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Is electrosurgery fulguration a better procedure 
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INTRODUCTION

The Bartholin’s gland duct cyst (Bartholin cyst) 
is a relatively common condition, affecting about 
2% of women during the reproductive ages1-3. The 
Bartholin’s glands are two major vestibular glands, 

located deep in the perineum, between the bulb and 
the transverse muscle, with the function of making 
the vestibule lubrication for sexual intercourse, with 
drainage of secretions through ducts measuring about 

SUMMARY

OBJECTIVE: To evaluate the effectiveness of electrosurgery fulguration as a treatment for Bartholin’s gland cysts.

DESIGN: Retrospective study with a comparative control group performed on Hospital Brigadeiro and in the Disciplina de Ginecologia do 
Departamento de Obstetrícia e Ginecologia, Hospital das Clínicas, Faculdade de Medicina da Universidade de São Paulo from February 
2005 to March 2009. Patients: Patients with Bartholin’s gland cyst were divided into three treatment groups: group 1 electrosurgery 
(n=169 cases); group 2 - gland excision with the conventional technique using a cold scalpel (n = 51 cases); group 3 - marsupialization 
(n=11 cases). We reviewed the clinical and surgical history, physical examination, description of the surgical technique, postoperative 
results (success and complications), and follow-up data.

RESULTS: There is no difference between groups in relation to intraoperative bleeding, hematoma, and complete healing in a single treat-
ment session. However, electrosurgery shows the lower percentage of recurrences 18 (10,7%) compared to the Marsupialization technique 
(group 3,  p=.031). Recurrences occurred in 18 (10,7%), 3 (5,9%), and 4 (36,4%) cases. After retreatment by the same technique, there was 
a complete cure rate of 90% (152/169) for group 1, and 98% (50/51) for group 2. The cost of group 1 was lower than that of other groups.

CONCLUSION: The fulguration with electrosurgery of the capsule of Bartholin’s cyst is an effective method of treatment, andthe cost of 
this technique is lower than the conventional technique and marsupialization.
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with a diagnosis of Bartholin’s gland cyst, unilateral 
or bilateral, where incision and drainage were per-
formed, in addition to cauterization of the capsule, and 
who attended at least one follow-up for postoperative 
evaluation. Exclusion criteria: other types of cysts of 
the vulva and who did not attend any post-operative 
follow-up. We used the records of outpatient surgical 
procedures performed and analysis of medical records.

For the control group, we analyzed the medical 
records of 62 women who underwent Excision Con-
ventional Cold Scalpel (n=51) or Marsupialization 
(n=11) for the treatment of Bartholin cyst, at the Dis-
ciplina de Ginecologia do Departamento de Obstetrícia 
e Ginecologia, Hospital das Clínicas, da Faculdade de 
Medicina da Universidade de São Paulo in the same 
period that the study group, and who attended at least 
one follow-up for postoperative evaluation. These pro-
cedures were performed in hospitalized patients, in 
the surgical center, with spinal anesthesia.

This study was approved by the Ethics Commit-
tee for Analysis of Research Projects of the Hospital 
das Clínicas on Jan 2010 (protocol nº 1306/09) and 
approved by the Research Ethics Committee of the 
University Hospital of USP on Dec 2011 (CEP-HU/USP: 
1138/11), with the approval of the Informed Consent 
Form. Record– SISNEP CAAE (Nacional System of 
Research Ethics and Certified for Ethical Assessment): 
1104.0.015.000-09.

Electrosurgical technique
The surgical technique usually consists in: infiltra-

tion anesthesia of the superficial mucosa of the vesti-
bule with 2% lidocaine; linear incision of the mucosa 
and cystic capsule, 10 to 15 mm in length, using elec-
trosurgical electrode needle, calibrated at the cutting 
function, power 45%; draining of the cystic content and 
internal cleaning of the capsule with saline and gauze; 
complementation of local anesthesia around the cap-
sule (as an option, pudendal nerve block procedure can 
be performed); vaporization of cystic capsule using 
spherical electrode 3 to 5 mm in diameter calibrated 
in the function of vaporization at 50% power; hemo-
stasis review, preferably using gel hemostatic ferric 
perchlorate 50%. In the presence of bilateral cysts, 
both sides were treated in the same session.

