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Background/Problem Being Solved 
Assessment of professional outcomes is a necessary component of any satisfactory radiology quality and safety program. 
Peer review programs serve as a useful tool in the establishment of professional outcomes measures at many institutions. 
However, the methods by which peer review is deployed often result in monotony in the review process and lack of 
enthusiasm about the potential for learning on the part of participants. Additionally, peer review programs do not always 
involve trainees in the review process. Trainees miss the opportunity to learn from others’ mistakes and potentially avoid 
making the same mistake in the future. Our radiology department uses a computer-based peer review process amongst 
attendings, as well as periodical case-review conferences for staff and trainees. These approaches to peer review have 
proven useful, but we saw room for improvement in the areas of case visibility and engagement by members of the 
department, specifically trainees. 
 
Interventions 
We developed a department-wide weekly case competition consisting of cases saved by the department Quality 
Assurance Officer and distributed as unknown cases through email, social media, and the department intranet website. 
Cases were constructed using Google Forms, which allows for posting of deidentified images with space for short-answer 
submissions. Typically, the images were posted with two requested short-answer fields: Name (real name or alias) and 
Diagnosis. The Google Form link could be quickly shared via email or social media, and the HTML provided by the 
platform was also easily embedded on the department website. Cases were typically open for answer submissions for 7 
days. Data provided by the Google Forms platform enabled quick determination of the participant with the fastest correct 
diagnosis. Once the participant with the fastest correct diagnosis was identified, the provided name of the participant and 
the correct diagnosis were announced via email and social media and also posted on the department website for the 
following week.  
 
Outcome 
Staff and trainees received increased exposure to cases useful for learning. Trainee participation in this optional weekly 
case competition averaged approximately 30%. Trainees were exposed to multiple cases which each provided 
opportunities for learning due to easily-missed findings or difficult diagnoses. The competition fostered discussion of the 
cases among trainees and staff, providing more opportunity for learning. 
 
Conclusion 
Using free tools, we bolstered our radiology department quality assurance by creating a weekly computer-based unknown 
case competition. This resulted in increased department exposure to cases with teaching points and increased 
engagement in the peer review process.  
 
Statement of Impact 
Our experience demonstrates that engagement in the peer review process can be increased by creating a game-like 
method of reviewing challenging and don’t-miss cases. Significant increases in department exposure to cases with 



teaching points can be obtained with nearly zero financial investment and minimal time investment by department 
members who are interested in the improvement of quality and safety. 
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