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Dear Editor-in-Chief

Medical errors are a common problem that make
a massive burden on health care systems and of-
ten are avoidable with implementing effective
patient safety policies. One of the main policies
to prevent from repeating the medical errors is
that health care workers (HCWs) should be in-
formed about what happens as the harm or near
miss errors in hospital by their peers (1). To ad-
dress such errors the patient safety team should
know about the frequency, severity, and causes of
medical errors and this would be possible
through reporting (2). In spite of universal action
to persuade people working in hospitals that re-
porting errors is the first step toward controlling
them, yet the rate of medical errors reporting is
very low. HCWs fear to report their errors due to
further feedbacks of their peers and managers
including reprimand, legal actions, and deteriora-
tion of their professional image at work.

We hypothesized that improving the culture of
error reporting can be helpful through a change
agent. Therefore we employed a new staff in a
reference pediatric hospital as a change agent.
The delegate was taught to be active, patient and
run every ward in a day to ask if any error has
been happened (even any minor ones) in the last
24 h. If their response was no, then she would

713

give them options of some possible errors with
using a self-constructed medical error form, like
“didn’t you have any fall, medication error or a
bad phlebotomy in the last 24 hrs.?” and through
this discussion she could obtain some etror re-
ports.

This method was conducted for one month. Dur-
ing this period the reporting increased from
monthly average of 11 error reports before the
start of intervention to 34 in the first intervention
month.

After the first month the change agent asked
from HCWs to bring their error reports to her
office and she also run wards every week to make
sure there is no hidden error in wards. In second
month the number of reports was increased to 54.
We observed the rate of error reports for 15
months with this method and the results showed
that after month four when the HCWs saw man-
agerial supports, lessons learnt from reported
medical errors and practiced root cause analysis,
the rate became steady with average of 55 medi-
cal error reports for every month.

A change agent can be effective in changing the
culture of medical error reporting and imbed this
culture in system’s body to improve error report-
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