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1. Executive Brief

The Ministry of HealthMinistry) has requestedccess to Care, a division@tario Health Cancer Care
Ontario)to form a Provincial Diagnostic Imaging (DI) ExBanel Pane) in order to make recommendations
on addresmgissues affecting current and future delivery of DI services. This first rdpliversimmediate
recommendations and strategies tecoverand improve DI services throughout the CO¥fpandenic,

with subsequent reports looking to address broader issues affectingdlity andaccess.

Various DI technologies are used to support the diagnosis, treatmsergeningand followup of illnesses

and injuries. Timely access to imaging services is crucial for health practitioners to accurately and efficiently
diagnose medical conditions, enabling prompt care decisions and interventions. Prior to theI®0VID
pandemicMRI and CTapacity was unable to meet demand in Ontario resulting in wait times well in excess
of the provincial wait times targetdrigure 1 illustratethe risingDI provincial waitlist over time which has

led to excessive wait times.

Figure 1:MRI & CTWaitlist and Wait Time Trends
Source: Wait Time Information System, Access to Care at Ontario Health
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In order to protect healthcare human resources from the rapid spread of the GO3/Ausand to ensure
sufficient capacity in the hospitals to aeCOVIEL9 patients the Ministry issued Directive #2 on March
19th, 2020.The Directive adviseldospitals to temporarily reduce and postpone the provision of elective
procedures. The result was a large decrease in performed DI cases. Omrghiciipns in efficiencies and
patient throughput necessitated by new cleaning and social distancing requirements further exaddhiste
evolving issuePatient throughput efficienciedeteriorated by50%between March andpril, buthave since
recoveral to 75%of the preCovid ratess of June Given the negative impact of the pandemic on the
provision of DI, the gap between capacity and demand is even greater, resulting in significantly increased
MRI and CT waitlists amiigherwait times. These wadist increases are estimated to have added ~120,000
MRI (8% growth) and 180,000 CT (93% growth) patients to the waitheih compared to the prpandemic
levelsas of July 1, 2020The rapid waitlist growth has and will continue to significantly impacess
particularly for nonurgent patients. Significant changes are needed to avoid a providiciicessrisis.

ThePanel consisting of patienandfamily advisors, radiologists, surgeons, cardiologists, emergency room
physicians, hospitaldministators, technologists, regional leadership, cancer imadgaglership cancer
screenindeadership digital health and multiple branches of thinistry developed and validateti4 key

and implementable recommendations in this initial report to address the extemeditlist and wait times.
Priority objectives outlinedn this report include: mitigatinthe impacts tolost efficiency, improving
appropriateness, leveraging exigj capacityand assessing data opportunities.

ThePanel strongly advisethat provincialimplementation ofstrategies that align with the provided
recommendationsare key to resolvingrowing provincial waitlist and wait times.

Of note, some recommendations in this report are addressduetith serviceproviders, a term that refers
to hospitals and independent health facilities.

A consolidated list ahe 14 recommendationss found below:

R1: The Panel recommends thegalth service providergse the ethical framework outlined in Ontario
I S| fAiMessdared Approach to Planning for Surgeries and Procedures During thelO@dliemito
guide therecoveryof DI servicedluring the COVIR9 Pandemic.

R2: Concerns about COVIB risk should not prevent patients from accessing needed procedures. The
Panel recommends thdtealth service providersollaborate with their regional partners on a
communication strategy to informatients and referring physicians on the measures being taken to prg
a timely, safe examination.

A key consideration fdnealth service providers to ensure alignment with dlllinistry updates and
communications regarding the COVID pandemic.
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R3:The Panel recommends thaealth service providersonsider any block booking strategies that could
improve efficiencies, in alignment with Infection Prevention and Control Canada (IPAC) policies/advig
Block Booking can also reduce the need and timetspleanging coils in MRI. Further examples include
block bookings for all knees, ankles, other extremities.

R4: The Panel recommends thegalth service providershould consider processes that would improve
schedule accuracy and reduce idle time. Thigld include reviewing local schedule and scan time data
accuracy, and the application of schedule optimization technology, where available.

R5: The Panel recommends chief radiologists or their delegates should assess whether their imaging
protocolscan be optimized, and leverage best practices such as rapid protocols to meet their commu
demand and case mix.

R6: The Panel recommends that chief radiologistheir delegates, where possible, should work with thg
teams to consider a review of their previously bookedsculoskeletahnd spine scans with an aim to
reduce scans for low back pain and knee and hip osteoarthwitich are not indicated as best practices
based on evidence, clinical pathways, and Choosing Wisely criteria.

Health Service Providers should develop a communication strateigjoton patients ofthe rationale for
any changes made to previously booked examinations.

R7: The Panel recommendsat regions and health service providers immediately adopt quality and
evidencedbased requisitions and/or appropriateness checklists (examples found in Appendix D) for n
MSK, spine and emergency patients to ensure consistency with evidence and Chdssilyccriteria. To
support implementation, health service providers should implement processes to enable consultation
between primary care physicians and radiologists.

R8: To decrease the overall time spent by patients in DI department®ahel recommends chief
radiologists or their delegates consider whether oral and/or I.V. contrast utilization can be reduced fo
indications where it is of low value.

R9: Wherehealth service providersave available capacity and waitlist growth, the Hareommends they
should receive additional MRI and CT operating hour funding to petfeermaximum volume of quality
based scans during the pandemic.

Planning considerations include current casix and complexity, and the availability of expertise for
interpretation.

R10: The Panel recommeniasalth service providenwith capital equipment constraints collaborate with
regional partners to assess the need to temporarily redistribute outpatients and associated volume fu
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nearbyhealth service provigrs with capacity. Where available, Independent Health Facilities, mobile
scanners and research scanners should also be explored for capacity.

R11: The Panel recommends a provimgiabordinatedDiagnostic Imaging Wait Times communication
strategy be deglopedandimplemented across each of the five Regions. The communication strategy
inform physicians and patients of alternate MRI and CT service locations with corresponding wait tim
within their respective and neighbouring Regions.

R12: Irorder to meet immediate needs the Panel recommends that health service providers, where
possible, modify their pEOVID 19 operating schedules and expand the sepuiasion of outpatient
diagnostic CT and MRI examinatidasneet the current increasedemand. This restructuring will include
expanded operating hours during the week and / or during the weekend. The expansion will also like
require the strategic recruitment of additional MRI and CT technologists, receptionists and radiologist
supportincreased operating hours.

R13: Irhealth service providerahere there is a shortage of radiologists and as a consequence prolong
Report Turnaround Timebgsed orthe provincial benchmarkof 4 days for MRI, 4 days for paatlic CT
and5 days for dult CT), the Panel recommends these locations receive funding to support technology
connectivity for remote coveragey otherhealth service providers

*Benchmarks can be found in the Diagnostic Imaging Efficiency Performance Dashboard

R14: The Panel recommenisalth service providershould assess current technologist workflow in orde
G2 NBFraaAady GlFralta GKFEG O2dzZ R 6S O2YLX SGSR o8
clinical tasks.
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2. Introduction

Background

Diagnostic Imaging (Ddges various technologies to support the diagnosis, treatment and faljpof

illness. Timely access is crucial to help doctors accurately diagnose, treat diseases, and to reduce patient
anxiety. Access to DI services is onthefkey maulates forAccess to Care, a division@fitario Health

(Cancer Care Ontariagn behalf of theMinistry of Health(Ministry).

ATC works in partnershipwith théA Yy A A G NBE G2 AYLINR @GS LI GASyGaqQ O0O0Saa
wait times in Ontario. By providing higfuality information products and services, ATC helps manage
LISNF2NXYIyOS | yR SyadaNBE I 002dzydloAftAdle gAGKAY KSItGfF
time reduction strategies by advising the governmentlo& use of information to improve access to

healthcare and by developing and depilog new information solutions.

