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Overview 
 Nursing home (NH) residents have 

complicated medical concerns 
 Even with excellent care, errors and adverse 

events happen 
 Nurses usually are the ones to tell families 

and residents about adverse events 
 Talking to residents and families about 

adverse events conversations can be hard 
 Most nurses are not trained in adverse event 

communication 
 



Current Evidence:  
Adverse Event Research 
 Successful communication includes:  
Open, empathetic, and apologetic approach  
 follow up for learning opportunities 
 support systems for family and staff 

 There is very little research on adverse 
event communication in NHs 
Most research is about hospitals and 

physicians 

 



Results 
 ½ Nurses (n=1180) reported that errors are one 

of the most serious problems in NHs 
 Who discloses error depends on severity 
 RNs and those with experience in error 

disclosure more likely to disclose 
 Information disclosed depends on Severity level 
 High fear in being punished.   

 



Adverse Event Disclosure 
“Mrs. Smith is a new diabetic resident admitted to your facility.  
You handwrite an order for the resident to receive ‘10U 
Regular Insulin’  The “U” looks like a 0 and the resident 
receives 100U the next morning.  The resident is later found 
non-responsive with a BS of 35.  The resident is resuscitated 
and transferred to the hospital.  The resident will make a full 
recovery.” 

 
     Definitely Disclose: 65% 
     Very likely to be punished: 87.3% 
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Disclosure of a Clinical Scenario 

Full Disclosure Partial 
Disclosure 

No Disclosure 

1.  What would 
you say? 

30.6% 47.8% 20.2% 

2.  How much 
detail would you 
provide? 

20.4% 35.7% 43.1% 

3.  Say about the 
cause? 

25.3% 37.4% 37.3% 

4.  Apology 32.3% 61.6% 6.1% 

5.  Preventability 45% 46% 7.0% 
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Current Research:  
Adverse Event Communication 
 NH Nurses’ views on events: 
 Event reporting is a serious problem 
 Serious events should be communicated by 

management 
More likely to share if they have experience in  

sharing adverse events with residents/families 

 Most residents and families want to know 
if an event happened, even if minor 
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Current Research:  
Adverse Event Communication 
 NH Nurses’ views on errors: 
 Being involved in an event is upsetting 
Worried about reputation and punishment 
More likely to report serious errors though 

less likely to share details or fully apologize 
More likely to fully apologize for less serious 

errors 
Majority want training on communicating with 

residents and families about errors 
 
 

Wagner, Laura M., et al. "Nurses’ disclosure of error 
scenarios in nursing homes." Nursing Outlook 
(2012). 
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62.1% interested in reciving training on disclosing errors to patients



Current Research:  
Adverse Event Communication 
 Nurse reported barriers: 
Unclear definition of adverse events  
Heavy workload, not enough time 
Unclear role accountability and responsibility 
Need for culture supportive of open 

communication 
 Individual accountability and fear of 

punishment 
Need for professional standards 
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Communicating Nursing Errors in Long-term Care 
Settings." Journal of patient safety 9.1 (2013): 1-7. 
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Study Aims: 
 To see if communication training in NHs 

helps nurses talk to residents and families 
about adverse events, unanticipated 
outcomes, and errors  
 To see if communication training 

improves conversations between nurses 
and families 



Disclosing and Resolving 
Adverse Outcomes 
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And Medical Errors 

 
 

Presenter
Presentation Notes
Introduction
Welcome to the workshop “Disclosing and Resolving Adverse Outcomes”

Our focus today is on the conversation between clinician and patient and family when there has been an adverse outcome. 

I want to start out by introducing myself and in a moment I will be asking you to briefly introduce yourselves. INTRODUCE YOURSELF

Let me tell you more about what we plan to do in the next (3.5) hours. You’ll notice that there is a workbook in front of you that contains copies of all the slides, spaces to write when we practice with video cases, and a brief annotated bibliography that you may want to look at after the program. The workbooks are yours to keep, but toward the end of the program I will be asking you to complete and hand me your participant information form and an assessment of the workshop so that we can give you continuing education credits. We will also be following up with you in 5 weeks and ask you to complete a brief online anonymous survey about what you’ve learned and applied in your practice. 

