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Objectives 
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• Communicate the realities of our health care environment and  

     the value of an organizational clinical crisis management plan. 

• Learn how best to respond to a crisis in the absence of an 

organizational clinical crisis plan and/or culture of quality and 

safety.    

• Integrate the clinical crisis plan into your organization’s culture with 

a focus on the patient and family and on fair and just practice for 

staff 



“You just heard at this morning’s leadership huddle that  
a healthy young lady, in the hospital to deliver her baby,  
died last night.  She was mistakenly given an epidural 
medication intravenously.   Questions are flying around the 
hospital:  What does the family know? Who did it? What 
happened? What can we say? Has anyone gone to the press?” 
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What would happen at your organization? 



Goals of IHI White Paper 
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• Encourage and help organizations assemble clinical crisis 

management plans BEFORE they need to use them;  

• Provide an approach to integrate these plans into organizations’ 

culture of quality and safety, with a particular focus on patient-  

     and family-centered care and fair and just practice for staff; and  

• Provide organizations with a concise, practical resource to inform 

their efforts in the absence of an organizational clinical crisis plan 

and/or culture of quality and safety.      

 



How To Respond? 
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• What should we do? 

─ First hour, day, week, month 

─ Moving forward 

• Who should do it? 

• What should we say, and to whom? 

• Whose problem is this? 



Every event is different, just as 
every care giver, every patient, 

every family member  
is different 
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Realities of a Large Complex  
Imperfect Organization  
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• Preventable serious harm 

• Fatal rare complication 

• Violent crime 

• Fire 

• Identity theft 

• Other breaches, etc.  



Breaking A No-Win Cycle 
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• Serious clinical adverse event occurs. 

• Organization is not transparent  

• People close to the incident contact media. 

• Media contacts the organization, gets “no comment,” or incorrect  

     or superficial information. 

• Media go looking everywhere for any information 

• Information is supplied by people who really don’t know 

• All parties are further traumatized by the strident, inaccurate media 

attention.  

• The organization’s response becomes as big a story 



Serious Clinical Event Defined 
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• Serious harm, potential serious harm, death, or a clear or present danger  

       to one or more patients and/or to a community (psychological and physical) 

• Possible definitions include but not limited to: 

─ Harm categories G, H, and I, as measured by the NCC MERP harm index.    

─ Sentinel events as defined by Joint Commission International 

─ The National Quality Forum Serious Reportable Events as a baseline list of 

serious clinical events.  

─ Serious Reportable Events  

• Harm is usually, but not exclusively, preventable.  



Crisis Management Steps 
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Augustine N.  Managing the Crisis You Tried To Prevent 
http://hbr.org/1995/11/managing-the-crisis-you-tried-to-prevent/ar/1 

1. Avoid the crisis 

2. Prepare to manage the crisis 

3. Recognize the crisis 

4. Contain the crisis 

5. Resolve the crisis 

6. Profit (by learning) from the crisis 



The Best Way To Manage a  
Crisis is to Have a Plan 
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Crisis Management: Master the Skills to Prevent Disasters 
by Harvard Business Essentials 

• Create a team for planning  

• Determine each potential problem’s likelihood  

• Create a plan 

• Simulate the plan 

• Assess the response and how it matched the plan 

• Update the plan  



Do you have a team? 
If yes, who is on that team? 
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Model Crisis Management Team 

13 

• Chief Executive 

• Physician Leader 

• Director of Nursing 

• Communications Officer 

• Chief Legal Adviser 

• Representatives from: Risk Management / Quality Improvement / 

Patient Safety 

• Relevant service chief  

• Others as appropriate for incident 

─ Expert in Hospital Incident Command System 

• Patient Representative 

 



Crisis Management Team:  
Moving Forward 
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• Routine check-in daily to multiple times a day 

• Maintain highly disciplined documentation and log 

• Engage outside help through colleagues and consultants 

• Listen and be prepared to hear things you don’t want to 

• Embrace speed and flexibility 

• Stay close to internal and external voices 

• Imagine the worst; mitigate as possible 

• Be prepared for inquiry from or the arrival of external accrediting and regulatory 

agencies 

• Ensure knowledge management / improvement 



Areas Requiring Focus 
(In this order) 
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1. Patient and family 

2. Staff, particularly those at the sharp  

     end of the error 

3. Organization 



Case 
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“We’ve just had a terrible error in the ICU. A  

patient died who shouldn’t have. What should  

we do?” 

• The family is asking  

─ What happened? 

─ Was there an error?   

─ Who made the error? 

─ We want the person disciplined. 



