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Poor communication and
system errors are major causes
of preventable medical error.

BUILDING A SAFER HEALTH SYSTEM




Most Frequently |dentified Root Causes of Sentinel
Events Reviewed by The Joint Commission by Year

The majority of events have multiple root causes
(Flease refer to subcategories listed on slides 5-7)

2011 2012 2013
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/m Factors 899 mn m 614 /m Fm ﬁi =
{ Leadership 815 |( Leadership )| 557 Communication 563
WHW 760 WUW 532 WEFW 047
Assessment 689 Assessment 482 Assessment 505
Physical Environment 309 | Information Management | 203 Information Management 155
Information Management | 233 Physical Environment 150 Fhysical Environment 138
Operative Care 207 Continuum of Care 95 Care Planning 103
Care Planning 144 Operative Care 93 Continuum of Care 97
Continuum of Care 137 Medication Use o1 Medication Use 77
Medication Use a7 Care Planning 81 Operative Care 76

The reporting of most sendinel evenfs fo The Joind Commission is volundary and

F Lol % represents omly a small proporfion of acfusl events. Therefore, these roof cause dsia . ] )
PP The Joint Commission | are not an spidemiologic data sef and no conclusions should be drawn about the acfual Office of Quality Monitoring - 8
relafive frequency of roof causes or frends in roof causes over ime.

& Copyright, The Joint Commission




AS MANY AS

440, 000"

AMERICANS DIE EVERY YEAR
FROM PREVENTABLE MEDICAL MISTAKES

&




©.1 LEADING CAUSES OF DEATH

HEART DISEASE e — (33 817
CANCER 535,930
MEDICAL MISTAKES
RESPIRATORY DISEASE 155,041
ACCIDENTS 146,571
STROKE 140,323
ALZHEIMERS 110,561
DIABETES 79,530
PNEUMONIA 57,062
NEPHRITIS 49,959
SUICIDE 44,193

440,000
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Results of CRM in Aviation

(Data from ardisasior oom)
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Accident Rate

Aircraft Departures
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TeamSTEPPS®

- AHRQ and DoD public
domain curriculum for
teaching teamwork to
healthcare professionals

- Initiative based on evidence
derived from team
performance...more than 25
years of research m military,
aviation, nuclear power,
business and industry

- Designed to be customizable
to the institution

PERFORMANCE

Leadership
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Situation
Monitoring
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GLOBAL NETWORK
M FOR SIMULATION
IN HEALTHCARE

“Shaping Simulation to Improve Healthcare”

www.GNSH.org
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GLOBAL NETWORK
FOR SIMULATION About 30 Minute Weekly Toolkit Events Contact Q
IN HEALTHCARE
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Ciellgnygs & SYSTE
Adapted Case Clinical Agreement Processes & Procedures

Clinical Story Roles/Responsibilities Medication, Equipment, Staff
Decision Points Communications Patient Centered Care
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Thanks!

cepps4 @uthsc.edu
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