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2. Background 

1. Abstract 

1.1. Aim: The ovarian teratoma is a tumor formed by pluripotent germina cells, benign or malign. In 

Surgical Clinic 1 there have been operated a lot of giant abdominal tumors. 

1.2. Clinical case: a 30 years old female patient is hospitalized with abdominal pain, tenesmes and 

polakiury. Ambulatory exams showed a large dimensions abdominal tumor. Following surgery, three 

anexiale bilateral tumors, (18 – 35 cm) were completely removed. 

1.3. Results: histopathological diagnosis: bilateral ovarian mature cystic teratoma. Post-operatory 

evolution is favorable, the outcome in 8 days. The treatment of the teratoma is surgical with complete 

removed of the tumor. The procedure is easily performed in the case of the non-invasive, small - tu- 

mors and difficult in large, invasive tumors. 

1.4. Conclusions: 

1. The voluminous ovarian tumors still create diagnostic and surgical removed difficulties. 

2. The certitude diagnosis is histopathological, surgical treatment is different, depending on 

histological diagnosis, dimensions and tumor extension. 

3. The bilateral localization it causes female infertility. 

 
Clinic no.1, County Emergency Hospital Timisoara. 

The ovarian teratoma is a pluripotent germinal cells tumor, benign 

or malign (immature forms), usually found in ovaries. It predom- 

inates in young female patients during their fertile period, found 

mainly unilaterally and presenting a multilayered origin: ectoder- 

mal, endodermal or mesodermal [1]. 

The tumor may reach huge dimensions. The main localization of 

the teratoma is the sacral coccygeal region (40% cases) respectively 

ovarian region (37%) [1]. 

In the medical literature there have also been reported other rare 

localizations of teratomas, which can be found at all body levels. 

Consequently, cases of different localizations of teratomas have 

been reported: cerebral, pharyngeal, mouth region, nasal, cervical, 

thyroid, mediastinal, thymus, pericardial, pulmonary, diaphrag- 

matic, gastric, pancreatic, mesenteric, sigmoid, right colon, renal, 

adrenal and retroperitoneal [2-7, 11-14, 16, 18, 22-24]. 

The incidence of teratoma is approximately  one in every  30.000- 

40.000 newborn female babies [2, 3]. A statistical study carried out 

in China, on 4.500.000 new born showed an incidence of 0.53 cases 

in 10.000 childbirths, 3 times more frequently in female babies [4]. 

3. Material and Method 

Female, 30 years old, obese, hirsute, was hospitalized in Surgical 
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Clinically, patient complained of persistent pelvic pain, metrorrha- 

gia and sometimes acute abdominal pain. 

Imagistic was based mainly on ultrasound and Doppler ultrasound 

examination, completed with computer tomography and magnetic 

resonance imaging. These examinations may provide precise data 

regarding the tumor topography, possible surrounding invasion, 

dimensions, useful information for the proper surgical approach. 

Simple radiography shows frequently areas of disseminating calci- 

fications into the tumor area. 

Barium enema and urography offer helpful information in the case 

of external compression or invasion on the surrounding organs by 

the tumor. 

After a short preoperative preparation the abdominal tumor was 

removed. 

In the case of a giant mediastinal teratoma have been highlighted 

the level of CA 125 and CA 19-9 (19), as tumor markers [18]. 

In this case the tumor markers levels were within normal limits. 

Pelvic CT: tumor mass with mixed density (parenchymal – fatty), 

presenting internal calcifications, poorly - enhancing, with the sus- 

picion of ovarian teratoma. Indication of MRI. 
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MRI: confirms the presence of a well encapsulated tumor forma- 

tion, with most likely ovarian origin, presenting inhomogeneous 

signal with fat suppression (fat component), central T1 and T2 sig- 

nal (bony structure) and T1 and T2 (bleeding areas), suggesting an 

ovarian teratoma. 

