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Abstract

Gynaecological tumour in pregnancy is a complex problem that requires the
expertise of multidisciplinary task force. The tumour mass may be asymptomatic and
unintentionally found or may be undetected until it reached a voluminous size and
occupied the abdominal cavity. Most of gynaecological tumours in pregnancy are
diagnosed unintentionally during visits or during first trimester ultrasound screening.
Although the data are conflicting and most women with a large sized ovarian cyst in
pregnancy may be complicated by torsion, rupture, haemorrhage, infection, as well as
obstruction in delivery and women with large sized fibroids have uneventful pregnancies, the weight of evidence in the literature suggests that uterine fibroids are associated with an increased rate of spontaneous miscarriage, preterm labor, placenta abruption, malpresentation, labor dystocia, cesarean delivery, and postpartum haemorrhage.
Individual treatment is the main issue when gynaecological tumour is diagnosed during pregnancy. When faced with the problem of gynaecological tumour in
pregnancy, a thorough evaluation and avoidance of emergency procedure hazardous
to both mother and the baby is needed. The treatment of a gynaecological tumour
during pregnancy should be based on stage of pregnancy, the nature of the tumour,
individual symptoms, safety of the foetus, and considering the fertility of the patient
after treatment. Treatment should be given to maximize the survival rate and at the
most proper time point.
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Introduction
Worldwide prevalence of tumour shows that gynaecological tumour such
as tumours in the vulva, cervix, uterus, ovarian, and fallopian tube are 19% of the
5.1 million tumour cases found in 2002 and gynaecological tumours is 22% of all
tumours in women in developing countries, compare to that of 15% in the developed
countries[1].
Ovarian tumour is rarely found during pregnancy[2-4]. In a Canadian large
scale survey, it was found that the incidence of malignant ovarian tumour is 0.041
per 1.000 pregnancy, most of them are borderline tumours, followed by epithelial
tumour[5-9]. In Europe and in the United States, the incidence is 0.04 – 0.11 per 1.000
pregnancy, and most of them are borderline tumours[5]. In Asia, the incidence is 0.106
per 1.000 pregnancy, 40% of them are borderline tumours[6].
Incidence of adnexal mass during pregnancy ranges from 1 per 81 pregnancies to 1 per 8000 pregnancies[10]. The increased incidence of diagnosed ovarian
cyst during pregnancy was due to the use of ultrasound examination during the first
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trimester as well as due to the increase
of induction of ovulation. This increase
the level of anxiety in pregnant women
in whom the likelihood of detected tumours also increases with age[11]. The
most common types of ovarian cyst are
dermoid cyst (25%), luteal body cyst,
functional cyst, paraovarian cyst (17%),
serous cystadenoma (14%), mucinous
cystadenoma (11%), endometrioma
(8%), carcinoma (2.8%), low potential
malignant tumour (3%), and leiomyoma
(2%)[12]. Complications of cysts related
to pregnancy includes torsion, rupture,
infection, malignancy, cyst impaction on
pelvis, causing urine retention, obstruction of delivery, and malpresentation of
foetal position.
Uterine fibroid or uterine myoma is the most common pelvic tumour in
women. Uterine myoma occurs in 25 –
40% women in reproductive age[13]. Recently there was a 2 – 4% increase in the
incidence of uterine myoma during pregnancy due to more women elected not to
have children until their late thirties or
early forties, increasing the risk of uterine myoma development[14,15]. Uterine
myoma generally occurs in women more
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than 30 years of age, and the growth of uterine myoma tissue is
directly related to the exposure of circulating estrogen[16-18]. The
effective prevalence of uterine myoma is still unknown but it
causes various complications in both the mother and the baby,
including: spontaneous abortion, premature labour, placental
abruption, postpartum bleeding, and the increase of caesarean
section incidence[15,19].
The complications of pregnancy and labour are doubled
in pregnant women diagnosed with uterine myoma, compare to
women with no uterine myoma[16,17]. Literatures showed that the
incidence of caesarean section in women with uterine myoma is
as high as 39 – 95%[20]. Coronado et al., conducted a population
based serial study in 1987 to 1993 in Washington to women who
gave birth to a single living infant[20]. The study found an independent correlation between uterine myoma and the incidence
of placental abruption, foetal malpresentation, dysfunctional delivery, and breech presentation. The author also found a 58%
increase in the risk of caesarean section in 2,065 women with
uterine myoma in pregnancy, compared to 4.243 women with
no uterine myoma (odds ratio [OR] 6.39, 95% CI 5.46 – 7.5).
The risk may increase due to the fact that uterine myoma may
be found incidentally during caesarean section. On the other
hand, complications such as placental abruption, dysfunctional
delivery, and breech presentation were generally treated through
caesarean section, indicating that the high cost may be due to the
leiomyoma itself [20.
We presented a rare case report of a large sized gynaecological tumour in term pregnancy, i.e. ovarian tumour with
more than 30 cm diameter and uterine myoma with more than 20
cm diameter.
Case Report I
Mrs PK aged 28 years old visited the Obstetric Outpatient Clinic of Prof. Dr. R. D. Kandou Manado General Hospital for an antenatal care on October 31, 2014. The patient was
diagnosed with G2P1A0 28 years old, gestational age 39-40
weeks, not in labour, with large sized ovarian cyst; foetus was
intrauterine, single, living, breech presentation + macrosomia.
Physical examination was found to be within normal limit. In the
obstetric examination, it was found that foetal presentation was
breech presentation, foetal heart rate was 145 seconds/minute,
negative contraction. A cystic mass was found on palpation, with
the size comparable to that of a soccer ball, in the fundus area.
Ultrasound result came back with an intrauterine foetus, breech
presentation, and the estimated foetal weight is 4000 gm. There
was an anechoic homogenous feature next to the uterus, filling
the abdominal cavity, septa (-), papil (-) (Figure 1). Laboratory examination result came back with 12.9gr/dl haemoglobin,
7.500/mm3 WBC, 232.000/mm3 platelet. Liver and kidney functions were within normal limit. Ca 125 was found to be 17.5 U/
ml.
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Figure 1: Ovarian Cyst

