VA National Center for Patient Safety ( Q&A

Q: What is NCPS? 

A: The Department of Veterans Affairs (VA) National Center for Patient Safety (NCPS) was established in 1999 to lead the VA’s patient safety efforts and to develop and nurture a culture of safety throughout the Veterans Health Administration (VHA). NCPS’ primary goal is the nationwide reduction and prevention of inadvertent harm to patients as a result of their care. 

Q: How large is the organization?
A: Our multi-disciplinary headquarters staff is located in Ann Arbor, MI, Washington, DC, and White River Junction, VT, and offers expertise on an array of patient safety and related health care issues and initiatives. NCPS supports patient safety officers at 21 regional Veterans Integrated Service Network offices and patient safety managers at the VA's 163 hospitals. 
Q: What is unique about NCPS’ mission?

A: Our program is unique in healthcare because we use a “systems approach” to develop health care solutions based on prevention, not punishment. We use Human Factors Engineering methods and apply ideas from “high reliability” organizations, such as aviation and nuclear power, to target and eliminate system vulnerabilities.  

Q. What is Human Factors Engineering? 

A. Human Factors Engineering addresses specific human characteristics that are applicable to the design of a system or a device.  Such “human-centered” designs support or can enhance a person’s performance. This is in contrast to designs or systems that force the user to stretch or to make an extra effort to interact successfully with them. The use of risky devices and systems may lead users into an unintentional error.  An example of a human factors method to reduce risk in a system or a device is known as usability testing.  
Q: What is important about taking a systems approach to develop and implement health care solutions? 

A: By taking a systems approach to problem solving, and keeping professional identities confidential, no one is blamed and problems can be thoroughly investigated. We believe that people come to work to do a good job ( not to do a bad job. 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, regardless of the personnel involved.

Q: Did you develop the systems approach on your own? 

A: No. Other high-risk industries, such as the airline and nuclear power industries, have used this approach for years to enhance safety and reduce system vulnerabilities. We continue to look for new ways to adapt the systems approach to health care. 

Q: How do you investigate problems? 

A: NCPS uses a multi-disciplinary team approach, known as Root Cause Analysis (RCA), to study health care-related adverse events and close calls. The goal of the RCA process is to find out what happened, why it happened and to determine what can be done to prevent it from happening again. 

Q: What are close calls? 

A: Close calls are events or situations that could have resulted in a patient’s accident or injury, but didn’t, either by chance or by timely intervention. Such events have also been referred to as near miss incidents. 

Q: How do you employ the RCA method? 

A: Because people on the frontline are usually in the best position to identify issues and solutions, RCA teams at each of the VA health care facilities formulate solutions, test, implement, and measure outcomes in order to improve patient safety. De-identified, aggregated findings from the teams are shared nationwide if there is a clear benefit for multiple facilities. Through understanding the real underlying causes of a system’s vulnerability, we can better position ourselves to prevent future occurrences. 

Q. What are “de-identified, aggregated findings”?

A. These are findings that have been grouped together by category and have had all personal and facility names, facility locations, and other potentially identifying information removed. 

Q. Can you provide an example of how you focus on prevention, not punishment? 

A. Yes. One example is the Health Care Failure Mode and Effects Analysis (HFMEA() program. HFMEA( is a five-step process that uses an interdisciplinary team approach to proactively evaluate a health care process. Designed by NCPS specifically for health care, the method uses analytical tools, such as flow diagramming, decision trees, and prioritized scoring systems to identify and assess potential vulnerabilities in a specific heath care process.  
Q: Can you provide another example of how you focus on prevention, not punishment? 

A: Yes. The innovative Patient Safety Reporting System (PSRS) was jointly developed by the VHA and the National Aeronautics and Space Administration (NASA). It is a voluntary, external, non-punitive “learning program” available to all VA employees. 

PSRS provides VA employees a “safety valve” to confidentially report adverse events or close calls that, for whatever reason, wouldn’t be reported elsewhere. 

All personal and facility names, facility locations, and other potentially identifying information are removed before reports are entered into the PSRS database. Only NASA personnel assigned to the reporting system can review data until the de-identification process is complete. 

