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Abstract: The field of radiology heavily relies on image interpretation and reporting. Radi-
ology residents undergo evaluations primarily based on their interpretation skills, often
encountering varied cases with differing complexities. Assessing resident performance in
such a diverse setting poses challenges due to variability in judgment among assessors.
One aspect of training that can be standardized is the reporting process. Developing a
structured reporting system could aid in evaluating resident milestones and achievement
of Entrustable Professional Activities (EPAs), facilitating standardized assessment and
comparison among peers. From our experiences, we describe a logical reasoning pathway
followed by residents in their training, progressing from recognizing abnormalities to de-
scribing findings, identifying associated positive and negative findings, and recommending
appropriate management. Each step provides evidence of milestone achievement and
can be assessed through structured reporting. We propose that a grading system can be
applied to assess perception skills, description accuracy, recognition of associated findings,
formulation of differential diagnoses, recommendations, and consultation with clinicians.
Comparison between junior and senior resident reports allows for monitoring progression
and identifying areas for improvement. Although implementing this grading system poses
challenges, it offers potential benefits in providing standardized assessment and guiding
individualized learning curves for residents. Despite its limitations, once established, the
system could enhance residency training in diagnostic imaging.

Keywords: competency based medical education; radiology; residency; structured reporting;
Entrustable Professional Activities

The profession of radiology has traditionally consisted in large part of the interpreta-
tion of images and generation of a report, with little direct consulting physician or patient
exposure [1]. Radiology residents are exposed to, and often evaluated on, their assessment
of imaging, with little control over the type or severity of the presenting disease process
or the subtlety or complexity of the associated imaging findings [2]. During their block
rotations, it is possible that a junior resident (Transition to Discipline or Foundations Resi-
dent) may be exposed to difficult, rare cases with subtle findings and requiring complex
management, while a senior resident (Core or Transition to Practice Resident) may be
exposed to straightforward, common cases with obvious imaging findings and manage-
ment. Attempting to evaluate resident performance and progression in this inherently
unstandardized setting is difficult, and variability in assessor judgement of entrustment
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across participants and assessment settings is a concern [3]. Ongoing reforms in medical
residency training/education, such as Competency Based Education (CBE), mastery learn-
ing, Entrustable Professional Activities (EPAs), and adaptive learning workplaces, have
emphasized the need for more valid assessments of learning outcomes [4].

What can be standardized and structured, however, is the imaging report. Residents
are taught to follow a reporting format during their training, which is often specific to a
modality or, in some cases, to a particular body part [5]. The development of a structured
report to aid in the assessment of resident milestone and EPA achievement would be valu-
able and could provide a standardized method by which to evaluate resident progression
and allow comparison with their peers. Importantly, the structured report may allow earlier
identification of a specific weakness that limits the resident’s ability to achieve specialty
status. The purpose of this study was to develop a standardized process to document and
assess resident milestone and EPA achievement throughout their residency and maximize
individualized learning curve development.

Residents complete several years of training to develop the expertise required for
interpreting radiological images, gradually acquiring the necessary skills [6]. From our
experiences as academic radiologists at a large tertiary care center and teaching institution,
we have found that the ‘thought and reasoning’ process that radiology residents go through
to successfully achieve this subspecialty expertise is consistent and follows an expected
path. We propose that this process can be explained in the following steps:

1. Similar to the first year intern recognizing who is sick and requires urgent treatment
versus who may be sick but there is time to investigate, the radiology resident must
learn to recognize which images are normal or abnormal early on in training. This
forms the foundation for ‘on-call’ responsibility and is reliant on knowledge gained
from medical school, early resident teaching/boot-camp experience and, to some
degree, the resident’s inherent perceptual skills.

2. After acquiring that initial ability to recognize that there is an imaging abnormality, the
resident begins to progressively learn how to describe the finding, using the expected
nomenclature. This knowledge is gained through exposure with the attending radiol-
ogist during block rotations that continue through residency and through available
learning resources.

