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Course Objective
The purpose of this course is to satisfy the requirement 
of the Florida law and provide all licensed mental health 
professionals with information regarding the root cause 
analysis process, error reduction and prevention, and 
patient safety.

Learning Objectives
Upon completion of this course, you should be able to:

 1. Define “medical error.”

 2. Describe the root cause analysis process,  
and identify the most common sentinel  
events.

 3. Evaluate the most common errors in  
psychological or behavioral settings  
and strategies to prevent these errors.

 4. Identify potential psychological  
consequences of medical errors.
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INTRODUCTION

The Institute of Medicine’s (IOM) 1999 publica-
tion To Err is Human: Building a Safer Health System 
illuminated the unfortunate reality of medical errors 
in the healthcare industry. The report reviewed the 
prevalence of medical errors in the United States 
and highlighted measures that should be taken to 
prevent them. Specifically, the authors of the report 
noted that at least 44,000 and perhaps as many as 
98,000 Americans were dying in hospitals each year 
as a result of medical errors [1]. They further noted 
that even when using the lower estimate of 44,000, 
deaths in hospitals due to medical errors exceeded 
the annual deaths attributable to motor vehicle acci-
dents (43,458), breast cancer (42,297), or acquired 
immunodeficiency syndrome (16,516) [1]. A 2013 
literature review stated that the average number of 
annual in-hospital deaths attributable to medical 
error may actually be much higher, at 210,000 to 
400,000, which would make medical errors the third 
leading cause of death in the United States [2]. This 
was supported by findings of a 2016 study [3].

As part of an effort to address medical error inci-
dents, Florida law mandates that all healthcare 
professionals and those working as members of an 
extended healthcare team in Florida complete a 
two-hour course on the topic of prevention of medi-
cal errors [4]. This continuing education course is 
designed to satisfy the requirements of the Florida 
law and provide all licensed behavioral and mental 
health professionals with information regarding 
the root cause analysis process, error reduction and 
prevention, and patient safety.

DEFINING “MEDICAL ERROR”

The IOM Committee on Quality of Healthcare in 
America defines error as “the failure of a planned 
action to be completed as intended or the use of a 
wrong plan to achieve an aim” [1]. It is important 
to note that medical errors are not defined as inten-
tional acts of wrongdoing and that not all medical 
errors rise to the level of medical malpractice or 
negligence. Errors depend on two kinds of fail-
ures: either the correct action does not proceed as 
intended, which is described as an “error of execu-
tion,” or the original intended action is not correct, 
which is described as an “error of planning” [1]. A 
medical error can occur at any stage in the process of 
providing patient care, from diagnosis to treatment, 
and even while providing preventative care. Not all 
errors will result in harm to the patient. Medical 
errors that do result in injury are sometimes called 
preventable adverse events or sentinel events. These 
events are considered “sentinel” because they signal 
the need for immediate investigation and response 
[5].

Preventable adverse events or sentinel events are 
defined as events that cause an injury to a patient 
as a result of inaction on the part of the healthcare 
provider or as a result of an action/intervention 
whereby the injury cannot reasonably be attributed 
to the patient’s underlying medical condition [1]. 
For example, if a patient has a surgical procedure 
and dies postoperatively from pneumonia, the 
patient has suffered an adverse event. But was that 
adverse event preventable? Was it caused by medi-
cal intervention or inaction? The specific facts of 
the case must be analyzed to determine whether 
the patient acquired pneumonia as a result of poor 
handwashing techniques of the medical staff (i.e., an 
error of execution), which would indicate a prevent-
able adverse event, or whether the patient acquired 
pneumonia because of age and comorbidities, which 
would indicate a nonpreventable adverse event.
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Healthcare professionals can learn much by closely 
scrutinizing and evaluating adverse events that lead 
to serious injury or death. The evaluation of such 
events would also enable healthcare professionals to 
improve the delivery of health care and reduce future 
mistakes. In addition, healthcare professionals must 
have a process in place to evaluate those instances in 
which a medical error occurred and did not cause 
harm to the patient. By reviewing these processes, 
healthcare professionals are afforded the unique 
opportunity to identify system improvements that 
have the potential to prevent future adverse events. 
The Joint Commission, recognizing the importance 
of analyzing both preventable adverse events and 
near-misses, has established guidelines for recogniz-
ing these events and requires healthcare facilities 
to conduct a root cause analysis to determine the 
underlying cause of the event [6].

ROOT CAUSE ANALYSIS PROCESS

The Joint Commission is a national organization 
with a mission to improve the quality of care pro-
vided at healthcare institutions in the United States. 
It accomplishes this mission by providing accredited 
status to healthcare facilities. Accreditors play an 
important role in encouraging and supporting 
actions within healthcare organizations by holding 
them accountable for ensuring a safe environment 
for patients. Healthcare organizations should 
actively engage in a cooperative relationship with 
The Joint Commission through this accreditation 
process and participate in the process to reduce risk 
and facilitate desired outcomes of care. 

