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Laparoscopic removal of a giant paratubal cyst

complicated by hydronephrosis
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SUMMARY: Laparoscopic removal of a giant paratubal cyst compli-
cated by hydronephrosis.
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Paratubal cysts represent approximately 10% of all adnexal mas-

ses. In most cases they are very small, but very few cases are reported in
the literature where they exceed 15 cm of diameter. Furthermore, giant
paratubal cysts complicated by bilateral hydronephrosis are unique.

The Authors describe a case of a huge paratubal cyst (30 cm in dia-
meter), in a 14 year old obese girl, treated by complete laparoscopic
enucleation.
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Introduction

Paratubal or paraovarian cysts represent approxi-
mately 10% of all adnexal masses (1, 2). They usual-
ly derive from the mesothelial covering of the perito-
neum or from paramesonephric and mesonephric
remnants, so they are covered by a single layer of ciliated
columnar or flattened cells (3). A paratubal cyst is a clo-
sed, fluid-filled sac that grows beside or near the ovary
and Fallopian tube, but is never attached to them. It
is located at the ligament between the uterus and the
ovary, and usually it is unilateral and benign.

These cysts are in most cases very small (ranging
from 2 to 20 mm), occurring asymptomatically as in-
cidental findings during other pelvic examinations or
surgery. Giant paratubal cysts are rare and only few ca-
ses have been reported in the literature.

The Authors describe a unique case of a giant pa-
ratubal cyst of 30 cm in diameter, complicated by hy-
dronephrosis, removed conservatively by the laparo-
scopic surgical approach.
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Case report

An obese 14-year old virgin girl presented at our Department
with gradually increasing abdominal swelling first noticed 1 year
before. Abdominal distension was accompanied with vague abdo-
minal symptomatology from 3 months with localized pain in the
right hypochondrium started one month earlier. There was no hi-
story of colic pain, vomiting or other gastrointestinal disturbances.
Bowel and bladder functions were normal. There was no anorexia,
weight loss or weakness. She had regular menstruations at inter-
vals of 25-28 days, lasted for 5-6 days, associated with mild dy-
smenorrhea.

At abdominal examination, a smooth tense cystic mass arising
from the pelvis and extending to the mesogastric region could be
palpated. The mass was neither mobile nor tender. Rectal exami-
nation showed a large mass compressing bladder, uterus and rec-
tum. At ultrasound scanning, uterus was normal in size and sha-
pe, right ovary was rounded by an 30 cm size homogeneous ane-
choic cyst. Left ovary was normal, with 1 cm anechoic structure.
The huge cyst arising from the pelvis and occupying the whole ab-
domen, pressed both ureteres and caused bilateral hydronephro-
sis, more evident on the right renal pelvis. These foundings were
confirmed by magnetic resonance imaging (Figure 1).

Preoperative investigations, including the renal function tests
and the serologic oncological markers [beta-human chorionic go-
nadotrop (b-HCG), CA-125, CA 15-3, CA 19-9, carcinoembryonic
antigen (CEA), and alfa-phetoprotein] were normal, reflecting the
benign origin of the cyst (4). Because of the mass effect with com-
pression to the adjacent organs and the benign nature of the lesion,
the patient was scheduled for laparoscopic surgery.

A Hasson - trocar was introduced through a 1-cm umbilical
incision, and other two 5-mm trocars were inserted in the lower
abdominal quadrants. The leaves of broad ligament were separa-
ted and the limit of the giant cyst was identified. After its aspira-
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tion, the cyst was enucleated with preservation of residual ovarian
parenchyma and tube. Exploration of the abdominal cavity, and par-
ticularly of the uterus, was normal. The other adnexa presented a
lictle paraovarian cyst (1 cm), which was also removed. Both the
cyst were pulled out through the umbilical incision, after insertion
in an endobag and fluid aspiration from the larger cyst. Preserva-
tion of both ovary and tube was accomplished. Intra- and post-ope-
rative course was uneventful, and the patient was discharged three
days after surgery. After 1 week, hydronephrosis disappeared com-
pletely.

Histological report confirmed the diagnosis of paramesonephric
cysts.

Discussion

Small paratubal cysts are most commonly found in
middle-aged women (30 to 40 years of age), and are of-
ten indistinguishable from simple ovarian cysts. Most
paramesonephric cysts remain small and asymptoma-
tic, do not require treatment, and sometimes they di-
sappear on their own.

Paratubal cysts can sometimes become larger espe-
cially in younger women, and develop symptoms, be-
cause they can compress the bladder, uterus or bowel,
causing pelvic tenderness, usually unilateral, abnormal
uterine bleeding, and dyspareunia.

When the cyst is larger than 10 ¢m, increasing in
size, complex, solid, dense, irregularly shaped, or in-
fected, bleeding or ruptured, surgery is required.

Hydronephrosis is a consequence of compression on
the ureters, and could be mono- or bilateral. In the re-
ported case, bilateral hydronephrosis complicated the
cyst and owing to the main extent of the cyst on the
right side, hydronephrosis was more evident on the ri-
ght kidney. Because persistent dilatation of renal pel-
vis could damage the renal function, prompt surgical
treatment of the cyst is mandatory to prevent renal com-
plications (5).

The cysts can be checked through abdominal pal-
pation or vaginal bimanual examination. The ultrasound
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Fig. 1 - Magnetic resonance ima-
ging showing a giant paratubal
cyst.

scan is used to diagnose the mass, and to define its lo-
cation. Computerized tomography is useful to clarify the
diagnosis, but the risk of radiation exposure must be con-
sidered. In case of diagnostic doubts, the magnetic nu-
clear resonance is preferable to clarify the diagnosis, avoi-
ding radiation damage on the ovary, especially in young
girl.

