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kyste ovarien du fœtus 
✴ forme classique 

✴ descrip<on du 3e trimestre 

✴ forma<on liquidienne paravésicale 

✴ fœtus féminin 

✴ kyste simple:  

✴ paroi fine | contenu anéchogène | unilatéral | <4cm



kystes atypiques 
✴ >4cm 

✴ paroi épaisse 

✴ contenu échogène 

✴ mul<focal 

✴ cloisons épaisses

⇛ kyste compliqué?



diagnos;c différen;el
✴ duplica<on diges<ve 

✴ kyste mésentérique 

✴ tératome 

✴ lymphangiome kys<que abdominal / 
pelvien 

✴ kyste neurentérique 

✴ spectre du cloaque



spectre URSM

duplica;on

-rachis sacré 

-voies urinaires 

-OGE

• évolu<vité 

• paroi 

• péristal<sme



Faut-il ponc;onnes les KO?
The Management of Fetal Ovarian Cysts

By Pietro Bagolan, Claudio Giorlandino, Antonella Nahom, Elena Bilancioni, Alessandro Trucchi,
Claudia Gatti, Vincenzo Aleandri, and Vincenzo Spina

Rome, Italy

Background/Purpose: Ovarian torsion causing the loss of an
ovary represents the most common complication of fetal
ovarian cysts and occurs more frequently before than after
birth. Thus, treatment of fetal simple ovarian cysts should be
performed antenatally; however, criteria for prenatal decom-
pression still need to be evaluated. Previous experience of
the authors showed that large simple cysts have a poor
outcome, whereas preliminary attempts of their “in utero”
aspiration were all successful and uneventful. The authors
evaluated the outcome of fetal simple ovarian cysts after
prenatal aspiration and considered criteria for this proce-
dure. The outcome of cysts showing a prenatal ultrasound
pattern of torsion also was studied.

Methods: This prospective study includes 73 ovarian cysts
(48 simple, 25 showing torsion) diagnosed in 72 fetuses from
June 1992 to June 1999, and followed up until spontaneous
resolution or surgery. Prenatal aspiration was performed in
the case of simple cysts !5 cm in diameter. The outcome of
these cysts was compared with that of similar cysts not
aspirated in the authors’ previous study ("2).10 Cysts with an
US pattern of torsion persisting at birth were operated on.
The outcome of simple cysts less than 5 cm and cysts with a
prenatal ultrasound appearance of torsion also was evalu-
ated.

Results: Prenatal decompression was performed without any
complications in 14 cases: 12 (86%; 95% CI: 0.68 to 1.00)

regressed subsequently; 2 (14%; 95% CI: 0.00 to 0.32)
showed torsion postnatally. This outcome is significantly
better than that of similar cysts not aspirated in the authors’
previous study10 (P ! .0002). Among the 34 simple cysts less
than 5 cm, 26 (76%; 95% CI: 0.62 to 0.90) resolved spontane-
ously; 8 (24%; 95% CI: 0.10 to 0.38) had complications, 7 of
which showing torsion (diameter at evidence of torsion, 4.4
cm [median]; range, 3.3 to 5.2 cm). Among the 34 cysts
showing torsion (25 with initial US pattern of torsion " 9
subsequently complicated simple cysts), 24 (71%; 95% CI:
0.56 to 0.86) required oophorectomy; 9 (26%; 95% CI: 0.11 to
0.41) spontaneously disappeared at ultrasound, one of which
required surgery for intestinal obstruction secondary to ad-
hesion of a necrotic ovary; one patient (3%; 95% CI: 0.00 to
0.09) was lost to follow-up.

Conclusions: Prenatal aspiration of ovarian cysts appears
effective and safe: a “cutoff” of 4 cm should be investigated.
Cysts with ultrasound pattern of torsion persisting postna-
tally require surgery; options for their management, when
sonographically disappearing and asymptomatic, need to be
investigated.
J Pediatr Surg 37:25-30. Copyright © 2002 by W.B. Saunders
Company.

INDEX WORDS: Fetus, in utero aspiration, ovarian cysts,
prenatal diagnosis, ultrasound scan.