On November 4, 2014 the patient underwent a caesarean section and left salphingo-Oophorectomy with spinal anaesthesia. After the peritoneum was opened, a 30x30 cm left ovarian cyst was found, with smooth surface and no adhesion. Before
the caesarean section, a decompression was first conducted on
the left ovarian cyst, approximately 10 litres (Figure 2). Caesarean section was then performed, and the patient delivered a
female baby with birth weight of 4000 gram, birth length of 50
cm, and Apgar score of 8-10. After the uterus was stitched, a left
salphingooophorectomy was then performed. The duration of
surgery was approximately 1 hour and 10 minutes. The patient’s
postoperative general condition was well, and her vital signs are
within normal limit.

Figure 2: 30x30 cm Ovarian Cyst Decompression

The patient was the followed up in the regular ward for
3days. On November 10, 2014, the patient visited the Gynaecology Outpatient Clinic of Prof. Dr. R. D. Kandou Manado General Hospital for a follow up visit. During this visit, the patient
presented her Pathological Anatomy examination result, and the
reading came back with a serous ovarian cyst.
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Case Report II
Mrs DA, aged 34 years old, visited the Obstetric Outpatient Clinic of Prof. Dr. R. D. Kandou Manado General Hospital
for an antenatal care on December 4, 2014. After a thorough
examination, the patient was diagnosed as 34 years old G1P0A0,
gestational age of 37-38 weeks, not in labour, with large sized
uterine myoma; the foetus was intrauterine, single, living, with
breech presentation. Physical examination was within normal
limit. In the obstetric examination, it was found that the foetal
presentation was breech presentation, and the foetal heart rate
was 135seconds/minute, negative contraction. A supple solid mass was palpable in the fundus area, with a size comparable to that of a baby’s head. Ultrasound examination was then
performed, with a result of an intrauterine single foetus with
breech presentation, and estimated foetal weight was 2765gm.
The reading was suggestive of term pregnancy. A fibroid feature
was found in the anterior corpus area, extending to the fundus,
with an approximate size of 22 x 21 cm. Laboratory examination came back with 10.2gr/dl haemoglobin, 7.900 /mm3 WBC,
268.000 /mm3 platelet. Liver and kidney functions were within
normal limit.
On December 8 2014, a caesarean section was performed with spinal anaesthesia. During the caesarean section,
a seromural uterine myoma was found on the anterior corpus
area, extending to the fundus. The size was approximately 20 x
20 cm (Figure 3). After a female baby with birth weight of 2800
gram, birth length of 48 cm and 6-8 apgar score was born, it was
decided to proceed with a myomectomy. Before the myomectomy was performed, a 16 Foley catheter was inserted to function as a tourniquet for the lower uterine segment at the level of
the uterine artery to control bleeding. An enucleation was then
performed on the fibroid tissue. The uterine wall was stitched
layer per layer, with interrupted suture to prevent dead space.
The serous uterine tissue was stitched using a running baseball
technique (Figure 4).

