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Top 10 List

ECRI Claims

Surgeon 
General



Objectives

Identify patient safety concerns to help mitigate risks

Explore best practices to address patient safety concerns

Discuss strategies to improve patient outcomes



What are the top 3 leading causes of death?



#10 



#10
Vital Signs 



Alarm Fatigue

Response

Education



Chart Reviews

Temperature = 93.7
Blood Pressure = 182/182
Pulse  = 1,242
Pulse Ox  = 57%



Annoying or Negligent

•HR – 11
•Temp – 92.7
•Resp – 122





Blood Pressure Measurements



Pediatric Fever



Inaccurate readings

Misdiagnosis

Inappropriate Treatments

Overlooked serious medical conditions

Inappropriate Discharges



What’s the fix

Correct 
Documentation

Correct 
Equipment/Training Communication



#9 



#9
Patient Falls



Let’s talk about Bernice

• Dizziness – ER
• Admitted for Observation to be safe
• Fall in the bathroom 2100
• Midnight – sleeping
• 0200 – Unresponsive – Code called



TJC Sentinel Events – Classified as Falls

70% of the falls in 2022 
resulted in severe harm
5% resulted in death
Leading injuries: 
head injury 
bleeding 
fractures

2022  
611

2021  
483

2020  
173



When do patients fall?

Ambulating (40%)

From bed (23%)

Toileting (10%)



Fall Documentation

• Patient fell getting out of bed.
• Returned to bed.
• Patient stable.

• Ambulating in hall with 
patient, c/o feeling dizzy

• Assisted patient to floor, did 
not hit head

• Patient returned to bed with 
assist x 2, Vital Signs Stable 
at this time 

• Patient denies any complaints
• Assessment completed
• Provider notified



Strategies

Fall Risk Interventions

Education

Training

Communication

Reporting/Trending

Documentation



“Aha”



#8 



#8 
Accidental Administration of 
Neuromuscular Blocking Agents



Accidental administration of neuromuscular 
blocking agents



RaDonda Vaught - 2017



What we can learn from the RaDonda Vaught Case
12/2017



Conviction

• March 25th, 2022 – Negligent homicide and gross neglect of an 
impaired adult

• May 13th, 2022 – Sentenced to 3 years of supervised probation



What’s the fix?

LIMIT ACCESS SEGREGATE 
STORAGE

WARNING LABELS



#7 



#7
Missed Follow-ups, Referrals
Test tracking



Areas of concern

Return Appointments
Test Results
Post-Surgery Care
Recommended Treatments
Referrals/Consultations
Failure to Return Calls



Evaluate your process

What do we do 
when patients 

miss an 
appointment?

How do we 
document our 

efforts?

Do your efforts 
match your 

policy?

Are there gaps 
in your referral 

process?

What gaps in 
test tracking do 
you experience



How many times do we call the patient?

A general common-sense principle:
The effort that must be expended should be 
proportionate to the importance of the result.



Best Practices

COMMUNICATION TIMELINESS DOCUMENTATION OF 
THE COMMUNICATION



#6 



#6 
Inaccurate Medication Lists



Research – Medication Errors

• At least one medication error per hospital patient per day
• 400,000 preventable drug-related injuries occur each year
• Results in additional costs estimated at 3.5 billion dollars
• 75% or errors are from the ordering or administration phase



Medication errors resulting from inaccurate 
patient medication lists



Inaccurate Medication 
Lists

Biggest sources of Error 
in Family Practices

Lack of patient 
knowledge of medication

Factors contributing to lack of 
medication reconciliation

Physician and Nurse 
Workflows

Lack of integration of 
records across the 
continuum

• Contraindicated Medications

• Prescribing the wrong dose





Best Practices

Review the 
medication list 
at every visit

Provide 
patients with an 
updated copy



#5 



#5



“Oops”



What is #5?



