CRITICAL SUCCESS FACTOR:  QUALITY

TOPIC:  PATIENT SAFETY

GOAL:  To be the leader in the reduction of medical errors and patient safety improvements.

Describe the optimal patient safety program including facility structural requirements.

	Every person is a Safety Agent
	Provides an environment free from hazards

	Proactive
	Blame free environment for addressing clinical issues

	Total employee buy-in
	Seeks feedback from employees

	Planned from patient’s perspective
	Resources programs appropriately (BCMA)

	Uses established measures to identify possible safety issues
	Tracks and trends data, establishes benchmarks

	Actively encourages employees to identify risk and effect change
	Seeks feedback from patients

	Increased level of communication with RCAs, Lessons Learned, Virtual Learning Center especially at staff level.
	Focus on “close calls”


What are the critical actions that need to happen for VISN 2 to achieve this program?

	Identify problems
	Educate all staff

	Attend VA Collaborative- education
	Risk assessments

	PDSA
	Identify data currently available

	Form workgroups to execute planning phase
	Conduct safety audit

	Membership consist of interested parties
	Trend data, rank for risk

	Testing equipment
	Develop specific plans for improvement

	Establish method for employee feedback
	Establish outcome measures

	Environmental rounds to identify potential structural/functional risks. Include Patient disability advocate
	Review external accrediting body requirements and link to plan

	Provide protected time for direct care providers to participate in “safe care practices” development
	Create a safety culture


How can we promote innovations and best practices in patient safety?

	Seek input form other VAs and outside sources
	Look on WEB

	Create Patient Safety site on our Website
	Involve students

	Seek grant money for evaluation projects
	Leadership involvement

	Recognize safety behavior and reward
	Team awards

	Promote innovative pilot groups with funding
	


