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Conclusion: Many patients experience undesirable events during hospitalization and a significant number
of patients is seriously concerned about their safety. Surveying patients about experiences with safety-
related events in hospital seems a valuable tool for identifying and monitoring problematic areas of care
and undesirable events. Evidence from the qualitative interviews indicates that safety remains an unsaid

word between patients and their care providers.



J Hosp Med. 2009 Nov;4(8):521-7.
Afraid in the hospital: parental concern for errors during a child's hospitalization.

Tarini BA, Lozano P, Christakis DA.
Divisien of General Pediatrics and Child Health Evaluation and Research Unit (CHEAR), University g KB umich.edu

Abstract 63% of parents report the

OBJECTIVE: (1) To determine the proportion of parents concerned about medical errg hetween this concern and
parental self-efficacy with physician interactions. need to watch over their

STUDY DESIGN: Cross-sectional survey. child’s care to ensure

SETTING: Tertiary care children’'s hospital.
PARTICIPANTS: Parents of children admitted to the general medical service.
OUTCOME MEASURE: Parental concern about medical errors.

mistakes are not made

METHODS: : Parents were asked their agreement with the statement "When my child is in the hospital | feel that | have to watch over the care that he/she is receiving to
make sure that mistakes arent made.” We used multivariate logistic regression to examine the association between parents’ self-efficacy with physician interactions and
the need "to watch over a child's care,” adjusting for parent and child demoaraphics, Enaglish proficiency, past hospitalization, and social desirability bias.

RESULTS: Of 278 eligible parents, 130 completed surveys and 63% reported the need to watch over their child's care to ensure that mistakes were not made. Parents with
areater self-efficacy with physician interactions were less likely to report this need (odds ratio [OR], 0.83; 95% confidence interval [CI], 0.72-0.92). All parents who were
“very uncomfortable” communicating with doctors in English reported the need to watch over their child's care to prevent mistakes.

CONCLUSIONS: Nearly two-thirds of surveved parents felt the need to watch over their child's hospital care to prevent mistakes. Parents with greater self-efficacy with
physician interactions were less likely to report the need to watch over their child's care while parents with lower English proficiency were more likely to report this need.




Partnering with Patients and Families:
Hearing the Patient and Families Voice

Questionnaire was developed to elicit parent’s
perceptions of patient safety concerns and
their reporting of these concerns.

Mixed methods
Quantitative analysis of data

Qualitative methods to code and analyze
descriptive data from surveys completed.

London Protocol used as framework for
analysis Taylor-Adams and Vincent’s (2000)



Quick Pic for Parents ‘

% (3
At the Hospital for Sick Children, we work very hard at keeping a M
safe environment for children and their families. We take safety Partners in Patient
very seriously. We would like your opinion on safety in our Safety
hospital. Your participation is totally voluntary and if you choose not to
participate, your child’s care will not be affected.

Please answer the following questions

1) Are you concerned about patient safety? Please rate on a scale of1- 5, 1
being no concern, and 5 very concerned

1 2 3 4 5
No concern Somewhat Very concerned
concemed

2) Whatkind of patient safety things do you worry about?

3) Ifyou see an unsafe situation in your child’s environment, would you feel
comfortable speaking up? Please check one of the following

QYes

QaNo
If no why not?

4) Ifyou observe something unsafe about another child (not your own),
would you speak up?

QYes
Who would you tell?

QaNo
If no why not?

5. Would you want to have the opportunity to report a safety concern to the
Patient Safety Office?

QOYes
QaNo




128 parents and family members were approached to participate in the
Quick Pic. 124 of 128 (97%) agreed to enroll.
70% of families indicated they had some patient safety concern as
depicted below:

Are you concerned about patient safety in the hos pital?
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Factors Contributing to Parents’

Safety Concerns

Factors Contributing to
Parents' Safety Concems as

per London Protocol % of Respondents Examples
Securty, Safety
Culture and
Organization and Infection
Management T6% Transmission
Accuracy,
Appropriateness,
timeliness, Patient
Identification,
Clinical Care and
Task 38% Medications
Physical Injury,
Environment 23% Cleanliness
Team 8% Communication
Individual 8%
Patient 3% Communication




Inpatient Concerns

Category Number of Subsets Percentage
/Concern Concerns of Parents
voicing this
concern
Infection Control 31 -Cleanliness (8) 27.4%
-Sterile Equipment (4)
-Transmission from person
(18)
-Overcrowding (1)
Security 18 -Abduction (9) 15.9%
-Unknown/unauthorized
Persons(7)
- Wandering patients (2)
General Care 23 -Proper Care (16) 20.4%
- Timely Care (7)
Medications 12 - Correct Dosage (2) 10.6%
- Correct Medication (6)
- General (4)
ID 5 - Patient ID (4) 4.4%
-Parent ID (1)
Environmental 12 - Smoking (2) 10.6%
Safety - Parking (2)
- Slips and Falls (4)
- Fire (1)
- Other (3)
Communication 6 -Between Care Givers (5) 5.3%
-With Parent (1)
Food Issues 4 3.5%
Allergies 1 0.9%
Mental Health 1 0.9%
Total: 113




