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■ LETTER TO THE EDITOR ■

A 35-year-old woman, gravida 0, was sent to our
emergency department because of progressive upper
abdominal pain for several days. She had developed
upper abdominal pain and distension for weeks. She
denied other associated gastrointestinal and gynecologic
symptoms or weight loss. Her menstrual cycle was nor-
mal, and there was no history of trauma or accident.
Pelvic and abdominal examinations revealed a huge,
mobile and tender mass with muscle rigidity and re-
bounding tenderness. A huge pelvic complex mass with
moderate amount of ascites was found on transabdom-
inal ultrasound scan. Plain abdominal X-ray finding was
suggestive of ileus. Computed tomography scan demon-
strated a large heterogeneous and multiloculated com-
plex mass measuring up to 15 cm, with focal areas of
soft tissue, fat and calcification in the peritoneal cavity.
Ascites and diffuse mesentery infiltration with calcified
foci were also found (Figure 1). Preoperative laboratory
assessment showed only leukocytosis (white blood cells,
13,660/µL; 1% band, 74% neutrophil; hemoglobin, 13.6
g/dL). Measurement of serum tumor markers revealed
the following: CA-125, 70 U/mL (normal value, <35U/
mL); α-fetoprotein, < 2.76 ng/mL (normal value,
< 6.00 ng/mL); and β-hCG, < 5 mIU/mL (normal value,
< 5 mIU/mL). Emergent laparotomy was performed with
a lower midline incision owing to suspicion of a rup-
tured ovarian teratoma with intra-abdominal peritoni-
tis. At laparotomy, a huge and irregular-shaped tumor
attached to the greater omentum was found (Figure 2).
Diffuse small white implants at the intestine and mesen-
tery, severe adhesions, along with moderate amount of
ascites were noted. The uterus, right fallopian tube, and
both ovaries were normal. Left hydrosalpinx was also

observed. Frozen section showed a mature omental ter-
atoma. The tumor was then removed smoothly. Micro-
scopic examinations revealed contents of skin, adipose
tissue, thyroid gland, bone and hollow organ-like struc-
tures, thus confirming the diagnosis of a mature ter-
atoma. The patient made an uneventful recovery and
was discharged on the seventh postoperative day. No
tumor recurrence was detected on ultrasound scan over
a 4-year follow-up period.
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Figure 1. Abdominal computed tomography scan shows:
(A) a large heterogeneous multiloculated mass (arrowheads)
with areas of soft tissue, adipose density and calcification
(arrow) within it; and (B) disseminated calcified spots (arrows)
on the mesentery.



Our patient was a 35-year-old female and pre-
sented with distinctive symptoms of acute abdomen
and peritonitis but without a preoperative diagnosis of
omental teratoma. Primary teratoma of the omentum
is an uncommon entity [1]. Primary omental teratoma
occurs more commonly in females than in males, with
the average age of the males being much younger than
that of the females, and malignant transformation is
rare. To date, at least 30 cases of omental teratoma have
been reported [1–28] (Table). As shown in the Table,
there are 28 female cases and the remaining three are
male cases. The reported average age of the female
patients was 41.8 years (range, 12–70 years), while that
of male patients was 2.6 years (range, 8 months to 
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Table. Reported cases of omental teratoma

Authors Age Sex Tumor size, Associated Characteristic Management
(yr) maximal diameter (cm) findings of tumor

Mumey [2] 35 F 5 – – NA

Love [3] 53 F Cricket-ball size – – NA

Lazarus et al [4] 48 F 85 Left ovarian – NA
dermoid cyst

Judd et al [5] 52 F 5 Right ovarian – NA
dermoid cyst

Warfield [6] 69 F 8 – – NA

Hogan et al [7] 21 F 11 – – NA

Printz et al [8] 23 F 5 Left ovarian – NA
cystic teratoma

Ekbladh et al [9] 41 F 6 Hypotrophy of – NA
left ovary

Bell et al [10] 53 F 32 Right ovarian – Excision
cystic teratoma

Kearney [11] 70 F 7 Left ovarian cyst – Excision

Ordonez et al [12] 22 F 2 – Immature Chemotherapy +
omental radiotherapy 
teratoma

