C2: Respectful Management of Serious Clinical
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Objectives

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
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“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?”

What would happen at your organization?
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Goals of IHI White Paper

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.
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How To Respond?

« 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?
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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

* Preventable serious harm
« Fatal rare complication

* Violent crime

* Fire

 ldentity theft

* Other breaches, etc.
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Breaking A No-Win Cycle

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
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Serious Clinical Event Defined

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 |, 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.
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Crisis Management Steps

Avoid the crisis

Prepare to manage the crisis
Recognize the crisis

Contain the crisis

Resolve the crisis

Profit (by learning) from the crisis
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The Best Way To Manage a
Crisis is to Have a Plan

« 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

Crisis Management: Master the Skills to Prevent Disasters

by Harvard Business Essentials o s i s
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Do you have a team?
If yes, who is on that team?
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Model Crisis Management Team’

» 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
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Crisis Management Team:
Moving Forward

* 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
ey lmprovememl
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Areas Requiring Focus
(In this order)

1. Patient and family

2. Staff, particularly those at the sharp
end of the error

3. Organization




Case

“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.
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Patient and Family

 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 famil
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Assessing Your Policies, Procedures,
Practices, Culture

IHI Assessment Tool—A Culture of Respect, Communications, and Disclosure

Element Y| -

Intermal The organization, throwgh its governance and leadership, is

[E

grounded in the core walues of compassion and respect and
Internal Culture of Safet S
[ ] Safety Error is seen as the failure of systems and not people and is

considered in_a fair and just culture.

All_get support at the sharp end of wnanticipated outcome

Malpractice There is 3 commitment to rapid disclosure and support.

. [ [ [
! 5 There is a written understan g of how cases will be
PO | I ‘ I e S G | l I d e I I I . e S Carrier managed and handoffs will cccur with the patientfamily,
[ ] ’ ’ orgamization, and carrier.

lechanisms are n place for rapid respectful resclution

here is a policy on_patient and family communications.

here is 3 policy on patient and family parnerships

() G in
- here are policies on disclosurs and documentation.
P ro‘ e d l l re S P ra ‘ t I ‘ e S F'roce_dures. rocedures in place for intemal and external communication
’ Practices Guidelines/policies support a fair and just culture (non-

punitive} and the reporting of adverse events

Root causes analyses commence immediately, are closely
managed with an executive sponsor. Fesults are shared,

[ (]
including with the patient and family.
Thers|is a written crsis communication plan. This plan s
L] centrally bocated and easily accessible by all staff.

Training Ongoing_t'ain Ty programs ans in _pl_ace for all staff on ]
communication. expectations. policies, procedures. guidelines.

There is jrst-infime coaching {traning) for disclosures

[
Disclosure There is rapid notification of patientfamdy and activation of
[] Processes support—ivpically inmediately around what is known.

There is a team to support staff preparing to disclose

The The organization s transparent and honest.

Disclosure Responsibility is taken.

We are empathetic, apologize and for acknowledge.

.
There is 3 commitment to providing follow-up information.
. The caregiver is supported throughout the process

COngoing support is prowided for the patientfamily

Ongoing Resources are available to assist families experiencing
unanticipated outcomes (not limited to emmor) — supportis
SUDDOI"L defined by needs of the patient and family

defined by needs of the clinician

Procedures are in place and are known to ensure ongoing
communications with patients, families, and staff

Procedures are in place and are known to bring the case to

b -
Resolution 3 3
closure respectfully. as viewed by the patient and famiky.
L] Learning and | Mschanisms are in place to ensure leaming by the board,

executive leadership, MSEC, and across the organization.

Improvement —
Measurement sy‘sten"s are n place to assess the mpact o

communication. disclosure, and support on premiums, claims,
cases, and payments.

[
Resources are available to assist staff at the shamp end of
. unanticipated outcomes (not limited to ermor) — supportis

. Learning and Improvement For lllustration Only

Rewvised March 12, 2010



Staff

« Coaching around disclosure

« Safety and support for the “Second
Victim™

 Engage in RCA

* Bring to resolution

* Assure learning

Al Corparatioe H Healthcare
s | TR He L
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*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.
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Case

After two days of diurectics, the primary team decided to
perform a therapeutic thoracentesis. The resident performe
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

* 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

Institute for
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MITSS ORGANIZATIOMNAL ASSESSMENT TOOL FOR CLINICIAN SUPPORT

INTERMAL CULTURE
OF SAFETY

CORE ELEMENTS
The crganization is grounded in the core values of compassion and respect
and the ethical responsibility to shvays tell the truth to the patient and famiby.

Y

+f-

There is an expeciztion for ongeoing communication, honesty, and
transparency that is st from the board and leadership and closely monitored.

Error is seen as the failure of systems and not people.

ORGANIZATIONAL
AWAREMNESS

k is generally accepted throughout the organization that adwerse events can
cause sipnificant emotional distress to clinician([s) inwohed.

There is an expectation that o izns st the sharp end of unanticipared
outoomes mnd nes: be supported.

misses wi

There are policies in place to support clinicians and staff.

FORMATION OF A
MULTI-
DISCIPLINARY
ADVISORY GROUP

Bn environmental scan has been done to desermine what supports (formal
and informal) are available both inside and outside the insti i,

Key stakeholders from various departments have been identified to
determine how support will be provided in the institution.

B survey conducted of staff needs afver an adverse event oocurs has been
done.

The type of suppert that might work in yowr particular institution has besn
determined.

LEADERSHIF BUY-IM

B c-suite memiber is on board so champion this effort.

