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Abstract

surveillance management or planning the surgical procedure.

Ovarian tumours are commonly seen in reproductive age group in women. However, when they occur at extremes of age, the suspicion
of malignancy increases. The detection of dermoid cyst at 56 years of age is uncommon, hence proper imaging with CA-125 level
monitoring is essential. Awareness of benign tumours or rare possibility of malignant transformation in such age is mandatory for
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Background:

The adnexal mass in a postmenopausal patient poses an im-
portant diagnostic and management dilemma for primary
care providers and gynaecologists. Postmenopausal wom-
en are at a significantly increased risk of gynaecologic ma-
lignancy; yet even in this population most adnexal masses
are benign [1]. Mature cystic teratoma is the most common
type of ovarian germ cell tumour. It constitutes 20-30% of
all ovarian tumours [2]. It is mostly seen in women young-
er than 40 years old and is seldom seen in postmenopausal
women. They are bilateral in 10-15%. Malignancy incidence
is low (1-2%) [3]. The incidence of malignancy in “adnexal
mass increases with age, and approximately 30% are malig-
nant in postmenopausal females [4]. It can have an unusual
age presentation at 65 years with benign nature [5]. Pelvic
ultrasound remains the mainstay for evaluation of adnex-

Original article, no submission or publication in advance or in parallel

*  Corresponding author:
Dr. Adham Darweesh
P4 adarweesh@hamad.qa

1 Hamad Medical corporation, Hamad General Hospital, Doha,
Qatar & Suez Canal University, EGYPT.

2 Hamad General Hospital, Doha, QATAR.

3 Department of radiology, Primary Health Care Corporation,
Doha, QATAR.

sy,

|" o )j}ms

% AJTES ¥

QOB

al masses in premenopausal patients. If ultrasound findings
are indeterminate, magnetic resonance imaging (MRI) is the
next imaging modality of choice [6]. Tumour markers and
imaging can help in the evaluation of adnexal mass in post-
menopausal women [1]. For adnexal masses that are highly
suspicious for cancer, women should be referred to a gynae-
cologic oncologist and facility for optimal care [1]. Optimal
management of an asymptomatic adnexal mass allows con-
tinued surveillance, it is indicated if the suspicion of ma-
lignancy is low, but it has not been completely excluded.
Surveillance usually includes serial pelvic ultrasounds and/
or measurement of serum tumour markers surveillance of
women [7]. Surgery is recommended for any women with
increasing morphologic complexity or a rising CA-125 [8].

Case presentation:

A 59 years old postmenopausal female presented with histo-
ry of dysuria and frequency of micturition for few months.
No history of renal disease or calculi. Recently complains
of left iliac pain radiating to back with persistent frequency
of micturition. On abdominal examination, it was soft, no
organomegaly and no palpable masses felt with stable vi-
tal signs. A pelvi-abdominal ultrasound was requested and
revealed a well-defined echogenic left adnexal mass mea-
suring 7X7 cm with central hypo-echogenicity and fat-fluid
level, no internal vascularity was seen by colour Doppler
ultrasound, suggesting benign nature of the lesion. No as-
cites or lymph nodes were seen. The patient is referred to
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the emergency for gynaecological assessment and further
imaging recommendation. MRI was highly recommended
to exclude neoplastic lesions. CA-125 (tumour marker) =
9.7 U/ml (high normal=35 U/ml.). Gynaecologic Cytology
report (cervical liquid specimen) was negative for intraep-
ithelial lesion or malignancy. MRI pelvis showed a large
cystic lesion of 9 x 7 x 7 cm in the left adnexa with the
left ovary not seen separately. (figure 1-7). No enhance-
ment is seen with fat intensity in all sequences suggesting
left ovarian dermoid (mature cystic teratoma). The patient
went through a laparotomy (total abdominal hysterectomy
with bilateral salpingo-oophorectomy, omental biopsy and
peritoneal wash that revealed histopathological evidence of
a left ovarian mature cystic teratoma.

Discussion:

An “adnexal mass” is a common specimen encountered in
the daily pathology practice. Although most are benign, the
incidence of malignancy increases with age, and approxi-
mately 30% are malignant in postmenopausal females [6].
Gynaecologists must differentiate between benign and ma-
lignant adnexal masses. The evidence supporting to the spe-
cialty care of a gynaecologic oncologist based on the phys-
ical examination, imaging studies, family history, and CA
125 determination [9].

In our case, we started with transvaginal Ultrasound and
the lesion was indeterminate, so MRI was recommended, and
the patient was referred. The tertiary care hospital followed
the guidelines for referral of patient with adnexal mass study
done by Gostout BS & Brewer MA on 2006 [9] and CA-125
was done, followed by MRI. According to a study that men-
tioned RMI (The score incorporates the patient’s menopausal
status (M), ultrasound features of the lesion (U) was the best
method for discrimination between BOTs (borderline ovarian
tumours) and benign adnexal masses and was more accurate
than the other parameters [10]. In our case, the RMI (RMI =
UxMx CA-125 (U/ml) =0 X 3 X 9.7 =0) results are (0) <25
and our patient is categorized as “’low risk” showing benign
looking in all imaging modalities and CA-125 is low normal
with no evidence of malignancies or metastases. The man-
agement of an adnexal mass depends upon the type of mass,
urgency of the presentation, and degree of suspicion that the
mass is malignant [7]. Low risk patients as in our study, for
most women with a benign looking ovarian lesion and no
other findings suggestive of malignancy, the study suggested
surveillance rather than surgery [7]. However, the larger the
mass, the less certain the sonologist can be about the content
of the mass. Finally, a certain subset of these masses will con-
tinue to grow so one would rather remove them when they are
within range for laparoscopic management [7]. In our case,
the patient started to be symptomatic in the last few months
with a large size of the ovarian mass so, the gynaecology on-
cologist decided to go through a laparotomy: total abdominal
hysterectomy, bilateral salpingo-oophorectomy, omental bi-
opsy and peritoneal wash and the pathology report revealed a
left ovarian mature cystic teratoma.
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Conclusion:

Mature cystic teratoma is generally seen in reproduc-
tive age group; however, rare cases may occur in prepu-
berty age group to women in postmenopausal age group.
Although the rate of malignant transformation is only 1%
in patients with mature cystic teratoma, this may be more
commonly seen in those patients with extremes of age.
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Figure 1: Pelvic ultrasound revealed a well-defined mass with echogenic peripheral part and
anechoic central part.
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Figure 3: T1 WI shows heterogeneous intermediate signals and T2 WI shows
intermediate to high signals.
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Figure 6: DWI and ADC of the mass shows restricted diffusion.
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Figure 7: Tl FatSat with contrast shows no enhancement of the mass.
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