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NUCLEAR MEDICINE
FACILITY ASSESSMENT REPORT
IHF NAME & BILLING NUMBER:
IHF FACILITY ADDRESS:
TECHNOLOGIST ASSESSOR:
PHYSICIAN ASSESSOR:
DATE OF ASSESSMENT
 ROLE:
 REPRESENTING THE FACILITY
 Quality Advisor Name:
 Licensee 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, RSO etc.):
Medical Radiation Technologist - MRT (N)
 CMRTO#
 Services Performed  (Nuclear Medicine, BMD, RSO)
 Observation  (Yes/No)
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 Nuclear Medicine Clinical Practice Parameters and Facility Standards November 2018
STAFFING A FACILITY
STAFFING A FACILITY
 1.0
 1.1
NA
NC
C
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)
•
•
•
 1.1
Is there a Joint Health and Safety Committee (based on number of workers)?  Refer to the Guide for Health and Safety Committees and Representatives
 1.1
Staff are familiar with and understand radiation safety, privacy and confidentiality legislation and applicable site policies?
 1.1
There is at least one staff member with current Basic Life Support (BLS) certification on site at all times during hours of operation?
 1.1
There is documentation regarding BLS certification maintained on site? (It is expected that the training includes being certified in both theory and hands-on components.)
Qualifications of Interpreting Physicians
 1.2
 1.2
NA
NC
C
Are the physicians providing interpreting services licensed to practice by the CPSO and are:
certified by the RCPSC in Nuclear Medicine?
•
approved by the Registration Committee of the College of Physicians and Surgeons of Ontario to practice independently in Nuclear Medicine (Must provide CPSO letter of approval)
approved or in the process of being supervised through the College of Physicians and Surgeons of Ontario for a change in scope of practice to report nuclear medicine studies in an IHF setting  - specifically, Radiologists Intending to Interpret and Supervise Nuclear Medicine Studies in Independent Health Facilities, and Cardiologists Intending to Interpret Nuclear Cardiology Studies in Independent Health Facilities. Physicians who have been approved by the College, or are in the process of undergoing a change in scope must keep CPSO documentation on site attesting to their status.
•
•
Responsibility of Interpreting Physicians
 1.2.1
 1.2.1
NA
NC
C
Is there a physician present in the facility during studies in which the patient may require immediate medical attention or intervention, such as, but not limited to pharmacological intervention (e.g. Lasix, Captopril, and CCK) or cardiac stress testing? (Physicians whose role is restricted to supervising stress studies or administering pharmaceuticals for enhancement procedures are not required to be certified in nuclear medicine).
Quality Advisor (QA)
 1.3
 1.3
NA
NC
C
Is there an appointed Quality Advisor who is 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 of Canada (FRCPC) in Nuclear Medicine
•
approved by the Registration Committee of the College of Physicians and Surgeons of Ontario to practice independently in Nuclear Medicine
•
 1.3
If the facility provides more than one type of service and the Quality Advisor does not possess the appropriate specialty background associated with a particular services, did the Quality Advisor appoint a Medical Lead for each additional service?
 1.3
Is there a formal, written agreement for the Quality Advisor to advise the facility owner/operator with respect to the quality of the services provided?
Role of the Quality Advisor
 1.3.1
 1.3.1
NA
NC
C
Is there an appointed Quality Advisor who provides insured services in or in 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?
Duties and Responsibilities of a Quality Advisor
 1.3.2
 1.3.2
NA
NC
C
Does the Quality Advisor personally attend the facility at least twice each year?  The visits may be coordinated as part of the Quality Advisory Committee meetings.  Are these visits to the facility documented?
 1.3.2
Is there a qualified physician available for consultation during the facility's hours of operation?
 1.3.2
Does the Quality Advisor 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 advice to the Licensee?
 1.3.2
Does the Quality Advisor obtain copies of assessment reports from the Licensee/owner/operator?
 1.3.2
Does the Quality Advisor 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
•
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 a 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.
•
Equipment and other purchases as may be related to patient care.
•
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.
•
Establishing and/or updating system(s) for monitoring the results of the  service(s) provided in the facility.
•
NA
NC
C
Quality Advisor Duty for Infection Prevention and Control
 1.3.2.2
 1.3.2.2
NA
NC
C
In order to determine appropriate infection prevention and control training of staff, has the Quality Advisor completed annually the Checklist for Infection Prevention and Control (IPAC) Core Elements in Clinical Office Practice, and if applicable, also complete annually the Checklist for Reprocessing of Medical Equipment/Devices in Clinical Office Practice, and must verify completion of relevant training by all staff? Evidence of completion of the Checklists must be maintained on file at the facility.
Medical Lead(s) for IHFs licensed for more than one service
 1.4
 1.4
NA
NC
C
Is there an appointed Medical Lead(s) for each additional applicable service for IHFs that have been licensed for more than one service such as 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)?
 1.4
Is the Medical Lead certified by the Royal College of Physicians of Canada (FRCPC) in the specialty associated with the service?
 1.4
Or approved by the Registration Committee of the College of Physicians and Surgeons of Ontario to practice independently in that specialty.
 1.4
Does the Medical Lead assist with 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?
Radiation Safety Officer (RSO)
 1.5
 1.5
NA
NC
C
Is there a designated Radiation Safety Officer (RSO) as required by the Canadian Nuclear Safety Commission (CNSC)?
 1.5
