Maximizing the Value of Incident Reporting: A Medical Physics Perspective
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INTRODUCTION

Incident Reporting Systems are playing an
increasing role in Radiation Oncology
departments, helping to identify error
pathways and process vulnerabilities.’ 2345
The Radiotherapy Incident Reporting and
Analysis System (RIRAS) is a web-based
Incident Learning System that uses the
taxonomy, data dictionary, and radiotherapy
process of care described in the AAPM report
on incident learning databases.? RIRAS is
fully compliant with the Patient Safety and
Quality Improvement Final Rule for privileged
and confidential reporting of patient safety
events for aggregation and analysis.t

AIMS

1. Implement an incident reporting system in a
busy clinical setting.

2. Structure the reporting system for Physics
to take a lead role.

3. Emphasize efficiency in reviewing and
acting on incidents.

METHODS
Our department launched RIRAS in 2018.

An incident review team (IRT) met weekly to
triage reports, assign responders, and identify
improvement projects.

The IRT was led by a Medical Physicist and
included: the heads of clinical physics,
dosimetry, radiation therapy, and nursing;
physician representatives (attending and
resident); a management representative; and
several special appointees.
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RESULTS

545 reports were analyzed by the IRT over a series of 75
one-hour meetings from September 2018 — March 2020.

Triage — Severity was scored from D (lowest) to A
(highest) based on the actual and potential hazard, the
urgency for action, and other factors.

The process flow is shown below.

- Incident report is entered by staff member

} IRT reviews the incident report
> and assigns severity score and
lead responder
_ Analysis determines appropriate
response actions: trend tracking,
process changes, etc.
_ Staff are informed
: of the incident and
response actions

Communication with staff

IRT members informed their staff of incidents and problems
for immediate awareness, usually through daily or weekly
huddles.

Communication of incidents and response actions were
empowered with a quarterly safety newsletter (see below).
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The department has been actively processing your reports of incidents, good catches,
and unsafe conditions. We have now received our 500t report! Thanks to everyone
for vour vigilance in reporting and your support of our process improvements.

Process Tip:

The electronic
prescription is now
linked to the treatment
plan. Any change in the

electronic prescription
will rhanna tha nlan
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Summary of incident triage results

Physicists, therapists, and
dosimetrists entered reports.
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Level A and B incidents
were addressed using
causal analysis and strong
follow-up actions.
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Level C and D incidents
were often addressed using
enhanced communication
and training. o
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22% of the reports were Level A LevelB Level C Level D

actual events.

Incident reporting for quality improvement

28 Ql initiatives were identified by the IRT. Examples:

- A major restructuring of the physicians’ intent and
prescription.

Enhanced Medical Physics pre-treatment plan checks.

Additional safety barriers to guard against wrong site,
wrong plan, and incorrect setup.

These Ql initiatives led to a shift in reporting. Incidents are
now identified earlier in the treatment process:

- During the first 6 months: 89% of the reports were
submitted by therapists, with events detected either right
before or during treatment.

One year later: physicists/dosimetrists submitted 86% of
the reports, with most reports coming from pre-treatment
plan checks well before treatment.
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CONCLUSIONS & LESSONS LEARNED

Medical Physics can and should lead the incident reporting
effort, allowing physicists to play a more impactful role in
clinical operations.

Incident analysis and response must be performed by an
interdisciplinary radiation oncology team.

Reports must be triaged to prioritize effort and response
actions with consideration for time and available resources.

Incident reporting resulted in process improvements that
appeared to shift detection of incidents to earlier in the
treatment process.

Communication is the key to successful implementation of
an incident reporting system.
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