PREVENTION OF MEDICAL ERRORS
A MENTAL HEALTH PERSPECTIVE

INTRODUCTION

This course is designed to give licensed mentdtlhpeofessionals an understanding of medical srror
and their impact on mental health practice.

At the end of this 2 hour workshop, participanttl & able to:

Describe medical errors as they occur in health ¢

List types of errors/situations in behavioral ltrezare.

Describe root cause analysis in investigatiomedical errors

Define three ways to improve patient safety

Describe safety needs of special needs popuatiarticularly at risk for medical errors.

arwnE

In the late 1990’s President Clinton establisha# farces to look at the quality of health careork
these task forces, the Institute of Medicine (IOMs formed. The disturbing findings in the Insetof
Medicine’s 1999 report To Err is Humamnd a later report titled Crossing the Quality &shaA new
Health System for the 21st Cent®001)

resulted in President Clinton’s directing the Quydinteragency Coordination Task Force to evaluate
the recommendations in that report and to respatidstrategies to identify prevalent threats taqudt
safety and reduce medical errors.

MANDATES FOR CONTINUING EDUCATION

In 2000 Florida legislatively appointed the Flordammission on Excellence in Healthcare. This
commission focused on issues of quality of heattgaatient safety and the reduction of healthcare
errors. In July, 2001, the Florida Legislaturegoeed rule 64B9-5.011 to implement the requirement
for a 2-hour course on the prevention of medicadreras required by s. 456.013(7)F.S. This was
formally adopted at the February, 2002 Board mgedimd mandates a two hour course on the
prevention of medical errors as a part of the tiotalrs of continuing education required for initial
licensure and biennial renewal. In addition thetJGommission on the Accreditation of Healthcare
Organizations mandates the reporting and analysisedical errors.

The first section of this home study provides aareew of medical errors in healthcare and the séco
section will address behavior health issues.

While it may initially be clear why this offering required for medical health professionals, it mely

be so apparent for mental health professionalsveder, there is a growing body of evidence regardin
errors in behavioral health practice. This courgkeprovide examples of how medical errors affect
mental health in specific areas of clinical praetmnd how clinicians can avoid making these paéwnti
serious mistakes.



PART | - MEDICAL ERRORS — AN OVERVIEW

THE PROBLEM

CASE EXAMPLES
One need only pick up a daily newspaper to reagbanother tragedy as the result of a medicaleffbe following are
examples of errors that occurred in Florida.
* Arlene Meisenburg, a 62 year old woman from Orlarda successful surgery. However, seven montéis &30
x 16 inch surgical towel was discovered left indide.
» Willie King, of Tampa, was scheduled to have hightileg amputated. When he awoke from the surdpsyeft leg
was missing.
* Tallahassee, resident Carl Graham’s CAT scan iteliche tumor on the left lung. When he awoke feaumgery,
he had incisions on both the left and right sidéhisf chest. Apparently the surgeon had startegtingery on the
wrong side.

Unfortunately these types of incidents are so comthat the advisory commission on Consumer Pratecnd Quality
concluded: “Exhaustive research documents theiattoday, in America, there is no guarantee ahgtindividual will
receive high-quality care for any particular hegitbblem. The health care industry is plagued witér utilization of
services, underutilization of services and errnrisdalth care practice.”

However, it still may be shocking to some to realizat Medical Errors is the 8th leading causeeattld in the U.S.
Estimates from various sources (CDC, IOM) give ffegufrom 44 to 100 thousand deaths per year fravegmtable medical
errors making this higher than death from motoricletaccidents (43,458), breast cancer (42,29RI9rAIDS (16,516).

In mental health we treat populations that are @apg at risk for these types of errors, often doi¢heir inabilities to
communicate effectively with their health care pdevs. These communications problems may be thétref dementia,
psychosis or children who are pre-verbal.

WHAT ARE THE COSTS?

The costs from medical errors include lost incodigability and health care. Currently the totdiowal costs are
approximately $37.6 billion & $50 billion each ydar adverse events with health care costs reptiegeaimost half that
total.

Currently, preventable adverse events represeweket2% to 4%

of national health expenditures

And unfortunately, we are paying for these costs.

In addition, there is the cost of the public’s losist in the health care delivery system. As Issehhealth care providers, this
loss of trust impacts our profession and the waypthiblic views mental health professionals and thgility to help.

National patient surveys reveal that 42% of Ansaighave been affected by a medical error, eitiiesopally or through a
friend or relative. Another 32% reported that ¢éneor had a permanent negative effect on the patieealth.

Another patient survey revealed that 61 % of Ansricare very concerned about being given the witedjcine and 56%
worry about complications from a medical procedure.

Although Americans are becoming more aware of tipesblems, one of the goals of the President’'s Cission is to
provide more education to the public on how thaymeevent errors. As mental health professionalkers we can bring
this important information to our clients and conmities through education and community forums.



ARE PROVIDERS TO BLAME?

Most people believe that medical errors are theltre$ the failures of individual providers. 75%/Americans surveyed
believed that health professionals with “bad tragcords should be prohibited from providing cafed 69% believe
problem can be solved through "better trainingesdlth professionals."

However, the focus of much of the literature on MebErrors emphasizes the importance of lookinfigats in the system,
rather than blaming individual providers, to effeely correct this health crisis. Requiring lised professionals to take
continuing education courses on Medical Errorsdakloping climates of safety are ways that allthgaofessionals will
be better trained and alert to this issue.

HOSPITAL SAFETY?
2.1 million patients each year will contract hoapacquired infection

One of the first areas impacted by budgetary clibatmany health care facilities was custodidf stenspection of many
hospitals revealed that lack of appropriate cusiairvices was directly related to high levelb@dpital acquired infections.

