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INTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTION

Ovarian Cysts are a common gynaecological
problem among women of reproductive age and the
prevalence is around 7%1,2. Most of these cysts are
benign, particularly functional or physiological.
Functional ovarian cysts include both follicular and
corpus luteum cysts and often resolve spontaneously
within one to two menstrual cycles3. Resolution may
occur following resorption of cyst fluid into the
peritoneal cavity causing transient pain, however
medical intervention is usually not necessary. When
the cysts are large, persistent or painful, they may
require surgical intervention4. Ovarian cysts are found
either during the course of investigation of abdominal
pain or as a result of investigation for other reasons. It
is important to distinguish between cysts that will
require assessment and management and those that
will resolve spontaneously5.

Functional (physiologic) cysts are asymptomatic,
benign and often found incidentally as a result of
pelvic examination or ultrasonography (USG), and are

most common in young women. They are
occasionally a complication of ovulation induction. The
corpus luteum may persist beyond its natural life span,
secreting progesterone, thus causing menstrual
irregularity occasionally5. A normal follicular cyst upto
3cm in diameter requires no further investigation or
treatment. In a simple cyst, unilocular, echofree, no
solid component and less then 7.9cm diameter, USG
is repeated at 3-6 months. If it persists or enlarges then
laparoscopic removal is advised.5 Since early oral
contraceptive (OC) were associated with a reduced
incidence of functional ovarian cysts as they
suppressed ovarian activity, they were used to treat
cyst as well4. The reduced risk of ovarian
malignancies for oral contraceptive users is strong and
the risk for functional cysts is reduced by current use
of OC6.

In current clinical practice functional ovarian
cysts are treated either with OC or expectant
management alone.1 Physiological ovarian cysts are
frequently found in young women and adolescent girls
attending the gynaecological outdoor clinic, seeking
treatment for it. The present study was undertaken to
describe the presentation of these cysts and to
compare use of oral contraceptive pills with expectant
management in these patients, with the primary
objective to compare cyst resolution rates of
spontaneously occurring functional cysts.
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ABSTRACTABSTRACTABSTRACTABSTRACTABSTRACT
Objectives:Objectives:Objectives:Objectives:Objectives: To describe the presentation of spontaneously occurring functional ovarian cysts and compare the
effectiveness of oral contraceptive pills with expectant management in the treatment of these cysts.

Material and Methods:Material and Methods:Material and Methods:Material and Methods:Material and Methods: This study was carried out in the outpatient gynaecological clinic of Hayatabad Medical
Complex and Khyber Teaching Hospital, Peshawar from January 2009 to December 2010. Patients with functional
ovarian cysts diagnosed on ultrasound were included. Ovarian tumours, malignancies, premenarche and post
menopausal cysts were excluded. Patients were offered oral contraceptives or expectant management for 2 months.
A repeat ultrasound was performed for cyst resolution.

Results:Results:Results:Results:Results: Forty seven patients with functional ovarian cysts aged between 16-35 years (mean age 22.9 years + 3.5
years) were included. Nineteen patients (40.42%) were nulliparous while 14 (29.7%) were unmarried. In 13 (27.65%)
it was incidentally diagnosed while other presentations were, pelvic pain 7 (14.89%), dysmenorrhea 7 (14.89%),
menstrual irregularity 6 (12.76%) and infertility 6 (12.76%). The cyst size ranged between 2-3cm in 23 (48.93%),
3-4cm in 17 (36.17%) and 4-5cm in 7 (14.89%). Twenty two (46.80%) counseled for expectant management (Group A)
and Oral contraceptives (Group B) were given in 25 (53.19%). Cyst resolution at 2 months by ultrasound was 72.72%
in Group A and 80.0% in Group B. There were 2 persistent Cyst in Group A and 3 (12.0%) in Group B. Five patients
were lost to follow-up, 3 in A and 2 in Group B. There was no statistically significant difference in Cyst resolution in the
two groups.

