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Abstract

Background: Medical error data can be found in medical
malpractice claim files, which is a valuable resource. A deeper
comprehension of the allegations could therefore provide light
on their root causes and aid in their prevention.

Aim of Sudy: The overarching objective of this study is
to determine the underlying causes of events which is crucial
to preventing their occurrence in the future and to develop a
model to be used to improve patient safety and decrease med-
ical errors.

Material and Methods: A retrospective review study will
be conducted by reviewing files of closed malpractice claims
which had been received and investigated by the medical liabil-
ity committee in the years 2017 to 2022. The extracted datain-
cluded: Claim/complaint statement, involved Healthcare staff/
specialty, cases outcomes, and litigations' outcomes (medi-
cal liability committee decision report). Inclusion criteria: All
closed malpractice claims cases (total population) which had
been received and investigated by the medical liability com-
mittee in the years 2017 to 2022. Exclusion criteria: All open
mal practice claims cases that were not yet investigated by the
medical liability committee in the years 2017 to 2022. Collect-
ed datawill be analyzed using IBM software SPSS statistics to
calculate frequency and percentage of claims' categories.

Results: The study included 94 medical malpractice claims.
Surgical error was the most frequent (38.6%), followed by di-
agnosis error (18.5%) and policy and procedure error (16.4%).
The severity level of medical errors exhibits specific character-
istics. Moderate severity level was the most frequent (55.32%),
followed by major severity level (18.09%) and catastrophic se-
verity level (17.02%). We found that there were more male de-
fendants (84) than female defendants (47). Regarding the char-
acterigtics of the defendant, obstetrics and gynecology were the
most frequent (19), followed by the nursing department (13)
and general surgery department (12). Consultants were the
most frequent (36.6%), followed by specialists (35.2%) and
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registered nurses (9%). Nonparametric correlations between
the medical error category and healthcare provider sex showed
adirect, very weak correlation coefficient (.084).

Conclusion: The study highlights the importance of patient
education and equitable policiesin preventing malpractice in
healthcare. It emphasizes the need for healthcare professionals
to prioritize patients' needs, follow the law, and treat them with
compassion. A comprehensive professional liability insurance
policy iscrucial in today’ s litigious environment. The findings
provide aframework for strategies to reduce medico-legal cas-
es and raise public and healthcare worker knowledge of medi-
cal mistakes.

Recommendations: A 4-pillar model for preventing medi-
cal errors needs to be used which includes the following Pillar
1 of the healthcare safety strategy outlines the establishment
of laws, regulations, policies, and standards to ensure safe pa-
tient treatment and protect medical personnel. A national pa-
tient safety agency should oversee safety measures and provide
direction on resource distribution and action plan execution. A
strategic plan with safety objectives should be established, and
an organizational patient safety committee should adapt to na-
tional priorities. A patient safety culture survey should be con-
ducted, and data-driven action plans should be implemented.
An independent organization should be appointed to receive,
analyze, synthesize, and publicly report healthcare safety infor-
mation. Pillar 2 recommends enhancing resilience through ro-
bust human factors and ergonomics perspectives, implementing
national initiatives for occupational safety and health, providing
mental health and social support services, vaccinating health-
care professionals, maintaining personal protective equipment,
and implementing safeguards against harassment, bullying,
and discrimination. Proactive assessment of care settings for
hazards and risks is recommended. Pillar 3 suggests establish-
ing a consultative group for patient and family involvement,
involving senior executives in an organization-wide patient en-
gagement strategy. Patients should voice safety concerns, and
an online portal should be provided for easy access to medi-
cal information. Pillar 4 outlines procedures for ng and
learning from near-misses and safety incidents, including event
review procedures and anonymous reporting platforms.
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Introduction

THE importance of patient safety was recognized
in the 19th century, and as a result, decision-makers
around the world have prioritized patient safety in
the first place. Earlier the duties and responsibili-
ties of the medical and dental professionals were
regarded as noble and benevolent. However, with
the surge in medical malpractice and negligence,
this profession is now viewed with suspicion and
contempt. The standard of patient treatment has de-
teriorated as aresult of monetary gains, and patients
are becoming more conscious of their rights[1].

