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Purpose and Course Objectives

Review Florida statutes regarding the medical error prevention requirement for licensure

Learn the principles and application of Root Cause Analysis (RCA)

Identify types of medical errors

Implement error reduction strategies 

Recognize vulnerabilities in special patient populations

Apply jurisprudence considerations where relevant to avoid legal consequences

Satisfy the licensure requirement of Florida

Florida licensure requirements for Medical Errors

The 26-day Nightmare of University Hospital

Wednesday Feb. 15, 1995 

A doctor performed arthroscopic surgery on the wrong knee of a 
female patient. After discovering the mistake, the surgeon operated 
on the other knee.

Monday February 20, 1995 

Willie King  51-year old diabetic patient with a disease ridden right 
foot awoke from  surgery to discover his doctor amputated his left 
foot.  

On March 16, 1995

A woman who gave birth by Cesarean section was partly sterilized 
before doctors realized that she had not requested or authorized 
the procedure.

On March 3, 1995

Leo Alfonso, a 77-year-old retired electrician, died when a 
technician mistook him for another patient and pulled a 
breathing tube from a tracheotomy hole in his throat. With one 
arm paralyzed and the other held down by restraints, Alfonso 
slowly suffocated, unable to call for help.

Sentinel event

In 1995,Ben Kolb, in Stuart, Florida was a seven-year-old boy had elective surgery to remove 
scar tissue and a benign tumor from his left ear. 

He was injected with the anesthetic lidocaine and epinephrine in preparation for the surgery. 

 His blood pressure shot up alarmingly. The surgical team stabilized him, and the boy's vital 
signs returned to normal; the surgeons proceeded with the case. Nine minutes later the child 
went into cardiac arrest. Following resuscitative efforts, the surgery was aborted, and the 
wound closed. He remained in a coma in the ICU till evening, then was transferred to a tertiary 
care center that specializes in pediatrics.

 The next day he died.



456.013 Department; general licensing provisions.

(7) The boards, or the department when there is no board, shall require the completion of a 2-
hour course relating to prevention of medical errors as part of the biennial renewal process. The 
2-hour course counts toward the total number of continuing education hours required for the 
profession. The course must be approved by the board or department, as appropriate, and must 
include a study of root-cause analysis, error reduction and prevention, and patient safety. In
addition, the course approved by the Board of Medicine and the Board of Osteopathic Medicine 
must include information relating to the five most misdiagnosed conditions during the previous 
biennium, as determined by the board. If the course is being offered by a facility licensed 
pursuant to chapter 395 for its employees, the board may approve up to 1 hour of the 2-hour 
course to be specifically related to error reduction and prevention methods used in that facility.

64B13-5.001 Hours Requirement.

"Father of Medicine"

Credited with coining the Hippocratic Oath

In Hippocrates's time it was thought that fever was a 
disease in and of itself.

He may therefore have been the originator of the idea 
"Feed a cold, starve a fever".

patients according to my greatest ability and judgment, 

Hippocrates of Kos

In 1847, the American Medical Association was founded. They went on to set uniform standards 

practice.

In the 1970s, courts began publishing standards of medical malpractice awards for the first time.

On average, only 6% of doctors are responsible for about 60% of all malpractice payments.

Historical Timeline

In 1794, the United States saw its first medical malpractice case. The plaintiff claimed a 
doctor promised to do an operation skillfully, but instead did the opposite.

 

National Statistics

there were up to 98,000 deaths annually due to hospital-based 
medical errors in the United States.

Salmasian, H ...The safety of inpatient health careN Engl J Med. 2023; 388:142-153



1999 Institute of Medicine
To Err is Human: Building a Safer Health System

The report "brought the issues of medical error and patient safety to the forefront of national 
concern".[2]

The report has been called "groundbreaking" for suggesting that 2 4% of all deaths in the 
United States are caused by medical errors.[3]

The report is credited with raising awareness of the extent to which medical error was a 
problem.[4]

The report described that errors were not rare or isolated, and only by broad planning could 
they be diminished.[4]

It also described that most errors are systemic in the health care industry, and cannot be 
resolved at the level of individual health care providers.[4]

The average jetliner seats between 150-500 passengers.

