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Mitigating Potential Bias

• The information presented in this CME program is based on recent 
information that is explicitly ‘‘evidence-based’’.

• This CME Program and its material is peer reviewed and all the 
recommendations involving clinical medicine are based on evidence 
that is accepted within the profession; and all scientific research 
referred to, reported, or used in the CME/CPD activity in support or 
justification of patient care recommendations conforms to the generally 
accepted standards
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Thank you



How is everyone feeling? 

Fearful Stressed

Calm

Optimistic

Resilient 

Motivated

Burned out Tired 



Safety - patient safety and staff safety

Sometimes to take care of others you have to
take care of yourself too…



CPSI Ressources

The Creating a Safe Space: Addressing the Psychological Safety of 

Healthcare Workers manuscript provides a comprehensive overview of peer 

support evidence and programs in Canada and internationally. 

This manuscript also ties into several other programs ongoing at the Canadian 

Patient Safety Institute.

Find more information at www.patientsafetyinstitute.ca

or email your questions to info@cpsi-icsp.ca

http://www.patientsafetyinstitute.ca/
mailto:info@cpsi-icsp.ca


TeamSTEPPS Canada™

Team Strategies & Tools to Enhance Performance and Patient Safety

• Based on more than 30 years of research 

and evidence

• Team training programs have been shown 

to improve attitudes, increase knowledge 

and improve behavioural skills

• In July, CPSI is launching a virtual version 

of TeamSTEPPS Canada Essentials 

course. This course will be free, open to all 

and in both English and French.

(McEwan et al., 2017)

(Cochrane et al., 2017)

(Salas et al., 2008)



One Minute History Lesson

In 2004, The Canadian Adverse Events Study (CMAJ, May 2004)

Canadian Adverse Events Study

7.5 % of acute care admissions are associated with an adverse event

of which 36.9% were preventable 

Between 9,000-24,000 deaths associated with an adverse event in Canada 

were preventable 



How safe is your care? 

We all should wrestle with this fundamental question:



Patient Safety - Tunnel Vision

Patient Safety is commonly 

evaluated by counting harm 

• Falls

• Pressure Ulcers

• Pain

• Physical Restraints

• Antipsychotic medication use

• Depression



Measures of Harm
Do they tell you how you Safe your care is OR how Lucky

you have been? 



The ABSENCE OF HARM is not the same as the 

PRESENCE OF SAFETY

SAFEHARM ≠



Has patient care been safe 

in the past?

Are our clinical systems 

and processes reliable?

Is care safe today?Will care be safe in the 

future?

Are we responding and 

improving?
Measurement 
and Monitoring 

of Safety

Past harm

Reliability

Sensitivity to 
operations

Anticipation 
and 

preparedness 

Integration 
and learning

A broader view of safety & the power of Inquiry



Has care been safe in the past?

• Reporting and responding to 

harm.    

• While this is very important, 

measures of harm on its own is 

not enough



Widening our view of harm

Physical harms

(treatment-specific & 
general harm)

Psychological 
harm

Harms in the 
transition of care

Over-treatment

Under-treatment
Delayed or 
inadequate 
diagnosis

Dehumanisation
Hospital 

associated 
functional decline



Menti Poll: Rank the types of harm in the order in which you 

prioritize/pay attention to them. 

Physical harms

(treatment-specific & 
general harm)

Psychological 
harm

Harms in the 
transition of care

Over-treatment

Under-treatment
Delayed or 
inadequate 
diagnosis

Dehumanisation
Hospital 

associated 
functional decline



Are our clinical systems and processes reliable?

What would happen if we 
had a system of only 
measuring the number of 
people who fell through the 
ice rather than measuring 
the thickness of the ice?

“Gauging the probability that a task, process, intervention, or pathway will be 

carried out or followed as specified.”



Is care safe today? 

Hearing, seeing, perceiving, learning, communicating

&

Acting on the information you are gathering



Will care be safe in the future? 

Don’t wait for things to go wrong 

before trying to improve safety



Are we responding and improving?

Learning, sharing, and responding based on intelligence and insights developed 
through asking the critical safety questions” 

Don’t let this become the 

lost piece of the puzzle



Expanded and shared understanding of what safety



Ideas and tips we learned

You don’t need: 

money

more resources

consultants

You have:

the people

talk to each 
other about 

safety, engage 
others in 
solutions

There is always

something to change, 
even without 

resources

Positive change

can occur



Safety 

Huddle

Just do its

Longer term 

problem 

solving

Collect 

Safety Cards

Prioritize 

Issues

Completed

Celebrations

Safety 

Cards

Discuss dimensions of framework



Patient Safety Huddles

• Patient safety huddles

– Immediately preceding staff 

huddle

– Summary of huddle shared 

with staff

• Patient and Family Advisor

– Participates in patient and 

staff safety huddle once 

weekly



Penguin Shuffle-staff safety

Past Harm

Every year hundreds of employees 

are injured from slipping on snow and 

ice

10% of all reported workplace 

inquiries are a result of a slip or fall

Reliability

Before you go outside in the snow, assess 

your risk

Weather conditions – proceed when the 

risks are understood and managed

Empower staff to take responsibility for 

their health and safety

Winter comes every year

Sensitivity to Operations

Listening, observing and perceiving

Leadership promoting - The waddle works 

– have you ever seen a penguin slip?

