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Introduction 
 
This document presents recommended guidelines for imaging of gynaecological malignancy.  These 
regional guidelines have been developed by the Gynaecological Cancer Managed Clinical Network (MCN). 
These guidelines have been reviewed by its members and subsequently ratified for implementation by the 
MCN Advisory Board. 
 
 

Endometrial Cancer 
 

Diagnostic Status Imaging 
Requirements 

Comments 

Grade 1 Endometrioid Endometrial 
Cancer (EEC) 

No further imaging 
after TVUS 

But if advanced disease clinically, or difficult clinical 
exam, then imaging with CT is advised. 

Grade 2 or 3 EEC CT Chest, Abdomen 
and Pelvis 

Clinical exam is likely to understage. 
There is a higher likelihood of unexpected pelvic and 
abdominal adenopathy. 

Serous, clear cell adenocarcinoma, or 
carcinosarcoma on endometrial biopsy 

CT Chest, Abdomen 
and Pelvis 

High likelihood of nodal metastases which may only 
be extra pelvic. Unexpected serosal, peritoneal 
disease or invasion of other pelvic organs can be 
detected. 

Features discovered post surgery: 
 > Stage 1A 
serous, clear cell, or carcinosarcomas. 

≥ Stage 3 any histology grade/type. 

CT Chest, Abdomen 
and Pelvis 

High probability of pelvic , abdominal nodal 
metastases and haematogenous dissemination. 
 
Stage 3 disease: peritoneal dissemination and distant 
metastases are more likely. 
This information may change adjuvant treatment 
/radiotherapy.  

PET/CT is not routinely indicated in endometrial cancer, but may be used in selected patients as a problem solving tool.  

 
 

Uterine Sarcoma 
 

Diagnostic Status Imaging 
Requirements 

Comments 

Suspected preoperatively CT Chest, Abdomen 
and Pelvis 

High likelihood of haematogenous spread requires 
complete staging of chest, abdomen and pelvis. 

Found unexpectedly postoperatively. 
(e.g.  Leiomyosarcoma, Endometrial 
stromal sarcoma,undifferentiated 
sarcoma ) 

CT Chest, Abdomen 
and Pelvis 

High likelihood of haematogenous spread requires 
complete staging of chest, abdomen and pelvis, even 
for small tumours confined to uterus. 

Long term imaging follow up is required (often for many years) even in low grade sarcomas. This should be advised by 
MDT once pathology and results of initial imaging are known. 
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Cervical Cancer 
 

Diagnostic Status Imaging 
Requirements 

Comments 

FIGO stage 1A (visible only at 
colposcopy) or microscopic 1B1 

No Routine imaging 
required 

MRI helpful if trachelectomy or node resection is 
considered in 1A2 or small volume 1B1. 

FIGO stage1B - 3          
Post punch Bx and visible with 
speculum 

MRI pelvis and lower 
abdomen 

MRI should be arranged prior to LLETZ or cone 
biopsy, to allow correct staging and measurement of 
tumour size. If MRI contra-indicated, contrast CT 
abdomen and pelvis should be arranged as an 
alternative, provided the patient is not eligible for 
PET/CT.  

FIGO stage 4 CT Chest, Abdomen 
and Pelvis 

Supra clavicular nodes and lung metastases are not 
uncommon 

PET/CT will be arranged for most inoperable patients and some potentially operable patients following MDT 
discussion.  CXR is not routinely indicated unless there is a respiratory/clinical indication. 

 
 

Ovarian Cancer 
 

Diagnostic Status Imaging 
Requirements 

Comments 

Pelvic ultrasound is usually the primary imaging examination. Transvaginal ultrasound with Doppler assessment is 
recommended as a routine initial assessment of a pelvic mass.  
RMI > 200, (U/S findings x CA125 level x menopausal status) prompts high suspicion of malignancy and the need for 
further imaging and MDT referral. 

Unilateral or bilateral   ovarian masses. 
RMI > 200 

CT Chest, Abdomen 
and Pelvis 

CT provides the best assessment of operability or 
selection for chemotherapy.  Ultrasound alone will 
understage disease. 
CT may suggest that ovarian masses are metastatic 
(e.g. from bowel or breast). 

