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Diagnostic Radiology Reporting and
Communication: The ACR Guideline

David C. Kushner, MDa, Leonard L. Lucey, JD, LLMb

The ACR adopted its “Guideline for Communication: Diagnostic Radiology” in 1991. Since its adoption, the
guideline has been the subject of considerable discussion and controversy. In response to more than a decade of
debate, the ACR appointed a task force in the summer of 2003 to research and analyze claims and litigation
decisions that have been related to the communication or reporting of imaging studies by radiologists.
Furthermore, the task force was charged with making recommendations regarding the status and impact of the
existing communication guideline. The only specific directions to the task force were to take into account the
ACR’s motto, “Quality is our image,” in the recognition that communication plays an essential role in safety
and quality. The task force consulted outside legal counsel, reviewed claims data from many sources, and
performed a survey of the ACR’s membership. Furthermore, the task force was divided into four working
groups to focus on the data and make specific recommendations. The products of the working groups were
assembled into a final report that was presented to the ACR Board of Chancellors in the winter of 2004. This
report, including five recommendations, and a draft for a new communication guideline were presented to the
ACR Council at the annual meeting in May 2004.
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NTRODUCTION

ince its adoption in 1991 at the ACR annual meeting,
he ACR’s “Guideline for Communication: Diagnostic
adiology” [1] has been the subject of much discussion
nd criticism. The primary focus of the discussion has
entered on the perception of many college members that
he guideline has been used against radiologists in medi-
al liability claims and lawsuits. Subsequent revisions of
he guideline, including the name change from “stan-
ard” to “guideline” have not diminished the intensity of
he debate surrounding the value or harm of the guide-
ine to radiologists.

The debate surfaced again during the ACR’s 2003
nnual meeting, when the Oklahoma State Radiological
ociety sponsored a resolution [2] calling for the replace-
ent of the ACR’s communication guideline with a sub-

titute guideline drafted by the Oklahoma chapter. The
esolution was debated on the floor of the ACR Council,
ubmitted to a reference committee for action, and ulti-
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ately referred back to the ACR Board of Chancellors.
he Board of Chancellors, under the direction of its

hair, Dr. Amis, appointed a task force to review and
horoughly investigate the concerns of the membership
elating to communication and diagnostic reporting.

ASK FORCE CHARGE

he task force was charged with reviewing the Oklahoma
hapter’s draft communication guideline, all published
ersions of the ACR diagnostic communication guide-
ine, and any other ACR documents that discussed or
eported on communication issues. The task force was
sked to review and analyze claims and litigation deci-
ions related to communication or reporting imaging
tudies by radiologists. This included collecting data
rom malpractice insurance carriers and working with a
egal firm to research reported litigation cases in which
ommunication errors were alleged. The ACR’s mem-
ership was surveyed to assess members’ attitudes and
nderstanding of diagnostic reporting and communica-
ion requirements.

On the basis of an evaluation of all the collected re-
earch, the task force was directed to make specific rec-
mmendations. It was clear in the charge to the task force
hat the recommendations could range from maintaining
he current communication guideline to recommending
www.manaraa.com

ts withdrawal or the creation of a new document. The
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nly specific considerations the task force was directed to
ake into account were the ACR’s motto, “Quality is our
mage,” and the fact that deficiencies in communication
ften result in medical errors causing patient injury.

EGAL REVIEW

o better ascertain the legal aspects of diagnostic
eporting, the task force retained the legal services of the
hicago law firm of Sidley & Austin. Sidley & Austin’s

awyers, well versed in the practice environment of hos-
ital-based physicians, were presented with a series of
uestions to address. The first question dealt with the
xtent to which the existing communication guideline,
r its predecessors, had exposed radiologists to additional
iability for alleged errors of communication. To find the
nswer to this question, Sidley & Austin’s lawyers re-
earched radiology communication cases from both be-
ore and after the first publication of the ACR’s commu-
ication guideline in 1991.
The legal review concluded, “There is no doubt that,

