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THIRD LEADING CAUSE OF DEATH

auses Of death, US, 201 3 Based on our estimate,

medical error is the
3rd most common
cause of death in the US
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However, we're not even counting

this - medical error is not recorded Data source:

on US death certificates http://www.cdc.gov/nchs/data/
nvsr/nvsré4/nvsré4_02.pdf
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10 000 4.1% Adverse events

medical 5.7% near miss
charts 37% preventable

reViewed No association with safety climate
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Number of Incidence Rate

Events, (95% ClI),

Variable No. (%) No./100 Patient
Overall adverse events or 934 9.5 (8.9-10.1)

near misses
By condition
Acute myocardial infarction
Acute asthma
Joint dislocation involving
procedural sedation
By type of event
Adverse events
Total number
Preventable
Nonpreventable
Effect
Significant
Serious
Life threatening
Fatal
Near misses
Total number
Intercepted
Nonintercepted
Potential effect
Significant
Serious
Life threatening
Fatal

658 (70)
117 (13)
159 (17)
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Better now?

Temporal Trends in Rates of Patient Harm
Resulting from Medical Care

A Internal Reviewers, All Harms

C Internal Reviewers, Preventable Harms
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Table 3. Multivariable associations between ED safety climate and outcome measures.

Multivariable-Adjusted Incidence Rate Ratio (95% Cl)*

Preventable Adverse Event

Nonintercepted Near Miss

Intercepted Near Miss

Safety Climate Adverse Event (Overall)
Overall summary score 0.89(0.74-1.06)
Subscales

Physical environment 0.92(0.82-1.03)
Staffing 0.99(0.87-1.12)
Equipment and supplies 0.96 (0.83-1.10)
Teamwork 0.92 (0.74-1.15)
Nursing 1.05 (0.89-1.23)
Culture 0.92 (0.79-1.07)
Triage and monitoring 0.87 (0.71-1.06)
Information coordination and 0.98 (0.86-1.12)

consultation

Inpatient coordination 0.93(0.88-0.99)

0.82(0.57-1.16)

0.85(0.68-1.06
0.96 (0.76-1.21
0.85(0.65-1.10
1.06 (0.70-1.63
0.93 (0.68-1.29
0.98 (0.76-1.27
0.84 (0.61-1.16
0.82(0.62-1.08
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0.93(0.81-1.07)

1.08 (0.78-1.49)

0.89 (0.66-1.21
1.15(0.88-1.50
1.09(0.82-1.46
1.42(0.97-2.09
1.11 (0.81-1.52
1.24(0.95-1.60
0.82(0.51-1.33
1.04 (0.81-1.33
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1.04 (0.89-1.23)

1.79 (1.06-3.03)

1.17 (0.85-1.61)
1.54 (1.08-2.20)
1.41(0.91-2.19)
2.09 (1.00-4.38)
1.89(1.17-3.07)
1.69 (1.18-2.42)
1.74(1.02-2.98)
1.32 (0.95-1.84)

1.17 (0.97-1.40)
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