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CASE REPORT
A 28-year-old female presented to the gynaecologic outpatient 
department with complaints of intermittent abdominal pain and 
dysmenorrhea for three months. There was no significant past 
or medical history. On examination, the patient was ill-looking, 
but her vital signs were stable. She had tenderness all over 
her abdomen, and a diffuse lump was felt in both adnexa. Her 
complete blood count was within the normal range. Transvaginal 
ultrasonography showed bilateral complex ovarian masses that 
raised suspicion of dermoid cysts with hypoechoic endometrial 
collection [Table/Fig-1]. Endometrial sampling showed inflammatory 
changes [Table/Fig-2] and her papanicolaou smear was normal 
without any evidence of dysplasia or infection. Serum CA-125 
level was 33 U/mL. A pelvic Computed Tomography (CT) scan 
revealed a 4.0×3.7 cm, complex, cystic tumour on the left 
adnexa and 3.1×2.9 cm, solid-cystic tumour on the right adnexa 
[Table/Fig-3]. Based on the investigations, bilateral serous 
cystadenoma, serous cystadenocarcinoma and germ cell tumour 
was considered in the differentials, with the provisional diagnosis 
of bilateral germ cell tumour.

hair was seen. The right ovarian mass was solid-cystic, with foci of 
necrosis, 3.1×2.7 cm in size [Table/Fig-4]. Histopathological findings 
of both the excised masses showed keratinised stratified squamous 
epithelium with keratinous debris and foci of sebaceous glands and 
hyaline cartilage [Table/Fig-5] mature neuroepithelium [Table/Fig-6] 
and glandular epithelium [Table/Fig-7] which confirmed the diagnosis 
of bilateral, mature cystic teratoma, as all mature germinative layer 
derivatives in the form of keratinised squamous epithelium, with 
sebaceous glands, mature hair and mature neural elements which 
were seen histologically. No evidence of malignancy was found. As 
it was a benign lesion, with curative surgery, no adjuvant therapy 
was advised. After 12 months of follow-up, the patient was fine with 
no complaints of abdominal pain or any signs of recurrence.
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ABSTRACT
The incidence of bilateral mature cystic teratoma of the ovary is only 10%. Ovarian mature cystic teratomas are common, benign, 
pelvic tumours and can be easily detected by ultrasonography. Recurrent ovarian teratomas are very rare, and cases of bilateral 
teratomas are even rarer. So, it is advisable to routinely check the ovary contralaterally during the surgical procedure along with 
careful pelvic sonographic examination of both the ovaries. Inadvertent extensive surgery should be avoided in this benign condition 
that might further compromise the fertility of young patients. We report a rare case of bilateral mature cystic teratoma of the ovary in 
a 28-year-old female, who presented to the gynaecologic outpatient department with complaints of intermittent dull aching, diffuse 
lower abdominal pain and dysmenorrhea for three months. Transvaginal ultrasonography revealed bilateral complex ovarian masses 
that raised suspicion of dermoid cysts with hypoechoic endometrial collections. Her Cancer Antigen 125 (CA-125) was normal. A 
bilateral ovarian cystectomy was performed and histopathology confirmed the diagnosis. This case highlights a rare occurrence of 
bilateral ovarian mature cystic teratoma, where cystectomy was performed to preserve the fertility in a young female.

[Table/Fig-1]: Transvaginal ultrasonography showed bilateral complex ovarian 
masses (blue and white arrow) with hypoechoic endometrial collection.

[Table/Fig-2]: Tissue section from the endometrial sample shows glands and 
stroma densely infiltrated by inflammatory cells (H&E,100X).

[Table/Fig-3]: Pelvic Computed Tomography (CT) scan revealed a 4.0×3.7 cm, 
complex, cystic tumour on the left adnexa and 3.1×2.9 cm, solid-cystic tumour on 
the right adnexa (black and white arrow).

During exploratory laparotomy, bilateral dermoid cysts of 4×3 cm 
each, was detected with normal uterus. A bilateral ovarian cystectomy 
was performed. Grossly a capsulated, enlarged, 4.0×3.6 cm, left 
ovarian tumour with abundant sebaceous material and entangled 
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postmenopause but the peak incidence is seen between 20-40 
years [3,4]. Mature cystic teratomas are benign tumours but may 
undergo malignant transformation in 0.1-0.2% cases [5,6]. They 
are slow-growing tumours, are unilateral however 8-12% cases 
are bilateral [7,8]. Also known as dermoid cysts, they comprise of 
only well-differentiated tissues. These are benign germ cell tumours 
and known to arise from any of the three germ cell layers [9]. The 
word “teratoma” is derived from the Greek word “teraton” meaning 
a monster. Virchow first described it in 1863, but Leblanc in 1831 
coined the term “dermoid cyst.” The increasing hormonal levels 
of oestrogen and progesterone leads to an increase in size of 
mature cystic teratomas after puberty and decline in growth after 
menopause [8]. Mature cystic teratomas are an incidental finding 
during routine imaging or during lower abdominal surgeries [9,10]. 
These ovarian tumours show varied clinical features like abdominal 
pain with distension due to torsion of the tumour in children and 
adolescents [11].

Ultrasonography is an excellent, non-invasive, investigative 
procedure to detect any ovarian lump in women of any age [12,13]. 
Tumour markers such as CA-125, CA19-9 and alpha-fetoprotein aid 
in the early detection and characterisation of ovarian masses. Of all 
the tumour makers, serum CA19-9 is the most reliable biomarker of 
ovarian mature cystic teratomas [14]. Clinically serum CA-125 is still 
used to distinguish between benign and malignant pelvic masses 
with high CA-125 levels pointing towards a grave prognosis [15]. In 
the present case of bilateral ovarian involvement, CA-125 levels were 
normal. The CT is also helpful in the diagnosis of these tumours and 
shows a heterogeneous tumour mass arising from both the adnexa 
[13]. A definitive diagnosis of bilateral mature cystic teratomas 
can be confirmed after histopathologic biopsy examination of the 
laparoscopic surgical excised mass [16]. Laparoscopic surgery is 
a better and fertility-saving procedure for young females [13]. The 
incidence of tumour recurrence on the same ovary is 3-4% [17]. 
To avoid missing a tumour in the contralateral ovary, a biopsy from 
both ovaries during surgery is recommended [17]. Deligeoroglou E 
et al., have reported that young age (<30 years), large cyst size of 
diameter >8 cm and bilateral disease are predictors for recurrence 
with a high risk of recurrence, if more than one of these factors 
are present [18]. In the present case after 12 months of follow-up 
period, there was no sign of recurrence.

CONCLUSION(S)
Preoperative pelvic sonographic examinations of both ovaries are 
necessary in patients to avoid missing bilateral tumour. Clinicians must 
do incision biopsy in these ovarian tumours that may minimise an 
extensive surgery and might compromise the fertility of young patients.
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