ven if the Guideline was withdrawn, radiologists would
ave liability for communications that a judge or jury
eemed, in retrospect, to have been inadequate” [3].
ase law strongly suggests that radiologists are subject to

iability for the failure of adequate communication inde-
endent of the guideline. That is, there would be liability
or communication-related errors even if there had never
een a guideline from the ACR. As one case noted,
Communication of a diagnosis so that it may be bene-
cially utilized may be altogether as important as the
iagnosis itself” [4].
The same series of cases also provided the answers to

he second and third questions posed to Sidley & Austin.
hat findings are so significant that they require direct

ontact with the responsible clinician? Should a signifi-
ant change between a preliminary report and a final
eport be communicated directly to the attending physi-
ian? Four situations identified from the case law provide
he answers: (1) the findings suggest a need for immedi-
te medical intervention; (2) the conclusions of the radi-
logist differ from a previous interpretation; (3) the find-
ngs suggest a condition that is likely to worsen over time
f not promptly addressed; and, (4) the findings are un-
lear, and follow-up is required. As one case stated, “Be-
ause of the significance of the x-ray report and the great
anger to the patient, medical standards would require
elephone communication to the attending physician of
he x-ray diagnosis” [5]. This means that under these
ircumstances, the “established” or ordinary report pro-
ess may be inadequate, and the radiologist should make
n extraordinary effort to accomplish effective commu-

ication and its documentation. According to one deci- t
ion, the method of communication and its receipt be-
ome as important as the findings [6].

One major issue of contention with the guideline has
een what constitutes an acceptable method of commu-
ication. In addition to direct communication, what are
he appropriate methods of communication? Depending
n the urgency of the situation, a text page, facsimile, or
-mail may be appropriate, as long as receipt of the com-
unication can somehow be demonstrated and docu-
ented, and patient confidentiality be respected (per the
ealth Insurance Portability and Accountability Act).
lthough not all the reported cases agree, the majority of

he cases reviewed clearly place “an affirmative duty on
he radiologist to make sure that the clinician has re-
iewed the relevant findings” [3].

This issue of an affirmative duty placed on radiologists
o monitor the delivery of radiology reports causes great
oncern among the ACR’s membership. To address this
ssue, Sidley & Austin was asked whether the communi-
ation guideline could be crafted to place liability or
esponsibility on the ordering physician for failure to
ollow-up with ordered studies. The response was “No.”
ny attempt to shift responsibility would not be success-

ul. In most cases, responsibility is shared, as suggested in
he current ACR communication guideline. More effort
hould be spent on delineating in the guideline what is
easonable for follow-up and why. The guideline should
ncourage radiology departments to develop communi-
ation policies and recommend that such policies be
hared and harmonized with other departments within a
acility. These efforts, if implemented and followed,
ould ease the burden of this affirmative duty and pro-
ide radiologists a better chance of success in front of a
ury.

ERDICTS, SETTLEMENTS, AND
NSURANCE INDUSTRY DATA

s was mentioned earlier, the Physician Insurers Associ-
tion of America (PIAA) notes that communication er-
ors in radiology are commonplace. In a 1997 claims
tudy [7] conducted with the ACR, 144 claims and law-
uits with adverse patient outcomes were identified by
he PIAA as primarily involving communication issues.
he report noted specific communication errors: (1) the
ritten report was not issued in clinically appropriate

ime (15 cases), (2) the report was sent to the wrong
hysician or patient (15 cases), and (3) the radiologist
ailed to directly contact the referring physician regard-
ng urgent or significant unexpected findings (86 cases).
n 20% of the cases, the radiology department failed to
ave in place a communication policy.
The PIAA published another claims survey in 2002
www.manaraa.com

hat reported on 450 breast cancer claims filed from 1995
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Kushner, Lucey/Diagnostic Radiology Reporting and Communication 17
o 2002 [8]. That survey found that 28% of the claims
nvolved some aspect of a communication breakdown
hat resulted in a delay in diagnosis. One hundred claims
ere specifically identified as communication claims
ith the following alleged errors: (1) no direct contact
as made for urgent or significant unexpected findings
1% of the time, (2) there was a failure to document
ttempts to communicate 90% of the time, and (3) no
epartment policy was in place to address communica-
ion issues 33% of the time.

