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A GIANT THECA LUTEIN CYST IN A NEWBORN: HOW TO APPROACH?
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GAZiZ SERHAT BAYKARA! @ BAHATTIN ERDOGAN?

1 Department of Pediatric Surgery, University of Health Sciences, Eskisehir City Hospital, Eskisehir, Turkey
2 Department of Pathology, University of Health Sciences, Eskisehir City Hospital, Eskisehir, Turkey

ABSTRACT

Introduction: Ovarian cysts constitute an important proportion of
abdominal cysts detected in the perinatal period. Here, a case of giant
ovarian cyst detected in a female neonate born at 35+4 gestational weeks
without antenatal follow-up was presented.

Case Presentation: A premature female baby was born with gestational
week of 35+4. Her physical examination revealed a distension due to a
palpable mass on the left abdomen. Ultrasonography revealed a 73x85
mm cystic mass while magnetic resonance imagination demonstrated that
this lesion originated from the left ovary and was not associated with other
abdominal structures. A respiratory distress secondary to abdominal
distension developed on the postnatal seventh day. In surgery, a giant
cystic lesion originating from the left ovary was totally excised by
preserving the ovary. Histopathology revealed a benign theca lutein cyst.
The patient was uneventfully discharged on the 10th postoperative day.

Conclusion: Ovarian cysts should be always kept in mind in the
differential diagnosis of abdominal cystic masses in the perinatal period.
Treatment includes a wide spectrum from conservative approaches to
aggressive surgery. A timely surgical intervention is of great importance
for the prevention of serious complications, such as abdominal distension,
intestinal obstruction, and respiratory distress.
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INTRODUCTION

Most of the abdominal masses detected within the neonatal
period are benign, of which 15% originate from the genital
tract (1). Among those, neonatal ovarian cysts are usually
unilateral small lesions, and occur in approximately 1 in 2500
live births (2). Although the exact etiology is still unknown,
hormonal hyperstimulation is the most accepted theory for
the occurence of these masses (2, 3). In addition, it was
reported that complicated pregnancies involving diabetes,
preeclampsia and Rh isoimmunization, abnormal
development due to impaired vascularization in the primitive
gonad, hypothyroidism, congenital adrenal hyperplasia, and
G protein a-subunit mutation contribute to the development
of the neonatal ovarian cysts (3, 4). It is thought that these
cysts regress with the gradual decrease in fetal
gonadotropin, maternal estrogen and placental human
chorionic gonadotropin hormone levels after delivery (3). The
treatment of neonatal ovarian cysts includes various
approaches ranging from conservative to advanced surgical
interventions.

In this paper, a rare case of neonatal giant ovarian cyst who
was operated for postpartum abdominal distension and
increasing respiratory distress and without antenatal follow-
up was presented and discussed with the relevant literature.
CASE REPORT

A 26-year-old, gravida 1, parity 0 pregnant woman without
antenatal follow-up was admitted to the emergency
department due to the development of preterm labor with
premature rupture of the membrane. A premature female
baby, 3380 g in weight, was born with gestational week of
35+4. There was no need for postnatal resuscitation since
she had an Apgar score of 15. Initial physical examination
revealed a palpable mass on the left side of the abdomen
with distension.

On abdominal X-ray, the gas shadows of the intestines were
pushed to the right in the abdomen and there was no gas
shadow on the left side of the abdomen. Abdominal
ultrasonography (US) revealed a 73x85 mm cystic mass on
the left abdomen. Magnetic resonance imagination (MRI)
demonstrated that this lesion originated from the left ovary
and was not associated with other abdominal structures
(Figure 1).

A respiratory distress secondary to abdominal distension
developed on the postnatal seventh day, and respiratory
support with an oxygen hood was given to baby due to the
decrease in oxygen saturation. Following the necessary
preoperative preparations, laparotomy was performed on the
eighth postnatal day. During the surgical procedure, a yellow
giant cystic lesion originating from the left ovary was
observed in the left lower quadrant. The pedicle was not bend
and left ovary and adnexal structures were normal in
appearance. The cyst was totally excised by preserving the
ovary (Figure 2).

