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AAnnddrreeww  SS..  GGrroossss,,  DDOO,,  FFAACCOOFFPP  

MMiigguueell  LLoobb,,  PPhhaarrmm..DD..  
  
  
1.1.  Improving  our  Patient’s  Care  Improving our Patient’s Care
  
2.2.  The  Florida  Required  Curriculum:    “Two  Hour  Prevention  of  Medical  Errors”  course  The Florida Required Curriculum: “Two Hour Prevention of Medical Errors” course

  
3.3.  Investigating  Causes  of  Failures  &  Mishaps  Investigating Causes of Failures & Mishaps

--  Root  Cause  Analysis  Root Cause Analysis
--  Amendment  7:    A  New  Issue  for  Peer  Review!  Amendment 7: A New Issue for Peer Review!
  

4.4.  Error  Reduction  and  Prevention:    Evolving  to  be  Better  Physicians    Error Reduction and Prevention: Evolving to be Better Physicians
--  Continuing  Medical  Education:  Continuing Medical Education:
--  Quality  Assurance  and  Peer  Review.  Quality Assurance and Peer Review.
--  Managed  Care  Reviews.  Managed Care Reviews.
--  Preventing  MisunderstandingsPreventing Misunderstandings    
--  PPrreessccrriippttiioonn  LLeeggiibbiilliittyy  RRuullee--  FFlloorriiddaa  SSttaattuuttee  SSeeccttiioonn  445566..4422  
““LLeeggiibbllyy  PPrriinntteedd  oorr  TTyyppeedd  ssoo  aass  ttoo  bbee  ccaappaabbllee  ooff  bbeeiinngg  uunnddeerrssttoooodd  bbyy  tthhee  
pphhaarrmmaacciisstt  ffiilllliinngg  tthhee  pprreessccrriippttiioonn..””  
CCoonnttaaiinn  nnaammee  ooff  pprreessccrriibbiinngg  pprraaccttiittiioonneerr..  
CCoonnttaaiinn  nnaammee  aanndd  ssttrreennggtthh  ooff  ddrruugg  pprreessccrriibbeedd..  
QQuuaannttiittyy  ooff  ddrruugg  iinn  tteexxtt  aanndd  nnuummeerriiccaall  ffoorrmmaattss..  
DDaattee  wwiitthh  mmoonntthh  wwrriitttteenn  oouutt  iinn  tteexxttuuaall  lleetttteerrss..  
SSiiggnneedd  bbyy  tthhee  pprreessccrriibbiinngg  pprraaccttiittiioonneerr  oonn  tthhee  ddaattee  wwrriitttteenn..  
  

5.5.  Joint  Commission  (JCAHO)  is  focusing  on  compliance  of  avoiding  use  of  
“unapproved”  abbreviations.  
Joint Commission (JCAHO) is focusing on compliance of avoiding use of
“unapproved” abbreviations.

  
6.6.  Computers  Help  Reduce  Errors!  Computers Help Reduce Errors!

--  Electronic  Medical  Records  and  Hospital  Computerized  Order  and  Record  
Systems  are  improving  quality  and  reducing  errors.  
Electronic Medical Records and Hospital Computerized Order and Record
Systems are improving quality and reducing errors.
  

7.7.  Diagnostic  Inaccuracies  and  system  failures  Diagnostic Inaccuracies and system failures
--  Timely  Screening  Exams  and  Drug  Monitoring  Timely Screening Exams and Drug Monitoring
--  Follow-up  Visits  Follow-up Visits



--  Are  you  aware  of  results  of  pending  studies  that  aren’t  available  at  your  visit  
or  time  of  hospital  rounds?  
Are you aware of results of pending studies that aren’t available at your visit
or time of hospital rounds?

--  Use  of  Clinical  Guidelines.  Use of Clinical Guidelines.
--  Use  and  Follow-up  of  Consultants.  Use and Follow-up of Consultants.

