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No Disclosures 

It all started in 1999 
•  November 1999 IOM report:  

 To Err Is Human: Building a Safer Health System 
•  Medical errors à 44,000 to 98,000 deaths/year 
•  Medical errors more deadly than motor vehicle 

accidents, breast cancer, AIDS 

Florida O.D. 2002 

• May 2002 
• New rules to 64B13-5.001 
• 2-hour course for licensure and renewal 
• We are not the only ones… 
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2014 

• Failed to note deteriorating vital signs 
• Failed to record weight prior to sedation 

medication 
• Failed to document dosage of sedation 
• Failed to get complete informed consent 
• Failed to use only physicians with clinic 

privileges 
• Took cell phone picture of River’s while 

sedated! 

 2015 à a new record! 

2015…another famous person 
almost gets it… ME! 

2016 – Same old same old 
àMed Errors 3rd leading cause of death USA 

2017 – any better ? 
Maybe the number is much much lower 
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2019 – Numbers lower with new 
data analysis   

Where does Covid-19 fit in? 

How do we compare? You have an open invitation to 
the event of the year! 

• Medical Adverse Event 
– Injury 2nd to medical                     

management…not the disease 
 
• Medical Error  

• Adverse event 2nd to to an error…              
 preventable adverse events/sentinel event 

• Why the error occur and changes are needed 

How are medical errors classified? 
• Error…doing something incorrectly or not 

doing something that has an undesirable 
or potential for an undesirable outcome. 

à Error of Execution…planned action not 
 completed as intended 

à Error of Planning…wrong plan to 
 achieve goal…wrong Dx or Tx 

 

How are medical errors classified? 

• Active Error…frontline human error that 
the effect is apparent…in direct contact 
with the patient…”sharp end”.  

 
 
• Latent Error…removed from the 

frontline…2nd to the layers of our health 
care system…”blunt end”. 
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Factors that can increase risk 
of errors… 

•  Fatigue 
•   Alcohol/drugs 
•   Illness 
•   Inattention/distractions 
•   Emotional states 
•   Unfamiliar situations/conditions 

Factors that can increase risk of 
errors… 

•   Equipment problems  
•   Inadequate labeling/instructions 
•   Communication problems 
•   Handwriting 
•   Sound alike drugs 
•   Office set-up/record keeping 

Medication Errors 
•  1.5 million Americans effected by mistakes made in 

prescribing, dispensing, using prescription drugs – 
IOM 2006 

•  ~7,000 medication error deaths (Starfield JAMA 2000)  
•  Tens of thousands outpatient!!! – IOM 2006 
•  Fatal medication errors (FDA 1993-1998) 

–  Improper dosage (41%) 
– Wrong drug (16%) 
– Wrong route (16%) 

•  50% fatal medication 
 errors in pts > 60 yo  

•  Time of year? 

Medication Errors 

• Sound-A-Like/Spell-A-Like Medications 
 Common cause of systemic medication errors 

– Lamictal (antiepileptic) vs Lamisil (antifungal) 
– And zillions more 
  

Ocular  
– Tobrex vs Tobradex 
– Vexol vs Vosol 

Medication Errors 
• Look-A-Like Packaging 

Medication Errors 

• Six Rights of administering meds 
– Right patient 
– Right drug 
– Right dose 
– Right time 
– Right route 
– Right dosage form 
 #7 Right pt education   
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Medication Errors 

•  Reduce by: 
–  List allergies and medications 
–  Educate patients 

• Do not rely on pharmacist 
• What, how, when, SE’s/what to do, questions 

–  Legible… FL Statute 456.42  
–  Avoid abbreviations 
–  Computerize drug order entry 
–  Standardize packaging, labeling, storage 
–  Unit dose drug packaging 
–  Extra caution with special populations 

Root Cause Analysis (RCA) 
 •  JCAHO requirement 
• Goal is to identify the underlying cause of a 

medical error and develop prevention 
strategies 

• Looks beyond the immediate result, 
identifies events or contributing factors 
which led to the error 

• Must be credible and thorough to be 
effective… 

Root Cause Analysis (RCA) Root Cause Analysis (RCA) 
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Errors and Eye Surgery Reduction of errors…Optometry 

• Making the correct diagnosis 
• Providing the correct treatment based on the 

diagnosis 
– evidence-based medicine (EBM) 

• Making sure the correct medication is Rx’ed 
• Correct follow-up/automated recall systems 

–  follow-up with no-show patients 
• Equipment 

– up to date, maintained, calibration schedules 

• Special populations 

Reporting Errors 
•  FL Statute 395.0197 

–  Certain adverse events must  
 be reported to the state 

• Death 
• Brain or spinal damage 
• Permanent disfigurement 
•  Fracture/dislocation bones or joints 
•  Transfer of patient to more acute level of care 
• Surgery on wrong patient 
• Surgery on wrong-site 
• Wrong surgical procedure 

•  Chapter 463.0141 - OUR NOW 
• Adverse drug reaction, date of rxn, if referral needed 

Reporting Errors for FL 

FL Meds Antibiotics 
 1.   Amoxicillin 
 2.   Dicloxacillin 
 3.   Doxycycline 
 4.   Keflex 
 5.   Minocycline 
 6.   Azithromycin 
 7.   Ciprofloxacin 
Antivirals 
1.   Acyclovir 
2.   Famciclovir 
3.   Valacyclovir 
Oral anti-glaucoma agents 
1.   Acetazolamide 
2.   Methazolamide 

Analgesics 
1.   Tramadol  
2.  Acetaminophen 300 mg with No. 3 codeine phosphate 30 mg. 

