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Abstract

Introduction: Mature cystic teratomas otherwise called dermoid cysts, are the most common ovarian tumors and
account for a vast majority of germ cell tumours with highest incidence in women of reproductive age group. They
contain elements originating from all three embryonic germ cell layers.

Case report: A 14 years old female presented with complaints of abdominal pain and vomiting since 1 week. On
further investigations, USG showed features suggestive of dermoid cyst-right ovary. Right sided oophorectomy was
performed and the specimen was sent for histopathological examination. Grossly, the specimen showed multiloculated
cyst filled with pultaceous material and tuft of hair. Microscopy showed fibro-collagenous cyst wall lined by stratified
squamous epithelium containing adnexal structures and complete small intestine composed of all four layers of
mucosa, submucosa, muscularis propria and serosa. Foci of well-formed mucosa showing mild dysplastic changes
was also noted.

Conclusion: Mature cystic teratoma of the ovary frequently contains intestinal-type tissues, but these rarely
organise into complete intestinal wall with all layers. We hereby report a case of mature cystic teratoma with a rare

L

presentation of complete small intestinal structure showing mild dysplastic changes.
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Introduction

Mature Cystic Teratomas (MCT) otherwise called dermoid cysts,
are the most common ovarian tumors. They account for vast majority
of germ cell tumors and occur with highest incidence in women of
reproductive age group [1,2]. MCT contain elements originating from
all three embryonic germ cell layers, accounting for 20% of all ovarian
tumors and 95% of all germ cell tumors [3]. Though 7% to 13% of MCT
present with intestinal epithelium [4.5], MCT with complete intestinal
structure is an extresme rare presentation. We hereby report a case of
MCT containing all segments of well-formed small intestine with a
dysplastic focus.

Case Report

A 14 years old female presented to our hospital with complaints
of abdominal pain and vomiting for the past 1 week. Her menstrual
history was insignificant with regular cycles (3-5/30 days) and age at
menarche being 12 years. On examination, her general conditions were
fair. Per abdominal examination revealed soft abdomen with tenderness
in the right iliac fossa. For further evaluation, USG abdomen was
done which read as follow-large, well-defined, cystic lesion measuring
approximately 15.5 x 8.5 x 5 cm noted in the right side of pelvis with
internal septations, echogenic component and calcific foci-likely
dermoid cyst of the ovary. Left sided ovary, bilateral fallopian tubes and
uterus had normal observations.

Right sided oophorectomy was performed and we received a
specimen of right ovary grossly measuring 8 x 7 x 5 cms. External
surface appeared globular, congested and smooth. Cut surface revealed
a multiloculated cyst filled with pultaceous material and tuft of hair
surrounded by a capsule of varying thickness. The cyst wall showed a
solid nodule arising from it called the Rokitansky protuberance which
contained cartilaginous bone and tooth measuring 4 x 3 cms. A tubular
structure was also seen attached to the cyst wall and measured 2.5 cms
shown in Figure 1.

Figure 1: Aand B show gross picture of the oopherectomy specimen revealing
a multiloculated cyst filled with pultaceous material and tuft of hair.

Light microscopy examination with H & E stain showed fibro
collagenous tissue which was lined by stratified squamous epithelium
and contained adnexal structures, pilosebaceous unit, many thick-
walled blood vessels, adipocytes, nerve bundles, scattered melanin
pigments, melanophages and complete small intestinal structure. The
small intestine was composed of well-formed mucosa, submucosa,
muscularis propria and serosa. Adjacent areas also showed gastric
mucosa, respiratory epithelium, mature cartilage and salivary gland
tissue. Focal areas within the intestinal mucosa exhibited features
of mild dysplasia. With the above findings, mature cystic teratoma
containing complete small intestinal structure showing mild dysplastic
changes was made. The patient is doing good on follow-up without
recurrence until date shown in Figure 2.
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Figure 2: C and D show complete sections of small intestine consisting of all
four layers and E-shows dysplastic focus exhibiting stratification.

Results and Discussion

MCT has a wider range of age distribution and can be seen in any
individual between infancy and postmenopausal age group. These
arise from the totipotent cells of the ovary and have the capacity to
differentiate into fully differentiated ectodermal, mesodermal and
endodermal tissue. 6 Tissues of ectodermal origin are present in 99%-
100% of the cases with tissues of mesodermal and endodermal origin
constituting 73%-93% and 32%-72% of the tissues respectively [4-8].
They usually are slow growing tumors with an average growth rate of 1.8
cm per year [9]. Though intestinal type tissue is frequent constituents
of MCT, the organizing into complete intestinal wall with all layers is
a rare finding [3]. Only five cases have been reported in the literature
so far.

Two cases by Fujiwara, one by Takao, one by Ki EY and one by
Tang, Fujiwara reported two cases of MCT with complete segments
of intestinal wall showing neoplastic transformation [10]. One case
showed benign mucinous cystadenoma of appendiceal type and
the other contained intestinal-type adenocarcinoma infiltrating
into the neoplastic bowel wall, both of which were confirmed by
histopathological examination and immunohistochemical analysis.
Takao reported a case of MCT with complete intestinal structure
harboring intestinal-type adenocarcinoma. Ki EY reported a case of
MCT containing complete colonic wall without evidence of dysplasia
or malignant transformation [11]. Tang reported a case of mucinous
cystadenoma in MCT associated with complete colonic structure.

Two percent of the MCT undergo malignant transformation.
Although tumor markers, presence of solid component under
radiological examination and old age may help predict malignant
transformation of MCT its the histopathological examination that
confirms the diagnosis [12]. Literature studies also show that 80% of
the malignant transformation occurred in women of reproductive age
group [13]. Taking these facts into account, it is important that we have
a high index of suspicion with regard to malignant transformation of
MCT, irrespective of the age group of the patient, especially when a
solid focus in present. In our case as well a focus of dysplastic change

was identified.

Conclusion

Though the chances of malignant transformation in MCT remain
relatively low, its occurrence cannot be completely ignored because
incomplete removal of such tumors may warrant radiotherapy
and regular follow-up is required for early pick up of recurrence
and better patient outcome. It is therefore important to subject the
teratomas, especially those occurring at a younger age to extensive
histopathological examination, to rule out any immature component or
malignant transformation.
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