
 

Case study  
 

Hemorrhagic Ovarian Cyst: “A Case Report” 

 

Abstract: A hemorrhagic cyst is a type of functioning cyst that arises when a cyst bleed. 

Abdominal discomfort on one side of the body is a symptom of this sort of cyst. A 36-year-

old female from Dhanora Ta. Digras Dist. Yavatmal admitted in gynecology ward no. 17 in 

AVBRH on date 22/03/2021 with known case of hemorrhagic ovarian Cyst. Symptoms: 

Nausea and vomiting, abdominal pain and fever. Clinical Findings: CBC: Hb – 10.4gm%, 

Total RBC count: 3.87 million/ cu.mm, Total WBC count: 11400 cu.mm. In liver function 

test:  Albumin – 2.1 gm/dl. Report of cytology examination: 31/03/2021, (Peritoneal wash 

cytology – Smear show only hemorrhagic material and a few leukocytes at place) USG: 

Urinary bladder: Very minimal distended with anehoic content. Uterus: The right ovary 

shows changes of hemorrhagic cysts with low level echoes & internal/ separation within the 

right ovary cystic lesion measure 12 x 10 x12 cm with volume of 780 cc. Diagnosis: The 

patient was diagnosed with Right hemorrhagic ovarian cyst. Therapeutic Intervention: Inj. 

Pantoprazole 40 mg OD, Tab.Tramadol 50 mg BD, Tab. Buscopan 10 mg BD, Tab. Emset 4 

mg BD. Etiology: Sexual intercourse causes pain, especially when it is deep. Pain in the 

lower abdomen or pelvis. It can be severe, abrupt, and harsh. Menstrual cycles that are 

irregular. Conclusion: Clinical, laboratory, and USG characteristics of individuals with a 

hemorrhagic ovarian cyst can help gynecologists determine the best course of treatment, 

avoiding needless surgery. 
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Introduction 

A fluid-filled sac within the ovary is 

known as an ovarian cyst. They frequently 

have no symptoms. They can cause 

bloating, lower stomach discomfort, or 

lower back pain in certain people. The 

overwhelming majority of cysts are 

benign. Severe discomfort might result if 

the cyst bursts open or forces the ovary to 

rotate. As a result, you may vomit or feel 

dizzy and can potentially result in 

headaches. 

Every month, the majority of women of 

reproductive age produce tiny cysts. 

Before menopause, around 8% of women 

have large cysts that cause problems. After 

menopause, around 16% of women have 

ovarian cysts, which are more likely to be 

cancerous if present. 

Ovarian cysts affect women of all ages and 

are rather frequent. The boundless majority 

of ovarian cysts are really useful (i.e., 

They are a result of hormonal changes that 

occur during the menstrual cycle.). They 

might turn out to be bothersome, but they 

are not indicative of a specific disease 

condition. The majority of ovarian cysts 

are benign (noncancerous), and many of 

them go away on their own without 

treatment over time. While malignant cysts 

can occur in the presence of ovarian 

cancer, most ovarian cysts are not 

carcinogenic. Ovarian cysts are more 

frequent throughout a woman's 

reproductive years. 

A hemorrhagic cyst is a kind of 

functioning cyst that arises when a cyst 

bleed. Abdominal discomfort on one side 

of the body is a symptom of this sort of 

cyst. 



 

During ovulation, a gland may instead of 

releasing an egg, the ovary continues to 

swell with fluid. Follicular cysts are the 

name for this type of cyst. The follicle may 

release the egg in certain situations, while 

the sac shuts and swells with fluid or blood 

in others. rather than disintegrating. 

A rupture ovarian cyst is a mutual 

occurrence, with symptoms extending 

from none to symptoms that resemble an 

acute abdomen. There are a variety of 

sequelae. Every cycle, a follicular cyst 

ruptures in a woman's uterus, which might 

be asymptomatic or cause minor 

temporary pain (mittelschmerz). The 

rupture can be linked with severe 

discomfort in less common conditions. 

Intraperitoneal hemorrhage and mortality 

can occur in extremely rare conditions. 

Clinicians who come into contact with 

patients who have probable cyst rupture in 

the acute environment have the most 

immediate concerns of ruling out ectopic 

pregnancy, ensuring sufficient pain 

management, and quickly assessing the 

patient to be evaluated to enable adequate 

triage due to hemodynamic instability. 

