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discover and fix system flaws that
could harm patients. The Program
process relies on staff reports of
close calls and adverse events.
GAO found that achieving success
requires a cultural shift from fear of
punishment for reporting close
calls and adverse events to mutual
trust and comfort in reporting
them.

GAO used ethnographic techniques
to study the Patient Safety Program
from the perspective of direct care
clinicians at four VA medical
facilities. This approach recognizes
that what people say, do, and
believe reflects a shared culture.
The focus included (1) the status of
VA'’s efforts to implement the
Program, (2) the extent to which a
culture exists that supports the
Program, and (3) practices that
promote patient safety. GAO
combined more traditional survey
methods with those from
ethnography, including in-depth
interviews and observation.

What GAO Recommends

To better assess the adequacy of
clinicians’ familiarity with,
participation in, and cultural
support for the Program, VA should
(1) set goals, (2) develop tools for
measuring goals by facility, and (3)
develop interventions when goals
have not been met. VA concurred
with our recommendations and will
develop an action plan.
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VA PATIENT SAFETY PROGRAM

A Cultural Perspective at Four Medical
Facilities

What GAO Found

GAO found progress in staff familiarity with and participation in the VA
Patient Safety Program’s key initiatives, but these achievements varied
substantially in the four facilities we visited. In our study conducted from
November 2002 through August 2004, three-fourths of the clinicians across
the facilities were familiar with the concepts of teams investigating root
causes of unintentional adverse events and close calls. One-third of the staff
had participated in such teams, and most who participated in these teams
found it a positive learning experience.

The cultural support clinicians expressed for the Program also differed. At
three of four facilities, GAO found a supportive culture, but at one facility
the culture blocked participation for many clinicians. Clinicians articulated
two themes that could stimulate culture change: leadership actions and open
communication. For example, nurses need the confidence to disagree with
physicians when they find an unsafe situation. Although VA has conducted a
cultural survey, it has not set goals or explicitly measured, for example, staff
familiarity and mutual trust.

Clinicians reported management practices at one facility that had helped
them adopt the Program, including (1) story-telling techniques such as
leaders telling about a case in which reporting an adverse event resulted in
system change, (2) management efforts to coach staff, and (3) reward
systems.

The Patient Safety Program Process in the figure shows how ideally (1)
clinicians have cultural support for reporting adverse events and close calls,
(2) teams investigate root causes, (3) systems are changed, (4) feedback and
reward systems encourage reporting, and (5) patients are safer.

The Patient Safety Program Process

Feedback/rewards

Reporting Root cause

System changes W
analysis
Modify program |«

|:| Supportive culture includes mutual trust and comfort in reporting
- GAO focused on these safety activities

Program

Source: GAO.
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United States Government Accountability Office

Washington, DC 20548

December 15, 2004

The Honorable Anthony J. Principi
Secretary of Veterans Affairs

Dear Mr. Secretary:

This report on the Department of Veterans Affairs Patient Safety Program
examines the Program’s status, the creation and implementation of a
culture that supports close call and adverse event reporting, and practices
that medical facility leaders have used to promote patient safety. In our
study, we used ethnography, a social science method that includes
qualitative and quantitative techniques developed within cultural
anthropology for studying communities and organizations in natural
settings.

We include recommendations aimed at strengthening the Patient Safety
Program by helping to build a more supportive culture and foster patient
safety.

We are sending copies of the report to appropriate congressional
committees and others who are interested. We will also make copies
available on request. If you have any questions about the report, please
call me at (202) 512-2700.

Sincerely yours,

4@7/&77

Nancy Kingsbury, Managing Director
Applied Research and Methods
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Chapter 1: VA's Patient Safety Program

At the end of the 20th century, a report that the Institute of Medicine
issued estimated that up to 98,000 persons died each year from accidents
in U.S. hospitals. Before the institute published this figure, the Department
of Veterans Affairs (VA) had launched a Patient Safety Program that
included teams investigating the root cause of medical close calls and
adverse events and confidential staff reporting systems. The Program’s
ultimate goal is to create a culture in which VA can discover and correct
unsafe systems and processes before they harm patients.

