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ABSTRACT
Objective: The aim of this study is to compare prospectively CA 125, CA72-4, risk of malignancy index (RMI) and DePriest morphological scoring system in
differentiation between benign and malignant adnexal masses.
Method: Data of 116 cases operated due to adnexal mass were analyzed. Blood samples were taken from the patients for CA 125 and CA 72-4 before the
operation. In ultrasonographic examination, risk of malignancy index (RMI) and DePriest morphological scoring system were used. SPSS 22.0 (Statistical Package
for Social Sciences) for Windows program was used for analyses.
Results: The mean age was 53.8±5.4 years in malignant group which was significantly higher than the mean age of benign group (43.3±5.5 years). However, the
weight, body mass index (BMI), gravidity and parity rates were similar and not statistically significant. CA 125, CA 72-4, RMI and DePriest morphological scoring
system were significantly higher in malignant group than benign group (p<0,05). Pelvic pain was the most common admission complaint (56%: n=65) followed
by referral from another hospital (32.7%: n=38). Benign masses were reported in 88 (75,9%), and malignant masses in 28 (24,1%) of 116 patients. Endometrioma
(n=19, 16,3%) and serous cystadenoma (n=19, 16,3%) were the most common pathological entities in the benign group, while serous cystadenocarcinoma (n=13
11,2%) was the most common pathological entity in the malignant group.
Conclusion: CA72-4 did not have enough effectivity to predict the results of pathology in adnexal masses because of its low sensitivity. Significant efficiency of
RMI and CA 125 were monitored. DePriest morphological scoring system was found to be more effective than CA 125, CA 72-4 and RMI in differentiation between
benign, and malignanat adnexal masses.
Keywords: CA 125, CA 72-4, risk of malignancy index, adnexal mass
ÖZ
Amaç: Bu çalışmada CA 125, CA 72-4, malignite risk indeksi (RMI) ve DePriest morfolojik skorlama sisteminin benign-malign adneksiyal kitle ayrımında prospektif
olarak karşılaştırılması amaçlanmıştır.
Yöntem: Adneksiyel kitle nedeniyle opere olan 116 hastanın verileri incelendi. Operasyon öncesi hastalardan CA 125 ve CA 72-4 için kan alındı. USG değerlendirmesinde malignite risk indeksi (RMI) ve DePriest morfolojik skorlama sistemi kullanıldı. Analizlerde SPSS 22.0 (Statistical Package for Social Sciences) programından yararlanıldı.
Bulgular: Malign hasta grubunda yaş ortalaması 53,8±5,4 saptandı ve benign gruptaki hastaların yaş ortalamasına (43,3±5,5) göre istatistiksel olarak anlamlı
yüksekti. Ancak her iki grubun da kilo, VKİ, gravida ve parite oranları benzerdi ve istatistiksel olarak anlamlı değildi. Malign olan grupta CA 125 ve CA 72-4 değerleri, RMI ve DePriest skoru benign olan gruptan anlamlı (p<0,05) olarak daha yüksekti. Hastaneye geliş şikayetlerinde %56 (n=65) ile ilk sırada pelvik ağrı gelirken
onu %32,7 (n=38) ile başka merkezden referans ile yönlendirilme izlemekteydi. Hastaların %75,9’unda (n=88) histopatolojik değerlendirmede sonuçların benign,
%24,1’inde (n=28) ise malign olduğu görüldü. Benign grupta en sık (n=19 %16,3) endometrioma ve (n=19 %16,3) seröz kistadenom görülürken, malign grupta ise
seröz adenokarsinom en sık (n=13 %11,2) saptanan over tümörü oldu.
Sonuç: Sensitivitesinin düşük olması sebebiyle CA72-4 adneksiyel kitlelerde patoloji sonucunu öngörmede yeterli bulunmamıştır. RMI ve CA 125’in anlamlı etkinliği gözlenmiştir. Çalışma sonucunda malignite öngörüsünde tek başına değerlendirildiğinde Depriest skorlama sisteminin CA 125, CA 72-4 ve RMI skorlama sisteminden daha etkin olduğu izlenmiştir.
Anahtar kelimeler: CA 125, CA 72-4, malignite risk indeksi, adneksiyal kitle
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IntroductIon
Adnexal masses develop from the uterus, ovary, tuba
or surrounding tissue. They are benign., and largely
ovarian neoplasms. Surgery is applied to 5-10% of
women throughout their life due to ovarian neoplasia. Malignancy is detected in 13-21% of these
women (1). According to the United States (USA)
data, approximately 300,000 women are hospitalized each year due to adnexal masses (2). The most
important preoperative issue is to evaluate the possibility of ovarian cancer, except for patients who
