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About the College
The Royal Australian and New Zealand College of Radiologists (RANZCR) is a not-for-profit
association of members who deliver skills, knowledge, insight, time and commitments to promote the
science and practice of the medical specialties of clinical radiology (diagnostic and interventional) and
radiation oncology in Australia and New Zealand.
The Faculty of Clinical Radiology, RANZCR, is the peak bi-national body for setting, promoting and
continuously improving the standards of training and practice in diagnostic and interventional
radiology for the betterment of the people of Australia and New Zealand.

Our Vision
RANZCR as the peak group driving best practice in clinical radiology and radiation oncology for the
benefit of our patients.

Our Mission
To drive the appropriate, proper and safe use of radiological and radiation oncological medical
services for optimum health outcomes by leading, training and sustaining our professionals.

Our Values
Commitment to Best Practice
Exemplified through an evidence-based culture, a focus on patient outcomes and equity of access to
high quality care; an attitude of compassion and empathy.
Acting with Integrity
Exemplified through an ethical approach: doing what is right, not what is expedient; a forward thinking
and collaborative attitude and patient-centric focus.
Accountability
Exemplified through strong leadership that is accountable to members; patient engagement at
professional and organisational levels.

Code of Ethics
The Code defines the values and principles that underpin the best practice of clinical radiology and
radiation oncology and makes explicit the standards of ethical conduct the College expects of its
members.
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1.

INTRODUCTION

1.1

Purpose

1.2

(a)

This guideline is intended to advise The Royal Australian and New Zealand College of
Radiologists® (ABN 37 000 029 863) (the College), its staff, Fellows, Members and other
individuals on how written reports on imaging studies are expected to be prepared for all
modality types performed in Australia and New Zealand.

(b)

It should be noted that these guidelines do not replace or obviate the need to comply
with legal and regulatory requirements.

Scope
Reporting of radiological examinations occurs in a wide variety of practice settings with differing
workloads, technical resources, medical record systems and end-user/referrer profiles. In some
situations, specific recommendations made in this guideline may not be relevant. Where nonclinical information is documented elsewhere in the patient record, e.g. technical details such
as radiation dose information, it may not need to be duplicated in the written report as long as
these details are accessible to current and future users of the report.
Factors that impact on the quality of the report but relate mainly to other stages in the imaging
care cycle, such as the quality of information provided in the imaging request/referral, have not
been addressed in these guidelines.
The guideline recommendations have been developed and set out in accordance with the
findings of a literature review and while explicit or implicit inclusion of relevant content is
desirable, the guidelines do not mandate a specific report order or format.

1.3

Background
Guideline development was initially achieved by a multidisciplinary team, using a transparent
and documented process of integration of evidence with expert opinion. The updated
recommendations were achieved through consultation with relevant stakeholders and a review
by the Quality Radiology Report Writing Working Group, Safety Quality and Standards
Committee and the Faculty of Clinical Radiology Council.

1.4

Definitions
In this Clinical Radiology Written Report Guideline:
College means The Royal Australian and New Zealand College of Radiologists.
Member means a member of the College.

2.

WRITTEN REPORT CONTENT

2.1

Patient demographics / report status
The report should include:





Patient identification details: current standards are the provision of at least three approved
identifiers (e.g full name, date of birth, full address and/or hospital record number
Examination type (including laterality where applicable);
Examination date and time
Name of referring practitioner and any other individuals nominated to receive the report;
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Report date and time;
the details of anyone to whom the results have been actively communicated prior to the
authorisation of the report
Report status, where relevant, as defined by the institution/practice (trainee report,
preliminary report, awaiting approval etc.

Note: Releasing a report prior to it being reviewed by the reporting radiologist and
signed/authorised is to be discouraged but if this occurs the report should include a statement
that it is not authorised, has not been reviewed for accuracy, content or typographical errors
and cannot be relied upon for clinical use.

2.2

History / clinical information
Relevant clinical information from the written referral or other sources should be included either
explicitly or, where appropriate, implicitly in the written report (for example when addressing the
clinical question in the report body).
The source(s) of this information should be clearly stated if this was not the written referral.

2.3

Comparison with prior studies
A specific statement should be made about the existence and availability for review of previous
imaging and/or reports relevant to the current examination.
Details of the prior examinations (date, practice location) used for comparison should be
provided in the report.

2.4

Technique

2.4.1

Technical details
Technical details which should be documented where applicable include:






2.4.2

outline of technique, sufficient for another radiologist to be able to understand how it
was performed
any non-routine alternative or additional imaging and its justification, and
the nature and route(s) of administration of any contrast agent(s), radiopharmaceuticals
and / or treatments administered during the examination:
o If a contrast agent, radiopharmaceutical or treatment would routinely be
administered for this study but has been withheld, the reason for this should
also be noted.; and
the nature and type of any adverse reaction(s) to contrast media, the immediate
treatment, recommended clinical follow-up where applicable, and the information
provided to the patient should be documented.

