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ABSTR AC T

Background Magnetic Resonance Imaging (MRI) is a very
innovative, but at the same time complex and technically
demanding diagnostic method in radiology. It plays an
increasing role in high-quality and efficient patient management. Quality assurance in MRI is of utmost importance to
avoid patient risks due to errors before and during the examination and when reporting the results. Therefore, MRI
requires higher physician qualification and expertise than any
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Key Points:
▪ MR imaging plays an increasing role due to its high diagnostic value and serves as the reference standard in many
indications.
▪ MRI is a complex technique that implies patient risks in
case of inappropriare application or lack of expertise.
▪ In Germany, the radiologist is the only specialist physician
that has been systematically trained in all aspects of MRI
such as indication, performance, and reporting of examinations in specified, high numbers.
▪ The only competence-based and quality-assured MRI training program for specialist physicians outside radiology is the
24-month additional qualification as defined by the regulations through the German state medical associations.
▪ In view of quality-assurance and patient safety, a finalized
training program following the physician specialization
regulations has to be required for the performance and
reporting of MRI examinations.
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Z US A M M E N FA SS U N G

Hintergrund Die Magnetresonanztomografie (MRT) ist ein
sehr innovatives, aber zugleich komplexes und technisch aufwendiges Verfahren in der Radiologie. Ihr Stellenwert für
hochqualitatives und effizientes Patientenmanagement
nimmt stetig zu. Die Qualitätssicherung hat in der MRT eine
besondere Bedeutung, da Fehler vor und während der Untersuchung oder bei der Befundung schnell zu einem Patientenrisiko führen können. Daher erfordert die MRT eine höhere
ärztliche Qualifikation und Expertise als andere bildgebende
Diagnoseverfahren. Dies bezieht sich auf die Indikationsstellung, die Durchführung und im Besonderen auf die Auswertung und Befunderstellung. Der Radiologe ist der einzige
Facharzt, der schon in der Weiterbildung sämtliche Aspekte
der MRT erlernen und in definierter, hoher Anzahl nachweisen
muss. Aber auch nichtradiologische Fächer bemühen sich
zunehmend, selbstständig MRT-Untersuchungen durchführen und v. a. abrechnen zu dürfen.
Methode In diesem Positionspapier werden auf wissenschaftlicher Basis die folgenden Aspekte zur Qualitätssicherung von
MRT-Untersuchungen und Leistungserbringung durch Radiologen und nichtradiologische Fachärzte beleuchtet: Anforderungen an die ärztliche Weiterbildung, Risiken der MRT und
Kontraindikationen, Strahlenschutz bei nichtionisierender
Strahlung, Anwendung von MRT-Kontrastmitteln, Anforderungen an die Untersuchungsqualität, Bedeutung von Artefakten und Nebenbefunden, Befundung und Erstellung des
Befundberichts, interdisziplinärer Austausch und Mehraugenprinzip sowie Auswirkungen auf die Kosten für das Gesundheitssystem.
Schlussfolgerung DRG, DGNR und GPR stehen der Durchführung von MRT-Untersuchungen durch Nichtradiologen im
Interesse von Qualitätsstandards, Patientenwohl und Kostenträgern kritisch gegenüber. Die Weiterbildungsordnungen der
Landesärztekammern bieten mit der 24-monatigen „ZusatzWeiterbildung Magnetresonanztomographie“ die einzige
kompetenzbasierte und qualitätsgesicherte Weiterbildungsmöglichkeit für Fachärzte außerhalb des Faches der Radiologie. Diese muss als Mindeststandard für die Durchführung
und Befunderstellung von MRT-Untersuchungen gefordert
werden. Der alleinige Nachweis von Fortbildungen in der
MRT ist – ohne entsprechende Weiterbildung – aus Gründen
der Patientensicherheit abzulehnen. Durchführung und
Befunderstellung von MRT-Untersuchungen müssen adäquat
weitergebildeten und kontinuierlich fortgebildeten Fachärztinnen und Fachärzten vorbehalten bleiben.
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other diagnostic imaging technique in medicine. This holds
true for indication, performance of the examination itself,
and in particular for image evaluation and writing of the
report. In Germany, the radiologist is the only specialist who
is systematically educated in all aspects of MRI during medical
specialty training and who must document a specified, high
number of examinations during this training. However, also
non-radiologist physicians are increasingly endeavoring to
conduct and bill MRI examinations on their own.
Method In this position statement, the following aspects of
quality assurance for MRI examinations and billing by radiologists and non-radiologist physician specialists are examined
scientifically: Requirements for specialist physician training,
MRI risks and contraindications, radiation protection in the
case of non-ionizing radiation, application of MR contrast
agents, requirements regarding image quality, significance
of image artifacts and incidental findings, image evaluation
and reporting, interdisciplinary communication and multipleeyes principle, and impact on healthcare system costs.
Conclusion The German Roentgen Society, German Society of
Neuroradiology, and Society of German-speaking Pediatric
Radiologists are critical with regard to MRI performance by
non-radiologists in the interest of quality standards, patient
welfare, and healthcare payers. The 24-month additional qualification in MRI as defined by the physician specialization regulations (Weiterbildungsordnung) through the German state
medical associations (Landesärztekammern) is the only competence-based and quality-assured training program for boardcertified specialist physicians outside radiology. This has to be
required as the minimum standard for performance and reporting of MRI exams. Exclusively unstructured MRI training
outside the physician specialization regulations has to be strictly rejected for reasons of patient safety. The performance and
reporting of MRI examinations must be reserved for adequately
trained and continuously educated specialist physicians.

Magnetic resonance imaging (MRI) occupies a central position in
radiological imaging diagnostics, since it offers the best diagnostic significance for many medical questions due to the high soft
tissue contrast and very good spatial resolution; thus it is considered the reference standard for many indications. This is especially
true for diseases of the brain and spinal cord, musculoskeletal system, upper abdominal organs and heart. Furthermore, MRI does
not require ionizing radiation. The great and growing importance
of MRI can be substantiated particularly well by two aspects: on
the one hand, the method is increasingly included in the guidelines of national and international professional societies, where it
often functions as the method of choice or equivalent to other examinations. On the other hand, the number of MRI examinations
is steadily increasing. For example, according to the German Federal Office for Radiation Protection (BfS), 142 MRI examinations
were performed per 1000 inhabitants in Germany in 2016 [1],
corresponding to an annual number of approximately 11.8 million
examinations and a 71 % increase in just 9 years. There is no end in
sight to this growth trend. MRI is firmly anchored in the awareness
of referring physicians1 and specialist societies outside of radiology and is valued for what it represents today, i. e. a diagnostic
method that is indispensable for modern and efficient medical
care.
Radiology is responsible for this very positive development. For
decades, leaders in the field of radiology have taken care that new
technical developments were in demand, advanced in universities, research institutions and industry, and that the resulting
innovations were introduced into clinical care on a scientific basis
– to meet demand. The acquisition of knowledge, experience and
skills in MRI is an integral, significant and mandatory component
of the 60-month residency training program in radiology. In addition, according to the current (Model) Specialty Training Regulations ((Muster-) Weiterbildungsordnung, MWBO 2018) of the
German Medical Association (Bundesärztekammer BÄK), the field
of radiology is the only specialist residency program to explicitly
require familiarity with all aspects of medical activity in MRI, i. e.
indication, preparation of examination protocols, performance
and report preparation [2]. Outside of radiology, the MWBO with
the “Supplementary Advanced Training in Magnetic Resonance
Imaging” also previously set high requirements for continuing
education in MRI. The only exception critically viewed by the German Roentgen Society is the “Supplementary Advanced Training
in cardiac magnetic resonance imaging” for specialists in internal
medicine and cardiology, which was newly included in the MWBO
2018 and, contrary to the other systematics of the MWBO, requires only 12 months of further education “under authority at
continuing education centers”.
The undoubtedly high diagnostic value of the MRI method on
the one hand, but also in particular the “business” of MRI on the
other, have led in recent years in Germany to non-radiological
specialists also wanting to perform MRI examinations independ-

