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Adequate completion of
Radiology request forms — are
referrers helping us to help

them?
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Why is effective communication so
vital?

Radiology request forms are key communication tools between
the referring physician and the radiologist/technologist.

Several standards described in reporting and communicating
imaging studies.

But there is a relative lack of guidelines describing the
standards expected from a referrer when completing a

radiology request form.

Increasing number of imaging studies performed:

= In 2012, Canadians underwent 1.7 million MRI exams and
4.4 million CT exams. Nearly double the number
performed in 2003 .

There is a challenge to provide the right radiological
examination at the right time.

1 Canadian Insttitute of Health Information Report on Imagi.



Why is effective communication so
vital?

Canadian Association of Radiologists

CAR Standard for
Communication of Diagnostic

Imaging Findings

1 Canadian Insttitute of Health Information Report on Imagi.



Why is effective communication so
vital?

Standards for the
communication of
critical, urgent and
unexpected significant

radiological findings

Second edition

1 Canadian Insttitute of Health Information Report on Imagi.



Why is effective communication so
vital?

AGCR

AMERICAN COLLEGE OF

RADIOLOGY
ACR PRACTICE GUIDELINE FOR COMMUNICATION OF DIAGNOSTIC

IMAGING FINDINGS

1 Canadian Insttitute of Health Information Report on Imagi.



Why assess the adequacy of
Radiology requests?

Most protocoling performed by fellows, ie me.
Interventional Radiology performed by fellows, ie me.

Without the correct information on request forms the right test or
procedure may not be performed at the right time.

Variable quality and quantity of information on a wide range of
request form formats.
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Why assess the adequacy of
Radiology requests?

Priority: Urgent

Trauma

Wine and cheese party gone wrong.




Why assess the adequacy of
Radiology requests?
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HEALYH CARFE

O ST. PAUL'S HOSPITAL
1081 Burrard St., Vancouver, BC V6Z 1Y6
Phone; 604-806-8071 Fax: 604-806-8437

0 MOUNT SAINT JOSEPH HOSPITAL.
3080 Prince Edward Street,
Vancouver, BC V5T 3N4
Phone: 604-877-8323 Fax:604-877-8132

Infection Concerns?
O YES O NO
SPECIFY:

o

Is the Patient Pregnant?
O YES O NO

Previous IV Contrast Reaction?
O YES aNO

Diabetes Mellitus?
DO YES O NO
MUST HAVE CREATININE RESUITS FOR DIABCTICS.

is Patient Taking Metformin?
O YES ONO

Renal Function?

DO NORMAL [0 ABNORMAL
DATE of COLLECTION:

gGFR foreferred):

CREATININE: ES S N SRR




Why assess the adequacy of
Radiology requests?

) o v . MEDICAL IMAGING REQUISITION
ﬁ('mrﬂlejp_‘ health Mlls Memorial Hospital {0astatHealth o E,«/,3’1.‘_ X g T

Procssing anthocss Bnaaries ovrs.

REQUEST FOR CT SERVICES Loy o) or Specly St CUTTUNGIIS e .
PATIENT'S NAMIE: . FAx To: 250-638-4&20 ”W DOS: 1dMNow2013 -~ PLACE MEDICAL IMAGING

. -Age s, -M )
QATH OF B'RTH: DATE REAUEST REGEVED: 3 LABEL HERE
PATIENTS GENDER: F R

H6 g . TR o
s\ NUMEeR: BC

- Phys: o wian

HZM=aAP T

Tok: g Escort Aoq [ Narse ElPorer [ Voluniesr
s MO FO | mode of transport  [] Wheelchair [ Strelcher [ Bed

PHONE H: :
008
2 Oupstient [ npatient [ Emergoncy [ Urgent & Previous Imagea? Locatton: | other 00 Clisolalon ] Porlabie (1Y Pump,
EXAN(s) REQUESTED: Priority

ot | S ;
For INPATIENTS and EMERGENGY pitients, an up-to-dete GFR and Greatini ) T LUMGCAwRAC SPANK Lo — [ Ot

T CT lumbosacral spine f
C7 EXAM REQUESTED: P! Physletan chould consull with Ragjlogiet for Urgenl and Sial cases ( (g 1O St

1 3 2 ancasmane

ZO =

&

ORDERIG PHYSICIAN: - “)Able lo give consenm? fos [JNo If the palienl docs not speak English, an Interpreter MUST aocompany the patiant

"DO-00C

COPIES TO: fPidaveic  Qves PERTINENT HISTORY / MEGICATIONS:
WS TORY, GLINIGAL FINDINGE, TENTATIVE DIAGNOBE (Plosos Afach Goplas of Cansatwised, Fadeiogy Fapors) R O al | O3 TR RF T Bt ot
RT leg sciatic sx. Weakness with dorsifiexion Rt ankle, Lé-5 decreasad sensation to light touch. Arrognam . ClYes e (B Fupn fs0us $4eK Pt E =@ #
Lme
5 74—’,\ WRCS o HASILCCAASAD /’Af‘fm
Height Weight THeew worth

