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Introduction
Acute lower abdominal pain or pelvic pain is a common presenting complaint in women of 
reproductive age, which can be accounted for by numerous aetiologies.1 It is, therefore, vital that 
the attending general practitioner or family physician quickly ascertain the need for acute surgical 
intervention for conditions that could potentially become life threatening. Chief amongst these 
aetiologies include the occurrence of ectopic pregnancy (EP) and the presence of an adnexal 
mass.1,2 Ectopic pregnancy refers to the implantation of a fertilised ovum outside the uterine 
cavity, of which the majority are located in the fallopian tubes;3 other locations include ovaries 
and the abdominal cavity. The estimated global incidence of EP is 1% – 2% of pregnancies,4 and it 
is considered to be one of the leading causes of maternal morbidity and mortality.5 In South 
Africa, EP is reported to occur in 11 of every 1000 reported pregnancies, with an estimated 
mortality rate of 2%.6 Ectopic pregnancy is the prime differential diagnosis in any woman of 
childbearing age presenting with positive beta-human chorionic gonadotropin (β-hCG) and an 
adnexal mass. However, it has been reported that certain neoplasms (benign and malignant) can 
present with similar symptoms.7

Mature cystic teratoma (MCT) of the ovary or dermoid cyst is the most common (90%) germ cell 
tumour of the ovary,8,9 accounting for up to 70% of benign ovarian masses during reproductive 
years, and 20% in postmenopausal women.10,11 Mature cystic teratoma is usually asymptomatic 
until it reaches a considerable size, and it manifests as an adnexal mass associated with abdominal 
heaviness, dull pain or acute abdominal pain (if the tumour undergoes torsion or rupture).12 Here, 
we present a classic case suggestive of an EP, but with the unexpected finding of a unilateral 
dermoid cyst intraoperatively, in a 33-year-old woman.

Case study
A 33-year-old woman presented at the emergency department of a district hospital at 18:35 with 
a 4-day history of lower abdominal pain radiating to the lower back. She reported no vomiting or 
any change in bowel habits. According to the patient, she had prior episodes of abnormal vaginal 
bleeding, which has since stopped. Her last normal menstrual period was 17 March 2018, which 
corresponds to a gestation of 7 weeks and 2 days; the patient had no history of prior or present 
use of any form of contraceptive. Her last confinement had been 5 years ago, and had culminated 
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in an uneventful, normal vaginal delivery. No abnormal 
findings were made from the review of systems and the 
rest of the history.

On examination, the patient was slightly anxious, with 
moderate discomfort resulting from her abdominal pain. She 
was well hydrated and not pale. Her vital signs were normal 
(blood pressure 107/73 mmHg, pulse rate 80 beats per 
minute). Abdominal examination revealed right iliac fossa 
tenderness with guarding, and no rebound tenderness. No 
palpable mass or organs were present. Bowel sounds were 
normal. Vaginal examination revealed a closed, firm cervix 
without any palpable abnormality. Cervical excitation 
tenderness was present. A light-brown discharge was 
observed on the glove. No bleeding was observed. The rest of 
the systemic examination was normal. A bedside urine β-hCG 
test that was performed was positive and the transvaginal 
ultrasonography (performed by the attending medical 
officer) revealed an empty uterus with a right ‘adnexal mass’ 
(Figure 1). No fluid was visualised in the pouch of Douglas.

Based on these findings, an initial assessment of unruptured 
EP was made. The patient was kept in the emergency 
department for close monitoring. At about 2 h post initial 
assessment (20:35), the patient’s condition was the same, 
with normal vital signs. Received laboratory reports revealed 
a haemoglobin level of 12.2 g/dL and a positive serum 
β-hCG, with a value of 4362 IU/L (within the range expected 

for patient’s last normal menstrual period) (Figure 2). Patient 
was kept in the emergency department overnight and she 
was reassessed the following morning by a more senior and 
experienced physician (family physician). Ultrasonography 
was repeated by the hospital sonographer and the findings 
did not differ from the initial report given by the attending 
medical officer. Taking the above findings together, a 
working diagnosis of unruptured EP was made and the 
patient was booked for an exploratory laparotomy. 

