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Giant ovarian cysts are rare and are almost no longer reported in medical literature. Except where good diagnostic 

imaging procedure is performed, they could be mistaken for massive abdominal ascites. Here we report 2 cases which 

were diagnosed at a medical missions facility during a free medical outreach program in March 2017. The patients 

presented with gross abdominal distention. Ultrasound scan revealed cystic ovarian tumors in both cases with no 

suspicious finding for malignancy. Salpingo-ophorectomies were carried out at laparatomies through midline incision 

extending from below the epigastric to just above the suprapubic. Patients were treated with postoperative antibiotics 

and analgesics and discharged home after 7 days on admission. They were followed up for 2 years and both recovered 

well without recurrence. Cystectomy without pre-operative drainage remains the modality of treatment in our 

environment.
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INTRODUCTION

enign cysts of the ovary are not uncommon, Bhowever, giant ovarian cysts presenting with 
1  massive abdominal distention are rare. Affected patients 

1, 2may be undiagnosed.  However, when the tumor grows 

from been a pelvic mass to not just an abdominal-pelvic 

mass but up to the epigastric region, abdominal pains 

from cyst accidents and obstruction with associated 

nausea, vomiting, early satiety, constipation, respiratory 

difficulty etc could be some of the presenting features of 
2,3the affected patient.  If not properly evaluated, the gross 

abdominal distention could be diagnosed to be massive 
3, 4, 5ascites such as the case reported by Yeika et al.  Most of 

these tumors are benign serous or mucinous cyst 

adenomas; although few cases of low-grade malignant 
3(adenocarcinomas) have been diagnosed. 

CASE REPORT  I

Mrs. MM was a 21 year old para1+0 (Alive), Tiv woman 

who was a housewife with secondary level of education. 

She presented with a history of progressive abdominal 

swelling of one year duration. She however did not 

experience abdominal pains, nausea, vomiting or change 

in bowel habits but there was associated weight loss. She 
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had significant urinary symptoms and occasional mild 

dypsnea. She stopped menstruating two years after delivery. 

She spent about 4 months in a prayer house seeking for 

solution to her predicament.

She attained menarche at the age of 13 years, with menstrual 

flow of 4 days in a 28 to 30 day cycle. She was not on 

contraception. She had not done a pap smear in the past. She 

was a known retroviral disease patient on Highly Active 

Antiretroviral Therapy (HAART) for a year prior to 

presentation. The husband was a long distance driver who was 

also retroviral disease positive. 

Physical examination

On general physical examination, she was chronically ill-

looking. She was afebrile, not pale, no sclera jaundice, or 

pedal edema. Her chest was clinically clear. Pulse rate was 82 

beats per minute and blood pressure 110/70mmHg. Heart 

sounds were first and second only. The abdomen was 

distended, shiny with a flattened umbilicus. It was tense with 

symphysio-fundal height measuring 38cm. Abdominal 

organs were difficult to palpate. Fluid thrill was positive. 

Vagina examination revealed a normal vulva and vagina with 

a closed external cervical os.

Investigation

Pack cell volume (PCV) was 32%,  Blood Group O positive, 

two units of blood were grouped and cross-matched. VDRL, 

HBsAg, HCV, & RVST were all negative, Renal function test 

(RFT), LFT & urinalysis were all  normal. Ultrasound 

showed a huge right sided multilocular adnexal mass 

echoluscent in appearance (see Figure  1)

Histological examination showed a big tumor, 18x25x28cm; 

with a glistening, smooth highly vascularized wall partly 

hemorrhagic and partly grayish, cystic in consistency (see 

Figure 2). Cut section through the mass revealed a yellowish 

fluid and shiny surface. Tumor was multilocular and weighed 

11.3kg. Microscopically; histological section of tissue shows 

a cystic cavity lined by the inner granulosa cells and the outer 

theca interna cells. Areas of fibrosis, dilated blood vessels and 

atretic follicles were present. Elsewhere, the Fallopian tube 

with mucus membrane thrown into numerous papillary 

branching lined by ciliated columnar epithelium was also 

seen (see Figure 3).

Intervention and outcome

Right Salpingo-ophorectomy was carried out at laparatomy 

with midline incision extending from below the epigastric to 

 

 

 

 

 

Figure 3: Histological section of tissue shows a cystic cavity 
lined by the inner granulosa cells and the outer theca interna 
cells. Areas of fibrosis, dilated blood vessels and 
atretic follicles were present.

 

Figure 2: Gross appearance at laparatomy of big tumor, 
18x25x28cm with a glistening, smooth highly vascularized 
wall partly hemorrhagic and partly grayish, cystic in 
consistency.

Figure 1: Radiological appearance of a huge right sided multilocular 

adnexal mass echoluscent in appearance..
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just above the epigastric. Patient was thereafter treated with 

post operative intravenous fluids, antibiotics and analgesics 

and discharged home after 7 days on admission. She 

recovered well with good wound healing. There was no 

evidence of recurrence after 2 years of follow up. The wound 

had also healed well.

CASE REPORT II

Mrs. AL was a 35 year old Para1+1 (Alive) Tiv woman, a 

Christian and house wife who presented with a history of 

abdominal swelling of a year and 10 months duration. The 

swelling was said to be insidious in onset and progressive; 

but, with no associated abdominal pains. She had increased 

appetite, early satiety, occasional constipation but no change 

in bowel habit. She did not have history of weight loss or leg 

swelling. She has no significant urinary or respiratory 

symptoms. Her menarche was at 14 years and menstruated for 

3-4 days in a 28 day cycle. She had used combined oral 

contraceptive pills as a teenager. She was aware of Pap smear 

but has not done it. She was the only wife of a driver who was a 

secondary school certificate holder.