Previous confras] reaciion? 2L fiE){ Oﬂ/@ DR INALYS 1S N4 <7 /(/olli/cj
NEe. PAIN 1S “Sho! Fo SUSSIEE 43-
DiSocrre VT . br.
Pmal:hu&:‘qmuow }7}1{4,\\1 Tet FW‘ ‘.P
Valuo of the . The %, [Coples of report to: 77 }

Vi
meﬁy:nw“ awr Am-m 2 a nurss will Iinto o 1 Teld
ofa -mu-rvm s wﬁf 204 6ven ik RN -n Raraly, # w This section JAUSY be complelod if ragueating CT B

effeats SYNPE O o 1 )i Kaomoy Funcion sbaoena? (] ¥es Mas palienthad Lspine surgery? (] Yes m'(
"" ey dre o | UVES for any of tha 2bovs OR if requessing a CT AbdamenPelsls OR Angiogram: a curent {witn 3 manihs) eGFR ardl Croalinng ero mondslory:

T oyl &
S00rS Contaats of Bis form I neve hind e CPPorAmIG 1o B85 QUAKICHS roprding wen: 54 oser MoV 132413

Groatining: LL2 Oater Noy /3/)’”/%

| This seclion MUST be complaled for all Core Blopsies, Anglograms and Interventional Proceduros

| e Date: * Coes he patent lake anlicoaguianyand.glatalel medicallon? []Yes £JNo
|| PLaTeLETS: Date: i1 yo glansa lisl Meciosyons:

| aGER: Dato:

| Greaivine: Dale.
2 | *Patienls may have 10 Siop taking prior 10 fhedr 11 his Is unsale for your patient please
.{ conaull @ radologist,

o+

SR

RADIOLOGOS’T? NOTES:
{ v
ClCe

r3g00

Z Do yol suftar from athma, hiey ?
#you Lse an inhaler, bave you ). | Technologist:

Daie:

Exemple {VP, Venogmm,
4. D2 you heve o history of alengio rexstins’ ' i AT | No. of Images:

Prese deecrbe: S | Fisar Timeose: iy
3. Hawe you be: e X ' EShIoU!ngund:

8. D’ylr)";gumm"mm“.m - | Tachnalogist commanls on tevarse
7 m;a:n:emmmeermmm ) W O NO\) \@\ e \\HTC(*\___

of age EVCHG02S s 210
¥ YES, i updiatact tiood test for Cremtinite and GFR m ™ Bt
be dore wlihin 3 monihs of this eppointment, o oar " a0 (\l(‘
Crosrins; GFR: = "
Form #22:20040% GFD - Ray. 021Y0px) PACS ID: . %f} '(" P“ 5a By
sonfirmed By
ET Spine Lumbar w/o Contrast




Why assess the adequacy of
Radiology requests?

Q 1S
UNIVERSAL REQUISITION

WAGE (MRI1) CON: . 7 7

raquision dale : * Judy 18, 2013
eppoinwmen: date :

RELEVANT PREVIOUS FiLMS

REKAL FUNCTION AENORMAL?
creatinine :

ALLERGY/ASTHMAMAYFEVER?
| :

PATIENT CONDITION

pregnent: (Jyes + gfno
claustrophobic: (Jyes [ no

SEDATION

gregtipneie

TENTATIVE DIAGNOSIS :
rotator cuff tear

RELEVANT HISTORY:
night paln and
rotator cu’f tear

ESSENTIAL PRE-EXAMINATICN (NFORMATION FOR PATIENT SAFETY: EXPLAN
IF YES. KNOWN IMPLANTED METAL OR DEVICE:

Y HEALTH CEN"
Vancouver, B.C.

Telephone:

ceredral anourysm clip [Te kg oype: [

cardiac pacomakor "~ L

artiicial heart vaive |

neural stimulator

middio oar prosthesie

orbital foreign body

metal worker (at any time)

shrapnol bullet

orthopedic device

rod

O y= @ ne

prascription )
[

swan genx cathetor

venous access device

ather

patiants welght: 54.55 kg patient's hight: 167.48 cm

Dr.

" Pleaso bring your CaroCard, WCB and/or ICBC information *

Patient Information:

Phone Number:

Weight:  71.7kg

TEST REQUESTED:
Bone Scan

DIAGNOSIS:
Pinflammation in cervical spine facet joints?

MEDICATIONS "

Y
(Dector’s Signature)
Doctor’s N@b« h

Sent report to: .

TP —

With coples to: C, Reilkoff

YOUR APPOINTMENT IS ON:

Date:

Time:

All aminstions take appioximately 30 minules.
Preparation requlred for the examination of:

[ aspomiNaL uLTRASOUNG

*  Fatfree dinner the night Lufore
*  Nothing Lo est or Orink after midnight

] GREIG ASSOC. XRAY & ULTRASOUND
604-321-6774
5732 Victoria Dr. at 43" Ave.
Vancouver V5P 3wWé

