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Ovarian Remnant Syndrome after
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Abstract

Ovarian remnant syhdromu s @ rare complication of total abddominal hysierectomy and hilateral silpinigo-
aophorectomy (BSON, Ovarian enlargemorn and dense periovarian adhestons are the predisposing factors. Recurrent
avarian remnard syndrome was associated with recurrence of symptomalic endometriosts in & woman wheo unider-
went laparascopie supracervical hysterectomy and USQ for severe: cncfometriosis and cx tensive pelvic adhesions,
Aher primary surgery she required five additional procedures for complere resection of all avarian remnants. Definitive
surgery Tor arvanced endumetriosis with extensive periovarian adhesions may e complicated by ovarian rem-
nant syndrome and reactivation of the disease. Carelyl retroperitoneal resection of all ovarian tissue is of para-
mount importance in preventing the syndrome. This, however, may be a limitation of fuparoscoplc swigery. The
choice berwean laparoscopy and lapargtomy in ch cases should be individualized and based on the degree of
surgical difiiculty and the surpeon’s level of experience. '

Several reports describing reactivation of residunl  severe enduinetrivsis and arc the indication for total
ovarian fragmenis unintentionatly Jefi in situ during  abdominal hysicrectomy and biluteral oophoreciomy
laparotomy snd hilateral ovpherectomy, the ovarian  (TAH-BSQ). ~
remuant syndrome. were published during the 19708 If functional ovarian Fraginents are lefl in situ in
and 1980s.' ! This is a rare condition that is ofien  such cases, they muy result in recurienes of the dise
underdiugnosed and unly seldom reporied ® Dense  case and reJated symploms I they are numerous,
periovarian sdhesions and ovarian enlargement by  their surgical focahzation and repaval My he quite

* tystic lesions are considered the predisposing fac- difficuli and require several procedures. In addition 1o
tors. Buoth of these factors are typically present in  recurrent cndomeiriosis and pelvic pain. ovarian
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remnants have been associated with uretera] obstruc-
tion.”"" nnd ovurian adenocarcinoma.”

Case Repanrt

A 33-ycw-old nulliparous woman way seert initilly
becauso of progressively worsening dysmenurihe:
and chronic pelvic pain. Diagnostic laparoscopy
revealed stage 4 endomerriosis with extensive udhe-
sions and complete obliteration of the cul-de-sac, She
was treared with intramuscular depot teupralide (TAP
Pharmaceuticals, Chicago, IL) 3.75 mg momhly for
6 months. During treatment, her estradiol levels were
consistently below 20 pg/ml und she became wnen-
orrheic and asymptomatic.

Opurative laparoscopy was performed within 3
weeks after the last injection. The procedure consisted
of cxtensive adhesiolysis, neodymium:yurium-alu-
nunum-garnet laser ablation of perituneal endo.

metriosis, resection of ovarian endometriomas, and
laparoscopic ulerosacral nerve ablativn. Histologic
exomination of the surgical specimen contitined the
diagnosis of endometriosis.

Alter surgery, the parient was prescribed vyclic
norethinodrone nceinte 1 g plus cthinyl estradiol
20 pg (Loestrin-21; Parke-Davis Pharmaceuticals,
Monris Plains, NJ) to suppress endometriul prolitera-
tiun and 10 delay the recurrence of the discase. Huwuver,
she was asympromatic for only 3 months. The symp-
tomns recurred and became Incapacitating, interiering
with her employment, Various reatment oplions were
discussed, including definivive TAH-BSO. The woman
selected this procedure but opted for u laparoscopic
and supracervical approach because it is performed us
ambulatory surgery, has a short revovery period. and
yields good anatomic results,

At laparoscopic supracervical hysterectomy (SLH)
wid BSO, both gvarics were enlarged by endometrivmus
and were adherent to the bowel, uterus. and pelvic side-
wall, The left ovary was deasely adherent 1o the rec-
tosigmoid, making dissection between the bowel und
the ovary difficult, One month after surgery the paticnt
had an episode of vaginal bleeding associated with
recurrence of pelvic pain. The clinical impression was
intraperitoneal bleeding from the cervical stumip.