Figure 3: Enucleation of 20 x 20 cm, 3 kg seromural Uterine myoma.
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Figure 4: Running baseball suture on the serous Uterine tissue

The surgery duration was 1 hour and 30 minutes. The
patient’s postoperative general condition was well, her vital
signs were within normal limit. Six hour postoperative laboratory examination came back with 8.5gr/dl haemoglobin, 17.500 /
mm3 WBC, 253.000 /mm3 platelet.
The patient was then followed up in the regular ward
for 3 days. On December 5 2014, the patient visited the Obstetric
Outpatient Clinic of Prof. Dr. R. D. Kandou Manado General
Hospital for a control visit, presenting her pathological anatomy
examination result, whose reading came back with a uterine myoma.

Discussion
As of today, the cause of ovarian cyst is still not fully
understood; however, a few theories mentioned a disruption in
estrogen formation and in the ovarian-hypothalamic feedback.
Patients may be asymptomatic with no indication that the tumour
may disrupt the foetus growth and development. Large sized tumour may, in some cases, hinder the uterus growth, resulting in
premature labour or abortion. Clinical diagnosis of early stage
ovarian tumour relies on bimanual palpation and ultrasound
examination. If the tumour is fast-growing, it may manifest as
nausea, abdominal pain, palpable mass, and other symptoms of
compression.
Pelvic ultrasonography is the best method to detect
ovarian tumour, its position, size, shape, adhesion to uterus, as
well as the presence of a cystic liquid and a free liquid inside
the pelvic cavity. If pelvic mass was found during pregnancy, a
follow up examination with an ultrasound may help to determine
the development of the mass. This mass should be observed dynamically with an ultrasound. The majority of ovarian cysts are
follicular cyst or luteal body cyst, with 5 cm diameter (rarely
reached 10 cm). Ninety per cent of functional cysts may disappear as the pregnancy progresses and may disappear completely
at 14 weeks gestational age. Six per cent of the cysts are less
than 6 cm, and 39% of them with the size of more than 6 cm,
may still be found after 14 weeks gestational age. A cyst of more
than 15 cm diameter was reported to be 12 times more probable to become malignant compare to cysts with less than 6cm
diameter[21]. In this case, ultrasound examination found a cystic
mass of more than 15 cm, and its circulation was indicative of a
benign tumour. It remains to be noted that a diagnosis based on
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ultrasound is limited by the clinician’s or the sonograph’s experiences and it may be blocked by the abdominal organs during
pregnancy, which in turn may result in misdiagnosis.
CA-125 is widely used as a marker of ovarian tumour
epithelial, with 80% positive detection rate in most of serous
ovarian adenocarcinoma cases. However, CA-125 is not specific for ovarian tumour, and the level of this marker is normally
increased during pregnancy. If ovarian tumour was detected by
pelvic ultrasonography and CA-125 in blood increased, surgical
intervention in early second trimester and the pathology result
will be very beneficial. The follow up using combination with
other biomarkers can be considered. When elevated, the CA125 can provide a baseline value before treatment of ovarian
cancer but will not help differentiate between benign and malignant masses during pregnancy. Although germ cell tumours are
among the most common ovarian malignancies seen in pregnancy, both hCG and AFP have very limited use as tumour markers
during pregnancy. Tumour markers should be obtained before
any surgical intervention when there is a suspicion of ovarian
malignancy to provide a baseline, should a malignancy be diagnosed? Any elevation in the tumour markers should be considered in conjunction with the results of the imaging tests.
The routine use of ultrasound in early pregnancy may
result in early diagnosis and treatment of asymptomatic ovarian tumour. These tumours are rare, with complications such as
torsion, rupture, haemorrhage, preterm delivery, and other prenatal effects to the foetus. Complications usually occur during
the third trimester. Ovarian torsions or adnexal torsion may be
partial or full from the ovarian vascular pedicle, causing an obstruction to the venous and eventually arterial blood flow. Ovarian torsion occurs mainly to women in reproductive age, and
rarely (3%) in gynaecological emergency cases. The diagnosis
is based on the high index of clinical suspicion and the result of
ultrasonography. The cyst may be ruptured due to trauma, such
as falling or spontaneous labour, especially if the cyst is located
inside the pelvic cavity and was pressed by the descending foetus head or by the termination of delivery[22].
The treatment would be performed when a persistent
or larger sized ovarian mass was found, because such mass
