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Seven steps to take
1.
2.
3.
4.
5.
6.
7.

Culture
Be person centred
Study the problem
Plan for safety
Reliability
Choose the problem and solution
Understand the context

Step 1
Understand Culture

Culture is key

Generative
Safety is how we do business here

Increasing
informedness
or mindfulness

Proactive
We work on problems
we still find

Calculative
we have systems in place to
manage all hazards

Reactive
Safety is important - we do a lot
when something happens

Increasing information

Pathological
It is ok as long as nothing happens

Hudson P. Applying the lessons of high risk industries to health care
Qual Saf Health Care 2003

Step 2
Understand what people
or the patients want

Ask “What really matters to people”

Dignity
Compassion
Respect

Coordinated
safe care

Personalised
to their
needs

Enabling
allowing
them to
decide

http://www.health.org.uk/public/cms/75/76/313/4772/Measuring%20what%20really%20matters.pdf?realName=GuxZKx.pdf

Step 3
Study the problems

The reality of healthcare
§

Limited resources and allocation

§

Overworked staff

§

Increasing burden of demand

§

Acceptance of status quo and tradition

§

Process issues

§

Knowledge issues

Can we be safe in resource
poor settings ?

Yes
if we want to be safe

Step 4
Plan for safety

We need to plan for safety ref Juran
Quality
planning

Quality
improvement

Quality and
safety control

Quality
management

Charles Vincent
René Amalberti

Safer Healthcare

Three Approaches to the Management of Risk

Strategies for
the Real World
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Three contrasting approaches to safety
Ultra adaptive
Ultra
adaptive

High reliability

Ultra safe

Context: Taking risks is the essence
of the profession:
Deep sea fishing, military in war time, drilling
industry, rare cancer, treatment of trauma.

Context: Risk is not sought out but is
inherent in the profession:
Marine, shipping, oil Industry, fire-fighters,
elective surgery.

Context: Risk is excluded as far as
possible: Civil aviation, nuclear Industry,
public transport, food industry, medical
laboratory, blood transfusion.

Safety model: Power to experts
to rely on personal resilience, expertise and
technology to survive and prosper in adverse
conditions.

Safety model: Power to the group to
organise itself, provide mutual protection,
apply procedures, adapt, and make sense
of the environment.

Safety model: Power to regulators and
supervision of the system to avoid
exposing front-line actors to unnecessary
risks.

Training through peer-to-peer learning
shadowing, acquiring professional
experience. knowing one's own limitations.

Training in teams to prepare and rehearse
flexible routines for the management of
hazards.

Training in teams to apply procedures for
both routine operations and emergencies.

Embracing risk

Adaptation and
recovery

Priority to adaptation and
recovery strategies

Reliability

Procedures and
adaptation

Anaesthesiology ASA1

Fire fighting

Forces, war time

Drilling industry

Radiotherapy
Blood transfusion
Civil aviation

Chartered flight

Processing industry

Professional fishing

10-2

Preventive strategies
Priority to prevention strategies

Railways

Chemical industry (total)

10-3

10-4
Unsafe

Nuclear industry

10-5
Safe

10-6
Ultra safe

Fig. 3.1 Three contrasting approaches to safety

Charles Vincent Rene Amalberti Safer Healthcare Strategies for the Real World
https://link.springer.com/content/pdf/10.1007%2F978-3-319-25559-0.pdf

Three Approaches to the Management of Risk

No system beyond this point

Scheduled surgery
Chronic care

Finance

Very unsafe

Avoiding risk

Priority to procedures and
adaptation strategies

Innovative medicine
Trauma centers
Hymalaya
mountaineering

Ultra Safe

Managing risk

Understand the human factors
Tools &
Technology

Organisation

Practitioners &
Patients

Environment

SEIPS System Model Carayon 2006

Tasks

Understand a framework for harm
Organisation
& Culture

Contributory
factors

Environment
factors
Management
decisions
&
Organisational
processes

Team factors

Unsafe
acts

Staff factors

Errors

Task factors
Patient
factors

Latent
failures

Care delivery
problems

Human
factors

Defences &
Barriers

Violations

Active
failures

Adapted from Charles Vincent

Harm

Step 5
Consider reliability of
care one patient at a
time

Actions to take
p

Small errors are signs of larger problems

p

Pay attention to what’s happening on the front-line

p

Do not simplify …. But don’t make it complex

p

Commitment to learn and build resilience

p

The experts are patients and their providers of care in
the front line

A framework to assess real time safety
What did
we do
well?

