
Everyone’s involvement helps make the Canadian healthcare system safer.  

Questions Save Lives!  

What question would you ask to save a life?  

Martha’s Story 

Unfortunately, for one young woman it was too late. In September 2002, 
Martha was discovered in her bed. She went to sleep and died in the night. 
“People don’t just go to bed and not wake up the next day,” says Martha’s 
mom, Maryann. They knew she’d been prescribed Lithium for bipolar 
disorder in recent months. The dosage was increased just 11 days before 
her death. In her patient file was a recommendation against prescribing 
Lithium because of chronic low potassium. Lithium, the family later 

learned, is also contraindicated in patients with cardiac issues. Martha had also undergone 
numerous EKGs in the years before her death, experiencing bouts of accelerated heart rate. 
Anxiety was often blamed and the test results were then viewed as “normal” for her. A 
psychiatrist, knowing of Martha’s low potassium, wrote the Lithium warning. But her latest 
psychiatrist didn’t agree and prescribed the drug without informing Martha of the concern. 
Maryann also discovered Martha visited a cardiologist a year before her death. He’d ordered 
tests that confirmed the heart defect. But the cardiologist never read the tests. The office 
never phoned Martha to inform her. Nor was a cardiac warning about Lithium added to her 
records. Martha’s experience in the Canadian healthcare system illustrates the importance of 
clear communication between healthcare providers and patients.  

You can watch a video of Martha’s story and other patients that have been harmed in 
healthcare at http://www.patientsafetyinstitute.ca. 

http://www.patientsafetyinstitute.ca


Join an important conversation taking place on social 

media during our  

Twitter Talk #asklistentalk on October 28th at 10am  

It is easy to get involved! Healthcare professionals, patients 

and leaders can download the Questions Save Lives frame 

at www.asklistentalk.ca, write down your question, snap a 

photo and share on Twitter.  

 

Write a question on the Questions Save Lives Frame, 

take a photo and tweet using #AskListenTalk.  

Join the Questions Save Lives Campaign and share what 
questions you would ask patients to make care safer using the 

hashtag #AskListenTalk.  

Share to earn prizes! But most of all, follow #AskListenTalk to 
learn about what questions your colleagues are asking 

patients as well as what questions patients could ask you to 
make care safer.  

Let’s make patient safety a priority at  

Five Hills Health  Region. 

http://www.asklistentalk.ca/




Canadian Patient Safety Week is going to put you to the test.  
 
Take the online Patient Safety Quiz at www.asklistentalk.ca.   Test your knowledge 
as a healthcare provider or as a member of the general public – or both!  
 Test your knowledge of how to keep patients and yourself safe  
  Share the quiz and see how you rank amongst friends, family and colleagues  
 

Canadian Patient Safety Facts 
 An estimated 30,000 patients die from preventable incidences or medical errors each year.  
 An estimated 84,000 seniors are hospitalized each year due to a fall.  
 An estimated 200,000 patients will get an infection each year while in a hospital.  
 The Canadian Adverse Event Study (Baker et al 2004) found a 7.5% adverse events incidence rate in acute 

care hospitals. Surgery was identified as the service most responsible for the care 51.4% of the time in 
these adverse events.  

 The Canadian Adverse Events Study (Baker et al 2004) found drug or fluid-related events were the second 
most common type of adverse event in Canadian hospitals, accounting for 23.6% of the total. The cost 
attributed to adverse drug events has been reported to be $4,028 per event (Etchells et al 2012. 
Furthermore, more than half of Canadians are using prescription drugs on a regular basis with 36% taking 
two or more medications (Health Council of Canada 2014).  

 Researchers have calculated an estimated economic burden of preventable patient safety incidents in 
acute care in Canada for 2009 - 2010 to be $396,633,936 ($397 million). This estimate is only a small 
portion of the estimated entire cost of harmful incidents, and it does not include the indirect costs of care 
after hospital discharge, or societal costs of illness, such as loss of functional status or occupational 
productivity.  

 The Canadian Home Care Association reports that in 2011, four million people received home care, or one 
in six seniors. In 2013, the landmark Safety at Home: A Pan-Canadian Home Care Study examined the 
prevalence, incidence, magnitude and types of adverse events in home care. The study found that the 
annual incident rate of adverse events was in the range of 10- 13%. It was judged that 56% of the adverse 
events were preventable. The most common adverse events in home care were falls, medication errors 
and infections.  

Take the Patient Safety Quiz 

http://www.asklistentalk.ca/


Measuring Patient Harm in Canadian 

Hospitals Virtual Announcement 

Webcast October 26, 2016 at 11am 

Together, CIHI and CPSI are collaborating on an initiative that will provide significant  
benefits to patient safety in Canadian acute care hospitals.  This initiative uses  

administrative data to develop a new patient safety measure for inpatient care.  
The measure will include unintended occurrences of harm that can be potentially  

prevented by implementing evidence-informed practices.  
 
There are 3 planned outputs from this project: 
 
Hospital Harm Measure   
 A new measure intended to monitor variations in patient safety in inpatient acute care settings at the national 

level.  across facilities over time. 
 It is designed to help identify patient safety improvement initiatives in hospitals and could be the basis of a 

future comparable indicator.  
 The measure captures hospitalizations with at least one occurrence of unintended harm that could have po-

tentially been prevented by implementing known evidence-informed practices. 

 
Hospital Harm Improvement Resource 
 Information is being compiled by CPSI to complement the hospital harm measure. It will link measurement 

and improvement by providing evidence -informed resources that will support patient safety and improve-
ment efforts. 

 The Improvement Resource for Hospital Harm is now available on line  
 

Analytical Report 
The analytical report, Measuring Patient Harm in Canadian Hospitals, introduces the new approach to meas-
uring hospital harm, provides an overview of the status of these patient safety events in Canada (outside of 
Quebec1) and identifies how the data and associated improvement resource can be used for improvement. 
 The report will include:  

  an overview of the status of patient safety in Canada; 
  the number and types of harmful events; 
  the types of patients and their outcomes;  
  and information on how measurement can be used for improvement. 

www.patientsafetyinstitute.ca/en/toolsresources/hospital-harm-measure 

http://www.patientsafetyinstitute.ca/en/toolsresources/hospital-harm-measure/Pages/default.aspx

