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Simple Summary: Gynecological malignancies are among the most common cancers with significant
morbidity and mortality worldwide. Management and overall patient survival is reliant upon
early detection, accurate staging and early detection of any recurrence. This article provides a
comprehensive review of the recent advances in imaging of gynecologic malignancies with emphasis
on cervical, endometrial, and ovarian neoplasms.

Abstract: Gynecologic malignancies are among the most common cancers in women worldwide
and account for significant morbidity and mortality. Management and consequently overall patient
survival is reliant upon early detection, accurate staging and early detection of any recurrence. Ul-
trasound, Computed Tomography (CT), Magnetic resonance imaging (MRI) and Positron Emission
Tomography-Computed Tomography (PET-CT) play an essential role in the detection, characteri-
zation, staging and restaging of the most common gynecologic malignancies, namely the cervical,
endometrial and ovarian malignancies. Recent advances in imaging including functional MRI, hybrid
imaging with Positron Emission Tomography (PET/MRI) contribute even more to lesion specification
and overall role of imaging in gynecologic malignancies. Radiomics is a neoteric approach which
aspires to enhance decision support by extracting quantitative information from radiological imaging.
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1. Introduction

Gynecological malignancies are among the most common cancers worldwide [1].
Cervical cancer is the 3rd most common female malignancy and is the leading cause of
cancer related death in young women [1]. Endometrial carcinoma is the most common
gynecologic malignancy, with nearly 40,000 newly diagnosed cases yearly in the United
States [2]. Ovarian cancer is less common yet lethal disease with 19,880 newly diagnosed
women in the United States and nearly 12,810 deaths related to this cancer in 2022 [3].

The recent FIGO (Fédération Internationale de Gynécologie et d’Obstétrique- The
International Federation of Obstetrics and Gynecologic) staging updates acknowledges
the role of imaging including the molecular imaging for accurate staging of gynecological
malignancies. For example, revised FIGO staging for cervical cancer now enables the
upstaging of the cancer cervix to stage IIIC based on radiological (not only pathological)
detection of pelvic +/− paraaortic lymphadenopathy [4].

In this review article we will discuss the recent advances in imaging of gynecologic
malignancies with emphasis on cervical, endometrial, and ovarian neoplasms.

2. Methods

Literature search done about recent imaging updates and advances in gynecologic
malignancies (with emphasis on endometrial, cervical and ovarian neoplasms) including ul-
trasound, cross-sectional imaging, hybrid imaging and Artificial intelligence, deep learning,
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Radiomics and Radiogenomics. Representative images examples were collected from our
institutional data base. As it is a retrospective review article with HIPPA compliant anony-
mous images, patient consent is not applicable and waived per MD Anderson Institutional
Review Board.

3. Discussion

• Ultrasound is usually the primary modality to evaluate women with pelvic symptoms.
It has the advantages of wide availability, feasibility, and cost-effectiveness with no
radiation hazards. Limitations include operator dependence, limited field of view, and
low contrast resolution

• MRI is regarded as the gold standard for local delineation of most gynecological
malignancies owing to superb soft tissue contrast and resolution without exposing the
patients to ionizing radiations. In addition, DCE and DWI provide additional data
regarding tissue perfusion and cellular density, respectively.

• FDG PET-CT is a modality of high specificity yet low sensitivity in delineating pri-
mary gynecologic malignancies with a well-established role in preoperative staging,
monitoring therapy response, and detecting recurrence in all locally advanced gy-
necological malignancies. New tracers are introduced but with limited data in the
literature, thus not routinely used in clinical practice.

• PET-MRI allows a one-stop assessment of gynecological malignancies, combining the
functional and quantitative metabolic data of PET with the high-resolution anatomic
and functional imaging properties of MRI. Although it shows promising diagnostic
performance, limited data in the literature exists regarding the justification of its high
cost compared to separately acquired PET-CT and MRI.

• Radiomics and radiogenomics are promising approaches that may aid the diagnosis,
prognosis, and assessment of treatment response in gynecological malignancies. How-
ever, there is a need for more extensive prospective studies and standardization of
relevant imaging biomarkers before they can be applicable to the clinical workflow.

4. Imaging
4.1. Ultrasound

Ultrasound is usually the modality of choice to evaluate women with pelvic symptoms.
It may be useful in detecting primary gynecologic malignancy (ovarian, endometrial or
cervical), and has an added advantage of wide availability, feasibility, cost effectiveness
and is without radiation hazards. The routine ultrasound for the evaluation of the uterus,
ovaries and adnexa can be performed using transvaginal, transabdominal, or transperineal
approach or combination of techniques. Continuous advances in this field are being
introduced in an attempt to overcome its limitations (being operator dependent, limited
field of view and rather low contrast resolution) and to enhance its diagnostic value [5].
Doppler ultrasound is used for the assessment of vascularity in various pelvic pathologies.

Regarding myometrial neoplasms, ultrasound is widely used for the detection and
follow up of leiomyomas (which are the most common uterine tumors). They classically
appear as well-defined hypoechoic masses (Figure 1) whereas internal areas of variable
echogenicity might be seen in degenerated leiomyomas (cystic or hemorrhagic degenera-
tion). There are no definitive sonographic feature that help differentiate leiomyomas from
uterine sarcomas. However, marked central vascularity on spectral ultrasound Doppler
makes the diagnosis of uterine sarcoma more likely than degenerated leiomyoma. Some
sonographic features that may be helpful in differentiating uterine sarcomas from leiy-
omyomas include large size (>10 cm), irregular margins, marked heterogeneity, extensive
intrinsic hemorrhage and associated ascites [6,7].
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noma), and detect endometrial masses such as polyps and carcinoma. 

The classic sonographic appearance of a polyp is a well-defined homogenous hy-
perechoic mass which may show a single feeding vessel on Doppler (pedicle artery sign 
which is sensitive and specific sign). Saline-infused Sonohysterography can be used to 
assess polyps in the setting of diffuse endometrial thickening and has a better sensitivity 
and specificity [8]. 

Endometrial cancer: The ultrasound features suggestive of endometrial carcinoma 
are thickening of the endometrial lining with indistinct/irregular interface between the 
endometrium and myometrium, heterogeneity of the endometrium and increased endo-
metrial vascularity on Doppler [7,9]. Sometimes there may be an overlap of imaging find-
ings of endometrial polyps, hyperplasia and endometrial carcinoma. In the setting of ab-
normal bleeding, biopsy is usually performed even with mildly increased endometrial 

Figure 1. Transvaginal gray scale (a,b) and color Doppler (c) ultrasound images of the pelvis in a
41 year old lady with history of dysfunctional uterine bleeding show a 5.2 × 4.2 × 3.5 cm uterine
mass with posterior shadowing without hypervascularity on color Doppler (B) consistent with a
uterine fibroid.

Ultrasound is commonly used to assess abnormal uterine bleeding. In these patients ul-
trasound may reveal diffuse or focal endometrial thickening (e.g., hyperplasia, carcinoma),
and detect endometrial masses such as polyps and carcinoma.

The classic sonographic appearance of a polyp is a well-defined homogenous hypere-
choic mass which may show a single feeding vessel on Doppler (pedicle artery sign which
is sensitive and specific sign). Saline-infused Sonohysterography can be used to assess
polyps in the setting of diffuse endometrial thickening and has a better sensitivity and
specificity [8].

Endometrial cancer: The ultrasound features suggestive of endometrial carcinoma
are thickening of the endometrial lining with indistinct/irregular interface between the
endometrium and myometrium, heterogeneity of the endometrium and increased en-
dometrial vascularity on Doppler [7,9]. Sometimes there may be an overlap of imaging
findings of endometrial polyps, hyperplasia and endometrial carcinoma. In the setting of
abnormal bleeding, biopsy is usually performed even with mildly increased endometrial
thickness, i.e., >16 mm in premenopausal and 5 mm in post-menopausal females [7,10].
Sonohysterography is reported to have better sensitivity than transvaginal ultrasound
(TVUS) in detection of myometrial invasion in cases of endometrial cancer, though it also
carries a post procedural risk of malignant cell dissemination [6,11]. Studies reported a
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71–85% sensitivity, 72–90% specificity and 72% to 84% accuracy for ultrasound in detecting
myometrial invasion by endometrial carcinoma while in the detection of cervical invasion
by endometrial carcinoma, sensitivity was 29% to 93%, specificity 92% to 94%, and accuracy
78% to 92% [7,12–14].

