
175 

 

Giant ovarian cystoadenoma and pregnancy 
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The presence of a giant ovarian tumor in pregnancy is very rare, these masses are usually asymptomatic and 

are detected incidentally on the ultrasound examination of the first trimester or until they reach a large size, 

whose removal can be performed during cesarean section. We present a clinical case of a 34-year-old female 

patient, 36 weeks pregnant, who presented a giant ovarian tumor evidenced during the emergency cesarean 

section, a live newborn was obtained and a giant tumor of the left ovary was present that measured 22 x 17 cm 

in diameter. An elective cesarean section can be chosen along with salpingo oophorectomy in case of a giant 

ovarian cyst that complicates a full-term pregnancy as in the case presented. Ultrasound continues to be the 

most important tool in the study of adnexal masses due to its safety, availability and accuracy; however, the 

definitive diagnosis is granted by histopathology. The use of magnetic resonance imaging can also be used, to 

help distinguish benign tumors from malignant ones more accurately during pregnancy. It is important to carry 

out prenatal control and strict monitoring of the tumor, to decide the time of surgical treatment, in order to 

avoid maternal or fetal complications. 
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In  

La presencia de un tumor gigante de ovario en el embarazo es algo muy raro, estas masas suelen ser asintomá-

ticas y se detectan incidentalmente en el examen ecográfico del primer trimestre o hasta que alcanzan un gran 

tamaño, cuya extirpación se puede realizar durante la cesárea. Se presenta un caso clínico de un paciente fe-

menino de 34 años, gestante de 36 semanas que presentó un tumor gigante de ovario evidenciado durante la 

cesárea de emergencia, se obtuvo recién nacido vivo y presencia tumor gigante de ovario izquierdo que midió 

22 x 17 cm de diámetro. Se puede optar por una cesárea electiva junto con salpingo ooforectomía en caso de 

un quiste ovárico gigante que complica un embarazo a término como en el caso presentado. La ecografía sigue 

siendo la herramienta más importante en el estudio de masas anexiales debido a su seguridad, disponibilidad 

y precisión, no obstante, el diagnóstico definitivo lo otorga la histopatología. También se puede recurrir al uso 

de resonancia magnética, para ayudar a distinguir los tumores benignos de los malignos con mejor precisión 

durante el embarazo. Es importante realizar control prenatal y seguimiento estricto del tumor, para decidir el 

momento de tratamiento quirúrgico, con el fin de evitar complicaciones maternas o fetales. 
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Introduction 

 

Adnexal masses are diagnosed in 0.2 to 2 % of preg-

nancies, most of which are simple, benign cysts with 

a diameter of less than 5 cm, however, in the case of 

a malignant tumor, the risks of prematurity, throm-

bosis, and hysterectomy should be reported1. 

The types of adnexal masses in pregnancy that re-

quire surgical management are dermoid cysts (32 %), 

endometriomas (15 %), functional cysts (12 %), se-

rous cystadenomas (11 %), mucinous cystadenomas 

(8 %), and approximately 2 % are malignant2. 

The presence of a giant ovarian tumor in pregnancy 

is very rare, these masses are usually asymptomatic, 

they are detected incidentally in the ultrasound exam-

ination of the first trimester, or until they reach a 

large size, whose removal can be performed during 

the cesarean section in a single step or in two-step 

surgery. Large ovarian tumors are found in less than 

1 % of all ovarian cysts in pregnancy, and are associ-

ated with a poor fetal-maternal outcome, due to the 

multiple complications that can occur, so that, in gen-

eral, all ovarian cysts during pregnancy should be 

followed up with routine ultrasounds and regular pre-

natal check-ups3,4. 

When giant ovarian tumor and pregnancy coexist, 

elective cesarean section can be performed together 

with salpingo-oophorectomy depending on the case 

and the level of complication in the pregnancy, the 

approach can be performed by laparoscopic surgery 

depending on the weeks of gestation or open in cases 

of emergency5. 

