





* Otomatik ya da semi-otomatik volim Slgimi

* Onceki tetkikler ile karsilastirma







nould tne aimension or a sola puimonary noauie pe ;_. expressed?

For purposes of risk estimation, the dimension of small puyyuimonary nodules (<10 mm) should be expressed as the

average of maximal long-axis and perpendicular maximalg| short-axis measurements in the same plane. For larger
nodules and masses, both long- and short-axis measuremments should be recorded (grade 2B evidence)

How should part-solid nodules be measured?

As with solid nodules, the average of the long and short d gimensions of the nodule, including ground-glass and any
cystic components, should be measured and recorded fofgr smaller nodules (<10 mm). For larger nodules, both long
and short dimensions should be recorded. For all part-solyjig nodules, the maximum diameter of the solid component
should be measured if this component is >3 mm, understiianding that measurements may be unreliable for small solid

future (grade 2B evidence).

Which measurement unit should be used? '

Measurements and averages should be expressed to the g neaarest whole millimeter (grade 1B evidence).

Should the dimension of every pulmonary nodule be measigraq?

No, small nodules <3 mm should not be measured due 10,y 4ceyracy limitations. Descriptors such as “micronodule” are

preferable. Also, when multiple nodules are present, only y e |argest or morphologically most suspicious nodules need
be measured. The location of each measured nodule sholy 14 pe explicitly referenced in the report

(grade 1C evidence).

What CT section thickness should be used for measuring It lung nodules ?

Critical measurements for small (<10 mm) lung nodules a 54 small solid components should be obtained by using

contiguously reconstructed sections with a thickness =14 5 mm | arger nodules and masses can usually be measured
adequately on thicker sections (grade 1B evidence).




What should the section orientation be
Measurements should be performed on transverse {ax'alal} sections, unless the maximal dimensions lie in a coronal or

sagittal plane, in which case the measurements should by - 4g i those planes and this should be documented in

the radiologic report. Measuremenl on off-axis oblique M8l et rmations are difficult to reproduce and thus are not
recommended (grade 2B evidence).

Which reconstruction algorithm should be used?

A high-spatial-frequency (sharp) filter should be used whi
reconstruction algorithm has no substantial effect on me

hen measuring nodules <10 mm. For nodules =10 mm, the
%asurement accuracy (grade 1C evidence).

Which display window settings should be used?
Although a soft-tissue window can be useful when evalus _,. i ; ;
: g : 2 : Jating changes in nodule density over time, lung nodules,
including the solid portion of part-solid nodules, should bbe m%as.ure% on lung windows gy using a highgpatial-
frequency (sharp) filter (grade 2B evidence).

Which dose settings and image nnitumducﬁnnalgomhma“mbe 7

ion hini r rapr in . i . ¥ :
Lase eouction [eciaaues Sie Approprisks Up o s pont El at which significant loss of image quality occurs. Evidence

suggests thal excessive radiation dose reduction and 'mEnage noise reduction algorithms can have a significant effect

on the accuracy of pulmonary nodule measurements. Thy, oo implications of this effect are under investigation
(grade 2B evidence).

At which lung volume should CT examinations furﬂremﬂmu t of lung P ired?
CT examinations to measure lung nodules should be acq_

>quired at full inspiration (grade 2B evidence).
When can a pulmonary nodule be stated to havachangneﬂi“nﬁﬂ?

S PUNTICRATY OIS SR 18 BRI S5 e changedd in size when its average diameter has increased or
decreased by at least 2 mm (rounded to the nearest millir 9

spurious, especially for ill-defined nodules (grade 2A euid!'memr:" e “ha”.@es = m.easurﬂd Elamgiergan e
idence) and do not reliably indicate change.

Which previous CT examination should be used for O e luating for potential growth?

Although the last available examination should be used a B e s e i s
with earlier prior examinations will increase reader confid, kit - : £

evolution of a given nodule (grade 1 evidence). idence and accuracy when evaluating the longitudinal



















* > 6 mm, multiple solid no

* 3.6.ay BT, 18-24 ay BT







ar ise ilk kontrol BT 6. ayda







0.8 rmnim







® > 6 mm, solid komponent > 6 tek kismi solid nodil

® 3-6.ay BT

* Nodul supheli (lobile-spikiler konturly, kistik degisiklikler), solid komponent >8 mm, solid
komponent biylyorsa PET-BT, biyopsi ya da rezeksiyon
















* Nodil sayisi

® NELSON c¢alismasi, 1-4 ris ek, 5 ve Uzeri dusuk risk

® PanCan ¢alismasi multiple nodilde risk soliter nodilden dusik




* 35 yas alti A

® Kadin cinsiyet

® Zenciler, Havai yerlileri







konturlu nodul, Ust lob

® Risk tahmin mo::Ie eri

®* Tammemagi risk tahmin araci

® Brock modeli (Pan Can, Vancouver modeli)




Brock Calculator

Nodule Characteristics Patient Characteristics
Nodule Size (1-30mm) Age (18-100)

8 45

Nodule Count Gender

Nodule Type Family History of Lung Cancer

O Pure Ground Glass O Part Solid O Yes

o

Nodule in Upper Lobe QO Yes

O Yes Brock Model Probability

Spiculation 1.9%

O Yes Calculate




sipheli, 6-12. ay BT