VA has indicated that it is attempting through the Patient Safety Program
to introduce significant change in staff attitudes, beliefs, and behavior so
that health care professionals will report events as part of their daily work.
In testimony before the Congress in 2000, we suggested that the Program
could be more successful if greater attention were paid to several
leadership strategies the Institute of Medicine has outlined, such as
making patient safety a more prominent goal and communicating the
importance of patient safety to all staff.' In addition, we noted that

“VA could also better ensure success if it prepared a detailed implementation plan that
identifies how and when VA’s various patient safety Programs will be implemented, how

they are aligned to support improved patient safety, and what contribution each Program
can be expected to make toward the goal of improved patient safety. "

One of the most challenging aspects of VA’s Patient Safety Program is
creating an atmosphere in which employees are willing to reveal system
problems and find system solutions to them. Traditionally, hospital
employees have been held responsible for adverse patient outcomes,
whether they stemmed from employees’ mistakes or the health care

'Certain management practices are essential in creating safety within an organization and
in the success of organizational change for improving patient safety: (1) balancing the
tension between production efficiency and reliability (safety), (2) creating and sustaining
trust throughout the organization, (3) actively managing the process of change, (4)
involving workers in making decisions pertaining to work design and work flow, and (5)
using knowledge management practices to establish the organization as a “learning
organization.” (See Ann Page, ed., Keeping Patients Safe: Transforming the Work
Environment of Nurses, Washington, D.C.: National Academies Press, 2004, pp. 3-4.)
Throughout this report, we refer to the various patient safety initiatives under the National
Center for Patient Safety (NCPS) as the Patient Safety Program, or the Program. The
initiatives we studied included adverse event and close call reporting, root cause analysis
(RCA), and the confidential reporting system to the National Aeronautics and Space
Administration (NASA).

ZGAO, Patient Safety Programs Promising but Continued Progress Requires Culture
Change, GAO/T-HEHS-00-167 (Washington, D.C.: July 27, 2000), p. 3.
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Chapter 1: VA’s Patient Safety Program

system. For example, a nurse might be blamed for administering the
wrong medicine, even when the system was at fault, as when two
medicines with similar names—one deadly, the other not—were stored on
the same shelf in similar bottles.

The poster and story in figure 1 show how complicated a day in the life of
a healthcare provider can be. In this instance, a VA nurse recognized a
potentially dangerous flaw in the system that could have caused
unintentional harm to patients. In June 2002, she reported the close call,
because she saw that the environment she worked in encouraged
reporting, and she was then rewarded with a gift certificate.
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Chapter 1: VA’s Patient Safety Program

. _____________________________________________________________________________________________________________________|
Figure 1: A VA Patient Safety Poster and Its Story

The Close Call Story behind the Poster:
We visited an intensive care unit and talked to the nurse
who reported a close call of two look-alike drugs that

Danger: Look Alike/Feel Alike were mixed together in the same drawer. She said she
reached for liquid Tylenol and found potassium chloride
EVENT: concentrate also in the drawer. She told us that the two

Oral liquid KCL found in

AceEmifBBhon g bl drugs were very different—one could kill you and the

other is a mild analgesic. The two drugs were packaged
similarly in containers with pull-off lids, and since the
same drug company made both medications, the labels
were similar. She told us she notified her supervisor and
the pharmacy. Since the medical facility had a reward
system for close calls, she received a gift certificate for
the cafeteria, and later it was determined that this close
call was the “pick of the month.” This meant that her unit
received a plate of cookies. She said that she reported
the close call not for the reward but because she is a
professional. When one day a poster appeared in the hall
alerting others to the two look-alike drugs, she wondered
whether the other medical facilities were notified. She
wondered whether she had made a difference in safety
nationwide; a nurse rarely has that chance.

ACTION:
Eliminate liquid KCL from stock since KCL
is available in powder form.

Source: VA (poster).

High-risk industries such as nuclear power and aerospace have found that
reliable safety organizations discover and correct system flaws. In
effective safety cultures, frontline workers trust one another and report
close calls and adverse events without fear of blame. Healthcare, which
traditionally employs a culture of blame, must place a premium on
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Chapter 1: VA’s Patient Safety Program

Scope and
Methodology

learning from staff reporting of adverse events and close calls.” Experts in
patient safety acknowledge that emphasis on culture is important in
preventing medical adverse events and close calls and promoting patient
safety.!