In cases without an inflammatory process prior to 
the procedure, one group received prophylactic anti-
biotics, and the other did not. Antibiotic therapy was 
given in cases of inflammation. In abscesses, gener-
ally, the procedure was performed at two steps: first 

2 cm in length and which debouch at 4 and 8 hours 
in the vulvar vestibule, immediately lateral to the 
hymen4-6. The Bartholin cyst is a result of obstruction 
and cystic duct dilatation, resulting from some causes 
like local trauma, chronic inflammatory processes, 
even vaginal infections4-8.

The therapeutic approach is varied, and frequent 
recurrences have been reported with the use of some 
non-excisional methods2. The therapeutic option 
should consider the desire and possibility to preserve 
the function of the gland. Patients should be advised 
to understand, evaluate treatment alternatives, and 
communicate their preferences. The clinical profile 
and recurrence are important parameters in the ther-
apeutic option9.

After recurrence or persistence, the classic, defin-
itive treatment can be performed by excision of the 
cystic capsule, a technique that requires hospitaliza-
tion and deep anesthesia (spinal or general) with high 
costs. This procedure may have some complications, 
such as massive bleeding intraoperatively, dyspareu-
nia, slow healing, hematomas, infections of the suture, 
and recurrence10,11. For this reason, alternatives have 
been considered by some investigators3,8.

Electrosurgery has proved applicable in various 
diseases of the lower genital tract as a method of exci-
sional and destructive treatment. It has been used as 
first-line treatment of precursor lesions of cervical 
cancer, as well as in applications in the vagina and 
vulva, as a practical alternative, with low cost: out-
patient, local anesthesia, low complication rates, and 
similar effectiveness12-15. Therefore, the aim of this 
study is to analyze the effectiveness of the treatment 
of the Bartholin cyst using a cystic capsule vaporiza-
tion technique with a high-frequency electrosurgi-
cal unit compared to the classic excisional surgery 
and marsupialization.

METHODS

We performed a retrospective chart review of 169 
women consecutively treated at the department of 
gynecology at the Hospital Brigadeiro for the treat-
ment of Bartholin cyst. All procedures were performed 
in an outpatient clinic with local anesthesia, through 
drainage and cauterization capsuling using high-fre-
quency electrosurgical unit (trademark Wavetronic 
5000 – LLEP LOKTAL Master of Medical Electronics).

Patients had been treated in the period from Febru-
ary 2005 to March 2009. Inclusion criteria: patients 
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session only incision, drainage, and administration 
of a broad-spectrum antibiotic; in the second session, 
after 7 to 10 days, completion of capsular vaporization.

Postoperative follow-ups were scheduled usually 
after 7, 30, 90, and 180 days to ward off infections, 
evaluate healing, and possible relapse; annual controls 
were maintained to detect late relapses. Recurrence 
was defined as the occurrence of cyst or abscess in 
the region previously treated.

Gland excision, conventional cold scalpel 
technique
This procedure requires the excision of the Bar-

tholin gland and surrounding tissue, with careful 
hemostasis and suturing. It should be performed 
only in the operating room to ensure appropri-
ate anesthesia.

Marsupialization technique
This procedure consists of a vertical incision of the 

cystic mass in the vestibule and outside the hymenal 
ring. The incision should be about 1.5 to 3 cm and 
followed by suturing of the inner edge of the incision 
to the external mucosa.

