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Background:
• 95% of UK NHS trusts outsource to teleradiology providers.1

• £216m was spent in 2024 by the NHS on private teleradiology 
providers1. Teleradiology can increase reporting capacity for 
overstretched local services, improving temporal and 
geographic access to reporting. In one retrospective cohort 
study, implementation of a teleradiology service significantly 
increased the percentage of CTPAs reported within optimal & 
acceptable turnaround times.2

• However, both the ACR and RCR recognise the implementation 
of teleradiology poses additional technological challenges, in 
particular challenges with systems integration.3,4

• This audit was conducted due to an apparent mismatch 
between externally reported performance from Everlight 
Radiology®, the Royal Free hospital (RFH) teleradiology provider 
and anecdotal real-world experience from A&E for CT 
turnaround times.

Criteria Standard
Non-contrast CT head/C-spine/face scans requested 
for clinically suspected acute head/neck injury from 
A&E should be on the scanner within 1 hr of request

95%

Non-contrast CT head/C-spine/face scans performed 
for clinically suspected acute head/neck injury from 
A&E should have a clinically available report within 1 hr 
of scan completion

95%

Audit Standards:
• RCR standards for the provision of 

teleradiology within the UK recommends 
that there should be “systems in place for 
rapid, secure transfer and review of images”, 
“results integrated into the base hospitals 
RIS/PACS and EPR in a timely manner” and 
that providers be “subject to the same 
governance framework as the rest of the 
service”.5

• NICE guidelines on head injury (NG 232) 
advises that a “provisional written radiology 
report [is] available within 1 hour of a CT scan” 
for people aged 16+ who have sustained head 
injury that meet the risk factors.6

Methodology:
• 1st cycle (Apr 2022 – Apr 2023); 2nd cycle (May 2023 – May 2024)
• For each CT scan, 11 timestamps (see below) from request to a clinically 

available report were extracted retrospectively from RFH RIS and cross-
referenced with data provided by Everlight Radiology®.

• Outlier data (where request to report was ≥48hrs) and erroneous datapoints 
with incorrect dates were automatically voided from analysis. Missing 
timepoints were assigned a null value.

• Mean, median, and interquartile range of each time interval and the 
percentage of scans with intervals under 1 hr were calculated.

• Statistical significance (p <0.05) was assessed using a two-tailed Mann-
Whitney U test. Data analysis and graphing was performed on R. 

• From the first audit cycle, we discovered that Everlight and RFH operated on 
different incompatible PACS which led to time-consuming manual study 
upload and report download processes. After presenting the findings at our 
local audit meeting and liaising with individual stakeholders, two changes 
were implemented in Dec 2023. A subanalysis of the pre- and post 
intervention period was also conducted.

Inclusion criteria Exclusion criteria
• Non-contrast CT head/C-

spine/face scans requested by 
A&E for suspected acute 
head/neck injury

• Completed CT scans were 
outsourced to Everlight 
Radiology for reporting

• CTs for patients <18yo
• CTs requested from other in-

patient/outpatient areas
• CTs left unprocessed or 

unreported
• CTs with missing start/end 

times
• CTs without matching 

accession numbers

PACS centralisation – Enabling teleradiologists to directly review 
and report on the RFH PACS and clinicians to view the report 
without needing radiographers to manual copy and paste the report 
from the Everlight dashboard to RFH PACS

Request ticket automation – Creating an automatic ticket on the 
Everlight dashboard once a scan is ended which avoids the need for 
radiographers to manually submit a request for reporting, allowing 
them to focus more on scanning during busier hours

Interventions:

Interval Cycle 1 Cycle 2 Cycle 2 (Pre) Cycle 2 (Post)
n 5582 6888 3322 3566
Median Request → Start of scan time (mins) 
% compliant <1hr (%)

41 
(66%)

46 
(61%)

46 
(61%)

47 
(61%)

Median Last image uploaded → Everlight report time (mins)
% compliant <1hr (%) 

29
(88%)

31
(83%)

33
(80%)

30
(86%)

Median End of scan → Verified report time (mins) 
% compliant <1hr (%)

74 
(34%)

58 
(53%)

70 
(40%)

46 
(66%)

Median Request → Verified report time (mins)
Mean Request→Verified (mins)

139,
186

130,
180

143 
196

117
163

Conclusion:
• In the first cycle, although 88% of scans had a signed report within 1 hr of study upload, when study upload and report 

download times were included, only 34% of scans had a report within 1 hr of scan ending. Specifically study upload and 
report download contributed 22 and 11 mins median to the turnaround time. This was due to poor systems interoperability.

• Our interventions saved 24 mins median from scan ending to a clinically available report. This was achieved largely by 
reducing study upload and report download by 11 and 9 mins median. Post-intervention, real-world turnaround compliancy 
increased from 40% to 66%. Longitudinal data showed sustained reduced turnaround times 6 months post-intervention.

• Sharing siloed data and collaborative auditing can help identify institutional blind spots. 
• Optimising systems interoperability is key to minimising report delays and ensuring a service can deliver its promised value.
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p<0.001 p<0.001 p<0.001
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