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ERRORS IN MEDICINE

Health care is a trade where individuals apply scientific facts according to their own judgment and methods.   By nature, this situation allows for error arising from miscalculation, or insufficient experience with a particular area or event.   Many clinicians are led to believe that humans are perfectible, and the "blame and train" approach is the optimal route to improving patient care.

While these errors occur even in the best conditions and with the best intentions, it is essential that health care practitioners and students accept the fact that mistakes will be made.  Further, it is essential that these professionals utilize these events to improve the health care system.  During training, medical practice, and administrative duties, health care personnel must develop and maintain a constructive attitude toward and knowledge about error-in-medicine.  This knowledge can be obtained through learning and understanding theory, by learning specific skills, or through personal experiences. 

There are significant preventable adverse events throughout the health care system.   Chart reviews show that many patients admitted to a hospital suffer adverse events and preventable errors occur commonly.  Books have been written on the subject of error in medicine and organizations have been created with the purpose of improving patient safety.  It has been suggested that error interventions need to occur at nearly every stage and level of clinical practice with a wide scope.  Practitioners need to become familiar with their limitations and accept that, while uncontrollable, these limitations are predictable.  "Blame and train" and "bad apples" approaches have traditionally failed because they make people try to hide errors.  Looking for a root cause of errors allows people to design proper countermeasures, and prevent future mistakes.  

PATIENT AND EMPLOYEE SAFETY PROGRAMS / RCAS

Medical Care, as an industry, is beginning to focus attention on the incidence of errors in medical care.  The VA is leading the way through the development of a Patient Safety Program, modeled after the Aerospace Industry.  Details may be obtained at this website:   http://vaww.ncps.med.va.gov

Components of the Patient Safety Program

A Patient Safety Program:

· Encourages a “blame-free” culture, where medical care personnel acknowledge the occurrence of errors without fear of retaliation.

· Encourages increased reporting, where staff identifies close calls as well as actual Adverse Events  

· Promotes “lessons learned” approach, where staff members share successful methods

· Uses Root Cause Analysis technique, focusing on the identification of systems and process issues that can improve patient safety.

It is important to understand that the intention to sustain a blame-free environment does not excuse errors that are the result of neglect, careless practice, mismanagement, bad intent, or activities carried out outside of the scope of training or privileging.  Administrative reviews and disciplinary action may ensue when such causes for untoward events have been shown to occur.

The following concepts are essential in a Patient Safety program.

· Adverse Events 

These are untoward incidents, therapeutic misadventure, iatrogenic injuries or other adverse occurrences directly associated with care or services provided under the jurisdiction of a Healthcare System.

· Close Calls
These are events or situations that could have resulted in an accident, injury or illness, but did not, due to chance or through timely interventions.  The review of a close call provides an opportunity to identify and change a flawed system or processes before a patient’ experiences an adverse event.

· Root Cause Analysis (RCA)

This is a process of systematic review of selected events to identify basic and contributing factors to the event. 

RCAs have the following characteristics:

· The review is performed by an interdisciplinary team, involving those closest to the process under review

· The review focuses primarily on systems and processes rather than individual performance

· The analysis digs deeper by asking “what” and “why” until all aspects of the process are reviewed and contributing factors are considered

· The analysis identifies and suggests changes that could improve the systems and processes evaluated.  

· These changes could include redesign of processes/systems, or development of new ones that could improve performance or reduce risk of future adverse events or close calls

· RCAs must be completed within 45 days of the date of its charter, and can include interns and residents in its membership.

Incident Reports

VHA’s reporting system must be used for all events, even those considered to be “minor events”.  The report must be completed in its hard copy version, or electronically, using the VISTA program

For reports of incidents, please refer to this link:

10-2633 Report of Special Incident Involving a Beneficiary
Full Disclosure

Full disclosure is the process whereby patients and their families are informed about injuries resulting from Adverse Events and the options available to them

Any disclosure of adverse events must be in compliance with applicable laws including protection by 38 U.S.C. Section 5705 (Performance Improvement Activities), and 38 U.S.C. Section 7332 (includes information related to the patient’s treatment for substance abuse, sickle cell anemia, and HIV status)

Questions

For any questions regarding the Safety Program, trainees should contact the Safety Representative (Office of Performance Improvement), at their VAMC.  For any questions regarding a Resident’s participation in the Safety Program, trainees should contact their Program Coordinator, or the ACOS/Education at the facility. 

BODY MECHANICS / INJURIES

Employees and trainees may be at risk of injury due to improper posture or activity.  Improper body mechanics is an important cause of disability, which can be easily avoided. 