If the Radiation Safety Officer is a professional other than the physician in medical charge of the facility, is the physician in medical charge available to the radiation safety officer to receive regular reports and for consultation on an emergency basis?
 1.5
The RSO must be:
A Fellow of the Royal College of Physicians and Surgeons of Canada  (Nuclear Medicine Specialty), or
•
A person approved in writing by the CNSC. Submission of Request to Appoint a 
New Radiation Safety Officer Nuclear Substances and Radiation Devices Licence 
is required acknowledging his/her willingness to be designated as the applicant's 
RSO and acceptance of the responsibilities described in the submitted job description.
•
A Member of the Professional Corporation of Physicians of Quebec certified  as a specialist in Nuclear Medicine, or
•
A Member or Fellow of the Canadian College of Physicists in Medicine, or
•
A technologist registered by the CMRTO in Nuclear Medicine (MRT(N)), or
•
Duties and Responsibilities of the Radiation Safety Officer
 1.5.1
 1.5.1
NA
NC
C
Does the RSO ensure that all CNSC requirements are followed whenever the activities authorized under the facility's licence are performed?
 1.5.1
Are the RSO's responsibilities listed in the facility's Radiation Safety Manual (RSM) and also must satisfy the CNSC's regulatory requirements?
Does the Radiation Safety Officer fulfill his/her roles and responsibilities including but not limited to:
ensuring the health and safety of personnel, the public and the environment; 
•
managing the daily aspects of the Radiation Safety Program;
•
acting as primary contact with the CNSC for licensing and compliancematters;
•
identifying radiation safety problems;
•
implementing corrective actions for identified concerns;
•
ensuring compliance with the CNSC regulatory requirements;
•
reporting regulatory non-compliances to the CNSC;
•
holding the authority to stop any activity that might result in regulatory  non-compliance;
•
developing procedures and policies related to radiation safety and training;
•
acting as the signing authority for CNSC licences.
•
 1.5.1
Radiation Protection Officer (RPO)
 1.6
 1.6
NA
NC
C
Is there a designated Radiation Protection Officer (RPO) in accordance with the HARP Act?
 1.6
Is there a formal written agreement for the RPO? 
Duties and Responsibilities of the Radiation Protection Officer
 1.6.1
 1.6.1
NA
NC
C
Does the Radiation Protection Officer fulfill 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 an x-ray machine in the facility is 
qualified to operate the machine;
•
ensuring that the entrance exposure of certain parts of the patient do not 
exceed the prescribed exposure limits; and
•
establishing and maintaining procedures and tests for the x-ray machine(s)  and x-ray equipment 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; 
•
providing the Director of X-ray Safety with written results of certain tests 
conducted on the x-ray machine(s) and maintaining records of such tests;
•
ensuring that certain procedures and tests as prescribed in the Regulation are  conducted on a periodic basis; and
•
notifying the Director of the occurrence of an accident involving an x-ray 
machine or an overexposure to radiation involving one or more patients.
•
 1.6.1
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? 
Medical Radiation Technologists (MRT)
 1.7
 1.7
NA
NC
C
Are the Medical Radiation Technologists performing diagnostic and therapeutic procedures licensed to practice by the College of Medical Radiation Technologists of Ontario (CMRTO)?
 1.7
Are the medical radiation technologists registered in nuclear medicine (MRT(N)) and/or radiography (MRT(R)) to perform bone mineral densitometry (BMD), computed tomography (CT), as well as other services or procedures which fall within the scope of practice of the profession for which they have the necessary knowledge, skills and judgement to perform the services or procedures safely and effectively?
FACILITIES, EQUIPMENT AND SUPPLIES
FACILITIES, EQUIPMENT AND SUPPLIES
 2.0
 2.1
NA
NC
C
Does the facility have adequate space, equipment, and supplies for the safe and efficient performance of nuclear medicine services?
Is the facility neat, clean and free from waste material?
Facilities, Equipment and Supplies
 2.2
 2.2
NA
NC
C
Does the facility have sufficient space to meet workload requirements and ensure the effective care and privacy of patients?
 2.2
Do facilities that are not latex-free have latex-free alternative products?
There is appropriate emergency facilities/equipment for the types of services provided. The following must be available:
Fire extinguisher
•
Safety Data Sheet (SDS) information
•
First aid kit
•
Appropriate emergency cart and resuscitation equipment
•
Interventional and emergency drugs are current and not expired
•
 2.2
Pregnancy warning signs are posted in the following areas:
waiting area
•
change rooms
•
examination rooms
•
 2.2
Radiopharmaceuticals
 2.2.3
 2.2.3
NA
NC
C
Is the data which results from the application of the radiopharmaceutical quality control protocols retained and logged?
 2.2.3
Is the data which results from the application of the radiopharmaceutical dispensing records retained and logged?
 2.2.3
Are the forms easily understood and quickly accessible to facilitate recognition of problems as they occur?
Equipment Quality Control
 2.3
 2.3
NA
NC
C
Is the diagnostic equipment digital and meet the standard of practice?
 2.3
When equipment is installed, does it undergo acceptance testing?
 2.3
Are performance parameters recorded for future comparisons?
 2.3
When equipment performance diverges from the expected results, is maintenance or replacement carried out?
Gamma Cameras
 2.3.1
 2.3.1
NA
NC
C
Are routine gamma camera quality control procedures being performed, and results logged for future reference?  These include, but are not limited to:
Flood field uniformity
•
Isotope energy peaking, or pulse height analysis
•
SPECT centre of rotation
•
Gamma camera safety systems
•
Well Counter, Dose Calibrator, and Survey Meters
 2.3.2
 2.3.2
NA
NC
C
Are the well counter, dose calibrator, and survey meters:
compared against known reference sources at regular intervals to monitor stability and accuracy
•
checked daily against background contamination
•
Dual Energy X-ray Absorptiometers (Bone Densitometers) Bone Mineral Densitometry
 2.3.3
 
