
Introduction

Adnexal masses are swollen structures located in the ad-

nexa of the uterus that are usually identified by radiologi-

cal imaging or pelvic examination. These structures can be

both asymptomatic and symptomatic, with the most com-

mon symptoms including distension of the abdomen and

palpable masses.

Differential diagnosis should include not only the imag-

ing of the relevant mass, but also an evaluation of the pa-

tient’s age, medical history, clinical condition, menopausal

state, and tumor markers, such as the cancer antigen 125

(CA 125) [1]. Although intraoperatively obtained sections

of those structures suspected of being adnexal masses are

important for effective clinical identification and manage-

ment, a definite diagnosis should be based on postopera-

tive histology [2]. For low malignancy risk adnexal masses,

laparoscopy is considered as the standard technique for di-

agnosis and treatment [3].

Using laparoscopy for adnexal masses can be associated

with various problems such as tumor spillage, incorrect di-

agnosis, and failure to carry out the debulking procedure

and/or staging adequately [4].However, compared with con-

ventional laparotomy approaches, laparoscopy does provide

a number of advantages, such as a smaller incision size, re-

duced loss of blood, improved recovery, and better visuali-

zation. Another potential advantage is the decrease in the

time interval required before initiating adjuvant chemother-

apy in patients with ovarian malignancies [5].

The aim of the present study was to distinguish adnexal

masses as benign and malignant, and to thereby identify the

suitable surgical method for these masses, in pre-

menopausal women, by retrospectively evaluating over a

ten-year period, the diagnostic parameters, such as serum

CA 125 and transvaginal ultrasonography (TVS), in com-

bination with the presence of ascites in the abdomen. 

Materials and Methods

The study was conducted in 255 premenopausal patients diag-

nosed with adnexal masses who had been admitted to the

Gaziantep University Faculty of Medicine, Clinic of Gynecology

and Obstetrics between January 2003 and January 2013. This

study was approved by Institutional Ethics Committee of

Gaziantep University with project number 2014/389. Data col-

lected from these patients included age, menopausal state, infor-

mation regarding the presence of ascites, ultrasound findings, and

serum CA 125 levels. The TVS examination was performed ac-
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cording to the Sassone et al. criteria [6]. Sassone et al. had previ-

ously investigated the use of an ultrasound scoring system for pre-

dicting ovarian malignancies. The variables used by Sassone et
al. in this system were echogenicity, adnexal mass inner wall

structure, adnexal mass wall thickness, and septa presence and

thickness. Patients whose medical records lacked detailed ultra-

sound information were not included in the study. All the patients’

histopathological results were recorded postoperatively.

Statistical analysis
Sensitivity, specificity, and the area under the curve (AUC) val-

ues, were calculated to determine the effectiveness of different

methods in distinguishing malignant and benign masses. Logistic

regression analysis was used to identify the variables that might

be used for predicting malignancy. Analyses were performed

using the MedCalc 14.8.1 and the SPSS 22 programs. P values <

0.05 were considered as statistically significant.

Results

Eighty-four (32.9%) of the 255 patients had malignant

pathology reports, while 171 (67.1%) had benign pathol-

ogy reports (Table 1). The most commonly observed histo-

logical types in the malignant group were serous epithelial

cancers (32.2%), while the most commonly observed types

in the benign group were endometriomas (26.5%) and

serous cystadenomas (20%). In the malignant group, bor-

derline tumors were observed in 11.5% of the patients. The

mean age of the women included into the study was 32.79

± 8.11 (range: 18-51) years. Based on the criteria men-

tioned above, 152 patients were treated by laparoscopy

based on a strong suspicion of benign mass, while 103 pa-

tients were treated by laparotomy, based on a strong suspi-

cion of malignant mass. Based on the TVS results, three

malignant masses were reported postoperatively in the pa-

tient group strongly suspected to have having benign

Table 1. — The histopathologic results of benign and ma-
lignant cases.
Group Pathology Number of Percentage

cases (n) (%)

