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A case of ruptured ovarian dermoid is documented including the characteristic CT findings of chemi-
cal peritonitis based on the fatty peritoneal fluid content similar to that found in fatty dermoids.
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Benign, cystic, ovarian teratoma (dermoid)
is the most common ovarian neoplasm comprising
between 10 and 25 percent of ovarian tumours(1). The
dermoid (bilateral in 8-15 percent of patients) can occur
at any age, but is more common during the reproduc-
tive years, especially among women under 30 years
old(2). The tumour is slow-growing and is usually an
accidental finding. The tumour may cause pain, dys-
menorrhea and pelvic pressure. The main complica-
tions of benign cystic teratoma are torsion (16%)(3),
malignant degeneration (2%)(4), rupture (1-2%) and
infection (1%)(1,2,5).

Herein, the authors present the CT findings
of a case in which a cystic teratoma ruptured into the
peritoneal cavity.

Case Report
A 41-year-old, nulliparous patient presented

with a 3-week history of fever. She had a low-grade
fever, abdominal pain, anemia, nausea, vomiting and
watery diarrhea (2 times/day) for two weeks. After be-
ing given antibiotic treatment at a provincial hospital,
the diarrhea subsided, but the fever and anaemia
persisted. Three days before admission to Srinagarind
Hospital, she experienced increased abdominal disten-

sion so she was admitted for fever with anaemia. This
sort of history at presentation is common in Northeast
Thailand. Her menstruation cycle was normal and
there was no history of trauma.

Roentgenographic findings
A plain, abdominal radiograph (Fig. 1) revealed

a large, pelvic, soft tissue mass containing a tooth-like
calcification. A sonogram revealed a right-sided, intra-
abdominal echogenic, poorly-penetrated, adnexal
mass. Ascites with some septation were observed.

CT scan of the whole abdomen revealed
a 14-cm, right, adnexal mass with fatty fluid and calci-
fication (Fig. 2, 5), consistent with a cystic ovarian
teratoma.

The fatty-fluid level was significant, viz.: 1) a
large collection of intra-abdominal ascites containing
fatty fluid throughout the whole abdomen (Fig. 3, 5);
2) multiple fat droplets, fatty implants along the
liver surface (Fig 4); and, 3) fat bubbles in the non-
dependent region. Additionally, ascites and omental
infiltration (Fig. 6) were noted. Thickening and increased
density of the greater omentum was demonstrated. All
of the findings indicated a ruptured dermoid cyst with
intra-abdominal chemical peritonitis.

Surgery revealed clear, yellowish ascites with
fat droplets as large as 1000 mL. Omental caking with
adhesions to the anterior abdominal wall was observed.

Case Report
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Fig. 4 CT scan through the level of liver revealed fatty
implantation at the liver surface (arrow heads)

Fig. 1 Plain radiograph of abdomen showed a pelvic soft
tissue mass (arrows) with a calcification (arrow head)

Fig. 6 Axial CT showed the thick and stranding of the
omentum (arrows)

Fig. 3 Axial abdomen at the mid portion depicted the
ascites that showed fat-fluid layering level (black
and white arrows)

Fig. 5 Coronal reformation of the abdomen again showed
the pelvic mass with calcification of characteristic
dermoid tumor (M) with ascites of a fat (white
arrow)-fluid (black arrow) level

Fig. 2 Axial CT scan of pelvic cavity revealed a large right
adnexal  mass  with fat-fluid content (arrow) and a
calcification (arrow head)
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A right, adnexal mass, 14 cm, contained hair, fat and
calcification with a 0.5 cm anterior wall perforation.The
uterus, left tube and ovary appeared normal.

After surgery, the patient’s recovery was
uneventful.

Pathology (Fig. 7)
The section of the right cystic ovary showed

an admixture of variable mature tissues such as skin
(S), brain tissue, thyroid tissue, respiratory mucosa (R),
adipose tissue (A), cartilage (C), mucous gland and
digestive tract mucosa (M) with focal anterior wall per-
forations and chronic peritonitis, foamy macrophages
and foreign body giant cells.

Discussion
Mature teratoma of the ovary comprises a cyst

lined by an epidermis-like epithelium and contains a
variable admixture of elements of one or more of the
three cell lines; meso-, endo- and ecto-dermal deriva-
tives including sebaceous secretions, hair, teeth, bone
or fat(3,6).

The diagnosis of a mature cystic teratoma
using CT imaging is straightforward because this
modality is more sensitive for fat(7). Using CT, fat
attenuation (sebaceous material) within a cyst, with or
without calcification in the wall, is diagnostic for
mature cystic teratoma(3,8-10). A floating mass of hair
can sometimes be identified at the fat-aqueous fluid

interface(8,9). Fat is reported in 93% of cases and teeth
or other calcifications in 56%(10).

