
and is normal size. The right and 

left fallopian tubes are identified 

by the letter ñFò. 

Laparoscopic removal: 

At laparoscopy, an incision was 

made and the cyst was dissected 

away from the ovary, placed into 

a pouch and removed from the 

abdomen. A significant portion 

of the ovary was saved. 

The patient went home follow-

ing observation in the recovery 

room and resumed full activity 

after two weeks. 

The most important aspect of 

managing neoplastic cysts by 

laparoscopy is to differentiate the 

benign from the malignant ones. 

Ultrasound, CAT scan, operative 

evaluation and pathologic exami-

nation are methods used to distin-

guish the type of cyst. 

OVARIAN CYSTSñhow bad are they? 

But Some Cysts Are Bad ññññ- 

LAPAROSCOPY  NEWS 

How bad are ovarian cysts? Most 

ovarian cysts are good! Indeed, 

in women of childbearing age, 

most ovarian cysts are related to 

the formation and release of eggs 

from the ovary, (ovulation). And 

since this process occurs in most 

women every month (unless ovu-

lation is being suppressed in wo-

men on birth control pills), you 

can readily see why most cysts 

are ñgoodò. These cysts are re-

ferred to as physiologic cysts (P 

4) and may occur prior to re-lease 

of the egg, (follicular cysts), or 

after release of the egg, (corpus 

luteum cysts). They tend to be 

small, less than two inches in 

diameter, and need not be re-

moved surgically. They resolve 

spontaneously. 

 The task of your physician is 

to distinguish the good from 

the bad cysts. (p 2) 

Non-physiologic (neoplastic) 

cysts do not spontaneously re-

solve and must be removed. 

Most benign ovarian cysts can 

be removed by laparoscopy. 

In the photograph above, the 

right ovary (O), is practically 

replaced by a benign, non-

physiologic cyst, a dermoid cyst. 

It is placed on the uterus, (U) 

during laparoscopy in anticipa-

tion of removal of the cyst from 

the ovary. The left ovary (blue 

arrow) is in its normal position 

cyst is a ñdermoidò, (see above). 

It is an ovarian tumor that may 

contain hair, teeth, cartilage and 

other tissue. Fortunately, this cyst  

is benign and may be removed 

while saving a portion of the 

ovary. Finally, some cysts are 

cancerous and may require exten-

sive surgery. (see  P 3). 

Some ovarian cysts are not physi-

ologic, may be actually ovarian 

tumors and may be either benign 

or malignant. In the very young, 

prior to the onset of menstruation 

and in women after menopause, 

ovarian cysts must be carefully 

evaluated since they are unlikely 

to be related to ovulation. In fact, 

most ovarian tumors that require 

removal will occur in the very 

young and after menopause. 

During childbearing years espe-

cially in women in the second 

and third decades of life, the 

most common non-physiologic 
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without need for surgery. 

Distinguishing the good from the 

bad cysts may require probing 

questions, careful examination, 

blood tests and imaging studies. 

CA 125 is not a specific test for 

ovarian cancer. 

One of the most common causes 

of an abnormal CA 125 is endo-

metriosis. 
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My friend had a 10 cm cyst removed by laparoscopy. Why do I 
need an open procedure for mine that is 8 cm?  

Items suggestive of ovarian cancer may 

include the very young or the post-

menopausal woman, a family history, large 

cysts greater than four inches, cysts on both 

sides, the presence of excessive fluid in the 

abdomen (ascites), the presence of the items 

on ultrasound listed in column 2 lines 4-6, 

abnormally high CA 125, B HCG, and/or 

Alpha feto protein. 

If you, a friend or relative has a cyst and sus-

pect that it is ña bad cystò be sure to discuss it 

with your gynecologist. His/her expertise is 

necessary regardless of  your test results. 

Distinguishing the good from the bad cysts 

may be simple but at times may be quite a 

challenge. A detailed history and physical 

examination is always necessary. Age, family 

history and the presence or absence of a vari-

ety of symptoms are important. 

Ultrasound, CAT scan and MRI are important 

imaging studies. 

As stated on page 1, physiologic cysts are 

usually small, less than 2 inches in diameter, 

are thin-walled, and usually consist of only 

one compartment. All these characteristics 

may be determined by ultrasound. These cysts 

usually resolve without surgical intervention. 

At the opposite end of the spectrum are cysts 

greater than 4 inches in diameter. Ovarian 

tumors commonly fall into this category. They 

are more likely to have thick walls, many 

compartments separated by thick partitions 

and may increase in size with time. The CA 

125 test may be abnormally high. Other blood 

tests including a pregnancy test (B HCG) and 

another called Alpha feto protein may be help-

ful especially in the very young patient. Deter-

mining the blood flow to a cyst at the time of 

ultrasound may also be helpful. 

open procedure. Several items are important in the removal of 

an ovarian cyst or ovary by laparoscopy. First, 

your doctor must have the training, experience 

and credentialing to perform the procedure. 

