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ABSTRACT 
 
Aims: Spontaneous rupture of an ovarian mature cystic teratoma is a very uncommon event. 
Rupture of ovarian teratoma causes leakage of the liquefied sebaceous contents into the 
peritoneum, which irritates the peritoneum and leads to acute or chronic inflammation associated 
with chemical peritonitis. 
Case Presentation: We report a case of a 23 year old unmarried woman who presented with 
abdominal pain, distension and fever. The CT scan showed a thick irregular cystic lesion in the 
pelvis of approximately 11×8 cm with features suggestive of dermoid cyst. There was focal defect in 
the superior aspect of the wall of the cyst which appeared to be the likely rupture site along with 
features suggestive of chemical peritonitis. She underwent emergency laparotomy followed by right 
side salpingo-oophorectomy, adhesiolysis, and peritoneal lavage. Postoperatively, she developed 
paralytic ileus which was managed conservatively and chest infection was treated with antibiotics 
and physiotherapy. She also developed surgical site infection which was managed with antibiotics                             
and daily dressing. She was discharged on the 48th postoperative day in a good state of health. 
Conclusions: This case report shows the advantages of early diagnosis and management of 
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ruptured ovarian mature cystic teratoma which otherwise could have led to increased morbidity 
associated with chemical peritonitis. 
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1. INTRODUCTION 
 
Mature cystic teratoma is the most common type 
of ovarian teratoma and ovarian germ cell 
neoplasm. It represents approximately 20% of all 
ovarian neoplasms and occurs most commonly 
during the reproductive years. It is often 
discovered as an incidental finding. Rupture of 
mature cystic teratoma is an uncommon 
complication, occurring in approximately 1% of 
cases. Rupture of the tumor into the peritoneal 
cavity may be followed by chemical peritonitis 
caused by spillage of tumor contents [1]. 
 

2. CASE PRESENTATION 
 
A 23 year old unmarried woman was admitted to 
our emergency department with complaints of 
intermittent abdominal pain for one and a half 
month and increasing in intensity for the last 7 
days. Pain was localized at the right lower 
quadrant. It was associated with nausea and 
vomiting. She also complained of distension for 
the past 3 days and fever (100 °F) for 1 day. Her 
last menstrual period was 19 days before 
admission and her cycles were regular. On 
examination, her general condition was fair. Her 
vital signs were stable and had no fever. The 
abdomen was soft and non tender. There was 
mild abdominal distension but no mass could be 
appreciated. The patient was admitted and a full 
medical work up was made. Urine pregnancy test 
was negative. Ultrasonography revealed a cystic 
lesion of approximately 6×6 cm in right adnexa 
with internal echoes and septations, along with 
mild fluid collection with echoes in abdomen and 
pelvis. On the third day of hospital stay, she 
started complaining of aggravation of abdominal 
pain which was increasing in intensity. She was 
restless. Her pulse rate was 120/min and blood 
pressure 100/80mmhg. The abdomen was tense 
and distended. Guarding sign was present. An 
urgent Contrast enhanced Computed 
Tomography (CECT) scan  showed a thick 
irregular walled cystic lesion of around 11×8cm 
with fat and soft tissue like component with a 
focus of calcification within ( rokitansky nodule) in 
right adnexa. These features were suggestive of 
dermoid cyst. There was a focal defect in the 
superior aspect of the cystic wall which appeared 

as the likely site of rupture. CT also showed 
diffusely thickened peritoneal lining along with 
inflamed mesentery with moderate free fluid in 
abdomen and pelvis with focal fat attenuating 
areas in bilateral sub-diaphragmatic regions 
suggestive of chemical peritonitis. 
 
