[Type here]

COLLEGE OF MEDICINE AND HEALTH SCIENCE
SCHOOL OF PUBLIC HEALTH

“Practice of medical error detection and Incident handling in selected public hospitals, in Addis Ababa,
Ethiopia.”

BY
Dr. Sadig Muzeyen (MD)

Advisors:

1. Dr. Werrisaw Haileselassie (PHD, Assistant professor, Addis Ababa University)
2. Dr. Berhan Tassew (PHD, Assistant professor, Addis Ababa University )

A Thesis Submitted to the Graduate Program of Addis Ababa University, College of Health Sciences, School of Public Health in
Partial Fulfillment for the degree of Masters of Public Health in Health System Management specialty.

Date: May, 2024

ADDIS ABABA, ETHIOPIA



[Type here]

Practice of medical error detection and Incident handling in selected public hospitals, in Addis Ababa,
Ethiopia

BY: Sadiqg Muzeyen, MD

Advisors:

1. Dr. Werrisaw Haileselassie (Assistant professor, Addis Ababa University)
2. Dr. Berhan Tassew (Assistant professor, Addis Ababa University)



[Type here]

Acknowledgement

I would like to express my gratitude to my Advisors Dr. Warissaw Haileselassie and Dr. Berhan Tassew for unlimited assistance,
constructive comments, and suggestions for the commencement of this thesis. My gratitude also extends for Addis Ababa University,
College of Health Sciences, School of Public Health for giving me the chance to conduct this research. Finally 1 would like to thank

God and all that supported me on my education journey.



[Type here]

List of Tables and figure
Table 1: Socio demography of participants

Figure 1: Theoretical frame work for the practice medical error detection and incident handling



[Type here]

Acronyms and Abbreviations

CCD o, Chief Clinical Director

CED .o Chief Executive Director

CSA Central Statistical Agency

EFDA ... Ethiopian Food and Drug Authority
EFMHACA .................... Ethiopian Food, Medicine, and Health Administration and Control Authority
EFY oo Ethiopian Fiscal Year

FMOH ... Federal Ministry of Health

GP oo General Practitioner

IDI ..o In-Depth Interview

IOM .. Institute Of Medicine

KIT ..o Key Informant Interview

MD ..o Medical Doctor
Pl Principal Investigator

SOP v Standard Operating Procedure
TASH ... Tikur Anbessa Specialized Hospital
US United States

WHO ... World Health Organization



[Type here]

Table of Contents

AACKNOWIBAGEIMENT ...ttt h bbbttt e e st e bt e bt e bt bt sh o8 e e e a s e st e st es e e bt e b e e E e s e a s em e e st e st e h e e bt e bt sh e s et en s emtenseaeeheebeeb e b e nb et et enneneeneene 3
LiIST OF TADIES NG FIGUI.......eeeeeee ettt ettt h e bbb e et s e st e bt eh e e bt e b e b e b e s e s e e st e bt e bt eb e e b e b e e e s et ese e bt e bt ebeeb e e b e nee b e e enneneeneene 4
W ANw (0 N T a0 BN o] o] (=AY T L o SRS 5
AADSTIACT ...ttt bbbttt h b st b bR h e h e h e b e R s h e Eeh R R E R e bR R R e h e bt s e b e Rt e bt et h e bRt e bt bttt b et bt e b 9
Lo INEFOUUCTION ...ttt b et bbbt e h e bt e e bt b e s b e s e b e s e H e s e e b et e b e s eh et e b e e eb et eh et e bt e b e st e b e st nb e s e eb et eb et eb e e eb et ene e 10
L1.1. BACKGIOUNG ...ttt ettt et s bt s bt e bt s b et e e e s e e st e s e eb e e bt b e b a8 et ea b ea s eh e eh e eb e eb e e bt e b et en b en s eneehe e bt ebe e bt nb e b et et e e eneeneas 10
1.2, Statement OF The PrODIBIMI ........oo ettt h bbb b st et e e st e st ehe e bt e b e b e st e s et e st ese e st ebesbe e b e st e s e e e s eneeneeneas 11
1.3 RALIONAIE TOF TNE STUAY ...ttt bttt b ettt a st b e s b bt bt et ea s es b e st ea e e bt e b e bt st e s eab e st eseeseebesbe e b e st e s et ennenneneeaeas 13
S T T T o Lo Lol ) LIRS (0o | RO RS RS 13
2. LITEIATUIE FEVIBWW ...ttt b bttt s bt b st e b e e eh et e b et e b et e b e e e s e b e s £ b e st e b e s e e b et e b et e b et eb et e bt s e bt et e st et e st et et e b et et enes 14
2.1. DEIINITION .ottt h et bt h et s et h b st h e st eh et h s e b€ e h e E b Ao h AR Ao a e h R e SR e e e bR E Rt e b et e bR e st b e st b et b et bt b e b e 14
P V- Yo a8 o Lol ) 1= [Tor= LI =T o o] £ TSP TURRSON 14
2.3.  Medical error deteCtion CAPADIIILY .......ccevieieiiiieiee ettt e et et este e st e testeesee s e eseessesseessestesseesseaseessaseessesseaseensessenseensens 15
2.4, ETTOF PIONE GIBAS .. .eeuveeveeteerueertesteeseesseesseesseesseessteessesssessssssssssnsesssessseesseessessssssnsesssesssessssesssesnsesnsesssessseessessssesssesssesssesssesssesnsesnsesssesneessees 16
2.5, Error reporting and NANAIING . ........coveiieiee ettt s e et e st e e te et e s be et e steebeesbesteessasbeessesseebeessasseessentestsessabeessansesseensesteeseentens 17
3. ODJECLIVES ..ooteeeeeitieteete sttt et et s e et e st e e te et e s beete e beebeeabasteessesbeebeesaebeeas e teebeea b e teeheeateeheeasenteeReesteabeenteteeReenteeteesaenteeaseatebeenteteeheentesteeaeenteereentenns 19
3 L. GENEIAI ODJECHIVE ..ttt ettt ettt e e et e st e et e s beebeeabesbeessesbeessessesbeeasesteebeenbeabeessenteessesteebeesseteessenbeateesaenbeessenteeseentesteereentens 19
3.2, SPECITIC ODJECLIVES ....veeeiiiiceeeieeeee ettt ettt ettt et e e teste e st e s teeseesseeseessesseasse s eeseanse st eessanseessasseseesseseeseanseaseessanseassassesseensessenseansens 19
A, IMIBENOGS. ...ttt bbb bbb ek e R b bR R h R E bbbt h e b b e Rt bR bbbt h et b et bt et en e 20
I (1 0|V T= 1 T PSR 20

I (10| VAT o] o] (- T TSP TRS 20



[Type here]

6.
7.
8.

T (10 VAN oo ] o]V ] -4 o] TSRS 20
I (10 VAN o= T (ol o ] £ RPN 21
4.5, RECIUITMENT OF PAMTICIPANTS: ... .couiitirtiitertertet ettt ettt h bbbttt es e e a e bt e bt s bt b e se et e s e e ae e st e bt eb e eh e b et et enbeaeeaeeb e e bt nb e b e st e s e e enneneens 21
4.6.  Data COIECTION METNOM: ...ttt sttt a e bt b e e bt e bt b e e e e e st e st e st e bt e bt s b e b et e e en e e st e bt eb e e bt st e b et e s e e enneneens 21
4.7, OperationNal defiNItIONS: . ......cc.ei ittt b ettt b e bbbt s e be e Error! Bookmark not defined.
4.8, Data ANAlYSIS PIOCEUUIES: ... .cueeteiteetesteeteertieteetesteetestesteestesteeseeseaseessessesssessesseesseaseassasseassessesseensesseesaensesseessesseassansesbeessesseesaensesseensessenssesses 22
4.9, TTUSIWOITNINESS: ...ttt ettt ettt b e bt h et bt h et bt s b e s e b e st e b e s e e b e e e b e e e b e s eh et e b e s e b et eh e b e st et e bt et e st et e st eb et eb et e b et enetebe e 23
4.10. ELhICAI CONSIABIALIONS ......veuetieeiieet ettt b et bt h et bt h s b et eh e e b e st e b e st e b et e b et e b e s e bt b eb et e bt b e st et et e bt et enes 24
4.11. DiSSEMINALION OF FINTINGS .....euveueeiteii ettt et b e bttt b et et e et e st ehe e bt e b e eb e sb e b et e s et es e ebeehe e bt nb e b e st e s entenneneeneene 25

RESUIES ...ttt h bt bt e bbb et et e st e a e b e bt e bt SRt b e e e a s eR e eh e eh e e Rt SR € e R b e R e s oA e e R e e R e e Rt b€ h b e A et e Rt e h e e bt bt b e nh et et et et e e eneenes 25
LT I B 1T ol T oA o] a W] o - T A (ol T o - [ o 3RS 25
5.1.1. N o el Tole [0 o =17 o] o 1Y NSRRI 25
5.2, Practice of MediCal @rTOr deECTION ...co.ii ittt ettt e s bt e s bt e s at e st e et e e bt e bt e sbeeeaeesateeateebeeebeesabesabeeabeenbeenneenneas 27
5.2.1. N aTe LY oo [T Yoae] g =Te [Tor-] H=T o o ] PP 27
5.2.2. Perception for medical error detection MECHANISIMS ......cii i e e e e e e e st te e e e s bae e e e sbeeeeesastaeeesastaeessnsreeeesnns 28
5.2.2.1. Perceived deteCtion CAPANIIITY .......ccviriieiee et ettt et e st e e st et e s st e s tesse e st e seeseensesseeseenseeseessesseensesrenseensens 28
5.3. Employed mechanisms of medical error detection and rEPOITING ........uii i ciiie ettt et e et e e et e e e e e te e e e e abeeeeesasseeeessseeesansaeeens 30
YV S ] - Yot ol o] s Y=To [ ToF: | =T a ¢ gl a¥- o | 1T o= 0 33
5.5.  Effects of the practice on the SUDSEQUENT INCIAENTS ......ccoccuiiiiiiiiie et e et e e ettt e e e e te e e e e ateee e e sbaeeaeaasseeesanssaeesansseeesansenaens 35
I T £ ¥ 11T [ o T 11 1T o =TSSR 36

Theoretical framework for the practice of medical error detection and handling .........coocviiiiiiiii i 39

DY o U1 o PP PPT 40

(OfeY o Tol [V TeY s I=TaTo M aX=Tole] 0018 1 1= 2T F=1 4 o] o RPN 44



[Type here]

