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Abstract: Benign ovarian teratomas or dermoid cysts are the commonest germ cell tumour of ovaries, accounting for 10 to 15% 
of all ovarian tumours. The common age of presentation includes women's reproductive age group and post-menopausal age. 
These lesions can be benign, like mature teratoma or malignant, like immature teratoma, yolk sac tumour, and mixed germ cell 
neoplasm. These lesions are usually asymptomatic, or they can present with varying symptoms and signs. Diagnosis includes imaging 
and measurement of levels of tumour markers. Here we report a case of a 48-year-old woman who presented with menorrhagia 
for four years. The patient initially underwent dilation and curettage for similar complaints in the past, following which her cycles 
regularized. Later the patient was started on medications for the recurrence of symptoms. Examination revealed no abnormalities. 
The patient was further investigated with ultrasound and MRI pelvis and proceeded with bilateral salpingo-oopherectomy. Biopsy 
revealed features suggestive of benign ovarian teratoma. The patient has managed accordingly and is in regular follow-up. Benign 
ovarian tumours are mostly asymptomatic or present with nonspecific symptoms, of which abdominal pain and mass are seen in 
many cases. The commonest of these tumours is a benign mature cystic teratoma or dermoid cyst, which is bilateral. Though only 
one per cent contain a secondary malignancy arising from one of their components, early recognition and timely intervention are 
necessary to avoid untoward complications. Therefore, we recommend follow-up of such cases with radiological and blood 
investigations. 
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1. INTRODUCTION 
 
Ovarian primordial germ cells (OGCTs) are the source of 
ovarian germ cell cancers. These germ cell tumours can be 
benign (adult teratoma) or cancerous, like immature teratoma, 
dysgerminoma, yolk sac tumour, and mixed germ cell 
neoplasm. These cell populations typically include cells derived 
from ectoderm, endoderm, and mesoderm. They are 
separated into four groups, like Monodermal or highly 
specialized OGCTs, which comprise about 20 to 25 per cent 
of all ovarian neoplasms. Still, only about 5 per cent of all are 
malignant ovarian neoplasms. OGCTs make up about 70% of 
ovarian neoplasms in young females between the ages of 10 
and 30, where they are most common. Patients may exhibit 
one or more symptoms or be asymptomatic. A thorough 
medical history and physical examination are parts of the 
diagnostic evaluation, identical to those given to patients with 
other adnexal masses. A pelvic ultrasound is often the first 
imaging study to characterize an adnexal mass, and histology is 
used to confirm the diagnosis. The presence of an adnexal 
mass on pelvic imaging and an elevated level of an associated 
tumour marker preoperatively strongly imply the diagnosis. 
The majority of teratomas are cystic (mature cystic teratoma; 
dermoid cyst), consisting of mature differentiated tissue from 
ectodermal (skin, hair follicles, sebaceous glands), mesodermal 
(muscle, urinary), and endodermal (lung, gastrointestinal) 
origins. These cysts arise due to failure in meiosis II / meiosis 
I. Rarely, a teratoma is solid and composed of organized 
structures and benign-appearing heterogeneous tissue 
aggregates from all three cell layers. A benign cystic teratoma's 
hallmark macroscopic appearance is a multicyclic mass that 
includes hair, teeth, and skin mixed into sebaceous, viscous, 
sticky, and frequently foul-smelling material. Asymptomatic 
patients with developed teratomas predominate. The 
symptoms, if any, are dependent on the mass's size. Torsion 
occurs frequently. Although rare, dermoid cysts can rupture 
and discharge sebaceous material into the abdominal cavity. 
The immediate effects of rupture include shock, bleeding, 
peritonitis and adhesions. Unilateral solid teratomas are the 
most common type. In 10 to 17% of cases, bilateral mature 
teratomas might be synchronous or metachronous, and 
peritoneal implants have also been reported. Considering how 
grossly difficult or impossible it may be to distinguish these 
neoplasms from malignant solid immature teratomas, which 
are nearly invariably solid, many sites may need to be sampled. 
Here we report such a case who initially presented as 
endometrial poly was identified as benign cystic ovarian 
teratoma 1,2,3 
 
2. CASE PRESENTATION  
 
A 48-year-old gravida 2, para 2 woman presented with 
complaints of heavy menstrual bleeding for the past four years. 

