NCC Pediatrics Continuity Clinic Curriculum:
Sharing Unexpected News

Goals & Objectives:
Goal: Increase your knowledge and skill in delivering difficult and unexpected news, and
disclosing adverse events to families.

Objectives: At the end of this module, the pediatric resident should be able to:

¢ Recognize challenges specific to delivering unexpected news and disclosure of
medical errors.
e Describe the elements of the mnemonics “SPIKES, NURSE, and GUIDE"

e Apply SPIKES, NURSE, or GUIDE to clinical scenarios that require delivering
unexpected news or disclosure of medical errors.

Pre-Meeting Preparation:

o “Disclosure of Adverse Events in Pediatrics” (AAP Policy Statement, Pediatrics, 2016)

e "When Bad News Isn't Necessarily Bad: Recognizing Provider Bias When Sharing
Unexpected News (Carroll et al. Pediatrics, 2018)

e Do's and Dont's, SPIKES strategies for delivering unexpected news

e Watch the Ted Talk called "Doctors make mistakes. Can we talk about that?"

e Complete quiz questions prior to clinic

¢ Recall a situation where you had to share unexpected news and be prepared to discuss.

Conference Agenda:

e Review the sharing unexpected news quiz answers (5 minutes)

e Discuss your own case when you delivered unexpected news

e Practice delivering unexpected news using the scenarios included here. Make sure that
you leave time for meaningful feedback. (10 minute scenario and 5 minute feedback )

Extra Credit:

e Medical Disclosure Powerpoint Slides from Ms. Barbara Moidel

e "SPIKES -- A Six-Step Protocol for Delivering Bad News: Application to the Patient with Cancer" (The Oncologist, 2000)

o “Disclosing Medical Mistakes: A Communication Management Plan for Physicians" (Permanente Journal, 2013)

e “Teaching Physicians How to Break Bad News” (Archives of Pediatric and Adolescent Medicine, 1999)

e "The Many Faces of Error Disclosure: A Common Set of Elements and a Definition" (Society of General Internal Medicine, 2007)
e "Medical Error Dislosure Among Pediatricians" (Archives of Pediatric and Adolescent Medicine, 2008)

o Institute for Healthcare Improvement Open School Course PS 105: Responding to Adverse Events

e States with Apology Protection Laws

Developed by C. Carr, CPT McFadden, CPT Thompson, CAPT Penney, COL Edwards. Updates 2021.


http://ebs-consulting.com/apology-protection-laws-in-36-states-letting-physicians-be-human-again/
http://www.ihi.org/education/IHIOpenSchool/Courses/Pages/default.aspx
www.nccpeds.com/ContinuityModules-Spring/Spring Continuity Source Materials/The Oncologist-2000-Baile-302-11.pdf
www.nccpeds.com/ContinuityModules-Spring/Spring Continuity Source Materials/PermanenteDisclosure.pdf
www.nccpeds.com/ContinuityModules-Spring/Spring Continuity Source Materials/TeachingBreakingBadNews.pdf
www.nccpeds.com/ContinuityModules-Spring/Spring Continuity Source Materials/TheManyFacesofErrorDisclosure.pdf
www.nccpeds.com/ContinuityModules-Spring/Spring Continuity Source Materials/JAMAPedDisclosure.pdf
www.nccpeds.com/ContinuityModules-Spring/Spring Continuity Source Materials/Disclosure Training 2018 (002).pptx
https://www.ted.com/talks/brian_goldman_doctors_make_mistakes_can_we_talk_about_that
www.nccpeds.com/ContinuityModules-Spring/Spring Continuity Source Materials/ProviderBias.pdf

POLICY STATEMENT Organizational Principles to Guide and Define the Child Health
Care System and/or Improve the Health of all Children

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™

Disclosure of Adverse

Events in Pediatrics

COMMITTEE ON MEDICAL LIABILITY AND RISK MANAGEMENT, COUNCIL ON QUALITY IMPROVEMENT AND PATIENT SAFETY

Despite increasing attention to issues of patient safety, preventable adverse
events (AEs) continue to occur, causing direct and consequential injuries to
patients, families, and health care providers. Pediatricians generally agree
that there is an ethical obligation to inform patients and families about
preventable AEs and medical errors. Nonetheless, barriers, such as fear of
liability, interfere with disclosure regarding preventable AEs. Changes to
the legal system, improved communications skills, and carefully developed
disclosure policies and programs can improve the quality and frequency of
appropriate AE disclosure communications.

