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Which ovarian masses
need intervention?

REVIEW

■ ABSTRACT

Ovarian cancer is deadly if not detected early, but it is
only one of many causes of pelvic masses, which are
common. The physician’s job is to determine if a mass is
likely to be malignant and needing surgical evaluation.
The best predictors of malignancy are a combination of
factors that include the patient’s age, family history,
menopausal status, symptoms, findings on physical
examination and imaging studies, and blood level of the
cancer biomarker CA125.

■ KEY POINTS

One should try to determine the origin of a pelvic mass,
ie, whether it is in the uterus, fallopian tube, or ovary.

Ovarian masses are more likely to be malignant in older,
postmenopausal women, and in those with a family
history of breast or ovarian cancer.

Malignant masses tend to be large, firm, irregular in
shape, and fixed. Some are bilateral.

Transvaginal two-dimensional ultrasonography is the
most widely used imaging study. Computed tomography
and magnetic resonance imaging may help if results are
inconclusive.

Although CA125 is not completely reliable in detecting
ovarian cancer, it is still the most useful biomarker.

OST PELVIC MASSES are benign, but the
consequences of not detecting ovarian

cancer early are dire. When a primary care
physician encounters a pelvic mass, the chal-
lenge is to determine if it needs further evalu-
ation (and by whom—the primary care physi-
cian or a specialist?) or whether it can simply
be observed.

Pelvic masses are common in women of
all ages, although their exact prevalence is
uncertain, as most masses are never diagnosed,
much less surgically treated.

This article classifies pelvic masses by
their origin, provides characteristics of benign
and malignant masses, and offers guidelines
for management.

■ FIRST, IDENTIFY THE ORIGIN OF THE MASS

The first step in evaluating a pelvic mass is to
identify its origin.

Uterus
Benign uterine fibroids (leiomyomas) are
found in at least 20% of women of reproduc-
tive age. Many women with uterine fibroids
present with menorrhagia (heavy, long men-
strual periods) and pelvic pressure or pain.
However, fibroids often cause no symptoms
and are found incidentally on physical exami-
nation or imaging.

Fibroids can arise in various locations.
They may occur within the uterus or be
attached to the serosa, where they may be mis-
taken for an adnexal mass.

Fallopian tubes
Hydrosalpinx (fallopian tubes that are dilated
from a previous infection or adhesions) can
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give rise to a pelvic mass. Paratubal cysts are
common. Ectopic pregnancies are fairly com-
mon and can be life-threatening.1 A mass
associated with bowel and bowel adhesions
can also be mistaken for an adnexal mass.

Ovaries
Most pelvic masses are in the ovaries. Ovarian
cysts are common in both premenopausal and
postmenopausal women; two thirds of ovarian
masses arise during the reproductive years.

About 6% to 7% of women are estimated
to have adnexal masses that cause no symp-
toms.2–4 Most masses produce either no symp-
toms or only mild ones such as abdominal dis-
tention, pain, or pressure, or other gastroin-
testinal or urinary symptoms.

■ BENIGN OR MALIGNANT?

Most ovarian masses (80% to 85%) are
benign. Factors that help predict whether a
mass is benign or malignant include:

Patient age—the most important predic-
tor of whether a mass is likely to be malignant
or benign. More than one third of cases of
ovarian cancer occur in women older than 65
years; in a woman younger than 45 years, the
chance of an ovarian mass being a primary
malignancy is only 1 in 15.

Family history. Women who have one
first-degree relative with epithelial ovarian
cancer are more than three times as likely to
develop ovarian cancer compared with
women at average risk.5

Characteristics of the mass. Most benign
masses are unilateral, cystic, mobile, and
smooth. Malignant masses are usually solid,
fixed, and irregular. Bilateral masses are more
likely to be malignant. Malignant masses grow
rapidly and may be accompanied by ascites
and cul-de-sac nodularity.

■ MOST OVARIAN MASSES ARE BENIGN

Functional ovarian cysts
The most common benign ovarian masses are
functional ovarian cysts: they usually cause no
symptoms and are often found incidentally on
physical examination or imaging studies.6–8

Follicular cysts are the most common
type of functional ovarian cyst. They are clas-

sified as a cyst if larger than 3 cm, and they
rarely grow larger than 8 cm. Follicular cysts
can rupture, causing bleeding or pain. Most
resolve spontaneously after 4 to 8 weeks.

