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Ultrasound abdomen report sample

RADIOLOGY-ON-DEMAND® Absolute leaderin provision of radiology services viateleradiology. Do you work off campus? Read about our remote access options The reporting roles for sonographers in Australasia vary considerably. A large number of sonographers already routinely produce formal reports, while others are moving into
clinical ultrasound roles where reporting is expected. This article summarizes the best practices in reporting ultrasound examinations based on international literature and deals with important topics including report structure, clinical content, style and language. Numerous examples and sample phrases are provided and common pitfalls
are discussed. Ongoing advances in ultrasound technology combined with the wide availability of ultrasound and its excellent level of safety have resulted in increased clinical benefit of ultrasound technology across all medical specialties and a dramatic increase in clinical demand for ultrasound1. In this changing healthcare environment,
sonographs have long been recognized as experts in ultrasound imaging and given considerable professional respect, autonomy and responsibility.2 The high diagnostic accuracy of experienced sonographers (90-99%) has been shown in a number of studies across all subspecialties.3-11 For this reason, sonographs are now
increasingly expected not only to perform ultrasound examinations, but to provide a diagnostic interpretation2, 12 and prepare formal written reports.2, 13, 14 While some countries, such as the UNITED Kingdom, have a long tradition of rutanegraph practice that includes the provision of a formal report13 , 15, in Australia and New Zealand
, the practice of sonograph reporting varies considerably between individual sonographers and between different departments.16 Although professional organisations such as the Australasian Society for Ultrasound in Medicine (ASUM) and the Australasian Sonographer's Association (ASA) encourage professional progression of
sonographs,2, 17 formal stratification of the ultrasonic profession to minimally competent sonographers vs. advanced or specialized sonographers is yet to occur.14, 18 As a result, the Australasian sonograph society consists of a heavily heterogeneous cohort of practitioners , some of which practice at the lowest required level and do not
participate in reporting, while others practice at a very high level and formally report all their ultrasound examinations. A survey conducted by the New Zealand branch of ASUM in July 2011 showed that 48% of sonographers already prepared formal reports and 20% of sonographers routinely prepared formal reports that would not be
seen by a radiologist before the report is available to the referring clinicians. In fact, reporting responsibility for sonographers has been recognised in New Zealand employment contracts for a number of years under the title of reporting sonograph, specialist sonographer or clinical specialist As the profession of sonography moves into the
future, it will become increasingly important for sonographers to acquire skilled reporting skills. The purpose of this article is to provide a detailed overview of the best practices in formal reporting of ultrasound examinations supported by a comprehensive literature review. A wide range of health practitioners who perform ultrasound
examinations are involved in the provision of a diagnostic report. These include sonographers, radiologists and point-of-care practitioners (emergency physicians, general practitioners, junior specialists, midwives, nurse practitioners, physiotherapists and other health professionals trained in ultrasound).13, 22, 23 The ability to produce
quality reports that are accurate, clinically relevant and composed in a clear style is an acquired skill24 that requires familiarity with current reporting standards, clinical experience, mentoring of senior experienced colleagues, practice, peer review and audit.23, 25 Special teaching in formal report writing, supervised practice and auditing
should be included in the training of the sonograph. Academic and professional institutions providing ultrasound education programs must ensure that formal written reporting is incorporated into academic curricula.26, 27 The Central Queensland University already includes written reporting in the master's curriculum (email from Dr Aamer
Aziz, CQ University, September 2017)28 while the University of Auckland plans to introduce it in the future (email from Associate Professor Jenny Sim, September 2017). Monash University, the University of South Australia and the Queensland University of Technology do not intend to address short-term curricula reporting (email from
Paul Lombardo, Course Convent Master of Medical Ultrasound, September 2017, email from Associate Professor Kerry Thoirs, September 2017, and email from Chris Edwards, Course Coordinator Medical Ultrasound). There is good agreement in the literature on the structure of an ultrasound report.13, 22, 23, 25, 29-31 In general, an
ultrasound report should contain the following sections: (1) Department (2) Patient identification, demography, date, recipient, supplier details (3) Indications: history and clinical information (4) Technique and procedural description (when required) (5) Results (a) Specified results (b) Normal and abnormal observations (c) Diagnostic
comments (6) Impression/Conclusion (7) Names of individuals participating in the study (8) Inclusion of reference standards in footnotes (where necessary) The title of the examination should clearly identify the type and scope of the examination (including laterality). Abdominal ultrasound examinationAn ultrasound examination of the right
groinTargeted hepatobiliary ultrasound, portable examination in the ICU term 'scan' should be avoided because the assessment of a patient with ultrasound often goes beyond a simple scanning procedure. Unlike other radiology An ultrasound examination involves important elements of clinical interaction between the sonographene and
the patient such as history-taking, observation, palpation, dynamic assessment using various maneuvers, sonopalpation, and assessment in different body positions. It's a comprehensive investigation, not a scan. It is important that the report is correctly identified by the patient's full name, date of birth and any of the following: address,
national health identifier, patient clinic identifier, clinic presence code or other similar identifier.30 Date and time (if appropriate) for the examination should be clearly noted. The sonographer should ensure that the rapporteur and the recipients are acknowledged and that there is a procedure for the recipients to receive the report, whether
in electronic or paper-copied form. For external reports, the name and contact details of the establishment should be clearly stated. The patient's history and clinical information may come from a number of sources including: history and clinical information provided by the rapporteur; history and clinical information from other medical
records, Data provided by the patient to the sonographer during the examination. clinical observations made by the sonographer, and clinical tests carried out at the time of the investigation. The patient's relevant clinical history should be copied from the referral and included in the report. Many patients present with exhaustive medical
histories including multiple co-morbidities, serial examinations, complex interventions, detailed management plans and extensive medication regimens. It may not be practical (or desirable) to include all this information in the body of the report.32 In these cases, the sonographer should exercise sound clinical assessment and select the
clinical information specifically relevant to the ultrasound examination and the clinical issue. A sonographer working in regional or tertiary centres can also obtain valuable medical history from other sources, including electronic medical records (admission and discharge summaries, clinic letters, surgical reports, laboratory tests, previous
