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MAGNETIC RESONANCE IMAGING & COMPUTED TOMOGRAPHY
FACILITY ASSESSMENT REPORT
IHF FACILITY ADDRESS:
IHF NAME & BILLING NUMBER:
TECHNOLOGIST ASSESSOR:
PHYSICIAN ASSESSOR:
DATE OF ASSESSMENT:
 REPRESENTING THE FACILITY:
 ROLE:
 Licensee Name:
 Quality Advisor Name:
 Radiation Protection Officer:
 BACKGROUND
NOTE: CPSO #'s are found in the Pre-Assessment materials, not the Ministry letter  - The number(s) included in the ministry letter are the solo billing number for the physician, not CPSO member numbers.
 Physicians
 CPSO#
 Role (Interpreting Physician, QA, RPO, etc.):
# of Images Reviewed for    CT|MRI
 Medical Radiation Technologist (MRT)
 CMRITO#
 Services Performed
 (CT, MRI)
 Observation
 (Yes/No)
# of Images Reviewed for    CT|MRI
Assessment Report
LEGEND:	C = Compliant		NC = Not Compliant		NA = Not Applicable  The number in the left column represents the relevant section from the Diagnostic Imaging Clinical Practice Parameters and Facility Standards July 2018
LEGEND:	C = Compliant		NC = Not Compliant		NA = Not Applicable  The number in the left column represents the relevant section from the Magnetic Resonance Imaging & Computed Tomography Clinical Practice Parameters and Facility Standards September 2020
STAFFING A FACILITY
STAFFING A FACILITY
NA
NC
Staff have obtained education/training (which is documented and maintained on site) in areas mandated by the Ontario Government:
Workplace Hazardous Materials Information System 2015 (WHMIS 2015)         
Health and safety awareness
Workplace violence and sexual harassment
Accessibility for Ontarians with Disabilities (AODA)
C
 1.0
 1.1
 1.1
There is a Joint Health and Safety Committee (based on number of workers). (Please note JHSC is Ontario mandated.) 
 Refer to the Guide for Health and Safety Committees and Representatives. 
 1.1
Staff must be familiar with and understand radiation safety, privacy and confidentiality legislation and applicable site policies.
 1.1
A radiologist or designated physician with current Advanced Cardiac Life Support (ACLS) certification is personally and immediately available if and when an IV contrast material is being injected.
 1.1
Documentation regarding ACLS certification is maintained on site.
Qualifications of Physicians Providing MRI & CT
 1.2
 1.2
NA
NC
C
Physicians performing or interpreting Magnetic Resonance Imaging (MRI) and Computed Tomography (CT) examinations are licensed to practice by the CPSO and are:
Certified by the Royal College of Physicians and Surgeons of Canada in                         Diagnostic Radiology in or after 2014. OR
Certified by the Royal College of Physicians and Surgeons of Canada in Diagnostic Radiology  prior to 2014 and have a reference letter confirming the physician's hospital-based experience (knowledge, skills and judgement) in performing MRI and CT within the last 2 years from the Chief Radiology of a hospital (this letter must be kept on file at the facility). OR  
Approved by the Registration Committee of the College of Physicians and Surgeons of Ontario to practice independently in Diagnostic Radiology, including MRI and CT.
MRI/CT Director
 1.3
 1.3
NA
NC
C
The facility has a MRI/CT Radiologist who is appointed as the MRI/CT Director.  (The MRI/CT Director can also be the QA).
 1.3
The MRI/CT Director shall have demonstrated competence (one year of MRI/CT training) and an ongoing interest and commitment to MRI/CT quality (including but not limited to dose reduction techniques, evidence-based protocol optimization, etc.) and is qualified to provide additional on-site training to the other MRI/CT radiologists in the licensed facility.  
 1.3
Every MRI/CT Director must fulfill the following responsibilites:
Be physically present at the IHF on a regular weekly basis, and no less than 8 hours per week.  The MRI/CT Director or designated MRI/CT Radiologist  should be available by phone for consultation at any time when services are provided and documented.
•
NA
NC
C
•
Ensure that safe MRI/CT practice guidelines and IPAC are established and  maintained as current and appropriate for the facility.
Implements, evaluates, and maintains the facility's MR Safety Program.
•
•
Consult with the facility staff within the business day after any serious MRI/CT  safety incidents and, as a minimum, update the MRI/CT safety guidelines on a  yearly basis. 
Approve and review all MRI protocols performed by the licensed facility at least  annually, or as often as may be deemed necessary by the MRI Director.  All  requisitions will be assigned a specific protocol by a MRI radiologist associated  with the facility prior to the study being performed.  Changes to the assigned  protocol can only be modified by the MRI Director or another designated MRI  Radiologist.  
•
•
Approve and annually review all CT imaging protocols performed by the licensed  facility including use of contrast, CT safety and radiation exposure as outlined in  the Report of the Diagnostic Imaging Safety Committee for Computed  Tomography (CT) - February 2007 by the Ministry of Health (see Appendix III).   All requisitions will be assigned a specific protocol by a CT radiologist associated  with the facility prior to the study being performed.  Changes to the assigned  protocol can only be modified by the CT Director of another designated CT  Radiologist.  
Quality Advisor
 1.4
 1.4
NA
NC
C
The Quality Advisor (QA) must be a physician licensed to practice in Ontario by the College of Physicians and Surgeons of Ontario and must be:  
Certified by the Royal College of Physicians and Surgeons of Canada (FRCPC) in Diagnostic Radiology in or after 2014; ORCertified by the Royal College of Physicians and Surgeons of Canada (FRCPC) prior to 2014, and have a reference letter confirmed that the physician's hospital-based experience (knowledge, skills, and judgement) in performing MRI and CT within the last 2 years from the hospital's Chief of Radiology (this letter must be kept on file at the facility). 
Role of the Quality Advisor
 1.4.1
 1.4.1
NA
NC
C
There is an appointed Quality Advisor who provides insured services in or connection with the facility and whose training enables him or her to advise the Licensee with respect to the quality and standards of services provided in the facility.
 1.4.1
There is a formal, written agreement for the Quality Advisor to advise the Licensee with respect to the quality and standards of the services provided. 
1.4.2
Responsibilities of the Quality Advisor
NA
NC
C
The Quality Advisor is responsible for advising the Licensee with respect to the quality and standards of services provided.  To fulfill this duty, the Quality Advisor shall: 
Chair the QA Committee.  The QA Committee shall meet at least twice a year, or more often, as needed. Regular agenda items should include:  infection  prevention and control; review of cases; policies and procedures; quality control  matters on equipment; incidents; medical and technical issues.  
Obtain copies of assessment reports from the Licensee/owner/operator. 
If deficiencies were identified in the assessment, the Quality Advisor shall 
review same with the QA Committee and document such review.  
•
Personally attend the facility at least twice each year, and may attend more frequently, where in the opinion of the Quality Advisor it is necessary based  on the volume and types of services provided in the facility. The visits may  be coordinated as part of the Quality Advisory Committee (QAC) meetings.  
Document all visits to the facility made in connection with the Quality  Advisor's role.
•
Seek advice from other health professionals where in the opinion of the  Quality Advisor it is necessary to ensure that all aspects of the services  provided in the facility are provided in accordance with generally accepted  professional standards and provide such advise to the Licensee.
