
MEDICAL PRACTITIONERS OF 

RADIOLOGY & IMAGING IN THE DOCK.    

( MALPRACTICE) 

Dr. Zeridah Muyinda 

Consultant Radiologist 

Mulago Hospital 



PANAFRICAN CONGRESS OF 

RADIOLOGY & IMAGING 

• How many countries has PACORI annexed 

in Africa????? 
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TERMINOLOGIES 

• Medical error: Failure of a planned action to be 

completed as intended  

 

• Medical malpractice: Unreasonable lack of skill. 

Failure of a physician to exercise that  degree of 

skill and learning commonly applied under all 

the circumstances in the community  by the 

average prudent reputable physician with the 

result of injury to the patient 



• standard of care for all professionals is 

stated as use of the same degree of 

knowledge, skill, and ability as an 

ordinarily careful professional would 

exercise under similar circumstances 



Elements of Malpractice 

 

•  physician–patient relationship 

•  a negligent act (a breach of the standard 

of care) 

•  the negligent act must have caused injury 

to the plaintiff–patient 



BACKGROUND 

• The average indemnification has doubled in the 

last 15 years for all physicians, it has tripled for 

radiology. 

 

• Furthermore, 1/3 of all medical malpractice  are 

lost by the radiologist. The most commonly 

missed diagnoses are breast cancer, lung cancer, 

and fracture of the spine 

 



 

WE ARE AT RISK!!!! 
Clinical knowledge and practice is no longer a luxury of 

operating in calm and academic environment.  In real 

life things don’t always go according to plan  

 

 



MANAGING RISK 

• To study risk management & attempt to understand why 

we get sued. 

 

• On understanding  the risk management process, the 

better you will be able to minimize or manage your risk 

 

• Risk management involves the identification, analysis, 

and evaluation of the risk and selecting the most 

advantageous method of addressing it. 



STEPS OF THE RISK MANAGEMENT 

PROCESS INVOLVES 

• I-identification of the risk. This may vary depending 

upon the practice. E.g if the practice involves 

interpreting studies from a busy trauma center or a 

mammography center, the practice involves higher risk 

than a free-standing MRI center. In Uganda it is 

obstetric US  

 

• II-Once the risk is identified, it needs to be analyzed. Do 

the lawsuits occur with certain radiologists, during the 

evening, or during teleradiology reads 



• III- Once the risk is analyzed, implementation of risk 

management techniques needs to be instituted. Should 

radiology e.g staffing be changed to address these risks 

 

• IV-Monitor the results to ascertain if 

any change you made was effective or not 

 



TYPES OF ERRORS/MALPRACTICE 

 Perception Errors 

• In cases of perception errors, the abnormality is seen in 

retrospect but it is missed by the radiologist when 

interpreting the initial study. Some perception errors 

occur because the radiologist does not possess sufficient 

knowledge, the abnormality is subtle or not , whether 

the observer error falls below the standard of care. 

  

• The real question is: was it below the standard of care 

for the radiologist not to have seen the abnormality 

 



• An additional source for error results from the 

influence a radiology report and is called an 

alliterative error,. It occurs because the 

radiologist reads the old report first before 

looking at the imaging study and is more apt to 

adopt the same opinion as that rendered 

previously. If the first radiologist misses an 

abnormal finding, the next radiologist will often 

miss it as well 

 

 



INTERPRETATION ERRORS 

• With interpretation errors, the abnormality is perceived 

but it is incorrectly described. In this situation, the 

abnormality is identified, but it is called the wrong thing. 

Interpretation errors most often occur due to lack of 

knowledge or faulty judgment. This is also called a 

“misdiagnosis” 

 

•  Most often occurs when a malignant lesion is 

incorrectly attributed to a benign finding, normal 

structure, or variant of normal, is called abnormal 

• It is common in ultrasound and CT  studies. 

  

• Approximately 75% of lawsuits of interpretation errors 

are found in favor of the radiologist. 

 

 

 

 



• Having an appropriate differential diagnosis can be of 

great help, especially if the correct diagnosis is included 

in your differential diagnosis. This is especially true if the 

actual abnormality is extremely rare but your differential 

was at least “in the ballpark.”  

 



Error of Failing to Suggest the Next 

Appropriate Procedure 

• If the radiologist fails to recommend or suggest the next 

appropriate study or procedure for fear of upsetting the 

referring physician, the radiologist may become a 

defendant in a lawsuit for not suggesting the very 

procedure or study the referring physician did not want 

recommended 



• Some physicians may be unaware of the efficacy and 

appropriateness of the newer radiologic modalities, 

e.gfunctional MRI scans for cognitive dysfunction, 

diffusion MRI scans for recent infarction, and PET/CT 

scans for recurrent metastases. 

 

• However recommendations or suggestions for any 

additional diagnostic studies or procedures must be 

appropriate and will add meaningful information to 

clarify, confirm, or rule out the initial impression. 

Sometimes the next appropriate procedure may merely 

be a follow-up study. 



• Radiology group has a duty of continuing care, including 

follow-up, to ensure that the treating physician acts on 

unexpected or adverse findings 

 

• all physicians may have to share responsibility for the 

care of the patient, which would place the radiologist in 

the same position as a primary health care provider. 