BENIGN

Endometrioma 40 23.4

Serous cystadenoma 33 19.2

Mucinous cystadenoma 19 11.1

Seromucinous cystadenoma 8 4.7

Mature cystic teratoma 22 12.8

Haemorrahagic cyst 24 14

Follicular cyst 10 5.8

Fibroma 8 4.7

Leiomyoma 5 2.9

Struma ovary 2 1.1

Total 171 100

MALIGNANT

Serous epithelial 25 29.7

Mucinous epithelial 7 8.3

Endometrioid 4 4.7

Clear cell 1 1.2

Non-Hodgkin lymphoma 1 1.2

Krukenberg 3 3.6

Carsinosarcoma 1 1.2

Dysgerminoma 1 1.2

Immature teratoma 2 2.4

Embryonic 1 1.2

Granulosa cell 13 15.4

Sertoli cell 1 1.2

Metastatic 7 7.1

Borderline serous 6 7.1

Borderline mucinous 2 2.4

Borderline seromucinous 2 2.4

Malignant mixed germ cell 1 1.2

Leiomyosarcoma 5 5.9

Squamous cell 1 1.2

Total 84 100

Table 2. — Positive and negative predictive values according to the pathology results based on ultrasonography, the pres-
ence of acid in the abdomen, and the type of operation.

Pathology n (%)

PPV (95 CI %) NPV (95% CI)

Malignant Benign

USG

Malignant 81 (94.2) 5 (5.8)

94.19 (86.95 - 98.09) 98.22 (94.90 - 99.63)

Benign 3 (1.8) 166 (98.2)

Acid in the abdomen

Yes 64 (80.0) 16 (20.0)

80.00 (69.56 - 88.11) 88.57 (82.90 - 92.88)

No 20 (11.4) 155 (88.6)

Type of operation

Laparotomy 82 (79.6) 21 (20.4)

79.61 (70.54 - 86.91) 98.68 (95.33 - 99.84)

Laparoscopy 2 (1.3) 150 (98.7)

PPV: positive predictive value; NPV: negative predictive value; CI: confidence Interval.

Table 3. — Logistic regression model for differentiating malignant and benign masses.

Variables Malign (n=84) Benign (n=171) p Odds

95% confidence interval

Lower limit Upper limit

Mass size (cm) 11.29 ± 5.87 6.64 ± 3.11 0.046 1.095 1.002 1.196

Age (years) 37.53 ± 8.02 30.46 ± 7.09 0.002 1.084 1.031 1.140

CA 125 (U/ml) 226.83 ± 1097.06 33.39 ± 27.49 0.332 1.003 0.997 1.009

Ascites in the pelvis/abdomen 64 (76.2%) 16 (9.4%) 0.001 14.470 6.251 33.495
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masses, while five benign masses were reported postoper-

atively in the patient group strongly suspected to have ma-

lignant masses. An evaluation of our diagnostic method

showed that the TVS has a positive predictive value (PPV)

of 94.19% in identifying malignant masses, and a negative

predictive value (NPV) of 98.22% in identifying benign

masses. The presence of acid in the abdomen was found to

be associated with a PPV of 80% for malignant masses, and

an NPV of 88.57% for benign masses. In this study, 79.6%

of the patients suspected to have malignant masses under-

went laparotomy, while 98.7% of those suspected to have

benign masses underwent laparoscopy (Table 2). In addi-

tion, using age, CA 125, and the presence of ascites in the

abdomen, as variables for diagnosis, showed that the pres-

ence of ascites increased the risk of malignancy by 14.47

times, while an increase of one unit in age increased this

risk by 1.084 times. An increase in one cm in mass size was

associated with a 1.095-times increase in malignancy risk,

while the CA 125 values did not have a significant effect on

malignancy risk (Table 3). ROC curve analysis was applied

to test the effectiveness of the mass size and age variables

in distinguishing malignant and benign masses during di-

agnosis. AUC was determined as 0.758 ± 0.035 (p = 0.001)

for mass size, and 0.746 ± 0.034 (p = 0.001) for age. The

sensitivity and specificity values for malignancy diagnosis

in masses larger than eight cm were 60.71 (95% CI = 49.5

- 71.2) and 88.89 (95% CI = 83.2 - 93.2), respectively (Fig-

ure 1). For the mass size variable, the sensitivity value for

distinguishing malignant masses was not statistically sig-

nificant. On the other hand, the sensitivity and specificity

values for malignancy diagnosis in patients above 35 years

of age were 67/86 (95% CI = 56.8 - 77.6) and 77.19 (95%

CI = 70.2 - 83.3), respectively (Figure 2).

