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Objectives of this talk 

To understand risk of malignancy and thus not fear it 

Practical advice for follow up of asymptomatic cysts 

Practical advice for management of symptomatic cysts 

Possibly some other stuff! 



Risk of malignancy  

Is the woman pre or post menopausal? 

Definition of menopause difficult to be certain but for 
simplicity if 50 or more and no period for 6/12 or if 
post hysterectomy simply age 50 

The catch is that the ovaries do not become 
immediately inactive post the last menses 

 



Post menopause 

6% of asymptomatic postmenopausal women have a 
cyst  

Most benign 

Prevalence 61:100,000 @ aged 68 

If < 1cm and simple then of no issue and needs no 
follow up 

If > 1cm do CA 125-II and arrange FU scan or referral 
to GOPD 





Pre Menopause 

If < 5cm and simple repeat scan in 2/12 

If < 5cm and complex then if considered benign 
complexity repeat scan in 2/12 

If > 5cm or any size where complexity thought likely to 
be neoplastic then for CA125-II and refer to GOPD  



HealthPathways 



Definition of simplicity 

Thin uniform wall 

No septations 

No internal echo or blood flow 

No significant free fluid (ascities) 

 

 









 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 



Simple and < 5cm 

Malignancy risk is 1% 

> 50% resolve within 3/12 if between 2-5cm 

Level IIa evidence 



Definition of complexity 

NOT SIMPLE! 

But lets break this down for it to be helpful 



Complexity likely to be benign 
 

POINTS IN FAVOUR 

Age premenopausal 

Functional complexity 
(internal haemorrhage) 

Single thin septum 

 

 

Scan features + ? history 
suggests Endometrioma 

Scan features suggests 
Dermoid 

Free amount fluid 
considered within normal 
limits 

CA125-II < 35 (may not 
be needed) unless still 
present at follow up scan 

 



Figure 2a.  Mature cystic teratoma in a 20-year-old woman. 

Outwater E K et al. Radiographics 2001;21:475-490 

©2001 by Radiological Society of North America 



Figure 2c.  Mature cystic teratoma in a 20-year-old woman. 

Outwater E K et al. Radiographics 2001;21:475-490 

©2001 by Radiological Society of North America 





Polycystic Ovaries 
Do not cause pain 





Complexity likely to be malignant 

Age postmenopausal 

Size > 5cm 

Variable thickness outer 
wall 

Multiple septa of variable 
wall thickness 

 

 

Solid areas or nodules 

Internal blood flow  

Bilateral 

Free fluid suggests ascities 

CA125-II >35 



Ovarian Malignancy Index 

U x M xCA125-II 

U = USS score either 1 or 3   

                       1 = 1 of below 

                       3 = 2-5 of below  

                       multilocular, solid, bilateral,      ascities, 
? Metastases 

M = pre menopause 1, post 3  



What is CA125-II? 

Glad you asked 

Cancer Antigen 125 or Mucin 16 is a glycoprotein expressed 
on epithelial cell walls that defends them against pathogens. 

Also found in cornea, respiratory tract, and reproductive 
epithelium 

Thus also increased in carcinoma of lung, endometrium, 
fallopian tubes, breast and GI tract as well as inflamatory 
conditions such as endometriosis and PID         



Ovarian Malignancy Index 

U x M xCA125-II 

U = USS score either 1 or 3   

                       1 = 1 of below 

                       3 = 2-5 of below  

                       multilocular, solid, bilateral,      ascities, 
? Metastases 

M = pre menopause 1, post 3  



Ovarian Malignancy Index (use)    

Low risk < 25……………………….risk < 3% 

Moderate risk < 25-250……….risk   20% 

Severe risk > 250………………….risk   75% 



Tumours  

 Epithelial cell 
87% of cancers 

Serous, 
Mucinous 

Germ cell 
(Dermoids) 
30% tumours, 5% of 
cancers 

 

Mature Cystic, 
Imature, 
Monodermal 

Stromal 
8% of cancers 

Granulosa, 
Stertoli / Leydig, 
Fibromas 





Malignant tumours 

60% present as stage III or IV 

5yr survival 47% overall 

Stage I often found accidently but 93% 5yr survival 

Point to note, ‘beware the bloating woman’ 

 





Malignant tumours (in context) 

3% of all cancers in women but 6% of all cancer 
deaths 

1:60 lifetime risk (breast 1:17) 

1% of all women will die of it 

< 1% of Germ cell tumours (Dermoids) are imature 
and behave malignantly 



Malignant tumours (risk factors) 

Affected 1st or 2nd degree 
relative  

BRCA 1 or 2 present 

Family history, Hereditary 
non polyposis coli colon 
cancer 

Endometriosis 

Sub fertility 

Nuliparity 

Decreased risk with COC 
use 

Decreased risk post 
T.Ligation 

Decreased with early 1st 
preg and late last preg 

 



Management of the 
symptomatic functional 
cyst  
Hormonal  

pain 



Hormonal symptoms 

About 50% of functional cysts will be hormonally 
active and may disrupt the menstrual cycle +/- 

Breast tenderness 

Emotional lability 

Spotty clock 

Loss of libido 



What to do (hormonal) 

Tell patient she is not 
alone 

Symptoms will resolve 
spontaneously 

Help can be given 

Which way do they want 
to jump and which 
symptom is the worst? 

   

 

Breast tenderness Rx 
NSAIA’s, 
Spironolactone 

Cycle disruption Rx 
COC’s 

Mood issues Rx COC’s, 
Spironolactone,  

Spotty clock Rx COC 
(Ginet, Yasmin) could 
consider Cyproterone 
Acetate 



Painful symptoms 

Short history of onset 

Often unilateral 

Spectrum of severity and character and provoking 
factors 



What to do (pain) 

How severe is it?  

If very severe consider torsion and may need acute 
referral to AGA 

If severe to the point of interfering with work etc then 
may need ref., for semi urgent surgery or USS guided 
aspiration 

If, as is often the case, the pain is tolerable then either 
1, expectant management with pain relief or 2, try to 
speed resolution with COC  









Points to take away 

Simple cyst 1cm or less 
post menopause of no 
significance and no follow 
up needed. 

Simple cyst 3cm or less if 
asymptomatic and pre 
menopause no 
significance and no need 
for follow up 

Other cysts follow 
HealthPathways algorithm 

 

 

Try to manage symptomatic 
simple cysts in pre 
menopause 

Malignancy not common (< 
1% if simple < 5cm) but not 
to be forgotten (Stage I often 
found accidently but 93% 
5yr survival) 

If in doubt phone and ask as 
may save anxiety of referral. 

Polycystic ovaries not painful  
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