In addition to the PIAA’s studies, the task force re-
iewed summaries of medical liability cases reported in
edical Malpractice Verdicts, Settlements and Experts, a

iability reporter and one of the largest such publications
f its kind. Since 1985, it has reported verdicts and set-
lements from all 50 states. The task force reviewed the
omplete records of the publication from 1999 through
003. During that time, 46 communication cases from
7 different states were reported and resulted in either a
erdict (21 cases for defense or plaintiff) or a settlement
25 cases). That is an average of more than 9 communi-
ation cases a year. In 25 of the cases, the patient was dead
y the time of the trial or the settlement as a result of the
elay in communicating the findings. Only 1 case men-
ioned the ACR’s communication guideline.

The cases revealed several important and interesting
acts. Radiologist defendants were held responsible in 25
f the cases, although other physician defendants gener-
lly shared in the payment of the award or settlement,
hich averaged $1.9 million per case. In 17 cases, the
reakdown in communication was between the emer-
ency department and radiology. In most instances, an
maging study was first seen in the emergency depart-

ent by an emergency department physician, who initi-
ted treatment decisions on the basis of an incorrect
nterpretation. Later in the day or, most likely, the next
ay, a radiologist interpreted the image differently, re-
uiring that the patient receive different follow-up or
reatment. In these instances, the information was never
onveyed to the appropriate treating physician or to the
atient. In 25 of the cases, the miscommunication in-
olved chest x-rays, and 6 cases involved mammograms.
he low number of mammography cases is attributed to

he direct reporting of results to patients under the re-
uirements of the Mammography Quality Standards
ct. In each of the 6 instances reported, the case began
efore the direct reporting requirements of the Mam-
ography Quality Standards Act were implemented in

999.

URVEY RESULTS

survey of the ACR’s membership was conducted

hrough ACR E-News to assess members’ sentiments re- n
arding the communication guideline. Specific questions
ddressed the content of the radiology report as recom-
ended in the guideline and whether members agreed or

isagreed with the guideline. Other questions were di-
ected to the litigation and claims experience of members
nd to what extent, if any, the guideline had affected that
xperience.

Although the guideline is considered very controver-
ial, only 172 members responded to the survey, with a
ajority of the responders acknowledging being familiar
ith the guideline and following it. The small number of

esponses was surprising and suggests an indifference to
he debate over the utility of the guideline that was not
xpected. However, 43 members acknowledged their in-
olvement in malpractice claims or lawsuits (in which the
ommunication guideline was mentioned) as either de-
endants or expert witnesses during the past 5 years. Only
1 of the responses provided sufficient information to
ssess the guideline’s impact on the member. In 16 cases,
he guideline was used in allegations against a radiologist
ut resulted in adverse settlements or verdicts only 7
imes.

ASK FORCE WORKING GROUPS

he task force was divided into four working groups.
ach working group was assigned a specific communica-

ion issue to research and discuss and suggest ways in
hich the issue might be resolved. The issues were se-

ected on the basis of the answers to the questions in
idley & Austin’s legal review.

roup 1: Direct Communication

irect communication is defined in the current version
f the ACR’s guideline as communication accomplished
n person or by telephone [1]. Generally, it is achieved by
octor-to-doctor communication. However, depending
n the circumstances and the interpreting radiologist’s
udgment, the complexity and urgency of delivering the
ndings may warrant using an agent for both the delivery
nd the receipt of the report. This may be accomplished
sing a surrogate, such as a nurse in charge of the pa-
ient’s care, the ordering physician’s call partner, or an-
ther representative of the ordering physician. The use of
surrogate recognizes that the ordering physician may
ot be readily available in all cases. The radiologist may
lso use a surrogate in delivering the communication but
hould be aware that any failure on the part of the surro-
ate will most likely be attributed to the radiologist.

