New York Chapter American College of Physicians

Near Miss Project

The occurrence and prevention of near miss events is an area of quality of medical care that has not been extensively examined. To address this gap in knowledge regarding occurrence of Near Miss medical events in the health care field, the Near Miss Reporting System (NMRS) was initiated in 2007 by the New York Chapter of the American College of Physicians (NYACP) and the New York Special Interest Group of the Association of Program Directors in Internal Medicine (APDIM-NYSIG). The project is funded by the New York State Department of Health, Patient Safety Center. 
The NMRS system is an online voluntary, confidential, anonymous reporting system. It collects the what, when and roles of individuals but not the identity. All de-identified near miss entries are protected under NYS Public Health Law 206(1) (j). A near miss is an act of omission or commission that could have harmed the patient but did not reach the patient as a result of chance, prevention or mitigation. The goal of the Near Miss project is to: (1) develop a better understanding of the magnitude and nature of near miss events occurrence, (2) understand barriers and facilitators for these occurrences and (3) identify protective factors that prevented near miss events from causing harm to the patient. Reporting in Phase I was initially limited to residents trained in internal medicine (IM) in NYS hospitals.
Future Plans: NYACP plans on expanding the project over the next three years.  The purpose of the expansion is to extend the pool of participants and to assist in determining whether the current data is applicable to a broader base of medical specialties and healthcare professions.  

Background: A decade after the IOM “To Err is Human” Report, patient safety challenges remain, despite significant improvements by providers in patient safety. The report called for a series of system changes and reforms to reduce errors and mortality in the healthcare industry. Currently, the U.S. medical related harm mortality rate has skyrocketed from the eighth leading cause in 1999 to the third leading cause in 2010. The report shed light on the prevalence of medical errors in US hospitals but despite great efforts, many of the report’s recommendations remain elusive. 
 IOM recommended the development of voluntary reporting systems in its “To Err is Human” Patient Safety Report published in 2000.  The IOM committee members noted a role for both mandatory public reporting systems and voluntary confidential systems. However because of their distinct purposes, IOM recommended such systems should be operated and maintained separately. The committee also noted that voluntary reporting systems are particularly useful for identifying types of errors that occur too infrequently for an individual healthcare organization to readily detect based on their own data, and patterns of errors that point to systemic issues affecting all healthcare organizations. 
The report suggested several different options about how to design a voluntary reporting system. One of the options was a universal, voluntary confidential reporting system, modeled after Aviation Safety Reporting System (ASRS).The ASRS is used to identify hazards and latent system deficiencies in order to eliminate or mitigate them. The aviation industry, the nuclear power and chemical manufacturing have all instituted voluntary near miss reporting systems and have achieved high marks of success. 
When voluntary systems focus on the analysis of “near misses”, their aim is to identify and remedy vulnerabilities in systems before the occurrences of harm. Since these events never reach the patient they can give us information about both the hazards and protective barriers involved.

Results: Between 2007-2009, approximately 3,300 Internal Medicine interns and residents from 46 training programs were trained in patient safety and the use of the NMRS. Program Directors encouraged the residents to participate in the project during their one hour grand rounds or noon training conferences. By submitting a near miss report, residents were given a certificate of completion that could be used to assist them in meeting their practice based learning and improvement system training requirements. Certificates of completion were also used by Program Directors to document compliance with Joint Commission’s Patient Safety Training requirements. 

Findings revealed that: 
· a majority of the hospital facilities use CPOE (54%) but do not have an EMR (59%)
· most common medical resident hand-off protocol used is paper-based (56.5%)
· most near miss events reported occurred after 1 day of admission, on a weekday and during the day
· most near miss events were discovered immediately or with 1-3 hours
· one in every eight near miss events is not reported to the hospital or   program 
· two-thirds of near miss events reported constituted slip (a mistake made in execution of a valid plan) and approximately one-third were a lapse (a mistake made by forgetting to do something that should have been done)
· most common near miss event type was drug administration (48.3%), followed by communication (15.7%) and wrong patient (13.3%)
· 26% of medication near misses relate to wrong dosages
· 18.8 % of medication near misses relate to anticoagulation therapy
· 17% of  medication near misses relate to patient allergies

· the primary team, nurse, pharmacist  and coverage team were the most cited preventive barriers for the near miss event reaching the patient
· 6.3 % reported that the medical staff involved in the near miss event had been on duty for more than 16 hours 
· most (97.5%) interns and residents felt it was important that the survey be anonymous.

Conclusion and Implications: NMRS is a novel and effective model for collecting near miss incidents in hospital settings.  The reporting system possesses many characteristics of an ideal voluntary system; it is nonpunitive, confidential, independent, timely, systems oriented and has experts conducting the data analysis. Phase I of the project proved the utility and soundness of the approach and a great promise for replicability and expansion to other health care worker groups.  
The Near Miss Project can provide value to hospitals by helping them to meet  Joint Commission patient safety standards, ACGME accreditation requirements, and NQF functional categories for improving patient safety by creating and sustaining a culture of safety, medication management, facilitating information transfer and clear communication and matching healthcare needs with service delivery capability.(NQF) The NMRS can assist in meeting the 2010 Lucian Leape Institute Roundtable recommendations for reforming medical education by “facilitating student understanding of basic knowledge and development of skills required for the provision of safe patient care, to wit: systems thinking, problem analysis, application of human factors science, communication skills, patient-centered care, teaming concepts and skills, and dealing with feelings of doubt, fear, and uncertainty with respect to medical errors”. (Lucian Leape Institute@ http://qshc.bmj.com/content/18/6/424.full.pdf)  
Near Miss patient safety training of interns and residents can assist hospitals by helping to develop a “just” culture of safety among physicians that would result in increased reporting and identification of system issues detrimental to patient safety.  
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