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 Charges (12 May 2005)

 Provide a historical database of errors 
reported in the Radiotherapy Community.

 To assess the utility methodologies and 
tools used in error reduction for application 
in medical physics.

 Make recommendations to the 
Radiotherapy Community in terms of: 
staffing, processes, tools needed to carry 
out particular procedures in order to avoid 
errors and provide guidance in the practice 
of error reduction techniques.

(Working Group on Prevention of Errors in Radiation Oncology (WGPE), 2016)



(WGPE, 2016)



 Charges (Dec 2013)

 Develop and disseminate tools to improve safety 
and quality in all the clinical areas of medical 
physics using approaches that extend beyond 
traditional measurement- based QA

 Foster collaborative safety initiatives and 
projects with other professional societies within 
therapeutic and diagnostic radiation medicine

 Facilitate interactive sharing of knowledge and 
experience in the areas of patient safety and 
quality. 

(WGPE, 2016)



 Charges (Dec 2013) con’t

 Disseminate information to the AAPM 
membership and the radiological community in 
general on issues involving safety and quality in 
all the clinical areas of medical physics

 Oversee and coordinate societal and inter-
societal initiatives on the areas of patient safety 
and quality improvement, such as the 
implementation of the recommendations from 
Task Group 100

 Participate and provide guidance on distributed 
incident learning systems at the national and 
international level. 

(WGPE, 2016)



 Task Group 100 - Method for Evaluating 
QA Needs in Radiation Therapy (FMEA) 

(M.S. Huq et. al., 2016)



 Consensus recommendations for incident 
learning database structures in radiation 
oncology

 Definitions 
(E. Ford et. al., 2012)



 Process maps common tasks

 Potential safety barriers

(E. Ford et. al., 2012)



 Severity scales  Causality
 Organizational 

management
 Technical
 Human behavior 

involving staff
 Patient-related 

circumstances
 External factors 

(beyond facility 
control)

 Procedural issues
(E. Ford et. al., 2012)



 Safety Profile Assessment (SPA) tool 

“Qualified by the American Board of Radiology as meeting 
the criteria for Practice Quality Improvement requirements of 
the ABR Maintenance of Certification Program.” (6/19/2014)(P. Dunscombe et. al., 2015)



 Safety Profile Assessment (SPA) tool 
con’t

 User assess clinical performance in key 
aspects of safety & quality in radiotherapy

 Based on AHRQ survey and others, but 
FREE

 Center’s results are benchmarked to 
participants in the following:
 Institutional culture
 Quality management
 Managing change & innovation
 Clinical process safety barriers section
 Overall score

(P. Dunscombe et. al., 2015)



(J. L. Johnson et. al., 2015)



 Results

 Statistically significant (P<0.05 level) differences 
between Institutional Culture and Clinical 
Performance Indicators

 Highest-ranked compliance levels were associated 
with items regulated, billable, or considered good 
practice (ASTRO, ACR, elsewhere)

 Lowest-ranked compliance & greater variability
 Fewer well-established recommendations
 Physician peer-review prior treatment
 Near-miss incident collection and analysis
 Risk assessment of new clinical systems

(E. Ford et. al., 2015)



 Task Group 230 – Medical Physics 
Practice Guidelines (MPPG) 4.a Safety 
Checklists  

(L. E. Fong de los Santos et. al., 2015)



 Role of checklists

 Organizational influences on checklists : 
safety culture

 Teamwork essential

 Development & Implementation

 Revision

 Maintenance

(L. E. Fong de los Santos et. al., 2015)



 Use of checklists

 Design recommendations
 Content
 Workflow, layout & format
 Physical characteristics
 E.g., font size, text color, shading

(L. E. Fong de los Santos et. al., 2015)



 Educational sessions

3 SAMs sessions
(2015ILS, 2015)



 By the end of the workshop, 
participants will be able to
 Explain the utility of an effective 

incident learning system
 Learn how to design corrective 

actions and provide feedback to 
department members

 Effectively undertake root cause 
analyses of radiation oncology 
incidents

 Use specific tools to promote a 
positive "safety culture" in an 
organization

 Design a Practice Quality 
Improvement (PQI) project in patient 
safety

(2015ILS, 2015)



 Task Group 275 – Strategies for Effective 
Physics Plan and Chart Review 
(Charges)
 Literature review of existing data and 

recommendations that support the use of 
physics plan and chart review; and to review 
the current recommendations on the 
qualifications for performing these.

 Design, pilot, and distribute a survey on 
current practices in the community with 
respect to physics plan and chart review.

SDEP document template; AAPM email 12 Feb 2016 
(TG 275, 2016)



 Task Group 275 – Strategies for Effective 
Physics Plan and Chart Review 
(Charges) con’t
 Provide risk-based recommendations 

(based on FMEA formalism) for the effective 
use of the following physics review: 
 Initial plan check process
 On-treatment chart check process
 End-of-treatment chart check

 Provide recommendations to software 
vendors for systems design and operations 
that best facilitate physics plan and chart 
review.

(TG 275, 2016)



 Task Group 100 rollout

 Consensus for imaging incident learning
 Bruce Thomadsen (Chair), William Geisler 

(Vice-Chair)

 Writing an incident report
 Bruce Thomadsen (Chair), Ajay Kapur (Vice-

Chair)

(WGPE, 2016)



 Examining safety barriers and their 
effectiveness from ROILS data

 Developing policy and procedure 
templates built from SPA results

(WGPE, 2016)
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