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Effective Customer Risk Management at the Nuclear
Medicine Department: Risk Managemont MOT Development
Application and Producing Public Relations Film
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Purpose: Nowadays, A medical institution assesment could get more interest about a quality of medical services
from many hospitals that developed the active activities for improving medical services. Also, there is an other
additional issue which is the patients risk management. Uijeongbu ST. Mary’s hospital Nuclear Medicine
department has been changed many work process after PET-CT introduction and renovation of its place since
2008. Therefore, modified structure and the way of existing work process have contained risk factors. The
purpose of this study would be the appropriate risk management process while imaging examination process, the
removal risk factors and improved activities through the analysis risk factors. Materials and Methods: Nuclear
Medicine department new process should analysis through many-sided, Firstly, make and trained risk
management manual after then apply an actual work. Result analysis showed the number of risk accident
occurrence that comparing the last year and after the improved activities. Secondly, producing risk management
public relations film has been showed an applicable patient after then the customer service measurement
checked for a hundred patient by questionnaire. Lastly, Risk factors were eliminated through the facilities
participation improving activities which could change for the better risk factors. Results: The number of safety
accident occurrence(medication error, fall and collision) were checked as zero after the improving activities
both PET-CT and gamma camera examination. The results of questionnaire showed as follows; 74% marked
as understanding of the test process and 81% checked “satisfaction” after the public relations film showing.
The question “Did you consider about the risk factors?”, both PET-CT and gamma camera checked as 94%
and 89% respectively. Customer risk management could be accomplished effectively through the improving
activities at the nuclear medicine department. Conclusions: The study would be an opportunity that spread risk
factors were systematically showed and analyzied. Also, It showed the possibility of the minimized safety
accident and its feedback, if application of the response manuel that could be a standard of radiology technician’s
work method to react safety accident. It was the more effective that visual material could be easy to approach as
amethodology of risk factors. As far as I have concerned that It could help the safety and convenience through
continuous and detailed activities that offer to patients. (Korean J Nucl Med Technol 2009;13(3):110-122)
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Fig. 1. Process map analysis about appointment operation.
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Fig. 2. Process map analysis about PET-CT opertion.
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Fig. 3. Process map analysis about Gamma camera operation mannual.
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Fig. 4. Cause and Effect Diagram about analysis of safety problems.
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Table 2. The improvement details schedule and improvement the order
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Fig. 5. MOT, for the prevention of medication errors.

FAMZIAN ZIOfFIHEfA) EE 20 2

EEEE] EOIE Y0/ 125 I FEFS

L— 77
) ~ SHEIO|E/
-— 3l = tH oo e
#E MOT RS g 9 AlAE] I MARSE
~ *ZAALE BIXLO| S Xtof
MO 2o MEE Hu EHIZ SASLCE” Zo|5tc}
SIS ZAfchof “ZASIAM LEIS Siu 2oiofh, 0[Z0] o2 BHhE | o) s gy
“7"A0Al_ Of% OXIOAE (?_filL.l:.” = -l
SEXtOl| Al ZAto] ‘BE SHOEE 22 5 s “ChH” YFE=2
U SA2 St== | BUCL” i o
AN HARE 75} ‘A EE STHSHIF UOA[H, ZIRI0| 717t0 "
(T, &= AL TESHFAH EXSHEZ|HGLCH" TERMOEHA| AY ESEES
ZHAN|) LN VLIRS {o] 5
= o =l =) M
s M| =20[TN JHRICE
EESJal -SAsI (of)- A =T oA
= =
“of T2 HZ|YZ 2 EA|ASLTH” inlitogg_tzgtflo s=
Zoztoats “of me A% JlAQ0| 22 EOAIBLITN o=
SMAA EARCL | 2% g @0 ALY 2t 24 MolAB st
« jud X1 2 L » o= = =
0F5_|E EI-E oo | 7}X|E'10| E:i == AH\M:i |77H ZdE _%EI,(OOP)
sixim Al “KIZRE =2 MEH0| A FAIS HOARA 002
Tz ox| Al dAE SHIELICE AATE AIZREE o|F 0 SEI0IAIH | SHAAE T FA
%‘géAl_z = T|XIA| LI:I.' 0f5| L—ll:l' » g}xl,()"}” 7|K % —7::—|—l—é|'
(8 ) =X ZAlEHES “EOl| FAS sOI=RIFEUCE FHE FOEJSLICY (A7l €80 BRIVIE
S TAleE=E “[[I.JJ. °r|_||:|.| E.'_fgl:l'-
S| ZARSCh

“HAL AIZRHELICE S20|X] OHHAIR.”

Fig. 6. MOT, for the prevention of scanning’s accidents.
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Fig. 9. Color coated Radiation medicine container (prevention medication errors).

Fig. 10. Radiopharmaceutical (FDG) in the half-life time display (prevention medication errors).
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Fig. 12. Anti-slip on the stairs (Preventing falls).
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Fig. 13. Color coated protrusion parts of the floor in scanning room.

Fig. 14. Bell installed in the bathroom.
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Fig. 16. The test results of the survey report about anxiety before the movie shown.
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Fig. 20. Gamma camera examination results of the survey report for safety to the attention.
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