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UP FRONT

Introducing the Navigator: A new tool to help
providers respond to patient safety events

The Betsy Lehman Center launches a new online tool that makes it
easier for hospitals and other health care facilities to file patient
safety reports required by state law, as well as communicate about
and learn from patient harm events.

Read more

FIVE QUESTIONS WITH...

Robert Truog, MD

The well-known Harvard Medical School authority on bioethics and medical
communication talks about the challenges of apology and resolution after a
medical error.

Read more

SAFETY NEWS

Nearly 1,500 adverse
events reported to the state
last year
The 2015 statistics on Serious Reportable Events, just
released by the Department of Public Health, show
room for improvement, some notable achievements,
and the need for more robust reporting.

Read more
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Explainer: What do the
adverse event report data tell
us?
Don't draw too many conclusions about quality of care
from adverse event data. There are valuable lessons to
be learned from an annual look at these numbers, but
SREs offer just one small — and incomplete — snapshot
of the state of patient safety in Massachusetts.

Read more

Atrius Health is changing
the way ambulatory care
providers resolve patient
harm incidents
The state's largest ambulatory care group is one of the
first primary care networks to adopt communication,
apology and resolution practices to respond to cases of
medical error. Dr. Beverly Loudin at Atrius Health talks
about how things are going.

Read more

SAFETY IN A SINGLE GRAPHIC

In a 2014 survey by the Harvard School of Public Health, 23 percent of Massachusetts adults said they, or someone
close to them, experienced a medical error in the prior five years. Above were the health consequences they
reported. 

Click to view full graphic

UPCOMING EVENTS
9th Annual NPSF Lucian Leape Institute Forum &
Keynote Dinner

When:Thursday, September 15 
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Where: Westin Waterfront Hotel, Boston, MA

Details and registration

 

Let us know about your upcoming event.

JUST ONE THING

Patient safety improvements are seldom simple. But each month, we'll bring you "just one thing" that could help
boost your efforts to reduce the risk of patient harm.

Electronic medical records can be clunky and frustrating, so work-arounds are common. But copying existing
information from one field of a patient's record and pasting it into another is risky. Shy of re-configuring your EMR
system, what can you do to minimize the chances of triggering a patient harm when using this shortcut?
 
Read more
 

FROM THE DIRECTOR
We're proud to announce the launch of our Patient Safety Navigator, a first-in-class
online tool that helps decode state and federal reporting systems that collect
information on patient safety events. We built the Navigator to support safety and
quality improvement by all health care providers, while also contributing to a stronger
collective understanding of persistent and emerging patient safety risks. It would be
impossible to overstate the important contributions made by so many: from hospital
and ambulatory surgery center staff who were our early focus groups and testers; to
staff at state agencies who responded to our endless questions about their reporting
systems to ensure the Navigator's information is on the mark; to the patient safety
experts who helped us repurpose their valuable work on analyzing adverse events
and communicating about them. We are now ready to throw open the Navigator's
doors to all, and hope you will send us your feedback and suggestions for making this
resource an even more robust catalyst for patient safety progress.

If you're not already a subscriber, be sure to sign up to get each new edition. 
And, if you have a comment or story idea for a future edition, we'd love to hear it!

Patient Safety Beat is published monthly by the Betsy Lehman Center, a state agency that uses communications, research,
and data to catalyze the efforts of providers, policymakers, and consumers working toward safer health care in
Massachusetts.
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The Patient Safety Navigator can help health care organizations mount a meaningfulThe Patient Safety Navigator can help health care organizations mount a meaningful
response to an adverse or other safety event.response to an adverse or other safety event.

August 25, 2016

Introducing the Navigator: A new tool to help providers respond to patient safety events and
readily report them

The Betsy Lehman Center is
launching a new online tool to
make it easier for hospitals and
other health care providers to
navigate requirements for
disclosing key adverse and
patient safety events.

The Patient Safety NavigatorPatient Safety Navigator, as
the tool is called, helps health
care staffers determine which
events to report when, how,
and to whom.

The Navigator doesn’t collect
data or patient safety reports.
Rather it is a gateway that offers
providers clear instructions,
regulatory definitions, flow
charts of reporting steps, and
other resources need to mount
an effective response to any
one of dozens of patient safety
incidents, from healthcare-acquired infections, to patient falls, to wrong-site surgeries. 

