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Spring Cleaning: More than
Tidying Up your Financial Plan
The single largest impacting
factor to my personal life
thus far in 2019 has been
Marie Kondo. She has stolen
nearly every weekend this
year. Her hit show “Tidying
Up” essentially boils down to
tossing all items in your home
that aren’t actively used and
lack a strong emotional tie to
the item. This applies to books,
records, clothes, bathroom
By James Neshewat, Esq
supplies, and even your tools
and the number of extension cords you keep! Her
success is attributed to her Tidying Up plan which is
three phases: 1) Organize your Clothing 2) Organize
your Paper and Records, and 3) Everything Else.
Her epic success on Netflix has swept a nation that
previously gauged one’s success in accumulated items
and allowed minimalism to prevail for many.
Marie’s second phase in recording-keeping was no
more than a two-hour endeavor for my family. We
maintain and keep all of our financial, tax, and legal
documents in my firm’s encrypted client website,
eMoney. Our credit cards, bank accounts, and
investments are linked and updated daily. Our spending
is viewable per account or in the aggregate. Important
documents are kept in my Vault and instructions for
my estate and accounts are stored there. If you saw
an episode, you’d know Marie would be sincerely
happy at this organization (this happiness would be
outweighed by disdain for my Hawaiian t-shirts that
won’t be departing my home any decade soon). Her
feeling of satisfaction at helping organize one’s home
is the same joy and satisfaction that I feel when helping
a busy client organize their financial relationships.

doctors generally maintain to achieve financial
success. Insurance agents for liability protection,
malpractice, auto, home, disability, and health.
Banking relationships for credit cards, mortgages,
student loans, retirement plans, accountants, real estate
owned, and attorneys. These relationships create data
that can be ever expanding and unviewable in a single
location. This mountain of data can be overwhelming
and preventative to making logical and informed
decisions about your financial plan. Would it be better
to refinance your student loans? What will your tax
liability increase be if you move to Louisiana? Is your
current health insurance plan best for your family?
Making these decisions independent of each other can
prevent optimal financial plan success.
Our firm’s greatest contribution to your financial
plan isn’t a mutual fund or investment account. It
isn’t criticizing an insurance program you began years
ago. The single greatest commodity that our financial
planning team brings is education and perspective
to organized data centered around your success. The
goals you have when you begin your financial plan
with our firm may be realized along with a dozen or
so other areas you didn’t know to supplement with
organization.

Many of our clients start out as residents and
new professionals beginning their financial paths.
Our relationship is but one of a dozen that most
James Neshewat is a financial advisor and attorney. He can be reached at (904) 644-7803, office located at
10245 Centurion Parkway N. Suite 103, Jacksonville, 32256.
Securites offered J.W. Cole Financial Inc.(JWC) Member FINRA/SIPC.Advisory Services offered through J.W. Cole Advisors, Inc. (JWCA)
St. Johns Asset Management, LLC and JWC/JWCA are unaffiliated entities.
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Preventing Medical Errors
and Improving Patient Safety
Background:
The Duval County Medical Society (DCMS) is proud to provide its members with free continuing medical education
(CME) opportunities in subject areas mandated and suggested by the State of Florida Board of Medicine to obtain and
retain medical licensure. The DCMS would like to thank the St. Vincent’s Healthcare Committee on CME for reviewing
and accrediting this activity in compliance with the Accreditation Council on Continuing Medical Education (ACCME).
This issue of Northeast Florida Medicine includes an article, “Preventing Medical Errors and Improving Patient Safety”
authored by Linda Edwards, MD and Francys Calle Martin, Esq., LHRM, which has been approved for 2 AMA PRA Category 1 credits.TM For a full description of CME requirements for Florida physicians, please visit www.dcmsonline.org.
Faculty/Credentials:
Linda Edwards, MD is the Senior Associate Dean for Educational Affairs and Associate Professor for the Department of
Medicine, University of Florida College of Medicine, Jacksonville, FL. Francys Calle Martin, Esq., LHRM is the Senior
Loss Prevention Attorney and Vice President of Florida Academic Healthcare Patient Safety Organization.
Objectives:
1.
2.
3.

Define medical error and discuss the multiple factors propelling medical error prevention and patient safety
efforts.
Review The Joint Commission and state agency standards, regulations relating to sentinel and adverse
events, and the process of root cause analysis.
Review the Board of Medicine’s most misdiagnosed conditions and provide examples of each and the consequences for both the patient and the healthcare provider.

