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AS RO Quality Improvement

TARGETING CANCER CARE

* Target Safely campaign
* Part of ASTRO’s strategic plan
. Safety is No Accident

Continuous
Improvement

Safety is
No Acc1dent

ASTRO




RO°ILS
Culture of Safety

Varies widely, evolves, is measurable and can be improved

VERY HIGH

Patient Safety is Job #1 - we live and breath it,

and Culture, Processes, and Technology are

aligned to support it Key Featu res:

/ * Acknowledgment of
HIGH . .
Offense - Actively anticipate and mitigate h Ig h - rl S k n at u re Of

most safety concerns.
work.

MODERATE * Encouragement of
Actively evaluating and implementing COI |a bo ratio n a n d

systems to address some safety concerns.
learning

S/
i  Organizational

Defense - Safety is important. We do a lot

every time we have an accident. comm |t me nt .

- * No fear of reprimand
VERY LOW :
for reporting.

Pervasive patient safety threats.

Modified from Prof. Patrick Hudson, Univ. Leiden



RO-ILS
Safety Culture and Adverse Events

18

* Favorable patient safety culture
is associated with fewer adverse
events in hospitals.

s per 1,000)
N OBRD

7 of the 15 safety culture §10
variables were related to g ;

increased in-patient adverse g o

events (statically significant). g 4

o 2

* Moderate effect size (-0.15 to - oL e A

i 40%  45%  50% 5%  60%  65%  70% ?5% " 80%
041) fOr a” Varlables' HSOPS Composite Average (Percent Positive Score)

FIGURE 1. Scatter plot of PSI compaosite versus HSOPS composite
average (N = 179).

R Mardon, et al, Exploring Relationships Between Hospital Patient Safety Culture and Adverse Events. Journal of Patient Safety, 20106:4, p 226-232




Interplay of ILS and Safety Culture RO<ILS

e REPORT ANALYZE MAKE IMPROVEMENTS
e More reporting Improve Safety/Quality
VialQ
eFocus on process, not people . \
To err is human. et
We must learn from it
Near Miss
“The single greatest impediment to error
prevention is . . . that we punish people for Unsafe conditions

making mistakes.”

-Lucian Leape Heinrich’s Triangle




RO¢ILS
RO-ILS: Radiation Oncology

Incident Learning System®

The mission of RO-ILS is to facilitate safer and higher
quality care in radiation oncology by providing a
mechanism for shared learning in a secure and non-
punitive environment.




RO-ILS
Background and Enrollment

. Patient Safety and Quality Improvement Act of 2005.
o Collect patient safety data in a protected space.
« Formation of Patient Safety Organizations (PSOs).
« Data reported to a PSO is privileged and confidential.

CLARITY comernen || Crboarding Y implementation

Form to Clarity PSO. ~Designate reviewers. -Share RO-ILS access with
-Receive portal training all staff and empower staff

-Contract with Clarity
PSO; this establishes
protections afforded by -Review PSO training. -Develop a detailed

the Patient Safety Act. -Develop/update PSES process and workflow for
incident learning.

and customize portal. to report.

P S0

Policy.

APatient Safety Organization



RO°ILS
RO-ILS Overview

e Launched June 2014

* 219 Practices; 573

Facilities Enrolled 100

* Free to Participate
* Web-based Portal

300

200

100

Cumulative Number of Enrolled Participants

2013 2014 2014 2015 2015 2016 2016 2017 2017 2018 2018 2019 2019 2020
June Dec June Dec June Dec June Dec June Dec June Dec June

=@==Practices ==@=F3acilities



RO¢ILS
Safety Program

h 4

PSO Database

Local Database

Local Local National
Level Database Database
Local Data Analysis
* Analysis Wizard RO-HAC Analysis
* Dashboard \
Local Local Process Inform National
Level Improvement Policies

Level Safety Impact

Error Prevention
and Mitigation

National
Level

National




RO-ILS Submission & Reporting Workflow RO=ILS

: *Anonymous Reporting Possible 4 2. “Submit Event”
1. Event Discovered

| form completed

3. Internal
g : : w“ . = 6 Re orted
Reviewer 4. Investigation 2: My Review P e
notified section completed to the PSO

National
Database

Practice A Local

Database

RO-HAC Analysis
* Aggregate Reports
* (Case Studies

Local Data Analysis

Drartire R
Practice B

National
Level Practice C




Incident

Learning

Cycle

Local Process

Improvement

Safety Impact

PSO Database

National
Database

RO-HAC Analysis

Inform National
Policies

L

or
and Mitigation

Investigate Event

-Reviewers investigate that
event and enter additional
information into RO-ILS (i.e.,

"My Review") .

