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To integrate radiologist professional peer review into s [ et [t ] Yare peiee [UORE W] ® Professional peer review integrated into radiologist’s
radiologist workflow and achieve a 5% rate of mandatory I - S interpretation workflow.
peer review utilizing RADPEER™ classification. /‘*f * Assigned peer review eliminates potential for
_ selection bias of voluntary peer review process.
PURPOSE e opion ) SmsSen adkSom, o116 O Somiee dow o Smited Socmdacs ® Efficient process of data accumulation with single-

Professional peer review Is accepted as an important
aspect of radiologist professional quality assurance (QA). We
describe a system for integration of a mandatory peer review QA
process into the interpretation workflow. This system incorporates
implementation of the RADPEER™ scoring scale within an
Interpretation workstation for mandatory professional QA data
collection and analysis.

Peer Review Process click process for QA agreement.

® Automatic assignment of studies.

® Process utilizes standard scoring system with
discordant studies further assessed by QA review
pProcess.

® Opportunity for radiologist to voluntarily enter QA
events on non-assigned studies and whenever
discordant study identified.

® Peer Review data stored In secure database distinct
from EMR data.

® Data entry enabled in RadStation which allows

METHODS

A mandatory QA process was implemented to supplement
a Into a radiologist workstation (RadStation, MDACC). During
Interpretation, when the system notes a comparison examination

CONCLUSIONS
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avallable for the selected study, it then designates 5% of studies e e (o efficient review for determination of clinical impact.
for mandatory peer review. The radiologist’'s QA event assesses =
the accuracy of the prior examination based upon the information = fa
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available on subsequent imaging. The assessment event can e e | = . . . .

. . . . = The implementation of peer review data collection
occur at any time during the interpretation process. However, the e e to the interpretation or ‘ovides an efficient
system does not allow finalization of a dictation unless the QA — | = il N Oh 3 Inte F?I elation process pb _ Th
event IS entered (Flgures 3-8) Figureé_liScreen alerts_radiologis_thatperreviewof Figure 5.:Radiologistclickon prior.reportsfolderand the v met O to CO eCt peer reVIeW O ServathnS' e

The recording of the discordance is based upon the ACR e —— e — Implementation of a mandatory QA process was
RADPEER™ scale (2A/B, 3A/B, 4A/B) as well as a text entry e e + Process active for al studies excluding intended to mitigate the potential for a positive or
comments section. “Agree” QA event is recorded as RADPEER e, e s mammography and inerventional negative selection bias In studies selected for QA
a9 ] b = radiology procedures. . . . . . .

1”. All QA events are recorded in a secure database, separate = : * Comparison studies indentified from those reporting. Initial experience with system indicates a
from the electronic medical record, and available for review and = e e roport | FCT LS menins Wi similar recovery of discordant and concordant QA
analysis by the QA committee. Radiologists can submit voluntary == e ‘ EﬁzrJﬁﬁifgvtﬁﬁeiﬁ?e?fnfﬁ%fgci any opinions cases based upon the opinion of the peer
peer review events on any reviewed study. BRI | o s e ; Resident ditated studies excluded review radiologist submission. This seamless, all-

— Sl utreaured.. ® Voluntary events can be entered on any . . .
e available study electronic system of peer review data collection affords
RESULTS Figure 6. If"‘Disa'gree’i opinign indicated, entryform . . . .
e e o the radiologist much greater efficiency than paper-
® Study period: 1/1/2011-10/31/2011 (Fig. 1) ‘ based data collection or a non-integrated process.
®48.789 peer review events were recorded T B iee . =
®66.2% voluntary and 33.8% mandatory = REFERENCE
° : 2 f— 1. Jackson, VP, Cushing T, Abujudeh HH, et.al., RADPEER™ Scoring White Paper, J Am

15,289 (98.2%) of events were In agreement = | |memmmnTE e Coll Radiol 2009;6:21-25.
® 901 (1.8%) of studies were referred for analysis by QA =
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O " "::}::MA ;::M . e Peer Review Required of Comparison Study
Figure 7. With peer review completed, eRequisition v Figure 8. Sy'stem displays interruptive alert if “End Dictation”

screen returns to standard colorization. clicked and peer review event not yet performed.



