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UK radiotherapy safety culture
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Background to reporting & learning
100% clinics

1St RTE
: . engaged
National ~ analysis& 5.0,
Guidelines publication

Department of 2008 2010
Health Initiative
_ 2006

National

Reporting&

Learning System

2003 ‘

National
Legislation
2000 ‘
Oualit National Reporting &
uality ]
Assurance i ‘ Learning System
RT 1990’s

 History of being open about incidents

Local Reporting & and ever increasing reporting culture
Learning System
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Background to reporting & learning

Provides:

1. Terminology for describing
radiotherapy errors (RTE)

2. Radiotherapy pathway coding
for describing where the RTE
has occurred

3. Classification system for
describing the severity of the
RTE

4. 37 recommendations on
Improving patient safety in
radiotherapy including the

https://Awww.rcr.ac.uk/towards-safer-radiotherapy  @stablishment of a NRLS

5 How to share experience?




Reporting & learning system - mechanism
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RTE analysis
@mable radiation incideﬁ

2 Non-reportable radiation incident l
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Number of Reports
Classification of reports from December 2013 to November 2015 (n = 12691)
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RTE analysis
5k Authorisation to iradiate  IEEG—

13¢ Patient positioning  IE———
5a Completion of request for treatment  IEEEEE——————————
10f Production of images demonstrating correct detail  ——————————————
13aa On-set imaging: approval process
10b Posttioning of patient I
13k ID of reference marks I

10¢ Localisation of intended volume
13z On-setimaging: production process  IEEEEE——

13l Movements from reference marks #|

Number of reports

Breakdown of the most frequently occurring level 1 (reportable radiation incident) process subcodes, from
December 2013 to November 2015 (n = 134/232 subset of reports)
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RTE analysis

|
6a Bookings made according to protocol I = Level 1
— | = Level 2
131 Movements from reference marks I - = Level 3
il -
11n Recording of patient specific instructions . Level 4
) ™~ Level 5
110 Management of process flow within planning
i |
13bb On-set imaging: recording process -
i ] ]
10j Documentation of instructions/information -
[ | ]
12f Accuracy of data entry -
i ) | T
13aa On-set imaging: approval process |I_
- | [ |
- | | - | —
- 1 1 1 1 - -
o 200 400 600 200 1000 1200

Mumber of reports

Breakdown of reports by most frequently occurring process subcode and classification level, from
December 2013 to November 2015 (n = 5454/12691 subset of reports)
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RTE analysis

(13¢) Setting of couch position/angle

(13aa) On-set imaging: approval process

Voluntary data

m [nspectorate data
(5a) Completion of request for reatment

(10b) Positioning of patient
(13k) ID of reference marks
(132) On-set imaging: production process S — —————

(10f) Production of images demonstrating correct defall |  ————

(10c) Localisation of intended volume | —

(13)) Movements from reference marks S T

4 6 8 10 12
Percentage of reports

o
M2

Breakdown of inspectorate and voluntary data as a percentage of most frequently occurring process
subcodes, from December 2013 to November 2015 (n = 248/437 and 121/232, respectively)
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RTE Analysis — Comparison of classification levels as %
of RTE reports
B 1 Reportable

radiation incident
radiation incident

® 3 Minor radiation
incident

‘ ‘ ‘ ‘ ‘ 5 Other non-

conformance
oo |||

0% 20% 40% 60% 80% 100%

2014 (n=7655)
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Error analysis - Comparison of most frequently
reported process subcodes

13z On-setimaging: production process 2012 109 3.30%

2014 366 4.80%

2016 1067 8.40%

131 Use of on-set imaging 2012 65 2.00%

2014 302 3.90%

tincrease 2016 825 6.50%
10j Documentation of instructions/information 2012 120 3.60%

2014 295 3.90%

2016 528 4.20%

13bb On-set imaging: recording process 2012 74 2.20%

2014 222 2.90%

2016 463 3.60%

131 Movements from reference marks 2012 130 3.90%

2014 226 3.00%

|Decrease 2016 313 250%
12f Accuracy of data entry 2012 188 5.70%

2014 387 5.10%

2016 543 4.30%

11n Recording of patient specific instructions 2012 80 240%

2014 223 2.90%

Neither 2016 336 260%
13aa On-set imaging: approval process 2012 194 5.90%

2014 343 4.50%

20186 733 580%
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Shared learning from RTE

Dissemination of learning:

Publication of biennial reports (4

Issues since 2010)

Publication of tri-annual newsletter
& full data analysis (20 issues

since 2010)

Targeted email alerts & e-

subscribe available

Public Health
England

Protecting and improving
the nation's heaith

elcome to the 20th issue of Safer

Radiotherapy. The aim of the
newsletter is to provide a regular update
on the analysis by PHE of radiotherapy
error (RTE) reports. These anonymised
reports are submitted on a voluntary
basis through the National Reporting and
Leaming System (NRLS) of NHS
England or directly to PHE, to promote
learning and minimise recurrence of
these events.

Safer RT is designed 1o disseminate
leaming from RTE to professionals in the
radiotherapy community to positively
influence local practice and improve
patient safety.

Published three times a year, Safer RT
contains key messages and trends from
the analysis of four-month periods of
RTE reports.

