MAS/HLH Case Learning Template

Rapid Structured Reflection for Suspected or Confirmed MAS/
HLH Cases

Purpose: Build local institutional memory, improve workflow, support education/QI, and make future
MAS/HLH cases safer and faster to manage.

Design principle: This should take 5-10 minutes to complete. Capture the lesson, not the whole chart.

Before You Start: Privacy and Safety Check

Do not include:

* Patient name, initials, MRN, health card number, exact date of birth, phone number, address, or
room number

+ Exact admission/discharge dates if not required

« Rare identifying details not relevant to learning

* Verbatim copied EMR notes

* Screenshots or uploaded patient documents

+ Blaming language about individuals or services

Use instead:
+ Age range, not exact age, when possible
+ Relative timing: Day 0, Day 1, Day 2

* Neutral language: “Delay occurred in..." rather than “X failed to...”
* Generalized clinical context

Suggested label: MAS Learning Case 001, 002, 003...

1. Quick Case Header

Case ID: MAS Learning Case ___
Date completed: ___

Completed by: ___

Site: 0 UHN O Mount Sinai O Other:
Case status:

+ O Suspected MAS/HLH
« O Probable MAS/HLH



+ O Confirmed MAS/HLH
« O MAS/HLH considered but alternative diagnosis favored
* O Uncertain / still evolving

Primary context / likely trigger:

« [ Still's disease / AOSD / sJIA

* O SLE / connective tissue disease

« O Other rheumatic/autoinflammatory disease
* O Infection-related

« O EBV/ CMV / viral-associated

+ O Malignancy-associated

* O Drug / immunotherapy-related

* O No clear trigger yet

« [ Other: ___

Why this case matters for learning:

One sentence only.

2. The Moment MAS/HLH Was Suspected

What first raised concern? Check all that apply.

« O Persistent fever or unexplained deterioration
+ O Very high or rapidly rising ferritin

« O Falling platelets

« O Falling WBC/neutrophils

« O Falling hemoglobin

* O Low or falling fibrinogen

* O Rising D-dimer / coagulopathy

« O Rising AST/ALT, bilirubin, or LDH

« O Hypertriglyceridemia

+ O Falling ESR despite ongoing inflammation
+ O Splenomegaly / hepatosplenomegaly

+ O CNS symptoms / encephalopathy / seizure
+ O Shock / ICU-level deterioration

« 0 Other: __

Brief description of the pattern:

Example: “Fever persisted while ferritin rose rapidly, platelets fell, fibrinogen dropped,
and AST/ALT increased.”

3. Mini Timeline

Use relative timing. Keep this short.



Timepoint

Key event

Day 0

Day __
Day __
Day __
Day ___
Day __
Day __

Day __

Biggest timing lesson:

Presentation/admission or first major deterioration: ___

MAS/HLH first considered: ___
Core MAS/HLH labs ordered: ___
Rheumatology contacted: ___

Hematology contacted: ___

ICU/critical care involved, if applicable:

Treatment decision made: ___

Clinical response / turning point: ___

What should happen earlier next time?

4. Key Data Snapshot

Do not reproduce the whole chart. Capture trends.

Parameter Initial / early value  Peak /nadir  Direction / learning point
Ferritin _ ___Orising Ofalling O stable
Platelets O falling O recovering O stable

WBC / neutrophils
Hemoglobin
Fibrinogen
D-dimer

AST/ALT

LDH

Triglycerides

CRP/ESR

Were any key labs missed or delayed?

*[dNo
*dYes:

O falling O recovering O stable
O falling O recovering O stable
O falling O recovering O stable
O rising O falling O not sent

O rising O falling O stable

O rising O falling O not sent

O high O normal O not sent

Note discordance if helpful: __



5. Diagnostic Tools and Specialized Testing

Were criteria/scores used?

* O HScore

* [0 HLH-2004 / other HLH criteria

+ 02016 MAS criteria / Still's-associated MAS framework
* O Not formally calculated

* O Not applicable / unclear

Did the score/criteria help?

* O Helped communication

* O Helped diagnostic confidence

« O Did not change management

« O Not enough data to calculate

* O Risk of false reassurance / too early

Specialized tests sent?

* O Soluble IL-2 receptor/CD25

+OIL-18

+ O CXCLY/MIG

* OIFN-y

+QOCD163

+ O Other cytokines: ___

« O Functional testing: perforin/CD107a/SAP/XIAP/NK function
« O HLH/autoinflammatory genetic panel

« 0 Bone marrow biopsy

* O None

Did specialized testing change anything?

* [0 Acute management

« O Diagnosis/phenotype

* O Long-term planning

+ O Case review/teaching only
* O Result pending

* O No practical impact

Testing/logistics lesson:

Example: “Cytokine testing was considered but not sent because specimen handling
could not be confirmed after-hours.”



6. Trigger and Mimicker Evaluation

Parallel evaluation performed for:

« O Sepsis / bacterial infection

« O EBV/ CMV /viral trigger

* [0 Other infection: ___

« O Hematologic malignancy / lymphoma / leukemia
* O Solid malignancy

* O Rheumatic disease flare/new diagnosis

* O Drug-induced or immunotherapy-related HLH-like syndrome
« O Thrombotic microangiopathy

+ O Catastrophic APS

+ O Liver failure

* O VEXAS / CHIP-related inflammation in older adult
« [ Other: __

Most important diagnostic uncertainty:

What was hardest to distinguish?

7. Communication and Escalation Map

Who was contacted?