1

In the interest of readability, we have refrained from using gender-related wording. Of course, F/M are always intended, even if explicitly only
one of the genders is addressed.
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ently and, above all, to bill them privately. In the following, the
German Roentgen Society, the German Society of Neuroradiology, and the Society of German-speaking Pediatric Radiology explain their position on the prerequisites and implications of performing and reporting MRI examinations.

Specialist Training Requirements
Four aspects can be considered with regard to the acquisition of
knowledge, experience and skills in the field of radiology and the
specialties of neuroradiology and pediatric and adolescent radiology:
1. Indication for the examinations
2. Planning and performing the examinations
3. Reporting of these examinations
4. Indication of potentially necessary follow-up or monitoring
examinations.
Due to the complexity of the technology and performance of
diagnostics for almost all adjacent specialties with a corresponding variety of expected pathologies, the demands on the trainees
are high. This refers to the medical-technical knowledge (here in
particular the equipment technology), the expert medical knowledge (especially with regard to the patient and pathology spectrum in MRI) and the ability of a goal-oriented combination of
this technical and medical knowledge with respect to the issue or
examination situation.
For this reason, the 2018 MWBO explicitly requires all of the
above-mentioned sub-aspects of MRI examinations “of all body
regions, e. g., CNS, nerves, musculoskeletal system, soft tissues,
thorax, heart, abdomen, pelvis, vessels, fetal MRI, MRI interventions” in 3000 documented cases for specialty training in the field
of radiology [2]. In addition to this uniquely diverse spectrum of
examination regions, the MWBO therefore also requires proof of
very high number of examinations performed, which is expressly
required and supported by the radiological societies with respect
to quality assurance in their area. Expertise in MRI can only be obtained with correspondingly comprehensive knowledge, experience and skills; this applies to the logistical and technical requirements for the application of the method as well as to the
indication and, in particular, to the medically necessary, final,
high-quality and comprehensible documentation of the results in
the form of a report of the findings. The following sections discuss
the various aspects of specialty training content in detail.
Outside of the field of radiology, MWBO 2018 defines the
following supplementary advanced training for MRI [2]:
1. “Supplementary advanced training for magnetic resonance
imaging” for specialty physicians. For this purpose, 24 months
of further education must be completed under authority at a
training center in the field of radiology; up to 12 months of this
can also be completed with a “person authorized to provide
further training in magnetic resonance imaging”, i. e. does not
need to be completed under authority at a training center for
radiology. This requires the “indication, performance, and
reporting of area-based MRI examinations” on 1000 cases.
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2. “Supplementary advanced training in cardiac magnetic resonance imaging” for specialists in internal medicine and cardiology. This requires the “indication, performance and reporting of MRI examinations of the heart and thoracic vessels” on
only 500 cases within a 12-month training period “under
authority at training centers”, i. e. not fully under authority at a
training center in the field of radiology.
A 24-month training period in the field of radiology has so far
appeared adequate also to the radiological societies in order to
acquire the necessary knowledge, experience and skills in the indication, planning and performance of MRI examinations of a circumscribed specialty to a reasonable extent. If, however, in the
case of “Supplementary advanced training in cardiac magnetic
resonance imaging”, only 12 months of further training and
500 cases are required, which do not even have to be performed
under authorization at a training center in the field of radiology,
this can do justice neither to the complexity of the method nor
to the quality requirement of a fully comprehensive and conclusive statement spectrum of MRI imaging to be interpreted in the
findings report.
Unsupervised indication, planning, performance and reporting
of MRI examinations without completion of a supplementary advanced training as defined by the physician specialization regulations is not tolerable under any circumstances and poses a risk to
patients for the reasons outlined below. In the interest of patient
health, the responsible handling of the potential, but also of the
challenges that MRI brings with it, is only possible in the long
term with expertise based on the training content required in the
MWBO for the field of radiology.

MRI Risks and Contraindications
Modern MR tomographs are highly complex machines that have
undergone rapid development since their introduction to clinical
medicine. An example of this is the constant increase in field
strength. In addition, there are improvements to all components
such as coils and gradients with higher performance, so that the
conditions also change with regard to the electromagnetic highfrequency and gradient fields. Parallel to the hardware, there has
been steady development of software and sequence technology.
Taken together, this may improve the diagnostic value of MRI, but
potentially poses new, different, or greater risks to patients. A
summary of MRI incidents reported to the FDA included 1548 reports over a 10-year period (2008 to 2017) [3].
Implants pose a special challenge with respect to patient safety. The patients to be examined are getting older and, for this reason alone, the number of medical implants is continually increasing. Furthermore, new therapeutic procedures are being
developed at a rapid pace, leading to ever new and a growing
number of medical devices found in patients undergoing an
MRI scan. For example, the current edition of the “Shellock”, the
worldwide standard work for MR safety of medical implants, lists
nearly 5000 products and evaluates their MR compatibility [4].
Basically, implants are classified as MR-safe, -unsafe, or -conditional, with the latter category requiring that certain conditions be

