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NEWS RELEASE

FIRST CANADIAN PATIENT SAFETY WEEK FOCUSES ON MAKING HEALTHCARE SAFER

October 21, 2005, Winnipeg, Manitoba – In collaboration with its partners, the Canadian Patient Safety Institute (CPSI) has declared October 21 – 28, 2005, Canadian Patient Safety Week. This is the first Canadian week of its kind. Its central objective is to put patient safety on the country’s radar screen and to highlight initiatives across the country to address the issue.

“It’s important that we work collectively to achieve a safer healthcare system in Canada,” said Phil Hassen, CEO, Canadian Patient Safety Institute. “We have evidence from The Canadian Adverse Events Study (2004), authored by Dr. Ross Baker, University of Toronto, and Dr. Peter Norton, University of Calgary that 9,000 to 24,000 Canadian patients die annually following an adverse event in hospital. That is more than the number of deaths attributed to breast cancer, motor vehicle accidents and HIV combined.” 

In Canada, 7.5% of patients admitted to acute care settings experience adverse events. By comparison, the rate of adverse events in various other countries ranges from 2.9 -16.6%. “If we focus on the safety issue; work collaboratively with healthcare professionals and organizations, patients, the community and governments to effect change, then we have the potential to be the world’s safest healthcare system.” 

All over the country, in various healthcare settings, patient safety innovations are taking place. For example, here in Manitoba: 

Since the Safer Healthcare Now! campaign was launched in Manitoba on June 28th, 2005, eight out of 11 Regional Health Authorities have signed on to the national initiative to implement one or more of the six, targeted strategies to improve patient safety. These strategies include;
· Rapid Response Teams: Prevent deaths in patients who are progressively failing outside the ICU by implementing rapid response teams. 

· Improved care for Acute Myocardial Infarction: Prevent deaths among patients hospitalized for acute myocardial infarction (AMI) by ensuring the reliable delivery of evidence-based care. 

· Prevention of Adverse Drug Events: Prevent adverse drug events (ADEs) by implementing medication reconciliation. 

· Prevention of Central Line-Associated Bloodstream Infection: Prevent central venous catheter-related bloodstream infection (CR-BSI) and deaths from CR-BSI by implementing a set of evidence-based interventions in all patients requiring a central line. 

· Prevention of Surgical Site Infection: Prevent surgical site infection (SSI) and deaths from SSI by implementing a set of evidence-based interventions in all surgical patients. 

· Prevention of Ventilator-Associated Pneumonia: Prevent ventilator-associated pneumonia (VAP) and deaths from VAP and other complications in patients on ventilators by implementing a set of interventions known as the "VAP bundle." 

The Manitoba Institute for Patent Safety was created in 2004 to promote, coordinate and facilitate activities that have a positive impact on patient safety throughout Manitoba. (www.mbips.ca) 

· On November 3rd, the Institute will host a meeting of western provincial patient safety organizations. On November 4th, the Institute will co-host a conference, “Advancing Quality in the Name of Patient Safety” at the Winnipeg Convention Centre. 
· The Institute for Patient Safety will hold its first AGM following the November 4th conference, at 4:30 pm the Winnipeg Convention Centre. This will be an opportunity to conduct member business and to celebrate the Corporation’s successes and opportunities with members and guests. The public is welcome to attend. 
· A "Leading Us to Excellence" Good Catch Award is planned for presentation on November 4th, 2005, at the conference in Winnipeg. All employees and staff in Manitoba's health care system were invited to submit a description of a "good catch" that resulted in process improvements and shared learning. A "good catch" is defined as an event or circumstance which had the potential to cause an incident or critical incident but the incident did not actually occur due to corrective action and/or timely intervention. 
 “It’s critical that we spread the word about the important initiatives underway throughout the country. It’s these projects that will be central to change and improvements. Increased sharing of information and ideas on improving patient safety is going to be one of the cornerstones of a safer public health system for Canada,” concluded Hassen.

For more information, please contact:
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