Table of Contents

INTRODUCTION ...cciciicrunnnnsnsnnsnnsnssnssnssnsnssnssnsnnsnssnsnnsnnsnsnnnnnnnnnns 1
2016 JOHNS HOPKINS STUDY ..cciucciremmrammmansmsasmsasmsassssssssssssassssssssssssnsssassssnsssnnsnnnnnns 2
COMMON CAUSES OF MEDICAL ERRORS .....cctvevumsassmsnnsnnsnssnnnnnnnnns 3
COMMON MEDICAL ERROR TERMINOLOGY ..civcvarsarsnsnnsnnsasnnnnnnnnnns 4
MEDICAL ERRORS — A CLOSER LOOK .....ccvurvesnmsnnsassnsnnsnnsnsnnnnnnnnns 5
CATEGORIZING THE FOUR TYPES OF MEDICAL ERRORS ......cccccmtremmmncsmsnsmsnssnansnnnnns 5
COMMONLY ENCOUNTERED MEDICAL ERRORS......cccccttumtmanmmsnsmsnsssassssssssnsssassnnnsnnnnns 6
Surgical or Invasive Events .......c.ccviiiminmss s sns s s s snnsnnsnnnsnnnnnns 6
Care Management Events ........cccciiiminieni s sss s sssn s snmsnna s nnnnsns 6
Patient Falls v e 7
Delay N TreatmENt oottt 7
Medication ManagemMeEnt ... 8
INfeCtion Related ... i e 10
Protection EVents .....ccciiiiiimmiemmsesmnsesmsasnsasssssssssssssansssansssnnssnnssnnnnnnnns 11

R 1T o'« = 11
Environmental Events.....cciiiciiiiiiiimisns s ssssssssasssssssssnsssanssnannnnnns 12
FIVE MOST COMMON MEDICAL ERRORS IN FLORIDA.......ccccctimmmmmmmmansmsnsssnsssansnannss 13
PREVENTING MEDICAL ERRORS ...i.cictictnssassensnsnssassnsnnsnssnnnnnnnnns 13
WORKPLACE CULTURE ....cccctiiiniiesmrasssss s snsasssasssassssnsssssssansssansssnsssanssannssnnsnnnnnns 13
EMPLOYEE COMPETENCY ..ciicciiicticsmssmnasmsassmassssssmsssssssssssssssssssssssssssssssnsssnnsnnnsnannss 13
CONTINUOUS TRAINING ..icciiuciiucmmasmrassmassmsssmsssmsssssssssssssssssssssssssssnsssssssansssnnssnnnnns 14
QUALITY CONTROL MEASURES ....cccctumtimmrasmammsnmsnssassassasssnssassassanssnssassansansanssnnsansans 14
COMMUNICATION .ecuiueuiumemsesmras s s smss s ssnsssmssssnsssssssssssssssssssssssssssssssssssssssnssnnnnnns 14
CHECKS AND BALANCES ....cctiuciiuciiasmrasmrassmsssmsasmsasssssssssssssssssssssssssnsssssssansssnssnnnnnns 14
INVESTIGATING MEDICAL ERRORS WHEN THEY OCCUR ......cc0xuet 14
ROOT CAUSE ANALYSIS ...cciuictiucmmnnsmnsmnasmnsssmsssssssmsssssssssssssssssssssssssssssssssssnssssssnsnnss 15
The General ProCeSS ...iiciiimiiisiintmssmmsssmsassmsassssassssssssansssansssnnsssnnsnnnnss 15

i www.4CEUINC.com



Steps In A Root Cause ANalySiS ..ccuvueiiiirinerrsmrsnsssassssassssnssssnsssansssannns 16

Preparing for the Root Cause ANalysSis .....ooviiiiiiiiiii i e 16
Determine Proximate and Underlying CausSes......coiviiiiiiiiiiiiiii i eiiaeeaas 16
Identifying ROOL CalsSeS uuiiiiiiiiiiii it e e e e e e a e e aaneans 16
Designing and Implementing a Corrective Action Plan for Improvement....... 16
Diagramming the Root CausSe ...cccciiiiiiitiiimimsmsrssssssnssssssnnnssssnnnnnnnns 16
KEEPING YOUR PATIENTS SAFE....ccictictirtassannnsassassnsnnsnsnnnnnnnnnns 17
SPECIAL ATTENTION FOR THOSE THAT ARE VULNERABLE..........cseverimmamsassasansasss 17
NATIONAL PATIENT SAFETY GOALS ....cocctiemmnmmnmmsmmsassassanssnssassansanssnssnssansanssnssnnnnnss 18
SPEAK UP CAMPAIGN ..oiciiiiinmmemnssrasmssmsssssssssssssssssssssssssssssssssssssssssssssssssanssnssnnsnnnans 19
20 TIPS TO HELP PREVENT MEDICAL ERRORS......c.ccuvmmummmssnssnmsnnssnssnssnssnnsansnnsnnnss 20
CONCLUSION ...ciciicnnsnassasansassassnsassassassnsansnssnsnnsnssnssnsnnsnsnnnnnnnns 20
APPENDIX iuciuiictuicsassassassnsansassnssssassssssssnssssassnsansassnsansnnsnsnnnnnnns 20
Appendix 1: 2020 - SUMMARY OF SENTINEL EVENT DATA ....ccccrtmmassarumsassassnsansnss 20
Appendix 2: 20 TIPS TO HELP PREVENT MEDICAL ERRORS.........ccctvemmmansansnsansans 20
REFERENCES .. ..cciciiiiiciatnasassassassnsansassassnsassassnsansassnsnnnnnnnnnnnnnnns 25

i www.4CEUINC.com