met during the examination, such as lower SAR values (specific
absorption rate), special coil configurations, or exclusion of certain body regions. Thus, in many cases, very careful preparation
and clarification is required in advance. Examples of the complexity of handling implants in MRI include pacemakers and implantable defibrillators (AICD); improper handling can lead to failures or
malfunctions with the risk of life-threatening arrhythmias. According to the DRG position paper, patients can currently be examined
by MRI with both “MR-conditional” (conditionally MRI-safe,
approved under defined conditions) and “MR-conventional” (relative contraindication, off-label use) pacemaker systems under certain conditions [5]. However, handling of even MR-conditional systems is complex. In any case, a very precise and elaborate check of
the system is required beforehand. The major challenges for imaging in such patients are prior reprogramming, adherence to and
adjustment of the examination technique parameters (sequences) especially specified by the manufacturer for each system,
and instrumental patient monitoring during the examination. All
of this requires a great deal of effort, special logistics and expertise.
Potential hazards associated with non-active metallic implants
are due to interactions of MRI fields with magnetically active and
electrically conductive material. This applies, for example, to ferromagnetic osteosynthesis material and wires or electrodes.
Strong mechanical forces and torques can act on the implants in
the magnetic field, which can lead to dislocation and heating.
Alternating currents can be induced in electrically conductive
implants, resulting in heat generation and burns [6].
Patients with tattoos or permanent make-up are now commonplace. Both can also cause burns, although the risk of burns
depends on the size of the tattoo and especially the nature of the
pigments applied. Older tattoos can contain ferromagnetic iron
and iron oxide pigments. Of enormous importance is the prior
clarification of metallic foreign bodies such as shell fragments.
Analogous to the above, these can heat up or dislocate in the
magnetic field and migrate in the tissue. For this reason, they are
an absolute contraindication at sensitive body sites, e. g. brain,
eye, lung. ▶ Table 1 lists various implants and foreign bodies that
may be contraindications for an MRI examination. It is part of a
physician's duties to rule out absolute contraindications beforehand and to weigh the benefits and risks to each patient.
Part of the responsibility for patient safety lies with the technical staff who position the patient and perform the examination –
with the need for in-depth training. This includes the following
measures to avoid complications, mainly burns: removal of unnecessary metallic objects, avoidance of direct skin-to-skin or skinto-coil contact, application of only tested and MR-suitable material (e. g. ECG electrodes), removing or covering electrically conductive materials, avoiding crossing or circularly arranging cables.
Overall, it is a challenge even for radiology specialists to keep
up with the numerous innovations and maintain an overview.
Medical personnel have a great responsibility to identify risks and
contraindications in advance of the examination and, in case of
doubt, to weigh the risk-benefit ratio. In addition, cooperation
between medical and technical staff plays a major role for the
benefit of patient safety. Experience is indispensable for this in
order to offer the best possible diagnostics on the one hand and
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Radiation Protection
Radiation protection also plays a significant role in MRI which may
seem strange at first. Even though the emitted radiation types
and waves are non-ionizing radiation and are therefore less in
public focus than X-rays or radioactive radiation, they can pose
an explicit risk to exposed persons if used improperly. This has
consequences for the treatment of patients, medical staff and
also those who are examined for non-medical reasons, e. g., for
research purposes. The relevant aspects for the application of
MRI are regulated in Germany by the Act on Protection against
Non-Ionizing Radiation in Human Applications (NiSG) and the Ordinance on Protection against Harmful Effects of Non-Ionizing
Radiation in Human Applications (NiSV). According to § 1 para. 1
no. 1, the NiSG applies “to the operation of facilities for the
medical application of non-ionizing radiation in medicine and
dentistry” and, according to § 1 para. 2 no. 1, covers “electrical,
magnetic and electromagnetic fields in a frequency range from
0 Hertz to 300 Gigahertz” [7]. During medical operation of an
MR tomograph, the specified limits for non-ionizing radiation
(NiSV, Annex 1) are regularly exceeded to ensure image quality
and diagnostic significance. In NiSG § 2 (protection in medicine)
para. 1–3, the requirements for justifying such an exceedance
are defined as follows – in analogy to ionizing radiation: “(1) In
the practice of medicine or dentistry on humans, the [...] values
specified for certain types of application may only be exceeded
during the operation of systems that can emit non-ionizing radiation if an authorized person has provided the justifying indication
for this. (2) An authorized person pursuant to paragraph 1 is [...]
anyone who is licensed as a physician or dentist [...] and has the
necessary expertise to assess the risks to humans of the respective
application of non-ionizing radiation. [...] (3) The justifying indication according to paragraph 1 is the decision that and in which
way non-ionizing radiation is applied to humans in medicine or
dentistry. It requires a finding that the health benefits of applying
non-ionizing radiation to humans outweigh its risk.” Moreover,
according to § 11 of the NiSV, MR scanners may be used even for
non-medical purposes “on humans only under the responsibility
of a physician with a specialist qualification in the proper operation of magnetic resonance tomographs” [8]. In addition, the Radiation Protection Commission of the German Federal Office for
the Environment, Nature Conservation and Nuclear Safety describes the aspects of radiation protection in MRI [9] and published very detailed “Recommendations for the safe use of magnetic resonance methods in medical diagnostics” [10], which
includes the sentence: “MR should not be used uncritically, even
though it is often the superior alternative”.
In MRI, static, low-frequency and high-frequency fields are
applied even above the recommended limits, which may result in
direct adverse health effects, but also in indirect adverse effects.
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▶ Table 1 MRI contraindications: Medical implants and other
foreign bodies that may pose a risk and must therefore be obligatorily checked for MR suitability before the examination. The list is
not exhaustive.
type

example

active metallic/
electronic medical
implants

cardiac pacemaker/AICD, neuro-stimulators, medicine pumps, cochlear
implants, cardiac assist devices

non-active medical
implants

osteosynthesis material, aneurysm
clips, coils, shunt reservoirs, venous
ports, recently implanted stents, event
recorders
surgical skin staples
central venous catheters/catheters with
metal markings, esophageal temperature sensors
abandoned pacemaker electrodes

non-medical implants
or modifications

piercings, tattoos
metallic jewelry
metallic make-up

other foreign bodies

metal splinters, shrapnel, projectiles

Basically, the following three different types of non-ionizing radiation pose hazards during the operation of MRI systems:
1. Static magnetic field. Depending on the level of the static
magnetic field (“field strength”), dizziness, discomfort and
nausea may occur during the patient's entry into the scanner.
Particularly relevant is acceleration of ferromagnetic (especially iron) objects in the scanner room, which can fly into the bore
of the scanner and cause significant, sometimes fatal injuries
to the patient.
2. Electromagnetic HF fields: see section MRI Risks and Contraindications.
3. Gradient fields can cause nerve stimulation and muscle
twitching, triggering pain, and in the worst cases, hazardous
cardiac arrhythmias.
MRI is therefore not a risk-free method; if used improperly, it harbors potential hazards on several levels and is also relevant from
the point of view of radiation protection. According to the recommendations of the Radiation Protection Commission, the ordering
of an MR examination “may therefore only be carried out by a physician who can demonstrate special qualification (expertise) in the
field of MR examinations. [...] When used on humans, a competent physician must be present at all times” [10].

Use of Contrast Agents: Indications,
Contraindications and Hazards
Some MRI examinations require intravenous or intra-articular
administration of paramagnetic contrast media to enhance the
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to ensure patient safety under changing conditions on the other.
In turn, many years of radiological education of medical residents
in a radiology MR department with a heterogeneous patient
population is certainly the best guarantee for this.

meaningfulness of the examination. These contrast agents are
almost exclusively small, hydrophilic gadolinium(III)-based chelates. In recent years, concerns have arisen about the long-term
safety of these compounds, as tissue deposition of such contrast
agents has been detected and is now the subject of ongoing
research efforts [11]. Acute, sometimes severe allergic reactions
are rarely, but regularly observed [12]. The use of contrast agents
requires detailed knowledge of the contrasting behavior of relevant pathologies and requires individual consideration in order to
avoid unnecessary administration of contrast while accepting
these risks. Patients must therefore be carefully questioned and
informed before contrast medium is administered.
The occurrence of allergic reactions depends on the type of
contrast agent used, age, sex and admission status of the patients
[13, 14]. Patients who have already had allergic reactions to gadolinium (Gd)-based contrast agents are also at high risk (approximately 39 %) for a further allergic reaction with subsequent contrast agent applications, even with drug preparation [15].
Incorrect preparation of the intravenous injection of the contrast
agent, which is usually applied by an injector, can lead to incorrect
injections outside the vessel (so-called extravasations), the consequences of which can range from temporary pain to necrosis and
permanent disability [16].
A serious and permanent side effect of Gd-containing contrast
media is nephrogenic systemic fibrosis (NSF), a rare fibrosing
disease with a poor prognosis and even severe disability. The condition has been reported exclusively in patients with advanced
renal disease and is associated with higher doses and certain types
of Gd-based contrast agents [17].
Only in recent years have Gd deposits in the brain been associated with multiple administrations of Gd-based contrast agents.
Causality has now been demonstrated, with a higher incidence of
such depositions shown for certain classes of contrast agents [18].
However, because the long-term risks of Gd deposits are
unknown, the EMA additionally recommended the suspension of
authorizations for intravenous linear Gd-based contrast agents in
the EU.
The complexity of the proper use of MRI contrast agents in
radiological examinations is summarized in a 130-page letter of
recommendation from the American College of Radiology, much
of which discusses Gd-based contrast agents [19]. This demonstrates the fact that expertise is required for the handling of MRI
contrast media in order to use them responsibly and in accordance with the indications and to avoid related hazards to the
patient. The MWBO describes handling of MRI contrast agents
only in the field of radiology, the sub-specialties of the field and
the two above-mentioned supplementary advanced trainings in
magnetic resonance imaging.