The patient was prepared for emergency 
laparotomy. Laparotomy was performed under 
general anesthesia.  A midline vertical abdominal 
incision revealed yellowish plaque –like lesions in 
the abdominal cavity. There was omental caking 
of yellowish plaque-like material with adhesions 
to the anterior abdominal wall. On further 
exploration, a right ovarian multi-loculated cyst of 
approximately 15×15 cm was found  containing 
hair and yellowish plaque –like material with an 
anterior wall defect of around 1×1cm [Fig. 1].The 
right fallopian tube appeared edematous. The 
uterus was normal in size and the left fallopian 
tube and ovary appeared normal. The mesentery 
appeared inflamed and there were adhesions of 
bowel loops. There were yellowish plaque-like 
lesions in all quadrants of abdomen and pelvis. 
Right Salpino-oophorectomy followed by lysis of 
adhesions and peritoneal lavage with 20 litres of 
normal saline was done. Hemostasis was 
secured and drain was placed.  After surgery, 
she was admitted to the maternal intensive care 
unit. On the second postoperative day, she 
developed abdominal distension likely due to 
paralytic ileus which resolved by the fourth 
postoperative day on conservative management. 
On the 9

th
 post op day she developed shortness 

of breath likely infective in origin which resolved 
with medical management on treatment with 
antibiotics and respiratory physiotherapy. She 
also developed surgical site infection on the 9

th
 

postoperative day which healed with antibiotics 
and daily dressing. She was discharged on the 
48

th
 postoperative day in a good state of health 

with 30 days postoperative Clavein-Dindo 
complication Grade II [2]. Histopathology report 
of the cyst confirmed the diagnosis of mature 
cystic teratoma of ovary. 
 

3. DISCUSSION 
 
Mature cystic teratoma of the ovary, also known 
as dermoid cyst, accounts for up to 20% of 
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ovarian neoplasms. These benign germ cell 
tumors are composed of at least two of the three 
germ cell layers (ectoderm, mesoderm and 
endoderm). Mature cystic teratomas are bilateral 
in 8-15% of cases. Complications of mature 
cystic teratoma of the ovary are torsion, rupture, 
infection, hemolytic anemia, paraneoplastic 
encephalitis and development of malignancies 
[1]. Rupture of mature cystic teratoma is rare 
because of its thick wall. It may present with both 
acute and chronic clinical forms. Acute peritonitis 
is caused by the sudden rupture of the tumor 
with contents extrusion in association with 
torsion, trauma, infection or labor and may result 
in acute abdominal crisis and shock. Chronic 
granulomatous peritonitis results from chronically 
leaking cystic teratoma and it is the more 
common presentation [3]. 
 
Chronic granulomatous peritonitis, known as 
gliomatosis is characterized by numerous 
nodules of mature glial tissue implant on 
peritoneum and dense adhesions. These 
simulate carcinomatosis or tuberculous 
peritonitis. Initially patients may present with 

subtle signs and symptoms but eventually patient 
would complaint of progressive abdominal pain, 
abdominal distension associated with nausea 
and vomiting [4]. This correlates with our case in 
which the patient initially had insidious onset 
abdominal pain and progressed in intensity. 
 
Although transvaginal ultrasound is the best 
modality for detecting unruptured dermoid cysts, 
its accuracy detecting cystic rupture is low. CT 
scan is highly sensitive for diagnosing rupture [5]. 
The presence of intra-abdominal 
collection/ascites and a distorted or flattened 
shape of the tumor suggest tumor rupture, 
thereby indicating surgery. Acute or chronic 
peritonitis can manifest as ascites, diffuse or 
focal omental infiltration, and inflammatory 
masses involving the omentum and bowel; these 
findings mimic peritoneal carcinomatosis and 
tuberculous peritonitis [6]. Therefore, when these 
images are seen in a case of ovarian teratoma, 
the possibility of rupture should be kept in mind 
[7]. CT findings indicating fatty-fluid and ascites 
in the peritoneum could be a reliable sign of 
intraperitoneal rupture of abdominal teratoma 

 

 
 

Fig. 1. Intraoperative findings showing ruptured ovarian mature cystic teratoma covered by 
diffuse, thick, yellowish white plaque-like lesions 
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(dermoid) and subsequent chemical peritonitis 
[8]. Similarly, in our case, although the initial 
ultrasound showed a right adnexal mass but, it 
was not able to identify suggestive rupture 
features. Later contrast enhanced CT scan 
showed a thick irregular walled cystic lesion 
around 11×8 cm with features suggestive of 
ruptured dermoid cyst. 
 
