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- OBJECTIVES: This study was conducted to assess the value of laparoscopic management of adnexal
masses. Two concems we wish to-address are the failure to diagnose earty ovarian cancer at laparoscopy
and worsening the prognosis of stage | cancer by spilling fiuid during surgery. ' .
STUDY DESIGN: The setting is a predominantly referral-based, private subspedialty practice. All
operations were prefomerd in the outpatient surgical suite of a large suburban hospital. After extensive
patient screenings, which included history and physical examination, precperative serum CA 125 levels
(since 1988), and pelvic ultrasonography, 1209 adnexal masses were managed laparoscopically.
RESULTS: Of 1011 patients with surgical management, ovarian cancer was discovered intraoperatively in
four. ) . ) .
CONCLUSIONS: Our findings indicate that with consistent use of frozen sections of all cyst walls and
suspicious tissue, laparoscopic management did not alter the prognosis. Neither CA 125 level, pelvic
ultrasonography, nor-peritoneal cytologic testing had sufficient diagnostic specificity to predict malignancy.
Experienced surgeons using intraoperative histologic sampling may safely evaluate adnexal mass
taparoscopically. (A J OssTET GynecoL 1992;167:790-6.) :
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Operative laparoscopy has proved to be a safe and to have an adnexal mass, which in some cases was ac-
effective diagnostic and therapeutic tool in the hands companied by endometriosis and/or adhesions. Ac-
of experienced laparoscopists. Laparoscopy canbe used cording to our protocol, patients were evaluated dlin-
to evaluate an adnexal mass with minimal morbidity. ically with a pelvic examination and vaginal ultraso-
Doubts remain, however, about the laparoscopist’s abil- nography. In addition, previous intraoperative records
ity to diagnose and properly manage early ovarian can- were reviewed. The diagnosis of endometriosis or

_cer when the adnexal mass in question is found to be adhesions was based on the patient’s history and pre-
malignant.! Concern about “worsening prognosis by senting symptoms. Simple (unilocular) cysts were ini- .
spillage of a cancer confined to the ovary exists. There- tially managed with hormone suppressive therapy con-
fore we wish to report on our experience with four sisting of oral contraceptive pills containing 50 pg of
cases of ovarian cancer first diagnosed at the time of estrogen, depot medroxyprogesterone acetate, or dan-
operative laparoscopy, initially performed to evaluate azol. Since 1988,.a serum CA 125 level has also been
an adnexal mass. measured. Those patients who then underwent oper-

ative laparoscopy had adnexal masses varying in size

Material and methods from 2 to 25 cm. Masses that appeared cystic, complex,

Our practice is a busy, primarily referral private prac- or solid before operation were included, because en:
tice working in an outpatient surgical suite of a large dometriomas, benign cystic teratomas, and intraliga-
suburban hospital. Two of the authors (C.N. and F.N.) mentous myomas can produce these patterns on ultra-
performed all of the operative laparoscopies included sonography. No patients were excluded preoperatively
in this study. From July 1985 to June 1990 we have on the basis of serum CA 125 levels or ultrasonographic’
surgically managed 1011 women clinically diagnosed findings. One case was excluded from the study early

in our series because the mass extended above the um-

, , bilicus. A total of 1209 masses were managed laparo-
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addition, the patients understood thata second surgery,
spedifically a laparotomy, might be required if the find-

" ings at laparoscopy could not be properly managed.

without laparotomy. All procedures were performed at
an ‘outpatient facility with patients-under general ea-
dotracheal anesthesia and with. multipuncturé opera-
tive laparoscopy. This-technique has been described
before.** For the past 2 years we have been using the
Ulerapulse 5000L (Coherent, Palo Alto, Calif), which
utilizes carbon 13 rather than carbon 12. By use of a
different carbon isotope, the lasér beam stays focused
as the power is increased. This in turn significantly
reduces the power loss assodiated with other ‘carbon
dioxide lasers. Intraoperative management of all pa-
tients with masses was carefully standardized, induding
inspection of the pelvis, ovaries, upper abdomen, and
diaphragmatic surfaces for any growths or other sign
of .malignancy. Peritoneal washings were obtained for

cytologic testing. If a strong suspicion of malignancy

based on intraoperative findings existed, an attempt
was made to obtain frozen section biopsy specimens
without rupturing the cyst. If that was not possible, the
laparoscopic procedure was terminated, and the patient
underwent laparotomy.