Nosocomial derived from Latin, means hospital-acquired iritectCDC records show that the term was used &ldhi
hospitals from the "embarrassment” of germ-relaieaths and injuries and obscures the true sourgerofs.

A study of three million state & federal recordscg 1995 revealed:
= 103,000 deaths from hospital infections (CDC esté®a 90,000 per year)
= 75,000 of all infection deaths were preventable

The Chicago Tribune did a three part investigasieges on Medical Errors in 2000
http://www.chicagotribune.com/news/specials/chi-@DPnursing3side.storgnd a follow up series in August 2002
http://www.chicagotribune.com/news/specials/chi-B200272jul21.storyhat focused on the crisis in nursing.

That study revealed that since 1995 1,720 hogpétténts were accidentally killed and 9,584 patiemtre injured as result
of actions or inactions of RN’s. A recent study docted by the Pennsylvania Nurse’s Associationdahat for every
patient over four on a nurse’s caseload, the clwaofpatient injury and death increase. Agairs thian indicator of a
systems problem. With financial cutbacks many hakgpare increasing their nurses’ caseloads, lgaeinger shifts which
contribute to nurse fatigue and error prone situnesti

IATROGENIC DISORDERS
latrogenic disorders are disorders that are dirécceable to unnecessary and harmful treatméfis example, there have
been many instances of individuals developing daddicisorders as a result of medications presdrfbe other problems.

The controversy between the Repressed Memory Tiesraprelation to childhood sexual abuse and #ilse-Memory
Syndrome is an example of latrogenic Disordersinavioral health.

In the example of the Repressed Memories versise Rdémory Syndrome, many therapists found themséhang ethical
violations and prosecution for malpractice. Accogdio the malpractice Insurance Trusts, the sixbtrfrequent malpractice
suit against mental health professionals invohssgiRepressed Memory Therapies.

Failed applications of experimental therapies ater aspect of iatrogenic effect, with often tcagsults, of well meaning
clinicians using techniques that have not beengat@ffective in research. It is essential forapésts to keep abreast of the
literature and research on therapeutic techniquasdid harming clients and their own careers.

Other examples of latrogenic effects resulted tiepés’ exacerbated symptoms or new disorders #ftefollowing practice
errors:

e Sexual misconduct

» Failure to fully diagnose/assess

»  Failure to implement informed consent

» Breaches of therapist/patient privilege



During a recent 20-year period, nearly one in faxgsuits against mental health professionals imstlreough the
malpractice insurance program sponsored by Insar&ngsts alleged some form of sexual impropriety @ore than two-
fifths of insurance payments were the result ahtsaconcerning sexual misconduct.

MEDICAL ERROR DEFINITIONS

The Institute of Medicine defines an error as tikife to complete a planned action as intenddtieuse of a wrong plan to
achieve an aim. For example, using guided imagery be helpful for the client who needs stressagament techniques,
but is contraindicated for actively psychotic patse

JCAHO differentiates between an “Error of Commissiand “Error of Commission”.
An error of commission occurs as a result of aioadaken. Errors of commission would includesdxhes of
confidentiality; treating outside of area of exetand training; and not reporting elder/child su

An error of commission in behavior health wouldtisating an individual outside the clinician’s amdaxpertise.
According to the malpractice insurance Trusts ithi frequent complaint against mental health gifmals, often resulting
in malpractice charges. When individuals are tietéde diagnoses for which the clinician lacks tmag) education and
supervision, there is a high risk for unsuccessédtment. It is important to understand one’sthnoif expertise and make
appropriate referrals for clients who present wittues outside the clinician’s area of expertise.

JCAHO defines an error of omission occurs as dtreéan action not taken. Errors of omission roaynay not lead to
adverse outcomes.

For example, an effective barrier to patient swaa an in-patient, locked psychiatric unit is pdit bed checks. Patient
suicide is associated with a lapse in carryingfi@guent patient checks in a psychiatric unit. ldeer, if those checks aren't
being done and a patient successfully suicidesytbald fall within the definition of an error ofwission.

SENTINEL EVENTS

The Florida Agency for Healthcare Administratioquéees a report of any adverse (Sentinel) evebetmade in writing

within three business daysand a completed written investigation inclusive of root cause analysis and a corrective action plan mus
submitted within 15 days of the event (Florida @&&395.0197)

JCAHO defines a Sentinel Event as an unexpectegh@ste involving death or serious physical or psyagical injury, or
an occurrence that contains risk for a SentinehEnes. Near Miss. Serious injury specificallglimdes loss of limb or
function.

The following types of incidents are consideredisehevents and mandate being reported to the atad, if the facility is
JCAHO accredited, to JCAHO.
» Death, paralysis, coma, or other major permanesst é function associated with a medication error.
* Any suicide of a patient in an around-the-clockisgt including suicides following elopement fronch a
setting.
* Any elopement, of a patient from an around-thedclcare setting resulting in a temporally relatedtte
(suicide or homicide) or major permanent loss otfion.
» Procedure on the wrong patient/side of the bodgrgan.
» Assault, homicide, or other crime resulting in patideath or major permanent loss of function.
» Patient fall that results in death or major pernmat@ss of function as a direct result of the ilgarsustained in
the fall.
* Hemolytic transfusion reaction involving major btbgroup incompatibilities.

It is significant that patient suicide is the moegported sentinel event as reflected in the follmaghart from JCAHO.

Type of # %
Sentinel Event

Patient suicide 320 16.3%



Op/post-op complication 240 12.3%

Wrong-site surgery 229 11.7%
Medication error 223 11.4%
Delay in treatment 116 5.9%
Patient fall 93 4.7%
Pt. death/injury in restraints 93 4.7%
Settings of Sentinel Events | # %
. 63.9
General hospital 1,251 %
Psychiatric hospital 254 13.0

%
Behavioral health facility 113 5.8%

Psych unit in general hospital || 109 5.6%
Emergency department 74 3.8%

Long term care facility 70 3.6%

It becomes apparent how medical errors effectrtbetal health profession as the highest report@dIsentinel event is
patient suicide. The issue of suicide will be aedelater in the course.

