
Aktuelles

J. Gynäkol. Endokrinol. AT 2020 · 30:67–68
https://doi.org/10.1007/s41974-020-00134-y

© Springer-Verlag GmbH Austria, ein Teil von
Springer Nature 2020

Ruben Heremans
Department of Obstetrics & Gynecology – Department of Development and Regeneration, University
Hospitals KU Leuven – KU Leuven, Leuven, Belgium

Diagnosis of Adnexal
Masses—Do we Really Need
Computed Tomography?

Over the past decades ultrasound has be-
come an indispensable extension of the
gynecologist’shandsandeyes. Itprovides
the examiner with all the necessary prox-
ies to assess tissue texture, vasculariza-
tion, mobility and tenderness. The com-
plementary information generated from
this low-cost, dynamic examination in
addition to static imaging modalities is
undisputed. Moreover it may serve on
multiple tiers, ranging from a diagnostic
triaging tool, over a stereotactic guide for
representative tru-cut biopsies, to a guid-
ance for therapeutic punctures.

Adequately discriminating benign ad-
nexal lesions from their malignant coun-
terparts is of paramount importance, as
this allows to select the most appropriate
treatment effectuated by the most ap-
propriate physician, guided by the most
appropriate second-stage examinations.
Making an optimal pre-operative risk
estimationhas always been themainpur-
suit of the International Ovarian Tumor
Analysis (IOTA) consortium, propelling
multicentric prospective observational
research, by use of standardized terms
and definitions [1]. Through this uni-
formly gathered data, risk prediction
models have been constructed. Initially
these models—such as the Logistic Re-
gression 1 (LR1), LR2, and IOTA Simple
Rules (SR) and Simple Rules Risk (SRR)

Lecture manuscript on the occasion of the
XXIX Scientific Meeting of the Working Group
for Gynaecological Oncology (AGO) of the
Austrian Society of Gynaecology andObstetrics
(OEGGG) 2020, 18th Austrian Congress “Cancer
in Women”, April 22–25, 2020, Salzburg. The
meeting was cancelled due to the Sars-CoV-2
pandemic.

model—only allowed for dichotomous
(benign vs malignant) risk estimation
or calculation [2–4]. After appropriate
training these models already enhanced
the assessment by less-experienced ex-
aminers to a similar diagnostic perfor-
mance as expert sonographers. Themain
prerequisite for a reliable result is that
of correct adherence to the predefined
IOTA terminology.

It wasn’t however until the advent of
the Assessment of Different NEoplasias in
the AdneXa (ADNEX) model that the
deepest insight could be obtained from
a thorough pelvic scan [5]. The ADNEX
model is a multiclass or polytomous risk
prediction model developed on IOTA
phases 1, 1b and 2, temporally validated
onphase 3 andultimately retrained using
the total dataset of 5909 patients. This
polytomous modelling in masses was
novel in that it allowed not only to dis-
tinguish between benign and malignant
masses, but also allowed subdividing
perceived malignancies in borderline
tumors, primary International Federa-
tion of Gynecology and Obstetrics (FIGO)
stage I ovarian cancer, primary FIGO
stage II–IV ovarian cancer or secondary
metastases to the ovary, respectively.
The model requires only basic variables
as input. Calculations are based on
three clinical factors, consisting of age,
whether you are scanning in an oncol-
ogy center or not and the serum level
of biomarker CA-125. Six highly repro-
ducible, low-cost ultrasound variables
will complete the assessment and these
consist of the maximal lesion diameter,
maximal diameter of the largest solid
part, thenumberofpapillaryprojections,

presence of more or less than ten cyst
locules, presence of acoustic shadows
and presence of ascites. This model has
shown to uphold high sensitivity and
specificity values and an area under the
curve (AUC) of 0.954 of the Receiver
Operating Characteristic (ROC) plot,
thereby outperforming previous IOTA
models and paralleling expert sonogra-
phy. It has subsequently been validated
in repetitive external validation rounds,
also providing insight in its calibration,
and has been subjected to several meta-
analyses containing cost-effectiveness
calculations [6].

Notonlyhave theaforementionedpre-
diction models and consensuses aided in
attainingabroaderconsensusandunified
reporting among gynecologists globally,
they have also intertwined with radiol-
ogists’ practice. Efforts have been made
to move towards a global consensus on
reporting risks associated with ovarian
cysts together with the American Col-
lege of Radiology (ACR) in a classifica-
tion known as the Ovarian-Adnexal Re-
porting and Data System (O-RADS) [7].
These guidelines specify all risk cate-
gories, based on arbitrarily selected risks
ofmalignancyas indicatedbytheADNEX
model, with their appropriate manage-
ment strategies. This O-RADS classifica-
tion model however still requires exten-
sive internal and external validation in
the years to come. From gradually merg-
ing insights with radiologists, sprouted
also add-on approaches such asmagnetic
resonance imaging(MRI)-based stratifi-
cation charts, such as O-RADS MRI as
second stage mass characterization [8].
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With respect to staging as opposed
to characterization, despite reports hav-
ingbeenpublished inwhichdiffuse intra-
abdominal spread and distantmetastases
were appreciableonultrasound, evidence
is in favor of static imaging modalities
[9]. When comparing computed tomog-
raphy (CT) to MRI, notwithstanding the
good spatial resolution of the former, it
has repetitively shown inferior to the lat-
ter in contrast resolution, thereby being
inferior in site-based lesiondetectionand
notallowingforasadequateanestimation
of intestinal disease and distant (nodal)
metastasis [10–12].

It is therefore audacious yet not in-
conceivable to say that the decades to
come might surprise us with a paradigm
shift away from CT and towards ultra-
sound supplementedwithMRI in second
stage, be it for further characterization
or defining disease extent.
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Vitamin D zählt neben Parathormon und

Fibroblast Growth Factor 23 zu den wich-

tigsten Regulatoren des Kalzium- und
Phosphathaushalts. Darüber hinaus hat

Vitamin D eine Vielzahl von extraskelet-

talen Wirkungen. In der zweiten Auflage
des Buches „Vitamin D-Mangel – Aktuelle

Diagnostik und Prophylaxe in Fallbeispie-
len“ haben sich Frau Dozent Karin Amrein

und Koautoren die Aufgabe gestellt, einen

aktuellen Überblick über Vitamin D und
seine Anwendungsmöglichkeiten darzu-

stellen. Den Autoren ist es hervorragend

gelungen, einen kritischen und wissen-
schaflich sehr fundierten Zugang zu vielen

relevanten Aspekten der klassischen und
nicht klassischen Vitamin D Effekte herzu-

stellen. Das Buch zeichnet sich durch einen

sehr gut lesbaren Stil, ansprechendes De-
sign und eine Vielzahl an Abbildungen,

Tabellen und Beispielen aus. Es kann allen

an den vielfältigen Vitamin D Wirkungen
interessierten Ärzten und Personen in Ge-

sundheitsberufen wärmstens empfohlen
werden.
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