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Introduction 

The incidence of benign ovarian cysts in postmeno-
pausal women is about 14–18% [1]. Mucinous cystad-
enoma is an ovarian surface epithelium tumour [2, 3].  
It constitutes 15% of all ovarian tumours [3, 4]. Muci-
nous cystadenoma usually appears during reproductive 
age as a  large multilocular cyst with smooth capsule  
[3, 4]. Ovarian mucinous tumours are benign in approxi-
mately 80% of cases, and rarely appear after the meno-
pause [3, 4].

The presence of large mucinous cystadenoma in the 
ovary (> 5 cm) increases risk of ovarian torsion [4]. The 
preoperative differentiation between benign and malig-
nant ovarian masses (OMs) is crucial to decide further 
management [5–7].

Cancer antigen-125 (CA-125) is a  tumour marker 
that could exclude malignancy or endometrioma in sus-
pected OMs [4, 8].
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Abstract 

A 56-year-old post-menopausal woman, with 3 previous caesarean sections (CSs), presented to the emer-
gency department with abdominal distension, without abdominal pain, tenderness, and/or rigidity. 

The abdominal examination of the studied woman showed a  mobile, pelvi-abdominal mass 4 fingers 
breadth above the umbilicus.

Magnetic resonance imaging study of the mass showed a  large, well-defined, multi-locular cystic mass 
measuring 25.5 x 21 cm, which was most probably a right ovarian cystadenoma. The studied woman signed 
a written consent form for total abdominal hysterectomy and bilateral salpingo-oophorectomy, after the normal 
tumour markers, and pre-operative investigations.

Under general anaesthesia, an elliptical Pfannenstiel skin incision was done to remove the old CSs scars, 
followed by opening of the patient’s anterior abdominal wall in layers. Total abdominal hysterectomy and unilat-
eral left SO were done first, to deliver the ovarian mass easily and intact outside the abdomen after the uterus. 

Due to failure to deliver the mass outside the abdomen after removal of the uterus, the right infundibulopel-
vic ligament was ligated behind the mass, while the mass was still inside the abdomen. 

A longitudinal midline incision in the upper flap of the rectus sheath (not involving the skin) was added to 
deliver the excised right ovarian mass outside the abdomen. 

Successfully, the right ovarian mass delivered intact outside the abdomen after the added longitudinal 
midline incision. This report highlights that the midline vertical incision is not the standard abdominal incision. 
Moreover, the transverse Pfannenstiel incision is cosmetically better, and should be routinely used to avoid un-
necessary vertical abdominal incision.
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Ultrasound is the first imaging tool in cases of 
suspected OMs [4, 8]. Magnetic resonance imaging is 
helpful in demonstrating the internal components of 
the suspected OMs [9]. Despite the recent advances in 
imaging tools, the early diagnosis of ovarian cancers is 
still difficult [4]. 

Chen et al. found that the IOTA-ADNEX model had 
good to excellent performance in distinguishing be-
tween benign and malignant OMs in a  Chinese set- 
ting [10]. 

Nowak et al. also concluded that both the IOTA and 
CA-125 are complementary and can be used to differen-
tiate between malignant and benign OMs [11].

This report highlights that the midline vertical inci-
sion is not the standard abdominal incision. Moreover, 
the transverse Pfannenstiel incision is cosmetically bet-
ter and should be routinely used to avoid unnecessary 
vertical abdominal incision.
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Case report 

A  56-year-old post-menopausal woman, meno-
pausal over the last 7 years, with 3 previous caesarean 
sections (CSs), hypertensive on antihypertensive med-
ications presented to the emergency department with 
abdominal distension, without abdominal pain, tender-
ness, and/or rigidity. 

She was vitally stable (blood pressure 110/70 mmHg, 
pulse rate 88/mins.), her body weight was 68 kg, and 
body mass index was 27.9 kg/m2.

The abdominal examination of the studied wom-
an showed mobile, pelvi-abdominal mass 4 fingers 
breadth above the umbilicus (32 weeks` gestation size) 
for imaging evaluation, and tumour markers (Fig. 1)

Magnetic resonance imaging study of the mass with 
intravenous contrast showed a large, well-defined T1-hy-
po and T2-hyper-intense multi-locular right cystic mass 
measuring 25.5 x 21 cm, arising from the pelvis to the 
upper abdomen with a well-defined capsule. There was 
no evidence of solid and/or mural nodules within the 
cyst. The lesion caused displacement of the surrounding 
structures, reaching the abdominal wall anteriorly and 
the anterior vertebral margin posteriorly (Fig. 2).

It was most probably a right ovarian cystadenoma. 
The pre-operative tumour markers, including CA-125 
31.9 (normal 0–35 mIU/mL), carcinoembryonic antigen 
1.71 (normal 4.7–5.2 ng/mL), β-hCG 4.4 (normal 0–10 
mIU/mL), and α fetoprotein 2.72 (normal 0–6 IU/mL), 
were normal.

