VA National Center for Patient Safety

First Do No Harm. The Department of Veterans Affairs National Center for Patient Safety 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. Our primary goal is the nationwide reduction and prevention of inadvertent harm to patients as a result of their care.

Taking a “Systems Approach.” Our program is based on a systems approach to problem solving that focuses 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. Inadvertent adverse events seldom occur for a single reason or because of one person’s actions, but rather from a complex interaction of many components of the system. 

Taking Action. One such systems approach to problem solving resulted in the Ensuring Correct Surgery Directive. Wrong site, wrong patient and/or wrong implant procedures are relatively uncommon adverse events, but often devastating when they occur. The directive offers a straight-forward, five-step procedure to identify the correct patient, mark the correct site and ensure the correct procedure or implant.

Getting to the Root Cause of an Inadvertent Adverse Medical Event. We use a multi-disciplinary team approach, known as Root Cause Analysis, to study adverse medical events and close calls (sometimes called “near misses”). The goal of each RCA is to find out what happened, why it happened, and what must be done to prevent it from happening again. Training programs, cognitive aids, and companion software have been developed by NCPS to support facility RCA teams. Along similar lines, NCPS developed and implemented the Healthcare Failure Modes and Effect AnalysisSM training program and other tools for health care facilities to use in proactive risk assessment and prevention.

Confidential Reporting Systems Make a Huge Difference. We’ve developed an internal, confidential, non-punitive reporting system. Our Patient Safety Information System (SPOT) can be used to electronically document patient safety information. This information can be analyzed so that corrective actions can be taken and lessons learned can be shared across the system. Following the implementation of these and other NCPS programs, we saw a 900-fold increase in reporting of close calls, reflecting the level of commitment to the program by VHA leaders and staff. The innovative external Patient Safety Reporting System (PSRS) functions as a “safety valve” for all VA employees. It was jointly developed by the VHA and the National Aeronautics and Space Administration. PSRS is modeled after NASA’s very successful Aviation Safety Reporting System that has been in operation for more than 25 years.

We’re a National Team. Our multi-disciplinary team is located in Ann Arbor, Mich., Wash., D.C., and White River Junction, Vt. We offer expertise on an array of patient safety and related health care issues. 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. Visit our Web site: www.patientsafety.gov

