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DERMOID CYST WITH ACUTE TORSION
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PRESENTATION OF CASE

Dermoid cyst is a cystic tumour that contains elements from
all three germ cell layers, viz. the Ectoderm, the Endoderm and
the Mesoderm. It is the most common germ cell tumour and
also known as “Benign (Mature) Cystic Teratoma.” Dermoid
cyst accounts for 40% of all Ovarian Tumours in all ages,
mostly young i.e.median 30 yrs. Itis usually unilocular, but can
be bilateral in 10 - 12% of cases. Torsion is present in 10% of
cases and rupture and infection are also observed rarely.

A 45 years old married woman was admitted in emergency
with pain in abdomen for 9 - 10 hours. Patient was conscious
and well oriented. Her vitals were stable and UPT test was
negative. Patient was posted for emergency exploratory
laparotomy which proceeded to right dermoid cyst excision
with abdominal panhysterectomy for right dermoid cyst with
acute torsion. It was very rare presentation of dermoid cyst
with acute torsion, which is visible in less than 10% of cases.

Dermoid cyst is the most common germ cell tumour and
is also known as “Mature Cystic Teratoma.” It contains
elements from all the three germ cell layers, viz. the Ectoderm,
the Endoderm and the Mesoderm. The term “dermoid” is a
misnomer, since it is rarely composed only of skin
(Ectoderm)-

e  Monophyllum: When only one embryonic layer is
present.

e  Biphyllum: When two embryonic layers are present.

e  Triphyllum: When all three layers are present.

Dermoid cyst accounts for 40% of all ovarian tumours in
all ages, mostly young (median 30 yrs.). It is usually unilocular,
but can be bilocularin 10 - 12% of cases.12 Torsion is observed
in 10% of cases, but rupture and infection can also be observed
rarely. 2% of dermoid cysts undergo a secondary malignant
change and the most common type is Invasive Squamous Cell
Carcinoma.

45 years old married woman was admitted in emergency
with pain in abdomen for 9 - 10 hours. Patient was conscious
and well oriented.
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On examination, it was found that the vitals of the patient
were stable. Per abdomen findings presented soft, 16 weeks’
size mass palpable in lower quadrant of abdomen, hard in
consistency and mobile with tenderness in right iliac fossa. P/S
findings was non-significant, but on P/V 14 - 16 weeks’ mass
arising from pelvic with fullness on POD.

DIFFERENTIAL DIAGNOSIS
These findings presented a possibility of Dermoid Cyst or
Query Complex Ovarian Cysts with intermittent torsion or
detorsion phenomenon. It also presented a possibility of
Endometriosis and Para Ovarian Cyst.

Exploratory lab was done which proceeded to abdominal
panhysterectomy, because family was complete.

CLINICAL DIAGNOSIS

USG Findings

USG indicated a 11.5 * 10.7 * 7.3 sized cystic lesion in pelvis
closely abutting fundus, anterior wall of uterus and posterior
superior wall of urinary bladder.

Intraoperative Findings

Intraoperatively mass was cystic in consistency, spherical in
shape with size around 8 x 8 cm and surface was smooth
glistening with adhesion with right external iliac artery and
torsion and necrosis completely. Left sided FT and ovary
normal.
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Figure 1. Dermoid Cyst:
Most Common Germ Cell Tumour
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Figure 3. Rokitansky Nodule on the UGS Image

PATHOLOGICAL DISCUSSION
Dermoid cyst is usually asymptomatic in earlier stages and
may give rise to lump in abdomen, pain, abnormal uterine
bleeding and acute pain abdomen in case of torsion.
A doughy, non-tender, heavy mass s usually feltin anterior
fornix (Kustner’s Sign)3 should be suggestive of Dermoid Cyst.
Dallan’s Sign: Visible indentation on the abdominal skin on
pressing over the tumour is suggestive of Cystic Teratoma.4
On USG, characteristic finding is highly reflective dermoid
plug (Rokitansky Nodule) that usually forms an acute angle
with wall of the cyst and can produce acoustic shadowing due
to presence of hair, calcium and bone.5
MR and CT will increase the diagnostic accuracy, because
of their high sensitivity for fat and calcium content.

DISCUSSION OF MANAGEMENT

The cystic component of dermoid, sebum and hair may erode
through the epidermal lining and elicit an inflammatory
reaction and result in destruction of the wall of the cyst with
progressive dissection by the cyst content.
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Dissection may eventually extend deep into pelvic soft
tissues or to the peritoneal surfaces. This is the mechanism
that result in spontaneous rupture of large cystic teratoma.

Treatment is removal of dermoid cyst and the closure of
the residual ovary. Usually, it can be shelled out of the ovary if
preservation of fertility is an important consideration.
Laparoscopic treatment of benign cystic teratoma has also
been recommended, i.e. Laparoscopic Ovarian Cystectomy.6

Figure 4. Dermoid Cyst consisting of Hair

FINAL DIAGNOSIS

During the excision of cyst, the right external iliac was partially
avulsed, which lead to retroperitoneal haematoma on right
side. Right ex. iliac artery sutured with Vicryl 2-0 and
retroperitoneal haematoma fixed with stay suture and
haemostasis confirmed. For this post-op, 3 PCV and 2 FFP was
administered. On cut section of cyst having hairy tufts with
sebaceous material present, which confirmed the diagnosis
partially, but HPR confirmed the diagnosis conclusively stating
“Mature Cystic Teratoma with haemorrhagic infarct of right
ovary.”
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