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1.

Revision History
Version No. | Date Modified By Description
1.0 23/9/16 Vicky O'Dwyer

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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3. 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 3-
4), 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:
e prolonged exposure to Estrogen, for example, early menarche and late
menopause
e polycystic ovarian syndrome
e nulliparity
e genetic mutations; BRCA 1, BRCA 2; Lynch syndrome
e personal history of breast cancer
e family history of breast or ovarian cancer
e obesity

¢ smoking
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e never having used the oral contraceptive pill
o fertility treatment

e hormone replacement therapy

5. 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 = Ux 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/mi

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 salpingo-
oophorectomy, 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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6.4 Management algorithm

Low risk
e Management in a general gynaecology unit.
e Simple cysts less than 5 cm in diameter with a normal serum CA125
level may be managed conservatively.
e Conservative management should include ultrasound scans and serum
CA125 measurement at three months, then 6 monthly for three years.
o 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.
e Laparoscopic bilateral salpingo-oophorectomy is acceptable in selected
cases.
e If a malignancy is discovered then a full staging procedure should be

undertaken.

High risk

e Management in a cancer centre by a gynaecological oncologist.

GP referral pathway for symptomatic high risk women
e Appendix 1
e Appendix 2

10
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8. Implementation Strategy

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

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

e Implementation through HSE Obstetrics and Gynaecology Programme
local implementation boards.

e Distribution to other interested parties and professional bodies.
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9. 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:

e 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.

e Meeting all legislative requirements and maintaining standards of
professional conduct.

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

e Documenting all care in accordance with local and mandatory requirements.

13
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10. Appendices
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Appendix 1: Ovarian cancer GP referral for symptomatic women

OVARIAN CANCER GP REFERRAL

FOR SYMPTOMATIC WOMEN

Ovarian cancer is the main cause of death from gynaecological cancer. Around 370 women are diagnosed each year; 80% are over 50 years of age. Most have advanced
disease at presentation. Fewer than one-third have stage | or stage Il disease at diagnosis. Survival in Ireland is poor - less than 40% at 5 years.

Data Seurte: Matonal Cancer RaglsTy Inaand

Factors that inaorease risk: Inoeasing age - most cases are post-menopausal; Lifestyle (overweight, smoking) is assodated with 20%; Genetic mutations account for 10%
(e.g. a woman with a first degree relative with ovarian cancer has a 3-4 fold increased risk. The known mutations, BRCAT and BRCAZ, explain less than 40% of the excess
risk of familial cancer); Mulliparity; Prolonged HRT use (e.g. for more than 5 years); Unintentional inferfility or use of fertility drugs.

Factors that decrease risk: Interruption of ovulation (e.q. pregnancy, oral contraceptive use, tubal ligation).

screening of well women for ovarian cancer does not reduce mortality. It is not recommended.

Ovaries are not palpable in post-menopausal women. If they are felt, consider malignancy.

Ovarian cancer has few specific symptoms.
Consider gvarian cancer inwomen (especially aged
over 50 years), who present with the following
persistent and frequent symptoms (i.e. more
than 12 times per month):
Abdominal distension
Early satiety
Loss of appetite
Pelvic or abdominal pain
INCTeasing urinary urgendcy or frequency
MNew onset Imitable Bowel syndrome (IBS)
Consider ovarian cancer inwomen who present with
unexplained:

& ASCles

- DNT

& (Change in bowel habit

® Weight loss

» Fatigue

Symptoms of ovaran cancer A |

& Should not be ondered if 3 woman has no
SYTTHREMNTIS.

@ (an be elevated in ovarian and other cancers
and in many bensgn conditions.

& s not an adequate ovarian cancer detection
tool when used alone.

& s raised in 30% of epithelial ovarian cancer
but raised in only 50% of early stage disease.

Pelvic Ultrasound (US)

& A pelvic US s required o evaluate an ovarian
mass.

& Anurgent US is needed where CA125 is
elevated in a symptomatic woman.

® FPre-menopausal ovarian cysis are commaon;
almost all are benign.

A woman should be referred directly to gynae-oncology:
& If clinical findings reveal a pelvic mass or unexplained ascites
{not obvsously uterine fibroids)
& If an witrasound {US) is suspicious for ovarian Cancer.
Please indude details of where the Us was camied out and
a copy of the report
& If CA125 = 200kU/L

& If CA125 = 35kU/L and continues to rise on retesting but
pelvic ultrasound is mormal

Who can refer to gynae-oncology?
You, the GP, when the patiemt meets the criteria in this guideline.

Another hospital-based clinician {e.g. from the Emergency
Department or Radiology).

When is a referral to gynae-oncology not appropriate?

If a patient has benign gynaecological conditions referral should be
to the general gynaecology Semnvice.

This quideline represents e view of Ihe MOCP, which was anived 2t afler considerzlion ol eviderce. Health professionals are expecied fo ke @ fully inln sooenl whes exexising her diniel jelegment
Thee Juiiane coes. nel, howeyes, overice Ihe indv idual resporsibdily of health professionak D make decisions appropizie b each patienl. This guatedine will reviewed 2= Bew SHOETKE EREITES

NCCP-COM-009-0{1) V14: May 2015
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GP REFERRAL PATHWAY FOR SYMPTOMATIC WOMEN

History and dinical examination (include a bi-manual pelvic examinati

( History suspicious of ovarlan cancer but normal examination -_)

Maasura CAI25

= 35 kWL < 35 kKWL

r

Urgent gynae- Urgent gynae- Lirgent gymae- oncology
onoslogy refarral oncology referral oncology referral® refarral

* Mote: In some hospitals radiclogy may trigger a referral to gynae-oncology, but this should not be assumed.
In general, you (the GF), will be asked to inform the patient that she 15 being referred to this service.
General Recommendations Y[ Gynae-oncology centre contact details