Medical malpracticeis aterm used to describe
amedical act committed by a primary care physi-
cian/specialist that diverges from the rules and reg-
ulations specified as treatment protocols and results
in apatient’s medical injury. Asaresult, there are
iatrogenic conditions that can occur in any medi-
cal specialty. Malpractice is considered the second
most significant concern to patient safety in health-
care sectors in terms of overall quality [1].

Mal practice represents the intersection of medi-
cine and law and can be categorized into two forms:
tort or personal injury law which requires proof that
the defendant owed a duty of care to the plaintiff
and that the defendant breached this duty by failing
to adhere to the expected standard of care, and that
the breach of duty caused an injury to the plaintiff
and criminal law which israre and requires egre-
gious actions that violate a country’s criminal code
[2]. Medical malpractice claims represent avaluable
source of information on medical errors[3].

Strategies to lower the risk of medical malprac-
tice claims against hospitalists include empathetic
communication with patients, standardized hand-
offs or discharge summaries, direct and close com-
munication with outpatient physicians, and timely
referral and consultation [4].

A review of the literature of medical malpractice
cases and itsimpact on patient safety was conduct-
ed. Several literature search engines were reviewed
including google scholar using different key words
including “Analysis’ “Medical Errors’, “Medical
Malpractice’, “Claims’, “Patient safety”, “Impact”.

Medical malpractice cases showed opportunities
to improve safe medical care; A preliminary litera-
ture review showed that past studies are primarily
focused on analysis of medical malpractice cases.
What was missing from the past studiesis a com-
prehensive and structured approach on using med-
ical malpractice cases as a valuable source to im-
prove patient care and consequently patient safety.

Material and Methods

Literature review:

Since Hippocrates first used the adage “first, do
no harm,” the idea that patients could suffer inju-
ry while undergoing medical treatment has been
widely accepted. The word “iatrogenesis,” which is
still used to describe patient injury brought on by
the medical system, comes from the Greek meaning
“originating from a physician [5].

Medical malpractice is aglobal public health
issue involving the wrong choice or improper ex-
ecution of amedical practitioner’ s recommended
course of action during patient treatment or diagno-
sis. This compromises patient safety, posing a seri-
ous danger of illness, incapacity, damage, or death
[6].

Severa preventative steps are recommended
to shield physicians against mal practice lawsuits.
These include adopting new perspectives, express-
ing regret for medical mistakes, and abstaining from
holding other healthcare professionals accountable
for unfavourable results. Respecting clinical rec-
ommendationsis essential to raising the standard
of treatment and lowering patient variability. To
comprehend the patient’ s experience and respond
to inquiries on the duty of care, documentation is
crucia. By fostering a good rapport with patients,
empathy can reduce the likelihood that they will sue
adoctor. Adherence to hospital policiesis crucial
in order to prevent difficulties and guarantee adher-
enceto laws[7].

The following was recommended to keep your-
self out of anegligence lawsuit: Place the patient’s
care first, Work within your area of expertise and
ask for help when necessary, Continually review
specialization and clinical practice guidelines, Con-
verse with your patient and coworkers: Unfavour-
able Communication style raises the possibility of
legal action, Clearly record everything, including
patient refusals, Identify and control the patient’s
expectations, and make sure the consent procedure
puts the patient first, Respond to concerns promptly,
offering an apology where appropriate, Take care of
yourself and your coworkers; |dentify any medical
or psychological problems and, if required, seek
help [8].

Medical negligence can lead to psychological
and physical side effects for employees, causing a
vicious cycleif not addressed. Hospital administra-
tion should regularly investigate personnel handling
cases, especially young, non-medical staff, to en-
sure safety and well-being [9].

