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In most cases, ovarian cysts disappear in a few months without the need for treatment.Whether treatment is needed will depend on:its size and appearancewhether you have any symptomswhether you've had the menopause - if you are postmenopausal there is a slightly higher risk of ovarian cancer In most cases, a policy of "watchful waiting" is
recommended.This means you will not receive immediate treatment, but you may have an ultrasound scan a few weeks or months later to check if the cyst has gone.If you have been through the menopause you may be advised to have ultrasound scans and blood tests every 4 months for a year, as you will have a slightly higher risk of ovarian cancer.If
the scans show that the cyst has disappeared, further tests and treatment are not usually necessary. Surgery may be recommended if the cyst is still there. Large or persistent ovarian cysts, or cysts that are causing symptoms, usually need to be surgically removed.Surgery is also normally recommended if there are concerns that the cyst could be
cancerous or could become cancerous.There are 2 types of surgery used to remove ovarian cysts:a laparoscopya laparotomyThese are usually carried out under general anaesthetic.LaparoscopyMost cysts can be removed using laparoscopy. This is a type of keyhole surgery where small cuts are made in your tummy and gas is blown into the pelvis to
allow the surgeon to access your ovaries.A laparoscope (a small, tube-shaped microscope with a light on the end) is passed into your abdomen so the surgeon can see your internal organs. The surgeon then removes the cyst through the small cuts in your skin.After the cyst has been removed, the cuts will be closed using dissolvable stitches.A
laparoscopy is preferred because it causes less pain and has a quicker recovery time. Most people are able to go home on the same day or the following day.LaparotomyIf your cyst is particularly large, or there's a chance it could be cancerous, a laparotomy may be recommended.During a laparotomy, a single, larger cut is made in your tummy to give
the surgeon better access to the cyst.The whole cyst and ovary may be removed and sent to a laboratory to check whether it's cancerous. Stitches or staples will be used to close the incision.You may need to stay in hospital for a few days after the procedure. The time it takes to recover from surgery is different for everyone. After the ovarian cyst has
been removed, you'll feel pain in your tummy, although this should improve in a few days.After a laparoscopy or a laparotomy, it may take as long as 12 weeks before you can resume normal activities.If the cyst is sent off for testing, the results should come back in a few weeks and your consultant will discuss with you whether you need any further
treatment.Contact a GP if you notice the following symptoms during your recovery:heavy bleedingsevere pain or swelling in your abdomena high temperature (fever)dark or smelly vaginal dischargeThese symptoms may indicate an infection. If you have not been through the menopause, your surgeon will try to preserve as much of your reproductive
system as they can. It's often possible to just remove the cyst and leave both ovaries intact, which means your fertility should be unaffected.If 1 of your ovaries needs to be removed, the remaining ovary will still release hormones and eggs as usual. Your fertility should not be affected, although you may find it slightly harder to get
pregnant.Occasionally, it may be necessary to remove both ovaries, even if you have not been through the menopause. This triggers an early menopause and means you no longer produce any eggs.However, it may still be possible to have a baby by having a donated egg implanted into your womb. This will need to be discussed with specialists at a
centre that specialises in assisted reproduction techniques.If you have been through the menopause, both ovaries may be removed because they no longer produce eggs.Make sure you discuss your fertility concerns with your surgeon before your operation. If your test results show that your cyst is cancerous, both of your ovaries, your womb (uterus)
and some of the surrounding tissue may need to be removed.This would trigger an early menopause and mean that you're no longer be able to get pregnant.Read more about treating ovarian cancerTreating conditions that cause ovarian cystsIf you have been diagnosed with a condition that can cause ovarian cysts, such as endometriosis or polycystic
ovary syndrome (PCOS), your treatment may be different.For example, endometriosis may be treated with painkillers, hormone medication, and/or surgery to remove or destroy areas of endometriosis tissue.Read more about treating endometriosis and treating PCOS. Page last reviewed: 21 June 2023 Next review due: 21 June 2026 Ovarian torsion is
a clinical emergency and requires rapid diagnosis and intervention to save ovarian function. It is most commonly seen in women of reproductive age (20-40) but can occur in pregnancy and post menopausal women.Presentation:Women may present with symptoms to A+E, directly to Gynaecology or via referral from other specialties ie. General
Surgery.Ovarian torsion usually presents with abdominal / pelvic pain, nausea and vomiting, although symptoms may be non-specific. Pain often radiates to the loin or thigh. History taking may reveal similar episodic symptoms in the preceding months (representing the ovarian cyst torting and untorting).In premenopausal patients, consider chronic
symptoms of endometriosis which may be suggestive of endometrioma torsion (although this is uncommon due to pelvic adhesions).Fibroid degeneration rarely causes pain outside pregnancy, but torsion of pedunculated fibroids should be considered in women with known fibroids.Other differential diagnoses include PID, ovarian cyst haemorrhage,
