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on CliniCal errors in geriatriC 
MediCal diagnoses: ethiCal issues and 
poliCy iMpliCations
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I N E L M E N  E .

Errare	umanum	est	sed	perseverare	est	diabolicum
To err is human but to persist is diabolical.

Abstract
Today	one	out	of	 six	American	physicians	 faces	a	malpractice	suit.	The	prevalence	of	
legal	actions	in	Europe	is	growing,	and	“Defensive	Medicine”	is	becoming	an	endemic	
phenomena.	 A	 risk-averting	 practice	 is	 consequently	 creating	 an	 “ethical	 dilemma”	
in	 medical	 circles.	 Physicians	 faced	 with	 the	 risk	 of	 being	 punished	 for	 potential	
diagnostic	errors	may	restrain	from	complying	with	the	professional	codes	imposed	on	
them.	Diagnostic	error	 in	clinical	practice	 is	a	serious	public	health	problem	 that	 the	
authorities	must	face.	According	to	post-mortem	reports,	the	frequency	of	misdiagnosis,	
which	 ranges	 between	 30%	 and	 40%	 of	 cases,	 has	 not	 decreased	 in	 recent	 decades.	
There	is	a	correlation	between	misdiagnosis	and	increasing	age;	i.e.	medical	errors	are	
even	more	common	in	geriatric	settings.	The	purpose	of	the	present	review	is	to	focus	
on	 the	causes	and	consequences	of	medical	errors,	and	on	research	 in	 this	area,	with	
a	view	to	recommending	policies	capable	of	mitigating	the	risk	of	diagnostic	errors	in	
geriatrics.	Physicians	are	faced	with	“ethical	dilemmas”	in	their	professional	practice,	
and,	while	some	errors	are	unavoidable,	strategies	to	improve	medical	performance	need	
to	be	adjusted	continuously.	Formulating	detailed	diagnostic	protocols,	limiting	working	
hours,	using	computerized	systems,	taking	a	more	appropriate	approach	to	the	problem	
of	diagnostic	errors	in	medical	student	training,	and	increasing	the	number	of	necropsies	
performed	in	geriatric	patients	are	some	of	the	policies	that	might	be	recommended,	as	
discussed	in	this	paper.		
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Introduction
Medical errors (MEs) are a serious public health problem and a burden that almost all 
clinicians have to bear. The exact prevalence and magnitude of MEs is unknown, but it is 
probably very high.1 There is evidence of errors being under-reported.1When MEs occur, 
the reaction in the medical world is most often to try and find someone to blame and to 
punish them.2 Fear and punishment produce not security, but defensiveness, secrecy, and 
anguish.2 The public generally believes that a person responsible for an error that carries 
serious consequences should be sued, fined, and even suspended from their professions.3
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In their professional activities, physicians face the risk of being involved in the 
death of a patient and of consequently being punished; this poses “ethical dilemmas”. 
Medical practitioners have to cope with situations of conflict arising between the medical 
regulations and their own professional future. Proper legal safeguards must be in place to 
prevent the practice of “defensive medicine” (DM).

No setting is hazard-free, no medical specialty is immune, and patients are at risk 
no matter what their age, sex, and state of health.1 The risk of MEs is not the same in all 
cases, of course. Patients who are more severely ill, who need multiple procedures, and 
who remain in the hospital longer (as is often the case with the elderly) are more likely 
to suffer severely from MEs1; so, it is reasonable to conclude that errors are committed 
more frequently in the geriatric field.

Blendon et al. conducted a survey on the possible causes of MEs.3 The two main 
causes reported by physicians were understaffing of nurses in hospitals, and overwork, 
stress, or fatigue on the part of health professional. The top four causes of MEs considered 
important by the public were: physicians not spending enough time with patients; health 
professionals suffering from overwork, stress, or fatigue; health professionals failing to 
work together or communicate as a team; and understaffing of nurses in hospitals. 

Sadly, diagnostic errors have received little attention in literature, especially in 
geriatrics, although the elderly population has been increasing in the last few decades, 
and MEs are becoming an “epidemic” condition. The purpose of this paper is thus 
to focus attention on this alarming issue, i.e.: (a) to cover the evidence, causes, and 
consequences of MEs, and the research on this topic; and (b) to recommend policies to 
mitigate the risk of MEs in geriatrics.