INTRODUCTION

Patient safety has been characterized as 1 of the 6 domains of health care
quality by the Institute of Medicine (I0M),! which attributed 44 000 to
98 000 inpatient deaths annually to medical errors (MEs) in the United
States.? The American Academy of Pediatrics has called attention to the
importance of pediatric patient safety since 20012 and recommended
improved identification and reporting of MEs and adverse events (AEs)
to improve the culture of safety in pediatric care.*

The IOM defines “patient safety” as the prevention of patient harm

and freedom from accidental injury in the health care setting.> An AE
occurs when patient harm is caused by medical care.? A ME is an act

of commission or omission that unreasonably increases risk of an
undesirable patient outcome. AEs may be determined to be preventable
(when patient harm is related to a ME) or nonpreventable (when patient
harm occurs in the absence of ME). An ME that causes patient harm
becomes a preventable AE. An ME that has the potential to cause patient
harm but does not do so is referred to as a potential AE or near miss.
These concepts and their relationships are illustrated in Fig 1.

The magnitude of harm to patients from AEs can be estimated but has not
been quantified reliably. One investigation reported 12.91 AEs per 1000
hospital discharges among patients from birth through 15 years of age,
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FIGURE 1
AEs and MEs.

with “negligence” identified in 28% of
events.® In a study of 3700 pediatric
hospitalizations, 1% of patients
experienced AEs, and 60% of these
were determined to be preventable.”
Among Canadian inpatient pediatric
AEs, the overall rate was 9.2%, and
those related to surgery were most
frequent.® Almost half of the AEs in
this study were determined to be
preventable. A prospective study

at 6 pediatric practices found that
3% of patients had preventable
adverse drug events.? There have
been wide variations in estimates of
the incidence of AEs in the pediatric
inpatient setting and even more
uncertainty about the rates of MEs
and AEs in the outpatient setting,
where most pediatric care occurs.*10
What is clear is thatpediatric AEs are
frequent occurrences, with significant
patient morbidity and mortality. The
economic cost of AEs was estimated
at between $393 and $958 billion in
2006, at which time these amounts
were equal to 18% to 45% of total

US health care spending.!! Specific
costs for the subset of cases involving
children have not been quantified.

AEs not only affect patients and

their families but also may have
devastating effects on health care
providers, who may suffer emotional
consequences both from preventable
AEs and from subsequent malpractice
litigation.12 Affected clinicians may
feel guilt, shame, and isolation, and
these feelings may be exacerbated
by negative reactions from their
colleagues.13-16 Anticipated or actual
punitive consequences can add
additional emotional and financial
burdens on providers.”

The concepts of reporting and
disclosure of AEs should be
distinguished! “Reporting” refers

to the exchange of information
among providers and regulators.
Reporting systems may be internal
to health care organizations or may
be required by licensing boards

and governmental agencies. These
systems may be voluntary or
mandatory, and some organizations
may use automated AE reporting (eg,
bar-code systems and computerized
provider order entry). Although in
the past, many AE reporting systems
focused on punitive consequences,
such an approach has been found to
deter further reporting. Thus, the
current trend has been to reward
the reporting of AEs with positive
feedback and to use existing reports
to develop systematic remedies

to promote a safer patient care
environment/{“Disclosure,”in
contrast, is communication directed
from health care personnel to the
affected patient and/or family about
an AE. Disclosure is a description

of what is known and does not
include speculation about causation
or individuals’ motivations or

assumptions about judgment or fault.