Date of release: March 1, 2019

Date Credit Expires: March 1, 2021 Estimated Completion Time: 2 hours

How to Earn this CME Credit:
1) Read the “Preventing Medical Errors and Improving Patient Safety” article.
2) Complete the posttest. Scan and email your test to Kristy Williford at kristy@dcmsonline.org.
3) You can also go to www.dcmsonline.org/NEFMCME to read the article and take the CME test online.
4) All non-members must submit payment for their CME before their test can be graded.
CME Credit Eligibility:
A minimum passing grade of 70% must be achieved. Only one re-take opportunity will be granted. If you take your test
online, a certificate of credit/completion will be automatically downloaded to your DCMS member profile. If you submit
your test by mail, a certificate of credit/completion will be emailed within four weeks of submission. If you have any
questions, please contact Kristy Williford at 904-355-6561 or kristy@dcmsonline.org.
Faculty Disclosure:
Linda Edwards, MD and Francys Calle Martin, Esq., LHRM report no significant relations to disclose, financial or otherwise with any commercial supporter or product manufacturer associated with this activity.
Disclosure of Conflicts of Interest:
St. Vincent’s Healthcare (SVHC) requires speakers, faculty, CME Committee and other individuals who are in a position
to control the content of this educational activity to disclose any real or apparent conflict of interest they may have as
related to the content of this activity. All identified conflicts of interest are thoroughly evaluated by SVHC for fair balance,
scientific objectivity of studies mentioned in the presentation and educational materials used as basis for content, and
appropriateness of patient care recommendations.
Joint Sponsorship Accreditation Statement
This activity has been planned and implemented in accordance with the Essential Areas and policies of the Accreditation Council
for Continuing Medical Education through the joint sponsorship of St. Vincent’s Healthcare and the Duval County Medical Society. St. Vincent’s Healthcare designates this educational activity for a maximum of 2 AMA PRA Category 1 credits.TM Physicians
should only claim credit commensurate with the extent of their participation in the activity.
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Preventing Medical Errors and Improving Patient Safety
By Linda Edwards, MD1 and Francys Calle Martin, Esq., LHRM2
1
University of Florida College of Medicine, Jacksonville, FL
2
University of Florida Self Insurance Programs, Gainesville, FL
Address correspondence to:
Francys C. Martin, Esq., LHRM
P.O. Box 112735
Gainesville, Florida 32611
(352) 273-7006
martinfc@ufl.edu

Abstract

Following a number of studies on the high incidence of
medical errors and increasing efforts to improve patient
safety, the prevention and reduction of medical errors
has become a priority for federal and state regulatory
agencies and healthcare providers across the nation. It
is important for physicians to understand how federal,
state, and independent regulatory agencies have shaped
the patient safety movement, provided an organized
structure for identifying causes of medical errors, and
developed effective preventive strategies. Based on
national reports of patient safety events and malpractice
data, federal, state, and independent regulatory agencies
have established patient safety goals for the prevention
of medical errors.

Introduction

The Health and Medicine Division, formerly known
as the Institute of Medicine (IOM), is a division of the
National Academies of Sciences, Engineering, and
Medicine focused on improving health and healthcare in
our nation and throughout the world. This team issues
recommendations and reports to foster discussion and
critical thinking, such as the oft-cited 1999 report To Err
Is Human, in which a medical error is defined as “the
failure of a planned action to be completed as intended
or the use of a wrong plan to achieve an aim.”1 The IOM
estimated as many as 98,000 people die every year as
a result of preventable medical errors. A 2016 study
published by Johns Hopkins University researchers in
the British Medical Journal claims that 251,000 lives are
lost every year as a result of medical errors.2 If correct,
this statistic places medical error third among the leading
causes of death in the United States, behind heart disease
and cancer.2 Medical error prevention is, therefore, an
urgent public health concern requiring close examination
Vol. 70 No. 3 2019 Northeast Florida Medicine

of contributing factors and prompt identification of
appropriate strategies to reduce risks to patients.