And, just as importantly, the Center partnered with the National Patient Safety Foundation and other experts to
ensure that the Navigator includes in-depth guidance on how to investigate adverse events in order to prevent a
recurrence, as well as best practices for communicating with patients, families and staff in the aftermath of a
patient safety event.

“We see the Navigator as an innovative resource that helps health care providers respond appropriately when a
patient’s been harmed,” says Barbara Fain, executive director of the Center, a state agency that works with
providers, policymakers, and consumers to improve health care safety.

“Over time, we hope to improve the ability of staff at hospitals, nursing homes, clinics—in fact, every health care
setting—to recognize and acknowledge when these events happen. Plus, when providers flag and report patient
harm, they contribute to an important collective effort to learn from what went wrong,” she adds. “Ultimately, that
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will help make Massachusetts health care safer for all.”

Fain notes that the Navigator is being launched in a public beta test, meaning it is complete, but there are some
areas that could be enhanced based on additional feedback from partners and other users. “We want health care
professionals to use the tool and let us know how we might make it even better,” she says.

The Patient Safety Navigator Patient Safety Navigator can be found directly  herehere as well as through the Center’s home pageCenter’s home page. The site is
open for anyone to explore. Comments are welcome and may be submitted using a feedback form available at the
bottom of every page.

The idea for the Patient Safety Navigator grew out of research the Center began more than a year ago to better
understand what patient safety events were reportable to which agencies and what more could be learned from
these reports. “Our initial idea was to create a single infographic or poster that would clarify the process,” says
Brigido Ramirez Espinosa, senior project manager, who led the effort. “But we soon realized that was impossible.”

The reason, he explains, is that state and federal laws require a number of different agencies to collect information
that touch on health care safety. Each agency is responsible for crafting and enforcing regulations to collect the
information, often with different reporting mechanisms based on the nature of the incident, the type of facility, and
other factors.

The result is a welter of requirements that can be confusing to navigate. And because many health facilities fall
under the jurisdiction of more than one agency, one patient safety event can trigger the need to file multiple
reports.

“If someone in our inpatient psychiatric unit experienced an adverse event related to their illness, that would
require reports to the Department of Public Health, which licenses the hospital; the Department of Mental Health,
which licenses the psychiatric unit; and the Board of Registration in Medicine, which oversees our incident review
and corrective actions,” explains Joanne Locke, director of risk management at Brigham and Women's Faulkner
Hospital.

Locke, a former malpractice attorney who became a registered nurse in order to work in patient safety, learned the
reporting system the way most healthcare staffers do today—by asking colleagues and state agencies for help and
digging through pages of dense regulatory documents.

The Patient Safety NavigatorPatient Safety Navigator makes that learning curve easier by guiding a user to the most relevant information
(see “How to use the tool" in the sidebar, right).

It also includes modules on how to analyze and communicate following a safety event. These offer state-of-the-art
advice on root cause analysis, communication about medical harm, and disclosure, apology and resolution, drawn
from the work of leading safety authorities including Dr. Robert Truog, the National Patient Safety Foundation, the
Massachusetts Alliance for Communication and Resolution Following Medical Injury (MACRMI), and Medically
Induced Trauma Support Services (MITSS).

To build the tool, the Center’s staff conducted an exhaustive survey of relevant laws and regulations and translated
them into an intuitive, user-friendly interface designed by RainCastle Communications of Newton, MA. Throughout
the process, they met with the various regulatory agencies to ensure accuracy of the information presented. They
also enlisted health care providers to test and refine the interface.

“It can take somebody in my position hours of time to read the regulations, get in touch with the agencies, and so
on,” says Jessica McDermott, director of the Boston Endoscopy Center, who—along with Locke—was among the
user testers. “So it’s a wonderful thing that now all that information is in one place.”

The regulatory agencies, too, found the process worthwhile. “We often hear from licensees that the requirements
can be confusing, so this helps streamline the process,” says Erica Piedade, director of quality assurance & licensing
at the DPH’s Bureau of Substance Abuse Services. Adds Lester Blumberg, general counsel at DMH, “We were
impressed with the [Betsy Lehman Center] staff’s interest in understanding our system. They came back three or
four times with drafts, so they were clearly committed to getting it right.”

