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clinical examination alone is low.8
Pelvic ultrasound scan is the most
effective way of evaluating an ovarian
cyst and should be considered a first-
line investigation in most cases.

CA125
The serum marker CA125 is not
specific for ovarian cancer. Levels can
be elevated in benign conditions
including pelvic inflammatory disease,
appendicitis, pregnancy, endometriosis,
adenomyosis, fibroids, appendicitis,
pancreatitis or liver disease.

NICE advises that CA125 levels
should be checked in women who
present with frequent bloating, feeling
full quickly, loss of appetite, pelvic or
abdominal pain or needing to urinate
quickly or urgently. 

CA125 should also be checked in
women over 50 who present with
symptoms which suggest irritable
bowel syndrome such as bloating,
abdominal pain or changes in bowel
habit. A significant proportion of
women with early stage ovarian
cancer have a normal CA125.

A CA125 ≥ 35 IU/ml is considered
elevated.4 If the CA125 is raised, an
ultrasound scan of the abdomen and
pelvis should be arranged with urgent
referral if there are findings suggestive
of ovarian cancer.4

Premenopausal women with a
simple ovarian cyst < 5 cm do not

common, but it is important that other
endocrinopathies such as Cushing’s
syndrome or testosterone-producing
tumours are considered and excluded.

A history and examination focused
on the endocrine system may detect
common symptoms and signs of
hyperandrogenism. These include
unusual headache, visual disturbance,
alopecia, hirsutes, acne, virilisation
(voice change), development of new
striae, galactorrhoea, weight gain or
menstrual disturbance.

The timing and progression of these
symptoms may give an indication as
to the underlying cause. Long-standing,
slowly progressing hirsutism starting
soon after puberty is typical in PCOS,
while a sudden onset of excessive hair
growth associated with a deepening
of the voice is more suggestive of 
a testosterone-producing adrenal
tumour.6 Women with Cushing’s
syndrome may present with irregular
periods and unwanted hair growth.
The presence of new pink or purple
striae over the body and severe
fatigue and myalgia support this
diagnosis. 

PRIMARY CARE ASSESSMENT
Risk factors for ovarian cancer should
be identified. These include:
• Family history of breast or ovarian
cancer
• Nulliparity
• Smoking (although probably too
common to be discriminatory)
• Increasing age (most common after
55 years old)

Protective factors include a history
of pregnancy, breastfeeding and oral
contraceptive use. 

Persistent abdominal distension,
reduced appetite and an early feeling
of fullness suggest ovarian
malignancy. Symptoms of cyclical
pelvic pain, dysmenorrhoea,
dyspareunia and dyschezia in
menstruating women suggest a
diagnosis of endometriosis.7

Abdominal and pelvic examinations
should be carried out to look for
masses and ascites, although the
detection rate of ovarian cysts on

require a CA125 measurement.3
Postmenopausal women with an

ovarian cyst should have their CA125
levels checked, as they are used in
combination with ultrasound
appearance to calculate the likelihood
of malignancy. The risk of malignancy
index score will guide subsequent
management.

REFERRAL
Postmenopausal women
Asymptomatic women with simple
unilateral cysts < 5 cm in size who have
a normal CA125 level may be managed
conservatively with a follow-up
ultrasound scan after four months.9
Symptomatic women, those with any
other type of ovarian cyst, or raised
CA125 levels, should be referred to
secondary care.

Features on ultrasound scan which
should prompt an urgent two week
wait referral include:
• Ascites
• An irregular solid mass
• Bilateral lesions
• Multilocular lesions
• Evidence of solid areas
• Very strong blood flow to the mass

Premenopausal women
Asymptomatic premenopausal
women with simple cysts < 5 cm need
not be referred and do not require
follow-up, as these cysts are very likely
to be physiological and usually resolve
spontaneously over 2-3 menstrual
cycles. 

Simple cysts which measure ≥ 5 cm
are less likely to resolve and need an
annual ultrasound assessment as a
minimum. 

Women with simple cysts  ≥ 7 cm
should be referred to gynaecology for
ongoing management, consideration
of additional imaging and surgical
intervention, as should women with
ultrasound features suggestive of
endometriomas or dermoid cysts.3

Urgent referral, under the two week
wait rule, is appropriate for a woman
of any age with ultrasound features
suggestive of malignancy, see 
table 4, p19.

‘Long-standing,
slowly progressing
hirsutism starting
soon after puberty
is typical in PCOS’

Table 3

Rotterdam criteria for the diagnosis of PCOS

Two of the following three criteria are required for diagnosis:
• Oligo-ovulation or anovulation
• Clinical and/or biochemical signs of androgen excess
• Ultrasound features: either 12 or more peripheral follicles or increased
ovarian volume (> 10 cm3)

‘If the CA125 is
raised, ultrasound
of the abdomen
and pelvis should
be arranged with
urgent referral if
there are findings
suggestive of
ovarian cancer’