Discussion

The adnexa encompasses the fallopian tubes, ovaries, and

broad ligament, along with its associated structures. Dif-

ferential diagnosis for adnexal masses is a complex process,

involving the consideration of endometriomas, functional

cysts, malignant and benign masses in the ovaries, and

other tissues adjacent to the adnexa and infectious lesions

such as tubo-ovarian abscesses or hydrosalpinx. Patient age

plays an important role in the etiology of adnexal masses

[7]. Differential diagnosis shows greater variability in pre-

menopausal women, and it is possible for both malignant

and benign tumors to occur in a number of organs. Most

adnexal masses in premenopausal women are of a benign

nature, with malignancies observed in 7% to 13% of these

women [8]. In the present case series, malignant masses oc-

curred at a rate of 32.9%. In these reproductive age women,

the most frequently encountered type of adnexal masses are

functional cysts, while the most commonly diagnosed ad-

nexal mass neoplasms are benign cystic teratomas [8]. In

the present case series, endometriomas were the most com-

mon benign masses (23.4%), while serous epithelial ovar-

ian cancers (29.7%) were the most common malignant

masses. Since the surgical approaches used for ovarian tu-

mors and borderline tumors are similar, the latter are also

considered within the group of malignant adnexal masses

Figure 1. — ROC curve analysis for mass size (AUC = 0.758 ±

0.035, p = 0.001).

Figure 2. — ROC curve analysis for age (AUC = 0.746 ± 0.034,

p = 0.001).
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[9]. The laparoscopic approach is restricted to adnexal

masses smaller than ten cm, mainly because of the risk of

finding malignant ovarian tumors. While adnexal mass size

is an independent predictor of malignancy risk [10], the ma-

jority of the larger ovarian tumors are determined to be be-

nign. In a previous study conducted prospectively in 1,304

female patients with unilocular cysts, who underwent sur-

gery over a period of ten years, 93.2% of the patients with

≥ eight cm masses exhibited a benign pathology [11]. In

the present study, the sensitivity and specificity values for

malignancy diagnosis in masses larger than eight cm were

60.71 (95% CI = 49.5 - 71.2) and 88.89 (95% CI = 83.2 -

93.2), respectively.

In ovarian cancers, prognosis is strongly associated with

the stage of diagnosis. For this reason, there is an empha-

sis on the improving early detection in these cancers [12].

The preoperative assessment of adnexal masses currently

comprises physical examination, medical history, labora-

tory tests such as CA 125, and imaging techniques such as

TVS. Following current preoperative screening methods,

the risk of identifying an unexpected malignant ovarian

tumor varies between 0.9% to 13% [13]. In agreement with

these ratios, in the present study, malignancies were iden-

tified in 1.8% of cases with TVS, and in 11.4% of cases in

the absence of ascites in the abdomen. 

One of the most effective methods for evaluating and di-

agnosing adnexal masses is pelvic ultrasound imaging. While

initial studies ascribed a relatively low discriminatory power

to pelvic ultrasound imaging, high sensitivity and specificity

values as high as 0.92 and 0.98, respectively, have recently

been observed in special centers [14]. This increase in dis-

criminatory power could be associated with technical im-

provements in ultrasound equipment, as well as in the

growing experience of operators in the use of these devices. 

A pioneering study performed by Sassone et al. [6] in-

vestigated the use of a scoring system based on ultrasounds

for predicting the presence ovarian malignancies. Within

the frame of this study, surgical and pathological findings

for 143 patients were compared with their TVS images. The

variables used by Sassone et al. in their system were

echogenicity, adnexal mass inner wall structure, adnexal

mass wall thickness, and septa presence and thickness. The

scoring system developed by Sassone et al. could effec-

tively distinguish malignant masses from benign ones, and

was determined to have sensitivity and specificity values

of 100% and 83%, respectively. The PPV and NPV of the

scoring system were determined as 37% and 100%, re-

spectively. A number of different scoring systems have

been developed to date, with sensitivity and specificity val-

ues ranging from 74% to 96% and from 23% to 80%, re-

spectively [15]. In agreement with the literature, the present

study findings indicated that TVS is the most effective and

useful diagnostic method. Based on the TVS results, three

malignant masses were reported postoperatively in the pa-

tient group strongly suspected to have benign masses, while

five benign masses were reported postoperatively in the pa-

tient group strongly suspected to have malignant masses,

and evaluation of the present diagnostic method showed

that the TVS has a PPV of 94.19% in identifying malignant

masses, and a NPV of 98.22% in identifying benign

masses. The presence of acid was determined to be associ-

ated with a PPV of 80% for malignant masses, and an NPV

of 88.57% for benign masses. In the present study, the most

important limitations concerning the use of the TVS were

the subjective assessments resulting from different persons

performing the ultrasound examinations, and the difficul-

ties in diagnosing borderline tumors.

