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Incidental Adrenal Mass (=] cm)
Detected on CT or MR
1
.L J
Imaging features are dagnostic [ Iraging features nov dagnostic ] .I,
[ L = e
= : 4 I
[ Myelolipoma, ca®* ] [Hu:loorl.wﬂmcs-m] [ 1-4 em ] 1 1
= benign. no LI - Mo history of cancer: History of cancer:
consider resection’ consider PET or biopsy®
Price imaging Mo prioe imaging Me prior imaging
M history of cances History of cancer
| 1 [
4 4 ! 4
Seable =| year Lesion enlrging Benign imaging features™; Suspicious imaging features® [ Consider PET or below ]
Presume benign', consider 12 l T
| I month FIUCT or ME 1
[ Ak ] R A — [ Unenhanced CT or C5-MR ]
Consider Bopsy or resection! [
! 4
HU =10 or | signal en HU =10 or no | signal on
C5-MR = adencma' C5-MR
o " patient has clinical signs or sprptoms of adreral [ Adrenal washour CT ]
z rperfunction, consider biochemical evaluation r
RL;- ! Caonsider biochemical testing o ewcude pheochromecytama .L l. nL
) ! Benign imaging features = homagensouws, low density,
smaath margins Mo enhancement =10 HU) APV | RPW =60/40% APV [ RPW <60/40%
* Luspicious imaging features = hateragansous, recrest, = cyst or hemorrhage
wregular margn '| |
APV = Alsalute Pereentage Washout
RP'W = Relarive Percentage Washout [ Ben 'm FrU ] [ Mm;ﬂu' ] B i o riate® o
C5-MR = Chemical Shift MRI il conslder csl?m not dona
F/U = Follow-up

HLU = Hoursfield Linit
4 = decreased

1. Size Criteria < 4cm and > 4cm
2. Lesion Stability 12 months - benign

3. Look for intracellular lipid - NECT, Contrast washout CT, Chemical Shift MR Spectroscopy

Managing Incidental Findings on Abdominal CT: White Paper of the ACR Incidental Findings
Committee J Am Coll Radiol 2010,7:754-773.
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LIVER MASS

A

[ Incidental Liver Mass

Deteeted on CT
1
=05 cm £ B.5-1.5 em =15 cm
e : ; —
Low or average risk -2 High risk? Low atteration, berign Low attcnuation, Flash filling
| I rmg'rghmn:sf‘ suspicious imaging {rebustly enhancing)
d » features "
Benign, no further Follow-up * l -L l—lﬁ
Tallcw-up
Any sk bevel 123 Ay risk bevel 123 Lever ar average risk 12 High risk ¥

l " l
Cemmses ) (e ) (g )

o ) (Crn )

I

Low ateruation,

banign imaging
fearures 4

Benlgn, no furcher
Tellow-up *

-

Low attenuation,

suspicious imaging
featuras ®
& 1 b
Lovw risk ! Average rlsk? High risk ?

——1]

(

e N

N

Flash filling
rahustly anhancing)

1

Benign diagrostic Mo benign dagnostc
Imaging fearures »* inging fearumes '®

] [ [nup.a.m: if possible ] Felleweaup,
Biopsy, core prdu-md] FHH, aderoma®® evaluate T or bicpsy,

® l

Incidental Liver Mass
Dgrected on CT

Low riske individualsYoung patient (= 40 years
odd), with no known m:li;lmu:f, ||l!Pﬂ.(il:
dysfumcrian, hepatic malignant risk factors, or
symproms avtriburabla o the livar.

2 Awerage risk individuals: Patient >40 years old,

LEGEND

abnormal liver function tests or hepatc
malignant risk factors or symproms
attributable v the liver.

3 High risk individuals: Known primary
malignancy with a propensicy (o Metastasize (o
thi liver, cirrhosis, andior other hapatic risk
factors. Hepatic risk factors include hepatis,
chirenic active hepatitis, scherosing cholangitis,
privary biliary cirrhosis. hermochromatasis,

icderosis, oral contraceptive we, aabolic
steroid use.

