
SUMMARY REPORT
FAILURES IN COMMUNICATION 
OR FOLLOW-UP OF 
UNEXPECTED SIGNIFICANT 
RADIOLOGICAL FINDINGS  
I2018/015
Independent report by the  
Healthcare Safety Investigation Branch

July 2019 Edition

WWW.HSIB.ORG.UK

http://WWW.HSIB.ORG.UK


2



3

PROVIDING FEEDBACK AND COMMENT  
ON HSIB REPORTS

At HSIB we welcome feedback on our investigation 
reports. The best way to share your views and 
comments is to email us at enquiries@hsib.org.uk
We aim to provide a response to all correspondence 
within five working days.

This document, or parts of it, can be copied without 
specific permission providing that the source is 
duly acknowledged, the material is reproduced 
accurately, and it is not used in a derogatory 
manner or in a misleading context.  

© Healthcare Safety Investigation Branch 
copyright 2019.
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A NOTE OF ACKNOWLEDGEMENT

ABOUT HSIB 

The Healthcare Safety Investigation Branch (HSIB) 
conducts independent investigations of patient 
safety concerns in NHS-funded care across England. 

Most harm in healthcare results from problems 
within the systems and processes that determine 
how care is delivered. Our investigations identify 
the contributory factors that have led to harm 
or have the potential to cause harm to patients. 
The recommendations we make aim to improve 

healthcare systems and processes in order to 
reduce risk and improve safety. 

Our organisation values independence, transparency, 
objectivity, expertise and learning for improvement. 

We work closely with patients, families and healthcare 
staff affected by patient safety incidents, and we 
never attribute blame or liability to individuals. 

The patient whose experience is central to 
this investigation is referred to as ‘the patient’ 
throughout this report in accordance with her 
husband’s wishes. HSIB would like to thank the 
patient’s husband, whose information has helped 
inform the investigation and provided invaluable 
insight into the impact of such incidents.

OUR INDEPENDENCE
We are funded by the Department of Health and 
Social Care and sponsored by NHS England and 
NHS Improvement, but we operate independently. 

Following recommendations from a parliamentary 
select committee in August 2018, we expect that 
a Bill for establishing the Health Service Safety 
Investigations Body (HSSIB) will be introduced 
to Parliament soon. The Bill will establish our full 
statutory independence and enshrine our right to 
conduct national investigations under protected 
disclosure. This provision, commonly known as 

‘safe space’, enables staff to share their experience 
of a patient safety incident without fear of reprisal. 
It does not prevent us from sharing important 
details with families, regulators or organisations 
about an incident or to address immediate risks to 
patient safety. 

The Health Service Safety Investigations Bill will 
also establish our responsibility for NHS maternity 
investigations that meet specific criteria. Full 
information about the draft Bill is available on the 
Department of Health and Social Care website.

We also thank the NHS staff, specialists and subject 
matter advisors1 who have given their time to 
provide us with information and expertise which has 
contributed towards this report; and the stakeholder 
organisations, royal colleges, professional bodies 
who have supported the investigation.

1  The subject matter advisors included five practising consultant radiologists, including: 

• the Patient Safety Advisor to the Royal College of Radiologists
• the National Clinical Director for Diagnostics for NHS England
• the Medical Director for Professionsal Practice for Clinical Radiology at the Royal college of Radiologists
• the National Advisor for Imaging for NHS Improvement
• a consultant with experience of designing and implementing a results acknowledgement system, who was formerly an assessor for the 

Imaging Services Accreditation Scheme. 

Subject matter advice on emergency department practice was provided by the Chair of the Royal College of Emergency Medicine’s Safer 
Care Committee.

Subject matter expertise on lung cancer was provided by a practising respiratory consultant who is also the Clinical Director for Audit and
Accreditation at the Royal College of Physicians and Chair of the British Thoracic Society Specialist Advisory Group.

https://www.gov.uk/government/organisations/department-of-health-and-social-care/about
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OUR INVESTIGATIONS

Our team of investigators and analysts have 
diverse experience working in healthcare and other 
safety critical industries and are trained in human 
factors and safety science. We consult widely in 
England and internationally to ensure that our 
work is informed by appropriate clinical and other 
relevant expertise.  

We undertake patient safety investigations through 
two programmes.

NATIONAL INVESTIGATIONS
Our national investigations can encompass any 
patient safety concern that occurred within NHS-
funded care in England after 1 April 2017. We 
consider the requirement to investigate potential 
incidents or issues based on wide sources of 
information including that provided by healthcare 
organisations and our own research and analysis of 
NHS patient safety systems. 

