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Summary: Between 1965 and 1985 28 patients aged between 10 and 18 years (average age
16.3 years) were treated for pelvic tumor, with a frequency of 0.13% of gynecological admissions.
Ovarian tumor was the most frequent type (21 cases), followed by paraovarian tumor (5 cases),
and uterine tumor (2 cases), 21 of pelvic tumor were neoplastic of which 18 benign.

Among the ovarian neoplasias the most prevalent was cystadenoma (9 cases), followed by
dermoid tumors (7 cases).
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INTRODUCTION

Tumors of the female genital apparatus
in infancy and adolescence are rare.
Almost all histological types have been
decribed.  Benign ovarian neoplasias
usually prevail (*?). Early diagnosis is
important since surgical therapy is fre-
quently possible in these cases thus allo-
wing conservation of fertility. This paper
studies the incidence of pelvic tumors in
patients under 18 years of age admitted to
the First Clinic of Obstetrics and Gyneco-
logy, Catania University Medical School,
Catania, ITtaly between 1970 and 1985,
with special attention given to age of
patient, age at onset of menarche, histo-
logical type and site of neoplasia, bilate-
rality and dimensions of the tumor, type
and duration of symptoms, surgical the-
rapy adopted, and the stage and survival
rate in malignant neoplasia.
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CASE HISTORIES

Between 1965 and 1985, 28 patients aged
between 10 and 18 (average age 16.3 years)
were treated for pelvic tumor in this depart-
ment, a frequency of 0.13% of gynecological
admissions. Ovarian tumor was the most fre-
quent type (75%; 21 cases), followed by para-
ovarian tumor (17.86%; 5 cases), and uterine
tumor (7.14%; 2 cases) (table 1). 75% (21
cases) of pelvic tumors were neoplastic, of
which 85.71% (18 cases) benign, and 14.29%
(3 cases) malignant.

Among the ovarian neoplasias (21 cases) the
most prevalent was ovarian cystadenoma (9 ca-
ses; 42.85%) of which 6 were pseudomucinous
and 3 serous, followed by dermoid tumors (7 ca-
ses; 33.33%). Dysgerminoma represented 9.52%
(2 cases) of ovariain tumors while fibroma and
ovarian fibroadenoma were diagnosed in 1 case
each (4.76%). There was also 1 case (4.76%)
of well differentiated pseudomucinous ovarian
cystocarcinoma in a 13 year old girl. Serous
cysts of the ovary occurred in 9.52% (2 cases)
of ovarian tumors and in 7.14% of pelvic tu-
mors while paraovarian cysts occurred in 17.81%
(5 cases) of pelvic tumors.

Table 2 through 7 report the age of the pa-
tients, age at menarche, site and dimensions of
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Table 1. — Frequency of pelvic mass in patients
aged <18 years.

Site of tumor % No. of cases
Ovarian 75% 21
Paraovarian 17.86% 5
Uterus 7.14% 2

the tumors, type and duration of symptoms,
and results of follow-up for each histological
type of tumor in cases of potentially malignant
or malignant neoplasia.

In paraovarian and ovarian tumors the most
frequent symptoms were pain (509; 13 cases)
due in 2 cases to torsion, pelvic heaviness
(42.309%; 11 cases), palpation of an abdominal
mass by the patient (19.23%; 5 cases) and in-
testinal symptoms (11.53%; 3 cases). Urinary
symptoms were rare (7.69%; 2 cases). The ave-
rage duration of the symptoms was 117.5 days
(range: 1 day to 15 months). Only 1 patient
was asymptomatic.

Patients were premenarchal in 2 cases (1 pa-
tient with dermoid cysts and 1 with pseudo-
mucinous cystadenoma), in 2 cases menstrual flux
was menometorrhagic (1 patient with cystade-
noma and 1 with cyst of the meosalpinx), 2
patients were oligomenorrhoic (1 patient with
serous cysts of the ovary and 1 with cystade-
noma) and 1 patient with dermoid cyst had se-
condary amenottrhea.

The ovarian and paraovarian tumors were
located on the left in 53.84% of cases (14 ca-
ses), on the right in 34.61% (9 cases), and
bilateral in 7.69% (3 cases). Of the bilateral
cases 1 patient had bilateral cysts of the meso-
salpinx, another bilateral pseudomucinous cyst-
adenoma, and a third ovarian fibroadenoma and

Table 2. — Owarian dermoid cyst.