Background

The	Ethical	Dilemma
We define “misdiagnosis” as a situation in which a person is believed to have a disease 
that does not exist, or when a disease goes unrecognized with negative results in the 
patient’s prognosis.4 Despite the improved quality of diagnostic methods, the frequency 
of misdiagnosis has not decreased appreciably in recent years.4 The rate of misdiagnoses 
detected at autopsy was about 40% between 1960 and 1970, and was still much the same 
in the eighties, after new technologies had become widely available.5 Misdiagnosis rates 
of 30-40% are very high, and modern diagnostic technologies seem to be a double-edged 
sword. One explanation for the failure of misdiagnosis rates to drop over the years may 
be the pitfalls of correctly diagnosing diseases in elderly people.4

The longer life expectancy in industrial countries and the consequently higher 
proportion of older patients with multiple diseases or atypical conditions may contribute 
to the persistently high rates of diagnostic errors.4 In fact, a correlation has been found 
to exist between misdiagnoses and increasing age6, though this was not confirmed by a 
further study.7 Older patients often present different, highly complex clinical scenarios, 
and the accuracy of clinical diagnoses reportedly declined with the increasing age of 
patients to such a degree that only 47% of the principal clinical diagnoses were confirmed 
at necropsy in 295 patients over 75 years of age.8
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Especially in uncooperative or bedridden elderly patients, medical histories or 
physical examinations may lead to misdiagnoses because they are incomplete, poorly 
performed, or misinterpreted. Excessive reliance on laboratory test results can also cause 
confusion because of patients’ co-morbidities. 

In geriatrics, arriving at a clinical diagnosis is not always the main aim, however. 
Physicians tend to only treat the symptoms for which the patient was hospitalized. It is 
easy to make mistakes in providing said treatment because of a massive use of medication 
and the onset of drug interactions. Adverse effects of drugs are very common in old 
age, and although autopsies show that iatrogenic injuries are a frequent cause of death, 
approximately 90% of them are not recorded in the clinical reports.10

In geriatrics, there is often an ethical dilemma to face, particularly in the oncological 
setting: is it right to treat the symptoms but not the neoplastic disease simply because a 
patient is elderly? It depends on the patient’s state of health, not on the specific type of 
disease involved. Some elderly people are frail; others are not. A comprehensive geriatric 
assessment enables the recognition of frailty as a condition in which most of the patient’s 
functional reserves have been exhausted (e.g. dependence in one or more activities of 
daily living, three or more co morbid conditions, one or more geriatric syndromes).11 
When frail elderly people develop cancer, the aim of their treatment is palliation. On the 
other hand, antineoplastic therapy is utilized with elderly patients who have a chance of 
long-term survival.11 As a consequence, misdiagnoses in cases of neoplastic disease have 
a lower impact in ethical terms if the patient is elderly and frail. What might appear to 
be MEs in geriatrics are often deliberate, to avoid the use of invasive diagnostic tools in 
frail, elderly patients. MEs can have a different significance depending on whether they 
occur in frail or healthier geriatric patients. In other terms, some errors are “foreseen”, 
and the consequences of such MEs are not harmful to the patient.	

Legal	Issues	
Many physicians will be sued for malpractice at some time during their careers, 
making a nightmare of the medical profession. According to current statistics, one out 
of every six American doctors will face a malpractice suit. The decision to take legal 
action is prompted not only by the original injury, but also by insensitive handling and 
poor communication after the event.12 Since mortality is high in geriatrics, it may be 
that geriatricians are more likely to be sued, but very little information is available in 
this field. Unfortunately, litigation can sometimes be seen by relatives as a financial 
resource rather than as a means for “transparency.” This is especially true for the field of 
geriatrics, in which the patients’ older age naturally places them at greater risk of death 
due to multiple diseases. 

Doctors are sued less often in Europe than in the USA, though the problem has 
been more serious in recent years. To illustrate, over a 20-year career period, 80% of 
Italian doctors can expect to be sued. The costs of malpractice insurance and lawsuits 
are very high in the US and in Europe, too. In addition, doctors accused of murder13 may 
experience such negative emotions that they sometimes abandon the profession. Death is 
a common event in geriatrics, but some relatives may not be fully aware of this.

