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Abstract: As part of the optimization of care, ultrasound scans are routine during pregnancy. The result is the more frequent 

finding of a benign-looking tumor associated with pregnancy. These are most often mature teratomas of the ovary also called 

dermoid cyst. We report a case of mature ovarian teratoma larger than 60 mm, diagnosed in early pregnancy. The objective of this 

clinical case is to discuss the pathophysiological mechanisms, prognosis and management in countries under medical care. This 

case occurred in a primigest, nulliparous 28-year-old woman who did not have a specific medical history. The pregnancy was 

brought to term without major complications. The mode of delivery was a cesarean section, which gave us the opportunity to 

perform the cystectomy. In view of this case, we propose that, in the absence of a laparoscopy or a laparotomy for an ovarian cyst 

associated with pregnancy and when the maternal-fetal condition allows it, therapeutic abstention may be considered. In this case, 

special prenatal monitoring must be carried out by a multidisciplinary team of obstetrician, sonographer, intensive care 

anesthesiologist and neonatologist. Apart from complications directly related to the cyst during pregnancy, we recommend a full 

term caesarean section. This represents an opportunity to perform the cystectomy at the same time of operation. 

Keywords: Mature Ovarian Teratoma, Pregnancy, Ultrasound 

 

1. Introduction 

The quality requirements of good medical practice 

recommend, as part of prenatal follow-up, the performance of 

ultrasound in each trimester of pregnancy. The result is the 

discovery of more and more ovarian tumors associated with 

pregnancy [1, 2]. Most often they are benign: mature 

teratomas of the ovary or dermoid cysts [3]. The combination 

of potentially benign tumor and pregnancy is above all a 

problem of surveillance. But it also raises questions of the way, 

the end of the delivery and the care. 

We report a case of a mature ovarian teratoma diagnosed early 

in a pregnancy that was brought to term. The aim is to discuss the 

pathophysiological mechanisms, prognosis and management in 

countries under medical care. 

2. Case Presentation 

It was a 28-year-old patient with a primigravidae with no 

particular medical history. She consulted for a 10-week 

secondary amenorrhea associated with pelvial pain. Clinical 

examination suspected an intrauterine pregnancy associated 

with a laterouterine mass. Obstetric pelvic ultrasound 

confirmed the single intrauterine pregnancy as well as the 

presence of a right ovarian tissue formation, multicloisonate 

with calcifications, without intracystic adenoids measuring 96 

mm x 60 mm suggesting a dermoid cyst (Figure 1). A close 

prenatal follow-up plan was put in place with the performance 

of an ultrasound for a monthly monitoring of the fetus and 

especially of the cyst. The signs in favor of a cyst 

complication were explained to the patient (persistent acute 
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abdominal pain, easy vomiting, cessation of materials and gas). 

The course was marked by the occurrence of sharp and acute 

abdominal pain at 29 weeks of amenorrhea (WA), raising fears 

of twisting of the cyst. These pains were rather related to a 

distension of the wall of the cyst. The management consisted 

of ice packs, analgesics and anti-inflammatory drugs 

administered on an ad hoc basis. The pregnancy continued 

with an enlargement of the ovarian cyst to 128 mm x 93 mm. 

An indication for an elective caesarean has been made. 

Transverse segmental caesarean section extracted a healthy 2 

600g newborn at 37 weeks with an APGAR of 8-9. After 

hysterorrhaphy, the second operative stage consisted of 

cystectomy (Figures 2, 3). Abdominal exploration did not find 

ascites or granulations and the contralateral ovary was healthy. 

Macroscopically the cyst measured 127 mm x 107 mm per 500 

g and had a creamy whitish, milky liquid appearance 

containing hair and teeth (Figure 4). Histological examination 

revealed a mature teratoma of the ovary (Figure 5). 

 

 

Figure 1. Obstetric ultrasound Progressive pregnancy of 10 weeks associated 

with a right ovary cyst of 96 mm x 60 mm. 

3. Discussion 

3.1. Physiopathology 

Benign ovarian tumor pathology during pregnancy is 

dominated by dermoid cysts or mature teratoma. According to 

the authors, the frequency varies between 22% and 50% of 

benign ovarian tumors during pregnancy [1, 4, 5]. This tumor 

most often affects women of child-bearing age [2, 6, 7]. 

Mature ovarian teratomas are thought to be of parthenogenetic 

origin [8]. In fact, a pluripotent stem cell or a primordial germinal 

cell before meiosis I of oocytes would be the starting point of 

mature ovarian teratomas [9]. Thus, mature teratomas result from 

the proliferation of immature cells from the three embryonic 

layers: endoderm, mesoderm and ectoderm [10]. 

 

Figure 2. Right ovarian cyst after fetal extraction. 

 

Figure 3. Right ovary after cystectomy. 

 

Figure 4. Macroscopic appearance of a multilocular and septate ovary cystic 

with the presence of hairs. 

 



 Journal of Gynecology and Obstetrics 2020; 8(4): 117-121 119 

 

 
Figure 5. Histology Mature Teratoma of the Ovary (Hematein-Eosin HEx4); (a) Presence of keratin lamellae, sebaceous glands, and adipocytes respectively in 

the lumen and the cystic wall, (b) Presence of pilosebaceous follicle and adipocytes in the cystic wall, (c) Presence of cartilage tissue in the cyst wall. 