S INCE THE FIRST prenatal observation of an ovarian
cyst by Valenti et al in 1975,1 ultrasound detection

of fetal ovarian cysts is increasingly reported in the
world literature. The etiology of fetal ovarian cysts has
not been entirely clarified. Maturation of the hypothala-
mus-pituitary-ovary axis occurs from the 29th week of
gestation in the presence of elevated fetoplacental estro-
gens.2 An immature hypothalamus-pituitary-ovarian
feedback is thought to be responsible for gonadal hyper-
stimulation in severely premature fetuses. Placental in-
sufficiency, in addition to incomplete maturation of the
gonadostat, has been suggested to account for ovarian
hyperstimulation in full-term infants.3 Maternal risk fac-
tors, reportedly, include diabetes, Rh isoimmunization,
and toxemia: luteinized cysts have been described more
frequently in these cases, probably because of the excess
in gonadotrophin levels associated with these patholo-
gies.4,5 Fetal hypothyroidism also is reported as a further
risk factor.6 Various complications are described in as-
sociation with ovarian cysts: compression on other vis-

cera, rupture of the cyst, hemorrhage7; but the most
common is represented by ovarian torsion with conse-
quent loss of the ovary. Ovarian torsion also may result
in adhesion of the necrotic ovary to the bowel or other
organs with possible intestinal obstruction or perfora-
tion,8-10 urinary obstruction, and even sudden infant
death.11 Ovarian torsion has been observed to occur more
frequently during fetal life than postnatally.10,12 There-
fore, to effectively prevent torsion and other complica-
tions, treatment of fetal simple ovarian cysts should be
performed antenatally, although criteria for prenatal de-
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Bilateral Ovarian Autoamputation in an Infant
By H.J. Corbett and G.A. Lamont

Liverpool, England

A case of bilateral ovarian autoamputation in an asym-
ptomatic infant is presented. Cystic lesions were de-
tected within the abdomen of the fetus during antenatal
ultrasound scan (USS). USS performed shortly after birth
showed a single lesion thought to be a duplication cyst,
but at laparotomy 2 free floating cysts representing
the ovaries were discovered. A review of the natural his-

tory of neonatal ovarian cysts and the management is
given.
J Pediatr Surg 37:1359-1360. Copyright 2002, Elsevier Sci-
ence (USA). All rights reserved.

INDEX WORDS: Ovary, cysts, torsion, autoamputation,
neonatal.

AUTOAMPUTATION of the ovary has been reported
in both children and adults and is thought to be the

result of torsion of a normal or cystic ovary, with
subsequent infarction, necrosis and then separation.1-3
Although cysts are commonly seen bilaterally,4,5 bilat-
eral torsion is extremely rare in any age group.6 We
report the first case of bilateral ovarian autoamputation,
which is likely to have been the result of intrauterine
torsion of the ovaries.

CASE REPORT
During a routine antenatal ultrasound scan (USS) of a healthy

17-year-old primigravida at 19 weeks gestation, a cystic area measuring
2.7 ! 1.4 cm was detected in the abdomen of the fetus. During USS at
35 week’s gestation, 2 cystic lesions were seen within the pelvis of the
fetus. The right-sided lesion measured 2.1 cm and the left 3.0 cm. They
were reported to have mixed internal echoes and were thought to be
ovarian in nature.
Pregnancy continued uneventfully, and labor was induced at 41

weeks’ gestation. A healthy female baby was born by normal vaginal
delivery, weighing 3.32 kg. Physical examination was unremarkable
with no mass palpable in the abdomen. An USS performed at the
District General Hospital on day 1 showed a cystic lesion with a single
septum in the right hypochondrium, measuring 5 cm. It was separate
from kidney, liver, and gallbladder, and a possible diagnosis of a
duplication cyst was made.
The infant underwent repeat abdominal and pelvic USS at Alder Hey

Children’s hospital at the age of 10 days. A cystic structure measuring
4.4! 3.1! 4.6 cm was seen in the right flank, separate from the pelvic
structures and liver. One or 2 septations were seen, and the cyst
appeared to have a double wall consistent with a duplication cyst. In
view of these findings the infant underwent elective laparotomy at the
age of 5 months. At the time of surgery, 2 free-floating cystic lesions,
without stalk or peritoneal attachment, were removed from the perito-
neal cavity. The liver, gallbladder, small and large bowel, as well as the
uterus and fallopian tubes were normal, but no ovarian tissue was
found.
Histopathology of the 2 cystic lesions, which measured 3.5 ! 2.5 !

