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PREAMBLE

“How can we do better?” remains our quality mantra in Penn Radiology. In
spite of the limitations of the pandemic, there have been many great
quality and safety activities across the enterprise within our department
over the past few years. As we do every year, we wish to share this past
year’s highlights with you, and hope you will be as excited about them as we
are.

This summary provides an overview of Fiscal Year 2022 accomplishments
and commitment to quality and patient safety. Our ongoing improvements,
some of which are based on quality indicators determined by our various
regulatory agencies, such as the American College of Radiology (ACR),
Pennsylvania Department of Health (PaDOH), Centers for Medicare and
Medicaid (CMS), Occupational Safety and Health Administration (OSHA),
Nuclear Regulatory Commission (NRC), Food and Drug Administration
(FDA) and The Joint Commission (TJC), assist with promoting an error-free
safe environment for the patients we serve.

Radiology managers/faculty select specific Quality Assessment
Performance Improvement (QAPI) initiatives and dashboard metric
indicators in an effort to improve processes and mitigate error. The
dashboard metrics are reviewed at the monthly Radiology Clinical
Effectiveness Quality Improvement (CEQI) meeting.

All employees are encouraged to identify and report problems utilizing
Penn Medicine’s Incident Occurrence Reporting System - Safety Net. These
events are reviewed daily by Radiology quality team and action plans are
developed depending on the frequency and acuity of the reported concern.
Promoting a blame-free culture along with the BLUEPRINT for Quality and
Patient Safety creates transparency, empowerment and awareness leading
to improvement opportunities to uphold our mission and vision of
excellence.

Enjoy and savor the great work by our teams!

Yours in Quality,

Scott O. Trerotola, MD

Hanna M. Zafar, MD MHS

Andrea Pogozelski MPH BS RT (R)(MR)(CT)
Shaquanna Simmons MS RT (R)(MR)
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RADIOLOGY ENTERPRISE
CLINICAL EFFECTIVENESS TEAM

FY22 Completed Enterprise Accomplishments

1. e-Consents
E-consents are used across all 3 downtown hospitals (but not
yet enterprise wide).

Due to changes to the consent process required by
enactment of Pennsylvania Act 61 of 2021, the department
undertook a comprehensive review and modification of the
process to reflect the new law.

Every e-consent now includes an opportunity for the patient
to request discussion with the provider performing the
procedure; a response is mandatory. New attestation
language states that the attending has spoken with the
patient, offered to answer questions, and confirmed patient
consent. Annual compliance includes:

-PPMC 92% compliance ~ 2000 consents
-HUP 86% compliance ~ 10,000 consents

These aggregate numbers do not reflect the outstanding mid-
to high 90s performance of some divisions; particularly given
the effort given to bringing this initiative to life.

2. Automated Notification of Non-emergent
Actionable Findings

Actionable findings require non-routine communication.
Facilitating delivery of these findings between busy
radiologists and busy radiologists to busy referring providers
has been challenging. These findings have been the source of
many Penn Safety Net entries over the years and represent a
malpractice risk.

For several years, a team led by Juanita Kerber and Chuck Kahn
with representation from Quality and IT groups has worked
diligently to automate this process. Starting in July 2022 the
first step in this process has come to fruition.

Category 3 (Yellow) alerts for findings that need to be
communicated “within days” can now be delivered directly to
the ordering provider’s Epic In-Basket in PennChart using the
Nuance dictation system. Penn providers who use Epic's
“Haiku” smartphone app will receive a notification when an
alert appears in their In-Basket. Non-Penn providers can
download the Nuance “Mobile Clinician” smartphone app which
allows us to send them passcode-protected text messages.
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RADIOLOGY ENTERPRISE
CLINICAL EFFECTIVENESS TEAM

FY23 Ongoing Enterprise Initiatives

. Penn Medicine results clinic
This collaboration between the Departments of Medicine, Surgery,
ENT, Neurosurgery and Radiology helps providers manage imaging
follow-up for patients with pulmonary nodules until non-imaging
care is needed. This initiative was begun at HUP in FY21, was
expanded to Radnor in FY22 and will continue to grow across the
enterprise in FY23. See page 12

2. Matching subspecialty expertise with report interpretation

This effort aims to improve the value of imaging care by leveraging
and matching subspecialty expertise across the Radiology
enterprise with disease interpretation and consultation. Two
project teams drawing from the Radiology Network Practice
Optimization Teams began meeting during FY22 with plans to
begin collecting and disseminating data in FY23. These teams are
focused on 1) Decreasing variability in BI-RADS 3 rates for
diagnostic women's imaging exams across UPHS and 2) Measuring
variability in thyroid nodule biopsy recommendations at HUP,
PPMC and DCR. See page 14

Enterprise wide dashboard reporting

The Enterprise clinical effectiveness dashboard team co-produced
with ED stakeholders the prototype for the first dashboard
measure, ED turn-around time, in March 2022. Currently the team
is working on the first of two target measures to be implemented
during FY23: Critical values. See page 14

4. e-Consults

This initiative provides asynchronous imaging consultation
between radiologists and ordering providers using our health
system’s electronic health record. Following a successful FY21
pilot between Radiology and two HUP Internal Medicine and
Family Medicine practices, the program was expanded in FY22 to
include all HUP primary care practices. See page 13
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ENTERPRISE OPPORTUNITY

IMPROVEMENT REPORTING

Penn Medicine Safety Net (PMSN)

All employees are encouraged to identify and report problems using PMSN,
Penn Medicine’s incident occurrence reporting system. These events are
reviewed daily by the Radiology quality team and action plans are developed
depending on the frequency and acuity of the reported concern.

QUIQRad

Working in tandem, QUIQRad, the Radiology Department-specific
improvement reporting tool. This tool captures opportunities to ‘do better’
that are of lower severity than PMSN such as feedback to technologists on
exam quality, patient delays due to scheduling and protocoling errors and
Radiology IT.



PENN MEDICINE SAFETY NET
ANNUAL ENTRIES
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Total Radiology PMSN submissions:
FY22: 1338
FY21: 1220



QUIQ-RAD ANNUAL
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3 of the 210 submissions in the Abdominal Imaging category were entered as Radiolog

arning Opportunity Cases

Total Radiology QUIQ-RAD submissions:

FY22: 666
FY21: 639

Severity Levels
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300
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100

10

0

A - SERIOUS EVENT - B - Potential for Harm C - Condition requiring D - Could've done

Person Harmed

524

20

32

S - Kudos for job well

follow-up better done

Of the 666 submissions in FY22:
All 10 of the 'potential for harm' submissions were submitted to PMSN



PENN MEDICINE RESULTS CLINIC
CENTER FOR PRACTICE TRANSFORMATION

TESSA COOK MD PHD, DARCO LALEVIC, CHARLES CHAMBERS

This collaboration between the Departments of Medicine, Surgery, ENT and
Neurosurgery helps ordering providers manage imaging follow-up for patients with
pulmonary nodules until non-imaging care is needed. In FY22 the service expanded to
include Radnor.

GOALS/OBJECTIVES FY23:

1. Expedite patient care and decrease adverse outcomes due to delayed lung cancer
diagnoses.

2. Increase number of completed follow-ups and improve patient outcomes.

3. Improve compliance with national guidelines for managing incidental pulmonary
nodules.

4. Improve access to high quality specialty pulmonary care.

Lung Nodules

(the scope is Iving patients who have had a LN macro requiring follow-up in a report ordered by a provider in DFMCH, Urology, Neurosurgery, or ENT since Jan 1,2020 or Radnor since July 1.2021 or DGIM since Dec 1,2021)

Total DFMCH ENT Neurosurgery Urology Radnor

All patients 287 109 56 73 45 4

Patients currently with unresolved follow-up 238 90 44 62 39 <
Patients currently with unresolved follow-up due 192 7 27 54 34 0
Patients followed 229 91 40 58 36 4

Patients with cancer Dx 6 1 3 2 0 0

Patients with managed care 21 0 3 " 7 0

Patients declining 9 1 0 2 6 0

Patients with messages sent to ordering provider 150 68 16 39 27 0
Patients with providers responding 119 63 15 18 23 0

(response rate) 79.33% 9265% 93.75% 46.15% 85.19% n/a

Patients enrolled 90 50 9 13 18 0

(enroliment rate) 75.63% 79.37% 60% 72.22% 78.26% nia

s

Patients with completed consuit 93 48 1 14 16



e-Consults
ABDOMINAL IMAGING DIVISION

KALPANA SURESH MD

GOALS/OBJECTIVES:
1. Provide consultations within 48 hours

2. Improve consultation workflow efficiency through electronic, asynchronous
communication embedded within the EHR

3.  Enhance Primary Care Provider access to radiology expertise regarding radiology
orders (e.g. appropriate modality, timing) and report interpretation (e.g. next steps)

FY22 METRICS:

1. Expanded access from 2 downtown PCP practices to the entire Penn Primary Care
service line including approximately 350 physicians and 150 APPs providers in 103
practices extending from downtown Philadelphia to Lancaster and Princeton

2. Expanded consult team from 1 abdominal radiologist to 6 radiologists with
subspecialty expertise in MSK, nuclear medicine, women’s imaging and CVI.

3. 200 e-consults were placed, including approximately
-71% from Internal Medicine and 21% from Family Medicine.
- 78% by physicians and 28% by APPs
- 16 placed by providers not located at a downtown practice

4. 95% of consults took < 15 minutes of Radiologist time & occurred within 24 hours.
NEXT STEPS

1. Develop more robust automated IT workflows to triage cases to subspecialty
radiologists and capture data on referring providers and consult category

Advertise the service more broadly to Primary Care Providers

Expand to Tandigm Health, a large network of suburban primary care practices

369 E-Consults have been placed to date
200 during FY22

pa

A

Number of Consults

Date of Consult



ENTERPRISE IMPROVEMENT

DASHBOARD COMMITTEE

In March 2021 Radiology Ql / QA and IT leads from all six UPHS hospitals and the Division of
Community Radiology began co-development of an enterprise wide dashboard.

During FY22 this team co-produced along with ED stakeholders a prototype for the first
dashboard measure: standardized measurement and reporting of Emergency Department /
Observation Unit patient exam turnaround time defined as time from radiology exam order
entry to preliminary report. This prototype measure is currently under review by UPHS
leadership for dedicated IT buildout approval.

In FY23 the dashboard will be rolled out and the team will continue working on the first of
two target measures to be implemented during FY23: compliance with the three most
common critical values (i.e. malpositioned catheters, acute DVT, and PE). In alignment with
with the Department goal of matching subspecialty expertise with imaging interpretation
and the Breast Radiology Network Practice Optimization Team, the dashboard will also
house metrics related to the use of BI-RADS 3 rates for diagnostic mammography, US and
MRI by UPHS organization.

Through meeting bimonthly and working on these measures, the team has matured further
as a learning community and begun to leverage best practices across the diversity of
organizational and individual expertise represented by team members.

RADIOLOGY DASHBOARD PROTOTYPE
FY22

e EDreport TAT

Penn Medicine Radiology

FY23 e TN T T s .
Use of BiRads Level 3 by ORG/Modalit
o Critical value iy foen h
ORGAssignment % N Tot % M Tot
compliance CCH/DCR | 6.0B% 3684 60747 7.63% 3304 43315
e BI-RADS 3 rates MG 3130% | 1848| 50007 400% | 1445) 35019
MR B71% 141  1618) 10.05% | 96| 955
us 2088% | 1905 9122 27.37%| 1763 6441
HUP/PAH/PPMC | 5.97% 4205 70383 5.76% 2064 51500
MG 3.71% | 2008| 54091 3.71% | 477 | 39770
MR 8.92% 494 5540, 961%| 386 4017
us 15.84% | 1703 | 10752) 1427% | 1101| 7713
MCP 9.44% 595 6316 10.81% | 558 5160
MG 651%  322| 4944| 744%| 310| 4168
MR 2857% 2 7| 2220% 2 3
us 19.93% | 272| 1365) 25.03%| 246| 983

Total 6.18% B495 137446 6.83% 6826 99975




IMPROVEMENT HIGHLIGHTS
BY ENTITY



CHESTER COUNTY HOSPITAL
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CHESTER COUNTY HOSPITAL
DASHBOARD -CRITICAL VALUES FY22

Chester County Hospital Radiclogy
Critical Values FY 2022

Month / Year Jul-21 Aug-21 | Sep-21 Oct-21 Nov-21 | Dec-21 Jan-22 Feb-22 | Mar-22 | Apr-22 | May-22 | Jun-22
Active Hemorrhage 100% 100% 100% 100% 100% 100% 100% 104 A 100% 100% 100%
Active Tuberculosis 100%, MNfA MR N MY A NfA NfA Nf A nNfA NS A MfA LTS
Acute Intra-abdominal Hemorrhage 100% 100% 100% 100% 100% 100% 100% 1005 100% 100% 100% 100%
Airway Obstruction 100% 100% N/ 100% MiA NfA L) M/A NfA M/A M/A N/A
Brain Death M/ MiA 100% N/ MNIA NfA NyA MJ/A 100% M/ 100% A
Brain Herniation 100% 100% 100% 100% 1005 100% 100% 100% 100% 100% 100% N
Cardiac Tamponade 100% HiA 100% 100% 1005 A 100% 100% 100% 100% 100% 100%
Cord Compression 100% 100% 100% 100% NiA 100% 100% 100% 100% 100%: 100% 100%
Dissection 100% 100% 100% 100% 100% 100% 100%% 100 100% 100% 100% 100%
DVT 100% 100% 100% 100% 1005 100% 100% 100%% 100% 100% 100% 100%
Ectopic Pregnancy 100% 100% 100% 100% 1005 100% 100% 100% 100% 100% 100% 100%
Epiglottitis Nf& Nfa 100% 100% MfA MfA L) 100% N NfA MfA Nfa
Malposition 100% 100% 100% 100% 100% 100% 100% 100 100% 100%: 100% 100%
Necrotizing Fasciitis 100% Nia Nfa NfA NfA NfA 100% 100% Nfa N/A& N/A 100%
Pneumomediastinum 100% 100% 100% 100% 1008 100% 100% 100% 100% 100% 100% 100%
Pneumoperitoneum 100% 100% 91.60% 100% 1008 100% 100% 100% 100% 100% 100% 100%
Pseudoaneurysm 100% 100% 100% 100% 100% 100% 100% 100% 100% Nfa A 100%
Pulmonary Embolus 100% 100% 100% 100% 1005 100% 100% 100% 100% 100% 100% 100%
Retained Sponge 100% A A 100% NfA 100% NfA NfA NfA A 100% 100%
SBO 100% 100% 100% 100% 1008 100% 100% 100% 100% 100% 100% 100%
severe Cord Compression 100% NfA 100% 100% A 100% nfa NfA nfa TEY 100% Nfa
Tension Preumaothorax 100% 100% 100% 100% 100% 100% 100% 100% 100% TEY NfA 100%
Testicular/Ovarian Torsion 100% 100% 100% 100 100% (LY 100% 100% 100% 100% 100% 100%
Unstable Spine Fracture N/A 100% 100% 1008 1008 100% 100% 100% 100% 100% 100% 100%
viohwulus 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% Nfa
Overall Percentage 100% 100% 99.8% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Total Critical Values - Called to Ordering Providers 201 234 308 334 230 234 249 206 215 241 236 233
Total Critical Values - Mot Called to Ordering Providers o Q 1 a 0 1 o 0 o o 0 a
Removed (identified in Montage DB as a critical
result mot called, after review, determined not n 366 307 334 290 402 396 418 436 379 365 362
to be a CV so removed from Montage DB)
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CHESTER COUNTY HOSPITAL-
PROCESS IMPROVEMENT INITIATIVE

Section: CCH | Chester County Hospital MRI

i Chester County Hospital In-Patient MRI Pricritization
2::,:::; - MRI Department is experiencing an increased volume of inpatient MRI. MRI department is tasked with the triage for
a large number of inpatient studies when there is a high demand for MRI imaging with no current standardized
PrOCess.
Blueprint + o ~ . i . . o
Continuity of Care — Deliver seamlessly coordinated care across all settings and service lines by eliminating unnecessary
variation
SMART poal*
MRI Technologist will reduce inpatient orders pending over =48 hours to <2.5% by December 2021
Quality Tools « A3
used project s Run Chart
Metrics + Average time to study
» Studies delayed by greater than 48 hours
« Huddles initated 100% of the time during high census
« # patients converted to OP

Summary This project is about prioritizing MRI studies and is important because we have an increase volume of studies based on
increased patient volume with a single magnet at the hospital. The project group included representative from Radioloay,
Quality, Radiclogists, Intermnal Medicine Clinicians and Finance.  Project success will enablefachieve timely and appropriate
inpatient imaging for patients while maintaining our level of service in turnaround time for studies. We will accomplish our
goal of timely studies by reducing waste, standardizing processes for technologist’'s workflow, implementing processes for
high volume days, and prioritizing patients. MRI Technologists and ordering clinicians will prioritize inpatient MRI orders to
prevent delayed discharge through a daily huddle.

R Average time to MRI - X Chart Findings:

AR + A prioritization matrix resulted in

2519 guidance/support for technologist to help

determine a streamlined process

+  Improved workflow efficiencies

* Despite increased volume we were able
to maintain high level of care.

* Reduction in number of studies after
multi-disciplinary huddle.

+ Potential revenue for inpatients

% over 48 hours - X Chart converted momump:ﬂnda reduced
length of stay

Lessons Learned:

+  We nead another magnet. This process will
still be needed with another magnet when
that is installed (in Fall 2022).

. . . - ] . - » [Expanding other revenue generating
& & g services will increase MR volume for the
,;9) second magnet and priontization and
standardization will continue to be important

AVERAGE TIME TO MR IN

% over 48 hours
FRIFR AR

sustainability o Continued daily huddles when in-patient MRI orders area above a set threshold.
« Continued Meeting to identify patient population that can be converted to Out-patient.
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CHESTER COUNTY HOSPITAL- QAPI

Chester County Hospital / CT Department

Project Title: Infiltrates — New IV Closed Set - BD Nexiva™ Diffusics™ Closed IV Catheter System

Infiitrates during IV Contrast infussion leads to degroded study quality end can cause patient
complications.

