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Ovarian cysts are highly prevalent among women, particularly those of
reproductive age. However, giant ovarian cysts are rare, as most cases are
detected early during routine gynecological or ultrasound examinations. A
giant ovarian cyst is defined as an ovarian cyst that is more than 10 cm in
diameter. Cases with giant size pose significant clinical challenges. We
report a case of an 18-year-old female patient with symptoms of an
enlarged abdomen for six months causing shortness of breath, difficulty in
activities and supine position. Initial examination revealed an abdominal
circumference of 120 cm and a large cystic mass that required laparotomy.
Challenges in anesthetic management are related to increased abdominal
pressure by the mass, including aspiration risk, hemodynamic disorders,
supine hypotensive syndrome, and re-expansion pulmonary edema.
Consideration of anesthetic agent selection and perioperative monitoring
strategies is key to minimizing complications and ensuring patient safety.
In this case, anesthetic agents were carefully selected due to the presence
of a giant ovarian cyst that significantly increased intra-abdominal
pressure. A balanced general anesthesia approach was employed,
prioritizing agents with minimal cardiovascular effects to maintain
hemodynamic stability. Propofol was chosen for induction because of its
rapid onset and ease of titration, while sevoflurane was used for
maintenance due to its favorable cardiovascular profile and rapid recovery
characteristics. Rocuronium was administered to facilitate muscle
relaxation, and fentanyl was selected for analgesia owing to its potency and
minimal impact on hemodynamics. To mitigate the risk of aspiration, rapid
sequence induction was performed with endotracheal intubation in a semi-
recumbent position. This anesthetic strategy was specifically tailored to
address the risks associated with large intra-abdominal masses, such as
aspiration, cardiovascular instability, and respiratory compromise.
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Key Messages:
* Careful and tailored anesthetic management is critical for safely

overcoming the significant respiratory and hemodynamic challenges
posed by giant ovarian cysts, thereby minimizing complications and
ensuring positive patient outcomes



https://creativecommons.org/licenses/by-nc-sa/4.0/
https://creativecommons.org/licenses/by-nc-sa/4.0/
https://creativecommons.org/licenses/by-nc-sa/4.0/
https://creativecommons.org/licenses/by-nc-sa/4.0/
https://issn.brin.go.id/terbit/detail/20220527001670840

Andi Riza Mirda Indriani, T. Addi Saputra, Novita Anggraeni, (2025).

GRAPHICAL ABSTRACT

Anesthetic Management of Giant Ovarian Cyst: A Case Report

A case of an 18-year-old female patient
with symptoms of an enlarged abdomen for
six months causing shortness of breath,
difficulty in activities and supine position.

This report aims to highlight the
importance of proper management of
permagna ovarian cysts from the aspect of
anesthesia to reduce morbidity, mortality
and improve the quality of life of patients.

https://journalmpci.com/index.php/jhnr/index

INTRODUCTION

The epidemiology of giant ovarian tumors (GOTs) is markedly understudied, although available
data indicates that they are increasingly recognized as clinically significant. The definition of a giant ovarian
tumor varies across studies; some define GOTs as those with diameters of at least 10 cm, while others
advocate for a threshold of 15 cm or greater (1). Furthermore, cases of giant tumors reaching substantial
weights have been documented, emphasizing their potential for significant morbidity. Historical accounts
detail tumors weighing up to 137.4 kg (2) (3).

Epidemiological data suggests a decline in the incidence of large ovarian cysts, largely attributable
to advanced imaging techniques and routine gynecological screenings, which have enhanced early
detection of smaller masses (4). Nevertheless, cases of GOTs continue to pose diagnostic challenges due to
their complex presentations, often mimicking other abdominal pathologies such as ascites or
gastrointestinal carcinomas (5). Some studies emphasize that approximately 5.1% of cases initially
suspected as ovarian cancer were later determined to be due to extra-ovarian diseases (6).

The demographic distribution of giant ovarian tumors most commonly affects women in their
reproductive years, though significant instances are also reported in postmenopausal women (7). The
histological types of GOTs include several subtypes, such as serous and mucinous cystadenomas, teratomas,
and borderline tumors. Mucinous tumors, for instance, account for a significant percentage of cases, and
some studies estimate that approximately 52% of giant ovarian tumors are cystadenomas (8) Other
sources highlight the risk of borderline malignancy in these cases (9).