Prior to the COVH29 pandemicMRI and C€apacity was unable to meet demand in Ontario and wait times
were increasing Figures2, 3, 4 and Highlight theimpact of the pandemic oadult and paediatrievait

times, dven thenegativeimpact of the pandemic on the provision of DI, tyep betweercapacity and
demandis even greaterThe ongoing commitment to timely access to DI services remains a key paoiity

as a result, it is important that th®linistry and service providers be prepared to addrigssepressures

Figure2: MRI WaitTime Trend
Source: Wait Time Information System, Access to Care at Ontario Health
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Figure3: CT Wait Time Trend
Source: Wait Time Information System, Access to Care at Ontario Health
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Figure4: Provincial paediatric MRI volume reduction has led to siigant increase (55%) in overall wait
times since March 2020

Source: Wait Time Information System, Access to Care at Ontario Health
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Fgure5: Volume of paediatric MRIs with general anaesthesia was reduced by up to 90% during the peak

pandemic period, at the Hospital for Sick Children
Source: Wait Time Information System, Access to Care at Ontario Health
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Purposeof the Diagnostic Imaging Expeftaneland This Report

TheMinistry requestedthat ATCform a ProvinciaDI ExpertPanel(Pane) to make recommendations on
addresingissues affecting current and future deliveryif servicesThe terms of reference for thanel

are included as Appendix A.
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Table 1: DI ExpeRanelDeliverables
COVIB19 pandemic objectivesovered in | Broader objectives to be addressed in near term reports

this immediate report

Develop a capacity plan sign with current and future demand
Identify and disseminatéest practices to improve efficiency
Identify and disseminatepportunities to improve safety

i1  Reduce inappropriate scanning Develop a DI datdrategy

1  Identify need for COVHD9 data Develop performance management strategies for quality improvemen

collection and accestargets
Identify alternative models of service delivery
Identify opportunities to expand from MRI/CT focus to other diagnosti

and therapeuti@areas(interventional radiology, theranostics)

i1 Leverage existing capacity
i1  Mitigate impacts to efficiency
loss

E I

= =9

The purpose of this first report is to help address mhest urgent system priorigs, to provide advice on
strategies to sustain DI services throughout the C@pandemic with a focus on CT and MRhis report
will also build on the previous work of the ATC DI Advisory Comnétemgstanding advisorgroup that is
part of the ATC governance structueg)d Ontario Health (Cancer Care OntarieBxamples includbe ATC
COVIBL9 Tip Sheet and Ontario Health (Cancer Care Ontario) €OV Sheet #11 for Cancer Programs
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that were recently provided to hepitals? Subsequent reports will be provided in the near term to address
broader objectives, and to followp on previous expe®anelreports from 2005and 2008.

TheCOVIBL9 pandemids a rapidly evolving and complegalthcaresituation. Thigeport, whichprovides
practicalrecommendations to help sustain the systasinot intended to replace or supersed#nistry
directives, Public Health Ontario directives, or hospital infecti@vention and control practices. Modified
approaches at théacility level may be required to address varying laaaiditions and circumstances.

Methods Used to Gather Information

ThePanelused a number of methods to inform its deliberaticarsd recommeadations for this immediate
report, including review of relevant literature and documerntest practices, advice, and clinical evidence
provided by experts and patients. A full list of references is provided in the final section of this report.

TheWait Time Information SystefWTIS)wasthe main source of datasedto monitor the impact of the
pandemic on access and efficiencyDdtervicesData from the WTIS was used to model the impact of the
pandemic related to the MRI and CT waitlists. SeEheesults were then used to estimate the additional
operating hours required to return waitlists to pgandemic levelsModel parameters, assumptions and
limitations werevalidated by theATC DAdvisory Committeé.

In June 2020, a survey was sent te 86 Ontaridacilitiesthat have MRI and/or CT scanners, requesting
information on their scanner capacity, ability to perform additional operating hours, and obstacles to
increasing operating levels. 100% of facilities responded to the syregithesurvey questions are
includedasAppendix B.

2 Practical Tips for MRI and CT Recovery (Z&00). Toronto, Ontario: Access to Care (Ontario Health)
Cancer Imaging Considerations for CT and MRI Services during Recovery@BaXR). Toronto, Ontario:

Ontario Health (Cancer Care Ontario)

3Kelkr, A. (2005). MRI and CT Exgeainel(Phase 1 Report). Toronto, Ontario: Cancer Care Ontario

4Keller, A. (2006). MRI and CT Expemel(Phase 2 Report). Toronto, Ontario: Cancer Care Ontario

5Wait Time Information System (2020). ToronBntario: Access to Care at Cancer Care Ontario (Ontario Health).

6 Access to Care (June 202@TC DI Advisory Committee Meeting Materials. Toronto, Ontario, Access to Care at Cancer

Care Ontario (Ontario Health).
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Overview of the Report

This first report of the DI ExpdPanelbeginswith an assessment of the impact of the COYfDpandemic on
access tdlservices.

The data assessment is followeddgparate sectiogfor each of the Mandate #1 deliverablésm the
tyStQa ¢SN¥ya 2F wSTSNByOS

1 Mitigate Impacts to Efficiendpss

1 Reduce inppropriatenessscanning

1 Leverage Existing Capacity

1 Assessieed for COVIHL9 Data Opportunities

The final section presents the consolidated list of recommendatimfsrences and acknowledgements

Of note, some recommendations in this report are addresseduetdth serviceproviders, a term thatrefers
to hospitals and independent health facilities.

Ethical Framework

ThePanelfollows an ethical framework, focusing on providing equitable accessjt@ming patients
according to clinical urgency, using a diseagrostic approach, and using a systems approach to
coordination and sharing of scarce resources and access across the prbyileseraging various hospit@lQ
capacity.

All members put thi institution and personal interests aside in order to provide syskevel advice on how
DI could be sustained during the CO\XtEDpandemic.

All members reviewed the Ontario Health conflict of interest policy, included iPémeQa ¢ SNy a 2 7F
Referenceand no conflicts of interest were identified for the current membeérs.

R1: ThePanelrecommends thathealth service providersisethe ethical frameworkoutlined in Ontario
I S| f AiMe&sared Approach to Planning for Surgeries and Procedures During tMeDEI® Pandemig
to guide therecoveryof DI services during the COVI® Pandemic

7 Ontario Health (2020). Conflict of Imést Policy Toronto, Ontario: Cancer Care Ontario (Ontario Health).

8 Ontario Health. (2020 A Measured Approach to Planning for Surgeries and Procedures During the I30VID
Pandemic. Retrieved fronhttps://www.ontariohealth.ca/sites/ontariohealth/files/2020
06/A%20Measured%20Approach%20t0%20Planning%20f@&686ries%20and%20Procedures%20During%20the%20
COVIBE19%20Pandemic.pdf
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3. Impact of the COVIEL9 Pandemic on Access to DI Services

TheMinistry issued Directive #2 on March", 2020 in order to protect healthcaresourcesandworkers
from the rapid spread of the COVID virus. Hospitals were advised to temporarily reduce and postpone
the provision of elective procedured.he result was karge decrease performedDIcaes(Fgure6 and?).

Figure6: CT Volume Reduction Figure7: MRI Volume Reduction
Source: Wait Time Information System, Access to Care at Ontario Health
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As hospitals reduced elective servicesume for MRI and CT services was reduced by up to 67% during the
peakpandemic period As of July 2020, cancer imaging services are resuming normal volumes but the
majority of DI (norcancer imaging) continues to operate at reduced volume lgtgires3, 9, 10 and 1)

Figure8: CT cancer imaging volume haturned to normal levels as of June 2020
Source: Wait Time Information System, Access to Care at Ontario Health

CT Cancer Staging/Diagnosis Monthly Volume Trend (2020 vs 2019)
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9Williams, D. (2020). COVID Directive #2 for Healthcare Providers. Toronto, Ontario: Ministry of Health
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Figure9: CT norcancer imaging volume remains slightly below normal levels as of July 2020
Source: Wait Time Information Systeiiccess to Care at Ontario Health
CT Non-Cancer Monthly Volume Trend (2020 vs 2019)
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Figure10: MRI cancer imaging volumes have returned to normal levels as of June 2020
Source: Wait Time Information System, Access to Care at Ontario Health

MRI Cancer Staging/Diagnosis Monthly Volume Trend (2020 vs 2019)
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Figurell: MRI norcancer imaging volumes remain wedelow normal levels as of July 2020
Source: Wait Time Information System, Access to Care at Ontario Health

MRI Non-Cancer Monthly Volume Trend (2020 vs 2019)
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Asthe performed volume of MRI and CT services decreased, thdistaifor services are estimated to have
grown up to58% and93% respectively, Mareiluly 202qFigurel2 and 13).1°

Figurel2
Source: Wait Time Information System, Access to Care at Ontario Health
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Source: Wait Time Information System, Access to Care at Ontario Health
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The waitlist is disproportionallgkewed toward$riority Level 4 (nonirgent) patientsfor whichhealth
service providers d&we historically struggled to meet thprovincialaccess targetsWait times for thiscohort
of patientswere deteriorating prior to the pandemic as facilities prioritizethergencypatients, inpatients,
and cancer patients. Theomntinues to bea growing gap between the neurgent demand and noargent
provincial capacity which will be further compounded by the C&i\dpanamic.