Building arobust healthcare system that can cer-
tify, oversee, and assess the medical services offered
iscrucial. In order to maintain safe procedures, it is
also crucial that doctors get ongoing training and
on-the-job coaching. Additionally, it is crucial to
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implement and uphold legidlative prohibitions and
regulatory controls, as well asto educate the pub-
lic on consumer rights and acceptabl e therapeutic
practices[10].

Results

The study included 94 medical malpractice
claims which had been received and investigated by
the medical liability committee in the years 2017 to
2022.

Table (1): Shows the characteristics of medical error catego-
ries. Surgical error was the most frequent (38.6%),
followed by diagnosis error (18.5%) and policy and
procedure error (16.4%).

. . Cumulative
Medical error categories Frequency Percent Percent
Surgical Error 73 38.6 38.6
Diagnosis error 35 185 571
Medication Error 16 85 65.6
Policy/Procedure Error 31 16.4 82.0
Documentation Error 18 9.5 915
Equipment error 3 16 931
Staffing error 12 6.3 99.5
Physiotherapy related error 1 5 100.0

Medical error category
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Fig. (1): Pareto chart shows the characteristics of medical error
categories. Surgical error was the most frequent (73),
followed by diagnosis error (35) and policy and pro-
cedure error (31).

Regarding the frequency of surgical error cate-
gories. Improper performance of surgery/procedure
was the most frequent (28), followed by Surgical/
Procedural complications (9), Failure to deal with
complications resulting from surgery/procedure (9)
and delay in surgery/procedure (8).

Regarding the frequency of diagnosis error cat-
egories. Missed diagnosis was the most frequent
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(15), followed by delay in diagnosis (11), Error in
diagnosis (4) and Failure to employ indicated tests/
examination (4).

Regarding thefrequency of policy/procedure er-
ror. Noncompliance with patient and family educa-
tion policywas the most frequent (8), followed by
noncompliance with consultation policy (4).

9.57
17.0
18.09
55.32
Minor Major
Moderate Catastrophic

Fig. (2): Pie chart Shows the characteristics of medical error
severity level. Moderate severity level was the most
frequent (55.32%), followed by major severity level
(18.09%) and catastrophic severity level (17.02%).

Table (2): Shows the characteristics of the defendant healthcare
provider, male was found to be more frequent de-
fendants (84) than female (47).

Characteristics of

the defendant healthcare Frequency Percent Cumulative
i Percent

providers sex

1 Mae 84 64.12 64.12

2 Female a7 35.88 100.0

Regarding the characteristics of the defendant
(Specialty-Dept). Obstetrics and gynaecol ogy was
the most frequent (19), followed by nursing depart-
ment (13) and general surgery department (12).

Regarding the characteristics of defendants
(Qualification-Position-Entity), Consultant was
the most frequent (36.6%), followed by specialist
(35.2%) and registered nurse (9%).

Medical Error Category and Healthcare Provid-
er Sex, there is direct very weak correlation coeffi-
cient (.084).

Medical Error Category and Defendants (Spe-
cialty-Dept), thereisinverse very weak correlation
coefficient (-.029).

Medical Error Category and Defendants (Quali-
fication-Position-Entity) there isinverse very weak
correlation coefficient (-.100).
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Table (3): Shows nonparametric correl ations between Medical Error Category and Healthcare Provider Sex, Defendants (Special -

ty-Dept), Defendants (Qualification-Position-Entity).

Medical Error  Hedlthcare Defendants Defendants
Category Provider Sex  (Speciaty-Dept) (Qualification-Position-Entity)

Spearman’ s rho:
Medical Error Category:

Correlation Coefficient 1.000 .084 -.029 -.100

Sig. (2-tailed) . .343 733 233

N 189 131 145 145
Healthcare Provider Sex:

Correlation Coefficient: .084 1.000 -.073 .192*

Sig. (2-tailed) .343 . 410 .028

N 131 131 131 131
Defendants (Specialty-Dept):

Correlation Coefficient -.029 -.073 1.000 .072

Sig. (2-tailed) 733 410 . .388

N 145 131 145 145
Defendants (Qualification-Position-Entity):

Correlation Coefficient -.100 .192* .072 1.000

Sig. (2-tailed) 233 .028 .388 .

