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1. Key Messages 

 Safety literature specific to rehabilitation is extremely sparse. To implement a safety culture in our 
rehabilitation hospital, we had to develop new knowledge and adapt evidence garnered from other 
sectors to our environment. 

 Some key activities conducted in the rehabilitation sector lend themselves to adaptation from 
established other sectors (e.g. drug distribution, infection control). We found some activities so 
specific to our sector as to require development of new knowledge (e.g. necessary risk taking). As 
an offshoot of this project, we are now in a position to provide research based Patient Safety 
recommendations to other community rehabilitation providers. 

 Despite the lack of published evidence, involving patients and families in safety issues has high 
face validity, and was pursued as part of the project. Others have arrived at similar conclusions and 
have already included patient and family participation in safety evaluation tools (e.g. Accreditation 
Canada, Ontario’s Hospital Report) 

 Success involves a significant organizational culture change and requires a multi-stage change 
management plan. As a multi-site organization born of a merger, we had to deal with several 
discrete cultural elements and saw this diversity as an opportunity to leverage the different factors 
motivating our staff in their quest for safety. 

 To illustrate the preceding point, our front-line leaders expressed a strong preference for using 
“Safety Culture” as a term that incorporates Patient Safety, Staff Safety and Just Culture elements. 
In this context, the safety initiative was seen as not only an attempt to reduce errors, but also as 
trying to improve outcomes of service and staff satisfaction. This nomenclature may prove 
confusing externally, but its adoption was an important piece of the internal change management 
plan. 

 Examples from high reliability industries (e.g. airlines) can be a powerful tool in initiating a reflective 
process on safety issues and on attainable benchmarks. 

 Changing culture is by definition a slow process. However, quick wins and a clear governance of 
accountability and reporting structures are requisite catalysts. The importance of executive 
sponsors in creating the vision and advocating for safety practices was and continues to be 
paramount. 

 The resources required to implement this type of change are not negligible. Direct infrastructure 
costs may appear small, but the time and effort expanded by middle and senior managers is 
significant and can present a real barrier to success.  

 Success is dependant long term view on change in attitude towards safety – “Changing culture is 
by definition a slow process. Safety is about systems, but safety is really about relationships” 
Leape quoting Reason at a seminar held at the University of Toronto 

 A list of Key Lessons and Practical Tips is provided at the conclusion of the report 

 

 

  

Notice: Appendices listed in this report are of significant size, even in electronic format. Appendices A to M 

are attached as a separate document and best viewed electronically. 
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2. Executive Summary 

The project was initiated in 2006 at the Toronto Rehabilitation Institute (Toronto Rehab), an 
organization born in 1998 from a four hospital merger. The hospital, a fully affiliated hospital of 
the University of Toronto, has an annual budget of $150 million, operates in-patient and out-
patient facilities on five sites and employs approximately 1800 people. Its strategic plan calls for 
”ensuring that programs and support services meet or exceed defined standards related to 
safety and quality and, working with stakeholders to define such standards where they do not 
currently exist”. 

Senior leaders in the organization became concerned about safety, particularly in relation to 
organizational culture and reporting mechanisms. Reported incidents only seemed to capture a 
small portion of what a hospital of this size should have encountered, and results of research 
conducted in our organization revealed that although many factors were contributory, a fear of 
retribution was a significant factor in the lack of reporting.  There also appeared to be a lack of 
integration between portfolios in respect to safety issues. This led to an impetus to develop a 
new corporate wide safety initiative. 

As safety was emerging as a priority, a decision was made for the author to enter in the EXTRA 
program with a safety focused project. The context, problem statement and objectives of the 
project evolved in an iterative fashion throughout its first year. The original EXTRA project 
concept was to use a perceived gap in the organizational infrastructure as a lever to implement 
a Patient Safety structure with a strong focus on continuously improving safety and quality of 
care. The objectives were subsequently deemed too lofty and focus was placed solely on the 
Patient Safety infrastructure. 

Safety literature specific to rehabilitation is extremely sparse. Nonetheless, organizations in the 
rehabilitation sector are expected to adhere to sound safety principles. Implementation of a 
safety culture in the rehabilitation sector must therefore adapt evidence from other sectors to 
our environment or develop new knowledge. Our stated goals with this project were to: 

- Identify key goals for patient and staff safety including rehabilitation specific patient 
safety issues. 

- Bring together key stakeholders to address identified safety issues 
- Support optimal reporting of incidents, near misses and unsafe situations in a just culture 

environment  
- Identify key metrics, collect data and share findings in a timely and efficient manner 
- Implement a safety conscious continuous quality improvement approach to the delivery 

of services 
- Empower staff to resolve safety issues at the point of service 
- Ensure sustainability of achieved improvements through appropriate outcome measures 

monitoring and program adjustments. 
 

The literature review yielded several references on safety culture, incident management and 
accountability models. Few had a true qualitative research design and even less had 
quantitative outcome measures. Although the available evidence was generally lacking in rigor, 
many overarching principles could be extracted and had excellent face validity in the context of 
sound management principles. These principles included 1) a “Just Culture” approach is 
effective in optimizing safety in a healthcare organization, 2) the key role of executive sponsors 
in creating the vision and advocating for safety practices and 3) clear governance of 
accountability and reporting structures including sound evaluation of these structures on an on-
going basis is essential. 
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Following initial discussions between key hospital executives, an expert consultant from 
Queen‟s University Industrial Relations Centre was retained to facilitate a multi-stage change 
management plan. A working group was formed that included the three executive sponsors, the 
Director of Organizational Effectiveness and Risk Management, as well as key leaders from 
clinical and human resources areas.  
The purpose of the Working Group was to engage the leaders and employees of Toronto Rehab 
in defining and implementing our “ideal” safety culture. Specific duties included: defining the 
roadmap for the change, conducting a stakeholder analysis, defining an accountability model, 
communicating the case for change, tracking progress and removing barriers. 
 
A Research Team was mandated to do the “discovery work” with external groups and internal 
stakeholders to provide valuable input for designing the safety culture model. This discovery 
work involved identifying the key components required to support a safety culture, testing this 
model with findings from the academic literature and best in class organizations and identifying 
the who, what, when, where and how of each key component. 
 

The Working Group facilitated a large group session with all stakeholders identified as leaders 
and influencers of the safety process. The 10 hour session held over 2 days engaged leaders in 
critical conversations on the why, what & how of safety culture and sought input on developing 
Toronto Rehab‟s Safety  Blueprint as well as its implementation. The main themes that arose 
from the workshop were: 

- Safety is our first priority, it is the responsibility of all staff and is a “way of being” 
- Safety is about openness, honesty and trust 
- We must include prevention, responsiveness, accountability and continuing learning in 

our model 
- We must lead by action, involve staff, patients and families 
- Safety must be a standing item on any unit meeting 
- Everyone should talk about safety 
- Senior leaders must be visible and engaged in the process 

 
 
Collectively, key future implementation issues were identified. These activities include: 
 

- Immediately develop a list of the top 10 safety related issues and act upon them 
- Create a working definition of safety culture that resonates with our leaders, staff, 

patients and families 
- Develop the safety infrastructure including incident reporting, analysis and follow-up 

process 
- Integrate safety into existing programs, initiatives and policies 
- Obtain input from patients and families 
- Plan a follow-up leadership retreat  

Develop a communication strategy and launch the initiative with all staff 
- Initiate and evaluate leadership safety walkabouts 
- Determine and apply outcome measures and benchmarks 
- Embed the change and dismantle the working group  
- Evaluate culture change 
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The actions items outlined above became the focus of the Steering Group but we knew they 
would not be sufficient to increase our staff engagement. Not surprisingly, managers and staff 
alike were clamouring for real change that directly impacted their day to day work – a living 
proof that their leaders were truly engaged in the process of point of care patient and staff safety 
as well as culture change. The “top 10” irritants had to be fixed and fixed fast. These irritants 
ranged from supplies, maintenance and purchasing issues to staff training and timely availability 
of diagnostic tests. 