3. As the resident acquires further imaging knowledge and experience, the thought
and reasoning processes are focused on advancing their perceptual and descriptive
skills to include significant associated ‘positive’ imaging findings, supporting the
diagnosis they now have in their mental knowledge bank and are considering in that
particular case.

4. With ongoing exposure to varying disease processes, associated imaging and an
advancing imaging knowledge base, the progressing resident learns to recognize the
value of significant ‘negative’ findings on the imaging study, which can help lead
to a more useful consultative report and accurate diagnosis, in order to better guide
patient management.

5. As the resident progresses through residency and this initial learning pathway of
recognizing, describing, and evaluating for significant positive and negative findings,
they will become increasingly more confident with their suspected diagnosis and
potential differential diagnoses, when appropriate.

6. Continuing on their learning path, the resident gains more familiarity and experience
with the different available imaging modalities, becoming knowledgeable about their
advantages/disadvantages through further exposure during block rotations, and
becoming competent in recommending appropriate further necessary imaging, as is
needed, to guide patient management.
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7. Finally, nearing the end of training, the resident will have had exposure to and teach-
ing on most imaging diagnoses and the available imaging modalities. Combined with
their specialty rounds/consultations and growing responsibility in patient manage-
ment during training, the resident will have gained the experience to recommend
appropriate consultation to a subspecialty service, together with the knowledge of
what needs to come next for the patient and with what urgency.

Each of the steps along this logical reasoning pathway can provide evidence for
residents’ achievement of milestones and EPA fulfillment, from the Transition to Discipline
(TTD) phase through to the Transition to Practice (TTP), and can be assessed in a resident’s
adequately structured report [7]. Evaluation and grading (awarding of points) of each
step along the path can be utilized to provide a more standardized assessment of residents
and better allow comparison with peers and overall progression through residency, as
illustrated with the following case (Figure 1) and the associated senior and junior residents’
reports (Figures 2 and 3).
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Figure 1. Radiographs of the tibia provided for sample case of aggressive osseous tibial lesion
including (A) frontal and (B) lateral projections.

Step 1—Initially, the resident is evaluated on recognizing the abnormality. This can
be determined from the resident’s report, including their PACS note. At the beginning
of residency, this will be heavily weighted towards ER (on-call) exposure and common
conditions (e.g., pneumothorax). We expect the resident, early on, to recognize an obvious
or emergent finding, in order to show competence for on-call duties. The perception of
the abnormality can be allocated points in the grading of the report (i.e., 3 points for
identification of the primary abnormality versus 0 points for missing it).

Step 2—After evaluating the resident’s ability to perceive the abnormality, we can
grade how the resident described the abnormal finding. We expect the senior’s description
to be more precise and to utilize standard jargon, compared to the junior’s. This allows
for variability in point allocation and provides a means to stratify residents’ abilities (i.e.,
3 points for a description of an aggressive ill-marginated mixed lytic and sclerotic tibial
metaphyseal lesion versus 1 point for a description of a tibial radiolucency).



Int. Med. Educ. 2025, 4, 2 4 of 7Int. Med. Educ. 2025, 4, x FOR PEER REVIEW 4 of 8 
 

 

Figure 2. Sample senior resident report illustrating the application of the multi-step reasoning path-
way. 

Step 1—Initially, the resident is evaluated on recognizing the abnormality. This can 
be determined from the resident’s report, including their PACS note. At the beginning of 
residency, this will be heavily weighted towards ER (on-call) exposure and common con-
ditions (e.g., pneumothorax). We expect the resident, early on, to recognize an obvious or 
emergent finding, in order to show competence for on-call duties. The perception of the 
abnormality can be allocated points in the grading of the report (i.e., 3 points for identifi-
cation of the primary abnormality versus 0 points for missing it). 

Step 2—After evaluating the resident’s ability to perceive the abnormality, we can 
grade how the resident described the abnormal finding. We expect the senior’s description 
to be more precise and to utilize standard jargon, compared to the junior’s. This allows for 
variability in point allocation and provides a means to stratify residents’ abilities (i.e., 3 
points for a description of an aggressive ill-marginated mixed lytic and sclerotic tibial 
metaphyseal lesion versus 1 point for a description of a tibial radiolucency). 

