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Attacking Medical Errors in Dermatology

Stephen E. Helms, MD

You're expected to be perfect the day you start, and then improve.

his sentiment by Ed Vargo, a veteran National

League umpire, also holds true for patients’

expectations for physicians. No one, however,
is perfect. Even dedicated, patient-focused derma-
tologists with many years of long and arduous training
will make mistakes. A 1999 report by the Institute
of Medicine’s Committee on Quality,of Health Care
in America highlighted the merbidity and mortality
that are directly related to medical errors in the hos-
pital setting,? which led to an‘upswingref public and
professional interest in this issue. A’ concerted effort
to reduce medical errors in hospitals is now begin-
ning to spill over into outpatient settings, including
dermatology offices. Although_dermatologists and
other visual specialties appear to make fewer medical
errors, it appears that ertors occur in the treatment of
approximately 5% of our dermatology patients, while
errors occtir in as many as 10% to 20% of patient
encounters in other specialties.”® One report review-
ing adverse events in hospitalized Medicare patients
determined that 44% were preventable.® It is time for
each of us to devote ourselves to reasonable efforts to
minimize preventable medical errors.

Developing measures to decrease medical errors
in dermatology requires an understanding of the
underlying causes. Physicians are plagued by both
technical/system errors and cognitive/thinking
errors.”® Technical errors are common in dermatology
and include incorrect lateralization (ie, left vs right),
incorrect dosing of medication, incorrect dispensa-
tion of drugs due to illegible handwriting, mislabeled
specimens with the wrong patient’s name, incorrect
placement or labeling of patch tests, and place-
ment of a biopsy specimen in the wrong medium for
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direct immunofluorescence testing. Dermatologists
may reduce the incidence of these technical errors by
using checklists.”!® According to Atul Gawande in
his book The Checklist Manifesto: How to Get Things
Right, checklists can be used to “catch mental flaws
inherent in all of us—flaws of memory and attention
and.theroughness:>'"

In a dramatic example, intensive care units in
Michigan designedna successful system involving
the use of checklists to implement 5 evidence-based
procedures recommended by the Centers for Disease
Control and Prevention to reduce catheter-related
bloodstream infections. Infection rates decreased
dramatically_in one hospital after another.” Similar
systems can be designed to improve patient safety in
outpatient surgery settings.)! It must be stressed that
communication jand teamwork are critical for these
checklists tonwork. Some examples of situations in
which checklists may be used in dermatology include
surgical procedures with separate checklists for biop-
sies, simple excisions, and Mohs micrographic sur-
gery; systemic medications including methotrexate,
cyclosporine, isotretinoin, and all biologics; UV light
therapy; laser therapy; and patch testing. Checklists
can ensure that all necessary laboratory studies are
ordered in specific clinical settings according to pub-
lished guidelines. Nurses can read back locations of
lesions submitted for biopsy when they write them on
pathology requisitions or formalin bottles. Electronic
medical record systems also can be designed to pro-
vide a checklist of recommended laboratory studies
for women before isotretinoin treatment is initiated,
for example.

One report proposed the following patient safety
strategies that can be utilized to prevent medical
errors, a number of which are directly applicable to
dermatology: preoperative checklists to prevent oper-
ative and postoperative events; proper hand hygiene;
the do-not-use list for hazardous abbreviations; barrier
precautions to prevent health care—associated infec-
tion; team training; and medication reconciliation.
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Most of these approaches lead to improved com-
munication of health care team members, which is a
key component of any plan to reduce system errors in
medical care.!

Although technical errors may be the low-hanging
fruit for the reduction of medical errors, in actuality
it appears that these errors are only the tip of the
iceberg. Evidence has shown that 74% of all diag-
nostic errors usually are due to cognitive deficiencies
rather than a lack of knowledge.”®" In his book How
Doctors Think, Jerome Groopman, MD, refers to these
deficiencies as “cognitive traps” (or biases) that lead
physicians to make a quick “anchoring” diagnosis
based on the most “available” prototype of a disease.”
Other facts are then attributed to this diagnosis or are
ignored. When an incorrect diagnosis has been added
to a patient’s medical record, there is a risk that it
will be carried forward without question, especially if
the original misdiagnosis was proposed by an experi-
enced veteran—the so-called “gray-haired professor”;
Groopman’ refers to this kind of-error as,diagnesis
momentum. These cognitive erfors can be minimized
if we force ourselves to make a longer differential
diagnosis before we settle on ‘the jnitial obvious
choice. Always ask yourself, what else could this'be?

It is time for dermatologists to accept our fallibil-
ity and prepare to win the battle to reduce medical
errors. In_the words of Bobby Knight, “The key is not
the will to win . . . everybody has that. It is the will
to prepare to win/that issimportant,” which‘requites
acceptance of a lnew culture in medicine. | Two-way
communication with< the dermatology |team»must
replace authoritarian arrogance. Checklists, either
on paper or within electronic medical record systems,
must replace sole reliance on memory. Finally, some-
times we must force ourselves not to accept the first
diagnosis that comes to mind as the only possible
diagnosis. It is time to get started.
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QUICK POLL QUESTION

Which patient safety measures do you currently use in your practice?

a. apps to expand differential diagnoses

b. rewarding employees for new ideas to prevent errors

c. team training exercises
d. all of these
e. none of these

Go to www.cutis.com to answer our Quick Poll Question and see how your peers have responded
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