The sections on analysis and communications may be especially helpful for smaller facilities that don’t frequently
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report safety incidents, notes Jane Mihalich, quality analyst at the Quality and Patient Safety Division of the Board of
Registration in Medicine. “We are always open to phone calls, but some people find it easier to start online before
they call someone,” she adds.

Now the Center’s staff and key advisors like Katherine Fillo, quality improvement manager at the DPH’s Bureau of
Health Care Safety and Quality, look forward to getting more helpful feedback from the Navigator’s online users.

“For new staff,” Fillo says, “this can be a resource for orientation and education. And for existing staff, hopefully it
will make their jobs easier by pulling information from many sources together into one package.”

Patient Safety Beat

VIEW THE FULL ISSUEVIEW THE FULL ISSUE

How to use the toolHow to use the tool

Sample scenario: A patient at your hospital has an adverse reaction to a blood transfusion that is not life-threatening.
Will it need to be reported to the state or another agency? If so, how, when and where?

VisitVisit Patient Safety NavigatorPatient Safety Navigator

ClickClick How to Report

SeeSee icons for different types of health care providers

SelectSelect the Hospital icon

ScanScan  20+ categories of adverse events for hospitals

ChooseChoose the adverse event category Blood

ReadRead descriptions of blood-related adverse events that are reportable to different agencies

PromptPrompt the tool for next steps by choosing "yes," "no," or "unsure" as you think about whether or not your
event matches the descriptions given

See or downloadSee or download an easy-to-scan set of reporting steps, like the one below, with a link to the data-collecting
site, tips, and other resources.
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Robert D. Truog, MDRobert D. Truog, MD

Five Questions With Robert Truog

During his long career at Boston Children’s Hospital pediatric ICU, Dr. Bob
Truog saw many joyful outcomes—and many sad ones. And in his role as
Frances Glessner Lee Professor of Medical Ethics, Anaesthesia & Pediatrics at
Harvard Medical School, he has devoted years to codifying the ethical
principles that underlie good medicine. Truog also serves as executive director
of the hospital’s Institute for Professionalism and Ethical Practice, where he
oversees courses in difficult medical communications such as dealing openly
and honestly with patients after a medical error. Patient Safety Beat spoke to
Truog about the challenges of the “apology and resolution” approach, and the
ethical dilemmas it often raises.

1. Betsy Lehman Center: Why do you have to teach anyone how to1. Betsy Lehman Center: Why do you have to teach anyone how to
apologize? Don’t we all know that instinctively?apologize? Don’t we all know that instinctively?

Truog:Truog: I think we do know a lot about apologizing and repairing broken
trust in our private lives, but when you bring people into a medical
environment, they’re often afraid to use those skills. And there are
better and worse ways to talk with patients about errors. One of the
first things we tell doctors is to tap into that part of yourself that is an
empathetic, caring, ethical person, and come from that place. Patients
and their families will pick up on lack of authenticity very quickly and

then they won’t trust you. You have to bring your human self to these conversations, and feel safe in doing so.

2. Betsy Lehman Center: What are the most common mistakes doctors make in handling apology and resolution?2. Betsy Lehman Center: What are the most common mistakes doctors make in handling apology and resolution?

Truog:Truog: One is how to manage the facts of the case. Clinicians who discover an error often think they need to get the
whole story figured out before they talk to the patient. But that could take hours or days, during which time the
patient and his family are wondering, “Why isn’t she talking to us? What is she covering up?”  So we teach that you
should approach the family very quickly, even if you only have a few facts.

Doctors also have a tendency to take a few facts and spin them into a whole story. That works well in an emergency
room, where you have to make assumptions based on limited information. But in an apology, that instinct leads to
problems. You tell the family your hypothesis. Then the hours and days go by, and you learn it’s a lot more
complicated. Now you find yourself backtracking, and the family is saying, “Why is she changing her story?” You
have to discipline yourself to communicate only the facts you know, and then tell patients, “As I learn more, I will be
talking to you again and we will discover the full story together.”

3. Betsy Lehman Center: Any others?3. Betsy Lehman Center: Any others?

Truog:Truog: There’s also the way we use the words “I’m sorry.” You need to differentiate between the two meanings of
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that phrase. One is an expression of compassion, solidarity and human connection, like, “I’m sorry your mother is
sick.” People should never hesitate to use the words in that context. But the other meaning is that you are
accountable and responsible, like “I’m sorry I backed into your car.” In the healthcare setting, that meaning is only
appropriate when it’s true, and typically you don’t know that right away. That’s particularly true in an ambulatory
setting, where it can take longer than in a hospital to gather all the facts (for more, see “How Atrius Health isHow Atrius Health is
bringing apology and resolution to ambulatory carebringing apology and resolution to ambulatory care”). So we teach people to be mindful of how they use those
words based on the context.

