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CONDITION CATALOG ·  CLINICAL REASONING

Bartholin Cyst & Abscess
A Bartholin cyst forms when the tiny drainage tube of a lubricating gland at the
vaginal opening gets blocked and fluid backs up — and it becomes a painful
abscess when bacteria grow inside the trapped fluid.

T H E  S T O RY  I N  O N E  S E N T E N C E

A Bartholin cyst forms when the tiny drainage tube of a lubricating gland at the vaginal

opening gets blocked and fluid backs up — and it becomes a painful abscess when bacteria

grow inside the trapped fluid.

“Blocked duct → trapped mucus → painless cyst; add bacteria → abscess (hot, swollen,

incredibly tender). Small and quiet = warm sitz baths and time. Infected = drain it AND keep

the tract open with a Word catheter (a tiny soft tube), because a hole that closes too soon just

refills. Over 40 with a new gland lump = biopsy to rule out a rare cancer.”

Normal anatomy — the body's job

The Bartholin glands are two pea-sized mucus glands sitting just under the skin at the 4 o'clock

and 8 o'clock positions of the vaginal opening. Each drains through a narrow tube (called a

duct, about 2 cm long) that opens near the hymenal ring (the edge of the vaginal opening).

B O D Y ' S  J O B

Their job is lubrication — they make a thin, slippery mucus that keeps the vulvar vestibule

(the tissue just around the vaginal opening) moist and reduces friction during sex. Healthy

glands are soft, small, and completely unnoticeable; you cannot normally feel them at all.

Gland tissue at 4 and 8 o'clock makes a thin, slippery mucus continuously in small amounts

Mucus flows from the gland into a narrow duct about 2 cm long

The duct opens at the edge of the vaginal opening, near the hymenal ring

The amount of mucus increases during sexual arousal, adding lubrication exactly where

friction happens

Because drainage keeps up with production, the gland stays pea-sized and impossible to

feel
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What breaks

The drainage tube of the gland gets blocked. The gland keeps making mucus, the fluid has

nowhere to go, and the gland balloons into a cyst. If bacteria reach the trapped fluid, they

multiply in it and turn the cyst into an abscess — a pocket of pus under pressure.

C L I N I C A L  T E R M

Bartholin duct obstruction with cyst formation; secondary polymicrobial infection produces

a Bartholin abscess. E. coli is the most common bacteria found; Neisseria gonorrhoeae

(gonorrhea) and Chlamydia trachomatis (chlamydia) must be considered in sexually active

patients.

How the body compensates

The body has few ways to fix a blocked duct on its own — the main built-in escape valve is

spontaneous rupture, which is why warmth and sitz baths (which soften tissue and encourage

drainage) sometimes solve the problem without a procedure.

{'step': 'The duct wall stretches to hold the trapped mucus', 'why': 'Slow buildup lets the

cyst grow without pain — many small cysts are found by accident during an exam'}

{'step': 'Local immune cells wall off any bacteria that arrive', 'why': 'This containment is

what creates a separate abscess pocket instead of letting infection spread'}

{'step': 'Pressure inside the pocket rises until the thinnest point of skin gives way', 'why':

'Spontaneous rupture releases the pus and relieves pain — but the tract usually seals again,

so the cyst comes back'}

{'step': 'Warmth — from sitz baths or warm compresses — increases local blood flow and

softens the overlying skin', 'why': "This is the treatment version of the body's own plan:

encourage the pocket to open and drain early"}

{'step': 'If infection escapes containment, broader defenses take over — spreading redness

and fever appear', 'why': 'Cellulitis (spreading skin infection) of the vulva or fever means

containment failed; this is when antibiotics become necessary'}

Domino effect

Duct blockage occurs — Mucus production continues against a closed drain — the gland

keeps making fluid but it has nowhere to go

Painless cyst forms (1 to 3 cm) — Slow swelling stretches tissue gradually — often noticed

only as a soft lump or one side looking bigger than the other

1. 

2. 

3. 

4. 

5. 

1. 

2. 

