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1. Abstract

1.1. Background: Giant abdominal mass has not been a common
presentation in the era of advanced radiological diagnostic moda-
lities especially in socio-educationally well developed societies.
In developing nations like India, patients with Giant abdominal
masses do present, requiring surgical consultation/interventions.
Majority of the times these are cystic masses, but solid giant abdo-
minal masses are also encountered. A thorough clinical examina-
tion coupled with imaging and some tumour markers is essential
to make a proper diagnosis and to provide adequate and proper
treatment.

1.2. Methods: A total of thirty cases of giant abdominal masses
presented to our unit from April 2016 to Dec 2021.

1.3. Results: Ovarian cyst followed by Adnexal cyst/mass were
the common diagnosis. Retroperitoneal sarcoma and Mesenteric
cyst also presented as giant abdominal masses. CT scan played
important role in defining the lesion. MRI was used in selected
patients. All pathologies were treated successfully surgically fol-
lowed by chemoradiation wherever required.

1.4. Conclusions: In the era of advanced health awareness and
widely available diagnostic radiological modalities, patients with
giant abdominal mass do present in the surgical clinics with diverse
pathologies but the ovary and adnexa still remain the commonest
sites followed by mesentery. GIST and retroperitoneal tumours are
also encountered as giant abdominal masses and all these can be
diagnosed by various available imaging modalities followed by
surgical treatment and chemoradiations on case to case basis.
clinandmedimages.com

2. Introduction

Giant abdominal mass used to be one of the common problems en-
countered in surgical outpatient and emergency in pre ultrasound
era (1,2). Some of the patients with cystic abdominal masses may
require emergency exploratory laparotomy while others can be
managed initially by conservative means followed by definitive
surgery later (3,4,5). The presentation of large abdominal masses
is rarely seen in clinical practice as early access to medical inves-
tigations and imaging is readily accessible (6). It is not uncommon
to have a patient presenting with giant abdominal mass as patient
seek medical help during advanced stage of the disease especial-
ly in developing countries. A variety of factors may contribute to
the late presentation of the patient to the medical setup, such as
financial constraints, inaccessible medical facilities in rural areas,
fear of finding a terminal diagnosis, and self- diagnoses of patients
of getting obese (7,8). There are a wide array of pathologies pre-
senting as huge abdominal masses like mesenteric cysts, benign
and malignant ovarian and para-ovarian tumours, GISTS, retrope-
ritoneal tumours etc (9). Various imaging modalities are used in
making a diagnosis and then are treated surgically followed by
adjuvant therapy wherever indicated. Regular follow up is advised
to look for any recurrence. Herein we are presenting profile of 30
cases of giant abdominal masses presented to our unit in last 05
years.

3. Methods

The present study conducted in Postgraduate Department of Sur-

gery, Government Medical College Jammu from April 2016 to
1
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Dec 2021 includes thirty patients with giant abdominal mass in the
age group of 12 to 75 years. History was taken and all routine ba-
seline investigations were carried out followed by radiologic ima-
ging tests. Ultrasound abdomen and pelvis was done in all patients
followed by CECT abdomen and pelvis in majority of patients and
MRI abdomen/pelvis in selective patients. After proper optimiza-
tion and pre- anaesthetic checkup, all patients were treated sur-
gically followed by adjuvant chemoradiation wherever required.

4, Results

Our study included thirty patients among which 10(33.33%) were
males and 20(66.67%) females. 10 patients presented in casualty
with abdominal pain/distension and 20 patients reported to sur-
gical OPD. Age/gender distribution and various clinical presenta-
tions are shown in (Table 1) and (Table 2) respectively.