Upon reviewing the evidence on infrastructure, the Senior Management Team decided to create 
a new position of Patient Safety Officer, to maintain the current position of Risk Manager, and to 
refocus the position of Director of Organizational Effectiveness & Risk Management to take a 
greater role in Patient Safety – to become the de facto “Chief of Patient Safety” reporting directly 
to the President and CEO rather than through a Vice-President. This would ensure a higher 
profile for Patient Safety, bring a new front-line resource and allow the Risk Manager to focus on 
the analysis of incidents and near-misses.  

We found that the structure we had created, while appropriate in the early stages of 
development of the Patient Safety agenda, eventually created barriers to integration. After much 
debate, we decided to re-attach accountability for Patient Safety to the Best Practice portfolio, 
under the VPs of Patient Care, rather than having it reside with Quality and Risk Management. 
We are envisioning an increased role in Patient Safety for our Advanced Practice Leaders who 
are already well integrated into our clinical programs.  

Future activities will focus on the true integration of safety into existing programs, initiatives and 
policies; seeking feedback from staff, patients and families, and evaluating the effectiveness of 
our intervention and the extent of the culture change. Dissemination of our key learnings has 
and continues to occur at local, regional and national levels. Based on our ongoing experience, 
we have also adjusted our organizational relationships as the culture evolved and made a 
conscious effort to re-establish a strong connection between Patient Safety and the Patient 
Care portfolio. 
 
Key lessons learned include:  

1- The importance of visible, credible and sustained executive sponsorship that includes 
clearly communicated follow-up on reported safety issues  

2- The establishment of a strong governance structure that can deal with parallel processes 
and competing priorities across organizational portfolios 

3- The development of simple actionable reports adapted to the needs of busy front-line 
managers and clinicians and 

4- The importance of sequential measurement using consistent tools as translating results 
between tools may not be possible.   
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3. Project Report 

3.1.1 Organizational Context 

There has been an increased recognition of the importance of accountability with respect to 
safety in the health care system. Most of the attention has been on developing standards for 
acute care hospitals, an environment of generally large institutions, short stays, acute 
illnesses, invasive interventions and frequent changes in applied therapeutic modalities. At 
the other end of the spectrum, long term care standards are also being developed, primarily 
focusing on input measures (e.g. number of medications, use of restraints). We do not know 
if these standards can be appropriately applied whole or in a modified manner in a medium 
sized rehabilitation and complex continuing care hospital that falls between these two 
sectors in terms of acuity and intensity of intervention. Nonetheless, organizations in the 
rehabilitation sector are expected to adhere to sound safety principles. 
 
The project was initiated at the Toronto Rehabilitation Institute (Toronto Rehab), an 
organization born in 1998 from a four hospital merger. The hospital, a fully affiliated hospital 
of the University of Toronto, has an annual budget of $150 million, operates in-patient and 
out-patient facilities on five sites and employs approximately 1800 people. Its strategic plan 
calls for ”ensuring that programs and support services meet or exceed defined standards 
related to safety and quality and, working with stakeholders to define such standards where 
they do not currently exist”. 

It is important to note that the academic role was a new phenomenon for much of the staff. 
The merging institutions had limited academic roles. Within a few years, Toronto Rehab 
grew to become the second largest rehabilitation centre in North America with budgets in 
excess of $12M. This is a particular example of an extremely rapid change superimposed on 
a mosaic of merging cultures.  
 
As safety was emerging as a priority, a decision was made for the author to enter in the 
EXTRA program with a safety focused project. The context, problem statement and 
objectives of the project evolved in an iterative fashion throughout its first year. The original 
EXTRA project concept was to use a perceived gap in the organizational infrastructure as a 
lever to implement a Patient Safety structure with a strong focus on continuously improving 
safety and quality of care. In late 2005, in the midst of some significant changes in the 
Patient Care portfolio, the objectives were then deemed too lofty and focus was placed 
solely on the Patient Safety infrastructure.  
 
At the same time, senior leaders in the organization became concerned about other aspects 
of Patient Safety, particularly in relation to organizational culture. Reported incidents only 
seemed to capture a small portion of what a hospital of our size should have encountered, 
and results of research conducted in our organization revealed that although many factors 
were contributory, a fear of retribution was a significant factor in the lack of reporting. This 
led to an impetus to develop a “Just Culture” initiative related to Patient Safety issues. 
 
The response from managers was extremely enthusiastic and their feedback invaluable. It 
became evident that there was enough momentum for change, and that such change would 
necessarily include issues of quality, culture and structure. We also determined that a focus 
on safety at Toronto Rehab should also include staff safety and not be solely limited to 
patients. It is under these assumptions that we moved forward as a senior management 
team. 
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This final iteration far exceeded one person‟s capability and required direct involvement of 
several senior hospital leaders, an external consultant as well as countless managers and 
staff members. Their names can be found in appendices. Special recognition and thanks for 
their leadership in the project go to Elaine Aimone, Director of Quality, Safety and Risk 
Management, Carol Boettcher, Vice-President, Human Resources and Organizational 
Effectiveness, Karima Velji, Vice-President Patient Care and Chief Nursing Executive, and 
Brenda Barker-Scott from Queen‟s University Industrial Relations Centre. 

3.1.2 Problem Statement 

While Toronto Rehab has many excellent people and processes concerned with minimizing 
risk and optimizing quality of patient care, the integration of these efforts has been weak. 
The integration effort is not only complicated by multiple portfolios, but also by the hospital‟s 
history of rapid successive mergers with legacy processes and multiple cultures. These 
rapid changes in leadership and reporting relationships have had an unsettling effect on 
many staff members. The patient populations served has also evolved rapidly, both in 
complexity and acuity. In some program areas, entirely new patient populations are being 
treated. Without better integration of administrative and clinical practices, significant safety 
issues could arise. 

3.1.3 Objectives 

Toronto Rehab will have in place the right organizational structure and processes to 
minimize risks to patients and staff. Such a framework will have the ability to: 

 Identify key goals for patient and staff safety on an on-going basis 

 Bring together key stakeholders to address identified safety issues 

 Support optimal reporting of incidents, near-misses, and unsafe situations in a “just 
culture” environment. 