Gross ascites; raised CA125, No pelvic 
mass, No underlying medical 
cause.(e.g. cardiac or liver failure) 

CT Chest, Abdomen 
and Pelvis 

Consider Primary Peritoneal Carcinoma, but the 
possibility of metastatic peritoneal disease requires a 
generalised survey to exclude a primary neoplasm 
elsewhere. 

Premenopausal patient with suspected 
malignant ovarian tumour or complex 
pelvic mass RMI < 200 

MRI pelvis and lower 
abdomen 

Note RMI may be lowered due to premenopausal 
status. Mucinous or borderline tumours with low 
CA125 levels are also more likely.  Fertility sparing 
surgery should be considered for most germ cell, 
granulosa and other rare tumours. MRI provides best 
detail of resectability and preoperative tumour 
characterisation whilst avoiding radiation in patients 
of child bearing age.  CT may be required thereafter if 
malignancy is confirmed. 

Complex adnexal mass difficult to 
characterise  clinically or on ultrasound  

MRI pelvis and lower 
abdomen 

MRI is the best modality to identify the origin and 
characterise benign or malignant nature and extent of 
mass. 
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Diagnostic Status Imaging 
Requirements 

Comments 

Post Operative Young patient with 
confirmed germ cell or sex cord tumour 

Baseline CT Chest, 
Abdomen and Pelvis 
But  Follow up MRI 
studies 

Often stage 1A, (ovary confined disease), but higher 
likelihood of haematogenous metastases than 
epithelial cancer. 
Long term, or repeat imaging may be required - MRI 
is usually preferred to avoid cumulative high radiation 
dose. MDT imaging discussion is required. 

PET/CT is not routinely indicated in ovarian cancer, but may be used in selected patients as a problem solving tool. 

 
 

Vaginal / Vulval Cancer 
 

Diagnostic Status Imaging 
Requirements 

Comments 

Patients with vulval cancer <2cm diameter do not routinely require imaging. 

Patients with a vulval tumour >4cm or 
with a tumour >2cm and palpable 
suspicious groin nodes or suspicion of 
sphincter involvement should have 
imaging. 

CT abdomen and 
pelvis (including 
groins) 

Imaging is to assess for inguinal / pelvic / para-aortic 
nodal involvement.  CT chest can be performed if 
there are features suggestive of more distal spread.  
MRI can be requested if local delineation of the 
tumour would guide management. 

Patients with vaginal cancer should have MRI pelvis and lower abdomen in addition to PET/CT. 

Patients with Melanoma PET/CT Identification of metastatic disease in order to plan 
treatment. 

 
 

Pregnant patients with Suspected Gynaecological Malignancy 

Ultrasound is the examination of choice for initial assessment of pelvic masses. CA125 and other tumour 
markers are often not helpful in pregnancy and therefore optimal imaging may form the basis of a decision 
to intervene. 

CT, PET/CT and radioactive isotopes generally should be avoided due to ionising radiation to both mother 
(especially radiation sensitive breast tissue) and to the foetus. 

If necessary, to determine management during pregnancy, MRI is the cross sectional imaging modality of 
choice, to avoid ionising radiation. 
 
MRI is not recommended as a routine examination in pregnancy, particularly in the first trimester, although 
there have been no proven adverse effects up to 3.0T magnetic field strengths. 
 
Scan sequences are specifically selected to be as fast as possible and to minimise heating effects to foetus 
and mother. There is inconclusive evidence of any causative effect of acoustic or other damage to the 
foetus, but informed consent should be obtained. 
 

Gadolinium MR contrast crosses the placenta and should be avoided throughout pregnancy and lactation. 
Adverse effects are unproven, but it could be harmful to the foetus. 

Please discuss cases with a gynaecological radiologist before referral. 
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Additional Notes 
 
Impaired renal function with eGFR <30 ml/min will preclude administration of intravenous contrast which will 
limit patient assessment.   Recalling patients for repeat CT or post-contrast MR sequences may be avoided 
by ensuring renal function is assessed prior to CT or MRI, particularly elderly, diabetic or generally unwell 
patients and those with a large pelvic mass that may possibility have ureteric compression. 
 
In general, where patients are not MR compatible, substitute CT for MRI after discussion with local 
radiologist.                                                                                                                                         
    
Guidelines reviewed and updated by: Bappa Sarkar 
      Consultant Radiologist  

West of Scotland Managed Clinical Network 
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