Corpus luteum cysts can also rupture and
bleed, usually between days 20 and 26 of a 28-
day menstrual cycle.

Theca lutein cysts are the least common.
They occur with pregnancy, may be large and
multicystic, and regress spontaneously.

Other benign ovarian masses
There are other types of ovarian masses that
are usually benign:

Endometriomas are often as large as 6 cm
to 8 cm.

Polycystic ovaries are found in up to 22%
of women.

Fibromas.
Benign cystic teratomas (dermoid cysts)

are the most common ovarian neoplasm in
women younger than 40 years. They are rarely
malignant.

■ MASSES THAT MAY BE MALIGNANT

Epithelial ovarian tumors are more com-
mon in older women. Serous epithelial ovarian
tumors are often multilocular and sometimes
have papillary components. About one in four
are malignant, and another 10% have border-
line malignant characteristics. Mucinous
epithelial ovarian tumors are often lobulated,
smooth, and multilocular. About 10% are bilat-
eral on presentation, and up to 10% are malig-
nant. Less common epithelial ovarian tumors
include clear cell, Brenner, and mixed forms.

The lifetime incidence of ovarian carcino-
ma has increased from 1.4% to 1.8% in recent
years in the United States. In 2006, an esti-
mated 20,180 women were newly diagnosed
with ovarian carcinoma and another 15,310
died of it.9

Ovarian cancer has a poor prognosis
because 70% to 75% of cases are diagnosed at
a late stage. If the disease is caught while in
stage 1, it has a 90% to 95% cure rate.10,11

■ EVALUATION OF A PELVIC MASS

The initial workup for a pelvic mass includes a
thorough history, physical examination, and

6% to 7%
of women have
asymptomatic
adnexal masses
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laboratory tests: beta human chorionic
gonadotropin level, Papanicolaou test, cervi-
cal and vaginal cultures, and a complete blood
count. Further laboratory testing and imaging
studies may be needed to identify the origin of
the mass and to help determine whether it is
likely to be benign or malignant.

Physical examination
Physical examination can help ascertain a
pelvic mass’s location, consistency, and con-
tour, and whether ascites and upper abdomi-
nal masses are present, providing important
clues to whether it is likely to be malignant
(TABLE 1).12 However, pregnancy or patient dis-
comfort can limit an examiner’s ability to per-
form an adequate physical examination.
Endometriosis, pelvic inflammatory disease,
bladder distention, or stool in the rectum fre-
quently causes false-positive results.13,14

Padilla et al14 asked gynecologists, gyne-
cology residents, and medical students to
examine 140 patients who were under general
anesthesia for surgery. (The examiners were
not told why the patients were undergoing
surgery.) Physical examination was only 15%
to 36% sensitive in detecting adnexal masses.

Balbi et al15 evaluated 92 patients with an
ovarian mass by physical examination, serum
CA125 assay, serum CA72.4 assay, and either
transvaginal ultrasonography or transabdomi-
nal ultrasonography with Doppler and color
flow. Physical examination was the most sen-
sitive method (90%) and serum CA72.4 assay
was the most specific (88%). The specificity
was 100% and the sensitivity was 40% when
all four methods were positive.

Ultrasound imaging
Although rapid advances have been made in
diagnostic imaging, including the develop-
ment of three-dimensional transvaginal gray-
scale volume and power Doppler imaging, the
evaluation of adnexal masses is still a chal-
lenge. Imaging studies rely on pattern recog-
nition, scoring systems, and mathematical
models for helping to make a diagnosis (TABLE

1).16–21

B-mode ultrasonography is often used to
evaluate adnexal masses.

Color Doppler ultrasonography has been
used since the 1990s. Its spectral display

reflects flow toward and away from a trans-
ducer and is angle-dependent. Results are cal-
culated based on measures of downstream vas-
cular resistance, such as impedance (eg, resis-
tive index and pulsatility index) and velocity
(eg, timed average maximum velocity). Lower
values are believed to correlate with tumor
neovascularization.

Noor et al22 studied 97 women, most of
whom were premenopausal, who presented
with gynecologic symptoms and were found to
have a pelvic mass, in most cases of uterine
origin. Transabdominal ultrasonography had
an 87.6% accuracy rate in diagnosing the
mass, with only 3.1% false positives and 9.3%
false negatives.

