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Abstract

Our study aims to investigate patients with
adnexal masses without known pathologies in
conjunction with their demographic data,
patient history, length of hospitalization,
complications, ratio of approaching patients
laparoscopically or with laparotomy, and
pathological findings. Patient data were collected
retrospectively by browsing patient filed.
Besides clinical information such as length of
hospitalization, used surgical technique, whether
there was a transition to laparotomy, whether
there was a perioperative complication, and
pathological examination results of the sample
taken, data like the radiological size of the mass,
number of previous operations, circumstances
that lead to comorbidity, age, and state of
menopause during surgery were collected.
Among 110 patients, 48 (43.6%) were applied
laparoscopy, while 56 (50.9) were applied
laparotomy. The mean length of surgery was
107.4£53.8 minutes (40-181 mins.). Most seen
surgery indications were persistent cyst seen in
55 patients (50%) and complex cyst seen in 16
patients (14.5%). In patients diagnosed with
adnexal masses, distinguishing benign and
malign masses by simultaneous usage of history,

Adneksiyal kitleler: Klinik
yaklagim ve patolojik
bulgular

Ozet

Calismamiz da patolojisi bilinmeyen adneksiyal
kitlesi olan hastalarin, sosyodemografik verileri,
hasta  Ozellikleri, hastanede yatis  streler,
komplikasyonlari, hastalara laparoskopik veya

laparotomi ile yaklagim oranlari, patolojik
bulgulart  ile  birlikte degerlendirilmesi
amagclanmistir. Hasta bilgileri retrospektif olarak
hasta dosyalarinin  taranmast  sonucu elde
edilmistir. Hastanede kalis stresi, perioperatif
komplikasyon,  kullamlan  cerrahi  teknik,
laparotomiye  gecis olup olmadigl, alinan

materyalin patolojik inceleme sonucu gibi klinik
bilgilerin yaninda radyolojik olarak kitlenin
boyutu, daha o6nce gecirilmis ameliyat sayist,
komorbidite  olusturan  durumlar, cerrahi
esnasinda menopoz durumu ve yas gibi bilgiler
degerlendirilmistir. 110 hastanin 48 (%43,6) ine
laparoskopi, 56  (%50,9) sina  laparotomi
yapilmistir.  Ameliyat  stresi  ortalamast
107,4£538 dakikadir  (40-181 dk.). En sik
ameliyat endikasyonu, 55 hastada (%050)
saptanan persiste kist ve ikinci siklikta 16
hastada (%14,5) komplike kisttir. Adneksiyal
kitle tanist alan hastalarda, 6ykd, fizik muayene,
laboratuvar tetkikleri, transvaginal ultrasonografi
ile bir arada kullamlarak  benign-malign
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physical  therapy, laboratory tests, and aywminin yapilmast ve buna gore laparoskopi
transvaginal ultrasonography, and deciding for ve/veya laparotomi ile tedavisi oldukea yiiksek
laparoscopy and/ot laparotomy based on this guvenilitlige sahiptir.
for treatment, is a highly reliable method.

Anahtar  Kelimeler:  Adneksiyal — Kitle;
Keywords: Adnexal Mass; Endometrioma; Endometrioma; Over Kisti; Persiste Kist;
Ovarian  Cyst;  Persistent  Cyst;  Ectopic  Ektopik Gebelik.
Pregnancy.

(Extended English abstract is at the end of this

document)

