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Goal and Objectives 

 

Goal 

 

The goal of this course is to increase your knowledge and awareness of medical errors so that you can 

identify, reduce, and ultimately prevent medical errors in your practice. 

Objectives 

After reviewing this material, you should be able to demonstrate your ability to: 

1. Identify the five root causes of medical errors. 

2. Be able to reduce and prevent medical errors. 

3. Identify areas in your practice that you can improve for better patient safety. 

Introduction 

  

Rule Chapter 64B-5-12.020, Florida Administrative Code (F.A.C.) mandates that continuing education is 

required for a course in the prevention of medical errors of at least two hours in relevant topics including a 

study of root cause analysis, error reduction, prevention, and patient safety. This booklet is intended to 

satisfy this specific continuing education requirement. At the completion of this course, you will be 

awarded two continuing education units (2 CEUs) as mandated by law. It is not intended to be a complete 

treatise on the subject of “medical errors” but rather a brief overview of the subject to comply with the 

requirement.   

The Central Florida District Dental Association cannot be held liable for interpretation and application of 

Florida Law.  Always consult your attorney or the Florida Board of Dentistry in understanding Florida 

Statutes that apply to your practice.  

Study of Root Cause Analysis 

Any consideration of medical errors for the purpose of our specific concerns shall be known as dental 

errors. By any measure these errors can be simply reduced to five areas: communication, record keeping, 

clinical competence, impairment, and our litigious society. After reviewing thousands of cases, for the 

Board of Dentistry these five aspects of practice easily account for the vast majority of dental errors. Of 

course, the results of these errors can lead to patient harm, unnecessary costs to the patient’s insurance 



 

carrier and practitioner alike, and litigation that is costly to all parties involved. When considering the cost 

of dental liability insurance one can easily see that society pays a price for these mistakes. 

Communication – Communication skills become a vital element in reducing dental errors. It is essential 

that not only doctor – patient communications are good, but also equally important are staff – patient and 

doctor – staff communication. This triangle of communication is necessary for proper care of patients and 

the subsequent prevention of errors. 

Special consideration should be given to communication when dealing with children, handicapped or 

challenged individuals, and the elderly. (Addendum 1)  Responsible adults (be it parent or legal guardian of 

minors or children of the elderly) should be present for discussion of problems, treatment planning, fees, 

prescription medications, as well as pre- and post-op instructions. Close communication must be kept 

between the dental office and the patient’s physician to insure the well being of the patient. Complicated 

medical problems are best handled with the advice and consultation of the patient’s physician. 

 Often overlooked is routine interaction between the specialist and general dentist. The patient’s perception 

of treatment and the actual treatment are not always the same. Specialists need to know the treatment plan 

of the general dentist so appropriate therapy is given and vice-versa. 

Follow-up letters are useful in many situations.  At times, there may be concern that the patient/dentist are 

not on the same page. If necessary, additional consultation appointments are of great value in limiting 

communication problems. 

 Record Keeping - Poor record keeping is the major cause of dental errors. In the vast majority of cases of 

incompetence, record keeping is a major fault. Record keeping should be appropriate for the nature of one’s 

practice, but in all instances certain minimum criteria must be met. For example, an endodontist does not 

need the same complex records as a periodontist or prosthodontist. Certain minimal requirements must be 

met in the state of Florida in order to be in compliance with Chapter 466.018 of the Florida Statutes. Each 

patient must have a dentist of record who is primarily responsible for all dental treatment whether the 

treatment is rendered by that dentist or another dentist, hygienist, or dental assistant, at the direction of the 

dentist of record. The dentist of record must be identified by initial or signature. Florida law, Rule 64B5 

17.002 B-5  F.A.C requires written records and medical history records which justify the course of 

treatment of the patient. The records shall include, but not be limited to, patient history, examination 

results, test results, and if taken, x-rays. Rule 64B5 17.002 B-5  F.A.C also requires identification, or lack 



 

thereof any pathology or diseases, treatment plan, treatment rendered, and requires that patient records be 

kept for four years. (Addendum 2) 

Although these requirements seem simple enough, the records must justify the course of treatment. 

Therefore, things like periodontal probing, TMJ analysis, Angle orthodontic classification and the like are 

necessary when indicated. 

