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Introduction

Abdominal pain is the presenting complaint symp-
tom in 1.5 percent of office-based visits and in 5 percent
of Emergency Department visits (1). It is a common rea-
son for surgical consultation in the emergency depart-
ment and is the most common symptom which the sur-
geon on-call has to evaluate.

Abdominal pain can derive by surgical, urological, gy-
necological or medical diseases. Differential diagnosis for
low abdominal pain can be difficult, especially in

young woman, between surgical or gynecological cau-
ses. Acute abdominal pain due to gynecological disea-
ses is more frequent  in women of fertile age whereas in
childhood and adolescence is occasional and it is rare in
post-menopause age (2). The most common gynecolo-
gical causes of acute abdomen are ectopic pregnancy, rup-
tured ovarian follicle, twisted ovarian cyst, salpingitis or
pelvic inflammatory disease (2-3). In both cases laboratory
tests often shows only an increase of inflammation in-
dex, particularly leucocytosis  with neutrophilia. US is
the primary level imaging technique used for diagnosis,
but it has not an excellent sensibility. CT results the gold
standard but it has some application limits. 

We present two cases of ovarian teratoma in young
women erroneously diagnosed as appendicitis. Terato-
ma is a bizarre tumor, usually benign, that belongs to a
class of tumors known as nonseminomatous germ cell
tumor (NSGCT). 
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to ovarian teratoma erroneously diagnosed as appendicitis. 
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Abdominal emergency in young women: gynecological or bowel disease? Two case reports

Case report

Case 1
A 20 years old nulligravida female at 10th day after  period pre-

sented to  our Emergency Department with a 24-hours history of
pelvic pain, originated in epigastric region and later shifted in the
right lower quadrant, without fever or nausea.  

After a previous gynecologic examination, patient was visited by
the surgeon.  Physical examination revealed positive abdominal re-
bound tenderness in the right lower quadrant without palpable mass.
Results of laboratory studies showed leucocytosis (14.400) with neu-
trophilia (77,1%), normal βhCG level and urinalysis positive for ke-
tones. An emergency US was not valutable for intense meteorism.
The patient was transferred to surgery with suspicious diagnosis of
acute appendicitis. She underwent surgery. After appendectomy th-
rough McBurney incision, the exploration of pelvic cavity showed
a left ovarian mass (Fig. 1); so we decided to continue the procedu-
re through a low abdominal midline incision. A shiny, white, large
cystic mass was found in the left ovary: it’s capsule was broken with
leak of gelatinous substance (Fig. 2).  Histology revealed appendix
with under-mucosal lymphomatosis and cystic mature teratoma of
left ovary.

Case 2
A 40 years old female presented to our Emergency Department

with a 12-hours history of pelvic pain and vomit, without fever. 
Physical examination revealed positive abdominal rebound

tenderness in the right lower quadrant with positive Blumberg. Rec-
tal examination revealed Duoglas tenderness. Laboratory evalutation
showed elevated white blood cell count (WBC 17.300) with neu-
trophilia (84,9%) and urinalysis positive for red blood cell. Patient
was brought to surgery for appendectomy. The clinical examination
after anaesthesia allowed to palpate an endoabdominal mass, so the
surgeon decided to submit the woman to abdominal TC. This exa-
men proved a  9 x 15 cm mass on the right side and a 6 x 7 cm left-
sided pelvic mass (Fig. 3). These images were compatible with dia-
gnosis of bilateral ovarian teratomas. The right one probably twisted
mini-laparotomy was performed and the radiological diagnosis was
confirmed. The abdominal cavity was explored with a low midline
incision. A dark purple-black mass was found in the right side of the
abdomen, confirming torsion and necrosis of the right ovary (Fig.
4). Wich was excised the left ovary was found to have a large cystic
teratoma. An ovarian cystectomy was performed with preservation
of normal ovarian tissue and Fallopian tube.  Histology revealed two
mature teratomas containing hairs, glands, calcifications and white
clotted substance.