STATISTICAL ANALYSIS

We analyzed the frequency of complete healing, 
intraoperative and postoperative complications, recur-
rence, and compared these data with the alternative 
surgical technique for the control group. The results 
were described using absolute frequencies and per-
centages for qualitative variables, average, standard 
deviation, and confidence intervals of 95% for quanti-
tative variables (previously Kolmogoroy-Smimov test 
to adjust normal distribution). For the comparison 
groups, we employed the Chi-square or Fisher test, 
Yates continuity correction test, and Student’s tests 
on qualitative and quantitative variables, respectively. 
We used a significance level of 0.05, and the software 
used was SPSS version 19.0.

RESULTS
Group 1

Fulguration of the cystic capsule with Electrosur-
gery: of the 169 patients who underwent Electrosur-
gery, 88 (52%) had involvement of the cyst on the right, 
73 (43%) left, 8 (5%) the disease was bilateral. The mean 
age of patients was 36 ± 9,4 years (17-60 years). In 

relation to parity, 20 (14%) were nulliparous or had 
only one abortion, 36 (25%) had at least one cesarean 
birth and without vaginal delivery, and 88 (61%) at least 
one vaginal delivery. The mean diameter of the cysts 
was 3.1±1.5cm.

Intraoperative complications occurred in 3 (2%) 
cases, with severe bleeding that was controlled with 
hemostatic sutures, without hospitalization nor blood 
transfusion. The mean postoperative follow-up was 
15±14,7 months. The time for complete healing was 
about 20-40 days.

Regarding the final result of the surgery, represented 
by complete healing, 87% (147/169) of patients had sat-
isfactory healing, considered complete cure without 
late complications; 10,7% (18/169) had recurrence; and 
2% (4/169) showed significant scarring complications 
(one case of endometriosis with vulvar pain, dyspareu-
nia and associated vaginismus, which was reoperated 
and persists with pain; 1 case of persistent local pain, 
and reoperation performed excision of fibrous capsule, 
asymptomatic after surgery; 2 cases of scar retraction, 
but without significant symptoms, and without the 
need for surgical correction). After retreatment by the 
same technique, the cure rate was 90% (152/169).

The mean interval to recurrence was 9.3 months 
(2-40 months). Recurrence occurred in less than 6 
months (2 and 5 months) in 3 cases (16.8%), over 6 
months in 15 cases (83%; 5 cases occurred over 1 year).

Among the 18 cases of recurrence, 15 (83%) had a 
diagnosis of cyst and 3 (17%) of abscess, 15 (83%) had 
a history of Bartholin’s gland pathology, 12 cases had 
previous drainage, 10 (56%) did not use and 4 (22%) 
used prophylactic antibiotics, in 4 (22%) the antibiotic 
regimen was therapeutic, with slightly higher index of 
postoperative infection (5/18, 28%). There was no sta-
tistical difference in the mean age and cyst diameter.

After recurrence, 4 patients underwent classical 
excision, and 8 underwent the same technique, 4 
patients did not undergo a new procedure, and 2 were 
not reported. Of the 8 patients who underwent the 
same technique, 5 remained asymptomatic after an 
average of 6 months, 1 relapsed again and underwent 
classical excision, 2 patients did not return for control.

Group 2: Gland excision conventional cold 
scalpel
In the group that underwent excision of the cys-

tic capsule with cold scapel (n=51), 20/47 (43%) had 
involvement of the gland on the right, 26 (55%) left, 1 
(2%) case bilateral.
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TABLE 1. ELECTROSURGERY FULGURATION OF THE CYST OF BARTHOLIN’S GLAND: A COMPARATIVE STUDY WITH 
CONVENTIONAL COLD KNIFE GLAND EXCISION AND   MARSUPIALIZATION         

Procedure study 
size

Age (years) Affected side
n (%) side

Duration of Bar-
tholin pathology 
(month)

Previously treated 
or with recurrence 
for Bartholin pa-
thology n/N (%)

No. Cysts/No. 
Abscesses (%)

Diameter
(cm)

Anes-
thesia 
type/n

Electrosurgery
N = 169

35.9±9.4 (17 
- 60)

88(52.1%)R;
73(43.2%)L;
8(4.7%)Bil.