Giris

Adneksiyal kitleler fonksiyonel, konjenital, inflamatuar ve neoplastik siireclere baglt olarak
adnekslerde (tubalar, Gvetler, broad ligamentler) ve komsu organlarda olusan kitlelerdir (Ayhan et
al., 2008:987). Adneksiyal kitleler biitiin yas gruplarindaki kadinlarda yaygin gorilmektedir. Amerika
Birlesik Devletleri'nde yaklagik olarak kadinlarin %5-10’una adneksiyal kitle nedeniyle ameliyat
uygulanmaktadir (Hilger, Magrina & Magtibay, 2006). Adneksiyal kitlenin genel populasyondaki
orant asemptomatik kadinlarda 9%0.17-5.9, semptomatik kadinlarda ise 9%7.1-12 arasinda
degismektedir (Padilla, Radosevich & Milad, 2000). Adneksiyal kitlelerin ¢ok degisik klinik ve
patolojik 6zellikler gosterdigi bilinmektedir. Fizik muayene ve radyolojik incelemeler sirasinda
bulunan pelvik kitlelerin olast nedenleri, prepubertal donemde, adolesanlarda ve postmenopozal
yillarda farklhilik gostermektedir. Cogunlukla over ogjinlidir ve beningdir. Pelvik kitle, jinekolojik
orijinli olabilecegi gibi tiriner sistem veya gastrointestinal sistemden de kéken alabilmektedir (Disaia
& Creasman, 2012:259; Atasii & Sahmay, 1996:37). Adneksiyal kitlelerin tanisinda, CA 125
diizeyinin 6ngoéri  degeri, ultrason gorintilemesi, hastanin yast ve menapoz durumu ile
iliskilenditilerek konulabilmektedir (Gorp et al., 2012). Laparoskopi (L./S), adneksiyal kitleye cerrahi
tedavi yaklasiminda etkin ve glvenilir bir aragtir. Laparoskopi disik risk tasimast nedeniyle
adneksiyal kitle icin standart terapotik yaklasgim olarak kabul edilmektedir (Leng, et al. 2000).
Bununla birlikte ovaryan malignensilerde yanlis tani, ameliyat esnasinda timor yayilmast ve
evrelemede yetersizlik gibi dezavantajlart da bulunmaktadir (Serur, Emeney & Brtyne, 2001).

Amag

Calismamizda patolojisi bilinmeyen adneksiyal kitlesi olan hastalarin, sosyodemografik verileri, hasta
Ozellikleri, hastanede yatis streleri, komplikasyonlari, hastalara laparoskopik veya laparotomi ile
yaklasim oranlart ve patolojik bulgularin birlikte degerlendirilmesi amaglanmistir.

Gereg ve Yontem

Retrospektif tipte olan calismamiz, Ocak 2012- Mart 2013 yillart arasinda Istanbul Arnavutkdy
Devlet Hastanesi Kadin Hastaliklart ve Dogum Klinigine basvurup, adneksiyal kitle tanist alan ve
hastanemizde ameliyat olan 110 hastadan olusmaktadir. Calismamiz klinigimize rutin veya acil
olarak basvuran hastalardan olusmaktadir. Hasta bilgileri retrospektif olarak hasta dosyalarinin
taranmast sonucu elde edilmistir. Hastanede kalis stresi, perioperatif komplikasyon varlig,
kullanilan cerrahi teknik, laparotomiye gecis olup olmadigi, alinan materyalin patolojik inceleme
sonucu gibi klinik bilgilerin yaninda radyolojik olarak kitlenin boyutu, daha 6nce gecirilmis ameliyat
sayisi, komorbidite olusturan durumlar (hipertansiyon, diabetes mellitus vb), cerrahi esnasinda
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menopoz durumu ve yas gibi bilgiler degerlendirilmistir. Calismamizda, adneksiyal kitle nedeniyle
opere edilen hastalar calisma kapsamina alinmistir. Diger endikasyonlarla ameliyat olup, adneksiyal
kitle tanist alan hastalar calisma dist birakilmistir. Calismamizda komplike kist terimi solid
komponentli, papiller projeksiyonu olan, kalin duvarli, septalt, diizensiz stnirhi, muayenede sert, fikse
olan kistler i¢in kullanilmistir. Persiste kist terimi ise 3 ay ve daha uzun siire sebat eden basit
goriniimli kistleri ifade etmektedir.

Hasta kayitlart icin SPSS 15.0 (Statistical Package for the Social Sciences Inc.; Chicago, IL, ABD)
paket programi kullanilarak tanimlayict ve analitik istatistikler yapilmistir. Tanimlayict istatistikler
surekli Olgimli  degiskenler icin ortalamatstandart sapma, minimum-maksimum degerleri
belirtilerek, sayica degiskenler ise vaka sayist ve ylizde (%) olarak gosterilmistir.

Bulgular

Calismamiz, hastanemize basvuran ve adneksiyal kitle tanist alan 110 hasta ile yapidmustr.
Calismamiza dahil olan ve adneksiyal kitle tespit edilen hastalarin yas ortalamast 39.01 + 12.72 yil
olarak saptanmistir. Hastalarin ortalama gravida sayist 3.111.43, parite sayist 2.3+1.02, vicut kitle
indeksi 26.2°dir. Calismamizda 14 hasta (%12.4) daha once pelvik cerrahi gecirmistir.
Calismamizdaki hastalardan 26’sinin (%33.7) menopozda oldugu belirflenmistir. Hastalara ait
demografik 6zellikler Tablo 1. ‘de verilmistir.

