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complex exam, it is our contention that what they 
hear is, “I’m going to probe your rectum now.”

We recognize that the manufacturing vendors 
making the transducer may call the housing unit 
the “probe” and the source component that pro-
duces the ultrasound the “transducer,” but we will, 
nevertheless, use the term “transducer” throughout 
this workbook and not the term “probe.”

Each chapter in this workbook will begin with a 
brief general Topic point of interest. Diagnostic im-
aging topics are an important aspect of gynecology 
and urogynecology and are presented throughout the 
book in no specific order. No questions are asked of 
the Learner, but the information may be helpful in 
subsequent cases.

TOPIC 1, FIGURE 1

 1. Fig. 1. Topic: Semantics in the context of pelvic  
imaging

If a transducer is placed in the vagina, the exam is 
commonly referred to as “transvaginal” when, in fact, 
it is “endovaginal” or from within. We will use the 
term “endocavitary,” “endovaginal,” or “endorectal” 
in our case discussions. In this workbook, when refer-
ring to the placement of the transducer, the prefix 
“trans” implies “through” a structure, whereas the 
prefix “endo” implies “from within” a structure.  
The term “transperineal” is appropriate to use for an 
exam because the transducer is placed at the perineum 
through which sound waves are propagated to assess 
the pelvic floor structures.

Semantics in the context of pelvic imaging mat-
ters to the patient. In this workbook, the term 
“transducer” is used as opposed to the term “probe” 
for instrumentation description. Furthermore, the 
term “transducer” is also used for the ultrasound 
examination instrument when discussing findings 
to our patients, as well as in our reporting. When a 
patient hears the examiner talk about the exam 
“probe,” for example, during an anal sphincter 
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Fig. 1

CASE 1, FIGURES 2 AND 3

 2. Figs. 2 and 3 are endovaginal (EV) images of a 2D 
midline (ML) sagittal uterus and a transverse mid-
uterus. The directional relationship of the EV 
transducer to the patient’s perineum on the screen 
is consistent, but can be consistent, but can be con-
fusing to the learner, especially in the presence of 
pathology. To the learner it seems logical that if the 
transducer is placed on the thyroid, for example, 
the transducer would be at the top of the screen 
and the anterior aspect of the thyroid would be 
under the transducer on the image. If the transab-
dominal transducer is placed at the anterior pelvis 
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on an anteverted uterus, for example, the transducer 
would be at the top of the screen and the anterior 
aspect of the uterus would be under the transducer 
on the screen.

This may not be so apparent when pathology is 
found on a gynecologic EV ultrasound exam or 
when performing transperineal pelvic floor imag-
ing. In the United States, the standard is that wher-
ever the transducer is, the anatomy under the 
transducer is placed at the top of the screen. In other 
countries, the standard may be reversed. Since the 
transducer is in the vagina, it is located inferior rela-
tive to the patient’s body. So, if the transducer is in 
the vagina and the patient were to stand upright, 
the transducer would be angled toward the floor, 
which is inferior to HER BODY, but the transducer 
would still be at the top of the screen.

Additionally, the standard for the left side of the 
screen on the EV sagittal plane is anterior and the 
right side is posterior. For the transverse plane, 
when the transducer is turned 90 degrees to the 
patient’s right side by standard (left on the exam-
iner’s hand), the patient’s right side is on the left 
side of the image, as if one is looking up the anat-
omy from her feet toward her head.

