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Massive Ovarian Oedema in a 23-year-old
Patient: A Case Report
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ABSTRACT

Massive Ovarian Oedema (MOE) is a rare gynaecological disorder that has been rarely reported in our country. Approximately six
cases have been reported previously in India. The lesion may either present as a primary disease or develop secondarily, subsequent
to an ovarian lesion or pregnancy. Moreover, the primary lesion may induce strangulation of blood vessels and lymphatics, resulting
in ischaemia. If abdominal pain persists, the patient may require laparoscopic salpingo-oophorectomy. A 23-year-old female in the
reproductive age group developed pain in the lower pelvic region. Upon examination, she exhibited unilateral enlargement of the right
ovary. On palpation, an abdominal/pelvic mass was noted. The patient underwent surgery. The ovary was sectioned, and several slices
of approximately 1 cm thickness were prepared. A significant amount of water-like serous fluid emerged from the cut surface. A few
areas with a gelatinous appearance were also observed. Other findings from the current lesion included necrosis and haemorrhage,
along with signs of fibrosis. Extensive fibrosis may lead to strangulation. Most of the cysts contained watery serous fluid. Persistent
strangulation of the ovarian pedicle might have resulted in massive oedema. The presence of adult worms of Enterobius vermicularis
in the appendix of the patient with MOE might have an aetiological role.
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CASE REPORT

A 23-year-old female patient complained of pain in the lower
abdomen along with a large palpable pelvic tumour. She had
noticed the swelling for approximately one year. She underwent
surgery, during which the right ovary was excised. The specimen
consisted of a large, ovoid ovary, measuring 9x6x4 cm. The cut

Fibrocollagenous tissue was present [Table/Fig-1d]. [Table/Fig-2a]
illustrates fibrosis and infiltration by a large number of lymphocytes,
suggesting chronic persistent infection. Chronic infection of the
ovarian parenchyma appeared to be aetiologically related [Table/
Fig-2b]. In addition, a large number of thin-walled microcysts were
observed [Table/Fig-2c]. Furthermore, microcysts and capillaries

surface of the right ovary exhibited a soft, boggy appearance. Were noted [Table/Fig-2d].
Several cysts were observed at the periphery, which were filled with N 7
copious watery fluid. X

Microscopically, the section displayed marked stromal oedema
with  thin-walled blood vessels. Numerous microcysts were
identified [Table/Fig-1a]. A macrocyst was also observed [Table/
Fig-1b]. [Table/Fig-1c] shows microcysts alongside a capillary.
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[Table/Fig-2]: a) Shows ovarian fibrous parenchyma infiltrated with a large number
of lymphocytes (H&E, 100x); b) Photomicrograph shows several large cysts and

fibrous tissue (H&E, 100x); c) Shows a large number of thin-walled microcysts
(H&E, 100x); d) Shows large number of microcysts and few capillaries (H&E, 400x).

Her menstrual cycles were regular, and her medical history was
normal. Moreover, serum levels of Human Chorionic Gonadotropin
(HCG), C-Reactive Protein (CRP), and Carcinoembryonic Antigen
(CEA) were within the normal range. Follow-up of the patient was
uneventful. De-torsion and wedge resection of the diseased ovary
appeared to cure the patient with MOE [Table/Fig-3]. The lesion was
finally diagnosed as MOE.

DISCUSSION
The MOE was first reported in 1969 by Kalstone CE et al., [1].
The disease may develop in young female during pregnancy [2].
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[Table/Fig-1]: a) Shows numerous microcysts, filled with watery serous fluid (H&E,
200x); b) Shows a macrocyst (H&E, 100x); ¢) Shows numerous microcysts. A few
lymphocytes were also observed (H&E, 400x); d) Shows fibrocollagenous tissue
infiltrated with a small number of lymphocytes. Microcysts were also seen (H&E, 100x).
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MOE may either develop unilaterally or simultaneously involve both
ovaries [3]. It may be associated with mild to moderate ascites. MOE
may develop subsequent to strangulation or torsion, resulting in
ischaemia of the ovary. The ovary may be enlarged, and its surface
may be lobulated. Furthermore, the cut surface may display multiple
cysts filled with watery serous fluid. The ovarian stroma may show
an accumulation of interstitial fluid [1]. Wedge resection and de-
torsion may relieve lower abdominal pain [4].

Surprisingly, multiple adult worms of Enterobius vermicularis were
found in the appendix of a MOE patient [5]. Partial or complete
torsion of the mesovarium may interfere with venous or lymphatic
return, leading to the development of MOE. Additionally, MOE may
be suspected in a female of reproductive age if she presents with
solid enlargement of the ovary. Moreover, a solid ovarian lesion may
be regarded as suspicious for malignancy [6].

