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Abstract 
Background: The majority of giant teratomas are symptomatic. The preoperative evaluation for possible malignancy is challengeable, as is the 

surgical approach. A consensus has not yet been drawn regarding the optimal treatment approach in cases of exceptionally large teratomas.

Case presentation: We report a rare case of minimal laparotomy management of a giant ovarian cystic teratoma in a 32-year-old asymptomatic 
multiparous woman. The patient was diagnosed while performing a fitness-to-work checkup where the physician noted a suspicious abdominal 
swelling. Subsequently, she was referred to us for further evaluation. Her CA125 level was raised, and an abdominal contrast computed tomography 
revealed a huge teratoma. After appropriate counselling, laparotomy and adenectomy were performed. Histopathological examination diagnosed a 
mature cystic teratoma with no malignant transformation. The patient had an uneventful recovery and was discharged on the third post-operative 
day.

Conclusions: We conclude that dermoid cysts can reach enormous sizes in the absence of serious symptoms or evidence of malignancy, 
although the size is a well-known risk factor for malignant transformation. 

Keywords: Giant teratoma; Pelvic mass; Laparotomy; Computed tomography

Abbreviations: AFP: α-Fetoprotein; CEA: Carcino Embryonic Antigen; CT: Computed Tomography; SCC Ag: Squamous Cell Carcinoma Antigen

Background
Ovarian tumors can originate from any of its different layers. 

The three major histological types are: epithelial tumors, sex 
cord stromal cell tumors, and germ cell tumors, which constitute 
approximately 25% of all ovarian tumors (Figure 1) [1].

Teratomas are slow-growing tumors, composed histologically 
of diverse tissues, such as bone, skin, sebaceous glands, etc., owing  

 
to its cell of origin. Pathologically, teratomas are classified into 
benign mature, malignant immature, and mono-dermal types that 
are composed of one type of tissue [2]. In 10-17% of cases, both 
ovaries are involved [3].

Ovarian teratomas rarely exceeds the diameter of 15cm. 
Teratomas that exceed this size have an increased likelihood of 
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malignant transformation. Other risk factors include elevated 
tumor markers and advanced age [4]. Giant teratomas usually 
present with complications, including torsion, pressure symptoms, 

and rupture. Here, we report a rare case of an asymptomatic giant 
teratoma in a 32-year-old multiparous woman. The CARE guidelines 
were followed for this case report [5].

Case Presentation

Figure 1: Simplified diagram illustrating different layers of the ovary.

Figure 2: A diffuse swelling occupying the entire abdominal and pelvic cavity.

A 32-year-old multiparous woman was referred for further 
evaluation of a suspicious abdominal mass. During a discussion of 
the patient’s medical history, the patient admitted to the existence 
of this mass for more than one year in association with vague, 
intermittent abdominal pain. She reported no changes in her 

menstrual cycle or bowel habits. There was no other significant 
medical or family history. On inspection of the abdomen, a 
clear bulge was evident approximately 20×30cm in size in the 
periumbilical region. It was soft, and no area of tenderness could 
be detected (Figure 2). 

Figure 3: Coronal section of the abdominal computed tomography scan. 
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Due to its huge size, an extensive workup was performed to 
assess the possible risks of malignancy. The levels of serum tumor 
markers α-fetoprotein (AFP), carcinoembryonic antigen (CEA), 
and β-human chorionic gonadotropin, were normal. However, the 
patient’s CA125 level was abnormally high at 50 U/ml (normal 
range, <35 U/ml). Abdominal contrast computed tomography (CT) 
revealed a 25×20×14cm pelviabdominal cystic multilocular mass 
with fluid/fat density and internal nodules of fat and calcific teeth 
(Rokitansky nodules) suggestive of a dermoid cyst, originating 
from the left ovary. Displacement of the surrounding bowel loops 
and diffuse anterior abdominal wall contour bulge were also noted 
(Figure 3). There was no evidence of enlarged lymph nodes, ascites, 
or tumor deposits in the abdomen or pelvis.

Other blood test findings were within the normal ranges, 
and liquid base cytology was negative for malignant cells. The 

radiological and laboratory findings were discussed in detail with 
the patient, and the possible risks of malignancy were highlighted. 
Written informed consent for surgery was obtained.

A mini-midline laparotomy was performed. A huge mass was 
seen originating from the left ovary, extending to the liver, with an 
approximate size of 20×40×20cm. The fallopian tube was stretched 
out by the mass. The cyst was aspirated completely without 
spillage in the peritoneal cavity. A total 5 L of thick, yellowish fluid 
was aspirated. No ascites or organ infiltrate was noted. Complete 
adenectomy was performed due to the absence of a cleavage line 
between the cyst and the ovary; the ovarian tissue was completely 
destroyed by the mass (Figure 4a). However, the contralateral tube 
and uterus were normal. The patient had an uneventful recovery 
and was discharged on the third post-operative day. 

