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Course Objectives: The failure of a planned action to be completed as
intended (error of execution) or the use of a wrong
plan to achieve an aim (error of planning).

To be aware of the history of medical errors training

Definition and categories of medical errors that can occur

Causes of medical errors within the optometric setting

Discuss how to prevent medical errors as well as root cause analysis

Why medical errors lead to malpractice

Discussion of methods to prevent malpractice claims in eye care

Review Root Cause Analysis and its role in prevention of ME What is a Medical Error?

Study Suggests Medical Errors Now The
3rd Leading Cause of Death in the U.S.
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What percentage of physicians will face at east one lawsuit

by age 65?

59%
69%
79%
89%
99%

[ =
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What percentage of malpractice claims resulted in
payments?

17%
27%
37%
47%
57%
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=
What percentage of physicians have had sexual contact

with patients?

0%
10%
20%
30%
40%

Ll
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1%
5-10%



Malpractice Statistics
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Nearly

4,000

surgical errors
occur each year
inthe US.

Approximately

33%

of medical

21%

of people have
experienced
medical errors.

50%

of medical errors
are due to ordering
or prescribing
medicine.

claimsinthe US.
are misdiagnosis

errors.
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What state had the most medical malpractice payments in
20217

California
Texas
Florida
New York

Pennsylvania
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10% of all deaths in the United States are the resuit of medical error.

$2.16 billion in medical malpractice claims were filed by members of the armed services in 2019.
5% to 10% of all physicians have had sexual contact with patients.

68 liability claims have been filed per 100 physicians.

49.2% of physicians age 55 and older have been sued.

39.4% of male physicians have been sued.

22.8% of female physicians have been sued.

About 15,000 to 18,000 lawsuits are filed each year alleging medical malpractice or negligence.
More than 30% of physicians pay more than $10,000 for medical malpractice insurance annually.
16% of psychiatrists have been sued, the lowest of any specialty.

States With the Most Medical
‘ Malpractice Payment Reports
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Johns Hopkins 8 Yr. Safety Study
(Dr. Makary and Michael Daniel)

* More than 250,000 U.S. deaths per year due to medical error
* 700 U.S. deaths per day due to medical error

» Medical Error’s 3™ leading cause of death in the U.S.

* 10% of all U.S. deaths are now due to medical error

* New numbers result in better data collection

* The CDC calculates off death certificates which since 1949 us
ICD billing codes (with no option for medical error)

Johns Hopkins 8 Yr. Safety Study

* Researches caution that errors aren’t due to inherently bad
doctors
* Errors represent systemic problems including:
o Poorly coordinated care
o Fragmented Insurance networks
o Absence or underuse of safety nets and other protocols

o Unwarranted variation in physician practice patterns that lack
accountability

e S|
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Sharp drop in patient safety, infection control
amid pandemic: 3 new findings
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Bolow aro thieo now findings:

fending Claims Regarding Ti vs. Regarding Infection
Control
1. Centraline associated bloodstream infoctions in U S. hospitals increased 28 percent in the second
We are very confident in our ability to protect our members against claims where they are beevupebebyprsuodbyssoy uarior of 3010, acconding 1o €DC dala. I th fve yoars
being sued over the treatment of the disease. Claims arising out of treatment are not preceding the pandenmic, central-ine associated bloodstream infectons had decreased by 31 parcent
concerning to us because there is no cure for COVID-19—one can only treat the symptoms
as the virus runs its course. 2. A study of 148 HCA Healthcare-affilated hospitals through 2020 found central line-associated
N infectons, tract infechons, and methicillin-resistant staphylococcus
aureus bacteremia all increased as the COVID- 19 burden increased

On the other hand, suits harder to defend would be those that revolve around transmitting
the disease because providers didn't follow guidelines from the Centers for Disease Control
and Prevention (CDC) or there wasn't enough personal protective equipment (PPE). B R e e e

Here are inceases for the following INfections over seven months of 2020

: 44 percent increase

That's why we stress the importance of following CDC guidelines, and why we've taken
proactive steps to communicate with the entire medical community throughout the - o i
pandemic as part of our commitment to serve those who provide care. Y porcent increase

COVID-19 surges, the

3. Rates of hospital-onset bioodstream infections and Multidrug resistant OrGaNisms, Vancomycin-resistant
and gar

study found.

There are numerous potential explanations. for the increasos in adverse events, including but not limitod to,
vast numbers of very ill patients, staff bumout and shortages, and supply chain disruptions.

26

Written by Robert E. White Jr.. Chief Operating Officer of The Doctors Company.