35.8±45.4 (1 - 252) 67/101 (66.3%) 163/6 (96.4%) 3.1±1.5
(1 - 10)

local 169

conventional cold 
knife gland excision 
N = 51

35.8±9.9 (18 
- 61)

20/47(42.6%)R;
26/47(55.3%)L;
1/47(2.1%)Bil.

21.6±20.3 (1 - 84) 35/48 (72.9%) 47/4 (92.2%) 3.2±1.4  
(2 - 10)

spinal  51

Marsupialization 30±9.3 4(36.4%)R; 31.8±31.8 10/11 8/3 3.6±2.1

N = 11 (19 - 46) 6(54.5%)L;
1(9.1%)Bil.

(1 - 108) (90.9%) (72.7%) (1,5 - 8) spinal 11

p-value and CI95% 
Electrosurgery vs. 
conventional cold 
knife gland excision

.948 ζ
[-2.90; 3.10]

.294φ .002 ζ
[5.32; 23.08]

.408φ
[-.22; 0.09]

.365 Ψ
[-.04; .12]

.672 ζ
[-.57; .37] 

p-value and CI95% 
Electrosurgery vs 
Marsupialization

.046 ζ
[.13; 11.67]

.551φ
-

.774 ζ
[-23.30; 31.50]

.184 Ψ
[-.44; .04]

.012 Ψ
[.01; .50]

.298 ζ
[-1.45; .45] 

Age, Duration of Bartholin pathology and Diameter are presented as mean ± standard deviation (minimum and maximum) φ Chi Square test    ζ Student test   Ψ Yates’s correction 
for continuity 

TABLE 2. ELECTROSURGERY FULGURATION OF THE CYST OF BARTHOLIN’S GLAND: A COMPARATIVE STUDY WITH 
GLAND EXCISION CONVENTIONAL COLD KNIFE AND MARSUPIALIZATION

Procedure, 
study size

Intraoperative 
complication 
(bleeding) n/N 
(%)

Immediate post-
operative compli-
cation (hemato-
ma) n/N (%)

Follow-up 
after surgery 
(months)

Postopera-
tive infection      
n/N (%)

Recur-
rences 
n/N (%)            

Time at recur-
rence

Other compli-
cations n/N 
(%) 

Electrosurgery 
N = 169

3/169 (1,8%) 0/169 (0%) 14.9±14.7 (1 
- 54)

8/52 (15,4%) 18/169  
(10,7%)

3/18 (16.7%) 
< 6m; 
15/18 (83.3%) 
>6m

4/169 (2,4%)**

gland excision 
conventional 
cold knife  
N = 51

1/51 (2%) 3/51 (5,9%) 20.4±24.7 
(1 - 84)

11/51 (21.6%) 3/51  
(5,9%)

2/3 (66.7%)< 
6m;      1/3 
(33.3%)>6m

2/51 (3.9%)***

Marsupializa-
tion    N = 11

0/11 (0%) 0/11 (0%) 24.2±26.3 (1 
- 84)

1/11 (9.1%) 4/11  
(36.4%)

1/4 (25%)< 6m; 
3/4 (75%)>6m

0/11 (0%)

p-value and 
CI95% Elec-
trosurgery vs. 
gland excision 
conventional 
cold knife

1.000 ή - .012 ή 
[-.12; .00]

.136 ζ 
[-12.79; 1.78]

.419φ 
[-.21; .09]

.457 φ 
[-.03; .13]

.128 ή 
[-.99; .06]

.915 Ψ  
[-.07; .04]

p-value and 
CI95% Electro-
surgery vs Mar-
supialization

1.000 ή 
-

1.000 ή 
-

.273 ζ 
[-27.15; 8.55]

.946 Ψ 
[-.13; .25]

.041 Ψ 
[-.55; -.09]

1.000 ή 
-

1.000 ή 
- 

Follow-up after surgery is presented as mean ± standard deviation (minimum and maximum). *Patients only with prophylactic antibiotics. **Local endometriosis with severe pain 
(1), local pain (1), scar retraction extensive (2). ***Local pain (2). φ Chi-Square test ή Fisher Test ζ Student test ΨYates’s  correction for continuity

The mean age was 36 years-old (±10 years-old). In 
relation to parity, 21 (41%) of the women had a his-
tory of at least one vaginal delivery, but no descrip-
tion of possible episiotomy or perineal lacerations, 
13 (26%) only had cesareans, 9 (18%) were nulliparous 

or had only had an abortion, and in 8 (15%) there was 
no description.

