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Errors in Nursing

The nursing profession must debate
issues surrcunding the causes of med-
ical error and accountability. There-
fore, the insights provided by the au-
thors of individual, practice, and
system causes of errors in nursing'
are welcome. Unfortunartely, 1 believe
they have perpetuated a myth that
forestails real progress: the notion
that elimination of error requires indi-
vidual flawlessness and practice per-
fection. While I applaud their artempt
to quantify errors, their taxonomy
measurement method will only main-
tain the punitive status quo culture of
biame, shame, and train—a culture
that continually places the safety of
patients in jeopardy.

Researchers who study the rela-
tionships berween human factors and
human error acknowledge that the
last failure in a system is vsaally that
of 2 human mistake occurring in the
automatic or problem-soiving mode.
They accept that all humans fre-
quently err. But what experts in the
safety movement also realize is that
errors are caused not by individual
flaws or practice failures. Rather, er-
rors result from multi-factorial sys
tem-based failures that reside in
healthcare organizations that fail to
incorporate adequate safety system
Imeasures,

Latent faitures in flawed systems
frequently predestine norses to com-
mit errors that are often bevond their
individual control. This was clearly
demonstrated in the well-publicized
Denver case where a nurse adminis-
tered a tenfold overdose of penicillin
G benzathine intravenously, resuiting
in the death of a newborn infant. One
nurse, who was indicted on criminal
neglipent homicide, was found not
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guilty after a system analysis pre-
sented to the jury revealed over fifty
latent failures inn the organizarion that
caused this tragic error. Had any one
of these failures in the system not
been present this error would not
have occurred.*

System flaws are not just inher-
ent in healtheare organizations but
also reside in the educational process
where nursing schools have not
adopted a nonpunitive collaborate ap-
proach to patient safety. These flaws
are also prevalent in regulatory over-
sight agencies and boards of nursing
where patient safety continuesto be a
reactive force rather than proactive
function.

It is easy and namral to blame in-
dividual nurses when errors occur
and resort to traditional error reduc-
tion efforts such as disciplinary action
ta improve performance. But reliance
on correcting human performance
has been an unprofitable path in
healthcare. The result of disciplining
nurses can even be dangerous 1o pa-
tients becanse it creates an incentive
for practitioners to conceal their er-
rors for fear of losing their job or Li-
cense. Worse, it focuses agtention on
the Jeast manageable component of
an error, the individual, rather than
the most manageable component, the
system.

Patient safety is best served
when we recognize the inevitability

. of human error and begin to address

system-based failures, which if reme-
died, ¢an prevent the error from
reaching the patient. We afl must rec-
ognize that it is often the most caring
and competent nurse who is invotved
in serious errors. Nursing leaders
must come to accept the prevailing

thinking—nurses are human and any-
one of us has and will make errors.
The acceptance of this notion is para-
mount if we are ever going to en-
hance safety by removing the jeop-

ardy that

our patients are now

experiencing.
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