N 145 131 145 145

*. Correlation is significant at the 0.05 level (2-tailed).

Discussion

It is expected of healthcare professionalsto pro-
vide their patients high-quality treatment and to ad-
vocate for it. But practitioners are human and may
make errors. Errors may vary in severity from neg-
ligible to catastrophic for a patient’ s health and wel-
fare. Errors may result in suffering, harm, or even
death. Risks must be recognized and evaluated, as
well as the processes for managing them. Health
care professionals with a poor or terrible malprac-
tice liability record may put patients' safety at risk
[1].

Regarding the characteristics of defendant Spe-
cialty/Department in this study, Obstetrics and gy-
naecology was the most frequent (10.1%), followed
by nursing department (6.9%) and general surgery
department (6.3%). the primary clinical disciplines
involved in the mal practice instances found were
paediatrics, surgery, and obstetrics and gynaecol o-

ay [2].

Internal medicine, surgery, orthopaedics, and
obstetrics and gynaecol ogy were the specialties
most frequently involved in litigation [3].

General surgery, emergency medicine, ortho-
paedics and traumatol ogy, and obstetrics and gy-
naecol ogy were the disciplines most engaged. The
inclusion of emergency medicine on thislist can be
attributed to the underutilization of primary health
care services in our nation and the abuse of these
services[11].

The most likely profession to be mentioned in a
mal practice lawsuit is surgery. A surgeon facing le-
gal action may anticipate experiencing uncertainty,
nervousness, and insomnia[12].

According to this study, there were more medical
mal practi ce lawsuits made against male physicians
(64.2%) than against female physicians (35.88%).
Male physicians are more likely to practicein spe-
ciatiesthat are subject to lawsuits, such as surgery,
obstetrics, and gynaecology, therefore this might be
explained by the disparities in specialty distribution
between male and female physicians. Thereisaso
significant differencein liability risk based on gen-
der. During their careers, 24 percent of female phy-
sicians have faced lawsuits, whereas 36.8 percent of
their male colleagues have experienced the same.
Women are less likely to be sued for a variety of
reasons. They often work in less hazardous special-
ty and see patients for shorter periods of time, which
lowers the short-term danger [6].

In this study consultant was the most frequent
(36.6%), followed by speciaist (35.2%) and regis-
tered nurse (9%). This may be explained by the fact
that consultants and specialists are more likely to
be sued for mal practice since they deal with more
difficult patients and significant procedures.

In this study the characteristics of medical er-
ror categories. Surgical error was the most frequent
(38.6%), followed by diagnosis error (18.5%) and
policy and procedure error (16.4%). Medical mal-
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practice cases were most frequently caused by di-
agnostic mistakes [11]. Errors can arise from misdi-
agnosis, delayed diagnosis, or inaccurate diagnosis.
This frequently has to do with not developing a
thorough differential diagnosis, not pursuing a dif-
ferential diagnosis, not ordering the necessary diag-
nostic tests, not dealing with an aberrant test result,
and not considering al the facts at hand. Premature
hospital release and neglect to consult lead to fur-
ther unfavourable outcomes [13]. Diagnostic mis-
takes were more likely than other types of errorsto
cause significant patient injury or death [14] .

In the present study we found the characteristics
of medical error severity level. Moderate severity
level was the most frequent (55.32%), followed
by major severity level (18.09%) and catastrophic
severity level (17.02%). The analysis of medical
mal practice claims revealed that the most common
medical error severity level was medium (52%),
followed by high severity (34%), and low severity
(13%) [15] .
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In present study correlations between medical
error category and healthcare provider sex was di-
rect very weak correlation coefficient. Correlation
between complication and provider sex was weak
correlation [11].

