
MANITOBA’S FIRST ANNUAL REPORT ON PATIENT SAFETY

· Research from the United States, Canada, United Kingdom, Australia and other countries shows that errors can affect between three to 10 per cent of hospital patients.  Many errors are detected before they harm the patient or result in minor injuries.  Unfortunately, some errors lead to major injuries and are called critical incidents.  A 2006 study by the Manitoba Centre for Health Policy on patient safety in Manitoba found the “…frequency of adverse events reported in Manitoba is quite low,…” ranging from 0.10 per cent to 2.96 per cent.

· Manitoba Health developed a provincial policy in 2003 to encourage the voluntary reporting of critical clinical occurrences, now referred to as critical incidents, where learning might occur from errors.

· In 2006, legislation was introduced for mandatory no-blame critical incident reporting across the health system to support a culture of learning and openness.  Manitoba was the second province to introduce mandatory reporting and investigation of critical incidents. 
· Since legislation was introduced in 2006, the reporting of critical incidents has increased.  In 2009-10, 649 incidents were reported, up from 100 in 2005-06.  This is believed to reflect increased reporting incidents and not an increase in the number of critical incidents occurring.

· The majority of critical incidents in 2009-10 occurred in personal-care homes (48 per cent) and acute care (40 per cent), though other sectors such as community-health services, mental health, laboratories and emergency-medical services also reported incidents as well. 

· The majority of incidents involved falls (58 per cent) and clinical-care issues (27 per cent).  Less frequently, incidents were related to medication, surgical equipment or health-care devices.  Patient outcomes following critical incidents range from major or minor injury 
(83 per cent) to death (16 per cent), though factors other than the critical incident may be responsible for the patient’s outcome. 

· Critical incident investigations have led to important changes to improve the safety of health-care delivery including fall-prevention initiatives, surgical checklists, communication protocols and new technology.  

· Manitoba’s legislation defines a critical incident as “an unintended event that occurs when health services are provided to an individual and result in a consequence to the patient that is serious and undesired including injury, disability or death.”   The legislation applies to regional health authorities, hospitals, personal-care homes, all licensed land and air ambulances, the Selkirk Mental Health Centre, CancerCare Manitoba and Diagnostic Services Manitoba.
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· Not all critical incidents are preventable.  The Canadian Adverse Events Study found that only four in 10 incidents were preventable.  An ambulance involved in a collision while transporting a patient is an example of a potentially unpreventable incident.  If it happened while a patient was receiving care, it is considered a critical incident.

· Once a critical incident is reported, an investigation takes place to determine the facts and to identify possible system changes.  To encourage reporting and full, open participation in the investigation by health-care providers, some parts of the investigation process including opinions, speculations and advice are confidential and privileged under law.  This is intended to support providers and encourage them to speak frankly and openly about what occurred.  This approach is used in several jurisdictions around the world.
· Critical-incident legislation is also intended to facilitate open communication with patients following a critical incident by requiring disclosure that an incident occurred, the facts about what happened and what is being done to address it. 
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Milestones in Patient Safety in Manitoba

2003-04
– voluntary reporting of critical clinical occurrences to Manitoba Health.
2004-05 
– establishment of the Manitoba Institute for Patient Safety (MIPS).
2005-06 
– appointment of a chief patient-safety officer at the Winnipeg Regional Health      
Authority.

– participation in Safer HealthCare Now! initiatives to reduce preventable adverse 
effects.
2006-07 
– mandatory reporting of critical incidents (formerly critical clinical occurrences) to  
 
Manitoba Health as of Nov. 6, 2006.
– development of a Provincial Patient Safety Strategy to promote a culture of safety in 
health-care delivery.
– introduction of the MIPS It’s Safe to Ask campaign.
2007-08
– proclamation of the first Canadian Patient Safety Week by the health minister.
– royal assent of the Apology Act allowing health-care workers and other professionals 
to make an apology without it constituting an admission of legal liability.
2008-09
– beginning work on a pan-Canadian adverse-events reporting system.
2009-10
– endorsement by Manitoba Health of the Canadian Disclosure Guidelines from the 
Canadian Patient Safety Institute.
– changes to Manitoba Health Critical Incident Management and Reporting Policy to 
include requirement for disclosure and report on progress of recommendations coming 
from the Critical Incident Review Committee. 

2010-11
– amendments to the Personal Health Information Act  proclaimed to give patients and 
their legal representatives more timely access to their health records so they can be 
more informed participants in their care.
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