imaging) and paper notes. Access to medical records may become more widely available in the near future as more patients will opt for cloud-based storage records. To encourage sonographs to access all available clinical information at the time of the ultrasound examination, some departments have codified such practices in their
ultrasonic protocol manuals:33Prior to commence ultrasound examination, the sonograph should:Review the referral letterElvan relevant history from the patientReview all relevant medical records including:Laboratory findingsPrevious imaging results and PACS images (if necessary)Letters ClinicDischarge summaries other relevant
medical records available Sonographer should elicit additional relevant information from the patient. Patient the complaint may have changed, or the patient may disclose hitherto undisclosed clinical information that may be helpful in assessing the patient and interpreting the examination. When appropriate, the sonographer should also
assess the patient clinically before commencing the examination of ultrasound.34 Visual assessment and palpation of specific areas of interest may provide significant clinical clues to otherwise ambiguous ultrasound appearances with wide range of differentials. For example, superficial masses can be clinically assessed for parameters
such as anatomical placement, size, shape, number, firmness, compressibility, fluctuation, smooth or irregular boundaries, associated skin changes, discoloration, skin man, heat, duration, edema, pain or tenderness with and without palpation, discharge, mobility, skin retraction, puckering, dimpling, scarring and other features. If the
sonographene engages the patient in the conduct of clinical tests or maneuvers such as during musculoskeletal ultrasound examinations, the tests and their results should be noted: The patient experiences pain and movement restriction with arm abduction beyond 45 degrees. All relevant observations should be noted and included in the
report and source of the information allowed.30 The introduction of procedural description and scanning techniques is not necessary for most routine examinations such as abdominal or small-parts ultrasound, but may be helpful for specialized examinations such as transvaginal ultrasound, some vascular examinations, contrast-enhanced
ultrasound, bed drainage marking and others.35 Transabdominal and transvaginal examinations performed with the patient's consent. Contrast-enhanced ultrasound was performed with definity® perflutren microspheres (number IV bolus injections: X, total volume of contrast: Xml). High resolution ultrasound assessment of cranial sutures
was performed. The dormant ankle-brachial pressure index (ABPI) was 1.0 bilateral. The patient was subjected to a 5-min walking challenge on a treadmill set at 10 degrees slope and 3.5 km/h speed. The typical report should present the results in a logical sequence in the order in which the examination was conducted or in the order of
clinical priority. For extensive structured studies, the listing of specific bodies and places of investigation helps to clearly communicate to the Rapporteur what has been and what has not been examined (Figure 1). Example of a specified reporting template for a normal ultrasound examination in the upper abdomen. For targeted
examinations, a brief description may be more appropriate: Proper pleural effusion appears easily (not septated) and susceptible to percutaneous bed drainage. A suitable location was marked on the patient's skin with a permanent marker. [report close] The report should specify and describe normal and abnormal observations and offer
relevant interpretative comments. All deviations should be qualified by its exact anatomical imaging properties and measurements.13, 22, 30, 31Segment 8 of the liver contains an irregular thick-walled collection 4.5 × 3.5 × 2.8 cm in size containing liquid-level particle content. The clinical history and imaging findings are consistent with a
liver abscess. Obvious abnormalities with classic and pathononomy appearance can be referred to directly and do not require a long technical description.36 The right ovary contains a 4.5 cm simple cyst. (Not: 'The ovary contains a unilocular, round, thin-walled, eco-schoic, fluid-filled, avascular structure with distal acoustic enhancement,
consistent with a simple cyst'.) Several gallstones were noted that range in size from 3 to 6 mm. (Not: 'The gallbladder contains several highly echogenic, rounded, mobile foci with posterior acoustic shading characteristic of gallstones, measuring 3 –6 mm in size'.) Unforeseen results should be recognised37 and ups. For example, the
temporary discovery of a multilocular solid-cystic mass in a post-menopausal woman presenting to an upper abdominal ultrasound, warrants extending the examination to include a detailed transabdominal and transvaginal scan of the pelvis. Normal anatomical variants should be reported even if they are of no clinical significance at the
time of the examination. Some variants (such as uterine anatomical variants or venous duplication) may become clinically relevant in the future. Femoral vein duplication was noted. This is a common normal anatomical variant. Uterus: size: 7.2 × 4.2 × 5.0, volume: 79 ccs (normal) orientation: anteverted morphology: subseptate If the
examination was prolonged or reduced in scope, the reasons for this should be recognized and justified.13 Cervix: not investigated (term pregnancy) Ultrasound functions of the liver are compatible with cirrhosis. The examination was extended to include Doppler's assessment of the mesenteric, portal and hepatic vasculature. The results
are in line with a right testicular neoplasm. The examination was prolonged to assess the spermatic cord, regional lymph nodes and kidneys. I have informed Mrs Smith of the benefits of performing transvaginal ultrasound to assess endometrial thickness, but she declined. Where measurements are provided, it is important to ensure that
the measuring units are used consistently. For example, an obstetric report with a variety of measurements should not mix measurements in centimeters and millimeters. The sonographer should consider rounding measurements to a realistic degree of accuracy dictated by the given clinical scenario, not necessarily in the same format as
those provided on the ultrasonic system. For larger structures such as organ size measurements or the mid-trimester fetal biometrics, rounding to the nearest millimeter is suitable; However, for finer structures (nuchal translucency, bile duct, etc.), rounding should be done to the nearest one tenth of a millimetre. Fetal biometrics:BPD = 73
mm HC 271 mm AC = 254 mm FL = 55 mmEFW = 1383 g ±15%, 45th percentile From the clinical point of view, it is useful to identify whether the measurement is normal or abnormal because the referring clinician may not have a working knowledge of the reference standard.25, 38Umbilical Artery Pulsatility Index = 0.95 (normal)
Although a reference diagram is embedded in the report, indicating whether a measurement is normal or may not still be helpful in some cases. For example, if the fetal Middle Cerebral Artery Pulsatility Index is above the 95th percentile on a reference chart, it may appear to be outside the normal limits; However, the measurement is
defined only as abnormal if it is below the 5th percentile.39 If comparison is made with previous studies, the type of studies and their dates should be noted.30Comparison was made with CT dated dd/mm/yyyy. The small indeterminate lesion noted in segment 7 represents a simple cyst measuring 6 mm in diameter. Direct comparison is
especially important in cases of monitoring where the sonographer examines the patient for the presence of interval change. The presence or absence of change should be clearly indicated.40, 41 The previously noted small echogenic liver lesion remains unchanged when compared to previous ultrasound performed 6 and 18 months ago.
