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Falling Through the Cracks – Greg’s Story 
 
Falling Through the Cracks – Greg’s Story is an impactful 
film that details the healthcare journey of Greg Price.  
Tragically, this young man’s story culminated in his 
unexpected death.  The film was developed by Greg’s 
Wings Projects, a not-for-profit organization established 
by Greg’s family in his honour.  The team behind Greg’s 
Wings Projects has held more than 180 screenings of 
the film and continues to spark conversations and ideas 
related to positive change and improvement in 
healthcare systems across the country. 
 
Health PEI’s five primary care networks recently came 
together for Spring into Action, an annual full-day 
workshop for all staff and physicians within primary 
care.  Organizers arranged for a screening of the Falling 
Through the Cracks film to kick off the day.  Greg’s 
sister, Teri Price, then took the stage to speak about 
Greg, the film, and the important work of Greg’s Wings 
Projects. 
 
An engaging panelist discussion was held that included 
Marion Dowling, Executive Director Nursing, Allied 
Health & Patient Experience; Lori Ellis, Director Medical 
and Legal Services; Dr. Nicole Fancy, Physician, Kings 
Primary Care Network; and Karen Perry, Health PEI 
Patient & Family Advisor. 
 
Beth Pizio, Health PEI Quality Risk Consultant, and 
Lynette Chandler, Health PEI Patient Safety Coordinator, 
presented facilitated learning on communication, 
collaboration, and teamwork.  This evidence-based 
education focuses on the TeamSTEPPS (Team Strategies 
& Tools to Enhance Performance & Patient Safety) 
platform and included teaching videos adapted from 
the film. 
 
Lynette and Beth facilitated exercises that had 
workshop participants identifying both the effective 
communication and teamwork skills evident in the 

teaching videos, as well as the missed opportunities.  
Additionally, staff and physicians were asked to 
consider what changes they could make in their own 
workplaces to improve teamwork.   
 
To learn more about Falling Through the Cracks – Greg’s 
Story, we encourage you to visit the website and to 
consider arranging a screening for your work site.  This 
is a truly valuable learning tool that is applicable for 
every single person working in a health organization. 
 
If you’d like to learn more about communication tools, 
teamwork skills, and the TeamSTEPPS program, please 
contact Lynette Chandler at ldchandler@ihis.org or Beth 
Pizio at eapizio@gov.pe.ca.     
 
We commend the King’s Primary Care Network and 
their team of Spring into Action organizers for 
recognizing the importance of sharing this powerful film 
and provoking thoughtful discussion on how we can 
work together to improve patient safety in Health PEI. 
 
Finally, we extend our sincere appreciation to Teri Price 
and her family for allowing health care organizations, 
like ours, the opportunity to learn from Greg’s tragic 
story.

   Lynette Chandler, Teri Price, and Beth Pizio 

http://gregswings.ca/fttc-gregsstory/
mailto:ldchandler@ihis.org
mailto:eapizio@gov.pe.ca


  

 

Operation Stroke Distinction:  Success!
 

The week of 
October 1-5, 
2018 was a 
very busy 
one for the 
Health PEI 

Organized Stroke Care Program (HPEI OSCP).  Three 
Accreditation Canada surveyors critically reviewed the 
cross-continuum stroke-specific care provided at several 
Health PEI sites.  Island EMS, our stroke care partners, 
were also included in the patient care tracers during the 
survey.   
 
The comprehensive Stroke Distinction program was 
developed in partnership with the Canadian Stroke 
Network (CSN) and incorporates standards of 
excellence, Canadian Best Practice Recommendations 
for Stroke Care, and in-depth, stroke-specific 
performance indicators and protocols. 
 
HPEI OSCP was assessed on the following three sets of 
standards:   
 

 Standards for Providing an Integrated System of 
Services to People with Stroke    

 Standards for Acute Stroke Services  

 Standards for Inpatient Stroke Rehabilitation 
Services   

 
We are pleased to share that the HPEI OSCP met all of 
the inpatient rehabilitation services indicators.  
Additionally, the program exceeded the requirements 
for the thresholds of all core performance indicators for 
acute services, with the exception of tPA Door to 
Needle (DTN) time.  Significant improvements in DTN 
time have been made over the last year and ongoing 
quality improvement initiatives will focus on meeting 
this performance threshold.       
 
The HPEI OSCP was also assessed on criteria related to 
client, family and caregiver education.  This education is 
an ongoing and vital part of the recovery process for 
stroke and must include stroke supports, coping and 
self-management, and skills training for clients and 
caregivers.   The education provided by the HPEI OSCP 
was reviewed by surveyors to look for evidence of 
successful client and family education.   We are thrilled 
to announce the program was successful in meeting all 
eight of these criteria. 
 

