
Mature cystic teratoma is a benign condition where malignant transformation is an extremely rare event. A case of squamous cell 
carcinoma developing in a mature cystic teratoma of the ovary presenting at an early stage is presented here. A 48-year-old peri-
menopausal woman, presented with the complaints of discomfort in the lower abdomen since 1 year and a large abdomino- pelvic 
mass on examination. Final histopathology was reported as squamous cell carcinoma developing in a mature cystic teratoma of the 
right ovary and section from the tissue adherent to bladder wall showing malignant infiltration into fibro-adipose tissue. Patient was 
assigned to squamous cell carcinoma of the ovary arising in a mature cystic teratoma, surgical stage IIB.
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Among teratoma types, mature cystic teratoma is by far the most 
common. This benign tumour comprises approximately 10% to 
25% of all ovarian neoplasms and 60% of all benign ovarian neo-
plasms with a 0.17-1.4% reported incidence of malignant transfor-
mation. [1-4] Malignant transformation is typically seen in post-
menopausal women. Squamous cell carcinoma is the most common 
type and is found in approximately 1% of mature cystic teratomas. 
Malignant areas are usually found as small nodules in the cyst wall 
or a polypoidal mass within the lumen after removal of the entire 
teratoma.

A 48-year-old perimenopausal woman, P4L4A1 presented to our 
out-patient department, with complains of pelvic discomfort since 
1 year which increased in intensity over the past 6months. Her 
menstrual cycles were regular with history of spasmodic dysmen-
orrhea of recent onset. She reported no gastrointestinal or no geni-
tourinary tract symptoms.

On examination: She was afebrile and her vitals were stable. Per ab-
dominal examination revealed a tender, immobile mass of around 
14 x 16 cm extending from right iliac fossa to 2cm below the umbili-
cus. Per speculum examination revealed an irregular, hypertrophied 
cervix with old tear at 3’o clock position with multiple nebothian 
follicles smeared with unhealthy discharge. Per vaginal examination 
revealed a small mobile cervix and a large abdomino-pelvic mass 
rising half way to umbilicus. The uterine fundus and adnexa could 
not be delineated from the mass. There was no cervical motion ten-
derness. She was admitted and further evaluated. Laboratory data 
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Platinum based chemotherapy with or without pelvic irradiation is 
most often used for adjuvant treatment of early stage disease. [1] 
It is well known that clinically advanced cases with squamous cell 
carcinoma arising from mature cystic teratoma have a poor prog-
nosis partly because of its poor response to chemotherapy. [5]
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like CBC, LFT, KFT, RBS and thyroid profile were within normal lim-
its. Among Ovarian cancer markers, CA19- 9 was found to be raised 
(351U/ml). Rest of the markers and urine analysis were negative. 
Pap smear was negative for intra epithelial lesion or malignancy. 
Ultrasound pelvis showed uterus of normal size, shape and normal 
endometrial echotexture. Right ovary revealed a soft tissue lesion 
of 14.46 X 18.65cm having both cystic and echogenic areas seen in 
right adnexa suggestive of right Tubo-Ovarian mass. Left ovary was 
not visualised. MRI showed approximately 16X18x20cm large pel-
vic complex cystic lesion showing fat fluid level with Rokintansky 
protuberance arising from right ovary suggestive of Mature Ovar-
ian Teratoma and left ovary seen separately and is normal. Uterus 
normal in shape, size and endometrial thickness. No evidence of 
significant regional nodes.

Patient developed fever preoperatively with Temperature of 102° 
F with increase in pain abdomen. Her fever profile was negative 
with slight.