Arkansas Healthcare Workers Walking OFF el e e v

Operating during the COVID-19 pandsmic: How to reduce medical error
BLENS® AGC Hay0avs® and PA Brennan®

- Ao informaion + Aicle notes - Capyrght and License leematcn  Disclaicae
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TABLE. UserFriendly Nomenclature of Diagaostic Errors Anticipated in the COVID-19 Pandemic
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Accoring 10 the nurse, a perfect storm for serious medication
b Some nurses will also Leave extra Infusions ot ermors in the ICU I created in his hospral by
opics e becside 50 they con be spiked and Rung

healthleaders rees coumcs  evenrs  sesosces  sumscases £ v

DURING THE PANDEMIC, ASPIRE TO IDENTIFY AND
PREVENT MEDICATION ERRORS AND TO AVOID
BLAMING ATTITUDES

Avrses | gy SEPTEMEER T 2020

by ony KU entering the room

« The hectic pace and disorganization of pandemic nursing
* The o y ed healthcore
+ High nurse-to-patient ratios due 10 stoffing shortages

The exhausting ond continuous donning of PPE
The criticality of patients who require multiple high-olert
medication infusions.

+ The stoshes of medication infusions.located in patients
drowers ond closets

« The inability for timely response o smart pump alarms

« The need for any available nurse, not necessarily the
assigned nurse who Is fomilior with the patient, to manage
erticol infusions

How Has COVID Changed Things in Glaucoma?

CASE REPORTISMALL CASK STRIES: POY ONLY

Visual Field Artifacts in Glaucoma With Face

«Cleani 2 .

eaning Mask Use During the COVID-19 Pandemic
+Time in each room | erimimcane A bt
«Masks creating fogging L a 1

Conclusions:

*Distancing - —_—

Patient Anxiety in the office
) " Fogging can result in unreliable VF testing with glaucoma-like artifacts.
*Patients Avoiding the office Secure taping of the face mask to the nose bridge may minimize this
problem and reduce unnecessary additional testing and fallow-up visits.
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How should we disinfect our tonometer tips?

Alcohol wipe

Hydrogen peroxide
wipe

Diluted bleach soak

34

Abstract ORIGINAL STUDIES
Precis: Current Trends in Tonometry and
A survey among members of the American Tonometer Tip Disinfection

Glaucoma Society (AGS) and the American
Optometry Association (AOA) on tonometer
preference and tonometer disinfection indicates a

Junk, Anna K. MD"%; Chang, Ta Chen MD"Y; Vanner, Elizabeth
PhD"; Chen, Teresa MD*  Author Information &

shift to disposable tonometer tips compared with Journal of Glaucoma: July Volume

1987. doi: 101097/116.000000000000156/

Purpose:

This survey's purpose was to determine how eye =

care providers responded to the 2008 Centers of Conclusions:

Disease Control (CDC) tonometer disinfection The majority of AGS providers follow current CDC
guidelines, which recommend 10% hypochlarite tonometer disinfection guidelines by shifting to

(dilute bleach) for reusable tonometers.
Tonometers measure the eye pressure when they
touch the cornea, an essential part of the eye
examination.

Methods:

AGS and ADA members were surveyed on

disposable Goldmann tonometer tips. Only a
minority of providers who use reusable tonometer
tips disinfect with dilute bleach. Continued
education on proper tonometer disinfection is
critical to prevent eye-care related infection due to
improper disinfection.

tonometer preference, tonometer use, disinfection

36

instructions. One study revealed that no uniform technique was in use for disinfection of applanation
tonometers, with disinfectant contact times varying from <15 sec to 20 minutes. # In view of the
potential for transmission of viruses (e.g., herpes simplex virus [HSV], adenovirus 8, or HIV) ® by
tips, COC r wded that the tips be wiped clean and disinfected for 5-10
minutes with either 3% hydrogen peroxide, 5000 ppm chlorine, 70% ethyl alcohol, or 70% isopropyl
alcohol. % However, more recent data suggest that 3% hydrogen peroxide and 70% isopropyl alcohol
are not effective against adenovirus capable of causing epidemic keratoconjunctivitis and similar
viruses and should not be used for disinfecting applanation tonometers. 4% '#. 1% Sructural damage
to Schiotz tonometers has been observed with a 1:10 sedium hypochlerite (5,000 ppm chlorine) and
3% hydrogen peroxide.'®” After disinfection, the tonometer should be thoroughly rinsed in tapwater
and air dried before use. Although these disinfectants and exposure times should kill pathogens that
can infect the eyes, no studies directly support this. '#.'¥? The guidelines of the American Academy of
Ophthalmology for preventing infections in ophthalmelogy focus on only one potential pathogen:
HIV. '® Because a short and simple decontamination procedure is desirable in the clinical setting,
swabbing the tonometer tip with a 70% isopropyl alcohol wipe sometimes is practiced. ' Preliminary
reports suggest that wiping the tonometer tip with an alcohol swab and then allowing the alcohol to
evaporate might be effective in eliminating HSV, HIV, and adenovirus.'® 9. 192 However, because
these studies involved only a few replicates and were conducted in a controlled laboratory setting,
further studies are needed before this technique can be recommended. In addition, two reports have
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PMCID: PMC7442084
PMID: 32874038

Middle East Afr J Ophthalmol. 2020 Apr-Jun; 27{2): 73-78.
Published online 2020 Jul 20. doi: 10.4103/meajo, MEAJO 237 20

