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Dear Editor:
Medical error is the third leading cause of death in the United

States of America and almost 100000 patients lose their life

due to medical errors every year (1).

Studies show that the number of medical errors is increas-

ing annually. Various factors such as weak communication

between medical staff and patients, the activity of the press

and other mass media, insurance companies, lawyers and le-

gal advisers, reposition of the doctors, economic problems of

the health care team, and etc. have an important role in this

increasing trend (2-5).

Medical errors are generally considered from two perspec-

tives, which include individual approach (traditional) and

systemic approach (holistic).

In individual approach the initial encounter with an error is

finding the guilty person and blaming him/her. In this ap-

proach, each individual is responsible for their actions, indi-

vidually. This approach has a long background in the world

of medicine and aims to improve performance with actions

like compulsory education, warning, legislation, and punish-

ment. The problem of this approach is that the system is ig-

nored, so it does not reduce medical errors, because the er-

ror is influenced by several factors; therefore, blame or even

abandoning those who are guilty does not change anything.

The systemic approach is an unavoidable phenomenon that

can be used to enhance the performance of the system. Ac-

tually systemic approach is to change the system, so that the

probability of error is reduced. When an undesirable event

occurs is not important to find out who has made a mistake,

but we must examine what has caused the failure of defense

mechanisms against errors. System sets of elements (human
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and inhuman) are independent and interact with each other

to achieve a common objective. Man acts as a part of the sys-

tem and the last of the cycle and the final performer of the

system. For this reason, root causes of medical errors should

be managed.

Overcrowding, shortage of personnel and equipment, and

admission of patients with life-threatening diseases has

made the emergency departments prone to higher incidence

of medical errors.

Poursina Hospital is an educational Hospital in Rasht, Guilan

province, North Iran, with about 30000 to 35000 admissions

per year. Performing a cross sectional study, we analyzed the

registered cases of medical errors in the hospital during one

year. 396 (1.24%) cases of medical errors were reported and

emergency department with 134 (33.7%) cases had the high-

est incidence of medical errors among hospital wards. Di-

agnostic errors with 173 (43.5%) cases and medication errors

with 100 (25.1%) were among the most common reported er-

rors. Most of the people were not informed regarding their

error and there was the possibility that they repeat the same

errors.

It seems that experienced personnel should be used to re-

duce the occurrence of medical errors in the crowded wards,

which have to support patients with life-threatening dis-

eases. People should be aware that the error registry system

has been launched to identify and resolve system errors and

it doesn’t aim to identify the offender.
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