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Abstract 

 

Ovarian mucinous cystadenoma represents 15-20% of all ovarian epithelial tumors. They have good 

prognoses. In developed countries, giant ovarian mucinous cystadenoma is rarely reported due to the 

availability of advanced imaging technologies that enable early diagnosis and treatment. Late medical 

consultation and limited resources in African countries lead to late diagnosis of giant ovarian cysts. Only a 

few cases of laparoscopic management of massive ovarian cysts have been reported in the medical literature. 

We present the case of a 64-year-old black African patient with intestinal transit disorders who complained 

of progressive abdominal distension for 2 years. An enhanced abdominopelvic computed tomography scan 

revealed a giant ovarian cyst occupying the entire abdominopelvic cavity, which was approximately 55 cm 

wide. Laparoscopic right salpingo-oophorectomy was performed after the cyst was aspirated without spilling 

its contents into the peritoneal cavity. The patient’s postoperative recovery was uneventful, and she was 

discharged on postoperative day 2. 
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Introduction 

Ovarian cysts are a frequent cause of gynecologic consultations worldwide and affect 

women of all ages. Ovarian mucinous cystadenoma is a multilocular cyst of the ovary that arises 

from its epithelial surface [1]. They can become huge, occupy the entire abdominopelvic cavity, 

and cause progressive abdominal distension with nausea or vomiting, abdominal discomfort, or 

abdominal pain. Giant or huge ovarian cysts are not well defined in medical literature. However, 

some authors have defined ovarian cysts that are more than 10 cm in diameter as large ovarian 

cysts, and others have defined giant ovarian cysts as those that reach above the umbilicus as 

measured by computed tomography (CT) scan [2]. Currently, in high-income countries, they are 

usually diagnosed and treated early, at small or medium-sized stages. Mucinous ovarian tumors 

represent approximately 80% of all ovarian mucinous tumors, 10% are borderline, and 10% are 

malignant. Mucinous ovarian tumors are rare before puberty and after menopause [3]. The most 

dreaded complication of ovarian mucinous cystadenoma is rupture leading to pseudomyxoma 

peritonei. The surgical management of giant ovarian mucinous cystadenoma typically requires 

midline laparotomy to reduce the risk of cell spillage in malignant tumors [4]. Others have 

described the laparoscopic management of giant ovarian cysts occupying the entire abdominal 

cavity using different surgical techniques to limit the possible intraabdominal spillage of cyst 

content. The benefits of this laparoscopy procedure include reduced postoperative analgesic 

requirements, earlier mobilization, cosmetic advantages, and an earlier return to normal activity 

[5]. We report the case of a 64-year-old black African female patient who was admitted with a 

massive ovarian mucinous cystadenoma that was 55 cm in diameter, occupying the entire 

abdominopelvic cavity, and managed laparoscopically. 
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Case presentation 

 A 64-year-old multiparous black African female patient, 

gravida 7, parturition 6, with no medical or surgical history, 

presented to the surgical department of our hospital with a 2-year 

progressive abdominal distension. The patient also complained of 

constipation, nausea, postprandial vomiting, abdominal 

discomfort, and some vague abdominal pain. A general 

examination revealed a normal blood pressure of 120/70 mmHg, 

a heart rate of 68 beats/min, a respiratory rate of 18 breaths/min, 

and a temperature of 37 °C. Abdominal examination revealed a 

grossly distended and tense abdomen arising from the pelvis up to 

the epigastrium without generalized abdominal tenderness or 

shifting dullness (Figure 1). The remainder of the physical 

examination was unremarkable. A blood test was performed, and 

the hemoglobin rate was normal at 11.3 g/dl, the platelet count was 

334,000 U/mm3, the WBC count was 8,000 U/mm3, the correct 

prothrombin level was 72%, and the CRP level was 18 mg/l. 

