
Introduction

Paraovarian cysts develop between the tube and the ovary

inside the broad ligament; a mesothelial cyst arises from

the peritoneal lining, while a paramesonephric cyst arises

from the paramesonephric tissue, and a Wolfian cyst arises

from the Wolfian remnants [1]. Paraovarian cysts represent

between 10% and 20% of adnexal masses [2]. These cysts

are usually benign and rarely malignant [3, 4]. Some parao-

varian cysts may become large enough and may even cause

complications, for example, rupture and torsion [5]. In this

report, the authors present a large and rapidly growing para-

ovarian cyst causing dyspnea. 

Case Report

An 18-year-old virgin presented with rapid abdominal distension

within a period of two months caused by a mass large enough to

cause dyspnea and dysuria and presented to the outpatient clinic of

the urology department with these symptoms. Abdominal exami-

nation revealed a large fluid filled mass nearly reaching the xiphi-

sternum central in position with limited mobility and dull on

percussion. The patient declined pelvic examination being a virgin.

Abdomino-pelvic CT scan (Figure 1) was done which revealed a

large adnexal cyst measuring 22×21×9.5 cm, compressing the uri-

nary bladder and approaching the diaphragm. After discussion of

the case, a combined surgical approach was suggested involving

both the gynecologist and the urologist. Through a mid-line infra-

umbilical incision, a part of the cyst was delivered (Figure 2) and

closed evacuation of some of the fluid was also performed to de-

crease it size to be able to exteriorized completely and for fear of

spillage of a possible malignancy followed by its excision. No as-

cites or palpable lymph nodes were detected. Closure of the ante-

rior abdominal wall and the skin were done. Histopathology result

showed papillary serous cystic tumor with focal border-line changes

of one cm (Figure 3). Follow-up of the case for one year showed no

recurrence.

Discussion

Large paraovarian cysts are uncommonly reported in the

literature. The present authors reviewed the literature and

found only few reports discussing the management of such

large cysts. In these reports, the surgical approach com-
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Summary

Introduction: Paraovarian cysts develop inside the broad ligament and some may reach a large size with possible complications.

Case: An 18-year-old woman presented with a two-month period of rapid abdominal distension, dyspnea, and dysuria. Examination re-

vealed a large fluid filled mass reaching the xiphi-sternum. CT scan revealed an adnexal cyst measuring 22×21×9.5 cm compressing

the urinary bladder and approaching the diaphragm. Surgery was done through a mid-line incision, delivering part of the cyst and closed

evacuation of some of the fluid to decrease its size before complete exteriorization for fear of spillage of a possible malignancy followed

by its excision. No ascites or palpable lymph nodes were detected. Histopathology result showed papillary serous cystic tumor with one-

cm focal border-line changes. No recurrence was detected after one year follow-up. Conclusion: Open surgery is the best option to treat

large cysts. Closed system aspiration of the cyst is safe and effective before its excision.
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Figure 1. — CT scan of paraovarian cyst.
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prised of mid-line incisions extending way above the um-

bilicus, in order to extract and excise the cyst [6-8]. De-

compression techniques using a suction cannula were only

mentioned in one report for three adolescents with large

paraovarian cysts ranging between 20 and 26 cm in size be-

fore finally exteriorizing and excising them [9]. Two re-

ports mentioned laparoscopic management. The first was a

simple paraovarian cyst associated with pregnancy and

measuring about 20 cm and the second presented with acute

abdomen measuring about 12 cm [10, 11]. 

Suzuki et al. [12] reported the surgical management of two

cases of borderline paraovarian cysts with a one year follow-

up in a case and 11 months follow-up in the other without

recurrence. They also stated that those kinds of tumors were

rare with only 40 cases reported overseas and 13 in Japan in-

cluding their two cases. In the present case, the option of la-

paroscopy was not considered for two reasons: first, it was

technical difficulty considering the large size of the cyst, and,

secondly, for fear of malignancy considering the history of

rapid abdominal enlargement in a short time. Blind entry into

the abdomen with a trocar or even a Veress needle may lead

to damaging the cyst wall with consequent spilling of its con-

tent. The authors therefore, considered laparotomy and

closed drainage to safely aspirate the cyst followed by exci-

sion.

Conclusion

Open surgery is the best option to treat giant paraovarian

cysts. It is safe and effective to aspirate the cyst by a closed

system, then excise it.
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Figure 2. — Completely normal ovary and large paraovarian cyst

exteriorized from the abdominal incision are shown.

Figure 3. — Microscopic picture of the paraovarian cyst with

focal border-line area is shown.