08 patients presented with huge ovarian cyst with two torsions in
the age group of 18 to 75 years, in addition 01 ovarian cyst with
large fundal mass and two giant adnexal mass were also seen in
the age group of 41 to 70 years. Ovarian cystectomy was done in
all the six patients, Salpingo-oophorectomy was performed in two
patients owing to torsion involving fallopian tubes (Figure 1 &
2). Two females patients age 61 years & 65 patient had large right
adnexal solid cystic mass lesion with serum CEA levels of 368.9U/
ml and 700.7U/ml and one patient with ovarian cyst and large
fundal mass were subjected to total abdominal hysterectomy with
bilateral salpingo-oophorectomy with infracolic omentectomy in
adnexal mass (Figure 3). Histopathologic evaluation revealed of
two patients revealed adenocarcinoma in the mass and leiomyoma
with benign endometrial polyp with features of chronic non-speci-
fic cervicitis in the fundal mass. The next common pathology was
liver hydatid cyst in 06 patient presenting as huge abdominal mass
in 02 male and 04 female patients. Two patients had mesenteric
cyst, one had enterogenous type of mesenteric cyst, which was
treated by excision of mesenteric cyst with adjacent jejunum and
jejunojejunostomy (Figure 4). Other patient had chylolymphatic/
simple type of mesenteric cyst which could be resected without
ligating mesenteric vessels and without resecting adjacent small
bowel. One 12 years old female patient was referred from gynae-
cology department with large abdomino-pelvic lesion with clito-
romegally (Figure 5). CECT abdomen/pelvis and MRI pelvis were
done already (Figure 6 and 7). In view of absence of peritonism
and fever with exclusion of hydatid disease, percutaneous pigtail
catheter drainage was done under local anaesthesia under ultraso-
nographic guidance. About two litres of pus drained, symptoms
improved and distension subsided. Patient is being evaluated for
disorders of sexual development (DSD). One patient presented
with left undescended testis with a large retroperitoneal mass (Fi-
gure 8).
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Table 1: Age and Gender distribution

Age group (in years) | Male Female
<20 1 2
21-30 2 5
31-40 2 5
41-50 2 3
51-60 1 3
61-75 2 2

Total 10 20

Table 2: Presentations and diagnosis

. . . Number of

Presentation Diagnosis patients
Ovarian cyst(8), Hydatid liver(6),
Renal mass(2), Hydatid pelvis(2),

Pain, lump Splenomegaly with hereditary 20
spherocytosis(1), UDT  with
Retroperitoneal Mass (1)

Lump, discomfort, pain |Retroperitoneal mass 3

Abdominal discomfort, |Mesenteric cyst(2), Jejunal 3

heaviness GIST(2)
Ovarian cyst with uterine

Menstrual irregularities |fibroid(1), Right 3
adnexal mass(2)

Lump, fever, pain Pyometra 1

W/ A ) L

Figure 1: Giant Abdomino-pelvic mass (Simple Ovarian Cyst)

(]

Figure 2: Intra-operative photograph showing large right ovarian cyst,
after detorsion
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Figure 3: Excised right adnexal mass Figure 6: Encapsulated solid cystic mass lesion measuring
22.4x21x13.5cm arising from right adnexa reaching upto the level of D12
vertebra

Figure 4: Excised jejunal mesenteric cyst with adjacent bowel

Figure 7: MRI pelvis showing large thick walled 15.9x13.9x9.1cm pel-
vic-abdominal lesion with normal ovaries and uterus

Figure 5: Large abdomino-pelvic mass (Pyometra) with clitoromegaly

Figure 8: Left undescended testis with retroperitoneal mass
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5. Discussion