The ACR’s communication guideline has historically
ecognized findings that suggest a need for immediate or
rgent medical intervention as requiring direct commu-
www.manaraa.com

ication. Generally, these cases come through the emer-
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ency department but may come from other sources
ithin the medical facility. Good examples of such cases

nclude a tension pneumothorax, a misplaced endotra-
heal tube, or free air in the abdomen. For the most part,
hese cases are easily identified, and the employment of
irect communication is not disputed.
A second group of cases involves situations in which

he findings diverge from a preceding interpretation.
any of these cases occur when a patient is first seen in

he emergency department at night, and the images are
nitially read by a nonradiologist or by a resident. A
ubsequent review of the images the next morning by a
adiologist results in a different interpretation. Direct
ommunication is important in these cases because the
nitial report may contain inaccurate or misleading infor-

ation that could lead to withholding or delaying of
eeded medical treatment or providing inappropriate
reatment. In either scenario, the patient runs the risk of
dditional serious injury or death that was avoidable.
hese cases tend to be the least defensible in court, be-

ause the correct interpretation was ultimately made, but
failure to act on the findings in a timely fashion resulted

n a bad outcome.
A third situation requiring direct communication is

hen “significant and/or unexpected” findings are dis-
overed. These tend to be the most problematic cases,
ecause they do not require immediate attention but if
ot acted on will most likely result in an adverse outcome
or the patient. An example is a preoperative chest x-ray
hat shows an abnormality that should come to the at-
ention of the surgeon or the anesthesiologist before sur-
ery, such as air space disease consistent with pneumonia.
n addition, this category includes any imaging test that
esults in a finding that is unexpected, on the basis of the
rovided clinical history, and that may progress over time
f not promptly addressed. A typical example is a pulmo-
ary nodule in the lung field identified on a preoperative
hest radiograph for another type of surgery. This cate-
ory might also include a situation in which the findings
re ambiguous and require further testing. An example is
chest computed tomographic scan that includes part of

he upper abdomen, showing an ambiguous liver lesion
r an incidental renal mass.

Finally, the working group addressed the fourth situ-
tion requiring direct communication: third-party refer-
als, such as employment or insurance company physi-
als. In noting that the recent trend in court decisions is
o hold radiologists accountable for the delivery of re-
orts directly to patients, it is appropriate to suggest some
lternative methods for dealing with these types of cases.
he employment physical could designate a physician by
ame to receive the radiology report. Insurance compa-

ies could designate the company’s medical director, or it w
ould be the patient’s primary care physician. One recent
rizona Supreme Court decision stated that radiologists
ould “deal with this issue as a matter of contract.” Ra-
iologists could “require x-ray subjects [patients] to con-
ent to having the results reported only to the employers”
9]. In the absence of the identification of a specific
esponsible physician, the radiologist must understand
hat he or she is, de facto, entering into a formal (legal)
doctor-patient relationship” with the patient and there-
ore should assume responsibility for the communication
f any results directly to the patient.

roup 2: The Documentation of
ommunication Between Clinicians

ocumentation preserves a history of what has been
ommunicated for the purpose of substantiating certain
acts and events. Absent documentation, important facts
ight be forgotten, misapplied, or even fabricated.
ourts and juries may, and frequently do, assume that

he absence of documentation implies that the contested
acts or events never took place. Thus, it is extremely
mportant to advise radiologists to document their com-

unications with clinicians. As the case law and other
esearch materials demonstrate, in the event of litigation,
ood documentation serves as strong evidence to con-
ince a jury that a radiologist acted reasonably.

