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ABSTRACT

Background: Medical Errors (ME) are the preventable adverse effects of medical care, resulting in numerous deaths 
annually worldwide. In Pakistan situation is more complex, due to overly populated hospitals, fewer underpaid 
overworked doctors and paramedics, no policy to deal with the subject, and seldom any checks and balances. This 
study is an effort to sensitize and equip our surgical trainees and paramedical staff to recognize and deal with medical 
errors which along with the help of institutional management, will bring a positive change in the clinical setting to 
decrease the incidence of errors while ensuring patients safety. 

Methodology: A structured Pre-workshop questionnaire was given to the participants to fill out; it was followed by 
a PowerPoint presentation along with a discussion. A 12 mins long teaching video from the Center of Bioethics 
and Culture (CBEC) archive was shown, which was followed by an interactive discussion. Participants were asked 
to evaluate the Workshop on a structured Performa. A Post-workshop survey was done after 04 weeks to assess the 
impact of the activity in the clinical settings of the participants. Data were analyzed by qualitative and quantitative 
methods. For the quantitative part, emerging themes were analyzed using NVivo software. 

Results: There were 21 participants from the National Institute of Child Health, Karachi (13 paramedics/08 doctors) 
while 16 were from Fazaya Ruth Pfau Medical College, Karachi (02 paramedics, 14 doctors). The preliminary coding 
after the clustering of verbatims was developed. A total of 03 main themes emerged, based on participantsâ€™ 
knowledge, causes/contributing factors, and ethical implications of medical errors. 

1-In the theme of knowledge, the sub-themes that emerged were, “wrong medication and wrong diagnosis”. 

2-In the theme of causes and contributing factors, participants used the verbatims of "commonest error is Senior 
doctor's behavior and is their responsibility " behavior and responsibility, lack of knowledge and shortage of staff”. 

3-In ethical implication, “burnout due to stress” was the commonest sub-theme.

After 04 weeks, participants were asked about steps taken to reduce the error events. The responses were grouped 
under the “need for administration’s cooperation, SOPs following, and documentation” codes. 

Recommendations: Training, sensitization and realization of the problems related to medical error are the need of 
the hour. 

The change at the institutional level is the key to curbing the problem.
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INTRODUCTION

Medical errors (ME) are the preventable adverse effect of health 
care. These everyday occurring hazards are directly related to patient 
safety, which may result in inadvertent and irreversible injury to the 
health of patients, prolonged hospitalization, increase in the cost 
of treatment, and even death worldwide [1]. It is most likely to 

occur in highly sensitive areas of the hospitals like ICUs, operation 
theaters, and emergency rooms [2].

Approximately the health of 07 million people is getting injurious 
annually in the United States because of only "medication errors" 
which cost 3.5 billion per year per annum worldwide [3]. The 
commonly reported errors are medication errors, miss or missed 
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diagnosis, overzealous investigations and treatment, surgical 
mishaps, equipment/technology failures, pressure sores, falls, and 
burns [1, 2].

In Pakistan, the only available study about countrywide statistics 
shows that medical errors are the 8th leading cause of death [4]. 
Not to our surprise, many go unnoticed and unreported; the actual 
figure may be very high.

As most of the time, medical error is a preventable phenomenon. 
The factors responsible for it need to be analyzed. The most apparent 
and reported reasons are lack of training and awareness among our 
paramedics and doctors at their under or postgraduate level [5].
Considering this fact, A training session was organized to enable 
surgical trainees and paramedical staff of two tertiary care hospitals 
in Karachi, in enhancing their understanding of medical errors 
and strategies to deal with them. After 04 weeks of this training 
session, according to the understanding of the participants, their 
views were collected about bringing positive change in their clinical 
setting to reduce the incidence of medical error.

METHODOLOGY

Study setup

A pre-workshop proforma was given to the Surgical trainees and 
paramedical staff of public and Armed Forces Hospitals (Table 
1). A training workshop including a PowerPoint presentation was 
organized about definitions, types, examples, root causes, disclosure 
of medical errors and their repercussions. Finally the ethical 
implications after the occurrence of incidence upon themselves 
were also asked. 

