Notes on RadLex

4/20/03

Hi folks!

    I am going to London with my wife tomorrow, so will miss the meeting in Chicago.  I dutifully went through the material you e-mailed as well as what you fed-exed, and have a number of comments (as is my wont!).  So, here they are, more-or-less in order:

Overview.

2.6  Level of difficulty.  

Presumably this will only be used for teaching cases.  On the whole, I think it is a somewhat ambiguous or even pejorative category.  I also think that labelling archived images in this fashion misses the boat of why one has museum-type archives as part of a teaching file, and has nothing to do with the 99% of cases we do clinically nor with the skill of the people who consult it.

2.8  Image location

Pretentious to say "unambiguously", and contradictory in saying "where an observation is located on an imaging examination".  That's clearly not the same as "Image Location"  (i.e., in my computer).  The examples given are from from unambiguous.

2:10 Findings

This is a chance to point out once again the semantic classification of findings which I have advocated:   Friedman PJ.  Radiologic reporting: the hierarchy of terms (editorial).  AJR 1983; 140:402-403.  Fundamentally, terms can be initially divided into those used to describe observations on the images, those that represent gross anatomic findings deduced from the shadows, and those that suggest underlying pathology (or pathophysiology) or etiology.  Terms used to describe shadows differ from those that describe "anatomical derangements" or diseases.  In the paragraph given, "abnormal high signal intensity" is clearly an image descriptor and does not belong in parentheses with "pneumonia," which is an interpretation of a consolidation, or "fracture," which is used both as an anatomic and pathologic descriptor, and "tracheal deviation," which is just anatomic as a descriptor.  I would like to recommend that this breakdown of terms be carefully considered, in order to promote logical description and diagnosis.

2.12 Conclusions

I don't see the difference between the second and third categories.  The next-to-last category would be more sonsistent if it were called "Possible clinically significant findings…"  And why should workup continue?  The radiographic exam may be the end of the workup (without uncovering anything "urgent").

2.13  Recommendations

Doesn't this make you nervous from a medico-legal point of view?  We have learned to be quite careful about what we recommend in writing, lest we put the clinician (who knows more about the patient) on the spot with a tough malpractice lawyer.

2.14  Relationships

I don't know about this category.  It seems to be a meta-category, and not very useful as a separate coding exercise.

Thoracic Anatomy Terms:

   I realize this is a first pass, but perhaps I can help adjust it at an early stage.

   The indentation is inconsistent in what is a sub-term of a category.  Either whoever typed it made a number of mistakes, or has several misconceptions.

A671: further breakdown should include "segmental bronchus, sugsegmental bronchus, and bronchiole".  Less clear whether in make terminal and respiratory bronchioles separate  entries, since they are indistinguishable except with a contrast bronchogram, which no one does anymore.

A64 I would write "upper lobe of left lung"; similarly A65 should be "lower lobe of left lung", and A 61 and A63 should be similarly reversed.  For A62, I would just call it the "right middle lobe".  In both lower lobes, I would recommend listing the superior segment first, as it is the highest and largest segment on both sides.

After "apices" I would add "axillary" region, or axillary subsegments of the upper lobe(s).
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"pulmonary fissure" should be "pleural fissure".  I never heard of a pulmonary fissure.

The pleural terms should include "inferior pulmonary ligament".

Heart.   Very strange getting to heart before getting to mediastinum.  Obviously not a logical division of the thorax.


Indentations here should include "left" and "right" "atrial appendage"  

According to my dictionary, the "coronary vein" is the left gastric vein, not the coronary sinus, which is listed below.  Confusing?  

Myocardium should include epicardium as well as endocardium.  Papillary muscle should be plural.  How about "moderator band" in the right ventricle?

Pulmonary arteries:  how come we get to left PA before main PA?  And why isn't it (and right PA) indented?  The right pulmonary artery should be further divided into truncus anterior (or superior lobe artery) and descending right pulmonary artery (which makes most of the shadow of the right hilum).

Pulmonary veins get short shrift; they are also right and left, as well as superior and inferior.

Azygos vein is spelled without a"u"

Among the systemic veins, there should be several more indentations.  You left out the inferior vena cava.  You also left out the hemiazygos or superior intercostal vein (aortic tit), a significant structure radiologically.

In the aortic arch, one is tempted to add "ligamentum arteriosum" or even, since there is no reason this won't be used for pediatric or congenital cases, "ductus arteriosus.".

I don't understand the logic of making "thoracic lymph nodes"--which seems to include some that are outside the thorax--a subset of "mediastinum.  I would also ask that you follow the ATS classification of lymph nodes, and give their ATS numbers along with their names.  


"highest mediastinal LN" is a poor term, since it is not clear whether this represents the highest intrathoracic upper paratracheal node or just the highest node one can see on a particular examination.


The classification is all messed up.  The mediastinal nodes include upper and lower paratracheal (2R&L, 4R&L), prevascular (6), aortopulmonary(5), subcarinal(7), paraesophageal and pulmonary ligament (8&9 R&L), or diaphragmatic (14R&L) nodes.  Then comes intrapulmonary nodes, classified by whether they are hilar, lobar, or segmental (regions 10, 11, 12 R&L).  There is no "retrotracheal" category.  There is no "paraaortic" category, although rare posterior mediastinal nodes theoretically may occur.  The term "aortopulmonary" (broader than a-p window) is preferred to subaortic, since many are in fact lateral to the aortic arch.  Supraclavicular and Axillary nodes are extrathoracic and clearly should not be included under "mediastinum"!!

Bones:

After all those individually numbered ribs (what if someone has 13 ?) (do you consisder a cervical rib a thoracic phenomenon--it is seen on the chest film normally), the lack of indentation of the parts of the sternum is disappointing.  Also, I believe the posterior vertebral arch includes the spinous process and the pedicles and the laminae, which have been left out.

The chest wall surely should come before the bony thorax, and what about the soft tissues?  Some muscles are important in chest interpretation and should be listed:  sternocleidomastoid (both clavicular and sternal heads), the pectoralis, major and minor, and while we're onto bones, note the clavicle and the scapula.  And how about the soft tissue companion shadow of the clavicle?

Well, how's that for a start??  Just wait till we get to Pathology!!

Have a good time in Chicago,
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