(] VANCOUVER GENERAL 604-875-4111
899 West 12" Ave., Vancouver V52 1M9

D WOMEN'S HOSPITAL & HEALTH CENTRE
€04-875-2424
4490 Oak St., Vancouver V6H 3v5

[J u.s.c. HOSPITAL 604-822.7121
;2211 West Brock Mall, Vancouver V6T 285

n MT. ST JOSEPH HOSPITAL 604-874-1141
3080 Prince Edward St., Vanceuver V5T 3N4

[J ST PAUL'S HOSPITAL 604-682.2344
1081 Burrard St., Vancouver V6Z 1Y6

[J CHILDREN'S HOSPITAL 604-875-2345
4480 Oak St,, Vancouver V6H 3vd

D 505 - 750 WEST BROADWAY 604.879-4177
Vancouver VSZ 1H4

Oother ____

*  Iifscanisin the afternoon, you may have a light fat frew broakrast {no cream In tea or <offee, no carbonated drinks and no lunch}

[ PeLviS & OBSTETRICS
*  Afull bladder is necessary

*  Two hours before the appointmert tine, empty your bladder

*  One hour before the appointment time, you should take 24 oz, (3 large glassey] of non-carbonated fluid

Please bring this requititiSon with you for the axaminaton




D OUT-PA

NEDICAL (MAGING ABDRIND
ense Take To The Radiclaglcal Cinic Of Ynur Choosing, BC

DW’ Dm (:lwee [JPATIENT (jcmvh
M, OF

mmmhmmmﬁy unrelened

REE RI0GES COMMUNTY HEALTH CENTRE

&k 10
C?Q‘-\h M (‘\(

Pt Name: _
POP:
LMP.

Ather

L

L nia
Confirmed "7&

TO BE COMPLETED BY MERICAL INAGING
PRIORITY[] =t

Urgont
Semi-Urgent
Eective

PREVIOUS
FILMS/REQ: Ovye Cne

IVCONTRAST: [ Yes [ ™o
ORAL CONTRAST:[] ves [J No

OTHER: [
Printed 07 Feb 2014

LA sre ™

M g
Investigutions Footer

201 |
Fage 1 ot 1

107 71 'a34

HAA WASF:2

3 SO ady > AdEaC RO

ViHThots

o . o
s 9 -906- PAX: 001 OF 001
,Il./iﬂ;_: EV\M 7 20!1&1!)!, TOt 604-926-8437 Xt
T BE €O . Surname First Name
D Q % =
Pormgnent address Cry Code
. e miiaa., M.eas |
Book at any site Or indicate specific site(s) Home Phone L Work of Cell Phoe 0 )
" Abbotstord Reglonal O Royat Columblan A AR e R- e e s
Fax # 804-851 Fax # 604-520-4120 Date of Birth (MM/DD/YY Sex
w:‘bycnuul St Pour's . (¢ ! M: Male
& 604-412-6181 Fax 3 604-806-8437 -
Uof:‘ Gato ® Surrey Memorisl l;gw W WCBACBC Claim #
Fax # 604-984-5885 Fax ¥ 604-588.3370
) Peace Arch o 21 usp Clwces Owxec T other:
Fax # 604-542-4087 Fax # 604-622-0702
Richmond General o Goneral
Fox # 604-244-5232 Fax 8 604-8754175 INCOMPLETE REQUESTS WILL BE RETURNED
Appointmont Date: f 4o Nov R 13 O infection concerns? Spocify:
nme: 5 Ay (22 30) (linterprator needed? Language:
\ ™M TIC (MRI) TION
Exam Raquasted: Bilateral knee MRI. Please send us the disc once images are completed.
Allergy/Asthme/Hay Fever? Relevant history / Reason for exam
Speciy: Pain at quads tendon insertion toth knees, 7 panial tear quads vs tendonosis or other
Internal derangement
Relevant Previous Exams? m\ lod knsi
CIMRI DCT [ Nuclear Medicine
[ Angiogram D X-Ray M N
[Junrrasound
Locaticn Oeme:
Bl Ph Fi
Padents oquiring IV e o b8
with Nistory of: " iaslo: b & i
A g s Addiional copies o: & Physician Signaturec 4
2. Mypertension
3. Dlabotes Essential Pre-Examination Information for Patlent . Explain if "YES™,
4. Severe hepatic disease or iver | Cardmc pacemaxer ot defriliglor Q
transplanmt. Asiificial heart valve YES KINO
5.Age >60yrs Ceredral aneurysm clip YES EINO
A recent (in the 1ast 3 months [ Intemal electrodes or wires [IYES KINO
or less) Estimated Glomerular | Nauro stimulator CYES EANO
Filtration Rate {¢GFR) is. Middle ear prosthesis or cochlear implant Y kINO
Metalkc ordital foreign JYES EINO
GFR mak: Oaw: Matalhe orbita foreign body =
Cranining: umoliL Motal workar at any time in life C YES @ANO
Ts the patient o apael and/or bullet YES EINO
Oves Zino Intravasaular coll, stent, or fiter
I8 sedation required? {Venoys access dovice LIVES ¢INO
Oves @no | Broas: tissua expander YES @nO
i Yos. ploase Rx sedation Hmptanted nfusion pump(s) or stmulator(s) LYES GINO
Hoai o -4
Patient weight: 160 b3 amagion od -,:gss ZNo
lover maimend M ocwtes |11 BRI pregna> Ties Vo
Excopton: Ri Hospital Is the patient breast-feeding? YES INO
maximum fimit is 550 Ib. (250 ka)
DEPARTMENT USE ONLY
Prority T[] ; m 20?0000_' Oate’ Time Req Rev'd (OD/MMAYY)
E Sermi Urgent PotentTyos: CJER CI0  (CIOPIOH
D 4 Routine (Non urgent) Q '
Osetes g - IVContrast LIYES NO Priofity:1 2 3 4 § Dia CH,
Orbital X-ray required: [ves [CINO  TECHNOLOGIST COMMENTS Delay. [JOPRsiawd or [Clomoe Retated
Previous Imaging/Report required Oves OnNo o
Technologist




Why assess the adequacy of
Radiology requests?