Tablo 1. Hastalarin demografik 6zellikleri

Ozellikler n=110 (%)
Basvuru Nedeni

-Pelvik Agni 77 (%70)

-Rutin Kontrol 33 (%30)
Kitlenin Capi

<5cm 24 (%21.83)

5-10 cm 85 (%77.206)

> 10 cm 1 (% 0.9)
CA-125 (U/mL) 47.5* 49
Cerrahi Girisim

-Laparoskopi 48 (%043.6)

-Laparatomi 56 (%50.9)

-Laparoskopi-Laparatomi 6 (%5.5)
Perioperatif Kan Kayb: (ml) 90
Ameliyat Stresi (dakika) 107.4 £ 53.8
Postoperatif Hastanede Kalma Stiresi (gtin) 1.6
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Calismamizda, ameliyat olan hastalarin 77’sinin bagvuru sikayeti pelvik agr iken, 33’t rutin kontrole
geldiginde adneksiyal kitle saptanmustir. Adneksiyal kitle ¢apt 85 hastada 5-10 cm iken, sadece 1
hastada 10 cm’in tzerinde bulunmus ve hastaya over kanseri nedeniyle laparotomi yapilmistir.
Hastalarimizin ortalama CA-125 duzeyi 47.5 £ 4.9 U/mI’dur. 110 hastanin %43.6’stna (n=48)
laparoskopi, %50.9’una (n=56) laparotomi yapilmustir. Ameliyat stresi ortalamasi 107.4+53.8
dakikadir (40-181 dk.). Hastalara ait klinik 6zellikler Tablo 2.’de verilmistir.

Tablo 2. Hastalarin Klinik Ozellikleri

Ozellikler n= 110
Yas (yi) 39.01 + 12.72
Parite 23+1.02
Gravide 311143
Onceki Abdominal Cerrahi 14 (%12.4)
Viicut Kitle Indeksi 262+ 1.3

26 (%633.7)

Menopozal Durum

Calismamizda, 110 hastanin  %43.6’st (n=48) laparoskopi, %50.9’u (n=56) laparotomi ve %5.5’1
ise (n=0) laparaskopiden laparotomiye dontlerek tedavi edilmistir. %50 (n=55) oraninda en stk
ameliyat endikasyonunun persiste kist oldugu ve %14.5 (n=16) oraninda ikinci siklikta komplike kist
oldugu beliflenmistir. Bu endikasyonlara ek olarak, %12.7 (n=14) rupture ektopik gebelik, %10
(n=11) endometrioma ve %8.2 (n=9) dermoid kist ameliyatlar1 yapilmustir. Bu hastalarin cerrahi
yontem endikasyonlart Tablo 3.’te gosterilmistir.

Tablo 3. Cerrahi yontem endikasyonlar1 dagilimi

Endikasyonlar
Persist  Ruptiire Pelvik Komplik Endometri Over Dermoid Toplam
e kist ektopik apse e kist oma Torsiyo  Kist
gebelik nu
n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)
24 10 (71.4) - 1(6.3) 8 (72.7) - 4 (44.4) 48 (43.0)
(43.0)
Laparotomi 29 4 (28.6) 2 (100) 13 (81.2) 109.1) 2 (100) 5 (55.0) 56 (50.9)
(52.7)
L/S- 237 - - 2 (12.5) 2 (18.2) - - 6 (5.5)
Laparotomi
Toplam 55 (100) 14 (100) 2 (100) 16 11 (100) 2 (100) 9 (100) 110 (100)

Tablo 4 incelendiginde; laparoskopi yontemi ile ameliyat olan hastalarin  %45.8’ine (n=22) over
kistektomi, %22.9una  (n=11) salpenjektomi, %4.2’sine  (n=2) histerektomi+bilaterel
salpingooferektomi, %20.8’ine (n=10) salpingoofektomi, %04.2’sine (n=2) paratubal kist eksizyonu,
%?2.1’ine (n=1) paraovaryan kist eksizyonu yapilmustir. Laparotomi yontemi ile ameliyat olan
hastalarin = 9%14.2’sine (n=8) over kistektomi, %16.1’ine (n=9) salpenjektomi, %41.1’ine (n=23)
Total Abdominal Histerektomi + Bilateral Salpingooferektomi (TAH+BSO), %25ine (n=14)
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salpingooferektomi, %1.8’ine (n=1) over kanseri cerrahisi, %1.8’ine (n=1) paraovaryan kist
eksiyonu uygulanmustir.  Cerrahi yontemi laparoskopik olarak yapilan over kisti (n=2),
Salpingooferektomi (n=3) ve kist aspirasyonu (n=1) ameliyatlari laparotomiye dontlerek tedavi
edilmistir.

