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Structured Reporting in Radiology
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Radiology reports are vital for patient care as referring physicians depend upon them for deciding appropriate patient management.
Traditional narrative reports are associated with excessive variability in the language, length, and style, which can minimize report clarity
and make it difficult for referring clinicians to identify key information needed for patient care. Structured reporting has been advo-
cated as a potential solution for improving the quality of radiology reports. The Association of University Radiologists —Radiology Research
Alliance Structured Reporting Task Force convened to explore the current and future role of structured reporting in radiology and sum-
marized its finding in this article. We review the advantages and disadvantages of structured radiology reports and discuss the current
prevailing sentiments among radiologists regarding structured reports. We also discuss the obstacles to the use of structured reports
and highlight ways to overcome some of those challenges. We also discuss the future directions in radiology reporting in the era of

personalized medicine.
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INTRODUCTION

he radiology report is vital for patient management.
Radiologists play a major role in patient care by the
accurate interpretation of imaging studies and appro-
priate communication of imaging findings to referring
physicians. Although some referring clinicians may interpret
imaging studies by themselves, radiologists’ reports have been
shown to be more accurate and comprehensive, resulting in
improved patient care (1-5). To improve patient care, it is
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imperative for the reports to be timely and accurate and to
answer the clinical question. For a health-care system, these
may be the most important, readily available metrics by which
the value of radiology service could be measured.

Although learning how to report imaging studies is an es-
sential component of radiology residency training programs,
formal training on how to frame a radiology report often re-
ceives less than 1 hour/year (6). Instead, most trainees learn
the art of reporting by observing faculty, senior residents,
fellows, and peers.

Traditionally, radiology reports were created using free-
text, narrative language. Studies show that the use of
nonstructured reports using narrative language may serve as
an obstacle to optimal patient care. Excessive variability in lan-
guage, length, and style can minimize report clarity, making
it difficult for referring physicians to identify key informa-
tion needed for patient care (7-10).

Structured reporting has been advocated as a potential so-
lution for improving the quality of radiology reports. A tiered
approach to structured reporting has been described (7,11-13).
At its basic level, a structured report should be organized with
headings, such as clinical history, indication, technique, find-
ings, and impression (Fig 1). The next tier of structured reports
is where the “findings” section is organized with subhead-
ings, such as the various organs (or anatomic structures) imaged
(Fig 2). At the highest tier, the structured radiology report
has all of the previously mentioned characteristics and uses a
standardized language based on a universally accepted lexicon
(Fig 3). Increasingly, academic centers are using structured ra-
diology reports containing templates, macros, or prepopulated
checklists.

The Association of University Radiologists—Radiology Re-
search Alliance convened a task force to review the current
status of structured reports in radiology. In the present article,
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FULL RESULT:

Examination: CT chest abdomen and pelvis
Clinical History: Renal cell carcinoma
Indication: Restaging

Comparison: None

Technique: CT chest abdomen and pelvis with intravenous contrast
and oral contrast.

Findings: [Free Text]
Impression: [Free Text]|

Figure 1. Example of a radiology report using basic headings. CT,
computed tomography.

we review the evidence supporting the use of structured
radiology reports, and discuss its pros and cons and the current
prevailing sentiments among radiologists regarding struc-
tured reports. We describe some ways to overcome challenges
and successfully implement structured reporting in daily practice

Examination: CT chest abdomen and pelvis
Clinical History: Renal cell carcinoma

Indication: Restaging

Comparison: None

and discuss the future of radiology reports in the modern era
of precision medicine.

ADVANTAGES OF STRUCTURED REPORTING

A review of literature shows that structured reports have many
advantages for radiologists as well as referring physicians
(Table 1). Both radiologists and referring clinicians are in-
terested in reducing the rate of diagnostic errors, which for
radiologist accounts for as much as 4% of reports (14—18). One
of the most common causes for malpractice lawsuits against
radiologists is a missed diagnosis (19-22).

Although diagnostic errors in radiology are multifactorial,
an important contributing factor is cognitive bias, arising from
the radiologist’s “satisfaction of search” (23). This error occurs
when a radiologist prematurely stops “searching” for diag-
noses, after making the initial diagnosis, based on clinical history.
Using a checklist and a systematic search pattern may help
to avoid such diagnostic errors (24—27). In a retrospective review
of 3000 lumbar spine magnetic resonance imaging (MRI)

Technique: CT chest abdomen and pelvis with intravenous contrast and oral

contrast.

Findings:

Chest

Lung and large airways: [No suspicious pulmonary nodules]
Pleura: [No pleural masses. No pleural effusion]

Vessels: [Normal appearances of the thoracic aorta and its branches. Normal

appearances of the superior vena cava)
Heart: [No cardiomegaly or pericardial effusion)
Lymph Nodes: [No thoracic adenopathy]

Abdomen

Liver: [Normal]

Bile ducts: [Normal]
Gallbladder: [Normal]
Pancreas: [Normal]
Spleen: [Normal]
Adrenals: [Normal]

Kidneys: [Status post right nephrectomy. No recurrence in the right nephrectomy bed.

Normal left kidney.]
Lymph nodes: [No abdominal adenopathy]

Pelvis

Reproductive organs: [Normal appearances of the uterus and ovaries]

Bladder: [No filling defects in the bladder]

Bowel: [No bowel wall thickening. No dilated bowel loops]
Lymph nodes: [No pelvic adenopathy]

Peritoneum: [Normal]

Vessels: [Normal appearances of the renal vessels, inferior vena cava, abdominal aorta

and its branches]
Retroperitoneum: [Normal]

Other

Abdominal wall: [No abdominal wall masses)
Chest wall: [No chest wall masses]

Bones: [No suspicious osseous lesions]

Impression

[Status post right nephrectomy. No evidence of recurrence in the surgical bed. No

metastasis in the chest, abdomen or pelvis]

Figure 2. Example of a structured radiology report
using subheadings specifying organs and the organ
system within the findings section. CT, computed
tomography.
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