Once rupture of mature cystic teratoma is 
diagnosed, immediate surgical intervention is 
necessary. In cases of spontaneously ruptured 
ovarian cystic teratoma without obvious signs of 
peritonitis have favourable prognosis as prompt 
removal of spontaneously ruptured ovarian cystic 
teratoma with thorough peritoneal lavage is 
sufficient to prevent prolonged chemical 
peritonitis [9]. There is very limited data in 
published literature for management of chronic 
granulomatous peritonitis following rupture of an 
ovarian cystic teratoma. Surgical management 
by both laparoscopy and laparotomy is 
successful, with laparotomies more likely to be 
performed [4].

 
Our patient underwent laparotomy 

because of the urgent need for surgery, size of 
the ruptured dermoid and the widely 
disseminated spread of sebaceous content. This 
approach provided us with the optimum route for 
right sided salpingo-oophorectomy of the 
ruptured ovarian dermoid, adhesiolysis of the 
bowel loops and meticulous peritoneal lavage. 
Although studies have shown that ruptured 
dermoid can be managed effectively with 
laparoscopy, some cases had to be converted to 
laparotomy [3,4,6]. Experienced laproscopic 
surgeons should consider laparoscopy as an 
alternative to laparotomy in management of 
ovarian dermiod in selected cases [10]. 
Laparoscopic management of dermoids is safe 
and cost effective, and provides patients the 
benefit of a shorter hospital stay and recovery 
time [11]. 
 
Although spontaneous rupture of ovarian 
dermoid is a rare entity, there have been cases 
reported where the ovarian dermoid cyst 
spontaneously ruptured into the adjacent viscera 
like bowel and bladder [12]. There are few cases 
reported where symptomatic patients with 
residual chronic granulomatous peritonitis post-
operatively required oral steroids [4]. A case has 
been reported of rupture of ovarian cystic 
teratoma in pregnancy with diffuse peritoneal 
reaction mimicking advanced ovarian malignancy 
[13]. Sclerosing encapsulating peritonitis has 
also been reported as a complication secondary 
to dermoid cyst rupture [14]. Our patient 

developed surgical site infection on the 9th post 
operative day which was treated with antibiotics 
and daily dressing. But she was discharged on 
the the 48

th
 post operative day with 30 days 

postoperative Clavein-Dindo complication Grade 
II. The delayed wound healing could be attributed 
to the chemical peritonitis caused by 
spontaneous rupture of mature cystic teratoma. 
 

4. CONCLUSION 
 
This case report emphasizes the significance of 
early and correct diagnosis of rupture of ovarian 
mature cystic teratoma which is essential not just 
for planning the optimum approach for surgery 
but also for preventing long term morbidity 
associated with rupture-related chemical 
peritonitis. 
 

CONSENT  
 
As per international standard or university 
standard, patients’ written consent has been 
collected and preserved by the authors. 
 

ETHICAL APPROVAL 
 
As per international standard or university 
standard written ethical approval has been 
collected and preserved by the authors. 
 

ACKNOWLEDGEMENTS 
 
We would like to acknowledge the department of 
obstetrics and gynecology for their support  and 
co-operation. 
 

COMPETING INTERESTS 
 
Authors have declared that no competing 
interests exist. 

 
REFERENCES 
 
1. Kurman RJ, Ellenson LH, Ronnett BM. 

Blaustein’s Pathology of the female genital 
tract. 7

th
 Ed. Gewerbestrasse: Springer; 

2019. 
2. Dindo D, Demartines N, Clavien PA. 

Classification of surgical complications: A 
new proposal with evaluation in a             
cohort of 6336 patients and results              
of a survey. Ann Surg. 2004;240(2):205-
213. 
Available:https://www.assessurgery.com/cl
avien-dindo-classification/ 



 
 
 
 

Rajbhandary et al.; ARJGO, 4(3): 12-16, 2020; Article no.ARJGO.61223 
 
 

 
16 

 

3. Rha SE, Byun JY, Jung SE, Kim HL, Oh 
SN, Kim H, et al. Atypical CT and MRI 
manifestations of mature ovarian cystic 
teratomas. Am J Roentgenol. 2004;183: 
743-750. 
Available:https://www.ajronline.org/doi/10.2
214/ajr.183.3.1830743 