By the way, this course is eligible for 3.25 Category 1 Credits through ACCME, 3. 25 hours Prescribed credit through AAFP and 3.25 CE for nurses through the University of Pittsburgh. 



Learning Objectives  
 Understand why openness is important 
 Appreciate others’ perspectives and needs 
 Review what makes a disclosure effective 
 Understand how different causes of an adverse 

outcome require different steps for resolution  
 Identify skills for having effective adverse event 

communication conversations with patients and 
families 
 Practice the skills in a range of situations 
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In this program we will examine why it is important to be open after an adverse outcome or event. We will consider the perspectives of patients, families, nurses, institutions and liability carriers. We will reflect on our responsibility to investigate and then explain the outcomes of care to our patients and we will examine and practice the steps to an effective disclosure that brings greater resolution for everyone involved.



 

Effective 
Resolution  

Economical 

Ethical  
Legal 

  Qualities of an Effective Resolution 

Psychologically 
healing 
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What qualities are needed to reach an effective resolution?   
Ethical: Certainly, we have ethical obligations with regard to disclosing and resolving adverse outcomes with our patients. In John Banja’s  book, “Medical Errors And Medical Narcissism “ he argues that clinicians often rationalize and avoid giving patients and families an accurate understanding of what happened in the care. Their justification that it will only make the situation more upsetting. However, research on disclosure which is highlighted in your annotated bibliography indicates that 95% or more of patients and families tell us that they would want an accurate understanding of what happened in their care despite the possibility that it could make them upset (Gallagher and Lucas, 2005). There are four ethical principles: autonomy, non-maleficence, beneficence and justice which are commonly identified in the bioethics literature and are widely accepted. Autonomy means that patient has the right to information that leads to choice. Beneficence means that we should do everything in the patient's best interest. Non-maleficence means we must try to do no more harm. The ethical principle of justice refers to a patient’s right to restitution if appropriate.
“Psychologically healing” reminds us that every conversation with the patient and family should be increasing/rebuilding trust and rapport.
Legal reminds us that we must appreciate the laws and standards that apply in our state for the investigation and disclosure of adverse outcomes. Some states have specific laws protecting quality assurance and peer review processes.  Apologies made by health care providers cannot be used as demonstration of guilt in any subsequent legal proceeding. 
Finally an “Economical perspective” refers to our desire to resolve the matter in the most cost effective way possible consistent with fairness to everyone. 



 Unaddressed “unreasonable” 
expectations by patients & 
families 

 Natural differences between 
people 

 Individual, team or systems errors 
and equipment failures  

Causes of  
“Unanticipated Outcomes”  
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Research suggests that 70-80% of the time, the claimant cannot establish a breach of the standard of care as the cause of their disappointing medical outcome. So what are the causes of the 80% of disappointing outcomes that patients and families find so upsetting? 
First, we may not have recognized and corrected patients’ and families’ unreasonable expectations for the outcome of care or the ease of the treatment process. We need to take informed consent and rank discussion of expectations more seriously.
Second, there are natural differences in people’s biology, which means that we cannot always predict the response of an individual to a medication, test or procedure. Similarly, different medical conditions can present with somewhat different symptoms, and rates of progression in different people. Patients often believe that everyone's presentation of disease or response to treatment is identical and so are often troubled when their own response is less satisfactory or we seem slow to recognize a condition.
Thirdly, almost everything we do in healthcare comes with some risk of harm, either side effect or complication or disease progression through watchful waiting. How well do patients understand the risks they are taking and have we met our obligation to fully inform patients of those risks? 
There is also the reality that we make decisions about diagnosis and treatment based on probabilities. We look for enough of the signs and symptoms to tell us what to do next. Often it takes hours, days, weeks, and months for sufficient signs and symptoms to emerge to make an accurate diagnosis and establish the most effective treatment plan. That means that we are often talking with patients about changing diagnosis and treatment plans that indicate that our initial working diagnosis of the their illness/condition was incorrect. Most of the time the course of action we were pursing was completely reasonable. It is no simple matter to explain and for patients to understand how we sort through data and often must await the emergence of more definitive sign and symptoms before it becomes clear when to order tests or treatments. Added to this is then those tests and treatments themselves have risks associated. 
Finally, there are those situations where analysis/investigation reveals to us that individual errors, equipment malfunctions, procedural problems have caused or substantially contributed to a patient being harmed. 
It is only in the last situation do we conclude that the standard of care may have been not have been met and, as we will see, the path to resolution will call for a number of specific steps on our part in those situations.



