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GENERAL INFORMATION

e |tis an expectation that all patients receive care/services from a licensed clinician. All appropriate
supporting documentation, including recent pertinent office visit notes, laboratory data, and results of
any special testing must be provided. If applicable: All prior relevant imaging results and the reason that
alternative imaging cannot be performed must be included in the documentation submitted.

e Where a specific clinical indication is not directly addressed in this quideline, medical necessity
determination will be made based on widely accepted standard of care criteria. These criteria are
supported by evidence-based or peer-reviewed sources such as medical literature, societal guidelines and
state/national recommendations.

Note: For syndromes for which imaging starts in the pediatric age group, MRI preferred

Note: CT Abdomen/Pelvis Combo (CPT Codes: 74176, 74177, 74178) is the better study when the
indication(s) include both the abdomen AND pelvis, such as CTU (CT Urography), CTE (CT
Enterography), acute -abdominal pain, widespread inflammatory disease, or neoplasm. Otherwise, the

Abdomen OR Pely ha

When separate requests for CT Aabdomen and CT Pelvis are encountered for processes involving both
the abdomen and pelvis, they need to be resubmitted as a single Abdomen/Pelvis CT (to avoid
unbundling). Otherwise, the exam should be limited to the appropriate area (i.e., Abdomen OR Pelvis)
which includes the specific organ, area of known disease/abnormality, or the area of concern.

INDICATIONS FOR ABDOMEN/PELVIS COMPUTED TOMOGRAPHY (CT)

Evaluation of Abdominal and Pelvis Pain for Unknown Etiology

e (T allowed after initial workup is inconclusive and must include results of the following:
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o—Appropriate laboratory testing (chemistry profile, complete blood count, and/or
urinalysis) for the patient’s presentation (e.g., suprapubic pain — UA, suspected

pancreatitis — amylase/lipase eteetc.) AND

O

o __Initial imaging (such as ultrasound, barium study, nuclear medicine, or scope study)
appropriate to the symptoms
. i ” I .
o Liverfunetion-tests-if suspicion-ofhepatie-diseaseNot all of the above tests need to be
performed, but both labs and initial imaging need to be performed
= E.g. for Gl bleeding, CBC and a scope study would be appropriate initial testing
(however, a UA and ultrasound would not be)
o For acute abdominal pain in a patient over the age of 65% 2
e |nitial evaluation of abnormal findings seen on other imaging, such as ultrasound (US) or x-ray,
both the abdomen and pelvis are likely affected, and CT is the most reasonable next step for

that diagnosis

Evaluation of suspicious or known mass/tumors (unconfirmed diagnosis of cancer) for further
evaluation of indeterminate or questionable findings

* |Initial evaluation of suspicious masses/tumors found by physical exam or imaging study, such as
ultrasound (US), and both the abdomen and pelvis are likely affected® 4

-—

e One follow-up exam to ensure no suspicious change has occurred in a tumor. No further
surveillance imaging unless tumor(s) is/are specified as highly suspicious, or change was found

e For abnormal incidental abdominopelvic lymph nodes when follow-up is recommended based
on prior imaging (initial 3-month FU)?

e For follow-up of mesenteric panniculitis®® or lymphadenitis® when another diagnosis is
suspected after initial imaging or there is a failure of symptom resolution

Evaluation of known cancer!® 1! (see exception for prostate cancer*)

e Follow-up of known cancer

e Initial staging of known cancer
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o Follow-up of known cancer of patient undergoing active treatment within the past year

or as per surveillance imaging guidance for that cancer-{SurveilancebmagingforCancer
Patientsfrom NCCN)H

o New evidence of an unknown primary?!?

o Known cancer with suspected abdominal/pelvic metastasis based on a sign, symptom,
(e.g., anorexia, early satiety, intestinal obstruction, night sweats, pelvic pain, weight
loss, vaginal bleeding) or an abnormal lab value (alpha-fetoprotein, CEA, CA 19-9, p53
mutation)

*_Initial staging of prostate cancer for the following risk groups: (MRI Pelvis preferred for pelvic
imaging; only consider CT Abdomen and Pelvis approval if PSMA PET not requested)

e Unfavorable intermediate risk, high risk and very high+iskhigh-risk disease-:

o Gleason 8,9, 10 disease

o Gleason 4+3=7 disease (primary pattern 4)

o__Gleason 3+4=7 disease AND PSA > 10 or clinical stage >T2b

o Gleason 3+3=6 disease AND PSA > 20 or clinical stage >T3

o >50% cores positive for cancer in a random (non-targeted) biopsy?* 13
*Note: In patients who have been on a 5-alpha reductase inhibitor (such as Pproscar) in the past 12
months, an “adjusted PSA” should be used. To adjust, multiply PSA by a factor of 2 (e.g., PSA 6 on
finasteride adjusts to a PSA of 12)

*Known prostate cancer for workup of recurrence and response to treatment (MRI Pelvis preferred
for pelvic imaging; only consider CT Abdomen and Pelvis approval if PSMA PET not requested
e Initial treatment with radical prostatectomy
o__Failure of PSA to fall to undetectable levels or PSA detectable and rising on at least 2
subsequent determinations
e Initial treatment with radiation therapy
o Post-RT rising PSA on at least 2 subsequent determinations or positive digital exam and
is candidate for local therapy
o__Known metastatic disease with progression on therapy does not require Cl to MRI or
PET if CT is requested
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Suspected or known recent peritonitis and at LEAST ONE of the following:

e Rebound, guarding (not voluntary) or rigid abdomen, OR
e Severe tenderness to palpation present over entire abdomen

For evaluation of suspected infection or inflammatory disease'# '°

e Suspected diverticulitis or acute appendicitis** for initial imaging with at least ONE of the
following?e:
o WBC Elevated
o Fever
o Anorexia
o Nausea and vomiting
**Use ultrasound or MRI in pregnant women with suspected appendicitis?’
e Suspected diverticulitis'® when
o Painis present in the LLQ (<3 months duration), medical records note suspicion for
diverticulitis, the patient has no prior history of diverticulitis, AND LLQ tenderness is
present on exam;exam; OR
o Patient is immunecompremisedsimmunocompromised; OR
o Patient has a history of diverticulitis, symptoms are similar to prior episodes, AND
patient has failed treatment currently (treatment could be liquid diet/anti-
inflammatories or antibiotic)

e Suspected appendicitis in a child (< age 18)'%-22 when ultrasound is inconclusive or cannot be
completed due to body habitus or inability to cooperate OR when peritoneal signs are present
(guarding, rebound) or other red flags

e For acute non-localized abdominal pain and fever,norecentsurgery??

e For suspected retroperitoneal fibrosis after labs and incenclusive-ultrasound have been
completed and other etiologies for symptoms have been excluded (is a diagnosis of
exclusion)?326

For follow-up evaluation of known infection or inflammatory disease involving the abdomen and
pelvis% %7

e Complications of diverticulitis (diagnosed either clinically or by imaging) with severe
abdominal/pelvic pain or severe tenderness or mass not responding to antibiotic treatment

(pF oF mag Ag studv-isrot reqy iredfor-diverticulitis—di aghRos 5)14 15
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e Pancreatitis by history (including pancreatic pseudocyst) with continued abdominal pain, early
satiety, nausea, vomiting, or signs of infection greater than 4 weeks from initial presentation?’
when there is reason to suspect extensive disease extending into the pelvis (otherwise CT
abdomen)

e Any known infection that is clinically suspected to have created an abscess in the abdomen and
pelvis

e Any history of fistula that requires re-evaluation or is suspected to have recurred in the
abdomen and pelvis

e Abnormal fluid collection seen on prior imaging that needs follow-up evaluation