230 I 0 o Tl [V ] ] o F TP PTRPRPROUPRRTPO 44
230 (=T oo 0 a2 0 Y=Y oo =N o VTR PPTRPRPRUPPRTP 45
23 TS ¢ =T o =4 o T A V=T VLo L USRS 45
S W14 1 = o] o T o A U | USSR 45
TR =] -] =] o= TSP 47
L0, AANNEXES... . ettt ettt ettt ettt ettt eh et e s bt e a e e bt s h e e bt eheea e e bt ea e et e eheea b e eheeheen bt eh e eae e bt eat e A e eheeaEe ekt eR e e bt ehteaEeeheeateeheehe et e ekt e a e e bt ea e et e eheeatenbeeht e besheeneenne 51
ANneX 1: Participant iNfOrMELION SNEET .........cviiieeeeeece ettt ettt et et e st e e e et teebeeabesbeeseesbesbeesbesbeeseessesbaessesteessanbesaeentensesasessesreensesss 51
ANNEX 2 CONSENTE FOIM ...ttt sttt ettt ea e bt st e s ae b et e s e e st e s e e st es e e st e Ae s et enseneen e es e eb e e st e be s et enseneeneeseeneebeebeabesbesenseneeneenene 53
AANNEX 32 STUAY TOO0IS...c.eetetieeeeteet ettt b ettt eh e bt s bt e b b s e s e st ea e ea e eh e e bt e b e b e s e s em e e s e es e eb e e bt e b e s e b et entea e eseen e ebeeb e e bt nbe s et enneneeneene 53
ANNeX 4: INformation SNEET AMNAIIC VEISION ......cc.eiciiieeierieterte st et et se e e e et e e st este st e eseessesseessesteeseenseeseessesseessessesseensessesssensesseensensenssensesseensenses 58
ANNEX 5: CONSENE FOIM AIMNAIIC VEISION .....eeuieiieeieieseeiesie et st et este st e e s te s st e tesseessesseassessesseessessesseenseeseessesseeseessesssansessesssansesseensensesssensesseensenses 61
ANNEX 6: StUAY TOOIS AIMNAIIC VEISION ......ivieieiectieiecte ettt ettt s et e st e s e et e st e ete e besteesse b e easesseabeessesteesaenseeseessesseessessesssensesseessenbeseeensenseesnesseareensessas 62
ANNEX 72 COUBDOOK ....cvieieiieieteteieeteete sttt st et e et e e te st e s testestesseseeseeseesestessese st ensenseneeseese e st es e s et ensentenees e eseeseese s e senseneeneeseeneebeebeabentensenseneeneeneene 68

ANNEX: OULPULS OF OPENCOTE 4.0 .....eeieiiiiiiie et ee ettt ettt e ettt e e e saae e e e s aeaeeeaataeeeaaassaeeassseeeasseaeesassseeeaansaaeesassseeeeasssaeesanssaaeeansseeeeansseneeaaseeeennssens 75



[Type here]

Abstract

Background: Medical error is an emerging global public health problem that poses a threat to patient safety. Health care providing
institutions and the health care system should be competent enough to detect incidents of medical error. Patient safety efforts are
increasing at global and national level. However, claims for medical errors are rising over time. In Ethiopia, the rate of medical error

claims are increasing, and hospitals are where most error claims happen.

Objectives: To explore the practice of medical error detection and incident handling in the selected public hospitals in Addis Ababa,

Ethiopia.

Method: Explorative qualitative study was conducted with a case study approach. The study was done in selected public Hospitals in
Addis Ababa. Participants were selected using a purposive sampling method based on work experience and information richness. Data
was then collected through an In-depth interviews and Key informant interviews. A total of eleven interviews were made with health
care providers from the service delivery, office of the Chief Clinical Director, and office of Quality Management. Data was then,

analyzed thematically using Open code software.

Results: A total of eleven health care professionals were recruited for this study. Majority of participants were physicians of whom
half of them were specialists and subspecialists. Lack of common understanding about medical errors among health care providers,
employment of methods incapable to detect medical errors, the blame culture, and lack of medical error specific reporting system were
found to be system related factors that made medical errors far from detection while perceived fear of punishment being as individual

related factor.

Conclusions: Medical errors are poorly detected and error incidents are reported haphazardly. The way medical errors were handled
from the investigation to the corrective measures, found to have a counterproductive effect on care providers. Attention should be

given for system factors to improve detection capacity, encourage incident reporting, and to learn from errors.
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1. Introduction

1.1. Background
Healthcare is one of the primary necessities of human life. Provision of quality health care service starts with safety. Health services
are expected to be benefiting and do no harm to patients. Unfortunately, due to medical errors, these services may cause harm to
patients. There are different definitions for medical error. However, the definitions by themselves are subject to debate. Majority of
medical experts give due emphasis to outcome-based definition or to process based definition. For these experts, medical error is an
act of omission or commission in planning or execution that contributes or could contribute to an unintended result whether real or

potential (1). Some experts on the other hand propound to avoid the term “error” for fear of portraying blame.

The application of medical ethics in health care delivery went back to the Mesopotamian and Greek (Hippocratic Oath) civilizations.
However, concerns for medical errors are getting much more public attention in the recent decades. The report of institute of medicine
(IOM), “to error is human”; building a safer system in 1999 opened the eyes regarding the magnitude of medical errors. According to
the report, around 44,000 to 98,000 hospitalized patients die each year due to preventable error (2). Research studies have shown that
an average of one in ten patients is subject to an adverse event while receiving hospital care in high income countries (3). The estimate
for low and middle income countries suggests that up to one in four patients is harmed, with 134 million adverse events occurring
annually due to unsafe care in hospitals, contributing to around 2.6 million deaths (4). Overall, 60% of deaths in low and middle

income countries from conditions amenable to health care are due to unsafe health care (5).

The major contributing factors can be categorized in to individual factors and the system factors. Ultimately it is the individual human
and the system that interacts and this interaction contributes for errors to happen. As competent system can prevent individual error, an
incapacitated system may also be a reason for individual problems. Evidences show that “the majority of medical errors do not result
from individual recklessness or the actions of a particular group. More commonly, errors are caused by faulty systems, processes, and

conditions that lead people to make mistakes or fail to prevent them” (2).
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Applications of advanced sciences and technologies in medical services, globalization, astonishing changes in communication
technologies, rise of health insurance markets, and wide social and main stream media coverage increased public knowledge and
awareness to medical errors. This in turn increases in the number of law suits issued against health professionals. However, studies has
shown law suits counter affects the service delivery through defensive medicine. Defensive medicine can be defined as “ordering tests,

procedures, and visits or referring and avoiding treatments for patients for fear of law suit and error claims” (6).

Countries have different rules and regulations to deal with medical errors. In the United States, malpractice law is a specific subset of
tort law that deals with health professionals’ negligence. The Ethiopian federal ministry of health employed different tools like clinical
audit, chart audit, death audit, and safety checklists together with supportive supervisions. Though no isolated court system to deal
with medical errors, Health professionals’ Code of Ethics was developed under Regulation No. 299/2013 (6). Based on this regulation,
Health Professionals Ethics Committee has a power and duty to investigate and propose necessary measures to the Ethiopian Food and
Drug Authority (EFDA). The authority under proclamation No. 661/2009 has given mandate to regulate health professionals and
health institution (7).

1.2. Statement of the problem
Patients’ safety is core for better health care delivery and is also central to countries’ efforts in working towards universal health
coverage (4). Medical errors are threats to patient safety. Not having a standard definition of medical errors leads to having a different
understanding for medical errors among professionals, healthcare leaders, and the public. Regardless of the nomenclature, it poses a
threat to public health in general and patient safety in particular. A sentinel report from the United States found that 90% of deaths

from medical errors happen because of problems associated with failed systems and procedures (2, 8).

Medical errors are difficult to detect, for they are very complicated, and challenging to identify their causes and find solutions. Only
3% of medical errors get reported in developed countries (9). In many African countries, there are no polices about safe medical care.

Lack of money and not enough support systems are major problems in the area for safe health care practices (10). The burden extends
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to the economy as well. According to WHO, safety problems account up to 15% of hospital expenditure in developed countries (11).
Other studies has shown that the poor and middle income countries suffer from a loss of $1. 4 trillion to $1. 6 trillion worth of
productivity every year due to the unsafe health care (4). In Ethiopia, though there a limited data describing the magnitude and burden
of medical errors, the number of claims for medical errors is increasing in the last decade (12).

Detecting public health problems shouldn't rely on people choosing to report. Health care systems need to advance from the old
system of detecting errors based on people reporting error claims. Instead they should find systematic ways to identify and prevent
errors. Furthermore, these systems may not report accurately and can result in blaming others. This approach can also make people
understand that medical errors are the fault of individuals. This puts further challenges on efforts to prevent medical errors. In

Ethiopia, medical errors are often dealt with by blaming and punishing instead of fixing those (13).

Understanding the fact that humans’ behavior is influenced by working environment, healthcare institutions need to improve their
systems and processes which potentially lead to medical errors. Institutions should use a systematic approach and avoid the tradition
of blame and punish people. Principles of ethical codes should always be followed when providing services when of medical errors
are happened. Health professionals are also mandated to benefit and do no harm (Beneficence and no maleficence) for patients.
Regardless of what the consequences are, it’s not ethical for health care providers not to report incidents of medical errors. Error
handling should also be in a way that encourages health care providers to report incidents of medical errors. Otherwise, health care
leaders and providers will find it challenging to learn from their mistakes. It is also important to communicate patients who have been
affected by medical errors and their right to be disclosed about what happened should be maintained.

Errors claims and public outrage are increasing in spite of increased patient safety and quality improvement initiatives at the national
level. Not many studies have been done, but the majority of them dealt with awareness of medical errors and ethics of health
professionals and a very few of them dealt with procedurals in the health regulatory bodies. There no available study done in Ethiopia

that dealt with the practices of medical error detection and error handling. Hospitals are where the commonest institutions for medical
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error claims unfortunately majority of errors were claimed by patients, family of patients, police, and the courts (12). This raises a
concern whether hospitals are able to detect medical errors, and it also urges that we need to assess their practice of error detection. To
mitigate the effect of medical errors, first we need to have a system able to detect medical errors. This begins by assessing the practice

of error detection and how we handle them.

1.3. Rationale for the study
One of the main concern of every healthcare system is patient safety. Though it’s a global public health threats, the issue of medical
error needs grave concern in Ethiopia. Our systems should be capable enough to identify patient safety breaches. Error identification
should also be accompanied with corrective and constructive measures. Poorly detected and improperly managed medical errors are
the key attributes of unsafe healthcare services. Properly handled errors are also opportunities for improvement actions.