This assumes the examiner is holding the 
transducer correctly. All transducers have a notch 
on the top of the handle, so by touching that as-
pect of the transducer with the gloved hand be-
fore placing the transducer, the examiner will see 
the moving fingertip on the screen location before 
placement. If, for example, you are in a transverse 
plane and you angle to the patient’s right side, 
what is right will come into view. This becomes 
second nature in endovaginal imaging but is im-
portant to do correctly. Otherwise, in the presence 
of pathology, location of findings may be com-
pletely backward.
 a. In Figs. 2 and 3, in what direction on the patient 

is the top of the screen for both planes (sagittal 
and transverse)? _____

 b. In what position is the uterus—anteverted,  
neutral, or retroverted? _____

 c. Is the uterus anteflexed, retroflexed, or neither? 
_____

Fig. 2

Fig. 3

CASE 2, FIGURES 4 AND 5

 3. Figs. 4 and 5 are labeled with correct directional 
locations. To what aspect of the uterus in each plane 
is the gold arrow pointing—anterior or posterior?
 a. Fig. 4 _____
 b. Fig. 5 _____

Fig. 4
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Figs. 7 and 8 demonstrate slices through the original 
A plane in orthogonal B and C planes; therefore, the 
B plane is coronal to the urethral A plane at that dot 
(yellow line, as if you are looking anteriorly from 
behind the urethra) and the C plane is axial to the 
urethral cut through the A plane at that dot (faint 
blue, as if you are looking from one side to the other 
on the A plane). Sometimes, planes get confusing. It 
is always a good idea to distinguish any cut as a 
plane relative to the body versus the specific anat-
omy. It feels redundant to spend so much time on 
this at first when it is normal anatomy, but it pays 
off when there is pathology.
 a. On the A plane, at what direction on the patient’s 

body is the top of the screen? _____
 b. On the B plane, at what direction on the patient’s 

body is the top of the screen? _____
 c. On the C plane, at what direction on the patient’s 

body is the bottom of the screen? _____
 d. On the A plane, at what direction on the patient’s 

body is the bottom of the screen? _____
 e. On the B plane, at what direction on the patient’s 

body is the bottom of the screen? _____
 f. On the A plane, at what direction on the patient’s 

body is the left of the screen? _____
 g. On the B plane, at what direction on the patient’s 

body is the left of the screen? _____
 5. Transperineal 3D imaging greatly enhances mesh 

placement confidence, and manipulation of the 3D 
volume set can confirm and augment 2D pelvic 
floor findings. Fig. 9 goes back to the original 3D 
volume sweep. With the top of the screen as infe-
rior, the red lines are placed at distal (screen top), 
mid and proximal aspects of the urethra.

The mid-urethra is the ideal location for mesh 
placement. Visualization of the mesh on the A plane 
is seen as a hyperechoic focus posterior to the mid-
urethra (yellow arrow), as if the mesh is coming at 
you, so it is seen on end; therefore, the C plane, cre-
ated by the cut at the CRP dot on the A plane will 
show the side-to-side axial mid-urethra image behind 
which is the mesh. Why do we not see any mesh on 
the B plane? Fig. 10 demonstrates how the C plane 
can be pulled out of the volume set and rotated on the 
Z-axis to better present the midlevel suburethral 
mesh.

Fig. 5

CASE 3, FIGURES 6–10

 4. Fig. 6 is a transperineal 3D volume set of a normal 
urethra. When a volume is made, it is easy to forget 
that much more anatomic information is available 
to assess than what is seen on the screen. The 3D 
rendered image (screen bottom right) can be re-
moved, as in this case. Image A (see red arrow) is 
always the original sweep plane and, in this case, is 
a midsagittal plane. If only a 2D midline sagittal 
image was done, it would look exactly the same as 
the A plane image.

The degree of sweep, which is determined by the 
examiner, was made with an arbitrary 75-degree sweep 
angle to capture the entire adjacent lateral anatomy.

The sweep speed (also determined by the exam-
iner) was set at the slowest option to maximize the 
resolution. Contrarily, if the sweep speed is set too 
high, the image resolution will decrease.

Look at the small dot on all three images. That 
dot, called the center reference point (CRP), or, alter-
natively, the axis center point, is the center of the 
anatomic sweep volume and can be moved on any 
plane by the examiner or post exam at a worksta-
tion. When it is moved on one plane cutting through 
the anatomic volume, it will move on all three 
planes in that same direction; therefore, one can par-
allel shift through the entire volume in any plane.