Problem Statement:

= e The radiology CT department will reduce the number of infiltrates by 90% during the CY 2022 second

quarter reporting period.
Project aligns with following UPHS -
c R Cantinuity Of Care
SponsoriChampion Jason Colloton

The data is collected form CCH Midas by the CCH Quality department and is provided to the

Data Collection Plan .
Radiology Deportment

Infiltrates can happen for a variety of reasons. The Diffusics catheter tip features multiple teardrop-
Summary shaped diffusion holes to reduce injection forces enabling higher flow rates with a smaller gauge.
The department will convert to 100% wsage by March 2022,

o [Infiltratef Extravasation Events by Location | 2020 Total | [20es [7021 ['202s [3024 | votal [] 2002 | 2620 | 2002 | 2022 [ votal
2 [Location atrl | atr2 | s | @ird | 2000 | | qued | bz [ oo | awd | 2001 || aba | auz | ovs | o | 2m
4 [CCH RAD FERN HILL CT Total L] 2 2 ] 4 2 [ i i 4
5 [con maD a1 Total s 3|e|s| = |[n]efals| »]
T | OCH RAD OAKLANDS CT Total 1 1 1 2z § ] a a L] L]
= OCH RAD SOUTHERN CHESTER COUNTY CT Total L] i 2 i 4 0 [ [ L] L]
2 [rana otal 5| 7 m nl s |[B]s]s]|s]s
=
g Total CT Exams Completed
E Year L, Tatal infiltrates % of infiltraed Doses Carentiv ) EtansknSetCost | 5573
- 2020 13996 a5 0.25% Diffusics Cost pok -
E 2021 17195 EE] 0.19%

2022 | Qv 1 and Qe 2)

OQutstanding: Data evaluation has not been performed post implementation J Additional training from vendor

Chester County Hospital / Mammo Department
Project Title: Radiology Time Out Review
Problem Statement: Staff are unclear on wha is responsible for documenting time in Penn Chart for invasive procedures
100% documentation of Patient Time Qut by the Radiologist or Technologist for all invasive
Target State - SMART Goal: i L g ogist s
procedures by August 2021,
Project aligns with following
UPHS quality blueprint Patient 5afety and Engagement
Strategies:
Sponsor/Champion Kristen Alvanitakis
Data Collection Plan The data is collected from Penn Chart monthly
Time Out Documentation
Radiclogist Jen-21 | hub21 | Aug-21 | Sep-il | Oct-21 | Now-21 | Dec-21 | Jan-22 | Feb-22 | Mar-22 | Apr-22 | May-22 | hun-i2
1 0 0 0 0 0 0 0 0 0 0 0 0
7 1 0 0 0 0 0 0 0 0 0 0 0
*NAMES REMOVED 2 5 0 0 0 0 0 0 0 0 0 0 0
2 3 0 0 0 0 0 0 0 0 0 0 0
1 0 0 0 0 0 0 0 0 0 0 0 0
1 1] 0 ] [!] ] 1] [1] ] 0 1] 1] [1]
1 [1] 1] 1] [] [i] [+] [+] [1] 1] 1] 1] o
4 1] 0 0 [] 1] [1] [1] 1] [1] 1] 1] 1]
Grand Total 19 | 10 0 0 0 0 0 0 0 0 0 0 0
Total Exams 496 | 402 | 472 357 393 424 394 02 381 | 432 369 | 407 | a1s
Documented Time Out |mmﬂmﬂmmmmmmmmmmm
I pttes e of ARAAZ
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CHESTER COUNTY HOSPITAL-QAPI

Chester County Hospital / Radiology Department

Project Title: Caopacity Management and Staffing Plan

Out Patient volume has increased by 15% in part due to the closure of two hospitals in the CCH
senvice area which has led to decreased scheduling exam availability

Problem Statement:

CCH Radiology leadership will provide o staffing plan to CCH Senior Leadership, maximizing weekly

Target State - SMART Goal: o .
availability by modality, to meet growth by lanuary 2022

Project aligns with following UPHS

quality bi int Strategl Fatient & Stoff Engagement
Sponser/Champion Colleen Scelsa / Jason Colloton / Kristen Alvanitakis/ Mike Ward
Data Collection Plan Weekly availability rate collected from Penn Chart
CCH Radiology Leadership provided current staffing plan and modality availability to understand the
Summary staffing and budgetary needs. This was in an effort to maximize the scheduvable slots on the imaging

medalities. This provides a roadmap of Equipment, Staffing, and Facility needs as well as any
changes to the CCH Qut Patient department hours required to implement the plan by July 22

—_—
3 { == —_RT.,_:]
" Hﬁ_rﬂw—‘

i . ——

Example — CT Departments

Chester County Hospital / CT and Mammo Departments

Project Title: Siemens Engagement = Imaging Equipment Utilization

Wide variance is observed in the entry of ‘Begin exam and ‘End exam” in Epic by technologists,

Problem Statement:
limiting the ability of Department leadership to analyze accurate room utilization data

CT and Mammography technologists will reduce the number of inaccurate entries for ‘Begin exam”

Target State - SMART Goal: )
and ‘End exam’ by 10% for CT and 6% for Mammography by April 10 2022
Project aligns with following
UPHS quality blueprint Innovation
Strategies:
Sponsor/Champion Kristen Alvanitakis / Jason Colloton

The radiclogy data is collected by PennChart and provided to the Siemens TeamPlay application for

Data Collection Plan 4
data analysis

Wedek 1 Week 2  Week 3 Weekd Wik S Week 6  Month 1 post measure 411

Modakty Bageline  228.36  3T-31M3  314-3/20  W21-9E2T 328413 4M-4010 5011
cT .2 19.6 14.6 1.9 202 18.4 18.8 18.5 [16.7 woekday only)
Mammo 8.5 3.2 3.3 2.9 1.7 2.2 .7 3.3
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CHESTER COUNTY HOSPITAL-QAPI

Chester County Hospital / Ambulatory Care Center (ACC) - Interventional

Project Title:

IR Physician Orders / After Visit Summary (AVS) Documentation

Ambulatory Care Center patients being preped and recovered for CCH IR were missing Pre-op Orders,
Post-op Orders and AVS Information

Target State - SMART Goal:

Interventional radiologists will decrease missed documentation to less than 5% by August 2021

Project aligns with following UPHS
quality blueprint Strategies:

Continuity Of Care

Sponsor/Champion

IR Nursing Staff / IR Radiologists / Ambulatory Core Center Nursing Staff

Data Collection Plan

The data is collected monually from individual Chart Review

IR Documentation Complétion

OGN

o

B

o,

o

o

o

0%,

3o

- m

o

Freep orden Pok Op Ordens A3
a2l EApe-21 W Aug-21
= Next Steps:
* Reangage team to see whal progress has been made and see

if there is any room for improvement

Chester County Hospital /| CT Department

Project Title:

IR 5cheduling Communication Process

Problem Statement:

Radiology Interventional Radiology schedulers are moving to remote scheduling and all paper
scheduling forms are to be converted to electronic format

Target State - SMART Goal:

Interventional Radiology schedulers will use electronic scheduling forms for 100% of out patients by
July 2021

Project aligns with following

UPHS quality blueprint Continuity Of Care / Innovation
Strategies:
Sponsor/Champion Mike Ward / Reggie Fields
Data Collection Plan 100% of scheduled out patient procedures will be reviewed for the first 3 months




CHESTER COUNTY HOSPITAL

AWARDS

e Julia Bartsch - Mammo Supervisor - Awarded CCH Leader of the
Year.

o The Leader of the Year Award is presented to the CCH team
member who exemplifies the qualities we value at CCH
including facilitating the delivery of the highest quality,
compassionate care and services to our patients, fiscally
responsible use of resources, and a collaborative and inclusive
team approach.

e Certificate of Recognition
o 2022 | Am Patient Safety Award -Time-Outs

CERTIFICATE O
or RECOGNITION

2022 | AM Patient Safety Award
Time-0uts
Runner-Up

Radiclogy Department
Chester County Hospital

February 9, 2022
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DIVISION OF COMMUNITY
RADIOLOGY
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DIVISION OF COMMUNITY
RADIOLOGY

DASHBOARD -RADNOR FY22

Fr21a3z| Friz 1Qer 2awr ELs i 40t
e [ =>] [} | e
CLINICAL QUALITY
Press Ganey Radiology Outpatient Scores Radialogy Radiology Radiclogy Radiology | PressGanay
1. Ease of Registration Process 96.6 96.6 56.5 57.0 56.8 56.5 PressGaney.
2. Waiting tima in registration 251 | 851 5.2 56,1 861 6.1 PrassGanay
2. Helpfulness of person scheduling 96.6 9.6 B6.3 96.9 867 96.3 PressGaney.
4. Cleanliness of facility 7.5 97.5 975 97.7 97.6 97.6 FressGaney.
5. Explanations given by staf F6.4 36.4 368 97.1 ‘36.9 6.8 FressGaney.
6. Our SENSativity 10 your needs 95.9 95.9 96.3 964 96.7 96.6 FressGangy.
7. Saw stafl clean hands before caring 6l | 6.2 56.7 _ 968 6.8 FressGanay
8. Likelihood of Recommaending 97.6 57.6 976 576 58.3 57.9 PrassGanay
9, Ovarall Radiclogy Outpatient Score 26.2 96.2 96.6 96.9 97.0 96.8 PrassGanay
CYUALITY INDECATORS
1 Completed ecam to final repon DCR median | | <G hrs Zhr Smin 3hr 12 min 2 32min 2hr A2min PC
2 Screening Mammogram imaging Flecal Flate | | u B.50% 8.90% B.00% 9.90% PC
Jul | Aug Sep Det | How Dec hn | Feb Mar Apr | May Jun

2021 | 2021 2021 2021 | 021 2021 2022 | 2022 012 2022 | 2022 012 foce |
3. CF contras: injection exvravasation - rumber of events ] ] ] ] ] ) Safery Me: |
4, T contrast injection extravasation - Percentage 0.00% Safety Met
5. MRl contrast injection extravasation -number of events ] 0 L] 0 0 0 0 0 1] Safety Met |
6. MRI cantrast injection extravasation - Percentage 0,00% Safery Met |
7. Wrong provider salected (HIFAA Viglation) 0 ] 0 ] ) 0 ] 0 0 ] Safaty Nat
5. Wreng provider selected (Not HIPAA Vialatien) o ] 0 Safety Net
9, Safaty MetEntrias 17 20 20 16 15 23 19 13 14 4 22 37 Safety Mat
0. Falls 0 '] o 0 0 0 [] Safety Net
11. Montage Critical Result Tracking 100% | 100% | 100% 100% 100% | 100% 100% 100% | 100% 1005 100% | 100% 100% Martage
ACCESS
Unservad » 10 seconds | IEE ' 6% | 7% | 3% | 5w | 6w | am | 1% | nadicleg
PIl MONITORS
Reveption: Check-In to Begin time Median | | <13 min| 1amin | 12min|  12min | 12min | 12min | 12min | 12min [10min | 11min [ 20min | 1amin]  1imin | Fc

DASHBOARD -VALLEY FORGE FY22
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FY2103| Fra2 10w Qe 40w
] | ™ ] Rl A
JCLNICAL CRILITY
Pres Ganey Radiolagy Outpatient Seores Radiology Radialogy Radiclogy | FressGaney
1. Easa of Registration Process 97.1 97.1 97.7 97.3 97.5 PrassGanay
2. Waiting tima in registration 96.1 9.1 PrassGanay
3. Helpfulness of perzon scheduling 974 | 974 57.0 .E- PrassGaney
4. Cleanliness of faciliy 565 | 96.5 97.3 m FrazzGaney
5. Explanations given by stalf 7.1 | 971 97.1 FrassGaney
. Dur sensa T your needs 966 | 965 96.7 96.5 96.9 FrassGaney
7. Saw staffclean hands befor caring 96.2 96.2 96.5 6.5 97.1 FrazzGaney
B. Likalihood of Racommanding 97.4 974 98.1 97.6 7.8 97.8 FrassGanday
2, Qvarall Radiclogy Cutpatient &sore 867 96,7 897.2 567 26.8 96,9 PrassCanay
QUALITY ENDICATORS [Additional)
1. Completed exam tofinal repert DCR median | ‘ <G hrs Ihr Sdmin 3ha 38min 2hr 58min 2hedbmin | Radiclogy
2, Sereaning Mammogram Imaging Recall Rate | | <10% E.70% 630% 7.00% 9.10% FC
Jul - Aug Sep Oct | Now Dec ha Feb Mar Apr | May Jun g
2021 | 2021 Wl 2021 | 2021 2021 2022 022 1022 022 | M2 2022
3. CTcontrast injecticn extravasation -number of events '] o o 1] 1] 0 0 Q ] 0 "] Safaty Net
N 4, (T contrast injection axtravasation - Percentage 0.00% Safary Net
5. MRI contrast injection extravasation - numbaer of events ['] o o 1] ] 0 ] Q o 0 ] o 0 Safary Net
5. MRl contrast injection extravasation - Percentage 0.005% Safery Net
7. Wrong provider selected [HIPAA Viglation) '] -] ] 1) 1] 1] ] o ] 0 -] -] 0 Safaty Net
2. Wrong provider selacted [Net HIFAR Violation) o o 0 0 o 0 0 o 0 Safary Nat
9, Safaty Mat Entrigs & 4 2 14 11 5 5 5 9 4 10 Safaty Nat
0. Fals 0 0 0 0 ] 0 Safaty Nat
11. Montaga Critical Result Tracking 100% | 100% | 100% 100% 100% | 100% 100% 100% 1005 100% 100% | 100% 1005 Montage
ACCESS
Unserved > 10 seconds | EEAEA S u e | 7% | aw | sw [ ew | ax [ 1w | radicies
Pl MONITORS
N Reception: Check-ln 1o Begin time Median | |<10min] Sein | smin | 6min | Smin | Smin | Smin | amin | amin | Smin [ Smin [ smin| amin [ resiciesy




DIVISION OF COMMUNITY
RADIOLOGY

DASHBOARD -BUCKS FY22

e o
e ©o
o O
o O
o o
o o
o o
o o
Fraas [355] Lnr 2ar 30w a0
o o Basebion | Goal
[CLRiICAL QUALTY
o o
Prews Ganey Radiology Dutsatient Scores Radology Radiokogy Eadroiogy Fadology PreasCaney
L 1 Ease clfRegutration Process %7 %7 w1 %5 %7 ”s Presstaney
I Waing T rRETTRA 961 6.1 6.3 65 PrassGansy
] ] 3 Huphuleaas of parson schaduling 9.8 6.8 6.8 m .0 PrassGaney
m & Oeasliness offacility %1 | el %62 e
® O 5. Explinition given by 1508 .0 .0 Prasaney
B Ot 1 ity 18 yowd Féidd 964 564 6.0 PresiGangy
() () T. Saw ruwff clean hieds bedce caving 0 A .1 FrussGaney
& Livelibesd of Reeemmarding 512 512 | snr | 375 PeassGaney
3. Owernll Radiclogy Outpacient Scome 56.2 56.1 6.0 64 PreisGaney
e o [QUALITY INDICATORS [Addiionad)
m o ©o 1 Compheted exim to final repert DCR median dbrs &he Hmsin b Bimin 420 Himin &t 1Bmin K
o o
© I RereeningMa=mogra= Imapeeg S pll Rty ‘ | 0% .00 10N 9,705 FC
[ ] o o
ul g Sop o | Mer o ™3 el [ g | ey =
o0 | om n 01 | w1 2011 | 2 01 w0 | mm 02 -
. . 3 CToomerpst injaction extrpvh SNt - somber of Svants ] o o 0 Q Safety Net
4 CTeemerpntsjgetion gxiravasntion- Parcemsaps Q00%. SafutyNw
® O §. MR comrast indCrion axravasatesn - numbs of geasts [ [] [] (] ] [] ] [] [ [ [] [] (] SataryNan
m & MR ordrast inpretion ariravaiaton -Peseriage ans SafatyNet
o O 7. Wrang provicer selected (4184 Vislation] o o 0 o o 0 0 o [ 0 0 [ o SatatyNer
O I & Wreng provider selecred (Mot HIPAR Wielys ] o o o SaferyNe:
o o 3 Safaty Nat intries 3 5 3 fl ] 1 1 ] 1 [ 5 § SafatyNet
‘ . 10, Falls 0 L 0 a -] Q 1] ] Safity Nét
11, Moszage Crtichl agult Tracing wos | aoow | sees | aeos | oaoow | soe 1005 1 | wos | wow | e | aew 1005 Mt
e o Acoess
H Unsesved s 10 sezeeds | [ s | ow | o | x| s | m | o | aw [ e [ o [ e | o | o [ maeen
e o P MORITORS
! o o eceptions Chieckda to beginchme Mediae | [t | bmin | gmin | gmin | min | smia | omia | sein [ gmin [ omn [ bmin [hmn [ wma [ w
e o
E (3 Y DASHBOARD - WOODBURY FY22
o o
w o o F2103| Pz 10w 20 30w o %
Baseline| Goal
® O I T
e o Press Ganey Radiology Outpatient Scares Radiclogy Radiology Radiglogy Radiclogy | PressGaney
1. Ease of Ragistration Process 97.3 | 973 97.3 98.2 PrassGandy
e o 2. Waiting time in regiszration 6.2 | 962 96.8 875 PressGaney
h 3. Helpduiness of persen scheduling 57.1 57.1 _ 57.5 PressGaney
e o 4, Cleanliness of fagility 9.6 57.6 97.8 584 ar.7 579 PressGaney
5. Explanations given by staff 96.3 96.3 87.5 57.8 96.5 74 FrassGanay
L] L] 8. Our sensativity toyour needs 95.7 85.7 §7.2 1.7 96.1 7.0 PressGaney
7. 5aw staff clean hands before caring 96.7 96.7 597.5 57.0 57.1 96.9 PressGaney
e o 5. Likelihgod of Recommending 383 | %83 554 381 [Co1a | PressGaney
o o 8. Ovarall Radiology Cutpatiant Score 964 | 964 97.5 §7.7 96.5 96.7 PrassGaney
QUALITY INDICATORS (Addit
mmmu O O 1 ed enamia fnal repest OCR median Ghrs Ihe 15min The 33min e S5min 1hr 31min Bt
nepe
o o
w 2. Sceeening Mammogramimaging Recal Rate: | | (414 6.80% 9.50% 10.80% 9.50% PC
o o
| Aug Sep ot | Hov Det Jan Febs Mar Apr | may Jun i
m ) ) 2021 | 2021 2021 2021 | 2021 2021 2022 2022 2022 2022 | 2022 2022
© mmm 3. Wrong provider selected [HIPAA Viclation] '] 0 0 ['] [] '] [] 1] '] 0 a a 0 Safery Nat
® O 4, Wrong provider selected (Mot HIPAAVilation) '] 0 0 ['] [1] [\] [1] 0 0 0 1] '] 0 Safaty Nat
h 5. Safety Net Entries 1 0 [ 0 [ 0 0 0 o 1 ] Safeny Met
i el
o o 6.Fals 0 0 0 [] 0 0 i 0 0 0 [ [ Safaty Net
7. Montage Critical Result Tracking 100% | 100% | 100% 100% 100% | 100% 100% 1005 100% 100% 100% | 100% 1005 Montage
LN [rimonimons
h o o Reveption: Lheck-In to Begin time Median | |<10nu'n| Smin | Gmin Radiclo
H o o
! o o
I I I [ N ]
o o