Conclusion:

The study highlights the importance of patient
education and equitable policiesin preventing mal-
practice in healthcare. It emphasizes the need for
healthcare professionals to prioritize patients' needs,
follow the law, and treat them with compassion.
A comprehensive professional liability insurance
policy iscrucia in today’ s litigious environment.
The findings provide a framework for strategies
to reduce medico-legal cases and raise public and
healthcare worker knowledge of medical mistakes.

Recommendation:

We advise using the following 4-pillar model to
establish a comprehensive strategy for preventing
medical errors:

Model for Preventing Medical Errors

Collaborative work between all stakeholders (Regulatory body, healthcare facility, patients, payers)

Healthcare

Learning
systems

Governance and Patient and familty
Culture workfore & safety involvement
\

 Laws and regulations
* Clinical Governance
* Strategic pan

* Culture

« Care setting design

» Workplace safety

* Proactive risk
assessment

 Patient and family
consultative group
* Collaboratively
create patient care
* Routesfor safety

* Learning from safety
incidents

* Research

» Knowledge and
proficiency

event escalation

Fig. (3): Model for preventing medical errors.

For Pillarl, The regulatory body should estab-
lish laws, regulations, policies, and standards to en-
sure safe treatment for patients and protect medical
personnel from punishment. A national patient safe-
ty agency should oversee patient safety measures
and provide direction on resource distribution and
action plan execution. A regulation should reward
healthcare providers for meeting quality indicators
or efficacy parameters. A strategic plan with safety
objectives should be established, and an organiza-
tional patient safety committee should be established
to adapt to national priorities. A strong clinical gov-
ernance framework should be established to involve

front-line medical staff in patient safety policies
and initiatives. The regulatory body and healthcare
organizations should promote openness and justice
through policies and a reporting mechanism. A pa-
tient safety culture survey should be conducted, and
data-driven action plans should be implemented.
An independent organization should be appointed
to receive, analyze, synthesize, and publicly report
healthcare safety information. Clear boundaries be-
tween medical errors and negligence should be es-
tablished, and open, respectful, rights-based organi-
zational cultures should be created.
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For Pillar 2, The heathcare workforce and
safety recommendations include enhancing resil-
ience through robust human factors and ergonom-
ics perspectives, implementing national initiatives
for occupational safety and health, providing men-
tal health and social support services, vaccinating
healthcare professionals, maintaining personal pro-
tective equipment, and implementing safeguards
against harassment, bullying, and discrimination.
Additionally, proactive assessment of care settings
for hazards and risks to patient and healthcare work-
er safety is recommended.

For Fillar 3, The healthcare facility should es-
tablish a consultative group for patient and family
involvement, involving senior executivesin an or-
gani zation-wide patient engagement strategy. The
group should use checklists, shared decision-mak-
ing tools, and “What mattersto you?’ inquiriesto
educate physicians about patient inclusion in treat-
ment. Patients should voice safety concerns, and an
online portal should be provided for easy access to
medical information and visit notes. A fast response
team should be established to escal ate treatment
concerns, and the organization should regularly ex-
amine safety issues and take appropriate action.

For Pillar 4, Healthcare facilities should estab-
lish procedures for assessing and learning from
near-misses and safety incidents, including event
review procedures and anonymous reporting plat-
forms. Regular communication keeps employeesin-
formed about workplace safety risks and initiatives.
The organization should actively share data and
best practices, incorporating this knowledge into
ongoing learning courses for healthcare profession-
als. Research should align with national standards,
clinical practice guidelines, and protocols based on
incidents and performance indicators. The regul ato-
ry body should develop a patient safety curriculum
for all jobs, include it in continuing professional de-
velopment, and incorporate it into interprofessional
learning programs. Regular assessments and action
plans for leaders, physicians, and staff are part of
the organization’ s human resources strategy.
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