 2.3.3
NA
NC
C
Does the BMD equipment and quality control activities meet Canadian BMD Accreditation Program requirements?
 2.3.3
Is the facility BMD accredited?
Should a facility not obtain CMBD accreditation, then the minimum required activities must include:
An up-to-date precision study for each MRT and machine.  Precision study data is no older than 5 years (if an additional unit is installed, a new precision testing must be performed for that particular unit)
•
•
 2.3.3
New MRT is performing DXA exams on patients (at least 5% of the weekly volume)
•
Shewhart testing on each clinical day of operation. (daily phantom testing)
 2.4
 2.4
NA
NC
C
Is this a PACS Facility?
Nuclear Medicine Reporting Stations (refer to Volume 4 Teleradiology (PACS))
Does the Facility have a designated on-site PACS administrator?
Does the onsite reporting environment meet OAR Teleradiology Practice Standard?
Does the offsite reporting environment for each interpreting physician meet OAR Teleradiology Practice Standard? 
Are there written policies and procedures for PACS?
PACS Questionnaire Deficiencies
Aging Equipment
Does equipment conform to the CAR Guidelines for Lifecycle Guidance which provides a range for high-mid-low utilization for each type of equipment? (Maximum life expectancy and clinical relevance should be no longer than 15 years for any technology). Please answer for each piece of equipment.
 2.5
 2.5
 
