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Abstract

Background: Reports of head and neck ultrasound examinations are frequently written by hand as free texts.
Naturally, quality and structure of free text reports is variable, depending on the examiner’s individual level of
experience. Aim of the present study was to compare the quality of free text reports (FTR) and structured reports
(SR) of head and neck ultrasound examinations.

Methods: Both standard FTRs and SRs of head and neck ultrasound examinations of 43 patients were acquired by
nine independent examiners with comparable levels of experience. A template for structured reporting of head and
neck ultrasound examinations was created using a web-based approach. FTRs and SRs were evaluated with regard
to overall quality, completeness, required time to completion, and readability by four independent raters with different
specializations (Paired Wilcoxon test, 95% CI) and inter-rater reliability was assessed (Fleiss’ kappa). A questionnaire was
used to compare FTRs vs. SRs with respect to user satisfaction (Mann-Whitney U test, 95% CI).

Results: By comparison, completeness scores of SRs were significantly higher than FTRs’ completeness scores (94.4%
vs. 45.6%, p < 0.001), and pathologies were described in more detail (91.1% vs. 54.5%, p < 0.001). Readability was significantly
higher in all SRs when compared to FTRs (100% vs. 47.1%, p < 0.001). The mean time to complete a report, however, was
significantly higher in SRs (176.5 vs. 107.3 s, p < 0.001). SRs achieved significantly higher user satisfaction ratings (VAS 8.87 vs.
1.41, p < 0.001) and a very high inter-rater reliability (Fleiss’ kappa 0.92).

Conclusions: As compared to FTRs, SRs of head and neck ultrasound examinations are more comprehensive
and easier to understand. On the balance, the additional time needed for completing a SR is negligible. Also,
SRs yield high inter-rater reliability and may be used for high-quality scientific data analyses.
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Background
Over the past decades, reports of head and neck ultra-
sound examinations have been written as free texts. Even
today, many reports are written by hand [1–3]. Within
the last few years structured reports (SR) have been
advocated by various medical societies because clinical
studies provided evidence for the superior nature of SRs,
i.e. improvement of overall report quality, accuracy and
detail when compared to free text reports (FTR) [4–9]. In
addition, both the examiner and the referring clinician

often have a preference for SRs in these studies due to
higher levels of accuracy and clarity [10–14]. This may
result in a better understanding of the pathology and its
therapeutic implications [15, 16]. A healthcare profes-
sional using a SR is less likely to omit important struc-
tures. As a result, SRs are more thorough, especially when
written by inexperienced professionals [13, 17]. Due to
their standardized structure SRs may also be used for
high-quality scientific data analyses [18].
Regardless, clinicians are often concerned that struc-

tured reporting templates are inflexible and adaption to
specific findings may be imprecise and time-consuming
[19, 20]. However, especially clinical examinations that
follow a clearly defined workflow do benefit from a more
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structured approach to reporting. This includes ultra-
sound exams of the head and neck for evaluation of
cervical lymphadenopathy, salivary gland disorders and
head and neck cancer [21–23]. Additionally, there is a
general lack of guidance in the use of technical terms
and report structure in this field, leading to great vari-
ability in report content [1, 24]. Therefore, establishing a
standard for ultrasound reports using structured report-
ing may be greatly beneficial for physicians acquiring
ultrasound skills as well as for the referring clinician
[25, 26]. The aim of the current study was to evaluate
overall report quality, comprehensiveness, time needed
to complete, readability and especially inter-rater reli-
ability and clarity of template-based SRs vs. FTRs.

Methods
Study design
The scope of this study was to compare FTRs to SRs of
ultrasound examinations of the head and neck. Physi-
cians of our department were divided into two groups
with matching experience in head and neck ultrasound.
The first group (n = 4) used FTRs, while the second
group (n = 5) used SRs. Subsequently, 43 consecutive
patients requiring an ultrasound examination were iden-
tified in our outpatient clinic. After informed consent
had been obtained, every patient was examined by two
independent physicians with equal experience in head
and neck ultrasound. Both SRs (n = 43) and FTRs (n = 43)
were created (n = 86 reports). To reduce inter-observer
bias in report quality, residents were not supervised by the
responsible senior physician while creating the reports
used within the study. See Table 1 for further patient
demographics and sample characteristics.

