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RO-ILS and SOFI
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RO-ILS and SOFI Incident Reporting Policy
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Continuous
Quality
Improvement

Committee
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Two Weekly Meetings
12-16 attendees, 1.5 hours total
2 Administrative Assistants

* Review Incidents

+ Assign Champions

« Review Follow-Ups

» Review QI Projects

* Review A3 Projects

« Review APEX Accreditation Progress
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RO-ILS - Incident Review Committee Agenda

(Weekly)

UCLA, Radiation Oncology

RO-ILS Events Review Committee Meeting
Thursday, July 20, 2017

10:00 - 10:30 AM

Review Committes Agenda Items:

New Events - Assigning Champions (10 mins)
« Event # (To be assigned)
« Event # (To be assigned)
+ Event# (To be assigned)

Events - Initial Report (15 mins)

« Event # 10059 - Drs. STL (lead), R, |LT, NPP
« Event # 10022 - Sandra / Dr. Willlams
'« Event# 10013 - Peter Hernandez

Event # 10011 - Frank McGuire
Event # 10002 - Melissa Lee

In-Progress Events - Documentation Status (5 mins)
+ Event # 9998 - Maria Espanosa
« Event # 9811 - Maria Espanosa
+ Event # 9499 - William DeSpasio
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RO-ILS - Instructions to Incident Champions
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RO-ILS - Instructions to Incident Champions

RO-LS CHAMION REVIEW INSTRUCTIONS.
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Quality Working Group Meeting Agenda

(Weekly)

awa - 7/20/17

-1/20/17

A3 Updates

CT Kaizan —In Testing Stages.
€T S Ordfsring Workdfiow Demo.

Potential A3 an cliic leveling
A3 Stort Scope Breskags snd Laak Prevention
A3 Fiduclals T $im P, Instructions.

Rapid Pracess Lean Workshop. Cohort 1

AP Laar Warkshop- Cohort 2 Starts 7/14

Presenting ot OSOF, feedback from MDs on
Huddies started Tu 7/18; Clinc Fac 878

A o A3 To Start
A4 10 A3 To Start
Aid to AD In Progress
Craating A3

Sign-ups available

APEn Accreditation Processes

Sell-Assessment - Documentation Uplaads
Camplate
Pallcy Stat: Targat Start dsta — August

Sell-Assessment submitted —in Progress
Status: Under Reviow
Organiza structure of Dapt. policies & Uplosd

New Tapics "+ Varian Professianal Services Workfiow
Bssessment Septeember 17 - Review
Agenda & Participation
IGRT Skt Policy- raview updstas
Follow Ups Goud Catch Recognition

Bhoto Includa In 00C meeting

SAMs eradies for Dept talks CAMPER/AMA
CMIE acereditation credits

Aira CT- imaging lssues.
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Al

Follow up with CME office needed

2018
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Raview Submission instructions
SO Review Processes
6 Mo Rolling Closure Rate

SOF| review process
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Quality and Safety Oversight Committee (QSOC)
Meeting Agenda

(Monthly)

< Monthly Incident Review (5) — Dr. Beron

« Dashboard Metrics (10) — Dr. Agazaryan

« Physics Billing Updates (10) — Phil Chow, MS

< CT Sim Ordering Go-Live Updates (10) — Walter Chin, RN
< APEx Updates (5) — Dr. Agazaryan

« File Server Updates (10) — Kathy Rose
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UCLA Health Quality Council Presentation
(Yearly)

QUALITY COUNCIL FY 18 MEETING SCHEDULE
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RO-ILS Milestones

Health ROeILS |zzmemsss

ROILS SYSTEM CUSTOMIZED FOR
UCLA USE OF HASHTAGS STARTED

ASTRONEWS RO-ILS ARTICLE AAPM 2417 KATIONAL
CHAMFION ASSIGHMENTS PRESENTATION
STARTED

ASTRO 2016 NATIGHAL BY DR AGAZARYAN
PRESENTATION &Y DR. BERON

KICK.OFF MEETING WITH T OF THE MONTH: SHASHTAGS
cLamy Bvucia

400TH INCIDENTS ENTERED INTO
RoILS

2007H INGIOENT ENTERED INTO

FIRST INCIDENT ENTERED INTO fons
ROILS J0OTH WCIDENT ENTERED INTO
RoAs

100TH INCIDENT ENTERED INTO
ROILS
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Number of Incidents Per Year

Paper RO-ILS

u # Incidents




ASTROnews

ROALS

UCLA’s experience with implementing RO-
ILS

SRl o2 [ Fase2 | commenis 0 |

By Nzhde Agazaryan, PRD, Phil Beron, MD, and Michas] Steinberg, MD, FASTRO
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Sites: UCLA - Westwood / Santa Monica