4 Follow-up CT or MRIin & months. May nead
more frequent follow-up in some sitations,
such as a dirrhotic patient who is a fver
transplant candidate.

5 Benign imaging features: Typical hemangionma
{see bakow), sharply margnated, homogenecus
low attenuation (up oo about 20 HU), ne
enhancement. May have sharp, but irregular

& Benign low attenuation massas: Cyst,
hemangicrma, hamartoma, Von Meyenberg
complex (bile duct hamartomas).

with no known malignancy. hepatic dysfunction,

7 Suspicious imaging features: lll-defined margins,
enhancement {maore than sbout 20 HUY,
heterogenecus, enlargement. Te evaluace,
prefer multiphasic MR,

8 Hemangioma featires: Modular discontinuous
peripheral enhancement with progressive
enbrgement of enhancing foci on subsequent
phasas. Moduls (sodensa with vessals. not
parendhyra.

9 Srmall robustly enhancing lesion in average risk,
young patient hermangi \focal nodular
hyparplasia (FMH), transient hapatic
artenuathon differance (THAD) fow artfact,
and in aweragge risk, older patient: hemangioma,
THAD flow artifact. Other possible diagnoses:
adenoma, arterio-venous malformation (AYM),
nodular regencratve yperplsia.
Differeniation of FNH from adenoma
important aspacially if larger than 4 cm and
subcapsular,

10 Heparocellular or comman metastatic
enhancing malignancy: islar call.
neyraendocring, carcinoid, renal cell
carcinama, melancma. choriocarcinama,
SRFCOMTE, DPEALE, SO paN Creatic |esions,

1. Size Criteria <0.5,0.5-1.

5 and > 1.5cm

core preferred

2. CE Pattern - benign, flash-filling and suspicious (ring enhancement)

3. Stratify according to clinical risk (see legend)

4. Note reluctance of Australian Hep-Bil Surgeons to biopsy potentially resectable lesions.

Managing Incidental Findings on Abdominal CT: White Paper of the ACR Incidental Findings

Committee J Am Coll Radiol 2010,7:754-773.
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OBSTETRIC US SOFT MARKERS FOR ANEUPLOIDY

Absent nasal bone
See technical note.

An absent nasal bone (NB) in the second trimester has been estimated to have a
likelihood ratio of 83 times (Bromley et al. 2002) the background risk of aneuploidy and as
such, all reasonable efforts should be made to identify this marker. If this is found:

Counselling / amniocentesis should be offered.

Nuchal fold

See technical note.

A thickened nuchal fold (NF) i.e. 2 6 mm from 15-20 completed weeks gestation has
been associated with an increased risk of trisomy 21 with a likelihood ratio of 17 (95 % CI
8-38) (Smith-Bindman et al. 2001). If this is found:

Calculate a new risk for Down syndrome: 17 x prior risk

If the new risk level is increased (2 1 in 250) counselling / amniocentesis
should be offered.

Echogenic bowel
See technical note.

First trimester bleeding appears to be a common cause (presumably due to swallowed
blood) but a history of first trimester bleeding does not exclude other causes which
include aneuploidy, fetal infections, an association with cystic fibrosis and fetal growth
restriction.

Calculate new risk for Down syndrome: 6 x earlier risk (95 % CI 3-13) (Smith-Bindman
et al. 2001).

If new risk level is increased (2 1 in 250) offer amniocentesis. If doing amniocentesis
save fluid for microbiological analysis (Polymerase chain reaction and culture) pending
maternal serology.

Infection risk: Carry out matermnal blood serology for common prenatal infections (CMV
specifically). Toxoplasmosis, varicella, and parvovirus less so and more commonly
present with discrete echogenic foci (commonly liver) rather than hyperechoic bowel.

Serology can be considered for these if the type of echogenicity of the fetal abdomen is
equivocal.

