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Safety reporting and learning — how?

Setting * Voluntary safety reporting system:

* “Setting in an organization that has a regulatory and
enforcement role for the activity discourages trust and
use of reporting”

*  “Independent third party should administer the program
and fulfil the role of an honest broker attending to the

interests of both sides”

NB! Mandatory safety reporting to authorities still needs to be
I A E A done for certain types of events, as defined by the authorities!




Safety reporting and learning — how?

Contents
What makes safety reports meaningful? "the narrative”

Charles Billings (the designer of the Aviation Safety Reporting System in the USA)

Narrative: 1

This incident occurred on straight-in final approach to Runway 31 at my home airport PAO. This flight originated south of SIC. I
was in contact with Norcal on 120.1 for SIC Class C clearance with a hand off to NUQ Tower on 119.55. Cleared through NUQ
class D and advised of info Bravo (winds favoring Runway 31 at PAO) and that PAO Tower was closed. Comm 1 King 155A was
on 119.5 with 118.6 in waiting.

At 1,500 FT and 3 miles focus was on airspeed, landing configuration, and final approach. Wheels down, flaps 15 degrees, 100
KTS, PAPI/RWY 31 lights indicated low on the glide slope and right of mid-line. Corrected alignment and used excess airspeed
with some power to hold altitude to glide slope intercept at 80 KTS. No traffic observed, radio silent. At around 500 FT,
perhaps lower, a high-wing aircraft flew across and above my flightpath. I initiated a go-around and checked Comm 1 setting -
still on 119.55 NUQ and NOT on PAO advisory 118.6. Switched to 118.6 and announced my go-around intentions, the Cessna
also (calmly) announced a go-around and said he had 'called base', which I am sure he had but I had obviously not heard. I
apologized for being on the wrong frequency, entered a right-hand pattern to Runway 31 and landed, followed by the Cessna. I
attempted to confer with the Cessna pilot after tie down but could not locate him on the ramp.

This is a flight I have made many times but rarely at night. Certainly when PAO Tower is operational there is a hand off
instruction from NUQ to switch to PAO frequency. With the Tower closed I still anticipated this prompt and my focus was
elsewhere. In retrospect I should have been proactive and announced to NUQ that I was switching to PAO prior to the final
approach process and not rely on a prompt which may only be a courtesy and not a requirement for the Controller in this
situation.

Synopsis

A pilot talking to NUQ Tower while on approach to PAO had a near miss at 500 FT with an aircraft also on PAO Runway 31 final
but communicating on PAO CTAF because the Tower was closed during night operations.

Describe the incident in detail: A CT-sim patient that started treatment. The positioning of the patient is not noted in the chart when the patient comes
from the CT-sim. The patient has 2 target volumes. When treating the abdomen the positioning is different, there is no
note in the chart on how to position the patient's head. The patient wants her own pillow. At the next fraction it is found
in the chart that she should have had a different head rest. The treatment was finished with 2 fractions. At the first
fraction a move of 1cm cran and 1cm lat was needed, but the next fraction was OK. (ROSIS 1071965082)

\VI\\\}V | A E A There is no substitute for knowing why a system failed or why
£

s a human erred!
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safety-related learning
events (incidents and

near-misses)

Contribute events to the
system for others to learn

from

IAEA

in Radiation
Oncology (SAFRON)

SAFRON

Safety Reporting and Learning System for

Radiotherapy

SAFRON is voluntary and aims to enable global shared learning from safety

Actions

Browse Safety Info by Process Step >

Search for Incident Reports >
Search for Documents & Links >
Request Registration >

View Instructions >

[(CH  Process Steps | Incident Reports | Documents and Links | Registrations | Help

related events and safety analysis in order to improve the safe planning and
delivery of radiotherapy. SAFRON is provided by the IAEA

IAEA | SAFRON - Safety in Radiation Oncology

Featured Incident Reports

Incorrect calibration of machine output

Electron beams of 7 and 11 MeV were calibrated
incorrectly, resulting in underdosage of 17-18%. On
the same machine, a photon beam was calibrated
incorrectly, resulting in overdosage of 5%. In

Misapplication of distance correction

An institution treated most patients with a constant
source-skin distance (SSD) technique, although
some patients were treated with a constant source-
axis distance (SAD) or isocentric technique.