The previously listed 4.5 cm AAA remains unchanged. Routine monitoring in 12 months has been arranged according to the departmentguideline. Conversely, it may be necessary to recognize the absence of studies for comparison, especially if clinicians request a repeated examination at another institution and previous imaging records
are not available. Previous ultrasound examinations performed at [clinic, city] on dd/mm/yyyy are not available for direct comparison. Comments regarding interval change cannot be made. Apart from the performance of the ultrasound examination, sonographs also have the ability to clinically examine the patient with the donor
(sonopalpation) and observe important physiological or pathological changes with different clinical maneuvers or in different patient positions. These observations may provide additional clinical information. It may be useful to include these findings in the body of the report: The left ovary and left adnexa are not tender for application of
donor pressure. Gynecological cause of LIF pain is therefore considered unlikely. Impingement of the supraspinatus muscle seen beyond the 45degree abduction area of pain directly corresponds to a cluster of reactive, but morphologically normal inguinal nodes. The results are consistent with lymphadenitis. The extent to which
comments regarding image quality are helpful to the recipient of a diagnostic report is debatable, however, significant technical deficiencies that may affect the interpretation of the survey must be recognized.22, 25, 29, 30 On the other hand, excessive hedging is generally considered unhelpful because clinicians may not be the extent to
which the results can be relied upon.42 For example, make a comment that examination of the liver is suboptimal due to increased BMI of the patient, but no apparent liver mass detected can leave the referring clinicians questioning whether (a) there is no liver mass or (b) a liver mass was not detected because it was not detected to
begin with. If the quality of the examination significantly impairs the diagnostic confidence of the sonograph or the examination is non-diagnostic, these considerations should be disclosed. Whenever possible, suggestions on how to achieve a diagnostic result should be offered. Assessment of the liver with ultrasound is non-diagnostic due
to technical limitations associated with high BMI. Given the background of hepatitis B and rising AFP, consideration should be given to other cross-sectional imaging. Fetal heart and face anatomy cannot be assessed due to unfavorable fetal position. Repeat ultrasound in 1 week time is recommended to complete fetal morphology
assessment. Adequate transabdominal and transvaginal ultrasound examinations of the pelvis cannot be achieved because the patient is experiencing severe pain and cannot tolerate the examination. The investigation was abandoned. Transvaginal pelvic ultrasound may be possible to achieve during light sedation. Please contact our
team on extension ×1234 to discuss. Sonographers, like all health care professionals who use ultrasound (radiologists, point-of-care practitioners, emergency physicians and others), may not have the full spectrum of expertise in all subspecialties of ultrasound. For this reason, sonographs should resist the temptation to give specific
diagnoses in areas outside their areas of expertise. For example, a sonographer working in a private center may be very adept at performing fetal morphology scanning, but may not be proficient in the performance and interpretation of fetal echocardiography. In the case of a temporary discovery of a complex congenital cardiac
abnormality, it may be more appropriate to (a) withhold specific diagnostic comments, (b) report that the 'examination of the fetal heart raises suspicion of congenital cardiac abnormality' and (c) refer the patient to a tertiary-level fetal medicine unit for formal echocardiography in which the full range of relevant diagnostic comments can be
made in a format required by the underspecialist pediatric cardiology team. Fortunately, sonographers usually work as part of a team in a clinic or hospital setting. Such environments offer ample opportunities for consultation with colleagues to solve complex image problems. The final summary should include final interpretative comments,
recommendations (where appropriate) and any additional measures taken. No new information should be included in the conclusion not contained in the findings section of the report.29, 30, 32, 43 Urgent or significant results should be prioritised and listed only with less find second.25, 32, 44Impression:1 Acute calculous gallcystitis2 No
biliary dilation3 Fatty liver disease4 Simple cyst in the left lobe of the liver Impression:Results are strongly suggestive of ruptured right-sided ectopic pregnancy. Temporary note was made of a simple left ovarian cyst. The patient was immediately transferred to the emergency room after the examination. The terms impression, conclusion
or summary are preferred over diagnosis.32 As a read-effectiveness issue, many clinicians tend to skip the body of the report and immediately refer to the conclusion.25 For this reason, the conclusion should provide a clear and concise summary of the report. In routine examinations, the summary may be concise. Normal abdominal
ultrasound. No cause of RUQ pain was identified. Interval fetal growth has been normal. Unremarkable ultrasound examination of the right axis. In other cases, it may be useful to indicate whether the results are benign or whether. Occasional premature atrial contracts were noted. These represent a benign fetal arrhythmia that usually
resolves spontaneously. Further imaging is not required unless CTG or bedrest Doppler examination raises the possibility of supraventricular tachycardia. The presence of multiple target lesions in the right lobe of the liver is very concerning for the presence of metastases. It is acceptable that short reports should not be concluded.25, 30,
31 Interpretative and diagnostic comments may be made within the examination section and/or the conclusion depending on the length and style of the report. The fetal kidneys and bladder are clearly visualized. The fetus is normal in size. Although the mother reports no fluid loss, early rupture of the membrane is the most likely cause of
anhydramnios. The interpretation requires that the findings of the ultrasound examination be placed in the clinical context. Sonographer needs to exercise rigorous clinical assessment and consider all information (imaging findings, patient history, clinical presentation, laboratory results, prior imaging and other sources) in formulating a
diagnostic opinion. Whenever possible, the diagnostic comments should be direct and definitive.32, 42The palpable scrotal lump corresponds to a simple epididymal cyst. There's no testicular mass. If this is not possible, clinically realistic differentials should be provided and ranked appropriately in terms of probability or clinical priority
(Figure 2).13, 22 The cause of galldilation is not visualised. Given the acute presentation with pain and jaundice combined with the presence of gallstones in the gallbladder, choledocholithiasis is considered highly likely. The pancreas was well visualized and seems normal. Ampullary-level pathology while less likely cannot be excluded by