Note that the white dot on the A plane is at the 
anterior aspect of the mid-urethra (yellow arrow). 
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Fig. 6

Fig. 7
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Fig. 8

Fig. 9
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Fig. 10

CASE 5, FIGURE 12

 10. Fig. 12. In what position is this midsagittal image 
of a uterus? _____

 11. What segment of the uterus is the “A” location? 
_____

 12. In what direction on the patient is the “B”  
location? _____

 13. In what direction on the patient is the “C”  
location? _____

 14. In what direction on the patient is the “D”  
location? _____

 15. In what direction on the patient is the “E”  
location? _____

 16. In what direction on the patient should the 
transducer be moved to better see the posterior 
cul-de-sac free fluid (*)? _____

 17. At what phase of the cycle is the endometrium? 
_____

CASE 4, FIGURE 11

 6. Fig. 11 is an EV midsagittal image of a nulliparous 
uterus. The patient’s last menstrual period (LMP) 
was 6 days ago. In what direction on the patient 
should the transducer handle be directed to see the 
entire uterine fundus? _____

 7. The endometrium demonstrates several subtle thin 
layers on the midsagittal plane which can demon-
strate anatomic changes in appearance throughout 
the endometrial cycle. At what phase of the cycle is 
the endometrium—proliferative or secretory? _____

 8. To what is the letter “d” pointing? _____
 9. In every image, there is a focal zone displayed by a 

carrot mark or a line of range along the side of the 
caliper markings where a convergence of the trans-
ducer’s lines of sight is located. The focal zone is 
moved throughout the exam to the area of interest 
so that the image is most focused there. Is the focal 
zone (green arrow) placed at the most optimal level 
to assess the endometrium? _____

Fig. 11

Fig. 12

CASE 6, FIGURES 13 AND 14

 18. Figs. 13 and 14 demonstrate a 3D volume set of a 
uterus with a sagittal original sweep acquisition 
(A) plane. Note the center reference points on the 
three orthogonal planes. Another important tool to 
specify areas of interest is the dotted green line of 
reference (LOR). The LOR, which is operator de-
pendent, is moved on the A and B planes to any 
level within the volume; in this case, it is just 
above the endometrium to 3D render the endome-
trium in Fig. 14.

If the LOR is not brought down to the endome-
trium, the anterior myometrium would be 3D 
rendered and the endometrium would not be seen. 
It would still be in the volume set but below the 
myometrium under the higher LOR.
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Fig. 13

Fig. 14
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CASE 7, FIGURE 15

Fig. 15 is a 3D volume set of the uterus performed to 
assess correct placement of a recently placed Essure 
coil on a patient with new onset of postoperative 
pelvic pain. The center reference point (CRP) loca-
tion is completely operator dependent and will alter 
all images with every move through the area of in-
terest on the entire volume set.

There are three knobs on ultrasound 3D system control 
panels that are labeled X, Y, and Z. Each is a rotary 
control to allow rotation of the anatomy through 

any 3D volume set by rotating on any axis in order 
to display any desired plane within the volume. 
Turning the X knob would rotate the planes by slic-
ing through the volume as if shaking it “yes.” Turn-
ing the Y knob would rotate the planes by slicing 
through the volume as if shaking it “no.” Turning 
the Z knob would rotate the plane as if “doing a 
cartwheel.” So, in this case, by rotating the “Y”-axis, 
the left coil would “stretch out” as seen on the 
added rotated rendered image. On which side of 
the uterus is the CRP placed in the images? _____

Fig. 15

CASE 8, FIGURES 16 AND 17

 19. Fig. 16 is a transperineal rotated upright C plane 
image of the urethra behind which is a suburethral 
sling from a transperineal 3D volume of the ure-
thra complex using a 5–9 MHz EV transducer. The 
patient presented with postoperative urethral 
sling placement pain. On which side of the image 
is the patient’s right side? _____