NA
NC
C
Check each modality applicable to this facility:
SPECT/Gamma                  SPECT/CT                           BMD
Gamma                           PET/CT                                    
SPECT/Gamma: 8-10-12/15 years
Does this machine(s) produce diagnostic quality images?
Gamma: 8-10-12/15 years
Does this machine(s) produce diagnostic quality images?
SPECT/CT: 8-10-12/15 years
Does this machine(s) produce diagnostic quality images?
PET/CT: 8-10-12/15 years
Does this machine(s) produce diagnostic quality images?
BMD: 8-10-12/15 years
 2.5
With regard to BMD, if a facility chooses to extend the lifecycle of its BMD machines past the CAR Lifecycle Guidance for Medical Imaging Equipment in Canada for low utilization (for BMD, it is 12 years), has the facility obtained the services of a Qualified Medical Physicist to evaluate and determine if the units are still appropriate for routine clinical use? 
 2.5
With regard to BMD, are the evaluations 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.
POLICIES AND PROCEDURES
POLICIES AND PROCEDURES
Radiation and Ultrasound Safety and Dose Reduction (ALARA Principles)
 3.0
 3.2
 3.2
NA
NC
C
Does the facility adhere to the requirements of the Canadian Nuclear Safety Commission (CNSC)?
 3.2
Is there a written policy that the ALARA principle (As Low As Reasonably Achievable) is being considered for all examinations using ionizing radiation?
 3.2
Is there a written policy that adequate dose management strategies must be adhered to in order to ensure the necessary clinical information is present on images, while ensuring patient doses are reasonable? 
 3.2
Are policies and procedures developed under the direction of the Radiation Safety Officer (RSO)?
Developing Policies and Procedures
 3.3
 3.3
NA
NC
C
Is the policies and procedures manual available for consultation by all facility staff?
 3.3
Is the manual 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 is documentation to indicate who makes the policies, sets the standards, and who supervises physicians, MRTs, and other staff. 
FACILITY
 3.3.1
 3.3.1
NA
NC
C
Are there written policies and procedures for the following?
•
a description of the scope and limitations of diagnostic imaging services provided by the facility
 3.3.1
•
patient-booking systems
 3.3.1
•
patient requests for a chaperone for intimate examinations, or any other common patient requests related to examinations/procedures; facilities must provide options where possible
 3.3.1
•
documentation of and method for receiving written and telephone referrals for consultation
FACILITY STAFF
 3.3.2
 3.3.2
NA
NC
C
Are there written policies and procedures for the following?
•
delegated acts and medical directives
 3.3.2
•
review of all regulated health professionals' (RHP) education and experience including any certifications, examinations, courses and/or other training in order to ensure that all RHPs have the necessary knowledge, skills, and judgement to perform their specific services or procedures. Documentation that confirms the aforementioned must be kept up-to-date and on site.
 3.3.2
•
supervision of staff who may be working at an IHF while in the process of pursuing  specialized training in a particular area specific to the type of patients seen in the facility. Supervision will continue until staff acquires the knowledge, skill and judgement through the training and if available, the applicable certification, examination, and/or course.
 3.3.2
•
emergency procedures (e.g. fire, power failure, other emergency evacuation), and roles if applicable  
 3.3.2
•
the Licensee, Quality Advisor and staff working in the IHF are up-to-date on the standards for infection prevention and control, and have an ongoing process to ensure current infection and prevention control practices are reflected in staff training, policies and procedures (3.3.9), as well quality management (5.1).
 3.3.2
•
staff responsible for cleaning, disinfecting, sterilizing, and/or reprocessing of medical equipment must complete appropriate training, including manufacturer's training. 
 3.3.2
Safety education/training for medical and non-medical staff that addresses areas mandated by the Ontario Government, such as the following:
•
-Workplace Hazardous Materials Information System 2015 (WHIMIS 2015)
-Health and Safety Awareness
-Workplace violence and sexual harrassment
-Accessibility for Ontarians with Disabilities
 3.3.2
•
There is a Joint Health and Safety Committee based on the number of workers at the facility?
 3.3.2
•
Orientation for all new staff to ensure adequate training. This must include a review of policy and procedure manuals, modality specific protocols, infection and prevention control practices, and all safety training.  The employee must sign off indicating that they have successfully completed all the above training.
