	
	

	



Derek Atkinson:	Welcome to the Patient Safety Huddle. Presented by the VA National Center for Patient Safety. I'm your host, Derek Atkinson, Public Affairs Officer. Joining me today is NCPS Program Manager, Rodney Williams. Hello Rodney, how are you doing today?
Rodney Williams:	Pretty good, thanks.
Derek Atkinson:	Well, thank you for joining us today on the Patient Safety Huddle. Before we get started, can you tell our listeners [00:00:30] a little bit about yourself?
Rodney Williams:	Right. Rodney Williams, the Program Manager here at the National Center for Patient Safety. I've been here for about 15 years. Attorney by trade and also, Social Work. Retired from the military after 28 years in the Air Force.
Derek Atkinson:	Well, thank you very much for your service Rodney.
Rodney Williams:	No problem.
Derek Atkinson:	The Failure Mode and Effect Analysis or FMEA has been used for more than 30 years in the aerospace, automotive, aviation, and nuclear industries. The VA National Center for Patient Safety took the FMEA [00:01:00] and further developed it for the healthcare industry. Rodney, what is the Healthcare Failure Mode and Effect Analysis?
Rodney Williams:	Right. Derek, really when we look at events that have happened at our hospitals, we know that when an adverse event occurs, that you do a root cause analysis. That's really reactionary. That's when an event occurs, you're trying to make sure it doesn't happen again. HFMEA, and the healthcare system that we created, are looking [00:01:30] at it proactively. We're trying to figure out what could go wrong. We're not waiting for the event to occur. This is really a prospective look. We're looking at what could go wrong in all our areas. Trying to anticipate, to mitigate harm from occurring, and causing harm to our veterans.
Derek Atkinson:	What's an example of an HFMEA?
Rodney Williams:	Great. Certainly, we do HFMEA's throughout the hospital. One, our first one we did in the VA system, was BCMA [00:02:00] because certainly, we saw that bar-coding, although required in the VHA, wasn't really being done. When we first started it, which was about 10 years ago, that was our first major project, we wanted to see what could go wrong in a hospital when folks don't use bar-coding and then what could go wrong even if they use it? We tried to anticipate both ways. What goes wrong if they didn't use it, which could be devastating. Certainly giving veterans the wrong medication, [00:02:30] scanning information incorrectly, having lists, and then scanning those lists, are all vulnerabilities within our system. 
	We wanted to make sure hospitals knew what the process was and what the vulnerabilities were. That was our first one, so we identified a lot of vulnerabilities in that area. One was making sure the equipment actually worked. Each hospital had to do their HFMEA for that particular year on bar-coding. We got a lot of good information, [00:03:00] best practices in the VA system that are now being used outside the VA. That was our first one.
	Then from there, we started allowing hospitals to find their own. As long as they identified an issue that cut across the hospital like alarm fatigue, we know that that's a huge one throughout the healthcare industry. Is all these equipment just binging and bonging and then you then you're trying to ask a nurse to try to figure out what do you do [00:03:30] about that information? Then you stop listening. Then you stop reacting. Then harm can come to our veterans. Coming up with ways to mitigate that was one of our major ones as well.
Derek Atkinson:	You mentioned that that particular year, VA's had to do theirs on the BCMA. I guess my question would be, are VA's still required to do an FMEA every year or quarterly? What does that look like?
Rodney Williams:	Right. The Joint Commission in the beginning had the requirement to do [00:04:00] an HFMEA or some kind of proactive risk assessment every 12 months. Last year in 2015, they changed it to every 18 months. The VA, we didn't change ours until this year, 2016. Where we decided we would allow facilities to look at it every 18 months instead of every 12 months. We started getting in line with the Joint Commission and allowed our facilities to do that, but certainly they're still required to do [00:04:30] one every 18 months.
	We recommend that they look at issues and concerns of vulnerabilities throughout the whole organization, not just in one area. That's why we like them picking topics that cut across areas like alarm fatigue, because we know that happens in every area. We want them to cover those bases, so they can improve not just one unit, but all the units within the hospital.