Healthcare institutions, managers, professionals, and the system in general must be in a position to identify errors and handle them in a
constructive way. It’s a fact that for the improvement we want to make, first we need to understand the position where we are, and the
practice how we do. So, for the safer system we aspire, we need to assess the practices how we are detecting errors and the way we
handle them. It’s through improved detection of errors that we can learn from our mistakes. The aim of this study is to assess the

existing medical error detection and handling mechanisms, identify the potential defects, and forward the possible solutions.

1.4. Significance of the study
We need to build a safer healthcare system that enable us to deliver safe health care services to our people. Safety measures need a
meticulous effort and should take in to account the practices in hospitals, which are the commonest site for medical error claims in
Ethiopia. Assessing medical error detection and event handling can provide an important insight to understand the existing practice
and help to generate evidences to reveal existing defects for health institutions, policy makers, and managers to develop a safer
healthcare system and a safe health care service, and to contribute a safety improvement measure for the country healthcare system in

general.
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2. Literature review

2.1. Definition
The problem with medical errors starts from the nomenclature. Different scholars, institutions, and the medical world in general have
various understanding about medical error. Terms like malpractice, negligence, adverse events, and clinical errors are used in different
institutions and countries. The IOM calls it a clinical error when “action failed to go as planned, or when the wrong plan is used to

achieve a goal” (2).

Several studies have been conducted around the world regarding medical errors. A systematic review at the University of Birmingham
reviewed similar studies in different parts of the world found that medical errors are defined as “errors that are made in planning or
carrying out actions” (14). In Brazil, medical errors are described as “inappropriate conduct because of carelessness, recklessness, or

malpractice that harms the patient” (15).

One of the most commonly used legal dictionaries in the United States, Black's Law Dictionary, defines medical error as “failure to
exercise the proper skills and knowledge commonly applied by the average prudent professional when providing professional services,

which can result in harm or loss to the person receiving the services or those who rely on them” (16).

Though consensus about the definition is not reached yet, all available definitions agree that it is a error that can be prevented when
delivering medical care. Standing from this point of view, the term “medical error” is preferred to use for this study and believed to

reflect sprit of the study.

2.2. Magnitude of medical errors
Nowadays, medical errors are considered as an emerging problem for the public health that put patients’ safety at risk. Global reports
and studies are showing that medical errors are increasing in alarming rate. In 2016, patient safety experts at Johns Hopkins analyzed
medical death rate data in the United States of America (U.S) over eight years. They calculated that more than 250,000 people die
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from medical errors each year. Their research found that death from medical errors surpassed strokes, Alzheimer's, and diabetes (17).
A systematic review done at university of Birmingham found that among hospitalized patients worldwide, 3-16% are getting injured
because of their medical care (14). In developed countries like the USA and Australia for example, 3.7% and 16.6% of patients
experience medical errors, respectively (20, 21).

In developing countries, though there isn’t a lot of information available, the prevalence is higher (2). A retrospective review of
records from 25 hospitals in eight developing countries found that mortality from medical errors are very high (2, 18). In fact, WHO
estimates that 1 in every 300 patients who are admitted in the hospital die because of errors that could have been prevented (19).
According to a study done in Ethiopia in 2017, there has been an increase in the number of medical error claims over the past decade
(12).

2.3. Medical error detection capability
The quality of healthcare delivery is related with the countries level of economic development, the better the economy of a country,
the better its healthcare is thought to be. However, detecting medical error is a challenge for most healthcare systems, if not all.
Medical errors are not always detected in both rich and poor countries because their inherent nature of complexity and involvement of
many different areas of expertise. A study at University of Birmingham reviewed studies on medical errors around the world. It found
that 21% of medication errors were undetected by pharmacists when dispensing medication, and 23. 5% of those undetected errors

could cause adverse drug effects (24).

While different ways are used to detect medical errors, error claims are universally used to detect and report incidents. Unfortunately,
studies have showed that error claims and actual errors are poorly correlated. In the Harvard study, the largest study to assess the rate
of medical errors and error claims, they examined more than 30,000 hospital records patients from New York in 1984. They found that

3. 7% of patients had experienced an error during their hospital stay (22, 25). However, errors ware claimed in only 0.13% of the cases
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(26). The vast majority of errors didn’t result a claim for error. A similar study examined at the hospital records of 15,000 patients in

Utah and Colorado and found comparable results (27).

The capability of detecting medical errors get worse in hospitals of developing countries. A study done in Uganda revealed that there
is no existing formal error reporting system in all hospitals the study carried out (23). In Ethiopia, hospitals are the commonest
facilities for medical error claims but the least to file error claims and this needs grave attention. According to a study done in Ethiopia
in 2017 that assessed the seven years trend of medical error claims revealed that among the complaints that reached to the federal
health professionals’ ethics committee, 71.2% of claims were filed by patients, their families, polices, and the courts. Health facilities
and health bureaus filed only 8% of the cases (12). The study further added, from the cases in which actual error was found, 51.9% of
them took place in hospitals and 37% in clinics. From these cases, 40.7% were occur in government facilities and 59.3% were in

private (12). The condition needs grave attention in developing countries.

2.4. Error prone areas
Medical errors happen while delivering care. Therefore, anywhere we get health care services could be a potential place where errors
can happen. However, because of the nature of services provided and the types of cases dealt with, some areas are more prone than
other. A systematic review at the University of Birmingham found that intensive care units, operating rooms, and emergency
departments were where errors happen the most (14). The research also found that medication error is the most common reason
patients get harm, but it can be prevented. From 2005 to 2009, a research in Santa Catarina, Brazil found that gynecology,

anesthesiology, and general surgery were specialties with the most lawsuits for medical errors (22).

A study reviewed at records of patients in hospitals in Uganda. Among the 618 records that were reviewed, they found that the most
common errors were in making the right diagnosis, giving the right medication, and doing surgery (22). A study in Ethiopia in 2017

revealed that over seven years, most complaints to the federal health professionals’ ethical committee were about surgeries, with the
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majority coming from the Operating Room (12). Though there are variations from country to county, surgical areas are the commonest

places where prone to medical errors.

2.5. Error reporting and handling
When medical errors are happen, they should be reported and we must be able to figure out how to avoid them in the future. There are
different reasons that let health care providers not to report incidents of medical errors. Blaming others, being afraid of being
punished, media criticism, and not getting helpful feedbacks are some of the most common problems. In avoidance of this, health care

providers try to follow very strict rules and be over careful.

A study done in Southwestern Medical Center, University of Texas revealed that fear of retribution, and belief that nothing will
change if they report the error impede health professionals from reporting incidents (28). A study done in Iran also revealed that “Fear
of a malpractice lawsuit” precludes physicians from reporting medical errors (40). A study in Uganda found that health care providers

are afraid of getting in trouble or being sued if they admit a mistake. This stops them from reporting medical errors (25).

A study at Mizan Tepi University revealed that health care providers are afraid of getting in trouble or being punished if they report
medical errors. This makes it challenging for them to admit when they make a mistake (29). The study also found that care providers
abstain to report medical errors because they are afraid of the media reporting on it before it's confirmed, which could harm their
hospital's reputation. Another research study conducted in Ethiopia in 2017 that reviewed error claims over a ten year period. The
study revealed that the media had had declared medical error to the public before any investigation had been completed in fifteen
cases. Twelve health professionals had been also arrested by the police before any official incident review or decision had been made

by the legitimate office (12).

In 2005, a study surveyed physicians in Pennsylvania, who were in specialties that often get litigation, about their experiences with

rising malpractice insurance costs. The survey found that 93% of the physicians were practicing defensive medicine and 42% were
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limiting the scope of their practice for fear of being sued (30). Another study surveyed Italian physicians if they had ever engaged in
defensive medicine. It found that 37% of general practitioners and 83% of specialists had done at least one thing to protect themselves

from litigation (31). A research study found that 63. 2% of surgeons in different parts of Ethiopia practiced defensive medicine when

dealing with a case that they considered challenging (29).
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3. Objectives

3.1. General objective

To explore the practice of medical error detection and incident handling in selected public hospitals in Addis Ababa, Ethiopia.

3.2. Specific objectives
1. To explore methods employed to identify medical errors in the selected hospitals.
2. To identify measures being taken to handle incidents of medical errors in the selected hospitals.

3. To explore effects of error handling measures in the detection of medical errors in the selected hospitals.
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4. Methods

4.1. Study setting:
The study was conducted in Addis Ababa, Ethiopia. It’s the capital and the largest city. Based on 2012 Ethiopian Fiscal Year (EFY)
figures from the Central Statistical Agency (CSA) of Ethiopia, Addis Ababa has an estimated total population of 3,686,068 consisting
of 1,389,817 male and 1,527,478 female. 100% of the populations are urban dwellers (CSA 2017). According to the 2012 (EFY)
Health and Health Related Indicators published by Federal ministry of health (FMOH), Addis Ababa has 13 public hospitals,
98 Health Centers (33). Out of the 13 hospitals, the Federal government administers six of them, two are under the Army and Police,
and five are under the city government of Addis Ababa. The study was conducted in Tikur Anbessa Specialized Hospital (TASH),
Yekatit 12, and Saint Peter hospitals. These Hospitals run under different government structures and provides multi-dimensional

services. Besides, they accept referrals from all over the country. The study was conducted from April - August, 2023.

4.2. Study approach:
An explorative qualitative study with a case study approach was conducted. The qualitative study allowed the investigator to go deep
to understand the practices how hospitals detect medical errors and handle incidents. Existing practices of medical error detection and
incident handling was assessed and effects of handling were explored. The case study approach was selected because it’s more
appropriate to help better understand the organizational practices how hospitals detect medical errors and handle incidents. The
approach also helps in gathering thick data that eventually provided rich description (18, 19).

4.3. Study population:
Public Hospitals in Addis Ababa run under various government structures. Primarily, under the federal government and the Addis
Ababa city administration. Hospitals selected for this study were TASH, Yekatit 12 hospital, and Saint Peter hospital. Hospitals were
selected from each administration based on their tier level, hospitals at the tertiary level are included. Besides, these hospitals provides

multi-dimensional services for they accept referrals from all over the country.
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Inclusion Criteria: Health care providers working on direct patient care and/or in offices in the selected hospitals, who were willing

to participate in the study, and who have agreed to the terms of the informed consent were included.

