
ساله به شکایت ۶۶نحوه اپروچ به خانم 
نفخ شکم در درمانگاه پزشکی خانواده

دکتر علی مهران زاده کارورز پزشکی خانواده: ارایه دهنده

استاد تفرشی عضو هیئت علمی گروه زنان: استاد راهنما



CHIEF COMPLAINT

کمیساله با شکایت بزرگ شدن شکم و نفخ ش۶۶خانم 



PRESENT ILLNESS

بدونلقبماهدوازشکمشدنبزرگوشکمینفخشکایتباساله۶۶خانم
واستکردهمراجعهمختلفپزشک هایبهمرتبهچندینکههمراهعلایم
.تاسنشدهحاصلعلایمدربهبودیولیاستکردهدریافتعلامتیدرمان

رارادرنگتغییروادرارتکررادرار،سوزشمانندادراریعلایمازشرح حالی
.نمی دهد

.نداردگوارشیخونریزیویبوستاسهال،ازاعمگوارشیعلایم
.اردندخونریزیوغیرطبیعیترشحخشکی،احساسمانندواژینالعلایم



PMH :هیپوتیروییدی
PSH :Neg

DH: Levothyroxine 100 mg Daily 

AH :Neg

FH :Neg



PHYSICAL EXAMINATION

V/S: BP= 124/70     
Ht= 167 cm / Wt= 83 kg / BMI= 29.76   

.نبودTOXICوILLظاهردر.بوداورینتهوهوشیاربیمار
.نبودIctericاسکلراونبودPaleملتحمه

.نشدسمعرالوویزونداشتتنفسیدیسترس.بودClearوقرینهریه هاسمع
.بودنرمالقلبمعاینه
.بودقرینهوپراندام هانبض

نگگاردیوتندرنسریباندتندرنس،نمیشد،مشاهدهجراحیاسکارشکممعاینهدر
.میشدلمستودهجنرالیزهطوربهدرلمسدر.بودDistendواضحا.نداشت













Adnexal masses

An adnexal is a common gynecologic issue. Adnexal masses may be found in females of 

all ages and have many etiologies 

The principal goals of the evaluation of an adnexal mass are to determine whether 

the mass is "almost certainly benign," has a "reasonable chance of being malignant," and 

whether there is an urgent condition that requires prompt medical or surgical 

treatment.

Management of nonurgent conditions may involve:
• Expectant management 

• Surveillance

• Surgery



Clinical presentation

Patients with an adnexal mass may be asymptomatic or present with one or more of the following 

symptoms. Frequency of symptoms vary widely depending on the etiology of the mass and population 

studied:

❖ Pelvic pain or pressure – Pelvic pain or pressure is the most common symptom associated with an adnexal mass. 

When present, it is often unilateral and can be of variable severity, acute or gradual onset, sharp or dull, and 

constant or intermittent.

❖ Abdominal fullness or pressure
❖ Gastrointestinal discomfort: nausea, vomiting, constipation, bloating

❖ Difficult or frequent urination
❖ Dysmenorrhea
❖ Dyspareunia
❖ Fever
❖ Abnormal uterine bleeding

 



DIAGNOSTIC EVALUATION

Patients with an adnexal mass and acute and/or severe pain or hemodynamic instability should be 

evaluated and stabilized in the emergency department. Patients in whom a potentially urgent condition is 

not suspect are typically evaluated in an outpatient setting.

 



History and Physical examination

The medical history should include the following:

❖ Menstrual history (including last menstrual period and presence/severity of dysmenorrhea)
❖ Characteristics of the pain (if present)
❖ Presence/absence of fever
❖ Sexual history
❖ Presence/absence of infertility
❖ Risk factors or symptoms of ovarian cancer  

Physical examination:

❖ Pelvic examination
❖ Findings such as pain with palpation; abdominal distention, ascites, or bloating
❖ Signs of a hormonally active mass, such as virilization 
❖ Basic laboratory evaluation includes a pregnancy test and complete blood count.

 







Diagnosis

The diagnosis of an adnexal mass may be suspected on pelvic examination and confirmed with pelvic 

imaging; a definitive diagnosis of the etiology of an adnexal mass is made by characteristic histologic 

findings following surgery. a presumptive diagnosis of the etiology of an adnexal mass can often be made 

based on the classic sonographic appearance of the mass and can be further supported with clinical 

findings.

Role of additional imaging — For most patients, the diagnosis of an adnexal mass is made by ultrasound. 

For masses with indeterminate features on ultrasound, or images that are suboptimal, further 

characterization of the mass can be achieved by obtaining MRI or referral to an ultrasound specialist 



MANAGEMENT
Patients requiring prompt intervention — Adnexal masses that require prompt intervention because of their 

potential for causing serious morbidity (hemorrhagic shock, sepsis) and/or loss of ovarian function include: 

❖ Ectopic pregnancy 
❖ Adnexal torsion
❖ Tubo-ovarian abscess
❖ Ruptured or hemorrhagic ovarian cyst

Sonography assessment categories:
❖ Normal ovary (O-RADS 1) 

❖ Almost certainly benign (O-RADS 2; risk of malignancy <1 percent)

❖ Low-risk (O-RADS 3; risk of malignancy 1 to <10 percent)

❖ Intermediate-risk (O-RADS 4; risk of malignancy 10 to <50 percent) 

❖ High-risk (O-RADS 5; risk of malignancy ≥50 percent) 