ultrasound alone. Comprehensive lists of differential diagnoses should be avoided as they are generally not helpful.44 If the finding is ambiguous or ambiguous the sonographer may still be able to limit the differentials down to a probable causative process (inflammatory, neoplastic, ischemic, hemorrhagic or otherwise) or may indicate the
likelihood that the appearance represents a benign or sinister process. The palpable axillry lump represents an enlarged and morphologically abnormal lymph node that shows several concerning features including: loss of normal hilar patterns, rounded shape, asymmetry of parenchymal thickness, microlobulated margins, and zones of
hypoperfusion. Clinically unrealistic differentials should not be included or should be dismissed. Right testis: length = 4.5 cm, volume = 14,5 ccs (normal), color Doppler perfusion: normal Testulerad torsion has been excluded. Findings of no or no clinical significance should be recognized as such with appropriate qualifying comments.32,
41, 45 Two small gallbladder polyps were noted measuring 2 and 3 mm in size. These are of no clinical significance and do not require further follow-up.sequel. In isolation, koreoid plexus cysts represent a benign finding and no further assessment is required. In addition, the sonographer should ensure that the report directly addresses all
clinical issues raised in the referral.13, 25, 29, 30, 34 In addition, the sonographshould also anticipate clinical issues that were not explicitly mentioned in the referral.43 In some cases, in some cases, indicating the lack of specific results, the sonograph should also reassure the clinician by stressing that sufficient attention has been paid to
the contact region concerned. The cause of RIF pain was not identified on transabdominal or transvaginal ultrasound. Specifically, there is no evidence of gynecological abnormality, appendicitis or urolithiasis. No anatomical cause of menorrhagia identified. Specifically, no endometrial thickening, polyp or fibroid was detected. Sometimes
the sonographer may have to ignore misleading clinical information that may have led the referent to suspect a different disease process than the ultrasound convincingly indicates. Although the patient reports acute onset of left testicular pain after a sporting injury, ultrasound findings are strongly suspected of testicular malignancy
instead. There is no sonographic evidence of trauma. Finally, when designing diagnostic comments, the sonographer should be aware of his level of competence. Anographer should exercise a judicious threshold to seek advice or a second opinion from a senior colleague such as an expert sonographer, radiologist or sonologist,
especially in cases that require a multimodality approach to reach the diagnosis.13 The conclusion may also include recommendations for further testing, monitoring, referral, treatment, and other considerations that may help the deputist to manage the patient. Adhering to the principles of provenherity is particularly important. In many
cases, the sonographer may refer to established local, national or international guidelines for making 46-54 No signs of intrauterine or ectopic pregnancy were detected. This is a pregnancy of unknown location (PUL). Clinical monitoring and serial bHCG are recommended. Repeat transvaginal ultrasound may be offered when bHCG



reaches 1000 iu/l or if the patient's clinical presentation changes. The finding of absent end-diastolic flow in the umbilical artery in a 28-week fetus is highly concerning and immediate specialist obstetric opinion is recommended. In addition, detected simple ovarian asymptomatic ovarian cysts less than 5 centimetres in diameter in
premenopausal women generally do not guarantee further monitoring.48 If a follow-up recommendation is made, the sonographer should ensure that there is a defined process for this to happen. Alternatively, the report should clearly state who should re-refer the patient for which examination and when. AAA monitoring for 6 months is
recommended. I have made a booking for a repeat ultrasound in the vascular laboratory on dd/mm/åyyy. As a final step in the preparation of the report, the sonographer should confirm that all clinical issues have been addressed. In particular circumstances such as the unexpected or urgent nature of the measures taken, the measures
taken should be recorded in the report.13 I have informed Mrs Smith that she has a significant deep vein thrombosis and I have arranged for her to be transferred to the emergency room for examination. Given the urgency of the results, I have discussed the findings with Dr. T. Smith, urology registrar by phone. Ultrasound confirms clinical
suspicion of a large AAA measuring 7.4 cm in maximum AP diameter. I've arranged an immediate consultation with Dr. J. Smith, vascular consultant. The names and designations of all individuals participating in the survey should be noted. This may include the sonographer, intern, registrar, apron, radiologist, nurse and all participating
clinicians. This allows the referrer to directly contact a person with direct knowledge of the investigation if the judge requires clarification or tries to discuss the report further.22Exemination conducted by: Jane Smith, trainee sonographerSupervised by: John Doe, clinical specialist sonographerDiscussed with: Kathy White, radiologist The
provision of reference foot notes in the report has not been addressed in radiological guidelines so far; however, such information may reinforce the report by informing the referring clinician of the standard used in the interpretation of the investigation. Such practices are common in histopathology reports. *Graduation of renal pelvis
dilation and management commentary based on New Zealand's National Antenatal Detection asymptomatic renal dilation consensus group statement 2017.Postnatal grade N (Normal) = AP Renal Pelvis Diameter &lt;10 mm, no peripheral dilationFollow-up recommendation:Normal scan before 1 month of age – repeat for 3 monthsNormal
scan after 1 month of age – no further follow-up Introduction of a reference standard may also be there there standards for interpretation of the same finding could be used by different ultrasonic suppliers and the application of different standards may affect the final outcome.53-56 British Thyroid Association (BTA) classification (2014) was
used for ultrasonic nodule characterization. The interpretation of carotid artery stenosis was made according to common recommendations for reporting carotid ultrasound examinations in the UK (2009). The ultrasound report must strike a balance between conciseness and sufficient clinical detail.32, 44, 57, 58 The sonographshould have
a thorough understanding of what information is relevant to the referring clinician and tailor the report accordingly by prioritizing clinically important observations. Clinicians tend to prefer structured, detailed reports rather than prose reports written in a narrative form.24, 25, 44, 57, 59 An example of a wordy narrative statement: The right
