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William of Ockham (or Occam)

• b 1287 – d 1347

• English Franciscan friar & philosopher

• Major figure of medieval thought

• “Law of parsimony”











Educational objectives

1. Learn which adnexal masses can be safely observed and 

which require some form of intervention.

2. Better understand the appropriate workup: exam, labs, 

imaging depending on the patient's clinical circumstances.

3. Become familiar with the ACOG/SGO criteria for what 

constitutes sufficient risk to refer to GYN Oncology.

4. Review the many different options for preop testing such 

as OVA1, ROMA, RMI, other markers and their utility.
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31 y/o with LLQ pain x weeks. Pelvic exam with mild 

tenderness to palpation but no obvious mass. UPT 

negative.

What is next BEST step?

1. Expectant management

2. Transvaginal ultrasound

3. Pelvic MRI

4. Tuning fork to forehead

5. Diagnostic laparoscopy
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• Ovarian cysts are incredibly common and are considered a normal part of having a 
menstrual cycle. Because they rarely cause symptoms, they often develop and 
disappear completely unnoticed

• Screening via TVS reveals that simple ovarian cysts are found in nearly all 
premenopausal women at some point during their childbearing years

• About 10% of women worldwide have a noticeable ovarian cyst at any given time

• Cysts become less frequent after menopause, but they still appear in up to 20% of 
postmenopausal individuals.

• About 1 in 10 women will require surgery to remove a cyst during their lifetime
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3. IR-guided biopsy

4. Need more info

5. Diagnostic laparoscopy
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Zero chance malignancy



10-cm



31 y/o with LLQ pain. Pelvic exam with mild tenderness 

to palpation but no obvious mass. UPT negative.

TVS c/w a 4-cm simple ovarian cyst. Report 

recommends MRI.

What is next BEST step?

1. Expectant management

2. Pelvic MRI

3. IR-guided biopsy

4. Repeat TVS in 6-8 weeks

5. Diagnostic laparoscopy



31 y/o with LLQ pain. Pelvic exam with mild tenderness 

to palpation but no obvious mass. UPT negative.

TVS c/w a 4-cm simple ovarian cyst. Report 

recommends MRI.

What is next BEST step?

1. Expectant management

2. Pelvic MRI

3. IR-guided biopsy

4. Repeat TVS in 6-8 weeks

5. Diagnostic laparoscopy



31 y/o with LLQ pain. Pelvic exam with mild tenderness 

to palpation but no obvious mass. UPT negative.

TVS c/w a 4-cm simple ovarian cyst. Report 

recommends MRI.

What is next BEST step?

1. Expectant management

2. Pelvic MRI

3. IR-guided biopsy

4. Repeat TVS in 6-8 weeks

5. Diagnostic laparoscopy



31 y/o with LLQ pain. Pelvic exam with mild tenderness 

to palpation but no obvious mass. UPT negative.

TVS c/w a 4-cm complex ovarian cyst. Report 

recommends MRI.

What is next BEST step?

1. Expectant management

2. Pelvic MRI

3. IR-guided biopsy

4. Repeat TVS in 6-8 weeks

5. Diagnostic laparoscopy



Physiologic cyst
normally 2-5 cm
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31 y/o with 4-cm complex 

ovarian cyst. 

Repeat TVS 6 weeks later 

shows 5.5-cm enlargement 

with new excrescences & 

abnormal feeding vessel. 
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• Age is the most important independent risk factor for ovarian cancer in the general 
population

• The most important personal risk factor for ovarian cancer is a strong family history 
of breast or ovarian cancer 

• A personal medical history with a detailed gynecologic history and review of 
symptoms are critical components of patient evaluation

•  The potential for pregnancy should be evaluated in all women of reproductive age 
because ectopic pregnancy is in the DDx of an adnexal mass in early pregnancy



• Start with VS and general physical appearance

• Pelvic exam (even EUA) has shown limited 

ability to identify an adnexal mass, especially 

with BMI > than 30 

• Exam findings that are concerning include a 

mass that is irregular, firm, fixed, nodular, 

bilateral, or associated with ascites



• CBC and testing for gonorrhea and 

chlamydial infection should be performed if 

an infectious etiology is suspected. 

