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A Case

HPI:

88 y/o man with h/o atrial fibrillation, DM, CHF presents with right
facial droop, aphasia and right-sided weakness (last nl 13:00).

Imaging:
CT head without hemorrhage. CTA with occlusion of left M1 (MCA)

Management:
e Systemic TPA administered at 17:26, pt admitted to the ICU

* 24 hours later, after discussion with neurology, ASA initiated as well
as heparin gtt (Afib and high CHADS2VASC)



A Case

HD 3 at 0300 (+36 hours):
* The patient was unresponsive

 Head CT—2> large right frontotemporal intraparenchymal
hemorrhage with midline shift

* Neurosurgery was consulted and drainage not assessed to be an
option.

HD 4:

Patient developed progressive coma due to cerebral herniation.
Family elected comfort care and the patient died.

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



Reflection

Has anyone been involved in a bad outcome for a patient?

Guilt
Incompetence
Sense of Failure
Second guessing



What do you do next?
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Definitions

Preventable

Adverse
Event

(Not preventable)

Medical

Error
(Near Miss)



Level of Patient Harm

— Circumstances that have capacity to cause error
— Error that did not reach the patient
— Error that reached the patient but NO harm

— Error that reached the patient and required monitoring or
intervention to confirm that it resulted in NO harm to the
patient

— Temporary harm to the patient and required intervention

— Temporary harm to the patient, required initial or prolonged
hospitalization

— Permanent patient harm
— Intervention required to sustain life
— Patient Death



Level of Patient Harm

— Circumstances that have capacity to cause error
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Step 1: Case Selection

HARM = (Level of harm) x (Frequency of Event)

Focus on high frequency events, or events that cause an
unacceptable level of harm



Communication
Handoffs
Medication
Inefficiencies
Cognitive Errors

Common Themes



Breakout 1:

For your case, please identify:

* What was the adverse event?

* Were there any medical errors?

* |f so, what common themes contributed?
 What was the level of patient harm?



Step 2: Analyze the Adverse Event



Tool: Cause and Effect Diagram

/ Children /m-arm Clock / Bonus

/Demc:-tivated /Wahing Time /Clc&t:hing In

/ Tired / Route to Work / Incentive

Lazy Distance to Work/f Late for School
Coffee Machine Traffic Jam Food
Car Fog Clothes

Train \ Fain Fetrol

Alarm Clock \ Holiday Electricity
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What System Complexities Contributed?

Communication Environment Policy ]
Adverse
Event
People Machines, Processes
(Pt & Prowders) Technology




What Cognitive Biases Contributed?

linical
Medical Knowledge clini
Assessment

Adverse
Event
Th ti
Diagnostic Plan erapeutic
Plan




THINKING,

FAS T AND SLOW

DANIEL

KAHNEMAN

WINNER OF THE NOBEL PRIZE IN ECONOMICS

nasterpiece . . . This is one of the greatest and most engaging collections of
he human mind I have read.” —wiLLIAM EASTERLY, Financial Time

Medical Heuristics

System 1

post-op patient with tachycardia, unilateral leg

swelling
= pulmonary embolism

System 2

HIV patient with CD4 50, fevers, myalgias, recent

travel

— need to active System 2 given broad

differential, complexity

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



Name the Bias

Availability
— The tendency to weigh likelihood of a diagnosis by how easily it is recalled
Framing
— Reacting to information based on how it is framed
Premature Closure
— Tendency to accept a diagnosis before it is fully verified
Confirmation

— Tendency to focus on evidence that supports a working diagnosis, rather
than to look for evidence that refutes it or supports an alternate diagnosis

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



Cognitive Biases that Contributed

Communication

* Neurology interpreted
anticoagulation as
“prophylactic dosing”

* Primary team interpreted
anticoagulation as
“therapeutic dosing”

* Primary team written notes
were not read by consultants

N

Knowledge &
Assessment

* Post-TPA stroke care

* Head CT not
obtained after 24
hours of TPA (prior to
initiation of
anticoagulation)

N\

Decisions (Diagnostic
and Therapeutic
Plans)

* TPA administered 2 minutes
before the 4.5 window of
efficacy

* Therapeutic heparin drip
started for atrial fibrillation
within 24 hours of ischemic
CVA with TPA (not-indicated

Intracranial
\ Hemorrhage

Ve

* July

Environment
and Equipment

System Complexities that contributed (G vty sna oy pcacery

7

* Patient with
advanced Age
(88)- high risk for
ICH

People (Patient
and Provider)

and Death

* Lack of dedicated Post-TPA
for ischemic stroke order
set

* Heparin orderset for atrial
fibrillation—> orders bolus

Processes and
Procedures







Breakout 2

For your case, create a cause & effect diagram (fishbone),
including both system and cognitive errors.