2.0 cm and 3.8 ! 1.8 ! 1.5 cm, showed hemorrhagic cysts of the
ovaries with dystrophic calcification, presumably related to intrauterine
ischemic or hemorrhagic infarction. The baby made a prompt recovery,
and endocrine follow-up was arranged.

DISCUSSION

Antenatal detection of an ovarian cyst was first re-
ported in 1975.7 Since this time, fetal ovarian cysts have
been reported in greater numbers because of the increas-
ing frequency4,8,9,10 and greater accuracy5,11 of routine
antenatal ultrasound scans.
Primary follicles form in the fetal ovary as early as 20

weeks of gestation,12,13 and it is normal for the fetal
ovary to produce small follicular cysts.4 These are seen
with increasing frequency throughout gestation and are
present in 34% of newborns.14 Such cysts are considered
pathologic once their diameter is greater than 2 cm,5,10,12
and most fetal ovarian cysts are detected with USS
during the third trimester.8 The formation of pathologic
cysts is thought to be caused by disordered folliculogen-
esis caused by hormonal stimulation of the fetal ovary,13
and many of the cysts go on to regress postnatally once
the influence of maternal hormones has ceased.12
The significance of pathologic fetal and neonatal ovar-

ian cysts is the high rate of complications, many of which
result in loss of the affected ovary.11 The most common
complication is torsion, and this can occur both ant and
postnatally.8,11,12,15 In some series, the antenatal torsion
rate is reported to be as high as 74%, and it is thought
that the risk of torsion increases with increasing size of
the cyst.12 Other less frequent complications include
autoamputation, which is thought to be the result of
torsion as well as hemorrhage into the cyst or the peri-
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Fetal Ovarian Cyst Decompression to Prevent Torsion 
By Timothy M. Crombleholme, Sabrina D. Craigo, Sara Garmel, and Mary E. D’Alton 

Philadelphia, Pennsylvania and Boston, Massachusetts 

Background/Purpose: Neonates who have ovarian torsion 
caused by an ovarian cyst often lose their ovary because the 
torsion and infarction occurred antenatally. Because ultra- 
sound scan has been so effective in diagnosing ovarian cysts 
in utero, we have a better understanding of their natural 
history and can select appropriate cases for cyst decompres- 
sion in utero to prevent torsion. The authors reviewed 
experience with seven fetuses who had fetal ovarian cyst. 

Methods: During a 26-month period, seven patients were 
referred for the evaluation of fetal ovarian cyst. The mean 
gestational age at presentation was 31.9 + 3.6 weeks (*SD; 
range, 27 to 37 weeks). There was no history of maternal risk 
factors such as diabetes mellitus or fetal risk factors such as 
hyperthyroidism or placentomegally. All seven cases in- 
volved isolated unilateral cysts without associated anomalies 
or chromosomal abnormalities. Mean initial cyst diameter 
was 3.4 -+: 1.7 cm (&SD; range, 1 to 6.1). Indications used for 
ovarian cyst decompression included anechoic cysts with a 
diameter ~4 cm, a cyst “wandering” about the abdomen on 
serial sonograms, or demonstrating rapid enlargement (>I 
cm/wk). 

Results: All but one cyst progressed in size during observa- 
tion. One fetal ovarian cyst (diameter, 2 cm) subsequently 
regressed spontaneously and another (diameter, 2.1 cm) 
stabilized during prenatal ultrasound surveillance. 0ne”cyst” 

observed with a diameter of 3.5 cm proved to be a persistent 
cloaca. Four fetal ovarian cysts met criteria for decompres- 
sion. Because of fetal position, decompression could not be 
performed in one. One cyst (seen before defining criteria for 
decompression) with a diameter of 5 cm was observed only 
and underwent torsion. Two cysts (diameters, 6.1 cm and 4 
cm) were decompressed in utero under local anesthesia with 
ultrasound guidance, of 95 mL and 35 mL, respectively. High 
cyst fluid progesterone (12,041 and 1,990 ng/dL, respectively) 
and testosterone (1,298 and 2,900 ng/dL, respectively) con- 
firmed the etiology of the cyst as ovarian. Neither cyst 
recurred, and postnatal ultrasound scan confirmed resolu- 
tion. There was no maternal or fetal morbidity or mortality 
and only the patient observed before development of criteria 
for decompression lost her ovary because of torsion. 