It would take nearly 3 jetliner crashes per day
over the course of the year to equate for the 
same loss of life as derived by medical errors!



247wallst.com

Reporting laws
Medical practice is generally regulated by the states

Mandatory vs. Permissive reporting

Mandatory reporting laws raise important ethical questions
They prioritize public and patient welfare
 Set aside both patient autonomy and the physician's duty to protect confidentiality;

Cause of death, Injury, infectious disease, Duty to warn (Tarasoff laws), elder abuse, perinatal 
substance abuse

Origin of Duty to Warn 

The Tarasoff case arose out a relationship between Prosenjit Poddar, a student at the University of California, 
Berkeley, and Tatiana Tarasoff, another student at the same school. Poddar had become enamored with 
Tatiana after a few dates.

 When Tarasoff declined his advances, Poddar underwent a severe emotional crisis and subsequently confided 
to his therapist, an employee of the University of California, his intentions to kill Tatiana, although she had left 
the country to study abroad.

 After her return, Poddar eventually murdered Tatiana Tarasoff. 

Neither she nor had parents had been warned by the therapist or the school, which formed the basis of the 
legal action.



Key Points of Florida Medical Error Reporting Laws

Mandatory Reporting
Healthcare providers must report certain types of errors, such as wrong-site 
surgeries, medication errors, or diagnostic mistakes, to the Florida Department of 
Health.

Timeframe for Reporting
The reporting of such errors must be done promptly, often within a specific 
timeframe, typically 15 days of the error being identified.

Penalties for Non-Compliance
Healthcare providers who fail to report medical errors may face penalties, 
including fines or loss of their medical license.

463.0141 Reports of adverse incidents in the practice of optometry. Effective January 1, 2014, 

The required notification must be in writing and submitted to the department by certified mail. 

The required notification must be postmarked within 15 days after the adverse incident if the adverse incident 
occurs when the patient is at the office of the licensed practitioner. If the adverse incident occurs when the patient 
is not at the office of the licensed practitioner, the required notification must be postmarked within 15 days after 
the licensed practitioner discovers, or reasonably should have discovered, the occurrence of the adverse incident.

(a) Any condition that requires the transfer of a patient to a hospital

(b) Any condition that requires the patient to obtain care from a physician

(c) Permanent physical injury to the patient

(d) Partial or complete permanent loss of sight by the patient

(e) Death of the patient

What is a medical error?

Errors are defined as "an act of commission (doing something wrong) or 
omission (failing to do the right thing) leading to an undesirable outcome 
or significant potential for such an outcome.

Model of Error 

Several holes or flaws exist 
within each individual layer of 
defense (the holes in each 
individual slice). 

Patient harm occurs only when 
circumstances arise that cause 
the flaws in each individual layer 
of protection (or holes in the 
cheese slices) to align in a way 
that allows an error to penetrate 
their defenses and reach the 
patient.



Types of Medical Errors

Adverse events

Latent errors

Execution errors

Active errors

Diagnostic errors

Medication (omissions, dosing and adverse drug event/reactions)

Healthcare associated infections (HAI)

Documentation/communication

Sentinel Event

A sentinel event is a type of never event that results in severe outcomes, such as death or 
permanent harm. These events signal the need for immediate investigation and corrective action. 
They may not always be preventable.

The Joint Commission reviews all sentinel which they require all member healthcare agencies to 
report.

Adverse events
An adverse event is defined as an injury that was caused by medical management rather than underlying 
disease.

Types  of adverse events

Preventable

Not Preventable

UC Davis PSNet Editorial Team | December 15, 2024

What is a near miss?   AKA potential adverse event or close call

A near miss is defined as "an event or situation that did not produce patient injury, but only because of 
chance.

In a near miss, an error was committed, but the patient did not experience clinical harm, either through 
early detection or sheer luck.



Adverse events

Not Preventable   Can include complications that arise from the natural progression 
of a disease or unexpected reactions to treatment that cannot be foreseen or avoided.

