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ABSTRACT

recovered well.

Fetal ovarian cysts are usually benign and managed conservatively. We report an interesting case of fetal ovarian cyst
diagnosed in the antenatal period. Post-delivery, neonate was operated for torsion of the ovarian cyst. The baby
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INTRODUCTION

Advanced technology in ultrasonography has made it
possible for diagnosing intrauterine fetal abdominal
masses. The most common cause of abdominal mass in a
female fetus is ovarian cysts.! Ovarian cysts are the most
common abdominal masses in the female fetus with a
reported incidence of one in 2500-2625 pregnancies/live
births.2® The incidence of torsion in fetal ovarian cyst with
size more than 5 cm is 31%.* Due to the advent of good
resolution of ultrasonography, high proportion of small
ovarian cysts of size <5 cm are also diagnosed. Stimulation
of fetal ovary by placental and maternal hormones is
considered to be responsible for these ovarian cysts, as
most of them turn out to be functional and theca lutein
cysts histologically.®> When the effect of maternal hormone
declines, most of the ovarian cysts diagnosed in the
antenatal period resolve spontaneously. However, in a few
cases, where the mass is large, it may need intervention.
We hereby report an interesting case where the antenatal
ultrasonography revealed an ovarian cyst which
transformed into a haemorrhagic cyst because of
intrauterine torsion.

CASE REPORT

A 26-years-old G3P1L1A1 with 36 weeks gestation was

admitted with complains of pain abdomen. Vitals were
stable and conservative management was planned. A
routine ultrasonography was done for the assessment of
fetal wellbeing. Incidentally, the ultrasound showed,
single intrauterine fetus with an abdominopelvic mass of
size 5x5 cm. The findings were suggestive of right ovarian
dermoid cyst/complex ovarian cyst. Paediatric surgeon’s
opinion was sought and decision to review after birth, was
taken. We allowed the patient to go into spontaneous
labour and she had a vaginal delivery of a female child
with a birth weight of 2.8 kg. Baby cried immediately after
birth with a good Apgar score. The vitals were stable and
no other pathology was detected apart from a soft palpable
mass in the right lower quadrant. Baby was shifted to
neonatal intensive care unit (NICU) for observation.

Postnatal computed tomography (CT) scan showed a large
right complex ovarian mass of size 5x4.8 cm. The routine
blood investigations were normal; however, tumour
marker CA 19-9 was slightly elevated at 42.43 U/ml
(normal range 0-37). The paediatric surgeon reviewed the
case and in view of a large complex ovarian cyst causing
mass effect on adjacent organs, an exploratory laparotomy
were planned. The neonate was taken for laparotomy on
postdelivery day 5. An incision was given just above the
mass and layers of abdominal wall separated carefully. On
inspection, a 5x5 cm right sided adnexal mass with torsion,
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was found. On delivering the mass, it was realised that it
is the left ovary which had come on the right side with the
long pedicle undergoing torsion.

Due to the torsion, the entire ovary had become
oedematous and normal ovarian tissue could not be found.
The left fallopian tube was also adherent to the mass. As
the left ovary appeared unsalvageable, decision for
salpingo-oophorectomy was taken. Left sided ovary with
cyst was removed and sent for histopathology. The right
sided ovary was apparently normal. The baby was kept
under observation. Post-operative period was uneventful
and baby was discharged on 7" post-operative day. The
histopathology of the cyst was confirmatory of a
congenital haemorrhagic ovarian cyst with calcification
with few primordial follicles.

Figure 2: Pre-operative marking of the lump.

Figure 3: Intraoperative findings of
haemorrhagic cyst.
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Figure 4: Histopathology of ovarian cyst.

DISCUSSION

When a cystic abdominal mass is diagnosed in the female
fetus, differential diagnosis should be established for
mesenteric, omental and urachal cysts, intestinal
duplication anomalies, cystic teratoma, and intestinal
obstruction, renal cysts, cystic meconium peritonitis, and
duodenal atresia.®®

Rare cases of anterior meningocele, lymphangiomas and
benign cystic teratoma may also be considered. °

It is difficult to differentiate between these conditions and
ovarian cysts in the intrauterine period. A CT-scan or MRI
may help to establish the exact site of the mass.

Fetal ovarian cysts are commonly diagnosed on
ultrasonography. Most of these cysts regress
spontaneously without any complications. However, in
utero torsion of the ovary, is a rare complication. There are
no clear guidelines to manage in-utero ovarian cyst. There
are also studies which recommend conservative
management of the neonatal ovarian cyst. 101!

Study by Kwak et al showed that ovarian cysts diagnosed
during pregnancy could be managed conservatively if the
size is less than 5 cm. If the size is more, then these patients
may need surgical intervention.!* There are studies also
which recommend aspiration of cysts in the neonatal
period.*2

Considering the low morbidity associated with intrauterine
aspiration (IUA) of the ovarian cysts and the reduced rate
of oophorectomy among the neonates in the IUA group,
systematic ITUA might well be worthwhile.*2 However, one
cannot completely rule out neoplastic tumours, hence
aspiration needs further systematic trials.

Torsion of the ovarian cyst, as seen in our case, is not
frequently encountered. MRI may detect torsion of the
ovary in-utero in female fetus. There are no clear
guidelines on how to manage in-utero torsion of the ovary.
There are varied opinions as regard to management of such
cases. There are some opinions that the fetus should be
delivered early so that ovary may be saved. The other line
of thought is that, one cannot be sure as for how long the
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torsion has been there, so it is difficult to save the ovary
anyways, so there is no point of early delivery.™

A meta-analysis showed that ovarian cysts of size <3 cm,
diagnosed prenatally, regressed spontaneously. In a meta-
analysis examining the prognosis of ovarian cysts, it was
reported that of 346 prenatally diagnosed ovarian cysts,
10% were spontaneously resorbed in the prenatal period
and 36% in the postnatal period, for a total of 46%
spontaneous resorption.*

Ovarian cysts should be followed up in the postnatal period
at 4 to 6 weeks interval with serial ultrasonography until
they are resorbed or symptomatic. Surgical removal is
recommended for complex cysts, ovarian torsion,
symptomatic patients, and cysts that do not regress in size
by the sixth month. Our patient underwent surgery on
postnatal day 5 in view of a large mass with torsion, which
had occurred in the intrauterine period.

CONCLUSION

In conclusion, in-utero torsion of the ovary is rare
diagnosis. It is difficult to diagnose such cases in the
prenatal period. In case of torsion of the ovary, it is
difficult to save the ovary and patient may need
oophorectomy. There is a doubt about subfertility in these
patients in future. Further trials are needed to form
guidelines to form guidelines for the management of fetal
ovarian cysts.
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