TTVANCOUYER FAMILY HEALTE CIATRET™S
VARCUUYEK FANILY HEALIN CEXIXE)co 010-1104%/0z00 -

MRI Requisition
Booking Offico Ukse
DrowTime: SENE

No Pavient Demogrophic lobels if faxing

TMPORTANT: Incomplete or lllegible forms will be retumed. Exam will be delayed or cancelled,
[t Racabvast Sep 97, 2013

D ravere. ] O
loo&wlm.rm
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I'rd’l--lm Tohphone-# (Oer)
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e
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,‘2’-.- -

'AYKNVINI'!IAL .

[Rddeems * R et S P

- . pry LIAVAILABLE ON SHORT m'ncsq
DuUrgent (2) DO Emergency (1) oy spei Radicloghst & )
Ow a Lire 01V Problems

)szofvx.._, nA g,é“; \ o) Lg>

O Schaduled (3)
O Ambulatory

Exam Reaquested:
lumbosacral spine mr
Tentative Diagnosis:

Mlnm meﬂlnemn for Exam (Mwmmummmmmmmmm

onsory

Any Prior Contrast t Reactions?
WC‘M m L

. == =
level and G!R d within 30 days for ALL:
« Pationts 80 yaers of age and older « Patients with Hypectangion

* Dabetic Patents « Petients with Severe Hepatic Ditedte or
+ Pationts with Renal ' Uves or

Sorako: ﬁ' y .« 3 . 2013

For Radiology Departmant Use Only

Creatinine 82 pmoti.
EstGFR 61 mUmin

Date 30-0a1-2012, 30:Qcts2012

Copy Rowdts To.

Protocol
Sequence

Narms 7'.”.. ™ FOF Pracsdoras Nusiar .

BHINQ 0 ave- . U ———
LEAVE VOICENALL WITH DATEITINE OF APPOIITHENTY Plazse ladicate when your patient woslkd NOT be avaitable for as appolrtment: ,

Wlﬂmw’

@vee Dwes Fiicac  £3 AATENT £ OTHER

B X-RAY B ULTRASOUND

MEDICAL MAGING REQUISITION
mmcm paom 1 ANGIO

8. %ﬂm/

TDAM REQUESTED RELEVANT
Mo | bt awvas Seby
BT Bpormsie. , Leerriops

Dcr

5 4?4"1

7 QM

V27
z27

a/m/#

19 PATIENT:  Pragnant
Diabetie

2 voa
0 Yoo

On Diaiysie € Yes

| malaton: 8) Stnders Ot

By BN

Au

P PATIENT 18 MAVING IN
Racont 9GFR (<3 mantha):

L

3

Hx of contrast sbergy reacton: (e sy

oaretov / Dewgd

sxingm:

e

. INGOMPLE!‘E REQUESTS WILL BE RETURNED
COMPLETED BY MIDIOAL TMASING

PORTION BELOW TO BE

Protocol

Mremonio(a)

Qrms O repors
Notsss

Qe

Nata Reques| Reowived:

DOV o Owp & Tow flmy)
Time Reéquest Recehved:
i #13 ____j_‘__(m:mou only)

Patiet-Rotaied Deisy(sy: O Yea TINo

CTPriofty (okrcleone) 1 2 3 4
ER or IP or OH

Approvad by: . .
Radiologist Name ! Sigracure
d and Faxed. Each Question Hmhnnsw«e"‘w’

Sun Nov 13 @ 1300 (1320/

Conerue D‘ru CONo

‘Nl‘hm

DJCheck with Radiologist
) Must be C.

/)

Tegchno

). @2 F-tyam

pts ™

1217014 1452 DAK



Methodology

Audit registered locally.

PACS data of CT, MRI and IR (interventional
radiology) procedures performed in a 7 day
period (Monday to Sunday) in November 2013
obtained.

Data downloaded onto work-based PC
workstation in a password-protected Excel file.

Gold standards:
= Local request forms
= Royal College of Radiologists guidance
= Regional IR guidelines (for blood work)

Each scanned form assessed against the standards
expected, paper forms reviewed where scanned
forms were not legible.