 20. Can one tell from this single image if the sling is  
at the mid-urethral level? (Does seeing the mesh 

posterior to the urethra imply the appropriate  
location?)
 a. Yes _____
 b. No _____
 c. Cannot tell _____

 21. Fig. 17 demonstrates the entire 3D volume set and 
is crucial to assess when the mesh placement, rela-
tive to surrounding anatomy, is the reason for the 
exam. The echogenic linear focus on the A plane is 
seen posterior to the urethra, as if the focus is com-
ing toward you on end. Of note, the urethra, which 
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is typically well visualized, is not well seen along 
the entire sagittal image with noted angulation of 
the contour. The gold arrows point to the distal, 
mid, and proximal levels (screen top to bottom).

The center reference point (CRP) has been 
placed on the mesh on the A plane (midsagittal of 
the mesh); therefore, the B plane (coronal of the 
mesh) and the C plane (transverse or axial of the 
mesh) demonstrate the CRP in a central location 
along the posterior edge of the mesh.

Is the mesh located at the mid-urethra? _____
 22. Note that the 3D rendered image demonstrates an 

additional echogenic focus that was consistently 
seen throughout the exam (red arrow). Try to as-
sess the location of this urethral focus. Our report 
is provided in the Answer Key.

Fig. 16

Fig. 17

CASE 9, FIGURE 18

 23. Fig. 18 demonstrates a 3D rendered image of the 
uterus with an intrauterine device recently placed 
centrally within the endometrial cavity. Identify 
the following labeled structures:
 a. _____
 b. _____
 c. _____
 d. _____

Fig. 18

a

c

d

b
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CASE 10, FIGURES 19–21

 24. Figs. 19–21 demonstrate uterine sagittal and trans-
verse images of a 40-year-old primiparous patient 
with known leiomyomata of various echogenic 
patterns.

Is the uterus small, normal, or enlarged in  
size? _____

 25. In what position [anteverted (AV), retroverted 
(RV), anteflexed (AF), retroflexed (RF)] is the 
uterus?
 a. AV, AF
 b. AV
 c. RV
 d. RV, RF

 26. Fig. 19. The red arrow is placed on the basal layer, 
the white arrow is placed on the functional layer, 
and the green arrow is placed on the apposing 
walls of the endometrial cavity. In what phase of 
the menstrual cycle is the endometrium?
 a. Post menses
 b. Early proliferative phase
 c. Proliferative phase
 d. Mid-cycle
 e. Secretory phase

 27. Which of the following would best describe the 
endometrium?
 a. The endometrium appears elevated at the lower 

uterine segment by a posterior segment myo-
matous lesion.

 b. The endometrium appears elevated at the mid-
uterine segment by posterior segment myoma-
tous lesions.

 c. The endometrium appears elevated at the mid-
uterine segment by an anterior submucosal 
myomatous lesion.

 d. The endometrium appears elevated at the mid-
fundal endometrial segment by multiple poste-
rior/fundal myomatous lesions.

 28. The uterus is heterogeneous in echo pattern. Im-
proved visualization of the overall echo pattern 
can be achieved by choosing from several chroma 
options without changing any of the sonographic 
information, as shown in Figs. 20 and 21. Although 
a single myomatous lesion is measured, the more 
you look at the overall pattern, the more lesions 
you see throughout the myometrium. The more 
you look, the more you see. Which differential di-
agnosis is incorrect?
 a. Diffuse leiomyomata
 b. Intramural leiomyomata
 c. Submucosal leiomyomata
 d. Subserosal leiomyomata

Fig. 19
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Fig. 20

 30. Fig. 24 labels the correct directions for each plane. 
Understanding the directional locations for each 
plane is significant in diagnostic criteria and confi-
dence of diagnosis. Since the patient is lying su-
pine for the exam and as the echogenic aspect is 
lying inferiorly and posteriorly, one can assume 
that it is dependent. When the patient was rotated 
on the table to a right lateral decubitus position, 
the hyperechoic subcomponent began to shift in 
position. What is the most likely etiology? _____

