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Background: A common gynecologic condition is an adnexal mass, which is 

a mass of the ovary, fallopian tube, or adjacent connective tissues. Women in 

the reproductive age range and occasionally teenagers experience acute 

surgical emergencies of gynecological origin. To preserve ovarian function, 

early diagnosis and treatment are crucial, particularly for teenage girls.  

Materials and Methods: The present study included 61 females who had 

adnexal masses, and their clinical history was taken followed by clinical 

examination and investigations. One patient who had an adnexal mass on USG 

but had a deteriorated sub-serosal fibroid on laproscopy—for which a 

myomectomy was performed—was removed from the study.  

Results: The majority of the patients were in the peri-menopausal age range. 

Three patients, one with endometrioma, one with pure dysgerminoma, and one 

with serous cystadenoma, were in the adolescent age bracket. There were only 

two postmenopausal patients; one had benign ovarian tumors and the other had 

malignant ones. Abdominal pain was the most often reported symptom, 

followed by an abdominal lump. Four of the five patients who had an acute 

abdomen with an adnexal mass had an ectopic pregnancy, and one patient had 

an ovarian torsion.  

Conclusion: The adnexal mass must be assessed both radiologically and 

clinically. The goal of any examination should be to distinguish between 

benign and malignant tumors. To plan the best course of action, preoperative 

identification of benign or malignant masses is crucial. 
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INTRODUCTION 
 

A common gynecologic condition is an adnexal 

mass, which is a mass of the ovary, fallopian tube, 

or surrounding connective tissues.[1] Women in the 

reproductive age range and occasionally teenagers 

experience acute surgical emergencies of 

gynecological origin. To preserve ovarian function, 

early diagnosis and treatment are crucial, 

particularly for teenage girls. Abdominal 

discomfort, nausea, and vomiting are examples of 

acute symptoms that women with adnexal masses 

may experience.[2] One common gynecological 

emergency is adnexal torsion, which is defined as 

whole or partial rotation of the adnexa that obstructs 

venous and lymphatic flow in the ovary. Adnexal 

torsion can be clinically mimicked by a wide range 

of gynecologic disorders. These include burst 

ovarian cysts, endometriomas, appendicitis, and 

tubo-ovarian abscesses. Clinical diagnosis of 

adnexal masses is based on examination and 

symptoms, however it can be difficult if a normal 

adnexa is torsioned or if an unmarried woman 

cannot have a pelvic exam. Russell claims that there 

has never been a comprehensive evaluation of pelvic 

examination, despite its potential drawbacks, 

including examiner experience, patient weight, 

patient anxiety, or symptomatology.[3] The most 

popular initial method for diagnosing adnexal 

masses to rule out torsion is ultrasound with doppler 

flow. To preserve ovarian function, early diagnosis 

and treatment are crucial. Although imaging aids in 

diagnosis, the majority of adnexal masses are found 

during surgery. The ideal surgical technique, 
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particularly for younger patients, is laparoscopic 

conservative surgery. The current study's objectives 

were to assess the proportion of benign and 

malignant aetiology in patients who had an adnexal 

mass and, secondly, to establish a correlation 

between the preoperative and histopathological 

diagnoses. 

 

MATERIALS AND METHODS 
 

This present prospective observational study was 

conducted in the Department of Obstetrics and 

Gynecology, World College of Medical Sciences 

Research and Hospital, Jhajjar. The Institute's ethics 

committee approved the study. Before the patient 

was enrolled in the trial, written consent was 

obtained. All females in age group 15 to 52 with 

adnexal masses (confirmed on clinical and 

ultrasound examination). All patients who were 

willing to participate in the study and who had 

adnexal masses on clinical examination and 

investigations were included. Any mass with a cause 

other than adnexal mass, such as subserosal fibroid 

or intestinal/mesenteric origin, and patients who 

refused to take part in the study were excluded. A 

thorough history and clinical examination, including 

a general and gynecological examination, were 

performed on each patient who was part of the 

study. Ultrasonography (and contrast-enhanced 

computerized tomography, if applicable) was used 

for imaging in addition to basic blood biochemistry 

and haematological studies. Relevant tumor markers 

were measured, including CA-125 in all cases, 

Alpha fetopotein, LDH, and beta HCG in patients 

under 35, and CEA if primary gastrointestinal 

cancer or Krukenberg'stumors were suspected. 

These studies led to a preliminary diagnosis, and the 

patient underwent surgery in accordance with the 

diagnosis. The Department of Pathology provided 

the final histopathological diagnosis. Risk of 

malignancy index (RMI) was associated with both 

the initial diagnosis and the final diagnosis 

following the histopathology report. A pre-made 

proforma was filled out with all the information, 

including the patient's demographics, presenting 

symptoms, examination results, investigations 

(imaging report, tumor markers), Risk Malignancy 

Score, surgical procedure and peroperative findings, 

and final histopathological report. The data was 

further entered into an excel sheet, statistical 

analysis was performed, and the findings were 

obtained in the form of mean and percentage. 