In addition to the extended patient waitlist and subsequent rising wait times, there is an incrieastof
workplacestres$!. Radiologists reported a very high burnout rate prior to the pandemic, and the increased

10 Access to Care (June 2020). ATC DI Advisory Committee Metsentation Toronto, Ontario, Access to Care at
Cancer Care Ontario (Ontario Health).
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stressor may lead to acuteanmatic stress disorder, and ultimately post traumatic stress syndtbme
LYRAGARdzZEE YR K2aLAGFE FRYAYAAUNI GAGS a0GNIGS3IASa
mental health during the pandemic.

4. Mitigate Impacts toEfficiency

The dficiencyof DI gperations has beereducedsince the beginning of the COVID pandemic.In
particular, the number of patients thdtealth service providerare able to scangr operating hour has
decreasedTable?).

Table2
Ontario Outpatients Per Operating Hour | June Jan Feb March | April May June
2019 2020 2020 2020 2020 2020 2020
MRI Patients per Operating Hour (OP) | 1.5 1.6 1.6 1.2 0.7 0.9 1.2
CT Patients per Operating HA@P) 2.8 29 29 2.2 1.4 1.8 2.3

*Operating Hours are seteported by facilities

A lower rate of patients per operating hour means tBdtdepartmentsare unable to scan the same volume
of patients in same amount of time now compared tojm@ndemic. For example, 1.6 MRI patients per
operating hour would have allowed arh®ur shift to perform almost 400 scans in Janu2020(1.6 patients
per hour X &our shift X 30 days)Iin June020(post pandemic peak)l.2 MRI patients per operating hour
meansthe same shift only would have performed about 300 sqar patients per hour X 8 hour shift X 30
days)

WTIS dta shows mall changes in efficienciésve significant impacts on total performed provincial
volumes Someémmediatestrategies are available to suppdrealth service providens mitigating this
trend, includingpatient communications adjustments to scheduling, and rapid protocol adoption.

Patient Communications

Patients have conflicting fears of delayed imaging procedures and of contracting-C®MIEINg imaging
appointments.These fears may lead to ambility to schedule patients, and amcreased rate of patient ro
shows. As a resu] unplanned scanner idle time has increased during the pandemic, which is detrimental to

HRestauri, N. & Sheridan, A. (2020). Burnout and Posttraumatic Stress Disorder in the Coronavirus Disease
2019 (COVIR9) Pandemic: Intersection, Impact and Interventiodsurnal of the American College of
Radiology 17(7), 921926.
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efficient scheduling and throughputhere is an opportunity to reduce this effect through improved
communications regarding the safe, effective navigation of thdthesystem

R2: Concerns about COVAI® riskshould not prevent patients from accessing needed procedurgége
Panelrecommendsthat health service providergollaboratewith their regional partners ona
communication strategyto inform patients and referring physiciansn the measures being taken to
provide a timely, safe examination

A key consideration fohealth service providerss to ensure alignment withall Ministry updates and
communications regarding the COAI® pandemic.

Block Booking

Changing of coils between patients can add additional time which leads to decreased patient throughput.

R3: ThePanelrecommends thathealth service provides considerany block bookng strategiesthat could
improve efficiencies, m alignment withInfection Prevention and Control Canada (IPAX)icies/advice
Block Bookingcan also reduce the need and time spetctianging coils in MRI. Further examples include
block bookings for all knees, ankles, other extremities

Scheduling Accuracy

Health service provideieedback and data from the WTIS indicate that scheduling inaccuracy significantly
impacts capacityScheduling inaccuracy results when the estimated scan time is different than the actual
scan time, leading talle scanner time. This idle time represents lost capacity that could be used to scan
other patients.In the context of COVID19, idle time results in reduced hospital capacity to manage the
growing waitlist for MRI and CT servic&ghile schedule optimizeon may be possibléor somehealth

service provides, a longer term strategy is needed, and the next phadeawfeldeliberationswill consider

the requirements fola panprovincial planincluding components related to supportive technology and
expertie.

R4: ThePanelrecommends thathealth service providershould consideprocesses that would improve
scheduleaccuracy and reduce idle timeThis could include reviewing local schedule and scan time data for
accuracy, and the application of schedule optimization technology, where available.
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Protocol Efficiencies

Prior to COVIE19, ATC engagedukalth service providern® assess opportunitefor schedule optimizatiott.
MRI imaging parameters for similar indications differ ambeglth service providerdue to local protocol
preferences and historic practices. Some current protocols may be unnecessariotisieming,
contributing to lowerefficiencies.

As an example, among 11 Ontahiealth service providerddSP} MRI knee scan protocols had a slice
thickness, which affects scan duration, ranging from 0.9 to 4mm. &hitiis that knee scans for one HSP
cumulatively take many hours maper morth compared to anotheHSP The results of this engagement
are availablén Appendix C.

Adoptingmore efficientprotocols has been shown to increase capati#s an example, the Toronto Central
LHIN/Region partnered with the Joibepartment of Medical Imaging in Toronto to roll out rapid protocols

over multiple hospitals. The redlut required hospitals to assess their current protocols and clinical referral
indications, with an aim to reduce image acquisition time through newdrpmtocols that maintained

image quality. Initial results showed a significant savings in operating hours that could be used to scan more
patients.

The types of rapid protocols developed, as well as possible time savings, wiindaeglth service preiders
based on community needs and case niikere are immediate benefits that could be realized through local
assessment of protocols, but the next phasdé*aheldeliberations will alseeviewthe need for pan

provincial standardization and sharingpybtocol information. The utility of rapid protocols requires
sufficient clinical informatiopawell defined clinical questigrvalidation in a series of well defined clinical
disorders and aloption/acceptance by clinicians and radiologists

R5: ThePanelrecommendschief radiologistsor their delegatesshould asseswhether theirimaging
protocols can be optimizedand leverage best practices such espid protocolsto meet their community
demand and case mix.

Technology Replacement

Varying levels of scanner technology (agfeength software, hardware, addn components) impacts
scanning times. Similar scans on different equipment can have dramatically different scarQidess.
scanners and equipment are more prone to breakdowsuitng in unplanned downtime and loss of

12 Access to Care (2019chedule Optimization Presentation to Ministry of Health. Toronto, Ontario: Ontario Health.
Institution engagement covered Thunder Bay, Stratford, Bluewater, WookisSt. Joseph Healthcare London, St.
aAOKIFIStQa 12aLAdGIEE ¢CAYYAYa 9 S5AAGNRAOGT 2AYyRA2NI hdzStfSihS

13 Joint Department of Medical Imaging (2018). MRI P4 StrategyR&fiRl Protocols Development. Toronto, Ontario.
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operational hoursin the absence of equipment updates, operating hours are lost that could be used to scan
more patients. This issue has immediate implications, but requires time and planning to address.
Technobgy replacement will be assessed in the naxase of DI ExpeRaneldeliberations (Mandate #2)

5. Diagnostic Imaging Overuse

Previous experPanelreports from theMinistry and CC@Dntario Health)vere released between 2005 and
2010 and provided recomemdations to improve access to MRI and CT services in a timegvatehce
basedmanner*

A survey of available clinical and research literature indicatesnmedically necessary MRI scans comprise
20%c 40% of the most common MRI scans such as kndduanbarspine®® In the context of COVHDO,
overuse of technology contributes to a growing backlog of requisitions, and delays the recovery of the
system following the pandemi@veruse of DI is defined as the application of DI services when the rasilts
unlikely toinform treatment decisionsand are potential contributors to increased utilization.

Available data showdere is wide variability among hospitals in the proportion of MRI knee requisitions
received for patients aged 60 year or mpvehere the yield (or contribution to patient management) of the
imaging is often limited

Figureld: MRI Knee Requisitions for Patients Aged 60 Years or More
Source: Wait Time Information System, Access to Care at Ontario Health
% Hospital Knee MRI requisitions received for patients > 60 years old (October
2017-January 2018)
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4 Panel, M. a(2010). Improving Timely Access to Quality MRI. Toronto: Cancer Care Ontario.
15Schultz, S. &. (2015). Has the Interprofessional Spine Assessment Education Clinic (ISAEC) had an impact on
physician test ordering for low back pain? Toronto: Institute fori€Zl Evaluative Sciences.
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Instances oMRI and CTitilization should bédased on comprehensive documetita of clinical indication
andor evidencebased best practice alignmenfhere is currently no established standardized method to
determine the proportion of demand for servic#sat is medcally necessaryl he inability tamonitor the use

of services impedesthidlA Y A A INE Q& | 6AfAGE (2 ARSYGATE 7FdzidzNB
costs to the systen’f In particular MSK and Spine requisitions have been identifiethieyCanaéhn

Association of Radiologists afithoosing Wisely as areas of potential concerrof@ruse of MRI

technology!”'® Overuse of MRI for nehigh risk breast cancer patients has also been cited as a concern by
the Ontario Health Technologyssessment Councéh.

