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Summary : A review of 112 cases of pelvic masses were presented.  Each case was evaluated chinically,
sonovt iphically and hropathologieally - Fach pelvie mass has a spectrum of sonographic morphologyv. Fifty % of
the masses i present series were complex in morphology.  All malignant masses were complex in morphology.
Sensttv iy, spectliciy and positive predictive value of determining malignancy in pelvic masses sonographically
woere TN N Cand T respectively  Fibroid is the most important and the most common mass encountered in
prosent series (36501 Ovarian tuntor is the second most common pelvic mass (34%). When we compare the overall
aceuracy of clmical und sonographical diagnosis there 1s hardly any difference ( 74% v/s 75%). In patients presenting

with ovanan tmors sonography offered a definite advantage over clinical examination. In conclusion. routine

sonography s not necessary i preoperative evaluation of pelvic mass, unless ovarian tumor is suspected.

Materials & Viethods

Fhis s aprospective study carrted out in the department
of Obsteres and Gvnaceotoey S.S.GLhospital & medical
colleges Buroda from Apnl 1994 1o Nov. 1996,

A patients with provisional chimical diagnosis of pelvice
mass adnutied m oy naed department were enrolled in the
cudy Detailed history was elictted, thorough clinical
cvamimation was done lor preoperative evaluation of
the case Al patrients were subjected to ultrasonography
with full bladder and the mass was evaluated for size.
site, organ of ortgimn motrphology. mvolvement of other
argans, presence of free flurd and nther notable characters.
Sonography was done when pelvie mass was suspected
wrespective of the mass bemy palpable per abdomen or
not Chee sonography was done the mass was categorized
decordmy to Sabhagha 1994 Confirmation of mass was
abtumed by laparotomy or Laparoscopy and evaluated

histopathologreally
Introduction

Pelvic mass v one of the most common clinical
presentation i eynaecology. The accurate diagnosis of
pehvie mass s o challenge to the gynaccologists, betore
pelvic cavity s explored by laparotomy or taparo-

scopys because of ats bizarre & aty preal behavior

With the apphication of uhirasound i obstetrices &

gynaecology, which was first described by Donald et ul
(1958), there was a revolution in the field of diagnosis

and management of pelvic masses.

Ultrasonography is the most widely used noninvasive cost
effective & easily available imaging modality in the
evaluation of female genital tract. The accuracy of
ultrasonography as a diagnostic tool ranges from 80-
90%( Sardesai, et al, 1989).

Only
for management. Sonologic landmarks and pathologic

knowing the clinical presentation is not ecnough

appearance has tremendous implication in theapeutic
approach.

The present study aims at knowing the accuracy and
limitations of ultrasonography in the diagnosis of pelvic

masses.
Analysis and Discussion

In the present series of 112 pelvic masses laparotomy
was performed in 106 (94.64%) cases, only diagnostic
laparoscopy in 3 (2.68%) and diagnostic laparoscopy
followed by laparotomy in 3(2.68% ).

Table I shows the proven diagnosis in patients with
clinically suspect pelvic masses. Among 112 masses

scanned 15 (13.4%) were completely cystic. Ovarian
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TABLE : 1
SONOGRAPHIC CATEGORIZATION OF PELVIC MASSES ( n=112)

CATEGORY FIBROID  OVARIAN  TO MASS CHOCO!L A- ECTOPIC OTHLER TOTAL
TUMOR FECYST  PREGANANCY
I CONMPLETELY CYSTIC 12¢31.57) 1016.66) - 2 INe)s 39
D COMPLHEN PREDOMINANTLY CYSTIC 37 89 bt h 116.66) 242227 3 1Uis 92
COMPHEX CYSTIC WITH
UAYERING MATERIAL H10.52) 202222 2033 37 [KRRINEY 9N O3
COMPLENCYSTICOWITH
SEPTAL 12(31.532) 333 33) 116 66y i i i a2
SOOCOMPLEN PREDOMINANTLY SOLID 6(15.78) 33333 H16.b6) 202220 i FATE fehy
o COMPLETELY SOLID H0033.7) 1263 FLEdn ol
ToTAl 40 38 9 6 9 o 12

masses constitute the magjor bulk (12 cases)y. One each of
chocolate ovste hvdrosalphinx and encysted tuberculous
abdomen presented as completely  cvstic mass on
sonography. In comparison Thomas et al. (1977) noted
07 cvstie pelvie masses, among them functional ovarian
cvats constitute 49, abscesses 10, ectopic pregnancy 4,

endometriod eyvst 1 and hvdrosalphinx -2,

Ioes clear from Table Tthat 50% muasses were complex in

morphology. Ovartan tumors werce the most common

TABLE 11
ACCURACY OF DETERMINING MALIGNANCY
SONOGRAPHICALLY IN COMPARISON WITH

HISTOLOGICAL DIAGNOSIS.

AEVRS RN NO TESTED PERCENTAGE
SENSTITVITY 770 77.77
SPRCIFICNTY 103,105 9%.09
HEN 774 7777

PPV = Positive Predictive Value
25(22.329). Tuboovarian mass and ectopic pregnancy

presented as complex mass in 9(8.03%) cases each and

chocoliate eyvstin S cases.

Sohid pelvie masses constitute +1 cases out of which 40
were uterine re. fibroid and one extrauterine t.e. dermoid.
Thomas ctal. in 1977 in a series of 251 proven cases of

syvnaecological masses noted 40 solid pelvic masses of

which 22 were uterine aud 18 extrauterine

As shown in Table IT the overall sensitivity, speaificiny
and positive predictive value for determinmg nxdignianey
of pelvic masses in sonography was 77 77. 98.09 and
T7.77 tespectively.  In our series of 112 pelvic masses
malignancy was encountered m Y cases  All were ovarian

malignancies.

