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Background: Safety event reporting plays an important role in
improving patient safety. The US Department of Veterans Affairs
has focused on minimizing or eliminating harm to patients.

Observations: The patient safety (PS) and high reliability
organization (HRO) teams at the Central Texas Veterans Health
Care System (CTVHCS) developed an education model that
integrates the Joint Patient Safety Reporting System (JPSR)
into huddles. JPSR Huddle Cards provide frontline staff and
management with guidance on the purpose of the JPSR, the

difference between an adverse event and a near miss, what root
causes are, the lifespan of a JPSR, how to celebrate reporting,
and key fact checks. Six cards were presented to staff (1 per
week) during morning safety huddles to support the CTVHCS
journey to high reliability. Participants completed a survey on
safety before and after receiving the cards.

Conclusions: Posttest scores were consistently higher than
pretest scores, with an average increase of around 2 standard
deviations across all questions.
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afety event reporting plays a vital role

in fostering a culture of safety within

a health care organization. The US
Department of Veterans Affairs (VA) has
shifted its focus from eradicating medical
errors to minimizing or eliminating harm to
patients.! The National Center for Patient
Safety’s objective is to prevent recurring er-
rors by identifying and addressing systemic
problems that may have been overlooked.

Taking inspiration from industries
known for high reliability, such as aviation
and nuclear power, the Veterans Health Ad-
ministration (VHA) patient safety program
aims to identify and eliminate system vul-
nerabilities, such as medical errors. Learn-
ing from near misses, which occur more
frequently than actual adverse events, is a
crucial part of this process.> By addressing
these issues, the VHA can establish safer
systems and encourage continuous identifi-
cation of potential problems with proactive
resolution.

All staff should participate actively
in event reporting, which involves docu-
menting and communicating details, out-
comes, and relevant data about an event to
understand what occurred, evaluate suc-
cess, identify areas for improvement, and
inform future decisions. This helps iden-
tify system weaknesses, create opportuni-
ties to standardize procedures and enhance
patient care.

At the high complexity Central Texas
Veterans Health Care System (CTVHCS),
the fiscal year (FY) 2023 All Employee
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Survey (AES) found that staff members re-
quire additional education and awareness
regarding the reporting of patient safety
concerns.* The survey highlighted areas
such as lack of education on reporting,
doubts about the effectiveness of report-
ing, confusion about the process after a re-
port is made, and insufficient feedback.

BACKGROUND

To improve the culture of safety and ad-
dress deficiencies noted in the AES, the
CTVHCS patient safety (PS) and high reli-
ability organization (HRO) teams partnered
to develop a quality improvement initia-
tive to increase staff understanding of safety
event reporting and strengthen the safety
culture. The PS and HRO teams developed
an innovative education model that inte-
grates Joint Patient Safety Reporting System
(JPSR) education into huddles.

This initiative, called the JPSR Huddle
Card Toolkit, sought to assess the impact of
the toolkit on staff knowledge and behav-
iors related to patient safety event reporting.
The toolkit consisted of educational mate-
rials encompassing 6 key areas: (1) report-
ing incidents; (2) close calls and near misses;
(3) identification of root causes; (4) under-
standing the life cycle of a JPSR; (5) celebrat-
ing achievements; and (6) distinguishing
between facts and fiction. Each JPSR huddle
card included discussion points for the fa-
cilitator and was formatted on a 5 x 7-inch
card (Figure 1). Topics were addressed dur-
ing weekly safety huddles conducted in the
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FIGURE 1. Joint Patient Safety Reporting System Huddle Cards.

pilot unit over a 6-week period. To evaluate
its effectiveness, a pilot unit was selected
and distributed an anonymous questionnaire
paired with the JPSR huddle card toolkit to
measure staff responses.

The pilot was conducted from Novem-
ber 2023 to January 2024. The participating
pilot unit was a 10-bed critical care unit with
42 full-time employees. Nursing leadership,
quality safety, and value personnel, and the
Veterans Integrated Services Network (VISN)
PS Team reviewed and approved the pilot.

Reporting of adverse events and near
misses provides an opportunity to learn
about latent systems errors.” In 2018, the
VHA began using the JPSR to standardize
the capture and data management on medi-
cal errors and close calls across the Defense
Health Administration (DHA) and VHA.!
The JPSR software is a joint application of
the VHA and DHA. It improves the iden-
tification and documentation of patient
safety-related events for VA medical centers,
military hospitals and clinics, active-duty
personnel, veterans and their families.

Event reporting is a key element in ad-
vancing high reliability and achieving zero
preventable harm.! Teams use these data
to identify organizational patient safety
trends and preempt common safety is-
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sues. All data are protected under 38 USC
85705 and 10 USC §1102.5 The JPSR sin-
gle-source system standardizes the col-
lection of core data points and increases
collaboration between the DHA and VHA.
This partnership increases insight into
safety-related incidents, allowing for ear-
lier detection and prevention of patient
harm or injury incidents.

