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ADRENAL MASS

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

1. Size Criteria <0.5, 0.5-1.5 and > 1.5cm

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 
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OBSTETRIC US SOFT MARKERS FOR ANEUPLOIDY 
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OBSTETRIC US SOFT MARKERS FOR ANEUPLOIDY 

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

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

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

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

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

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

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

Managing Incidental Findings on Abdominal CT: White Paper of the ACR Incidental Findings 
Committee  J Am Coll Radiol 2010;7:754-773.      http://www.radiologyassistant.nl
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RENAL MASSES - SOLID

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

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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