Exclusion Criteria: Health care providers who were not willing to participate are excluded.

4.4, Study participants:
The study included a total of eleven interviews with health professionals working on direct patient care and administration offices, and
the information saturation had determined the number of participants. Participants for this study were selected from TASH, Yekatit 12
hospital, and Saint Peter hospital. Health care providers working in these hospitals were selected for an In-Depth Interview (IDI) and
participants for Key Informant interviews (KII) were selected from offices of the Chief clinical director (CCD) formerly called

medical director, and Director of clinical governance and quality improvement.

4.5. Recruitment of participants:
Participants were recruited using a purposive sampling method with mix of sampling techniques for an in depth interview with health
care providers. Health care providers working on direct patient care and administrators working in the selected hospitals based on their
experience, working area, and position participated in the study. This allowed diverse participants to be included in the study and
helped to gather information about practices of medical error detection and handling, and identify its effects. Snow-ball purposive
sampling was used to select participants for KII. This helped for triangulation of the study. The researcher invited participants using

the cooperation letters from the university and from each hospital where the study carried out.

4.6. Data collection method:
After permissions were obtained from the relevant department in each hospital, data was collected through an In-depth and key
informant interviews, and tools and guidelines used for monitoring clinical services. A total of eleven participants were interviewed.
Seven study participants were involved for an in-depth interviews to generate evidences on their understanding, experience, and for

effects they encountered from the practices of medical error detection and handling. Four Key informant interviews were done with
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study participants from offices of Chief Clinical Director and Director of Clinical governance and Quality Management for shared

information on current practices of medical error detection and handling in their hospital.

The researcher developed interview guide prepared in English and translated to Amharic with open-ended questions that covers topics
related to medical error detection, incident handling, and effects of handling. The interview guide was adopted from a study done on
the challenges of medical error reporting (29). Conversations were begun with informal dialogue to create a friendly environment and
gain the participants’ trust so that they could explain their ideas freely and in detail. Purpose of the study and discussion topics were
elaborated to the study participants. Informed consent for participation and recording participants’ voice were guaranteed through

taking individual verbal and written consent before conducting an interview.

Interviews were take place in a separate place in the respected hospital where participants work and a location of their choice where
they felt comfortable. A face to face interviews were conducted by the principal investigator and probing questions were used as
needed. The duration of interview took on average 20 minutes, 73% of interviews were tape recorded and the remaining 37% were
recorded on papers. Interviews had ended by summarizing and asking for further points and thanking participants. Following each
interviews, field notes were taken and guidelines used for monitoring service deliveries were also reviewed with prolonged
engagement for these documents were rich in information to understand how hospitals govern clinical activities. Tools (clinical audit,
chart audit, death audit) and guidelines (Ethiopian hospitals clinical audit guideline, System Bottleneck Focused Reforms) that used

for monitoring clinical services were reviewed using document review guide developed by the researcher.

4.7. Data analysis procedures:
The audio recorded interviews were translated and transcribed on paper initially. The transcripts were then verified against the audio
record to ensure accuracy and consistency. The transcripts, on paper, were typed and converted to text format amenable for the
analysis software and aligned with field notes and organized to ensure confidentiality and anonymity of the participants. The

researcher read the data repeatedly to extract important points from the description and a codebook was developed inductively. Data
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was analyzed thematically using Open Code 4.0 software. The data analysis had also occurred iteratively with the data collection and
focused to triangulate the results from the different data collection techniques. The narrative was organized and integrated according
to emerging themes and concepts conforming to the research objectives. The framework was structured based on the steps and patterns
in the practice of medical error detection and handling. The result was reported according to Addis Ababa University’s Standards for

reporting qualitative researches.

4.8. Trustworthiness:
Lincoln and Guba in 1985 outlined the criteria for evaluating the qualitative research often referred to as “standards of trustworthiness
of qualitative research”. The four components of the criteria are credibility, transferability, dependability, and conformability. Leading
the interviews by the researcher himself and establishing an audit trail of the whole process of the study including field notes,

analytical notes, and coding by the research advisors enhance trustworthiness of the study.
Credibility

To achieve credibility the investigator stayed for a persistent and prolonged time in the study area. Data was triangulated by method,
place and the individual participant’s profile through conducting interviews with key informants, revising documents that hospitals
used to govern clinical activities, and face-to-face interviews. Mixed qualitative data collection methods enhanced credibility of the

findings. Data saturation was assured by repetition and overflow of comments.
Transferability

In order to assure transferability data was collected from different hospitals that run under different administrations. Moreover, there is
a rich description that can help reader to understand that the practices related to medical error detection and handling found in the
study could be applied and verified in other similar contexts.

Dependability
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To assure dependability data was collected and transcribed by the investigator for a prolonged stay. Besides, all responses were
documented in text form and supported by evidence from tape recorder. The thick description of data collection, analysis, and
interpretation methods are documented to ensure dependability. So, that if data was collected and transcribed by another individual it

would have the same outcome.
Conformability

To assure conformability an interview guide was based only on the objectives of the study that it avoided questions that were out of
the objectives. Moreover, conformability was ensured through presenting findings to participants at the end of every interview to

ensure their ideas were rightly interpreted.
Other declarations

1. Reflexivity: The researcher made every effort to keep the data and findings were not influenced. All of the investigator's
actions were driven solely by objectives of the study, not by the investigator’s preferences.

2. Positionality: The investigator declares positionality with respect to the study as against the practices that hinder medical error
detection. The researcher’s stance is strictly based on intention to explore the practices of medical error detection and handling,

and to identify effects of the practice but not prejudice or exposing public hospitals or health care providers.

4.9. Ethical Considerations
The study was conducted after getting ethical clearance from Addis Ababa University, College of Health Sciences and School of
Public Health. An official and formal letter of cooperation were taken from the School of Public Health to Tikur Anbessa, Yekatit 12,
and St. Peter hospitals. Then letter of support were written from TASH, Yekatit 12, and St. Peter hospitals. After giving information
for each study participants about the objectives, contents of the study, and expected benefits and risks, participants were requested first
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for informed consent orally and then written consent forms were read to obtain their agreement before starting the interview.

Permission were obtained from the relevant department in the hospitals for the review of relevant documents.

Participants were allowed to refuse or discontinue participation at any time they want. All the information collected from the study
participants were handled confidentially and the information that enable their identification were not taken on the form rather code
number were assigned to ensure anonymity. Special attention were given to participants’ privacy and confidentiality. Furthermore, any

attempt to cause participants psychological or physical harm were avoided at all times.

4.10. Dissemination of findings
The results of the study will be disseminated to the responsible institutions; to the offices of chief clinical directors of TASH, Yekatit
12, and St. Peter hospitals, to the office of School of Public Health at Addis Ababa University. Findings will also be presented for
different seminar, conference, and work-shops and will also be published in a peer reviewed journal.

5. Results

5.1. Description of participants

5.1.1. Socio demography
A total of eleven health care professionals were recruited for this study. Age of participants ranged from 30 - 40 years, out of which

males were 6 (54.5%) and females were 5 (45.5%). Majority of participants were physicians 7 (63.6 %) of whom 5 (45.5 %) are
specialists and subspecialists. Participants work experience ranges from 4 - 11 years, of which majority 7 (57.1 %) had experience of

more than 8 years. As to the department, majority of participants 7 (63.6) work at departments who undergo surgical operations.

Table 1: Socio demography of participants
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Characteristics Frequency Percent (%)
Male Female Total Male Female

Age 30—40vyears |6 5 11 54.5 45.5
Profession Physician 5 2 7 71.4 28.6

Nurse 1 3 4 25 75
Specialty Sub specialist | 2 1 3 66.7 333

Specialist 1 1 2 50 50

Gp and Nurse | 3 3 6 50 50
Department Operation 3 4 7 42.9 57.1

room

Office 2 2 4 50 50
Experience 4 -6 years 3 1 4 75 25

8 — 11 years 3 4 7 42.9 57.7

Findings of the study

Using Open code software, findings of the study were first organized in to codes. After adding and reduction of codes, finally a total
of 47 different codes were obtained from the data. Subsequently, the codes were grouped in to 11 categories in a manner relevant to

the study objectives. Then, the categories were arranged in to 4 themes in a way that could describe the practice of medical error
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detection, incident handling, and their effects. These were; Practice of Medical error detection, Practice of Medical error handling,

Effects of the practice on subsequent incidents, and Challenges and Area of improvements.

5.2. Practice of medical error detection

5.2.1. Understanding of medical error
Nearly half of participants, of whom majority are physicians, understand medical error as any harm to a patient as a result of
delivering care below the acceptable standard for a particular set up. Health care providers who practice below their professional
competences were mentioned as a reason for medical error. They stated this can happen due to lack of knowledge or skills, or from the
substandard set up in the facility. Some participants consider care providers’ negligence rather than their knowledge or skill, or the set
up in the facility, is the reason for medical error. Participants with this perception understand medical error as any harm to a patient

primarily attributed to health care providers’ behavior. It includes harm to a patient that a prudent care provider could avoid it.

All the nurses who work in the office understand medical error as any kind of harm to a patient by the health care providers. Whether
it happened knowingly or unknowingly as far as the patient gets harm, they consider it as medical error. On the other hand, some
physicians looked medical error from professional ethics angle and gave medical error a wider scope. They understand medical error
as any practice by health care providers in violation of the “Hippocrates Oath”. From their perspective, medical error is considered

whenever a breach of oaths is made whether it results harm or not.

“I believe medical error should be considered when one practice below the scope for which he/she was entitled. Every professional

)

has his scope of practice so doing below that would be an error.’
P4, A general surgeon

“It’s an error as a result of practicing below the accepted standards. For every hospital, country or for specific profession, there are

’

acceptable practices & standards. So any act below this, for me, is an error.’
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P11, A nurse

“For me, medical error is harm that occur due to negligence of professionals. That means when a professional practices in a way that

harms a patient that he could avoid & was not beyond his control.”

P10, An orthopedic surgeon
“Medical error, for us, is any harm to a patient that happened by care givers knowingly or unknowingly. It’s undesired health

outcome due to a known reasons like the set up or from the unknown reasons.”
P6, Nurse (KII)

“Medical error, for me, is that violation Hippocrates oath that we made before starting a job or not maintaining them. Like
neglecting or discriminating patients for color and doing activities like these. The oath has detail so if we can’t maintain the oath or

not giving service according to the oath.”