In Japan, unexpected deaths in hospitals have been increasingly suspected of 
resulting from malpractice.14 Because of the lack of a proper system for receiving 
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complaints from patients’ relatives, these situations are sometimes reported to the 
police14, and nearly 700 relatives sue doctors every year.14

The fact remains that every time doctors are summoned to appear in court, they 
are bound to arrive with a sense of anxiety and fear, feelings that unavoidably result in 
a defensive and mistrustful attitude towards the patients and their relatives. However, in 
the vast majority of cases, and especially in geriatrics, MEs can actually be attributed to 
structural or procedural inadequacies, not to personal negligence or indifference. 

Defensive	Medicine
The phenomenon of Defensive Medicine (DM) - an anonymous, abstract medicine - 
is expanding, because of the increased risk of litigation, with potentially very severe 
implications for the costs and quality of healthcare. DM is prompted primarily by the 
threat of liability, and it reflects physicians’ efforts to distance themselves from sources 
of legal risk.15

Nearly all (93%) of the physicians questioned in a recent study reported practising 
DM.15 Physicians use this approach for the sake of their own and their patients’ peace 
of mind. The most common form of DM—the prescription of costly imaging studies— 
seems to be merely a waste of resources, but other types of defensive behavior may 
restrict access to care and may even pose a risk of physical harm.15

Particularly in geriatrics, in which the aim is not always to arrive at a diagnosis, but 
rather to treat the symptoms, the recommendation of unnecessary invasive procedures 
can constitute a risk for patients, who often have co-morbidities. DM should be converted 
into Preventive Medicine; physicians who practice DM risk being sued in the future for 
diagnostic-therapeutic obstinacy.

Recommendations 

Autopsy
There is a general conviction that necropsies are no longer necessary because antemortem 
diagnostics identify the main cause of death and present other clinically-significant 
diagnoses in the vast majority of cases.16 This is not true. The best way to improve the 
accuracy of diagnoses, especially in geriatric patients17, is to conduct an autopsy every 
time a patient dies. Autopsy is still considered the gold standard for diagnostic purposes. 
Autopsies play an important role in monitoring the quality of diagnostics in populations 
with increasing proportions of geriatric and obese patients with co-morbidities.18

Despite the acknowledged value of this postmortem procedure, hospital autopsy 
rates have fallen to just 10% of deaths and are declining worldwide19,20, especially in the 
geriatric age group21,22, though one recent study found that, despite a marked drop in the 
total autopsy rates, the numbers of geriatric autopsies is rising.17

Reasons for declining autopsy rates may include cost, fear of malpractice 
litigation, and advances in medical technology.19 Additionally, even when an autopsy 
is recommended, permission is often refused by the individual’s relatives due to the 
relatives’ resistance or an inadequate approach by medical staff.6 The most frequent 
reasons given for this resistance are the disfigurement of the body, the stress of 
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authorizing an autopsy, and the shortage of information about autopsies.23 When it 
comes to geriatric patients, another reason for opposition to the procedure may be that 
relatives consider an autopsy to be futile when conducted on an old body.

In reality, technological advances such as the introduction of ultrasound, 
computerized tomography, and radionuclide scans have not, in fact, reduced the value 
of autopsy. We cannot always fully grasp the complex interactions at work in patients24, 
particularly in the elderly, whose organs are virtually all damaged to some degree and for 
whom often only limited structural and functional information is available.

Autopsy remains a valuable tool for evaluating the diagnostic and therapeutic 
process, especially in geriatrics, because atypical disease presentations and limitations 
on the available diagnostic options may lead to the under-diagnosis of potentially 
treatable disorders.25 “Let our ignorance of disease in old age serve as a catalyst for the 
renaissance of autopsy,” says Westendorp.24 Even centenarians should receive autopsies; 
their deaths should not be merely attributed to old age or senile debility. The majority 
of centenarians suffer from chronic co-morbidities even though they are considered 
healthy.26 

Clinicians should request permission for necropsy routinely, including necropsy for 
the elderly, and not just for the cases in which they are particularly interested.6 Clinical-
pathological necropsy meetings might prove to be important to the prevention of medical 
errors. Even autopsy is not infallible, of course. Some diseases cannot be detected 
by anatomopathological examination (e.g. cardiac arrhythmia), and pathologists, like 
clinicians, can make mistakes.27

