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SUMMARY 

685 

Coexistence of p.-cgnancy and ova.-ian mass is always a peqrlexing pt·ohlem 
fot· the ohstetdcians. The pt-esence of cystic ova.-ian mass may eithet· simply 
be an exaggentted physiologkal readion 01- it may he a serious life tlu-eatening 
prohlem like ova.-ian malignancy. F<11·tunately, the assodation of ovadan tumom
and JH-egnancy is not common 1:2334- delivel'ies (Tachaho et al 1987) 1:2328 
(Ashkenazy et al 1988) 1:653 (Yahia et al 1991) 1:1261 (RathOJ-e et al 1995), 
the oven11l nwge is 1:653 to 1: I 5,000 in va do us studies. The exact incidence, 
howevet·, depends on whcthet· one considet·s, simple cyst noted on ultrasound 
examination (1/50 livehit-ths) <H- pelvic examination (1 /80 live hi.-ths, or those 
that ultimately t·equit-e lapat·otomy (1/1000 to 1/1500 live hit-ths). The incidence 
of ovadan cancu is t·eJHII-ted to he between 1/12,000 to 1/50000 live bit·ths or 
1 to 2% of all ova.-ian masses with pt·egnancy (Dudley 1990). In the study by 
Stntyk et al (1984), thue was peak incidence of �p�n�~�g�n�a�n�c�y� with ovarian tumot·s 
anmnd 25th ye:u- in-espective of padty. 

In the pt·esent at·ticle we pt·esent analysis of 20 cases of ova.-ian neoplasms 
detected dlll-ing p.-egnancy ot· laholll- m- post partum, who wet·e managed with 
detinative then1py in the dep:u-tment of Ohstet.-ics and Gynaecology of Mahatma 
Gandhi Institute of Medical Sciences, Sevagnun, Maharashtra, India. 
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MATERIAL AND METHODS 
W e have no t bee n do ing 

ultrasonogrCi phy of all pregnant women and 



686 JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF INDIA 

as many cases or ovarian 
neoplasms coexisting with 
pregnancy remain asymptomatic 
and arc likely to remain unknown, 
it is not possible to give the exact 
incidence or pregnancy with 
ovarian neoplasms. Present study 
deals with only those cases 
which were dealt with surgically 
during pregnancy, post parium or during 
caesarean section. 

OBSERVATIONS 
Ninety percent or the women 

managed �w�e�r�~� between 20-2() yrs, 
5% below 19 yrs, and 5% above 
30 yrs. Out or 20 cases studied, 
9 (45%) were nullipara and 4 (20%) 
grand multipara, (Table I). 12 (oOo/r.: ) 
women were diagnosed in first 
trimester, 4(20%) in second trimester, 
intrapartum, 1 other during cesarean 
section and 2 �(�~�%�)� post partum. 
Abdominal pain was the 
commonest symptom (SW!r>). Presenting 
complaint was lump in 

abdomen in 2. One case was 
diagnosed during vaginal examination 
in a woman who came for 
termination or pregnancy and sterilization, 
other during caesarean section for some 
other indication and 1 other 
post partum during tubectomy 
operation (Table 11). None of 
those operated cluring pregnancy 
aborted or had pre term delivery, 
however the woman with 
maliganancy was lost to follow 
up as she went against 
medical advice. Histopathol-
ogically 10 (50%) were simple 
serous cysts, 5 were (25%) clermoids, 
and nne each were haemorrhagic 
cyst, mucinous cyst adenoma ancl 
papillary cystadenocarcinoma. The 
woman with malignant disease 
had conceived a rter 16 yrs. 
or inrerlilily. 

DTSCUSSION 
Pregnancies com pi icated by ovarian 

tumours do pose considerable problems 

�T�a�h�l�~� I 
AGE AND PARITY 

Acre 
"" Parity < 19 20-29 > 30 Total 

PO 1 R 9 

Pl 3 4 
P2 3 3 
P3 4 4 

Total 1R 20 
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Tahle II 
SYMPTOMS OF WOMEN 

