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ABSTRACT
Functional cysts usually do not cause symptoms or require surgical intervention. We reported a 17-year-old primi-
gravida, gestational age of 10 weeks and 2 days, and ultrasound showing anechoic cyst in the right parauterine re-
gion without septa, with a larger diameter of 13.5cm, 632ml, and Doppler color without peripheral vascularization. 
The patient was oligosymptomatic during gestation. At 37 weeks and 6 days, gestation was interrupted, when the 
cyst had 2600 ml by ultrasonography. Fetal extraction was performed by cesarean delivery, and a large adnexal cyst 
visualized on the right was removed. The histopathological analysis of the surgical specimen revealed a cystic le-
sion coated by luteinized cells with discrete hyperchromatic and slightly pleomorphic nuclei, with underlying fibrous 
stroma with sparse luteinized cells, characterizing a giant luteinized follicular cyst of pregnancy. The prevalence of 
ovarian masses in pregnancy is rare, usually not exceeding 5 cm in diameter, and disappearing spontaneously in the 
second trimester. The patient in the case report had a cyst of 632 ml, increasing in volume to 2600 ml at the time of 
delivery. Definitive preoperative diagnosis of ovarian masses is still difficult, and predictive criteria for malignancy 
include the use of tumor markers, ultrasound, and Doppler. The association of these tests should guide the clinician 
to define the best time for surgical intervention. The association of these tests should guide the clinician to define 
the best time for surgical intervention.
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RESUMO
Os cistos funcionais geralmente não causam sintomas ou requerem intervenção cirúrgica. Relatamos o caso de uma 
primigesta de 17 anos, idade gestacional de 10 semanas e 2 dias, e ultrassonografia mostrando cisto anecoico em 
região parauterina direita sem septos, com maior diâmetro de 13,5cm, volume 632ml e Doppler sem vascularização 
periférica. A paciente permaneceu oligossintomática durante a gestação. Com 37 semanas e 6 dias, a gestação foi 
interrompida, quando o cisto apresentava 2.600 ml pela ultrassonografia. A extração fetal foi realizada por cesaria-
na, e um grande cisto anexial visualizado à direita foi removido. A análise histopatológica da peça cirúrgica revelou 
lesão cística revestida por células luteinizadas com núcleos discretamente hipercromáticos e levemente pleomór-
ficos, com estroma fibroso subjacente com células luteinizadas esparsas, caracterizando cisto folicular luteinizado 
gigante da gravidez. A prevalência de massas ovarianas na gravidez é rara, geralmente não ultrapassam o diâmetro 
de 5 cm, e desaparecem espontaneamente no segundo trimestre. A paciente do relato de caso apresentou cisto 
de 632 ml, aumentando de volume para 2600 ml no momento do parto. O diagnóstico pré-operatório definitivo de 
massas ovarianas ainda é difícil, e os critérios preditivos de malignidade incluem o uso de marcadores tumorais, 
ultrassonografia e Doppler. A associação desses testes deve orientar o clínico para definir o melhor momento para 
a intervenção cirúrgica.
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INTRODUCTION

The prevalence of ovarian masses in preg-
nancy is 0.19 to 8.8%, and the prevalence of ma-
lignancy varies from 0 to 6.8%.1 Functional cysts 

are benign and do not usually cause symptoms or 
require surgical intervention. They are commonly 
characterized by cystic masses below 5 cm, are 
detected up to the 16th week of gestation, and di-
sappear spontaneously by the second trimester.2,3
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We reported a primigravida whose diagno-
sis was giant luteinized follicular cyst of pregnan-
cy and we emphasize the importance of the as-
sociation of tumor markers, ultrasonography and 
Doppler in the evaluation of adnexal masses.

CASE REPORT

A 17-year-old primigravida, gestational age 
of 10 weeks and 2 days, was evaluated by the 
services of Pelvic Mass and Fetal Medicine of the 
Federal University of Triângulo Mineiro by right 
adnexal mass. The patient complained of pain 
in the right iliac fossa. Ultrasound showed ane-
choic cyst in the right parauterine region without 
septa, with a larger diameter of 13.5cm, 632ml, 
and Doppler color without peripheral vasculariza-
tion. The values of tumor markers were CA125 = 
12.48U/ml; CA15.3 = 10.04U/ml; CA19.9 = 
28.58U/ml, and alpha - fetoprotein = 36.04ng/
ml.Ultrasonography performed at 18 weeks 

showed an increase in the cystic volume (805ml) 
maintaining characteristics of benignity, being 
performed expectant management with serial ul-
trasound and prenatal follow-up.

