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The majority of abdominal masses detected in the 
neonatal period are benign and related to the renal, 

genital, gastrointestinal, or hepatobiliary system, with de-
creasing frequency. Approximately 30% of genital masses 
are fetal ovarian cysts. Ovarian cysts are usually unilateral 
and represent the most common abdominal mass lesion 
in female fetuses.[1] Fetal ovarian cysts are usually small 
and may be spontaneously resorbed without any compli-
cations. However, large ovarian cysts can develop torsion 
during the intrauterine period and may cause intra-ab-
dominal hematoma.

The diagnosis of intra-abdominal masses in the early pe-

riod has been facilitated by the increase in routine ultra-
sonographic (US) follow-up in the prenatal period. Rup-
ture of the ovary after torsion and conversion into a cystic 
hemorrhagic mass in the abdomen is a very rare condition. 
Presently described is a case of an abdominal cystic mass 
observed on prenatal ultrasonography (US) that was sub-
sequently discovered to be a torsioned ovarian cyst in a 
postnatal examination.

Case Report

A female infant was born by cesarean section in the 37th 
gestational week to a healthy, 36-year-old father and a 

The majority of abdominal masses detected in the neonatal period are benign (85%) and usually originate in the urinary tract 
(50%), genital system (15%), gastrointestinal system (15%), or the hepatobiliary tract (5%). Ovarian cysts comprise one-third of 
the masses with a genital origin. Presently described is a case of an ovarian cyst that developed during the antenatal period and 
transformed into a hemorrhagic cystic mass as a result of torsion. A female infant born at 37 weeks of gestation with the predi-
agnosis of nephroma was admitted to the neonatal intensive care unit. Abdominal ultrasonography revealed a smooth cystic 
mass approximately 50x45x35 mm in size in the left upper quadrant that was not associated with the kidney. Magnetic resonance 
imaging revealed a 55x44x49-mm cystic mass in the left adnexal region containing multiple septations that were not enhanced 
with contrast material, and the mass was then interpreted as a hemorrhagic fetal ovarian cyst. The left ovary, compromised by 2 
full torsions, was removed during a laparoscopy performed on the postnatal seventh day. The infant was subsequently discharged 
without complications. It should be kept in mind that cystic masses detected in the prenatal period may be of ovarian origin. An 
appropriate follow-up and treatment should be planned according to the size of the ovarian cyst and the clinical findings.
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healthy, 29-year-old mother (G1P1). The birth weight was 
3250 g (50th-75th percentile), the length was 50 cm (50th-75th 
percentile), and the head circumference was 35 cm (50th-
75th percentile). Due to a diagnosis of intra-abdominal cys-
tic mass and nephroma made based on a prenatal US im-
age, the patient was hospitalized in the neonatal intensive 
care unit for examination and treatment. The vital signs ob-
served in the physical examination were stable, there was 
no pathology other than a soft palpable mass in the left 
lower quadrant of the abdomen. Laboratory examinations 
revealed hematological and biochemical test results within 
normal limits. An abdominal US revealed a well-circum-
scribed cystic mass, approximately 50x45x35 mm in size 
in the left upper quadrant not associated with the kidney. 
Magnetic resonance imaging (MRI) performed for a more 
detailed examination revealed a mass of 55x44x49 mm in 
the left adnexal region with a smooth contour and multiple 
septations. It was thought to be an antenatal hemorrhagic 
torsional ovarian cyst that did not demonstrate contrast 
enhancement (Fig. 1). Alfa-fetoprotein and beta-human 
chorionic gonadotropin levels, which were measured for 
possible ovarian tumor pathologies, were normal. A laparo-
scopic examination performed on the postnatal seventh 
day for further examination and treatment revealed that the 
right ovary was normal, but the left ovary was torsioned for 
2 full turns, had no circulation, and the interior was hemor-
rhagic. Therefore, the mass was excised (Fig. 2). Pathological 
examination revealed full-thickness hemorrhagic infarction, 
a necrotic ovary, and tubal tissue. The infant was discharged 
on the 15th postnatal day without any complications ob-
served during follow-up with good nutrition and maternal 
compliance. The patient was followed up in the neonatal 
outpatient clinic. Informed consent was obtained from the 
patient's family for presentation of this case.