To improve the ultrasound diagnostic accuracy, Contrast enhanced ultrasonography
(CE-US) can be used, in which a microbubble contrast agent is intravenously injected aiming
to improve the overall imaging quality via the direct detection of tumor neovascularity
(as it has the capability of detection of vessels with diameters less than 0.1 mm which
are beyond the scale of color Doppler and power Doppler ultrasound), thus combining
visualization of both the tumor morphology and vascularity.

CE-US in combination with 2D TVUS improves the detection of deep myometrial
invasion as well as cervical stromal involvement in cases of endometrial cancer, however it
can be limited by patients’ body habitus. Moreover, it can improve the accurate disease
classification as more advanced cases of endometrial cancer are associated with certain
qualitative parameters (endometrial focal filling & focal wash out patterns and prior wash
in pattern of contrast compared to myometrium) as well as semi quantitative parameters
(wash-in slope, shorter time-to-peak, higher peak intensity and greater area under the time–
intensity curve), and CEUS overall helps to reduce the unnecessarily extensive surgeries by
about 10% [11].

Cervical cancer: Ultrasound examination is not recommended either for screening
or staging of cervical carcinoma as early cervical carcinomas are usually small in size
and isoechoic to the normal cervical mucosa and hence difficult to detect sonographically.
Ultrasound can detect more advanced (invasive) cervical cancers with variable sonographic
appearances that include area of altered echogenicity, haziness of the normal cervical zonal
anatomy, distorted cervical outlines and iso/hypoechoic mass replacing the cervical tissue.
More recent studies showed that advanced ultrasound techniques such as 3D ultrasound
with color Doppler might improve the clinical application of ultrasound in cervical cancer
for primary tumor detection, evaluation of local extension and to assess the response to
treatment (especially when performed by trained personnel). Additionally, ultrasound
might be helpful in prediction of the cervical cancer response to radiotherapy, chemotherapy
or neoadjuvant chemotherapy (via monitoring tumor vascularity by Doppler as most of
cervical carcinomas are hypervascular). Ultrasound has a limited role in determination of
metastatic lymphadenopathy [7,15].

In ovarian tumors: Ultrasound features suspicious for malignancy in ovarian masses,
include obvious solid components (mural irregularities, solid nodule, and papillary pro-
jection), increased vascularity on Doppler, internal septations with thickness ≥3 mm and
presence of ascites, peritoneal or omental deposits [16].

CE-US is increasingly used for the detection and preoperative assessment of ovarian
cancers as it increases the sensitivity of detection of nodal involvement compared to
conventional 2D ultrasound. CE-US can be used in patients with contraindications for
enhanced CT or MRI techniques such as iodinated contrast related hypersensitivity and
renal insufficiency [17].

Apart from its operator dependence, one of the major concerns in the use of ultrasound
is the lack of standardized terminology that might lead to significant incoherence in report-
ing among different reporters. As ultrasound is the most used modality in the primary
evaluation of adnexal and ovarian pathologies, the Ovarian-Adnexal Reporting and Data
System (O-RADS US) (Table 1) was recently established on ultrasound [18] to improve the
reporting quality by providing consistent interpretation, attempt to eliminate the ambiguity
in the ultrasound reports and enhance the communication between the ultrasound reporter
and the treating physician. This may lead to better diagnostic accuracy and therefore, may
positively influences the management and follow up of these patients [18].
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Table 1. Ovarian-Adnexal Reporting and Data System (O-RADS) US risk stratification and manage-
ment system.

O-RADS
Score

Risk Category Lexicon Descriptors
Management

Premenopausal Post-
Menopausal

0 Incomplete
Evaluation N/A Repeat/Alternative Study

1 Normal Ovary
Follicle is a simple cyst ≤ 3 cm

None N/A
Corpus Luteum ≤ 3 cm

2

Almost
certainly

benign (risk of
malignancy

< 1%)

Simple cyst

≤3 cm N/A None

3 m to 5 cm None Follow up in 1 year

>5 cm to <10 cm Follow up in
8–12 weeks

Follow up in 1 year (at
minimum)

Classic benign
lesions

Typical hemorrhagic cyst

If >5 cm to
<10 cm, follow

up in
8–12 weeks

US specialist, gynecologist
management or MRI

Typical dermoid cyst <10 cm (Figure 2) Follow up in
8–12 weeks

US specialist, gynecologist
management or MRI

Typical endometrioma <10 cm Follow up in
8–12 weeks

US specialist, gynecologist
management or MRI

Simple paraovarian cyst of any size None Single follow up in 1 year

Typical peritoneal inclusion cyst of any
size Gynecologist management

Typical hydrosalpinx of any size Gynecologist management

Non-simple
unilocular cyst,
smooth inner

margin

≤3 cm None Follow up in 1 year

>3 cm to <10 cm Follow up in
8–12 weeks US specialist or MRI

3

Low risk of
malignancy
(1% to less
than 10%)

Unilocular cyst ≥ 10 cm (simple or non-simple)

US specialist or MRI
Gynecologist management

≥10 cm Typical dermoid/hemorrhagic cysts or endometrioma

Unilocular cyst with irregular inner wall <3 mm height
(regardless cyst size)

Mutlilocular cyst < 10 cm with smooth inner wall, CS = 1–3

Solid smooth (regardless its size), CS = 1

4

Intermediate
risk of

malignancy
(10% to less
than 50%)

Multilocular cyst with no solid
component

≥10 cm, smooth inner wall,
CS = 1–3

US specialist or MRI
Management by GYN-oncologist or
gynecologist with GYN-oncologist

consultation

Any size, smooth inner
wall, CS = 4

Any size, irregular inner
wall and/or irregular

septations, any color score

Unilocular cyst with solid
component

Any size, 0–3 papillary
projections, CS = any

Multilocular cyst with solid
component Any size, CS = 1–2

Solid Smooth, any size, CS = 2–3

5
High risk of
malignancy

(≥50%)

Unilocular cyst, ≥4 papillary projections, (regardless its size
and CS)

GYN-oncologist management

Multilocular cyst with solid component (regardless its size),
CS = 3–4

Solid smooth, CS = 4 (regardless its size)

Solid irregular (regardless its size and CS)

Ascites and/or peritoneal nodules

CS = color score, GYN = gynecologic, N/A = not applicable.
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Figure 2. Transvaginal ultrasound image of the pelvis in a 55 years old lady shows a right adnexal
1.8 × 1.8 × 1.9 cm mass with mixed echogenicities (fat, calcification, and soft tissue) consistent
with a dermoid cyst. The lesion remained stable in subsequent follow up studies confirming its
benign nature.

4.2. Magnetic Resonance Imaging (MRI)

Contrast enhanced MRI of the pelvis is considered the gold standard for local staging of
various gynecological malignancies as it provides superb soft tissue contrast and resolution
allowing to precisely determine local tumor extensions without exposure of the patients to
ionizing radiations.

While conventional MRI images can provide detailed information about the precise
location, margin and local extension of the gynecologic tumors, more data regarding the
tissue perfusion could be obtained using Dynamic contrast enhanced (DCE) studies and,
the tissue cellular density along with mobility or diffusion of water protons can be assessed
using Diffusion weighted imaging (DWI) on MRI [19].