would increase the risk of acute abdomen, ovarian torsion, or
rupture[23]. When an ovarian cancer is found, treatment should be
individualized, considering the type and degree of cancer, maternal preference to continue pregnancy, as well as the risk of delay
and modification of treatment.
The Royal College of Obstetricians and Gynaecologists (RCOG) in a guideline stated that, “a simple, unilateral,
unilocular ovarian cyst, with less than 5 cm diameter is of low
malignancy risk”. If the serum CA125 is normal, the cyst may be
treated conservatively[24].
The detrimental consequences for both the mother and
the baby are due to the complication of ovarian mass or mass
intervention. If an ovarian malignancy is present, there is a concurrent risk of cancer as well as its treatment and consequences.
In literature review, it is often difficult to determine whether the
detrimental effects are due to the adnexal mass, mass treatment,
or other unrelated issues (such as spontaneous abortion of foetus
with multiple anomaly in patients with ovarian mass). However, surgical intervention for benign adnexal mass in pregnancy
is correlated with the increase of preterm delivery risk and low
birth weight compare to that of patients not undergoing surgical
www.ommegaonline.org
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intervention[25]. Pain is the most common symptom in pregnant
patients with adnexal mass (26% in Struyk’s study)[26]. It ranges
from mild to severe (requires emergency laparotomy). The etiology of pain is usually due to torsion, although ovarian rupture
may also occur. Whitecar reported that almost half of the patient
with acute abdominal pain required emergency laparotomy for
ovarian mass and uterine leiomyoma[27]. The number of torsion
is relatively varied, starting from 1% to 22%[28,29]. Rupture occurred in smaller percentage, ranging from 0% to 9% [26,27,29].
Obstruction in delivery was also reported at 2% to17%[26,30].
Other more rare problems include haemorrhage and infection.
Struyk recorded the correlation between the size of tumour and
complication risks, which is 35% for tumour between 5 and 6
cm diameter, and 85% for larger tumour[26]. However, no author
reported high incidence of maternal complication. An American
observational study by Bernhard and Zanetta reported a lower
complication rate for torsion and obstruction of delivery[31,32].
Detrimental and poor foetal condition is the most
common catastrophic abdominal outcome of ovarian torsion or
rupture with abdominal surgery. In most cases, the correlation
between poor foetal outcome and adnexal mass is unclear. Elective surgical intervention is better performed during the second
trimester where the risk of foetal loss may be minimalized[33].
Whitecar found that poor pregnancy outcomes, including
preterm labour and foetal loss is even more rarely occur when
laparotomy is performed before 23 weeks gestational age (odds
ratio 0.15, P 0.005)[27].
Overall, the management of pregnant patients with a
malignant ovarian neoplasm is similar to what is recommended
in the nonpregnant state. The primary difference lies in considering adjustments in the surgical and/or chemotherapy treatment
to allow for foetal viability if the patient desires this. A decision
regarding sparing of the intrauterine pregnancy is based on gestational age. In the first trimester, sacrifice of the pregnancy may
be the best choice, because exposure to subsequent chemotherapy may be teratogenic. In the second and third trimesters, preservation of the pregnancy is generally recommended because
limited clinical experience has failed to demonstrate an adverse
foetal effect with chemotherapy given during the pregnancy. A
limited delay in the timing of definitive surgical resection or chemotherapy until after delivery is unlikely to result in a worse
prognosis unless the patient has obvious metastatic disease[34,35].
Uterine myoma is found among 2-4% of pregnant
women, with an increasing incidence due to the fact that more
women opting to delay having children[36,37]. One in ten women in this case will experience complication during labour, due
to uterine myoma. Most cases of uterine myoma in pregnancy
are asymptomatic and not requiring treatment, where 22-32%
of them will grow in size[38]. Large sized myoma or fibroid (>5
cm) tends to develop and enlarge during pregnancy and may
cause some issues including abortion, obstruction of delivery
passage, foetal malpresentation, symptoms of increased compression, pain due to red degeneration, premature labour, premature rupture of membranes, placental retention, postpartum
haemorrhage, and uterine torsion[38-40]. Katz et al. discovered the
fact that 10-30% women with uterine myoma during pregnancy
experience complications as mentioned above[40].
Pregnant women with uterine myoma have higher rates
of caesarean section, reaching as high as 37%, which were generally caused by obstruction of birth passage and malpresentaJ Gynecol Neonatal Biol

