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A Report of Two Cases of “Giant 
Bartholin Gland Cysts” Successfully 
Treated by Excision with Review of 

Literature

CASE 1
A 68-year-old, postmenopausal woman was referred to plastic 
surgery department from the department of obstetrics and 
gynaecology with complaint of swelling in the right labial region 
present approximately over the last two years. It was small and 
painless, gradually increasing in size. More rapid increase in size 
was observed over the last three months.

On clinical examination, there was a solitary swelling situated in the 
right labium majus extending from the level of pubic bones down 
to just above the vulval fourchette inferiorly. A swelling of size 10 
x 7 x 3 cm was noted, which was a soft but tense swelling with 
a smooth surface with no tenderness or local warmth. It was 
subcutaneous, extending deep into tissue planes. Fluctuation was 
present. Transillumination was negative. No enlargement of regional 
lymph nodes. A clinical diagnosis of Bartholin gland cyst was made 
and planned for surgical excision.

Under spinal anaesthesia, with patient in lithotomy position and 
a urethral foley’s catheter in situ, an elliptical vertical incision was 
made and the skin flaps were reflected. The large cystic swelling 
was exposed and separated by blunt and sharp dissection on all 
sides and completely excised. There was nearly 500 ml of thick 
straw coloured fluid in the cyst. The resultant defect in the right 
vulvar region was repaired in two layers.

The excised tissue was sent for histopathological examination. Cut 
section of the tissue showed uniloculated cyst with a smooth inner 
surface which was greyish brown in colour. Microscopic examination 
showed the cyst lined by cuboidal to columnar epithelium and the 
cyst wall showed chronic inflammatory cell collections. Suggestive 
of infected Bartholin cyst with haemorrhage.

Postoperative period was uneventful and the patient recovered fast 
and was discharged on seventh postoperative day after removing 
the sutures. She was comfortable and doing well when she came 
for check up after three weeks. There was no report of recurrence 
over the last five years [Table/Fig-1].

CASE 2
A 42-year-old woman came with chief complaint of large swelling 
near the introitus on the right side since one and half years which 
grew suddenly over the last six days to the present size. Patient 
gave a history of fever five days prior, which was associated with 
chills and rigors. She was a known diabetic since one year and was 
on medication. There was no history of any trauma, weight loss or 
loss of appetite.

On examination, there were two masses one at right labia majora 
(23 x 11 cm) and one just below it at the right gluteal region (6 
x 6 cm). Both the swellings were cystic in consistency with cross 
fluctuation present between the two. Transillumination was negative 
and getting above the swelling was absent. Per speculum and 
bimanual examination were normal [Table/Fig-2].

MRI pelvis was done and the report showed evidence of very large 
thick walled (6 mm) bilobed heterogenous cyst, arising from the 
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ABSTRACT
Bartholin’s gland cysts are one of the common vulval masses that may start as asymptomatic cysts but if left untreated, may become 
large and infected requiring medical attention. We are presenting two interesting and rare cases of giant Bartholin cyst and their 
treatment in this case report. Two female patients of perimenopausal age presented with giant vulval cysts to the outpatient department 
of Obstetrics and Gynaecology. They reached a size of 10 cm and 20 cm diameter respectively, presenting with some diagnostic and 
later reconstruction of the labia majus. MRI pelvis provided good information regarding the size, shape and extent of the cyst, which was 
very useful during surgery. Both these cases were successfully treated by excision of the cyst and histopathological examination after 
complete excision. One of the cases presented as dumb-bell shaped swelling with large cyst superiorly and smaller cyst extending into 
the buttock connected by narrow neck and showed cross fluctuation. This type of dumb-bell shaped presentation of Bartholin’s cyst is 
rather unusual and has not been reported in the available literature.

[Table/Fig-1]: a) Preoperative; b) Peroperative; c) After excision of the cyst; d) Post-
operative.
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right vulval region below the level of pubic symphysis, anterior lobe-
14.2 x 10.6 x 13.5 cm; posterior lobe 7.3 x 7.6 x 8.3 cm extending 
postero-infero-medially upto proximal one third of right thigh [Table/
Fig-3].

Patient was taken up for surgery. A vertical elliptical incision was 
made around the base of the cyst 1 inch away from labia and 2 inches 
away from anal opening. Cyst with false capsule was dissected and 
separated by blunt and sharp dissection on all sides. The labial cyst 
was excised and found to be having dark stained thick fluid; the 
gluteal cyst was also isolated and separated and removed in toto. 
Levator muscles repaired and skin was closed with 4-0 Prolene 
[Table/Fig-4a,b]. The excised cyst along with its extension was sent 
to the department of pathology for histopathological examination.

On gross examination, larger specimen of size 23 x 11 x 9 cm 
weighing 1500 gm: wrinkled skin with altered blood with a wall 
thickness of 1.5 cm; and also a smaller specimen which was a 
fibrofatty mass partly covered by skin of 9 x 7 x 5 cm.

Microscopic examination showed stratified squamous epithelium 
with underlying cyst and cyst wall showed extensive denudation 
of serosa. The wall was thickened and infiltrated by predominantly 
acute inflammatory cells. Areas of haemorrhage and congested 
blood vessels were also noted [Table/Fig-4c].

During the postoperative period patient was put on antibiotic 
coverage and suture removal was done on seventh postoperative 
day. Wound healed well and was discharged with satisfactory result 
[Table/Fig-4d].