Events occur most frequently in general hospitadsyever, psychiatric hospitals and behavioral hesdttings have the next
greatest occurrence of incidents.

NEAR MISS
A “Near Miss” is a sentinel event that has beerrt@dewhether intentionally or unintentionally bynspetent action or

chance.

For example, a depressed patient is evaluated utitiso assessing for suicide risk and chemicatégncy issues.
Research shows that many suicidal patients haveucant issues of depression and substance abuse.

JCAHO defines a “Near Miss” as any process vanatich did not affect the outcome but for whicreaurrence carries a
significant chance of a serious outcome”. Althoaghear-miss is within scope of definition of SeetiEvent it is outside
the scope of those events subject to mandatorgweyy JCAHO. However, many hospitals and clinmgew these events
using the same criteria for a Sentinel Event ireotd prevent a more serious incident occurrintpéfuture.

The following are events that are not reportabl@éG&HO.

* Any "near miss."

»  Full return of limb/bodily function

* Any sentinel event that has not affected a rectpéare (patient, client, resident).

» Medication errors that do not result in death ojampermanent loss of function.

» Suicide other than in an around-the-clock carérgetr following elopement from such a setting.



e Adeath or loss of function following a dischargegéinst medical advice (AMA)."
e Unsuccessful suicide attempts.

Included in the types of events not reportabldoXCAHO is suicide other than in an around-thelctare setting.

ROOT CAUSE ANALYSIS

ROOT CAUSE DEFINITION

The “root cause” is the most fundamental reasotheifailure or inefficiency of a process. The téroot cause” may be
misleading as there is seldom one root cause forser Usually there are several incidents alotigna line that contributed
to the error or incident.

ROOT CAUSE ANALYSIS
A “Root Cause Analysis” (RCA) is a process for itiiging the basic or causal factor(s) that undertiee variation in
performance, including the occurrence or possibtaioence of a sentinel event.

The Institute of Medicine reports that the majodfymedical errors are due not to individual reskleess but system errors —
flaws in the way the system is organized. The ggmador understanding and avoiding medical errer®iexamine the
system and not assign blame to individuals.

A thorough RCA obijectively explores and identifakpossible root causes without biaBuring this process the focus is on
system errors. The questions that are asked dihisgrocess are “why” and “how” did this evenppan, rather than
“who” can be blamed.

ROOT CAUSE CATEGORIES
e  Human
e Communication
e Environmental
*  Supplies
» Equipment
* Policies & Procedures

JCAHO analyzes the root causes of sentinel evanight of the above categories. By thoroughly gmialg these factors and
their impact on specific incidents, ways to avaitlfe errors can be developed. Each of theseésiigated in relation as to
being contributory or non-contributory to the seatievent. Even when a category is determinec todm-contributory, it is
still included in the final written report.

Each of the above JCAHO categories is then analgzedrding to:

« Staffing levels
* Orientation
»  Continuing education of staff

Part of the continuing education of staff is kegpafreast of current professional literature aseéaech.

The team that comprises the study includes:
+ staff closest to the event,
» staff directly involved in error event
» leadership of system
* members from related technologies
e objective unrelated members of the organization

A successful Root Cause Analysis will identify foowing:
» risk points along the continuum of care
* responsible systems — not person
e corrective action plan



« who will implement and follow up effectivenessaufrrective actions

BARRIER ANALYSIS
Barrier analysis is the study of the safeguardisdha prevent or mitigate (or could have prevemtenhitigated) an unwanted

event or occurrence. It offers a structured wayigaalize the events related to system failurthercreation of a problem.

The productive RCA will identify:
» Absent barriers
» Ineffective barriers
* Preventative measures

An ineffective barrier, using the previous exampiided checks on a locked psychiatric unit, wowddftihat facility had the
policy (a barrier) but the policy was not beingraad out (ineffective barrier).

The cost of care is among the most frequently diediers to mental health treatment. Rises inaonents of mental health
services are associated with lower access. Aditibarriers to care for mentally ill lie not in ahsence of effective
treatments but in the fact that the symptoms aigdhat association with severe mental illness mayeniadifficult for

patients to obtain and follow through with apprageicare.



PART Il - MEDICAL ERRORS & BEHAVIORAL HEALTH ISSUES

TYPES OF BEHAVIORAL HEALTH ERRORS
In the next section we will cover specific typesofors and how they impact mental health practice.

DIAGNOSTIC
IOM recommends quality assessment in the folloveirgas: mental health, substance abuse and newalldggorders and
stresses the need for quality assessments fora$pequlations such as the frail elderly, pooratgh and ethnic minorities.

The following are potential error prone situatioamsliagnosing and assessing mental health issues.
e Error or delay in diagnosis
» Failure to use differential diagnosis
e Failure to act on results of monitoring or testing
» Lack of thorough history taking
* Not examining prior diagnosis
» Psychiatric issues that are medical in origin
» Medical issues that have psychiatric componentdeinty addressed

One problem confronting the clinician is having timee to perform a thorough history. Due to tinomstraints from third-
party payers and managed care organizations, tisesdgequently do not have the time to adequaiesess their clients.

Time constraints also affect the primary physicidro may view patients as exhibiting behavioral feots when they are
actually displaying symptoms of a medical disord@ften simple tests can be performed to identifly successfully treat
these medical problems. Examples are thyroid prab] brain tumors, and menopause and vitamin dafis.