Guidelines and Recc dations for T y Use during the COVID-19 Era

Enmar M. Aimazyad, Sally Ameen,? Mohammad A. Khan,® and Rizwan Malik*

» Author information » Article notes » Copyright and License information  Disclaimer

American Academy of Ophthalmology The American Academy of ophthalmology supports the use of
diluted bleach for the disinfection of reusable tonometer tips for SARS-CoV-2 and adenovirus. If a
tonometer tip is cleaned with alcohol and allowed to dry in room air, 70% alcohol solutions should be
effective at disinfecting tonometer tips from SARS-CoV-2. However, alcohol will not effectively sterilize
the tip against adenoviruses. That is because the virus causing COVID-19 is an enveloped virus, unlike the
nonenveloped adenoviruses, that are much more resistant to alcohol. Ultimately, It is preferred to use

AMEBICAS 93 LEADING CAUSE OF DEATH

The Scope of the Problem

APATIENT SAFETY DOCUMENTARY

* 1999 Institute of Medicine published report “To Err is Human:
Building a Safer Health System”

* This report resulted in Federal Funding (50 million in 2000 to the
Agency for Healthcare research and Quality) for patient safety
initiatives

¢ Accreditation and reporting standards tightened

single-use, disposabl tips if available. ) « Research on effectiveness of patient safety measures increased
37 38
Dr. Death
Dec 12,2018 Dallas’ Fifth Court of Appeals affirmed the
conviction and sentence to life in prison of Dr. Duntsch,
neurosurgeon who intentionally or knowingly caused serious
bodily injury to an elderly patient during surgery.
* In 2013 he was charged with criminal negligence using deadly
weapons: his hands, surgical tools and a pedicle screw
* Key to the prosecutions case was a rambling email Duntsch
sent to a girlfriend where he called himself a “cold-blooded
killer”
39 40
1999 Institute of Medicine Report 1999 Institute of Medicine Report
“To Err Is Human” dical defined in thi
« Building a Safer Health System Medical Errors (as defined in this report):
* At least 44,000 people and as many as 98,000 people, die in 1) Error of Execution: The failure of a planned action to be
hospitals each year as a result of preventable medical errors completed as intended
. . . . ing: i
¢ That is more than die from motor vehicle accidents, breast 2) E.”°r of Planning: The use of a wrong plan to achieve an
cancer and AIDS aim
41 42
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1999 Institute of Medicine Report 1999 Institute of Medicine Report

. . S Sentinel Events:
Medical Errors (as defined in this report): -

* An unexpected occurrence involving death or serious
physical (loss of limb or function) or psychological
injury, or the risk thereof, the latter phrase including the
recognition of a variation in process when an
unanticipated occurrence carries the risk of serious

« Sentinel Events : Medical errors, “adverse events” which,
in retrospect, are considered preventable, those which
signal a need for immediate investigation

outcome
e [ e |
43 44
1999 Institute of Medicine Report 1999 Institute of Medicine Report

Sentinel Events:
Medical Errors

« Example: The death of a patient who underwent a 1) Adverse drug events 6) Restraint-related injuries or death
successful surgical procedure but died from pneumonia 2) Improper transfusions  7) Falls
acquired during the postoperative period 3) Surgical injuries 8) Burns
4) Wrong site surgeries 9) Pressure Ulcers
5) Suicides 10) Mistaken patient identities

45 46

10 most common sentinel events of 2017

Megan Knowles - Thursday, July 5th, 2018 Print | Email

N o NSRS 1999 Institute of Medicine Report

to a recent report by The Joint Commission. —_—

The Joint Commission defines a sentinel event as a patient safety event that results in death, permanent
harm, severe temporary harm or intervention required 10 sustain ife. The crganization requires hospitals to H igh Error Rates Most Common In:

cconduct a root-cause analysis after a sentinel event occurs.

In March 2018, The Joint Commission updated its sentinel event statistics for 2017. The organization * |ntenS|Ve Care Units
reviewed 805 reports of sentinel events reported during the 2016-17 calendar year. .
* Operating Rooms

* Emergency Departments

Here are the 10 most frequently reported sentinel events for 2017, according to The Joint Commission:

1. Unintended retention of a foreign body — 116 reported

2. Fall — 114

3. Wrong-patient, wrong-site, wrong-procedure — 95

4. Suicide — 89

5. Delay in treatment — 66

6. Other event, such as dation, burn, choking on food, drowning or being found

unresponsive — 60
7. Criminal event — 37
8. Medication error — 32

9. Operative/postoperative complication — 19
10. Selt-inflicted injury — 18

47 48
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Barriers to Reporting Errors:

STATUTE 395.0197: WHEN REPORTING MEDICAL ERRORS IS REQIRED

Evenin Optometry

«*Emergency patient with decreased vision
and dilated pupil as a result of using
husbands old meds (Atropine)from
treatment of his iritis for her dry eye

1999 Institute of Medicine Report

The Cost of Medical Errors:

Estimated between $17 and $29 Billion per year including
hospital care and...