Back injuries can occur when:

· People do not bend properly at the waist to pick up objects

· Bending improperly to put things down

· Carrying heavy objects away from the body

· Strains from improper stooping

· Turning, jerking, pulling etc.

· Daily stresses of improper posture sleeping or resting

· Daily mechanics of improper abuse of the body

· Improper position of the body or the computer when utilizing a terminal

Trainees should learn about the best ways to avoid body injuries.  For further information, they should contact the Body Mechanics expert at their facility.

ENVIRONMENTAL SAFETY

All employees and trainees are responsible for assisting in the avoidance and proper management of the environment of care.  The most significant areas of risk follow:

Fire

All buildings have risk of fire.  Medical facilities have increased risk because of the use of fabrics, materials and chemicals used in patient care.  Most often, fires can be avoided if proper precautions are followed.  If a fire were to occur, it can be managed through some simple techniques.  The most commonly known follows the acronym of RACE:  

· Rescue any injured person, 

· Alarm the other occupants (tell them, pull a lever in an alarm box, or call the fire code by phone),

· Contain the fire as well as possible and close doors, and

· Evacuate when ordered, taking injured persons with you.  

Fire sprinklers and extinguishers should be easily available. 

Each facility has a program of fire drills; trainees must learn to participate in them.  Trainees also need to ask for evacuation maps for their area, and the phone number to call in case they detect a fire.

Injuries due to falls, patient handling and other causes.

Trainees who have been properly processed have the same protections granted to all employees.  Each facility has an employee health service, that provides medical attention to staff that have been injured on the job.  Trainees in need of medical care should ask their supervisor for assistance in obtaining care at the facility’s employee health service.  Serious injuries will be cared for at an emergency room.  Trainees also have the choice of obtaining care through their private physician.

Hazardous materials.

All medical facilities utilize hazardous materials while fulfilling their mission.  Procedures have been defined in each site for the careful disposal of these materials.  If a trainee notices any spills, they should contact the safety officer.  This person will help in disposal of the material as well as the management of any contamination.  All unknown containers should be handled as potentially hazardous until verified.  If during training, a student is routinely exposed to hazardous materials (for instance radioactive materials), the facility will provide personal protective equipment.

Trainees need to become acquainted with the name of the Safety Officer in their facility, and the number to call if any situations of risk are detected.

INFECTION CONTROL

By nature, a hospital is a site of high risk of transmission of infectious agents.  To protect health care workers, OSHA has developed some standard guidelines for universal precautions.  The basic concept is that every patient’s blood and body fluids must be considered as being potentially infectious, and treated as such.  Guidelines have been developed in every facility to manage Infection Control.  They include requirements for:  

· Hand washing

· Use and proper disposal of gloves, gowns, aprons, masks, eye protection devices, face shields and CPR masks, 

· Use and proper disposal of needles, scalpels, blades and other sharp instruments

· Proper management of blood, body fluids, and medical waste.

· Proper management of food in refrigerators, as well as eating and drinking in areas of potential contamination.

Each medical center has developed levels of precautions, to be utilized in cases of potential of clear risk of contagion.  They may range from precautions from direct body contact, respiratory precautions,  airborne transmission and strict precautions in cases of highly contagious diseases that may be transmitted through multiple routes.  

All health care workers must be aware of their own state of immunity, and their personal risk to contracting various diseases.  Each person is also responsible for following guidelines to avoid exposure and contagion.  Trainees must acquaint themselves with general concepts of Infection Control, as well as the particular policies that have been adopted in their facility

VIOLENCE IN THE WORKPLACE

Violent behavior includes one or more of the following: 

Intimidation:  an intentional act towards another person that makes them fear for their safety and the safety of others

Threat of Violence (assault):  an intentional act that threatens bodily harm or property damage, no matter how slight.

Act of Violence (battery):  an intentional act that causes bodily harm or property damage, no matter how slight.

The VA has a Zero Tolerance Policy towards violence in the workplace.  Persons committing acts of violence are reported to the proper authorities.  Clinical staff members are trained in techniques to decrease risk through verbal intervention techniques, as well as management of violent behavior through verbal and physical methods as needed.  There are Teams that have been specially trained for this intervention.  

Trainees need to become acquainted with the name of the person to call, the phone number to access police for early intervention, and the policies in their facility.  If during training, a student is routinely exposed to risk of violent behavior (for instance if working in a psychiatric unit), the facility will provide special training.

