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The Challenge to 

"Do No Harm"



Health, argues Illich, is the capacity to 

cope with the human reality of death, 

pain, and sickness. 

Technology can help, but modern 

medicine has ñgone too farò turning 

people into consumers destroying their 

capacity for health.

He defined 3  forms of iatrogenesis:

Á Clinical  - direct harm to the patient.

Á Social    - the medicalization of life.

Á Cultural - the erosion of traditional ways of 

dealing with pain and disability.
Calder & Boyars, Ltd., London 1975  



Why do we need to improve?

Å One-quarter to three-quarters of children do not receive the 

health care that is scientifically proven and/or that experts 

recommend to prevent disease, reduce disease complications, 

and achieve optimal health and development.

Å Up to one of five paediatric patients receives inappropriate care.

Å Health care is not always accessible, timely, or patient-centered.

Å Poor, minority, and/or uninsured children experience disparities in 

health care.



Errors of Omission 

ñOn average, children received 46.5% 

of the overall indicated careò
NEJM 2007 357;15, 1515 October 11, 2007



Provenance 

ÅMove Your DotÊ is a methodology to 

assist in the understanding of mortality 

rates and how they impact on patient 

safety.

ÅIt provides tools that can analyse the 

factors that contribute to the rate and 

which can then lead to improvement 

programmes.
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Why mortality and not morbidity?

Death rates is an effective outcome measure

ïdeath is a definite, unique event

ïdeaths are recorded by law, rendering the records 

relatively complete and accurate

ïdeath rates are easily understood by the public.



The 2nd big Dot

Serious 
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Incidents



Serious safety incident

A patient safety incident is any unintended 

or unexpected incident which could have 

or did lead to harm for one or more 

patients receiving care.



How does one decrease the HSMR and 

serious safety incidents?



Process

ÅPlot your Dot

ÅExamine your Dot

ÅEvaluate your Dot

ÅReview your mortality

ÅStudy your serious incidents

ÅUnderstand the causes

ÅImplement improvements 



How is your system working?

Å What is the VAP rate in your hospital?

Å What is your medicine error rate?

Å What is the SSI or CLI rate?

Å Do you know the level of Serious Harm?

Å How many of your guidelines are followed?

Å What happens to your audits?

Å How do you measure access?

Å Do you manage variation

Å Is your care equitable?

Å Are your patients satisfied?



Paediatric Global Trigger Tool