1.4.2
•
•
•
Ensure that a qualified physician be available for consultation during the  facility's hours of operation.  
•
•
Ensure all QA Committee meetings are documented. 
 1.4.2
The Quality Advisor shall advise the Licensee and document the implementation of an ongoing Quality Management Program which would include verification of the following:
Ensuring ongoing and preventive equipment maintenance.
•
Health professional staff hiring decisions, in order to ensure that potential  candidates have the appropriate knowledge, skill and competency required  to provide the types of services provided in the facility. (e.g. staff peer reviews,  feedback). 
Continuing education for all health professional staff members employed in the
facility, as may be required by their respective regulatory Colleges or 
associations.  The assessor is to check to make sure the QA is routinely ensuring 
that all RHPs are up to date with their respective Regulator College.  It is not 
necessary for the assessor to check each person's CPD. 
•
•
Follow-up of interesting cases.
•
Follow-up of patient and/or medical and technical staff incidents.
•
Ensuring certificates of registration, BLS etc. are current.
•
Patient and referring physician satisfaction surveys.
•
•
•
•
•
•
•
NA
NC
C
Establishing and/or updating system(s) for monitoring the results of the service(s) provided in the facility.
Equipment and other purchases as may be related to patient care.
Appropriate certification for all health professional staff members 
employed in the facility with the respective regulatory college or associations 
•
Leadership as may be required to address and resolve any care-related disputes  that may arise between patients and health professional staff.
•
Appropriate resources for health professional staff members employed in the  facility.
Formal performance appraisals for all health professional staff.  (evidence of process in place).
Technology used in the facility, in order to ensure it meets the current  standard(s) and is maintained through an annual (minimum) service program  to deliver optimal performance.
Establishment and/or updating of medical policies and procedures for the  facility, e.g., consultation requests, performance protocols, infection control,  and standardized reports, and other issues as may be appropriate.
Issues or concerns identified by any staff member, if related to conditions  within the facility that may affect the quality of any aspect of patient care.
•
1.5
Medical Lead(s) for IHFs licensed by the MOH for more than one service
NA
NC
C
1.5
For IHFs that have been licensed for more than one service such as MRI and 
CT/Diagnostic Imaging/Pulmonary Function Studies/Nuclear Medicine/Sleep 
Medicine, where the Quality Advisor is not a specialist in the field associated with the particular service(s), then they must appoint a Medical Lead(s) for each 
additional service.
•
 1.5
The Medical Lead must be a physician and either be certified by the Royal College of Physicians of Canada (FRCPC) in the specialty associated with the service or be approved by the Registration Committee of the College of Physicians and Surgeons of Ontario to practice independently in that specialty.       
The Medical Lead assists IHF staff compliance with policies and procedures set out by the Quality Advisor, especially as it relates to monitoring and reporting on the quality of services.
 1.5
Radiation Protection Officer (RPO) for CT
 1.6
 1.6
NA
NC
C
There is there a designated Radiation Protection Officer (RPO) in accordance with the HARP Act.
There a formal written agreement for the RPO? 
  1.6
The Radiation Protection Officer fulfills his/her roles and responsibilities as indicated in section 8 of O. Reg. 543 the X-ray Safety Code under the Healing Arts Radiation Protection Act (HARP Act) including but not limited to:
ensuring that every person who operates a CT scanner in the facility is  qualified to operate the machine;
establishing and maintaining procedures and tests for the CT scanner to   ensure compliance with the Regulation;
•
•
ensuring that protective accessories of prescribed parameters are available  for use by persons who may be exposed to x-rays where applicable; 
•
 1.6
providing the Director of X-ray Safety with written results of certain tests  conducted on the CT scanner and maintaining records of such tests;  (this applies to new and used equipment with written results of tests to  verify compliance with the  provision of the Act and Regulation);
ensuring that certain procedures and tests as prescribed in the Regulation  are conducted on a periodic basis; and 
•
•
notifying the Director of X-ray Safety the occurrence of an accident involving a CT scanner or an overexposure to radiation involving one or more patients.
•
ensuring that the entrance exposure of certain parts of the patient do not exceed the prescribed exposure limits set out in Table 6 of Reg 543; and
•
Specific to the duties outlined above, does the RPO, if separate from the QA, provide input regarding policies and procedures and/or deficiencies specific to radiation protection as needed?
 1.6
Medical Radiation Technologists (MRT)
 1.7
 1.7
NA
NC
C
Medical Radiation Technologists (MRTs) are self-regulated professionals.  They must practice in accordance with the applicable provincial legislation, the Medical Radiation Technology Act (MRTA) and the College of Medical Radiation and Imaging Technologists of Ontario (CMRITO) standards of practice.
Medical Radiation Technologists (MR) 
 1.7.1
 1.7.1
NA
NC
C
Medical Radiation Technologists have a current and valid Certificate of Registration with the College of Medical Radiation and Imaging Technologists of Ontario (CMRITO) in the specialty of magnetic resonance imaging.  Certification in MRI must be documented and be of the designation MRT (MR).
 1.7.1
All technologists must maintain and document current Basic Life Support  (BLS) certification. Certificates must include both theory and hands-on components
Charge Technologist (MR)
 1.7.1.1
 1.7.1.1
C
NC
NA
The designation Charge Technologist has the following qualifications: 
Current and valid Certificate of Registration with the College of Medical             Radiation and Imaging Technologists of Ontario (CMRITO) in the specialty
             of magnetic resonance imaging.
Completion of venipuncture/injection course from an accredited program.
Should have 4 years full-time MRI experience or equivalent.
Current BLS with certification including both theory and hands-on components and be available onsite.
1.7.1.1
Charge Technologist (MR) Responsibilities 
NA
NC
C
The Charge Technologist (MR) fulfils his/her roles and responsibilities for the day-to-day operation of the MRI suite including: 
Advising the Quality Advisor that all technologists are current with all  qualifications;
Writing and updating MRI policy and procedure manual on at least an annual  basis; 
Ensuring implementation of policies and procedures;
•
Training of all technologists to include Quality Control, IPAC, MRI safety,  injections, policies and procedures;  
Reporting to/advising the MRI Director/Quality Advisor;
•
Ensuring that all support staff receive and implement MRI safety guidelines;
•
Inputting site-specific protocols into the MRI unit;
Maintaining records of equipment calibration, maintenance, and repair 
procedures; 
•
•
•
•
•
Ensuring that safety policies and the equipment and facilities necessary for their  implementation are in place and in working order;
•
•
Implementing infection control measures;
Maintaining all necessary facility supplies;
Performing and documenting Quality Control Procedures;
Responsible for supervising the technologists who have completed their  venipuncture/injection certification course from an accredited program and until  the MRI/CT Director, or Quality Advisor approves the technologist.
•
•
1.7.1.1
Maintaining copies of test observations and reports
•
•
Medical Radiation Technologists (CT) 
 1.7.2
NA
NC
C
Technologists have completed cross sectional anatomy of the brain, neck and body similar to the CT Certification Course at Michener or equivalent. 
 1.7.2
 1.7.2
All technologists must maintain and document current Basic Life Support  (BLS) certification. Certificates must include both theory and hands-on  components and available onsite.