Giant abdominal masses have become rare in the current era of
medical practice, due to early detection on routine check-ups and
available ultrasonographic facilities even in remote areas. But still
a good number of patients present with giant abdominal masses
due to the rapidity of disease progression or the negligence of pa-
tients especially in the developing countries. The masses include
gynaecological pathologies, those arising from Gastrointestinal
tract, urinary tract, retroperitoneal tumour, desmoids and peri-
toneal carcinomatosis. The gynaecological pathologies include
ovarian and para-ovarian cysts, malignancies, tubo- ovarian abs-
cess, fibroma, endometriosis, hydrosalpinx, hematometra and
pyometra (10). The masses from GIT include mesenteric cysts,
appendicular abscess, malignancies like GIST, Adenocarcinoma,
Lymphoma etc (11, 12). The ovarian cyst can range from a few
centimetres to a mass larger than a full-term pregnancy. Various
imaging modalities are used for diagnosing ovarian tumours. Ul-
trasonography is initial imaging modality followed by CT or MRI
if required especially to obtain further information (septations,
solid component, mural nodules, internal growth etc) and the me-
tastatic involvement. Serial measurements of CA-125 is of great
help (13). Almost all large tumours are managed surgically even
if benign, which includes ovarian cystectomy (14). Total abdomi-
nal hysterectomy along with bilateral salpingo-oophorectomy with
partial (infracolic) omentectomy with lymph node sampling is
done in cases of postmenopausal women, as every postmenopau-
sal woman with an ovarian cyst or mass should be suspected for
ovarian malignancy due to higher incidence of ovarian cancer in
this age group. Mesenteric cysts are rare, benign intra-abdominal
cystic lesions of the gastrointestinal mesentery, with an incidence
of 1/100000 in adults and 1/20000 in children, and a female to
male ratio of 2:1, which commonly present in the second decade
of life (15). We encountered two mesenteric cysts, both females
and in their fourth decade of life. Mesenteric cysts can occur in
any part of the mesentery from the duodenum to the rectum (16).
They occur more often in the small intestine (66%) than the large
intestine (33%) (17). Mesenteric cysts are of four types: develop-
mental, traumatic, infective and neoplastic (18). Developmental
cysts include enterogenous, urogenital remnant, dermoid and chy-
lo-lymphatic cysts (19). Mesenteric cysts may present with acute
or chronic abdominal pain (55%-81%), palpable mass (44%-61%),
distension (17%-61%), nausea and vomiting (45%), constipation
(27%) and diarrhoea (6%). In severe cases, it can lead to bowel
obstruction, obstructive uropathy, volvulus and peritonitis, usually
from a haemorrhagic or infective cyst (20). A variety of diagnostic
modalities can be used to confirm the presence of a mesenteric
cyst, but USG and CT scan tend to be the favoured methods (21).
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Surgical excision of the mesenteric cyst, with or without resection
of adjacent bowel is the common management approach, with mar-
supialisation reserved for cases that may require wide resection of
adjacent organs, but the recurrence rate is high. Drainage is no lon-
ger advised due to infection and recurrence risks (22). Gastrointes-
tinal stromal tumours (GISTSs) as such are rare malignancy but are
the most common mesenchymal tumour of the gastrointestinal (Gl)
tract. These tumours were historically categorized as leiomyomas
or leiomyosarcomas, and thus remained largely unrecognized as
a separate classification until the 1980s. CD117 (tyrosine kinase
receptor known as KIT) immunohistochemistry staining is now
widely accepted as a criterion for a pathologic diagnosis of GIST
(23). In KIT-negative tumours, the diagnosis continues to rely on
histologic features. GISTs contain a variable combination of spin-
dle cells and epithelioid cells. GIST arise from the interstitial cells
of Cajal (ICC). The ICC were identified in 1893 by Santiago Ra-
mon y Cajal. GISTs may be found throughout the gastrointestinal
tract, from the oesophagus to the internal anal sphincter. The most
common gastrointestinal location is the stomach (50% to 60%),
followed by the small intestine (20% to 25%), rectum (5%), and
oesophagus (2%). Other less common locations where GIST has
been identified include the omentum and genitourinary tract (24).
The symptoms of GIST are related to the size and location of the
tumour. Patients presenting with large GISTs may have palpable
tumours and present with symptoms of pressure or pain. Patients
with smaller tumours may present with acute gastrointestinal
blood loss or symptoms of chronicanaemia and associated fatigue.
CT findings include a submucosal mass with smooth borders or a
rounded appearance, or an exophytic lobulated lesion. The mains-
tay of therapy remains surgical resection. A subtotal gastrectomy
or even gastric wedge resection is most often adequate to achieve
grossly negative margins. Lymph node dissection does not aid in
staging or treatment and should only be undertaken in the rare pa-
tients with grossly positive nodal metastases. Large tumours, grea-
ter than 10 cm, should be considered for neoadjuvant therapy to
maximize organ preservation. Imatinib (biologic agent, tyrosine
kinase receptor inhibitor) is used for recurrent, locally invasive,
or metastatic GIST. Sunitinib is used in patients who are either
refractory to imatinib or who are unable to tolerate imatinib. Ra-
diotherapy is ineffective and is currently reserved for rare cases of
isolated local recurrence in low rectal lesions.

6. Conclusion

Majority of the giant abdominal masses comprise of tubo-ovarian
masses. Presentation can be diverse. Various imaging modalities
can be used for a proper diagnosis and can be successfully treated
surgicaly. Hysterectomy with bilateral salpingo-oophorectomy
with infracolic omentectomy with lymph node sampling should be
considered in adnexal masses in cases of postmenopausal women.
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