MEDICAL
NEGLIGENCE:
MEDICAL
ERRORS
A 2013 study found that 440,000 Americans die from preventable medical errors in U.S. hospitals
every year. At that rate, preventable medical errors would be the third leading cause of death in the
U.S. behind heart disease and cancer.

440,000 deaths from preventable medical errors
every year, 20 times as many serious injuries.
The study, published in the Journal of Patient Safety,
found that, in addition to the 440,000 deaths, there
were 10-20 times as many serious injuries.1
For all the attention paid to patient safety, there
has recently been “a lessening intensity of focus in
the issue.”
The National Patient Safety Foundation’s 2015
follow-up to the Institute of Medicine’s landmark To
Err is Human report on medical errors concluded:
“Despite demonstrated improvement in specific
problem areas, such as hospital-acquired infections,
the scale of improvement in patient safety has been
limited. Though many interventions have proven
effective, many more have been ineffective, and some
promising interventions have important questions still
unresolved. The health care system continues to operate
with a low degree of reliability, meaning that patients

frequently experience harms that could have been
prevented or mitigated.”2
One in three hospital admissions experience a
medical error.
A 2011 study from the Institute for Healthcare
Improvement found that one in three patients
admitted to hospital experienced a medical error.3
The top three errors the researchers found were:
• Medication errors
• Errors in procedures
• Infections
18 percent of patients harmed during care.
Researchers from the Harvard School of Medicine
found that about 18 percent of hospital patients
are harmed during the course of their care. Of these
injuries:
• 2.9 percent were permanent
• 8.5 percent were life-threatening

•

2.4 percent caused or contributed to a
patient’s death. 4

“Never events” happen as much as 40 times a week.
Recent studies of wrong site, wrong surgery, and
wrong patient procedures show that these “never
events” are happening at an alarming rate of up to 40
times per week in U.S. hospitals. 5
Medical errors add billions to health care costs.
Diagnostic errors are clinically and financially more
costly than ever before.6 An actuarial review of
medical records found that injuries caused by medical
errors add billions to health care costs.7 Pressure ulcers
(bed sores) and postoperative infections are the most
common yet most expensive errors to treat. In 2008,
medical errors caused:
• 374,964 pressure ulcers at a cost of
$3.27 billion
• 252,695 postoperative infections at a
cost of $3.36 billion.
• more than 400,000 “never events”
costing $3.7 billion.

The majority of medical errors go unreported.
A 2014 study in the Journal of Patient Safety found
that providers rarely voluntarily disclose errors to
patients. Only 9.3 percent of respondents reported
that a medical facility voluntarily disclosed harm, and
only 7.6 percent of physicians.
As for litigation related to the harm, 20 percent of
respondents reported filing a lawsuit. According
to the authors, “approximately 1 in 5 patient harms
resulted in a lawsuit. This is similar to the Harvard
Medical Practice Study…Other studies have estimated
that as few as 2% to 3% of patients pursue litigation.
These findings all suggest that the vast majority of patient
harms never result in a lawsuit.” 8
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