M a ld ek Condition Catalog · Clinical Reasoning

educational use only · not a substitute for clinical judgment page 2 of 10



Bacteria move into the trapped fluid — Standing fluid plus warm body temperature equals a

perfect incubator for germs to multiply

Abscess forms — fast growth over 2 to 4 days — Pus generation outpaces the pocket's

ability to stretch, so pressure and pain climb fast

Severe focused pain, difficulty sitting and walking — The vulva is packed with nerve

endings; a pressurized pocket pushes on those nerves with every step

Overlying skin thins and may rupture on its own — Pressure finds the weakest exit — brief

relief, but tracts that seal shut refill and the cycle starts again

Untreated spread: vulvar cellulitis (spreading skin infection), rarely bloodstream infection

— Bacteria escaping the pocket invade surrounding soft tissue; fever and spreading redness

are the alarm signals

Recurrence after incomplete drainage — Any drainage method that does not keep the tract

open — like needle aspiration or a cut that closes too soon — lets the cycle restart. This is

why the Word catheter (a tiny soft tube left in place for weeks) exists: it holds the drainage

hole open while it heals into a permanent channel.

Symptoms · what the patient feels, and why

Soft, painless lump beside the vaginal opening (cyst stage): The duct draining the Bartholin

gland (a pea-sized gland deep in the lower vaginal lip that makes lubricating fluid) gets

blocked—often by thick mucus or a tiny flap of tissue. Mucus keeps being made but can't

escape, so it slowly collects in a pocket and stretches the gland like a water balloon filling

drop by drop. Because it grows slowly and doesn't have bacteria in it yet, there's no

infection and no pain—just a smooth bump you can feel or see on one side.

Rapidly growing, very painful lump on one side of the vaginal opening (abscess stage):

Bacteria (commonly normal skin germs like Staphylococcus or Streptococcus, sometimes

sexually transmitted bacteria like gonorrhea or chlamydia) get into the trapped fluid and

multiply fast, turning clear mucus into thick pus. The pocket fills faster than it can stretch,

so pressure builds quickly. The vulva (the outer genital skin) is packed with nerve endings,

so even a small pressure spike causes sharp, throbbing pain. Your immune system rushes

white blood cells to the spot, adding more fluid and swelling—like a blister filling under

high pressure.

Pain with sitting, walking, or sex: The swollen, pressurized pocket sits right where your legs

meet your pelvis. Every time you sit down, take a step, or have penetrative sex, your body

weight or movement squeezes the lump against the bone and nerve-rich tissue around it—

like pressing on a bruise over and over. The pressure wave inside the pocket triggers pain

signals every time.
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Redness and warmth on one side of the lower vaginal lip: When bacteria invade, your

immune system opens up blood vessels near the infection to flood the area with white blood

cells and antibodies. More blood flow means the skin looks red (like a blush) and feels warm

to the touch. This is inflammation doing its job—trying to wall off and kill the bacteria—but

it shows you there's an active infection, not just a harmless fluid-filled cyst.

Sudden gush of fluid and instant relief of pain: The abscess pocket builds up so much

pressure that the thinnest part of its wall tears open, and pus drains out all at once—usually

onto underwear or a pad. The instant the pressure drops, the pain disappears, like letting

air out of an over-inflated balloon. Relief is real, but often temporary: the tear can seal itself

shut within hours or days, the duct stays blocked, and fluid starts collecting again, so the

lump and pain can come back.

Pus or thick yellow-white fluid draining from the lump or vaginal opening: If the abscess

ruptures on its own or is drained by a doctor, the infected fluid inside—a mix of dead

bacteria, white blood cells, and tissue debris—flows out through the opening. Drainage is a

good sign that pressure is relieving, but you need to watch the site: if it re-seals before the

infection is fully gone, the pocket can refill.

Fever, chills, or redness spreading beyond the lump: Bacteria have broken through the

abscess wall and are spreading into the surrounding skin and tissue (cellulitis) or, rarely,

into the bloodstream (sepsis). Your whole body responds by raising its temperature to slow

bacterial growth and ramping up immune activity—causing fever, chills, and sweats.

Spreading redness means the infection is no longer contained in one pocket, and you need

urgent antibiotic treatment and possibly hospital care.

Hard, fixed, or irregular mass in the Bartholin gland area—especially if you're over 40:

Bartholin gland cancer is rare (fewer than 1 in 100 vulvar cancers) but presents as a lump

in the same spot as a cyst or abscess. A cancerous mass grows by invading nearby tissue, so

it feels firm, doesn't move when you push it, and may have an uneven surface—very

different from a soft, squishy, mobile cyst. After age 40, the risk of cancer (though still low)

is high enough that any new Bartholin lump should be biopsied to be safe.