201eqn® 70.mpt

DOB: W 56y

Methodology

m Magnetic Resonance Imaging (MRI) Requisition

SPH Master APtive

RADIOLOGY
sex: M - ID: m

Emergency

MC16L {3}

16-Nov-2013 1641

Emergency, Physician

MC191 . General weakness ‘+ nbrm
Phone: {604) 255-2347

Care Level:
CTAS:

Rdait at:
Attending MD:
Visit Reason:

Lab Last Creatinine Levéi: \

CT Spine, 'Lumbar :
Re@irqd ‘Date: it
Reason for:' Exam: .
History: '

N/A

Priority:. Urgent

16-Nov-2013

Pathology (disc/bone/other)

Known L1 £x. Prev imaging show no Sign of cord
compromise. Pt presents with c¢/o bilateral leg
weakness. Moves legs but can't/won't. bear weight.

Ordering MD:
Entered By:
Entered at:

ID: 001FGKDMT
16-Nov-13 2210

JobliD: 108604700

TimsAegedizs (MD) Togmpe
Onisvagadioidan (MD)

16-Nov-2013 2210

Patient ID:

e

0 KA A

Printed from: SPH-ED Adute

End of Report Pige 1

Q\’_f,j?ovidénce

HEALTH CARE

0 ST. PAUL'S HOSPITAL
1081 Burrard St, Vancouver, BC ¥6Z1Y6

Appointments:  €04-806-8548
Filing/Reports: £04-806-8006
Fax: £04-806-8437

| sumAve FIRST NAME

MR MISS

MRS MS —
PERMANENT ADORESS

POSTAL CODE CELL PHONE HOME PHONE

DATEOF BIRTH (MONTH 7 DAY / YEARI l AGE

HEALTHCARE 4 . [MsP wice  kec  OmiER ——

I o o o

| O SCHEDULE AN APPOINTMENT PLEASE FAX OR MAIL COMPLETED REQUISITION TO MRI DEPARTMENT |

Appointment Date:

— T

Infection Concerns?
0 Yes anNo

Specify:

Exam Requested

Is the Patient Pregnant?
O YES ONO

[ X-Ray
Date:
Location:

O ULTRASOUND
Date:

History / R for Exam (Include any M

Location:

[ CTSCAN
Date:

Location: _

] MRI SCAN
Date:

Essential Pre-E ination Inf: i

Location:

Renal Function Abnormal?

0O NORMAL 0O ABNORMAL
eGFR (prefe

FOR PATIENT SAFETY: EXPLAIN IF “YES.”
KNOWN IMPLANTED METAL OR DEVICE:
CeresRaLANEURYSMCLP CINO O YES vvee:
CARDIAC PACEMAKER CONO OYES

or CREATININE:

ARTIFICIAL HEARTVALVE O NO O3 YES Tvee:
NEURO STMAULATOR ONO OVYES

Specify:

T
Allergy / Asthma / Hay Fever?

MDDLEEARPROSTHESS CINO (JYES
ORBITALFOREIGNBODY DI NO CIYES
METAL WORKER (3¢ any time) (] NO  C1 YES

Is the Patient Cl.

0O YES a NO

Is Sedation Required?

O YES O NO

If Yes, Please Prescribe Sedatlon
Patient’s Weight:

BULLET CONO OYES
ORTHOPEDIC DEVICE ONO OYES
HARRINGTON ROD CONO CYES
VASCULARFILTERSTENT (O NO [ YES

VENOUs accessDevice - CONO D YES ——
OTHER CONO CYES

Incomplete Requests will be Returned

MO. PRACNO.

SIGNATURE OF AUTHOR NG PHYSICIAN

PHONE RESULTS: [ NO [ YES  PHONE NUMBER:

PLEASE PN“':A'ME”
____ADDITIONAL COPY OF REPORT T0:

Form No. PHC -~ RA095 (R. Jun-07)




Methodology
| n Interventional Radiolgy (IR) Requisition

rovidence i Patient terventional

HEALTH CARL

& )

o=
mme =00 " Q

O ST. PAUL'S HOSPITAL

ke e (] hi H n a day
0ne: 604-806-8071 Fax: 604-806-
0O MOUNT SAINT JOSEPH HOSPITAL emograp IC
fancrec VT S— - — embe 3
N e, v
Phone: 604-877.8323 Fax: 604.877-8132 = o o o g b r 2 O 1

xcel file
Alle History /
I Renal Clinical
function
| IR blood idance
WOTk e, d work)

Hematology:
HGS: DATE:
e ) LOCATION: ______ — —

Referer details (names,

| contacts, signature, date) ere scanned

ID: _001FGKD

NS e |V AN IR
Form No, PHC-RA130 (R Ape-10)



Computed Tomography (CT) Requisition

Q\‘g?ovi‘{énce

HEALTH CARE

0O ST. PAUL'S HOSPITAL
1081 Burrard St, Vancouver, 8C V6Z 1Y6
Phone: 604-806-8071 Fax: 604-806-8437

0 MOUNT SAINT JOSEPH HOSPITAL
3080 Prince Edward Street,
Vancouver, BC VST 3N4
Phone: 604-877-8323 Fax: 604-877-8132

Methodology

T sumawe
ma wss |

MRS MS |
PEAMANENT ADCRESS

FIRST NAME

Q\:f,j?ovic{énce

HEALTH CARL

POSTAL CODE [CELL PHONE

HEAUTHCARES

SR T— -
DATE OF BIRTH (MONTH / DAY / YEAR)