Even though the majority of patients just 

need monitoring, nearly may require pain 

reliever for discomfort relief for diagnostic 

or hemostasis, and laparoscopy or 

laparotomy. The disease is most frequent 

in reproductive-aged women between the 

ages of 18 and 35. 

While the cause of some bleeding linked 

when an ovarian cyst bursts is unknown, 

there are some known risk factors. 

Abdominal trauma and anticoagulant 

treatment are two examples. 

The stromal cells surrounding a maturing 

Graafian follicle become more vascular as 

a result of hormonal response, and after the 

oocyte is expelled, the Graafian follicle 

develops into a corpus luteum with a 

highly vascular and fragile granulosa layer, 

which ruptures easily, resulting in 

hemorrhagic ovarian cysts. (16) 

Case Presentation 

Patient Information: A 36-year-old 

female from Dhanora Ta. Digras Dist. 

Yavatmal admitted in gynecology ward no. 

17 in AVBRH on date 22/03/2021 with 

known case of hemorrhagic ovarian Cyst. 

She is 55 kg and her height is 160 cm. 

Present Medical History: A female 

36-year-old was brought to AVBRH on 

22/03/2021 by her husband and she was 

admitted to gynecology ward no. 17, she is 

known case of right hemorrhagic ovarian 

cyst having complaints 15 days of 

abdominal discomfort, 2 days of fever, and 

2 to 3 days of vomiting 

Past Medical History: My patient was 

diagnosed to have haemorrhagic ovarian 

cyst and does not have any past history. 

There is no other significant history of 

history of hypertension, diabetes mellitus, 

epilepsy or thyroid disorder or any other 

communicable disease. 

Present Surgical History: My 

Patient has surgical history of Total 

Abdominal Hysterectomy (TAH) with 

bilateral salpingo – oophorectomy which 

was conducted on date 25/03/2021. 

Past Surgical History: My patient has 

past surgical history of negative 

laparotomy on date 20/08/2017 with 

adenomyosis with B/L ovarian cyst. 

Uterus could not be removed due to 

adhesions. 

Family History: There are three 

members in the family. My patient was 

diagnosed to have right hemorrhagic 

ovarian cyst. All other members of the 

family were not having complaints in their 



 

health except for my patient who was 

being admitted in the hospital. 

Past Intervention and Outcome: 
My patient was diagnosed hemorrhagic 

ovarian cyst after undergoing USG 

abdomen and pelvis on date 15/03/2021 

the results showed rupture of right-side 

ovarian cyst. 

Etiology: Sexual intercourse causes pain, 

especially when it is deep. Pain in the 

lower abdomen or pelvis. This might be 

sporadic, or it can be severe, abrupt, and 

harsh. Menstrual cycles that are irregular. 

A sensation of heaviness or fullness in the 

lower abdomen or pelvis throughout the 

menstrual cycle, you may experience 

chronic pelvic discomfort or low back 

pain. Pelvic pain after strong activity or 

exercise. Urination or bowel movement 

pain or pressure, vomiting and nausea, 

vaginal discomfort or sporadic vaginal 

bleeding, infertility, having issues with 

bowel motions, experiencing tenderness, 

pressure to make a bowel movement in the 

abdomen, Distension of the abdomen, 

Distending, a feeling of ampleness in the 

stomach, Heartburn \ Indigestion when 

you eat, you get full quickly, controlling 

urine is a problem for some people. 

Physical Examination: There is not 

much deformity found in head-to-toe 

examination, Inspection of abdomen scar 

was found on previous laparotomy site, 

palpation not done because of pain, in 

spine tenderness was found in lower back 

with pain. 

  

Diagnostic Assessment: CBC: Hb – 

10.4gm%, Total RBC count: 3.87 

million/ cu. mm, Total WBC count: 

11400 cu.mm, Total platelet count: 1.53 

lacs/ cu.mm. In liver function test: Total 

protein – 4.9 gm/dl, Albumin – 2.1 gm/dl. 

 

Clinical Findings: Report of cytology 

examination: 31/03/2021 

 Peritoneal wash cytology – Smear 

show only hemorrhagic material 

and a few leukocytes at place 

 No malignant cells seen 

Ultra-Sonography of Abdomen 

and Pelvis: 

Liver: Normal in size and shape. 

Gall bladder: Appears normal 

descendent. 

CBD: Normal in course and caliber for 

the age of patient. 

