sushima MD PhD?, Hiromi Hirasawa MD PhD'

Possible solution for the problem of  Yoshte :_ : . . .
P Yu Wakabayashi MD?', Soma Kumasaka MD PhD Our NeW Seml emergencies Medical issues needlng COm mon EmergenC|eS
unread Image Interpretation reports. Kazumi Tanaka MD PhD?2, Makiko Takizawa MD PhD?2, Strategy ! PU'I_'_ TWO stars ** addressing within 2 weeks sense PUt Three stars ***
6¢ . . Avako Taketomi-Takahashi MD PhD', Takayuki Suto RT MS® in the impression section of the imaging interpretation reports : : : :
The Gunm a Un|vers|ty R e The referring physician was immediately contacted by telephone !
o ! Department of Diagnostic Radiology and Nuclear Medicine Follow-up CT f’f thewholebody  The duty radiologist: After TWO WEEKS /S‘ o/
Star SearCh 2 Department of Healthcare Quality and Safety aﬁe;fs l:eri,lc?]c::?em ' ' | ] 65 reports (0.10%): 0.27 reports/ day
Gunma University Graduate School of Medicine 1. Search for double stars %% in the reporting system o | o | | .
B REREFC L AEESHIELEDEDDIRB Dovartment of Radiolosy. Gunma University Hosoital Radiology report 2. Revugw the reporFs and Dgtlents charts . Medlpal issues ao!dressung as emergencies included aou’Fe abdominal dlsea§es, .PTE/ DVT, intra-
E'amé t Datersts 3. Confirm that the information had been correctly conveyed cranial emergencies, unexpected spreads of known malignancy, acute aortic diseases::- etc:--.
B and that the referral physicians appropriately acted upon them . Communication by telephone or in person is usually appropriate.
asic Concept — . L .
o, /\ The Dhveiclans had - - Therefore, we suspect that communication errors are rather unlikely.
1.Timely effective communication of radiology reports to those who treat the patients (referring Findines N 1. Not read the reports p Q& A
Zhli Sif])iahsz IS essenti.allc ] ST o o RN N i 2 Not recognized the semi-emergency findings ' - Q: Warning system by IT system may be enough for reducing the risk of unread reports ?
. Failure to appropriately communicate findings may be a leading cause of malpractice action. _ even if they opened the reports) A’ Electric fail-safe alert for @/l reports may not be an ideal.
: : : Impression ~ | 13. Mis-interpreted them or not appropriately acted upon ” % 22 A
Medical Accidents due to Unread Radiology Reports % 1) Now primerycancer PWHY'? Y Lo QY |3 Noguar :ﬂtee of accur?tel‘/
) No evidence of recurrence or This information must be Contract by telenhone ! 1.Are you familiar  we l‘""',! rmeggg/rlwnge\’iei :/r\?ﬁ:r:t gn;r'?ec? ':che

1.1n 2016 to 2017, many medical accidents were reported due to unread radiology interpreta- metastasis. transmitted reliably !!! > o0 ' with alert fatigue? " reports: °

tion r.ep.OrtS regard]ess O-.f the size of the hOsprta].S " Ja.‘pan‘ . The Warning should be On]y engineering renovation xxx |n fact, in‘5 cases of our study, referral physicians |
2. This issue of communication error became a big social problem, and many hospitals were ac- Results 62,143 reports in one year (255 reports/day) in our hospital when ‘really” urgent and/or human resources || 9o the reports but did not recoenize the starred semi-
cused. \ J \ J \ 2

Lets’” ensure only the correct transmission of important information! g{urtNeV\/'
rategy !

, , , _ Semi—-emergencies. 321 reports (0.52%); 1.32 reports/day
Standards for the communication of radiological reports .

1. New unexpected (suspected) malignant tumors 186

and fail-safe alert notification by | he Royal College of Radiologists 2. Unexpected spreads of known malignancy 39 A A Possible Drawbacks
3. Cardiovascular semi-emergencies + 37 | , |nter:ﬁﬁa] e s Y
: ; - . . 4. Intracranial semi-emergencies ++ 13 Preoperative CT for galiiones: | SUEESSHVe: ’ o ‘
All radiological reports should be produced, read and acted upon in a timely fashion, & Othere 46 R S ————— AN 1. Referring physicians may depend on this system and may become not to carefully read un-

Sarcoidosis was highly suggestive.

best to serve the patients’ needs. marked reports.

