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URMC Portable Chest Imaging Reject Rate The current state process was evaluated and several root causes were identified as
May 2021-June 2022 . | contributing factors to high reject rates. Key drivers included making clear and consistent
Reject metric added to staffing assignments, standardizing RT portable workflows, defining reject reasons,
performace evaluation standardizing and defining key components of quality imaging and sharing of reject rates
(Figure 4).

* A through review of staffing assignments and portable volume provided an opportunity
make meaningful adjustments to workflows to reduce the RT need to rush.

* Reinforced staff understanding of reject reasons, improved proper patient positioning,
removed redundant reject reasons.

* Using feedback from our cardiothoracic radiologists, a comprehensive portable chest
x-ray orientation checklist (Figure 6) was developed to standardize quality assessment
and ensure all RT’s understood the requirements of a diagnostic PCXR.

* All RT’s and trainees were provided with comprehensive review/education on PCXR
image quality including highlighting points on ALARA/radiation dose, common clinical
indications, reject reasons and film critique. A comprehensive guide to portable chest
imaging (figure 5) was developed based on best practices and radiologist feedback.

* A reference table/diagram shared with staff and posted on portable machines for staff
specific to implantable equipment, lines, feeding tube placements. This provided the
RT information that would ensure all necessary anatomy would be included to answer

_ the clinical question.
20/ Shared reject data * Reject rates were analyzed and routinely shared at staff meetings and posted in
with staff common areas.
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By implementing simple interventions, defining quality and sharing reject data, the
average monthly reject rate for PCXR decreased from 11.4% to 8.2% (28% reduction).

A limitation for this project was the inability to accurately measure technologist efficiency
with workflow standardization by measuring the time it took to perform each PCXR exam
due to lack of portable EMR access.

CREASED OXYGERREQUIREVENTS R Radiologist Evaluation Technologist Evaluation As a result of this project and increased engagement with frontline staff, we hypothesize
‘ that there was a Hawthorne effect that contributed to the pre-intervention reject rate
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: 8?&?52&?2&21(1 History ::::l:.:j] E]""g? ree | Through the utilization of performance improvement methodologies, we were able to gain
: gg:t';‘r’]’i‘n’;bg::;;ar‘;fg"::t?:n'tf‘;’ijvpeo?gglcee;ﬂachine a better understanding of multiple factors that caused a higher reject rate. Image quality
- The Final Check 50 rejected portable chest x-ray images were anonymized, evaluated for quality and reject rates are an important metric that will continue to be monitored and shared
* How to Determine Quality and reject reasons based upon indication (Figure 8). 48% of rejected images with staff on a monthly basis. Interventions and education that were developed during the
) \é\;?ee:ti::ﬁ;f?&?:gfiﬁjmes) needed repeating based upon clinical indications, 40% of rejected reasons were course of the project continue to be a beneficial resource to orient new staff to portable
* Reject Reasoning Figure 7 incorrectly selected by the performing RT, demonstrating a knowledge gap and chest imaging. Fall 2022, Imaging will begin exploring technology to better accurately
* Film Critique lack of consensus between radiologists and RTs. record turn around times in order to gain a better understanding of technologist efficiency.
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