Suspected or known acute pancreatitis?’ when have reason to suspect extension beyond abdomen,
into pelvis

e Initial imaging for suspected acute pancreatitis due to epigastric pain with elevated amylase
and/or lipase:
o __For mild presentation when symptom improvement is not seen after 72 hours of
treatment and either:
= ultrasound has been performed and did not show an abnormality such as
gallstones, dilated bile duct
= ultrasound suggests complications (such as fluid collection)
o For severe presentation (such as fever, elevated WBC)
o For a decline in clinical status and/or suspected complication
e Pancreatitis by history, (including pancreatic pseudocyst) with abdominal pain suspicious for
worsening, or re-exacerbation
e Known necrotizing pancreatitis requiring follow-up
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For evaluation of Inflammatory Bowel Disease (IBD) such as Crohn’s or Ulcerative Colitis, (includes CT
enterography (CTE), however, MRE should be considered for age < 35 to reduce radiation
exposure)?8-33

e For suspected inflammatory bowel disease after complete work up including physical exam,
labs, and recent colonoscopy

e Known inflammatory bowel disease with recurrence or worsening signs/symptoms requiring re-
evaluation or for monitoring therapy

For evaluation of hematuria when stone is NOT suspected (includes CT urography (CTU))34-36
e Documented by greaterthan-3 or more red blood cells (RBC) per high-power field on urinalysis
and not based on a dipstick test>* AND ONE or more of the following:
o Age>60; OR
&—30+ pack year smoking history;-er
o >25-RBC/hpH{i-eshigh-+risk)
e > 25 RBC/hpf and infection has been excluded

e If not high risk (based on age, smoking history or > 25 RBC/hpf as above) risk{as-abeve}-need
equivocal or abnormal renal ultrasound prior to CT
e Gross hematuria
o UA must be negative for infection
o UA can be negative for blood if hematuria is witnessed by patient or provider

NOTE: If a previous "routine" CT abdomen/pelvis has been done (with or with/without contrast), and a
CTU is later requested, the previous CT must show a clear reason that additional delayed post-contrast
images of the collecting system are needed.

For evaluation of known or suspected kidney or ureteral stone in a patient with acute flank pain
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e CTisindicated if one or more of the following is present:

o Atypical presentation (i.e., fever or WBC >15,000)

o Inadequate analgesia

o Abnormal or indeterminate ultrasound (with findings needing further evaluation with
CT)

o KUB has been provided and is highly suggestive of kidney or ureteral stone (US is the
preferred initial imaging test but if provided, information on KUB can be used to make
decision)

e Ultrasound should be performed PRIOR to CT in the following situations (CT is needed only if
US is inconclusive or has findings that need further imaging):
o Pediatric and pregnant patients (MRU preferred if further imaging indicated)
o Typical presentation without signs/symptoms of infection in a patient < 65
e CTis allowed for acute abdominal pain, in general, for patients >65

Preoperative urinary stone planning

e (Tisindicated when no imaging has been done in the last 30 days, or if passage or movement
of stones will change management?’

Postoperative urinary stone follow-up CT

e Symptomatic patients following:
o Ureteroscopic extraction of an intact stone38
o Ureteroscopy with lithotripsy/fragmentation of a radiolucent stone3®
e Further evaluation of hydronephrosis seen on post-operative ultrasound (following
ureteroscopy or ESWL)38

For evaluation of pyelonephritis in the following situations®

e When other imaging such as ultrasound is abnormal

e For a patient who remains febrile after 72 hours of treatment® or has deterioration in clinical
status? -ersymptomsresolve-and-thenrecurwithin2-weeks*

e With the following co-morbid conditions: personal history of stone disease or renal obstruction,
recurrent pyelonepbhritis, vesicoureteral reflux, immune compromise, prior renal transplant
with native kidneys in place, advanced age3 or lack of response to initial therapy (based on
culture)Fera-complicated-patientwith-historyof diabete one-diseasepriorurinary-tra

For evaluation of Complicated Urinary tract Infection: (see above section for pyelonephritis)

e Women: UTlis considered complicated (and therefore imaging (ultrasound and/or CT) is
warranted) in any of the following situations (may be done after resolution of infection),
o Immunocompromised host
o Persistence of bacteria or symptoms after culture specific treatment,
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o Rapid recurrence with same bacteria after treatment,
o Multidrug resistant bacteria
o When there is suspicion of renal calculi or obstruction? 4!
e Men: Any UTl is considered complicated due to high likelihood of anatomic abnormalities,*?
therefore imaging (ultrasound and/or CT) is warranted

Suspected small bowel obstruction when there is a strong clinical suspicion

e Crampy pain, vomiting, distention, high pitched or absent bowel sounds, prior history of
abdominal surgery, or based on initial radicgraph®ex-ray4® 44
Suspected colonic or mesenteric ischemia*® CTA also appropriate*®

For suspected small bowel bleeding when endoscopy and capsule endoscopy are inconclusive or
negative?’

For known or suspected abdominal aneurysm

e For known or suspected, asymptomatic abdominal aortic aneurysms, ultrasound should be

done prior to advanced imaging. Only when the ultrasound is inconclusive, is advanced imaging
with CT or MRI needed
o __Aneurysm size 2.5-3 cm, every 10 years
o __Aneurysm size 3.0-3.9 cm, every 3 years
o __Aneurysm size 4.0-4.9 cm, annually
o __Aneurysm size 5.0-5.4 cm, every 6 months
e For symptomatic known or suspected AAA (such as recent-onset abdominal pain or back pain,
particularly in the presence of a pulsatile or epigastric mass, suspected dissection, or significant
risk factors for AAA) CTA/MRA is appropriate and generally preferred over CT/MRI. (If contrast
is contraindicated or other clinical indications for abdomen and/or pelvic imaging are present,
then CT/MR may be approved rather than CTA/MRA)
e If there is known complex anatomy, CTA/MRA may be needed.

e Suspected complications of known aneurysm as evidenced by signs/symptoms such as new
onset of abdominal or pelvic pain (MRA/CTA preferred)

e Follow-up for post-endovascular repair (EVAR) or open repair of abdominal aortic aneurysm
(AAA)*8 or abdominal extent of iliac artery aneurysms (CT preferred unless MRA/CTA is needed
for procedural planning or to evaluate complex anatomy)
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o__Routine, baseline study (post-op/intervention) is warranted within the first month after
EVAR:
= Repeatin 6 months if type Il endoleak is seen (continue every 6 months x 24
months, then annually)
= Repeatin 12 months if no endoleak or sac enlargement is seen
= |f neither endoleak nor AAA enlargement is seen on imaging one year after
EVAR, CT is needed only if US is not feasible for annual surveillance (until year 5

as below)

o Non-contrast CT of entire aorta (Abdomen and Pelvis) is needed every 5 years after
open repair of AAA or EVAR

o__If symptomatic or imaging shows increasing, or new findings related to stent graft —
more frequent imaging may be needed

o For suspected complication such as: new-onset lower extremity claudication, ischemia,
or reduction in ABI after aneurysm repair;

e Evaluation of endovascular/interventional abdominal vascular procedures for luminal patency
versus restenosis due to conditions such as atherosclerosis, thromboembolism, and intimal
hyperplasia

e Evaluation of post-operative complications, e.g., pseudoaneurysms, related to surgical bypass
grafts, vascular stents, and stent-grafts in the peritoneal cavity

ollow-up-fornost-endoy ap LAR) or onen-repnairofabdom

o Symptomatic/complications related to stent graft — more frequent imaging may be
needed
e Follow-up study may be needed to help evaluate a patient’s progress after treatment,
procedure, intervention, or surgery. Documentation requires a medical reason that clearly
indicates why additional imaging is needed for the type and area(s) requested.