Endometrial cancer: MRI can accurately assess depth of myometrial invasion, cervical
involvement, and presence of metastatic lymph nodes that impacts the tumor grading and
hence overall survival. Classically, endometrial cancer appears as localized or diffuse area
of heterogeneously intermediate T2 signal (relative to the hyperintense T2 signal of the
normal endometrium). Endometrial cancer usually shows restricted diffusion evidenced
by high signal intensity on DWI (at high b value) and low ADC value in contrast with
benign endometrial conditions such as endometrial polyps and hyperplasia that typically
have significantly higher ADC value. On DCE imaging, small tumors may show early
enhancement compared to the normal endometrium while the tumor classically appears
hypointense relative to the myometrium during the later phases of enhancement [20].
Myometrial invasion or cervical stromal invasion is better evaluated in in the equilibrium
phase and delayed phase, respectively on the DCE images. The presence of intact low T2
signal of the junctional zone mostly excludes the myometrial invasion. Less than 50% my-
ometrial thickness invasion represents stage 1A tumor, whereas more than 50% myometrial
thickness invasion indicates 1B tumor, and thus affecting the management. T2 WI can be
used to differentiate endometrial cancer from submucosal leiomyoma which classically
elicits low T2W signal and shows intense early phase contrast enhancement (Figures 3–5).
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T1 post contrast (c) show a large heterogeneously enhancing infiltrative endometrial mass (arrows) 
extending into the cervix. Note the left parametrial extension (arrowhead). Pathology of the mass 
revealed endometrial adenocarcinoma (FIGO staging IIIB). 
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a 47 year lady with post menopausal bleeding show a hypoenhancing endometrial mass with dif-
fusion restriction. There is <50% thick myometrial invasion along the posterior uterine wall. The 

Figure 3. 75 years old lady with post-menopausal bleeding, Sagittal T2 WI (a), axial T2 (b) and axial
T1 post contrast (c) show a large heterogeneously enhancing infiltrative endometrial mass (arrows)
extending into the cervix. Note the left parametrial extension (arrowhead). Pathology of the mass
revealed endometrial adenocarcinoma (FIGO staging IIIB).
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Figure 4. Sagittal T2W (a), DWI (b), ADC (c) and postcontrast fat saturated T1W (d) MR images of a
47 year lady with post menopausal bleeding show a hypoenhancing endometrial mass with diffusion
restriction. There is <50% thick myometrial invasion along the posterior uterine wall. The patient
underwent complete abdominal hysterectomy and pathology revealed endometrial endometrioid
adenocarcinoma, with squamous differentiation.
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the tumor usually shows early avid enhancement compared to unaffected cervical tissue. 
Enhancement is frequently heterogeneous in large tumors secondary to necrosis, while 
smaller tumors elicit more uniform enhancement. A rather uncommon subtype is the Ad-
enoma malignum which typically appears as multicystic lesion with enhancing solid com-
ponent. Careful evaluation of the integrity of the cervical stromal rim which is usually >3 
mm in thickness and normally appears as homogenous hypointense T2 WI rim, is needed 
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Figure 5. Axial T1W (a), axial T2W (b) MR images through the pelvis of a 59 year old lady with post
menopausal vaginal bleeding show a predominantly hypointense expansile endometrial mass. The
mass shows diffusion restriction with bright signal onsagittal DWI (c) with corresponding low ADC
value (d). On sagittal (e) and axial (f) post contrast fat saturated T1W images, the mass shows >50%
thick myometrial invasion of the anterior uterine wall. The patient underwent total hysterectomy
and pathology revealed endometrial endometrioid adenocarcinoma.

Cervical cancer: MRI is crucial in the evaluation of cervical cancer allowing for accurate
determination of the size, location, extent of the tumor including any parametrial, pelvic
side wall or nodal involvement. MRI may be very helpful in selecting patients who might
be eligible for conservative fertility preservation procedures, particularly for young women
with FIGO 1B1 and 1B2 tumors. Typically, cervical tumors elicit intermediate to high
signal on T2 WI compared to myometrium, and show restricted diffusion. On DCE, the
tumor usually shows early avid enhancement compared to unaffected cervical tissue.
Enhancement is frequently heterogeneous in large tumors secondary to necrosis, while
smaller tumors elicit more uniform enhancement. A rather uncommon subtype is the
Adenoma malignum which typically appears as multicystic lesion with enhancing solid
component. Careful evaluation of the integrity of the cervical stromal rim which is usually
>3 mm in thickness and normally appears as homogenous hypointense T2 WI rim, is
needed to exclude parametrial involvement. Parametrial involvement might appear as soft
tissue speculations or nodularities in the parametrium, or as diffusely thickened (>3 mm)
cervical rim with inhomogeneous T2 signal [21]. MRI can reliably differentiate between
local recurrence and post radiotherapy changes. Local recurrence typically appears as mass
of intermediate to high signal on T2WI, showing early contrast enhancement on DCE and
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diffusion restriction, while post radiation changes/fibrosis typically shows no diffusion
restriction and show either no or late enhancement on DCE [22,23] (Figures 6 and 7).
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Figure 6. Sagittal T2W (a), Axial DWI (b) ADC (c) and sagittal T1 FS (d) MR images in a 78 year
old lady with post-menopausal bleeding show lobulated expansile cervical mass involving the full
thickness of the cervical stroma with intermediate signal on T2W images and restricted diffusion.
Post contrast sagittal T1 FS image (e) shows early heterogeneous enhancement of the mass. A biopsy
from the mass revealed detached fragments of squamous cell carcinoma.

Ovarian tumors: MRI is commonly used to assess indeterminate adnexal masses seen
on ultrasound. MRI features suggestive of malignancy include large solid component, early
mass enhancement on DCE, mural or septal thickness of >3 mm, internal mural nodularities,
presence of necrosis within the mass, extension to other pelvic organs, mesentery, omentum,
lymph nodes and presence of ascites [24]. MRI with the superior contrast and soft tissue
resolution can differentiate benign from malignant adnexal masses. A dermoid will have a
high signal on the T1 and T2 FSE weighted images and will show decreased signal in the
fat suppressed sequences [24,25] (Figures 8 and 9). A relatively novel application of MRI in
ovarian tumors is the Ovarian-Adnexal Reporting and Data System (O-RADS) MRI risk
score that implies a codified scoring system to assess the malignant potential of ovarian and
adnexal lesions based on MRI imaging characters (lesion composition, signal characters
and enhancement pattern) [26] (Table 2).

Lesion composition is either cystic or solid. Cysts can be unilocular/multilocular
with/without solid components and simple/nonsimple cyst (non simple cyst might have
endometriotic, hemorrhagic, proteinaceous, or lipid contents). Lesion is considered solid if
composed of at least 80% enhancing solid tissue [26].

The signal intensity is described as homogeneous/heterogeneous and hypointense/
intermediate/hyperintense on T2-weighted images (in relation to iliopsoas muscle and
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urine or cerebrospinal fluid) and T1-weighted images (in relation to the iliopsoas muscle and
fat). At high b-value diffusion-weighted imaging (DWI), the signal intensity is described as
low or high (in relation to urine or cerebrospinal fluid).

4.3. Computed Tomography (CT)

CT scan has several advantages over other modalities. Compared to MRI, it is relatively
more available, has shorter image acquisition time and the possibility of rapidly obtaining
multiplanar reconstructed images. Compared to ultrasound, CT has wider field of view,
higher spatial resolution and is less operator dependent. For evaluation of common
gynecologic cancers by CT, intravenous contrast administration is usually required and
rectal contrast can also be considered on a case by case basis. However, owing to its poor
soft tissue contrast, CT scan has a subordinate role in local staging of the gynecologic
malignancies. Instead, CT scan can be readily useful in detection of tumoral extension to
any adjacent organ, pelvic and extrapelvic lymphadenopathy as well as distant metastases,
e.g., peritoneal and pulmonary metastasis [27].

Disadvantages of CT include exposure of patients to ionizing radiation, possible ad-
verse reactions to the contrast agents and iodinated contrast-limitations or contraindications
in patients with renal insufficiency [27].
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Figure 7. 53 years old patient, MRI sagittal T2 (a) and sagittal T1 post contrast (b) showing a
2.3 × 1.6 cm endophytic mass is noted within the cervix about 1.5 cm from the internal os partially
infiltrating the anterior cervical lip. The lesion appears bright in DWI (c) and low ADC (d) value
denoting diffusion restriction. No evidence of parametrial, pelvic side wall or nodal involvement
(Revised FIGO staging stage 1B1). Histopathology of the mass revealed moderately differentiated
endocervical adenocarcinoma.
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ternal echoes (O-RADS category 3). Axial T1 W (b), Axial T2W (c), coronal T2W (d) and Axial T1 FS 
post contrast (e) MR images of the same case show a multiloculated cystic right adnexal lesion with-
out enhancing soft tissue components or thick septations. The lesion demonstrates T1 hyperintense 
component with fluid-fluid level consistent with hemorrhagic/proteinaceous contents (O-RADS 
MRI 3). 

