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Improving our practice reliability

Quality improvement and patient safety

Francine Lemire MDCM CCFP FCFP CAE, EXECUTIVE DIRECTOR AND CHIEF EXECUTIVE OFFICER

Dear Colleagues,

We know that incidents that compromise patient
safety (PS) commonly occur in health care institutions
as well as in community care. A number of studies in
the hospital sector, including the Canadian Adverse
Events Study by Baker and colleagues in 2004, sug-
gest that unsafe care leads to an incidence of adverse
events among hospitalized patients of 7% to 15% in
high-income countries.!? Less is known about incidents
in primary and community-based care. A recent sys-
tematic review suggests a median of 2 to 3 incidents
for every 100 consultations or records reviewed in pri-
mary care.®> Approximately 6% of these incidents might
be associated with severe harm, as suggested by Rosser
and colleagues in 2005.4 Delayed or missed diagnoses
and prescribing errors are more often associated with
severe harm.?

Quality improvement (QI) experts accept the 6 dimen-
sions of quality put forward by the Institute of Medicine
in 2002: safety, timeliness, efficiency, effectiveness,
equity, and patient-centredness.> The CFPC welcomes
the additional focus on QI and PS in the 2015 CanMEDS
enabling competencies and hopes to reflect this in the
2017 CanMEDS-Family Medicine framework. The impor-
tance of this is also reflected in the CFPC’s Patient’s
Medical Home document: “Goal 9: A Patient’s Medical
Home will carry out ongoing evaluation of the effective-
ness of its services as part of its commitment to continu-
ous quality improvement.”

The engagement of family practice in QI and PS
presents both challenges and opportunities. There might
be a temptation to apply processes and tools that have
been used in the hospital sector to family practice. While
much can be learned from health care institutions, it
is essential that specific QI and PS initiatives be devel-
oped and evaluated in primary care and family practice.
Context is important. Estabrooks and colleagues identi-
fied 10 variables that affect outcomes of QI initiatives:
leadership, culture, evaluation, social capital, resources,
formal interactions (eg, team meetings), informal inter-
actions (eg, hallway conversations), and the time, staff,
and space necessary to do this work well.” There are
many pressures facing family physicians right now.
There might be scepticism in our profession around QI
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and PS as another form of accountability imposed on us
by others. However, I believe we ignore this at our peril
and that attention to QI and PS offers a tremendous
opportunity for leadership in our discipline and, most
important, for improving the care we provide to our
patients. It is hard to argue with that!

Here are some questions for us to ponder.

e Several departments of family medicine are now incorpo-

rating curricula in QI and PS. How can we embrace this
nationwide in teaching and community practices? How
do we best support faculty development in QI and PS?

e How do we engage practitioners in embracing QI—

not as something that is part of their accountability
(ie, an “add on”), but rather as an area for leadership,
an opportunity for team development, and an opening
rich in potential for practice improvement if deployed
appropriately?

e How do we foster the development of a culture ori-

ented toward PS in family medicine, where practi-
tioners are free of medicolegal fears in talking about
PS incidents, near-misses, and lessons learned, and
where practices emerge from such discussions with a
plan to engage in PS in primary care?

Part of owning our discipline involves injecting new
knowledge about our health care system. Engaging, in a
meaningful way, in QI and PS is an element of this. Let's
seize this opportunity. How can we do this better? I wel-
come your feedback.
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