To describe the culture in VA’s medical facilities and to search for a
deeper understanding of patient safety from the viewpoint of VA staff, we
proposed to answer the following questions in the context of four VA
medical facilities:

1. What is the status of the Program’s implementation at four medical
facilities?

2. To what extent do the four sites we studied have a culture that
supports the Program? What cultural changes can be stimulated?

3. What practices in the four facilities promoted patient safety?

To meet our study’s challenges, we used several methods from
ethnography, and in certain cases we blended them with survey methods
to provide in-depth knowledge of organizational culture from the
perspective of VA’s frontline staff—its physicians, nurses, and others

%See for example, Annick Carnino, “Management of Safety, Safety Culture and Self
Assessment,” http://www.iaea.or.at/ns/nusafe/publish/papers/mng_safe.htm, (Feb. 19/2002);
Columbia Accident Investigation Board, The CAIB Report, vol. 1 (Arlington, Va.: Aug. 26,
2003). http://www.caib.us/ (Sept. 9, 2004) and Gaba, David “Structural and Organizational
Issues in Patient Safety: A Comparison of Health Care to Other High-Hazard Industries,”
California Management Review 43:1 (Fall 2000): 83-102.). A review of research on
influences on collaboration also found that “mutual respect, understanding, and trust”
appeared more often than any other factor to be a positive influence (see Paul Mattessich
and others, Collaboration: What Makes It Work, 2nd ed. (St. Paul, Minn.: Amherst H. Wilder
Foundation, 2001)).

*Highly effective safety organizations share the following characteristics: (1)
acknowledgment of the high-risk, error-prone nature of the organization’s activities, (2) a
blame-free environment in which individuals can report close calls without punishment,
(3) an expectation of collaboration across ranks to seek solutions to vulnerabilities, (4) the
organization’s willingness to direct resources toward addressing safety concerns, (5)
communication founded on mutual trust, (6) shared perceptions of the importance of
safety, and (7) confidence in the efficacy of preventive measures. (See M. D. Cooper,
“Toward a Model of Safety Culture,” Safety Science 36 (2000): 111-36, and Lucian L. Leape
and others, “Promoting Patient Safety by Preventing Medical Error,” JAMA 280:16 (Oct. 28,
1988): 1444-47.)
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Chapter 1: VA’s Patient Safety Program

directly responsible for patient care.” We intend this study to complement
our earlier reports on organizational culture and changing organizations.’
We chose ethnography because several of its techniques and perspectives
helped us study aspects of patient safety that would otherwise have
remained overlooked or would not have been observed, such as informal
mores, and to assist GAO in the development of new evaluation methods.”
These aspects were ethnography’s research traditions of (1)
conversational interviews, enabling interviewers to explore a participant’s
own view of and associations with an issue of interest, (2) the researchers’
observations of real processes to further understand the meaning behind
patient safety from the natural environment of staff, and (3) systems
thinking.®

5Ethnogmphy is research carried out in a natural setting—such as a workplace—and using
multiple types of data, both qualitative and qualitative. The approach embraces diverse
elements that influence behavior. Most important, it recognizes that what people say, do,
and believe reflect a shared culture—a set of beliefs and values—that can be discovered
by systematic study of their behavior. Ethnography produces a picture of social groups
from their members’ viewpoint. (See Margaret D. LeCompte and Jean J. Schensul,
Ethnographer’s Toolkit, vol. 1, Designing and Conducting Ethnographic Research
(Lanham, Md.: Rowman & Littlefield, 1999).) Other ethnographers consider the
multicultural image of organizations as leading to a consideration of culture’s cohesive, as
well as divisive, functions. In this case, culture is defined as a learned way of coping with
experience. Kathleen Gregory notes “More researchers have emphasized the homogeneity
of culture and its cohesive functions.” However, she also describes a multicultural model
that could be divisive in function among different occupational or ethnic groups. See
Kathleen Gregory, “Native-View Paradigms: Multiple Cultures and Culture Conflicts in
Organizations,” Administrative Science Quarterly 28 (1983): 359-76.