Charge Technologist (CT)
 1.7.2.1
 1.7.2.1
NA
NC
C
The designation Charge Technologist has the following qualifications: 
Current and valid Certificate of Registration with the College of Medical          Radiation and Imaging Technologists of Ontario (CMRITO); 
Completion of venipuncture/injection certification course from an accredited          program.
Certificate in BLS with recertification yearly.
Should have 4 years full-time CT experience or equivalent.
1.7.2
Charge Technologist (CT) Responsibilities 
NA
NC
C
The Charge Technologist (CT) fulfils his/her roles and responsibilities for the day-to-day operation of the CT suite including: 
Advising the Quality Advisor that all technologists are current with all  qualifications;
Writing and updating CT policy and procedure manual on at least an annual  basis;
Ensuring implementation of policies and procedures;
•
Training of all technologists to include Quality Control, IPAC, radiation safety,  injections, policies and procedures;  
Reporting to/advising the CT Director/Quality Advisor;
•
Ensuring that all support staff receive and implement CT safety guidelines;
•
Inputting site-specific protocols into the CT unit;
Maintaining records of equipment calibration, maintenance, and repair 
procedures; 
•
•
•
•
•
1.7.2
•
•
 Maintaining copies of test observations and reports;
Implementing infection control measures;
Maintaining all necessary facility supplies;
Performing and documenting Quality Control Procedures; and
Responsible for supervising the technologists for injection certification who have  completed the venipuncture/injection certification course from an accredited  program until the MRI/CT Director or Quality Advisor approves the technologist.
•
Ensuring that safety policies and the equipment and facilities necessary for  their implementation are in place and in working order;
•
•
•
IV Contrast Injections/Contrast Enhanced Studies
 1.7.3
NA
NC
C
 1.7.3
For IV contrast injections/contrast enhanced studies at a MRI/CT facility, the Licensee in consultation with the Quality Advisor ensures the following :
A physician who is trained and experienced in the recognition and management 
of adverse events of these agents and other life-threatening events be present 
for the performance of contrast-enhanced studies.  If this physician is not the 
MRI/CT Director, then the physician must have appropriate training and
experience in MRI/CT safety.
•
All technologists have completed the venipuncture/injection certification 
course from an accredited program (certificates must be on file at the facility), 
which include but are not limited to the following: 
https://michener.ca/ce_course/venipuncture-techniques    https://www.humber.cahttp://www.cvaa.info/
Following the technologist's completion of IV injection training course, the  Charge Technologist supervises the Technologist(s) until such time that the  MRI/CT Director or QA approves the technologist to perform these injections  independently. 
The MRI/CT Director or Quality Advisor is responsible for approving the 
technologists to perform injections independently provided that there is
documentation attesting to the technologists' competence, i.e. documented
observations and feedback by the Charge Technologist.  Approvals must be 
maintained as part of employee records.
The MRI/CT Director reviews all policies with the MRI/CT technologist regarding 
contrast injection (patient consent, contraindication, contrast reaction, 
premedication, sterile techniques and needle disposal and facility standards).
The MRI/CT Director makes recommendations regarding annual refresher for IV  contrast injections for staff.
•
•
•
•
•
FACILITIES, EQUIPMENT AND SUPPLIES
FACILITIES, EQUIPMENT AND SUPPLIES
Overview
 2.0
 2.1
 2.1
NA
NC
C
The facility has adequate space, equipment and supplies for the safe and efficient performance of diagnostic services.  
The facility is neat, clean and free from waste material.
Facilities, Equipment and Supplies
 2.2
 2.2
NA
NC
C
The facility has sufficient space to meet workload requirements and ensures the effective care and privacy of patients.  
 2.2
Appropriate safety precautions are maintained and documented against electrical, mechanical and radiation hazards as well as against fire and explosion, so that personnel and patients are not endangered.  
 2.2
Thermoluminescent dosimeter (TLD) monitoring devices must be worn by the CT technologist staff including any other staff who work in the control booth/area or inside the CT room.
 2.2
The TLD monitoring services are used and radiation doses are documented to ensure the safety of personnel and records must be maintained for a minimum of 3 years and be posted in the facility for staff information. 
For CT, pregnancy warning signs are posted in the following areas:
waiting area
change rooms
examination rooms
 2.2
If headphones are available to MRI patients:
the headphones must be disinfected after each use
otherwise, disposable ear plugs should be offered
 2.2
 2.2
An area must be provided for patients' valuables/personal belongings to be secured/locked during procedures. 
 2.2
Facility monitoring equipment and procedures are appropriate to the  documented patient mix and procedures. 
Imaging Equipment for CT/MRI
Computed Tomography
 2.3
 2.3.1
NA
NC
C
 2.3.1
New when installed in the facility and manufactured within 6 months prior to  installation and has at least a 64-row detector array
For patient imaging, the CT scanner meets or exceeds the following specifications:
Use of software and hardware to manage patient doses, in line with the ALARA  principle, including, but not limited to automatic tube current modulation
Power injector: the injector shall be pressure limited and have adjustable rate  and volume
Must pass all quality control tests at the time of installation as outlined by  organizations such as the American Association of Physicists in Medicine (AAPM),  the American College of Radiology (ACR), or Health Canada Safety Code 35. 
Additional software upgrades are in accordance with the scope of practice being  provided within the facility. 
A clear upgrade pathway, defined to keep the software and hardware technology  current, is implemented by the facility. 
•
•
•
•
•
•
 2.3.1 
A vendor approved Original Equipment Manufacturer (OEM) service contract which includes hardware and software will exist for the lifespan of the equipment.
 2.3.1 
The Ministry of Health must give approval to install and operate a CT scanner under the Healing Arts Radiation Protection Act (HARP Act) R.S.O. 1990, c.H.2 clauses 23(2)(a) and (b).  Under section 3 of the HARP Act, there is written approval of the Director of X-ray Safety for CT equipment to be installed.  
 2.3.1
The equipment conforms to the Lifecycle Guidance for Medical Imaging Equipment in Canada 2013, Canadian Association of Radiologists (http://www.car.ca/en/standards-guidelines.aspx) which  provides a range for high-mid-low utilization for each type of equipment,  (Maximum life expectancy and clinical relevance must be no longer than 15 years for any technology). 
Please answer for each piece of equipment. 
CT Scanner: 8-10-12/15 years
 2.3.1 
If a facility chooses to extend the lifecycle of their CT machines past the CAR guidelines  (i.e. 12 years for low utilization timeframe), then the facility must obtain the services of a Qualified Medical Physicist (QMP) to evaluate and determine if the units are still appropriate for routine clinical use. 
 2.3.1 
Evaluations must be done once every three (3) years by a Qualified Medical Physicist. The Qualified Medical Physicist may choose to delegate this work, but the final report must be signed off by the Qualified Medical Physicist.    
CT Layout
NA
NC
C
When seated at the console, the CT technologist should have a direct view of the patient.  If this is not the case, then a closed television camera/monitor is installed to provide this view of the patient. 
 2.3.1
 2.3.1
Quality Control for CT
 2.3.1.1
 2.3.1.1
NA
NC
C
All safety measures are in compliance with federal and provincial laws/regulations (HARP Act or equivalent).