After the Event/Outcome: 4 Tasks 
1) Attend to care of the resident 

 Chart the facts 

 Preserve material for investigation 

2)  Address staff member’s own emotions 

3) Piece together 
what happened 

4) Prepare for discussions 
with resident and family 
 

Presenter
Presentation Notes
After the adverse event or outcome is recognized these are the 4 steps to take. 
First, provide the best clinical care and document it. Put aside and preserve any equipment or material that may have been involved into the adverse outcome so it can be investigated later. 
When that is done pause to take a breath and reflect on your own thoughts and feelings. They will often drive your behavior and so must be recognized and validated.
You must start to piece together what happened as you prepare for discussion with the patient and often family members about what has happened. Keep in mind that you may be asking their patience to wait for the answers to many question about possible causation until a more complete analysis investigation ahs been concluded. It is often important to turn to others help in these situations. 
Prepare for discussion with patient and family. Often there is enough time to pause, reflect and get advice before immediately approaching the patient with explanations about possible causation. While there has been some concern that colleagues could later be questioned about these conversations as part of a legal inquiry, experience shows that the risk they will provide damning testimony is small compared to the valuable assistance their support can provide in the immediate aftermath of an adverse outcome. Since we are planning to be honest with the patient about the likely causes of their harm, we can be less concerned that damning testimony would be revealed that we had not already considered and taken into account in our disclosure with the patient.



Which Track? 

Care 
Reasonable  

Care 
Unreasonable  

Unanticipated 
outcome 

 

Natural progression  
of medical condition 

System failure(s) 

Risk that comes 
with any 
Investigation or  
treatment 

        Nurse performance/errors 

Equipment malfunctions 

Harm not  
preventable 

Harm  
preventable 
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Patients, families and clinicians and the tort system think somewhat similarly when adverse events occur. We all wonder, “Was the care reasonable and this harm could not have been prevented, or were there preventable problems in the care that contributed to the harm?”
In the majority of instances the care can be judged to have been reasonable; these are “unpreventable - where the standard of care was met and the disappointment to the patient arose from one of the first 4 reasons we just discussed.
Then there are those less common situations, where investigation concludes that the care was not reasonable and therefore the adverse outcome/event/harm would normally have been preventable. These are the injuries that results from errors, violations of known policies/acceptable practices, process breakdowns, systems or equipment failure”. In legal speak this would be called a “breach of the standard of care”. 
Both require discussion with patients and families. Each may require a somewhat different approach in order to ultimately reach resolution with the patient.

It can take careful investigation to determine which track we are on.  This is not a subject for speculation yet must be answered if we are to give an honest answer to the patient’s inevitable question, “How did this happen?” and then following through until fairly resolved.




 ANTICIPATE and ADJUST 
 LISTEN for concerns and questions 
 EMPATHIZE and normalize reactions 
Offer to  

EXPLAIN  
what you believe 
happened 

Care 
Reasonable  A L E E 
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Let’s look at the ALEE model more closely as a guide to disclosure discussions where the care was reasonable even though the outcome was disappointing in some respect. The key here are to try to anticipate the thoughts, feeling and needs of the patient in the discussion, to invite and  listen for their concerns and questions, to demonstrate empathy for the usually very normal reactions they are having and finally to give satisfactory explanations to the questions they have about how this happened.

Let’s go through each step of the model. 



– Express empathy for their experience 
“I’m very sorry you and your family have had 

to endure so much pain this last week.” 
 