A root cause analysis identifies basic or causal factors 
that result in an undesired outcome (adverse event), 
including the occurrence or possible occurrence of 
a sentinel event [5]. Based on 2022 data from The 
Joint Commission, 88% of sentinel events occur 
in hospitals, emergency departments, or ambula-
tory care centers. This represents a 19% increase 
in events from 2021. Leading event types associated 

with the hospital setting included falls (45%), unin-
tended retention of foreign object (7%), and wrong 
surgeries (6%). In the behavioral health setting, 
leading event types were patient suicide (23%), falls 
(18%), and delays in treatment (16%) [7].

The Joint Commission defines a sentinel event as 
“a patient safety event (not primarily related to the 
natural course of the patient’s illness or underly-
ing condition) that reaches a patient and results 
in death, permanent harm (regardless of severity 
of harm), or severe harm (regardless of duration of 
harm) [7]. An event is also considered sentinel if it 
is one of the following [7]:

• Suicide of any patient receiving care,  
treatment, and services in a staffed  
around-the-clock care setting or within  
72 hours of discharge, including from  
the healthcare organization’s emergency 
department

• Unanticipated death of a full-term infant

• Homicide of any patient receiving care,  
treatment, and services while on site at  
the organization or while under the care  
or supervision of the organization

• Homicide of a staff member, licensed  
practitioner, visitor, or vendor while on  
site at the organization or while providing  
care or supervision to patients

• Any intrapartum maternal death 

• Severe maternal morbidity (leading to  
permanent harm or severe harm)

• Physical assault (leading to death, permanent 
harm, or severe harm) of any patient receiving 
care, treatment, and services while on site at 
the organization or while under the care or 
supervision of the organization

• Any elopement (i.e., unauthorized departure) 
of a patient from a staffed around the-clock 
care setting, leading to death, permanent 
harm, or severe temporary harm to the  
patient

• Abduction of any patient receiving care,  
treatment, and services
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• Discharge of an infant to the wrong family

• Rape, assault (leading to death or permanent 
loss of function), or homicide of any patient 
receiving care, treatment, and services

• Rape, assault (leading to death or permanent 
loss of function), or homicide of a staff 
member, licensed independent practitioner, 
visitor, or vendor while on site at a healthcare 
organization

• Hemolytic transfusion reaction involving 
administration of blood or blood products 
having major blood group incompatibilities

• Surgery on the wrong patient or wrong body 
part

• Unintended retention of a foreign object  
in a patient after surgery or other procedure

• Severe neonatal hyperbilirubinemia  
(bilirubin >30 mg/dL)

• Prolonged fluoroscopy with cumulative dose 
>1,500 rads to a single field or any delivery  
of radiotherapy to the wrong body region  
or >25% above the planned radiotherapy

• Fire, flame, or unanticipated smoke, heat, or 
flashes occurring during direct patient care 
caused by equipment operated and used by 
the organization. To be considered a sentinel 
event, equipment must be in use at the time 
of the event; staff do not need to be present.

• Fall in a staffed-around-the-clock care setting 
or fall in a care setting not staffed around the 
clock during a time when staff are present 
resulting in: any fracture; surgery, casting, or 
traction; required consult/management or 
comfort care for a neurological or internal 
injury; a patient with coagulopathy who 
receives blood products as a result of the 
fall; or death or permanent harm as a result 
of injuries sustained from the fall (not from 
physiologic events causing the fall)

(For further definition of terms, please refer to 
the Joint Commission’s Sentinel Event Policy and 
Procedures at https://www.jointcommission.org/
sentinel_event_policy_and_procedures.)

As part of the accreditation standards, the Joint 
Commission requires that healthcare organizations 
have a process in place to recognize these sentinel 
events, conduct thorough and credible root cause 
analyses that focus on process and system factors, 
and document a risk-reduction strategy and internal 
corrective action plan that includes measurement 
of the effectiveness of process and system improve-
ments to reduce risk [8]. This process must be com-
pleted within 45 days of the organization having 
become aware of the sentinel event [5]. 