R6: ThePanelrecommends thatchief radiologists ottheir delegates where possibleshouldwork with

their teams toconsidera review of their previously booked MSK and spine scans with an aim to reduce
scans for low back pairand knee and hip osteoarthritiswhich are not indicated as best practices based
on evidence clinical pathwaysand Choosing Wisely criteria.

Health Service Providers should develop a communication stratagjoton patientsof the rationale forany
changeghat are made to previously booked examinations.

R7: ThePanelrecommends that regionsnd health service providersmmediately adopt quality and
evidencedbased requisitions and/or appropriateness checklists (examples found in AppeBilifor new
MSK, spine and emergency patients to ensure consistency witldlence andChoosing Wisely criteriaTo
support implementation, health service providers should implement processes to enable consultations
between primary care physicians and radagjists.

Reassessing the Need f@ral and 1.V Contrast

The use of contrast with CT imaging is vselbported for many indications. However, contrast ever
utilization has the potential to reduce patient throughp@linical guidelines are available to identify

T dzy

16 Access to Care (2018). MRI Appropriateness Discussion Paper. Toronto, Ontario: Access to Care at Ontario

Health.

17 CAR Imaging Referral Guidelines. (2012). Retrieved from Canadian Association of Radiologists:
https://car.ca/wp-content/uploads/Musculoskeletadystem. pdf

18 Choosing Wisely Criteria. (2020). Retried fitattps://choosingwiselycanada.org/

19 Health Quality Ontario. Magnetic resonance imaging as an adjunct to mammography for breast cancer
screening in women at less than high risk for breast cancer: a health technology assessment. Ont Health
Technol Assess Sénternet]. 2016 November;16(20)30. Available from:

http://lwww.hgontario.ca/evidenceto-improve-care/journatontario-health-technologyassessmenseries
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situations where contrast adds little value. In some instanitéspossible to avoid using contrast and still
achieve the required image82!

As an example, multiple publications argue against the useabicontrast in evaluating acute ndraumatic
abdominal paitf> A number of hospitaleave implemented or are in the process of shifting to avoid CT
imaging with oral contrast except where clinically indicated

R8: To decrease the overall timspent by patients in DI departmentshe Panelrecommendschief
radiologists or their delegatesonsiderwhether oral and/or 1.V.contrast utilization can be reduced for
indications whereit is of low value.

6. Leverage Existing Capacity

Operating Hours

Based on current data, thBanelestimates239,120additional MRI and CT operating hours are required to
return waitlists to prepandemic levelss of July {See Tabl8). For MRI, this represents an approximate
24% increase in operating hours comparegte-pandemic levels. Similarly, for CT, this represents an
approximatel8% increase in operating houtsThetables below provide higlevel assessments of the
waitlist impact for each region, but tHeéanelrecognizes further consideration is neededdentify
complexities within local and regional waitlists, including but not limited to paediatrics, cardiology and
neurology. The next phase Baneldeliberations will review the need to identify resource requirements
specifically for these groups.

Tabk 3. Operating Hours Required to Return the MRI and CT Waitlists tcFRardemic Levels

Diagnostic March 1 Estimated Estimated % |Additional ScanneAdditional IAdditional Monthly
Imaging 2020 Waitlist Waitlist Hours Needed to [Monthly Hours |Hours Potentially
Modality Waitlist Growth by 1 |Growth ReturnWaitlist on [Needed (goal = JAvailable for

July 2020 March 1, 2020  |months) Outpatients
MRI 207,270 119,476 58% 136,524 11,377 17,615
CT 195,396 182,428 93% 102,596 8,550 30,077
Total 402,666 301,904 239,120 19,927 47,692

20 America College of Radiology. (2019). ACR Appropriateness Criteria. Retrieved from Am#eigaroCo
Radiology: https://acsearch.acr.org/list

21 Learning Community for Improvement in Radiology (2020). Retrieved from
https://docs.google.com/presentation/d/1b9liJngJfKhL2JF1ayN8u3mRVp2xMYYl/edit#slide=id.p1

22 Joint Department of Medical Imaging (2020). Retrieved from
https://docs.google.com/presentation/d/1ui2Wexg1CtgrONc68ASDkDMrByMr5x_1/present?ueb=true&slide
=id.p7

23 Access to Care (2020)aitlist Impact Assessment Presentation. Toronto, Ontario: Cancer Care Ontario (Ontario
Health).
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Additional MRI Operating Hours Needdd Return to March 2020 Waitlisthy Region
Based on selfeported information from facilities

/Additional
Estimated Waitlis Patients Per |Additional Scanner Additional Monthly
Region March 1, 2020 Growth by Julv 1 Estimated % |Operating Operating Hours Neede{Monthly HoursHours
9 \Waitlist 5020 Y U S\waitlist Growth |Hour (May [to Return Waitlist on Needed (goal fPotentially
2020) March 1, 2020 12 months)  |Available for
Outpatients*
West 56,261 34,761 62% 0.83 41,881 3,490.1 3,842
Central 55,261 32,855 59% 0.92 35,712 2,976.0 3,099
Toronto 52,434 15,147 29% 0.75 20,196 1,683.0 5,179
East 33,491 28,588 85% 0.91 31,415 2,618.0 4,627
North 9,823 8,125 83% 1.11 7,320 610.0 868
Total 207,270 119,476 136,524 11,377 17,615
*Validated by Hospitals
Additional CTOperating Hours Needetb Return to March 2020 Waitlistpy Region
Based on selfeported information from facilities
. . . Additiond
. — Patients Per |Additional Scanner Additional d
Region March 1, 2020 éfgvn;it%d \‘/]\{J?Ithls Estimated % |Operating Operating Hours Neede(Monthly Hours '\Pﬂgtr::tlé Ill-lour\
9 Waitlist 5020 y uly ‘Waitlist Growth [Hour (May  to Return Waitlist on Needed (goal 1 Available>;or
2020) March 1, 2020 12 months) .
Outpatients*
West 45,211 52,560 116% 1.66 31,663 2,639 5,793
Central 32,673 45,751 140% 1.82 25,138 2,095 6,606
Toronto 64,178 28,381 44% 1.96 14,480 1,207 8,313
East 42,510 43,735 103% 1.8 24,297 2,025 6,475
North 10,824 12,001 111% 1.71 7,018 585 2,890
Total 195,396 182,428 102,596 8,550 30,077

*Validated by Hospitals

RO: Wherehealth service providerhiave availablecapacity and waitlist growth, thePanelrecommends
they shouldreceive additionalMRI and CT operating hour fundirig perform the maximum volume of
quality-basedscansduring the pandemic

Planning considerations include current cag@x and complexity, and the availability of expertise for
interpretation.
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Addressirg Funding Methodology

The current MRI/CT funding methodology is over 10 years old and is applied uniformly among hospitals
regardless of case complexity, geographic catchment area, technology and patient population. The Office of
the Auditor General hadr@ady identified a need to review of the funding methodology for MRI and CT
services? To attempt to meet demand, many hospitals seifid additional operating hours beyond those
suppliedby Ministry funding. In the context of COVID, recovery of theystem will span multiple years and
require a sustainable funding frameworkunding methodology will be assessed in the next phase of DI
ExpertPaneldeliberations(Mandate #2).

MRI and CT Scanners

There are 85 Diagnostic Imaging (MRI and/ori@&)th service provideracross Ontari$y. Based on data
from the WTIS and direct engagement of all MRI andit&$in Ontario, the majority ohealth service
providerswere not operating their scanners 24irs per day prior to the pandemidhis means most
locations could increase their operating hours given sufficient human resources, personal protective
equipment, and funding.

Sixteerhealth service providersiowever have capital equipment constraintegarding MRI and CT

services. Pproximately 15% of scanners are scheduled for patients 18+ average hours per day, which does
not include urgent scanning performed outside of scheduled hours. These facilities will be unable to
significantly increase opetiag hours, particularly for CT operations where up to half of scanner capacity is
reserved for unscheduled emergency patients.

