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1 | INTRODUCTION

Cystic ovarian teratomas are the most common type
of ovarian tumor and represent about 20% of all ovar-
ian tumors.! They are most commonly present in the
ovary, but extragonadal and parasitic forms of dermoid
cysts have been noted with the most common extrago-
nadal site being the omentum. Extragonadal and para-
sitic teratomas, however, are rare. Such teratomas are
frequently identified during exploratory surgery for an
intra-abdominal mass. The commonest locations of such
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extragonadal teratomas are the omentum and Pouch of
Douglas.*” Parasitic teratomas are formed due to torsion
of the ovarian mass leading to the blood supply being cut
off, subsequent avulsion, aseptic inflammation, and im-
plantation in the neighboring structures. A study done
by Peterson WF et al. reported that only 0.04 % of 1007
teratomas studied were parasitic secondary to ovarian
torsion.*

We report a case of omental parasitic teratoma in a 60-
year female who presented with acute abdomen. This case
has been reported in line with SCARE criteria.’
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2 | CASE PRESENTATION

A 60-year-old P, with a known intra-abdominal mass for
3years presented with a complaint of abdominal pain for
4days. The patient had not sought treatment for the ab-
dominal mass despite the mass being palpable and hav-
ing grown in size over the years. Basic investigations and
ultrasound of the abdomen and pelvis were done. The
patient was then referred to us for further management.
Upon presentation, the patient was hypotensive with a
blood pressure of 90/60 mmHg and complained of sudden
severe lower abdominal pain, not relieved by medication,
with no aggravating or relieving factors. Also, there was
no family history of malignancy.

Upon inspection, the lower abdomen was distended up
to the level of a centrally placed umbilicus. Approximately
10cm X 10 cm well-circumscribed, nontender, nonmobile,
firm mass with a smooth surface was noted over the lower
abdomen. Per vaginal speculum examination revealed a
normal cervix with no discharge or bleeding. On a biman-
ual examination, the uterus was normal in size and an ap-
proximately 10 cm X 10 cm mass was palpable as described
in the abdomen. Fornices were freely movable and non-
tender. Laboratory investigations were normal; however,
CA-125 and CEA were raised (Table 1). Ultrasonography
of the abdomen and pelvis revealed a large abdominopel-
vic lesion measuring 10.5cmXx11.5cm with a fat fluid

TABLE 1 Tumor markers of the patient prior to surgery.

Lab investigation Result Normal range
CEA 13.7ng/mL 0-2.5ng/mL
AFP 11 0-40ng/mL
CA-125 113.0U/mL 0-35U/mL
LDH 180 135-214U/L
CA 19-9 22 0-37U/mL

level likely representing a dermoid cyst. No evidence of
significant internal vascularity was seen. Minimal free
fluid was seen in the pelvic cavity. Bilateral ovaries were
not visible separately with normal appearing uterus. With
suspected ovarian torsion, she was planned for an urgent
laparotomy and salpingo-oophorectomy.

On midline laparotomy, an approximately 11cm X
11.5cm cyst was noted, which was densely adherent to the
bladder on its anterior aspect and omentum and bowel on
its posterior aspect. Adhesiolysis was done, and the cyst
was removed. The left fallopian tube and ovary were not
visualized, whereas the right fallopian tube and ovary
appeared normal. The cut section of the excised mass re-
vealed cheesy sebaceous material with hair and cartilage
(Figure 1). Histopathology revealed a cyst wall partly lined
by keratinized stratified squamous epithelium and partly
by pseudostratified ciliated columnar epithelium with the
keratin hair shaft, dilated lymphatics, cartilage, and adi-
pocytes as cystic contents. No immature neural elements
were identified during histopathological examination;
features suggestive of mature cystic teratoma (Figure 2).
The postoperative period was uneventful with normal
laboratory values. The patient was seen in follow-up after
6 months and reported to have no complaints.

3 | DISCUSSION

Cystic teratomas arise from the totipotent germ cells and
represent the most common form of ovarian tumor com-
prising 20% of all ovarian tumors.° These germ cell tumors
contain tissues from all three germ layers, endoderm,
mesoderm, and ectoderm.

Torsion of the pedicle is the most common complica-
tion of mature ovarian dermoid cyst representing 10%-
15% of all complications.7 This torsion could be acute,
subacute, or chronic. Acute torsion could present with

FIGURE 1

Intraoperative figure, (A) 10x 10 cm cystic mass densely adhered to bladder on its anterior and omentum and bowel on its

posterior surface, (B) left fallopian tube and ovary could not be visualized and no ligamentous attachment and vascular pedicle noted, and

(C) cut section released cheesy sebaceous material with hair and cartilage without any surface deposit, and papillary projections.
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FIGURE 2 Histopathology of the
excised mass shows cartilages, hair shafts,
dilated lymphatics, and adipocytes with
stroma containing pilosebaceous units
without any immature neural elements.

severe abdominal pain, whereas subacute or chronic cases
could be asymptomatic for years. Due to the blood supply
of the cyst being cut off following subacute torsion and
the concomitant aseptic inflammation, the cyst might get
attached to an adjacent structure and receive blood supply
through a new collateral circulation. In rare instances as
in our case, the cyst might get completely avulsed from the
pedicle and form a parasitic cyst.?

