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To Err is Human

( Family Practice Management 2007; July/Aug: 44-49)

Error: failure of a planned action to be
completed as intended ( execution or
planning)

Adverse event: injury caused by medical
management rather than the underlying
condition of the patient



e Errors and adverse events intersect:
preventable adverse event, an apology might
be appropriate

e Negligent adverse events:
preventable adverse events
legal criteria:

duty and standard of care
breach
causation



Patient’s decision to sue
(MPS Casebook 2004; 12(4): 11-12)

e 2/3 claims from patients who had not suffered an
adverse outcome or due to negligence

e Predisposing factors:

rudeness, delays, inattentiveness,
miscommunication, apathy, no communication

e Precipitating events:

adverse outcomes, iatrogenic injuries, failure to
provide adequate care, mistakes, providing
Incorrect care, system errors



Figure 1: Transactional and relational dimensions of care

Patient centred care

* Compassion, empathy and
responsiveness (R)

* Co-ordination and integration (T)

* [nformation, communication and
education (T&R)

* Physical comfort (T&R)

* Emotional support, relieving fear
and anxiety (R)

* Involvement of family and friends

(T&R)

Source: Institute of Medicine, Crossing the
Quality Chasm, 2001
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A report on complaints handling in the NHS com p I ain ed

2) Recelve an
explanation and an
apology where
warranted

3) Any necessary
action taken to
prevent repetition




What types of Complaints are they?

Complaints substantiated after peer review

Misapplication of clinical skills ;

Failure to investigate or treat -

Attitude and behaviour -

@kdown in commum) /77.9%
/
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Percentage of Cases (n = 215)

Donaldson LJ, Cavanagh J. Clinical complaints and their handling: a time for change? Qual
Health Care 1992;1:21-25



3. Offer your clinical experience as a way of creating new possibilities.

4. Follow-up by asking the patient what he is taking away.

Anthony Back
Robert Arnold
James Tulsky
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CHAPTER 7: CONDUCTING A FAMILY CONFERENCE

Prepare the people and the messages for the conference,
Introduce all participants and the purpose of the conference.
Assess what the family knows and expects.

Describe the clinical situation.

Ask each member of the family for concerns.

S Tk WL

Explore the patient’s values and how they should influence decision
making.

IVI aste rl n 7. Propose goals for the patient’s care, and be prepared to negotiate.
8. Provide a concrete follow-up plan.

‘ CO mmunication with 'excoszgmrE=-
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2. Find a nonjudgmental starting point.

serIOUSIV III Patlents 1. Notice there is a disagreement.

Balancing Honesty with Empathyand Hope

3. Listen to and acknowledge the other person’s story/concern/
viewpoint.

4. Identify what the conflictis about, and try to articulate it as a shared
interest.

5. Brainstorm options that address the shared concern.

6. Look for options that recognize the interests of everyone involved.
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CHAPTER 9: TRANSITIONS TO END-OF-LIFE CARE

1. Prepare yourself.

2. Ensure the patient or family understands the medical situation.
CAMBRIDGE

Medicine




to continue, while summarizing or repeating what you have heard confirms that you
have been listening as well as understanding and ‘eticourages further communication,
Positive pauses can be helpful to let the other P ':rsoza. relatewhat they want to say,
rather than what you wanft to know Inactive listening mocle x_s wase to minimize
your use of questions, Every time yoiask a
perfectly allowable when you dre checki
convey real interest in the other person’s V1eWpo1n

When patients or relatives are having difficulty expressing:their. -feelmgs it-can be
helpful to reflect these feelings and volunteer a suggestion such as*It sounds as though
you found this very distressing?’ or “You must have found this rather worrying? Such
a suggestion may ‘legitimize’ the patient’s emotion and encourage them to elaborate.
On the other hand, an inexperienced listener who misjudges the emotion or the

. patient’s readiness to confess to it may damage the rapport that had already been
established. Most patients will appreciate your effort to be understanding even if you
are a bit wide of the mark.

Active listening can prove an invaluable tool in fraught circumstances. When feel-
ings are running high and the patient is voicing anger and distress, it can be very pro-
ductive to affirm your interest with positive silence. The patient is given free reign and
is able to express themselves and their agenda to their own satisfaction, Most angry
people tend eventually to run out of steam. By active listening their anger is defused.
Eventually, at an appropriate moment, the active listener can respond with an appro-
priate comment such as ‘Okay what would you like to do about it?’

