
Introduction:
Management of adnexal mass in a pregnant woman
presents a challenge as there is concern regarding
maternal as well as foetal outcome . Currently adnexal
masses have been noted to occur upto 1% of all
gestation1. Most pregnant women visit obstetrician
from the very early weeks of gestation. With the
widespread use of routine abdominal ultrasound
examination during pregnancy, adnexal masses are
observed with increasing frequency and are detected
in 1-2% of pregnancies2,3,4. The common adnexal
masses diagnosed during pregnancy are - functional
cysts, benign neoplasm or malignant ovarian
tumours.5  More than 90% are unilateral, non complex
and less than 5 cm in diameter and are functional
cysts 6 . Functional cysts are clear cysts of < 5 cm
size and asymptomatic at presentation but have been
documented as large as 10 cm in size.5 Most of these
functional cysts detected during early pregnancy
disappear during the first 16 weeks of pregnancy and
present no risk to the pregnancy6,7. The persistent
masses are pathological, majority being of benign
nature of which cystadenoma and benign cystic

teratoma are common5. Seven percent of diagnosed
adenexal masses during pregnancy are malignant4
with reported incidence of 1/8000 to 1/20,000
deliveries8. Careful evaluation of adnexal masses
during pregnancy is required to determine the nature
of the mass.9,4

Ultrasonography and coloured doppler with tumour
markers help to differentiate benign from malignant.
Interpretation of tumour markers is done with caution
in pregnant patients5. The CA 125 levels have been
reported elevated in pregnancy especially in the first
trimester & during delivery10. Elevated levels of α feto
protein (AFP) have been observed in pregnancies
carrying fetus with neural tube defects though LDH levels
have not been affected by pregnancies. 5 The incidence
of adnexal masses requiring surgical management in
pregnancy has been reported to be 1 to 2.3% of all
gestation.11 The need for surgical intervention is
considered in the following conditions when malignancy
is suspected, an acute complication develops because
of torsion, rupture or haemorrhage, the sheer size of
the tumour is likely to cause rupture or obstructed
labour5. Surgery of adnexal mass during pregnancy
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increases the risk of abortion and preterm deliveries
and intrauterine growth retardation (IUGR).5 Traditionally
surgical management can be done during the second
trimester. Some recent data suggest that adnexal
surgery during the late second or early third trimester
poses the greatest risk of preterm delivery or IUGR or
both .12 The time window of early to mid second
trimester of pregnancy has been associated with a
lower risk of pregnancy complications with elective
surgery for an adnexal mass5. It was recommended to
avoid complication such as torsion, rupture and risk of
delayed diagnosis of malignancies13.

Methods:
This retrospective study was carried out at the
department of Obstetrics & Gynaecology, Sir
Salimullah Medical College and Mitford Hospital,
Dhaka, from June 2007 to June 2009. All pregnant
women diagnosed with adnexal masses were enrolled
into the study. The data was collected on maternal
age, parity, gestational age at diagnosis, at surgery
and at delivery. Ultrasonographic features,
complications observed due to surgery and
histopathological diagnosis of adnexal masses were
noted.

Results:
Among 5320 live births delivered in this hospital during
the study period , total number of cases were 14.
Pregnancies with adnexal masses was found to be 1
in 380 live births.

Mean maternal age was 26.6 years (range 18-42 yrs)
and mean parity was 2.2 (range 0-5) at the time of
diagnosis. Mean gestational age at which adnexal
masses were detected was 17 weeks (range 5-36 wks),
mean gestational age at the time of surgery was 24
weeks (range 6- 41wks), mean gestational age at the
time of delivery 36wks (range 28-41wks). The size of
adnexal masses varied between (5-30 cm). Most of
the cases were unilateral, only one (7.2%) case was
found bilateral.

 Of the total 14 cases with adnexal masses, 4(28.4%)
cases were diagnosed during the 1st trimester,
8(57.2%) cases during the 2nd trimester and 2(14.2%)
cases during the third trimester. All patients with
adnexal masses were surgically managed. Nine
(64.2%) patients suffered from abdominal pain which
was the most common presenting symptoms and was
diagnosed as torsion, other patients were diagnosed

Table-I
Distribution of time of laparotomy with complications (n-14 ):

Trimester Laparotomy Types of Frequency of
Complication complication (%)

1st 3(27.7%) 1 abortion 7.2 %
2nd 9(64.2%) 1 2nd trimester  miscarriage 14.4 %

1 threatened abortion in
late 2nd trimester

3rd        1(7.2%) No complication 0%
 Post partum        1(7.2%) No complication 0%

Table-II
Pathological findings of adnexal masses:

Name of tumour        Frequency Percentage
Benign cystic teratoma 3 21.6%
Serous cystadenoma 4 28.4%
Functional ovarian cyst 2 14.2%
Endrometrioma 2 14.2%
Mucinous cyst adenoma 1 7.2%
Parovarian cyst 1 7.2%
Dysgerminoma (malignant) 1 7.2%
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at routine ultrasonographic examination and were free
of symptoms. The most common (64.2%) indication
for emergency surgery was torsion.

In this study, 3(27.7%) patients and 9(64.2%) patients
were operated during the first and second trimester
respectively (Table-I).

Pathological findings of the ovarian cyst after
operations showed functional ovarian cyst 2(14.2%),
serous cyst adenoma 4(28.4%), benign cystic
teratoma 3(21.6%), endometrioma 2(14.2%),
mucinous cyst adenoma 1(7.2%), dysgerminoma
1(7.2%) & parovarian cyst 1(7.2%) (Table-II).

