	
	

	



Derek:	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 to discuss the Patient Safety Centers of Inquiry, or PSCI program, from White River Junction, Vermont, is NCPS Field Office Director and psychologist, Dr. Dr. Mills Mills. Hello, [00:00:30] Dr. Mills, how are you?
Dr. Mills:	I'm fine, thank you.
Derek:	Thank you very much for joining us today on the Patient Safety Huddle. Before we get started, could you tell our listeners a little about yourself.
Dr. Mills:	Sure. I'm a psychologist, and I've been working for the VA for 22 years, all here in White River Junction, Vermont. I got involved in working for the National Center for Patient Safety back in 2000, when we were a Patient Safety Center of Inquiry here in White River Junction. Then we became a field office in 2002. [00:01:00] I've continued to work with the Patient Safety Centers of Inquiry since that time.
Derek:	So you have a personal connection here as your office originally started as a Patient Safety Center of Inquiry.
Dr. Mills:	That is correct.
Derek:	What is a Patient Safety Center of Inquiry then?
Dr. Mills:	Well, the PSCIs were first funded beginning in 1999 and have made a lot of contributions to the improvement of patient safety within VHA and beyond ever since. Some of the examples [00:01:30] are the PSCIs have contributed to teamwork and simulation training. They've designed and led breakthrough series collaboratives to reduce falls, adverse drug events, and improve safety in high risk settings, and other areas that I'll describe later on. Basically a PSCI is a funded research center that's expected to not just produce new knowledge, but to also produce practical products that can be used by our patient safety managers in the field to improve safety. 
	They [00:02:00] need to develop, implement, and demonstrate interventions in a number of VA facilities that promote safe practices and reduce adverse events. They need to document that changes or practices or system changes have actually reduced the likelihood that adverse events will happen in VA medical centers. They also need to document the methods that they used to change practices, so other folks can take those practices and implement them locally. [00:02:30] They hopefully will develop tools and toolkits that will be products specifically designed to promote patient safety in the VA, which many of our centers have done.
Derek:	Does the National Center for Patient Safety then fund these centers?
Dr. Mills:	Yes, we do. We fund 10 centers at present. We fund each center for approximately $270,000 per year over a three-year time period.
Derek:	So you alluded to it a little [00:03:00] bit earlier, but I'm interested in knowing perhaps some more specific examples of projects that really had a positive impact on veteran healthcare.
Dr. Mills:	Sure. Our Patient Safety Centers of Inquiry were one of the first simulation centers in the entire country focused on simulating surgical procedures so that doctors could practice simulated surgeries before they did the real thing. That's common practice now, but in 1999 we were at the forefront [00:03:30] of developing that, and that has, I think, had national impact. We've also developed a falls toolkit to help clinicians at the frontline have evidenced-based interventions to reduce falls, and that, again, has spread throughout the VA and beyond. 
	We've also developed a moderate sedation toolkit. That's to help clinicians to provide safe, moderate sedation in the many situations in which non-anesthesiologists are providing moderate sedation to patients. [00:04:00] We've developed a system for using VA data to identify harmful drug interactions, to really look at the large amount of data that we have in VA, and to start to look at how medications might be affecting our veterans. That program continues in VA now, and it was made its own, it was funded as its own national program as part of our pharmacy management program.
	Those are some of the things we've done in the past.
Derek:	[00:04:30] Wow, that's quite an impressive list. What are some current projects and the anticipated outcomes of those projects?
Dr. Mills:	Sure. We have 10 centers now, so a lot of exciting things are going on. In Durham, we're looking at the prolonged use of opioids following surgery, and finding that there is a high percentage of patients that after having a knee replacement surgery continue on prolonged use of opioids, which has [00:05:00] a poor long-term outcome. So we're hoping to identify those patients and reduce their use of long-term opioids as they move forward.
[bookmark: _GoBack]	In Houston, we're developing checklists and guides to provide guidance on the best use and practices to prevent, detect, mitigate, and ameliorate hazards that are associated with the electronic medical record. These are things like decision support to reduce diagnostic errors, and also [00:05:30] guidelines to help people manage their many alerts that come to them using the electronic medical record. The electronic medical record generally has been a great improvement in patient safety, but it brings with it its own issues that need to be tracked and ameliorated, and this center has done a lot to improve in that area.
	We're also looking at using urinary catheters and peripherally inserted central catheters, or PICC lines, and using those appropriately [00:06:00] and with the right standard operating procedures to reduce the very serious hospital-acquired infections that can happen with the use of those devices. We're also looking at a coordinated home telehealth safety management plan that is tailored to safeguard chronic kidney disease in patients and reduce the rate of adverse events in that patient population.
Derek:	That's quite a list of accomplishments. Have any PSCI projects been implemented outside of the VA?
Dr. Mills:	[00:06:30] Yes. As a matter of fact, our work with simulation, as I mentioned earlier, with surgical simulation, that's something that has spread far beyond VA. The use of the falls toolkit has also been something that other facilities and hospital systems have used to reduce falls in their systems. Also the reduction of catheter-associated urinary tract infections, and the standard operating procedures in bundles used, developed in VA for that have been used outside of the VA as well.
Derek:	So if I'm in a VA [00:07:00] facility, and I have a great idea for a patient safety initiative, what is the process to become a patient safety center of inquiry?
Dr. Mills:	We have an application process. The request for proposals comes out every three years. The next application will be out in the summer of 2017 to fund centers over three years starting in 2019. The proposal will be distributed widely throughout VA. People can fill out that proposal, it's fairly extensive, [00:07:30] and send that back to us by the deadline, and we will review it and rank order those proposals and fund the top 10 proposals that we receive.
Derek:	Do you have anything else that you'd like to add about the VA Patient Safety Centers of Inquiry program?
Dr. Mills:	Yes. I believe that the Patient Safety Centers of Inquiry provide good, practical solutions to difficult patient safety problems, and they actually accomplish [00:08:00] this with much less money than is typically provided through research grants. So they're not just practical, but they're also economical.
Derek:	Great. Dr. Mills, thank you so much for joining us today on The Patient Safety Huddle.
Dr. Mills:	Oh, it's my pleasure.
Derek:	The VA National Center for Patient Safety, Patient Safety Centers of Inquiry Program, was created to support field-based patient safety initiatives. To learn more about the VA National Center for Patient Safety and the [00:08:30] PSCI program, please visit www.patientsafety.va.gov.
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