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Most primary care providers 
can recall a case in which 
an abnormal diagnostic 
test result was overlooked. 

It may have been as simple as a still-
elevated low-density lipoprotein cho-
lesterol value that came in after the 
patient’s annual clinic visit and went 
unnoticed, leading to continuation 
of ineffective medication dosing until 
the following year’s visit. Or, perhaps 
it was an overlooked elevated pros-
tate-specific antigen (PSA) level or 
abnormal imaging study that resulted 
in a delayed cancer diagnosis. No 
clinician wants his or her patient to 
experience unnecessary delays in di-
agnosis or treatment. Furthermore, 
there is a risk of legal action—for 
both the provider who ordered the 

test and the diagnostic service that 
completed it—when an overlooked 
abnormal test result interferes with 
proper disease management.1 

Nevertheless, increasing evidence 
suggests that the absence of an ap-
propriate clinical response following 
documentation of a clinically signifi-
cant abnormality through diagnostic 
testing is a common medical error in 
the ambulatory care setting.2–7 Inves-
tigations into the true incidence of 
these cases of “missed results” have 
demonstrated rates between 0.06% 
and 0.2% for missed abnormal labo-
ratory test results and 2% for missed 
abnormal results of imaging stud-
ies.3–5 While these rates may appear 
small, their impact becomes more 
clear when applied to actual num-
bers of annual tests performed in a 
health system. For example, these 
percentages would indicate that, of 
the roughly 9.2 million diagnostic 
tests (approximately 200,000 imag-
ing studies and over nine million 
laboratory tests) completed in the VA 
Midwest Veterans Health Care Net-
work (VISN 23) in 2005, anywhere 
between 9,000 and 22,000 may have 
shown clinically significant abnor-
malities that did not receive the ap-
propriate clinical response. 

One might argue that, since these 
rates for missed results were devel-
oped largely in private institutions, 

they might not be easily generalized 
to the VA, which uses one of the most 
sophisticated electronic medical re-
cords available.8 It is true that the VA’s 
computerized patient record system 
(CPRS) incorporates many features 
that have been proposed to help de-
crease errors related to missed results, 
such as diagnostic result reporting 
that is integrated with clinical notes, 
medication lists, future appointments, 
and diagnostic history.6,7,9 Yet, even 
with this system in place, experi-
ence demonstrates that cases occur 
in which abnormal results are over-
looked by the ordering clinicians and 
treatment is delayed. Why does this 
problem persist? What is the scope of 
the problem in VA institutions? And, 
most important, what can be done to 
decrease the burden of missed results?

In this article, we discuss how our 
VISN is tackling these issues. We de-
scribe the development of and find-
ings from an investigation into VISN 
23 results reporting that involved staff 
surveys and veterans focus groups. 
Next, using a model for analyzing the 
results management process found in 
the medical literature, we examine our 
VISN’s procedures to tease out factors 
contributing to error. Finally, we sum-
marize the recommended interven-
tions—some of which we have begun 
implementing in VISN 23—and their 
potential impact on results reporting.
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DeVelopiNg A ViSN-WiDe 
QuAliTy iNiTiATiVe
VISN 23 is a largely rural network 
covering North and South Dakota, 
Nebraska, Iowa, Minnesota, and 
western Wisconsin. It has many 
small, rural, community-based outpa-
tient clinics and hospitals and several 
large, tertiary care, university-affili-
ated, teaching hospitals. Medical staff 
at these facilities are also diverse, in-
cluding full-time, primary care VA 
practitioners; part-time, specialty 
staff; affiliated faculty with dual ap-
pointments in the local medical 
schools; and resident physicians.

In 2004, the VISN 23 Executive 
Leadership Council set as one of its 
strategic priorities the elimination 
of needless delays and waste due 
to missed test results. A multidisci-
plinary Results Reporting Task Force 
(RRTF) was created to lead this qual-
ity improvement initiative. The RRTF 
was asked to assess the current state 
of results reporting, identify major 
vulnerabilities, and recommend strat-
egies for improvement that would be 
consistent with veteran preferences. 
In fulfilling these tasks and develop-
ing its recommendations, the RRTF 
decided to use staff surveys, veteran 
focus groups, and a review of medical 
literature on results reporting.