come with emergency findings. Ovarian cancer is the
leading cause of gynecological cancer-related deaths.
Most of the patients are in their postmenopausal
period. The incidence of ovarian cancer in women
aged 20-49 is 1.6-16 / 100000 and 0.7-14 / 100000 in
adolescents under 20 years of age (3). Ovarian cancer
is the seventh most common cancer and the fifth
most common cause of death among all cancers in
women, according to USA data (4).
Many laboratory examinations, imaging methods or
their combined use have been determined or are
currently being studied in order to evaluate patients
with adnexal masses in terms of presence of malignancy. In the embedding method, tumor diameter
(>50 mm), thick septa, wall thickness, solid component, contrast enhancement, invasion, acid and
bilaterality are used in the distinction of malignancy,
and the presence of 3 or more criteria is considered
significant (5). CA 125, a glycoprotein antigen, is
found in the celilomic epithelium, amniotic fluid,
pleura, peritoneum, pericardium, bronchial and cervical secretion of normal adults. While it is not found
in normal adult ovarian tissue, it is detected in 80%
of epithelial ovarian cancers (6). CA 72-4 is a glycoprotein surface antigen found in colon, gastric and ovarian cancers. It increases in 67% of ovarian cancers
and its sensitivity is higher for mucinous tumors (7).
The malignancy risk index (RMI) published by Jacobs
et al. in 1990 is known as a model used in the differentiation between malignant, and benign adnexal
masses and in which ultrasound, RMI score, serum
CA 125 and menopausal status are evaluated in combination (8). Another scoring system is DePriest’s
3-criteria morphological scoring system. In this system, by recording the ovarian volume, cyst wall
structure and septa structure, a prediction can be
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made without using additional laboratory methods
(9)
. In our study, we aimed to compare CA 125, CA
72-4, malignancy risk index (RMI) and DePriest morphological scoring systems prospectively.
MATERIAL and METHOD
Ethics committee approval was obtained from the
Ethics Committee of Medeniyet University Göztepe
Training and Research Hospital. In this study, 126
patients who were scheduled for an operation with
a diagnosis of adnexal mass between September
2014 and December 2015 in the Obstetrics and
Gynecology Clinic were evaluated. The study was
designed as a prospective cohort study. The nonpregnant patients without a biopsy history from the
adnexal mass, or undergoing ovulation induction
process and voluntarily giving consent to the study
were included in the study . Patients with a history of
malignancy were excluded. Voluntary informed consent was obtained from a total of 126 patients. Ten
patients were excluded from the study. Blood tests
of 4 patients were taken inappropriately, 4 patients
refused to undergo surgery, 1 patient had a history
of colon cancer, 1 patient had a history of rectal cancer. Age, body mass index (BMI), pregnancy and
number of births (parities) CA 125 and CA 72-4 values and ultrasonography findings of 116 patients
were recorded in accordance with RMI and DePriest
scoring systems.
Technical data
In the ultrasonographic evaluation, 5-2 Mhz convex
abdominal and 9-5 Mhz endovaginal probes were
used with Sonoscape S11 3D ultrasound device. All
ultrasonographic evaluation was done by a single
clinician. RMI score; The ultrasound score (U), menopause score (M) and serum CA 125 values were
recorded and calculated with the formula [U] x [M] x
[CA 125] (Table 1). Two hundred or more values were
interpreted in favor of malignant mass. DePriest
score was determined by evaluating ovarian volume,
cyst wall structure and septa structure (Table 2).
Ovarian volume was calculated with the ellipsoid
formula (length x height x width x 0.523). If total
score calculated for volume + cyst wall + septa structure score was ≥ 5, then the results were evaluated
in favor of a malignant mass. After 8-12 hours of fasting, blood samples were drawn into anticoagulant-
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(Statistical Package for Social Sciences) program was
used in the analysis. The level of statistical significance was set at p<0.05.