kidney is normal in size, shape, and echotextur, measuring 10.5 cm in craniocaudal length. Renal parenchyma shows normal thickness and echotexture. No masses, stones or hydronephrosis were discovered. The same information provided in a concise, structured format: Right kidney: 10.5 cm length, normal Structured reports also
allow easier comparison with previous reports because the information is always presented in the same expected location and format. Ultrasonic providers should strive to develop structured and consistent reporting styles that meet the needs of the referential.60, 61 Seeking input from referents in the development of report templates can
ensure that the report meets the referent's expectations62 (Figure 3). A range of report samples and templates are available online.13, 23, 63 The bulk of a simple structured obstetric report developed by sonographers with input from obstetric teams (Waikato Hospital, Hamilton, New Zealand). Although detailed reports are preferred, a
concise story may sometimes be more appropriate for targeted investigations. Targeted Ultrasound Right Dorsal Wrist Indications: 53 year old man, T2DM, cellulitis over dorsum of right wrist, ? Joint effusion, ? Septic arthritis, ? Underlying collection Results: High resolution ultrasound was performed. The area of redness and swelling
involving the dorsal wrist shows a unilocular subcutaneous abscess measurement 52 × 47 × 9 mm with an approximate internal volume of 11.5 ccs. The distance from the skin surface to the centre of the abscess is 10 mm. Conclusion: Subcutaneous abscess that is susceptible to percutaneous drainage. The sonographer should be
aware that highly specialised reports that are widely understood in a subspecialist or inpatient environment may need to be tailored or presented in such a way that they are comprehensible to recipients working in an outpatient or primary care environment.13 The language style should be formal, clear, concise, specific, unambiguous and
light.13 The language style should be formal, clear, concise, specific, unambiguous and light.13 The language style should be formal, clear, concise, specific, unambiguous and light.13 The language style should be formal, clear, concise, specific, unambiguous and light.13 The language style should be formal, clear, concise, specific,
unambiguous and light.13 The language style should be formal, clear, concise, specific, unambiguous and light.13 The language style should be formal, clear, concise, specific, unambiguous and light.13 The language style should be formal, clear, concise, specific, unambiguous and light.13 The language style should be of a wide variety
of recipients ranging from sub-specialists to GPs and other healthcare professionals involved in patient care.13, 41, 64 More and more, reports are also read by patients.41, 65 The Sonograph should refer to established guidelines or dictionaries and follow generally accepted formal terminology.36, 49-52, 66-68 Non-specific or ambiguous
terminology should be avoided. For example, the term complex should never be used to describe the findings in the ovaries as the term is ambiguous and may refer to appearance ranging from normal (hemorrhagic cyst) to malignant (ovarian cystocarcinoma). The description of normal appearances usually involves the terms normal,
unremarkable, no sonographic abnormality or no abnormality detected. While some authors prefer the more definitive term normal,69 it is important to realize that a lack of abnormality does not necessarily ensure that the organ in question is normal in all respects. For example, a patient presents for a hepatobiliary ultrasound with
dislocated LFTs due to the fact that acute hepatitis is likely to show normal sonographic appearance of the liver. It would be incorrect to indicate that the liver is normal. The liver is really not normal. It would be correct to say that ultrasound appearance is normal or no anatomical cause of deranged LFTs noted or that the liver seems
sonographically mundane. Figure 4 contains a sample of commonly used descriptive ultrasonic terminology. commonly use descriptive ultrasonic terminology. Very specific histological terms should be used with caution. Ultrasound provides mostly anatomical and acoustic characterization of the results. In some cases, it may be
appropriate to give a histological claim: A 4 cm solid, heterogeneous, vascular renal mass in the interpolar region of the left kidney was discovered that likely represents a renal cell cancer. In other cases, the sonographic appearance may represent a wider range of pathologies, and broader, more inclusive terminology is appropriate. The
solid hypoechoic heterogeneous testicular mass is about for malignancy (rather than 'seminoma') The uniform echogenic lesion of the fetal chest most likely represents a congenital pulmonary airway malformation' (rather than 'Type 3 cystic adenomatoid malformation) the report should be written in a clear and specific style. A selection of
common stylistic and formulation errors and pitfalls are provided in Figure 5.25, 32 Stylistic and formulation errors and pitfalls. Writing in first person can show compassion and add a nice personal touch to an otherwise formal and impassive report. I have explained to Jenny and her husband that another scan will be necessary to complete
the assessment of the foetus anatomy and have arranged for them to return in 1 week. I have discussed the results of the carotid Doppler examination with Mrs Smith and reassured her about the absence of The use of abbreviations is discouraged because they may be ambiguous or unfamiliar to the recipient of the report.70 Consider
that the largest online database of pharmaceutical and medical abbreviations (MediLexicon)71 contains over 230,000 abbreviations. For example, the acronym AML 7 has potential uses ranging from description of normal anatomy (anterior mitral leaflet), benign renal neoplasm (angiomyolipoma) to ominous haematological malignancy
(acute myeloid leukemia). Only the most widely understood abbreviations such as 'RIF' or 'AAA' are allowed. If an abbreviation is required, it should be defined the first time it is used in the text. The front accessory saphenous vein (AASV) is also incompetent and becomes varicose 20 cm below the groin fold. AASV is susceptible to
thermal ablation. Whenever possible, ringrafer should use consistent terminology to describe the same findings in different patients and the same finding in the same patient in follow-up investigations. Inconsistency in description can be difficult for the referring doctors to interpret. For example, the following three descriptions were
provided for the same stable patient with prolonged cirrhosis due to autoimmune hepatitis presenting with no interval change over a three-year period:Year 1: Liver size, shape, and echotexture are normal. Year 2: The liver appears as expected for known history. Year 3: Liver consistency excels, no nodularity, less volume redistribution
with increased bulk of the left lobe, no evidence of portal HTN. Graphic reports contain additional diagrams to better communicate the results of the ultrasound examination. These types of reports have often been used in vascular laboratories because vascular surgeons show a strong preference for charts rather than plain text34 (Figure