-Report Event to the PSO.

Submit Event

- User enters an event into RO-
ILS (i.e., "Submit Event") upon
discovery.

Report Findings to
All Staff

-Discuss case studies.

-Present national (e.g., Aggregate
Report slide deck) and local
findings at staff meetings.

-Engage all staff in incident
learning and Ql implementation.

Review Trends

-Local: Utilizing the Analysis
Wizard in the RO-ILS Portal,
reviewers analyze trends.

-National: Read RO-ILS
Aggregate Reports and
additional education.

Mitigation
Strategies

-With multidisciplinary staff,
develop mitigation strategies to
address issues.

-Proactively assess processes
and identify areas for quality
improvement (Ql).

RO<ILS



My Review

SubmmeaDSRfrt Event No: Location: General Location
ate:

Submitted End = Sub | piaass select a Sub Location
Date: Location:

Complete

Event Review: Local
¥ Incomplete Identifier:

Event Type:

Updated Since: Sub EVE’“ Please selecta Sub Event Typa v
ype:

Dashboard
1&2:

Submitted
Events

The most recent 1 Years by Month

Dashboard 1: Events Entered Per Practice based on Submitted Date

N
10 — G ..

g K
2’
""

|General Location|

A T 98 P o™ g™ P T A By T 3
o & -~ O A0V ™ N 20 A0 0 : N ad
W o W o ¢ g T W sl W

The most recent 3 Months by Week
Dashboard 2: Events Entered Per Facility based on Submitted Date

)
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Dashboard 3-6

The most recent 1 Years The most recent 1 Years
Dashboard 3: Event Classification of All Entered Events Dashboard 4: PSO Submission of All Entered Events
@ Near-miss ® No
@ Operational/Process ® ves
Improvement
No answer
Other Safety Incident
@ Therapeutic
Radiation Incident
@ Unsafe condition
The most recent 1 Years The most recent 1 Years
Dashboard 5: Significance Scale of All Reviewed Events Dashboard 6: Dose Deviation of Therapeutic Incidents
20 B Vild @ <=5% maximum
15 [ R

Se...

dose deviation to...
® >100% maximum
dose deviation to...
[\

10
>25% but <=100...
; :z{?zft};}]t} <=100% maximum dose deviation to target ® >5% but <=25%. .
e @ OAR(s) received...
0 =

All



O°ILS
Reviewing Trends: Analysis Wizard

[ Saved Templates @ Scheduled Reports
[# Saved Templates | @ Scheduled Reports

Form Name: Event Form

_ i o %= Reset Search Criteria

40 Record(s) Found Page Size: 100 v
An alysis Wizard Event 10X_Date_Time_Submitted . S| i 102 Location_Sub 233 Problem_Type 225 Significance_Scale
Number
Date Option: % Submitted Date Event Date 34172 5/26/2020 11:19:59 AM Mear-miss General 1
Event Type i i
Indude closed date: Yes @ No 34147 5/22/2020 3:20:01 PM Therapeutic . General 1 E"l‘gti':aglii;d)e Mild
Event Type 6032020 2 i i
YP Start Date: 06/03/2020 [ Primary Locations Wrong znatomical
. . _ ) 34146 5/22/2020 3:19:39 PM Unsafe condition General 2 site (excluding Mild
Primary Locations End Date: 06/03/2020 5 Secondary Locations aterality)
Treatment not
Secondary Locations * Sunday 34145 5/22/2020 3:19:14 PM Unsafe condiion  General 1 delivered: personnel/ .y o
# Monday o hardware/ software
t failure
Result Set “ Tuesday
Days:  Wednesday o Treatment not
Sorting P qa. Operationzl/Process - delivered: personnel/
9  Thursday - 34144 5/22/2020 3:18:54 PM Improvement General 1 hardware/ software Moderate
- * Friday Alte failure
Columns % Saturds .
Y B EneiT B ﬁgsr‘;?':gg::soﬂware
Filter Start Time: . AM ¥ : 34143 5(22/2020 3:17:49 PM Near-miss General 2 (in cludind e Mild
Export To PDF volume) error
[ Export To Excel End Time: : AM v E— Treatment not
phing delivered: personnel/
34142 5/22/2020 3:17:25 PM Unsafe condition General 1 - 0 Mild
[ Export To PDF Create Saved Template Pf”ggare" software
Graphing Create Scheduled Report 1“3319“? ;}riate ?jr
17: - poorly informe:
X 4141 5/22/2020 3:17:04 PM MNear-miss General 1 decision ko treat or Moderate
Create Saved Template plan
Create Scheduled Report 34140 5/22/2020 3:16:32 PM Other Safety General 2 Excess imaging Mild
P Incident
_ - o Other Safety Radiation therapy
-~ . ',
m © Reset Search Criteria 34139 5/22/2020 3:15:45 PM Incident General 2 scheduling error Severe
Mhar Cafnku Dadiatinm Hhoaramo

