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Learning Objectives: As a result of the participation in this activity, participants should be able to: 
1. Define “medical error” and discuss the multiple factors propelling medical error prevention and patient safety efforts.
2. Review Joint Commission and state agency standards, regulations relating to Sentinel/Adverse events, and the
processes of Failure Mode and Effect Analysis and Root Cause Analysis.
3. Discuss patient safety origins and Joint Commission Patient Safety Goals.
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Category 1 Credits™.  Physicians should claim only the credit commensurate with the extent of their participation in the 
activity. 

Contact: If you have any questions please feel free to contact SIPHELP at (352) 273-7006 or at SIPHELP@ad.ufl.edu. 
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