Pelvic tumors in patients under 18 years

pseudomucinous cystadenoma of the controlate-
ral ovary. The average diameter of the tumor
was over 10 cm.

Of the 2 uterine fibromyomas 1 was loca-
lized in the anterior wall while the other was
in the uterine cervix with infraligamental de-
velopment in close proximity to the uterine
vessels.

In benign paraovarian and ovarian tumors
either enucleation (19.23%; 5 cases) ot mono-
lateral adnexectomy (65.38%; 17 cases) was
performed if possible. In 1 patient (3.84%)
with bilateral pseudomucinous cystadenoma with
total destruction of the ovarian parenchyma, bi-
lateral adnexectomy with subsequent estropro-
gestin administration was performed. In 1 case
of cysts of the mesosalpinx partial salpingecto-
my was done.

In 2 cases of dysgerminoma and in the case
of well differentiated ovarian cystocarcinoma
(FIGO stage 1A) monolateral adnexectomy was
performed and was associated in 2 cases with
appendectomy, and random biopsy of the aortic
and pelvic lymph nodes was negative. 6 year
(2 cases) and 5 year (1 case) follow-up showed
these patients to be in good health. In 1 pa-
tient with fibromyoma myomectomy was pet-
formed while in another the tight vicinity of
intraligamental cervical fibromyoma to the ute-
rine vessels required exploratory laparotomy.

DISCUSSION AND CONCLUSION

Between 1970 and 1985 out of 21,370
gynecological admissions to this depart-
ment 28 patienst under 18 years of age
were treated for pelvic tumor (with an
incidence of 0.13%). The youngest pa-
tient was 10 years old although pelvic

Coe M AEA smpoms  Dusinof  Steol Dimemons o,
1 12 — Pelvic mass 7 days Right 16x10 Adnexectomy
18 12 Amenorrhea 1 years Right 10X9 Adnexectomy

Pelvic heaviness

3 18 9 Pelvic Pain 9 months Left 12x12 Adnexectomy

4 18 12 Pelvic Pain 15 months Left 19x12 Adnexectomy
Dismenorrhea

5 18 11 Asymptomatic — Right 16x10 Adnexectomy

6 18 14 Abdominal 1 year Left 16X 10 Adnexectomy
distension

7 17 12 Pelvic mass 10 days Left 15%9 Adnexectomy

Pelvic heaviness
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Table 3. — Ouwarian cystadenoma in patients under 18 years.
Age at Histological Duration of  Site of ~ Dimen- Theraj
Case Agena;’?:%"y 1St?q;)eglca Symptoms sl;l;nplt%ms tumor S(lc‘;gi outcorgz
1 16 11 Pseudomucinous ~ Pain, Vomit 1 day Right 10X9  Adnexectomy
Cystadenoma
2 17 13 Pseudomucinous ~ Pain, 3 months  Left 16x15 Adnexectomy
Cystadenoma Palpation of
pelvic mass,
pollachiuria,
stranguria
3 13 — Pseudomucinous  Pelvic 6 months  Left 17x 15 Adnexectomy
Cystadenoma heavyness
4 15 9 Serous Pelvic pain, Bila- 14X10 Left Adnexecto-
Cystadenoma Palpation of teral my and wedge
and ovarian pelvic mass, resection of
controlateral Intestinal right ovary
Adenofibroma symptoms
5 15 11 Pseudomucinous ~ Uterine 3 months  Left 8X6  Left Adnexecto-
Cystadenoma bleeding my
6 18 9 Serous Oligo- 6 months Right 10Xx8  Enucleation
Cystadenoma menorrhea of tumor
7 15 9 Serous Pelvic heavi- Left 14x11
Cystadenoma ness, intesti-
nal symptoms
8 18 12 Bilateral Pelvic pain, 1 year Bila- 16X 15 Bilateral
Pseudomucinous  Pelvic heavi- teral both adnexectomy
Cystadenoma ness
9 13 12 Pseudomucinous  Hypogastric 10 months  Left 15X 15 Adnexectomy
Cystadenoma heaviness
10 14 13 Cystocarcinoma Pelvic pain, 20 days Right 16X16 Adnexectomy *
1A FIGO stage Pelvic heavi- Appendectomy
ness
* Free of illness after six years.
Table 4. — Pure ovarian dysgerminoma (2 cases).
Duration  Site Dimen- 3
A t p St
Case Age mex%:rihy Symptoms oftgglnnslp- N x(r)lfo . ?é?r?)s FI‘(’% Therapy Follow-up
1 13 11 Pelvic Left 16x15 1A Adnexectomy 6 years *
heaviness Random Lympha-
denectomy
2 17 12 Pelvic 40 days Right 3x4 1A Adnexectomy 5 years *
heaviness Appendectomy
Lomboaortic
lymphadenectomy

*
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Table 5. — Owarian Serous Cysts (2 cases).

