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A common goal

To harm no patient
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In : i 6 the IOM estimated that medication
_ mistakes alone added an extra 3.5 billion to the
"U S. health care tab each year.
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U.S.A. and Canadian Operators Accident Rates

Hull Loss and/or Fatal accidents — Worldwide Commercial Jet Fleet — 1959 through 2005
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Fatalities by CAST/ICAO Taxonomy Accident Category*

Fatal Accidents — Worldwide Commercial Jet Fleet — 1987 Through 2005
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*Zee page 19 forthe CASTICAD category definitions
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Accidents by Primary Cause”
Hull Loss Accidents - Worldwide Commercial Jet Fleet — 1996 through 2005

Flight Crew

Airplane

Weather

Misc./Other

Airport/Air Traffic Control

Maintenance

Total with
known causes

Unknown or 49
awaiting reports

*As determined by the investigating authority,
Tatal 183 percent of accidents with known causes.
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Root Causes of Sentinel Events
(All categories; 1995-2003)
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SEINENOIFME CIUCAIFUESTYINSSUES] e"""'cc"'»\ | ol le "““b."
g dynamics and eI|C|t the Skl||S of team performance. Some
EXAMIES -trlggers Include:

558 F" 6 UKSES are working, with the patient and then a physician
= jters the room.

e 'L-Rapld formation of a team inian operating room foer an
. Emergency procedure.

_'Key members of healthcare team are called away for another
emergency.

_ : ~ e Errors are introduced into the care of patient.

* Cntical resources such as blood products are needed but are not
ofi Immediately available.
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about human error (in order to learn from such errors).

—— Finally, very little information about the healthcare organization’s

larger systems issues is discussed.
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QuickTime™ and a
TIFF (Uncompressed) decompressor
are needed 10 see this picture.
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— rérrmJ J\ prking together for years do not understand the roles
cipdEsponsibilities of the other team members. It Is most
Jng. .- ' across disciplines.
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Ithough the need to change is evident in how
:.;__;%-_-__:H- oA hcare professionals learn, practice, and

= amtaln their skills there has been little effort to
ohange

-® The cost is thought to be too high for supporting
these changes.
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