The Joint Commission will consider a root cause 
analysis acceptable for accreditation purposes if it 
focuses primarily on systems and processes, not indi-
vidual performance. In other words, the healthcare 
organization should minimize the individual blame 
or retribution for involvement in a medical error [8]. 
In addition, the root cause analysis should progress 
from special causes in clinical processes to common 
causes in organizational processes, and the analysis 
should repeatedly dig deeper by asking why, then 
when answered, why again, and so on. The analysis 
should also identify changes that can be made in 
systems and processes, either through redesign or 
development of new systems or processes, which 
would reduce the risk of such events occurring in 
the future. The Joint Commission requires that the 
analysis be thorough and credible. To be considered 
thorough, the root cause analysis must include [5]:

• The analysis repeatedly asks a series  
of “why” questions, until it identifies  
the systemic causal factors associated  
with each step in the sequence that  
led to the sentinel event

• The analysis focuses on systems and  
processes, not solely on individual  
performance

• A determination of the human and  
other factors most directly associated  
with the sentinel event and the process(es) 
and systems related to its occurrence

• The analysis of the underlying systems  
and processes through the series of  
“why” questions determines where  
redesign might reduce risk
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• An inquiry into all areas appropriate to  
the specific type of event

• An identification of risk points and their 
potential contributions to this type of event

• A determination of potential improvement 
in processes or systems that would tend to 
decrease the likelihood of such events in the 
future, or a determination, after analysis, that 
no such improvement opportunities exist

To be considered credible, the root cause analysis 
must meet the following standards [5]: 

• The organization’s leadership and the  
individuals most closely involved in the  
process and systems under review must  
participate in the analysis.

• The analysis must be internally consistent; 
that is, it must not contradict itself or leave 
obvious questions unanswered.

• The analysis must provide an explanation  
for all findings of “not applicable” or  
“no problem.”

• The analysis must include consideration  
of any relevant literature.

Finally, as previously discussed, after conducting this 
root cause analysis, the organization must prepare 
an internal corrective action plan. The Joint Com-
mission will accept this action plan if it identifies 
changes that can be implemented to reduce risk 
or formulate a rationale for not undertaking such 
changes and if, where improvement actions are 
planned, it identifies who is responsible for imple-
mentation, when the action will be implemented, 
and how the effectiveness of the actions will be 
evaluated [5]. 

The Joint Commission provides a root cause analy-
sis and action plan template that can help guide 
organizations through a comprehensive systematic 
analysis of an adverse or sentinel event and identify 
potential corrective actions [9]. 

FLORIDA LAW

Mental health professionals have an obligation to 
report preventable adverse events to leadership 
and ensure that employers have processes in place 
to satisfy the Joint Commission requirement. In 
Florida, certain serious adverse incidents must also 
be reported to Florida’s Agency for Health Care 
Administration (AHCA). Florida law requires that 
licensed facilities, such as hospitals, establish an 
internal risk management program and, as part of 
that program, develop and implement an incident 
reporting system, which imposes an affirmative 
duty on all healthcare providers and employees of 
the facility to report adverse incidents to the risk 
manager or to his or her designee. The risk manager 
must receive these incident reports within 3 business 
days of the incident, and depending on the type of 
incident, the risk manager may have to report the 
incident to AHCA within 15 days of receipt of the 
report.

Florida Statute 395.0197 specifically defines an 
adverse incident as [10]:

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, 
and which:

a)  Results in one of the following injuries:

• Death

• Brain or spinal damage

• Permanent disfigurement

• Fracture or dislocation of bones  
or joints

• A resulting limitation of neurologic,  
physical, or sensory function that  
continues after discharge from the  
facility
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• Any condition that required specialized 
medical attention or surgical intervention 
resulting from nonemergency medical 
intervention, other than an emergency 
medical condition, to which the patient 
has not given his or her informed consent

• Any condition that required the transfer 
of the patient, within or outside the  
facility, to a unit providing a more acute 
level of care due to the adverse incident, 
rather than the patient’s condition prior 
to the adverse incident

b)  Was the performance of a surgical  
procedure on the wrong patient, a wrong  
surgical procedure, a wrong-site surgical  
procedure, or a surgical procedure otherwise 
unrelated to the patient’s diagnosis or  
medical condition

c)  Required the surgical repair of damage  
resulting to a patient from a planned  
surgical procedure, where the damage was  
not a recognized specific risk, as disclosed  
to the patient and documented through  
the informed-consent process

d)  Was a procedure to remove unplanned  
foreign objects remaining from a surgical 
procedure

In 2022, the Florida AHCA reported that a total 
of 185 deaths occurred as a result of hospital error, 
which comprised 22% of the 842 adverse incidents 
reported for the year [11]. The next most com-
mon incidents in 2022 were fracture dislocation 
(21.1%), transfer of the patient to a unit providing 
a more acute level of care due to the adverse inci-
dent (17.6%), surgical procedures unrelated to the 
patient’s diagnosis or medical needs (10%), and 
surgical procedure to remove a foreign object from a 
previous surgical procedure (9.4%) [11]. The follow-
ing adverse incidents must be reported to the AHCA 
within 15 calendar days after their occurrence [10]:

• The death of a patient

• Brain or spinal damage to a patient

• Performance of a surgical procedure  
on the wrong patient

• Performance of a wrong-site surgical  
procedure

• Performance of a wrong surgical procedure

• Performance of a surgical procedure that  
is medically unnecessary or otherwise  
unrelated to the patient’s diagnosis or  
medical condition

• Surgical repair of damage resulting to a  
patient from a planned surgical procedure, 
where the damage is not a recognized  
specific risk, as disclosed to the patient  
and documented through the informed-
consent process

• Performance of procedures to remove 
unplanned foreign objects remaining  
from a surgical procedure

Each incident will be reviewed by the AHCA, which 
will then determine the penalty to be imposed upon 
the responsible party [10]. All Florida healthcare pro-
fessionals who practice in licensed facilities should 
familiarize themselves with these requirements and 
ensure that the facility in which they practice has 
processes in place to ensure compliance.

Unlike Florida’s mandatory reporting of serious 
adverse incidents, the Joint Commission recom-
mends that healthcare organizations voluntarily 
report sentinel events, and it encourages the facilities 
to communicate the results of their root cause analy-
ses and their corrective action plans. As a result of 
the sentinel events that have been reported, the Joint 
Commission has compiled Sentinel Event Alerts, 
which it provides to all accredited organizations. 
These alerts are intended to provide healthcare 
organizations with important information regarding 
reported trends and, by doing so, highlight areas of 
potential concern so an organization may review its 
own internal processes to maximize error reduction 
and prevention with regard to a particular issue [12].
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ERROR REDUCTION  
AND PREVENTION

Between 2005 and the second quarter of 2019, the 
Joint Commission had reviewed 14,925 reported 
sentinel events impacting 12,520 patients and 
resulting in 6,258 patient deaths [3]. (Some events, 
such as fire, can impact multiple patients.) In 2022, 
The Joint Commission received 1,441 reports of 
sentinel events [7]. The most common categories 
of sentinel events were patient falls (42%), delay in 
treatment (6%), unintended retention of a foreign 
body (most commonly sponges) (6%), wrong-site/
wrong-patient/wrong-procedure (6%), and patient 
suicide (5%) [7]. Of these, patient suicide, delay in 
treatment, and patient fall are the most pertinent 
to mental or behavioral health practice.

These are all errors with modifiable risk factors. 
Error reduction may be accomplished by applying 
the root cause analysis methodology, through extra 
diligence by healthcare professionals, and by adopt-
ing a willingness to identify personal shortcomings 
and to evolve. As identified in Florida Administra-
tive Code Rule 64B19-13.003, the most serious 
potential errors in psychological or behavioral 
settings include “inadequate assessment of suicide 
risk, failure to comply with mandatory abuse report-
ing laws, and failure to detect medical conditions 
presenting as a psychological disorder” [13]. Failure 
to detect medical conditions presenting as a psycho-
logical disorder is akin to delay in treatment. These 
errors affect pediatric, adolescent, adult, and senior 
patients alike.

PATIENT SUICIDE

It is possible that the event with the greatest emo-
tional impact on mental health professionals (and 
patients’ families) is patient suicide. In general, the 
suicide rate is increasing, with a nearly 37% higher 
rate in 2022 compared with 1999 [14]. According 
to a 2010 Joint Commission Sentinel Event Alert, 
75% of inpatient suicides occurred in psychiatric 
hospitals or behavioral health units of general 

hospitals [15]. The next greatest number occurred 
in surgical, intensive care, telemetry, or oncology 
units (14.25%); emergency departments (8%); and 
home care, rehabilitation units, and long-term or 
residential care facilities (2.5%). In 2022, 55% of 
the 73 sentinel events classified as suicide occurred 
offsite within 72 hours of discharge from an accred-
ited healthcare organization, 40% occurred in an 
inpatient setting, and 4% while in the emergency 
department. In the behavioral health setting 23% 
of sentinel events were patient suicide [7]. General 
hospitals are inherently less safe for suicidal patients 
than psychiatric hospitals or units, as they offer the 
patient more time alone and a number of potential 
suicide options (e.g., jumping, intentional drug 
overdose, cutting with a sharp object, hanging, 
strangulation) and means (e.g., tubing, bandages, 
plastic bags) that are designed out of psychiatric 
settings [15]. 

In general, patient suicide is highest among males 
75 years of age or older [16]. In 2020–2021, Ameri-
can Indian/Alaska Native men and boys had the 
highest rates of suicide. The rates increased by 17% 
during this period, compared with an 11% increase 
for Black men/boys and a 3% increase for White 
men/boys [16]. For both sexes, American Indian/
Alaska Natives had the highest rates of suicide in 
2021 compared with other groups [16]. Of patients 
17 to 39 years of age admitted to hospitals for one 
medical condition, suicidal ideation increases from 
a baseline of 16.3% in the general population to 
25%; the rate increases to 35% for those admit-
ted with two or more conditions [17]. The most 
common root cause of patient suicide in a staffed, 
round-the-clock healthcare setting (including 72 
hours post-discharge) is inadequate assessment [18].