[Table/Fig-2]: a) Preoperative; b) Showing dumb-bell appearance; c) Peroperative; 
d) Postoperative.

[Table/Fig-3]: a) MRI of the cyst b) MRI showing dumb-bell appearance.

The most common types of Bartholin gland masses are cysts or 
abscesses [2]. Bartholin gland cysts develop from dilatation of 
the duct following blockage of the duct opening. An obstructed 
Bartholin duct can become infected and form an abscess. 
Abscesses are three times more common than cysts [2,3]. Women 
in the reproductive age group are likely to develop Bartholin 
abscess. Abscesses appear most likely in women at risk for sexually 
transmitted infections [4]. The infection is usually polymicrobial, with 
bacteroides and Escherichia coli being predominant organisms 
[5,6].

Bartholin cysts usually do not cause any symptoms, but abscesses 
can present with severe pain and can cause discomfort, typically 
during ambulation, sitting or sexual intercourse (dyspareunia). Fever 
may or may not be an associated feature [7]. On examination it 
appears as a warm, tender, soft, fluctuant mass in lower medial 
labia majora and may occasionally be surrounded by erythema and 
oedema. Large abscesses may expand into the upper labia. Other 
conditions that may mimic Bartholin’s abscess include hidradenitis 
suppurativa, lipomas, epidermoid cysts and Skene’s duct cysts 
[8,9]. The key to identify a Bartholin mass is the anatomic location 
of the mass [10].

In addition to physical examination, high definition ultrasound and 
MRI is helpful in aiding a diagnosis [11-13].

The initial treatment is incision and drainage with placement of Word 
catheter [14]. Immediate pain relief occurs upon drainage of pus. 
The catheter is left inside for 4-6 weeks for epithelization. Similarly, 
the Jacobi ring can also be used for drainage and re-epithelization 
of the cysts. In a randomized study on treatment of Bartholin cysts, 
outcomes using Jacobi rings and word catheter were comparable, 
but rings have a greater patient satisfaction. In the same study, 4%-
17% presented with recurrence after using catheter insitu, and often 
there were cases of premature dislodgment of the catheter before 
the tract is epithelialized [15]. For deep cysts and abscesses, this 
treatment is not advisable [16]. However, antibiotics are not given 
routinely, because more than 80% of cultures from Bartholin’s cysts 
and about 33% of cultures from Bartholin’s abscesses are sterile.

Another common method of treatment for Bartholin glands cysts 
is marsupialization where a small 1.5 cm to 3 cm incision is given 
over the cyst allowing drainage of the secretions [17]. But in the 
presence of an abscess, marsupialization should not be performed. 
In a randomized prospective study, out of 83 women submitted to 
marsupialization, the most frequent postoperative symptoms were 
discharge at the surgical site and labial oedema and also 24.1% 
presented with recurrence, 68.7% had scar formation [18]. 

Other methods of treating Bartholin gland cysts or absceses 
include silver nitrate application, CO2 laser vaporization, and needle 
aspiration with or without alcohol sclerotherapy and gland excision. 

DISCUSSION
Bartholin’s glands, the female counterpart of the Cowpers glands 
in the male, are compound racemose glands lined by columnar 
epithelium. Each gland measures about 0.5 cm, with a 2 cm duct, 
opening into the vestibule, in the groove between hymen and labia 
minora at 5’O and 7’O clock position. Their function is to secrete 
alkaline mucous for lubrication during sexual stimulation [1].

[Table/Fig-4]: a) Peroperative image showing cyst separation; b) Gross specimen; 
c) Photomicrograph (H&E, X 40) cyst lined by squamous epitlelium with inflammatory 
cells in the wall; d) Postoperative.
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In randomized prospective study comparing marsupialization 
and silver nitrate application in management of Bartholin cyst and 
abscesses, both seem to be equally effective, however, with silver 
nitrate, complete healing with less scar formation was observed [18].

In a study in 2012 on management of Bartholin cysts with CO2 laser 
vapourization, out of 127 patients, only 86.6% cured after a single 
laser treatment. The mean cyst size in the study was ranging from 
1.5 cm to 5.0 cm [19]. However, management of bigger size cysts 
with CO2 laser ablation has not been mentioned in literature.

In a systematic review in 2009, authors concluded that all of the 
available treatments were associated with lesser recurrence rates, 
faster healing, and few adverse events. However, best treatment 
approach for these bigger size cysts could not be identified 
according to the current literature [20].

Although giant Bartholin’s cyst is reported in several case reports, 
dumb-bell shaped presentation has not been reported in literature. 
In our cases marsupulization, CO2 laser ablation, sclerotherapy are 
not feasible because of the bigger size of the cysts. So we managed 
the cases with excision and pelvic floor repair with subsequent good 
outcome in both the cases. Thus, excision of the entire Bartholin gland 
and duct is the definitive procedure of treatment for these cases.

CONCLUSION 
Though Bartholin’s cyst abscess presents as a vulval mass, a 
dumb-bell shaped presentation or as a giant cyst, as in our cases 
are very rare. Management modality of these may be altered from 
that of a normal presentation according to the amount of discomfort 
it causes to the patient and size and extent of the mass. Though 
physical examination and MRI help in making a diagnosis, biopsy 
is confirmatory. Surgical management with complete cyst excision 
under antibiotic coverage is the definitive treatment. 
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