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ABSTRACT: Immature teratoma accounts for 10 - 20% of all ovarian neoplasms in women less than
20 years of age with peak incidence between 15 - 19 years and they account for 30% of deaths
arising from ovarian cancer in this age group.( Immature teratomas are rarely found to be
bilateral,® Immature teratomas are malignant in nature and the most common sites of
dessemination are peritoneum, retroperitoneal lymph nodes, hematogenous spread to Lung liver and
brain is unusual.® We report a case of an immature teratoma of the ovary in a 14 year old girl who
presented to us with acute pain abdomen. On examination patient was febrile, tachycardia present
and abdominal rigidity was seen. Ultrasound examination showed a pelvic mass with fluid in
morrisons pouch suggesting internal haemorrhage. Urine pregnancy test was done to rule out ectopic
pregnancy. Patient was taken for emergency laparotomy. On laparotomy ruptured ovarian mass was
seen with hemoperitoneum. Unilateral salpingo - oophorectomy was done and specimen sent for
Histopathological examination which revealed immature ovarian teratoma stage I, Grade 3. Post-
operative period was uneventful. Patient was referred to cancer centre for chemotherapy and further
management. Patient was put on BEP regime.(Bleomycin Etoposide, Paclitaxal).on further follow up
patient was normal.
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INTRODUCTION: Immature ovarian teratomas are ovarian germ cell tumors arising from primordial
germ cells in the gonads. They are less common as compared to mature ovarian teratomas. They
constitute of less than 1% of all ovarian teratomas.®¥ Most commonly seen in younger age group in
first two decades of life accounting for 10 - 20 % malignant ovarian tumours in this age group.

Immature ovarian teratomas can be differentiated from mature ovarian teratomas by their
histological differentiation and malignant behavior of the tumor.

Most common mode of presentation is either abdominal (pelvic) mass or pain abdomen. in
rare cases it may rupture or undergo torsion and present as acute abdomen as seen in present case.

An immature cystic teratoma is characterized by the presence of immature tissue and amount
of immature neuroepithelium component present correlates with the tumour grade and prognosis of
the tumor® As per Norris classification it is graded from grade 0 to Grade 3. Grade -0 representing
well differentiated neuroepithelium and Grade 3 representing poorly differentiated neuroepithelial
elements.

Alpha Feto Protein is the most common tumor marker elevated in these cases. Radiological
diagnosis can be made by ultrasound examination, CT and MRI which shows variable degree of
calcification, fat and cystic component. Treatment of immature ovarian teratoma is mainly surgical,
for premenopausal patients, confined to a single ovary unilateral oophorectomy and surgical staging
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is done and depending upon the grade of the tumor chemotherapy and rarely radiotherapy is
advised.

CASE REPORT: A 14 year old adolescent girl was received in causality with the complaint of severe
pain abdomen since 5 - 6 hours. Pain was sudden in onset, continuous, all over the abdomen; there
were no associated aggravating or relieving factors. She had regular menstrual cycles since
menarche; last menstrual cycle was one week before the onset of pain.

On physical examination patient was in agony, pulse was 126/ min, regular, tachycardia was
present, respiratory rate was 22 cycles per minute, temperature was 100° F. Patient looked pale.
respiratory system and CVS were normal. On abdominal examination there was guarding & rigidity
present.

Ultrasound examination showed solid mass of 11cm X 8 cm arising from the pelvis and there
was free fluid with internal- echoes in the peri hepatic region, morrisons pouch and left and right iliac
fossa.

Patient was taken up for emergency laparotomy with blood reserved. Operative findings
included hemo peritoneum of 200 - 300 ml. Right sided twisted and ruptured ovarian mass of 10 X 8
cm with necrosis and hemorrhage was seen. Right fallopian tube was tortuous and oedematous. Left
side ovary, fallopian tube, and ovaries were normal. Peritoneum appeared to be healthy Right sided
salpingo-oopherectomy was done and specimen sent for Histopathological Examination (HPE). Post-
operative period was uneventful and suture removal was done on 7t day.

Blood investigation for serum tumor markers revealed:
e Alpha fetoprotein = 14.2 IU (0 -6 IU).
e Beta HCG =0.10 mIU/ml.
e (Cal125=5231U/ml(0.1-35IU/ml).

Histopathology examination showed immature teratoma with predominant neuroectodermal
tissue - stage I, Grade 3.

Based on the above findings and HPE report diagnosis of immature teratoma of ovary stage I
grade 3 was made. Considering the staging of tumor patient was referred to cancer centre for
chemotherapy and further management. Patient was put on BEP regime.(Bleomycin Etoposide,
Paclitaxal)

Patient was followed up for 2 months post chemotherapy and was found to be normal and
symptom free. Post chemotherapy 2 months follow up scan showed normal left ovary.

DISCUSSION: Immature teratoma accounts for 10-20% of all ovarian neoplasias in women less than
20 years of age, with peak incidence between 15 and 19 years old, and 30% of the deaths from
ovarian cancer in this age group. Immature ovarian Teratoma rarely occurs during menopause.(!)

These tumors are histologically graded (grades 0 to 3) based on the amount and degree of
neuroepithelial cell component immaturity. Older patients tend to have lower-grade tumors than
younger patients. Immature teratomas are rarely found bilaterally. And benign tumor is found in
contralateral ovary.(?)
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Immature Teratoma may present as a calcified pelvic mass, abnormal uterine bleeding, or
pelvic pain. The most common sites of dissemination are the peritoneum and the retroperitoneal
lymph nodes. Hematogenous spread to lungs, liver, or brain is unusual. They present with elevated
levels of alpha-fetoprotein in 50% of cases.(3

The youngest age reported in the literature is 5 years old. The initial presenting symptoms
are usually abdominal distension or discomfort. The initial histopathology is usually immature
teratoma.(®

Imaging diagnosis of immature teratoma appears similar to mature teratoma due to its cystic
appearance with fat content. CT with contrast and MRI will give better resolution in these cases.

In tumors of grade 2 or 3, or with bilateral implants or recurrences, apart from surgery adjuvant
chemotherapy should be indicated in a regimen of vincristine, actinomycin and cyclophosphamide
(VAC), or Bleomycin, Etoposide and Cisplatin.(”.8)

In the present scenario young girl of 14 years presented with acute pain abdomen and based
on ultrasound findings the patient was taken up for emergency laparotomy and diagnosis of
immature teratoma confirmed by histopathological report and adjunctive chemotherapy was given as
per grading of sage I grade 3. Timely diagnosis and management had good outcome.

CONCLUSION: It is important to diagnosis and manages cases of immature teratoma occurring in
young girls who commonly present with acute abdomen. Proper management of these cases have
good surgical outcome, depending upon the stage they can be taken up for adjunctive chemotherapy.
Hence early diagnosis and management of these immature teratomas gives a favorable reproductive
future in these young women.
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Fig. 1: Gross Specimen of Immature Teratoma
showing necrosis and haemorrhages

Fig. 2: HPE specimen showing Fig. 3: HPE Specimen Showing
primitive neuroepithelium Primitive Neural elements
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