Salt by the door – choose to spread the salt

Anticipation & Preparedness

Snow happens…what’s you plan?

• Wear proper footwear

• Plan ahead

• Give yourself extra time to drive 

and walk to your destination

• Schedule to have sidewalk 

maintenance and salt spreading

Integration & Learning

Penguin Shuffle campaign developed 

to familiarize employees with 

recommendations towards safe winter 

walking

take short shuffle-like steps 

Do the Penguin Shuffle



Observation - Imagine what you can find… if you look



Creating safe space to 

communicate what is 

on your mind





What makes you 

feel safe?

What could make 

you feel safer?





What if safety was fun?



•Medical device reprocessing audits
•Surgical checklist compliance
•Hand hygiene compliance ǂ
•Ventilator Associated Pneumonia bundle compliance
•Clinical equipment maintenance records
•Radiation safety compliance
•Enhanced Recovery After Surgery
•Critical Care Outreach Team Response
•Emergency Response planning
•MRI encounters completed within benchmark *
•Radiation therapy within 4 weeks *
•BCEHS average hospital delay in minutes *
•Emergency department admission within 10 hours *
•Alternate Level of Care days *
•LOS ≤ ELOS – medical *
•MHSU readmission rate *
•Scheduled surgeries completed within 26 weeks *
•Patients waiting for surgeries longer than 26 weeks *
•Cardiac catheterization completed within benchmark *
•Isolated CABG completed within benchmark *
•Joint (hip and knee) replacement surgeries ǂ
•Dental surgeries ǂ
•Independent dialysis *
•Hip fracture surgery within 24 hours ◊
•Hospital readmissions ◊
•Low risk caesareans ◊

Are we 
responding and 

improving?

Integration & 
Learning

Has care been 
safe in the 

past?

Past Harm

Are our clinical 
systems and 
processes 
reliable?

Reliability

Will care be safe 
in the future?

Anticipation & 
Preparedness

Is care safe 
today? 

Sensitivity to 
Operations

•Nursing and allied professional overtime *
•Overtime hours as % of worked hours ǂ
•Lost time claims rate *
•Sick hours as % of worked hours *
•Canadian Patient Safety Culture Tool Survey
•Worklife Pulse Survey
•Doctors of BC Health Authority Engagement Survey
•Cultural safety training completion
•Violence prevention training
•Staff & Physician immunization 
•Immunizations by 7th birthday * 
•Safe patient handling training
•Enterprise risk management
•Emergency Preparedness Response action items 
•Simulation utilization 
•Access & efficiency metrics
•Acute occupancy rate *

•Patient Safety Hazard Reports
•Workplace Hazard Reports
•PSLS anonymous reports
•Breast cancer screening *
•Lean Management- SAE-CIB 
•Site Bed meetings

•Hospital Harm Indicator ǂ
•PSLS Safety Events
•PCQO Patient Concerns
•Ombudsperson reports
•Coroner recommendations
•Hospital Standardized Mortality Ratio *
•Care Sensitive Adverse Events ǂ
•Ambulatory Care Sensitive Conditions *
•VTE events
•In-hospital Sepsis ◊
•Illicit drug toxicity death rate *
•Potentially inappropriate use of antipsychotics in long 
term care *
•Obstetric trauma (with instrument) ◊
•Facility-associated CDI incidence *
•Pain, depressive mood, physical functioning in long 
term care ◊
•Falls in long term care ǂ
•Worsened pressure ulcer in long term care ◊
•Hospital deaths following major surgery ◊
•Restraint use in long term care ◊

Measurement & Monitoring of Safety Metrics in Interior Health



Maaike 
the 

patient

Past bouts of 
cellulitis

Process for 
getting Rx

Abnormal 
temp, away 
from home, 
long wait 

times in ER

Risk of 
sepsis if 

treatment is 
delayed

New Plan 
created

Has patient care been 
safe in the past?

Are our clinical systems 
and processes reliable? 

Is care safe today? 
Will care be safe in 

the future? 

Are we responding 
and improving?



Key learnings

• Changes our safety focus – moving away from a focus on past harm.  

• Provides a shared and consistent understanding of safety 

• Changes the way we think about safety:

• Helps us move away from managing risk to managing safety 

• Creates a more holistic view of safety 

• Moves us from assurance and accountability reporting to a “practice of inquiry” 

• Empowers everyone to take a proactive role in safety

• Promotes a culture of collective responsibility for safety 

• Places value on soft intelligence… safety is more than counting harm

• Promotes the value that patients and caregivers have in creating safety



Witnessing a shift in the culture of safety

“This [approach] has given us the opportunity to co-create a tool to empower 

our frontline team to not only identify the potential for harm, but to work 

towards reducing or eliminating the harm. As a result, we are witnessing a 

shift in the culture of safety within our care home and providing a safer 

environment for both our residents and team.”

Danielle Bellamy, Director of Continuing Care, Yorkton & District Nursing Home (Saskatchewan Health 

Authority)

The Measurement and Monitoring in Canada



Shift in Thinking -

Shift in Approach

• Safety can be hard to 

see- but we can learn to 

look for it and learn to 

create it.

• What can you do to bring 

to safety into focus? 

• How can you shift your 

approach to care to 

create safety?



Menti Poll: How can you shift your approach to care to create 

safety?
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