3.2. Diagnosis 

Benign ovarian tumors are most often of low clinical 

expression. These tumors are increasingly diagnosed early and 

incidentally during pregnancy due to the popularization of 

ultrasound. Pregnancy can lead to a diagnostic delay by an 

ascension of the tumor which then becomes extra pelvic due to 

the gravid uterus [4]. In our case there were no diagnostic 

difficulties. The diagnosis was early at the 10th week of 

amenorrhea with a cyst initially exceeding 60 mm. Certainly, 

this existed before the pregnancy and remained asymptomatic 

as is often the case [2, 10]. 

Ultrasound remains the key examination for the diagnosis of 

ovarian tumors associated with pregnancy [11]. The following 

ultrasound criteria are necessary to suggest the benign nature of 

the tumor. These are among others: a regular homogeneous 

image, anechoic fluid content with posterior reinforcement; a 

thin and regular wall (<3 mm) without partition or intracystic 

vegetation; a diameter of less than 80 mm; lack of blood supply 

or peripheral blood supply on color Doppler and a high 

pulsatility index [1]. The presence of a cystic ovarian formation 

with an echogenic nodule hanging from the wall (Rokistanky’s 

nodule) is strongly suggestive of a mature teratoma [6]. 

Magnetic resonance imaging (MRI) would provide additional 

information when ultrasound is not relevant enough [1, 4, 6, 11]. 

Since MRI is not a common practice in our under medicalized 

context, it was not performed in our case. In addition, the 

ultrasound clearly revealed the benign features of the ovarian 

tumor. 

Serum marker assays CA125 and alpha foeto protein (AFP) 

are of no interest in pregnant women [1, 12]. Indeed, CA125 is 

physiologically increased during pregnancy and does not 

constitute a diagnostic aid in pregnant women [1]. Changes in 

AFP may raise suspicion of fetal disease as part of an antenatal 

diagnosis. 

3.3. Prognosis 

There is a high risk of complications from ovarian cysts 

associated with pregnancy when these measure more than 60 

mm [1, 13]. The main acute complications of ovarian cysts in 

pregnancy are adnexal torsion, cyst rupture, intracystic 

hemorrhage, and praevia cyst [12]. One of the most dreadful 

is the adnexal torsion. In fact, adnexal torsion manifests itself 

as abdominal pain syndrome. If this is not taken care of, it 

can lead to ovarian necrosis, which will be followed by 

ovarian superinfection. In our case, the patient presented 

acute abdominal pain syndrome at the 29th WA. This was 

due to the rapid growth of the cyst, growing by 28 mm in 19 

weeks. This rapid growth contributed to creating an 

overdistension of the cyst wall in places, responsible for the 

pain. In fact, the growth of mature teratomas of the ovary is 

slow, ie 1.8 to 2 mm per year outside pregnancy [2, 10]. 

However, hormonal changes induced by pregnancy may be 

responsible for the rapid increase in the size of dermoid cysts 

[3, 4, 14]. In fact, mature teratomas are believed to have 

estrogen and progesterone receptors [14]. These hormones 

stimulate the growth of the sebaceous glands contained in 

mature teratomas [10]. This explains their faster growth 

during pregnancy where the secretion of these hormones is 

increased (estrogen from 0.55 nmol/l to 110 nmol/l; 

progesterone from 1.5 nmol/ml to 700 nmol/l). 
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3.4. Treatment 

The problem of the management of dermoid cysts 

associated with pregnancy arises for those over 60 mm. 

Some more reservist writers recommend abstention [4, 15]. 

Other more interventionist authors recommend laparoscopy 

until 16-17 WA, beyond an open laparoscopy or a 

laparotomy seem more indicated [1, 12, 16, 17]. 

Laparoscopy can be performed up to 22 WA depending on 

the experience of the operators [1]. In all cases it is 

important to take into account the risk benefit balance. 

Laparoscopy during pregnancy is not without risk. The 

pneumoperitoneum necessary for its realization is thought 

to be the cause of hypoxia and fetal acidosis [1]. In addition 

to the anesthetic risks, there are the risks inherent in 

pregnancy, namely termination of pregnancy, especially in 

the first and second trimester, and thromboembolic events 

[1, 4]. The size of the cyst greater than 60 mm in our case 

should probably have motivated a cystectomy from the start, 

if only by laparoscopy. However, the cost of this first look 

remains high in developing countries. In addition, we did 

not want to jeopardize the course of the pregnancy. In our 

case, the rapid evolution of the size of the cyst during 

pregnancy motivated the cesarean section and the 

cystectomy at term. This in view of complications 

including possible rupture of the cyst during childbirth due 

to abdominal thrusts. 

Premature deliveries, newborns small for gestational age, 

neonatal and neonatal deaths are also more frequent in the 

association of ovarian cyst and pregnancy [1]. In our case the 

weight of the newborn was in harmony for the gestational age. 

As a therapeutic alternative to surgery, some authors 

propose a guided echo puncture of the dermoid cyst [2]. 

However, the high risk of recurrence (between 30 and 50%) 

and the risk of chemical peritonitis does not make this option a 

satisfactory alternative [2]. 

4. Conclusion 

The chance discovery of ovarian cysts during pregnancy is 

more common. The ultrasound is efficient enough to point to 

the benign nature of the ovarian cyst. The issue of care exists 

for cysts over 60 mm. In the absence of a laparoscopy or 

laparotomy for an ovarian cyst associated with pregnancy and 

when the maternal-fetal condition allows it, therapeutic 

abstention can be considered. In this case, special prenatal 

monitoring must be done. In the absence of complications 

directly related to the cyst, we recommend a cesarean section 

at term. This represents an opportunity to perform the 

cystectomy at the same time of operation for a pathological 

examination. 
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