Timely reduction of the waitlist growth which accumulated during the first wave of GO8/8annot be
accomplished within thewrent model of care delivery.

R10: ThePanelrecommendshealth service providersvith capital equipment constraintollaboratewith
regionalpartnersto assess the need to temporarily redistribute outpatiengsd associated volumdunds
to nearbyhealth service providerswith capacity. Where available, Independent Health Facilities, mobile
scanners and research scanners should also be explored for cap@city

R11: ThePanelrecommends a provinci§y-coordinatedDiagnostic Imaging Wait Times communication
strategy be developed@dndimplemented across each of the five Regions. The communication strategy will

24 Office of theAuditor General of Ontario (2018)Annual Report to the Legislative Assembly of OntaZancer
Treatment Services. Retrieved frdittp://www.auditor.on.ca/en/content/annualreports/arbyyear/ar2018.html
25 Access to Care (2019). Inventory of MRI and CT Scanners in Ontario. Toronto, Ontario: Ontario Health.
26| isting of Independent Health Facilities (2020). Toronto, Ontario: Ministry of Health. Retrieved from:
http://www.health.gov.on.ca/en/public/programs/ihf/facilities.aspx
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inform physicians and patients of alternate MRI and CT service locations with corresponding wait times
within their respective and neighbouring Regions.

Health Human Resources

Despite available capacity on existing scanners and potential favithistry to fund additional operating
hours, the health human resources required to operationalize this capacity may not be available. To
accomplish the significant proposed increase in operating hours, facilities will need to establish additional
shifts d technologists and receptionists and ensure sufficient radiologist capacity for protocoling and
interpretation of reports. There is a long standing shortage of health human resources (CT, MRI, and US
medical radiation technologists) and, in some regioaguipment (CT, MRI) in Ontario. This requires a
longer term strategy to meet the needs of the Ontario populatiodealth human resources planning for DI
will bereviewedin the next phase of DI Expdtaineldeliberations including a focus on training éeges to
match intake to needéVlandate #2).

R12: In order to meet immediate needs the Panel recommends that health service providers, where
possible, modify their preCOVID 19 operating schedules and expand the serpic@ision of outpatient
diagnosticCT and MRI examinatiorte meet the current increased demand. This restructuring will include
expanded operating hours during the week and / or during the weekend. The expansion will also likely
require the strategic recruitment of additional MRI and Cdchnologists, receptionists and radiologists to
support increased operating hours.

R13: Inhealth service providersvhere there is a shortage of radiologists and as a consequence prolonged
Report Turnaround Times (based on the provincial benchmark* of 4 days for MRI, 4 daypséatiatricCT
and 5 days for adult CT), the Panel recommends these locations receive fubdisigpport technology and
connectivity for remote coverage.

*Benchmarks can be found in the Diagnostic Imaging Efficiency Performance Dashboard

R14: ThePanelrecommendshealth service providershould assess current technologist workflow in order
torel 3aa4A3y GFrala GKFEG O2dAd R 6S O02YLX SGSR o6& FfaGSNYL QS
clinical tasks.

7. ldentify Need for COVIR19 Data Collection

TheWTISwvas designed and remains effective to monitor and report on wait times and efficiencies, using
broad reporting categories for MRI and CT servitesMinistry relies heavily on SdReporting Initiative

(SRI) and WTIS data when making resource allocd#¢ioisions. Hence it remains imperative that all
institutions report data (wait times, and DI efficiency) into the WTIS and SRI (actual hours performed) as
accurately as possible.
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However, sufficient data is not available to monitor and improve eviddrased, standardized care for DI
servicesMore granular data, such as boguart specific (knee and lumbapine) reportingand, where
feasible, imaging intent (e.qg., diagnosis, folop), is heeded in order to assess compliance with Choosing
Wisely Critem, improve appropriateness, and optimize system cap&éifyThe next phase of DI Expert
Paneldeliberations(Mandate #2) wilassess and explore all currently available data to support system
improvement, including billing and administrative data, wathaim to provide advice on a provincial data
strategy to enable the required level of reporting.

27 petruik, C., & Drobot, A. (2015). The eReferral Evaluation Final Report. Retrieved from
www.albertanetcare.ca/documnts/eReferralEvaluatiorFinatReport. pdf

28 Macgregor, D., Parker, S., Macmillan, S., Blais, I., Wong, E., Robertson, C.;BaBriteC. (2009). Innovation in
Managing the Referral Process at a Canadian Pediatric Hospital. Healthcare Quarterly,22243Retrieved from
HealthCare Quarterly
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8. Consolidated List of Recommendations

R1: The Panel recommends tlegalth service provideruse the ethical framework outlined in Ontario
I S| fAiMesseared Approach to Planning for Surgeries and Procedures During thelO@dliemito
guide therecoveryof DI services during the COVID Pandemic.

R2: Concerns about COVIB risk should not prevent patients from accessing needed procedures. The
Panel recommends thdtealth service providercollaborate with their regional partners on a
communication strategy to inform patients and referring physisian the measures being taken to provi
a timely, safe examination.

A key consideration fdnealth service provideis to ensure alignment with dlllinistry updates and
communications regarding the COVID pandemic.

R3: The Panel recommends thegalth service providerconsider any block booking strategies that could
improve efficiencies, in alignment with Infection Prevention and Control Canada (IPAC) policies/advig
Block Booking can also reduce the need and time spent changing coils in MRér Exaimples include
block bookings for all knees, ankles, other extremities.

R4: The Panel recommends thegalth service providarshould consider processes that would improve
schedule accuracy and reduce idle time. This could include reviewingdbedlge and scan time data fot
accuracy, and the application of schedule optimization technology, where available.

R5: The Panel recommends chief radiologists or their delegates should assess whether their imaging
protocols can be optimized, and leverdgest practices such as rapid protocols to meet their community
demand and case mix.

R6: The Panel recommends that chief radiologistheir delegates, where possible, should work with thg
teams to consider a review of their previously booked MSKsaimte scans with an aim to reduce scans f
low back pain and knee and hip osteoarthritidich are not indicated as best practices based on evidern
clinical pathways, and Choosing Wisely criteria.

Health Service Providers should develop a communicati@iegy toinform patientsof the rationale for
any changes that are made to previously booked examinations.

R7: The Panel recommends that regions and health service providers immediately adopt quality and
evidencedbased requisitions and/or appropriateness checklists (examples found in Appendix D) for n
MSK, spine and emergency patients to ensure consisteritbyewidence and Choosing Wisely criteria. T
support implementation, health service providers should implement processes to enable consultation
between primary care physicians and radiologists.
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R8: To decrease the overall time spenfdagients in DI departments, the Panel recommends chief
radiologists or their delegates consider whether oral and/or I.V. contrast utilization can be reduced fo
indications where it is of low value.

R9: Wherehealth service providerhave available capagiand waitlist growth, the Panel recommends thg
should receive additional MRI and CT operating hour funding to petfeermaximum volume of quality
basedscans during the pandemic.

Planning considerations include current casix and complexity, and thavailability of expertise for
interpretation.

R10: The Panel recommenidsalth service providewith capital equipment constraints collaborate with
regional partners to assess the need to temporarily redistribute outpatients and associated voluméofu
nearbyhealth service providenwith capacity. Where available, Independent Health Facilities, mobile
scanners and research scanners should also be explored for capacity.

R11: The Panel recommends a provinciatigrdinated Diagnostic Imaging Wait Bsncommunication
strategy be developed and implemented across each of the five Regions. The communication strate
inform physicians and patients of alternate MRI and CT service locations with corresponding wait tim
within their respective and nelidpouring Regions.

R12: In order to meet immediate needs the Panel recommends that health service providers, where
possible, modify their p€OVID 19 operating schedules and expand the sepuindsion of outpatient
diagnostic CT and MBkaminationgo meet the current increased demand. This restructuring will inclug
expanded operating hours during the week and / or during the weekend. The expansion will also like
require the strategic recruitment of additional MRI and CT technolggisteptionists and radiologists to
support increased operating hours.

R13: Irhealth service providerahere there is a shortage of radiologists and as a consequence prolong
Report Turnaround Timebdsed orthe provincial benchmarkof 4 days for MRK days for paddtric CT

and5 days for adult CT), the Panel recommends these locations receive funding to support technolog
connectivity for remote coverage.