The IOM noted that most MEs are
attributable to flaws in systems
rather than individuals and called
for a “dramatic improvement in

the reliability and safety” of the
health care process.? For this
improvement to occur, AEs must
first be identified and given attention
to understand their preventable
causes and to allow for systematic
safety improvements{Disclosure and
open communication with patients
and their families after an AE may
provide benefit to the patient and
to the health care provider, reduce
consequential harms, allow for
better follow-up, and promote a
safety culture: Additionally, patients
and caregivers most often desire
complete disclosure of AEs and may
be less likely to pursue litigation
against their health care providers

if complete disclosure is done.18
Conversely/lack of communication
may make patients feel worse and
may erode the sense of trust in their
caregivers that is key to healing and
to optimal health care.'® The health
care provider’s self-perception and
self-confidence may deteriorate when
health care outcomes are poor.1516
Full and open communication may
alleviate the provider’s feelings

of anxiety, disgrace, and guilt.?
However, those feelings may also
persist and may even be an obstacle
to full disclosure{Pediatric clinicians
and institutions should be alert to
the involved provider becoming a
“second victim” of an ME.17

ETHIGAL CONSIDERATIONS IN
DISCLOSURE

In addition to the quality-control
and systems-improvement benefits
of disclosure, physicians broadly
acknowledge that'disclosure of AEs
is an ethical obligation.20-23
Although there is evidence that

they often do not “practice what
they preach,”13.18.24-27 physicians
and medical trainees, in particular,
agree that physicians have an

ethical obligation to their patients to
disclose preventable AEs.21.26-28 [n an
anonymous survey among pediatric
residents and attending pediatricians,
pediatricians in private practice
were less likely to report errors than
other attending pediatricians (72%
vs 92%; P <.001).25 Most agreed
that disclosing a serious error would
be difficult (overall, 88%; attending
pediatricians, 86%; residents, 96%;
P =.005). More residents than
attending pediatricians had received
education about how to disclose
errors (57% vs 29%; P <.001).

BARRIERS TO DISCLOSURE

Despite the compelling benefits and
ethical imperatives for AE disclosure,
many physicians nevertheless
continue to have difficulty
completing the task of informing
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patients and their families about AEs
and MEs.1321.25.29 Sgyeral barriers
can create obstacles to disclosure,
including'perceived legal risks

and the cautionary advice of legal
counsel, concerns that disclosure
might harm patients, a lack of
confidence in disclosure skills, and
a fear of embarrassment.42530-32
Language and cultural differences
may also interfere with meaningful
communication about AEs.1* Among
these barriers, perceived legal

risks and legal advice cautioning
against disclosure may be the most
significant.27,32

LEGAL RISKS ASSOCIATED WITH
DISCLOSURE AND APOLOGY

Historically, lawyers advised their
physician-clients not to disclose
MEs and did so with sound legal
justification.33-36 In the US legal
system, previous statements by an
observer of an event generally are
not permitted to be introduced in
court as evidence about that event.3”
In other words, a courtroom witness
can testify about what he knows
from his own observation but not
about what someone else told him
about the event. This “hearsay rule”
presumes that bringing a witness
into the courtroom to discuss what
he actually knows from firsthand
experience is more informative and
more reliable than having someone
else recount what another observer,
on some previous occasion, said
that she had seen.3” However, the
law recognizes the possibility that

a witness might be less likely to
fully and truthfully describe his
observations when that witness has
become the defendant in the lawsuit.
Moreover, that defendant-witness
might recant truthful statements
that he might have previously

made about the event. Therefore,

a well-established exception to

the hearsay rule permits previous,
self-incriminating statements

by defendants to be admitted

into evidence, even though those

statements are hearsay.3® This
“admission of a party-opponent”
exception has been used by plaintiffs
in numerous cases to quote a
defendant-physician’s earlier
admission of fault to help prove that
the physician-defendant committed
malpractice.36

The concept of “apology” generates
similar legal concerns but may be
even more problematic because of
variations in(definition: “Apology”
is defined by Webster’s Dictionary
as “a statement that you are

sorry about something” or “an
expression of regret for having
done or said something wrong.”3°
This definition does not include
any acknowledgment of fault.
Alternatively, “apology” may be
defined as “an‘admission of error
or discourtesy accompanied by

an expression of regret.” This lack
of clarity in what it means “to
apologize” can result in plaintiffs
asserting in court that a physician-
defendant “admitted” to fault, when
the physician-defendant had no
intention of admitting fault in the
course of the apology.*0

