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ABSTRACT

Background and purpose: This pilot research study, had design QA procedures at the
radiation department and oncology Chiengmai University. To assess incidents and frequency
of errors during the preparation radiation treatment, before delivery of physicist and
radiographers. To evaluate the effectiveness of checking program implemented to improve
the quality of the radiotherapy process.

Material and process: As the prescription and all treatment details are recorded in each
patient’s treatment sheet. Before start planning and delivering radiation to patients. For the
purpose of incident reporting, the checking QA procedures are divided in two sub-units at
planning two checking-stations. And other checking-stations originate at treatment room.
These utilize independent checking. At planning room, firstly all prescription details must be
checked by one physicist (primary check). Secondly, all data of physical and geometry details
must be checked by secondary check or repeat double-checks by another physicist. Tertiary,
radiotherapy technologists must verify the major treatment parameters in the treatment sheet.
If the errors are founded in three check-stations, these errors must be correct and improved in
patient’s treatment sheet before this patient’s treatment sheet pass to next procedures and
these errors must be corrected and recorded on incident form. An incident report team meets
monthly to review and analyze the incident report received. This team consists of all physicist
and radiotherapy technologists and additional head staff member.

Results: In this study the incident primary form and the incident secondary forms were
improved three times (version.3), and the incident tertiary form was improved ten times. Total
108,471 parameters in QA forms of primary check and secondary check from 1,903 patient’s
treatment files were checked during 35 weeks. The numberof errors were detected 129
(6.78%) erroneous entries in primary check, including 86 errors (4.52%) erroneous entries in
secondary check, while total patient’s treatment sheet in tertiary check were 1,263 from 8,841
parameters in QA forms during 23 weeks. The number of errors were detected 58 (4.59%) at
tertiary-check before or during delivery. Regarding at tertiary-check the origin of these
problems, the majorities (3.96%) were generated in the incomplete of document to checking
and the minorities (0.63%) were generated in the recorded and verify system.

Conclusion: Human errors can occur during the various stages of complex process of
radiation therapy. Three check-stations are important tool to detect errors. These errors may
be made during the process in each day; most of these errors were due to human mistakes
such as lack of attention, in a hurry. If undetected, these could lead to substantial dose errors
to patient. The implementation of a quality assurance checking program can substantially
reduce these human errors. It is important to actively and manage the inherent risks and
uncertainties in the radiotherapy process in order to maximize the benefit of the treatment to
the patient.