 
An Excellence and Innovation project is also a 
requirement of Stroke Distinction.  The intention of this 
project is to demonstrate two things.  First, that the 
initiatives align with best practice guidelines; and 
second, that current evidence is integrated into the 
program to enhance the quality of stroke services.   
 
The HPEI OSCP chose the Telestroke Rehabilitation 
Program as its Excellence and Innovation special 
project.  The services provided through Telestroke 
Rehab include consults with physiatry and rehab teams, 
team meetings for transition planning, and speech 
language pathology telehomecare.  Plans to expand the 
reach of stroke services include other providers of 
telehomecare, such as occupational therapists and 
physiotherapists.  The surveyors were very 
complimentary regarding the service provided by the 
Telestroke Rehabilitation Program and encouraged the 
HPEI OSCP to share its program with colleagues.  
 
Many strengths of the HPEI OSCP were identified, 
including services to clients, leadership, and best 
practice-based care.  The success of the program is 
effectively summarized by this surveyor quote:  “This 
Provincial Stroke program has evolved in utilizing best 
practices and quality services in patient care and we 
encourage the teams to continue down this road. The 
pride of the team members in the evolution of the 
Program is palpable.”  

 
Opportunities for improvement were identified as 
facilitating effective internal and external partnerships; 
staff support; and ensuring sufficient resources within 
the program.   
 
Next steps for the HPEI OSCP are to integrate the 
recommendations from the Stroke Distinction report.  
Ongoing quality improvement work plans will aim to 
maintain the recognized level of excellence in stroke 
services. 
 
Congratulations to the Stroke Distinction Task Group 
and all staff and physicians who had a hand in this 
incredible achievement!  You can learn more about 
Stroke Distinction by contacting Trish Helm-Neima, 
Provincial Stroke Coordinator at tlhelm-neima@ihis.org.  
 

 
 

http://www.strokebestpractices.ca/
http://www.strokebestpractices.ca/
mailto:tlhelm-neima@ihis.org


  

 

National Health Ethics Week 2019 

The 6th Annual National Health Ethics Week took place 
April 1-7.  This event raises awareness and promotes 
dialogue about healthcare and research ethics.   

Health PEI is proud to endorse this event each year.  
The Health PEI Clinical & Organizational Ethics 
Committee and Prince Edward Island Research Ethics 
Board distributed daily e-mails to the health system to 
raise awareness about these groups, provide education 
on the services offered, and promote upcoming events. 

For more information on the Clinical & Organizational 
Ethics Committee, contact clinicalethics@ihis.org; for 
more information on the PEI Research Ethics Board, 
contact REB@ihis.org. 

 

Safety Spotlight 

Last fall, it was recognized that there were three 
incidents reported by hemodialysis related to pre-filled 
10 ml saline syringes.  While preparing to flush the 
patient lines, it was found that the 10 ml pre-filled 
saline syringes were filled only with air.  In two cases 
the defect was noted after the syringe was connected 
to the patient line and blood return checked; in the 
other case the defect was noted before the syringe was 
connected to the patient line.  No harm came to any 
patients as a result of these incidents. 

To address this issue the following steps were taken: 

 All units that use saline pre-filled syringes were 
notified of the potential for air in the syringe 

 Double-checks were recommended to be 
completed on all pre-filled syringes before use 

 The vendor was notified of lot numbers 
associated with this defect 

 A notification was sent to the Canadian Medical 
Device Sentinel Network (CMDS) 

 An alert was sent to Health Canada 

 A Safer Practice Notice was circulated 

We extend our sincere appreciation to the hemodialysis 
staff for reporting these events in the Provincial Safety 
Management System (PSMS).  This ensured the risk was 
identified and the appropriate action was taken before 
harm came to any of our patients.  Remember, incident 
reporting is everyone’s responsibility! 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mark Your Calendars! 
 

The Canadian Patient Safety Institute 
(CPSI) is celebrating STOP! Clean Your 
Hands Day on May 6, 2019, where 
providers and patients come together 
for clean hands.  This year’s theme is 

Clean Care Conversations.  Register here to receive the 
latest resources on hand hygiene and updates on this 
important initiative.  Let’s work together to ensure hand 
hygiene is a priority for EVERYONE!   

 

Enhanced Recovery After Surgery (ERAS) is a 
program focused on surgical best practices that 
support better outcomes for surgical patients.  
These outcomes include improved patient 
experience; reduced length of stay; decreased 
complication rates; and fewer hospital 
readmissions. 
 
After extensive research on ERAS, Dr. Bill Walker, 
Prince County Hospital (PCH) surgeon, presented an 
overview of the program to PCH leadership and 
frontline staff.  The initiative was well received and 
an ERAS committee was formed soon after.  The 
official launch of the ERAS program at PCH began 
on September 24, 2018.   
 