Medical	Reporting
We should learn about error-reporting in our medical training and use it in our 
professions, but, unfortunately, the problem is not solved by simply training physicians 
to report MEs. In the USA, some states have mandatory reporting programs for errors 
that result in serious harm to patients28, but this information is used almost exclusively 
to punish individual practitioners or healthcare organizations.29 

Is it ethical not to disclose a ME? In the geriatric field, it depends. From a practical 
and ethical standpoint, patients in their eighties and nineties (just like younger adults) 
need to know about any MEs concerning them that might affect their future survival. The 
act of disclosing errors also upholds the physician’s ethical duty to tell the truth within 
the physician-patient relationship that is built on trust.30 On the other hand, there may 
be no ethical issue involved if a physician fails to tell a frail, elderly patient with a short 
life expectancy that he or she misdiagnosed their neoplastic disease. No change would be 
made in terms of their treatment, and the disclosure of clinically inconsequential errors 
to frail, elderly patients is probably unwarranted. 

We must consider the question: What about us? Would we like to be treated the way 
we are treating our patient? Would we prefer to not be told about the ME? The interests 
of the patient should come first in all circumstances. 

Then another issue presents itself: how can we report our errors if we are afraid of 
being punished? Practitioners will only report errors if this practice becomes a culturally 
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accepted action within the healthcare community28 and if they feel safe in doing so. The 
only means to creating a voluntary reporting program is freedom from punishment.28

We might want to talk to someone about our mistakes, but we are afraid of the 
patient’s anger or, worse, of a court summons and punishment. We believe that error 
reporting can be seen as a “liberatory confession”: if we can “confess”, we can avoid 
becoming “the second victim”, as Wu said30, suffering from a sense of guilt or remorse.

Buelow recently suggested that patients “make errors too,” and they should be 
considered “morally” responsible for their errors.32 They forget to do certain things, such 
as attending scheduled therapies, or they fail to read medication labels and instructions 
carefully. This can happen more frequently among elderly patients who are less able to 
read and/or understand medical prescriptions due to poor eyesight or cognitive decline.

Diagnostic	Protocols
In the past, “common sense” was used instead of scientific data, and many experience-
based and opinion-based practices proved ineffective or even harmful33. Currently, in 
times of evidence-based	medicine,	 it is argued that medical decisions should be based 
on the firm foundations of high-grade scientific evidence, rather than on experience or 
opinion33, and this approach is becoming a cornerstone of patient safety. We can combat 
misinterpretations by demanding duplicate independent readings of data.33

In addition, excessive workloads for healthcare staff should be avoided: workers 
cannot be expected to guarantee a reliable performance if they are sleep-deprived, or 
working double or triple shifts.34 After working twenty-four hours without stopping to 
sleep, a healthcare worker is about as dependable as a drunkard.35 This sort of problem 
is exacerbated in elderly patient care because the clinical conditions of the elderly are 
complex and impose a great burden of care. Placing a limit on working hours is an 
obvious way to reduce MEs.33

Computerized	Diagnostics
As Leape says, “Although every new technology will inevitably introduce new forms 
of error, it is high time for medicine to enter the computer age.”34 Handwritten paper 
prescriptions and printed medical records should be a thing of the past.

The use of computerized systems has numerous benefits: data transcription and 
communication errors are fewer, information is always up-to-date, data are easily shared 
with colleagues and nurses, and a patient’s clinical history is readily accessible for 
follow-up and later hospital stays. 

With computerized systems, we can conduct statistical analyses and assess the 
benefits of proposed therapies. Public health costs would also drop thanks to economies 
on paper and time savings in the writing and reading of handwritten papers, leaving us 
more time to listen to our patients. When patients are discharged, we can also e-mail all 
the documents on the patients’ hospital stay in real time to their GPs. 

Medical		Training
An appropriate approach to the issue of MEs might be to acknowledge the important 
role of training in the process by which medical students learn to consider and deal 
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with MEs.36 Unfortunately, many medical school graduates are unable to cope with 
their errors because nothing in their training prepares them to respond appropriately to 
the mistakes they will inevitably make. Errors are seldom discussed, and it is assumed 
that competent doctors do not make mistakes.37 Medical students and residents also 
show little interest in geriatrics, emphasizing the need for an innovative approach and 
continuous exposure to a geriatric-focused medical education.38

Many students have an intense emotional reaction to the idea of committing errors 
in patient care39, but no psychological support is offered to medical students who express 
confusion and embarrassment about whether and/or how to discuss errors that have 
occurred. Neither is support offered to doctors when their errors harm their patients. 

