Patient Safety Case Conference (e.g., modified M&M)

Instructor’s Guide

VA National Center for Patient Safety

734-930-5890   www.patientsafety.gov 

Overall Description

Almost daily, every residency spends time discussing active or recent cases.  These sessions have various names from morning report to “case of the week” to morbidity and mortality conference.  Systems and patient safety related issues are often apparent, but discussion is often incomplete or less than productive.  Patient safety tools and approaches can be offered for existing case analysis meetings.  In some situations, it may be advantageous to partially or fully change the educational meetings.  

This has been tried in several VA hospitals and university affiliate hospitals with good success.  With clearer guidance and refined tools for participants, it is anticipated that modifying or changing case conferences might be the best way to introduce safety ideas and attitudes - or gain a foothold - into the existing curriculum. 

Objectives

· Provide an understanding of which case conference/M&M formats have promise

· Understanding and skill in using the tools to guide and improve the safety case conferences

· Develop skills in case selection, preparation of presenters and discussants
· Understanding of and skill in tactics for “recovery” and “redirection”, if things go amiss
VA hospitals and University Affiliates Doing This:

· Modified morning report: Ann Arbor VA and University of Michigan (Raj Mangrulkar)

· Modified Internal Medicine M&M, Cleveland VA (Anne Tomolo)

· Modified Critical Care Medicine M&M, University of Pittsburgh (Luke Chelluri)

Tools

Instructor tools

· This MS Word guide

· A poster and pocket card

· Your cognitive aid and non-powered, portable multimedia

· Triage Card CD-ROM and Triage Cards from NCPS

· Dekker book

Learner tools

· Pocket card with prompting questions and examples

· Poster to hang up in the room as constant reminder and roadmap
Case Conference vs. M&M Conferences?

· Safety case conferences are similar to changing/enhancing case conferences

· Note the large differences between medical (monthly) and surgical M&Ms (weekly)

· M&Ms have longer tradition and may be guided by policy or external requirements 

· M&Ms might be harder to bring new people or types of people in

· By definition M&Ms are actual events, not close calls – which can be easier to talk about

Instructor Preparation 

1) Developing and building trust so that learning can occur

a) “Swift Trust”

· Tell your stories first

· Avoid saying “bad luck” or “the only time I made and error”

· Ask “what happened?”, not “who did it?”


b) “Long-term Trust”

· Understand how to protect resident

· Make sure you know your VA or university “rules”

· Make a change, no matter how small, after each case

2) Key Resources

· RCA Triage Booklet and Trainer CD

· “Tool” to lower hindsight bias, etc

· Proven to work

· More involved, but a great resource

· Dekker S. The Field Guide to Human Error Investigation.  Burlington, VT: Ashgate. 2002. 

3) Web Sites

· To gather ideas for flow and direction

· Web M&M (sponsored by AHRQ)

www.webmm.ahrq.gov

· To generate ideas for novel remedies

· www.mistakeproofing.com 

· General examples of hazards and fixes

· Several medical/clinical examples with pictures

· www.baddesigns.com

· Some medical examples with pictures

4) Case Selection

· Presenter

· They need to know a lot about “system” detail (communication, room layout, etc)

· You need to brief them ahead of time (even if 5 min)

· Discussant/Facilitator

· Knows something about the systems issues..

· Or, works/preps with a patient safety colleague

5) Balancing Professionalism with Systems Issues and Remedies

· Professionalism: self-assessment, more study to…

· Avoid “slip-ups” (be careful)

· Diagnostic and patient management acumen

· Systems issues which leads to remedies like…

· Improvement in device or work area design

· Thoughtful automation

ASIDE:  “Blame it on the person” vs “blaming it upon the system”

This eventually becomes the biggest issue in trying to change the tone and the outcome of the case conference.  Better yet (worse yet?), the transformation from total focus on training the resident to do better next time to a balanced approach is THE marker that your efforts are making a difference.  That is, if your colleagues and trainees can’t shift away from “blame and train” during an “academic exercise”, then they are not likely to do so in their practice or other real-world settings.

One way to resolve this tension is to address it head on with the key stakeholders and decide what the balance will be.  One site has decided that one in five case conferences will focus solely on systems issues, and the other four will still be “clinically focused” – and likely focus upon professionalism.  Another site apportions time for this discussion at the outset of the case conference or M&M.

Another way to resolve these opposing views is to highlight how several other pathways are already handling “professionalism”, and safety-focused conferences are “in-addition to” these.  In the beginnings of the VA safety program, we acknowledged the 4 or 5 accountability systems and did not seek to delete them.  We “sold” the idea of the new patient safety activities as additional learning that would otherwise not take place.

Using the Case Conference Guide and Cards (handout)

1) Key Concepts and Questions

· If we are not sure it is safe ( it “is” unsafe

· What are the required circumstances to have this happen to YOU?

· In what specific way is communication broken?

· We all know that it usually is, in general 

2) Guide the data gathering with prompting questions (ROS)

· Communication

· Orders from physician to nurse; Hand-off between residents 

· Devices & Equipment

· ECG machines, X-ray machines, and IV tubing

· Environment & Architecture

· Room layout and clutter?  Noise and lighting conditions? 

· Cognitive Support

· Training of caregiver, and labeling on medical device?

· Work Processes

· Patient transport schedule and standardized order sets

· Hazard Prevention

· Needle-less syringes and   Computerized order entry

ASIDE: “Write upon” or Re-use this Card?

· NCPS RCA Triage Cards are laminated

· For re-use and sturdiness

· But, we have documentation tools

· If used once (written upon)

· Residents could look at several to see trends

· Could be used as “documentation” for RRC (ACGME)

3) Point out differences between typical flow of discussion at case conferences versus one covering the interrelated and “latent” hazards

TYPICAL:  Identify obvious precursors ( The Event ( morbidity and mortality for this event

NEW:  Swiss cheese model of various barriers and holes in those barriers, and how they all need to line up to allow an event to occur; and when they don’t line up, we call it a close call

4) Documentation of Key Aspects

· What Happened?

· Why did it Happen?

· What will we Do to Prevent it?

· How do we Know it Worked?

5) Pictorial Reminders of “Strong” Remedies

(see powerpoint slides or case conference “card”)

Example of 5 Case Conference Formats and Content at 3 Sites

(Columbia VAMC/University of Missouri, Madison, WI VAMC, University of Michigan)

	Location
	Audience

R=Residents

S=Students

F=Faculty
	Clinical Focus
	John Gosbee’s Role



	Small auditorium
	R=20

S=5

F=5
	PCA pump mishap; 
	Discussant

	Small auditorium
	R=20

S=5

F=5
	Communication on complex cardiac case
	Discussant

	Small conference rm
	R=6

S=4

F=2
	Communication and diagnostic-related adverse event between ED and Med-Surg floor
	Aided Discussion

	Large conference rm
	R=20

S=8

F=5
	Communication and diagnostic-related adverse event in ambulatory care
	Discussant

	Large conference rm
	R=20

S=8

F=5
	Fictional case about Heart Monitor in demo mode, delaying care
	Presented Case

Observed
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For Case Conference format ideas ( Web M&M (sponsored by AHRQ) www.webmm.ahrq.gov 
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