Dataset. All incident reports

Featured Documents & Links

Task Group 142 report: Quality assurance of
medical accelerators

This is an AAPM report on quality assurance of
medical accelerators. It provides the reader with
information on up-to-date recommendations of
Table Il of the AAPM TG-40 report on quality
assurance.

Acceptance Testing and Commissioning of Linear
Accelerators

This Report gives guidance for the acceptance
testing and commissioning of radiotherapy linear
accelerators and comprises a comprehensive
account, including some of the most recent clinical
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Safety Reporting and Learning System for
Radiotherapy
SAFRON is voluntary and aims to enable global shared learning from safety

related events and safety analysis in order to improve the safe planning and
delivery of radiotherapy. SAFRON is provided by the IAEA.

Process Steps

Incident Reports

Browse Safety Info by Process Step > ’

Search for Documents & Links >

Request Registration =

View Instructions =

(8)1AEA

Documents and Links

SAFRON

IAEA | SAFRON - Safety in Radiation Oncology

Registrations | Help

Featured Incident Reports

Incorrect calibration of machine output

Electron beams of 7 and 11 MeV were calibrated
incorrectly, resulting in underdosage of 17-18%. On
the same machine, a photon beam was calibrated
incorrectly, resulting in overdosage of 5%. In...

Misapplication of distance correction

An institution treated most patients with a constant
source-skin distance (SSD) technique, although
some patients were treated with a constant source-
axis distance (SAD) or isocentric technique....

nternational Centre, PO Box

Dataset: All incident reports

Featured Documents & Links

Task Group 142 report: Quality assurance of
medical accelerators

This is an AAPM report on quality assurance of
medical accelerators. It provides the reader with
information on up-to-date recommendations of
Table Il of the AAPM TG-40 report on quality
assurance...

Acceptance Testing and Commissioning of Linear
Accelerators

This Report gives guidance for the acceptance
testing and commissioning of radiotherapy linear
accelerators and comprises a comprehensive

v

account, including some of the most recent clinical...

100, 1400 V

enna, Austria
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IAEA | SAFRON - Safety in Radiation Oncology

m Process Steps Incident Reports Documents and Links Registrations Help

Browse Process Steps

You can view all the process steps for a selected treatment modality.

All process step for: | External beam radiotherapy v

& 3. Treatment phase
= 3.1. Treatment setup
= 3.1.1. Patient setup
3.1.1.1. Patient ID process
3.1.1.2. Patient data ID process
3.1.1.3. Explanation/instructions to patient
3.1.1.4. Patient positioning
3.1.1.5. Use of reference marks
3.1.1.6. Other
= 3.1.2. Treatment unit setup
3.1.2.1. Setting of treatment machine parameters
3.1.2.2. Setting of collimator angle
3.1.2.3. Setting of jaw position
3.1.2.4. Setting of asymmetry

3 . g-afC0 position/angle
3.1.2.6. Setting of energy
T .
3.1.2.8. Other
= 3.1.3. Use of treatment accessories
3.1.3.1. Use ofimmobilization devices

gofTronitor units

pataset: All incident reports

v

m
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g@} IAEA | SAFRON - Safety in Radiation Oncology Dataset: Allincident reports ~ ~
|

m Process Steps Incident Reports Documents and Links Registrations Help

View Safety Information for 3.1.46. Setting of energy

You can view own/all incident reports and other Sa¥efycinformation related™o a specific process step.

Incident Reports

Incident Headline Actions
Wﬁeﬂ\ @ View
Gadvertently re-setting energy in R&V systeb P View
~— —
Input check P View
Treating with wrong energy P View
Patient treated with another energy than that planned @ View
Energy wrongly set-up on treatment unit P View
Wrong energy used to treat field P View
Energy incorrectly entered P View
Input error P View
Treatment with energy other than that prescribed P View
12

Related Document and Links

No Document & Link record found.
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View Incident Report

You can view incident report details below.

»  Add to Home Page & Edit Incident Report

Inadvertently re-setting energy in R&V system

Treatment modality:

Date of discovery:

Who discovered the incident?
How was the incident discovered?