Q. Is PSRS the only reporting system you use? 

A: No. We have also developed an internal, confidential, non-punitive reporting method: the Patient Safety Information System, called “SPOT.” The SPOT reporting and analysis system electronically documents and monitors patient safety information throughout the VHA so that corrective action may be taken. Using tools developed by NCPS, multidisciplinary teams from VHA facilities conduct a thorough Root Cause Analysis of adverse events. Corrective actions are then planned and implemented. Follow-up actions are used to determine if the corrective actions implemented were successful.

Q: Why is patient safety important? 

A: Reports in medical literature indicate that as many as 180,000 deaths occur in the United States each year due to errors in medical care, many of which are preventable. The mission of NCPS is to reduce adverse medical events throughout the VA’s health care system, the largest health care system in the nation. At the core of our efforts is the development of what we call a culture of safety. 

Q: What is a culture of safety? 

A: Our definition of a culture of safety is founded on a systems approach to developing health care solutions based on prevention, not punishment. Creating a culture of safety means moving beyond a culture of blame to one of “safety mindfulness.” We believe that people come to work to do a good job ( not to do a bad job. Given the right set of circumstances, any of us can make a mistake. We must force ourselves to look past the easy answer ( that an adverse event was someone’s fault. We want to 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, regardless of the personnel involved. 
Q: What kind of reports do you routinely receive? 

A: We receive reports of all types; there is no “typical” report.  

Q: What is an example of a close call? 

A: A surgical or other procedure almost performed on the wrong patient due to a lapse in verification of patient identification, but caught at the last minute by chance or intervention, with no harm done to the patient.  

Q: Why is reporting close calls so important?

A: Close calls are important opportunities for learning and afford the chance to develop preventive strategies and actions. Close calls receive the same level of scrutiny as adverse events that result in actual injuries. Close calls can provide an accurate picture of what actually occurs in an organization and have been shown to be anywhere from 100 to 300 times more common than actual adverse events. 
Q. When you study such things as close calls, how to you handle the data you receive? 

A. We take a systems approach to reviewing the data we receive from the field. We look for system vulnerabilities, rather than focusing on counting how may problems occurred during a specific time frame. We ask ourselves why a specific problem has occurred and develop safety advisories and alerts that are of a sufficiently high priority to provide our patient safety managers with a solution. 
Q: Isn’t experience the best teacher to identify health care problems? 

A: No. Experience can be one of the most costly and painful teachers. We want to learn how to avoid problems before they happen, rather than have patients suffer from mistakes. One of the best ways to reduce medical errors is to study a close call and to create a system to ensure the same problem is less likely to recur. A close call is where something almost goes wrong, but no harm is done. Establishing a culture of safety where people are able to report both adverse events and close calls without fear of punishment is the key to enhancing patient safety and avoiding future problems. You can’t fix what you don’t know about. 

Q: Will your system prevent all incorrect medical procedures? 
A: All medical procedures involve risk. Our systems approach to health care solutions is designed to reduce the risk to a minimum.  

Q: What do you mean by an adverse event? 

A: Adverse events are untoward incidents directly associated with care or services provided within the jurisdiction of a VA medical center, outpatient clinic or other facility. 

Adverse events may result from a wide range of acts of commission or omission. An event could be caused by administering the wrong medication or failing to make a timely diagnosis. Some examples of more common adverse events include patient falls or medication or procedural errors.

Q: What is a sentinel event? 

A: Sentinel events are a type of adverse event. Sentinel events, as defined by Joint Commission on Accreditation of Healthcare Organization, are unexpected occurrences involving death or serious physical or psychological injury, or risk thereof. Serious injury specifically includes loss of limb or function. Major permanent loss of function means sensory, motor, physiologic, or intellectual impairment not previously present that requires continued treatment or life-style change. 

Q. Do you have a blame-free system? 

A. No. We have a system that delineates what type of activities may result in blame and which don’t. Only those events that are judged to be an intentionally unsafe act can result in the assignment of blame and punitive action.  
Q: How do you define an intentional unsafe act? 
A: Intentional unsafe acts, as they pertain to patients, are any events that result from a criminal act, a purposefully unsafe act, or an act related to alcohol or substance abuse or patient abuse. 

