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Background – organization 

The UMC Utrecht is a merger of the Academic Hospital Utrecht, the Wilhelmina Children Hospital and the Medical Faculty of the University Utrecht. It is the second largest health care center in the Netherlands with 1.042 beds and 28.000 admissions, 350.000 outpatient visits per year and an annual budget of over 650 million euros. It employs 9.000 personnel. In 2003 the Board of Directors of the UMC Utrecht proposed that patient safety was to be the major strategic focus of the quality program of the hospital. Since then a patient safety program has been developed in which the propagation of a non punitive reporting system as well as the dissemination of system-oriented approaches to the prevention and correction of human error are main elements. For one, this has lead to a near 80% rise in incident reporting. In 2006 the Board decided to allocate a further 2,5 million euros to set up a Patient Safety Research Center. The UMC Utrecht has become a leading organization on the subject of patient safety in the Netherlands. Multiple health care organization seek expertise from the UMC Utrecht to help set up their own patient safety program. By the end of 2006, 35% of Dutch hospitals will have attended the RCA training that had been developed part of the program. 

Focus groups

We organized 8 focus group meetings to gain insight into the factors that affect the perception of safety of hospitalized patients and to conceive a hypothesis on how patients can contribute to patient safety. Our findings suggest that there are adaptable factors that influence the perception of safety among hospitalized patients (for example: the extent to which patients receive comprehensible information about treatment). Based on these findings, we hypothesize that patients can contribute to both subjective and objective patient safety.. By having the patient actively participate as a member of the care team - without shifting the responsibility from the caregivers - it might be possible to improve patient safety while simultaneously complying to the wishes of the patients. A manuscript on this study has been submitted.

Safety advisory for patients 

Together with the Dutch Patient Consumer Federation we designed and tested an advisory that encourages patients to play an active role in the safety of their care during hospital admission. Almost all patients stated that patients have a role to play in patient safety. Patients appreciated the advisory and valued the tips. Most patients immediately put the tips to use and 76% would recommend this advisory to other patients. Nursing staff also appreciated the advisory as a tool to help communicate about safety with patients. In response to these findings, the Dutch National Platform for Patient Safety has recommended all Dutch hospitals to implement the advisory. Together with a brief instruction for staff, it has been placed it on their website where it can be downloaded free of charge [www.platformpatientveiligheid.nl]. An article on these findings is being drafted.

RCA

RCA is a structured and process-focused way to analyze incidents without relapsing to “blaming and shaming”. Organizational factors can be identified, acknowledged and addressed, giving personnel the chance to suggest improvements of these factors. Experience in hospitals in the United States, Great Brittan and Denmark gave reason to believe that using RCA not only produces significant results in understanding the cause of adverse events, but also contributes to a culture in which the emphasis rests on improvement of patient safety instead of on blame. 

The UMC Utrecht Training Center set up a two day Dutch RCA training. From each division two to four nurses and physicians attended the training; this was mandated by the hospital management. 

All hospitals in the Netherlands have a Central Incident Reporting Committee (CIRC). Reported incidents go to the CIRC for evaluation and filing. Before introduction of RCA, serious incidents would be evaluated by a member of the CIRC without using any particular format of inquiry. Since RCA was introduced, the CIRC still decided if the incident should be analyzed, but requests two RCA-trained personnel from the division in which the incident occurred to carry out the investigation (instead of analyzing it themselves). When the RCA is completed, the CIRC evaluates the report and sends it to the division or hospital management. Management is requested to give a reaction to the conclusion of the report and to specify if and when the suggested improvements will be implemented.

Since 2005, 25% of Dutch hospitals have sent personnel to our RCA training.

HFMEA

Failure Mode and Effect Analysis (FMEA) is a well known and widely used method in industry to carry out pro-active risk assessment. In 2001 the National Center for Patient Safety of the United States’ Department of Veterans’ Affairs (www.patientsafety.gov) adapted FMEA to the healthcare situation. Healthcare Failure Mode and Effect Analysis (HFMEA) has since then been used in the their hospitals and clinics. In 2004 the UMC Utrecht did a pilot using HFMEA to analyze the process of one type of chemotherapeutic agent in one of the childrens’ wards
. The pilot was a success and the Hospital Management decided that each division should execute one HFMEA annually. The division management was asked to name three processes for which the chance of an adverse event was relatively high. One of these processes was then chosen to analyse. Funded by a government grant and together with the Technical University Eindhoven, we translated HFMEA to Dutch and produced an instructional DVD. This DVD has been made available free of charge for Dutch healthcare. 
� Tilburg CM van, Leistikow IP, Rademaker CMA, Bierings MB, Dijk ATH van. Healthcare Failure Mode and Effect Analysis: a useful proactive risk analysis in a pediatric oncology ward. Qual Saf Health Care 2006;15:58-64.