Sample size calculation
As described by others, the number of patients needed
was calculated based on the anticipated effect size when
comparing the percentage of FTRs with 80% completeness
or higher to SRs [27]. We estimated that 55% of FTRs
would have a completeness of 80% or higher, taking into

account the report quality of other imaging techniques
within the literature [13, 27]. In addition, we assumed that
70% of SRs would have a completeness of 80% or higher.
The power was set at 80% and the significance level was
set at α = 0.05. Using these parameters, the minimum
number of patients was determined, resulting in n = 82
(41 patients in each group) [28].

Image acquisition
Images were acquired for all patients using a LOQIQ E9
ultrasound unit (GE Healthcare, Little Chalfont, United
Kingdom) with 9 to 15MHz linear transducers, depend-
ing on the anatomy of the patient. A web-based picture
archiving and communication system (PACS, Sectra AB,
Linköping, Sweden) was used to store and review ac-
quired images.

FTR and SR
The control group used the departmental standard FTR
template, which is to be completed by hand. For the SR
group a web-based software (Smart Reporting GmbH,
Munich, Germany, https://www.smart-radiology.com/de/)
was used to design a specific template for structured
reporting of head and neck ultrasound examinations. The
template was created in cooperation with board-certified
radiologists and otorhinolaryngologists with proficiency in
ultrasound examinations. The utilized medical and lin-
guistic content is in accordance with the most recent rec-
ommendations of the German Society for Ultrasound in
Medicine (DEGUM) for reported structures and termin-
ology. The template was designed to cover all common
head and neck pathologies. Examiners are guided through
clickable decision-trees. Within this process, the software
generates full semantic sentences from previously defined
text phrases that do not require any further editing (see
Fig. 1). Each and every report follows the same structure.
To ensure a high degree of flexibility or to add additional
comments, which are not inquired by the template, free
text elements may be added at the discretion of the exam-
iner. Furthermore, specific instruction manuals and
tutorials can be integrated into the template to reduce the
likelihood to consult further medical literature during
reporting [29]. All reports were compiled by the examiner
immediately following the examination.

Report evaluation
Work experience and time needed to complete the
report were documented during report generation. The
86 anonymized reports (43 FTRs and SRs each) were in-
dependently evaluated based on overall completeness
(i.e. reporting of bilateral neck levels, salivary glands and
major blood vessels), detail, readability and inter-rater
reliability by one board-certified radiologist, one otorhino-
laryngologist, one internist and one visceral surgeon. A

Table 1 Patient demographics and sample characteristics

Characteristics Value

Number of patients 43

Age (mean ± SD) 58.6 ± 14.8 years

Age (range; years) 20–83 years

Gender male: 55.8%, female: 44.2%

Indication for ultrasound Tumor follow-up: n = 26
Cervical lymphadenopathy n = 10
Salivary gland disease: n = 7

Indications for head and neck ultrasound consisted of scheduled follow-ups
for squamous cell carcinomas of the head and neck (n = 26), cervical
lymphadenopathy (n = 10) as well as parotid and submandibular salivary
gland diseases (n = 7)
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specifically designed evaluation form was created by three
highly experienced sonographic examiners (i.e. DEGUM
Level II head and neck) for assessment. Overall report qual-
ity was defined as the combination of report completeness,
detail and readability (insufficient: 0–20%, poor: 20–40%,
moderate: 40–60%, high: 60–80%, very high: 80–100%).
Readability was subjectively evaluated using a five-point
scale (0: insufficient readability, 5: very good readability).
Additionally, we developed a questionnaire for the nine

examiners. Using a ten-point visual analogue scale (10:
Complete agreement, 0: Complete disagreement), partici-
pating physicians were asked about practicability (question
1), usefulness in everyday practice (question 2), improve-
ment in report-quality (question 3), time-wise efficiency
and economy (question 4), justification of additional time
needed (question 5), benefits for inexperienced physicians
learning ultrasound examinations (question 6) and report-
ing (question 7), usability by intuition (question 8) and
clarity of arrangement of the template (question 9).