There are currently no markers with adequately high sen-

sitivity and specificity values for epithelial ovarian cancer

diagnosis. Although CA 125 is commonly used for distin-

guishing malignant tumors from benign ones, its false pos-

itive and sensitivity values range from 14% to 36% and

50% to 83%, respectively, when an upper normal value of

35 U/ml is used [16]. Also, in the present study, CA 125

values did not have a significant relationship with malig-

nancy risk in premenopausal patients with adnexal masses

(p = 0.332). It has been nearly 30 years since laparoscopic

management was first introduced for managing adnexal

masses. Since then, laparoscopy has become the main sur-

gical method for the management of benign neoplasms in

the ovaries, and is gradually replacing laparotomy. An im-

portant advantage of employing laparoscopy for managing

adnexal masses is that it prevents unnecessary laparotomies

and over-treatment [17]. In a study performed in a large se-

ries of premenopausal women whose adnexal masses were

managed laparoscopically, Nezhat et al. reported that la-

paroscopic visualization of the whole peritoneal cavity and

using frozen section analyses were the most effective

means for identifying malignancies [18]. Laparoscopy thus

appears to be a reliable and safe method for diagnosing and

treating adnexal masses – on the condition that it is per-

formed carefully and in line with basic cancer surgery prin-

ciples [7].

In the present study, adnexal masses considered as being

benign, based on diagnostic methods such as CA 125 and

TVS, and in combination with the presence or absence of

ascites, were surgically treated with laparoscopic methods,

while adnexal masses considered as being malignant were

surgically treated with laparotomy methods. Retrospective

evaluation of pathology results revealed that 98.7% of pa-

tients reported as benign have been treated with la-

paroscopy, while 79.6% of patients reported as malignant

were treated with laparotomy. It has been reported that

careful preoperative screening is associated with a fairly

low (2%) occurrence of malignancy in laparoscopic evalu-

ations [19]. The results of the present study were in agree-

ment with those of the literature (1.3%).

Owing to the gradual improvement of laparoscopy meth-

ods, it appears possible that laparoscopy might eventually be

used as a singular technique for both diagnosing and treat-
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ing adnexal masses. However, a number of studies have

highlighted certain risks and problems concerning laparo-

scopic techniques [20, 21], which include: (a) potential rup-

ture and spillage of cysts; (b) intraperitoneal dissemination

of the tumor; (c) metastases to port site; and (d) problems in

identifying malignancies in the ovaries and/or the inability

to continue with the laparotomy in the case of cancer diag-

nosis, along with the delay in appropriate treatment. Thus,

an important issue with these types of surgery is the possi-

bility of poor ovarian cancer management [7]. Maiman et
al. reported that even a four-week delay between initial di-

agnosis, to the full the staging of an incidentally-identified

ovarian tumor, can negatively affect prognosis [22].

In cases where a mass is suspected of being malignant,

based on clinical examination, CA 125 levels, and ultra-

sound data, laparoscopy is generally contraindicated. How-

ever, there are reports on ovarian cancer staging and

management through laparoscopy techniques [23-25]. A

number of studies retrospectively investigating laparo-

scopic pelvic mass management described complication ra-

tios varying between 0% and 10%, which are fairly low

ratios. Higher ratios of complication are observed in cancer-

suspected masses [26, 27]. Three previously conducted

clinical trials, involving 394 patients and based on a ran-

domized study design, performed comparisons between la-

paroscopy and laparotomy methods among women

diagnosed with benign masses in the pelvis [27-29]. In

these studies, the ratio of conversion from laparoscopy to

laparotomy was only between 0% and 1.5%, with most of

these conversions being performed based on endoscopic

suspicions of malignancy. Intraoperative cyst rupture ratios

between laparoscopy and laparotomy were closely similar.

All three studies also reported that laparoscopy was asso-

ciated with a significant decrease in the duration of hospi-

tal stay, as well as in postoperative pain, perioperative

morbidity, and surgery duration, compared with laparo-

tomy.

