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Consultations for the Manitoba Institute of Patient Safety: overview of consultation findings.  PRA Inc; 2005 July.  http://mbips.ca/wp/wp-content/uploads/docs/overview.doc 
Describes the findings of 32 consultations across 15 provincial sites. Both healthcare providers and members of the public were invited to give their opinions on patient safety problems and potential solutions.

Harvard Hospitals.  When things go wrong: responding to adverse events: a consensus statement of the Harvard Hospitals.  Massachusetts Coalition for the Prevention of Medical Errors; 2006 March.  http://www.macoalition.org/documents/respondingToAdverseEvents.pdf
This report outlines how hospitals should communicate with and support patients who have suffered from a clinical error, provide appropriate training to caregivers, and respond effectively to adverse events.

Articles
Organizational Improvement

Baker, D, Day R, Salas E.  Teamwork as an essential component of high-reliability organizations. Health Services Research. 2006 Aug; 41 (4): 1576-1598.  http://www.pubmedcentral.nih.gov/articlerender.fcgi?tool=pubmed&pubmedid=16898980
Describes the importance of teamwork in healthcare and makes suggestions for improvement.
Frankel A, Leonard M, and Denham C.  Fair and just culture, team behavior and leadership engagement: the tools to achieve high reliability. Health Services Research. 2006 Aug; 41 (4): 1690-1709.  http://www.pubmedcentral.nih.gov/articlerender.fcgi?tool=pubmed&pubmedid=16898986 
Praises several initiatives and recommends that they be applied as part of an integrated program.
Kalisch BJ, Aebersold M. Overcoming barriers to patient safety. Nursing Economics. 2006 May/Jun; 24 (3): 143-149.

Describes practices to reduce fear of punishment for errors, promote systematic analysis, simplify excessively complex tasks, and improve teamwork.

Pronovost P, Berenholtz SM, Goeschel CA, et al. Creating high reliability in health care organizations. Health Services Research. 2006 Aug; 41 (4): 1599-1617.  http://www.pubmedcentral.nih.gov/articlerender.fcgi?tool=pubmed&pubmedid=16898981
Outlines a model to help organizations choose, implement, and evaluate safety interventions.


Resar, R.  Making noncatastrophic health care processes reliable: learning to walk before running in creating high-reliability organizations. Health Services Research. 2006 Aug; 41 (4): 1677-1689.   http://www.pubmedcentral.nih.gov/articlerender.fcgi?tool=pubmed&pubmedid=16898985
Suggests that healthcare organizations currently show low reliability, and offers both explanations and recommendations.
Salas E, Wilson KA, Burke CS, Wightman DC. Does crew resource management training work? An update, an extension, and some critical needs. Human Factors, 2006; 48 (2): 392-412 http://www.cabinfiles.com/CRM/Studies/doesCrewResourceManagement.pdf
Reviews the mixed results of crew resource management training programs and identifies areas that the CRM training community should address.

Thomas EJ, Sexton JB, Neilands TB, Frankel A, Helmreich RL. The effect of executive walk rounds on nurse safety climate attitudes: a randomized trial of clinical units.  BMC Health Services Research. 2006; 5 (28).  http://www.biomedcentral.com/content/pdf/1472-6963-5-28.pdf
Study suggests that nurses who participated in executive walk rounds developed more positive safety climate attitudes.
Vaughn T, Koepke MJD, Kroch E, Lehrman W, Sinha S, Levey S. Engagement of leadership in quality improvement initiatives: executive quality improvement survey result.  Journal of Patient Safety.  2006; 2 (1): 2-9.

Quality Index scores were higher where hospital boards and CEOs were most actively engaged in quality promotion.

Weiner BJ, Alexander JA, Baker LC, Shortell SM, Becker M. Quality improvement implementation and hospital performance on patient safety indicators. Medical Care and Research Review. 2006 Feb; 63 (1): 29-57.

QI teams from a single hospital unit and with a high rate of physician participation were associated with better patient safety.
Assessing Safety and Quality

Chang JT, Hays RD, Shekelle PG, et al. Patients’ global ratings of their health care are not associated with the technical quality of their care. Annals of Internal Medicine. 2006; 144 (9): 665-672.  http://www.annals.org/cgi/content/abstract/144/9/665
Older adults’ ratings were significantly correlated with good communication, but not with technical quality.
Pronovost P, Holzmueller CG, Needham DM, et al. How will we know patients are safer? An organization-wide approach to measuring and improving safety. Critical Care Medicine. 2006 Jul; 34 (7): 1988-1995.