Learning

Past Harm

Safety
Reliability

Anticipation

Sensitivity
to
operations

Source: Vincent C, Burnett S, Carthey J. The measurement and monitoring of safety. The Health Foundation, 2013.
www.health.org.uk/publications/the-measurement-and-monitoring-of-safety

Be aware all the time
Every 6- 8 hours in real time assess on a team talk or “huddle”
1. The safety of the clinical area in terms of safety theory
2. The reliability of care
3. Predict the safety for the next period
4. Assess the risk to each patient
5. Meeting lasts no more than 10-15 minutes

Step 6
Choose Key areas to
work on

Medications

Medication Without Harm

http://www.who.int/patientsafety/en/
http://www.who.int/topics/patient_safety/en/

https://www.youtube.com/watch?v
=MWUM7LIXDeA

WHO Global Patient Safety Challenge

Maternal and Child Health
BEFORE BIRTH

WHO Safe Childbirth Checklist
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Partograph started?
No, will start when ≥4cm
Yes

Does mother need to start:
Antibiotics?

No
Yes, given
Magnesium sulfate and
antihypertensive treatment?

No
Yes, magnesium sulfate given
Yes, antihypertensive medication given

Check your facility’s criteria

Start plotting when cervix ≥4 cm, then cervix should dilate ≥1 cm/hr
• Every 30 min: plot HR, contractions, fetal HR
• Every 2 hrs: plot temperature
• Every 4 hrs: plot BP

Ask for allergies before administration of any medication
Give antibiotics to mother if any of:
• Mother’s temperature ≥38°C
• History of foul-smelling vaginal discharge
• Rupture of membranes >18 hrs
Give magnesium sulfate to mother if any of:
• Diastolic BP ≥110 mmHg and 3+ proteinuria
• Diastolic BP ≥90 mmHg, 2+ proteinuria,
and any: severe headache, visual disturbance, epigastric pain
Give antihypertensive medication to mother if systolic BP >160 mmHg
• Goal: keep BP <150/100 mmHg

Does mother need to start:

No
Yes, given
Magnesium sulfate and
antihypertensive treatment?

No
Yes, magnesium sulfate given
Yes, antihypertensive medication given

Confirm essential supplies are at bedside and
prepare for delivery:
For mother

Gloves
Alcohol-based handrub or soap
and clean water
Oxytocin 10 units in syringe
For baby

Clean towel
Tie or cord clamp
Sterile blade to cut cord
Suction device
Bag-and-mask

Encourage birth companion to be present
at birth.

Call for help if any of:
• Bleeding
• Severe abdominal pain
• Severe headache or visual disturbance
• Unable to urinate
• Urge to push

This checklist is not intended to be comprehensive and should not replace the case notes or partograph. Additions and modifications to fit local practice are encouraged.
For more information on recommended use of the checklist, please refer to the “WHO Safe Childbirth Checklist Implementation Guide” at: www.who.int/patientsafety.
© WHO 2015
WHO/HIS/SDS/2015.26

WHO Safe Childbirth Checklist

Just Before Pushing (Or Before Caesarean)

Antibiotics?

Confirm supplies are available to
clean hands and wear gloves for each
vaginal exam.

Confirm that mother or companion will call
for help during labour if needed.

WHO Safe Childbirth Checklist

2

On Admission

Does mother need referral?
No
Yes, organized

BEFORE BIRTH

Completed by

Ask for allergies before administration of any medication
Give antibiotics to mother if any of:
• Mother’s temperature ≥38 °C
• History of foul-smelling vaginal discharge
• Rupture of membranes >18 hrs
• Caesarean section
Give magnesium sulfate to mother if any of:
• Diastolic BP ≥110 mmHg and 3+ proteinuria
• Diastolic BP ≥90 mmHg, 2+ proteinuria,
and any: severe headache, visual disturbance, epigastric pain
Give antihypertensive medication to mother if systolic BP >160 mmHg
• Goal: keep BP <150/100 mmHg

Prepare to care for mother immediately after birth:
Confirm single baby only (not multiple birth)
1. Give oxytocin within 1 minute after birth
2. Deliver placenta 1-3 minutes after birth
3. Massage uterus after placenta is delivered
4. Confirm uterus is contracted
Prepare to care for baby immediately after birth:
1. Dry baby, keep warm
2. If not breathing, stimulate and clear airway
3. If still not breathing:
• clamp and cut cord
• clean airway if necessary
• ventilate with bag-and-mask
• shout for help

Assistant identified and ready to help at birth if needed.

