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Accreditation has become a key measure of

healthcare quality and is sought for a variety of activities

within medicine, including specific medical tasks (nu-

clear cardiology procedures, echocardiography), clinical

service lines (stroke care, myocardial infarction),

healthcare facilities (chest pain centers, trauma centers),

and for medical education (undergraduate, graduate, and

continuing medical education). The goal of most

accreditation processes is to provide mechanisms for

improving the quality of services provided through the

adoption of standards, with subsequent verification

through an independent review process.

Accreditation extends the Institute of Medicine’s

framework for defining quality healthcare in six domains

and operationalizes methods to improve healthcare

(Table 1).1 For example, the safety domain for

myocardial perfusion imaging (MPI) mandates that we

minimize radiation doses. Furthermore, patient-cen-

teredness requires not only a reduction of radiation

exposure whenever possible, but also the concept that

imaging protocols should be customized to the patient

and the clinical scenario, not applied as a ‘‘one-size-fits-

all’’ approach. Timeliness can be measured both in

terms of access to care and prompt reporting of nuclear

cardiology results. For effectiveness, MPI must be

reported accurately, in a format that can be readily

understood by the ordering provider, and convey rele-

vant clinical information so that subsequent care may be

planned.

In order to aid the individual clinician, multiple

organizations have developed practical solutions to

support and maintain high-quality nuclear cardiology,

including practice guidelines, written by trusted mem-

bers of our professional societies,2,3 and Appropriate

Use Criteria (AUC), which serve to fill the gaps in

guidelines and offer guidance about which patients may

benefit from MPI.4 Data collected through registries,

such as ImageGuide, allow us to investigate real-world

patterns of care for MPI.5 Finally, several pathways are

available for accreditation in nuclear cardiology, which

allow for an objective assessment of quality: the Joint

Commission, the American College of Radiology, and

the Intersocietal Accreditation Commission (IAC).

The process of accreditation likely contributes to

higher quality of care in a different manner than

guidelines, AUC, and anonymized data reporting. Sim-

ply by committing to become accredited, a facility or

practice undertakes a process of self-reflection and goal

setting. This may include critical review of MPI reports,

evaluating imaging protocols, assessing workflows to

optimize timeliness, and reaching out to referring pro-

viders for feedback.

In the current issue of the Journal, Maddux et al.

present data on MPI reporting standards from facilities

seeking three sequential cycles of nuclear laboratory

accreditation from the IAC. A number of important

messages emerge from the data. On the positive side,

many of the quality metrics improved following the

initial accreditation cycle. Comparing the first and sec-

ond cycles for these facilities, dose information, report

dates, test indications, typographical errors, and report
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signatures, revealed substantial improvement. The

number of deficiencies per facility was also decreased.

Some metrics did not improve or even worsened,

including defect quantification and report timeliness, the

latter of which has been an expectation for over a

decade.6

The authors note that during the period under study,

accreditation standards became more rigorous. This

would potentially help explain some of the unfavorable

findings; however, 20.8% of facilities in the third cycle

did not report defect quantification and 11.9% did not

issue timely reports. Maddux et al. were not able to

identify individual facility factors responsible and there-

fore not able to explain why these problems would arise.

It seems unlikely, however, that failure to adequately

document the size, severity, type, and location of defects

is a result of lack of understanding as to the importance of

perfusion defect characterization. Irrespective of the

reason behind this deficiency, it is incumbent on inter-

preting physicians to include these descriptive elements

as part of generating a high-quality report.

A MPI report that includes incomplete characteri-

zation of perfusion defects could lead to adverse

outcomes from both overuse and underuse. A report that

describes a perfusion defect but fails to note that the

defect likely represents scar could generate an unnec-

essary coronary angiogram, exposing patients to

bleeding, stroke, and kidney injury with minimal like-

lihood of benefit. A report that describes ischemia but

not the precise location could lead to a procedure that

revascularizes the wrong myocardial territory. A report

describing ischemia that fails to note the defect is large

and severe could result in a referring provider thinking

that angiography is not warranted, possibly putting the

patient at elevated risk of cardiovascular events.

Maddux et al. also noted other reporting deficien-

cies, including the date of report approval, signature, and

radiopharmaceutical dose in 8%–10% of facilities. Of

note, these data only reflect the performance of facilities

choosing to be IAC accredited; non-accredited facilities

may fare even worse on these metrics. Of note, these

issues are considered mandatory for accreditation and

should be easily corrected.

Accreditation may be a motivating force in estab-

lishing a culture of quality or it may be a capstone

achievement for a practice with a commitment to qual-

ity. In either case, accreditation is a process that does not

end when a final endorsement is issued. Individual

physicians and the laboratory must still fulfill their

professional duty to provide high-quality care that

includes generating MPI reports which do not omit the

necessary data for making accurate patient-centered

decisions.7 This presents a serious challenge for the

healthcare system, because system-based thinking and

quality improvement have only recently become stan-

dards for medical training. Some facilities have

addressed this by involving graduate trainees in QI

projects.8 While this type of activity is part of training

the curriculum for a growing number of housestaff, QI

projects can be undertaken by physicians without formal

training.

Another important challenge is that many physi-

cians in practice are already overworked and do not wish

to become involved in learning new skills or working on

QI or accreditation. External demands for quality care,

however, continue to grow and accreditation provides an

objective measure of dedication to this goal. Further-

more, federal legislation mandates clinicians’ and

healthcare systems’ involvement in a variety of quality

activities. The Protecting Access to Medicare Act

mandates the use of AUC at the point of care when an

advanced imaging test is ordered. The Medicare Access

and CHIP Reauthorization Act (MACRA) is a substan-

tial redesign of Medicare reimbursement which will

reward providers of high-quality care and cut reim-

bursement for those who fail to improve. Finally, the

Centers for Medicare Services mandates that diagnostic

imaging facilities be accredited by one of the three

aforementioned bodies. Most physicians are aware of

public reporting of clinical outcomes, now accreditation

processes may be subjected to similar scrutiny. A

recently proposed Medicare rule states that accreditation

providers must publish accreditation survey reports and

corrective action plans publicly on their websites.9

Medicare already makes available reports from regional

and state agencies; this rule change is being sought to

‘‘enable health care consumers…to make a more

informed decision regarding where to receive health

care thus encouraging health care providers to improve

the quality of care and services they provide’’.9 With

this public reporting, both facilities and reporting

agencies will be under additional scrutiny. While it may

be debated whether such regulation is necessary and if

the quality mission is accomplished with this approach,

there is little doubt that quality in all aspects of cardiac

imaging remains a critical journey, one which has yet to

be completed.

Table 1. Institute of Medicine Six Domains of
Clinical Quality

Safe

Timely

Effective

Efficient

Patient-centered

Equitable
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