In addition to the four cases described here, four
additional patients required laparotomy on the basis of
the appearance of lesions at laparoscopy. Three were

. suspicious large ovarian cysts, which could not be sam-
- pled without rupture (one benign cystic teratoma, one

mesothelioma, and one case with bilateral lesions—a
serous cystadenoma on the right side and a benign
cystic teratoma on the left side). Theé fourth patient had
a large degenerated myoma that appeared highly sus-

picious. Laparotomy was done and- revealed a benign.

myoma. | . .

The management of a cystic mass itself incuded as-
piration of the fluid, which was sent for cytologic ex-
amination, followed by opening the cyst and inspecting
the wall for excrescences or irregular thickening. Fro-.
zen-section biopsy specimens were obtained if the sur-
geon thought any surfaces were suspicious. Finally, an
ovarian cystectomy*  or oophorectomy® (depending

on the patient’s age and pertinent clinical history) was

performed. This tissue was sent for permanent-section
histologic examination. Tissue was removed from the
abdominal cavity through the 5 or 10 mm trocar sleeves,
through a posterior colpotomy, or in some cases by use
of a small extension of the suprapubic abdominal in-
cision. At times, we inserted a No. 8 surgical glove in
the abdomen via the laparoscopic trocar as a bag for
specimen removal. More recently, an Endopouch (Eth-
icon) has been used rather than a surgical glove. Co-
pious.amounts of irrigation were used to clean the in-
cision. _

After the cyst was removed, the abdominal and pelvic
cavities were thoroughly washed with copious amounts
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_ mudinous cystadenomas. Itis imperative that the entire

cyst and its contents be removed from the pelvic and
abdominal cavity. .
Before the procedure was terminated, any associated
pelvicabnarmality such as endometriosis or otheradhe-
sions was treated, and hemostasis was assured. No med-
ical adjuvant therapies were used at the end of each
procedure other than leaving 400 to 500 mi of lactated
Ringer’s solution in the pelvic cavity. At 6 wecks and
at 6 months after operation, patients with benign ovar-
jan neoplasms (mucinous or serous cystadenomas or

cystic teratomas) underwent follow-up with a bimanual -

pelvic examination and an ultrasonographic examina-
tion for possible recurrence.

Case summaries of four patients with ovarian cancer
are presented here. -

Case reports ) ‘

Case 1. A 44-year-old woman, gravida 3, para 3-0-
0-3, presented with pelvic pain. A 7 cm mass with cystic
and solid components was diagnosed by ultrasonog-
raphy. The patient wished to avoid laparotomy, if pos-
sible. Laparoscopy revealed bilateral ovarian masses
with numerous pelvic adhesions. A biopsy was per-
formed of the papillary growth found on the right ovar-

ian surface. When frozen section revealed poorly dif-

ferentiated adenocarcinoma and further laparoscopic
evaluation demonstrated intraabdominal spread of dis-
ease, the procedure was terminated. The patient was
informed of the findings and agreed to total abdominal
hysterectomy, bilateral salpingo-oophorectomy, and
staging laparotomy performed by a gynecologic on-
cologist 3 days later. The final surgical staging was IIIC,
poorly differentiated serous cystadenocarcinoma in-
volving both ovaries, with extension to the pelvic wall,
omentum, and uterine serosa. Cytologic examination
of fluid taken at laparoscopy was negative for tumor
cells, but fluid obtained at laparotomy was positive for
tumor cells. The patient underwent three cycles of che-
motherapy and refused further treatment. She died of

- intestinal obstruction 2 years and 5 months after the .

diagnosis of cancer.