What phase in the process is the incident
associated with?

Where in the process was incident discovered?
Was anyone affected by the incident?

Was any part of the prescribed treatment
delivered incorrectly?

How many fractions were delivered incorrectly?
Total number of fractions prescribed:
Prescribed dose per fraction (Gy):

Ifrelevant, please estimate the dose deviation
from the prescribed dose per fraction:

Clinical incident severity:

Ifthe incident-cause is related to equipment
(hardware or software), please specify the make,
model and version number:

Describe the incident in detail:

Describe the causes of the incident:
Describe contributing factors to the incident:

Suggest preventive action(s):

External beam radiotherapy

Radiation therapist/Staff at treatment unit treating patients
Found at later stage during patient treatment
3.1.2.6. Setting of energy

3. Treatment phase
Yes, one patient
Yes

No information provided

Involving 6 fractions of total 10. For the 1st 6 treatments the patient got treatment at 6MeV instead of the prescribed
9MeV. All information was entered correctly into visir including energy @ 9MeV. On day 1 the gantry angle was
changed. While this was being changed the energy was accidentally changed to 6MeV. It was not noticed until day 6
as the energy inside the treatment sheet was incorrectly entered as 6MV not 9MeV. Non-correctable. (ROSIS
1050966102)

Change to treatment after treatment was prepared and all checks had been carried out, involved accidentally
changing another parameter. Change required double signature - should have been spotted by second person - but
as checks had all been done before,

Afull check of the information on-screen should be done before double-signing any change to that screen. This
should be followed by repeating the standard print-out check.
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Dataset: All incident reports

All incident reports .
Help mwn incident reports

Process Steps Incident Reports Documents and Links Registrations

View Safety Information for 3.1.2.6. Setting of energy

You can view own/all incident reports and other safety information related to a specific process step.

Incident Reports

Incident Headline Actions

Wrong energy selected @ View
Inadvertently re-setting energy in R&V system P View
Input check P View
Treating with wrong energy P View
Patient treated with another energy than that planned P View
Energy wrongly set-up on treatment unit P View
Wrong energy used to treat field @ View
Energy incorrectly entered P View
Input error P View
Treatment with energy other than that prescribed P View

12

Related Document and Links

No Document & Link record found.
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IAEA | SAFRON - Safety in Radiation Oncology Dazcer Allincident reports v
Home Process Steps Incident Reports Documents and Links Registrations Help

View Safety Information for 1.1.1.4. Commissioning
You can view ownvall Incisent reports and omer s3%ty Information related 1 3 Spacific proocess step.

Incident Reports
Incident Headline Actions
Orthovoltage equipment not properly calibrated » View
Incorrect use of a plane parallel chamber » View
Error in correction for atmospheric pressure > View
Error in correction for atmospheric pressure » View
Incorrect calibration procedures » View
Calibration error after a source change in a Co-80 unit » View
Incorrect calibration of machine output » View
Calibration error after changing a Co-£0 teletherapy source » View
Incorrect calibration of 3 machine with asymmetric jaws » View
Lack of communication regarding units of output of a treatment machine » View
12

Related Document and Links

Type  Title Process Step Modified

Link |AEA Safety Reports Series No. 17: Lessons Learned from Accidental 1.1.1.4. Commissioning 2012-04-12 14:27
Exposures in Radiotherapy (4.7MB)

Link | |IAEA Report: Accidental O p of R apy Path in San | 1.1.1.4. Commissioning 2012-04-12 14:42
José, Costa Rica (2.75MB)

Link | ICRP Presentation: Prevention of Accidental Exposures to Patients 1.1.1.4. Commissioning 2012-04-12 15:40
Undergoing Radiotherapy (.8MB)

Link | Cancer Care Ontario: The Ottawa Orthovoltage Incident, Report of Panel | 1.1.1.4. Commissioning 2012-06-29 11:11
of Experts

Link Report ¢ ing the radiotherapy incident at the universtiy hospital 1.1.1.4. Commissioning 2012-08-29 11:17
centre in Toulouse-Rangueil H