Worsening of a condition, like AMD or diabetic retinopathy

Recurrent retinal detachment following retinal surgery

UC Davis PSNet Editorial Team | December 15, 2024

Adverse events

Preventable Adverse Event   Care that falls below the standard of care in the community

   

Wrong lens implantation in cataract surgery

Improper surgical aseptic technique

Wrong laser settings in capsulotomy

UC Davis PSNet Editorial Team | December 15, 2024

Latent Errors- 
A latent error consists of intrinsic failures within the patient care process. 

Faulty, non-calibrated equipment

Poor referral tracking

Poor recall systems

Wet floors

Chairs on wheels

These errors may go unnoticed for a long time without adverse effects. Latent errors are 

  

 

An active error is a specific event that causes patient harm and involves the healthcare 
professionals providing some aspect of patient care.

Effects are felt almost immediately

Committed by people who are in direct contact with the patient



Execution Errors
Execution errors in healthcare refer to mistakes made during the implementation of a planned action.

Types of Execution Errors

Medication Errors: Incorrectly administering or prescribing medication.

Surgical Errors: Performing the wrong procedure or operating on the wrong site.

Diagnostic Errors: Failing to follow up on test results or misinterpreting them.

Treatment Errors: Not providing necessary treatments or providing inappropriate ones.

Wrong side surgery

Diagnostic Errors

Top  3 categories of errors in diagnosis in eye care 

Failure to diagnose a retinal detachment 

Failure to diagnose glaucoma

Failure to diagnose an oncologic issue

The #1 reason why diagnostic errors occur is failure to dilate the pupil!

The rate of diagnostic error in the United States  has been estimated to be 15%.

Advances in medical technology have not solved the problem of diagnostic error in medicine.

Diagnostic error is more difficult to define than other types of medical error.



The majority of diagnostic errors are due to: 

 Cognitive errors 

 Physician overconfidence

 Lack of educational initiatives ( continuing education)

Clinician's fatigue and distraction

Failure to consider alternatives differential diagnoses

Neglect of diagnostic testing follow-up

Attribution error

Availability 
Heuristic

Availability" is defined as the tendency to judge the likelihood of 
explanation for an event by the ease with which relevant examples come to 
mind. 

Clinicians will misattribute a general symptom as specific to a certain disease 
based on the frequency they encounter that disease in their practice.

Diagnostic Anchoring

Diagnostic anchoring, also known as anchoring bias. 

For example, getting stuck on the first few words of a chief complaint or patient history

Cc: Patient presents with a tender upper lid for the past three days



Confirmation Bias

Focusing on information that supports an initial diagnosis while ignoring 
contradictory evidence and failing to pursue alternative options.

Reduction in best corrected visual acuity in 
the absence of obvious ocular disease.

Must be amblyopia!!

A previous diagnosis influences decision making in future evaluations and may 
prevent considering alternatives. For example, large physiologic C/D ratios

The longer it says in the chart the more difficult it is to disprove

Validated particularly if entry is from a person with more experience



Avoiding Attribution  Errors 
Keep an open mind. We lock ourselves into a diagnosis, whether it is our own, from a previous 
examination, or is one proffered to us by someone else.

 Get your own history, and do a full exam with an open mind.
 Start at the top on the differential diagnosis.

 

If you have doubts, be ready to share them with the patient  sharing your uncertainty with your patients. 

Medication /Prescribing Errors

Can occur throughout the medication use system:

 When the drug is prescribed

 Entering the drug into a computer system

 When the drug is dispensed or prepared

 When the drug is taken

Medication/prescribing errors are the most common and preventable cause of patient injury.[1]

Prevalence of Medication Errors in the U.S.

The FDA receives over 100,000 reports of medication errors annually.

Approximately 41% of Americans have experienced a medication error, either personally or through someone they 
know.

10% of hospital patients will experience a medication error.