Same spot keeps forming abscesses, even after drainage: Each time an abscess drains or is

lanced, the opening can heal over and seal the duct closed again, trapping mucus and

setting the stage for the next infection—like a revolving door. Recurrence signals that

simple drainage isn't enough; you need a procedure (marsupialization or gland removal) to

create a permanent opening or remove the gland entirely. In women over 40, recurrence

also raises the small but real possibility of cancer, so tissue should be sent for biopsy.
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Focused exam

Soft, movable, non-tender swelling at 4 or 8 o'clock of the vaginal opening: The Bartholin

glands sit exactly at these clock positions, one on each side. A soft lump that doesn't hurt is

a simple cyst — a backed-up gland — and you can often just watch it. It's the location that

locks in the diagnosis.

Tense, fluid-wave (fluctuant), extremely tender lump on one side: When you gently press

and feel a wave of fluid, that means pus has filled a pocket under pressure. This is an

abscess — ready to be drained. No amount of waiting or warm soaks will shrink it; it needs

a small cut to let the pus out.

Red, warm skin over and around the lump: Redness and heat mark active infection. When

the red zone spreads beyond the lump itself, the infection is creeping into nearby skin

(cellulitis), and antibiotics join the plan.

Fever, fast heart rate, or looking sick all over: A Bartholin abscess usually stays local. When

fever or a racing pulse show up, the infection is no longer contained — bacteria may be in

the bloodstream. This escalates care to IV antibiotics and closer monitoring.

Hard, bumpy, or anchored mass instead of a smooth fluid-filled one: Cysts and abscesses

feel smooth and movable. A hard, irregular lump that doesn't budge is the signature of

cancer, not infection. Anyone over 40 with this finding needs a biopsy — Bartholin gland

cancer is rare but real.

Pus draining from a hole in the lump: When the abscess bursts on its own, it proves there's

pus and gives you fluid to culture. Spontaneous drainage often helps the pain, but the hole

usually closes back up fast — you still need formal drainage with a catheter to keep it open

and prevent refilling.

Lumps on both sides, or more than one lump: Bartholin problems almost always happen on

just one side. When you see swelling on both sides or multiple spots, you're probably

looking at something else — other gland cysts, swollen lymph nodes, or even a hernia. It

widens the list of what this could be.

Diagnostics · every test answers a question

Clinical exam (looking and gently feeling the lump) → Is this a quiet Bartholin cyst or a hot,

tense abscess full of pus?

Culture of fluid from the abscess (taken during drainage) → Which germ is growing —

normal skin bacteria, gut bacteria, or an STI like gonorrhea or chlamydia?

NAAT testing for Neisseria gonorrhoeae and Chlamydia trachomatis (swab from the cervix

or abscess fluid) → Is a sexually transmitted infection feeding this abscess?

Biopsy of the cyst wall or gland (if age > 40, mass is hard or fixed, or cysts keep coming

back) → Could this actually be Bartholin gland cancer hiding as a cyst?
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Point-of-care glucose or HbA1c (if abscesses keep coming back) → Is undiagnosed diabetes

weakening the immune system and making infections easier to start and harder to clear?

Urine or serum pregnancy test (before antibiotics or procedures in anyone of childbearing

age) → Is the patient pregnant, and does that change which antibiotics are safe or raise the

bar for treating the abscess?

Treatment logic

Warm sitz baths and warm compresses (for a small, minimally painful cyst) → Heat opens

blood vessels in the area, softens the overlying skin, and encourages the cyst to open and

drain on its own. Soak the area in warm water for 10 to 15 minutes, three to four times a

day.

Incision and drainage (I&D) with Word catheter placement → A small cut lets the pus out

(immediate pain relief). Then you place a tiny balloon catheter (Word catheter) into the

opening and inflate it with 2 to 3 mL of saline. The catheter stays in for 4 weeks, keeping

the new drainage tract open so it can form a permanent lining (epithelialize) and stop the

cyst from refilling.

Marsupialization (stitching the cyst wall open, for cysts that keep coming back) → The

surgeon cuts open the cyst, drains it, and then sews the cyst wall edges to the surrounding

skin, creating a permanent new opening for the gland. This stops the refill cycle for good.

Usually done after the infection has cooled down.

Antibiotics (ONLY for specific reasons: spreading redness, fever, pregnancy, weak immune

system, STI, or recurrent abscess) → Covers the infection when it's spreading beyond the

abscess pocket or when the patient is at higher risk. Common regimens: trimethoprim-

sulfamethoxazole 160/800 mg twice daily for 7 days (covers MRSA, a common skin bug),

OR cephalexin 500 mg four times daily for 7 days, OR amoxicillin-clavulanate 875/125 mg

twice daily for 7 days (covers gut bugs and skin bugs). If gonorrhea or chlamydia is

suspected or confirmed, give ceftriaxone 500 mg IM once PLUS doxycycline 100 mg twice

daily for 7 days.