Numerous studies consistently com-
mend huddles for their effectiveness in pro-
moting teamwork and their positive impact
on patient safety.*® Huddles facilitate con-
nections between employees who may not
typically interact, provide opportunities for
discussions, and serve as a platform to en-
courage employees to voice their opinions.
By fostering these interactions, huddles em-
power employees and create an environ-
ment for shared understanding, building
trust, and promoting continuous learning.®

OBSERVATIONS

The JPSR huddle card initiative aimed to
improve understanding of the JPSR pro-
cess and promote knowledge and attitudes
about patient safety and event reporting,
while emphasizing shared responsibility.
The goals focused on effective communi-
cation, respect for expertise, awareness of
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FIGURE 2. Survey Response Comparison. Questions:

1) Understanding of JPSR to reduce preventable harm and improve
safety; 2) Knowledge of using JPSR; 3) Understanding of near
miss events and why they are important; 4) Ability to identify safety
events to report; 5) Understanding of JPSR after event is entered;
6) How staff recognized for reporting JPSR events in department;
7) Ability to identify contributing factors when entering JPSR event;
8) Understanding of safety event sharing for system and process
improvement; 9) Understanding of the concepts of trust, psycho-
logical safety, and a just culture.

Abbreviation: JPSR, Joint Patient Safety Reporting.

operational nuances, voicing concerns,
and ensuring zero harm.

The facilitator initiated huddles by an-
nouncing their start to cultivate a construc-
tive outcome.® The JPSR huddle cards used
a structured format designed to foster en-
gagement and understanding of the topic.
Each card begins with a factual statement
or an open-ended question to gauge partic-
ipants’ awareness or understanding. It then
provides essential facts, principles, and rele-
vant information to deepen knowledge. The
card concludes with a discussion question,
allowing facilitators to assess shared learn-
ing and encourage group reflection. This
format promotes active participation and
ensures that key concepts are both intro-
duced and reinforced through dialogue.

The PS team standardized the format for
all huddle cards, allowing 5 to 10 minutes
for discussing training materials, receiving
feedback, and concluding with a discussion
question and call to action. Prior to each
huddle, the facilitator would read a scripted
remark that reviewed the objectives and
ground rules for an effective huddle.

The PS and HRO teams promoted interac-
tive discussions and welcomed ongoing feed-
back. Huddles provided a psychologically
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safe environment where individuals were en-
couraged to voice their thoughts and ideas.

Each weekly huddle card addressed a
different patient safety topic. The Week 1
huddle card focuses on event reporting for
safety improvement. The card outlines the
purpose of JPSR as a tool to identify, man-
age, and analyze safety events to reduce pre-
ventable harm. The card emphasizes 3 core
principles: (1) acknowledging mistakes, rec-
ognizing that errors happen; (2) no blame,
no shame (encouraging a no-blame just cul-
ture to raise concerns); and (3) continuous
improvement (committing to ongoing learn-
ing and prevention). It provides guidance on
event details entry, advising staff to include
facts in an SBAR (Situation, Background, As-
sessment, Response) format, avoid assump-
tions, and exclude personal identifiers. Tips
include entering only relevant facts to help
reviewers understand the incident. The card
ends with discussion questions on report-
ing barriers and potential improvements in
event reporting practices.

The Week 2 huddle card focuses on un-
derstanding and reporting near miss events,
also known as close calls or good catches.
A near miss is an incident where a potential
hazard was identified and prevented before
it reached the patient, avoiding harm due
to timely intervention. The card emphasizes
the importance of identifying these events
to understand weaknesses and proactively
reduce risks. Examples of near misses in-
clude discovering expired medication be-
fore use, catching a potential wrong-site
surgery, and noticing incorrect medication
dosages. Staff are encouraged to develop a
mindset for anticipating and solving risks.
The card ends with a discussion asking par-
ticipants to share examples of near misses
in their area.

The Week 3 huddle card covers root
causes in preventing errors. The card
highlights that errors in health care often
stem from flawed processes rather than
individual faults. By identifying root
causes, systemic weaknesses can be ad-
dressed to reduce mistakes and build
more error-tolerant and robust systems.
All staff are advised to adopt a mindset of
continuous improvement, error trapping
behaviors and problem-solving. It con-
cludes with discussion questions prompting
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reflection on assumptions and identifying
weaknesses when something goes wrong.