The prognosis associated with giant ovarian tumors largely depends on the tumor's histological
type, size, and the presence of malignancy at diagnosis. Research has indicated that approximately 24% of
giant mucinous tumors exhibit borderline malignancy; thus, their management requires careful
consideration of surgical timing and technique (10), (11). Prognostication is also influenced by the
presence of ascites, tumor markers, and patient demographic factors, which collectively inform treatment
pathways (12).

CASE DESCRIPTION

An 18-year-old female presented with complaints of a progressively enlarged abdomen over the
past six months, accompanied by abdominal pain and shortness of breath, likely due to increased intra-
abdominal pressure. A history of surgery and comorbidities was denied. The patient had difficulty doing

1049
https://doi.org/10.56303 /jhnresearch.v4i3.507



Andi Riza Mirda Indriani, T. Addi Saputra, Novita Anggraeni, (2025).

activities and sleeping on her back. Physical examination revealed an alert patient, measuring 156 cm in
height and weighing 75 kg; no problems were found in the airway. Vital signs show an increased respiratory
rate of 30 times per minute, a normal blood pressure of 131/93 mmHg, and a pulse of 93 times per minute.
The abdomen appeared enlarged at the level of the xyphoid process, striae were visible, abdominal
circumference was 120 cm, bowel noise was difficult to identify, and percussion was found to be dull.
Ultrasound revealed a large cystic mass with massive ascites; a thorax roentgen examination showed a
narrowed thorax cavity suspected due to pressure from the abdomen; laboratory examination with
hemoglobin 11.6 and albumin 3.5, other laboratory values were not significant. The patient was diagnosed
with a suspected malignant cystic ovarian neoplasm with massive ascites, classified as American Society of
Anesthesiologists (ASA) Physical Status II, and scheduled for laparotomy debulking.

Anesthesia Management

The patient was given ondansetron 8 mg orally (PO) and ranitidine 150 mg PO the night before
surgery. Prior to surgery, an abdominal drain removed 2 liters of ascitic fluid over two days. In the operating
room, she was positioned supine with her head elevated and her abdomen tilted to the left to alleviate
pressure. Preoxygenation was administered via an 8 L/min face mask. A large-bore IV line was placed for
fluid administration. Induction was achieved using the Rapid Sequence Induction (RSI) technique with
intravenous propofol at a dose of 2 mg/kg and rocuronium at a dose of 1.2 mg/kg to facilitate rapid
endotracheal intubation, along with a Sellick maneuver until endotracheal intubation was confirmed. The
ventilator was set to assist-control mode with pressure control, a respiratory rate of 14 breaths per minute,
inspiratory pressure at 15, PEEP at 5, and FiO, at 50%. Sevoflurane at 2-4% and a 50:50 mixture of oxygen
and air were used for maintenance.

Intraoperatively, 6 liters of ascitic fluid and a large cystic mass were removed over 2.5 hours, with
stable hemodynamic parameters throughout. The patient was extubated in the operating room and
transferred to the ICU, where she received fentanyl and paracetamol for pain management over two days.
No intraoperative or postoperative complications occurred.
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Figure 2. Intraoperative Giant Ovarian Cyst Removal

DISCUSSION

Managing patients with giant ovarian cysts requires a multidisciplinary approach due to the high
risk of surgical complications (13). Respiratory and cardiovascular management is particularly critical.
Before the tumor is removed, supine hypotensive syndrome may occur from tumor compression(14).
During induction of anesthesia, the head-up or beach-chair position can safely prolong the duration of
apnea before significant hypoxemia occurs(15). To mitigate this risk, patients are positioned with the head
elevated and tilted to the left. During anesthesia induction, a head-up or beach-chair position can extend
apnea time before hypoxemia sets in (16).

In various literatures, general anesthesia is always the first choice for patients with giant ovarian
cysts using the Rapid Sequence Induction technique. For these cases, general anesthesia with Rapid
Sequence Induction (RSI) is preferred to minimize the risk of aspiration due to increased intra-abdominal
pressure caused by the giant mass. Several studies recommend RSI as the induction method of choice in
patients at high risk of regurgitation and aspiration, such as those with delayed gastric emptying, elevated
intra-abdominal pressure, or large abdominal tumors (17).