For evaluation of trauma?

e Suspected retroperitoneal hematoma or hemorrhage based on lab or physical findings
e Blunt injury with suspicion of multisystem trauma and hematuria
e Penetrating abdominal injury with suspicion of multisystem trauma with or without
hematuria®
For evaluation of a suspected or known hernia

» Abdominal/pelvic pain suspected to be due to an occult, umbilical, Spigelian, or incisional
hernia when physical exam and prior imaging is non-diagnostic or equivocal or if requested as a
preoperative study

o Ifinguinal hernia, approve CT Pelvis only (needs reason to include abdomen)

Page 9 of 31

Abdomen Pelvis CT Combo !
*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC. i

© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.



o0 If umbilical hernia, approve CT Abdomen (heeds reason to include pelvis)

e Hernia with suspected complications (e.g., bowel obstruction or strangulation, or non-
reducible) based on symptoms (e.g., diarrhea, hematochezia, vomiting, severe pain, or
guarding), physical exam (guarding, rebound) or prior imaging>°

e For confirming the diagnosis of a recurrent hernia when ultrasound is negative or non-
diagnostic

o Complex ventral hernia that is > 10 cm for pre-operative planning>°

e Deep intraabdominal/pelvic hernia is suspected (post-Roux-en-Y, obturator, sciatic or perineal)
(does not require US first but this type of hernia needs to be specified in notes)®!

Transplants

e Prior to solid organ transplantation

e For initial workup prior to Bone Marrow Transplantation (BMT) (along with CT Chest?, CT Sinus
and Brain MRI)>3). Alternatively, PET might be sufficient to evaluate the abdomen and pelvis if
indicated based on that malignancy (see PET Guideline)

Other Indications

Further evaluation of indeterminate findings on prior imaging (unless follow up is otherwise specified
within the guideline):
e Forinitial evaluation of an inconclusive finding on a prior imaging report that requires further
clarification
e One follow-up exam of a prior indeterminate MR/CT finding to ensure no suspicious interval
change has occurred. (No further surveillance unless specified as highly suspicious or change
was found on last follow-up exam)

Other Indications for Abdomen/Pelvic CT Combo

e To locate a pheochromocytoma once there is clear biochemical evidence
e For one or more of the following B symptoms: fevers more than 101° F, drenching night sweats,
and/or unexplained weight loss of more than 10% of body weight over 6 months with

documented concern for Ivmphoma/mahgnancv Geneem—ﬁeH—ymphema%maJw%y—wt—h—B

e Clinically significant unintentional weight loss ie-i.e., 25% of body weight in less than 12
months, with signs or symptoms suggestive of an abdominal cause (see Background)

e Ongoing unexplained clinically significant weight loss ie=i.e., >5% of body weight in less than 12
months, 357 after initial workup (see Background) has been completed, no cause identified, and

second visit documentlng further decline in we|ght 38
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e [or suspected l-n—the—we#ku-p—ef—a—paraneoplastlc syndrome (including dermatomyositis) after
ompletedwith high suspicion of

wtraseund®®acute unilateral (or asymmetric) lower extremity edema with negative or
inconclusive doppler US>

e For chronic unilateral (or asymmetric) lower extremity edema and suspicion of malignant
cause>? 90

e For evaluation of suspected May-Thurner syndrome (CTV/MRV preferred)5'- 62

e For elevation of carcinoembryonic antigen (CEA) in a patient with no cancer history after
completing clinical workup (including organ-specific investigations, such as colonoscopy,
gastroscopy, mammography, cystoscopy, ultrasound) that fails to demonstrate a reason and
CEA is >10 ng/ml, or fails to drop below 5 ng/ml after 3-6 months intervals (see Background
section)

e For fever of unknown origin (temperature of 2101 degrees for a minimum of 3 weeks) after
standard diagnostic tests are negative (see Background section)®

e For evaluation of thrombocytosis or thrombocytopenia when one or more of the following are
present:

o__Any additional cytopenia (ie=i.e., leukopenia, anemia)

LDH elevation

Splenomegaly on exam or imaging

Palpable lymphadenopathy

Bone marrow biopsy has been completed and concern for myeloproliferative disorder

persists

o__Genetic mutation increasing risk of myeloproliferative disorder (such as JAK-2 mutation)
on peripheral smear or bone marrow®*%7 biopsy

O |0 |0 |O

68, 69

e For further evaluation of a hew onset or non-reducible varlcocele

e For suspected gestational trophoblastic disease when chest x-ray suggests distant disease (may
include Chest CT)7

e For confirmed gestational trophoblastic disease when hcg fails to decline appropriately
following surgery (may include Chest CT)”°

e For patients with MEN-1, surveillance of abdomen and pelvis every 1-3 years (MRI preferred)
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e Multiple Endocrine Neoplasia type 1 (MEN1) every 1-3 years (chest CT or MRI also approvable
for this syndrome at same interval) & 71

e Hereditary Paraganglioma syndromes every 2-3 years IF whole body MRI (unlisted MRI CPT
76498) -is not available and Cl to MRI exists. (WB MRI is the preferred study; if unable to do
whole body MRI may approve abdomen MRI, skull base and neck MRI and chest CT). SDHB
mutation may start at age 6, all other SDHx start at age 10

e For patients with FAP (Familial Adenomatous Polyposis, annual screening of abdomen and
pelvis with MRI or CT for one or more of the following: personal history of desmoid tumor,
family history of desmoid tumor or abdominal symptoms suggestive of desmoid tumor 72

Pre-operative evaluation
e For abdominal/pelvic surgery or procedure

Post-operative/procedural evaluation

e Follow-up of known or suspected post-operative complication

e A follow-up study to help evaluate a patient’s progress after treatment, procedure,
intervention, or surgery. Documentation requires a medical reason that clearly indicates why
additional imaging is needed.

Indication for combination studies for the initial pre-therapy staging of cancer, evaluation before
starting treatment OR active monitoring for recurrence as clinically indicated OR evaluation of
suspected metastases

e <5 concurrent studies to include CT or MRI of any of the following areas as appropriate
depending on the cancer: Neck, Abdomen, Pelvis, Chest, Brain, Cervical Spine, Thoracic Spine,
or Lumbar Spine, and MUGA

BACKGROUND

CT provides direct visualization of anatomic structures in the abdomen and pelvis and is a fast-imaging
tool used to detect and characterize disease. Abdomen/pelvis imaging begins at the diaphragmatic
dome through pubic symphysis. CT uses x-rays and multiple detectors to create cross-sectional images
of the normal anatomy as well as demonstrate abnormal soft tissue densities, calcifications or fluid/gas
patterns in the viscera or peritoneal space.

In general, ionizing radiation from CT should be avoided during pregnancy. Ultrasound is clearly a safer
imaging option and is the first imaging test of choice; although, CT or MRI after equivocal ultrasound
has been validated for diagnosis. Clinicians should exercise increased caution with CT imaging in
children, pregnant women, and young adults due to the risks of exposure to ionizing radiation.
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Screening for pregnancy as part of a work-up is suggested to minimize the number of unexpected
radiation exposures for women of childbearing age.

OVERVIEW
CT Imaging for renal colic and hematuria

More than 2 million emergency visits in the US are for suspected renal colic, and CT is performed in
over 90% of patients diagnosed with kidney stones.”3 Evidence now supports ultrasound or no further
imaging in specific clinical scenarios as renal colic is often self-limited. CT can guide therapy in a subset
of patients who require intervention or who have other conditions that mimic renal colic (i.e.,
appendicitis). CT protocols include: “stone protocol” for detecting urinary tract calculi, “renal mass
protocol” for characterizing known renal masses, and CT urography for evaluating hematuria. Non-
contrast CT can be used for detecting most ureteral and renal stones but sometimes an intravenous
contrast agent is needed to determine the relationship of the calculus to the opacified ureter.

CT imaging for recurrent urinary tract infections

Imaging in patients without risk factors and less than two infections a year on average and who
respond promptly to therapy, is of low yield. Risk factors include but are not limited to: Infection with
urea-splitting organism, previous pyelonephritis, history of calculi or obstruction, obstructive
symptoms, elevated creatinine, severe diabetes, childhood UTI, neurogenic bladder dysfunction,
history of GU surgery, suspected bladder diverticula or urethral, urinary incontinence, pelvic floor
dysfunction, post void residual.”®

CT Imaging for abdominal aortic aneurysms

NOTE: For known or suspected abdominal aneurysm, CT/MRI should not be approvable without a
contraindication to CTAngiography /MRAngiography, such as severe renal dysfunction, contrast allergy,
or another specific reason CT/MRI (rather than CTA/MRA) is preferred.