We decide what to investigate based on the scale 
of risk and harm, the impact on individuals involved 
and on public confidence in the healthcare system, 
as well as the potential for learning to prevent future 
harm. We welcome information about patient safety 
concerns from the public, but we do not replace local 
investigations and cannot investigate on behalf of 
families, staff, organisations or regulators.

Our investigation reports identify opportunities 
for relevant organisations with power to make 
appropriate improvements though:

• ‘Safety recommendations’ made with the specific 
intention of preventing future, similar events.

• ‘Safety observations’ with suggested actions for 
wider learning and improvement. 

Our reports also identify actions required during 
an investigation to immediately improve patient 
safety. Organisations subject to our safety 
recommendations are requested to respond to us 
within 90 days. These responses are published on 
our investigation pages. 

Find out more in the investigations section.

MATERNITY INVESTIGATIONS
From 1 April 2018, we became responsible for all 
patient safety investigations of maternity incidents 
occurring in the NHS which meet criteria for the 
Each Baby Counts programme. 

The purpose of this programme is to achieve rapid 
learning and improvement in maternity services, and 
to identify common themes that offer opportunity 
for system-wide change. For these incidents HSIB’s 
investigation replaces the local investigation, 
although the trust remains responsible for Duty of 
Candour and for referring the incident to us. 

We work closely with parents and families, healthcare 
staff and organisations during an investigation. Our 
reports are provided directly to the families involved 
and to the trust. The trust is responsible for actioning 
any safety recommendations we make as a result of 
these investigations. 

We have been operating in all trusts since 1 April 
2019. Our longer-term aim is to make safety 
recommendations to national organisations for 
system-level improvements in maternity services. 
These will be based on common themes arising from 
our trust-level investigations. 

Find out more in the maternity investigations section. 

https://www.hsib.org.uk/investigations-cases/
https://www.hsib.org.uk/investigations-cases/
https://www.rcog.org.uk/eachbabycounts
https://www.hsib.org.uk/maternity/
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EXECUTIVE SUMMARY
The reference event
The patient, a 76-year-old woman, attended the 
emergency department (ED), with chest pain and 
shortness of breath.  

Following tests in the ED, which included a chest 
X-ray, the patient was diagnosed as having had a 
heart attack. She was admitted to a cardiac ward and 
subsequently had a stent inserted in one of the blood 
vessels to her heart to improve blood flow. The patient 
was discharged home following the procedure and 
follow-up was arranged with the cardiac team. 

The chest X-ray report was completed 12 days after 
the X-ray had been performed. The report identified 
a possible lung cancer. The report was sent to the 
ED because the chest X-ray had been requested 
from there. As the patient had been discharged from 
hospital several days earlier, a letter and email were 
sent to the cardiac team whose care she was under to 
inform them of the result. The letter was copied to the 
patient’s general practitioner (GP). The letters were not 
received and, although the email arrived, the result was 
not acted upon. 

Three months later, the patient went to see her GP. 
The GP documented symptoms of weight loss, cough, 
shortness of breath and left-sided chest pain. The GP 
accessed the tests taken during the patient’s previous 
hospital admission and saw the chest X-ray report of a 
possible lung cancer. The GP requested a repeat chest 
X-ray which confirmed these findings. The patient 
was referred for an outpatient appointment with the 
respiratory team at the hospital for suspected lung 
cancer. At this appointment, tests including a CT scan 
were ordered. 

Three days after the appointment with the respiratory 
team, the patient was admitted to hospital with 
increasing breathlessness. During this admission, the 
diagnosis of lung cancer was confirmed.   
The patient became progressively more unwell and 
died just over two months later.
 
The national investigation
Failures in communication or follow-up of unexpected 
significant radiological findings is a nationally 
recognised patient safety risk. HSIB contacted 
the hospital where the reference event occurred 
after it was reported as an incident on the national 
serious incident reporting database. Following initial 
information gathering and evaluation against the HSIB 

patient safety risk criteria (see section 3.2), the Chief 
Investigator authorised a national safety investigation. 
The investigation reviewed the processes for 
communication and follow-up of unexpected 
significant radiological findings to understand why 
such findings are not always received or acted upon. 
The factors that influence the communication of 
results were explored and opportunities to reduce the 
risk of this happening in future were identified.
The investigation paid particular attention to 
unexpected significant radiological findings from chest 
X-rays performed during a patient’s stay in an ED. 
X-rays are the most common radiological examination 
and large volumes are requested from EDs. However, 
the conclusions of this investigation are applicable to 
the communication of radiological findings from other 
areas, and other types of diagnostic test results. 

