Chapter 6

Urology Ultrasound Practice Accreditation
Paula S. Woletz and Bruce R. Gilbert

As physicians, we strive to provide our patients with the best clinical advice. Therefore, in performing office ultrasound, we are committed to assure that our equipment, sonographers, and protocols are the best. Likewise, patients rightfully expect
that the ultrasound exam performed uses equipment that is safe and can effectively
image the organ of interest. They also trust that their physician can review these
images and make appropriate diagnoses and treatment decisions. We constantly endeavor to assure the best care for our patients yet there are few protocols that define
what a standard exam consists of. In addition, third party payers have, for a multitude of reasons, instituted requirements for practices, including urology practices,
to follow in order to be compensated for their work in providing ultrasound imaging services. How does the Urologist sonographer then assure that their ultrasound
exam is compliant with current standards and protocols? One way is through practice accreditation. There are presently two acknowledged accrediting agencies the
American College of Radiology (ACR) and the American Institute for Ultrasound
in Medicine (AIUM). The AUA and the AIUM have partnered to develop a pathway
whereby urology practices can obtain accreditation that is recognized by regulatory
authorities and third party payers. This chapter details the process.
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The Safety of Ultrasound: Primum Non Nocere
Diagnostic ultrasound uses no ionizing radiation, and is, therefore, generally considered a safe imaging modality. However, sound waves are not entirely benign.
The mechanical effects of sound waves may be strong enough to break up kidney
stones during lithotripsy, or may cause the cavitation of bubbles in tissues containing gas pockets. The friction created as sound waves travels through tissue may
result in therapeutic localized heating (desired in physical therapy), or the elevated
temperature may have unwanted effects.
In 1985, the US Food and Drug Administration (FDA) developed ultrasound
exposure limits for various diagnostic applications: 720 mW/cm2 spatial peak temporal average (SPTA) for peripheral vascular ultrasound, 430 mW/cm2 for cardiac
ultrasound, 94 mW/cm2 for fetal and other ultrasound, and 17 mW/cm2 for ophthalmic ultrasound. In 1992, the FDA approved the sale of equipment with an SPTA
720 mW/cm2 for all applications other than ophthalmic as long as the equipment
included displayed the newly developed thermal and mechanical indices. With this
change, the user, not the manufacturer, has primary responsibility for ensuring the
safe use of ultrasound [1, 2].
Much of the research on the safety of diagnostic ultrasound has focused on its use
in obstetrics [3]. While attention to ultrasound exposure is critical, the importance
of knowledge and experience must not be overlooked [4]. Patients who receive
technically inadequate and/or misinterpreted sonograms may not be appropriately
managed, require additional studies, or undergo unnecessary procedures. As Merritt
wrote in 1989,
[If] we are really serious in our intention to perform sonographic studies with maximum
benefit and minimal risk, the problem of user education, as well as that of bioeffects, must
be addressed. In sonography, inadequate user input may be as bad or worse for the patient
than excessive acoustic output. The traditional emphasis on the training and practice of the
radiologist and the technical and clinical aspects of imaging should encourage our specialty
to lead rather than follow our clinical colleagues in the practice and teaching of safe and
effective sonography. Only through this approach can we fulfill our fundamental obligation
as physicians to protect the patient from unnecessary harm and provide maximum benefit
with minimal risk [5].

The History of Ultrasound Practice Accreditation
There are few laws regulating the performance and interpretation of ultrasound examinations. Any licensed physician may purchase an ultrasound machine and begin
performing and interpreting sonograms, regardless of whether he or she has received training in the area. Likewise, in most states, any individual can be handed a
transducer and told to scan. When an ultrasound exam is indicated, how can patients
and their referring physicians know where to go?
In 1995, the American College of Radiology (ACR) and the American Institute of
Ultrasound in Medicine (AIUM) began to develop programs to accredit ultrasound
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practices, and the two organizations accredited their first ultrasound practices in
1996. As of this writing, there are 4401 practices (each site applies as a single practice) with ACR ultrasound accreditation and 1210 (a total of 2039 sites) with AIUM
ultrasound accreditation.
The ACR offers ultrasound practice accreditation in breast, general, gynecologic, obstetric, and vascular ultrasound. The AIUM offers ultrasound practice
accreditation in abdominal/general, breast, dedicated musculoskeletal, dedicated
thyroid/parathyroid, gynecologic, fetal echocardiography, obstetric, and urologic
ultrasound.
Because many leaders of the ultrasound community belong to both organizations, their accreditation programs are similar. Both organizations have developed
training guidelines for the interpretation of ultrasound examinations [6–8], and the
two organizations have collaborated on the development of guidelines for the performance of a variety of ultrasound exams. Both programs review the qualifications
of the physicians and sonographers in the practice, the maintenance and calibration
of ultrasound equipment, various policies and procedures, and both programs require the submission of actual case studies. Both programs are accepted by insurers
that require ultrasound practice accreditation as a requirement for reimbursement.
The differences between the two organizations can be seen in their mission
statements:
The ACR serves patients and society by maximizing the value of radiology, radiation oncology, interventional radiology, nuclear medicine, and medical physics [9].
The American Institute of Ultrasound in Medicine is a multidisciplinary association dedicated to advancing the safe and effective use of ultrasound in medicine through professional
and public education, research, development of guidelines, and accreditation [10].