Error Reduction and Prevention

In an effort to control increasing government costs
resulting, in part, from pervasive medical error in the
United States, Congress passed the Deficit Reduction
Act (DRA) in 2006. Among its other provisions affecting
domestic entitlement programs, the DRA required the
Centers for Medicare and Medicaid Services (CMS) to
compile a list of conditions that result in high costs and
can reasonably be prevented. CMS developed a list of
Hospital Acquired Conditions (HACs) and implemented
policies denying or limiting payment by CMS for
treatment made necessary by HACs. The current list of
HACs is lengthy, but some notable examples include falls,
catheter-associated urinary tract infections, unplanned
retained foreign objects after surgery, and significant
pressure ulcers. While HACs may not be the result of error
or negligent care, CMS reimbursement consequences
have raised the stakes significantly in medical error
prevention. Since 2010, the Agency for Healthcare
Research and Quality (AHRQ) has been collecting
information on HACs.3 AHRQ has found a downward
trend in HACs of 17 percent from 2010 to 2014, and of 8
percent from 2014 to 2016.4 Based on these reductions,
AHRQ estimates there were 350,000 fewer HACs from
2014 to 2016 alone, representing a savings of $2.9 billion
in hospital savings and 8,000 inpatient deaths averted. In
its most recent National Scorecard on Hospital-Acquired
Conditions, updated in June 2018, AHRQ projects that
between 2015 and 2019 there will be 1.8 million fewer
patients with HACs, resulting in 53,000 fewer deaths and
$19.1 billion in hospital savings.
At the state level, the Florida Board of Medicine has
prescribed a range of disciplinary actions for a variety
of medical errors, such as wrong site surgery, unplanned
retained foreign objects, practicing beyond the scope
permitted by law or competency, and gross or repeated
malpractice.5 In addition, hospitals, ambulatory surgical
centers, nursing homes, and physician offices licensed
under Florida law are required to report statutorily defined
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“adverse events,” to the Florida Agency for Health Care
Administration (AHCA) or Department of Health (DOH).
Certain licensed facilities are also required to establish
and maintain internal risk management programs to track
these and other types of events. Under Florida law, an
adverse event is defined as “an event over which healthcare
personnel could exercise control and which is associated
in whole or in part with medical intervention, rather than
the condition for which such intervention occurred”
that results in a specified injury, including death, brain
damage, additional medical or surgical intervention, or
transfer to a higher level of care.6 Licensed facilities must
report specified adverse events within 15 days of the
occurrence, hence the name “Code 15” report.6 Healthcare
providers in an office practice setting are also required
to report these types of events.7 This report includes a
description of the circumstances surrounding the event,
as well as analysis and interventions taken to correct and
prevent recurrence. License numbers of personnel who
were directly involved in, or witnessed, an adverse event
are also required on Code 15 reports. AHCA routinely
forwards Code 15 reports to the DOH so that DOH may
determine whether to initiate a practitioner investigation.
AHCA also maintains an annual report of malpractice
claims reported statewide.

Root Cause Analysis (RCA)

The Joint Commission (TJC) is an independent, notfor-profit organization that accredits and certifies nearly
21,000 healthcare organizations across the nation and has
become a symbol of patient safety given its commitment
to the highest quality performance standards. TJC defines
a “sentinel event” as a patient safety event that results
in death, permanent harm, or severe temporary harm
in which intervention is required to sustain life.8 When
a sentinel event occurs, TJC requires a Root Cause
Analysis (RCA) to be completed within 45 days. While
in Florida, AHCA’s definition of an adverse event is not
necessarily synonymous with TJC’s sentinel event; most
adverse events undergo RCA. They are called "sentinel"
because they signal the need for immediate investigation
and response.
The first step involved in RCA is gathering the information
and circumstances surrounding the event by using a
multidisciplinary team that includes leadership and all
those involved in the event. The causal factors identified
drive the corrective action plan, and specific individuals
and departments are assigned to be the responsible
6 Vol. 70 No. 3 2019 Northeast Florida Medicine