Professional Services: Northridge Hospital, Los Alamitos Hospital, 21C — €l

Segundo, Orange County Sites (Anaheim, Fountain Valley), Good
Samaritan Hospital
Planned:

(O UCLA - Santa Clarita, JV - RT-Hyperthermia, JV - Proton Center

Y & & 4
RO-ILS’

RADIATION ONCOLOGY
INCIDENT LEARNING SYSTEM

Soensrod by ASTRC and ARPH.
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RO-ILS Reporting from Multiple Sites

RO-ILS
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ROILS Event Reporting Analysis
2015 - 2017

=2015 m2016 m2017
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QUALITY DASHBOARD
MONTHLY INCIDENTS (JUNE 2017)

Number of Number of Number of A3 Projects A3 Projects
Incidents Incdents Closed _ Incidents Open Initated Completed
Qualty Dashboard
Monthly Incidents (lune 2017) ‘Z ? ? ’ °
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RO-ILS Incidents and A3 Projects

QUALITY DASHBOARD
ALL INCIDENTS TO DATE

Number of Number of Number of A3 Projects Total

A3 Projects In A3 Projects
Incidents Incidents Closed Incidents Open

Progress Completed

Quality Dashboard

Al inddents To Date s 8 0 ¥ >

2

Ilealth




Number of Open vs. Closed ROILS Events
2016 and 2017 YTD

m2017 ®m2016
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ROILS EVENTS REVIEW PROCESS
6 Month Running Totals - % Closed

Dec16 Jan17 Feb17 Mar17 Apr-17 May-17
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Incident Review and Quality Improvement Process

Rapid
| Review
Process
] 24 hours

J Since 2013
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5 Jri [TEFY Ilealth

No Reportable Incidents




Incident Review and Quality Improvement Process

Rapid
Review
Process

24 hours

e

No Reportable Incidents
Since 2013
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A3 Initiatives

Electron calculation | Physics Tmproved worksheet regarding electron caleulation

sheet modification 1o reduce calulation errors

Electronic check-in | Physics Tmplemented card scanner to alert treatment

for Treatment machines of patient amival to improve patient
experience

Eye plaque date Physics Implemented a template for new eye plaque

template procedure to specify details of service to improve
efficiency

Front Office Administration | Implemented new template to amprove insurance

insurance authorizations to improve efficiency

Front Office i Tmpl i new scheduling system to improve

scheduling efficiency

HDR channel Therapist New process improving channel connestion for
HDR brachytherapy

Tntegrating blood Rescarch TImplemented policy and procedure that increased

registry sampling into blood sample collection into registry by to 3 —§

standard nursing times.

workflow

Patient transfers Administration | Inplemented new policy o improve

Dhavid Gelfen
b of Nedicine

Tlealth

ROI-LS Helped

Discover Unanticipated Failure Modes

Communicate Best Practices

Make Processes Efficient

Optimize Continuous Quality Improvement Process

Implement Practice Improvements
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Quality Improvement and A3 Jackets

Ilealth

P
Julia Melkonian
Administrative Analyst

N
Kathy Rose

Executive Assistant to the Chair
Educational Programs Administrator

@ Dhuvid Gellon L% TTealth
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Each Workflow Step Requires People with Expertise

Treatment Post TX
Delivery Review

onTX
Quality

Patient Imaging for Treatment PreTX
Assessment Planning Planning Review gl

MD RTT Dosimetry Physics RTT RTT Physics
MD MD MD Physics MD MD
Dosimetry Physics Dosimetry MD Dosimetry
Dosimetry Physics

Ilealth
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Technology at UCLA

.

Lt

3D Conformal IMRT/VMAT SRS/SBRT T8I
apcT MRIGRT US Real Time HDR Optical surface tracking
Gantry mounted KV IGRT Ceiling/Floor-Mounted KV IGRT MVCT
Adaptive planning Knowledge based planning IORT Eye plaque
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Value Based Growth

W01l 012 2013 2014 015 m2016

S8

Fractionated Total EBRT Brachytherapy Grand Total
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Patients by Treatment Unit
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Fractionated vs SBRT Patients Treated with Viewray

M Fractionated

B SBRT

-y -~y Ty
RO*ILS® CLARITY

RADIATION ONCOLDGY

TIP OF THE MONTH
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Table 1. Inchdent Categories and Nomenclature

Frimary Sevondary Category | Deerlption of Event
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Primary Incident Category in RO-ILS

Ilealth

12



Brachytherapy - Secondary Category of Incidents

Fall Insurance  Schedule  Eye plaque I HDR Catheter

Ilealth

Physician - Secondary Category of Incidents

Policy Procedure Scheduling Communication Incorrect Orders

Dhuvid Gellon UCLA DUV )]