*Benchmarks can be found in the Diagnostic Imaging Efficiency Performance Dashboard

R14: The Panel recommenidsalth service providershould assess current technologist workflow in orde
to reassign tasks that could be completed by alternate staff, theé¥e Y+ EAYAT Ay 3 G SOK
clinical tasks.
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9. Next Steps

Dissemination

Regarding Mandate #1, to provide an immediate report on recommendations to sustain the system during
the COVIEL9 pandemic, thé*anelwill partner with theMinistry on a diseminationand implementation
strategy to make this information available ttie healthcare community.

Follow-Up

Where relevant, thé?anelwill leverage subsequent reports to follewp on recommendations from the
Mandate #1 report.

Mandate #2

ThePanelwill reconvene as soon as possible to begin planning and deliberating on the issues presented
within Mandate #2
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Appendix A: DI ExpeanelTerms of Reference July 2020

Purpose

The Ministry of HealthMinistry) has requested Access to Care (ATC) at Ontario Health to form a Provincial Diagnostic
Imagihg (DI) ExpePanel(Pane), in order to make recommendations on how to address issues affecting current and
future delivery of DI services.

The purpose of this document is to provide a framework for the establishment d?aine] with an aim to guide th
following aspects:

Mandate

Principles

Leadership

Membership

Meeting administration
Roles and accountabilities

= =4 48 -8 -9 -9

Background

Various DI technologies are used to support the diagnosis, treatment and fopaf ilinesses and injuries. Timely
access to imagg services is crucial for health practitioners to accurately and efficiently diagnose medical conditions,
enabling prompt care decisions and interventions. A secondary outcome of timely access is the reduction of patient
anxiety, which is an important agponent of patient centred care. Access to DI services is one of the key mandates for
ATC, on behalf of the Ministry.

Prior to the COVH29 pandemicMRI and CTapacity was unable to meet demand in Ontario and wait times were

increasing beyond benchmarki response to the COMDp LI YRSYA O yR (KS / KAST aSRAO!
5ANBOGADGS 1w AaadzSR Ay al N Kemergent sufgeries/piotediies O presé\@ hospital | f a N
capacity to care for patients with COVIB. Given the irpact of these necessary measures on the provision of DI

services and the reliance surgery has on imaging, the pressure on DI services will be even greater once DI and surgical
operations fully resume. As a result, it is important that Mmistry and serice providers be prepared to effectively

address this matter.

Cancer Care Ontario (CCO) at Ontario Health provided DI BqrezlReports to the Ministry in 2005 and 2006, with
recommendations to improve DI services. Over the last 15 years, the Ministry acted on a number of these
recommendations to improve access to magnetic resonance imaging (MRI) and computed tomography{@ifg inc

the development of performance benchmarks and public reporting of wait times. There continue to be opportunities to
improve access to DI services, as a sustainable solution to lengthy wait times has not yet been achieved. Several
examples includenderlying resource issues (capital, operating funding and human resources), coupled with lack of
standardized care and supporting technology. A full list of previous recommendations is available as Appendix A.
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Mandate

The mandate of th@anelwill be toinform, guide and advise thdinistry on strategies to improve DI access. An initial
report is needed immediately to provide advice on strategies to sustain DI services throughout the current pandemic.
Subsequent reports are needed to provide advice tirebnearterm objectives (See Table 2).

Table 2: DI Expe®anelDeliverables

Deliverable 1: COVHR9 Pandemic Report Deliverable 2: Broader Objectives and Related

Reports

Leverage existing capacity 1 Develop a capacity plan to align with current and
future demand

Mitigate impacts to efficiencioss
1 Identify and disseminate best practices to improve

Reducdnappropriate scanning efficiency
Identify need for COVHD9 data collection 1 ldentify and disseminate opportunities to improve
safety

i1 Develop a DI data strategy

i1 Develop performance management strategies for
quality improvement and access targets

1 Identify alternative models of service delivery
9 Identify opportunities to expand from MRI/CT focu

to other diagnostic and therapeutic areas
(interventional radiology, theranostics)

Guiding Principles

The 2020 ExpeRanelwill be guided by the following principles:
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ThePanelwill follow an ethical framework, focusing on providing equitable access, prioritizing patients
according to clinicalngency, using a diseasgnostic approach, and using a systems approach to coordination
and sharing of scarce resources and access across the province, leveraging various hospital capacity
Priority is to improve access to DI services and meet establishddrmance targets

Advice should be practical for hospitals to understand and implement

Recommendations are supported by evidence and data

Where data does not exist, recommendations are based upon the best judgement and experiencafi¢he
Build uponprevious DI Advisory Committee and DI Expamelwork

Align with priorities outlined in the ATC System Plan, the 2018 Auditor General DI report, and the Provincial
Digital Health Strategy

Recommendations must be fiscally sustainable

Additional data wokload on hospitals should be avoided where possible
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1  Align with accepted quality dimensions of care

Leadership

ThePanelwill be cachaired by Dr. Julian Dorbranowski, ATC DI Clinical Lead, and Ryan Wood, Group Manager for the
ATC DI Information Program.gboOKF ANBE Q YI Ay NRBftSa gAaftt 0SS G2V

Validate the purpose and agenda for tRanelmeetings

Guide discussions and decisions of Banelmeetings

Provide clinical expertise, networking, and leadership

Ensure a quorum is available for meetings to be effectively conducted

Confirm that guiding principles are met

Establish sultommittee groups to address certain issues as needed

Contact members who do not complete the follayp action items in a timely maner
Record and review meeting attendance to ensure adequate representation

=4 =28 -8 -8 _-5_-9_-°

Membership

The coechairs will identify and solicit membership to ensure crssstoral representation, with an aim to provide

sufficient expertise and knowledge to accomplishBameQa &Gl 6 SR 2062S0GA @Sa® PaBehy3d | Y
represents a commitment of time and expertise. Hanelwill have membership from radiologists, technologists,

hospitals and regions, with support from Ontario Health andNfimistry.

N

Active participation is required and members will be required to complete follpwaction items as required (e.g.
forms, surveys and input) in a timely manner.

Members are expected to review materials (agenda, presentation, supporting documents) sentmcedvahe
meeting.

Members will notify the chair in advance of absence or illness and identify a standing delegate and appropriate
decisionmaking authority to attend where possible. The standing delegate should have the appropriate background
and/or decsion makingauthority.

Should a member choose to resign from tane) they should inform the chair at least 30 days in advance of the next
YSSGAYy3a:Z 6KSNB LI2aaAiAofSe ! NBEO2YYSYRIGA2Y F2NJ I NBLIX I OSY
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Proposed Membership List (Subject to Evolving Requirements)

Sector Membership
9 Dr. Julian Dobranowski, Program Head, Clinical Program, Clinical Lead, DI Informa
Cochairs Program , , . ,
1  Ryan Wood, Group Manager, Diagnostic Imaging Inform#&fogram, Access to Care
1  Representation from various relevant disciplines/practices, including mixture of dise
and modality experts (CT, MRI, Ultrasound, Musculoskeletal, Neurological, Oncolog
Cardiac, Interventional Radiology)
i1  Dr. Srihasha Athreya, Interventional Radiology, Niagara Health
91 Dr. Heidi Schmidt, Cardiothoracic Imaging, Mount Sinai
1 Dr. Ania Kielar, Abdominal Imaging, University Health Network
Radiologists 9  Dr. Narinder Paul, Cardiothoracic Imaging, London Health Sciences Centre
i1  Dr.Manohar Shroff, Paediatric Imaging, Hospital for Sick Children
i1  Dr. Ben Fine, Digital Strategy, Trillium Health Partners
1 Dr. Deljit Dhanoa, Interventional Radiology, Windsor Regional Hospital
i  Dr. Richard Aviv, Neuroradiology, The Ottawa Hospital
i1 Dr. Jonatha Boekhoud, Nuclear Medicine, Thunder Bay Health Sciences Centre
i1  Dr. Karen Finlay, Musculoskeletal Imaging, Hamilton Health Sciences Centre
i1  Ultrasound (TBD)
External Advisors 7 Dr. Derek Emery, Neuroradiology, Appropriateness, University of Alberta
Orthopaedic Specialists T {Go® aAOKIFStQa | 2aLhAidlf 6¢.50
Primary Care {  Dr. Jennifer Everson, Ontario Health (West)
Neurology Specialists f Hospital for Sick Children (TBD)
Cardiology f  Dr. Tej Sheth, McMaster University
Surgical Oncology f Dr. Frances WrighGunnybrook Health Sciences Centre
Emergency Medicine 91  Dr. Rafi Setrak, Niagara Health System
i1 Paul Cornacchione, University Health Network,
Hospital Administration I Tyler Speck, Health Sciences North
9 WSNNE tfladAayz2z {4 w2asSLKQa | SFHtaGK /|
. 1 Brian Ho
Technologists 1 Mei Skinner
. . 1 Lauri Petz
Patient Advisors 1 Ann Rawson
. . i1  Brian Bailey, West Region
Regional Leadership 1  Sue Wojdylo, East Region
Supportive Roles
ATC Proaram i1  Steve Scott, Director, Access to Care
9 9 5A1LYS hQDNJ R EnalysSDl n@rimationd2eodgrafS & a
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Deanna Langer, Cancer Imaging, Cancer Care Ontario Business Unit

Ontario Health Katrina Podolak, Cancer Screening, Cancer Care Ontario Business Unit

== =

Heather MacDermid, Provincial Programs Branch
Zain Mujtaba, Provincial Programs Branch
George Clarke, Independent Health Facilities
Silas Ng, Digital Health Program

i1  Stephanie Ackers, Health Human Resources

Ministry of Health

= =8 =4 A

Meeting Frequency and Administration

1 Initially, meetings will be held twice per month atiten be adjusted to match the pace of work. Sub
committees may meet more frequently as needed.