1) Expense of additional care

2) Lost Income

3) Lost Productivity

4) Disability

e e |
51

1999 Institute of Medicine Report

Cause of Errors:

* Decentralized and fragmentation of the health care
delivery system

* Multiple Providers in different settings, none of whom
has access to complete information

* Medical Liability system that impedes efforts to
uncover and learn from errors

e S|
52

1999 Institute of Medicine Report

Cause of Errors:

 Third party purchasers of health care provide little financial
incentive for health care organizations and providers to
improve safety and quality

* Not bad Doctors
Faulty Systems

* Faulty Processes and Conditions that lead people to
make mistakes or fail to prevent them

e e |
53

1999 Institute of Medicine Report

Causes of Errors:
*Example: Stocking patient care units in hospitals with

certain full-strength drugs, even though they are toxic
unless diluted, has resulted in deadly mistakes

/o]
54
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55

Dennis Quaid

1999 Institute of Medicine Report

What must be done:

* Design health systems at all levels to make it harder for
people to do something wrong and easier for them to do it
right

* Be vigilant
* Hold people accountable for their actions

* Do not blame the individual but the system and then fix it

56
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1999 Institute of Medicine Report

What must be done:

« Establish a national focus to create leadership, research,
tools and protocols to enhance the knowledge base about
safety

« Identify and learn from errors by establishing a nationwide
public mandatory reporting system

1999 Institute of Medicine Report

What must be done:

* Raise performance standards and expectations for
improvements in safety through the actions of oversight
organizations, professional groups, and group purchasers
of healthcare

* Implementing safety systems in health care organizations
to ensure safe practices at the delivery level

58
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Then What Happened?

1) Federal funding for patient safety initiatives increased
2) Accreditation and reporting standards tightened

3) Research on effectiveness of patient safety measures
increased

4) The Joint Commission in 2002 created National Safety
Goals and began enforcing these new standards by
shifting from preannounced site inspections to
unannounced visits

Then What Happened?

5) The National Quality Forum (NQF) released its initial list of
Serious Reportable Events (SREs) updated in 2011
* These errors are also called “never events”

¢ More than 400,000 Medicare “never events” occurred in
the U.S. in 2008, est. cost of $3.7 billion

60
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Root Cause Analysis (RCA)

*Popular and often used technique that helps people answer
the question of why the problem occurred in the first place.

«It seeks to identify the origin of a problem using a specific
set of steps, with associated tools, to find the primary cause
of the problem, so that you can:

1) Determine what happened.
2) Determine why it happened.

3) Figure out what to do to reduce the likelihood that it
will happen again.

i Pa—
Pn) | cmoty RCA assumes that systems and events are
interrelated. An action in one area triggers
~ an action in another, and another, and so
iy [ on. By tracing back these actions, you can
i | discover where the problem started and
S g how it grew into the symptom you're now
" facing.
{Condtion)
Camoty
" Casmory | Camoty o
(Conaition)

Gano D. Apollo root cause analysis: a new way of thinking. 1. Yakima: Apollonian Publications; 1999.

61

62

3 Basic Types of Causes of
Errors

. Physical causes — Tangible, material items failed in some
way (for example, a car's brakes stopped working).
Human causes — People did something wrong or did not
do something that was needed. Human causes typically
lead to physical causes (for example, no one filled the
brake fluid, which led to the brakes failing).
Organizational causes — A system, process, or policy that
people use to make decisions or do their work is faulty
(for example, no one person was responsible for vehicle
maintenance, and everyone assumed someone else had
filled the brake fluid).

>

=

o

The 5 Why'’s

63

64

Define the problem

5StepstoRCA [

Collect the data

v

Identify possible causal factors

Identify Root Cause

¥

Recommend & Implement solutions

65

66
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e ECKLIST Checklist
Manifesto

Dr. Atul Gawande

The Checklist:

“A strategy for overcoming failure, one that
builds on experience and takes advantage of the
knowledge people have but somehow also makes
up for our inevitable human inadequacies.”

“They remind us of the minimum

How do necessary steps and make them explicit.”
Checklists
Work? “They not only offer the possibility of

verification but also instill a kind of
discipline of higher performance.”

12
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2001 Dr. Peter
Pronovost a critical
care specialist at
Johns Hopkins
Hospital developed
a checklist for
putting in a central

e Who Used
A Checklist?

