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Abstract:

Delayed or incomplete test result follow-up, which can result in missing or delayed diagnosis, is a significant
concern in the outpatient context. There is a strong correlation between delayed follow-up of test results and
negative patient outcomes, including higher death rates. Additionally, a significant number of medical
malpractice lawsuits are attributed to this issue. However, making enhancements is challenging due to the
intricate nature of the test result follow-up procedure. An investigation was conducted at an academic medical
facility to assess the safety culture of test result follow-up. This was done by analyzing qualitative and
quantitative data on patient safety and quality of treatment. The aim was to assess the evidence that quantifies
the degree to which physicians, nurses, and laboratory personnel follow up on test results for ambulatory
patients, and the resulting effect on patient outcomes. The lack of follow-up on test findings for hospital patients
is a significant issue. The presence of adverse effects on patients due to the failure to act on crucial findings,
along with the progress in the capabilities of clinical information systems, provides a compelling argument for
the necessity to investigate potential remedies. These treatments should encompass measures such as online
validation of outcomes.
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Introduction:

The World Alliance for Patient Safety has recently
recognized inadequate test result monitoring as one
of the primary factors that contribute to dangerous
patient care. Neglecting to pursue test results
heightens the likelihood of overlooked or
postponed diagnosis. This might result in less than
optimum clinical results, which may have legal
consequences [1].

Healthcare professionals, including clinicians,
nurses, and clinical laboratory personnel, are
worried about the lack of organization in their test
management methods, which has led to significant
inconsistencies. According to claims, the
utilization of information technology can enhance
this process by making it safer, simpler, and more
organized, hence decreasing the likelihood of
overlooking findings [2]. However, there is a
scarcity of data about its practical effectiveness.
The procedure of overseeing the follow-up of
diagnostic and radiological test findings is intricate.
The process involves the interchange of
information among patients, physicians, nurses,
and laboratories using a combination of
information systems, including as paper-based,
telephone, and computer  systems, and
encompasses a range of rules and procedures [2,3].
The lack of follow-up on test findings is a
significant safety concern that has been recognized
as a serious issue in outpatient settings. The
existing methods and processes are characterized
by a lack of uniformity and organization, and both
physicians and patients recognize the need for
improvement in this regard. The testing procedure
in ambulatory settings is intricate and may be
categorized into three main phases: pre-analytic,
analytic, and post-analytic. Each  phase
encompasses many procedures and involves
several individuals, including doctors, patients,
office and laboratory workers, and nursing
professionals [4,5].

Review:

The majority of primary care offices do not utilize
electronic health records, and the majority of them
communicate  with  numerous laboratories,
frequently  without  internet  connectivity.
Physicians face additional challenges due to the
increased number of tests and the time-consuming
process of following up on them. Neglecting to
provide subsequent attention can result in missed or
postponed diagnoses, which adversely affect the
quality of patient treatment and may potentially
have legal consequences for healthcare institutions
and practitioners [6].

Lacking awareness of the magnitude of the issue,
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several professionals may underestimate its scope
and hence neglect to implement any measures to
enhance the procedure. Receiving feedback on
medical mistakes is crucial to counteract excessive
trust in decision-making about diagnostic
precision. Ambulatory settings bring unique
obstacles for efficient test management, in addition
to the ones already encountered in acute care
settings [7].

Test management is the exchange of information
among many stakeholders in healthcare, including
physicians, nurses, clerks, laboratory personnel,
and patients. Research indicated that the methods
used to follow up on tests differed among people
and practice contexts. Non-physician personnel,
such as nurses and practice managers, were also
included in the follow-up phase of the test [8].

Multiple studies have shown a lack of clear
directives about the individuals responsible for
notifying patients of their findings, as well as the
appropriate methods and timing for doing so. In
2007, Singh et al. [9] shown that they had decreased
rates of missed abnormal imaging findings
compared to other studies. They attributed this to
the implementation of standardized methods and
procedures for following up on abnormal test
results, along with the use of an electronic
notification system for test results.