Step 3—After perception and description of the primary abnormality, we can then 
grade the identification and description of the associated positive findings (i.e., 2 points 
for a description of an interrupted periosteal reaction and another 2 points for an associ-
ated soft tissue mass, as in this case). 

Step 4—Knowing and reporting the significant associated negative findings provides 
evidence of an expanded knowledge base and further resident advancement (i.e., 2 points 
for a description of no involvement of the epiphysis and joint space and another 2 points 
for stating that there is no further lesion in the tibia). 

Step 5—Further confidence and understanding of the positive and negative findings 
by the resident is reflected in the impression stating the suspected diagnosis and differen-
tial diagnoses, with points awarded or potentially subtracted. It would be expected that 
the senior’s report includes a more thorough differential and/or accurate diagnosis, as 
compared to the junior’s. 

Step 6—Recommending appropriate follow up imaging and how it should be per-
formed should be part of the standardized report and can be awarded points (i.e., in this 
case, 2 points for a recommendation of follow up MR to include both proximal and distal 
joints). 

Figure 2. Sample senior resident report illustrating the application of the multi-step reasoning
pathway.

Int. Med. Educ. 2025, 4, x FOR PEER REVIEW 5 of 8 
 

Step 7—Finally, the advanced resident report should include a recommendation for 
appropriate consultative services and with what urgency (i.e., in this case, 2 points for a 
recommendation of urgent oncologic and orthopedic consultations). 

When we compare the junior and senior residents’ reports and allot points for each 
step, we appreciate that the junior resident had the perceptual skill to identify the abnor-
mality, which we would expect early on in residency (Figure 3). If the resident did not 
notice the abnormality then concern for a possible perception deficiency would be raised 
and a decision on whether the resident is ready to transition to the next level and on-call 
duties, which is a key milestone development goal, would need to be addressed [8]. 

The senior resident more fully and accurately describes the primary abnormality, in 
this case an aggressive bone tumor, obtaining more points than the junior, and also 
demonstrates an appreciation of the significance of associated positive and negative find-
ings (i.e., interrupted periosteal reaction, soft tissue mass, no other lesion, etc.). The senior 
resident also accumulates more points by demonstrating a knowledge of what follow up 
imaging and protocol is needed, as compared to the junior who may not have had expo-
sure to MRI at their stage of training. Finally, the more advanced resident’s report illus-
trates a subspecialty knowledge of what is needed next for this patient and how urgently 
it is needed. Overall, the total points for the senior resident would be expected to be higher 
than the junior’s and would be expected to increase at each step of the pathway over the 
residency. A similar grading system was utilized in a pilot study as part of a previously 
published paper on competency based medical education [9]. 

 
Figure 3. Graded mock (A) senior and (B) junior resident reports. Points allocated to each element of
the report have been circled in red.



Int. Med. Educ. 2025, 4, 2 5 of 7

Step 3—After perception and description of the primary abnormality, we can then
grade the identification and description of the associated positive findings (i.e., 2 points for
a description of an interrupted periosteal reaction and another 2 points for an associated
soft tissue mass, as in this case).

Step 4—Knowing and reporting the significant associated negative findings provides
evidence of an expanded knowledge base and further resident advancement (i.e., 2 points
for a description of no involvement of the epiphysis and joint space and another 2 points
for stating that there is no further lesion in the tibia).

Step 5—Further confidence and understanding of the positive and negative findings
by the resident is reflected in the impression stating the suspected diagnosis and differential
diagnoses, with points awarded or potentially subtracted. It would be expected that
the senior’s report includes a more thorough differential and/or accurate diagnosis, as
compared to the junior’s.

Step 6—Recommending appropriate follow up imaging and how it should be per-
formed should be part of the standardized report and can be awarded points (i.e., in
this case, 2 points for a recommendation of follow up MR to include both proximal
and distal joints).