STAff SuRVeyS 
To assess the current state of results 
reporting across VISN 23, the RRTF 
inserted two questions about test 
results management into an exist-
ing provider satisfaction survey con-
ducted by the network. This was an 
anonymous, internet-based survey, 
for which invitations to participate 
were sent electronically to 737 physi-
cians and mid-level providers in pri-
mary care, specialty medicine, and 
mental health in September 2005. 
The first of the two results manage-
ment questions asked: “How satisfied 

are you with the process for reporting 
diagnostic test results back to your 
patients?” Respondents rated their 
satisfaction using a five-point Likert 
scale, in which 1 indicated the most 
favorable response. The second ques-
tion instructed respondents to: “Se-
lect the response that best describes 
how you report diagnostic test results 
back to your patients.” The response 
choices were: “all including normal 
results,” “mostly all results includ-
ing normal,” “only abnormal result,” 
“only abnormal results that require 
a change in therapy,” “only critical 
results,” “never report results,” and “I 
don’t order diagnostic tests.” 

In addition, the RRTF developed 
a brief, anonymous, internet-based 
survey that went into more specific 
detail about strategies for test re-
sults management, to be completed 
by both providers (physicians, nurse 
practitioners, and physician assis-
tants) and nonproviders (supportive 
nursing, clerical, and administrative 
staff). For this survey, we used exist-
ing electronic mail groups to invite 
these individuals to participate. Pri-
mary and Specialty Medicine Service 
Line (PSMSL) groups were chosen 
because they request the bulk of the 
diagnostic services and because they 
have consistently maintained their 
mail listings. We also included Spe-
cialty Service Line (primarily surgical 
services) physician, nursing, and ad-
ministrative leaders in order to incor-
porate some surgical perspectives and 
because these mail groups also were 
well maintained. In total, 370 invita-
tions were sent: 245 to providers, 87 
to nurses, and 38 to clerical and ad-
ministrative staff. 

The staff survey asked about the 
use of standard operating procedures 
(SOPs), the presence of residents or 
fellows in respondents’ clinics (trainee 
clinics), and the management of re-
sults during the absence of the pro-

vider who had ordered the diagnostic 
study. In addition, as an indirect mea-
sure of the frequency with which pa-
tients cannot easily obtain their test 
results from the ordering service, pro-
viders only were asked how many pa-
tients they had encountered who had 
been redirected (by the ordering spe-
cialty service) to their clinic in order 
to find out their test results (known 
as “patient diversions”). 

SuRVey fiNDiNgS 

provider satisfaction survey
The provider satisfaction survey 
yielded 447 responses (59%) to the 
questions about results reporting. 
There was no significant variation 
according to the type of provider 
(mental health, specialty medicine, 
or primary care) for either of the two 
questions (P > .5). 

The satisfaction level with current 
processes for results management was 
just above neutral at 3.43. Overall, 
31% indicated they were dissatisfied 
with the current processes, and 4% 
indicated they were very dissatisfied. 

Excluding those who said they do 
not order diagnostic tests, just over 
half of the providers indicated they 
generally report normal and abnor-
mal results to patients, with 34% 
choosing the “all results” answer and 
23% choosing the “mostly all results” 
answer (Figure 1). Among the other 
respondents, 21% indicated they re-
port only abnormal results, 17% in-
dicated they report only abnormal 
results that require a change in ther-
apy, 3% indicated they report only 
critical results, and 1% indicated they 
never report results.

RRTf results management  
survey
On the RRTF results management 
survey, 143 (39%) of the 370 staff 
members contacted (providers and 
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nonproviders) responded to the first 
part of the survey. A similar response 
rate (42%) was seen among the 245 
providers contacted for the second 
part of the survey. 

On the first part of the survey, many 
respondents reported that their clinic 
had inadequate results management 
procedures in place. Approximately 
60% of all respondents indicated that 
their clinic did not have an SOP in 
place for reporting test results. And, 
consistent with the provider satisfac-
tion survey, approximately half of 
respondents to the RRTF survey indi-
cated they routinely provided all test 
results to patients. 