Significant improvements have been noted since 
the program’s inception.  Patients are expressing 
great satisfaction and it has resulted in cost savings 
of greater than $100,000 for the organization.  
Improvements in patient outcomes include reduced 
complication rate from 33% to 23%; reduced length 
of stay from 11 days to 5.5 days; earlier occurrence 
of patient mobilization; and earlier occurrence of 
consumption of solid foods.   
 
PCH plans to continue with the ERAS program and 
audit process to determine opportunities for 
improvement.  The next goal is to implement a 
preoperative conditioning plan to further assist 
with preparing patients for surgery. 
 
Congratulations to Dr. Walker and the ERAS 
committee on this successful initiative! 

mailto:clinicalethics@ihis.org
mailto:REB@ihis.org
https://src.healthpei.ca/sites/src.healthpei.ca/files/Patient_Safety/Safer_Practice_Notice_Pre-filled_10_ml_saline_syringes_2018-11-07.pdf
https://www.patientsafetyinstitute.ca/en/Events/StopCleanYourHandsDay/Pages/default.aspx


  

 

 

 

 
Our recent Quality Risk Consultant (QRC) survey 
demonstrated that Health PEI staff is interested in 
learning more about the QRC role and what appropriate 
reasons for contacting a QRC might be.  We hope the 
information below will provide some clarification.   
 
Do QRCs provide education sessions for staff?  Yes!  
QRCs are eager to educate staff on a variety of topics, 
including documentation, accreditation, and disclosure.  
 
I need help with incident reporting.  Can a QRC help?  
Absolutely!  QRCs can help with troubleshooting 
incident reporting and with incident file management.   
 
I’m stumped with how to manage a complex 
complaint.  Can I ask my QRC for assistance?   QRCs are 
happy to help you determine the best approach for 
addressing a complaint.  Just ask! 
 
What are some of the other reasons a QRC may be 
contacted?  The reasons are numerous, but here are a 
few: 

 To initiate or complete an incident investigation 

 To bring an issue to a quality improvement 
team for discussion 

 For general risk management support  

 For support in disclosure of unexpected events 
to patients or families 
 

Reach out to your QRC at any time for advice on a risk 
or quality issue.  If we aren’t the appropriate people to 
help, we will help you figure out who is. 
 

Save the Date! 
 
The Health PEI Antimicrobial Stewardship 
Subcommittee (ASSC) and the Canadian Agency for 
Drugs and Technologies in Health (CADTH) are hosting 
an Antibiotic Matters event on May 22 at Red Shores in 
Charlottetown.  This event will be a day-long interactive 
educational opportunity where clinicians from across 
the Island will be provided with up-to-date evidence on 
a variety of topics associated with antimicrobial use.  
The goal is to facilitate knowledge exchange and 
meaningful discussions around the evidence, while 
learning how to apply new tools and approaches.  
Please contact Jennifer Boswall (jenniferb@cadth.ca) 
and Sarah Lutes (saelutes@ihis.org) for more 
information. 

 

 

 

 

 

 

 

 

 

 

 
As part of our efforts to improve 

knowledge of QRCs and their role, 

we will be featuring a different 

Quality Risk Consultant in each 

edition of our newsletter.  This 

month we introduce you to Beth 

Pizio!  Beth has worked in various 

roles for Health PEI over the past 

17 years, and she joined the Quality & Patient Safety 

division in 2017 as a Quality Risk Consultant.  Since 

beginning her QRC role, Beth has completed her Patient 

Safety Officer certification and has trained as a Master 

Trainer in TeamSTEPPS.   Beth’s portfolio covers Primary 

Care, Home Care, and Public Health.  Additionally, Beth is 

the quality resource for Infection Control quality 

improvement team and also supports the Stroke 

Distinction Committee.  If you work in any of the service 

areas mentioned above and have a question related to 

quality or risk, please feel free to reach out to Beth by 

phone at 902.438.4092 or by e-mail at 

eapizio@gov.pe.ca. 

The Quality & Patient Safety Quarterly 

Review is brought to you by the Quality & 

Patient Safety Division: 
Rick Adams, Executive Director  
Thelma Larkin, Admin Support 
Philip Theberge, Manager 
Sherri Maye, Admin Support 
Beth Pizio, Quality/Risk Consultant 
Caroline Paton, Quality/Risk Consultant 
Maureen Ronahan, Research Ethics Coordinator 
Krista Paquet, PSMS Systems Administrator 
Laurie McNally, Quality/Risk Consultant 
Lynette Chandler, Patient Safety Coordinator 
Sheila Gaudet, Quality/Risk Consultant 
Stephen Daley, Business Continuity Planner 

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. 
 

mailto:jenniferb@cadth.ca
mailto:saelutes@ihis.org
mailto:eapizio@gov.pe.ca
mailto:slmaye@ihis.org