Table 1: Demographics of Participants

No. Variable NICH FRPMC

1 No of Participants 21 16

2 Gender (male/female) Jul-14 Feb-14

3 Medics/Paramed Aug-13 14-Feb

It was followed by a 12 mins video from the CBEC teaching 
archive, named “to err is human “,along with a discussion and daily 
life examples and steps that could have been taken to curb them 
[6]. Workshop evaluation proforma was given to the participants to 
assess the acceptance and effectiveness of the workshop (Table 2).

Table 2: Results of workshop evaluation

Item 

Rating

(3 excellent, 2-good, 1-needs 
improvement)

Contents related (yes/No)

 Content: Useful and related to the 
workshop 

3

Content: Practical to the 
participants’ need

3

 Content related to the level of the 
participants  

02 (No)

 Competence of Instructor 3

Effective activities and visuals 3

 Overall rating 3

A Post-workshop survey was done for the impact of the activity at 
04 weeks and later, based on one question asked through emails 
or messages.

Study design

(Quantitative–cross-sectional and Qualitative-Phenomenology)

NVivo software for the qualitative part.

Duration–06 weeks

Study participants and demographics

Surgical trainees and paramedical staff of two tertiary care hospitals 
in Karachi.

RESULTS 

In the Armed Forces Hospital (PAF base Faisal, Karachi)–among 16 
participants, 02 were male and 14 were female. 14 medics and 02 
paramedics were included.

While in public sector hospitals (NICH)–among 21 participants, 7 
were male and 14 were female. While 08 were medics and 13 were 
paramedics.

Regarding, Workshop evaluation proforma, quantitative ratings of 
excellent, good and needs improvement (3, 2, and 1 respectively) 
were given to the contents, instructor, visual activities and overall 
rating. All were rated 3 as excellent except 01 point, which was 
“contents related to my level”, which required a “Yes” or “No” 
answer.

Pre-workshop Performa verbatim was analyzed on NVivo software. 
Based on this, 03 main themes emerged named, “knowledge of 
ME”, “causes and contributing factors”, and “ethical implications 
of ME”.

In knowledge about ME, the subthemes that emerged based 
on verbatim used by participants were “wrong medication, 
misdiagnosis, technical error, and errors by doctors or staff” 
(Chart-1).

Causes and contributing factors, most used verbatim were “lack 
of knowledge, senior’s negligence, less staff, huge numbers of 
patients, and work overload” (Chart-2).

Chart 1: Theme-of ME among the Participants. Note: ( ) 
misdiagnosis, ( ) technical error, ( ) errors by drs, ( ) error of 
omission/commision.
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As far as ethical implications are concerned, “burnout” was the 
most used verbatim (Chart-3).

A post-workshop survey was done after 04 weeks over a phone 
message about “steps taken/ needs to be taken to reduce ME at 
their workplace”. The answers were, “the administration must be 
more cooperative”, staff should be more, “proper documentation”, 
and “check and balance” (Chart-04). 

DISCUSSION

As ME in a clinical setting can be prevented by curbing the 
causes, the incidence of ME can be significantly reduced. The 
literature search showed the probable contributing factors of ME 
are workload, communication gaps, inadequate documentation, 
lack of checks and balances, and lack of knowledge about ME 
[6, 7].Generally, during undergraduate or post-graduate training, 
medicine is taught but attitudes and ethical values are thought to 
be caught. It’s considered that these understandings are diffuse 
in students through the hidden curriculum. Students learn them 
from watching their supervisors and seniors, but it leaves a lot to 

chance.

Though literature is sparse regarding the facts and figures in 
Pakistan, it was found and felt that there is no robust training for 
clinicians and paramedical staff about the causes of medical errors 
and what to do if something bad happens in the clinical settings 
[8].

To address this shortcoming, A focused 3 hours long training 
workshop was organized to sensitize paramedics and trainee 
doctors, about the types and occurrences of ME in a clinical setup. 
The participants were selected at various levels of their education 
and training according to their availability in their duty roster. A 
pre-workshop proforma was given to the participants about their 
baseline knowledge of ME. They were asked to give their feedback 
about the workshop on a standard Workshop evaluation proforma 
at the end of the workshop.

A post-workshop survey was done after 04 weeks to assess the utility 
of the training session.

