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Introduction

Teratomas (dermoid cysts) of the mesentery are the
rarest of all mesenteric cystic tumors [1]. Mesenteric
cysts and cystic mesenteric tumors are very rare abdom-
inal growths. They are usually located in the ileum and
right colon mesentery but rare cases have been reported
in other places from the duodenum to the rectum [2].

There are several suggested classifications of cystic
mesenteric tumors but the classification based on
histopathologic features is most commonly used [3] and
classes the cysts as:

a) cysts of lymphatic origin and cystic lymphangiomas, 
b) cysts of mesothelial origin, benign or malignant

cystic mesotheliomas
c) enteric cysts,
d) cysts of urogenital origin, 
e) dermoid cysts and 
f) pseudo cysts, of infectious or traumatic etiology.
Dermoid cysts (mature cystic teratoma) are dysem-

bryogenetic lesions that have an epithelial wall lining and
may contain sebum, fatty material, and/or hair [4]. Some-
times a solid wall nodule  “Rokitansky dermoid plug”,
consisting of  squamous cells, keratin, and skin adnexa is
present, often with calcification [4].

Most cases reported in the literature were mature tera-
tomas which developed in young women [5]. 

There is evidence that extraovarian dermoids develop
in ectodermal inclusions of multipotential cells during
closure of embryonal plates or fissures, or at the point of
union of ectodermal and other structures [1, 5-7]. While
this theory is quite adequate to explain those teratomas
arising near the sites of union of embryonic fissures, such
as the orbital region, branchial clefts and in the midline
of the trunk, it does not  explain teratomas arising in the
mesentery. There is evidence  that clusters of multipoten-

tial cells might have been derived from the Wolffian body
or the Mullerian tube [1, 8-10].

The aim of this report is to describe the clinicopatho-
logical features of this rare abdominal tumor, unique in
the archives of the Pathology Laboratory of Aretaieion
Hospital.  

Case Report 

A 60-year-old woman, who suffered from progressive
abdominal fullness and intermittent tenderness of the abdomen
for a month, was referred to the 2nd Clinic of Obstetrics and
Gynecology of Aretaieion University Hospital. The patient’s
past history and family history were unremarkable. No trauma
or previous surgery was reported and the patient did not have
nausea, vomiting or changes in bowel habits. Physical examina-
tion revealed a soft, yet distended abdomen with a mobile non-
tender abdominal mass. There were no other abnormal physical
findings and routine laboratory studies were normal.  Abdomi-
nal X-ray  showed a soft tissue mass displacing the bowel gas
with calcification components.

Ultrasound examination revealed a large cystic mass with
well defined borders located in the midline in the mesenterium.
The mass was clearly separable from the liver, pancreas, spleen
and kidneys. Exploratory laparotomy was performed and a large
cystic tumor  was  found located in the small bowel, proximal
to the end of the ileum. Surgical resection of the mesenteric
tumor was performed. Partial resection of the ileum (approxi-
mately 25 cm in length) was also performed because of the
tumor location and the presence of extensive inflammatory
changes in the bowel wall. 

Gross pathological evaluation  showed a tumor consistent
with teratoma (Figure 1).

Total hysterectomy with bilateral salpingo-oophorectomy
was also performed to exclude the case of a malignant ovarian
tumor causing metastatic lesions to the abdomen.

Pathological examination showed a cystic tumor measuring 9
x 8 x 8 cm with a wall thickness of 0.5-0.8 cm filled with hair
and sebum. The thicker portion of the wall showed development
of skin, hair follicles, skin adnexa, fat, cartilage and bone
(Figure 3). The diagnosis of a mature cystic teratoma was con-
firmed. The specimen of the small bowel and mesentery excised
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showed extensive inflammatory reaction with granulomas of
foreign body nature, probably from a reaction to minute quan-
tities of sebum that escaped from the teratoma.

The patient is well five years after surgery.

Discussion

Teratomas are neoplasms that originate from pluripo-
tent cells and are composed of a wide diversity of tissues,
foreign to the organ or anatomic site in which they arise
[5]. Benign teratomas are solitary, rounded masses,
usually well encapsulated and consisting of both solid
and cystic areas [6]. Most mesenteric teratomas are com-
posed of mature tissue elements derived from all three
layers. A dermoid cyst is a thin-walled unilocular cystic
mass containing sebum. It is lined by a stratified squa-
mous epithelium and contains various embryonic tissues.