Discussion
Fetal ovarian cysts may be revealed with US. They are typ-
ically simple cysts, thought to develop due to fetal go-
nadotropins, maternal estrogen, and placental human 
chorionic gonadotropins. They can go into spontaneous re-
gression in the postnatal period and usually do not require 
surgical intervention.[2, 3] The frequency has been reported 
to be 1 in 2500 live births.[4]

Ovarian cysts are the most common cause of abdominal 
masses detected in female fetuses. It can, however, be con-
fused with other intra-abdominal cystic masses. In a study 
of 29 patients with prenatal follicular ovarian cysts, postna-
tal US evaluation revealed 68.9% ovarian cysts, 13.7% uro-
genital sinus anomalies, 6.8% multicystic dysplastic kidney, 
3.4% mesenteric cyst, 3.4% intestinal duplication, and 3.4% 
lymphangioma.[5]

In a meta-analysis examining the prognosis of ovarian 
cysts, it was reported that of 346 prenatally diagnosed 
ovarian cysts, 10% were spontaneously resorbed in the 
prenatal period and 36% in the postnatal period, for a total 
of 46% spontaneous resorption. In the same meta-analy-

Figure 1. Magnetic resonance image of the mass.

Figure 2. Image of the mass as seen during surgery.
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sis it was reported that 90% of the spontaneous-resorb-
ing cysts were <30 mm in size.[6] In the present case, fetal 
US performed at 32 and 36 weeks of gestation revealed a 
40x50x42 mm cystic mass that was thought to be of pri-
marily renal origin and not ovarian origin. There was no de-
crease in the size of the cystic mass. 

Follicular ovarian cysts are common in fetuses and new-
borns; however, in the presence of advanced maternal age, 
maternal diabetes, preeclampsia, or Rh isoimmunization, 
they may be seen more frequently.[2, 7] The mother of our 
patient was 29 years old and did not have any concomitant 
disease. 

In addition, rare cases of neonatal hypothyroidism have 
been reported in the literature.[8] Thyroid function tests in 
the present case were within normal limits.

In ovarian cyst cases, complications such as intra-cystic 
hemorrhage, gastrointestinal obstruction, urinary tract 
compression, torsion and necrosis, and in cases of very 
large cysts, difficult delivery due to abdominal dystocia and 
respiratory distress due to diaphragm compression may 
be seen.[9, 10] When an ovarian cyst becomes twisted dur-
ing intrauterine life, it can develop necrosis and become a 
calcified free mass, or it may completely disappear. The fre-
quency of torsion in fetal ovarian cysts with a size of >5 cm 
has been reported as 31%.[11] In our patient, fetal ovarian 
torsion occurred and the ovary became a cystic mass with 
hemorrhage.

Close follow-up of antenatal ovarian cysts with US is im-
portant. It has been reported that large cysts between 40 
and 60 mm in size can be aspirated during the intrauterine 
period and potential complications can be prevented.[11] 
Although the cyst in our case was large during the antena-
tal period, aspiration was not performed because the mass 
was thought to be associated with the kidney.

Ovarian cysts should be followed up in the postnatal pe-
riod at 4 to 6 week intervals with serial US until they are re-
sorbed or symptomatic. Surgical removal is recommended 
for complex cysts, ovarian torsion, symptomatic patients, 
and cysts that do not regress in size by the sixth month. Our 
patient underwent surgery on postnatal day 7 to manage 
torsion that had developed in the intrauterine period.

Although antenatal ovarian cysts are located in the adnexal 
region, larger cysts can extend to the kidneys and may be 
confused with cystic kidney lesions. When an US image 
cannot be evaluated clearly, MRI may contribute to the dif-
ferential diagnosis. In the prenatal follow-up of our case, 
cystic kidney pathology was the preliminary diagnosis and 

MRI was performed for confirmation after the birth. 

It should be kept in mind that cystic masses detected in the 
prenatal period may be ovarian cysts, and the appropriate 
follow-up and treatment should be planned according to 
the size of the ovarian cyst and the clinical findings.
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