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“We have committed, talented pool of individuals
working in a dysfunctional system
with a fractured communication platform.

Kayur V. Patel, MD

35,416,020 hospitalizations,

% of all deaths stemmed from medical error.
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Any given clinic Any given day

A 26-year-old female complaint of sore throat.

ideal window of intervention.”
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A 26-year-old female - sore throat.

| Systems
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Monday Morning
ACLS Trained
Office Staff BLS Trained
Crash Cart
Got Epi
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> Solumedrol 125mg IVP

The Next Day




Are we assigning a pretest probability?
Did we think about the “Pre” PERC
Does PERC rule apply?
Documentation of Wells criteria?
Did we order a D-dimer?

Did we think of imaging?
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Most common diaonos's for a missed P

)PD

of proven PE have no risk factors

of DVT will recur even if treated

ese patient on an 8 r flight will have DVT
of iliofemoral DVT embolize

of calf DVT propagates and embolizes

sensitivity for clinical exam

0% of PE will have negative ultrasound exam of LE
80% of fatal PE have DVTs in LE

——
Kayur V. Patel, MD.
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Moderate Risk
15 -35%
2-15%
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0 Very Low Risk
Ul 0-2%
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THREE: Wells Criteria

FOUR: D-dimer
FIVE: CT pulmonary angiogram (CT venogram)

V

ONE: “PrePERC™ Trusting your alternative diagnosis

TWO: PERC Rule
s
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New Vital Signs
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Monday Morning
New Vital Signs.

Marginal Gains
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Standard of Care

12



4/8/2024

Right Care
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Standard || Right
P < 4 A

Monday Morning
Impact.
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Sentinel Events

“The ultimate purpose of The Joint Commission s accreditation proces to enhance quality of care and
patient safety. Each requirement or standard, the survey pr the Sentinel Event Policy, and other Joint
Commission initiatives are designed to help ¢ tions reduce variation, reduce risk, and improve quality.

Health care organizations should have an integrated approach to patient safety so that hi ¥
patient care can be provided for every patient in every care setting and s .The Joint

https://www.jointcommission.org/resources/sentinel-event/

Kimberly Jones
Baby at 06:00
Tubal ligation

Coma
Kadlec Medical Center

Lakeview Anesthesia Associate.
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Monday Morning
RCA
Always Culture — 8

VALUE = QUALITY
COST
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VALUE = + ACCESS

COST

VALUE = QUALITY + AcCESs + OUTCOMES
CoST
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MAHHEB‘?U&Y ED Infallible | The notation that
Clinicians are Infallible
Bla k -BOX Junior MDS. speak up
Toyota Production System =
Pl Thmkmg Open Honest System NO
’ " WHY MOST PEOPLE NEVER hierarchy
5 LEARN FROM THEIR Transferable
\ MISTAKES—BUT SOME DO
UNABRIDGED
52

“...It’s the system more than the individuals that is to blame,”

This is a 35- year old male
Who is this celebrity?
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Jonathan Larson, 35, Composer
Of Rock Opera and Musicals

55

Culture

Culture = Recruit

4/8/2024
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| Right Recruit
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| Right Leadership

Physician Pool
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Right Environment

Institutional > Individuals

Culture of Zero Tolerance
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VALUE = QUALITY + ACCESS + OUTCOMES
COST

Error Rate
It’s the least visited

The least frequent

KayurPatel@ExpertWitness.MD
317-285-8062
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Kayur V. Patel, MD, FACP, FACHE, FACPE, FACEP

ef Medical Officer

www.proactive.md proactive
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