Meta-analysis of randomized placebo-controlled trials supports the usefulness of the H-2 receptor
antagonists cimetidine, ranitidine, and famotidine in reducing gastric volume and acidity. These drugs
block the ability of histamine to induce secretion of gastric juices with high concentrations of hydrogen
ions(18). The patient was given ondansetron and ranitidine to prevent regurgitation due to intra-
abdominal pressure that could lead to aspiration pneumonia. In addition to the administration of H2-
receptor antagonists such as ranitidine to reduce the risk of aspiration, several anesthetic agents have been
discussed in the literature regarding their use in surgeries involving giant ovarian tumors. Propofol is
commonly used for induction due to its rapid onset and short duration, allowing better control during
airway management (19). Rocuronium is preferred for neuromuscular blockade, particularly in rapid
sequence induction protocols due to its fast onset at higher doses. Inhalational agents such as sevoflurane
are frequently chosen for maintenance of anesthesia because of their favorable hemodynamic profile.
Opioids like fentanyl are also commonly used for intraoperative analgesia, with careful dosing to avoid
respiratory depression, especially in cases where diaphragmatic splinting is present due to large abdominal
masses.

The rapid decrease in thoracic pressure and abdominal pressure after removal of giant ovarian
tumors may lead to hemodynamic collapse. Researchers suggest avoiding drainage from a pathological
perspective. Regarding intraoperative drainage, more and more researchers prefer slow drainage at a rate
of 0.5-1 L/min(14). We have coordinated with the operator for slow drainage to avoid hemodynamic
collapse. Intrathoracic pressure changes due to intraoperative positive pressure ventilation may also affect
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hemodynamic factors, risk of re-expansion pulmonary edema (RPE), Pulmonary oedema may occur after
tumor removal due to sudden re-expansion of the lung from chronic collapse(15). We gradually reduce
inspiratory pressure while coordinating with the operator for gentle tumor removal to prevent RPE. Intense
pain after surgery can be a hindrance in the postoperative recovery process(14). Therefore, in this context,
it is important to provide effective postoperative analgesia. With this in mind, we chose to implement a
multimodal analgesia approach after surgery.

CONCLUSION

A multidisciplinary approach is needed in the management of giant ovarian cysts. Preoperative
assessment for patient optimization, intraoperative management of the risk of respiratory and
hemodynamic disorders, and postoperative-related postoperative pain management, are essential to avoid
complications, reduce morbidity, mortality, and increase patient recovery rates.

FUNDING

This research received no external funding.

ACKNOWLEDGMENTS

The authors would like to express their sincere gratitude to the Department of Anesthesiology and
Intensive Therapy, Faculty of Medicine, Universitas Riau, Indonesia, for their invaluable support and
guidance throughout this study. Special thanks are also extended to my mother and family for their
continuous encouragement and support during the research process

CONFLICTS OF INTEREST

The authors declare no conflict of interest.

REFERENCES

1. Peiretti M, Mais V, D\'Ancona G, Fais ML, Erdas E, Figus A, et al. Successful Surgical Removal of a
Giant Serous Ovarian Cystin a 52-Year-0Old Woman with Presurgical Body Mass Index of 50.5: A Case
Report and Review of the Literature. Am ] Case Rep [Internet]. 2023 May 24 [cited 2025 Jun 26];24.
Available from: https://www.amjcaserep.com/abstract/index/idArt/939697

2. FulL, RenF, Ma X, Xu X, Wang T, Li M, et al. Postmenopausal giant ovarian tumor: a rare case report
and literature review. Menopause. 2022 Aug;29(8):993-8.

3. Molina GA, Izurieta AN, Moyon MA, Aguayo WG, Moyon FX, Tufifio JF, et al. Giant ovarian
cystadenocarcinoma in an adult patient, a rare finding in modern times. Journal of Surgical Case
Reports. 2019 Jul 1;2019(7):1rjz207.

4, Melnyk M, Starczewski A, Nawrocka-Rutkowska ], Gorzko A, Melnyk B, Szydtowska I. Giant Ovarian
Tumors in Young Women: Diagnostic and Treatment Challenges—A Report of Two Cases and
Narrative Review of the Recent Literature. JCM. 2025 Feb 13;14(4):1236.

