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Welcome! Thank you for joining early
Start Time: 12:30 promptly
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* Privacy Statement: Please note that the webinar
you are participating in is NOT being recorded.

* Your name will appear in the ZOOM Participant area
throughout the webinar.

e After Dr. Cherniwchan’s presentation you will be able to
submit questions through the Q&A function (instructions
will be provided).

* Your questions may be submitted anonymously.
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Alberta is located on Treaty 6, Treaty 7, and Treaty 8 territory

and is a traditional meeting ground and home for many
Indigenous Peoples.
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Objectives

At the end of this session participants will be able to:

understand the incidence, causes and prevention of
adverse events (AE’s)

understand the impact on you as a physician

understand what to do when one occurs and how
best to recover
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Janet Edwards MD MPH

Thoracic Surgeon, Foothills Hospital



Session Overview

Coming up!

® Dr. Marc Cherniwchan shares his story and lessons learned

® Audience participation through
Z0OOM functions- Polling, brief use of the Chat function and a

Q & A session
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Part One:
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Call 2563-588-2743
for details about our
Medical Malpractice Lawyer
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How are adverse events (AE’s) different from
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What are acceptable ‘miss rates’:

% NEJM, 2000,




Adverse Event (AE)

An event which results in unintended harm to
the patient, and is related to the care and/or
services provided to the patient, rather than to




Examples of AE’

e Medication error

* Fluid overload




Medical Error

An act of omission or commission, planning, or
execution that contributes to, or could
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Panagioti, M. et al 2019

e Systematic review/meta-analysis

e 7313 citations / 66 studies (70 ind. samples

e Pooled sample of 337, 205 pts







Dancing with Lawyers

. Subpoena as expert witness for the Crown

1
2
3.
4. Fatality Inquiry

Request as expert witness for Defense

Request for review of a case by CMPA




From: College of Physicians and Surgeons

To: Your name here

Your real address

PERSONAL /CONFIDENTIAL




Medical Malpractice
(Necessary Components)

* Fiduciary contract/responsibility




How likely is an adverse event to occur
to a patient in hospital?




The Literature on AE’s

e Published series
 National Patient Safety Foundation (AMA, 1998)
e American Assoc. for Adv. of Science

Presidential Adv. Com. on Consumer Protection; Quality
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The Disturbing Statistic (IOM, 1999)
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The Canadian Adverse Events Stud

n=1512 /4164 admissions analyzed

20 sites, 5 provinces

Incidence of AE’s 7.5% (5.7 - 9.3, 95% Cl)




CMPA/HIROC SCSS
Phase of Care*

e Pre-op 261(20.1%) / 038 (04.6%
° Intra-op  821(63.2%) /600 (72.3%




How likely is an adverse event to occur to a
surgical patient in hospital?







The Canadian Adverse Events Study

e Surgical service 51.4%, medicine 45.0%

e On Sx service, most common cause related to
procedures (~10x other causes like fluids/drugs,
diagnostics, anaesthetic) |




Systematic Review (Sx only)

e n =16,424 patients
e AE 14.4% (IQR 12.5-20.1%

e ‘Preventable AE’s 5.2% (IQR 4.2 - 7.0%




U of C 2018

* Meta-analysis 31/2001 articles
e 1980-2016 (71% after 2000)

* 17 (55%) reported on surgical events




U of C 2018

e AE of 24.6%

e PAE of 10.5%




CMPA/HIROC SCC

* (Canadian Patient Safety Institute 2014 formed National
Patient Safety Consortium

* March 2014 Surgical Care Summit

e CMPA/HIROC (Healthcare Insurance Reciprocal of
Canada)




CMPA/HIROC SCC

89% / 70% occurred in OR or DaySx
64% [ 93% involved physician factors

45% | 43% involved systemic factors




CMPA/HIROC SCC
Phase of Care

e Pre-op 261/038

e Intra-op 821/600




CMPA/HIROC SCC
Type of Even

e Others (including laceration, 66%/44%
puncture, hemmorhage, burns)




Why do you think these adverse




Sources of Error (Systemic)