Conclusion:Conclusion:Conclusion:Conclusion:Conclusion: Functional ovarian cysts are common in women of reproductive age and are often asymptomatic.
Expectant management achieves similar cyst resolution rates to oral contraceptives, and is a better alternative.
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MAMAMAMAMATERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODS

This study was carried out in the outpatient
department of Gynae units of Hayatabad Medical
Complex and Khyber Teaching Hospital, Peshawar
between January 2009 and December 2010. The
women in their reproductive period and adolescent
girls who attended the gynaecological outpatient clinic
for any gynaecolo-gical problem or lower abdominal
pain and were found to have a functional ovarian cyst
by ultrasonography (USG) were enrolled in the study.
Exclusion criteria were premenarche, postmenopause,
ovarian tumours requiring surgery (dermoid,
endometriosis or malignancies) and pelvic inflamatory
diseases. Information regarding age, symptoms like
abdominal pain, menstrual cycle pattern,
dysmenorrhoea, dyspareunia, obesity, hirsutism and
obstetrical history were recorded. Ultrasound findings
including cyst size, site and characteristics were noted.

Patients were counseled and either expectant
treatment or hormonal treatment with OC containing
ethinyl estradiol 0.03mg and levonorgestril 0.15mg
were started. Convenience sampling was used for
patient selection. Patients were counseled how to take
OC and informed of possible side effects. An
appointment was scheduled at one month for all
patients and ultrasonography performed. If the cyst
did not show resolution the women continued the same
treatment and was followed by a second USG after
another months treatment. If the cyst still persisted or
had progressed in size after 2 months of OC or
expectant management, the woman was referred for
laparoscopic or surgical evaluation.

A functional ovarian cyst was taken as a cyst of
2-6 cm in diameter, unilocular, thin walled, anechogenic
with no solid parts, papillary formation, peritoneal mass
or ascites. The main outcome measure was cyst
resolution i.e. USG showed no cyst or cyst was
regressing/reducing in size. Persistence was when
USG detected the same ovarian cyst with same size
or decrease less then 50%. The data was collected
and analyzed. Frequencies and percentages were
calculated. P-value calculated using chi-square test,
where applicable and P<0.05 was taken as significant.

RESULRESULRESULRESULRESULTSTSTSTSTS

During the study period 47 patients presenting
with functional ovarian cyst fulfilling the inclusion
criteria were included in the study. The age of the
patients ranged between 16 years and 35 years (mean
age, 23.9 + 3.5 years) with 48.93% (23 cases) aged
21-30 years. Fourteen (29.78%) were unmarried girls
with functional ovarian cysts. Nineteen (40.42%) were
nulliparous. Ovarian cyst was incidentally diagnosed
in 13(27.65%) cases who underwent sonography for
some other reason. Pelvic pain and dysmenorrhea in
7(14.84%) cases each, menstrual irregularity in
6(12.76%) cases. In 6(12.76%) cases cyst was

diagnosed when routine baseline ultrasound was done
for infertility. Hirsutism, weight gain and acne were the
other symptoms as shown in Table 1. The cyst size
was between 2-3cm in 23 cases (12 in expectant and
11 in OC group), 3-4cm in 17 cases (8 expectant, 9
OC) and 4-5cm in 7 (2 expectant, 5 OC) cases. It was
commonly found on left side 24 (51.06%) cases while
bilateral cysts in only 2 cases (4.25%) as shown in
Table 2.

