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Errors— Why TheyOcaur, How to Minimize Themis a 2-daysymposa focused
on quality of treatrrentin medicalphysicsand the chdlengesassociatedavith adual
clinical operations.Threepresenationswil | be given on eachdayof thesymposia.This
abgract describeshe Day 2 presentations.

Thefirst presentatiorn this sessiorpresentsa frameworkto accrueandanalyze
andreporton radiationtherapyerrorsand nearmissevents from decisionto treatto final
treament All reporteal radiation therapy incidentsandnea-misseventsfrom 2001to
2006wereanalyzed.Eachreportwasstagel accordingo thetype,causeand clinical
impactof theincident. Ead reportidentified whatstageof a generalizedexternalbeam
radiationtherapyprocesstheincident or near-missevent occurred. Theframewak has
allowedtheassessm of trendsin radiationtherapytreatmenincidentswhich will be
presented.Thesecondandthird presentationsin this sesionwill discusgquality
asurance anderrorpahwaysfor radiotherapytechnologie®f Tomotherag and
CyberKrife. Eachof thesepresentdaonswill befrom userswill extensiveacadenic and
clinical experience.Pat of thesepresntationswill focusonthesetechnologis’ relation
to imageguidedtreatmats and issuesf implementatiortha maybe proneto errors (or
poorquality assurancef notundestoodby the MedicalPhysicis. Future needsn the
useof theseequpmens for optimal quality assiranceandsafeoperdion will be

discused.

Presentabn 1 Incidentsin externalbeam radiation therapy:a newtaxonomybasedon a
five yearreview
Presentabn 2 Tomotherapyerror pathwaysandquality assirance

Presentabn 3 CyberknifeQA: currentlandsape,anda mapfor theexploring thefuture



