3. Lifetime risk of malignancy in a patient with a genetic
mutation or other risk factor is not relevant to our system. Our
low-risk category (O-RADS 3; risk of malignancy, 1% to <10%)
refers to the risk of a lesion being malignant on the basis of im-
aging features, not an individual’s lifetime risk of developing a
malignancy. We agree that a risk of malignancy ranging from
1% to less than 10% is not negligible. Many of these patients
will be selected for a surgical procedure, but perhaps rather by
minimally invasive access.

4. All study sites involved in the International Ovarian Tu-
mor Analysis (IOTA) project are not high-risk referral popula-
tions. In IOTA phases 1-3, 12 of 24 centers are general hospitals
and gynecology US departments not linked to a high-risk oncol-
ogy department (4). Whereas specific risks in this surgical popu-
lation may be elevated, we are confident that the ranges within
the risk categories will not substantially change once validated
on data from the IOTA phase 5 study in which 49% of patients
with a newly diagnosed adnexal mass were deemed suitable for
conservative management (5). We strongly believe that the O-
RADS risk stratification shows great promise as an appropriate
classification system for adnexal lesions in patients without acute
symptoms although the management schemes may vary in those
at high risk.

We look forward to future validation studies that include a
broad patient population and a variety of observer skill levels.
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We read with concern the October 2019 report in Radiology
by Dr Kompel and colleagues, whose findings have been high-
lighted in the media as demonstrating a high rate of serious
consequences of intra-articular corticosteroid (IACS) injec-
tions into the knee and hip (1). The most frequent complica-
tion, at 6%, accelerated knee osteoarthritis, is concerning given
that IACS is widely used in practice and is considered effective
and safe (2,3). Because sensationalizing medication complica-
tions can itself have adverse clinical consequences, the inci-
dence rate of adverse events following IACS must derive from
solid methods. Unfortunately, as a retrospective review of clini-
cal data, the study by Dr Kompel and colleagues is inherently
susceptible to biases (eg, indication and detection) that inflate
estimates of occurrence. Aspects of their study that would gen-
erate such biases include reliance on clinically available imag-
ing, nonsystematic case detection, incomplete follow-up, and
(especially) inability to be sure that the outcomes of interest
were not present prior to IACS. Incomplete information re-
garding these patient characteristics also prevents the general-
ization of their results.

Another reason to suspect an inflated adverse event rate is its
discordance with controlled studies and clinical practice. Among
more than 10 published IACS clinical trials (representing 818
patients and 2084 injections), including two 2-year trials (~140
patients) of repeated injections (4,5), none reported adverse joint
event rates of this magnitude. One trial administered a knee
IACS injection every 3 months for 2 years and performed sys-
tematic MRI surveillance for all the adverse events reported by
Dr Kompel and colleagues, yet they did not detect a single one
(5). Furthermore, expert panels from Osteoarthritis Research So-
ciety International and the American College of Rheumatology
recently conducted separate reviews of the global literature by us-
ing systematic risk-benefit assessments, and both concluded that
IACS is recommended for osteoarthritis treatment (2,3).

The study by Dr Kompel and colleagues is informative re-
garding the types of pathologic abnormalities observed among
patients with joint pain undergoing joint injections. However,
it does not allow inference of causality nor does it provide accu-
rate measurements of the rate of occurrence of those complica-
tions. We need to be thoughtful about how such information is
presented and disseminated to avoid excessive concerns about a
treatment that most experts view as having a favorable balance of
benefit versus harm when used appropriately.
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