Clarity Group, Inc. Copyright & 2020




Incident
Learning
Cycle

Investigate Event

-Reviewers investigate that
event and enter additional
information into RO-ILS (i.e.,
"My Review") .

-Report Event to the PSO.

Review Trends

Submit Event -Local: Utilizing the Analysis

Wizard in the RO-ILS Portal,
reviewers analyze trends.

-National: Read RO-ILS
Aggregate Reports and
additional education.

- User enters an event into RO-
ILS (i.e., "Submit Event") upon
discovery.

Report Findings to \ Mitigation
All Staff Strategies

-Discuss case studies.

-With multidisciplinary staff,
develop mitigation strategies to
address issues.

-Present national (e.g., Aggregate

Report slide deck) and local

findings at staff meetings. -Proactively assess processes

and identify areas for quality
improvement (Ql).

-Engage all staff in incident
learning and Ql implementation.

RO<ILS



RO:¢ILS
Local Change: RO-ILS Practice Example

s * 7 incidents identified
Number of Incidents Per Time Intervals (SRS/SBRT) .

* Therapist abandoned infrared
markers after the first tx day
&% (faster to set up to lasers).

2 (‘OQ C‘Q‘b
Q
AP
0

 Very large and unusual shifts.
* Discovered protocol breach.

[y

* Put in procedural change.




RO<ILS
Local Change: Process and Culture

o -
2018 RO-ILS User Survey More Open Communication
» Changes or creation of new policies: orastically - Moderaterly

Worsened _Worsened
3%

’Stayed the

Same
32%

* Example: “overdue contour policy” 0%~

e Safety Culture component:

More Open Communication

More Frequent Reporting of Events

More People Involved in Reporting

Improved Systems for Responding to Events

Higher Expectation that Internal Changes will be Made

Moderaterly
Improved
27%




RO-ILS
Events Reported to the PSO

16000

14000

12000

10000

8000

6000

Number of Events

4000
2000

0
| 5 | 2013 2014 2014 2015 2015 2016 2016 2017 2017 2018 2018 2019 2019 2020
N o June Dec June Dec June Dec June Dec June Dec June Dec June




National PSO Work RO=ILS

* RO-HAC:
* 12 radiation oncology experts. °
 Blind review of escalated events reported to the PSO. ANALYSIS & COMMENTARY
e Analyze trends and identify aggregate findings.

‘This quarterly report contains case studies derived from events submitted to RO-ILS: Radiation Oncology
Incident Learning System® during the second quarter 2017. The first section identifies an incident with possible
medical impact while this quarter’s featured theme delves into process improvement (PI): how to learn the most

L]
] A re a t e E d u C a t I O n ® from events and make sustainable changes within your facility. Each of these sections contain interconnected
(] focus topics that highlight an overall theme of learning and improvement of patient safety and quality within
radiation oncology through the use of RO-ILS.

* Themed Data Reports - _y S

g data from Q2 2017 to aggregate data from prior quarters (since inception of

of notable observations. The number of incidents reported over the past several

i i 4 Py . i 3 2 Bl Py 3
e Case Studies iy of e i Nl o Tttt plai ol
L]
» Safety Notices RO¢°ILS [CLARITY
RADIATION ONCOLOGY
. . . INCIDENT LEARNING SYSTEM
L4 CO n t I n u I n g E d u Ca t I O n Sponsored by ASTRO and AAPM | A Patient Safety Organization

RO-ILS CASE STUDY 05: RO¢°ILS [CLARITY
UTILIZING IMAGES TO IDENTIFY RADIATION ONCOLOGY

COV' D_ ] 9 PAT' E NTS Sponsored by ASTRO and AAPM | APatient Safety Organization

