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A total of 1,460 (438 pre-Tx and 1,022
post-Tx) errors were identified at both
centers. Centers A and B experienced
0 vs. 2 medical events and 2 vs. 4 near
misses, respectively. Center B had 7

Conclusion

The software program proved to
T —— be an effective tool for reducing
I LIS IS G errors. Process weaknesses
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clinically significant errors, defined as a

single fraction dose difference of > than Action plans were effective in reducing errors — _ | |
10% and Weekly dose > than15% in process & performance at Center A (Fig 3). Ctr. B produced more significant errors (Fig 6). |mprovement in problem areas.
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