I mot, the case to influence leadership buy-in has been prepared.

RISK MANAGEMENT
COMSIDERATIONS

There is an organizational commitment to rapid disclesure and support.

Support is provided te the diniciz
process.

} before, during. and afier the disclosure

There is a written understanding of how cases will be managed [support
included) and how hand-offs will ooour with st=ff, patients/Ffamilies,
DirESnic n, znd mizlpractice carrier.

Consideration has been given o including the support process under
privileged communications umbrells.

POLICIES,
PROCEDURES, AND
PRACTICES

Policies and procedures regarding handling of adwerse events are accessible
ter all dlinicians nd staff throughowt the arganization.

nizration has a crisis management plan in plaoe.

== been sufficienthy trained about onganization’s crisis management

plan.

Results of BRCA's are shared with both patients and staff.

[ OPERATIONAL

Research hzs been done regarding warious support models utilized by other
healhcare organizations.

ki has been determined where suppoert program will be anchored within the
institution.

The whofwhat/whenfhow to sctivate the support mechanisms hawve bean
determined.

Writhen guidelines have besen established for all dlinician supporters

The institution has training and a3 tool box availsble for dinician supporters.

Internal Mioro-site —Cli =n= cam access information sbout clinicizms staff
program via the institution’s intranet at any time.

DISSEMINATION]
COMMUMNICATION
PLAM

The erganization has developed o dissemination and strategic communication
plan to incresse awareness and educate staff at all levels re: the clinician/staff
support program.

LEARMNING AND
IMPROVEMENT
OPPORTUNITIES

Regular meetings are scheduled to discuss the support program o determine
strategies for improvemnent.

Fesdback is gathered routinely from actual users of the support program.

RAMTSSMAE ey INeocss Trausas SureoaT Sorviers]
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it Support: Aszessment Tool

Second Victim

MITSS.org
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Organization

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
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Whose Problem Is This?

1. Governing Body/EMC

— Ultimately responsible and accountable for
guality and safety

— Engaged immediately and ongoing in system
learning and improvement

— Must fulfill their responsibility to the patient,
family, and community

2. Hospital leader

TS R T g Institute for
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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

Institute for
Healthcare
Improvement

2




What Can We Say:
Essential Messages

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 fallure to our AT
community e M sttt for
A e lmprovememz




NOT RUNNING A HOSPITAL

THIS IS & ELOG BY A FORMER OF &4 LARGE BOSTOMN HOSPITAL TO RE OUGHTS
B

SATURDAY, JULY 05, 2008 ABOUT ME

The message vou hope never to send B rave Levy

An email sent out on Thursday morning. My commentary follows. Advocate for patient-driven care,
eliminating preventable harm,

Dear BIDMC Community, transparency of clinical cutcomes,
and front-line driven process

This week at BIDMC, a patient was harmed when something improvement.

happened that never should happen: A procedure was performed on VIEW MY COMELETE PROFILE

the wrong body part. With the support of all our Chiefs of service, we
are sharing this information with the whole organization because
there are lessons here for all of us.

How to
Your First Job

While respecting the confidentiality of both the patient and
caregivers, here are the kev facts: It was an elective procedure,
involving an excellent team of providers. It was a hectic dav, as many
are. Just beforehand, the physician was distracted by thoughts of how
best to approach the case, and the team was busily addressing last-
minute details. In the midst of all this, two things happened: First, no

o

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



Internal Communications Critical®

= 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.
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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...”

oGt sl o Institute for
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What do you have in place to

deal with the media?

* Newspapers
* Television and radio

* |Internet
—Social media
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Checklist: Respectful Management of a
Serious Clinical Event

COMPLETING ALL STEPS

*Prepared Plans & Systems

eInternal Notification

*Crisis Team Activation

*Priority 1: Patient / Family

*Priority 2: Staff

*Priority 3: Organization

e e e FRE T

* AE Management

* Communications
*External Notification / Visits



Work Plan: Respectful Management of a
Serious Clinical Event

S ppe E: Respedful Management of Serious C cal Ewents ork Plam: Elements, C emsions, 3 Milestomes
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An |HI Resource Center
Leadership Response to a =S
Serious Clinical Adverse
Event: Respectful, Effective
Crisis Management

“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



http://tinyurl.com/IHIEffectiveCrisisMgmt
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FURPOSE
SERIOUS ADVERSE EVENTS CRITERIA

FPART I -Immediate Action Following & Serious Adverse Event
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Memorial Care

CRISIS MANAGEMENT CHECEKLIST
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Flowchart for Immediate Crisis Management

Imimnediate Motification

Risk Contairment

Presansaton of
Evidence

l

Initiabe
Inwe-stigation
Process

1

Immediate Motficaton

Ensure mmediate
Patient Safety

Preserve Evidence

Dhocasmient Mesdical
Record

Leadership

Determmine Ewvent

Team

Sanction/Ensure
Prewerntive

Implemented

Assist & Ensurs
Staff Support as
Fesded

Facditate
Disclosure &
Apology with

Semnior Leadership

Early Motifications:

==

Early Motifications:

public relations.
CDPH for L. etc.

Facditate
Disclosure &
Apology with Risk
Management
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Flowchart for Cngoing Event Management

Secure relewant
diocusmenits Disclose factual Apologize- Express
mformaticn sincere regret
Finalize extemal
reportin
mq_.nerr.emgg with Address. dinical questions _ _Prowide contact
AETF and ongoing care issues nfomation & timeline

Motifications to claims risk
manager & octher insurance
risk managers

L 4

Ongoing commuenication &
u

Resolutions to
patient

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
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