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Indian Health Web M+M: Case 1

Resources available:

1. Colorectal cancer information, as well as patient hand outs



http://www.ihs.gov/MedicalPrograms/MCH/W/WHcancer.asp 

2. Information on use of the clinical reporting system and documentation for colorectal cancer screening http://www.ihs.gov/cio/crs/ 

3. Information on answering clinical questions



http://www.ihs.gov/MedicalPrograms/CIR/index.cfm?module=cir_answering_clinical_questions 

4. Information on different clinical guidelines www.guidelines.gov 

5. Monthly M&M rounds sponsored by AHRQ on the web http://www.webmm.ahrq.gov/ 
Glossary- 

Refer to http://www.webmm.ahrq.gov/glossary.aspx for additional details 
Active Error (or Active Failure) – The terms "active" and "latent" as applied to errors were coined by James Reason. Active errors occur at the point of contact between a human and some aspect of a larger system (eg, a human-machine interface). They are generally readily apparent (eg, pushing an incorrect button, ignoring a warning light) and almost always involve someone at the frontline. Latent errors (or latent conditions), in contrast, refer to less apparent failures of organization or design that contributed to the occurrence of errors or allowed them to cause harm to patients. 

Active failures are sometimes referred to as errors at the "sharp end," figuratively referring to a scalpel. In other words, errors at the sharp end are noticed first because they are committed by the person closest to the patient. This person may literally be holding a scalpel (eg, an orthopedist who operates on the wrong leg) or figuratively be administering any kind of therapy (eg, a nurse programming an intravenous pump) or performing any aspect of care. To complete the metaphor, latent errors are those at the other end of the scalpel—the "blunt end"—referring to the many layers of the health care system that affect the person "holding" the scalpel. 

Blunt End – The "blunt end" refers to the many layers of the health care system not in direct contact with patients, but which influence the personnel and equipment at the “sharp end” who do contact patients. The blunt end thus consists of those who set policy, manage health care institutions, design medical devices, and other people and forces, which, though removed in time and space from direct patient care, nonetheless affect how care is delivered. 

Thus, an error programming an intravenous pump would represent a problem at the sharp end, while the institution’s decision to use multiple different types of infusion pumps, making programming errors more likely, would represent a problem at the blunt end. The terminology of “sharp” and “blunt” ends corresponds roughly to “active failures” and “latent conditions.”

Error – An act of commission (doing something wrong) or omission (failing to do the right thing) that leads to an undesirable outcome or significant potential for such an outcome. For instance, ordering a medication for a patient with a documented allergy to that medication would be an act of commission. Failing to prescribe a proven medication with major benefits for an eligible patient (eg, low-dose unfractionated heparin as venous thromboembolism prophylaxis for a patient after hip replacement surgery) would represent an error of omission. 

Errors of omission are more difficult to recognize than errors of commission but likely represent a larger problem. In other words, there are likely many more instances in which the provision of additional diagnostic, therapeutic, or preventive modalities would have improved care than there are instances in which the care provided quite literally should not have been provided. In many ways, this point echoes the generally agreed-upon view in the health care quality literature that underuse far exceeds overuse, even though the latter historically received greater attention.

Mistakes - “ In some contexts, errors are dichotomized as “slips” or “mistakes,” based on the cognitive psychology of task-oriented behavior. Attentional behavior is characterized by conscious thought, analysis, and planning, as occurs in active problem solving. Schematic behavior refers to the many activities we perform reflexively or as if acting on “autopilot.” Complementary to these two behavior types are two categories of error: slips and mistakes. 

Mistakes reflect failures during attentional behaviors, or incorrect choices. Rather than lapses in concentration (as with slips), mistakes typically involve insufficient knowledge, failure to correctly interpret available information, or application of the wrong cognitive “heuristic” or rule. Thus, choosing the wrong diagnostic test or ordering a suboptimal medication for a given condition represent mistakes. A slip, on the other hand, would be forgetting to check the chart to make sure you ordered them for the right patient. 

Distinguishing slips from mistakes serves two important functions. First, the risk factors for their occurrence differ. Slips occur in the face of competing sensory or emotional distractions, fatigue, and stress; mistakes more often reflect lack of experience or insufficient training. Second, the appropriate responses to these error types differ. Reducing the risk of slips requires attention to the designs of protocols, devices, and work environments, using checklists so key steps will not be omitted, reducing fatigue among personnel (or shifting high-risk work away from personnel who have been working extended hours), removing unnecessary variation in the design of key devices, eliminating distractions (eg, phones) from areas where work requires intense concentration, and other redesign strategies. Reducing the likelihood of mistakes typically requires more training or supervision. Even in the many cases of slips, health care has typically responded to all errors as if they were mistakes, with remedial education and/or added layers of supervision.