Q: How does Human Factors Design fit into patient safety? 
A: Human Factors Engineering addresses specific human characteristics that are applicable to the design of a system or a device.  Such “human-centered” designs support or can enhance a person’s performance. This is in contrast to designs or systems that force the user to stretch or to make an extra effort to interact successfully with them. The use of risky devices and systems may lead users into an unintentional error.  An example of a human factors method to reduce risk in a system or a device is known as usability testing.
Q: What is "usability testing"? 

A. Usability testing is a method that supports patient safety activities, such as RCA and HFMEA, by replicating how an end user would experience interacting with a device or a system, thus revealing system vulnerabilities.  For example, a facility might be looking to replace its cardiac defibrillators.  The usage of the equipment can be simulated to identify the relative vulnerabilities of the models proposed for purchase.  
Q: What is an example of a recent NCPS initiative? 

A: The Ensuring Correct Surgery Directive is NCPS’ most recent safety initiative. Wrong site, wrong patient and wrong implant procedures are relatively uncommon adverse events but often devastating when they occur. The new directive offers a simple, straight-forward, five-step procedure to avoid adverse surgical events. It went into effect Jan. 1, 2003, and is just one way the VA is achieving or exceeding the Joint Commission on Accreditation of Healthcare Organization’s new 2003 patient safety goals. Visit the JCAHO Web site for more information on their patient safety goals: www.jcaho.org

Q: Has your program been successful? 

A: Yes. The NCPS program was tested then implemented throughout the VA system from Nov. 1999 to Aug. 2000. Program components included an RCA system for use by frontline caregivers, a system for the aggregate review of RCA results, information systems software, safety alerts and advisories, and cognitive aides. Following program implementation, NCPS saw a 900-fold increase in reporting of close calls, reflecting the level of commitment to the program by VHA leaders and staff. The importance of this approach to health care earned NCPS the prestigious Innovations in American Government Award, 2001.

Q. Have other organizations found your approach valuable? 

A. Yes. Many national and international healthcare leaders have attended our patient safety training programs (when capacity allows, based on the number of VA employees attending). Participants have come from organizations such as: the Department of Defense, the American Hospital Association and the American College of Surgeons. Representatives from Australia, Canada, Denmark, Hong Kong, Japan, Singapore, New Zealand and Sweden have also attended these classes. 
Q: Have you partnered with other health care activities? 

A. Yes. The American Hospital Association recently produced and distributed to its member hospitals and health systems, “Strategies for Leadership: A Toolkit for Improving Patient Safety.” Although the materials included in the toolkit were developed by NCPS, the toolkit is only available from AHA.  

Q: How is the VA health system rated in general? 

A: The VA health system is recognized as a national leader in health care, rated by the Institute of Medicine as “the best in the nation,” Oct. 2002. VA’s achievements include the application of information management technology through development and widespread use of a computerized medical record system and the Bar Code Medication Administration program. 

Q: How would you describe the VA health system? 

A: The VA health care system includes 163 hospitals, with at least one in each of the 48 contiguous states, Puerto Rico and the District of Columbia. The VA operates more than 850 ambulatory care and community-based outpatient clinics, 137 nursing homes, 43 domiciliaries and 73 comprehensive home-care programs. VA health care facilities provide a broad spectrum of medical, surgical and rehabilitative care.

The VA has experienced unprecedented growth in the medical system workload over the past few years. The total number of patients treated increased by over 11 percent from 2000 to 2001 -- more than twice the prior year's rate of growth. 

More than 4.2 million people received care in VA health care facilities in 2001. The VA is used annually by approximately 75 percent of all disabled and low-income veterans. In 2001, the VA treated about 587,000 patients in VA hospitals and contract hospitals, 87,000 in nursing homes and 45,000 in domiciliaries. The VA's outpatient clinics registered approximately 42.9 million visits.

Q. Can I get more detailed information on the VA? On your programs? 

A. Yes. For more detailed information on the full range of the VA’s programs, visit the VA’s Web site, www.va.gov and NCPS Web site, www.patientsafety.gov

