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Case

Report

Introduction

Ovarian cysts represent one of the most frequent intraab-
dominal masses in female fetuses.1 The etiology is not clear
however maternal estrogen and gonadotrophins are sus-
pected.1 They may be either septated hemorrhagic or simple,
thin walled, anechoic cysts.2 Omental cyst, gastrointestinal
duplication cyst, mesenteric cyst and genitourinary system
cysts constitute the differential diagnosis. They are usually
asymptomatic but intracystic hemorrhage, torsion and ovarian
loss and adhesions may be seen. Ascites is rare and unusual.3

Case Report

At the end of the work week, on Friday, a 21-year-old
gravida 1 para 0 woman was referred to our maternal-fetal
medicine center by her primary physician due to a fetal in-
traabdominal cyst at 32 weeks of pregnancy. There was 2nd de-
gree consanguinity. Her medical history was unremarkable.
First trimester screening revealed low risk and fetal anomaly
screening at 20 gestational weeks reported no anomalies. Our
ultrasonography revealed an appropriate-for-age female fetus
with normal amniotic fluid. Urinary bladder was normal but
lateral and superior to the bladder, there was a sharply circum-

scribed, thin walled anechoic cystic structure measuring 56x48
millimeter (Figure 1A). There were no clumps of echogenic
densities inside the cyst. Right and left renal pelvis diameters
were 3.2 and 3.4 millimeters, respectively. Our presumed diag-
nosis was left ovarian cyst and as the size was greater than 50
millimeters, we decided to aspirate the cyst. Informed consent
was taken from the parents and the procedure was scheduled
on Monday. On Monday, there was no cystic structure but sur-
prisingly, severe fetal ascites appeared on ultrasonography
(Figure 1B). There was no pericardial or pleural fluid. One
week later, there was no intraabdominal fluid or cyst on follow-
up (Figure 1C). At 38 weeks 2 days of pregnancy, the patient
vaginally delivered a 3460 grams healthy female baby with a 5
minute Apgar score of 9. The postnatal ultrasonographic eval-
uation revealed no anomalies; bilateral ovaries, intestines, kid-
neys and urinary bladder were normal.
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Figure 1A: Fetal abdominal cyst measuring 56x48 mm in the
lower left abdomen on Friday
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Discussion

Abdominal cysts are observed relatively commonly during
fetal ultrasonography. 3%-6% of all fetal intraabdominal tu-
mors are fetal ovarian cysts.4 Nowadays, more ovarian cysts
are diagnosed prenatally due to the improvements in technol-
ogy of ultrasound. The etiology is not clear however maternal
estrogen and gonadotrophins are suspected.1 They may be ei-
ther septated hemorrhagic or simple, thin walled, anechoic
cysts2 in the lower abdomen and differential diagnosis in-
cludes genitourinary cysts, mesenteric cyst, omental cyst and
intestinal duplication cysts. Fetal ovarian cysts are usually
asymptomatic but intracystic hemorrhage, torsion and ovarian
loss and adhesions may be seen. Ascites is rare and unusual.3

In our case, genitourinary system ultrasonography was nor-
mal. There were no “gut-signature” or “muscular rim” signs
typical for enteric duplication cysts. Mesenteric cysts are usu-
ally localized in the peritoneum on the posterior abdominal

wall and omental cysts are localized in the anterior part of the

abdomen. Nevertheless, unless there is postnatal operative

confirmation, the diagnosis may only be suspicion due to im-

possibility of exclusion of other differential diagnosis.1 In our

case, findings favoring the diagnosis of ovarian cyst include

the female gender, localization of the cyst and absence of the

cyst in the 20 gestational week anomaly scan.

There is no consensus for optimal management of prena-

tally diagnosed fetal ovarian cysts. When the cyst is simple

and the diameter is less than 40 millimeters, the risk of ovar-

ian torsion is low and the cyst may be conservatively managed

in prenatal and postnatal periods.5 However, when the diame-

ter is greater than 40 millimeters, the risk of torsion and sub-

sequent loss of ovarian tissue may be as high as 80%.6 Heling

et al. reported no advantage of intrauterine ovarian cyst aspi-

ration.1 Studies in the literature including a recent one advo-

cated ovarian cyst aspiration7 especially when the diameter is

greater than 40 millimeters8 in order to prevent torsion, subse-

quent ovarian tissue loss and surgery in the neonatal period.

However, reserving the aspiration of ovarian cysts only for the

ones measuring greater than 50 millimeters may cause unin-

tended loss of ovarian tissue9 hence assigning a safe diameter

threshold is problematic.10 Along with the cyst diameter, pres-

ence of intracystic hemorrhage is highly influential on the

prognosis.11 In our case, the cyst did not contain hemorrhage,

however, the cyst diameter was greater than 40 millimeter and

we decided to aspirate the cyst but monitoring of the cyst is

another option.1,12

Fetal ovarian cyst and ascites association is a rare condi-

tion and there are a few reports in the literature.3,13 It may be

due to the torsion or rupture of the cyst and peritoneal irrita-

tion may augment the amount of fluid in the abdominal cavity.

Although it is rare, ovarian cyst should be in the differential

diagnosis of fetal ascites especially when it is recent and tran-

sient. Postnatal evaluation may be required to detect ovarian

functions.

Geçici Fetal Asite Yol Açan Fetal Over Kist

Rüptürü

Yirmibir yaşında ilk gebeliği olan hasta, hastanemiz maternal-

fetal tıp kliniğine başvuran dış merkezde yapılan takiplerinde

karın içi kistik yapı saptanan hasta gebeliğinin 32. haftasın-

daydı. Bölümümüzde yapılan ultrasonografide mesanenin üst

lateralinde, 56x58 milimetre, düzgün sınırlı, ince duvarlı ane-

koik kistik yapı tespit edildi. Fetüsün cinsiyetinin kız olması ve

ultrasonografik bulgular hastada fetal over kistini düşündürdü.

Kist çapının 50 milimetrenin üstünde olması nedeniyle kist as-

pirasyonu kararı alındı. Hasta ve eşinin karar vermesi için iş-

lem ertelendi. İşlem yapılacak günkü ultrasonografide ilginç

olarak kist izlenmezken batında asit geliştiği görüldü. Hastanın

Figure 1B: Ascites in the fetal abdomen on Monday

Figure 1C: One week later, there were no ascites or cystic
structure
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takibinde 1 hafta sonra yapılan ultrasonografide asitin ortadan

kaybolduğu görüldü. Hasta yakın olarak takip edildi ve 38 haf-

ta 2 günlük iken normal spontan vajinal yol ile 3480 gram sağ-

lıklı kız bebek dünyaya getirdi.

Nadir olsa da özellikle geçici ve yeni ortaya çıkan asit varlığın-

da ayırıcı tanıda over kisti düşünülmelidir. 

Anahtar Kelimeler: Over kisti, Asit, Duplikasyon kisti, Omental

kist
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