Step 7—Finally, the advanced resident report should include a recommendation for
appropriate consultative services and with what urgency (i.e., in this case, 2 points for a
recommendation of urgent oncologic and orthopedic consultations).

When we compare the junior and senior residents’ reports and allot points for each step,
we appreciate that the junior resident had the perceptual skill to identify the abnormality,
which we would expect early on in residency (Figure 3). If the resident did not notice
the abnormality then concern for a possible perception deficiency would be raised and a
decision on whether the resident is ready to transition to the next level and on-call duties,
which is a key milestone development goal, would need to be addressed [8].

The senior resident more fully and accurately describes the primary abnormality, in
this case an aggressive bone tumor, obtaining more points than the junior, and also demon-
strates an appreciation of the significance of associated positive and negative findings (i.e.,
interrupted periosteal reaction, soft tissue mass, no other lesion, etc.). The senior resident
also accumulates more points by demonstrating a knowledge of what follow up imaging
and protocol is needed, as compared to the junior who may not have had exposure to
MRI at their stage of training. Finally, the more advanced resident’s report illustrates a
subspecialty knowledge of what is needed next for this patient and how urgently it is
needed. Overall, the total points for the senior resident would be expected to be higher
than the junior’s and would be expected to increase at each step of the pathway over the
residency. A similar grading system was utilized in a pilot study as part of a previously
published paper on competency based medical education [9].

Mastery learning and testing are essential to the achievement and assessment of EPA
and resident milestones [8]. Each step in our described learning path, whether assessing
perceptual skills, differential diagnoses, image modality, or medical consultative knowl-
edge bases, could be evaluated/graded to determine specific areas of weakness and help
demonstrate improvement and accomplishment of milestones over time. Comparison with
peers could provide valuable insight and guide training. This grading may help in the
development of individualized learning curves for the residents. Assessment utilizing
learning curves that detail the results of deliberate practice offer advantages over traditional
methods, as educators may draw conclusions about the rate of learning and effectiveness
and determine if competence has been achieved during training. Although the rate of learn-
ing may be different among residents, most individuals should eventually achieve mastery.
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Low or falling learning curves could help identify individuals who require intervention
and need tailored learning plan development [10].

Apart from the image report grading allowing for assessment of related milestones,
the full patient report can also contain information demonstrating further competence in
achievement of EPAs and milestones, as depicted in Figure 4.
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The implementation of such a grading system needs further assessment. Our goal
is to embed particular cases (for which mock reports and grading are already available)
into the resident’s rotation work folder, to best standardize assessment of residents over
time. The grading could then allow for comparison with their peers and be used to monitor
progression. A further possibility would be to grade several randomly selected cases that
were previously dictated by the resident during their block rotations. Criterion based
standard/cut scores could ultimately be derived, once enough residents have been assessed
and their grades correlated with outcomes [11].

However, there are multiple limitations apparent to the suggested resident assessment.
Although many reporting templates are available, these, in general, are not disease-specific,
and therefore, more dedicated templates to allow for more appropriate standardized report-



Int. Med. Educ. 2025, 4, 2 7 of 7

ing would first need to be developed. Residents would need to be taught and exposed to the
appropriate templates during their training. Non-template reporting would be challenging
to grade, due to the time required to filter out the ‘steps’ that are needed to assess achieve-
ment of milestones. Additionally, ‘mock’ reports would need to be developed to cover
the many pathologies seen in radiology, to allow for grading. These adjustments would
likely initially require extensive time and collaboration. Over time, as cases accumulate,
this endeavor should become less onerous. The department would also need substantial
additional IT support to allow cases to be embedded into the PACS, to allow for resident
dictation during their routine block reporting. A hospital commitment to optimize resident
training would be needed. Of course, another limitation is that not all skills required to
obtain mastery in diagnostic imaging lend themselves to this sort of analysis [10].

Despite the limitations, once the system is established, the process could provide
a more standardized assessment of residents and their progression though residency,
allowing for documentation of milestone/EPA accomplishment. Individual learning curves
could be established that could focus training on specific areas of concern and standard
scores could be developed to document mastery in diagnostic imaging.
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