 2.3.1.1 
All equipment is properly maintained and calibrated during scheduled preventative maintenance sessions in accordance with manufacturer specifications.
 2.3.1.1 
Written records of preventative maintenance, repairs and unscheduled down time are maintained.
 2.3.1.1
A Quality Control schedule is implemented which follows the ACR CT Accreditation program requirements: 
Annually:
a) Review of Clinical Protocols
Daily:    
a) Water CT Number and Standard Deviation
b) Artifact Evaluation
Monthly:
a) Visual Checklist
g) CT Number Accuracy
b) Scout Prescription and Alignment Light Accuracy
c) Table Travel Accuracy
d) Radiation Beam Width
e) Low-Contrast Performance
f)  Spatial Resolution
b) Hard copy image quality control of dry laser printers
h) Artifact Evaluation
i) CT Number Uniformity
j) Dosimetry
k) CT Scanner Display Calibration
c) Gray level performance of CT scanner acquisition display monitors
 2.3.1.1 
Each IHF must maintain a copy of CT protocols, which refer to settings  and parameters that are used to acquire images for a specific examination  based on common clinical indications. The CT protocols will determine image quality and dose. 
 2.3.1.1 
In the event of major hardware upgrades or service repairs being performed (e.g. tube replacement or detector module replacement), it is not required, but it is recommended to have the medical physicist repeat the acceptance tests.
Magnetic Resonance Imaging
 2.3.2
 2.3.2
NA
NC
C
The MRI system must produce diagnostic quality images with a minimum magnet  strength of 1.5 Tesla. 
 2.3.2
The MRI system should be equipped with:
       appropriate gradient hardware
       radio frequency hardware (receiver channels)
•
•
       phased array coils
•
       software packages for the case mix
       power injector
•
•
For patient imaging, the MRI system meets or exceeds the following specifications:
A clear upgrade pathway, defined to keep the technology current, is  implemented by the facility. 
•
The MRI scanner must pass all quality assurance tests at the time of installation  as outlined by organizations such as the American Association of Physicists in  Medicine (AAPM) or the American College of Radiology (ACR). 
•
 2.3.2
New when installed in the facility and manufactured within 12 months prior to  installation with current technology.
•
 2.3.2 
A vendor approved Original Equipment Manufacturer (OEM) service contract which includes hardware and software will exist for the lifespan of the equipment.
 2.3.2 
In recognition of changing technology standards, machines need to be upgradeable  to future state-of-the-art requirements. 
 2.3.2
The equipment conforms to the Lifecycle Guidance for Medical Imaging Equipment in Canada2013, Canadian Association of Radiologists (http://www.car.ca/en/standards-guidelines.aspx )which provides a range for high-mid-low utilization for each type of equipment, (Maximum life expectancy and clinical relevance must be no longer than 15 years for any technology). Please answer for each piece of equipment.
MRI Scanner: 8-10-12/15 years
 2.3.2 
If a facility chooses to extend the lifecycle of their MR machines past the CAR guidelines  (i.e. 12 years for low utilization timeframe), then the facility must obtain the services of a Qualified Medical Physicist (QMP) to evaluate and determine if the units are still appropriate for routine clinical use. 
 2.3.2 
Evaluations must be done once every three (3) years by a Qualified Medical Physicist. The Qualified Medical Physicist may choose to delegate this work, but the final report must be signed off by the Qualified Medical Physicist.    
Quality Control for MRI
 2.3.2.1
 2.3.2.1
NA
NC
C
All equipment is properly maintained and calibrated during scheduled preventative maintenance sessions in accordance with manufacturer specifications.
 2.3.2.1 
Written records of preventative maintenance, repairs and unscheduled down time are maintained.
 2.3.2.1 
A daily record of both the MRI magnet room and equipment room temperature, humidity, primary chilled water temperature, secondary water temperature, and the magnet helium level (where appropriate) documented. 
 2.3.2.1
Documentation by the technologist of the facility's Quality Control Program,  including schedule is required, which follows the ACR MRI Quality Control Manual:   
e) High contrast spatial resolution
Weekly:  The site must perform the following tests:
a) Table positioning, setup and scanning, laser alignment
b) Centre frequency
c) Transmitter gain or attenuation
f) Low contrast detectability
g) Artifact evalutation
h) Visual Checklist
d) Geometric accuracy
 2.3.2.1
e) High contrast spatial resolution
a) Table positioning, set up and scanning, laser alignment
b) Centre frequency
c) Transmitter gain or attenuation
d) Geometric accuracy
         ii. Percent signal ghosting (PSG) 
i) Magnetic field homogeneity
j) Slice position accuracy
k) Slice thickness accuracy
l) RF coil checks
f) Low contrast detectability
g) Artifact evaluation
h) Visual checklist
	i. SNR 
m) Soft copy (monitor) QC
	iii. Image intensity uniformity (PIU) 
n) MR Safety Program Assessment
Annually:  The facility must perform the complete system acceptance test with the ACR Test Phantom (or equivalent). The required tests are: 
 2.3.2.1 
After any service work/repairs, the service engineer runs the calibrations/service tests as appropriate for the specific hardware serviced. 
Safety Concerns and Resuscitation Equipment
 2.4
 2.4
NA
NC
C
Patient monitoring equipment and facilities for cardiopulmonary resuscitation  including vital signs monitoring, support equipment and an emergency crash cart  are immediately available.  
 2.4 
Radiologists, technologists, and staff members are able to assist with procedures,  patient monitoring and support.
 2.4 
A written policy is in place for dealing with emergency procedures such as cardiopulmonary arrest.  
 2.4 
The facility has alternative materials available for patients with known or  suspected latex allergies. 
 2.4 
Contrast-enhanced studies require the presence of a physician who is trained and experienced in the recognition and management of adverse effects of these agents and other life threatening events.  If this physician is not the CT/MRI Radiologist, then he/she must also have appropriate training and experience in CT/MRI safety.  The facility must have an emergency protocol in place to deal with these types of emergencies. 
 2.4 
As pediatric patients receive contrast, specific paediatric doses/drugs and pediatric  resuscitation equipment are clearly labeled and colour coded for age groups. 
 2.4 
Facilities provide a means of moving patients in difficulty to an adjacent area, which  is equipped  to handle any adverse reactions up to and including respiratory and  cardiac arrest.  
MRI Layout
 2.4.1
 2.4.1
NA
NC
C
The MRI facility layout must give the MRI technologist an unimpeded view of the magnet room entrance door when seated at the operating console.  Access is restricted to all areas within the 5 gauss magnetic field line of the MRI magnet.  The magnet room itself usually encompasses this area.  
 2.4.1 
The MRI technologist has a direct view of the patient down the bore of the magnet when seated at the operating console.  If this is not the case, then a closed  television camera/monitor is installed to provide this view of the patient to the  MRI technologist. 
2.4.1.1
MRI Safety Zones 
NA
NC
C
The MRI facility layout must comply with and incorporate the four recognized MRI  Safety Zones:
Zone II: area where patients are greeted/screened and not allowed to move  freely (only under MRI personnel supervision).
•
Zone I: areas freely accessible to the general public; typically is outside the MRI  environment and is the area where individuals can access the MRI  environment. 