This checklist is not intended to be comprehensive and should not replace the case notes or partograph. Additions and modifications to fit local practice are encouraged.
For more information on recommended use of the checklist, please refer to the “WHO Safe Childbirth Checklist Implementation Guide” at: www.who.int/patientsafety.

WHO Safe Childbirth Checklist

Completed by

AFTER BIRTH

WHO Safe Childbirth Checklist
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AFTER BIRTH

WHO Safe Childbirth Checklist
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Soon After Birth (Within 1 Hour)

Is mother bleeding abnormally?

No
Yes, shout for help

Does mother need to start:
Antibiotics?

No
Yes, given

Before Discharge

Confirm stay at facility for 24 hours after delivery.

If bleeding abnormally:
• Massage uterus
• Consider more uterotonic
• Start IV fluids and keep mother warm
• Treat cause: uterine atony, retained placenta/fragments, vaginal tear,
uterine rupture

Does mother need to start antibiotics?

Ask for allergies before administration of any medication
Give antibiotics to mother if placenta manually removed or if
mother’s temperature ≥38 °C and any of:
• Chills
• Foul-smelling vaginal discharge

Is mother’s blood pressure normal?

No
Yes, given and delay discharge

No, treat and delay discharge
Yes

No
Yes, magnesium sulfate given
Yes, antihypertensive medication given

Does baby need:
Referral?

Give magnesium sulfate to mother if any of:
• Diastolic BP ≥110 mmHg and 3+ proteinuria
• Diastolic BP ≥90 mmHg, 2+ proteinuria, and any: severe headache,
visual disturbance, epigastric pain
Give antihypertensive medication to mother if systolic BP >160 mmHg
• Goal: keep BP <150/100 mmHg

Is mother bleeding abnormally?

No
Yes, treat and delay discharge
Does baby need to start antibiotics?

No
Yes, give antibiotics, delay discharge,
give special care

Check your facility’s criteria.

No
Yes, organized
Antibiotics?

No
Yes, given

Special care and monitoring?

No
Yes, organized

Give baby antibiotics if antibiotics given to mother for treatment of
maternal infection during childbirth or if baby has any of:
• Respiratory rate >60/min or <30/min
• Chest in-drawing, grunting, or convulsions
• Poor movement on stimulation
• Baby’s temperature <35 °C (and not rising after warming)
or baby’s temperature ≥38 °C
Arrange special care/monitoring for baby if any:
• More than 1 month early
• Birth weight <2500 grams
• Needs antibiotics
• Required resuscitation

Started breastfeeding and skin-to-skin contact (if mother and baby are well).
Confirm mother / companion will call for help if danger signs present.

Responsibility for the interpretation and use of the material in this checklist lies with the reader. In no event shall the World Health Organization be liable for damages arising
from its use. For more information visit www.who.int/patientsafety.

WHO Safe Childbirth Checklist

Completed by

Give magnesium sulfate to mother if any of:
• Diastolic BP ≥110 mmHg and 3+ proteinuria
• Diastolic BP ≥90 mmHg, 2+ proteinuria, and any: severe headache,
visual disturbance, epigastric pain
Give antihypertensive medication to mother if systolic BP >160 mmHg
• Goal: keep BP <150/100 mmHg

If the mother has a third or fourth degree of perineal tear give antibiotics
to prevent infection

Magnesium sulfate and
antihypertensive treatment?

Ask for allergies before administration of any medication
Give antibiotics to mother if any of:
• Mother’s temperature ≥38 °C
• Foul-smelling vaginal discharge

If pulse >110 beats per minute and blood pressure <90 mmHg
• Start IV and keep mother warm
• Treat cause (hypovolemic shock)

Give antibiotics to baby if any of:
• Respiratory rate >60/min or <30/min
• Chest in-drawing, grunting, or convulsions
• Poor movement on stimulation
• Baby’s temperature <35°C (and not rising after warming)
or baby’s temperature ≥38°C
• Stopped breastfeeding well
• Umbilicus redness extending to skin or draining pus

Is baby feeding well?

No, establish good breastfeeding practices and delay discharge
Yes
Discuss and offer family planning options to mother.
Arrange follow-up and confirm mother / companion will seek help if danger signs appear after discharge.
Danger Signs
Mother has any of:

Baby has any of:

•
•
•
•
•
•
•

•
•
•
•
•
•

Bleeding
Severe abdominal pain
Severe headache or visual disturbance
Breathing difficulty
Fever or chills
Difficulty emptying bladder
Epigastric pain

Fast/difficult breathing
Fever
Unusually cold
Stops feeding well
Less activity than normal
Whole body becomes yellow

Responsibility for the interpretation and use of the material in this checklist lies with the reader. In no event shall the World Health Organization be liable for damages arising
from its use. For more information visit www.who.int/patientsafety.

