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Quality, quality…

Can quality be counted or measured?

Can counting or measuring ever be sufficient to 
promote quality?

“You can only measure 3% of what matters”
-

 

W.E. Deming

“ The important question is not how many?
The important question is what happened?”

-
 

Don Berwick



Reflection on Safety

“Safety is a core value,
not a commodity that can be counted.

Safety shows itself only 
by the events that 
do not happen.”

-
 

Erik Hollnagel



The World Alliance for Patient 
Safety (WAPS)

Launched by the WHO in October 2004;
In response to a World Health Assembly 
Resolution (2002) urging WHO and Member 
States to pay the closest possible attention 
to the problem of patient safety;
To raise awareness and political 
commitment to improve the safety of care 
and facilitate the development of patient 
safety policy and practice in all WHO 
Member States.  



Patients for Patient Safety

To ensure the perspective and viewpoint of 
patients, families and health care 
consumers from all corners of the globe is 
infused in the work of all work strands of 
the World Alliance.

Safety will be improved if patients are 
included as full partners in reform 
initiatives, and learning can be used to 
inform systemic quality and safety 
improvements



WHO are we?



Patients for Patient Safety 
Canada

First in-country group to develop national 
strategy and infrastructure

Our Vision: Every Patient Safe.

Our Mission: We champion the patient 
voice to advance safe healthcare.



Consumers in Safety or Quality 
Improvement

STRENGTHS
Improved systemic 
understanding of opportunities 
for improvement through truly 
collaborative process
Positive public relations agents 
in your community and beyond
Consistent reminder for teams 
about why improvement work 
is undertaken and important
Catalyst for change of 
entrenched behaviors and 
unsafe processes
Education through concrete 
‘lived-experience’

CHALLENGES
Changing cultural norm to 
have patients/families at the 
table

Vulnerability that comes with 
commitment to transparency, 
being open and honest about 
things that go wrong (FEAR)

Variance in readiness and 
starting point

Leadership and resource 
commitment

Patient/family participation, 
time and expertise are 
valued/understood



Preparing Patients/Families

Thoughtful selection
• Recommendations from staff, self-identification
• Patients who can share their story, give suggestions for 

improvement and apply their experience to the bigger 
picture

• Value the patient’s/family member’s time and contribution

Preparation
• Who will be there, process, expectations, location, 

honorarium, contact person

Follow-up
• Debriefing
• Feedback about outcomes
• Ongoing support



PwP: WRHA Efforts

PSAC members on WRHA PS Committees:

1. Patient Safety and Quality Research Committee

2. Medication Reconciliation Steering Committee

3. Hand Hygiene Workgroup

4. PS Post Newsletter Committee

5. CI Reporting Line Steering Committee

6. Etc. etc. 



Questions?



Contact 

Ryan Sidorchuk
1800-155 Carlton Street
Winnipeg, Manitoba, R3C 4Y1
204-926-7164
RSidorchuk@wrha.mb.ca



The Literature-Partnering 
with Patients in Care

• Improved Outcomes: Great Meta-analysis of 
several studies
• “Patient Participation in Decision Making” 

Guadagnoli et al, Soc.Sci.Med. Vol.47, No.3 
pp.329-339, 1998

• Narrative- “The complexity of patient 
participation: Lessons learned from patients’ 
illness narratives”

• Haidet et al, Patient Education and 
Counseling 62 pp.323-329, 2006



The Literature-Partnering 
with Patients (Con’t)

• “Patient involvement in patient safety: what 
factors influence patient participation and 
engagement?” Davis et al, Health Expectations, 
10, pp.259-267, 2007.

• “Patient Safety: the patient’s role” Ford, World 
Hospitals and Health Services, Vol.42 No.3, pp. 
45-48, 2006

• “Linking Patient and Family-Centered Care and 
Patient Safety: The Next Leap” Ponte et al, 
Nursing Economics, Vol.22 No.4, pp.211-215, 
2004



The Literature-Effect of 
Collaboration on Outcomes

• “Risk-Adjusted Morbidity in Teaching Hospitals 
Correlates with Reported Levels of 
Communication and Collaboration on Surgical 
Teams but Not with Scale Measures of 
Teamwork Climate, Safety Climate, or Working 
Conditions” Davenport et al, J Am Coll Surg 
2007;205;778-784.



The Literature-Patient 
Participation

• Patient Satisfaction Surveys: Patient input 
extremely valuable and instrumental in 
developing surveys geared towards patient 
definitions of “good nursing care” (Larrabee 
& Bolden, 2001)

• Enhancing patient participation in care and 
decision-making - a dynamic process; 
central to nursing practice.  There is 
potential for facilitation and creation of 
opportunities for patient participation (Tutton, 
2005)



The Literature-Patient 
Participation (Con’t)

• Patients prefer to participate in their care, 
while professionals, although acknowledging  
the potential value of patient participation, 
prefer patients to be passive recipients 
(Cahill, 1998)

• A model of patient involvement, the 
Addenbrooke’s patient panel, in a large 
teaching hospital resulted in positive 
successes in providing patient perspective to 
improve service (Webb & Benstead, 2002)

• Successes of patient panel: promoted open debate between 
staff and patients, created effective collaborative work, 
encouraged patient feedback, improved access to hospital, 
assisted others to improve service user involvement



The Literature-Patient 
Participation (Con’t)

• Active involvement of patient/family in the 
design and implementation of an education 
poster to prevent falls in conjunction with 
ongoing patient/family feedback to make 
poster more appealing and effective for 
patients-resulted in marked decrease in falls 
on the unit over the pilot period (Jeske et al, 
2006)



Additional Resources

1. Dana Farber Cancer Institute
2. Consumers Advancing Patient Safety
3. National Patient Safety Foundation
4. Institute for Family Centered Care
5. World Alliance for Patient Safety
6. International Alliance of Patients 

Organizations
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