The studied woman signed a written consent form 
for total abdominal hysterectomy and bilateral salpin-
go-oophorectomy, after the normal tumour markers, 
and preoperative investigations.

Under general anaesthesia, an elliptical Pfannen-
stiel skin incision was done to remove the old CSs scars, 
followed by opening of patient’s anterior abdominal 
wall in layers.

The urinary bladder was firmly adherent to anterior 
uterine wall up to its fundus (Fig. 3), and the OMs origi-
nated from the right ovary with a thick capsule.

The urinary bladder was dissected successfully from 
the anterior uterine wall to the cervix. Total abdominal 
hysterectomy and unilateral left SO was done first, to 
deliver the OMs easily and intact outside the abdomen 
after the uterus. 

Due to failure to deliver the OMs outside the abdo-
men after removal of the uterus through the Pfannen-
stiel incision, the right infundibulopelvic ligament was 
ligated behind the mass, while the mass was still inside 
the abdomen. A longitudinal midline incision in the up-
per flap of the rectus sheath (not involving the skin) 
was added to deliver the excised right OM outside the 
abdomen. Successfully, the right OM was delivered in-
tact outside the abdomen after the added longitudinal 
midline incision.

Fig. 1. The studied pelvi-abdominal mass reaching 4 fingers 

breadth above the umbilicus 

Fig. 2. Magnetic resonance imaging of the studied pelvi-abdo-

minal mass (25.5 x 21 cm)

Fig. 3. The urinary bladder of the studied woman was firmly 

adherent to the anterior uterine wall up to its fundus
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During closure of the anterior abdominal wall in 
layers, the length of the Pfannenstiel incision and the 
added longitudinal incision were measured (18 and  
5 cm, respectively) (Fig. 4). 

The size of excised OMs was 25.5 x 21 cm (Fig. 5), 
and its weight was 4.505 kg (± 10%) (Fig. 6).

The histological examination of the excised OM 
showed a multilocular cyst lined by flat columnar and 
cuboidal epithelium with underlying fibrous connective 
stroma of spindle cells, confirming the preoperative pro-
visional diagnosis of ovarian mucinous cystadenoma. 
The studied woman was discharged from the hospital 
on the 5th post-operative day (PO) in good genal condi-
tion. Written consent was obtained from the studied 
woman to publish her data and images as a case report.

Discussion 

Transverse abdominal incision should be recom-
mended because it has fewer early PO complications 
(pain, burst abdomen, and pulmonary morbidity), and 
lower incidence of late incisional hernias compared to 
vertical abdominal incisions. 

In addition, transverse incision offers good access to 
intra-abdominal structures as well as the vertical inci-
sion [12]. A vertical midline incision is still the incision of 
choice in conditions that require rapid intra-abdominal 
entry (such as trauma) or when the preoperative diag-
nosis is uncertain [12]. 

A  systematic review by Grantcharov et al. found 
that the transverse abdominal incisions had less PO 
pain and fewer pulmonary complications, and the odds  
of burst abdomen and late incisional hernia after ver-
tical abdominal incisions were 2.86 and 1.68, respecti- 
vely [12].

Seiler et al. found that both the vertical and trans-
verse abdominal incisions were similar with no differ-
ence regarding PO pain, pulmonary complications, PO 
hospital stay, and incisional hernias [13]. 

Seiler et al. concluded that the decision to use an 
abdominal incision should depend on the surgeon’s 
preference, respecting the patient’s disease and anat-
omy [13].

There is wrong believe that the midline vertical inci-
sion is the only standard abdominal incision. Moreover, 
the basic rule in surgery necessitates a comfortable in-
cision for the surgeon, which provides adequate access 
to the pathology. The transverse Pfannenstiel incision 
is a popular incision in pelvic surgery; it is cosmetically 
better and should be routinely used to avoid unneces-
sary vertical abdominal incision [14]. 

This report represents a huge pelvi-abdominal cys-
tadenoma (25.5 x 21 cm) surgically excised through 
Pfannenstiel, and a  small added longitudinal midline 
incision, to highlight that the midline vertical incision is 
not the standard abdominal incision.

Fig. 4. The length of the Pfannenstiel incision (black line) and 

the added midline longitudinal incision (red line) in the upper 

flap of the rectus sheath to deliver the excised mass outside 

the abdomen (18 x 5 cm, respectively)

Fig. 5. The size of the surgical excised ovarian cystadenoma 

(25.5 x 21 cm)

Fig. 6. The weight of the surgically excised ovarian cystadeno-

ma (4.505 kg ± 10%)

Conclusions

This report highlights that the midline vertical inci-
sion is not the standard abdominal incision. Moreover, 
the transverse Pfannenstiel incision is cosmetically bet-
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ter, and it should be routinely used to avoid unneces-
sary vertical abdominal incision.
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