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Medical Errors in the Health system
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Abstract

Background: The health system is never as safe worldwide‘as everybody assumes. In recent years,
many studies have been conducted to assess the magnitude of medical errors and its impact on the health
system. This article reviews the studies performed in this issue to'find out a strategy for approaching medical
errors.

Materials and methods: In a review literature, Pubmed was searched using these keywords error,
medical and health system. In the complementary search, error mechanisms, error classification, reporting
system and error reporting systems were also added to.the search.

Conclusions: medical errors are inevitable mishaps in the health system. Would there be a systematic
approach in the health system for analyzing the errors and finding the root causes, the health system would
maximize its benefits as much and possible future events with similar mechanism would be prevented.

Results: In our health system, it is. mandatory to introduce and improve such a system for quality
improvement of the system.

Keywords: error, health:system, management
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