[ Cork Uinivarsity Hospiial [ T b condirmed |
This referral guideling is to prioritise women with suspected ovarian cancer. You @n make a [ (Gabey Usiversy Hospisd Tak 091 G&4529 Fax: 091 542084

referral using the ovarian cancer referral form to one of these gynae-oncology centres. [ Univassity Hospitsl Limarick.~ Tal- 061 41311 Fax: 061 485305

Post-menopausal beeding (1 year after last period) requires an wrgent referral to any [ 5t Vincent's Unwarsity Hosptial - Tk 01 2216554 [Mon/Tues/Wed]  Fax: 01 221 4218

general gynaecology clinic in your area. . Tat 01 2213055 [ThursiFri]

women with other gynaecology symptoms should be refemed routinely to a L] 5t james’s Hospital Dubln @ Tal 01 4161139 Fa: 01 4103264
T [ Mater Usivarsky Hospisl Tat 01 803 4448 Fax: O BIS 6281

general gynaecolegy clinic in youwr area.

] Univarsity Hospital Wateriord  Tal: 05| 841778 Fau: 05 | B42132
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Appendix 2: National Ovarian Cancer GP Referral for symptomatic women

CLINICAL PRACTICE GUIDELINE

F10¢ iny SN eolmu scmpaan s 0 e o9 s ] wy
o ™

kg pabieu) Pasaye wawwiodde ysny jdanoe you pip juaned uoseay
Ty ABcgooanudE auymar o paLawp] [RuSgRy aunnay _u paaya pawguiodde jo 39
ABayosus-aoudl soj [eusgEy watin O S —
wxz) 3bew) LBoporuo-aeudn
5N TVLI4S0H 304

ek BELEH U0 _H_
a1 siscubeg Auczasnsly O
g 32w al <) psnedouswisog [
TuAIEHpaY 15T e rsmiyeys esnedouagy

CHENT]
oy [ =, O RS e g [
ST D) mauezueesy [
oy [ =, [0 iswenbecopuy whaegswy Apuaey

o [J

oN =) isabuy s [ pmboposeudn g uaas fsnamaig

spepdosdde se yan aswa)y
ABOUSIH KWV / TVOMETW 15%d

([s}3sodan yoetie) S50 O] SN ST § SYE 3 f

oN[] =[] Guwsasieadasuo wy (1RSES] STIVI PR »
oK _H_ = _H_ VHOTSTLVD * T pesheum 155 g7y Ay e sy ey )
L]
L]

[shs=a g7 1D 4o aumg)

aN D s, D [wadas yeen) Jeous ueueso Jo awgsabine g

W] = svew Jaaed | sk peuiepdsaug T nEa ST 4 sy sak )
aaey wuaied g s=op A g
N[] SA[] Afiojorun-3euif oy [eumyRd @ sy 5| ow[] =[] Epuncsen Japad sy [RURL S 5|
% 7 . -
HOUYWS0HI TVaEHTS
s =Y
"oy uonensiSay unc [ENpaY sy [ =ounass deyatsagy
- - ; dequy —=dienbu
S — Sp—— =[O0 pepssu madEu) nus) 35y
{umory §) oy exidsay
i)
Huuzaz p|
LT Buaydagag
Aep) o AN
PRy
TR B00 e 5
RN TN
SIVEN FEHOLLD W TN SHVI0 LG
BIEF 172 1070 [efiny )] So0e | 22 10°RL [Pamyserioop] 657170 10°RL Feudsor Amsaur) spmoup g [
TEITPE IS0°®]  BAATRRIS0CPL  peepme oy Ammaun [ SOESER 1904 |E78K 150:RL  ewswn Eudsop e [
TBTIS06 10 3E4 Bk £06 10°FL MEdses A R[] FROTFS (6094 GISHPS 160CRL  mdson Ammwun dewesy [
PIEEDIR I0O®]  GETISIP I09L  BUIANg FwdsoH sswr{g ] [porgpodng of | eSO Artasun oy [

uoyjeaydup pioae o) mofeq papsy] sjepdso) eyl o I4D KTND 5 WHO4 S X4 10 1504 esesyd sjeuajas KBojoans-aeull panp 1oy

noyum iBopouc-oeulf 30 0 dpsaap (g 20 panoseom we sy Jesuruedop Boopes Ly iy
20 Juened ¥ Sy o W0 S U0 UOREILLOHE [N paunbas sy e pue suyaping [eusgnd g aojjof sxenyg

“aunp Bopseeull pususd fme 03 JSUUEW ENEN By} N PRULE. BY UED UNGESE0D FpEeds
sanbas yep suogmees poprem? soqg “prtedsns 1 s wEIEAD BiogM P B LTNG PIROYS LU0) [ELmyna Sy )

NIWOM JILLYWOLdWAS 3404
1Vd43134 d9 43INVI NVRIVAO TVNOILVN

17




CLINICAL PRACTICE GUIDELINE

Document Control

OVARIAN CYSTS IN POSTMENOPAUSAL WOMEN

Document Number

CSPD002/2017

Created by:

National Clinical Programme for
Obstetrics and Gynaecology

Version Number:

1.1

Last Saved On:

31 January 2017

Document Status:

Endorsed for publication

Date Effective:

31 January 2017

Approval Date:

12 January 2017

Approved By:

National Clinical Programme for
Obstetrics and Gynaecology

Clinical Advisory Group

Clinical Strategy and Programmes
Division, HSE

Responsible for Implementation:

Programme implementation boards

Responsible for Audit and Monitoring:

National Clinical Programme for
Obstetrics and Gynaecology

Maternity units

Revision Date:

January 2020