Luparoscopic evaluation indicated blceding from
the granulation tissue covering the pelvic portion vl
the cervital stump and reformation of pelvic adhesions.
The granulation tissue was electrocoagulated. and
adhesiolysis was performed. Because of the appoar-
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ance ol unopausal symprotns. the woman wirs given
estrogen replucenncnt therapy with imcronized o)
estradiol 1 ng/day. -two months Jaer she had anarher
episade of vaginal bleeding associaed with pelvje
pain, Pelvic sonograin demnnstrated i right-sided. 30
X Wmm cystic lesion suggestive of an ovarian cyst
amd an ovarian rempant. Doring operative lapasos-
COPY, i eystic ovanian remnant wits resected Trom the

“right side ol the vul-de-sae, Tissue pathology jili.

cated corpus luteun cyst and coadometriosis,

The woran did well ininolly, but then tiad another
episathe of viginal blecding snd pelvie pain, A repeat
sonogram | momh later showaed aaoiher right-sided,
163 J-mum vystic stucture indicating reactivation of
another ovarian remiant. Anather surgival provedure
wiis pertormad, vonsisting of vaginal reseetion of the
vervieal stump and lnparoscapie resecrion of the ovie-
G renmant, Again, the histopatholugic diagaosis ‘s iy
vonyistent with corpus Juicurn cyst and cndomeirin-
sis of the cervix, and ugain the paient did well for about
4 weeks, at which tine she complained of jecurring
alndenninal puin.

Annihei pelvic sonogrum revealed another ovar-
an remiant with a 30 x Wknun cystye folhicle at the'
vaginal apex. With the administiatinn of monthly
myeetions oF depor leuprolivde 3735 my. the follivls
disuppenced over the next 4 manths and the wois. 2
ioproved symptamatically. However, considering the
evidenue For at least une remnining uvirig remnast,
it was decided 1o perform Jprotomy and explorstion
ol the pelvis and retroperitomual dissection.

At this procedure. the stumps o hoth ovirisn ves

 sels were ivhentified and resceted high in the pelvis, The

wierus-and rectosipmoid woere explorad, and another
uvarin renmant was remaved. Histopathology ind-
ciited ovarkan Hssue, eidometriosis. amd noppatine-
lugiv vessels, Inapproxiniely 2 months the woman
sl anuther episade of pelvic pain. und sonogram
revealad it 36 < 16 mnpoyst in the cul-de-sae, Serum
estradiol lovel without inrmone replucement was £56
pafml. During the nexr § weeks the patient was nutn-
agedd sympromatically. She expericnced some symp-
wmatic improvement, and the cyst decreased in siee
w 1 % 12 mm. However, heviuse of peristent pu o
she went 1o another city st underwent anather oper-
atve japiroscopy. '

Apgressive retoperitoneal dissection was pere
Tormed 1w remave all ovarian tssue. Two corpus loeum
cysts were seneved; une From the right pelvic brim
(S ¢m) and the ather one (3 cm) from the Teft side of
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the culde-tac. For the next 2 years the woman remained
symptom free and is ¢urrently receiving estropen
replacement therapy without pelvic symptoms.

Piscussion !

This entire cpisode was very frustrating 1o the
woman ar 10 her medical team, It appears that a1 the
time of luparoscopic SLH and BSO fur severe pelviv
endometriosis, numerous ovarian remnants were inud-
venently lefi in situ. They subsequently, and in se-
yucnce, became functional, causing several episodes
. pelvic painn and reactivation of the disease. This
necessitated one laparctomy and four laparoscopic

- procedures within |15 months. One can only speculate
at this poini to what exient the initie] surgical approsch
contributed to the outcome. and whether a traditional
TAH-BSO by laparutonty would have resulied in more
compleie avarian resection.

Althe tune of hysierectomy, the paticnt had severe
o lometriosis, bilaicral ovarian endometriomas, and

-eviensive adhesions between the avaries, uteruy, bowel,
and pelvic sidewall. Laparoscopic dissection of the

ovaries was difficult, und upparently fragments of the

adherent ovarian cortex were left in sits. An altema-
tive explanation is that frugments of cut or torn ovar-
jan cortex were nat compleicly removed from the
peritoneal cavity through laparoscopic ports, but were
loxt between the pelvic organs gnd subsequently
in Manted in new Jocutions. It was shown in cats that
small ovarian fragments under similar circumstances
may implani in the periwoneal cavity and become hor-
monally active.'