1960s Nurses
began to use
Checklist to record
Vital Signs in
hospitals

After 15 months
He tracked the found that the
results for a year checklist had
and found the prevented 43
infection rate went infections and 8
from 11% to 0. deaths and saved
2Million in costs

IIII

Michigan Health and Dr. Gawande was asked
Hospital Association by World Health

asked Provost to help Organization to help
them initiate this develop a surgical .
checklist checklist International team of researchers

Who Was working with the “WHO Safe
Ived? Surgery Saves Lives” developed and
Involved? tested the surgical safety checklist in
8 hospitals in 8 countries

The findings were published

76

73 74
75

Prevention of Surgical Errors Best Practices in Medical: by Solving our Patients Problems

¢ The Study involved 4,000 patients in 1. Consistency

diverse populations and variety of Protocols &
economic conditions X 2. Efficiency
. Checklists
¢ Mortality rates were reduced by half and .
complications by 1/3™ after the checklist Create: 3. Accuracy
was implemented
4. Empathy
77 78

13
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CMS Rules regarding Medical Errors What Are "Never Events”?
¢ 2007 Medicaid funds will be denied for treatment of * Foreign object retained after * Burns
preventable errors, injuries and infections surgery « Electric Shock

* 2011 expansion of rule prohibits use of Federal Medicaid Air embolism

Catheter-associated urinary

funds to pay doctors and hospitals for treatment of services « Blood incompatibility tract infections
", ”
related to “never events”  Stage 3 and 4 pressure ulcers * Vascular catheter-associated
¢ The 2011 changes also say the bills cannot be transferred to . infection

Falls and Ti
the beneficiary alls and Trauma

Crushing injuries

. . . . Fractures and dislocations
« States were given until July of 2012 to implement this new

CMS policy * Intracranial injuries
79 80
" 4 o ”
Never Events Never Events
Manifestations of poor glycemic control: Surgical site infection following:
« 1. Diabetic Ketoacidosis * 1. Coronary artery bypass graft * 6. Orthopedic procedures
* 2. Nonketoacidosis (CABG) — Mediastinitis * 7.Spine
* 3. Nonketotic Hyperosmolar coma « 2. Bariatric Surgery * 8. N:Ck|d
4. Hypoglycem{c coma . o * 3. Laparoscopic gastric bypass 3.5 Iobu er
* 5. Secondary d!abetes w!th ketoacidosis . « 4. Gastroenterostomy 10. Elbow
* 6. Secondary diabetes with hyperosmolarity « 5. Laparoscopic gastric restrictive
surgery

81 82

“Never Events”

* Deep vein thrombosis (DVT)/pulmonary embolism (PE)
following total knee replacement or hip replacement —
with pediatric and obstetric exceptions

* Surgery on the wrong patient, wrong surgery on a patient,
and wrong-site surgery

e e |
83
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CMS rule on “Never Events”

* The new Medicaid policy also allows states the option of
expanding the nonpayment policy to nursing homes and other
healthcare settings and to add other types of never events

* It is expected that this policy will improve pt care and save an
est. $35billion between 2011 and 2017
o (Kaiser Health News, 2011)

The Scope of the Problem

2001 Florida Legislature passed the law regarding Medical Errors
required course

85

86

Florida Medical Errors
Requirement

Statute 64813-5.001

« “Licensees are required to complete a 2-hour course relating to
prevention of medical errors as part of the licensure and renewal
process. The course shall be approved by the Board and shall include a
study of root-cause analysis, error reduction and prevention, and
patient safety.

..The 2-hour course shall count towards the total number of continuing
education hours required for licensure renewal.

“IF the course is being offered by a facility licensed pursuant to Chapter
395, 5., for its employees, the Board approves 1 hour of the 2-hour
course to be specifically related to error reduction and prevention
methods used in that facility.”

2010 Study from Department of
Health and Human Services

1in 7 Medicare recipients is harmed by:

* Hospital acquired infections

* Poorly administered medication

* Faulty bedside care during in-hospital medical
care

* Combined these account for an estimated
180,000 deaths annually

* This represents only 0.58% of all annual hospital
admissions (which are in excess of 33 million)
per year

87

88

The Scope of the Problem

+ 1in 3 people who enter a U.S. hospital will experience an adverse event (an injury
or illness from a medical error) (Classen et al., 2011)

« Every week in the U.S. there are 40 wrong-site or wrong-patient surgeries
performed ( Dentzer, 2011)

In 2008, nearly 2 million people were harmed by adverse drug events (medication
side effects or the wrong type or wrong dose of medication)(AHRQ,2011a)

.

In Florida, 168 patients died in 2010 and another 386 were victims of serious
mishaps, including medication errors, wrong-site surgeries, and foreign objects
such as tools or sponges left behind after operations (Sun Sentinel, 2011)

Research on Why Humans
Make Errors

1.  Active Errors:

« Tend to occur at the level of the individual, and
their effects are felt almost immediately

- (Reason, 1990)

89

90
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There are Two Types of
Errors

2. Latent Errors:

* These are more likely to be beyond the control of
the individual, that is, they are errors in system
or process design, faulty installation or
maintenance of equipment, or ineffective
organizational structure.