4. Betsy Lehman Center: But what if the patient doesn’t know an error occurred? Do you still have to tell him?4. Betsy Lehman Center: But what if the patient doesn’t know an error occurred? Do you still have to tell him?

Truog:Truog: People rationalize that by saying, “Well, the outcome would have been the same even if this hadn’t
happened, so why does the patient need to know?” Or, “It’s not really something they could sue me for anyway and
I’d like to maintain a trusting relationship.” Or, “They won’t understand the medical details, and if I bring it up they
will assume it must be a big deal.” Now if it’s a near miss that never reached the patient, I don’t think disclosure is
mandatory. But if the patient has been harmed, or the error might affect their present or future medical care, then
we ought to take responsibility. People often say that character is how you behave when no one is looking, and
that’s true.

One thing that bothers me about the ethics of patient safety is that, so often, the reason for doing the right thing
gets framed by saying that it’s better for everybody. So, for example, people point to evidence that apology and
resolution decrease litigation costs, or that physicians do better psychologically if they talk openly with their
patients. But if you insist that the apology must always be better for you [the doctor], you’re not going to get very
far. We teach that part of being a professional is to move past self-interest and do the right thing even when there’s
no obvious reason that it will be good for you.

5. Betsy Lehman Center: So if a hospital or ambulatory care group wants to get started on apology and resolution,5. Betsy Lehman Center: So if a hospital or ambulatory care group wants to get started on apology and resolution,
what’s the best way?what’s the best way?

Truog:Truog: The National Quality Forum has advocated that you train “coaches” to be point people for managing these
decisions. These are people in your group who are like black belts in the field, who’ve taken the courses, know the
resources, and understand the risks and advantages. Then, if an error happens, they can coach others to talk with
the patient and family. They can also ask the staff who are involved to do role-playing, like, “Tell me exactly how
you’re going to say you’re sorry” or “Discuss the facts as you know them at this moment.” Staffers often resist,
because they prefer to talk in the abstract. But it’s very different when you’re role playing and you have to look a
person in the eye and say: “I’m sorry. There’s been a mistake.”

Patient Safety Beat
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Katherine Fillo (left) and Lauren Nelson (right),Katherine Fillo (left) and Lauren Nelson (right),
Department of Public HealthDepartment of Public Health

Nearly 1,500 adverse events reported to the state last year

The latest count of serious adverse events reported to the
Massachusetts Department of Public Health indicates there is
plenty of room for improving the safety of hospital and surgical
care across the Commonwealth but pointed to several notable
bright spots as well.

Serious Reportable Events (SREs) reported to the state by
hospitals and ambulatory surgery centers (ASCs) in 2015
totaled 1,494, up from 1,067 in 2014 and 1,097 in 2013. Infection
control lapses at a single hospital accounted for an unusually
large number – 444 – of the SREs last year.

The overall numbers of SREs, however, do not necessarily
provide a good guide to year-to-year changes in patient safety
(see “Explainer: What do the adverse event report data tellExplainer: What do the adverse event report data tell
us?us?”).

“The SREs are just one measure out of many of patient safety,” says Katherine Fillo, RN-BC, MPH, MA, quality
improvement manager for DPH's Bureau of Health Care Safety and Quality. “Beyond the numbers, each individual
SRE includes a narrative of what caused the incident and how the hospital addressed it. So a lot of the value is in the
qualitative analysis of each event.”

Fillo presented the latest SRE data at a meeting of the Public Health Council on Tuesday in Boston, along with an
update on certain healthcare-associated infections.

Fillo says the quality of reporting for the SREs continued to improve last year. “There are probably some events still
not being reported, but the challenge is mainly at the frontline provider level. If frontline personnel recognize an
SRE, the institutions are good about reporting it.”

The Betsy Lehman Center just released a new online tool this month to help healthcare personnel recognize and
report SREs and other safety events (see “Introducing the NavigatorIntroducing the Navigator”).The goal is to increase both the quality and
volume of reports in order to better understand and prioritize key risks to patients’ safety.