O

Utilizing the communication tool of SBAR (Situation-Background-Assessment-Recommend| =t
Radiation Oncology Healthcare Advisory Council (RO-HAC) offers the following patient saf = .
learning information regarding the severe acute respiratory syndrome coronavirus 2 (SARS- Ro I L S S A F ETY N OT I C E 4

SRS HETEROGENEITY CORRECTION

Situation: Radiation oncology facilities have observed that imaging for radiation therapy (co

During the review of events reported to RO-ILS, the Radiation Oncology Healthcare Advisory Council (RO-
HAC) may identify an event worthy of escalated status and determine that a Safety Notice is warranted. A
RO-ILS Safety Notice communicates RO-ILS findings that may be novel to the community, of higher clinical

significance, and/or deserve more prompt review. RO-HAC determined that the following event warranted a




| RO¢ILS
Treatment Planning

Event Occurrence (n=13,871) Safety Notice 2020

. _ e * Immobilization included a
Pre-Planning Imaging And Simulation; 12% substantial base plate and

Treatment Planning; 25% . .
* Planner contoured equipment in
Pre-Treatment QA Review; 13% order to account for this new
BT ) Corce i he beam path
Treatment Delivery Including Imaging; 22% .
* Physics staff assumed that
heterogeneity corrections were
accounted for in the new
After Treatment Finished: 3% planning software, but they were

. . not.
EquipmentEllel Software QA; 2% o ]
e ¥10% deviation in dose for

Outside R RN/e)s <ile ) &e)s Other; 6% patients,




Fault Tree Analysis

* 396 events out of 2344 (17%) received a RO-HAC event
severity score of 3.5 or higher.

» 173 events fell into one of three major error categories:

1. Problematic plan approved for treatment.
A. Problem with imaging used for planning.
B. Poor plan quality.

2. Wrong shift instructions given to therapists.
3. Wrong shift performed at the treatment unit.

Pract Radiat Oncol 2018 8(2): 122-132

RO<ILS

To
Treatment
(37)

Both
pass

Therapist
plan

Physics
plan

check check

[

Problematic plan
approved
(99)

Physician
approval

Problematic plan
sent for approval
(100)

n

®

Figure 1  (continued.)



Fault Tree Analysis

A

o Ca Se Exa m p I e : Incorrect targeting

or dosing pattern Planning error
B rescribed (24)
* Planner received a verbal P

order from the physician for a @ @
dose of “12 in 2”

| | | |

* Interpreted as 6 fx of 2 Gy Dose and .
.« . . W.r ong.t.l'-.trgel fractionation apﬂz-dglggrp;;tly NOTO?I:;::(;"’MS
* Physician intended 2 Fx of 6 Gy i waiary pecred @ 12
* Planner prepared the plan and
Rx for physician to sign. After 2 . Gortoured argets
. TSVIOLES Heaun=r) not included in
treatments were delivered, the nfctaiiaced plr
error was detected in chart - —
rounds. atorcranga.f | | | "undereocdan
@) wrote(;f;e Rx
| I
fractions(s 3r)ev'(-:rs.s‘cl reaso(r: ;}nclear _

Treatment Safetv Pract Radiat Oncol 2018 &(?2) 123-13?2



RO-°ILS
Trends: Prescription Errors

In your facility, how does the physician initially convey to the planner
° RO'I I-S SU rVey 20 17 their intended prescription? (Select all that apply)

74.38%; 119

* 41% respondents indicated that
verbal instructions are
communicated.

41.25%; 66

* 48% respondents reported only
the attending physicians drafts

21.25%; 34

formal Rx. N
¢ AST R O Sta n d a rd RX W h ite P a p e r Verbally Handwritten Electronically via e-mail or Electronically via an electronic Electronically via a record and

mobile text message medical record (EMR) (e.g., verify (R&V) system (e.g.,
EPIC) MOSAIQ, ARIA, etc.)
Figure 6. Initial Method of Prescription Communication (n=160)




RO<ILS

Why Incident Learning? Why RO-ILS?