 3.3.2
•
Written performance evaluations for all staff at completion of probationary period, and annually thereafter.
 3.3.2
•
All regulated health professionals meet their regulatory body's continuing professional development (CPD) requirements?
Diagnostic Services
 3.3.3
 3.3.3
NA
NC
C
Are there written policies and procedures for the following?
•
specific protocols for the techniques performed at the facility
•
instructions regarding routine preparation of patients 
•
radiopharmaceutical dose
•
instructions following the procedure
•
Every exam must have the MRT name recorded
 3.3.3
 3.3.3
•
Process for staff to deal with any contraindications to the procedure; this includes notifying the physician/authorized health professional of the contraindication, and obtaining direction to proceed, modify or halt the procedure
 3.3.3
•
MRTs do not give preliminary interpretation
Records and Communication/Reporting & Privacy Principles
NA
NC
C
Are there written policies and procedures for the following?
•
Integrity of reportable results: a written process 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.
 3.3.4
 3.3.4
•
Verbal reports: a written policy and procedure must be in place to ensure verbal reports are communicated to the referring physician/healthcare professional by the nuclear physician or his/her designate.
 3.3.4
 3.3.4
•
Urgent findings: a written policy and procedure be in place to ensure that all positive findings are relayed to the referring physician/healthcare professional by the nuclear physician or his/her designate.
 1.9.1
•
Is there a written policy to restrict access to the patient exam room when a procedure is in progress?
 3.3.4
•
Confidentiality of patients and staff, including a policy for the use of cameras to take pictures and videos are not permitted in the clinical setting unless mutually agreeable to the parties involved.
 3.3.4
•
Patient consent, written or verbal, based on the scope of practice in the facility and in accordance with the Health Care Consent Act.
 3.3.4
•
Maintenance of requisitions, imaging media and interpretation reports (see Appendix I, Independent Health Facilities Act- Ontario Regulation 57/92)
 3.3.4
•
Privacy and release of health record information, including Bill 31 the Personal Health Information Protection Act 2004 (PHIPA).  Information available at www.ipc.on.ca.
Pharmaceutical Safety
 3.3.5
 3.3.5
NA
NC
C
Are there written policies and procedures for the following?
emergency procedures for minor and major spills
•
protocols to be followed in case radiopharmaceuticals are administered incorrectly (e.g, incorrect radiopharmaceutical or over-dosage)
•
acquisition, storage, security, preparation, administration, and disposal of radiopharmaceuticals
•
optimum dosage of radiopharmaceuticals for patients of different ages
•
methods for reducing organ doses in various proceudures
•
precautions to be followed in women of reproductive age
•
radiopharmaceutical substitution may be permitted provided equivalency
•
Radiation safety and radiopharmaceuticals quality control, including:
 3.3.5
Are there written policies and procedures for establishing and maintaining a program to evaluate the technical performance of the instruments used for imaging and radiation monitoring. This includes procedures for testing instruments according to manufacturers' guidelines and any applicable regulations.
Equipment Maintenance
NA
NC
C
Are there written policies and procedures for the following?
•
Routine maintenance, calibration, and evaluation of image quality of all diagnostic equipment. These activities should be performed at minimum on an annual basis. This should include frequency of testing, who is responsible for following up on recommendations, documentation and maintenance of records.
 3.3.6
 3.3.6
Emergency Procedures and Safety Policies
NA
NC
C
Are there written policies and procedures for the following?
•
Specific first aid measures to be followed in an adverse health event, including a description of the arrangements for transferring patients to an acute care facility when required.
 3.3.7
 3.3.7
•
Protocol to be followed to deal with emergencies, e.g. fire, evacuation, disaster, violent/behavioural situation, cardiac arrest, bomb threats, missing patient, hazardous spill, hostage situation.
 3.3.7
 3.3.7
•
At least one staff member with current Basic Life Support (BLS) certification is on site at all times during hours of operation. 
 3.3.7
•
Workplace safety and sexual harassment.
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.
 3.3.9
 