If a pulsatile abdominal mass is found in an asymptomatic patient, abdominal ultrasonography is an
inexpensive and noninvasive technique for initial evaluation. For further examination, CT may be
performed to better define the shape and extent of the aneurysm and the local anatomic relationships
of the visceral and renal vessels. CT has high level of accuracy in sizing aneurysms; however, CTA and
MRA are the gold standards for imaging. The majority of evidence regarding AAA surveillance using CT
is based on CTA data and is primarily related to contrast bolus timing. Contrast-enhanced CT is well
established in the literature and is capable of identifying aortic aneurysms, with many papers
discussing incidental AAA identification.” 7® Risk of rupture in 6 years for an AAA< 4 cmis 1%. For a 4-
5 cm AAA, the risk of rupture increases to 1-3% per year and becomes 6-11% per year for AAA 5-7 cm
in cross sectional diameter. For any AAA >7 cm, the risk of rupture goes to 7% per year.

Initial evaluation of abdominal aortic aneurysm (AAA)

Initial evaluation of AAA is accurately made by ultrasound.

** Abdominal aneurysms and general guidelines for follow-up
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The normal diameter of the suprarenal abdominal aorta is 3.0 cm and that of the infrarenal is 2.0 cm.
Aneurysmal dilatation of the infrarenal aorta is defined as diameter > 3.0 cm or dilatation of the aorta
> 1.5x the normal diameter. Ultrasound can detect and size AAA, with the advantage of being relatively
inexpensive, noninvasive, and not require iodinate contrast. The limitations are that overlying bowel
gas can obscure findings and the technique is eperater-dependentoperator dependent. Ultrasound is
used to screen for and to monitor aneurysms*. CT is used when US is inconclusive or insufficient. When
there are suspected complications, complex anatomy and/or surgery is planned, CTA/MRA is
preferred. Risk factors for AAA ineludesinclude smoking history, age, male gender, family history of
AAA (first degree relative) and personal history of vascular disease. Risk factors for rupture
ineludesinclude female gender, large initial aneurysm diameter, low FEV, current smoking history,
elevated mean blood pressure and patients on immunosuppression after major organ transplantation.
The Society of Vascular Surgery recommends elective repair of AAA > 5.5 cm in patients at low or
acceptable surgical risk. *

Ultrasound screening intervals*:

Aneurysm size 2.5-3 cm, every 10 years
Aneurysm size 3.0-3.9 cm, every 3 years
Aneurysm size 4.0-4.9 cm, annually”?
Aneurysm size 5.0-5.4 cm, every 6 months

O |0 |]O |O

CT for Mesenteric Ischemia
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CT of the abdomen and pelvis with intravenous (IV) contrast performed during the venous phase has
been less well-studied compared with CTA in diagnosing mesenteric ischemia. CT with IV contrast can
assess nonvascular findings, major arterial lesions, and mesenteric veins; however, the lack of arterial
phase may lead to suboptimal evaluation of the mesenteric arteries compared to CTA.*®

CT for elevation of CEA with no history of a previous CEA-producing tumor

CEA is not normally elevated after birth, but elevated CEA levels increases the chance of finding colon
cancer from 1.3% to 4.6%. It is also a predictor of other diseases, including other cancers (e.g.,
mucinous adenocarcinomas of the endocervix and ovary, as well as keratinising squamous cell
carcinoma of the cervix), diabetes, chronic lung, and liver disease.

Evaluation should begin with a thorough history, including smoking history, and clinical exam.
Investigation would include repeat CEA, full blood count, iron, liver function and renal function tests,
CA 125 levels, and ealciteinincalcitonin. If CEA <10ng/ml and clinical review is negative, repeat the
clinical evaluation in 3 months and CEA for changes. If level falls, repeat at 6-month intervals until
normal or 2 consecutive decreases. If CEA level remains above 5 ng/ml after 3-6-month intervals or
exceeds 10ng/ml at any stage, consider CT imaging.’®

CT and Fever of Unknown Origin

Initial work up prior to CT would include a comprehensive history, repeated physical exam, complete
blood count with differential, three sets of blood cultures, chest x-ray, complete metabolic panel,
urinalysis, ESR, ANA, RA, CMV IgM antibodies, virus detection in blood, heterophile antibody test,
tuberculin test, and HIV antibody test.®® Lastly, with a negative CXR, only when initial workup and
abdomen/pelvis CT/MR fail to identify the cause for fever can Chest CT be approved. If CXR suggests a
malignancy and/or source of fever, then Chest CT would be approved.
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Suspected paraneoplastic syndromes with no established cancer diagnosis: laboratory evaluation
and imaging

The laboratory evaluation for paraneoplastic syndrome is complex. If the appropriate lab test results
are suspicious for malignancy, imaging is indicated.

For SIADH (hyponatremia + increased urine osmolality), there is a high association with small cell lung
cancer, therefore imaging typically starts with chest CT. If other symptoms suggest a different diagnosis
other than small cell lung cancer, different imaging studies may be reasonable.

For hypercalcemia (high serum calcium, low-normal PTH, high PTHrP) it is reasonable to start with
bone imaging followed by a more directed evaluation such as mammogram, chest, abdomen, and
pelvis imaging as appropriate.

For Cushing syndrome (hypokalemia, normal-high midnight serum ACTH NOT suppressed with
dexamethasone) abdominal and chest imaging is reasonable. If dexamethasone suppression test DOES
suppress ACTH, pituitary MRI is reasonable.

For hypoglycemia, labs drawn during a period of hypoglycemia (glucose < 55, typically a 72 hour fast)
(insulin level, C-peptidepeptide, and IGF-2:IGF-1 ratio) should be done to evaluate for an insulinoma.
An elevated insulin level, elevated C-peptide and/or normal IGF-2:IGF-1 ratio warrant CT or MRI
abdomen to look for insulinoma. A low insulin, low C-peptide and/or elevated IGF-2:IGF-1 ratio warrant
chest and abdominal imaging.

When a paraneoplastic neurologic syndrome is suspected, nuclear and cytoplasmic antibody panels are
often ordered to further identify specific tumor types. Results are needed prior to imaging. Because
these tests are highly specific, if an antibody highly associated with a specific cancer is positive, then
further imaging for that cancer is reasonable. For example, anti-Hu has a high association with SCLC
and chest CT would be reasonable. Anti-MA2 has a high association with testicular cancer and
testicular ultrasound would be a reasonable next step.

Weight loss definitions and initial evaluation

Unintentional weight loss is considered clinically significant>> 72 if the amount of weight lost over 12
months is > 5%. Older age and higher percentage of weight loss correlates with higher likelihood of
malignancy. A targeted evaluation is recommended when there are signs or symptoms suggestive of a
specific source. For example, when there is clinically significant weight loss with abdominal pain that
prompts an evaluation for an abdominal source of the weight loss; CXR and labs such as TSH would not
be needed prior to abdominal imaging. Conversely a smoker with a cough and weight loss would not
start with abdominal imaging, a chest x-ray (CXR) would be the first test to start with. When there is no
suspected diagnosis, initial evaluation includes CXR, age-appropriate cancer screening (such as
colonoscopy and mammography) and labs (including CBC, CMP, HbA1C, TSH, stool hemoccult,
ESR/CRP, HIV, Hepatitis C). If this initial evaluation fails to identify a cause of weight loss, then the
patient is monitored and if progressive weight loss is seen on subsequent visits/weights, then CT
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Combination request of Abdomen CT/Chest CT

A Chest CT will produce images to the level of L3. Documentation for combo is required.