Case 2. A 45-year-old woman, gravida 0, 'prcsented .

with pelvic pain and a desire to achieve pregnancy. She
had a history of endometriosis diagnosed by laparos-
copy 4 years earlier and had been treated briefly with
danazol. The findings at our laparoscopy were multipte
myomas, stage IV endometriosis (revised American
Fertility Society classification), and bilateral ovarian

cysts. The right ovary contained a 5 cm cyst and the

left ovary contained a 3 cm cyst, both of which were
aspirated and contained “chocolate™ material. Both cyst
walls and part of the right ovary were removed. The
pathology report revealed a hemorrhagic corpus lu-
teum on the rightand endometrioid adenocarcinoma
without stromal invasion (endometrioid tow malignant
potential tumor) on the left. The patient underwent a
total abdominal hysterectomy, bilateral salpingo-oo-
phorectomy, and staging 1_3'[33"?(0“13/ 3 weeks later, with
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fable L. Outcome of 1011 operative laparoscopies in women with adnexal mass
* Patients 9
Type of lesion No. | % G, range) Size (cm)  (Ne)
Ovarian cancer et 4 04 8844 2-13 R |
Endometrioma 457 - 452 16-54 .. 295 162 .
Functional cyst. . 358 355 1147 2-12 27
Benign cystic teratoma 35 ) 84 1744 ’ 2.14 6 -
Mucinous cystadenoma 12 1.1 81-35 2-13 0
Serous cystadenoma 17 - 1.6 8340 3-15 0
Hydrosalpiax 26 .25 26-45 3-12 2
Leiomyoma ) 16 S V. ‘8350 - - 58 0
Paratubal and parao- - 39 3.8 2245 28 -0
varian Cyst
Qvarian remnant 10 0.9 2540 2-5 0
Miscellaneous 37 3.6 0

mor. She is without evidence of recurrence >3 years
later. ’

Case 3. A 43«year-old woman, gravida 0, pr&scnted
with a large adnexal mass for which she refused lap-
arotomy. In 1983 she was found to have a left ovarian
endometrioma at laparotomy. In 1985 a laparoscopy

revealed persistent extensive endometriosis. In 1987 we

performed operative laparoscopy and found stage 1V
endometriosis, including an 8 cm right ovarian mass,
consistent with an endometrioma. The cyst was aspi-
rated and “chocolate” material obtained; the cyst wall
was removed and the ovary was saved. The pathology
report revealed -benign mucinous - cystadenoma. In
1988 the patient presented with pain but continued to

have a strong desire to preserve the pelvic organs. Re-

: peat laparoscopy revealed a 4 cm right ovarian cyst,

diagnosed as an endometrioma by frozen section and
permanent histologic. examination. In 1989 a right ad-
nexal mass recurred, extending to the umbilicus, with
cystic and solid components. When the patient refused
laparotomy, an open laparoscopy was performed. Two

«cysts were noted on the right ovary. Frozen section of

the larger cyst revealed an endometrioma. A smaller
cyst on the right ovary was 2 benign mucinous cyst-
adenoma. Cytologic examination of peritoneal wash-
ings gave negative results. The left ovary could not be
visualized because of dense adhesions. The procedure
was terminated, and total abdominal hysterectomy and
bilateral salpingo-oophorectomy were suggested be-
cause of a recurring benign mucinous wmor on the
right ovary and the inability to visualize the left
adnexa.

The patientagreed toa laparotomy but chose to delay
it for 2 months. A papillary mucinous cystadenocarci-
noma, well differentiated, stage 1A (with extension to
the right tube), and extensive pelvic adhesions were
found. Peritoneal cytologic testing was not diagnostic.
but the fluid contained atypical cells. She has under-
gone several courses of chemotherapy. a second-look
laparotomy, and debulking, followed by five more
courses of chemotherapy. She is doing well 16 months
after the laparotomy.

Case 4. A 33-)'czxr-dld woman, gruvidu 0, presented
with a 5 to 6 cm mass that failed to vesolve with danazol.