 
 
 3.3.9.1
 
 3.3.9.1
REQUESTING AND REPORTING MECHANISMS
REQUESTING AND REPORTING MECHANISMS
 4.0
 4.2
Requesting Procedures
NA
NC
C
Is the request for nuclear medicine procedures appropriate and specifies:
•
basic demographic information of the patient such as name, health number, date of birth, and sex
•
a concise statement of the reason for the examination
•
the service requested
•
the name of the ordering physician and the names of any other regulated health professionals who are to receive copies of the report
•
other information useful for interpreting or modifying the test procedure
 4.2
 4.2
Is there a mechanism in place for the imaging physician or designation staff member to contact the ordering physician/health care provider or interview the patient to obtain the necessary information prior to conducting the procedure?
NA
NC
C
MRT Documentation
 4.3
 
 4.3
Do the MRTs include their 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 Nuclear Medicine Final Written Report
 4.4
 
 4.4
Are the final reports transmitted to the ordering physician within 2 business days?
 4.4
If the final reports are transmitted by paper, fax, and/or electronically, is there a log (e.g. fax server) in place to confirm delivery to the ordering physician/health care provider?
 4.4
Are copies of the final report  archived by the imaging facility as part of the patient's medical record (paper or electronic) and retrievable for future reference to be used for comparison with subsequent examinations, and enable third party nuclear medicine physicians to confirm the diagnosis?
 4.4
Does the facility 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
Are the imaging media and reports filed using an accepted coding system which allows images and reports to be retrieved by patient identification information? 
 4.4
Are unusual and interesting examinations maintained for educational purposes in accordance with the IHF Regulations?
 4.4
Are previous stored diagnostic images available for the interpreting physician?
 4.4.1
 4.4.1
 
 
Report Attributes
NA
NC
C
Do the reports of the interpretation of imaging procedures include the following:
•
name of patient and another identifier, such as gender, birth date, pertinent  identification number or office identification number
•
the facility or location where the study was conducted
•
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
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, including rationale and any administered substances, 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
 4.2.2.2
 
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
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. 
 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
Is there a mechanism in place for preliminary reports to be communicated verbally, in writing or electronically and the communication documented?  Preliminary communications should be reproduced into a permanent format as soon as practical.
 4.6
 4.6 
NA
NC
C
Retention of Patient Records
Is the facility complying with Ontario Regulation 57/92 s. 11 with respect the retention of patient records?
 4.7
 4.7
C
NC
NA
MOHLTC Independent Health Facilities Program Information and Fact Sheets related to Patient Charges for Records
Are patients able to obtain a copy of their images and reports for their ongoing care/treatment within 3 working days of receiving the request? 
 4.8
 
 4.8
C
NC
NA
Retrieval of Images and Patient Information from another IHF/Institution
Is there 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?
 4.9
 4.9
C
NC
NA
QUALITY MANAGMENT
QUALITY MANAGEMENT
 5.0
Has a Quality Advisory Committee been established as outlined in the IHF Act?
 5.1
 5.1
Quality Management Overview
NA
NC
C
 5.1
Does the Quality Advisory Committee consist of the following members: Quality Advisor, Licensee, Medical Lead, PACS administrator, site-specific health professionals (Physician, MRT) who provide health services (representing each modality) at the IHF?
Does the Quality Advisory Committee meet at least twice a year (or more as needed)? 
 5.1
 5.1
Are there 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
-Staff under supervision
-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 result
•
Staff performance appraisals & training
•
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
•
Policies and procedures (including but not limited to):
-General practice goals
-Expansion/relocation plans
-Staff under supervision
-Staff changes/new staff
Quality Management Program Goals
 5.2
 5.2
NA
NC
C
Do 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
•
•
Services conducted in the facility are safe
•
The facility is to have a system to deal with incomplete or inappropriate  requests for services?
NA
NC
C
Providing Quality Care
 5.3
 
 5.3
Is a nuclear medicine physician available for consultation with the MRT on a case-by-case basis?
 5.3
Are nuclear medicine procedures carried out in a manner in which patient privacy is respected?
Components of a Quality Management Program
 5.4
 5.4
NA
NC
C
Are the Quality Management Program activities documented and maintained on-site?
Has the facility established a Quality Management Program appropriate for its size, volume and types of services provided?
 5.4
Is there evidence to ensure that the Quality Management Program are meeting and the Committee's tasks include but are not limited to: 
 5.4
 