Evaluation for appendicitis following clinical and laboratory evaluation

Sonography of the right upper quadrant and pelvis followed by graded compression and color Doppler
sonography of the right lower quadrant was used by Gaitini and colleagues as the initial imaging study
in 420 consecutive patients referred for emergency evaluation of acute appendicitis. This method
correctly diagnosed acute appendicitis in 66 of 75 patients (88%) and excluded it correctly in 312 of
326 patients (96%). It was inconclusive in 19 patients (<5%). Sensitivity, specificity, positive predictive
value, negative predictive value and accuracy were 74.2%, 97%, 88%, 93%, and 92%, respectively and
comparable to CT.8!

Appropriate and timely diagnosis of acute appendicitis is needed. Negative laparotomy rates can range
from 16% to 47% when based on clinical and laboratory data alone, while perforation rate can reach
35% when surgery is delayed. Appropriate initial imaging can lower the negative laparotomy rate to 6-
10%. Ultrasound has a higher non-diagnostic rate (4%) vs. 0.8% for MDCT. In a prospective study
operator experience and patient BMI did not affect diagnostic accuracy.8% 8

Consider alternatives to CT imaging in patients with Crohn disease

In facilities where the technical and clinical expertise exists, MR enterography is emerging as the study
of choice (replacing CT) for patients requiring frequent follow-up examinations to determine disease
extent or progression. The technique also allows evaluation of extramucosal and extraluminal disease.

Consider the role of capsule endoscopy

Small bowel capsule endoscopy allows for direct visualization of the mucosa of the small intestine and
has been found to be superior to barium studies, CTE and ileocolonscopy. However, the specificity has
been questioned. There is a high negative predictive value of 96%. Also, it may identify a site for
selected biopsy to establish a diagnosis.

Lab tests used in diagnosing IBD

Anti-glycan antibodies are more prevalent in CD than UC, but this test has a low sensitivity. Fecal
calprotectin is a helpful test that can help differentiate IBD from irritable bowel syndrome as well as in
assessment of disease activity, including response to therapy. Data supports the use of fecal
calprotectin to predict relapse in CD. Those who relapsed in one year had significantly higher levels at
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baseline. Fecal lactoferrin and fecal PMN-elastase are also used for monitoring disease activity in
Crohn’s.83

Imaging of hernias

Most hernias are diagnosed clinically with imaging recommended for the diagnosis of occult hernias or
in the evaluation of hernia complications, such as bowel obstruction or strangulation. To detect occult
hernias, ultrasound is a first-line study with a sensitivity of 86% and specificity of 77%, compared to
80% sensitivity and 65% specificity for CT.2* According to Miller, et al “Magnetic resonance imaging is
generally not considered a first- or even second-line evaluation modality for hernias....”% Based on this
analysis, MRI is recommended only when ultrasound and CT have been performed and fail to make a
diagnosis.

Page 18 of 31

Abdomen Pelvis CT Combo
*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.

© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.

=



“" ” “" H ”n

Page 19 of 31
Abdomen Pelvis CT Combo

| 7T\ |

*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.
© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.



Page 20 of 31
Abdomen Pelvis CT Combo

*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.
© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.



REFERENCES

1. Lehtimaki TT, Valtonen H, Miettinen P, Juvonen P, Paajanen H, Vanninen R. A randomised clinical
trial of routine versus selective CT imaging in acute abdomen: Impact of patient age on treatment costs
and hospital resource use. Eur J Radiol. Feb 2017;87:1-7. doi:10.1016/j.ejrad.2016.11.031

2. American College of Radiology. ACR Appropriateness Criteria® Postmenopausal Acute Pelvic Pain.
American College of Radiology (ACR). Updated 2020. Accessed November 20, 2022.
https://acsearch.acr.org/docs/3102398/Narrative/

3. American College of Radiology. ACR Appropriateness Criteria®Palpable Abdominal Mass-Suspected
Neoplasm. Updated 2019. Accessed November 20, 2022.
https://acsearch.acr.org/docs/69473/Narrative/

4. American College of Radiology. ACR Appropriateness Criteria® Soft-Tissue Masses. American College
of Radiology. Updated 2022. Accessed January 6, 2023.
https://acsearch.acr.org/docs/69434/Narrative/

5. Smereka P, Doshi AM, Ream JM, Rosenkrantz AB. The American College of Radiology Incidental
Findings Committee Recommendations for Management of Incidental Lymph Nodes: A Single-Center
Evaluation. Acad Radiol. May 2017;24(5):603-608. doi:10.1016/j.acra.2016.12.009

6. Kaya C, Bozkurt E, Yazici P, idiz UO, Tanal M, Mihmanli M. Approach to the diagnosis and treatment
of mesenteric panniculitis from the surgical point of view. Turk J Surg. 2018;34(2):121-124.
doi:10.5152/turkjsurg.2018.3881

7. Mclaughlin PD, Filippone A, Maher MM. The "misty mesentery": mesenteric panniculitis and its
mimics. AJR Am J Roentgenol. Feb 2013;200(2):W116-23. doi:10.2214/ajr.12.8493

8. van Putte-Katier N, van Bommel EF, Elgersma OE, Hendriksz TR. Mesenteric panniculitis: prevalence,
clinicoradiological presentation and 5-year follow-up. Br J Radiol. Dec 2014;87(1044):20140451.
do0i:10.1259/bjr.20140451

9. Helbling R, Conficconi E, Wyttenbach M, et al. Acute Nonspecific Mesenteric Lymphadenitis: More
Than "No Need for Surgery". Biomed Res Int. 2017;2017:9784565. doi:10.1155/2017/9784565

10. Bourgioti C, Chatoupis K, Moulopoulos LA. Current imaging strategies for the evaluation of uterine
cervical cancer. World J Radiol. Apr 28 2016;8(4):342-54. doi:10.4329/wjr.v8.i4.342

11. NCCN Imaging Appropriate Use Criteria™. National Comprehensive Cancer Network (NCCN).
Updated 2022. Accessed December 15, 2022.
https://www.nccn.org/professionals/imaging/default.aspx

12. Greco FA, Oien K, Erlander M, et al. Cancer of unknown primary: progress in the search for
improved and rapid diagnosis leading toward superior patient outcomes. Ann Oncol. Feb
2012;23(2):298-304. doi:10.1093/annonc/mdr306

13. NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines(r)) Prostate Cancer NCCN Evidence
Blocks (tm) Version 1.2023. National Comprehensive Cancer Network. Updated November 4, 2022.
Accessed December 17, 2022.
https://www.nccn.org/professionals/physician_gls/pdf/prostate_blocks.pdf

14. Cartwright SL, Knudson MP. Diagnostic imaging of acute abdominal pain in adults. Am Fam
Physician. Apr 1 2015;91(7):452-9.

Page 21 of 31

Abdomen Pelvis CT Combo
*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.

© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.


https://acsearch.acr.org/docs/3102398/Narrative/
https://acsearch.acr.org/docs/69473/Narrative/
https://acsearch.acr.org/docs/69434/Narrative/
https://www.nccn.org/professionals/imaging/default.aspx
https://www.nccn.org/professionals/physician_gls/pdf/prostate_blocks.pdf

15. American College of Radiology. ACR Appropriateness Criteria® Left Lower Quadrant Pain-Suspected
Diverticulitis. American College of Radiology. Updated 2018. Accessed November 20, 2022.
https://acsearch.acr.org/docs/69356/Narrative/

16. Linzay CD, Pandit S. Acute Diverticulitis. StatPearls Publishing

Updated August 8, 2022. Accessed November 20, 2022.
https://www.ncbi.nlm.nih.gov/books/NBK459316/

17. American College of Radiology. ACR Appropriateness Criteria® Right Lower Quadrant Pain.
American College of Radiology. Updated 2022. Accessed November 20, 2022.
https://acsearch.acr.org/docs/69357/narrative/

18. Peery AF, Shaukat A, Strate LL. AGA Clinical Practice Update on Medical Management of Colonic
Diverticulitis: Expert Review. Gastroenterology. Feb 2021;160(3):906-911.e1.
do0i:10.1053/j.gastro.2020.09.059