The effects of these errors may not appear for
months or even years, but they can lead to a
cascade of active errors, ending in catastrophe

9]
‘“‘ “ @ 0 Factors that Increase the
U ® & RiskofErrors

“".v \'6 * Fatigue

Alcohol and Drugs

f
¢

lliness

5

.
L
(

Inattention or Distraction

Emotional States

Unfamiliar situations or problems

Equipment Design flaws

Inadequate labeling or instructions

© Copyright 2014 Ditinctive trategies and Leadership AllRights Reserved

Reduction of Medical
Errors

1. Recall
2. No-Show

3. Technology

4. Communication

95

Factors that
Increase the
Risk of Errors

92

Mayo Clinic & American
College of Surgeons Study
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Mayo Clinic & American
College of Surgeons Study
* 8.9% of participating U.S. surgeons reported the

belief that they've made a major medical error
within last 3 months

* 1.5% believe their error resulted in a patient’s
death

« Suicide ideation doubles in that 3-month window,
depression triples amongst these physicians

« Studies also find a strong link with burnout in these
physicians

Mayo Clinic & American
College of Surgeons Study

4 * 70% of surgeons attribute their major
f v medical error to:
. N

o Lapse in judgement

o Stress/burnout

o Lapse in concentration
o Fatigue

* Strategies to reduce emotional distress
and burnout are the most effective at
reducing medical errors

97 98
Factors Affecting Physician Professional
Satisfaction and Their Implications for Patient
!l“ E'l M Cata IVSt 'lu Iy 2 1’20 16 ” Care, Health Systems, and Health Policy
Getting Back to Medicine as a Community RAND Study
* Key Drivers Preventing Burnout:
* Finding meaning that from our work
+ What are the contributors to that meaning, and what are the things that Finally, our finding that physicians are more satisfied when they perceive that
maybe erode that meaning? they are meeting their patients’ needs by delivering high-quality care and
. . . . dissatisfied when they perceive barriers to delivering high-quality care suggests
COMPASS groups (Colleagues Meeting to Promote and Sustain Satisfaction) an additional way of thinking about the relationship between physician
* 6-10 physicians meet every other week for an hour to discuss a short professional satisfaction and the quality of care that patients receive. Aside
curriculum intended to reduce isolation and engage with peersand from viewing better patient care as a potential consequence of better physician
colleagues with topics relevant to their experience, relevant to well-being, professional satisfaction, it may be useful to think of physician dissatisfaction,
with an idea of focusing on that meaning driver of burnout when it is caused by perceived quality problems, as an indicator of potential
« 97% approval score delivery system dysfunction.
99 100
1. To Erris Human: Building a Safer Health System
i i . st
Hot oﬁ-‘ the Press (2015) 2. Crossing the Quality Chasm: A New Health System for the 21
Century
3 in this series by Institutes of Medicine: -This report defines quality care broadly and sets out a vision to close
" ) R L. ” the gap between quality care and what care patients actually
Improving Diagnosis in Health Care receive
3. Improving Diagnosis in Health Care
Institute of Medicine:
Quality Chasm Series
101 102
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“Improving Diagnosis in Health Care”

Errors
n * 473 pages outlining errors in
Diagnosis diagnosis and the committee's

recommendations for improvement

Data regarding Errors in Diagnosis

* 5% of U.S. adults who seek outpatient care
each year experience a diagnostic error

Postmortem exam research spanning
decades has shown diagnostic errors
contribute to approximately 10% of deaths

Medical record review suggest diagnostic
errors account for 6 - 17% of hospital
adverse events.

Errors in Diagnosis Errorsin Diagnosis
« Diagnostic errors are the leading type of paid medical malpractice Poor attention has been given because:
claims « Data is sparse
« Diagnostic errors are almost twice as likely to have resulted in the * Few reliable measures exist
° ]
patient's death compared to other claims « Often error found only in retrospect (few autopsies in US)
* The committee concluded that most people will experience at least . . .
- - ] e f : ) Unique because patients are central to the solution
one diagnostic error in their lifetime, sometimes with devastating
consequences. Diagnosis is a collaborative effort
* The committee concluded that most people will experience at least * Video of Dallas hospital misdiagnosing Ebola
one diagnostic error in their lifetime, sometimes with devastating
consequences
COMMENTARY Errors in Diagnosis:
Being a Patient Is Still Hazardous to Your Health Gaining Broad Public Attention
George D. Lundberg, MD
June 28, 2021 -
Hoiw safe is it to be a patient in the United States today? Compared with what? Being a patient in another country? It
depends on the country. Compared with not being a patient? Not very safe at all
Being a patient can be hazardous 1o your health. | first recognized that fact at the autopsy table even before medical school
A young child in Tuscaloosa, Alabama, dead after a in 1953, her own blood. As
a pathology resident in San Antonio from 1958 to 1962, | autopsied many patients with cancer who were killed by their
chemotherapy treatment, not by their cancer.
So, are we more safe? | don't know. Have we created the necessary “culture of safety™ | would have to answer with
resounding NO.
As long as the medical (meaning, non-forensic) autopsy remains vanishingly rare in most American hospitals, not only will
we not know, but worse, the culture does not want to know. My question to the hospital industry has always been, "How do
you evaluate the quality of care given to your sickest patients, the ones who die?” Until the instant answer is autopsy and
medical mortality review, there will be no culture of safety.
And for the non-dead, imagine consulting an American physician today with the principal complaint of pain, and almost
atways walking out of the doctor’s office without a preseription for some opioid. Any exposure to an opioid begins an upward
linear likelihood of addiction. While we have made major progress since its catastrophic peak in 2012, in 2018 there were  _|
still 46 opioid prescrip per 100 Americans, with huge geographic variance. Far too many. Unsafe at any dose.
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Top alleged medical error named in claims where the patient expired (Physician Insurers
Association of America (PIAA) Data Sharing Project Data 1985-2009, Physician Insurer, Vol 55,