The mean time between the onset of symp-
toms and treatment was 22 months (1-84 months) 
in 41 women. There was a history of recurrence or 
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previous treatment for Bartholin’s gland pathology in 
35 women (73% of 48 reported cases), and a median of 
3 (1-10) previous surgical drainage in 19 cases. The ini-
tial diagnosis was a cyst in 47 (92%) cases, and abscess 
in 4 (8%). The mean diameter of the cysts was 3.2 cm 
(2-10 cm) reported on 37 patients. Regarding intraop-
erative complications, 1 (2%) case of severe bleeding 
was reported. Complications in the immediate post-
operative hematoma occurred in 3 (6%) cases, treated 
with local ice.

Patients were instructed to return for evaluation of 
healing in 7-14 days, and 30-60 days. After this period, 
they were discharged and returned to routine gyne-
cological appointments between 6 months and annu-
ally. The mean follow-up was 20.4±24.7 months (1-84 
months). Infection and/or dehiscence occurred in 11 
(22%) cases; non-disabling local pain for 4 months in 
2 (4%) cases. The time of complete healing was about 
20-30 days. Complete healing was reported in 48 (94%) 
cases, and recurrence in 3 (6%) (2 cases occurred after 
4 months of surgery, a new excision was performed, 
a new relapse occurred, marsupialization was per-
formed, and the patient remains asymptomatic), and 
in 1 case relapse occurred after 2 years (drainage was 
performed, the deep cyst remains asymptomatic). 
There was a mean of 11 months (4-24 months) for 
recurrence. Considering the cases of retreatment by 
the same technique, the complete cure rate was 98% 
(50/51 cases). In cases of recurrence, the mean age 
was 35 years, the mean cyst diameter 2.8 cm, all had 
a history of previous treatment.

Group 3: Marsupialization
In patients who underwent Marsupialization 

(n=11), the mean age was 30±9,3 years-old. Six women 
(55%) had at least one vaginal delivery without episi-
otomy description, 2 (18%) had exclusively cesarean, 
3 (27%) were nulliparous.

The mean time between the onset of symptoms 
and Marsupialization was 31,8 months (1-108 months). 
Ten patients (91%) had a history of Bartholin’s disease, 
or prior treatment with an average of six episodes of 
recurrences (3-15) in 9 cases, and previous average 
drainage 3 (1-7). A cyst was diagnosed in 8 (73%) cases, 
and abscess in 3 (27%). Mean diameter cyst: 3.6±2.1 
cm (1.5-8 cm) in 8 cases.

There were no intraoperative and immediate post-
operative complications. The average follow-up time 
after treatment was 24±24,2 months (1-84 months). 
Only 1 (9%) postoperative infection with dehiscence of 

the surgical scar was described in a case previously 
uninfected. The average time of healing was about 
15-30 days. Complete healing occurred in 7 (67%) 
cases, relapses in 4 (33%) cases, after 18 months on 
average (1 at 5 months, and 3 after 1-2 years). Two 
patients underwent the excisional method, and two 
remain with asymptomatic cysts. In cases of recur-
rence, the mean age was 28 years-old, the mean cyst 
diameter was 2.8 cm, and all had a history of previ-
ous treatment.