Conclusions: Fetal ovarian cysts tend to present as isolated 
unilateral lesions in normal fetuses in the third trimester. 
Spontaneous regression of fetal ovarian cysts may occur. 
Fetal ovarian cyst decompression, in select cases, may pre- 
serve ovaries at risk for torsion. 
J Pediatr Surg 32:1447-1449. Copyright o 1997 by W.B. 
Saunders Company. 

INDEX WORDS: Ovarian cyst, fetal therapy, prenatal ultraso- 
nography. 

F ETAL OVARIAN CYSTS are increasingly being 
diagnosed by prenatal ultrasound scan, which has 

afforded a better appreciation of their prenatal natural 
history.1-5 The fetal ovary, under the influence of fetal 
gonadotropins, maternal estrogens, and placental chori- 
onic gonadotropin, produces cysts of varying size most 
often during the third trimester6 The most common 
complication of ovarian cyst is torsion, which may be 
seen in up to 38% of fetal cases.1%6-9 The incidence of 
torsion in neonatal ovarian cysts is reported to occur in 
50% to 78% of cases9Jo This high incidence led some to 
recommend early surgical intervention in neonates.“-l5 
However, Brandt et aL6 found that 92% of neonates 
explored for torsion of an ovarian cyst had evidence of 
torsion on prenatal ultrasound or their first postnatal 
ultrasound, making postnatal surgical attempts at ovarian 
salvage futile. 

To preserve ovarian tissue, ovarian cysts need to be 
decompressed before they can undergo torsion. Ovarian 
cyst decompression in utero was first reported by Valenti 
et al, in 1975, and nine cases have subsequently been 
reported.7-gJ6-18 However, no criteria for fetal ovarian cyst 

decompression have been established. We reviewed our 
experience with fetal ovarian cysts and the use of specific 
selection criteria for in utero decompression. 

MATERIALS AND METHODS 

The prenatal and postnatal charts of seven patients referred to the 
Center for Perinatal Diagnosis at New England Medical Center for 
evaluation of fetal ovarian cyst between September 1993 and November 
1995 were reviewed. The patient records were reviewed for gestational 
age at presentation, ultrasonographic data, karyotype results, associated 
anomalies, maternal or fetal risk factors for ovarian cysts, perinatal 
management, and outcome. In addition, all prenatal and postnatal 
ultrasound scans were reviewed. The selection for fetal ovarian cyst 
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Abstract
Background/Purpose: Fetal ovarian cysts are frequently complicated by intracystic hemorrhage without
associated clinical signs, which is often secondary to ovarian torsion leading to loss of the ovary. The
aim of this study was to evaluate ovarian outcome and the place of prenatal management and surgery in
the first few days of life in order to save the ovary.
Methods: Between January 1987 and June 2006, 82 fetal ovarian cysts in 79 patients were managed and
clinically and ultrasonographically followed up for several months (median, 11 months; range, 6 months
to 10 years) in all of the cases where the ovary was not removed. The ultrasonographic results regarding
the ovarian parenchyma were broken down into 3 categories: follicular ovary, homogeneous ovary, and
undetected ovary.
Results: Twenty-seven cysts remained simple throughout their evolution, and 55 were complicated by
intracystic hemorrhage usually several weeks before birth. Overall, after disappearance of the cyst,
a follicular ovary was detected in only 39% of the cases (32/82) and more often when the cyst was
simple than when it presented an intracystic hemorrhage (85% vs 16.4%, χ2, P b .0001).
Conclusions: A review of our series confirms the poor ovarian outcome linked to ultrasonographic signs
of intracystic hemorrhage. Preventive action by puncture of “simple” cysts is still being studied.
The presence of a bilateral cyst can, if pulmonary maturity has been reached, be an argument for
inducement of premature birth with a view to performing conservative surgery. After birth, surgery in the
first few days of life is only justified if the signs of intracystic hemorrhage appeared in the period very close
to birth.
© 2008 Published by Elsevier Inc.