In the presented patient, an axial and coronal
contrast, material-enhanced CT scan of the cyst cavity
demonstrated fat attenuation. A round, Rokitansky
nodule was seen and had a feathery appearance at the
fatty interface, where hair arose from it and calcifica-
tion was seen.

Despite the benign nature of these neoplasms,
they have generated considerable interest because
of their unusual presentation. Moreover, rupture or
perforation of the cysts may give rise to peritonitis.
However, spontaneous rupture of an ovarian dermoid
cyst is rare, occurring in < 1% of cases(8,10) due to the
usually thick capsule.

Two clinical presentations are associated
with an intraperitoneal rupture of benign, cystic tera-
tomas(1,5). The first is acute peritonitis caused by the
rupture and sudden release of tumour contents,
which may occur spontaneously, or in association
with torsion, trauma, infection or labour. The second
presentation is chronic granulomatous peritonitis
resulting from a chronically leaking dermoid, charac-
terized by multiple, small, white, peritoneal implants
and dense adhesions, and variable ascites that simu-
late carcinomatosis or tuberculous peritonitis. Fluid
collection can also occur in the bilateral, paracolic
gutters and between the mesenteric leaflets. The latter
is the more common presentation(11), as seen in the
presented case.

In addition to intraperitoneal rupture, the
dermoid cyst may perforate into an adjacent organ.
Although the latter occurs less frequently, numerous
reports document spontaneous rupture of ovarian
dermoid cysts into the bladder, small bowel, rectum,
sigmoid colon and vagina. A review of the published
literature revealed case reports about the CT findings
of intraperitoneal ruptures of a teratoma(12-16).

The present CT findings clearly demonstrated
the rupture of sebaceous material into the peritoneal
cavity, including fatty-fluid layering ascites and fatty
implants. The fat globules may embed in the peritoneal
cavity or visceral surface, such as the liver. The pre-
sented case demonstrated marked ascites with fatty-
fluid and omental infiltration, likely related to the
chemical or granulomatous peritonitis induced by
chronic leakage of sebaceous material.

Conclusion
The authors encountered CT findings indi-

cating fatty-fluid and ascites in the peritoneum, which

Fig. 7 Pathology revealed a 3 cell-lines tumor
A Adipose tissue
C Cartilage
M Mucous gland and digestive mucosa
R Respiratory mucosa
S Skin
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could be a reliable sign of intraperitoneal rupture
of abdominal teratoma (dermoid) and subsequent
chemical peritonitis.
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ภาพรังสีเอกซเรย์คอมพิวเตอร์ ภาวะช่องท้องอักเสบทางเคมีจากโรคถุงน้ำรังไข่แตก: ภาพการตรวจ
ทางรังสีวิทยาท่ีเป็นลักษณะเฉพาะร่วมกับทบทวนวรรณกรรม

เบญจพร  นิตินาวาการ, วิฑรูย ์ ประเสริฐเจรญิสขุ, จไุรรัตน ์ กหุลาบแกว้

ผู้ป่วยหญิงโสดอายุ 41 ปี มาโรงพยาบาลด้วยอาการท้องเสียมา 3 สัปดาห์ หลังจากรักษาที่โรงพยาบาล
ใกล้บ้าน อาการท้องเสียดีขึ้น แต่ยังมีอาการไข้ร่วมกับปวดท้องและท้องอืดมากขึ้นมา 2 วัน

ตรวจร่างกายมีอาการชีด และท้องอืดบวมกดเจ็บเล็กน้อย
การตรวจทางรงัสีวิทยา ได้แก่ ฟิล์มเอกซเรยช่์องทอ้งและเอกซเรยค์อมพวิเตอร ์พบเนือ้ขนาดใหญท่ี่มีหินปูนจับ

บริเวณท้องน้อยด้านขวาเข้าได้กับถุงน้ำรังไข่ ร่วมกับการพบน้ำในช่องท้องที่มีลักษณะของระดับหยดไขมันลอยหน้า
อยูใ่นสว่นของนำ้ในชอ่งทอ้ง ทำใหน้กึถงึภาวะโรคถงุนำ้รงัไข ่ทีร่ั่วแตก ผู้ป่วยไดรั้บการผา่ตดัพบถงุนำ้ขา้งรงัไขข่า้งขวา
ขนาด 14 ซม. ท่ีมีรอยทะล ุ 5 มิลลิเมตรและนำ้ปนไขมนัในชอ่งทอ้ง 1 ลิตร ช่องทอ้งอกัเสบทางเคม ีหลงัผา่ตดัผูป่้วย
มีอาการเป็นปกติ


