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A Case of Fetal Ovarian Cyst:  
Prenatal Detection, Postnatal 
Diagnostic Approach and Outcome 

Derya Eroğlu1, Gonca Tekant2, Nilay Akhun3, Nilgün Kapucuoğlu2

ABSTRACT

This paper describes the perinatal and postnatal outcome of a case considered to have a fetal ovarian cyst. At 29 
weeks of gestation, routine ultrasound examination showed an anechoic cyst 15x16mm in diameter located in the 
abdomen at the left superolateral side of the bladder. The normal fetal anatomy of other abdominal organs and 
gender suggested an ovarian cyst as the most likely diagnosis and mesenteric or duplication cyst as differential 
diagnosis. Ultrasonographic follow-ups documented an increase in size to 40x22mm by 36 weeks of gestation. 
At postnatal 4 months, ultrasonographic scan showed a left-sided complex ovarian cyst 40x39mm in diameter 
containing fluid-debris levels and suggesting haemorrhage and/or torsion. At 4.5 months of age laparoscopic 
exploration demonstrated a normal right ovary and fallopian tube and a left ovary that had undergone torsion 
and remained a cystic structure. A laparoscopic left salpingo-oophorectomy was performed. Pathological 
examination demonstrated a microscopic amount of intact ovarian tissue. Fibrosis, dystrophic calcification and 
multinucleated cells were observed in the cyst wall, suggesting intrauterin torsion of the ovary. Torsion is one of 
the most serious complications that occur more frequently during fetal life than postnatally and may lead to loss 
of the gonad.
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FETAl OvER KiST OlGuSu: PRENATAl TANi, POSTNATAl TANiSAl YAKlAşim vE SONuç

ÖzET

Bu yazı, fetal over kisti olarak kabul edilen bir olgunun perinatal ve postnatal sonucunu tanımlamaktadır. 29. ge-
belik haftasında, rutin ultrasonografik incelemede abdomende mesanenin sol superolateral tarafında çapı 15x16 
mm olan anekoik kist görüldü. Diğer fetal abdominal organların normal anatomisi ve cinsiyet en olasılıklı tanı 
olarak ovaryen kisti, ayırıcı tanıda ise mezenterik veya duplikasyon kistini düşündürdü. Ultrasonografik takipler 
kist çapındaki büyümenin 36. gebelik haftasına kadar 40x22 mm olduğunu gösterdi. Doğum sonrası 4. ayda, ult-
rasonografik incelemede, çapı 40x39 mm olan sol taraf yerleşimli, sıvı-debris içeren kompleks over kisti görüldü 
ve bu bulgular hemoraji ve/veya torsiyonu düşündürdü. Bebeğe 4.5 aylıkken yapılan laparoskopik incelemede, 
normal sağ over ve fallop tübü ve torsiyone olmuş kistik yapıdaki sol over görülerek sol salpingo-ooferektomi ya-
pıldı. Patoloji raporunda mikroskopik düzeyde sağlam over dokusunun olduğu belirtildi. Kist duvarındaki fibrozis, 
distrofik kalsifikasyon ve çok çekirdekli hücreler over torsiyonunun intrauterin olduğunu düşündürdü. Torsiyon 
fetal hayatta postnatal döneme göre daha sıklıkla olan en önemli komplikasyonlardan birisidir ve gonadın kay-
bına neden olabilir.
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In female newborns ovarian cysts are one of the most 
frequent types of abdominal masses (1). The incidence 
of ovarian cysts in neonates has been estimated to 

be as frequent as 30%, based on autopsy studies (2,3). 
Stimulation of the fetal ovary by both placental and ma-
ternal hormones is generally considered to be responsi-
ble for the disease and explains why the majority of these 
cysts are benign follicular or functional theca-lutein (3). 
They are generally diagnosed at the end of the second 
and third trimesters of pregnancy (4). 

Ovarian cyst detection on antenatal sonography has been 
well described in the literature. The diagnosis should be 
considered in a female fetus with a cystic structure in the 
pelvis or lower abdomen and normal urinary and gastro-
intestinal tracts (5,6). The differential diagnosis of fetal 
ovarian cysts can include an intestinal duplication cyst, 
lymphangioma, renal cystic dysplasia, urachal, mesenter-
ic, omental and choledochal cysts, hydrometrocolpos and 
other intraabdominal tumors (7).

In this report, we describe the perinatal and postnatal out-
come of a case considered to have a fetal ovarian cyst. 

Case report
A 30 year-old primigravid woman applied for antenatal 
care in the first trimester. First trimester ultrasonographic 
evaluation revealed normal nuchal translucency thickness 
and fetal anatomy. At 29 weeks of gestation, routine ultra-
sound examination showed an anechoic cyst 15x16mm in 
diameter located in the abdomen at the left superolateral 
side of the bladder (Figure 1). The normal fetal anatomy 
of other abdominal organs and gender suggested an 
ovarian cyst as the most likely diagnosis and mesenteric 
or duplication cyst as differential diagnosis. The diameter 
of the cyst was measured as 37x24mm at 30+6 weeks of 
gestation (Figure 2). Twice-weekly ultrasound follow-ups 
documented the increase in size up to 40x22mm by 36 
weeks of gestation. At 39 weeks of gestation, she gave 
birth to a female weighing 3460g  with an Apgar score 
of 9 and 10 at 1 and 5 minutes, respectively. The infant 
had no problems post-delivery and physical examination 
was completely normal. At postnatal 4 months, ultra-
sonographic scan showed a left-sided complex ovarian 
cyst 40x39mm in diameter containing fluid-debris levels 
and suggesting haemorrhage and/or torsion (Figure 3). 
Pelvic MRI with intravenous contrast also confirmed the 
sonographic findings. At 4.5 months of age laparoscopic 
exploration demonstrated a normal right ovary and fallo-
pian tube and a left ovary with a cystic structure that had 