The management of results report-
ing during provider absences was 
variable, and we received a substan-

tial number of “other” responses that 
described the use of surrogate assign-
ment through CPRS. Accordingly, 
we reclassified the “other” responses 
into two broad categories of “CPRS-
assigned surrogate” or “other” (non-
surrogate) procedure. In addition, 
because trainee clinics may experience 
different issues due to the infrequency 
with which they are held (typically 
every other week), we separated the 
findings from this survey question 
into respondents from trainee clin-
ics and respondents from clinics with 
only VA staff (VA-staffed clinics).

The trainee clinic findings indi-
cated that 21% of these clinics use an 
official sign-out procedure to assign 
diagnostic test reporting to other pro-
viders, 14% use a surrogate assign-

ment in CPRS, and 3% use an other 
(nonsurrogate) procedure (Figure 2). 
The remainder of the respondents 
(62%) indicated that no official sign-
out process took place. Specifically, 
14% reported that the provider team 
monitors all results, 24% reported 
that nurses monitor the results that 
come in for the absent providers, 
17% reported that patients must con-
tact the clinic for results and have the 
clinic staff on service address their 
questions, and 7% reported that pa-
tients must contact the clinic for 
results and be redirected elsewhere 
(such as urgent care or primary care) 
to have questions answered. 

When we examined survey re-
sponses from VA-staffed clinics, we 
found that, compared with trainee 

Figure 1. Findings from the provider satisfaction survey on the question of what type of results are typically reported back to patients.  
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clinics, they were more likely to use a 
surrogate assignment in CPRS (23%) 
or other (nonsurrogate) procedure 
(13%) and less likely to use an of-
ficial sign-out procedure (8%) (Fig-
ure 3). That left 56% of respondents 
from VA-staffed clinics who indicated 
that no official sign-out process took 
place. Specifically, 29% reported that 
nurses monitor the results that come 
in for the absent providers, 25% re-
ported that patients must contact the 
clinic for results and have the clinic 
staff on service address their ques-
tions, and 2% reported that patients 
must contact the clinic for results 
and be redirected elsewhere (such as 
urgent care or primary care) to have 
questions answered. 

Among the providers who re-
sponded to the second portion of the 
survey, the majority (64%) indicated 
that they had encountered one or 
more patient diversions—for a total 
of 172 patient diversions. (This total 
was calculated using the mean of all 
responses.) 

VeTeRAN foCuS gRoupS
The RRTF also conducted focus 
groups with veteran patients and 
their families at the VA Iowa City 
Healthcare System, Iowa City, IA to 
investigate veteran experiences and 
preferences for notification of their 
test results. We generated the invita-
tion list for participation in the focus 
groups using records of patient pri-

mary care appointments on the days 
the focus groups were scheduled to 
be held. 

We conducted three focus group 
sessions with a total of 15 partici-
pants (three participants each in the 
first and second groups, and nine 
participants in the third group). Dur-
ing these sessions the veterans were 
asked open-ended questions about 
their current experiences, expecta-
tions, and preferences regarding how 
they receive information about test 
results. Veterans also were asked spe-
cifically about their comfort with the 
use of telephone-based secure mes-
saging systems, MyHealtheVet (an 
internet-based communication tool 
developed by the VHA), letters from 
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Figure 2. Findings in trainee clinics from the Results Reporting Task Force survey regarding procedures for managing results reporting in 
the absence of the ordering provider. *CPRS = computerized patient record system. †UC = urgent care. ‡PC = primary care.

CPRS*-assigned surrogate
14%

Other (nonsurrogate) procedure
3%

No process, patient must con-
tact clinic—patient questions 

answered by provider, trainee, or 
staff member on service

17%

No process, patient must  
contact clinic—patient questions  

referred to UC† or PC‡ 

7%

No sign out—nurses monitor 
for critical results

24%

No sign out—providers monitor
14%

Sign out to provider
21%



providers, and receipt of copies of test 
results directly from the diagnostic 
service or from the medical records 
department.  

