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The Effects of Near Miss and Accident Prevention Activities
and the Culture of Patient Safety Management for the Patient
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Purpose: Despite the rapidly changing healthcare environment, healthcare organizations have recognized the
importance of patient safety management. But patient safety management has the problem of the lack of
participation of members due to the process of focusing on the follow-up service and punishment. The
department of nuclear medicine in Uijeongbu St. Mary’s Hospital started this research to reduce the near miss
and prevent patient safety accidents by both initiating the participatory near-miss-proof activities as an advance
management and constructing a system without disadvantages of reporting. In addition, this research aims to
establish a differentiated patient safety management system in the department of nuclear medicine. Materials
and Methods: 1. Colleting cases of team members’ past and present near miss and accidents(First data
collection). 2. Quantifying the cases of near miss and accidents after identifying the degree of importance and
urgency through surveys(Second data collection). 3. Quantifying cases and indentifying important points of
contact through data analysis. 4. Making and standardizing a manual for important points of contact, and
initiating participatory activities to prevent errors. 5. Activating web-based community for establishing the
report system of near miss. 6. Estimating the result of before and after activities through surveys and focus group
interviews. Results: 1) Quantified safety accidents and near miss in the department of nuclear medicine. About
50 near misses a month and one safety accident a year. 2) Establishing improvement measurements based on
quantified data. About 11 participatory activities, the improvement of process, a manual for standardization. 3)
Creating a system of safety culture and high participation rate of team members. Constructing a report system,
making a check list and a slogan for safety culture, and establishing assessment index. 4) Activating
communities for sharing the information of cases of near misses and accidents. 5) As the result of activities, the
rate of near miss occurrence declined by 50% and the safety accident did not happen. Conclusion: The best
service in the department of nuclear medicine is to provide patients with safety-guaranteed high-quality
examination and cure. This research started from the question, ‘what is the most faithful-to-the-basics way to
provide the best service for patients?” and team members’ common answer for this question was building a
system with participation of all members. Building a system through the participatory improvement activities for
preventing near miss and creating safety culture resulted in the 50% decline of near miss occurrence and no
accident. This is a meaningful result from the perspective of advance management for patient safety. Moreover,
this research paved the way for creating a culture to report and admit near miss or accidents by establishing a
report system with no disadvantage of reporting. The system which sticks to the basics is the best service for
patients and will form a patient safety culture system, which will lead to the customer satisfaction. Therefore, all
members of the department of nuclear medicine will develop a differentiated patient safety culture with
stabilizing the established system. (Korean J Nucl Med Technol 2010;14(2):138-144)
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Fig 1. Action flow chart.
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Fig. 2. Establishing the report system chart.
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Fig. 3. Establishing assessment index.
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Fig. 4. Activating communities for sharing the information of cases of near misses and accidents.
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Fig. 5. Making and standardizing a manual for important
points of contact.
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Fig. 7. As the result of activities, the rate of near miss
occurrence declined by 50% and the safety accident did not
happen.
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Fig. 6. Participatory improvement activities for preventing near miss.
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Fig. 8. Making PPT for introducing scan.
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Fig. 9. Improvement waiting room of PET/CT.
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Fig. 10. Reduce 48minutes waiting time of bone scan by adjusting and adding IV time.

Fig. 11. Making the checklist for cleanliness.

Bololo] gliz A FE3t0] Lojul 7k o 2hxjet
A AZSE BHoR B 7S AR Eat se)
shabyo] ApESHE SAPABSystem P EE 1 BAow
skl glck 1. WS A Yojuls W @4 wayEw 9)
£ Yojul ek A ARSI AEST). 2. AES 53
0%, GRS wota Yojuls 8 Al gest
(@A} A5z, 3. AR BAS Fo Fa A setat A
A A 4. F0 A Rl g vkl Alsa 22
oh oUAE 91T iy AMLE A, 5. Uojuls
TAA TS 15 Y 78 ARUE B5. 6. A8} FGIZ
530 W5 AT Wk AR, 1) ARl R sefstat
QEAAL W Uoju| g ARBKEY 500 Ble] Uojul et
1710] QPN 2) At Plolel S el S

143

PET-CT 10dl 292 8 ZA 08 208 5 2@

ue| wnw | awew | e | s |55 (281810 e| SOV ol =)
)| Tor | B Pt X VIVIVVY 228 GomeomiXCesoizy
= o) | 7ov | Bt | o5 HA VI eV ac zena yzeip o
* [Satzron| o }(My{ V0]zadlacamcoy ro.H
o o) T [ 26 [ X NN 798| b @ned.
B R ab d Y i
o Vool b [ | i V[V V| V]34
x| 18 e [ X{UAUV V]2 p
» e T8 sy | <o IKIUVIV IV | LoTyrn
* [ Bmsie) | Tor 2| VIVIV 22 R

[z &l &l

Cea) e .
2 & P ﬂ% Eaerse
0 102 30w FHePAwe )

Fig. 12. Making the checklist for preventing near-miss and
error.
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