stakeholders for the corrective actions. Once solutions to
the patient safety event are determined and implemented,
timely follow-up to assess effectiveness is essential.
Not all sentinel events occur because of medical errors,
and not all medical errors result in sentinel events.
Hospital reporting of sentinel events to TJC is voluntary.
Therefore, reported RCA events represent only a small
proportion of actual events. Presently, the top ten sentinel
events reported to TJC are: unintended retention of a
foreign body; falls; wrong patient/site/procedure; suicide;
delay in treatment; other unanticipated event; criminal
event; medication error; operative or post-operative
complications; and self-inflicted injury.9 Of the sentinel
events reported to TJC through RCA for the past several
years, human factors, leadership, and communication are
consistently the top three root causes. Since 1998, TJC
has published “Sentinel Event Alerts” which address root
causes and risk reduction strategies of sentinel events.
Many of the strategies and recommendations have since
become TJC hospital standards of accreditation.
The proactive counterpart to RCA, Failure Mode and
Effect Analysis (FMEA) is a method for evaluating
processes before an adverse event occurs by identifying
where and how failures might occur. A FMEA team,
comprised of individuals involved in the process, reviews
the steps in the process to identify and evaluate those
parts of the process most in need of change. Prioritizing
is important to ensure systems and processes with the
highest likelihood of patient or staff harm are addressed
first.
In 2015, the National Patient Safety Foundation
(NPSF), an independent, not-for-profit organization,
published “RCA2: Improving Root Cause Analyses
and Actions to Prevent Harm.”10 Recognizing the value
of the RCA process, but noting its inconsistent success,
RCA2 incorporated a second “A” to the RCA acronym:
Action. Root Cause Analyses and Action emphasizes
the importance of positive action to prevent recurrence
of future patient safety events, in addition to techniques
to identify causes of past events and remedial measures.
“The most important step in the RCA2 process is the
identification of actions to eliminate or control system
hazards or vulnerabilities identified in the causal
statements.” Once identified, the focus turns to the
development of strong action plans with support of facility
leadership. Numerous patient safety organizations,
including TJC, have endorsed the use of RCA2.
DCMSonline.org
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Patient Safety

In 2005, Congress passed the Patient Safety and Quality
Improvement Act (PSQIA) which established federal
privileges and confidentiality for patient safety work
product reported to a Patient Safety Organization
(PSO).11,12 As of November 2018, 56 listed PSOs serve
providers in Florida.13 The legal protections of the PSQIA
have significantly enhanced provider willingness to share
patient safety and performance improvement information
to facilitate the development and dissemination of
preventive measures and best practices.
In 2002, TJC established its National Patient Safety
Goals program to help accredited organizations focus on
specific areas of patient safety concern. For 2019, TJC
identified the following National Patient Safety Goals for
hospitals:
1.
2.
3.
4.
5.
6.
7.

Identify patients correctly
Improve staff communication
Use medicines safely
Use alarms safely
Prevent infection
Identify patient safety risks
Prevent mistakes in surgery14

The first goal addresses the issue of reliably identifying
the patient for whom service or treatment is intended and
matching the service or treatment to that patient using
acceptable identifiers. Acceptable patient identifiers
include their name, identification number, or telephone
number. Two identifiers must be used when administering
medications or blood products.
The second goal is to improve the effectiveness of
communication among caregivers. The focus is prompt
communication of critical test results to the appropriate
caregiver so that indicated treatment can be started
immediately. TJC proposes the development and
implementation of written procedures for managing the
results of critical tests and diagnostic procedures.
The third National Patient Safety Goal promotes
reducing or eliminating errors involving medication
administration. Since 2005, there have been more than
500 sentinel events related to medication error.9
The fourth goal is the safe use of critical alarms which
addresses issues such as overuse. Overuse of alarms may
confuse or desensitize staff to critical alerts. The Joint
Vol. 70 No. 3 2019 Northeast Florida Medicine

Commission requires hospitals to establish alarms as an
organizational priority and identify the most important
alarms to manage, based on their own internal situations.
The fifth goal is to reduce infections in healthcare
facilities, including post-operative infections, central
line infections, and urinary tract infections from the use
of catheters. Prevention and control strategies must be
tailored to the specific needs of each hospital, based on
its own risk assessment.
The sixth goal is to identify patient safety risks, including
patient assessments for suicide risk, which is a frequently
reported sentinel event. Between 2005 and 2017, there
were more than 1,600 sentinel events reported to TJC
involving suicide.9 Identification of individuals at risk for
suicide while under the care of, or following discharge
from, a healthcare organization is an important step in
protecting at-risk individuals.
The seventh National Patient Safety Goal is the prevention
of mistakes during surgery. There were more than 1,400
wrong patient, wrong site, or wrong procedure surgeries
voluntarily reported to TJC from 2005 through the fourth
quarter of 2017.9 The figure nearly doubled from 2014
to 2015, from 73 reported events to 120. Another 121
wrong patient, wrong site, or wrong procedure events
were reported in 2016. This number decreased slightly in
2017 to 95. Having a pre-procedure verification process
and performing a time-out with the operating room team
before anesthesia is administered to ensure the correct
procedure, for the correct patient, at the correct site, is a
recognized standard of practice. Marking the location of
the surgery is also recommended.
Patient safety is also a Florida statutory requirement.
Under Florida Statute 395.1012,15 each licensed facility
is required to adopt a patient safety plan. Hospitals
receiving reimbursement from CMS must comply
with the CMS Conditions of Participation, but may it
is sufficient to, “develop, implement, and maintain an
effective, ongoing, hospital-wide, data-driven quality
assessment and performance improvement program.”16
Each licensed facility must also appoint a patient safety
officer and a patient safety committee, which will include
at least one person who is neither employed by nor
practicing in the facility, to promote the health and safety
of patients by evaluating patient safety measures of the
facility and implementing the patient safety plan.15
DCMSonline.org 7
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Diagnostic Errors