Three studies assessed the efficacy of an automated
warning system in promptly notifying healthcare
providers about abnormal radiology and laboratory
test findings [9,10]. Despite certain limitations that
may restrict generalization, such as the distinct
attributes of the predominantly male veteran
population in the Veterans Affairs (VA) system, the
use of the VA's in-house electronic medical record
(EMR) system, and the absence of pre-EMR data
for comparison, the findings indicate that the rates
of loss to follow-up were lower compared to sites
that do not utilize information technology.
Nevertheless, despite the presence of the advanced
electronic alarm system, a certain percentage of
findings were still overlooked: 4% (45 out of 1017)
of critical imaging findings, 11% of alarms for
abnormal imaging (both  recognized and
unacknowledged), and 6.8% of defined abnormal
laboratory tests. In the study conducted by Singh et
al. [10], it was found that 10.2% of alerts were not
acknowledged by physicians, meaning that they did
not click on or open the message within two weeks
of receiving it. The study also showed that there
was no significant difference in timely follow-up
between acknowledged and unacknowledged

319



Role Of Physicians-Nurses And Laboratory In Following Up The Test Result For Ambulatory Patient

alerts, with rates of 6.4% and 10.1% respectively
(P=0.13).

Only two studies documented comprehensive
electronic test management systems, in which tests
were requested and results were reported
electronically, without any reliance on paper. The
incidence of missing findings was substantial in
both of these trials, although one could contend that
the technology accentuated the issue, rendering it
more apparent and quantifiable. The prevalence of
high rates was observed in hospitals that
exclusively relied on paper-based systems, as well
as in those that employed a combination of paper
and electronic systems [11]. No correlation was
found between the used system and the magnitude
of unreported test findings. Additional research has
indicated that the utilization of hybrid paper and
electronic clinical information systems is linked to
mistakes and duplications, whereas fully electronic
systems exhibit less errors [11]. An analysis of
outpatient test results found that using a partial
electronic medical record (a combination of paper-
based progress notes and electronic test results, or
vice versa) was linked to a higher likelihood of
failing to inform patients about clinically
significant results. This was compared to not
having an electronic medical record at all (odds
ratio = 1.92, p = 0.03), or compared to having an
electronic medical record that included both
progress notes and test results (odds ratio = 2.37, p
= 0.007) [12]. An assessment of an electronic
results management system in paediatric
ambulatory care revealed that practices that fully
implemented the electronic system experienced
improvements in efficiency, reliability, timeliness,
and provider satisfaction. However, some practices
that only partially implemented the system reported
decreased efficiency and an increased risk of losing
test results [13].

Two studies examined the relationship between
patients' perception of their clinician's promptness
in responding to their test results and physician
response time and response rate. The studies
revealed notable disparities in both response time
and response rate between physicians who were
highly rated and those who were poorly rated.
Physicians with higher ratings had quicker reaction
times and addressed a greater number of messages
compared to physicians with lower ratings.
Physicians  exhibited a higher level of
responsiveness to regular-priority test findings
compared to high-priority test results. It is
hypothesized that this might be attributed to the
extended duration required to formulate a
management strategy for the high-priority
messages, resulting in their prolonged presence in
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the physician's In Basket. Another potential
scenario is that the physician acknowledges the
message using a communication mode that is not
recorded in our system (such as a phone call to the
patient) and subsequently revisits the message at a
later point, once the plan has been finalized. Further
inquiry is required to have a deeper understanding
of this matter [14,15]. It is necessary to build
alternative approaches for managing test results.
One such approach involves use electronic triggers
to detect patients who have not received follow-up.
Nevertheless, electronic warnings alone are
insufficient for resolving test result management.
Institutions should also establish comprehensive
processes for the follow-up of test results across the
whole institution. Several suggestions have been
put up about the handling of test results.
Nevertheless, obtaining empirical evidence to
substantiate shifts in safety culture within the
ambulatory context might pose a challenge. The
data sources identified in this study offer significant
insights into the patient safety culture at an
academic medical institution [15].

Conclusion:

These grievances exemplify the patient's encounter
and have previously been utilized in enhancing the
quality of care. Almost all hospitals possess an
electronic safety reporting system to document and
analyze near misses and errors. This system allows
healthcare personnel to submit safety issues for
investigation, tracking, and trend analysis. With the
growing adoption of electronic health record
(EHR) systems, it is now feasible to directly
monitor safety. One such metric is the percentage
of aberrant test findings that are promptly
examined. While these sources have been utilized
separately in the past for the purpose of enhancing
quality and conducting research, there has not been
a comprehensive examination of how they might be
effectively combined and what the specific
advantages and disadvantages are for each source
of information.
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