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Introduction
A musculoskeletal ultrasound is like a clinical examination,
as a summary of the findings is recorded along with a few
key images. Taking a history during the scan can also help
to give an idea of the likely findings and to assess their clinical relevance.
Usually a cause for the findings can be found, such as a
repetitive strain injury, a previous injury or an episode of
straining or lifting. For example, swelling in the cubital fossa
often turns out to be distal biceps tendinopathy, related to
an activity that the patient remembers at the end of questioning once they have had time to think.
The RCR states: “The purpose of an imaging report is to
provide a specialist interpretation of images and relate the
findings – both anticipated and unexpected – to the patient’s
current clinical symptoms and signs, and to diagnose or contribute to the understanding of their medical condition or
clinical state. It often incorporates advice to the referring
clinician on appropriate further investigation or management.”
The Society of Radiographers states: “An ultrasound
report may be defined as the recording and interpretation
of observations from an ultrasound examination.”
An ultrasound report is a legal document, and you are
responsible for its accuracy unless it is verified by a senior
colleague or consultant. The aim is to address the clinical
question, which may not always be present.

Figure 1
Subcutaneous lipoma (likely benign).

Figure 2
Intermetatarsal neuroma
(this could be a lesion
for following up or further investigation if you
didn’t know the
location).

Report outline
,QFOXGH the following descripWorVLQ\RXUUHSRUW:
• Location
• Size (in clinically relevant planes – ie axial for a lymph
node)
• Internal characteristics (lumps, tendons, muscles, collections, cysts)
• Borders (lumps and bumps, abscess)
• Doppler (check for arteriovenous malformations, malignancy, blood vessels, synovitis and tenosynovitis)
• Compressible (ie hip joint effusion, collection, or vein)?
• Mention previous imaging if available (ie lumps,
haematomas, muscle strain follow-up).
Haematomas should also be followed up to ensure resolution as occasionally they may be masking a malignant soft
tissue lesion. Sports physicians also now regularly scan
groins to gain a better understanding of normal dynamic
anatomy, which can help to identify hernias and groin
injuries.
When reporting, use a concise style with no ambiguity
and avoid irrelevant information, otherwise some important
information may get “lost” in the text. Use technical language only if it aids the diagnosis; usually you only need to
do this when you don’t know what the abnormality is.
Abbreviations should be used carefully and this depends
on who the request is from. The technique only needs to be
mentioned if relevant; a good example would be hip pain,

Figure 3
Metastatic axillary lymph node (lung cancer).
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Shoulder anatomy

Ultrasound-guided injection report example

•
•
•
•
•
•
•
•

• Verbal consent obtained outlining risks of discomfort, bleeding,
infection, numbness, allergic reaction and skin reaction
• The risks were explained to the patient and understood by the
patient
• The joint was injected with 40mg triamcinolone and 0.5ml of 1%
lidocaine
• No immediate complications
• The patient was given a post-treatment diary to complete (optional).

Long head of biceps tendon
Subscapularis and rotator interval
Supraspinatus
Infraspinatus
Posterior glenohumeral joint and suprascapular notch (ganglion?)
AC joint
Subacromial bursa
Dynamic assessment (can help identify subtle rotator cuff tears
and sometimes impingement)
• Muscle?

Shoulder report
•
•
•
•

Rotator cuff tendons appear intact
Normal appearance of the AC joint
No fluid in the subacromial bursa
Mention the posterior glenohumeral joint if you spot an abnormality

Shoulder report conclusion
•
•
•
•

Fluid in subacromial bursa = likely bursitis
Ill-defined supraspinatus tendon = likely tendinosis
Small hypoechoic area in supraspinatus = tendinosis/ small tear
Tear – size, retraction? Partial or full thickness? Muscle atrophy
(best seen on MRI)?

Hip/groin anatomy
• Hernia
– Femoral/inguinal hernia
– Collection/lymph node
– Conjoint tendon, symphysis pubis, adductor tendons (patient
may be tender over adductor tendons, particularly on resisted
adduction)
– Bulging of internal oblique/transversus abdominis (check in
horizontal and longitudinal planes)
– You may need to extend the scan in to the scrotum, as this will
help differentiate cord/scrotal lipomas from hernias containing
fat. The same applies in reverse if you are scanning the testes
and you find some fatty extra-testicular soft tissue.
• Hip pain
– Psoas tendon, gluteus medius/minimus
– Hip joint effusion
– May need to check proximal iliopsoas in pelvis
– Pseudotumours/collections (again check pelvis)

