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A B S T R A C T   

Mature cystic teratomas (MCTs) arise from totipotent cells. While the ovaries are the most common sites, 
extragonadal teratomas are very rare. This case report describes the clinical details of a 20-year-old woman who 
was found to have a large pelvi-abdominal mass on clinical and imaging studies and elevated levels of CA-125. 
Because of the uncertainties of the origin of the mass, a multidisciplinary team suggested exploratory laparotomy 
with a mesenteric cyst as a differential diagnosis. Laparotomy showed both ovaries to be normal and revealed a 
large omental MCT, which was excised. Histopathology confirmed the diagnosis.   

1. Introduction 

Mature cystic teratomas (MCTs) are benign tumors that develop from 
totipotent germ cells; they may contain various tissue components such 
as hair, bone, teeth, fat, and neural tissue [1]. They account for 10–20% 
of all ovarian tumors and are the most common ovarian germ cell tumors 
among women of reproductive age, mainly in those under the age of 20 
years. While mostly benign, malignant transformation may occur in 
0.1–0.2% of cases [2]. The typical site of MCTs is in the midline of the 
body, but they may be located in the mediastinum, nasal sinuses, and 
pineal gland. Very rarely, they may occur at sites away from the midline, 
such as the abdominal wall, the retroperitoneal space, and cecum [3]. 
The vast majority of MCTs arise from the ovaries, and extragonadal 
MCTs are very rare, representing only 1–5% of all germ cell tumors [4]. 
Furthermore, mesenteric cysts are very rare benign intra-abdominal 
tumors, with an incidence of 1/250,000 among patients admitted to 
hospital, that have nonspecific clinical presentations and vary in size 
from a few millimetres to many centimetres [5]. 

2. Case Presentation 

A 20-year-old nulligravid, healthy woman presented to the obstetrics 
and gynaecology out-patient clinic with intermittent right lower 
abdominal pain that had lasted four months. Her menarche was at the 
age of 13 years, and her menstrual cycles were regular. She was not 

using contraception because she was trying to conceive. The pain had 
progressed over the month prior to presentation and was associated with 
anorexia, nausea, constipation, urinary urgency, and dyspareunia. 

Physical examination showed a body mass index of 22 kg/m2 and an 
18-week size, non-tender, mobile pelvi-abdominal mass. Pelvic exami
nation revealed a normal-sized, anteverted, mobile uterus and a large 
pelvi-abdominal mass which was found to be separated from the uterus. 

A trans-vaginal pelvic ultrasound scan confirmed the presence of a 
right lower abdominal 15cm × 15 cm, well-defined cystic mass with 
solid components and calcification. The ovaries were not clearly 
visualized. 

Based on the finding of a complex mass, the origin of which was not 
determined, abdominal and pelvic magnetic resonance imaging (MRI) 
with intravenous contrast was requested, and the results showed normal 
liver, spleen, and a well-defined septated right lower abdominal mass 
measuring about 8 cm × 11 cm × 13 cm. Post-contrast images showed 
regular peripheral and no internal enhancement. The uterus appeared 
unremarkable, with normal endometrium. Both ovaries were visualized 
and reported as normal, and there was no evidence of ascites or enlarged 
pelvic or paraaortic lymph nodes (Fig. 1). 

Hematological and biochemical investigations were requested, 
including full blood count, kidney and liver function test, and urine 
analysis and culture, and they were all within normal range. The tumor 
markers that were requested included alpha fetoprotein (AFP), B-human 
chorionic gonadotrophins (B-HCG), lactate dehydrogenase (LDH), and 
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carbohydrate antigen-125 (CA-125). The results were all within normal 
range except for the CA-125 level, which was 183 u/ml (normal range <
35u/ml). 

In light of the results of the investigations, in particular the MRI and 
the elevated CA-125 level in the presence of normal ovaries on a pelvic 
MRI scan, surgical consultation was sought to help identify a possible 
non-gynecological origin of the mass, and the provisional surgical 
diagnosis was a mesenteric cyst. 

Following discussion with the woman, an exploratory laparotomy 
was planned. Intraoperative findings showed a normal uterus, both 
tubes, and ovaries (Fig. 2). Additionally, a 16 cm × 11 cm × 6 cm cystic 
mass was identified which was torted against feeding vessels arising 
from the omentum (Fig. 3). The outer surface of the mass was smooth 
except for a 6 cm × 6 cm irregular area that contained skin and hair 
(Fig. 4). Exploration of the abdomen by the surgeon showed normal 
small and large intestine. Additionally, there were no palpable pelvic or 
paraaortic lymph nodes. The mass was excised and a peritoneal wash for 
cytology was collected. The woman had an uneventful postoperative 
course. 

The results of the histopathological studies revealed a mature cystic 
teratoma with skin, skin appendages, muscle fibers, fibro-fatty tissue, 
hair, and ovarian tissue components. Staining with WT1 and inhibin immunostains confirmed the presence of ovarian tissue. Peritoneal fluid 

cytology was negative for malignant cells. 
The woman was followed up in the gynaecology out-patient clinic at 

two and six weeks, when she was seen to have had an uneventful 
recovery. 

3. Discussion 

Mature cystic teratomas arise from totipotent cells, and the ovaries 
are the most common sites. Extragonadal sites are very rare [6]. While 
the pathophysiological mechanisms behind their development at 
extragonadal sites are poorly understood, three have been suggested. 
The first is that MCTs originate from germ cells that migrate to other 
sites during embryonic life [7], the second is autoamputation of ovarian 
teratoma and implantation into extragonadal sites, and the third is ter
atomas arising in a supernumerary ovary [8]. In our case, the develop
ment of an omental MCT could be explained by autoamputation because 
ovarian tissue components were identified in the mass. This is supported 
by another report where the microscopic ovarian tissue was present in 
22 cases of omental MCTs [9]. We acknowledge that it is not clear how 
to distinguish autoamputation from the other mechanisms. 

Fig. 1. Post-contrast magnetic resonance image of the mass.  

Fig. 2. Laparotomy finding: normal uterus, ovaries, and both tubes.  

Fig. 3. Laparotomy finding: large cystic mass with feeding vessels arising from 
the omentum (the arrow). 

Fig. 4. The surface of the mass showing skin and hair.  
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The challenge in this case is the finding of a pelvi-abdominal mass in 
the presence of normal-looking pelvic organs on imaging studies and an 
elevated CA-125 level. The surgical opinion suggested a mesenteric 
mass, which is a very rare surgical condition and can occur anywhere in 
the mesentery of the gastrointestinal tract. Additionally, mesenteric 
masses may range from being single or multiple, from a few millimetres 
to many centimetres, from unilocular to multilocular, and may contain a 
solid component, hence the similarities with MCTs on imaging studies 
[10]. Therefore, a multidisciplinary approach will improve patient 
management. 

4. Conclusion 

Extragonadal MCTs are under-represented in the published litera
ture. Preoperative diagnosis of an extragonadal teratoma may be chal
lenging and a multidisciplinary approach is likely to improve treatment 
outcome. 
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