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Behaviors we can expect:

e Human Error -CONSOLE the Provider

At Risk Behavior -COACH the Provider




Human Error

e System Based

* Personal Performance Shaping Factors




Disclosure

* Timely disclosure of unexpected events
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Who does It”?

e [eam approach

* Pre-meeting or Huddle




Huddle Check List:

 Decide who will participate

» Discuss/role play:

~» What is the goal of the interaction?




Huddle Check List:

» Discuss/role play:

 APOLOGIZE!

* What information will be share at this point with
he famil tient”




Their Questions?

 How could this happen”

 \What will you do to make sure this never happens
again’?

* How will this affect my care?




Follow Up

 FIRST of many conversations

e Do not abandon them after an incident.

e They want to be heard and not feel brushed under the
rug




Caregivers

* Do your providers need extra support?

* Do we need to take them off call”? Out of the
office” Rearrange OR cases?




Reduction In Lawsuits

« University of Michigan

* QOver 6 years, decreased their pre-suit claims and lawsuits from 260 to
less than 100

* Reduction in legal fees by 50% saving $2 Million annually

~ » Average time to resolve a case dropped from 20.7 months to 9.5 months.

Lisa Shah Evans, Esq. “Enterprise Dispute Resolution:Full Disclosure and Early Offer Policies in the Event of an Indisputable Medical Error www.healthfinancejournal.com/

index.php/johcf/article/view/61