 
Figure 9. Coronal T1W (a), Axial T2W with fat saturation (b) and axial post contrast T1W (c) MR 
images through the pelvis in a 33 year old lady with abnormal vaginal bleeding show bilateral well 

Figure 8. Gray scale US image (a) through the pelvis of a 42 year lady with non specific pelvic
pain, shows a multiloculated right ovariancystic lesion with internal septations as well as low levels
internal echoes (O-RADS category 3). Axial T1 W (b), Axial T2W (c), coronal T2W (d) and Axial
T1 FS post contrast (e) MR images of the same case show a multiloculated cystic right adnexal
lesion without enhancing soft tissue components or thick septations. The lesion demonstrates T1
hyperintense component with fluid-fluid level consistent with hemorrhagic/proteinaceous contents
(O-RADS MRI 3).
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images through the pelvis in a 33 year old lady with abnormal vaginal bleeding show bilateral
well circumscribed fat containing non-enhancing adnexal masses consistent with ovarian dermoids.
Subsequent follow up ultrasound for the lesions show no significant interval changes in keeping with
the benign nature of the lesions.
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Table 2. O-RADS MRI Risk Stratification and Management System.

O-RADS
MRI Score Risk Category Positive Predictive

Value for Malignancy Lexicon Description

0 Incomplete
evaluation N/A N/A

1 Normal ovaries N/A

No ovarian lesion

Follicle defined as simple cyst ≤ 3 cm in a premenopausal woman

Hemorrhagic cyst ≤ 3 cm in a premenopausal woman

Corpus luteum +/− hemorrhage ≤ 3 cm in a premenopausal woman

2
Almost certainly

benign <0.5%

Cyst: Unilocular- any type of fluid content
- No wall enhancement

- No enhancing solid tissue *

Cyst: Unilocular–simple or endometriotic fluid content
-Smooth enhancing wall

-No enhancing solid tissue

Lesion with lipid content **
- No enhancing solid tissue

Lesion with solid tissue showing dark signal on T2/DWI
-Homogeneously hypointense on T2 and DWI

Dilated fallopian tube-simple fluid content
- Thin, smooth wall/endosalpingeal folds with enhancement

- No enhancing solid tissue

Para-ovarian cyst–any type of fluid
- Thin, smooth wall +/− enhancement

- No enhancing solid tissue

3 Low risk ~5%

Cyst: Unilocular–proteinaceous, hemorrhagic or mucinous fluid content
- Smooth enhancing wall

- No enhancing solid tissue

Cyst: Multilocular-Any type of fluid, no lipid content
- Smooth septae and wall with enhancement-No enhancing solid tissue

Lesion with solid tissue (excluding T2 dark/DWI dark)
- Low risk time intensity curve on DCE MRI

Dilated fallopian tube
- Non-simple fluid: Thin wall/folds

- Simple fluid: Thick, smooth wall/folds
- No enhancing solid tissue

4 Intermediate risk ~50%

Lesion with solid tissue (excluding T2 dark/DWI dark)
- Intermediate risk time intensity curve on DCE MRI

- If DCE MRI is not feasible, score 4 is any lesion with solid tissue (excluding T2
dark/DWI dark) that is enhancing ≤ myometrium at 30–40 s on non-DCE MRI

Lesion with lipid content
- Large volume enhancing solid tissue

5 High risk ~90%

Lesion with solid tissue (excluding T2 dark/DWI dark)
- High risk time intensity curve on DCE MRI

- If DCE MRI is not feasible, score 5 is any lesion with solid tissue (excluding T2
dark/DWI dark) that is enhancing > myometrium at 30–40 s on non-DCE MRI

Peritoneal, mesenteric or omental nodularity or irregular thickening with or
without ascites

* Solid tissue: a lesion component that enhance and conforms to one of the following morphologies: mural
nodule, papillary projection, irregular wall/septation or other larger solid portions. ** Minimal enhancement
of Rokitansky nodules in lesion containing lipid does not change to O-RADS MRI 4 DCE = dynamic contrast
enhancement with a time resolution of 15 s or less, DWI = diffusion weighted images, MRI = magnetic resonance
imaging, N/A = not applicable.

An emerging technology is Dual-energy CT (DECT) in which the datasets are simul-
taneously acquired from two different photon energies in a single CT acquisition. The
differences in material composition can be detected on the basis of differences in photon
absorption, which might be helpful in the evaluation of primary tumors and metastatic
disease in patients with gynecologic malignancies. DECT may be of value in the assessment
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of some features suggestive of malignancy in cystic ovarian masses, for example internal
septations more than 3 mm in thickness, intramural nodularities and papillary projections,
etc. There are other potential applications for DECT in gynecological malignancies such
as ovarian cancers, endometrial cancers and uterine sarcomas. DECT may increase the
accuracy of staging of ovarian cancer by improving the identification of subdiaphragmatic
tumoral implants prior to debulking surgery as well as easier detection of perihepatic and
perisplenic implants. In uterine sarcomas it may help in the better assessment of muscu-
loskeletal and hepatic metastatic lesions (as hepatic metastatic lesions may occasionally
have attenuation similar to the liver rendering them undetectable on portal venous phase
imaging). DECT could also be helpful in the detection of calcified metastatic lesions from
papillary serous endometrial cancer [28–30].

4.4. Molecular Imaging

The role of molecular imaging in the early stages of gynecologic malignancies is
limited compared to MRI and CT that are routinely used in local staging of the disease. PET
has been shown to have higher accuracy in advanced disease evaluation, in comparison
to MR and CT alone, and might help spare unnecessary surgical interventions in some
patients [4].

The recent FIGO (Fédération Internationale de Gynécologie et d’Obstétrique- The
International Federation of Obstetrics and Gynecologic) staging updates acknowledges the
role of imaging including the molecular imaging for accurate disease staging. For example,
revised FIGO staging for cervical cancer now enables the upstaging of the cancer cervix to
stage IIIC based on radiological (not only pathological) detection of pelvic +/− paraaortic
lymphadenopathy [4].

The National Comprehensive Cancer Network (NCCN) suggests considering FDG-
PET/CT in all cases of gynecologic malignancies if metastasis is suspected at initial staging
and for evaluation of suspected recurrence [4].

4.5. Positron Emission Tomography-Computed Tomography (PET-CT)

Hybrid imaging using [fluorine-18]-fluoro-2-deoxy-D-glucose positron emission to-
mography (18F-FDG PET CT) has established role in staging and monitoring of therapy as
well as detection of recurrence in gynecologic malignancies with its ability to incorporate
the anatomical data (CT) and the metabolic information (functional PET) (Figures 9 and 10).
Moreover, it has an important role in determining the metabolically active gross tumor vol-
ume (GTV) which includes the gross palpable or visible/demonstrable extent and location
of malignant growth and thus helps in planning for radiation therapy. It also improves the
detection of distant and nodal metastatic disease compared to CT alone [31].

However, high radiotracer uptake is not only seen in the malignancies but may also
be seen with other benign lesions such as leiomyoma, pelvic inflammatory changes or with
physiological conditions such as focal ureteric excretion mimicking active lymph node,
physiological uptake by normal endometrium and normal ovaries in different menstrual
phases. On the contrary, false negative results could be encountered in some scenarios, for
example necrotic lymph nodes might show no or very low tracer uptake and physiological
excretion of the tracer in the bladder might conceal small underlying masses. PET-CT
is a modality of high specificity yet of low sensitivity in detection of primary lesion in
gynecologic malignancies, and this may be challenging for the reporting radiologist who
should be knowledgeable about its pitfalls to avoid faulty interpretations [32].