Table 1. Risk of malignancy index (RMI).
RMI 1*
Menopausal condition (M)

Premenopausal: 1
Postmenopausal: 3

Ultrasonography findings (U)
Multilocular cyst
Solid field
Bilaterality
Ascites
Metastasis
Serum CA 125

No feature: 0
1 feature: 1
>1 feature: 3
Serum CA 125 level

*RMI 1: The risk of malignancy index, Jacobs et al. published in 1990.

free gel tubes. After waiting for no more than 1 hour
at room temperature, their serums were separated
by centrifugation at 2500 rpm for 10 minutes.
The obtained serums were portioned into 1.5 mL
Eppendorf tubes and stored at -80°C until analysis.
All analyzes were performed simultaneously. The
laboratory team conducting the studies were blinded
about patient information. Serum CA 125 and CA
72-4 measurements were made using the Modular
E170 analyzer (Roche Diagnostics GmbH, Germany)
by electrochemiluminescence method. Normal values for CA 125 (<35 U/ml), CA 72-4: (0-4 U/mL) were
taken into consideration during assessments.. The
pathology results of the patients after surgery were
compared to the measurements of CA 125, CA 72-4
in blood samples stored at -80 degrees, with the RMI
and DePriest scoring system.
Statistics
Mean, standard deviation, median lowest, highest,
frequency and ratio values were used in the descriptive statistics of the data. The normality of distribution of variables was evlauated by Kolmogorov
-Smirnov test. In the analysis of quantitative data,
Mann-Whitney U test was used. Chi-square test was
used in the analysis of qualitative data. SPSS 22.0

RESULTS
In the evaluation of data of 116 patients, the mean
age was 45.9±11.9 years (min 21-max 70). The mean
age of the malignant group was 53.8±5.4 years
which was statistically significantly higher than the
mean age of the patients in the benign group
(43.3±5.5 years). However, the weight, BMI, gravida
and parity ratios of both groups were similar and
were not statistically significant. CA 125, CA 72-4,
RMI and DePriest scores in the malignant group
were significantly higher (p<0.05) than the benign
group. Demographic characteristics, CA 125, CA 72-4
values, RMI and DePriest scores of the patients
according to benign and malignant groups are given
in Table 3.
Pelvic pain was the most frequent admission complaint (56%:=65) followed by referral from another
center (32.7%:n=38). Adnexal mass was detected
incidentally in 6 patients (5.1%) in routine gynecological examination. Mass, amenorrhea and vaginal
bleeding were less likely causes of application to the
hospital. In histopathological evaluation in 75.9%
(n=88) of the patients, benign, and in 24.1% (n=28)
patients malignant (borderline ovarian tumor was
included in the malignant group) masses were
detected. In the benign group (n=19 16.3%), endometrioma and (n=19 16.3%) serous cystadenoma
were the most common pathologies, while in the
malignant group, serous adenocarcinoma was the
most common (n=13 11.2%) ovarian tumor. The
patients in the malignant group were in Stages 1
(n=18: 15.5%), 3 (n=9: 7.8%), and 4 (n=1: 0.9%).
Other benign pathological diagnoses were mature
cystic teratoma, follicle cyst, corpus luteum cyst,
mucinous cystadenoma, leiomyoma, struma ovarii,

Table 2. DePriest morphological scoring system.
Parameters
Volume
Cyst wall (thickness)
Septa structure (thickness)

0
<10 cm3
Smooth <3 mm
No septa

1
10-50 cm3
Smooth ≥3 mm
Thin septa <3 mm

2

3

4

50-200 cm3
Papillary bulge <3 mm
Thick septa 3-10 mm

200-500 cm3
Papillary bulge ≥3 mm
Solid septa ≥10 mm

>500 cm3
dominant solid
dominant solid

*RMI 1: The risk of malignancy index, Jacobs et al. published in 1990.
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Table 3. Demographic characteristics, CA 125, CA 72-4 values, risk of malignancy index (RMI) and DePriest scores of patients in benign and
malignant groups.
Benign

Weight
BMI*
Age
Gravida
Parity
CA 125
CA 72-4
DePriest score
RMI†
Menopausal condition
Premenopausal
Postmenopausal

Malignant

Mean±s.d

Med (min-max)

63,8±8,8
25,4±3,8
43,3±5,5
3,1±3,2
2±2,7
59,1±134,3
2,1±2,8
3,2±2,4
123±291

65
25
45
2
1
20
1,1
2,0
43

Mean±s.d

50-82
18,4-35,6
21-68
0-17
0-10
5,8-901
0,7 -17,1
0,0-10,0
0-2303

67±6
26±3,7
53,8±5,4
3±2,6
2,2±2,1
261,4±407
15,5±56,1
7,3±1,8
1502±2446
		
10 35,7%
18 64,3%

64 72,7%
24 27,3%

Med (min-max)
66
26
57
2
3
77,7
2,0
8,0
380

53-108
20-39,7
36-70
0-12
0-7
6,5-1719
0,8-299,8
5,0-10,0
27-10764

*BMI: Body mass index, †RMI: Risk of malignancy index

Table 4. Comparison of CA 125, CA 72-4, risk of malignancy index and DePriest scores.
Benign

