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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. 
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The appropriate management of adnexal 
masses is one of the most controversial problems 
facing gynecologists today. The combination of benign 

* Endoscopy Unit, 

findings of pelvic examination, ultrasonographic 
appearance and normal level of CA-125 indicates a 
benign origin in practically all cases( 1), As a rule, a 
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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 em, 
whereas all cysts smaller than 10 em 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 em 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 

Fig. 1. Transabdominal ultrasonography, showing 
a huge uniloculated cyst containing homo­
geneously clear fluid content and a few septa. 

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. l ). 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: 
~ 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 I a 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 

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 
Yeress 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 C02 
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 em 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 em in diameter. 

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, Jess 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 malignancyO). In a study, overall 

Fig. 4. 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 I 
epithelial ovarian cancer00,11). 

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 
Yeress 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 immediate! y aspirated without any spillage. 
Irrigation and suction in the cystic cavity with a large 

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 I 0- 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
tion02). 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) 



Vol. 87 No.2 LAPAROSCOPIC CYSTECTOMY FOR A HUGE BENIGN ADNEXAL MASS 117 

REFERENCES 
1. Magrina JF, Comella JL. Official management of 

ovarian cysts. Mayo Clin Proc 1997; 72: 653-6. 
2. Herrmann UJ Jr, Locher GW. Goldhirsch A. Sono-

graphic patterns of ovarian tumors: Prediction of 
malignancy. Obstet Gynecol 1987; 69: 777-81. 

3. Chalermchockcharoenkit A, Chaisilwattana P. 
Sirimai K, Techatraisak K. Laparoscopic findings 
of suspected benign adnexal masses. Thai J Obstet 
Gyneco12002;·14: 137-45. 

4. Nezhat F. Nezhat C. Wellander CE. Benigno B. 
Four ovarian cancers diagnosed during laparoscopic 
management of l,Oll women with adnexal masses. 
Am J Obstet Gynecol 1992; 167: 790-6. 

5. Mann W, Reich H. Laparoscopic adnexectomy in 
postmenopausal women. J Reprod Med 1992; 37: 
254-6. 

6. Mecke H, Lehmann-Wille E, Brock E, Ibrahim H, 
Semm K. Pelviscopic treatment of ovarian cysts 
in premenopausal women. Gynecol Obstet Invest 
1992; 34: 36-42. 

7. Canis M, Mage G, Pouly JL, Wattiez A, Manhes 
H, Bruhat MA. Laparoscopic diagnosis of adnexal 

8. 

9. 

10. 

11. 

12. 

cystic masses: A 12-yearexperience with long-term 
follow-up. Obstet Gynecol 1994: 83:7-12. 
Schutter EM, Kenemans P. Sohn C. et al. Diagnostic 
value of pelvic examination, ultrasound, and serum 
CA125 in postmenopausal women with a pelvic 
mass: An international multicenter study. Cancer 
1994; 74: 1398-406. 
Steege JF. Laparoscopic approach to the adnexal 
mass. Clin Obstet Gynecol 1994; 37: 392-405. 
Dembo AJ. Davy M. Stenwig AE, Berle EJ, Bush 
RS, Kjorstad K. Prognostic factors in patients with 
stage I epithelial ovarian cancer. Obstet Gynecol 
1990: 75: 263-73. 
Vergote IB, Kaern J, Abele VM, Pettersen EO. De 
Vos LN. Trope CG. Analysis of prognostic factor 
in stage I epithelial ovarian carcinoma: Importance 
of degree of differentiation and deoxyribonucleic 
acid ploidy in predicting relapse. Am J Obstet 
Gynecol 1993: 169:40-52. 
DiSaia PJ, Creasman WT, editors. Clinical gyneco­
logic oncology. 6'h ed. Philadelpia: Mosby Year 
Book; 2002: 259-88. 



