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CASE REPORT
A 38-year-old nulliparous woman was admitted with a chief 
complaint of abdominal pain and progressive abdominal distension, 
of 12 months duration [Table/Fig-1]. Medical history of the patient 
was uneventful. She had an ovarian surgey for ruptured corpus 
luteum cyst six years ago. Cystectomy was performed and the 
pathologic examination of the cyst was asssociated with corpus 
hemorrhagicum. No gross ovarian lesion was found during the 
surgery.  Her physical condition was good. She was not pale, febrile 
or jaundiced. There was no peripheral oedema or lymphadenopathy 
and her vital signs were within normal range. 
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A Huge Mature Cystic Teratoma  
in a Nulliparous Patient

ISIl UzUn1, MelIh GUndUz2, OzleM Pata3, CIhat UnlU4

ABSTRACT
Here we report a case of a giant mature cystic teratoma of the ovary in a 38-year-old nullipaous woman. The patient presented with 
abdominal distension and abdominal pain. Laparotomy and cystectomy yielded satisfactory results. Histologic evaluation confirmed a 
benign cystic teratoma of the ovary. The patient underwent surgery for rupture of corpus luteum six years ago and no gross lesion was 
seen at the operation. This case demonstrates that dermoid cysts can grow to enormous sizes within a short duration.

A diagnosis of ovarian tumour was made. She subsequently had a 
laparotomy. At laparotomy the tumour was 28x25x30 cm in diameter 
[Table/Fig-3,4]. Ovarian cystectomy was performed with ovarian 
preservation. The other ovary, fallopian tube and the uterus were 
normal. There was no ascites and the other abdominal organs were 
normal. Histological investigation of the tumour revealed mature 
cystic teratoma of the ovary with no foci of malignant change. She 
was discharged on the 2nd day of the operation. Her follow-up 
examinations were uneventful. 

[Table/Fig-2]: MRI: Sagittal view

[Table/Fig-3]: Ovarian tumour excised [Table/Fig-4]: Mature Cystic teratoma

Abdominopelvic MRI showed a huge, complex abdominal mass 
filling the pelvis completely and displacing other abdominal organs 
[Table/Fig-2]. The right kidney demostrated marked hydronephrotic 
changes. Fatty tissue, calcification and keratinoid material was 
identified.

[Table/Fig-1]: Abdominal distension

DiSCuSSiOn
Mature cystic teratoma is the most common germ cell neoplasm 
and in some series the most cyommon ovarian neoplasm removed 
at the surgery [1,2]. Mature cystic teratomas arise from a single germ 
cell after the first meiotic division [3]. Mature cycstic teratomas are 
usually asymptomatic and grow slowly at an avarge rate of 1,8 mm 
each year. Abdominal pain and other nonspecific symptoms occur 
in the minority of patients [4,5]. They are usually asymptomatic and 
not larger than 10 cm in size in which ectodermal structures are 
predominant [6]. Dermoid cyst with enormous size is a very rare 
clinical entity [7,8]. 

In our case the tumour size was nearly 30 cm in diameter and 
she noticed progressive abdominal distention and abdominal pain 
for only 12 months but no fever or loss of appetite. She had an 
operation for ruptured corpus luteum cyst six years ago and no 
gross pathology at the ovaries were seen. Our case presented with 
rapid growth of the tumour. 

Dermoid cysts are usuallly treated by resection with preservation of 
adjacent ovarian tissue as much as possible. If there is a clear limit 
between the tumour and the uninvolved ovarian tissue, the tumour 
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can be bluntly dissected off along an avascular plane. Despite 
the large size of the mass, our case was treated successfully 
by cystectomy with ovarian preservation. Ovarian cystectomy 
rather than oophorectomy is the preferred surgery esspecially for 
nulliparous women. Tumour size should not be accepted as an 
indication for oophorectomy.

COnCluSiOn
It is important to bear in mind that dermoid cysts are common 
neoplasms of the ovary and could grow to enormous sizes without 
causing serious symptoms, more rapid than expected. 
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