
LEARN FROM INCIDENTS

Nurture an environment that facilitates learning from patient safety incidents

• Identification and monitoring of patient safety indicators
• Feedback from risk analyses
• Evidence of learning from risk analyses
• Develop evidence base for safety interventions
• Safety climate monitoring
• Integrate risk analysis with clinical audit, complaints, claims and training
• Learning at organisational, team and individual levels
• Evidence that learning is shared

INVOLVE USERS

Involve service users in enhancing the safety 
of the women’s health care

• Awareness of hazards in care pathway
• Making patient safety interventions
• Reporting patient safety incidents
• Feedback on safety of care

RAISE AWARENESS

The RADICAL framework for healthcare risk management

Promote awareness and understanding of patient
safety; engage clinicians

• Training and education
• Team work
• Risk management forums
• Communication strategy
• Appraisal and accountability
• Safety leadership at Board level

DESIGN FOR SAFETY

Deliver women’s health care in ways designed to
protect patient safety

• Standardisation (guidelines, protocols)
• Effective communication: SBAR (Situation,

Background, Assessment;
Recommendation/Request)

• Crew resource management
• Care bundles
• Handover
• Debriefing
• Surgical safety checklist

COLLECT AND ANALYSE

Implement efficient systems for collecting
and analysing data on safety of care

•Safety climate measurement
•Proactive/prospective risk assessment
• Incident reporting
•Case notes review
• System analysis ( ‘Root cause analysis’)
•Benchmarking
•Risk registers


