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Objectives
At the conclusion of this educational activity, participants should be able to:

• Discuss the importance of miscommunication in radiology as a
contributor to medical malpractice risk, sentinel events, and delays in
diagnosis and treatment.
• Describe the importance of effective communication
between radiologists and referring physicians.
• Explain clinical criteria for urgent communication and “closed
loop” communication between radiologists and referring physicians.
• Identify specific approaches to facilitate effective communication
among radiologists, referring clinicians, and patients, to reduce
communication-related errors.
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THE CONSEQUENCES OF
MISCOMMUNICATION REGARDING A
POSSIBLE ARTIFACT

A case describing how miscommunication between
radiologists and referring physicians can contribute to
delays in diagnosis and treatment
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Case Details
• 52-year-old man complaining of intermittent left shoulder pain
for several years was diagnosed with a rotator cuff injury and
underwent left shoulder surgery
• Four months later, the orthopedic surgeon ordered a routine
follow-up X-ray of the left shoulder
• The radiologist interpreted the film as a normal left shoulder
radiograph but noted a “…soft tissue density in the left
suprahilar region most possibly artifact, however follow-up
chest X-ray is advised for further evaluation”
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Case Details
• The radiologist’s report along with the images were sent to the
orthopedic surgeon’s office the same day
• The orthopedic surgeon independently read and interpreted
the same images as “slight loss of rotator cuff interval added to
decompression of AC joint and undersurface of the acromion
noted”
– There was no mention of the soft tissue density nor was any
follow-up study ordered

• The patient saw the orthopedic surgeon multiple times
after the initial follow-up X-ray without any knowledge of or
follow-up for the “soft tissue density” in the left suprahilar
region
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Case Details
• Several months later, the patient’s primary care physician
(PCP) noted the radiologist’s finding during a routine visit and
ordered further evaluation
• Following needle biopsy guided by computed tomography, the
lung mass was diagnosed as a Stage IIB adenocarcinoma with
metastasis to one of ten parabronchial nodes
– The diagnosis was followed by surgical resection and several
courses of chemotherapy
– Under review of the images, the mass had grown from an initial
diameter of 3.5 cm to 7.0 cm just before resection
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THE CONSEQUENCES OF
MISCOMMUNICATION REGARDING A
POSSIBLE ARTIFACT

THE COMMENTARY
By Kriti Gwal, MD
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Communication Errors in Radiology
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Communication Errors in Radiology
• In radiology, communication errors are considered one of the
most important causes of sentinel events and are frequent
reasons for lawsuits against radiologists
– The Joint Commission found that errors in communication
contributed to about 64% of all sentinel events in 2013-2014 and
contributed to 81% of events where delays in treatment resulted
in death or permanent loss of function

• Transitions of care from one team to another remain a weak
point at which communication errors may occur
– Care of the patient often shifts to the radiologist and then back to
the referring physician via the radiology report; thus, the radiology
report serves as an important means of communicating
information (or as a source of communication errors)
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“What We’ve Got Here is Failure to
Communicate”
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“What We’ve Got Here is a Failure to Communicate” (1)
• The two principal communicating parties in this case are the
radiologist and the referring physician
– Radiologists are responsible for the production and delivery of
radiology reports
– Referring physicians are responsible for obtaining and reading
radiology reports
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“What We’ve Got Here is a Failure to Communicate” (2)
• Multiple types of communication errors involving radiology can
occur
– Examples include failure to communicate critical findings to the
primary care physician or communicating incorrect findings
– One study found that lack of sufficient communication by the
radiologist accounted for about 47% of communication-related
errors

• Although some communication errors have little or no clinical
impact, others can result in sentinel events and cause
devastating results
– For example, lack of sufficient communication between
radiologists and referring physicians may cause delays in
diagnosing malignancies or other conditions warranting urgent
interventions such as surgery
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“What We’ve Got Here is a Failure to Communicate” (3)
• In this case, the orthopedic surgeon should have read and
acted upon the final report from the radiologist
– A recent survey of orthopedic surgeons in Australia and New
Zealand found that the majority did not routinely read
radiology reports; only 18.5% reported always reading the
report while 2% reported never reading the report

