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Learning Objectives
Active participants will be able to: 
– Describe 2 models of reviewing medical 

errors
• Root cause analysis
• National Coordinating Council for Medication Error 

Reporting and Preventions (NCC MERC) algorithm
– Apply those models to real-life outpatient 

safety cases
– Begin to create a outpatient safety 

curriculum in your own institution using the 
toolbox provided 



Medical Errors Curriculum

Patient Safety Curriculum



VI.A.1.a) Patient Safety 

VI.A.1.a).(1) Culture of Safety 

A culture of safety requires continuous identification of vulnerabilities and a willingness to transparently deal with them. An effective organization has formal 
mechanisms to assess the knowledge, skills, and attitudes of its personnel toward safety in order to identify areas for improvement. 

VI.A.1.a).(1).(a) The program, its faculty, residents, and fellows must actively participate in patient safety systems and contribute to a culture of safety. (Core) 

VI.A.1.a).(1).(b) The program must have a structure that promotes safe, interprofessional, team-based care. (Core) 

VI.A.1.a).(2) Education on Patient Safety 

Programs must provide formal educational activities that promote patient safety-related goals, tools, and techniques. (Core) 

VI.A.1.a).(3) Patient Safety Events 

Reporting, investigation, and follow-up of adverse events, near misses, and unsafe conditions are pivotal mechanisms for improving patient safety, and are 
essential for the success of any patient safety program. Feedback and experiential learning are essential to developing true competence in the ability to identify 
causes and institute sustainable systems-based changes to ameliorate patient safety vulnerabilities. 

VI.A.1.a).(3).(a) Residents, fellows, faculty members, and other clinical staff members must: 

VI.A.1.a).(3).(a).(i) know their responsibilities in reporting patient safety events at the clinical site; (Core) 

VI.A.1.a).(3).(a).(ii) know how to report patient safety events, including near misses, at the clinical site; and, (Core) 

VI.A.1.a).(3).(a).(iii) be provided with summary information of their institution’s patient safety reports. (Core) 

VI.A.1.a).(3).(b) Residents must participate as team members in real and/or simulated interprofessional clinical patient safety activities, such as root cause 
analyses or other activities that include analysis, as well as formulation and implementation of actions. (Core) 

VI.A.1.a).(4) Resident Education and Experience in Disclosure of Adverse Events 

Patient-centered care requires patients, and when appropriate families, to be apprised of clinical situations that affect them, including adverse events. This is an 
important skill for faculty physicians to model, and for residents to develop and apply. 

VI.A.1.a).(4).(a) All residents must receive training in how to disclose adverse events to patients and families. (Core) 

VI.A.1.a).(4).(b) Residents should have the opportunity to participate in the disclosure of patient safety events, real or simulated. (Detail) 

IV.A.5.f).(5) work in interprofessional teams to enhance patient safety and improve patient care quality; and, (Outcome) 

IV.A.5.f).(6) participate in identifying system errors and implementing potential systems solutions. 

Safety is important to the ACGME
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Outpatient Safety Rounds 
(OPSR)

1. Promotes a culture of safety
2. A curriculum to formally address 

outpatient medical errors



OPSR General Guidelines
• Case Based format
• Self initiated
• Safe space
• Non-punitive
• Protected legally
• Not criticism, focus on appraisal
• Improve systems
• Improve patient care



Determining Cases

• Institute of Medicine:
– “Improve patient safety by recognizing the 

need for participation in voluntary error 
identification and reporting” 

• What circumstances led reasonable 
people to make reasonable decisions
that resulted in an undesirable outcome?