Statistical analysis
Data are presented as the mean ± standard deviation. A
p-value of less than 0.05 was considered to be statistically
significant. Wilcoxon signed-rank test for paired nominal
data was used to test for significance regarding complete-
ness, detail and time required. Due to the non-parametric
distribution, Wilcoxon-Mann–Whitney U test was used to
compare questionnaire results. Linear regression analysis

was applied to determine correlations. Fleiss’ kappa was
used to evaluate inter-rater reliability [30, 31]. All statistical
analyses were performed using SigmaPlot 12 (Systat
Software, Inc., San Jose, CA, USA).

Results
Report analysis
A total of 86 reports (n = 43 for FTRs and SRs each)
were eligible for analysis. SRs showed a significantly
higher overall completeness (p < 0.001). Raters were able
to extract information about 94.4% of previously defined
structures needed within reports while FTRs yielded
only 45.6%. In detail, SRs achieved higher ratings in
completeness with respect to lymph nodes (96.7% vs.
46.8%, p < 0.001), salivary glands (95.3% vs. 88.6%,
p = 0.002) and major blood vessels (87.5% vs. 18.2%,
p < 0.001). Additionally, pathologies were described in
significantly greater detail using the recommended
terminology in SRs (91.1% vs. 54.5%, p < 0.001).
Mean time needed to complete the report was signifi-

cantly higher using SRs (176.5 s vs. 107.3 s, p < 0.001).
SRs yielded significantly higher readability ratings (100%

vs. 47.1%, p < 0.001) when compared to FTRs resulting in
better information extraction and rater’s satisfaction.
Consequently, overall report quality was determined

and reports categorized as described above. Mean overall
report quality was significantly higher in SRs when com-
pared to FTRs (95.1% vs. 45.8%, p < 0.001). Insufficient

Fig. 1 Screenshot of the decision-tree within the reporting software. Shown is an exemplary report of a lymph node pathology. On the left side,
the examiner can select the corresponding neck level, number and size of affected lymph nodes as well as pathological feature such as hilus
sign, perfusion pattern and assessment of dignity while the template generates full semantic sentences on the right side
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to moderate report quality was significantly associated
with FTRs (59.9% vs. 2.3%, p < 0.001) while high to very
high report quality was significantly associated with SRs
(97.7% vs 40.1%, p < 0.001). Additionally, there was no
significant correlation between the time needed to
complete the report and the overall report quality (R =
0.04, R2 = 0.038, p = 0.006). A detailed report analysis is
shown in Fig. 2. Inter-rater reliability of SRs was very
high with a Fleiss’ kappa of 0.92.

User contentment
The questionnaire revealed a significant preference for
SRs by all interviewed examiners (8.87 vs. 1.41, p < 0.001).
Structured reporting was regarded as applicable for every-
day use in a university medical center outpatient clinic
(9.47 vs. 0.74, p < 0.001) and as time-efficient (8.3 vs. 3.29,
p = 0.002). In addition, SRs were regarded as a suitable
assistance for physicians unexperienced in performing
head and neck ultrasound examinations in both conduct-
ing the examination (9.2 vs. 3.0, p = 0.016) and creating
the report (9.6 vs. 2.5, p = 0.016). Thus, structured report-
ing was assumed to lead to a higher level of report quality
(9.6 vs. 2.25, p = 0.016). A detailed analysis of question-
naires is shown in Fig. 3.

Discussion
Head and neck ultrasound examinations are the clinical
standard in routine outpatient examinations for various
neck pathologies, including follow-ups for head and neck
cancer patients and surgical planning [21–23, 32]. Besides
a thorough examination, accurate reporting plays an
important role in ensuring the highest standards in

diagnostics and therapy. While conventional FTRs tend to
exhibit low intra- and inter-rater reliability in terms of
report quality, comparability and level of detail, struc-
tured reporting has evolved as a new promising ap-
proach in report generation [1, 11].
The aim of this preliminary, prospective single center