•
•
•
2.4.1.1
Zone III: access is strictly restricted and regions within it (e.g. Zone IV) are  controlled/supervised by MR personnel. 
Zone IV: the MRI scanner room (within Zone III) and the magnet's associated  magnetic fringe fields. 
 2.4.1.1
All zones are labeled in the facility. 
The MRI Director should designate individuals in the MRI environment as either MRI personnel or non-MR personnel.
MR personnel are broken down into Level 1 and Level 2 personnel. 
•
The Level 1 personnel individuals who have passed minimal safety educational  efforts to ensure their own safety within Zone III. 
•
 2.3.1.1
The Level 2 personnel individuals who have received more extensive training in  MR safety (e.g. issues in thermal burns).
Non-MRI personnel constitute everyone else in the MRI environment. 
•
•
 2.4.1.1
Non-MRI personnel (who constitute everyone else  in the MRI environment) are screened prior to entering Zone III. 
 2.4.1.1
It  is recommended to use ferromatic detection systems as a supplement to  screening of persons and devices approaching Zone IV. 
 2.4.1.1
Patients must remove all readily removable metallic personal belongings and  devices as well as fill out a safety screening questionnaire. 
 2.4.1.1
If patients/non-MRI personnel have a history of potential ferromagnetic foreign  object penetration, they must undergo further investigation (e.g. CT, radiography). 
 2.4.1.1
All ferrous objects should be Zone III restricted (whenever practical).  A handheld 
magnet can help to determine if there is significant ferromagnetism in objects.  All
objects/devices to be taken into Zone IV are either MR Safe or not MR Safe.  MR 
Safe is defined as objects which present no attractive forces present and its 
composition is known to be non-magnetic.  Non-MR Safe objects present grossly 
detectable attractive forces.  They may be taken into Zone III if they are deemed 
necessary and appropriate for patient care (under MR personnel supervision).  
 2.4.1.1
Protocols for the contact of Emergency Medical Services (EMS) and 
patient transfer to hospital must be clearly published, posted and regularly
reviewed.
Administration of Medications in Imaging Department
 2.5
 2.5
NA
NC
C
Some medications may be given to maximize the information obtained from CT 
and MR images (e.g. anxiolytics, beta blockers, nitroglycerin, antiperistatic agents)
In order to safely administer drugs in the facility, there must be medical directives in place which include, but are not limited to:
drug dosage
management of adverse events related to the various medications
route of administration
 2.5
Patients under the age of 18 requiring sedation are not to be examined in an IHF. 
Resuscitative and Monitoring Equipment Required for CT and MRI
 2.5.1
 2.5.1
NA
NC
C
Appropriate emergency equipment and medications must be immediately available  to treat adverse reactions associated with the administration of contrast media.  It is recommended that for each site, a plan of action and formulary be developed in consultation with local anaesthetists and internal medicine specialists responsible for their hospital arrest teams. 
 2.5.1
Appropriate emergency equipment and Formulary as per ACLS standards and medications must be immediately available to treat adverse reactions associated with the administration of contrast media:
Resuscitation drugs
ECG monitor
Defibrillator
Oxygen source with mask and suction
Oxygen saturation monitor
Stretcher
Laryngoscope and endotracheal tubes (sized for adults and children)
Oropharyngeal airways (sized for adults and children)
Ambubag or equivalent (sized for adults and children)
Stethoscope
Sphygmomanometer
IV pole
Wheelchair
•
•
•
•
•
•
•
•
•
•
•
•
•
 2.5.1
The contents of the resuscitation tray are checked monthly for expiry dates on all  drugs and sterile equipment.  These activities are documented and kept with the  resuscitation equipment. 
MRI Safe Equipment
 2.5.1.1
 2.5.1.1
NA
NC
C
The following MRI safe equipment is available:
IV poles
Laundry hamper
Step stool
Wheelchair
All oxygen tanks must be MRI safe
Stretcher (if scanner table is not detachable
 2.5.1.1
If a parent is expected to accompany and stay inside the magnet room with their  child, then a MR safe chair is provided for inside the magnet room. 
 2.5.1.1
All facility fire extinguishers that may be brought into the magnet room during a  fire emergency are MR safe. The fire alarm must be audible inside the magnet  room. 
 2.5.1.1
There should be a small, portable, strong (usually rare earth) magnet available to  the MRI Technologist to test whether objects are ferromagnetic.
 2.5.1.1
A MR safe step ladder (usually aluminum should be provided for changing lighbulbs inside the MRI magnet room.  This task should be performed by an individual  trained in MR safety. 
Emergency Procedures
 2.6
 2.6
NA
NC
C
All resuscitations are performed outside the scanner room.
Emergency Procedures
 2.6
 2.6
NA
NC
C
CT/MRI Facilities provide a means of moving patients in difficulty outside the magnet room to an area equipped to handle any adverse reactions up to and including respiratory and cardiac arrest. 
Radiologist Reporting Stations (refer to Volume 3 Teleradiology (PACS)) 
NA
NC
C
Is this a PACS Facility?
The Facility have a designated on site PACS Administrator.
The on-site reporting environment meets the OAR Teleradiology Practice Standard.
The off-site reporting environment for each interpreting physician meets OAR Teleradiology Practice Standard.
There are written policies and procedures for PACS.
PACS Questionnaire Deficiencies
POLICIES AND PROCEDURES
POLICIES AND PROCEDURES
Radiation Safety and Dose Reduction (ALARA Principles)
 3.0
 3.2
 3.2
NA
NC
C
Written policies and procedures must include, but are not limited to the following:
The ALARA principle (As Low As Reasonably Achievable) must be considered for all examinations using ionizing radiation to minimize radiation exposure to the patient and staff. 
 3.2
Pre-programmed protocols should be available for pediatric patients (defined as 18 years old or less) that consider maturity, size and weight of the patient, and also organ specific. 
 3.2
Low dose CT protocols should be designed to minimize the dose based on the  clinical indication (e.g. low dose CT protocol for renal colic), without sacrificing the  image quality necessary to make a diagnosis. 
 3.2
There should be a log of dose reduction techniques implemented for each protocol.
Developing Policies and Procedures
 3.3
 3.3
NA
NC
C
The policies and procedure manual must be available for consultation by all facility staff.
 3.3
The manual must be reviewed and signed off by all staff, Licensee and Quality Advisor annually, revised as necessary, and dated to indicate the time of the last review or revision.
 3.3
There must be documentation to indicate who makes the policies, sets the standards, and who supervises physicians, technologists and other staff.  In addition, it should also include a copy of the MOH form outlining the name of the Quality Advisor. 
FACILITY
NA
NC
C
 3.3.1
Patient requests for a chaperone for examinations, or any other common          patient requests related to examinations/procedures; facilities must provide 
         options where possible; procedures must include specific chaperone signage
         posted in the facility.
Documentation of and method for receiving written and telephone referrals          for consultation
Patient-booking systems
Written policies and procedures must include, but are not limited to the following:
A description of the scope and limitations of diagnostic imaging services          provided by the facility.
 3.3.1
Timing and permissions of family/friend presence during performance of any          examination.