 

RESULTS 

 

The present study included 61 individuals who had 

adnexal masses, and the following findings were 

noted. One patient who had an adnexal mass on 

USG but had a degenerated sub-serosal fibroid on 

laproscopy—for which a myomectomy was 

performed—was removed from the study. The 

patients' ages ranged from 15 to 52, with a mean age 

of 38.34 years at observation. [Figure 1] 

 

 
 

Figure 1: Shows the age related incidence of Adnexal 

masses 

 

The majority of the patients were in the peri-

menopausal age range. Three patients, one with 

endometrioma, one with pure dysgerminoma, and 

one with serous cystadenoma, were in the adolescent 

age bracket. There were only two postmenopausal 

patients; one had benign ovarian tumors and the 

other had malignant ones. Abdominal pain was the 

most often reported symptom, followed by an 

abdominal lump. Four of the five patients who had 

an acute abdomen with an adnexal mass had an 

ectopic pregnancy, and one patient had an ovarian 

torsion [Figure 2]. It was discovered that unilateral 

masses were more prevalent than bilateral ones. Of 

the sixty-one patients, fifty-four had unilateral 

ovarian masses (29 on the left and 25 on the right), 

seven had bilateral masses, five of which had 

bilateral endometriomas, and two of which were 

malignant. 

 

 
Figure 2: Shows the symptomatology at presentation 

 

With the exception of one patient who complained 

of abdominal pain and had hydrosalpinx on USG, all 

of these instances were identified with an adnexal 

mass on clinical examination.  

52 (85.24%) of the 61 patients had benign aetiology, 

while 7 (11.47%) had malignant aetiology. [Figure 

3] 
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Figure 3: Shows the histopathological types of various 

Adnexal masses 

 

 
Figure 4: Shows the detailed histopathology of all 

benign cases 

Of the fifty-two cases with benign aetiology, ten had 

endometriosis, three had mucinous cystadenoma, 

and eleven had serous cystadenoma. Benign 

aetiologies were discovered in two cases that 

appeared to be cancerous. In one case, diagnosis was 

xantho-granulomatous ovary and in one patient there 

was a big mass with dense adhesions with increased 

CA-125 and was diagnosed as tuberculosis [fig.-4]. 

Two of the nine (14.75%) malignant cases were of 

the borderline variety [fig. 5]. There were two 

borderline cases one of borderline serous 

cystadenocarcinoma (50%) and borderline mucinous 

cystadenocarcinoma (50%), respectively [Table 1]. 

 

 
Figure 5: Shows the detailed histopathogy of all 

malignant cases 

 

 

Table 1: Histopathological details of Borderline cases 

Borderline N=2 

Borderline mucinous 1 (1.63%) 

Borderline serous 1 (1.63%) 

 

On histological examination, 55.6% of all malignant patients had an RMI score greater than 200, while 94.23% 

of benign cases had an RMI score less than 200 [Table 2]. Our series' specificity is 96.28% (95%CI=87.31% to 

99.54%) and sensitivity is 66.24% (95%CI=32.65% to 91.18%). 

 

Table 2: Shows the distribution of subjects by RMI less than/more than 200 

RMI Benign (n=52) Borderline(N=2) Malignant(n=9) 

<200 49 (94.23%) 1 (50.0%) 2 (22.2%) 

>200 03 (5.76%) 1 (50.0%) 5 (55.6%) 

 

DISCUSSION 

 

A prospective observational research of women 

experiencing pain from adnexal masses was 

eliminated from the study if the patient had a 

degenerated sub-serosal fibroid on laproscopy, 

which required a myomectomy. The demographic 

characteristics were similar to those reported by Koo 

et al. in 2011.[4] Women who have adnexal masses 

may exhibit acute symptoms such nausea, vomiting, 

and abdominal pain. Pain and nausea were the most 

prevalent symptoms in our study, which was 

consistent with previous research.[5] A few studies 

have been conducted on laparoscopic treatment of 

adnexal torsion both during and after pregnancy. 

Similar to our investigation, the majority of studies 

showed adult teratoma as the most prevalent 

tumor.[6,7] 

Pelvic examination is proven to be very sensitive for 

the diagnosis of adnexal mass, as we were able to 

detect the presence of the mass in all but one of the 

patients. Nevertheless, additional work-up was 

required. This is consistent with other research.[8] 

While we acknowledge that clinical examination 

always has its limitations, training should be 

comprehensive to diagnose or suspect these cases on 

clinical examination in developing nations like 

India, where investigation facilities are not always 

available in remote settings. This will allow for 

prompt and appropriate referral and early treatment. 

Although there are conflicting studies in the 

literature that show that the sensitivity of clinical 

examination in detecting adnexal masses is 

low,[9]we want to emphasize that clinical 
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examination is an essential component of 

diagnosing any adnexal mass and is always very 

informative if done carefully and precisely. 

However, further assessment and management plan 

investigations are required. Before beginning 

treatment, it is crucial to distinguish between benign 

and malignant masses.[10] RMIis a tried and tested 

method for this, and it is part of the protocol for all 

instances with adnexal masses at our institute. We 

discovered that it had a good predictive value in the 

current study as well,[11] as earlier investigations 

have also shown. Our series' sensitivity of 66.24% 

(95% CI=32.65% to 91.18%) and specificity of 

96.28% (95% CI=87.31% to 99.54%) are consistent 

with previous research that found 58% and 97% 

sensitivity and specificity, respectively.[12]Because 

RMI is straightforward, easy to use, inexpensive, 

and has a high predictive value, it is crucial to 

emphasize that its importance has not diminished 

despite the availability of other more recent tests 

and scoring systems. Even if there is only partial 

reperfusion following intraoperative detorsion, 

cautious surgery is currently advised for ovarian 

torsion. 

 

CONCLUSION 

 

In summary, these results imply that a thorough 

clinical examination, along with imaging and the 

application of case-appropriate tumor markers are 

necessary for the diagnosis of adnexal mass. To plan 

the best course of action, preoperative identification 

of benign or malignant masses is crucial. RMI has 

been shown to be a valuable tool for preoperative 

evaluation and subsequent management planning. 
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