 Most practices will use standard dental charts with dentograms to record existing conditions and 

periodontal charting. In addition, there are commercially available charts that can be utilized for any given 

situation. (Wisconsin Dental Association – Addendum 3)   (PSR Recording – American Dental Association 

– Addendum 6) 

   Good risk management efforts should include informed consent. Implied consent is generally acceptable 

for simple procedures if you have good communication and clearly legible records with all pertinent 

information. In cases involving surgery, implant reconstruction, or unusual services, written informed 

consent is best. The time is fast approaching where written informed consent will be the norm rather than 

the exception. In any event, the practitioner is advised of the old adage, “inform before you perform”. 

 Good records reflect the results of your examination and diagnosis of the patient, treatment plan and 

treatment rendered. By having a system of triple checking the patient and records before beginning 

treatment, most errors can be avoided. A typical example would be a patient needing extraction of tooth #1. 

A notation in the chart of RMH (Review Medical History), then, 1-check of the treatment plan, 2-observe 

the radiographs, 3-checking the patient and finally, going back to repeat the process a second time with 

conversation with the patient “today we are going to extract the upper right wisdom tooth” will eliminate an 

error of extracting the wrong tooth.  In this dialog the patient is involved and can reconfirm the treatment to 

be done.  

If pre-op or post-op prescriptions are to be given: 1) check the records for past and present medications; 2) 

review allergies (with conversation with the patient); 3) the written prescriptions should match the written 

record. 

     Your records should also include cancelled or broken appointments, walk-ins, late arrivals and so forth 

to provide a history of patient activity. 

Competence – The business theory of the “Peter Principle” (you rise to the level of your incompetence) 

also applies to dentistry. Most dentists agree, as dentistry evolves it is impossible to be highly competent in 

all areas. Most dental errors involved in litigation seem to have two common causes: record keeping and 



 

competence. If you are competent but have poor records, the result in the courtroom is going to be the same 

as if you are incompetent. Dental errors from incompetence are due to: exceeding one’s ability, being 

poorly educated for the procedure (lack of continuing education or postgraduate training), promising the 

patient more than you can deliver, and failure to refer the patient when necessary.   

     Continuing education is necessary as a minimum condition of competence. Reading bona fide 

professional journals, participation in study clubs and proper mentoring is also necessary to maintain or 

expand competence. (Addendum 4) 

  Impairment – Impairment seems to be a minor cause of dental mistakes, but nevertheless needs to be 

addressed. Obvious impairment by drugs and alcohol need no explanation because the facts speak for 

themselves. More insidious, however, are other psychological or psychiatric problems and physical 

impairment that have an adverse affect of treatment results. Care must be taken by each dentist to restrict 

his/her practice when needed due to impairment. All dentists have an ethical responsibility in addition to a 

legal obligation to seek help for themselves or others through the P.R.N. (Physician’s Recovery Network) 

(Addendum 5), the B.O.D. (Board of Dentistry) or through proper medical channels to assist in impaired 

individuals, thereby eliminating risk to the public.  

 Litigious Society - Until society returns to the days of accepting responsibility for one’s health and the 

State of Florida gets some meaningful tort reform, we are going to be burdened with litigation over 

frivolous mistakes. An off-shaded crown, paresthesia of a surgical site, or post-op endodontic pain can be 

parlayed into a dental mistake due to societal misinformation, lack of patient responsibility, and poor legal 

representation. 

This is a burdensome cause of malpractice settlements; therefore, dentists should strive for clear 

communication and records to eliminate this problem.  

Error Reduction and Prevention 

     Having studied root cause analysis, one would assume that error reduction and prevention would simply 

be the elimination of the root causes (communication, record keeping, competence, impairment, and a 

litigious society) and indeed most problems would be solved! Following this line of reasoning let’s do a 

little fine-tuning and sharpen our explorers a bit. 

1. Treatment Planning – In order to adequately treatment plan a patient one must first complete a 

thorough examination and charting. Included in this examination should be any necessary diagnostic 

quality radiographs, study models, pulp tests, occlusal records, diagnosis, etc., that are germane to the 



 

patient and their proposed treatment. The treatment plan should be all encompassing so that any necessary 

specialty treatment is included (also consider this in reverse if you are a specialist). The treatment plan may 

be in stages or even compromised if the patient’s desires are considered.  The patient must be fully 

informed of benefits and risks if their plan is altered.   As a practitioner, you must feel comfortable in 

accepting responsibility for altering the treatment plan. If in fact the changed treatment plan is below the 

standard of care or is not in your comfort level, you should not treat the patient. 

