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Telling stories in a structured fashion

· It is important that these are not second or third hand stories.  

· This exercise will require that you know enough detail to describe the circumstances leading to the event or close call, and the clinical and personal consequences and follow-up.  

· Structured discussion will allow the group to understand the dynamics among three key pieces:  

· 1) story elements; 

· 2) the root cause(s)

· 3) possible or actual countermeasures.  

· The instructor will introduce or reinforce several principles, including:

· human factors and safety engineering concepts; 

· systems view for root cause analysis; 

· effective development of countermeasure types (e.g., warnings, interlocks); 

· the limitations of blame and train mentality.

Ground Rules:

· You do not have to say if it was you, a colleague, or the sources of the story

· Keep repeating these key questions

· What happened?

· Why did they think it happened?

· What could be done about it?

· DO NOT use the “F” word:  FAULT
Examples

	Adverse Event/Close Call
	Consequences
	Root Causes and Contributing Factors
	Countermeasure

	Ordered Clonidine 1.0 mg, instead of 0.1 mg in middle of night; patient falling down and pharmacist alerted physician that dose was x10
	Patient nervous

Patient had a few bruises on his knees
	No automated checking

Missed steps in giving medications due to night shift
	Computerized order entry that checks for unusual doses

Resident must be standing when taking late night calls

	Failed to find out about an abnormal potassium level until next day
	No arrhythmias (close call)
	Over dependence on memory

Computer glitch in notification process
	Automated reminders an alerts

Redundant notification by lab (two residents/physicians told)