Patients were counseled regarding the
physiological nature of the cysts and were given

TTTTTable 2: Cyst Size and Site (n=47)able 2: Cyst Size and Site (n=47)able 2: Cyst Size and Site (n=47)able 2: Cyst Size and Site (n=47)able 2: Cyst Size and Site (n=47)

Size and SiteSize and SiteSize and SiteSize and SiteSize and Site No. of patients and percentageNo. of patients and percentageNo. of patients and percentageNo. of patients and percentageNo. of patients and percentage

Size:Size:Size:Size:Size:

2-3 cm 23 (48.93%)

3-4 cm 17 (36.17%)

4-5 cm 7 (14389%)

SiteSiteSiteSiteSite

Right ovary 21 (44.6%)

Left ovary 24 (51.06%)

Bilateral 2 (4.25%)

TTTTTable 1: Pable 1: Pable 1: Pable 1: Pable 1: Patient Characteristics and Presentationatient Characteristics and Presentationatient Characteristics and Presentationatient Characteristics and Presentationatient Characteristics and Presentation
(n=47)(n=47)(n=47)(n=47)(n=47)

CharacteristicsCharacteristicsCharacteristicsCharacteristicsCharacteristics No. of patientsNo. of patientsNo. of patientsNo. of patientsNo. of patients
and percentageand percentageand percentageand percentageand percentage

Age:Age:Age:Age:Age:

< 20 years 20 (43.56%)

21-30 years 23 (48.93%)

31-35 years 4 (8.51%)

PPPPParity:arity:arity:arity:arity:

Unmarried 14 (29.78%)

Nulliparous 19 (40.42%)

P1-P2 12 (25.53%)

> P3 2 (4.25%)

Presentation:Presentation:Presentation:Presentation:Presentation:

Incidental finding 13 (27.65%)

Pelvic Pain 7 (14.89%)

Dysmenorrhoea 7 (14.89%)

Menstrual irregularity 6 (12.76%)

Weight gain 3 (6.38%)

Hirsutism 2 (4.25%)

Acne 3 (6.38%)

Failure to Conceive 6 (12.76%)
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(12.76%) had menstrual irregularity. In other studies,
Yousaf F. et al, reported 66.66% (38 cases) of the study
population as less then 30 years, while 45.61% had
dysmenorrhoea, 24.5% had menorrhagia and 19.29%
had lower abdominal pain8. Others have reported
follicular cysts a common finding with mean ages as
36.7 and 39.1 + 6.5 years and abdominal pain and
discomfort as a common presentation1. Yasmin S
reported in a series of 71 patients 89.71% ovarian
tumours were benign and of these 27.86% were
follicular Cysts9. In a histopathological profile of cases
of ophorectomies done over a period of 10 years,
22.8% were corpus luetum cysts and follicular cysts
were seen in 50% of bilateral presentation10.

Most simple cysts resolve spontaneously over a
period of 3-6 months5. Suppression of ovulation results
in decreased cyst development since many functional
cysts occur as a result of ovulation, this led to the
conclusion that oral contraceptives were useful in
treating functional cysts11. Many previous studies have
also indicated the use of OC with a lower risk of
occurrence of functional ovarian cysts12-15. OC not only
suppress ovulation but also suppress pituitary
gonadotrophin release and a direct effect on gonads16.
Expectant management has been suggested to have
the same effectiveness as hormonal treatment1,7.

Most ovarian cysts resolved within one month in
both the groups. At 2 months 72.72% in Group A and
80.00% in OC group complete cyst resolution was
observed, irrespective of the cyst size, although the
numbers were too small to reach a firm conclusion
about this relationship. There was no statistically
significant difference in 2 groups, (p value = 0.1,
insignificant). Result of our study was in agreement
with other studies3,7,11. Mackenna et al. have reported
Cyst resolution rates of 72% in OC and 76% in
expectant group7. These correlate with the findings in
our study.

The disappearance rates of spontaneously
formed functional cysts in women using high dose OC,
low dose monophasic OC or multiphasic OC were
similar to those of expectant management and reported
as 88.9% in OC and 76% in expectant and as 100%
and 94% respectively at 5 and 10 weeks17. While in
another study, Guia et al reported remission rates of
75.3% and 70% with OC and placebo respectively18.
The variation in disappearance rates in our study and
other studies may be attributed to small number of
subjects in both groups as well as the baseline
characteristics of the study population might have been
different. In the present study cysts were persistent in
2(9.09%) in Group A and 3(12%) in Group B, while 1
increased in size and they were referred for surgery
and found to be serous Cystadenomas in 2,
endometriosis in 3 and persistent follicular cyst in 1
case. Similar findings were reported for cysts
persisting after 2 months by other authors1,16.