Tablo 4. Cerrahi yonteme gore cerrahi girisim uygulamasi

Cerrahi Yontem

Cerrahi girigim L/S Laparotomi L/S-Laparotomi

n (%) n (%) n (%)
Over kistektomi 22 (45.8) 8 (14.2) 2(33.3)
Salpenjektomi 11(22.9) 9 (16.1) -
TAH+BSO - 23 (41.1) -
Histerektomi+BSO 242 - -
Salpingoooferektomi 10 (20.8) 14 (25.0) 3 (50.0)
Kist aspirasyonu - - 1(16.7)
Over Ca Cerrahisi - 1(1.8) -
Paratubal kistektomi 2 (4.2 - -
Paraoveryan kistektomi 12.1) 1(1.8) -
Toplam 48 (100) 56 (100) 6 (100)

Calismamizda adneksiyal kitle nedeni ile ameliyat olan hastalarimizin  patoloji

sonuglart

degerlendirildiginde en sik basit s6réz kist (n=34) tanust gozlenmistir. Basit ser6z kist olgularinin
%27.1’1 (n=13) laparoskopi ve %35.7’s1 (n=20) laparotomi yontemi ile ameliyat edilmistir. Tablo
5’te cerrahi yonteme gore patoloji sonuglart gosterilmistir.

Tablo 5. Cerrahi yonteme gdore patoloji sonuglarinin degerlendirmesi

Cerrahi Yontem

Patolojik tam L/S Laparotomi L/S- Toplam

Laparotomi n (%)

n (%) n (%) n (%)

Basit ser6z kist 13 (27.1) 20 (35.7) 1(16.7) 34 (30.9)
Ektopik gebelik 10 (20.8) 4(7.1) - 14 (12.7)
Pelvik apse - 3054 1(16.7) 4 (3.6)
Paratubal kist 3(6.2) 3 (4.2 1(16.7) 7 (6.4
Kistadeno katrsinom - 1(1.8) - 1(0.9)
Hidrosalpinks 12.1) 5(8.9) - 6 (5.5
Endometrioma 6 (12.5) 2(3.6) 2(33.3) 10 (9.1)
Ser6z kistadenom 6 (12.5) 3054 1(16.7) 1009.1)
Dermoid kist 4 (8.3) 8 (14.3) - 12 (10.9)
Paraoveryen kist 12.1) 2(3.6) - 32.7)
Opver torsiyonu - 1(1.8) - 1(0.9)
Luteal kist - 1(1.8) - 1(0.9)
Hemorajik kist 1@2.1) - - 1(0.9)
Musinéz 242 2(3.6) - 4 (3.6)
kistadenom
Sklerozan stromal - 1(1.8) - 1(0.9)
timor
Korpus luteum kisti 1(2.1) - - 1(0.9)
Toplam 48 (100) 56 (100) 6 (100) 110 (100)
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Tartigma

Adneksiyel kitleler, benign veya malign karakterde olabilitler. Premenopozal dénemde fizyolojik
follikiil kistleri ve korpus luteum kistleri en stk rastlanan adneksiyel kitleler olmakla birlikte, ektopik
gebelik veya adneksiyel torsiyon hizli miidahele gerektirmeleri nedeniyle ayirict tanida mutlaka akilda
tutulmast gereken durumlardir (Drake, 1998; Bayer & Wiskind, 1994). Reproduktif yas grubunda
endometriomalar, polikistik ovetler, tuboovarian abse ve benign neoplaziler de géz 6ntinde
bulundurulmalidir. Malign neoplaziler, yasla bitlikte artis gosterirler. Myom ve divertikilit, 6zellikle
postmenopozal donemde adneksiyel kitleler ile ayrimi yapilmast gereken durumlardandir (Akercan
ve ark., 2005). Calismamizda, acil miidahale etmemiz gereken 14 ektopik gebelik hastamiz
bulunmakta idi. Bu hastalarin 10’u laparoskopi ile 4’i laparotomi ile tedavi edilmistir. 1 hastamizda
ise over torsiyonu nedeniyle laparotomi ile tedavi edilmistir.