Cystic fibrosis risk: Offer counselling and parental testing for cystic fibrosis carrier status
(detects approximately 80 % of carriers). If both parents are carriers, offer
amniocentesis for fetal DNA analysis

Intrauterine growth restriction risk: perform growth scan at approximately 28-32 weeks
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OBSTETRIC US SOFT MARKERS FOR ANEUPLOIDY

Shortened humerus

Shortened humerus (< 2.5" percentile from standard charts) have both been associated
with an increased risk of chromosomal abnormalities. The humerus has been shown to
be a more reliable discriminator for trisomy 21 than the femur. For this reason, humerus
length should be considered as part of the routine assessment at time of morphology
exam

Shortened long bones can also indicate skeletal dysplasia or early onset intrauterine
growth restriction (IUGR)

Calculate new risk for Down syndrome based on the bone which is short:
Short humerus — new risk for Down syndrome: 7.5 x earlier risk (95 % CI
5-12)
If new risk level is increased (= 1 in 250) counselling / amniocentesis should be offered.

Consider possibility of early IUGR or skeletal dysplasia. The latter is more likely if there
is: severe long bone shortening, abnormal morphology of long bones, ribs or vertebrae
and / or abnormality of skull shape

Shortened femur

Shortened femur (< 2.5" percentile from standard charts) has been associated with an
increased risk of chromosomal abnormalities. Shortened long bones can also indicate
skeletal dysplasia or early onset intrauterine growth restriction (IUGR).

Calculate new risk for Down syndrome based on the bone which is short:
Short femur — new risk for Down syndrome: 2.7 x earlier risk (95 % CI 5-12)
If new risk level is increased (2 1 in 250) counselling / amniocentesis should be offered.

Consider possibility of early IUGR or skeletal dysplasia. The latter is more likely if there
is: severe long bone shortening, abnormal morphology of long bones, ribs or vertebrae
and/or abnormality of skull shape.

Pyelactasis
See technical note.
Isolated mild pelviectasis is a very uncommon finding in aneuploidy.

Pyelectasis has been associated with an increased risk of hydronephrosis and postnatal
urinary reflux.

There is no need to discuss aneuploidy as the likelihood ratio crosses 1

Notify the patient of the need for third trimester/early neonatal review to assess for
progression to hydronephrosis.
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OBSTETRIC US SOFT MARKERS FOR ANEUPLOIDY

Single umbilical artery

Isolated single umbilical artery is a very uncommon finding in aneuploidy. There is,
however, an increased risk of fetal growth restriction.

There is no need to discuss aneuploidy
Arrange a third trimester scan to assess fetal growth

Echogenic intracardiac focus (EIF)

The isolated finding of an EIF in a low-risk patient (i.e. <1 in 250 risk of a chromosome
abnormality at the time of first or second trimester screening or based on maternal age if
screening was not performed) is unlikely to be a marker for Trisomy 21. The isolated
finding can be ignored as a normal variant providing adequate views have been obtained
of all structures.

A possible format for reporting an EIF found at a routine midtrimester ultrasound could

be:
“An ultrasound soft marker (EIF) has been noted. The presence of this isolated soft
marker has no clinical or functional significance to this fetus and does not need review.”

Choroid Plexus Cyst (CPC)

The isolated finding of a CPC in a low risk patient (i.e. < 1 in 250 risk of a chromosome
abnormality at the time of first or second trimester screening or based on maternal age if
screening was not performed) is unlikely to be a marker for Trisomy 18. The isolated
finding can be ignored as a normal variant, providing adequate views have been obtained
of all structures and the fingers are seen to be open and not clenched.

A possible format for reporting an CPC found at a routine midtrimester ultrasound could

be:
“An ultrasound soft marker (CPC) has been noted. The presence of this isolated soft
marker has no clinical or functional significance to this fetus and does not need review.”

NOTE
If more than one marker is present, these are not additive. Choose the marker with the

highest likelihood ratio to recalculate the risk.

See Technical Notes in Reference to confirm technical adequacy of study prior to committing to
presence of a soft marker.