Conversely, clients may have underlying psychiassces that are not being addressed. For exapgsépartum
depression if not diagnosed and treated, can tegdcetater problems. Other examples of medicaéssat have psychiatric
issues often not addressed are diabetes, heafepr®lnd Parkinson’s Disease.

TREATMENT
The most significant errors in actual treatment oedth:
» Avoidable delay in treatment
» Inappropriate Care — giving medical/legal advice
* Providing treatment outside one’s area of expertisgning and continuing education
» Inadequate record keeping or documentation

Many studies of under use of treatment for psydbigiopulations were in chronic care. IOM reporsntal health care falls
below standards with 78 % of schizophrenics in stmey receiving poor symptom management and 79#teof
experiencing medication side effects.



PREVENTIVE
Preventive errors include:
e System Failures
* Inadequate staffing
o Overextended patient/therapist ration
o Utilization of under qualified or non-credentialstzff
e Security breeches in internet practice
» Inadequate monitoring or follow up of treatment

One example of preventive error is inadequate folip of treatment. Suicide is more likely to ocauthe first month after
discharge from psychiatric hospitals and subsedydatv treatment adherence poses major risk faridal ideation. Long
term follow-up care holds promise for reducing gléc One study illustrated that an interventioat #ffectively reduced
completed suicides entailed regularly mailing lettethose patients who refused or dropped oubltdW up care.

COMMUNICATION
When analyzing contributing factors to medical esreommunication errors are the most significanbfem. Some
examples of communication errors in mental heaitfude:

* Not explaining informed consent

« Breeches of confidentiality

Asking patients to recall and restate what theyeHzeen told during the informed consent proceas isffective
intervention, insuring valid consent and avoidimggible malpractice issues later.

One of the most reported complaints against thetsjpand their office staff, is violation of cordiatiality. Workers need to
maintain this privilege and provide staff educationthe imperatives for assuring patient confidaityi.

SOLUTIONS
In terms of mental health practice, the followinterventions can decrease the potential for medicats.
e Safety Planning
» Competency Issues — Clinicians and Clients
+ Obtain Valid Informed Consent
» Educate clients on specific issues
e Special Needs populations

SAFETY PLANNING
By recognizing potential error prone situationg dinician can insure their own and their clierstsfety. Some of the

common situations that can produce error in belmakteealth are:
» Distraction
e Lack of Knowledge
* Learning errors



» Dependence on technology
e Miscommunication
e Lack of procedural clarity

For examples, distractions can come in many fofrom noise that interferes with our ability to hetearly what our clients
are saying to lack of procedural clarity when wogkin agencies that do not provide a thorough tatémn to policies and
procedures.

Another significant aspect of safety issues is #satany as 20% of patients are not literate entaugbad, follow, or
understand directions. With more patients speastimgher language, the chance for misunderstariogmes greater.
The issue of cultural challenges will be addredatst.

COMPETENCY ISSUES
Competent Providers

The Code of Ethics of most mental health profesdionganizations provides valuable guidelines ampetent practice.
The Code may state that:

“Practitioners should provide services and represgremselves as competent only within the bounslarfi¢heir education,
training, license, certification, consultation réeed, supervised experience, or other relevantgesibnal experience.
Practitioners should provide services in substantiveas or use intervention techniques or approathat are new to them
only after engaging in appropriate study, trainirmgnsultation, and supervision from people who@mpetent in those
interventions or techniques.

When generally recognized standards do not exist i@spect to an emerging area of practice, sosatkers should
exercise careful judgment and take responsiblessfigpluding appropriate education, research, tiag, consultation, and
supervision) to ensure the competence of their warkto protect clients from harm.”
http://www.apa.org/ethics/code2002.html

http://www.socialworkers.org/pubs/code/code.asp

http://www.amhca.org/ethics.html

Competent, ethical practice utilizes the Best ReastModel. According to the Insurance Trusts, 2f%halpractice suites
again mental health professionals were due to ircbtreatment, often the result of lack of exserti

COMPETENT CLIENTS
Florida law defines incapacitation as a person ishmable to meet at least some of the requirenemsisntial to his health

and safety. Section 744 defines the requirementthase actions necessary to provide the heaith éa@od, shelter,
clothing, personal hygiene or other care withouicliserious and imminent physical iliness or injanyllness is more likely
than not to occur.” Clients who lack capacity taka informed decisions on their behalf may haveadjan appointed for
them.
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When questions of legal competencies or capadtiesaised a clinical assessment process is negéssaipply a
cognitive, mental health, and functional evaluation

Several instruments are available to mental heaitifessionals to assess for client competencyesé&lools include the
Mini Mental Status Examination and the Legal Catya@uestionnaire.

OBTAIN VALID INFORMED CONSENT
Informed consent is defined as a vehicle for exgioesof patient preferences and/or institutiondésuwor a policy that

conforms to standards.

Florida law mandates a mental health professionst provide enough information for the patient ke a “knowing”
decision.

At a minimum the patient must be informed of thiéof@ing regarding informed consent.
» his/her condition or problem
« the nature and purpose of the treatment or praesdu
* any hazards, risks, or potential complicationhaf therapy
« any feasible alternatives to the treatments
» expected outcome of the treatment
» risks and prognosis if the treatments are NOT done

Perhaps a more useful term is valid consent. iBhainsent that is fully informed, non-coerced &odh a competent
person.

Asking patient to recall and restate what they Hasen told during the informed consent processaesitisks of hon
compliance with treatment and ethical violations.

PROBLEMS WITH INFORMED CONSENT
One problem today is that clients often have “ta@minformation” leading to misperceptions aboetr#py and therapists.

This comes from sources ranging from (often fautl§drmation available on the Internet to the payal of therapy in films
and television. Often clients come into treatmwitih erroneous beliefs about therapy and this isretfa thorough informed
consent process can provide valuable information.