The MOE is a rare non neoplastic lesion that may occur in young
females. Infertility, dysmenorrhoea, precocious puberty, and abdominal
distension may be significant presenting clinical features [7]. A more
detailed clinicopathological description of Massive Ovarian Edema
was provided by Roth LM et al., in 1979, who reported five
cases with ultrastructural observations and emphasised its non-
neoplastic nature [8]. Oedema may develop suddenly, resulting in
acute abdomen, or it may develop intermittently, resulting in a slow
progressive clinical disease [5]. Another peculiarity of the current
lesion was the presence of necrosis and haemorrhage; however, the
latter feature may rarely occur in MOE. A few cases of MOE have
been associated with fibromatosis. In another study, Young RH and
Scully RE, in 1984, described 14 new cases, with fioromatosis as
a predominant finding [9]. Additionally, seven out of 25 cases in a
previous study showed evidence of strangulation [9].

Rarely, MOE has been reported in a six-month-old infant as well as
in a postmenopausal female [10,11]. The first case of MOE during
pregnancy was reported by Gustafsom GW et al., in 1954 [12]. Only
12 cases of MOE during pregnancy have been reported. Fibroblastic
proliferation with interstitial oedema has been observed previously
[13,14]. Clitoromegaly (2 cm) and masculinisation may also occur
rarely [15,16]. In addition, Budd—Chiari syndrome has been reported
alongside MOE [17]. Torsion of the ovarian pedicle appears to be
an important factor in the development of MOE, as de-torsion may
reduce the size of an enlarged ovary [18].

Moreover, over 100 cases of MOE have been reported in patients
with unilateral or bilateral disease from 1969 to 2011 [13,19].
However, Praveen RS et al., reported 177 cases of MOE, including
both primary (n=151) and secondary (n=26) disease. In that report,
76 of the 177 cases were suspected to be due to torsion (43%)
[20]. Torsion of the ovary appeared to favour the development of
MOE in the first two cases [Table/Fig-3]. Furthermore, de-torsion
could reduce the size of the diseased ovary. However, recurrence
of oedema did not occur following de-torsion and wedge resection.

Authors Clinicopathological features
and year
Case of study Role of torsion Others Treatment
Daboubi Interstitial oedema+
Cut surface Masculinisation+ De-torsion and
MK and . . - .
1 Khresat B revealed copious and size of ovary fixation with
" | amount of watery was 8x6 cm uterus
2008[16] .
serous fluid
Fukuda Size of enlarged Later, wedge De-torsion
ovary was .
2 Tetal, . resection was also | treated the
reduced following )
2021[18] : done patient
de-torsion
Ayoola-
3 Adeola M Elevated androgen | Clitoromegaly+ Not mentioned
etal., 2021 | levels (2 cm) in the report
[19]
Raina N et Patients developed | Patient
4 al., 2016 About 100 cases both unilateral and | underwent
were reported ) :
[19] bilateral lesions oophorectomy
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Sehgal A OCC‘U.S on .Of Radiological
hepatic veins may -
5 et al., 2022 .| findings were -
occur (Budd-Chiari
17 presented
syndrome)
Unilateral, size Cut surface of Copious serous
Present .
6 of ovary was ovary showed fluid oozed from
case, 2024 .
9x6x4 cm many microcysts the cut surface

[Table/Fig-3]: Clinicopathological features of five studies, compared with current

findings [15-19].
+: Positive

Masculinisation, clitoromegaly, and elevated androgen levels were
noted in cases one and three. Moreover, Budd-Chiari syndrome
was detected in case five, suggesting ischaemia of the hepatic
veins. The current case was very similar to previously reported cases
in terms of massive oedema, microcyst formation, and interstitial
oedema of the ovary. Moreover, in present case case, de-torsion
and/or wedge resection were effective in reducing the size of the
diseased ovary, and recurrence was not reported.

CONCLUSION(S)

A young female, aged 23, complained of pain in the lower
abdomen. She underwent surgery, and the right ovary was excised.
Grossly, the cut surface showed cysts filled with variable amounts
of fluid. An excess of water-like serous fluid emerged from the cut
surface, and areas of necrosis and haemorrhage were observed.
However, a few cases might present with fibrosis. Rarely, oedema
may develop suddenly, and the patient might present as a case
of acute abdomen. Primary MOE may develop when the ovary is
not diseased, while secondary MOE develops due to torsion of
a diseased ovary, such as following a cyst, malignant neoplasm,
polycystic ovary, or fioromatosis.
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