Quality Improvement Tools

* Incident learning

* Plan-Do-Study-Act cycle

* AAPM TG-100 report

 Safety Profile Assessment (SPA) tool
e Lean, Six Sigma, Kaizen methodology

* Flow charts, process mapping, checklists

e Accreditation

MEASURCABLE SRTI0RREE e vk ¥ € woace
o APPROA § o
(ODTIDUOUSmwnsreW"
w2 g“‘STRGQm&lDIDG §3

Eéz gg ‘PROCESS 33
&(mclem (ml(ﬂ“on
mumpnove e e o ga;m,

_mmmw




N

APEx- Accreditation Program
for Excellence®

An ASTRO Quality Improvement Initiative




APEx Overview

h@ couo ; "Goo o w‘o«o Practice type Applicant type

<€l Paso

m Community/Private  m Academic m Single facility = Multi-facility




APEx Accreditation

C

l .. \ ' Self- \ ' e \ l o \
Application Assessment Facility Visit Determination
4-year cycle




APEX Program

Self-Assessment

3 sections:
» Medical Record Review
» Document Uploads
» Interview Preparation
3 attempts

Choose section
of APEx >

Implement
change if
needed

Review the APEx
NENGEIS

Compare
data with
standards

Collect data
on current
practice




-—
APEx Standards '\

* Dosimetry focus areas:
233 Program * Pre-treatment

requirements  Data transfer

* Treatment planning

Quality management

Board certification and training
On-boarding and competency assessment
Culture of safety

Peer review




-—
Dosimetry Focus Areas N

* Pretreatment * Training
e Simulation directive/order * Board certification
e Patient preparation * On-boarding and competency assessment
e Simulation process * On-going training
* Data transfer e Quality management
* DICOM transfer between sim and TPS « Standard operating procedures
» Data input/transfer between systems e Data deviations

* Previous treatment to new providers

Treatment planning
e Prescription and planning directive
* Treatment plan generation
* Approvals/checks

Culture of safety
* Policies and environment
e Leadership
e Event reporting, investigation and feedback
* Learning

* Supervision .
* Non board-certified dosimetrists * Peer re.‘"ew. | |
e Students e Dosimetrist-to-dosimetrist



A
Dosimetry Focus Areas | N

* Pretreatment * Training
e Simulation directive/order * Board certification
e Patient preparation * On-boarding and competency assessment

* On-going training

ality management
e Standard operating procedures
Data deviations

f safety

* Policies and environment

e Leadership

* Event reporting, investigation and feedback

DICOM transfer between sim and
Data input/transfer between systg
Reevious treatment to newseroviders
atment planning
Prescription and planning directive
Treatment plan generation
Approvals/checks

— Learnin
Supervision °

* Non board-certified dosimetrists Peer reylew. | |
e Students e Dosimetrist-to-dosimetrist




Quality Improvement

66

QUALITY
IS NOT AN ACT, Not-Documented?

IT IS A HABIT. NOT DONE!

29

— ARISTOTLE




Quality Management

&rwésfab%
RESULTS
IN PROBLEM-
PREVENTION

RATHER THAN




Quality Management

e Standard operating procedures (SOPs)
* Define and set expectations
* Provide guidance
* Encourage compliance
* Promote consistency and efficiency
* Reduce incidents

e EEng

. =, Standargds %DD[

- gu\ot\o“s \ & "'de’ine Loy,
’ W POUCIES & =~
e ?%QCED%E%E& — o"‘

°’Ufi°,, 4

// ” al Constra\n‘o“\\




Quality Management

* Data deviations
* Set tolerances
* Define a process for deviations

~ ;
e e T W o A
e [ e )
D Fotee Fom (
T - — {'—‘, [ Y —
oo —
=
o
i T R — -




Data transfer

* DICOM transfer between systems
 Data input/transfer between systems

* Previous treatment to new providers

1

WL

!

|

I

ML




Data transfer

* DICOM transfer between systems

Treatment

Planning System




A
Data transfer '\

* Data input/transfer between systems

Treatment Planning

Image acquistion e
(CT PET. MRI) » system Plan verification

Linear
Record and Verify accelerator
Patient treatment




Data transfer

* Previous treatment to
new providers

food stergy peasuts)  raah
Mere

3 Prostate Gland necotesm, T2, ML MO Sage 20 53172004
~8(2) Dooument: Sah Pegors 5/28/2004
-o(@
0(c) Dooument: weekly Tregtment Summary S/20/2004
Radaton Orcology Course: 1 L2004
F0(0) Irestmect an (scanned plan) 6/3/2004
LB erostate - 1o 6/1/2004
() seka 1 20 Prosate 6/3/2004
8(5) fm 18P0 Prostate /372004
os) pes /372004
“0f3 s /2004
~0(7) Bk 2 #3 i Prostate 6/3/2004
['“[D finld 3 BAQ Prostate /372004
-O(c) feid s (A0 Prostate /372004
o ¢ L Srostate /32004