Paul Karner, the Center’s director of research and analysis, says the Center views the SREs as ‘signal data’ that can
flag important trends in specific safety areas. “You have to dig into individual categories or even facilities to find out
where the signal is borne out in reality,” Karner says.

A look at the 2015 SREs by category shows roughly the same pattern as in recent years, with falls and pressure
ulcers—once called bed sores—making up almost two-thirds of all events, excluding the aforementioned 444
reports that stemmed from infection control lapses in a dialysis unit at Baystate Medical Center (see story in oursee story in our
June issueJune issue).
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Collectively, hospitals reported 442 patient falls that resulted in serious injury or death last year, as well as 286
serious pressure ulcers.

Surgery-related errors accounted for 80 of the SREs. Thirty-six patients sustained serious burns from a number of
sources, ranging from spilled hot coffee to misplaced surgical cauterization instruments. Reported suicides and
other cases of serious self-harm accounted for 45 SREs last year, while assault reports totaled 30 (mostly by
patients on staff at psychiatric units).

One possible bright spot in the data had to do with neonatal health. The number of babies who died or suffered
serious injury during low-risk pregnancies fell from 27 in 2014 (and 22 the year before that) to just 15 in 2015.

Asked what categories of patient harm troubled her the most, Fillo pointed to the most frequent ones—like
pressure ulcers and falls—that remain stubbornly high each year. “We don’t want people to start viewing those as
‘normal’ accidents, meaning just an inevitable part of care," she says.

The number of advanced pressure ulcers and serious injuries from falls reported to the state have, in fact, been
fairly consistent over the last three years. But a closer look at the data, by organization, shows marked
improvement at some institutions.

At Boston Medical Center, for example, a concerted focus on nursing quality overall helped cut the number of
serious pressure ulcers from 25 and 30 in 2013 and 2014 respectively, to only 11 last year.
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Diane Hanley, senior director and associate chief nursing officer for professional practice, nursing quality and
education, says the hospital participates in a national database that benchmarks its performance on pressure
ulcers and other nursing quality indicators against some 2,000 other hospitals. Data are turned into graphs posted
on ‘quality boards’ in every unit where nurses, patients and families can see them.

That encourages nurses to work to outperform not only national norms but also the unit down the hall. “It’s a
healthy competition that results in the sharing of best practices,” Hanley says, “and part of our commitment to
better patient care.”

Brigham and Women’s Hospital, meanwhile, logged a sharp reduction in the number of serious patient falls, with
just 12 reported by the hospital last year. That compares with 19 in 2014 and 23 in 2013.

When patients arrive at the Brigham, says Escel Stanghellini, a quality program director who oversees the Fall
Prevention and Restraint Management Programs, nurses assess their risk of falling and the likelihood that a fall will
cause serious injury. Then they work with patients and families to develop a custom fall-prevention plan. The plan is
shared with other care providers during hand off reports, rounds, and posted prominently in the patient’s room.

For patients who need extra attention, nurses can also add a portable bedside camera so a specially trained nurse’s
aide can more closely monitor up to 10 patients at a time. “If a patient is trying to get out of bed without help or
appears anxious, the aide can speak to the patient through the system speakers. The aides are also able to activate
a stat alarm in the unit if the patient is observed doing something dangerous,” Stanghellini says. “This has
prevented falls, saved a patient from choking, and allowed for earlier detection of changes in patients’ behavior.”

These safety monitors were first used as part of a pilot program a year and a half ago. It is now being used in all
intermediate care units and will be rolled out in the critical care units throughout the hospital by the end of
September, according to Stanghellini.

Examples like Boston Medical Center and the Brigham show that patient safety can improve when institutions make
it a priority, says Barbara Fain, executive director of the Betsy Lehman Center. But they also underscore the need
for more intensive efforts to combat preventable error in the many categories of SREs where the numbers indicate
little progress.

“The power of this data is that it can shine a light on critical patient risks that probably exist in many hospitals and
ASCs—not just at the facilities that reported the events,” Fain says. “True progress depends on a renewed
commitment in every Massachusetts health care setting to create a culture of safety to support known strategies
for preventing medical harm. That’s the challenge.”
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The Patient Safety group at Atrius Health gives out this card to help staff members initiate the communication, apologyThe Patient Safety group at Atrius Health gives out this card to help staff members initiate the communication, apology
and resolution process in the event of a medical errorand resolution process in the event of a medical error

Atrius Health is changing the way ambulatory care providers resolve patient harm incidents

Only a dozen or so Massachusetts hospitals have adopted communication, apology and resolution to guide their
interactions with patients and families following a medical error, and these programs have been even slower to
catch on at ambulatory practices.