Guerriero et al23 compared gray scale
sonography to color Doppler imaging to pre-
operatively evaluate 826 pelvic masses in
patients at three institutions. For diagnosing
malignancy, color Doppler was 82% accurate
and 94% specific; gray-scale sonography was
only 65% accurate and 84% specific.
Sensitivity was similar by color Doppler and
gray-scale sonography (95% vs 99%, respec-
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Up to 3/4 of
cases of
ovarian cancer
are diagnosed
at a late stage

Clues that suggest malignancy
in a patient with a pelvic mass

From the history
Abdominal pain or bloating
Abnormal vaginal bleeding or discharge
Change in caliber of stool
Constipation
Decreased appetite
Family history of breast or ovarian cancer
Frequent urination
Increased abdominal girth
Nausea or vomiting
Significant weight change

From the physical examination
Ascites or upper abdominal mass
Mass that is large, firm, irregular, or fixed
Nodularity on rectal examination

On ultrasonography
Ascites
Blood flow to solid components
Ovarian cyst larger than 5 cm
Septa, papillae (internal excrescences), or

solid components within the ovary

T A B L E  1
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tively). Evaluation of CA125 plasma concen-
tration did not increase the accuracy of either
method.

Czekierdowski24 reviewed the use of gray-
scale criteria and pulsed and semiquantitative
color Doppler blood flow assessment to evaluate
pelvic masses and found that only the resistive
index and subjective color assessment helped to
diagnose ovarian tumors preoperatively.

Kurjak et al25 evaluated 14,317 women
with few or no symptoms of ovarian carcinoma
using transvaginal color Doppler ultrasonogra-
phy and found that a resistive index of 0.4 or less
was 100% sensitive and 99% specific in detect-
ing ovarian malignancy. Subsequently however,
multiple investigators disputed these find-
ings.26–29 Moreover, Tekay and Jouppila30 eval-
uated benign ovarian tumors with transvaginal
color Doppler ultrasonography and found that
43% had a resistive index of less than 0.4.

Tekay and Jouppila31 also evaluated pul-
satility and resistance measurements with trans-
vaginal color Doppler ultrasonography and

found that a cutoff resistance value of 0.6 was
82% sensitive and 72% specific for detecting
malignant and potentially malignant tumors.
They concluded that a practical cutoff level for
either pulsatility or resistance indices for differ-
entiating between malignant and benign ovar-
ian lesions apparently does not exist.

In 1995, the National Institutes of Health
issued a consensus statement noting that
although color Doppler ultrasonography may
improve the specificity of predicting ovarian
cancer, its use should be considered investiga-
tional.32

Three-dimensional imaging. Initial stud-
ies indicate that three-dimensional transvagi-
nal gray-scale volume and power Doppler
imaging are better than two-dimensional
transvaginal gray-scale imaging for differenti-
ating between benign and malignant adnexal
masses.33–35

Cohen et al36 evaluated 71 women who
had a known pelvic mass using both two-
dimensional and three-dimensional gray-scale

24-year-old woman presents to the clinic
reporting chronic pelvic pain on her left side.

The pain is worse during menses but is always pres-
ent to some degree. She reports no urinary symp-
toms or abnormal vaginal bleeding or discharge, and
has no history of significant illness or surgery.

She had a full-term, uncomplicated vaginal
delivery 2 years ago with the birth of one child. She
is sexually active and complains of moderate pain
with deep penetration only. She relies on condoms
for birth control and takes no medications.

Physical and pelvic examinations are normal.
Ultrasonography reveals a normal-sized uterus

without masses. The left ovary is normal, and a simple
cyst measuring 3 cm in diameter is found on the right
ovary. There is minimal free fluid in the pelvis. A beta
human chorionic gonadotropin test is negative.

Q: What is the next step?

❑ Reassure the patient that her findings are normal
❑ Start combination oral contraceptive pills

❑ Repeat ultrasonography in 4 to 6 weeks
❑ Refer for surgical evaluation

DISCUSSION
The patient probably has a physiologic ovarian
cyst, which is a common incidental finding and is
completely normal in a premenopausal woman.
The cyst is unlikely to be the source of her pain.
Although many physicians prescribe oral contra-
ceptive pills to prevent the formation of new fol-
licular cysts, studies have shown that they are of
only limited benefit.

