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ABSTRACT 
 

Background: Ovarian teratomas are the most common germ cell tumors during pregnancy, with an incidence of 

approximately 1 in 1000 pregnancies. While most remain asymptomatic, complications such as torsion, rupture, 

and malignant transformation can occur, necessitating surgical intervention. Management during pregnancy 

requires careful consideration of maternal safety and fetal well-being. 

 

Case Presentation: A 23-year-old woman, gravida 4 para 2 living 2 abortion 1, at 8 weeks gestation presented 

with acute onset lower abdominal pain and vomiting of 3 days duration. Ultrasonography revealed a 7.2×6×5 

cm left ovarian dermoid cyst with a single viable intrauterine pregnancy. Due to symptomatic presentation and 

risk of complications, diagnostic laparoscopy with left ovarian cystectomy was performed. Histopathological 

examination confirmed mature cystic teratoma. Post-operative recovery was uneventful with stable fetal cardiac 

activity. The patient was discharged on postoperative day 3 and successfully continued her pregnancy to term, 

delivering vaginally without complications. 

 

Conclusion: Symptomatic ovarian teratomas during early pregnancy can be safely managed with laparoscopic 

cystectomy while preserving both the pregnancy and ovarian function. Early surgical intervention in symptomatic 

cases prevents serious complications and allows successful pregnancy outcomes. 
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I. INTRODUCTION 
 

Ovarian teratomas, also known as dermoid cysts, are germ cell tumors containing well-differentiated 

tissues derived from two or three embryonic layers (ectoderm, mesoderm, and endoderm).¹ They represent 20-

25% of all ovarian neoplasms and are the most common ovarian tumors encountered during pregnancy, with an 

estimated incidence of 1 in 1000 to 1 in 10,000 pregnancies.² The term "teratoma" originates from the Greek word 

"teras," meaning monster, reflecting the diverse tissue composition including hair, teeth, sebaceous material, and 

occasionally bone or cartilage.³ 

Mature cystic teratomas are typically benign, but their occurrence during pregnancy presents unique 

clinical challenges. The gravid uterus limits the space available for ovarian mobility, increasing the risk of 

complications such as torsion (estimated at 3-11%), rupture (1-4%), obstructed labor, and rarely, malignant 

transformation (1-2%).⁴ These complications may result in acute abdominal pain, requiring differentiation from 

other obstetric and non-obstetric causes including appendicitis, ectopic pregnancy, placental abruption, and 

urinary tract pathology.⁵ 

Diagnosis relies primarily on ultrasonography, which demonstrates characteristic hyperechoic areas with 

posterior acoustic shadowing. Magnetic resonance imaging (MRI) provides superior soft tissue contrast and can 

be safely performed during pregnancy, particularly when ultrasonographic findings are inconclusive.⁶ 

Management depends on multiple factors including gestational age, cyst size, symptoms, and risk of 
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complications. While small asymptomatic teratomas may be managed conservatively with close surveillance, 

symptomatic cases or those with high torsion risk typically require surgical intervention.⁷ 

 

II. CASE PRESENTATION 
 

A 23-year-old woman, gravida 4 para 2 living 2 abortion 1, presented to the gynecology department with 

a three-month history of amenorrhea and acute onset of lower abdominal pain for 3 days, associated with multiple 

episodes of vomiting. The pain was sudden in onset, severe in intensity, localized to the left lower quadrant with 

radiation to the left flank, and was not relieved by analgesics. She had no history of fever, urinary symptoms, or 

vaginal bleeding. Her obstetric history revealed two previous normal vaginal deliveries and one spontaneous 

abortion. She had no significant past medical or surgical history. 

On general physical examination, the patient appeared uncomfortable but hemodynamically stable with 

normal vital signs. Systemic examination was unremarkable. Per abdominal examination revealed left lower 

quadrant tenderness on deep palpation with guarding and rebound tenderness. No masses were palpable due to 

guarding. 

Laboratory investigations showed hemoglobin of 11.5 g/dL and total leukocyte count of 22,000/μL with 

neutrophilic predominance, suggesting an acute inflammatory process. Transabdominal ultrasonography was 

performed immediately and revealed a single live intrauterine pregnancy corresponding to 8 weeks 2 days 

gestation with fetal heart rate of 148 beats per minute. Additionally, a bulky left ovary was identified with a central 

fat-echogenic area containing few cystic spaces with peripheral ovarian stroma, measuring 7.2×6×5 cm with no 

internal vascularity, highly suggestive of a dermoid cyst. Per speculum and per vaginal examination were deferred 

in view of acute presentation and early pregnancy. 

Given the acute symptomatic presentation, size of the cyst, risk of torsion, and ongoing pregnancy, a 

multidisciplinary decision was made to proceed with surgical intervention. After informed consent and pre-

operative optimization, the patient underwent diagnostic laparoscopy under general anesthesia. Intraoperatively, 

a left-sided ovarian cyst measuring approximately 5×6×5 cm was identified with normal ovarian stroma. The cyst 

appeared benign without features of torsion or rupture. The right ovary, both fallopian tubes, and uterus appeared 

normal for gestational age. Left ovarian cystectomy was performed meticulously, preserving the normal ovarian 

tissue. The specimen was sent for frozen section examination, which reported it as mature teratoma of the left 

ovary with no evidence of malignancy. 