H-8(5) Dooument; Weakly Trestment Summary /52004
8(0) Dooument: CxR PA and LIt (SSCAN renty)

Ief) ¢ a0 - CRC wi O

-0() Megication: Cronsbinol (Smam®2) 10 =g orce 0

BEJ Lower Jaw Bone Seron Neoplasm




Treatment planning directive

“Pre-op” R Tr Planning Directive

Primary Physician: <Primary Care Physician-Name (Default)>

Imaging: Tx planning CT

Target(s): | Priority: | Drawn by: | Dataset: | Instructions:
LGTV | | MD |cT |
L | | | |
| Normal Stracturey: | Priorit: [ Drawnby; [ Datasets [ Planninglimits
p—_— y —_— . —_— [ _— . —

Plan Parameters: [ 3 ficld standard

Post Field :

Sup Border mid LS E
Inf Border mid tuberosity or 2cm

below GTV & exclude anal marker

Lat Borders 1.5cm wider than bony pelvis

Ant_ 2cm ant 0 vertebral body

Post 1cm post 1o sacrum

Standard Dose to Initial Fields: [ 1.8Gy/fx 10 45Gy or
Standard Boost Fields: [ For all fields, close superior border to bottom of SI joints
Boost Dose: [T] 1.8Gy/fx to 5.4Gy for total dose of 504Gy or 7]

Medical Necessity: Reason to justify extra Special Treatment Procedure Charge 77470 and IMRT

Extra effort Choose One Choose One Choose One Choose One
Other Instructions: _
Compl by: <Authored By> <Current Date>

Attending Signature: <Approved By>  <Approved date time>
1 h wigsed by controlled

Priority Parameter Goal
(check all to be Notes/Comments
contoured) |
B Lungs-GTV lor Bio-NTCP (a/B=2.5) <15% or
Lungs-ITV [Med Phys Consult]
lor Mean <15.0 Gy or
lor V20.0 Gy <35%or
(lor V5.0 Gy* <65%or
D Esophagus* lor Max (0.1 cc) <105% Rx or
[ lor Mean <34 Gy or
D Heart lor Max (0.1 cc) <105% Rx or
] pericardium lor Mean <30 Gy or
lor V30.0 Gy <50 % or
Jlorl V40.0 Gy <35%or
[[] spinalCanal | lor Max (0.1 cc) [ <45.0 Gy or |
SpinalCanal _PRVS L lor Max (0.1 cc) <50.0 Gy or
BrachialPlex_R 1or Max (0.1 cc) <60.0 Gy or
BrachialPlex L
|
Il |- | |
Note: Limits based on RTOG 1106 or more conservative
*For IMRT/VMAT Plans
| Target Coverage & Conformality Goals:
| Name | Priority | Parameter Goal Notes/Comments
PTV(s) | 2or Dose covering 95% PTV | Rx Dose
2or Min Dose (0.1 ¢cc) 93% Rx Dose
o f2or | Max Dose (0.1cc) | 107% Rx Dose. R
Conformity Index | 2 or Rx Isodose Vol/PTV < 1.5 (If not met, consider IMRT)

Choose
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Peer Review '\

* Multi-disciplinary
* Between specialties in oncology
e Radiation oncology, medical oncology, surgical oncology
e e.g. tumor boards
* Inter-disciplinary
* Between professions in radiation oncology
* Radiation oncologists, medical physicists, therapists, dosimetrists, nurses
* e.g. chart rounds, safety meetings, huddles

* Intra-disciplinary
* Between colleagues
* Dosimetrist-to-dosimetrist



Peer review

Safety amd gualirr o radiatwe oo wiogy pre e



Final thoughts on APEX

Dosimetrists that
initiate and lead the
APEX process at
their facility.

SPEAK VP!

[\NNCh one are yoyy \

ASTRO estimates there

T ~—« are approximately 2300
le—— = radiation oncology
= — practices in the US. Half of

\_ Ve VZewerve them are accredited.




RO‘I LS Benefits

e Safe * Medicare Payment
e Effective * MIPS
) e RO-APM
e Patient-centered
. * TIC/NAPBC
* Proactive
 CE/MOC

e Cost-effective
e Efficient

* Public Message




RO¢ILS E__"

Thank youl!

We hope you enjoyed this presentation.

RO-ILS: APEX:
www.astro.org/roils www.astro.org/apex
roils@astro.org APExSupport@astro.org
703-286-1604 703-839-7380
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