Teratomas of the mesentery are very rare and fewer
than 25 cases have been reported, mostly as single case
reports and occurring mostly in infants, children and
young adults [5, 7-11]. 

Mesenteric teratomas are more common in females
with one case reported of a ruptured mesenteric teratoma
in a young man [12]. The may arise in any portion of the
small bowel mesentery. Most reported cases are of the
dermoid cyst type [7-11], presenting a simple epidermal
lining of the cyst wall.

The clinical picture of mesenteric tumors is not pathog-
nomonic. A mesenteric cyst should be suspected in the
presence of a painless abdominal tumor, with occasion-
ally painful abdominal pressure, normal laboratory find-
ings and good general condition  of the patient [2]. There
are no cardinal symptoms and all complaints result from
purely mechanical disturbances. 

The symptoms reported are usually caused by the
torsion of the lesion leading to abdominal pain. However
a rare case has been reported of a spontaneous intrame-
senteric rupture [12]. In symptomatic cases, acute or
chronic abdominal pain is the most common feature,
whereas other symptomatology depends on the location
of the tumor, the size and the consequential abdominal
organ compression (intestinal obstruction, hydronephro-
sis, lower extremity lymphedema). 

Other symptoms  are related to volvulus, intussuscep-
tion, adhesions and perhaps most rare, hemorrhage from
one of the thin walled vessels into the mesentery or the
peritoneal cavity [13].

One case associated with autoimmune hemolytic
anemia has been reported [8]. The diagnosis should be
made by use of all standard methods of abdominal tumor
diagnosis, with ultrasonography (US) and computed
tomography (CT) [14-21]. Plain radiographs of the
abdomen usually demonstrate a large soft tissue mass.
Mature cystic teratomas are easily diagnosed based on

Figure 1. — Gross section of cystic teratoma filled with sebus.

Figure 2. — Histological section showing the epithelial lining
of the cystic wall with dermal adnexa (hematoxylin-eosin x
100).

Figure 3. — Histological section showing farty tissue, respira-
tory epithelium and mucinous glands in the wall of the cystic
teratoma (hematoxylin-eosin x 100).
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imaging studies which reveal their characteristic intratu-
moral fat and calcification components. US is useful for
analyzing the contents of these lesions and must be uti-
lized to search for possible pelvic anomalies, allowing
diagnosis of pendunculated ovarian cysts for example.
Although mature cystic teratomas show various appear-
ances on US, most can be characterized by the presence
of echogenic sebaceous material and calcification.
Adipose tissue is seen in 67-75% of the cases and teeth
are present in 31% [14].

CT offers better sensitivity for evaluating the effect of
such cysts on neighboring viscera and particularly on the
intestine. CT is also better for identification of the fatty
components indicative of dermoid or chylous cysts [15].
Magnetic resonance imaging is more sensitive for detect-
ing microscopic fat than CT or US [18, 19].

Finally, selective arteriography of the upper mesenteric
artery may provide useful information concerning the
topography of the tumor in relation to the mesenteral vas-
cular trunk [16]. 

An exact diagnosis can only be made after open laparo-
tomy, since preoperative diagnosis by even CT is just
25% accurate. Surgery is required to make a definitive
diagnosis of mesenteric tumors and to avoid complica-
tions [17]. 

The differential diagnosis of a mesenteric predomi-
nantly cystic lesion includes: non neoplastic cysts, such
as a pseudocyst, enteric duplication cyst, enteric cyst,
mesothelial cyst, dermoid cyst, lymphocele or parasitic
cyst and cystic neoplasms, such as cystic lymphangioma,
cystic mesothelioma, cystic pancreatic neoplasms and
cystic degeneration of solid tumors, such as leiomyoma
or leiomyosarcoma. Among these conditions, some may
contain a fat component in their cystic portion, including
a dermoid cyst, cystic lymphangioma, lymphocele and
liposarcoma with cystic degeneration [20]. Fat can be
defined on a CT scan. However the definite diagnosis is
made by histological examination. 

Total cystectomy is the therapeutic method of choice.
The open method has been preferred, although reports on
successful cystectomy by the laparoscopic method have
already appeared in the literature [2]. Because of the slow
growth of dermoid cysts (1.8 mm per year) nonsurgical
management for asymptomatic lesions less than 6 cm in
diameter is recommended [18]. 

The prognosis of mesenteric teratoma is considered
excellent and there is no history of recurrence in any of
the reported cases of proved dermoid cysts of the mesen-
tery. 
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