Discussion

Lower quadrant pain in young women can resuIt a
diagnostic dilemma between bowel and gynecological di-
seases. According to Najem et al., the epigastric pain of
appendicitis with a shift to the lower quadrant can oc-
cur in case of other peritoneal inflammation, like gy-
necological ones (4). Often these patients are admitted
to hospital with generic diagnosis of abdominal pain, but
only the 4% had diagnosis of gynecological disease (5).

Gynecological diseases that can result in acute ab-
domen are ovarian mass, ectopic pregnancy, ruptured ova-
rian follicle, twisted ovarian cyst and salpingitis or pel-
vic inflammatory disease. They present most often

Fig. 1 - Intraoperative image of  left ovarian mass (case 1).

Fig. 2 - Left  ovarian teratoma (case 1).

Fig. 3 -  TC image of twisted ovarian right teratoma (case 2). 
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whit abdominal complaints that may imitate other patho-
logies such as appendicitis (6). 

Untreated appendicitis mortality is high, mainly be-
cause of peritonitis and shock (7). Incidence is 1-2 ca-
ses/1000 people for year, exspecially aged 20-30. A pre-
gnancy test is vital in all women of child bearing age, as
ectopic pregnancies and appendicitis present with similar
symptoms.

Imaging are often necessary for the diagnosis of pel-
vic pathology in women. Ultrasound is accepted as the
primary imaging technique. It can show ovarian or ute-
rine masses, but often results inaccurate in sensibility or
in characterizing lesions in the female pelvis (8). CT of
abdomen and pelvis is the gold standard. It is conside-
red  the most sensitive and specific in confirming dia-
gnosis, but it has several limitations in women during
reproductive years for high radiation level. MRI is su-
perior to ultrasound and CT for diagnosis, but is no more
used in emergency. 

Helpful diagnostic support could be given by labo-
ratory exams, but these don’t have high sensibility and
specificity, moreover specific gynecologic disease para-
meters are not available  during emergency regimen. Beta-
hCG levels are the most used parameter for preliminary
diagnosis, and have to be quantified in all women du-
ring reproductive years with lower abdominal pain (9).  

For many authors the laparoscopic approach repre-
sent the gold standard, but this kind of procedure is pos-
sible only for limited abdomen masses and depends on
surgeon’s experience.

We presented two cases of acute abdomen due to ova-
rian teratoma, wrongly diagnosed as appendicitis. Te-
ratoma is most common form of ovarian tumor in wo-
men accounting for 25% to 42.8% of all ovarian neo-
plasm (10, 11).

The word teratoma comes from classical Greek and
means roughly “monstrous tumor”. It belongs to a class
of tumors known as nonseminomatous germ cell tumor
(NSGCT). They results from abnormal development of
pluripotent cells: germ cells and embryonal cells. The most
frequent  type is the mature cystic teratoma that typi-
cally contains mature tissue of ectodermal, mesodermal
and endodermal origin. The most common complica-

tion of mature cystic ovarian teratoma is torsion, rup-
ture is less frequent. The risk of torsion, like in the case
2, is approximately 15%. It may be caused by the quan-
tity of the content, causing them to float into the peri-
toneal cavity, this way promoting twisting of annexa (12).
The incidence of perforation, like in the case 1, varies
between 0.2% and 2.5% and the typical outcome is in-
sidious intraperitoneal leakage that results in granulo-
matous peritonitis (13). Definitive diagnosis of a tera-
toma is based only on its histology.

Of course correct diagnosis is essential to choose cor-
rect therapy. In fact if acute appendicitis generally
needs an emergency treatment for possible severe com-
plications, some gynecological diseases should be managed
with conservative or postponed treatment. Gynecological
diseases that need an emergency treatment are hae-
morrhagic ovarian cyst with haemodinamic instability,
breaking of tubarian abscess, twisted ovary and breaking
of extrauterine pregnancy. Teratoma could be treated in
elective regimen, but in our cases these tumors were trea-
ted in emergency because of perforation and twishing.

Initial accurate differential diagnosis could permit-
ted the best surgical approach; therefore we emphasize
the importance of guidelines to choose most efficient dia-
gnostic tools.
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