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Introduction  

Mature cystic teratoma is one of the most common

forms of ovarian neoplasm. It is a congenital germ cell

tumor (GCT) that can contain somatic tissues from all

three germ layers. Most teratomas arise in the gonads, but

may occasionally occur in extragonadal sites, such as the

sacrococcygeal region, mediastinum, neck, and retroperi-

toneum [1]. All forms of teratomas occur more commonly

in children than in adults. Among the forms of teratomas,

retroperitoneal teratomas often occur in infancy and child-

hood but rarely in adulthood. This case report describes

the first documented case of coexistent mature cystic ter-

atomas in the right ovary and mesenteric region. 

Case Report

A 51-year-old Korean woman referred for treatment of ab-
dominal distension and pain, which she had been experiencing
for two years with no concomitant weight loss or bowel or uri-
nary symptoms. Physical examination revealed a fetal-head-
sized palpable mass in the right upper abdomen, and pelvic
examination revealed a goose-egg-sized right adnexal mass.
Further examination revealed no other obvious abnormalities.
The results of routine blood testing and urinalysis revealed
serum and biochemical parameters within normal limits, in-
cluding normal levels of tumor markers cancer antigen (CA)
19-9, CA 125, alpha-fetoprotein (AFP), and carcinoembryonic
antigen (CEA). 

Computed tomography (CT) of the abdomen and pelvis
showed the presence of well-defined, complex, fat-dense mass
lesions in the upper abdomen and right adnexa, and the absence
of lymphadenopathy and ascites (Figure 1). Exploratory laparo-
tomy disclosed a large cystic mass behind the transverse colon
located in the retroperitoneal space and extending from the
mesenteric border (Figure 2). Based on these findings, the entire
abdominal tumor was excised and total hysterectomy with bi-
lateral salpingo-oophorectomy was performed. Macroscopically,
the encapsulated abdominal mass measured 9.0 x 8.0 x 6.0 cm
and the right adnexal mass 7.2 x 5.5 x 4.5 cm. Microscopically,
both masses presented as mature cystic teratomas comprising
squamous epithelium, skin adnexa, and fat (Figure 3). Based on
analysis of the macroscopic and microscopic findings, the pa-
tient was diagnosed with mature cystic teratomas of the ovary
and extragonadal region. The patient’s postoperative course was
uneventful.

Discussion  

The designation teratoma refers to a varied group of

tumors that show differentiation toward somatic-type tis-

sues that can be typical of either adult or embryonic de-

velopment. Teratomas are the most common type of

GCT, and most, but not all, are benign. The component

tissues in a teratoma, which can range from immature to

well-differentiated tissues, are foreign to the anatomic

site in which they are found. Most teratomas are cystic

and composed of mature adult-type tissues. Better known

Revised manuscript accepted for publication December 9, 2014

7847050 Canada Inc.
www.irog.net

Eur. J. Gynaecol. Oncol. - ISSN: 0392-2936

XXXVII, n. 3, 2016

doi: 10.12892/ejgo2808.2016

Coexistent mesenteric and ovarian mature cystic teratomas:

a case report

D.H. Lee

Department of Obstetrics and Gynecology, Yeungnam University, School of Medicine, Daegu (Republic of Korea)

Summary
This report describes the first documented case of coexistent mesenteric and gonadal teratomas in an adult female patient. Physical

examination of a 51-year-old Korean woman referred for treatment of abdominal distension and pain revealed two masses in both the
right upper abdomen and in the right pelvic region. Computed tomography (CT) of the abdomen and pelvis showed the presence of well-
defined, complex, fat-dense mass lesions in the upper abdomen and pelvic cavity. A large cystic mass located in the retroperitoneal
space extending from the mesenteric border at the level of the transverse colon, and a goose-egg sized right ovarian mass were founded
on exploratory laparotomy. The entire abdominal tumor was excised and total hysterectomy with bilateral salpingo-oophorectomy was
performed. Examination of the macroscopic and microscopic findings led to diagnosis of mature cystic teratomas of the ovary and the
mesentery. The patient’s postoperative course was uneventful.
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Figure 1. — CT scan of (A) complex

fat-dense mass lesion with rounded

group of linear isodense elements,

possibly elements of a hair-plug in the

upper abdomen, and (B) fat- and

sheet-like calcifications of the right

adnexa.

Figure 2. — Gross appearance of ter-

atomas. View of (A) enlarged uterus

and right adenxa, (B) cut section of

right adenxa, (C) upper abdominal

mass attached to mesenteric border of

transverse colon, and (D) cut section

of upper abdominal mass.