AIUM ultrasound physician training guidelines and ultrasound examination guidelines must be relevant to the organizations that are most directly involved with specific ultrasound specialties. For example, AIUM guidelines for the performance of
abdominal/retroperitoneal ultrasound examinations were developed in collaboration with ACR, the Society for Pediatric Radiology (SPR), and the Society of Radiologists in Ultrasound (SRU). ACR and the American College of Obstetricians and
Gynecologists (ACOG) collaborated on the guidelines for the performance of obstetric ultrasound exams. The participation of the American Urological Association
(AUA) was critical in the development of AIUM Training Guidelines for the Performance of Ultrasound in the Practice of Urology [8] and AIUM Practice Guidelines
for the Performance of an Ultrasound Examination in the Practice of Urology [9].
This collaboration led to the development of AIUM ultrasound accreditation in the
practice of urology.
How does accreditation differ from certification? Certification is granted to an
individual who has demonstrated a level of knowledge and who continues to meet
the requirements necessary to maintain the certification. The individual remains
certified regardless of where he or she works. Accreditation is granted to a practice
(which may be the practice of a solo practitioner) that demonstrates that all of the
individuals in the practice, all the relevant policies and procedures, and equipment
and maintenance meet certain requirements. Practices must continue to demonstrate
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compliance at regular intervals, regardless of whether there are changes in personnel, policies, or equipment. An individual who works in an accredited practice cannot go to another practice and claim that the services provided at the second facility
are accredited.

AIUM Ultrasound Practice Accreditation in Urologic
Ultrasound
The application is available online at http://aium.org/accreditation/accreditation.
aspx, and consists of the following sections.
• Contact information
• Overview of the practice
−
−
−
−

Specialty/specialties in which the practice seeks accreditation
The type of practice
Ultrasound coverage
OSHA compliance

Practices may consist of one or more fixed sites, may be exclusively mobile (in
which case a machine is taken from one location to another), or may be a combination of the two.
• Document storage and record-keeping policies
There must be stored images of all relevant normal and abnormal findings. Images
and reports must be retained for a period of time that meets or exceeds state or federal requirements [11, 12].
• Patient safety and quality assurance protocols
− Steps to ensure that the appropriate study is performed on the correct patient
− If ultrasound-guided invasive procedures are performed, steps taken to verify
patient identification, procedure site, specimen labeling, and hand-off
− Incident reporting
− Availability of signed final reports
− Preliminary report policies (if applicable)
− Universal precautions
− Disinfection of endocavitary probes
− Implementation of the ALARA principle
− Quality assurance
Final reports must be signed within 24 h of the exam or, for nonemergency cases,
by the next business day [11, 12].
The practice must meet AIUM transducer cleaning guidelines. Endocavitary
probes must undergo high-level disinfection after every use, using an FDA-cleared
solution [13].
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There must be policies and procedures to protect patients and personnel. The
practice must show evidence of practicing the as low as reasonably achievable
(ALARA) principle. There must be regular, retrospective efforts to monitor the
completeness and technical quality of images and the accuracy and timeliness of
reports [11].
• Facility/facilities
−
−
−
−

Address, phone, fax
Specialty/specialties performed
Annual ultrasound volume
Is this site the principal location where each ultrasound specialty is performed?

A practice may accredit several sites under a single application as long as there
is one physician director overseeing the ultrasound operations at all site, the sites
follow the same ultrasound examination protocols, reporting policies, etc., and the
ultrasound equipment is of comparable quality.
• Ultrasound equipment
−
−
−
−

Location
Make, model, serial number, year acquired
Frequency of maintenance
Each ultrasound machine must undergo preventive maintenance and calibration on an annual basis or more frequently [11].

