



Quality Improvement (QI) Policy
Sample Template

GENERAL INSTRUCTIONS FOR CREATING A QI POLICY:
· Refer to the Sample Documents posted on the IAC website (www.intersocietal.org/helpful-resources/sample-documents-repository), select Cardiac Electrophysiology under Modality dropdown. 
· Policies must be modified so that they are facility-specific. Tracking forms and spreadsheets may be used as is or may be modified. Alternate or additional forms may be created.
· Include sufficient detail so that each element of the IAC Standards & Guidelines for Cardiac Electrophysiology Accreditation (Part C) is addressed.
· Describe your policies with sufficient clarity so that anyone reading the QI policy would be able to implement all aspects of the policy.
· State who is responsible for each aspect of the QI process you describe.
· Outline the specific method for accomplishing each goal/required element.
· Address each testing section specifically in your policy.

Quality Improvement (QI) Policy 

Cardiac Electrophysiology Facility
PURPOSE: To establish guidelines for maintaining high-quality performance and providing high-quality patient care, in compliance with IAC Standards & Guidelines for Cardiac Electrophysiology Accreditation, in all aspects of the cardiac electrophysiology facility. Specifically, our goals are to: 
1) Perform high-quality diagnostic and therapeutic cardiac electrophysiology procedures
2) Prepare complete and accurate cardiac electrophysiology reports
3) Maintain equipment for use at its full capability
4) Continue education to maintain and learn new techniques
5) Ensure continuous compliance with IAC Standards & Guidelines for Cardiac Electrophysiology Accreditation
6) List additional facility established QI goals
POLICIES: To meet these goals, our Quality Improvement (QI) Policy will include:
1) Policy for Test Appropriateness
2) Policy for Technical Quality Review, when appropriate (Left Atrial Appendage Occlusion [LAAO], by Device Only)
3) Policy for Data Management (Device Clinic Only)
4) Policy for Safety and Procedural Outcomes
5) Policy for Interpretive Quality Review

6) Policy for Tracking Report Completeness and Timeliness
7) Policy for Quality Improvement Meetings
8) Record-Keeping Policy
9) Policy for Radiation Safety

10) Policy for Infection Control

11) Policy for Continuing Education, Credential and Licensure Maintenance
12) List additional facility established QI measures (e.g., Patient Care Surveys).
QI Oversight: The Medical Director of this facility provides oversight of the QI program which includes but is not limited to:


1. Review of all documentation of the QI measures, the same cases may be used for the first five measures:  

a) Test Appropriateness 

b) Technical Quality Review, when appropriate Left Atrial Appendage Occlusion [LAAO], by Device Only)
c) Data Management (Device Clinic Only) 

d) Safety and Procedural Outcomes 

e) Interpretive Quality Review 

f) Final Report Completeness and Timeliness

2. Addresses any deficiencies 

POLICY FOR TEST APPROPRIATENESS
Test appropriateness will be measured on a minimum of four cases per Cardiac Electrophysiology accreditation procedure type(s) (Device Implantation, Testing and Ablation, Chronic Lead Extraction, Left Atrial Appendage Occlusion) biannually and categorized as, appropriate, may be appropriate, rarely appropriate. Results are documented, reviewed, and discussed at the QI meetings. 

Include:

· Describe the method by which you will collect data and evaluate the appropriateness of the indications and document results of the evaluations for each Cardiac Electrophysiology (EP) accreditation procedure type (Device, EP Testing, and Ablation). Refer to the pertinent paper listed in the IAC Cardiac Electrophysiology Standards Bibliography for guidelines by which to evaluate test appropriateness.

· Create a procedure by which your facility will measure appropriateness on a minimum of four cases per Cardiac Electrophysiology (EP) accreditation procedure type every six months. Sample documents available on the IAC Cardiac Electrophysiology website. 
· Describe the policy for the Medical Director to address discrepancies among interpreting physicians. 
· Develop and describe a program for educating referring physicians regarding the importance of appropriate indications when ordering cardiac electrophysiology procedures. Sample letter to referring physicians is available on the IAC Cardiac Electrophysiology website. 
POLICY FOR TECHNICAL QUALITY REVIEW (LAAO Only)
A minimum of four random cases per testing section (Left Atrial Appendage Occlusion) will be evaluated biannually and reviewed for image quality, completeness of the study (all views, measurements, and hemodynamic evaluations), and adherence to the protocol. Results will be reviewed/discussed in the QI meetings. The cases selected will represent as many staff members as possible. The Medical Director will address any deficiencies in the quality and completeness of the studies; as well as, adherence to the protocol. If concerns exist regarding a specific imaging or measurement technique(s) additional training will be scheduled. 

Include:

· Describe the method your facility will use to review the technical quality of imaging obtained during cardiovascular catheterization procedures. 
· Outline the schedule and method for choosing a random selection of procedural imaging to represent a minimum of four Cardiovascular Catheterization accreditation procedure types (Adult Diagnostic Catheterization, Percutaneous Coronary Intervention, Valve Interventions, Structural Heart Interventions, Complex Adult Congenital Heart Disease, Pediatric Diagnostic Catheterization, Pediatric Interventions) as listed on your application and/or certificate.
· Describe the policy for the Medical Director/Nurse Manager/Technical Manager to address discrepancies of procedural imaging. 