OUTPATIENT CONCERNS

Category/Concern | Number of | Subsets Percentage
concerns Parents voicing
this concern
Infection Control 27 -Transmission from 25.5%

person (13)
-Cleanliness (11)
- Overcrowding (3)

Security 23 -Abduction (12) 21.7%
-Lost children (3)
-General Security (7)
Hteft (1)
General Care 16 -Proper care. i.e.-- 15.1%
Negligence, wrong
diagnosis, malpractice,
continuity of team. (17)
| -Timely care (1)
Environmental Safety | 20 - ipment 18.9%
-Fire (1)
-Waiting areas (4)
-Signage (1)
-Air quality (1)
-Unsafe toys (2)
- Supervision (6)
Medications 7 -Correct med (6) 6.6%
- Correct dosage (1)
ID 6 - Patient ID (5) 5.7%
-Staff ID (1)
Food Allergy 2 1.9%
Communication 2 -Language barrier (2) 1.9%
Confidentiality 3 -Patient personal 2.7%
information (3)
Total: 106
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Croskerry and Norman  Overconfidence in Clinical Decision Making

Table 1  Characteristics of System 1 and System 2 apparent cffortlessness of the method that permu

approaches in decision making disparaging discounting: physicians often refer to d

based on System | thinking as “just pattern recoy

_ System 1 System 2 The process 1s viewed as simply a transition to an at
] 205 1¢
Characteristic (Intuitive) (analytic) way of thinking, analogous to that occurring 1n the
Cognitive style Heuristic Systematic
Operation Associative Rule based
Processing Parallel Serial D UA I_ P RO C ESS I N G
Cognitive awareness Low High
Conscious control Low High
s o o g APPROACH TO DECISION
Rate Fast Slow
Reliability Low High M A KI N G
Errors Normative Few but
distribution significant
Effort Low High
Predictive power Low High ieart attacl
Emotional valence High Low foinleie
Detail on judgment Low High N
arity to
process e A
Scientific rigor Low High nsively 1
Context High Low prmation.’

Adapted from Congise Engyclopedia of Information Processing in id often
Systems and Ovganizations,” and The Robot's Rebelllon: Finding Meaming

in the Age of Darwin,**

ations, S
id symplo
.~ \SS, the
In Croskerry P. Overconfidence in Clinical ! & #ADAM Hure will

Decision Making AJM 2008 121:524-9 System 2 being engaged instead. The other side of
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A bat and a ball cost $1.10. the bat is S1 more
than the ball. How much does the ball cost?

Wears glasses, short crop

Joe has always been interested In computers.

Which is more likely to be correct?
Joe is a farmer. Joe is a librarian.

ped hair... ‘computer nerd’.

System 1 works with as litt
as it has.If it can’t answer t
a good investment?” it sup

e or as much information
ne question, “Is Ford stock

nlies an answer based on

related but not really relevant data, such as whether

you like Ford’s cars.




Banana Vomit

System 1 simplifies, confirms—it looks for, and
believes it sees, narrative coherence

in an often random world. It does not perform
complicated feats of logic or statistical evaluations.




How Common Are Potentially Harmful
Diagnostic Errors?

* Clinical specialties 10-15%

* Perceptual specialties 2-5%

— Radiology: 3% disagreement rate
* CT, MRI higher: about 5%

* ] Am Coll Radiol 2004;1:59-65
* De Vries QSHC 2008; Soop 1JQHC 2009



TABLE2 Most Prevalent Conditions In Pediatric Malpractice Claims
Caused by Error In Diagnosls (1985-2006)

Condition Average Indemnity
(for Diagnostic Errors), §
1. Meningitis 433464
2. Appendicitis 131842
3. Specified nonteratogenic anomalies 197707
4 Pneumonia 396318
\| 5.Brain-damagad infant 335804

CS

Y& PEDIATRICS

Medical Diagnosesmciated With Pediatric Malpractice Lawsuits

in the United States

Gary N. McAbee, Steven M. Donn, Robert A. Mendelson, William M. McDonnell,

Jose L. Gonzalez and Julie Kersten Ake
Pediatrics 2008:122:¢1282-¢1286
DOL: 10.1542/peds.2008-1594




Medical Diagnostic Adverse Events

m Infection (11)

® Constipation (2)

Asthma (2)

© Anemia (2)

B Neonatal Jaundice (1)

“ GERD (1)

B Imperforate Anus (1)

= Atypical Kawasaki Disease

(1)

® Feeding Problems (1)

Dehydration (1)

PTLD (1)