Oyebode F. Clinical errors and medical negligence. Med Princ Pract. 2013;22(4):323-33. [PMC free article] [PubMed]

www.uspharmacist.com/article/medication-errors-and-liability-issues 

Common causes of medication errors

 
 Lack of training of staff

 Poor or incomplete instructions in chart

 

 Poor patient understanding of the directions
       (hearing impaired, cognition)

 Confusing labeling to patients AND healthcare      
workers

 Increased workload and distractions



Medical errors in dosage and labeling

Ophthalmic Sound Alike Medications

Tobradex® (tobramycin + dexamethasone) Tobrex® (tobramycin)

Xalatan® (latanoprost)      Xalacom®(latanoprost + timolol maleate)

Cosopt® (dorsolamide HCl + timolol maleate) Trusopt® (dorsolamide HCl)

Refresh® (Polyvinyl alcohol + povidone)  Refresh Tears® (sodium carboxymethylcellulose)

About 25% of medication errors result from drug names that look or sound alike

Handwritten orders with illegible writing are contributing factors

Medications with topical ocular forms as well as systemic uses

Locations in close proximity in electronic order entry systems

Ointments and drop forms

PA PSRS Patient Saf Advis 2004 Dec;1(4):7-8.



Poor communication leads to medical errors
Inadequate or incorrect communication between patient, family and staff (hand-offs)

Poor and incomplete and delays in charting

Outdated information in charts (discontinued medications, old dosages)

Language barriers

Not informing patients of suspicious findings (elevated IOP)

Forgetting informed consent  (dilation, EW contact lenses, ocular medications e.g. steriods)

Unclear follow-up instructions

Using bold TALL man upper case lettering on sound alike drugs

  (e.g. buPROPion/busPIRone)

Have a second set of eyes checking prescriptions  (Staff, e-RX)

Use the five rights rule

 Right drug, right patient, right dose,  right route, right eye

Using generic names versus brand sound-alike

Using electronic prescription systems (using notification and alerts)

Ways to reduce medication errors

 Mistakes in optometric ophthalmic prescriptions
 
  Power 

  Brand

   Base Curve

  Wrong eye 

  Patient wearing old prescriptions never updated

  Labeling boxes (R and L)

 

Healthcare Associated Infections
As many as 1 in 20 hospitalized patients may acquire a healthcare-related infection!

The most prevalent infections are :

catheter-associated urinary tract infections

surgical site infections

hospital-acquired pneumonia

central line-associated sepsis

care-related skin and soft tissue infections

Trimethoprim polymyxin B provides excellent coverage for over 95 percent of MRSA strains!



Communication and Documentation Errors
Reasons for impaired communication include:

disruptive patient behavior

environmental distractions (e.g., cell phones and pagers)

cultural and language differences

hierarchy issues

personality differences 

socioeconomic variables, such as education and literacy

Communication errors during patient hand-offs can occur when incorrect information is passed 
to the receiving clinician or pertinent information is omitted.

Factors That Contribute to Medical Errors

Fatigue

Alcohol and drug use

Illness

Inattention or Distractions

Emotional state

Unfamiliar environment (multiple offices with different equipment , EHR or staff)

Handwriting

Fatigue

Current workload trends

Excessive workload and an unfavorable work environment contribute to physician burnout.  

High patient volumes

Administrative tasks

Limited control over work schedules



Root Cause Analysis (RCA)

Definitions and purpose

The purpose of root cause analysis (RCA) is to identify the 
underlying causes of problems or incidents in order to implement 
effective solutions and prevent future occurrences. 

It helps organizations address the real issues rather than just 
treating the symptoms, leading to more efficient operations 
overall.

Determining the Root Cause Analysis (RCA)

Key Objectives

Identify Problems: Helps organizations clearly define and understand the problems they face.

Determine Root Causes: It distinguishes between root causes and contributing factors

Prevent Recurrence: Aims to implement solutions that prevent similar issues from happening in the future.

Benefits of Root Cause Analysis

Improved Patient Care: Leads to better solutions, enhancing patient satisfaction.

Cost Efficiency: Reduces the likelihood of recurring issues, saving time and resources.

Enhanced Training: Leads to fewer errors and better service.



When a problem occurs, ask five times in order 
to find the source of the problem, then put into place 
something to prevent the problem from recurring.