Second, the hospital must have the necessary 

equipment, instruments and personnel. 

Third, your doctor must determine whether the 

cyst can be safely removed by laparoscopy. 

Items influencing such a decision include the 

size, whether it is cystic or solid, and whether 

it is presumed to be benign or malignant.  

Large cysts greater than 10 cm filled with 

fluid and presumed to be benign may be 

treated by laparoscopy by an experienced 

laparoscopist. The fluid may be withdrawn 

making the cyst much smaller following 

which it can then be removed, placed into a 

pouch and removed from the abdomen. Solid 

ñcystsò cannot be aspirated and may be more 

safely removed by an open procedure. The 

solid 8cm cyst on the right was removed by an 

Telling the good cysts from the badé. 

Isnõt the CA 125 test specific for ovarian cancer? 

relatively easy if the disease is far advanced, 

but may be challenging in the early stages. 

Diagnosis may be made only upon the micro-

scopic examination of a biopsy specimen. 

Contrary to the impression of many, the CA 

125 test is not specific for ovarian cancer. 

The test may be abnormally high especially in 

the pre-menopausal patient without ovarian 

cancer. Several benign conditions may be 

associated with an abnormally high CA 125. 

Some of these include endometriosis, fibroids 

and even menstruation. 

Some non-gynecologic conditions may also be 

associated with an abnormal result. In fact, 

situations in which the lining of the abdominal 

cavity is irritated may be associated with an 

elevated CA 125. One such condition is heart 

failure when excessive fluid may accumulate 

in the abdominal cavity. 

As a result of the foregoing, your physician 

may choose not to perform the test in patients 

prior to menopause. And even if the test is 

performed only in post-menopausal women, a 

normal or abnormal result must be interpreted 

with caution. The reason is that some types of 

ovarian cancer may not be associated with an 

abnormally high CA 125. 

Diagnosing ovarian cancer therefore can be 

Evaluation of an ovarian cyst 

can include a detailed history, 

physical examination, blood 

tests, imaging studies, surgical 

and pathologic examination. 
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And what do the following terms mean? 

Surgical removal of  normal ovaries at t ime of  hysterectomy? 

endometriosis symptoms. Even when adverse 

effects occur as a result of the GNRH agonist, 

they may be successfully treated by using 

medication similar to birth control pills. Such 

medical therapy may be used indefinitely. 

So if you are faced with making a decision to 

remove the ovaries to treat endometriosis, plan 

well beyond the removal. Have a plan to treat 

the resulting menopausal symptoms. If that 

poses a problem, remember that you may keep 

the ovaries and use a GNRH agonist. Should 

that fail, you will still have the option open to 

remove the ovaries.  

While the exact cause of endometriosis is 

unknown, we do know that it is influenced by 

the hormone estrogen. Thatôs why endome-

triosis symptoms may significantly improve 

during menopause. In the past therefore it was 

quite common to induce menopause by re-

moving the ovaries when treating particularly 

severe endometriosis. 

But since menopause may be associated with 

its own constellation of symptoms requiring 

medical management, surgical removal of the 

ovaries must be considered with that in mind. 

In addition, recent reports regarding the safety 

of hormone replacement therapy have raised 

more questions than provided answers. Many 

women faced with the option of using hor-

mones or using an alternative method are now 

deciding against hormonal therapy.  

So while removal of the ovaries may help 

treat endometriosis symptoms, it is likely to 

cause menopausal symptoms that may be 

difficult to manage particularly in the 

young woman who is opposed to taking 

hormone replacement therapy.  

An alternative may be the medical induction 

of temporary menopause by using a drug be-

longing to the class called GNRH agonists. 

Such use may result in improvement in the 

have no contraindication for taking hormones, 

you may choose to have the ovaries removed. 

If you keep the ovaries, regular pelvic ex-

aminations by your gynecologist, a pelvic 

sonogram and CA 125 may help detect 

early development of cancer of the ovaries.    

Most medical decision-making involves bal-

ancing anticipated benefits against possible 

risks. And so it is when considering the re-

moval of normal ovaries at the time of a hys-

terectomy for benign disease. First, the an-

ticipated benefit of removing normal ova-

ries is the prevention of later cancer of the 

ovary. The average lifetime risk of developing 

ovarian cancer is 1 in 70. If a family member 

is affected, however, that risk increases. The 

negative impact of removal includes immedi-

ate menopause in the younger woman and 

possible decrease in sexual desire. These 

symptoms develop as a result of failure of 

ovarian production of both female and male 

hormones, and may be minimized by prescrib-

ing these hormones. 

