
Table of Contents 
 
Introduction    1 
Why mistakes happen    2 
 
Chapter 1: How can Safety be Improved?    5 
Make mistakes impossible   6 
Design safer processes   7 
Reduce harm caused by mistakes 12 
Where to start 13 
 
Chapter 2: Where are Patients at Risk? 17 
Identify high risk processes 18 
Report hazardous situations 20 
Everyone has a role in patient safety 21 
 
Chapter 3: Take Action to Reduce Risk 23 
Root cause analysis 23 
Root causes of sentinel events 26 
Proactive safety improvement 27 
Examining the safety of processes 29 
FMECA steps 30 
Test the redesigned process 35 
 
Chapter 4: Steps to Improve Safety 37  
Your personal action plan 39    
 


	Chapter 3: Take Action to Reduce Risk23

