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Summary

The aim of the present study is to study the accuracy
of the RMI to discriminate between benign lesions and
malignant adnexal masses in gynaecologic practice.

The main advantage of this method compared with
other diagnostic procedures is that the RMI is a simple
scoring system that can be applied directly into clinical
practice without the introduction of expensive or
complicated methods.

Ovarian tumours can occur at any age in a woman's life
but they differ in type, being mostly germ cell tumours
in childhood, functional cysts in the reproductive age
group and becoming increasingly malignant towards and
after menopause. Ovarian cancer is the leading cause of
death from gynaecologic malignancies. Most cases are

diagnosed at advanced stage where prognosis is poor.

Two groups of premenopausal (120 cases) and

postmenopausal (60 cases) were studied.

Each patient in this study was subjected to careful
history, examination for The Size, mobility and
consistency of the mass on the abdominal examination
and P.V. also laboratory examination for CA125,and

sonographic assessment.
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The Protocol of Risk of Malignancy Index

Ovarian tumours can occur at any age in a
woman's life but they differ in type, being mostly
germ cell tumours in childhood, functional cysts in
the reproductive age group and becoming
increasingly  malignant towards and after

menopause. (Parkash et al., 2004)

Ovarian cancer is the leading cause of death from
gynaecologic malignancies. Most cases are
diagnosed at advanced stage where prognosis is
poor. Several studies have demonstrated that
ovarian cancer patients operated by a gynaecologic
oncologist are more likely to undergo accurate
staging and optimal cytoreductive surgery compared
to patients who are operated by general

gynaecologists. (Vernooij et al., 2009)

The discriminative preoperative evaluation of

adnexal masses is rather complicated. A variety of
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diagnostic procedures is used, leading to a wide
variety of wvariables which can result in an
inaccurate interpretation of the nature of the adnexal

mass. (Van den Akker et al., 2009).

Efficiency of care for ovarian cancer patients can be
improved by standardizing this preoperative
evaluation. Jacobs et al., 1990 developed the Risk
of Malignancy Index (RMI) for referral of relevant
patients to gynaecologic oncologic centres. The
RMI was the first diagnostic model that combined
demographic, sonographic and biochemical data in

the assessment of patients with adnexal masses.

The main advantage of this method compared
with other diagnostic procedures is that the RMI is a
simple scoring system that can be applied directly
into clinical practice without the introduction of

expensive or complicated methods.
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Three definitions of RMI were compared; each
incorporated  menopausal  status,  ultrasound
characteristics of the adnexal mass, serum CA-125
level. The original definition of RMI (RMI 1) was
published by Jacob et al. in 1990. This was
modified and adjusted by Tingulstad et al., 1996
(RMI 2) and again in 7999 (RMI 3). The three
versions of the RMI have been validated
retrospectively and prospectively in different
clinical studies where a cut off value of 200 showed
the best discrimination between benign and
malignant adnexal masses, with high sensitivity and
specificity levels (sensitivity 51-90%, specificity
51-97%).

The RMI is calculated using the formula RMI
=M x US % serum CA 125. M refers to the patient’s
menopausal status, US refers to the ultrasound
score, and serum CA-125 is the assayed level

expressed in U/ml. For calculation of (RMI 1) and
(RMI 3), M =1 for premenopausal and M = 3 for
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postmenopausal; for (RMI 2), M = 1 for
premenopausal and M = 4 for postmenopausal.
Postmenopausal” status was assigned if the woman

had more than one year of amenorrhea.

The ultrasound score is calculated according to the
presence or absence of the following features:
multi-locularity of the ovarian mass, solid areas,
bilaterally, ascites, and extra-ovarian tumours
(metastases). For calculation of (RMI 1), the U is 0
if none of these features is present, 1 if one feature
is present, and 3 if two or more features are present.
In the (RMI 2) definition, the ultrasound score is 1
if none or one of these features is present, and 4 if
two or more features are present. For calculation of
(RMI 3), the ultrasound score is 1 if none or one of
the features is present, and 3 if two or more features
are present. A normal CA-125 level is defined as <
30 U/ml. More commonly, 30 =U/ml is used as a

cut-off point.
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A protocol was designed according to data from
validation of RMI by Davies et al 1993. for triaging
women into low risk when (RMI < 25), moderate
risk (RMI 25-250) and high risk when (RMI >
250).A cut-off of 250 was chosen as the threshold
for determining whether there was a high index of
malignancy, hence justifying surgical operation by

gynecological oncologist.

Introduction of the RMI would improve the
management of adnexal masses, with a higher
percentage of ovarian cancer patients that are
operated by a gynaecologic oncologist. At the same
time, referral of patients with non-invasive (benign
and borderline) lesions would be reduced. (Van den

Akker et al., 2009).

The aim of the present study is to study the accuracy
of the RMI to discriminate between benign lesions
and malignant adnexal masses in gynaecologic

practice.