 

– Apologize for causing harm 
“I’m so sorry that our actions have caused 

you harm.” 

Empathy or Apology? 

Presenter
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We need to appreciate apology from both a psychological as well as a legal perspective. 
Psychologically, people expect an apology when they feel that they have been wronged.  Which “apology” is called for depends on the conclusion we have reached about our contribution to the harm itself. At minimum they expect sympathy for their distress and recognition that we had all been hoping for a less disappointing turn of events. When the care was reasonable an expression of sympathy without further apology should be sufficient, since we believe our actions were reasonable and the harm could not normally have been prevented.
There will be times though, when the adverse event or outcome is the direct result of us not meeting the acceptable “standard of care”,   Under those circumstances patients want, expect, and deserve more than an expression of sympathy.  Without an apology accepting accountability for our role in the events, resolution is unlikely to be achieved.
 A useful thought to remember is this, Benevolent expressions often take the form “I am sorry that you have….” Apologies that highlight clinician or organizational responsibility for the outcome often start with the phrase, “I am sorry that I/we….”  



Practice 1:  
Case Video Analysis 

  
What I observed  

• Anticipates and adjusts 
• Listens to patient’s 

perspective 
• Empathizes via  

• Voice tone and pace 
• Body language 
• Words 

• Explains and answers 
questions 

Notice how the Nurse. 

Care 
Reasonable  

Presenter
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Let’s bring the situation in the room for us to experience through a video case. 
Please turn to page_____ in your workbooks and follow along with me while I describe the practice situation.
First, I will summarize the case background. Then I will ask you to watch the tape and note how the physician uses the ALEE model to address each of these aspects of the conversation. As you watch the video make notes on page____ in your workbook and then we will discuss the situation together.



Resident Fall 

Presenter
Presentation Notes
Video: Nurse speaking with daughter, Ms. Johnson.
Scenario:
 Mr. Johnson, 87 year old resident with dementia, is a long time resident in your facility. He has a history of multiple falls and currently has a chair alarm on his wheel chair. During dinner, the CNA is feeding another resident when Mr. Johnson attempts to stand up unassisted. By the time she reaches Mr. Johnson he has fallen on the floor. He is transferred to the hospital where he is later found to have a broken hip. 



Practice 1:  
Case Video Analysis 

  
What I observed  

• Anticipates and adjusts 
• Listens to patient’s 

perspective 
• Empathizes via  

• Voice tone and pace 
• Body language 
• Words 

• Explains and answers 
questions 

Notice how the Nurse. 

Care 
Reasonable  
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Presentation Notes
Let’s bring the situation in the room for us to experience through a video case. 
Please turn to page_____ in your workbooks and follow along with me while I describe the practice situation.
First, I will summarize the case background. Then I will ask you to watch the tape and note how the physician uses the ALEE model to address each of these aspects of the conversation. As you watch the video make notes on page____ in your workbook and then we will discuss the situation together.



Insulin Overdose 
Mr. Smith is a new diabetic resident admitted to your 
facility. He is cognitively intact and able to make her own 
care decisions. The nurse handwrites a telephone order from 
the physician for the resident to receive “10U” of insulin. 
The “U” in her order looks like a zero. The following 
morning the resident is given 100 units of insulin, ten times 
the resident’s normal dose, and is later found unresponsive 
with a very low blood sugar level. The resident is 
resuscitated and transferred to the hospital. At this point, 
Mr. Smith has made a full recovery and has returned to the 
facility.  What you are about to see is the nurse who made 
the error meeting with Mr. Smith the next day to begin the 
process of communication and resolution.  
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 Case background:



Study Sites 

 3 Nursing Homes in Northern California 
 3 month study period 
 Main outcomes:  Nurse and 

Resident/Family Satisfaction with the 
Quality of the Communication 



Nurse Satisfaction 



Resident/Family Satisfaction 



Future Directions: 
 
1. R21 Application 
2. Extension of research:  
-Expanding out to include all 
uncomfortable conversations 
-Communication w/underserved 
populations 
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