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Abstract

Background: Ovarian cysts are common in premenopausal women but can present with vague, and non-specific symptoms.
Additionally, obesity can make discovery even more challenging. Diagnostic overshadowing due to obesity led to misdiagnosis
of the presenting symptoms and signs. Most ovarian cysts are benign and resolve spontaneously; however, they can present,
as in this case, as ovarian torsions, which is a gynecological emergency. Case presentation: A twenty-year-old female had
presented over 3—4 times per year for the last 6 years to her primary doctor citing intermittent abdominal pain, irregular
menstruation, dyspnea, and an enlarging abdomen circumference. The doctor stated, she was “just fat” and could, benefit
from a “special camp to lose weight”, so she stopped mentioning her concerns. Upon presenting to the emergency department
with acute onset abdominal pain, a computed tomography scan showed a large cyst lesion filling the abdominal and pelvic
cavities. Its origin appeared to be from the left adnexa. Surgery was performed, and an acute ovarian torsion caused by a 36
cm craniocaudal left ovarian cyst was found and removed along with the left fallopian tube and 16 L of fluid. Conclusions.
In this case, the patient presented recurring pelvic/abdominal concerns, and irregular menstruation, which warranted further
investigation to safeguard fertility and prevent errors of omission. However diagnostic overshadowing due to obesity, hindered
the care and standards procedures which could have resulted in early recognition and effective management.
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Introduction

An ovarian cyst is a common condition with a wide range
of etiologies, particularly among premenopausal women [1]. The
majority of these cysts are asymptomatic and resolve spontaneously;
however, those measuring over 10 cm are considered large [2].

The presenting symptomatology of ovarian cysts can be
subtle, for example, gradual undefined pelvic pain, early satiety,
bloating, enlarging abdomen, and irregular menstrual history.
Addressing these concerns is an important step for primary
physicians to maintain trusting relationships in patients’ care [1,
3]. Large ovarian cysts with the most common types being benign
ovarian serous cystadenomas, are rare, due to more effective multi-
screening methods [4, 5]. However, they can lead to torsion and
present as abdominal pain in over 58% of cases [4, 6].

This report will discuss a case of a large cystic structure
ovarian cyst that developed over 6 years, which led to acute
emergency surgery for ovarian torsion. Additionally, this case will
explore the history and management of this patient—including
from the patient’s first-hand perspective. Further, we explore
the clinical significance of diagnostic overshadowing which is
highlighted in this case study [1]. Diagnostic overshadowing links
clinical bias which can be harmful to the patient because of delays
and or disparity in diagnosis and care [2, 3].

The importance of considering the differential diagnoses of
acute abdomen in women of reproductive age, obtaining accurate
imaging, and considering the appropriate surgical techniques
may prevent adverse consequences, such as the loss of fertility,
complications from rupture and hemorrhage, or from exploratory
laparotomy, or even death [8-10].

Case Presentation

The patient, a 20-year-old Hispanic nulliparous female,
presented to the emergency department one hour after the onset of a
severe “stabbing” pain in the lower left quadrant and non-radiating
pain in her abdomen after feeling the urge to defecate. Further, she
had several episodes of non-bloody, non-bilious emesis. She was
afebrile on admission, with no chest pain, no acute shortness of
breath, or any urinary frequency or pain. From a gynaecological
perspective, the patient was a virgin, with first menarche at 11
years old, a history of oligomenorrhea (2 months apart), and her
last menstrual period was 29 days before presentation. There was
no vaginal discharge or bleeding on admission. The patient had
a current history of breathlessness which had been attributed to
mild asthma managed with a prescribed inhaler, used occasionally.

There was a surgical history of an appendectomy in 2006 with an
unremarkable recovery. The patient had no allergies, was a non-
smoker, no illicit substance use, and drank alcohol socially. There
was no relevant family history for ovarian malignancies or BRCA-
1 and 2 mutations. The patient worked in the childcare profession
whilst attending her second year of university studies.

