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 1  

INTRODUCTION 
This is the third issue of the Florida Patient Safety Corporation Near-Miss Reporting 
System Advisory.  In this issue, we will provide an update to the project. We will also 
discuss several near-miss reports received during the previous three months, offer 
commentary on their relevance from a patient safety perspective and 
recommendations to reduce the potential for recurrence. 
 

Reporting of Near-Misses; the Current “State of the Art” 
Conceptually, reporting of near-misses continues to remain an enigma to the 
overwhelming majority of health facility employees and physicians. In short, the 
importance of reporting of these events is not clearly understood. The feeling is that 
no one was hurt…why report?  Reluctance to report near-misses is discussed in some 
detail in an article titled “Pennsylvania pioneers mandatory near-miss reporting for 
hospitals published in May, 2007 by (HCPro.com). Mike Doering, administrator for 
the Pa. Patient Safety Authority sums up the issue nicely. He states that “People do 
stories on patients who have the wrong leg cut off: they don’t do stories on patients 
who almost had the wrong leg cut off…But the information from that near-miss is 
just as valuable  as the one in which there was some harm.” 
 
“The causes of adverse events are generally the same as things that cause near-misses, 
so ideally, if you are looking at reports of near-misses, you’re looking at the causes of 
things to prevent adverse events before they actually occur,” says Bill Marella, 
project manager of the Pennsylvania Patient Safety Reporting system.   
 
Most Near-Misses Identify Recurring Problems  
Although the value of reporting near-misses has been understood and frequently 
discussed in authoritative literature, their value remains under-appreciated by the 
healthcare provider community. Unfortunately, reluctance to report them remains the 
norm. This is especially disturbing when analyzing statistics compiled by the Florida 
Patient Safety Corporation (FPSC) Near-miss Reporting System (NMRS). The 
graphic on the next page reflects a continuing pattern: the overwhelming majority of 
near-misses are recurring and thus reflect mistakes that are repeated! 
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On each near-miss report, we pose the question “If this type of event occurred before, 
why do you think it has occurred again?”  Not infrequently, the response we receive to 
this question indicates “lack of a detailed follow-up or process for change”. At the risk 
of issuing a repetitive message, we are compelled to emphasize that healthcare 
facilities must establish sound, and where indicated, formal  processes for effectively 
resolving problems.  In the absence of effective resolution efforts or “loop closure”, 
facilities will experience recurring near-misses and eventually, actual adverse events. 
Loop closure is a vital aspect of patient safety. (A ‘loop closure” success story is 
reported on pages 6 – 7.)    
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Pages 4 and 5 reflect trends and patterns of near-miss reports received from the date 
of project inception (4/26/06) through second quarter of 2007. 
  
The chart on the next page illustrates that the types of near misses received to date 
remains constant. The majority of near-miss types continue to be Medications/IV 
fluids (38.2%), Treatment /Procedure /Tests (23.53%) and Surgery (9.41%). These 
findings track with near-misses received in 2006 and the first quarter of 2007.  
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Type of Near Misses – Near Misses to Date 

Near Misses  Percentages 
Medications / IV Fluids 38.82% 

Treatment / Procedure / Tests 23.53% 

Other / Misc. 12.16% 

Surgery 9.41% 

Medical Devices / Equipment / Property 5.49% 

Clinical Management 5.10% 

Blood / Blood Products 4.71% 

Falls .78% 

Total 100.00% 

 
Wrong-site surgery continues to constitute a significant portion of Surgery related 
near-misses. Because of its reported frequency in our program, and recent statistics 
and insights published by a state mandatory event reporting system, we thought it 
prudent to bring a suite of correct site surgery resources to the attention of the 
readership.  
 
Treatment/Procedure/Test near-misses which are often reflective of specimen 
mislabeling issues remain a continuing problem. This issue has also been addressed in 
a previous Advisory (December, 2006). A near-miss in this category regarding the 
introduction of metallic equipment into the magnetic field is analyzed in this 
Advisory.  
 