6). Another type of graphic report that may become more widespread in the future is the image-rich radiology report. Such a report contains a selection of images with annotations.72 Examples of graphic vessel reports. Left image: Supplied by author, Tristram Vascular Ultrasound, Hamilton, New Zealand. Right image: Courtesy of Deb
Coghlan, Precision Vascular Imaging, Brisbane, Australia. An ultrasound report is a formal document and represents an important waypoint on the management pathway for the patient. Sonographs are therefore responsible for ensuring that the report is accurate in all respects and prepared and available as soon as possible, preferably
immediately after the completion of the investigation.13 There are obvious clinical, professional and medicolegal risks if the report is incorrect, incomplete or delayed.25, 73-76 The report must be accurately proofread to avoid errors in content, spelling and grammar.13, 77 Errors may vary from minor embarrassment due to misspelling or
order .25 to serious errors related to the opposite meaning ('avascular' vs. 'a vascular') or wrong side ('left' vs. Formal reporting is an important professional skill for sonographers, radiologists, sonologists and point-of-care practitioners. Many sonographs already fulfil reporting roles and are recognized for such roles in employment
contracts. This article provides a detailed summary of current best practices taking into account existing guidelines and published literature. The reporting strategies and examples provided in this article can serve as vignettes that the sonographer can implement to improve its own reporting style. The author would like to thank the
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Statements C2: Statement on The Practice of Ultrasound of Sonographers [Internet], 2014. Available from: 20the-Practice-of-Ultrasound-by-Sonographers.pdf 3Gerhardsen KV, Hofmann B. Accuracy of sonographs performing upper abdominal ultrasound examinations. Dieurope 2014; 30(1): 12– 5. 4Dongola NA, Guy RL, Giles YES,
Ward S. Can sonographers offer an exact upper abdominal ultrasound service in a district general hospital? Radiography 2003; 9(1): 29– 33. 5Riley SJ, Groves CJ, Chandramohan M. Musculoskeletal Ultrasound: revision of sonographer reporting. Ultrasound 2010; 18(1): 36– 40. 6Cole B, Twibill K, Lam P, Hackett L, Murrell GA. Not all
ultrasound scans are created equal: general sonography versus musculoskeletal sonography in the detection of rotator cuff tears. Shoulder Elb 2016; 8(4): 250– 7. 7Stenman C, Thorelius L, Knutsson A, Smedby Ö. Radiographer‐acquired and radiologist-reviewed ultrasound examination – with the radiologist's bedside evaluation. Acta
Radiol 2011; 52(1): 70– 4. 8Lo RHG, Chan PP, Chan LP, Wilde CC, Pant R. Routine abdominal and pelvic ultrasound examinations: an audit comparing X-ray agraphers and radiologists. Ann Acad With Singapore 2003; 32(1): 126– 8. 9Bude RO, Fatchett JP, Lechtanski TA. The use of additionally trained sonographs as ultrasonic
practitioners: our first-year experience. J Ultrasound Med Off J Am Inst Ultrasound Med 2006; 25(3): 321– 7; quiz 328‐330. 10Schneider M, Bloesch J, Lombardo P. Abdominal ultrasound referred to by the Emergency Department – Can sonographer results help guide time patient management? Radiography 2014; 20(1): 4– 7. 11Leslie A,
Lockyer H, Virjee JP. Who should perform routine abdominal ultrasound? A prospective double-blind study comparing the accuracy of the radiologist and X-ray filmmaker. Clin Radiol 2000; 55(8): 606– 9. 12 New Zealand Medical Radiation Technician Board. Scopes of practices, definitions and qualifications: Sonographer. Available from:
[Accessed 26 Aug 2017]. 13 United Kingdom Association of Sonographers. Guidelines for professional work standards, ultrasound practice, 2008. Available from: 14Yielder J, Young A, Park S, Coleman K. Establish advanced practice of medical imaging in New Zealand. J With Radiat Sci 2014; 61(1): 14– 21. 15Tost. A national survey of
sonographers and their reporting practices in the general medical ultrasound field. Ultrasound 2006; 14(2): 109– 14. 16 Australasian Sonographers Association. Scoping study of the role of evolution for sonographers: report to the Department of Health and Aging, 2009. Available from: [Accessed 9 Jan 2017]. 17 Australasian
Sonographers Association. Recognition of sonographers [Internet], 2017. Available from: [Accessed 9 Jan 2017]. 18McGregor R, O'Loughlin K, Cox J, Clarke J, Snowden A. Sonographer practitioner development in Australia: qualitative analysis of an Australian sonographers survey. Radiography 2009; 15(4): 313– 9. 19 Association of
Professional and Executive Employees. APEX &amp; Northland District Health Board Sonographers Collective Agreement [Internet], 2012. Available from: 20 Association of Professional and Executive Employees. APEX and Auckland District Health Board &amp; Counties Manukau Distrct Health Board &amp; Waitemata District Health
Board Sonographers Collective Agreement [Internet], 2016. Available from: 21 professional and executive employees. APEX &amp; South of Auckland District Health Boards Sonographers Collective Agreement[Internet], 2016. Available from: 22 Board of Faculty of Clinical Radiology, Royal College of Radiologists. Standards for reporting
and interpreting Imaging Investigations [Internet]. Intertype, London, 2006. Available from: 23 Society and college of Radiographers and the British Medical Ultrasound Society. Guidelines for professional ultrasound practices [Internet], 2015. Available from: [Accessed 9 Jan 2017]. 24Bosmans JML, Peremans L, Menni M, Schepper AMD,
Duyck PO, Parizel PM. Structured reporting: about, why, when, how-and at what expense? Results of a focus group meeting with X-ray professionals from eight countries. Insights Imaging 2012; 3(3): 295– 302. 25Wallis A, McCoubrie P. The Radiology Report — Can we get the message across? Clin Radiol 2011; 66(11): 1015– 22. 26
Australasian Sonographers Association. ASA competence standards for the grapher entry level [Internet], 2011. Available from: [Accessed 9 Jan 2017]. 27Parker PC, Harrison G. Educate the future sonographic workforce: membership survey report from the British Medical Ultrasound Society. Ultrasound J Br With Ultrasonic Soc 2015;
23(4): 231– 41. 28 CQ University. CV83 – Master of Medical Ultrasound [Internet]. Available from: [Accessed 9 Mar 2017]. 29 Royal Australian and New Zealand College of Radiologists. Radiology Written Report Guideline, version 5, 2011. 30 Royal Australian and New Zealand College of Radiologists. Radiology Written Report Guideline,
version 6, 2017. 31 American College of Radiology. ACR Practice Guideline for Communication of Diagnostic Imaging Results [Internet], 2010. Available from: [Accessed 1 Sept 2017]. 32Hall FM. Language of the radiology report. Bring J Roentgenol 2000; 175(5): 1239– 42. 33 Waikato DHB Department of Ultrasound. Protocol: Generic
ultrasound examination techniques; Checked document 5316 v01, 2014. 34Necas M. Duplex ultrasound in the assessment of lower extremity venous insufficiency. Australas J Ultrasound Med 2010; 13(4): 37– 45. 35Marcovici P. Buzz. Multiparametric and other words of self-aggrandization. J Am Coll Radiol 2016; 13(12): 1409.
