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Case Report

A rare case of postmenopausal immature teratoma

with a recurrent grave course
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Abstract: Immature teratoma is quite uncommon older women, particular in postmenopausal period. Only a few
cases of postmenopausal immature teratoma of the genital tract have been reported. This report describes a post-
menopausal aggressive pelvic immature teratoma case with a grave course despite treatment. A 67-year-old woman
being in menopause for the past 16 years was diagnosed with immature teratoma in the pelvic cavity. The mass was
removed completely and hysterectomy plus bilateral salpingo-oophorectomy was done. Histopathological diagnosis
was grade 2 immature teratoma. The patient had a grave course with recurrences despite therapy and died within
one year after initial diagnosis. In teratomas diagnosed over 45 years of age, the possibility of malignant teratoma

should also be borne in mind.
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Introduction

Less than 1% of all ovarian cancers are germ
cell tumors and immature teratoma of the ovary
is the third most common germ cell tumor after
dysgerminoma and endodermal sinus tumor
[1]. Immature teratoma is mostly seen in wo-
men younger than 30 years of age. It is quite
uncommon in older ages, particular in post-
menopausal women. Only a few cases of post-
menopausal immature teratoma of the genital
tract have been reported so far [2, 3].

This case report describes a postmenopausal
aggressive pelvic immature teratoma case with
a recurrent and fatal course despite surgery
and chemotherapy.

Case report

A 67-year-old woman (gravida 13, para 2) being
in menopause for the past 16 years, presented
with abdominal pain and distention for the last
two weeks. Medical and family history was
unremarkable except for aspirin use since a
deep vein thrombosis attack 11 years ago. An
abdominal mass was palpable on physical exa-

mination. Abdominal ultrasonography revea-
led an 18 x 16 x 8 cm solid mass with irregular
contours filling right adnexal region of the right
lower abdominal quadrant. The lesion had het-
erogeneous hypoechoic cystic regions. Com-
puterized tomography showed an 18 x 15 x 12
cm lobulated mass with distinct borders at the
same localization. The lesion had septations
and solid regions. Since the lesion was in conti-
nuity with the right ovary, a malign neoplasm
was suspected. Abdominal exploration revealed
a retroperitoneal mass with a diameter of
approximately 20 cm, originating from paratub-
al area, extending to pelvic floor and completely
filling pelvic cavity The lesion was adjacent to
the right ovary, but without continuity. It con-
sisted of a 6 x 5 cm solid region at its lower part
and had adhesions to surrounding organs. Both
ovaries and tubes were normal. The histological
examination findings of frozen section material
were suggestive of a chondroid tumor, possibly
chondrosarcoma. The mass was removed com-
pletely and hysterectomy plus bilateral salpin-
go-oophorectomy was done. Postoperative his-
topathology report revealed a grade 2 immature
teratoma. Chemotherapy was offered to the
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patient but she refused. Follow-up abdominal
MRI examination after 3 months showed an
8-cm mass. The recurrent lesion located at
close proximity with the sigmoid colon was
removed completely and omentectomy was
done. However, the mass was necrotic, irregu-
lar and with muddy consistency. Histological
diagnosis was the same. The patient received
two courses of BEP (bleomycin, cisplatin, eto-
poside) chemotherapy. Follow-up MRI examina-
tion after 5 months revealed two masses, each
with 3 to 4-cm size. These masses were surgi-
cally removed and histopathological diagnosis
was again recurrent immature teratoma. Two
courses of EP (etoposide, cisplatin) protocol
was planned but during the first course the
patient developed pancytopenia and associat-
ed severe adverse effects, thus chemotherapy
was terminated and abdominal radiotherapy
was administered. The patient re-admitted 2
months after radiotherapy with massive asci-
tes, abdominal mass and poor general condi-
tion, and died at the seventh day of hospitaliza-
tion. Tumor markers had been ordered at each
visit and each time they were unremarkable.

Discussion

In contrast with the malignant tumors of the
ovary mostly occurring in the 5th and 6th
decades of life, ovarian immature teratomas
primarily affect young women of reproductive
age [4]. In a study involving a total of 244
patients with immature teratomas, only 4
(1.6%) were over 40 years of age [5], while
reports of postmenopausal cases are even
more scarce [2, 3]. In addition, two large series
reported upper age ranges in sixties but with-
out mentioning menopausal status [6, 7]. Due
to the scarcity of elderly with immature terato-
mas in large patient series, the association
between age and survival has not been clearly
established. However, grade and stage corre-
late with the survival in immature teratomas
[8]. The case presented herein has been post-
menopausal for 16 years with only recent emer-
gence of the symptoms. The period between
menopause and disease manifestation was
rather prolonged in our subject.

Although most patients describe some non-
specific symptoms, the usual presenting com-
plaint is abdominopelvic pain [8]. In a study
examining mature cystic teratomas, those le-
sions with a diameter of at least 10 cm were
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more likely be malignant [9]. Similarly, imaging
studies performed in our patient showed the
presence of a mass, the dimensions of which
were above this limit. Of all immature terato-
mas, only one third exhibit elevated AFP [10].
Our patient also had normal tumor markers
preoperatively.

Management of immature teratomas involves
laparotomic surgery and chemotherapy. Alth-
ough fertility-sparing surgery is planned for
younger patients, a more extensive surgery is
considered appropriate in the absence of preg-
nancy expectation. In this type of cancer sur-
gery, the resection of the suspicious mass
lesion should be extensive enough to reduce
the size of the lesion below 2 cm [11, 12]. The
role of adjuvant chemotherapy remains contro-
versial [7] and it is recommended in the pres-
ence of a suspicion for remaining malignant tis-
sue [13]. BEP (Bleomycin/Etoposide/Cisplatin)
is the most frequently used regimen, offering
the significant advantage of not interfering hor-
mone levels. In our patient, despite surgical
treatment combined with chemotherapy, the
grave prognosis could not be prevented.
Recurrences despite optimal surgery are asso-
ciated with the high proliferation rate of imma-
ture teratoma cells. In stage 1 germ cell tumors
the 6 year survival rates may reach up to 93%
[14], while the reported recurrence and mortal-
ity rates in stage 2 and 3 disease are 67% and
33%, respectively [15]. Unfortunately, our
patient had rapid recurrences in spite of opti-
mal surgery and combined chemotherapy, lead-
ing to death within the first year following initial
diagnosis. The unfavorable prognosis in our
patient can be primarily explained by advanced
age, similar to previously reported rare cases of
immature teratomas occurring in the post-
menopausal elderly women [2, 3].

Postmenopausal immature teratoma is a rare
tumor with an unfavorable prognosis. Despite
this, in teratomas diagnosed over 45 years of
age, the possibility of malignant teratoma
should also be borne in mind.
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