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OVERVIEW OF CONSULTATION FINDINGS

Incorporated in May 2004, the Manitoba Institute for Patient Safety (MIPS) is a non-profit organization with a mandate "to co-ordinate, facilitate and stimulate activities designed to enhance patient safety and quality care for the benefit of all Manitobans."
 To assist in developing its strategic directions, MIPS is conducting a series of consultations across Manitoba with front-line service providers, the public, professional regulatory associations and unions, professional health educational programs/institutes, and Regional Health Authority (RHA)/CancerCare Manitoba board and management. 

MIPS contracted PRA Inc. to conduct the consultations with front-line service providers and the public. Manitoba Health, the Canadian Patient Safety Institute, Health Canada, and MIPS funded the consultations, which are intended to provide a qualitative look at patient safety issues by capturing the perceptions, attitudes, and opinions of health care providers and public participants. Consultation participants were invited to the sessions, and those interested in attending offered their personal views on the issues of patient safety. Their responses do not represent larger groups, institutions, or facilities. 

This report presents findings for the 15 consultation sites that were visited between March 16 and May 26, 2005.

Methodology

Thirty-two consultations were conducted across 15 sites (11 RHAs, CancerCare Manitoba, and three First Nation communities). The sites were chosen to reflect a range of health care settings and experiences. By holding consultations in each of the RHAs, MIPS ensured that it gathered opinions from all regions of the province. Inclusion of CancerCare Manitoba provided input from stakeholders of a specialized health facility. The First Nation communities also covered a variety of health settings – northern, southern, and communities served by a federal hospital. 

The consultations included a mixture of group and individual discussions. Each of the 15 sites had two group consultations planned, one with members of the public and another with a range of health care providers. Low participation meant that a few public consultations did not occur. In each of the three First Nation sites, consultations with health care providers and managers were conducted separately (in the other sites, managers and providers attended a combined group). 

Findings

The consultations covered a wide range of issues related to patient safety. The key findings are summarized below.

Understanding of patient safety.  Across the consultations, participants' understanding of the term patient safety had much in common. Participants considered the concept of patient safety to include not doing harm (either intentionally or accidentally) and taking active steps to prevent harm. In addition, they believe that patient safety means protecting patients from physical as well as from psychological (emotional, spiritual) harm. 

Responsibility for patient safety.  Similarly all-encompassing is the view of who is responsible for patient safety. Participants place the responsibility on everyone involved in the health care system – from those who provide direct client care to those in a policy-making role, such as the provincial government. While almost all participants also believe that patients and their families bear some responsibility for patient safety, most also emphasized that the health care system must recognize and respond to the fact that some patients are not mentally and physically able to assist in their own care and may not have a family who can advocate for them. 

Examples and causes of unintended harm. Participants were asked to provide examples of medical adverse events, or incidents that arise from a patient’s health care and lead to unintended personal harm. Medication mistakes were by far the most commonly cited adverse event. According to participants, the reasons for medication mistakes include system issues (staff shortages that cause overwork and stress) and process issues (failure to follow procedures, poor placement of medications in some medication rooms, unclear orders, mistakes in using equipment or filling prescriptions, mistake-prone methods of identifying patients). In addition, similar packaging or labelling of medications increases the possibility of confusion and human error in dispensing medications.  

Other common adverse events cited by participants were accidental falls, mistakes in diagnoses, equipment issues (e.g., equipment failure, misuse, lack of equipment, inadequate maintenance), and hospital-acquired infections. First Nation groups emphasized incorrect diagnoses as a patient safety issue. There was a general concern that diagnoses may sometimes be based on stereotypes. In addition, participants in northern and remote sites (including those in the First Nation consultations) discussed adverse situations that arise, at least in part, due to their communities’ distance from other facilities and providers. 

Most important patient safety issues. When participants were asked to identify the most important patient safety issues on which MIPS should concentrate its efforts, three received the most attention:  lack of resources, particularly lack of staff; the health care environment; and mistakes in treatment, particularly medication errors. 

· Participants considered insufficient staff to be the largest contributing factor to adverse events because it results in overworked and exhausted staff who are expected to operate in a high-stress, detail-oriented workplace. They believe that in this situation, mistakes are much more likely to occur. The lack of resources and staff also poses a major challenge because sufficient resources are considered the necessary foundation to support any efforts to improve patient safety. 

