VA National Center for Patient Safety 

Challenge and Achievement

The Problem. 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. 

Our Primary Goal.  The nationwide reduction and prevention of inadvertent harm to patients as a result of their care

Developing a Culture of Safety.  We’ve taken a systems approach to problem solving to in an effort to develop a culture of safety throughout the Veterans Heath Administration, based on prevention, not punishment. 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 of assigning blame and identify strategies and actions that really help our patients. 

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.  

We’re moving beyond the “name and blame” culture of the past. 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.  
We use multidisciplinary Root Cause Analysis teams to determine how an adverse event happened, why it happened, and what needs to be done to prevent it from happening again by considering systems-based issues that were the cause. 

Promoting a Culture of Safety. We’ve implemented an aggressive patient safety program. Patient safety managers in all 162 VA hospitals actively participate in the program, as well as do patient safety officers in all 21 network headquarters.

The systems approach requires a willingness to report problems or potential problems so that solutions can be developed and implemented. You can't fix what you don't know about. Reporting close calls is important because it provides opportunities for learning and affords the chance to develop preventive strategies and actions. 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. Close calls receive the same level of scrutiny as adverse events that result in actual injuries. 

Specifics. We collaborated with NASA to implement a voluntary external Patient Safety Reporting System for health care adverse affects and close calls in VA healthcare facilities. 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. 

We also developed an internal, confidential, non-punitive system: 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 lessons learned can benefit the entire system. 
We’ve developed an internationally recognized patient safety training program. Along with providing training to VA patient safety personnel, we’ve provided training to many government and private healthcare organizations nationally and internationally.  Denmark and Australia have implemented systems based on the VA patient safety program. Japan, Singapore, Sweden, UK, Canada, and Hong Kong are currently trying to implement our VA system.
We’ve implemented the Ensuring Correct Surgery program. Wrong site, wrong patient and/or wrong implant procedures are relatively uncommon adverse events, but often devastating when they occur. The new program offers a straight-forward, five-step procedure to identify the correct patient, mark the correct site and ensure the correct procedure or implant. 

We developed the Healthcare Failure Mode and Effects Analysis process to offer organizations a way to anticipate problems and take action to prevent them from occurring. 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 experience a tragic outcome.
Because falls are one of the most common and potentially devastating adverse medical events in the hospital environment, We’re developing a Falls Tool Kit to offer VA facilities a uniform approach to falls prevention and management. 

We’ve partnered with the Department of Health and Human Services’ Agency for Healthcare Research and Quality to develop a national Patient Safety Improvement Corps, a multifaceted training program for state health officials and their selected hospital partners. Veterans who choose care at the numerous facilities that will become involved in this program can benefit from enhanced patient safety measures. 

