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Aim Statement

Implement a standardized patient identification and timeout process which is followed 100% of
the time for radiology procedures performed at Emory University Hospital by January 2018.

Background

Baseline

In response to variation in timeout process across Emory Radiology, our team
developed a timeout checklist customized for radiology procedures. The checklist
was first implemented at Emory Midtown and subsequently spread to Emory
Clifton campus. Emory Clifton operations are more complex due to the volume and
type of procedures performed. Below is our process for implementing the timeout
checklist at a more complex site.

Baseline
18 observations of timeouts in Interventional Radiology, Neuro Interventional
Radiology, Computer Tomography, and Ultrasound were done. None met the
composite metric (all elements of new radiology checklist completed 100% of the
time).
Fishbone

Analysis
Both locations had similar workflow. However, due to the large volume and
different types of procedures performed at Emory Clifton, cases tend to be longer
and involved more personnel/stakeholders. This added to the complexity of the
spread (buy-in, number of training sessions and measurement).

Measures
Measure #1
% timeouts evaluated by RN or technologist
Measure #2
% timeouts rated negatively by RN or technologist

Tests of Change

To Order Checklist

• Involved site leadership
• Compliance with the
(administrative, physician,
checklist initially was subadvance practice provider
optimal. Smiley faces with
and technologist) in
expected standards for
designing the rollout of the
good and bad timeouts were
new revised radiology
added to checklist to make
timeout checklist.
evaluation easy.
• Training sessions were
conducted for all involved
role groups including
trainees.
• Checklist was modified to
meet site specific needs.

Timeout Standard Work Video

• Addition of smiley faces
along with physician and
administrative leaders
championing the effort
significantly improved the
number of evaluations and
percent of positively rated
timeouts.

• Performance metrics were • Group and individual
shared at monthly
feedback was provided to
implementation team and
stakeholders at regular
staff meetings.
intervals.

Results
Over the course of two and half years the percent of timeout
evaluations increased from 10% to over 90%. During the same time
the percent of negatively rated timeouts decreased from 26% to less
than 5%.

Reflection
• Workflow process and culture change requires focused,
multidisciplinary teamwork actively supported by executive
leadership, especially if the intervention was developed in a
different setting by a different team.

• Simplifying the complexity in documentation / data collection
significantly improves compliance.
• Processes exhibit entropy and need to be re-optimized on a
regular basis.