FY2022




DIVISION OF COMMUNITY
RADIOLOGY

DASHBOARD -CHERRY HILL FY22

FY2103] Fi2 10t 20ir 3 0ar ddar

o] | =1 [*] ] [ ]e=
CLINICAL QUALITY
Press Ganey Radiclogy Outpatient Scores Eadialogy Eadiclogy Radiolopy Radiclopy | PressGanay
1. Eaze of Registratice Process SE0 86.0 563 563 856.3 56.3 FressGaney
3. Waing time in sagistraticn 953 | 953 95.1 95.7 Cme | 962 |Pressaarey)
3. Hadphulness of parson scheduling 54 854 pe ] T B85 867 PressGaney
4. Clawnlingas of tezility 974 | 974 572 9.0 7.6 PrasaGandy
5. Bxplivatiors given by itaf 60 B0 6.2 9.3 968 PressGanay
€. O SHNIATIVITY 0D Youl Baeds S0 26.0 6.2 96.3 96.7 PressGansy
7. Saw saff cliesn hands bafoee caring 6.1 6.1 6.1 6.5 PrétiGansy|
&. Likesiood of Becommending §7. | 972 | s70 | 574 97.6 97.8 | PressGaney
5. Dwerall Radislegy Qutpatient foone 3 | 963 63 96.3 96.3 PrassGanray
QUALITY IDICATORS (Addith
1 Completed exam to final repost DEF median | &he Trmin &hr Emin T Fmin 3w Bdmin [+
2 Scoeening Mammaoge smimaging Fecall Rae | BLBOW SB0N 9,900 A0u300 FC

Aug Sap Dec han Feb Mar Apr | May Jun iy
2021 2028 2021 012 1011 1012 01T | 2022 01

3. €T contrast injection extravasation - numbaer of ewents o 0 ] Safety Net
4. CT contrazt injection extravasation - Percentage Safery Met
£. MR porast injection e avasation -rumber of #vents 1] ('] ['] 1] ] L] 1] Safwry Hat
6. MRI corr s Bjection axtrvaiation - Parcentige Sufuty Mt
7. Wirgng providar salacted (HIPAA Vislation) o o o o o Q o 0 Sfuty Nat
8. Wireag providar Salacted (Net HIPAAVsIMiSa) o o o o 0 o Sty Nat
9. Satary Hat Envriag & 1 4 4 B 3 7 Sty Nat
0 Fale 2 g [ 2 2 2 2 SHfuty Mue
11, Montage Critical Rasuls Tracking 100% | 100% | 100 A00% 100% 100% 100% | 100% 100% Migotage
ALLESS
Ungarved > 10 pesends | | »10% | o | ™ | 8% % | aw | ew | oW w
PIMONITORS.

Reteption: Check-In 1o Bagin time Median | [<:3 | Simin Aamin [ S | 3o | S| SR 13 min [DAREN] 137 | 1tmin]32min] i3min | FC

DASHBOARD - DCR EXTRAVASATIONS FY22

Radnor

CT contrast injection
extravasation - number of events

MR contrast injection
extravasation - number of events

Valley Forge

Source

CT contrast injection extravasation
number of events

MR confrast injection
extravasation - number of events

Bucks

0 o "] o 0 0 Safety Net

0 L] L] o 0 0 ] 1] 0 a a 0 0 |safety Net

lan Feb Mas
0 Tor 022
CTgursrastinjegnion
extravasation - numbser of events| “ Q o Q
MRl conbrast injection
@ L1
axtravazation - number ol avents 2 ] 0 Q ] L] Safury Nar

Cherry Hill

3, €T contrast injection
axtravasation - number of events

5. MRI conirast injection
extravadation - numbeér of events
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DIVISION OF COMMUNITY RADIOLOGY-
A3 PROCESS IMPROVEMENT INITIATIVES

Problemi/Opportunity Statement

Process Metrics:

«  Reduction In falls, reduction in high harm score falls *E or higher” in Safety
Met entries

«  SMART Goal- 0 Falls by the end of June 2022,

+  Success is measured in Safety Net entries: falls by harm score, falls by

CPUP has seen an increase in patient falls with injury reported in the ambulatery
setting. These events often lead to physical harm, unplanned hospitalization and
rehabilitation for our patients. Patient falls is one of our key ambulatory safety
priorities defined by ECRI as well as a nurse sensitive outcome, Developing a Falls
Prevention Program in ambulatory is imperative for patient safety.

Fall definition: An event involving & sudden, unintended, uncontrolied, dewrward department )
displacement of a patient’s body to the ground or other object. This definition «  REDCAP survey complated by staff member after falls occur for investigation
inciudes an assisted fall - when patient begins to fall and is assisted fo the ground by PUrpOSES.

= Completed Pilot within Meurclogy, Radiation Oncology and Hem Ong that
averall only 1 fall occurred in July 2021

= Expanding Pilot to include Radnor Radiology and Central
Registration/Radnor Common Grounds,

Team

Executive Sponsors: Barb Prior, Vivek Ahya, llona Lorincz

Champilon: Patti Macolino, Becki Fitzpatrick, Angela Miller

Leaders: CPUP DONs - Kate Gray, Kristen McCabe, Nicole McClintock
Facilitator: Katie Fox

Team Members: Marilyn Lupus, Lisa Mills, Denise McDonald, Edna Volz,
Kathleen Bailer, Betty Ann Boczar, Ethan Kannel, Florence Vanek, Maolly Wolff,
Tanya Weston, Annelies Pleiffer Wood, Cori McLaughlin, Katie Hunter, Allison
Bengziger, Leticia Pendleton, Mary Harnish, Erik Vios, Susanne Wiborg, Elise
Brownmiller, Monica Garon, Ashley Bucceli, Joanne Callahan, Deb Cerceq,
Angela Shakarjian, Sonya Wood, Patty Paulley, Keah Buck

- Data Support: Katie Fox; Data Source: PMSN (count), Penn Diver {visit volume)

another person.
Business Impact
FY21 v FY22 falls data (see fall section on dashboards for each division)

Project Scope

In scope: CPUP, PMMG
Out of scope: All other UPHS

T

Project Milestones FY21

Define and organize task force
Develop task force subgroups
Align best practices across divisions

Develop ambulatory fall risk practice interventions
Standardize fall prevention work flows

s s 8 3

y- Cat Scan Contrast Shortage

Problem/Opportunity Statement m Interventions / Countermeasures

CT contrast supply chain shortage of Omnipaque at CCH; DCR; HUF; PMC. Mew Create new CT protocols = atsoratad crvsic o 1518
» - 33 asso0iates collaborated developing 3 new cet of protocols that
p:c::_o-culs needed ctl? be created to malch the lesser amount of contrast given to that glue'm‘): less —)I i provacd 8 pempar: Bogmesh e Sonoast
dachnieve a proper diagnosis. contras
Consolidate the patient

Opportunity to adjust CCH-CT technologist scheduled locations to condense patient
scheduled appointments to Radnor & Valley Forge CT units,

schedule from 3 to 2 sites é COH cutpatients CT scans were schaduled ot Radngr and Valey
+ Farge. The CCH technalogts travebed 1o those sites 1o help with
for patients with contrast increased vohame of patients receiving contrast
protocols

Target St SMART Goal
+  Adjust all CT protocols on the scanners with 20% less contrast by by 5/30/22 to

minimize patient care delays at these specific sites. “

Project Scope Activity 1o wustain Cwner Sutain methed and frequency
. . . . i i Wiy masting with sl UPHS rasogy ary lie Casey 10 £ Blacied revm schdules 1o COH and schaduls CT with contran
||'| SGOPE CC 4 DCR' HUP’ pMC Rﬁd‘lolc@}' Dl\ﬂslon administration to ariess workfiow statu | Colleen Scelia o other DCR 1tes. Thit ivtutive minimies patent Care SHay
Out of scope: All other UPHS
Analysis
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Not all Buck staff members are currently trained for an aclive shooter situation. All Emergency Action Plan = =
: PISTHTALING 10017 BUMan (HECUICH JRDAMLEIENT, Managers, kocal
our staff are not prepared mentally andfor physically to deal with an active shooter (EAP] needs to invalve s e s bt s
situation that often occurs within a 10-15 minute duration, several stakeholders ATEEONTY BECADE BROCRTUTET- BECIES TOUTE BARE. aERRTy
U syitem confugured

Opportunities include: an emergency action plan (WAP) needs to be created and
scheduled/conduct training exercises are needed to prepare staff to effectively Develop Training exercises A e T e I ‘
respond and help minimize loss of life.

Target State: SMART Goal

= Train all Bucks staff with the Lower Makefield Township Police Department by

Project Scope Ackieity 1 sustain Crartr Suitia metksd aad Wrequenty
»  In scope: DGR Bucks Radiology Division e
- Out of scope: All other UPHS Annual meock sessions Completed to Inchade new hires zf::["‘: Bracte B4 | ae lncated. Know how tasecure door
e Kncring whi b Wbemgt B0 Eke down b
active shooter.

Analysis

Tools and Training:

*  Recognizing potential workplace violence

+  tips and insight using the ALLC.E training method:
Alert.Lockdown.Inform.Counter.Evacute

#  how to respond when an active shooter is in your vicinity

«  how to respond when law enforcement arrives

* managing the consequences of an active shooter situation
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DIVISION OF COMMUNITY

RADIOLOGY-

RADNOR QAPI

Radnor Radiology Cat Scan Department QAPI FY 2022

Project Title: Increase the Volume Percentage of CT Growth for Radnor Radiclogy
Probl Statembnt: . Underun’fizlamin of i?ennm:m‘ Autoscheduling process for CT Coronary A.I"'EEF}-" exanl'r‘s.
*[ ack of patient appointment access for 2 neuro CT exams at Rodnor Radiology facility.
* Optimize scheduling wia Pennchart build that allows for efficiently autoscheduling CT Coronary Artery
Project Goals/Objec . exams. Collaboration efforts with Dr. Boone and block scheduling.

*Add 2 additional CT Head exams/services for DBS planning and HIFU planning that increases volume.
sSurpass the 29% (YOY Comp) budgeted volume by the end of June 2022,

Aligns with HUP Entity Goal:

» Continuity of care » Patient and Staff engogement

Sponsor/Champion

Denise McDonald, Patient Quality/Safety, Marylane Casey, Director of Radialgoy

Data Collection Plan/ Results

CT Manager collects data menthly via Pennchart (EPIC).

Results showed o 29% (YOY Comparison) to 36% Annual Growth(budget comparison)

Radnor Radiology Nuclear Medicine Department QAPI FY 2022

Project Title: Increase the Volume Percentage of NM Growth for Radnor Radiology
— i e = lates.
Probiemn Statement: L] Underutifri_atmn of ‘?Eﬂﬂthc"‘! Autoscheduling due to inconsistent exam r‘?om temj;: frtes
*Lack of patient appointment access for several NM exams at Radnor Radiology facility.
* Optimize autoscheduling via Peanchart revision of the radiclogy room templates based on exam codes.
Project Goals/Objectives: 2 Add 4 additional NM exams/services that includes: DaT scan, Lung Spect CT Scan, Cardiac Amyloid Spect

CT, Melanoma Sentinel Node Study thot increases volume.

Aligns with HUP Entity Goal:

* Continuity of care # Patient and Staff engagement
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Sponsor/Champion

Denise McDanald, Patient Quality/Safety, MaryJane Casey, Director of Radiolgay

Data Collection Plan/ Results

NM Manager collects data monthly via Pennchart (EPIC).
Results showed o 34% (YOY Comparison) to 35% Annual Growth(budget comparison)

Radnor Radiology MRI Department QAPI FY 2022

Project Title: Increase the Valume Percentage of MRI Growth for Radnor Radiology
A —r = = T
Probism Slatement Und-erurrhz'urom of ;Tennehart Autoscheduling due to inconsistent exam n.?am remp..ftlrres.
sLack of patient appointment access for several MRI exams at Radnor Radiology facility.
*Optimize autoscheduling vio Pennchart revisions of the rodiology room templates based on exom codes.
sAdd 7 additional MRI exams/services that includes: HIFU Brain, DBS Brain, Lumbar plexus, Sacral Plexus,
Liver Labs/Ferriscan, Elastography ond Rectal exams.
Project Goals/Obj = sFuture initiatives to providing mare services to patients with Pacemakers and other electronic
conditionol devices to move toward exceeding budget.
*Surpass the 34% (YOY Comp) budgeted valume by the end of June 2022,
Aligns with HUP Entity Goal: * Continuity of core * Patient and Staff engagement
Sponsor/Champion Denise McDonald, Patient Quality/Safety, Marylane Casey, Director of Radiolgoy

Data Collection Plan/ Results

MRI Manager collaborated with Siemens teamplay to collect data monthly. Although Siemens teamplay
reports show our MRI room occupancy is 90-115% utilized our overall budget results showed our 34%
(¥OY comparison) to -9% annual growth (budget comparison). This is pending the inclusive
pacer/conditional device volume.




DIVISION OF COMMUNITY
RADIOLOGY- RADNOR QAPI

Radnor Radiclogy Mammography Department QAPI FY 2022

Project Title: Increase the Volume Percentage of Mommo Growth for Radnor Radiology

* Underutilizatoin of evening/weekend schedule due to lack of external stoffing interests.
*Lack of protocol standarization causing patient care delays due to staff confusion/frustration
throughout the day.

*Lack of employee workflow standordization including employee structure and accountability.

Problem Statement:

s(ross training new general x-ray technologists in mammo that were recently hired. ANl existing staff
ond new hires will work 2 evenings p/week. Goal to operate 3 Mommo units until 8pm, 4nights pfweek
and 2 units on Saturdays by June 2022,

*Radiologists established 18 stondard pratocols the the team refers to for guidance, >60 second decision
tree.

sCreated o tag team approach in our patient throughput that engoges postive efficient workflow if o
radiologist is reviewing their cases minimizing technologists down time.

*Surpass the 13% (YOY Comp) budgeted volume by the end of June 2022,

Project Goals/Objectives:

Aligns with HUP Entity Goal: * Continuity of care * Patient and Staff engagement

Sponsor/Champion Denise McDonald, Patient Quality/Safety, Marylane Casey, Director of Radiolgoy

Mammo Manager reviews Pennchart data and has team huddles to address weekly workflow concerns.
Budget results showed our 13% (YOY comparison) to -6% annual growth (budget comparison). This is
pending the filling of multiple vacancies- with the current volume we are assessing patient experinece via
Press Ganey.

Data Collection Plan/ Results

Radnor Radiology PSA Department QAPI FY 2022

Project Title: PMPR PSA Staff development in Radnor Radielogy

* Central Check-in team are inoppropriately arriving patients without the appropriate scripts, with the
Problem Statement: correct providers, completing cosh collections and/or updating status of patient in patient progression in
Pennchart-EPIC,

*Created a 2 hour training course and quick guides to support the PMR Central registration better.
Tipsheets include the differences in the Radiology check in process versus the Provider based check in
process to minimize confusion.

*All PMR Central check in employees will complete course by June 31, 2022,

A Microsoft "Teams"” instant messoging system has been set up for Centrol Registration monagers to
communicate immediate registration mishaps that supports real-time PSA education and feedback.

Project Goals/Objectives:

Aligns with HUP Entity Goal: * Continuity of care * Patient and Staff engagement

Sponsor/Champion Denise McDonald, Patient Quality/Safety, Marylane Casey, Director of Radiolgoy

Radislogy Manager manually reviews Pennchart-Epic registration data process and monitors mishaps

Data Collection Plan/ Results i
monthly. All the current PSAs completed the training class by the end of June 2022,

Radnor Radiology Scheduling Department QAPI FY 2022

Project Title: internal Medicine Scheduling Collaboration in Radnor Radiology

*» Internal medicine department sends a high volume of patient to the Rodnor registration desk to
Problem Statement: schedule future radiology appointments or same day addon radiology appointments. This delays the
exisitng patients that are scheduled to be efficiently checked in for their current appointment.

*Radiology met with Intermedicine {IM) leaders to offer assistance in developing the IM team to
schedule their patients radiology appeintments. The IM team was provided access and quick rad
scheduling guides for reference to Pennchart Radiology scheduling

*All IM schedulers will complete training including quick guide references by June 31, 2022.

A Microsoft "Teams" instant messaging system hos been set up for the IM team to communicate with
the Rod Central Registration to address any further questions/concerns while scheduling their patients,

Project Goals/Objectives:

Aligns with HUP Entity Goal: * Continuity of care * Patient and Stoff engogement

Sponsor/Champion Denise McDonald, Patient Quality/Safety, MaryJane Casey, Director of Radiolgoy

Radiology Manager manually audits registration workflow with patient registration turnaround times,

Data Collection Plan/ Results L.
All the current IM schedulers completed the training by the end of June 2022,
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DIVISION OF COMMUNITY
RADIOLOGY- VALLEY FORGE
QAPI

Division of Community Radiology / Valley Forge Office

Project Title: Improve MRI Schedule Template

Problem Statement: Needed to reduce wait time to get a Breost MR from 28 days out.

Ta .8 I: Re-structured Breast MAI scheduling template to perform all breast MR! cases in a designated
schedule block.
Project aligns with following
UPHS quality blueprint Patient & Staff engagement / High Reliability / Continuity of Care
Strategies:
Sponsor/Champion Melissa Fink, Administrator Proctice Ops
Data Collection Plan Nelissa Fink, Administeator Practice Ops
METRICS:

November, 2021 — First week of Nov prior to this change, first avail for a Breast MRI was 28 days out
June, 2022 - First week of June, 6 months post change, first avail for a Breast MRI was 12 days out
*Max number of days out for first avail since making changes has been 16 days out*

Division of Community Radiology / Valley Forge Office

Project Title: Increasing Mammo Volume |
P Statement: L‘I:'eszc;ve o need to adjust mammo schedule to try and reduce screening wait time from first available
a ays.