5. Kurniadi A, Kurniaputra MP, Yulianti H, Kireina ]J. Giant hydronephrosis masquerading as ovarian
tumor: a case report. Annals of Medicine & Surgery. 2023 Apr;85(4):990-4.

6. Padzel S, Ariffin F, Mohd Yusuf SY, Mohamad Ali ND. Giant Urinary Bladder in a Woman with Down
Syndrome: A Case Report. Am | Case Rep [Internet]. 2024 Jun 19 [cited 2025 Jun 26];25. Available
from: https://www.amjcaserep.com/abstract/index/idArt/944260

7. Akhras LN, Akhras LN, Faroog S, AlSebay L. A 27-kg Giant Ovarian Mucinous Cystadenoma in a 72-
Year-0ld Postmenopausal Patient: A Case Report. Am | Case Rep. 2019 Nov 1;20:1601-6.

8. Barragan-Curiel AE, Murillo-Zepeda C, Castro-Perez KF, Alcala-Aguirre FO, Diaz-Montoya LS, Ruiz-
Félix OA, et al. Giant Mature Ovarian Cystic Teratoma in a Pediatric Patient: Case Report and
Literature Review. Case Rep Oncol. 2023 Oct 6;16(1):1066-72.

9. Gharbia N, Halouani A, Tekaya F, Slama SB, Triki A, Amor AB. Infected, giant borderline ovarian
tumor: A case report. International Journal of Surgery Case Reports. 2023 Oct;111:108873.

1052
https://doi.org/10.56303 /jhnresearch.v4i3.507



Andi Riza Mirda Indriani, T. Addi Saputra, Novita Anggraeni, (2025).

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Watanabe S, Nagashima S, Onagi C, Yamazaki N, Shimada S, Sakai M, et al. Treatment Strategy for
Pediatric Giant Mucinous Cystadenoma: A Case Report. Pediatric Reports. 2019 Sep 24;11(3):8190.
Sadlecki P, Dejewska K, Domieracka P, Walentowicz-Sadlecka M. Giant mucinous borderline ovarian
tumor: challenges of diagnosis and treatment. Arch Gynecol Obstet. 2024 Oct 23;311(4):1205-7.
Yaguchi A, Ban K, Koshida Y, Fujikami Y, Ogura E, Terada A, et al. Pseudo-Meigs Syndrome Caused by
a Giant Uterine Leiomyoma with Cystic Degeneration: A Case Report. ] Nippon Med Sch. 2020 Apr
15;87(2):80-6.

Peiretti M, Mais V, D’Ancona G, Fais ML, Erdas E, Figus A, et al. Effective Surgical Management of a
Large Serous Ovarian Cyst in a Morbidly Obese Middle-Aged Woman: A Case Study and Literature
Review. Am ] Case Rep. 2023 Jun 21;24:€939697-1-€939697-6.

Cai S, Dai R, Mi ], Wang S, Jiang Y. Perioperative management of a patient with a giant ovarian tumor:
A case report. Medicine. 2020 Oct 9;99(41):e22625.

Yamochi S, Kinoshita M, Sawa T. Anesthetic management of a severely obese patient (body mass
index 70.1 kg/m2) undergoing giant ovarian tumor resection: a case report. ] Med Case Reports.
2022 Dec;16(1):164.

Auquier P, Pernoud N, Bruder N, Simeoni MC, Auffray JP, Colavolpe C, et al. Development and
Validation of a Perioperative Satisfaction Questionnaire. Anesthesiology. 2005 Jun 1;102(6):1116-
23.

Magoon R, Kaushal B, Chauhan §, Bhoi D, Bisoi A, Khan M. A randomised controlled comparison of
serratus anterior plane, pectoral nerves and intercostal nerve block for post-thoracotomy analgesia
in adult cardiac surgery. Indian ] Anaesth. 2020;64(12):1018.

Barash PG, Cullen BF, Stoelting RK, Cahalan MK, Stock MC, Ortega RA, et al, editors. Clinical
anesthesia. Eighth edition. Philadelphia, PA: Wolters Kluwer; 2017.

El-Orbany M, Connolly LA. Rapid Sequence Induction and Intubation: Current Controversy.
Anesthesia & Analgesia. 2010 May;110(5):1318-25.

1053
https://doi.org/10.56303 /jhnresearch.v4i3.507



