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What does ñTenerifeò mean to 

us?



²Ƙŀǘ ŘƻŜǎ ά¢ŜƴŜǊƛŦŜέ ƳŜŀƴ ǘƻ 
us?



How Safe is Healthcare?
CǊƻƳΥ IƛƎƘƭȅ wŜƭƛŀōƭŜ IŜŀƭǘƘŎŀǊŜ ΧǘƘŜ ǎŎƛŜƴŎŜ ƻŦ ǎŀŦŜǘȅΦ  IŜŀƭǘƘŎŀǊŜ LƳǇǊƻǾŜƳŜƴǘ tŜǊŦƻǊƳŀƴŎŜ Σ [[/Φ h/I{t{ bŀǘƛƻƴŀƭ /ƘƛƭŘǊŜƴϥs 
Network  March 15, 2012. 
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Number of encounters for each fatality

Ultra Safe < 1 / 100KDangerous  > 1 / 1,000
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ñTo Err is Humanò 

changed landscape.



Team factor and

perioperative outcomes

ÅSurgical errors are more often related to teams 

rather than to one single person

Å70% of errors had 2 or more clinicians involved

ÅCommunication/collaboration in surgical teams 

ÅCorrelates with risk-adjusted morbidity

ÅCommunication breakdowns: 

ÅSecond contributors to errors after inexperience 

Davenport DL. J Am CollSurg2007;205   Schmutz J,. Br J Anaesth2013;110 



Culture of blame vs. ñJust 

cultureò





In an HRO, a Safe ñImprovementò 

Culture is a Just Cultureé a place 

where we can talk without fearé




