
Building a platform for the  
improvement work, scaling up  
from 5 to 19 municipalities

MESSAGE TO OTHERS
Leadership- leadership- leadership
Share, peer to peer learning
Mulitidiciplinary teams
Cooperation with patients and relatives

Contact information
Senior advisor and Director
Tina Lynge Lyngbye
Danish Society for Patientsafety
tl@patientsikkerhed.dk
Phone +45 20 60 58 03

THE SCALE-UP FRAMEWORK

Denmark  
5.6 million inhabitans, 98 municipalities. 
A muncipality is carring out the care and treatment of elderly citizens.
 
The national programme In Safe Hands  
Takes place in residential homes and homecare services.
The clinic interventions is pressure ulcer, medication managment   
and early warning sign of patients deteriating.

THE AIM FOR THE PROGRAMME 

BACKGROUND: The first phase of the programme from 2013-2016 involved five  
municipalities. The five municipalities were defined as the scalable unit.  
The results and the learning from the five municipalities were used to make a scale up  
change package with the learning of what  worked in a community setting. 
Next phase in the scale-up; 2016-2018 will involve 5 to 19 municipalities.  
We are using the IHI’s scale-up framework.   
The final goal is to include all 98 municipalities in Denmark.

HOW BIG IS THE PROBLEM?

The baseline showed that 25% of patients  
in nursing homes and homecare facilities  
had pressure ulcers cat. 2-4

Complexity of medication 
management !

Collaborative model

RESULTS
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Andel borgere i risiko, som dagligt HUSKes % 

[CELLEREFERENCE] 

Ændring af tavle til 
individuel gennemgang af 

borgerne  
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Preparation  
and strategy

Discussion with  
stakeholders

Develop change  
package

Pick  
teams

Site visit ·webinar · calls · emails · monthly data reports

October 2018

Act Plan

Study Do

LS4

Act Plan

Study Do

LS3

Act Plan

Study Do

LS2

Act Plan

Study Do

LS1

Act Plan

Study Do

PREPA
RATION

Nov. 2016 Feb. 2017 Oct. 2017 May 2018 

Percentage of patients at risk of pressure ulcer that gets the skin bundle daily

Teaching the staff

Daily huddles New skin bundle 
forms

Use data and patients stories

Primary driversAim  by 31.13.18

Create a lasting platform for 
improvement

Improve the safety culture

Spread the clinical  
interventions to 75% of the  
total municipalities units

Reduce the numbers of harm 
in primary care:
–	 300 days between new 		
	 acquired pressure ulcers
–	 300 days between new  
	 medication error that  
	 involves contact to a doctor

Secondary drivers

Steering commitee · Networking groups · Data system  
– feedback · Learning systems · Retention and  
scaling-up strategy

Encourage patiens and relatives to contribute  
Education of patien and caregivers · Formalized feed-back

Learning- and feed-back systems · Training- and education 
programs · The model of Improvement · Faculty

Pressure ulcers bundle · Medication bundle · Early warning 
sign of patient deteriation

Build will · Practice openness and transparency 
Homepage and newsletters · Communication systems  
– board meetings (ISBAR)

Safety Walkarounds · Be transepant and share data 
Remove barries for the implemention · Put patient safety  
on the top of the agenda

Improvement Leadership

Organization-infrastructure

Communications – Social network

Capacity building

Patients and relatives

Clinical interventions

Best 
Practice 
exists Phases of 

Scale-up

Adoption 
Mechanism

Support 
Systems

New Scale
up idea

Set-up Build Scalable Unit Test Scale-up

Leadership, communication, social networks, culture of urgency  
and persistence

Learning systems, data systems, infrastructure for scale-up,  
human capacity for scale-up, capability for scale-up, sustainbility

Go to Full-Scale

Act Plan

Study Do

Act Plan

Study Do

Act Plan

Study Do

Capacity building:  
4,418 healthcare professionals
Have learned to use the Model for  
Improvement and the QI methodology 

10,304 patients are  
In Safe Hands now
The work has been  
to benefit for the  
patients and their  
families.

Days without  
medications errors 

(2013-16)

Pressure  
Ulcer reduction  

(2013-16)

100 days 
15 units

200 days 
10 units

300 days 
6 units

400 days 
2 units

500 days 
2 units

100 days 
39 units

200 days 
29 units

300 days 
18 units

400 days 
4 units

500 days 
3 units

600 days 
3 units


