
An elliptical incision is made through the thin 
cortex of the benign cyst (Fig. 2).

•	 A plane is developed by the use of blunt dissec-
tion. The end of the knife is then inserted and 
a plane developed over the cyst wall. Fine-nee-
dle electrocautery or microsurgical can be used 
to separate the cyst wall from the ovarian cor-
tex (Fig. 3).

•	 The inner ovarian stroma may be approxi-
mated with a purse-string suture of 5/0 non-
reactive material. Closure of the ovary is done 
with a baseball or simple stitch. NB: The re-
dundent cortex can be removed and the dead 
space obliterated with an internal closure, with 
care taken that suture material does not pene-
trate the ovarian cortex (Fig. 4).

Often findings of antenatal ultrasound or neona-
tal examinations done as part of an evaluation of 
congenital anomalies necessitate surgery. 
•	 The majority of findings are simple follicular 

cysts associated with high maternal steroid pro-
duction. 

•	 When reasonably small (<7 cm) torsion is un-
likely, regression occurs rapidly, serial ultra-
sound examination to monitor disappearance 
is sufficient. 

•	 Intrauterine fetal cyst aspiration has been tried 
and yielded good results.

•	 If larger than 5 cm, the cyst should be removed 
to relieve pressure and its consequent pain, to 
prevent torsion and to rule out large cystic ter-
atoma. 

•	 An attempt should be made to preserve nor-
mal and functioning ovarian tissue, even if ne-
crotic.

•	 A laparoscopic approach is the ideal approach 
for diagnosis and treatment.

•	 Percutaneous aspiration should not be tried.

�Resection of Benign Cyst 

Surgery through Pfannenstiel incision:
•	 A thin-walled ovarian cyst is shown in Fig. 1.
•	 Careful assessment is necessary before the ini-

tial incision is made. The incision in the ovar-
ian cortex facilitates symmetric reconstruction. 

Fig. 1
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Fig. 2

Fig. 3

Fig. 4
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Tips

77 Low-power magnification (surgical loupes) of-
ten assists the surgeon in identifying the correct 
plane in the cyst wall and ovarian parenchyma. 

77 If the cortex is quite friable, it is necessary to 
place interrupted 6/0–7/0 non-reactive sutures 
to achieve adequate approximation.

Common Pitfalls

77 Rupture of fragile cyst wall and spillage of the 
pelvic cavity

77 Excessive redundant thin cortex: can present a 
special problem in ovarian reconstruction

77 Rough manipulation of the Fallopian tubes

Ovarian Transposition Before 
Radiotherapy

Surgery through the Pfannenstiel incision:
•	 This procedure is done, e.g. when there is ovar-

ian transposition in a patient being treated for 
malignancy before receiving radiotherapy. 

•	 The ovaries are suspended out of the field of 
radiation. 

•	 Bisharah and Tulandi have recommended tran-
section of the ovarian ligament and transposi-
tion of the ovaries without affecting the Fallo-
pian tubes. 

•	 This is associated with positioning of the ova-
ries laterally and anteriorly at the level of the 
anterosuperior iliac spines (Fig. 5).

Tips

77 Gonads are sensitive to radiation. It is estimated 
that the sensitivity of the oocytes to radiation is 

the lethal dose required to eliminate 50 % of the 
oocytes (LD50) of 2 Gy

Common Pitfalls

77 The consequences of not transecting the ovarian 
ligament will affect the Fallopian tubes.

Fig. 5
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