Figure 1. Prenatal ultrasonographic scan showing a fetal anechoic ovarian 
cystic mass measured 15x16 mm, with bladder shown inferiorly at 29 weeks 
of gestation.

Figure 2. Prenatal ultrasonographic scan of the fetus documenting the 
increase in size to 37x24 mm at 30+6 weeks of gestation

Figure 3. Postnatal ultrasonographic scan showed a complex ovarian 
cyst of 40x39 mm in diameter containing fluid-debris level and suggested 
haemorrhage and/or torsion
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undergone torsion. A laparoscopic left salpingo-oopho-
rectomy was performed. A microscopic amount of intact 
ovarian tissue was noted in the pathology report. Fibrosis, 
dystrophic calcification and multinucleated cells were ob-
served in the cyst wall, suggesting intrauterin torsion of 
the ovary. 

Discussion
Ovarian cysts are one of the most common etiology of an 
intra-abdominal cyst (5,8). Small  cysts have been identi-
fied in 34% of neonates (5). These are benign, functional 
cysts, apparently resulting from excessive stimulation by 
placental and maternal hormones (5,6). The sonograph-
ic appearances are variable depending on the size of 
the cyst and the presence of complications. The classic 
sonographic appearance of an uncomplicated ovarian 
cyst is that of an anechoic, unilocular mass in the fetal 
pelvis, usually in the third trimester. They can reach up to 
10 cm in size (9). One third of ovarian cysts remain until 
the neonatal period (10). Spontaneous resolution of the 
ovarian and mesenteric cysts is not an infrequent finding. 
Additionally, mesenteric and ovarian cysts may have the 
same ultrasonographic appearance, which can also lead 
to misdiagnosis.

Cysts are rarely bilateral. Occasionally, internal septations 
are present. The presence of internal echoes, fluid levels or 
retracting clot suggests complications such as cyst torsion 
or hemorrhage (5,11). Complications may occur with the 
most common being ovarian torsion which may be seen 
during the course of up to 38-55% of pregnancies (12) 
and in 50-78% of cases during the neonatal period (13), 
with no difference between small and large cysts (14). 
Many of these torsions occur antenatally and, therefore, 
even the earliest surgical intervention after delivery may 
fail to preserve the ovary. Brandt et al (12) found that in 
92% of cases explored for neonatal torsion, sonographic 
evidence of torsion was noted prenatally. Prenatal torsion 
can be detected in utero on the basis of changing appear-
ances on serial sonograms from an anechoic cyst to a sep-
tated cyst, a cyst with a fluid-debris level or a cyst with 
solid components (12). In our case, antenatal sonographic 

appearance of a thin-walled anechoic mass and the lack 
of internal echoes within the mass suggested that this 
was a simple cyst. Complex cystic appearance in the form 
of fluid-debris levels was observed in the postnatal peri-
od. Microscopic amount of intact ovarian tissue has been 
noted in the pathology report. Fibrosis, dystrophic calcifi-
cation and multinucleated cells were observed in the cyst 
wall, suggested intrauterin torsion of the ovary. 

Polyhydramnios is associated with at least 10% of cases, pos-
sibly due to extrinsic compression of the small bowel (15).

The majority of ovarian cysts spontaneously regress postna-
tally in the absence of torsion (5). Some might even involute 
in utero (6). Very large cysts can lead to dystocia or respirato-
ry distress as a result of diaphragmatic elevation (11). 

Management depends on the size and presence of com-
plications, with the majority being treated conservatively 
(15). Several authors suggest serial ultrasound examina-
tions to follow all cysts until spontaneous resolution and 
prompt diagnosis of torsion ( 6,16). Other authors recom-
mend serial ultrasound only for simple cysts smaller than 
50 mm, with operative intervention fort the remainder 
(11). Needle aspiration in utero has been advocated by 
some authors for large cysts (over 50 mm), to prevent tor-
sion and obviate the need for neonatal laparotomy (17). 
If there is evidence of torsion late in pregnancy, early de-
livery and surgical cystectomy might be indicated to at-
tempt to salvage the ovary (5,6,13). However, unless the 
diagnosis is made very soon after the event, intervention 
is likely to be fruitless. Other complications, such as intes-
tinal volvulus and obstruction, might also warrant surgical 
resection (13).  

Torsion of the ovary is one of the most serious compli-
cations that occur more frequently during fetal life than 
postnatally and may lead to loss of the cystic gonad. Thus, 
the management in the case of a suspected ovarian cyst 
should consist of serial ultrasound examination in order 
to search for possible complications (hydramnios, ascites, 
torsion).
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