- | Radial Mis—communication cases. 23 reports Il (7.17% of two-stared reports) 2. We have to reconfirm that it is the basic responsibility of the referring physicians to timely and
Responsibilities The Royal College of Radiologists carefully read the reports.
1. New unexpected (suspected) malighant tumors 15
. 2. Unexpected spreads of known malignancy 2
Req UeSt|ng dOCtOrS & 3. Intracranial emergencies + 1 . . . FUtu re
C]inica] teams + In the three cases of (suspected) brain infarction, the radiologists did not think that immediate We SUSDeCt that It DOSS|b]e fOr AI teChnO]Ogy to reD]aCe th|S SY stem.

treatment was necessary, since the infarction was small and subacute phase.

1. Reports not being opened 17

2. Relevant information on reports being over-
looked !l (The reports were opened!) 5

3. The wrong report being opened 1

Study Limitations

» To produce reports as quickly and
efficiently as possible

* To flag reports with they feel a fail-safe alert
iS requiired

Suggests automatic confirmation
of reports having been opened is
insufficient !l

- To read and act upon the report findings

1. This study was performed in a university hospital, and the efficacy of the proposal measure should be confirmed in other
academic institutes and private hospitals, although we suspected that this measure may be effective regardless of the size of
hospitals.

2. The decision of whether or not to add stars was left to each radiologist, and detailed protocol was not defined. Although
D. . S emi-emer gen cies TW o stars * * we could have prepared detailed guidelines, we suspected that complicated rules would have decreased efficacy. Ease is a
ISCUSSION great advantage of our new strategy.

3. We defined semi—emergencies as medical issues needing addressing within two weeks, but we did not have any evidence

Employing organization

. We radiologists ensured the . Only several cases per day. that “two weeks” was the appropriate period for this definition. If medical issues heeded addressing in less than two weeks,
semi—-emergency imaging small enough: 4. The definitions of semi-emergency and emergency should be defined according to the characteristics of the facility.

5. In many cases with emergency findings, if radiologists thought that their communication was totally secured, they did not

— findings (1) Check charts of only several patients every day (20 | e 1S | | n We
Our N ew Strategy Follow-uo CT of the whol body after surei- . We were able to avoid com- minutes) prefix three stars. Thus, the incidence of emergency findings was much underestimated in this study.

o] roafinent of Tectel cancer munication errors that could || (2) No need to refurbish any computer systems C i
1 1 1 1 1 Radiology report . . o o OnC] USIONS
L ' We’ ra.dIO].OgIStS in our h(?SDIta], deolde.d tO. Narme #skek  Dateirst :ead tgamedloal.lnoldents 'n”?t (3) Can be implemented immediately, irrespective of
start reviewing that all semi-emergency imaging pamaton sess cast £5 cases In one year = || the size of facilities Our new strategy to prevent communication errors of radiology inter-
findings were recognized and accurately acted /\ A " - A n pretation reports was found to be effective !l
I Tay ISK—DAase roacC onventiona roacC . . . .
upon by referring physicians. PP PP 1. No requirement of a medical informatics system upgrade !
i i ' i Findings All to prioriti tivities based ity of risk . . . . . . .
2. Serious medical accidents were unlikely to e N~ " Should be perfect | 2. Minimum additional effort of radiologists and referral physicians !
< ¢ ) sofoksfoktokokfokdok 4 ) . . . . e
occur even if reports of "normal study™ or A Goall ) - o N1 3. Can be implemented immediately regardless of the size the facility !
totally benign findings were not correctly con- mpression ppropriate measures are taken - - |
Veyed Jl;liztz\;izence of recurrence or me- . fOCUS/hg oN h/'g'h—r/'sk cases JAN A// reDOrtS are read ! y 4' NO rISk Of a]ert fatlgue °
. Even if this report was not correctly o . . . . . .
3. Therefore, we focused only on the reports conveyed to the referral physicians, It — The professional approach to quality practice in radiology requires radi-
containing important semi-emergency findings, | 5 dremey dnikely that serious med- . Efficient /' Less cost /€., . Inefficient / High cost / ologists to take responsibility beyond report generation
' -3 Need to identify risk factors y - i =92 No prioritisation : : : :
Aims of this study =" Need of data collection & analysis 2 200 Need of MANY resources @ in order to influence patients’ care.
\ ¥
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