Fig. 21

CASE 11, FIGURES 22–24

 29. Figs. 22–23 demonstrate EV images of the right 
ovary of a patient with sudden onset of right lower 
quadrant pain. The left ovary and uterus appear 
within normal limits in size and echo pattern and 
are not shown here. The ovary, measuring ap-
proximately 3.3 3 2.6 3 3.5 cm, contains a complex 
primarily cystic appearing mass with an irregular 
contoured hyperechoic subcomponent. Note that 
the hyperechoic area appears to be in a different 
location on the transverse cut compared with the 
sagittal cut of the ovary.
 a. In the transverse plane, in what directions on 

her body are the labels in Fig. 22:
 A _____
 B _____
 C _____
 D _____

 b. In the sagittal plane, in what directions on her 
body are the labels in Fig. 23:

 A _____
 B _____
 C _____
 D _____

Fig. 22

Fig. 23
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Fig. 24

CASE 12, FIGURES 25–27

 31. Figs. 25–27 represent images using a 4–8 MHz EV 
transducer for a pelvic exam in a 47-year-old fol-
lowing her annual exam, referred when the pro-
vider noted right adnexal fullness. The patient’s 
last menstrual period was 7 days ago.

The normal ovary measures approximately 1 3 
2 3 3 cm. This may change through the cycle as 
follicles and a corpus luteum form, grow, and  
resolve. What is the approximate size of each 
ovary? Be sure to note that the measurement  
calipers scales are different in Figs. 25 and 26.
 a. Fig. 25. Right ovary _____
 b. Fig. 26. Left ovary _____
 c. Do the ovaries demonstrate a normal echo  

pattern? _____
 32. Do both ovaries have normal contour?

 a. Right ovary _____
 b. Left ovary _____

 33. Do both ovaries demonstrate normal appearing 
follicles?
 a. Right ovary _____
 b. Left ovary _____

 34. Figs. 26 and 27. Color Power Doppler can be used 
to assess the presence of global vascularity. As  
is seen here, there is a single color applied to the 
vessels present, which is a qualitative identifica-
tion of vascularity but no directional or velocity of 
flow information. Does the Color Power Doppler 
pattern appear within normal limits of the left 
ovary? _____

 35. Does the Doppler resistive index (RI) add to,  
not affect, or reduce your concern for a malignant 
outcome? _____

 36. The exam report should contain a detailed descrip-
tion of all the above for this abnormal appearance. 
Findings suggest the presence of:
 a. Simple cyst
 b. Hemorrhagic corpus luteum
 c. Neoplasm
 d. Dermoid

Fig. 25

Fig. 26



Case Reviews 1–18 CHAPTER 1 13

Fig. 27

CASE 13, FIGURE 28

 37. Fig. 28 demonstrates a transperineal 3D volume 
set of the anal sphincter complex using a 5–9 MHz 
EV transducer to assess the pubovisceralis muscle 
(PVM) complex. In what plane is the 3D sweep 
made, as seen in the A image? _____

 38. At what aspect of the vagina in all three orthogonal 
planes is the center reference point (CRP) seen? _____

 39. On what plane would the operator move the CRP 
to assess the urethra since it is in the volume 
sweep? _____

 40. With the (green) line of reference brought down  
to the CRP on the A plane, the rendered image 
demonstrates the PVM complex. Is there evidence 
of avulsion? _____

Fig. 28
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CASE 14, FIGURES 29–31

 41. Figs. 29 and 30 demonstrate transverse images of 
the mid- and lower uterine segment and Fig. 31 is a 
parasagittal image of the peripheral uterine vascu-
lature in a 38-year-old patient with chronic central 
pelvic pain, described as “aching.” The exam was 
performed using a 5–9 MHz EV transducer. The 
ovaries appear normal and are not presented here.