Conclusion

In recent years, laparoscopy is being used extensively for

gynecological surgery. While the majority of adnexal

masses prove to be of a benign nature, diagnosis should

first focus on ruling out the possibility of a malignancy. The

present authors recommend using TVS and CA 125, along

with an evaluation of menopausal status and ascites, as an

effective approach for diagnosing adnexal masses, and also

for determining the proper surgical method to follow. On

the other hand, the assessment of serum CA 125 does not

appear to be a reliable or effective diagnostic approach for

the identification of adnexal masses in premenopausal age

women. Laparoscopy is more advantageous than laparo-

tomy in variety of ways: in addition to being far less inva-

sive, it is also associated with less pain during the

postoperative period, shorter recovery periods, and a de-

creased incidence of intra-abdominal adhesions following

surgery. The present authors believe that laparoscopic

methods represent the best approach for the treatment of

benign adnexal masses in premenopausal women. There

are, nevertheless, certain studies that suggest that laparo-

scopic staging might be preferable for ovarian malignan-

cies [3]. Thus, laparotomy should be considered as an

option for evaluating adnexal masses where there are strong

preoperative indications that the mass might be malignant

[30]. 

Acknowledgements

This study was presented as an oral presentation at the

14

th

Turkish National Congress of Oncology, 2014, An-

talya, Turkey (The Journal of 14

th

Turkish National Con-

gress of Oncology, November 2014, SS-04, 65.

References

[1] Griffin N., Grant L.A., Sala E.: “Adnexal masses: characterization

and imaging strategies”. Semin. Ultrasound. CT MR., 2010, 31, 330.

[2] Pados G., Tsolakidis D., Bontis J.: “Laparoscopic management of

the adnexal mass”. Ann. N. Y. Acad. Sci., 2006, 1092, 211.

[3] Possover M., Krause N., Plaul K., Kühne-Heid R., Schneider A.:

“Laparoscopic para-aortic and pelvic lymphadenectomy: experience

with 150 patients and review of the literature”. Gynecol. Oncol.,
1998, 71, 19.

[4] Duggal B.S., Tarneja P., Sharma R.K., Rath S.K.: “Laparoscopic

management of adnexal masses”. Med. J. Armed Forces India, 2004,

60, 28.

[5] Nezhat F.R., Ezzati M., Chuang L., Shamshirsaz A.A., Rahaman J.,

Gretz H.: “Laparoscopic management of early ovarian and fallopian

tube cancers: surgical and survival outcome”. Am. J. Obstet. Gy-
necol., 2009, 200, 83.

[6] Sassone A., Timor-Tritch I., Artner A., Westhoff C., Warren W.B.:

“Transvaginal sonographic characterization of ovarian disease: eval-

uation of a new scoring system to predict ovarian malignancy”. Ob-
stet. Gynecol., 1991, 78, 7.

[7] Pejovic T., Nezhat F.: “Laparoscopic management of adnexal masses

the opportunities and the risks”. Ann. N. Y. Acad. Sci., 2001, 943,

255.

[8] Disaia P.J., Creasman W.T.: “The adnexal mass and early ovarian

cancer”. In: Clinical Gynecologic Oncology. Fifth ed.. St. Louis:

Mosby, 1997, 253.

[9] Cadron I., Leunen K., Van Gorp T., Amant F., Neven P., Vergote I.:

“Management of borderline ovarian neoplasms”. J. Clin. Oncol.,
2007, 25, 2928.

[10] Timmerman D., Testa A.C., Bourne T., Ferrazzi E., Ameye L., Kon-

stantinovic M.L., et al.: “Logistic regression model to distinguish

between the benign and malignant adnexal mass before surgery: a

multicenter study by the International Ovarian Tumor Analysis

Group”. J. Clin. Oncol., 2005, 23, 8794.

[11] Ekerhovd E., Wienerroith H., Staudach A., Granberg S.: “Preopera-

tive assessment of unilocular adnexal cysts by transvaginal ultra-

sonography: a comparison between ultrasonographic morphologic

imaging and histopathologic diagnosis”. Am. J. Obstet. Gynecol.,
2001, 184, 48.

[12] Bell R., Petticrew M., Sheldon T.: “The performance of screening

tests for ovarian cancer: results of a systematic review”. Br. J. Obstet.
Gynaecol., 1998, 105, 1136.

[13] Muzi L, Angioli R, Zullo M, Panici PB.: “The unexpected ovarian

malignancy found during operative laparoscopy: incidence, man-

agement, and implications for prognosis”. J. Min. Invasive Gynecol.,

376



H.C. Ozcan, O. Balat, M.G. Ugur, S. Kul, Z. Bozdag, S. Sucu, I. Keklikcioglu

2005, 12, 81– 89. 