Traditional midline laparotomy has been the con-
ventional surgical approach for the removal of giant ova-
rian and paratubal cysts. Oophorectomy or tubal ex-
cision is sometimes required (1). Because of the well-
recognized advantages of the laparoscopic procedures
(6-10), recently giant ovarian cysts have been managed
by the mini-invasive approach. Advantages of the la-
paroscopic procedures include fewer incisions, short ho-
spital stay, quick patient’s recovery and in some abdo-
minal procedures, a better view of the operative field
(11, 12). Because of magnification of the image in la-
paroscopy this feature may allow a better chance to pre-
serve ovary and ovarian tube, especially in cyst located
closely to these structures, which otherwise cannot be
achieved (13, 14).

In our case, laparoscopic approach, allows preser-
vation of both ovaries and tube avoiding iatrogenic le-
sion to the ureter, and preserving patient’s fertility (15,
16).

Preservation of the pelvic organs, while performing
the laparoscopic paraovarian cystectomy, is in our opi-
nion, advantageous for young nulliparous patients, in
order to preserve their fertility.

Conclusion

Giant paraovarian cyst, after preoperative diagno-
stic work-up which excludes its malignant origin, can
be successfully treated through laparoscopic surgery with
preservation of the adnexum.



Laparoscopic removal of a giant paratubal cyst complicated by hydronephrosis

References

Azzena A, Quinderi E Salmaso R. A voluminous paraovarian cyst.

Case report. Clin Exp Obstet Gynecol 1994;21(4):249-252.

Barloon T7J, Brown BB Abu-Yousef MM, Warnock NG. Paraova-
rian and paratubal cysts: preoperative diagnosis using transabdomi-
nal and transvaginal sonography: J Clin Ultrasound 1996;24(3):117-
122.

Athey PA, Cooper NB. Sonographic features of paraovarian cysts.
AJR 1985;144:83-86.

Westfall CT, Andrassy R]. Giant ovarian cyst: Case report and re-
view of differential diagnosis in adolescents. Clin Pediatr (Phila)
1982;21:228-230.

Leanza V, Cassaro N, Di Prima E Hydronephrosis and vault prola-
pse. Urogynaecologia International Journal 2009;23(2):129-132.

Vecchio R, Cacciola E, Cacciola RR, Marchese S, Intagliata E. Por-
tal vein thrombosis after laparoscopic and open splenectomy. J La-
paroendosc Adv Surg Tech 2011;21(1):71-5. Epub 2010 Dec 29. doi:
10.1089/1ap.2010.0325.

Vecchio R, Marchese S, Intagliata E, Swehli E, Ferla F, Cacciola E.
Long-Term Results After Splenectomy in Adult Idiopathic Throm-
bocytopenic Purpura: Comparison Between Open and Laparosco-
pic Procedures. ] Laparoendosc Adv Surg Tech 2013;23(3):192-8.
doi: 10.1089/1ap.2012.0146.

Vecchio R, Cacciola E, Martino M, Cacciola RR, MacFadyen BV.
Modifications of coagulation and fibrinolytic parameters in laparo-
scopic cholecystectomy. Surg Endosc 2003 Mar;17(3):428-33.
Epub 2002 Dec 4. DOI: 10.1007/s00464-001-8291-7.

Barbaros U, Dinggag A, Siimer A, Vecchio R, Rusello D, Randaz-

10

11.

12.

13.

14.

15.

16.

zo V, Issever H, Avci C. Prospective randomized comparison of cli-
nical results between hand-assisted laparoscopic and open splenec-
tomies. Surg Endosc 2010;24(1):25-32. doi: 10.1007/s00464-
009-0528-x. Epub 2009 Jun 24.

. Migliore M, Ciriscione A, Calvo D, Routedge T. Minimal access an-

terior mediastinotomy. Updates Surg 2013;65(1):59-61. doi:
10.1007/513304-012-0187-7. Epub 2012 Nov 24.

Vecchio R, MacFadyen BV. Laparoscopic common bile duct ex-
ploration. Langenbecks Arch Surg 2002;387(1):45-54. Epub 2002
Apr 10. Review. DOI 10.1007/s00423-002-0289-7.

Vecchio R, Marchese S, Swehli E, Intagliata E. Splenic hilum ma-
nagement during laparoscopic splenectomy. ] Laparoendosc Adv Surg
Tech 2011;21(8):717-20. doi: 10.1089/lap.2011.0165. Epub 2011
Jul 21.

Leanza V, Falcidia E, D’agati A, Garozzo G, Caschetto S. Ostruzione
delle vie urinarie da carcinoma bilaterale dell'ovaio. III Congresso Na-
zionale della societa Ginecologica della Terza Eta SI.GL TE. CIC edi-
zioni internazionali, 1996:197-199.

Vecchio R, Leanza V, Genovese E Accardi M, Gelardi V, Intagliata
E. Conservative Laparoscopic Treatment of a Benign Giant Ovarian
Cyst in a Young Woman. Journal of Laparoendoscopic & Advan-
ced Surgical Techniques 2009;19(5). DOI: 10.1089=lap.2009.0138.
Leanza G, Palumbo M, Marilli I, Leanza V. Double atresic uterus
associated with agenesis of cervix and third upper of vagina. Gior-
nale Italiano di Ostetricia e Ginecologia 2013;35(1):262-264 .
Leanza V, Stracquadanio M, Ciotta L, Marchese E, Marilli I, Lean-
za G. Fertility after multiple myomectomy. Giornale Italiano di Oste-
tricia e Ginecologia 2013;35(1):265-267.

325





