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Abstract: We report a case of a 34-year-old woman who underwent laparoscopy for her adnexal tumor. Coexistence of 

ovarian mucinous cystadenoma and parasitic ovarian teratoma of the omentum was found and successfully treated by 

laparoscopic surgery. As our case presented, it is thought that the omental teratomas could be resulting from the auto-

amputation and re-implantation of a dermoid cyst of the ovary. 
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INTRODUCTION 
 

Mature cystic teratoma is listed among the most usual 

ovarian tumors. However, omental teratomas are 

extremely rarely reported (Kakuda et al., 2015). The first 

omental dermoid cyst was demonstrated in 1734 (Sinha et 

al., 2009). By reviewing of literature, it was found that 

only 33 such cases reported in published literature 

(Hegde, 2014, Özcan et al., 2015). The knowledge on the 

formation of these omental teratomas is rather limited. 

 

Here, we describe a patient who presented with 

concurrent benign omental dermoid cyst and a mucinous 

cystadenoma of the right ovary. Together with the 

nonappearance of the left adnexa and pathologic report, it 

was suggested that the tumor encountered auto-

amputation and re-implantation on the omentum. To the 

best of our knowledge, this is the first case with 

coexistent omental teratoma and an ovarian mucinous 

cystadenoma which was successfully treated by 

laparoscopic cystectomy and partial omentectomy, 

respectively. 

 

Case report 

The patient is a 34-year-old woman, with gravida 3, para 

2 and abortus 1, who suffered from lower abdominal 

distension recently. The patient was with regular 

menstruation and no previous surgeries were reported. 

Several episodes of acute pains of lower portion of 

abdomen were recorded in her medical history, with 

unknown causes, about 14 years ago. Exploratory 

laparotomy was indicated that time but she refused since 

the symptoms subsided a week later after conservative 

treatment. However, she had been found to have an 8cm 

right adnexal cyst since 4 years ago. She followed up 

regularly at our gynecologic clinic because no obvious 

symptoms were associated with the cyst. Unfortunately, 

the size of the tumor seemed to be increased because 

lower abdominal distension which bothering her a lot 

recently. Pelvic examination revealed a softball-size, 

mobile cystic mass in the right lower quadrant. 

Sonography showed a normal uterus with two cystic mass 

conjunction together, presume to be bilateral ovarian cysts 

initially one cyst with an anechoic area and posterior 

enhancement, measuring 11.2x8.2cm, located at the right 

adnexal area. The other cyst with bright echogenic portion 

with posterior shadowing, measuring 7.1x4.7cm, located 

at the right mid abdomen. Tumor markers were reported 

to be in the normal ranges, including CA125, CEA and 

AFP. Bilateral ovarian tumors were diagnosed followed 

by a laparoscopic surgery. 

 

Upon the laparoscopic surgery, we found severe adhesion 

between the anterior abdominal wall, cyst bladder and the 

uterus. Adhesiolysis was done carefully with endoscopic 

scissor. Then, many adhesions were found, which 

involved omentum, ascending colon, and the right adnexa. 

Following that, a second cystic mass was adhesiolysed, 

and then implanted into the great omentum (fig. 1). This 

tumor was measured around 5cm in size. It was found that 

there were many small vessels as the blood supply from 

the omentum. Partial omentectomy was performed with 

the help of endoloops to dissect and remove the omental 

tumor. Upon dissection, the cyst ruptured with sebaceous 

material and hair flowing out, that is consistent with 

teratoma macroscopically. The uterus is grossly normal in 

appearance. The left adnexa (fallopian tube and ovary) 

was absent, but existed a 1cm of closed-end tube, 

developing from the corner of the uterus (fig. 2). Besides, 

a well encapsulated right ovarian cyst, about 12x10cm in 

size, was noted. Upon fenestration, clear fluid flowed out. 

Cystectomy of the right ovary was performed by *Corresponding author: e-mail: klw416@hotmail.com 
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enucleation and endoscopic continue suturing. 

Laparoscopic posterior colpotomy was performed for 

removal of the tumors from the vagina. The colpotomy 

was closed vaginally. At the end of the operation, we 

examined the pelvic and abdominal cavity thoroughly and 

no further pathologic lesion was found. Repeated and 

copious saline lavaged the whole abdomen to make sure 

no more debris left. An abdominal drain into posterior 

cul-de-sac was placed, too. The total operative time was 

130 min with blood loss of 200mL and no blood 

transfusion needed. 