 Identify key metrics, collect data, and share findings in a timely and efficient manner 

 Empower staff to resolve safety issues at the point of service without resorting to 
escalation to their manager 

 Ensure sustainability of achieved improvements through appropriate outcome 
measures monitoring, benchmarking, and reporting to senior management and the 
Board of Trustees 

 Implement a safety conscious continuous quality improvement approach to the delivery 
of services 

3.1.4 Evidence Review  

The evidence review took place in three phases. The initial phase consisted of reviewing 
evidence to develop a project proposal related to organizational infrastructure, links to 
quality of care, and administrative supports. The second phase occurred when the project 
definition and the team expanded. A research associate conducted a review that also 
included a focus on culture change and the “Just Culture” concept (appendix A). A further 
expansion of the search occurred in preparation for a successful grant request to the 
Canadian Patient Safety Institute (CPSI) [Gaétan Tardif & Ross Baker co-PI’s] dealing with 
patient and family participation in safety related decisions. 
Given the scope of the project, systematic reviews were sought but rarely found.  
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As forecasted, rehabilitation specific literature was extremely limited. As a typical example, 
searching PubMed for “safety management AND rehabilitation centres” (both terms 
accurately reflecting MeSH headings) yielded no references. Multiple sources were 
searched using relevant combinations of key words (e.g.  hospitals, rehabilitation, 
rehabilitation centres, quality, quality management, safety, patient safety). Typical 
databases (e.g. PubMed) as well as grey literature sources (e.g. OAIster, Thesis Canada, 
and relevant websites) were searched. Structured interviews were conducted with Canadian 
and US hospitals deemed to be leaders in the field of patient safety. Seminars by leading 
academic summarizing the current evidence on patient safety issues were also attended 
(e.g. Lucien Leape). Finally, an aviation safety expert was consulted to draw parallels 
between their safety efforts and those of hospitals. 
 
Key questions that were kept in mind during the research process were: 

 What are the major contributors to the delivery of quality patient care and 
minimization of risk at the front lines? 

 Are there risk issues specific to rehabilitation? 

 Which administrative structures best facilitate knowledge sharing, discussion, 
evaluation and integration of safety related activities? 

 How can hospital leadership best support implementation of a safety framework? 

 What are key considerations in implementing an accountability model based on a 
“Just Culture” paradigm? 

  

Most references were anecdotal in nature and alluded to single clinical interventions related 
to risk and quality of care. A more robust body of knowledge was found regarding incident 
reporting, electronic patient records and medication management. 
  
Management literature review did yield several good references on safety culture, incident 
management and accountability models but also relied heavily on case reports.  Few had a 
true qualitative research design and even less had quantitative outcome measures. 
Although the available evidence was generally lacking in rigor, many overarching principles 
could be extracted and had excellent face validity in the context of sound management 
principles. These principles included: 

 A “Just Culture” approach is effective in optimizing safety in a healthcare organization 
[note: Just Culture is defined by James Reason as “An atmosphere of trust in which people 
are encouraged (even rewarded) for providing essential safety related information, but in 
which they are also clear about where the line must be drawn between acceptable and 
unacceptable behaviour”]. 

 The importance of executive sponsors – administrative and clinical - in creating the 
vision and advocating for safety practices using explicit methods such as executive 
walkabouts focused on safety (see Key Lessons and Practical Tips). 

 The need for clear governance of accountability and reporting structures including 
sound evaluation of these structures on an on-going basis. 

 A long term view on change in attitude towards safety – “changing culture is by 
definition a slow process” 
[Leape quoting Reason at a seminar held at the University of Toronto: “Safety is about 
systems, but safety is really about relationships”] 
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3.1.5 Developing Rehabilitation Specific Evidence – What Have We Learned? 

Rehabilitation specific literature was generally not available to inform the development of the 
project.  A health services research team at Toronto Rehab and the University of Toronto has 
now developed an interest in developing such evidence. The early findings from this research 
team continued to inform the project as it evolved. The first research project put forward by 
the team explored staff perceptions of Patient Safety within our organization. It helped not 
only define what our front line staff thought were pressing safety issues, but also gave initial 
insight into specific safety issues in a rehabilitation environment. Staff members were able to 
enunciate that (Fancott 2006): 

- Safety should not only aim to reduce errors, but also try to improve all outcomes 

- Safety should refer to the whole person (to include spiritual and psychosocial) 

- We should be concerned about the safety of patients returning to their life in the 
community 

- There is significantly more family involvement in rehabilitation than in most other sectors 
  

A second research project dealt with effective communication between professionals in 
support Patient Safety. A third research project proposal dealing with patient involvement in 
safety, funded by the Canadian Patient Safety Institute (G. Tardif & R. Baker Co-PIs) was 
recently completed and several presentations of the results have occurred or are scheduled 
for the near future. 

Our early investigations have yielded interesting data about some of the major difference in 
focus between our sector and the more studied acute care sector (see table below). These 
differences will not come as a surprise to anyone who has worked in both sectors. Neither 
sector is homogeneous nor devoid of overlaps in approaches. For instance, transition 
between providers and teams presents a challenge for all health care providers. We have 
demonstrated clearly that the SBAR communication tool, well proven in acute care, is equally 
applicable to a rehabilitation in-patient unit. 

 

 Acute Care  

(Adapted from Frankel, 2008)  

Rehab/Complex Continuing Care 

Environment High reliability  (ICU, ER) 

High technology & diagnostics  

Urgent safety issues 

Complexities of living with chronic 

disability 

Limited use of technology & diagnostics 

Non-urgent safety issues 

Length of Stay Shorter,  with emphasis on life and 

death 

Longer, with emphasis on function and 

wellness  

Unique education 

opportunities 

Direct observation and simulation Interprofessional collaboration 

Complexity of human 

factors 

Individual experts 

Perceived hierarchy 

Larger teams 

Flatter hierarchy 
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We were much more surprised by what we found when we asked our patients to describe their 
main concerns with respect to Patient Safety (see figure below). What they described to us is a 
clear priority shift from life & death issues to a focus on function and wellness where fear, 
vulnerability and isolation often trump physical issues. In terms of safety, balancing risk and 
autonomy takes centre stage. 
 
Our next challenge is to develop measures that will allow us to monitor and prevent adverse 
events without impeding return to as full and autonomous a life as possible. For instance every 
spinal cord injured person knows that learning how to fall is part of a successful rehabilitation 
program. However, we continue to count all falls as being a negative outcome. 
 
As Albert Einstein put it, “Not everything that can be counted counts, and not everything that 
counts can be counted”. This applies to our difficulty in accurately measuring successful 
community re-integration and quality of life. Whilst we continue to faithfully report major 
medication incidents, we have not had one medication incident resulting in patient harm in 
years. What we don‟t know is whether our interventions to promote safety have led to less 
autonomy in the community or inappropriately prolonged hospital stay. 
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3.2  Intervention design and strategies 

A) Multi-Stage Change Management Plan 

Following initial discussion between key hospital executives, an expert consultant from 
Queen‟s University Industrial Relations Centre (Brenda Barker-Scott) was retained to 
facilitate the process following a model developed at the Centre (appendix C). 

The initial step was to identify executive sponsors and ensure that they were in agreement 
with a multi-stage approach that would draw heavily from the hospital‟s leadership 
community to define the needs as well as create and implement solutions. 

B) Dealing with Parallel Processes 

This initial step proved vital to fully engage the executive sponsors who naturally came with 
their own priorities and also had to deal with day to day issues related to safety within their 
portfolios. Issues that were discussed early and were top of mind for the executive sponsors 
included: 

 Fear that the model would be too limiting and not deal adequately with specific 
rehabilitation issues 

 Desire to focus on culture first 

 Desire to focus on reporting systems first 

 Desire to focus on corrective action first 

Many of these conflicting priorities arose from external pressures such as Ontario‟s Quality 
of Care Protection Act,  surveys on safety (e.g. Ontario Hospital Association), the inclusion 
of new safety standards by Accreditation Canada (synopsis of the standards in place at the 
time can be found in appendix D. Several new Required Organizational Practices have 
since been added.) 

C) Safety Culture Steering Team 

The Safety Culture Steering Team comprised of the 3 executive sponsors, provided 
guidance, support, and direction for the change initiative.     