Any comments and suggestions for
inclusion in the newsletter would be
gratefully received. They should be sent
1o radiotherapy@phe.gov.uk

Thanks to all contributors 10 this issue.
The next issue of Safer Radiotherapy will

Safer Radiotherapy

Radiotherapy Newsletter of Public Health England
September 2016 Issue 20

Patient Safety in Radiotherapy
Steering Group (PSRT)

Leslie Frew, Head of Radiotherapy
Physics Service. Beifast City Hospital
and IPEM representative on the PSRT
since its establishment in 2010 has
stepped down from the group. Leslie’s
dedication o improving patient safety

This document includes a refinement of
the radiotherapy pathway coding and
proposal of causative factor and safety
barmier taxonomies. These will be adapted
for use as part of the development of the
national analysis of RTE.

Subscribe to Safer Radiotherapy

through the pr o
use of ionising radiation was evident in
his immense contribution to the group’s
work.

The PSRT weicomes Dr Carl
Rowbottom, Head of Physics, The
Clatterbridge Cancer Centre, as the
new IPEM representative. Car's

i and i of
radiotherapy service delivery and keen
interest in safety culture will be
instrumental in the future
development of the PSRT's work
programme.

The Development of Leaming from RTE
gudance document wil shortly be
published in association with the
professional bodies.

To subscribe to email alerts for these
publications please follow the link
below and enter your email address:

https:/public.govdelivery.com/
accounts/UKHPA/subscribers/

new?preferences=true

\
‘ ‘/ :
The Radiotherapy Team is based at
PHE CRCE Chilton

EDITORIAL HEADUINE

be published in January 2017 and will be
available at hitps:/iwww.gov.uk/ Fourth Biennial Report on Radiotherapy Errors
GOvaIeICON SR Ierkot: and Near Misses

« Contributions to national guidance

and-safety-advice. The fourth biennial report on data submitted for analysis under the national
Madeleine Otirey voluntary reporting and leaming scheme has been published by PHE.
H T T : Interim Editor A total of 12,801 RTE reports from UK NHS RT providers are presented. Inclusion
« Contributions to national meetings e el oy
the of these events. This report highlights no significant change in the
INSIDE THIS ISSUE mdLM 1 and 2 incidents, a slight increase in Level 3 and 4 incidents
- in Level 5 incidents. In addition this report will enable benchmark-
RTE Data Analysis m&«amw!wlu&mmdwanmmmmmdpm
April 10 July 2016

The UK inspectorates for IR(ME)R also shared anonymised synopsis of closed

* International liaison e e

It should be noted that the vast majority of these reports are lower level incidents
having litle or no significant effect on the planning or delivery of individual patient
Brachytherapy. Planning of treatment treatments. Over the past six years reporting levels have increased by 282%
Guest Editorial reflecting a mature patient safety culture and a continued commitment to

* Learning shared as part of the e e ‘

PHE clinical site visits Dot R
www.gov.uk/government/collections/medical-radiation-uses-dose-measurements-and-safety-advice

Error of the Month
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Regulator reports

CareQuality
Commission

IRCME)R annual report

2015

CQC's enforcement of the lonising Radiation
(Medical Exposure) Regulations 2000

September 2016

DRIVING

G g].c EM'E:,‘:": IMPROVEMENT

THROUGH
pimt lw INDEPENDENT AND
Wales OBJECTIVE REVIEW

HIW activities and
enforcement under the
lonising Radiation
(Medical Exposure)
Regulations (IR(ME)R)

Annual Report
2015-2016

Unintended overexposure of
a patient during radiotherapy
treatment at the Edinburgh
Cancer Centre, in September
2015
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http://www.cqc.org.uk/IRMER
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http://hiw.org.uk/IRMER

http://www.gov.scot/Publications/2016/07/8854




Conclusion

« Radiotherapy is generally accepted as being safe.........
« 70-80% of medical errors are based in human factors
« Radiotherapy is complex & evolving

* Need to maintain service provision in a changing landscape -
increasing demands and challenging financial expectations

* Need to optimise learning from events through the introduction of a
safety barrier and causative factor taxonomy

« Building on the existing voluntary healthcare-wide National
Reporting and Learning System

« Facilities comparison of local and national RTE trend analysis
« Supports a risk-based approach to improving safety

e Submitting data to a national reporting and learning system
contribute to safer services
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Future work

e RCR

Safer Radiotherapy

The radiotherapy newsketter of Public Health England

Supplementary Guidance Series
Development of leaming from radictherapy ermors
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Review corrective /preventative or
learning actions in terms of

strategies and tracking

Review use and content of ‘end of
process checks’ or ‘minimum

criteria for checking’

Review the use of proactive risk

assessment in radiotherapy

National group established to
develop similar work in radiology &

nuclear medicine




Thank you

“to err is human:;
to cover up is unforgivable;
and to fail to learn is
inexcusable.”

(Sir Liam Donaldson 2004)

Una.Findlay@phe.gov.uk

Subscribe to the newsletter ‘Safer RT’
https://public.govdelivery.com/accounts/UKHPA/subscribers/new?preferences=true

RTE Publications
https://www.gov.uk/government/collections/medical-radiation-uses-dose-measurements-and-safety-advice
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