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Background

Partnering with 
Consumers
(Standard 2)

https://www.safetyandquality.gov.au/standards/nsqhs-standards/partnering-consumers-standard


Epworth HealthCare

https://www.epworth.org.au/

https://www.epworth.org.au/
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Our approach included:

− Building and developing
foundations to support 
effective consumer 
engagement

− Gaining support from our 
Board and Senior Leadership 
Teams

− Co-designing and developing 
resources and materials  
(including procedures) to 
support staff and consumers

− Focusing on meaningful 
engagement across our 
organisation

Partnering with Consumers:
Developing our strategy
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Partnering with Consumers Strategy

Available from: https://www.epworth.org.au/who-we-are/every-patient-
matters/partnering-with-consumers/partnering-with-consumers-strategy

https://www.epworth.org.au/who-we-are/every-patient-matters/partnering-with-consumers/partnering-with-consumers-strategy
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Implementing our strategy
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1. Encourage your patients to ask questions and check their 
understanding 

2. It is everyone's role is to support our consumers to have a voice 
3. If we truly listen to our consumers we are better prepared to provide 

the care they really need, not the care we think they need
4. The 5 Cs provide a framework for what we’re already doing well

1. Staff who interact with patients/consumers 
2. Non-consumer facing staff 
3. Managers and leaders 
4. Consumers – includes patients, families, carers and community members

1. Awareness (‘I understand why’)           
2. Desire (‘I have decided to’)               
3. Knowledge (‘I know how to’)
4. Ability (‘I am able to’)  
5. Reinforcement (‘I will continue to’)
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Implementing our strategy
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Members of the community that have been onboarded to a dedicated role, focusing on 

providing a consumer voice and partnering in various initiatives across our organisation

✓ Developed processes, policy documents and resources to support 

✓ Developed a register of Consumer Advisors 

✓ Implemented consumer members on governance committees

✓ Provided coaching and support to Consumer Advisors and staff to support impactful partnerships

Consumer Advisors
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Outcomes
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Learnings
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Rewiring our 
Approach to Safety: 

Anne MacLaurin, Healthcare Excellence Canada

Maaike Asselbergs, Patient’s for Patient Safety

Dr. G. Ross Baker, University of Toronto

Measurement and Monitoring of 

Safety in Canada
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Patient Engagement
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We believe that everyone  
should have safe and high-
quality healthcare.
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How safe is 
our care? 



25

2004 Canadian 
Adverse Events 
Study

Chart review of 

3745 patient charts 
in 20 hospitals in 5 provinces using 

validated review methods

Overall AE rate of 7.5%, of which 

37% judged preventable

Translates to 185,000 events 

per year and 

9250 to 23750 deaths 
associated with AEs
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How Safe is 
Inpatient Health Care
Now?

• Adverse events were identified in 

nearly one in four admissions

• Approximately 

one fourth of the events 
were preventable.



The Magnitude of Unintended Patient Harm

27



Hospital Harm Rate is Increasing

28

5.3
5.4 5.4 5.4

5.3
5.4

5.9
6.0

2

3

4

5

6

7

2014–15 2015–16 2016–17 2017–18 2018–19 2019–20 2020–21 2021–22

p
e
r 

1
0
0
 h

o
s
p
it
a
liz

a
ti
o

n
s

Hospital Harm Crude Rate



Home Care Harm
• 2008/2009 Review of Canadian 

home care charts indicates that 

13% of home care 
clients experienced 
unintended harm

• Delirium, sepsis and medication-
related harms are associated with an 

increased risk of client 
death

29

Blais, Sears, Doran, Baker, et al., 2013



Typical approach to preventing harm in 
healthcare
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What are the common and current approaches and strategies used 
in your organization for addressing harm and improving safety? 
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On a scale of 0-10, how effective are your 
strategies at reducing harm and improving 
safety? 

32

0 10
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Preventing

Harm



The absence of harm is not the same 
as the presence of safety

SAFEHARM ≠



Do measures of harm 

tell you how SAFE 

your care is or how 

LUCKY you have 

been?



❑

Reflection and Sharing

• Do measures of harm tell you how safe your care 

is OR how Lucky you have been?

• Can you think of a time when you needed to rely 

on luck in the absence of safety? 



