Medical error in dermatology practice: Development
of a classification system to drive priority setting
in patient safety efforts
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Background: To date, no study to our knowledge has examined the nature and scope of medical error in
dermatology practice.

Objective: We sought to collect and categorize physician-reported errors in dermatology practice.

Methods: A survey regarding most recent and most serious errors was developed and distributed to
dermatologists attending US meetings. A total of 150 responses were received outlining 152 most recent
errors and 130 most serious errors. Survey responses, along with classification systems for other specialties,
were used to develop a classification system for medical error in dermatology.

Results: The respondents’ demographics reflected the specialty: 63% were male, 60% were older than 50
years, and 60% were in solo or group private practice. Of the most recent errors reported, 85% happened once
ayear orless, and 86% did not result in harm to patients. The most common categories of both most recent and
most serious errors were related to assessment (41% and 31%, respectively) and interventions (44% and 52%,
respectively). Assessment errors were primarily related to investigations, and commonly involved the biopsy
pathway. Intervention errors in the most recent and most serious errors were split between those related to
medication (54% and 27%) and those related to procedures (46% and 73%). Of note, 5 and 21 wrong-site
surgeries were reported in the most recent and most serious errors groups, respectively.

Limitations: Our findings are subject to respondent and recall bias and our classification system, although
an important first step, is likely incomplete.

Conclusion: Our findings highlight several key areas of patient care in need of safety initiatives, namely
the biopsy pathway, medication management, and prevention of wrong-site surgery. (J Am Acad Dermatol

2013;68:729-37.)
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n 1999, The Institute of Medicine’s sentinel
report, “To Err Is Human,” brought the issue of
medical error to the forefront of both medical
and public attention.' Since then great strides have
been made with regard to inpatient care; however,

the issue of medical error in ambulatory practice
remains relatively understudied.*

Dermatology practice is increasingly varied and
complex, encompassing advanced surgical tech-
niques, laser and light therapy, detection of
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potentially life-limiting cancers, and the use of pow-
erful systemic agents. Each of these areas of practice
carries potential for error.” Individual errors do not
always lead to harm, but can function as an early
warning system to prevent more serious occurrences
in the future.®

Other ambulatory specialties, such as otolaryn-
gology and primary care,
have attempted to classify
errors within their practice.”®
Identifying prevalent and/or
serious sources of error is an
important first step to priori-
tizing improvement efforts
and designing safer systems

Currently there is no cen-
tral repository that contains
information on medical error
in dermatology practice, but
we believed that physicians
would be able to recall and
report instances of error from
their own practice, which
collectively could provide
valuable insights. We there-
fore conducted a convenience sample survey study
of dermatologists, asking them to report the most
recent and most serious errors that had occurred in
their practice. This information was used to construct
a classification system for errors in dermatology
practice.

METHODS
Survey design and administration

A 1-page, 2-sided survey instrument was devel-
oped in collaboration with a team of dermatology
and survey specialists. We outlined the definition of
error we wished clinicians to consider as “anything
that has happened anywhere in your practice (of-
fice, hospital, operating room, emergency room,
phototherapy or laser suite etc.) that was not antic-
ipated, should not have happened, and makes you
say ‘I don’t want this to happen again’. It can be
small or large, administrative or clinical—anything
you feel should be avoided in the future.”
Respondents were asked to describe the most recent
error in their practice, along with the consequences
of the error' and the frequency with which this
kind of error has occurred in their practice.
Respondents were also asked to describe the most
serious error encountered in their practice. The
survey also included basic demographic and prac-
tice characteristics.

CAPSULE SUMMARY

» To date, no study to our knowledge has
examined the nature and scope of
medical error in dermatology practice.

Our findings highlight several key areas
of care.’ of patient care in need of safety
initiatives, namely the biopsy pathway,
medication management, and
prevention of wrong-site surgery.

» Through a combination of best practice
guidelines and practice level initiatives
we believe improvements can be made All
that will positively impact the experience
of both patients and physicians.
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Survey sample

The survey was distributed to attendees of 3
meetings in the spring of 2009. One meeting was
local and the other 2 were national events. None
were subspecialty events. As per the study protocol,
the identity of the meetings or the attendees was not
disclosed to preserve anonymity given the sensitive
nature of these data. Because
of convenience sampling it
was not possible to generate
an accurate response rate.
Physicians were not offered
any financial incentive to
participate in this study.
This research protocol was
approved by the Institutional
Review Board at Emory
University, Atlanta, GA.

Development of
classification system
responses  were
entered into an electronic
spreadsheet for analysis. An
initial classification system
was developed by a panel of
expert clinicians through discussion of potential
sources of error in dermatology and integration of
elements of existing frameworks identified through a
literature search. A care flow—based approach was
used and the classification system was structured to
have 3 levels of detail in defining an error: primary,
secondary, and tertiary. The primary options were
assessment (errors relating to history, examination,
investigations, or diagnosis), intervention (errors re-
lated to procedures or medications), administrative,
communication, other, not an error, and insufficient
information. Secondary and tertiary classification was
used to further subdivide each error.

An iterative approach was then used whereby a
sample of 20 responses was independently classified,
according to the original framework, by 3 physician
raters (2 board-certified dermatologists and 1 derma-
tology resident). A group discussion followed where
discordant responses were reviewed and a consen-
sus reached. For example, inadvertent injection of
saline in place of lidocaine as anesthesia before a
punch biopsy was initially considered by some raters
to be a medication error and by others to be a
procedural error. After discussion, the raters decided
this should be considered a medication error because
of incorrect administration by a provider.

The framework was revised to incorporate new
categories of error. This process was repeated sev-
eral times until the framework was believed to be
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