Ultrasound is the initial diagnostic method, a mass of 

variable diameters can be observed, with multiple 

septa and cystic areas, another diagnostic method is  

 

 

magnetic resonance imaging, a cystic mass can be 

seen in the adnexal region, with multiple septa that 

capture the contrast material with the presence of 

hemorrhage6,7. The definitive diagnosis is provided 

by histopathology, a very important examination 

since there are tumors such as mature teratoma of the 

ovary that occur during pregnancy that have a rate of 

1.1 % of malignant transformation, which can cause 

chemical peritonitis in cases of tumor rupture8. Cases 

of recurrent mucinous cystadenoma have been re-

ported, or the coexistence of cystadenoma with ma-

ture teratoma requiring multiple surgeries9-11. Cases 

of ovarian mucinous cystadenoma with functional 

stroma that produces hormones such as androgens 

are also described, which can cause virilization of 

pregnancy, fetal distress and premature birth12,13. 

The presence of ovarian masses during pregnancy 

can lead to complications: torsion of the cyst, cystic 

rupture, infection or abnormal presentation of the fe-

tus14. 

Surgical treatment is performed when the mass pro-

duces acute symptoms such as pain or in cases of a 

size greater than 5 cm. After surgery, the patient 

needs to receive follow-up care to monitor postoper-

ative recurrence7. 

There is a consensus that the best time for surgery is 

the second trimester, since in the first trimester it can 

increase the risk of miscarriage and luteal dysfunc-

tion and in the third trimester it can cause some im-

portant complications such as torsion, rupture, hem-

orrhage, intrauterine growth restriction or premature 

birth15. 

The objective was to present a clinical case of giant 
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ovarian tumor in a 36-week pregnant woman. 

 

Case presentation 

 

A 34-year-old female patient born in Guayaquil, 

works in a gastronomic center in Samborondón, pre-

sents a clinical picture of 72 h of evolution, charac-

terized by abdominal pelvic pain of moderate inten-

sity, does not report transvaginal bleeding, nor loss 

of fluid, fetal movements perceived by the mother, 

has an obstetric ultrasound performed 3 days ago,  

she reported a pregnancy of 36 weeks plus fetus in a 

transverse situation plus moderate oligohydramnios 

with an amniotic fluid index of 5.4 mL, with the pres-

ence of a left maternal ovarian cyst measuring ap-

proximately 10 x 15 cm. 

Obstetric and gynecological history. She has 2 pre-

vious cesarean sections with an interreproductive pe-

riod of 13 years, onset of sexual life at 16 years, men-

arche at 14 years, sexual partners 1, last Pap smear 

was 2 years ago, does not refer to the date of last men-

struation. 

Physical exam. Patient oriented in time and space, al-

gic fascies, symmetrical chest, clear and ventilated 

lung fields, rhythmic heart sounds. Globular abdo-

men with pregnant uterus, uterine height 35 cm, 

transverse product, abdomen painful on palpation 

mainly at the level of the left hypochondrium. 

On vaginal examination, posterior cervix, closed, 

painful to the touch, there is no evidence of transvag-

inal leakage. Patient is admitted for emergency and 

goes to the operating room for emergency cesarean 

section. 

Vital signs. Blood pressure 120/80 mmHg, heart rate 

97 bpm, respiratory rate 20 rpm, temperature 36.5º C, 

saturation 99 %. 

It is indicated to place a peripheral line with Ringer's 

Lactate 1000 mL, to pass intravenously to a drip of 

30 drops per min and also to pass 2 g of cefazolin as 

prophylactic antibiotic therapy 30 min before the sur-

gical procedure. 

Surgical procedure. Segmental cesarean section plus 

unilateral right partial salpingectomy plus left sal-

pingo oophorectomy + excision of giant tumor of the 

left ovary + adhesiolysis was performed. 

 

Figure 1 Giant tumor of the left ovary partially seen 

 

 
A post-pregnant uterus was visualized in a transsurgical cesarean section with par-

tial exposure of the highly vascularized left ovarian tumor 

 

Surgical findings. Abundant adipose tissue approxi-

mately 10 cm, posterior fundic placenta, gestational 

age pregnant uterus, left ovarian cyst measuring ap-

proximately 22 x 17 cm in diameter. Bleeding muscle 

plane clear amniotic fluid moderate amount, live 

newborn Apgar 6-7-7 weight 3695 g, head circum-

ference 35 cm, height 47 cm, thoracic circumference 

31 cm, abdominal circumference 30 cm, Capurro 36 

weeks gestation. Right appendix macroscopically 

normal, blood loss of about 500 mL, complete mate-

rials, trans-surgical diuresis 200 mL. 