Funding &
Technical resources
= poor dEEiQHE
- deferred maintenance

Provider

- training

- distractions .- qu anization
- fatigue Y : - culture

- incomplete
policies

( Team
: - shifting responsibilities
- handovers

Patient

HARM

James Reason
Manchester









Stollery Children's Hospital
Cytogenetics Laboratory

8-25 Medical Sciences Building

University of Alberta

Edmonton, AB  T6G 2H7

Tel: (780) 407-1542 Fax: (780) 407-3059

Patient Name: GEMR

PHI : q
DOB: 3 DEPT OF PATHOLOGY,RAH

Chart #: 10240 KINGSWAY AVE
Pt. Home Phone #  (780) 490-5902 EDMONTON AB T5H3V9
Health Record No.: 012011305950 CHERNIWCHAN,DR.MARC A
Prov. /Postal Code:  AB

T6L4X3

Cytogenetics Studies

Accession #: CG12-264

Collected: 27/01/2012
Received: 27/01/2012
Reported: 18/09/2012

Type of Specimen:
1: Bone Marrow - Cytogenetics

Indication:

Results:

46,XY,del(5)(q13q33)[1]/44-52,s,-Y,add(4)(q31),-13,add(15)(p11.2),
del(16)(q11.2),-19,add(19)(p13),-21,+2-9mar,1dmin[cp9)/
46,XY,(5:7)(q31;911.2)[2]/46,XY[7]

representing the stemline, and there is a clonal evolution with numerous numerical and structural chromosome anomali'es,
including losses of one chromosome Y, 13, 19 and 21, deletion of the long arm of one chromosome 16, at breakpoint 16g11.2,
addition of unknown genetic material to the long arm of one chromosome 4, addition of unknown genetic material to the short arm
of one chromosome 15 and 19, two to nine marker chromosomes, and one double minutes. 5q deletion with a clonal evolution
having complex karyotype is associated with a poor prognosis in patients with acute myeloid leukemia.

Clone 2: 2 metaphases demonstrated a male karyotype with a reciprocal translocation between chromosomes 5 and 7, breakpoints
at 5q31 and 7q11.2,

Clone 3: 7 metaphases demonstrated a normal male karyotype.

Furthermore, there was one metaphase might have a reciprocal translocation between chromosomes 18 and 21, breakpoints at
18q21 and 21p11.2.

In conclusion, this case has two to three stemlines with clonal chromosome anomalies, which is consistent with a diagnosis of
acute myeloid leukemia with multilineage dysplasia.

m UAH Cytogenetics Ph) Page 1 of 2

Printed: 9/19/2012 1:51:00 PM




“Doctor, there’s a C.O. call
on line 1, the ICU
wants to talk to you about a hold-




“Interrupt-driven or
“Multi-tasking Surgeons”

Sx team 64 tasks/hour

communication 45.7% of time




Human Performance Deficiencies
(HPD)

e 188 AE’s / 5365 patients (6 non-op)

e 106 (56.4%) HPD’s




Hard wiring
Ambient
conditions/Context
Task characteristics
Age and Experience
Affective state
Gender

Personality
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Frocesses

Education

Training

Critical thinking
Logical competence
Rationality
Feedback
Intellectual ability

P. Croskerry
Acad. Emerg.
Med., 2009, 84
1022-28.

Meta-Cognition




Effects of Cognitive loading

Cognitive loading depletes working memory
and reduces mental processing ability

Right lateral prefrontal cortex inhibits biases

RLPC becomes less active under cognitive
loading

Integration of cognitive and affective
processing is disrupted by cognitive loading




Cognitive dispositions to respond

Anchorin
g Posterior probability error

Order effects
Fundamental attribution error

Confirmation Bias
Premature Closure

Search satisficing ,
, o Outcome bias
Unpacking principle , .
Tri , Visceral bias
riage cuein
, g ‘ & Belief bias
Diagnosis Momentum ,
‘ Ego bias
Framing effect
. Sunk costs
Ascertainment effect

Zebra retreat
Hindsight bias

Academic Emergency Medicine 2007;14:743-9




Sources of Error (Individual)

e |ntellectual conceit

e Application of literature to wrong population




1/3 of all MD’s will experience a
ondition that impairs their ability to
practice medicine safely.