Anatomical structures to look out for
•
•
•
•
•

•
•
•
•
•

Tendons
Bursae
Joint lines
Cysts/ganglions
Lumps and bumps
– veins and subcutaneous tissues
– fat necrosis, inflammation, collections
– Dupuytren’s, plantar fibroma (and plantar fascia)
– foreign bodies
– lymph nodes
– primary or secondary soft tissue lesions
Ligaments
Muscles
Nerves
Fractures (can be seen sometimes – eg fracture of metatarsal shaft)
Annular pulleys (trigger finger) and sagittal bands at MCP joints
(boxing injuries)

It is more important to discuss and document the risks as above,
whereas the validity of a consent form can be disputed in court. You
also need to inform the patient of common steroid side effects and
check for potential interactions (see below)

Steroid side effects
•
•
•
•
•
•
•

Hyperglycaemia in type 1 diabetics – can last for two to five days
Hot flushes and PM bleeding (common)
Facial flushing (10-15%)
Joint flare (2-25%)
Fat atrophy – white skin and loss of fat
Hypertension
Drug interactions – anti-epileptics, Zyban (anti-smoking), protease
inhibitors for treatment of HIV (eg ritonavir), NSAIDs (increased risk
of stomach ulcers)
• Adrenal suppression – lasts up to two weeks (check HIV and Hep C
anti-viral drugs)
• Cow’s milk allergy – methyl prednisolone (Solu Medrone)
• Avoid live vaccines until three months post-injection

where you may want to check the joint, surrounding tendons
and possibly the right iliac fossa.
Address the clinical question as best you can, and if the
answer isn’t clear come up with a plan of action. You may
also need to state the diagnostic limitations of the scan,
which may mean further imaging is required. For example:
• Ultrasound is more useful as an injection guide in the
hip/pelvis region, but occasionally finds bursitis, snapping
tendons and hip joint effusions. MRI tends to be better
at identifying tendinopathy.
• Differentiating small rotator cuff tears from focal
tendinopathy may not be that important, although using
static resisted abduction can help to differentiate if
required.

Follow-up scans and referrals
If you are ultrasound scanning for GPs in the community,
GPs usually have referral protocols. This is particularly useful when you find a likely metastasis of unknown origin,
and it is not clear which specialist to refer to or what the
local radiology department accepts. So you can say, for
example: “Specialist referral recommended according to local
guidelines or protocols.”
In the hospital setting, you will likely already know who
to refer to if needed, and there will usually be someone
available to ask if required. If you know the specialist
already, you will likely already know exactly what to
put on your report or when to contact them to discuss the
findings.
Document the referral advice in the report and include
the date and time of the report if urgent, as well as where
it was sent. Remember: By law, if it’s not written down it
didn’t happen.

Risk assessment
Taking a history, performing a clinical examination and
ultrasound scanning a patient are all forms of risk assessment. The more “evidence” you find narrows down the differential until you find the most likely diagnosis. However,
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this is not always possible, so if you don’t have a clear diagnosis and the findings are not clearly benign you need to
do something, for example:
• Discuss with colleagues or your consultant
• Follow-up ultrasound scan if low/medium risk
• CT or MRI scan if medium/high risk
• Specialist referral if medium/high risk, particularly if it
is not clear or is unlikely that further imaging will be
helpful at this stage
• Clearly these categories are not mutually exclusive, and
you may want to combine the above options, eg for further assessment of a soft tissue or bone tumour
• Watch out for rare atypical lesions, for example
“tendinopathy” appearing in the wrong place with no
apparent cause
• Beware the request from specialists you don’t know or
from those with less experience in your field, as you will
likely need to be more explicit if further action is
required.

Examples of reporting templates and anatomy
One of the main difficulties with musculoskeletal ultrasound
is learning all the anatomy, but the pathology is fairly similar in most locations. Here are some examples of which
structures to look for and what an ultrasound report might
look like.

Figure 4
Rectus sheath lesion, unknown origin but should be
considered malignant.

Summary
• Check the history (and which side symptoms are on)
• Report – succinct description of findings
• Conclusion
– This is your professional opinion
– Answer the clinical question
– Tailor report to referrer (GP or specialist)
– If you can’t answer the question do something: Ask for
help, follow up, refer, CT/MRI
• Trust your instincts but don’t be afraid to use the textbook or ask for help
• By law, if it’s not written down, it didn’t happen.
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Figure 5
Subcutaneous lesion with irregular border (likely
malignant).
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Figure 6
(A) Haematoma at initial presentation.
(B) Haematoma at five weeks post-injury (1-2 cm
smaller).