There are a number of situations in which a radiologist
ay be asked to provide his or her expertise in a setting

hat does not result in a “formal” written report, but the
nformation is used for treatment purposes. Such com-

unications often take the form of a “curbside consulta-
ion” or an “informal opinion.” The environment in
hich the interpretation is provided might be less than
ptimal. There likely may not be prior studies for com-
arison, little or no knowledge of prior interpretations,
r an inadequate patient history. The radiologist’s nor-
al controlled workstation environment is absent.
The task force strongly suggests that should a radiolo-

ist feel compelled to provide consultations of this na-
ure, any interpretations used for patient care manage-
ent should be documented in the patient’s medical

ecord, if available, by the radiologist. If the medical
ecord is not available, documentation should occur in a
easonable substitute location. This will help ensure that
he interpretation by the radiologist is accurately received
y treating clinicians and reduces any possible inaccura-
ies that might be documented in the referring practitio-
er’s notes. In addition to the appropriate medical infor-
ation, the written report by the radiologist should note

f the study was provided without benefit of patient his-
ory, prior reports, or films. For reviewing an outside
lm, even more information should be included in the
www.manaraa.com

ritten report: (1) the clinical question to be answered;
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2) relevant information from all reviewed studies; and
3) technical limitations that may decrease the accuracy
f the report, such as creased films, water damage, or
verexposure.

There is no doubt that documentation of these types
f discussions with treating physicians may be burden-
ome and take considerable effort. It is possible that the
atient’s medical record may not be readily available to
ecord such discussions. The radiologist may feel that
formalizing” these discussions could have a negative
mpact on his or her relationship with other physicians.
fter weighing all the considerations, the radiologist may
ecide that under the circumstances in a particular situ-
tion, formalizing the discussions is not practical. In such
ituations, even keeping a personal journal or log to
ecord such events may prove beneficial. However, there
s no question that the lack of contemporaneous docu-

entation by the radiologist of these readings is a huge
ource of potential liability. Ultimately, the radiologist
ust weigh the various risks involved in a particular

ourse of action and decide which course to follow.

roup 3: Preliminary and Final Reports

preliminary report may out of necessity be based on
imited or incomplete clinical information due to ongo-
ng circumstances or a need for an emphasis on immedi-
te management of the patient. By its very nature, it may
ot contain all reportable findings. In some instances, the
reliminary report may be labeled as a “draft report” or
variance report.” (A true draft report should be consid-
red a completely separate document and is discussed
elow.) The true nature of the report, however, is not
etermined by the name of the document but by its
urpose and how it is used. The report may take the form
f a verbal or written communication. It may be typed or
imply handwritten notes or verbal notes on a transcrip-
ion system. The key to a preliminary report is that it is
ime sensitive and made for the purpose of providing
nformation necessary for the prompt medical manage-

ent of the patient.
All verbal preliminary reports should be reduced to

ritten form as soon as practicable to limit the possibility
f recording inaccurate information or losing informa-
ion. It is also recommended that authentication of pre-
iminary reports be done by the physician who inter-
reted the study. The proper labeling of a preliminary
eport is important to avoid confusion with the final
eport and to alert clinicians that additional information
ay be available at a later time.
The issue of discrepancies between various reports of

he same image was partially addressed under direct com-
unication. Whether the discrepancy is between an ini-
ial reading by a nonradiologist (reading from the emer- F
ency department) and a subsequent interpretation by a
adiologist or a preliminary reading and a final report
reformed by the same radiologist, such discrepancies
hould be communicated to the referring clinician and
ppropriately documented. Specific department policies
hould be developed to handle such situations. Addition-
lly, any person who receives a copy of the preliminary
eport should also be on the distribution list for the final
eport. This list should include the patient’s medical
ecord, the clinician who requested the report, and oth-
rs, if they can be identified, who may have used the
reliminary report for patient treatment.
The task force recognized that some reports are not
eant for distribution or to make treatment decisions.
hese “draft reports” are works in progress. They may

ake the form of handwritten notes, a recording, or a
rinted document. A draft report is subject to revision by
ts author until such time as it is intended for use as a
reliminary or final report. Earlier revisions of a draft
eport are very likely to be discarded once a newer version
s created. Be aware, however, that a draft report may
nadvertently be used to provide patient management
ecisions, even without the author’s knowledge. In such
ases, it should be treated as a preliminary report and
equires close follow-up with appropriate documenta-
ion.

roup 4: Methods of Communication and
hared Responsibility

he key to successful communication is making sure the
ethod selected to deliver the information is appropriate

o the circumstances. As mentioned earlier, for emergent
ituations, personal or telephone communication of the
nformation is most suitable. This is generally under-
tood and normally not an issue. For the most part, this
uggestion in the ACR’s communication guideline is fol-
owed without much debate or negative consequence.