There are multiple possible explanations for the existence
of a parasitic mature cystic teratoma that include supernu-
merary ovaries, germ cells displaced during migration, or
autoamputation and reimplantation of an ovarian dermoid
cyst.? In our case, the absence of a left ovary and fallopian
tube suggests that autoamputation of the ovarian dermoid
cyst might be the cause following subacute or chronic tor-
sion of the pedicle of the dermoid cyst with subsequent neo-
vascularization and reimplantation. In addition, as in our
case, significant omental adhesions around the ovary may
indicate inflammation secondary to previous torsion.

Omental teratomas presented more frequently with
acute abdominal pain, while for Pouch of Douglas or utero-
sacral ligament teratomas, they were usually incidental/
asymptomatic, and upper abdominal teratoma were more
likely to present with chronic abdominal pain.’ The diag-
nosis of a cystic teratoma can be made through thorough
physical examination and radiological investigations.
Transvaginal ultrasonography is considered to be superior
to an abdominopelvic scan and has a similar sensitivity
to MRL'® However, because of the large abdominopelvic
mass like in our case, contrast-enhanced CT or MRI abdo-
men and pelvis would be a primary go-to modality due to
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decreased sensitivity of ultrasound. A cystic teratoma can
appear as a heterogeneous mass with an echogenic focus
that causes acoustic shadowing due to hair, sebum, cal-
cifications, or other tissues. Other ultrasonographic fea-
tures include fat fluid levels, hair fluid levels, rokitansky
nodules, floating ball sign, dot-dash sign, the tip of the
iceberg sign, or comet tail appearance. CT and MRI could
delineate the vascular status of the mass and relations
with the adjacent bowel loops and pelvic ureter as well as
the bilateral ovaries. Therefore, it can play an important
role in preoperative assessment and diagnosis of a cystic
teratoma because of excellent sensitivity as well as spec-
ificity.'"" Sometimes, accurate diagnosis is only possible
during the laparoscopic assessment of the abdomen. We
used abdominopelvic and transvaginal ultrasonography
for initial assessment and proceeded to surgery due to the
acute abdomen. In a systematic review on an extragonadal
teratoma in women and adolescents, the commonest
tumor markers reported were CA-125, CA-199, CEA, and
AFP with raised results seen in 19.2%, 20.0%, 25.0%, and
23.1%, respectively.’ It is important to note that while the
presence of ovarian stroma within the extragonadal der-
moid cyst can be considered an important feature, ovarian
tissue was not reported to be seen in 41.9 % of cases and
its absence, however, does not preclude this mechanism of
formation of parasitic dermoid cyst.’

Following an accurate diagnosis, treatment is mainly
surgical with the aim of removing the tumor to relieve any
mass effects and to histologically exclude immature or ma-
lignant components.” Conventional laparoscopic surgery
or laparoendoscopic single-site surgery (LESS) are shown
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to be safe and feasible even in large teratomas.'? However,
laparotomic procedures are often preferred for such large
tumors in settings with limited resources like ours.

4 | CONCLUSION

While mature cystic teratomas are the commonest ovarian
tumors, extragonadal parasitic dermoid cysts represent
rare forms of such teratomas. Diagnosis of such extrago-
nadal parasitic cystic teratoma is often done intraopera-
tively during surgical exploration of abdominal mass.

AUTHOR CONTRIBUTIONS

Suraj Shrestha: Data curation; resources; writing — origi-
nal draft; writing - review and editing. Sugat Adhikari:
Writing - original draft; writing — review and editing.
Chandra Narayan Yadav: Conceptualization; data cu-
ration; writing - review and editing. Elisha Poddar:
Writing - original draft; writing — review and editing.
Shekhar Bhatta: Writing - review and editing. Surendra
Sapkota: Writing - review and editing. Ramesh
Khadayat: Writing - review and editing. Garima
Neupane: Writing - original draft; writing — review and
editing. Simin Kunwar: Writing - review and editing.
Pradeep Raj Regmi: Writing — review and editing.

ACKNOWLEDGEMENT
None.

FUNDING INFORMATION
Not available.

CONFLICT OF INTEREST STATEMENT
None to declare.

DATA AVAILABILITY STATEMENT
All the necessary data and materials are provided within
the manuscript.

ETHICS STATEMENT
Not Applicable.

CONSENT STATEMENT

Written informed consent was obtained from the patient
herself and her daughter for the publication of this case
report. A copy of the written consent is available for re-
view by the Editor-in-Chief of this journal on request.