Many veterans in the focus groups 
expressed that they did not routinely 
receive test results (Table). They fur-
ther indicated a desire to be notified 
of all diagnostic test results. While 
the veterans generally indicated that 
telephone messages would be an ac-
ceptable means of communication if 
the test result was normal or if the 
veteran was relatively healthy, many 
stated a preference for having an of-
ficial, written copy of the results for 
their files. These veterans specified 
that they would like to have this of-
ficial copy either handed to them 
by their provider during their medi-

cal visit, sent from the provider in a 
follow-up letter, or mailed directly 
from the diagnostic service or medi-
cal records department. The veterans 
also expressed a strong interest in re-
ceiving information about their test 
results through a secure telephone 
messaging system or the VHA’s My-
HealtheVet internet portal and in 
being notified automatically when an 
imaging study revealed a significant 
abnormality. 

bReAkiNg DoWN THe pRoCeSS
Before taking steps to improve the 
procedures for results management 
in VISN 23, the RRTF undertook an 
analysis to improve our understand-
ing of the underlying factors con-
tributing to the overall problem. We 

selected the Hickner model, which 
breaks down the diagnostic test 
management process,10 to guide our 
analysis. According to this model, the 
process is composed of three phases 
(preanalytic, analytic, and postana-
lytic), which can be broken down 
further into a series of six steps— 
beginning with the provider’s deci-
sion to obtain a diagnostic test and 
culminating with the provider ex-
plaining to the patient how the test 
results affect the patient’s health and 
medical care. Each step asks a vital 
question that relates to possible errors  
inherent in that part of the test man-
agement process. 
•	 	Step 1: Is the right test ordered 

and implemented? Because this 
step involves multiple actions 
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Figure 3. Findings in VA-staffed clinics from the Results Reporting Task Force survey regarding procedures for managing results report-
ing in the absence of the ordering provider. *CPRS = computerized patient record system. †UC = urgent care. ‡PC = primary care.
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(the test is selected, ordered, and 
scheduled; the patient is notified 
and properly prepared for the test; 
and the patient follows through 
with the preparation instructions) 
taken by multiple individuals (pro-
viders, support staff, and patients) 
who must interact effectively, there 
are many points at which commu-
nication errors can occur, leading 
to a breakdown in the preanalytic 
process.11,12 Given our survey re-
sults, which indicated that most 
VISN 23 clinics do not have SOPs 

in place for managing and report-
ing results, it is probable that those 
same clinics also lack SOPs guid-
ing the ordering and scheduling 
of tests. Therefore, there is likely a 
significant risk of human error in 
our preanalytic phase of diagnostic 
testing.  

•	 	Step 2: Is the diagnostic study 
completed correctly with reliable 
results? Because an evaluation of 
the VISN 23 diagnostic services 
themselves was not included in the 
scope of our investigation, we chose 

not to address this step. For the 
purposes of this analysis, therefore, 
we presume that diagnostic services 
routinely complete the analytic 
phase within acceptable standard er- 
ror rates. 

•	 	Step 3: Are the results tracked 
and returned to the clinician? 
This step requires effective track-
ing systems and some type of veri-
fication of provider review. Because 
of the integration of diagnostic ser-
vices and clinical notes in CPRS, 
most test results are uploaded im-

Continued on page 34
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Table. Responses from veteran focus groups regarding results management

Topic  Focus group response  Example

Current result reporting Half of the veterans indicated they generally  Veterans said they most 
 did not receive notification of their test results.   often were told, “I will call 
 The most common strategy was reporting of  you only for problems.” 
 abnormal results only.

Preferred results  The veterans expressed a desire to receive  “If my medicines change, I 
reporting strategy notification of all results, preferably in writing. need to have that in writing, 
    for my other doctors....”

Telephone notification Telephone results are acceptable for normal  “If I am pretty healthy, on 
 results, especially if the veteran is not taking  no medicines, a phone call 
 chronic medication.  is fine and easier….”

Copies of results Veterans want their providers to explain their  “I want the copy of the report. 
 results in lay terms, but many also want official  I can take that to my doctor 
 copies of the results—despite the technical  back home, or to other people 
 medical language used in these documents. in my family who can help me....”

