🧠 Frequently asked questions asked by GPs to Neurologist in relation to MRI/CT Brain Imaging Queries:

1. Cerebral Atrophy
Q: What does "degree of cerebral atrophy" mean, and when should I be concerned?

A: Cerebral atrophy refers to shrinkage/ loss of brain tissue. Mild age-related atrophy is common, but significant or asymmetrical atrophy affecting a particular lobe(s) may warrant further assessment, especially if accompanied by cognitive or behavioural changes or focal neurological symptoms/signs. 

2. White Matter Signal Changes
Q: Are white matter changes always indicative of pathology?

A: Often these changes are nonspecific and of no consequence or suggest small vessel ischaemic disease, especially in older patients but also in people as young as their 30s or 40s particularly with vascular risk factors or migraine. Clinical correlation is essential, particularly if symptoms suggest demyelination/multiple sclerosis and the reporting radiologist raises suspicion of demyelination based on lesion characteristics, in which case initial discussion with neurologist is suggested.

3. Perivascular (Virchow-Robin) spaces
Q: Should I be concerned about prominent perivascular spaces?

A: These are generally a normal feature and of no consequence.  

4. Empty Sella
Q: What does an "empty sella" indicate?

A: This is usually a benign anatomical variant. It may be associated with idiopathic intracranial hypertension in patients who report suggestive symptoms and who have disc swelling/papilloedema. 

5. Ventricular System Dilatation
Q: Is slight dilatation of the ventricular system significant?

A: Mild dilatation is generally age-related. If disproportionate or symptomatic (e.g. gait disturbance, cognitive decline). The reporting radiologist will usually offer a differential diagnosis and suggest review by the appropriate team (maybe Neurosurgery or Neurology). 


6. Pineal Gland Cysts
Q: When should a pineal cyst be referred to neurosurgery?

A: Discussion via advise and guidance with Neurosurgery is advised if the cyst is bigger than 1cm and/or reported as displaying atypical features, repeat imagining with contrast to assess growth or internal features is usually recommended.  

7. Third Ventricular Colloid Cysts
Q: What is the significance of a colloid cyst in the third ventricle?

A: These can cause obstructive hydrocephalus and are potentially life-threatening. Neurosurgical discussion is essential to agree urgency of referral and to potentially arrange further imaging in preparation for appointment.  


8. Calcified Lesions on the Convexity
Q: Could small calcified lesions be meningiomas?

A: Yes, especially in elderly patients. Whilst these are often of no consequence these patients should be discussed with neurosurgery to agree whether further imagining/action is required. 

9. Arachnoid Cysts
Q:  Do arachnoid cysts need further action?

A:  Generally, no.  They are often located adjacent to the temporal lobes or in the posterior fossa and are not usually associated with neurological symptoms/signs.  If very large and therefore potentially relevant (depending on clinical context) the reporting radiologist would generally give a view on what to do next.

10. Lacunar infarct [s] / established infarct [s]
Q:  Do I need to refer to stroke team?

A:  Not usually because the ischaemic event/small stroke will have occurred in the past, often without clinical manifestation [s] at the time.  It should prompt assessment of the patient for the usual vascular risk factors and appropriate treatment (i.e.  diabetes, dyslipidaemia, hypertension, [paroxysmal] atrial fibrillation, smoking).
Treatment with antiplatelet agents (Aspirin 75 MG once daily or Clopidogrel 75 MG once daily) is recommended unless the patient is in atrial fibrillation plus atorvastatin 20-40 MG once daily.  


11. Mild low lying Cerebellar Tonsils / Cerebellar Tonsillar descent
Q: When do I need to discuss with Neurosurgery?

A: Most of the time this is an incidental and not infrequent finding, in particular if the scan was requested for otherwise non-specific headaches. The reporting radiologist will advise if further action is needed in particular if descent is marked and if the patient actually has Arnold Chiari malformation. Urgency depends on symptoms. 







Note:  
“Discussion” refers to either telephone call to Neurology via Consultant Connect Phone or electronic Advice & Guidance conversation depending on urgency, or to Neurosurgery on-call via switchboard or electronic Advice & Guidance conversation depending on urgency. 
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Urgent Suspected Brain/CNS Cancer Pathway

Referral Quick Guide for MRI/CT Imaging Findings

	
	Finding
	Clinical Significance
	Referral Action

	1
	Cerebral atrophy
	Often age related; significant if asymmetrical or rapid
	Neurology A&G if symptomatic

	2
	White matter changes
	May suggest small vessel disease; inflammation possible.
	Neurology A&G or routine referral

	3
	Perivascular (Virchow-Robin) spaces
	Benign anatomical variant
	No referral needed

	4
	Empty sella
	Often incidental; 
	 

	5
	Slight ventricular dilation
	
	Neurology referral if symptomatic

	6
	Pineal gland cyst
	Often benign; if large, complex or atypical in appearances the reporting radiologist will usually suggest further scan and/or neurosurgical evaluation.
	Should be addressed by a Neurosurgeon as need for repeat scan with contrast depends on size and character

	7
	3rd ventricular colloid cyst
	Risk of obstructive hydrocephalus
	Should be addressed by Neurosurgeon

	8
	Small calcified lesions on the convexity (possible meningioma)
	Often benign especially in elderly; 
	

	9
	Arachnoid Cysts
	Usually benign and asymptomatic, especially when located near the temporal lobes or posterior fossa.
	No action typically needed

	10
	Lacunar infarct/Established 
	No stroke team referral needed
	Assess vascular risk factors

	11
	Mild low lying Cerebellar Tonsils / Cerebellar Tonsillar descent
	Often incidental
	Refer to neurosurgery if symptoms are present or radiologist suggest
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