Some lawmakers have attempted to
encourage physician disclosure and
apology by reducing this legal risk
through legislative changes to the
hearsay rule exceptions.30-3341

Many state legislatures have
attempted to encourage disclosures
and apologies by adopting “apology
laws,” intended to encourage
physician-patient communications
about AEs by limiting, or even
completely excluding, plaintiffs’
ability to use such communications
as evidence against the physician in
later litigation.2%#1“Sympathy-only”
apology laws bar the use of physician
expressions of sympathy by plaintiffs
at trial to prove negligence but do
permit plaintiffs to use physician
statements that expressly admitted
fault.3? On the other hand/“admission
of fault” apology laws prevent
plaintiffs from using virtually any
previous physician disclosures to the

patient and family, even when the
physician admitted responsibility
for an ME or other improper care, to
prove negligence at trial.30,*

The effects of these apology laws

in reducing liability risks remain
unclear. Nevertheless, there is some
evidence that they may be effective in
reducing liability risks. For example,
in Deitsch v INOVA Health Care
Services, the plaintiff alleged that the
defendant cardiologist was negligent
in failing to personally evaluate a
tachycardic patient in the emergency
department.*? The cardiologist
subsequently met with the family in
the ICU and reportedly stated, “I am
sorry I wasn’t there.”#2 The Circuit
Court of Virginia prohibited the
plaintiffs from using this statement at
trial, declaring that this “expression
of sympathy and benevolence” was
precisely the type of communication
that the Virginia apology law was
enacted to protect.*? Similarly, in
Airasian v Shaak, the Georgia Court
of Appeals prohibited the plaintiffs
from using as evidence the defendant
surgeon’s postoperative statement

to the patient’s wife that “this [need
for a second, emergency surgery| was
my fault.”43

The Deitsch and Airasian cases
demonstrate how apology laws

can protect physician disclosures
about AEs, thus encouraging other
physicians to communicate with
patients and potentially preserving
physician-patient relationships,
improving patient and family
satisfaction, and helping to identify
systems weaknesses leading to

AEs. However, some apology laws,
particularly sympathy-only apology
laws, may not provide protection and
reassurance sufficient to encourage
disclosure.333% Mastroianni et al
opined that “sympathy-only” apology
laws have a fatal structural weakness
in that they do not protect the key

*For information on current state apology
laws, please contact the AAP Division of State
Government Affairs at 800/433-9016, extension
7799, or at stgov@aap.org.
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information that patients want
communicated to them after an AE.33
These authors observed that’patients
(and families) want full and clear
explanations and accountability for
adverse outcomes. Mere expressions
of sympathy, in the absence of full
disclosure and accountability, may
be unsatisfactory to patients and
may fail to bring about systems
improvements that might prevent
future adverse outcomes.'3

There is evidence that disclosure,
even in the absence of protective
apology laws, may reduce liability
risks and litigation costs.*44>
Nevertheless, some researchers have
suggested a theoretical risk that

the sheer volume of patients who
could be put on notice of MEs by full
disclosure policies might result in a
greater volume of lawsuits.*®

FACILITATING BETTER DISCLOSURE

In the event of a preventable AE, the
pediatrician’s first responsibility is
to attend to the immediate medical
needs of the patient. Thereafter,
improved physician-patient
communication may contribute

to enhanced patient satisfaction,
better ongoing medical care for the
patient, and prevention of future
AES.: Moreover, full disclosure about
such events is'ethically indicated:
Therefore, pediatricians should
endeavor to provide appropriate
disclosure when their patients
experience preventable AEs.
Pediatricians can help facilitate
such disclosures in at least 2 ways:
developing and implementing
disclosure policies and procedures
for their own practices, and
supporting public policies that
facilitate disclosure.

Unfortunately, preventable AEs

are often the result of a cascade of
errors rather than a single mistake.*”
Gaining a clear understanding of
whether an ME occurred, how it
occurred, and whether and how

it affected a patient may be a

difficult and complex process. Hasty
confessions have the potential

to generate legally admissible
admissions of fault, even if the
confession later turns out to have
been erroneous. To reduce the
risks of inaccurate or premature
admissions of fault, practices and
hospitals may choose to establish
disclosure policies that govern how
preventable AEs are investigated
and how the findings of such
investigations are communicated to
patients and families.