Specific duties of the Steering Team included:  

 Providing the overall leadership for the project including the overall scope and focus as 
well as the expected outcomes (key deliverables and boundaries)  

 Approving the project plan and resources 

 Approving recommendations for action 

 Aligning the change initiative with the hospital strategic direction and priorities 

 Coordinating major activities with other change initiatives 

 Liaising with the Senior Management Team to keep members fully informed and 
supportive 

Membership: Members of this steering team were carefully selected to foster both a clinical 
and people related approach to safety.  

 Carol Boettcher – Vice President HR and Organizational Effectiveness 
 Gaétan Tardif – Vice President, Patient Care & Chief Medical Officer 
 Karima Velji - Vice President, Patient Care & Chief Nursing Executive 
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D) Roadmap 

A high level roadmap (see below and in appendix E for more detail) was developed for the 
project.  
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3.3 Intervention implementation 

A) Safety Working Group 

The purpose of the Safety Working Group was to engage the leaders and employees of 
Toronto Rehab in a process to define and implement our “ideal” safety culture. Specific 
duties included:  

 Defining the change process or roadmap for the change, with an appropriate 
involvement strategy 

 Conducting a stakeholder analysis and readiness for change assessment 

 Defining an accountability model for how to enable a safety culture 

 Communicating the case for change, the vision, first steps, and next steps 

 Enabling and tracking progress, capturing learnings and removing barriers 

 Embedding the new culture into the way we do things around here.  

Membership: Members of this team were carefully selected to represent the views, interests 
and expertise necessary to bring a whole systems view to this challenge.   

 Carol Boettcher - VP HR and Organizational Effectiveness (sponsor) 
 Dr. Gaétan Tardif - VP Patient Care and Chief Medical Officer (sponsor & EXTRA 

project lead) 
 Karima Velji – VP Patient Care and Chief Nursing Executive (sponsor) 
 Elaine Aimone - Director Quality, Safety and Risk Management (internal project lead) 
 Vern Belos - Organizational Development Consultant 
 Carol Fancott – Research Coordinator 
 Carol Holmes - Program Services Manager Geriatric Rehab 
 Hyacinth James - Director Employee Services and Labour Relations 
 Kim Lenahan - Executive Director Programs 
 Rhoda Lordly - Risk Manager and Patient Relations 
 Mandy McGlynn – Advanced Practice Leader, MSK Program 
 Greta Mighty - Program Services Manager Complex Continuing Care program 
 Dr. Ken Uffen - Medical Director Complex Continuing Care program 
 Brenda Barker Scott – Consultant  

The Working Group met on three different occasions for several hours each time to further 
refine the plan and played a key role in the managers & leaders kickoff event.  

B) Defining Best Practice 

The purpose of the Research Team was to do the “discovery work” with external groups and 
internal stakeholders to provide valuable input for designing the safety culture model. This 
discovery work involved the following:  

 Identifying the key components required to support a safety culture at Toronto Rehab 

 Testing this model with findings from the academic literature and best in class 
organizations  

 Identifying organizations who have successfully implemented one or several of these 
key components 

 Identify the who, what, when, where and how of each key component 

 Forwarding results to the Working Group and Steering Team for their consideration      
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The Research Team, lead by Research Coordinator Carol Fancott, was comprised of 
members from the Working Group as follows: 

 

 Carol Fancott – Research Leader 
 Elaine Aimone – Director, Quality, Safety and Risk Management 
 Vern Belos – Organizational Effectiveness Consultant  
 Carol Boettcher – Vice President, Human Resources and Organizational 

Effectiveness 
 Hyacinth James – Director, Employee Services and Labour Relations 
 Rhoda Lordly – Risk Manager and Patient Relations 
 Mandy McGlynn – Advanced Practice Leader, MSK Program 
 Dr. Gaétan Tardif – Vice President, Patient Care and Chief Medical Officer 
 Brenda Barker Scott – Consultant  

Members of the group conducted literature searches and interviews – to provide insight into 
each element of our working model as follows:  

 Defining Just/Safety Culture 

 Leaders as role models 

 Governance and Incident Reporting 

 Knowledge Management (Reporting and Management of Incidents)  

 Stakeholder Support and Education 

 Evaluation and Measurement 

The complete research guide is attached as appendix F. 

 

C) Internal Discovery and Engagement of Front Line Leaders/Influencers 

 

The Working Group facilitated a large group session with all stakeholders identified as 
leaders and influencers of the safety process. The group (over 80 people) was 
comprised of: 

 Senior Management team 
 All Directors and Managers 
 Advanced Practice Leaders & Educators 
 Human Resources Consultants 
 Risk Management staff 

 

The 10 hour session held over 2 days engaged leaders in critical conversations on the why, 
what & how of safety culture and sought input on Toronto Rehab‟s Safety Blueprint and its 
implementation. The Full agenda and facilitator guide is available as appendix G, the slides 
used for the session are available as appendix H and the participants‟ workbook as 
appendix I. 

Participants were first asked to reflect on why safety is important to them. The organization‟s 
CEO then provided contextual information and gave assurance that safety was a top priority 
to the entire Senior Management Team. He called all leaders and influencers to action on 
safety issues. 
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The following session was given by an aviation safety expert who had previously helped the 
working group and research team. The intent was to present a successful model from a 
different environment and to initiate learning without resorting immediately to health care 
examples. Finally, the research team reported on their findings. 

Through a series of small group discussions followed by plenary sessions, participants 
examined their own assumptions, shared their experiences, refined the blueprint and started 
charting a course of action for Patient Safety at Toronto Rehab. A full summary of the 
themes is available as appendix J. The main themes were: 

 Safety is our first priority; it‟s the responsibility of all staff and is a “way of being”. 

 Safety is about openness, honesty and trust 

 We must include prevention, responsiveness, accountability and continuing learning in 
our model 

 We must lead by action and involve staff, patients and families 

 Safety must be a standing item on any unit meeting 

 Everyone should talk about safety 

 Senior leaders must be visible and engaged in the process 

In terms of barriers, the consensus was that early accomplishments – “removing long-
standing irritants” – would be of utmost importance is initiating a culture change. At the end 
of the meeting, the senior team committed to the following: 

 Senior Operations Committee to develop a list of the top 10 safety related irritants/issues 
that need to be resolved and get back to those in attendance with an action plan.  

 Leadership safety walkabouts to begin in a few months rather than immediately given 
the concerns expressed with the potential to undermine the role of managers and the 
credibility of commitments to resolve issues if systems are not in place for follow through.  

 CEO to lead the development of a Patient Safety support structure and report to the 
participants.  

 Safety blueprint to be developed and brought back to the leaders & influencers group for 
final input.  

A full list of action items can be found as appendix K. Shortly following the meeting, a 
communication strategy was developed (appendix L) and key messages were provided to 
all leaders (appendix M). The “top 10” list was developed and communicated. The Senior 
Operations Committee established aggressive timelines and initially reviewed reports on 
corrective action every two weeks. 

4. Implementation of Change 

The key action items identified can be summarized as follows: 

 Create a working definition of safety culture that resonates with our leaders, staff, 
patients and families 

 Develop the safety infrastructure including incident reporting, analysis and follow-up 
process 

 Integrate safety into existing programs, initiatives and policies 
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 Obtain input from patients and families 

 Plan a follow-up leadership retreat 

 Plan communication & launch with all staff 

 Initiate and evaluate leadership safety walkabouts 

 Determine and apply outcome measures and benchmarks 

 Embedding the change and dismantling the working group  

 Evaluating culture change 

 

Many were addressed in the first year while others were implemented more recently (e.g. 
evaluation of leadership walkabouts) and will continue over years (e.g. evaluation of culture 
change). 

