
Patient Safety Improvement Corps (PSIC) – Q&A

Information on the interagency agreement (IAA) between the Dept. of Health and Human Services’ Agency for Healthcare Research and Quality (AHRQ) and the Department of Veterans Affairs National Center for Patient Safety (NCPS).

Q. What is the purpose of the interagency agreement?

A. To provide tools and techniques to improve patient safety on a national scale.

Q. What are the goals of the training program? 

A. The PSIC training program has a number interrelated of goals:

1. Provide state staff in the field (e.g., patient safety officers or those responsible for patient safety reporting and analysis, as well as for intervention initiatives) and their hospital counterparts (as selected by the state) with the knowledge and skills necessary to conduct effective investigations of adverse medical events and close calls (sometimes called “near misses”) by identifying the root causes of these incidents, and, most importantly, prepare them to implement meaningful corrective actions based on their findings. They will also be able to do proactive risk assessments and develop and implement corresponding mitigation initiatives.

2. Prepare meaningful reports on their findings. 

3. Develop and implement sustainable system changes based on findings.

4. Measure and evaluate the impact of the safety intervention (i.e., that will mitigate, reduce, or eliminate the opportunity for error and patient injury associated with or due to the delivery of health care).

5. Ensure the sustainability of effective interventions by transforming them into standard practice.

Q. Why is patient safety so important? 

A. Patient safety is a critical aspect of healthcare. An Insititue of Medicine report published in 1999, To Err is Human, estimates that 44,000 to 98,000 people each year die from medical errors. Even the lower estimate is higher than the annual mortality from motor vehicle accidents (43,458), breast cancer (42,297), or AIDS (16,516), thus making medical errors the eighth leading cause of death in the United States. 

Q. Why is it important to develop this training program now? 

A. States anticipate growing responsibilities to analyze reported adverse medical events and close calls, as well as to develop methods to eliminate or reduce injury to patients associated with these events. However, state representatives have noted a lack of resources, both financial and personnel, to adequately address these issues, strongly expressing a need for technical assistance with their efforts to improve patient safety. In response, AHRQ developed a concept ( the Patient Safety Improvement Corps ( that was designed to provide states and their selected hospital counterparts with training and technical assistance to support efforts to identify, analyze, and reduce medical adverse events and close calls ( a major step in eliminating patient injury associated with the delivery of healthcare.  

Q. How will the program be implemented? 

A. NCPS will develop practical patient safety training sessions for state staff members and their selected partners. These individuals will then implement patient safety improvement processes within their respective states and institutions.  

Q. Could you discuss this in more detail? 

A. Yes. The content and structure of the program is driven primarily by the need to provide practical, short-term training for state staff in the field who are charged with analyzing reported data reflecting patient injury (or potential for injury) associated with the delivery of healthcare. It will help them identify the causes (i.e., risks, hazards, medical errors) of healthcare-associated injury (or potential injury) and develop interventions to reduce or eliminate those causes. Students will also learn how to assess the effectiveness of interventions to better ensure the sustainability of effective interventions that improve patient safety.  

Q. How long is the program expected to last? 

A. Three identical training courses, each of which lasts one year, will be offered from September 2003 through June 2006. 

Q. When will the first training sessions be scheduled? 

A.  The first session begins the week of September 15, 2003 in Crystal City, Va.  

Q. How does this training program approach problems in patient safety? 

A: This program is based on a systems approach to problem solving. It focuses on prevention, not punishment. It uses Human Factors Engineering methods and applies ideas from “high reliability” organizations, such as aviation and nuclear power, to target and eliminate system vulnerabilities.  

Q: Why is a systems approach important to safety? 

A: We believe that people come to work to do a good job, not a bad one. Given the right set of circumstances, any of us can make a mistake. We must force ourselves to look past the easy answer ( that the adverse event was someone’s fault. We look at the tougher question: Why did this adverse event occur? It is seldom for a single reason. A chain of events that has gone unnoticed most often leads to a recurring safety problem and is seldom related to the actions of one individual. 
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