Each role play is 3 people (Depending on table size, a fourth could be a second ‘observer’):  
· One person as Cross-checker, one as Primary Clinician, and one Observer 
· Observer takes notes and manages time
· 10 minutes per scenario in pairs
· 5 minutes for Recap and Review as a larger group
· 2 minutes per transition between cases

· Process: 
· Walk through a blank debrief tool  

· Recap and review each Role Play
· What went well? What should be improved? 
· Take notes on effective turns of phrase and dynamics that were helpful and/or problematic 


Case 1:  Relatedness threat – DXC with a peer or near peer
Teaching points 
· How to give feedback in spirit of helping them achieve their goal: To improve clinically
· Practice principles of curiosity and appreciative questioning
· Observe a diagnostic opportunity and use motivational methods to get to next steps
· Phrases to consider
· This case was selected randomly from a list of RRTs
· The goal of our initiative is to help all of us in the Division improve as clinicians
·  I’ve looked through this patient’s chart, but often there’s more at play than what’s documented and I’m really interested to learn more 

Clinical case: 
82 F with advanced Alzheimer’s dementia in the hospital for hypoxemia and confusion. Rapid response was called for encephalopathy and hypotension. Soon after the rapid response, the cause of the hypotension is found to be bacteremia.



Case 1:
Scenario for DXC Colleague: 
You’ve been assigned to review a rapid response for encephalopathy and hypotension. Soon after the rapid response, the cause of the hypotension is found to be bacteremia which was not initially considered; blood cultures had not been drawn. In your review of the case you noted a few days of fevers and leukocytosis that you think might have been a diagnostic opportunity. The pre-RRT leading diagnosis had been chronic aspiration.
The clinician on this case is a near peer of yours with whom you spend time with outside work – you actually had dinner together over the weekend. 




Case 1: 
Scenario for Primary Clinician:
You remember the case felt like you were pretty involved but are not so sure what the intent of the call is about - encephalopathy and hypotension leading to an RRT.  Soon after the rapid response, the cause of the hypotension is found to be bacteremia which was not initially considered but you haven’t yet had the time to really dig into the case and feel like it was most likely aspiration anyway. You have not really heard much about the cross-check program. It feels a bit awkward to interact closely with this person clinically, so you sometimes try to redirect the conversation away from case review.


Case 2: Lack of motivation (no value add) – How to provide some value in the interaction even if no ‘problem’ is found
Teaching points: 
· Practice principles of curiosity and appreciative questioning.
· Relating the value of the diagnostic cross check itself, even if a diagnostic opportunity is not apparent
· Phrases to consider:
· Thank you so much for making the time, and if you need to go at any time to attend to a clinical issue, feel free!
· This should be practical and actionable 
· This initiative aims to improve the way all of us make diagnoses
· Were there any aspects of the decision making or care planning you might have changed in retrospect?

Clinical case: 
[bookmark: OLE_LINK1]A patient admitted for hypoxemia in the setting of worsening cancer, metastatic to the lungs and liver, developed worsening hypoxemia due to high cancer burden in the lungs compounded by post-obstructive pneumonia, for which the patient was on appropriate antimicrobial therapy. The hypoxemia led to a rapid response. Ultimately the patient transferred to the ICU and died after goals of care discussion led him to be transitioned to comfort-focused care.




Case 2: 
Scenario for DXC Colleague:
You are reviewing a case of patient admitted for hypoxemia in the setting of worsening cancer, metastatic to the lungs and liver,  developed worsening hypoxemia due to high cancer burden in the lungs compounded by post-obstructive pneumonia, for which the patient was on appropriate antimicrobial therapy. The hypoxemia led to a rapid response. Ultimately the patient transferred to the ICU and died after goals of care discussion led him to be transitioned to comfort-focused care. 
You don’t see a clear opportunity for improvement and feel the notes and orders reflect a well thought out plan. The clinician involved is an experienced doctor in your group, and it has taken a few texts to set this call up. 




Case 2: 
Scenario for Primary Clinician:
You recall the case pretty clearly - A patient admitted for hypoxemia in the setting of worsening cancer, metastatic to the lungs and liver,  developed worsening hypoxemia due to high cancer burden in the lungs compounded by post-obstructive pneumonia, for which the patient was on appropriate antimicrobial therapy. The hypoxemia led to a rapid response. Ultimately the patient transferred to the ICU and died after goals of care discussion led him to be transitioned to comfort-focused care.
You are quite busy on service today; you had to rearrange the afternoon a bit to make this call and have a family meeting in 20 minutes. You like the idea of this program and want to participate, but you’re super pressed for time and are not very sure what the program is about or why you have been selected.  You were not surprised about the clinical outcome and think you managed the patient appropriately.