•
Review quality management goals and objectives annually
•
Supervise and document a systematic ongoing review of the facility policy and procedures manual
•
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 Long-Term Care, and Ministry of Labour (e.g. WSIB)
•
•
Review and implement recommendations from the Canadian Nuclear Safety Commission as well as HARP and Preventative Maintenance (PM) reports as it relates to BMD, SPECT CT and PET CT.
•
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
•
The QAC program arranges regular discussions of interesting/challenging cases ascertained at the facility at least annually, and ensures any teaching points are disseminated to the staff
•
The QAC reviews the results from regular surveys of patient, referring physician and staff satisfaction surveys at least annually, and shall document actions to address any suggestions, problems or issues raised
-Enhance the consistency and accuracy of nuclear medicine services to improve quality of care for patients
-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:
-Support ongoing improvements to image interpretation skills through peer to peer learning in a non-punitive environment
Monitoring the Program
 5.5
 5.5
NA
NC
C
Is the Quality Advisor responsible for all aspects of the program including any aspect delegated to any other staff member?
Are minutes of each QAC meeting circulated to all members of the QAC for comment and revision?
 5.5 
Are recommendations from the QA Committee circulated to all staff once they are finalized? Are these recommendations reviewed at a general staff meeting including all health care professionals who provide services in or in connection with the IHF?
 5.5
Do staff members who cannot attend review and sign off on the minutes of that meeting?
 5.5
Are records  maintained at the facility in a form that is clear and easily accessible to a reviewer, and shall include:
 5.5
Minutes of the Quality Advisory Committee
•
All the reviews and surveys noted above and any subsequent commentary/ suggestions/recommendations/follow-up?
•
•
Minutes of General Staff Meetings
VOLUME 2 - CLINICAL PRACTICE PARAMETERS
RADIOPHARMACY BEST PRACTICE STANDARDS
 22.0
Are all records and documentation related to the preparation, compounding, dispensing, repacking, as well as transport and delivery of radiopharmaceuticals made available on site?
Overview
NA
NC
C
 22.1
 22.1
Regulatory Oversight for Radiopharmaceutical Preperation
 22.2
 22.2
NA
NC
C
Does the facility comply with the National Association of Pharmacy Regulatory Authorities (NAPRA) which has developed Model Standards for Pharmacy Compounding of Hazardous Sterile Preparations?
 22.2
Do individuals have the knowledge, training, and expertise, as well as the facilities, including equipment required to compound sterile products.  Furthermore, NAPRA's Model Standards state that individuals who do not meet these requirements must refer patients to a colleague who does have the competencies and facilities required to do so or, where permitted by provincial/territorial legislation, ask another pharmacy to compound the product for them.
 22.2
If the facility is compounding radiopharmaceuticals, does the facility adhere to both NAPRA's Model Standards in order to ensure patient safety and nuclear medicine image quality, including the following:
core requirements for a sterile compounding service
•
product and preparation requirements
•
quality assurance program
•
 22.2
Does the facility comply with relevant requirements set by the Canadian Nuclear Safety Commission?
Core Requirements for a Sterile Compounding Service
  22.3
  22.3
Does the facility comply with the Model Standards for Pharmacy Compounding of Hazardous Sterile Preparations  with regard to Core Requirements for a Sterile Compounding Service including the following: 
personnel
•
policies and procedures
facilities and equipment
general maintenance log
•
•
•
Product and Preparation Requirements
 22.4
 22.4
NA
NC
C
Does the facility comply with compounding radiopharmaceuticals according to the product monograph?
 22.4
Does the facility comply with the Model Standards for Pharmacy Compounding of Hazardous Sterile Preparations with regard to product and preparation requirements including, but not limited to:
compound sterile preparation protocols
•
aseptic compounding of hazardous sterile preparations
•
receipt and storage of hazardous products
•
transport and delivery
•
Safe and Effective Cleaning of the Hot Lab
NA
NC
C
Are working surfaces cleaned daily with a disinfectant?
Are used syringe shields cleaned daily with a disinfectant?
Are absorbent pads (e.g. tripads) removed and discarded after working?
Do fume hoods, laminar flow hoods and biological safety cabinets contain only items necessary for the task completed in them?
Are all exposed surfaces within the hot lab including lead shields and holders, cupboards and equipment cleaned monthly?
Routine Practices for Preventing Contamination In and Outside the Hot Lab
NA
NC
C
Is hand hygiene performed prior to all hot lab functions? (hot lab functions include milking generators, preparing radiopharmaceuticals, performing quality control of radiopharmaceuticals, drawing doses and labelling blood cells)
Is hand hygiene performed after all hot lab functions?
Are gloves immediately removed upon completion of hot lab functions and prior to leaving the hot lab?
Are dedicated lab coats/gowns worn in the hot lab when preparing or dispensing radiopharmaceuticals?
Pharmaceutical Records
NA
NC
C
For Tc99m radiopharmaceuticals, are the kit and generator lot number recorded?
For Tc99m radiopharmaceuticals, are the diluents recorded?
For Tc99m radiopharmaceuticals, are quality control test results for eluates and in-house prepared kits recorded?
For Tc99m radiopharmaceuticals, are the doses dispensed to patients recorded?
For Tc99m radiopharmaceuticals, are the identification of personnel who prepared and tested kits recorded?
Radiopharmaceutical Labelling
NA
NC
C
Are Radiopharmaceuticals labelled with the total volume?
Are Radiopharmaceuticals labelled with the total activity?
Are Radiopharmaceuticals labelled with the assay time, date and expiry?
 22.4
With regard to transport and delivery, does the facility comply with the Government of Canada's Packaging and Transport of Nuclear Substances Regulations, 2015?
Quality Assurance Program
  22.5
  
