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Welcome to our journey

ÅIntroductions

ÅWhat are our aims?

ÅTake a moment to discuss where you 

want to be at the end of this 

programme?

ƄWhat does success look like?



Management 

Intensive care

General Ward

Medicins management

Surgery

ÅReview data

ÅPatient safety on top of agenda

ÅPatient safety walk-arounds

ÅSupporting staff and remove barriers

ÅVAP-bundle

ÅCLI-bundle

ÅSepsis-bundle 

ÅBladder katheter 

package

ÅPVC-bundle

ÅPressure ulcer

ÅHandhygiejne 

ÅSBAR and Safety briefings

ÅPVC-bundle

ÅCLI-bundle

ÅPressure ulcer

ÅAMI-bundle

ÅSepsis-bundle

ÅCHF-bundle

ÅHandhygiejne 

ÅRapid Response System

ÅSBAR and Safety briefings

ÅBladder katheter

ÅMedication reconciliation

ÅHigh risk medicins

ÅSurgery package including Safe Surgery Checklist

ÅSBAR and Safety briefings
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TheSun

Wrong kidney removed;
Bungling surgeons do it again!
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Have you ever been involved in a problem 

ïor where something went wrong?

ÅWhat on reflection could have been 

done better?

ÅWas communication an issue?

ÅWas deviation from a standard 

process an issue?

ÅWas there no standard process?
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Key Concepts Used

ÅPatient stories

ÅPutting patients at the heart of everything we 

do

ÅImprovement skills

ÅChanging the Culture

ÅTeamwork and Communication

ÅImproving reliability and reducing variation
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The three 
questions 

provide the 
strategy

The PDSA cycle 
provides the 

tactical approach to 
work

The Improvement Guide, API, 1996



©2010 Institute for Healthcare Improvement

PDSA cycle
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Veterans Affairs National Surgical Quality Improvement 

Program: Percentage of Patients Who Died 30 Days After 

Major Surgery Veterans Affairs Medical Centers (Risk-

Adjusted), 1991ï2005

Data: Veterans Affairs National Surgical Quality Improvement Program (personal 
communication with Shukri F. Khuri, M.D.). Risk -adjusted 30 -day mortality rate.

Fiscal Years


