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Description

Key Recommendations


Women with a postmenopausal ovarian cyst should have a CA 125 level
and transvaginal ultrasound performed.



Women with a postmenopausal ovarian cyst should have a risk of
malignancy index calculated to decide on management.



Simple, unilateral ovarian cysts, <5 cm in diameter can be managed
conservatively with monitoring of CA 125 level and ultrasound
surveillance.



Aspiration is not recommended for management of postmenopausal
ovarian cysts.



Laparoscopic oophorectomy is appropriate management for women with a
low risk of malignancy index who do not fit the criteria for conservative
management. This may be performed by a general gynaecologist.



Consider performing salpingectomy or bilateral salpingo-oophorectomy for
women undergoing laparoscopic management of postmenopausal ovarian
cysts.



Women with a moderate risk of malignancy index should undergo
laparoscopic bilateral salpingo-oophorectomy.



Women with a moderate or high risk of malignancy index should be
managed by a gynaecological oncologist in a cancer centre.
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Purpose and Scope

The purpose of this guideline is to provide information for healthcare
professionals on the investigation and management of ovarian cysts in
postmenopausal women.
The guideline is intended to be used by healthcare professionals working in the
area of women’s health, which includes gynaecologists, nurse sonographers,
radiographers, radiologists and general practitioners. This guideline aids clinical
judgement and does not replace it. In individual cases a gynaecologist may,
after careful consideration, decide not to follow the guideline if it is deemed to
be in the best interests of the woman.

4.

Background and Introduction

The cornerstone of management of postmenopausal ovarian cysts is
identification and treatment of ovarian malignancy in the appropriate setting.
Ovarian cancer is the fifth commonest malignancy in women. It usually occurs in
women after the age of 50 years. Ovarian cancer often presents late, (stage 34), with a high mortality rate.
Management of postmenopausal cysts includes surveillance and surgery, which
may be performed by either a general gynaecologist or by a gynaecological
oncologist in a cancer centre depending on the risk of malignancy.
Risk factors for ovarian cancer include:


prolonged exposure to Estrogen, for example, early menarche and late
menopause



polycystic ovarian syndrome



nulliparity



genetic mutations; BRCA 1, BRCA 2; Lynch syndrome



personal history of breast cancer



family history of breast or ovarian cancer



obesity



smoking
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never having used the oral contraceptive pill



fertility treatment



hormone replacement therapy

Methodology

This guideline was written after Medline, EMBASE and Cochrane Database of
Systematic Reviews were searched using the terms ‘menopause’, ‘ovarian cyst’,
‘ovarian mass’ and ‘ovarian cancer’. Searches were limited to humans and
restricted to the titles of English language articles published between August
1992 and August 2015.
Relevant meta-analyses, systematic reviews, intervention and observational
studies were reviewed.
The principal guideline developer was Dr Vicky O’Dwyer.
The guideline was reviewed by: Dr William Boyd (Gynaecologist, Rotunda), Dr
Donal O’Brien (Obstetrician, NMH), Dr Tom D’Arcy (Obstetrician & Gynaecologist,
CWIUH), Dr Michael Gannon (Obstetrician & Gynaecologist, Mullingar), Dr Matt
Hewitt (Obstetrician & Gynaecologist, CUMH), Dr John Bermingham
(Obstetrician, Waterford), Dr Katharine Astbury (Obstetrician & Gynaecologist,
Galway), Dr Ulrich Bartels (Obstetrician & Gynaecologist, Mayo General).
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6.