Another problem is due to time constraints. Beeaafsystems that require brief therapy and limgesisions, therapists
may not be able to spend the time necessary tade@ducated valid consent.

EDUCATION

Assertive communication

Patient safety is essential in avoiding medicadrsrand educating clients on specific issues léfe medication management
decreases the risk for errors. The informed consisrtbe most effective way to prevent medical exrdn addition to

11



providing clients with information on preventionmidical errors, clinicians can assist clientsendming more assertive
communicators. Teaching clients to learn to aséstjons and voice their concerns regarding mettieatment and
mediations is another effective prevention techaiqu

The CDC and the U.S. Department of Health and HuB&mices reports that strict adherence to handingpolicies alone
could prevent the deaths of up to 20,000 patiesth gear. In Australia, researchers found th#téir institution's critical
care unit male healthcare workers washed theirand-thirdess often than female workers did after contattt an
invasive instrument or a patient's skin, bloodexctetions." Teaching clients to be empoweredskotheir health care
workers if they've washed their hands can be a pivdeterrent to the spread of infection.

Although it might feel uncomfortable for many clienit is important to teach them that it is appraie and a safety measure
to ask their health care workers if they've wastiesdr hands.

Medication Errors

Medication errors are a serious problem. Statisgveal that more people die from medication srraround 7,000
annually, than the 6,000 work-related deaths irLit® Eleven people die every hour from medicagioors in hospitals. In
one year, 2.4 million prescriptions were filled imperly in Massachusetts.

Although the mental health clinician is not qua&liito discuss specific medications, it is importargéducate clients on safe
medication practices. Since many mental healéntdilack the communication skills to appropriatetyculate their
concerns, family education on medication issuemisffective and appropriate intervention.

Medication errors can occur due to mistakes iningjtdispensing, administering and failure to ratng and address side
effect or interactions of psychiatric medications.

In addition, medication errors occur due to:
* Incomplete patient information
» Unavailable drug information
e Miscommunication of drug orders

Actively psychotic clients or those under the iefhge of drugs and alcohol, may not be able to camate correct
information to their doctors. The elderly, who nteave memory impairment, are also at risk for misicnication.

Clients should be educated on the following padiatassure receiving the right medication.
» Share all medicines with doctor
* Notify physician of all allergies
» Is the prescription legible?
» Read label before taking medications home
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HELP CLIENTS SPEAK OUT

One way mental health providers can help clientstha community at large, is to assist in dissetimigahis valuable
information. The Agency for Healthcare Researath @uality has several easy to read pamphlets ¥pddia medical errors,
medication issues and patient safety. These patspthn be downloaded from the AHRQ website info@abvor

ordered directly from AHRQ at Agency for Healthc&esearch and Quality, 2101 E. Jefferson Streég S01, Rockville,
MD 20852, Telephone: (301) 594-1364.

The following documents are available from AHRQ:
Five Steps to Safer Health Carbttp://www.ahrg.gov/consumer/5steps.htm
20 Tips to Help Prevent Medical Errors: PatienttFteet
http://www.ahrg.gov/consumer/20tips.htm

20 Tips to Help Prevent Medical Errors in Children

http://www.ahrg.gov/consumer/20tipkid.htm
Medical Errors: The Scope of the Problem

http://mww.ahrg.gov/qual/errback.htm
Reducing Medical Errors in Health Care: Fact Sheet

http://www.ahrg.gov/research/errors.htm
Ways You Can Help Your Family Prevent Medical Estor

http://www.ahrg.gov/consumer/5tipseng/5tips.htm

The Five Steps to Safer Health Caréncluded with this home study course.

SPECIAL NEEDS POPULATIONS
Traditionally, mental health professionals workhwiiopulations that are most at risk for medicabesr They include the:
e Aging

* Mentally IlI

e Actively Psychotic

e Children

» Developmentally delayed

About 3% of the adult US population experience sewveental disorders in a one year period. Durir@0lihese patients,
accounted for an estimated $75 billion in natiamglenditures. As many as half of all individualshvéevere mental iliness
receive no care at all, most commonly becausedbeayot regard themselves as having a problem ¢lgaiines treatment.
Once in treatment only about a third of individualth serious mental iliness receive treatment ifhaoncordant with
treatment guidelines.

AGING

Because of physiological changes that effect oideerican’s capacity to adhere to medical treatntdwety are an at risk
population that deserves special attention. Alsany elderly are “passive” consumers, not quesimhialthcare providers
or asking for alternative treatments.
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MAJOR DEPRESSION
» Approximately one in seven men and one in four womwill have an episode of major depression at Sooirg
during their lives
* Fewer than half of all individuals with depressane correctly diagnosed
» Fewer than one third receive care that is congurdéh clinical treatment guidelines

Depressed patients suffer from levels of disabdityilar to or greater than those associated witbst of other chronic
medical conditions. Major depression contributestwe disability than any other single medical dbon. Rates of
treatment for depression are substantially lowan ttor many other chronic conditions

National health expenditures for depression, wéiillestantial, are low relative to the disorder'soaited disability.

One study examined how a system change could ireprake for depression. It found that patientstébander an
enhanced system of care, receiving high-qualityefegon treatment, including medication supervisind psychotherapy,

had a better chance of recovering from the discaddrwere more likely to stay in their jobs.

Improving patient education and providing infornmmhsent including risks & benefits of treatment pesven effective in
reducing elopement and AMA discharge.

ERROR PRONE BEHAVIORAL HEALTH ISSUES

CULTURE SPECIFIC SYNDROMES
Current U.S. demographics indicate that minorityelitans are expected to make up more than 40 pgestére U.S.
population by 2035.

There is growing awareness in mental health ogffexial needs of individuals from other cultur@ne barrier these
individuals face is the ability and resources toess appropriate health care and treatment.