Pain control — NSAIDs and local anesthetic injection for the procedure → Ibuprofen or

naproxen eases throbbing pain from pressure and inflammation. During drainage, injecting

lidocaine 1% around the abscess numbs the area so the patient can tolerate the small cut

and catheter placement at the bedside.

Biopsy or complete gland removal (for age > 40, hard or fixed lump, or cysts that keep

returning despite treatment) → Sends tissue to the lab to rule out Bartholin gland cancer

(adenocarcinoma or squamous cell). Removing the whole gland ends the cyst cycle

permanently but takes away the gland's natural lubrication job during sex.
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Post-drainage teaching: sitz baths starting 1–2 days later, no sex until the catheter comes

out, protect the catheter from getting tugged or knocked → Warm sitz baths after drainage

keep the area clean and soothed. Avoiding intercourse protects the Word catheter balloon

from getting pulled out early. Patients need to know that if the catheter falls out in the first

week or two, the tract will close and the abscess may refill — they should call right away,

not wait.

Medications

Lidocaine 1% (local infiltration for incision and drainage) · Amide local

anesthetic

Lidocaine numbs the skin over the abscess by blocking the tiny gates (sodium channels) that

nerves use to send pain signals to the brain. When those gates are shut, the nerve goes quiet

and the area feels nothing during the cut.

The doctor injects lidocaine into the skin right over the swollen, fluid-filled lump

The medicine spreads into the tiny nerve fibers nearby

Lidocaine slips inside the nerve and blocks the sodium gates from opening

Without open sodium gates, the nerve can't fire — no pain signal is sent up to the brain

Numbness starts in 1–2 minutes; the doctor tests the area by touching it before making the

cut

S A F E T Y  WAT C H

Ask if the patient has ever had an allergic reaction to numbing shots at the dentist or

during stitches · The doctor pulls back on the syringe first to make sure the needle isn't in

a blood vessel · Infected, acidic tissue numbs less well — the provider may need to wait

longer or inject around the edges (field block) instead · Too much lidocaine can cause

dizziness or a metallic taste — the doctor tracks the total dose if re-injecting

Trimethoprim-sulfamethoxazole (TMP-SMX, also called Bactrim or Septra) ·

Sulfonamide antibiotic combination

This medicine is two drugs in one pill that block two different steps bacteria use to build folate,

a vitamin they need to copy their DNA. When both steps are jammed, the bacteria can't

multiply and the immune system clears them out. It is chosen when antibiotics are needed

because it kills MRSA (a tough staph germ) plus the usual bacteria that cause abscesses.

Sulfamethoxazole blocks the first folate-making enzyme (dihydropteroate synthase)

Trimethoprim blocks the next enzyme in line (dihydrofolate reductase)

With both steps blocked, bacteria run out of usable folate
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No folate means no new DNA bases — the bacteria can't divide

Stalled bacteria are cleared by white blood cells; the infection shrinks

S A F E T Y  WAT C H

Ask about sulfa allergy before the first dose — some people get severe rashes or breathing

trouble · Avoid near the end of pregnancy (it can harm the baby's brain by breaking down

red cells) and in early pregnancy (it blocks folate the baby needs) · Can raise potassium

and creatinine — use carefully if taking blood-pressure drugs like lisinopril or losartan ·

Report any spreading rash, peeling skin, or mouth sores right away (rare but serious skin

reactions like Stevens-Johnson syndrome)

Ceftriaxone (IM shot) plus doxycycline (pills) when gonorrhea or chlamydia is

suspected · Third-generation cephalosporin plus tetracycline antibiotic

Ceftriaxone breaks the cell wall that gonorrhea bacteria need to hold their shape — without a

wall, the germ bursts like a balloon. Doxycycline jams the protein factories (ribosomes) inside

chlamydia so it can't build the proteins it needs to multiply. Together they cover the two most

common sexually transmitted germs that can infect a Bartholin gland, following current CDC

treatment guidelines.