Case 3: Status threat – You are doing a DXC on case managed by a senior member of the Division or Department
Teaching points: 
· Awareness of the threat of status and how to adapt to gradient of power/status
· Practice principles of curiosity and appreciative questioning.
· Phrases to consider:
· You’re a clinician I look up and I’m curious how you thought through this case

Clinical case summary: 
The selected case was one on which a rapid response was called for tachycardia and hypotension due to what’s eventually found to be a pulmonary embolism. 





Case 3: 
Scenario for DXC Colleague
The case is a rapid response called for tachycardia and hypotension due to what’s eventually found to be a pulmonary embolism. Upon chart review, you find the patient’s DOAC had been stopped about 10 days prior to the RRT in the setting of an IR procedure and was not restarted. 
You are a junior faculty member, have a lot of experience with case reviews with ADEPT, and are really interested in diagnostic excellence and cognitive gaps.  You’ve done several debriefs like this and they’ve gone pretty well, so you are feeling good about this process. However, unlike other times you’ve done debriefs, this time the clinician is a very senior and respected leader who asks to meet in their office between meetings. When you enter the office, you notice the clinician has many awards and plaques on their wall.





Case 3: 
Scenario for Primary Clinician
The case is for a rapid response called for tachycardia and hypotension due to what’s eventually found to be a pulmonary embolism. Upon chart review, you also notice that the patient’s DOAC had been stopped about 10 days prior to the RRT in the setting of an IR procedure and was not restarted. You are not completely sure how that happened.
You are a senior member of the Division, you value your role as a leader of the clinical service and you have just returned from running the residency’s noon teaching conference. You ask to meet with the Diagnostic Cross-Checker in your office mostly because you are busy between wards and other responsibilities.  You know the faculty member pretty well – but as a clinical colleague, not as someone who gives you feedback or provides coaching.



Case 4: Autonomy threat – Someone reacts that the DXC is ‘looking over their shoulder’
Teaching points: 
· Awareness of the threat of autonomy and adapt to resistance in that situation
· Practice principles of curiosity and appreciative questioning.
· Phrases to consider:
· Looking at patterns of care 
· Want to learn your perspective
· Help me think through this case
· Identify factors that influenced this case

Clinical case:
A patient admitted with Staphylococcus aureus bacteremia on appropriate antibiotics, noticed new back pain, which the primary clinician attributed to musculoskeletal pain. On hospital day five, the patient developed persistent low-grade fevers, and the back pain worsened. Physical therapy was consulted and called an RRT/stroke alert after noticing the patient was having difficulty ambulating. The RRT exam identified a distal sensory deficit with focal weakness; imaging confirmed epidural abscess. 



Case 4: 
Scenario for DXC Colleague
A patient admitted with Staphylococcus aureus bacteremia on appropriate antibiotics, noticed new back pain, which the primary clinician attributed to musculoskeletal pain. On hospital day five, the patient developed persistent low-grade fevers, and the back pain worsened. Physical therapy was consulted and called an RRT/stroke alert after noticing the patient was having difficulty ambulating. The RRT exam identified a distal sensory deficit with focal weakness; imaging confirmed epidural abscess. A neurological examination hadn’t been documented by the clinician before the RRT, and epidural abscess wasn’t listed as being on the differential in the daily progress notes.
You are a trained ADEPT case reviewer and have skimmed the case, but have not yet done a super deep review yet since it was a very complicated and long hospitalization. Some aspects of the case do appear worrisome for a missed diagnostic opportunity, as you’ve noticed a neurological examination hadn’t been documented by the primary clinician before the RRT, and epidural abscess wasn’t listed as being on the differential in the daily progress notes



Case 4: 
Scenario for Primary Clinician
You recall the case well, a patient admitted with Staphylococcus aureus bacteremia on appropriate antibiotics noticed new back pain which the primary clinician attributed to muskuloskeletal pain. On hospital day five, the patient developed persistent low-grade fevers, and the back pain worsened. Physical therapy was consulted and called an RRT/stroke alert after noticing the patient was having difficulty ambulating. The RRT exam identified a distal sensory deficit with focal weakness; imaging confirmed epidural abscess. 
You are a very clinically busy person in the first three years out of residency who is proud of your connection to patients and is really trying to establish yourself as a solid clinician. Is worried about why this case was selected and has the sense that people are looking over your shoulder. You’re nervous about the purpose of this call and are fidgeting during the discussion; you ask questions about how the information from this discussion will be used.  You feel reluctant to divulge much information.