 
 
 
 
 

Caution using azithromycin in 
patients with heart disease 

Long QT Syndrome (LQTS) 
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Ciprofloxacin (“Cipro”) 
•  Fluoroquinolone – broad spectrum, 2nd gen. 
•  Dosage 500 mg q 12-24 hrs 
•  Good for PCN allergic pts   
•  Tendinitis or rupture of tendons 
•  Can cause elevated, toxic blood levels of 

theophylline (COPD) 
•  Do not use in MG pts 

When medical error becomes 
malpractice… 

• Malpractice (each must be proved) 
– Doctor had a duty to the patient 
– Doctor breached standard of care for the event 
– Breach was the cause of injury to the patient 
– Patient was in fact damaged/harmed as a result 

of the injury 
– There was no contributory or apportioned 

negligence 
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Risks for malpractice claims 

• Troubled relationships with doctor (~70%) 
• Subsequent consult doctor recommended 

calling a lawyer (27%-54%) 
• Are health care providers or have health 

care providers in family (~38%) 
• Higher expectations with medical 

advances  

Optometric Malpractice Claims 
• Misdiagnosis of Intraocular Disease  

–  POAG, retinal detachment, mass are highest rate 
–  but don’t forget ARMD and DM! 

•  Injuries from Ophthalmic Materials  
–  CL’s (corneal comps), Spectacles (polycarbonate) 

• Misdiagnosis of Ant. Seg. Disease  
–  Corneal dz, FBs 

•  Improper Co-Management  
–  Refractive surgery, cataract surgery 

•  Injuries from Ophthalmic Drugs  
–  Angle closure 

• Misdiagnosis of Binocular Vision Anomalies 
–  Failure to tx amblyopia 
 

Classe’ 1998 

What I Learned From A Past Student 

Here’s the good news… 
Reduction of malpractice…Optometry 

• Good examination (DFE!) 
• Good documentation… NEVER CHANGE 

RECORD 
• Good patient relationships 
• Good referral relationships 
• Good clinical/office protocols 
• EMR? 
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Reduction of malpractice…Optometry 

• Good examination (DFE!) 
• Good documentation… NEVER CHANGE 

RECORD 
• Good patient relationships 
• Good referral relationships 
• Good clinical/office protocols 
• EMR? 

POAG 
• Always do 
 

– Applanation IOPs needed, good baseline 
– Assessment of ONH with dilated pupil – MISSING? 

• drawings, stereo photos, OCT, etc.  

– Sensitive visual field (30-2, 24-2) 
– Medications 
– Medical history 
– Good follow-ups 
– Refer for laser/surg if needed 
– Current standard of care  

Retinal Detachment 
•  DFE! 
•  Symptoms 
•  Risk Factors 

–  Fresh PVD 
–  Sig. myopia 
–  Pseudophakia/aphakia 
–  YAG capsulotomy 
–  Lattice degeneration 
–  Proliferative retinopathies 
–  Trauma 
–  h/o RD in fellow eye 

Neuro-Eye NOT TO MISS… 

• Swollen ONH 
– AAION  
– Infiltrative Optic Neuropathy 
– “Papilledema” 

• Pupil involved CN III, AbReg 
• Bi-Temporal VF Lost – and variations 
• New onset Horner’s Syndrome 
• Optic atrophy  

 Etiologies 

• Intracranial mass lesions  
   (primary and metastatic) 
• Hydrocephalus 
• AV malformation 
• Meningitis/encephalitis 
• Subarachnoid hemorrhage 
• Trauma (subdural or epidural hematomas) 
• IIH 

  Management 

•   MRI [STAT] 
•   Lumbar puncture (LP) 
  (opening pressure and CSF analysis) 

•   Disc documentation (OCT/Photos) 
•   Monitor VF, VA, CV, OCT 
•   Refer to neuro-ophth. / neurology  
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How Not To Manage A 
Swollen Nerve…   

• Over age 60 (median dx age is 72 years) 
• Females>males 
• More common in Caucasians 
• >50% with 20/200 or worse VA 
• The rules of ~1/3… 

ARTERITIC ANTERIOR ISCHEMIC 
OPTIC NEUROPATHY (AAION) 

Fundus Appearance 
• Pale disc swelling 
• Peripapillary hemorrhages 
• Attenuated retinal arterioles 
 
 

Systemic signs GCA:              
Always Note in Chart! 