2245 2-17

A previous laparoscopy in 1985 revealed endometri-
osis. During that laparoscopic examination, minimal
bladder and left ovarian endometriosis was found. At

the current laparoscopy biopsy of 2 2 cm left ovarian

- cyst was performed, and the cyst was found to be fol-

licular. On the right, a 6 cm cystic structure was noted
to be translucent, without surface excrescences. The
cyst was aspirated and clear yellow fuid was obuained.
The cyst was then opened and found to have papillary
groscths on the inside surface. Two frozen sections Te-
vealed necrotic tissue with atypical glands. The frozen-
section report left some doubt about the diagnosis;
therefore a right salpingo-oophorectomy .was per-
formed through the laparoscope. In addition, biopsies
of the peritoneum and omentum were performed, and
an appendectomy, retroperitoneal, paraaortic, and pel-
vic node evaluation were carried out because of our
uncertainty regarding the pathologic classification of
the lesions. Permanent sections revealed moderately
differentiated clear cell carcinoma of the ovary, with
no extension to the tube, omentum, or appendix. Re-
sults of peritoneal cytologic testing were negative.
Three weeks later the patient underwent a-total ab-
dominal hysterectomy, 'left salpingo-oophorectomy,
and staging laparotomy. The pathologic report of the
remaining pelvic organs and omentum stated that they
were free of any residual tumor. Biopsy specimens of
peﬁtoncal thickenings revealed fibrosis, connective tis-
sue, and endometriosis. Peritoneal fluid contained
atypical cells, of the reactive mesothelial type in origin.
The patient remains well 1 year after surgery.

Results

From July 1985 until June 1990, 1011 operative lap-
aroscopies were performed on patients with adnexal
masses measuring from 2 to 25 cm. No major intra-
operative complications were noted. All procedures
were carried out \endoscopically except for the inten-
tional laparotomies mentioned. Minor complications
included laceration of the inferior »epigastric artery,
pos_toperative nausea and vomiting, shoulder pain, in-
cisional e_cchymosis. urinary tract infection, and tem-
porary urine retention. All women were discharged
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* from the hospital within 24 hours of surgél.'y. No re-
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Table IL Findings in cases of ovarian cancer at laparosoopy . N
. . . Case 2: Endometrioid Case 3: Papillary
X - .c~ I:S low malignant . amucinous - Case 4: Clear
. i . . . potential tumor - oystadeno-carcinoma cell carcinoma
Agc of paucnt L. 44 - e~ 45 o 43 : 33 .
R | { (o I 17 I
Tumor size {cm) T 3 - 13 - 6
Serum CA 125 . R 7 17 2
level (U/ml) . 3 )
Ultrasonographic Semicystic Cystic . Semicystic Semicystic
finding . ,

Table IIL Peritoneal cytologic results at lapamsot;py and laparotomy-in four cases of ovarian cancer

Case
Cytologﬁ resulls R 2 . o 3 E . 4
At laparoscopy . Negative Not sent Negative Negative
At laparotomy Positive ., Negative Agypical Atypical

currence has been noted during follow-up pelvic and
ultrasonographic evaluation in paucnts with organic
cysts (excludmg endometriomas) except in case 3. Ovar-
ian cancer, including one case of borderline adenocar-
cinoma, accounted for 0.4% of the cases. Table I sum-
marizes our findings of the 1011 patients who under-
went follow-up. In Table II the four cases of cancer
are analyzed for characteristics to determine whether
any could be used to predict an increased probability
of malignancy in advance. In Table III the cytologic

results of the peritoneal washings taken at laparoscopy‘

are compared with those taken at Tiparotomy in the
four patients who had ovarian cancer. Frozen-section
histologic examination and permanent section patho-
logic diagnoses were the only reliable indicators; pa-

tient's age, cyst size, serum CA 125 levels, ultrasono--

* graphic findings, and peritoneal cytologic results at lap-

aroscopy did not distinguish these patients from the
others in our series. ‘

A total of 734 patiénts had CA 125 levels determined
before the laparoscopic procedures (Table IV). Cor-
relations of the preoperative CA 125 level with the type,
size, and ultrasonographic charactcnsucs of the ad-

nexal cyst are recorded.