 

A) The “Top 10 list” 

The actions items outlined above became the focus of the Steering Group but we knew they 
would not be sufficient to increase our staff engagement. Not surprisingly, managers and staff 
alike were clamouring for real change that directly impacted their day to day work – a living 
proof that their leaders were truly engaged in the process of point of care patient and staff safety 
as well as culture change. The “top 10” irritants had to be fixed and fixed fast. These irritants 
ranged from supplies, maintenance and purchasing issues to staff training and timely availability 
of diagnostic tests. 

 

The Top 10 List 

- Supplies and Purchasing 

o Tracking & turn-around time  

- Preventative Maintenance 

o Gaps in system 

- Photocopiers and Scanners 

o Nurses must leave unit to process transfer documents 

- Policies & Procedures 

o Many outdated 

- Availability of hand sanitizers 

- Ongoing training for non-violent crisis intervention 

- Incident reporting system 

o Ease of use 

o Phone alternative to the electronic system 

- Housekeeping gaps 

- Availability of an ADL assessment suite 

- Radiology 

o Availability and turnaround time 
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Managers were assigned responsibility for each item and the list was reviewed regularly by 
the Senior Operations Committee. Some items we quickly addressed yet some were still 
pending resolution six months later. The main reasons for the inability to deliver rapidly on 
these action items fell under the following categories: 

 Resource needs: the best long term solution required significant resources not in 
budget 

 Technology changes: better and cheaper technology being introduced by vendors 
whereby a better long term solution was to wait a few months and replace all items with 
new simpler to use technology 

 Human factors: the same managers who had created the lapse were asked to provide 
the solution 

B) Creating the Infrastructure 
 

Upon reviewing the evidence gathered by the Research Team, our Senior Management 
Team decided to create a new position of Patient Safety Officer for the organization (job 
description in Appendix N), maintain the current position of Risk Manager, and refocus the 
position of Director of Organizational Effectiveness & Risk Management to take a greater 
role in Patient Safety – to become the de facto “Chief of Patient Safety” (not a job title) 
reporting directly to the President and CEO rather than through a Vice-President (see Key 
Lessons and Practical Tips). 

We saw this approach providing the organization with: 

 A higher profile for Patient Safety through direct reporting to the CEO 

 A dedicated front line resource in the new Patient Safety Officer 

 A better focus on analysis of incidents and near-misses by the Risk Manager 

Some of these changes had a domino effect which was beneficial to Patient Safety. For 
instance, the Director of Organizational Effectiveness & Risk Management‟s role used to 
include oversight of Infection Control. In reassigning Infection Control, the Senior 
Management Team looked for synergies and created a new Position of Director of Clinical 
Services to oversee all corporate services cutting across program areas. This new Director‟s 
areas of responsibility include Pharmacy, Labs & Diagnostics and Infection Control – all 
areas of high risk with respect to safety. The magnitude of the resources required within a 
tight budget envelope meant that the Senior Management Team had to place a definite 
priority on Patient Safety and reassign resources to this area.  

We had initially proposed that regular review of incidents, near-misses and proposed actions 
occur through a newly formed Patient Safety Committee but upon further consultation 
assigned this responsibility to the Senior Operations Committee. The Senior Operations 
Committee‟s core membership included the Vice-Presidents responsible for Patient Care, 
Finance & Support Services, and Human Resources & Organizational Effectiveness as well 
as the four executive directors reporting to them. Other members of the Senior Management 
team, including the CEO, participated as needed based on the agenda for any particular 
meeting. Since the committee met every second week, it could be much more responsive to 
issues than a specially constituted committee which would only meet a few times a year.  



Implementation of a Safety Framework in a Rehabilitation Hospital 
Dr. Gaétan Tardif MD FRCPC CHE  

18 

 

We believed this would contribute to a more effective integration and sustainability of the 
project objectives into day to day operations of the organization (see Key Lessons and 
Practical Tips). 

The membership of the Quality of Care Committee, constituted under the Quality of Care 
Protection Information Act, was also reviewed and as a result increased representation from 
clinical leaders was added. 

C) Communication & Engagement 
 
Communication on safety took several forms: 

 E-mail to all staff from the President and CEO re-iterating the organizational commitment 
to safety 

 Inclusion of a “Focus on Safety” section in “LINK”, the staff bi-weekly newsletter 

 Development of a “Safety Column” on the hospital Intranet 

 Continued education on incident and near-miss reporting 

 Discussion at “Management Forum”, a meeting of all management staff taking place the 
day following the Hospital Board meetings. 

Within a few months, we re-convened the large group of organizational leaders and 
influencers with the main goals of: 

 Reorientation to the framework for safety culture 

 Validation from the group on the steps taken since the initial meeting (top 10, principles 
of safety, incident reports) 

 Input from the group on how well we reflected their feedback in the initial meeting and on 
the  plans in development for fostering a safety culture 

 Commitment from the leadership group to take action on first steps in preparation for a 
safety launch in 2007.  These first steps included discussions with their staff about the 
principles of a safety culture 

 An understanding of our draft Safety Blueprint for safety culture that includes goals in 
each of the 6 essential elements and plan to achieve our goals 

D) Official Staff Kick-Off 

The official kick-off took place in March 2007 with further communications to managers and 
staff and the initiation of Leadership safety walkabouts. The launch reached every member 
of our staff directly – an exponential jump from 80 managers/leaders to 1800 staff. Key 
elements of the kick-off were: 

 A celebration of the safety related accomplishments of the last year 

 Sharing a  working definition of safety culture 

 The inception of leadership safety walkabouts 

 The announcement of the infrastructure, the new and refocused staff, in support of 
safety 
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In preparation for the launch, two “warm-up” events took place. Firstly, results from a safety 
culture survey (see section 5) were announced to staff through video-conference rounds. 
This was communicated in the context of the research project through which the survey took 
place, and emphasized the need to change current perception and practice about safety 
issues and concerns. Secondly, an update showing the resolution to the top 10 list was 
posted on our intranet to demonstrate strong management support for safety initiatives at 
the point of care. 

Our managers were also provided with training, including a short guide (Appendix O) on the 
purpose and logistics aspects of the leadership safety walkabouts. 

E) Other Patient Safety Enhancements 

Prior to the inception of this Safety project, hospital initiatives in support of Patient Safety 
were already in place. Some established initiatives benefited from the project such as our 
electronic incident reporting system which was changed to a much easier interface and a 
stronger data analysis capability. Feedback received through our managers and leaders 
meetings were invaluable in improving its interface and usage. A telephone hot line was also 
implemented. The implementation of a PACS system for Radiology was accelerated as a 
result of the “Top 10” list. 

Some other initiatives were implemented as planned – a new pharmacy computer system, 
unit-dose distribution and improved night-cupboard integrating state of the art hardware and 
software. Real time “dashboard” type interface for key outcomes also became available to 
all managers within the organization. 

Other initiatives such as the full implementation of an electronic health record are still in 
progress due to the scope of the project. Appropriate resources have been assigned in 
support of implementation.  

5. Evaluation and Continuing Improvement 

As part of our initial research project, we administered a validated culture survey [Agency for 
Healthcare Research & Quality] (appendix B).  The survey was sent to all hospital staff and 
has provided us with a baseline measure that can be followed over time, as well as compared 
to other organizations. Our response rate (27%) was similar to the 20 US benchmark 
hospitals used by AHRQ (29%) at that time. Our initial results were very much “average” with 
only two major domains receiving slightly lower scores than the benchmark hospitals: 1- “we 
are actively doing things to improve Patient Safety” and 2- “staff feel free to question the 
decisions or actions of those with more authority”. We also became aware that Accreditation 
Canada was planning to introduce a similar survey as part of the accreditation cycle and 
participated in an exercise to translate the results of one survey to the other (see Key 
Lessons and Practical Tips as well as Appendix Q). 

