Complications of Ovarian Cyst: An uncommon and unusual case report.
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«  Abstract Further CT scan reﬂeated nine days after the initial one ~ Most of them are asymptomatic and may be detectedTransvaginal sonagraphy, however, has become the
demonstrated no changes. As there was no clinical improvement in  at ultrasound scan performed for other indication. Théiagnostic test of choice in most Centres, although
the patient following T4 days, chemical peritonitis was su(sj;i)ect d,  presenting symptoms are due to pressure effects and Rg{‘/‘fc magnetic resonance imaging (MRI) can be

Mature cystic teratoma (aka) dermoid cysts, are the most nd exploratory laparotomy was undertaken. With the findings of a . .

common primary ovarian tumours with an incidence of 10 - 25% frozen abdomeh, Chemical peritonitis following dermoid cyst present as pain, urinary symptoms, bowel symptoms esp%cﬁ'lglvlvy S?etfﬁfv%ag’,??ﬁg }%gﬁg%g‘ég&% fga}’i,?g?
and 50% in women and adolescent girls, respectively. With the rupture was contirmed. Post-operatjvely a 3-day course of and breathlessness or palpitations. Complications pregnancy.

known common complication of a dermoid cyst being torsion of déxamethasone 8mg OD was started and all antibiotics were include Torsion, rupture, Intracystic haemorrhage

the cyst (15%), rare complications include malignant stogpred prior to beIRg ldltscharrg.e hgme- he patient hta.d a follow tinfecti d mali ) . ! " onul dth h ictic
transformation (1-2%), infection (1%), and ruptire of the cyst ]unp 3 2??20}“3 gggrgcg“er \ﬁtggr goﬁggﬁ %g%glgﬁ?noi;]mprovemen infection and malignant transformation. ( nl dt.ras%urll(.tg erlt(e are (é gracterls_tlc eatu(rjesd
(0.3-2%). We hereby present a 54-year-old female, who inffammatory changes in t%g omentum ang mesentegy. 4%Neeks Ihrg/cpgrelgﬁoig r!nu?gls n)(/)c[j)ﬂ?euwietﬂanth]lsuiad rgyﬂaﬁ, fluid

presented to the hospital with a history of persistent fever and fo|lowing this she had a further follow up CT which showed stable ~Ovarian torsion is a common cause for presentation
raised inflammatory markers, following a laparoscopic ovarian appeara%

cystectomy. Despité draining the intra-abdominal collection,
under interventional radiology; an interval CT showed R

ces. and is reported in 10-16% of cases, secondary to the %’S\{?lga}? 2t5h[ee\c/¥f§ S‘Pé’ ,ﬁ‘é‘rerﬁaat“d dots due to hair and

fat content within the cyst that causes the cyst to

persistent para colic gutter collection. Hence chemical Discussion float on peritoneal fluid and render it more easily ~ Small >6cm asgmptomatic dermoids may be observed,
peritonitis, followinga rupture of the dermoid cyst was Germ cell tumour constitute 15-20% of all ovarian tumours. These twisted, particularly as the cyst enlarges. Rupture  as their growth is only 2mm per year. However, repeat

suspected and this was confirmed on exploratory laparotomy.

Post-operatively after completing a 3-day coursé of include Dysgerminoma, Yolk sac tumour, embryonal carcinoma during surgery or spontaneous cyst rupture is rare andr.#]ltrasound and follow up should erﬁ)elrforlmbed every 6

on E . ! ) - . onths to 1 year. A CT scan can be helpful because
gexamethasone, all antibiotics were stopped prior to being Vaﬁg&g%‘éﬂ?ﬁg‘f{ mﬁfgl'ﬁ T%rr?até%%g ?ch'é"gﬁ“mrgngrft&"aariaﬁ gaélrmls reported in only 0.3 - 0.7% of cases, due to thick this modal1tyyls very sensitive (93_98%gp or

ischarged home. Follow up scans at 2 and 4 weeks, confirmed cell tlimours re composéd of derivatives or two or three primafy _ capsule. Risk factors for spontaneous rupture include the detection of an intraperitoneal fatty implant, most
gnscligmﬁcant improvement 1n the intra-abdominal collection germ layers; that is, ectoderm, mesoderm, or endoderm. Tetratoma prolonged pressure during pregnancy, torsion with ~ commonly around the liver surface.

she remained clinically stable. %gpalt)gmn;?ture cystic Teratoma (Dermoid cyst) or immature infarction, or a direct trauma. The dissemination of

cystic contents into the abdominal cavity is called Lﬁg?cré’s‘é%%i‘ir?é’ac”?t"ig‘éséﬁéﬁ?é" 1.1'nS ;Reeﬂ’degg?eanrﬁ dOf
Mature tgrgf;%rlrc%or_ovarian_dermoid cysts_la_lﬁe benign cysts comprise “spillage” and may result in a chemical peritonitis, arheritoreal Spillag)e/ should be avoided to avoidg

i } up to 58 enign ovarian tumours, ~They are very common o ; ; ; {
Germ cell tumours are common, accounting for approximately and cqnlp%se,d ofcﬂ)ature tissues, most frequently sebaceous aseptic inflammatory peritoneal reaction that presentgranulomatous peritonitis. Laparotomy can be done for
al, hair an