The chart on the following page isolates aspects that reporters indicate are the near-
miss contributing factors. Communication among staff members and patient 
identification processes remain at the top or the list. Again, an article titled 
“Communication Failures in Healthcare” addresses many of the factors that 
contribute to this problem and can be found in the December 2006 Advisory.   
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Contributing Factors – Near Misses to Date 

Contributing Factors Percentages 
Patient identification process 27.84% 

Other 22.10% 

Communication among staff members 15.29% 

Labeling of medications 6.27% 

Control of medications: storage or access 5.88% 

Competency assessment/credentialing 4.31% 

Orientation and training of staff 3.92% 

Equipment maintenance of management 3.53% 

Communication with patient or family 1.96% 

Availability of information 1.57% 

Physical environment 1.57% 

Patient observation process 1.18% 

Care planning process 1.18% 

Adequacy of technological support 1.18% 

Supervision of staff .78% 

Physical assessment process .78% 

Behavioral assessment process .39% 

Total 100.00% 

 

Current Advisory Content 
In the past three months, we have identified several important issues that will be 
addresses in this Advisory. They include the following: 
 
� Closing the Loop on Recurring Near-Misses 
� Introducing Metallic Equipment into the MRI Magnetic Field 
� Wrong Site Surgery: Raising Awareness/Providing Tools 
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CLOSING THE LOOP ON RECURRING NEAR-MISSES 
We have reported in previous Advisories that near-miss reports often cite the reason 
for near-miss (or actual event) recurrence as being inadequate systematic “loop 
closure”.  This strongly implies that problems identified through near-misses are not 
effectively worked toward successful and sustainable resolution. We refer the reader 
to the graph titled “Recurring Near-Misses” on page 3. That facilities are not 
effectively resolving identified patient safety problems is troubling and cause for 
concern.  In the absence of focused sustained resolution efforts (“loop closure”); 
facilities will continue to experience recurring near-misses and  adverse outcomes.   
 
We are, however, happy to report on success stories where substantial efforts to 
resolve patient safety issues have been undertaken. The March, 2007, Florida Patient 
Safety Corporation Near-Miss Advisory reported on hand hygiene compliance and 
hospital acquired infections (HAI) as a near-miss problem trend1.  We were delighted 
to learn that one of our near-miss reporting institutions has reacted to this publication, 
and implemented an innovative program to combat HAI. Their program addresses 
various aspects that lead to low compliance with hand hygiene practices and is 
summarized below. 
 

Implementing an Innovative Hand Hygiene Program to Combat Hospital 
Acquired Infections 
 
Our participating facility has attempted to isolate the multiple causation factors 
contributing to poor hand hygiene compliance that make it a typical example of a 
patient safety systems’ problem. Their independent analysis of data reported in the 
literature confirmed that provider hand hygiene compliance ranges between 3% and 
less than 50%.  Compliance is the lowest among physicians, followed by the nurses, 
and somewhat better among nurse-assistants2. Further analysis of literature data 
revealed that the potential causes for the poor performance are: 
 
� lack of formal knowledge, 
� lack of education on methods of hand hygiene, 
� attitude and complacency (i.e., excuses of work load or inconvenience), 
� lack of leadership and role model among senior care providers,  
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� logistical problems (such as lack of soap or other disinfectants), and 
� improper design of health care facilities (inconvenient placement of sinks) 3, 4 
 

Isolation of a single most important cause is impractical. Therefore, to remedy this 
situation, the solution must address all of those issues. As such, the reporting 
institution implemented a comprehensive solution that includes the following: 
 

1. The center piece of the program is a video showing ‘near real’ situations how 
‘innocent’ acts (e.g., hand shaking) during patient care and among care 
providers lead to cross contamination and HAI. 

2. A slide presentation that provides didactic material about HAI, history, 
prevalence and methods of maintaining proper hand hygiene. The emphasis is 
on using alcohol based hand rub before and after every patient encounter. 

3. The slide presentation and the video are bundled together and provided both 
online and during in-service training. 

4. Before and after the entire presentation, participants are required to answer a 
pre- and post-test to evaluate material retention. 

