Hierarchy of Actions – improve and make it stick 
1. Form a team representing all stakeholders affected
2. Use tools to ensure you understand the problem e.g. process mapping, 5 whys, fishbone analysis etc.
3. Set a SMART aim and generate change ideas (actions to help achieve the aim)
4. Then, use the table below to help you prioritise the most appropriate type of actions to test to address the problem
[bookmark: _GoBack]The aim is to choose change ideas that do not rely on people remembering to do the right thing. This means there is more chance the improvement will stick. This could dramatically improve people’s lives.

	1) Most reliable, strongest actions:
Actions that make it hard to do the wrong thing and do not depend on staff to remember to do the right thing.

Forcing functions or physical stops that prevent incorrect actions/omissions
· e.g. Medical gas regulators that are only compatible with a certain gas
· e.g. Smart infusion pumps which do not allow a medication to be infused at rates that are too high or too low
· e.g. Shower chair to prevent falls in a wet room
· e.g. Discharge letter that automatically flags test results that require follow-up to the GP
Duplication of critical functions to increase the reliability of the system
· e.g. Everyone checks the patient’s identity and ID band every time an intervention is given
Simplify the process and remove unnecessary steps to reduce workload
· e.g. Reduce mental effort by using only standardised abbreviations and typed or stamped text to prevent deciphering initials and handwriting
· e.g. Reduce physical effort by improving the work layout to reduce walking around
Action by leadership in support of patient safety
· e.g. Leadership walkrounds to hear from and support frontline teams
· e.g. Purchase required equipment, improve flooring to reduce slips, trips and falls etc.

	2) Somewhat reliable actions:
Actions that make it easy to do the right thing, spot and prevent errors.
Checklists for high-risk procedures
· e.g. Checklist for inserting a central line
Forced pause in a process to recheck details and steps
· e.g. Time-out to prevent wrong-site surgery
· e.g. Standardised two way communication that requires the receiver to check back the information received during handovers or when providing critical lab results
Reminders 
· e.g. Standard communication with patients who receive a chest xray, explaining the need for follow-up and providing written contact information if the patient has questions or is not reached within a defined timeframe
Clinical decision support in electronic medical records
· e.g. reminder of a patient’s allergy when prescribing penicillin / notification of drug interaction / warning of potential incorrect value
Standardisation of equipment, supplies and staff resourcing across an organisation
· e.g. Standardised crash trollies, standardise make and model of medication pumps
· e.g. Eliminate look- and sound-alikes stored in the same location or when designing packaging
· e.g. Identify patients at risk of falling and have additional staff to help with showering
Build time into the process to self-check or double-check work for errors
· e.g. Midwives review a baby’s heart rate trace every 30 min’s, then every 2 hours the Coordinator reviews the trace with ‘fresh eyes’. This helps detect any traces that could indicate the baby is distressed.

	3) Least reliable actions:
Actions that depend on staff to remember their training or what is written in the policy (don’t rely solely on these).
Education and training alone
· Retrain nursing staff on the required procedure for showering patients
· Telling staff they must be more vigilant with hand hygiene without also providing the right equipment at the point of use with simple instructions and corrective feedback if not adhered to
Rules, policies and procedures
· Update a policy on appropriate test result communication and follow-up
· Writing an additional policy / guideline to tell staff to do something rather than integrating new standards into business as usual processes
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