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RSNA RadLex Thoracic Lexicon Committee

April 23, 2003, Oak Brook, IL

Attendees:

Members present: Boiselle, Gottschalk, Harrington, Langlotz, MacMahon, McLoud, Tocino.  

Email comments: Arenson, Friedman, Hansell, Webb

RSNA Staff: Drew, McMillen 

ACR Staff: Bush

Meeting Summary:

1) Dr. Langlotz introduced the origins and goals of the RadLex project.  Dr. Harrington provided an overview of the scientific underpinnings of lexicons and their development.  Dr. Langlotz showed examples of how RadLex might be used, and reviewed the organizational dynamics of RadLex within the RSNA.  Dr. Langlotz then reviewed the basic structure of RadLex that was created by the RadLex Steering Committee and distributed to the group.

2) The group reviewed the RadLex categories in the document entitled “Overview of Lexicon Organization”.  All emailed comments were distributed to the group prior to the meeting and incorporated into the discussion.  The following conclusions were reached:

a) The Exam Type category, the Technique category, and the Observer Context category could be folded into the a single category, called Image Acquisition, Processing, and Display. More detailed terms in this category will be made available for future discussion.  Radiation dose should be included.

b) The Patient Identifiers category and the Clinical History category are likely to be affected by various information standards, regulations, and existing information systems.  These categories are probably best considered as “plug-ins” that need not be considered directly by the committee, except to note their importance.

c) The Degree of Difficulty category should be collapsed into three values Basic, Intermediate, and Advanced.  The distinction between perceptual and analytical difficulty, and between typical and atypical/unusual cases was discussed.

d) Values for the Quality category were modified by folding Uninterpretable into Non-Diagnostic and changing Optimal to Exemplary.  References to ILO categories of Acceptable and Problems were suggested.  There may be a need for recording the adequacy of an exam as a comparison.

e) Image Location category was renamed Location on the Image.  More detailed terms in this category will be made available for future discussion.

f) The Findings category should be considered as a spectrum from observations and descriptors (e.g., an opacity) through anatomic findings or processes (e.g., pleural effusion), to diagnoses or etiologies (e.g., adenocarcinoma, pneumothorax).

g) Values for the Uncertainty category should be modified by deleting Possibly Not and Uncertain, and changing Definitely Not to Not. A list of uncertainty phrases should be obtained from a large database of reports (such as the MEDLEE database—see below), and grouping these phrases into one of the five categories.  A “do not use” category should also be maintained for phrases that are inappropriately vague.  Until better names can be defined, the five categories can be identified by the numeral 1 through 5.

h) The Conclusion category will be extensively modified to combine the second and third values, and to eliminate any linkage to recommendations.  This category mirrors BI-RADS in many ways, and is designed to capture the likelihood that a single key abnormality is present at a single point in time.  Incorporating temporal comparisons (e.g., no change, significant change) should be either incorporated into this scale or captured in an analogous scale.

i) The Recommendation category should include only recommendations for imaging tests.  Other recommendations are likely to be presumptuous or overly constraining to the ordering physician.  This category should also include a record of results notifications, including the methods and timing of notification.

3) Dr. Harrington presented data from the MEDLEE natural language processing system.  The MEDLEE project is led by Dr. Carol Friedman at Columbia University, where Dr. Harrington has a secondary faculty appointment.  Dr. Harrington showed portions of a list of about 1.5 million (!) terms drawn from chest X-ray reports.  The terms were categorized under various headings, including normal findings, findings, devices, problems, and procedures.  These lists could be a useful resource for RadLex.  Dr. Harrington and Dr. Langlotz will discuss with Dr. Carol Friedman at Columbia the possibility of obtaining similar lists of terms. Her group likely would be willing to help.

4) The group reviewed the spreadsheet entitled “Thoracic Anatomy Terms”.  All emailed comments were distributed to the group prior to the meeting and incorporated into the discussion. In addition to numerous minor corrections and modifications, the following major conclusions were reached:

a) Terms will be ordered according as follows: superior to inferior, right to left, medial to lateral, anterior to posterior, or alphabetically when no anatomic distinctions can be made.

b) Anatomy terms should be divided into 4 major categories:

i) “Major Anatomy”, which encompasses most of the current anatomic terms.

ii)  “Small Anatomy”, which includes smaller structures that are too numerous to name individually, such as terminal and respiratory bronchioles, small arteries and veins, and parts of the pulmonary lobule.

iii) “Disease Distribution” which includes anatomic regions that are not true anatomic structures, such as the lung apices or the costophrenic sulci.

iv) “Normal Variations” which represent anatomic variants that do not represent disease, yet are not classic normal anatomy.

c) Synonyms should be possible, with listing of a preferred term.

d) “Left upper lobe of lung” should be renamed “upper lobe of left lung”, etc.

e) The terms related to a “phrenic angle” should be renamed “phrenic sulci” and listed under Disease Distribution.

f) Axillary regions of the lung should be added.

g) Segmental and sub-segmental bronchial anatomy should be added.

h) Lung segments should be reordered according to the standard numbering scheme.

i) Pulmonary fissures should be pleural fissures and listed under pleura.

j) Accessory fissures should be added.

k) Heart should be listed under mediastinum.

l) Sinuses of the pericardium should be included.

m) Pulmonary veins should be listed in detail.

n) Pulmonary arterial anatomy should correspond to PIOPED forms.

o) Inferior vena cava should be listed.

p) Great vessels should be listed according to their branching pattern.

q) Thoracic lymph nodes should not be listed under the mediastinum.  Lymph node subcategories should include standard ATS lymph nodes, and other lymph nodes.  Several lymph node terms were suggested for addition.

r) Felson and Heitzman’s definition of mediastinal regions (anterior, etc) should be adopted.

s) Thymus, thyroid, and diaphragm should be added.

t) Hila should be listed separately as part of the lungs.

u) The skeleton should be listed under the chest wall.

v) Muscles and basic breast anatomy should be listed.

5) An early draft set of thoracic pathology/finding terms were distributed at the meeting.  Most of the draft pathology terms are disease-related.  A detailed discussion will be required for the more observation-related terms (e.g., infiltrate), which have been the subject of the Fleischner glossaries.  A follow-up RadLex Thoracic committee meeting should be held in September to discuss these terms and any other issues that arise from email discussion of the revised RadLex Categories and Thoracic Anatomic Terms.

Action Items:

· Revise RadLex Categories and Thoracic Anatomy Terms and distribute to the group. (Dr. Langlotz)

· Discuss obtaining MEDLEE terms with Dr. Carol Friedman (Drs. Harrington and Langlotz)

· Fax or email ILO classifications of image quality to Dr. Langlotz (Dr. McLoud)

· Email reference for pericardial sinuses to Dr. Langlotz (Dr. Boiselle)

· Email PIOPED forms to Dr. Langlotz (Dr. McLoud)

· Email reference for Felson and Heitzman mediastinal classification to Dr. Langlotz (Dr. Boiselle)