GGAO, Organizational Culture: Techniques Companies Use to Perpetuate or Change
Beliefs and Values, GAO/NSIAD-92-105 (Washington, D.C.: Feb. 27, 1992); Weapons
Acquisition: A Rare Opportunity for Lasting Change, GAO/NSIAD-93-15 (Washington,
D.C.: Dec. 1, 1992); Managing in the New Millennium: Shaping a More Efficient and
Effective Government for the 21st Century, GAO/T-OCG-00-9 (Washington, D.C.: Mar. 9,
2000); Results-Oriented Cultures: Implementation Steps to Assist Mergers and
Organizational Transformations, GAO-03-669 (Washington, D.C.: July 2, 2003); and High-
Performing Organizations: Metrics, Means, and Mechanisms for Achieving High
Performance in the 21st Century Public Management Environment, GAO-04-343SP
(Washington, D.C.: Feb. 13, 2004).

"One of the goals of the Center for Evaluation, Methods, and Issues in GAO’s Applied
Research and Methods group is to find new tools for evaluation; one purpose in conducting
this study was to see if ethnography was a practical tool for GAO to use in studying an
organization’s culture. By statute, “[t]he Comptroller General shall develop and
recommend to Congress ways to evaluate a program or activity the Government carries out
under existing law.” See 31 U.S.C. §717(c) (2000).

8Regaurding aspect no. 1, see James P. Spradley, The Ethnographic Interview (New York:
Holt, Rinehart and Winston, 1997).
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Chapter 1: VA’s Patient Safety Program

Our study measures, at the facility level, the extent of familiarity with,
participation in, and cultural support for the Program, and it complements
a cultural survey VA conducted in 2000. VA expects to resurvey staff in the
near future, using its past survey data as a baseline. VA’s original,
nonrandom survey contained questions regarding shame and staff
willingness to report adverse events when the safety of patients was at
hazard during their care. The VA survey did not establish staff familiarity
with key concepts of the Program, participation in VA safety activities, or
the facilities’ levels of cultural support for the Program.’

Conversational Survey
Interviews

We recognized that a tradition of fear of being blamed for adverse events
and close calls might make staff reluctant to talk about their experience of
potential harm to patients. Besides breaking through an emotional barrier,
we wanted to understand the private views of staff on what facilitates
patient safety. To achieve the informal, open, and honest discussions we
needed, we conducted private, nonthreatening, conversational interviews
with randomly selected clinicians and other staff in a judgmental sample.
At each site, we chose one random and one judgmental (nonrandom)
sample of staff to interview in a conversational manner, using similar
semistructured questionnaires (see app. III).

For the first sample, we interviewed a random selection of 10 physicians
and 10 nurses at each of the four facilities. While this provided us with a
representative sample of clinicians (physicians and nurses) from each
facility, the sample size was too small to provide a statistical basis

for generalizing our survey results to an entire facility. To give us a better
understanding of the culture and context of patient safety beyond the
clinicians involved in direct patient care at each facility, we also
interviewed more than a hundred other staff in the four study sites,
including medical facility leaders, Patient Safety Managers, and hospital
employees from all levels—maintenance workers, security officers,
nursing assistants, technicians, and service chiefs. (Appendix I contains
more technical detail about our analysis.)

VA’s survey was a nonrandom survey sent to 6,000 clinicians; it provides a description of
VA culture but not an adequate and reliable measure for generalizing at the facility level.
Although NCPS asked each facility to use a random sample, NCPS staff acknowledged that
in many cases this was not done. Furthermore, although the survey presented questions on
cultural attitudes and beliefs, such as attitudes about punishment and shame for reporting
adverse events, it did not address staff understanding of concepts such as close call
reporting, root cause analyses (RCAs), confidential reporting systems, whether staff
participated in RCA teams, or whether staff explicitly had mutual trust.
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Chapter 1: VA’s Patient Safety Program

Reporting adverse events and close calls is a highly sensitive subject and
can successfully be explored with qualitative methods that allow
respondents to talk privately and freely. When staff did not recognize a key
element of the Program, our interviewers explained it to them. (We were
not giving the respondents a test they could fail.) Selecting clinicians
randomly at each of four facilities, and asking some close-ended questions
such as those expecting “yes” or “no” answers, allowed us to analyze and
present some issues as standard survey data. This combined survey and
ethnographic approach afforded us most of the advantages of standard
surveys while establishing an environment in which the respondents could
talk, and did talk, at length about the cultural context of patient safety in
their own facilities.