· When discussing the health care environment, participants focused on the following: low morale in that health care providers feel isolated and teamwork is lacking; poor communication both among health care providers and between health care providers and patients, which can lead to mistakes and gaps in care; and a climate that discourages reporting adverse events by health care providers, who perceive a system that is based on blame, and by the public, who worry about backlash or other repercussions. Many participants also believe that the public is not aware about where to report adverse events.

· Participants considered medication mistakes to be one of the most important patient safety issues because they viewed these mistakes as one of the most common and preventable adverse events.   

First Nation participants also considered staffing as one of the most important patient safety issues, but their concerns were largely different from those of the other groups. They focused on the social determinants of health by directing attention to the socio-economic situation on reserves and how that affects health outcomes.

Regional patient safety issues. Many consultation groups did not consider any patient safety issues to be unique to their region. Those that did tended to be located in remote or northern (including First Nation) communities. They believe that their communities have difficulty attracting and retaining health professionals and that remote communities often serve as a training ground for health professionals, both of which can lead to lower quality care. Remote and northern consultation participants also cited the long distances to medical facilities and language issues. First Nation participants also pointed out that conditions on reserve, such as inadequate housing, poverty, and the high price of food, can have negative effects on health outcomes and, therefore, compromise patient safety. 

Health care providers noted that certain patients in their region are more at risk for experiencing adverse events. In particular, individuals who have difficulty communicating their symptoms effectively to their health care providers and understanding their condition and their course of treatment are more at risk. As examples, they listed the elderly, the very young, and people who are cognitively impaired, mentally ill, undergoing extreme levels of treatment, or experiencing extreme stress. Many of the health care provider groups also believe that the Aboriginal population is more at risk for patient safety issues because Aboriginal people are sometimes marginalized or labelled by health care workers, which may discourage them from seeking medical assistance. 

Addressing patient safety issues. The most important patient safety issue identified by participants – lack of resources and staffing – suggests its own response, which is to increase the level of resources and staff. However, the consultations point to other methods of addressing patient safety issues as well. As suggested by some providers, medication errors could be reduced by establishing a system of double-checks, such as a computerized medication order-entry system or a procedure by which another provider, such as a medication nurse, is involved in checking medications before they are administered. Other preventative measures, such as regularly scheduled maintenance of equipment and standardizing charts, forms, medication packaging, and equipment could also assist in reducing some of these more common adverse events. 

Consultation participants also provided some suggestions for promoting a better health care environment. Providers believe that the process of reporting adverse events needs to be less threatening, which could be accomplished by more actively demonstrating the learning potential of adverse incident reports. They provided several examples of how this could be accomplished, such as including a section in reports for staff to provide their opinions on how to avoid the event in the future, sharing statistics from the reports with staff, and involving staff in using these statistics to improve practices. According to the public participants, the reporting process could be improved by increasing public awareness of the process itself (i.e., how and where to report adverse events), and by making the process more transparent by keeping the patients better informed and involving them more directly.   

Education and training opportunities are other methods of improving the health care environment. The consultations suggested that staff might become more comfortable and feel less isolated if they know that the health care system is establishing a framework of best practices as a way to assist them in doing their work, and that this framework recognizes the interconnected roles of all health care providers to the provision of safe health care.  

Finally, the consultations point to a basic difficulty in identifying important safety issues and addressing them appropriately. The system of reporting currently does not use consistent standards for when or how to report an event, and it has serious gaps (e.g., home care has many idiosyncrasies in reporting). Participants think the current reporting system makes it very hard to establish a clear picture of what the main patient safety issues are in Manitoba. 

Patient safety information. Both public and health care providers believe that more information about patient safety would be beneficial, and they suggested using a variety of methods. For the public, the most common suggestions included messages on various media outlets, the Internet, and posters and brochures in local health centres. For health care providers, newsletters received the most positive response, particularly if they would use case studies to provide ideas on how to prevent adverse events. 

Role of MIPS.  MIPS is largely unknown among health care providers and the public, so participants had some difficulty discussing its potential role. Health care providers suggested several roles for MIPS, such as: serving as a central repository for information on patient safety, including best practices; lobbying the government and advocating for reform in areas that affect patient safety; and educating providers and the public about patient safety. Providers also indicated a strong desire that MIPS have a regulatory function, that it play a direct role in the system of reporting adverse events, and that it act as an independent ombudsman for patients. While participants expressed some scepticism about whether MIPS has the resources and authority to create meaningful change, they expressed hope that MIPS will be effective in promoting patient safety as they believe that the issue needs to be studied and addressed. 
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