Direct notification from  Veterans would like to be alerted of critical “…I want to get notified right 
diagnostic service results by the diagnostic service, even if that  away. It is OK if I get the letter 
 alert might arrive ahead of any contact from  ahead of my doctor, particu-  
 their providers.  larly if you tell me that you   
   have been trying to reach me  
   and that I should contact you  
   if I have not already spoken   
   with someone about this test….” 

Other comments  Veterans expressed frustration that they are  “…I bring official reports to
 expected to deliver copies of medical notes  you when I come to clinic; 
 from non-VA physicians when visiting a VA  why do you hesitate to let 
 provider, yet they encounter difficulties getting  me have official reports…?” 
 copies of their results from the VA.



mediately into the clinical record, 
making them instantaneously 
available to all clinicians. Spe-
cific electronic notification of 
the results occurs through “view 
alerts” that are sent to the order-
ing provider’s inbox. Recogniz-
ing the possibility of notification 
overload, however, many VA fa-
cilities in VISN 23 have reduced 
greatly the number of mandatory 
notifications for their providers, 
giving providers control over their 
own notification settings. For ex-
ample, providers might be allowed 
to choose between settings that 
would show them all diagnostic 
test results, abnormal results only, 
or mandatory (critical) results  
(the facility’s clinical executive 
boards typically approve the defin-
ition of critical values as proposed 
by the diagnostic services). In ad-
dition, if alerts are not mandatory, 
CPRS cannot record provider re-
view of the results with an elec-
tronic signature. Furthermore, in 
an effort to deal with information 
overload, providers often find  
ways to ignore even mandatory 
notifications in electronic medical 
record systems similar to the VA’s 
CPRS.7,9 As a result, despite the 
fact that the inclusion of a stan- 
dard process for hand-off of clin-
ical responsibilities between one 
provider and another is known to 
be an important safety feature of 
such systems,13 considerable varia-
tion exists in the provider review 
processes, which in turn increases 
the risk of human error. 

•	 	Step 4: Has the correct response 
to results been performed and 
documented in the medical re-
cord? CPRS does not have a report 
that specifically tracks whether 
this crucial part of the process 
occurs. If an SOP were to guide 
documentation in CPRS, this step 

would be easier to monitor. At 
present, any documentation in the 
medical record occurs on a case-
by-case basis. 

•	 	Step 5: Was the patient notified 
of test results and the treatment 
plan? Our staff survey results indi-
cate that patient notification stan-
dards have not been developed 
and universally applied and that 
patient notification of test results 
is variable. 

•	 	Step 6: Was the patient monitored 
through follow-up of the recom-
mended treatment plan? Again, 
VA clinical teams do not have ac-
cess to a convenient method of 

tracking the recommended follow-
up to ensure the patient completes 
subsequent diagnostic or treatment 
measures. Although care manage-
ment functions within CPRS allow 
providers to create a report that 
identifies patients who’ve had a 
particular abnormal test result, use 
of this function has been restricted 
within VISN 23 due to the adverse 
impact that wide use has had on 
computer response time. 
In summary, the existing systems 

configured within CPRS have neither 
mandated nor documented provider 
review of diagnostic test results. Also, 
while CPRS provides many useful 
tools for patient care, it has not guar-
anteed that all patients receive the 

appropriate clinical response to an 
abnormal test result. It’s important to 
note that the capabilities within CPRS 
and other electronic medical record 
systems differ, and some of these is-
sues may be addressed more fully in 
commercial systems. It’s likely that 
subsequent releases of CPRS will ad-
dress some of these concerns. 

WoRkiNg ToWARD A beTTeR 
SySTeM

implementing Sops
Based on the findings of the staff sur-
vey, veterans focus groups, and model 
analysis, the RRTF concluded that 

universal adoption of SOPs for results 
management is needed to guide com-
munication during the preanalytic 
and postanalytic phases of diagnostic 
testing in VISN 23. This conclusion  
is supported by reports from the Insti-
tute of Medicine, which suggest that 
implementation of SOPs effectively  
reduces errors in multiple hospital  
settings.14,15 

Universal implementation of SOPs 
for results management throughout 
a multisite health care network like 
VISN 23 entails a major commitment 
on the part of clinical leaders, provid-
ers, support staff, and administrative 
staff. Additionally, significant reengi-
neering of clinical and administrative 
processes would be required to ensure 
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VA clinical teams do not have access to a 
convenient method of tracking the recom-
mended follow-up to ensure the patient 
completes subsequent diagnostic or treat-
ment measures.



consistent reporting of outpatient di-
agnostic tests to veterans. In reality, 
any increase in the use of SOPs in am-
bulatory clinics would have a major 
impact in reducing errors related to 
missed results. Therefore, the RRTF 
has undertaken steps to introduce re-
sults management SOPs into VISN 23 
ambulatory clinics, with the eventual 
goal of universal implementation. 