• To improve patient safety, non-radiologist physicians
who choose to interpret radiographs should always read
the final report sent by the radiologist
– Radiologists provide structured interpretations of images
based on formal education and experience and can help
prevent diagnostic errors
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Approach to Improving Safety & Patient
Safety Target
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Approach to Improving Safety & Patient Safety Target (1)
• The American College of Radiology formed the Actionable
Reporting Work Group to develop communication best practices
for radiologists
– Within Minutes:
• Communicate findings which could lead to mortality or morbidity if not
immediately acted upon by the referring physician
• Findings that suggest a need for immediate or urgent intervention include
ectopic pregnancy, intracranial hemorrhage, pulmonary embolism,
ruptured aortic aneurysm, severe cord compression, malpositioned lines
or tubes, tension pneumothorax, testicular/ovarian torsion, unexplained
pneumoperitoneum, or unstable spine fracture
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Approach to Improving Safety & Patient Safety Target (2)
– Within Hours:
• Communicate clinically significant findings which may need specific
treatment but may not urgently affect the patient’s presentation
• Provide direct communication through a finalized report, a preliminary
report via secure fax, or another locally defined method of communication

– Within Days:
• Communicate findings which may not need immediate treatment,
including those that may eventually become significant after time,
incidental or unexpected findings, or findings with increased risk of being
missed such as those that may not directly relate to clinical presentation

• These guidelines are intended to ensure timely
communication of results to the referring physician in a
manner than can be readily understood
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Approach to Improving Safety & Patient Safety Target (3)
• Although the radiology report is the most common method
of communication, some cases warrant other forms of
communication between the radiologist and referring
physician
– Emergent or critical findings should be communicated directly to
the referring team (such as by telephone) and the radiologist
should document that such direct communication took place in
their report

18

Approach to Improving Safety & Patient Safety Target (4)
• In this case, it is debatable (in terms of current best
practices) whether the radiologist should have called the
referring clinician
– As the abnormal finding of a “soft tissue density in the
left suprahilar region” was attributed to a probable artifact, some
radiologists would consider it adequate to describe the finding
and to suggest follow-up in the written report, which is what
happened in this case
– However, the radiologist in this case was also implicated in the
civil suit filed by the patient, suggesting that additional
communication is desirable whenever follow-up or intervention is
advised
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Approach to Improving Safety & Patient Safety Target (5)
• Radiologists are encouraged to close the communication
loop with the referring physician whenever imaging reveals
an unexpected incidental finding, any finding that may
change management for the patient, or when nondiagnostic
imaging necessitates repeated or different examination
– ”Closed loop” communication includes not just transmission of
results but also verbal or written acknowledgment of those results
by the recipient
– If the referring physician or primary care physician is unreachable,
contacting the patient directly to communicate results and
recommendations could be a viable alternative for radiologists
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Systems Change Needed
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Systems Change Needed (1)
• The radiologist should provide a well written, comprehensive
report that includes a succinct impression and
recommendations for the most appropriate follow-up evaluation
or imaging test, when necessary
– The final report should be sent to the referring physician, but to
provide an added layer of defense, the report can also be sent to
the PCP, if different than the referring physician.
– In this case, it was the patient’s PCP who read the radiologist’s
report and then ordered the necessary follow-up examination.
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Systems Change Needed (2)
• A radiology assistant can serve as an important safeguard for
effectively communicating radiology results.
– Reading room assistants support radiologists and can help
connect the referring physician to the radiologist, reducing
disruptions and time waiting on the telephone
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Systems Change Needed (3)
• Newer electronic methods can help ensure effective
communication
– Radiologists can use electronic health records (EHRs) to flag
automatically or contact referring physicians and/or PCPs if a
follow-up test is recommended (this communication loop could be
closed by an assistant on either side)
– Secure text messaging platforms can be used to communicate
non-urgent findings and recommendations, and to receive
confirmation of receipt of findings
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Systems Change Needed (4)
• Radiologist recommendations can be placed into the picturearchiving and communication system (PACS), along with a
phrase or symbol combination that could be used for searching
– An administrative person would then verify that the recommended
follow-up test had been performed
– If the test has not been performed, the administrative person or
radiologist would then contact the referring physician for closure
of the communication loop

• Direct release of reports to patients should also decrease the
risk for communication errors and may encourage increased
communication between the patient and the referring physician
and between the patient and the radiologist
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TAKE HOME POINTS
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Take-Home Points
• Timely and adequate communication between referring physicians and
radiologists is essential for providing safe and effective care in follow-up to
imaging tests.
• The American College of Radiology’s Actionable Reporting Work Group has
described communication methods comprising best practices for radiologists
to follow, depending on the urgency of the findings.
• Responsibility for communicating imaging results and arranging follow-up
lies with both the radiologist and the referring physician; “closed loop”
communication may be advantageous for findings that affect management
or necessitate follow-up testing.
• Physicians who are not radiologists but who interpret the radiographs that
they order should also read the final reports sent by radiologists and follow
up on their recommendations, as indicated.
• Improving communication by implementing multiple systems-based
changes, using both e-methods and traditional approaches, could decrease
risks associated with communication errors in radiology.
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