5. Upon completion of the presentation, all employees receive personal small 
bottles of alcohol-based hand rub that can be either carried in the pocket or 
clipped.  Bottles are dispensed as soon as needed, and frequency of utilization 
is being monitored. 

6. The training course is mandatory and encompasses all care providers who 
have contact with patients. These include all the medical staff, nursing, allied 
medical staff members, and students rotating in the department. 

7. During departmental or staff meetings and shifts reports the attending 
physicians, senior nursing personnel and nurse educators remind the care 
providers to maintain proper hand hygiene. 

8. To evaluate the impact of the project, the department of infection control 
monitors changes in Methicillin Resistant Staphylococcus Aureus (MRSA) 
and Vancomycine Resistant Enterococci (VRE) infections in the participating 
unit. Data are compared to pre-program baseline data. The impact of the 
program is also evaluated by comparing changes in specific infection 
indicators in the participating unit to another unit. 

9. All care providers are required to participate in refresher courses, which will 
be provided every 4-6 months. 

10. Last, but essential, the program is marshaled by the senior leadership of the 
hospital. The CEO, CMO, and CNO personally oversee the project. 

 

The project was launched as a pilot and evaluation was conducted in one intensive 
care unit. The project was  completed by 252 care providers  who have contact with 
patients in the Trauma Intensive Care Unit (TICU), which includes 81 physicians, 97 
nurses, and 74 medical students (4th year). All of the employees completed the 
training program, including the pre- and post-tests.  Evaluation of test results has 
shown that the didactic material positively impacted both medical and nursing staffs.  
Hospital leadership believes that the program has been very successful. As a result, 
the program will soon be implemented throughout the remainder of the institution. 
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 3  

INTRODUCING METALLIC EQUIPMENT INTO THE MRI 
MAGNETIC FIELD 
A recently reported near-miss involves a sandbag filled with metal shot (not sand) 
introduced into the MRI magnetic field. The event involved a post-cardiac 
catheterization patient who underwent an emergency MRI. The patient had a towel- 
wrapped sandbag applied to the site of the catheter access. Upon starting the MRI, the 
sandbag was propelled towards the patient. Luckily, the bag did not hit the patient. 
The sandbag adhered to the rim of the machine until the patient could be safely 
removed.  

A subsequent examination revealed that the sandbag contained metal particles. This 
was unknown to staff. The product involved was described by the manufacturer as a 
“sandbag” with no indication that it contained metal pellets. 

This event is similar to others reported in the literature within the last several years 5,6. 

The most recent alert that we are aware of suggests examining all sandbags to ensure 
that they do not contain metal, and replacing any metal-filled bags. The Veterans 
Administration (VA) issued a similar advisory after a sandbag flew into the magnet, 
pinning a patient’s forearm to the side.(www.va.gov/ncps/MRIgenalert.doc)7. That 
sandbag contained iron pellets as well.  

The VA advises that most MRI-related adverse events should be viewed, analyzed 
and addressed as a systems issue. That is, addressing one component of hazard 
reduction (e.g., training) is an ineffective or a short-term fix. The VA further advises 
that the MRI environment can be “tricky” requiring a heightened degree of caution. 
They cite the following: 

� Many objects that don't appear to contain iron (or ferromagnetic/hazardous 
material); for example, some sandbags, actually contain ferrous materials.  

� Risk is enhanced as a result of a combination of complacency, workarounds, and 
diffuse responsibility. 

� All items should be considered unsafe for the MRI environment until "proven" 
otherwise.  
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� The VA warns of the danger inherent in testing a sandbag with an MRI magnet to 
check compatibility. Rather, they suggest using a powerful hand-held magnet to 
screen patient and other items.  

� Equipment and consumables that are "safe" 99% of the time become "unsafe" 
near MRI. 

