Majax Call-In [QSI Ref: XR-601]
Descriptor: 
Department of Clinical Radiology call-in list for use in case of a major accident (majax).
Background: 
All major and medium sized hospitals may expect to be involved in a major accident at some time. An up-to-date and accurate list of all staff members should be readily available within the department and should contain the correct information in order to effect the prompt call-in of staff in the event of a major accident.
The Cycle
The standard: 
An up-to-date and accurate list of all staff members should be readily available within the department.The list should be checked and updated at an agreed regular interval.
All staff should know where the list is posted.The list should include:
• correct home telephone numbers;
• correct mobile phone numbers;
• addresses (which may be needed in case of telephone system failure with personnel sent out to fetch individuals from their homes).
Target: 
100%
Assess local practice
Indicators: 
% of staff who know the correct whereabouts of the staff call-in list.
% of correct telephone numbers on the call-in list.
% of correct addresses on the call-in list.
Data items to be collected: 
A blitz audit (unannounced, during any part of the day) of staff members.
Using a check list of selected staff, identify for each member of staff:
• whether they know the whereabouts of the list;
• whether their correct telephone number is on the list;
• whether their correct address is on the list.
Suggested number: 
20 members of staff, randomly selected.
Suggestions for change if target not met: 
1.  To make the call-in list’s whereabouts easily known to staff, create a majax cupboard in the staff room.
2.  It should be bright red, with a key available in the department key cupboard.
3.  It should contain:
    • the correct list of staff telephone numbers and addresses;
    • any other majax information or policy documents belonging to the hospital.
4.  Identify one named individual to be responsible for maintaining an up-to-date call-in list. List to be reviewed regularly in larger departments this may need to be monthly / updated when there are new staff members.
Resources: 
Ongoing data recording.
Audit officers to examine lists and carry out the blitz audit.
Radiologist: 1 hour to discuss the results of the audit and any changes required.
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