Gegmiste adneksiyal kitlelere tipik cerrahi yaklasimin laparotomi yontemi oldugu gorilmektedir.
Laparoskopik cerrahinin hizli bir sekilde gelismesi ile birlikte, 6zellikle benign adneksiyal kitlelerde
laparotominin  yerini tamamiyla laparoskopik cerrahi yaklasim almistir. Laparoskopinin,
laparotomiye gore daha az maliyet ve morbidite gibi avantajlart bulunmaktadir (Levi et al., 2003).
Malignite siiphesi olan adneksiyal kitlelerde ise laparoskopik yaklasimi destekleyen yayinlar
bulunmakla beraber tartismalidir. Adneksiyel kitlelerin ¢ogu benign karakterli olmakla birlikte
primer amag, malignitenin ekarte edilmesidir. Laparoskopi, bu amagcla kullaniabilecek diagnostik ve
minimal invaziv bir yontem olarak Onem tasimaktadir (Pejovic & Nezhat, 2001; Chapron,
Dubuisson & Capella-Allouc, 1997). Laparoskopi daha ¢ok malignite olasiligi diistik olan adneksiyal
patolojilerde uygulanmaktadir. Eger riptir ve kist iceriginin yayilimi 6nlenebilecekse, 10 cm’den
buyik, benign karakterli kistik kitlelerde de uygulanabilecegi dustintilmektedir (Buquet et al., 1999;
Ou et al,, 2001). Kiel Universitesinde 2001 yilinda yapilan ¢alisma sonuglarina gére, ovaryan
timorlerin - laparoskopik  ve laparotomi ile tedavileri arasinda uzun donem sonuglar
karsilastirildiginda anlaml farklilik saptanmamugtir (Dietrich et al., 1999). Ancak malignite stiphesi
olan durumlarda, genellikle daha geleneksel bir yaklasim olan laparotomi tercih edilmektedir (Curtin,
1994; Argenta & Nezhat, 2000).

Calismamizda, adneksiyal kitlesi olan hastalarda ilk asamada ultrasonografi, pelvik muayene ve
timor  belirtegleri ile malignite stuphesi dislanmaya caligtlmistir.  Stipheli  hastalarda  doppler
ultrasonografi, bilgisayarli tomografi ve magnetik rezonans goriintileme gibi ileri inceleme
yontemleri kullanarak malignite siphesi dislanmaya calistimistir.

Calismamizda yer alan, 110 hastanin adneksiyal patoloji sonuglarinda en stk basit ser6z kist (%30.9)
gorilmustir. Ikinci siklikta gortlen patoloji %012.7 ile riptiire ektopik gebeliktir. Calismamiza alinan
110 hastanin %43.6’st laparoskopi, %50.9’u laparotomi ve %5.51 ise laparoskopi ile baslanarak
laparotomiye dontlerek tedavi edilmistir. Levi ve arkadaslart malignite kriterleri icermeyen
adneksiyal kitleli 112 olgunun laparoskopi sonrast patolojik tanisinda; en stk endometrioma (%064.5)
ve dermoid kist (%7.2) oldugunu belirtmislerdir (Levi et al., 2003).

Tim adneksiyal kitleler ruptire olmadan cikarilmaya calistimalidir. Bu durum 6zellikle icerigi
kimyasal peritonit, granulomatozis ve yogun adezyon olusumuna neden olan dermoid kistler igin
onemlidir (Howard, 1995). Mayer ve arkadaslari laparoskopi ile dermoid kistin ¢ikarilmasi sirasinda
iceriginin batina yayilmasini takiben, peritonda skuaméz hiicreli karsinom implantlart saptamislardir
(Mayer, Miller & Ehlen, 2002). Calismamizda, 12 dermoid kisti bulunan hastalarimizdan 4’tuniin
ameliyatt laparoskopik olarak yapilmis ve endobag yardimiu ile kist riiptiire olmadan ¢tkarilmistir.
Adneksiyal kitlelere laparoskopik yaklasimda, kitlenin malignite stiphesinden dolay1 bazi tartismalar
mevcuttur. Kesin tant ameliyat sonrast histopatolojik olarak miimkiin olsa da; pelvik muayene,
ultrasonografi ve timor belirteleri ile adneksiyal malignitelerinin biyiik kisminin tanist ameliyat
6ncesi konulabilmektedir (Chechia et al., 1999). Chapron ve arkadaslar ultrasonografide kompleks
goziiken, malignite stiphesi olan hastalara laparoskopik adneksektomi uygulamustir. Frozen kesit
bulgulart benign olarak gelmistir. Daha sonra bu sonuglar histopatolojik kesin tanilar ile
onaylanmstir. Ozellikle postmenopozal hastalarda laparotomiden kaginilmistir (Chapron et al.,
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1998). Calismamizda, ameliyat 6ncesi 1 hastada erken evre over timort tanist konularak ameliyata
hazirliklt girilmis ve hastaya laparotomi yapilmustir. Hasta post-op donemde kemoterapi tedavisi
almstir. 1 hastamuz ise frozen agilarak laparotomi ile salpingooferoktomi yapilmustir. Histopatolojik
kesin tanusi ise sklreozan stromal timér olarak gelmistir.