With sonographical complex morphology m conjunction
with knowledge of the clinical history and physicul
finding, the correct preoperative diagnosis was made m
T(77.77%) cases. False negative sonogiaphic diagnosis
of malignancy includes mucous cystadenoma (n=1)

tuboovartan abscess. (n=1).

Table II clearly highlights that all malignant masses are
complex in their morphology. In general more solid and
irregular the internal morphology of the tumor more hkch

it is to be mahgnant.

TABLE 11
MALIGNANCY RELATED TO SONOGRAPHIC

MORPHOLOGY (n=9)

l_\/lorph()logy No of Cases Percentuge
Complex cyst 9 100
Solid Mass 0 0
Stmple 0 0
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TABLE IV

ACCURACY OF CLINICAL

AND SONOGRAPHIC DIAGNOSIS

Diagnosts Clinical Sonographic

CORRECT WRONG CORRECT WRONG

No (%) No (%) No (%) No (%)
Fibrond 40y 37(92.7) 3(7.5) 38(95) 2(5)
Ovattan Tumour (38) 3489.47) 4(10.52) 37(97.36) 1(2.63)
P Masseyy 5(55.55) 4(44.44) 4(44.44) 5(55.55)
Eectopie Pregnancy(9) 6(60.66) 3(33.33) 5(55.55) 444 44y
Chocolate Cysti6) 1(16.66) 5(83.33) 0 6 100)
Tuberculosts of Abdoments) 0 5(100) 05(100)
Parovartan Cyst 2 0 20100y 02(100)
Hydirosalphiae 2y 0 2(100) 0 20100y
Corpus Luteal Cyvste 2y 0 1(100) 0 1(100)
TOTAL 83(74.10) 29(25.89) 84(75) 28(25)
TABLE : V
OVARIAN TUMORS (n=38)
Values Ultrasound Diagnosis Clinical Diagnosis
No Tested percentage No Tested Percentage

Senstuvity 37/38 97.36 34/38 89.47
Speciicity 34/48 70.83 34/50 68.0
Postive Predictive Value 37/32 72.54 34/50 68.0

Further categorizing the complex masses, 4 cases were
complex with predominantly solid pattern serous
cystadenoma(n=2), dysgerminoma (n=1), primary

nonHodgkin's Iy mphoma of ovary (n=1).

Three cases belong to complex, cystic with internal
septations [Krukenberg's tumor (n=2), serous

cystadenocarcmonmi (n=1)].

One case belonged to the category of complex with

predommantly cystic arcas {Germ cell tumor (n=1)].

Table TV shows the accuracy of the clinical and
sonographic dragnosts of pelvic masses when compared

with surgieal diagnosis.

Fibrowds were clinical by diagnosed correctly in 37
Whereas

sonographically the fibrod was diagnosed correctly in

192.5%y, and wrongly 1 3 (7.5%) cases.

38 (95%) and wrongly in 2 (5%) cases. Hence there is
hardly any difference in accuracy while diagnosing
fibroid either clinically or sonographically. But in
contrast to our series Mistry et al in 1989 showed that
clinically fibroids were diagnosed correctly in 14 (87.5%)
patients and wrongly in 2 (12.5%) patients while
ultrasound was totally accurate in diagnosing fibroids.

In the present series ovarian tumors were diagnosed
correctly on clinical examination in 34 (89.47%) cases
and wrongly in 4 (10.52%) cases while on sonography
the accuracy was slighly better i.c. correct in 37 ( 97.36% )
and wrong in one case (2.6%). As shown in Table IV
while diagnosing TO mass accuracy was better clinically
in comparison with sonography (55.55 v/s 44.44).

Mistry et al in 1989 showed a false positive rate of 14.3%
on clinical examination while diagnosing To abscess

where as in sonography there is an equal chance of making
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and cctopie pregnaney. In contrast to our study Batra et
al JO&2 i their study of 90 cases of  adenexal masses
noted that i ectopie pregnancy sonography offered a
defimite advantage over chimeal examination ( Sensitivity
6O /S ARG speattienty 95 4% v/s T8.1% positive

predictive value 83.3% v/s 43,24,

The sensitvity, specificity and positive predictive value
of ultrasonography  versus clinical examination was as
follow s,

Fibrotd (n=4)

95000 /s 92.50
1 Table VI

100.00v/s 96.00  100.00v/s 92.50

From able VI it s clear that the ultrasonography has
hute advantage in diagnosing fibroid over clinical

cnaminaton.

The overall accuracy of diagnosing the pelvic masses
cither by clinical or ultrasound by and large remains same.

(T4 /s 7% m our study.
Conclusion

1. Fachof the pelvie mass has a spectrum of sonographic
appearance. Henee the sonologic evaluation must be
done in conjunction with the knowledge of clinical
histories and physical findings to give an accurate

preoperative diagnosis.

2

The sensitivity of ultrasound for diagnosing

malienancy 1s 78%.

3. The more complex the internal morphology of the
mass the more likely it 1s to be malignant.

4. The patients presenting only with ovarian tumor,
sonography offered a definite advantage over clinical
examination. The routine sonography in the

preoperative evaluation of a pelvic mass can be

omitted unless the patients are suspected to have

ovarian tumor.
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