Utilization of MRI: Quality Requirements
Spatial resolution and signal basically define the image quality of
MRI. Both should be as high as possible, but they negatively influence each other, i. e. the higher the resolution, the lower the signal and vice versa. To increase both requires an increase of measurement time which in turn can only be increased to a limited

extent, because it defines the time span in which the examined
body region must be motionless, so that the partial examination
(so-called sequence) does not become useless due to motion blur.
This is especially true for organs that can be displaced by breathing, such as the heart or liver, but even the shoulder does not remain completely immobile for minutes. Depending on the clinical
issue, it is necessary to choose an imaging protocol that delivers
the best results in the tension between resolution/signal and
measurement time while allowing the examination to be compared with previous recordings inside and outside the imaging institution. The recommendations of the MR manufacturers can best
be used as a basis in this case. Due to the many options in the
measurement sequences, which increase with each software update by the manufacturers, and the interdependencies of the
parameters, the sequence protocols are always determined in
consensus with the most experienced MR radiologists, MR technical assistants and, in larger hospitals, physicists, and adjusted
across all available MR scanners. It is not enough to “just be able
to drive the car”; one needs in-depth knowledge of how the engine, transmission, chassis, etc. work. This is the only way to
ensure consistently high quality while making sensible use of the
latest technology.
Perfect image quality is a necessary, but alone not sufficient,
prerequisite for correct diagnosis. It is important to understand
the pathomorphology of a disease and the corresponding changes in MRI, taking into account the technical options on the part of
the scanner and scanning software. For example, pigmented villonodular synovitis (PVNS) may be “invisible” in standard sequences
of knee MRI. However, if gradient echo sequences, which are not
actually part of standard knee MRI, are added, this condition is
easily recognizable [20]. A visually pleasing MRI of the liver may
miss the diagnosis of hepatocellular carcinoma (HCC, liver tumor)
if the crucial late arterial contrast sequence is missing or measured a few seconds too early or too late [21, 22]. Storage disorders of the heart such as Fabry disease can be missed without T1
mapping sequences in an otherwise perfect cardiac MRI [23, 24].

Artifacts: Occurrence, Detection
and Interpretation
Knowledge of “typical artifacts in MRI and their causes” is listed in
the MWBO as a separate item for MRI, unlike most other imaging
procedures, and is thus a defined part of the radiologist’s specialist training [2]. There are two reasons for this, on the one hand
the complexity of the procedure and on the other hand the fact
that artifacts in MRI not only impair assessability, but can also
mask real pathologies or mimic false pathologies.
Patient-caused and technical artifacts occur with magnetic
resonance imaging as with all other imaging modalities, especially
respiratory and motion artifacts [25]. Blood flow and pulsation
artifacts are also more strongly expressed on MRI. However, the
confounding feature in the interpretation of MRI examinations
lies in the multitude of possible physical artifacts [26]. These are
more important in MRI because this is not a direct imaging technique like, for example, X-ray diagnostics based on the principle of
attenuation, but is based on complex physical process steps.
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Incidental Findings: Significance, Detection
and Interpretation
The occurrence of unexpected incidental findings in MRI examinations has been reviewed in detail in the literature. The early detection of tumors that are not yet symptomatic and discovered as
incidental findings is of immense importance for the treatment
options of patients. As expected, a survival advantage in asymptomatic patients (incidental detection) was described as early as
1995 using the example of malignant kidney tumors and has since
been confirmed many times in the literature [27, 28]. The management of potentially malignant incidental findings poses an
enormous risk of avoidable subsequent costs and unique ethical
challenges, which are largely borne by the imaging reviewer himself [29].
Whole-body imaging of asymptomatic patient cohorts provides an interesting insight into the frequency of such incidental
findings, and demonstrate that a substantial proportion of asymptomatic adults have potentially serious incidental findings on MRI.
A total of 17 961 incidental findings were obtained from
6214 examinations in a meta-analysis of 12 studies of non-symptomatic patients who received whole-body MRI as a screening
procedure. Of these, 9 % were considered oncologically relevant
(potentially malignant), of which 0.5 % were confirmed to be malignant tumors after further evaluation. Only 5 % of patients had
no incidental findings on MRI. In 30 % of all subjects, findings
were present that required further investigation. In contrast, the
overall rate of histologically confirmed malignant tumors was
only 1.1 %. The authors concluded from this that MRI studies,
when used for screening purposes in the asymptomatic general
population, should be performed by experienced radiology specialists familiar with identifying MRI abnormalities and who could
provide referral pathways [30]. In some respects, these findings
can be equally applied to clinical examinations. In an even more
comprehensive meta-analysis of 32 representative studies
(27 643 clinically asymptomatic patients), the authors found an
incidence of 3.9 % for potentially serious incidental findings and
12.8 % for incidental findings of indeterminate potential severity
in brain and body MRI. In this case, approximately 50 % of the potentially serious incidental findings were judged to be suspicious
for tumor which required further workup. Although some limitations in comparability were indicated, this analysis also shows
that relatively few potentially serious incidental findings also had
serious final diagnoses (20.5 %) [31].

Hunold P et al. Statement of the… Fortschr Röntgenstr | © 2021. Thieme. All rights reserved.