Applying the 5 whys
1. Why did the corneal burn occur?
 Hydrogen peroxide touched the corneal epithelium for a sufficient time and quantity 

2. Why was there hydrogen peroxide on the tonometer tip?
 The office was out of alcohol pads and the technician used H2O2

3. Why did the H2O2 cause the burn?
 Hydrogen peroxide needs to be rinsed off the tip prior to being used

4. Why does it need to be rinsed?
 

 The technician was trained insufficiently in procedures and increased workload led to the omission



Routinely check for damage All disinfectants inevitably affect the glue 
that holds the hollow tip together and cause cracks in the rim of the 
tonometer tips. 

Disinfect with appropriate agents Tonometer manufacturers 
recommend either 3% hydrogen peroxide or 1:10 dilute bleach for 
tonometer disinfection

Calibrate The British Journal of Ophthalmology and other studies 
recommend monthly calibration checks to ensure consistent and 
reliable IOP measurements.

Replace Manufacturers also advise that tonometer prisms should be 
replaced 2 years after first use, after a maximum of 100 disinfection 
cycles with 1:10 dilute bleach, or immediately if damaged. 

Jurisprudence considerations

Missed Diagnosis of Glaucoma

Incident: A patient experienced progressive vision loss due to undiagnosed glaucoma.

Root Cause Analysis

Root Cause: Inadequate documentation and testing of intraocular pressure (IOP) trends 
and insufficient supplemental testing

Contributing Factors:
Incomplete medical history
Reliance on limited testing (IOP)
Lack of experience  and training
Practice model not equipped for medical eye care

Corrective Actions:
Staff trainings with more targeted history
Investment in quality education and equipment
Increase technician training for red flag recognition.
Proper referral measures

9) A licensed practitioner who believes a patient may have glaucoma shall promptly advise 
the patient of the serious nature of glaucoma. The licensed practitioner shall place in the 

Violations of Florida Statute Chapter 463 (Optometric Practice Act)

Section 463.013(1)(j), F.S.  

(1) A licensed practitioner shall provide that degree of care which conforms to that level of 
care provided by medical practitioners in the same or similar communities. A licensed 
practitioner shall advise or assist her or his patient in obtaining further care when the service of 
another health care practitioner is required.



Failure to Diagnose Acanthamoeba Keratitis

Incident: A contact lens wearer was misdiagnosed with viral keratitis and treated improperly and delayed referral

Root Cause: Failure to consider Acanthamoeba in differential diagnosis for contact lens wearer with pain out of 
proportion.

Contributing Factors:
Inexperience with rare corneal conditions and non-specific presentations
Limited differential diagnosis 
Over-reliance on empirical treatment without culture or referral.

Corrective Actions:

Establish a referral system  for non-responsive infectious keratitis.
Continuing education focused on expanding corneal disease differential

Failure to Diagnose Acanthamoeba Keratitis

463.0135 Standards of practice

When an infectious corneal disease condition has not responded to standard methods of treatment within 
the scope of optometric practice, the certified optometrist shall consult with a physician skilled in diseases 
of the eye and licensed under chapter 458 or chapter 459.

Rule 64B13-3.007(2)  Standard of care includes differential diagnosis and management of contact lens 
complications.

Delayed Referral for Retinal Detachment

Incident: A patient presented with symptoms of flashes and floaters, but referral to a retinal 
specialist was delayed.

Root Cause Analysis:

Root Cause: Provider failed to recognize the urgency of retinal detachment symptoms.

Contributing Factors:
Incomplete case history documentation.
Inadequate or no dilation due to time constraints.
Lack of standardized triage protocol for urgent retinal symptoms.

Corrective Actions:
Protocol created for red-flag symptoms requiring same-day appointments
Quick-reference guides posted in exam rooms for referrals
Staff empowered to escalate urgent symptoms directly.



(4) A licensed practitioner shall promptly advise a patient 
to seek evaluation by a physician skilled in diseases of the 
eye and licensed under chapter 458 or chapter 459 for 
diagnosis and possible treatment whenever the licensed 
practitioner is informed by the patient of the sudden onset of 

Chapter 463 

Patients presenting with an acute PVD and no retinal breaks have a small chance (~2%) of 
developing retinal breaks in the weeks that follow.

Patients with any degree of vitreous pigment, vitreous or retinal hemorrhage, or visible vitreoretinal 
traction upon indirect ophthalmoscopy should be asked to return for a second examination within 6 
weeks or promptly if they have new symptoms.