Describes the creation of a four-component safety scorecard for healthcare organizations.

Rao M, Clarke A, Sanderson C, Hammersley R.  Patients’ own assessments of quality of primary care compared with objective records based measures of technical quality of care: cross sectional study.  BMJ.  2006; 333 (7557): 19. http://www.bmj.com/cgi/content/abstract/333/7557/19 
Older patients’ assessments showed a small to moderate association with objective measures.
Rivard P, Rosen A, Carroll J.  Enhancing patient safety through organizational learning: are patient safety indicators a step in the right direction?  Health Services Research. 2006 Aug; 41 (4): 1633-1653.  http://www.pubmedcentral.nih.gov/articlerender.fcgi?tool=pubmed&pubmedid=16898983
Suggests that Patient Safety Indicators are a simple and reliable means of measuring safety, but other measures should be used as well.
General Safety Improvement Issues
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Canadian Health Services Research Foundation.  Implement nurse staffing plans for better quality of care.  Evidence Boost for Quality.  2006 Sept.  http://www.chsrf.ca/mythbusters/pdf/boost7_e.pdf 
Presents evidence that hiring more nurses, particularly full-time and highly educated nurses, can significantly improve patient safety.
Porto G, Lauve R.  Disruptive clinician behavior: a persistent threat to patient safety.  Patient Safety & Quality Healthcare.  2006 July/August.  http://www.psqh.com/julaug06/disruptive.html 
Describes the problem of disruptive behaviour and gives suggestions for the effective implementation of a code of conduct.
Wolosin RJ, Vercler L, Matthews JL. Am I safe here? Improving patients' perceptions of safety in hospitals. Journal of Nursing Care Quality. 2006; 21 (1): 30-38.
Analyzes patients’ perceptions of safety in US hospitals and offers suggestions for improving them.
Incident Reporting and Measurement Issues


Evans SM, Berry JG, Smith BJ, et al. Attitudes and barriers to incident reporting: A collaborative hospital study. Quality and Safety in Health Care. 2006; 15 (1): 39-43.

http://qshc.bmj.com/cgi/content/full/15/1/39
Investigates the use of an incident reporting system and suggests improvements.
Jackson T, Duckett S, Shepherd J, Baxter K. Measurement of adverse events using ‘incidence flagged’ diagnosis codes.  Journal of Health Services Research & Policy. 2006; 11 (1): 21-26. 

Suggests that “incidence flags” should be used in order to measure adverse events more accurately.
Kaldjian L, Jones E, and Rosenthal G.  Facilitating and impeding factors for physicians' error disclosure: a structured literature review.  Journal on Quality and Patient Safety. 2006; 32 (4): 188-198.

Identifies a large number of factors that either encourage or discourage error disclosure among physicians.
Kellogg VA, Havens DS. The shift coupon: an innovative method to monitor adverse events.  Journal of Nursing Care Quality, 2006. 21 (1): 49-55.

The “shift coupon,” a brief, anonymous questionnaire which nurses complete at the end of each shift, can increase the reporting of adverse events by making the reporting process more convenient.
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Mohan N, Abuzgaya F, Peczeniuk S, Raggiunti P, Gates A, Brazeau D.  Walking the tightrope: creation of the physician scorecard at the Rouge Valley Health System. Healthcare Quarterly.  2005; 8 (3): 83-88. http://www.longwoods.com/website/CaseStudies/CS0305Mohan.pdf
Describes the creation of a quality assessment process for physicians.
Naveh E, Katz-Navon T, Stern Z. Readiness to report medical treatment errors: the effects of safety procedures, safety information, and priority of safety. Medical Care. 2006; 44 (2): 117-123.
 
Aspects of the safety climate had varying effects on staff in different departments.
Potylycki MJ, Kimmel SR, Ritter M, Capuano T, Gross L, Riegel-Gross K, Panik A.   Nonpunitive medication error reporting: 3-year findings from one hospital's Primum Non Nocere initiative.   Journal of Nursing Administration.  2006 July/August; 36 (7-8): 370-376.

Describes an initiative to promote a nonpunitive environment for the reporting of errors.
VanOyen Force M, Deering L, Hubbe J, et al. Effective strategies to increase reporting of medication errors in hospitals. Journal of Nursing Administration. 2006; 36 (1): 34-41.

