	
	
	



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 Dr. Hardeep Singh from the Houston VA Center for Innovations and Quality, Effectiveness, and Safety. Hello, Dr. Singh. How are you? 
Hardeep Singh:	Fine, thanks. Thanks for having me over. 
Derek Atkinson:	Yes. Thank you for joining us [00:00:30] today on The Patient Safety Huddle. Before we get started, could you tell our listeners a little about yourself? 
Hardeep Singh:	Sure. I started my VA career as a primary care doctor. I have slowly transitioned into research in health services, outcomes, patient safety, and improving the quality of care. 
Derek Atkinson:	You have a Patient Safety Center of Inquiry down there that you help run, and it's based on electronic triggers to measure missed [00:01:00] diagnostic test results. With that, I'm just wondering, how prevalent is missed diagnostic test results? 
Hardeep Singh:	We have been privileged to have a center funded from the NCPS for about 10 years now, and the work on missed test results started around that time when we were first funded. Some of our initial studies showed that about 7 percent of abnormal lab results and about 8 percent of [00:01:30] abnormal imaging results are lost to followup at 30 days within the VA. 
	The number is quite comparable in the private sector. In the private sector, there was a study around the same time as we did ours, which showed that about 7 percent of clinically actionable test results are never communicated to patients. This is a fairly frequent problem.
Derek Atkinson:	Yeah, sounds like it is. What does this actually mean for the patient? 
Hardeep Singh:	If the patient doesn't have a timely followup on some of the abnormal [00:02:00] results ... When we say abnormal results, we're mostly talking about the subcritical values. Because if it's really life threatening and critical, most of the time, the communication is happening and the patients are taken care of. So if somebody has a potassium of eight in the hospital, or seven and a half, somebody will get a call, somebody will take action right away or in 30 minutes.  But with subcritical results, the clinically actionable results, they may not necessarily need action in the next few minutes, but they would need action over [00:02:30] a period of days, or maybe a week or two. 
	What happens is you have a delay in care on a clinically actionable result such as... cancer. So you've got a FIT test, which is a stool or [inaudible 00:02:44] blood test, or you've got a PSA, which has abnormal... you've got some indication that something needs to be done next but it's not done, and so delays in care might happen. 
	We've seen delays in cancer diagnosis related to, [00:03:00] for instance, missed followup of imaging, which is unfortunately a frequent finding... quite frequent in the VA, more frequent than it should be. You could have delays in diagnosis of whatever condition... the test relates to, and that could mean cancer in some circumstances.
	And the other thing I would say is, what it means for the patient is, if we were communicating these to patients and were not... always closing the loop, the patients will [00:03:30] need to be more proactive in making sure that if they had a test, or a chest X Ray or a CAT scan, and they haven't heard from the doctor or the doctor's office, whether it's normal or whether they need follow up, they themselves need to be more proactive and reach out to us, saying hey, what was my test result?
	[inaudible 00:03:48] assume that if you haven't heard from the doctor, that the news is good, so that's another sort of message for the patient to... We are losing these things and we're not closing the loop [00:04:00] as often as we... We should be closing the loop 100 percent but we're not there yet.
Derek Atkinson:	What is the Houston PSCI doing to address this problem? 
Hardeep Singh:	Initially... we were funded about ten years ago... We were initially doing descriptive studies to explore how do you define the problem, how do you understand it, how do you identify contributing factors as to why these things were happening. So for instance, some of the reports that we had in the [inaudible 00:04:28] showed that even then, [00:04:30] people were getting notifications of these test results within the electronic health records, the PRS, they would still miss followup. 
	There were several reasons. A couple of the things we found out was... Let's assume that if I'm a primary care doc and I send the patient to a subspecialist who ordered a test, now the test, if it's abnormal, let's assume this is a CAT scan and it was a pulmonologist... If the CAT scan is abnormal and the VA, the notification [00:05:00] goes to the organ commission as well as the primary care physician of the patient, the primary care provider. 
	What might happen is, the notification now goes to two people. The pulmonologist might think, oh, the primary care provider is gonna follow up, because they are the ones who are... gatekeepers and the owners of the patient care within the VA. And I might think, well, the pulmonologist will follow up, because they are the ones who ordered the test. And then you diffuse responsibility [00:05:30] like that. Your risk of loss of followup becomes double, and we actually showed that in one of our studies.
	And so despite good electronic communication within the electronic health record when you can now easily get from point A to point B, you can easily move critical clinical information, you still may not have followup, because I'm thinking he's gonna do it, and he's thinking I'm gonna do it. That's just one of the things, and we found out that we get a lot of these notifications. 
	You can get overloaded, you have alert fatigue, [00:06:00] and then you miss things. One of our surveys, which was funded through the PSCI, we showed about thirty percent of primary care providers in the VA say that they have missed abnormal test results because too many view alerts, is what they are known as in the VA's electronic health record. 
	Then we started shifting efforts to try to review some of that information overload that's coming in through the EHR. We also started fixing not just the local policy, [00:06:30] but the national policy. A few years ago we worked with the primary care central office in making sure that we have consistent national standards and consensus on what's abnormal, how do you get it from point A to point B, who is responsible, all of that. So we made national policies, and also gave implementation guidance on the national policies. 
	We also looked towards some strategies that would be... what's called the little hanging fruit, the things that we can do easily. So we got a work group [00:07:00] together many years ago, again through the primary care central office, where experts got together and figured out, well, how do we improve communication of test results in the VA. So we developed a toolkit.