Even without the color Doppler application, 
there is clear evidence of diffuse abnormally 
prominent vascularity measuring 6 mm (gold 
line). Fig. 31 demonstrates how the uterine vascu-
lature changed with the patient performing a 
Valsalva maneuver. Use of Doppler to demon-
strate retrograde flow may be evident with  
Doppler color flow or Doppler spectral waveform 
but is not performed here.
 a. What is the typical anteroposterior diameter of 

the ovarian venous vessels? _____
 b. Does the diameter of the pelvic vascularity  

remain the same, decrease, or increase with  
Valsalva? _____

 c. The noticeable diffuse uterine peripheral ves-
sels are indicative of what diagnosis? _____

 d. Is this patient more likely to be nulliparous or 
multiparous? _____

Fig. 29

Fig. 31

Fig. 30
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CASE 15, FIGURES 32 AND 33

 42. Figs. 32 and 33 are sagittal and transverse images 
of a 24-year-old woman with a history of infertility 
and menorrhagia, or abnormal uterine bleeding, 
who is on day 8 of her cycle.

In what position is the uterus? _____
 43. A normal endometrium on day 8 would not have the 

same appearance as is seen in Figs. 32 and 33. Note 
that the thin hyperechoic endometrial lining repre-
senting the basal endometrium (gold arrow) entirely 
envelops a thin hypoechoic layer representing the 
functional layer that entirely envelops a smooth-
walled homogeneous hyperechoic central endome-
trial cavity structure. In what phase of the menstrual 
cycle does this endometrium appearance confirm?
 a. Post menses
 b. Early proliferative phase
 c. Proliferative phase
 d. Mid-cycle
 e. Secretory phase

 44. Describe the central mass in terms of size. _____
 45. Determining whether the origin of this central lesion 

is endometrial or uterine in nature is crucial to diag-
nostic confidence and clinical planning. How does 
the color Doppler pattern (Fig. 33; color image is 
black and white) help determine the diagnosis? _____

CASE 16, FIGURES 34–36

 46. Figs. 34–36 are endometrial cuts from three sepa-
rate cases referred for abnormal uterine bleeding 
with heavy menses as the presenting symptom. 
Sonohysterography was performed in all three 
cases with sterile saline injected into the endome-
trial cavity. The injected fluid can be infused 
through various types of catheters. In these cases, 
10 cc of sterile bacteriostatic water was injected 
through a 5-Fr Goldstein catheter to expand the 
endometrium and better delineate the cavity, 
which may have merely appeared to have an ir-
regular thickened lining prior to the procedure. 
Endometrial measurements should be included in 
all exams prior to a sonohysterography procedure.
 a. What intracavity finding do all three cases dem-

onstrate? ____
 b. Which of the cases demonstrates a single  

lesion? _____
 c. How does Color Power Doppler enhance diag-

nostic confidence in Fig. 35? _____
 d. The best time to perform a sonohysterogram is 

just post menses so that the sloughed off func-
tional layer leaves the thin basal endometrial 
layer. Do these procedure images suggest that 
the timing for the procedure was appropriate? 
_____

 e. Does the Color Power Doppler demonstrate any 
velocity values on the image (Fig. 36)? _____

 f. Fig. 36. Does the color Doppler application  
appear to be adjusted correctly to visualize the 
lowest flow vasculature? _____

 47. Which one of the following procedural descrip-
tions best describes Fig. 36 findings?

Under sterile conditions and with patient con-
sent, a sonohysterogram was performed using a 
5-Fr Goldstein catheter and 10 cc of sterile bacte-
riostatic water was infused without incident.

Findings within the cavity include the following:
 a. An endometrial lesion was visualized and 

appears hyperechoic compared with the ad-
jacent myometrium. Color Doppler reveals 
feeder vessels entering into the central lesion. 
The finding is consistent with an endometrial 
polyp.

 b. Multiple endometrial lesions were visual-
ized. The echo pattern of lesions is isoechoic 
to myometrium. Color Doppler reveals pe-
ripheral concentric flow pattern. Findings are 
consistent with submucosal leiomyomata.

 c. Multiple endometrial lesions at the anterior 
and posterior endometrial segments were 
visualized and appear isoechoic compared 
with the adjacent endometrium. Color Dop-
pler reveals feeder vessels entering into all 
the lesions. Findings are consistent with en-
dometrial polyps.

