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Leadership Excellence in Quality & Safety Award 
For the past number of years, the Health PEI Board has 
been proud to present the Leadership Excellence in 
Quality & Safety Award.  This award acknowledges and 
celebrates staff making positive, sustainable changes 
across the provincial health system.   

This year the Health PEI trustee assembled a selection 
committee to choose the 2018 award winner.  There 
were 12 submissions for the selection committee to 
review and each was commended for the great efforts 
and improvements being implemented within Health 
PEI.  Of those 12 submissions, the selection committee 
felt that the impressive quality outcomes as a result of 
the initiatives warranted both the Leadership Excellence 
Award and two Awards of Merit. 

An Award of Merit was presented to the Provincial Skin 
and Wound Steering Committee for their work on the 
Provincial Diabetic Foot Screening Program.  The 
program uses a revised “Inlow 60 Second Foot Screen” 
and this screen is performed on patients with diabetes 
as part of routine care in primary care centers, home 
care, and long term care.  The goal is to increase patient 
self-care preventative education, early identification of 
problem areas and helping patients access the most 
appropriate path as quickly as possible.   

The Electronic Synoptic Pathology Reporting Initiative 
(ESPRI), led by Dr. Marvin Tesch, was also an Award of 
Merit winner.    Dr. Tesch implemented electronic 
synoptic reporting for pathology on PEI prior to any 
other pathology group in Canada.  He and members of 
the ESPRI team have continued to amend electronic 
synoptic pathology reporting on the Island to drive 
practice improvements across the cancer care 
continuum.    

Congratulations to both Award of Merit Recipients! 

 

 

The 2018 Leadership Excellence in Quality & Safety 
Award was presented at the Health PEI Annual General 
Meeting to the team that initiated the Volunteer 
Services Program in West Prince! 

The West Prince Volunteer Program is a service with a 
mandate to recruit, orientate, develop and coordinate 
volunteer services and related programs and activities 
for Western Hospital, Community Hospital, and long 
term care manors in West Prince.  Volunteers are being 
introduced into West Prince hospitals for the first time 
in their history.  The program has grown exponentially, 
currently overseeing greater than 250 volunteers and 
continues to expand.   

There are a number of French speaking volunteers in 
the program to support the needs of French speaking 
residents and patients who are most comfortable 
communicating in their first language.  The program has 
also created an extremely successful volunteer rewards 
program which engages corporate partners to identify 
various ways they can support volunteerism in health 
care in West Prince – the only program of its kind in the 
province.     

Congratulations to the West Prince Volunteer Services 
Program team for their hard work in developing and 
implementing this integrated and innovative program! 

 
(L-R) Hon. Robert Mitchell and Patient & Family Advisor Del Evans present 

the Leadership Award to the West Prince Volunteer Services Program: 

Gracie Gaudet, Pam Corrigan, Andrew Ramsay, and Paul Young (back) 

 



 

 

 

Not All Meds Get Along! 
 
Health PEI is proud to participate in Canadian Patient 
Safety Week 2018, taking place from October 29th to 
November 2nd. Along with the Canadian Patient Safety 
Institute (CPSI), we’re spreading the mission of ASK. 
LISTEN. TALK.  Health PEI is supporting CPSI with its 
mission of providing extraordinary improvements in 
patient safety. 
 
This year’s Canadian Patient Safety Week theme is Not 
All Meds Get Along, prompting patients and healthcare 
professionals to initiate medication reviews for anyone 
on 5 or more medications. Medication errors can result 
in severe harm, disability and even death. Everyone has 
a role to play in medication safety. Canadian Patient 
Safety Week encourages patients and healthcare 
professionals to start a conversation: use the 5 
Questions to Ask About Your Medications when you talk 
with one another about medication safety issues. 
 

 
 
To keep you engaged about this year’s Canadian Patient 
Safety Week, CPSI is offering fun and exciting activities 
for everyone. These include the new Not All Meds Get 
Along “Caption This” comic challenge where you could 
win a prize, new Medication Safety quizzes for both 
patients and healthcare providers to test your 
knowledge, a virtual screening and Twitter Talk Event of 
“Falling Through the Cracks: Greg’s Story,” and new 
episodes of the award-winning PATIENT podcast for 
listeners to tune in and find out how people are trying 
to change the healthcare system from the inside out. 
 