We repeated the survey in the spring of 2007 with slight improvement noted, but overall very 
similar results pointing to a stable baseline. The survey was once again repeated in the 
spring of 2008 and again in 2009 (see table of results below). We had been somewhat 
worried about our success in engaging our staff in the survey process. After an initial survey 
response rate of 27% in 2006, our rate had dipped to 22% in 2007. We were gratified to note 
our best response rate to date in 2008 and 2009 at 33% of our eligible staff. 
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AHRQ Safety Culture Survey Summary 

Safety Culture Dimension 2006 2007 2008 2009 
2009 AHRQ 

average 

1.  Overall Perceptions of Safety 55% 56% 60% 62% 64% 

2.  Frequency of Events Reported 52% 51% 53% 55% 60% 

3.  Manager Expectations 68% 71% 75% 76% 75% 

4.  Org. Learning/Continuous Improvement 66% 70% 72% 78% 71% 

5.  Teamwork Within Units 74% 76% 78% 81% 79% 

6.  Communication Openness 52% 53% 57% 56% 62% 

7.  Feedback About Error 52% 52% 62% 64% 63% 

8.  Non-punitive Response to Error 40% 43% 46% 48% 44% 

9.  Staffing 49% 52% 51% 53% 55% 

10.  Management Support of Safety 65% 71% 75% 80% 70% 

11.  Teamwork Across Units 55% 57% 65% 69% 57% 

12.  Handoffs and Transitions 43% 43% 46% 52% 44% 

 

In our initial 2007 leadership safety walkabouts, 154 issues were raised by the staff, half of 
which were deemed medium or high priority items. Risks of falls and infection control issues 
were most often cited. Within three months, over a hundred of these issues were 
satisfactorily resolved. We are continuing to address issues raised and anticipate continued 
dialogue with staff regarding their safety concerns.  

We have no doubt that continued emphasis on safety will be important to sustain the journey 
towards culture change. Our goal is to match or exceed the AHRQ hospital database 
average in all dimensions of safety culture. Our survey results show that we have made 
significant strides towards this goal. In less than three years, we have gone from lagging 
behind the average in most categories to matching or surpassing the average in 8 of 12 
global measures. An overwhelming majority of the respondents supported statements such 
as “The actions of hospital management show that patient safety is a top priority [85%]” and 
“Hospital management provides a work climate that promotes patient safety [89%]”. 

However, we are still more than 5% below average in Frequency of Reporting and in 
Communication Openness. In addition to appropriate modelling through leadership safety 
walkabouts and frequent discussions on safety at our monthly Management Forum meetings, 
we have specifically targeted an increase in the number of incident and near misses reported 
and have been exceeding our target of a 25% increase in the past year. In fact, our number 
of reported incidents and near misses more than doubled in 2008! The latter is a rather 
unusual twist on setting target for scorecards, and one we have had to explain carefully to 
our Board of Directors. Whereas we have kept targets for severe incidents very low, and 
have met our objectives, we strongly believe that a large number of less severe incidents and 
near misses still go unreported.  
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The question we will have to ask ourselves soon is “What is the right target”? The literature is 
not very helpful in this respect, and we worry about setting a hard ceiling until such time that 
we feel reporting of incidents and near misses has become second nature to most of our 
staff. Setting an artificially low target can send incidents “underground” where learnings 
cannot take place or be shared. 

We now present a Safety Scorecard to our Board of Directors on a quarterly basis. Major 
categories reported include Incidents (falls, medication errors, aggressive incidents, 
equipment failures), Infections (MRSA, VRE, C-Diff, hand washing), Preventative 
Maintenance, Flu Vaccination and Culture Survey. For each item, an appropriate benchmark 
was determined, preferably a validated external indicator. We also review with the Board all 
Accreditation Canada Safety ROPs (Required Organizational Practices). We met or 
exceeded all such practices in our 2007 accreditation and received no recommendation in 
respect to safety. According to the Accreditation Canada, in 2006 almost 80% of 
organizations participating in accreditation received an accreditation with condition decision 
regarding the new Patient Safety required organizational practices (ROPs). Some of the 
phrases used to describe our Patient Safety initiatives included: “above average”, 
“substantial documentation”, “exceeds guidelines”, perform “with excellence, at a superior 
level” and “has created a culture of safety”. 

Since that time, Accreditation Canada has issued much stricter Patient Safety Standards in 
the form of Required Organizational Practices (ROPs) with specific tests of compliance. As 
we prepare for our upcoming accreditation survey, these ROPs proved to be an excellent 
and challenging test of our capabilities in traditional measures of patient safety. We are 
confident that we will be once again found in compliance with all Patient Safety standards 
when we are visited in May 2010. 

We managed to develop a new research program that has demonstrated success in 
obtaining external grants to develop new knowledge on Patient Safety in the Rehabilitation 
and Complex Continuing Care. This type of development activity using our organization as a 
living laboratory is core to our organizational vision and mission. We were successful in 
obtaining grants from the Canadian Patient Safety Institute three years running. Supports 
were put in place to further the training of promising young researchers in this domain. Two 
trained physiotherapists are now enrolled in thesis graduate programs, one at the Master‟s 
and one at the PhD level. They have both been busy not only with their studies, but also with 
the dissemination of our learnings to date. 

We identified up front the challenge we faced in defining Patient Safety in a Rehabilitation 
and Complex Continuing Care environment. Our research will no doubt bring us closer to the 
answer. To date, we have identified many similarities with other health care sectors, but we 
have also found fundamental differences.  As we share our experience with our colleagues in 
health care, we will also gain useful insight from their reactions. Are they surprised by the 
items in our “Top 10” list?  Would the issues raised in our leadership safety walkabouts be 
similar or different in their organizations? Will our research on “safe risk taking” resonate with 
them? Our prediction is that there will always be significant overlaps between sectors with 
different areas of primary focus.  
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 6. Where Do We Go From Here? Challenges Ahead. 

We continue to pursue several longer term goals. One is to longitudinally evaluate culture 
change. This will be made somewhat more complex by the introduction of a new survey tool 
by Accreditation Canada. We are working diligently to make sure we can compare our 
current results with future surveys. We may well very well have to resort to two survey in an 
accreditation year to maintain the integrity of our measurements.  

A second goal is to get better input from patients and families as to what they really want 
from the Patient Safety agenda. We were fortunate to obtain external funding to proceed with 
formal research and have started disseminating results. 

A third is to truly integrate safety into existing programs, initiatives and policies and to create 
empowerment at the point of service. We found that the structure we had created, while 
appropriate in the early stages of development of the Patient Safety agenda, created barriers 
to this integration. After much debate, we have decided to re-attach accountability for Patient 
Safety to within the Best Practice portfolio, under the VPs of Patient Care, rather than having 
it reside with Quality and Risk Management. We are envisioning an increased role in Patient 
Safety for our Advanced Practice Leaders who are already well integrated into our clinical 
programs (see Key Lessons and Practical Tips).. 
 
Our final and most challenging goal is to develop and apply evidence based outcome 
measures and benchmarks in respect to safety. At this stage, meaningful comparison with 
like-organizations remains exceedingly difficult. We have adopted provincial benchmarks 
where available, probably representing only a quarter of our safety measures. Otherwise we 
have had to rely on our own experience over time to gage success. 