19. American College of Surgeons. Five things physicians and patients should question: Don’t do
computed tomography (CT) for the evaluation of suspected appendicitis in children until after
ultrasound has been considered as an option. Choosing Wisely Initiative ABIM Foundation. Updated
2013. Accessed November 20, 2022. https://www.choosingwisely.org/clinician-lists/american-college-
surgeons-computed-tomography-to-evaluate-appendicitis-in-children/

20. American Academy of Pediatrics. Five things physicians and patients should question: Avoid using
computed tomography (CT scan) as the first-line imaging modality in the evaluation of suspected
appendicitis in children. Choosing Wisely Initiative ABIM Foundation. Updated November 4, 2019.
Accessed November 20, 2022. https://www.choosingwisely.org/clinician-lists/aap-sosu-avoid-ct-scan-
as-first-line-imaging-in-suspected-appendicitis/

21. Baker RD. Acute abdominal pain. Pediatrics in Review. 2018;39(3):130-9.

22. Sanchez TR, Corwin MT, Davoodian A, Stein-Wexler R. Sonography of Abdominal Pain in Children:
Appendicitis and Its Common Mimics. J Ultrasound Med. Mar 2016;35(3):627-35.
doi:10.7863/ultra.15.04047

23. American College of Radiology. ACR Appropriateness Criteria® Suspected Appendicitis—Child.
American College of Radiology. Updated 2018. Accessed November 20, 2022.
https://acsearch.acr.org/docs/3105874/Narrative/

24. American College of Radiology. ACR Appropriateness Criteria® Acute Nonlocalized Abdominal Pain.
American College of Radiology. Updated 2018. Accessed November 20, 2022.
https://acsearch.acr.org/docs/69467/Narrative/

25. Runowska M, Majewski D, Puszczewicz M. Retroperitoneal fibrosis - the state-of-the-art.
Reumatologia. 2016;54(5):256-263. doi:10.5114/reum.2016.63667

26. Farias J, Davis R. Lesson 40: Evaluation and Management of Retroperitoneal Fibrosis. Series Lesson.
Accessed February 9, 2023. https://auau.auanet.org/content/update-series-2016-lesson-40-
evaluation-and-management-retroperitoneal-fibrosis

27. American College of Radiology. ACR Appropriateness Criteria® Acute Pancreatitis. American
College of Radiology. Updated 2019. Accessed November 20, 2022.
https://acsearch.acr.org/docs/69468/Narrative/

Page 22 of 31

Abdomen Pelvis CT Combo
*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.

© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.


https://acsearch.acr.org/docs/69356/Narrative/
https://www.ncbi.nlm.nih.gov/books/NBK459316/
https://acsearch.acr.org/docs/69357/narrative/
https://www.choosingwisely.org/clinician-lists/american-college-surgeons-computed-tomography-to-evaluate-appendicitis-in-children/
https://www.choosingwisely.org/clinician-lists/american-college-surgeons-computed-tomography-to-evaluate-appendicitis-in-children/
https://www.choosingwisely.org/clinician-lists/aap-sosu-avoid-ct-scan-as-first-line-imaging-in-suspected-appendicitis/
https://www.choosingwisely.org/clinician-lists/aap-sosu-avoid-ct-scan-as-first-line-imaging-in-suspected-appendicitis/
https://acsearch.acr.org/docs/3105874/Narrative/
https://acsearch.acr.org/docs/69467/Narrative/
https://auau.auanet.org/content/update-series-2016-lesson-40-evaluation-and-management-retroperitoneal-fibrosis
https://auau.auanet.org/content/update-series-2016-lesson-40-evaluation-and-management-retroperitoneal-fibrosis
https://acsearch.acr.org/docs/69468/Narrative/

28. Lichtenstein GR, Loftus EV, Isaacs KL, Regueiro MD, Gerson LB, Sands BE. ACG Clinical Guideline:
Management of Crohn's Disease in Adults. Am J Gastroenterol. Apr 2018;113(4):481-517.
doi:10.1038/ajg.2018.27

29. Siddiki HA, Fidler JL, Fletcher JG, et al. Prospective comparison of state-of-the-art MR enterography
and CT enterography in small-bowel Crohn's disease. AJR Am J Roentgenol. Jul 2009;193(1):113-21.
doi:10.2214/ajr.08.2027

30. Rubin DT, Ananthakrishnan AN, Siegel CA, Sauer BG, Long MD. ACG Clinical Guideline: Ulcerative
Colitis in Adults. Am J Gastroenterol. Mar 2019;114(3):384-413. doi:10.14309/ajg.0000000000000152
31. Arif-Tiwari H, Taylor P, Kalb BT, Martin DR. Magnetic resonance enterography in inflammatory
bowel disease. Applied Radiology. 2019;48(1):9-16.

32. American College of Radiology. ACR Appropriateness Criteria® Crohn Disease. American College of
Radiology. Updated 2019. Accessed March 21, 2023. https://acsearch.acr.org/docs/69470/Narrative/
33. He L, SunY, Hu X, Yao Q. Diagnostic performance of magnetic resonance enterography and
ultrasound in children with inflammatory bowel diseases: a diagnostic test accuracy meta-analysis. Eur
Radiol. Feb 2022;32(2):1330-1341. doi:10.1007/s00330-021-08172-6

34. Davis R, Jones JS, Barocas DA, et al. Diagnosis, evaluation and follow-up of asymptomatic
microhematuria (AMH) in adults: AUA guideline. J Urol. Dec 2012;188(6 Suppl):2473-81.
do0i:10.1016/j.juro.2012.09.078

35. Sharp VJ, Barnes KT, Erickson BA. Assessment of asymptomatic microscopic hematuria in adults.
Am Fam Physician. Dec 1 2013;88(11):747-54.

36. American College of Radiology. ACR Appropriateness Criteria® Hematuria. American College of
Radiology. Updated 2019. Accessed November 20, 2022.
https://acsearch.acr.org/docs/69490/Narrative/

37. Assimos D, Krambeck A, Miller NL, et al. Surgical Management of Stones: American Urological
Association/Endourological Society Guideline, PART I. J Urol. Oct 2016;196(4):1153-60.
d0i:10.1016/j.juro.2016.05.090

38. Fulgham PF, Assimos DG, Pearle MS, Preminger GM. Clinical effectiveness protocols for imaging in
the management of ureteral calculous disease: AUA technology assessment. J Urol. Apr
2013;189(4):1203-13. d0i:10.1016/j.juro.2012.10.031

39. American College of Radiology. ACR Appropriateness Criteria® Acute Pyelonephritis American
College of Radiology. Updated 2022. Accessed November 20, 2022.
https://acsearch.acr.org/docs/69489/Narrative/

40. Bonkat G, Bartoletti R, Bruyere F, et al. EAU Guidelines on Urological Infections. EAU Guidelines
Office. Updated March 2022. Accessed February 9, 2023.
https://d56bochluxgnz.cloudfront.net/documents/full-guideline/EAU-Guidelines-on-Urological-
Infections-2022.pdf

41. Anger J, Lee U, Ackerman AL, et al. Recurrent Uncomplicated Urinary Tract Infections in Women:
AUA/CUA/SUFU Guideline (2019). American Urological Association (AUA). Updated 2019. Accessed
November 20, 2022. https://www.auajournals.org/doi/10.1097/JU.0000000000000296

42. Schaeffer AJ, Nicolle LE. CLINICAL PRACTICE. Urinary Tract Infections in Older Men. N Engl J Med.
Feb 11 2016;374(6):562-71. d0i:10.1056/NEJMcp1503950

Page 23 of 31

Abdomen Pelvis CT Combo
*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.

© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.


https://acsearch.acr.org/docs/69470/Narrative/
https://acsearch.acr.org/docs/69490/Narrative/
https://acsearch.acr.org/docs/69489/Narrative/
https://d56bochluxqnz.cloudfront.net/documents/full-guideline/EAU-Guidelines-on-Urological-Infections-2022.pdf
https://d56bochluxqnz.cloudfront.net/documents/full-guideline/EAU-Guidelines-on-Urological-Infections-2022.pdf
https://www.auajournals.org/doi/10.1097/JU.0000000000000296

43. Paulson EK, Thompson WM. Review of small-bowel obstruction: the diagnosis and when to worry.
Radiology. May 2015;275(2):332-42. doi:10.1148/radiol.15131519

44. American College of Radiology. ACR Appropriateness Criteria® Suspected Small-Bowel Obstruction.
American College of Radiology. Updated 2019. Accessed November 20, 2022.
https://acsearch.acr.org/docs/69476/Narrative/

45. Dhatt HS, Behr SC, Miracle A, Wang ZJ, Yeh BM. Radiological Evaluation of Bowel Ischemia. Radiol
Clin North Am. Nov 2015;53(6):1241-54. doi:10.1016/j.rcl.2015.06.009

46. American College of Radiology. ACR Appropriateness Criteria® Imaging of Mesenteric Ischemia.
American College of Radiology. Updated 2018. Accessed November 19, 2022.
https://acsearch.acr.org/docs/70909/Narrative/

47. Pasha SF, Leighton JA. Evidence-Based Guide on Capsule Endoscopy for Small Bowel Bleeding.
Gastroenterol Hepatol (N Y). Feb 2017;13(2):88-93.

48. Chaikof EL, Dalman RL, Eskandari MK, et al. The Society for Vascular Surgery practice guidelines on
the care of patients with an abdominal aortic aneurysm. J Vasc Surg. Jan 2018;67(1):2-77.e2.
d0i:10.1016/j.jvs.2017.10.044

49. American College of Radiology. ACR Appropriateness Criteria® Major Blunt Trauma. American
College of Radiology. Updated 2019. Accessed December 30, 2022.
https://acsearch.acr.org/docs/3102405/Narrative/

50. Halligan S, Parker SG, Plumb AA, Windsor ACJ. Imaging complex ventral hernias, their surgical
repair, and their complications. Eur Radiol. Aug 2018;28(8):3560-3569. doi:10.1007/s00330-018-5328-z
51. American College of Radiology. ACR Appropriateness Criteria®Hernia. American College of
Radiology. Updated New 2022. Accessed January 26, 2023.
https://acsearch.acr.org/docs/3158169/Narrative/

52. Gerull S, Medinger M, Heim D, Passweg J, Stern M. Evaluation of the Pretransplantation Workup
before Allogeneic Transplantation. Biology of Blood and Marrow Transplantation. 2014/11/01/
2014;20(11):1852-1856. doi:https://doi.org/10.1016/j.bbmt.2014.06.029

53. Kaste SC, Kaufman RA, Sunkara A, et al. Routine pre- and post-hematopoietic stem cell transplant
computed tomography of the abdomen for detecting invasive fungal infection has limited value. Bio/
Blood Marrow Transplant. Jun 2015;21(6):1132-5. d0i:10.1016/j.bbmt.2015.02.023

54. Cheson BD, Fisher RI, Barrington SF, et al. Recommendations for initial evaluation, staging, and
response assessment of Hodgkin and non-Hodgkin lymphoma: the Lugano classification. J Clin Oncol.
Sep 20 2014;32(27):3059-68. d0i:10.1200/jco0.2013.54.8800

55. Nicholson BD, Thompson MJ, Hobbs FDR, et al. Measured weight loss as a precursor to cancer
diagnosis: retrospective cohort analysis of 43 302 primary care patients. J Cachexia Sarcopenia Muscle.
Oct 2022;13(5):2492-2503. d0i:10.1002/jcsm.13051

56. Wong CJ. Involuntary weight loss. Med Clin North Am. May 2014;98(3):625-43.
doi:10.1016/j.mcna.2014.01.012

57. Gaddey HL, Holder K. Unintentional weight loss in older adults. Am Fam Physician. May 1
2014;89(9):718-22.

58. Gupta R, Evans AT. Approach to the patient with unintentional weight loss. UpToDate
https://www-uptodate-com. 2018;

Page 24 of 31

Abdomen Pelvis CT Combo
*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.

© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.


https://acsearch.acr.org/docs/69476/Narrative/
https://acsearch.acr.org/docs/70909/Narrative/
https://acsearch.acr.org/docs/3102405/Narrative/
https://acsearch.acr.org/docs/3158169/Narrative/
https://doi.org/10.1016/j.bbmt.2014.06.029
https://www-uptodate-com/

59. Ely JW, Osheroff JA, Chambliss ML, Ebell MH. Approach to leg edema of unclear etiology. J Am
Board Fam Med. Mar-Apr 2006;19(2):148-60. doi:10.3122/jabfm.19.2.148

60. Gasparis AP, Kim PS, Dean SM, Khilnani NM, Labropoulos N. Diagnostic approach to lower limb
edema. Phlebology. Oct 2020;35(9):650-655. d0i:10.1177/0268355520938283

61. Ibrahim W, Al Safran Z, Hasan H, Zeid WA. Endovascular management of may-thurner syndrome.
Ann Vasc Dis. 2012;5(2):217-21. doi:10.3400/avd.cr.12.00007

62. Wu WL, Tzeng WS, Wu RH, et al. Comprehensive MDCT evaluation of patients with suspected May-
Thurner syndrome. AJR Am J Roentgenol. Nov 2012;199(5):W638-45. doi:10.2214/ajr.11.8040

63. Brown I, Finnigan NA. Fever of Unknown Origin. StatPearls Publishing. Updated August 22, 2022.
Accessed November 19, 2022. https://www.ncbi.nlm.nih.gov/books/NBK532265/

64. Palandri F, Derenzini E, Ottaviani E, et al. Association of essential thrombocythemia and non-
Hodgkin lymphoma: a single-centre experience. Leuk Lymphoma. Mar 2009;50(3):481-4.
doi:10.1080/10428190802713521

65. Vannucchi AM, Masala G, Antonioli E, et al. Increased risk of lymphoid neoplasms in patients with
Philadelphia chromosome-negative myeloproliferative neoplasms. Cancer Epidemiol Biomarkers Prev.
Jul 2009;18(7):2068-73. doi:10.1158/1055-9965.Epi-09-0353

66. Rumi E, Passamonti F, Elena C, et al. Increased risk of lymphoid neoplasm in patients with
myeloproliferative neoplasm: a study of 1,915 patients. Haematologica. Mar 2011;96(3):454-8.
doi:10.3324/haematol.2010.033779

67. NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Myeloproliferative Neoplasms.
National Comprehensive Cancer Network. Updated August 11, 2022. Accessed January 27, 2023.
https://www.nccn.org/professionals/physician_gls/pdf/mpn.pdf

68. Schlegel PN, Sigman M, Collura B, et al. Diagnosis and Treatment of Infertility in Men: AUA/ASRM
Guideline Part . Journal of Urology. 2021;205(1):36-43. doi:doi:10.1097/JU.0000000000001521

69. Elmer DeWitt M, Greene DJ, Gill B, Nyame Y, Haywood S, Sabanegh E, Jr. Isolated Right Varicocele
and Incidence of Associated Cancer. Urology. Jul 2018;117:82-85. doi:10.1016/j.urology.2018.03.047
70. NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Gestational Trophoblastic
Neoplasia. National Comprehensive Cancer Network. Updated December 20, 2022. Accessed February
13, 2023. https://www.nccn.org/professionals/physician_gls/pdf/gtn.pdf

71. Shah MH, Goldner WS, Benson AB, et al. Neuroendocrine and Adrenal Tumors, Version 2.2021,
NCCN Clinical Practice Guidelines in Oncology. Journal of the National Comprehensive Cancer Network.
01 Jul. 2021 2021;19(7):839-868. d0i:10.6004/jnccn.2021.0032

72. NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Genetic/Familial High-Risk
Assessment: Colorectal. National Comprehensive Cancer Network. Updated December 7, 2022.
Accessed February 16, 2023.
https://www.nccn.org/professionals/physician_gls/pdf/genetics_colon.pdf

73. Moore CL, Carpenter CR, Heilbrun ME, et al. Imaging in Suspected Renal Colic: Systematic Review
of the Literature and Multispecialty Consensus. J Am Coll Radiol. Sep 2019;16(9 Pt A):1132-1143.
do0i:10.1016/j.jacr.2019.04.004

74. American College of Radiology. ACR Appropriateness Criteria® Recurrent Lower Urinary Tract
Infections in Females. American College of Radiology (ACR). Updated 2020. Accessed November 20,
2022. https://acsearch.acr.org/docs/69491/Narrative/

Page 25 of 31

Abdomen Pelvis CT Combo
*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.

© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.


https://www.ncbi.nlm.nih.gov/books/NBK532265/
https://www.nccn.org/professionals/physician_gls/pdf/mpn.pdf
https://www.nccn.org/professionals/physician_gls/pdf/gtn.pdf
https://www.nccn.org/professionals/physician_gls/pdf/genetics_colon.pdf
https://acsearch.acr.org/docs/69491/Narrative/

75. American College of Radiology. ACR Appropriateness Criteria® Abdominal Aortic Aneurysm:
Interventional Planning and Follow-up. American College of Radiology. Updated 2017. Accessed
December 28, 2022. https://acsearch.acr.org/docs/70548/Narrative/

76. American College of Radiology. ACR Appropriateness Criteria® Abdominal Aortic Aneurysm Follow-
up (Without Repair). American College of Radiology. Updated 2018. Accessed November 20, 2022.
https://acsearch.acr.org/docs/3102391/Narrative/

77. Isselbacher EM, Preventza O, Ill JHB, et al. 2022 ACC/AHA Guideline for the Diagnosis and
Management of Aortic Disease. Journal of the American College of Cardiology. 2022;80(24):e223-e393.
doi:doi:10.1016/j.jacc.2022.08.004

78. Hall C, Clarke L, Pal A, et al. A Review of the Role of Carcinoembryonic Antigen in Clinical Practice.
Ann Coloproctol. Dec 2019;35(6):294-305. doi:10.3393/ac.2019.11.13

79. Zawada ET, Jr. Malnutrition in the elderly. Is it simply a matter of not eating enough? Postgrad
Med. Jul 1996;100(1):207-8, 211-4, 220-2 passim. doi:10.3810/pgm.1996.07.17

80. Ritchie C, Yukawa M. Geriatric nutrition: Nutritional issues in older adults. In: Schmader KE, Seres,
D., Givens, J., ed. UpToDate. 2023.

81. Gaitini D, Beck-Razi N, Mor-Yosef D, et al. Diagnosing acute appendicitis in adults: accuracy of color
Doppler sonography and MDCT compared with surgery and clinical follow-up. AJR Am J Roentgenol.
May 2008;190(5):1300-6. doi:10.2214/ajr.07.2955

82. Keyzer C, Zalcman M, De Maertelaer V, et al. Comparison of US and unenhanced multi-detector
row CT in patients suspected of having acute appendicitis. Radiology. Aug 2005;236(2):527-34.
doi:10.1148/radiol.2362040984

83. Cappello M, Morreale GC. The Role of Laboratory Tests in Crohn's Disease. Clin Med Insights
Gastroenterol. 2016;9:51-62. doi:10.4137/CGast.S38203

84. Robinson A, Light D, Kasim A, Nice C. A systematic review and meta-analysis of the role of
radiology in the diagnosis of occult inguinal hernia. Surg Endosc. Jan 2013;27(1):11-8.
doi:10.1007/s00464-012-2412-3

85. Miller J, Cho J, Michael MJ, Saouaf R, Towfigh S. Role of imaging in the diagnosis of occult hernias.
JAMA Surg. Oct 2014;149(10):1077-80. doi:10.1001/jamasurg.2014.484

Page 26 of 31

Abdomen Pelvis CT Combo
*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.

© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.


https://acsearch.acr.org/docs/70548/Narrative/
https://acsearch.acr.org/docs/3102391/Narrative/

Page 27 of 31
Abdomen Pelvis CT Combo

*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.
© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.



Page 28 of 31

Abdomen Pelvis CT Combo

*National Imaging Associates, Inc. (NIA) is a subsidiary of Evolent Health LLC.

© 1997-2024 National Imaging Associates, Inc., All Rights Reserved.



POLICY HISTORY

Date Summary

March 2023 e Prostate cancer: updated guidance based on new NCCN criteria

e |BD: clarified indications

e Pancreas: specified guidance on pancreatitis

e Pyelonephritis: clarified risk factors and indications

e Aneurysm: specified guidance on initial imaging and screening intervals
with emphasis on requiring ultrasound on initial imaging and indications
for advanced imaging, specified guidance on post-repair imaging

e Hernia: clarified hernia types and indicated studies

e Transplant: added section

e Other: specified guidance for weight loss, paraneoplastic syndrome,
edema; added indications for thrombocytopenia, gestational
trophoblastic disease, cancer predisposition syndromes
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e General Information moved to beginning of guideline with added
statement on clinical indications not addressed in this guideline

e Added statement regarding further evaluation of indeterminate findings
on prior imaging

e Aligned sections across body imaging guidelines

March 2022 e Moved “New evidence of an unknown primary” from Evaluation of
suspicious or known mass section to Initial staging of known cancer.

e Clarified suspected diverticulitis

e Added immunocompromised patients to suspected diverticulitis

e Added “OR when peritoneal signs are present (guarding, rebound) or
other red flags” to suspected appendicitis in a child

e C(Clarified note regarding MRE for patients under 35 years of age
e Removed “For CT Enterography (CTE) if a CT scan is inconclusive” from
section on Suspected IBD

e C(Clarified evaluation of hematuria

e C(Clarified concern for lymphoma/malignancy with B symptoms and
removed if CXR, labs, and Abd/Pelvis US have been completed
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Reviewed / Approved by NIA Clinical Guideline Committee

Disclaimer: National Imaging Associates, Inc. (NIA) authorization policies do not constitute medical advice
and are not intended to govern or otherwise influence the practice of medicine. These policies are not meant
to supplant your normal procedures, evaluation, diagnosis, treatment and/or care plans for your patients.
Your professional judgement must be exercised and followed in all respects with regard to the treatment and
care of your patients. These policies apply to all Evolent Health LLC subsidiaries including, but not limited to,
National Imaging Associates (“NIA”). The policies constitute only the reimbursement and coverage quidelines
of NIA. Coverage for services varies for individual members in accordance with the terms and conditions of
applicable Certificates of Coverage, Summary Plan Descriptions, or contracts with governing requlatory
agencies. NIA reserves the right to review and update the quidelines at its sole discretion. Notice of such
changes, if necessary, shall be provided in accordance with the terms and conditions of provider agreements
and any applicable laws or requlations.

Disclaimer: Magellan Healthcare service authorization policies do not constitute medical advice and are
not intended to govern or otherwise influence the practice of medicine. These policies are not meant to
supplant your normal procedures, evaluation, diagnosis, treatment and/or care plans for your

patients. Your professional judgement must be exercised and followed in all respects with regard to
the treatment and care of your patients. These policies apply to all Magellan Healthcare subsidiaries
including, but not limited to, National Imaging Associates (“Magellan”). The policies constitute only the
reimbursement and coverage guidelines of Magellan. Coverage for services varies for individual
members in accordance with the terms and conditions of applicable Certificates of Coverage, Summary
Plan Descriptions, or contracts with governing regulatory agencies. Magellan reserves the right to
review and update the guidelines at its sole discretion. Notice of such changes, if necessary, shall be
provided in accordance with the terms and conditions of provider agreements and any applicable laws
or regulations.
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