A comparison of 20 systematic reviews (from 240 original
studies) showed that cardiac MRI in particular has the highest proportion of incidental findings (34 %) among MRI examinations of
all body regions. MRI of the spine is on par with MRI of the brain
at 22 % [31].
Since the introduction of digital DICOM viewers and picture archiving systems (PACS) in radiology, patient MRIs performed to
analyze the spine due to back pain were one of the first groups analyzed for the occurrence of incidental findings. The possibilities
of reporting with the aid of PACS led to an increase in detected incidental findings from approx. 4 % to approx. 10 % over an observation period of 5 years with 2500 examinations. Incidental findings in all age groups have been described in the literature. A
recent review of 190 MRI examinations of pediatric patients found
rates of incidental findings of 21.1 % in the cervical spine, 13.8 % in
the thoracic spine, and 22.6 % in the lumbar spine [32]. Park et al.
found incidental findings in 8.4 % of examinations of an older age
patient population (95 % of patients over 30 years of age) with
1268 patients who underwent MRI of the lumbar spine for evaluation of disc herniation [33]. Another study showed a total of
16.6 % incidental findings outside the spine, including anatomic
and developmental abnormalities, in spinal MRIs of 1031 consecutive patients, with the highest percentage occurring in the cervical spine at 25.7 % [29]. Lesions discovered incidentally on cervical
spine imaging in the posterior cranial fossa have a high percentage of clinically relevant disease, particularly in children. In this
regard, Kozyrev et al. showed that of a group of 70 children with
incidentally-found posterior cranial fossa lesions, 56 % required
surgery. About 10 % of these lesions turned out to be malignant
tumors [34]. In a large retrospective analysis of MRIs of the lumbar
spine using an expanded field of view (FoV), the authors identified
one or more incidental findings in the abdomen or pelvis in 33.2 %
of 2067 examinations, of which 102 (representing 4.9 % of the total population) required further workup. Of the latter, about half
were classified as “probably clinically insignificant”, about 10.9 %
were classified as “indeterminate”, and 40.1 % were classified as
“probably clinically relevant” [35].
On the basis of the studies described, the importance of the
reliable assessment of incidental findings with regard to their clinical relevance is obvious. If a finding cannot be reliably assessed
due to a lack of expertise on the part of the examiner, further clarification possibly including invasive histological confirmation is
often recommended, which not only generates avoidable costs
but also poses a risk of complications for the patient. Similarly, a
lack of advanced training may result in the failure to recognize
unexpected imaging findings, especially if they are located in
body regions that were included but are not the target region
itself. Only specialists in radiology have expertise in imaging all
body regions and pathologies, and therefore have unique experience in handling and assessing incidental findings.

Diagnosis and Preparation of the
Findings Report
The core elements of diagnostic radiological procedures performed by a radiologist are the reporting of examination results
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Here, artifacts can be caused by magnetic field inhomogeneities
or strongly differing physical properties of neighboring tissues
(chemical shift, susceptibility). The signal changes caused by this
can, for example, mimic contrast uptake and thus appear as
inflammation or a tumor. Other types of artifacts are folding artifacts, where an object outside the field of view is projected into
the examination area and can thus be misinterpreted as a tumor,
for example. These potential misinterpretations explain the special importance of recognizing and interpreting MR artifacts in
the specialist training regulations.

and the preparation of a written, specialist report of findings. The
findings report documents the results of the examination in a
structure that can be archived and, above all, is presented in a
form that can be used by the referring physician, who is not qualified to collect the relevant findings on the basis of the images.
According to the NiSG/NiSV relevant to MRI, the performance of
an MRI examination requires the process steps 1.) Establishing
the justifying indication, 2.) Clarification and 3.) Performing the
procedure. DIN standard 25 300–1: 2018–05 “Processes in radiology – Part 1: Diagnosis of a imaging or image-based procedure”
describes this as follows: “The application of an imaging [...] procedure in human and dental medicine is a process that includes
not only collecting the examination results but also evaluating
these results. Reporting is understood to be a sub-process in the
course of which the examination results are interpreted and at
least a written diagnosis report must be drawn up. Furthermore,
the communication of the diagnostic reports is part of the diagnostic process” [36]. The findings report is then defined as the
“documentation of the part of the medical examination [...] that
includes the description of the implementation and the evaluation of the examination results of imaging [...] procedures.”
The actual expertise of the specialist in radiology lies in the
preparation of the findings report; he spends the vast majority of
his working time on it. He carries out the above steps of the process as follows: first of all, the digital image data obtained is carefully assessed with the help of a modern DICOM viewer within a
PACS; hundreds to thousands of images are viewed and evaluated
in the MRI area. The target region of the issue requires special
attention. Nevertheless, the areas outside the target region are
then specifically observed again in order to detect incidental findings. Findings considered pathological are collected and descriptively documented. The examiner then compiles the findings into
a findings report. Finally, the findings are summarized in an
assessment, evaluated and classified in relation to the medical history and the given issue. In the case of unclear findings, this
should also include a weighted list of possible differential diagnoses and, if necessary, recommendations for further diagnostic
procedures.
In radiology, creation of the findings report and its communication has recently moved more into focus. It must be ensured
that the collected findings are transmitted promptly in an understandable, unambiguous and clear form and that an evaluation
with probability-based differential diagnoses is carried out, i. e.
that the issue is addressed efficiently [37]. The DRG working
group on information technology has started an initiative
regarding specified structure and standardization in order to take
account of the importance of reporting – also in perspective with
regard to the increasing demand for structured reporting [38].
With regard to the requirements for the qualification of the
assessor, DIN standard 25 300–1:2018–05 defines in clause 6:
“The reporting process must be carried out by a person with the
necessary qualification to do so. [...] Qualifications are set forth in
specialist training regulations and radiation protection laws,
among others.” [36] (for a definition of qualification refer to section “Specialist Training Requirements” and “Radiation Protection”). The MWBO 2018 requires as competence the “indication,
performance and reporting of MRI examinations of all body re-