The patient should be reassured that the
cyst is normal and unlikely to be the cause of
her pain. Further workup for the cyst is not
needed at this time. Other sources of her pain
should be considered, such as dysmenorrhea,
endometriosis, adhesions, psychological factors,
gastrointestinal disorders, and many others. The
differential diagnosis for chronic abdominal and
pelvic pain is very long.

A

A young woman with chronic pelvic pain
and a small ovarian cyst

OVARIAN MASSES MCBEE AND COLLEAGUES

 on May 7, 2025. For personal use only. All other uses require permission.www.ccjm.orgDownloaded from 

http://www.ccjm.org/


ultrasonography and found that three-dimen-
sional imaging better defines the morphologic
and vascular characteristics of ovarian lesions.

Ultrasonography combined
with tumor markers
Piccioni et al37 reviewed 78 patients with
ovarian masses and found that gray scale and
color transabdominal and transvaginal ultra-
sonography was 91% sensitive and 88% spe-
cific in detecting malignancy. Tumor markers
(CA125, CA19.9, and carcinoembryonic
antigen) were 95% sensitive and 71% specif-
ic. The use of ultrasonography and tumor
markers combined had a sensitivity of 92%
and a specificity of 90%.

Guerriero et al38 used clinical factors,
CA125 levels, and color and power Doppler to
investigate the role of transvaginal ultrasonog-
raphy combined with the other factors in dif-
ferentiating functional cysts and other adenex-

al masses. They concluded that the addition of
a biologic marker and clinical factors to ultra-
sonography might help to differentiate func-
tional cysts from other adnexal masses.

Schelling et al39 preoperatively evaluated
63 patients who had adnexal lesions with
transvaginal B-mode and Doppler sonography
and found that the most important criteria for
determining malignancy were solid areas
within the mass and vascular flow within the
region.

Roman et al40 preoperatively evaluated
226 women with a pelvic mass using a pelvic
examination, tumor marker assessment, and
transvaginal ultrasonography with selected use
of Doppler ultrasonography. They found that
the ultrasonographic impression and tumor size
were significant predictors of malignancy in
premenopausal women, and that CA125 levels
and ultrasonographic impression were signifi-
cant predictors in postmenopausal women.
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54-year-old woman presents to the office
reporting sporadic right flank pain that is

sharp and colicky. She reports no vaginal bleeding,
discharge, or urinary symptoms. She is sexually
active without complaints.

The patient had three pregnancies resulting in
three live births, and went through menopause 3
years ago. She has no medical or surgical history but
has a family history of ovarian cancer: her maternal
grandmother was diagnosed with it at age 68.

Physical examination elicits mild right-sided
flank pain and minimal right lower quadrant pain.
No masses are palpated on pelvic examination,
and the uterus is normal in size and shape.

Urinalysis reveals a small amount of blood but
is otherwise normal.

Ultrasonography shows a normal uterus and left
ovary. The right ovary contains a 4-cm cyst with a
single septum and no papillae or solid components.

Q: What is the next step for managing this
patient?

❑ Repeat ultrasonography in 4 to 6 weeks

❑ Reassure the patient that her findings are
insignificant

❑ Obtain a blood tumor marker (CA125) level
❑ Refer for surgical evaluation

DISCUSSION
This patient most likely has a benign ovarian cyst.
However, given her age, family history, the size of
the cyst, and the mildly suspicious finding of a sin-
gle septum on ultrasonography, obtaining a
CA125 level is recommended.

If her CA125 level is elevated she should be
referred to a gynecologist for surgical exploration.
The optimum cutoff value is not defined and
probably depends on other factors such as person-
al and family history; however, a value of 35
U/mL is often used.

If the CA125 level is normal, ultrasonography
should be repeated in 4 to 6 weeks. If the cyst is
enlarged, a referral should be made. If the cyst is
stable, the patient should help decide whether
surgical removal or repeat ultrasonography should
be the next step.

A

A postmenopausal woman
with sharp flank pain and an ovarian cyst
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Computed tomography,
magnetic resonance imaging
Kurtz et al41 prospectively evaluated 280
women suspected of having ovarian cancer
using Doppler ultrasonography, computed
tomography (CT), and magnetic resonance
imaging (MRI). MRI was the most accurate in
diagnosing malignancy (91% of cases). CT
detected 85% of cases, and ultrasonography
detected 78%.