When is a surgeon most dangerous?

e |ntraining

e First day on service

e July 1 (the ‘July phenomenon’)




Factors Affecting Residents
e Fatigue
e |nsufficient staff and heavy workload
e |nadequate supervision

e Mental health

~* Level of skill/knowledge

i e







What do patients need after a mistake?

e They need to know what happened.

e They need an apology.
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Historical Systemic Solutions

Morbidity / Mortality Rounds
Morbidity / Mortality Rounds

Focused Chart Reviews

Inter-departmental Reviews



The CQI Process

Clinical Indicators Target Qutcomes

DIE Adverse outcomes




Wimmera Clinical Risk Management
Program

e n=20,050 patients (1997 - 1999)
8%

e 3.26% 12) events p, .001

(_84). -0.4

o




Legal Alternatives (Sweden)

e Health care workers alert patients to possible
medical injuries

eir claims

i o it

‘Health care workers assist them in th

A




Technology is the final pitfall to be avoided ...
because it is much easier to buy a new computer
than change organizational culture or human
behavior.
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Part Two







How likely is an AE likely to happen
to you as a surgeon?

a) <20%







cians after an

What happens to phys




“Most doctors are too dedicated to their patients,

their practice and their profession to consider a suit
anything less than a direct and personal assault
upon their integrity, commitment and efforts.”










Initially after AE

e |[nitially shock, confusion, turmoil, verification

* Then denial, disconnection, obsessive re-enactment







Progression after AE

e Individualized

e Some ‘stuck’




Prevalent Symptoms

e Systematic review and meta-analysis to 2017
e 18/7210 studies (11,649 HCP with AE’s)

e Troubling memories (81%), anxiety/concern
(76%), self-directed anger (75%), regret/remorse







The Denominator as Context

12/100,000




The Vicious Cycle

e Medical error

e |ncreased burnout and depression

e Decreased empathy
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3 -10% likelihoo ceding 3 mont '

nths

* residents/practicing physicians
in: JAMA Int. Med. , 2017, S







3 -5 % ‘disruptive’ behavior

300% increase

43% family problems
50% burnout
71% anxiety

0% substance abuse
0% sociopathy

V. Snyder

St. Luke's nospital
2010



O OTMER  SET

CLOCK COUNTER START

For those long, busy days, reach for ...

When Life Just Blows.... FUKITOL" !




JC Glledon
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“We must have walked for four or five miles out by
his house and he told me about his greatest
screwups ....my mentor, my father figure, the
neatest guy on the face of the earth”




But Can | Talk About [t???

e [ncreased penumbra of medical legal risk

e Details in protected ‘Ql’ setting




Vicarious Traumatization

e Could | make a similar error?




What to Say

e Express empathy

‘¢ Offer to listen (if they wish to talk about feelings)







What can you do
to decrease your risk




Reactions to Error

denial
judgement
blame
withdrawal
rigidity

fear

e acceptance
(vs. surrender)

e openness to other
perceptions
(courage)

e compassion (to self
and others)

e engagement
(flexibility)






e A.M. - hot chocolate with WC

e R | _ |atte

e D.B. - latte, vente, extra hot

e J.B. - caramel macchiato with WC




Knowing you’re OK (a summary

1. Your patients and staff seek you out.
2. You care for your collegues and staff.
3. You remember your staff’s names.

4. You communicate your needs.







The Emperor’s New Clothes

e Assumption that errors will occur

e Emphasis on system (vs. person)

e Non-punitive approach
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London London Deanery

- Population 7.8m - Organisation led by a

- 5 medical schools postgraduate dean &

. 39 hospital trusts « Funded by the NHS

. 3 Academic Health  * Hosted by University
Science Centres of London

. 14 Royal Colleges ~ * Managesthe
a e trai "';gﬁ.




10,000 physicians

400,000,000 pounds

48 hr. wk legislation



Reduced deaths within 48 hours or admission and
surgery, reduction in hospital standardized mortality
ratio, reduction in cardiac arrests™

*22 hospital evaluation,
compared to national averages
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How You Move On

e Learn about what happened.

e Teach about what happened.




Give me a fruitful error a time, full of seeds,
| bursting with its own corrections.
Vilfredo Pareto







Q&A

\ 4

1 in your Zoom Control

. -
P44 e ol
Participants Q&A Polls

» @ Send anonymously

- ~ (i:l -Ee

Chat Share Screen Record Mare

Send



Calling the

Assistance Line

Client Calls the Assistance Line

Call Received By
External Service
Provider (“unify”)

Short intake process
occurs

Call Triaged to Assessment Physician (AP)
Client Receives Call from AP

Intake information CIien_t Receives
provided to AP Service

AP calls the client Services Provided:
Support and advice “unify” coordinates

Referral to therapist; | the service referral
family physician for the client

Referral to other

resource (MD

Management, CMPA
etc.)




Call AMA's
Physician and
Family Support
Program

1.877.767.4637
We are here 24 hours a day

with you and
for you.
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Thank you and please complete the
post-session evaluation

or

pfsp


https://www.surveymonkey.com/r/DepSurgery2020Oct08
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