This is a journey that will truly never end and will require constant attention and shepherding. 
Our results to date have been very gratifying and it is our intention to continue contributing 
new knowledge to the field. 

7. Is the Model Transferable? 
 
Although we have not studied the model across outside health care organizations, our own 
organization is composed of legacy hospitals with significant differences in organizational 
culture, patient population, and size and the project was successfully implemented without 
significant differences in results between these legacy components. 
 
Our change management approach required some reasonable investment of new Patient 
Safety resources, but no proprietary or sector specific tools. The most important factor 
remains executive sponsorship and organizational alignment towards a shared goal of 
improving Patient Safety. 
 
Some organizations may at the outset already have internal expertise they can tap in terms 
of change management and knowledge of high reliability industries. For those without such 
expertise, bringing external resources for a short period of time to provide momentum would 
be advised. 
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8. Key Lessons and Practical Tips 

 

8.1 The Importance of Executive Sponsorship 

It cannot be emphasized enough that successful implementation of culture change in respect 
to safety is highly dependent on visible, credible and sustained executive sponsorship. There 
is no doubt the organization‟s CEO needs to be involved, but few CEOs can dedicate enough 
time to effectively lead such an initiative over a period of years. Our organization has tried 
different approaches and is still discovering what might work best for us. Many large acute 
care organizations have placed the accountability on a clinical Vice-President. Based on our 
observations, this may very well be a smart, if not yet evidence based, choice. 

Leadership safety walkabouts have proven to be effective in creating visibility, and ensuring 
responsiveness. These activities cannot be improvised and require much preparation, and 
even more follow up. In a few instances, we repeated a walkabout without having addressed 
the issues raised on the first visit. This proved to be very costly in terms of executive 
credibility and should clearly be avoided. 

 On some occasions, we fell into a trap due to poor communication rather than poor remedial 
work. One should never assume that unit staff knows that corrective action has occurred and 
the organization should err on the side of over-communicating. 

8.2 Dealing with Parallel Processes 

Of equal importance to effective executive sponsorship is the development of a clear and 
accountable governance structure to deal with the inevitable tensions that will occur between 
different parts of the organization. Safety is so complex that no part of the organization will be 
untouched, and each will have priorities that sometime coalesce, but often clearly compete. 

Here again evidence abounds that clear accountability at the senior executive level must 
exist for a successful Patient Safety program to flourish. There is no clear governance 
structure likely to apply to all organizations, but clearly articulated accountability is a requisite 
common element. 

One early mistake was the assignment of accountability and monitoring to a senior 
operational committee. This was deemed both practical and indeed most committee 
members had significant responsibilities with respect to safety, and already met regularly. 
However, this committee‟s mandate was already clearly established, and safety was merely 
added to an already long list. Combined with the existence of another legislatively mandated 
Quality & Safety Committee, lines of accountability and focus became blurred over time and 
effectiveness in spearheading culture change deteriorated. 

We are currently reviewing the governance model to reflect the evolution of our organization 
and provide the necessary supports for continuing success of our Patient Safety project. 
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8.3 Actionable Reports 

There are numerous areas of activity that can be measured in a busy hospital. We measured 
many parameters and created detailed reports containing a wealth of data...if only one had 
time to decipher spreadsheets with thousand of cells. Front line managers, a key position in 
effecting Patient Safety, do not have the necessary time or support staff to analyse such 
complex reports. In becoming data rich, but information poor, an organization can disconnect 
the input – incidents and near misses reported by the staff, from corrective action.  

We are currently paying more attention to more compact actionable reports. Unfortunately, 
these reports are in great part generated by home grown rather than commercially available 
turn-key applications. As such, some resourcing must be dedicated to analytical capability 
and quality improvement support to support these front line managers. 

8.4 Culture Measurement Tools Are Not Equal 

Measuring success is essential, but challenging, particularly in a smaller organizations with 
few major adverse events.  In addition to monitoring such events, we started using the AHRQ 
safety culture survey on a yearly basis. Our baseline was very close to the average US 
database with some areas of strength and a few areas of weakness. Over 4 successive 
surveys, we observed constant improvement which can hopefully be attributed to our 
continuing efforts in improving safety. Most year to year changes were in the order of 2-5%. 
Where changes occurred, they had face validity based on our known strengths and 
weaknesses as well as our targeted foci. 

Within weeks of administering our 4th AHRQ survey, we also administered the Accreditation 
Canada safety culture tool in preparation to our upcoming accreditation. We had hoped that a 
close correlation would exist but unfortunately, we saw large difference in results. On 
identical questions we saw differences of up to 15% in the score. 

Until this is studied further, one might take the position that the intra-survey validity is good, 
but that further work needs to be done to compare surveys. Any one organization should use 
the same tool over time. 
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Appendix N 

 

POSITION:    Patient Safety Officer 1.0 FTE 

 

REPORTS TO:   Director Organizational Effectiveness and Risk Management  

 

MAIN FUNCTION: 

Reporting to the Director of Organizational Effectiveness & Risk Management with the Patient Care 

leadership team and in collaboration with the Patient Safety Officer facilitates the development, 

implementation and maintenance of an integrated patient safety strategy at Toronto Rehab. Key 

responsibilities include promoting patient safety and a culture of safety and learning, developing and 

supporting the delivery of education programs related to safety, working with the risk manager in 

supporting all managers in handling incident reports and critical incident reviews, developing 

appropriate indicators and auditing safety processes and outcomes. 

 

ACTIVITIES: 

 

 Provides leadership and support for safety related initiatives, in particular translating the lessons 

learned from the review of incident and near-misses to programs and departments throughout the 

organization. 

 Reviews, analyzes and interprets clinical data in relation to patient safety. 

 Ensures that a reliable and user friendly incident and near miss reporting system is in place. 

 Works with the Risk Manager to ensure that critical incident reviews take place in a timely 

manner using appropriate tools (e.g. Root Cause Analysis and Failure Mode and Effects 

Analysis). 

 Analyses trends in incident and risk data and develops timely response strategies. 

 Monitors external safety alerts related to patient safety (e.g. MOHLTC, OHA, ISMP) and ensures 

appropriate measures are in place to mitigate associated risk. 

 Suggests and supports policy and procedural changes to improve patient safety in a cost-effective 

manner. 

 Evaluates the timeliness of implementation and effectiveness of safety related practice changes 

and reports continuing safety issues to senior management. 

 Develops and delivers innovative educational material on patient safety in rehabilitation and 

CCC. 

 Participates in ongoing training of staff involved in critical incident reviews 

 Plans agendas, provides support, and ensure timely follow-up for the Executive WalkRounds. 

 Plans agendas, provides support, and ensure timely follow-up for the Quality of Care (QCIPA) 

committee 

 Actively supports research on patient safety initiatives at Toronto Rehab. 
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QUALIFICATIONS: 

 

 Healthcare professional eligible for registration in the Province of Ontario 

 Graduate degree in healthcare or related discipline  

 Certification in patient safety and/or risk management a definite asset 

 

 

EXPERIENCE/ SKILLS/ ATTRIBUTES 

 

 Minimum 3 years experience in working in a large healthcare organization required 

 Demonstrated analytical skills, problem solving abilities, communication skills, judgment and 

interpersonal skills. 

 Demonstrated ability to build and maintain effective relationships and to facilitate, negotiate, and 

persuade others at all levels of the organization. 