Facility Staff
 3.3.2
 3.3.2
NA
NC
C
Written policies and procedures must include, but are not limited to the following:
Staff Orientation/Training - There must be a process and checklist for training of new staff and refresher training for existing staff, including, but not limited to: 
o Infection Prevention and Control (IPAC) 
o Procedure/service/modality-specific protocols 
o Ontario Government Mandated Training (WHMIS, Health and Safety, Workplace Violence and Sexual Harassment), and AODA) 
o Safety training for medical and non-medical staff (e.g. fire, power failure, other emergency evaluation), including process to ensure completion of training by staff, and their roles/responsibilities. 
o Administration of contrast injections  - including training, supervision and certification/approval process. 
o Patient privacy, consent, medical records and communication 
Employees must sign off on completion of above training, including          acknowledgement of individual roles and responsibilities regarding the above
Staff Job Descriptions/Credentials/Approvals- There must be a process and          checklist for maintaining staff requirements including, but not limited to: 
o Job descriptions (scope and limitations of functions and responsibilities for patient care) 
o Regulated health professionals (RHP) certifications, exams, courses, and/or other training to ensure RHPS have the necessary knowledge, skills, and judgement to perform their specific services or procedures. 
o Staff performance evaluations 
o Professional/practice guidelines for Regulated Health Professionals 
Supervision  - There must be a process describing how staff undergoing          training are being monitored until they are deemed to safe to work 
         independently, i.e. through completion of certification, examination, 
         and/or course, if applicable, or sign-off by appropriate facility staff members.
         Staff records are updated accordingly. 
Delegated acts and medical directives.
Records and Communication/Reporting & Privacy Principles
NA
NC
C
Written policies and procedures must include, but are not limited to the following:
•
Privacy and release of health record information, including Bill 31 the Personal Health Information Protection Act 2004 (PHIPA). 
 3.3.3
 3.3.3
•
Patient consent (written or verbal) based on the scope of practice in the facility and in accordance with the Health Care Consent Act. 
 3.3.3
 3.3.3
•
There must be a policy for verbal and telemedicine communications for urgent patientreporting that requires a direct discussion with the on-call radiologist prior to releasing findings. 
 3.3.3
o MRTs must not provide preliminary findings to patients and/or the ordering physician without first consulting the radiologist and then deciding who will convey the information to the ordering physician.  o Interactions must be documented, including the designation of who will convey the verbal report to the ordering physician. 
 3.3.3
•
Maintenance of requisitions, imaging media and interpretation reports (See Appendix VII, Independent Health Facilities Act-Ontario Regulation 57/92 -Amended to O.Reg. 14/95), and in connection with telemedicine standards.
3.3.4
Diagnostic Services
NA
NC
C
Written policies and procedures must include, but are not limited to the following:
Oral contrast - volume and type
IV contrast - volume and rate and type of administration
Scanning region and length
•
Imaging protocols detailing the sequences involved in examining a target organ for both adult and pediatric patients.  For CT these include but are not limited to: 
Patient position
Reconstruction algorithm
Detector configuration
Reconstructed slice thickness
Scan type
Rotation time
mAs and kVp
Pitch
Displayed CTDIvol
Criteria for mandatory contact of the supervising radiologist
Performance of additional views and examinations-any additional views 
or examinations are identified in the imaging report with reasons.
•
•
Contraindications for performing tests.
Instructions regarding routine preparation of patients 
Pediatric/small adult protocols preprogrammed in scanner with reduced             specific organ patient dose.
Imaging protocols that subscribe to the ALARA principles, which should be  developed under the direction of the Radiation Protection Officer (RPO) to  ensure compliance with the HARP Act and other applicable legislation.
•
Integrity of reportable results to ensure the accuracy of patient data and testing  information from input of patient data to delivery of procedure, e.g. MRTs must  place a check mark on the label confirming accuracy of patient name, date of birth,  exam ordered, and referring physician. This should include a process to deal with  errors should they occur.
•
•
Screening just prior to patient entering the magnet room (for MRI) 
Adult sedation.
Use of protective devices.
Pre-medication for known contrast allergy.
Assessment of renal function where appropriate prior to contrast injection.
Equipment Maintenance
 3.3.5
 3.3.5
NA
NC
C
Written policies and procedures must include, but are not limited to the following:
•
Inventory/list of equipment to be maintained.
Routine/preventative maintenance, calibration, and evaluation of equipment  and medical devices, which should all be completed at a minimum on an annual  basis (this includes frequency of testing, staff responsible for follow-up on  recommendations, and documentation and maintenance of records for all of the above). 
Weekly inspections of emergency equipment for emergency situations.
Maintenance work inside the magnet room.
•
•
•
Emergency Procedures and Safety Policies
NA
NC
C
Written policies and procedures must include, but are not limited to the following:
•
Staff protocol to be followed for emergencies, including staff roles and when to summon additional staff assistance urgently within the facility and when to summon help by 911, and coordination of staff with those responders. Examples include: electrical, mechanical, fire, evacuation, disaster, violent/behavioural situations, bomb threats, missing patient, hazardous spill, hostage situation.
 3.3.6
 3.3.6
 3.3.6
Emergency protocol for management of patient transfer to a hospital, e.g. cardiac arrest, shortness of breath, general safety and prevention of adverse effects including administration of supplemental gases, radiation safety (if applicable), responding to latex allergies and anaphylaxis (for facilities that are not latex free). 
•
 3.3.6
Emergency resuscitation for MR only to occur outside the magnet room.
•
 3.3.6
Emergency Action Plan (EAP) to address adverse reactions associated with administration of contrast media including transport to hospital.
•
 3.3.6
Safety Data Sheets (SDS) for all chemicals maintained in the facility, which should follow the Globally Harmonized System (GHS).
•
 3.3.6
Joint Health and Safety Committee (based on number of workers). Refer to Guide for Health and Safety Committees and Representatives.
•
 3.3.6
Ensuring patients who have taken oral or sublingual anxiolytics/antihistamines  are provided discharge instructions and are accompanied by a person prior to departing the facility.
•
•
Techniques for managing patients with claustrophobia, anxiety and emotional distress. 
3.3.6
•
Managing patients with possible or definite ferrous/metallic foreign bodies  (particularly intracranial and intraocular locations).
3.3.6
•
Response to fire alarm and fire within the magnet room.
When personnel are present in the facility.
3.3.6
 When personnel are not present in the facility.
3.3.6
Inadvertent magnet quenches.
3.3.6
•
Pregnancy of patients or facility staff. 
3.3.6
•
Infection control.
3.3.6
•
Criteria for technologist re: when they should consider contacting the supervising radiologist. 
3.3.6
Quality Management Program
NA
NC
C
Written policies and procedures must include, but are not limited to:
•
Monitor the work of the facility to continuously improve all aspects of the procedures/services provided.
 3.3.7
 3.3.7
•
Quality Advisory Committee Meetings (identification of staff responsible and process for scheduling meetings, agendas, minutes, and follow-up on action items).
 3.3.7
 3.3.7
•
Complaints (staff roles and responsibilities for documenting and follow-up).
 3.3.7
•
Incident reporting - description of the process for monitoring, reviewing, and responding to incidents, including follow-up and staff roles/responsibilities.