Clinicians responded to a standard set of questions, many open ended,
such as, To what extent do you perceive there to be trust or distrust within
your unit or team? Among the advantages these questions had were that
they allowed the clinicians to discuss issues spontaneously and they
allowed us to discover what facilitates trust from their point of view. Thus,
if clinicians thought leadership was important, we had an opportunity to
see this from their viewpoint rather than starting from the premise that
leadership would be important to them.

An important part of our approach was content analysis, which we used to
analyze answers to both the standard and open-ended questions. Content
analysis summarizes qualitative information by categorizing it and then
systematically sorting and comparing the categories in order to develop
themes and summarize them. We determined, by intercoder reliability
tests, that our content analysis results were trustworthy across different
raters. (See app. I.)

Observation

We added another ethnographic technique in order to more completely
understand the culture within each facility. Since responses to surveys are
sometimes difficult to understand out of context, our in-depth
ethnographic observations of the patient care process gave us a more
complete picture of how the elements of the Patient Safety Program
interacted. They also gave us a better understanding of VA’s medical
facility systems. We observed staff in their daily work activities at each
medical facility, which helped us understand patient safety in context. For
example, we attended staff meetings where the Program was discussed
and we attended RCA meetings, and we followed a nurse on her rounds.
We took detailed field notes from our observations, and we analyzed and
summarized our notes.
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Chapter 1: VA’s Patient Safety Program

We reviewed files to examine data on adverse events, close calls, and RCA
reports. We read files from administrative boards, reward programs, and
patient safety committee minutes. And we interviewed high-level VA
officials.

Systems Thinking

Finally, our ethnographic research approach was systemic. This was to
help us appreciate interactions between the elements of the Program and
the facilities’ existing culture. Ethnography has traditionally been used to
provide rich, holistic accounts of the way of life of a people or a
community; in recent decades, it has also been used successfully to study
groups in modern societies. A systems approach casts a wide net over the
subject. In this case, we chose to study the Patient Safety Program in
relation to other aspects of culture in VA’s medical facilities that might
affect its adoption, such as the extent to which staff have mutual trust.

We also developed a model, or flow chart, to guide our study of the
Program and the culture of the facilities. The model, in figure 2, helped us
conceptualize the important safety activities within the Program and
analyze and present our results. We looked not only at the Program’s key
elements, in the darkly shaded boxes in figure 2, but also at what
surrounds them—the context of the medical facilities’ culture—and
whether the culture supports the adoption of the Program. Our model
illustrates that our primary focus was measuring clinicians’ supportive
culture for reporting close calls and adverse events and their familiarity
with and participation in reporting programs and RCAs. The model also
depicts the interaction between clinicians’ receiving feedback and being
rewarded and their desire to continue reporting close calls and adverse
events. It also allows us to describe how clinicians’ reporting close calls
and adverse events, and the subsequent investigation of the root causes of
them, developed into system changes that in turn resulted in patients being
safer.
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Chapter 1: VA’s Patient Safety Program

Background

Figure 2: Model of the Patient Safety Program at Four VA Medical Facilities

Program i Root cause

Feedback/rewards
System changes W

analysis

Modify program |«

|:| Supportive culture includes mutual trust and comfort in reporting
- GAO focused on these safety activities

Source: GAO.

We conducted the study at three medical facilities that VA had
recommended as being well managed. We selected a fourth facility for
geographic balance. Thus, the four facilities were in different regions of
the country. Using rapid assessment techniques, we conducted fieldwork
for approximately a week at each of two facilities, for 3 weeks at a third,
and for 25 days at the fourth.” We did our work from November 2002 to
August 2004 in accordance with generally accepted government auditing
standards.

