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 Conference

Session Date: 10/6/26

	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

	

1


	RRT Review/medication override for bedside procedures
	· Describe the risks of override medication pulls during RRT 
· Identify system gaps that contribute to override use for bedside procedures
· Apply safe practices for preparing, labeling, and documenting medications in urgent settings
	· Fewer unverified override pulls during RRTs and procedures
· Better standardization of procedural medication workflows during escalation events

	

2


	Metastatic neuroblastoma with intratumor hemorrhage
	· Recognize clinical signs of intratumor hemorrhage and evolving hemorrhagic shock in oncology patients
· Discuss management priorities, including transfusion strategy, coagulopathy correction, and interventional and surgical options
· Integrate early goals of care conversations into the care of high risk oncology patients
	· Earlier recognition and escalation of bleeding complications in children with solid tumors
· Better coordination among oncology, critical care, surgery, and palliative care


	

3


	Code BERT for aggressive patient
	· Describe the activation and roles of the behavioral emergency response team
· Apply verbal de-escalation techniques and identify when physical or chemical restraint is indicated
· Discuss safe medication selection and monitoring of agitation in pediatric patients
	· Fewer staff and patient injuries and better compliance with restraint documentation
· Safer, more consistent responses to behavioral emergencies

	

4


	Unplanned decannulation
	· Identify patient, device, and care-related risk factors for unplanned decannulation
· Evaluate bedside readiness including emergency supplies, signage, and staff competency
	· Fewer unplanned decannulation events
· Faster, standardized re-cannulation and airway rescue when events occur.

	
5

	Intraoperative pneumothorax and spinal fusion wound infection
	· Recognize intraoperative signs of pneumothorax in the prone patient and outline immediate management
· Review risk factors for surgical site infection after spinal fusion
· Apply evidence- based SSI prevention measures including antibiotic timing, dosing, and wound care bundles
	· Faster detection and treatment of intraoperative ptx
· Better adherence to SSI prevention bundles in spinal fusion patients

	6




	Multiple sedation events within 24 hours after cerebral angiogram
	· Discuss cumulative risk of repeated sedation exposures within a short period
· Identify gaps in post-procedure monitoring
· Identify gaps in post-procedure monitoring, handoffs, communication across care areas.
· Apply sedation safety standards for presentation assessment and recovery criteria
	· Better post procedural handoff and monitoring after neurointerventional procedures
· Fewer preventable sedation related adverse events

	7
	Multiple cardiac arrests with Klebsiella UTI and tracheitis
	· Recognize early signs of sepsis and clinical deterioration in medically complex patients
· Discuss empiric and targeted antimicrobial strategies
· Review prevention bundles for device associated CAUTI and ventilator associated for ventilator associated tracheitis
	· Earlier sepsis recognition and escalation to prevent recurrent arrests
· Better adherence to device associated infection and prevention practices

	8
	Neonatal meningitis mortality
	· Recognize the subtle presentation of neonatal sepsis and meningitis
· Describe the timing of diagnostic evaluation 
· Identify system factors that delayed precognition. Identify system of diagnostic evaluation
	· Shorter time to antibiotics in febrile of ill appearing neonates
· Better escalation pathways and interdisciplinary communication for high- risk infants

	9
	Post arrest death by neurologic criteria
	· Review the prerequisites, timing, and examination components define death by neurologic criteria in children following cardiac arrests
· Discuss indications for ancillary testing and its limitations
· Describe best practices
For family communication and timely notification of organ procurement organization
	· Greater consistency and guideline adherence in brain death determination
· Better family communication and timely OPO referral
· Strengthen and improve hospital and security response with challenging family situations



