	
	
	



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 VA National Center for Patient Safety director, Dr. Robin Hemphill. Hello Dr. Hemphill, how are you?
Dr. Hemphill:	I'm doing well, thanks.
Derek Atkinson:	Thank you for joining us today on The Patient Safety Huddle. Before we get started, can you tell our listeners a little about yourself.
[bookmark: _GoBack]Dr. Hemphill:	Sure. I'm an emergency [00:00:30] medicine physician by background. I trained at the Joint Military Medical Centers, that was down in San Antonio, Texas. I was there for my residency program because I was on a health profession scholarship program with the military. When I was done with my training I did my payback at Brooke Army Medical Center. We always used to laugh, I was in the Air Force but I worked at the Army hospital, so I wore blue but bled green.
	After my commitment I went into academics for a period of time, had the pleasure to work at some wonderful institutions both at Vanderbilt and at Emory. [00:01:00] During my time I got very, very interested in health policy, how is it that we design, develop and try to put into place policies that would take care of patients. To make a long story short, it led me to focus intently on patient safety, that's where I've really chosen to spend my career. I joined the VA in 2011 to be here at the National Center for Patient Safety.
Derek Atkinson:	On your website it says that NCPS was created in 1999 to develop and nurture a culture of safety throughout the Veterans Health Administration. [00:01:30] That seems like a tall task, so how do you go about that?
Dr. Hemphill:	If you have a big organization like VA, it's enterprise, runs across the nation and a couple of sites outside the United States, what you try to do is set up a very clear structure and then you know that there's a certain standardized approach and process that runs within that structure and you really count on it. We know that at every facility there is a patient safety manager. We hope at the bigger and more complex ones that they may have more than one or some additional help for [00:02:00] the patient safety manager. We then make sure that that patient safety manager has a core set of competencies that we train to. 
	We have a patient safety handbook that really gives you the rules of the game about how and the ways that we expect them to interact with patients, the facility and facility leadership. We then make sure that they are trained and taught to look for adverse events, so in other words rather than assuming the world is well-designed and perfectly designed, we really try to encourage them to say that it's a very complex setting and if something doesn't seem right it very [00:02:30] well might not be right, so don't ever assume that things are going the way they're supposed to go.
	We give them a really clear set of tools by which we would ask they investigate adverse events when they happen, and we give them a process by which they can enter the results of their investigations into a system that allows us to look for issues that may be applicable and cause harm across either a good portion of a region or across the nation as a whole.
	At the [vision 00:02:58] level then, that's our regional level, you have a [00:03:00] patient safety officer. Again, they then are overseeing and trying to help support the patient safety managers at the facilities and also try to keep track of emerging and concerning issues within their area of region. Then you have the National Center for Patient Safety at the VA Central Office level. What we then try to do is to say based on the things that people see in the facility, what to we come to recognize as threats and vulnerabilities across the entire enterprise and then that's how we build most of our programs.
	If we're doing something like clinical [00:03:30] team training, it's because we know that in 70-80% of adverse events there's at least one route that is related to a breakdown in the team. It could be communication, it could be followership, it could be leadership. That's why we do consistent training in that area, it's because we recognize it as a system-wide vulnerability.
	We also do try to track some data elements that we think would be helpful so that the patient safety managers know how they're performing and can try and talk to their facility leadership in ways to improve at the local level. That's kind [00:04:00] of a quick sense of the way we approach this and the framework that we've built to try and sustain it.
Derek Atkinson:	You mentioned a few of the products and services that NCPS provides to your customers, the patient safety managers and officers out in the field at VA Medical Centers around the country. I'm just wondering if you could maybe talk about some of the other programs and initiatives that you've been able to develop and implement from NCPS and throughout the field.
Dr. Hemphill:	[00:04:30] I already mentioned clinical team training, and again that's a program that's designed to help facilities create what we would say are high-functioning clinical teams. Rather than the sense of individual vigilance, we are trying to sustain and create a team situational awareness so that everybody has a sense of what is the expected outcome, how do we get there, where is it breaking down, let's talk about that early. 
	We often ask patients to be involved in their own care. In fact, the joint commission has an initiative that they call [ASK 00:05:00]. [00:05:00] Imagine you're a person in a foreign land with a foreign language and you're supposed to speak up on your behalf. Many patients and their family members find the healthcare system to be incredibly intimidating. They don't really know how to participate and they're not comfortable speaking up.