Policies and 
Procedures

• Current
• Does practice 

reflect what the 
policy says

• Normalized 
Deviance



#4



#4 
Normalized Deviance



Normalized Deviance

• Once you think it becomes acceptable to deviate from one 
standard, you can start thinking it’s acceptable to keep deviating 
from it more and more or start deviating from other standards.

• This can lead to…



January 28, 1986



In healthcare it can lead to…



Normalized Deviance

• Increase of pressure ulcers
• Turning patients no longer a routine
• No skin assessments
• No pictures of skin breakdown
• Because of COVID and short staffing it just became routine to 

skip these tasks



High-Risk areas where this might occur:

Handwashing Infection 
control tasks

Donning and 
doffing

Patient 
identifiers



Why does this happen?



What’s the fix

Renew a commitment to patient safetyRenew
Observe and be vigilant in deviant
practices and behaviorsObserve
Examine your policies in relation to
practice Examine
Review if practices are out of date and
need updatingReview
Respond to unsafe practicesRespond



#3



#3 
Staffing





Short-Staffed

LONGER HOURS HIGHER STRESS FATIGUE





“OOPS”

• A 61-year-old experienced multiple falls, a fibular 
fracture, nerve damage, foot drop, along with 
bruising and contusions.

• The plaintiff’s complaint included allegations of 
abuse and neglect because of understaffing, high 
employee turnover, and employees working 
excessive hours. 

• The parties agreed to settle the case for $1.2 
million



The Fix



#2



#2
Disrespectful Team 
Members



Disruptive Behavior

• Personal conduct – verbal or physical- that negatively affects 
patient care

• Profane, disrespectful, insulting, demeaning, insensitive, abusive 
language

• Outbursts of anger – throwing or breaking things
• Can be covert or passive (such as refusal to comply with 

accepted practice standards)
• Not collaboratively working with others



Impact

Poor 
postoperative 

care

Incorrect or 
delayed 

medication 
orders

Prolonged 
patient 

suffering



Physician Burnout

• 1–5 years: 46.7%
• 6–10 years: 55.1%
• 11–15 years: 55.3%
• 16–20 years: 50.8%
• 20 or more years: 41.3%



Consequences of Physician Burnout

• Medical errors
• Impaired professionalism
• Decreased patient 

satisfaction
• Staff turnover 
• Depression and suicidal 

ideation
• Near misses



The Fix

Polices
Training
Providing Support
Modeling and reinforcing 
positive behaviors



Drumroll to #1…
Breathless Anticipation…



#1
Pediatric Mental Health



Michigan mass shooter   11.30.2021

“I asked my dad to take me to the doctor yesterday, but he just 
gave me some pills and told me to suck it up,” to a friend

“Some weird shit just happened and now I’m scared” to his 
mother

“I want to go to the ER for help, but I know my parents will be 
pissed” to a friend



Who was the patient? June 10th, 2015 



Commonwealth v. Carter 
7/13/2014



The Anxious Generation

Surgeon General warning:
• Anxiety
• Depression
• Mental Health problems



Adult Behavior

Stressed out
Exhausted
Short fuses



Video gaming improves mental well-being, landmark study finds

Innovative research challenges negative perceptions, revealing the psychological benefits of video 
gaming
Date:
August 27, 2024
Source:
Osaka University
Summary:
A new study on the causal relationship between video gaming and mental well-being challenges 

commonly held views about the effects of gaming.

Key Findings:
• Analysis of 97,602 survey responses from Japanese residents aged 10-69
• Game console ownership, along with increased gameplay, significantly improved mental well-being







Strategies to Help

• Recognize there is a 
problem

• School Counselors
• Talk about Suicide
• Telehealth visits
• Physician Involvement



“Aha” Moment

You all have a PSRM 
assigned to you

Make your own Top 10 
list 



My Top Grey’s Moment



Resources

https://www.ecri.org/components

Grissinger M. (2019). Paralyzed by Mistakes - Reassess the Safety of Neuromuscular Blockers in Your Facility. P & T : a peer-reviewed journal for formulary 
management, 44(3), 91–107.

