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Abstract

We report a case of a 63-years-old woman
with a ten years history of increasing abdomi-
nal girth with associated abdominal pain.
Abdomino-pelvic ultrasound and computed
tomography scan revealed a large left ovarian
cyst. The patient underwent laparotomy, resec-
tion of ovarian cyst and  hysterectomy with
bilateral ovarian resection. The removed huge
mucinous cystadenoma, weighed 27 kg. Her
post-operative course was unremarkable.

Introduction

Epithelial tumors of the ovary represent 65-
75% of all ovarian tumors. They may originate
from tube, endocervix, endometrium or blad-
der epithelium. Mucinous cystadenomas make
up 15-20% of all epithelial tumors. It’s reported
to occur in middle-aged women. It’s rare
among adolescents/teenager or in association
with pregnancy.1 On gross appearance, muci-
nous tumors are characterized by cysts of vari-
able sizes without surface invasion. They could
reach large size before being discovered but
this does not necessarily indicate malignancy,
even when they reach a diameter of 50 cm or
more and weigh 50 to 150 kg. On average, the
mucinous tumors measure 15 to 30 cm in
diameter. Only 10% of primary mucinous cys-
tadenomas are bilateral.2

These tumors are divided into three differ-
ent categories: benign, borderline and malig-
nant. The benign mucinous tumors represent
40% of all benign ovarian neoplasia, reaching
sizes between 15-30 cm in diameter and they
have a 10 years survival rate of 100%. The bor-
derline tumors have a low malignant potential
and they have an extra-ovarian spread of about
10% and the 10 years survival rate is about
60%. The third group is that of the malignant
tumor; these tumors are more frequent under
the age of 20 years and over 60 years repre-
senting 90% of all malignant ovarian tumors
with a 10 years survival rate of about 30-40%.

The most frequent complications of benign

ovarian cysts are torsion, hemorrhage and rup-
ture; considering of this last complication,
pseudomyxoma peritonei can result if the
tumor ruptures and spills its mucinous
deposits on the peritoneum.3

We report a case of a woman with an history
of increasing abdominal girth where the radio-
logical investigations revealed an huge left
ovarian cyst.

Case Report

A 63-year-old nulliparous woman with a ten
years history of increasing abdominal girth
presented to our hospital with abdominal pain.
In the last month her general conditions wors-
ened; swelling was accompanied by vague pain
all over the abdomen and a quick increase in
size of girth. On admission, general examina-
tion revealed normal vital signs. On examina-
tion, abdomen was grossly distended and
tense, bowel sound was not audible. The tho-
racic-abdominal-pelvic computed tomography
scan revealed an intra-abdominal complex cys-
tic mass measuring 30×34×41 cm (Figure 1);
this mass produced a compressive effect on the
other organs and it originated from the left
ovarian region. There was no free fluid in
abdomen.  Tumor markers (CEA, -fetoprotein
and CA-125) were normal. 

The operation was performed under general
anesthesia; the patient was on left side,
because placement on her back side was con-
sidered to risk development of high pressure
on vessels posteriorly. She underwent to medi-
an laparotomy where a huge cystic mass was
noticed arising from the left ovary; we removed
it intact without intraperitoneal rupture. Right
ovary was normal and uterus appeared myoma-
tous. The gynecologist decided to go ahead
with hysterectomy with bilateral ovarian resec-
tion; there was an high risk of borderline
tumor of ovary, so we followed oncologic proto-
cols, that included careful intraperitoneal
exploration and biopsy of the diaphragm,
omentum, Pouch of Douglas and right and left
side colon douche.

The histopathologic work-up showed a
mucinous cystadenoma 30×34×41 cm, 26.85
kg, predominantly uniloculate with a few mul-
tiloculate features (Figure 2). Postoperative
recovery was uneventful and the patient was
discharged on the 10th postoperative day. A
clinical followed up is planned. 

Discussion

A 63-year-old nulliparous woman, with an
intraabdominal complex cystic mass measur-

ing 30×34×41 cm and weighing 26.85 kg,
underwent a laparotomy with resection of the
ovarian cyst, hysterectomy with bilateral ovari-
an resection. The histopathologic work-up
revealed a mucinous cystadenoma. The post-
operative period was uneventful.

A giant ovarian cystadenoma of such a large
size is a rare finding. 

The most remarkable descriptions of large
ovarian cysts are those of Spohn, who in 1922
reported one that weighed 148.6 kg, and of
Symmonds, who in 1963 reported finding one
that weighed 79.4 kg.4,5 Recently, Ton-Ho
Young et al., described a 24-year-old woman
with a benign serous cystadenoma measuring
37×22×27 cm that weighed 24 kg. She under-
went a laparotomy with a right sided salpingo-
oophorectomy and the patient recovered com-
pletely.6

Nwobodo described a case of a 35-year-old
grand multiparous African woman in 2010 with
a 5 year history of abdominal swelling. She
underwent a laparotomy with a left sided
oophorectomy and a huge mucinous cystade-
noma weighing 33.6 kg was removed. The post-
operative period was unremarkable.7

This condition is potentially dangerous if

                             Rare Tumors 2014; volume 6:5225

Correspondence: Alberto Posabella, Department
of Surgery, Regional Hospital of Lugano, via
Tesserete 46, 6900 Lugano, Switzerland.
Tel. +41.767.293775 - Fax: +41.918.116111. 
E-mail: alberto.posabella@libero.it

Key words: mucinous cystadenoma, abdominal
masses, abdominal distention, ovarian cyst, ovar-
ian tumors.