According to the PIAA, communication errors are
ommonplace and one of the top five reasons radiologists
re sued for medical malpractice [10]. A communication
reakdown usually occurs when a mailed report never
eaches its destination, a medical record entry is over-
ooked and never read, or the hospital’s internal report-
ng system fails. The legal research tells us that in such
ases, the fault is usually assigned to the radiologist by the
ourt.

To avoid this pitfall and provide better patient care,
he radiology department should work with the hospital
dministration and all referral sources to reach agreement
n preferred methods of communicating results between
ll responsible parties. All interested parties must be in-
olved, and the needs and considerations of each (radiol-
gists, clinicians, and patients) should be addressed.
www.manaraa.com

indings should be communicated in a manner and time



t
r
c
r
i
c

c
c
o
o
a
e
b
i
n
n
c
f

p
r
p
a
e
a
t
i

1

2

3

4

C

T
w
m

p
p
t
w
A
g
i
t
a
v
o
W
A
r
A

t
r
n
t
m
f
t
T
i
s
A

1

2

3

4

5

A

A
a
m
C
S

20 Journal of the American College of Radiology/Vol. 2 No. 1 January 2005
hat provide the most benefit to the patient. Previous
eports and images should be available for review and
omparison with the current study when appropriate. A
equest for imaging should include all relevant clinical
nformation to better assist the radiologist in producing a
omplete and meaningful report.

Any reasonable communication system or method of
ommunication should be considered. Systems that in-
lude text pager, e-mail, facsimile, voice messaging, or
ther nontraditional approaches that ensure the receipt
f the communication and patient confidentiality may be
ppropriate. The communication system should be
quipped with checks and balances to minimize a system
reakdown. One approach could be as simple as requir-
ng the request for consultation to provide a telephone
umber or other contact information to receive commu-
ication of findings that are less than urgent but could
ause harm to the patient if not acted on in a timely
ashion.

A radiology department policy on communication can
otentially save the lives of patients as well as serve to
educe the liability of radiologists. Written department
olicies can aid in defining the various responsibilities
nd describe the appropriate checks and balances. To be
ffective, however, any written policy must be followed
nd shared with others within the institution in which
he radiologists provide their services. This policy should
nclude but not necessarily be limited to

. guidance for communicating results on the basis of
the general nature of the findings, such as emergent,
unexpected, but not immediately life-threatening or
studies requiring additional testing;

. guidance on which individuals should be responsible
for receiving communication of the findings and
what methods of communication are acceptable,
which should assist the radiologist in discharging his
or her responsibility by identifying others who may
receive findings when the ordering clinician is not
available or not clearly discernable;

. guidance on what information needs to be docu-
mented and where to document the information,
such as in the final report, the patient’s medical
record, or the department log; and

. guidance on handling nontraditional patient refer-
rals, including nonphysician requests (nurse practi-
tioners, physician assistants), self-referred patients,
and third-party referrals, such as insurance or em-
ployment physicals.

ONCLUSION AND RECOMMENDATIONS

he most difficult aspect of the task force’s responsibility
as assessing the impact of the guideline on the ACR’s

embership. Any document created by the ACR has the W
otential to be used by plaintiffs and defendants in mal-
ractice liability cases to support a position. The fact that
he document is called a standard, a guideline, or even a
hite paper on risk management makes little difference.
properly crafted document, however, can serve to

uide radiologists through the various communication
ssues as well as educate the courts on the difficult logis-
ics of communicating results to various practice settings
nd the shared responsibility of all involved parties. The
alue of the document is in its creation by the premier
rganization for radiologists and radiation oncologists.
hat is important is that any document created by the

