Guidance Tree for PSLS Event Handling in Radiation Therapy

An error has occurred.

This is not a safety
event. If this event is

not rejected, change

Was the patient harmed, or could the
patient have been harmed? See
Appendix 1

Yes

4 )

Was the patient/could the patient have been
treated incorrectly?
Or
Was treatment/could treatment have been
delayed? Please consider if this delay was
clinically meaningful (ie. wrong time on
appointment card is not a clinically significant
delay).
Or
Did/could the patient receive excess
imaging/imaging dose
Or
Did/could bleeding or infection occur during
planning or treatment?
Or
Was radiation therapy/could radiation
therapy have been inadequately coordinated

l—»

No

—
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with chemo or surgery?

Category Level 1 to
something other than

Radiation Treatment.

This is not a Radiation Treatment
event, change Category Level 1 to
something other than radiation
treatment.

(eg. Fall, Medication, etc)

Ensure Event Description does not include any
identifiers (person, facility, etc.), and provides a clear
description of the event and its immediate outcome.

Avoid the use of BC-specific terminology.

This is a Radiation Treatment event and will
be uploaded into the NSIR-RT.

Category — Level 3: Avoid the use of “Other” if there is

another category in which the event can be included. See
category definitions in the “NSIR-RT Minimum Data Set”
found on the CPQR website.

Near miss

“No”

. e
Ensure Total Dose Did the error reach the patient?

. . |_Yes ie. Did the error, as classified,
Prescribed is < : .
documented in Gray < _ No occur? See Appendix 2
(not cGy).

Near miss

“Yes”

This guidance tree is used for the handling of radiotherapy incidents within the BC Patient Safety and Learning System (BCPSLS). It is shared with permission from BC Cancer. For more information,

contact Alison Giddings at agiddings@bccancer.bc.ca. Additional information about radiotherapy incident investigation is available via the CPQR incident investigation course.
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Appendix 1: Errors not resulting in patient harm

Not all errors in healthcare could result in harm to the patient. The PSLS system is sometimes used by radiation therapy departments to track these types of
errors, or technical variances. Only true safety events, or those events that could result in patient harm, will be included in the upload to the National System for
Incident Reporting (NSIR-RT). Events that could not result in patient harm can either be rejected by the handler (these events remain in the PSLS for tracking and
trending), or removed from Category 1 “Radiation Therapy” and included in another Category 1 such as “Documentation” or “Clinical Process/Procedure”.

Examples:

1. The patient is being treated for cancer in their right breast. Treatment is planned for the right breast, but fields are labeled as “Left” in ARIA.

While this is an error, it is not a safety event. There is no conceivable scenario in which this patient would receive treatment to their left breast. This
could be categorized under “Documentation”.

2. Only one source used for second laterality check.

While this constitutes an error in following the laterality policy, the laterality of the patient’s diagnosis or treatment plan was never in question. At no
time was there a chance that they would be treated incorrectly. This could be categorized under “Clinical Process/Procedure” or “Documentation”.

Appendix 2: Near miss

Events that do not reach the patient are considered a “Near Miss”. If an event reaches the treatment unit and is caught just prior to treating a patient, it is likely
still a “Near Miss”, unless there is a clinically significant delay in treating the patient, or the patient is impacted psychologically. It is helpful to consider the

Category — Level 3 in which the event is placed.
Examples:

1. The patient was scanned with one arm up and one arm down. The set up sheet indicated both arms up. This was discovered on first patient set up as
one of the treating therapists had scanned the patient.

Category — Level 3 for this event is “Wrong patient position, setup point or shift." It would be considered a near miss as this patient was not treated in
the wrong position.

2. After setting up a patient for treatment to the right breast, radiation therapists applied isocentre moves as indicated in the set up sheet. The move was
documented as 6.0 cm left, but was, in fact, 6.0 cm right.

Category — Level 3 for this event is “Wrong patient position, setup point or shift.” It would be considered a near miss as the correct move was applied
before imaging and treating the patient.
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