  
8.8.  Creating  Safety  Systems  in  the  Office  Creating Safety Systems in the Office
9.9.  Creating  Safety  Systems  in  the  Hospital    Creating Safety Systems in the Hospital

--  2009  National  Patient  Safety  Goals  Critical  Access  Hospital  Program  Joint  
Commission  goals  for  patient  safety  
2009 National Patient Safety Goals Critical Access Hospital Program Joint
Commission goals for patient safety

  
AArree  aavvaaiillaabbllee  ffrroomm  tthhee  JJooiinntt  CCoommmmiissssiioonn  WWeebbssiittee::  
  

http://www.jointcommission.org/PatientSafety/NationalPatientSafetyGoals/http://www.jointcommission.org/PatientSafety/NationalPatientSafetyGoals/
09_hap_npsgs.htm09_hap_npsgs.htm  
  

--  2008  National  Patient  Safety  Goals  2008 National Patient Safety Goals
--  GGooaall  11))  IImmpprroovvee  tthhee  aaccccuurraaccyy  ooff  ppaattiieenntt  iiddeennttiiffiiccaattiioonn..  
--  GGooaall  22))    IImmpprroovvee  eeffffeeccttiivveenneessss  ooff  ccoommmmuunniiccaattiioonn  aammoonngg  ccaarreeggiivveerrss..  
--  GGooaall  33))    IImmpprroovvee  ssaaffeettyy  ooff  uussiinngg  mmeeddiiccaattiioonnss..  
--  GGooaall  44  ––  66))  NNoo  lloonnggeerr  aappppllyy..  
--  GGooaall  77))  RReedduuccee  tthhee  rriisskk  ooff  hheeaalltthh  ccaarree--aassssoocciiaatteedd  iinnffeeccttiioonnss..  
--  GGooaall  88))  AAccccuurraatteellyy  aanndd  ccoommpplleetteellyy  rreeccoonncciillee  mmeeddiiccaattiioonnss  aaccrroossss  tthhee  
      ccoonnttiinnuuuumm  ooff  ccaarree..  
  --  GGooaall  99))  RReedduuccee  tthhee  rriisskk  ooff  ppaattiieenntt  hhaarrmm  rreessuullttiinngg  ffrroomm  ffaallllss..  
--    GGooaall  1100  ––  1122))  NNoo  lloonnggeerr  aappppllyy..  
--  GGooaall  1133))  EEnnccoouurraaggee  ppaattiieennttss’’  aaccttiivvee  iinnvvoollvveemmeenntt  iinn  tthheeiirr  oowwnn  ccaarree  aass  aa  
ppaattiieenntt  ssaaffeettyy  ssttrraatteeggyy..  
--  GGooaall  1144))  NNoo  lloonnggeerr  aapppplliieess  
--  GGooaall  1155))  TThhee  oorrggaanniizzaattiioonn  iiddeennttiiffiieess  ssaaffeettyy  rriisskkss  iinnhheerreenntt  iinn  iittss  ((ppaattiieenntt))  
ppooppuullaattiioonn..    ((TThhiiss  rreeqquuiirreemmeenntt  oonnllyy  aapppplliieess  ttoo  ppssyycchhiiaattrriicc  hhoossppiittaallss  aanndd  
ppaattiieennttss  bbeeiinngg  ttrreeaatteedd    ffoorr  eemmoottiioonnaall  aanndd  bbeehhaavviioorraall  ddiissoorrddeerrss  iinn  ggeenneerraall  
hhoossppiittaallss))  
--  GGooaall  1166))  IImmpprroovvee  rreeccooggnniittiioonn  aanndd  rreessppoonnssee  ttoo  cchhaannggeess  iinn  aa  ppaattiieenntt’’ss    
ccoonnddiittiioonn..  
  

10.10.  Creating  Safety  Systems  in  the  ECF    Creating Safety Systems in the ECF
  
11.11.  Florida’s  Five  Most  Misdiagnosed  Conditions  Florida’s Five Most Misdiagnosed Conditions

a.a.  Wrong  Site  or  Wrong  Patient  Surgery    Wrong Site or Wrong Patient Surgery
b.b.  Cancers  Cancers
c.c.  Cardiac  Conditions  Cardiac Conditions
d.d.  Timely  Diagnosis  of  Surgical  Complications  Timely Diagnosis of Surgical Complications
e.e.  Failing  to  Diagnose  Pre-existing  Conditions  prior  to  prescribing  

contraindicated  medications.  
Failing to Diagnose Pre-existing Conditions prior to prescribing
contraindicated medications.

http://www.jointcommission.org/PatientSafety/NationalPatientSafetyGoals/09_hap_npsgs.htm
http://www.jointcommission.org/PatientSafety/NationalPatientSafetyGoals/09_hap_npsgs.htm