Surgical Diagnostic Adverse Events

= Appendix (10

E Intraabdominal Sepsis (2)

Post-op Bleed (2)

¥ Pyloric Stenosis (2)

B Intussusception (1)

" Meckel's (1)

B Subglottic Stenosis (1)

" Surgical-site Infection (1)

® Tracheocutaneous Fistula (1)




Causes of Diagnhostic Error

Individual Thinking:  About 30%
System Problem: About 15%
Both: About 50%

“No fault”: About 5%

e Graber et al.,2005. Kachalla et al, 2006
* Roy, C. L. Ann Intern Med 2005;143:121-128
* Moore et al. Arch Intern Med. 2007. NEJM 2004;351:1838-1848



Wher in dEgnos e rooess What went Wy 0. of ca.5es In 8300 cstegary (W =583

1. AcassPresantation Failure/daby in presemtation

Failure/deniad care access

Failure/deby in eliciting ariical piece of histery data
Inaccurate'misinter pretaticn

Failure in weighing

Failuredeby to felbow-1p

Failure/deby in eliciting aribical physical exam finding
Inaccerate'misinter preted

Failure in weighing

Failure/deby to follow-1p

Orderng

Failure/daby in cedering naeded test(s)

Failure'deby in perfarming crdered test(s)

Emor in test sequencing

Ordening of wrong test(s)

Test cedered wrang way

Perfomance

Sample moup'mishbeled (e wrong pabieathest)
Technical emceslpeor pracessing of spacimanitest
Eroreoss bb'rdiddogy reading of tast
Failed/delayed reperting of resuk 1o clinican

Failed' delay ed folbow-up of (abncemal) test resuk
Error n diniaan interpretaticn of test

Hypothesis Ganeaton

Failure/deby in considering the dgrosis
Suboptimal Wagbing Friostang

Too fttle consideration’weight given ta the diagnasis
Too nuch weight an competing'ocesisting dapnceis
Recograng UspencyComplzations

Failuredeby to recopnize'weigh argency
Failure/deby to recopnzs'weigh complicabands)
Failure/deby in cedering refermal

Failre/deby cbtaning/schaduling orderad refemal
Eror in disgnostio consultation performance
Failure/debyed commanicationYolow-up of consalation
Failure 1o refer patient to dosefsale setting'mentoring
Failurefdeby in §mely follow-upirachecking of patient

2. History

2. Physkcal Bxam

4. Teats (LabRadiokogy)

5. Assassment

6. RefamalConsutation

7. Folow-up
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Figure 3. Clazsification of diagnastic errors in 583 physician-reported cases using the Diagnaestic Error Evaluation and Research project tool to localze whers in
the diagnostic process emor cccurred.




Categories Contributing to Diagnostic
Error 1n 100 Patients  cusererot.ms

systems problems

In patient: reassess later in
the day, follow up on diagnostic
tests

Out patient: call patients at
home, asking them to return in
a week

ED: follow up with GP or if
worsening illness return to ED



Categories Contributing to Diagnostic
Error 1n 100 Patients  craser erar. 2005

-

Metacognitive Training f;trategies for the INDIVIDUAL:\

1. knowledge of your ownn AIM TO MAKE MORE OF AN
thoughts and the factors EXPERT

that influence your thinki 1. Education

2. Prospective hindsight: | 2. Expertise in narrow domain
what can’t | afford to mis{ 3. More practice including

3. Reflective practice with simulation /




Humans have limited ability to accurately
judge what they know or don’t know, or

judge their abilities.

This impacts on medical decision making,
because we are also often lacking the
feedback of experts, and/ or, depending on
the context (eg emergency departments,
walk in clinics) , validation by outcome

data.



* The confidence we experience as we
make a judgment is not a reasoned
evaluation of the probability that it is
right. Confidence is a feeling, one
determined mostly by the coherence of
the story and by the ease with which it
comes to mind, even when the evidence
for the story is sparse and unreliable. The
bias toward coherence favors
overconfidence. An individual who
expresses high confidence probably has a
good story, which may or may not be
true. Kahneman NYT Oct 2011



* To know whether you can trust a particular
intuitive judgment, there are two questions
vou should ask: /s the environment in which the
judgment is made sufficiently regular to enable
predictions from the available evidence? The
answer is yes for diagnosticians, no for stock
pickers. Do the professionals have an adequate
opportunity to learn the cues and the
reqgularities? The answer here depends on the
professionals’ experience and on the quality
and speed with which they discover their
mistakes. Kahneman NYT Oct 2011



How can parents help prevent
diagnostic error? My personal thoughts.

* Provide detailed history

* Provide actual data (e.g. temperature chart,
pictures of rash in evolution)

* Ensure no language barrier

* Understand the degree of certainty the
physician has in the diagnhosis

* Get follow up if clinical change

* Provide feedback if diagnosis made
elsewhere




