
Rationale
Over the past few years, the focus on patient safety has
emerged as an important policy issues on the national health
policy agenda, both nationally and internationally. Given the
importance of this issue, and the shared commitment to
continuing to improve patient safety, the Academy of Canadian
Executive Nurses (ACEN) and the Association of Canadian
Academic Healthcare Organizations (ACAHO) have developed
a joint policy statement on patient safety cultures and leader-
ship within Canada’s Academic Health Sciences Centres. 

Background to Patient Safety as a Health Policy Issue
Pressures to improve patient safety within our healthcare
system are continuing to gain momentum (Nicklin et al.
2004).  Concerns of both the public, providers and institutions
are reinforced by the release of key reports including findings
from the Adverse Events study in Canada that indicated 36.9%
of adverse events were preventable (Baker et al., 2004).
Another study found that close to two-thirds of adverse events
were preventable (Leape et al. 2001).

The incidence of adverse events (AEs) in acute care hospi-
tals has been reported in the USA (Brennan et al., 1991;
Kohn, Corrigan and Donaldson, 1999; Thomas et al., 2000),
Australia (Wilson et al. 1995), Britain (Vincent, Neale and
Woloshynowych 2001), New Zealand (Davis et al. 2002) and
Denmark (Schiøler et al. 2001). These studies indicate that
between 5 percent and 20 percent of patients admitted to
hospital experience AEs, of which roughly 50% are
preventable, and that AEs cost healthcare systems billions of
dollars in additional hospital stays.

There is evidence to suggest that some errors can be
prevented. Errors are the result of the complicated interface
between providers and technology, providers and the system;
and the complex interaction among the many different health-
care providers (Turnball 2001).  Collectively, these reports
describe the outcomes associated with errors and adverse
events in the healthcare delivery and the urgency of
addressing systems issues.

Canada’s Response to Patient Safety
Canada’s response to growing concern about healthcare
safety is evident by several national, provincial and territorial
and local patient safety initiatives including research activi-
ties, coalitions, committee work, and national reports that
have called attention to the current gaps in safety in the
healthcare system.

In 2002, the National Steering Committee on Patient
Safety released its report (NSCPS 2002) and the Canadian
Council on Health Services Accreditation embedded patient
safety in its accreditation standards for healthcare organiza-
tions (CCHSA 2003).  In December 2003, the federal govern-
ment announced the creation of the Canadian Patient Safety
Institute (CPSI) and the Health Council of Canada.  It is impor-
tant to note that key messages coming from these national
initiatives include focusing on systemic challenges, building a
culture of patient safety, stronger accountability mechanisms,
and quality improvement throughout our healthcare system.

Academic Health Sciences Centres: Leaders in
Innovation and Excellence in Patient Care, Research
and Education
Given the critical role that Academic Health Sciences Centres
(AHSCs) play as centres of health innovation, and providers a
quality training environment for most of Canada’s healthcare
professionals, leadership for patient safety must emanate from
these institutions.

AHSCs have an established track record in providing state-
of-the art healthcare, (e.g., developing, assessing and
applying the most up-to-date diagnostic and treatment modali-
ties for all complexities of illness) and, as such, are well
positioned to champion patient safety initiatives by working
with and advising key stakeholders (i.e., governments, profes-
sional associations and others) with regard to patient safety in
academic healthcare settings and within our national health-
care system (Institute of Medicine 2003; Nicklin et al. 2004).

Research that is fundamental to advancing patient safety
currently originates from AHSC’s.  AHSCs are “hub” organiza-
tions where service delivery is the platform for the education
of future healthcare providers and where the development of
new knowledge and innovation through research occurs.
AHSCs are where care is provided to the most acutely ill and
ethnically, culturally diverse patient populations.

Due to the multiple mandates, AHSCs are highly complex
environments and are potentially more vulnerable to near miss
and adverse events (Baker et al. 2004; Ebright and Rapala
2003; NSCPS 2002). Learning that occurs in AHSC environ-
ments, including the production of knowledge related to
quality care and accountability mechanisms, risk and risk
reduction, commonly becomes the foundation for the estab-
lishment of new standards for the delivery of safe, quality
healthcare throughout the country (Nicklin et al. 2004). 
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ACEN/ACAHO Recommendations for Leadership in
Developing Stronger Safety Cultures in Academic
Health Science Centres
Our accountability as learning organizations (Carroll and
Edmondson 2002) includes working collaboratively with our
Board of Directors; members of multi-disciplinary healthcare
teams; healthcare consumers (i.e., patients, family members,
close friends, the general public, etc.); and external partners
including academic institutions, all levels of government and
national and provincial and territorial accreditation bodies
(e.g., Canadian Council on Health Services Accreditation) in
identifying risk situations, developing strategies to reduce
these risks and creating environments that improve patient
safety practices.