appendicitis and renal colic. Women with suspected ovarian torsion should be admitted to Acute Gynaecology for analgesia and investigation. IV access should be secured. Women should be kept ‘nil by mouth’ during investigations pending possible surgical management.Registrars should be called to assess a patient promptly if ovarian torsion is
suspected. Early Consultant involvement in recommended.Examination:A full abdominal and pelvic examination including bimanual examination and speculum examination with high vaginal swabs (and STI screening in sexually active patients) should be performed.Symptoms may be accompanied by pyrexia, tachycardia and abdominal rebound /
guarding. On examination a palpable mass may be present. Cervical motion tenderness is common.Investigations:Blood tests: Full blood count, U+E’s, LFT’s, CRP.Note - WCC and CRP are only raised in 50% of women presenting with ovarian torsion.Urine dip including urinary HCGUrgent transvaginal / transabdominal ultrasound scan with doppler -
Note, management should not be delayed due to lack of out of hours scanning availability. Where ovarian torsion is suspected, the On-Call consultant should be contacted directly to perform a bedside ultrasound scan.A normal ultrasound scan does not exclude all possible adnexal torsion, and decision to operate may be based on clinical grounds if
symptoms are severe. CT or MRI may be useful in diagnosing adnexal torsion.Management:Definitive management of ovarian torsion is surgical, usually involving oophorectomy / salpingo-oophorectomy.Surgical management of acute ovarian torsion should not be delayed and should be performed on CEPOD surgical list in the next appropriate
space.Intraoperative appearances of torsion do not correlate well with likelihood of ovarian recovery. The likelihood of preserving ovarian function with conservative management decreases over time. Greater than 48 hours since onset of symptoms is associated with poor outcomes for ovarian function.Laparoscopic approaches reduce admission time,
post operative pain and risk of adhesions in long term recovery. This guideline has been produced to provide information, based on clinical evidence, to assist clinicians with the initial assessment and appropriate management of suspected ovarian masses in the premenopausal woman. It aims to clarify when ovarian masses can be managed within a
‘benign’ gynaecological service and when referral into a gynaecological oncology service should occur. The ongoing management of borderline ovarian tumours is outside the remit of this guideline. The laparoscopic management of highly suspicious or known ovarian malignancies is also outside the scope of this guideline. In addition, the guideline
does not specifically address the acute presentation of ovarian cysts or the management of ovarian cysts in pregnant women. This guideline should be read in conjunction with Green-top Guideline No. 24, The Investigation and Management of Endometriosis. The diagnosis of ovarian cysts has been addressed in the National Institute for Health and
Care Excellence (NICE) clinical guidelines on the recognition and initial management of ovarian cancer. The American College of Obstetricians and Gynecologists and the Society of Obstetricians and Gynecologists of Canada have also produced guidelines for the management of women with an ovarian mass (see section 5.3 of the RCOG guideline).
COVID disclaimer This guideline was developed as part of the regular programme of Green-top Guidelines, as outlined in our document Developing a Green-top Guideline: Guidance for developers (PDF), and prior to the emergence of COVID-19. Version history This is the first edition of this guideline; the second edition of this guideline is currently in
development. Developer declaration of interests Available on request. Ovarian cysts are diagnosed with increasing frequency in postmenopausal women as more patients are undergoing imaging in connection with medical care. An ovarian cyst inevitably raises the question of its relevance to the woman’s symptoms and concerns for the possibility of
ovarian cancer. The understandable fear of malignancy has driven many patients and their care providers to pursue further testing and surgical investigation. This guideline aims to clarify when ovarian masses can be managed within a general gynaecological service or when referral to a specialist gynaecological oncology service is appropriate. This
should help in determining whether surgical or expectant management is more appropriate, and help to avoid unnecessary surgery or invasive or costly testing in the vast majority of patients in whom simple cysts are benign. A useful clinical algorithm for the management of postmenopausal women with ovarian cysts can be found on page 6 of this
guideline. The management of confirmed ovarian malignancy is outside the remit of this guideline. Further information can be sought from the National Institute for Health and Care Excellence and the Scottish Intercollegiate Guidelines Network. COVID disclaimer This guideline developed as part of the regular programme of Green-top Guidelines, as
outlined in our document Developing a Green-top Guideline: Guidance for developers (PDF), and prior to the emergence of COVID-19. Version history This is the third edition of this guideline; the fourth edition of this guideline is currently in development. Developer declaration of interests Dr MK Mehasseb: Dr Mehasseb has received payment for
lectures at the University of Leicester for the RCOG Membership examination, and is a member of the Advisory Board for Ethicon Endo-Surgery. Dr NA Siddiqui: None declared. Dr F Bryden: None declared. Ovarian cysts are fluid-filled structures that may be simple or complex. They are common findings usually discovered incidentally on physical
examination or imaging. Ovarian cysts can cause complications, including rupture, hemorrhage, and torsion, which are considered gynecological emergencies. Therefore, it is essential to promptly diagnose and treat them to avoid high morbidity and mortality. This article reviews the evaluation, treatment, and complications of ovarian cysts and