Through training and education on diverse cultuttes clinician will gain tools to overcome potehtiarriers to
communication. This will lead to improved clininipatient communication, insure valid consent aiedease trust

By utilizing appropriate interpreters, therapisiff e able to get a more accurate clinical pictoféheir clients and obtain a
thorough psychosocial history. In addition, addgueanslation contributes to a reduction in diagjiwoerrors and
unnecessary diagnostic testing.

UNDERSTANDING DIVERSE CULTURES IMPROVES CARE
Harmful interactions between prescribed drugs atiddr home remedies could be avoided by trainingaians to ask

patients whether they're using such remedies.
Many cultures utilize home remedies, including Iseshd botanicals that may have a negative interaetith prescribed
medications. By emphasizing the importance of cominating these practices with their primary phigsis, potential

14



problems may be averted. Health promotion and daurceaterials that reflect culture-specific attiés and values could
result in more successful patient education anceased adherence to treatment regimens.

CULTURE SPECIFIC SYNDROMES
There are many cultural patterns that may predentl psychiatric issue, but are indeed rootediltuce. These syndromes

are usually locality-specific patterns of aberta@havior and may not be linked to DSM-IV category.

An example that is seen with Hispanic patientseeisly females, is a phenomenon called “Ataquéldevios”. The
symptoms range from uncontrollable shouting, attafkcrying, trembling, verbal or physical aggressidissociative or
seizure like episodes and fainting. Onset is eelad stressful family events like death or divorce

SUICIDE

Magnitude of the problem:
e 30,000 suicide deaths per year in the United State
* 1 million suicides per year worldwide
e During the period of the Vietnam war 4 times thwnber of Americans died by suicide than died by lcaim
» Estimated cost to the nation $12 billion/year

There is still a stigma associated with mentakgiswhich is a barrier to treatment and the ofteatgr stigma associated
with suicide frequently deters individuals fromalasing their plans with treatment providers.

Suicide statistics reveal that:
*  90% of those who commit suicide have a diagnosedtahillness, most often major depressive disorder
»  About one fourth of all suicides in the US areiuidlials with alcohol use disorders.
» Alcohol intoxication is indicated in up to 64% sificide attempts

There are many reasons why individuals attempidgiicAmong these reasons are feelings of powerwsssto change their
feelings of sadness or hopelessness or the evesusrimg in their lives. Other reasons includd-pehishment, often to
relieve guilt, and punishing others. However, dheatest incidence of suicide is due to mentahgsijeal illness with
concurrent substance abuse issues.

There are several risk and protective factors teittering when evaluating a potentially suicidédm and they include:
» Biological Factors
» Psychological Factors
» Substance Abuse and Mental lliness
*  Child Abuse
» Social Factors
e Sociopolitical and Cultural Factors
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Culture strongly influences how individuals viewde. Cultural values and social structures largkdtermine the type and
degree of both stressors and support, availalofitpeans and access to treatment and social gr&sns or proscriptions
concerning suicidal behavior. Across cultures, famohesion and support acts as a buffer againgtsility; parenthood
protects against suicide. Divorced and never-mésiatus generally increases suicide risk, espgeiaiong men. Social
support and various types of religious involvenamd beliefs are protective against suicide.

Working with suicidal patients presents great amajes for the clinician. The third most reporteadpractice charges
against mental health professionals involve paseitide. Seeking out supervision with difficulsea and knowing one’s
own competency level can decrease suicide risk.

The following are errors commonly made by suiciateriventionists:
» Superficial reassurance
« Avoidance of strong feelings
» Professionalism (distance)
* Inadequate assessment of suicidal intent
» Failure to identify precipitating event
e Passivity
* Indirect
e Advice Giving
»  Stereotypic Response
» Defensiveness

SUICIDE ASSESSMENT
Studies reveal that assessment tools are inadeiguadétermine acute suicide risk or to predict whgrerson will attempt or

complete suicide. In addition assessment tools bristalidated for various populations since they ma be applicable.
Despite their limitations, tools for detection @krassessment can be an important componentatfrtemt when used
appropriately

Anti depressants and lithium maintenance treatmeghices suicide in certain patients. Medicine alemmt sufficient for
treatment of suicide nor are treatments equallotiffe across individuals and diagnoses. Psychaplygrrovides a
necessary treatment relationship that reducesskef suicide. Cognitive behavioral approaches ithelude problem-
solving training seem to reduce suicidal ideatind attempts, and are more effective than treatemensual or supportive
therapy.

Among the assessment instruments available taciEims are:
» Detection instruments
* Risk assessment instruments
» Assessment of clinical characteristics of suiclasthavior
e Scale for Suicide Ideation (SSI) Beck
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IOM RECOMMENDATIONS
In their recommendations to primary care physici#ims IOM claimed that there is insufficient eviderto recommend for or

against routine screening for suicide risk. Howetlee IOM does recommend that the physician should

» be alert to signs and symptoms of depression aodld routinely ask patients about their use oblatd and other
drugs

« utilize tools for recognition & screening

» refer to mental health providers for patients wathltiple risk factors

e receive training in suicide risk factors and pmeien

Research also reveals that no psychological teabpitjinical technique or biological marker is siéintly sensitive and
specific to accurately assess short-term predicfauicide of in an individual. Assessment insteunts can be useful tools
but are not a substitute for clinical judgment. Bigheless, assessment is an important compon@stofiotherapeutic
interventions

Despite the Institute of Medicine’s recommendatjgrsearch shows that a significant number of daiégndividuals are

seen by physicians less than one month beforentheeint. Statistics indicate that:

» one half to two thirds of all persons who commitgle visit physicians less than one month befbeeincident
» ten to forty percent see a physician in the waekgding the event.