Diagnosis is the foundation upon which all healthcare
services and treatment rest. It is through correct diagnosis
that subsequent healthcare decisions are made. Building
upon To Err is Human, IOM published Improving
Diagnosis in Healthcare in 2015, revealing the occurrence
of diagnostic errors had been largely underestimated and
that most patients would suffer at least one diagnostic
error in their lifetime.
Noting numerous conflicting definitions of diagnostic
error in the healthcare industry, IOM endorses a patientcentered definition: “failure to (a) establish an accurate
and timely explanation of the patient’s health problem(s)
or (b) communicate that explanation to the patient.”17
Taking some inspiration from TJC National Patient
Safety Goals, the IOM outlined eight goals to reduce
diagnostic error and improve diagnosis:
 Facilitate more effective teamwork in the diagnostic
process among healthcare professionals, patients,
and their families.
 Enhance healthcare professional education and
training in the diagnostic process.
 Ensure that health information technologies
support patients and healthcare professionals in the
diagnostic process.
 Develop approaches to identify, learn from, and
reduce diagnostic errors and near misses in clinical
practice.
 Establish a work system and culture that supports
the diagnostic process and improvements in
diagnostic performance.
 Develop a reporting environment and medical
liability system that facilitates improved diagnosis
through learning from diagnostic errors and near
misses.
 Design a payment and care delivery environment
that supports the diagnostic process.
 Provide dedicated funding for research on the
diagnostic process and diagnostic errors.17
According to that IOM study, diagnostic errors cause
harm by preventing or delaying the appropriate treatment
or providing unnecessary or harmful treatment. In the
outpatient setting, it is estimated that each year, five
percent of adults will experience a diagnostic error. In
the hospital setting, diagnostic errors are estimated to
8 Vol. 70 No. 3 2019 Northeast Florida Medicine

account for 6-17 percent of adverse incidents each year.17
Diagnostic errors are also the leading type of paid
medical malpractice claims and twice as likely to have
caused the patient’s death, compared to other claims.18
In a 2013 study analyzing 25 years of data submitted
to the National Practitioner Data Bank,18 diagnostic
errors were the highest claim type at 28.6 percent and
accounted for 35.2 percent of total payments, which was
also the highest proportion. Diagnostic errors were the
leading cause of claims-associated death and disability.
After adjusting for inflation, diagnosis-related payments
totaled $38.8 billion.18

Misdiagnosed Conditions

Recognizing the paramount importance of timely and
accurate diagnosis of medical conditions, the Florida
Board of Medicine requires continuing education for
physician license renewals to include information
relating to the five most misdiagnosed conditions during
the previous biennium.19 Effective September 10, 2018,
the five most misdiagnosed conditions include:


cancer related conditions,



surgery complications,



respiratory related conditions,



OB/GYN related conditions, and



cardiology related conditions.19

It is important to look at each condition and actual Board
of Medicine case scenarios.

Cancer Related Conditions

In 2018, the American Cancer Society estimated
1,735,350 new cancer cases were diagnosed, and 609,640
deaths were attributed to cancer in the United States.20
Florida had one of the highest state diagnosis rates at
135,170. The top three most diagnosed new cancers
in Florida were female breast, lung and bronchus, and
prostate cancer.20
“Misdiagnosis” of cancer includes missed diagnosis,
wrong diagnosis, and delayed diagnosis. In one case
presented to the Board of Medicine, the patient underwent
an x-ray of the chest that revealed a focal area of increased
density in her lung. The physician documented the
findings, as well as the patient’s reluctance to undergo a
To finish reading the CME article and
take the test, please visit: dcmsonline.org/CME
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