P3, A Gynecologist and Obstetrician
5.2.2. Perception for medical error detection mechanisms

5.2.2.1. Perceived detection capability
All female physicians and majority of participants perceived that even though detecting medical error is a challenging process, it’s not
impossible to detect errors if thorough investigation are done, clinical activity monitoring tools are applied, and through a day to day
communications. On the other hand, the most experienced participants with work experience of more than 10 years, perceived that the
complex nature of patients’ treatment can make medical error detection difficult and errors can be hidden even with the application of

existing monitoring tools.

“If meticulous investigation is done I don’t think it will be missed.”
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P7, A Neurosurgery resident
“ ... Yes if clinical activity monitoring tools are applied properly but technically we are not doing in that way.”
P2, A general practitioner (KII)

“There is difficulty because everything written in the patient document is done by professionals & if they intend to

hide it will make difficult to detect and error can be hidden”

P10, an orthopedic surgeon

5.2.2.2.  Perceived purpose
Majority of participants perceived that the purpose of employing different tools and mechanisms in hospitals are to improve the
quality of care delivery, meeting the set standards of care, and learning from experiences. However, some of participants of whom all
are senior physicians perceived that these tools are also used inappropriately as a means to take measures on health care providers
regardless of the condition they work under. The key informants, on the other hand, stated that health care providers wrongly

perceived these tools as methods to monitor their activities.

“... For better care delivery, creates communication platform for client & workers, and also creates satisfaction for both clients &

’

workers.’
P3, A Gynecologist and Obstetrician
“One of the main purpose is to make sure patients are treated according to the national standard.”
P2, A General practitioner (KII)

“I think the primary purpose is to assign some body to take all the punishments regardless of the poor equipment & resource

)

shortages we are working on.’
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P4, General surgeon

“Honestly speaking, they have no good attitude for a reason that they took it as a monitoring activities of their presence or activities

only.”

P6, Nurse (K1)

5.3. Employed mechanisms of medical error detection and reporting
In the existing practice, Medical errors are detected and reported mainly through Error claims, Patients’ document reviews,
Supervision, Medical team discussions, and Patient monitoring. Error detection: Process of identification of medical errors through

any method, tool or system employed in hospital. A means through which hospitals can identify medical errors.

5.3.1. Error claims and reporting
The study identifies that Error claims made by patients and their families, informing immediate manager, and informal
communications are the existing methods used to report incidents of medical error in the hospitals where the study was carried out. All
key informants mentioned that there is an established formal incident reporting system in their respected hospitals. However, the
reported incidents are incidents which are considered to be to non-medical. Error Reporting: Refers to announcing incident of medical
error that occurred in a hospital through any means available. It can be done by health care providers, leaders, patients, families of

patients, or by through any method, tool or processes.

1

“In our hospital medical error claims usually reported after the patient brings the error issue to the medical director.’

P7, A Neurosurgery Resident
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“Patients usually complain for the undesired outcome. But once a patient brought a complaint, it can be investigated to reach what

happened on the patient.”
P11, A Nurse
“I will inform to the immediate manager & through that incidents will be handled accordingly.”
P3, A gynecologist and Obstetrician
“We usually get incidents of error informally through other discussions.”
P9, A General practitioner (KII)

“We have incident officer & incidents are reported to him. He inform us & to other respected bodies through paper. But reported

incidents are not medical errors.”
P1, A nurse (KII)

“There is incident management. Incidents of any kind are reported to the incident officer then he will manage accordingly. But | have

2

never seen him managing medical error incidents.

P2, A General practitioner (KII)

5.3.2. Patients’ document review
The activity involves three types of audits of patient records; the clinical audit, chart audit and death audits. Hospitals implement a
regular audit program in each service area through the participation of all clinical staffs. In clinical audit selected cases are reviewed
against the standard treatment guideline by members of the department. The chart review involves review of patient documents for
their completeness of the necessary information to be documented. This is done by office of clinical governance and Quality

management. The death audit is supposed to review the patient care since admission to the hospital, and critically review causes and
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circumstances that leads to death. All deaths are expected to be audited based on to a set score. Maternal and perinatal deaths are

reviewed monthly by Maternal and Perinatal Death Surveillance and Response Committee (MPDSR).

“Audit means according to national standard, whether evidence based care management was delivered. So based on this chart will be

audited for alive & death audit for deceased, both types of audits are done monthly.”
P2, A General Practitioner (KII)

5.3.3. Patient monitoring
Hospitals monitor patients’ experience with the care through patient interviews, visits, and patient satisfaction surveys on a regular
basis. The Office of the clinical governance and Quality management receives patients’ and attendants’ complaints, and opinions
regarding the care they are receiving. Hospitals also use this these platforms as a means to detect error practices. Hospitals also
implements Community forums which involves patients and the public in service delivery which supposed to make patients informed

and help to detect errors practices which arise from poor communication.

“We regularly asks patients about the care & they tell us any complain if they have. We also had put log books at the gate of every

service areas through which patients can put their complaint.”

P9, A General Practitioner (KII)

’

“We have also community forum by which we engage different stake holders in the hospital activities.’
P6, A Nurse (KII)

5.3.4. Supervisions
A multi-disciplinary team involving case team leaders and health care providers supervise all the service areas, manage disagreements,

and assure responsible and accountable practices. The team supports the leadership on the day to day service provision process and
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report to the head managers and supposed to create accountability and transparency. The team also manages incidents during duty

hours including weekends and holidays, and address poor practices in service provision.

“... For example supportive supervision, in which a team of multi- discipline supervises the clinical activities every day.”

P6, A Nurse (KII)

5.3.5. Medical team discussions
A medical team within a given service area manages care delivery based on accepted guidelines through essential clinical processes
like the morning session, the round sessions and, a weekly meetings. The team involves Physicians, Nurses, and other staffs and the
senior physicians lead the sessions. Clinical practices like the patient evaluation and nursing care, and information provisions are

addressed through this team. Findings on this session are supposed to be linked with quality improvement and accountabilities.

“In morning session selected cases will be discussed & errors can be figured out by seniors.”

P10, An Orthopedic Surgeon

5.4. Practice of medical error handling
5.4.1. Error Disclosure
Majority of participants mentioned that patients’ level of understanding, degree of severity, level of communication prior to the
incident, the possible consequences that may follow, and degree of severity were conditions to disclose errors to patients. Patients and
their families who are assumed to have a good level of understanding, patients with prior good communication, and incidents that
could be reversible are mentioned to be disclosed. On the other hand, a quarter of participants who associated error disclosure as part

of ethical practice, mentioned that they disclose errors to patients regardless of any condition or what may follow.

“If I thought the patient or their families will understand then I will inform them otherwise it will be futile.”
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P4, A General Surgeon

“Regarding the patient, if we have good communication earlier I will inform the families because this can make them understand the

’

situation.’

P5, A Gynecologist and Obstetrician

1

“I'will tell the patient if the error can be reversed or something benefiting the patient is there to be done.’

P8, A Nurse
“It depends. Though we are supposed to be ethical but we also think the consequences of being ethical. So, we may not fulfill ethical

)

duties.’

P9, A General Practitioner (KII)

“I will also tell to the patient or the family frankly. This is because this is one of our professional ethics. Whatever their response |

will tell them.”

P7, A Neurosurgery resident

5.4.2. Measures being taken to handle incidents of error
In all hospitals where the research is carried out, error incidents are initially investigated at the department level by a team of
professionals and those incidents considered to be error will be reported to the hospital’s ethical committee for further investigation
and possible measures. Disciplinary measures, academic measures, and referring incidents to the health regulatory body for further
investigation and possible legal accountability are actions being taken following the decision of ethical committee. Incident handling:

Any action done in response to the incident of medical error. It’s an action by the administrator following incident of medical errors.
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“Such claim are first investigated by the department. What usually we do is that we review the care delivered. We have a discipline

committee to further investigate & if it is necessary will be reported to the regulatory body.”

P1, A Nurse (KII)

“We investigate the issue with the department & take necessary measures. The measures could range from oral warning, written

letters, or even suspending the salary.”

P6, A nurse (KII)

“The department will suspend from any academic activities even you may get academic dismissal.”

P7, A Neurosurgery Resident

“... The surgeon’s working license was suspended for a year though he was not in control of the error.”
P10, An Orthopedic Surgeon

5.5. Effects of the practice on the subsequent incidents
Majority of Participants mentioned that following incident of error they face blaming and dishonoring, loss of trust from patients,

discouraged to report future incidents, and engaged in defensive medicine. All participants affirm that defensive medicine practiced in
their respected hospitals. Health care providers engage in these activities through making unnecessary referrals or requesting
investigation beyond what a patient needs. The study revealed that patients who are famous, families of authorities, patients supposed
to have poor outcome, and the blame culture were reasons for engaging in defensive practice. Defensive Medicine: any action done by

health care providers that are not aimed to help patients but to prevent themselves from perceived litigation.

“Because the patient’s family were told about the issue, they brought the case to the court & spread the rumor that ruins status of

those involved. | have no such experience but this demoralizes the one who tried his best.”
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P5, A Gynecologist and Obstetrician
“It was embarrassing & disrespect to the professional because they can call him to come to the police office.”

A Nurse

’

“My friend had such experience & on the next visit the patient hesitate to be treated by her.’
P4, A General Surgeon

“Yes, this is the common practice. We fear the blame culture, media & in appropriate measures that follows. We even know what kind
of patients are suit phone. They are usually relatives of authorities, media personnel, famous & those who are nagging frequently with

unnecessary questions. For such patients either you have to refer or request thorough investigation.”

P10, An Orthopedic Surgeon

5.6. Raised Challenges
5.6.1. Challenges to error detection and handling

The study identifies that challenges encountered by health care providers differs across the service area. Participants who are working
in the offices stated that perceived fear of punitive measures and the blame culture are challenges to the detection and reporting of
medical errors. They stated that health care providers are not willing to report and disclose error incidents they encountered while
delivering care. They further add information asymmetry, poor documentations, and document manipulation are also challenges for
medical error detection. Participants who are working primarily on clinical services, on the other hand stated that complexity of
medical care, and ambiguous concept of medical error are challenges of medical error detection and reporting. Even though there a
difference in experiences across participants, lack of functional formal medical reporting mechanism was mentioned by all

participants as a challenge for the detection and reporting of error incidents.
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“... This might be from their fear of punishment. Unfortunately, the blame culture that existed also prevents professionals to report.”
A General Practitioner (KII)

“What we face during investigation of such issues are changing patients’ records usually in the delivery rooms. Most of the time when

)

they supposed it error, they try to change the information. In such case it’s difficult to trace.’
A General Practitioner (KII)

“Patient pass through different departments & professionals. Because the nature of the error is sophisticated, identifying medical

error is very tough with the existing system.”
A General Surgeon
“There are issues that are not accepted as medical errors while they are errors. So, the more challenge reside on the detection.”
P4, A Gynecologist and Obstetrician

“We have established ways to monitor any injuries happening in the service areas both on patients and workers. But due to lack of

human power it was not functional.”