South Australian Perinatal Practice Guidelines Chapter 15 Management of ultrasound soft
markers of aneuploidy
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OVARIAN AND ADNEXAL CYSTS - NORMAL APPEARANCES

Normal Appearance Follow-up* Comments

Not needed Developing follicles and dominant
follicle < 3 cm are normal findings

Normal ovary appearance:
Reproductive age
Follicles
¢ Thinand smooth walls
*  Round or oval
*  Anechoic
* Size<3cm
¢ No blood flow

Normal ovary appearance:
Reproductive age
Corpus luteum
¢ Diffusely thick wall
¢ Peripheral blood flow
¢ Sizes3m
¢ +/-internal echoes
¢ +/-crenulated
appearance

Not needed Corpus luteum < 3 cm is @ normal
finding

Normal ovary appearance:
Postmenopausal

¢ Small

¢ Homogenous

Not needed Normal postmenopausal ovary is
atrophic without follicles

(linically inconsequential: Not needed Small simple cysts are common;
Postmenopausal cysts < 1.cm are considered
Simple cyst< 1cm clinically unimportant

¢ Thinwall

*  Anechoic

¢ Noflow

Note post-menopausal simple cysts < 1cm are common and considered clinically important - no
follow-up required.

Management of Asymptomatic Ovarian and Other Adnexal Cysts Imaged at US: Society of Radi-
ologists in Ultrasound Consensus Conference Statement Radiology 2010
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OVARIAN AND ADNEXAL CYSTS - CYSTS WITH BENIGN CHARACTERISTICS

Cysts with benign characteristics

Simple cysts (includes ovarian and
extraovarian cysts)
¢ Round or oval
¢ Anechoic
¢ Smooth, thin walls
¢ No solid component or septation
¢ Posterior acoustic enhancement
¢ Nointernal flow

Hemorrhagic cyst
¢ Reticular pattern of internal
echoes
* /- Solid appearing area with
concave margins
¢ Nointernal flow

Endometrioma
¢ Homogeneous low level internal
echoes
¢ Nosolid component
* +/-Tiny echogenic foci in wall

Dermoid
*  Focal or diffuse hyperechoic
component
¢ Hyperechoic lines and dots
¢ Areaof acoustic shadowing
¢ Nointernal flow

Hydrosalpinx
* Tubular shaped cystic mass
* +/-Short round projections
“beads on a string”
* +/-Waistsign (i.e. indentations
on opposite sides).
* /- Seen separate from the ovary

Peritoneal inclusion cyst
* Follow the contour of adjacent
pelvic organs
*  Ovary at the edge of the mass or
suspended within the mass
* +/-Septations

Late PM: Consider surgical evaluation

Follow-up* Comments

Reproductive age: Simple cysts, regardless of age
< 5. cm: Not needed of patient, are almost certainly
> 5& < 7em: Yearly benign

Postmenopausal (PM): For cysts < 3 cm in women

> 1& <7 am: Yearly** of reproductive age, it is at

discretion of interpreting
physician whether to describe
them in imaging report

Any age: > 7 cm: Further imaging (e.g.,
MRI) or surgical evaluation

Reproductive age Use Doppler to ensure no solid
< 5cm: Not needed elements
> 5 cm: 6-12 week follow-up to ensure

For cysts < 3 cm in women

of reproductive age, it is at
Early PM: the discretion of interpreting
Any size: Follow-up to ensure resolution | physician whether to describe
them in imaging report

resolution

Any age:
Initial follow-up 6-12 weeks, then if not
surgically removed, follow-up yearly

Any age:
If not surgically removed, follow-up
yearly to ensure stability

Any age:
As dinically indicated

Any age:
As dlinically indicated

Note simple ovarian cysts <5cm in women of reproductive age do not need follow-up.