Endometrial cancer: FDG PET CT has well established role in detection of extrauterine
spread before salvage radiotherapy or surgery. There are some promising studies [33,34]
regarding the possible use of FDG PET CT as a predictive biomarker, however more
improvements in the standardization and validation of metabolic threshold values are
needed [32]. There is no established role for FDG PET CT in the detection, local staging or
in the preoperative nodal staging of endometrial cancer [23,32].
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Figure 10. Maximum intensity projection (a), and multiple axial color fused images (b–f) of PET
CT in a 78 year old lady with recently diagnosed left ovarian serous adenocarcinoma for staging,
show left pleural effusion with hypermetabolic nodule/implant (proven to be malignant effusion)
with hypermetabolic implants in the subdiaphragmatic (c), perihepatic and perisplenic regions (d),
infracolic omentum (e) and recto-vaginal pouch (f) in keeping with metastasis. Follow up maximum
intensity projection (g), and multiple axial color fused images (h–l) of PET CT in the same patient
after 3 months of chemotherapy, shows excellent post-treatment response with resolution of the
peritoneal metastases as well as the prior left pleural effusion.

Cervical cancer: FDG PET CT is the modality of choice for staging of advanced cervical
cancer with better detection of distant and nodal metastasis. Moreover, in locally advanced
cervical cancer, FDG PET CT may be used for staging, planning for radiotherapy and
assessing the treatment response [4,32].
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Ovarian cancer: FDG PET CT has established role for detecting suspected recurrence
in patients with rising tumor markers (such as CA125) who could be candidates for salvage
surgery or radiotherapy. There is no established role for FDG PET CT in assessing adnexal
masses of indeterminate nature or for the primary staging of ovarian cancer. [23,24,32].
Although FDG PET CT is superior to CECT for detection of nodal and extraabdominal
metastatic lesions, the studies have proven that this superiority is not reflected on the
patients’ management [32,35,36].

Recently DOTATATE-PET/CT is proven to be of value in the work up of uncommon
neuroendocrinal variants of ovarian and cervical malignancies [4].

A common feature of most of solid tumors is hypoxia. The hypoxic state induced
by the tumor stimulates angiogenesis, disrupts the internal cellular environment and
eventually may lead to increased incidence of tumor resistance, metastasis and recurrence.
Thus hypoxia is a negative prognostic factor and a potentially useful prognostic biomarker
in cancer patients [37].

Several image-based modalities for hypoxia evaluation exist. The most widely used
is PET-based hypoxia imaging [38]. Advantages of PET-based hypoxia imaging include
highest specificity to tissue hypoxia, good intrinsic resolution, tolerance by the patients,
potential repetition and possibility of semiquantification/quantification of the hypoxic
tumor burden [39]. A variety of hypoxia PET tracers have been developed and evaluated
such as 2-nitroimidazole based (including FMISO, FAZA, FETNIM, FETA, EF1, EF3 and
EF5) and Cu-ATSM [40].

4.6. PET-MRI

Hybrid imaging with Positron emission tomography-magnetic resonance imaging
(PET-MRI) aims to combine the functional and quantitative metabolic data of PET with the
high resolution anatomic and functional imaging properties of MRI in one combined or
hybrid modality. It has the advantage of providing precise simultaneous evaluation of the
primary gynecologic tumor and any possible metastasis with radiation exposure less than
PET-CT by about 45% [41].

Despite the limited data in the literature, the diagnostic performance of PET-MRI for
gynecological cancers appear promising compared to other imaging modalities. Several
reports suggest that PET-MRI is superior to FDG PET CT in the assessment of local disease
spread. PET-MRI is expected to play a promising role in planning for radiotherapy and
assessing for treatment response in the future [19,42].

Endometrial cancer: SUV and ADC values are potential prognostic functional biomark-
ers. PET-MRI is comparable to PET-CT for primary tumor identification and detection of
tumor recurrence (Figure 11).

Cervical cancer: PET-MRI potentially has a higher diagnostic sensitivity for local
recurrence of cervical cancer than PET-CT. PET-MRI may also be of value in the detection of
neuroendocrine cervical cancers. Moreover, the aggressiveness of cervical cancer could be
correlated to the functional biomarkers like SUV and ADC values (Figures 10, 12 and 13).
PET-MRI may also be valuable in detection of nodal and distant metastasis with accuracy
comparable to PET-CT.

Ovarian cancer: PET-MRI may serve as an alternative to CT in assessing distant
metastatic lesions [23,42].

4.7. Artificial Intelligence (AI), Deep Learning, Radiomics and Radiogenomics

AI is a relatively new science that first appeared in the early fifties. It aims to create
intelligent machines with functions and reactions similar to human beings (i.e., develop
theories, identification, reasoning and interpretation) with acuteness and influence typically
pertaining to human [43,44]
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Figure 11. Sagittal T2 WI (a) and axial T1 post contrast (b) MR images in a 75 year old lady with
post-menopausal vaginal bleeding and fatigue show a large heterogeneously enhancing infiltrative
endometrial mass extending into the cervix. Corresponding sagittal (c) and axial (d) color fused
PET/MR images show intensely hypermetabolic activity throughout the uterus including the cervix.
Biopsy of the mass revealed high grade adenocarcinoma.

Application of AI in the medial research is an interesting topic in modern science. In
oncology, AI has been increasingly used for the diagnostic evaluation of medical images
such as radiographic images, omics analysis using genome data, and clinical informa-
tion [45]. AI can play an important role in different fields of gynecologic malignancies
for example in medical image recognition, auxiliary diagnosis, scheming treatment and
drug research.

Deep learning is a form of machine learning with more than 90% supervised learn-
ing [46]. Deep learning presents an analytical method which utilizes neural networks that
employ mathematical models to imitate neuronal cells of the human brain.

Aramendía-Vidaurreta et al. described a study using a new method for automatic dis-
crimination of ultrasound images of adnexal masses based on a neural networks approach.
That method calculates seven different characteristics from the ultrasound images of the
adnexal masses namely (fractal dimension, local binary pattern, invariant moments, en-
tropy, gray level co-occurrence matrix, law texture energy and Gabor wavelet) from which
several features are extracted and collected together with the patient’s age. Ultrasound
images of 145 patients with adnexal masses consisting of 39 malignant and 106 benign
lesions (corresponding to probability of occurrence in general population) were used to
validate the purposed method in discrimination between benign and malignant adnexal
masses with accuracy of 98.78%, sensitivity of 98.50%, specificity of 98.90% and area under
the curve of 0.997 [47].
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Many studies regarding using AI in the evaluation of medical images (e.g., MRI, hys-
teroscopy, colposcopy) in cervical and endometrial cancers are reported. For example, a
retrospective study done by Pergialiotis et al. [48] to investigate the diagnostic accuracy of
three different methodologies (Artificial neural networks ANNs, classification and regres-
sion trees CARTs and logistic regression) to predict endometrial cancer in postmenopausal
women with vaginal bleeding or endometrial thickness ≥ 5 mm by ultrasound. Among
the three methods, ANN analysis had the highest sensitivity, specificity and overall accu-
racy. The study concluded that AI is a potential powerful tool which might be used as a
non-invasive screening tool to guide healthcare professionals when suspecting endometrial
pathology. Another study by Urushibara et al. [49] concluded that deep learning has similar
diagnostic performance to that of experienced radiologists when diagnosing cervical cancer
on a single T2-weighted image. In 2019, Shen et al. [50] carried out the first study to
use deep learning model for assessing 18F-FDG PET-CT images in predicting treatment
outcomes in cervical cancer patients with promising results.

Thus AI is believed to improve the diagnostic efficiency, effect of treatment, overall
prognosis and reduces the burden of healthcare professionals in gynecologic oncology [44].

Some difficulties for the application of AI in gynecological malignancies exit. For
example, technical difficulties regarding generalizability and reproducibility, dependence
on human engagement, protection of the privacy of patients and legal issues in cases of
medical negligence [44,45].