1  Meetings will be no longer than two hours and will take place via video or teleconference to adhere to social

distancing guidance.

Meeting materials will be distributed via email to members in advance of the scheduled meeting.

Meeting minutes and actioitems will be distributed via email to members approximately one week after the

meeting.

= =

Voting & Decision Making
ThePanelco-chairs will endeavor to achieve consensusRanelrecommendations.

1  Where consensus is hot achieved, a quorum will be necgsearoceed with recommendations (50% +1).
i1 If aquorum cannot be achieved, the chair may elect to seek advice from the executive sponsors.
i1 Voting results will be recorded for all voting members.

Confidentiality

The materials and content prepared fordadiscussed within this committee are intended solely for Bamelmembers

and may contain confidential and/or privileged information. Given the nature of some of the content discussed during
these meetings, the use, disclosure, dissemination, copyingtooage of committee materials or content for purposes
outside of this committee, is strictly prohibited unless prior written approval from the chair has been received.

Governance

Governance of this project will be facilitated through the ATC DI Advizamymittee and the evolving Ontario Health
governance model.

Roles and Responsibilities

Key Activities Responsible Accountable Consulted Informed
Review and Cochairs Director ATC DI Advisory VP Analytics and
Approve Terms of Committee Informatics (A&l)
Reference Manager Ministry

Implementation

Unit
OH Executive Team Director ATC Director ATC Manager Ministry DI Advisory
Engagement Implementation Unit | Committee
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Cochairs
MOH Executive Manager Ministry Manager Ministry | Director ATC DI Advisory
Engagement Implementation Unit Implementation Committee

Unit Caochairs

Recruit ExperPanel | ATC DI Team Cochairs DI Advisory VP A&l
members Committee

Director ATC

Manager Ministry

Implementation unit
Health System ATC DI Team Cochairs ATC Director DI Advisory
Analysis and Ministry Committee
Assessment Implementation Unit Manager Ministry

Lead Implementation Unit

Identify priority ExpertPanelMembers | Cochairs Director ATC VP A&l
areas ManagerMinistry

Implementation Unit

DI Advisory

Committee
Coordinate sub ATC DI Team Cochairs Director ATC VP A&l
working groups for Manager Ministry
priority areas Implementation Unit

DI Advisory

Committee
Draft MRI & CT ATC DI Team Cochairs Director ATC VP A&l
recommendations Manager Ministry

Implementation Unit

DI Advisory

Committee

Previous Recommendations from 2005 and 2006 DI Expartiek

Implemented

Previous Recommendations Not Yet Addressed

1 Performance benchmarks developed
andimplemented for MRI and CT wait
times and efficiencies

9 Public reporting of MRI and CT Wait
Times

i1 DI Asset Management whereby
biennial audits of provincial MRI and (
scanner inventory at facilities have
been conducted and data provided to
the Ministry

1

Standardize utilization of scanners across
hospitals

Provide standards on level of technology
NBljdzA NER (G2 YSSi I K

Improve appropriate use of DI services
Sandardize protocols used to acquire images
Make electronic ordering and wait time

information available to physicians at poiot-
care
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i Tageted additional MRI funding for 1 Implement a DI human resource strategy
high priority areas ($34M over four
years) 1 Review the funding methodology for MRI and
CT

1 Adopt an overarching provincial pmach to DI
services

Terms of ReferenceCONFLICT OF INTEREST POLICY

ThisConflict of Interest PolicfPolicy) is intended to provide guidance tgou so that actual, potential or perceived
Conflicts of Interest @OI3 are recognized and either avoided or dealt with through appropriate disclosure and
management. Early disclosure of a COl is key to its successful resolution.

What is a Conflict of Interest?

G/ 2y Tt AOG 2 Tefels 16 BitBaudsiini véhichdydtdugational, financial or other personal or private interests
(including those related to a family member) may impair, influence, or create the appearance of impairing or influencing
your ability to objectively exercise your duties to OH. Conflictatefest may be actual, potential or perceived.

Disclosure

You must make full, timely and ongoing disclosure of any situation which places or may have the result of placing you in
a COl in relation to the exercise of your duties and responsibiliti€@ntario Health

Procedure for Disclosure and Management of GOl

A. Prior to the performance of the Activities in connection with the OH Program, you must complete a declaration (form
attached) and submit it to the designated OH Program Representative.

B. TheOntario HealthProgram Representativeill review the content othe declaration and determine whether an
actual, potential or perceived COlI exists.

C. In cases where an actual, potential or perceived COl is disclosed by y@ntdmo HealthProgram Representative
will forward the declarationtd y i I NJ&A 2 LegaPeépériin&n€fdr review and consultatiom y i I NR& 2Legab | £ (1 K Q&
Department will review the declaration and provide the OH Program Representative with suggestions on how to
appropriately manage the COI.

General Principles on Interactions with theharmaceutical Industry

In cases where you interact with the pharmaceutical industry, you are expected to comply wi@attedian Medical
' 33a20A1FGA2Yy Qa4 DAzZA RSt Ay Sa ¥ 2 NhdithkRx&D\ CddelofyEdical Bfactlcesit SNI OG A 2y &
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Appendx B:Institution Capacity Survey

Access to Care - Diagnostic Imaging Information Program

Ontario Health

CT and MRI Operating Hours Validation and Available Capacity Assessment Cancer Care Ontario
June 2020

The Ministry of Health and Ontario Health [Access To Care) are working to identify the resocurces required to address the CT and MRI wait list growth
which resulted from the reduction of elective procedures during the peak of the COVID-18 Pandemic.

We are asking hospitals to confirm the accuracy of operating hours submitted to the WTIS and to advise ATC whether additional operating hours could
be added to existing scanners, if funding were available. To achieve this, we require every facility to submit information regarding their January 2020
operating hours and ability to add operating hours.

This will be a multiphase approach which will invelve further focused engagements and collaboration with hospitals and Independent Health Facil
to identify and examine challenges in capturing operating hours and understand available capacity.

Please complete this form by July 7, 2020 and upload your MS Excel file to your hospital's folder on the ATC Information Site.

Refer to the defi

itions and examples of capacity limitations, provided in this document, to guide the completion of this very valuable work.

If you have any questions or concerns related to this requirement please refer to the provided FAQ or email ATC@cancercare.on.ca
Link: Frequently Asked Questions

List the individuals who will complete this form or provide input.
Please collaborate with DI supervisors, managers, directors or other individuals involved in scheduling to complete this request.

Name Role Title Office Email

If there are insufficient rows, enter further inft ion into open ¢ box in Step 5

Definition:

For the purpose of this investigation, use the definition which follows to complete the form
Operating hours that could reasonably be added
Hours in the day not currently allocated for use and which could be leveraged to scan additional cutpatients.
Az it cannot be assumed that all sites and scanners have the ability to scan 24/7, this assessment is evaluating only reasonably available
operating hours (available capacity). These are cutpatient hours which could be added to the existing schedule after accommodating for
internal and external limitations other than funding. Use the provided Examples of Limitations to establish reasonably available operating
hours for each of your scanners.
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Estimate operating hours that could reasonably be added for outpatients and enter into the chart below. To estimate these hours,
identify unused hours from a regular schedule which your facility will return to once pandemic guidance to reduce elective exams
has been lifted.

These hours are to be submitted as average hours per day for weekdays and weekends and for each individual scanner.