| Volume 1: Issue 2

Neonatal Outcome & Gynaecology Tumour

tion[37]. Caesarean myomectomy must be considered by an obstetrician if possible on the basis of preserving the uterus without
sacrificing its function and not to endanger a woman’s ability to
bear another child; this achievement is a more expected achievement in myomectomy than hysterectomy.
Exacoustos and Rosati conducted a case series study in
9 patients undergoing caesarean myomectomy. Three of the patients experienced complication of massive bleeding, necessitating hysterectomy on those patients. Therefore, the authors recommended a cautious approach in deciding to perform caesarean
myomectomy[38]. On the other hand, some authors reported high
incidence of postpartum haemorrhage and puerperal sepsis when
uterine myoma was not removed during caesarean section[40]. In
addition to that, immediately after delivery, the uterus will be
more easy to adapt physiologically to control bleeding compared
with other phases in a woman’s life; thus, caesarean myomectomy may be a logical option.
Until today, the removal of uterine myoma during caesarean section is still regarded as a therapeutic dilemma. In the
past, myomectomy during caesarean section was less favoured
due to the risk of uncontrollable bleeding, with an exception for
cases of pedunculated myoma[41] Latest studies have discussed
the techniques that may minimize blood loss in caesarean
myomectomy, among them are: insertion of tourniquet during
myomectomy, bilateral ligation of the uterine artery, and electrocauterization[42-44]. Some authors have proven that caesarean
myomectomy performed in certain patients by an experienced
hand is a safe and effective procedure[42,45].
To reduce haemorrhage in caesarean myomectomy,
some operators insert a tourniquet around the uterus by bilaterally puncturing the ligamentum latum uterine on the level of internal cervix and by inserting a foley catheter or red rubber catheter through the hole and then tighten the catheter using a clamp
to constrict the uterine vessels. The use of tourniquet combined
with clamping the vessels, with clamps generally placed on the
infundibulopelvicum ligament. Intravenous oxytocin drip is
generally administered after the enucleation of myoma (some
operators also preferred to administer intravenous drip during
myomectomy). The suture on the basis of uterine myoma generally used two-layered interrupted suture (single interuptus) and
baseball suture is used on pars serosa as the third layer[46,47].
Kaymak et al. compared 40 patients of uterine myoma
who had undergone caesarean myomectomy with 80 patients
who had undergone only caesarean section without myomectomy. The average size of uterine myoma removed in the intervention group is 8.1cm and 5.7 cm in the control group. The author
did not find any significant differences in terms of haemorrhage
(12.5% in caesarean myomectomy group and 11.3% in the control group), post-operative fever, or the frequency of blood transfusion. From the result of those studies, we can conclude that
myomectomy during caesarean section is not always dangerous
and its complications may be prevented when the procedure is
performed by an experienced obstetrician[34].
Ortac et al. reported 22 cases of myomectomy during
caesarean section on the indication of large sized uterine myoma
(>5 cm), in which the myomectomy was performed to minimize
postoperative sepsis. In another study by Burton et al. on 13
cases of myomectomy during caesarean section, the author only
found 1 case of intraoperative haemorrhage and concluded that
this procedure is safe for the patients[48].
Wantania, J.J., et al.

