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SUMMARY
We discuss a rare presentation of malignant teratoma in
a 63-year-old woman who was admitted to accident and
emergency with abdominal distension, bloody diarrhoea
and peritonitis. CT of the abdomen and pelvis showed
free air in the abdomen and a gas-fluid filled cavity
measuring 12×6 cm in the mid-pelvis with possible
fistulation that was suspicious for malignancy.
A 10×12 cm ruptured dermoid cyst was found
intraoperatively, which was adherent to the bowel wall.
Bulky lymph nodes were also appreciated. The surgeon
suspected a metastatic malignant teratoma, and a
Hartmann’s procedure, total abdominal hysterectomy and
bilateral salpingoopherectomy were performed with
clearance of the para-aortic lymph nodes. Subsequent
histological analysis revealed a squamous cell carcinoma
arising from an ovarian malignant teratoma. The patient
went on to have carboplatin and paclitaxel
chemotherapy and is alive at 6 months follow-up.

BACKGROUND
Mature cystic teratoma is a common, benign germ
cell tumour of the ovary and comprises 20% of all
ovarian tumours.1 Malignant transformation of
such tumours is rare and occurs in only 1–2% of
all cases. The most common of these is squamous
cell carcinoma (SCC), which represents 80–90% of
all malignant transformations.2 Frequent presenting
symptoms include an increase in abdominal size,
presence of a mass and abdominal or pelvic
pain.3 4 Invasion of a malignant teratoma into the
sigmoid colon is rarely reported in the literature. In
this case report, we describe a patient who pre-
sented unusually with peritonitis, diarrhoea with
rectal bleeding secondary to ovarian cyst perfor-
ation and invasion of SCC into the sigmoid colon.

CASE PRESENTATION
A 63-year-old woman presented with acute abdom-
inal pain and distention. She described three epi-
sodes of vomiting and explosive bloody diarrhoea.
On examination, there was clinical evidence of
peritonitis, and the patient was particularly tender
in the left iliac fossa.
A working diagnosis of bowel perforation was

made, and CT of the abdomen and pelvis was
requested. This revealed free gas in the abdomen
and under the right hemidiaphragm. Free fluid in
the abdomen and pelvis and a gas-fluid filled cavity
measuring 12×6 cm in the mid-pelvis was also
appreciated. The radiologist raised the possibility of

a malignant dermoid cyst within this cavity with
possible fistulisation to the sigmoid colon (figure 1).
A ruptured left ovarian cyst measuring 10×12 cm

was found intraoperatively. The cyst contained hair,
and part of the wall was thickened to form a
40×20×20 mm mass that was adherent to the rec-
tosigmoid junction. Multiple enlarged lymph nodes
were identified along the left internal iliac artery
and inferior mesenteric artery. A Hartmann’s pro-
cedure, total abdominal hysterectomy and bilateral
salpingoopherectomy were performed. Radical
pelvic lymphadenectomy was accomplished with
clearance of the para-aortic lymph nodes up to the
origin of the inferior mesenteric artery.
Analysis of the resected material identified a

40 mm circumferential tumour within the sigmoid
colon, which invaded through the muscularis
propria. The ovarian capsule was ruptured, and the
ovarian cyst measured 80×50×40 mm (figure 2).
The histology showed a poorly differentiated
SCC arising from an ovarian malignant teratoma
(figure 3) that had invaded into the colon. The colon
was found to be extensively infiltrated with SCC
(figures 4 and 5), which undermined the colonic
mucosa and caused mucosal ulceration in areas.
Lymphovascular infiltration was also identified in 14
of the 22 resected lymph nodes. The cancer was
staged at a minimum of International Federation of
Gynecology and Obstetrics (FIGO) stage 2B.
Our patient returned to theatre 4 weeks post-

operatively with features of bowel obstruction. The

Figure 1 Dermoid cyst present within the mid-pelvis.
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gynaecological team recommended omentectomy. This was not
possible as dense adhesions precluded satisfactory progress and
the risk of bowel perforation outweighed any benefit derived
from adhesiolysis and omentectomy. The patient started adju-
vant chemotherapy with carboplatin and paclitaxel 2 months
following her index operation. She tolerated chemotherapy very
well. The only significant side effect was thrombocytopaenia,
which required reducing the carboplatin dose on her third
cycle. She is alive 6 months postoperatively.

