Regularly Scheduled Series (RSS) Case-Based/Discussion Template
(Template is required for each RSS session, along with your audience disclosure, and uploaded into your Teams folder)

Please complete the information below for each case that is discussed in your RSS session. We kindly request to review and ensure no patient identification is listed.

RSS Series Name:	____PICU Morbidity and Mortality_________________________________________
Session Date:	___7/7/26________________________________________________________________________

	Cases
	Diagnosis/Presentation
	Session Objective
	Ideal Outcome

	
Example

	
Congenital Heart Disease
	· Discuss evidence-based medication management
· Review literature regarding surgical intervention
· Develop multidisciplinary care plan
	· Reduction in hospital days
· Reduction in readmission rates
· Improved family satisfaction
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	Cardiac Tamponade
	Discuss actual management
Discuss evidence based medical management
Discuss systems and Processes that can improve with action plans for follow up
	· Awareness of evidence based clamping practices
· Team based collaboration and communication
· Standardize acute care unit to PICU transfers
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	Multiple interhospital transfers 
	· Discuss actual management
· Discuss evidence based medical management
· Discuss systems and Processes improvement opportunities with action plans for follow up
	· Awareness of resources
· Conducting difficult conversations with professionalism
· Awareness of system and process gaps/failures
· Creation of action plan with follow up
· Review of data of readmission to PICU within 24 hours
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	Baker Act with trespassing of parent
	· Behavioral contract policy review
· Discuss evidence based medical management
Discuss systems and Processes improvement opportunities with action plans for follow up
	· Use of behavioral contract policy and sharing staff awareness
· Awareness of system and process gaps/failures
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	CODE BERT PICU
	· Safety of staff with aggressive patient 
· Duress button pitfalls

	· Awareness of system and process gaps/failures


	




	
	
	