A large retrospective case control study by Li Hui et
al. investigated the effectiveness, safety, complications and
outcome of myomectomy during caesarean section on Chinese
women with uterine myoma in pregnancy. One thousand two
hundred and forty two pregnant women undergoing myomectomy during caesarean section assigned to the intervention group
were compared with 3 control groups, including: 200 pregnant
women without uterine myoma (Group A), 145 pregnant women
with uterine myoma undergoing only caesarean section (Group
B), and 51 pregnant women undergoing hysterectomy during
caesarean section (Group C). There were no significant differences between both groups in terms of haemoglobin level, frequency of haemorrhage, postoperative fever, or length of stay in
the hospital. This findings strengthen the fact that myomectomy
during caesarean section is an effective and safe procedure with
no significant complications[49].
This fact is further strengthened by a case series study
conducted by Hassiakos et al. They compared 47 pregnant
women with uterine myoma undergoing caesarean myomectomy with 94 pregnant women with uterine myoma undergoing
only caesarean section. The study found a prolonged duration of
surgery in the caesarean myomectomy, with an average prolongation of 15minutes. No patient had to undergo hysterectomy,
experienced postpartum complications or required blood transfusion in this study. Length of stay in the hospital is not significantly different between these two groups[50]. Therefore, the author generally recommended caesarean myomectomy. Yuddandi
et al. reported a removal of 33.3 x 28.8 x 15.6 cm uterine myoma
during caesarean section with the amount of loss blood of 1.860
ml, which required blood transfusion[51].
Some author also recommended types of uterine myoma best treated with caesarean myomectomy. Roman and Tabsh
recommended that intramural myoma located in the fundus must
be avoided[52]. Hassiakos et al. concluded that intramural myoma located in fundus, uterine myoma located in the proximal
fallopian tube and uterine myoma located in the cornu must be
avoided[53].
For general cases of gynaecological tumour in pregnancy, whether in the form of uterine myoma or ovarian cyst, both
the mother and the baby must undergo a standard antenatal care.
Problems relating to pregnancy must be treated according to the
obstetric standard procedures to achieve a maximum outcome
both for the mother and the baby. In obstetric management, especially in women diagnosed with gynaecological tumour in
pregnancy, physicians often pay attention to risks on foetal management. Although precautions and attention to the safety of the
foetus is very much noted, delaying the effective gynaecological
management for the mother is in violation of an important rule
of medical ethics: beneficence and non-maleficence.
There is no doubt that pregnancy will not worsen the
prognosis of gynaecological tumour during pregnancy. Therefore, all the treatments may be performed during pregnancy.
Surgery may generally be performed on both the mother and the
baby indication, although the risks are dependant of the procedures. The foetal outcomes itself are dependant of the complications of gynaecological tumour in pregnancy. Increased risk of
abortion may occur if the procedure is performed in the first trimester; those risks include malformation or problems in neural
development. The risks in the second and third semester include
the possibility of foetal death or premature labour. Attention
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must be given mainly to reduce unfavourable risks for the foetus
and neonate due to the surgical procedure[54].
Overall, surgical intervention for all ovarian tumours
is better performed in early second trimester, whereas fibroid is
better managed before or after pregnancy, although the definitive
and commonest treatment modality is still hysterectomy. When
myomectomy could be safely done during caesarean deliveries,
this could prevent the added morbidity of a separate procedure
(laparotomy to remove fibroids, anaesthesia, and its possible
complications) in the future, justifying the cost effectiveness of
the approach.
In these two cases of large ovarian cyst and large uterine
myoma found on term pregnancies, both of them caused foetal
malpresentation. In the case of ovarian cyst, a decompression to
the cyst was performed before caesarean section. Caesarean section was performed after, followed by left salphingooophorectomy. Whereas in the case of uterine myoma, the caesarean section
was followed by myomectomy. The high rate of caesarean section due to malpresentation and the risk of birth passage obstruction was proven in large gynaecological tumours in pregnancy.
Surgical intervention for large ovarian tumour during pregnancy
will be very helpful and may reduce caesarean section rate due
to malpresentation or obstruction in similar cases.
There were no significant morbidities found in both the
mother and the baby in the end of pregnancy. In the third day, the
mother and the baby are discharged. Followed on the mother and
the baby was performed until four months after the surgery, and
no anomaly was found.

Conclusion
The management of gynaecological tumour in pregnancy usually consists of conservative treatment with regular monitoring with ultrasound. In identifying, a thorough evaluation is
required. Factors such as sonography characteristics, size and
location may help in determining the need for surgery. The origin of gynaecological tumour must be investigated meticulously
and malignancy must be ruled out. Explanation must be provided to the patient regarding the risks and benefits of surgery and
observations. Early diagnosis and timely intervention is the key
to achieve the best possible outcomes for both the mother and
the baby.
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