Comparison between groups
Figures 1, 2, and 3 summarize the comparative 

data between groups. There is a significant difference 
regarding age between groups 1 and 3 (p = 0.046), 
with younger patients in the Marsupialization group; 
groups 1 and 2 are homogeneous concerning this vari-
able. The affected side was homogeneous in all groups 
(p > 0.05). The mean duration of the disease was differ-
ent from the statistical point of view between groups 1 
and 2, and it was greater in the first group (p = 0.002). 
The percentage of recurrences or pretreatment of 
Bartholin gland pathology was similar in all groups 
(p> .05), which translates homogeneity in the groups 
regarding this variable. We found a larger number of 
cysts in patients treated with Electrosurgery (96.4%) 
in comparison to those who were treated by the tech-
nique of Marsupialization (72.7%), p = .012. The size 
of the cysts was similar among the study groups, with 
no significant differences. The final results of Table 2 
indicate that intraoperative complications were simi-
lar between the groups (p > 0.05). The immediate post-
operative complications were lower in group 1 than 
in group 2 (significant hematoma in the immediate 
postoperative period occurred only in group 2, in 3 (6%) 
cases (p = 0.012), with no differences between groups 1 
and 3, 0% in each group). All the patients had the same 
value for the average follow-up after surgery, with 
no statistical differences (15, 18, and 24 months for 
groups 1, 2, and 3, (p > 0.05). The percentage of postop-
erative infections was distributed equally between the 
study groups (p > 0.05). Complete healing in a single 
treatment session, no significant late complications, 
was obtained in 147 (87%) patients in group 1, 48 (94.1%) 
cases in group 2, and 7 (63.6%) patients in group 3 (p 
= 0.159, p = 0.091, respectively). The Electrosurgery 
technique presented the lowest percentage of recur-
rences compared to the Marsupialization technique 
(p= .041). The recurrence time, in terms of mean and 
standard deviation, was similar between the groups. 
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FIGURE 1.  A – AGE (YEARS) - *P=0.046 – COMPARISON BETWEEN GE AND GM; B – DURATION OF BARTHOLIN 
PATHOLOGY (MONTHS) - *P=0.002 COMPARISON BETWEEN GE AND GG; C – PREVIOUSLY TREATED OR WITH 
RECURRENCE FOR BARTHOLIN PATHOLOGY (%); D – NUMBER OF CYSTS/NUMBER ABSCESSES (%) – *P=0.012 
COMPARISON BETWEEN GE AND GM

FIGURE 2. A - AFFECTED SIDE BILATERAL OF SURGERY (%); B – AFFECTED SIDE RIGHT OF SURGERY (%); C – 
AFFECTED SIDE LEFT OF SURGERY (%); D – MAXIMUM DIAMETER OF SURGERY (CM);

GE – Electrosurgery; GG – Conven-
tional cold knife Gland excision; GM 
– Marsupialization. Chi-Square test; 
Yate´s correction for continuity.

GE - Electrosurgery; GG – Gland 
excision conventional cold knife; GM 
– Marsupialization; GER – Electro-
surgery – GGR – gland excision con-
ventional cold knife – GMR – Mar-
supialization; GEL - Electrosurgery; 
GGL – Gland excision conventional 
cold knife; GML – Marsupialization 
– Chi-Square test; Yate´s correction 
for continuity.
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Finally, we studied other postoperative complications, 
finding no statistically significant differences between 
the different techniques.

DISCUSSION

The cysts of Bartholin’s gland are common dis-
orders, with important clinical implications because 
of the pain, dyspareunia, infection, and its recurrent 
character16. The long period between the onset of 
symptoms and access to definitive treatment stands 
out in these groups. Our data showed that the fulgu-
ration of the cystic capsule with electrosurgery might 
be effective for the treatment of cysts of Baratholin.

Our study showed that the Electrosurgical tech-
nique is innovative when considering its high effi-
ciency associated with easy workability and cost, both 
compared to the conventional excisional, considered 
the gold standard in recurrent or persistent cases; it 
also presents less risk of intraoperative bleeding. This 
is particularly important considering the high demand 
for public services17. Marsupialization showed a higher 
percentage of recurrences compared to Electrosurgical 

technique and conventional excision. However, our 
study had some limitations concerning the surgical 
procedures, since they were performed by different 
medical staffs, and retrospective analysis18.