Contributions: AP, KG, realization of this article
considering of the 4 ICMJE criteria; SE, LG, TG,
substantial contributions to the conception of the
work and to acquisition and interpretation of
data; RR, drafting and revision of the work, final
approval of the version to be published.

Conflict of interests: the authors declare no
potential conflict of interests.

Conference presentation: 113° Congrès Francais
de Chirurgie, Paris, France, 16-19 November
2011. XX World Congress FIGO, Rome, Italy, 7-12
October 2012. 

Received for publication: 4 December 2013.
Revision received: 7 January 2014.
Accepted for publication: 7 March 2014.

This work is licensed under a Creative Commons
Attribution NonCommercial 3.0 License (CC BY-
NC 3.0).

©Copyright A. Posabella, et al., 2014
Licensee PAGEPress, Italy
Rare Tumors 2014; 6:5225
doi:10.4081/rt.2014.5225



                                               [Rare Tumors 2014; 6:5225]                                                                 [page 43]

not managed properly. An anesthetist, a dieti-
tian, a psychologist and a gynecologist must be
involved before the operation.

In the preoperative period, psychological
and nutritional aspects are important. These
patients are known to have a low plasma albu-
min and an iron deficiency. A longer period of
preoperative enteral hyperalimentation has
been recommended in the literature.8

Relative to our case the patient was dyspne-
ic with heart failure grade III-a (NYHA
Classification) due to the huge cystic mass,
therefore a long period of preoperative hyper-
alimentation (before the operation) was not
been possible; moreover the patient refused
any psychological support as of the first day
she was an inpatient in the hospital. 

Besides the routine hematological and bio-
chemical analyses, ventilatory function was clin-
ically assessed to be adequate and the arterial
blood gas analysis was also in the normal range.
Many authors suggest the measurement of pul-
monary artery wedge pressure in the presence of
pulmonary edema but in our case it was not
been necessary because the patient never pre-
sented clinical signs of pulmonary edema.8

The literature showed evidently that the
huge dimensions of the mass could entail
hemodynamic and pulmonary complications;
during the operation monitoring of central
venous pressure is recommended, because the
venous return fluctuates markedly during the
course of the surgical procedure.9 Howard et al.
has shown that hypotension was due to the
reduced venous return from the obstructed
inferior vena cava and Crossen et al. has
shown that splanchnic dilatation and venous
pooling might follow sudden removal large of
intra-abdominal masses;10,11 in addition to this
situation, when a mass compressing the vena
cava is removed, the venous return increases. 

Considering these conditions, we decided to
perform the laparotomy with the patient in left
side lateral decubitus to reduce the high risk of
blood pressure fluctuation. During the opera-
tion we monitored upper central venous pres-
sure (CVP). After the cyst removal we changed
the decubitus of the patient to continue the
operation under more favorable hemodynamic
and pulmonary conditions. No alteration in
blood pressure occurred during the change of
position from left lateral to supine because of
appropriate administration of crystalloid and
colloid solutions to keep the CVP stable. 

Pulmonary edema has been reported follow-
ing surgery of a giant intra-abdominal cyst;12

Pulias et al. has shown that pulmonary edema
may occur after removal of the tumor due to
the sudden re-expansion of a chronically col-
lapsed lung as a result of compression by the
elevated abdomen.13

In our case pulmonary edema did not occur:
the postoperative recovery was uneventful, and
the patient was discharged on the 10th postop-
erative day

Conclusions

Management of ovarian cysts depends on
the patient’s age, the size of the cyst and its
histopathological nature.

Conservative surgery as in ovarian cystecto-
my and salpingo-oophorectomy is adequate for
benign lesions. For large ovarian masses with
a risk of malignancy we suggest laparotomy
and intraoperatively we followed the oncologic
protocols, which included careful intraperi-
toneal exploration and a biopsy of the
diaphragm, the omentum majus, the Pouch of
Douglas and right and left side colon douche.
The histopathologic workup of our case
revealed a mucinous cystadenoma and all biop-
sies were shown to be free of neoplastic tissue. 

This disease has a significant
biological/physiological and psychological

impact on the patient as described above and
for these reasons we suggest a multidiscipli-
nary approach so that the collaboration of dif-
ferent specialists can create the optimal condi-
tions to manage the perioperative period by
trying to minimize the risk of the complica-
tions.
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Figure 1. Preoperative computed tomogra-
phy scan shows large, well-encapsulated
mass that filled the entire abdominal cavity
with diaphragm elevation and lung com-
pression.

Figure 2. Postoperative image of giant
mucinous cystadenoma of left ovarian. 