The Joint Commission recommends a number of 
risk reduction strategies, including [18]: 

• Screening all patients for suicide ideation

• Responding to patients in acute suicidal  
crisis with immediate action and a safety  
plan
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• Meeting patient needs for continuing care  
and treatment after discharge or transfer

• Collaborating with the patient’s other  
providers, family, and friends as appropriate

• Developing treatment and discharge plans  
that directly target suicidality

• Using evidence-based interventions

• Educating staff about how to identify and 
respond to patients with suicidal ideation 

A simple review of these measures demonstrates that 
healthcare and mental health providers can avoid 
the devastating impact of an inpatient suicide by 
implementing fairly routine preventative strategies, 
such as removing harmful items and careful screen-
ing through the admission process [19].

Suicide Risk Assessment

There are many suicide risk assessment tools for use 
by health and/or mental health professionals but 
few have been tested empirically. If and when they 
are used, all too often an assessment tool is insuf-
ficient in preventing suicide. A thorough assessment 
by a trained mental health professional is often the 
best choice, but even these professionals are not 
infallible. Of those who die from suicide, 20% have 
had contact with a mental health provider in the 
last month [14]. Many reasons have been identified 
for inadequate professional assessments or lack 
thereof [20]: 

• Suicide risk assessment training was never 
provided to the mental health professional, 
physician, or nurse.

• The risk of suicide is minimized or over-
looked by the professional due to personal 
anxiety related to suicide in general.

• The professional has a fear of documenting 
thought processes because those actions  
could come under scrutiny in a malpractice 
suit.

• Risk assessment is performed but not  
documented.

• The task of suicide risk assessment is  
delegated to another professional who  
is incapable of performing an adequate  
assessment or who does not complete  
the task.

• Suicide risk assessment is simply not  
indicated.

• A systematic suicide risk assessment  
is never performed.

• The professional is reluctant to assess  
suicide risk due to excessive false positives.

It is recommended that all patients be screened using 
a systematic, personalized suicide risk assessment 
by a trained professional and that the results of 
the assessment be diligently documented [20]. The 
assessment should be within the scope of practice 
and competence of the individual performing the 
task. When a professional, such as a social worker 
or counselor, identifies a client who is at risk for 
suicide, he or she has an obligation to protect the 
client from self-harm and must consult with a super-
visor or other colleague. This can be perceived to be 
in contradiction to the principle of confidentiality, 
but preventing harm is an ethical obligation with 
greater importance and should be taken as seriously 
as threats made against another person.

Although some professionals are uncomfortable 
with suicidal clients, it is essential not to ignore or 
deny the suspicion of suicide risk. The first and most 
immediate step is to allocate adequate time to the 
client, even though many others may be scheduled. 
Showing a willingness to help begins the process of 
establishing a positive rapport. Closed-ended and 
direct questions at the beginning of the interview are 
not very helpful; instead, use open-ended questions 
such as, “You look very upset; tell me more about it.”

A thorough assessment involves not only totaling 
suicide risk factors (acute and chronic) but should 
consider other factors, such as the patient’s job con-
tentment and their satisfaction from interpersonal 
relationships, which are considered protective [21]. 
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As noted, suicide ideation increases with the sever-
ity of an individual’s injuries (e.g., traumatic brain 
injury with enduring sequelae, amputation or loss 
of limb, loss of motor function), chronic pain syn-
dromes, and poor prognoses (e.g., Alzheimer disease, 
cancer, autoimmune diseases) [22]. Warning signs 
of suicidal thought include threatening self-harm, 
actively seeking suicide means (e.g., medications, 
medical instruments or other objects, removing IV 
lines or life-sustaining apparatus), and expressing 
thoughts about death, dying, and suicide. These 
patients should be considered at high risk of sui-
cide. When assessing for suicide, it is important 
to be cautious of misleading information or false 
improvement [23]. When an agitated patient sud-
denly appears calm, he or she may have made the 
decision to complete suicide and feels calm after 
making the decision. Denial is another important 
consideration. Patients may deny harboring very 
serious intentions of killing themselves.

Reluctance or even outright refusal to implement 
a systematic suicide risk assessment program has 
been demonstrated in a study of attending hospital 
psychiatrists (one of the few studies that exist on 
the topic) [21]. As an advocate for clients, all men-
tal health professionals, including social workers, 
counselors, therapists, and psychologists, should 
ensure that a suicide risk assessment is performed 
and documented and that follow-up assessments are 
completed on a regular basis.