 
VA Recommendations for MRI Safety 
Perhaps the most comprehensive set of MRI safety recommendations emanates from 
the VA. These include the following: 
 
Procedural: 

a. Appoint an MRI safety officer responsible for assuring that procedures are in 
effect and that they are carried out.  

b. Carefully screen all personnel entering the MR environment for magnetic or 
conductive objects in, on, or attached to their bodies.  

c. Maintain a database of MRI-safe and compatible equipment.  
d. If a new MRI is purchased or an existing system is upgraded, make sure labels 

of "safe" and "compatible" still apply.  
e. Always assume the MRI magnet is "on" even if it appears idle.  
f. Do not make assumptions about equipment (e.g., sand bags that actually 

contain iron). Err on the side of caution, assuming materials are not safe or 
compatible unless they are proven to be so. 

g. Empower MRI tech to have control over access.  
h. Assume that blankets and clothes are hiding something missed during 

screening. 
i. Don't loop conductive leads or cables, don't allow cables to cross over one 

another, don't let cables touch the magnet bore and if possible, don't let cables 
touch the patient (other than where they have to). 

j. Place sensors and cables as far away from RF coils as possible.  
k. Periodically check sensor sites on unconscious patients for heating.  
l. Don't inadvertently make the patient's tissue a loop (e.g., don't position the 

patient's hand so that a finger touches the thigh).  

Purchasing: 
m. All items purchased for use in or near MRI should have MRI compatibility 

established for that particular MR environment.   
n. Use manufacturer-approved fiber optic, carbon or graphite leads instead of 

conductive leads on medical devices  
o. Purchase sand bags that only contain sand for use at or near MRI  
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WRONG SITE SURGERY:   
RAISING AWARENESS/PROVIDING TOOLS      
The FPSC continues to receive a significant percentage of near-miss reports reflecting 
wrong site surgery events that were averted. Lack of attention to detail or non-
adherence to protocol is most often cited as the major contributing factor. The 
importance of confirming every step of the preoperative confirmation process was 
discussed in the March 2007, Advisory.  

This is not a casual problem. It has proven to be exceedingly difficult for many health 
care providers to resolve. Success requires a concerted effort by every member of the 
surgical team to ensure correct patient, correct procedure, and correct site every time. 
According to the American College of Surgeons (ACS), The Joint Commission and 
the AORN, and The Pennsylvania Patient Safety Authority wrong site surgery still 
occurs too frequently.  

The Pennsylvania Patient Safety Authority reports in their June, 2007 Advisory that 
actual and near-miss wrong-site surgery events are reported every other day in Pa.8 
healthcare facilities. In a 30 month period (June 2004-December 2006) 253 wrong-
site surgery near-misses were reported! The article goes on to describe a circumstance 
that closely tracks with the FPSC experience regarding this issue. The Pa. program 
notes, as have we, that patient and family members have been extremely important 
components in stopping these events from actualizing. 

 As such, perhaps the most simplistic advice that can be imparted to the patient and 
family member is: PARTICIPATE IN YOUR HEALTHCARE AND REDUCE THE 
LIKLIHOOD OF WRONG-SITE SURGERY. To assist in this regard, the Authority 
provides a “Patient Safety Tip” titled “What you can do to Prevent Wrong-Site 
Surgery.” This sheet provides advice to patients and family members regarding things 
they can do to prevent this serious mishap (www.psa.state.pa.us, click on “Tips for 
Consumers”). 

This occurrence is of sufficient magnitude to warrant other prominent organizations 
partnering in an effort to raise awareness   The event has been titled National Time 
Out Day which was observed on June 20. This “Day” highlights The Joint 
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Commission’s mandated “time out” to verify the correct patient, correct procedure, 
and correct site before any surgery begins. 

We hope all of the FPSC Near-miss Program participants and other Florida providers 
took the time to observe this important event.  

Correct Site Surgery Tool Kit 
FPSC participants should be aware that the Association of PeriOperative Registered 
Nurses (AORN) has developed a Correct Site Surgery Tool Kit9 to assist healthcare 
providers in implementing the Joint Commission’s Universal Protocol. The tool kit 
contains a variety of resources to educate health care providers about the Universal 
Protocol and to assist them with its implementation.  
 