TTTTTable 3: Management and Out Come (n=47)able 3: Management and Out Come (n=47)able 3: Management and Out Come (n=47)able 3: Management and Out Come (n=47)able 3: Management and Out Come (n=47)

ExpectantExpectantExpectantExpectantExpectant OCOCOCOCOC
TTTTTreatmentreatmentreatmentreatmentreatment

Total patients 22/47 (46.80%) 25/47 (53.19%)

OUTCOME:

Resolution at 13/22 (59.9%) 17/25 (68.00%)
1 month

Resolution at 2 16/22 (72.22%) 20/25 (80%)
months

Persistent cysts 2 (9.09%) 3 (12.0%)

Increased in size 1 (4.54%) 0

Lost to follow up 3 (13.63%) 2(8.0%)

expectant treatment or oral contraceptive pills. In
patients with menstrual irregularity and
dysmenorrhoea, OC were preferred while majority of
the unmarried and nulliparous consented to
expectant management. Only 2 patients put on
expectant treatment wanted OC and were shifted to
the other group. Table 3 shows the treatment and
outcome. Twenty two (46.80%) patient were on
expectant management (Group A) and 25(53.19%)
were started on OC (Group B). At followup USG after
1 month the cyst had resolved in 13/22 (59.09%) in
expectant group and 17/25 (68.00%) in patient using
OC, where as at 2 months USG, cysts had resolved in
another 3 in expectant and 3 in OC group making a
total of 16(72.72%) and 20(80.00%) respectively. No
statistically significant difference (p value = 0.1) was
found in resolution rates in the 2 groups. Three
patients were lost to follow-up in Group A, 2 in Group
B, the cyst persisted in 2 (9.09%) in Group A and 3
(12.00%) in Group B, while it increased in size in
1(4.54%) in Group A. Symptoms like pain,
dysmenorrhea improved with symptomatic treatment
like mefenamic acid. Menstrual irregularity improved
with OC treatment. Overall patient satisfaction and
response with the treatment were equal in both groups.
Patients in whom the cysts persisted or increased in
size were admitted for laparoscopic or conventional
surgery.

DISCUSDISCUSDISCUSDISCUSDISCUSSIONSIONSIONSIONSION

The vast majority of ovarian cysts in women of
reproductive age are functional, either follicular or
cystic corpus luteum7. The findings of our study
suggest functional ovarian cysts are often
asymptomatic and seen in relatively younger age
group. The mean age of patients was 23.9 + 3.2 years
(range 16-35 years) with 43(91.48%) aged below 30
years. It was incidentally diagnosed in 13 (27.65%)
while USG was done for pelvic pain and
dysmenorrhoea in 7 (14.89%) cases each while 6
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The present study results together with those of
other studies show that OC are not superior to
expectant management for functional ovarian cysts. A
recent Cochrane review of seven randomized
controlled trials concluded that combined oral
contraceptives did not hasten the resolution of
functional ovarian cysts compared with expectant
management, regardless whether the cysts were
spontaneous or related to ovulation induction3.
Mckenna et al, suggested that OC should be used to
treat functional ovarian cysts in cases having
anovulatory cycles in order to induce the next period
and to start a new cycle of ovulation induction7.

CONCLCONCLCONCLCONCLCONCLUSIONUSIONUSIONUSIONUSION

Oral contraceptive therapy is very effective in
functional ovarian cysts but expectant management
achieves similar success rates and is therefore a good
alternative to OC therapy in functional cysts.

REFERENCESREFERENCESREFERENCESREFERENCESREFERENCES

1) Sanersak S, Wattanakumtornkul S, Korsakul C.
Comparison of Low- Dose Monophonic Oral
Contraceptive pills and Expectant management in
Treatment of Functional Ovarian Cysts. J Med Assoc
Thai 2006; Vol. 89: No. 6: 741-47.