Infection Prevention and Control
Infection prevention and control related to equipment
NA
NC
C
In addition to the policies referenced in the IPAC Core and Reprocessing Checklist, the facility must have the following written policies and procedures and documentation (ensure that the policy includes all sections noted in CPP)
There must be written policies and procedures relating to equipment cleaning /disinfection/ sterilization and storage (e.g. tables) that require disinfection/sterilization. 	
 3.3.8
 3.3.8
 3.3.8
REQUESTING AND REPORTING MECHANISMS
REQUESTING AND REPORTING MECHANISMS
 4.0
Written requisitions and forms to screen the patient for CT/MRI compatibility must be completed by the referring physicians. Where information is missing, the facility must follow-up with the referring physician.
 4.2
 4.2
Requesting Procedures
NA
NC
C
 4.2
All CT/MRI requests must be approved and prioritized by a radiologist prior to booking the test.  
 4.2
 The technologist re-screens just prior to the patient entering the magnet room.  
 4.2
An appropriate request for all radiological consultations is the responsibility of the referring physician and specifies:
Basic demographic information of the patient such as name, health number,  date of birth and sex.
Name of the ordering physician/health care provider and the names of any  other physicians who are to receive copies of the report.
•
Type of procedure requested for the patient including any special instructions  for interpreting  or modifying the procedure where applicable.
•
Pertinent clinical information including indications, pertinent history, and  provisional diagnosis.
•
Whether a 'stat report' is required.
•
NA
NC
C
•
NA
NC
C
Technologist Identification
 4.3
 4.3
MRTs must include their full name on any documentation at the time of the examination in order for the interpreting physician to identify the MRT performing the examination.  
NA
NC
C
The Diagnostic Imaging Final Written Report
 4.4
 4.4
The written final report must be made available within 2 business days to the 
ordering physician or other healthcare professional who is responsible for clinical 
follow-up.
 4.4
If there was a significant discrepancy between the preliminary report and the final report, this is documented and the referring physician must be notified of the change in cases where the change may alter immediate patient management. 
 4.4
The final report should be proofread carefully to avoid typographical errors, accidentally deleted words, and confusing or conflicting statements, and should be authenticated by the reporting radiologist whenever possible. (Given the complexity of CT and MRI studies in general, compared to other modalities, it is strongly recommended that the final report should be proofread and verified by the reporting radiologist).
 4.4
If the final reports are transmitted by paper, fax, and email, provided appropriate security measures are in place, there is a log (e.g. fax server) in place to confirm delivery to the ordering physician/health care provider.
 4.4
A copy of the final report should be archived by the imaging facility as part of the patient's medical record (paper or electronic) and retrievable for future reference.  It is of sufficient quality to record permanent findings, to be used for comparison with subsequent examinations, and enable third party radiologists to confirm the diagnosis.
 4.4
The facility must have the ability to retrieve and/or produce a copy of the image(s) stored within one working day of the request as required.
 4.4
The imaging media and reports are filed using an accepted coding system which allows images and reports to be retrieved by patient identification information. 
 4.4
Unusual and interesting examinations are maintained for educational purposes in accordance with the IHF Regulations.
 4.4
Previous stored diagnostic images are available for the interpreting physician.
 4.4.1
 4.4.1
Report Attributes
NA
NC
C
Reports of the interpretation of imaging procedures include the following:
•
name of patient and another identifier, such as gender, birth date, pertinent  identification number
•
•
name of the ordering physician or health care provider
•
name of most responsible physician/health care provider  for patients cared for by multiple clinical services. (CC doctor) 
•
name or type of examination
•
•
date transcribed
dates of dictation
•
date of examination
the facility or location where the study was conducted
office identification number
•
Body of the Report
NA
NC
C
Interpretive Reports should include the following: 
Procedure and Materials
A description of the examinations and/or additional procedures performed and any contrast media (including agent, concentration, volume and route of administration, where applicable), medications, catheters, or devices if not reported elsewhere. Any known significant patient reaction or complication should be recorded.
 4.4.2
 4.4.2.1
 4.4.2.1
Findings
Use precise anatomical, radiological and pathological terminology to describe the findings accurately.  Abbreviations should not be used to avoid ambiguity and risk of miscommunication, unless initially spelled out. 
 4.4.2.2
 4.4.2.2
C
NC
NA
Limitations
Where appropriate, identify factors that can limit the sensitivity and specificity of the examination. Such factors might include technical factors, patient anatomy (e.g. patient body habitus), and limitations of the technique (e.g. the low sensitivity of a bone scan for strictly lytic lesions).
 4.4.2.3
 4.4.2.3
C
NC
NA
Clinical Issues
Clinical history, indication or clinical question is included in the final report under a separate heading. The report should address or answer any pertinent clinical issues raised in the request for the imaging examination. If there are factors that prevent answering the clinical question, these should be stated.
 4.4.2.4
 4.4.2.4
C
NC
NA
Comparative Data
Comparisons with previous examinations and reports, when possible, are part of an imaging consultation and report, and should be included in the body of the report and/or conclusion section when appropriate. Comparative data is included in the final report under a separate heading. 
 4.4.2.5
 4.4.2.5
C
NC
NA
Assessment and Recommendations
The report should conclude with an interpretive commentary on the data described.  Each examination should contain such an interpretive commentary.
 4.4.2.6
 4.4.2.6
C
NC
NA
Preliminary Report
There is a mechanism in place to ensure MRTs are not providing preliminary findings to patients and/or the ordering physician without first consulting the radiologist and then deciding who will convey the information to the ordering physician.  This requires direct communication of unusual, unexpected or urgent findings to the ordering physician in advance of the formal written report.
 4.6
 4.7
 4.6 
 4.7
Verbal or Other Direct Communication
NA
NC
C
Retention of Patient Records
The facility complies with Ontario Regulation 57/92 s. 11 with respect to the retention of patient records.
 4.8
 4.8
C
NC
NA
MOH Independent Health Facilities Program Information and Fact Sheets related to Patient Charges for Records
When the patient attends the IHF to obtain a copy of their images and reports for their ongoing care/treatment the acceptable turnaround time for requests that are received by the IHF for the images and reports to be made available for courier or pick-up is within 3 working days of receiving the request.
 4.9
 4.9
C
NC
NA
Retrieval of Images and Patient Information from another IHF/Institution
There is a mechanism in place to ensure when previous images and reports are required from another IHF in order to make a comparison, the acceptable turnaround time for requests that are received by the IHF would be for the images and reports to be made available for courier or pickup within 3 working days of receiving the request.
 4.10
 4.10
C
NC
NA
QUALITY MANAGEMENT
Quality Management
 5.0
The facility has a Quality Management Program supervised by a Quality Advisory  Committee (QAC) as set out in the IHFA regulations.
 5.1
 5.1
Overview
NA
NC
C
 5.1
The Quality Advisory Committee must consist of the following members: Quality Advisor, Licensee, PACS Administrator, Medical Leads (where appointed), site-specific health professionals (e.g.  physicians, technologists) who provide health services (representing each modality).
The Quality Advisory must attend and chair, at a minimum, two Quality Advisory Committee meetings per site per year, and document all in person visits to the facility made in connection with this role.  
 5.1
Quality Management Program Goals
 5.2
 5.2
NA
NC
C
The goals of the program include, but are not limited to, ensuring that:
The services planned and provided are consistent with the patient needs and  assure diagnostic reliability and patient safety.
