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The Ontario Association of Medical Laboratories (OAML) is the association representing community 

laboratories in Ontario. Community-based laboratories collect, transport, and analyze specimens 

associated with over 17,000,000 patient visits each year. Patient specimens are collected from 

physicians’ offices and in the community laboratories’ 328 licensed specimen collection centres (“SCCs”) 

located throughout the province. In addition, community laboratories provide phlebotomy services to more 

than 700 long-term care, nursing and retirement homes in the province. Community laboratories also 

provide mobile phlebotomy services to more than 100,000 patients in their own homes each year. OAML 

members are an integral component of the Ontario healthcare system and the primary point of contact for 

diagnostic laboratory services for community-based healthcare providers and patients.  

Member laboratories have a history of supporting improvements in the delivery of primary and secondary 

care through leadership roles in e-Health initiatives, physician education, and utilization management.  

We thank the College of Physicians and Surgeons of Ontario (CPSO) for the opportunity to provide input 

to the review of its Test Results Management Policy to improve its effectiveness.   

The Test Results Management Policy is a comprehensive policy that provides excellent guidance to 

physicians. However, the community laboratories are continuing to experience challenges communicating 

critical results to some physicians. Reasons include: no after-hours number is provided, the number 

provided is incorrect, the call was not answered or returned, the covering service won’t accept the results, 

the physician is not at the contact number that was provided e.g. home number provided, but the 

physician is away, no access to the on-call physician number or no on-call physician available. The 

OAML recommends that the CPSO policy be modified to specify that physicians must provide laboratories 

with telephone numbers to communicate results: 

a. during office hours 

b. after hours 

c. to an on-call service 

d. to a backup service in case of failure of a-c. 

 

The OAML has supported the implementation of the CPSO’s policy by distributing the OAML Guideline 

for Reporting Laboratory Test Results to the 19,000 physicians its member laboratories serve and by 

posting the Guideline on the OAML website (www.oaml.com). This Guideline outlines the reporting 

protocols used by community laboratories to enhance patient safety and at the same time prevent 

unnecessary telephone calls to clinicians outside of office hours.   

For most clinical situations, the standard reporting mechanism used by OAML member laboratories 

meets the needs of patients and clinicians in the community. When test results deviate significantly 

from reference values and are apparently unexpected, based on the information available to the 

testing laboratory, an expedited reporting process is required. This expedited process is utilized for 
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a limited menu of tests with defined critical and alert values specifically for patients in the 

community. This menu of tests and their critical/alert values are based on published literature, the 

collective experience of Ontario’s community laboratories, and input from external experts including, 

medical microbiologists, hematologists, pathologists, a nephrologist, an urgent care physician and 

family physician.   

It is recognized in the OAML Guideline that there will be clinical situations in specialists’ 

practices where critical results will commonly occur. Accordingly, specialists who do not 

wish to receive critical results within the scope of their practice may make a written request 

to the laboratory to be exempted from the reporting protocol.  

Non-specialist physicians and other clinicians may not request blanket exemptions, but can 

seek an exemption on a case-by-case basis by so requesting on the requisition when the 

test is ordered.  

It is also recognized that family physicians are increasingly called upon to manage more community 

patients that have acute and critical conditions. Given that a critical result may have serious 

consequences for patient welfare, it is vital that such results be communicated as soon as they become 

available. The more serious the implications of an abnormal result, the more promptly that result should 

be delivered.   

The OAML is appreciative of the College’s offer to consult with us to ensure that significant tests are 

reported in a timely manner. In 2011, the College provided the necessary foundation for the effective 

management of critical results by providing physicians with a comprehensive policy that provides 

excellent guidance to physicians on test results management. However, the experience of OAML member 

laboratories indicates that improvements in the implementation and uptake of the CPSO policy are 

required. The laboratories would like to help improve the critical results reporting component of the policy 

by using a graduated response strategy to encourage physicians to implement the CPSO policy.    

 

The OAML is proposing a Four Part Strategy:  

Step 1: Reinforce the Test Results Management Policy to Physicians  

This educational step would be tied to the release of the updated OAML Reporting Guideline to be 

distributed to 19,000 physicians in Ontario. The roles and responsibilities of the ordering clinician section 

of the Guideline will include a reference to the CPSO’s Results Management policy and include the URL 

to the CPSO’s policy. 
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Step 2: Provide Feedback to Physicians  

Awareness is a precursor to changing behaviour.  Laboratories will bring  to a physician’s attention when 

improvements to the system that they have in place are needed to ensure that critical/alert results are 

received in a timely manner.  Physicians will be notified that the system they put in place has failed in 

some way. This notification will provide the physician with an opportunity to correct the problem and 

mitigate the risk to their patients. 

Laboratories will communicate by letter with physicians whose systems are not meeting the requirements 

of the community laboratories. This letter will provide specific details about the incident that prompted the 

letter, including the date and times of the telephone calls, the numbers called and the responses 

received. 

The laboratory will provide these physicians with a link to the CPSO Test Results Management policy, the 

OAML requirements for communicating critical results, a copy the OAML Reporting Guideline that outlines 

test results that are considered critical by the community laboratories and the procedure that is followed 

to communicate these results, as well as any exceptions to those procedures.  

 

Step 3: Follow up Memo  

If the laboratory is still unable to communicate critical results to the physician in a timely manner, 30 days 

after the initial written notification was issued to the physician, then the laboratory will send the physician 

a follow-up memo indicating that there still is a problem with the system the physician put in place to 

receive critical results. The physician will also be advised that the CPSO will be notified if the physician 

does not take steps to improve the ability of the community laboratory to communicate critical results to 

him. If the physician has any further instances of failed communication after another 30 day period then 

the CPSO will be notified. 

Step 4 CPSO Notification and response 

If there is another occurrence beyond 30 days after the follow-up memo has been issued this would 

indicate that the physician still does not have an effective system in place.  The laboratory will advise the 

CPSO of this issue in writing, documenting the number of occurrences, the number of attempts to contact 

the physician, the numbers used to contact the physician, the dates of the notifications to the physician 

and any response received from the physician. The lab will request the College to address the situation 

and to alert the laboratory of what actions have been taken based on the information provided.  The lab 

will monitor the corrective action and advise the CPSO if corrective action has not been effective. 

The OAML is appreciative of the opportunity to jointly develop a solution that works for all parties and 

would appreciate an opportunity to meet with the College to receive feedback on our proposed solution 
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and to discuss any other suggestions the College may have. The OAML would like to be of assistance in 

facilitating the successful uptake and implementation of the College’s policy and to support its mandate to 

continuously improve the quality of care provided by physicians and to protect the public.  

 