The Week 4 huddle card covers the life of
a JPSR, detailing that after entry JPSR events
are viewed by the highest leadership levels at
the morning report, and that lessons learned
are distributed through frontline managers
and chiefs in a monthly report to be shared
with frontline staff. Additionally, JPSR trends
are shared during monthly HRO safety fo-
rums. These practices promote a culture of
safety through open communication and
problem-solving. Staff and leaders are en-
couraged to prioritize safety daily. Discussion
prompts ask team members if they had seen
positive changes from JPSR reporting and
what they would like leadership to commu-
nicate after investigations.

The Week 5 huddle card covers celebrat-
ing safety event reporting called Cue the
Confetti. The VHA emphasizes recognizing
staff who report safety events as part of their
commitment to zero harm. By celebrating
these contributions, the VHA fosters respect,
joy, and satisfaction in the work. Staff are en-
couraged to nominate colleagues for recogni-
tion, reinforcing a supportive environment.
Prompts invite teams to discuss how they cel-
ebrate JPSR reporting and how they’d like to
enhance this culture of appreciation.

The Week 6 huddle card covers common
misconceptions about JPSR. Key facts include
that JPSRs are confidential, not for disciplin-
ary action, and can be submitted by any staff
member at any time. Only PS can view re-
porter identities for clarification purposes.
The card concludes with prompts to ensure
staff know how to access JPSR support and
resources.

Measuring the impact on staff was essen-
tial to assess effectiveness and gather data for
program improvement. To evaluate the im-
pact of the huddle cards on the staff, the team
provided a voluntary and anonymous 9 ques-
tion survey (Figure 2). The survey was com-
pleted before the pilot began and again at the
end of Week 6.

Questions 1 through 5 and 7 through 9
pertained to participants’ perceived knowl-
edge and understanding of aspects of the
JPSR. Perceived improvement among in-
tensive care unit (ICU) participants ranged
from 15% to 53%. There was a positive in-
crease associated with every question with
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the top improvements: question 8, “How
do you rate your understanding of how we
share safety events for system and process
improvement?” (53.4% increase); question
5, “How do you rate your understanding
of what happens to a JPSR after it is en-
tered?” (51.9% increase), and question 9,
“How do you rate your understanding of
the concepts of trust, psychological safety
and a just culture?” (47.8% increase).

The survey analysis was not able to track
individual changes. As a result, the find-
ings reflect an overall change for the entire
study group. Moreover, the questions as-
sessed participants’ perceived knowledge
rather than actual knowledge gained. It is
important to note that there may be a sig-
nificant gap between the actual knowledge
gained and how participants perceive it. Ad-
ditionally, improvement in knowledge and
comprehension does not necessarily trans-
late into behavior changes.

CONCLUSIONS

The use of JPSR huddle cards and direct en-
gagement with staff during safety huddles
yielded positive outcomes. On average, partic-
ipants demonstrated higher scores in posttest
questions compared to pretest questions. The
posttest scores were consistently higher than
the pretest scores, showing an average in-
crease of around 2 standard deviations across
all questions. This indicates an improvement
in participants’ perceived knowledge and
comprehension of the JPSR material.

During the pilot implementation of the
huddle cards, there was a notable improve-
ment in team member engagement. The
structured format of the cards facilitated fo-
cused and meaningful discussions during
safety huddles, encouraging open dialogue
and fostering a culture of safety. Team mem-
bers actively participated in identifying po-
tential risks, sharing observations, and
proposing actionable solutions, which re-
flected an enhanced sense of ownership re-
garding safety practices.

The support dialogue facilitated by the
huddle cards highlighted the significance of
mutual accountability and a collective com-
mitment to achieving zero harm. This col-
laborative environment strengthened trust
among team members and underscored the
importance of shared vigilance in preventing

Patient Safety
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adverse events. The pilot demonstrated the
potential of huddle cards as an essential tool
for enhancing team-based safety initiatives
and promoting a culture of high reliability
within the organization.

The total number of JPSR events in the
ICU rose from 156 in FY 23 to 170 in FY
24. Adverse events increased from 19 to 31,
while close calls saw a slight uptick from
137 to 139. Despite the overall rise in ad-
verse events, a detailed analysis indicated
that incidents of moderate harm decreased
from 4 in FY 23 to 2 in FY 24. Furthermore,
there was 1 reported case of death or severe
harm in FY 23, which decreased to 0 in FY
24. This trend is consistent with the over-
arching objective of a high-reliability organi-
zation to achieve zero harm.

The next step is to expand this initia-
tive across CTVHCS. This initiative aims
to make this an annual education for all
areas. The JPSR huddle card toolkit will
be formatted by the media department
for easy printing and retrieval. Leaders
within units, clinics, and services will be
empowered to facilitate the sessions in
their safety huddles and reap the same
outcomes as in the pilot. CTVHCS PS will
monitor the effectiveness of this through
ongoing CTVHCS patient safety rounding
and future AES.
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