That’s why it was noteworthy when Atrius Health, the state’s largest ambulatory network, set out last year to
provide formal support for the system to its 750 physicians.

"We've seen about 30 cases go through since then -- too few for a formal evaluation," says Dr. Beverly Loudin at
Atrius Health, who is leading the effort. But she says the experience so far fits the general trend in recent years,
which has been toward an increase in the number of errors reported at Atrius -- reflecting the professional staff's
growing confidence in the safety reporting system -- and a decrease in overall malpractice costs.

“The drop in malpractice expense was not our reason for doing this,” says Loudin, medical director for patient
safety and risk management at the organization of three community-based medical groups, which serves more
than 675,000 eastern Massachusetts patients. “From our standpoint, apology and disclosure is just the right thing
to do for our patients. But for the financial folks, the economics are important too.”

Communication, apology and resolution, of course, is the practice of being open and honest with patients and their
families in the aftermath of preventable medical harm. The idea is to disclose the error as soon as it is discovered,
and keep families informed while the event is investigated to identify causes and take preventive measures.

Hospitals that have adopted such a system say it helps both staff and patients come to terms with an error, and
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can also reduce malpractice payouts —even in instances where the institution may be liable—by averting lengthy
court cases.

But nearly all the experience with the technique to date has come from hospital settings, which makes the Atrius
Health experience worth watching for several reasons.

At the simplest level, success at Atrius Health would provide additional validation for systems like Communication,
Apology and Resolution (CARe), the specific protocol developed by the Massachusetts Alliance for CommunicationMassachusetts Alliance for Communication
and Resolution following Medical Injury (MACRMI)and Resolution following Medical Injury (MACRMI) that was used at Atrius Health. 

More importantly, it would show how communication, apology and resolution could be modified to work in
ambulatory medicine. “If you look at the data,” Loudin says, “close to 50 percent of malpractice claims originate in
the ambulatory setting, not in the hospital, and most of the providers involved are primary care physicians.”

In ambulatory practices, patients may come in only once or twice a year, so mistakes often aren’t discovered until
months after the fact. By then, a patient could have seen multiple outside providers—all working with separate
record systems—making it harder to find out just where the care breakdowns occurred.

The types of mistakes can also differ. Hospitals tend to make errors of commission—giving a patient too much
medicine on the spot, for example. And while ambulatory practices can also make those kinds of mistakes, they may
be more vulnerable to errors of omission, such as a follow-up exam that was never scheduled, a worrisome test
result that was overlooked, or a missed or delayed diagnosis.

To ensure its program took account of such differences, Atrius Health sought funding from CRICO, its insurer, and
then approached the Institute for Professionalism & Ethical Practice (IPEP)Institute for Professionalism & Ethical Practice (IPEP), an educational institute based at
Boston Children’s Hospital, to create specialized training for the medical directors of the various Atrius Health sites.

Dr. Sigall Bell, IPEP’s director of patient safety and quality initiatives and a physician at Beth Israel Deaconess
Medical Center, said IPEP worked with Atrius Health to develop a customized version of the apologies course using
scenarios based on actual Atrius Health cases. And the training included simulations where the doctors had to
explain an error to an injured “patient” played by a skilled actor. “The actors were so good that you honestly felt like
you were talking to a patient who had had something horrible happen,” says Loudin.

The simulations helped doctors learn about the human side of these difficult conversations. “When a person is
traumatized,” Bell explains, “their ability to hear and retain information is naturally compromised. That’s true for
both patients and clinicians. And for clinicians approaching disclosure conversations, feedback from patients in real
life scenarios is virtually non-existent. That’s why having the ‘patient’ in the room is more powerful than hearing the
same thing from another doctor or supervisor.”

The initial six-hour training sessions were completed by every site medical director at Atrius Health. A few months
later, they returned for further training on how to convey what they had learned to others. And Loudin conducted
nearly 90 separate educational sessions—minus the simulations—about the CARe program with the rest of the
Atrius Health providers.
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IPEP video featuring interviews with both patients and trainees who participated in one of their training sessions,IPEP video featuring interviews with both patients and trainees who participated in one of their training sessions,
talking about the value of patient involvement.talking about the value of patient involvement.