ORCID
Suraj Shrestha © https://orcid.org/0000-0001-6888-260X
Elisha Poddar ® https://orcid.org/0000-0002-6431-9200

REFERENCES

1. Bartlett CE, Khan A, Pisal N. Parasitic dermoid cyst managed
laparoscopically in a 29-year-old woman: a case report. J Med
Case Rep. 2009;3:63. d0i:10.1186/1752-1947-3-63

2. Ushakov FB, Meirow D, Prus D, Libson E, BenShushan A,
Rojansky N. Parasitic ovarian dermoid tumor of the omen-
tum-a review of the literature and report of two new cases. Eur
J Obstet Gynecol Reprod Biol. 1998;81(1):77-82. d0i:10.1016/
$0301-2115(98)00144-4

3. Kakuda M, Matsuzaki S, Kobayashi E, Yoshino K, Morii E,
Kimura T. A case of extragonadal teratoma in the pouch of
Douglas and Literature review. J Minim Invasive Gynecol.
2015;22(7):1311-1317. doi:10.1016/j.jmig.2015.07.008

4. Peterson WF, Prevost EC, Edmunds FT, Hundley JM Jr, Morris
FK. Benign cystic teratomas of the ovary; a clinico-statistical
study of 1,007 cases with a review of the literature. Am J Obstet
Gynecol.1955;70(2):368-382. d0i:10.1016/s0002-9378(16)37681-5

5. Agha RA, Franchi T, Sohrabi C, Mathew G, Kerwan A, SCARE
Group. The SCARE 2020 Guideline: Updating Consensus
Surgical CAse REport (SCARE) Guidelines. Int J Surg.
2020;84:226-230. doi:10.1016/j.ijsu.2020.10.034

6. Ahmed A, Lotfollahzadeh S. Cystic Teratoma. StatPearls.
StatPearls Publishing; 2022. https://www.ncbi.nlm.nih.gov/
pubmed/33231995

7. Rabinovich I, Pekar-Zlotin M, Bliman-Tal Y, Melcer Y, Vaknin
Z,Smorgick N. Dermoid cysts causing adnexal torsion: what are
the risk factors? Eur J Obstet Gynecol Reprod Biol. 2020;251:20-
22. doi:10.1016/j.ejogrb.2020.05.033

8. Yang WC, Wu MH, Chang FM, Kuo PL. Torsion of bilateral
ovarian dermoid cysts with one parasitic teratoma at the omen-
tum. Taiwan J Obstet Gynecol. 2005;44(4):353-356. d0i:10.1016/
$1028-4559(09)60170-4

9. Kanneganti A, Bhadiraju P, Tong PSY. Extragonadal terato-
mas in women and adolescent girls: a systematic review. Eur
J Obstet Gynecol Reprod Biol. 2021;262:134-141. doi:10.1016/j.
ejogrb.2021.05.005

10. Srisajjakul S, Prapaisilp P, Bangchokdee S. Imaging features
of unusual lesions and complications associated with ovar-
ian mature cystic teratoma. Clin Imaging. 2019;57:115-123.
doi:10.1016/j.clinimag.2019.05.013

11. Sahin H, Abdullazade S, Sanci M. Mature cystic teratoma of
the ovary: a cutting edge overview on imaging features. Insights
Imaging. 2017;8(2):227-241. doi:10.1007/s13244-016-0539-9

12. Kim MS, Choi CH, Lee JW, Kim BG, Bae DS, Kim TI.
Comparison between Laparoendoscopic single-site and con-
ventional laparoscopic surgery in mature cystic teratoma of
the ovary. Gynecol Minim Invasive Ther. 2019;8(4):155-159.
do0i:10.4103/GMIT.GMIT_3_19

How to cite this article: Shrestha S, Adhikari S,
Yadav CN, et al. Parasitic mature cystic ovarian
teratoma: A rare case of autoimplantation of a
twisted dermoid cyst. Clin Case Rep. 2023;11:e7764.
doi:10.1002/ccr3.7764



https://orcid.org/0000-0001-6888-260X
https://orcid.org/0000-0001-6888-260X
https://orcid.org/0000-0002-6431-9200
https://orcid.org/0000-0002-6431-9200
https://doi.org//10.1186/1752-1947-3-63
https://doi.org//10.1016/s0301-2115(98)00144-4
https://doi.org//10.1016/s0301-2115(98)00144-4
https://doi.org//10.1016/j.jmig.2015.07.008
https://doi.org//10.1016/s0002-9378(16)37681-5
https://doi.org//10.1016/j.ijsu.2020.10.034
https://www.ncbi.nlm.nih.gov/pubmed/33231995
https://www.ncbi.nlm.nih.gov/pubmed/33231995
https://doi.org//10.1016/j.ejogrb.2020.05.033
https://doi.org//10.1016/s1028-4559(09)60170-4
https://doi.org//10.1016/s1028-4559(09)60170-4
https://doi.org//10.1016/j.ejogrb.2021.05.005
https://doi.org//10.1016/j.ejogrb.2021.05.005
https://doi.org//10.1016/j.clinimag.2019.05.013
https://doi.org//10.1007/s13244-016-0539-9
https://doi.org//10.4103/GMIT.GMIT_3_19
https://doi.org/10.1002/ccr3.7764

	Parasitic mature cystic ovarian teratoma: A rare case of autoimplantation of a twisted dermoid cyst
	Key Clinical Message
	1|INTRODUCTION
	2|CASE PRESENTATION
	3|DISCUSSION
	4|CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENT
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT

	ETHICS STATEMENT
	CONSENT STATEMENT
	REFERENCES


