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NETWORK 2 MEDICAL OUTCOME DISCLOSURE PROGRAM 

1. PURPOSE:  This Veteran's Healthcare Network Memorandum establishes a new

Network policy and procedure for a Medical Outcome Disclosure Program 

Philosophy:  Human errors are inevitable, among even the most conscientious professionals practicing the highest standard of care.  Identification and reporting of adverse events/close calls, including those that result from system or individual error, are critical to our efforts to continuously improve patient safety.  Likewise, medical managers have a duty to recognize the inevitability of human error and attempt to design systems that make such error less likely, and to avoid punitive reactions to errors that are not the result of willful negligence.

2.  POLICY:  It is the policy of the VA Healthcare Network that a Medical Outcome Disclosure Response Team will conduct early injury reviews; maintain an open and supportive relationship between the patient/patient's designated representative or next of kin and the facility and or associated Community Based Outpatient Clinics as well as the Network Medical Director, Network Quality Management Officer and Network Patient Safety/Risk Manager.    The response team will demonstrate proactive full disclosure to patients who have been injured because of accidents or medical error and will be instrumental in assisting in the provision of fair compensation to patients for injuries.

3.  RESPONSIBILITIES:  The Medical Outcome Disclosure Response Team (MODRT)

established at each Medical Center will coordinate the evaluation and appropriate actions assuring closure, specific to Patient/family and Medical Center interactions.  This responsibility may complement but is separate from other analyses of adverse events or close calls such as Root Cause Analysis, Administrative Investigations and Peer Reviews.  Members of a Root Cause Analysis or Administrative Investigative Team will not participate in the MODRT that is addressing the same event.  The membership includes: Physician Executive, Nurse Executive, Regional Counsel, Director, Performance Manager and involved Local Care Line Managers, involved Physician Leads, as well as local Risk Managers.  The Medical Outcome Disclosure Response Team established at each Medical Center will act as the Medical Outcome Disclosure Response Team for each of its affiliated Community Based Outpatient Clinics.  

4. PROCEDURES:  
     a. Serious events that take place during administrative hours once identified will be reported immediately.  Those occurring during non-administrative hours will be reported as appropriate but not later then the next business day to Risk Management.   The necessary information will include the full details of the event and will be reported to the Medical Outcome Disclosure Response Team by the Facility Risk Manager utilizing the "RM Report" format with emphasis on potential unanticipated outcomes to the patients as a result of care provided.  The "RM Report" will be sent to the Medical Outcome Disclosure Team members, the Network Medical Director, Quality Management Officer and the Patient Safety/Risk Manager.  The guiding premise is "if in doubt, report.  

b. The Medical Outcome Disclosure Response Team does an initial evaluation including Interviews of involved physicians and personnel. If they find evidence of an adverse outcome involving patents care and or they find evidence of malpractice involving medical error the patient/patient's designated representative or next of kin as appropriate will be contacted immediately (within 48 hours).  Offers of assistance will be made to the involved staff members such as referral to Regional Counsel, local labor organizations as appropriate and or the Employees Assistance Program will be made.  If no such findings are evident, the process ends here.

 c. If the team concludes that family notification is necessary in accordance with this policy the Physician Executive in coordination with the Local Care Line Manager will be responsible for contacting the patient/ patent's designated or next of kin advising them of the adverse event, and offering for them to come to the Medical Center at their convenience for a more thorough explanation.  The patient and/ designated representative or next of kin will be reminded to obtain legal counsel and have them accompany them to this meeting.

  d.  If the patient or patient's designated representative or next of kin elects to meet with appropriate Medical Outcome Disclosure Team members with their attorney, the following key elements should be included in the meeting: A clear expression of remorse and apology, from the institution and the personnel involved, as well as the corrective action taken to prevent similar events.  The team offers to openly answer questions.  All information provided at this meeting can be confirmed through the medical documentation review, which will be available to the patient's attorney.   For release of information, a designated Response Team member prior to release will contact HIMS who will in turn be responsible for documentation of any such release.    Offers of restitution can be made at the time of this meeting, examples of restitution are:  Corrective medical/surgical treatment, assistance with filing for service connection or other monetary compensation claims.  Offers of restitution do not require admission of liability, but do require outcomes/results, next steps, and offer of support/assistance   The patient or patient's designated representative or next of kin shall be provided any necessary information, including names and numbers of contact persons that can assist them in an ongoing way. If the patient/ patient's designated representative or next of kin did not have an Attorney present, they are again reminded to have one.

e. The Medical Outcome Disclosure Team will assure that minimally the following Medical Record documentation is present: 

    1.  Documentation of the adverse event/close call

        2.  Documentation of discussion with patient or next of kin as appropriate including:

a.  Date, time, place of discussion

b.  Individuals present and relationship to patient

c.  Evidence of discussion of incident occurred including reaction/questions by patient/family.

d.  Evidence that further discussions will occur if additional information is available.



e.  Documentation of offer of assistance and response.



f.   Documentation of any therapy given to ameliorate any adverse event

5. REFERENCES:  “Risk Management:  Extreme Honesty May Be The Best Policy”

Steve S. Kramen, MD and Genny Hamon, JD. 21 December, 1999.  Annals of Internal Medicine.  Volume 131. Number 12 pages 963 – 967. 10N2-29-00 Network 2 Integrated Safety/Risk Management Program. 

6. RESCISSION:  None

7. FOLLOW-UP RESPONSIBILITY:  Performance Management, Author: 

Suzanne LeGrett, Network Patient Safety/Risk Manager (585) 393-7578.

8. AUTOMATIC REVIEW DATE: September 20, 2005.


Signed 9/20/04//








WILLIAM F. FEELEY








Network Director
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