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Limited by time constraints..



Simple definition
• Medical errors can be defined as the failure 

of a planned action to be completed as 
intended or the use of a wrong plan to 
achieve an aim.



Consequences (in simple terms)
Patients who experience a long 
hospital stay or disability as a 

result of errors pay with 
physical and psychological 

discomfort

Health professionals pay with 
loss of morale and frustration at 

not being able to provide the 
best possible care. 

Society bears the cost of errors 
loss of worker productivity, 
reduced school attendance, 
lower levels of population 

health status. 
To Err is Human: Building a safer health system, 2000



Let us begin with a narrative that 
stirred public and professional 

opinion in Lebanon
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Catching words…
• The views of the patient’s family and 

perceptions of the events, their 
understanding of what happened, of how, if 
at all, the medical situation was taken care of 
is important.

• “I want them to tell me the truth regarding 
how she died”

• “I want them to admit negligence. This is all 
I want”.

These concerns cannot, and 
indeed should not, be ignored. 
Patients feel physicians “owe” 

them answers. This is why they 
are angry when they are faced 

with silence .



640 respondents
The physician traits most desired by the public were found to 
be: moral traits (41%), interpersonal traits (36%), scientific 
traits (19%) and other (4%). 

Patients trust their doctor’s 
scientific skills but have doubts 

about the interpersonal and 
moral skills of their physicians…



• ‘Doctors in general are ok, but you find some that want to make money only.’

• ‘Curing patients is second on the list. First comes making money.’

• ‘Doctors these days are robots, they have no heart!’

• ‘They reduce medicine to a cold lifeless prescription.’ 

• ‘The medical sector has no ethics at all.’

• ‘Doctors are pretentious and full of themselves. They have no consideration 
for our feelings!’

• ‘I do not trust doctors in Lebanon and, in my opinion; doctors are inhumane 
merchants.’

Sample remarks made by patients



An important note (on the side)
Character matters

• The good physician is someone who, in addition to being 
skilled, also possesses certain character traits. 

• Admission criteria should include assessment for character 
traits, not only GPAs and scientific scores.

• Character can be molded, it cannot be taught.



Dr. Swango, 2000
• Graduated as a valedictorian from 

high school
• Went to Southern Illinois Medical 

School and graduated summa cum 
laude and won the American 
Chemical Society Award.

• Yet, he was nearly expelled for 
faking checkups during his obstetrics 
and gynecology rotation. 

• He was later dubbed Dr. Death for 
killing many patients by poisoning 
them.

• He was tried and was sentenced to 
life imprisonment without the 
possibility of parole. 



Hippocratic Oath

• Primum Non 
Nocere



How do mistakes happen?

Today, I feel like making 
a medical mistake!

• No physician wakes up in the morning with 
the following thought:



ABC report
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Mistakes do occur

• Reporting is important

• Tracking is important

• Action is important 
reduces the rate of errors

– Dr. Sharaf Abou Sharaf
has an interesting story



Not all mistakes are a result of 
negligence.. Mistakes may occur because 

of..



an incomplete knowledge base

an error in perception or judgment

a lapse in attention

making decisions on the basis of inaccurate or incomplete data 

pressures to see patients in short periods of time

lack of sleep

distractions

medicine is complex and uncertain

system failure- most errors result form the system- inadequate training, 

ampoules that look the same, long hours, lack of checks, etc.



The Joint Commission, 2007



The Joint Commission, 2007



The Joint Commission, 2007



Reason, James (1990-10-26). Human Error. Cambridge University Press

System Failure- Reason’s Swiss 
Cheese Model

• Every step in a process has the potential for 
failure, to varying degrees. The ideal system is 
analogous to a stack of slices of Swiss cheese. 
Consider the holes to be opportunities for a 
process to fail, and each of the slices as 
“defensive layers” in the process. An error may 
allow a problem to pass through a hole in one 
layer, but in the next layer the holes are in 
different places, and the problem should be 
caught. Each layer is a defense against potential 
error impacting the outcome.