We look forward to celebrating Canadian Patient Safety 

Week with all of our staff and patients. 

Together, we can make this year’s event a success! 

“Caption This” Comic Challenge! 

 
 

This year, the Canadian Patient Safety Institute is 
introducing a fun way to win great prizes! Use the Not 
All Meds Get Along image and write a caption for the 
illustration. We invite you to enter – and may the best 
caption win! 
 
Visit www.asklistentalk.ca during Canadian Patient 
Safety Week to submit your comic. The only rule is that 
it must be clean and family friendly! All acceptable 
entries will be entered to win one of several prizes. The 
deadline to enter is 12 pm MT on November 2, 2018.  
 
Winners will be chosen by draw and notified on 
November 5, 2018. Visit the website for full contest 
rules. 
 

Patient Safety Room Challenge! 
 

Health PEI’s Quality & Patient 
Safety Division is pleased to 
present the Patient Safety Room 
Challenge which will take place 
October 29-November 2 during 
Canadian Patient Safety Week 

(CPSW). Patient Safety Rooms will 
be set up at four of our Island facilities during CPSW.  All 
staff members will be invited to visit the room to test 
their critical thinking and observational skills by 
identifying unsafe patient situations.  Each room will be 
set up for 2-3 hours over break and/or lunch to allow as 
many staff members to visit as possible.  The individual 
who identifies the most patient safety risks will receive 
a prize, a shout-out in our next newsletter, and bragging 
rights, of course!   

 

https://www.princeedwardisland.ca/sites/default/files/publications/5_questions_to_ask_about_your_medications.pdf
https://www.princeedwardisland.ca/sites/default/files/publications/5_questions_to_ask_about_your_medications.pdf
http://www.asklistentalk.ca/


 

 

Excellence in Service Awards 
 

The Queen Elizabeth Hospital (QEH), Kings County 
Memorial Hospital (KCMH), and Souris Hospital (SH) 
Excellence in Service Award recipients were recently 
announced.  Candidates must regularly demonstrate 
Health PEI’s values of Caring, Integrity, and Excellence.     
 
This year’s recipients included: 

 

 QEH Support Services:   Telecommunications  

 QEH Nursing Services:   Unit 4 Team 

 QEH Physician Services:   Dr. Sang Lee  

 QEH Clinical Services: Valerie Robinson 

 KCMH:     Lea Beaton 

 SH:     Lilian Humphrey 
 
The recipient for QEH 
Clinical Services was 
Valerie Robinson, Point 
of Care Coordinator, 
Laboratory Services.  
Valerie’s dedication and 
hard work to 
standardize point of 
care testing on PEI has 
significantly improved 
patient care and has 
enabled patients, 
physicians, and nurses 

to efficiently monitor glucose and INR levels for 
improved patient outcomes. 

Congratulations to all Excellence in Service Award 
Recipients! 

 

 

 

 

 

 

 

Safety Spotlight 

 

Safety Spotlight 

After a transcription error in the entry of insulin 
correction orders in CIS resulted in a patient being 
administered incorrect doses of mealtime insulin, a 
group of Health PEI staff came together to assess what 
went wrong and how similar incidents could be 
prevented in the future.  The team recognized four 
contributing factors to this error: 

 There is difficulty incorporating patient specific 
correction doses intended for home use into the CIS 
upon acute care admission.   

 There was a failure to recognize potentially 
ambiguous insulin orders where the orders did not 
align with typical correction dose orders in CIS.   

 The orders were not clarified/corrected through the 
Med Rec process or during pharmacy verification.   

 There was failure in having a consistent and correct 
interpretation of the insulin order at meal time 
administration. 

The team developed a number of recommendations to 
address these challenges.  They include: 

 Update the templates used by Diabetes Education 
Centres (DEC) for home insulin correction dosing to 
align with acute care correction dose templates in 
CIS. 

 Promote review of order comments by prescribers 
when completing Med Rec and by pharmacists 
during order verification. 