Both before and after birth, fetal ovarian cysts are very
often asymptomatic. If prenatal ultrasonography was not
performed, these cysts would most often be unknown in the
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faut-il ponc;onner les KO?

✴ li-érature médicale contradictoire 

✴ données rétrospec<ves concernant des pe<tes séries 

✴ échec de l’étude prospec<ve randomisée française (tours) 

✴ aTtude conservatrice des chirurgiens vs ac<ve des prénatalistes



faut il ponc;onner les KO?

✴pour: 

✴ cer<tude diagnos<que 

✴ estradiol très élevé dans le 
KO 

✴ enzymes diges<ves dans 
les duplica<ons / cloaques 

✴ ↧risque de torsion 
prénatale mais également 
postnatale immédiate

✴contre 
✴ risque d’hémorragie 

intraK 

✴ risque d’accouchement 
induit 

✴ risque de plaie 
diges<ve 

👎👍



center’s protocol
♀pelvi cystic mass 

2nd level US

ovarian cyst

differential diagnosis

COMPLEX

SIMPLE

>3 cm <3 cm

US PRENATAL 
FOLLOW UP

DECOMPRESSION 

POST NATAL FOLLOW UP 
and/or SURGERY

retrospective study 
1996-2013 
single institution



results (n=153)

GA at diagnosis GA at birth GA at birth 
decompression

GA at birth 
no decompression

mean 32.7 39.1 39.3 39.1

min-max 23-39 32-43 36-41 32-41

p=0.8



taille du kyste?

size (mm) if bilateral

mean 3.95 2.95

min-max 1.2-8.4 1.2-5.0

n 153 8 5 % bilateral



simple OC 
n=57

✴ duplication n=2

FLOW CHART 

*

*

*

153 fetus

OC > 3 cm 
n=118

< 3 cm & simple  n=32
< 3 cm & complex 

n= 3

bilateral n=8 
association n= 4

✴ CAKUT n=1
✴ duplication n=1

simple
> 3cm
n=56

increase: n=1

lost of followup
4

complication
 n=2

complex OC
n= 45
29%

resolution :n= 7
decrease <3 cm:n= 16

complex
n=23n=38

resolution 
n=6

complication 
n=2decompression 

n=48

complex n=5
differiential diag: n=3 

1 bilateral simple & complex 
1 case OC 8 cm

impossible n=5  
refusal n=3



postnatal care
n=153 %

surveillance 80 (52%)
70

regression- no follow up 28 (18%)
aspiration 10 (6.2%)

30
surgery 35 (22.8%)

confirmed ovarian cyst                       31
digestive                              3 (1 true FP - 2 prenatally suspected)
CAKUT                              1 (prenatally suspected)



chirurgie
size (cm) <5 >5 <4 >4 <3 >3

surveillance 79 
90%

20 
29%

53 
83%

42 
65%

26  
89%

70 
69%

surgery 18  
10%

17 
31%

11 
17%

22 
35%

3 
11%

31 
31%

p 0.01 0.02 0.03

complex simple

conservative 
surgery

30 
(23%)

98 
(74%)

ovariectomy 13 
(68%)

6 
(32%)

p<0.01



prenatal interven;on

no procedure decompression

conservative 
surgery

29 
42%

40 
56%

ovariectomy 4 0

p=0.038

simple > 3cm

no procedure decompression

surgery 25 37

no surgery 8 3

p=0.057

simple > 3cm

Reduction of ovariectomy



conclusion

✴ La ponc<on de KO peut être proposée 

✴ dans kystes simples et > 3 cm 

✴ ou lorsque le diagnos<c différen<el est difficile 

✴ procedure non risquée dans les services expérimentés 

✴ réduc<on probable du risque d’ovariectomie 