Adneksiyal kitlelere cerrahi yaklasimda laparoskopi, daha az siklikta laparotomi uygulanmakta ve
major damar yaralanmalari, Ureter ve barsak hasarlart sik olarak bildirilmektedir (Harkki-Siren,
Sjoberg & Kurki, 1999; Quasarano, Kashef, Sherman & Hagglund, 1999). Eltabbakh ve arkadaslar,
oncesinde en az bir kez laparotomi 6ykist olanlarda laparoskopik komplikasyon ve laparotomiye
doniiste artis bulmuslardir (Eltabbakh et al., 1999). Calismamizda laparoskopi ve laparotimi ile
cerrahi uyguladigimiz bu hasta grubunda, majoér damar yaralanmasi, Ureter ve barsak hasarlar
komplikasyonlarina rastlamamistir.

Sonug

Pelvik agri, rutin kontrol sikayetleri ile basvurup, adneksiyal kitle tanist alan hastalarda, 6zenli bir
Oykti alinmasi, fizik muayene, laboratuvar tetkikleri, transvaginal ultrasonografi ile bir arada
kullaniarak benign-malign ayiriminin yapilmas: ve bu degerlendirme sonucuna gore laparoskopi
ve/veya laparotomi ile tedavisi olduk¢a yiksek giivenilitlige sahiptir. Benign kitlelere 6zellikle
operasyon sonrast daha az istirahat stresi, daha az agr, daha az adhezyon olusumu, iyilesme
suresinde kisalma, hastanede kalma siiresinde azalma ve daha az maliyet oldugundan laparoskopi
dustnilmelidir.

Kaynaklar

Akercan, F., Cirpan, T., Yidiz, PS,, Ozsener, S., Karadadas, N. & Ulukus, M. (2005). Benign
adneksiyal kitlelerde tant ve tedavi yaklasimlari. Ege Tz Dergisz, 44:151-154.

Argenta, PA. & Nezhat, F. (2000). Approaching the adnexial mass in the new millennium. | A
Assoc Gynecol Laparose, T:455-471.

Ayhan, A., Durukan, T., Gunalp, S., Girgan, T, Onderoglu, LS., Yarali, H. & Yiice, K. (2008).
Temel Kadin Hastaliklart ve Dogum Bilgisi. Giines Tip Kitabevi. Istanbul.s:987.

Atasii, T. & Sahmay, S. (1996). Adneksiyal kitlelerin degetlendirilmesi. Jinekoloji, Universal Dil
Hizmetleri ve Yayincilik Istanbul, s:37.

Bayer, Al. & Wiskind, AK. (1994). Adnexial torsion: can the adnexa be saved? Aw | Obstet Gynecol,
171(6):1506-10.

Buquet, RA., Amato, AR., Huang, GB,, Singla, J., Ortiz, J. & Ortiz, OC. (1999). Is preoperative
selection of patients with cystic adnexial masses essential for laparoscopic treatment? | Am
Assoc Gynecol Laparose, 6:477-481.

Chapron, C., Dubuisson, JB. & Capella-Allouc, S. (1997). Salpingooophorectomy for adnexial
masses. Place and results for operative laparoscopy. Eur | Obstet Gynecol Reprod Biol, 73:43-48.

Chapron, C., Dubuisson, JB., Kadoch, O., Capella-Allouc, S. & Vacher-Lavenu, MC. (1998).
Laparoscopic management of organic ovarian cysts: is there a place for frozen section
diagnosis? Hum Reprod, 13:324-9.

Chechia, A., Kaubaa, A., Bahri, N., Terras, K. & Makhlouf, T. (1999). Retrospective study of 167
ovatian tumors, Tunis Med, 77:551-7.