On examination, the patient appeared to be obese, well-
developed, anxious, and cooperative. She was not able to tolerate
a speculum examination due to the pain. There was no pulsatile
abdominal mass, guarding of the abdomen, nor any generalized
and/or rebound tenderness or rigidity. The lower left quadrant
of the patient’s abdomen was tender with mild distention and
normal bowel sounds were heard. An elevated blood pressure on
admission (145/89) was noted. The urinalysis was unremarkable.
Blood analysis showed hypochromic, microcytic anemia (10.3 g/
dL) with +1 anisocytosis (generally associated with iron deficiency
anemia [11], and mild elevated chloride (109 mEq/L) and elevated
glucose (109 mg/dL) levels. A pelvic ultrasound reported a normal
uterus with no endometrial abnormalities, and the right ovary
appeared normal. The left ovary was not visualized (Figures 1
and Figure 2). A large cystic structure was seen, whose origin was
unknown. An abdominal/pelvic computerized tomography (CT)
with contrast found a 36 cm cyst lesion filling the abdominal and
pelvic cavity which appeared to originate from the left adnexa with
a complicated hyperdense fluid or debris focus noted in the inferior
margin of the cyst (Figure 3). The surrounding structures appeared
unremarkable. There was a trace amount of fluid in the Pouch of
Douglas. (Figure 4).

Figure 1: Image of the cyst on transabdominal ultrasound. Due to
the size of the cyst, it could not be visualized entirely within the
same image.

2

Gynecol Obstet, an open access journal
ISSN: 2577-2236

Volume 08; Issue 01



Citation: Udabor A, Becker CB, Moir J, Becker J (2024) You’re Just Fat”: Diagnostic Overshadowing in Gynecology due to Obesity: A Case Report of 36 cm Ovarian
Cyst Causing Torsion. Gynecol Obstet Open Acc 8: 187. DOLI: https://doi.org/10.29011/2577-2236.100187

Figure 2: Ultrasound image showing the cyst’s complex blood
supply. This complexity raised suspicion for malignancy

Figure 3: Sagittal slice of the patient’s abdomen on non-contrast
CT showing the cyst occupying most of the abdominal cavity.

Figure 4: Coronal slice of non-contrast CT of abdomen
demonstrating the compression of the neighboring structures
up to the thoracic cavity, which explains some of the patient’s
symptoms, such as shortness of breath.

The patient’s pain and emesis were addressed with an anti-
inflammatory ketorolac bromethamine 15 milligrams (mg) 1V,
antiemetic ondansetron 4 mg IV, and opioid analgesic morphine
sulfate 4 mg I'V, which had little effect on alleviating the patient’s
pain. Intravenous 0.9% normal Saline and preoperative prophylactic
intravenous antibiotics were administered. The patient consented
to emergency exploratory laparotomy with counselling on the
impact of an anticipated left salpingo-oophorectomy regarding her
future fertility and was further advised that a biopsy would be sent
to pathology.

A sub-umbilical midline vertical skin incision was made,
and the patient was found to have an ovarian cyst extending from
the pubic bone to the chest. The cyst appeared to originate from the
left ovary, which had undergone torsion.

The incision was extended further, to five centimeters above
the umbilicus, to ensure the removal of the cyst without rupture.
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The cyst was isolated in a bag, allowing half of its volume (eight
liters) to be drained. A left salpingo-oophorectomy was performed,
and the cyst was removed (along with a further 8 L of fluid)
without rupture, with minimal blood loss (100 milliliters). The
pathology report described the presence of a benign hemorrhagic
serous cystadenoma (with a hemorrhagic left fallopian tube) from
interoperative frozen section.

The patient tolerated surgery without complications and her
postoperative recovery went well. During her stay, her anaemia
(haemoglobin was >100 g/dL) was not treated. In the months
following surgery, the patient’s menstruation became “more
regular” with approximately five days of heavy bleeding. The
patient’s breathlessness resolved immediately after surgery,
obviating the need for an inhaler. She lost further weight following
the surgery and felt she has seen psychological improvements.

Approximately 12 months following the surgery, due to concerns
of dizziness (suspected to be related to anaemia), she was started
on oral contraceptives to reduce her heavy menstrual bleeding.
However, no iron supplements were prescribed. The patient
subsequently discontinued the oral contraceptive due to her
apprehensions of side effects, such as weight gain.

During her recovery, the patient wanted to share her history
leading up to the emergency surgery. From when she was 12 to
13 years old, she presented to her primary care doctor at least
three times per year due to pain when lifting heavy objects, and
intermittent rigidity of her abdomen (specifically umbilical).
Further, she was concerned that her abdomen was enlarging,
and she noted menstrual irregularities and dyspnoeal. She was
advised by her doctor that her symptoms were due to obesity
(told “you’re just fat”). At no time during the nine years since
the commencement of menses and bringing these concerns to her
doctor, were any investigations, scans, or blood tests undertaken.
Nor was she referred to a gynaecologist where her age, duration of
her symptomology (67 years), and otherwise general health may
have identified a complicated benign ovarian cyst that had failed
to involute, which turned out to be the case. Her Body Mass Index
(BMI) was not documented. No genetic testing was undertaken.
The patient eventually stopped presenting her concerns to her
doctor over fears that the medical professionals were going to send
her to a “special camp to lose weight”.