highlights the role of the interprofessional team in evaluating and treating patients with this condition. Objectives: Describe the pathophysiology of the different types of ovarian cysts.Outline the typical presentation and most common physical exam findings for patients presenting with ovarian cysts.Review the criteria for conservative versus surgical
management of ovarian cysts.Explain the importance of collaboration and highlight the interprofessional team's role in evaluating and treating patients affected by life-threatening complications of ovarian cysts. Access free multiple choice questions on this topic. The adnexa is a set of structures adjacent to the uterus, consisting of the ovaries and
fallopian tubes. Even though the fallopian tubes are one of the major adnexal structures, this article will focus on the ovaries and the different types of cysts that can form within the ovary. The ovaries are suspended laterally to the uterus via the utero-ovarian ligament, covered by the mesovarium, which is one of the three components of the broad
ligament, and connected to the pelvic sidewall via the infundibulopelvic ligament, which is also known as the suspensory ligament of the ovary. The blood supply to the ovaries comes directly from the ovarian artery, a direct branch of the aorta. The venous drainage is unique as the right ovarian vein drains directly into the inferior vena cava, whereas
the left renal vein drains the left ovarian vein. In premenopausal women, the ovaries produce numerous follicles a month, with one dominant follicle maturing and undergoing ovulation.As a result of ovulation, a fluid-filled sac known as an ovarian cyst can form on one or both ovaries. Adnexal masses or ovarian cysts are not uncommon, with 20% of
women developing at least one pelvic mass in their lifetime. Various subcategories have characterized more than thirty types of ovarian masses, and management is determined by the characteristics of the lesion, the age of the patient, and the risk factors for malignancy. In women of reproductive age, most ovarian cysts are functional and benign and
do not require surgical intervention. However, ovarian cysts can lead to complications such as pelvic pain, cyst rupture, blood loss, and ovarian torsion that require prompt management.[1]The etiology of ovarian cysts or adnexal masses ranges from physiologically normal (follicular or luteal cysts) to ovarian malignancy.[2] Ovarian cysts can occur at
any age but are more common in reproductive years and increase in menarchal females due to endogenous hormone production.[3] Simple cysts are the most likely to occur in all age groups, and mixed cystic and solid and completely solid ovarian lesions have a higher rate of malignancy than simple cysts. Although most ovarian cysts are benign, age
is the most important independent risk factor, and post-menopausal women with any type of cyst should have proper follow-up and treatment due to a higher risk for malignancy.[4][5]Risk factors for ovarian cyst formation includelnfertility treatment- Patients treated with gonadotropins or other ovulation induction agents may develop cysts as part of
ovarian hyperstimulation syndrome.[2]Pregnancy- In pregnancy, ovarian cysts may form in the second trimester when hCG levels peak.[6]Maternal gonadotropins- The transplacental effects of maternal gonadotropins may lead to the development of fetal ovarian cysts.[8]Tubal ligation- Functional cysts have been associated with tubal ligation
sterilizations.[10]The actual prevalence of ovarian cysts is unknown, as many patients are believed to be asymptomatic and undiagnosed, and the prevalence depends on the population studied. Approximately 4% of women will be admitted to the hospital for ovarian cysts by age 65. In a random sample of 335 asymptomatic 24 to 40-year-old women,
the prevalence of an adnexal lesion was 7.8%.[11] Another study that examined ovarian cysts in postmenopausal women showed a prevalence of 2.5% for a simple unilocular adnexal cyst.[12] In a survey of 33,739 premenopausal and postmenopausal women, 46.7% had an adnexal cyst on transvaginal ultrasound, with 63.2% showing resolution of the
abnormality on subsequent ultrasounds.[13][14]In postmenopausal women, 18% can develop one or more Graffian follicles, which appear as cysts on imaging.[11][15][16] Most of these cysts are benign. Mature cystic teratomas or dermoids represent more than 10% of all ovarian neoplasms. Ovarian cysts are the most common tumor in infants and
fetuses, with more than 30% prevalence.[17] In the United States, ovarian carcinomas are diagnosed in more than 21000 women annually, causing 14,600 deaths.During the normal menstrual cycle, the follicular phase is characterized by increasing follicle-stimulating hormone (FSH) production. That leads to the selection of dominant follicles for
priming to release from the ovary. In a normal functioning ovary, estrogen production from the dominant follicle leads to a luteinizing hormone surge (LH), resulting in ovulation. After ovulation, follicular remnants form a corpus luteum, which produces progesterone. This inhibits FSH and LH production. If pregnancy does not occur, the progesterone
declines, FSH and LH rise, and the next cycle begins. Functional Cysts Follicular and Corpus Luteal Cysts Follicular and corpus luteal cysts are considered functional or physiologic cysts, and both occur during the normal menstrual cycle. Follicular cysts arise when follicles fail to rupture during ovulation and can appear smooth, thin-walled, and
unilocular. In the follicular phase, follicular cysts may form because of a lack of physiological release of the ovum due to excessive FSH stimulation or the absence of the usual LH surge at mid-cycle just before ovulation. These cysts continue to grow because of hormonal stimulation. Follicular cysts are usually larger than 2.5 cm in diameter.
