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Focus Continued

m Even with best systems mistakes will occur
® to share information
® to implement, track, and evaluate any interventions
m to be open to constructive feedback.
Healthcare is a high-risk, complex industry, and avoiding all
mistakes may be unrealistic.
We all have the responsibility and can demonstrate leadership by
® promoting initiatives to report potential (i.e., near miss)
actual (i adv > events or error) unsafe situations.
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