gions” for the field of radiology with a guideline number of
3000 cases; for supplementary advanced training “Magnetic Resonance Imaging” 1000 cases are required, and for “Cardiac Magnetic Resonance Imaging” 500 cases of heart and thoracic vessels
are required [2]. Only in the field of radiology is the “Radiological
report preparation, assessment and communication of the result
of findings” explicitly required in the necessary competence
(experience and skills) under the heading “Communication” in
the MWBO 2018. This implies two conclusions. Firstly, the specialist in radiology has the unique experience of preparing MRI examinations due to extensive training and full-time employment in
precisely this area during residency and as a specialist. Second,
the radiologist is the only specialist who has experience from the
beginning in preparing reports for external, non-specialist referring physicians and communicating them. In this way, he is uniquely exposed to the professional exchange with all clinical colleagues on a daily basis. This, in turn, is an aspect of quality
assurance that cannot be provided by self-referrers.
The medical requirements presented for the assessment of a
diagnostic service are of major importance in the context of medical liability. Since, according to Section 630a (2) of the German
Civil Code, medical treatment must be provided in accordance
with generally accepted professional standards existing at the
time of treatment; it is of decisive importance whether an alleged
medical error is classified as an irreproachable diagnostic error, as
a misdiagnosis, or as an error in gathering of findings.
A “mere” diagnostic error exists if the treating physician misinterprets findings and therefore does not take the measures required from the professional point of view of his field. On the other
hand, a reproachable diagnostic error exists if the correct diagnosis was grossly misjudged or a suspected or working diagnosis was
not checked and the diagnosis made as a result no longer appears
justifiable from a specialist's point of view. In this case, a gross
treatment error with the consequence of a reversal of the burden
of proof to the detriment of the physician is to be assumed as a
rule. If, on the other hand, the incorrect diagnostic classification
of a disease is already due to the fact that the physician did not
even collect the findings required by the state of the art in medicine, then an error in the gathering of findings exists [39].
The standard under liability law for a reproachable diagnostic
error depends on the standard that the physician must ensure. In
principle, when a patient visits a physician, he is entitled to compliance with the standard of good medical care according to the
benchmark of an experienced physician in the respective specialty
(so-called “specialist standard”) [40, 41]. If it is a radiology specialist, this is generally also the governing specialist standard. However, if a doctor uses examination and treatment methods that
fall into an outside specialty, he has to guarantee the outside specialty’s standard. The starting point for the classification is the
training content of the respective specialist training.
Since the implementation of MRI examinations for non-radiological specialists is to be regarded as a non-specialist subject if
they have not completed the supplementary advanced training
in magnetic resonance imaging, then they do not have to guarantee the specialist standard of their own specialization, e. g. orthopedics and trauma surgery or internal medicine and cardiology,
but the standard of the radiology specialist field, in whose specia-
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Interdisciplinary Exchange
Radiology is considered a service-providing, independent specialty at equal footing in a highly interdisciplinary environment and
consciously avoids the distinction between “radiologist” and
“clinician” because radiology itself is a clinical specialty. Radiology
is mentioned in § 2 of Section A of the MWBO as an area of direct
patient care. Radiology aims to provide clinically relevant and
usable information for therapy and management of the patient
in dialog with the referring physicians, which is done more transparently than any other specialty. For each individual patient, the
examining specialist in radiology provides the referring physician
with both the results of the examination itself and the clinical
assessment of the same – in the form of MRI images (PACS, CD,
online access, printout, etc.) on the one hand and the written report on the other. In this way each referring physician can get
an impression of the images for himself and compare it with the
radiologist's assessment, which can lead to diverging opinions
regarding the findings, which have to be discussed in dialog. In
the hospital, radiologists offer referring colleagues regular
demonstrations (synonym: rounds) in which cases are discussed
on an interdisciplinary basis using the image presentation. There
is no question that these demonstrations are useful and valuable,
but they require an enormous amount of time, personnel, and
thus financial resources for radiology. Tumor boards, as an example of such demonstrations, have a proven benefit, so the presence of a radiology specialist is mandatory in the vast majority of
cases. But other demonstrations also have benefits for patient
care by leading to changes in treatment approach; for example, a
German study showed that joint discussion in radiology-internal
medicine conferences led to a change in the previous diagnosis
in 17 % of cases and to a different therapy in 22 % [42].
Interdisciplinary exchange is, so to speak, “in the DNA” of radiology, which gladly enters into a dialog with treating colleagues in
order to improve the quality of treatment. In this context, the
MWBO 2018 explicitly calls for the “preparation and implementation of radiological demonstrations, interdisciplinary conferences,
including tumor conferences” in the field of radiology and is given
a benchmark [2]. This interdisciplinary, quality-assuring aspect
does not apply in the case of self-referrals by non-radiologists
who perform and diagnose the MRI themselves. The “multipleeyes principle” is thus counteracted.
In the German statutory health insurance system, the “multiple-eyes principle” is prescribed by law as a quality assurance
requirement and is implemented by restricting the provision and
billing of MRI services to specialists in radiology in accordance
with Section 135 (2) Sentence 4 of the German Social Security
Code V (in conjunction with Section 4 (1) of the Magnetic Resonance Imaging Agreement of the German National Association
of Statutory Health Insurance Physicians) and subjecting them to
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a general referral requirement. The German Federal Constitutional Court (BVerfG) and the Federal Social Court (BSG) have repeatedly judged the allocation of MRT exclusively to the field of radiology, as constitutional with reference to the “multiple-eyes
principle” in the statutory health insurance [43, 44]. The “multiple-eyes principle”, which has so far only been legally anchored
in the statutory health insurance system, is certainly transferable
to the private medical sector, because the referral proviso for the
specialties named in Section 13 (4) of the physicians’ Federal Blanket Agreement is based, according to the Constitutional Court, on
“the special features of a diagnostic medical specialty and the
definition anchored in the advanced training regulations” [43].

Cost Increases
Especially in the cost-intensive field of MRI diagnostics, the principle of separation of referring physician and service provider is
essential for achieving a high quality of medical care while taking
into account the cost efficiency of the health care system. The
expansion of MRI diagnostics to other medical specialties will inevitably cause a significant increase in costs due to self-referrals,
as has been shown for X-ray diagnostics [45]. For identical diseases, self-referrals increase the number of radiology services per
disease case [46–48], physicians with their own X-ray equipment
schedule up to 4–5 times more examinations than physicians
without their own X-ray equipment [49].
In addition, referring a diagnostic issue to radiology ensures
that the most appropriate imaging modality is selected for the
respective medical issue. This does not always have to be MRI,
which is highly important but in no way replaces all other imaging
modalities. Only the radiology specialist has the appropriate training and expertise to make a selection based on all available procedures and may not always choose MR diagnostics, but also use
alternative imaging such as computed tomography, X-ray or ultrasound. In addition, the separation of diagnostics and therapy by
referral for diagnostic imaging to the radiology specialist allows a
second opinion to be obtained on the clinical constellation of findings independent of any interest in performing a particular therapy.

Summary
“Magnetic resonance imaging currently represents the most
modern, but at the same time technically most complex crosssectional imaging procedure in radiology. Quality assurance in
MRI is of particular importance because, due to the large number
of variable and interdependent measurement parameters, the
possibility of error due to artifacts and inadequate performance
of the examination is considerably greater than in all other imaging procedures. Therefore, not only technical quality assurance,
but above all medical qualifications play a special role in the indication, performance, evaluation and assessment of MRI.” This is
the preamble of the guidelines of the German Medical Association
for quality assurance of magnetic resonance imaging [50], which
aptly describes the tenor of this article.
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list field the examination and treatment method belongs. This is
because MRI is an integral part of the training to become a radiology specialist. In this case, a misinterpretation of collected findings can lead to a treatment error if the diagnostic error becomes
causal for the course of the patient's disease.

Statement

Conflict of interest
Hunold: Mitglied Deutsche Röntgengesellschaft, Vorstandsmitglied AG
Herz- und Gefäßdiagnostik der DRG, Mitglied Bundesverband Deutscher
Radiologen, Mitglied European Society of Radiology; Vortragshonorare
Fa. Bayer Vital
Bucher: Mitglied Deutsche Röntgengesellschaft, Vorstandsmitglied
der AGs Muskuloskelettale Radiologie, Gesundheitspolitische Verantwortung, Uroradiologie und Urogenitaldiagnostik und ForensischRadiologische Bildgebung der DRG, Mitglied European Society of
Radiology; Travel support Fa. Bayer und Guerbet
Sandstede: Aufsichtsratsvorsitzender der Radiologengruppe 2020
(RG20) e.G. i. Gr., Stellv. Vorsitzender des Landesverbands Hamburg
des Berufsverbands der Radiologen (BDR), Stellv. Vorsitzender
des Forums Niedergelassene Radiologen (FuNRAD) der Deutschen
Röntgengesellschaft (DRG), Stellv. Mitglied der Vertreterversammlung
der KV Hamburg
Janka: Mitglied Deutsche Röntgengesellschaft, Vorstandsmitglied AG
Muskuloskelettale Radiologie der DRG, Mitglied Bayerische Röntgengesellschaft, Mitglied European Society of Radiology; Vortragshonorare
Fa. Siemens Healthineers und Bracco
Fritz: Mitglied Deutsche Röntgengesellschaft, Vorstandsvorsitzender
der AG Gesundheitspolitische Verantwortung der DRG
Regier: Mitglied Deutsche Röntgengesellschaft, Vorstandsvorsitzender
AG Muskuloskelettale Radiologie der DRG, Mitglied Bundesverband
Deutscher Radiologen
Loose: Mitglied Deutsche Röntgengesellschaft
Barkhausen: President elect und Mitglied Deutsche Röntgengesellschaft
Mentzel: Präsident und Mitglied Gesellschaft für Pädiatrische Radiologie,
Mitglied Deutsche Röntgengesellschaft
Zimmer: Präsident und Mitglied Deutsche Gesellschaft für Neuroradiologie
Antoch: Präsident und Mitglied Deutsche Röntgengesellschaft