study was to evaluate the impact of SRs of head and
neck ultrasound examinations upon overall quality, com-
pleteness, detail, readability as well as time-efficiency
and user satisfaction. To the best of our knowledge there
have been no previous prospective studies on SRs of
head and neck ultrasound examinations. Additionally,
this has been one of the largest prospective studies on
structured reporting in general [10–13, 33, 34]. Our data
showed that the use of SRs leads to significantly improved
report quality, completeness and readability. In addition,
pathologies were described in significantly greater detail
and users were significantly more satisfied. On the other
hand, the time needed to complete SRs was significantly
higher than for FTRs. These findings are consistent with
those of previous studies, which have shown a superior re-
port quality of SRs in a number of diagnostic modalities
[10–13, 27]. Additionally, there is a significant preference
for SRs by both the examining and referring physicians,
due to its standardized approach and conformity with
clinical standards and guidelines [14].
Furthermore, SRs of head and neck ultrasound examina-

tions may also be of educational value for young residents
[13]. Head and neck ultrasound represents a complex
examination technique due to the structural complexity of
this particular anatomic region. Besides, the use of a struc-
tured template may have an educational value by guiding

Fig. 2 Results of report analysis. Reports were evaluated by four independent internal and external raters of different specialties. Structured
reports (SR) yield significantly higher completeness rates in describing cervical lymph nodes, salivary glands and major neck vessels than free text
reports (FTR) resulting in a significantly increased overall completeness (a). Additionally, level of detail, readability and overall report quality was
significantly improved when using SRs (b). Time needed to complete the report was significantly shorter when using FTRs (c). Results are
presented as mean with standard deviation. * p < 0.05
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the inexperienced resident through the examination and
pinpointing key structures. This hypothesis is supported by
various publications that were able to show a reduction of
missed pathologies [8, 19, 35]. Therefore, SRs are associated
with improved diagnostic accuracy and comparability.
A controversial topic in medical reporting is whether

SRs provide settings that are too rigid. This is supported
by various publications that were able to demonstrate
non-inferior to superior report quality generated by FTRs
[2, 19, 20]. Furthermore, SRs have been associated with a
lack of linguistic quality, phrasing and terminology. These
problems may be addressed through careful planning. It
appears essential to use standardized and recommended
language, which should be discussed in advance by
examining and referring physicians to ensure a high
level of consensus and consequently report quality [36].
Advanced computer technologies may be a key to over-
coming problems with inflexibility and inferior linguistic
quality by facilitating intelligent decision trees. Further-
more, crosslinking possibilities within the template and
the possibility to add free text elements ensure a high de-
gree of completeness. In accordance with the literature,
there were no problems associated with the use of free
text elements in order to add details to the report [10, 37].

Once a template with no grammatical or orthographical
mistakes is implemented, especially SRs generated by
non-native speakers might yield a higher report quality
than FTRs. While other studies were able to show that
structured reporting tends to be time-saving, our data
demonstrate a significantly longer time to complete the
report when compared to FTRs [19, 20, 37]. Like it has
been pointed out by other study groups, there is a signifi-
cant correlation between the time needed to complete the
report and the complexity of the pathology described [26].
While unremarkable or common pathological findings are
quickly assessed using SRs, complex pathologies tend to
be time consuming. This is mostly caused by the high
number of elements needed within the template and the
need to use free text elements which have been proven to
be the most time-consuming [10, 38]. However, rapidity in
generating FTRs might be due to the fact that these re-
ports are significantly inferior in overall report quality,
completeness and readability.
When comparing the time required to generate FTRs

and SRs, several other effects have to be taken into ac-
count: Every change in the workflow will result in an ini-
tial loss of time due to the introduction of a new
method, since most physicians are currently trained for