Errors in Diagnosis

Errors in Diagnosis Most commonly reported system failure resulting in errors of

| [
[ | [ diagnosis:
Improper Performance 1 | * Inadequate coordination of care and teamwork
Failure to Supervise or Monitor Case o (Singh et al., 2010)
Failure to Recognize a Complication of
Treatment
Medication Errors

0% 5% 10% 15% 20% 25%  30%

e e e S|
109 110

Hosts of Flip or Flop (Before Jan 2017) Hosts of Flip or Flop

111 112

Report Highlights:

*We need training in clinical
reasoning, teamwork and
communication

Errors in Diagnosis

Most frequently found in the testing phase:

* Improvements needed in HIT : Fa!Iure to order labs

« Development of better data Fa!Iure to report lab rc?sults
collection processes to monitor * Failure to follow up with lab results
errors is needed

* Development of organizational
culture that values open
discussion and feedback on Physical exam
diagnostic performance needed.

Clinical Assessment

History taking

Referral or consultation errors or delays

© Copyright 2014 Ditinctive trategies and Leadership AllRights Reserved
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“The Incidence of Diagnostic Error in
Medicine” by Mark L. Graber

The most fundamental principle of
performance improvement is that “You
can’t fix what you don’t measure”.

Efforts to begin addressing the diagnostic
error must begin with measurement. In no

How to Identify Errors in Diagnosis

1. Use trigger tools

2. Encourage and facilitate voluntary prompted
reports from patients

3. Encourage and facilitate error reporting from

area of patient safety is this need more physicians

acute than in trying to identify the true

incidence of DE and the harm associated

with them.

Qualitysafety.bmj.com
115 116
Most Common Malpractice Cases in Optometry

How to 1) Failure to diagnose Retinal
Prevent Detachment
Errors in 2) Failure to detect Glaucoma
0ptometry 3) Failure to detect Tumor

117

4) Failure to warn of seriousness of the
disease Glaucoma and AMD

118

Technology &
Integration

© Copyright 2014 Distinctive Srategies and Leadership Allights Reserved

What Types of
ScreeningTests: |  [ENlg
i

OHTS:  84% of Disc Hemes not seen until photos

Pupils: ~ Asymmetry diagnostic for glaucoma'

Photos

Fields:  Screening allows early detection

OCT:  Decrease prevalence 38% in at risk population

119
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e )
Disc Cube 200x200 0D @ [® 05

Screening Tests

Review Measurements with Patients

121 122
Interactive Guided Progression Analysis (GPA) Interactive Guided Progression Analysis (GPA)
e = A - Baseline visual fields e —
B - Glaucoma Hemifield Test
F C - Current visual field 7 = = e =~
T - i D - GPA / Deviation from Baseline e B -
o (Event Analysis) all s i
o E - GPA Alert b METOOC P
F - VFI plot: Visual Field Index 2! - : pome -
Display of the Trend (3-5yrs) N T
under current conditions £l 8- -3 I
(Trend Analysis) . = . .
“ G - VFI Bar: Remaining useful H G
= vision ‘ = = ——
H - Rate of Progression / gl
Significance "‘ H :
123 124
Medication Errors Medication Errors
‘ In any given week four out of every five
‘ U.S. adults will use prescription . .
4 medicines, over the counter drugs, or Medication Error Defined:
dietary supplements of some sort, and
nearly one third of all adults will take five . .
or mgre different medications Any preventable event that may cause or lead to inappropriate
medication use or patient harm while the medication is in the
control of the healthcare professional, patient, or consumer.
125 126
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Medication Errors

Even in Optometr
P y Such events may be related to professional practice, healthcare

“*Post Op Pt: “Doc | am not happy, eye is products, procedures, and systems including:
still red, itchy, crusty”

* Prescribing * Dispensing
“Asked for the drops * Order communication * Distribution
“*Oh yeah, | have bugs in my drops . L .
Y g y drop * Product labeling ¢ Administration
| told you we needed an exterminator . .
* Packaging * Education
* Nomenclature * Monitoring and Use

* Compounding

e e e S|
127 128

7 3: Medication

Medication Errors
Errors

Considered ADEs

S ,
Wait! | can’t read They most often occur in prescribing and administering and

it, and no one include:
speaks my *Omission errors
language *Improper dose/quantity errors

*Unauthorized drug errors

130

Medication Errors

* Omission Errors:
» Failure to administer an ordered medication dose.