Sometimes, the diagnosis may be suggested by using cytological 

criteria. Thus, in ovarian teratomas, apparently not presenting any 

continuity solution, the peritoneal lavage analysis may present hair 

and squamous cells, surrounded by inflammatory cells [20]. A 

systematization of the ultrastructural characters of the peritoneal 

lavage cells (in the ovarian teratoma) includes: an increased ratio 

nucleus / cytoplasm; roundish – oval nuclei with homogenous dis- 

tributed chromatin; 1-2 nucleoli; insufficient cytoplasm [20]. 

We must recognize and accept the limits of imagistics in establish- 

ing a pre-operatory correct diagnostic. Unfortunately in many cas- 

es it is established only intra or even post-operatory, based on the 

histopathological exam. 

Subsequent to the surgical operation carried out in 05.12.2019 

(classical median laparotomy) 3 gigantic bilateral ovarian tumors 

were removed (1 follicular cyst and 2 dermoid cysts) (Figure 2-9). 

                             

   Figure 1: intraoperative image 

 

               

 Figure 2: Intraoperative image: 2 dermoid cysts 

 

                        

   Figure 3: Intraoperative image:follicular and dermoid cyst 

 

 

Figure 4: Postoperative image of dermoid cyst 

                             
                                   

Figure 5: Postoperative image of dermoid cyst 

 

                                       

Figure 6: Postoperative image:dermoid cyst (left) and follicular cyst (right) 

 

                              

Figure 7: Postoperative image:dermoid cyst 

4. Results 

The histopathological exam carried out on resection pieces showed 

a specific macroscopic aspect :left ovary with cystic transforma- 

tion, measuring 14 / 6 / 2,5 cm, presenting pinkish whitish external 

surface, yellowish areas; when sectioned, the large dimension cys- 

tic cavity was occupied by a creamy yellowish material containing 

hair follicles and other cystic cavities occupied by a yellowish gelat- 

inous material (Figure 8,9). 

                       

                          

Figure 8: Postoperative image:dermoid cyst contents (left) and follicular cyst (right) 

 

Copyright ©2020 Daniela R et al. This is an open access article distributed under the terms of the Creative Commons 2 
Attribution License, which permits unrestricted use, distribution, and build upon your work non-commercially. 



Volume 4 Issue 6 -2020 Case Report 

http://www.acmcasereport.com/ 3 

 

 

 

 
Figure 9: Postoperative image:inner wall of the dermoid cyst 

The right ovary also presented cystic transformation, measuring 

7,5 / 5,5 / 0,5 cm , presenting a whitish, grayish, pinkish external 

wall, the internal wall being extensively covered with yellowish 

creamy material, presenting hair follicles. 

The microscopic examination after inclusion in paraffin: ovary 

presenting hemorrhagic yellow body, follicular cysts and mature 

tissues dermis, epidermal (including ovarian glands), nervous tis- 

sue and adipose tissue with lipid-granuloma aspect, cystic degen- 

erations, multinucleated giant cells and calcification foci, with his- 

tiocytes and macrophages areas presenting hemosiderin pigment 

(Figure 10). 

The favorable postoperative evolution allowed the discharge after 

8 days. 

                    

Figure 10: Dermoid cyst (hematoxylin-eosin stain) 

5. Discussions 

At present there is a consensus regarding the genetic determinism 

in teratoma appearance. Thus, different theories stated: 7q chromo- 

some deletion, associated with partial trisomy 2p; 22 and 1 p chro- 

mosome anomaly; 8p chromosome anomaly; partial duplication of 

the long arm of the 1st chromosome; deletions and mutations of the 

h SNF5 / INI gene. The increase of the mutant p53 protein activity 

is associated with increased risk of malignancy. Cytogenetic pat- 

tern variations described sustain the hypothesis that different ge- 

netic pathways may lead to the characteristic phenotype of tumor 

type [5]. Other genetic studies showed the common clonal origin 

of the teratoma and malign tumors originating from the germinal 

cells of the testicle [6]. The specific element of teratoma, explaining 

the particular scientific interest is represented by the variety of the 

pathological changes. These tumors may sometimes contain tissues 

structures resembling to normal organs, with a high organization 

degree. The medical literature quotes the clinical case of a 25 years 

old female virgin patient, presenting an ovarian teratoma with a 

homunculus inside, with the cephalic extremity, trunk and limbs, 

correctly arranged antero-posterior, ventro-dorsally and right-left. 