WHO Safe Childbirth Checklist

Completed by

12
Introduction

Mortality
in 134Hospitals
Hospitals Across
Seven
Regions
Under-5Under-5
Mortality
RateRate
in 134
across
Seven
Regions

UCL

31% Reduction

15.9
15

10

Center

10.9

LCL

Relationships

Collaborative Launch

5

SEP-14

NOV-14

JUL-14

MAY-14

MAR-14

JAN-14

NOV-13

SEP-13

JUL-13

MAY-13

MAR-13

JAN-13

NOV-12

JUL-12

SEP-12

MAY-12

JAN-12

Post-Neonatal
InfantInfant
(1 to
11 Months)
Months)
Mortality
Rate
134 Hospitals
across
Post-Neonatal
(1–11
Mortality
Rate in
134in
Hospitals
Across Seven
RegionsSeven Regions
70

UCL

60

Center

37% Reduction

54.7

50
40

34.3

LCL

30

Collaborative Launch

20

SEP-14

NOV-14

JUL-14

MAY-14

MAR-14

JAN-14

NOV-13

SEP-13

JUL-13

MAY-13

MAR-13

JAN-13

NOV-12

JUL-12

SEP-12

MAY-12

JAN-12

MAR-12

0

14

UCL

7.7

10

35% Reduction

8

Center
6

5.0

4

LCL

Collaborative Launch

2

SEP-14

NOV-14

JUL-14

MAY-14

MAR-14

JAN-14

NOV-13

SEP-13

JUL-13

MAY-13

MAR-13

JAN-13

NOV-12

JUL-12

SEP-12

Lessons Learned from Ghana’s Project Fives Alive!

Appendices

MAY-12

0
JAN-12

Appendices

Deaths per 1,000 under-5
malaria admissions

12

Communication

Communication

Measurement

Measurement

Under-5
Malaria
Case
Fatality
134
Hospitals
Seven Regions
Under-5
Malaria
Case
Fatality Rate
Rate inin134
Hospitals
Acrossacross
Seven Regions

QI Capability

QI Capability

10

MAR-12

Human Resources

Human Resources

Leadership

80

Leadership

Relationships

MAR-12

0

Deaths per 1,000 post-neonatal
infant admissions

Project Design

A practical guide for designing and executing
large-scale improvement initiatives

20

Project Design

Introduction

Lessons Learned
from Ghana’s
Project Fives Alive!

Deaths per 1,000 under-5 admissions
+ institutional live births

25

Safer Surgery

WORLD ALLIANCE FOR PATIENT SAFETY

SAFE SURGERY SAVES LIVES
SECOND GLOBAL PATIENT SAFETY CHALLENGE

Infections
Health care-associated infections
10% of patients get an infection while receiving care.
Surgical site infections
More than 50% of surgical site infections can be
antibiotic-resistant.
Impact of infection prevention and control
Effective infection prevention and control reduces health
care-associated infections by at least 30%.
http://www.who.int/infection-prevention/en/

THE ECONOMICS OF
PATIENT SAFETY
Strengthening a value-based approach to
reducing patient harm at national level

Luke Slawomirski, Ane Auraaen
and Niek Klazinga

MARCH 2017

Step 7
Understand
the Context

“Safety” is the ability of a system to sustain required
operations under both expected and unexpected conditions.
Safety is what we do every day

Hollnagel E., Wears R.L. and Braithwaite J. From Safety-I to Safety-II: A White Paper. The Resilient Health Care Net
Published simultaneously by the University of Southern Denmark, University of Florida, USA, and Macquarie University, Australia.

Seven steps to take
1.
2.
3.
4.
5.
6.
7.

Culture
Be person centred
Study the problem
Plan for safety
Reliability
Choose the problem and solution
Understand the context

Daily questions to ask at all levels
p

What did we do well?
n

p

Past harm
n

p

Is care safe today?

Anticipation and preparedness
n

p

Are our clinical systems and processes reliable?

Sensitivity to operations
n

p

Has patient care been safe in the past?

Reliability
n

p

So we can replicate

Will care be safe in the future?

Integration and learning
n

Are we responding and improving?

Source: Vincent C, Burnett S, Carthey J. The measurement and monitoring of safety. The Health Foundation, 2013.
www.health.org.uk/publications/the-measurement-and-monitoring-of-safety

Email: plachman@isqua.org
@peterlachman

