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Abstract

The case of an obese 12-year-old girl with a huge and mobile pelvic cystic mass is presented.
After ultrasonography and determination of tumor markers, a right huge benign adnexal mass was
suspected. In order to avoid exploratory laparotomy because severe pain and a large operative scar were
expected, an operative laparoscopy was performed. No intra-operative and post-operative complica-
tions were observed. With the uneventful recovery, only a one-day hospital stay was needed. Neither
residual nor recurrent evidence was suspected after 2-, 6-, 12-, 18- and 24-months follow-up. With
proper case selection, good pre-operative counseling and the operation performed under familiarity and
good training in laparoscopy, laparoscopic management of a huge suspected benign adnexal mass is
technically feasible. The benefits are reducing hospital stay, lowering morbidity, especially less pain and
cosmetic acceptance of the operative scar.

Key word : Operative Laparoscopy, Benign Adnexal Mass, Ovarian Mucinous Cystadenoma

CHALERMCHOCKCHAROENKIT A,
CHAISILWATTANA P, RUANGVUTILERT P
J Med Assoc Thai 2004; 87: 113-118

The appropriate management of adnexal findings of pelvic examination, ultrasonographic
masses is one of the most controversial problems appearance and normal level of CA-125 indicates a
facing gynecologists today. The combination of benign  benign origin in practically all cases(1). As a rule, a

* Endoscopy Unit,

** Division of Maternal-Fetal Medicine, Department of Obstetrics and Gynecology, Faculty of Medicine Siriraj Hospital,
Mahidol University, Bangkok 10700, Thailand.



114 A. CHALERMCHOCKCHAROENKIT et al.

unilocular cystic tumor of all sizes is benign. Herrmann
et al showed that the incidence of malignant involve-
ment was 2 per cent for cysts larger than 10 cm,
whereas all cysts smaller than 10 cm were histologi-
cally benign.(2) In the present study, all of the 74 cases
of pre-operative suspected benign adnexal mass under
combination of benign findings of pelvic examination
and ultrasonographic study had histological benignity
(3). Because the benefits of the laparoscopic route
are shorter recovery period, less pain, shorter hospital
stay, less blood loss and adhesion formation, more
cosmetic acceptance of operative scar, as well as
fewer respiratory complications and thrombo-embolic
events due to early ambulation, numerous reports have
legitimized the use of operative laparoscopy for the
management of a suspected benign adnexal mass after
these pre-operative determinations showed no evi-
dence of malignant disease(4-7). Here the authors
report a huge ovarian mucinous cystadenoma in a 12-
year-old girl successfully managed by laparoscopic
cystectomy with a 24-months follow-up.

CASE REPORT

An obese 12-year-old girl who had been in
a good health most of her life with 70-kg weight and
159 c¢m height, presented to her physician with a com-
plaint of a movable 20-week size pelvic mass with-
out any symptoms. Due to the fear of malignancy,
exploratory laparotomy with low midline incision was
suggested by her physician. Her parents, working as
health care providers and having some knowledge
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Transabdominal ultrasonography, showing
a huge uniloculated cyst containing homo-
geneously clear fluid content and a few septa.
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about laparoscopy, came to see the authors with the
hope of avoiding an exploratory laparotomy and asked
for the option of operative laparoscopy. Without pelvic
examination, trans-abdominal ultrasonography was
performed and blood for tumor markers was obtained.
By ultrasonography, a huge uniloculated cyst, con-
taining homogeneously clear fluid content and a few
thin septa and extending to the level of the umbilicus,
was found (Fig. 1). No ascites were noted. Doppler
study of the cystic wall artery revealed a resistant index
of 0.53 (Fig. 2).

