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Section 1 - Brief Papers abstracts

432 Risk assessment of patient records in radiotherapy   

Chadwick, L., Fallon, E.F., Kelly, J., van der Putten, W.J.

Objective: 

The research examined factors influencing the completeness of patient information within the Electronic Patient Record (EPR)  
and hardcopy patient chart in the radiotherapy department of a large public hospital, which is part of the Irish Health Service 
Executive (HSE).

Methods:

Due to the use of an electronic patient chart within the Radiotherapy Department and a conventional paper record in the main 
hospital, concerns arose relating to the updating and completeness of the EPR and patient chart, and regarding the availability 
of patient treatment information outside the radiotherapy department. Proactive healthcare risk assessments had not been 
implemented in the hospital prior to this work, with the exception of standard occupational health & safety risk assessments 
required by occupational health & safety law and radiation protection surveys and risk assessments as part of the legally required 
radiation safety regulations. Information relating to the treatment process was gathered using a number of methods:

1)  Stakeholder representatives were interviewed on a one-to-one basis.  

2)  Each stakeholder group provided additional information about their role within the treatment process during walk- and 
talk-throughs. 

3)  Existing process maps were analysed.

This information was used to develop a model of the treatment process and the information flows using the Integrated Definition 
for Function Modelling (IDEF0) methodology.  Following the development of the IDEF0 model a hazard analysis was completed 
for those tasks that had interactions with or implications for either the EPR or hardcopy version of the patient file.  A detailed risk 
assessment was then completed based on the HSE Risk Assessment Tool.  

Results:

In some instances, it was found that patient treatment was delayed as a result of information not being readily available in the 
radiotherapy department, e.g. radiology or histology reports.  For example, a referred patient could begin the treatment process 
(outpatient review) but treatment could not proceed to treatment planning without the radiology or histology reports. This 
occurred because the department has succeeded in reducing the waiting times for outpatient reviews and CT scanning, while 
other processes have not similarly reduced their lead times. It was found that a number of the machines in the system were not 
integrated from an information flow point of view. This required staff to enter patient information to the EPR which already 
existed in other systems in the treatment process. Radiotherapy patient information may not be available outside the radiotherapy 
department during out of department hours. Furthermore, low risk weightings were given by staff to risk factors having an impact 
outside their immediate work area.

Conclusions:

a)  The risk assessment successfully identified critical stages and tasks in the patient treatment process which have an impact on 
the patient file and patient treatment process.

b)  Reducing waiting times in one aspect of a treatment process can lead to bottlenecks further on if similar improvements are 
not made in all related processes.

c)  Pro-active analysis of the integration of new systems to an existing treatment process should be completed in order to ensure 
compatibility and continuity of care and information.

d)  Departments should be mindful of the necessity of  having information available in the wider care setting. 




