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In my OpInIOn

Something on your mind?   Want to Share your thoughtS With your colleagueS?   
PleaSe Send thoSe thoughtS for Publication in the north coaSt PhySician or 
if you’re inSecure about your ability to Write - let uS helP you.  

The Medical Error Problem
Stephen Kamelgarn, M.D. 

On May 3, 2016, the BMJ reported that 
medical errors are now the third leading 
cause of death in US, just behind heart dis-
ease and cancer. This is not a new finding, 
although the news media treated it like it 
was earthshaking news.
 Ever since 1999, when the Institute of 
Medicine released “To Err is Human,” and 
they found that there was a huge number of 
medical errors in the hospital, patient safety 
has been on the front burner of discussions 
about American healthcare. The Institute of 
Medicine and conventional wisdom have 
proclaimed that the problems in hospital 
care were “systemic” in nature: “More 
commonly errors are caused by faulty sys-
tems, processes, and conditions that lead 
people to make mistakes or fail to prevent 
them.” 
 And they have a point, up to a point. 
We all know that the weak link in any 
collective endeavor is human error. So 
we must design our systems to be robust 
enough to accommodate human error. In 
a strange way, we must reduce the human 
input as much as possible to eliminate error, 
and rely on automatic “systems” that can 
detect human error and eliminate it to run 
smoothly. When we can’t do this, such as 
in an institution as human dependent as a 
hospital, then our error checking systems 
must be particularly robust. Every time we 
add an extra person into the equation, the 
possibility for error increases exponentially 
and our systems must be more complete and 
“cybernetic” to correct error. 
 Most hospital care is provided by 
teams of professionals: nurses, anesthe-

tists, physical and respiratory therapists, 
radiologists, all relying on each other. This 
systemic approach has given birth to an 
array of initiatives to reduce patient harm, 
virtually all of them aimed at hospitals or 
teams working inside them. They include 
using safety checklists for basic procedures, 
hand-washing campaigns and urging medi-
cal team members to speak up when they see 
problems. However, even with all these new 
measures, hospital complications remain 
stubbornly constant; more than 200,000 
unnecessary hospital deaths per year.
 In fact, it is estimated that hospital er-
rors now account for ~400,000 unnecessary 
deaths per year, the nation’s third leading 
cause of death.,, These numbers are inex-
act and estimates range from 210,000 to 
440,000 excess deaths per year, but every-
one agrees that these numbers are way too 
high. These deaths account for one-third to 
one-half of the ~800,000 hospital deaths in 
the US in 2010. (Of note there was a total 
of 2.5 million deaths in the US in 2010.) 
Most of the problems are from medication 
errors, but also misdiagnosis, under and over 
treatment, and surgical mishaps play a huge 
role in medical errors. Medical errors are 
also associated with extremes of age, new 
procedures, urgency of care, and the sever-
ity of the medical condition being treated. 
These numbers also include the 75,000 
deaths from the 722,000 hospital acquired 
infections that occur annually. It appears, 
that with all of our tinkering, we haven’t 
been able to override human error.
 I personally feel that increasing “medi-
cal fragmentation,” adding more and more 

physicians to an in-
dividual’s care, is an 
under-appreciated 
cause of medical er-
rors today. Our “systems” just can’t cope 
with the addition of more and more people 
into a patient’s care. Here’s an example:
 Recently, my brother-in-law was 
hospitalized at a major university medical 
center, and spent six days in the ICU with 
both cardiac and neurological problems. 
He was seen by several different medical 
teams, and had a wide range of studies 
and interventions. However, no one was in 
overall charge of his case, and during the 
entire six days in the ICU he was given no 
food or water! He didn’t even have an IV 
in place! No one had bothered to write a 
diet or fluid order. “It was some other guy’s 
responsibility.”  While he was being treated 
with all sorts of high-tech interventions, he 
could have died of dehydration or starvation. 
We treat prisoners in Guantanamo better 
than he was treated; at least they’re given 
food and water. Part of the tragedy of this 
situation is that there were no safeguards on 
that unit to insure that someone write diet or 
fluid orders. This should have been part of 
the admitting protocol–a systems response 
to human error.
 The available number of medications, 
diagnostic tests, imaging technologies, 
and other interventions have increased 
astronomically since I was in training. 
While this enables us to “do more” for 
the patient, it also increases the number of 
people involved in the patient’s care. With 
the addition of each new team member, 
the patient’s complexity of care increases 
exponentially, as well as the possibility of 
“medical mishap.” 