Target State - SMART Goal: Manager & Mammo team will evaluate schedules, exam durations, templates and staffing plans

Project aligns with following
UPHS quality blueprint Continuity of Care / Patient & staff engagement
Strategies:
Sponsor/Champion Melissa Fink, Administrator Practice Ops
Data Collection Plan Melissa Fink, Administrator Practice Ops

Measure FY22- Metric

Total Sueerl'mil 304

Early October 2021 — First avail for Screening mammo is 54 days out

End of October 2021 — Durations of screening mammograms were changed from 30 min to 15 min
and 54 additional patient slots per week (Mon-Sat) were opened up
No additional staff hired, just adjusted staffing schedules to facilitate the necessary coverage

*Per marketing team, drop in April volume is a known annual dip in volume during this time period for
the VF office across all modalities

Even with the dip in April 2022, the total screenings is still up compared to April 2021 (226 screenings)

August 2022 — First avail for Screening mammo is SAME DAY
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Division of Community Radiology / Valley Forge Office
Project Title: N45 Fit testing for all DCR sites
N Problem Statement: Annugl fit testing was not being performed in suburban sites
Target State - SMART Goal: .E:ran Rs_-lalbum come out to each of our sites and trained two super-users to be able to perfrom annual
fit testing
Project aligns with following
UPHS quality blueprint Patient & Staff engagement / High Reliability
Strategies:
SponsoriChampion All site managers/Mary Jane Cosey/Dan Realbuto/Denise McDonald
t Data Collection Plan Melissa Fink, Administrator Practice Ops




DIVISION OF COMMUNITY
RADIOLOGY

FY22-FY23 QI/QA ONGOING PROJECTS
PRESS GANEY:

1.Ease of registration.

2.Helpfulness of person scheduling.
3.Wait time in registration.
4.Cleanliness of facility.

DCR SITES ONGOING PROJECTS:

1. Failed fax monitoring
e Radiology failed faxes include DCR, CCH, HUP, PPMC, PAH
e Work closely with Penn Spot & Right fax teams to ensure efficient
turnaround on issues and tickets with updates to provider profiles
e Average of 20 failed faxes per day
2. Critical Result Tracking via Montage
e Worked monthly
e Started recording on Quality Dashboard in FY22
e Working on Enterprise team for Critical Result dashboard
3. Safety Net Entries
e Each entry is reviewed and discussed with staff if needed
e Monitored to ensure tickets are closed in a timely manner
e Reported out to managers and Task Force monthly with breakdown of topics
e Trends investigated (extravasations, falls, pt complaints, etc)
o C-Status report- review daily report including read reports within 24hrs.
e TJC Task force that includes liaisons responsible for auditing division tasks

CHERRY HILL ONGOING PROJECTS:

1.Ceiling Mounted Lift

* one on one training for all staff on the ceiling mounted lift that was
installed in MRI.

* this was installed for safety to insure that staff could safely move patients
from wheelchair/stretcher to the MRI table and or stretcher for care in any
modality

2.SIMS Training

e Bi-annual SIMS training for emergency management.

e this training helps to insure that all staff know their roles and that

e they work as a cohesive team during an emergency situation.

e In the process of developing a plan to hold min-SIMS in each modality
quarterly.

3. Venipuncture training

e |V training for General Rad techs

e with this training, we are not limited to an MRI/CT tech if access is needed
4. Oral Contrast

e continued work with the water soluble oral contrast for CT
5. iStat

e jStat training for all MRI techs
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DIVISON OF COMMUNITY RADIOLOGY

Root Cause Analysis (RCA):

An RCA is an in-depth review of a serious event that has resulted
in harm and/or poses a serious threat to safety. Such events
include sentinel events, never events and recurrent events that
have previously resulted in multiple apparent cause analyses.
The review is performed by a multidisciplinary team, led by a
formally trained facilitator, and involves a designated
methodology and templates. The review seeks to identify the
underlying root cause(s) of the event and develop a formal
measurable corrective action plan(s) as appropriate. When
appropriate, a specific RCA may involve the review of more than
one event. One RCA was completed in FY22.

GOOD CATCH AWARDS FY22

e Jaclyn Rissling-MRI technologist- Excellent patient care skills
with aborting an MRI scan due to metal artifact in the image
preventing any harm to the patient. October 2021.

e Jessica Mele, Michelle Huggett, Susan Stenkomph- MRI
technologists- Incidental SDH finding seen/reported and the
team patiently awaited for EMT to transfer patient to the ER.
July 2021.

e Grace Garcia- CXR completed- Grace called provider based
on patient history to clarify CT Chest exam would be best for
PE. Provider order STAT CT Chest that the team was able to
do same day. The CT Chest was positive for multiple emboli-
patient was sent to the ER. August 2022.

e Brittany Bailey- CT Chest completed that Brittany called
radiologist to review and confirmed patient had a positive PE
diagnosis. Radiologist deferred patient to the ER (EMT
escorted patient to the ER). August 2022.
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LANCASTER GENERAL HOSPITAL
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LANCASTER GENERAL HOSPITAL-
PROCESS IMPROVEMENT INITIATIVE

section: LGH | Modality CT

Project Title | A nti-Coagulation and Trauma Alert Protocol (ACT) TAT

Problem

statement In 2020, the average compliance in meeting the 30-minute goal for the ACT Alert CT Head scan time from the time
the CT Scan order is placed to the time the CT exam begins was only 72%.

Blueprint + L . i i P EioEL s
Continuity of Care - Deliver seamlessly coordinated care across all settings and service lines by eliminating unnecessary
variation

SMART goal* ) o
Diagnostic and Lab leadership collaborated to create workflows to improve overall communication between the Lab and
CT regarding response times to orders on ACT alert patients, resulting in the improvement of overall compliance with the
30-minute TAT goal to 90% or greater.

Quality Tools | Multiple rapid experiments used to try various processes in order to determine the best process. Value Flow Map and

used project graphs were utilized to evaluate results.

Metrics

CT Average Order-to-Begin Minutes % Less Than 30 Minutes

Summary

Barriers in rapid experiment identified: Difficult to coordinate workflow between the requested Lab draws and
requested CT head exam in real time. In addition, other departments were accessing the patient resulting in further
delays in exam completion.
Better process established:

» CT responds immediately and performs CT head prior to Lab and other departments.

« Mobile HeartBeat phone utilized as communication tool between CT and Lab

« (T team sends (an)alert to (the) Lab via Mobile HeartBeat phone when (the)CT head exam is complete

s (T returns patient to ED exam room.

« Lab meets patient in the ED exam room.

sponsor/

Champion

CT, Lab, and Trauma leadership

Sustainability

CT time from Order to average compliance improved and sustained. Goal has been reduced to 20 minutes.
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LANCASTER GENERAL HOSPITAL-QAPI

Lancaster General / All Sections

Project Title: Language Assistance Documentation

For the months of November 2021 through March 2022 technologists documented
Problem Statement: the use of Language Services 38% of the time. This creates a risk of Joint Commission
regulatory compliance failure which cowld result in actions up to suspending services.

In May 2022 the Diagnostic Imaging Quality Team recognized the need to examine
the documentation of language services by using an A3 to develop o process that
ensures language services is provided to oll patients with EMR documentation that
an interpreter is required.

Target State - SMART Goal:

UPHS quality blueprint Strategies:

Project ali ith followi
roj i — Diversity and Equity

Sponsor/Champion Patty Rinehart, RT(R){CT), Diagnostic Imaging Quality/Education Coordinator

» Patty will perform random chart audits from each location.
= Patty Rinehart, Nancy Nice, and Luke Charles will interview staff and document

Data Collection Plan .
language assistance used during site tracers.

Monthly Language Services Compliance

2 of non-complia nt tindings
= =
%% compliance

- b
=1 o =] -

Lancaster General CT

Improve Access for Patients Undergoing CT Scans with Hydration at the LGH Suburban

Project Title: : A
Outpatient Pavilion (SP).

Limited access for patients who need hydration undergoing a CT scan due to this only

Problem Statement:
being performed at the main hospital.

CT leadership and the Infusion center will work together to provide an outpatient
Target State - SMART Goal: experience for patients requiring hydration when undergoing a CT scan by creating an
outpatient order set and dedicated appointments at the SP by April 2022.

. Project aligns with following UPHS

Continuity of Care

quality blueprint Strategies:
Sponsor/Champion Rob Leitch, MHA, 8BS, RT(R) (CT)
Data Collection Plan Epic schedule

|SF CT [650057]in SP RAD CT [10803225] j

T &
ﬂm:m a Hydration
4/ Af =




LANCASTER GENERAL HOSPITAL- QAPI

Lancaster General / US

Project Title: Implementation of Trophon (high level disinfection) Use Across the LGH System.

Inconsistent Ultrasound probe disinfection process being utilized by various ultrasound

Problem Statement:
areas during critical and semi-critical {based on Spaulding classification) procedures.

The Diagnostic Imaging Ultrasound Supervisor will develop a project plan to purchase,
install, and educate all teams on the use of the Trophon system used as the disinfection
process for ultrasound probes at all LGH locations performing ultrasound services by
June 2022

Target State - SMART Goal:

Project aligns with following
UPHS quality blueprint High reliability

Strategies:
KellyAnn Wissler, BS, ROMS, RVT
Sponsor/Champion US Supervisor
KellyAnn has a project plan which includes implementation dates and educational
Data Collection Plan sessions for all staff
February| U 22822
March ;:;,2“:.“ iz
ASF 4322
APl | gsaConer 41122
Cardwlogy 42422
MY | comma stz
EPICath Lab 6522
KU 8522
Icu 6.12.22
e
THU 6.19.22
THG 62622
Sports Med 62622
Lancaster General / Mammography
Increase the use of Mammography scheduling cards to facilitate the scheduling of-6
Project Title: f Brapiy. 9 fa g of

month follow-up and screening Mammogram appointments.

No easy process for screening mammography patients who wanted to schedule their
Problem Statement: appointment a year in advance. Only had the option to use the online scheduling
process or to calfl Centralized Scheduling.

In FY21 the Diagnostic Imaging Leadership implemented providing @ mammogram
Target State - SMART Goal: |scheduling post card to patients at the time of their exam for ease of scheduling their
next annual screening mammaogram.

Project aligns with following
UPHS quality blueprint Patient and Staff engagement
Strategies:
Sponsor/Champion Jessica L. Hamaker, BS., R.T.(R)(M)

Multi-Modality Manager, Diagnostic X-Ray, Fluoroscopy, & Mammography

Data CoBScton PIah Epic Schedule
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LANCASTER GENERAL HOSPITAL-QAPI

Lanéastor General / Hanimo

Project Title:

Implementation of Savi Scout®

Problem Statement:

Delays in performing breast surgery at the hospital due to limited OR times for breast
surgery and limited appointments and resources for necessary needle localization.

Target State - SMART Goal:

Breast Center leadership implemented the use of Savi Scout ® in November of 2021 to
reduce surgical delays by eliminating the need for a needle localization thereby
improving timely access to OR breast surgery.

Project aligns with following
UPHS quality blueprint
Strategies:

High reliability

Sponsor/Champion

Dr. Aaron Bleznak
Dr. Nittan Tanna

Data Collection Plan

Epic schedule
Order Savi Scout seed/marker and Savi detector to be used in the OR by the breast
surgeon.
» Training of Mammo staff, Radiclogist, and OR staff on the use of Savi Scout
+ Elimination of patient scheduling conflicts.
* Minimize length of stay on day of procedure.

|LGH MAMMOGRAPHY (450091 In LCHRAO W »| B)|  Yiew

L] Tue 6200022
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200 p |
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|NEEDLE LOCS

| Laﬁcasfer General / X—Ray

Project Title:

Neonatal ICU (NICU) Stat X-Ray Exams

Problem Statement:

In February there were two NICU exams with a delay of 12 hours due to the exams
being assigned to an incorrect reading list.

Target State - SMART Goal:

Create a new neonate order and workflow (in collaboration with the Diagnostic
Imaging Radiologist leadership) to ensure that exams ordered on NICU patients are
easily identified on the PACS radiologist worklist to ensure interpretation is completed
within 60 minutes of exam completion by June, 2022,

Project aligns with following

UPHS quality blueprint High reliability
Strategies:
Jess Lewis, RT{R)
Sponsor/Champion Diagnostic X-Ray Supervisor
Epic TAT for NICU exam and safety nets.
Epic team created a modification so the NICU exams begin automatically.

D Collection Plan . Autc!matf:j:aﬂy starﬁfrg the exams allows the l‘echanogi'st to do patient venﬁcaﬁon
bedside without having to step away to perform this step at a computer. This
minimizes risk of delays and missed identification.

Heme Tima
o XR NEONATE ABDOMEN AP Imaging RADO1144
(n] XR MEOMATE AP PORT W ABD Imaging RADO10TS
o XR MEOMATE CHEST AP maging RADO1132




LANCASTER GENERAL HOSPITAL- QAPI

Lancaster General / All Modalities

Project Title: Duplicate Exam Prompt in EPIC for the Ordering Providers

Problem Statement: Patients receiving unnecessary duplicate exams.

Diagnostic Imaging Leadership and Information Services will collaborate to create a
duplicate exam prompt in Epic that will alert the ordering provider when the same or
Target State - SMART Goal: |/ike exam has been performed within 24 hours so the ordering provider has the
apportunity to review previous exams and determine if the duplicate exam is necessary
by May, 2022.

Project aligns with following
UPHS quality blueprint High reliability

Strategies:
Jess Lewis, RT(R)
Sponsor/Champion Diagnostic X-Ray Supervisor
Safety Nets
Data Collection Plan
Potential Dupbcate Orgers Found [=]
E Duplitai.e Imaging Onders Found
Yiour Mew Drders Fesulted Orders
X CHEST AP PORTABLE Do et Deder Tody
Imprestion:
Mormal vaewt 0! the chait
Nairatv
h Hritiy: Chit puin, shortiia of boeath
£ View Full Resalts Report
 Cpobirue X Lancel
Lancaster General / All Modalities
Project Title: Focus Group Review-Second Session
Problem State There were no formal sessions for front line staff to give direct feedback to Diagnostic Imaging (D)

Director, Administrative Director Women's Health, HR Business Representatives.

Create structured, in-persen focus group meetings with the Diagnostic Imaging leadership and HR
Target State - SMART Goal: Business Partner to allow frontline staff to share suggestions and concerns each fiscal year.

Project aligns with following
UPHS guality blueprint Employee engagement.
Strategies:

Patty O'Driscoll, RT{R), BA, MBA
Director, Diagnastic Imaging
Bob Bleecher, Human Resources

Sponsor/Champion

Ask all meeting attendees 2 questions:

1. What makes for a great day

2. What are the pebbles in your shoes?

» Leader(s) listen to the feedback from the team, solutions are not offered at these meetings.

+ Attendee names are not recorded, only the comments and locations of each meeting.

Data Collection Plan * The DI leadership team in conjunction with HR reviews the comments, sorts by category, and develops
solutions.

* Results from Session One {conducted during FY21) are compared to information abtained during
Session Two [conducted in FY22).

* Bosed on original concerns: multiple items are no longer on the list of “pebble in the shoes”. The issues
currently being identified are truly more patient care and operationally focused,
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LANCASTER GENERAL HOSPITAL- QAPI

Lancaster General / All Modalities

Project Title: Implementation of an Ancillary Clinical Ladder Program.

No means of recognizing and rewarding staff who are participating in projects that are not
included in their job description.

Financially reward staff who are participating in prajects and performing tasks (above their job
Target State - SMART Goal: |description) that are reviewed and approved by the Clinical Ladder Governance Committee as a
means of staff retention by July 2021.

Problem Statement:

Project aligns with following
UPHS quality blueprint Patient and Staff engagement
Strategies:
Patty O'Driscoll, Diagnostic Imaging Director
Sponsor/Champion Di‘a:_:f'nostpc Imaging Chﬂff‘.'ail Ladder CTDvemance Committee

Clinical Ladder Staff Advisory Committee

Ti it Il

Data Collection Plan rack the number of successful Clinical Ladder challenges

November| December|January| February| March| April | May | June
5 1 5 1 5 5 2

i I: Employee-Client

Establishes effective therapeutic relationship with client that promotes the delivery of individualized care. Integrates teaching into the delivery of
services based on the client responses and changing circumstances.

Serve as an active meamber of a hospital committee. Must meet and be in attendance at least 4 timesfyear. 2
point per committee, maximum of 4 points. 2-4 B

IIl: Clinical Leadership

Serves as a model for professional behavior. Promotes clinical effectiveness, efficient resource use and quality of care in the practice setting.
Facilitates the development of an effective team and the p ional develop of others.

Project Leader for a new or ongoing DI special project, as approved by Director/ Manager. Points determined by

3 Manager based on scope/time spent on project. 2-5 E
8 Preceptorf Mentership for new hires. Mantain required traiming. 1 point for each employee, maximum 3 points.

1-3 <]
g Mentership for new Clinical Ladder applicants. 1 point for each applicant maximum 3 points.

1-3

Participates in the evaluation of practice guidelines. Demonstrates a commitment of life long learning.

Obtain an additional degree (Associates, Bachelors, Masters or Doctorate) , awarded from an accredited educational

& |institution. 2 points for an Associates degree and 5 points for Bachelors, Masters or Doctorate degree (each

degree can only be counted once; if not job required) 2or5 C
Talent and Career Development - Attend a LG sponsored talent or career development program or class. Points

20 |determined by Manager based on scepeftime spent on training. Example: Aspiring leader program. 1 peoint for every 4

hours attendance 1-3 F

IV: Department specific activities

Participates in modality specific activities to enhance the safety and daily perfformance of the department !

1 _|Performing specialty QC/QA, for modality. with manager approval. 2 points maximum 1-2 | | !

2 ] 1

|
____________________________________________ — S—— — —_
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LANCASTER GENERAL HOSPITAL- QAPI

Lanca-ster.Gen-oral | CT

Project Title: Stroke Alert Turnaround time (TAT)

Problem Statement: Stroke alert TAT above the AHA standard of 25 minutes from patient arrival time to CT interpretation

CT and Lab leadership will collaborate to improve the overall "door-to-needle” TAT and reduce patient
Target State - SMART Goal: |delays by changing the timing of lab draws to after CT head is complete to improve the goal of
"results completed in less than or equal to 25 minutes or less" by May of 2022.

Project aligns with following
UPHS quality blueprint Continuity of Care

Strategies:
Sponsor/Champion Corinne Sherrer, CT Lead QC Technologist
Data Collection Plan PeerViue and Epic
Stroke Alert: % compliance Deor to Radiologist Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr
Review of non-contrast £ 25 minutes 0% 05 fr] Al 905 0% 205 R A O
s x Pe s |0 @7 |0u [0s s @ a
Lancaster General / X-Ray
Project Title: Madified Small Bowel Follow Through Orders for Inpatients

No established order for the providers that were requesting a Gastrografin small bowel follow
through exam

Problem Statement:

Diagnostic X-Ray and Radiologist Leadership will work together to create a new order panel in Epic
Target State - SMART Goal: with the help of Ann B. Barshinger Cancer Institute (ABBCI) and Trauma leadership to create a new
protocol with pre-determined times and the contrast amount for obtaining post-contrast
administration images to go live in June 2022.