•     headache (cardinal symptom) 
•     scalp tenderness 
•     swollen temporal arteries 
•     jaw claudication 
•     proximal muscle stiffness and 

 myalgias (PMR) 
•     weight loss (anorexia) 

Ocular signs of GCA: 

•     AION (most common) 
•     Amaurosis fugax (10%) 
•     CRAO!!! (10%) 
•     Ophthalmoplegia!!! (10%) 
      (CN III most common) 
     

Management 

• STAT ESR, CRP, CBC 
– do labs in any pt over 50 with AION! 

• STAT referral (do as I say…not as I do!) 
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Early Papilledema 

   Note mild blurring of disc margin inferior and 
superior OU and that cup is still present 

Papilledema – these are easy!  

Marked disc edema       Chronic edema  
Note buried vessels              Early gliosis and  

           clumping of axoplasmic 
           material 

INFILTRATIVE OPTIC NEUROPATHY 

• Progressive VA/VF/CV loss with/with-
out disc swelling 

• Unilateral/bilateral 
• Vitreous cells over ONH 
• Assoc. systemic disease: 
 *sacroidosis                  *lymphoma 
 *leukemia                     *syphilis 
 *metastatic neoplasia 

   (medical urgency for rad. tx in px's with 
leukemia/lymphoma/sacroidosis) 

But what are other VF patterns? 
• Very asymmetric incomplete bitemporal 
• Unilateral temporal 
•  Junctional scotoma 
• When to suspect a                        

pituitary apoplexy 

New Onset Horner’s Syndrome 
 -red flag of underlying systemic dz 
Ø Most 1st or 2nd order cases can be associated with 

significant pathology 
•  Neoplasm (including Pancoast’s lung apex tumor) 
•  CVA (including Wallenberg’s syndrome) 
•  Demyelinating diseases 
•  Trauma/surg. 

Ø 3rd order cases can also have sig. pathology 
•  Headache Assoc. 

 àCluster 
 àRaeder’s Syndrome 

•  ICA Dissection 
 àAcute onset pain, dysgeusia 
 àTIA/CVA 

•  Nasopharyngeal carcinoma 
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Horner’s Syndrome 
DILATION LAG is critical 

clinical sign:  The 
miotic pupil is much 
slower to dilate when 
initially in darkness 
than fellow pupil; 
most dramatic 
differences at ~5 secs  

 
 
 
 
 

Horner’s Clinical Pearl 

   Any patient with a new onset Horner’s 
syndrome, even if isolated with no other 
neurological signs or symptoms, should 
have imaging studies done! 

      

   

What the ER Did Optic Atrophy – missed over a 
decade by multiple docs 

• Patient History 

Initial MRIs Pre/Post Course 
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Optic Atrophy and Age 
Young  
•   Inflammatory (post-viral first two decades) 
•   Demyelinating (after teens) 
•   Vascular (assoc. migraines or coagulation dysf.) 
•   Compressive! 
 Middle age 
•   Compressive!  
•   Vascular/ischemic 
 Elderly 
•   Ischemic (GCA incid. rises dramatically >70 yo) 
•   Compressive! 

You all know this one… 
WORRY…and STAT! 

When not to use the “rule of the pupil”  

Incomplete 3rd’s…mass Aberrant Regeneration CN3 Palsies 
• Lid retraction in downgaze / adduction  
• Pupillary changes with globe or lid mvt.  
• NEVER occurs in microvascular dz –DM/HTN!  
• ALWAYS r/o…  
• Aneurysm,Tumor,Trauma (AT&T) 

Adult CN3 Palsies 

Other
13%

Aneurysm
15%

Neoplasm
12%

Undetermined
24%

Vascular
20%

Trauma
15%

Undetermined
Vascular
Aneurysm
Trauma
Neoplasm
Other

Management of CN3 Palsies 

           IS PUPIL INVOLVED??   YES:  STAT 
          Neuroimaging/angiography                       
NO: Is it likely microvascular ? 
      Yes: Follow (?), image no imp. 3 mos 
       No: Image, angiography not needed 
      

ALWAYS GET ESR (SED RATE) OLDER PTS  
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Do the imaging 
results support 
your clinical 
findings? 

BE CAREFUL WITH CN 6 ALSO! 
CN 6 Palsies in Adults 
 

Vascular
12%

Aneurysm
3%

Other
22%

Trauma
14%

Neoplasm
22%

Undetermined
27%

Undetermined
Neoplasm
Trauma
Vascular
Aneurysm
Other

CN 6 Palsies in Children 
 Congenital

5%
Miscellaneous

20%

Inflammatory
13%

Trauma
32%

Neoplasms
30%

Trauma
Neoplasms
Inflammatory
Miscellaneous
Congenital

One last neuro case… 

Remember for Neuro-eye 
Malpractice $$$ Failure to Dx 
Mass…tumor/aneurysm 
Failure to Dx GCA 

Thank-you for attending this lecture, if 

you need more info/references: 

albert@nova.edu 


