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Two challenges with critical
test result notifications

Risks to patient outcomes
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Costs associated with poorly handled
critical test result communication

In addition to the risk to patient outcomes, the costs to organizations
can be significant. In a 300-bed hospital the impact of inefficient
result handling on laboratorian time could be substantial. Every
minute saved in the process can lead to significant cost savings.

Example ROl for a 300-bed hospital:

Median Cost/Hour of Laboratorian Time $29.22
Critical Test/Day /75/day
(throughout a 300-bed hospital) 27,375/year
Minutes Spent/Results 6

(for inpatients)

Total Laboratorian Hours/Year

Spent on Result Communication 2,783

Total Cost/Year*

The annual cost of laboratorian time spent on test results

* This estimate does not reflect related variables that would likely increase the total cost per year including the time it requires for nurses or other
staff to receive and confirm receipt of critical test results. It also doesn't encompass the cost, both financially and to patient care, of abandoned
telephone calls, which research shows is approximately 5% of critical test calls.

The solution

Implementing closed-loop reporting and real-time alerts allows
healthcare teams to respond faster to critical situations, improving
patient safety and care efficiency.
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A patient’s test The system receives The HL7 output
result is released the HL7 data feed triggers the
from the LIS or and identifies this as critical result
RIS and flagged a critical result. reporting
as critical. workflow.
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Now that the The provider receives the The system
provider has the critical result on their automatically
result, they can preferred device sends the alert to
quickly respond (smartphone, laptop, the responsible

and create the pager, etc.). If that provider provider.
appropriate care is not available, the system
plan for the automatically escalates the
patient. notification to the next

designated provider.
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The system records the

communication transaction The system
between the provider and the generates reports
lab/radiology, and the loop is for accreditation
closed.This can occur in a to show
source system such as the compliance during
RIS or LIS, and/or the EHR. regulatory audits.

At Spok, we streamline hospital communication by directing critical
alerts, like test results, to the right clinicians and integrating with
monitoring systems. Our solutions work seamlessly with your EHR,
delivering actionable notifications directly to devices and eliminating
the need for staff to constantly check their inboxes. The results:
enhanced response times, improved caregiver connections, and
better patient outcomes.

Download the full eBook at
resources.spok.com/critical-test-results-workflow

If you have questions about the data or want
to learn more, email inforequest@spok.com
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ABOUT SPOK, INC.

Spok, Inc., a wholly owned subsidiary of Spok Holdings, Inc. (NASDAQ: SPOK), headquartered in Plano, Texas, is proud to be a global leader in
healthcare communications. We deliver clinical information to care teams when and where it matters most to improve patient outcomes. Top
hospitals rely on the Spok Care Connect® platform to enhance workflows for clinicians and support administrative compliance. Our customers
send over 70 million messages each month through their Spok® solutions. Spok enables smarter, faster clinical communication.
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