• Other labs will depend on the H&P findings: 

potentially U/A, fecal blood testing or other 

assessment of intestinal involvement, and 

serum marker testing

• CA125 is most commonly used in 

conjunction with imaging to assess the 

likelihood of malignancy



• TVS should assess the size and composition 

of the mass (cystic, solid, or mixed); laterality; 

and the presence or absence of septations, 

mural nodules, papillary excrescences, or free 

fluid in the pelvis

• MRI often is helpful in differentiating the origin 

of pelvic masses that are not clearly of ovarian 

origin, especially leiomyoma

• Best use of CT imaging is to evaluate the 

abdomen when cancer is suspected
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mild tenderness to palpation and fullness.

TVS c/w a 4-cm complex ovarian cyst. Report 

recommends MRI.
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1. Expectant management

2. Pelvic MRI

3. It depends

4. Repeat TVS in 6-8 weeks

5. Diagnostic laparoscopy
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• Women with a complex ovarian 

tumor <5-cm in diameter and a 

normal serum CA-125 should 

undergo repeat TVS + CA-125, in 4 

weeks.

• If the tumor is increasing in volume 

or complexity, or if the CA125 is 

rising, the tumor should be removed 

surgically.

• Any postmenopausal woman with a 

complex ovarian tumor and an 

elevated serum or rising CA-125 

should undergo immediate surgery.
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• Solid component

• Excrescences

• Ascites

• Increased vascularity

• Size >10-cm

• Mural nodules

• Papillations

Concerning findings









67 y/o with chronic RLQ discomfort. Pelvic exam with 

mild tenderness to palpation and fullness.

TVS c/w a 4-cm complex ovarian cyst. CA125 = 38

What is next BEST step?

1. Get more serum markers

2. Get that pelvic MRI

3. Refer to GYN Oncology

4. Obtain CT CAP due to risk malignancy

5. Take her for planned RSO



67 y/o with chronic RLQ discomfort. Pelvic exam with 

mild tenderness to palpation and fullness.

TVS c/w a 4-cm complex ovarian cyst. CA125 = 38

What is next BEST step?

1. Get more serum markers

2. Get that pelvic MRI

3. Refer to GYN Oncology

4. Obtain CT CAP due to risk malignancy

5. Take her for planned RSO





Educational objectives

1. Learn which adnexal masses can be safely observed and 

which require some form of intervention.

2. Better understand the appropriate workup: exam, labs, 

imaging depending on the patient's clinical circumstances.

3. Become familiar with the ACOG/SGO criteria for what 

constitutes sufficient risk to refer to GYN Oncology.

4. Review the many different options for preop testing such 

as OVA1, ROMA, RMI, other markers and their utility.







CA125, HE4, ROMA, RMI
OVA1, CEA, CA19-9

LDH, AFP, hCG, CA125

Inhibin A&B, testosterone

















• TVS is the 1st-line method for characterizing 

adnexal masses. If performed by an expert, 

subjective assessment of the images is the best 

method for distinguishing benign from malignant 

masses.

• For less experienced ultrasound examiners, 

there are other methods. RMI is a scoring 

system using clinical and TVS information that 

can be used to estimate the likelihood of an 

ovarian mass being malignant.

• In Europe, RMI is widely used to triage women 

with an adnexal mass for referral to an 

oncological center







CA125, HE4, ROMA, RMI
OVA1, CEA, CA19-9

LDH, AFP, hCG, CA125

Inhibin A&B, testosterone



• Mass >10-cm

• CEA

• CA19-9

Mucinous tumors are big!!!





4 mathematical models:

   LR Model 1

   LR Model 2

   SRRisk

   ADNEX

DECEMBER 2025 AJOG





Assessment of Different NEoplasias in 
the adneXa (ADNEX) is the most 
extensively validated model.

ADNEX is a multinomial logistic 
regression model that incorporates 3 
clinical and 6 ultrasound variables to 
calculate the probability of 5 types of 
tumor

CONCLUSION: RMI had lower ability 
than the IOTA models to distinguish 
between benign and malignant 
adnexal tumors in patients examined 
by either expert or nonexpert 
ultrasound operators in Italy
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CA125, CEA, CA19-9
**BE VERY WARY

OF HE4, ROMA, RMI, OVA1**

LDH, AFP, hCG, CA125
**TEENAGERS/EARLY 20S ONLY**

Inhibin A&B, testosterone
**NEVER GET THESE**



• Know the quality of your ultrasound unit

• Radiology will always recommend MRI

• Stay adherent to ACOG guidelines

• Know when to get markers & which ones

• ROMA, RMI, OVA1, ADNEX are no 

substitute for clinical judgment
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