Pediatricians can prepare for future
AEs by developing disclosure policies
and procedures. Disclosure plans
will help pediatricians determine in
advance what types of information
that they will communicate with
patients and families when AEs
occur. Pediatricians can be ready

to appropriately express their
sympathy about adverse outcomes
and to declare their willingness and
intention to investigate the cause(s)
of the AE, to take measures (when
appropriate) to prevent similar
events in the future, and to provide
ongoing necessary medical care and
support to the affected patient and
family. Pediatricians can also be
prepared to take appropriate steps to
protect themselves from unnecessary
and inappropriate medical liability,
by having a plan in place to notify
medical malpractice insurance
carriers and to consult with legal
counsel.

EDUCATION ON DISCLOSURE OF
PREVENTABLE AES

Education regarding practical
disclosure skills and patient safety
can be valuable to pediatric trainees
and clinicians at all levels of
experience. Simulation technology
has been successfully used as one
technique to assist in this learning.*8
Several other approaches to resident
patient safety curricula have been
reported.*?

CONCLUSIONS

There is little doubt that patients,
families, and physicians are better
served when full and honest
communications can take place
after AEs. The American Academy of
Pediatrics and its members can help
to promote such communications
by becoming informed about, and
encouraging, state apology laws and
other public policies that support
disclosure.

RECOMMENDATIONS

1. Pediatric health care providers
and institutions should develop
and implement their own policies
and procedures for identifying
and disclosing AEs to patients
and families in an honest and
empathetic manner as part of
a nonpunitive culture of ME
reporting.

2. Pediatric institutions and
practices should develop policies
and procedures to provide
emotional support for clinicians
involved in AEs.

3. Pediatric medical educators
should develop and implement
educational programs regarding
identification and prevention
of MEs and communication
about AEs with patients and
their families as part of a
comprehensive patient safety
curriculum.

4. Additional research is needed
on the consequences of various
approaches to disclosure as
well as of the effectiveness of
disclosure education.

5. State legislators and other
governmental and regulatory
bodies are encouraged to continue
developing apology laws and other
mechanisms to reduce liability
risks associated with disclosure.
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DO'S AND DONT'S

Table 3. Mistake disclosure message strategies to avoid

Message strategy Examples

1. Blocking avenues to
questions

“Let’s not worry about that now.”

2. Redirecting the
conversation to less relevant
aspects of the mistake

“What | want to focus on is getting
better, not what caused the problem.”

3. Neglecting to answer
questions

will start treatments.”

“Don’t worry about that. Tomorrow we

4. Placing the blame on the
patient/family

happened.”

“Unfortunately, if your weight and
diabetes had been under control, it
is unlikely this mishap would have

5. Overloading the patient/
family with information

started leaking.”

“During the operation the bile duct,
which carries the bile from the liver
down to the gallbladder, was injured
because you had inflammation there
for so long that | had to peel everything
apart, and because of your diabetes
you did not heal well, and the bile duct

6. Blaming the system

happened.”

“Because the hospital is under pressure
to serve so many patients, we don’t
have the staffing we need to watch out
for these problems. If we had more
staff, this mistake would never have

From "Disclosing Medical Mistakes: A Communication Management Plan for Physicians" (The
Permanente Journal/ Spring 2013/ VVolume 17 No. 2)

Table 2. Examples of empathic, exploratory, and validating responses

Empathic statements

“I can see how upsetting this is to you.”

“[ can tell you weren’t expecting to hear this.”
“I know this is not good news for you.”

“I'm sorry to have to tell you this.”

“This is very difficult for me also.”

“I was also hoping for a better result.”

Exploratory questions

“How do you mean?”

“Tell me more about it.”

“Could you explain what you mean?”
“You said it frightened you?”

“Could you tell me what you're
worried about?”

“Now, you said you were concerned about
your children. Tell me more.”

Validating responses

“I can understand how you felt that way.”

“[ guess anyone might have that same reaction.”
“You were perfectly correct to think that way.”

