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Case Study

LACK OF FOLLOW UP FOR 
INCIDENTAL FINDING 
RESULTS IN POOR 
OUTCOME FOR PATIENT
By Julie Higden, CRICO

DESCRIPTION
A 58-year-old patient who was not informed of an incidental 
finding on CT scan was later diagnosed with stage IV lung cancer 
and renal cancer.

KEY LESSONS
 • Proper closed-loop communication to patients following test 

results with incidental findings is essential in mitigating risk 
related to missed or delayed diagnoses

 • Document conversations and recommendations for follow-up 
testing with patients

 • Regulatory changes that give patients immediate access to all 
test results may empower patients, improve communication, 
and prevent missed follow up from abnormal test results or 
incidental findings

 • Ambulatory Safety Nets are an effective way to follow up on 
test results for patients when standard follow up processes fail

CLINICAL SEQUENCE
A 58-year-old male was referred by his primary care provider 
(PCP) for an abdominal CT scan to rule out an abdominal 
aneurysm. The patient was a long-term smoker with a history of 
high blood pressure, chronic obstructive pulmonary disorder, and 
coronary artery bypass surgery. The CT scan result was negative 
for aneurysm but did show “nodular densities” in the right lung 
base, and an “indeterminate” right renal lesion.

The radiologist who read the report recommended a follow-up CT 
scan for the lung densities and a renal ultrasound to investigate 
the lesion. The patients PCP received and initialed the CT scan 
report; however, no follow-up test was ordered, and no discussion 
of those incidental findings occurred between the patient and the 
provider. (At this time, patients did not systematically receive all 
test results directly.)
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Two years later, the patient was seen by a new PCP for 
complaint of a cough with yellow mucus production that he 
reported was “different” than his regular smoker’s cough. The 
PCP noted the recommendation from two years prior for a 
follow-up CT scan, which the patient then had completed. The 
scan revealed an 8 cm mass in the right lower lobe of the 
patient’s lung. An additional PET scan showed advanced disease 
with lymph node involvement.

Shortly thereafter, the patient was admitted to the hospital with 
shortness of breath, coughing, fatigue, and dyspnea on exertion. 
He was transferred to the ICU and required a thoracentesis and 
chest tube placement. A right adrenal biopsy revealed poorly 
differentiated non-small cell carcinoma and a PET scan revealed 
wide metastasis.

The patient underwent extensive chemotherapy but died less 
than 18 months later.

ALLEGATION
The patient’s family alleged that the lack of follow up of an 
incidental finding resulted in a poorer prognosis and the 
patient’s life expectancy could have been extended with earlier 
diagnosis and treatment with chemotherapy.

DISPOSITION
The case was settled in the high range (>$500k).

RESOURCES/REFERENCES
Ambulatory Safety Nets are high-reliability, person-centered 
programs that provide a backup system for following up on 
abnormal test results when the standard follow-up process 
fails. They include:
  • Registries for patients with abnormal results
  • Communication workflows
  • Patient navigators

Ambulatory Safety Nets are a best practice for hospitals to 
implement to ensure test results closed loop communication 
and follow up.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7545363/

