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Mature cystic teratoma is the most common tumor of
ovary and constitutes approximately 10 to 20% of all
ovarian tumors in the women of reproductive age group.
These tumors are composed of all the three germ cell
layers i.e, endoderm, mesoderm and ectoderm (1).  Nearly
15% of the mature cystic teratomas are bilateral
(2).Malignant transformation in mature cystic teratoma
is a rare event with an incidence rate of 1 to 2% (3).
Malignant transformation in these tumors occurs most
commonly in the form of squamous cell carcinoma (75%)
followed by adenocarcinoma and melanoma (4,5). In the
present report we describe a case of bilateral mature
cystic teratoma of ovaries with malignant transformation
to squamous cell carcinoma in left ovarian teratoma..
Case Report

A 35 year old multiparous woman presented with pain
lower abdomen for  two months. The pain was more
severe on left side and was radiating to the lower back.
Patient was having scanty irregular periods for past few
months and had two previous normal vaginal deliveries
and had her last delivery 10 years back. Blood pressure
was 110/70. On examination, pelvic mass was felt but
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Introduction
there was no ascites. On vaginal examination, a large
mass was felt in the left fornix. A clinical diagnosis of
benign ovarian tumor was made.The laboratory findings
were as follows: Hb. 9.1gm%, both MCH (24.8pg), and
MCHC( 29.3g/dl) were slightly below the normal range,
CA 125 was14.20U/ml(reference range: 2.0- 35), and
rest of the hematological profile was within normal limits.
Computerised tomography showed bilateral ovarian
dermoid with left ovarian dermoid showing large thick
cystic, small fatty component and an enhancing nodule.
The patient was operated and total abdominal
hysterectomy with bilateral salphingo oophorectomy was
done. On opening the abdomen, a large cystic mass arising
from left ovary was seen. The mass was in pouch of
doughlas, adherant to the large gut and was hemorrhagic.
Right ovary was also seen to be enlarged. Post operative
period was uneventful.

Pathological Findings: Macroscopic examination:
Left ovary was recieved in multiple pieces altogether
measuring 11x11x13 cms. Externally the capsule was
breached. On cutting open, both solid as well as cystic
areas were identified. Cut section of solid areas was grey

www.jkscience.orgVol


JK SCIENCE

Vol. 17 No. 3,  July  -  September   2015        www.jkscience.org 159

Fig.1  Ovarian Dermoid (Macroscopic Picture)

white and firm. Cystic areas were filled with thick whitish
greasy material and hair was also identified.  Right ovary
was also enlarged measuring 6x5x4cms. Externally the
capsule was smooth and on cutting open the ovary was
cystic, filled with thick whitish greasy material and hair.
Uterus was grossly unremarkable. Bilateral fallopian
tubes were grossly unremarkable. No lymph nodes were
identified.Microscopic examination: Left ovary showed
a well differentiated squamous cell carcinoma arising from
mature cystic teratoma. Sections from right ovary showed
mature cystic teratoma. Sections from endometrium,
myometrium cervix and bilateral fallopian tubes were
unremarkable. Final diagnosis of bilateral mature cystic
teratoma of ovaries with malignant transformation to
squamous cell carcinoma in left ovary was made.
Discussion

Squamous cell carcinoma arising from mature cystic
teratoma is a rare pathologic occurance acounting for 1
to 2% of cases and is usually not diagnosed peroperatively
(6). Mature cystic teratomas are frequently bilateral but
malignant change has been usually reported only on one
side. In approximately 80% of cases, squamous cell
carcinoma arising in a mature cystic teratoma develops

from epidermal elements (7). Squamous cell carcinoma
can also be metastatic from any other site especially the
cervix (8). In our case the squamous cell carcinoma was
arising from the epidermal lining of the cyst wall and, no
metastatic source was found. Malignant change in the
form of squamous cell carcinoma in a mature cystic
teratoma occurs in women over the age of 40 years.
With increase in age, the frequency of malignant change
increases, rising to 19% in women after menopause (9).
However reported cases of this malignant change have
also been reported on young patients around 30 years of
age (10). In our case, age of the patient was 35 years
which was younger than the average age for the
occurance of the malignant change.

Most of the patients present with abdominal pain
followed by a mass. Some of the patients may be
asymptomatic or may have symptoms of abdominal
distention. Some of the patients may present with the
symptoms occuring due to the invasion of the nereby
organs such as gastrointestinal symptoms(diarrhea,
constipation, rectal bleeding) or urinary frequency (11).
In our case the patient presented with pain lower abdomen
that was radiating to back. The pain was more severe on

Fig 2.  Photomicrograph showing Squamous cell carcinoma
            Ovary

Fig.3  SCC in Ovarian Dermoid Cyst Ovary Fig. 4 Dermoid Cyst Ovary
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left side. She was also having scanty and irregular periods
for past few months. On gross examination, the growth
may be identified as cauliflower exophytic, infiltrative grey
white plaques or thickening of cysy wall with necrosis
and hemorrhage4. In our case the large cystic mass was
recieved in multiple pieces altogether measuring
11x11x13cms. Inner surface of the cyst was showing
grey white papillary excresences. Kikkawa et al. reported
that a total diameter larger than9.9cms was 86% sensitive
for malignancy in their series (12).

Histologically, squamous cell carcinoma arising in
mature cystic teratoma can be seen as nests of squamous
cells infiltrating the stroma or malignant squamous cells
lining the cyst wall. Other microscopic patterns include
papillary, verruciform, insular as well as spindle cell
pattern. In high grade tumors squamous differentation
may not be apparent (13).In our case tumor was graded
as a well differentiated squamous cell carcinoma with
the malignant squamous cells infiltrating the stroma in
sheets with abundant keratin pearl formation.

It is yery difficult to make a preoperative diagnosis of
malignant transformation in a mature cystic teratoma
clinically, because this tumor cannot be readily
differentiated from an uncomplicated mature cystic
teratoma or other ovarian tumors (11). However
preoperative risk assessmant can be aided by studying
the tumor imaging characteristics. Characteristic
computerised tomography findings according to Lai et
al. are adnexal mass with fat, calcification, soft tissue
component and areas of invasion through the teratoma
wall must raise a suspicion of associated malignancy
(14).In our case the malignant nature of the tumor could
not be made preoperatively and the radiological impression
of bilateral ovarian dermoids was made with left ovarian
dermoid showing thick cystic, small fatty component and
an enhancing nodule.

CA125 can be of help in differentiating cases of
squamous cell carcinoma from other types of ovarian
malignancies. It is usually normal or moderately elevated
in squamous cell carcinoma but very high levels are seen
in other aggressive ovarian malignancies (15). CA125  in
our case was within normal range(14.20U/ml).

In several previous studies the prognosis of this tumor
is often reported to be very poor. Tumor stage is regarded
as one of the most important prognostic indicator. Several
other factors that have been linked to unfavourable
prognosis are tumor grade, cyst wall invasion,tumor
dessimination, rupture, adhesion, ascitis, growth pattern,
and vascular invasion (16,17).
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