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BACKGROUND FRAMEWORK FOR IDENTIFICATION AND DISCLOSURE RESULTS
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* Case based workshop created that centered on disclosing disclosing
identification and disclosing of medical errors. medical errors medical errors
’ Workshop included dldaCtICS' video S|mulat|on, and + Here are four behaviors any practitioner can do to improve safety for 0o p.atlen’Fs. and to p_atlenFSj and
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* Participants took pre and post-session surveys . Listen to patients, colleagues, and mentors. For example: Encourage patients this workshop, this workshop,
di bilit g fort with identifvi g and families to participate in decision-making. | hope to be | am more
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WORKSHOP CASE OUTLINE : about identifying and
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i ' medical errors.
* 54 yo M Wlth h/O aortic Valve replacement on » Apologizing effectively is a skill to be learmned * Providers and organizations often assume
i i i i d ticed that icating with patients aft .
Coumadin, presents to ED with his wife after a tooth RS | Oé’v;?;“ QZQL??n'Cr‘,QeCV,Z'eS ﬁ; lﬁsr;l Z)?Ioi;suits Disclosure 95-point Likert Scale with 1 indicating not comfortable/no prior knowledge and 5 indicating
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. reduce malpractice claims.
* Pressure with gauze was attempted at home without ™ Expiananion
. . « Expression of remorse, shame, and
stopping the bleed the bleeding. humility DISCUSSION
* The patient did not stop his Coumadin due to his * Reparation
valve replacement :
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the Coﬁlmad‘” In Om_'er to stop the. bleeding. workshop offers an opportunity to address an important part of
Attending thought >INCE he had h'.s valve replaced COMMON DYNAMIC OF MEDICAL ERROR DISCLOSURE medical training, identification and disclosure of medical errors.
better to opt to use topically applied TXA at the * Results suggest that student knowledge and comfort with

extraction site . . . .
disclosing a patient error improved.

* TXA order 8?6; 'ntz the EHR cor(;ec(;cly.w.lth the  Medical students generally felt that the workshop was relevant to
assistance of the pharmacist and administration note their role as future physician.

* Nursing side MAR does not reflect this note .
TXA ic o . - 4 of tooicallv b Truth versus Mistrust
IS glven by mouth instead of topically because How is this possible?

nursing can’t see the comment section of the order
in the MAR.

 The TXA was a subtherapeutic dose, but there is no
way for anyone to know exactly how this is going to
effect the heart valve.

What’s going to happen?

| am scared REFERENCES

1.Institute of Medicine (US) Committee on Quality of Health Care in America, Kohn LT,
Corrigan JM, Donaldson MS, eds. To Err is Human: Building a Safer Health System.
Washington (DC): National Academies Press (US); 2000.

2.Makary MA, Daniel M. Medical error-the third leading cause of death in the US. BMJ.
2016;353:i2139. Published 2016 May 3. d0i:10.1136/bmj.i2139

3.McDonough KA, White AA, Odegard PS, Shannon SE. Interprofessional Error Disclosure
Training for Medical, Nursing, Pharmacy, Dental, and Physician Assistant Students.

_ MedEdPORTAL. 2017;13:10606. Published 2017 Jul 21. doi:10.15766/mep_2374-8265.10606
Truth versus Mistrust May W, Wood B. Disclosing Medical Errors to Patients. MedEdPORTAL. 2017;13:10606.

“Do no harm” Published 2010 April 2. https://doi.org/10.15766/mep 2374-8265.1692



https://doi.org/10.15766/mep_2374-8265.1692