[14] Guerriero S., Alcazar J.L., Pascual M.A., Ajossa S., Gerada M.,

Bargellini R.: “Intraobserver and interobserver agreement of

grayscale typical ultrasonographic patterns for the diagnosis of ovar-

ian cancer”. Ultrasound Med. Biol., 2008, 34, 1711.

[15] Grab D., Flock F., Stohr I.: “Classification of asymptomatic adnexal

masses by ultrasound, magnetic resonance imaging, and positron

emission tomography”. Gynecol. Oncol., 2000, 77, 454.

[16] Knudsen U.L., Tabor A., Mosgaard B., Andersen E.S., Kjer J.J.,

Hahn-Pedersen S.: “Management of ovarian cysts”. Acta Obstet. Gy-
necol. Scand., 2004, 83, 1012.

[17] Parker W.H., Berek J.S.: “Laparoscopic management of the adnexal

mass”. Obstet. Gynecol. Clin. N. Am, 1994, 21, 79.

[18] Nezhat F.R., Nezhat C.H., Welander C.E., Benigno B.: “Four ovar-

ian cancers diagnosed during laparoscopic management of 1011

women with adnexal masses”. Am. J. Obstet. Gynecol, 1992, 167,

790. 

[19] Whiteside J.L., Keup H.L.: “Laparoscopic management of the ovar-

ian mass: a practical approach”. Clin. Obstet. Gynecol., 2009, 52,

327.

[20] Hulka J.T., Parker W.H., Surrey M.W., Phillips J.M.: “American As-

sociation of Gynecologists and Laparoscopists. Survey of manage-

ment of ovarian masses in 1990”. J. Reprod. Med., 1992, 37, 599.

[21] Mais V., Ajossa S., Guerriero S., Mascia M., Solia E., Melis G.B.:

“Laparoscopic versus abdominal myomectomy:a prospective ran-

domized trial to evaluate benefits in early outcome”. Am. J. Obstet.
Gynecol., 1996, 174, 654.

[22] Maiman M., Seltzer V., Boyce J.: “Laparoscopic excision of ovarian

neoplasms subsequently found to be malignant”. Obstet. Gynecol.,
1991, 77, 563.

[23] Fauvet R., Boccara J., Dufournet C., Poncelet C., Darai E.: “La-

paroscopic management of borderline ovarian tumors: results of a

French multicenter study”. Ann. Oncol., 2005, 16, 403. 

[24] Lecuru F., Desfeux P., Camatte S., Bissery A., Blanc B., Querleu D.:

“Impact of initial surgical access on staging and survival of patients

with stage I ovarian cancer”. Int. J. Gynecol. Cancer, 2006, 16, 87. 

[25] Chi D.S., Abu-Rustum N.R., Sonoda Y., Ivy J., Rhee E., Moore K.,

et al.: “The safety and efficacy of laparoscopic surgical staging of ap-

parent stage I ovarian and fallopian tube cancers”. Am. J. Obstet. Gy-
necol., 2005, 192, 1614.

[26] Mendilcioglu I., Zorlu C.G., Trak B., Ciftci C., Akinci Z.: “Laparo-

scopic management of adnexal masses: Safety and effectiveness”. J.
Reprod. Med., 2002, 47, 36. 

[27] Serur E., Emeney P.L., Byrne D.W.: “Laparoscopic management of

adnexal masses”. JSLS, 2001, 5, 143. 

[28] Fanfani F., Fagotti A., Ercoli A., Bifulco G., Longo R., Mancuso S.,

et al.: “A prospective randomized study of laparoscopy and minila-

parotomy in the management of benign adnexal masses”. Hum Re-
prod., 2004, 19, 2367–71.

[29] Deckardt R., Saks M., Graeff H.: “Comparison of minimally inva-

sive surgery and laparotomy in the treatment of adnexal masses”. J.
Am. Assoc. Gynecol. Laparosc., 1994, 1, 333. 

[30] Berman M., Randall-Whitis L.: “Management of adnexal masses.

ACOG Practice Bulletin No. 83”. Obstet. Gynecol., 2007, 110, 201.

Corresponding Author:

H.C. OZCAN, M.D.

Gaziantep University, Faculty of Medicine 

Dpt. of Obstetrics and Gynecology

En route to Kilis

Sahinbey, Gaziantep (Turkey)

e-mail: ozcan.caglayan8@hotmail.com

377