Therapist - Secondary Category of Incidents
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IT - Secondary Category of Incidents

Axis Title

Dhvid Gelle

b of Nedicine

Q3-2014

Q4. 2014

a1

2015

Install

Support

Epic

Types of Incidents Reported Per Quarter

a

2015

Q3- 2015

042015

ai

2016

Aria
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Multiple sites
ViewRay
Worksheet
T8
2nd check

= Orders
Naming

= Medication

= Equipment
Education

=10

 Partial treatment
Mechanical

= Support

= CTsimulation

= Patient experience
= nsurance

= Communication

= Clutter

= procedure policy

= scheduling

Tlealth

Qz-2016

Q3-2016  Q4-2016
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287 Suggestions for improvement

Documentation

Communication

Time Out Processes

Policy and Procedure Updates and Changes

Initiation of A3 projects

Thavied Giedlen
@ ot 5 it [T7Y Ilealth

QUALITY DASHBOARD
A3 PROJECTS

A3 Projects Total A3 Projects In Progress A3 Projects Completed
5 Pk Tlealth
A3 PROJECT

Clinical Treatment Planning (CTP) Directives

Completeness Project

DB)D) D)

Project Lead
James Lamb, Ph.D.
Assistant Professor of Radiation Oncology

Thavied Giedlen
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CTP Completeness Project

Introduction:

« Verifying consistency of the patient’s treatment with the Clinical Treatment Plan (CTP)
document is an essential part of the treatment quality control performed by medical
physicists, radiation therapists, and other staff members. It has been anecdotally
observed that the CTP form is in error (incorrectly filled out or incomplete) at the time
of treatment plan approval. CTP form errors hinder quality control checks and increase
the probability of a treatment error. We attempted to quantify the frequency of CTP
form errors at the time of plan approval and make recommendations on how to reduce
the error rate.

Methods:

* We asked all physicists and dosimetrists to report instances of CTP form errors at the
time of second check. Data was collected for several quarters.

CTP Co

Introduction:
* Verifying consistency o]
document is an essent
physicists, radiation t]
observed that the CTP)
of treatment plan appi
the probability of a
form errors at the ti
the error rate.

Methods:

* We asked all physi¢
time of second ched

CTP Completeness Project

Recommended Actions:

* The CTP form should be created in ARIA at the time of simulation.

* The attending physician should fill out the CTP at the time of contour approval to the
extent possible, with the understanding that the dose prescription, dose volume
constraints, technique, imaging, and other components of the treatment plan, may
change during the planning process.

+ The attending physician should review the CTP with the planner at the time of plan
approval and correct the form if necessary.

16



CTP Completeness Project

-
Recommended Actions; |
+ The CTP form shoul¢ |

« The attending physi
extent possible, W]
constraints, technig
change during the fJ

* The attending ph:
approval and corr

CTP A3 Project Data

25

23
20
15
10
5

2
: (|

. )

Q2 2016 Q32016 Q4 2016 Q12017 Q22017

Pattern Analysis (similar incidents) with the
Electronic Incident Learning System

.

Number of Incidents Per Time Intervals

1

1
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PROJECT

Timeliness of Patient Treatments

D)D) ) ) |

Project Leads
Phillip Chow, M.S., Medical Physicist
Nzhde Agazaryan, Ph.D., Professor

Thavie Gl
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Fishbone Diagram of Patient Care Pathway

5. Treatment delivery

3. Treatment olanninel s
1. Consultationl J—— S
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Fishbone Diagram of Patient Care Pathway

1. Consultationl

Thavie Gl
@ et ot Ve [T37 Ilealth




Database for Tracking Treatment Planning Process

MOC Project

[

il CielVen
Medlicine:

B

Ilealth

Database for Tracking Treatment Planning

Process MOC Project

1} Status.
Patient Consulted
Simulation Pending
Simulation Complete

Pending Insurance

’
2

3

4

5 CT Imported; waiting for MR
6 MR Imported; waiting for CT

7 Contours Needed

8 Contours ready for review

9 Rad Onc Contour approval needed
10 Neuro Contour approval needed
11 Contours Approved

12 Plan Approval Needed

13 Rad Onc Plan approval needed

Dhvid Gelfen
b of Nedicine

»
N

Status
Neurosurery Plan approval needed
Plan approved
QA Pending
Treatment to be Scheduled
Planning In-progress
On Hold
On Treatment
Treatment Complete
Complete; Not Treated
Second Check Needed

Authorization Pending

Ilealth

Patient Simulation to Contours Approved

Intervention, Improvement, Sustainability and Continuous Improvement

Wait Time for Contours

s
Intervention #1: February 2012
Procedural Changes
.
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Patient Simulation to Contours Approved
Intervention, Improvement, Sustainability and Continuous Improvement