The ovarian cartex in young women contains
thousands of microscopic, primordial follicles. Euch
one of these folticles can respond to gonadotropic
stimulution with about a 100-fold increase in size.
an:” produce levels ol esirogen and progesterone char-
actenstic of w normal mensirual cyele. It seems unlikely
that ovarian reinnant syndrome can be compleiely
prevented when o conex of a massively enjarged ovury
is densely udherent 0 pelvic structures. Our earlicr
report described seven women with ovarian remnants
nd recucrent endometriosis after TAH-BSO by lup-
argtomy.* The extem of the disease at the time of hys-
tereciomy in all soven was comparable with or less than
th: in this woman. Yet after the definitive susgery. three
of the xeven paticnts underwent three lsparotomies vach
for sequeniially reactivated ovarian remnants snd
recurring endometriosis,
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This case of ovarisn remnant syndrome sfter lap-
aroscopic surgery is in many respects similar to those
reported after Japarotomy, " The recurience of pelvic
symptoms is typically sssociated with enjargement
of the ovariun fragment and developmem within the
fraginent of & hormonally funstional folliculur or cor-
pus luteurn cyst and with reactivition of endumetrio-
sis. The diagnosis of avarian remnant syslrope is
facilitated by meusuring levels of gonndosropins und
estradiol, and by pelvie sonograms, These are fre-
guently omitted in clinical practice, and the symp-
toms are typically attributed to shscase recurrenee or
to pelvic adhesions.” Inuctive tvarian fragments (with-
out ovarian cystic structures) may be difficult 1o local-

ize ut laparotomy or laparuscopy. as demonsirated hy-

our patient. and soquential reapprarance of new frag-
mes miry be upavaoidable, Ovulation-induving drugs
have been successTul in slimulating the enlurgement
of such fragments, which facilitates their kncylization
and subseguent removal.”

With increusing popularity of luparoscopic surgery
and with increased compleaity of the procedures, there
will undoubiedly be an increase: in the frequency of
Qvarian remnant syndrie. Laparoscopie dissection
of densely adberent strurchres s more difficul rhan
lapurotomy. and because of lack of wetile sensavon,
may leave behind frupmens of the uvarian cortex that
otherwise could be palpated and removed.

Nine women had avarian remnant syndrome afier
bilateral cophornccivmy. Two of them hid laparascapic
eophorctinmy perfurined with the enduliop weclmique
10 ligate the infundibulupelvic ligament." The authors
suggested elecirodexiceation raber than the eadoloop
procedure tv ensire complete renoval of avarian tis-
sue and 10 climinate the possibility uf leaving remnams.
This. however, may ot be an adequate sulution, In our
patient electincoagulution was used extlusively 1o

“obliterate the uvarian vasculature,

This gase ilustrocs the difficultics and paentia
complications ul definitive surgery fur severe cido-
metrivsis. 0 which complere reseetion of atl avarian
tissug is of paramount importance. The ovarian reine
nant syndrome may reselt from uninteational in-
complete reseciion of the oviries atluched 1o the
regtosipimeid undfor culede-sac. To wvoid such a pus-
sibility. meticulous removal of all frigments of the ovar-
jan cortex, retroperitoncal dissection as in cancer
surgery. Copious imigation, betier surgical handling of
ovarian fissue, and use vl surgical specimen bags dur-
ing luparuscopic procedures may he of value,
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[vean be argued that advanced endometriosis with
extensive periovarian adhesions may not be sylrable
lor laparoscopic resection; however, Taparotomy doues
not guaraatee 3 beiter outcome. Each pmcedure hay
some udvantiges and some disadvantages. The chuice
of appruach should probably be individualized und
hased on the degree of surgical difficulty and the sur-
reon’s Jevel of experivace. Regardless, whether the
surgery is by laparotomy or laparoscopy. resection of
all ovarian tissue should be the primary consideration.
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