•
Services conducted are appropriate to the problem(s) being investigated.
The performance of diagnostic radiological examinations complies with the most  current standard and guidelines available through the Canadian Association of  Radiologists (CAR) Guidelines or American College of Radiologists (ACR).
•
•
•
Services conducted in the facility are safe.
The facility has a system to deal with incomplete or inappropriate requests  for services.
•
NA
NC
C
Providing Quality Care
 5.3
 5.3
A designated CT/MRI Radiologist is available for consultation with the technologist on a case-by-case basis.
 5.3
Whenever contrast is administered, a designated physician must be personally and immediately available. 
 5.3
There must be adequate equipment/medications available to treat an adverse reaction.
Components of a Quality Management Program
 5.4
 5.4
NA
NC
C
Quality Management Program activities are documented and maintained on-site.
The facility has established a Quality Management Program appropriate for its size, volume and types of services provided.
 5.4
There is evidence to ensure that the Quality Management Program are met and the Committee's tasks include but are not limited to: 
•
Review quality management goals and objectives annually.
 5.4
 
•
Supervise and document a systematic ongoing review of the facility policy and procedures manual. (Ensure that all staff have signed it).
•
Review safety data on any equipment new to the facility since the last meeting, and ensure that all equipment in the facility meets safety standards.
•
Review any incident or accident report since the last meeting and document any such actions to prevent similar incidents or accidents.  Provide a report of all such proceedings to the facility's Quality Advisor.
•
Review and implement recommendations from other assessing bodies such as the Ministry of Health, and Ministry of Labour (e.g. WSIB) and HARP.
•
Review and implement recommendations from Preventative Maintenance (PM) reports.
•
Supervise and document a program of annual performance reviews for all staff who have patient contact, including documentation of action taken to correct any significant deficiencies in performance.
•
Ensure all registration certificates, BLS certificates, etc., are valid and current for all staff.
•
Promote the discussion of interesting/challenging cases seen at the facility and disseminate any teaching points to the staff for educational purposes.
•
Review results of regular surveys of patient, referring physician and staff satisfaction, documenting actions to address any suggestions, problems or issues raised.
•
Comply with quality assurance protocols as appropriate.
•
Assess the accuracy of interpretations and the appropriateness of procedures process. 
•
Ensure that the CPD activities of the technical and medical staff meet the relevant regulatory college or society requirements.
INTERPRETING PHYSICIAN - Quality Review Process:
 5.4
 5.4
NA
NC
C
 5.4
-Enhance the consistency and accuracy of diagnostic imaging services to improve quality of care for patients
-Support ongoing improvements to diagnostic image interpretation skills through peer to peer learning in a non-punitive environment
-Enable informed decisions about patient treatment, enhancement of quality programming, physician training and continuing medical education
-Support maintenance of ongoing learning, education and contribution to a culture of quality improvement, transparency and accountability
Implements and documents a quality review process that evaluates the quality of care provided by all regulated health professionals involved in patient care, and one that follows the basic principles of the CAR peer review program toward achieving the following program goals:
 5.4
-Enhance the consistency and accuracy of diagnostic imaging services to improve quality of care for patients
-Support ongoing improvements to diagnostic imaging scanning skills through peer to peer learning in a non-punitive environment
-Enable informed decisions about patient treatment, enhancement of quality programming, technologist training and continuing professional development
-Support maintenance of ongoing learning, education and contribution to a culture of quality improvement, transparency and accountability
Implements and documents a quality review process that evaluates the quality of care provided by all regulated health professionals involved in patient care, and one that achieves the following program goals:
INTERPRETING TECHNOLOGIST - Quality Review Process:
 5.4
 5.4
NA
NC
C
Monitoring the Program
 5.5
 5.5
NA
NC
C
The Quality Advisor is responsible for all aspects of the program including any aspect delegated to any other staff member.
All QAC meetings (agenda and minutes) must be maintained and documented in a form that is clear and easily accessible. This includes agendas and minutes for staff meetings as well. 
Minutes of each QAC meeting must be circulated to all members of the QAC for comment, revision, and sign-off (regardless of whether the member attended or not).
Recommendations from the QA Committee must be circulated to all staff once they are finalized.  
Records are maintained at the facility with respect to all reviews and surveys and any subsequent commentary/suggestions/recommendations/follow-up.
Monitoring the Program
 5.5
NA
NC
C
 5.5
There are standing agenda items including but not limited to:
Goals and objectives
•
Recommendations from Assessment/Accreditation Visit/Ministry of Health  X‐ray Inspection Services and HARP (if applicable). Such issues are to remain  on the agenda until they are clearly finalized
•
-Staff changes/new staff
-Expansion/relocation plans
-General practice goals
Review of IPAC requirements and staff orientation/training
•
Equipment - problems, upgrades, training or facility configuration issues
•
Incidents or complaints, adverse drug reactions, complications
•
Review of the results of the Facility's quality review process
•
Review of current statistics on the time between patient referral and  examination/treatment
•
Patient/Referring survey results
•
Staff performance appraisals & training - when, who, and how often
•
Policies and procedures (including but not limited to):
•
-Policy and Procedures Manual - general updates, staff sign-off
-Technical - general practice guidelines for facility
-Infection Prevention and Control
-Safety Data Sheets
Review of difficult or inconclusive cases and how they were dealt with
•
-Staff under supervision - progress on examinations/courses/accreditation
OBSERVATION OF DISINFECTION
 OBSERVATION OF DISINFECTION:
Staff member observed:
Item disinfected:
Comments
Recommendations:
OBSERVATION OF PROCEDURES
Check each observed modality:
MRI - MRT
CT - MRT
CT - MRT Observation
MRT Name:
MRI - MRT
MRT Name:
IMAGE REVIEW
Check each reviewed image modality:
MRI
CT
The image review is based on services currently being provided at the facility.  Interpretive reports should include the following: Procedures and Materials, Findings, Limitations, Clinical Issues, Comparative Data, Assessment and Recommendations, Verbal or Other Direct Communications.
The charts/films were chosen randomly by the assessment team. The charts/films reviewed were from a list of records completed between/within/on: 
CT
 MRI
EXIT INTERVIEW
Comment on any relevant information from the Exit Interview:
FINAL RECOMMENDATIONS - MAGNETIC RESONANCE IMAGING &  COMPUTED TOMOGRAPHY
CPP SECTION RECOMMENDATIONS
(Note: Recommendations for the six CPP sections below are automatically copied from the recommendations made in the above report. If needed, edits should be made to the report sections above.)
CPP SECTION 1 - STAFFING A FACILITY
CPP SECTION 2 - FACILITIES, EQUIPMENTAND SUPPLIES
CPP SECTION 3 - POLICIES AND PROCEDURES
CPP SECTION 4 - REQUESTING AND REPORTING MECHANISMS
CPP SECTION 5 - PROVIDING QUALITY CARE 
OBSERVATION OF DISINFECTION RECOMMENDATIONS
(Note: Recommendations are automatically copied from the above report)
Summary of Recommendations
OBSERVATION OF PROCEDURES RECOMMENDATIONS
(Note: Recommendations are automatically copied from the above report)
SUMMARY OF RECOMMENDATIONS
IMAGE REVIEW RECOMMENDATIONS
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