Link | Review of the Radiation Incident at Royal Adelaide Hospital Report 1.1.1.4. Commissioning 2012-06-28 15:37
15/8/08

Link |Task Group 142 report: Quality of medical accek 1.1.1.4. Commissioning 2012-08-27 15:04

Link | Modemn-Day Linear Accelerator Acceptance Testing and Commissioning | 1.1.1.4. Commissioning 2012-08-27 15:11

Link | Accelerator beam data issioning equip and p d : 1.1.1.4. Commissioning 2012-08-27 15:12

g p l A E A Link | Acceptance Testing and Commissioning of Linear Accelerators 1.1.1.4. Commissioning 2012-08-27 15:14




Safety reporting and learning — what?

Commeon understanding of parameters for safety reporting systems

Severity grading; Causes / contributing factors classification; Standardized
process map; Other terminology

s QY N
BI& % »,.._ififiiii E Incident Severity Examples: Clinical Incident Individuals to be notified
Critical Incident Radiation dose or medication error causing Immediately notify: Senior
< death or disability. Management, Manager,
= Dose variation from prescribed total dose of [ Supervisor, Physician
I >20%.

Completely incorrect volume.

Radiotherapy error 2 Major Incident I Dose variation from prescribed total dose of Immediately notify: Senior I
& ASN-SFRO

g = SCALE APPLICATION VTS GASES CONSEQUENCES
Potential for INPREDI ¥
« Radiation incident? > el - (UNPREDICTED, UNEXPECTED) (CTCAE V3.0 GRADE)
NO incident? . [ Pk
| k3 o event, dissbling Dose orimadiated volume much geater than the  Serous unexpected or unpeedbitable scute o
cor ar derable doses or volumes delayed effect, grade
Reportable? NO — m
l POt,em'al Major et g eration o one or more - Severe unexpedied or unpeedicable acute or
Incident ongars or functions. tolerable doses or volumes delayed effect, grade 3
Correctable 2 INCIDENT E el [t e gty
NO e - A Reference Guide for _ e e i R
i dartd . : .
| indident? Learning from Incidents in m bt st diesc s I =
= cid dinica
Radiation Treatment R Ershe)
Dose error \:u—mvﬂ-umw wnits, M:e‘v e
st — o et with s consequences for the st Eoep ol st o 2 s e e d
7] Potentially or NO AHFMR ) ! ERioe o i
- actually clinically _) RGN T IADG AR
) significant/ B
iy I .
A
6 SERIOUS ACCIDENT -
Level 1 Level 2 Level 3 Level 4 Level 5 -
Reportable Non-reportable Minor Near miss Other non- )
radiation incident radiation incident radiation incident conformance -
|z
.| Prescription
L | -
. =
-
)
fleaucnt Imaging » Volumes | Planning » Review | VmeETmEE =
i N starts (1-n)
y R ‘v Y y 2 1 ANOMALY 2
) IAEA )

Below Scale /Level 0
NO SAFETY SIGNIFICANCE

t

R i CT, NT:T/CT, TP

A
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Process steps

IAEA | SAFRON - Safety in Radiation Oncology Dataset Al incident reports ~ ~

Home |QENCICLESELEM Incident Reports | Documents and Links | Registrations | Help

Browse Process Steps

You cgn view all the process steps for a selected tregtment modality.

U.K.

= 3. Treatment phase -
= 3.1. Treatment setup
= 3.1.1. Patient setup
3.1.1.1. Patient ID process
3.1.1.2. Patient data ID process
3.1.1.3. Explanationfinstructions to patient
3.1.1.4. Patient positioning
3.1.1.5. Use of reference marks
3.1.1.6. Other
= 3.1.2. Treatment unit setup
3.1.2.1. Setting of treatment machine parameters
3.1.2.2. Setting of collimator angle
3.1.2.3. Setting of jaw position
3.1.2.4. Setting of asymmetry
3.1.2.5. Setting of couch position/angle
3.1.2.6. Setting of energy
3.1.2.7. Setting of monitor units
3.1.2.8. Other
= 3.1.3. Use of treatment accessories
3.1.3.1. Use ofimmobilization devices i