• For a catastrophic error to occur, the holes need 
to align for each step in the process allowing all 
defenses to be defeated and resulting in an 
error. If the layers are set up with all the holes 
lined up, this is an inherently flawed system 
that will allow a problem at the beginning to 
progress all the way through to adversely affect 
the outcome. Each slice of cheese is an 
opportunity to stop an error. The more defenses 
you put up, the better. 



http://www.philblock.info/hitkb/h/HIT_and_error_detection_and_reporting.html



James Reason’s main point

• Fallibility is part of the human 
condition

• We can’t change the human 
condition

• We can change the conditions 
under which people work



To err is human- IOM Report Strategies for Improvement

1. Create a Center for Patient Safety that would 
set national safety goals and track progress.

2. Develop a nation wide public mandatory 
reporting system and encourage healthcare 
organizations and practitioners to develop and 
participate in voluntary reporting (enact laws 
to protect their confidentiality). 

3. Setting and enforcing explicit performance 
standards for patient safety though regulatory 
and related mechanisms (licensing 
certification, accreditation, etc). 

4. Implementing safety systems in health care 
organizations to ensure safe practices at the 
delivery level.



• In general, even trivial medical 
errors should be disclosed to 
patients. Any decision to withhold 
information about mistakes requires 
ethical justification. If a physician 
believes there is justification for 
withholding information about 
medical error from a patient, his 
judgment should be reviewed by 
another physician and possibly by 
an institutional ethics committee. 
The physician should be prepared to 
publicly defend a decision to 
withhold from the patient 
information about a mistake.

http://depts.washington.edu



The study was done at the 
University of Michigan Health 
System, compares 6 year periods 
before and after the program's 
launch: between July 1, 1995 to 
July 1, 2001 and between July 1, 
2001 to September 1, 2007.
Dramatic decline in legal action 
taken on the part of patients 
and their families. "The 
monthly rate of new claims 
decreased from 7.03 per 
100,000 patient encounters 
before initial program 
implementation to 4.52 after,".
They decrease was statistically 
significant for claims resulting in 
lawsuits, 232 of which were filed 
per year before the program and 
106 of which were filed after.





Let us go  back to the story of Rita Jebrail and 
the reaction of her husband.



Disclosure and the PPR

• The PPR Is based on TRUST

• Physicians who worry about 
liability often overlook this 
aspect of the PPR.

•  patient is hurt by the one 
he/she trusted the most.

•  damage to the profession 
(lack of trust in physicians 
and the profession)



• The evidence is accumulating 
in more and more places that 
full disclosure with apology 
and restitution dramatically 
reduces BOTH the number of 
suits and the total payout in 
malpractice claims.

• -Lucien Leape, Harvard School of Public 
Health  HIS MESSAGE TO US IN THIS 
CONFERENCE





Some Barriers to Disclosure

• Apologizing  is hard to do!

•The more serious the injury the more 

difficult it is to apologize

•Worry about how the patient might 

react

• Lack of skills

•Denial, shame and fear



Is Lebanon Ready?



What about the Lebanese Culture?











With the Patient’s Rights and 
Informed Consent Article..

The public is not a passive observer
But the public must be EDUCATED
Physicians and the LOP play and 
important role in this education which is a 
moral and national duty. 
Education will lead to understanding. 
Understanding will lead to lesser lawsuits 
and greater trust. They become partners in 
care.



60% YES
40% No



Closing remarks
1. The Joint Commission on Accreditation of Healthcare 

Organizations and the American Medical Association 
request that patients be informed when complications 
occur. 

2. Patients need to be educated. They need to understand 
and to be appeased. Physicians need to listen to them to 
understand their cultural backgrounds, level of 
education, fears and worries… in order to address them.

3. Checks and balances need to be installed
4. Communication is vital in minimizing errors. 
5. The Media needs to be more informed
6. “Full disclosure is the right thing to do. It is not an 

option. It is an “ethical imperative” (Leape). 



Thank you
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