	One of our program managers here, Beth King, has taken that problem and has created something called The Daily Plan. The design behind this is that at the beginning of the day a nurse can extract from the clinical record, which for us is an electronic record, to see what is supposed to [00:05:30] happen to this patient today. They can sit down with the patient and their family and they go through that. That's called their Daily Plan and what we've essentially given them now is a road map to what is supposed to happen to them today. Now they understand, not only does this help remind the nurse what's supposed to happen, it means that now the patient or their family member has a much greater opportunity to say, "Hey, I was supposed to have a test at noon. Nobody's come for me yet." Even more importantly, if somebody comes to take them for a test they can say, "I don't see that on my daily plan. Are you sure I'm supposed to get [00:06:00] that test given to me today?"
	We also recognize that if you want to build a different future, you have to be very intentional in that. We think that there have been a lot of things that would be skills and core competencies that were not part of my training when I was in medical school and weren't part of many people's training, so we're developing training programs for chief residents in quality and safety. We also have a patient safety fellowship. Each of these have been done in partnership with the Office of Academic Affiliations because you don't do any big projects in something like the [00:06:30] VA without enormous support and participation from other great leaders within.
	We also try to take by the horns the idea that if we have something that has been recalled that we know that we will be able to get it off the shelves and out of harm's way so that it doesn't touch a patient, so we do product recall. We also try to understand much more proactively where equipment may be failing us and to understand how it's interacting in the system and if it might be causing harm to understand that quickly, effectively and then, again, propose solutions [00:07:00] for the facilities so that they can work with the equipment in a safer fashion.
	Those are just a couple of the things. We obviously work in areas such as drug safety as well. We also try to be intimately involved with partnership as we're moving forward and trying to think about how to more safely give care in choice programs. Really there's a lot going on here and that's just a little bit of flavor of some of the things that we do.
Derek Atkinson:	What lessons could the private sector learn from the VA? From what you just described it sounds like it's a whole lot of things that NCPS [00:07:30] is involved with. How does that level of patient safety involvement compare with the private sector?
Dr. Hemphill:	I think that there are a fair number of things that the private sector could learn from us. I think the rigor of the approach to patient safety and recognizing it as not a subordinate sub-element of quality but really as a co-equal partner to quality and then ensuring the people who are participating and trying to be the advocates for patient safety are appropriately trained. [00:08:00] They have a very standard way that we say these are their core competencies and we really want to say your patient safety manager should really be charged with being close to the ear of your facility director, your chiefs of staff. 
	We think that's particularly important and, again, we don't try to say that safety is more important, we just want to stress that if you think of safety as a subordinate element of quality, then you have a tendency to think of it being equal to something like efficiency or equal [00:08:30] to something like timeliness and yet instead, safety and efficiency are often in tension with each other and if you don't make it very clear the way we have tried to stress this in the VA, you have a tendency to start to think about, well, efficiency's more important than safety or these other things are more important.
	Because safety is often about risks, it's not until something terrible happens that you realize that you had really pushed your efficiencies and your timeliness too far, so far in fact, that it was no longer safe. You really want to stress [00:09:00] as this important thing that you really say, "We will never sacrifice safety for these other areas." I think the clarity of that is something that other places could learn.
	I also think we have a lot to teach people about how to input and think of adverse events, to think about the culture that will help people report things. Certainly I think the VA has been a pioneer in showing that team training can give you wonderful outcomes, the importance of time outs, the importance of checklists. These are things that [00:09:30] this organization was very, very early in pioneering and I think we have given many of those lessons to the private sector and I think in some cases we've even really kind of led the way on them.
	In terms of how we compare, there's been an article that just came out recently in the JAMA internal medicine journal from June of this year that really shows you comparative VA performance to non-VA centers and a whole variety of different metrics that are important, but to include the patient safety [00:10:00] indicators where you'll find that the VA's outperforming the private sector in an awful lot of these measures when you take them and compare them head-to-head. We also do quite well in areas of mortality and morbidity for a lot of the common diseases that the public often is afflicted with. I think that while, like all organizations, we have plenty of opportunity to improve, I think our performance shows that really we have stayed quite current and that we [00:10:30] have been very committed to this idea of patient safety as well as quality for a long time.
Derek Atkinson:	There's a lot that the private sector can learn from the VA. What are some areas of opportunity for the VA to learn from the private sector?
Dr. Hemphill:	When you look at some organizations, you've seen places like The Cleveland Clinic, for example, who've been very, very proactive in trying to say how do you think about buying equipment and technology safely and bringing it into your system, and really doing that in a thoughtful way. [00:11:00] We have technology that is just exploding at this moment, in fact it's moving so quickly it's hard to even do comparative research, but we can see that a wonderful device is designed by a manufacturer, but it's designed in sort of a vacuum and it works really well as it sits in a room in a manufacturer's office, but when you bring it into the hospital system you start to see it interact with the technologies, the people, the other things that are in the health system.