Granulosa cells lead to excess estradiol production, which in turn leads to decreased frequency of menstruation.Without pregnancy, the life span of the corpus luteum is 14 days. If the egg is fertilized, the corpus luteum continues to secrete progesterone until its dissolution at 14 weeks, when the cysts undergo central hemorrhage. If the dissolution of
the corpus luteum does not occur, it may result in a corpus luteal cyst, which usually grows to 3cm. Corpus luteal cysts can appear complex or simple, thick-walled, or contain internal debris. Corpus luteum cysts are always present during pregnancy and usually resolve by the end of the first trimester. Both follicular and corpus luteal cysts can turn
into hemorrhagic cysts. They are generally asymptomatic and spontaneously resolve without treatment.[18] Theca Lutein Cysts Theca lutein cysts are luteinized follicle cysts that form as a result of overstimulation in elevated human chorionic gonadotropin (hCG) levels. They can occur in pregnant women, women with gestational trophoblastic
disease, multiple gestation, and ovarian hyperstimulation. Polycystic ovary syndrome Polycystic ovary syndrome is a disorder affecting 5 to 10% of women of reproductive age and is one of the primary causes of infertility. It is associated with diabetes mellitus and cardiovascular disease most of the time. Polycystic ovary syndrome (PCOS) appears as
enlarged ovaries with multiple small follicular cysts. The ovaries appear enlarged due to excess androgen hormones in the body, which cause the ovaries to form cysts and increase in size.[19] Neoplastic Cysts These cysts arise from the inappropriate overgrowth of cells within the ovary and may be malignant or benign. They may arise from the
surface epithelium, and the benign lesions include serous and mucinous tumors. Other cystic lesions can include stromal or germ cell elements. Stromal masses are more often solid. Germ cell tumors are more often complex. Malignant cysts arise from all ovarian subtypes. These most frequently arise from the surface epithelium and are partially
cystic. Epithelial malignancies include serous carcinoma, mucinous carcinoma, endometrioid carcinoma, clear cell carcinoma, and malignant Brenner tumors. Malignant germ cell tumors include immature teratoma, endodermal sinus tumors, embryonal carcinoma, and polyembryoma. Dermoid cysts or mature cystic teratomas contain elements from
all three differentiated germ layers (ectodermal, mesodermal, and endodermal) and appear complex but can have a variety of appearances due to the tissue they contain. Struma ovarii is a specialized teratoma that consists predominately of mature thyroid tissue and is present in approximately 5% of ovarian teratomas. Although mostly benign,
dermoid cysts can undergo a malignant transformation in 1 to 2% of cases.[20][21]Endometriosis is the presence of endometrial glands and stroma at extrauterine sites, with the ovary being one of the most common sites. Endometriomas (common in endometriosis) arise from ectopic growth of endometrial tissue and are often referred to as chocolate
cysts because they contain dark, thick, gelatinous aged blood products. They appear as a complex mass on ultrasound and are described as having “ground glass” internal echoes. Endometriomas can be classified into two types. Type I consists of small primary endometriomas that develop from surface endometrial implants. Type II arises from
functional cysts that have been invaded by ovarian endometriosis or type I endometriomas. Although the overall risk of malignant transformation is low, endometriomas increase this risk in women with endometriosis.[22][23][24]Although the majority of ovarian cysts are incidental findings on physical exam or at the time of pelvic imaging, a detailed
medical history with particular attention placed on gynecological history, family history, and physical examination should still be performed at each visit. Ovarian cysts can be symptomatic or asymptomatic. Symptoms that women may experience include unilateral pain or pressure in the lower abdomen. Pain may be intermittent or constant and
characterized as sharp or dull. If an ovarian cyst ruptures or ovarian torsion is present, the patient may experience a sudden onset of acute severe pain, possibly associated with nausea and vomiting. The menstrual cycle can become irregular, and abnormal vaginal bleed may occur.[25]On physical examination, palpation of the ovaries on the bimanual
exam should help determine location, shape (regular or irregular), size, consistency, level of tenderness, and mobility. The ovaries can be difficult to palpate depending on the patient’s body habitus, provider experience, and pelvic anatomy; therefore, the pelvic examination has limited ability to diagnose ovarian cysts.[5]When an ovarian mass is
suspected, the provider should first determine whether the patient is pre or postmenopausal. If the former is true, the first step is to perform a serum beta hCG or urine pregnancy test. Once pregnancy is ruled out, imaging should be done for further evaluation. A complete blood count should focus on the hematocrit and hemoglobin levels to evaluate
for anemia caused by acute bleeding. Urinalysis should be obtained to rule out urinary tract infections and kidney stones. Endocervical swabs should be collected to assess for pelvic inflammatory disease. Cancer antigen 125 (CA125) is a protein present on the cell membrane of healthy ovarian tissues and ovarian carcinomas. A blood level of less than