Relapses in excisional and destructive techniques 
can be explained by the presence of other compart-
ments, great extension of the capsule, deep location, 
fibrosis, difficult surgical access, probably as a con-
sequence of repeated recurrences and infectious 
processes. The follow up of these patients should be 
long because of late recurrences, even over 3 years1-6.

Comparative studies will be needed to assess the 
best initial approach technique in uninfected cysts 
and abscesses in order to decrease the time of disease 
progression and recurrence. The groups have the same 
baseline, which shows they were homogeneous at the 
beginning of the study. The Electrosurgery technique 
demonstrated that it was safe regarding the rate of 
intraoperative complications and immediate post-
operative, infection, and other complications, it was 
also effective due to the low percentage of recurrence, 
in agreement with the contents of the scientific lit-
erature. The fulguration with Electrosurgery of the 

FIGURE 3. A – FOLLOW-UP AFTER SURGERY (MONTHS); B – POSTOPERATIVE INFECTION (%); C – RECURRENCES 
(%); D – OTHER COMPLICATIONS (%).

GE - Electrosurgery; GG 
– Conventional cold knife 
gland excision; GM – Mar-
supialization; Chi-Square 
test; Fisher test; Student 
test; Yate´s correction for 
continuity.
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RESUMO

OBJETIVO: Avaliar a eficácia da fulguração da eletrocirurgia como tratamento para os cistos da glândula de Bartholin.

MÉTODOS: Estudo retrospectivo, grupo controle comparativo realizado no Hospital Brigadeiro e disciplina de Ginecologia do Departamento 
de Obstetrícia e Ginecologia do Hospital das Clínicas da Faculdade de Medicina da Universidade de São Paulo, de fevereiro de 2005 a 
março de 2009. Pacientes com cisto de glândula de Bartholin foram divididos em três grupos de tratamento: grupo 1 – eletrocirurgia  
(n = 169 casos); grupo 2 – excisão da glândula com técnica convencional utilizando bisturi frio (n = 51 casos); grupo 3 – marsupialização  
(n = 11 casos). Revisamos a história clínica e cirúrgica, o exame físico, a descrição da técnica cirúrgica, os resultados pós-operatórios 
(sucesso e complicações) e os dados de acompanhamento.

RESULTADOS: Não há diferença entre os grupos em relação ao sangramento intraoperatório, hematoma e cicatrização completa em uma 
única sessão de tratamento. No entanto, a eletrocirurgia mostrou o percentual mínimo de recidivas, 18 (10,7%), em relação à técnica de 
marsupialização (grupo 3, p = 0,031). Recorrências ocorreram em 18 (10,7%), três (5,9%) e quatro (36,4%) casos. Após o retratamento 
pela mesma técnica, houve taxa de cura completa: 90% (152/169) para o grupo 1 e 98% (50/51) para o grupo 2. O custo do grupo 1 foi 
menor do que os dos outros grupos.

CONCLUSÃO: A fulguração com eletrocirurgia da cápsula do cisto de Bartholin é um método efetivo de tratamento, mas o custo dessa 
técnica é menor do que a técnica de convenção e a marsupialização.

PALAVRAS-CHAVE: Glândulas vestibulares maiores. Cistos/diagnóstico/terapia. Eletrocirurgia. 

capsule of the Bartholin cyst represents an effective 
method of treatment, with a better cost/benefit ratio 
when compared to conventional cold scapel gland exci-
sion and greater cure rate compared to Marsupializa-
tion. Recurrence can occur late in all methods, and a 
long follow-up period is advisable.

We conclude that, despite the limitations of this 
study, the electrosurgical technique can be recom-
mended for the treatment of cysts of the Bartholin 
gland, as a great alternative to high-demand services.
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