Recognizing that successful im-
plementation of these SOPs would 
require strong clinical champions to 
succeed, our first step was to enlist 
the support of clinical leaders in the 
PSMSL. These leaders were recruited 
to assist in the development of rec-
ommended timeframes for patient 
notification and timelines for imple-
mentation and to define the roles of 
nurses in reporting results. 

Once we had the endorsement of 
the PSMSL, we worked with the chief 
medical officer and the VISN clini-
cal leaders to develop the draft “VISN 
23 Policy for the Management and 
Reporting of Diagnostic Test Results 
to Outpatients.” As the policy made 
its way through the approval pro-
cess, it was modified to create a 14-
month implementation timeline and 
to identify the specific high priority 
tests, such as cancer screening and 
diabetic surveillance tests, on which 
to place initial focus. At press time, 
the network director had signed the 
policy, and facilities had begun the 
process of initial pilot testing for local 
test result management and reporting 
strategies.

Monitors also have been identi-
fied to assess progress in the imple-
mentation of the new policy and its 
impact on health care. The commit-
ment and enthusiasm of the clinical 
leaders, chiefs of staff, and facility di-
rectors will have the most immediate 
influence on the speed with which 
associated culture shifts and clinical 
practice changes take place. 

improving patient notification 
The focus group responses indicated 
that many veterans prefer to have 
their tests completed prior to their 
clinic visit, to obtain official copies 
or summaries of their test results for 
their files, and to have a face-to-face 
review of these results with their pro-
viders. While this is possible for the 
vast majority of patients who are seen 

at VISN 23 parent facilities, it gener-
ally is impossible for those who are 
seen at the many community-based 
outpatient clinics, which usually send 
tests to the main facility for process-
ing. Thus, at these clinics, test results 
typically are not available until the 
following day.

In a survey of internal medicine 
physicians, working in the private 
sector with a sophisticated electronic 
medical record system, researchers 
found that the physicians spent more 
than 74 minutes each day managing 
results and were frustrated by the 
absence of “provider-friendly” com-
puter-generated result letters or mon-
itoring systems.7 In VISN 23, we have 
observed similar clinical concerns. 
An important strategy for the RRTF, 
therefore, has been collaboration with 
clinical services to develop more ef-
ficient tools for providers to create 
result summaries for clinic use and 
result letters to send to patients, with 
a minimal commitment of time.

In addition to making it easier for 
providers to give patients their test 
results, we believe that it’s also impor-
tant to help patients learn how to ob-
tain copies of their test results. While 
allowing direct patient notification 
by the diagnostic services, or direct 
access to test results through a secure 
telephone messaging system, would 
ensure patient access to test results, 

setting up either of these notification 
systems would require a commitment 
of time and effort from the informa-
tion resource management depart-
ment. On the other hand, educating 
patients about how they can obtain 
their own clinical notes and test re-
sults from the Release of Information 
Office at their local facility or clinic 
does not require additional program-
ming and, thus, may be easier to im-
plement. It would seem, then, that 
the best options for improving patient 
notification of results in the immedi-
ate future are to work with clinicians 
to make patient notification easier 
(less time intensive) and to increase 
patient awareness of procedures avail-
able to them for obtaining copies of 
their results directly from their local 
Release of Information Office. 