Step 3: Prepare the Conference

e Who should be involved in the case conference?

 What are your teaching objectives?



Tool: Stakeholder Map

* What providers were involved?

* Consider ALL professions
* RN, CM, SW, PT, OT, Pharmacy

* Consider other specialties involved



Tool: Stakeholder Map

High

Department Chair
cQo

Power

Co-fellows
Low

Keep
Satisfied

Monitor

(Minimum Effort)

Low

Interest

Manage
Closely

Keep
Informed

High

Attending, nurse
manager, risk
management

Intern, bedside nurse

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



ldentify Teaching Objectives

Medical Learning Objectives
— Enhances engagement
— Normalizes knowledge gaps (and addresses them)
— Opportunity to highlight guidelines

Table 2. Alteplase Prescribing Guidelines

Dosage Contraindications
E / . 0.9 mg/kg IV; max 90 mg; = Hypersensitivity to alteplase or any component of product
X a m p e . 10% given as bolus, « Evidence of IH on pretreatment evaluation
0% given over B0 min * Suspicion of SH on pretreatment evaluation
« Recent (<3 mo) intracranial or intraspinal surgery, serious head trauma, or previous stroke
+ History of IH

« Uncontrolled hypertension at time of treatment

+ Seizure at onset of stroke

* Active internal bleeding

+ [ntracranial neoplasm, arteriovenous malformation, or aneurysm

* Known bleeding diathesis, including but not limited to:
Current use of oral anticoagulants (e.q., warfarin sodium) or INR =1.7 or PT =15 sec
Heparin administration <48 h preceding stroke onset and elevated aPTT at presentation
Platelet count <100,000/mm?

al* I acrivated parsial thromboplasein cine: TH: intracranial hemorehage; INR: internarional normalized ratio; mae maximung min:
mmnete; PT: provhronbin time; sec: second; SH: subarachnoid bemorrhage.

Source: Reference 11 @ Quality and Safety Academy
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ldentify Teaching Objectives

Patient Safety Learning Objectives
— Highlight a common system failure
— Discuss how other systems have addressed

Example: Highlight the benefit of EMR-based pathway in reducing variability and
improving efficiency/efficacy of Stroke Care

Innovations in Care

Electronic Stroke CarePath
Integrated Approach to Stroke Care

Irene L. Katzan, MD, MS; Youran Fan, PhD; Micheal Speck, BS; Johanna Morton, MD;
Lauren Fromwiller, BSN; John Urchek, BS; Ken Uchino, MD; Sandra D. Griffith, PhD;
Michael Modic, MD

CircCardiovascQualOutcomes.2015 @ Quality and Safety Academy

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



Breakout 3 (CHAT)

For your case, identify stakeholders.

ldentify learning objectives:
— Medical
— System or Patient Safety



Step 4: Identify Action Items

hich patient safety concerns are actionable?
N0 is your support team?

nat are the organizational priorities?



Tool 6: Impact/Effort Matrix

Quick = Major
Wins! ; Projects
=
9
LOW EFFORT HIGH EFFORT
o
<
Fill in Jobs g Thankless Tasks
h
9

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



Why do your action items matter?

Tie back your action items to system priorities.

g U.S. Department . , ,
dR ¥ B Children’s Hospital Colorado
W\ % of Veterans Affairs P

TATES OF o

VA @



Breakout 4

 What is one actionableissue from your case?
 Whose help do you need?
* Does it align with your division’s priorities?



BREAK TIME!

Meet back at 1045



Step 5: Creating a Just Culture

Focus on learning & improving
ldentify & notify Second Victim(s)
Avoid assigning blame

Know & engage your audience

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



“The paradox is that the single greatest
impediment to error prevention is that we
punish people for making them.”