They also compared conventional ultra-
sonography, CT, and MRI to stage the
spread of disease. Conventional ultrasonog-
raphy was the most specific in differentiat-
ing disease confined to the pelvis from
abdominal spread (96%), and MRI was the
most sensitive (98%) vs CT (92%) and con-
ventional ultrasonography (75%).

Onyeka et al42 compared the use of
transabdominal gray-scale ultrasonography
with CT to preoperatively evaluate 31
women with clinically diagnosed pelvic
masses. CT was more sensitive (48% vs
29%) in making the presumptive diagnosis
of a pelvic mass and in detecting ovarian
cancer (83% vs 67%), but transabdominal
ultrasonography was more specific. Both
methods were equally effective in detecting
and staging advanced ovarian cancer.
Ultrasonography offered better visualization
of the ovaries and more precise assessment of
tumor size. The authors concluded that CT

did not offer a significant advantage and did
not change the management of any of the
patients reviewed.

Chang et al43 evaluated 81 women with
masses, the origin of which (uterine or extrauter-
ine) could not be determined by ultrasonogra-
phy. Limited-sequence MRI helped determine
the origin of the mass in 79 cases (98%).

Tumor markers
Tumor markers are substances either produced
or released by tumor cells or host cells, which
indicate that a tumor is present if detected in
serum or other biological fluids. Ideally, a
marker should be highly sensitive and specific,
and its concentration should be proportional
to the tumor burden.44

Several studies have looked at the role of
various cancer antigens to help detect malig-
nancy. These are detailed below and summa-
rized in TABLE 2.

Czekierdowski24 retrospectively evaluated
451 women with a persistent adnexal mass to
determine the accuracy of tumor markers in pre-
operatively discriminating between malignant
and benign ovarian tumors. The optimal cutoff
level for CA125 was 67.5 U/mL, which was
69.4% accurate. The best predictive values were
provided by CA19.9 (a threshold of 13.4 U/mL
was 74% accurate) and CA72.4 (a threshold of
4.1 U/mL was 77.8% accurate). Vascular
endothelial growth factor was not useful.

CA125 is still
the standard
tumor marker
used in
gynecology

Efficacy of tumor markers for detecting malignancy

INVESTIGATORS MARKER AND SENSITIVITY SPECIFICITY PPV NPV ACCURACY
CUTOFF VALUE

Czekierdowski24 CA125 (67.5 U/mL) 59.5% 79.4% 74% 66% 69.4%
CA19.9 (13.4 U/mL) 97.5% 50.7% 66% 95% 74.1%
CA72.4 (4.1 U/mL) 85.0% 70.6% 74% 82% 77.8%
VEGF (731 pg/mL) 32.0% 89.0% 74% 57% 60.5%

Mancuso et al46 CA125 (35 U/mL) 100% 78.6% 36.7% 100% 81%

Schutter et al45 CA125 (35 U/mL) 60% 76% 77% 59%
CA125 (60 U/mL) 50% 84% 81% 56%
CA15.3 (30 U/mL) 39% 95% 92% 54%
CA72.4 (3.5 U/mL) 52% 84% 81% 57%

PPV = positive predictive value; NPV = negative predictive value; VEGF = vascular endothelial growth factor.

T A B L E  2
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Schutter et al45 retrospectively evaluated
the diagnostic use of CA125, CA15.3, and
CA72.4 antigens in 412 patients who had
undergone surgery for a pelvic mass, 133 of
whom were found to have ovarian carcinoma.
CA125 was the most sensitive marker for
ovarian carcinoma, and CA15.3 had the
highest specificity and positive predictive
value. When all three markers were elevated,
the positive predictive value was 97%, but
this only occurred in 41% of patients with
ovarian cancer. A logistic regression model
indicated that the markers correctly predict-
ed ovarian cancer in 73% of cases. The
authors concluded that this tumor marker
panel is not as good at detecting ovarian can-
cer as are other combinations of tests and fac-

tors that include ultrasonography, physical
examination, menopausal status, or patient
age.

