he American College of Radiology, with more than

30,000 members, is the principal organization of
i radiclogists, radiation oncologists, and clinical
medical physicists in the United States. The College is a
non-profit professional society whose primary purposes are
to advance the science of radiology, improve service to the
patient, study the socioeconomic aspects of the practice of
radiology, and encourage continuing education for
radiologists, radiation oncologists, medical physicists, and

persons practicing in allied professional fields.

The American College of Radiclogy will pericdically define
new standards for radiclogic practice to help advance the
science of radiology and to improve the quality of service to
patients throughout the United States. Existing standards
will be reviewed for revisicn or renewal as appropriate on

their fourth anniversary or sconer, if indicated.

Each standard, representing a policy statement by the
College, has undergone a thorough consensus process in
which it has been subjected to extensive review, requiring
the approval of the Commission on Standards and
Accreditation as well as the ACR Board of Chancellors, the
ACR Coundil Steering Committee, and the ACR Council.
The standards recognize that the safe and effective use of
diagnostic and therapeutic radiology requires specific
training, skills, and techniques as described in each

document.

Reproduction or modification of the published standard by

those entities not providing these services is not authorized.
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ACR STANDARD FOR
COMMUNICATION: DIAGNOSTIC
RADIOLOGY

ACR STANDARDS

I INTRODUCTION

Communication is a coritical component of the art and
science of medicine and is especially important in diagnostic
radiology. An official interpretation! shail be generated
following any examination, . procedure, or officially
requested consultation. In addition, the interpreting
physician and the referring physician or other healthcare
provider have other opportunities to communicate directly
with each other during the course of a patient's case
management. Such communication should be encouraged
because it promotes optimal patient care and focuses
attention on selection of appropriate and cost-effective
imaging studies, clinical efficacy, and radiation exposure.

If a radiologic consultation or interpretation occurs
regarding a study or patient for which the interpreting
physician was not primarily responsible {e.g., second
opinion, "outside study"), and that second interpretation or
consultation may impact patient care, communication and
documentation of that consultation is encouraged.

To promote cptimal patient care and enhance the cost-
effectiveness of each diagnostic examinabion, radiologic
consultations should be provided and radiologic studies
interpreted with appropriate cdlinical information. The
American College of Radiclogy supports all efforts to obtain
relevant clinical data with each consultation request.

H. THE DIAGNOSTIC RADICLOGY REPORT

An official interpretation (final written report) shall be
provided with all radiclogic studies regardless of the site of
performance (hospital, imaging center, physician office,
mobile, etc.). The report should include the following items
as a minimum:

IThe ACR Medical Legal Committee defines official
interpretation as that written report {and any supplements
or amendments thereto) that attach to the patient's
permanent record. In healthcare facilities with a privilege
delineation system, such a written report is prepared only
by a qualified physician who has been granted specific
delineated clinical privileges for that purpose by the
facility's governing bedy upon the recommendation of the
medical staff.
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A. Demographics

1. Name of patient and another identifier, such as
social security number or hospital or office
identification number.

2. Name of any referring physician(s) or other
healtheare provider,

3. Name or type of examination.

4. Date of the examination.

5. Time of the examination, if relevant (e.g., in patients
who are likely to have more than one of a given
examination per day).

6. Inclusion of the following additional items is

encouraged:

a.” Date of dictation

b. Date of transcription
¢.  Birth date or age

d. Gender

B. Relevent Clinical Informafion or ICD-9 Code as
Available

. Body of the Report

1. Procedures and materials :
The report should include a description of the
studies and/or procedures performed and any
contrast media (including concentration and volume
when applicable), medications, catheters, or devices
used, if not recorded elsewhere. Any known
significant patient reaction or complication should
be recorded.

2. Findings
The report should wuse precise anatomic and
radiologic terminelogy to describe the findings
accurately.

3. Potential limitations
The report should, when appropriate, identify
factors that may limit the sensiivity and specificity
of the examination.

4. Clinical issues
The report should address or answer any pertinent
clinical issues raised in the request for the imaging
examination.

5. Comparative data
Comparison with previous examinations and reports
should be part of the radiologic consultation and
report when appropriate and available.

D.  Impression (Conclusion or Diagnosis)
1. Unless the report is brief, each report should contain

an “impression” section.
2. A precise diagnosis should be given whenever

possible.
3. A differential diagnosis should be given when
appropriate.
ACRSTANDARDS

4. When appropriate, recommend follow-up or
additional diagnostic studies to clarify or confirm
the impression.

15 OFFICIAL INTERPRETATION (FINAL
WRITTEN REPORT)

A. The timeliness of reporting any radiclogic examination
varies with the nature and urgency of the clinical problem.
The final report should be made available in a clinically
appropriate, timely Mannee.

B. The final report should be proofread to minimize
typographical errors, deleted words, and confusing or
conflicting statements. '

C. The final report should be completed in accordance
with appropriate state and federal requirements (See the
Final Regulations, Mammography Quality Standards Act for
Mammography Reporting}. Electronic or rubber-stamp
signature devices, instead of a written signature, are
acceptable if access to them is secure.

D. The final report should be sent to the referring
physician or the physician or healthcare provider providing
the clinical follow-up. Each facility should develop a policy
to ensure proper distribution of the final report.

E. When feasible, a copy of the final report should
accompany the ifransmittal of relevant images to other
healthcare professionals.

F. Under some circamstances, practice constraints may
dictate the necessity of a preliminary report prior to the
preparation of the final report.

G. A copy of the final report should be kept as part of the
patient's medical record (paper or electronic) and be
retrievable for future reference. Retention of these records
should be in accordance with state and federal regulations

" and facility policies.

V. DIRECT COMMUNICATION

A, Direct communication can be accomplished in person or
by telephone to the referring physician or an appropriafe
representative.

B. In those situations in which the interpreting physician
feels that immediate patient treatment is indicated {e.g,
tension preumocthorax), the interpreting physician should
communicate directly with the referring physician, other
heatthcare provider, or an appropriate representative. If
that individual cannot be reached, the interpreting physician
should directly communicate the need for emergent care to
the patient or responsible gnardian, if possible.
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C. In those situations in which the interpreting physician
feels that less urgent findings (compared to B above} or
significant unexpected findings are present, the interpreting
physician or designee should directly communicate the
findings to the referring physician, other healthcare
provider, or an appropriate representative.

B. Documentation of direct communication is recom-
mended.

E.  Any significant discrepancy between an emergency or
preliminary report and the final written report should be
prompily reconciled by direct communication with the
referring physician, other healthcare provider, or an
appropriate representative.

This standard was revised according to the process
described elsewhere in this publication by the Standards
and Accreditation Comunittee of the Commission on General
and Pedtatric Radiclogy.
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