Figure 3. — Microscopic view of ter-

atomas. (A) View of right ovary show-

ing a small mature cystic teratoma

containing hair shafts (upper right) in

the lumen and ovarian cortex (lower

left) and corpus albicans (middle) in the

wall (×40, H&E staining). (B) View of

tumor of mesenteric border appearing

as a large mature cystic teratoma con-

taining bundles of degenerated hair

shafts. Ovarian stromal cell-like spindle

cells can be observed in the wall. These

findings indicate a high possibility that

the tumor originated from extragonadal

germ cells (×40, H&E staining).
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as dermoid cysts, these mature cystic teratomas are the

most common form of ovarian tumor in women in the

second and third decade of life, accounting for more than

95% of all ovarian teratomas, almost all of which are be-

nign [2].

The most widely accepted theory of germ cell develop-

ment proposes that teratomas arise from totipotential germ

cells that fail to mature normally in the gonadal regions.

These totipotential cells can differentiate into tissue com-

ponents of the mesoderm, ectoderm, and endoderm. GCTs

that arise outside the gonadal regions are classified as ex-

tragonadal GCTs if there is no evidence of primary tumor

in the testes or ovaries. Totipotential germ cells tend to be

migratory, which may account for the development of go-

nadal and extragonadal teratoma of the midline structure,

with the specific site varying with age. In adults, the most

common extragonadal GCT sites are, in order of fre-

quency, the anterior mediastinum, retroperitoneum, and

the pineal and suprasellar regions. In infants and young

children, the most common sites are the sacrococcygeal

and intracranial regions. The overall incidence of all

forms of teratomas is higher in children than adults. Ter-

atomas have been found to arise in various locations in

children, including (in order of frequency) the ovaries, the

testes, the anterior mediastinum, the retroperitoneal space,

and the sacrococcygeal region [1].  

Primary retroperitoneal extragonadal teratomas, which

are often found near the upper pole of left kidney [3], ac-

count for 1–11% of all primary retroperitoneal tumors [2].

Retroperitoneal teratomas have been misdiagnosed as

ovarian and adrenal tumors, including adrenal myelolipo-

mas, Wilms’ tumors, renal cysts, retroperitoneal fibromas,

sarcomas, hemangiomas, and enlarged lymph nodes [4,

5]. Primary retroperitoneal teratomas are rare in adults and

more common in children and young adults; their inci-

dence is almost equal in both genders [3]. Benign ter-

atomas are usually asymptomatic and, as such, may be

diagnosed incidentally. However, as the tumor mass in-

creases, the surrounding structures may be compressed,

leading patients to experience obstructive symptoms, such

as abdominal distension, pain, nausea, and vomiting [6].

Physical examination to identify the source of these symp-

toms may lead to detection of an abdominal mass. Malig-

nant teratomas are often diagnosed at advanced stages

and, as such, tend to progress rapidly [3]. The malignancy

potency of retroperitoneal teratoma is significantly higher

in adults than children, with the malignancy incidence

25.8% and 6.8%, respectively [7]. However, 24% of

neonatal retroperitoneal teratomas are malignant [8]. 

Plain abdominal radiography of retroperitoneal ter-

atoma cases always reveals a soft tissue mass. Calcifica-

tions within the tumor or on the rim of the cyst wall or

teeth and bones appear in 61.5% of retroperitoneal ter-

atoma cases, and are thus useful in preoperative diagnoses

[2]. However, as calcifications also occur in 12.5% of ma-

lignant teratomas, they are not indicators of benign ter-

atomas [9]. 

Among the means of examination and evaluation, ul-

trasonography provides specific data regarding the cystic,

solid, or complex components of a teratoma; the acoustic

shadow induced by calcifications in the teratoma; and, oc-

casionally, fat-fluid levels in the teratoma. CT is a more

accurate diagnostic tool than ultrasonography because it

provides data that help in defining the extent to which the

teratoma affects surrounding organs and in evaluating the

specific components [10]. Magnetic resonance imaging

(MRI) provides data with which to determine the anatom-

ical relationship between the abdominal aorta or spinal

cord and the spread and extent of the local tumor, facili-

tating prediction of resectability, and evaluation of recur-

rence [11]. Regardless of the means of examination,

definitive diagnosis can only be made after histological

analysis, and surgery is paramount in both diagnosis and

treatment. 

The primary treatment of retroperitoneal teratoma is

surgical resectioning. In adults, primary retroperitoneal

teratomas typically do not invade surrounding structures,

and can be completely resected [4]. Prognosis depends

on the tissue components of the teratoma. The prognosis

is excellent for benign retroperitoneal teratomas that can

be completely resected [12]. However, as malignancy

usually recurs in spite of surgery, the prognosis for ma-

lignant retroperitoneal teratoma is poor, with a median

survival of 18 months among malignant teratoma pa-

tients [9]. 

This report describes the first documented case of ma-

ture cystic teratoma, a rare condition, arising in the extrag-

onadal (mesenteric) region and the right ovary of a

51-year-old woman. After CT revealed coexistent ovarian

and extragonadal teratomas showing typical morphology,

the tumor was resected. Subsequent histopathological ex-

amination confirmed a diagnosis of coexistent primary be-

nign mesenteric and ovarian teratomas. The patient

experienced an unremarkable postoperative recovery.
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