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a b s t r a c t 

Ovarian dermoid cysts are usually asymptomatic and detected incidentally. However, they 

can have variable presentation especially when they are associated with complications. 

Spontaneous rupture of ovarian dermoid cyst is a rarely encountered complication as der- 

moid cyst usually have a thick capsule. Here we present a mysterious case of a post- 

menopausal female who had a remote iatrogenic rupture of ovarian dermoid cyst with mul- 

tiple peritoneal and liver surface implants. Clinical history, classical imaging findings with 

correlated histopathological reports made it possible to reach the final diagnosis in this case. 

This case highlights one of those rare occurrences of remote rupture of dermoid cyst with 

patient remaining asymptomatic for a long period of time. 

© 2024 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Dermoid cysts are the most common ovarian tumors, ac-
counting for approximately 15% of all ovarian neoplasms [ 1 ].
They are usually asymptomatic unless complicated, and are
often detected incidentally. Some common complications as-
sociated with dermoid cysts include torsion, rupture, malig-
nant transformation, and infection. The spontaneous rupture
of a dermoid cyst is a recognized complication, occurring in
1%-2% of cases [ 2 ,3 ]. A ruptured dermoid cyst may present
with either acute peritonitis, due to the sudden release of
its contents, or more commonly as chronic granulomatous
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peritonitis with adhesions and peritoneal implants, result-
ing from chronic leakage [ 4 ,5 ]. Here, we present a case of a
postmenopausal female with a remote iatrogenic rupture of
an ovarian dermoid cyst, accompanied by multiple peritoneal
and liver surface implants. This case highlights the typical ra-
diological findings of a remote ruptured ovarian dermoid cyst.

Case report 

A 64-year-old female from rural Nepal presented with lower
abdominal discomfort for several weeks. She had undergone
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Fig. 1 – (A) Abdomen and pelvic non contrast CT coronal image showing right adnexal dermoid cyst. Note the fatty implants 
in peritoneum and liver surface (blue arrows). (B ) Abdomen and pelvic CT coronal image showing left adnexal dermoid cyst. 
Note the fatty implants in peritoneum and liver surface (blue arrows). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

menopause 10 years prior and had an obstetric history of Para
7 and living 7 (P7L7). There was no history of postmenopausal
bleeding. On per vaginal examination, fullness was noted in
both the right and left vaginal fornices, with a mobile mass
palpable through each. An abdominal and pelvic ultrasound
revealed echogenic cystic lesions with calcified components
in both adnexae, consistent with dermoid cysts. Laboratory in-
vestigations showed mildly elevated leukocyte counts, while
serum tumor markers were within normal limits. 

A contrast-enhanced computed tomography (CT) scan of
the abdomen and pelvis ( Figs. 1–3 ) demonstrated nonenhanc-
ing, fat-attenuating cystic lesions with internal calcifications
in both adnexae, consistent with teratomas. The medial wall
of the right adnexal teratoma appeared irregular and had
an indistinct plane with the adjacent bowel loops. Addition-
ally, multiple fatty implants, some with internal calcifications,
were observed in the peritoneum and on the surface of the
liver. These imaging findings suggested a provisional diag-
nosis of remote rupture of an ovarian dermoid cyst. How-
ever, considering the patient’s postmenopausal status, recent
symptom changes, the indistinct medial margin with bowel
loops, and the presence of multiple peritoneal implants, the
possibility of an immature teratoma with metastasis could not
be ruled out. 

Further inquiry with the patient revealed a history of sig-
nificant abdominal distension approximately 12 years earlier,
for which she sought treatment from a “dhami” (a traditional
healer), a practice still common in rural Nepal. According to
her, the “dhami” made a small incision in her abdomen, re-
leased some greasy material with tufts of hair, sealed the
wound, and provided pain medications. Following this inci-
dent, she remained asymptomatic until the recent onset of
discomfort. Based on this history and the imaging findings, a
diagnosis of iatrogenic remote rupture of a dermoid cyst was
made. 

Given the patient’s postmenopausal age and recent symp-
tom changes, surgery was planned. A total hysterectomy with
salpingo-oophorectomy was performed. Intraoperative find-
ings ( Figs. 4A-C ) revealed bilateral adnexal cysts, with adhe-
sions between the right ovarian cyst and adjacent bowel. The
remaining peritoneal implants could not be removed due to
dense adhesions. A cut section of the bilateral ovarian cysts
showed fatty and calcific components, along with tufts of
hair in the right ovarian cyst. The specimen was sent for
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Fig. 2 – Abdomen and pelvic CT axial image showing bilateral adnexal dermoid cyst. (green arrow). Note the irregularity in 

the medial wall of right dermoid cyst having indistinct fat plane with the adjacent bowel loop (red arrow). There is another 
small fat attenuating cyst in left adnexa (blue arrow). 