The Patient Safety Goal

In 1998, in an influential editorial in the Journal of the American Medical
Association, George Lundberg, the journal’s editor, along with Kenneth
Kizer, then VA’s Under Secretary for Health, and other patient safety
advocates and theorists, challenged the medical profession:

“to make health care safe we need to redesign our systems to make error difficult to
commit and create a culture in which the existence of risk is acknowledged and injury
prevention is recognized as everyone’s responsibility. A new understanding of
accountability that moves beyond blaming individuals when they make mistakes must be
established if progress is to be made.”"

%See James Beebe, Rapid Assessment Process (Lanham, Md.: Rowman & Littlefield, 2001).
Before we began fieldwork, we also visited each facility and conducted numerous
interviews for approximately 3 to 5 days in order to write our study protocol.

"Leape and others, “Promoting Patient Safety by Preventing Medical Error,” p. 1444.
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Chapter 1: VA’s Patient Safety Program

This vision of making patients safe through “redesign . . . to make errors
difficult to commit” led to VA’s National Center for Patient Safety (NCPS),
established to improve patient safety throughout the largest health care
system in the United States."” To transform the existing culture of patient
care in VA’s medical facilities, VA’s leaders aimed to persuade clinicians
and other staff in health care settings to adopt a new practice of reporting,
free of fear and with mutual trust, identifying vulnerabilities, and taking
necessary actions to mitigate risks.

The Under Secretary had recognized risk to patients during care and that a
focus on VA’s existing culture could improve patient safety. Related
research shows that if complex decision making organizations are to
change, they must modify their organizational culture.” Traditionally,
clinicians involved in an adverse event could be blamed or sued, but the
roots of unintentional errors are now understood as originating often in
the institutions and structures of medicine rather than in clinicians’
incompetence or negligence."

Several contextual factors influence how the Patient Safety Program is
experienced at the medical facilities we visited and show the increasingly
complex world of patient care. Our study’s limitations meant that we could
not study these factors, but health care facilities in general, as well as VA’s,
are experiencing difficulty in hiring and retaining nurses, as well as
potential staffing shortages. Patients admitted to VA medical facilities have
more multiple medical problems that require more extensive care than in
the past. VA’s eligibility reform allowed veterans without service-
connected conditions to seek VA services, leading to a 70 percent increase
in the number of enrolled veterans between 1999 and 2002.

The Patient Safety Process

VA has provided funding of $37.4 million to NCPS for its Patient Safety
Program operations and related grants and contracts for fiscal years

2y A’s health care system plays an important role in teaching physicians and nurses. It has
193,000 full-time-equivalent employees. The 158 medical facilities are organized into 21
regional networks.

BGAO/NSIAD-92-105.

“David M. Gaba, “Structural and Organizational Issues in Patient Safety: A Comparison of
Health Care to Other High-Hazard Industries,” California Management Review 43 (2000):
83-102.
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Chapter 1: VA’s Patient Safety Program

1999-2004." In fiscal year 1999, NCPS defined three major initiatives: (1) a
more focused system for mandatory close call and adverse event
reporting, including a renewed focus on close calls; (2) reviews of close
calls and adverse events, including RCAs, using interdisciplinary teams at
each facility to discover system flaws and recommends redesign to
prevent harm to patients; and (3) staff feedback on system changes and
communication about improvements to patient safety.'

Close Call and Adverse
event Reporting

Starting with the NCPS program in 1999, reporting of close calls increased
dramatically as their value for patient safety improvement was widely
disseminated and increasingly recognized by VA personnel. A close call is
an event or situation that could have resulted in harm to a patient but did
not, either by chance or by timely intervention. VA encourages reporting
close calls and adverse events, since redesigning system flaws depends on
staff revealing them."” VA’s Patient Safety Managers told us that only
adverse events and not close calls were traditionally required to be
reported to supervisors and then up the chain of command.

Under the Program, staff also have optional routes for reporting—through
Patient Safety Managers or a confidential system outside their facilities.
Staff can now report close calls and adverse events directly to the
facilities’ Patient Safety Managers. They, in turn, evaluate the reports,
based on criteria for deciding which adverse events or close calls should
be investigated further. NCPS also has a confidential reporting option—
the Patient Safety Reporting System (PSRS)—through a contract with the
National Aeronautics and Space Administration (NASA). NASA has

27 years of experience with a similar program, the Federal Aviation
Administration’s Aviation Safety Reporting System. Under the contract
with VA, NASA removes all identifying information and sends selected

PFor fiscal year 2004, information was collected through August 4.