Since the symptoms may already be present in 

the woman already in menopause, removal of 

the ovaries to prevent cancer is usually an 

easier decision, particularly if there is a family 

history of ovarian cancer. 

Prior to menopause, however you may choose 

to keep your ovaries if your cancer risk is low, 

particularly if you do not desire to take hor-

mones. If your cancer risk is high and you 

Neoplastic cyst: Refers to a cyst resulting 

from ñnew growthò, and distinguishes it from 

a cyst resulting from normal ovulation. Neo-

plastic cysts may be non-cancerous, (benign) 

or cancerous, (malignant). Tumor refers to a 

neoplastic cyst. 

Physiologic cyst: refers to a cyst that is asso-

ciated with production and release of eggs. 

These may be follicular, (prior to release of 

the egg) or corpus luteum, (after release of the 

egg). 

Cyst: refers to a fluid ïfilled sac. The term has 

been expanded to refer to all enlargements of 

the ovary whether fluid is present or not. 

GNRH agonist: refers to a class of drugs that 

decrease the production of hormones that nor-

mally stimulate the ovary to release eggs. A 

temporary menopause-like state results, and 

tissues that depend upon estrogen may shrink. 

Imaging studies: refers to procedures such as 

Ultrasound, X-rays, CAT scans and MRI in 

which an image of the body part can be ob-

tained for evaluation. 

Laparoscopy: refers to a minimally invasive 

surgical procedure commonly performed with 

general anesthesia. A telescope and slender 

instruments are placed into the abdominal 

cavity for diagnosing and treating a wide vari-

ety of conditions including fibroids, endome-

triosis, ovarian cysts, ectopic pregnancy, 

chronic pelvic pain, (see P 4). 

Surgical removal of  normal ovaries to cure endometriosis? 

I am scheduled to have a 

hysterectomy. Should I also 

consent to have my ovaries 

removed? 
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The urinary tract, the musculoskeletal system 

and the neurological system may also be the 

source of chronic pelvic pain. 

So if you have an ovarian cyst and chronic 

pelvic pain, remember that cysts are very com-

mon and rarely cause pain. 

A thorough evaluation by your physician is 

therefore necessary. Such an evaluation begins 

with a careful history of your pain and items 

that seem to be related including precipitating 

and relieving factors. A careful physical ex-

amination, laboratory tests and imaging stud-

ies and laparoscopy may all be necessary.  

At times, items as remote as early childhood 

sexual abuse may be at the root of chronic 

pelvic pain. In some situations, even an ongo-

ing abusive relationship may be the contribut-

ing cause of chronic pelvic pain.  

 

Ovarian cysts are very common. Every month, 

the woman not yet in menopause is likely to 

produce an egg if she is not taking birth con-

trol pills. A cyst is a normal part of this proc-

ess called ovulation. In rare cases, the release 

of an egg may cause severe pain, however in 

most cases, the process is painless. 

Endometriosis may be associated with cyst (s) 

in the ovary (ies). Pain in this situation may 

then be due to endometriosis. 

Occasionally,  an ovarian cyst may develop 

unrelated to ovulation or endometriosis. Such 

cysts are referred to as neoplastic cysts. While 

these may be large and may even become 

cancer, pain is not common. When pain oc-

curs, it is usually due to twisting or rupture.  

Pain is a late symptom of ovarian cancer. 

Chronic pelvic pain (CPP) is a problem that 

may be caused by a large number of items 

related not only to the reproductive organs but 

also to many other organs. The gastrointestinal 

system not uncommonly may be the prime 

source, and an irritable colon, diverticulitis 

and bowel adhesions must be considered. 

  

Laparoscopy may be used to diagnose CPP, 

treat the cause and remove a neoplastic cyst 

or ovary. 

Chronic pelvic painñis that caused by my ovarian 
cyst? 

Laparoscopy News is a monthly newsletter published 

by Dr. George as a source of information for patients. 

This issue was prompted by the realization that many 

of our patients worry when an ovarian cyst is men-

tioned on a sonogram report. They all seem to think of 

a cyst as abnormal, something that should not be pre-

sent. To the left is a normal ovary with a physiologic 

cyst, (arrow) the most commonly reported cyst on a 

sonogram. If you have a cyst, talk to your gynecolo-

gist. He has the tools to determine whether it is worth 

your worry. 

 In the third issue, V 1 # 3, there will be a patient col-

umn devoted to interesting anecdotes and comments 

by and for patients. Patients are invited to share their 

experiences by submitting via E-mail their anecdote or 

comment in not more than 100 words. Comments may 

be related to articles in ñLaparoscopy Newsò. 
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Physiologic cysts resolve spontaneously. 

(U), uterus; (O), ovary; (F), fallopian tube. 

(arrow), physiologic cyst.  
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