Management of Asymptomatic Ovarian and Other Adnexal Cysts Imaged at US: Society of Radi-
ologists in Ultrasound Consensus Conference Statement Radiology 2010
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OVARIAN AND ADNEXAL CYSTS - CYSTS WITH INDETERMINATE, BUT PROBABLY

BENIGN CHARACTERISTICS

Nodule (non-hyperechoic)
without flow

Cysts with indeterminate, but probably benign, characteristics Follow-up* Comments
Findings suggestive of, but Reproductive age: 6-12 week follow-up to
not classic for, hemorrhagic ensure resolution. If the lesion is unchanged,
cyst, endometrioma or then hemorrhagic cyst is unlikely, and continued
dermoid follow-up with either ultrasound or MRI should
then be considered. If these studies do not
confirm an endometrioma or dermoid, then
surgical evaluation should be considered.
Postmenopausal: Consider surgical evaluation
Thin-walled cyst with single Follow-up based on size and menopausal status,
thin septation or focal same as simple cyst described above
calcification in the wall of
acyst
Multiple thin septations Consider surgical evaluation Multiple septations suggest
(<3mm) a neoplasm, but if thin, the

neoplasm is likely benign

Solid nodule suggests
neoplasm, but if no flow
(and not echogenic as would
be seen in a dermoid) this is
likely a benign lesion such as
a cystadenofibroma

Consider surgical evaluation or MRI

Presence of multiple thin septations or a solid avascular nodule suggests surgical evaluation re-
quired.

Management of Asymptomatic Ovarian and Other Adnexal Cysts Imaged at US: Society of Radi-
ologists in Ultrasound Consensus Conference Statement Radiology 2010
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OVARIAN AND ADNEXAL CYSTS - MALIGNANT CHARACTERISTICS

Cysts with characteristics worrisome for malignancy Follow-up* Comments
Thick (> 3 mm) irreqular Any age: Consider surgical evaluation

septations

Nodule with blood flow Any age: Consider surgical evaluation

Thick (>3mm) or irregular septations and/or vascularised intracystic nodule is highly suggestive of
malignancy.

Management of Asymptomatic Ovarian and Other Adnexal Cysts Imaged at US: Society of Radi-
ologists in Ultrasound Consensus Conference Statement Radiology 2010
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PANCREATIC CYSTS

Detected on CT, MRl (with or without contrast) or US

l , l

[ Asymptomatic | Patient with Incidental Pancreatic Cystic Mass ]

<2 am * 2-3cm >3 em
Imagng characterizatian, Serous cystadencma Uncharacterized

preferably MRI/MRCP? cystic mass or other
| cystic nbnpl:sm
l W

Stable Growth Uncharacterized BO-IPMM Serous cystadenoma Consider resection ! Cyst aspiration |
cystic mass when = £ cm

Benign. no further Fallow-aup yearly Follow-up every Follow-up every Resect, depending
follow-up &mo for 2 years? 2yr on co-morbidities
and risk

Signs and symproms include

hyperamy recent onset dial

severe eplgastric pain, weight loss,
steatorrhea or aundice,

2 Consider decrean'lg interval 'lf}luunger,
amirting with limited life expacrancy.
Recommend limited T2-weighted MR for
routineg follow-ups.

3 Recommend pancreas-dedicaced MAI
with MRCR

4 no growth after 2 years, follow yeardy. If
growth OB, susplcious feanures develop,
consider resection

5 BD-IPMM = branch duct intraductal
papillary mucknous neoplasm,

LEGEND

1. Size criteria <2, 2-3,> 3cm

2. Don’t try and characterise cystic mass < 2cm in size - 12 month follow-up.
3. 2-3cm size should be characterised with dual phase CT or MRCP

4.>3cm size, consider EUS cyst aspiration.

5. Do not mistake necrotic carcinoma for cystic neoplasm.

6. Presence of pancreatic related signs and symptoms changes the rules.

Managing Incidental Findings on Abdominal CT: White Paper of the ACR Incidental Findings
Committee J Am Coll Radiol 2010,7:754-773.
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PNEUMONIA - FOLLOWUP GUIDELINES

Abnormal findings on chest radiograph clear more slowly than do clinical signs of pneumonia. For
those less than 50 years old, and otherwise healthy, S. pneumoniae pneumonia will clear radio-
graphically by 4 wk in only 60% of patients. If the patient is older, has bacteremic pneumonia,
COPD, alcoholism, or underlying chronic illness, radiographic clearing is even slower, and only
25% will have a normal radiograph at 4 wk. Mycoplasma pneumoniae infection can clear radio-
graphically more rapidly than pneumococcal infection, while pneumonia due to Legionella sp. will
clear more slowly.