WHO

All process step for: | External beam radiotherap

m

IAEA

&Lﬁ
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Severity scale

Incident Severity Help
* Minor Incident
‘ a n a d a e Dose variation from prescribed total dose of <5%
e Near miss or unsafe condition which could potentially cause a
treatment error
e Patient complaint

« Potential Serious Incident
e Anear miss that could have been a serious incident

HTA

* Serious Incident
o Dose variation from prescribed total dose of 5- 10%
« Radiation dose or medication error causing side effects requiring minor
treatment or ongoing monitoring and assessment

e Setupvariation = 1cm - no critical structures included

« Potential Major Incident
e Anear miss that could have been a major incident

INITIATIVE SERIES

« Major Incident
o Dose variation from prescribed total dose of 10 - 20%
. e Radiation dose or medication error causing side effects requiring major
L A R_eferfence IGU.Ige ftOI'_ treatment and intervention or hospitalization
eaming from Incldents In Set up variation that will/could impact on normal tissue (e.g. heart, lung,

Radiation Treatment eyes, kidney etc.)

AHFMR B .
HEALTH TECHNOLOGY ASSESSMENT UNIT o Critical Incident
e Radiation dose or medication error causing death or disability

o Dose variation from prescribed total dose of =20%
e Completely incorrectvolume

() 1AEA
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Many other
parameters
ROSIS

ROSIS(b

Radiation Oncology Safety Information System

)

S

IAEA

044«%\
=

£

View Incident Report

You can view incident report details below.

»  Add to Home Page o Edit Incident Report

Inadvertently re-setting energy in R&V system

Treatment modality:

Date of discovery:

Who discovered the incident?
How was the incident discovered?

What phase in the process is the incident
associated with?

Where in the process was incident discovered?
Was anyone affected by the incident?

Was any part of the prescribed treatment
delivered incorrectly?

How many fractions were delivered incorrectly?
Total number of fractions prescribed:
Prescribed dose per fraction (Gy):

If relevant, please estimate the dose deviation
from the prescribed dose per fraction:

Clinical incident severity:

Ifthe incident-cause is related to equipment
(hardware or software), please specify the make,
model and version number:

Describe the incident in detail:

Describe the causes of the incident:
Describe contributing factors to the incident:

Suggest preventive action(s):

External beam radiotherapy

Radiation therapist/Staff at treatment unit treating patients
Found at later stage during patient treatment
3.1.2.6. Setting of energy

3. Treatment phase
Yes, one patient
Yes

No information provided

Involving 6 fractions oftotal 10. For the 1st 6 treatments the patient got treatment at 6MeV instead of the prescribed
9MeV. All information was entered correctly into visir including energy @ 9MeV. On day 1 the gantry angle was
changed. While this was being changed the energy was accidentally changed to 6MeV. It was not noticed until day 6
as the energy inside the treatment sheet was incorrectly entered as 6MV not 9MeV. Non-correctable. (ROSIS
1050966102)

Change to treatment after treatment was prepared and all checks had been carried out, involved accidentally
changing another parameter. Change required double signature - should have been spotted by second person - but
as checks had all been done before,

Afull check of the information on-screen should be done before double-signing any change to that screen. This
should be followed by repeating the standard print-out check.
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Why so many parameters in common with other systems?

Incident
reports

Other
systems

Other
info

¢ AN
(<) IAEA
£

Input Output

SAFRON

e.g. IAEA, ROSIS, ASN, ...

Local
info

Shared
info

Targeted
guidance
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() 1AEA

Home Process Steps Incident Reports

View Incident Report

You can view incident report details below.

IAEA | SAFRON - Safety in Radiation Oncology Dataset: All incident reports ~ ~

Documents and Links Registrations Help

» Add to Home Page o Edit Incident Report

Entering parameters manually in the R&V system

Treatment modality:

Date of discovery:

Who discovered the incident?
How was the incident discovered?

What phase in the process is the incident
associated with?

Where in the process was incident discovered?
Was anyone affected by the incident?

Was any part of the prescribed treatment
delivered incorrectly?

