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could be happened

approach from the surrounding
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safety check would be needed)
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safety check would be needed)
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lack of verification

could be happened
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Analysis of Medical Accident Using the HAZOP

—Focusing on Patient misidentification—

Hitoshi TSUCHIYA

Graduate School of Health Science,

Suzuka University of Medical Science

Key words: Patient misidentification, Medical Accident, Accident Analysis, HAZOP, Incident, Human Error

— Abstract

In this study, we analyze medical accident (especially forcusing on patient misidentification), using Hazard and Operability
Study (HAZOP) commonly employed in industry. Patient misidentification in medical accdient is occurred by various reasons
in a variety of ways. The hazard analysis proposed here makes it possible to identify hazards related to the process (emergency
case), and risk factors on operations (data measurement). As seen on the result, the procedure for risk analysis based on
guidewords is less likely to be affected by one's experience or knowledge, and therefore, considered to be useful in safely

management.
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