The radiograph often worsens initially after therapy is started, with progression of the infiltrate and/
or development of a pleural effusion. If the patient has mild or moderate pneumonia or is showing
an otherwise good clinical response, this radiographic progression may have no significance. How-
ever, radiographic deterioration in the setting of severe community- acquired pneumonia has been
noted to be a particularly poor prognostic feature, highly predictive of mortality

In uncomplicated pneumonia responsive to therapy , repeat radiograph is recommended during at
approximately 4 to 6 wk post Rx, to establish a new radiographic baseline and to exclude the possi-
bility of malignancy associated with community acquired penumonia particularly in older smokers

Guidelines for the Management of Adults with Community-acquired Pneumonia American Tho-
racic Society Am J Respir Crit Care Med Vol 163. pp 1730-1754, 2001
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PULMONARY NODULES

Recommendations for Follow-up and Management of Nodules Smaller than
8 mm Detected Incidentally at Nonscreening CT

Nodule Size
(mm)* Low-Risk Patient’ High-Risk Patient!
-4 No follow-up needed® Follow-up CT at 12 mo; if
unchanged, no further follow-up’

>4-6 Follow-up CT at 12 mo; i Initial follow-up CT at 6-12 mo then
unchanged, no further follow-up at 18-24 mo if no change'

>6-8 Initial follow-up CT at 6-12 mo then Initial follow-up CT at 3-6 mo then
at 18-24 mo if no change at 9-12 and 24 mo if no change

=8 Follow-up CT at around 3, 9, and 24 Same as for low-risk patient

mo, dynamic contrast-enhanced
CT, PET, and/or biopsy

Note.—Newly detected indeterminate nodule in persons 35 years of age or older.

* Average of length and width.

' Minimal or absent history of smoking and of other known risk factors.

* History of smoking or of other known risk factors.

¥ The risk of malignancy in this category (<13%) is substantially less than that in a baseline CT scan
of an asymptomatic smoker.

Nonsolid (ground-glass) or partly solid nodules may require longer follow-up to exclude

indolent adenocarcinoma.

No follow-up CT required for pulmonary nodule <=4mm in a low-risk patient.

Guidelines for the Management of Small Pulmonary Nodules Detected on Ct Scans. Macmahon
et al Radiology 2005;237:395-400
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RENAL MASSES - CYSTIC

Detecced on CT
|

[ Incidental Cystic Renal Mass | ]

&

Basnizk | or Il

!

Bosniak IIF

1

| :

‘General population

1

Limited life expectancy or
co-marbidities

A

Bosniak Il or IV

‘ : i
General population Limited life expectancy or
| co-marbidities
!

CT ar MR ac & and 12 ma.
then yearly for § yrs, 1.4

If fallow-up appropriate.
CT ar MRI ac 6 and 12 mo,

] If fallowr-up appropriate,

then yearly for 5 yrs. 28

L

h l

CT or MRI at 6 and 12 mo,
then yearly for 5 yrs 1%

!

Further acthkon based on
change, life expectancy and
ca=morbidities

Mo murphuh:rgi: t;hlngz Mnrph:llngic dﬂngc L Hnrphningi: :hanse ]
Benign [ Surgary * ] Surgery, follow-up or no
no further follow-up further follow-up based on
life expectancy and
cosmorbidities

Thesa recommendations are to be followed only f
non-neoplastic causes of a renal mass (e.g.. infections)
have been excloded; see Ref 46 for details The
recommendations are offered as general guidance and
de not necessarily apply to all patients. See Table | for
detailed description of Bosniak Classification.

2 When a mass smaller than | cm has the appearance of
a simple cyst, further work-up Is not likely o yield
useful information.