P1, A Nurse (KII)

5.6.2. Suggested improvements
Participants mentioned that empowering health care providers through education, trainings, and sharing experiences from other
countries can change professionals’ awareness about medical error and improve detection and handling practices. Besides,
establishing good communication with patients, creating conducive working and academic environment, and proper investigation of

error incidents will enhance error detection and reporting by health workers and help patient to understand medical error incidents.
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“Orientation for all workers & students that error is human & occurs all over the world , and reporting error will increase chance of

learning & reduce chance of next similar error. Possibly add this to the curriculum and training.”
P1, A nurse (KII)
“From my experience, if there had been a good communication with patients earlier, they will likely understood the incident.”
P10, An Orthopedic Surgeon

“... Otherwise, the harsh academic & working environment will worsen the situation. Administrators should take in consideration of

the condition we are doing to smooth the working activities.”

P7, A Neurosurgery Resident

“The complexity of cases should also be considered since we are working under a resource constraint. Better to consider the setup
while dealing errors because there are obvious resource constraints & workloads. Improving this will improve error reporting

thereby error detection & in the longer help reduce error.”

P2, A General Practitioner (KII)



[Type here]

6. Theoretical framework for the practice of medical error detection and handling

Based on the findings of the study along with the objectives, the following theoretical frame work was developed that help understand

the existing practices of medical error detections and incident handling. Both the system related factors and individual related factors

play their significant role in the practice of error detection and handling. The system related factors such as lack of common

understanding about what constitutes medical error among health care providers, and employment of methods that are incapable to

detect medical errors are related with under detection of medical errors. Lack of medical error specific reporting system in hospitals is

related with under reporting of medical errors. On the other hand, the blame culture together with the individual related factor like fear

of punishment are related with counterproductive effects of incident handling.

Incapable methods
employed to detect
medical errors

Lack of common
understanding of
medical errors

Ul

Under detection of
medical errors

Lack of medical error
specific reporting
system

The blame culture

Under report of medical
errors

1L

Fear of punitive
measures

handling

Counterproductive error

Practice of medical error detection and handling

Figure 1: Theroretical framework for the medical error detection and incident handling




[Type here]

7. Discussion
Patient safety is the main concern of every healthcare system and Medical errors are threats to patient safety. The study was aimed to

assess the practice of medical error detection and handling in selected public hospitals in Addis Ababa. The study found that medical
errors are far from detection and error incidents weren’t reported systematically. On top of complex nature of medical errors, system
related and individual related factors contribute for the under detection of medical errors. Studies shows that medical errors are under
detected both in the developed (24) and underdeveloped countries (23). According to a study done in Ethiopia, only 8% of medical
errors are reported by health institutions (12). This is attributable to the similar factors that contributes to the under detection of
medical errors across countries. Lack of common understanding of medical errors among health care providers, employment of
methods incapable to detect medical errors, and lack of medical error specific error reporting system were found to be system related
factors for poor detection of medical errors while perceived fear of punishment was individual related factor. This is in line with a
study that showed system related factors contribute for the vast majority of under detection of medical errors (2). It’s the systems and

procedures the play the significant role in the detection and handling of medical errors.

Absence of common understanding about medical error among health professionals was found to be contributing factor for poor
detection of medical errors. The difference of understanding also extends to professionals within the same profession. This wide
different perspectives brought an accepted practice in somewhere might be an error elsewhere. On the other hand an error for one,
might not be an error for another in the same set up. This is supported by studies that showed various definitions of medical error and
this variation is the major limitation to the understanding of medical error which in turn made the true rate of medical error difficult to
be appreciated (28). Defining medical error is majorly role of the law process than the medical science, so health care providers within

the country and across the country might have a different understanding of what constitutes medical error.

It was assessed that there are tools and systems employed to detect medical errors but they are not directly related to medical error and
also they are not employed primarily for the purpose of medical error detection. Tools and procedures established to monitor the

regular clinical practices were employed to detect medical errors. Mainly the Patients” document reviews, Supervision, Medical team
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discussions, and Patient monitoring which were found to be incapable to detect medical errors. Without application of tools and
systems that can detect medical errors, it would be difficult to reduce risks of patients harm and prevent medical errors. Studies had
showed unavailability of systems, guidelines, and tools remain major concerns of patient safety in the African region (10). Hospital
where the research was carried out share similar problems associated with the application of systems and tools that help to detect

medical errors.

Patients’ document review are a retrospective analysis of the practice against the set standards and accepted qualities. Using records
on the patient information document is supposed to detect mismatches between the written standards and the actual practices.
Document review can be a good method for detection of errors and learn from mistakes. However, the quality of documentation in the
face poor documentations and document manipulations are more likely to result under detection of errors. Besides, ability of reviewers
to detect medical errors is also an issue. Studies showed that the results of patients’ document review depend on the quality of

documentation and reviewers’ abilities to capture errors (37).

Doing chart audits, the death audits and clinical audits, of a given department by members of the same department also raise a
reliability issue on the reporting of accurate audit results and errors are more likely to be under reported. This is supported by a study
done in Ethiopia that showed health care providers cover-up each other’s errors in order to maintain the relationships and to avoid
conflict with their colleagues (29). Detection of medical errors through supervision, patient observations, and medical team
discussions might be good methods to follow patient care in general but when it comes to medical error, lack of standardized tool, lack
of clinical data, and excuses given for academic purpose potentially hinder medical error detection and reporting. (L)

Though incident reporting system was mentioned as one of the reporting mechanism for medical errors. However, the study revealed
that the system was not functional for incidents of medical error. Besides, there is no alternative formal and functional medical error
reporting system in the hospitals. Lack of error reporting system is a common problem in underdeveloped countries. A study done in

Uganda had revealed no existing formal error reporting system in all hospitals the study were carried out (23). Error incidents were
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reported through informal communications. Lack of formal functional error reporting system can result under detection of medical
errors. According to a study done in Mizan Tepi University, lack of reporting system for medical errors was mentioned as one of the

challenge of error reporting and organizational learning (29).

Error claims made by patient and their families were found to be the commonest methods to report incidents of medical errors. This is
supported by a study done Ethiopia showed that 71.2% medical error suits were filed after Patients and their families made error
claims (12). While having such method as a means to bring complaints was good, given the fact that patients’ lack of awareness, level
of understanding, and the information asymmetry between patients and care providers make error incidents less likely to be claimed as
compared to their magnitudes. This is in line with the Harvard study that showed error claims and actual errors are poorly correlated.
The Harvard medical practice study showed that error was found in 3.7% of records but claim was made in only 0.13% of the records
(22). Under such practices where patients were not sufficiently informed of their clinical conditions and what’s done to their body, it

would be difficult for them to claim for error which they are unaware of.

Once incident of medical error were reported through either of the aforementioned mechanisms, investigation of error incidents found
to be carried out at different levels in the hospitals. Disciplinary measures, academic measures, and reporting incidents to the health
regulatory body for possible legal accountability were actions taken following the decision of ethical committee. However, a study
done in Ethiopia affirms that 90% of error claims were happened at hospitals but only 8% of the claims were made by health
institutions in total (12). According to Regulation No. 299/2013 (6), the Ethiopian Food and Drug Authority (EFDA) and regional
regulatory bodies have the mandate to investigate error claims, regulate health professionals and institutions, and take the necessary
measures. Therefore, handling medical error incidents at hospital level raises issue of justice and impartiality. Reporting incidents to
the respected health regulatory body will also help generate evidences to convey the national burden of medical errors and influence
policy makers to give due attention for the issue. However, the practice of handling errors at hospital levels has a chance of reduce
number of cases that should be reported and seen by the higher level.
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Health care providers found to hide medical errors for fear of punishment, blame, defamation, and premature media coverage. This is
in line with studies done in Ethiopia and Ugandan hospitals that showed health professionals refrain from reporting medical errors for
fear of punishment and litigations (29, 25). Actions that were taken following incidents of error were supposed to be constructive and
reduce future incidents. However, the way medical errors were being handled, from the investigation of incidents to actions, found to
have a counterproductive effect on care providers, on the patient care, and on the detections and reporting of future medical error

incidents.

The study also found that that there were difference with regard to challenges of medical error detection and reporting between the
clinicians and the hospital managers. For clinicians, challenges of medical error detection and reporting were factors that are beyond
their controls. They mentioned complexity of medical error and ambiguous definitions of medical error as major challenges. Health
managers, on the other hand, mentioned that challenges of medical error detection and reporting were emerged from health
professionals’ poor documentation, document manipulation, and hiding of errors. This is supported by study done in Ethiopia that
showed blaming as one of the challenge of error reporting and organizational learning (29). This clearly shows the existing tradition of
pointing of fingers between clinicians and those working in office. Pointing fingers can spoil the organizational sprit, reduce the

opportunity of learning from mistakes, and increase chance of hiding errors.

The study also found that health care providers engaged in defensive medicine for fear of punishment and litigations. This is supported
by studies done in Ethiopia and Italy that revealed 63.2% and 83% of health care providers engaged in at least one defensive practice
(29, 30). The existing error handling practice not only discouraged health care providers from reporting error incidents, but also
brought the trend of defensive medicine in the hospitals practice. Although it’s arguable that some studies stated that defensive
medicine can be positive when additional investigations and procedures are performed without proven necessity, and can be negative
when high risk patients and methods are involved (15). However, practicing defensive medicine in a poorest country like Ethiopia

where resources are scarce can potentially raise medical, legal, and moral issues.
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8. Conclusion and Recommendation

8.1. Conclusion
Medical errors have important implications for patient safety, and their detection is a main target for improvement of clinical practices

and to learn from errors. Patients’ information document review, supervisions, direct observations, and medical team discussions were
regular clinical activity monitoring methods employed to detect medical errors. However, they are incapable to detect medical errors
in accordance with their magnitude. Error claims made by patients and their families were the commonest way of reporting errors.

However, the poor communication made claims less likely to show the magnitude of errors.