» Fatal medication errors are most common with anticoagulants
and antibiotics

* Improper dose/quantity Errors:
» Any medication dose, strength, or quantity that differs from
prescribed

e e |
131 132
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Medication Errors

* Unauthorized Drug errors:

o The medication dispensed and/or administered was not
authorized by the prescriber

o This category includes dispensing or administering the
wrong drug

133

Fales&Fales, PA.

hainsaine AP Can | Sue for
R Being Given
i e the Wrong

thu'i‘tht.BotTnmrltin?? o - Drug?

134

Medication Errors

When all types of medication errors other
than errors of omission are taken into

. || account, a hospital patient can expect on
average to be subjected to more than one
medication error each day

The error rate is even higher in long-term
care facilities
« (IOM Brief July 2006)

135

ISMR)
e T

Start the New Year Off Right by Preventing
These Top 10 Medication Errors and Hazards

2020 Top Medication Errors

136

Even in Optometry

Pt developed Glaucoma from use of
steroid cream daily on upper eyelid for
two years

2014 Distinctive Strategies and Leadership Allights Reserved

Even in Optometry

«»*Pt’s iritis not improving after
treatment for 2 days with Homatropine
and Predforte (in wrong box)

2014 Distinctive Strategies and Leadership Allights Reserved
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“As a former nurse, trauma surgeon,
. . and public health director [I realized]
How to Prevent Medication Errors there was a wall between us and the
people we were trying to serve.

Six Rights:

. . Health care professionals do not
1. Right patient recognize that patients do not
2. Rightdrug understand the health information we
3 Right dose are trying to communicate.

. Dr. Richard C: s
4. Right dosage form We must close the gap between what ¥ Richard tarmona

S Former U.S. Surgeon General

5. Right route health care professionals know and

) ) what the rest of America - mentioned health literacy in 200 of last
6. Righttime understands.” 260 speeches

139 140
Hidden Barriers to
Communicating with Patients
Health theracy: Clients/Patients:
Hidden Barriers Education/Literacy/Language
and . .
. . Health Literacy: The capacity to
Practical Strategles « Obtain, process, understand basic health information
and services
« Make appropriate health care decisions (act on
information)
« Access/navigate health care system

141

142

Using a Health Literacy Universal
Precautions Approach

Structuring the delivery of care as if everyone may
have limited health literacy
*You cannot tell by looking
* Higher literacy skills # understanding
* Anxiety can reduce ability to manage health information
* Everyone benefits from clear communications

143

National Assessment of
Adult Literacy

» National assessment of health literacy
skills of US adults

» Assessed both reading and math skills

«  Focused on health-related materials
and tasks

« 36% of adults were identified as
having serious limitations in health
literacy skills

144
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IOM Report on Health Literacy

e Health information is unnecessarily complex

« Clinicians need health literacy training

Healthy People 2020 Improve health
communication/health literacy

Joint Commission (1993)

« Patients must be given information they understand

5o e S|
145
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| Florida Health Literacy Scores
o Swte: Florda Census Block:
County: Paim Beach Score: NA

Percent basic or below basic: NIA
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Health Literacy Data Map ¥

146

Suggest

Hand out

Educate

Emphasize

Suggest to your patient the use of the same
pharmacy at all times

Use E-Prescribing and pre-populate the information
for your most ly prescribed Jicati

Hand out medication cards to patients

Educate patients

Emphasize dose adjustment in children and elderly

RECOMMENDED TREATMENT:

e Drge e Br Inarecsns i

HOW DO | KNOW IF | HAVE GLAUCOMA?

WHAT MUST 1 DO NOW THAT | HAVE BEEN DIAGNOSED?

25
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Claucons Paticnt Care Agreement

Prevention

=Remember that Falls are considered a medical error

=Assess each patient for risk of falls
= i.e. Over 65 y.0. (1/3 of these pts suffer falls each year)

=Assess your office daily for risk for patients falling including
walkways and entries

=Evaluate chairs for stability and risk for falls

151 152

Malpractice and How to Avoid it

Put patients needs over all else (insurance and doctor needs)
Do not make the findings fit the diagnosis
Insist that everything make sense

Do not disregard patient complaints

Malpractice and How to Avoid it

Document!

Dilate!
Fields!

Be consistent in data collection and examination

©° N

10. Be complete in data collection and examination

e WS R

Check drug facts and print medical rx’s or e-prescribe

153 154

Don'’t forget

Cases in Optometry

«»*Brain Aneurysm

Monitor Corneal Infiltrates

«“*Contact lens patient and Retinal Follow up after starting Steroid drops

Detachment

. Don’t miss Giant Cell Arteritis or result could be blindness
“*Red eye and Red eye remover

“*Graves Disease Optic Atrophy assume tumor

CN 111 palsy: 20% die within first 48 Hrs.

156
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Video: Dr.
Atul

VGawande

Thank Youl!

APRIL JASPER OD, FAAO
DR@APRILIASPER.COM
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