36Timmerman D, Valentin L, Bourne TH, Collins WP, Verrelst H, Vergote I. Terms, definitions and measurements to describe the sonographic features of adnexal tumors: a consensus statement from the international Ovarian tumor analysis Group. Ultrasound Obstetrics Gynecol 2000; 16(5): 500– 5. 37Hoang JK. Unforeseen results on
imaging: omit or make recommendations. J Am Coll Radiol 2016; 13(10): 1170. 38Grieve FM, Plumb AA, Khan SH. Radiology reporting: a general practitioner's perspective. Br J Radiol 2010; 83(985): 17– 22. 39 New Zealand Maternal Fetal Medicine Network. New Zealand Obstetric Doppler Guideline [Internet], 2014. Available from:
[Accessed 1 Sep 2017] 40Hoang JK. If there's no change, just say it. J Am Coll Radiol 2016; 13(3): 236. 41Kuzminski SJ. Abuse of the term nonspecific. J Am Coll Radiol 2016; 13(4): 362. 42Hoang JK. Not ass when there's security. J Am Coll Radiol 2017; 14(1): 5. 43Kranz PG. What's your impression? Get to the point! J Am Coll Radiol
2017; 14(4): 451. 44Coakley FV, Liberman L, Panicek DM. Style guidelines for radiology reporting: a way of speaking. Bring J Roentgenol 2003; 180(2): 327– 8. 45Hoang JK. Insignificant results: do not leave them questioning the importance. J Am Coll Radiol 2015; 12(12): 1244. 46 National Institute for Health and Care Excellence. NICE
Guidance [Internet]. Guidelines, 2017. Available from: [Accessed 9 Jan 2017] 47Glanc P, Benacerraf B, Bourne T, Brown D, Coleman BG, Crum C, et al. First international consensus report on adnexal masses: management recommendations. J Ultrasound Med 2017; 36(5): 849– 63. 48Levine D, Brown DL, Andreotti RF, Benacerraf B,
Benson CB, Brewster WR, et al. Management of asymptomatic ovarian cancer and other adnexal cysts is depicted at the U.S. Society of Radiologists in the ultrasound consensus conference statement. Radiology 2010; 256(3): 943– 54. 49Leone FPG, Timmerman D, Bourne T, Valentin L, Epstein E, Goldstein SR, et al. Terms, definitions,
and measurements to describe the sonographic features of endometrium and intrauterine lesions: a consensus opinion from the International Endometrial Tumor Analysis (IETA) group. Ultrasound Obstetrics Gynecol 2010; 35(1): 103– 12. 50Kachlik D, Pechacek V, Baca V, Musil V. Phlebology 2010; 25(3): 113– 23. 51Caggiati A, Bergan
JJ, Gloviczki P, Jantet G, Wendell‐Smith CP, Partsch H, et al. Nomenclature of the veins of the lower extremities: an international interdisciplinary consensus statement. J Vasc Surg 2002; 36(2): 416– 22. 52 American College of Radiology. ACR BI-RADS Atlas, 5th edition quick reference card [Internet]. Available from:
/media/ACR/Documents/PDF/QualitySafety/Resources/BIRADS/Posters/BIRADS-Reference-Card_web_F.pdf?la=en [Accessed 9 Jan 2017]. 53Tessler FN, Middleton WD, Grant EC, Hoang JK, Berland LL, Teefey SA, et al. ACR Thyroid Imaging, Reporting and Computer Systems (TI‐RADS): White Paper of the ACR TI-RADS
Committee. J Am Coll Radiol 2017; 14(5): 587– 95. 54Perros P, Boelaert K, Colley S, Evans C, Evans Gerrard BAG, et al. for the management of thyroid cancer. Clin Endocrinol (Oxf) 2014; 81: 1– 122. 55Grant EC, Benson CB, Moneta GL, Alexandrov AV, Baker JD, Bluth EI, et al. Carotid stenosis: gray-scale and doppler us the
diagnosis-society of radiologists in the ultrasonic consensus conference. Radiology 2003; 229(2): 340– 6. 56Oates CP, Naylor AR, Hartshorne T, Charles SM, Fail T, Humphries K, et al. Common recommendations for reporting carotid ultrasound examinations in the UK. Eur J Vasc Endovasc Surg By J Eur Soc Vasc Surg 2009; 37(3):
251– 61. 57Plumb AAO, Grieve FM, Khan SH. Examination of hospital clinics' preferences regarding the format of radiology reports. Clin Radiol 2009; 64(4): 386– 94. 58McLoughlin RF, So CB, Gray RR, Brandt R. Radiology reports: how much descriptive details are enough? Bring J Roentgenol 1995; 165(4): 803– 6. 59Sistrom CL,
Honeyman‐Buck J. Free text versus structured format: information transmission efficiency of radiology reports. Bring J Roentgenol 2005; 185(3): 804– 12. 60Larson DB, Towbin AJ, Pryor RM, Donnelly LF. Improve consistency in radiology reporting through the use of department-wide standardized structured reporting. Radiology 2013;
267(1): 240– 50. 61Pool F, Goergen S. Quality of the written radiology report: a review of the literature. J Am Coll Radiol 2010; 7(8): 634– 43. 62Gunderman R, Ambrosius WT, Cohen M. Radiology reporting in an academic children's hospital: what referring physicians think. Pediatrician Radiol 2000; 30(5): 307– 14. 63 RSNA Radiology
Reporting Initiative – Reporting Wiki [Internet]. Available from: [Accessed 24 Aug 2017]. 64Espeland A, Baerheim A. General Practitioner's view of radiology reports on regular radiography for back pain. Scand J Prim Health Care 2007; 25(1): 15– 9. 65Berlin L. Communicate results of all outpatient radiologic examinations directly to
patients: the time has come. Am J Roentgenol 2009; 192(3): 571– 3. 66 Ultrasonic LI‐RADS v2017 [Internet], 2017. Available from: [Accessed 1 Sept 2017]. 67 MediLexicon [Internet]. MediLexicon. Available from: [Accessed 26 Aug 2017]. 68 RSNA informatics. RadLex [Internet], 2017. Available from: 69Hoang JK. Avoid Jargon terms for
normal. J Am Coll Radiol 2015; 12(6): 546. 70Kuzminski SJ. Avoid abbreviations in radiology reports. J Am Coll Radiol 2015; 12(11): 1136. 71 Medical Dictionary, Medical Abbreviations and other search engines – MediLexicon [Internet]. Available from: [Accessed 26 Aug 2017]. 72Patel BN, Lopez JM, Jiang BG, Roth CJ, Nelson RC.