How many fractions were delivered incorrectly?
Total number of fractions prescribed:
Prescribed dose per fraction (Gy):

If relevant, please estimate the dose deviation
from the prescribed dose per fraction:

Clinical incident severity:

Ifthe incident-cause is related to equipment
(hardware or software), please specify the make,
model and version number:

Describe the incident in detail:

Describe the causes of the incident:

Did the incident reach the patient?

What safety barrier failed to identify the incident?
What safety barrier identified the incident?

What safety barrier might have identified the
incident?

Describe contributing factors to the incident:
Suggest preventive action(s):

External beam radiotherapy

Radiation therapist/Staff at treatment unit treating patients
Found at the time of first patient treatment during regular checks
2.7.1. Choice of data entry method (input vs transcription)

3. Treatment phase
Yes, one patient
Yes

No information provided

Patient treated after mastectomy. Treatment plan is imported in R&V system, but doses are entered manually. Chart
and parameters in R&V system is checked by other therapist. Despite this it is found during treatment that for field 3
the R&V system sets 200MU but the chart says 39MU. The radiation is immediately interrupted. The patient received
154MU to field 3 instead of 39MU. (ROSIS 1072051502)
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£} IAEA | SAFRON - Safety in Radiation Oncology

Process Steps Incident Reports

View Incident Report
You can view incident report details below.

Documents and Links Help

Entering parameters manually in the R&V system

Treatment modality:

Date of discovery:

Who discovered the incident?
How was the incident discovered?

What phase in the process is the incident
associated with?

Where in the process was incident discovered?
Was anyone affected by the incident?

Was any part of the prescribed treatment delivered
incorrectly?

How many fractions were delivered incorrectly?
Total number of fractions prescribed:
Prescribed dose per fraction (Gy):

If relevant, please estimate the dose deviation from
the prescribed dose per fraction:

Clinical incident severity:

If the incident-cause is related to equipment
(hardware or software), please specify the make,
model and version number:

Describe the incident in detail:

Describe the causes of the incident:

Did the incident reach the patient?

What safety barrier failed to identify the incident?
What safety barrier identified the incident?

What safety barrier might have identified the
incident?

Describe contributing factors to the incident:
Suggest preventive action(s):

External beam radiotherapy

Radiation therapist/Staff at tr t unit treating pati

Found at the time of first patient treatment during regular checks
2.7.1. Choice of data entry method (input vs transcription)

3. Treatment phase
Yes, one patient
Yes

No information provided

Dataset: | All incident reports B

Patient treated after mastectomy. Treatment plan is imported in R&V system, but doses are entered manually. Chart and
parameters in R&V system is checked by other therapist. Despite this it is found during treatment that for field 3 the R&V
system sets 200MU but the chart says 39MU. The radiation is immediately interrupted. The patient received 154MU to

field 3 instead of 39MU. (ROSIS 1072051502)

— o —

Would you like to assess the risk level of this event in
your facility with the risk Matrix Methodology

18
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Access to SEVRRA-SAFRON

|/ 0 tocalhost8080/indechtm! x Y [ SEVRRA_SAFRON.PS Stor, X (=] SEVRRA - Risk Analyss

&« C | [} localhost:8080/riesgo/usuarios/safron-a.php?idsuceso=

Initiator Event

Code: AL-PACS.1

Name: A mistake in the introduction of the parameters of the plan of treatment on the accelerator. it
applies only to the case that parameters are manually entered.

Treatment Linear Accelerator

Modality:

Phase in the |Beginning of treatment | Risk Assessment Report |
process:

Process sub- |None

phase:

Frequency: High
Probability: | High
Consequence: High

Default Risk
FH PH CH -

From the list bellow, choose those barriers that are implemented in vour facility: | Analyze the radiotherapy senice
Barriers | Frequency reducers ] Consequence reducers
“Image portal in the first session of the treatment, to be evaluated by the ’ Existence of Protocol for editing cases | “Daily positioned of the patient, in which radiotherapy technicians can detect

oncologist and the medical physicist, with which the treatment geometry errors
are detected”

geometry or doses errors by visual signs (coloration of the skin, etc.)”