Refer to the examples of limitations to determine how many hours could reasonably be added. Funding is not considered a limitation in this

Link: Examples of Limitations

MNote: If & scanner is already scheduled 21 or more hours daily during weekdays or weekends, enter N/& into the appropriate cell. If a scanner
is scheduled less than 21 hours but is unable to increase hours due to limitations, enter the number 0 into the appropriate cell.

It is understood that not all scanners have the capacity to scan 24/7. Please list the reasons or limitations why this is not possible

for your facility.
These may or may not be included in the examples of limitations provided. If the limitation stems from a funding constraint, please do not

include.

Link: Examples of Limitations

Mote: If all scanners currently run or could be run 24/7, simply indicate N/A.

Example
Reason: 1
2
3

4
T - H PPP. P

If there are insufficient rows, enter further inf ion into open ¢ box in Step 5
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Access to Care - Diagnostic Imaging Information Program

CT and MRI Operating Hours Validation and Availabl

June 2020

Capacity Assessment

Ontario Health

Cancer Care Ontario

Examples of Limitations to Increasing Operating Hours

Use this criteria to help you identify the available operating hours that could potentially be added to the weekday or weekend schedule.

When identi
limitations.

The value must be calculated in average operating hours per day and be specific to scanner, weekday and weekend.

ing available operating hours, use the included limitations to help define how many hours could reascnably be added. Do not accommodate for the excluded

Included Limitations

Excluded Limitations

Criteri

Planned
Downtime

Staff break time

Scan room
preparation and
clean up

Radiologists,/
reporting
limitations

Definiti

Hours reserved for scanner
maintenance

Hours where the scanner is left
unscheduled to accommaodate for
mandatory staff breaks

Hours used to either prepare a
scan room before a procedure or
clean-up after a procedure. This
includes time required to clean
the air after an airborne isolation
Case.

Time to allow for appropriate
social distancing between
patients is included under this
definition

A defined number of radiclogists
are limited to the amount of
cases they are able to read within
a given timeframe

Explanation

Scanner maintenance is a
necessary task that must be
completed to keep scanners
functioning. These hours cannot
be used to scan ocutpatients

Staff breaks are approximately 1
hour per 8 hour shift. It is deemed
unreasonable to hire
technologists solely to cover
these hours. Therefore staff break
time is considered an
appropriate limitation

Scan room preparation and clean
up are necessary tasks which are
part of the process of scanning
patients. Not allocating
appropriate time to prepare or
clean a room poses a risk to
patient safety. These hours in
between patients cannot be
leveraged to scan cutpatients
and are considered an
appropriate limitation

Operating hours and subsequent
cases scanned should not be
increased past a point where they
cannot be reported within a
reascnable timeframe. This may
pose a risk to patient safety and
is considered an appropriate
limitation

Criteri

Funding

Demand

Standby time

Urgent (ED, P1
and P2) Time

Definiti

The sum of the base and
incremental funding provided by
the Ministry of Health for CT and
MRI cperating hours

The number of MRI and CT orders

received within the reporting
month

Time for which there is no
planned use, but which can be
leveraged to scan urgent (P1)
cases if the need arises. No
dedicated staff would be
scheduled to be onsite during
this time. Staff who are
responsible to scan urgent (P1)
cases during this time would
either be on-call or staff shared
between another modality such
as radiocgraphy (x-ray)

Time allocated to urgent cases
indicated by P1 and P2 priorities.
These can be patients from the
emergency department or
inpatients

Explanation

The purpose of this investigation
is to simply identify and quantify
where available hours existin
Ontario. Funding is not
considered a limitation for this
assessment

The purpose of this investigation
is to identify and guantify where
available hours exist in Ontario.
Low demand is not considered a
limitation for this assessment

During standby time the scanner
is expected to be dormant and
unoccupied for the majority of the
time. If additional operating
hours were added during this
time, the expectation is that
urgent cases would be
accommodated similar to during
regular operating hours

Demand for urgent time is
independent of overall operating
hours. The expectation is that
urgent time is already
accommodated during regular
operating hours and will not
need to be increased if
additional operating hours are
added
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Quality assurance
time

Staff meetings/
development/
education time

Hours used to perform quality
assurance (QA) procedures

Development time Hours used to develop protocols

{such as new MRI sequences) or
conduct other similar quality
improvement tasks

Hours where a scanner is left
unscheduled in order to allow
staff to attend mee
development acti
education time

QA procedures are conducted to
identify scanner issues and
ensure patient and technologist
safety. They are considered
necessary tasks to keep a scanner|
functioning safely and effectively.
These hours cannot be used to
scan cutpatients and are
considered an appropriate
limitation

Development time is meant with
the intention of quality
improvement and requires the
scanner or scan room to be in
use. A patient cannot be in the
scanner at the same time and
therefore these hours cannot be
used to scan cutpatients. This is
considered an appropriate
limitation

Compared to operating hours, this
time composes only a small
percentage. These few hours
would not contribute much to
additional cperating hours and
are therefore considered
negligible. This time is
considered an appropriate
limitation

Staff/Human
Resources
Currently
Available

Patient
demographic

Case complexity

The number of technologists and
support staff who are currently
hired and contribute to the {T and
MRI workflow

Combined features which
contribute to the overall picture
or structure of a patient
population in an area. Factors
such as age, mobility and
diagnosis all contribute to this
overall picture

The availability and percentage
of complex MRl and CT
examinations scanned at a site.
Complexity is defined by factors
such as scan duration, use of
contrast, included interventional
procedures and more

Funding is not considered a
limitation in this assessment.
The implication is if staff are
required to be hired or part-time
hours increased in order to
accommodate additional
operating hours, this would be
covered by additional funding.
This is not considered a
limitation.

Please refer to the included
limitation 'ability to hire new
staffftechnologists' if there are
concerns around availability of
hireable staff or technologists in
your geographical area

In this assessment, capacity is
purely identified in terms of time
{hours per day) and not
throughput. Therefore patient
demographics are not considered
a limiting factor

In this assessment, capacity is
purely identified in terms of time
{hours per day) and not
throughput. Therefore case
complexity is not considered a
limiting factor

Equipment
limitation

Ability to hire new
staff/
technologists

Quantity of
Scanners

Due to lifespan limitations, older
scanners may not be capable of
scanning non-stop 24/7

Depending on supply and
demand in an area, it may not be
possible to hire technologists or
support staff to facilitate
additional operating hours

The number of functional CT and
MRI scanners currently owned by
the facility

Scanners must not be made to
function past their physical
capabi es or limitations. This
inability to increase operational
hours past a certain point is
considered an appropriate
limitation

An inability to hire additional
technologists or support staff is
an external factor which a facility
cannot control. This is considered
an appropriate limitation if
known

This assessment is evaluating
available operating hours on
existing scanners. The number of
scanners a facility owns directly
influences how many operating
hours can be added. Do not
factor in hours from scanners that
are planned to be or are in the
process of being installed but are
not yet functional

If there are plans to install net
new scanners in the near future,
please inform
ATC@cancercare.on.ca
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Appendix Cinstitution Variation in Protocols

Based on ATC engagement of select facilities in 2019

Hospital System Scanner | Strength| MRI Knee MRI L Spine MRI Hip
Year
Booking | Protocol | Booking Protocol | Booking | Protocol
time (mins) time(mins) | (mins) time (mins)
(mins) (mins)
Paediatric Siemens | 2014 3.0T 20/30 17:00 20/30 10:00 30 13:00

General | 2006 1.5T
Electric

Acute/Teaching| Siemens | 2012 1.5T 30 18:27 30 17:44 30 16:00
X2

Siemens | 2012 3.0T

Acute/Teaching| Siemens | 2012 3.0T 15 7:45 30 13:30 30 15:00
X2

Phillips x | 2016 15T

2
Community Siemens | 2011 1.5T 30 11:05 30 9:54 30 15:43
Community Siemens | 2017 1.5T 30.0 18:25 30 23:17 45 17:17
Acute/Teaching| Siemens | 2011 1.5T 30 13:36 30 11:04 30 15:28

Siemens | 2009 3.0T

Acute/Teaching| Siemens | 2005 1.5T 30/45 20:00 30 12:00 30 12:00

Siemens | 2013 1.5T

Phillips 2008 3.0T

Booking/ Protocol Range 1545 7:45 to 20-30 9:45 to 3045 12 to
20 23:17 17:17
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AppendixD: Sample Appropriateness Checklist

Mandatory Appropriateness Checklist:
(Courtesy of Ontario Health (West) Region)

https://www.swpca.ca/
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