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Objectives
Audit
This is a retrospective analysis of a randomised
subset of ultrasound reports. This audit cycle (Audit
& Re-audit) was undertaken as a result of a recent
omitted ‘Alert’ in an ultrasound report resulting in
delay of treatment to a patient. Local guidelines
state the reporting sonographer should place an
‘Alert’ on any report they author which shows
findings that may change/influence patient's
management. These alerts are picked up by the
admin team who feedback the details of the report
to the referring clinician.
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Methods
In the first audit, using a built-in randomised
algorithm within Excel a random sample of 200
ultrasound reports was taken from 01/01/2019 to
28/02/2019. The clinical details and ultrasound
reports were reviewed. In the second audit (reaudit) the same method was used and 200
ultrasound reports were taken from 01/01/2020 to
28/02/2020.

Results
In original audit, 95.5% of reports were correctly
processed, 4.5% of reports had significant findings
but no alert placed. After discussion with the
Sonographers and adding a short code to the
ultrasound report to improve the standardisation of
the alerts, results of re-audit show 98.5% of reports
were correctly processed, 1.5% of reports had
significant findings but no alert placed.
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Conclusion
This audit cycle measured the ability to highlight
any urgent/significant findings found in ultrasound
scans which needs urgent attention by the referring
clinician in a timely manner to avoid any delay in
treatment. By acting on the results of the first audit,
we managed to improve patient care by introducing
a fail-safe.
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