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Management of Bartholin Gland Cyst and Abscess 
 

Introduction and Aim 
 
Bartholin’s glands are mucus secreting vulvovestibular glands at the 4 and 8 o’clock position 
on the introitus. Women have a 2% lifetime risk of a cyst or abscess of the Bartholin gland, 
usually in the reproductive age group1. As a result, they are a common presentation to the 
Emergency Gynaecology Assessment Unit (EGAU).   
 
A Bartholin cyst is a collection of mucus within the gland, presumably from blockage of the 
duct, this may be noticed as a swelling and is usually painless. A Bartholin abscess is the same 
swelling, but accompanied by signs of infection – erythema, swelling, pain and heat. Symptoms 
can be severe and are usually localised, systemic symptoms of infection may also be present. 
 

 

Objectives 
 

 Guide and standardize care for women presenting with Bartholin’s cyst or abscess. 
 

Scope 
This policy applies to all healthcare professionals in all locations including those with honorary 
contracts 

 

Equality Health Impact 
Assessment 

 
An Equality Health Impact Assessment (EHIA) has not been 

completed.  

 

Documents to read 
alongside this Procedure 

List all documents the reader is advised to read alongside / in 
support of this document 

Approved by Gynae Professional Forum   

Obstetrics and Gynaecology Directorate. 

Dr Anju Sinha, Consultant Gynaecologist. 
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Management of Bartholin Gland Cyst and Abscess 
 
Introduction  
 
Bartholin’s glands are mucus secreting vulvovestibular glands at the 4 and 8 o’clock 
position on the introitus. Women have a 2% lifetime risk of a cyst or abscess of the 
Bartholin gland, usually in the reproductive age group1. As a result, they are a common 
presentation to the Emergency Gynaecology Assessment Unit (EGAU).   
 
A Bartholin cyst is a collection of mucus within the gland, presumably from blockage 
of the duct, this may be noticed as a swelling and is usually painless. A Bartholin 
abscess is the same swelling, but accompanied by signs of infection – erythema, 
swelling, pain and heat. Symptoms can be severe and are usually localised, systemic 
symptoms of infection may also be present. 
 
 
Presentation  
 
Frequently women present via primary care having been commenced on a course of 
oral antibiotics which have not been effective, or sudden worsening of chronic 
symptoms.  
 
Most often emergency presentations are for abscesses, cysts are usually (and more 
appropriately) managed electively in Gynaecology outpatients. They can occasionally 
present in pregnant women. While one should be aware of a potentially increased 
vulval blood flow, management is no different. 
 
The most commonly implicated microbes are E.coli and Streptococcus sp.2 
N.gonorrhoeae is found in 1-17% of Bartholin’s abscesses and cases associated with 
Chlamydia trachomatis have been reported3.  
 
 
Natural Progression  
 
Abscesses will “point” finding their way to the skin’s surface before spontaneously 
rupturing, draining and healing. Recurrence is common in the order of 1:3 if 
conservatively treated4. Symptoms can be severe if untreated, and the infection can 
make women feel unwell. Anecdotally, systemic sepsis from Bartholin’s abscess is 
uncommon.  
 
If the abscess closes before it drains it can recur and a relapsing remitting course can 
develop. Surgical treatments aim to facilitate the development of a “neo-duct” to 
promote drainage, healing by secondary intention and reduce risk of recurrence. 
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Treatment 
 
Obtain a swab of discharge from a Bartholin’s abscess (whether spontaneously 
discharging or at surgical drainage) for microscopy, cultures and sensitivities (charcoal 
swab). If risk factors for STIs are present, take triple swabs too (HVS, endocervical 
and Chlamydia/Gonorrhoea PCR).  
 
Medical 
 
Oral antibiotics are recommended if the abscess has started to drain spontaneously.  

 Flucloxacillin 500mg-1g QDS PO 

 OR if penicillin allergy: Doxycycline 200mg stat followed by 100mg BD PO 
Treatment should be for 5-7 days with a review on day 3.  
 
However, the abscess should be managed surgically if not spontaneously draining.   
 
Surgical 
 
Clinical judgement, and the woman’s preferences will inform the decision regarding 
the choice of approach including the choice of anaesthetic required. Current evidence 
doesn’t demonstrate a significant improvement in outcomes with any single surgical 
intervention5. 
Consent should be obtained and documented. Written consent is required for cases 
undertaken in theatre.  
 