References
[1] Röntgendiagnostik: Häufigkeit und Strahlenexposition. Bundesamt für
Strahlenschutz. Im Internet: https://www.bfs.de/DE/themen/ion/anwen
dung-medizin/diagnostik/roentgen/haeufigkeit-exposition.html
[2] Bundesärztekammer. (Muster-)Weiterbildungsordnung 2018 in der
Fassung vom 12./13.11.2020. 2020: 450. Im Internet: https://www.bun
desaerztekammer.de/fileadmin/user_upload/downloads/pdf-Ordner/
Weiterbildung/20201112_13_MWBO-2018.pdf
[3] Delfino JG, Krainak DM, Flesher SA et al. MRI‐related FDA adverse event
reports: A 10‐yr review. Med Phys 2019; 46: 5562–5571. Im Internet:
https://onlinelibrary.wiley.com/doi/10.1002/mp.13768
[4] Shellock FG. Reference Manual for Magnetic Resonance Safety, Implants,
and Devices: 2020 Edition. Biomedical Research Publishing Group. 2020
[5] Sommer T, Luechinger R, Barkhausen J et al. Positionspapier der Deutschen Röntgengesellschaft (DRG) zu MR-Untersuchungen bei Patienten
mit Herzschrittmachern. Rofo 2015; 187: 777–787
[6] Schick F. MRT-Wechselwirkungen mit magnetisch aktivem und elektrisch
leitfähigem Material. Radiologe 2019; 59: 860–868
[7] NiSG – Gesetz zum Schutz vor nichtionisierender Strahlung bei der
Anwendung am Menschen 2009. Im Internet: http://www.gesetze-iminternet.de/nisg/
[8] NiSV – Verordnung zum Schutz vor schädlichen Wirkungen nichtionisierender Strahlung bei der Anwendung am Menschen. Im Internet: https://
www.gesetze-im-internet.de/nisv/
[9] Strahlenschutzaspekte medizinischer Anwendungen nichtionisierender
Strahlung: Fachgespräch des Ausschusses „Nichtionisierender Strahlen“
der Strahlenschutzkommission am 24./25. August 2009. Berlin: Schnelle
Verlag; 2012

Hunold P et al. Statement of the… Fortschr Röntgenstr | © 2021. Thieme. All rights reserved.

This document was downloaded for personal use only. Unauthorized distribution is strictly prohibited.

MRI is an established and still very innovative examination
method and is the diagnostic reference standard for many indications today. Its importance for high-quality and efficient patient
management is steadily growing. This is reflected in the increasing presence of MRI in guidelines as well as in the rising numbers
of examinations. For this reason, non-radiological disciplines are
increasingly seeking to be allowed to perform MRI examinations
independently and, above all, to be allowed to bill for them.
MRI is a very complex and potentially risky method that can
pose a hazard to patients, which is not adequately addressed by
current case law. Only in the hands of experts is the risk as minimal as perceived and expected by patients; be it with regard to
radiation protection, the handling of medical implants or metallic
foreign bodies, the application of MRI contrast media, correct
patient positioning or the use of suitable materials. Radiology specialists know these risks and necessities from their training and
experience and know how to avoid complications as best as possible or how to manage them appropriately. In addition, without
this radiological expertise, there is a significant patient risk from
incorrect reporting, e. g., due to lack of experience, misinterpretation of artifacts, or overlooking of relevant incidental and coincidental findings.
For decades, MRT has been positioned in radiology and its
facultative sub-specialties neuroradiology and pediatric and adolescent radiology. The radiologist is the only specialist who has to
learn all aspects of MRI (indication, protocol planning, examination performance, reporting) in the specialist training and has to
demonstrate these skills based on a high number of cases. Radiologists work closely with all other clinical specialties to an exceptional degree, perform a wide variety of MRI examinations, and
are in constant interdisciplinary communication with their referring physicians with great transparency. Therefore, only they
have both the expertise and experience in imaging diagnostics of
all body regions and constant contact with an enormously broad
spectrum of different pathologies and patients from all disciplines. The professional competence and the highest qualification
in all of the sub-areas mentioned lie within radiology. The abolition of the separation of diagnostics and therapy (referring physician – radiologist) by self-assignment contradicts the multipleeyes principle and will lead to an increase in costs for the health
care system.
Bottom line: the German Roentgen Society, the German
Society of Neuroradiology and the Society of German-speaking
Pediatric Radiology are very critical of the performance of MRI
examinations by non-radiologists for the reasons mentioned
above in the interest of patient welfare and cost bearers and
even consider supplementary advanced training lasting only
12 months without obligatory participation of education authorized in the subject of radiology to be inadequate. The use of MRI
without adequate and certified specialist training in accordance
with the physician specialization regulations would lead to a massive loss of quality and a risk to patients while at the same time
increasing costs. Indication, performance and reporting of MRI
examinations must be reserved for appropriately trained and educated specialists.

[11] Wahsner J, Gale EM, Rodríguez-Rodríguez A et al. Chemistry of MRI
Contrast Agents: Current Challenges and New Frontiers. Chem Rev
2019; 119: 957–1057
[12] Uhlig J, Lücke C, Vliegenthart R et al. Acute adverse events in cardiac MR
imaging with gadolinium-based contrast agents: results from the European Society of Cardiovascular Radiology (ESCR) MRCT Registry in
72839 patients. Eur Radiol 2019; 29: 3686–3695
[13] Behzadi AH, Zhao Y, Farooq Z et al. Immediate Allergic Reactions to
Gadolinium-based Contrast Agents: A Systematic Review and MetaAnalysis. Radiology 2018; 286: 731
[14] McDonald JS, Hunt CH, Kolbe AB et al. Acute Adverse Events Following
Gadolinium-based Contrast Agent Administration: A Single-Center Retrospective Study of 281 945 Injections. Radiology 2019; 292: 620–627
[15] Walker DT, Davenport MS, McGrath TA et al. Breakthrough Hypersensitivity Reactions to Gadolinium-based Contrast Agents and Strategies to
Decrease Subsequent Reaction Rates: A Systematic Review and MetaAnalysis. Radiology 2020; 296: 312–321
[16] Mandlik V, Prantl L, Schreyer AG. Kontrastmittel-Paravasat bei CT und
MRT – Aktuelle Literaturübersicht und Behandlungsstrategien. Rofo
2019; 191: 25–32
[17] Mathur M, Jones JR, Weinreb JC. Gadolinium Deposition and Nephrogenic
Systemic Fibrosis: A Radiologist’s Primer. Radiographics 2020; 40: 153–162
[18] Gulani V, Calamante F, Shellock FG et al. Gadolinium deposition in the
brain: summary of evidence and recommendations. Lancet Neurol 2017;
16: 564–570
[19] American College of Radiology, Committee on Drugs and Contrast Media.
ACR manual on contrast media 2015. Im Internet: http://www.acr.org/
~/link.aspx?_id=29C40D1FE0EC4E5EAB6861BD213793E5&_z=z
[20] Jendrissek KA, Hotfiel T, Swoboda B et al. Pigmentierte villonoduläre
Synovialitis: Eine seltene Differenzialdiagnose der synovialen
Gelenkschwellung. Z Rheumatol 2016; 75: 157–165. Im Internet: http://
link.springer.com/10.1007/s00393-015-0028-4
[21] Rimola J, Forner A, Tremosini S et al. Non-invasive diagnosis of hepatocellular carcinoma 2cm in cirrhosis. Diagnostic accuracy assessing fat,
capsule and signal intensity at dynamic MRI. Journal of Hepatology
2012; 56: 1317–1323 Im Internet: https://linkinghub.elsevier.com/
retrieve/pii/S016882781200089X