Fig. 32

Fig. 33
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 d. An endometrial lesion at the anterior lining is 
visualized and appears hyperechoic com-
pared with the adjacent myometrium. Color 
Doppler reveals feeder vessels entering into 
the lesion.

Additionally, there are several myoma-
tous lesions seen within the endometrium 
originating from the posterior endometrial–
myometrial interface. The echo pattern of  
lesions is isoechoic to myometrium. Color 
Doppler reveals peripheral concentric flow 
pattern of each lesion. Findings are consis-
tent with concomitant endometrial polyps 
and submucosal leiomyomata.

Fig. 36

Fig. 34

Fig. 35

CASE 17, FIGURES 37 AND 38

 48. Figs. 37 and 38 demonstrate how 3D can enhance 
the assessment of a paraovarian structure that is 
perceived to be folded over itself. In this case, an 
anechoic tortuous structure was found inciden-
tally in a 33-year-old woman with bilateral normal 
ovaries. Once a 3D volume set was made, rotation 
of the X, Y, and Z axes on the exam control panel 
was made to elongate any curved structure. OMNI 
tracing, done by the examiner either during the 
exam or post exam at a 3D workstation, can then 
be drawn through the curves of the serpiginous 
anechoic structure.

The image will elongate the curves as if the 
“bent” components are “stretched out” as seen on 
the right half of Figs. 37 and 38 (top).

In this kind of case, each is shown to be all one 
structure, stretched out and then measured to elicit 
a more realistic length assessment. 3D imaging has 
correlative calipers to 2D that are also along the 
side of images. Fig. 38 (bottom screen right) dem-
onstrates the 3D rendered image of the structure as 
if seen on end. The planes can be parallel shifted 
through the entire contiguous length. Though the 
2D appearance could quite easily result in the 
same diagnosis, it is another example of how 3D 
imaging can easily enhance the diagnostic find-
ings. What is the sonographic diagnosis? _____
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Fig. 37

Fig. 38
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CASE 18, FIGURES 39 AND 40

 49. Figs. 39 and 40 demonstrate a 3D volume set of the 
normal uterus of a 31-year-old woman.

In what plane is the initial 3D sweep  
made? _____

 50. Which of the following is the correct position  
[anteverted (AV), retroverted (RV), neutral, ante-
flexed (AF), retroflexed (RF)] of the uterus?
 a. AV, AF
 b. AV, RF
 c. Neutral
 d. RV
 e. RV, RF
 f. RV, AF

Because the uterus is RV, the 3D-rendered image 
will be upside down by conventional 3D format-
ting but can be rotated 180 degrees on the Z-axis  
to see it in the more intuitive typical rendered  
upright appearance, as seen in Fig. 40.

Note that there appears to be a thin “covering” 
over the right mid-uterine/cornua segment (white 
arrow). This is not an artifact, but real anatomy on 
the image because the green line of reference 
(LOR) on the 3D volume set (Fig. 39) does not 
come all the way down to the fundal end of the 
endometrium (arrows), leaving some myome-
trium on the image.

If the A plane uterine fundus (screen right)  
had been rotated on the Z-axis toward the top of 
the screen, and the LOR brought down ever  
so slightly, the image would have been cleared  
up. This seems a little frivolous for a normal 3D 
volume set of a normal uterus, but awareness of 
that LOR may prevent unnecessary misdiagnosis, 
especially in the presence of pathology. If one uses 
the available tools for normal exams, it will not be 
so difficult when the anatomy is abnormal when 
confidence in 3D manipulation needs to be present.

Fig. 39

Fig. 40
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