35U/ml is taken as normal. CA125 values are raised in 85% of patients with epithelial ovarian cancer, while it is raised in 50% of patients with stage I cancer confined to the ovary. The finding of an elevated CA 125 level is most useful when combined with an ultrasound while evaluating a postmenopausal woman with an ovarian cyst.[11][15]Due to
the proximity of the transvaginal probe to the ovaries, the most common imaging modality used for an initial evaluation is transvaginal ultrasonography. It is the imaging of choice when attempting to differentiate between benign or malignant mass. Abdominal ultrasonography can be used in conjunction if pelvic anatomy is distorted due to previous
surgeries. Ultrasound evaluates for laterality, size, the composition of the mass (cystic, solid, or mixed, septations, papillary excrescences, mural nodules), presence of pelvic free fluid, and assessment of blood flow and vascularity via color doppler. Ultrasound findings consistent with benign cysts in any age group are thin, smooth walls, an absence of
septations, solid components, and internal flow on color doppler.An important concern for patients with pain and adnexal mass is the possibility of torsion, which can lead to necrosis and loss of the ovary. It is important to note that the presence of blood flow on the doppler exam cannot rule out adnexal torsion. This is evident in a case-control study
performed with 55 confirmed cases, and 48 controls showed normal doppler flow in 27% of left ovarian torsion cases and 61% of right ovarian torsion cases. The persistence of normal Doppler flow in suspected torsion can be due to intermittent torsion or to the double blood supply of the ovary.[26] Cyst size greater than 10 cm, complex multilocular
mass, papillary excrescences or solid components, irregularity, thick septations, evidence of ascites, and increased vascularity on color doppler should raise suspicion for malignancy and requires further evaluation.[5] Additional imaging studies like magnetic resonance imaging or computed tomography can be performed but are not recommended as
part of the initial evaluation. Gynecologic oncology consultation should be considered in these cases.[27][28][29]There are several different treatment options available, but ultimately management depends on the patient's age, menopausal status, the size of the cyst, and whether the cyst has characteristics suspicious of malignancy. Unilocular cysts
less than 10 cm are usually benign regardless of patient age; therefore, if the patient is asymptomatic, she can be monitored conservatively with serial transvaginal ultrasound since the majority of cysts resolve spontaneously without intervention. If a cyst does not resolve after several menstrual cycles, it is unlikely to be a functional cyst, and further
workup is indicated.[30]Fetal ovarian cysts are caused by hormonal stimulation. Also, an association between fetal ovarian cysts and maternal diabetes and fetal hypothyroidism has been found. Most fetal ovarian cysts are usually small and involute during the first few months of life and are of no significance. These cysts are diagnosed in the third
trimester of pregnancy, and most tend to resolve at 2 to 10 weeks postnatally.[8]Most pregnancy-associated cysts, both corpus luteal and follicular, resolve spontaneously by 14 to 16 weeks of gestation, allowing conservative management.[31] The resolution of cysts is less likely when larger than 5cm or with complex morphology. Simple cysts smaller
than 6 cm have only less than 1% risk of malignancy.[32]In women of all ages, endometriomas should have followed up sonograms 6 to 12 weeks after initial imaging, then yearly until surgically removed. Dermoid cysts should also have a yearly follow-up with ultrasound until surgical removal. Surgical indications include suspected ovarian torsion,
persistent adnexal mass, acute abdominal pain, and suspected malignancy. Surgery in pre-menopausal women prioritizes fertility preservation, and every attempt is made to remove minimal ovarian tissue. Pregnant patients can have cysts that may require surgical management. Although laparoscopy is safe in all trimesters of pregnancy, ideally, it is
recommended to perform surgery in the second trimester.[33]The ovarian cyst has a broad range of differential diagnoses, broadly classified into gynecological and nongynaecological subcategories. Gynecological Benign: Functional cyst, endometrioma, tubo-ovarian abscess, mature teratoma, serous cystadenoma, mucinous cystadenoma, para tubal
cyst, hydrosalpinx, leiomyomasMalignant: Epithelial carcinoma, germ cell tumor, sex cord or stromal tumor, metastatic cancerPelvic inflammatory diseaseEctopic pregnancy Nongynecological AppendicitisDiverticulitisPelvic kidneyGastrointestinal cancerUTINephrolithiasisPsoas abscessMost ovarian cysts are found incidentally, are asymptomatic, and
tend to be benign with spontaneous resolution leading to an overall favorable prognosis. Overall, 70% to 80% of follicular cysts resolve spontaneously. The potential of benign ovarian cystadenoma to become malignant has been postulated but remains unproven. Less aggressive tumors of low malignant potential run a benign course. The overall
survival in these cases is 86.2% at five years.[31] Malignant change can occur in a few cases of dermoid cysts (associated with extremely poor prognosis) and endometriosis. If an ovarian cyst is suspected to be malignant, the prognosis is usually poor since ovarian cancer tends to be diagnosed in the advanced stages.There are three classic