Discussion

Ovarian cysts are most commonly occur in women of
reproductive age and are usually benign [8]. In these women,
endogenous hormone production may stimulate the growth of
such cysts during pregnancy [9]. In postmenopausal women and
in women whose cysts are not simple (e.g., solid), a malignancy
is more likely [12]. Whether the process of cyst formation occurs
due to the failure of the dominant follicle to rupture or whether

the immature follicles fail to involute is not known; however,
the conclusion is the same [13]. These cases usually result in the
formation of functional cysts, such as corpus luteum cysts, theca-
lutein cysts, or follicular cysts [9]. Moreover, genetic mutations
such as Lynch II syndrome or BRCA-1 and 2 mutations may play
arole in the development of more malignant cysts [8,14].

Due to the nature of ovarian cysts being mostly asymptomatic
or spontaneously involuting, epidemiological data are difficult
to ascertain [1]. The occurrence of ovarian cysts is estimated to
be 35% in premenopausal women and 17% in postmenopausal
women [15].

The small percentage of premenopausal women who
experience rare, grossly enlarged cysts may have associated
risk factors such as a history of early menarche, endometriosis,
polycystic ovary syndrome (PCOS), pregnancy, or treatment for
infertility. However, the patient in this case study had no associated
risks [6,16].

She experienced compression and distortion of abdominal—
pelvic structures, which presented as bloating, pain, and difficulty
breathing.. She bought all these concerns to her physician’s
attention over many years, but due to many potential factors
(such as the doctor’s time constraints or factors like the financial
incentive programs for physicians in US for faster patient
throughput), along with seemingly vague symptoms, patient care
was hindered [4,18,19].

Nonetheless, re-presentations in over three visits should
have raised a red flag and at the very least, some investigations
should have been carried out [1,20].

To enable physicians in primary care to diagnose and
manage patients’ symptoms, a “point of care” database could be
used which can be directly impact patient care [18].

Primary health care plays a vital role in the health and
wellbeing of the population, so any tools that assist in the
management of this care can be of benefit [21]. Yet, many doctors’
express concerns that they have inadequate time to address all of
the patients’ concerns [22].

A therapeutic alliance between the primary physician and
patient is a cornerstone of clinical care [23]. Research has found that
doctors miss many cues [23] which can be addressed with training
in communication to strengthen patient—doctor relationships and
therapeutic trust [24, 25].

In all situations, a thorough clinical history and
physical examination are required, with a specific emphasis
on gynaecological and gastrointestinal etiologies (e.g.
menstruation, pregnancy, bowel movements, etc.). However, the
initial stabilization takes precedence over a more in-depth history
of a patient in need of emergency care.
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In this patient’s case, her primary care doctor may not
have addressed her symptomatology, as they were non-specific,
mild, and without any red flags. However, her oligo menorrhoea,
significant weight gain, umbilical pain when lifting objects, and
the patient’s growing concerns and repeated presentation should
have warranted more investigation.. Certainly, the patient did
not feel heard or even acknowledged, eventually “giving up”
trying to address her concerns with her primary care doctor. Two
factors interconnect in primary care: the patient’s concerns being
articulated clearly and the physician’s response to enable better
care outcomes; in this case, the patient lost faith and trust in the
physician [23, 26]. Further, she felt judged for her obesity and
repeatedly unheard in her concerns which she articulated during
her hospital recovery.

The patient specifically wished to convey to the researchers
that present and future clinicians should “double-check” the
patient’s test results, as well as listen to their concerns regarding
their presenting complaints which has been highlighted by other
patients in other clinical settings [7,27].

The lack of a trusting relationship due to poor communication
on the physician’s side has been shown to be detrimental in future
patient—doctor relationships and therefore the patient’s future
health [28,29].

Cysts that are >5 cm or have a complex pathology are
unlikely to involute and therefore require surgical removal (if
surgery is not contraindicated) [16,30]. Emergency presentations,
such as rupture, haemorrhage, or torsion, are indications for
emergency surgical intervention. Laparoscopic surgery utilizes
smaller incisions and is more desirable for stable, simple cysts, as
they have a reduced risk profile and recovery time [6]. However,
exploratory laparotomy, such as in this patient, may be required
because of the complexity and size of the cyst, the presentation of
the patient, and the fluid volume within the cyst [31,32].