Service/team Contacted? Timing  Key contribution
Rheumatology OYes O No _ _
Hematology OYes O No . .
ICU / critical care OYesONoON/A _
Infectious diseases OYesONoON/A _
Pharmacy OYesONoON/A -

Lab medicine / send-out lab [ Yes O No O N/A

Other
Was there a same-day multidisciplinary discussion?

* [ Yes

*ONo

« O Informal phone discussions only
* O Not needed

Communication lesson:

Who should be contacted earlier next time?



8. Treatment and Supportive Care Snapshot

This is not for judging the case. It is to learn what happened.
Therapies considered or used:

+ O High-dose glucocorticoids

* O Anakinra / IL-1 blockade

* O Cyclosporine / tacrolimus

« O 1IVIG

* O Etoposide / HLH-directed chemotherapy
« O Emapalumab / IFN-y blockade

« [OJAK inhibitor / ruxolitinib or other

« O Antimicrobials / antivirals / antifungals
« O Transfusion / blood product support

* O ICU organ support

« [0 Other: ___

What was the main treatment decision point?

Example: “Decision was whether to start immunomodulation while infection evaluation
was ongoing.”

Treatment/logistics barriers:

+ O Medication access

+ O Diagnostic uncertainty

+ O Concern for infection

+ O Concern for malignancy
* O Need for ICU support

+ O Send-out testing logistics
+ O After-hours coordination
« [0 Other: ___

9. Outcome Snapshot

Clinical course:

« O Improved

+ O Stabilized

* O Progressed / worsened
« O ICU transfer

+ O Death

+ O Outcome still unknown



Response markers that improved first:

* [ Fever

« 0 Hemodynamics

* [ Ferritin

+ O Platelets/counts

+ O Fibrinogen/coagulation
« OO AST/ALT/LDH

» O Mental status

« O Other: __

Outcome learning point:

What marker or clinical feature best reflected improvement or deterioration?

10. Human Factors and Workflow Reflection

This section is the heart of the template.

What worked well?

Check up to 3.

« 0 Someone recognized the pattern early

+ O Core labs were ordered quickly

« O Rheumatology/Hematology communication was fast
* O ICU involvement was timely

* O Pharmacy helped with urgent medication access

+ O Lab/send-out testing logistics were clear

« O Family/patient communication was effective

» O Documentation was clear

« 0 Other: __

What made the case harder?

Check up to 3.

« O MAS/HLH was not initially considered
« O Presentation looked like sepsis

* O Presentation looked like malignancy
* O Key labs were missing

* O Unclear who to call

+ O Medication access was difficult

+ O After-hours logistics

« O Diagnostic disagreement

+ O Patient deteriorated quickly

« 0 Other: __



One system fix suggested by this case

Choose one.

+ O Recognition guide / 4F mnemonic
+ O Standard lab order set

+ O Contact list / escalation pathway
« O Pharmacy access pathway

+ O Send-out testing guide

« O Same-day MDT huddle process

« O Resident teaching

+ O Case review round

« 0 Other: ___

11. Three Takeaways

Keep this short.

1. Clinical takeaway: ___
2. Workflow takeaway: ___
3. Teaching takeaway: ___

12. Suggested Future Script / Template / Tool

Did this case reveal a need for a reusable script or template?

« O MAS/HLH consult note phrase

« O Family explanation script

* O Lab ordering checklist

+ O Escalation email/page script

« O Pharmacy access script

« O Specialist handover script

* O Teaching case for residents/fellows
« [0 Other: ___

Draft wording or idea:

13. Final One-Minute Summary

Use this for sharing at case review or adding to the case library.

In this suspected/confirmed MAS/HLH case, concern was triggered by . The key pattern
was . The main diagnostic uncertainty was . The most important communication/



treatment step was . The main barrier was . The most important lesson for future cases
is .

Optional: Ultra-Rapid Version

If you only have 2 minutes, complete this section only
CaseID:

Trigger/context: ___

What raised concern for MAS/HLH?

+ O Fever/deterioration

« O Ferritin high/rising

+ O Falling counts

+ O Low/falling fibrinogen

* O LFT/LDH rise

« O CNS/shock/organ dysfunction

Who was contacted?

* 00 Rheumatology

* O Hematology
«QgIcu

+0dID

* O Pharmacy

* O Lab/send-out lab

Main barrier: ___
Main lesson: ___

One system fix: ___

Suggested Use

When to complete

* Within 24-72 hours of the key MAS/HLH decision point, or
« Shortly after discharge/death/transfer, or
* Before monthly/quarterly MAS case review



Who completes it

* Primary rheumatology staff/fellow/resident involved in the case, ideally with brief input from
other key services if feasible

Where to store

+ Use only approved institutional secure storage
+ Do not store in personal drives or public websites
+ Clarify Ql/privacy/REB requirements before formal implementation

Best practice

Complete the ultra-rapid version first. Add detail later only if useful.

Tone Guide

Use neutral, system-focused language.
Avoid:

« “X service failed to respond.”
* “This was mismanaged.”
* “The team missed MAS.”

Prefer:

* “"MAS/HLH was not initially recognized.”

* “A delay occurred in obtaining fibrinogen.”

« “Earlier multidisciplinary discussion may have helped.”
* “Medication access pathway was unclear after-hours.”

The goal is learning, not blame.

Educational and Privacy Disclaimer

This template is for education, quality improvement, and local pathway development. It is not a
substitute for clinical documentation in the medical record. Use only in accordance with institutional
privacy, QI, REB, and data governance requirements. Cases must be de-identified and stored only in
approved secure systems.
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