Between 5% and 14% of patients with symptomatic PVD found to have a retinal break at the 
time of the initial visit will develop additional breaks during long-term follow-up.

FEB 2025
Posterior Vitreous Detachment, Retinal Breaks, and Lattice Degeneration PPP 2024

AAO PPP Retina/Vitreous Committee, Hoskins Center for Quality Eye Care

Retina/Vitreous

Vulnerabilities in special patient populations

Pediatric-Children require extra safeguards due to their developmental and physiological differences. 

Seniors -Older adults need simplified regimens, clear communication, and vigilant care coordination.

Underserved-Social determinants of health contribute significantly to preventable errors in 
underserved populations.

Geographic -Isolation amplifies system-level weaknesses, increasing the risk for delayed diagnosis, 
fragmented care, and medical errors.



Pediatric Vulnerabilities to Medical Errors

Weight-Based Dosing: Requires precise mg/kg calculations; risk of conversion and math errors

Limited Communication: Young children can't clearly describe symptoms or side effects

Narrow Safety Margins: Small dosing errors can cause significant harm

Caregiver Dependence: Errors can arise from miscommunication among adults

Provider Inexperience: Not all settings are equipped for pediatric safety protocols

Underserved Population Vulnerabilities to Medical Errors

Limited Access to Care: Delayed or inconsistent treatment increases risk of 
complications

Health Literacy Gaps: Misunderstanding of diagnoses, medications, and 
instructions

Financial Constraints: May lead to skipped appointments, medication rationing, or 
untreated conditions

Unstable Housing/Transportation: Missed follow-ups, fragmented care, and poor 
continuity

Cultural Barriers: Differing beliefs about health and medicine may affect adherence

Distrust in Healthcare System: May prevent disclosure of symptoms or compliance 
with recommendations

Geriatric Vulnerabilities to Medical Errors

Polypharmacy: High risk of drug interactions and duplicate therapies

Age-Related Physiology: Reduced kidney/liver function alters drug metabolism

Cognitive Impairment: Dementia and confusion can impact compliance and symptom reporting

Sensory Deficits: Vision and hearing loss affect communication and understanding of instructions

Multiple Providers: Fragmented care increases risk of miscommunication and conflicting orders

Delayed Symptom Recognition: Atypical presentations and underreporting can delay diagnosis

Geographic Vulnerabilities to Medical Errors

Limited Healthcare Access: Fewer providers, specialists, and facilities 
available

Travel Barriers: Long distances to care lead to delayed treatment or missed 
follow-ups

Emergency Care Delays: Longer response times and fewer emergency 
services

Lack of Specialty Care: Patients may be treated by non-specialists for 
complex conditions

Inconsistent Continuity of Care: Transient or rotating providers reduce 
patient-provider familiarity



What is Medical Error Disclosure?

Medical error disclosure refers to the legal and ethical obligation of healthcare providers 
to inform patients when an error occurs during their treatment. 

This process is crucial to maintaining trust between patients and the healthcare system, 
as well as ensuring accountability.

 In Florida, the laws surrounding medical error disclosure are particularly stringent, 
aiming to prioritize patient safety and transparency within the healthcare system.

What Must Healthcare Providers Disclose?

When a medical error occurs, healthcare providers must:

Fully disclose the nature of the error to the patient.
Explain the potential consequences and risks posed by the error.
Inform the patient about any corrective actions that will be taken to mitigate harm.
Document the error and report it to the Florida Department of Health, depending on the 
severity.
Failure to meet these obligations can result in legal consequences, including malpractice claims 
or disciplinary action by the state.

               Elton John



for a medical malpractice suit. 

If a doctor says he/she is sorry to a patient this does not mean that 
the doctor was negligent nor is it an admission that they are guilty 
of any wrongdoing.

Strategies for Prevention and Safety

1. Checklists

2. Improving team communication

3. Chart audits

4. Safe prescribing habits

5. Enforce a  culture of safety

6. Implement the 5 rights

7. Develop calibration protocols

8. Follow practice guidelines



Thank you!