- Dr. Lucian Leape

Professor, Harvard School of Public Health

U.S. Congressional Testimony

. . . Quality and Safety Academ
U.S. Committee on Veterans' Affairs, Subcommittee on Health, October 1997 @T UUUUUUU v and Sare! v e cApus



The Second Victim

“The news spread rapidly, the case tried
repeatedly before an incredulous jury of
peers, who returned a summary judgment
of incompetence. | was dismayed by the
lack of sympathy and wondered secretly if
| could have made the same mistake—and,
like the hapless resident, become the
second victim of the error.”

Wu AW. Medical error: the second victim. BMJ 2000 @]1 Quality and Safety Academy

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



The Second Victim

Talk to this person!

" N

“The news spread rapidly, the case tried
repeatedly before an incredulous jury of
peers, who returned a summary judgment
of incompetence. | was dismayed by the
lack of sympathy and wondered secretly if
| could have made the same mistake—and,
like the hapless resident, become the
second victim of the error.”

Wu AW. Medical error: the second victim. BMJ 2000 @]1 Quality and Safety Academy

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



Psychological Safety and Communication

* Health care teams where the physician
leaders are perceived as welcoming input
have higher psychological safety.

* They also have fewer errors.

Nembhard et al. Journal of Organizational Behavior. 2006 @F Quality and Safety Academy
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Just Culture

Many errors represent predictable interactions between human operators
and the system in which they work.

Staff Organization
accountability accountability

Quality of decisions System design

Reporting errors and Response to staff
system vulnerabilities behavior




Just Culture & Individual Accountability

Human Error

Inadvertent action
e slip, lapse, mistake
e system + behavior

Manage via changes in:
e Available choices
e Processes & Procedures
e Environment
e Training

CONSOLE

At Risk Reckless

A choice Conscious disregard
¢ Risk not recognized or ¢ substantial risk

believed to be justified. e unreasonable risk

Manage through:

e Removing incentives for
at-risk behavior

e Creating incentives for
healthy behaviors

* Increasing situational
awareness

COACH DISCIPLINE

Manage through:
¢ Remedial action
¢ Punitive action

Quality and Safety Academ
Adapted from Meyer GS. Just Culture. 2010. @j’ ‘‘‘‘‘‘‘‘‘ S aon ocnos weo o caueus



Morbidity and Mortality Conference

Learn & Understand | Avoid Blame

* Fairness

* Consistency

* Transparency

* Psychological safety
* Shared accountability




Morbidity and Mortality Conference




BEFORE the Conference

. Comb through the chart and make sure to notify ANYBODY
involved who might attend your conference.

Identify your potential 2" victims!

. Choose the case wisely — peer review issues should be run
through risk management first.



e.g. resident missed Code Blue pages...
during 37 consecutive moonlighting shift

Cognitive biases ok to discuss.

Risky/unethical/reckless behavior...probably not.

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO
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DURING the Conference

Facilitation: Tips and Tricks

Qzoom



Tip 1: Set the Stage

@ Quality and Safety Academy
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M&M Mission

&-Lz

To establish a safe venue to identify areas for improvement in
patient care, while promoting professionalism, integrity, and
transparency.




This meeting is privileged and confidential; subject to
peer and medical review protections at UCH and the
State of Colorado

“The records, reports, and other information (discussed in this meeting) shall not be subject
to subpoena or discoverable or admissible as evidence in any civil or administrative
proceeding. No person who participates in the reporting, collection, evaluation, or use of
such quality management information with regard to a specific circumstance shall testify
thereon in any civil or administrative”

2017 Colorado Revised Statutes, Title 25, section 25-3-109

@T Quality and Safety Academy
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Tip 2: Redirect Comments

@ Quality and Safety Academy
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e.g. Patient has large groin hematoma

If fellows actually knew how to
stick the femoral artery, this

never would have happened.

- Acknowledge
- Highlight new system/complexity
- Move on @]l Quality and Safety Academy

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



ACT then Move On...