Training programs are needed that aim to teach undergraduate medical students a 
tolerance of errors.37 The whole undergraduate curriculum could be seen as an attempt 
to prevent errors in clinical practice. It is uncertain whether this would improve the 
students’ ability to cope with errors and whether such training should be offered early or 
late in the curriculum.37 For example, if the issue is dealt with too early in the curriculum 
it could cause students to abandon their medical studies due to an unacceptable level of 
anxiety.

Problem-based learning is a popular teaching method and often recommended for 
its effectiveness in teaching problem-solving. Judging from our experience of bedside 
rounds, morbidity and mortality conferences, and autopsies, understanding our errors is 
a powerful way to learn how to correct faulty reasoning.40

A database can promote learning, and a course on MEs would help medical 
students not only learn to cope with their future mistakes, but also learn to reduce their 
frequency.37 In addition, students must be facilitated in the care of elderly patients, given 
the demographic realities of medical practice in the 21st century.38

Conclusion
Clinical diagnostics is not a “perfect” science like mathematics, especially when elderly 
patients are involved. It is “an art with grey areas.”36 When we begin to study a case, 
we can suggest a hypothesis, but we need a confirmation in order to treat the patient. 
As diagnosis is more difficult in the elderly than in younger patients, we can make 
mistakes more easily. When we do, we cannot justify our behavior by the conviction 
that “everyone makes mistakes” or that “we did all we could”. The Appendix contains a 
series of recommendations on how ME rates might be reduced.

Understaffing of nurses in hospitals seems to be the most significant cause of ME. 
This may be especially important in geriatrics because the burden of care for elderly 
patients is greater than for younger patients. Since errors are inevitable, strategies 
to improve medical performance need to be constantly adjusted. Acceptance of the 
fallibility of healthcare operators and error detection is a prerequisite for such strategies. 
We have to avoid hiding our mistakes. When the barriers of shame and punishment 
are removed, doctors, nurses, and pharmacists will be able to improve the reliability of 
healthcare, implementing the best practices or developing new ones.

Unfortunately, leading figures in the medical profession and in healthcare 
organizations do not include reducing MEs to solve the “ethical dilemmas” faced by 
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practitioners among their top priorities. To make progress on the ME issue, we need 
to involve all levels of leadership, especially in geriatrics. Without the commitment 
of professional and organizational leaders, our efforts will remain fragmentary and 
uncoordinated and will have only limited effects. 

Appendix: Recommendations 
1. Use modern technologies, evidence-based medicine, and problem-based learning in 

medical student education.
2. Teach students to accept responsibility for their mistakes, and motivate them to care 

for elderly patients.
3. Develop systems for preventing medical errors in hospitals. 
4. Create a national database of errors that can be shared and updated, from which to 

draw recommendations on the safety of the elderly patient and the quality of the 
healthcare service.

5. Avoid the use of handwritten prescriptions and paper medical records by using 
computerized systems.

6. Communicate with colleagues of other specialties to make joint decisions on 
therapies, thus avoiding drug interactions, which are very common in elderly 
patients.

7. Establish a good link between doctors, nurses, and pharmacists, as elderly patients 
often have co-morbidities. 

8. Establish good communications with relatives and patients, and spend enough time 
with them to adequately assess symptoms and signs.

9. Obtain a detailed history and perform an accurate physical examination, not relying 
entirely on laboratory and instrumental test findings.

10. Be aware of the limitations of the diagnostic methods applied.
11. Have duplicate independent readings of X-rays, ECGs, angiograms, and histological 

specimens.
12. Use error reporting to learn from past errors.
13. Increase the necropsy rate in geriatrics (including centenarians) to produce a higher 

rate of confirmation of clinical diagnoses.
14. Improve the approach to obtaining consent to autopsy from relatives, even if they 

resist the idea because the patient is elderly. 
15. Create voluntary (non-punishing) error reporting programs with a view to obtaining 

reliable data on medical errors.
16. Create medical codes for errors.
17. Involve leaders in the medical profession and healthcare organizations by means of 

open discussions. 
18. Accept the fact that we are human and not infallible (a dose of humility is needed), 

and that we cannot work “miracles” in the geriatric age group.
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