 

• In 1993 the ACR recognized the need for nationally 

accepted, scientifically based appropriateness criteria to 

assist radiologists in referring physicians in making 

appropriate imaging decisions  



Error of Failure to Communicate 

• The final written report has always been considered to 

be routine communication and the definitive means of 

communicating the results to the referring physician 

 

• At times, this may require the radiologist to immediately 

communicate the results directly to the referring 

physician by non-routine communication. Failing to 

communicate in a timely and clinically appropriate 

manner has been evolving as an increasing reason why 

radiologists are sued 



• (ACR) Guideline for Communication indicates that non-

routine communication can be accomplished in person 

or by telephone to the referring physician 

 

 

 



• It does the patient little good if the radiologist discovers 

this condition but does not inform those responsible for 

his care. 

 

• The ACR acknowledges that the ACR Guideline for 

Communication are not rules, but are guidelines that 

attempt to define principles of practice that should 

generally produce high-quality radiologic care. 

 

• The ACR Guideline may be a double-edged sword for 

some. Certainly, the ACR Guideline can be used against 

you if you deviated from it and did not document why 

you did so. 



• On the other hand, the ACR Guideline may result in a 

case being dismissed against you if you can demonstrate 

that you followed the ACR Guideline. 

 

• N.B* There is a danger to signing a colleague’s 

interpretive report because, if he or she is sued for 

malpractice, you will almost certainly be sued as well. If 

you are signing a colleague’s report, you should review 

the images and make corrections to the report, if 

necessary, with the full understanding that you will most 

likely be held responsible for the contents of the report. 

  



 

THE “SOLUTION” 



Improve Perception 

• Studies have shown that perception errors will occur 

even with the best-trained radiologist. However, some 

perception errors can be minimized by paying proper 

attention to clinical information , or obtaining clinical 

information when it is not given.  

 

• Knowledge of pertinent clinical history has been shown 

to increase the accuracy of the interpretation. Also, look 

at the films before reading prior reports. A “negative” 

prior report makes it easier for you to arrive at the same 

conclusion too. 



Provide a Meaningful Interpretation 

• Errors in interpretation can be reduced through 

continuing education. Attending conferences and 

meetings and reading journals will help broaden your 

horizon and improve your differential diagnosis. 

  

• The ACR Guideline for Communication indicates that a 

precise diagnosis should be given whenever possible and 

that a differential diagnosis should be given when 

appropriate.  



• Your chances of losing are less if the actual diagnosis is 

included in your differential diagnosis.  

 

• Do not attempt to interpret studies in an area in which 

you do not feel comfortable or have not had sufficient 

training. 

  

• Unfortunately, studies have shown that more things are 

missed because they are not thought of, rather than what 

is known. 



Suggest the Next Appropriate Procedure 

• When it is appropriate, a radiologist should not be 

reluctant to indicate that an additional study or 

procedure may be of diagnostic or confirmatory value 

when the initial diagnosis is not clear or in doubt 

 

• The radiologist should read the ACR Appropriateness 

Criteria and be familiar with the next appropriate 

procedure. 

  

• It is usually, but not always, a radiologic study or 

procedure that can help define or amplify the initial 

findings. 



Communicate the Results in a Timely 

Manner 

 
• Lack of appropriate and timely communication appears 

to be one of the greatest problems confronting 

radiologists today.  

 

• However, this is the one area in which the radiologist 

can dramatically improve the odds against being sued, 

and that is by communicating and documenting the 

communication. 

 



• The radiologist needs to be especially careful in 

communicating a “significant unexpected finding” on a 

“routine” or “pre-op” chest radiograph.  

 

• Referring physicians may be less likely to expect 

abnormalities and might not even receive the written 

report prior to discharge of the patient. Especially under 

these circumstances, the radiologist should make sure 

the communication is in a manner that reasonably 

ensures receipt of the findings 



• The ACR Guideline on Communication recommends 

that all communications be documented 



CONCLUSION 

 
• Obviously, there is no “solution” but merely recommendations:  

 

• pay attention to clinical information  

 

• be qualified to interpret or perform a procedure and maintain 

your competence 

 

• suggest the next appropriate study or procedure; use the ACR 

Appropriateness Criteria;/ WE NEED SOPs 

 

• when appropriate, suggest a follow-up study 

 

• Directly communicate findings by non-routine communication 

when immediate patient treatment is indicated and document  

     the communication 



• Adhering to these measures certainly will not prevent 

you from being sued. It will, however, reduce the risk of 

being sued and losing. 
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Perception errors 
• N.B* errors in perception by radiologists viewing x-rays can occur 

in the absence of negligence. To require the average radiologist to 

see all abnormalities, even subtle ones, would elevate the standard 

to which the radiologist is held to perfection. 

 

• However, it may be difficult to defend the radiologist before a jury 

when the radiologist has failed to perceive an abnormality that even 

the jurors can see.  

• It is unfortunate, but the public seems to believe that every 

radiology perception error represents a negligent act. 

 

• An additional source for error results from the influence a radiology 

report has over another radiologist. This type of perceptual error, 

sometimes called an alliterative error,. It occurs because the 

radiologist reads the old report first before looking at the imaging 

study and is more apt to adopt the same opinion as that rendered 

previously. If the first radiologist misses an abnormal finding, the 

next radiologist will often miss it as well 