Ceftriaxone (given as a shot in the muscle) finds gonorrhea bacteria and glues onto the

penicillin-binding proteins in their cell wall

The wall can't finish building; weak spots form and the bacterium ruptures under its own

internal pressure

Doxycycline (swallowed as pills) enters cells where chlamydia hides

It locks onto the 30S ribosome so the germ can't translate its genes into working proteins

Both germs stop multiplying and are cleared by the immune system; treating sexual

partners stops reinfection

S A F E T Y  WAT C H

Ask about penicillin or cephalosporin allergy — people with severe penicillin allergy may

react to ceftriaxone · Doxycycline makes skin burn in the sun more easily — remind the

patient to use sunscreen · Doxycycline is not safe in pregnancy — use azithromycin instead

for chlamydia if pregnant · Take doxycycline with a full glass of water and stay upright for

30 minutes to avoid throat irritation and ulcers
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Ibuprofen (Advil, Motrin) · NSAID (non-steroidal anti-inflammatory drug)

Ibuprofen turns down the body's inflammation alarm by blocking the COX enzymes that make

prostaglandins, the chemicals that tell nerves to send pain signals and blood vessels to swell.

With fewer prostaglandins, the pain eases and swelling goes down.

Ibuprofen is absorbed in the stomach and travels through the blood to inflamed tissue

It blocks COX enzymes from turning arachidonic acid (a fat in cell membranes) into

prostaglandins

Fewer prostaglandins means nerve endings become less sensitive to pain

Blood vessels also constrict slightly, reducing swelling and warmth; fever drops if present

S A F E T Y  WAT C H

Take with food or milk to protect the stomach lining — ibuprofen can cause ulcers or

bleeding · Use carefully in people with kidney disease, heart failure, or a history of

stomach ulcers · Avoid in the last three months of pregnancy — it can harm the baby's

heart and kidneys · If watching for fever to track infection spread, know that ibuprofen can

mask it

Red flags

Fever, chills, or rapidly spreading redness beyond the lump — bacteria are escaping the

pocket into surrounding tissue (cellulitis) or the bloodstream (sepsis), and you need urgent

antibiotics and possibly hospital admission.

New Bartholin-area lump in anyone over age 40 — cancer of the Bartholin gland is rare but

possible, so biopsy the tissue before assuming it's just a cyst.

Hard, fixed, or irregular mass at any age — a solid, anchored lump doesn't behave like a

fluid-filled cyst and raises concern for cancer; biopsy is mandatory.

Severe pain out of proportion to the size of the lump, or skin turning dusky, gray, or

breaking down — rare but life-threatening necrotizing soft-tissue infection (flesh-eating

bacteria) is possible; call 911 or go to the ER immediately.

Abscess keeps coming back in the same spot after drainage — simple lancing won't fix a

duct that keeps re-sealing; you need definitive surgery (marsupialization or gland removal),

and tissue should be biopsied in older women.

Nursing priorities

Position and comfort: side-lying, pressure off the perineum, ice early / sitz baths as ordered

— A pressurized vulvar abscess makes sitting agony; simple positioning is high-impact

comfort care.
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Prepare for and assist with I&D; label and send cultures correctly — Drainage is the

definitive treatment — a clean setup and properly collected culture guide any antibiotic

decisions.

Word catheter teaching: it stays ~4 weeks, pelvic rest while in place, report early fallout —

The catheter only prevents recurrence if the tract heals open around it — early loss is the

number-one failure mode.

Sitz bath teaching: 10–15 minutes, 2–4 times daily, starting 1–2 days after drainage —

Keeps the site clean, eases pain, and encourages continued drainage while healing.

Monitor and teach the escalation triggers: fever, spreading redness, worsening pain after

drainage — Pain should improve steadily after I&D — a worsening course means retained

pus or spreading infection.

STI counseling and partner-treatment teaching when NAAT is positive — Treating the

patient but not the partner sets up reinfection; frame it in plain, non-judgmental language.

Advocate for biopsy discussion in patients over 40 or with recurrent/hard masses — The

nurse is often the one who notices the recurrence pattern in the chart — malignancy missed

early is the tragedy version of this diagnosis.

Analgesia timing: medicate before sitz baths, dressing changes, or catheter checks —

Anticipatory dosing beats chasing pain in a densely innervated area.

Sources

American College of Obstetricians and Gynecologists (ACOG) Practice Bulletin

CDC Sexually Transmitted Infections Treatment Guidelines

American Academy of Family Physicians (AAFP) — Bartholin Duct Cyst and Gland Abscess

UpToDate Clinical Reference

Last reviewed: 2026-06-01
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