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1.

INTRODUCTION

1.1

Purpose
This position statement has been developed by the Faculty of Clinical Radiology to provide advice
regarding communication of significant unexpected, urgent or critical clinical radiology findings as well
as documentation of the details of the conversation, including time, date and identity of the individuals
involved in the discussion.

2.

DEFINITIONS
In this position statement:
Member means a member of RANZCR.
RANZCR means The Royal Australian and New Zealand College of Radiologists

3.

POSITION STATEMENT
Diagnostic and interventional procedures are integral to patient care in Australia and New Zealand.
Delays or failures to communicate or follow up the findings of diagnostic tests can, and do, pose a
“risk to patient safety, informed decision making and quality of care” (1). Ensuring communication and
receipt of critical findings is a shared responsibility between the referrer and the radiologist , and the
balance of this responsibility will shift depending on the circumstances of the individual case. Failure to
communicate critical findings within a clinically appropriate timeframe, to people who can action them,
have resulted in avoidable harm and death of patients. Such failures are a recurring theme in
recommendations arising from coronial inquests and medicolegal claims against radiologists in
Australia (2).
The Royal Australian and New Zealand College of Radiologists Standards of Practice (Version 11,
released 2019) Standard 5.5.2 states the following (3):
“The Practice has a documented policy for communication of clinically urgent or critical findings. The
policy or report should include at least the following:
• general findings that should be communicated
• how the communication should be documented
• a record of the person communicated to
• a record of what was communicated.
The Practice has a protocol for urgent and significant unexpected findings that ensures:
a. the reporting radiologist uses all reasonable endeavours to communicate directly with the
referrer, or an appropriate representative who will be providing clinical follow-up;
b. a record of actual or attempted direct communication is maintained by the practice; and
c. the reporting radiologist co-ordinates appropriate care for the patient if they are unable to
communicate such findings to the referring clinician.”
The Australian Council on Healthcare Standards, in its Clinical Indicator Program (ACHS CIP) for
medical imaging, has critical test result notification as a key indicator, describing how practices can
measure their own compliance with this indicator. The ACHS CIP provides a “starter set” of clinical
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conditions for which a critical test result notification process should occur (see Table below). Whilst an
exhaustive list of conditions, or combination of conditions or circumstances is not feasible, an
indicative rather than prescriptive list should be established, based on the demographics of the
hospital or practice and/or patient population, of conditions / situations for which urgent notification is
an expectation. Subspecialty practices, for example paediatric hospitals and those serving pregnant
women, will modify this list accordingly.
The Cole’s Medical Practice in New Zealand guidelines (2013) are a set of principles intended for all
registered doctors working in New Zealand. The guidelines are based on generally accepted
standards of practice, and from case experience of disciplinary tribunals, in accordance with advice
from the Health and Disability Commission.
Cole’s lists eight key principles for managing clinical investigations, to ensure patient health and
safety:1
1.
If you request a clinical investigation, you should tell your patient why the clinical investigation is
recommended and when and how they will learn the findings
2.
All the relevant parties should understand their responsibilities clearly
3.
If you are responsible for conducting a clinical investigation you are also responsible for
ensuring that the findings are appropriately communicated to those in charge of conducting
follow up, and for keeping the patient informed
The clinical knowledge of radiologists must dictate circumstances when abnormal findings need to be
notified, with more urgency than the standard generation-time of a report, directly to someone
responsible who can understand and action them. This person might not be the original referrer and in
some cases, it will be the patient or their carer(s). In addition, clinical experience and common sense
should dictate both the nature and the urgency of this communication. As previously alluded to,
adverse patient events and avoidable deaths that continue to occur tell us that this “sense” may be
less than “common”. For this reason, specific guidance to professionals on this important issue is
needed.
It is incumbent upon radiologists to continually remind themselves of the need to execute their duty of
care, a key aspect of which is communication and clinical handover. It can be easier for doctors who
do not have direct physical contact with a patient to unintentionally fail to discharge this duty by not
fully appreciating their role as a member of a clinical team, other members of which they may never
meet or speak to. It is these cognitive biases, assumptions, and to a degree, human nature that
challenge radiologists, and can, ultimately make the difference between a good outcome for their
patients and irreversible injury and death.