 

Fig. 1: An omental teratoma in 5cm of size (left arrow) 

with omental blood supply consists of multiple small 

vessels (right arrow). 

 

Fig. 2: The left adnexa (fallopian tube and ovary) was 

absent (left arrow). U: uterus with an avascular adhesive 

band at left cornus. O: right ovarian mucinous 

cystadenoma. 
 

The patient coped with the procedure well. There were no 

intra- or post-operative complications found. She was 

then discharged two days later without any sequelae. Till 

now, she was followed up at our outpatient clinic 

uneventfully. Histopathology revealed that the sections of 

right ovary showed a picture of mucinous cyst adenoma 

microscopically. The sections of omental tumor revealed 

cystic teratoma which consisted of greasy material and 

hair, respiratory mucosa and thyroid tissue with ovarian 

stroma (fig. 3). No evidence of malignancy was seen. 

 

Fig. 3: Histopathology revealed that the sections of right 

ovary showed a picture of mucinous cystadenoma 

microscopically. The sections of the omental tumor 

revealed cystic teratoma which consisted of greasy 

material and hair, respiratory mucosa and thyroid tissue 

with ovarian stroma. 
 

DISCUSSION 
 

Benign cystic teratoma could result from germ cell tumors 

which were differentiated along the embryonic line. In 

female sufferers, the teratomas happened in the ovary 

most of the occasions (Kakuda et al., 2015). Among all 

ovarian neoplasms, the incidence ranged from 5 to 25%, 

and more than one in tenth of these tumors are bilateral. It 

was reported that torsion of the pedicle was the most 

usual complication of teratomas of the ovary, and the 

occurrence was reported to be 16.1% (Sinha et al., 2009). 

 

It has rarely been reported omental cyst caused by cystic 

teratoma. The definite etiology of omental teratomas is 

not well documented. Three key explanations have been 

proposed to the localization of the tumors to the 

omentum. (I) Omental teratoma initiated from 

displacement of germ cells, (II) teratoma emerged in 

supernumerary ovary of the omentum, (III) ovarian 

dermoid cyst auto-amputated and then implanted into the 

greater omentum (Sinha et al., 2009, Hegde, 2014, Özcan 

et al., 2015, Khoo et al., 2008, Ali et al., 2009). 

 

The most possible causes of the rare omental teratoma of 

our patient could be torsion, auto-amputation and the 

following re-implantation of a dermoid cyst of the left 

ovary. This presumption is reinforced by the facts that (I) 

several episodes of acute pains of the lower portion of 

abdomen were recorded in her past history about 14 years 

ago, with unknown cause, torsion might be happened that 

time; (II) at this time of the laparoscopic findings, severe 

abdominal adhesion, absence of the left adnexa and 

histopathological identifying ovarian tissue in the omental 

tumor which may indicate inflammation process, auto 

amputation and the ovarian origin, and (III) many small 
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vessels were observed as the blood supply from the 

omentum to the imbedded teratoma, which may indicate 

re-implantation and neovascularization. 

 

Pains of the abdomen were the principal symptom of the 

omental teratoma (Sinha et al., 2009). Torsion on the 

omental pedicle was rarely developed with acute 

presentation (Khoo et al., 2008). Handy measures in 

diagnosing these tumors comprising X-ray, computed 

tomography (CT) scan and transabdominal ultrasound 

scan (Schols et al., 2013, McLucas, 2008). In contrast, 

our case was a silent one only presented with abdominal 

distension due to the coexistent and enlarged size ovarian 

mucinous cyst adenoma. Localization of the tumor to the 

omentum is obvious at the laparoscopic findings. To our 

knowledge, coexistent omental teratoma and an ovarian 

mucinous cyst adenoma has never been reported before. 

Simple excision was a feasible treatment for benign cystic 

teratomas of the omentum just as other similar tumors 

(Sinha et al., 2009).  

 

CONCLUSION 
 

As our case presented, it is thought that the omental 

teratomas could be resulting from the auto-amputation 

and re-implantation of a dermoid cyst of the ovary. In our 

case, both the tumors were successfully treated by 

laparoscopic cystectomy and partial omentectomy 

respectively without sequelae. It is concluded that the 

laparoscopist should be consulted sharply after a 

unilateral nonappearance of adnexa unanticipatedly 

discovered at laparoscopy in order to search for potential 

auto-amputated and re-implanted ovarian tumors within 

the abdominal cavity. 
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