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Methodology
The QI team analysed the problem by using the cause and effect R It
(Fishbone) diagram. eSuits

After PDSA 1 and PDSA 2 cycles, there was no significant improvement.
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Only after PDSA cycle 3, the percentage of critical result notification in
oo meny <60min improved from a median of 64.4% to 79.9%. The goal set for the
QI project was therefore attained and sustained.
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e Timely detection and notification of critical findings detected on radiological
studies is crucial in preventing unnecessary delays in appropriate treatment
for the patients. With improvement strategies implemented through 3 PDSA
cycles from Dec 2016 to May 2017, the percentage of critical results
notified in less than 60min was successfully increased from 64% to 80%.
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