Surgical technique. Prior to asepsis and antisepsis of 

the surgical area, sterile drapes were placed, and an 

infra media umbilical incision was made that allowed 

a better approach in the abdominal cavity. It was dis-

sected by anatomical planes: subcutaneous cellular 

tissue, aponeurosis, muscle and peritoneum until 

reaching surgical field exposure where a pregnant 

uterus was observed, Kerr-type hysterotomy was per-

formed, showing scarce amniotic fluid light color, 

extraction of a live male newborn (NB), in breech 
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presentation, with weak crying, was clamped and cut 

immediately and NB was delivered to the pediatri-

cian on duty. The placenta was extracted manually 

with extraction of complete membranes and suturing 

in 3 planes, with rigorous hemostasis control, a con-

tracted uterus was confirmed. The left annex was 

identified and evaluated, where the presence of a gi-

ant tumor of the left ovary with a size greater than 15 

cm in diameter was observed, which completely took 

over the ovary because it could not be preserved, and 

left adnexectomy was performed. During the in-

traoperative period after the removal of the tumor, 

the patient presented temporary hypotension. Suture 

of the left pelvic infundibular ligament was per-

formed with vicryl 1, and another reinforcement su-

ture with the same thread 0.5 cm lower with hemo-

stasis control. A unilateral right partial salpingec-

tomy was performed, the abdominal cavity was dried 

and closed by planes until the skin was reached. 

 

Figure 2 Giant tumor of the left ovary seen in its en-

tirety 

 

 
A post-pregnant uterus was visualized in a transoperative cesarean section, with 

total exposure of the highly vascularized left ovarian tumor measuring approxi-

mately 22 x 17 cm in diameter 

 

Post-surgical vital signs. Blood pressure 104/70 

mmHg, respiratory rate 20 rpm, heart rate 99 bpm, 

saturation 99 %. 

Postoperative medication and indications. Intrave-

nous Ringer's lactate 1000 mL at 30 drops per min, 

cefazolin 1 g intravenously every 6 h, ketorolac 60 

mg intravenously every 8 h, metoclopramide 10 mg 

intravenously every 12 h, nothing orally for 6 h, 

breastfeeding and control of vital signs, surgical 

dressing control, control of lochia and uterine invo-

lution are indicated. 

Evolution. The patient spent her first hours in the 

postoperative ward in stable clinical conditions, re-

ported mild pain at the surgical site, presented a 

uterus with normal involution located below the um-

bilical scar, scarce non-fetid blood lochia, normal fa-

cies, was maintained with analgesic and antibiotic 

treatment by schedule. 

The patient remained hospitalized for 72 h in a joint 

accommodation room, with a favorable evolution, in 

stable clinical conditions, vital signs within normal, 

for which she was discharged and returned to her nor-

mal life with follow-ups by the gynecology and ob-

stetrics outpatient clinic where she went showing 

calm and with good evolution. 

 

Discussion 
 

The option of surgical intervention versus conserva-

tive treatment should be tailored to the patient's phys-

ical symptoms, tumor characteristics, and gestational 

age. An elective cesarean section can be chosen to-

gether with salpingo-oophorectomy in case of a giant 

ovarian cyst that complicates a full-term pregnancy 

as in the case presented, the patient was 36 weeks 

pregnant and went to the emergency area for present-

ing abdominal pain with a large twisted cyst of the 

left ovary, determined by ultrasound, she underwent 

emergency cesarean section with left salpingo-oo-

phorectomy + excision of giant tumor of the left 

ovary,  but according to algorithm, in the presence of 

a tumor in the ovary in a symptomatic woman, re-

gardless of gestational age, surgical treatment should 

be given (preferably be-fore 12 weeks of gestation), 

on the other hand, if the patient arrives without symp-

toms, morphological evaluation should be performed 
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by ultrasonography and according to the results it is 

decided whether to maintain ultrasound follow-up or 

surgical treatment possibly between 12 and 18 

weeks16. 