2) Borgfeldt C, Andolf E. Transvaginal Sonographic
ovarian findings in a random sample of women
25-40 years old. Ultrsound obstet gynecol 1999;
13: 345-50.

3) Horlen C. Ovarian Cysts: A Review: management
of Functional Ovarian Cysts. US Pharmacist. 2010;
35(7): 1-4. © 2010 Jobson Publishing.

4) Grimes DA, Jones LB, Lopez LM, Schulz KF. Oral
contraceptives for functional ovarian cysts.
Cochrane Database of systematic Reviews 2009,
Issue 2. Art. No.: CD 006134. DOI: 10.1002/
14651858. CD 006134. pub 3.

5) Zanetto U, and Downey G. Tumours of the Ovary.
In Gynaecology by Shaw, Robert W, Luesley, David,
Monga, Ash K. 4th Edition. Churchill Living stone ©
2011, Elsevier Limited.

6) Westhoff C, Britton JA, Gammon MD, Wright Kelsey
JL. Oral Contraceptive and Beuign Ovarian Tumors.
Am J Epidemiol 2000; 152: 242-6.

7) Mackenna A, Fabres C, Alam V, Morales V. Clinical
management of Functional ovarian Cysts: a
prospective and randomized study. Human
Reproduction 2000; vol. 15(12): 2567-69.

8) Yousaf F, Tajamal A, Sheikh S, Sultan F, Latif R.
Symptomatology of Functional ovarian cysts.
Professional Med J. Jul-Sep 2004; 11 (3): 345-48.

9) Yasmin S, Yasmin A, Asif M. Frequency of benign
and malighant ovarian tumours in a tertiary care
hospital. J postgrad Med Inst. Oct-Dec 2006; 20
(4): 393-97.

10) Izhar R, Zaheer N, Mausari FA. Histopathological
profile of cases of Oophorectomy: a report from
1997-2007. J Liaquat Uni Med Health Sci. Jan-Apr
2009; 8 (1): 68-71.

11) Rodriguez MI. Oral contraceptives in the Treatment
of Functional ovarion Cysts?: Current Study.
Medscape Family Medicine © 2009 Med scape,
LLC.

12) Carolyn W, Julie AB, Marilie DG, Tom W, Jennifer
K. Oral contraceptives and benign ovarian tumors.
Obstet Gynecol Surv 2001; 56: 33-34.

13) Christensen JT, Boldsen JL, Westergaard JG.
Functional Ovarian Cysts in Premenopausal and
gyecologically healthy women. Contraception 2002;
66: 153-57.

14) Holt VL, Cushing-Haugen KL, Daling JR. Oral
contraceptives, tubal sterilization, and finctional
ovarian cyst risk. Obstet Gynecol 2003; 102:
252-58.

15) Burkman R, Schlesselman JJ, Zieman M. Safety
concerns and health benefits associated with oral
contraception. Am J Obstet Gynecol 2004; 190:
S5-22.

16) Bayar U, Barut A, Ayoglu F. Diagnosis and
management of simple ovarian cysts. Int J Gynaecol
Obstet 2005; 91: 187-88.

17) Kilicdag EB, Tarim E, Erkanli S, Asian E, Asik G,
Bagos T. How effective are ultra-low dose oral
contraceptive pills for treatment of benign ovarian
Cysts? Fertil Steril 2003; 80 (suppl 3): S 218.

18) De Guia BC. A randomized placebo-controlled trial
of low-dose monophasic pills in the treatment of
functional ovarian cysts. International Congress
Series 2004; 1271: 15-18.

The Journal of Medical Sciences, Peshawar is indexed with
WHO IMEMR (World Health Organisation Index Medicus for
Eastern Mediterranean Region) and can be accessed at the
following URL.

http://www.who.int/EMRJorList/details.aspx?docn=4468