Tumor markers showed no significant rise:
B HCG = 0 ImU/ml, AFP = 0.56 IU/ml, CEA =2.91
ng/ml, CA-199 = 3.0 U/ml and CA-125 = 8.9 U/ml.
According to these results, a low risk of malignancy
was predicted. No abnormality of pre-operative labo-
ratory check up was found. After counseling about
the following aspects, namely the steps of laparo-
scopic procedure, type of operation, the conversion to
laparotomy, risks and benefits, especially change of
staging in the case of stage la of ovarian malignancy
and development of pseudomyxoma peritonei due
to spillage of mucinous cystadenoma, other opera-
tive complications, including the risk of residual and
recurrent tumor, the patient and her parents opted for
operative laparoscopy. Routine pre-operative prepa-
ration was carried out without vaginal douche. Diag-
nostic laparoscopy was carefully performed with a
12-mm intraumbilical port and 5-mm left iliac and
suprapubic ports under general anesthesia. No uterine
manipulator was used. To avoid puncture into the cyst
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Fig. 2. Transabdominal ultrasonography, showing
Doppler study of the cystic wall artery with a

resistant index of 0.53.
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which could cause large spillage of cystic content, the
Veress needle, inserted intraumbilically, was directed
more vertically and more laterally to the left than
usual. At the same time, the anterior abdominal wall
was elevated manually. The primary trocar was inserted
in a similar manner after the intraabdominal pressure
reached 15 mmHg with approximately 3 liters of CO2
pneumoperitoneum. A 5-mm left iliac and a 5-mm
suprapubic ports were made respectively under direct
visualization. A movable translucent bluish-whitish
gray smooth ovarian cyst, about 25 cm in diameter,
was found at the right adnexa (Fig. 3). The uterus and
the left adnexa were unremarkable. No sign of meta-
static lesions or ascites were found. Peritoneal wash-
ing for cytology was carried out with 300 ml of NSS.
After opening of the ovarian capsule by scissors, the
cystic wall was intentionally punctured and almost all
of the cystic content was immediately aspirated by
laparoscopic needle connected to a suction system.
Cystic content was brownish-tinged and thin
to viscous. Irrigation of the cystic cavity with 2,000
ml of NSS was performed. Biopsy of the cystic wall
for frozen section was then carried out. While waiting
for the result, right ovarian cystectomy was success-
fully performed (Fig. 4). After the specimen was
removed using an Endosac via intraumbilical port,
suction and irrigation of the peritoneal cavity was done
with 3,000 ml of NSS. The result of frozen section then
arrived, showing no evidence of malignancy. All instru-
ments were removed. No intra-operative complication
was evident. The operation took 120 minutes and 80

Fig. 3.

Laparoscopy revealed a large translucent
bluish-whitish gray smooth ovarian cyst,
about 25 cm in diameter.

Fig. 4.
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ml of blood loss was estimated. All incisions were
subcuticularly closed. No immediate complication
was detected. Only 2 tablets of paracetamol (500 mg)
were needed for pain-relief and 1-day hospital stay
was needed after surgery. The final pathological report
revealed a mucinous cystadenoma of the right ovary.
With uneventful recovery after being discharged, the
patient was able to go back to school within one week.
Neither residual nor recurrent evidence was suspected
after 2-, 6-, 12-, 18- and 24-months follow-up periods.

DISCUSSION

In general, the advantages of laparoscopic
surgery compared with exploratory laparotomy are a
shorter recovery period, less pain, shorter hospital
stay, less blood loss, less adhesion formation and
especially much less operative scar. Currently, laparo-
scopic procedures have been fully integrated into the
routine gynecologic care. Neoplastic ovarian cysts,
either benign or malignant, can be detected in female
patients of all ages and are managed surgically. The
patient’s age, the size of the cyst, the ultrasonographic
appearances and tumor markers are helpful in deter-
mining which ovarian cysts necessitate exploratory
laparotomy or operative laparoscopy. The combina-
tion of benign findings of pelvic examination, ultra-
sonographic appearance and normal level of tumor
markers indicate a benign origin in practically all
cases. Thick septa, solid area, irregularities of the inner
wall, poorly defined margins and ascites are find-
ings suggestive of malignancy(1). In a study, overall