complications of ovarian cysts that commonly present to the emergency department:The fifth most common gynecological emergency is ovarian torsion, defined as the complete or partial twisting of the ovarian vessels resulting in obstruction of blood flow to the ovary. The diagnosis is made clinically with the assistance of a history and physical
examination, bloodwork, and imaging and is confirmed by diagnostic laparoscopy. The latest evidence supports a conservative approach during diagnostic laparoscopy, and detorsion of the ovary with or without cystectomy is recommended to preserve fertility. Ovarian cysts can also rupture or hemorrhage, with most of these being physiological. Most
cases are uncomplicated with mild to moderate symptoms, and those with stable vital signs can be managed expectantly. Occasionally, this can be complicated by significant blood loss resulting in hemodynamic instability requiring admission to the hospital, surgical evacuation, and blood transfusion.[11]When a patient needs surgical management,
laparoscopy or laparotomy can be performed, and both have significant advantages and disadvantages. Laparotomy is usually preferred when the patient is hemodynamically unstable since it allows for faster entry and direct visualization of the involved structure but results in larger incisions and increased duration of post-op pain, hospital stay, and
recovery time. Laparoscopies are more lengthy procedures with smaller incisions with less risk of infection and blood loss when compared to laparotomies. However, the longer time spent in surgery leads to increased exposure to general anesthesia and increases the risk of damage to internal organs and blood vessels. When laparoscopy is
performed, the hemodynamically stable patient is usually discharged home on the same day of surgery with typical post-surgical precautions and proper follow-up scheduled.The management of patients with the ovarian cyst is multidisciplinary, and teamwork is necessary between the following specialties:Obstetrician/gynecologistinfertility and
reproductive endocrinologistsGynecologic oncologistGeneral surgeonRadiologistPathologistPatients at high risk for ovarian malignancy should have their case reviewed with a gynecologic oncologist for further assessment and determination of optimal surgical management. Specific guidelines can help gynecologists differentiate when to refer
patients with an adnexal mass. Typically, postmenopausal women with an elevated CA-125 or premenopausal women with significantly high CA-125, ultrasound characteristics suspicious for malignancy, nodular or fixed pelvic mass, ascites, evidence, or abdominal or distant metastasis should be referred to gynecologic oncology. Ultrasound findings
that are suspicious for malignancy include cysts larger than 10 cm, irregularity of cyst, high color Doppler flow, papillary or solid components, and presence of ascites.[5]Ovarian cysts are fluid-filled sacs that can present within the ovary and are most commonly benign functional cysts that regress spontaneously. They are commonly found incidentally
on examination or imaging. In certain instances, they may become so enlarged that the increased weight may cause the ovary to rotate on itself, cutting off the blood supply and resulting in a gynecologic emergency known as ovarian torsion, which requires surgical management.Ovarian cysts can also rupture and cause life-threatening hemorrhage.
Large cysts should be removed to prevent complications. If one may experience a sudden onset of unilateral moderate to severe sharp lower abdominal pain, associated with or without nausea and vomiting and strenuous activity such as sexual intercourse or exercise, prompt evaluation is mandatory.Although ovarian cysts are mostly benign and
resolve spontaneously, they can sometimes lead to complications such as rupture, hemorrhage, and torsion that require urgent medical or surgical treatment. The evaluation aims to determine the most likely etiology of the patient's symptoms whenever an ovarian cyst is present. Acute lower abdominal pain is a common presentation to the emergency
room and can be associated with various generalized symptoms. The differential diagnosis is broad, and it can be challenging to determine the exact cause without proper imaging studies. Transvaginal ultrasound is the recommended first-line imaging modality for a suspected or incidentally identified pelvic mass. [Level 1]Findings that raise the level
of suspicion for malignancy include cyst size of more than 10 cm, presence of ascites, papillary excrescences or solid components, irregularity, and high color doppler flow. [level 1]. Surgical intervention for mature ovarian teratomas or endometriomas is warranted in the masses are large, symptomatic, and growing in size on serial imaging studies or
if malignancy is suspected. If, however, expectant management is employed, follow-up surveillance is warranted.[28][29] [Level 2]JAs mentioned above, proper diagnosis and management of ovarian cysts require an interprofessional healthcare team that includes physicians (MDs and DOs), specialists, mid-level practitioners (NPs and PAs), and nurses,
all sharing patient information and keeping the rest of them informed regarding status changes, new developments, and therapeutic improvement or failure. The interprofessional paradigm will result in better patient outcomes with fewer adverse events. [Level 5]Review QuestionsOvarian follicles, oocytes and a small primary follicle in development.