Compton et al [13] 39 F 8 Left ovarian – Excision
cystic teratoma

Leno et al [14] 66 F 8 Atrophy of – Excision
left ovary

Ralls et al [15] 45 F 5 Left ovarian – Excision
cystic teratoma

Spurney et al [16] 12 F 30 – Immature Chemotherapy +
omental radiotherapy 
teratoma

(continued on next page)

Figure 2. A huge omental teratoma at operation.



5 years). The reported tumor size varied widely, rang-
ing from 2 cm to 85 cm in diameter. Two cases involved
histologically immature teratomas, and the patients
required postoperative chemotherapy and radiother-
apy. Yoshida et al [27] suggested that abdominal pain
is the main presenting symptom in most cases of omen-
tal teratomas. However, omental teratomas may be
asymptomatic; Patankar et al [25] described a pain-
less benign cystic teratoma of lesser omentum in a 
5-year-old boy. Computed tomography scans provide
the advantage of demonstration of fat component and
calcification in the teratoma, the localization of mass,
and relationship between adjacent organs. Moon et al
[23] reported successful preoperative detection of
coexistent cystic teratoma of the omentum and ovary
on computed tomography in two cases. In our case,

computed tomography scan demonstrated a large ter-
atoma with diffuse mesentery infiltration with calcified
foci, mimicking an ovarian teratoma with intraperitoneal
rupture.

In summary, we report the first case of a ruptured
omental teratoma. We suggest that a ruptured omental
teratoma should be included in the differential diagno-
sis of a pelvic teratoma with acute abdomen and dis-
seminated calcified spots on the mesentery.
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Table. (continued)

Authors Age  Sex Tumor size, Associated Characteristic Management
(yr) maximal diameter (cm) findings of tumor

Mercer et al [17] 34 F 18.5 – – Excision

Deppe et al [18] 31 F 11 – – Excision

Drut et al [19] 2 M 5 Agenesis of – Excision
left testis

Besser et al [20] 47 F 7 – – Excision

Kriplani et al [21] 36 F 7 Agenesis of  – Excision
bilateral tubes 
and ovary

Furuhashi et al [1] 28 F 7.5 – – Excision

Mazumdar et al [22] 50 F 12, 4 – Multiple Excision
omental
teratomas

Moon et al [23] 57 F 8 Left ovarian – Excision
cystic teratoma

Moon et al [23] 53 F 5 Left ovarian – Excision
cystic teratoma

Ushakov et al [24] 36 F 10 Left ovarian – Excision
teratoma

Ushakov et al [24] 27 F 5 – – Excision

Patankar et al [25] 5 M NA – – Excision

Ollapallil et al [26] 46 F 11 – – Excision

Yoshida et al [27] 36 F 5 Atrophy of Excision
left ovary

Baviskar et al [28] 8 mo M 14 – – Excision

Present case 35 F 15 – Ruptured  Excision
omental
teratoma

NA = not available.



2. Mumey N. Dermoid cyst of the great omentum. Am J Surg
1928;5:56–60.

3. Love RJM. Dermoid cyst simulating gastric ulcer. Br J Surg
1930;18:339–40.

4. Lazarus JA, Rosenthal AA. Synchronous dermoid cyst of the
great omentum and of the ovary. Ann Surg 1931;93:1269–73.

5. Judd ES, Fulcher OH. Dermoid cyst of the abdomen. Surg
Clin North Am 1933;13:835–42.

6. Warfield JO Jr. Omental dermoid cyst. Am Surg 1956;22:
652–6.

7. Hogan ML, Barber DD, Kaufman RH. Dermoid cyst in super-
numerary ovary of the greater omentum: report of a case.
Obstet Gynecol 1967;29:405–8.

