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A bit about us… 

• Academic FHT  

• Approximately 14,000 patients  

• 5 clinical teams,  2 physical sites 

• Academic interdisciplinary family medicine centre  

• 50+ PGY1 residents & other learners 

• 1.0 Data Analyst  

• Inter-professional quality improvement committee, as 
well as various QI/safety related committees 

• Open source EMR (OSCAR) 

 



Objectives: 
 

1. Define key concepts related to patient safety 

2. Make a case for the importance of critical 
incident reporting in primary care 

3. Describe “just cultures” and how you can 
avoid “shame and blame” as you establish 
your critical incident reporting framework 



“TRIZ” 

Design      

 a critical incident reporting system 

that is that is guaranteed to fail 



Critical Incident Reporting Systems 
components that will make it fail 

 



Context 





Healthcare  
is not as safe as it  

should be 



Hips & Knees CT and MRI Admissions to 

hospital 

ER 

visits 

Xrays 

Specialist Visits 

Family 

Physician 

Visits = 55% 

or 137,000 

visits every 

day in 

Ontario 

Healthcare Encounters per day in Ontario 
(Institute for Clinical Evaluative Studies 2003) 





But there aren’t  
patient safety issues in  

primary care, right? 



Sometimes a patient’s journey looks like this: 

Primary 
care 

setting 

ER 

Admission 
to ICU 

Transfer 
to floor 

Long term 
care 

facility 



But more often than not it looks like this: 

Most 
Responsible 

Physician 
(“MRP”) 

Specialist A 

Specialist B 

Service Y Patient self-care 

ER visit 



Transfer of patient care 
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Medication Reconciliation in Primary Care: 

Our Experience at QFHT 
17 



Only 1 (out of 86!) medication list  
was accurate 

18 



 

 

For want of a nail the shoe was lost.  For want of a shoe 

the horse was lost.   For want of a horse the rider was 

lost.    For want of a rider the message was lost.  

   For want of a message the battle was lost.   

   For want of a battle the kingdom was lost.  

And all for the want of a horseshoe nail. 
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Primary healthcare  
is not as safe as it  

should be 



Definitions & key concepts 



What is patient safety? 
 



The prevention of harm to patients  (IOM) 

 
 
 
 

Freedom from accidental or preventable 
injuries produced by medical care  

                                            (AHRQ Patient Safety Network) 

 





The ‘Swiss Cheese’ Model of Causation 

Reason 



Efficiency Thoroughness Trade-Off 
(ETTO) 



• If someone knew their actions would have 
resulted in a failure, they wouldn’t have 
done them. 

• Actions are taken based on the information 
at hand. 

• Accidents can be caused by both “active” 
failures and “latent” conditions 

Key Principles 



 

What is an incident? 
 

 

An event or circumstance which could have 
resulted, or did result, in unnecessary harm 

to a patient. 



What is an incident? 

From the Canadian Incident Analysis Framework, Canadian Patient Safety Institute 



Preventing errors 
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Many process improvement ideas were discovered 
by mistake  



How do you achieve it? 

A system that is safe should: 

• Prevent errors 

• Learn from errors that do occur 

• Build on a culture of safety that 
involves healthcare professionals, 
organizations, and patients 



Critical Incident  

Allows one to capture: 

• What happened? 

• How and why it happened? 

• What can be done to reduce the likelihood 
or recurrence and make care safer? 

• What was learned? 

From the Canadian Incident Analysis Framework, Canadian Patient Safety Institute 



Elements of Successful CI Reporting 

• Relevant collection of information  

• Easy to report 

• Transparent processes  

• Non-punitive approach - confidence that 
reporting will make a difference 

• Feedback loop for prevention 



Critical Incident Reporting at QFHT 





• Ensure leadership support 

• Cultivate a safe and just culture 

“Be preoccupied with failure” 

• Develop a plan – Who will collect these 
incident? Who will review them?  

Before the Incident 

From the Canadian Incident Analysis Framework, Canadian Patient Safety Institute 



• Quality Assurance & Risk Management Committee 

• Physician Lead, ED, clerical & nursing managers, 
data analyst, IT, pharmacy 

• Weekly management huddles and other support 
committees where safety is an agenda item 

• Ad hoc safety meetings 

• Reporting back via de-briefs and departmental 
meetings 

Structural Elements 





• Patient safety requires that healthcare 
organizations build and maintain a safety 
culture. 

• Safety culture is defined as “the product of 
individual and group values, attitudes, 
competencies, and patterns of behaviour that 
determine the commitment to and the style 
and proficiency of an organization's health 
and safety programs.” 

Safe & Just Culture 

From the Canadian Incident Analysis Framework, Canadian Patient Safety Institute 



“Organizations with a positive safety 
culture are characterized by 
communications founded on mutual 
trust, by shared perceptions of the 
importance of safety, and by confidence 
in the efficacy of preventative measures.” 

 

Safe & Just Culture 

From the Canadian Incident Analysis Framework, Canadian Patient Safety Institute 



Other characteristics:  

• Openness, honesty, fairness, and accountability 

• Requires and encourages the reporting of incidents 
and hazards 

• Promotes safety training and preparedness 

• Promotes the idea that improvement and 
prevention come from learning and understanding 

 

Safe & Just Culture 

From the Canadian Incident Analysis Framework, Canadian Patient Safety Institute 





• Address the immediate needs of the incident. This may 
include caring for and supporting patients, disclosing 
the incident, and providing information. 

• It should also involve supporting the staff members 
involved. 

• Report the incident. 

• Take action to reduce risk of imminent recurrence. 

Immediate Response 

From the Canadian Incident Analysis Framework, Canadian Patient Safety Institute 











• Understand what happened 

• Determine how and why it happened 

• Develop and manage recommended actions 

• Be timely, interdisciplinary, objective, and supportive 

 

Be careful of cognitive traps! 

Analysis 

From the Canadian Incident Analysis Framework, Canadian Patient Safety Institute 



   
 

“If I were given one hour to 
save the planet, I would 

spend 59 minutes defining 
the problem and one minute 

resolving it.” 
 
 

   Albert Einstein     
 
 
 
 
 
 
 
 
 



• Implement recommended actions 

• Monitor and assess the effectiveness of 
actions 

 This will be harder than it seems! 

Follow Through 

From the Canadian Incident Analysis Framework, Canadian Patient Safety Institute 







Close the Loop 







A few final words 













Come up with as many factors 

as you can that will guarantee 

that a critical incident 

reporting system will succeed. 



Questions or ideas? 

 

Dr. Karen Hall Barber 
karen.hallbarber@dfm.queensu.ca 

Danyal Martin 
danyal.martin@dfm.queensu.ca 
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