
Case Report
A 15-year-old unmarried girl presented with chief complaint of 
pain in right side of abdomen since 15 days and irregular 
menses since 5-6 months. There were no aggravating or 
relieving factors for the pain and it was not associated with 
vomiting or giddiness. The patient has attained menarche at 
the age of 13 years and her present irregular cycles were 
associated with pain and clots Per-abdominal examination 
revealed a  mobile,  mass of about 10x7 cm on right 
side,arising from pelvis ? ovarian mass. Local examination 
revealed intact hymen.

Ultrasound examination of abdomen and pelvis revealed 
uterus 7.1 x3.3 x 4.9 cms.Right sided multi cystic lesion 11x 
9.6x10.5 cms ,right ovary not seen separately USG (A+P) 
suggestive of  UT 8.7 x 4.2 x 2.9 cms ,ET not measurable ,right 
ovary 13.4 x 8.2 x 8.7 cms smooth margins, ovarian stroma 
markedly hyperechoic with multiple cystic blebs at periphery 
and within stroma. Increased vascularity possibly reactive 
hyperemia due to partial torsion ,minimal ascites MRI 
suggestive of swollen edematous torsed right ovary Patient 
was given two packed cell volume transfusion on hb 
6.6gm%.post blood transfusion haemoglobin was 7.5gm%  
Patient underwent Laparoscopic cystectomy with right 
ovariectomy  Intraoperative ndings were right ovarian cyst of 
about 15 x10 x 8 cms with right fallopian tube adherent to 
lesion. Left ovary bulky and multiple follicles were noted.Cyst 
aspiration was done and sent for uid cytology and culture 
sensitivity,reports revealed no cells or organsims.Part of cyst 
wall excised and sent for frozen section which was suggestive 
of ovarian stroma and no evidence of malignancy.

The specimen was sent for histopathological examination and 
was suggestive of MASSIVE EDEMA OF OVARY WITH 
FOLLICULAR CYSTS.Massive edema with widely spaced 
stromal cells and few leutinised cells.Also seen were multiple 
cysts ,occasional containing proteinaceous uid.No evidence 
of neoplastic lesion seen.

DISCUSSION
Massive Edema of Ovary was rst described by Kalstone et 
al., in 1969 [1]. It frequently occurs in young women between 
the age group of 6-33 years with an average age of 21 years 
[2].

The patients usually present with acute abdominal pain. 
Rarely, irregular menstruation and ascites (till date only one 
case is reported)can be a presenting feature. A palpable 
adnexal mass or virilisation can also be seen [3–5]. 

Our patient presented with irregular cycles with right 
abdominal pain, ascites and supra-pubic mass. There were 
no signs of virilisation.

Majority of ovarian oedema are unilateral (85%) & most 
involve right ovary  , so is in this case[6]. Massive ovarian 
oedema can occur as primary or secondary condition [7]. 
Primary oedema occurs when the ovary is not diseased and 
when there is torsion or twisting of the ovarian pedicle to the 
degree that it interferes with the venous drainage leading to 
oedema and does not affect the arterial blood ow [7]. 
Secondary ovarian oedema occurs in a unhealthy ovary . [7].
Praveen et al., from 1969 – 2011, studied a total of 177 cases of 
massive ovarian oedema were identied [8]. 

In spite of advanced technology it is difcult to diagnose 
massive oedema of ovary pre-operatively with imaging 
techniques. Majority of cases were reported as non-specic 
heterogenous complex ovarian mass ultrasonographically 
mirroring a neoplastic condition [6,9]. 

Frozen section is valuable during the time of surgery [8]. In our 
case MOE was  suspected but showed start of gangrenous 
changes and hence detorsion or other conservative  
management could not be done and cystectomy with 
ovariectomy was performed.

The ovarian lymph contains among others; hormones 
including progesterone, estradiol and inhibin that are 
transferred back to the ovarian arteries via retrograde transfer 
and then they promote the feedback in the hormonal 
regulation of the ovary [10, 11]. 

Being a minimal invasive surgery patient had minimal 
morbidity and was relieved of pain abdomen.The patient was 
given oral contraceptive pills for  next 3 months.
 
CONCLUSION
Management of massive edema of ovary should be 
conservative ,trying to preserve for fertility and should be kept 
in mind as a differential diagnosis to avoid unnecessary 
hysterectomy with salpingo-oophorectomy or oophorectomy 
as it is a non neoplastic condition. frozen section is of utmost 
importance during surgical management of such adnexal 
masses while it is being missed despite well developed 
imaging modalities. 
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