THOME PHONE | WORK PHONE
| O ST. PAUL'S HOSPITAL

— - - 1081 Burrard St, Vancouver, BC V6Z 1Y6
[ nce Phone: 604-806-8071 Fax: 604-806-8437

O MOUNT SAINT JOSEPH HOSPITAL
3080 Prince Edward Street,
Vancouver, BC VST 3N4
Phone: 604-877-8323 Fax:604-877-8132

[T

=) [s)

Interventional Radiology (IR) Requisition

Patient
demographi

I TO SCHEDULE AN APPOINTMENT PLEASE FAX OR MAIL COMPLETED REQUISITION TO CT DEPARTMENT I

IlO SCHEDULE AN APPOINTMENT PLEASE TUSE REQUISITION TO RADIOLOGY AND PRINT FORM RA101 ]

Infection Concerns?
O Yes ONO
SPECHY:

Exam Requested

Isolation Precautions?

Exam Requested

Is the Patient Pregnant?
0 YES O NO

Previous IV Contrast Reaction?
O YES anNo

Diabetes Mellitus?
O YES anNo
MUST HAVE CREATININE RESULTS FOR DIABETICS

Relevant History - Reason for Scan

Is Patient Taking Metformin?
O YES anNo

Renal Function?

O NORMAL (O ABNORMAL
DATE of COULECTION: _____
:GFR {preteren

CREATININE:

Allergies?
O Yes anNo
SPECIFY: _

SIGNATURE OF AUTHORIZING PHYSICAN

Patient’s Weight?

0O X-Ray oc
DATE:

LOCATION:

ADDITIONAL COPY OF REPORT TO: _

Owith OWithout QOral

O Head O Chest

Appointment Date:

Department Use Only
PRIORITY: 01

0O Abdomen [ Pelvis

- Arrival Time: _

Form No. PHC - RA090 (R. Nov-07)

Pregnan
Cy status
| History /
Clinical

IR blood

Previous E 7

_ e OxRy OCT 0OUS ONM OMRI

Hematology:
HGB:

Referer details (names,
contacts, signature,
RPN ... . o on0m o




Methodology

. D ata f O rm At Clinical audit: Adequate completion of Radiology request forms
Y (yes)/N(no) | Notes(egwhichpart
notlegible?)
least 2() data Patient number for audit data entry

D

]
]
b ° Patient location at time of referral (IP / OP,
1tems per patlent, sdibess /Humbes)? [ ]
o —
M/F
If not legible — which part?
(eg patient demgraphics, clinical details,

referrer details)

Clinical question asked or adequate clinical
history given?

If child-bearing age female, pregnancy status
given?

Renal function given (where IV contrast
needed)

Blood work-up given for IR procedures where
relvant:

INR/APTT

Referrer name given? (if form not completed
by staff)

Referrer contact details given? (if form not
completed by staff)
Staff contact details?




Methodology

Patient nt
Name?
DoB?
Patient lo
OP, addre|

Referrer name given? (if form not
completed by staff)

Referrer contact details given? (if form
not completed by staff)

Staff name?

Staff contact details?

Is the form signed?

Is the form dated?




Methodology

Y (yes) / | Notes (eg
N (no) | which part not
legible?)

--
OP, address [ number)?

Patient age?
Patient sex?

Request typed?
Request hand-written?
If hand-written, is it legible?

(eg patient demgraphics, clinical details,
referrer details)

I
|
L |
If not legible — which part? .



Results — Imaging studies
| performed
m 1274 diagnostic scan and IR requests.
m 859 CT scans
= 290 MRI scans
= 125 IR procedures

m (not available on PACS,
no hardcopy available) and duplicate
requests excluded:

= CT 859 — — 101 = 629
m MR 290 — 38 — 26 = 226 932

= IR 125 — 3 — 21 — 24 Thyroid FNAs = 77 P29



Results — patient
demogr Ophlcs

m Male : Female 560/ :

m Median age 56-years (average 55.8 years,
range 15-101 years)

m Inpatient (IP) : Outpatient (OP) 27% : 73%

m [npatient = Emergency department and ward
patients

OP diagnostic IP diagnostic IR (IP and OP)

Typed




Results — Clinical question /
relevant clinical details not
provided?

m Subjective assessment — Is there a clear clinical question or description
of patient’s symptoms enabling determination of an imaging protocol?

“The difference between the right word and the almost right
word is the difference between lightning and a lightning bug.”

Mark Twain.

m 13 patients referred with either ascites or pleural effusion: 6 of 13
requested either “Paracentesis” or “Thoracocentesis” with no
indication as to whether aspiration or drain insertion was needed.



Results — Clinical question /
relevant clinical details not
provided?

Outpatients Inpatients
21% 14%

46%

n =629 n =226 n = 13 for
centesis?