	You do [00:11:30] have hospitals that have been very thoughtful about saying, "What do we want to bring in? How do we standardize it well ..." but then also, "How do we make sure that it meets the needs of our physicians. Those are areas that we have looked to outside organizations to say, "How are they doing it well?" We also can see places that do wonderful work with supply chain as a whole. Not just the technology but everything from a bandaid to a suture to a special tubing and to watch places begin to make really [00:12:00] enormous gains and leaps in their supply chain so that they know their supply chain is consistent but they also get things just in time in a very nimble way that's been far harder for us to do.
	I think the other thing the private sector has shown us is that sometimes, although the decisions are very hard, if your market doesn't support certain businesses or even an entire hospital, you would see the private sector say, "We need to close a hospital over here because the population has moved away from there." You [00:12:30] might close a service line because it's just not supported by the community population anymore. Those are things that are disruptive and hard and occasionally heartbreaking to do if it involves a community, but it also means that they have a viable business model. We have a lot more difficulty with that in the VA because it is very hard for us to close a hospital that maybe the population just doesn't sustain anymore.
	That kind of very hard-nosed business-minded approach are things that certainly we could [00:13:00] probably learn a little bit better from outside sources. Again, I think really the biggest takeaway from this is that we have things that we can teach private sector and we have enormous opportunity to learn from private sector because each approaches their patient and the way they do their care a little bit differently. What you see in each of those business models is emergent phenomenon that are unique but ultimately can be applied across those different spectrums. 
	Really the fun is in making sure [00:13:30] that we communicate, show our stuff, show the research, publish it and then share, share, share because boy there's a lot to learn.
Derek Atkinson:	In some of your research a lot of attention and a lot of focus has been on high reliability. I guess I'm just curious, what is it, first of all, and how does it apply to healthcare?
Dr. Hemphill:	The concept of high-reliability is, and again these can be high-reliability organizations and that's often where you see some of the business literature speaking to it. These are organizations that simply perform [00:14:00] spectacularly well and, in fact, they perform better than you would expect given what they do. It's not that they don't fail on occasion, but they do so far less frequently than you would expect given some of the risks, the uncertainty and the problems that could suddenly bubble up. They handle it remarkably well. 
	Of course, the best recognized of these is the airline industry where certainly the American and European models of those perform incredibly well. We move millions of lives [00:14:30] around the world in these systems and we do it against gravity in planes that have a thin aluminum skin, in many instances, and we do it with remarkable safety. I'm sure each of you might comment that it's not always comfortable and perhaps if it's your bag you might say, "Well my bag doesn't always get there." At the end of the day, from a safety perspective of delivering souls around from place A to place B, their performance is spectacular.
	What we try to say from a medicine standpoint [00:15:00] then, is what are the lessons that we can learn from these high-reliability organizations that we can apply to healthcare. We're very clear in the VA, we do not believe that a hospital's a plane, we do not believe that patients are passengers, we do not believe that an airline pilot is a doctor. None of that really applies as a cookie-cutter approach. What we do try to say is that every organization that has achieved what we would call high-reliability [00:15:30] has a certain set of behaviors that is consistent in their approach across industries. What we want to do is grab those approaches and see if we can't apply them to healthcare.
	You see these high-reliability organizations focused on failure, deference to expertise, attention to operations from minute to minute. These are the things that you can say it doesn't matter what industry you're in, those are lessons applied over time and space and it does take [00:16:00] a lot of time because this is very much a cultural change in shift in approach to thinking and the way you organize yourself. It takes a long time to get there and the biggest mistake you would make is actually ever thinking you arrived because the moment you say, "Oh, we're there ..." is the moment that you will drift backwards and probably lose those gains that you had made.
Derek Atkinson:	You mentioned a culture of safety. I know that that's a big part of high reliability, being able to speak [00:16:30] up and feel comfortable to speak up. What can leaders do to help create that culture of safety in their hospitals?
Dr. Hemphill:	This concept is remarkably simple to say and incredibly hard to do. To create a culture of safety, and remember culture is nothing more than, simply stated: It's the way we do things around here. That can either be a really positive approach to problem-solving in day-to-day work or it can be quite awful, really depending on [00:17:00] your culture. We ask that people, if you think about a culture of safety, it has a bunch of elements to it. One of them is a just culture which means, simply put, you do not punish people for making a mistake. Sounds simple, but that's hard to do in healthcare. Every one of you would be upset if a mistake was made and you felt like you or someone you loved were harmed by this, but we have to come to a realization that humans perform [00:17:30] in a certain way and there are limits to human performance and human cognition. 
