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AIM STATEMENT
To improve clinicians’ skills and comfort level in
managing adverse events through interprofessional
educational sessions.

DESCRIPTION









Clinicians receive little training in how to manage
adverse events.
They may not be aware of resources and expert
team members available to coordinate
communication and response when events occur.
Misunderstanding of health law and communication
gaps can lead to patient dissatisfaction, poor
healthcare outcomes and unfavorable legal
outcomes.
We developed a curriculum to train physicians in
best practices surrounding adverse events
including:
 Communication skills
 Early and systematic involvement of
interdisciplinary teams including legal and risk
management services
 Appropriate role of apologies and disclosures
 Utilization of resources for support of second
victims
A systematic, trained approach for open and
empathic communication, apologies, and
disclosures have been shown to improve the wellbeing of parties involved and may reduce postevent provider distress and malpractice costs.

ACTIONS TAKEN













Our project expanded on previous ombudsmen-led
sessions for residents to improve communication
skills and reduce conflict.
We performed an extensive literature review of
error disclosure, publications of best practice from
national medical societies, and of the Solutions for
Patient Safety (SPS) and Agency for Healthcare
Research and Quality (AHRQ) toolkits.
Best practices were developed from these materials
and adapted over time to include feedback from
physician trainees, risk managers, social work,
ombudsman, educators, and experts in simulation
to reflect expectations of practice at our large
urban, teaching hospital.
Sessions include a mixed-realism simulation of
initial conversations led by the trainee physician
and facilitated by an expert panel member.
This interprofessional panel of experts included
social work, ombudsman team members, and
Attending faculty.
Surveys were conducted before and after sessions.
Curriculum materials were developed and planned
for implementation through the pediatric residency
curriculum.

A formal hospital-wide training program on disclosure
was developed.

SUMMARY OF RESULTS







At baseline, physicians indicated being very
uncomfortable in their knowledge of legal issues.
Using interdisciplinary groups to train clinicians can
increase awareness of the importance of these
expert team member resources available to assist in
handling an adverse event.
Post-session surveys revealed physicians desired
more opportunity to practice communication skills,
to work with social work or ombudsman team
members, and to learn medico-legal topics.
Clinicians across disciplines have requested
additional training on these topics.
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