@ Provided [ Not provided



Infection precautions: [[] None Exam requested:
Contact ) . [ Abgomen [ Pelvic/Bladcer
&
(] Droplet h’\L§ P ,%:irationleiopsy [[] Prostate (TRUS)
(] Airborne [ ereast (MSJ only) [ renal
] Airborne & Contact (] carotid ] Scrotal
] Droplet & Contact (] Chest (] Thyrod/Parathyroid
() Extremity fspecify) (] vascuar (specify)
Allergy/intolerance Status: [ Miscelianeous
[ Obstetricat

Refer {o completed Caution Sheet

(o\,ﬁku-mﬁ%'l S - |
w2 ot - ff)»b\M

Reason for exam:

thud)  esLd .
o»\@«%:\f &’\ﬂ»\/ﬂa%mw.




Results — Clinical question /
relevant clinical details not
provided?

Exam requested:

CT A& feios (8 f207)

S— —— S




Results — legibility of handwritten

Outpatients

n =260
Clinical details 45
Referrer details 9

Clinical details & referrer 11

I'CSPHCStS

Inpatients

16%

n=120
Clinical details 13
Referrer details 4

Clinical details & referrer 2

IR

O Legible Olllegible

n=77
Clinical details 3
Referrer details 5

Clinical details & referrer



requests

Allergy/intolerance Status:
Refer to completed Caution Sheet

Reason for scan:

.
Previous IV contrast reaction: / o >
[ Yes No
Diabetes: Relevant history:
[ Yes dNO
Must have creatinine results for diabetics 7 VR ¥t Pe aM ) Soryecici e
Is patient taking metformin: Bilan = = A asd g~ Ao

(] Yes O No Lx_percreade aneis

Renal function: Relevant previous exams:

(7] Normal Abnormal [J X-Ray Date: __ i

Date of collection: I{I‘D\/ A Location:

eGFR (preferred). __"79 [7] Uitrasound Date: ____ .
*OR% Location:

Creatinine: 21T [JCTScan  Dato: -

Location:
Patient weight:

Results — legibility of handwritten

Authorizing Physician:
N P A

Date of requestl' ,

oy 222,20 15

A\
o 7 AR — e d e, "\)
Prnied name O Signaturé ’//f/' =g L
VA £ 3
College ID Pagerz V e
- Owithin3hours  [JToday [IWithin 24 hours ] Follow-up / )




Results — legibility of handwritten
requests

Allergy/intolerance Status: Reason for scan:
Refer to completed Caution Sheet

Previous IV contrast reaction:
[ Yes No

Diabetes:
] Yes Q(NO
Must have creatinine results for diabetics e  mmi™pe abl Sersedci  ive.

Relevant history:

Is patient taking metformin: Bilam T 2 ~fv, adbd  par 2 | doo-
[ Yes O No s e all

Renal function: Relevant previous exams:

(] Normal Abnorrnal [J X-Ray Date: _

Date of collection: Location:

eGFR (preferred): __ﬂ_____. [ uitrasound Date:

*ORX j Location:
Creatlnine:_&L_.___ [JcTScan  Date:

Location:
Patient weight:

Authgrizing Physician: Date of requess.

5 , IS,
Pnnted name A Signatu

. S ———
College ID Pager# ¥

CIWithin3hours  [JToday [} Within 24 hours ] Follow-up




Results — legibility of handwritten
requests

Exam requested:

Tentative diagnmns ' ‘ 5 ' 0

Reason for exam: {in de j[‘} Med,w,,on/a___
[:3:(&[(20 P = C j
57// , X /La 7—/50/(0%’445— @(ﬁéwrg@m /(

IS rady o chrr=, 2 25,
W/;d/(»\ .: -4
_;ZC)MW (7,/&‘4) %C{W




Results - Renal function

m eGFR/creatinine provided for all relevant IR
p1 Oce%¥&§t‘ients Inpatients

20%

n = 212 patients in whom IV contrast n = 119 patients in whom IV contrast
was indicated (CT and MRI) was indicated (CT and MRI)

@ Provided [ Not provided

m OP renal function tests often performed externally,
hence not always immediately available.



Results — blood work results for
IR procedures

m Excluded — 3 low risk joint injections ™
74 patients)

m INR not given: 29/74 (10%0)
m Platelets not given: 33/74 (“15%)
m Hb not given: 35/74 (1/%)



Results — Allergy and Pregnancy
status

m Allergy status not stated on several forms across outpatients,
inpatients and those undergoing IR procedures.

Outpatients »n = Inpatients n = 226 IRn=77
18% ©

22%

@ Allergy status provided [ Allergy status NOT provided

m Pregnancy status not given in a a small number of patients:
= 9/156 outpatients
m 2/32 inpatients 17/197 (9%) women of
= 6/9 patients undergoing IR procedures [ child-bearing age
(15-50years.)