Now, Loudin is thinking about extending the training to all employees who touch patients. “I tell the providers that
when something bad happens, it doesn’t just affect the patient and you. Many times there are other people at your
site who have an equally close relationship to that patient, and they will be affected too.”

Melinda Van Niel, project manager for MACRMI, says she hopes the Atrius Health example will encourage other
outpatient practices to move toward CARe. “Then this approach would become the status quo, rather than ‘deny
and defend,’ ” she says.

Primary care groups that are interested may want to start by sending a small group of staff members to one of
IPEP’s workshops, says Elaine Meyer, Ph.D., the institute’s director and a clinical psychologist at Boston Children's
Hospital.

The group offers a moderated online session in disclosure and apology (the next one takes place Sept. 20). It also
offers in-person workshops on “difficult conversations” that are known collectively as the Program to Enhance
Relational and Communication Skills, or PERCS.

For groups that want to dig deeper, Meyer adds, IPEP can always develop customized training as it did for Atrius
Health.

“This was not why any of us went into medicine, to hold such difficult conversations,” Meyer adds. “This is the
nightmare conversation, the one you hope to avoid. But if it happens, you definitely want to be as well prepared,
capable and compassionate as possible, for the sake of our patients and our own sense of professional self-
esteem.”

Patient Safety beat
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Extra
Read this storythis story from Kaiser Health News featuring a study of physicians’ approaches to talking with patients
about adverse events. In the survey of almost three dozen surgeons at Veterans Affairs hospitals, 90 percent
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said they disclosed an error to a patient; just over half offered an apology.
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Just One Thing

Summer 2016Summer 2016
Electronic medical records can be clunky and frustrating, so work-arounds are common. But copying existing
information from one field of a patient’s record and pasting it into another is risky. Shy of re-configuring your EMR
system, what can you do to minimize the chances of triggering a patient harm when using this shortcut?

Here’s just one low-tech suggestion from the Partnership for Health IT Patient Safety: Get together with the
leadership of your facility or practice and agree on guidelines around the safe use of copy and paste. Then hold
training sessions to be sure that everyone on staff knows when it’s okay to copy and paste and when it isn’t.

For help drawing up guidelines, as well as longer term solutions for safe cut and paste practices, visit thevisit the
Partnership’s websitePartnership’s website and download the free toolkitdownload the free toolkit. 

June 2016June 2016
Between 30 and 50 percent of antibiotics prescribed in U.S. hospitals are unnecessary or inappropriate,
contributing to the threat of ‘super-bugs’ resistant to the current arsenal of antibiotics. The CDC urges hospitals to
develop antibiotic stewardship programs (ASP) with seven core elements and last month, the National Quality
Forum published a practical playbookpractical playbook to help health care organizations do just that. As with many safety initiatives,
a first step is to show that leadership is behind the effort. Here is a quick sample of ideas from the NQF playbook to
underscore leadership’s commitment.

Basic Intermediate Advanced

Issue a formal board-approved
statement on the importance of the
ASP and include in annual report.

Include ASP outcome measures in the
facility’s strategic dashboard and update
leadership regularly on meeting those goals.

Support efforts and policies to
hold providers accountable for
improving antibiotic use.

May 2016May 2016

Checklists aren't just for the surgical team. Researchers are experimenting with using them for a variety of
medical procedures. Why not try one before delivering a diagnosis? After the history-taking, physical exam, and
formation of a differential diagnosis, take a time-out and ask yourself these questions:
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What else could this be?

Is there any important information I am missing?

Did I consider the inherent flaws of heuristic thinking?

Was my judgment affected by any other bias?

Is there anything that does not fit with my working diagnosis?

Do I need to make the diagnosis now, or can I wait?

What is the worst-case scenario?

What is our 'watchful waiting strategy' to make sure we follow-up, especially if the patient does not improve as
expected based on the initial diagnosis?

Initial work on this list is from doctors John Ely, Mark Graber, and Patrick Croskerry and has been modified by
Gordon Schiff, MD, at Brigham and Women's Hospital for this publication. Disease-specific diagnostic checklists
are available as part of the clinical reasoning toolkitclinical reasoning toolkit from the Society to Improve Diagnosis in Medicine.
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