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• Define a near miss reporting system

• Describe the steps to implementing a near miss reporting system

• Outline the benefits of a near miss reporting system

Educational Objectives
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Patient Safety
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• What is a near miss
• History
• Definitions
• Implementation
• What was not reported (exclusions)
• Results
• Future
• Closing
• Questions

Discussion



• An incident when HS personnel tried to move a morbidly obese patient 
alone
▫ No one was harmed (neither patient nor employee)
▫ Potential harm to the patient and/or nurse
▫ This was witnessed and discussed with the nurse, but no reporting system

• Avoid near misses in the future
▫ Could not find a near miss reporting system in HS.
▫ Started research and development of a near miss reporting system (NMRS) 

at WSP.

• Near miss is proactive vs. reactive

Why I Started



• WSP population ~2,000 population

• WADOC uses paper medical records 

• Medical professionals with direct patient care:
▫ ~75 RNs

▫ Several MAs and CNAs

▫ 3 dentists

▫ 7 medical practitioners

▫ 4 mental health practitioners

About WSP and WADOC



• OSHA Definition:
▫ A near-miss is a potential hazard or incident in which no property was damaged, 

no personal injury was sustained, but where, given a slight shift in time or 
position, damage or injury easily could have occurred. 

• Institute of Medicine:
▫ Act of commission or omission that could have harmed the patient but did not 

cause harm as a result of chance, prevention, or mitigation.
• AKA 
▫ “close call”
▫ “near accidents”
▫ “accident precursor”
▫ “injury-free events”

What is a Near Miss Reporting System



• Started in the aviation industry in ~1976 to avoid the potential mishaps
▫ Aviation Safety Reporting System (ASRS)

• Studies in several industries demonstrate 50-100 near misses for every 
accident
▫ Includes the US health care system

• Developed in the hospital setting 
▫ Sentinel paper “To Err is Human: Building a Safer Health System”

 ~ 98,000 US deaths due to medical errors (IOM 2000)

 ~ 490,000 to 980,000 near misses

History



• Near Miss: discussed above
• Near Miss Reporting System: 
▫ Proactive process of communication of potential accidents or errors as they 

happen. 
 Transparent
 Non-punitive process
 Anonymous process

▫ Report is sent to management
 Root cause analysis
 Create changes
 Study the results
 report the changes to the organization.

Definitions



• Just Culture:
▫ Looking at systems and processes instead of people.

 Encourages reporting of errors in order to identify and correct vulnerabilities 
within the institution. 

 Everyone is held accountable for their actions. 
 Environment is 

 Empowerment
 Encourages self-reporting of errors 
 Near misses
 Potential vulnerabilities
 Ultimately improving safety

Definitions



• The “Why”
▫ Improve safety

 Patients and Staff

▫ Improved patient outcomes

▫ Improved patient confidence

▫ Improved access to care

▫ Decreased delay in care

▫ Change in culture

Implementation



• Identify your leadership stakeholders
▫ The concept did not initially include custody

 Brought in later
 Captains used the system

• Plan
▫ Near miss reporting system developed

 Form created
 Used OSHA format with some changes
 Anonymous (opt in name if chosen)
 Requested input for possible corrections (ownership)
 Open to all Washington State Penitentiary HS staff

 Reporting
 Email
 Internal Mail

▫ Tracking system implemented
 Simple Excel spread sheet
 Transparent in Health Services Share drive – Read only

Implementation



• Identified stake holders:
▫ Facility Medical Director

▫ Sr. Health Services Manager

▫ Director of Nursing

▫ Administrative staff

▫ Nurse Manager

▫ Provider Lead
 Yours Truly ☺

Implementation



• Trained Health Services Staff
▫ Initially there was protective reaction
▫ Trained on the form and reporting

 Anonymous 
 Transparency
 Non-punitive

▫ Very receptive
 Decrease hazards
 Increase safety

 Patients and staff

 Increase patient access
 Empowers employees to act and make improvements

 Cultural shift
 Just Culture
 Increase teamwork
 Increase ownership
 Provides Esprit De Corps

Implemented



• Create Near Miss Committee
▫ Open to all to health services staff attend

 Must have
 FMD (or designee), Health Services Manager, Director of Nursing (or 

representative), medical provider, a nurse manager, administrative help (recorder)
 Committee identify

 Was this a near miss or actual negative impact
 Assign staff to perform root cause analysis
 Receive RCA
 Discuss potential changes
 Implement changes
 Analysis if changes caused positive outcomes
 Implement permanent changes

Implementation



Implementation



Implementation



• Medication errors
▫ Reported on Medication Incident Reports

 Went directly to pharmacy

• Actual Negative Outcomes
▫ Events that reached the patient or staff

▫ Reported on Incident Report
 Went directly to appropriate manager

Not reportable (exclusion criteria)



• Implemented from 9/29/2020 to 03/01/2022
▫ 18 months of reports

 Total of 40 near miss's report
 30 reports from 09/29/2020 to 09/28/2021

 2.5 reports a month
 Report every 2 to 3 weeks

 ~ 2.2 reports per month
 Causes for decrease

 COVID 19 pandemic hit WSP

 Decreased staffing

 Increase in healthcare work
 COVID checks and protocols

 Decrease in training of new staff
 Only one training session done per shift

Results



• Nursing staff reports: 8

▫ RNs

▫ LPNs

▫ MAs and CNAs

• Medical provider reports: 21

▫ Medical

▫ Dental

▫ Mental Health

• Other: 11

▫ Custody

▫ Administrative Staff

Results by Staff



• Reported Events:
▫ Unsafe Acts: 17.5%

▫ Access to Care: 25%

▫ Unsafe Area: 22.5%

▫ Timeliness to Care: 30%

▫ Unsafe use of Equipment: 2.5%

▫ Unsafe Condition of Equipment: 2.5%

Results Type of Near Miss



• Patient accessibility
• Transitioning patients
• Safer patient environment
▫ Fixed sidewalks
▫ Handles
▫ Adjustable exam tables

• Record keeping
• Communications
• Staff safety
• Improvements in medical staff training

Improvements 



• Need for ongoing training
▫ New Employee Orientation
▫ Annual in-service

• Near Miss reminders
▫ Newsletter
▫ Email 

• Involve all personnel 
▫ Expand training

 More eyes = more improvements
• Positively acknowledge the reporter
▫ Unless anonymous reporter

 Can be the report and improvement alone

Lessons Learned



• Improved patient
▫ Safety

▫ Access to care

▫ Staff safety

• Near miss is a proactive process
▫ Find it before it happens

• Empowerment of staff
▫ Sense of ownership

▫ Proactive process

Conclusion



• And thank you!!!

Questions
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