	We also had other strategies to improve notifications of... the CPRS view alert notifications that I mentioned. There's plenty to be done.  We found training issues. We [inaudible 00:07:21] recommend some strategies, how you can customize and change your notifications to make the most of the VA's wonderful electronic [00:07:30] health record. So what we have created, in fact, is what we call the socio technical approach, where the fix is not just one thing. It's not just about the content, which is lots of notifications, it's not just about policy, but it's about the whole system around test results followup. 
	So we've got eight dimensions of a socio technical model that we follow, and we try to figure out how in each of these dimensions can we improve followup [00:08:00] of test results. Policy dimension is only one thing, but maybe another dimension is measurements. So you start measuring these issues, you start finding out, oh, we're missing a few things. Let's do something about this. Data is very powerful. 
	So that's some of the overall strategies we've been using, in terms of defining the problem, measuring it, and figuring what the contributing factors are so that we can develop solutions to fix the problem.
Derek Atkinson:	So where does the PSCI go [00:08:30] from here? 
Hardeep Singh:	What we've done so far in developing the initial groundwork that is needed to fix the issues going forward... What we are proposing is some sort of a measurement framework. We think that if we can identify where we are... where are patients are falling through the cracks, we'd build systems of measurement and monitoring, and show the data [00:09:00] to the facility level, staff and providers. We've actually tried to send the data down to the provider levels, but providers are also very busy, and we want to make sure that if we're missing some test results, somebody's notified, including the provider. But we'd also want to make sure that the institution is responsible for ensuring followup, and gives providers the support that they need. 
	So what we're trying to propose is coming up with what are the tools and strategy at the system level that could inform [00:09:30] measurement and feedback related to missing test results. Let's say, do most VA authorities have a program that enables them to track and measure missed test results? No. And so what we would want to do is use collaborative approaches to engage clinicians and facility leadership to develop such a program, create some good measurement strategies. 
	And when I say measurement strategies, we've actually tried to use the electronic health record effectively to develop what we call our triggers, to identify patients where test results are being missed. [00:10:00] I'll give you an example. If somebody has a chest X Ray which is abnormal and has not been followed up in 30 days by let's say a CAT scan or a pulmonary appointment or bronchoscopy or biopsy... if none of those events happened after a chest X Ray that was suspicious for malignancy, the computer will pick it up. And we try to make this algorithm to pick up these patients smarter and smarter, so of course if you have a diagnosis that is [00:10:30] terminal, we won't pick it up because you may not need followup, and that's one of the reasons that we try to enhance the predictive value of these algorithms. 
	So we've developed these algorithms, we run them in the data they're housed, and then out comes a list of patients who maybe potentially lost a followup. Now, somebody has to take action on these patients, right, because let's assume I'm the VA facility, I run the program, and I realize that a month ago or two months ago, we had six patients [00:11:00] whose tests were abnormal, but were not followed up. Now we want to make sure that they've number one, acted on that, right? So you identify the [inaudible 00:11:09] few people who were having missed test results and now would need followup. 
	But then also we need to create some quality improvement and feedback around it. It's just not... catching dropped balls all the time, but we need to make sure we develop a system of resilience where you can then use this data [00:11:30] for local quality improvement and feedback. 
	If I'm the CEO of the facility or the Chief of Staff, if I'm seeing data on my patients in my facility where X many people every month are getting lost to followup, I should be then asking the question, why is this happening and what can I do about it? 
	So our goal is to create this measurement foundation so the facility can use this actionable data to actually do something about it, and then they can do the drill down. They might figure out that the policies are unclear. They might figure out that [00:12:00] the people who were missing some of these test results were the ones who were most overloaded with [inaudible 00:12:05] alert. They might find that people were out on vacation and there was no hand off to the other clinicians when one provider was out. They might find out that there was some training issue, they didn't know how to process alerts.
	All of these local solutions would start coming up when we show this powerful data at the facility level. That's the way we want to take [00:12:30] our work in the future.
Derek Atkinson:	That sounds really exciting. This could really, really improve the outcomes for patients. I'm excited to see where this goes and to see where you guys take it, especially with the new electronic health record coming into play here at VA within the next couple of years. I'll certainly stay tuned for that.
	Is there anything else that you'd like to mention?
Hardeep Singh:	Sure. Our work, mostly what I described was around missed [inaudible 00:12:57], but we're also thinking broadly. You mentioned [00:13:00] the new electronic health record and what that might entail. Our goal has been using multi [inaudible 00:13:07] approaches and improving patient safety in the electronic health record era, so we want to also be proactive that when the new EHR is implemented, we want to make sure that it's used safely and correctly and completely.
	We've developed some guidance in the non VA setting on another project that we think would be really useful if the VA moves towards [00:13:30] electronic health record in the next few years, which would introduce some new, possibly unintended consequences that we need to watch out for. We've developed guides called ONC SAFER guides... and that's really available on the web... where one institution can proactively evaluate how the electronic health record implementation is going.
	There are other areas. We worked with IHI recently on developing a report on referrals, best practices, which is also electronic [00:14:00] communication and some of the work that we do in the VA in the beginning. Also funded through NCPS was on how do you improve a full communication between the generalist and the specialist, which is another area of 50 that we've studied, which can lead to delays in care.
	We're also [inaudible 00:14:15] trying to study how you improve cognition and thinking of connections. How do you make sure there is less misdiagnosis. There's plenty to do, and we're excited, and we really thank NCPS for funding our work. None of which I described to you today would have [00:14:30] possibly have been done.
Derek Atkinson:	Well Doctor Singh, thank you so much for joining us today on the Patient Safety Huddle.
Hardeep Singh:	Thank you, thanks for having me. 
Derek Atkinson:	Absolutely. 
	To learn more about the Houston VA's Patient Safety Center of Inquiry, please visit www.patientsafety.va.gov.
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