Curtin, JP. (1994). Management of the adnexial mass. Gyneco/ Oncol, 55:42-46.

Dietrich, M., Osmers, RG. & Grobe, G et al. (1999). Limitations of the evaluation of adnexial
masses by its macroscopic aspects, cytology and biopsy. Eur | Obstet Gynecol Reprod Biol, 82:57-
62.

Disaia, PJ. & Creasman, WT. (2012). Clinical Gynecologic Oncology, Elsevier Saunders published,
Eighth Edition. p:259


http://dx.doi.org/10.14687/jhs.v13i2.3830

2877
Sik, B. A., Erdem, B., Aba, Y. A., & Kumbasar, S. (2016). Adneksiyal kitleler: Klinik yaklagim ve patolojik bulgular.
Journal of Human Sciences, 13(2), 2870-2878. doi:10.14687 /jhs.v13i2.3830

Drake, J. (1998). Diagnosis and management of the adnexial mass. A Fam Physician, 15;57(10):
2471-6, 2479-80

Eltabbakh GH, Piver MS, Hempling RE, Recio FO, Paczos T. (1999). Analysis Of failed and
complicated laparoscopy on a gynecologic oncology service. Gynecol Oncol, 74(3): 477-82.

Gorp, TV., Veldman, J., Calster, BV, et al. (2012). Subjective assesment by ultrasound is superior
to the risk of malignancy index (RMI) or the risk of ovarian malignancy algorithm (ROMA)
in discriminating benign from malignant adnexal masses. Eurgpean Journal of Cancer, 48: 1649-
16506.

Harkki-Siren, P., Sjoberg, J. & Kurki, T. (1999). Major complications of laparoscopy: A follow-up
Finnish study. Obstet Gynecol, 94:94-8.

Hilger, WS., Magrina, JF. & Magtibay PM. (2006). Laparoscopic Management of Adnexal Masses.
Clin Obstet Gynecol, 49:535-548.

Howard, FM. (1995). Surgical management of bengin cystic teratoma: laparoscopy vs. laparotomy. |
Reprod Med, 40:495-9.

Leng, JH., Lang, JH. & Zhang, J]. et al. (2006). Role of laparoscopy in the diagnosis and treatment
of adnexal masses. Chin Med ], 119:202-200.

Levi, R., Adakan, S., Tavmergen, E. & Tavmergen Goker, EN. (2003). Adneksiyal kitlelerde
endoskopinin yeri nedir? T7irk Fertilite Dergisi, 11:16-20.

Mayer, C., Miller, DM. & Ehlen, TG. (2002). Peritoneal implantation of squamous cell carcinoma
following rupture of a dermoid cyst during laparoscopic removal. Gynecol Oncol, 84:180-2.

Padilla, ILA., Radosevich, DM. & Milad, MP. (2000). Accuracy of thepelvic examination in detecting
adnexal masses. Obstet Gynecol, 96:593-598.

Pejovic, T. & Nezhat, F. (2001). Laparoscopic management of adnexial masses, the opportunities
and the risks. Ann N Y Acad Sci, 943:255-268.

Ou, CS., Liu, YH., Zabriskie, V. & Rowbotham, R. (2001). Alternate methods for laparoscopic
management of adnexial masses greater than 10 cm in diameter. | Laparoendosc Ady Surg Tech
A, 11:125-132.

Serur, E., Emeney, PL. & Brtyne, DW. (2001). Laparoscopic Management of adnexal Masses.
Journal of the Society of Laparoendoscopic Surgeons, 5:143-151.

Quasarano, RT., Kashef, M., Sherman, §J. & Hagglund, KH. (1999). Complications of gynecologic
laparosopy. | Am Assoc Gynecol Laparos, 6:317-21.

Extended English Abstract

Anatomically, Adnexas are composed of the embryological remains that are located within the
ovarium, tubo uterine, ligamentum latum and ligamentum latum leaves. Despite carrying the risk of
being malignant of the adnexal cystic masses in every period, the approach to the cysts varies
according to the patient’s age.

Our study aims to investigate patients with adnexal masses without known pathologies in
conjunction with their demographic data, patient history, length of hospitalization, complications,
ratio of approaching patients laparoscopically or with laparotomy and pathological findings.