3.1

Notification of findings
Notification of critical findings, adverse events and adverse outcomes, is an important part of the duty
of care of the radiologist when they become, or are made, aware of such an outcome or finding. This
can occur at any stage of the process of test performance and can be broadly divided into three
categories:
1. Pre-procedural (scheduling of a procedure, consent processes, safety screening prior to a
diagnostic or interventional procedure, and preparation for the procedure).
Examples of this type of critical result include:
a. Discovery that a patient scheduled for contrast enhanced MRI for headaches is 9-weeks
pregnant.
b. Eliciting a history of prior severe contrast allergy in a patient requiring emergency CT for
possible thoracic aortic dissection.
c.

Determining that a scheduled biopsy for probable malignant pelvic lymphadenopathy in a 23year-old woman is technically unfeasible by the percutaneous route, following review of the
patient’s external imaging, when the treating clinical team expects this procedure to be
performed as they want to commence urgent chemotherapy if appropriate.
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2. Intraprocedural complications that require sole or cooperative management by the clinical
team
Examples of this type of critical result include:
a. Rupture of an intracranial aneurysm during endovascular coiling.
b. Adverse reaction to administered iodinated contrast media during an abdominal CT, requiring
administration of intramuscular adrenaline, nebulized adrenaline, and intravenous normal
saline.
c.

Discovery that the wrong patient has been injected with radiopharmaceuticals due to the ID
bracelet being misread.

3. Post procedural
Examples of this type of critical result include:
a. Discovery of an 8mm lung nodule in the right upper lobe on a chest radiograph in a patient
who has no prior comparative exams.
b. Diagnosis of:

3.2

i.

a subdural haematoma on CT in a 4-month old infant

ii.

a pneumothorax on a chest radiograph

iii.

a rib fracture in a 12-month-old

iv.

a cerebellar haemorrhage on a CT in a 57-year-old presenting with dizziness and ataxia

v.

multiple solid liver lesions in a 61 year old male patient who has presented for an
outpatient ultrasound requested because of upper abdominal pain /gallstones.

vi.

absent nasal bone on a 20-week ultrasound.

Conveying critical findings: who, when, how
The interests of the patient are paramount in developing systems to convey significant unexpected,
urgent or critical radiological findings. The key elements in the process are that:
1. The findings are conveyed in a clinically appropriate time frame, given the nature of the finding.
2. The findings are provided to a person who has the capacity to understand and act appropriately
on them, even if this is not the individual who referred the patient for the examination. This person
may be the patient themselves in appropriate circumstances.
3. There is certainty regarding the receipt of the findings by such a person. Inability to contact the
referrer or someone who can act on their behalf should be followed by other strategies to “close
the loop” in a time and manner appropriate to the nature of the problem. For example, if
pulmonary embolism is discovered on a chest CT performed for unrelated indication the result
must be urgently communicated to the referring doctor or attempts should be made to contact the
patient themselves, family members, or other individuals if the patient has left the practice of
department. By contrast, a new lung nodule on a chest radiograph could reasonably be followed
up semi urgently. Clinical judgement should be exercised on a case-by-case basis.
4. If the responsibility for communication of significant unexpected, urgent or critical radiological
findings is delegated to another individual or to an automated system, the clinical radiologist is still
responsible for ensuring that the communication occurs in a timely manner that is appropriate to
the clinical situation and for documentation that this communication has occurred and the nature
of the communication (see point 5).
5. Communication of critical findings should be documented, in the medical imaging report with the
date, time, nature of what was conveyed or discussed and with whom. In certain situations,
recording this in the patient’s medical history / record may also be appropriate or necessary.
However, the imaging report, and not the RIS PACS or electronic medical record, is more likely to
follow the patient as their care is transferred from team to team, and therefore it is appropriate that
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documentation occur in the report (see RANZCR Written Report Guidelines
https://www.ranzcr.com/search/clinical-radiology-written-report-guidelines)
6. Because the nature of practice varies considerably in clinical radiology across facilities it is not
possible to provide an exhaustive list of conditions and situations that should trigger the various
levels of notification. Development and implementation of local practice guidelines encompassing
the above principles can be beneficial in reducing risk and standardising practice between
practitioners. This should include but not be limited to:
a. General categories of abnormal findings (e.g. immediate, urgent, non-urgent) and
approximate recommended time frames within which these findings should be communicated.
b. Acceptable mechanisms for this communication (e.g. automated, with the assistance of
nominated clerical / administrative staff etc.).
c.

4.

Acceptable mechanisms to ensure and document that critical finding notification has occurred.
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5.

COMMENTS AND REVIEW
The Faculty of Clinical Radiology aims to review professional documents within three years of the date
of approval. If you have any comments or feedback to be considered at the next review, please email
standards@ranzcr.edu.au
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