In case of nuclear comments...
- Acknowledge their perspective
- Contextualize the comment
. e.g. Teaching hospital
- “Thank you” for sharing

Move on to another comment




Tip 3: Keep it interesting

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



e.g. You ask audience for system errors...

(that I've planted
and prepared in the

audience)

- Target questions or easy questions
- Pollyour audience

- Plant someone!
@F Quality and Safety Academy
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Favorites in Progress 00:01:04
Attendees are now viewing questions 2 of 2 (100%,) voted
1. What is your favorite color?
Green (1) 50%
i Blue (0) 0%
Red (0) 0%
Orange (0) 0%
Yellow (0) 0%
IPurpIe (1) 50%
Other (0) 0%
2. What is your favorite school subject?
- Math (0) 0%
% English (0) 0% ‘
3 IForeign Language (1) 50% 2

@ Quality and Safety Academy
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Tip 4: Manage the Room

@]l Quality and Safety Academy
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e.g. Argument over medical issue...

Blah blah blah

Blah blah blah

Blah blah blah

Blah blah blah - Prep experts: “we need 1 minute on...”
- We have time for one more comment...
Great insight from faculty, what about...

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO
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e.g. Patient discharged without essential Rx

The intern should have known
to prescribe Plavix 75 daily.

- Acknowledge
- Highlight educational opportunity
- Pivot to system @T Quality and Safety Academy

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



BEFORE the Conference

. Comb through the chart and make sure to notify ANYBODY
involved who might attend your conference.

Identify your potential 2" victims!

. Choose the case wisely — peer review issues should be run
through risk management first.



AFTER the Conference

1. Immediately after...run a debrief

Discuss the conference itself —what worked well
ldentify your most important and feasible action items
Consider inviting engaged (IE: emotional) stakeholders/providers

2. Loop closure and check-in with the 2" victims



Summary

Today we learned how to:

ldentify an appropriate case for an M&M forum

Analyze the case using patient safety principles

ldentify stakeholders
Create actionable follow-up items
Facilitate through a lens of Just Culture



Event Reporting

g a patfeptis@feppgentyent you

would like to report

Adverse Drug Reaction Airway Management Blood Product Diagnosis/Treatment

T ——— rce (https M Eaty madnReEBRation as
[ ) & : ﬁoﬁnliwlerslt\fl(usli@[z@ﬁvénr
E] i information
S

Diagnostic Imaging Disability and Language Employee Event Equipment/Medical Device
Services

Facilities Healthcare IT Infection

RL Solutions

@ Quality and Safety Academy
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Update: Event Reporting in RL Solutions

Designating Your Role as a Resident or Fellow:

— Must add “Role”, select “Reporter” and choose “Resident/Fellow”

Who sees it?

— Unit/Clinic Managers, Ql Specialists, Risk Managers, and other managers (if consulted)

Is reporting anonymous?

— Yes and No. The reviewers need your/your patient’s info to gather more info and ensure
proper follow up.

Are there repercussions for reporting?

— There are no repercussions for errors (Just Culture). Please maintain professionalism
while reporting.

@ Quality and Safety Academy
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Where Can | Access QSRS?

* Access QSRS from the
MyChildrensColorado intranet site,
or directly from within Epic.

yHome @ Scheculs 3 Basket (3chart BPasent sts #View Only Registatioe

Recent
€3 Hospital Chart W
@0 ViewOnlyRegistration 3 | Ry [ a
q Pationt Usts frjvent | Copy Pasly | QpenChan
B Patient Station W ¢
Patient Care ’
ED »
OR ’
Hospital Billing »
RogstraonADT ’
Scheduting ’
Repodts » :
Personaize *|  ChooseaTheme &
Help | PabentCare Tools y
© Erex »| &) Phone Book
Change Conten A Prowder Finder
B secure 9 SmarTool Editors >
B Logou ¥ Spoll Chacker ’
? Ext B TexdPaging

Children's Colorado Connect
ClairVia

Discounts & Opportunities
Documentum
Drug Info

Infection Prevention & Control
Infoview

IRAVE Insurance Reference:
IT Project Reque:

Nursing Bed Meeting

childrenscolorado.org « Policies & Procedures « Edf

2t Growing!

ieport and Analytics Requests
rdship
ewardship Data Request Form
(SD8)

Transport
USA Mobility

&
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What Should | Enter in QSRS?