POLICY FOR DATA MANAGEMENT (Device Clinic Only)

A minimum of four random cases will be evaluated biannually and reviewed for data management, completeness of the cases (to include, but not limited to: electronic documentation of data transmissions, photos, and rhythm evaluations), and adherence to Device Clinic protocol(s). Results will be reviewed/discussed in the QI meetings. The cases selected will represent as many staff members as possible. The Medical Director will address any deficiencies in the quality and completeness of the case studies data; as well as, adherence to the protocol. If concerns exist regarding a specific method of data management additional training will be scheduled. 
Include:

· Describe the method your facility will use to review the management of data for post-procedural onsite and longitudinal remote monitoring of implantable devices. 
· Outline the schedule and method for choosing a random selection of data to represent a minimum of four cases for Device Clinic.
· Describe the policy for the Medical Director and Device Clinic Manager to address discrepancies of procedural imaging.
POLICY FOR SAFETY AND PROCEDURAL OUTCOMES

A minimum of four random cases per testing section (Device Implantation, Testing and Ablation, Chronic Lead Extraction, Left Atrial Appendage Occlusion, Device Clinic) will be evaluated biannually and reviewed for procedural and radiation safety; as well as, procedural complications and outcomes.  Procedural complication rates must be included. Results will be reviewed/discussed in the QI meetings. The cases selected will represent as many staff members as possible. The Medical Director will address any deficiencies in the quality and completeness of the studies; as well as, adherence to the protocol. If concerns exist regarding a specific imaging or measurement technique(s) additional training will be scheduled.

Include:

· Describe the method your facility will evaluate safety and procedural outcomes.
· Staff and patient radiation exposure monitoring.
· Outline the schedule and method for evaluating and examining results of safety measures and procedural outcomes as described in the IAC Cardiac Electrophysiology Standards.
· Describe the policy for reporting adverse safety issues and procedural complications. 

POLICY FOR INTERPRETIVE QUALITY REVIEW
The interpretive quality review will consist of a minimum of four cases per Cardiac Electrophysiology accreditation procedure type (Device Implantation, Testing and Ablation, Chronic Lead Extraction, Left Atrial Appendage Occlusion, Device Clinic) biannually.  Each case must be evaluated for the quality and accuracy of the interpretation based on the acquired images and procedural data. The results are documented, reviewed, and discussed at the QI meeting. As many physicians, as possible will participate in the review. The Medical Director addresses any differences in interpretation to achieve uniform study interpretations.

Include:

· Describe the method your facility will use to review physician interpretation quality of procedures (blinded over-reads are required when the facility lists only one interpreting physician). 
· Outline the schedule and method for choosing a random selection of reports to represent as many Cardiac Electrophysiology (EP) accreditation procedure types (Device, EP Testing and Ablation) and for examining results.
· Describe the policy for the Medical Director to address discrepancies among interpreting physicians. 

POLICY FOR TRACKING REPORT COMPLETENESS AND TIMELINESS 
A minimum of four random reports per testing section (Device Implantation, Testing and Ablation, Chronic Lead Extraction, Left Atrial Appendage Occlusion, Device Clinic) are evaluated biannually and the results documented for report completeness (demographics, summary, required report text comments, etc.) and timeliness of reporting. The time of the completion of the study to initial physician preliminary interpretation to final report are evaluated. The results will be documented, reviewed, and discussed at the QI meeting. The Medical Director addresses any incomplete reports, reports not interpreted and finalized in the required timeframe (as listed below), with the performing/interpreting physician. 

Timeframes:

· inpatient studies are interpreted by a physician within 24 hours of completion of the examination 

· outpatient studies are interpreted by the end of the next business day 

· the interpreting physician will verify and sign the final report within 48 hours after interpretation

Include:

· Describe the method you will use to ensure that reports are completed in a timely manner and that they contain all required reporting components (demographics, procedural data, and text comments). 
· Outline the schedule and method for choosing a random selection of reports to represent as many Cardiac Electrophysiology (EP) accreditation procedure types (Device, EP Testing and Ablation) and for examining results. 

· Describe the policy for the Medical Director to address discrepancies among interpreting physicians. 
POLICY FOR QUALITY IMPROVEMENT MEETINGS

Include:

· Outline the schedule for the bi-annual QI meetings in the facility, the minimum attendance requirements, and the required discussion topics. Include other topics you choose to address.  Require that minutes are kept, including attendance. 

POLICY FOR RECORD-KEEPING 

Include:

· Mandate that written records will be kept for all QI measures and meeting minutes.  

· Describe (in this section or under each section above) how the results of the various QI measures will be utilized to improve the quality of the procedures/reports or otherwise maintain compliance to IAC Standards for Cardiac Electrophysiology Accreditation.    
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