Symptomiltology lsi Trimestn lind Ttimcstcr Jntrapat1um Pucrpctium Total 

Pain in abdomen 
Lump in abdomen 
Nausea/Vomitting 
Pain in abdomen with 

Nausea & Vomitting 
Pain in abdomen with 

Vaginal spotting 
Pain in abdomen with 

retension of urine 
Vaginal hite dischar-

ge with itching 
Vaginal spotting 
Acute pain & 

Vomiting 
Symptomless * 

Total 

2 
2 
2 
2 

1 

1 

13 

3 

2 

1 

2 4 

5 

2 
2 
2 

2 

1 

1 

1 
1 

3 

20 

* One case was diagnosed accidentally while doing tubectomy, 
another one during LSCS and third one while doing pelvic examination 
in a woman with two months amenorrhoea . 

of diagnosis and management. In the 
study by Rathore et al (1995), out or 29 
cases around 41 % were diagnosed 
in second trimester; 27.6 % were 
asymptomatic. Vague abdominal pain was 
the commonest symptom seen ( 45% ) . 13% 
were asymptomatic in the study hy 
Ashkenazy et al (19R8); presenting 
symptom was actually pain with or without 
bleeding in (81.5 %). In Rathor's 
study (1995) 66% patients were diagnosed 

clinically and 5 (17%) were detected by 
ultrasonography. 17% were incidentally 
detected at the time of some other 
surgery like caesarean section I 
sterilization. In Hess et al 's (1988) series 
65 % were asymptomatic at the time 
or diagnosis. The most serious 
com pi ica tion however is malignancy; 
fortunately uncommon . Further 
determinants or nature or tumour, when 
to perform laparotomy and whether 
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to give tocolytics, what should 
be the mode of delivery arc dillicult 
dicisions to be made. Dudcly et al (1994) 
believed that 30 % ovarian masses 
complicating pregnancy arc non-neoplastic 
and only 1 to 2% are malignant. 
In the study by Ashkcnazy ct al (19R8) 
5.3 % out of 38 cases of ovarian 
tumours cocxesting with pregnancy 
were found to he malignant as was 
the case in our study also. One patient 
had infection of the cyst which t:upturcd 
in the abdominal cavity causing 
peritonial reaction. The most common 
benign neoplasm of the ovary reported in 
pregnancy is benign cystic 
teratoma occuring �i�~�4�0 �%� (Dudley 
1990) and mucinous cystadenoma 
in 30% (Rathore ct al 1995) (present 
study simple cyst 50%). 

The consequences or emergency 
surgery later in the first trimester 
are few. However if operation 
for adnaxal masses detected in 
pregnancy is delayed until the 
onset of symptoms, the pregnancy 
prognosis is worsened when compared 
with that of elective operation 
(Hess et al 1988). Due to high incidence 
of abortion during early pregnancy 
(over all), the safest time to 
perform laparotomy is ear-ly 
second trimester. ln Rathore ct al's 
series (1995) out of 5 patients �v�~�h�o� 

underwent emergency laparotomy 
1 had abortion (20 %) whereas in 
cases who underwent elective 
laparotomy, out of 12 patients 
1 aborted (8%). Ashkcnzay et al (1988) 
reported 85% abortion rate in women 
who did not receive tocolytics as against 

10% in supported group. We gave to
colytics to all the women, who were 
operated during pregnancy for 
removal or tumour. Some believe 
that in patients whom the asymptomatic 
mass is noted at or ncar term, vaginal 
delivery should he avoided because 
of dangers or torsion, rupture 
and haemorrhage during or 
immediately following labor 
(Dudley 1990) and it may be best to 
do an elective caesarean section 
at term or at the hcgining of labor 
with extirpation or the tumor at the 
same time (Struyk 1984). However 
very often this is individualized 
depending on ihc situation and in clinical 
practice women arc allowed to 
deliver vaginally and the tumour 
managed in post p<trtum period 
unless possibilities of obstruction 
are there. Whenever a tumour is 
discovered in the third trimester 
operation is deferred because of 
the risk or preterm labor and 
technical difficulti·es of surgery. 
In our series there was no fetal loss. 
The possibility of malignancy should 
always be considered . One woman 
who presented in puerperium with 
twisted ovarian tumour, was explored 
in emergency. She was having 
torsion of simple cyst with haemorrhage 
(7-8" in diameter) on left side, 
and on right side 4"x5" dermoid. 
So after surgery I ittle bit of ovarian 
tissue was left , only on right side. 
She did conceive soon but aborted 
and later conceived again and 
had term delivery. Ovarian 
tumours continue to be a problem 
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during pregnancy and should 
always be remembered and managed 

carefully. 
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