This study was conducted on 110 patients who had operations at our hospital after consulting the
Clinic of Obstetrics and Gynecology and being diagnosed with adnexal masses. Our sample
consists of patients who consulted our routine or emergency medical services. Patient data were
collected retrospectively by browsing patient filed. Besides clinical information such as length of
hospitalization, used surgical technique, whether there was a transition to laparotomy, whether
there was a perioperative complication, and pathological examination results of the sample taken,
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data like the radiological size of the mass, number of previous operations, circumstances that lead
to comorbidity, age, and state of menopause during surgery were collected. Patients who received
surgery with other indications but got diagnosed with adnexal masses were not included in the
study. In our study, the complicated cyst term is used for cysts with solid component, with papillary
projection, thick-walled, septate, irregular bordered, hard in examination and fixed cysts. As of the
persistent cyst term expresses the simple-looking cysts perseveres for 3 months and more.

Patients with detected adnexal masses examined in our study had a mean age of 39.01 + 12.72,
mean gravida number of 3.1+1.43, mean parity number of 2.3+1.02, and mean body mass index of
26.2. 14 patients (12.4%) had pelvic surgery before, while 26 (33.7%) were in menopause. Among
110 patients, 48 (43.6%) were applied laparoscopy, while 56 (50.9) were applied laparotomy. The
mean length of surgery was 107.4+53.8 minutes (40-181 mins.). In our study, while the complaints
at admission of the 77 patients who had an operation were pelvic pain, adnexal mass was detected
in the other 33 patient when they came for a routine control. When the adnexal mass was merely 5
to 1o cm in 85 patients, it was over 10 cm only in 1 patient and underwent laparotomy due to
ovarian cancer. The average CA-125 levels of our patients are 47.5 £ 4.9 U / mlL.

Most seen surgery indications were persistent cyst seen in 55 patients (50%) and complex cyst seen
in 16 patients (14.5%). Besides these, 14 patients received ectopic pregnancy surgery, 11 patients
received endometrioma surgery, and 9 patients received dermoid cyst surgery. The 43.6% (n=48)
of the 110 patients are treated by laparoscopy, 50.9% (n=506) of the patients by laparotomy and
5.5% (n=0) of them are treated by rotating from laparoscopy to laparotomy. For the patients who
had a surgery with laparoscopy method, ovarian cystectomy was conducted to 45.8% (n022) of
them, to 22.9% (n=11) salpengectomy, to 4.2% (n=2) hysterectomy + bilateral salpingo-
oophorectomy, to 20.8% (n=10) salpingo-oophorectomy, to 4.2% (n=2) paratubal cyst excision, to
2.1% (n=1) paraovarian cyst excision was conducted. The surgeries of Ovarian Cyst (n=2),
Salpingo-oophorectomy (n=3) and Cyst aspiration (n=1) which the surgical method was conducted
as laparoscopically, were treated by rotating to laparotomy. When the pathology results of the
patients were evaluated, who were operated on, most frequently the simple serous cyst diagnosis
(n=34) was observed. 27.1% (n=13) of the simple serous cyst cases were operated by laparoscopy
method and 35.7% of them (n=20) were operated by laparotomy method. Then, when the
pathology results of our patients were evaluated, who were operated on, respectively the second
most frequent one was ectopic pregnancy (n:14). Afterwards, respectively dermoid cyst (n:12),
endometrioma (n:10), serous cystadenoma (n:10) were the other most frequent ones.

In patients diagnosed with adnexal masses, distinguishing benign and malign masses by
simultaneous usage of history, physical therapy, laboratory tests, and transvaginal ultrasonography,
and deciding for laparoscopy and/or laparotomy based on this for treatment, is a highly reliable
method. Over the last 20 years there have been major advances in laparoscopic instruments. When
the increase in the laparoscopic surgery experiences of gynecologists’ are added to this, the
Laparoscopic Surgery has found a broad application area in gynecology, in the approach to adnexal
masses. Currently, the Laparoscopic surgery is considered as the gold standard, particularly in the
approach to benign adnexal masses. When compared to laparotomy, laparoscopy has advantages
such as lesser postoperative pain, small surgical scar, cost, bleeding rates, shorter duration in the
hospital. Besides, there are factors restricting the laparoscopic surgery such as the surgical
equipment necessity, expetienced and skilled staff requirement, the previous abdominal surgery of
the patient and obesity. The clinics perform widely different operations from diagnostic
laparoscopy up to oncological operations, according to their experiences. In the adnexal masses
where there is a Malignancy doubt, the best surgical approach is laparotomy.
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