Post-operatively, fetal heart rate was monitored and found to be stable. The patient received appropriate 

analgesia, antiemetics, and prophylactic antibiotics. She recovered well without any surgical or obstetric 

complications. Progesterone supplementation was continued. She was discharged on postoperative day 3 with 

advice for regular antenatal checkups. Final histopathology confirmed the diagnosis of mature cystic teratoma. 

The patient continued her pregnancy uneventfully with regular antenatal follow-up and delivered 

vaginally at term without any complications, with a healthy neonate. 
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 Per speculum and per vaginal examination was deffered. She underwent diagnostic laproscopy proceded 

with left ovarian cystectomy (Figure 1) and left side ovarian cyst of 5*6*5cms with normal ovarian stroma with 

gravid tres seen and left ovarian cystectomy specimen was sent for frozen section and was reported to be mature 

teratoma of left ovary. 

Patient was discharged on post operative day 3 and adviced for regular antenatal checks up. Patient 

sucessfully continued her pregnancy and delivered vaginally without any complications. 
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III. DISCUSSION 
 

Ovarian masses are detected in approximately 1-4% of pregnancies, with mature cystic teratomas being 

among the most common.⁸ The present case demonstrates successful laparoscopic management of a symptomatic 

ovarian teratoma during the first trimester, highlighting several important clinical considerations. 

The differential diagnosis of acute abdominal pain in early pregnancy is broad and challenging. In this 

case, the combination of acute left lower quadrant pain, leukocytosis, and ultrasonographic findings of a dermoid 

cyst raised suspicion of either impending torsion or acute inflammation of the cyst. Ovarian torsion complicates 

approximately 8% of pregnancies with ovarian masses and is more common with dermoid cysts due to their 

tendency to be pedunculated.⁹ The sudden onset and severity of pain in our patient warranted urgent intervention 

to prevent potential torsion and its sequelae, including ovarian necrosis, infection, and pregnancy loss. 

Timing of surgical intervention for ovarian masses during pregnancy remains debatable. Traditionally, 

the second trimester (weeks 14-20) has been considered optimal, as organogenesis is complete and the risk of 

preterm labor is lower compared to the third trimester.¹⁰ However, recent evidence supports the safety of first-

trimester laparoscopic surgery when clinically indicated.¹¹ Caspi et al. reported that conservative management 

may be appropriate for asymptomatic dermoid cysts smaller than 6 cm, but surgical intervention should be 

considered for symptomatic cases regardless of gestational age.¹² Our patient presented at 8 weeks gestation with 

acute symptoms, making conservative management inadvisable due to the high risk of complications. 

Laparoscopic surgery during pregnancy offers several advantages over laparotomy, including reduced 

postoperative pain, shorter hospital stay, faster recovery, and improved cosmetic outcomes.¹³ Concerns regarding 

pneumoperitoneum-induced reduction in uteroplacental blood flow and fetal acidosis have been addressed through 

the use of lower insufflation pressures (10-12 mmHg), CO₂ as the insufflation gas, and left lateral tilt positioning.¹⁴ 

Fetal monitoring before and after surgery is essential to ensure fetal well-being. In this case, stable fetal cardiac 

activity both intra-operatively and post-operatively confirmed the safety of the procedure. 

The goal of surgery in reproductive-age women is fertility preservation through ovarian cystectomy 

rather than oophorectomy. Frozen section examination during surgery is valuable to exclude malignancy, which 

occurs in approximately 1-2% of dermoid cysts, with risk increasing with maternal age.¹⁵ Immature teratomas are 

rare but more likely to occur in younger patients and require oncological management. In our case, frozen section 

confirmed mature teratoma, allowing conservative surgical approach. 

Histologically, mature cystic teratomas contain various tissue types including skin, hair follicles, 

sebaceous glands, teeth, bone, cartilage, and occasionally thyroid or neural tissue.¹⁶ The diagnosis is usually 

evident on gross and microscopic examination. Postoperative progesterone supplementation is often 

recommended after first-trimester surgery to support the corpus luteum, although evidence for its necessity beyond 

8-10 weeks is limited.¹⁷ 

The successful continuation of pregnancy and vaginal delivery in this case underscores the importance 

of appropriate timing and technique in surgical management. Long-term follow-up is recommended as recurrence 

of dermoid cysts can occur in 3-4% of cases, and the contralateral ovary may develop similar pathology in 10-

15% of patients.¹⁸ 

 

IV. CONCLUSION 
 

This case demonstrates that symptomatic ovarian teratomas during early pregnancy can be safely 

managed with laparoscopic ovarian cystectomy. Early surgical intervention in symptomatic cases prevents serious 

complications such as torsion, rupture, or obstructed labor while preserving both the pregnancy and ovarian 

function. Laparoscopic approach offers excellent outcomes with minimal impact on pregnancy when performed 

by experienced surgeons with appropriate precautions. Multidisciplinary coordination, careful patient selection, 

and meticulous surgical technique are essential for optimal maternal and fetal outcomes. 
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