Efforts under NCPS that we did not study included prospective analysis of potential
problems (such as reviewing contingency plans for failure of the electronic bar code
medication administration system), safety protocols focused on surgery, and a system of
technical alerts to warn clinicians of malfunctioning mechanical equipment.

"The Patient Safety Program does not replace VA’s existing accountability systems, which
include VA internal review boards, compromise or settlement of monetary claims, and
referring possible criminal cases to the Department of Justice. See 38 C.F.R. §§14.560,
14.561, 14.600 (2004). If an RCA team determines that a crime is suspected or has been
committed, it initiates the review process by referring the matter to the facility director.
Similarly, questions involving quality of performance are handled outside the Program.
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items of special interest to the NCPS. NASA also publishes a newsletter
based on reports that have had their identifying information removed.

Root Cause Analysis
Teams

Working on interdisciplinary teams of usually five to seven participants,
staff focus on either one or a group of similar close calls or adverse events
to investigate their causes. Then they search for system flaws and redesign
patient care so that mistakes are harder to make. Under the Program,
NCPS envisioned that these teams would be a key step to improving
patient safety through system change and one of its primary mechanisms
of introducing clinicians to the Program." In 1999, NCPS began RCA
implementation.” In this on-the-job training, Patient Safety Managers guide
local interdisciplinary teams in studying reports of close calls or adverse
events to identify and redesign system weaknesses that threaten patients’
safety. Teams are allowed 45 days to learn as much as possible from a
close call or adverse event or a group of similar close calls or adverse
events such as falls, missing persons, medication errors, and suicides
called aggregated reviews. Within the given time period, teams are to
develop action plans for system improvement. Personal experience on
interdisciplinary RCA teams investigating close calls and adverse events at
their home facilities is the clinicians’ key training experience. VA expected
that the RCA experience would persuade staff that VA was changing its
culture by encouraging a different approach to reporting.

Feedback Mechanisms

Staff need to receive proof that the Program is working by receiving timely
feedback on their reporting. A feedback loop fosters and perpetuates close
call and adverse event reporting.” Without it, staff may feel the effort is
not worth their time. NCPS built in feedback loops at several levels of the
system. For example, individuals who report a close call or adverse event
are supposed to get feedback from the RCA team on actions
recommended as a result of their reports. Also, NCPS issues an online
bimonthly newsletter that reports safety changes.

A1l RCA material and findings are part of VA’s medical quality-assurance program.
Records developed under the program are confidential, privileged, and subject to limited
disclosure. See 38 U.S.C. §5705 (2000).

19Only reported adverse events and close calls that meet certain criteria of seriousness and
frequency are examined in RCAs.

20John, Corrigan, and Donaldson, eds., To Err Is Human, p. 99.
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In chapter 2, we measure clinicians' familiarity and participation in the
Program at the four facilities we visited. Chapter 3 is an examination of
whether the culture at the four facilities supports the Patient Safety
Program and chapter 4 provides examples of management practices that
promote patient safety. We asked VA to comment on our report; VA’s
comments are in appendix IV. Our response to their comments is in the
conclusions located in chapter 5. VA also provided some additional
comments to emphasize that it believes that it has taken steps to address
the issue of mutual trust. VA describes those steps in the report on

page 67.
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Chapter 2: Progress in Clinicians’ Familiarity
with and Participation in the Program

Facilities Shared
Safety Hazards but
Not Program
Familiarity and
Participation

In general, we found progress in clinicians’ understanding and
participation in the Patient Safety Program. Three facilities had medium or
higher familiarity with and participation in the Program’s core elements,
and one had lower. At that facility, the staff were not following VA’s policy
of reporting close calls and were not being educated in the benefits of
doing so. Examining the data across our total random sample, we found
that some clinicians were familiar with several core concepts of the
Program and were unfamiliar with others—a picture NCPS officials said
did not surprise them.