“Yes, your understanding of the reason for the
tests is very good.”

“It appears that you’ve thought things through
very well.”

“Many other patients have had a similar
experience.”

From "SPIKES--A Six-Step Protocol to Delivering Bad News: Application to the Patient with Cancer" (The Oncologist, 2000)




Sharing Unexpected
News

Set up the interview

Perception of patient/parent

Invitation to information

Knowledge delivered

Emotional response Summary

and strategy forward

Arrange for privacy, involve significant others, sit down, establish rapport with good
eye contact, and manage time constraints and interruptions

Ask open ended questions to determine what the parent understands about the
situation so far, may also allow you to assess medical literacy

Obtain agreement from family regarding when, how, and what detail of information
they want to know.

Explain what has happened (e.g. if there was a medical error what the error was) and
its impact on the patient.

Respond to parent's emotional response with empathy. If the bad news involves a
medical error, make sure you include an apology.

Provide information regarding next steps. In case of ME, what corrective actions are
being taken both for the patient and at the systems level to prevent recurrence. If not
ME, focus should be on continued care and support for patient and family.

Adapted from “SPIKES-A Six-Step Protocol for Delivering Bad News: Application to the Patient with Cancer” (The Oncologist, 2000)

Disclosure of Medical Error

Establish a rapport and create an appropriate environment for difficult discussion.

Disclose that a medical error occurred.

Apologize for the error.

Answer all parental questions.

Use at least one empathetic statement.

Explain in plain language what has happened and the plan for addressing the situation.



Responding to Emotion (NURSE)

Step Example What you say or do
Naming “It sounds like In general, turn down the intensity a notch when
you are .
frustrated” you name the emotion
Understanding “This helps me Think of this as another kind of acknowledgment

understand what
you are thinking”

but stop short of suggesting you understand
everything (you don’t)

Respecting ‘I can see you Remember that praise also fits in here: “I think
haye really been you have done a great job with this”
trying to follow
our instructions”

Supporting “I'will do my best | Making this kind of commitment is a powerful
to make sure you statement
have what you
need”

Exploring “Could you say | Asking a focused question prevents this from
more about what seeming too obvious
you mean when
you say that...”

Three Fundamental Skills
Skill Example Notes

Tell me more

“Tell me more about...”

Use when you are not sure what
someone is talking about (rather than
jump to an assumption).

Ask-tell-ask

“What do you think about...”
“Here’s what the tests show”

“Does that make sense...?”

Related to Assess-Knowledge-Respond
in SPIKES. Think of this as one unit of
information transfer

“l wish” statements

“I wish | could say that the chemo
always works”

Enables you to align with the patient
while acknowledging the reality of the
situation

Copyright VitalTalk 2019



Delivering Serious News (GUIDE)

Step What you say or do

Get Ready - Info, People, Place “Let me take a minute to make sure I've got what | need.”
Make sure you have all the information you need at hand.
Make sure you have all the right people in the room.

Find a place with some privacy.

Understand what the patient knows “‘What thoughts have you had since the biopsy?”

“What have you taken away from other doctors so far?”

Inform starting with a headline “The CT scan shows that the cancer has gotten worse”

Give the information clearly and to the point with a one-
sentence headline of the most important piece of
information you want them to take away.

Avoid jargon

After the headline you will need to give more information,
but after
giving the headline, STOP!

Demonstrate empathy ‘I can see this news is not what you were hoping for.”

Respond directly to emotion
Expect the patient’s first response to be emotion.

Acknowledge the emotion explicitly.

Equip the patient for the next step “Is there anything | could do to make this a little easier?”

“I want you to be prepared for the next step. Can |
explain...”

Don’t dismiss concerns or say that everything will be fine.

Copyright VitalTalk 2019



Sharing Unexpected News Quiz

1. According to the Institute of Medicine, is one of the 6 domains
of health care quality, and are attributable to 44,000 to 98,000
inpatient deaths annually in the United States.