3 Interval and duration of obssrvation may be varied (e.g.,

langer intervals may ke chosen if the mass is unchanged;

langer duration may be chosen for greater assurance).

LEGEND

4 In selecead patients {e.g.. young), early surgical
interventian may be considered, particularly if a
ranarnally invasive approach (eg., laparoscopic partial
neghrectamy) can be urilized.

Marphalogic change refers to change in feature

characteristes, such as number of seprations or thelr

thickness, Growth should be noted, but by itself does
not (ndicave maligrancy.

& Surgical optiens include open or laparoscopic
nephrectamy and partial nephrectomy: each provides a
tissue diagnosis, Dpen, laparascopic.and percutaneous
ablation may be considered where available, but blopsy
would be needed to achieve a tissue dingnasis, Long-nerm
(5- o |0-pear) results of sblation are not yet known

wn

T Limited life expectancy and co-marbidities that increass
the risk of trearment

B Cystic masses 1.3 am or smaller that are not chearly
simple cysts or that cannot be characrerized complecely
may nat rcquirc further evaluation n pltignt: with
co-marbidites and n patiencs with limized life
Expectancy.

9 Percutaneous biopsy of Bosniak Category |l masses
may be considerad, but may not be dagrostic.

Bosniak Renal Cyst Classification System

| Ignore Follow Excise
small thick enhancement
I - Simple cyst with a hairline-thin wall.
- No septa, calcifications, or solid components. Calcification S'T.‘OOU\, sep'tal nodular nodular and
- Water attenuation, no enhancement. milk of calcium wall thickening
II - Septa: few hairline-thin in which not measurable shgrp margin Itotal:y intra- :o:)rly defined
enhancement may be appreciated. <3cm renal, eterogeneous

- Calcification: fine or a short segment of slightly Hyperdens | not completely |> 3 cm enhancement
thickened may be present in the wall or septa. intrarenal, + no enhancing | US: solid

- High-attenuation: uniform in lesions (< 3cm) that homogeneous
are sharply marginated and do not enhance. US: cysic

IIF - Septa:multiple hairline-thin in which not measurable Thin and Slightly greater | Thick,
enhancement of septum or wall is appreciated. m smooth than a hairline | irregular,

- Minimal thickening of wall or septa, which may nodular
contain calcification, that may be thick and nodular, enhancement
but no measurable contrast enhancement.

- No enhancing soft-tissue components.

- Intrarenal: totally intrarenal nonenhancing high- Enhancement| < 10 HE 10 -15 HE > 15 HE*
attenuating renal lesions; these lesions are generally
well marginated. All*

III - Measurable enhancement Multiloculatec e - « unless infection
Cystic mass with thickened irregular or smooth
walls or septa in which measurable enhancement Very small
is present Nodularity - nme:\hancing All others
nodules
IV - Enhancing soft-tissue components
Clearly malignant cystic masses that can have all of wall All*
the criteria of category III but also contain distinct
enhancing soft-tissue components independent of thickening unless infection
the wall or septa

Managing Incidental Findings on Abdominal CT: White Paper of the ACR Incidental Findings

Committee J Am Coll Radiol 2010;7:754-773.
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RENAL MASSES - SOLID

-
Incidental Solid Renal Mass ! ]

Follow-up until | cm:
CT or MRIat 3-6 mo and 12 CT or MRl ac 3-& mo and 12

Follow-up until 1.5 cm:

ma, then yearly * e, then yearly 4

Detecred on CT
X
1
* ! +
<l gm? — 1-3 cm >3 cm?

] ]

v v L \!
General population Lirmited life expectancy and Ganaral populaticn Limited Me expactancy or

J co.maorbidities 3 ! co-morbidides *

=
|

General population

v v

1 co-morbidites *

Fan I

Limized life expectancy and

homogenecusly enhancing:
consider MR blogsy *

[ Hyperactenuating,

() ]
| =) @

LEGEND

ma

(™}

s

Thase recommendatsans are o ba followad anly if
nan-neopltic causes of a renal mass (e.g. infections
and fat-containing angiomyolipomas) have been
exchuded; see Rel 4B far details The recammendations
are offered as general guidance and do not necessarily
apply 1o all patients.

