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Why Investigation is So Important and
How To Go About It — Do’s / Don’ts,
Techniques

Amir Ginzburg, MD FRCPC
Trillium Health Centre

Theme 5 Objectives

* Summarize investigation process

* Explore investigation themes and questions

* Outline common barriers and engagement
strategies

* Discuss tensions inherent to any investigation

Why Investigation Is Important

¢ Stakeholders: 5 W’s
* Opportunity for healing B

* Legislation
* Local policies / procedures
* Must get the facts right

— Recommendations for Ql depend on it!
— What are the costs if you don’t?
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Investigation Basics

Don’t judge too quickly

— Key information often discovered later
* Start as soon as possible

— Memory fades

— Most dominant account takes over

— Strong opinions formed about causes
— Tight timelines

Investigation Basics

¢ Secure “usual” items:

— Biomed equipment, IVs, bottles, packaging,
containers, sharps

¢ Secure “unusual” items:

— Rhythm strips, fetal monitoring tracings, telemetry

vial sign logs, staffing schedules and assignments,
OR lists, etc.
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Investigation Basics

Photograph workspace

Secure original health record

— Our “black box” (a good one?)

Come prepared

— Think about themes requiring a deeper dive
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“ T hsimgle greatest impediment to
error prevention in the medical
industry is that we punish people
for makingmi st akes"”

Lucian Leape, Harvard School of
Public Health
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Root Causes

Communication
Orientation / Training
Patient Assessment
Staffing

Availability of Info
Competency / Credentialing
Procedural Compliance
Environ. Safety / Security
Leadership

Continuum of Care

Care Planning

Organization Culture
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Asking Questions

* Goal: Develop a timeline

* Uninterrupted narrative then specific
questions

* Clarify info rather than challenge others
* Probe towards blunt end contributing factors

* Mix open-ended and specific questions
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Key Messages (Part 1)

¢ Accurate facts must be acquired prior to RCA
* Fact-gathering best started ASAP

* Triage themes help develop questions

Stakeholders drive themes and questions

* Probing to blunt end is challenging but
necessary

Table Exercise (20 min)

* Think about what patients, providers,
management, Board, and public want to know

* Develop 3-5 investigation themes and list
questions for each theme

* If time allows: think about to whom you plan
on asking these questions

Investigation: Process

* Know local policy / procedure

* Be consistent
— Buy-in, credibility

* Who should lead?
— Risk / Quality / Pt Safety
— Leader within health system that event occurred

— Co-leadership
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Investigation: Process

Team debriefing and subsequent team
meetings

Single team meeting
Individual interviews

Patient and family involvement

— Patient voice is the great enabler

Combinations

Barriers

Lack of domain expertise

— Strategy: recognize this, co-leadership, focus on
process expertise

“Investigation”

Visceral response: fear and guilt

— Ground rules
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Barriers: Safety Culture

“Medicine is complex — this happens
sometimes”

— Strategy: strive to do better, relate back to patient,

“if this was your mother...”

Enable QOC information to be disclosed

— Purpose of investigation must be explicitly stated
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Safety Culture: Physicians

* “l won’t participate without my CMPA lawyer”

— Strategy: encourage discussion with CMPA

* “This is voluntary, right? Then I don’t see any
value in reflecting on the excellent care that |
provided”
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Safety Culture: Physicians

* “I'm too busy to help you out”

— Strategy: be available

* Share example of transformational MD =
participation

* Peer to peer

— Physician champion / investigator

— Local physician leader
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Complexity and Tensions

* Individual practice vs. system issues =

* Accountability vs. need for learning,
organizational memory, and QI
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Key Messages (Part 2)

* Consistent investigation process builds trust

* Process options:

— team debriefing and f/u meetings, single team
meeting, individual interviews, or combinations

* Knowledge of local safety culture and tools to
overcome barriers is critical

Key Messages (Part 2)

* Success depends on team participation

— A supportive “just” culture enables teams to
disclose QOC information

— Physician champion

* Themes and tensions are complex

— Practice/system issues, accountability / learning




