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TREATMENT 
Simple cysts 
Women with simple ovarian cysts may
opt safely for conservative management
with or without ultrasound surveillance
as detailed above. 

Ovarian cysts that persist or increase
in size over a period of six months to 
a year are unlikely to be functional and
are more likely to be associated with
complications such as torsion or
rupture. Surgical management, usually
in the form of laparoscopic ovarian
cystectomy, is appropriate in these
cases, although there is no 
evidence-based consensus on the size
of cyst above which surgery should 
be considered.3

Ovarian cancer
The primary aim of treatment is to
reduce the cancer volume by surgery
and chemotherapy. 

Primary surgery usually involves
abdominal hysterectomy and 
bilateral salpingo-oophorectomy,
appendicectomy and omentectomy.
Patients should be treated within 
a specialised cancer unit and by a
multidisciplinary team.

PCOS
Many women with PCOS are
overweight, and have a higher
prevalence of impaired glucose
tolerance and type 2 diabetes. 

Annual screening with a fasting
blood glucose should be offered, or an
oral glucose tolerance test arranged if
there is a strong family history of
diabetes or the woman is obese 
(BMI ≥ 30). Blood pressure should be
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Ovarian cysts occur more often in premenopausal than 
postmenopausal women. Most of these cysts will be
benign, with the risk of malignancy increasing with age.
The risk of a symptomatic ovarian cyst in a premenopausal
female being malignant is approximately 1:1,000 increasing
to 3:1,000 at the age of 50.

Cysts may be classified into benign (functional cysts,
endometrioma, mature teratoma or dermoid cyst, mucinous
and serous cystadenomas) and malignant (epithelial
carcinoma, germ cell tumour and sex cord tumour).
Functional cysts, particularly when they are < 5 cm
diameter, usually resolve spontaneously without the need
for intervention.

Ovarian cysts may be asymptomatic but presenting
symptoms include pelvic pain, pressure symptoms and
discomfort and menstrual disturbance. Functional cysts 
in particular can be linked with irregular vaginal bleeding
or menorrhagia. 

Ovarian torsion is most common in the presence of an
ovarian cyst. Dermoid cysts are most likely to tort. Torsion
presents with sudden onset of severe colicky unilateral
pain radiating from groin to loin. There may be nausea
and vomiting. It is often confused with ureteric colic
where the pain is similar but radiates loin to groin.

Symptoms which may be suggestive of a malignant
ovarian cyst, particularly in the over 50 age group,
include: weight loss, persistent abdominal distension or
bloating, early satiety, pelvic or abdominal pain and
increased urinary urgency and frequency.

Risk factors for ovarian cancer should be identified. 
These include: a family history of breast or ovarian cancer,
nulliparity, smoking and increasing age (most common
after 55 years old). 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 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. Symptomatic postmenopausal women, those
with a cyst ≥ 5 cm, or raised CA125 levels, should be
referred to secondary care. In premenopausal women
simple cysts  ≥ 5 cm are less likely to resolve and need an
annual ultrasound assessment as a minimum.

Polycystic ovarian syndrome (PCOS) is characterised by 
menstrual disturbance, oligo-ovulation or anovulation
leading to irregular periods, and symptoms of androgen
excess dating from menarche. A history and examination
focused on the endocrine system may detect common
symptoms and signs of hyperandrogenism.

monitored with appropriate treatment
of hypertension. Lipid-lowering
treatment is not currently recommended
routinely, and referral should be made
to a specialist in the presence of an
abnormal profile.5

Women with PCOS may be more at
risk of developing endometrial
hyperplasia, particularly if the interval
between menstrual bleeds is more
than three months. To prevent this, the
aim should be at least four bleeds per
year naturally. If this is not occurring,
giving ten days of progestogen 
can induce a withdrawal bleed.
Alternatively regular withdrawal
bleeds can be achieved using the
combined or progesterone-only
contraceptive pill. 
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‘Pelvic ultrasound
is the most
effective way of
evaluating 
an ovarian cyst’

Table 4

Ultrasound features suggestive of
malignancythat should prompt
urgent referral10 

• Irregular solid mass
• Multilocular mass
• Papillary structures
• Presence of ascites
• Very strong blood flow


