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1. Why I am here

2. A bit of history

3. 4 big questions about patient safety 

• why does healthcare break?

• how do you make care safer?

• how do you respond when healthcare breaks?

• how do you create / promote a safety culture?

4. Putting it all together 
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Why I am here

@healtharrows
https://www.facebook.com/HealthArrows.ca

Healtharrows.ca
http://hqca.ca/studies-and-reviews/continuity-of-patient-care-study/

http://hqca.ca/studies-and-reviews/continuity-of-patient-care-study/


Greg’s quotes to live by

“The men who try to do something and fail are infinitely better 

than those who try to do nothing and succeed.”

“My best friend is the one that brings the best out in me.”

“A century from now it will not matter what kind of car I drive, 

what kind of house I lived in or how much money I had in the 

bank… but one hundred years from now the world may be a 

better place because I was important in the life of a child.”



Greg’s Journey



"Medicine used to be simple, ineffective, and relatively safe. 

It is now complex, effective, and potentially dangerous."

Patient safety

Why it is an important issue now

Sir Cyril Chantler.
Principal, United Medical and Dental Schools of Guy's and St Thomas's Hospitals, and 

Chairman of the General Medical Council's Standards Committee

BMJ 1998;317:1666
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• Patients hospitalized in Canada

• 7.5% of patients had an adverse event

• 1/3 judged ‘preventable’

How well do ‘healthcare systems’ do?



• Patients hospitalized in Canada

• 7.5% of patients had an adverse event

• 1/3 judged ‘preventable’

• Adults living in 12 US metropolitan centres

• Evaluation of 439 indicators of quality of care 

for:

• 30 acute / chronic conditions

• preventative care

• 54.9% received recommended care

How well do ‘healthcare systems’ do?
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How do you respond when healthcare breaks?
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Second Harm

Big questions about patient safety

How do you respond when healthcare breaks?



Patients experience two types of disappointment:

• the disappointing unanticipated medical outcome

• the disappointing way that healthcare providers and 

organizations behave after the fact

Research suggests that patients and their families are more forgiving 

of the first type of disappointment then they are about the second

Big questions about patient safety

How do you respond when healthcare breaks?



What do patients and their families need?

[establish a point of contact who is always available]

• Acknowledgment / Investigation

• Disclosure (what / how / why)

• An apology

• Support for the patient / family

• Future healthcare plan

• A plan to protect other patients

(including possible reimbursement for out-of-pocket expenses)
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“If you take my pen and say you are sorry, but don’t give me the 

pen back, nothing has happened.”

Bishop Desmond Tutu
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Service Recovery:

The process used to “recover” dissatisfied members or 

patients by identifying and fixing the problem or making amends for 

the failure in customer or clinical service.

Reimbursement:

The act of paying someone for expenses with or without an 

admission of fault

Compensation: 

A financial remedy accorded to an individual who has sustained an 

arguably avoidable loss in order to replace the loss caused by the 

arguably inappropriate act, with the intention of making the injured 

party whole.

Big questions about patient safety

How do you respond when healthcare breaks?



Big questions about patient safety

How do you respond when healthcare breaks?



Second Victim
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Human
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Fair

Assessment

System-focused

Performance 

Assessment
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Second Chance
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Learning

Improve
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Informing - why do it?

1. protect other patients

2. maintain or restore reputation

3. empower the public or a population of patients to 

make an informed decision about an actual or 

potential hazardous situation

4. normalize ‘open discussion’ of system 

vulnerabilities
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"to err is human, 

to cover up is unforgivable, 

and to fail to learn is 
inexcusable”

Sir Liam Donaldson Former CMO for England and

Chair of World Alliance Patient Safety 
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Big questions about patient safety

Systems analysis

http://hqca.ca/health-care-provider-resources/systematic-systems-analysis/

How do you respond when healthcare breaks?

http://hqca.ca/health-care-provider-resources/systematic-systems-analysis/


How do you create / promote a culture of safety?

just culture - an atmosphere of trust in which people are 

encouraged, even rewarded, for providing essential safety-related 

information - but in which they are also clear about where the line 

must be drawn between acceptable and unacceptable behaviour.
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How do you create / promote a culture of safety?

Any safety information system depends crucially on the 

willing participation of the workforce, the people in direct 

contact with the hazards. To achieve this, it is necessary to 

engineer a reporting culture - an organizational climate in 

which people are prepared to report their errors and near-

misses.
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How do you create / promote a culture of safety?

Finally, an organization must posses a  learning culture - the 

willingness and the competence to draw the right conclusions from its 

safety information system, and the will to implement major reforms 

when their need is indicated.

Big questions about patient safety



Putting it all together

Optimal

Healthcare

Delivery

Respond

Design

(Reactive Safety Management)

Deliver

Patient-care Management



Putting it all together

A safe organization is a prepared organization

 prepared (a plan) for success

 prepared for failure (a plan for responding)