Findings
• There is wide variation in practice in how unexpected 

significant radiological findings are communicated to 
clinicians. There is also considerable variation in how 
findings are acknowledged by clinicians, if they are 
at all. There is very little assurance that the actions 
indicated by the findings have been taken.

• Unexpected significant radiological findings may be 
communicated by telephone, electronic or paper-
based systems, and involve a variety of policies and 
procedures. It is often a multi-step process, involving 
a number of individuals and information systems; this 
increases the risk of errors. 

• Monitored acknowledgement of radiological findings 
is an important component of a reliable system and 
requires dedicated time and resource. Monitored 
acknowledgement is not in place in many trusts. 

• Opening a report and generating a read receipt is an 
unreliable form of acknowledgement. A more robust 
risk control is for acknowledgement to be a separate, 
distinct action. That said, acknowledgement does 
not guarantee action has been, or will be, taken. 
A system that provided assurance that necessary 
actions had been completed would best mitigate 
risk. Current IT infrastructure in many trusts means 
this is not feasible in the short term.

• There are often many steps before a patient is 
informed of an unexpected significant radiological 
finding. These steps provide opportunities for error. 
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• Inspection of trusts by the Care Quality Commission 
is limited in scope in relation to the communication 
and follow-up of radiological findings. Inspections do 
not look at whether a monitored acknowledgement 
system and other risk controls necessary for a 
reliable system are in place. 

• There is no nationally agreed list of what constitutes 
an unexpected significant finding that should 
trigger an alert. Some trusts have developed lists 
to standardise when alerts should be triggered by 
radiologists and to create a common expectation 
for clinicians.

HSIB MAKES THE FOLLOWING SAFETY 
RECOMMENDATIONS

Recommendation 2019/039:  
It is recommended that the Royal College of 
Radiologists, working with the Society and College of 
Radiographers and other relevant specialties through 
the Academy of Royal Medical Colleges, develops:

1 principles upon which findings should be reported 
as ‘unexpected significant’, ‘critical’ and ‘urgent’

2 a simplified national framework for the coding of 
alerts on radiology reports

3 a list of conditions for which an alert should always be 
triggered, where appropriate and feasible to do so. 

 
Recommendation 2019/040:  
It is recommended that NHS England and NHS 
Improvement’s patient safety team takes steps 
to ensure providers are aware of the safety 
recommendations in this report and act to 
implement the key findings regarding risk controls 
such as a monitored acknowledgement system for 
critical, urgent and unexpected significant findings.

Recommendation 2019/041: 
It is recommended that NHSX develops a method 
of digitally notifying patients of results. This should 
be used to inform patients of unexpected significant 
radiological findings after an agreed timeframe. It 
should be developed in conjunction with the Royal 
College of Radiologists. The notification system 
should be tested and evaluated.  

Recommendation 2018/042: 
It is recommended that the Care Quality Commission 
amends all appropriate core service frameworks 
to include risk controls identified in this report, to 
mitigate the risk of significant abnormal findings not 
being followed up.

HSIB MAKES THE FOLLOWING SAFETY 
OBSERVATIONS

There is an established model of radiology 
departments requesting a CT scan for chest X-rays 
referred from GPs that show possible lung cancer. 
Two trusts are extending this to chest X-rays referred 
from the emergency department.

It would be beneficial for this practice to be evaluated.

Observation to the Royal College of Radiologists:
Given the likely wider use of artificial intelligence 
in the future, some standardisation of radiology 
reports may be required. It would be beneficial for 
this to be evaluated.

SAFETY ACTIONS CARRIED OUT AND/OR 
IN PROGRESS

The Academy of Medical Royal Colleges has written 
a statement endorsing the need to ensure clinicians 
act on alerted radiological findings and that a 
monitored acknowledgement system is in place in all 
local organisations. 

Whether this is a single centralised system or 
specialty-specific process is for local decision 
depending on the available infrastructure.
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FURTHER  
INFORMATION 
More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 

If you would like to request an investigation 
then please read our guidance before 
submitting a safety awareness form.

 @hsib_org is our Twitter handle. We use 
this feed to raise awareness of our work and 
to direct followers to our publications, news 
and events.

CONTACT US
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk 

We monitor this inbox during normal office 
hours - Monday to Fridays (not bank holidays) 
from 0900hrs to 1700hrs. We aim to respond 
to enquiries within five working days.

To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk

https://www.hsib.org.uk/investigations-cases/how-to-request-an-investigation/
https://twitter.com/hsib_org