MEDICATION ERRORS

Unquestionably, medication errors are one of the 
most common causes of avoidable harm to patients. 
These errors may occur at three critical points: when 
ordered by a physician or psychologist, dispensed by 
a pharmacist, or administered.

The National Coordinating Council for Medication 
Error Reporting and Prevention defines a medica-
tion error as “any preventable event that may cause 
or lead to inappropriate medication use or patient 
harm while the medication is in the control of the 
healthcare professional, patient, or consumer. Such 
events may be related to professional practice, health-
care products, procedures, and systems, including 
prescribing; order communication; product label-
ing; packaging, and nomenclature; compounding; 
dispensing; distribution; administration; education; 
monitoring; and use” [24].

A number of medication errors can be linked to 
the prescriber who continually uses potentially 
dangerous abbreviations and dose expressions. 
Despite repeated warnings by the Institute for Safe 
Medication Practices about the dangers associated 
with using certain abbreviations when prescribing 
medications, this practice continues [25].

Other factors contributing to prescriber errors are 
illegible or confusing handwriting and, a frequently 
cited cause of many adverse and sentinel events, the 
failure of healthcare providers to assess risk and pre-
vent errors. Facilities should implement appropriate 
guidelines, policies, and procedures to ensure safe 
medication administration practice. These policies 
should include [26]:

• Reconciling medications at transition  
points (e.g., admission, discharge, transfer)

• Keeping an accurate medication list  
(including over-the-counter and com- 
plementary and alternative medications)

• Asking patients to bring their medications  
in periodically

• Informing the patient of indications for  
all medications
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• Asking regularly whether patients are taking 
their medications, including as-needed drugs, 
as nonadherence may signal issues other than 
knowledge deficits, practical barriers, or  
attitudinal factors

• Considering that new complaints may  
represent side effects of medications

• Explaining common or significant side effects

• Asking regularly about side effects or adverse 
drug events

• Avoiding abbreviations

• Working as a team with pharmacists,  
physicians, and nurses

• Adhering to Class I clinical indications  
and guidelines

• Using special caution with high-risk  
medications

• Exercising particular caution in high-risk 
situations (e.g., when stressed, sleep-deprived, 
angry, supervising inexperienced personnel)

• Reporting errors and adverse drug events

• Including medications when transferring 
patients between providers

• Standardizing communication about  
prescriptions within the practice

• Actively monitoring the patient for response 
to medication therapy, using validated  
instruments when possible

• Minimizing the use of free samples

Finally, facilities should have proper quality assur-
ance measures in place to monitor medication 
administration practices. Included among these 
would be protocols and guidelines for use with criti-
cal and problem-prone medications to help optimize 
therapies and minimize the possibility of adverse 
events and to integrate “triggers” to indicate the need 
for additional clinical monitoring [27].

FAILURE TO REPORT ABUSE

In Florida, as in other states, workers in many occu-
pations are designated as “professionally mandatory 
reporters” including teachers, nurses, physicians, 
and law enforcement officials [28]. Social workers, 
psychologists, and all mental health professionals are 
included among those who are required to report 
abuse, neglect, abandonment, and exploitation of 
children and adults [28]. Additionally, suspected 
maltreatment is to be reported.

There were 588,229 unique cases of child abuse 
reported in the United States in 2021 resulting in 
1,820 deaths [29]. The vast majority of perpetrators 
of abuse were parents or legal guardians. Approxi-
mately 67% of the referrals of abuse were generated 
by a mandated professional, including legal and law 
enforcement personnel (21.8%), education person-
nel (15.4%), and medical personnel (12.2%). Non-
professionals submitted 17.1% of reports, with the 
largest category being parents (6.5%), other relatives 
(6.2%), and friends and neighbors (3.9%). Unclas-
sified sources submitted the remaining 16% [29]. 

Only 17.8% of all reports of child abuse or suspected 
child abuse result in a substantiation or indication 
of actual maltreatment according to state law [29]. 
However, this should not discourage the professional 
from intervening. It is never punishable to submit 
a report in good faith; furthermore, all reports are 
confidential (except among protective services per-
sonnel) until indicated in a judicial proceeding [28]. 
In addition to breaching the ethical duty to protect 
clients from harm (and, subsequently, the profes-
sional consequences of this ethics violation), there 
are legal consequences for those who fail to comply 
with mandatory abuse reporting requirements. 
Diligent reporting and documenting of abuse bet-
ter protects professionals from legal action resulting 
from inaction.
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Adult abuse encompasses self-abuse, domestic abuse, 
and abuse/exploitation by caregiver(s) of a vulner-
able adult [28]. Exploitation refers to the misuse of 
moneys, taking or selling of property, the inappro-
priate use of guardianship/power of attorney, and 
the failure to use the vulnerable adult’s funds for 
their care. A vulnerable adult is defined in Florida 
as “a person 18 years of age or older whose ability 
to perform the normal activities of daily living or 
to provide for his or her own care or protection is 
impaired due to disability, brain damage, or the 
infirmities of aging” [28]. Vulnerable adults and 
children are abused at a rate between 4 and 10 times 
greater than that of the general population and are 
themselves less likely to report abuse due to a variety 
of fears, including not being believed, reprisals, and 
caretaker abandonment [30]. Mental health profes-
sionals are often the individuals to whom the abuse 
is reported. With the aforementioned statistics and 
somewhat unique fears in mind, it is reasonable that 
a slightly higher index of suspicion be employed 
when working with this cohort.