 Continue promoting use of standardized dose 
PowerPlans. 

 Explore the option of therapeutic interchange to 
standardized correction doses on admission to 
acute care. 

 Gain insight into the frequency of entering 
customized insulin orders into CIS. 

 Continue staff education on correction dose 
adjustment. 

 Implement a working group to review the CIS 
insulin correction dose templates. 

 Report this incident to ISMP Canada. 

Great work to all involved in investigating this incident 
and developing these recommendations to help 
improve patient safety!  

For more details please contact Beth Pizio or visit 
http://www.healthpei.ca/src/safer-practice-notices. 

 

Excellence in Service Award Recipient Valerie 
Robinson with Director Brian Timmons 

 

Health PEI recently submitted further evidence to 
Accreditation Canada (AC) on 30 unmet criteria.  
We were pleased to learn that AC has accepted the 
evidence from 27 of these 30 criteria.  Two of the 
unmets are directly related to ongoing construction 
projects and these will be reassessed at our next 
onsite survey visit in 2021.  We will be required to 
submit further evidence to Accreditation Canada on 
the remaining Medication Management criterion by 
February 28, 2019.  Thank you to everyone who 
assisted with gathering evidence and drafting 
responses for Accreditation Canada.  Job well done! 

http://www.healthpei.ca/src/safer-practice-notices


 

 

 

An important risk management process is incident 
reporting.  Check out the Q & A below for more 
information!   

Why do we complete incident reports?    The primary 
role of Patient Safety Incident Reporting is to improve 
patient safety by focusing on system improvements and 
a just culture.  

I witnessed an incident but no harm was done.  I don’t 
need to complete an incident report, right?  Actually, 
all incidents, even “near misses” (Level 1 PSMS), must 
be reported by the healthcare provider who discovers, 
witnesses, or is involved in the incident.   

What are my responsibilities if I witness a harmful 
incident?  A healthcare provider who discovers, 
witnesses, or is involved in a harmful incident (Level 3-5 
PSMS) immediately verbally notifies his/her 
Manager/Supervisor or designate and attending 
physician (if applicable).  This provider must also ensure 
appropriate medical response, support and/or 
treatment is provided to the patient and/or family, and 
immediately complete the electronic Patient Safety 
Incident Report Form.  Finally, ensure all relevant 
information, paper health record, equipment, and 
products are secured in a safe and secure location for 
potential analysis.   

I’m a manager or supervisor.  What is my role in 
incident reporting?  The manager/supervisor must 
ensure employees document and report all incidents, 
review and investigate all incidents, document any 
actions taken into the electronic PSMS, ensure 
adequate monitoring, and communicate any hazards 
and improvement measures to healthcare providers.  
An analysis is often required in order to fully assess the 
event and to determine the appropriate level of 
investigation required.  In the event of a harmful 
incident with a rating of 4 or 5 in PSMS, 
managers/supervisors must also immediately verbally 
notify the appropriate Director/Chief, Attending 
Physician (if applicable), and Quality/Risk Coordinator 
using the quickest available means.    

Still have questions?  Contact your Quality/Risk 
Coordinator or refer to the Patient Safety Incident 
Reporting and Management Policy in the Policy 
Document Management System. 
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New Addition to PSMS!   

The PSMS Specific Event Type Guide has 

been created to allow staff to easily identify 

which form should be used to document an 

incident.  The guide can be located here or 

you can conveniently access it within PSMS 

under Bookmarks>PSMS Cheat Sheets.     

 

PSMS Training is available to 

all Health PEI staff. 

To set up a date and time for PSMS training, 

please contact Krista Paquet, PSMS System 

Administrator at kmpaquet@gov.pe.ca or 

call (902) 620-3167. 

 

Share Your Story 
Do you have questions about any of the stories 

you have read here?  Would you like to suggest a 

topic or story idea for a future edition of the 

newsletter?  If so, please contact Sherri Maye at 

slmaye@ihis.org or 902.368.5272. 
 

http://www.gov.pe.ca/photos/original/src_psms_speven.pdf
mailto:kmpaquet@gov.pe.ca
mailto:slmaye@ihis.org