Kidneys: Normal in size and shape. 

Spleen: Normal size (9.9cm). 

Urinary bladder: Very minimal 

distended with anehoic content. 

Uterus: The right ovary shows changes 

of hemorrhagic cysts with low level echoes 

& internal/ separation within the right 

ovary cystic lesion measure 12 x 10 x12 

cm with volume of 780 cc. 

 

Therapeutic Intervention: Injection 

Pantoprazole 40 mg IV x OD, Tablet 

Tramadol 50 Orally mg x BD, Tablet 

Buscopan Orally 10 mg x BD, Tablet 

Orally 4 mg x BD. 

Discussion 

A 36-year-old female from Dhanora Ta. 

Digras Dist. Yavatmal admitted in 

gynecology ward no. 17 in AVBRH on 

date 22/03/2021 with known case of 

hemorrhagic ovarian Cyst. She is 55 kg 

and her height is 160 cm. Having 

complaints of temperature for 2 days, 

aching in abdomen for 15 days, and 

vomiting since 2 to 3 days. As soon as she 



 

was admitted to hospital investigations 

were done and appropriate treatment was 

started. After getting treatment, she shows 

great improvement and the treatment was 

still going till my last date of care. 

During routine clinical and sonographic 

examinations, haemorrhagic ovarian cysts 

are commonly seen. There are just a few 

publications in the literature that provide 

an appropriate and complete examination 

of Haemorrhagic ovarian cyst. They 

appear with a variety of clinical signs, 

extending from no warning sign to severe 

abdomen, haemorrhagic ovarian cysts can 

be mistaken with other medical diseases 

such as twisting of an Acute appendicitis, 

tub ovarian abscess, or ovarian cyst, 

resulting in unnecessary surgery. 

Regardless of the patient's clinical 

condition, ultrasound is considered the 

golden standard for diagnosing of 

haemorrhagic ovarian cysts. 

Premenopausal women are the most likely 

to have haemorrhagic cysts. Which is 

consistent with the notion that functional 

cysts develop in young women as a result 

of hormonal changes. 

We discovered that haemorrhagic ovarian 

cysts were commonly detected in 

multiparous individuals, divergent to 

Nemoto et al. (56.3 percent). When it came 

to the start of haemorrhagic ovarian cysts, 

the majority of them were first detected in 

the luteal phase (68.8%), next in the initial 

weeks of pregnancy, and finally in the 

follicular phase. These findings matched 

those of a research conducted by Nemoto 

et al (5). 

The majority of ovarian cysts develop 

spontaneously and disappear in a few 

months without the need for treatment. 

Only if an ovarian cyst splits (ruptures), is 

very big, or restricts the blood flow to the 

ovaries can it produce symptoms. They 

include: 

Pelvic discomfort – this may range 

from a slow, heavy sensation to a sudden, 

acute, and sharp pain during sex, problems 

emptying your bowels, a frequent need to 

urinate, heavy, irregular, or lighter-than-

normal periods, ovarian cysts can cause 

bloating and a bloated belly, making it 

difficult to get pregnant-while fertility is 

typically unaffected by ovarian cysts. 

A variety of cyst-detection techniques 

(Examinations of the pelvis, ultrasounds, 

MRIs, and CAT scans), as well as a variety 

strategies and methods for therapy (for 

example just waiting for the cyst to shrink, 

hysterectomy, oophorectomy, birth control 

pills, laparoscopic surgery, open 

abdominal surgery to remove just the cyst, 

hysterectomy). Ovarian cysts do not 

generally prohibit you from becoming 

pregnant, however they can make it more 

difficult. This might imply removing only 

the cyst and leaving the ovaries alone, or 

removing only one ovary. 

 

Conclusion 

Surgical intervention is required in patients 

with Haemorrhagic ovarian cyst whose 

report with severe abdominal discomfort, 

large cysts measuring more than 5 cm in 

diameter on ultrasound, recurring 

unbearable pain during the follow-up 

period, and a low haemoglobin level, a 

high leukocytic count. Finally, clinical, 

ultrasound and laboratory characteristics of 

patients with Haemorrhagic ovarian cyst 

can direct gynaecologists to the best 

therapy of such cases, avoiding needless 

surgery, although conservatively handled 

cases must be followed up on until the 

cysts have completely disappeared. My 

patient shows great improvement after 

getting the treatment and the treatment was 

still going on till my last date of care. 
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