Pelvic tumors in patients under 18 years

Coe Awe M3, Symems  Dymlonol  Sieol Dimenons ppy
1 18 12 Pelvic Pain 1 day Left 9Ix11 Adnexectomy
Vomit

2 18 13 Pelvic Pain 4 months Right 9x10 Adnexectomy

Table 6. — Paraovarian cysts (5 cases).

Case Age LSS Symproms Durationof e of  Dimensions

1 18 13 Pelvic Pain, 6 months Left 9IXx 8 Enucleation
Pelvic heaviness

2 15 11 Pelvic Pain, 40 days Bila- 3x4 (Left) Enucleation
Bleeding teral 5X6 (Right)

3 16 10 Pelvic Pain, 9 days Left 8X7 Enucleation
Vomit

4 15 9 Pelvic heaviness, 4 months Left 14x10 Enucleation
Gastrointestinal
symptoms

5 18 11 Right Iliac 10 months Right 3X3 Salpingectomy
Pain

Table 7. — Uterine Fibromyoma (2 cases).

Case Age A5 Symproms Duration of Steof  Dimensions gy

1 18 13 Pelvic Pain 6 months Infralegamentous 3X%x3 Explorative
Dismenorrhea (Right) Laparotomy

2 18 12 Hypogastric 4 days Interstitial in 7X6 Myomectomy
Pain, Vomit, the anterior wall
Nausea

masses in fetuses have been described in
literature (3).

In our case histories in accordance with
cases reported in literature adnexal tu-
mors prevail (75%; 21 cases out of 28)
and among these ovarian tumors have the
highest incidence (80.95%; 17 cases).
Among ovarian tumors cystadenoma pre-
vailed (9 cases). Of the germinal tumors
only 2 cases of dysgerminoma were re-
ported.

The rarity of pelvic tumors in young
patients (almost 19 of all pelvic neo-
plasias occur under the age of 20 years)
and the aspecificity of sympfoms frequent-

ly leads to late diagnosis. This observa-
tion is also valid in our experience in
which, except for 1 case of torsion of the
mass, the duration of symptoms was 117
days and the average dimensions of the
mass were notable (10 cm). Among the
most frequent symptoms was pain, pal-
pation of the tumor by the patient or the
mother, and pelvic heaviness.  Accurate
inspection, palpation, gynecological and/
or rectal exam possibly under general
anesthesia along with echography are very
helpful in the diagnosis. Rarely is it ne-
cessary to utilize laparoscopy or nuclear
magnetic resonance. In the interpretation
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of the instrumental tests one must remem-
ber that frequently in these patients the
pelvic tumors are located in the abdomi-
nal cavity if the development of the pelvis
is incomplete. Differential diagnosis invol-
ves the ruling out of various pathologies
such as ectopic kidney, renal and hepatic
tumor, mesenteric cyst, parasitic or dison-
togenetic cysts, cysts of the urachus, and
hematosalpinx. In the complicated form
of torsion there is the typical clinical pic-
ture of acute abdomen and thus differen-
tial diagnosis involves the ruling out of
appendicitis, complications of Meckel’s
diverticulum, intestinal intusseption, sal-
pingitis, or urinary calculosis.

One final important aspect is the the-
rapy to be adopted. In benign tumors of
the ovary conservative treatment with
enucleation of the tumor is indicated and
we have utilized this in 19.23% of cases.
In cases in which the whole ovarian paren-
chyma is destroyed the surgical procedure
of choice is adnexectomy. As in a case
of bilateral adnexectomy already described
by us it is essential that the uterus be
conserved, and if the patient is menstruat-
ing estroprogestin therapy must be done.
In 2 cases of dysgerminoma and in that of
FIGO IA carcinoma of the ovary we
performed simple adnexectomy and fol-
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low-up showed patients to be in good
health. In other advanced stages of the
illness radical treatment as with adult
patients is indicated.
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