Koppel, R., Wetterneck, T., Telles, J. L., & Karsh, B. T. (2008). Workarounds to barcode medication administration systems: their occurrences, causes, and threats to 
patient safety. Journal of the American Medical Informatics Association : JAMIA, 15(4), 408–423. https://doi.org/10.1197/jamia.M2616

Elliott, M., & Endacott, R. (2022). The clinical neglect of vital signs’ assessment: an emerging patient safety issue? Contemporary Nurse, 58(4), 249–252. 
https://doi.org/10.1080/10376178.2022.2109494

Haidt, J. (2024). The Anxious Generation: How the Great Rewiring of Childhood is Causing an Epidemic of Mental Illness. Penguin Press.

Inequities in quality and safety outcomes for hospitalized children with intellectual disability. https://doi.org/10.1111/dmcn.15066

Rooney WR. Maintaining a medication list in the chart. Fam Pract Manag. 2003 Mar;10(3):52-4. PMID: 12685163.

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/medmanage-ptfactsheet.pdf

Sherman, R. (2022). When Deviations in Nursing Practice are Normalized. Emerging Leader.com

$1,200,000 recovery – nursing home negligence. National Medical Malpractice Review & Analysis. February 2024;17(7):4-5.

https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2012/08/improving-medication-safety

https://www.ecri.org/components
https://doi.org/10.1197/jamia.M2616
https://doi.org/10.1080/10376178.2022.2109494
https://doi.org/10.1111/dmcn.15066
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/medmanage-ptfactsheet.pdf

	 “Oops” to “Aha” Moments: �Top 10 List of Patient Safety Concerns
	Financial Disclosures
	Slide Number 3
	Slide Number 4
	Top 10 List
	Objectives
	What are the top 3 leading causes of death?
	#10 
	#10�Vital Signs �
	Slide Number 10
	Chart Reviews
	Annoying or Negligent
	Slide Number 13
	Blood Pressure Measurements
	Pediatric Fever
	Inaccurate readings
	What’s the fix
	#9 
	#9�Patient Falls
	Let’s talk about Bernice
	TJC Sentinel Events – Classified as Falls
	When do patients fall?
	Fall Documentation
	Strategies
	Slide Number 25
	#8 
	#8 �Accidental Administration of Neuromuscular Blocking Agents
	Accidental administration of neuromuscular blocking agents
	RaDonda Vaught - 2017
	What we can learn from the RaDonda Vaught Case�12/2017
	Conviction
	What’s the fix?
	#7 
	#7�Missed Follow-ups, Referrals�Test tracking
	Areas of concern
	Evaluate your process
	How many times do we call the patient?��
	Best Practices
	#6 
	#6 �Inaccurate Medication Lists
	Research – Medication Errors
	Medication errors resulting from inaccurate patient medication lists
	Inaccurate Medication Lists
	Slide Number 44
	Best Practices
	#5 
	#5
	“Oops”
	What is #5?
	Policies and Procedures
	#4
	#4 �Normalized Deviance
	Normalized Deviance
	January 28, 1986
	In healthcare it can lead to…
	Normalized Deviance
	High-Risk areas where this might occur:
	Why does this happen?
	What’s the fix
	#3
	#3 �Staffing
	Slide Number 62
	Short-Staffed
	Slide Number 64
	“OOPS”
	The Fix
	#2
	#2�Disrespectful Team Members
	Disruptive Behavior
	Impact
	Physician Burnout
	Consequences of Physician Burnout
	The Fix
	Drumroll to #1…
	#1�Pediatric Mental Health
	Michigan mass shooter   11.30.2021
	Who was the patient? June 10th, 2015 
	Commonwealth v. Carter �7/13/2014
	The Anxious Generation
	Adult Behavior
	Video gaming improves mental well-being, landmark study finds�
	Slide Number 82
	Slide Number 83
	Strategies to Help
	“Aha” Moment
	     My Top Grey’s Moment
	Resources