[29] Weiner C. Anticipate and Communicate: Ethical Management of Incidental and Secondary Findings in the Clinical, Research, and Direct-toConsumer Contexts (December 2013 Report of the Presidential Commission for the Study of Bioethical Issues). American Journal of Epidemiology 2014; 180: 562–564. Im Internet: https://academic.oup.com/
aje/article-lookup/doi/10.1093/aje/kwu217
[30] Zugni F, Padhani AR, Koh DM et al. Whole-body magnetic resonance imaging (WB-MRI) for cancer screening in asymptomatic subjects of the general
population: review and recommendations. Cancer Imaging 2020; 20: 34
[31] O’Sullivan JW, Muntinga T, Grigg S et al. Prevalence and outcomes of
incidental imaging findings: umbrella review. BMJ 2018: k2387
doi:10.1136/bmj.k2387
[32] Daher RT, Daher MT, Daher RT et al. Magnetic resonance imaging of the
spine in a pediatric population: incidental findings. Radiol Bras 2020; 53:
301–305
[33] Park HJ, Jeon YH, Rho MH et al. Incidental findings of the lumbar spine at
MRI during herniated intervertebral disk disease evaluation. Am J
Roentgenol 2011; 196: 1151–1155
[34] Kozyrev DA, Constantini S, Tsering D et al. Pediatric posterior fossa incidentalomas. Childs Nerv Syst 2020; 36: 601–609
[35] Maxwell AWP, Keating DP, Nickerson JP. Incidental abdominopelvic
findings on expanded field-of-view lumbar spinal MRI: frequency, clinical
importance, and concordance in interpretation by neuroimaging and
body imaging radiologists. Clin Radiol 2015; 70: 161–167
[36] DIN 25300-1:2018-05, Prozesse in der Radiologie_- Teil_1: Befundung
eines bildgebenden oder bildgestützten Verfahrens; Beuth Verlag
GmbH Im Internet: https://www.beuth.de/de/-/-/281037633
[37] European Society of Radiology (ESR). Good practice for radiological
reporting. Guidelines from the European Society of Radiology (ESR).
Insights Imaging 2011; 2: 93–96
[38] Radiologische Befundung. Im Internet: https://www.befundung.drg.de/
de-DE/3233/radiologische-befundung/
[39] BGH, 26.01.2016 – VI ZR 146/14. 2016.
[40] Frahm W, Walter A. Arzthaftungsrecht. 6. Auflage Karlsruhe: VVW; 2018
[41] OLG Schleswig, 24.06.2005 – Az.: 4 U 10/04. 2005.
[42] Dendl LM, Teufel A, Schleder S et al. Analyse radiologischer Röntgendemonstrationen und deren Auswirkungen auf Therapie und Behandlungskonzepte in der Inneren Medizin. Rofo 2017; 189: 239–246
[43] BVerfG, 17.06.1999 – 1 BvR 1500/97. 1999.

[22] Forner A, Vilana R, Ayuso C et al. Diagnosis of hepatic nodules 20 mm or
smaller in cirrhosis: Prospective validation of the noninvasive diagnostic
criteria for hepatocellular carcinoma. Hepatology 2007; 47: 97–104.
Im Internet: http://doi.wiley.com/10.1002/hep.21966

[44] BSG, 31.01.2001 – B 6 KA 24/00 R. 2001.

[23] Roller FC, Fuest S, Meyer M et al. Assessment of Cardiac Involvement in
Fabry Disease (FD) with Native T1 Mapping. Fortschr Röntgenstr 2019;
191: 932–939. Im Internet: http://www.thieme-connect.de/DOI/DOI?
10.1055/a-0836-2723

[46] Hillman BJ, Olson GT, Griffith PE et al. Physicians’ utilization and charges
for outpatient diagnostic imaging in a Medicare population. JAMA 1992;
268: 2050–2054

[24] Deborde E, Dubourg B, Bejar S et al. Differentiation between Fabry
disease and hypertrophic cardiomyopathy with cardiac T1 mapping.
Diagnostic and Interventional Imaging 2020; 101: 59–67. Im Internet:
https://linkinghub.elsevier.com/retrieve/pii/S2211568419302013
[25] Stadler A, Schima W, Ba-Ssalamah A et al. Artifacts in body MR imaging: their
appearance and how to eliminate them. Eur Radiol 2007; 17: 1242–1255
[26] Dietrich O, Reiser MF, Schoenberg SO. Artifacts in 3-T MRI: physical
background and reduction strategies. Eur J Radiol 2008; 65: 29–35
[27] Palsdottir HB, Hardarson S, Petursdottir V et al. Incidental Detection of Renal Cell Carcinoma is an Independent Prognostic Marker: Results of a LongTerm, Whole Population Study. Journal of Urology 2012; 187: 48–53. Im
Internet: http://www.jurology.com/doi/10.1016/j.juro.2011.09.025
[28] Hancock SB, Georgiades CS. Kidney Cancer. The Cancer Journal 2016;
22: 387–392. Im Internet: http://journals.lww.com/00130404201611000-00005

Hunold P et al. Statement of the… Fortschr Röntgenstr | © 2021. Thieme. All rights reserved.

[45] Teschers SF. Qualitätskontrolle in der ambulanten bildgebenden Diagnostik in NRW 2011. Im Internet: https://repository.publisso.de/
resource/frl:4310774

[47] Levin DC, Merrill C. Sosman Lecture. The practice of radiology by nonradiologists: cost, quality, and utilization issues. Am J Roentgenol 1994;
162: 513–518
[48] Sunshine JH, Bansal S, Evens RG. Radiology performed by nonradiologists in the United States: who does what? Am J Roentgenol 1993; 161:
419–429; discussion 430–431
[49] Schmidt C, Mohr A, Möller J et al. Radiologie unter Managed-CareBedingungen. Einsparpotenziale aus Sicht einer Krankenversicherung in
den USA. Rofo 2003; 175: 1198–1206
[50] Bundesärztekammer. Leitlinien der Bundesärztekammer zur Qualitätssicherung der Magnet-Resonanz-Tomographie. Deutsches Ärzteblatt 2000;
97: A2557–A2568. Im Internet: https://www.aerzteblatt.de/archiv/
24432/Bekanntmachungen-Leitlinien-der-Bundesaerztekammer-zurQualitaetssicherung-der-Magnet-Resonanz-Tomographie

This document was downloaded for personal use only. Unauthorized distribution is strictly prohibited.

[10] Empfehlungen zur sicheren Anwendung magnetischer Resonanzverfahren in der medizinischen Diagnostik: Empfehlungen der Strahlenschutzkommission. Verabschiedet in der 180. Sitzung der SSK am 19./20.
September 2002. München: Urban und Fischer; 2003