Clinical Guideline on Ovarian Cysts in
Postmenopausal Women

6.1

Investigation - CA125 and ultrasound

To decide on the appropriate management of a postmenopausal ovarian cyst it is
necessary to firstly estimate the risk that the cyst is malignant (Curtin 1994).
This involves checking a serum CA125 and performing an ultrasound. CA125 is
raised in over 80% of ovarian cancers and, if a cut-off of 30 u/ml is used, the
test has a sensitivity of 81% and specificity of 75% (Jacobs et al, 1990).
However, CA125 will only be raised in 50% of stage 1 ovarian cancers.
Ultrasound is also well established, achieving a sensitivity of 89% and specificity
of 73% when using a morphology index (DePriest et al, 1994). Ovarian cysts
should normally be assessed using transvaginal ultrasound, as this appears to
provide more detail and greater sensitivity than transabdominal ultrasound
(Leibmann et al, 1988). Larger cysts may also need to be assessed by
transabdominal ultrasound.
The roles of magnetic resonance imaging (MRI), computed tomography (CT) and
positron emission tomography (PET), in the diagnosis of ovarian cancer have yet
to be clearly established (Kurtz et al, 1999; Grab et al 2000). These imaging
modalities are generally used for staging once a cytological or histological
diagnosis of cancer has been made.
6.2

Risk of malignancy index

Risk of malignancy index should be used to decide which women are managed
by a general gynaecologist, or by a gynaecological oncologist in a cancer centre.
The best prognosis for women with ovarian cancer is obtained if a laparotomy
and full staging procedure is carried out by a gynaecological oncologist. (Junor et
al, 1999)
RMI = U x M x CA125
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U = 0 (for ultrasound score of 0); U = 1 (for ultrasound score of 1); U = 3 (for
ultrasound score of 2–5). Ultrasound scans are scored one point for each of the
following characteristics:
multilocular cyst
bilateral lesions
evidence of solid areas
evidence of metastases
presence of ascites
M = 1 for premenopausal women and 3 for postmenopausal women
CA125 is serum CA125 measurement in u/ml
6.3