Histopathology revealed that the excised lesion filled with
serous fluid was a theca lutein cyst (Figure 3). The

respiratory distress disappeared after the operation, and no
complication developed during the postoperative period. The
patient was uneventhfully discharged on the 10th

postoperative day. She was also followed up regularly with
pelvic doppler US, and no problem was detected.
Patient consent was obtained for this presentation.

Figure 1. The diffusion weighted magnetic resonance imaging
finding of ovarian cyst with a diameter of 73X85 mm.

Figure 2. Intraoperative appereance of cyst.

DISCUSSION

Neonatal ovarian cysts constitute a significant portion of
abdominal cystic masses. The increasing use of routine US
led to more detection rate of ovarian cysts in the prenatal
period (5). In our case, the mother did not attend prenatal
pregnancy follow-up, and an intraabdominal cystic mass was
detected on postnatal US.

Neonatal ovarian cysts can be confused with many lesions.
Differential diagnosis include urachal and mesenteric cysts,
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enteric duplication cysts, duodenal atresia, and dilated bowel
(3,5). Malignant ovarian tumors and teratomas are extremely
rare under two years old (2).

Neonatal ovarian cysts can be divided into two groups as
simple and complicated according to sonographic criteria (6).
The majority of neonatal ovarian cysts are small and
disappear in the first few months of life (2,5). Therefore,
simple ovarian cysts up to 5 cm in diameter can be managed
conservatively (7). Newerthless, the treatment of large simple
and complicated cysts is controversial and surgical
intervention may be required (6,8). Our patient had a
complicated giant cyst, approximately 9 cm in size and
causing increasing respiratory distress.

Figure 3. H&E stain 10x10, histological section of ovarian cyst
in a newborn baby. Thin-walled follicular cyst lined with
luteinizing theca interna and a thin layer of granulosa cells is
observed.

Various complications such as torsion, rupture, bleeding,
intraabdominal acid, and compression of other internal
organs may occur associated with neonatal ovarian cysts
(1,3). Torsion and bleeding of these cysts can cause ovarian
loss (4). Torsion can also cause the ovaries to attach to the
intestines or other pelvic organs. There are positive
correlation between the size of the cyst or the length of the
ovarian pedicle and the risk of intracystic hemorrhage or
torsion (4,5). In our case, there was no complication
regarding the cyst except to compression of other organs.
The recommended threshold size for prenatal aspiration of
simple cysts ranges from 3 to 5 cm in the previous reports (2-
4). However, various complications such as increased risk of
preterm labor, chorioamnionitis, fetal injury, and intracystic
bleeding were reported with the prenatal intervention (2,3,8).
As a general approach, preserving the ovarian parenchyma
is considered the main goal in the perinatal management of
neonatal ovarian cysts (2,3,5,8). Ovarian torsion, persistent
cyst, suspected neoplasia, and clinical symptoms such as
abdominal distention, intestinal obstruction, and dyspnea
require surgical intervention (4,5,8). In our case, there was
abdominal distension and respiratory distress due to a large

ovarian cyst compressing the other visceral organs.
Therefore, cyst excision with preserving the ovary was
performed.

Neonatal ovarian cysts are usually benign lesions. In most
cases, the origin is follicular epithelium; however, these
lesions can also occur as theca lutein or corpus luteum cysts
(3). In the literature, up to 90% of fetal ovarian masses were
reported to be cystic with follicular or luteinic origin while the
remaining ones were solid such as carcinoma, teratoma, or
cystadenomas (3). In the present case, histopathology
revealed benign serous theca lutein cyst.

Although rare, ovarian cysts should be always kept in mind
in the differential diagnosis of abdominal cystic masses in the
perinatal period. Treatment includes a wide spectrum from
conservative approaches to aggressive surgery. A timely
surgical intervention is of great importance for the prevention
of serious complications, such as abdominal distension,
intestinal obstruction, and respiratory distress.
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