 

Physical examination

 On examination, she was a young woman not in any form of 

distress. She was not pale, anicteric, afebrile and with no pedal 

edema. Her chest was clinically clear. Pulse rate was 86 beats 

per minute with blood pressure of 120/80mmHg. The 

abdomen was distended with a flattened umbilicus and moves 

with respiration. The symphysio-fundal height was 36cm. It 

was difficult to palpate for abdominal organs. Fluid thrill was 

positive. The Vagina examination revealed a normal vulva 

and vagina with a closed external cervical os.

Investigation
 Packed cell volume (PCV) was 36%, Blood Group Apositive, 

and two  units of blood were grouped and cross-matched. 

VDRL, HBsAg, HCV, & RVST were all negative, Renal 

Function Test (RFT), LFT & urinalysis were all  normal. 

Ultrasound showed a huge Left sided multilocular adnexal 

mass echoluscent in appearance (see Figure 4)

Histological examination  showed a huge multilocular, highly 

vascularized cystic mass measuring 18x23x25cm that 

weighed 10.6kg (see Figure 5 ).The cyst is lined with single 

layer of tall, cuboidal non-ciliated epithelium resembling 

ovarian surface epithelium, no atypia, no invation or 

distortion in architecture.

Figure 1: Ultrasound Scan appearance

Intervention and outcome

Left Salpingo-opherectomy was carried out at laparatomy 

with midline incision extending from below the epigastric to  

just above the suprapubic. Abdomen was closed in layers with 

vicryl sutures and haemostasis properly secured. Patient was 

thereafter treated with post operative intravenous fluids, 

antibiotics and analgesics and discharged home after 7 days 

on admission. She recovered well with good wound healing 

There was no evidence of recurrence after two years of follow 

up.

Figure 4: Ultrasound Scan appearance of a huge Left sided 

multilocular adnexal mass echoluscent in appearance.

Figure 5: Gross appearance at laparatomy of a huge 
multilocular, highly vascularized cystic mass measuring 
18x23x25cm that weighed 10.6kg
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DISCUSSION

It is reported in the literature that simple ovarian cyst are the 
1most common benign adnexal masses.  However, giant sized 

cysts such as reported in this study are rare. Ovarian cyst are 

generally said to be significantly large when they are more 

than 5cm and are said to be giant in size when they are over 
215cm  although Kiemtore et al., gave the cut off as 10cm and 
6 above. They are usually found in young, nulliparous or low 

parity women such as we have reported. Typical of 

developing communities such as ours, these two cases 
3reported late . Each of our patients presented to hospital after a 

year. This is probably due to illiteracy, poverty and poor health 

seeking behavior of the women. In Africa, mystical beliefs 
7also delay patients from seeking orthodox medical attention . 

This was true of the cases managed. In fact one of the cases 

spent months in prayer houses seeking for spiritual solution to 

her predicament! The symptomatology reported in most 

literatures ranging from no complaints to symptoms of 

abdominal pain and some gastrointestinal disturbances which 

are dependent on the size of the mass were partly observed in 
3our patients.  However, worsening signs and symptoms such 

as suggest diaphragmatic compression namely; pulmonary 

edema, atelectasis and abdominal compartment syndrome 

were not observed in our patient. Also, there was no leg edema 

suggesting compression on the inferior vena cava. Although, 

imaging procedures such as Ultrasonography, CT scans, MRI 
8and color Doppler are useful in diagnosis,  it is worthy to 

mention at this point that, misdiagnosis could be done which 

unfortunately may lead to suboptimal care administered to the 
4patient as observed by Mikos et al.  Some had misdiagnosed 

5giant ovarian cysts as ascites.  Other differentials could be 

uterine masses, hydronephrosis, mesenteric tumors, 
9pancreatic pseudocyst, bladder distention etc.  If in doubt, 

higher imaging can be done with the complement of  colour 
10Doppler to enhance the degree of accuracy.  Pre-operative 

drainage of the mass predisposes the patient to peritonitis and 

intra-peritoneal dissemination of tumor cells in case of 

malignancy or gelatinous disease of the peritoneum in case of 
3mucinous cyst adenoma.  Advocates of pre-operative 

drainage support their decision on relieving the patient from 

respiratory and cardiovascular complications. Some 

clinicians had reported laparoscopic approach to surgical 
3,11removal.  The popular approach however is by open 

12laparatomy which pose less risk to cyst rupture.   In most 

centers in our environment; the lack of equipment, cost of the 

surgery and absence of skill makes laparoscopic approach 

unfavorable even if desirable. Our patient had open surgery 

with the midline abdominal incisions for easy delivery of the 

cysts without rupturing the mass as demonstrated in figure 2 

& 5 above. It is reported that over 70% of these tumors are 

benign. They are said to be mainly serous or mucinous cyst 
3, 12, 13adenomas. Malignancies are less common (20-25%).  The 

two cases managed were serous cyst adenomas. The patients 

had salpingo-ophorectomies and were followed up for 2 

years. There was no evidence of recurrence in any of the 

cases. Again the abdominal wounds healed well. In some 

cases reports of abdominoplasty has been reported which was 
13not the case in the management of our patients.  

CONCLUSION

Giant ovarian cysts are not common. Early diagnosis through 

imaging technique like ultrasonography is critical to 

treatment. We advocate for laparatomy and non pre-operative 

drainage in our environment.
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