Radiomics is a neoteric approach which aspires to enhance decision support by ex-
tracting quantitative information from radiologic imaging. Radiogenomics is the extension
of radiomics through the combination of genetic and radiomic data [23].
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Figure 12. Sagittal T2W (a), sagittal post contrast fat saturated T1W (b) and axial post contrast fat
saturated T1W (c) images through the pelvis of a 31 year old lady with incidentally discovered
cervical mass during infertility workup, show an exophytic cervical mass arising from the anterior lip.
The lesion appears bright in DWI (f) with low ADC (g) values consistent with diffusion restriction.
Corresponding sagittal (d) and axial (e) color fused PET MRI images showed the FDG avid hyperme-
tabolic cervical mass with maximum SUV of 13.4. There was no evidence of vaginal cuff involvement,
parametrial extension or pelvic/inguinal lymphadenopathy. Biopsy of the cervical mass revealed
invasive high-grade carcinoma with an adenocarcinoma component.
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Figure 13. Sagittal T2W (a) and axial T2 W (b) MR images of a 51 year old lady with abnormal vaginal
bleeding show a 2.3 × 2.1 cm endocervical mass involving the anterior cervical lip. The lesion appears
bright on DWI (c) and shows low ADC (f) values consistent with diffusion restriction. Sagittal (d)
and axial (e) color fused PET-MR images showed the corresponding FDG avid hypermetabolic with
maximum SUV of 10.7. Mild uptake within the endometrial cavity was thought to be physiologic.
Biopsy of the cervical mass revealed basaloid type invasive moderately differentiated squamous cell
carcinoma of the cervix.

Unlike radiomics, standard imaging evaluation using CT or MRI does not take into
account the tumoral heterogeneity. Radiomics can be used to evaluate the whole tumor
burden heterogeneity compared to single biopsy sample by extracting plenty of quantitative
data which cannot be assessed visually from conventional images and integrates them
with the patient’s clinical data into accessible database. The process of radiomics analysis
includes image acquisition (X-ray, US, CT, MRI and PET), segmentation, feature extraction,
feature selection, validation and model construction. A number of reliable algorithms
currently exist that are able to segment the lesion automatically or semi-automatically.
Features can then be extracted that include semantic (morphological) features and agnostic
features (complex mathematically extracted quantitative features) via dedicated software.
Selected extracted features are then used to generate a report that can be put in a database
together with other relevant data, such as clinical and genomic data of the patient [51]. Its
further details are beyond the scope of this article.

Radiomics and radiogenomics may offer a noninvasive tool for evaluation of the
whole volume of the tumor, aiming at improving the prediction of patient’s outcome,
optimal triage and offering best treatment options. Moreover, radiogenomics application
for prognostic profiling of endometrial cancer has shown promising results [52].

Radiogenomics warrants the correlation of molecular markers (genomic data from
tissue analysis and other clinical data) of disease to its imaging features thus aiming at
creating affordable noninvasive imaging substitute for genetic testing that can be used in
supporting treatment selection, predicting and monitoring its outcome [53].
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5. Conclusions

Gynecologic malignancies are among the most common malignancies worldwide
with significant morbidity and mortality. Advances in imaging aim at early detection,
accurate staging, early recurrence detection and lesion specification. The most common
gynecologic malignancies are cervical, endometrial and ovarian malignancies. Initial
assessment for a patient with symptoms suspicious of gynecologic malignancy is classically
US. Indeterminate lesions by US warrant further imaging usually by MRI. MRI is also the
gold standard for local staging of most of gynecologic malignancies. Hybrid imaging has an
established role in staging, monitoring of therapy and detection of recurrence. Radiomics
and radiogenomics are potential noninvasive alternatives for evaluation of the tumors.

Author Contributions: T.D., literature search, drafting, editing, revising manuscript, collecting and
working on images; S.S., Reviewed and edited manuscript; N.S., Provided imaging example, reviewed
and edited manuscript; A.R.K., Provided imaging example, reviewed and edited manuscript; P.B.,
re-designed, supervised, reviewed and edited manuscript; A.C.M., came up with the concept and
design of work, close monitoring, editing, re-designing, revising, approval of the manuscript. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This is a review article with HIPPA compliant anonymous
images and does not need any IRB approval as per our institutional and national guidelines.

Informed Consent Statement: As it is a retrospective review article with HIPPA compliant anonymous
images, patient consent is not applicable and waived per MD Anderson Institutional Review Board.

Data Availability Statement: No new data were created or analyzed in this study. Data sharing is
not applicable to this article.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Ferlay, J.; Soerjomataram, I.; Dikshit, R.; Eser, S.; Mathers, C.; Rebelo, M.; Parkin, D.M.; Forman, D.; Bray, F. Cancer incidence and

mortality worldwide: Sources, methods and major patterns in GLOBOCAN 2012. Int. J. Cancer 2015, 136, E359–E386. [CrossRef]
[PubMed]

2. Bell, D.J.; Pannu, H.K. Radiological assessment of gynecologic malignancies. Obstet. Gynecol. Clin. N. Am. 2011, 38, 45–68.
[CrossRef] [PubMed]

3. Siegel, R.L.; Miller, K.D.; Fuchs, H.E.; Jemal, A. Cancer statistics, 2022. CA Cancer J. Clin. 2022, 72, 7–33. [CrossRef] [PubMed]
4. Friedman, S.N.; Itani, M.; Dehdashti, F. PET Imaging for Gynecologic Malignancies. Radiol. Clin. N. Am. 2021, 59, 813–833.

[CrossRef]
5. Zander, D.; Hüske, S.; Hoffmann, B.; Cui, X.W.; Dong, Y.; Lim, A.; Jenssen, C.; Löwe, A.; Koch, J.B.H.; Dietrich, C.F. Ultrasound

Image Optimization (“Knobology”): B-Mode. Ultrasound Int. Open 2020, 6, E14–E24. [CrossRef]
6. Fischerova, D.; Cibula, D. Ultrasound in gynecological cancer: Is it time for re-evaluation of its uses? Curr. Oncol. Rep. 2015, 17,

28. [CrossRef]
7. Woodfield, C.A. The Usefulness of Ultrasound Imaging in Gynecologic Oncology. PET Clin. 2018, 13, 143–163. [CrossRef]
8. Kaveh, M.; Sadegi, K.; Salarzaei, M.; Parooei, F. Comparison of diagnostic accuracy of saline infusion sonohysterography,

transvaginal sonography, and hysteroscopy in evaluating the endometrial polyps in women with abnormal uterine bleeding: A
systematic review and meta-analysis. Wideochir. Inne. Tech. Maloinwazyjne 2020, 15, 403–415. [CrossRef]

9. Opolskiene, G.; Sladkevicius, P.; Valentin, L. Prediction of endometrial malignancy in women with postmenopausal bleeding and
sonographic endometrial thickness ≥ 4.5 mm. Ultrasound Obstet. Gynecol. 2011, 37, 232–240. [CrossRef]

10. Lee, S.I. An imaging algorithm for evaluation of abnormal uterine bleeding: Does sonohysterography play a role? Menopause
2007, 14, 823–825. [CrossRef]

11. Green, R.W.; Epstein, E. Dynamic contrast-enhanced ultrasound improves diagnostic performance in endometrial cancer staging.
Ultrasound Obstet. Gynecol. 2020, 56, 96–105. [CrossRef]

12. Antonsen, S.L.; Jensen, L.N.; Loft, A.; Berthelsen, A.K.; Costa, J.; Tabor, A.; Qvist, I.; Hansen, M.R.; Fisker, R.; Andersen, E.S.; et al.
MRI, PET/CT and ultrasound in the preoperative staging of endometrial cancer-a multicenter prospective comparative study.
Gynecol. Oncol. 2013, 128, 300–308. [CrossRef] [PubMed]

13. Fischerova, D.; Frühauf, F.; Zikan, M.; Pinkavova, I.; Kocián, R.; Dundr, P.; Nemejcova, K.; Dusek, L.; Cibula, D. Factors affecting
sonographic preoperative local staging of endometrial cancer. Ultrasound Obstet. Gynecol. 2014, 43, 575–585. [CrossRef]

http://doi.org/10.1002/ijc.29210
http://www.ncbi.nlm.nih.gov/pubmed/25220842
http://doi.org/10.1016/j.ogc.2011.02.003
http://www.ncbi.nlm.nih.gov/pubmed/21419327
http://doi.org/10.3322/caac.21708
http://www.ncbi.nlm.nih.gov/pubmed/35020204
http://doi.org/10.1016/j.rcl.2021.05.011
http://doi.org/10.1055/a-1223-1134
http://doi.org/10.1007/s11912-015-0449-x
http://doi.org/10.1016/j.cpet.2017.11.003
http://doi.org/10.5114/wiitm.2020.93791
http://doi.org/10.1002/uog.8871
http://doi.org/10.1097/gme.0b013e318136e1c6
http://doi.org/10.1002/uog.21885
http://doi.org/10.1016/j.ygyno.2012.11.025
http://www.ncbi.nlm.nih.gov/pubmed/23200916
http://doi.org/10.1002/uog.13248