AN

The majority of functional cysts clinically appeared
to be endometriomas; however, this susp1c1on was not
confirmed by pathologic examination. Thirty-seven pa-
tients had other pelvic abnormalities, including peri-
toneal cysts, one bowel cyst, loops of adherent bowel
simulating a mass, and an abdominal wall hematoma 8

“weeks after a Marshall-Marchetti-Krantz bladder sus-

pension procedure. In one patient, in spite of pelvic

and ultrasonographic evidence of a 7 cm right cystic
adnexal mass, no abnormahty was found.

Comment

Can an adnexal mass be safely evaluated and treated
with operative laparoscopy? Different authors-have re-
ported their experience in the laparoscopic manage-
ment of ovarian cysts.>** The patients included here
represent a referral bias, in that the Fertility and En-
-doscopy Center in Atlanta has a predominance of re-
ferrals for benign conditions (frequently endometrio-
sis), usually involving a premenopausal age group.

Of the four patients in whom ovarian cancer was
found, we can make some unportant observations. The
first case represents disseminated disease (surgical stage
I1IC ovarian cancer). Finding the cancer was not dif-
ficult, considering the extent to which the tumor had
spread. . :

The othcr three pauents are of more pamcular in-
terest, in that each one had a previous surgical diagnosis
of endometriosis, either by laparotomy or by operative

laparoscopy. Conditions such as endometriosis, which-
so frequently become a chronic problem, could cause-

the surgeon to be less thorough in evaluating a patient's

pelvic findings than he/she should be. A high index of.