Error incidents were handled at different levels in the hospitals. Disciplinary and academic measures were taken following incidents of
medical error. However, the practices of handling discouraged health care providers from reporting subsequent errors and also reduces
number of cases that should be reported to the regulatory body. Fear of penalties and litigations, perceived loss of acceptance, and the

blame culture brought a culture of defensive medicine in the clinical practices, which are unethical and endangers patients’ safety.

Both system and individual related factors contributes to the under detection of medical errors. Lack of common understanding of
medical errors among health care providers, employment of methods incapable to detect medical errors, lack of medical error specific
reporting system, and the blame culture are the major system related contributing factors for poor detection of medical errors.

Though medical error are under detected globally, the capability of detecting medical errors needs grave concern in public hospitals in
Ethiopia. Errors are far from detection due to failure of systems to identify errors and processes that lead to health care providers
making under reports. Therefore, the health care system in public hospitals are not in a position to detect medical errors and they are

missing opportunities to build safer system.
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8.2. Recommendation
The investigator recommend hospitals’ management to regard the issue of medical error detection and handling inseparable with

patient safety and due attention should be given to system related factors and work towards improving hospitals’ patient safety culture.
The culture should also shift away from the blaming mentality in order to improve detection capacity and encourage reporting
incidents. Healthcare providers should establish good communication with patients, and practice ethically and maintain code of ethics.

Incident of error should also be investigated by and reported to the legitimate regulatory body.

Finally, the investigator recommends the national regulatory body for health including the ministry to set a standard clinical
definitions of medical error and harmonize the terminology. Fear of litigations are leading health care providers to engage in defensive
practice. Therefore, introduction of malpractice insurance in the healthcare system can alleviate this problem. Moreover, introduction
of medical error specific tools (like the trigger tools in some countries) and reporting system based on knowledge of scientific
evidence and ethical principles of medicine with the proper use of technology that can monitor the clinical practice and prevent

unintended harm reaching to patients.

8.3. Strength of the study
This study came up with findings which assessed the practice of medical error detection and handling, and explored effects of the

practice. In the era of rising public and media outrage towards medical errors and as being an emerging public health issue, it’s a new

study that dealt with the process of medical error detection and incident handling.

8.4. Limitation of study
The limitations of the study were lack of literature review on the practice of medical error detection and handling. Therefore, the

investigator was obligated to use literatures on medical error in general. The other limitations were unwillingness of some key
informants for interview, and Interviewee bias due to sensitivity of the topic causing participants not to freely express their thoughts.
The investigator, therefore, further revised documents on the practice. Since this is a qualitative study, it was difficult to quantify

depth of medical errors and contribution of each factor for the under detection of medical errors. So, the investigator limited to assess
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the practice of detection and handling. So, further study is recommended to be conducted on the magnitude of medical errors along

with the association of contributing factors.
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10. Annexes

Annex 1: Participant information sheet

Research title: Practice of medical error detection and event handling in selected government hospitals, in Addis Ababa, Ethiopia.
Name of Researcher: Sadiq Muzeyen Mohammed

Outline: Greetings! My name is Sadig Muzeyen, I'm a student of master of public heal that Addis Ababa University. I am here to
interview you for a study |1 am conducting on the practice of medical error detection and event handling in selected public hospitals, in
Addis Ababa, for the partial fulfillment of my master’s degree. You are selected to participate in this study because you have relevant
information related to the study. Before you decide whether to participate or not in this study, | would like to explain to you aim of the

study, benefits, any risks, benefits, procedure and what is expected from you.

Aim of the study: The purpose of this study is to assess the practice of medical error detection and event handling in Black lion,
Yekatit 12, and St. Paul hospitals. The research is supposed to contribute its part for patient safety. I’'m conducting the research
together with Addis Ababa University.

Benefit: There will be no direct benefit you get. However, the information you provide will have great importance to conduct this
research and the results of the study will be disseminated to concerned bodies working on this area and hopefully can be used to help

you, your institution, the community, and the country in general.

Risk: There is no risk or harm for participating in the study apart from your time (Average of 30 minutes) that will be consumed to

answer the questions.
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Procedure: The research will have interviews and reviewing of necessary documents. This interview will take place in private and
take on average 30 minutes. During the interview your responses will be audio recorded and written on notebook as well. Therefore,
certain questions which are thought to be important for the research will be asked. You are kindly required to respond to these

questions.

Confidentiality: Your answers will be kept strictly confidential and your responses will be kept anonymous so no one will know what
you have told me. The data will be used only for the purposes of this study. Your responses to any of the questions will not be shared
with anyone else, and no study reports will ever identify you. If the report of results is published, only information about the entire

group will be presented.

Right of participant: Taking part is voluntary and if you do not want to answer some of the questions, you do not have to. You have
full right right for withdrawal and partial non-participation at any time, without giving any reason. Refusal to answer questions will

have no effect now or in the future on services that you or any member of your family may receive from health facilities.

Contact: If you have any concern or question please contact me with tell phone number +251913583047 or with email address
Siddigl712@gmail.com.
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Annex 2: Consent form

I, the undersigned have been informed about the purpose and use of this study and the information | am going to provide will only be
used for the purpose of this research. | understand that my participation is voluntary and that | am free to withdraw at any time,

without giving any reason. | was also informed that my identity as well as the information | provide will be kept confidential.

Therefore, | agree to participate in the research voluntarily.

Participant’s signature Date

Investigator name Signature

Annex 3: Study tools
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A. In-depth interview guide for health professionals

ID: Profession:
Age: Department:
Sex: Years of experience:

1. Please tell me what you understand about medical error?
2. Do you think all medical errors are detected?
> Probe: Would you please explain me why?
3. Is there any mechanism you know employed in your hospital through which errors can be detected?
> Probe: How do they function?
= Would you please tell me in relation with your work activity? Is it comfortable/ challenging? How
4. For what purpose do you think these detection mechanisms are applied?
5. What do you do if a supposed medical error has occurred in your working area?
» Probe: to whom will you notify first? Can you explain me why?
» Probe: What will you do to the patient to whom an error has occurred?
=  What’s the reason to decide that?
= How do you think the patient will approach it?
6. Can you please tell me any error reporting mechanism you know employed in your hospital?
» Probe: can you tell me how they work?

= How do you take them?



[Type here]

7. Have you ever experience an error happened to you or your colleague?
» Probe: Have you reported or not?
= What makes you decide to report/ not to report?
= What was the feedback you got? How do you take that for next?

= How do you take that for next?
8. Can you please tell me types of measures you know taken in your hospital following a medical error?

> Probe: How do you take them? Encouraging/ discouraging?
» Probe: what measures have you experienced?
= How do you take that?
9. Do you think health professionals avoid patients by referring or will engage in conducting unnecessary investigations to patients
whom they perceive high risk of litigation?
» Probe: Can you explain me in detail?
= Have you ever engage in such activities?
10. What is your opinion for being ethical in times of error incidents?

> Probe: Can you please tell me your reason why?

B. Key-informant interview guide for head administrators

ID: Department/office:

Age: Position:

Sex: Years of experience:
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10.

11.

What does medical error mean to you?
What are the mechanisms employed in you hospital through which errors can be detected?
How do you get informed of error incidents?
> Probe: Does your office have any regular process to monitor that?
= Can you tell me how?
What do you think health professionals will perceive about error detection methods?
> Probe: How it looks their cooperativeness?
= What do you think is the reason behind?
Avre there any efforts you are doing in your hospital to improve error detection?
What are the challenges you think with medical error detection?
What do you suggest to improve error detection?
How do you approach a supposed medical error?
» Probe: Who will reaffirm?
What are the measures you take for incidents of medical error?
» Probe: Do you think it will have an impact in future detections of errors?
= Can you tell me how?
Can you please tell me how professionals try to avoid errors?
> Probe: do they engage in defensive approach?
How do health professionals manage incidents of error?
» Probe: Do they report?
» Do you think they will hide? If so,
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= Do you then have tracing mechanism able to detect errors?
» Why do you think the reason behind their approach?
12. Who will disclose errors to patients in your hospital?
» Probe: How do patients approach that?
» Can you tell me your experience?
» Do you think that had impact on health professionals?
= Can you please tell me more
13. Is there any mechanism employed in your hospital that will encourage professionals to admit their mistakes and take lesson?
» Probe: How do health professionals perceive that?
= Does that brought change?
14. What are the challenges of error reporting in your hospital?
15. What do you think will improve error reporting?
16. How is your hospital’s relation with the respected regulatory body?
» Probe: do you report incidents?
» What are the challenges?
» What can be improved?

C. Document review guide

The document review will start after identifying relevant records and tools through which hospitals detect medical errors and

handle events.
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Review each document for contents
Review each document for the stakeholders assigned for it

Review each document for its timeliness in accordance with the set standard (where applicable)

N

Review each document for how findings shall managed

Annex 4: Information sheet Amharic version

Pavl Gl Pt



[Type here]

PIPCIPCCON:NALAANN A& LN TPl MPaP PN TP AT AT O-O T NI VTP TIDPAG PN AT L PHATOIO Lo
P-+av 4.4 m-(9°: 4.9, Ppav-HP yavyav L

ACPPCaPI (B : AAGP! 09348, Pav-HPTANAAU-NASAANNRLACAEL TNANMSTINFCOTIIS T
AP0 TCAL 4L TNNEANTPRLLNNALAANNN T, MPLaP IV HPAT AT O-APAVNICGAVTHPTIOPAGPNATAL CHAL AL LLAVFAND-PG T PATPM
LPANTVIO-=HUTTTALAPAETaCMPAT N IO EIPNTGEICOTP PHM P10l G A AT D+

LV TG TAPPATEDLIPANTPAFENaPOA TP NPT EANTT PPTIPPIOTTTIEF D-JORL IP T pPa] PO
ANG-CATNACALLTLMNPDTANLAPREAI AV~

PPeEGATT:-  PHUTSTAATINTRCATNAICNET 12 ASAPSORQ-ACOPOT.F T LAD-TRUNICTOUTTPTIOPAGONNTTAL CHAIC L ATPIIOITO) D~
TCEAFTLLU TN TANTFPE AL LCINTNACL MNP A= TTETNALAANNR LOACALICOCA POV 10:

PPIIPPIOT: 099 LT T AP PG TPICAL T IO
TCTYRI° FPCOTav LB LU TITSTHATTN L L TAPMPIL LT LPART TSRO M FIHVH 6 PATLNGANAT LA LBAASTIPACOAL T FLIFU-7

VNEHANTASAAMPALAISEINPCATTPIPALA DAL TAAN::
a0t:- OPGEALATPATELHETU- (MATINT 30 L&) ATLLPTaPANNTLOAD-6R IO II°AL 1 HAL D RIOT8HRAT ::

1Lt PeEPAPMLPATANLALNIETIAPIIPIIOLG L PA: LU PATPMLPNTLATCLLNB L AP INATTNEL 30 LbPLMAGA:
NFPAPMLEOPTFIATTFPNLICZL LPLINASTNTINFDALANTCALICL 942 AAHVAICCIPCANLA LS F O FNADPTLF AN AL LT ERPT oML P
ARTHYTERPTIPANA TS TATNANNCTEMOPNY A

PPAML R A TFPANTOAPNPTLATEPL VS AATIPATTUNAD-CLMNPANALULTICN T 79T 9P A L D-pgP©::
a8 DALY TG TAATIPTFNFPPIPAL DAL ATVTEF D9 LRPTFAM-TIPATTANLANDA L, I5I° AT PTG DI TG4 7 CPTACONP TALARIP::
oM Te 7 CHng oo, AMAMPALN-LCrav L E-NFLPCAA.