Intraoperatively, a right ovarian mass, approximately 
7 cm × 5 cm, was found (Figure 3a). Both fallopian tubes and 
the left ovary were normal. No other abnormality was found. 
A decision was made on right oophorectomy because of the 
risk of torsion (a possible cause of the patient’s lower 
abdominal pain). No EP was found. A cut section through 
the excised ovary revealed sebum material and hair, 
suggestive of macroscopic features of cystic teratoma 
(Figure 3b); the received histopathology report confirmed 
an MCT (Figure 4).

Post-operatively, the patient’s recovery was uneventful, and 
she was discharged after 3 days. Her follow-up visit 2 weeks 
later was also uneventful.

Ethical consideration
Permission to conduct the research was obtained from the 
head of the health facility and a written consent was 
obtained from the patient.

Discussion
The presentation of lower abdominal pain with associated 
findings of an adnexal mass on transvaginal ultrasonography 
and positive β-hCG (serum and urine) in a sexually active 
woman of reproductive age is an EP until proven otherwise.13 
The presence of the classical signs and symptoms suggestive 
of EP, thus, justify the pre-operative diagnosis of non-
ruptured EP made in this index case. Similarly, a diagnostic 
exploratory laparotomy with a high suspicion for unruptured 
EP is reasonable, given the potential for fatality and as 50% of 
all ectopic pregnancies are asymptomatic.14 However, it is 
important for practitioners to be aware that positive β-hCG 
(serum and urine) can be observed in other malignant and 
non-malignant conditions.13

Mature cystic teratoma is the most common neoplasm of the 
ovary and it is composed of well-differentiated derivations 
from at least two of the three germ cell layers (ectoderm, 
mesoderm and endoderm).15 It affects a younger age group 
(mean patient age of 30 years),16 which corresponds with the 
age of the patient in the index case (33 years). The unilateral 
occurrence of MCT on the right ovary, as seen in the index 
case, corroborates prior findings that state that MCTs are 
mostly unilateral and occur more frequently on the right side 
(72.2%).17 Whilst most MCTs can be diagnosed with 
ultrasound, the ultrasound diagnosis is complicated by the 

FIGURE 1: Transvaginal ultrasound showing right adnexal mass (green circle). 
Note the empty uterus (green arrow) and bladder (blue arrow). 
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FIGURE 2: Laboratory report.

FIGURE 3: (a) An enlarged right ovary (blue arrow); (b) cut section through the excised ovary. Note the presence of sebum material (yellow arrow) and hair 
(red arrow).
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fact that these tumours may have a variety of appearances.16 
The three main pathognomonic ultrasound findings of MCT 
include a cystic lesion with a dense echogenic tubercle 
(Rokitansky nodule) projecting into the cyst lumen;18 a 
diffuse or partially echogenic mass with the echogenic area 
usually demonstrating sound attenuation owing to 
sebaceous material and hair within the cyst cavity;19,20 and 
multiple thin, echogenic bands caused by hair in the cyst 
cavity.16 The diagnosis of MCT on computed tomography 
and magnetic resonance imaging is fairly straightforward,21 
however, these facilities are lacking in most rural district 
hospitals in South Africa and, indeed, Africa. In resource-
poor settings, serial serum β-hCG assay can be used as a 
pointer to prompt the consideration of other differential 
diagnoses to EP, as opposed to doing a single assay, as in 
the index case. If β-hCG levels increase by less than 50% 
during a 48-h period, there is usually a non-viable 
pregnancy associated, whether intra- or extra-uterine.22,23 
Ectopic pregnancy should be suspected when a β-hCG 
plateau is reached early in the pregnancy (i.e. before 
9–11 weeks).23 Mature cystic teratoma can be associated with 
complications from rupture, malignant degeneration or 
(most commonly) torsion.16

In conclusion, careful evaluation of patients and 
consideration of neoplasms as a source of β-hCG 
production in the presence of subacute lower abdominal 
pain, and identified adnexal mass on ultrasound in 
sexually active women of reproductive age is essential in 
our local setting. 
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