CR should reflect what is the best possible practice for
adiology patients and provides the best guide for the
CR’s membership in what is legally expected of them.
The research of the task force clearly demonstrates that

he absence of a document on communication does not
elieve the radiologist of certain obligations to commu-
icate the results of imaging studies. The requirements of
he 2005 National Patient Safety Goal of the Joint Com-
ission on Accreditation of Healthcare Organizations

or the improvement of the effectiveness of communica-
ion among caregivers makes this abundantly clear [11].
herefore, on the basis of the research and mindful of the

ts charge, the task force concluded its report with five
pecific recommendations that were presented to the
CR Board of Chancellors:

. Retain the ACR’s guideline on communication but
with extensive revisions on the basis of the research of
the task force.

. Circulate any new draft guideline to other affected
medical organizations for review and comment.

. Recommend that the ACR host a summit with other
medical organizations to explore communication is-
sues with the intention of developing ways to reduce
communication errors that result in patient injury.

. In addition to a revised guideline, draft a risk man-
agement document that more fully explores commu-
nication issues with a view of providing information
to address specific situations.

. Support educational initiatives that monitor and dis-
seminate guidance on communication issues, includ-
ing legal decisions, to the ACR’s membership on a
regular basis.

CKNOWLEDGMENTS

CR Task Force on Diagnostic Reporting: Mark J. Ad-
ms, MD, MBA, Murray Dalinka, MD, David Hase-
an, MD, Paul Larson, MD, Barry Pressman, MD,
ynthia Sherry, MD, John Smith, MD, JD, Randall
tickney, MD, Joseph Tashjian, MD, and Christopher
www.manaraa.com

ald, MD; special consultants: Leonard Berlin, MD, J.



B
B

R

1

1

Kushner, Lucey/Diagnostic Radiology Reporting and Communication 21
ruce Hauser, MD; ACR staff members: Sandra Smith
jork, RN, JD, Pam Wilcox, RN, MBA.

EFERENCES

1. American College of Radiology. ACR practice guideline for communica-
tion: diagnostic radiology. Revised 2001 (Res. 50), effective January 1,
2002. American College of Radiology; 2001; Reston (VA).

2. Resolution no. 4, 2003 ACR annual meeting, Washington, D.C., May
2003.

3. Sidley & Austin. Legal memorandum to the ACR, September 4, 2003.

4. Phillips v. Good Samaritan Hospital, 416 N.E.2d 646 (Ohio App. 1979).

5. Merriman v. Toothaker, 515 P.2d 509 (Wash App. 1973).
6. Jenoff v. Gleason, 521 A.2d 1323 (N.J. App. 1987).
7. Physician Insurers Association of America, American College of Radiol-
ogy. Practice standards claims survey. Physician Insurers Association of
America; 1997; Rockville (MD).

8. Physician Insurers Association of America. 2002 breast cancer study.
Physician Insurers Association of America; 2002; Rockville (MD).

9. Stanley v. McCarver, Arizona Supreme Court (No. CV-03-0099-PR
2004).

0. Physician Insurers Association of America. PIAA data sharing reports.
Rockville (MD): Physician Insurers Association of America; January 1,
1985, to June 30, 2003.

1. Joint Commission on Accreditation of Healthcare Organizations. 2005
Hospital national patient safety goals. Goal: improve the effectiveness of
communication among caregivers. Joint Commission on Accreditation of
www.manaraa.com

Healthcare Organizations; 2004; Oakbrook Terrace (IL).


	Diagnostic Radiology Reporting and Communication: The ACR Guideline
	INTRODUCTION
	TASK FORCE CHARGE
	LEGAL REVIEW
	VERDICTS, SETTLEMENTS, AND INSURANCE INDUSTRY DATA
	SURVEY RESULTS
	TASK FORCE WORKING GROUPS
	Group 1: Direct Communication
	Group 2: The Documentation of Communication Between Clinicians
	Group 3: Preliminary and Final Reports
	Group 4: Methods of Communication and Shared Responsibility

	CONCLUSION AND RECOMMENDATIONS
	ACKNOWLEDGMENTS
	REFERENCES