The right ovary, on which the cystectomy is
being performed.
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accuracy for detection of ovarian malignant disease
did not differ significantly among pelvic examina-
tion (76%), ultrasonographic findings (74%), and CA-
125 level (77%)(8). The possibility of malignancy at
laparoscopy in patients with a pre-operative diagnosis
of benign adnexal mass based on pelvic examination,
ultrasonography, and CA-125 has been reported to
be 0.4-1.9 per cent(9). The likelihood of malignancy
in the presence of a-benign appearing adnexal mass
during surgery is much lower, approximately 1 : 700
(9). In addition, in case of malignancy, the evidence
from reports with multivariate analysis indicates that
rupture of ovarian cancer stage I is not an indepen-
dent prognostic factor and does not adversely affect
the prognosis(9-11). Tumor grade remains the most
important prognostic factor for patients with stage 1
epithelial ovarian cancer(10,11),

The authors did not do a pelvic examination
because this patient was a 12-year-old girl. However,
she had benign ultrasonographic appearances and no
significant rising of tumor markers. By ultrasono-
graphic findings, the most likely benign cystic neo-
plasm of this ovary was a mucinous cystadenoma.
Although serous cystadenomas are more common
than the mucinous type of tumor, as a rule they do not
become huge. Mucinous cystadenomas have been
reported to weigh 100 to 300 pounds(12).

From the aforementioned reasons, operative
laparoscopy was decided upon with the benign find-
ing of the initial diagnostic laparoscopy. Before surgi-
cal procedure, however, the deleterious effects of
accidental rupture and spillage of an ovarian cyst had
been much discussed concerning pseudomyxoma
peritonei which was a possible serious complication
developing due to spillage of mucinous cystadenoma.
However, large spillage of cystic content could be
prevented with several strategies. Insertion of the
Veress needle, the primary trocar and both accessory
trocars had to be performed as aforementioned. Follow-
ing opening of the ovarian capsule, the cystic wall was
intentionally punctured with a laparoscopic needle
connected to a suction system. Therefore, the cystic
content was immediately aspirated without any spillage.
Irrigation and suction in the cystic cavity with a large
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amount of solution was subsequently performed.
Finally, all cyst wall specimens were removed using
the Endosac followed by suction and irrigation of the
peritoneal cavity with a large amount of solution at
the end of the operation.

Technically, points of note in the reported
case were pre-operative preparation without vaginal
douche, the uterine manipulator not being used and
the use of a 12-mm intraumbilical port. Firstly, because
the patient was very young, any injury by vaginal
douche and uterine manipulator should be avoided.
Secondly, instead of 10-mm, a 12-mm intraumbilical
trocar was used because removing large specimens
through this port was anticipated. In the authors’
experience, more post-operative pain is found at the
large accessory port than the intraumbilical port. The
authors prefer small trocars (5 mm) for the accessory
port and frequently remove large specimens via 10-
to 12-mm intraumbilical port instead of a large 10- to
12-mm accessory port. Although a mucinous cysta-
denoma was most likely, peritoneal fluid or peritoneal
washing for cytology and a biopsy of the cystic wall
for frozen section were still necessary to rule out
malignancy especially potential malignancy and for
staging. In a young woman desirous of further child-
bearing whose provisional diagnosis is a mucinous
cystadenoma which has a low incidence of bilatera-
lity. Surgical evaluation of the opposite ovary is not
needed if it is normal in size, shape, and configura-
tion(12), In the presented patient who was very young,
the authors even tried to preserve her right ovary by
doing a cystectomy instead of salpingo-oophorectomy.
However, it was also kept in mind that this might
result in incomplete cystectomy. Long-term follow-
up, therefore, was crucial. After 2-, 6-, 12-, 18- and
24-month follow-up periods, neither residual nor
recurrent evidence was encountered.

In conclusion, laparoscopic management of
a large suspected benign adnexal cyst is technically
feasible with the benefit of reducing hospital stay,
lowering morbidity especially less pain, and cosmetic
acceptance. However, proper case selection, good pre-
operative counseling, and operating under familiarity
and good training in laparoscopy are necessary.

(Received for publication on September 13, 2003)
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