“Weekly medical check-up of the patient that can detect errors in the administration
“Live dosimetry at the initial session of the treatment, to verify the of the treatment, or error from the previous stages.”
correspondence of the doses administered with the planned ones, allowing

. During the daily administration of the treatment the technician contrasts the inttial
errors detection in the administration of doses’

data from the treatment against the information contained in the spreadsheet of the
In the beginning of treatment the physicist and the technician contrast the initial treatment being able to detect this error

data from the treatment against the information contained in the spreadsheet of
the treatment and can detect this error.

Compute risk level | Do you have another barrier in your facility for this event? Add it




SAFRON next developments

Access to SEVRRA-SAFRON

| [£] localhost:8080/index.html xv SEVRRA_SAFRON_P5.Stor va .

SEVRRA - Risk Analysis

&« C 0 localhost:8080/riesgo/usuarios/safron-a.php?idsuceso=71
Initiator Event

Code: AL-PACSA

Name: A mistake in the introduction of the parameters of the plan of treatment on the accelerator. It

applies only to the case that parameters are manually entered.
Treatment Linear Accelerator

Modality:
Phase in the |Beginning of treatment
process:

Process sub- |None
phase:

Frequency:  |High
Probability: | High
Consequence: High

Risk with barriers and reducers
FH PVL CH = RM

From the list bellow, choose those barriers that are implemented in vour facility:

A e A il )

DY
n

| Risk Assessment Report |

| Analyze the radiotherapy service \

Barriers |

Frequency reducers

| Consequence reducers

v “Image portal in the first session of the treatment, to be evaluated by the ’ ¥
oncologist and the medical physicist, with which the treatment geometry errors

Existence of Protecol for editing cases

| v “Daily positioned of the patient, in which radiotherapy technicians can detect
geometry or doses errors by visual signs (coleration of the skin, etc.)”

are detected”

| “Live dosimetry at the initial session of the treatment, to verify the
correspondence of the doses administered with the planned ones, allowing
errors detection in the administration of doses”

In the beginning of treatment the physicist and the technician contrast the initial
data from the treatment against the information contained in the spreadsheet of
the treatment and can detect this error.

"Weekly medical check-up of the patient that can detect errers in the administration
of the treatment, or error from the previous stages.”
During the daily administration of the treatment the technician contrasts the initial

data from the treatment against the information contained in the spreadsheet of the
treatment being able to detect this error

Compute risk level

Do you have another barrier in vour facility for this event? | Add it |

-
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SAFRON next developments

r Y
Add a new barrier or reducer g

Choose between selecting an existing safety barrier not listed on the grid of the initiator event OR adding a new one:

Select an existing safety barrier: DS oW e ety P

Search: We have a team of students in training who is assigned the task of verifying the -~

correspondence between the dalta registered in the computer against the manual

records on the treatment sheet.

QA of the Hospital. Monthly and annual control ¢ a
QA of the Hospital. Monthly control of parallelisn
QA of the hospital. Monthly control of the qualit v
QA of the Hospital. Monthly tests to the treatme
QA of the Hospital. Periodic tests of the effectiv
QA of the Hospital. Program of monitoring often
QA of the Hospital. Simulation of emergency cor The safety barrier you are adding is performed
QA of the hospital. Tests established the image _ _ _
QA of the hospital. Verified daily by battery pow (7) BEFORE delivering treatment (7) WHILE treatment is delivered (@ AFTER delivering treatment
QA procedure for control of the TAC
QA procedure for TC control

QA procedure to verify the transfer A The barrier you are adding is a:
Quiality control of TPS |
Quality control tests. Check the timer, quarterly ® Lock ©) Training

Quality control tests. Measurement of the positit - Consequence
Quiality control tests. The intensity of the source
Quiality control tests. Timing of traffic from the s ©) Alarm () Administrative Procedure
Radiological emergency plan weight.
Reconstruction methods that minimize technolog _ ~
Record of control sources. (@ Procedure made by 2 or more persons (©) Maintenance
Redundant control that performs the doctor anc
Redundant independent verification of the proce
Redundant tables for manual calculations review
Redundant timer with stop lock. Y,

Barrier dasification

reducer of average

() Procedure made by 1 person () Check up or verification
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Upcoming

* Next steps for SAFRON:

* SEVRRA-SAFRON
* Brachytherapy
* More regular feedback

(8)1AEA