About three-quarters of clinicians were familiar with the concept of RCAs
(newly introduced in 2000) and the concept of the close call. About half
the clinicians recognized the new confidential reporting process—another
equally important program. One-third had participated in an RCA or knew
someone who had. NCPS staff told us that participation in RCAs is crucial
to culture change at VA, and clinicians who were on RCA teams indicated
that they experienced the beginning of a culture shift.' Of the staff who
had participated in RCAs, many indicated that it was a positive learning
experience, but facilities varied in ensuring clinicians’ broad participation.

VA has made progress in familiarizing and involving clinicians with the
Program’s key concepts. But while the facilities we studied shared basic
safety problems, three had made more progress than the fourth. First, all
four experienced similar hazards to patient safety. Second, we report
clinicians’ familiarity with and participation in the Program in two ways—
grouped first by facility and then across the four sites.

Facilities’ Share Common
Safety Reporting Pattern

The four facilities shared an overall pattern in the types of adverse events
they reported, reflecting their common safety challenge. To establish the
Program’s context, we asked at the four facilities to review documents
related to close calls and adverse events reported over a one-month period
(June 2002). All the facilities reported falls for this period, while two
facilities or more recorded patients’ violence toward staff, patients’
suicides and suicide attempts, missing patients, and medication errors (see

'For more on NCPS and its implementation of the Program, see the timeline in appendix II.
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fig. 3).* Although our data reflect a limited time period, the highly
overlapping types of reporting at the facilities parallel those found in the
wider VA patient care system, as documented in an earlier review by the
VA Medical Inspector.’

Figure 3: Types of Adverse Event and Close Call Reporting at Four VA Facilities,
June 2002

VA medical facility
Reporting type
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Suicide or suicide attempt
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Source: GAO.

Note: Excludes reports in pharmacies, laboratories, and other areas of VA facilities that had separate
reporting systems. Facilities with suicides not reported for June 2002 may have had suicides reported
in other months.

Facilities’ Differences in
Participation and
Familiarity with the
Program

Staff at one facility had less familiarity with and participation in the
Program than staff at the three others (see fig. 4).* In the interviews with
the random sample, we found Facility D had lower familiarity with the
Program’s concepts than the other facilities and lower participation in
RCAs; this pattern was buttressed by additional interviews at Facility D.
For example, the quality manager who supervised Patient Safety Managers
at that facility did not realize that close call reporting was mandated, and
the education officer who trained staff in patient safety told us that staff

2Missing patients includes patients who have a pass to leave their unit and have not
returned on time, as well as patients who leave without a pass.

VA Office of Medical Inspector, VA Patient Safety Event Registry: First Nineteen Months
of Reported Cases Summary and Analysis (Washington, D.C.: June 1997-Dec. 1998), p. 12.

*To measure how familiar the staff were with the Program’s core concepts, we calculated
the average familiarity, grouped by facility, by combining answers for the series of
questions noted in figure 4. More information about our methods is in appendix [; our
questionnaire is in appendix III.
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were generally not acquainted with the concept of reporting close calls.
Because knowing that an initiative exists is often the first step to
participation, the lower familiarity with the Program at Facility D in the
fifth year of implementation was a likely impediment to the adoption of
the Program there.

. ___________________________________________________________________________|
Figure 4: Familiarity with and Participation in the Program by Facility

High
Medium
Low
A B (o D
Medical facilities
Source: GAO.

Note: A summary code we created for each facility reflected a composite score for answers to five
questions about familiarity with the key elements of and participation in RCAs: Do you know what a
close call is? Do you know what the Patient Safety Reporting System is? Do you know what an RCA
is? Have you participated in an RCA? Do you know anyone who has participated? Coders analyzed
all answers for each individual random sample respondent with regard to expressions of mutual trust
and comfort in reporting. Then they created a summary value rating of low, medium, or high for each
individual. This summary rating was then tested through rater reliability, and the scores were
determined acceptable. Individual summary ratings were averaged for each facility. In each key
elements question, we let “yes” equal 2 and “no” equal 0, ensuring that an individual who knew each
of the five elements would achieve a composite score of 10. Finally, we averaged composite scores
to get an average score for each facility. Rather than display these numbers, we used a scale of high,
medium, and low for 10, 5, and 0 and placed the answers accordingly. (Appendix | describes our
methodology; appendix Il reprints our questionna