Describes a program that successfully increased error reporting by promoting a culture of safety.
Disclosing Adverse Events to Patients
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Disclosure Working Group.  Canadian Disclosure Guidelines.  Edmonton, AB:  Canadian Patient Safety Institute; 2008.  http://www.patientsafetyinstitute.ca/Disclosure.html 

These guidelines are intended to assist and support healthcare providers, inter-professional teams, organizations, and regulators in developing and implementing disclosure policies, practices and training methods across Canada.
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Health Quality Council of Alberta.  Disclosure of harm to patients and families: provincial framework.  Calgary, AB: Health Quality Council of Alberta; 2006 July.  http://www.hqca.ca/index.php?id=58 
This provincial framework that guides health care providers through a process of open disclosure when a patient experiences unanticipated harm. Supporting materials including posters, a patient brochure, wallet cards and a checklist for health care providers were also developed and distributed to all stakeholder groups in Alberta.

Institute for Healthcare Communication.  http://www.healthcarecomm.org/index.php 

Disclosure of Unanticipated Medical Outcomes program (DUMO) has become the standard for disclosure training throughout North America.

Mazor KM, Reed GW, Yood RA, et al. Disclosure of medical errors: what factors influence how patients respond? Journal of General Internal Medicine 2006; 21 (7): 704-710.  http://www.pubmedcentral.nih.gov/articlerender.fcgi?tool=pubmed&pubmedid=16808770
A study in which patients watched video vignettes suggested that disclosure of errors had a positive effect on patients’ responses.
National Patient Safety Agency.  Being Open: communicating patient safety incidents with patients and their carers.  http://www.npsa.nhs.uk/nrls/improvingpatientsafety/patient-safety-tools-and-guidance/beingopen/ 
This policy advises healthcare staff to apologise to patients, their families or carers if a mistake or error is made that lead to harm, explain clearly what went wrong and what will be done to stop the problem from happening again.
Physician Executive.  2006 March/April, Special Issue.
This special issue on patient trust and safety focuses on the matter of physician apologies in the USA. It includes a guest column by Rick Boothman, Chief Risk Officer for the University of Michigan Health System about the institution’s successful disclosure and apology program.

Theories and Models
Battles JB, Dixon NM, Borotkanics RJ, Rabin-FastmenB, Kaplan HS. Sensemaking of patient safety risks and hazards. Health Services Research, 2006 Aug; 41 (4 Pt 2):1555-1575.  http://www.pubmedcentral.nih.gov/articlerender.fcgi?tool=pubmed&pubmedid=16898979
Describes several complementary methods for organizations to learn from safety incidents.
The DUN Factor: How communication complicates the patient safety movement.  Patient Safety & Quality Healthcare.  2006 May/June.  http://www.psqh.com/mayjun06/dun.html 
Suggests that safety interventions must take into account the dynamic, unpredictable, and nonlinear nature of human communication.
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Ginsburg L, Tregunno D, et al.  Patient safety culture in healthcare organizations survey.  Toronto, ON: York University.  2006.  http://www.atkinson.yorku.ca/~safetyculture/questionnaire/MSI%20Fall%202006%20version.pdf  and http://www.patientsafetyinstitute.ca/research/cpsi/projects_str1_2005_Ginsburg.html 

This culture survey was developed and psychometrically validated  to gauge the safety climate within an organization.
Haig KM, Sutton S, Whittingtong J.  SBAR: a shared mental model for improving communication between clinicians.  Joint Commission Journal on Quality and Patient Safety. 2006; 32 (3): 167-175.   http://www.ihi.org/IHI/Topics/PerinatalCare/PerinatalCareGeneral/Literature/SBARAsharedmentalmodelforimprovingcommunicationbetweenclinicians.htm 

Advocates the SBAR (Situation, Background, Assessment, and Recommendation) model for facilitating communication.
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Health Quality Council.  Quality Improvement Toolbook: a practical approach to improving the quality of health care – your goal and ours.  Saskatoon, SK; Health Quality Council: 2005 April.  http://www.hqc.sk.ca/portal.jsp?CdSpcZ7g0/9pTSydwUWU7jBIzBf0QfLQkUwK4QBZaJuQdUf+iG24dozOVcA+lmY4 

A guide in the process of planning and implementing changes to improve the quality of health services. A number of practical exercises help readers develop their skills in identifying, clarifying, and addressing problems and areas for improvement.