After the familiarization of data collected on preworkshop 
proformas, the primary coding was done, a template was developed, 
and data interpretation was the final step.

The first theme that emerged using NVivo software was the 
knowledge of ME among the candidates. their common verbatim 
used were “mistakes done by doctors and staff “, lack of knowledge 
about ME., negligence, and technical errors (Chart-1)

The second theme was “causes and contributing factors”, the 
common verbatim used were “Overworked doctors and staff, 
“more patients and less staff”, “no training”, carelessness of doctors 
and staff, “stress and fatigue” (Chart-2).

The 3rd theme that emerged was the “ethical implication on them 
if ME has occurred”. Burnout was the most common verbatim 
used by doctors, other candidates used verbatim like “we should 
inform our seniors”, and “investigation within the department 
should be done”, one person wrote, “we should tell the patient 
and compensation should be done, as they are the one, harmed” 
(Chart-3]. These verbatim used are pretty much identical to the 
other studies [5, 9, 10].

On the Workshop evaluation proforma, the contents, instructor, 
and visual activities were asked to rate, and an overall rating was 
also asked to mention. All clauses received excellent ratings except 
one point, which was “contents related to my level” which was 
answered “No” by 02 participants. Probably because there was a 
wide range of participants from first-year paramedics to final-year 
post-graduate residents, they were not sure at what stage of their 
training they should be given this knowledge. The lesson learned 
was, the audience must be of a uniform level of their education in 
such kinds of training activities.

After 4-6 wks., a single-question survey was done online to ask 
about the lasting effect of the activity. The question was sent via 
message and e-mail.Almost half of the responses were received, the 
used verbatims were “administrative have to be more cooperative” 
“we need more trained staff”, and “there should be strict checks 
and balanced and legal implications”. This concludes that errors 
do not occur due to the negligence of a single person but it’s the 
flawed system that fosters errors which is very much stated by other 
literature as well [1, 11].

In our scenario of public hospitals, the lack of awareness of the 
subject, lack of understanding of what to do, lack of communication, 

Chart 2: Causes and contributing factors in ME. Note: () lack of 
knowledge, () senior negligence, () less staff, () parents overload.

Chart 3: Ethical implications of ME on you. Note: () burn out, () 
compensation.

Chart 4: Post workshop (Steps needed to reduce ME). Note: () 
administration’s, () more staff, () proper documentation, () chech 
and balance.
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and underreporting of the incidence leads to the status quo, there 
is an urgent need for training of our doctors about this subject 
and making changes in the clinical setting, hands-on workshops, 
making SOPs and checklist, simulation and performances of 
duties of every individual at every work station, reporting of the 
incidence, careful and candid scrutiny of the culprit and causative 
factors with the intention of learning, can reduce the incidence 
and ensure patients safety [11].

This article is an attempt to sensitize our medics and paramedics 
about the incidence of ME, so they can recognize the incidences 
of ME happening around them and what steps should be taken in 
case of its occurrence so that ultimately incidence can be decreased 
to ensure patients’ safety.

CONCLUSION

Medical errors is an inherent issues in a clinical setting, which 
includes instrument, equipment, technology and human errors. 
This can happens in the best clinical system even by the best and 
renowned clinicians. The incidence can only be decreased by 
continuous efforts to increase the sensitivity about the issues among 
all health care providers. Following are the recommendations made 
after extensive teaching and training in 02 tertiary care hospitals of 
Karachi. 

• Training, sensitization, realization, communication, team 
building, personal accountability and documentation of the 
medical error problems are the need of the hour. 

• Mapping of Standardized Operative Procedures (SOPs), 
establishment of guidelines, designed principles, double and triple 
checks lists, hazard signs and warnings can enhance the patient’s 
safety culture. 

• The culture of only typed/ computer written and printed 
instructions and protocols should be encouraged to ensure patients 
safety.

• Instead of blame game, peer support should be practiced, in case 
of any adverse effect. 

• The change at the institutional level is the key for the long-term 
curbing of the problem.

• Reforms of the health care systems in terms of adequate number 
doctors and staff in relation to patients’ influx, reasonable duty 
hours, ensuring adequate duty shift duration to avoid fatigue 
related errors are urgently needed in Pakistan. 
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