2. Proper Sequence – If the patient refuses to follow the proper sequence of treatment the dentist 

opens himself/herself to allegations of various mistakes in treatment. The same rule of thumb applies to 

treatment planning. The patient must be fully informed of risks of not following the treatment sequence as 

recommended by the dentist.  If the dentist is not comfortable with decisions made by the patient, it may be 

time to dismiss the patient. 

3. Patient Responsibility – The patient causes almost all dental problems, whether it is poor diet, 

hygiene, neglect, habits, misconduct, or heredity. It is imperative dentists do their best to educate patients 

concerning their responsibilities in attaining optimum oral health. 

4. Double-Triple Checks – Keep in mind the example of the extraction of tooth #1 when seeing each 

and every patient. Always look at the record first. When examining recall patients check every surface of 

every tooth every time, record periodontal pockets or use the “PSR” system for your patients, and 

communicate with the patient, “what we are going to do today”. 

5. Patient Expectations – Every dentist sees patients with expectations that are impossible to achieve. 

Orthodontists and prosthodontists routinely see patients with high expectations. To eliminate “dental 

errors,” caution must be taken to bring the patient’s expectation back to real life. Careful documentation is 

necessary including study models, diagnostic wax-ups and the like. Computer imaging only worsens the 

situation with patients of high expectations because dentists, dental technicians, and patients are, human 

after all. We not only don’t “see” things the same, we can hardly replicate a computer image to satisfy a 

patient of high expectations. The final analysis to reduce this “dental error” may just be dismissal of the 

patient or referral to another dentist.   

6. Referrals – Dentists are not experts in all phases of dentistry:  Therefore, it sometimes becomes 

necessary to refer to patients to another dentist.  This action will eliminate some mistakes.  Even among 

oral and maxillofacial surgeons some specialists refer to other specialists because of their expertise in 

trauma or orthognathic surgery for example. The mistake most commonly made among dentists is not 



 

referring to another dentist when the “Peter Principle” kicks in. To best serve your patients and to eliminate 

mistakes, refer before the patient is in trouble. Referrals should be in writing and should clearly state the 

problem or possible treatment needed. It is better for all concerned to give great latitude to the dentist 

accepting the referral. A simple phone call can eliminate many adverse situations. The secondary reason to 

refer patients deals with the patient with high expectations or the demanding patients. Mistakes are 

eliminated in this fashion because in all but the most impossible cases, the patient usually will have a more 

reasonable expectation after seeing more than one practitioner. This way, we all win. In order to further 

reduce these dental “errors”, notations in the patient’s chart should be made if a patient does not follow up 

on a referral nor does so in an untimely manner.  

7. Boastful Advertising or In-house Marketing – Advertising the picture perfect smile of a 

Hollywood model or using devices of this nature within the office presents an almost impossible challenge 

to the dentist. Careful consideration of what can actually be accomplished with each individual patient is a 

sure way to reduce “errors” in cosmetic appearances. Only by creating realistic expectations can errors of 

this sort of miscommunication be avoided, and in almost all of these instances the dentist bears the brunt of 

responsibility for those patient’s desires. 

8. Dental Techniques – Many simple errors can be reduced by proper instrumentation that is used 

appropriately. The most common example would be poor endodontic treatment with the use of 

inappropriate instruments or poor training in such instruments. Errors that occur during oral surgical 

procedures can be reduced by proper instrumentation and training.  Examples include: the use of a cross-

bar elevator by an operator with little experience or the use of a non-surgical hand-piece for sectioning 

teeth.  The selection of proper dental materials is most important.  The use of inappropriate cement for 

cementation is common but fixable, e.g. (Durelon as a permanent cement). Only ADA approved materials 

should be used unless the dentist has good and reliable information on the properties, use, and handling of 

these materials.  

 (Addendum 6) 

9. Staff Training - The use of dental auxiliaries has exploded in recent times. All staff must be trained to 

meet legal requirements (CPR, expanded functions), and be proficient at the task at hand. Proper 

supervision of staff is necessary to insure mistakes are avoided.  In all instances the dentist is ultimately 

responsibility for all staff. 

 



 

Patient Safety 

Patient safety is both an ethical and legal responsibility. 

