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ABSTRACT INTROD U CTIO N Analysis of 254 incident reports identified high-frequency failure categories, significant severity predictors, and

recurrent systemic workflow-cause relationships.
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Figure 3. Heatmaps of Co-occurrence Frequencies for Pairwise
patient arrived as scheduled for f/lu @3pm followed by IV line insertion. Due to pt's MD out of clinic doing Y90,

Combinations. (Left) Heatmap between Pathway Categories
(Top 15)
pt (who as an MD) was delayed for approx 2 hours for consent and then was a hard stick for the IV line. Patient

was finally taken to CT sim, followed by V sim, and finished @7:06pm. **When scheduling CT sims, we are not|Significant patient delay for CT simulation due to lack of coordination between
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(n_252) challenge for the schedule.

Inpatient and receiving radiation treatment. Patient was discharged and showed up at Main department before
we could call the patient with a time to come in. When checking they had their schedule from west radiation Inpatient was discharged and showed up for treatment before a replan and QA

LLM-Powered Structured UM RO-ILS Pathway and Contributing Factor Database (Taxonomy Mapping)
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@9:30. Patient was delayed 2.5 hours while replan, QA and physics check was being done. Patient had 5 could be completed, causing a 2.5-hour delay.
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- - The primary impact of the event was significant inconvenience and schedule disruption for
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yxy97 1 @med miami.edu Seventy definition of 'Inconvenience-patient'. Per TG-100, this corresponds to a score of 2-3; given
the severity of the delay, a score of 3 is assigned.
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Inconvenience-patient 2-3 3 travel, constituting a significant inconvenience. Per TG-100, this corresponds to a score of 2- 1. Wang Y et al _ RCA Of rad lation Oncology
3; given the 2.5-hour delay, a score of 3 is assigned.
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Figure 1. LLM-Automated Root Cause Analysis and Data Structuring Pipeline.
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