Contributed by Fabiola Farci, MD Ovarian follicle in maturation, cystic mature follicle. Contributed by Fabiola Farci, MD Cystadenofibroma of the ovary Contributed by Fabiola Farci, MD Dermoid cyst of the ovary. Ovarian teratoma, mature teratoma with epidermic and and dermic appendages, pilar structures and hairs. Contributed by Fabiola Farci,
MD Dermoid cystic teratoma of the ovary. Contributed by Fabiola Farci, MD 1.Terzic M, Aimagambetova G, Norton M, Della Corte L, Marin-Buck A, Lisén JF, Amer-Cuenca JJ, Zito G, Garzon S, Caruso S, Rapisarda AMC, Cianci A. Scoring systems for the evaluation of adnexal masses nature: current knowledge and clinical applications. ] Obstet
Gynaecol. 2021 Apr;41(3):340-347. [PubMed: 32347750]2.Pakhomov SP, Orlova VS, Verzilina IN, Sukhih NV, Nagorniy AV, Matrosova AV. Risk Factors and Methods for Predicting Ovarian Hyperstimulation Syndrome (OHSS) in the in vitro Fertilization. Arch Razi Inst. 2021 Nov;76(5):1461-1468. [PMC free article: PMC8934082] [PubMed:
35355759]3.Lee S, Kim YH, Kim SC, Joo JK, Seo DS, Kim KH, Lee KS. The effect of tamoxifen therapy on the endometrium and ovarian cyst formation in patients with breast cancer. Obstet Gynecol Sci. 2018 Sep;61(5):615-620. [PMC free article: PMC6137019] [PubMed: 30254998]4.Kelleher CM, Goldstein AM. Adnexal masses in children and
adolescents. Clin Obstet Gynecol. 2015 Mar;58(1):76-92. [PubMed: 25551698]5.American College of Obstetricians and Gynecologists’ Committee on Practice Bulletins—Gynecology. Practice Bulletin No. 174: Evaluation and Management of Adnexal Masses. Obstet Gynecol. 2016 Nov;128(5):e210-e226. [PubMed: 27776072]6.Stany MP, Hamilton CA.
Benign disorders of the ovary. Obstet Gynecol Clin North Am. 2008 Jun;35(2):271-84, ix. [PubMed: 18486841]7.Tresa A, Rema P, Suchetha S, Dinesh D, Sivaranjith J, Nath AG. Hypothyroidism Presenting as Ovarian Cysts-a Case Series. Indian ] Surg Oncol. 2021 Dec;12(Suppl 2):343-347. [PMC free article: PMC8716654] [PubMed: 35035167]8.Heling
KS, Chaoui R, Kirchmair F, Stadie S, Bollmann R. Fetal ovarian cysts: prenatal diagnosis, management and postnatal outcome. Ultrasound Obstet Gynecol. 2002 Jul;20(1):47-50. [PubMed: 12100417]9.Holt VL, Cushing-Haugen KL, Daling JR. Risk of functional ovarian cyst: effects of smoking and marijuana use according to body mass index. Am J
Epidemiol. 2005 Mar 15;161(6):520-5. [PubMed: 15746468]10.Holt VL, Cushing-Haugen KL, Daling JR. Oral contraceptives, tubal sterilization, and functional ovarian cyst risk. Obstet Gynecol. 2003 Aug;102(2):252-8. [PubMed: 12907096]11.Bottomley C, Bourne T. Diagnosis and management of ovarian cyst accidents. Best Pract Res Clin Obstet
Gynaecol. 2009 Oct;23(5):711-24. [PubMed: 19299205]12.Borgfeldt C, Andolf E. Transvaginal sonographic ovarian findings in a random sample of women 25-40 years old. Ultrasound Obstet Gynecol. 1999 May;13(5):345-50. [PubMed: 10380300]13.Castillo G, Alcazar JL, Jurado M. Natural history of sonographically detected simple unilocular adnexal
cysts in asymptomatic postmenopausal women. Gynecol Oncol. 2004 Mar;92(3):965-9. [PubMed: 14984967]14.Pavlik E]J, Ueland FR, Miller RW, Ubellacker JM, DeSimone CP, Elder J, Hoff J, Baldwin L, Kryscio R], van Nagell JR. Frequency and disposition of ovarian abnormalities followed with serial transvaginal ultrasonography. Obstet Gynecol. 2013
Aug;122(2 Pt 1):210-217. [PubMed: 23969786]15.Schmeler KM, Mayo-Smith WW, Peipert JF, Weitzen S, Manuel MD, Gordinier ME. Adnexal masses in pregnancy: surgery compared with observation. Obstet Gynecol. 2005 May;105(5 Pt 1):1098-103. [PubMed: 15863550]16.McDonald JM, Modesitt SC. The incidental postmenopausal adnexal mass.