Project aligns with following
UPHS quality blueprint Innovation
Strategies:
Sponsor/Champion Jess Lewis, RT[R)

Diagnostic Imaging X-Ray Supervisor

Data Collection Plan

Epic

Panel includes 8 and 24 hr post contrast admin Modified SBFT Abdomen orders. Please select addibonal tmed orders accondngly.
Do not order contrast - it will be supphed by Radsiogy
XR MODIFIED SBFT ABDOMEN (4 hrs post contrast admin)
Routing, 4 Hours post contrast sdministraton
XR MODIFIED SBFT ABDOMEN
Routing, ONE TIME, Farst occurmence toduy ot 1454 P
Reason for Exam: modkfied SBFT - 8 hry post contrast adman
Do Mot Order Contrast (Radiclogy will provide], B hours post contrast administration, Sign
XR MODIFIED SBFT ABDOMEN (12 hrs post contrast admin)
Routine, 12 hours post contrast admanatrabion
XR MODIFIED SBFT ABDOMEN (16 hrs post contrast admin)
Routing, 16 hours post CONtrast adminitration
XR MODIFIED SBFT ABDOMEN
Routine, ONE TIME, Farst occurmence today at 1454 =
Reason for Exam: moddeed SBFT (24 hes post contrast sdman)
Do Not Order Contrast (Redeology will pronadi). 24 hours post contrast dmenatrabion. Sgn
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LANCASTER GENERAL HOSPITAL- QAPI

Lancaster General / All Modalities

Monthly Continuing Education (CE) Sessions for all Radiologic Technologists Offering Approved

Project Title:
g CE Credits
Problem Statement: No CE credits currently offered at no charge for LGH Imaging technologists.
The Diagnostic Imaging Education Coordinator will develop one continuing education course
Target State - SMART Goal: each month that is worth 1 ASRT CE credit and offered to all LGH technologists free of charge

beginning February, 2022

Project aligns with following
UPHS quality blueprint Employee engagement.
Strategies:

Patricia G. Rinehart R T (R){CT)
Sponsor/Champion Quality/Education Coordinator
Diagnostic Imaging

Number of in-services and number of staff attendin
Data Collection Plan / f staff 9

Feb March | April May June

4-30 4-28 3-30 4-33 3-30
staff staff staff staff staff
attended |attended |attended |attended |attended

Courses offered:
1. Regulatory Compliance specific to environmental rounds | Proud rounds/Tracers); Presenter: Denise Parke, Safety Officer for Safety and Environmental Care
2. Maxi Move Lift Device demonstration Presenter: Shelby Roberts, DXA Technologist
3. Manage Your Energy to Manage Your Time; Presenters: Janelle Glick: Wellness Dietitian and Health Coach and Olivia Duke: Community Health Program Coordinator
4. Stroke Alert Patient Assessment, Imaging, and Treatment;
a. Presenters: H. Dean Hollenbacher: Advanced Visualization and 30 Specialist, Tracey Mousley: RN, Stroke Program Coordinator, and Dr. Danielle Cross: Stroke Medical Director

5. The Physics of Proton Therapy: A Primer; Presenter: Dr. Richard L. Maughan, PH.D: Professor




LANCASTER GENERAL HOSPITAL

GOOD CATCH AWARDS

Lancaster General HDSP‘I!N

Good Catch Awards . FY22 July August  |Septembe|October  |No December January

Technologist recognized laterality issues during the verification
process prior to beginning the exam, Tech calied the provider,

reccieved 3 new order, and completed appropriate exam ] 2 1 1 1 1 3
The technologist identified positive results and expadited the patient

receiving prompt care 2

The technologist noticed the patient had an allengy to IV Contrast but

had not been premedicated for their scheduled Arthrogram 1

The technalegist realized the imaging order was incorrect and

obteined & new order and performed the comas exam 3 B 2 1 1 2 2

The technologist noticed their patient had several imaging exams
scheduled on different days the same week and rescheduled the

patient 5o all the exams could be performed at one Iocation 1 1
The technologist discovered the patient had arrived for an X-ray with a
duplicate order for an exam that had already been completed 1 2 2 2 z

The technalogist noticed a previous patient had been registered in
the X-ray unit under the ingorredt patient information. She made sure
ali the patient information was comected and confirmed the images
had the comect patient information 1 1

The technologist identified the patient’s personal identification was
incofrect during the verificatlion process, They ensured corfections
were dotumented in the EMR 1 1

The Technologist noticed the absence of the provider signature,
diagnosis code or the diagnosis code did not match the order. They
contacted the ordering provider to obtain a new comected order. 1

The technalegist noticed the patient’s SNL injection was not
rescheduled when her breast surgeny wag rescheduled, The
Temnalog-st contaded the surgical scheduler sathe injscrion and 1

The technologist identified an imaging order had been placed ona
patient for a daily chest x-ray while intubated. The Technologist
noticed the patient had been extubated but the order was never
canceled. The provider was contacted and the order was canceled,

The technologist recognized 3 pediatric patient had multiple X-rays
ordered by their provider. She consulted the radiclogist who then
contacted the provider and suggested the appropriate imaging to
reduce radiation expasure.

The Technologist saw additional arder in the EMR that was not
scheduled and completed them for the patient after confirming the
grder with the provider. 4l

The technolagist realized during the verification process that an order
had been placed on the incorrect patient. The provider was contacted
and the order was canceled.

The technolegist noted an inconsistancey in the patient's imaging
report. The radologist was contacted and an addenddum was

(V5
e
i e
=)
i e
O
L
et

c

()

=

)

>

@

-

Q.
=

()

(V)
C—

Q.

S

()
e

-
LLl

AP ry.




PENNSYLVANIA HOSPITAL



SUOIEF0LIAIUI A0 [YN JO #

10153 BUILEa15 [YIN JO B

syuawwe?) asnedan g ansod jog,

s||ey Juaned Jo &

PUBISLIM 511 |8 i 30U m._a._._.-n_u %
Be) 144 451 |83 YIww BouEldwioD 5
aueuuonsanb Buiuaaas jo aouendwon g

uolyuBAIBIUL 1504 ¥ a.d saged
asuodsal angedan g ansod

SBUN|IEY JO #
suopaalu) 230l &

SWEXa Janewaded 14w Jo) sIopuan
Y3 Y SuoneBolIaiu IS elR0e 330wl pajuawWa|duw)

"INJ20 10UIR BUIUSRIDS YN Uays siapiacad o) ssasoud
UOIEYNCU 133 € paquawwaidw — sseu3 Buusasas W

33U Juswanosdil jo BaIe punose pasnao) saidaens
Yim sanjelyi) usioegsiies pue yuawaBedug Juaned

sauNseaw anneuasaud
pUE UCHEIIUP] ‘UOIIEIUBLLNIOP “SEaIE U
1€ 40y aneuucnsanb Buuaauos sapnja
pajuawa|dun wesdold 5|(e4 Aoienqury ASojoipey

151Bojouyaal e Jo Buwes) ssoun

SISET) BUIOUBJRN

O8N PUE PESH U] S3JN|IE4 UCIIEINNUSP| apoN ydwil [punuag

BNY ISP TOOD — JUaNT puf
2y YEIyET m OTSE — WBAT T
SeaUE panJassapun u) AydesBowwew Suuaains apqown

ANIOIA3IN NN3d INO

Hvd) |endsoH elueajAsuuad

INIdd3MN149 HVd
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PRESBYTERIAN MEDICAL CENTER

Nnamdi D. Udeh, MD
Diagnostic Radiology, PGY-5

Optimization of Whole-Body CT Technique for Trauma at PPMC

Background

+ Standard of care for polytrauma patients presenting to PPMC is organ-specific imaging to be decided upon by individual physicians

* Newer addition to trauma protocol is WBCT for expedited workup, considered a screening tool for patients with high impact mechanisms that “hastens
trauma evaluations and diagnoses”

* REACT-2 trial: no mortality difference between the two techniques or reduced ED LOS; other studies: technique is sensitive for detection of injury, but best
suited for patients with 155> 15

* Interest in specific prospective analyses of WBCT and polytrauma-specific patient outcomes

Current State
* Current data showing 72% utilization of the WBCT protocol since implementation
+ Of those receiving WBCT, 14% of studies have been acquired per protocol
* “acquired per protocol” = both arms up during acquisition of CT chest and abdomen/pelvis + single axial acquisition of both chest and abdomen/pelvis
("one run")
* Remainder of exams using organ-specific protocol or some combination of the two protocols
* |mage quality showing highest correlation to arm position [r = -0.41) rather than protocel used (r = 0.24)
Problem statement: Because the majority of patients receiving the WBCT protocol are scanned with their arms down, the images are lower
quality, which may lead to lower diagnostic yield and the requirement for additional imaging.

Trawma Alert called in
with ETA, age, gender,
mechanism

CT techs notified, check
scanner availability

Patient brought to
trauma bay, primary
assessment by ER/TS

teams

-

Pt transported to CT,
techs and trauma team
position patient «/-
restraints, conmect IV

Techs werity that orders
have been placed

TS places orders

NC HET & CSCT acquired,

TS reviews images in
real-tirme

[ ¥
P 211 Ll tioned,
Y » » trast given and CAJP
seanned
v
1.- x-

Increase adherence to arm positioning standards for chest, abdemen and pelvis CTs in the WBCT protocol to 100% by XX00(,

Pt trandported back Lo

TS reviews C/A/P images traurma bay

SMART Goal
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Analysis Patient-related Trauma Surgery/ER
Parient injured, coacractunes, Lack oF kncwhpdge n CT
& olheiwiie unable 1o i LA acquisition
ams o Clinical decline, detire for
Uncooperative OF viokent “mlmﬂt
Patient requirig peate st
Te3, language barrier Team decides b 410p stan
IV enalonction, contras ahee fon-comraN! imaget
Inifitration, contralsdication soauired CTCfafe
L2 neceive Conlrast ml\-ﬂed thh
Technolaght not peeen arms down
Beperitioning kndwn but not
performed [other presting
tasks, distraction, e Fatient sotion and
Lack of knowledge on CT mireghtration
AP megutitsn OR Machiss maltnction, seans
Asumption WBCT does nat entire body in cne
Pequire repoutioning Scqusitioen
N Technalogist Other
N Countermeasurs s
Send email to ordering teams on arm position +  Re-scan scout after head and C-spine acquired and
+  Postsigns for appropriate patient position for after IV checked and patient repositioned [+/-
WBCT have radiologist verify scout for appropriate
+  Technologist in-service on WIBCT protocol potitioning)
+  5can head and C-spine with patients arms up *  Separate WBCT protocol inte head and C-spine +
chest and abdoemen/pehis
* Elect a watchman in the CT control area to maonitor L] Program into GE Rev/Rev HD an alarm to reposition | Action Plan —in progress ‘
WELT execution patient after head and C-spine CT acquired if WBCT
*  Hawe radiologist come to scanner at image protocol selected
i acquisition time | Follow-up Plan = in progress ‘
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PRINCETON MEDICAL CENTER-
PROCESS IMPROVEMENT INITIATIVE

Princeton Medical Radiology MRI FY22
Project Title Decrease MRI Inpatient Turnaround Time; Exam Order to Completion
Problem Statement Inpatient MRI exams are completed 24 - 36hrs from exam order to completion. Our internal goal is

<24hrs. Due to delays, patients are not getting a diagnosis in a timely manner, which results in delay of
care and an increase in LOS.

Blusprint * Continuity of Care / Innovation
SMART goal* Decrease inpatient turnaround time order to completion <24hrs 0% by June 30, 2022
Quality Tools used project Bar graph- Data from Epic will be collected monthly.

Manager will meet with the MRI team to review data and discuss next steps to improwve TAT.
Metrics + Monitor Inpatient scheduled order date and exam completion date.

* Historical data collected was used prior to start of project.
+ Collect Monthly data wia EPIC,
+ Excluded Pacemakers, anesthesia and COVID19 patients.

Results Due to staffing challenges, high volumes and our outpatient magnet going down we did not meet our
target but will continue to enforce this workflow moving forward.
Sustainability Phase 2- FY23 agenda:

* Provide adequate staffing to extend through weekends and evening hours until 11pm to
accommadate OP exams on both scanners.

+ Change appointment instructions for patients to arrive 30-minutes prior to their appsintment.

+  Move Pacemaker studies from late Tuesday AM to Wednesday AM on the 1.5T scanner.

* Replace outpatient magnet with wider bore and advanced technology.

— Inpatient MRI Volume & Percent TAT £ 24 hours -
FY22 July - June
Eo]
i3
£l EL
Yo 7% 153
i 157
‘: 155 P ey | ! e .  prry E 159
A FL |
oy
o W
s
o L]
Sk 2) Aag-21 Sap-21 Oct-FR Naw-21 Dar-21 lan-22 Fals 2 Maa. 21 Apa X2 May-22 ban-23
i1 hog 11 Sep-l (0} ] ol Dowc-23 k- ITF Febr 17 Mo 33 L g W11 [
- A . e Lr Eh -~ L% a4, L1 am (1.1 2.9 Hiw £
*  vobsme 1% 1% 1Mk 145 14 10 19 10 ELL) ELL] Hy i
- + Utilize "block scheduling” on the MRI 1.5T Scanner from 9:00am to
= 4:00pm for inpatient studies only
o
- + Schedule outpatient MR studies on the 1.5T by exception only
i before 9:00am or at/ after 4:00pm
Schedule
blocked
o} from 9:00am
to 4:00pm
1 for inpatient
| MRI studies
i
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DASHBOARDS HUP

IMPROVEMENT INDICATORS

Dashboard metrics include Improvement indicators and Critical values. Metrics
are reviewed at the monthly HUP Radiology and Radiology Enterprise Clinical
Effectiveness Team (CET) meetings.

Univenity of Penmytvania Health dyvtem
Department of Radioksgy - HUP
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[T ez e
svornge | Goal | sma i ] waae | | oo | | e | e Je
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DASHBOARDS HUP

IMPROVEMENT INDICATORS
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DASHBOARDS HUP

CRITICAL VALUES 2021

Radiology
Critical Values

result not called, after review, determined not
to be 2 OV so removed from Montage DB)

YEAR = 2021 Jan Feb March April May June July Aug Sept Oct Nov Dec
Active Hemarrhage 90% 100% 100% 100% 100% 95% 100% 100% 100% 100% 100% 100%
Acute Cerebral Hemorrhage NA MNA NA MNA 100% 100% 100% 100% 100% 100% 100% 100%
Active Tuberculosis MNA 100% 100% 100% 100% 100% 100% 100% 100% MA 100% MA
Acute Intra-abdominal Hemorrhage 100% 100% 100% 100% 90% 100% 100% 100% 100% 100% 100% 100%
Airway Obstruction MNA MNA 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Brain Death NA MNA A 100% 100%% A MNA& A M WA 100% 100%
Brain Herniation 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Cardiac Tamponade 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Cord Compression 97% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Dissection 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
DVT 100% 100% 100% 100% 100%% 100% 100% 100% 100% 100% 100% 100%
Ectopic Pregnancy 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% MA 100%
Epiglottitis NA MNA NA MNA NA NA MNA A 100% MA NA MA
Malposition 99% 100% 100% 99% 949.5% 100% 100% 99.6% 99% 100% 100% 97%
MNecrotizing Fasciitis 100% 100% 100% 100% 1005 100% 100% 100% 100% 100% 100% 100%
Preumomediastinum 100% 100% 100% 100% 1005 100% 100% 100% 100% 100% 100% 100%
Prieumoperitoneum 100% 100% 100% 100% 1005 100% 100% 100% 100% 100% 100% 100%
Pseudoaneurysm 100% 100% 100% 100% 100% 100% 94% 100% 100% 100% 100% 100%
Pulmonary Embolus 99% 100% 100% 100% 100% 100% 100% 100% 97% 100% 100% 9B%
Retained Sponge 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Ruptured/Leaking Aortic Aneurysm 100% 100% 100% 100% 100% 100% MNA 100% 100% 100% 100% MA
580 100% 100% 100% 100% 100%% 100% 100% 100% 100% 100% 100% 100%
Tension Pneumothorax 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Testicular/Ovarian Torsion 100% 100% 100% 100% 100%% 100% 100% 100% 100% 100% 100% 100%
Unstable Spine Fracture 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Volvulus 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%
Severe Cord Compression 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

99.32% | 100.00% | 100.00% | 99.963% | 99.60% | 99.80% | 99.73% 99.98% | 99.83% | 100.00% 100.00% 99.79%

Total Critical Values - Called to Ordering 38D 383 428 361 S04 457 514 482 44932 543 507 519
Providers
Total Critical Values - Not Called to Ordering a o ] 3 2 1 2 1 3 o 1] 3
Providers
Removed (identified in Montage DE as a critical 420 403 5i6 510 531 510 554 552 507 5056 472 624




DASHBOARDS HUP

CRITICAL VALUES 2022

Radiology
Critical Values
YEAR = 2022 Jan Feb March April May Jurig July Aug Sept Oct Nov Dac
Active Hemorrhage 100% 100% 100% 100% 100% 100%
Active Tuberculosis 100% MA A MNA& MNA 100%
Acute Cerebral Hemorrhage 100% 100% 100% 100% 100% 100%
Acute Intra-abdominal Hemorrhage 100% 100% 100% 100% 100% 100%
Airway Obstruction 100% 100% 100% 100% 100% 100%
Brain Death NA LY A 100% A hA&
Brain Herniation 100% 100% 100% 100% 100% 100%
(Cardiac Tamponade 100% 100% 100% 100% 100% 100%
(Cord Compression 100% 100% 100% 100% 100% 100%
Dissection 100% 100% 100% 10% 99% 95%
DVT 100% 100% 100% 100% 100% 100%
Ectopic Pregnancy 100% NA 100% 100% 100% 100%
Epiglattitis MNA MA A MNA& 100% MNA
Malposition 99% 99.6% 100% 100% 100.0% 100%
MNecrotizing Fasciitis 100% 100% 100% 100% 100% 100%
Preumomediastinum 100% 100% 100% 95% 100% 100%
Preumoperitoneum 100% 100% 100% 100% 100% 100%
Peeudoanaurysm 100% 100% 100% 100% 100% 100%
Pulmonary Embolus 100% 100% 100% 100% 100% 100%
Retained Sponge 100% 100% 100% 100% 100% 100%
Ruptured/Leaking Aortic Aneurysm 100% 100% 100% 100% A 100%
5B0 100% 100% 100% 100% 100% 100%
Severe Cord Compression 100% 100% 100% 100% 100% 100%
Tension Pneumathorax 100% 100% 100% 100% 100% 100%
Testicular/Ovarian Torsion 100% 100% 100% 100% 100% 100%
Unstable Spine Fracture 100% 100% 100% 100% 100% 100%
Vialvulus 100% 100% 100% 100% 100% 100%
99.95% | 99.93% | 100.00% | 96.21% | 99.95% | 99.81% | #Div/o! | soiv/o! | #Divjo! | #Dov/o! #oIv /ol #oiv /ot
Total Critical Values - Called to Ordering 487 489 531 453 420 472 o ] ] o o o
Providers
Total Critical valuas - Not Called to Ordering 1 1 o 1 1 1 o o ] 1} 1} o
Providers
Removed (identified in Montage DB as a critical 530 525 &a17 574 s06 B4l 1} o o o o 1}
result not called, after review, determined not
to be a OV so removed from Montage DB)