Wait Time for Contours

Intervention #1: February 2012
Procedural Changes

Average Wait Time for Contours (Days)

DASHBOARD
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Patient Simulation to Contours Approved
Intervention, Improvement, Sustainability and Continuous Improvement

Wait Time for Contours

Intervention #1: February 2012
Procedural Changes

b

Average Wait Time for Contours (Days)

Incorrect Vertebral Body Alignment

Irradiated Area

Not A Reportable Incident

Tlealth

A flashlight and spine can be successfully fused without
alerting the therapist of any error

3 Pkt Y iealth
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Automated Patient Identification and Localization
Error Detection Using X-Ray Setup Images

If a computer algorithm can
differentiate these two men
from their pictures....

.... can a computer
differentiate two patients
from their x-rays?

TDhavid Gelle
@ i [Ty lealth

Automated Patient Identification and Localization
Error Detection Using X-Ray Setup Images

International Journal of Radiation
Oncology*Biology*Physics

Volume 87, Issue2, 1 October 2013, Pages 300-303

Physics Contribution
Automated Patient Identification and Localization Error Detection Using
2-Dimensional to 3-Dimensional Registration of Kilovoltage X-Ray
Setup Images
James M. Lamb, PhD & * &, Nzhde Agazaryan, PhD, Daniel A Low, PhD

‘Show more

http:/idx.doi.org/10.1016/ijrobp.2013.05.021 @ 3 Getrights and content

@ Disid Giellen (A ITealth

Histogram of similarity measures of correctly and
incorrectly matched cranial radiotherapy patients

04

Cranial Patient ID

035

03

025 -

= Correct Patient
Incorrect Patient

Normalized Frequency
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Histogram of similarity measures of spinal cases
localized to the correct and incorrect vertebral body

Vertebral Body Localizations

m Correct Localization

Incorrect Localization

Normalized Frequency

Ilealth

The method will likely result in overall practice improvement

Example of spinal treatments localized to the correct and incorrect vertebral body

L/R Radiographs

Tlealth

Secondary Category Of Incidents

Ilealth
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Plan Name Standardization

Plan Name:

I/B/S# + L/R + Md + Name + BI/NB + Blk/NBIk + R#

LI, M, B/NS, BIk/NBIK, R¥ used any whan applicable

= Ittt Leeft MName = & character Name 8= Balus Block = Bk
8% « Booan R Right B = Raisions NB=NoBolus  NoBlock = NElk
s#asipy Md=2c
Examples: 11LAcNe 11WBrnR1 11TBIBIk

B1LBrstBIR1 11Prst B2BOTR1
Nama - Lang torm abbroviation +Long Form

s At i

Ay Bed B

> Body By

avrg C19ine =

arus cerral a

Dhavidh Gelfen
# Nlesdicine:
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Prospective Chart Rounds
RO-ILS Submission Resulted in Chart Rounds Schedule Change

Percent Patients Reviewed in Chart Rounds Prior to Treatment

100% Rl
90% Kl
20% Kl
70% R
60% Kl
50%
40% R
30% R
20% R
10% R

0%

Prior to February 2015 February - March 2015 Currently

A3 PROJECT

CT Simulation Ordering Accuracy

Dhavidh Gelfen
# Nlesdicine:

E). .D. Ilealth
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Problem Statement

Over the last calendar year there have been
38 near misses, wrong set ups, ambiguities in SIM orders
reported in RO-ILS

Ilealth
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PRODUCT

Kaizen (82Z) is the Japanese word for "continual improvement* or "change for better*

Kaizen events are short duration improvement projects with a specific aim for improvement

Ilealth
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yE] 1. Diagnosis Change-no code HIGH HIGH
Opportunities b T

- las N " asEaoaniezz  11-Authorization not ceared HIGH  HIGH
® 1 13. Multiple sites on one order HIGH HIGH
H 14. Clarity on intentions HIGH HIGH
§ b e
3 b
[ T WeH D
5 15.Level Loading Machines e Low
- 817,18 2. Multiple sites on one order Low  HiGH
g " eI T
= 17. Labs not ordered Low HIGH
1“1 2 18. Missed pregnancy test Low HIGH
Fraquancy Hf Occurence 7. AVS not editable if done by attending Low Low

b o NV
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Future State (July) — 2 Step Process
Scheduling and Setup Separated
Went from 38 Questions to 16 Questions
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Nzhde Agazaryan, PhD, DABR

Professor of Clinical Radiation Oncology
Professor of Physics and Biology in Medicine

Chief of Clinical Medical Physics
UCLA Health System Quality Officer

The UCLA Experience with RO-ILS:

Developing a Culture of Safety, Processes, and Metrics

BEUCLA 500 + MeDicre Tlealth
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