Miscarriage occurred in one patient 1(7.2%), who had
been operated during the first trimester. Among 9 (64.2
%) patients with features of torsion, all had undergone
laparotomy during second trimester, of which two
needed tocolytic to prevent threatened abortion.
Amongst them one became inevitable abortion and
another developed preterm labour later on and needed
caesarian section for fetal distress.

Discussion:
The incidence of adnexal masses developing during
pregnancy is 1:8000 – 20,000 live births, according to
several series.(14,8) In this study, incidence of adnexal
masses in pregnancy was found to be 1:380 live births.
This incidence varies from the other studies and
appears to be high. This might be due to fact that this
is a tertiary care centre and this study is hospital
based study, not a population based study.

Sizes of adnexal masses ranged between 5-30 cm,
approximately half of all adnexal masses were below
8cm, a quarter was between 7 – 10 cm, remaining
quarter above 10  cm. Of the masses observed, 93%
were unilateral and 7% bilateral which correlates with
the study by Balci and Gezginc14.

Several studies show the malignancy rate as 1:5000-
18000 live births13,15. In this study,  malignancy rate
was 1:5324, which correlates with other study.  In a
study by Rama it has been shown that ovarian
malignancies in association with pregnancy are
epithelial ovarian cancer in 35 % , germ cell tumours
in 33%, dysgerminoma in 30 %, gonadal stromal
tumours in 20% cases.5

Diagnosis of adnexal masses during pregnancy is an
important problem. Nearly all pregnant women visit
obstetricians from very early weeks of gestation. As
ultrasonographic evaluation is now widely used, the

detection rate of adnexal masses have been
increased overtime. The use of ultrasonography has
resulted in the detection of asymptomatic and clinically
unapparent lesion1. The rate of detection is highest
during the 1st trimester, as shown by Ueda and Ueki
who detected 90.3% of tumour like lesions and 78.8%
of benign tumour before 10th gestational weeks15. In
this study 1st trimester diagnosis of adnexal cysts is
(28.4%).

The torsion rate of these adnexal masses during
pregnancy is 10 to15%.16 Torsion is mostly seen at
8-16 wks of gestation at which time the uterus grows
faster, then at the puerperal period during which uterus
involutes and gets smaller rapidly6. In this series the
torsion rate is 64.2%.

Cancer antigen (CA125) level especially during the
1st trimester, are not useful in the detection of ovarian
cancers during pregnancy17 and was not done in this
study.

It has been reported that the majority of adnexal
masses during 1st trimester of pregnancy are corpus
luteum or other functional cysts that usually resolve
by 16 wks of gestation7. The most frequently seen
benign ovarian neoplasm during pregnancy is benign
cystic teratoma (40%). The corpus luteum of
pregnancy and simple cysts are the other frequently
seen masses (29%).18,19 Malignant ovarian tumour
hold 2-6% of adnexal masses detected during
pregnancy13,20.  Epithelial ovarian tumour make up
27.6% of these malignant tumour, followed by
borderline tumours by 20.5%21. In this series post
operative pathological findings of adnexal masses
were: benign cystic teratoma 3(21.6%), serous cyst
adenoma 4(28.4%), functional ovarian cysts 2(14.2%),
endometrioma  2(14.2%), mucous cyst adenoma
1(7.2%), dysgerminoma 1(7.2%)& parovarian cyst
1(7.2%).

 The management of adnexal masses associated with
pregnancy is controversial. The two most common
options are operative intervention of the masses or
expectant management. Cyst size, gestational age
and sonographic appearance are all need to be
considered to formulate a treatment plan.

Bernhard et al reported that 76 % of adnexal masses
identified by ultrasonography during pregnancy were
simple cysts that were lesser than 5 cm in diameter
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and that did not pose a risk to pregnancy14. They
suggested surgery only for masses that had predictors
for persistence and were complex in nature on
ultrasonography and larger than 5 cm in diameter11.
Several authors have recommended conservative
management of adnexal masses that are < 6 cm in
diameter.18 Grimes et al reported in their series that
94% of cysts less than 6 cms, spontaneously resolved
with expectant management. 14 These authors also
suggested that the pedicle torsion does not occur as
long as the cyst is greater than 6 cm. 14 In another
study, the resolution rate of cysts smaller than 6 cm
was reported to be 82 %.22

Shenard et al, in their 12 year experience reported 60
pregnant patients with adnexal masses. It was also
reported that patients had undergone laparotomy
between the 12th and 20th wks of pregnancy and the
preterm birth rate was 9% and miscarriage   4.7%.23

In this study laparotomy was done in all cases,  the
high rate of surgical intervention secondary to the fact
that most of the patient were presented with features
of acute abdomen i.e. torsion .This study further
demonstrates that if surgery is necessary, it may be
managed safely, as there was an acceptable
complication rate for surgery in pregnant women.

Conclusion:
The proportion of adnexal masses found in pregnancies
was 1 in 380 live births. Most of the masses excised
during pregnancy were found to be benign in character;
malignancy rate was comparable to other studies.
Mean gestational age at which adnexal masses were
detected was 17 weeks; mean gestational age at the
time of surgery was 24 weeks .Miscarriage  occurred
in one patient (7.2 %) who had been operated in first
trimester. In second trimester 9(64.2 %) patients had
been operated among them 2 (14.4 % ) developed
threatened abortion , one aborted and the other had
preterm labour.
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