Serum tumor markers:
Cancer antigen 125 (CA 125) is the most common tumor marker evaluated in patients with adnexal masses 



When to refer to a gynecologic oncologist



Candidates for surgical evaluation

❖ Patients with a high-risk mass on imaging

❖ Elevated tumor marker; CA 125 level >35 units/mL

❖ Large mass size – A mass ≥10 cm in diameter is typically an indication for surgical exploration

❖ Intermediate-risk mass plus symptoms or risk factors

❖ Intermediate-risk mass plus elevated CA 125

❖ An adnexal mass suspicious for a germ cell or sex cord-stromal tumor

 



surveillance

Surveillance typically includes one or more pelvic ultrasounds and/or measurement of serum tumor 

markers; however, there is no consensus regarding the best approach and various surveillance 

frequencies have been described . In general, on repeat imaging, neoplastic cysts enlarge, non-physiologic 

benign cysts remain unchanged or enlarge slowly, and physiologic cysts resolve.



Surveillance frequency

❖ Patients with an intermediate-risk mass on imaging
▪ Postmenopausal patients

repeat a transvaginal ultrasound and cancer antigen 125 (CA 125) level in 6 weeks, 12 weeks, 

and then every three to six months for one year; a final ultrasound and CA 125 level are 

performed after one additional year.

▪ Premenopausal patients
repeat a transvaginal ultrasound in six weeks. This allows visualization of the mass at a different 

point in the menstrual cycle. We then repeat an ultrasound in three months and then in six 

months; a final ultrasound is performed after one additional year.

❖ Patients with a low-risk mass on imaging
repeat a transvaginal ultrasound in three months and then in six months

 



Surveillance frequency

A CA 125 level is not routinely repeated in all premenopausal patients. If the initial CA 125 level was 

<35 units/mL, we do not repeat the test. If the initial level was moderately elevated (≥35 to ≤200 

units/mL), we repeat the test with each ultrasound until a pattern emerges. If the level is consistently low 

or moderately elevated, we discontinue CA 125 testing.

During surveillance, we proceed with surgery if any of the following occur:

❖  The mass develops high-risk features of malignancy (or there are new findings suggestive of 

metastatic disease) 

❖ The mass is increasing in size or is ≥10 cm

❖  Tumor markers become elevated (eg, CA 125 level >35 units/mL in postmenopausal patients or 

>200 units/mL in premenopausal patients) or trend upward
 



Nonpregnant, premenopausal patient



Postmenopausal patient



سطوح پیشگیری 

Primordial Prevention

Primary Prevention

Secondary Prevention 

Tertiary Prevention 

Quaternary Prevention  



Primordial Prevention

❖ Promoting healthy lifestyles to reduce obesity,  a risk factor for 

some ovarian tumors 

❖ Encouraging balanced diets and physical activity 

❖ Public health campaigns to reduce smoking, as smoking is linked to 

certain ovarian cancers

❖ Reduce exposure to environmental carcinogens (e.g. asbestos)



Primary Prevention

❖ Counseling on oral contraceptive use, which reduces the risk of 
epithelial ovarian cancer by suppressing ovulation (ACOG supports 
long-term use for risk reduction in high-risk women).

❖ Genetic counseling and testing for BRCA1/BRCA2 mutations in 
women with a family history of ovarian or breast cancer, followed 
by risk-reducing salpingo-oophorectomy (RRSO) in high-risk 
individuals.

❖ Education on avoiding unnecessary hormone replacement therapy 
(HRT) in postmenopausal women, as prolonged HRT use may 
increase ovarian cancer risk.



Secondary Prevention 

❖ Transvaginal ultrasound or CA-125 testing in women with symptoms 
suggestive of adnexal masses (e.g., pelvic pain, bloating), though 
routine screening is not recommended for the general population 
(per USPSTF and ACOG, due to low specificity and risk of 
overdiagnosis).

❖ Risk of Malignancy Index (RMI) or OVA1 testing to stratify the 
likelihood of malignancy in women with detected adnexal masses, 
guiding further management.

❖ Monitoring asymptomatic benign adnexal masses (e.g., functional 
cysts) with serial ultrasounds to detect changes early, avoiding 
unnecessary surgery.



Tertiary Prevention 

❖ Surgical management (e.g., cystectomy or oophorectomy) for 
benign or malignant adnexal masses, followed by rehabilitation to 
restore pelvic function or quality of life.

❖ Adjuvant chemotherapy or targeted therapies (e.g., PARP inhibitors 
for BRCA-mutated ovarian cancer) to prevent recurrence in women 
with malignant adnexal masses.

❖ Regular follow-up with imaging or tumor markers (e.g., CA-125) in 
women with a history of ovarian cancer to detect recurrence early 
and manage symptoms.



Quaternary Prevention  

❖ Avoiding routine pelvic imaging or CA-125 screening in 
asymptomatic, low-risk women, as recommended by USPSTF and 
ACOG, to prevent overdiagnosis of benign masses and unnecessary 
surgeries.

❖ Counseling against immediate surgery for small, simple ovarian 
cysts (<5 cm) in premenopausal women, as many resolve 
spontaneously (per UpToDate 2025 guidelines).

❖ Deprescribing or avoiding non-evidence-based treatments (e.g., 
unproven herbal therapies for ovarian cysts) to reduce patient harm 
and costs.



نقش پزشک خانواده 
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