» These statistics indicate that primary care pligsgare on the front line in working with suicidéients. Providing
education on suicide risk and substance abusesissymimary care physicians is an important irdation mental
health professionals can provide on a communitgllev

ETHICAL ISSUES OF SUICIDE
Mental health professionals have a duty to repdotida Statutel91.0147mandates;When there is a clear and immediate

probability of physical harm to the patient or citeto other individuals, or to society and the guar licensed or certified
under this chapter communicates the informatiory éalthe potential victim, appropriate family membm law enforcement
or other appropriate authorities.”

During the informed consent process, clients neathtlerstand that one of the limits of confideityas if they are suicidal
and that you, the clinician, will take appropriateasures to protect their safety.

DOMESTIC VIOLENCE
Domestic violence continues to be a significanbpem in America and one that clinicians need taware of especially
during the initial assessment process.
* As many as one fourth of American families expareedomestic violence
e Two to four million women are physically abusedevyear
» Six out of every ten married couples have expegdrviolence at some time during their marriage.
National crime statistics reveal the following atémg facts.
» About 11% of murder victims were determined todaeen killed by an intimate
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* Most murder victims were familiar with their adaats.
* Spouses and family members made up about 15% vittims

Although there are cases of males being victingoofiestic violence, this is still largely a crimeaatgt women.
* Female murder victims are substantially more jikehn male murder victims to have been killed byrdimate
» About one third of female murder victims were édlby an intimate
e About 4% of male murder victims were killed byiatimate

DOMESTIC VIOLENCE IN FLORIDA
Statistics of the 124,016 domestic violence incideaported in Florida in 2001 reveal that:

» Domestic violence incidents comprised 26.6% otathparably reported violent offenses
» 23% of state’s 867 murders were domestic incidents

e 58.6% murdered by spouse or live-in partner

*  14% of murder victims were children

SCREENING, ASSESSMENT & INTERVENTION
Some of the following are symptoms and signs of et violence.

» Depression, anxiety, fear, suicidal ideation

» Feelings of isolation, inability to cope

» Suicide attempts or gestures

e Panic attacks/anxiety symptoms

* Substance abuse

e Symptoms of PTSD

» Lack of independent transportation, access tofing, ability to communicate by phone

INTERVENTIONS WITH SUSPECTED VICTIMS
e Separate patient from partner

» Educate that domestic violence is a serious anthem problem

» Express concern for safety of patient and children

» Education on dynamics of DV and effects on chitdre

« Educate about options regarding safety and skdlbebattered victims

» Devise and share a safety plan with the patient

* Report any suspected instances of child, eldedjsabled abuse to appropriate agency.

One of the most important interventions is to alsvagparate the client from the potential abuseuc&thg the victim on the
effects of domestic violence on children can als@lsuccessful intervention.

Florida licensed mental health providers are maditd report suspected instances of child abube. state abuse and
tracking system that is reported to is: 1-800-96/SE .
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ELDER ABUSE
“GRANNY DUMPING”
In the 1970’s a phenomena was seen in Great Britaare elderly women were abandoned at hospitalearergency

rooms. Because these elders, frequently womeferedfdementia and were unable to identify theneselthis was called
“Granny Dumping”. As instances of this began ia thS., and more reported cases of elder abusesweeeing, U.S.
congressional hearings began to investigate eliesea resulting in the Elder Abuse Task Force énDepartment of Health
and Human Services.

Florida licensed mental health professionals anedasory reporters of suspected elder abuse.

DEMOGRAPHIC INFLUENCES
e 1900 1 in 25 Americans reached age 65

e 2011, one out of every five Americans will be 65ower.
e 1900 only 123,000 Americans aged 85 and over.

e 2002 — almost 5 million persons over 85

» By 2050 35 million over age 85.

Because the elderly are the fastest growing papulatoup in the US, our aging clients are partidylat risk for abuse and
neglect and often difficult to detect.

SYMPTOMS OF ELDER ABUSE
The symptoms of elder abuse range from physicat@buneglect and violation of personal rights.

e Physical abuse

* Neglect

» Psychological abuse or neglect

» Financial abuse or neglect

* Violation of personal rights — self-respect, dignprivacy.

ELDER MISTREATMENT
Abuseis when the caregiver actively harms the senighss hitting or pinching.

Neglectis the failure to do something the senior requisesh as getting adequate nutrition.

DIFFICULT TO MEASURE EXTENT OF ELDER ABUSE
However, it is very difficult to measure the actaatent of elder abuse as the victim may be impaared not able to

accurately report or describe the details of thesaland neglect. Some of the factors making sissad difficult include:
* Mentally impaired patient my not be able to repmrtlescribe in detalil
* Report might not be believed
* Victims often dependent on abusive caretakers
» Financial exploitation may occur without the vints knowledge
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ELDER ABUSE STATISTICS
« Annually an average of 36,000 persons age 65 ket are injured by a relative, intimate or closguaintance.

» Approximately 500 elderly are murdered each ygaa belative, intimate or close acquaintance.

» Relatives or intimates committed more than 1 of the murders and 1 in 10 of the incidents of lathal violence
against persons age 65 or older.

» When faced with violence by a relative, intimaieclose acquaintance, about two—thirds of thergldeere at
home, in the day time.

* Victims of murder over ages 64 were 2 times mik&ly than victims between ages 12 and 64 to haenkilled
by relatives or intimates.

RISK FACTORS ASSOCIATED WITH ELDER MISTEATMENT
« Dependency/vulnerability issues

* Family member psychopathology

e History of family violence

* Isolation

e Caregiver stress

» Progressive or unstable medical conditions

By recognizing risk factors associated with eldétreatment, the clinician may be able to effedyivetervene with the
caregiver and avoid potential abuse incidents.

There are an estimated 54 million caregivers naiide, the majority of whom are caring for an elgleglative. Surveys
indicate that isolation is the number one sourcgtr@ss for these caregivers.