2. What is the difference between an adverse event and a medical error?

3.Complete the labels

for the chart: 5 ‘

4. True or False, Physicians have an ethical obligation to disclose AE’s and ME’s.

5. Which of the following are obstacles to disclosure?

Perceived legal risks

Concern that disclosure will harm patient/family

Fear of embarrassment

Lack of skill in disclosing unexpected/serious news

Language and cultural differences

All of the above, although legal concerns may be the most significant barrier.

o o o

6. Does Maryland have a protective apology law? DC? Virginia?

Click Here

7. What are the 6 steps of SPIKES? Spikes was developed for discussing unexpected/serious
news in regards to diagnosis and prognosis. Can it be applied to AE’s and ME’s?


http://ebs-consulting.com/apology-protection-laws-in-36-states-letting-physicians-be-human-again/

Use this tool as you observe the following scenarios.

Directions: Please indicate whether the physician completed the
stated actions, withY = completed (Yes) or N = did not complete (No)

5 —Setthe stage

1. Clearly introduced herselffhimself

2. Clearly stated hisfher role in the care of the patient
P — Perception

3. Determined the level of knowledge the survivors possessed prior to their
arrival in the waiting room

4. Took note of the news receiver’s vocabulary
- Inform

5. Briefly indicated the chronology of events leading up to the death of the
patient

6. Used language appropriate for the survivor's culture and educational level
7. Avoided using euphemisms
K —Knowledge

8. Allowed the survivor to react to the information and ask guestions or
express Concernns

9. Answered ALL guestions in an appropriate manner
E — Empathy
10. Used proper statements to show concern for the grieving
11. Validated emotions of the grieving
5 —Summary and Strategy
12. Avoided showing any physician guilt for the loss/poor prognosis

13. Established personal availability to answer questions for the survivor at a
later date

14. Ended the discussion and departed in an appropriate manner

“Breaking bad news education for emergency medicine residents: A novel training module using
simulation with the SPIKES protocol” From Journal of Emergencies, Trauma and Shock (2010)
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Sharing Unexpected News Case

1. Please share any personal cases you have experienced in disclosing medical errors/adverse
events as well as in sharing unexpected news. What was difficult? What went well? How would you
do things differently next time?

2. Please read through the following cases. Take turns in the roles of the provider and the parent.
Improvise the discussion around the provided events. If you prefer, you may use one or more of the
group’s real-life cases to practice disclosing serious news or medical error instead. Please ensure
that you leave time after the parent/provider discussion for a debrief on what went well, what
challenges you faced, and strategies that would improve the disclosure.

1.

Forsythia Lee is a 3 day old full term AGA female you are seeing in clinic for routine
newborn follow-up. Her prenatal course was unremarkable, but nursery course was
remarkable for DAT+, A neg/O pos incompatability. Forsythia was discharged at 48 hours of
life with a serum bili of 13. The nursery team recommended Forsythia stay an extra day to
receive phototherapy, but her parents declined in favor of close outpatient follow-up. On
arrival to the clinic, Forsythia is visibly jaundiced to at least her abdomen. Transcutaneous
bili is 16. You discuss the need for a serum bilirubin obtained via heelstick. The parents are
extremely reluctant, mentioning that the first heel stick in the hospital caused Forsythia
terrible pain. They eventually agree. The family lives close by and has returned home. You
have had a very busy clinic day and now as the clinic is closing, you look up the result and
find that it is canceled due to "quantity insufficient." You are on the phone with Mr. or Ms.
Lee to provide them an update. If you are observing, use the tool on the previous page to
structure your feedback.

Forsythia Lee is now 7 days old. She eventually had her bilirubin repeated, although her
family failed to understand the urgency of the situation, was overwhelmed with other
obligations, and returned for repeat labs at 90 hours of life. On repeat presentation,
Forsythia’s serum bili was 30. She was admitted to the NICU and is s/p exchange
transfusion. She has been noted to have poor feeding and hypotonia and over the past 24
hours has developed extensor muscle hypertonia with opisthotonos. Forsythia’s parents note
that she seems different today. They are unsure of how to interpret the change they notice
and have asked you for an update. You have just finished rounds during which it was
discussed that Forsythia most likely has bilirubin encephalopathy which you know to be
associated with poor long term developmental outcomes. You are feeling guilty about the
initial delayed lab result and your role in this outcome and have continued to have
challenging interactions with the Lee family.
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