4. Yang HS, Song TH, Bang HC, Park JH, 
Lee CH, Roh JW et al. Persistent chemical 
peritonitis resulting from spontaneous 
rupture of an ovarian mature cystic 
teratoma. Korean J Obstet and Gynecol. 
2011;54(11):726-730. 
Available:http://dx.doi.org/10.5468/KJOG.2
011.54.11.726 

5. Li RY, Nikam Y, Kapurubandara S. 
Spontaneously Ruptured Dermoid Cysts 
and their Potential Complications: A review 
of literature with a case report. Case Rep 
Obstet Gynecol. 2020;2020;1-9. 
Available:https://doi.org/10.1155/2020/659
1280 

6. Fibus TF. Intraperitoneal rupture of a 
benign cystic ovarian teratoma: Findings at 
CT and MR imaging. AJR Am J 
Roentgenol. 2000;174:261-2. 
Available:https://www.ajronline.org/doi/10.2
214/ajr.174.1.1740261 

7. Park SB, Kim JK, Kim KR, Cho KS. 
Imaging Findings of complications and 
unusual manifestations of ovarian 
teratomas. Radiographics. 2008;28(4):969-
983. 
Available:https://pubs.rsna.org/doi/pdf/10.1
148/rg.284075069 

8. Nitinavakarn B, Prasertjaroensook V, 
Kularkaew C. Spontaneous rupture of an 
ovarian dermoid cyst associated with   
intra-abdominal chemical peritonitis: 
characteristic CT findings and literature 
review. J Med Assoc Thai. 2006;89(4):513-
7. 2006;89(4):513. 
Available:http://www.thaiscience.info/journ
als/Article/JMAT/10401685.pdf 

9. Nader R, Thubert T, Deffieux X, de 
Laveaucoupet J, Ssi-Yan-Kai G. Delivery 
Induced Intraperitoneal Rupture of a Cystic 
Ovarian Teratoma and Associated Chronic 
Chemical Peritonitis. Case Rep Radiol. 
2014;2014:1-4. 

Available:http://downloads.hindawi.com/jou
rnals/crira/2014/189409.pdf 

10. Godinjak Z, Bilalović N, Idrizbegović E. 
Laparoscopic treatment of ovarian dermoid 
cysts is a safe procedure. Bosnian Journal 
of Basic Medical Sciences. 2011;11(4): 
245. 

Available:https://www.ncbi.nlm.nih.gov/pm
c/articles/PMC4362580/ 

11. Albini SM, Benadiva CA, Haverly K, 
Luciano AA. Management of benign 
ovarian cystic teratomas: Laparoscopy 
compared with laparotomy. J Am Assoc 
Gynecol Laparosc. 1994;1(3):219-222. 

DOI: 10.1016/s1074-3804(05)81013-8 

12. Chauhan R, Kumar I, Verma A. CT 
depiction of ovarian dermoid showing 
spontaneous fistulous communication with 
small bowel. Egypt J Radiol Nucl Med. 
2018;49(1):292-294.  

Available:https://www.sciencedirect.com/sc
ience/article/pii/S0378603X17301584?via
%3Dihub 

13. Maiti S, Fatima Z, Anjum Z, Hopkins R. 
Ruptured ovarian cystic teratoma in 
pregnancy with diffuse peritoneal reaction 
mimicking advanced ovarian malignancy: 
A case report. Journal of Medical Case 
Reports. 2008;2(1). 

Available:https://jmedicalcasereports.biom
edcentral.com/articles/10.1186/1752-1947-
2-203 

14. Fossey SJ, Simon JNL. Sclerosing 
encapsulating peritonitis secondary to 
dermoid cyst rupture: A case report .Ann R 
Coll Surg Engl 2011;93:e39-e40. 

DOI: 10.1308/147870811x582495 
_________________________________________________________________________________ 
© 2020 Rajbhandary et al.; This is an Open Access article distributed under the terms of the Creative Commons Attribution 
License (http://creativecommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any 
medium, provided the original work is properly cited. 
 
 

 

 

 

Peer-review history: 
The peer review history for this paper can be accessed here: 

http://www.sdiarticle4.com/review-history/61223 