Mancuso et al46 evaluated 125 women
with a pelvic mass using transvaginal or trans-
abdominal ultrasonography and CA125 level
before the patients underwent laparoscopy or
laparotomy. Either a cutoff for CA125 of 35
U/mL or ultrasonography alone were equally
sensitive (100%) and specific (78.6%) for
detecting malignancy and had similar positive
predictive values (37%) and negative predic-
tive values (100%). When age and
menopausal status were factored in, sensitivi-
ty ranged from 91% to 100% and the speci-
ficity from 91% to 96.6%. CA125 combined
with menopausal data was 97% accurate and
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Despite
advances in
ultrasound,
adnexal masses
are still
challenging to
assess

Determining risk of malignancy in a woman with an adnexal mass
Premenopausal women

LOW RISK INTERMEDIATE RISK HIGH RISK

Symptoms None Mild Significant

History No clues No significant clues Significant clues,
significant findings on
physical examination

Ultrasonographic No suspicious criteria Thin septa or size Multiple suspicious criteria
findings 5–10 cm only;

no other suspicious
criteria

Action Follow with ultrasound Follow with ultrasound Order tumor markers
in 6–8 weeks in 6–8 weeks Refer for surgical evaluation

Refer for surgery if
findings persist

Postmenopausal women
LOW RISK HIGH RISK

History No clues Significant clues

Ultrasonographic No suspicious criteria Significant suspicious criteria
findings

CA125 level Normal Elevated

Action Follow with ultrasound Refer for surgical evaluation
in 3–6 months;

If no change, consider surgery
vs more follow-up

If changed, refer for
surgical evaluation2,8,13,16

T A B L E  3
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had the highest positive predictive value
(78.6%). CA125 was 81% accurate when used
alone and 95% accurate when combined with
ultrasonography.

The authors concluded that CA125 is a
good marker for ovarian cancer in post-
menopausal women because the lower inci-
dence of benign diseases makes a high CA125
level more likely to be associated with a malig-
nant mass.

■ A MULTIMODAL APPROACH IS BEST

A multimodal preoperative evaluation con-
sisting of a thorough history, physical exami-
nation, imaging studies, and biomarkers may
improve patient care by sorting out benign
from malignant masses (TABLE 3).

Transvaginal two-dimensional ultrasonog-
raphy is the most widely used imaging study.

Qualitative evaluation of flow through septa
and solid components should be performed as
indicated. The clinical value of resistive
index, pulsatility index, and three-dimension-
al ultrasonography is limited because tech-
niques vary widely and because it is difficult to
reduce the complex data generated into a sim-
ple index. CT and MRI may be helpful when
ultrasonography is inconclusive.

Biological tumor markers can help diag-
nose ovarian cancer in women with other risk
factors for malignancy. CA125 is still the stan-
dard tumor marker used in gynecology. Many
studies have tried to define better panels of
markers, all of which have been more sensitive
but less specific than single markers. The opti-
mum cutoff level is difficult to say, but 35
U/mL is probably the most commonly used.
Higher levels can be used, but sensitivity is
decreased in order to gain specificity.

56-year-old woman presents to her prima-
ry care physician with complaints of

vague abdominal discomfort, mild nausea, and
fatigue for the past 2 to 3 months. She went
through menopause at the age of 51. She
reports occasional constipation and denies any
urinary or gynecologic symptoms.

She has a history of two full-term vaginal
deliveries. She has no history of significant med-
ical, surgical, or social problems. She has no fami-
ly history of breast, ovarian, or colon cancer. She
takes no medications.

Physical examination of her head and neck,
heart, lungs, and extremities is normal. On abdom-
inal examination, the patient is noted to have a
moderately distended abdomen that is nontender.
On pelvic examination, she is noted to have a full-
ness in the right adnexa that is difficult to charac-
terize. Her uterus, cervix, and vagina are normal.
On rectovaginal examination she is noted to have
nodularity in the posterior cul-de-sac.

Q: What is the next step?

❑ Obtain basic blood work, including a complete
blood cell count and basic metabolic panel

❑ Order pelvic ultrasonography

❑ Obtain CA125 and carcinoembryonic
antigen levels

❑ Refer her to a gynecologist for further
evaluation

DISCUSSION
All of the above are appropriate steps in the
evaluation of this patient. Given her history
and physical examination, there is a fairly
high likelihood that she has an ovarian malig-
nancy.

Initial blood work, including tumor markers,
would be helpful.

Ultrasonography is a fairly inexpensive and
simple test that can give you more information
about the vague findings encountered during her
pelvic examination. This should be the initial
imaging study before the other imaging tests
(computed tomography or magnetic resonance
imaging).

Lastly, this patient should see a gynecologist
to coordinate the test findings and determine the
likelihood of malignancy.

A

A postmenopausal woman
with vague abdominal discomfort
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