• Interpreting physicians
−
−
−
−
−
−

Name
Involvement with ultrasound functions
Specialty/specialties interpreted, average weekly volume
Residency and (if applicable) fellowship
Ultrasound training
Ultrasound continuing medical education

Only those physicians in the practice who interpret ultrasound should be listed on
the application. All physicians who interpret ultrasound for the practice, even if
they only provide occasional coverage, must meet the physician training guidelines
(Table 1) and be listed on the application. One of the interpreting physicians must
be designated as the practice’s physician director of ultrasound.
Each interpreting physician must have participated in at least 100 genitourinary
ultrasound examinations prior to submitting the application, and must participate
in at least 150 genitourinary ultrasound in the 3 years prior to reaccreditation [11].
Once the practice is accredited, each interpreting physician must obtain a minimum of ten AMA PRA Category 1 Credits™ in genitourinary ultrasound every
3 years [11].
• Sonographers (if applicable)
− Name
− Involvement with ultrasound functions
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Table 1   Physician training requirements for AIUM ultrasound practice accreditation in urologic
ultrasound. (From AIUM Training Guidelines for the Performance of Ultrasound in the Practice of
Urology, used with permission)
Physicians performing and/or interpreting diagnostic examinations should meet at least one of
the following criteria
Completion of an approved urologic residency which includes training in ultrasound since July
1, 2009 (the year reporting of ultrasounds was required by the residency review committee) and
is board certified by the ABU or is board eligible
Board certified in urology prior to July 1, 2009 and submit an attestation of experience including
involvement with 100 diagnostic ultrasound examinations and training in urologic ultrasound
which includes at least a minimum of 12 h of AMA PRA Category I creditsTM Level 2 course(s)
verifying the individual has satisfactorily met all specified learning objectives for the Level 2
classification course(s) including hands-on demonstration of successfully performing and documenting ultrasound studies. CME must be AUA Office of Education or AIUM approved courses
and include both didactic and hands-on ultrasound

−
−
−
−

Certification
Training
Specialty/specialties performed
Length of time with practice

Each sonographer or other nonphysician who performs ultrasound examinations for
the practice must be or become appropriately certified prior to reaccreditation (in
3 years). The AIUM currently recognizes certification in abdominal ultrasound by
the American Registry of Diagnostic Medical Sonography (ARDMS) and general
sonography certification granted by the American Registry of Radiologic Technologists (ARRT) obtained after January 1, 2013 [11].
• Additional personnel (if applicable)
− Name
− Involvement with ultrasound functions
Within 1 week of submitting the online application, the practice must submit the
following to the AIUM:
1. Payment (if not already paid online)
The nonrefundable accreditation fee is automatically calculated based on the
number of specialties in which the practice seeks accreditation, the number of
sites the practice would like to have accredited, and the number of machines the
practice has [14].
2. Two signed copies of the Accreditation Agreement
The Accreditation Agreement defines the relationship between the AIUM and
the practice seeking accreditation. It includes a HIPAA addendum by which the
practice names the AIUM as its business associate. Review of the application
cannot begin without this agreement. The AIUM will also sign the agreement
and send you a copy for your HIPAA records [15].
3. Single copy of the completed Accreditation Checklist and supporting documents,
including medical licenses and residency and/or fellowship certificates for each
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interpreting physician, current registry cards for all sonographers (if applicable),
and preventive maintenance records for each of your ultrasound machines [16].
4. Case studies
The case studies are the most important component of the accreditation
application.
The practice must submit the images and reports from four cases in the area or
areas most commonly performed by the practice at its principal site. For example, a practice that mostly sees males with a history of infertility, most or all of
the cases submitted are likely to be scrotal sonograms. Another practice may
choose to submit the images and reports from one renal study, two prostate studies, and one penile study.
If the practice has more than one site or mobile unit, it must submit one additional
case study and report from each additional site or mobile unit [17].
Important points:
a.
b.
c.
d.

The practice must retain all original studies.
Cases performed using automated bladder scanners are not acceptable.
Only diagnostic studies performed within the last 12 months are acceptable.
If there are multiple interpreting physicians and/or sonographers, the cases must
reflect as many of the physicians and sonographers as possible. Studies performed or interpreted by someone who is not listed on the application will not be
accepted.