Emotional changes or suspicious injuries that are 
noticed in adult clients should be documented 
and reported. Marks and bruises in various stages 
of healing should be noted, especially those that 
resemble objects such as belts or electrical cords or 
those that reoccur regularly; cigar/cigarette burns; 
burns in the shape of an object (e.g., clothes iron); 
missing clumps of hair; marks from being tied down; 
and other injuries with no reasonable explanation 
[31]. Other signs of abuse include recurrent poor 
hygiene among those in the care of others, medi-
cal conditions left untreated, food hoarding, age-
inappropriate sexual behavior/knowledge of sex, 
unexplained fear of persons/places, unaccounted 
for injury or disease of the genitals. Psychological 
abuse may be harder to detect, but in some cases 
there are physical manifestations of psychological 
abuse. Studies of the long-term physical effects of 
intimate partner violence or child abuse have found 
an increased risk of asthma, chronic pain, sexually 
transmitted infections, stomach ulcers, liver disease, 
and high blood pressure among victims [32; 33].

Compliance with abuse reporting laws is not 
optional, and reporting suspected abuse to a super-
visor does not satisfy this requirement [28]. Abuse 
must be reported to the Florida Abuse Hotline 
by telephone (1-800-962-2873 or TDD 1-800-453-
5145), by fax (1-800-914-0004), or online (https://
reportabuse.myflfamilies.com/s/) when knowledge 
of abuse or suspected reasonable cause exists. Tele-
phone is the preferred contact method and should 
always be used in emergency situations. It is up to 
the Florida Department of Children and Families 
counselors to determine if the report meets the legal 
requirements for further action [28]. If a counselor 
refuses the report, a supervisor can be requested for 
further discussion.

FAILURE TO IDENTIFY MEDICAL 
CONDITIONS PRESENTING AS PSYCHOSIS

A large number of medical conditions can cause 
acute psychiatric symptoms in patients with no 
history of mental illness and can exacerbate the 
severity of or create new psychiatric symptoms in 
individuals with pre-existing mental illness [34]. 
These conditions include, but are not limited to, 
central nervous system (CNS) disorders (e.g., seizure, 
aneurysm, subdural hematoma, tumor); infections 
(e.g., urinary tract infection, pneumonia, sepsis); 
cardiopulmonary disorders (e.g., hypoxia, myocardial 
infarction); metabolic/endocrine disorders (e.g., 
thyroid, adrenal, renal, hepatic disorders); adverse 
reactions to medications (e.g., corticosteroids, dopa-
mine agonists); illicit drug use or withdrawal (e.g., 
cannabis, amphetamines, heroin); and chemical and 
plant toxicities (e.g., caffeine, psilocybin, aromatic 
hydrocarbons) [35].

Patients who solely have medical conditions but 
who present to emergency departments of general 
hospitals (or psychiatric hospitals) with psychiatric 
symptoms without medical complaints should be 
successfully and expediently differentiated from 
those with psychosis due to mental illness. This 
can be challenging considering the number of 
potential diagnoses that must be ruled out during a 
standard medical clearance at a psychiatric hospital 
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or following a mental status exam at an emergency 
department. Differentiation is further complicated 
by comorbid conditions (e.g., a schizophrenic patient 
with pneumonia) and the grey area between some 
medical conditions and psychiatric illnesses (e.g., 
seizure disorders) [34]. Furthermore, the increasing 
workload of hospital psychiatrists and physicians, 
administrative bureaucracy, advancing age of the 
country’s population, complex drug regimens, 
widespread prescription and illicit drug use, and 
psychiatric evaluations performed by individuals 
not possessing competency have been identified as 
causative factors of a missed medical diagnoses or 
delays in treatment. Morbidity and mortality can 
be significantly increased for many conditions the 
longer they remain undiagnosed as a result of focus-
ing on psychiatric aspects of care.