	Instead of telling people to be superhuman, to be something they are not, if you realize and accept that people are human and can be fallible, you might actually start designing your world differently. You would start designing your world for the people who have to be fallible within it. We do this in many ways already and you may not realize it. Car safety is a great example of how [00:18:00] we over time have evolved our thinking. There are rumble strips at the side of roads. It's fairly simple to do and pretty cheap and it is great in saving lives. You lose attention for a minute, you get a little sleepy and you drift off, you hit those rumble strips and by gosh you are back attention to the road.
	Again, we can keep telling people to never make a mistake when they're driving their car, and yet they're not going to be able to do that so now we have airbags and we have side airbags. We now have sensors in your cars that will tell you if somebody's in your [00:18:30] blind spot. We keep asking people to be perfect and look over their shoulder in their blind spot. They do try to do that but they get distracted one day and suddenly there's an accident. If you think about that kind of design and you bring it into the healthcare system in the same way, both with people and teams, so that again we create a team situational awareness. Everybody's looking out for how somebody else is performing in the moment and you design your technology to be user-friendly to the human and you can start to make a safer system. 
	You start by saying, " [00:19:00] I'm not going to punish people for making a mistake." That's the just culture, but to be clear, this is not a 'get out of jail free' card for forever. The just culture has both that sense of don't punish for making mistakes but it does have a very strong element of accountability. For people who flaunt policy, for people who repeatedly, consistently cannot perform the job that they've been assigned to, we have to address those. In flaunting policy, doing intentionally unsafe acts, we punish, but for people who maybe [00:19:30] just have been assigned a job they're not good at but are diligent and working hard, we might try to find a better place, a good fit for them where they can be successful.
	That culture of safety starts with a just culture. It starts with a leadership core who understands that and lives it every day and promotes it through HR policies and day-to-day work. They praise people for speaking up, they ask them to speak up and they are very proactive in trying to problem solve and be aware of safety issues. Another element of that culture of safety, we've touched on it already, that's teams, creating [00:20:00] that high-functioning clinical team. 
	The last piece of it is to simply accept that you work in a complex, adaptive environment which just means that it is very hard to figure out how every piece of that complex is going to interact with the other and so you have these problems that suddenly emerge. If you're high reliability, have great teamwork, you will see those problems early, you'll talk about them early, you'll decide to risk prioritize them early and therefore you have the opportunity to capture them [00:20:30] before they become an actual safety event. If you can't quite fix it but you're still wanting to talk about it, perhaps you're able to mitigate it, to make it less likely to cause significant harm or to create systems that would catch it if it starts to bubble up and become worse and worse. 
	That's the sense of what a culture of safety is, and I hope you have a sense from this: It's really hard to do. 
Derek Atkinson:	It sounds like it takes a team working together to really gain some ground when it comes to patient safety.
Dr. Hemphill:	It does. To be clear, that is both the passion [00:21:00] and commitment of people at the front line who see their job not just as a job but who can define and describe that job every day in the terms of: How is this helping the patient achieve the outcome that they need, that they want and that I would want for my family. All the way through the mid-managers who are often the people first trying to address these problems that people may speak up about, and then to the leadership that says, "Our first commitment is to make sure we get patients through the system safely and I'm here to problem-solve and support people [00:21:30] as they try to do it." 
	It is hard and it takes time, persistence and a certain diligence of effort that is unwavering over time, and there will be setbacks. If this was easy, every healthcare system would have done it already. They haven't because it's hard. In our system you have a lot of changeover in leadership and it is hard to sustain this.
Derek Atkinson:	Was there anything else that you'd like to mention, Dr. Hemphill?
Dr. Hemphill:	I think it's always important to remember that we're a single office as part of a [00:22:00] really living organism that we call the VA. Nothing gets done that benefits patients because of a single office called Patient Safety, so we're here to support, we're here to try to get the best ideas out and support them. We're here to make sure that the literature and best proven practices get out there to the field. We're here to help make sure that those good things get put in place, but no office makes for great patient care in and of itself. 
	The fact that the VA does things successfully for veterans, the fact that we [00:22:30] can compare ourselves favorably in measurement to many private-sector hospitals is because we have people who every day come to work because they want to serve the heroes that are our veterans. We have a leadership and other offices and people who are some of the most brilliant people that I've ever worked with that apply that brilliance to trying, improving a system working with others in partnership to do great care for patients.
	As somebody smarter than me has said in the past: Every hero [00:23:00] still deserves the heroes who want to care for them. This is very much a team sport. We do not do this alone, so the real shout out here is to every single person across the VA who comes to work every day and is doing great stuff to take care of patients.
Derek Atkinson:	Dr. Hemphill, thank you so much for joining us today on The Patient Safety Huddle.
Dr. Hemphill:	Happy to be here.
Derek Atkinson:	To learn more about the VA National Center for Patient Safety and how the office contributes to the VA mission to honor America's veterans, please go to www.patientsafety.va. [00:23:30] gov.
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