8. Printz JL, Choate JW, Townes PL, Harper RC. The embryology
of supernumerary ovaries. Obstet Gynecol 1973;41:246–52.

9. Ekbladh LE, Fishburne JI. Parasitized dermoid cyst of the
omentum. Obstet Gynecol 1973;42:458–60.

10. Bell DA, Demopoulos RI. Benign cystic teratoma in the
omentum: a mechanism of its development. Diagn Gynecol
Obstet 1980;2:205–8.

11. Kearney MS. Synchronous benign teratomas of the greater
omentum and ovary. A case report. Br J Obstet Gynaecol
1983;90:676–9.

12. Ordonez NG, Manning JT Jr, Ayala AG. Teratoma of the
omentum. Cancer 1983;51:955–8.

13. Compton AA, Tandan A, Fleming WP. Coexistent benign
teratomas of the omentum and ovary. A case report. J Reprod
Med 1985;30:209–10.

14. Leno C, Combarros O, Berciano J. Lumbosacral plexopathy
due to dermoid cyst of the greater omentum. Postgrad Med J
1987;63:45–6.

15. Ralls PW, Hartman B, White W, Radin DR, Halls J.
Computed tomography of benign cystic teratoma of the
omentum. J Comput Assist Tomogr 1987;11:548–9.

16. Spurney RF, McCormack KM. Immature omental teratoma.
Arch Pathol Lab Med 1987;111:762–4.

17. Mercer LJ, Toub DB, Cibils LA. Tumors originating in super-
numerary ovaries. A report of two cases. J Reprod Med 1987;
32:932–4.

18. Deppe G, Malviya VK, Jacobs AJ. Extragonadal, mature, solid
teratoma with omental implants. A case report. J Reprod
Med 1988;33:792–4.

19. Drut R, Drut RM, Vollaro F. Mature cystic teratoma of the
greater omentum. Pediatr Pathol 1990;10:1033–5.

20. Besser MJ, Posey DM. Cystic teratoma in a supernumerary
ovary of the greater omentum. A case report. J Reprod Med
1992;37:189–93.

21. Kriplani A, Takkar D, Karak AK, Ammini AC. Unexplained
absence of both fallopian tubes with ovary in the omentum.
Arch Gynecol Obstet 1995;256:111–3.

22. Mazumdar A, Vaiphei K, Verma GR. Multiple dermoid cysts
of omentum. J Postgrad Med 1997;43:41–2.

23. Moon WJ, Kim YS, Rhim HC, Koh BH, Cho OK. Coexistent
cystic teratoma of the omentum and ovary: report of two
cases. Abdom Imaging 1997;22:516–8.

24. Ushakov FB, Meirow D, Prus D, Libson E, BenShushan A,
Rojansky N. Parasitic ovarian dermoid tumor of the omen-
tum: a review of the literature and report of two new cases.
Eur J Obstet Gynecol Reprod Biol 1998;81:77–82.

25. Patankar T, Prasad S, Chaudhry S, Patankar Z. Benign cystic
teratoma of the lesser omentum. Am J Gastroenterol 1999;
94:288.

26. Ollapallil J, Werapitiya SB, Irukulla S, Gunawardena ID.
Benign cystic teratoma of the omentum. ANZ J Surg 2002;
72:67–8.

27. Yoshida A, Murabayashi N, Shiozaki T, Okugawa T, Tabata T.
Case of mature cystic teratoma of the greater omentum
misdiagnosed as ovarian cyst. J Obstet Gynaecol Res 2005;
31:399–403.

28. Baviskar BP, Dongre SD, Karle RR, Sewlikar VN. Teratoma
of lesser omentum in a male infant. J Postgrad Med 2006;
52:304–5.

Taiwan J Obstet Gynecol • June 2008 • Vol 47 • No 2232

S.S. Chen, et al