One technique to encourage patient communication, which is frequently employed
in the psychological and psychiatric specialities, is that of silence. Positive, receptive and

encouraging silence is a further non-verbal stimulus for the patient to continue. This
can be a useful means of reaching out to the shy patient who finds it difficult to engage.
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Most conversations can be facilitated by congenial surroundings. In the medical context,
this means that where possible conversations should take place in a quiet, private and if
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Active Listening

Acknowledge Feelings (to show appreciation)
Perception (to understand)

Paraphrase (to show you understand)
Summarize (to focus)

Reframing (to change perception)

Common interests and grounds (to connect)
Find options of care (to seek solution)
Follow through (to show responsibility)
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The Perceptual Process

—p Attention ————p Recognition ——p Translation —=» Behavior

Stimulus

Perception — Thinking —» Emotion — Behaviour

Perception is Reality

Negotiation 6t" edition



Social / sensory stimuli around the patient

Sight of doctors, nurses,
hospitals, medicai offices

Words by doctors, nurses
and madical personnel

Sight of colour
and shape of pills

Sounds by medical

apparatuses
Smel of i
medications
Wards by other patients
Tasle of and other people
medications

Mechanical insertion Touch by medical
of needles and offer devices instruments

During a therapy, many social/sensory stimuli are present around the patient, and represent the
psychosoical context, or the ritual of the therapeutic act. In addition, the patient’s internal
psychological states contribute to the psychosocial context as well. The placebo effect, or response,

is the effect of this psychosocial context on the patient’s brain. The Patient’s Brain, 2011



Reframing of Perception

Remove “toxic” content to make the
statement more palatable

Soften the party’s demands to make them
more acceptable to the other

Express statements in more neutral or
positive language to avoid further conflicts



Sharing from oncologist
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Courtesy slide from Dr Chan Lam Stephen, oncologist



_Reframing towards Interests

Power
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Interests

Distressed System

L\
—/=\
/

Interests

Effective System

Negotiation Readings, Exercises and Cases 6th edition



/f—‘ Humaneness

morality,
creativity,

spontaneity,

problem solving, Patient rights
Conflict resolution

lack of prerdiCE' Complaint management
Self-actualization acceptance of facts Mediation

self-esteem, confidence, Vutual frust. R t
: _ _ utual trust, Respect,
achievement, respect of others, \—uN Ty
Esteem respect by others

. . _ - Customer service
friendship, family, sexual intimacy Doctor/patient communication
Partnership

Love/belonging

security of: body, employment, resources,
Safety morality, the family, health, property Clinical effectiveness and safety

$E L e e s e e N Hospital environment/provision
Healthcare management

Physiological




Deconstructing Mediation

Opening Position — Acknowledge Relationship
Joint Interest emotions restoration
Cqucus Create Active listening
Joint Common grounds | | Perception outcome
Settlement Options Reframing
Agreement Paraphasing

Summarsing
strategy Reality checking

BATNA/WATNA

process

Breaking impasse

skills



Complaint Management Loop

Society
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Y Docto_r — Patient
mind set
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Doctor — Patient
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Conflicts
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Mediation skills in application




Patient Experience Loop

l Doctor — Patient l
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Mediation skills in application




Patient
Rights

Grievance and
Complaint Management

Measuring Patient
Satisfaction

Interpersonal
Communication

Customer Service / Service Excellence

Mediation / Conflict Resolution

Crisis Intervention

Data Management

Healthcare Management

_ _ Source: http://www.shca-
The Framework for Patient Experience Management aha.org/shca-
Society for Health Care Advocacy 2012 Annual Conference ahalevents/speakers.html



A Medication Error Story

Fax system for ordering
medications
is broken

Nurse gives the patient
a medication to which he
1S allergic

MNurse

Tube systemn  Staffing
Patient arrests for obtaining
and dies Nurse borrows medications
medication from is broken

another patient J. Reason, 1990




Recognition

Regret
Responsibility
Remedy

Remaining engaged

: the power of apolog in medicine

5

gond Edition

' MICHAEL S. WooDs, M.D.



DAO of Apology

e Disclosure, Apology, Offer programmes in Massachusetts

benefits both the liability system and patient safety (wibank wuarery
2012, 90(4): 682-705)

e Harvard in 2006 released a document addressing useful
responses to adverse events; including formation of a
programme specifically designed for the needs of involved
physicians, flexibility in %h_ys_lc:lans’ schedule following an
adverse event, clear debriefing and documentation,
assistance communicating with patient’s families and
Instruction for physicians regarding peer review.

( Lippincotts Case Manag 2006; 11: 193-194)

e 3 basic principles: (1) patients should be quickly and fairly
compensated when medical error results in injury; (2)
clinicians should be vigorously defended when an injury is not
caused by unreasonable care; and (3) mistakes provide
learning opportunities (JPPNN)



From Retroactive to Proactive

Communication
(Front-Line)

_l_

Conflict Resolution &

Complaint Management

(Mid-Management)

Incident Management
(Top-Management)

z) (Gufture.'
Patient Relation Matters

o) Okills:
Applied Mediation

Skil% IN communication and
conflicts
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Immediate management and
Risk Reduction
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