Cancers 2022, 14, 5528 20 of 21

14. Savelli, L.; Ceccarini, M.; Ludovisi, M.; Fruscella, E.; De Iaco, P.A.; Salizzoni, E.; Mabrouk, M.; Manfredi, R.; Testa, A.C.; Ferrandina,
G. Preoperative local staging of endometrial cancer: Transvaginal sonography vs. magnetic resonance imaging. Ultrasound Obstet.
Gynecol. 2008, 31, 560–566. [CrossRef]

15. Hsiao, Y.-H.; Yang, S.-F.; Chen, Y.-H.; Chen, T.-H.; Tsai, H.-D.; Chou, M.-C.; Chou, P.-H. Updated applications of Ultrasound in
Uterine Cervical Cancer. J. Cancer 2021, 12, 2181–2189. [CrossRef]

16. Sayasneh, A.; Ekechi, C.; Ferrara, L.; Kaijser, J.; Stalder, C.; Sur, S. The characteristic ultrasound features of specific types of
ovarian pathology (review). Int. J. Oncol. 2015, 46, 445–458. [CrossRef] [PubMed]

17. Murotsuki, J. Contrast-enhanced Ultrasound in Obstetrics and Gynecology. Donald Sch. J. Ultrasound Obstet. Gynecol. 2007, 1,
16–19. [CrossRef]

18. Strachowski, L.M.; Jha, P.; Chawla, T.P.; Davis, K.M.; Dove, C.K.; Glanc, P.; Morgan, T.A.; Andreotti, R.F. O-RADS for Ultrasound:
A User’s Guide, From the AJR Special Series on Radiology Reporting and Data Systems. AJR Am. J. Roentgenol. 2021, 216,
1150–1165. [CrossRef] [PubMed]

19. Ohliger, M.A.; Hope, T.A.; Chapman, J.S.; Chen, L.M.; Behr, S.C.; Poder, L. PET/MR Imaging in Gynecologic Oncology.
Magn. Reson. Imaging Clin. N. Am. 2017, 25, 667–684. [CrossRef]

20. Nougaret, S.; Lakhman, Y.; Vargas, H.A.; Colombo, P.E.; Fujii, S.; Reinhold, C.; Sala, E. From Staging to Prognostication:
Achievements and Challenges of MR Imaging in the Assessment of Endometrial Cancer. Magn. Reson. Imaging Clin. N. Am. 2017,
25, 611–633. [CrossRef]

21. Bourgioti, C.; Chatoupis, K.; Antoniou, A.; Panourgias, E.; Tzavara, C.; Rodolakis, A.; Moulopoulos, L. T2-weighted MRI findings
predictive of parametrial involvement in patients with cervical cancer and histologically confirmed full thickness stromal invasion.
Hell. J. Radiol. 2018, 3, 23–32.

22. Otero-García, M.M.; Mesa-Álvarez, A.; Nikolic, O.; Blanco-Lobato, P.; Basta-Nikolic, M.; de Llano-Ortega, R.M.; Paredes-
Velázquez, L. Role of MRI in staging and follow-up of endometrial and cervical cancer: Pitfalls and mimickers. Insights Imaging
2019, 10, 19. [CrossRef]

23. Khan, S.R.; Arshad, M.; Wallitt, K.; Stewart, V.; Bharwani, N.; Barwick, T.D. What’s New in Imaging for Gynecologic Cancer?
Curr. Oncol. Rep. 2017, 19, 85. [CrossRef] [PubMed]

24. Iyer, V.R.; Lee, S.I. MRI, CT, and PET/CT for Ovarian Cancer Detection and Adnexal Lesion Characterization. Am. J. Roentgenol.
2010, 194, 311–321. [CrossRef]

25. Thomassin-Naggara, I.; Poncelet, E.; Jalaguier-Coudray, A.; Guerra, A.; Fournier, L.S.; Stojanovic, S.; Millet, I.; Bharwani, N.;
Juhan, V.; Cunha, T.M.; et al. Ovarian-Adnexal Reporting Data System Magnetic Resonance Imaging (O-RADS MRI) Score for
Risk Stratification of Sonographically Indeterminate Adnexal Masses. JAMA Netw. Open 2020, 3, e1919896. [CrossRef]

26. Sadowski, E.A.; Thomassin-Naggara, I.; Rockall, A.; Maturen, K.E.; Forstner, R.; Jha, P.; Nougaret, S.; Siegelman, E.S.; Reinhold, C.
O-RADS MRI Risk Stratification System: Guide for Assessing Adnexal Lesions from the ACR O-RADS Committee. Radiology
2022, 303, 204371. [CrossRef]

27. Miccò, M.; Sala, E.; Lakhman, Y.; Hricak, H.; Vargas, H.A. Role of imaging in the pretreatment evaluation of common gynecological
cancers. Womens Health 2014, 10, 299–321. [CrossRef]

28. Bolus, D.N. Dual-energy computed tomographic scanners: Principles, comparisons, and contrasts. J. Comput. Assist. Tomogr. 2013,
37, 944–947. [CrossRef]

29. Benveniste, A.P.; de Castro Faria, S.; Broering, G.; Ganeshan, D.M.; Tamm, E.P.; Iyer, R.B.; Bhosale, P. Potential Application of
Dual-Energy CT in Gynecologic Cancer: Initial Experience. Am. J. Roentgenol. 2017, 208, 695–705. [CrossRef]

30. Agrawal, M.D.; Pinho, D.F.; Kulkarni, N.M.; Hahn, P.F.; Guimaraes, A.R.; Sahani, D.V. Oncologic Applications of Dual-Energy CT
in the Abdomen. RadioGraphics 2014, 34, 589–612. [CrossRef]

31. Dejanovic, D.; Hansen, N.L.; Loft, A. PET/CT Variants and Pitfalls in Gynecological Cancers. Semin. Nucl. Med. 2021, 51, 593–610.
[CrossRef] [PubMed]

32. Narayanan, P.; Sahdev, A. The role of (18)F-FDG PET CT in common gynaecological malignancies. Br. J. Radiol. 2017, 90, 20170283.
[CrossRef] [PubMed]

33. Kidd, E.A.; Siegel, B.A.; Dehdashti, F.; Grigsby, P.W. The standardized uptake value for F-18 fluorodeoxyglucose is a sensitive
predictive biomarker for cervical cancer treatment response and survival. Cancer 2007, 110, 1738–1744. [CrossRef] [PubMed]

34. Burger, I.A.; Vargas, H.A.; Donati, O.F.; Andikyan, V.; Sala, E.; Gonen, M.; Goldman, D.A.; Chi, D.S.; Schöder, H.; Hricak, H. The
value of 18F-FDG PET/CT in recurrent gynecologic malignancies prior to pelvic exenteration. Gynecol. Oncol. 2013, 129, 586–592.
[CrossRef] [PubMed]

35. Fruscio, R.; Sina, F.; Dolci, C.; Signorelli, M.; Crivellaro, C.; Dell’Anna, T.; Cuzzocrea, M.; Guerra, L.; Milani, R.; Messa, C.
Preoperative 18F-FDG PET/CT in the management of advanced epithelial ovarian cancer. Gynecol. Oncol. 2013, 131, 689–693.
[CrossRef]

36. Hynninen, J.; Kemppainen, J.; Lavonius, M.; Virtanen, J.; Matomäki, J.; Oksa, S.; Carpén, O.; Grénman, S.; Seppänen, M.; Auranen,
A. A prospective comparison of integrated FDG-PET/contrast-enhanced CT and contrast-enhanced CT for pretreatment imaging
of advanced epithelial ovarian cancer. Gynecol. Oncol. 2013, 131, 389–394. [CrossRef]