DASHBOARDS HUP CEDAR

CRITICAL VALUES 2022

HUP Cedar Radiology
Critical Values
YEAR = 2022 Jan Feb March April May June July Aug Sept Oct Nowv Dec
Active Hemorrhage 1003 100% 100% A A 100% MA
Active Tuberculosis A NA MNA A NA MA A
Acute Cerebral Hemorrhage 1003 100% 100% 100% 100% 100% 100%
Acute Intra-abdominzal Hemorrhage 100% 1005 100% MA MA 100% 100%
Airway Obstruction NA HA W& 100% A 100% 100
Brain Death A A & A A MA A
Brain Herniation 100% A & A 105 MA 100%
Cardiac Tamponade A A Ma A 1005 MA A
Cord Compression 1003 MA 100% 100% 1005 100% 100
Dissection 1003 BA 100% MNA 100% MNA 100
VT 1008 100% 100% 100% 100% 100% 100
Ectopic Pregnancy A MA 100% A A 100% 100%
Epiglottitis MA A A MA MA MA MA
Malposition 1008 100% 100% 100% 100.0% 100% 100
Mecrotizing Fasciitis A A 100% A A 100% 100%
Pneumomediastinum 100% 10015 & 100r% 105 MA A
Pneumoperitoneum 100% 1005 100% 100% 1005 100% 100%
Pseudoaneurysm 1003 100% 100% 100% A A MA
Pulmanary Embaolus 1003 100% 100% 100% 1005 100% 100
Retained Sponge NA MA N& MNA MNA 100% A
Ruptured/Leaking Aortic Aneurysm A NA MNA A NA MA A
SBO 100% 100% 100% 100% 100% 100% 100
Severe Cord Compression MA 1005 100% MA A MA 100%
Tension Fneumothorax A A & A A MA A
Testicular/Ovarian Torsion 1008 1005 NA 100% 1005 WA MA
Unstable Spine Fracture A A Ma A A MA 100%
Wolvulus 100% 1005 M A 1005 MA A
100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% #DIv,/0! #DIV/0! HOIV /0! DIV /0! #DIv 0!
Total Crivical Values - Called to Ordering 54 58 33 42 5 36 32 o a 1] o a
Providers
Total Critical Values - Mot Called to D 4] 0 ] o 4] 0 ] 4] L] o a
Ordering Providers
Remowed (identified in Montage DB a3 a 45 7 40 34 11 25 48 ] o o i) a
critical result not called, after review,
determined not Le be & OV so remaved
fram Montage DB}




SECTION QUALITY ASSESSMENT
PERFORMANCE IMPROVEMENT (QAPI)

INITIATIVES

Radiology staff engage in QAPI initiatives to improve processes within
Divisions that mitigate error and advance the safety of patients and staff.

Radiology Aides Patient Progression QAPI FY 2022

Project Title: Radiology Aides Patient Progression

Rad Aides are delayed getting patients to the appropriate modalities and updating the patient
location in Pennchart [EPIC) within the Patient Progression status board.

Problem Statement:

Project Move patients to modalities in 5 minutes by July 31, 2022.
Goals/Objectives: Ensure patients are roomed to the correct location
Penn Medicine Team .
mployee engagement
Goal: piey 99
Andrea Pogozelski, Assitant Director of Patient QA Radiolo
Sponsor/Champion g s ASSI ' F Pafienti lology

David Waters, Assitant Director of Radiology

Data Collection Plan |Mark Matthews Radiology PCAM manager, collects Pennchart (EPIC) data monthly

Measure FY22 Jul-21 | Aug-21 | Sep-21 | Oet-21 | New-2l | Dec-21 | Jan-22 | Feb-22 | Mar-22 | Apr-22 | May-22 Jun-22

Minutes Performed

CT| 14 18 11 17 13 10 4 4 9 7 11 16

IR 11 12 12 15 12 11 10 10 11 8 13 18

MAMMO 1 17 11 1B i 9 g r r 5 g 13

MR 15 18 13 18 13 10 9 9 10 g 13 17

M 13 15 11 17 11 9 8 9 9 B 10 14

PET| 19 22 15 21 15 12 9 9 9 B 12 14

us 13 17 12 17 11 9 2 2 11 7 12 16

XR 12 10 9 ] 10 9 8 8 & B 8 12

Target Performance 5 5 5 5 5 5 5 5 5 5 5 5

Radiology Aides Patient Progression

QAPI

JUL-21  AUG-21 SEP-21  OCT-21 NOV-21 DEC-21 JAN-22 FEB-22 MAR-22 APR-22 MAY-22 JUN-22



Bone Chest Radiology Department QAPI FY 2022

Project Title: Point of Pain Markers
Proper use of radiographic markers indicating point of pain to better assist Radiologist when dictating
Problem Statement: exams are not consistently being used. This can cause delays in first report due to radiologist searching
on the xray image for the area of interest.
Tracking this will ensure technologists are using proper tools at least 85% of the time.
Project Goals/Objectives: 9 , g g prop s
Better educate technologists when markers are not used.
Penn Medicine Team Goal: Value to provide high quality, efficient care and the best outcomes for all patients.
Andrea Pogozelski, Assitant Director of Patient Radialo
Sponsor/Champion e ’ . &
David Waters, Assitant Director of Radiology
Data Collection Plan Joseph Lamb Radiology Manager- Manually review SECTRA imaging
Point of Pain Markers
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BREAST IMAGING

Depértment of Mammbgraphy QAPI FY 2022

Project Title: Mammaography Wait Times

Problem Statement: Time in waiting room needs to be reduced to improve patient satisfaction.

To provide Breast Imaging services to all patients in a timely fashion while reducing waiting room times

Project Goals/Objectives: prior to imaging as reported on Patient progression- Pennchart reports. Goal is within 10 minutes by July
31, 2022,
Penn Medicine Team Goal: Patient Care Processes
Sponsor/Champion Andrea Pogozelski Assitant Director Radiology QA, David Waters Assitant Director Radiology

Department Manager will collect data from monthly Pennchart patient progression reports, review and
share with staff .

Data Collection Plan

Minutes in Waiting Room Before Imaging

20.00
15.00
— 1 R B
——Tarpet Performance
1000
5.00
Months
0.00
Jukli Aug-21 Sap-1i o241 How-11 Dec-21 Jan-13 Fab-22 Mar-3} Ape-32 May-22 Jun-23
— PRI AL 15E .k s 140 185 £ 270 17.6 170 1k 13.9 1.0
— TR PRI & 1o 10 10 1] ] -] 1. 10 10 18 -] ]

QAPI



COMPUTED TOMOGRAPHY

CT Radiology Department QAPI FY 2022

Project Title: Reducing ED IV extravasations

Problem Statement: The CT radiology sections has seen an incling in IV extravastions over the past 6 months

Radiology goal is to lower the amount of CT IV extravasations by 50% with ultimate goal of zero. The

Project Goals/Objectives:
! CT department has noticed a higher amount of IV extravasation.

PannMetichis Tea Goak To decease the amount of IV extravasations in the CT department by utilizing the ultrasound IV with

longer catheter when applicable.

Sponsor/Champion Andrea Pogozelski (Assitant Director Radiology QA) and David Waters Assistant Director)

Andrew Koch is the CT manager that reviews monthly metrics via safety net ond educates the team

Data Collection Plan
when applicable. I1ssues not able to be resolved will be reported to Sponsor/Champion.

CT Radiology Extravasations FY22
15
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JukIl Aug2l Sep-2l Oo-21 Nov-I1 Dec-2l Jan-22 Feb-21 Mar-22 Apr-23 May-I13 Jen-13
CT PAVILION ED TAT QAPI FY 2022
Project Title: Radiology CT ED Turnaround Time (TAT) Metrics Improvement
Problem Statement: Improve Inpateint CT TAT monthly metrics for exam to be completed within 1.0hr TAT.

Data will be collected weekly and will be put into a spreadsheet to compare month to month

Project Goals/Objectives: : . -
averages. Goal is to complete CT/ED exams consistently within 1 hour by October 31, 2022.

Penn Medicine Team Goal: This project most closely aligns with Penn Medicine's minimizing ED length of stay [LOS).

Andrea Pogozelski (Assitiant Director) and David Waters (Assistant Director) the leaders responsible
Sponsor/Champion for the project and its overall outcomes. Their role is to provide direction, remove barriers, and
ensures the action plans and goals are being achieved.

Andy Koch (Supervisior) started in April 2022 and is collecting Pennchart metrics monthly. lssues not

Data Collection Plan i -
able to be resolved will be reported to Sponsar/Champion.

Radiology CT ED QAPI FY 22
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INTERVENTIONAL RADIOLOGY

Interventional Radiology Procedure Room Turnover QAPI FY 2022

Project Title: Interventional Radiology Procdure Room Turn Around Times

Interventional radiology patients are delayed longer than allotted appointment time. We need to reduce
TAT to improve patient satisfaction.

Problem Statement:

Project Goals/Objectives: To provide IR Procedure services to all patients in a timely fashion while reducing TAT for IR procedures.
Penn Medicine Team Goal: Patient Care Processes
Sponsor/Champion Andrea Pagozelski Assitant Director Radiology QA, David Waters Assitant Director Radiology
Data Collection Plan Danette Lewis IR Manager will manually collect data monthly from Pennchart, review and share with staff

Minutes in Waiting Room Before Imaging

Interventional Radiology Clinic QAPI FY 2022

Project Title: Interventional Radiology New Patient Consult intake Form Utilization

Currently, less than 50% of the IR Clinic New Patient visits have all records and care team information
Problem Statement: completed 2 weeks out from their scheduled appointment. The APPs with the IR clinic have created a NPV
intake form in Epic that will guide the AA throught obtaining the required records.

Project Goals/Objectives: IR goal is to in crease the NPV intake form process to at least 80% by June 30, 2022,
Penn Medicine Team Goal: Patient Care Process, Continuitiy of care
Sponsor/Champion Andrea Pogozelski Assitant Director Radiology QA, David Waters Assitant Director Radiology

Amanda Davis, RN-IR clinic. Manually audit and review Epic charts monthly for compliance and share with

Data Collection Plan
team monthly.

MEASUEE FY22 UL AUG T SEF I SCTI MOVII DEC I JANIZ FEB IT MARIZ Apm 33 MAY 3T UM 2T

R INTANE FORME ISED g &0 T ) 1" a & £t a3 2 [ [ m no

TARGET PERFORMANCE ™ 8o

QAPI



MAGNETIC RESONANCE IMAGING

MRI PCAM Cardiac Exam Room TAT QAPI FY 2022
Project Title:

MR! PCAM Cardiac Exam Room TAT QAPI FY 2022

Currently the PCAM MR/ cardiac appointments are exceeding the given scheduled time slots within

Problem Statement:
Pennchart..

Tracking the minutes from the start of a cardiac MRI appointment to discharge. The cardiac

Project Goals/Objectives: . N . . .
appoinntment involves 2 exams p/1 appointment. The goal TAT is within 78 minutes.

Penn Medicine Team Goal: Value-Provide high quality, efficient care and the best outcomes for all patients.

Andrea Pogozelski, Assitant Director of Patient QA Radiclogy

Sponsor/Champion
David Waters, Assitant Director of Radiology

Data Collection Plan Joseph Smith Radislogy Manager- Pennchart/patient progression reports by James Demasi

PCAM MR Cardiac Exam TAT FY22
100

95 1

=B=Target Performancs

85

== reinubes
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75

70

MRI PCAM Scheduling Shunt Mishaps - QAPI FY 2022
Project Title:

MRI PCAM Scheduling Mishaps - Patients with Programmable Shunts

currencly the PCAM MRI patients with programmabie shunts are being scheduled for their MRI in

Problem Statement:

Pennchart without a followup neurosurgery shunt check appointment post MRI. This causes patient
care delay attributing to the overall MRI appoitnment delays the day of the appointment.

Project Goals/Objectives:

Tracking monthly the number of patient scheduling mishaps. Goal is no more than 1 per month.

Penn Medicine Team Goal:

Value-Provide high guality, efficient care and the best outcomes for all patients.

Andrea Pogozelski, Assitant Director of Patient QA Radiology

SponsoriChampion . i . .
David Waters, Assitant Director of Radiology
Data Collection Plan Joseph Smith Radiology Manager- Manually auditing Safety net reports.
PCAM MR Shunt Scheduling Mishaps Fr22
6
—
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NUCLEAR MEDICINE IMAGING & THERAPY

PET Department QAPI FY 2022

Project Title: Likelihood of Recommending PET

Problem Statement: Low scores on Press Ganey regarding likelihood of patients recommending Penn Medicine to others.

Project Goals/Objectives: To improve the likelihood our patients will recommend Penn Medicine to others at least 90% of the

time.
Penn Medicine Team Goal: Engagement
Sponsor/Champion Ann Costello and Dan Pryma, MD
Data Collection Plan Monthly Press Ganey reports will be utilized to gather data and drive improvement.

Likelihood of Recommending

100
99
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m 97
t 9
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¢ 94
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PET Department QAPI FY 2022
Project Title: Time Spent in PET inject/uptake room
Problem Statement: PET patients have had an increase in infect/uptake room time for overall turnaround time.
To reduce PET infect/uptake room time to less than 66.9 minutes by June 31, 2022. Staff will expedite
Project Goals/Objectives: patient care to imporve room utilization and decrease length of patient study with updated

radioglogist protocols.

Penn Medicine Team Goal: Value-Provide high quality, efficient care and the best outcomes for all patients.

Sponsor/Champion Ann Costello and Dan Pryma, MD

Data Collection Plan Ellie Mantel, Manager collects data monthly via Patient progression dashboard data in EPIC,

Length of time in uptake room
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NUCLEAR MEDICINE IMAGING & THERAPY

PET Department QAPI FY 2022

Project Title:

First start PET rubidium stress tests

Problem Statement:

Rubidium PET stress tests on patients in the ED, ED/OBS and inpatient units were not being
performed in the early morning.

Project Goals/Objectives:

Goal is to perform rubidium PET stress testing on 60% of ED, ED/OBS and admitted patients before
10am. This can potentially help improve discharge times of patients in these settings.

Penn Medicine Team Goal:

Continuity

Sponsor/Champion

Daniel Pryma, MD and Ann Costello

Data Collection Plan

Monthly reports are generated for review and tracking

Rubidium PET Stress Testing Start Times
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PET Department QAPI FY 2022
Project Title: Improve hand hygiene ta 100% compliance in PET
Problem Statement: Patient's do not observe staff performing hand hygiene when necessary while in PET department
Project Goals/Objectives: Goal is to have100% compliance with patient’s seeing staff perform hand hygiene

Penn Medicine Team Goal:

Value

Sponsor/Champion

Ann Costello and Dan Pryma, MD

Data Collection Plan

Monthly Press Ganey reports will be utilized to gather data and drive improvement
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NUCLEAR MEDICINE IMAGING & THERAPY

'PET Department QAPI FY 2022

Project Title: Improved perception of staff's concern for patient comfort while in PET
Problem Statement: Patient perception of care they received regarding their comfort while in PET
Project Goals/Obj mr Goal is to have100% patient satisfaction with the care they receive regarding their comfort while in
PET
Penn Medicine Team Goal: Value
Sponsor/Champion Ann Costello and Dan Pryma, MD
Data Collection Plan Monthly Press Ganey reports will be utifized to gather data and drive improvement (mean values)
Concern for Comfort in PET
105
w 100
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£ 95
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Nuclear Medicine Department QAPI FY 2022

Project Title: Reduction fo Time Spent in NM Waiting Room

Problem Statement: Increased patient waiting room time to the exam room.

Goal is to achieve wait time of <15 minutes in the NM waiting room by June 30, 2022. Staff will
Project Goals/Objectives: provide patient care in an expedited manner in an effort to imporve room utilization and length of

patient exam
Penn Medicine Team Goal: Value

Sponsor/Champion Ann Costello and Dan Pryma, MD

Maonthly EPIC Patient progression reports will be utilized to gather dato and drive improvement (mean

Data Collection Plan

values)
Length of time in waiting room
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NUCLEAR MEDICINE IMAGING & THERAPY

Nuclear Medicine Department QAPI FY 2022

Project Title: Improved perception of staff's concern for patient comfort while in NM

Problem Statement: Patient perception of care they received regarding their comfort while in NM

Goal is to have100% patient satisfaction with the core they receive regarding their comfort while in

Project Goals/Objectives: e

Penn Medicine Team Goal: Value

Sponsor/Champion Ann Costello and Dan Pryma, MD

Data Collection Plan Monthly Press Ganey reports will be utilized to gather data and drive improvement (mean values)

Concern for Comfort in NM
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Nuclear Medicine Department QAPI FY 2022

Project Title: Improve hand hygiene to 100% compliance in NM
Problem Statement: Patient's do not observe staff performing hand hygiene when necessary while in NM department
Project Goals/Objectives: Goal is to have100% compliance with patient's seeing staff perform hand hygiene

Penn Medicine Team Goal: Value

Sponsor/Champion Ann Costello and Dan Pryma, MD

Data Collection Plan Maonthly Press Ganey reports will be utilized to gather data and drive improvement (top box values)

Hand Hygiene in NM
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RADIOLOGY NURSING
CURRENT FY23 YELLOW BELT PROJECT

BAR CODE MEDICATION ADMINISTRATION (BCMA)
COMPLIANCE

Project Title: Radiology Nursing BCMA Compliance

Problem Statement: Radiology Mursing does not utilize barcode medication administration scanning (BCMA) when administering medications.

Whenever a medication is given to a patient in the radiolegy modalities, a radislogy nurse will scan the patient’s wrist band, and vial of medication

Project Goals/Objectives: {which is ordered in PennChart) before medication administration. The goal is 95% compliance.

Penn Medicine Team Goal: [This project aligns with medication compliance and safety

Director of Radiology - Ann Costello
Sponsor/Champion Radiology Murse Manager - Justin Walters
Radiology MNursing Professional Development Specialist - Jestina Wolff

Daily reperts with raw data are sent to nurse manager and analyzed. Daily data 13 compiled and placed into the QAP file. Daily, weekly, and monthly

Data Collection Plan trends are shared with the team

Radiclogy Nurse BCMA QAPI FY 22
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RADIOLOGY PCAM RECEPTION

Radiology Reception QAPI FY 2022

Project Title: Radiology Reception PSA Metrics Improvement

Problem Statement: The PSAs are not optimizing their registration process in PCAM radiology.

