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Case Report of Ruptured
Endometriotic Cyst in Pregnancy
Treated by Laparoscopic
Ovarian Cystectomy

F H Loh, S P K Chua, R Khalil, S C Ng

This case report was presented at the 5th World Congress on Endometriosis (October 1996, Yokohama)

ABSTRACT

Pregnancy is thought to have an ameliorating
effect on endometriosis, inducing a state of
quiescence. We report a case of ruptured
endometriotic cyst in pregnancy successfully
treated by laparoscopic ovarian cystectomy.
Our patient subsequently progressed
uneventfully to deliver a healthy baby girl at
term. Laparoscopic ovarian cystectomy in
pregnancy, even with ruptured cysts, appeared
to be safe in trained hands with similar benefits
of reduced post-operative morbidity.
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INTRODUCTION

A 25-year-old newly married Chinese woman
presented in January 1996 at 6 weeks amenorrhoea
with sudden acute onset of lower abdominal pain.
Clinical examination revealed generalised
abdominal tenderness with rebound and guarding.
Free fluid was noted in the abdomen. Pelvic
examination elicited cervical tenderness. Urine
pregnancy test was positive.

She was initially diagnosed to have an ectopic
pregnancy. As her vital parameters were stable, an
emergency laparoscopic assessment was arranged.
Extensive peritoneal soilage by endometriotic
material was noted. Bilateral endometriotic cysts
measuring 4 cm in diameters on the left and 5 cm
on the right were found. The left cyst was noted to
have ruptured and was leaking endometriotic material
into the pelvis. Both cysts were densely adherent to
the ovarian fossa and the back of the uterus. There
was no evidence of an ectopic pregnancy.

The cysts were decompressed and were
mobilised from the ovarian fossae. Laparoscopic
ovarian cystectomy for both cysts was performed
by peeling the cyst wall off the ovary. There was
minimal blood loss and small bleeders on the
ovaries were arrested with bipolar electrodiathermy.

Extensive pelvic irrigation and toilet was
performed taking care to clean the paracolic gutters
and the sub-diaphragmatic space of the debris from
the initial rupture. The patient was later placed in
a reverse Trendenlenberg position to drain the
peritoneal fluid into the pelvis. The fluid was

aspirated and the paracolic gutters and sub-
diaphragmatic space were inspected to ensure that
satisfactory clearance was achieved. Uterine
manipulation was kept to a minimum; particularly
once it became evident that the pregnancy was
probably intra-uterine.

The patient recovered well and was discharged
on the third post-operative day. She was placed on
supplementary progesterone. There was no vaginal
bleeding throughout the first trimester. Histology
confirmed bilateral endometriotic cysts.

The patient later had an ultrasound scan which
demonstrated a viable intra-uterine pregnancy with
the crown rump length compatible with her period
of amenorrhoea. She progressed uneventfully and
went on to deliver a healthy baby girl at 39 weeks
amenorrhoea.

DISCUSSION
This patient had Stage IV endometriosis by the
American Fertility Society (AFS) scoring system).
It is interesting to note the ease with which she
conceived despite the presence of severe bilateral
adnexal disease. While no conclusion may be drawn
from isolated cases, it served to highlight the need
for a better prognostic indicator with respect to
fertility and endometriosis. Ishimaru et al®
reported little difference in the fertility outcome
when comparing a group of 117 patients with and
without endometriotic cysts after medical therapy.
The commonly held principle is that
endometriosis should be ameliorated by pregnancy.
Indeed, experimental evidence in animals similarly
suggests that pregnancy significantly reduced the
size of surgically induced endometriotic lesions in
the mouse model®. However, this beneficial effect
does not always hold true. Vercellini et al” reported
a case of ruptured endometriotic cyst in a patient
at 35 weeks amenorrhoea presenting with acute
abdomen. Two other case reports were found in
which rupture of endometriotic cysts were noted
in pregnancy®® . McArthur and Ulfelder” observed
that the clinical effects of pregnancy on
endometriosis was variable during the course of
pregnancy in a group of 23 women. The
interactions between endometriosis and pregnancy
remains very much of a mystery and controversy.
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Laparoscopic treatment of ovarian cysts has
been well documented but experience of this
technique with complicated cysts in the presence
of an intrauterine pregnancy is limited. Of concern
are possible accidental sharp injury to a highly
vascular gravid uterus, the effect of carbon dioxide
pneumoperitoneum on the pregnancy and the risk
of miscarriage. However, in trained hands, it
appears to be a safe approach® with similar benefits
of reduced post-operative morbidity provided
uterine manipulation is kept to a minimum and
the gestation is not so far advanced as to prejudice
the introduction of the primary trocar.

REFERENCES
1. Buttram VC Jr. Evolution of the revised American Fertility
Society classification of Endometriosis. Fertil Steril 1985;

43:347-52.

. Ishimaru T, Masuzaki H, Samejima T, Fujishita A,

Nakamura K, Yamabe T. Influence of ovarian
endometrioma on fertility. Am ] Obstet Gynecol 1994;
171:541-5.

. Cummings AM, Metcalf JL. Effect of surgically induced

endometriosis on pregnancy and effect of pregnancy and
lactation on endometriosis in mice. Proc Soc Exp Biol

Med 1996; 212:332-7.

. Vercellini P, Farrari A, Vendola N, Carinelli SG. Growth

and rupture of an ovarian endometrioma in pregnancy.

Int ] Gynecol Obstet 1992; 37:203-5.

. Bulot P, Eroukhmanoff P. Rupture of an endometriotic

cyst during pregnancy (letter). Presse Med 1991; 20:1786.

. Bienkiewicz A, Kazimierak W. Spontaneous rupture of

an endometriotic cyst in pregnancy near term. Ginekol
Pol 1996; 67:160-2.

. McArthur JW, Ulfelder H. The effects of pregnancy on

endometriosis. Obstet Gynecol Surv 1965; 20:709.

. Nezhat E, Nezhat C, Sifen SL, Fehnel SH. Laparoscopic

ovarian cystectomy during pregnancy. ] Laparosendosc
Surg 199; 1:161-4.

COLLEGE OF FAMILY PHYSICIANS SINGAPORE

3rd Annual Surgical Update for Family Practice
Venue : Le Meridien Singapore, 100 Orchard Road, Singapore 238840

Saturday 23 January 1999

2.00 pm — 6.00 pm
2 CME points

Update on Degenerative Disorders & Orthopaedics
m Includes hands-on workshops on Injection Techniques
for Common Orthopaedic Conditions

Sunday 24 January 1999

10.00 am — 6.00 pm
3 CME points

Update on Upper GIT Surgery
® Includes interactive programme

Registration Fees (Limited to 150 participants)

For College Members & previous attendees of
Ist or 2nd Surgical Update in 1997 & 1998

m S$70 — 2 days
® S$40 — | day

For all other participants
m S$80 — 2 days
m S$45 - | day

Free car parking available on first-come-first-serve basis on
receipt of complete and paid registration

Expanded & interactive programme
Hands-on workshops
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