Approaches to Error Analysis
• JCAHO Analytical Framework

• Root Cause Analysis/5 Whys

• National Coordinating Council for 
Medication Error Reporting and Prevention 
(NCC MERP) Model



Analytical framework of the JCAHO 
patient safety event taxonomy



Analytical framework of the JCAHO 
patient safety event taxonomy



Analytical framework of the JCAHO 
patient safety event taxonomy



Analytical framework of the JCAHO 
patient safety event taxonomy



Cause • Systems
• Human

Type
• Communication
• Pt Management
• Clinical 

Performance

Impact
• Medical
• Non-

Medical



Root Cause/5 Whys



Patient KS
55 year-old female with 
partial quadraplegia since 
1997 C5-T2 (s/p 
ependymoma removal) and 
has been wheelchair bound 
since (insensate below 
nipple)

PMH:
● Chronic indwelling foley

catheter 
● Recurrent VTE
● R renal hematoma
● Left hydronephrosis 

requiring emergent
nephrectomy and 
splenectomy

https://www.shutterstock.com
/search/cartoon+wheelchair



Saturday



“I have that mucus cough again. The other day, I was 
coughing as my daughter was putting the hoyer sling on 

me. I slid off the bed but since I was attached to the 
hoyer, I didn't fall the whole way down but my ankle 

twisted against the floor. I had it xrayed and it is 
chipped.  Now I am taking otc Mucinex. I have a UTI 

again and have a script for nitrofurantoin.

This is day 3 and my urine is still murky. Can you 
recommend something else? I usually take cipro.

Also you can pick a cholesterol med for me. I was on 
niacin before that caused severe flushing.”



Triage -

Pt called
Asking for Cipro
States that still coughing
Passing around house
Mucous sometimes white, sometimes green
Sounds very hoarse on phone

Pt at ***-***-*****

Called and LMOM (left message on machine) later during the 
day

Monday



Triage -

Pts daughter called 
Went to ER
Being admitted to [Outside Hospital] with UTI

Tuesday



Root Cause/5 Whys

Delayed diagnosis leading to hospitalization

Inappropriate platform

Inadequate Communication

No disclaimer

Newer Modality

Inadequate Education

Educate the patient on appropriate use of EHR 
Communication



Implications for Action
• Making patients aware of electronic messaging 

appropriateness

• "Please be advised that MyUPMC is meant for non-
urgent communication. If you have a more pressing 
need, please call the office/on-call physician"

• “For life threatening illnesses or emergencies, please 
call 911 or present to your nearest Emergency Room.”



National Coordinating Council for Medication Error 
Reporting and Prevention (NCC MERP) Model





Patient SH
31yo primigravida

History of bulimia

B+/Ab-

Negative serologies

1-hr glucola: 69

Very supportive partner
https://pt.pngtree.com/freepng/cartoon-pregnant-
woman_328455.html





OB vitals





OB vitals





Labor...

Admitted right after ultrasound
C-section for fetal intolerance the next day

2816g, baby boy
Now doing really well

https://www.vectorstock.com/royalty-free-vector/baby-
boy-cartoon-vector-1328991



How reliable is fundal height?





Optimism bias
• I think I “dropped”
• What about the OB 

documentation?

http://agilecomplexificationinverter.blogspot.com/2014/
12/your-optimistic-bias-wont-allow-your.html



NCC MERP

Patient 
harmed?

Harm 
temporary?

Require 
intervention to 

sustain life?

Require 
hospitalization?

Harm 
permanent?

Patient 
death?

Reach 
patient?

Intervention 
required?

Capacity for error

Error 
occur?Category A

Category B

Category ICategory C

Category D

Category F

Category E

Category GCategory H



“What circumstances led reasonable people to 
make reasonable decisions that resulted in an 

undesirable outcome?” 

• First OPSR was 1-14-16 
• Consistently every 1-2 months since July 

2016
• 33 Residents/Fellows present
• 9 Faculty Member Present



Impact







Approaches to implementing 
Outpatient Safety Rounds

1. Find time
2. Encourage "Just Culture“
3. Have faculty present
4. Utilize data
5. Use error models for analyzing outcomes
6. Facilitate change
7. Close the loop



Please evaluate this presentation using the 
conference mobile app! Simply click on the 
"clipboard" icon       on the presentation page.
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