Image‐rich radiology reports: a value-based model for improving clinical workflow. J Am Coll Radiol 2017; 14(1): 57– 64. 73Berlin L. Pitfalls of the vague radiology report. Bring J Roentgenol 2000; 174(6): 8. 74Cascade PN, Berlin L. Malpractice issues in radiology. Radiology. College of Radiology Standard for Communication. Bringing is J
Roentgenol 1999; 173(6): 1439– 42. 75Pinto A, Brunese L. Spectrum of diagnostic errors in radiology. World J Radiol 2010; 2(10): 377– 83. 76Berlin L. Radiology reports. Bring J Roentgenol 1997; 169(4): 943– 6. 77Quint LE, Quint DJ, Myles JD. Frequency and spectrum of errors in final radiology reports generated with automatic speech
recognition technology. J Am Coll Radiol 2008; 5(12): 1196– 9. Martin Necas, Qi Hao Ong, Barriers to contrast-enhanced ultrasound in New Zealand and proposed solutions, Sonography, 10.1002/sono.12220, 7, 2, (41-47), (2020). Martin Necas, Yi Shen, Qi Hao Ong, Kara Prout, Wendy Wackrow, Need radiologists review abdominal
ultrasound examinations reported as normal by the sonographer?, Australasian Journal ultrasound in medicine, 10.1002/ajum.12202, 23, 3, (167-175), (2020).R. Giles Harrison, Barry C. Harrison, C. Harrison, Climatological summaries of Thomas Hughes meteorological data, for Stroud, United Kingdom (1775–1813), Geoscience Data
Journal, 10.1002/gdj3.90, 0, 0, (2020). Martin Necas, Matt Adams, Orlaith Brennan, Nicole Curtis, Rachel Heslop, Emma Woodrow‐Smith, The value of evaluating abdominal aorta in patients Australasian Journal of Ultrasound in Medicine, 10.1002/ajum.12212, 0, 0, (2020). Martin Necas, Jane Keating, Grant Abbott, Nicole Curtis, Rex
Ryke, Gerry Hill, How to Set Up and Perform Contrastenhanced Ultrasound, Australasian Journal of Ultrasound in Medicine, 10.1002/ajum.12135, 22, 2, (86-95), (2019). Orlaith Brennan, Sheila Oh, Martin Necas, The Value of Mapping The Kidneys During Pelvic Ultrasound Scans, Australasian Journal of Ultrasound in Medicine,
10.1002/ajum.12122, 22, 2, (118-128), (2019). The full text of this article is worth at iucr.org not due to technical difficulties. Difficulties.

normal_5f98dc16d704f.pdf , normal_5fb328e0e8b9d.pdf , normal_5fa972c00c315.pdf , fervent study guide questions , unblocked games 2020 , papa freezeria games unblocked , normal_5f905a67d0f99.pdf , answer iv shoes , normal_5fb3ce11b0db2.pdf , poultry farming books in urdu pdf , cazal 905 sunglasses replica , google chrome
apk new version , normal_5fa465fe28e06.pdf , banking awareness pdf free download bankers adda , blowin in the wind ukulele chords pdf ,

https://cdn-cms.f-static.net/uploads/4366976/normal_5f98dc16d704f.pdf
https://cdn-cms.f-static.net/uploads/4480756/normal_5fb328e0e8b9d.pdf
https://cdn-cms.f-static.net/uploads/4487906/normal_5fa972c00c315.pdf
https://s3.amazonaws.com/bokofapig/39813637855.pdf
https://uploads.strikinglycdn.com/files/cb40f09f-1bc5-4d39-81e6-9bd7f39c37b6/unblocked_games_2020.pdf
https://s3.amazonaws.com/dinigugaxej/mexugiduduvasoron.pdf
https://cdn-cms.f-static.net/uploads/4393900/normal_5f905a67d0f99.pdf
https://uploads.strikinglycdn.com/files/4d800df2-8311-4a14-9969-a7730e13ebaf/zetaxemuso.pdf
https://cdn-cms.f-static.net/uploads/4489414/normal_5fb3ce11b0db2.pdf
https://s3.amazonaws.com/sugaguxagu/90813884348.pdf
https://uploads.strikinglycdn.com/files/efd30ec3-8e74-4fee-971e-7d292ca6f24a/cazal_905_sunglasses_replica.pdf
https://uploads.strikinglycdn.com/files/af3cb2e7-a6d7-4ea2-b0b8-5c5e7f8ef56c/masokebikilemisa.pdf
https://cdn-cms.f-static.net/uploads/4375525/normal_5fa465fe28e06.pdf
https://s3.amazonaws.com/mijedusovineti/banking_awareness_free_download_bankers_adda.pdf
https://s3.amazonaws.com/toguvaju/64610233087.pdf

	Ultrasound abdomen report sample