The tissues study showed structures resembling those found in the 

brain, eye, ear, tooth, bone, tracheae, and vessels [7]. Other times, 

the tissues found in a teratoma constitute complex structural or- 

gans. In a five day new born female, the sacral – coccygeal terato- 

ma contained 30 cm intestinal loops, presenting proper mesentery 

inside [8]. Different tissues structures of the teratoma may present 

malign transformations. Thus, there could be identified: gastro-in- 

testinal adenocarcinoma, lymphoma, scuamous cell carcinoma, se- 

baceous carcinoma, rabdomiosarcoma, malign melanoma. Beside 

structural changes, teratomas may also present functional charac- 

teristics. The medical literature mentions two secreting teratoma 

cases: a pelvic teratoma producing rennin, constituting the cause 

of a severe hypertension in a 17 years old female patient [9] and a 

somatostatin secreting ovarian teratoma, generating rapid alterna- 

tion hiper- hipoglicemic crisis in a 54 years old female patient [10]. 

During the last years, the most spectacular progresses were re- 

corded in the diagnostic and treatment of the fetal teratomas. In 

specialized centers, they are not exceptional events anymore. Thus, 

using tridimensional ultrasound, have been diagnosed pre-birth: a 

sacral – coccygeal teratoma in a 17 month fetus [11] and even a 12 

weeks old fetus [12] and also a 17 weeks intra-pericardial teratoma. 

The therapeutic attitude is differentiated, depending on the surgi- 

cal timing: 

• Pre-natal surgical treatment. It implies: cystic aspiration, 

amnioreduction, amniofusion or open resection. 

• Combined treatment, pre- and post-natal. 

The teratoma treatment must be always a surgical one. All the au- 

thors insist on the importance of complete excision, in order to 

eliminate all risks of recurrence. It may be easier in the case of 

small – dimensions, non-invasive tumors, but extremely compli- 

cated in the case of large dimension tumors, presenting invasive 

characters [17]. In the case of difficult tumor excision, hemorrhage 

may lead to serious lesions of pelvic viscera, necessitating some- 

times complete resection. The rectal invasion [16] usually does not 

reach the submucosal and tumor excision must be followed by the 

recovery of the intestinal wall. 

The classic technique described by Krasje, via the sacred bone with 

the resection of coccyx and the last sacral vertebra, this procedure 

is indicated in the case of large dimension tumors, the operating 

area could be cranially enlarged, depending on the particular as- 

pect of the tumor. 

The perineal approach is indicated for smaller tumors without a 

characteristic of invasion. 

The abdominal and perineal approach presents the advantage of 

bipolar approach of the tumor, having constant rapports with the 

neighboring viscera, so as not to damage them. 
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In the case of welldefined benign ovarian teratomas presenting rea- 

sonable dimensions, the laparoscopic approach is indicated. The 

round ligament teratoma resection [24] and the thoracoscopy as- 

sisted resection of an anterior mediastinum teratoma [25] may also 

benefit from this modern surgical treatment. 

In the case of malign transformation of the tumor, it is necessary 

to associate complementary oncologic therapy (chemotherapy and 

irradiation). In all the benign and malign cases there is a possibil- 

ity of reoccurrence, for this reason the operated patients must be 

monitored for a period of a few years, using periodic clinical and 

imaging investigations. 

Out of the tumor complication, a paradoxical phenomenon is the 

teratoma growing syndrome. It consists in the rapid recurrence of 

the tumor, after chemotherapy, despite the apparent surgical exci- 

sion, initially completed apparently [22, 23]. 

6. Conclusions 

1. Voluminous ovarian tumors are still creating diagnostic 

and surgical difficulties for removing. 

2. The certainty diagnostic is based on the histopathological 

exam; the surgical treatment depends on the localization, 

the size and the surrounding tumor extension. 

3. Bilateral localization of ovarian tumors may be a cause of 

female infertility. 
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