Figure 4: (a) Intra-operative macroscopic findings: multicyclic tissues filled with creamy material. (b) Cross-sectional analysis revealed skin with 
appendages (H & E, 10x).

Histopathological assessment revealed a mature cystic 
teratoma composed of skin with appendages (Figure 4b), bone 
with marrow in addition to muscle tissues, nerve bundles, and glial 
tissues. Scarce ovarian tissue was included in a part of the cyst’s 
wall. No foci of malignant change could be detected. These findings 
were communicated to the patient post-operatively. A remarkable 
reduction in her weight by approximately 5 kg was noted during a 
visit to the clinic 10 days post-operation. In addition, she reported 
feeling light with an improved level of physical activity. 

Discussion

Although teratomas are common, reaching an abnormally huge 
size that exceeds 15 cm in diameter is rare. In a retrospective study 
conducted by Ayhan, et al. 501 operative patients’ records between 
1964 and 1998 at Hacettepe University Hospital were examined, 
and the mean tumor diameter was 7.0±4.5 cm [6].

Teratomas are encountered in women of reproductive age, with 
rare cases having been reported at extreme ages. Asymptomatic 
giant teratomas are extremely rare because, since they occupy 
most of the abdominal-pelvic cavity, they will exert pressure on 

the surrounding structures or torsion, causing pressure/pain 
symptoms. Furthermore, over-stretching of the capsule with the 
collected material may amount to capsular rupture, chemical 
peritonitis, and dissemination of malignant cells, if present [7].

Although malignant transformation is rare, approximately 1-2% 
of teratoma cases become malignant [8]. Diagnosing malignancy 
in a giant cystic teratoma preoperatively is not easy. The role of 
elevated values of serum tumor markers is not fully understood; 
while some have reported that SCC Ag (squamous cell carcinoma 
antigen) is a useful marker to indicate squamous cell carcinoma in 
mature cystic teratomas, others found that CA125 and CA19-9 can 
be elevated in benign teratomas [3].

Ultrasonography has a very high positive predictive value in 
diagnosing ovarian teratomas, but it is limited in assessing the co-
exitance of metastasis. Therefore, additional CT scans or magnetic 
resonance imaging are required for optimum preoperative 
assessment of giant teratomas. Fat attenuation within a cyst with or 
without calcification is pathognomonic for mature cystic teratoma 
[9,10].

http://dx.doi.org/10.33552/WJGWH.2020.04.000583


World Journal of Gynecology & Women’s Health                                                                                                             Volume 4-Issue 2

Citation: Amal AL Mulla, Mohamed EL Houssainy, Munaf Desai. Minimal Laparotomy Management of a Giant Asymptomatic Ovarian 
Teratoma in a Woman of Reproductive Age: A Case Report. W J Gynecol Women’s Health. 4(2): 2020. WJGWH.MS.ID.000583. 
DOI: 10.33552/WJGWH.2020.04.000583.

Page 4 of 4

Surgical excision is fundamental to obtain a histopathological 
diagnosis and to detect the presence of immature elements. Both 
laparoscopic and open approach have been described to excise giant 
teratomas. However, the high possibility of spillage of teratoma 
contents is a procedure-related risk, which can be noted in up to 
100% of laparoscopic surgery cases and 13% of laparotomy cases 
[11].

Spillage of the contents is associated with a substantial risk 
of chemical peritonitis and dissemination of malignant cells. The 
incidence rate of chemical peritonitis owing to granulomatous 
peritonitis is approximately 8% of cases [12]. Furthermore, pre-
laparoscopic decompression might be impractical in cases of 
solid teratomas. Further, using the laparoscopic approach for 
masses >10cm in size is debatable [13]. A retrospective study of 
306 cases reported that laparoscopic surgery was performed in 
57.8% (n=177) of patients, and cyst rupture occurred in 19 (6.2%) 
patients [8]. Shalev and Peleg recommended laparoscopic surgery 
as routine treatment for ovarian teratomas as large as 15cm in 
diameter [14]. Nevertheless, this is not recommended by many 
investigators, especially if malignancy is suspected [15]. Tsalkidou 
et al. performed an exploratory laparotomy in a 26-year-old woman 
with a huge benign cystic teratoma measuring 14×20×18cm who 
presented with progressive abdominal distension and discomfort 
five years after giving birth [15]. Further, Barghi, et al. performed 
a successful percutaneous drainage of 18.5 L of fluid followed 
by a mini-laparotomy for a 38×32×23cm mucinous ovarian 
cystadenoma in association with a mature cystic teratoma in a 
26-year-old woman who had progressive abdominal distension 
over several years [16].
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