Tumor markers, including serum cancer antigen (CA) 125, 

carcinoembryonic antigen (CEA), cancer antigen 19.9 (CA19.9), 

and human epididymal protein 4 (HE4), were performed, showing 

normal results. The risk of malignancy algorithm (ROMA) value 

was 2.7. An enhanced computed tomography scan revealed a 

massive intraabdominal multilocular cystic mass occupying the 

entire abdominal cavity from the epigastrium to the pouch of 

Douglas and measuring approximately 55×42×34 cm. The 

surrounding fat planes appeared to be clean, with no evidence of 

ascites or lymphadenopathy (Figure 2). A diagnosis of a giant 

ovarian cyst was made. The patient was admitted to the operating 

room. The surgical procedure was performed in the supine 

position under general anesthesia. An open entry laparoscopy was 

performed 5 cm above the umbilicus to access the abdominal 

cavity and expose the cyst wall (Figure 3-A). A purse-string suture 

with a nonabsorbable suture was placed on the puncture site, and 

the cyst was punctured and aspirated (Figure 3-B). A total of 7100 

ml of thick yellowish liquid was successfully aspirated. The purse-

string suture was tightly closed. A 10-mm trocar was introduced 

into the open laparoscopy, and routine CO2 insufflation was 

performed. Three additional 5-mm ports were inserted into the 

right and left flanks and the suprapubic midline area. Laparoscopic 

exploration revealed a huge cystic mass arising from the right 

ovary (Figure 3-D). The left ovary and uterus were normal. No 

ascites, peritoneal implants, or liver nodules were observed. A 

right salpingo-oophorectomy was performed using a bipolar 

grasper and laparoscopic scissor (Figure 3-D). The laparoscopic 

procedure proceeded uneventfully (Figure 3-A). The surgical 

specimen was extracted via open laparoscopy (Figure 4). No 

spillage or cyst perforation. The pelvic peritoneal fluid was sent 

for cytology. Histopathological examination of the surgical 

specimen revealed a mucinous cystadenoma of the ovary (Figure 

5), and cytological examination of the pelvic peritoneal fluid 

revealed no neoplastic cells. The patient made an uneventful 

postoperative recovery with minimal oral analgesic use and was 

discharged on postoperative day 2. 
 

 

 

 

 

 

 

 

Figure 1: Image showing the much distended abdomen of the patient, image taken on the 

operating table 
 

 
 

Figure 2: Abdominal CT scan showing a massive multilocular ovarian cyst occupying the 

entire abdominopelvic cavity. A: axial slice; B: sagital slice 
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Figure 3: Figure summarizing the surgical procedure. A: open laparoscopy and exposure 

of the cyst wall, B: performance of a purse-string suture and puncture and aspiration of 

the contents of the cyst, C: Intraoperative view of the right ovary containing the 

completely collapsed cyst, D: salpingo-oophorectomy surgical specimen 
 

 
 

Figure 4: Immediate postoperative view of the patient's abdomen. A: Left side view, B: 

Front view, Black arrow: Open laparoscopy used for salpingo-oophorectomy, surgical 

specimen extraction 
 

 
 

 

 

 

 

 

 

 

 

 

Figure 5: Microscopic image of the ovarian cyst showing a cyst wall lined by mucinous 

pseudostratified epithelium, with the presence of mucin within the cyst wall (hematoxylin 

and eosin [H&E] stain, original magnification ×200. Scale bar = 100 µm). 
 

 

Discussion 

Mucinous cystadenoma accounts for approximately 80% 

of all mucinous tumors. Similar to our patient, benign mucinous 

cystadenomas can increase in size and become massive. However, 

giant ovarian cystadenoma of this size is rare. They usually occur 

as large, multiloculated masses containing mucus fluid, generally 

affecting women of reproductive age (aged 20–40 years) [6]. 

Currently, laparoscopic surgery is considered the gold standard for 

the management of small and moderate-sized ovarian cysts. Only 

a few authors have reported the laparoscopic management of giant 

benign mucinous cystadenoma of the ovary, and this represents a 

major improvement in this field. Many authors have considered 

laparoscopic management in this situation to be technically 

inappropriate because of the size of the cyst and to avoid any 

spillage of the cyst content in the peritoneal cavity [7]. They chose 

midline laparotomy as the standard surgical route for large ovarian 

cyst excision. However, minimally invasive surgery has many 

advantages, such as better magnification, reduced operative 

morbidity, reduced invasiveness, reduced hospitalization time, 

and reduced postoperative pain. In addition, giant ovarian cysts 

are commonly serous or mucinous. Therefore, some surgeons 

recommend laparoscopic management of huge ovarian cysts to 

provide patients with the benefits of laparoscopy. The selection of 

appropriate patients to minimize the risk of draining malignant 

masses is mandatory. Currently, the evidence of laparoscopic 

management of huge ovarian cysts is increasing. Laparoscopic 

surgery expertize is the only thing needed by the surgeon. 

However, only a few case series and case reports are available in 

the medical literature [5]. Dubuisson et al. reported a case of six 

patients with laparoscopically managed huge ovarian cysts. The 

Alexis laparoscopic system was used for the minimally invasive 

surgical extraction of large ovarian cysts. The median size of the 

cysts at imaging was 22.8 cm (range, 15–30 cm), whereas the 

median volume was 5.9 L (range, 1.9–15.6 L). The mean age of 

the operated women was 59 years (range, 21–88 years). The size 

of the skin incision initially performed to puncture the cyst ranged 
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from 2.5 to 4 cm. On final pathological reports, two cysts were 

mucinous cystadenoma and four were serous cystadenoma [8]. In 

a case report of a huge ovarian cyst, Rabbani et al. used a Veres 

needle to aspirate and drain the contents of the cyst and perform a 

cystectomy [9]. Alobaid et al. described a case series of 5 patients 

with huge ovarian cysts successfully managed by laparoscopy. An 

open-entry laparoscopic technique was used to avoid puncturing 

cysts before evaluating the intraoperative cyst. They proceeded to 

laparoscopic oophorectomy or cystectomy in the usual manner. 

The cyst was then removed using a suprapubic trocar after the 

incision was extended to 1.5 cm [10]. 

Conclusion 

In low-income countries, socioeconomic factors are the 

main cause of late medical consultation, and diagnosis is made in 

the advanced stage of the disease. Nevertheless, laparoscopic 

management is possible and should be encouraged in the context 

of limited resources and should be encouraged. We hope that this 

case report will increase the use of laparoscopic techniques in the 

management of large ovarian cysts in low-income countries. 
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