 Location / 
anaesthetic 
options 

Pros Cons Reported 
recurrence 
rates 

Incision and 
drainage 

Can be performed 
in the EGAU with 
local anaesthetic 
OR 
In CEPOD theatre 
under general or 
regional 
anaesthetic 

Quick and cheap 
intervention 
 
If performed in 
EGAU will avoid 
need for 
admission and 
CEPOD time 
 
Acceptable to 
many patients 

Considered inferior 
to other options due 
to significantly 
higher recurrence 
rates 
 
 
 

39.6% 
recurrence 
within 12 
months in 
one study6 

 
If silver 
nitrate 
inserted 
following 
drainage -
18.9% 5 

Incision, 
drainage and 
Word catheter 
insertion 

Appropriate for 
EGAU setting with 
local anaesthetic 
 
Consider using in 
patients requiring 
regional or general 
anaesthetic too 

Quick procedure 
that can be 
performed in the 
EGAU 
 
Acceptable to 
many patients 
 

Not suitable for 
patients with 
LATEX allergy 
 
Word catheter 
needs to remain in 
situ for 4 weeks  
 
The catheters can 
fall out 
spontaneously  

2-17% 7,8 

Marsupialisation Usually performed 
under regional or 
general 
anaesthetic in the 

Gives opportunity 
to explore cavity 
and break down 
any loculations  

Requires 
significantly more 
resources, 
especially if 

3-25% 9 



 

S Powell Gynae SPR 10/1/2023 ver2 
 

Document Title: Management of Bartholin Gland  5 of 8 Approval Date: TBA 

Reference Number:  Next Review Date:  

Version Number: 2  Date of Publication: TBA 

Approved By:GPF   

 
CEPOD theatre 
 
Can be performed 
under local 
anaesthetic 

 
Suitable for 
patients with latex 
allergy 
 
Often 
recommended in 
recurrent cases 

requiring CEPOD 
theatre time and 
therefore hospital 
admission 
 
Significant delays 
may occur if 
awaiting CEPOD 

 
Following surgical management, it is reasonable not to use antibiotics as spontaneous 
healing will begin. If clinical concerns or signs of severe infection, antibiotics can be 
considered according to the microbiology guidance above.  
 
The Word Catheter procedure 

 
 
Make the incision just inside the introitus, as this gives a more anatomically correct 
neo-duct, and allows the catheter to be tucked inside the vagina painlessly. There 
need not be any specific restrictions to leisure, hygiene or sexual activities10.  
 
The catheter is designed to be used for 4 weeks then removed, this is done by deflating 
the balloon. Some catheters will fall out spontaneously during the 4-week period. If 
this is the case and the patient is well, no follow up is required.  
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Marsupialisation  
 
The cyst / abscess is opened and drained with an incision of 1.5-2cm just inside the 
introitus. Any loculations can be broken down digitally, and the cavity debrided with a 
gauze swab.  
 
The inside edges of the cavity are then sutured to the outside edges of the skin incision 
with interrupted rapidly absorbable fine sutures (such as 2-0 vicryl rapide). If a large 
cavity is left it can be packed with gauze or alginate ribbon (sorbsan / kaltostat) to keep 
it open whilst healing begins. The packing is usually removed after 12-24hrs, before 
discharge.  
 

 
 
Discharge and Follow Up 
 
All women should be given the phone number of the EGAU and advised to contact 
this number if any complications arise. A typed discharge summary should be 
completed on Welsh Clinical Portal. 
 
Simple analgesia (paracetamol +/- NSAID) can be recommended.  
 
If medical treatment is instigated and the abscess has not ruptured or been incised, a 
follow up enquiry should be made in 3 days. This could be patient driven, by phone-
call from EGAU, or by attendance at EGAU for review. Surgical treatment may be 
necessary if not resolving.  
 
Most women can be discharged on the same day following marsupialisation or incision 
and drainage. No specific follow up is required.  
 
If a Word catheter is in situ, patient contact details should be kept and telephone 
contact made after 1 week. If the catheter is still in situ, arrangements for removal 
should be made at 4 weeks. If the catheter has fallen out and the patient is well, no 
further follow up is required.  
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Appointments for telephone follow up should be put in the ward diary, and notes kept 
on the ward until completion of treatment.  
 
Recurrence / Postmenopausal women 
 
If there are multiple recurrences of the lesion is slow to heal (particularly in 
postmenopausal women), consider the need for a tissue biopsy from the base of the 
abscess cavity to exclude adenocarcinoma of the Bartholin’s gland.  
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