
What are the Professionals saying?

“Fixing and forgetting’ was the main choice that most 
practitioners made in situations where they faced 
problems that they themselves could resolve. These 
situations included (A) handling near misses, which 
were seen as unworthy of reporting since they did not 
result in actual harm to the patient, (B) prioritizing 
solving individual patients’ safety problems, which 
were viewed as unique or one-time events and (C) 
encountering re-occurring safety problems, which were 
framed as inevitable, routine events. In only a few 
instances was ‘fixing and reporting’ mentioned as a way 
that the providers dealt with problems that they could 
resolve.” 

Hewitt, TA and Chreim, S. BMJ Quality Safety: Fix 
and forget or fix and report: a qualitative study of 
tensions at the front line of incident reporting. 2015 
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Near misses are opportunities to 
prevent harm to patients in the 
future
A near miss in aviation refers to two aircraft in 
flight narrowly missing a collision with each other. 
A near miss in medicine is an event that might have 
resulted in harm but the problem did not reach the 
patient because of timely intervention by healthcare 
providers, the patient, the family, or due to good 
fortune. A near miss in radiotherapy is an awareness 
and intervention in the treatment process that 
prevents an error from reaching the patient.  Many 
times the near miss is identified when the patient is 
being set up for their first treatment. Near misses are 
free lessons and should be investigated and corrective 
actions put in place because the next time the near 
miss may result in an error.

Most of the radiotherapy near misses and events are 
system failures.  There is a lack of or failure of policies, 
processes or safety infrastructure. On occasion there 
is an error in judgement where an event occurs 
because the individual made the decision to continue 
with the treatment without clear guidance. 

“Free Lessons” Why are near 
misses important?
• They represent “error prone situations” and 

“error traps” waiting to catch other patients and 
providers.

• They represent potential sources of errors that 
may not be caught before they reach the patient.

• There is an opportunity to reward the “good 
catches” in support of a strong safety culture.

• No harm is done and there is “no blame” or 
liability concerns in the identification of near 
misses or good catches.

Incidents (near misses)

Minor errors

Major errors

http://qualitysafety.bmj.com/content/24/5/303.full.pdf
http://qualitysafety.bmj.com/content/24/5/303.full.pdf
http://qualitysafety.bmj.com/content/24/5/303.full.pdf
http://qualitysafety.bmj.com/content/24/5/303.full.pdf
https://rpop.iaea.org/SAFRON/Default.aspx
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Are you providing radiotherapy in 
a “high reliability” organization?
Reports from SAFRON

”High reliability 
organizations” 
view near 
misses as 
learning and 
improvement 
opportunities. 

Such organizations ask: “How will the next 
patient be put at risk or harmed?” they value 
and acknowledge input, and make appropriate 
improvements. 

“Low reliability organizations” are falsely reassured 
because no harm occurs and they mistakenly 
conclude the system of care is safe. They wait for 
harm to occur.

Links to IAEA Publication for Radiotherapy Training on Radiation Protection of Patients Website:
https://rpop.iaea.org/RPoP/RPoP/Content/index.htm

Follow us on social media:

Why should near misses be 
reported?

Reporting near misses helps to: 

• reduce 
risks for all 
patients by 
not waiting 
for harm to 
occur; 

• provide 
information 
on the weak spots in the safety system; 

• alert other providers to possible vulnerabilities 
and gaps in training; 

• contribute to prioritizing safety improvement 
plans in radiotherapy;

• evaluate the effectiveness of the system in 
reducing and mitigating errors that reach the 
patient.
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Here is one of the examples of near misses: 

https://www.facebook.com/rpop.iaea.org
https://twitter.com/rpop_iaea
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SAFRON provides the small or large radiotherapy 
facilities with increased information to justify 
changes in the delivery of radiotherapy. By using 
the SAFRON learning system the reports can be 
compiled in a database that will automatically 
provide participants with graphs and charts to 
review activities in the radiotherapy facility. 

The statistical information can be used in training 
and education, for the purposes of prioritizing 
safety improvement and to validate the need 
for additional safety equipment and additional 
resources. Quarterly or annually these reports can 
demonstrate the effectiveness of changes in the 
safety system. It is possible to also indicate changes 
that were not effective if the number and type of 
events continue after changes were made.

Links to IAEA Publication for Radiotherapy Training on Radiation Protection of Patients Website:
 https://rpop.iaea.org/RPoP/RPoP/Content/index.htm

Follow us on social media:

SAFRON is an incident learning system that can 
support radiotherapy facilities in reducing errors.  
The SAFRON system is currently supported by 
participating radiotherapy centres and regulatory 
authorities. It is a voluntary, anonymized learning 
system that allows individual centers to monitor 
and measure the number of near misses and errors.  
Near-miss events represent an opportunity to 
identify and correct radiotherapy errors that may 
jeopardize patient outcomes and safety. 

In October 2015, SAFRON added new capabilities 
for users to be able to perform statistical analysis 
and convert their events into downloadable 
spreadsheets for more complex analysis.  This can 
be used for both near misses as well as events that 
reach the patient. 
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Creating Safety Reports

https://www.rpop.iaea.org
https://www.facebook.com/rpop.iaea.org
https://twitter.com/rpop_iaea
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Another chart is the severity of the incident. This 
facility is reporting events that reached the patient 
but maybe not reporting any near misses.

Another metric that may be of interest is the 
determination of how the incident was discovered. 
This graph gives facilities additional information as 
well as information on all incidents.

Clinical review of patient, quality control of 
equipment and chart checks appear to be useful 
reviews in preventing the continuation of an error, 
but maybe not as successful to prevent the error 
from ever reaching the patient.  If this facility 
reported near misses the detection of the incident 
may indicate other methods of discovery. These 
can be exported to a PDF for inclusion into a safety 
report.

Links to IAEA Publication for Radiotherapy Training on Radiation Protection of Patients Website:
 https://rpop.iaea.org/RPoP/RPoP/Content/index.htm

Follow us on social media:

Some of the types of analysis that could be included 
in the report are the number of events during a 
particular time. A radiotherapy facility may like to 
see how many events have been reported.

It looks like this facility started a reporting system 
in 2012 but really began reporting events in 2015.

Another tool is to identify the number of events that 
reached the patient. In this graph, the individual 
facility can compare to all reports in SAFRON.  It 
may be of interest to this facility to also include 
the near misses.  This may provide information on 
safety barriers that could be in place to prevent the 
error from reaching the patient.
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Creating Safety Reports

Number of incidents over time

Distribution of years, with which the incident is associated

Incidents by clinical incident severity

Distribution of clinical incident severities, with which the incident is associated
Incidents by clinical incident severity

Distribution of clinical incident severities, with which the incident is associated

Incidents by clinical incident severity

Distribution of clinical incident severities, with which the incident is associated

Distribution by how the incident was discovered

Distribution of incidents over process phases, based on how was the incident discovered

SAFRON safety reports represent a useful tool, 
which can be used by High Reliability Organizations 
to improve radiotherapy safety & quality.

https://www.rpop.iaea.org
https://www.facebook.com/rpop.iaea.org
https://twitter.com/rpop_iaea