The patient remained oligosymptomatic 
during gestation. At 37 weeks and 6 days, it was 
decided to interrupt gestation. Cyst had 2600 ml 
by ultrasonography. After fetal extraction by ce-
sarean delivery, a large adnexal cyst was visu-
alized on the right, extending to the epigastric 
region. The right ovary was removed, with pre-
servation of the left ovary. The macroscopy of 
the surgical specimen showed a cyst with a dia-
meter of 21cm and a weight of 435g. The con-
tent was citrus yellow, partly liquid, partly ge-
latinous. The histopathological analysis of the 
surgical specimen revealed a cystic lesion coated 
by luteinized cells with discrete hyperchromatic 
and slightly pleomorphic nuclei, with underlying 
fibrous stroma with sparse luteinized cells, cha-
racterizing a  giant luteinized follicular cyst of 
pregnancy (Figure 1).

Figure 1: Cystic lesion coated by luteinized cells with discrete hyperchromatic and slightly pleomorphic nuclei, with underlying 
fibrous stroma with sparse luteinized cells: giant luteinized follicular cyst of pregnancy (H&E stain 400X). Insert: Macroscopy: 
cyst with a diameter of 21cm and a weight of 435g. The cyst wall had a thickness of 0.1cm, was smooth, congested and shiny 
externally, and discretely opaque internally. 
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The patient and the newborn evolved well af-
ter delivery. The patient reported a positive expe-
rience during or follow-up with the medical team.

DISCUSSION

Although the definitive etiological diag-
nosis of adnexal masses is performed by histo-
pathology, ultrasonography can aid in the pre-
diction of malignancy. It may differentiate the 
pregnant who may be followed during the gesta-
tion of those who need surgical resolution before 
delivery.4 Uniloculated cysts, with no solid com-
ponent, and no blood flow to the Doppler study 
are associated with a low risk of malignancy and 
complications such as torsion, bleeding, rupture 
and obstruction of the birth canal.2 Conservati-
ve behavior seems reasonable in these patients. 
On  the other hand, in cases of bulky, rapidly 
growing cysts, with a strong suspicion of malig-
nancy or increased risk of complications, surgi-
cal procedure should be evaluated.5 Despite the 
growth of the cyst in our patient, we chose to 
wait for the end of gestation because ultrasound 
and Doppler suggested benignity.

Tumor markers have a limited interpreta-
tion for diagnosis and prognosis of adnexal mas-
ses during pregnancy, since some of them are 
altered due to the gravid state, such as CA 125 
and Beta-HCG.3 Alpha fetoprotein is also elevated 
by gestation itself and is used in the screening of 
neural tube defects and trisomy 21.2 In our pa-
tient, CA-125, CA-15.3 and CA-19.9 were normal, 
and Alpha-fetoprotein was 36.4UI/ml.

Surgical removal of ovarian mass prior to 
resolution of gestation may increase the risk of 
miscarriage or preterm labor, depending on ges-
tational age. As a large part of the ovarian cysts 
in pregnancy are benign and of spontaneous re-
solution, expectant management is the most indi-
cated.3,6 Thus, postponing surgery to the postpar-
tum period avoids the side effects of anesthesia in 
both the fetus and the mother. In addition, if ce-
sarean delivery is chosen, it is possible to perform 
ovarian cystectomy at the same operative time. 
In our patient, the sonographic aspect was benign 
and she was asymptomatic, so we await the third 
trimester for resolution.

There are few studies in the literature re-
porting large solitary luteinized follicle cyst of 
pregnancy.7-9 Large solitary luteinized follicle cyst 
of pregnancy can also have differential diagno-
sis with pregnancy luteoma and unylocular cystic 
granulosa cell tumor. Its pathogenesis is unclear, 
and may be related to the human chorionic gona-
dotropin (hCG). But there are cases that occur in 
the puerperium with low levels of hCG.10

Therefore, caution should be exercised in 
the indication of surgery during pregnancy, asses-
sing together maternal and fetal risks. The defi-
nitive preoperative diagnosis of ovarian masses is 
still difficult, and criteria predictive of malignancy 
include the use of tumor markers, ultrasonogra-
phy and Doppler. The association of these tests 
should guide the clinician to define the best time 
for surgical intervention, but pathological ana-
tomy is still essential for the definitive diagnosis.

The prevalence of ovarian masses in preg-
nancy is rare, usually not exceeding 5 cm in dia-
meter, and disappearing spontaneously in the se-
cond trimester. The patient in the case report had 
a cyst of 632 ml, increasing in volume to 2600 ml 
at the time of delivery. This data is a strong point 
of the case report. One limitation was the fact that 
pelvis magnetic resonance imaging was not per-
formed, which could add some information about 
the characteristics of the mass during pregnancy.

Conservative management of adnexal mas-
ses during pregnancy should be performed, as 
long as laboratory and imaging tests do not indi-
cate a high prediction of malignancy. Thus, obs-
tetric complications of surgery during pregnancy 
can be avoided.
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