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Findings

Key Insights

Safety (Score: 93%)

+11.7% of reports had serious discrepancies (CAT 1-3).

+7 CAT 1discrepancies were identified, with failure to recognize critical findings in some cases.

+Abdomen/Pelvis scans, constituting 23% of cases, accounted for 37% of serious errors.
+37% of cases lacked documented communication of critical findings to referring physicians.

4+ 42% of reports had inadequate conclusions.

Productivity (Score: 80%)

+Radiologists reported 74% of studies between 11:00 AM - 5:00 PM.

4No data on turnaround times (TAT) or resource utilization was available.

Efficiency (Score: 80%)

+Most reports were generated between 11:00 AM - 2:00 PM, suggesting peak workload
pressures.

+Limited data availability restricted comprehensive efficiency assessment.

Quality (Score: 84%)

+Radiologists scored between 84%-85%.
+Images were of diagnostic quality in 99% of cases.
+7% of reports lacked appropriate differential diagnoses.

+6% of cases had inappropriate conclusions, many correlating with serious discrepancies.

3

“+Communication Gaps: Critical findings were often not clearly conveyed to referring teams.
+Peak Workload Impact: The majority of discrepancies occurred during peak reporting
hours.

<+Specialty Training Needs: Abdomen and neuroimaging discrepancies indicate a need for
focused training.

+Inadequate Report Conclusions: A high percentage of reports lacked comprehensive
findings, contributing to discrepancies.

Recommendations

1. Enhance Communication Protocols: Implement a structured communication workflow
ensuring all critical findings are documented and relayed to referring physicians.

2. Optimize Workflow During Peak Hours: Introduce additional quality control measures
during peak reporting times (11:00 AM - 2:00 PM) to mitigate high error rates.

3. Specialized Training: Conduct targeted training sessions to improve accuracy for
abdominal and neuroimaging interpretation.

4. Implement Continuous Quality Monitoring: Develop a robust internal review system to
monitor reporting trends and discrepancies on an ongoing basis.

5. Increase Sample Review Size: Future reviews should include 24-hour reporting data to
provide a more comprehensive assessment of department performance.

Conclusion

The Hospital Group's Radiology Department demonstrated strong performance in safety
and quality, achieving an overall rating of 92% (4.7 stars). However, key areas such as
communication, workload management, and report accuracy require targeted
improvements. Implementing the recommended strategies will enhance patient safety,
diagnostic accuracy, and operational efficiency.

This case study underscores the importance of continuous quality assurance and structured
review processes in advancing radiology excellence.
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Appendices Appendix B:

Appendix A: Supplemental Data (Review Results) Correlation of contributing factors to Serious Discrepancies
Modality (Per Lear Medical's request, we received a near 50/50 split of CT, Correlation analysis was used to highlight the following questions that are statistically more
MR cases) likely to be graded negatively by Lear Medical's reviewers for serious discrepancies (CAT1
to CAT3). The closer a number is to 1, the stronger the correlation. Medium correlation
== [ O gty M i T . starts at 0.5. The stronger a correlation, the darker the shade in the Correlation Heatmap
= == below.
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