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Agenda

* Overview of Culture of Safety improvement within UNC Radiation

Oncology
» Culture of Safety Improvement Project at UNC Medical Center

* Next Steps for UNC Medical Center
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UNC Medical Center Department of Radiation Oncology

* North Carolina Cancer Hospital in Chapel Hill

« Department treats ~120 patients per day

« Approximately ~110 staff members

Nurses

Doctors

Physicists, Dosimetrists, Therapists
Administrative staff

Researchers
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Complex Process

Time-line & Interactions with Computers
———————————————

Consultation Planning Physics QA Treatment

lterations & Handoffs
IMRT case:

200+ steps,

many hand-offs
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SOPS Results over time: Radiation Oncology
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Stopping the line

Pull once:
Slow the line
to address the
problem

L -

TEAM 2R
MEDICINE

i

| Pull twice:
| Stop the line if

problem can’t be
solved immediately
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Daily Morning Conference

“I would make the
CTV larger medially”

“Really? Ok,
| guess | can”

If you do, no way | can
cover it and spare cord
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Psychological Safety

You don't really want to
do that, do you?
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Safety Rounds
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Improvement Cycle

Define Standard
Work

Cail

T~

Modify processes

e.g.A3’s, Quality and Safety
Committee

+Kaizens,

Oversight
Involve All > -
stakeholders

|dentify targets

— for «<—— process
improvement performance

Reliable

. Qutcomes
Consistent use

v

Monitor

_—

Good catches
Statistics

-Make better systems (it’s the process, not the person)

-Get more people involved in improving systems

-Team-work, cohesiveness, respect, job satisfaction
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Radiation Oncology Quality and Safety Committee

UNC HEALTH CARE
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Good Catch — Broad Definition

condition
defect
A event
situation
miscommunication

that could have or did result in

harm

delay
rework
waste
an error
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Total Monthly Submission: Radiation Oncology
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Monthly QA Meetings
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Summary -- Key Components

Dr. Marks'’s (Chair of the Department) vision and support

* Culture of “Stop-the-Line” (Good Catches)

* Provide psychologically safe environment and feedback

« Local Quality and Safety Committee with physician engagement and leadership

 Allocate time for improvement activities
« Dedicated improvement coaches

« Celebrate improvement activities, rewards & recognition,

* Lead by example
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