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Safety  - Provincial Strategic Priority  
 By March 31, 2020, no harm to patients or staff  



http://www.huffingtonpost.com/2013/06/09/caregivers-aging-parents_n_3398212.html?utm_hp_ref=caregiving


A Safety Alert System that enables our people to 
reliably deliver safe care and service to patients, 

clients and residents and protects the safety of all who 
enter our care and service environments 



Current State 
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Future State  
Process Map developed at 3P Dec 2013 



It is about Process, Behaviors & Actions    

http://www.google.ca/url?url=http://prezi.com/7pvrzn2r0t5r/copy-of-why-boys-dont-play-with-dolls/&rct=j&frm=1&q=&esrc=s&sa=U&ei=3ZU6VL-sEc6zogSDx4CYAQ&ved=0CBcQ9QEwAQ&usg=AFQjCNFGqAk52KcSOSVYVFFuz-A_0H1FoA
http://www.google.ca/url?url=http://www.jgh.ca/en/Housekeeping&rct=j&frm=1&q=&esrc=s&sa=U&ei=FZY6VIarIc_noASms4HYCw&ved=0CBUQ9QEwAA&usg=AFQjCNG61YZQIj-803ACVr9r_xf-4m2Ciw
http://www.google.ca/url?url=http://www.beverlyhospital.org/about-us/patient-and-family-advisory-council&rct=j&frm=1&q=&esrc=s&sa=U&ei=QZY6VLnBBpbfoASw-oGQCw&ved=0CB8Q9QEwBQ&usg=AFQjCNHqOP0mEgVwzATIzcCD0tYYu6SRdg
http://www.phvne.com/wp-content/uploads/2011/11/Admn-Tools.jpg


Key Elements 
• Reporting (by anyone), Call 1600 
• Who can call, staff, physicians,  patient, families, 

visitors 
• Classification (4 levels) 
• Response 
• Mitigation and mistake proofing  
• Building capacity through the process 
• Increased Senior Leadership involvement 
• Oversight 

 



Key Tenants 

• It is safe to report mistakes 
• When mistakes are reported, they will be 

corrected  
• Those who report mistakes will be praised 
• It is everyone’s job to be an inspector, to stop, 

and fix.  If they can’t to escalate to the next 
level for support 
 
 





 

http://1.bp.blogspot.com/_ps18WzzIQPM/StBLkMj-eXI/AAAAAAAAAA0/vOlfaomwIJA/s1600-h/onion.jpg


Learning to Date   
• Personally  

– modeling, so important, asking for feedback  
– commitment to following standard work,  decrease 

variability,   
– Keep focused on the process , the results will come 
– Challenge of learning and leading at the same time.  
– I can’t manage through a data base 
– Need to set visual controls on the back end of the 

process in order to trigger problem solving  
 

 
 

 



Learning to Date – Our Organization 
• Gaps in structure becoming visible  
• Need to push culture with each incident – 

normalization is evident 
• Challenge to balance urgency to fix and bringing 

people along in the process; focus on learning 
• Elevating respect and dignity issues 
• Management system – we had many – not helpful 
• Multiply priorities is a risk – Capacity  
• This is a game changer!!! 
• But risk is high that we will fall into old ways!! 

 
 



Courage does not 
always roar 

sometimes courage is 
the quiet voice at the 
end of the day saying  

“i will try again 
tomorrow” 

 
 Mary Anne Radmacher 

http://www.google.ca/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&docid=QjFGWotiannkcM&tbnid=6U3I7lkD7xWWtM:&ved=0CAUQjRw&url=http://roblovegreen.blogspot.com/2011/09/looking-in-mirror-what-do-you-see.html&ei=rEiKUbC9L4WryQGvxIC4Dw&bvm=bv.46226182,d.aWc&psig=AFQjCNHv9HxVdY1KZl_VvZP_IUH5uTGozg&ust=1368103452167049
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