suspicion must always be maintained. with adherence
to a protocol that emphasizes cytologic sampling and
tissue biopsies. Even a documented history of endo-
metriosis does not rufe.out the possibility of new prob-
lems. Case 2 illustrates the necessity for removing an
entire cystic capsule to find the early carcinoma. Cases
2 and 4 emphasize the importance of tissue biopsies
from any area that appears abnormal to the surgeon.
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Table IV. CA 125 levels correlated with type of adnexal cyst -
‘ CA 125 level ‘ . . .
(Ulsl) ~ Ultrasonographic characteristics of cysts
: No. | Size | 4ge _ T cpic | Sewicptic | Solid |- Other
No. of of | of cxst | range .- —
patients | . Cystope eysts | (am) | O1) | Range Mean | No. | % | No.| % | No. % {No.| %
560  Endometsioma 162 25 1654 <2212 457 128 689 92" 27 14 15 3 08
: 179 5-10 2-195 287 115. 54 10 -
_ 19 1025 5237 482 10 .6 3 -
219 = Functional - 172 9.5. -1147 <2-135 . 157 98 580 40 - 25.1 6 37 28 132
45 5-10 : <253 112 28 14 Qs
. 2 10-12 - 6 6.0 1 i . - . -
84  Simple 13 25 2347 5-76 70 10 765 -~ 88 - 6.9 3 8.8"
19 5-10 : 2-195 315 14 3 - .2 =
2 10-12 .- -2 - - -
30 Dermoid 16 25 1744 <59 7.0 7 433 7 367 1 133 1 6.7
2 510 T 529 149 6 3 2 1
2 10-14 . 12 120 - 1 1 -
17 Serous 8 25 3340 14-47 305 7 824 - 59 - 59 1 5.9
7 510 1042 23.7 6 1 - : -
‘2 10-15 ) 47-51 49.0 1 - 1 -
11 Mucdinous’ 4 25 3135 <5 <50 2 545 2 455 - - - -
5 510 <5-30 10.6 2 3 - -
2 1025 911 100 2 - - - :
17 Hydrosalpinges 16 5-10 2645  <5-35 12.8 6 412 8 471 - - 2 118
1. 10-12 <5 <50 1 - - -
46 Miscellaneous 30 9.5 92245 < 5135 274 19 674 - 2 65 - 4.3 9 217
o~ 15 5-10 <5-10 35 1 1 2 1
R 1 1017 36 36.0 1 - - -
)
J
Without careful intraoperative evaluation, er;‘drs could had clearly positive cytologic results from the peritoneal
be made by missing significantly abnormal areas. These cavity. The primary malignancy's size and location may
aases illustrate a “worst case” scenario, where an un- explain the absence of exfoliated malignant cells in the
suspected malignancy is confined to the ovary and spill- peritoneal cavity in these three patients. Other authors -
age could have occurred at surgery. The absence of any have reported 20% to 30% positive cytologic findings
tumor cells by peritoneal cytologic testing or extensive in peritoneal cavity washings taken with the laparo-
histologic testing at subsequent surgery 3 weeks later scope.*!! With only four of 1011 patients in this series
is notable. . exhibiting malignant cells, we cannot make any general .
Case 3 is probably the most typical, as well as the statements about the place of cytologic washings, except
most frustrating. This patient had one previous pelvic to report that our group continues to routinely take
laparotomy and three previous laparoscopies, all for such cytologic samples.
endometriosis. In 1987 a benign ‘mucinous cystade- The use of CA 125 levels as a preoperative screening
noma was found as part of an 8 cm right ovarian mass..  test has not been specific enough to detect the presence
In 1989 she had a recurrent cyst on the right ovary, of ovarian cancer (Table IV). In all cases of ovarian
which again was a benign mucinous tumor. Because of cancer in which CA 125 levels were determined, normal
the recurrence and/or persistence of this benign tumor, levels were detected. Patients having endometriosis or
laparotomy was recommended. A well-differentiated benign serous cystadenomas tended to have slightly el-
mucinous cystadenocarcinoma was found. In light of evated CA 125 levels. The size of the adnexal mass was
this patient’s age and the recurrent nature of the mass, only occasionally correlated with the actual CA 125
major’surgcry would be an appropriatc ‘management level. Characteristics of the mass (e.g., solid, cystic, etc.)
option. We do not recommend major surgery to remove . did not correlate with CA 125 levels. The patients in
the adnexa and/or uterus for each patient with a benign this series were premenopausal. an age group in which
serous Or mucinous ovarian cyst; howeyer, if such le- it is most difﬁ_cult to e_stablish an adequate specificity of
) sions do persist and/or recur. then radical extirpative CA 125 in the detection of ovarian cancer. In contrast,
adnexal surgery may be advised® postmenopatusal patients have an increased diagnostic
The value of cytologic washings from the peritoneal specificity of CA 125.”
cavity remains unclear, especially in cases of early stage packer and Berek® conducted a pilot study in which
disease. Patient 1, who had disseminated stage H1 ovar- 25 postmenopausal women with adnexal masses
jan cancer, had negative washiangs at laparoscopy, al- <10 cm underwent operative laparoscopy. Preopera-
rhaueh nositive washings were found atsubsequentiap- tive screening included the use of strict ultrasono-

B d la cnenes CA 195 level (<35
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U/ml) was used ‘to “rule- ‘out "any -possibility of
malignancy. Intraoperative evaluation did not show
any malignancy. However, it is not dear what num-
ber of patients were excluded preoperatively, on the
basis of this screening, who indeed had benign dis-
case and were not _given thc benefit of operauvc
laparoscopy. = . :

During the laparosoopxc management of cystic
masses in 481 women, Mage et al.” daim to have been
able to diagnose nine borderline tumors and ovarian
cancers with 100% sensitivity: Seven were diagnosed
visually and two required incision and examination of
the internal cyst wall. However, this diagnosis was based

on visualization without biopsy, and their false-positive -
- rate for malignancy was quite high (52.6%). In our

opinion, on the basis of extensive experience, all ad-
nexal masses can first be explored laparoscopically, un-
less they are preoperatively shown to be cancer. Then,
depending on the surgeon's-knowledge and skill, the
mass can be managed laparoscopically or by laparotomy
(through an appropriate transverse or vertical incision)

without compromising the outcome of the procedure. -
‘It is our belief that even cases of early stage ovarian

. cancer can be managed laparoscopically if the operator
" is-able to perform complicated procedures such as la-

paroscopically assisted vaginal hysterectomy and para-
aortic and pelvic node dissection.!*** .

