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“….To Err Is Human asserts that the problem is not bad people in health care 
rather it is that good people are working in bad systems that need to be made 

safer.  A realization that most errors are out of the clinician’s control.  
Hospitals are obligated to facilitate, identify and establish root cause analysis 

of healthcare related errors.  Disclosure of medical errors is considered an 
ethical duty and is required by JCAHO.  Institutions must make sure that 

patients harmed by adverse events do not face additional financial burdens; 
conduct a root cause analysis; and develop an action plan if necessary. If an 

actual error transpired, the appropriate institutional representative should 
apologize to the patient. Institutions should also adopt policies that encourage 
smooth transitions to new technologies, and foster communication as the key 

to improving patient safety.   Despite all efforts current study from John 
Hopkins revealed number of healthcare related errors have not changed from 
first reported in 1999 by Institute of Medicine (IOM).  This accounts for our 

third leading cause of death in the US..
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“……. “It’s the system more than the individuals that is to blame,” Makary said. 
The U.S. patient-care study, which was released in 2016, explored death-rate data 

for eight consecutive years. The researchers discovered that based on a total of

John Hopkins
CNBC, February 22, 2018

The third-leading cause of death in US Most doctors don’t want you to know about
https://www.cnbc.com/2018/02/22/medical-errors-third-leading-cause-of-death-in-america.html



Any given clinic Any given day



7

A 26-year-old female complaint of sore throat.



Airway compromise
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Cutaneous flushingPruritis

Bronchospasm
Diarrhea

Conjunctivitis

Fullness in throat

Shortness of breath

Chest tightness

lightheadedness
angioedema

Urticaria
Anxiety

Hypotension

Loss of consciousness

Faster the onset of symptoms the more severe the reaction.



“Once a patient starts becoming hypoxic from either upper or lower airway 
obstruction you have missed your ideal window of intervention.”



Intelect vs Systems





1:1,000 
Adult:  0.3 – 0.5 ml
Peds:  0.01 mg/kg

1:10,000
0.1 – 0.5 mg

1:100,000 
10 ml
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ACLS Trained
Office Staff BLS Trained

Crash Cart
Got Epi.
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Disclosures



KPatel@Proactive.MD
317-285-8062
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11/07/2021 California Society of Health Systems Pharmacists



Infallible
Junior MDs speak up

TPS
Transferable.



35-year-old Male
ER – food poisoning

3 days later – ER – URI
Died at home

Who is this celebrity?
Jonathan Larson

Rent Premiered off Broadway.



“…..It is believed that if the aortic 
aneurysm had been properly diagnosed 
and treated, Larson would have lived.  
He had been suffering chest pains and 
nausea  for several days prior, but 
doctors at St. Vincents Hospital could not 
find signs of  a heart attack and so 
misdiagnosed it either as flu or 
stress……”



https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/

To Err is HumanPatient-Related Issues

Organizational Transfer of Knowledge

Communication

Inadequate Information Flow

Staffing Patterns and workflow

Technical FailuresInadequate Policies

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/


Critical Decision Making



Critical Decision Making

1) Acute coronary syndromes
2) Pulmonary embolism
3) Thoracic aortic dissection



https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/

Pattern Recognition 

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/


https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/

Second visit in 24 hours = 
Opportunity to fix

Your Unique Filters

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/


“There is no disease more conducive to 
clinical humility than aneurysm of the aorta.”

“The tragedies of life are largely arterial.”



47 year old female in your exam room.  
How will you evaluate CAD risk factors?





Standard of Care



Standard of Care



Right Care







Decompensated over next 2 hours
Intubated

Codes.



The Next Day



Are we assigning a pretest probability?
Did we think about the “Pre” PERC

Does PERC rule apply?
Documentation of Wells criteria?

Did we order a D-dimer?
Did we think of imaging?

Risk Management



A 55-year-old man whom you have been following for the last 5 years comes to the emergency room because he has 
increasing difficulty breathing.  He has a history of smoking related COPD. The patient has no fever, chills, chest 
pain or sweats. The mild productive cough he has been having during the last year has not increased.  When the 
patient is supine, his dyspnea is worse.  His previous ABGs are pH 7.36, pCO2: 60, pO2: 70. His normal peak 
expiratory flow is 275 cc.  You initiate therapy with Ipratropium and Albuterol inhalers, but the patient does not 
improve with continued inhaler use. On examination, respiratory rate 22, Pulse 125, Temp 99.2, BP 120/80, 
decreased breath sounds in both lungs with dry inspiratory rales at the bases.  Heart: no murmur. Lab: Hgb 12/dL, 
Hct 53%, WBC 8000/mm3, Peak expiratory flow is 280 cc, ABGs: pH 7.50, pCO2 40, pO2 50.  Chest x-ray reveals no 
changes, EKG shows sinus tachycardia and normal rhythm.  Patient was started on oxygen therapy as necessary with  
a venturi mask with 60% oxygen in order to reach a 90% oxygen saturation.  What is the next step in the patient’s 
management?



A 55-year-old man whom you have been following for the last 5 years comes to the emergency room because he 
has increasing difficulty breathing.  He has a history of smoking related COPD. The patient has no fever, chills, 
chest pain or sweats. The mild productive cough he has been having during the last year has not increased.  When 
the patient is supine, his dyspnea is worse.  His previous ABGs are pH 7.36, pCO2: 60, pO2: 70. His normal peak 
expiratory flow is 275 cc.  You initiate therapy with Ipratropium and Albuterol inhalers, but the patient does not 
improve with continued inhaler use. On examination, respiratory rate 22, Pulse 125, Temp 99.2, BP 120/80, 
decreased breath sounds in both lungs with dry inspiratory rales at the bases.  Heart: no murmur. Lab: Hgb 12/dL, 
Hct 53%, WBC 8000/mm3, Peak expiratory flow is 280 cc, ABGs: pH 7.50, pCO2 40, pO2 50.  Chest x-ray reveals 
no changes, EKG shows sinus tachycardia and normal rhythm.  Patient was started on oxygen therapy as necessary 
with  a venturi mask with 60% oxygen in order to reach a 90% oxygen saturation.  What is the next step in the 
patient’s management?



https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/

Pattern Recognition 

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/


 COPD
 12% of proven PE have no risk factors
 25% of DVT will recur even if treated
 5-15% of obese patient on an 8-hour flight will have DVT
 50% of iliofemoral DVT embolize
 20% of calf DVT propagates and embolizes
 50% sensitivity for clinical exam
 30% of PE will have negative ultrasound exam of LE
 80% of fatal PE have DVTs in LE

Most common diagnosis for a missed PE?



Critical Decision Making



                         [(1 - specificity) x R]
                {[(1 - specificity) x R] + [sensitivity x B]}

What is the Pretest Probability?





Kayur V. Patel, MD



Safe to discharge home

High Risk

35 - 65%

Moderate Risk

15 - 35%

Low Risk

2 - 15%

Very Low Risk 
0 - 2%

ONE:  “PrePERC” Trusting your alternative diagnosis

                                                                                TWO:  PERC Rule

FOUR:  D-dimer

FIVE:  CT pulmonary angiogram (CT venogram)

THREE:  Wells Criteria
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Deeper Message



https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/

Additional Data Points
On the chart by your RN? = 
Opportunity to fix

Your Unique Filters

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/


New Vital Signs.
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Marginal Gains



?



KNOW it All vs LEARN it all
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A Culture of Zero Tolerance
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Vision vs Dream



Kpatel@Proactive.md
317-285-8062

mailto:Kpatel@Proactive.md
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