Anything that happened that should not
have happened

Anything that should have happened but did not

Any risks you identify that have the potential
to lead to an error

Great catches, near misses, and events that reached
the patient or family with and without harm

Examples include...

* Miscommunication * |V extravasations

e Security issues * Infection controlissues

* Coordination of care * |Issues with labs, tests, or
issues other procedures

* |ssues with

supplies/equipment
pp / q p Quality and Safety Academy

XA versmy or cotoraso awsouTz MepicaL campus
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CTXCLN133  COVID-19 Logoff Time & ButterflyQA
Help Center Attendance

T 2 du o o

Recycle Bin Denver Meds Values Line PLY-Hyper...
Health Pulse ScannerT...

0 & (F

Accessories  DH Citrix Microsoft VaxTrax PACS Lite
Apps Outlook 2010 Viewer

moOn £ &

Microsoft Downtime Order Forms Verint ProvationMD
Office Web Citrix

- o K @ DENVER HEALTH.

Acrobat ExitCare PT Peds Work Place  SPM Citrix

Reader DC ED Pharmacy Violence - eSt. 1860
=R ' FOR LIFE'S JOURNEY
.

BBP Hyperspace  PolicyStat Zipit Trauma One

Registry Citrix You've attached to the Denver Health Network. Patient data is confidential. By

using this system, the user acknowledges his or her obligation to maintain the
m m confidentiality of patient data as per Denver Health policy.
WARNING! Unauthorized users will be prosecuted!
Change  HypReadO. Provider My

Password Privileges L. "uments

i ®, r
aP ) EIS'“!"' &“

Chrome Inform. ‘on Safety Inte Spac...
System Intelligence

] é( @

Codingand Intellispace SDS SESReview
Reimburse... Citrix

id 2 8B

Compass Internet T Drive PACS Full
Explorer Folders Citrix
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New Form | Login | lm}_&ﬂ UHC PSI 8

Vizient Safety Intelligence: Event Report

Welcome fo the Vizient Safely Intelligence Front Line Reporter Form.
- For access to the demo/training site, go to Sl Training website

- For access to the SharePoint site, go to SharePoint site

UHC Safety Intelligence”

powered By 1) Datix’

- A * indicates a mandatory field.
- Click the icon for help with a particular field.

- Clickthe '™ button to view and select from the list of available options for that field
- Click the (3 button to remove values from a field.

If you require assistance completing this form please contact your manager, or your on-site administrator at x22783, 5 or x22858, 5.

Start

Would you like to report anonymously? -
Details of person affected.

* Who was affected by the event? Patient -

Leave as "patient” for any patient-centered care concerns,
behavioral events, or near-misses.

Patient information Hint: To auto-populate this section, simply enter MRN then "search.”
This is for patient and visitor concerns only.

This is not for OUCH line use. Do not enter staff names here.

Clear Section

% Type Patient -

If you answered Patient or Visitor above, select the same
response to this question.

% MRN [ ‘ | Search ‘
For areas that do not use MedRec numbers, please type NA.

Last name [ J Search

First name ‘ ‘

Middle initials \ |

% Date of birth (MM/dd/yyyy) = v

@ Quality and Safety Academy
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Ongoing Training

IHQSE: Introductory Training Program
— If you’d like an introduction to Ql tools
— Contact: som.ihgse@ucdenver.edu

IHQSE: Certificate Training Program

— Ifyou’d like a more robust training program, and want to incorporate
Ql into your future career

— Contact: som.ihgse@ucdenver.edu

CEPS Grants
— Support for trainees participating in Ql projects
— Contact: Anunta.Virapongse@cuanschutz.edu

LInQS Fellowship (DOM only)
— tyler.anstett@cuanschutz.edu or andrew.levy@cuanschutz.edu



mailto:som.ihqse@cuanschutz.edu
mailto:som.ihqse@cuanschutz.edu
mailto:Anunta.Virapongse@ucdenver.edu
mailto:Tyler.anstett@cuanschutz.edu
mailto:andrew.levy@cuanschutz.edu

Thank you!

Please complete your evaluations

Additional Feedback welcome!
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