. “The risk of spillage during removal of a tumor, as in
cases 2 and 4, is important at either laparotomy or
laparoscopy. Whether spillage of tumor cells at lapa-
rotomy or laparoscopy influences the ultimate patient
survival is unknown.'> !¢ Every attempt should be made
to avoid spillage. Copious irrigation and washing of the
abdominal and pelvic cavity with liters of lactated Ring-
er’s solution should be performed in cases of spillage.
With dermoid cysts, >10 L may be required to cleanse
the cavity of the cyst contents. Commercially available

laparoscopic bags (Endopouch, Ethicon) can be used to.,
" coritain and remove the cyst completely from the ab-

dominal cavity. It has been reported that a tumor was
found at a trocar puncture site as early as 3 weeks after

laparoscopic biopsy.™ ** Such cases are likely ones in

which the tumor was already disseminated before lap-
aroscopy. Similar findings can be noted when tumor
nodules grow along a catheter track after paracentesis
for drainage of malignant ascites.

Our experience with 1011 patients evaluated and

treated by operative laparoscopy reveals that 99.6% of

the patients in our referral group with a known adnexal
mass were found to have benign disease. This does not
imply that the risk of finding cancer is so low as to be

~ of no concern. Successful identification of cancer and

referral to 2 gynecologic oncologist for treatment are
possible when operative laparoscopy is used. New stan-
dards of medical care must evolve as available tech-
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mens is possible through thc !aparoscopc whenitisused -

by someone with proper training and experience. In
our experience CA 125 levels, pelvic ultrasonographic,
and peritoneal cytologic results alone have not had suf-

_ ficient diagnostic specificity to adequately predict ma--
hgnancy Generous biopsy specimens must be obtained- .-

in all cases, including the most benign-appearing cysts.
The laparoscopic surgeon must be competent to re-

- ‘move cyst walls and tumors through the laparoscope.
We concur with others that simple aspiration of anovar- -

ian cyst at laparoscopy is inadequate therapy. In those

cases where tissue cannot be obtained or doubt exists -

about the possibility of cancer, operative laparoscopy is
contraindicated and plans should be made for conven-
tional laparotomy. For cases in which cancer has been

- encountered, a gynécologic oncologist can then be con- -

sulted for further management. Maintaining a high
index of suspicion and obtaining generous tissue sam-
ples during all laparoscopic procedures will ensure the
timely discovery and management of cady, unsus-
pected ovarian cancers.'

Finally, it must be emphasued that there is no tech-
nologic- substitute for sound clinical judgiment. Sur-
geons should select the' procedure or technique that'
they are most competent to perform. Operative lapa-
roscopy is an excellent alternative to laparotomy. The
surgeon’s eyes are within millimeters to centimeters
from the tissue (via the videoscope), so the operative
field is well magnified. This allows the most tedious
procedures to be performed microsurgically. However,
the surgeon must be properly trained, then increase
his skill level gradually to ensure that this method is
used effectively and safely, without needless compli-
cations. Video endoscopic procedures lack the three-
dimensional perspective present with laparotomy. Suc-
cessful utilizadon of videolaparoscopy requires that the
previously trained surgeon relearn his operating skills.
The time necessary to acquire the ability to perform
advanced operative- laparoscopy is typically at least as
long as that for laparotomy. A lack of training or in-
experience will be revealed by an unacceptable com-
plication rate. This will impede the advancement of
therapeutic laparoscopy, as did the problems and in-
juries that occurred during the use of the electroco-
agulator for tubal ligation. However. future genera-.

tons of surgeons can be taught the technique of op- .

erative videolaparoscopy without ever having to learn
laparotomy. '

By combining careful patient selection with adequate
plivsician training and, experience, we believe that this
new technology of operative laparoscopy can be safely
extended to the evaluation of many adnexal masses.
Risks of failure 1o diagnose cancer or improper man-
agement should thereby be minimized.
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