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Collaborative Model 



Patients first 



Opportunities for risks are 
ubiquitous  
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Safety Culture 

Acknowledgement  

Patients & Professionals first 

Learning  

 Improvement 

Leadership & Individual 

commitment 

Collaboration & team work 



World Alliance  
for  
Patient Safety 



Clean Care is Safer Care 
Goals 

 Increase awareness about 
health care associated infections 

 Increased compliance with WHO 
Hand Hygiene guidelines 

 Reduce hospital Care infections 

 Pilot testing (8 sites) implementation strategy   

 Network of Complementary sites  

In Progress 

More than 75% world population in countries committed 

to control Health Care Associated Infections  



Countries committed in 2005, 2006 and 2007 

Countries planning to commit in 2008 

81 countries committed to 

reduce HCAI 



Safe Surgery Saves 
Lives 

 Make safe surgery a public health issue 

 Reduce surgical injuries and deaths 

 Widespread use of surgical safety 
checklist 



Patients empowerment & 
networking for patient 
safety 



International 
Classification ICPS 

 Factores/peligros contribuyentes 

Características 

del paciente 

Medidas de mejora 

Resiliencia del sistema (evaluación proactiva y reactiva del riesgo) 

Categorías reconocibles, clínicamente pertinentes, para la identificación y localización de incidentes 

Información descriptiva 

Marco conceptual de la 

Clasificación Internacional para la Seguridad del Paciente  

Abril de 2007 

Resultados para 

la organización  

Detección 

Factores atenuantes 
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Resultados 

para el paciente 

Incidente 

Tipo de incidente 

Influyen en Informan 

Influyen en 

Influyen en 

Informan 

Informan 

Informan Informan 

Influyen en Informan 

Características 

del incidente 



Patient Safety 
Solutions 

 Nine patient safety 
solutions to reduce the 
toll of health care-
related harm, launched 
on 2 May 2007 

  Second set of 5-6 
solutions in preparation 
to be delivered in 2008 

 JCAHO-JCI WHO 
Collaborating Center on 
Patient Safety Solutions 



Research for patient 
safety 

1. 

Measuring 

harm 

2. 

Understanding 

causes 

3. 

Identifying 

solutions 

4. 

Evaluating 

impact 



Education for Patient 
Safety 

Medical students 

Pharmacy Students  

Patients 

http://www.childrenshospitalla.org/body.cfm?id=10


Matching Michigan 

Central venous Catheter associated 
infections 

 A five-item checklist developed to address 
the most common causes of ICU catheter-
associated blood stream infection.   

 A comprehensive "change management 
strategy" 

 The change in infection rates itself was 
intensely monitored.  

 The participating ICUs reduced their 
catheter-associated BSI rates to 0%.  

 1,500 lives saved and nearly $200 million. 

 



Matching Michigan: 
WHO-Hopkins 
intervention package 

 Development of a WHO-Hopkins Intervention package 

 intervention tools and change management strategies that are 
based on the Michigan work 

 adapted in other countries  

 Initial work developed with the Ministry of Health of Spain.  

 The Ministry of Health and the Spanish Sociedad Española de 
Medicina Intensiva, Critica y Unidades Coronarias, Grupo de 
Trabajo de Enfermedades Infecciosas (SEMICIUC) are leading 
wide implementation of a national strategy based on the 
lessons drawn from "Michigan".  

 This initiative can provide valuable lessons to the 
definition of the Alliance Matching Michigan Strategy.  



Safety Culture  

Patients first 

 Leadership 

Individual Commitment 

Collaboration & Learning 