Does the facility comply with the Model Standards for Pharmacy Compounding of Hazardous Sterile Preparations with regard to a quality assurance program including, but not limited to: 
program content
•
verification of equipment and facilities
quality assurance of personnel involved in aseptic compounding
documentation of quality control activities
•
•
•
quality assurance of hazardous compound sterile preparation
•
NA
NC
C
OBSERVATION OF DISINFECTION
 OBSERVATION OF DISINFECTION
Staff member observed
Item disinfected
Comments
Recommendations
OBSERVATION OF PROCEDURES
Check each observed modality:
BMD - MRT
Nuclear Medicine - MRT
 Nuclear Medicine
MRT Name:
 BMD
MRT Name:
IMAGE REIVIEW
Check each reviewed image modality:
Nuclear Medicine
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: 
BMD
 Nuclear Medicine
 BMD
EXIT INTERVIEW
Comment on any relevent information from the Exit Interview:
FINAL RECOMMENDATIONS - NUCLEAR MEDICINE
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.)
SUMMARY OF RECOMMENDATIONS - CPP SECTION 1 
SUMMARY OF RECOMMENDATIONS - CPP SECTION 2
SUMMARY OF RECOMMENDATIONS - CPP SECTION 3
SUMMARY OF RECOMMENDATIONS - CPP SECTION 4
SUMMARY OF RECOMMENDATIONS - CPP SECTION 5
SUMMARY OF RECOMMENDATIONS - CPP SECTION 22
OBSERVATION OF PROCEDURES RECOMMENDATIONS
(Note: Recommendations are automatically copied from the above report)
SUMMARY OF RECOMMENDATIONS
IMAGE REVIEW RECOMMENDATIONS
(Note: Recommendations are automatically copied from the above report)
Summary of Recommendations
RECOMMENDATIONS - INFECTION CONTROL
(Note: Recommendations should be manually copied from the IPAC Checklist)
CHECKLIST SECTION
 FINAL IPAC CORE RECOMMENDATIONS (listed in the order they are found in the IPAC checklist) 
CHECKLIST SECTION
 FINAL IPAC REPROCESSING RECOMMENDATIONS (listed in the order they are found in the IPAC checklist) 
OBSERVATION OF DISINFECTION RECOMMENDATIONS
(Note: Recommendations are automatically copied from the above report)
Summary of Recommendations
INVENTORY OF PERSONNEL REVIEWED
CPSO Use Only - THIS SECTION WILL BE REMOVED FROM THE REPORT AFTER SUBMISSION
 
Nuclear Medicine Image Review - To be complete by NUCLEAR MEDICINE ASSESSOR
          Instructions 
     A)   List the name of the Nuclear Medicine physician whose charts you have reviewed
B)   Enter the number of each type of chart you are reviewing under each modality  - if none, you can   leave that modality blank
C)   Submit this information with your report so that CPSO staff can record which physicians have had their reports reviewed during the assessment.
Physician
Nuc Med
BMD
INVENTORY OF PERSONNEL REVIEWED
CPSO Use Only - THIS SECTION WILL BE REMOVED FROM THE REPORT AFTER SUBMISSION
 
Nuclear Medicine Image Review - To be complete by NUCLEAR MEDICINE ASSESSOR
          Instructions 
     A)   List the name of the MRT whose charts you have reviewed
B)   Enter the number of each type of chart you are reviewing under each modality  - if none, you can   leave that modality blank
C)   Submit this information with your report so that CPSO staff can record which MRTs have had their images reviewed during the assessment.
 MRT
Nuc Med
BMD
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