Fig. 3 Visual analog scale (VAS) of questionnaire findings. User contentment of the nine participating examiners was evaluated using a
questionnaire. VAS (10: Complete agreement, 0: Complete disagreement) shows that structured reports (SR, right side, blue bars) are regarded as
practicable (question 1), useful (question 2), to improve report-quality (question 3), to be time-efficient, to have a good time-wise economy
(question 4), that additional time needed may be justified (question 5), that inexperienced physicians learning ultrasound examinations (question
6) and reporting (question 7) benefit from SR, that usability by intuition (question 8) and clearness of arrangement are substantial (question 9)
when compared to free text reports (FTR, left side, red bars). * p < 0.05
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FTRs. Therefore, studies are likely to assess this initial
loss of time and not the resulting speed-up in the long
term. One further aspect is the effect of writing more
comprehensive reports. Radiologists as well as patholo-
gists struggle with large numbers of follow-up queries due
to ambiguous or incomplete reports. A recent survey
about the introduction of synoptic reporting in cancer
pathology in different countries evaluated this question
[39]. The authors concluded that the additional time spent
on SRs is exclusively seen in the beginning and that imple-
mentation actually resulted in a significant reduction of
time needed to complete reports. Therefore, it is also
likely for other disciplines that introducing synoptic
reporting will also be time-efficient in the long run. The
integration of structured reporting into pre-existing clin-
ical information systems will be the next milestone [40].
Furthermore, interviewed examining physicians stated
unanimously that even though SRs tend to be more
time-consuming, the additional time needed (+ 69.2 s, p <
0.001) is well spent due to the significantly increased
report quality (+ 49.3%, p < 0.001), level of detail of path-
ologies (+ 36.6%, p < 0.001) and readability (+ 52.9%, p <
0.001). This may be emphasized by taking into account
that report content is the base for clinical decisions [9].
Whether the increased report quality of SRs is associated
with a more sophisticated therapy or even with a better
outcome has to be answered by future studies.

Conclusions
In conclusion, structured reporting is a solid approach
to generate high quality, detailed and comparable reports.
The additional time needed to complete the report is
acceptable with regard to the superior clarity of the report
and does not impair clinical workflow efficiency. Exam-
iners and the referring physicians have a significant prefer-
ence for SRs of head and neck ultrasound examinations.
Our data suggest that SRs of head and neck ultrasound
examinations should be the standard report in clinical
practice and scientific work.

Abbreviations
FTR: Free text report; SR: Structured report; VAS: Visual analog scale

Funding
This research project did not receive any funding.

Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Authors’ contributions
BPE and SB contributed to the conception and design of the project and to
data collection, analysis and interpretation, and wrote the initial draft of the
manuscript. MH, SS, JK, FB, BH, TH, VW, KB, JE, JH, ME, MFF, PS, RL, CM and
WHS contributed to the conception and design of the project, as well as the
analysis and interpretation. All authors conducted critical revisions of the
manuscript, gave final approval to the submitted paper and agreed to be
accountable for all aspects of the work.

Ethics approval and consent to participate
Ethics approval was obtained by the Institutional Review Board (Ethik-Kommission
der Landesärztekammer Rheinland-Pfalz. Reference number: 2018–13,225). All
procedures performed in studies involving human participants were in
accordance with the ethical standards of the institutional and national
research committee and with the 1964 Helsinki declaration and its later
amendments or comparable ethical standards.
Oral and written patient information was given by the examining physician.
Written informed consent was obtained prior to the examination.

Consent for publication
Not applicable

Competing interests
Wieland H Sommer is the founder of the company Smart Reporting GmbH
that hosts an online platform for structured reporting. Matthias F Froelich is
an employee of Smart Reporting GmbH. The other authors of this manuscript
declare no relationships with any companies, whose products or services may
be related to the subject matter of the article. This manuscript is part of a
medical doctoral thesis presented by Mohamed Hodeib at the University Mainz
Medical School.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Otorhinolaryngology, University Medical Center Mainz,
Langenbeckstraße 1, 55131 Mainz, Germany. 2Department of Radiology, LMU
University Hospital, Marchioninistraße 15, 81377 Munich, Germany.
3Department of Gastroenterology, Hepatology and Endocrinology, Hannover
Medical School, Carl-Neuberg-Straße 1, 30625 Hannover, Germany.
4Department of General and Visceral Surgery, University Hospital Frankfurt,
Theodor-Stern-Kai 7, 60590 Frankfurt, Germany.

Received: 10 December 2018 Accepted: 11 March 2019

References
1. European Society of R. ESR paper on structured reporting in radiology.

Insights Imaging. 2018;9(1):1–7.
2. Sistrom CL, Honeyman-Buck J. Free text versus structured format:

information transfer efficiency of radiology reports. AJR Am J Roentgenol.
2005;185(3):804–12.

3. Sinitsyn VE, Komarova MA, Mershina EA. radiology report: past, present and
future. Vestn Rentgenol Radiol. 2014;3:35–40.