DISCUSSION
Malignant transformation is a rare complication of benign cystic
teratoma of the ovary, representing 1–2% of cases.5 As was the
case in our patient, it typically presents in postmenopausal
women (mean age 55).3 It is posited that this may relate to long-
term presence of benign disease.6

While benign disease is readily identified radiologically with
pathognomonic signs such as hair and teeth, preoperative diag-
nosis of malignancy is challenging. Distinguishing benign from
malignant disease on CT images is often impossible, and clinical
presentation varies widely and is often indistinguishable from
benign disease.5 7 In addition, the literature suggests that
tumour markers in preoperative diagnosis have limitations and
their role in diagnosis is controversial.3 8

A systematic review of 277 patients described the most
common symptoms of pain (54%), mass and constipation
(31%).3 This case is unusual in its presentation of rectal bleed-
ing, diarrhoea and peritonitis. Sigmoid infiltration is also rare
and was the most likely cause for rectal bleeding in this patient.
This case, therefore, illustrates the need for clinical suspicion of
invasive ovarian malignancy when rectal bleeding in association
with an ovarian mass is identified.

The current literature indicates that malignant teratoma is
larger than benign disease, with a mean malignant diameter of
148 mm.3 Kikkawa et al4 report that cyst dimension >99 mm is
86% sensitive for malignancy. Our pathological measurements
are not in accordance with this observation. This may indicate
that cyst size in the case of ovarian cyst rupture may not be reli-
able as a diagnostic tool.

Tumour markers such as CA125, CA19-9, CEA and SCC, are
often elevated in malignant teratoma.3 However, a high concen-
tration of CA125 and CA19-9 can also be seen in benign
disease, and, equally, studies have seen patients with normal
serum CA125 in malignancy.7 9 CA125 and CA19-9, therefore,
offer little diagnostic benefit. However, raised CA125 has been
associated with poor prognosis in malignant transformation.3

There is evidence to suggest raised serum CEA and SCC are
associated with malignant transformation and it is recom-
mended that patients are tested for these markers where there is

Figure 2 Ovary with area of mature cystic teratoma (×4).

Figure 3 Ovary with squamous cell carcinoma arising from squamous
dysplasia.

Figure 4 Colon with underlying squamous cell carcinoma (×4).

Figure 5 Colon with underlying squamous cell carcinoma (×10).
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suspicion of malignant transformation of a benign cystic tera-
toma.4 Our patient had a marginally raised CEA (5 mg/L) and
an elevated CA-125 of 355 U/mL. Serum SCC was not tested.

Preoperative CT imaging in our patient indicated presence of
a dermoid cyst, but was unable to diagnose malignancy. This is
consistent with the literature, which illustrates the difficulties in
diagnosing malignancy of a dermoid cyst on ultrasound and
CT.7 10 It has been suggested that MRI has a greater diagnostic
value in differentiating between benign and malignant disease.7

This is because features of malignancy (such as necrosis and
direct invasion) are better appreciated in MRI.7 11 Further
radiological assessment through MRI may have assisted diagno-
sis and surgical planning in this patient.

Few case reports draw an association between adherence
observed intraoperatively and malignancy. A malignant cystic

teratoma that was found to be adherent to the bladder wall was
not recognised and treated appropriately as malignancy in a case
report by Badmos et al.6 Surgeons should be alerted to the pos-
sibility of malignancy in patients with malignant teratoma,
under which circumstances radical resection is recommended.3 7
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Learning points

▸ Malignant transformation of teratoma is an important
differential in women presenting with abdominal pain and a
palpable mass.

▸ The patient group affected by malignant teratoma is
predominantly postmenopausal and radiological evidence of
an ovarian cyst >99 mm should prompt further investigation
to exclude malignancy.

▸ CEA and squamous cell carcinoma biochemical markers have
been shown to assist preoperative diagnosis of malignant
teratoma.

▸ It is difficult to diagnose malignant teratoma from CT
imaging, and clinicians may find MRI useful in reaching a
diagnosis and for the purposes of surgical planning.

▸ Adherence noted intraoperatively should alert clinicians to
the possibility of malignant teratoma. Under these
circumstances, radical resection is advocated to optimise
long-term outcome.
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