Improve PSA monthly patient registration metrics to an average of & patients/hour on a daily basis -
target by June 30, 2022. Data will be collected weekly and will be put into o spreadsheet to compare
manth to month averages. Monitoring these metrics on a monthly bosis will help create aeffective
patient flow,

This project most closely aligns with Penn Medicine's Raodiology Revenue Cycle Operations team.
Value-based to provide high quality, efficent care.

Project Goals/Objectives:

Penn Medicine Team Goal:

Ann Costello (Director] and David Waters (Assistant Director) the leaders responsible for the project
Sponsor/Champion and its overall outcomes. Their role is to provide direction, remave barriers, and ensures the action
plans and goals are being achieved.

Antoniette Johnson (Supervisior) and Blessy Alexander (Team Lead) will collect PSA metrics monthly.

Data Collection Plan
Issues not able to be resolved will be reported to Sponsar/Champian.
Radiology Reception PSA Metrics Improvement
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ULTRASOUND

Radiology Ultrasound Department QAPI FY 2022

Project Title: Waiting room communication project

Problem Statement: Our patients are complaining of not being informed about delays

Our goal is to improve communication with our patients in the waiting area’s. Press Ganey
scores will be monitored through June 30, 2022 with a target of 95% of the time the patient
answered "yes", they were informed of delays in the US area. Since the goal has not been met
due staff shortages we will continue to monitor through FY23.

Project Goals/Objectives:

Aligns with HUP Entity Goal: Quality based care; Continuity of seamless patient care.

Sponsor/Champion Andrea Pogozelski Assistant Director Patient Quality/Safey, Dave Waters Assistant of Radiology

Manager will collect the Press Ganey data and review at each staff meeting and shared
governance meeting

Data Collection Plan

Patients informed of delays in waiting area
Press Ganey Data
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HUP CEDAR RADIOLOGY

HUP CEDAR Radiology QAPI FY 2022

Project Title:

HUP CEDAR Radiology EXAMS TAT Metrics Improvement

Problem Statement:

Improve Inpateint Radiology exams order to complete TAT monthly metrics. Target goal is 60

minutes.

Project
Goals/Objectives:

Monitaring these metrics on a monthly basis will help create greater patient satisifaciton and
minimize length of stay due to shorter TAT. Target is to complete these inpatient radiology exams
within 60 minutes by June 30, 2022. Since target for all areas were not met we will continue through

FYZ23.

" Aligns with HUP Entity
Goal:

Continuity- This project most closely aligns with Penn Medicine's minimizing ED length of stay (LOS).

Sponsor/Champion

Colleen Nale HUP Cedar Radiology Director and Ann Costello HUP Corporate Radiology Director are
the leaders responsible for the project and its overall outcomes. Their role is to provide direction,
remove barriers, and ensures the action plans and goals are being achieved.

Data Collection Plan

Colleen Nale (Director) will collect Pennchart Metrics monthly. Issues not able to be resolved will be

reported to Sponsor/Champion.

Measure FY22 m[m Sep-21 mlm Dec-21 Jun-zzlm Mar-22 M[mv-n Jun-22
T L1 100 104 100 59 04 99 a7 |92 B9 B2 87
MRI| 122 99 95 106 105 112 137 116 120 101 111 92
us| so 52 L] 46 50 50 54 57 57 1] a4 a4
Target Performance &0 &0 60 60 50 &0 50 &0 &0 &0 &0 &0

Target Performance
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HUP SIX SIGMA YELLOW BELT FY22 PROJECTS

Six Sigma is defined as a set of techniques and tools for process improvement.
Initially developed in the telecommunications field, this approach has been
widely used in multiple industries including health care.

Six Sigma projects follow a defined methodology and targets in order to reduce
error and minimize variability. Each year several staff members of the HUP
Department of Radiology conduct high impact projects as part of their Yellow
and Green Belt training.


https://en.wikipedia.org/wiki/Statistical_dispersion
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SAFETY EVENT ANALYSES

Quality and Patient Safety:

Increasingly medical decisions rely on Radiology testing with the expectation that
the results are performed correctly the first time and every time. Despite our best
efforts, however, mistakes can and do occur. Through event reporting systems, such
as Penn Medicine Safety Net (PMSN), we can explore errors in order to develop
prevention strategies and mitigate error. These systems and processes are part of
the "just culture" or "no blame culture" of Penn Medicine that promotes
transparency in order to improve patient and staff quality and safety. In alignment
with this culture, the Department of Radiology employs several Six Sigma quality
investigative tools and processes which focus on systems and processes rather than
individual performance:

Root Cause Analysis (RCA):

An RCA is anin-depth review of a serious event that has resulted in harm and/or poses a
serious threat to safety. Such events include sentinel events, never events and recurrent
events that have previously resulted in multiple apparent cause analyses. The review is
performed by a multidisciplinary team, led by a formally trained facilitator, and involves a
designated methodology and templates. The review seeks to identify the underlying root
cause(s) of the event and develop a formal measurable corrective action plan(s) as
appropriate. When appropriate, a specific RCA may involve the review of more than one
event. Three RCAs were completed in FY22.

Apparent Cause Analysis (ACA):

An ACA is a limited unit or department level focused review of selected near-miss events
that have minor or no harm or recurrent events that have previously been evaluated in
Local Reviews. An ACA is usually performed by 1-2 individuals, does not require formal
training, follows a standard template and will result in measurable corrective action(s)
designed to prevent recurrence. There were no ACAs completed in FY22.



SAFETY EVENT ANALYSES

Just Do It or Local Review:

Alocal review is performed on all events by the appropriate unit or department manager at
the time of the event to determine if any intervention is immediately needed in order to
continue care and/or address an unsafe condition. All events will be looked at in aggregate
to help identify current risks, along with safety trends, aid in the identification of future
risks, and assist in the development and dissemination of information regarding safety and
quality improvement. Information developed and disseminated by Just Do Its includes
recommendations, protocols or information regarding best practices. Two Just Do It were
completein FY22.

Safety Event Analysis (SEA)

Throughout the year Resident facilitators conducted 20 minute inter-professional
meetings to discuss recently reported PMSN events. The goal is to analyze a safety net and
discuss a framework for effective event analysis and for evaluating the strength of various
interventions. FY22 resident facilitators were Coulter Cranston MD and Julia D'Souza MD.
Three SEAs were completed in FY22.



HEALTHCARE LEADERSHIP RESIDENT QUALITY TRACK

PERFORMANCE IMPROVEMENT IN ACTION

Each year up to four Penn Radiology residents are selected for the Penn
Medicine Healthcare Leadership Resident Quality (HLQ) Track. This inter-
departmental course exposes residents from HUP, PPMC and PAH to a
variety of formal quality tools as they engage in a two year long project.

Residents: Gregory Parker MD, Nathaniel Linna MD (Mentor: Hanna M Zafar MD MHS)
Title: Implementation Of A Smart CDS Tool For Improved Lumbar Spine MRI Ordering

Summary: Reduce 'No score' CDS orders for MRI L spine for lower back pain for low back
pain ordered by spine specialists. See page 81

Residents: Cathal O'Leary MD (Mentor: Friedrich D. Knollman MD PhD)
Title: Dual Energy CT Lung Perfusion

Summary: Optimize image quality and protocol standardization for Pulmonary Embolism
exams using dual energy CT. See page 92

Residents: Nnamdi Udeh, MD (Mentor: Friedrich D. Knollman MD PhD)
Title: Optimization of Whole Body CT Technique for Trauma Patients at PPMC

Summary: Define best practices for whole body CT scans of trauma patients presenting to
Presbyterian Medical Center. See page 49
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BIOPSY QA

QA is an integral part of the biopsy process. Diagnostic yield and
complications are tabulated on a quarterly basis by biopsy coordinator Bonnie
Brake MS RDMS RVT and shared at relevant divisional meetings. IR biopsy QA
has now been automated using Montage and is reported on a quarterly basis
and reviewed at IR division meetings. For both the biopsy service and IR, yield
and complications in FY21 were better than published national standards,
where such standards exist. A sample report for quarter 3 is provided below

Radiologist Summary FY22 Quarter 3

Annoymized | Total |Complication- |{Complication{ Complication Complication | Diagnostic | Mon-diagnostic | Diagnostic Success

Radiologist | Biopsies | Major (N) Minor (N) |Rates-Major (%) | Rates-Minor (%) | Results [N) resulis (M) Rate (%)
1 3 0 0 0 0 =] 0 100.00%
2 3l 0 1 0.00% 3.23% 30 1 96.77%
3 8 0 0 0.00% 0.00% 8 0 100.00%
4 6 0 0 0.00% 0.00% 6 0 100.00%
=] 4 0 0 0.00% 0.00% 4 0 100.00%
6 8 0 0 0.00% 0.00% 7 1 87.50%
7 7 0 0 0.00% 0.00% 6 1 83.71%
a8 22 0 2 0.00% 9.0%% 22 0 100.00%
9 77 0 0 0.00% 0.00% 76 1 98.70%
10 4 0 0 0.00% 0.00% 4 0 100.00%
11 16 0 0 0.00% 0.00% 16 0 100.00%
12 17 0 0 0.00% 0.00% 17 0 100.00%
13 17 0 0 0.00% 0.00% 17 0 100.00%
14 10 0 0 0.00% 0.00% 9 1 90.00%
15 38 0 1 0.00% 2.63% 38 0 100.00%
16 3 0 2 0.00% 40.00% 3 2 60.00%
17 12 0 0 0.00% 0.00% 12 0 100.00%
18 1 0 0 0.00% 0.00% 1 0 100.00%
19 33 0 1 0.00% 3.03% 32 2 96.97%
20 12 0 0 0.00% 0.00% 12 0 100.00%
21 16 0 0 0.00% 0.00% 16 0 100.00%
22 23 0 0 0.00% 0.00% 22 1 95.65%
23 26 0 0 0.00% 0.00% 268 0 100.00%
24 48 0 0 0.00% 0.00% 45 3 93.75%
25 41 0 0 0.00% 0.00% 41 0 100.00%

Grand Total 437 0 7 0.00% 1.41% 484 13 97.38%




HUP CLINICAL EFFECTIVENESS TEAM (CET)
DIVISION SUMMARIES

Each division CET representative presents an annual review of that division's
QA/QI activities at bimonthly HUP CET meetings. These presentations are also
shown in respective divisional meetings and are available to anyone who
wishes to review them. Summaries of these presentations follow, showing the
rich and diverse quality activities completed in FY21 and underway in FY22.
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BREAST IMAGING -PROCESS IMPROVEMENT INTIATIVES

Section

HUP/PCAM Breast Imaging Division

Project Title

Updated Chaperone Policy for Breast Ultrasound

Problem Statement

Under the longstanding chaperone policy for breast ultrasound, male trainees (residents and fellows)
were required to have a female chaperone (tech aide) present for all breast ultrasounds conducted on
female patients.

In addition to reflecting outdated gender-based practices and biases, the policy also resulted in
substantial delays (10-30 minutes) for ultrasound exams conducted by male physicians, as tech aides
needed to be called from outside the division to chaperone.

Blueprint + Diversity and Equity; High Reliability; Staff Engagement

SMART goal* Update the chaperone policy to both expedite patient care and alleviate gender-based practice.
Measure delays to ultrasound start time.
Assess trainee comfort and satisfaction with new policy via survey. Monitor for patient satisfaction
and concerns

Quality Tools Surveys; A3 tool
Visual room audits of current chaperone workflow

Metrics Dr. Christine Edmonds was responsible for collecting data over a several-month period on ultrasound
delays when utilizing chaperones.
She conducted surveys via social media as well as email to understand chaperone practices at other
sites arcund the country, and well as among other departments at the Hospital of the University of
Pennsylvania (including breast oncology and surgery).

Results The breast imaging division created a new chaperone policy.

Under the new policy, chaperones are not required for breast ultrasounds, regardless of patient and
physician gender.

However, chaperones are available upon patient and/or physician request, as is posted in multiple
locations around the division.

Sustainability

The chaperone policy was standardized across the Cancer Center (breast radiology, surgery, oncology,
and radiation oncology).
Assessments of each area reviewed when applicable or requested.

Section

HUP/PCAM Breast Imaging Division

Project Title

Utilization of Sonographers (technologists) to Improve Breast Imaging Workflow and Decrease Patient
waits for Diagnostic Imaging in Breast Ultrasound

Problem Statement

Long wait times for diagnostic breast ultrasound are creating significant delays in diagnostic care, and
long total appointment times for diagnostic breast imaging patients.

Attending availability to perform the ultrasounds is driving these delays.

Blueprint + High Reliability; Patient and Staff Engagement

SMART goal* Implement a pilot program utilizing scnographers to image a subset of the patients who need
diagnostic breast ultrasounds.
Under the pilot, three sonographers will rotate through breast imaging, with one sonographer on
service per day.
Wait times for ultrasounds, as well as total appointment lengths, will be measured pre-pilot, and again
during the pilot.
Number of ultrasound performed by technologists during pilot will also be collected.

Quality Tools Epic/DAR monthly data collected; A3 tool

Metrics Data on ultrasound delays and appointment length will be collected prior to pilot initiation, and then
monthly following implementation.
Data will be collected by Dave Waters from EPIC/DAR, and shared with the workflow team at a weekly
project update meeting (led by Dr. Zuckerman, as well as Penn workflow consultant Mitra Sarkar, Mitch
Schnall, Christine Edmonds, and Sue Penta).

Results Breast radiologist updated schedule for more daily availability during 12-1pm.
Ultrasound department continues to collaborate with Mammeo to have a sonographer available daily to
do ultrasounds within the mammo dept.
Preliminary data has shown an average decrease of 1* available appointment date -17 days to 10 days
within 6months of the initiative.

Sustainability Monthly meetings review and assess data-including mammeo technologist/US technologist/mammo

manager/director of radiology/radiologist.
Those meeting notes are reviewed at Mammao/US monthly staff meetings.
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BREAST IMAGING -PROCESS IMPROVEMENT INITIATIVES

Section

HUP/PCAM Breast Imaging Division

Project Title

Breast Abscess Drainage Policy

Problem
Statement

The breast imaging division previously referred nearly all breast abscesses to the breast
surgery clinic, to see a breast surgeon, for drainage (including abscesses that would benefit
from image-guided needle drainage and do not necessitate surgical drainage).

This results in delayed management and treatment of abscesses, as the surgery clinic is not
always able to accommodate patients for same-day drainage, and is not equipped to send
specimens for micro path.

Blueprint £

High Reliability, Continuity of Care, Patient and Staff Engagement

SMART goal®

Implement and trial a policy of perferming all clinically indicated and feasible abscess
aspirations in the breast imaging clinic, on the same day as diagnosis, for those that undergo
diagnostic imaging by 3:30 pm.

For those imaged after 3:30 pm, schedule aspiration for the following morning.

Quality Tools
used project

Epic/DAR monthly data collected
A3 tool

Metrics

For the trial, measure the number of abscess drainages scheduled per week in breast imaging
clinic.

For the first four weeks following implementation of the new policy, Christine Edmonds was
responsible for collecting the number of add-on abscess aspirations performed per week,
from the EPIC Status Board, and sharing this data with the team at the division meeting.

Results

Pending

Sustainability

For the first four weeks following implementation of the new policy, Christine Edmonds was
responsible for collecting the number of add-on abscess aspirations performed per week,
from the EPIC Status Board, and sharing this data with the team at the division meeting.

Project Title

Core Biopsy Policy for Axillary Lymph Node Biopsies

Problem
Statement

The majority of attending radiologists in breast imaging at HUP/PCAM preferentially and
routinely perform fine needle aspiration (FNA) for axillary node diagnosis, rather than core
biopsy.

However, FNA has been well documented to have lower sensitivity (70-75%) for axillary
node metastasis compared to core needle biopsy (83-100%).

This impacts treatment planning. Following two consecutive false negative axillary node
FMNAs, the division of breast surgery renewed their requests that breast imagers stop
performing axillary node FNAs, and instead perform core biopsies.

Blueprint *

High Reliability

SMART goal®

Minimize the percentage of false negative node biopsies through the implementation of a
policy where ultrasound guided core biopsy, followed by clip placement, is the standard of
care for node diagnosis at HUP/PCAM.

Quality Tools
used project

Epic/DAR monthly data collected
A3 tool

Metrics

If the attending to perform the node biopsy deems the biopsy technically
challenging/unsafe, they are to review the imaging with Christine Edmonds.

If Christine agrees that core biopsy is not feasible, then the procedural attending reaches
out to the breast surgeon to offer FNA versus localization marker placement for excisional
biopsy.

Results

Data obtained from Pennchart MQSA pathology database.
Collect and compare numbers and percentages of ultrasound guided node FNAs performed
pre- versus post-implementation. Compare rates of non-diagnostic node biopsies.

Sustainability

Analysis will be shared with the breast imaging division at faculty meeting, and with Chief of
Breast Surgery Dr. Lola Fayanju.
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BREAST IMAGING -PROCESS IMPROVEMENT INTIATIVES

Section HUP/PCAM Breast Imaging Division

Project Title Pilot Intervention to Decrease Delays in Time-to-MRI-guided-Biopsy

Problem Long delays (3-5 weeks) are noted to occur between breast MRI and MRI-guided core

Statement biopsy. Because many of these delays occur in patients with known diagnoses of breast
cancer who undergo MRI for staging and are found to have additional lesions in need of
biopsy, these delays can result in treatment delays, with possible impacts on prognosis.
One major component of the delay is the two-step process that occurs in patients
recommended for biopsy based on MRI: patients are first recommended to undergo
ultrasound in an attempt to identify a correlate for biopsy. Then, if a correlate is not
identified, patients are scheduled for an MRI guided biopsy, while if a definitive correlate is
identified, they are scheduled for ultrasound biopsy on a subsequent day.

Blueprint + High Reliability

SMART goal™* We are piloting the following policy: if the abnormality on MRI is a focus, non-mass
enhancement, or a sub-centimeter mass, the radiologist should recommend directly
proceeding with MRI-guided biopsy (as ultrasound is unlikely to identify a correlate in these
cases).
However, if the abnormality identified on MRI is a mass measuring 1 cm or larger, the
radiologist should recommend a directed ultrasound, and facilitate scheduling of an
ultrasound-guided core biopsy to be scheduled the same day as the diagnostic ultrasound.

Quality Tools Epic monthly data collected; A3 tool

Metrics Compare time-to-MRI biopsy pre-policy and during the pilot of the policy.