The Tool Kit includes documents available for download including: 

• A Pocket Reference Card outlining the steps necessary to promote patient 
identification, site marking, and the "time out"  

• A sample policy template for implementing the JC Universal Protocol  

• Universal Protocol for Preventing Wrong Site, Wrong Procedure, Wrong Person 
Surgery  

• Frequently asked questions from JC and AORN  

• Information for patients about the universal protocol and healthcare safety  

• Additional resources regarding correct site surgery , 
An education program on CD is included explaining the Universal Protocol, its 
importance, and examples of how to implement it. More information on this resource 
is available at: http://www.aorn.org/ 

Another innovative strategy for addressing wrong-site surgery was highlighted in the 
March, 2007 Advisory. This approach is a tool used by several of our reporting 
hospitals and is believed to be a successful method for reducing this risk 
 
 The approach entails use of a device called the Preoperative Checklist.  This tool was 
first utilized and developed by operating room physician and nursing staff at Strong 
Memorial Hospital in Rochester, New York.  The “checklist” e is a plexi-glass board 
with a panel of sliders and protective vinyl coating on the back. The slider panel 
corresponds to a customized process list. Each slider must be physically moved from 
red to green to complete the checklist and must be verified by two team members. 
The board is mounted on the wall of each operating room in a spot that is easily 
visible to the surgical team (see Perioperative Checklist photo on the following page) 
(FN) 
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CONCLUSION 
 
Despite some early difficulties, the Florida Patient Safety Program Near-miss 
Reporting System has reached its one year anniversary. It has now been more than a 
year since we started collecting data. We now have sixteen participating institutions 
and continue to look for new participants. The current facilities range from inner city 
to rural, from academic to investor owned, and from not-for-profit to HMO. This 
range enables our collection of more meaningful data that will hopefully yield 
important lessons for us all. 

 The one message that is becoming very clear to us is that we all make the same 
errors. In other words, the same errors continue to occur. Regardless of practice type 
or location, we all make the same errors and the same errors continue to reoccur. As 
previously stated, the names change, the near-misses don’t. The fact that this is the 
third Advisory in which the same near-misses continue to be reported from the same 
group of institutions suggests that we are not effectively addressing these potential 
“catastrophes in the making”.  

While we continue to collect data and drill down and analyze the data that we collect, 
in order to draw more meaningful conclusions, a more robust data set will be needed.   
In order to achieve this goal, we seek greater participation from additional facilities 
and greater reporting of their near misses. 

We continue to be grateful to those facilities that have generously agreed to 
participate. These contributions have been significant and have enabled the project to 
progress to the point where we are today.   

Together we can make a difference. 

With continued optimism, we remain, 

The NMRS Team* 

 

* The NMRS consists of staff from the University of Miami/Jackson Memorial Hospital Center for Patient Safety, 
Marsh, USA and CS STARS 



Florida Patient Safety Corporation: June 2007 Advisory 

 14 

6 

ADVISORY CITATIONS 
                                                 
1. Advisory publication on Near-Miss Reporting System by the Florida Patient Safety 

Foundation, Mach, 2007 
 
2. Limpest, PA ET. al.: Surg Infect 2001;2(3): 241-245 
 
3. Lankford, MG et. al: Emerg Infect Dis 2003;9(2)217-223 
 
4. Whitby, M et. al.: Infect Control Hosp Epidemiol. 2006; 27(5): 484-492 
 
5. New Jersey Department of Health and Human Services, MRI & Sandbags Filled 

with Metal Shot, Alert-may, 2006 
 
6. AHRQ WebM&M: Case & Commentary, Flying Objects Hits MRI, February, 

2003 
 
7. United States Department of Veterans Affairs, National Center for Patient Safety, 

MR Hazard Summary 
 
8. Pennsylvania Patient Safety Reporting System, Patient Safety Advisory, June, 

2007, Vol 4, No2, Doing the “Right” Things to Correct Wrong-Site Surgery 
 
9. Association of periOperative Registered Nurses, Correct site Surgery Tool Kit,  
   ( http://www.aorn.org/) 
 
 