“errors”, Continued on Pg. 18
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“errors”, Continued from Pg. 3

 Our jobs have now been parsed among 
a variety of specialists. Jerald Winakur, MD, 
in a not too exaggerated scenario opined:  
“Many new career opportunities have 
opened up as the role of the old primary 
care attending physician has been crushed 
and splintered in this postmodern medical 
age. The shards sparkle with possibility: 
hospitalists care for sick inpatients and 
are charged with rapid throughput by their 
administrative overlords; nocturnists do 
this job as well — but at night; intensivists 
take over when work in a critical care unit 
is required; transitionalists step in when the 
patient is ready to be moved on to rehabilita-
tion (physiatrists) or into a skilled nursing 
facility (SNFists). Almost at the end of the 
line are the post-acutists in their long-term 
care facilities and the palliativists — tasked 
with keeping the patient home and comfort-
able — while ending the costly cycle of 
transfers back and forth to the hospital.”
 Once upon a time, not so very long 
ago, I did all these tasks myself, and prac-
ticed across all these varied settings. I was 
there whenever and wherever my patients 
needed me. But those days are long gone, 
for better or worse, never to return. Unfor-
tunately, as the number of people involved 
in patient care increases, the likelihood of 
medical error increases proportionately. 
Especially, the more we transfer patients 
between doctors, the more the possibility 
of medical error arises.
 I don’t see this fragmentation into 
assembly line medicine changing anytime 
soon, but it is imperative that we find a 
more efficacious way of transferring patient 
care from one physician to another. As our 
systems become more mechanized and 
computerized we tend to relax our vigilance, 
feeling that the “machine will take care of 
it.” But the “machine” doesn’t take care of 
it well. More often than not, data gets put 
into the EMR, never to see the light of day 
again. One physician may write a note, but 

no other physician will read the note or the 
study. However, when one physician calls 
another and engages in conversation about 
a patient, those all-important details and 
ideas aren’t forgotten. We still need to talk 
to one another–that’s the one thing that our 
checklists don’t seem to address.
 Ironically, it seems that if we decrease 
our dependence on computer systems and 
actually talk to one another, we may de-
crease the error rate. 
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cMa PublisHes guide on new 
Provider directory accuracy law

On July 1, 2016, a new law took effect that 
requires plans to ensure that their physician 
directories are accurate and up-to-date. The 
law (SB 137) includes multiple components 
aimed at providing patients with more ac-
curate and complete information to identify 
which providers are in their payors' net-
works. The California Medical Association 
(CMA) has published a new guide to help 
physicians understand the new law, and 
what they need to do to avoid penalties.

The guide, "What Physicians Need to Know 
to Avoid Penalties Under the New Provider 
Directory Accuracy Law," is free to mem-
bers in CMA's online resource library.

http://www.rxsafehumboldt.org/
RxSafe Humboldt
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stReNGtH IN NUMBeRs
  YoUR Help IN RecRUItING YoUR colleaGUes aNd 
stReNGtHeNING tHe “voIce” of YoUR pRofessIoN aNd YoUR 
patIeNts Is IMpoRtaNt.   YoUR MeMBeRsHIp coMMIttee Needs 
YoUR Help.
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Local recreation; Links to Loan repayment 

Programs; norcal medical Partners facebook, 
and more....
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PRACTICE OPPORTUNITIES

MISCELLANEOUS

MEDICAL STUDENT HOUSINg available for all rotating 
students. Affordable. Furnished. Eureka. Call or text Dr. Mc-
Caffrey at  (707) 599-7832

FIREWOOD for Sale.   Contact Lee:  (707) 499-2805

EXAM TABLE.   Ritter 104 with stirrups and a light. Very 
good condition. Mauve top. Asking $200.00. Contact Kate, 
443-3557 OR  northcoastwomenshealth@yahoo.com  

OFFICE EQUIPMENT AND SUPPLIES FOR SALE.  Con-
tact Karen Davis to inquire - karendaviskcd@gmail.com 

EQUIPMENT FOR SALE

pRactIce oppoRtUNItIes posted foR:
 PriMary Care: 
  FaMily MeDiCine; internal MeDiCine; PeDiatriCs;
 ent
 GastroenteroloGy

 HeMatoloGy/onColoGy

 HosPitalists

 nePHroloGy

 neuroloGy

 oB-Gyn
 oPHtHalMoloGy

 ortHoPaeDiCs

 Palliative Care

 PlastiC & reConstruCtive surGery

 PsyCHiatry

OFFICE BUILDINg FOR SALE - CRESCENT CITY. 1485 
Parkway Drive, Crescent City.  Contact:  Karen Davis - karen-
davisKCD@gmail.com.

OFFICE SPACE

ARCATA PROFESSIONAL OFFICE SUITE FOR LEASE. 
Newer office space, ADA compliant, parking.   Located in Valley 
East Centre office park.  2035 sq.ft. available.  Lease required.   
Contact Mark @ 707-616-4416.

Did You Know....
 The Medical Society offers 

NOTARY PUBLIC services 
for our members at no 
charge.