Malignant

Sensitivity

PPV*

Specificity

NPV†

Kappa

p

CA 125
(-)
(+)

63
25

8
20

71,4%

44,4%

71,5%

88,7%

0,088

0,002

CA 72-4
(-)
(+)

79
9

20
8

28,6%

47,1%

89,8%

79,8%

0,212

0,017

RMI‡
<200
≥200

78
10

10
18

64,3%

64,3%

88,6%

88,6%

0,529

0,000

DePriest score
<5
≥5

68
20

0
28

100%

58,3%

77,3%

100%

0,621

0,000

*PPV: Positive predictive value. †NPV: Negative predictive value, ‡RMI: Risk of malignancy index

fibrotechoma, tuboovarian abscess, hemorrhagic cyst
and ovarian torsion. Other malignant diagnoses were
endometrioid adenocarcinoma, mucinous adenocarcinoma, borderline serous tumor, borderline mucinous tumor, granulosa cell tumor, Sertoli-Leydig cell
tumor, Brenner tumor. Although diagnostic sensitivity
of CA 125 was 71.4%, its diagnostic specificity, and the
positive predictive values were 44.4% and 71.5%,
respectively (p=0.002). The positive, and negative
predictive values of CA 72-4 were 47.1% and 79.8%,
respectively (p=0.017). Significant (p=0,000) and
strong efficacy of cut- off values of ≥ 200 for RMI
scores in the prediction of malignant and benign
group of patients were observed. As cut-off value, De
Priest score of 5 points was found to be statistically
significant and the highest index in the differential
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diagnosis of malignancy with 100% sensitivity, 77.3%
specificity, 58.3% PPV and 100% NPV (p=0,000). The
results are given comparatively in Table 4.
Forty women (36.2%) were in the postmenopausal
period, while 57.1% of patients with RMI score of ≥
200 and 52% of patients with DePriest score of ≥ 5
were in the postmenopausal period. These rates
were found to be 60% and 64% in patients with CA
125 ≥ 35 and CA 72-4 ≥ 4, respectively. As a statistically significant finding, 64.7% of malignant group of
patients consisted of postmenopausal women.
Comparison of benign and malignant groups by
menopausal status is given in Table 5.
Eight patients with CA 125 false negative results had
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Table 5. Comparison of benign and malignant groups by menopausal status.
Benign

Malignant

Premenopausal

Postmenopausal

Premenopausal

Postmenopausal

CA 125
(-)
(+)

53
15

10
10

3
3

5
17

CA 72-4
(-)
(+)

60
4

19
5

8
2

12
6

RMI‡
<200
≥200

58
6

20
4

4
6

6
12

DePriest score
<5
≥5

51
13

17
7

0
10

0
18

*RMI: Risk of malignancy index

Table 6. Comparison of false positives and false negatives by menopausal status.

CA 125
CA 72-4
RMI*
DePriest

False

Positivity

False

Negativity

Premenopausal

Postmenopausal

Premenopausal

Postmenopausal

23
8
6
13

2
1
4
7

4
7
4
0

4
13
6
0

*RMI: Risk of malignancy index

borderline serous tumors (n=3), serous carcinoma
(n=2), granulosa cell tumors (n=2), and Sertoli-Leydig
cell tumor (n=1), while 17 of 25 patients with false
positivie results were detected to have endometriomas. Eight of 20 patients with CA 72-4 with false
negative results were serous carcinoma and in 5 of 9
patients who gave false positive results, had received
the diagnosis of endometrioma. Serous carcinoma
was seen in 3 of 10 patients with false negative RMI
results, and in 7 of 10 patients with false positive
results were diagnosed as endometrioma. While the
DePriest scoring system did not give false negative
results, the most common diagnoses of 20 patients
with false positive results were leiomyoma in 5,
serous cystadenoma in 4, and mucinous cystadenoma in 4 patients. Twenty-three of 25 patients with
false positive CA 125, 8 of 9 patients with false positive CA 72-4, 6 of 10 patients with alse positive RMI,
and 13 of 20 patients with false positive DePriest
scores were observed in premenopausal period.

