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Abstract

To n the field of nuclear medicine, with regard to checking regular patients, from the moment they register
up to the doctor’s diagnosis, the person in charge of the checks can find errors in the diagnosis, reexamine,
reanalyze the results or save images to PACS. Through this process, the results obtained from the readings are
delayed due to checks and additional tests which occur in hospitals, causing patient satisfaction and affected
reliability. Accordingly, the purpose is to include visual inspection of the results to minimize error, improve

efficiency and increase patient satisfaction. Nuclear medicine and imaging tests from examines at Asan Medical
Center, Seoul, from March 2008 to December 2008, were analyzed for errors. The first stage, from January
2009 to December 2009, established procedures and know—how. The second stage from January 2010 until
June 2010 conducted Pre—and Post—filtering assessment, and the third stage from July 2010 until October
2010 consisted of cross—checks and attaching stickers and comparing error cases. Of 92 errors, the 1st, 2nd
and 3rd stage had 32 cases, and there were 46 cases after the 4th stage, with the overall errors reduced by
74.3% from 94.6%. In the field of general nuclear medicine, where various kinds of checks are performed
according to the patient’s needs, analysis, image composition, differing images in PACS, etc, all have the
potential for mistakes to be made. In order to decrease error rates, the image can continuously Cross—Check

and Confirm diagnosis.
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Figure 9. Number of errors by year in general image scanning
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Table 1. Comparison of number of rescanning cases by year
for general image

Rescanning case 2008 2009 2010
Factor by examinee 10 10 3
Factor by personnel 26 " 7

AT
Additional scanning 3 1 1
Error in equipment 2

Others 1 1
Total 43 27 14
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