30% of primary ovarian tumours, of which 95% are benign, materi one. They may present at any age from 2 to 80 as an acute abdomen. Contents rupture into arge cyst, torsion, rupture and when facility and
mature, cysti¢ teratoma. The peak incidence for ovarian germ gearg/, with a mean age of 32years. . Dermoid cysts are bilateral in the peritoneal cavity or adjacent hollow organs expertise of laparoscopy are not available.

cell tumour is in young women and adolescent girls. Mature -15% of cases. (bowels, the bladder, or vagina).

cystic teratoma (dermoid cysts) are the most common fgerm ’ ’

* Introduction

The treatment of choice, once rupture of an ovarian

cell tumours with 10-25% incidence of adult and 50% o Approximately 5% of tumours present postmenopausal. It usually , - . cystic teratoma is diagnosed, should be immediate
paediatric ovarian tumours. The tumour is slow-growing and in gccurs in reproductive age group and can occur during pregnancy.  Usually, asymptomatic, as the clinical presentation  surgical intervention. The initial treatment consists of
most cases, it is an accidental finding as the presenting f the elements, with sq %mous §eu Caré”inoma being the most might be insignificant in the early period. When resuscitation measures combining hydration,

plar e gand noripechiC e o o anre AT B6E) Symptomatic due to complicaions he patient woul E[Bles, NG Samion andedeftoton
résection of an ovarian cyst because no imaging modalities complain of progressive abdominal pain, abdominal  5rompt femoval of a spontaneously ruptured ovarian

cannot E(et accurately and reliably distinguish between benign $rossly, the tumours are round or oval with a smaoth, glistening, .~ distention, fever, and gastrointestinal disturbances  cyst with thorough peritoneal lavage. These steps are
i

and malignant pathology. The main complication of a dermoid §ray-White surface. The majority of tumours measure 3 to 10 cm in - ¢\ 172 72 o rexia. nausea, vomiting, and diarrhea,  sufficient to prevent prolonged chemical peritonitis.
cyst is cygst torsFi)on (1 5%/; Ianter, with 8% to 15% o ,cas«ﬁybelrl% ilateral. Ehe tlémggrs are ) ’ 9, p p g p

¥ f 4 O%h%t rep?rte_ COT licatié)ns include ysally uhilocular but occasionally multilocular and are with There are two different types of clinical presentation, ) )
malignant transformation (1-2%), infection (1%), and rupture  hair and a fatty materlﬁl similar to seburtrk Asolid portion located at hich depend on the leakage time: ‘acute’ and Chemically aggresswe content of the ruptured cyst

0.3-2%). Prolonged pressure during pregnancy, torsion with one pole of thé cyst and projecting into the cavity js known as a K oS S Sanas .
]‘nfarctc]?())n, ora ire;?t trauma are ﬁqg mgain rigk factors for a RoklPtansky protuberance, where all three germ celf layers are chronic’. Acute peritonitis_is caused by a sudden W‘dgg}gseef rgR‘s‘eo,g'é%%'Zéﬂg?iwﬁts‘ggsgfotrh&%rftoneal
spontaneous dermoid rupture that can lead to acute or chronic found. cyst rupture and abrupt leakage of sebaceous obstruction, abdominal wall abscesses,

peritonitis. Tissues also can be found at the protuberance, such as hair, teeth material, while chronic granulomatous peritonitis is enterocutaneous fistula formation and other

. . bone, slia, neural tissue, cartilage, retina, smooth muscle, fibrous Ccaused by a slow leak from a tiny tear in the cyst walikomplications. Some require intensive medical
Case History and f’ag’ty tissue, gastrointestinaCahd Bronchial mucosh. and t yroid It is a surgical emergency. management and repeat surgical treatments. Since
g gency. h f f
and salivary gland tissue.. icrogc?pically, they may take on any the acute abdomen can a be a result of wide range o
54-year-old female presented to our gynaecology department Mmature tissué structure, and nodules composed of fat and bone that diseases, differential diagnosis plays an importan

with abdominal pain, vomiting and pyrexia having undergone BFglegt into the cyst may be present; these are called Rokittansky In the past, a diagnosis of benign cystic teratoma wasrole.
) u

an open right salpingo-oophorectomy and peritoneal lavage six erances usually made on an abdominal radiograph in a young
I{'Vgspistaﬁfeﬁ/éﬁ%w{nf;fﬁSr%ev%l\r/sgedkgrl?gg %Sitr’n t?g a g&fgﬁﬂﬁgﬁ woman with acute abdominal pain, because osseous References
P : 32 ¥ ; differentiation or teeth could be seen in the pelvis. An
%ﬁilsl?%ts}?gxga\fv%?rg?sﬁeg rilﬁﬁjra;irﬁjarggr?/tﬁgﬁl(er?% ;:%?s%‘)s;te%?p:e gccura%g diagno;is o{ha rdL!ptur?d onari%ntﬁeratozna cl?ri Danforth’s Obstetrics & Gynaecology
Hence, CT scan of pelvis and abdomen was performed whic e confirmed when the discontinuity of the cyst wall is ) )
demonstrated a flu[i)d collection in the right%aracolic gutter noted radiologically. Dewhurst's Textbook of Obstetrics & Gynaecology

measuring 13 x 4.5 x 3.7cm with surrounding stranding of the
mesentery and omental interface. Obstetrics and Gynaecology: An Evidence-based Guide
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