Comparison of false positivity and false negativity
rates according to menopausal status is given in
Table 6.
While 16 of 19 patients diagnosed with endometrioma were found CA 125 positive, RMI was positive in
6 patients. DePriest scoring system was found positive in 8 of 8 patients diagnosed with borderline
tumor. CA 125 and RMI were positive in 5 patients.
The results are given in Table 7.
Table 7. Methods used in the diagnosis of endometrioma and
borderline ovarian tumors.
Method
CA 125
CA 72-4
RMI*
DePriest score

Endometrioma
(n:19)

Borderline ovarian tumor
(n:8)

16
5
6
0

5
1
5
8

*RMI: Risk of malignancy index
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In our study, for the diagnosis of endometrioma, CA
125, and for the diagnosis of borderline tumor,
DePriest scoring system come to the fore. If the four
methods are combined, the lowest positive predictive value was 38.8% and the negative predictive
value was 100% if any method is positive. Considering
that 100% negative predictive value was determined
when the DePriest scoring system was used, the
combination of four methods does not provide an
extra diagnostic advantage.
DISCUSSION
Being able to make differential diagnosis of adnexal
masses preoperatively is very important for the
effectiveness of the treatment to be applied. In the
patient group included in the study, a correlation
was observed between age and menopausal status
and the possibility of malignancy which is consistent
with the literature. There was no significant difference between BMI, gravida and parity values. The
reason for this is that the patient distribution cannot
be homogenized due to the limited sample size and
our center being a tertiary oncology center as well as
accepting reference patients as an advanced center
for pelvic pain and endometriosis. While pelvic pain
(56%, n=65) and referral from another center (32.7%,
n=38) were the most common causes of admission
to our clinic, in the another study the most common
reasons for admission were pelvic pain and vaginal
bleeding or menstrual irregularity (10).
The lowest, highest, and mean RMI scores for were
0, 10764, and 456±1349, respectively. RMI scores
below, and above were 200 were estimated for 88
(75.9%), and 28 (24.1%) patients, respectively.While
the mean RMI score was 123±291 in the benign
group, it was 1502±2446 in the malignant group
(p=0.000). In our study, we also determined the sensitivity (64.3%), specificity (88.6%), positive (64.3%)
and negative (88.6%) predictive values of RMI scores.
In 2004, in a case series consisting of 100 patients,
Obeidat et al., found the sensitivity, specificity, positive and negative predictive values of RMI as 90, 89,
96 and 78 % respectively (11). In the study of Andersen
et al. performed with 180 patients in 2003, the sensitivity (70.6 %), specificity (87.7%), positive (66.1%)
and negative (89.8%) predictive values for RMI were
stated as indicated (12). In the study of Tingulstad et
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al. performed with 365 patients, sensitivity specificity positive and negative predictive values were
detected as 71, 92, 69, and 92%, respectively (13). In
our study, we found that our data were compatible
with the literature.
In our study, the DePriest scores ranged from 0 to 10
(mean: 4.2±2.9, median: 4.0). In the study, 68 (58.6%)
patients had <5, and 48 (41.4%) patients had > 5
points. While the mean DePriest score was 3.2±2.4
in the benign patient group, it was 7.3±1.8 in the
malignant group. In the malignant group, the DePriest
score was significantly higher (p=0,000) than the
benign group. The sensitivity (100%), specificity
(77.3%), positive (58.3%), and negative (100%). predictive values for the DePriest cut-off score of 5
points in predicting the pathology results were as
indicated in parentheses. There was a significant
(Kappa: 0.621/p=0.000) agreement between DePriest
scores and pathology results. In a study with premenopausal patients, Osmers et al. found that the
risk of malignancy increases with increasing mass
size in simple cysts (14). Although we determined the
sensitivity of cut-off value of DePriest score of 5
points for the differential diagnosis of malignancy as
100%, the scores were higher in 20 patients with
benign pathology. This indicates that a different cutoff value needs to be investigated with further studies in order to reduce the false positivity rate.
In our study, the minimum (5.8), maximum (1719),
median (26.1), and mean (108±245) values for CA
125 were also determined. While in the benign
group (n:88), the mean value for CA 125 was
59.1±134.3, and in the malignant group (n: 28) it was
261.4±407. In the malignant group, the CA 125 value
was significantly higher (p=0.002) than the benign
group. In a study conducted by Tuxen, CA 125 was
found to be normal in 10-20% of patients diagnosed
with Stage 1 ovarian cancer. For this reason, CA 125
alone is not considered sufficient in screening for
ovarian cancer, and it is recommended to evaluate
the patient with physical examination and ultrasonographic findings (15). In the study with 158 patients in
2003, Torres et al. foundi ts sensitivity as 51 and its
specificity as 88 percent. Positive and negative predictive values were not specified in the study (16). In a
study with 140 patients in 2003 Ma et al. determined
the sensitivity, spcificity, positive, and negative pre-
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dictive values for CA-125 test as 73, 85.7, 80.7 and
79.5 %, respectively (17). In a study by Morgante et al.
sensitivity, specificity, positive and negative predictive values of CA-125 test were found as 74, 95, 82
and 92 %, respectively (18). In their study with 152
patients in 2000, Manjunath et al. found the sensitivity, specificity positive and negative predictive values
of CA-125 test as 77, 87, 91, and 70 %, respectivelyt
(19)
. In the study of Jacobs et al. with 143 patients in
1990, sensitivity, and specificity of CA-125 test were
reported as 78.6 and 53.5%, respectivelyt. Positive
and negative predictive values were not specified in
the report (20). In our study, for CA 125 we found sensitivity (71.4%), specificity (71.5%), positive (44.4%),
and negative (88.7 %) predictive values, as indicated.
Except for the low sensitivity rate found by Torres et
al. the data of our study are compatible with the literature data.
In the malignant group, the CA 125 value was significantly higher (p=0.002) relative to the benign group.
In a study by Anastasi et al comparing 50 healthy
women, and patients with benign ovarian tumors
(n=17), ovarian endometriomas (n= 57) and ovarian
cancer (n=39), serum CA 125 concentrations were
found to be higher in patients with endometriomas
and ovarian cancer, whille they were within normal
limits in patients with benign ovarian masses (21). In
our study, higher CA 125 levels were detected in 16
of 19 patients with endometriomas. Therefore, it
was concluded that CA 125 alone was not sufficient
to predict malignancy in ovarian cancer.
Endometrioma is an important disease that makes
us look for another method or molecule to be used
in the differential diagnosis of ovarian cancer. The
blood tests of a patient who had a borderline seromucnous tumor as a result of pathology were sent to
the laboratory twice on two different days and a
significant difference was observed between CA125
values (231→49). Likewise, although the blood tests
of two other patients diagnosed with serous cystadenoma and leiomyoma were sent to the laboratory
twice on two different days, the results were close to
each other (6→5,8 and 12→10). This shows us that
there may be different underlying mechanisms in
malignant masses.
In 1995 study of Guadagni et al., the specificity of CA
72-4 for ovarian cancer was found to be > 95% and