When acystis likely benign (e.g., in a premenopausal woman
who has plans to have children in the future), fertility-preserving
surgery should be performed [10]. Although the patient expressed
her worries about conceiving in the future, she was comforted
by knowing that her remaining ovary was still functional and
unaffected by the surgery.

The clinical presentation and radiological or gross findings
of the mass can be provisionally diagnostic for an ovarian cyst.
The type of cyst (can be confirmed by histopathology). This patient
had a common serous cystadenoma with some hemorrhagic debris,
which likely caused a complex appearance in the radiological
images. Her prognosis is reassuring considering that there has
been no proven link between cystadenomas and conversion to
ovarian cancer, with an overall survival of approximately 85% at
5 years [8].

The cyst was twisted around the left fallopian tube, which was
likely facilitated by its size, and it would have been present for an
extended period of time before acute manifestations occurred. The
larger a cyst is, the higher the risk of torsion [30]. The likelihood
of torsion of an ovarian cyst was the primary reason for emergency
surgery and the acute presentation in this case. The management
of an enlarged ovarian cyst depends on the pathology of the
cyst, its complexity (the radiological features including size, the
histopathology, etc.), its effect on the adjacent structures, and the
life-stage of the woman (pre- vs. postmenopausal) (Table 1) [34].
In a premenopausal woman, if a cyst is not complex and does not
adversely affect the patient (e.g., does not compress the adjacent
pelvic structures), then the cyst can be monitored, as it is likely
to resolve spontaneously [34]. However, explorative laparoscopy
or laparotomy is indicated if the cyst enlarges (or is >5 cm in
size), becomes more complex, or begins to adversely affect the
patient [10]. In the case of this patient who presented with acute
abdominal pain, the immediate management was laparotomy due
to the possibility of a hemorrhagic cyst, the rupture of the cyst,
or an ovarian torsion. as well as its uncharacteristically large size
[32].
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Table 1: Management of acute adnexal masses in stable, unwell women (adaptation of ACOG and RCOG guidelines) [8, 15].

When a malignancy is suspected in postmenopausal women
or in older women with bilateral cysts, more radical management
is undertaken, such as a frozen section biopsy during surgery, a
bilateral oophorectomy, and a blood analysis for tumor markers
(including serum CA- 125) [34]. When cases appear more
complex, such as in this patient, the radiological findings can be
used to give a preoperative risk stratification score. The Ovarian—
Adnexal Reporting and Data System (O-RADS) is a valuable risk
stratification and management tool for USA-based patients [35].
The Risk Malignancy Index (RMI), which is based on the ultrasound
scanning parameters set out by the International Ovarian Tumor
Analysis (IOTA) Group, is the primary radiological stratification
tool that is used in the UK [8,10]. The prognosis for ovarian cysts
is reassuring in the long term; however, there is an increased risk
of ovarian cancer in premenopausal women if endometriosis is
present (which was not the case for this patient).

Conclusions

Ovarian cysts are a common gynecological manifestation
in premenopausal women. If the cysts are less than 10 cm in
diameter, they tend to involute spontaneously without symptoms,
however surgery can be considered if over 5cm. However, in rare
cases of enlarged cysts, patients can present with symptoms that
are consistent with the gradual compression of abdominal and/or
pelvic structures or, as in the case of this patient, an emergency
case of ovarian torsion. With an ovarian cyst of this size, there
is a possibility of rupture, with potentially serious complications.

This case also highlights the importance of the harm that can stem
from cognitive bias. Further, diagnostic overshadowing in the
primary care, setting impacts many patients who are autistic, have
low health literacy, mental health issues, obesity and dementia. By
attributing physical clinical signs and symptoms to a preexisting
condition like obesity the primary care physicians can mistakenly
pre-judge the diagnosis.

In this patient, earlier diagnosis could have avoided the
emergency admission for surgery and may have not adversely
affected the patient’s future fertility plans.

Limitations

It may be difficult to generalize the details of this case report
to a broader population because the case is unusual.

The patient was interviewed and gave her account, but the
primary care physician was not interviewed so there is a potential
for patient-centric bias.To reduce the limitations and improve the
quality of this report, it was written adhering to the Consensus-
Based Clinical Case Reporting (CARE) Guidelines.

Author Contributions: A.U. and C.B.B. agreed on the study
conception, study design, and data analysis. Data collection was
completed by A.U. Initial drafts were completed by A.U. and
C.B.B. Reviews and further editing were performed by A.U.,
C.B.B., JB and J.M. AJE and MDPI services were used for final
editing, formatting and figure formatting before submission for
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