Derek Atkinson:	What does VA do with all the information that's gathered through these HFMEAs?
Rodney Williams:	That's a [00:05:00] wonderful question because certainly we want to make sure that good information, the best practices at one hospital just doesn't stay at that one hospital. When they complete their HFMEA, we require them to provide us, through our website, with the topic that they used, what they looked at, and then whether they made improvements or not and a point of contact. That way, other facilities can search that website and [00:05:30] find if a topic was done on an area that they're interested in. Then they can contact that patient safety manager at that facility and get their best practices and those type of things.
	Now, what we're trying to do for 2017 is create a more interactive approach and so with the help of the Veteran Engineering Resource Center, they've worked with us in coordination and conjunction to create a software where [00:06:00] the facilities will actually upload the actual HFMEA, so that can be searched. Right now, they can only look at the topic and a point of contact. In the future, they'll be able to pull it, the actual document itself. What improvements were made, the actions, the outcomes, whether it made a difference or not. They'll be able to look at all that information and then select which ones they want to focus on. If they see a best practice blood transfusion, they can go online, type that in, and [00:06:30] the HFMEA will pop up, so they can look at it. 
	We want to do that so that facilities can really gain that good experience. We also really want to do it because we want to know what the best practices are as well and so we can share it nationally. Right now, you have to contact each facility in order to get that information. This is a wonderful way to be more transparent. We're trying to get away from, you see one VA, you seen one VA. We want all the VA's to get the best practices and improvements [00:07:00] within the organization.
Derek Atkinson:	That sounds really promising. That means that if I'm out in San Diego and something comes up as you mentioned with blood transfusion, I can get on there and look it up and see what other facilities have experienced that and then hopefully also see the solutions that they came up with as well.
Rodney Williams:	Absolutely. The other good part about that is when you do an HFMEA, because some topics are very, very large, you only select a narrow part of [00:07:30] it, if you look at one online and you see some best practices in that area and you implement that, you may also see some vulnerabilities in the other areas. You can tackle another segment, another step in the process, and improve on that one. Then other facilities can see that as well. We can really close the loop on all the issues and concerns that we see within our system.
Derek Atkinson:	Is there anything like this or similar that's happening out in the private sector in healthcare?
Rodney Williams:	[00:08:00] Right. I think the private sector is really pushing their way into doing this as well. They do, to give them credit, some proactive risk assessments, but they don't do it at the same volume that the VA does it. Because we're required to do it, not only because of Joint Commission, but because our directive says that it should be done as well. We want to make sure that we're proactive within the VA system because not only are we caring for [00:08:30] our veterans, we also have, to make sure our stakeholders are happy as well.
	We know that our primary purpose is our veterans and the care, that we're all striving to make sure that they have the best care possible. Healthcare as a whole, they're doing proactive risk assessments. In fact, they contact us pretty often to use our materials and for us to come and assist them on occasion and we're happy to do that as well.
Derek Atkinson:	Just so everyone [00:09:00] understands, a root cause analysis is really what you do after something happens and the HFMEA is really more focused on preventing harms from happening to veterans or to patients out at the medical centers. Is that a good way to sum it up?
Rodney Williams:	That is. I think that's a wonderful way to sum it up because certainly we're scanning events in a hospital. We're scanning what could go wrong. Really, with HFMEA you're looking [00:09:30] at what could go wrong. You're really just trying to use a crystal ball if you will, trying to figure out what could go wrong, and what can we do about it before it harms a patient? That's really the whole focus.
[bookmark: _GoBack]Derek Atkinson:	The VA National Center for Patient Safety created the Healthcare Failure Mode and Effect Analysis as a systematic method of identifying and preventing product and process problems before they occur. To learn more about HFMEA and the VA National Center for Patient Safety, please visit [00:10:00] www.patientsafety.va.gov. Rodney, thank you for joining us today on the Patient Safety Huddle.
Rodney Williams:	My pleasure. 
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