Patient and Family 
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• Team disclosure 

• Statement of empathy/sorrow 

• Expressing empathy 

• Safety and support 

• Resolution 

• Learning 

• Future State: Root Causes Analysis participation 
 

Never lose sight of the patient and family 
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Assessing Your Policies, Procedures, 
Practices, Culture 
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1. Internal Culture of Safety 
2. Policies, Guidelines, 

Procedures, Practices 
3. Training 
4. Disclosure Processes 
5. The Disclosure 
6. Ongoing Support 
7. Resolution 
8. Learning and Improvement 

For Illustration Only 



Staff 
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• Coaching around disclosure 

• Safety and support for the “Second 

Victim”*  

• Engage in RCA 

• Bring to resolution 

• Assure learning 

*Medical Error: Second Victim BMJ 2000; 320-726 

 



Case 

An 81-year-old man with chronic obstructive  
pulmonary disease and end-stage congestive heart 
failure was admitted to the hospital with complaints of 
increasing shortness of breath. A chest radiograph 
revealed a moderate sized right-sided pleural effusion.  

21 



Case 
After two days of diurectics, the primary team decided to 
perform a therapeutic thoracentesis. The resident performed  
the thoracentesis but was unable to draw any fluid, aspirating 
only a small amount of blood and air. The resident then realized 
that the effusion was on the contralateral side, not the left side 
he had just tapped. One hour after the procedure, the patient 
developed hemoptysis, and a chest radiograph revealed a 
pneumothorax on the left and a persistent unchanged pleural 
effusion on the right. 
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How do you support clinicians 
involved in an error? 
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Never Lose Sight of Staff 
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• Don’t jump to conclusions  

─ “We’ll figure this out together” 

─ Be fair and just 

• Appoint a staff member contact  24/7 

• Provide support immediately and into future  

• Be aware of ongoing developments 

─ Harm & near-harm can have devastating effects on staff 

─ Some staff can be supportive and others damaging 

• Address issues as soon as they arise 
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Second Victim 
MITSS.org 



Organization 
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• Governance and executive team notifications  

• Visible leadership of the hospital 

• Activated crisis team and leader 

• Root Causes Analysis underway 

• Internal and external communications 

• External notifications 

• Ongoing RCA, learning and improvement  



Whose Problem Is This? 
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1. Governing Body/EMC 

─ Ultimately responsible and accountable for 

quality and safety 

─ Engaged immediately and ongoing in system 

learning and improvement 

─ Must fulfill their responsibility to the patient, 

family, and community 

2. Hospital leader 

 



Internal and External  
Communications 
• What can we say? 

• How can we say it? 

• Who are we communicating to? 
• External 

• Internal 

• Who manages the communication in your hospital? 
• Internal department 

• Corporate department 
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What Can We Say:  
Essential Messages 
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 Hospital should express empathy and regret that incident 

happened 

 Disclosure to the patient/family---  informing and supporting is 

priority 

 Involvement of EMC and leadership 

─ understanding why systems failed patient and family 

─ steps to prevent a similar occurrence 

 Working with appropriate outside agencies 

 Understand this as a breech of trust and a failure to our 

community 
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http://runningahospital.blogspot.com/2008/07/message-you-hope-never-to-send.html 



Internal Communications Critical 
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 All staff devastated when these events happen 

 Need to understand what’s going on as staff, consumers,  

     and sources of information 

 The “call someone” phenomenon 

─ Action not visible around immediate incident 

─ Frustration over historical issue resolution 

─ Organization not “telling the truth” 

 

Note:  Routine communication of errors facilitates  

 communication of serious incidents. 



The Media 

“A popular programme on the Qatar Radio named Watanee  
Al Habeeb- Sabah Al Khair ( Good Morning My Beloved  
Country) yesterday and last week saw a number of citizens 
calling in to narrate their harrowing experiences with doctors..” 

 

“Medical mistakes by staff at a Saudi private hospital caused the 
deaths of 223 patients over a two year period…” 
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What do you have in place to  
deal with the media? 
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• Newspapers 

• Television and radio 

• Internet 

─Social media 

 



Checklist: Respectful Management of a 
Serious Clinical Event 
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PROBING ALL STEPS 
COMPLETING ALL STEPS 
•Prepared Plans & Systems 
•Internal Notification 
•Crisis Team Activation 
•Priority 1: Patient / Family 
•Priority 2: Staff 
•Priority 3: Organization 

• AE Management 
• Communications 

•External Notification / Visits 

For Illustration Only 



Work Plan: Respectful Management of a 
Serious Clinical Event 
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For 
Illustration 
Only 



An IHI Resource Center 
Leadership Response to a 
Serious Clinical Adverse  

Event: Respectful, Effective 
Crisis Management 

http://tinyurl.com/IHIEffectiveCrisisMgmt 
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“In the aftermath of a serious adverse event, the 

patient/family, staff, and community would all say, 

‘We were treated with respect.’” 

http://tinyurl.com/IHIEffectiveCrisisMgmt
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Memorial Care 



Memorial Care 



Memorial Care 



Learning From Events In Other 
Organizations:  
Could It Happen Here? 
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“When something goes wrong it is how the 

organization acts that redefines and 

reshapes the culture.”  

J. Clough, Mt. Auburn Hospital 