Each cycle occurred at a frequency of once in 15 days. History 
of the passage of clots is present. The bleeding was not 
associated with pain. The patient had undergone dilation and 
curettage for the same complaints, and the histopathology 
reported a benign endometrial polyp. Following this, her cycles 
were regularized. Again, after one year, the patient reported 
similar complaints for which oral contraceptives were given. 
Subsequently, her cycles regularized. Due to the recurrence of 
symptoms, the patient was supplemented with Regesterone 
for two weeks, following which the patient presented to our 
OPD. Her last childbirth was 15 years back. No history of use 
of contraceptives and not sterilized. The patient has been 
recently diagnosed with type 2 diabetes mellitus and is on 
medications. Bowel and bladder habits are normal. There is no 
family history of any cervix, uterine or ovarian cancer. On 
examination, no pallor was noted, and the thyroid and bilateral 
breast were clinically normal. Systemic examination revealed 
no mass clinically palpable per abdomen. Speculum 
examination revealed a necrotic polyp seen through OS, and 
the vagina was healthy. Per vaginum examination, the cervix 
was pointing downwards, and the cervical lip was felt all 
around the polyp. The polyp was necrotic and bled on touch. 
Uterus was enlarged, measuring around 10 to 12 weeks’ size. 
Right-sided fornical fullness is felt. Left-sided fornix was free 
and non-tender. Blood investigations showed low 
haemoglobin. The thyroid function test was normal. HbA1C 
was within normal limits. Ultrasound pelvis showed a bulky 
uterus measuring 12x6x7 cm, with an endometrial thickness 
of 19mm. The right ovary was normal. The left ovary showed 
a heterogeneous mass lesion measuring 6x5 CM with cystic 
and echogenic areas with posterior acoustic shadowing, 
suggestive of a dermoid cyst. (Figure1) MRI pelvis showed a 
bulky uterus, left ovarian dermoid cyst without torsion and 
cystoglandular hyperplasia of the endometrium with 
polypoidal growth. (Figure 2)  
 
3. TREATMENT AND FOLLOW UP 
 
The patient proceeded with a total abdominal hysterectomy 
with a bilateral salpingo-oopherectomy. Intraoperative findings 
were a uterus of 12 weeks in size, a left tube normal, and a left 
ovary was seen with lobulated cysts. Right tube and ovaries 
normal. (Figure 3 A – D) The histopathological report 
suggested chronic cervicitis with Nabothian cysts (Figure 4). 
Endometrium showed a partially infected benign endometrial 
polyp with changes secondary to progesterone. A bilateral 
benign cystic teratoma of the ovary was noted on the right 
side of 1 cm and the left side of 10 cm. The patient had an 
uneventful post-operative period and was discharged on day 5 
of the postoperative day. On review, the patient was referred 
promptly to the oncological department for further 
management.
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Fig 1: Ultrasound pelvis showed a bulky uterus measuring 12x6x7 cm, with an endometrial thickness of 19mm. 
The right ovary was normal. However, the left ovary showed a heterogeneous mass lesion measuring 6x5 CM 

with cystic and echogenic areas with posterior acoustic shadowing, suggestive of a dermoid cyst. 
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Fig 2: MRI-PELVIS 
 

The report shows a bulky uterus measuring 8.6*6.8*5.4 cm. The endometrium appears thickened, measuring 19mm. A polypoidal 
growth is seen in the uterine cavity measuring 5*5mm. The left ovary is enlarged, measuring 6.6*5.7*4.1cm (51ml). Along with this, 
a fatty lesion is noted in the left ovary with foci of calcification. 
 

 
 

Fig 3: A-D Intraoperative findings of the patient. 
 

A -  Left-sided lobulated ovary appears solid and firm in consistency with a glistening capsule. There is no 
apparent pedicle attached to the cyst. The has a small vascular clood supply all over the cyst. 

 

 
 

B- Cut section of the uterus shows atrophied endometrium with a partially infected endometrial polyp that 
seems friable and apparent bleeding from the endometrial cavity could be seen. 
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C- Cut a section of the uterus showing thinned-out endometrium along with two walls opposing each other. 
These are the changes noted secondary to progesterone. 

 

 
 

D- Specimen of cystic teratoma of left ovary retrieved post operatively. The specimen is irregularly globular 
with a glistening capsule. The blood supply of the teratoma is well formed, showing small radial  

branches all over the teratoma. 
 