4. European Society of R. Good practice for radiological reporting. Guidelines
from the European Society of Radiology (ESR). Insights Imaging. 2011;2(2):
93–6.

5. Morgan TA, Helibrun ME, Kahn CE Jr. Reporting initiative of the Radiological
Society of North America: progress and new directions. Radiology. 2014;
273(3):642–5.

6. Langlotz CP. RadLex: a new method for indexing online educational
materials. Radiographics. 2006;26(6):1595–7.

7. Dunnick NR, Langlotz CP. The radiology report of the future: a summary of
the 2007 intersociety conference. J Am Coll Radiol. 2008;5(5):626–9.

8. Tuncyurek O, Garces-Descovich A, Jaramillo-Cardoso A, Duran EE, Cataldo
TE, Poylin VY, Gomez SF, Cabrera AM, Hegazi T, Beker K, et al. Structured
versus narrative reporting of pelvic MRI in perianal fistulizing disease: impact
on clarity, completeness, and surgical planning. Abdom Radiol (NY). 2018;
44(3):811-820.

9. Schoppe F, Sommer WH, Schmidutz F, Pforringer D, Armbruster M,
Paprottka KJ, Plum JLV, Sabel BO, Meinel FG, Sommer NN. Structured
reporting of x-rays for atraumatic shoulder pain: advantages over free text?
BMC Med Imaging. 2018;18(1):20.

10. Sabel BO, Plum JL, Kneidinger N, Leuschner G, Koletzko L, Raziorrouh B,
Schinner R, Kunz WG, Schoeppe F, Thierfelder KM, et al. Structured reporting
of CT examinations in acute pulmonary embolism. J Cardiovasc Comput
Tomogr. 2017;11(3):188–95.

11. Norenberg D, Sommer WH, Thasler W, D'Haese J, Rentsch M, Kolben T,
Schreyer A, Rist C, Reiser M, Armbruster M. Structured reporting of rectal

Ernst et al. BMC Medical Imaging           (2019) 19:25 Page 6 of 7



magnetic resonance imaging in suspected primary rectal Cancer: potential
benefits for surgical planning and interdisciplinary communication. Investig
Radiol. 2017;52(4):232–9.

12. Gassenmaier S, Armbruster M, Haasters F, Helfen T, Henzler T, Alibek S,
Pforringer D, Sommer WH, Sommer NN. Structured reporting of MRI of the
shoulder - improvement of report quality? Eur Radiol. 2017;27(10):4110–9.

13. Schoeppe F, Sommer WH, Haack M, Havel M, Rheinwald M, Wechtenbruch
J, Fischer MR, Meinel FG, Sabel BO, Sommer NN. Structured reports of
videofluoroscopic swallowing studies have the potential to improve overall
report quality compared to free text reports. Eur Radiol. 2018;28(1):308–15.

14. Park SB, Kim MJ, Ko Y, Sim JY, Kim HJ, Lee KH, group L. Structured reporting
versus free-text reporting for Appendiceal computed tomography in adolescents
and young adults: preference survey of 594 referring physicians, surgeons, and
radiologists from 20 hospitals. Korean J Radiol. 2019;20(2):246–55.

15. Cancer KSGfR. Essential items for structured reporting of rectal Cancer MRI:
2016 consensus recommendation from the Korean Society of Abdominal
Radiology. Korean J Radiol. 2017;18(1):132–51.

16. Lacerda TC, von Wangenheim CG, von Wangenheim A, Giuliano I. Does the
use of structured reporting improve usability? A comparative evaluation of
the usability of two approaches for findings reporting in a large-scale
telecardiology context. J Biomed Inform. 2014;52:222–30.

17. Reiner BI. The challenges, opportunities, and imperative of structured reporting
in medical imaging. J Digit Imaging. 2009;22(6):562–8.

18. Pinto Dos Santos D, Baessler B. Big data, artificial intelligence, and structured
reporting. Eur Radiol Exp. 2018;2(1):42.

19. Johnson AJ, Chen MY, Swan JS, Applegate KE, Littenberg B. Cohort
study of structured reporting compared with conventional dictation.
Radiology. 2009;253(1):74–80.