Elevation in Total leukocyte Count (12,300cells/cumm) and marked 
rise in ESR (110 mm/1st Hour). She was managed conservatively 
with oral antibiotics and antipyretics. She was further planned for 
Total Abdominal Hysterectomy with bilateral Salphingo- oophorec-
tomy. Intraoperatively, dense adhesions between the mass, omen-
tum and anterior abdominal wall noted. Adhesiolysis done. A mass 
of around 20X20cm found to be arising from right ovary, which was 
adherent to uterine fundus, omentum and bladder. The mass was 
lobulated, variegated in consistency, with pre-operative rupture to 
omentum and bladder base with a sinus formation in the mass. The 
mass was careful dissected and removed. Bladder base wall was 
breeched upto muscle layer and was repaired by General Surgeon. 
Frozen section and Imprint cytology were done and no malignant 
cells were reported and the specimen was sent for histopatho-
logical examination. Plan for Total Abdominal Hysterectomy was 
cancelled due to dense adhesions and non-availability of surgical 
oncologist. Peritoneal lavage done and abdomen closed in layers. 
Patient was referred to surgical oncology for further management 
after the histopathology report showed malignant transformation. 
Patient underwent surgical staging with total abdominal hyster-
ectomy with bilateral salphingo-oopherctomy, infracolic omentec-
tomy and pelvic, para aortic lymph node dissection. Histopathology 
of the above samples did not show any malignant spread. She fur-
ther received adjuvant chemotherapy .

Figure 1: Intraoperative dense adhesions noted between the 
ovarian tumour, abdominal wall, omentum and bladder base.

Figure 2: A lobulated and an irregulary enlarged ruptured 
cystic mass of right ovary with sinus formation.

Figure 3: Gross specimen which was removed after separating 
from bladder wall.

Histopathological Examination

Gross
First specimen showing an irregular bosellated grayish brown cys-
tic tissue measuring 13x12x5cm. An irregular whitish firm area 
identified on the external surface measuring 6x4.6 cm. Cut section 
shows multiloculated cyst, largest measuring 9x7cm containing 
500 ml of dirty yellow thick fluid. Hair also identified. Another cyst 
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Figure 4: Gross image showing irregular, lobulated surface of 
the ovarian mass with papillary excrescences.

Microscopy

identified adherent to the larger cyst measuring 4.5 cm in diam-
eter with whitish, irregular walls. Second specimen showing an ir-
regular reddish-brown firm tissue piece measuring 7.5x6.8x3 cm. 
External surface showing focal areas of congestion and cut surface, 
whitish solid area with brownish black area suggestive of necrosis.

Discussion
The commonly encountered malignancies in mature cystic terato-
ma of ovary include squamous cell carcinoma, adenocarcinoma, ad-
enosquamous carcinoma, melanoma, sarcoma, carcinoid and germ 
cell neoplasms.6 Malignant transformation arising from mature 
cystic teratoma occurs in 1-2% of the cases and pre- operative diag-
nosis is often difficult. Kikkawa et al [7] reported that the survival 
was 94.7%, 80% and 12% for stages I to IV diseases respectively. 

Tseng CJ et al [8] showed that the disease free survival at 2 years 
was 100%, 100%, 30% and 0% for stage I to IV disease respective-
ly. Therefore, it is especially important to seek for a method to di-
agnose malignant transformation from benign mature cystic tera-
toma. Among them, the SCC antigen appears to be the most useful 
as it is sensitive and specific compared to other markers such as CA 
125 or CA 19-9 both of which were normal in our case. However, if 
restricted to stage Ia cases, it is not sufficiently sensitive or specific. 
The rise would depend on the stage of tumor and may not be suit-
able for early detection of small tumours since the level depends on 
the tumor volume. [9] In this respect, a combination of serum SCC 
measurements with other markers or with clinical factors such as 
patient age or tumor size may give more sensitivity and/or speci-
ficity to the diagnosis.
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In summary, our data and that of others indicate that in malignant 
transformation of mature cystic teratoma the stage of disease is the 
most important prognostic factor and considering the relatively 
poor chemo- response, early diagnosis is especially important. Since 
extra-ovarian involvement subsequent to malignant transformation 
may occur rapidly in some cases, relatively frequent follow-ups are 
to be recommended. If malignant transformation was suspected 
due to serum marker elevation, the employment of other diagnostic 
methods including imaging study such as USG and MRI should be 
considered. It is particularly important to inform the patient of any 
risk if present and to give options for the surgical confirmation. In 
this case, laparoscopic surgery should be avoided as there is poten-
tial risk of intra- operative tumor spillage and if the patient desires 
a conservative follow-up, repeat blood tests and monitoring tumor 
size are useful in decreasing false positive cases.
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