Management of ovarian cysts

Management of postmenopausal ovarian cysts includes both surveillance and
surgery.
6.3.1 Conservative management
Simple, unilateral ovarian cysts, less than 5 cm in diameter, have a low risk of
malignancy. In the presence of a normal serum CA125 level, they can be
managed conservatively (Goldstein et al, 1989). The risk of malignancy for these
type of cysts is less than 1%. Over 50% of these cysts will resolve
spontaneously within three months, Thus, it is reasonable to manage these cysts
conservatively, with a follow-up ultrasound scan in three months (Oveles et al,
2002).
Persistent ovarian cysts should be reviewed at 3 months and then every 6
months thereafter on a selected basis. The American College of Obstetrics and
Gynecology (ACOG) recommends annual transvaginal ultrasounds for 3 years
and CA 125 for 5 years from diagnosis (Farghaly, 2014). This is due to the fact
that postmenopausal simple unilocular ovarian cysts are common, have low
malignant potential and are likely to remain stable or resolve without surgical
intervention (Nardo et al, 2003). An increase in cyst size or rising CA 125 level
should prompt the clinician to consider surgical management.
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6.3.2 Surgical management
Aspiration
Cytological examination of ovarian cyst fluid is poor at distinguishing between
benign and malignant tumours, with sensitivities in most studies of around 25%.
Cyst rupture in the setting of unexpected malignancy results in upstaging and an
adverse effect on survival rates. Aspiration, therefore, has no role in the
management of ovarian cysts in postmenopausal women.
Laparoscopic oophorectomy
It is recommended that a ‘risk of malignancy index’ should be used to select
women for laparoscopic surgery. The laparoscopic management of benign
adnexal masses is well established. However, when managing ovarian cysts in
postmenopausal women, it should be remembered that the main reason for
operating is to exclude an ovarian malignancy. If an ovarian malignancy is
present then the appropriate management in the postmenopausal woman is to
perform a laparotomy and a total abdominal hysterectomy, bilateral salpingooophorectomy, infracolic omentectomy, pelvic washings +/- appendicectomy.
The laparoscopic approach should, therefore, be reserved for those women who
are not eligible for conservative management but still have a relatively low risk
of malignancy. In a postmenopausal woman, the appropriate laparoscopic
treatment for an ovarian cyst, which is not suitable for conservative
management, is oophorectomy, with removal of the ovary intact in a bag
without cyst rupture into the peritoneal cavity.
Robotic assisted laparoscopic management
An alternative to traditional laparoscopic surgery is robotic assisted laparoscopic
surgery. A recent American study reviewed these two methods of management
of presumed benign ovarian masses and it found that the traditional laparoscopic
approach was preferable to robotic surgery due to quicker operating time. There
was no difference in complications or length of hospital stay between the two
groups (Khlouly et al, 2014).
Laparoscopic salpingectomy
Recently it has been suggested that ovarian carcinomas, which are most
commonly high-grade serous carcinomas, arise from high-grade intraepithelial
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serous carcinomas in the fallopian tube which then spread to the ovary. This is in
contrast to the original theory that all ovarian cancer develops from a surface
lesion of the ovary which then undergoes metaplastic change and develops into
a stromal cancer. (Kirman & Shih, 2010). Therefore, it has been suggested that
prophylactic salpingectomy should be performed as a risk reducing procedure in
addition to oophorectomy.
In a Canadian study, salpingectomy for sterilisation or at the time of
hysterectomy was found to be a safe procedure with no increase in operating
time, blood transfusion or other peri/postoperative complications (McAlpine et al,
2014).
Laparoscopic bilateral salpingo-oophrectomy
The clinician should consider bilateral salpingo-oophorectomy (BSO) as an
alternative to oophorectomy to reduce the chance of further benign or malignant
ovarian cysts and need for further surgery. Laparoscopic BSO should also be
performed in women with a moderate risk of malignancy index. These women
should have their surgery performed by a gynaecological oncologist in a cancer
centre. Women at intermediate risk undergoing laparoscopic oophorectomy
should be counselled preoperatively that a full staging laparotomy will be
required if evidence of malignancy is revealed.
Surgery of suspected ovarian malignancy
If an ovarian cancer is discovered at surgery or on histology, a subsequent full
staging procedure is likely to be required. A full staging procedure should also be
performed for women with a high risk of malignancy index. This includes a
midline laparotomy, cytology (either ascites or pelvic washings), hysterectomy,
bilateral salpingo-oophorectomy and infracolic omentectomy. Biopsies should be
taken from suspicious areas and bilateral selective pelvic and para-aortic
lymphadenectomy performed. Appendicectomy is performed in all suspected
mucinous cystadenocarcinomas.
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Management algorithm

Low risk


Management in a general gynaecology unit.



Simple cysts less than 5 cm in diameter with a normal serum CA125
level may be managed conservatively.



Conservative management should include ultrasound scans and serum
CA125 measurement every three months for two years.



If the cyst does not fit the above criteria or if the woman requests
surgery then laparoscopic oophorectomy is acceptable.

Moderate risk


Management in a cancer centre by a gynaecological oncologist.



Laparoscopic bilateral salpingo-oophorectomy is acceptable in selected
cases.



If a malignancy is discovered then a full staging procedure should be
undertaken.

High risk


Management in a cancer centre by a gynaecological oncologist.

GP referral pathway for symptomatic high risk women


Appendix 1



Appendix 2

10

CLINICAL PRACTICE GUIDELINE

7.