Ovarian cysts that coexist with pregnancy must be 

adequately controlled, if there is not good prenatal 

control, the possibility of not knowing the presence 

of a tumor as large as the one presented by the patient 

who reported not knowing that she had said tumor 

from the beginning of her pregnancy may arise16. 

The decision to postpone surgical treatment of a com-

plex mass until the time of delivery must weigh the 

risks and benefits for the mother and fetus. In the case 

presented, the product was in a transverse situation, 

it was extracted in breech presentation, oligohydram-

nios was evidenced and it was born at 36 weeks, it 

was received and observed by the neonatology ser-

vice who decided endotracheal intubation of the new-

born due to respiratory distress. 

Most adnexal masses are benign during pregnancy, 

since their differential diagnosis is broad and in-

cludes both benign and malignant lesions, which can 

be physiological cysts such as follicular cysts, corpus 

luteum cysts and theca luteal cysts or other benign 

tumors such as mature cystic teratoma, serous and 

mucinous cystadenoma, The latter tend to be unilat-

eral and multilocular with a smooth surface and con-

tain mucinous fluid. In ultrasound diagnosis, the 

masses have different characteristics, i.e. the high-

risk masses tend to be solid, nodular, with thick septa, 

the intermediate-risk masses are not anechoic and/or 

unilocular, but do not have characteristics of malig-

nancy, and the low-risk masses are fluid-filled, uni-

locular anechoic cysts with thin walls. It should be 

noted that some lesions that have benign characteris-

tics on ultrasound occasionally turn out to be malig-

nant at the time of surgery14. 

Cancer is a relatively rare finding during pregnancy, 

occurring in approximately 0.05 to 1 % of all preg-

nancies. Non-epithelial cancers, including germ cell 

and stromal cancers, tend to present as bulky masses 

that reach large dimensions. Patients usually present 

with symptoms and pain, bloating, or bleeding. Be-

cause of the frequency of ultrasound scans during 

pregnancy, approximately 90 % of pregnant patients 

with ovarian cancer are diagnosed with stage I dis-

ease. Tumor markers present changes during preg-

nancy, so according to the histological type in the ep-

ithelial tumor the CA 125 marker increases in the 

first trimester and then decreases, CEA is not influ-

enced by pregnancy, HE4 levels lower in pregnant 

women, values slightly increased in the third tri-

mester, in cases of mucinous tumor CA 19.9 in-

creases slightly with gestational age; it never exceeds 

the normal range, in mucinous carcinoma, inhibin A 

presents incre-ased values in the first trimester; ab-

normally increased in Down syndrome, in the case of 

granulosa cell tumor, inhibin B, is not influenced by 

pregnancy, in germ cell tumors, b-HCG, physiologi-

cally increased during pregnancy, Alpha fetus pro-

tein, physiologically increased in pregnancy; abnor-

mally increased neural tube defects; decreased in 

Down syndrome, in the case of Dysgerminoma, LDH 

is measured, which also increases in severe 

preeclampsia and HELLP syndrome17. 

 

Conclusion 

 

Ultrasound continues to be the most important tool in 

the study of adnexal masses due to its safety, availa-

bility and accuracy; however, the definitive diagnosis 

is granted by histopathology. Using ultrasound, it is 

often difficult to differentiate a borderline ovarian tu-

mor from a benign or invasive ovarian neoplasm, 

since magnetic resonance imaging can be used to 
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help distinguish benign tumors from malignant tu-

mors more accurately during pregnancy. It is im-

portant to perform prenatal control and if there is the 

presence of an ovarian tumor, it should be distin-

guished if it is symptomatic, perform surgical inter- 

vention regardless of gestational age, if it is asymp-

tomatic, an ultrasound morphological evaluation 

should be carried out and according to that determine 

if the pregnancy is continued with ultrasound follow-

up or if surgical intervention is decided to remove the 

tumor preferably between the 12th and 18th week of 

pregnancy. Tumor markers are diagnostic aids that, 

although it is true, during pregnancy tend to rise, but 

not all of them are influenced by the gestational 

stage, since in the presence of an ovarian mass during 

pregnancy it is also advisable to evolve tumor mark-

ers. 
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