Clin Obstet Gynecol. 2006 Sep;49(3):506-16. [PubMed: 16885657]17.Kwak DW, Sohn YS, Kim SK, Kim IK, Park YW, Kim YH. Clinical experiences of fetal ovarian cyst: diagnosis and consequence. ] Korean Med Sci. 2006 Aug;21(4):690-4. [PMC free article: PMC2729892] [PubMed: 16891814]18.Jain KA. Sonographic spectrum of hemorrhagic ovarian
cysts. J Ultrasound Med. 2002 Aug;21(8):879-86. [PubMed: 12164573]19.Manique MES, Ferreira AMAP. Polycystic Ovary Syndrome in Adolescence: Challenges in Diagnosis and Management. Rev Bras Ginecol Obstet. 2022 Apr;44(4):425-433. [PMC free article: PMC9948137] [PubMed: 35623621]20.Killackey MA, Neuwirth RS. Evaluation and
management of the pelvic mass: a review of 540 cases. Obstet Gynecol. 1988 Mar;71(3 Pt 1):319-22. [PubMed: 3347414]21.Pradhan P, Thapa M. Dermoid Cyst and its bizarre presentation. JNMA ] Nepal Med Assoc. 2014 Apr-Jun;52(194):837-44. [PubMed: 26905716]22.Khati NJ, Kim T, Riess J. Imaging of Benign Adnexal Disease. Radiol Clin North
Am. 2020 Mar;58(2):257-273. [PubMed: 32044006]23.Nezhat F, Apostol R, Mahmoud M, el Daouk M. Malignant transformation of endometriosis and its clinical significance. Fertil Steril. 2014 Aug;102(2):342-4. [PubMed: 24880652]24.Nezhat FR, Apostol R, Nezhat C, Pejovic T. New insights in the pathophysiology of ovarian cancer and implications
for screening and prevention. Am J Obstet Gynecol. 2015 Sep;213(3):262-7. [PubMed: 25818671]25.Bailey CL, Ueland FR, Land GL, DePriest PD, Gallion HH, Kryscio R], van Nagell JR. The malignant potential of small cystic ovarian tumors in women over 50 years of age. Gynecol Oncol. 1998 Apr;69(1):3-7. [PubMed: 9570990]26.Bridwell RE, Koyfman
A, Long B. High risk and low prevalence diseases: Ovarian torsion. Am ] Emerg Med. 2022 Jun;56:145-150. [PubMed: 35397355]27.Le T, Giede C. No. 230-Initial Evaluation and Referral Guidelines for Management of Pelvic/Ovarian Masses. ] Obstet Gynaecol Can. 2018 Mar;40(3):e223-e229. [PubMed: 2952504 7]28.Wilkinson C, Sanderson A. Adnexal
torsion -- a multimodality imaging review. Clin Radiol. 2012 May;67(5):476-83. [PubMed: 22137723]29.Grunau GL, Harris A, Buckley J, Todd NJ. Diagnosis of Ovarian Torsion: Is It Time to Forget About Doppler? J Obstet Gynaecol Can. 2018 Jul;40(7):871-875. [PubMed: 29681508]30.Grimes DA, Jones LB, Lopez LM, Schulz KF. Oral contraceptives for
functional ovarian cysts. Cochrane Database Syst Rev. 2009 Apr 15;(2):CD006134. [PubMed: 19370628]31.Glanc P, Salem S, Farine D. Adnexal masses in the pregnant patient: a diagnostic and management challenge. Ultrasound Q. 2008 Dec;24(4):225-40. [PubMed: 19060689]32.Giuntoli RL, Vang RS, Bristow RE. Evaluation and management of
adnexal masses during pregnancy. Clin Obstet Gynecol. 2006 Sep;49(3):492-505. [PubMed: 16885656]133.Modesitt SC, Pavlik EJ, Ueland FR, DePriest PD, Kryscio R], van Nagell JR. Risk of malignancy in unilocular ovarian cystic tumors less than 10 centimeters in diameter. Obstet Gynecol. 2003 Sep;102(3):594-9. [PubMed: 12962948] Disclosure:
Sadia Mobeen declares no relevant financial relationships with ineligible companies. Disclosure: Radu Apostol declares no relevant financial relationships with ineligible companies.