(1) Factors such as equipment maintenance and physical plant layout are important for the safety of 

the patient. Handicap access to the operatories can make the transfer from wheelchair to dental chair easier 

on the patient and staff. Good maintenance of the dental chair, overhead operatory lights, and x-ray 

equipment can reduce many accidents. Good evacuation (suction) equipment and the appropriate use of 

rubber dam (endodontics) can eliminate most aspiration problems in the dental office. 

(2) Safety glasses worn by staff and patients can eliminate almost all accidental eye problems. 

(3) Slip and fall accidents can be avoided by good solid flooring with elimination of obstacles. This is 

particularly important with geriatric patients and should include both the interior and exterior of the office. 

Another safety concern is that of postural hypotension. Patients often have this problem after long period of 

treatment in a reclined dental chair and should be made to sit up awhile before dismissal. 

(4) Local anesthesia – Upon patient dismissal proper post-op instructions should be given to insure 

patient safety. Also of interest is toxicity of local anesthetics. While the use of local anesthesia is extremely 

safe when administered correctly, the misuse of local anesthetics (typically over dosage) can be avoided. 

Most toxic reactions are due to over dosage. The potency (concentration) of local anesthetics is a clear 

indicator of potential toxicity (higher concentration  higher possibility of toxicity). When other agents 

such as nitrous-oxide analgesia and/or central nervous system depressants (narcotics, tranquillizers, 

sedatives) are given, potentiation of toxic effects can even lead to death, particularly in children. The 

practitioner needs to be vigilant in knowing parameters of administration and remember the formula for 

children: Weight/150 x Adult Dose in order to establish a more correct dosage, .3keeping in mind this 

formula is only an approximation (Clark’s Rule). Local anesthetics used with other agents must be 

administered in considerably lower dosages. In all instances the least dosage possible should be used. 

Another factor to consider are pathologic disease processes, which influence susceptibility and 

detoxification and require reduced dosages. The practitioner must always follow the anesthesia rules in 

64B-5 F.A.C. (Addendum 7) 

(5) Sedation and general anesthesia – Pre-op and post-op considerations should be of high priority. 

Strict adherence to F.S. 466 and Rule 64-B-5 F.A.C. will help in maintaining patient safety. (Addendum 7) 

(6) Emergency preparedness should be reviewed on an annual basis so that oxygen, emergency drugs, 

CPR and staff training are current.  



 

 

Ethical Considerations 

 The dentist has the professional responsibility to put the care and treatment of the patient first and 

foremost. In other words, the principles of beneficence and non-malfeasance are the cornerstone to safe 

practice with few “errors”.  (Promoting the good in treatment and removing harm for the patient’s well 

being). To paraphrase G.V. Black…“Every professional person has no right to be other than a continuous 

student.” In this regard the ethical challenge is to remain current with continuing education in order to 

contribute to the safety of the patient. 

 

Summary 

While dental “errors” may not always be readily apparent, attention to detail in all aspects of practice can 

reduce the frequency of mistakes. Good physical plant maintenance as well as equipment repair are a must. 

Proper instrumentation and sterilization along with good techniques in providing patient care is also an 

obvious benefit. Perhaps Pierre Fauchard said it best… “The greatest of care should be exercised so as not 

to prejudice the health of the patient nor the reputation of dentistry…” 1 

 

 

 

 
1 Weinberger – History of Dentistry, Volume I 

 

 

Addendums 

1. 

“Oral Health Care for Older Adults” 

Information for Patients and Professionals 

National Oral Health Information Clearinghouse 

National Institutes of Health 

1 NOHIC Way 

Bethesda, Maryland 20892-3500 

 

2. 

Board of Dentistry 

4052 Bald Cypress Way, Bin C-08 

Tallahassee, Florida 32399-3258 

 

3. 

WDA Professional Services, Inc. 

111 East Wisconsin Avenue, #1300 

Milwaukee, Wisconsin 53202-4811 

 

4. 

Academy of General Dentistry 

                                                 
 



 

211 East Chicago Avenue, Suite 900 

Chicago, Illinois 60611-1999 

 

5. 

Physician’s Recovery Network 

1-800-888-8776 (confidential) 

 

6. 

American Dental Association – PSR 

Periodontal Screening and Recording 

P.O. Box 776 

St. Charles, Illinois   60174 

1-800-947-4746 (orders) 

 

7. 

Florida Board of Dentistry 

4052 Bald Cypress Way, Bin C-08 

Tallahassee, Florida 32399-3258 

 