37. Sanduleanu, S.; Wiel, A.M.A.v.d.; Lieverse, R.I.Y.; Marcus, D.; Ibrahim, A.; Primakov, S.; Wu, G.; Theys, J.; Yaromina, A.; Dubois,
L.J.; et al. Hypoxia PET Imaging with [18F]-HX4—A Promising Next-Generation Tracer. Cancers 2020, 12, 1322. [CrossRef]

http://doi.org/10.1002/uog.5295
http://doi.org/10.7150/jca.49479
http://doi.org/10.3892/ijo.2014.2764
http://www.ncbi.nlm.nih.gov/pubmed/25406094
http://doi.org/10.5005/jp-journals-10009-1094
http://doi.org/10.2214/AJR.20.25064
http://www.ncbi.nlm.nih.gov/pubmed/33355485
http://doi.org/10.1016/j.mric.2017.03.012
http://doi.org/10.1016/j.mric.2017.03.010
http://doi.org/10.1186/s13244-019-0696-8
http://doi.org/10.1007/s11912-017-0640-3
http://www.ncbi.nlm.nih.gov/pubmed/29105030
http://doi.org/10.2214/AJR.09.3522
http://doi.org/10.1001/jamanetworkopen.2019.19896
http://doi.org/10.1148/radiol.204371
http://doi.org/10.2217/WHE.14.19
http://doi.org/10.1097/RCT.0000000000000028
http://doi.org/10.2214/AJR.16.16227
http://doi.org/10.1148/rg.343135041
http://doi.org/10.1053/j.semnuclmed.2021.06.006
http://www.ncbi.nlm.nih.gov/pubmed/34253332
http://doi.org/10.1259/bjr.20170283
http://www.ncbi.nlm.nih.gov/pubmed/28830238
http://doi.org/10.1002/cncr.22974
http://www.ncbi.nlm.nih.gov/pubmed/17786947
http://doi.org/10.1016/j.ygyno.2013.01.017
http://www.ncbi.nlm.nih.gov/pubmed/23369941
http://doi.org/10.1016/j.ygyno.2013.09.024
http://doi.org/10.1016/j.ygyno.2013.08.023
http://doi.org/10.3390/cancers12051322


Cancers 2022, 14, 5528 21 of 21

38. Huang, Y.; Fan, J.; Li, Y.; Fu, S.; Chen, Y.; Wu, J. Imaging of Tumor Hypoxia With Radionuclide-Labeled Tracers for PET.
Front. Oncol. 2021, 11, 731503. [CrossRef]

39. Lopci, E.; Grassi, I.; Chiti, A.; Nanni, C.; Cicoria, G.; Toschi, L.; Fonti, C.; Lodi, F.; Mattioli, S.; Fanti, S. PET radiopharmaceuticals
for imaging of tumor hypoxia: A review of the evidence. Am. J. Nucl. Med. Mol. Imaging 2014, 4, 365–384.

40. Li, Z.; Chu, T. Recent advances on radionuclide labeled hypoxia-imaging agents. Curr. Pharm. Des. 2012, 18, 1084–1097. [CrossRef]
41. Nguyen, N.C.; Beriwal, S.; Moon, C.-H.; D’Ardenne, N.; Mountz, J.M.; Furlan, A.; Muthukrishnan, A.; Rangaswamy, B. Diagnostic

Value of FDG PET/MRI in Females With Pelvic Malignancy-A Systematic Review of the Literature. Front. Oncol. 2020, 10, 519440.
[CrossRef]

42. Virarkar, M.; Viswanathan, C.; Iyer, R.; de Castro Faria, S.; Morani, A.; Carter, B.; Ganeshan, D.; Elsherif, S.; Bhosale, P.R. The Role
of Positron Emission Tomography/Magnetic Resonance Imaging in Gynecological Malignancies. J. Comput. Assist. Tomogr. 2019,
43, 825–834. [CrossRef]

43. Kim, E.J.; Woo, H.S.; Cho, J.H.; Sym, S.J.; Baek, J.H.; Lee, W.S.; Kwon, K.A.; Kim, K.O.; Chung, J.W.; Park, D.K.; et al. Early
experience with Watson for oncology in Korean patients with colorectal cancer. PLoS ONE 2019, 14, e0213640. [CrossRef]

44. Zhou, J.; Zeng, Z.Y.; Li, L. Progress of Artificial Intelligence in Gynecological Malignant Tumors. Cancer Manag. Res. 2020, 12,
12823–12840. [CrossRef]

45. Sone, K.; Toyohara, Y.; Taguchi, A.; Miyamoto, Y.; Tanikawa, M.; Uchino-Mori, M.; Iriyama, T.; Tsuruga, T.; Osuga, Y. Application
of artificial intelligence in gynecologic malignancies: A review. J. Obstet. Gynaecol. Res. 2021, 47, 2577–2585. [CrossRef]

46. Emmert-Streib, F.; Yang, Z.; Feng, H.; Tripathi, S.; Dehmer, M. An Introductory Review of Deep Learning for Prediction Models
With Big Data. Front. Artif. Intell. 2020, 3, 4. [CrossRef]

47. Aramendía-Vidaurreta, V.; Cabeza, R.; Villanueva, A.; Navallas, J.; Alcázar, J.L. Ultrasound Image Discrimination between Benign
and Malignant Adnexal Masses Based on a Neural Network Approach. Ultrasound Med. Biol. 2016, 42, 742–752. [CrossRef]

48. Pergialiotis, V.; Pouliakis, A.; Parthenis, C.; Damaskou, V.; Chrelias, C.; Papantoniou, N.; Panayiotides, I. The utility of artificial
neural networks and classification and regression trees for the prediction of endometrial cancer in postmenopausal women.
Public Health 2018, 164, 1–6. [CrossRef]

49. Urushibara, A.; Saida, T.; Mori, K.; Ishiguro, T.; Sakai, M.; Masuoka, S.; Satoh, T.; Masumoto, T. Diagnosing uterine cervical
cancer on a single T2-weighted image: Comparison between deep learning versus radiologists. Eur. J. Radiol. 2021, 135, 109471.
[CrossRef]

50. Shen, W.C.; Chen, S.W.; Wu, K.C.; Hsieh, T.C.; Liang, J.A.; Hung, Y.C.; Yeh, L.S.; Chang, W.C.; Lin, W.C.; Yen, K.Y.; et al. Prediction
of local relapse and distant metastasis in patients with definitive chemoradiotherapy-treated cervical cancer by deep learning from
[(18)F]-fluorodeoxyglucose positron emission tomography/computed tomography. Eur. Radiol. 2019, 29, 6741–6749. [CrossRef]

51. Lo Gullo, R.; Daimiel, I.; Morris, E.A.; Pinker, K. Combining molecular and imaging metrics in cancer: Radiogenomics.
Insights Imaging 2020, 11, 1. [CrossRef]

52. Manganaro, L.; Nicolino, G.M.; Dolciami, M.; Martorana, F.; Stathis, A.; Colombo, I.; Rizzo, S. Radiomics in cervical and
endometrial cancer. Br. J. Radiol. 2021, 94, 20201314. [CrossRef]

53. El Naqa, I.; Napel, S.; Zaidi, H. Radiogenomics is the future of treatment response assessment in clinical oncology. Med. Phys.
2018, 45, 4325–4328. [CrossRef]

http://doi.org/10.3389/fonc.2021.731503
http://doi.org/10.2174/138161212799315849
http://doi.org/10.3389/fonc.2020.519440
http://doi.org/10.1097/RCT.0000000000000918
http://doi.org/10.1371/journal.pone.0213640
http://doi.org/10.2147/CMAR.S279990
http://doi.org/10.1111/jog.14818
http://doi.org/10.3389/frai.2020.00004
http://doi.org/10.1016/j.ultrasmedbio.2015.11.014
http://doi.org/10.1016/j.puhe.2018.07.012
http://doi.org/10.1016/j.ejrad.2020.109471
http://doi.org/10.1007/s00330-019-06265-x
http://doi.org/10.1186/s13244-019-0795-6
http://doi.org/10.1259/bjr.20201314
http://doi.org/10.1002/mp.13035

	Introduction 
	Methods 
	Discussion 
	Imaging 
	Ultrasound 
	Magnetic Resonance Imaging (MRI) 
	Computed Tomography (CT) 
	Molecular Imaging 
	Positron Emission Tomography-Computed Tomography (PET-CT) 
	PET-MRI 
	Artificial Intelligence (AI), Deep Learning, Radiomics and Radiogenomics 

	Conclusions 
	References

