“Is That Your Final Answer?”- An Audit of Provisional versus Final Reports of On-Call CT Imaging
Descriptor: 
Audit to ensure the on-call CT reporting service provided by junior registrars has an acceptable discrepancy rate.
Background: 
At many institutions, the on-call CT reporting service is provided by a two-tier rota, consisting of a specialist trainee (ST) with indirect supervision and an on-call Consultant. The ST is responsible for taking all referrals for imaging, with advice available from the senior colleague. Provisional reports are issued at the time of scanning, unless the ST is sufficiently experienced and a final report issued later when reviewed by senior colleague. Where discrepancies between reports are identified the referring team needs to be contacted, to allow for changes in clinical management.
The aim of this audit is to ensure a high standard of accuracy is provided by the STs.
The Cycle
The standard: 
There is no defined standard of discrepancy rates, for CT or for other imaging modalities. The literature from centres which have conducted similar audits demonstrate discrepancy rates of between 2.6-5.4%. A UK study of accuracy of acute abdominal CT published by the Royal College audit committee in 2017 reported a major discrepancy rate by STs of 4.6% compared with 3.1% for consultants.
Target: 
Local target:
- 5% for major discrepancies
- 10% for minor discrepancies
Assess local practice
Indicators: 
- No. of discrepancies
- Total no. of scans performed out of hours
Data items to be collected: 
The ST collects perhaps 50 or 100 consecutive provisional reports and these are compared with the corresponding final report issued obtained from the Radiology Information System (RIS) retrospectively
These are reviewed for differences in interpretation.
The possible discrepancies are then reviewed with a consultant and categorised as significant or non-significant, depending on the potential impact on patient management. It may be helpful to categorise discrepancies
If a certain patient undergoes multiple examinations, each examination should be treated individually.
Suggested number: 
The number of scans and reports in this audit is dependent on the intensity of out-of-hours work.
Suggestions for change if target not met: 
• Subgroup analysis of which particular CT examination types, if any, have higher discrepancy rates that will help to target training or supervision, to improve reporting accuracy.
• A period of consultant-led supervision during an on-call period itself to ensure on-the-job training can allow real-time rectification of potential reporting errors. A repeat of the audit cycle can then be performed to assess the effectiveness of this strategy, perhaps focussing on examination types highlighted as more problematic at the first audit.
• More accurate documentation of the provisional report may also be introduced with voice recognition reporting that enables a provisional report to be placed on record and therefore a more accurate comparison with the final report, for audit purposes.
• It is important also that if discussion of a case occurs with the on-call Consultant that this is documented within the report.
Resources: 
ST to collect and review all on-call reports issued and correlate them with the final report. Review of discrepancies with consultant. For practical purposes it is suggested that this audit is done prospectively with copies of provisional reports kept.
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