OVARIAN CYSTS IN POSTMENOPAUSAL WOMEN

References

Curtin JP (1994) ‘Management of the adnexal mass’. Gynecologic Oncology, 55(3
Pt 2): S42-6.
DePriest PD, Varner E, Powell J, Fried A, Puls L, Higgins R, et al. (1994) ‘The
efficacy of a sonographic morphology index in identifying ovarian cancer: a
multi-institutional investigation’. Gynecologic Oncology, 55: 174–8.
El Khouly N I, Barr R L, Kim B B et al. (2014) ‘Comparison of robotic-assisted
and conventional laparoscopy in the management of adnexal masses’. Journal of
Minimally Invasive Gynecology, 21(6):1071-4.
Farghaly SA. (2014) Current diagnosis and management of ovarian cysts.
Clinical and Experimental Obstetrics and Gynecology. 41(6):609-12, 2014.
Goldstein SR, Subramanyam B, Snyder JR et al. (1989) ‘The postmenopausal
cystic adnexal mass: the potential role of ultrasound in conservative
management’. Obstetrics & Gynecology, Jan;73(1):8-10.
Grab D, Flock F, Stohr I et al. (2000). ‘Classification of asymptomatic adnexal
masses by ultrasound, magnetic resonance imaging, and positron emission
tomography’. Gynecologic Oncology, 77: 454–9.
Jacobs I, Oram D, Fairbanks J et al. (1990) ‘A risk of malignancy index
incorporating CA125, ultrasound and menopausal status for the accurate
preoperative diagnosis of ovarian cancer’. BJOG, 97: 922–9.
Junor EJ, Hole DJ, McNulty L et al. (1999) ‘Specialist gynaecologists and survival
outcome in ovarian cancer: a Scottish national study of 1866 patients’. BJOG,
106:1130–6.

11

CLINICAL PRACTICE GUIDELINE

OVARIAN CYSTS IN POSTMENOPAUSAL WOMEN

Kurman RJ, Shih LM. (2010) ‘The Origin and Pathogenesis of Epithelial Ovarian
Cancer- a Proposed Unifying Theory’. The American Journal of Surgical
Pathology, 21 (3): 433-43.
Kurtz AB, Tsimikas JV, Tempany CM et al. (1999) ‘Diagnosis and staging of
ovarian cancer: comparative values of Doppler and conventional US, CT, and MR
imaging correlated with surgery and histopathologic analysis: report of the
Radiology Diagnostic Oncology Group'. Radiology, 212: 19–27.
Leibman AJ, Kruse B, McSweeney MB. (1988) ‘Transvaginal sonography:
comparison with transabdominal sonography in the diagnosis of pelvic
Masses’. American Journal of Roentgenology, 151: 89–92.
McAlpine JN, Hanley MMM, Tone AA et al. (2014) ‘Opportunistic salpingectomy:
uptake, risks, and complications of a regional initiative for ovarian cancer
prevention’. American Journal of Obstetrics & Gynecology, 210 (5): 471
Nardo LG, Kroon ND, Reginald PW. (2003) ‘Persistent Unilocular Ovarian Cysts in
a General Population of Postmenopausal Women: Is There a Place for Expectant
Management?’ Obstetrics & Gynecology, 102 (3): 589-93.
Oyelese Y, Kueck AS, Barter JF et al. (2002) ‘Asymptomatic postmenopausal
simple ovarian cyst’. Obstetrical & Gynecological Survey, 57(12): 803-9.

8.

Implementation Strategy


Distribution of guideline to all members of the Institute and to all
maternity units.



Distribution to the Directorate of the Acute Hospitals for dissemination
through line management in all acute hospitals.



Implementation through HSE Obstetrics and Gynaecology Programme
local implementation boards.



Distribution to other interested parties and professional bodies.
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Qualifying Statement

These guidelines have been prepared to promote and facilitate standardisation
and consistency of practice, using a multidisciplinary approach. Clinical material
offered in this guideline does not replace or remove clinical judgement or the
professional care and duty necessary for each pregnant woman. Clinical care
carried out in accordance with this guideline should be provided within the
context of locally available resources and expertise.
This Guideline does not address all elements of standard practice and assumes
that individual clinicians are responsible for:


Discussing care with women in an environment that is appropriate and which
enables respectful confidential discussion.



Advising women of their choices and ensure informed consent is obtained.



Meeting all legislative requirements and maintaining standards of
professional conduct.



Applying standard precautions and additional precautions, as necessary,
when delivering care.



Documenting all care in accordance with local and mandatory requirements.
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Appendix 1: Ovarian cancer GP referral for symptomatic women
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Appendix 2: National Ovarian Cancer GP Referral for symptomatic women
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