OP n=629 Referrer name Referrer contact  Staff name Staff contact  Not
not given not given not given not given signed

NON-Staff referrer 13%
(n=60)

Staff referrer
(mr=569)

IP n =226

NON-Staff referrer
(n=201)

Staff referrer - - w 0%
staff (n=25)

IRn=77

Staff referrer - - 0%
(n=47)

A A
(n=30)



OP n=629

No referrer, no staff details & no signature:
4 outpatient imaging request forms

NON-Staff referrer
(n=60)

Staff referrer
(mr=569)

IP n =226 : .
No referrer, no staff details & no signature:

1 inpatient imaging request form
NON-Staff referrer
(n=201)

Staff referrer
staff (n=25)

IRn=77

NON-Staff referrer 63 % 13 %
(mr=30)

Staff referrer A

(m=47)




ovied 1190 No referrer, no staff details & no signature:

NON-Staff referrer 4 outpatient imaging request forms
(r=60)

Staff referrer
(mr=569)

IP n =226 : .
No referrer, no staff details & no signature:
(no referral date

provided 14%) 1 inpatient imaging request form

NON-Ciafreierrer
(n=201)

Staff referrer
staff (n=25)

IR n=

(no referral date
provided 14%)
NON-Staff referrer 63 % 13 %
(n=30)
Staff referrer A
(n=47)



Summary

m Several areas of information lacking across all
request forms for OPs, IPs and IR procedures.
Notably:

m No clear clinical question or history in 14-21% of
diagnostic imaging request forms.

m Fluid aspiration vs drainage is not clarified in 46%.
m 14-25% of hand-written forms are not fully legible.

m 20-22% of forms lack renal function results, and >40%
lack blood results relevant to IR.

m Patients’ allergy status not stated on 18-32% of forms .

m Substantial proportion of forms with no referrer
contact details — particularly from junior colleagues.

m Time wasted in chasing missing information —
front desk staff, technologists, nurses and
radiologists.



Action plan

Formal letter to heads of each service about what is expected on
radiology request forms and educate junior colleagues on a case-by-
case basis at point of referral.

m How to do this with GPs?

Targeted education sessions for junior colleagues at the start of their
trainingy?

Reject the worst requests on a case-by-case basis?
Standardize the wide range of request form formats.

Electronic requesting may reduce inadequate form completion if data
entry fields are mandatory.

m Cost implications.



Audit cycle

Issue: Are radiology Gold standards of

eqsestiomstory . precer e

?
adequately completed? Regional IR guidelines.

/

Partial re-audit of
IR requests.

Assessment of request
forms against gold
standards

Action plan / Implementing Results: Issues with legibility,
change: - adequate clinical data, and

* Write to heads of service of referrers name / contact details.
what is expected and educate

Junior colleagues
« Various longer term

measures.



Audit cycle

Department of Radiology

\\u‘:? rOViC{énCC 1081 Burrard Street

HEALTH CARE Vancouver, BC Canada V6Z 1Y6

How you want to be treated. Tel 604 806 8026 Fax 604 806 8283
Direct: +1 604 992 2703

Jason Clement, MD, FRCPC
Email: jasclement@gmail.com

March 4, 2014

If you have requested a fluoroscopically guided lumbar puncture for one of your
patients we require all of the laboratory forms relating to the LP to be completed prior
to booking an appointment in the Radiology department. As is the case for any
interventional procedure we also require written identification and contact numbers
for both the ordering physician as well as the staff physician responsible for ordering
the exam. We are hopeful that this policy will reduce confusion and incomplete CSF
assessments as well as reduce the incidence of repeat LP exams.

Thank you for your consideration of this policy which will help to advance patient care
in the Radiology department.




Audit cycle
_ Initial audit Re-audit
n=77 n=2388

Patient demographics Always given Always given

Requestypad? R R
Request hand-written? V_‘

If hand-written, is it legible? 14% 5%

If not Ieglble —which part7 Not legible Not legible
referrerdetalls) -
All adequate All adequate

(.l 14 patients

Not givenin
77'/_,




Audit cycle

Yesin all Yes in all
patients

T\

40‘ 0 not given |20% not glven

45% notgiven |15% not given
47% notgiven | 15% not given

[Referrer name given? (if form not given? (if form not 7% not given Always given
--
not completed by staff) ‘

Staffname? | 30% nofgiver—3T% not given |
Staff contact details? [ 6370 NOLgiueRm5a2000t given |

Is the form signed? "Not in 13% Notinglo =~
‘ (non-staff) (non-staff) I

Is the form dated? “SHllotin 14% | Notin 4% 1




Audit cycle

Initial audit Re-audit

Yesin sl Ye" n all

“? n=77 n=88
< d1ology request form s s =

Equately completed: %8283

40% not given 70% not glven
45% notgiven | 15% not given d

IS cdn be d@tl‘lmental 47% nctgiven g% not given 7 |15%n~rc1vt=n

MArclR i e e IV 12 € tomm. 1 0% 7% not given Always given
completed by staff)

If yo| Referrer contact details given? (if form \.23% not given | 9% not give

patie| not completed by staff) . _
w b“ VStalf F ame:? | 3¢50 rot Gjivren~ &0 ot given | 1Y

L Suffcontigdetals? 633 not giuen—tsalinot given
'tﬁgé!_ls tiie1orivi signied? otin 13% Not in 5%

asses ‘ (non staff) (non-staff) ’

Is the form dated?

Than

in the % 4
. - "Not given on Not givenin

Ve

meauu \S4 S




Audit cycle

m Radiology request forms will continue to be
inadequately completed.

m This can be detrimental to patient safety and
departmental work-flow.

m We can reduce the frequency of inadequately
completed request forms.
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