when it was combined with CA 125, it was stated
that its sensitivity increased without any change in
its specificity (22). In the study by Steven J. Skates et
al., preoperative sensitivity rates for early stage disease were 45% for CA 125, 67% for CA 125 and
CA72-4, 70% for CA 125, CA72-4 and M-CSF, and for
all four parameters, including sonography a sensitivity rate of 68% was determined. It was reported that
the preoperative combination of CA 125, CA72-4 and
M-CSF increases the sensitivity rate from 45% to 70%
in early-stage disease. Evaluation of CA72-4 together
with pelvic examination, USG and serum CA 125 has
been reported to be beneficial in distinguishing
between malignant and benign pelvic masses (23). In
our study, we found the sensitivity (28.6%), specificity (89.8%), positive (47.1%), and negative (79.8%).
predictive values of CA72-4, as indicated In a study
conducted by Anastasi et al., sensitivity, specificity,
positive and negative predictive values for CA72-4
were reported as 84, 89, 67, and 96%, respectively
(21)
. It was also stated that there was a significant difference in CA72-4 values between ovarian cancer
and endometioma patients. In our study, we detected CA72-4 above the cut -off value in 5 of 19 patients
who had endometrioma. The low sensitivity of
CA72-4 can be explained by the higher number of
endometrioma cases in our study. Although the sensitivity, and specificity of CA72-4 were 28.6% and
89.8% which appears to be statistically significant
(p=0.017), in malignant-benign distinction of adnexal
masses it is not sufficient for screening alone. When
combined with CA 125, there is no change in sensitivity and only some increase in specificity was
noted.
CONCLUSION
Due to its low sensitivity, CA72-4 was not sufficient
to predict the pathology outcome in adnexal masses.
Significant efficacy of RMI and CA 125 has been
observed. As a result of the study, it was observed
that DePriest scoring system has gtreater diagnostic
efficacy than CA 125, CA 72-4 and RMI scoring system when it was evaluated alone in the prediction of
malignancy. However, further studies are needed to
be more effective in our clinical practice in predicting
pathology results by using them alone or in combination.
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