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• Do we know …

• Do we do with what we know …

• Are we doing to be proactive …

• Do we do to include patients

and families?



SO WHATdo we know?

• Errors do happen, including at the IWK.
• In 2000, 7.5% of patients admitted to acute care 

hospitals in Canada experienced one or moreadverse 
events and 36.9% of these patients were judged to 
have highly preventableadverse events (Norton 
Baker Report, 2004).

• In 2008, the ‘main campus’ of the IWK had 15,173 
inpatient admissions.  If we extrapolate as per the 
Norton Baker Report, 1138 patients could have 
experienced an adverse event with 420 of these being 
highly preventable.



SO WHATdo we do with what we know?

IWK Quality Review Process (What actions are taken when an 
incident happens)



SO WHATare we doing to be proactive?

Patient Safety Strategy Map
• 14 recommendations (each with several subsets) have 

been made and accepted by Executive Leadership





SO WHATdo we do to include patients 
and families?

IWK patients told us they want:

• To be kept secure
• Infection prevention and cleanness

• Safe medication delivery
• Safe environments

• Communication and education regarding care and 
general safety



SO WHATare we doing to include 
patients and families?
Past: 

– 2008: 2nd Patient Safety Symposium; Patient and Family 
Feedback re Patient Safety Day; 2009: Patient and Family 
Centred Care Symposium; Family Focus Group re ‘IWK 
Feedback’ process.

Present:
– Youth Advisory Council (YAC)
– Family Leadership Council (FLC) 
– Emergency Department Family Advisory Council (EDFAC)
– Partner’s in Care Committee

Future:
– Patient/Family Advisors on our centre-wide Patient Safety 

Committee 
– Patient/Family Advisors to work collaboratively with the 

Quality and Patient Safety Team



SO WHATare we doing to include 
patients and families?



do we do to keep patients/families safe and 
provide a welcoming and friendly 
environment? 

Safety includes more than the ‘clinical’ … it 
also includes the ‘physical’ environment!



will your Organization 
do to find the balance?