Patient Safety - Tunnel Vision

• Harm focus
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An introduction to a new 
approach to safety!
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Video
https://www.youtube.com/watch?v=8CmOjh7gqTY

https://www.youtube.com/watch?v=8CmOjh7gqTY
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Expanded and shared 

understanding 

of “what is safety”
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Preventing

Harm

Creating

Safety

Curiosity & Inquiry

Proactive

Listening, observing and 
perceiving

Everyone has a role

Assurance & 
accountability

Rearview mirror

Score cards and 
numbers

Responsibility  of 
Managers and QI-Safety 

Departments

Patient safety 

projects

A way of thinking,  

acting, responding

Audits Coaching
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Key learnings from the MMSF 
Collaborative in Canada

Moves us from 

assurance and 

accountability 

reporting to a 

“practice of inquiry”  

Promotes the value 

that patients and 

care partners have 

in creating safety

1 2 3 4

Changes the way we 

think about safety.  

The focus moves 

away from past harm 

to a more holistic and 

proactive view of 

safety. Provides a 

shared and 

consistent 

understanding of 

safety. 

Empowers 

everyone to take a 

proactive role in 

safety. Safety can 

be created.
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Building capacity 
for patient safety 
in partnership 
with patients

What we learned:

1

2

3

Patients are an essential but 

all too often an underused 

defense in preventing patient 

harm.

Healthcare providers have a really 

hard time talking to patients and 

care partners about patient safety.

Healthcare providers and 

patients' perspectives about 

safety often differ.
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Available on the HEC website 

under the Presence of Safety 

webpage.

How Safe is Your Care? 

(healthcareexcellence.ca)

Drs. Lianne Jeffs, Kerry Kuluski, and G. 

Ross Baker, and Maaike Asselbergs, Anne 

MacLaurin and Virginia Flintoft

https://www.healthcareexcellence.ca/media/iwrf5qhv/20220525_howsafeisyourcare_final_en.pdf


What patients told us about 
safety

46



The Measurement and Monitoring 
of Safety Framework





Past Harm -
Has care been safe in the past?

• Reporting and 

responding to harm.    

• While this is very 

important, measures of 

harm on its own is not 

enough



Widening our view of harm

Physical harms

(treatment-specific & 
general harm)

Psychological 
harm

Harms in the 
transition of care

Over-treatment

Under-treatment
Delayed or 
inadequate 
diagnosis

Dehumanisation



What patients 
and care partners 
tell us about 
harm
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Measuring to Assess if our Clinical 
Systems and Processes are Reliable

What would happen if we had a 
system of only measuring the 
number of people who fell through 
the ice rather than measuring the 
thickness of the ice?

“Gauging the probability that a task, 

process, intervention, or pathway will 

be carried out or followed as 

specified.”



What 
Patients told 
us about 
Reliability
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Sensitivity to Operations: 
Is care safe today?

Seeing Hearing Perceiving

… and Acting on the information gathered



What patients and care 
partners told us about 
sensitivity to operations
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Anticipation and Preparedness -
Will care be safe in the future?

• Focus on identifying possible 
sources of future harm and 
working toward becoming 
more resilient to them.”

• Don’t wait for things to go 
wrong before trying to 
improve safety
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What Patients 
told us about 
Anticipation and 
preparedness
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Integration and Learning: Are we 
responding and improving?

• The development of systems to 
promote a cycle of learning and 
sharing from safety incidents, 
multiple sources of safety 
intelligence and insights developed 
through the other domains.” 

62

Please don’t let this become the lost piece of the puzzle.  

A learning system is a safe system!



Expanded and shared understanding 
of “what is safety”
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What patients and care 
partners told us about 
Integration and Learning
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Expanding your thinking on safety

“The world as we have created it 

is a process of our thinking. It 

cannot be changed without 

changing our thinking.” 

Albert Einstein



Questions

. Resources: 

• Presence of Safety
• Presence of Safety (healthcareexcellence.ca)

• Measurement and monitoring of 
safety through the eyes of 
patients and their care partners

• https://www.healthcareexcellence.ca/media/dnrgw10m
/20220525_howsafeisyourcare_final_en.pdf

https://www.healthcareexcellence.ca/en/what-we-do/all-programs/presence-of-safety/
https://www.healthcareexcellence.ca/media/dnrgw10m/20220525_howsafeisyourcare_final_en.pdf