5. Case studies and supporting documents are submitted through the applicant’s
secure online accreditation account.

The AIUM Accreditation Review Process
Once the online application, signed accreditation agreements, payment, supporting
documents, and case studies have been received, one copy of the agreement, now
also signed by the AIUM, is returned to the practice with a note that the application
is complete and is being sent out for review.
The online portion of the application and the supporting documents are reviewed
internally.
The case studies are sent out to two independent reviewers, and, if their scores
are discrepant, may be sent to a third reviewer as well. All studies are scored based
on their compliance or noncompliance with the relevant ultrasound examination
guidelines.
Once all of the scores have been reconciled and review of the online application
is complete, the practice will be sent a findings letter that summarizes any areas that
need clarification or revision, as well as reports of any deficient areas noted in the
case studies. The practice will be given 30 days to respond to the letter and, if one
or more case studies receive failing scores, submit a new case or cases showing that
the practice has implemented changes to correct any deficiencies.
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Once the response has been received, the application will be presented to the
AIUM Ultrasound Practice Accreditation Council, which will decide whether to
grant accreditation.

The Effect of Ultrasound Practice Accreditation
To date, there have been few studies on the impact of ultrasound practice accreditation.
In 2004, Brown et al. published a retrospective review of asymptomatic patients
who were referred for surgical evaluation for carotid endarterectomy on the basis
of carotid arteries studies performed at nonaccredited facilities [18]. All patients
underwent additional scans at an accredited facility. The authors found that the technical errors by the unaccredited facilities led to overestimation of disease in 18 % of
the cases, and underestimation of disease in 26 % of cases. Patient management was
significantly altered on the basis of the repeat studies performed at the accredited
facility in 61 % of patients.
There were significant limitations to this study, which based its conclusions on
findings from “several” nonaccredited facility and one accredited practice. All analyses were based on the reports from the nonaccredited practices; no images from
these practices were reviewed, and, the findings from the accredited practice were
used as the standard; no angiograms were obtained.
Another study, by Abuhamad et al. was also published in 2004 [19]. In this study,
the scores of practices applying for AIUM reaccreditation were compared to the
scores the same practices had received in their initial applications 3 years earlier.
The scores of the practices applying for reaccreditation were also compared to the
scores of practices submitting initial applications at the same time (and in the same
specialties) as the reaccreditation applications. Because most of the applications
received at that time were in obstetric and/or gynecologic ultrasound, only those
specialties were reviewed.
The scores of practices applying for reaccreditation were significantly higher
than their initial scores (P < 0.001 for all). The scores of the practices applying for
reaccreditation were also significantly higher than those of practices applying for
initial accreditation at the same time, although it was noted that the scores of practices applying for initial accreditation at that time were higher than the initial scores
of the practices now applying for reaccreditation. The findings confirmed that the
process of accreditation played a significant role in the improvement of scores at
reaccreditation, and the authors suggested that growing familiarity with AIUM standards and guidelines may have contributed to the higher scores earned by initial applicants applying for accreditation when compared to the scores earned by practices
that initially applied for accreditation 3 years earlier.
“In conclusion,” the authors wrote, “our study shows that ultrasound accreditation adds value to the practice by improving compliance with AIUM minimum
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standards and guidelines for the performance of ultrasound examinations, which
should translate into enhancement of the quality of the ultrasound practice.”

A Urology Practice Perspective
The process of practice accreditation is not without challenges to both the urologists
and the urology practice. Urologists have traditionally viewed imaging as a tool,
very much like a stethoscope, that assists them in providing care for their patients.
The process of accreditation changes this by requiring both the urologist and the
urology practice to expend resources to meet the requirements of accreditation. As
the Physician Director of an AIUM accredited urology practice, I first needed to
first make sure that all 18 members of our group understood the benefits of practice
accreditation and were supportive of the endeavor. A concern of my colleagues was
that if any did not meet the physician requirements for credentialing by the date of
accreditation that physician could no longer order, review, or bill for these studies
until that individual satisfied the requirements. To maximize the number of credentialed physicians, we arranged with the AUA to have a hands-on ultrasound course
that would satisfy the training requirements as specified above.
A second challenge, which actually turned out to be a tremendous benefit of
going through the accreditation process, was the organization of our ultrasound
program. A Policy and Procedure (P&P) manual was developed that organized our
quality assurance program. Preventative maintenance logs were updated and placed
on recurring cycles with our vendors. Protocols were developed with the sonographers to assure quality and consistency in all ultrasound exams. An image archival
system (PACS) was purchased and integrated with our electronic medical records
for image and report archiving. The 24 h physician review and sign-off was therefore easily attained. We have also instituted monthly meetings with the physician
director of ultrasound and sonographers at which time we review random studies
and reports and adjust our protocols as needed.
The accreditation process has greatly helped organize our approach and markedly improved the quality of our process. This has translated into improved diagnostic examinations and, in turn, patient care. In addition, it has allowed us to obtain
reimbursement from third party payers that have been denying claims based on our
prior lack of accreditation.
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