The Institute for Healthcare Improvement (IHI)  provides tools for conducting Patient Safety Leadership WalkRoundsTM and Safety Briefings in order to enhance an organization’s culture of safety. They also suggests a variety of other measures, such as designating staff members to fill particular safety-related roles, taking steps to encourage the reporting of adverse events, and using various methods to raise awareness of safety issues.

Institute for Healthcare Improvement.  Develop a culture of safety.  http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Changes/Develop+a+Culture+of+Safety.htm 

Institute for Healthcare Improvement (IHI).  Safety Briefings.  Boston, MA; IHI: 2004.  http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Tools/Safety+Briefings+(IHI+Tool).htm 

Institute for Healthcare Improvement (IHI) Idealized Design Group, Frankel A.  Patient Safety Leadership WalkRounds.  Boston, MA; IHI: 2004.  http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Tools/Patient+Safety+Leadership+WalkRounds%E2%84%A2+%28IHI+Tool%29.htm 

Manchester Patient Safety Framework (MaPSaF).  http://www.npsa.nhs.uk/nrls/improvingpatientsafety/humanfactors/mapsaf/ 

Uses a five-level rating scheme to help organizations evaluate themselves on multiple dimensions related to patient safety.

National Patient Safety Agency (NPSA).  Seven steps to patient safety: your guide to safer patient care.  http://www.npsa.nhs.uk/nrls/improvingpatientsafety/patient-safety-tools-and-guidance/7steps/ 

A series of publications that provide detailed guidance on how to improve patient safety locally, including in primary care and mental health, a leadership checklist and assessment tool. 
Singh H, Petersen LA, Thomas EJ. Understanding diagnostic errors in medicine: a lesson from aviation. Qual Saf Health Care, 2006; 15(3):159-64.
http://qshc.bmj.com/cgi/content/full/15/3/159?hits=10&FIRSTINDEX=10&FULLTEXT=COGNITIVE+ENGINEERING+&SEARCHID=1&gca=qhc%3B15%2F3%2F159&
Suggests that the model of situation awareness should be applied to the process of medical diagnosis.
Tamuz M, Harrison M.  Improving patient safety in hospitals: contributions of high-reliability theory and normal accident theory.  Health Services Research, 2006 Aug; 41 (4): 1654-1676. http://www.pubmedcentral.nih.gov/articlerender.fcgi?tool=pubmed&pubmedid=16898984
Used two theories to explore the benefits and possible problems associated with various safety interventions.
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Thomas PG.  From good intentions to successful implementation: the case of patient safety in Canada.  http://www.mbips.ca/wp/wp-content/uploads/docs/from_good_intentions.pdf 

Uses implementation theory, which maps the journey between endorsing a policy idea and establishing it in practice, to identify challenges and suggest a way forward.
Perspectives
Brennan TA, Rothman DJ, Blank L, et al. Health industry practices that create conflicts of interest: a policy proposal for academic medical centers. JAMA. 2006 Jan 25; 295 (4): 429-433.
Argues that conflicts of interest are created when pharmaceutical companies offer gifts and other benefits to physicians, and that medical centres should regulate this area more stringently.
Goldmann D.  System failure versus personal accountability: the case for clean hands.  New England Journal of Medicine.  2006 July; 355 (2): 121-123.  http://content.nejm.org/cgi/content/full/355/2/121 
Argues that hand hygiene is the responsibility of individuals as much as institutions.
Harmon KT.  Naval aviation safety and its application to medicine.  Patient Safety & Quality Healthcare.  2006 March/April.  http://www.psqh.com/marapr06/naval.html 
Describes Operational Risk Management, Crew Resource Management, widespread use of guidelines and checklists, and other features of naval aviation safety that could be applied to medicine.
Thomas EJ.  Aviation safety methods: quickly adopted but questions remain.  Perspectives on Safety.  2006 January.  http://www.webmm.ahrq.gov/perspective.aspx?perspectiveID=16 
A critical examination of the application of aviation safety methods to healthcare.
Wu AW.  Removing insult from injury: disclosing adverse events.  Perspectives on Safety.  2006 Feb. http://www.webmm.ahrq.gov/perspective.aspx?perspectiveID=18 
Advocates that health professionals who are responsible for an adverse event inform the patient and apologize.
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