Tracking and monitoring  
systems 
In VISN 23, we currently lack an 
elegant method for tracking diag-

Continued on page 41
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The RRTF concluded that universal adop-
tion of SOPs for results management is 
needed to guide communication during  
the preanalytic and postanalytic phases  
of diagnostic testing.



nostic tests and identifying when a 
patient with abnormal test results has 
not received an appropriate clinical 
response. CPRS has some capabili-
ties for notifying providers of tasks 
that must be completed, but given 
individuals’ limitations on process-
ing large volumes of information, 
data filters are needed. These “smart 
monitors” would use potent filtering 
algorithms to monitor the diagnostic 
processes, facilitate appropriate care 
for the patients,16,17 and alert provid-
ers only when it is necessary for them 
to make a clinical decision. 

Until such smart monitors become 
available, it would be helpful to estab-
lish monitoring systems that would 
target certain diagnostic studies that 
are more likely to be missed, with 
consequential harm to patients. These 
studies might include anatomic pa-
thology reports showing malignant or 
premalignant changes, imaging reports 
that raise suspicion of a possible malig-
nancy or another unrecognized clini-
cally significant abnormality, and other 
cancer screening diagnostics (such as 
elevated PSA values). Another option 
would be to use the query or report 
function within the Veterans Health 
Information Systems and Technology 
Architecture to identify specific abnor-
mal test results that should be moni-
tored for appropriate follow-up. Either 
approach requires programming time 
or individuals with sophisticated elec-
tronic skills to create and run the re-
ports. The RRTF is working to develop 
and test “smart monitors” that can 
provide some of the above functions. 
In the interim, careful use of SOPs re-
mains the best solution to ensure that 
diagnostic results have not been over-
looked by clinicians. 

In addition to tracking the tests 
as they are performed to prevent er-
rors, there is also a need to moni-
tor outcomes data to keep abreast 
of error rates and ensure continual 

improvement. In order to continu-
ally assess the issues related to results 
reporting, the RRTF conducts twice 
yearly, web-based provider surveys 
to track the types and frequency of 
both missed results and treatment 
delays encountered in primary care 
and to gain better understanding of 
provider perspectives on these issues. 
Furthermore, a question about pa-
tient receipt of test results has been 
added to the patient satisfaction sur-
veys conducted each month within 
primary care. These measures are 
used to support the facility and VISN 
quality improvement teams and clini-
cal services working to decrease the 
burden of diagnostic errors related to 
missed results. 

potential role of web initiatives 
Increasingly, patients are taking an ac-
tive role in their health care—which 
includes the maintenance of their 
own health files with copies of clini-
cal notes and test results.18 We ob-
serve this in the VA as more and more 
veterans choose to obtain copies of 
these documents through the Release 
of Information Office, often as a part 
of each clinic visit. 

In response to this trend, the VA is 
building a comprehensive web por-
tal, MyHealtheVet (www.MyHealth.
va.gov), to provide veterans with on-
line access to their own clinical in-
formation. Already, this portal allows 
veterans to access their medication 
lists and request medication refills 
online. As a result, many veterans are 
registering with  MyHealtheVet and 
demonstrating the usefulness and ef-
fectiveness of these internet services 
in fulfilling veterans’ needs.

When the MyHealtheVet portal 
adds the capability for veterans to ac-
cess copies of their clinical notes and 
diagnostic test results, as is planned 
for the future, we anticipate that VA 
results reporting will be transformed. 

Convenient access to these sources 
of health information is likely to 
serve as a powerful catalyst for rapid 
improvement and should decrease 
significantly the risk of delayed treat-
ment due to missed results.  ●

The authors report that the data pre-
sented in this article have been pre-
sented previously in abstract form at the 
July 2006 VA National Primary Care 
Conference, the April 2006 National 
Society of General Internal Medicine 
conference, and the February 2006 VA 
Health Services Research and Develop-
ment conference. Furthermore, addi-
tional analyses of the data generated by 
the RRTF survey and their implications 
will be published in early 2007 in the 
Joint Commission Journal on Quality 
and Patient Safety.
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The opinions expressed herein are those 
of the authors and do not necessarily 
reflect those of Federal Practitioner, 
Quadrant HealthCom Inc., the U.S. 
government, or any of its agencies. 
This article may discuss unlabeled or 
investigational use of certain drugs. 
Please review complete prescribing in-
formation for specific drugs or drug 
combinations—including indications, 
contraindications, warnings, and ad-
verse effects—before administering 
pharmacologic therapy to patients.
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