Differantial diagnosis inchedes renal cell carcinoma,
oneetytoma, angiormyaliporma. Bendgn entities are mare
likaly in srmall renal masses than large ones.

Limitad lifs expectancy and co-marbidities thac
increase the risk of treatment.

Incerval and duration of observation may be waried
(&g, shorter interval if the mass is enlarging).

5 Probable dagnosis renal cell carcinoma, provided there
it no detectable fat ar €T ar MR using protocals
designed to evaluate renal masses,

& If hyperattenuating and homogeneowsly enhancing,
consider MRI and percutanecus bicpsy e diagnose
angiomyclipoma with minimal fac.

T Surgical options include open or hparoscopic
naphracroany and partial nephrectomy; both provide a
tisaue diagnasis. Open, laparoscopie, and percutanecus
ablation may be considerad whare available, but biopsy
wiolild be needed ta achieve a tissue diagnosis.
Leng-term (5- ar |0-year) results of ablation are not
yar known.

E Observation may be considered for a solid renal mass
of any size in a patient with limived life expectancy ar
co-morbidities that increase the risk of treatment,
partoularky when the mass & small. It may be safe re
chserve a solid renal mass beyand |5 crm; however,
there are insufficient data to provide definitive
recommendations on the risks and benefits of
obsarvation. Thin (=3 mm) sections halp confirm
enhancement.

% Probable diagnosis renal cell carcinama
Angiomyolipoma with minimal fac. oncocyvoma, and
other benign neoplasms may be found at surgery.

10 Percuraneaus blopsy can be utloed precperatively to
confirm renal cell carcinoma.

1. Size criteria <1, 1-3,>3cm

2. Consider minimal fat content angiomyolipoma if hyperenhancing homogeneous solid mass.

Managing Incidental Findings on Abdominal CT: White Paper of the ACR Incidental Findings
Committee J Am Coll Radiol 2010,7:754-773.
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VASCULAR

Abdominal Aortic Aneurysms

3.0-3.9cm diameter : Annual US surveillance recommended

4.0-4.9cm diameter : 6 month US surveillance recommended

5.0+cm : Recommendation for elective aneurysm repair in appropriate surgical candidates

ACC/AHA 2005 Practice Guidelines for the Management of Patients With Peripheral Arterial
Disease pp 582

Visceral Artery Aneurysms (Splenic, renal, mesenteric)

Open repair or catheter-based intervention is indicated for visceral aneurysms measuring 2.0 cm in
diameter or larger in women of childbearing age who are not pregnant and in patients of either gen-
der undergoing liver transplantation. (Level of Evidence: B)

Open repair or catheter-based intervention is probably indicated for visceral aneurysms 2.0 cm in
diameter or larger in women beyond childbearing age and in men. (Level of Evidence: B)

Risk of rupture splenic artery aneurysm very low for small (<2.0cm aneurysm) in post-menopausal
woman

ACC/AHA 2005 Practice Guidelines for the Management of Patients With Peripheral Arterial
Disease pp 600
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GALLBLADDER POLYPS
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Risk Factors for Malignancy

1.age over 60,

2.sessile morphology,

3. size > 10mm,

4 solitary sessile lobulated polyp,
5.background of primary sclerosing cholangitis

Polyps not resected should be followed with serial ultrasound examinations. Clear guidelines for
screening are not available and individual patient characteristics need to be considered. Recent stud-
ies suggest US screening interval of every 6-12 months continued for as long as 10 years.

New research suggests EUS may be of benefit in further characterisation.

Diagnosis and Management of Gallbladder Polyps Gallahan WC and Conway JD Gastroenterol
Clin N Am 39 (2010) 359-367
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See INTRANET for electronic copy and cited
references.

http://share.bensonradiology.com.au

Look for Radiologist Folder

Look for “Management Recommendations”

(accessed from inside Benson Radiology Com-
puter Network)
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