Fig. 3 – (A and B) Abdomen and pelvic CT axial image showing multiple fatty implants with some showing internal 
calcifications over surface of liver and peritoneum. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

histopathological examination, which revealed mature glial
tissue, adipocytes, bony tissue, and pilosebaceous units, con-
sistent with a mature teratoma. 

Discussion 

Dermoid, or mature ovarian teratoma, is the most common
ovarian tumor and can affect a wide range of age groups. Typ-
ical imaging findings in cases of ovarian dermoid include a
cystic lesion with a mural nodule (Rokitansky nodule), cal-
cific components, fat components with a fat-fluid level, tufts
of hair, and sometimes the floating ball appearance [ 6 ]. Spon-
taneous rupture of a dermoid cyst is a rare complication, as
dermoid cysts usually have a thick capsule. Acute rupture
presents with a sudden onset of intense pain, whereas chronic
rupture follows a more gradual and intermittent course. While
acute rupture causes immediate peritoneal irritation and
chemical peritonitis, chronic rupture leads to slow-developing
inflammation, often accompanied by granulomatous changes
over time [ 7 ]. 

CT is the imaging modality of choice to detect the features
of a ruptured dermoid cyst and the associated chemical peri-
tonitis [ 8 ,9 ]. In cases of acute dermoid rupture, imaging typi-
cally reveals free fluid in the abdomen, often fat-laden due to
the spillage of dermoid cyst contents such as sebaceous mate-
rial. Fat-fluid levels may be visible in the pelvis or near the rup-
tured cyst. Additionally, signs of adjacent organ irritation, such
as in the small bowel or omentum, are commonly observed. In
rare instances, gas or calcifications may be detected within the
peritoneal cavity, reflecting more severe or unusual cases of
rupture [ 7 ,9 ]. In contrast, imaging findings in chronic dermoid
rupture often display evidence of chronic spillage, which can
lead to the formation of adhesions or even a pseudotumor due
to prolonged inflammation. Imaging may show a more diffuse
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Fig. 4 – (A) Intraoperative findings of the same case where bilateral ovarian cysts are noted. Note the adhesion of right 
ovarian cyst with the adjacent bowel loops. (B) Excised surgical specimen of uterus with bilateral adnexa with cysts. (C) Cut 
section of bilateral adnexal cysts with uterus. Note the greasy material with tufts of hairs and calcifications in right ovarian 

cyst. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mixture of fat and soft tissue components in the pelvis, con-
trasting with the more localized fat-fluid levels seen in acute
cases. Fatty implants may be present on the peritoneum and
the surfaces of the liver or bowel, and calcifications from the
dermoid contents may be more widespread throughout the
peritoneal cavity in cases of chronic rupture [ 8 ,9 ]. Additionally,
loculated fluid collections or a thickened peritoneum are com-
monly seen, reflecting ongoing inflammatory processes [ 7–9 ].

In this case, a remote iatrogenic rupture of a dermoid cyst
was observed, with imaging findings consistent with those
of a chronic ruptured dermoid cyst. There was irregularity
in the medial wall of the right adnexal dermoid cyst, with
adhesion to the bowel loops and multiple peritoneal fatty
implants. However, the patient remained completely asymp-
tomatic, with no other associated features of chemical peri-
tonitis. 

Most cases of ruptured dermoid cysts described in the lit-
erature feature chemical peritonitis. A case described by Kuo
et al. [ 10 ] involved an asymptomatic ruptured dermoid cyst,
which was detected as residual dermoid implants by CT scan 4
years after surgery. The usual treatment for ruptured dermoid
cysts involves surgery, and associated peritonitis is treated
with vigorous irrigation. 
Conclusion 

This case highlights one of those rare occurrences of remote
rupture of dermoid cyst with patient remaining asymptomatic
for a long period of time. The clinical history, typical imaging
findings with correlated histopathological reports is valuable
in reaching to final diagnosis in such cases. 

Patient consent 

Written informed consent was obtained from the patients for
publication of this case report and any accompanying images.
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