In specific terms, ACEN and ACAHO recommend the
following two overarching strategies, with key components, to
strengthen leadership and patient safety cultures in AHSCs:

1. More cohesive alignment of organizational vision, processes
and structures in AHSCs for patient safety cultures is integral
to ensuring the design and delivery of safe, quality patient
care.  Key components of this strategy include:

• Create a strategic orientation focused on a culture of safety
and quality improvement that identifies safety as a system
property, grounded in patient safety principles (Institute of
Medicine, 2003; Institute of Medicine 2001; Kohn, Corrigan
and Donaldson 1999) throughout the entire organization.

• Balance benchmarks in operational efficiency with
quality/safety professional practices (Firth-Cozens 2004).

• Develop and implement open and transparent disclosure
policies (e.g. adverse event and near miss reporting) in
practice (NSCPS 2002).

• Involve patients as partners in care (Institute of Medicine
2001; Kohn, Corrigan and Donaldson 1999; NSCPS 2002).

• Establish and sustain quality work environments with effec-
tive health human resource practices and evidence-based
practice and decision-making (clinical, administrative,
educational, etc.) that support the provision of quality
healthcare (Aiken, Clarke and Sloane, 2001; Baumann et
al., 2001; Institute of Medicine 2003; NSCPS 2002). 

• Develop and/or strengthen initiatives designed to enhance
collaboration among all members of the care delivery team
(Baker et al. 2004, NSCPS 2002). 

• Pilot and evaluate innovative approaches to the delivery of
healthcare (Nicklin et al. 2004).

• Evaluate organizational performance in achieving a patient
safety culture in accreditation, hospital report cards, etc. 

2. Strengthen partnerships with affiliated academic partners,
professional and institutional associations, clinical practi-
tioners and all levels of government to lead innovation in
design and delivery of safe quality care.  Key components of
this strategy include:

• Cultivate stronger linkages between AHSCs and affiliated
academic institutions to ensure that patient safety is
integral to curriculum development, faculty development,
clinical placements/rotations and research (Nicklin et al.
2004).

• Refine and develop national patient safety accountability
mechanisms and indicators with CCHSA and other inter-
ested organizations (CCHSA 2003; Nicklin et al. 2004,
NSCPS 2002)

• Support other national patient safety initiatives including
the Canadian Patient Safety Institute and the Health
Council of Canada (both provincial/territorial and national
(Nicklin et al. 2004).

As leaders within AHSCs, ACEN and ACAHO will continue
to lead the cultural change that will ensure the adoption of
safe, effective patient care delivery systems.  Our collabora-
tive mandates include the ongoing development and implemen-
tation of strategies designed to provide quality healthcare;
encourage and facilitate research into safety cultures and
systematic practices; and educate future healthcare profes-
sionals and other personnel in AHSCs. There may be an oppor-
tunity to build ongoing curriculum for both professional and
organizational development around patient safety cultures and
practices. Together, these actions will foster the necessary
learning, professional development and change to continue to
advocate a patient safety culture in AHSCs that will serve as
a benchmark learning organization to all healthcare organiza-
tions in Canada.

ACEN and ACAHO continue their collaborative efforts on
leadership and patient safety cultures within AHSCs by
focusing on patient safety at upcoming joint meetings. From
this joint dialogue, strategic directions and accountability
mechanisms will be identified.  In this context, we encourage
feedback and suggestions in response to this joint policy
statement.
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About the Associations
The Association of Canadian Academic Healthcare
Organizations (ACAHO) is a member-based association

that represents more than 40 teaching centres – which are a
combination of Teaching Hospitals and Regional Health
Authorities who have jurisdictional responsibilities for the
academic mission (i.e., service provision, teaching and
education, and supporting and conducting health research).
Members range from single hospital organizations to multi-
site, multi-dimensional regional facilities.”

The Academy of Canadian Executive Nurses (ACEN) is a
national organization of nurse executives from academic
health science centers, and the deans/ directors of schools
of nursing  within Canada. ACEN’s purpose is to provide a
national voice and forum for executive nurse leaders within
academic healthcare environments and university nursing
facilities to contribute to the health of Canadians and the
advancement of Nursing.
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Recruit from our readers – leaders in nursing, IT and 
administration – more than 155,000 readers every month
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