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Errors– Why TheyOccur, How to Minimize Themis a 2-daysymposiumfocused

on quality of treatmentin medical physics and the challenges associated with actual

clinical operations. Threepresentationswill be given on eachday of the symposium.

This abstractdescribes theDay1 presentations.

The fi rst presentationin this session provides an overview of the 2-day

symposium. It includes a summary of Failure Modesand Effects Analysis as well as

other process oriented quality tools. The second presentation will examine potential

errors in terms of scenarios, pathways of occurrence, and dosimetry. The goal is to

prioritize error prevention according to likelihood of eventsandtheir dosimetric impact.

The identification and prioritization of potential errors according to frequency and

dosimetric impact will be discussed. As record and verify systems become more

automated;more accurate andefficient datatransfer will occur,hopefully reducingpaths

of certain errors, but potentially introducing new paths if systematicchecks are not

introduced. The final presentation in this sessionwill be in the form of a casestudy of

threeincidents:Glasgow,Epinal, and anothercentre. Each incident will be described.

The quality of the investigationsfollowing eachincident will be discussed. Finally, the

major root causeswill beelucidatedalong with therelevanceof lessonslearntfrom each

incident.

Presentation 1 Introduction:why errors occurandmethodsto howthem

Presentation 2 Pathwaysanddosimetric impact of errors in radiation oncology

Presentation 3 Casestudies in radiotherapy errors