 Demonstrated ability to establish courses of action for self and others that are results oriented. 
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Appendix O 

 

 

 

 

DATE AND TIME OF VISIT:  [insert date and time] 

LEADERSHIP WALK TEAM:  [insert names] 

 

The following information has been developed to support you in preparations for the Patient Safety Leadership Walk to your 
unit/department.  The walk will consist of an initial 10-minute tour/overview of your unit/department followed by a 20-minute 
dialogue session with staff.   

 

Purpose of Leadership Walk 

The Patient Safety Leadership Walks provide leadership and staff with an opportunity to dialogue about patient safety at Toronto 
Rehab, to celebrate successes in patient safety at a unit/department level and to help identify and resolve existing patient safety 
issues in a timely and responsive fashion. 

 

The Walks are intended to start a healthy dialogue about patient safety that initiates daily thought and discussion on this 
important topic until it becomes woven into the fabric of our daily culture at Toronto Rehab.  These walks are about building a 
culture of openness, trust and disclosure that ultimately leads to enhanced incident reporting, greater learning opportunities and 
the generation of proactive measures to prevent safety hazards before they happen.  

 

Prior to Leadership Walk 

1. Book a room for the discussion between the Patient Safety Leadership Walk Team and your staff. 
2. Confirm the date and time of the leadership walk with your staff and clarify what role the walks play in patient safety (i.e. 

encouraging people to start talking and thinking about patient safety and solutions to patient safety issues).  Encourage as 
many clinical and non-clinical staff as possible to attend. 

3. Confirm with staff who on the senior leadership team will be attending and provide overview of their role at Toronto Rehab 
(using provided bios). 

4. Ask staff to think about patient safety successes from their unit/department they can share with the Leadership Walk Team. 
5. Ask staff to think about the top 2-3 patient safety issues they believe are facing their unit/department.  
6. Share and discuss baseline results of Hospital Safety Culture Survey with team (if you have not already done so).  Focus 

staff attention/thinking on areas identified in survey as needing improvement and how that applies to their particular 
unit/department. 

 Shift changes (patient information lost, problematic for patients) 

 Cross-unit coordination 

 Communication openness (staff don’t feel free to question decisions or actions of those with more authority, staff 
are afraid to ask questions when something does not seem right) 

 Organizational learning (better job of learning from past errors, evaluating effectiveness of changes to improve 
patient safety) 
 

Patient Safety Leadership Walks 

MANAGER’S GUIDE 
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7. Assign one staff member to conduct a 10 minute tour/overview of your unit/department prior to the dialogue session. 

Unit 

 What patient population do you serve? 

 What is the average length of stay for patients on your unit? 

 What are 2-3 key highlights of the services you provide in addressing patient needs? 

Department 

 What service(s) does your department provide? 

 How do the services you provide support our patients? 

 

During Dialogue Session 

1. When Patient Safety Leadership Team arrives on unit, introduce staff member who will be conducting 10-minute tour or 
providing overview of unit/department. 

2. Accompany Patient Safety Leadership Walk Team on tour. 

3. Introduce Patient Safety Leadership Walk Team to staff at beginning of dialogue session. 

4. Facilitate dialogue between Leadership Walk Team and staff: 

 Keep staff focused on topics being addressed (i.e. patient safety) 

 Ensure all attending staff has an equal opportunity to share their thoughts (i.e. don’t let any one individual monopolize 
the dialogue). 

 Track 20-minute time slot for dialogue, and indicate when session has only 2 minutes left so that Team can wrap up 
the session. 

 

Following Leadership Walk 

Following the Leadership Walk you will be sent a copy of a Leadership Walk Tracking Form that captures the feedback shared 
on your unit/in your department including: 

 Patient safety initiatives currently underway on unit/department 

 Patient safety successes identified by staff 

 Patient safety issues identified by staff 

 Most responsible person for ensuring follow-up on patient safety issues 

 Timeline for resolving patient safety issues identified during walk 

1. Please share the information contained in the tracking form with your staff as an overview of the visit. 

2. Use the tracking form to track progress being made on patient safety issues on your unit/in your department. 

3. Keep your staff up-to-date with the progress being made on patient safety issues addressed during the Leadership Walk. 

4. Keep E.Aimone/Patient Safety Officer abreast of progress being made on patient safety issues identified on tracking form. 

 

 

 

  

 



Implementation of a Safety Framework in a Rehabilitation Hospital 
Dr. Gaétan Tardif MD FRCPC CHE  

35 

 

Appendix  P 

 

  

 

  

The 2007 RehabNet Conference „Achieving Patient Safety, Respecting Patients‟ 
Choices‟, is a two-day event, recognizing the unique challenges around patient safety 
and the ethical dimensions of balancing safety and necessary risk taking in 
rehabilitation. 

  

Clinicians, administrators, academics and policy-makers from across North America are 
invited to submit podium, workshop or poster abstracts in areas related to: 

  

 
 

  
 Patient safety  

 Ethics  

 Risk taking  

 Inter-professional research  
 Future directions of rehabilitation  

  

  

         Leadership 

         Rehabilitation science 

         Clinical best practices 

         Outcome Medicine 

         Scientific evaluation 

  

  

 

 

Deadline for submission – Feb. 05, 2007 

Confirmation sent – Mar. 05, 2007 
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Abstract submissions must be made online through 
www.torontorehab.com/education/rehabnet. 

  

  

Confirmed Speakers 

 Ross Baker, PhD, Professor, Department of Health Policy, Faculty of Medicine, 
University of Toronto  

 Gaétan Tardif, MD, Vice-President, Patient Care & Chief Medical Officer, 
Toronto Rehabilitation Institute  

 Kristi L. Kirschner, MD, Coleman Foundation Chair in Rehabilitation Medicine, 
Director, Donnelley Family Disability Ethics Program, Rehabilitation Institute of 
Chicago  

Contact Us 

For more information visit www.torontorehab.com/education/rehabnet or contact 
Conference Services by email at conferences@torontorehab.on.can or by phone at 416-
597-3422, ext. 3693. 

  

RehabNet is a network of rehabilitation executives and medical leaders who saw the 
need for nationwide information sharing in regards to the delivery of rehabilitation 
services. An offshoot of the Canadian network of free-standing rehabilitation centers and 
of the Canadian Association of Physical Medicine and Rehabilitation, it has grown to 
welcome all institutional providers of rehabilitation services. 

  
  

Join us next summer in Toronto ! Submit an abstract today 

http://www.torontorehab.com/education/rehabnet
http://www.torontorehab.com/education/rehabnet
http://www.torontorehab.com/education/rehabnet
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Appendix Q 

 

Comparison of AHRQ & Accreditation Canada Safety Culture Survey 

 

AHRQ Survey on Patient Safety Culture: 

 

 The item level results are compared to US benchmark data which is an 

average of 622 US hospitals and 196,462 respondents (4% from 

rehabilitation) 

 This survey is used in the USA accreditation process 

 Dimension level results compare 2008, 2009 Toronto Rehab results against  

2009 US benchmark results 

 12 patient safety dimension levels 

 Trending comparisons compare 2006- 2009 results 

 Results are provided at the unit, program and corporate level 

 

Accreditation Patient Safety Culture Survey: 

 

 The Accreditation Canada instrument is modified from the Stanford 

instrument “Patient Safety Climate in Healthcare Organizations”. The 46 item 

survey tool measures several dimensions related to safety culture that have 

been extensively validated in Canada based on research conducted at York 

University. 

 8 patient safety dimension levels 

 Based on the survey and Accreditation Canada Standards criteria, flags are 

generated that are rolled into the Effective Organization team’s Quality 

Performance Roadmap 

 Site level response breakdown 

 There is no benchmark comparator  

 