118 A. CHALERMCHOCKCHAROENKIT et al. J Med Assoc Thai February 2004 

iJJ,JW'IJ LiJ~J,J[6Jff01LOJ1l]!fiOJ, WIJ*, 

w~JJrrnt ioFrcvilirwul, wu*, w;wJ,Jcv t1m?mt~f"T. wu. t.hlll** 

~thmthJL~n'VI~~illrj 12 tJ ~~nJ;ru::DT\J ~lW'ULLVfYl£i'L~tN''llf1(;1'il'l'WUil~rltl\.l(j~JlYltltJ~tJmJ'IJ\.Il(;)L'VI{Ji•nn 
nl 'l(;) 'll'l'VIUltl tl~'W'Ullrl tl'\Jt'lll-Jl 'lnLI'l ~ t:J\.Iffi~ L~ tJ 1 onr:J ~(;)oSl'lflllll~ll-J rl'lJ{;l'll'l'VIl'i::t;lu1tJ~'itl tJ'IJtl~L ifv~ tlfl 1 \.ln'i::LLt'IL~ t:J(;) 
(tumor marker) 'W'lJ'"llUl'l::L U\.IL ifv~t:Jnf~ 1 'liYlL iJuq~Jl'IJ\.11(;) 1 'VIqjLL~:: hi LU\.IL -d'v1ltJ L yjt:J~(;)I'llll-JL~'Util(;)'VI~~t.h\il(;)LL~:: 
r1~m~tJ~LL~~L U'\J'IJ'I..Il(;) 1 'VIqjYlLfi(;l'llnfll'i&.ht;l(;lLL 'U'UL U(;l'VItJltltJ~ ~~ Mt;l(;)~'I..IL'lYJlnTi&.hL 'ifv~vnf~ 1 'lit;l~ntilltJl'l..ln~tJ~ ~~ 
hl-wurm::LLmn'li'v'\JL(;l 1 J-~1'1..1'1Jru::&Jllil(;)LL~::'VI~~m'itJllil(;) ..,~~&Jl{;](;)~UltJ~'I..Iil~LL~::n~uul'l..l M..,~~&Jllil(;lLVltJ~ 1 l'1..1 

'llflnl'l~(;)\illl-J~Ultl'VI~~&Jl(;)(;)mh~liim~tl~LU\.ILlm'l..ll'l..l 2 tl 1;Jwu'VI~f1Sl'l..lllilnTl'VI~~L'VI~tl 'VI1t:Jf1l'iLn(;)<fl'I..I.J'l'IJtl~LiftJ­
~t:Jni~ntill t(j)tJt'f1tl fll'itJlL ifv~vnf~ 1 'li'lf'li(;)YlLU'I..I'J~Jl'IJ'I..Il(;) L'VIqjtJl'l..ln~tJ~t'lll-Jl'illfl'i::Yil M~ltJI'llll-Jti~tJ(;)JltJ tll~UlV 
Mfum'lrJ(;lL~ t:Jn tJ cil~L 'VIl-Jl::t'l~ Mfufnt11nMlri1l'l..ltJli(;)Yi~LL~::&Jli(;) t\il tJ ~L ~tll'lfltl! 1 'l..lfll'i 1 in ~tl~L y;tl~tl~ (;)'il'l LLCl::fnMl 

'Yll~'I..I1Ll'lfl'Ylt!l 

nJ.Ivru L~ft).l1'11fiL'I:;'ll;;"~, 

'1'4Uiffn~ oi!J~t=~UiRI'IJ1, '1'4'lVl).lt=~ L7tl.::i11ilLftfl' 

'lfi'YIJ.Il!JL'YI'Jm.::ILLY4Yl!!i' '1 2547; 87: 113-118 

'VI'Iil t'J nl'i 1 in .l' tNL y; tl ~tl~lil'il"'LL":;ojn),flY11~1.1'iL l'lll'Ylt'Jl 

" <ll'lJll'lllL l'll~l<l!il{l-Jl'i(iilLL"::Yll'in, Jnl'll'lll'.J&i~l<l!ilfU'iL l'lll'Ylt'Jl, l'lnJ::LLW'Ylt'J~l<llilf~'i'il'!IWt'll'Ul", l-J'VIll'Y1!1l~ t'Jl-Jli(ii"· 

f11~L'Y1W '1 10700 