CONCLUSION

Patient safety is the responsibility of all headttecproviders. Reduction in errors will be achétierough patient and family
education and in organizations that emphasize opemmunication, trust and a learning environmenenidl health
professionals can take an active stance in advarfir populations at risk for errors by providieducation to and clients
and their families and promoting their active inxgrhent in the service delivery area. By followymyr organization’s
Code of Ethics and adhering to Best Practices MdlelFlorida mental health professionals will betecting their clients,
communities and themselves.
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MEDICAL ERRORS POST TEST

1. According to the Institute of Medicine report,iethof he following reflect the number of peopleontiie each
year in hospitals from medical errors?
a. About the same number as die of aids.
b. The number approaches 100,000.
c. Enough to be categorized as the fifth leadingeani death in our country.
d. Less than die from vehicle accidents.

2. The primary reason that medical errors must begnts is because medical errors
a. are costly
b. jeopardize patient safety
c. lead to bad publicity
d. waste valuable healthcare provider time

3. Most medical errors are in fact preventable.
a. True
b. False

4. Factors that impact the occurrence of medicakginclude:
a. Flaws in the way the system is organized.
b. Limited human resources of time, energy and maerpo
c. Poor communication
d. All of the above.

5. Florida licensed health care practitionensst report adverse incidents that result in death,
loss of function, or serious injury:
a. Withinthree business days
b. Within one business day
c. Immediately
d. Upon the death of a patient

6. Medical errors include:
a. Errors in diagnosis
b. Errors in treatment
c. Errors in giving medication
d. All of the above.
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7. Anunintended act, of commission or omissionesisle events, near misses and hazardous condh@ansesult
in an unintended or negative outcome are all ingideconfines of the definition of:
a. Sentinel events
b. Adverse events
c. Medical Errors
d. Root causes

8. Which populations are at greater risk for behalibealth care service delivery errors?
a. Patients with psychiatric illness
b Elderly patients
C. Patients with coexisting conditions
d All of the above

9.JCAHO requires a root cause analysis and coveeptan for every:
e. patient slip and fall
f. chart with incorrect date of birth for patient
g. postponed scheduled surgery
h. unanticipated loss of function

10. Aroot cause analysis is considered valid by HOAvhen:
a. all personnel are involved in the analysis
b. absent and ineffective barriers are identified
c. the team videotapes the meeting
d. all risk points are identified

11. Which of these questions is most relevant terdehing the root cause:
a. Who did it?
b. When did they do it?
c. Why did it happen?
d. When did it happen?

12. The public is very concerned about the medicakg issue. How can you empower your clientsraiqet their

own safety?

a. Teach them to ask questions and to feel goodt @s&ing.

b. Teach them to discuss their medications witlofatheir healthcare providers.
c. Teach them to speak up when something seems.amiss
d

All of the above.
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13. Elder abuse recognition and reporting is sicatibecause:
a. Our population of elders is increasing steadily.
b. Elders typically abuse each other elders in ngrebmes.
c. Older Americans tolerate and accept elder abuse.
d. The fastest growing populations include thosenfe® to 60 years of age.

14. Select the correct example of abuse.
a. Psychological abuse: failing to provide walkirgyides.
b. Physical abuse: pushing, hitting or pinching.
c. Financial abuse: not applying for Meals on Wheels
d. Psychological neglect: failing to provide nutrits meals.

15. Estimates suggest that the number of women gdiljgsabused each year in America is:
a. Between 1 and 3 million
b. Between 2 and 4 million.
c. Between 6 and 7 million.
d. Between 8 and 10 million.

16. In order to provide effective treatment withietim of domestic violence, the mental health pssfenal should:
a. Interview the potential perpetrator and the mdibgether.
b. Obtain an injunction against the batterer.
c. Utilize safety plans and community resources withvictim.
d. Make decisions for the victim.
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Michael Freeny Associates
P.0O. Box 532021 Orlando, FL 32803

Continuing Education Home Study Evaluation Form

Title of Program: Prevention of Medical Errors
Author: Margot Escott
CE Credit Hours: 2 Program Recertification: February 2004

Using the scale indicated below, please place thppmiopriate number after each statement to indicatehe degree to
which you agree or disagree to the statement.

1 2 3 4 5
Strongly Strongly
Disagree Agree

Content/Format/Learning

The program description was accurate

| acquired new knowledge or skills

The amount of material presented was appraptiathe allotted credit
The course content matched the stated leaolijagtives

5. Materials current and useful

Instruction

6. The materials were understandable

7. The material was well organized

8. The concepts were clearly explained

9. The teaching style was appropriate for the gunte

Overall Rating

10. I expect this experience will be useful in mgfpssional activities
11. The experience was enjoyable

12. | would recommend this program to a colleagisgeiate

Logistics

13. This format is conducive to learning

14. Registration was smooth and efficient

A

15. Staff were responsive and helpful
Additional Comments and Suggestions for Future Pro@ms:

Your Professional Identification and Degree:

Name (Optjenilail Address
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Michael Freeny Associates
P.0O. Box 532021 Orlando, FL 32803

Print the letter of the correct answer on this answer sheet, print and sign the attestation statement, and sent this
sheet, along with the evaluation form to the address below.

. 9
2. 10,
3. o1
4. 120
5. 13,
6. 14
7. 15
8. 16.

| attest that | am the individual who has taken emchpleted this CE At-Home Course.

Name:
print signature

Send This Sheet and the Evaluation form to:

Michael Freeny Associates/ClinicalCE.Com
P.O. Box 532021

Orlando, FL 32803

Fax 407-884-6553

A 70% pass rate is required to receive credit. disguestions can be resubmitted to attain a sdore%. Your certificate
will be sent to you within one week after fulfilirthe requirements for this program
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