Results Data obtained from Pennchart MQSA pathology database.
Pending results.

Sustainability Analysis will be shared with the breast imaging division at faculty meeting and technologist
staff meeting.

Section HUP/PCAM Breast Imaging Division

Project Title Racial and Ethnic Disparities in Diagnostic Follow-up Following BIRADS 0 Mammogram

Problem Timely follow-up after abnormal mammograms can improve outcomes, and delayed follow-

Statement up may contribute to health disparities following cancer diagnoses. Numerous prior studies
have demonstrated racial and ethnic disparities in breast cancer mortality, and delayed
diagnosis is a leading contributor.

Blueprint £ High Reliability; Diversity and Equity

SMART goal® To investigate racial and ethnic disparities in rates and timeliness of (1) diagnostic follow-up
after a BIRADS 0 screening mammogram and (2) biopsy following subsequent BIRADS 4 or 5
diagnostic mammogram.

Quality Tools EPIC MQSA database collection; A3 tool

Metrics Databases (hospital-wide UPHS maintained, Cancer Center database, as well as EPIC MQSA
database) were utilized to identify all women who underwent mammograms between 2010
and 2018, as well as dates of subsequent diagnostic breast imaging and biopsies.

Results The preliminary analysis was presented at ASCO 2022.

Sustainability Review data monthly at the faculty meetings.




CARDIOTHORACIC IMAGING -
PROCESS IMPROVEMENT INITIATIVES

Section HUP Chest/CVI Imaging Division

Project Title Dual energy CT - lung perfusion

Problem Low quality CTPE studies (6-10%) across UPHS lead to diagnostic uncertainty and
Statement frustration for radiologists and providers. There is a decrease of quality optimization

causing non-diagnostic assessment of past central pulmonary arteries, apparent filling
defect that causes repeat CTPE or LE duplex. This can cause patient care delays, early
treatment and additional contrast doses to the patients.

Blueprint + High Reliability, Continuity of Care

SMART goal™ Improve contrast: noise ratio=reduce low quality studies by August 2022-
1. Use Dual energy CT (DECT) scanner when COVID+/suspected.
2. Standardize breathing instructions, technologist coach patient

Quality Tools Fishbone for root cause; Bar graph; A3 tool

used project
Patient factors Imaging Artifacts

Coaneas o E Streak
Lung dsese
Unconperative [ Sk [ Trach T
T BMi r
Low Cuality
PO IV AECESS Lack of couching CTPE
Arm pesitining S

Protocel Factors

Metrics 1. Assess low quality %, reader rating, reasons for low quality, reviewer rating
2. Breathing motion, TIC (patient takes too deep breath), COVID+

Results DECT, Reasons for Low Quality on Review

1. Low Quality Studies:
DECT 24% (26/110) vs 8% (40/485) SECT*

2. Start Date: July 22

Jun 23 Bl T bl Rl 22 - Mg Al T - A
& a2 5 2
Combined Total 91 110 124 118
High 58% STH Sa% ATH
Moderate 4% 35%] 42% 425
Low 9% 7%, 4% 2%
Low quality
studies T B 4 10
Breathing
Meation 4 3 1 4
mngc Pl 0 3 L
[
Sustainability Targeted improvement of breathing protocol

High pitch protocol

Use visual breathing prompts with lights
Longer contrast injection time

Patient coaching video
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CARDIOTHORACIC IMAGING-
PROCESS IMPROVEMENT INTIATIVES

Section HUP CHEST/CVI Imaging Division

Project Title Handling of Larger Pandemic Volumes

Problem Statement | Larger COVID volumes surges- Chest division needs to focus on manpower distribution.

Blueprint + High Reliability; Continuity of Care
SMART goal® Mew shifts added (more people needed)- increase staffing needs from 17 to 26 radiologist by 5/2020.
Quality Qgenda schedule- review of areas needed; EPIC Data review- graphs below; A3 tool

Tools/Metrics
Chest CT volume CXR Volumes

Completed Date

Cornplered Date

Results e

o

YO A, —_

[
VLA WA IURER AT BAR MW TN

All day-
Preliminary- pre-COVID 73 +/-21 min- COVID: 55 +/-21min, p<10, Result <18min (25%)
Final- pre-COVID 167 +/-31min- COVID: 133 +/-23min, p<10, Result <28min (18%)

Daytime only-
Preliminary- pre-COVID 84 +/-25 min- COVID: 55 +/-22min, p<10, Result <29min (35%)
Final- pre-COVID 136 +/-31min- COVID: 100 +/-20min, p<10, Result <36min (26%)

Sustainability mMonthly meetings review and assess data-including Chest/CV radiologist.
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INTERVENTIONAL RADIOLOGY-
PROCESS IMPROVEMENT INITIATIVES

Section Description
Project Title Prospective Pilot: Increasing utilization of alternative IR options for patients undergoing large
volume paracentesis (LVP) through proactive IR outreach
Problem Patients undergoing repeated LVP at PCAM may not be appropriately referred to more durable
Statement IR options; would more proactive IR engagement lead to change in management?
Blueprint + High reliability. Patient and staff engagement. Excellence in Patient-Centered Cutcomes
SMART goal® | Increase the % of LVP patients enrolled in the pilot referred for durable IR interventions as a
result of proactive IR attending outreach by March of 2022,
Quality Tools MN/A
used project
Metrics % of LVP patients for whom management was changed as a result of proactive IR engagement.
Summary *  Prospectively followed all LVP patients presenting to PCAM IR between 7/1/2021 and
9/3/2021
s Patients undergoing repeated LVP assessed by two residents & three attendings as to
suitability for alternative IR interventions such as transjugular intrahepatic portosystemic
shunt (TIPS}, denver shunt (DS) or tunneled peritoneal drain (TPD) placement.
* Each patient followed for approximately two months through 12/2022 to assess whether
IR referral made spontanecusly
s If no referral made, an IR attending would reach out to referring MD and/or patient to
determine if IR clinic referral appropriate.
Results 38 paracentesis patients identified with >2+ LVP in 30-day period 7/1/2021 to 9/3/2021. As of
March, 2022 the following outcomes were obtained.
s 17 (45%) -- not suitable for IR intervention (poor candidate or ascites improved)
o 14 (37%)— IR referral made spontaneously
* 5 (13%) potential candidates for proactive intervention
o 3 —Referring attending contacted but no referral generated.
o 2 (5%) - Referring attending contacted generating clinic referral and subsequent
TIPS stent placement.
Conclusion: Paracentesis patients at PCAM appear to be triaged appropriately to more durable
IR interventions; more proactive IR engagement resulted in change of management in only 5% of
patients.
Sustainability Based on results we will not attempt to sustain this project at PCAM.
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INTERVENTIONAL RADIOLOGY-
PROCESS IMPROVEMENT INITIATIVES

Section

Description

Project Title

Pre-Intervention CT improves performance of catheter-based therapy in patients
with blunt or penetrating abdominal trauma

Problem
Statement

Trauma patients without imaging prior to catheter based intervention (CBI) may
undergo non-therapeutic intervention. There is a paucity of literature examining
the informative role that CTA may play prior to catheter-based intervention (CBI) in
patients with abdominopelvic trauma. We hypothesized that prioritization of CT
prior to CBI may reduce the incidence of negative catheter-based arteriography
and improve the likelihood of therapeutic intervention

Blueprint +

High reliability. Innovation. Excellence in Patient-Centered Outcomes

SMART goal*

N/A- Retrospective review

Quality Tools
used project

N/A

Metrics

Length of hospital stay, complications, repeat interventions, transfusion
requirements, mortality (15 and 30 day)

Summary

Retrospective review of CBI performed for abdominopelvic trauma from 1/1/2010
to 8/31/2020 utilizing Montage and HI-IQ databases collecting data on:
*  Traumatic etiology/presentation
*  Imaging type (CT vs. CTA) and findings prior to catheter-based intervention
*  Procedure data: Ex-lap before IR, bleeding in OR, IR procedure performed,
procedure length, radiation dose, contrast, vascular territories of
arteriography/embaolization

Results

* Cross sectional imaging prior to CBI was associated with a reduction in
negative CBI (37.9% vs. 55.2%, p = .03).

* Prior CTA/CT was associated with a significant reduction in the volume of
contrast administered at the time of CBI compared to patients with no
prior imaging (30 £ 41 mL vs. 114 £ 52 mL, p < .001).

* Mo significant differences in mertality or renal function were observed
based on the type of intervention performed or by pre-procedural
imaging.

Conclusion: CT prior to CBI may improve efficiency and limit unnecessary
interventions in trauma patients regardless of mechanism.

Sustainability

MN/A — Retrospective review. However, pre-procedure CTA is accepted by both the
Trauma and IR sections as a priority prior to CBl in the setting of trauma.
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INTERVENTIONAL RADIOLOGY-
PROCESS IMPROVEMENT INITIATIVES

Section Description

Project Title Increasing same-day discharge of patients undergoing hepatic chemoembolization using
standardized discharge criteria

Problem At HUP, transarterial chemoembolization (TACE) for treatment of liver cancer has historically

Statement been followed by overnight observation to provide hydration, antiemetics and analgesia. Qur
hypotheses were that a) same-day discharge of selected TACE patients could be performed
safely and b) standardized discharge and follow-up criteria would lead to increased rates of
same-day discharges and reduced hospital costs.

Blueprint + High reliability. Excellence in patient-centered outcomes

SMART goal* | Increase the % of HUP TACE patients discharged same-day by the end of the pilot compared

with historical baseline data with minimal impact on readmissions.

Quality Tools | N/A

used project
Metrics 1. Percentage of TACE patients being discharged same-day.
2. % of patients with ER visits / readmissions within one week and one month of discharge.

Summary Six-month prospective pilot: April 2021 — Sept 2021

*  Standardized criteria: same-day discharge criteria developed by consensus by
physicians and nursing staff
*  Pre-emptive monitoring: Post discharge all patients assessed by clinic nurse call
5 - 7 days post procedure to pre-empt worsening clinical issues
* Data gathering: ER visit / readmissions at 7 days and 30 days post TACE
gathered by clinic staff and explicitly documented in EPIC notes
*  Results compared to pre-pilot baseline retrospective data gathered from Jan
2020 — June 2020.
Results Pilot period included 98 TACE patients
*  Same-day discharge rate doubled to 55% (58] during pilot compared with 29% during
baseline period.
*  Readmission rates between the same-day discharge and overnight admission groups did
not increase @ 1 week post-TACE (1.7% vs 7.5%) or @& 30-day post -TACE (3.5% vs
2.5%)
*  Hospital cost analysis suggested savings of 5891 for each patient discharged the same
day. ~525,839 total in savings over the period of the pilot.
Sustainability [ Protocol for same-day discharge continues as standard procedure at HUP.

Section Description

Project Title Increasing statin utilization among patients with peripheral arterial disease (PAD)

Problem Myocardial infarction is the leading cause of mortality in patients with PAD. According to

Statement AHA/ACC guidelines, all PAD patients who can tolerate statin should be on statin therapy; despite
this a high percentage of high-risk PAD patients seen by in the PPMC IR clinic are not on statins.

Blueprint + High reliability. Continuity in care. Excellence in Patient-Centered Outcomes

SMART goal® | Increase percentage of PPMC IR clinic PAD patients receiving an appropriately dosed statin_to
75% within one year.

Quality Tools MN/A

used project

Metrics % of PAD patients on an appropriately dosed statin at the time of initial consultation with PPMC
IR and at 1* subsequent IR clinic follow-up.

Summary On lanuary 1, 2021, PPMC IR began physician assistant led patient education initiatives and
provider to provider notification initiatives to increase the number of high-risk PAD patients on
statin therapy.

Results *  PriortoJanuary 1%, 2021: 40.8% of patients were on an appropriately dosed statin therapy

at first IR consult which increased to 53.7% at follow-up.
e After January 1%, 2021: 62.5% of patients were on an appropriately dosed statin therapy
at first IR consult which increased to 67.5% at follow-up.
Conclusion: After implementation of patient education and provider notification among new PAD
patients a 14.0% increase in appropriately dosed statin therapy was observed. A patient and
provider education program can result in increased use of appropriately dosed statin therapy in
high-risk PAD patients.
Sustainability | Project is continuing and is maintained primarily by two PPMC IR PAs.
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NEURORADIOLOGY-
PROCESS IMPROVEMENT INITIATIVES

Section Meuroradiology
Project Title Spine Oncology Imaging Score Macro and Imaging Referral Pipeline
Problem ¢ Spinal osseous metastases have significant morbidity and mortality
Statement * Variahility in radiology reporting for patients presenting with spinal metastases leading to confusion
as to the clinical significance from the referring provider
s Issues with delayed or misdirected consultations
* Delay in patient care
Blueprint = s Continuity of case
s Innovation
SMART goal*® » Multidisciplinary physician group will create and implement an evidence-based scoring and

automated communication system for spine neoplastic disease to be used in all spinal metastasis
MRI exams by Dec 2021

Quality Tools
used project

Fishbone
A3

Metrics # Compliance of macro usage in the division by review of all eligible spine exams/reports via Montage
on a regular basis by lead neurcradiclogists
» MNotification of the finding to the multidisciplinary team within 1 hour {automated email generated
with notifications confirmed during regular spine oncology conferences)
¢ Reduced time to consultation and subsequent treatment with macro implementation (initial
gualitative assessment per discussion at multidisciplinary conferences, with quantitative analysis
pending)
Summary o Multidisciplinary group of radiclogists, radiation oncologists, and spine neurosurgeons regularly
convened to discuss imaging and potential management of spine oncology cases
s Co-developed spine MRI oncology imaging score [S015), incorporating important information easily
attainable to the radiclogist. The 5015 macro was designed to be inserted by radiologists into reports
of relevant exams
» Developed a notification system, with help of Dr. Kahn/Rad IT, that automatically triggers a
notification {(within 1 hour) of the results to the appropriate clinical subspecialists
* Implementation and tracking plan discussed at division meetings with buy-in from neuroradiologists
* Lead neuroradiclogist (Dr. Hassankhani) promoted uniform utilization of the 5015 macrao in the
division by reviewing eligible MRI spinal exams by Dec 2021
Results ¢ >095% compliance of macro usage in the division
»  After initial issue with automated communication, there was 100% notification of the findings to the
multidisciplinary team within 1 hour
s Additional data for impact on time to consultation and treatment are pending
» See graphs/tables below for additional results to date
Sustainability * Ongoing multidisciplinary conferences being held with radiologists, radiation oncologists, and spine

neurgsurgeons where cases are reviewed for consistency in reporting/macro usage and appropriate
communication through the automated system, in addition to treatment planning

Site of Greatest Spinal Compression

Description Grade
Osseous disease only 0
Epidural invelvement without thecal sac deformity la
Thecal sac deformity without cord contact ib
Thecal sac deformity with cord contact 1c
Cord compression with preservation of some CSF 2
Cord compression with complete effacement of CSF 3
Intramedullary/cord or drop metastasis 4
Intradural and extradural 5
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NEURORADIOLOGY -
PROCESS IMPROVEMENT INITIATIVES

Site of Maximum Spine Oncology Imaging Score

Dascription | Points

| Location
Rigid spine ($2-55)
Semi-rigid spine (T3-T10)
Mobile spine [C3-C6, L2-L4)
: Junctional spine (Oceiput-C2, C7-T2, T11-11, L5-51)
| Alignment
| MNormal
| peformity (kyphosis/scoliosis)
subluxation
| Collapse
| MNone
Mild (No collapse with > 50% vertebral body involvement)
| Moderate (<50% height loss)
| Severe (>50% height loss)
i Posterior Elements
| None
Unilateral
Bilateral

W ok =D

B NO

Wk e D

= =]

| Total SOIS Score Range: 0-13

Variability in

inician i tation of
Clinician interpretation o radiology reporting

the report and significance

Variable reporting styles,

of faculty and fellows

Misdim(tedm"\_ Lack of standardized

delayed consults " templates
- Delay in care for
: patients presenting
/ with pathelogical cord
/Unclear message compresdion
Difficultto reach  / relayed
ordering provider //

..-"No: realizing when
comrunication must be made

Radislogy
communication

278 studies (125 patients) Sine Gneology Imaging S<ore

55 Male Mean age of 62 years
70 Female + SD 12.6 years
Location of Imaging I I | I
WED L] I I I .
W Inpatient Risst 5
® Dinpatient

Epidural Spinal Cord Compression Score

Mean = 1.5 (between 1b and c)
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NUCLEAR MEDICINE IMAGING & THERAPY

Additional QA/QI Projects:

e Using FDG PET/CT for infection instead of an In-111 WBC scan. Based on coverage changes
by CMS, we are now recommending FDG PET/CT for fever of unknown origin (FUO) and
other questions of infection for both inpatients and outpatients, as its sensitivity and
anatomic localization are both superior to an In-111 WBC scan, and FDG PET/CT can be
performed in 1 day rather than 2 days.

e ECG-gated coronary artery calcium scoring for stress tests. ECG-gated coronary artery
calcium scoring has been incorporated into myocardial perfusion SPECT/CT studies.
Training for image processing and interpretation are ongoing.

e Cardiac stress tests at PAH. To facilitate greater collaboration, cardiac stress tests at PAH
are now supervised and read by both cardiology and nuclear medicine, with each
department taking responsibility for covering different days of the week.

e NPOT. The NM Network Practice Operations Team has finished renaming various NM and
PET studies across the network to make them more clear and easier for referring clinicians
to order. They have also standardized NM reading templates across all sites.

e Quantification of lung perfusion with SPECT imaging. Lung perfusion is currently quantified
with planar imaging of the chest (following administration of Tc-99m MAA), which is not
able to provide accurate data on individual lobes since there is overlap between the lobes on
anterior and posterior planar images. Thus, we created a new workflow using MIM that
allows us to segment SPECT images into individual lobes of the lung, and provide perfusion
data for each lobe.
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HUP GOOD CATCH AWARDS FY22

e Sarah Denny- IR nurse- We celebrate your dedication to the
safety of our patients. We commend your vigilance and
prompt call to pharmacy to ensure the Omnicell had the
appropriate medication labeled and stocked.

e Dr. Rupal Parikh- Radiologist- Thank you for completing
additional calls to the referring to clarify and remove the
correct tunneled catheter during an IR procedure.

e Jeremy Kaut-Diagnostic Technologist- Excellent patient care
skills- Jeremy responded quickly to placing a patient
immediately in a wheelchair avoiding a patient fall situation.
He facilitated rapid response call to escort patient to the ED
to be assessed.

e Dr. Shahodat Voreis- Radiologist- On a CXR recognized
inadequate outside hospital line placement. Right subclavian
central line terminating in the area of the proximal
SVC/aortic knob. Recommend follow-up chest x-ray in a
neutral position.
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