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As the complexity of both our healthcare system and our patients increases, so too does the potential for adverse events. Traditionally, there has existed a medical “culture of blame” that discourages the reporting or
discussion of errors. Without a safe space In which to share these cases with others, we are left in isolation to make sense of the thoughts, emotions and fears that accompany them. In addition, the ability to learn from each
other In a way that improves patient safety is also lost.

At McMaster Family Practice (part of the McMaster FHT) we have adopted the practice of meeting regularly in a safe, non-blaming, and supportive environment to share our stories of near and actual misses with the goal of
Improving patient safety. The purpose of this session is to demonstrate how through the use of stories we are able to explore the impact of medical error on both patient and caregivers, pass on knowledge and experience,
gain insights which can lead to effective change In practice and/or polices in an environment that breaks down the medical “culture of blame” and traditional sense of hierarchy to make patient safety a priority. We hope that
participants are inspired to think of ways in which their own FHT can begin to have open discussions and foster an environment that is safer for both its team members and its patients.

/ Near miss/Miss Event \
A “near miss” or “miss” event refers to any element of clinical care that has, or Near Miss reporting forms are easily accessible for all staff on our
Revisiting the Data could have had, a negative outcome for the patient. We know that medical electronic medical record. Any member of the team can complete
errors can lead to patient harm, hospitalization or even death. Some aspects of a form and it Is not necessary for any caregiver or reporter name
After implementing the SOP for Immunizations, we have observed a primary care which near miss/miss events commonly affect Include to be identified. We currently collect these in paper form for review
decline in near miss reports pertaining to this common error. While Immunization administration, prescriptions, lab/mail review, and communication by patient safety committee in planning rounds, identifying themes
the effect appears to be quite dramatic, it should be noted that (between care providers, between the caregiver and patient). and aspects of care requiring systemic change to improve quality.
unfortunately, we have also had a significant decline in the number of k /

Near Miss/Miss Events

total near miss reports collected. This may be attributable to the
differing time frames (20 mths vs. 5 mths) but is more likely to
represent an Initlal momentum that created excitement and
participation.

Before and After Implementation of Immunization
Double Check Standard Operating Procedure (SOP)

Before SOP Sept 2011 - April 2013 _

s«  What did you do about it? (What action did you take to remedy this situation? Plegse
appropriate follow up was arranged if needed, and that the appropriate clinicians f MRP [ Manager (as
appropriate} were informed )

| Above: Near miss reports filed by Oct 15, 2013 by area of care.
" rrercnty are miatogsy e (Fectiree tobe crective - al s i Left: Example of a blank Near miss reporting form used to collect
event details.

Sharing your story with others

Patlent $afety Every 2 months we meet, as an interdisciplinary group including all learners,
NOn-B|am|ng for one hour to share our stories for the purposes of learning and healing.
S t The format of the session varies from month to month while maintaining the
. . uppor Ve core principals of a non-blaming and supportive space. Some examples of
AS wou_ld be expected, we have been able_to identify and explore_larger how we have used this time include: |
systemic gaps that can be addressed to improve care. Immunization Introducing key concepts
administration was frequently identifled as a source of error by our via multimedia:
team. Following discussion at rounds, we created and implemented a _ N
: . . . : Open forum: We initially introduced some key concepts
standard operating protocol (SOP) for ensuring immunization double An opportunity to recount an event with ~ USing a video entitied Doctors Make Mistakes:
checks. the aroun including it effects on oatient Can we talk about it? Presented by Dr. Brian
The more challenging change has come in the form of a culture shift JroUp J np Goldman as a TED talk, TEDxToronto 2011,
. . care AND the healthcare provider(s).
from blaming to shared learning and acceptance of our human nature. You
A greater sense of collective responsibility when an error occurs has
developed thus caregivers feel supported and less alone when they _ _ .
bring their stories to the group. Enforcing the spirit of this program will Hearing the patient voice:
be an ongoing effort as our team grows and changes. A prepared mock patient narrative was
read followed by a reflective exercise.
A 4 The focus 'S Of developl_ng f;,\d_eeper Sharing written narratives:
understanding of the patient’s lived .
. . Healthcare providers are
experience and the role they can play In . .
. . . encouraged to write about their
helping us with safety. Our goal is to have experiences in advance and
The learning that happens from the patient safety sessions is multifaceted. We have been able to identify themes and common systemic sources of error. our actual patients be a part of the -
| we _ _ _ | 2t o= | _ _ . bring them to read to the group.
As supported by the literature, the majority of near miss/miss events involved gaps in communication and medications. Discussion of these issues allows pleiplielin through taped and/or written ATt | winked £ o tm EHAE MOTEAE Wiie
us to i(_:l_entify systems gaps that can be addresseq to Improve care. | | | | | storles. n away and Wide. My inidial instinet was
In addition to the learning that takes place, there is an element of healing that occurs for the healthcare provider by sharing their story with others. We are to try to find an explanation...any

able to feel less shamed and less alone by opening up to our colleagues who listen to our stories and empathize.

While our ultimate aim Is to improve patient safety, we believe this initiative has, and will continue to, help us learn how to be more reflective and humbled
practitioner as well. We are modeling to our learners a community that is understanding of human error and supportive of each other in these challenging
encounters In the hopes that they will carry these values forward in their future practices.

explanation that didn't make we Look and

feel completely bncompetent.”
- excerpt from a clinteal navvative
written § shared by a statf MD
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