Procedural description
All relevant procedure-related information should be provided including technique, any
known procedural complications, how these were managed, and where applicable,
recommendations for follow-up care.
If a procedure has been requested in conjunction with a diagnostic study, and the
procedural component was not/could not be performed, the reasons for this should be
stated as well as whether any action is required on the part of the referring doctor.
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2.5

Examination quality
If the examination is not of good quality, the nature of the limitations and their impact on
interpretation should be explained, as well as whether the examination should be repeated or
whether an alternative technique would be more appropriate.

2.6

Findings
Relevant imaging findings should be characterised as specifically as possible including
description of:





precise anatomical location using accepted anatomical terminology and modality – specific
best practice;
size or extent;
shape, where relevant; and
other anatomical/pathological characteristics relevant to diagnosis or treatment.

Normal findings should be noted when:






2.7

the absence of abnormality has direct bearing on diagnosis or subsequent management;
the absence of abnormality is part of the recognised staging of the severity of a disease
process;
where the usual standard of care is to comment on structures within the field of view
the omission of a specific statement about the normality or abnormality of a standard item
can create ambiguity of meaning; and
the clinical situation of the patient suggests that certain relevant negative information would
be useful to the referrer.

Addressing the clinical question / differential diagnosis

2.7.1

Addressing the clinical question
Specific clinical questions asked by the referrer must be addressed. When it is not possible
to answer these specific clinical questions, the reason(s) for this should be clearly stated
and recommendations regarding more appropriate means of answering the question
included.

2.7.2

Diagnosis / differential diagnosis
Where possible, state the most likely specific diagnosis or a limited number of the most
likely alternatives with an indication of their relative likelihoods. Where imaging findings are
non-specific or indeterminate this should also be stated, and consideration given to
recommendation about how a more specific diagnosis might be reached.

2.8

Conclusion
The conclusion should provide a concise, clinically relevant interpretation of the previously
described imaging observations, and include a comparison with previous studies where
appropriate. If findings are normal or likely non-significant, this should be stated explicitly.
Where there is an accepted classification of imaging findings that affects management, this
should inform the report descriptors and conclusion.
In short or less complex reports, the conclusion may not require a separate section, but the
clinical radiologist’s interpretation remains an integral report component.
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2.9

Recommendations (for further testing, treatment, referral etc.)
If a recommendation for further imaging, investigations and/or referral is appropriate in the
particular clinical context, it should be described precisely, and the report should explain how it
is expected that this will contribute to the diagnosis and/or management of the patient’s current
medical problem.

2.10 Discrepancy documentation
When an initial report about an examination is provided and the final report differs in a manner
that could alter diagnosis or management, it is the responsibility of the clinical radiologist noting
the discrepancy to ensure that:




the discrepancy is documented in the written report;
where a different radiologist has prepared the original report, they are made aware of
events; and
practitioners involved in the care of the patient are made aware of the discrepancy and the
notification process is documented.

Discrepancy documentation must not be incorporated into the text of the original report but
should instead be added as an addendum with a date, time and authorship of the radiologist
providing the addendum, and the person to whom the notification was provided.

3.

FORMAT OF REPORT AND STYLE OF EXPRESSION

3.1

Format

3.1.1

Length
Reports should be as concise as possible while still conveying the information required to
highlight key findings and to answer the clinical question.

3.1.2

Templates
Standardised examination/disease process – specific report templates should be developed
where they are likely to improve the quality of communication, and in particular, to meet the
content requirements of specific referrer groups. When they are used, templates must allow
for entry of free text and include a clear conclusion that addresses the particular clinical
context and highlights the most important findings and their interpretation. It needs to be
remembered that reports are often read by many practitioners with differing areas of
expertise and need to be and need to be clear to a range of people: this may include
patients where access is granted.

3.1.3

Terminology
The written radiology report should use terminology with widely understood and commonly
agreed meaning among health care practitioners. The author of the report should bear in
mind that a consumer may also read the report.

3.2

Clarity, certainty and readability
The written report should:


use short sentences in preference to long sentences in prose reports and in the free text
fields of itemised reports; and
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avoid vague modifiers such as ‘might be consistent with’ and ‘possibly represents’.

Clinical radiologists should review, edit and sign/authorise their own reports and those of
trainees under their supervision to improve accuracy, clarity, readability, succinctness and
logical order of examination findings, and their interpretation.

4.

RELATED DOCUMENTS



5.

RANZCR Standards of Practice for Diagnostic and Interventional Radiology
Code of Ethics
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