 
 

Fig 4: Histopathological examination demonstrating Nabothian cyst and endometrial thinned out and atrophic. 
Hence, histopathology findings correlate well with the radiological and intra-operative findings. 

 
4. DISCUSSION  
 
The word "TERATOMA" originated from "TERATON", 
meaning monster. The term teratoma was in 1863 by Virchow. 
The commonest among germ cell tumours are teratomas. 
These tumours are composed of different cell types derived 
from three germ cell layers, namely mesoderm, ectoderm, or 
endoderm. (one or more accordingly) 5 These tumours arise 
from totipotent cells. They are present either in midline or 
paraxial. Following sacrococcygeal teratomas, which account 

for 57%, ovarian teratoma is the second most common site. 
These tumours are generally benign, but around one to two 
per cent undergo malignant transformation. These account for 
10 to 20%, and it is most common between 20 to 40 years of 
age. They are classified as benign or malignant, depending on 
the presence of embryonic elements. 6 ovarian teratoma may 
be complicated and present as a ruptured lesion, ovarian 
torsion, infection or malignant teratoma7,8 Uterine teratomas 
as a primary site are very rare. Only a few cases are available 
in the literature. Here we report a case of benign cystic 
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teratoma of the left ovary and ----- of the uterus. Histogenesis 
of such teratomas has been hypothesized as cells originate 
from residual tissues that remain, termed blastomere theory. 
According to another theory, namely parthenogenetic theory, 
these tumours arise from primordial cells displaced during 
embryogenesis.9 Dermoid cysts or cystic teratomas are the 
most common in the ovaries and testes. Rarely are they 
reported in other places, such as the anterior mediastinum, 
neck and sacrococcygeal region. Histopathological 
examination revealed squamous epithelium lined cysts, filled 
with sebaceous material 10They are usually unilateral (involving 
right ovary) in 72% and bilateral in 12% 11. A microscopic 
examination confirms the diagnosis. Cystic teratomas are 
generally asymptomatic, often identified as incidental findings 
followed by presenting with abdominal pain. Other symptoms 
include increasing abdominal girth, Gastrointestinal or urinary 
symptoms (due to compression of the ureter). Generalized 
symptoms like fever, cachexia, severe abdominal pain, and 
vaginal bleeding can also occur in advanced diseases.12,13 
 
5. TREATMENT 
 
The guiding principles for the more prevalent epithelial ovarian 
cancer care are generally applicable to all forms of malignant 
OGCTs (EOC). For diagnosis, staging, and treatment, surgery 
is necessary. Like EOC, people with OGCTs should have a 
thorough abdominal examination, complete surgical staging 
(for evident early-stage disease), and, if safe and possible, 
optimal cytoreduction (for metastatic disease).14,15 Most 
OGCTs are stage I when they first manifest, and most patients 
can be successfully treated with fertility-preserving surgery 
rather than bilateral salpingo-oophorectomy and total 
abdominal hysterectomy. Adult females with malignant 
OGCTs are very responsive to platinum-based chemotherapy, 
and treatment is often curative. Due to this aspect, along with 
the poor results from surgery alone (even for stage I illness), 
adjuvant cisplatin-based chemotherapy is now routinely 
administered to most adult patients, except for those with 

stage IA or IB dysgerminoma and stage IA, grade 1 immature 
teratoma. 16,17 Management of such cases is surgical. 
Management depends on the patient's age. In post-menopausal 
women, as in our case, oophorectomy is considered. A 
histological examination of the surgical specimen is necessary 
to confirm the diagnosis and staging (in case of carcinoma). If 
malignant transformation is evident, complete resection with 
bilateral salpingo-oophorectomy, hysterectomy, and even 
platinum-based chemotherapy is the mainstay of treatment. 
Laparoscopy is the standard gold technique. 18,19 Prognosis is 
dependent on disease extent and complication. Benign cystic 
teratomas tend to have an excellent prognosis following 
surgical resection. The recurrence risk is minimal and usually 
within 2 to 10 years.20,21 
 
6. CONCLUSION  
 
Benign ovarian tumours are the most common in women and 
are generally asymptomatic. However, they may present with 
nonspecific symptoms such as menorrhagia, as in our case. 
Though 90% are benign, investigations are needed to rule out 
malignancy, and as in our cases, with elevated levels of tumour 
markers, the patient must be followed up following surgical 
excision. 
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