In one study, 3% of psychiatric admissions are 
actually due to a medical condition; this number is 
likely higher for older individuals [36]. For example, 
elderly patients or patients with intellectual dis-
abilities with various infections often present to 
emergency or urgent care facilities with no other 
symptoms other than psychosis due to delirium; 
these infections may be initially overlooked as the 
healthcare team focuses on the psychological symp-
toms [37; 38]. Urinary tract infections and pneumo-
nia are the most frequent causes of sudden change in 
mental status in elderly patients, but these patients 
are often initially diagnosed with dementia based 
on their age [39]. Other possible causes include 
electrolyte imbalances, thyroid dysfunction, organ 
failure, and medications.

In addition to standard medical testing and mental 
status examination, it is important for hospital 
staff to gain as much relevant history from family 
members, caregivers, and acquaintances about the 
patient’s usual mental status to aid in diagnosis. 
Social workers and mental health professionals 
familiar with patients can be valuable substitutes if 
family members or other acquaintances are unavail-
able.

PSYCHOLOGICAL CONSEQUENCES 
OF MEDICAL ERRORS

According to the Institute for Healthcare Improve-
ment, there are approximately 6 million survivors 
of medical errors each year [40]. As a result of these 
errors and the way they are handled, patients can 
lose trust in the healthcare system, and some may 
never feel a sense of safety in the care of anyone 
(including mental health professionals) again [41]. 
These same sentiments can carry over into the 
psyche of family members and even the general 
public. Stress reactions, anxiety disorders, worsening 
of existing mental health conditions, drug depen-
dence, and suicidal ideation may develop in victims 
of medical errors, even as the result of “less serious” 
events, such as a breech in confidentiality. Feelings 
of anger, guilt, loss, and fear may persist long after 
the event [40].

Many individuals are reluctant to accept the risk of 
seeking help for mental, social, or medical issues, 
but certain groups have traditionally been wary of 
trusting professionals in these occupations. In the 
United States, Black individuals have historically 
been and continue to remain wary and even suspi-
cious of the medical/mental health care system 
[42; 43; 44]. For example, 40% of Black Americans 
feel that prescribed medications are a form of 
undisclosed experimentation (compared to 28% of 
White Americans), and this demographic tends to 
underutilize health care, especially preventative care 
[43]. The cause of this suspicion is partially distrust 
of institutions in general; however, medical errors 
and gross ethical violations (e.g., the Tuskegee syphi-
lis study, personal experience with discrimination) 
may also be to blame [42]. It is important that clients 
be encouraged to seek preventative care for health 
issues, especially those that disproportionately affect 
their gender and race.
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As part of the movement to bring greater transpar-
ency to the practice of medicine, along with an 
improved effort to reduce the post-traumatic effects 
of medical errors, mental health professionals are 
increasingly being relied upon to assist patients and 
families with coping following serious errors [40]. A 
growing number of institutions have put into place 
support programs for professionals who have com-
mitted medical errors as the result of studies show-
ing significant personal impact (e.g., guilt, reduced 
job satisfaction, burnout, sleep disturbances, loss of 
confidence, anxiety about committing future errors, 
depression) and lack of support following these 
events [40; 45; 46; 47]. However, many victims and 
perpetrators of medical errors may seek help on their 
own. Social workers and mental health providers 
should refer clients to specialists when indicated.

It is important that patients and professionals 
understand that risk and trust are a part of everyday 
life. It is necessary for clients to regain trust or self-
trust and learn to rethink in a more complex way. 
Cognitive-behavioral therapy has been shown to be 
one of the more successful methods of reducing 
post-traumatic stress or anxiety and may be useful 
for these clients [48; 49].

Individuals with high levels of anxiety are par-
ticularly difficult to engage and may be reluctant to 
participate in psychological interventions. Using a 
Socratic dialogue to prompt basic realizations and 

then beginning cognitive-behavioral therapy can be 
very useful as a treatment approach for those with 
anxiety disorders and post-traumatic stress following 
a medical error. Maladaptive and negative automatic 
thoughts, such as, “I can’t trust anyone/myself,” 
should be explored and replaced with positives [48]. 
Other therapy components (e.g., exposure therapy, 
behavioral family therapy) may be considered on an 
individual basis.

CONCLUSION

The topic of medical errors is especially disconcert-
ing because, by nature, they are a violation of the 
primary ethic of the various medical and helping 
professions—the duty to cause no harm. That being 
said, medical errors will continue to affect health-
care delivery for years to come, but to say that they 
are unavoidable is somewhat erroneous. In order 
to ensure client and patient safety through error 
reduction, mental health and healthcare profession-
als should make a conscious effort to maintain and 
improve their knowledge of their profession, accept 
criticism, recognize personal limitations, build com-
petencies, work as team members, notice and correct 
insufficiencies in service delivery, practice self-care, 
effectively manage workloads, and be proactive in 
creating solutions that may reduce errors. These are 
some of the keys to a safer healthcare system.
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