[Type here]

paoet v A +ENL P LI IO-RTATA 1L T EEP T TP ANNALA NPT L:LARNNYIP:
g NTLTALNTONTTIT D-FOLILIPD-NERT LA L ATPA G0 (a0 (1A AP T
AT ERPTFANANPAMT AU TV 10 LLTRCAP DRI TS DO NANNPAOVANMS RTINS TETF DT FARINVCATALIVIIOFRIRT AT LD-9Px

T VED-9ORR IO IT ORI T PR TANNP INAANETC +251913583047 0L9°0A.“bAAL A Siddigl712@gmail.com £z



[Type here]

Annex 5: Consent form Ambharic version
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Annex 6: Study tools Amharic version
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Annex 7: Codebook

List of codes

Description

Age Age of participant

Sex The gender identification of participants. It includes either of Male (M) or Female (F) but not both or none.
Profession The academic field that participants are entitled for while working on the hospital.

Department The service area in the hospital where participants are working.

Experience The time spent working on the profession in years.

Negligence In reference to a description of medical error as a harm primarily attributed to the health professional’s

behavior. It includes harms that a prudent professional could avoid it. It can also include like carelessness,
negligent. It excludes harms that occur as a result of lack of knowledge or skills. E.g. “medical error for me is

harm to a patient due to professionals’ carelessness.”

Substandard care

In reference to a description of medical error as harms that occur as a result of delivering care below the
standard set for the particular set up. It includes harms for lack of knowledge or skills by professionals for

which they are entitled for. It excludes other than this. E.g. “medical error occurs due to lack of knowledge or
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skill by professionals.”

Harm knowingly or

unknowingly

In reference to a description of medical error as any kind of harm to a patient by health professionals. It
includes a description of medical error as harm to a patient knowingly or unknowingly. E.g. “medical error is

harm to a patient that can occur knowingly or unknowingly by health professionals while delivering care.”

Violation of oath

In reference to description of medical error as a breach of oaths that health professionals made. It includes
breach of oath that may or not result in harm to a patient. E.g. “medical error is when we breach the

Hippocrates oath which we made before starting a job.”

Chart review

In reference to activities done using patient record as a reference as to review the care delivered. It explained
as in phrases like chart audit, death audit, clinical audit. E.g. “We made clinical audit on charts when a patient

discharged.”

Patient monitoring

In reference to platforms in the hospital through which patients and attendants can give their complaints,
opinions, ideas regarding the care they are receiving. E.g. “we made patient interview to listen their
complaints.” It also includes discussions with administrators and community members about the hospital

service. It excludes other discussions.

Supervisions

It activities carried out to supervise hospital services through direct observation. It excludes platforms through

which patients or their families put their say. E.g. “Hospital managers made supervisions regularly.”

Medical team

discussions

In reference to an activity made by health professionals of different level in which practitioners explain how

they are managing patients to their seniors. E.g. “In a morning session, selected cases will be discussed.”
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Difficult to detect

In reference to a perception that detecting medical error is difficult. It includes perceptions from any reasons
that make the detection process difficult. It excludes perceptions that even though it’s difficult to detect
medical errors but possible. E.g. “Identifying medical error is very tough because the nature of medical error

is sophisticated.”

Not impossible

In a reference to a perception that it is possible to detect medical errors. Could also refers perceptions that the
detecting process might be challenging but possible if some procedures are followed or fulfilled. E.g. “yes

there are different mechanisms to detect incidents of medical errors.”

Quality care

In reference to perceived reason of error detection mechanisms as for delivering a better care service. It

excludes any other perceived reason. E.g. “This mechanism are applied to deliver a better care service.”

Learning experience

In reference to perceived reason of error detection mechanisms as to learn from mistakes. It includes
perceived reason as for academic purpose. It can also include perceived reason of taking corrective measures.

It excludes any other perceived reasons. E.g. “This methods help us to learn from mistakes.”

Meet the standard

In reference to perceived reason for the application of error detection mechanisms as to keep the service

according to the standard set. It excludes any other perceived reasons.

For punishment

In reference to perceived reason for the application of error detection mechanisms as for taking measure on
the responsible person. It includes perceived reason as for taking any kind of measure on the individuals. It
excludes any perceived reasons that are not applied on professionals.

Control professionals

In reference to perceived reason for the application of error detection mechanisms as for monitoring the

activities of professionals. It includes monitoring professionals in the absence of error committed. It excludes
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the perceived reason as to take any kind of measure or punishment when something wrong happen.

Incident reporting

In reference to formal methods employed to report incidents of injury of any kind. It includes any formal
method that can apply to report incidents of harm happen to a patient or a health worker. It excludes
complaint made by patients when they perceive error happened to them.

Inform immediate | In reference to informing the manager, of a particular service area where incident of error happen, about the

manager incident of error by the professionals whom assumed to be involved in the incident.

Error claims In reference to complaints, to any office or any level of manager, made by patients who perceived error had
happen to them. It includes complaints made by families of a patient. It excludes complaint or reports done by
people other than patients, or their families and attendants.

Informal In reference to means of getting reports of error incident through informal communications. It includes reports

communication

made by other health professionals who are not involved in the error incident. It excludes reports made by

professionals involved in the incident and reports made through formal procedures.

Reporting system

It depends In reference to personal judgment as a condition to disclose or not disclose error incidents. It includes a
description of being conditional to be an ethical. It excludes putting severity or prior communications as a
condition to disclose. It also excludes disclosing for no reason.

Being ethical | In reference to putting no condition to disclose incidents of error. It excludes any conditions put as a reason to

regardless disclose or not to disclose. It includes disclosing error incidents to the patient or their families by the

professionals whom assumed to be involved in the incident. It also includes description of being ethical
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regardless of what may happen.

Severity matters

In reference to putting the degree of severity as a condition to disclose or not disclose error incidents to the

patient.

Communication

matters

In reference to putting degree of established communication as a condition to disclose or not disclose

incidents of error.

Disciplinary measure

Any kind of measures made at the hospital that applied on the professionals who engaged in the error
incident. It includes activities done at the hospital levels to handle incidents of error. It excludes any kind of

academic measures.

Regulatory measure/

Legal

In reference to actions taken by the health regulatory body at regional or Federal level to regulate
professionals’ practice. It includes actions of law enforcement. It excludes punishments made by hospital

administration to prevent from practicing in that specific hospital.

Academic measures

Any kind of measures made by hospitals that affects students’ academic activities. It includes suspension

from practicing in that particular hospital.

Blaming

In reference to any kind of perceived personal threat for engaging in the incident of error. It includes
blasphemy, dishonor by patients or anyone else. It excludes the need to avoid receiving care from this

professionals by patients.

Loss of trust

In reference to perceived patients’ lack of interest to receive a care from professionals whom supposed

committed medical error.
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Discouraged

In reference a feeling of not willing to report or disclose errors because of perceived experience from previous
incidents they involved. It includes a feeling of not willing to report or disclose because of measures taken on

other professionals in the previous incidents. It excludes perceived fear of any measure that may be taken.

Defensive medicine

In reference to engaging in unnecessary referral of patients or requesting extra investigations for perceived

fear of suit. It includes participants’ engagement or participants’ affirmation of such activities in the hospitals.

Appropriate measure

In reference to accepting measures taken by the respected bodies following incident of medical error. it also

includes a description of measures taken following error incidents as an appropriate or right measures.

Fear of punitive

measures

In reference to not reporting or not disclosing error incidents for a perceived fear of measures that may be
taken. It includes not reporting or not disclosing error incidents for perceived fear of punishment of any kind

that may follow.

Complexity of the

In reference to the nature of medical care as an obstacle to the detection and handling of error incidents. It

issue includes any attributes of health care that pose challenge for the detection and handling of error incidents. It
excludes obstacles from manipulations made on the patient information document.
Document In reference to changing the right information in the patient information document that puts error detection

manipulation/
information

asymmetry

difficult. It includes documenting wrong information. It excludes not documenting the right information.

Ambiguous

terminology

In reference to ambiguous conception related with the term “medical error” as an obstacle to have common

understanding. It includes suggestions to put a clear terminology for medical error.
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Lack of reporting

system

In reference to the description of lack of formal reporting mechanism as an obstacle for the detection of error
incidents. It includes nonfunctional reporting systems for medical error incidents as an obstacle for the
detection of error incidents. It also includes description of absence of formal reporting mechanism.

Poor documentation

In reference to lack of necessary information in the patient information document. It excludes documenting

wrong information or changing the right information.

Not reporting

In reference to a practice that imply health professionals are not reporting or not disclosing error incidents. It
includes not reporting error incidents when professionals are not even aware of. It excludes not disclosing or
not reporting for fear of measures. E.g. “The system couldn’t get any response from reporting plat form

because professionals may not aware of doing error or even knowing the error no one will report.”

Empower

professionals

To refer activities made to increase knowledge and skills, and awareness of health professionals about

medical error. It includes educations, trainings.

Create conducive

environment

In reference to activities or efforts that make better work and educational environment that help to detect and
report errors. It includes activities to avoid harsh working environments. It excludes activities to increase

knowledge of skills of health professionals.

Error investigation

To refer activities to be followed while investigating error incidents. It includes activities to be followed once
the supposed error was detected or reported. It also refers to a description of participants involved in the

investigation of incidents. It excludes activities to be followed once error was declared.

Establish

communication

In reference to the description having good communication will help patients understand and accept incident

of error. It includes suggestions regard to establishing communication between with patients.
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