20. Bosmans JM, Peremans L, Menni M, De Schepper AM, Duyck PO, Parizel PM.
Structured reporting: if, why, when, how-and at what expense? Results of a
focus group meeting of radiology professionals from eight countries.
Insights Imaging. 2012;3(3):295–302.

21. Kunzel J, Bozzato A, Strieth S. Follow-up ultrasound of head and neck
cancer. HNO. 2017;65(11):939–52.

22. Adibelli ZH, Unal G, Gul E, Uslu F, Kocak U, Abali Y. Differentiation of benign
and malignant cervical lymph nodes: value of B-mode and color Doppler
sonography. Eur J Radiol. 1998;28(3):230–4.

23. Bialek EJ, Jakubowski W, Zajkowski P, Szopinski KT, Osmolski A. US of the
major salivary glands: anatomy and spatial relationships, pathologic
conditions, and pitfalls. Radiographics. 2006;26(3):745–63.

24. Forghani R, Yu E, Levental M, Som PM, Curtin HD. Imaging evaluation of
lymphadenopathy and patterns of lymph node spread in head and neck
cancer. Expert Rev Anticancer Ther. 2015;15(2):207–24.

25. Wallis A, McCoubrie P. The radiology report--are we getting the message
across? Clin Radiol. 2011;66(11):1015–22.

26. Gunderman RB, McNeive LR. Is structured reporting the answer? Radiology.
2014;273(1):7–9.

27. Sahni VA, Silveira PC, Sainani NI, Khorasani R. Impact of a structured report
template on the quality of MRI reports for rectal Cancer staging. AJR Am J
Roentgenol. 2015;205(3):584–8.

28. Rosner B. Fundamentals in biostatistics. Brooks/Cole. 7th ed; 2011.
29. James D. Brierley MKG, Christian Wittekind: TNM classification of malignant

Tumours, 8th Edition. Hoboken: Wiley-Blackwell; 2016.
30. Fleiss JL, Cohen J. The equivalence of weighted kappa and the

Intraclass correlation coefficient as measures of reliability. Educ Psychol
Meas. 1973;33:613–9.

31. Landis JR, Koch GG. The measurement of observer agreement for
categorical data. Biometrics. 1977;33(1):159–74.

32. Moshtaghi O, Haidar YM, Mahmoodi A, Tjoa T, Armstrong WB. The role of
in-office ultrasound in the diagnosis of neck masses. Otolaryngol Head Neck
Surg. 2017;157(1):58–61.

33. Sabel BO, Plum JL, Czihal M, Lottspeich C, Schonleben F, Gabel G, Schinner
R, Schoeppe F, Meinel FG. Structured reporting of CT angiography runoff
Examinations of the Lower Extremities. Eur J Vasc Endovasc Surg. 2018;55(5):
679–87.

34. Tarulli E, Thipphavong S, Jhaveri K. A structured approach to
reporting rectal cancer with magnetic resonance imaging. Abdom
Imaging. 2015;40(8):3002–11.

35. Lin E, Powell DK, Kagetsu NJ. Efficacy of a checklist-style structured
radiology reporting template in reducing resident misses on cervical spine
computed tomography examinations. J Digit Imaging. 2014;27(5):588–93.

36. Larson DB. Strategies for implementing a standardized structured radiology
reporting program. Radiographics. 2018;38(6):1705–16.

37. Naik SS, Hanbidge A, Wilson SR. Radiology reports: examining radiologist
and clinician preferences regarding style and content. AJR Am J
Roentgenol. 2001;176(3):591–8.

38. Powell DK, Silberzweig JE. State of structured reporting in radiology, a
survey. Acad Radiol. 2015;22(2):226–33.

39. Sluijter CE, van Lonkhuijzen LR, van Slooten HJ, Nagtegaal ID, Overbeek LI.
The effects of implementing synoptic pathology reporting in cancer
diagnosis: a systematic review. Virchows Arch. 2016;468(6):639–49.

40. Mercado CL. BI-RADS update. Radiol Clin N Am. 2014;52(3):481–7.

Ernst et al. BMC Medical Imaging           (2019) 19:25 Page 7 of 7


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study design
	Sample size calculation
	Image acquisition
	FTR and SR
	Report evaluation
	Statistical analysis

	Results
	Report analysis
	User contentment

	Discussion
	Conclusions
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

