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Fig. 1. Immature teratoma, type IB, 20 years old.
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a. CT scan shows a huge mass mixed with a lot of small irregular calcifications, fatty nodules and cystic areas.
b. US shows a huge heterogeneous mass with many small hyperechoic nodules (calcification or fat) and small cystic lesions.

a
Fig. 2. Immature teratoma, type B, 18 years old.

5 x

a. CT scan shows several small irregular calcifications and fatty nodules in the solid portion(open arrow) and adjacent to the

septa(arrow) in left anterior portion of the mass.

b. US shows huge cystic mass and a large solid component(*) in the left side of the cystic mass which is heterogeneous and ir-

regular by mixture of calcification, fat and cystic areas.
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Table 1.
Teratomas

Morphologic Classification of Immature & Mature

Type I
Type A Type B
11
10 1

Type I  Type II

Immature teratoma 0 0

Mature teratoma 8 6 4 %

Type I :predominantly cystic, Type Il :predominatly solid,
Type Il :mixed cystic and solid, A:the size of fatty or
calcific nodules are less than 2cm, IIB:the size of fatty or
calcific nodules are great than 2cm.

a
ig. 3. Immature teratoma, type [llA, 16 years old.

b

_CT scan shows a large cystic mass with irregular solid portion(arrow) in which several small nodular, linear calcifications and

itty nodules are noted.

In lower portion of the mass, alarge round fatty mass(open arrow) with a nodular calcification(white arrow), which is a typical
ding of mature teratoma, is noted. Ascites is noted(black arrow).
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Fig. 4. Mature teratoma, type [IB, 16 years old.

CT scan shows a mixed solid and cystic mass with several
small nodular and linear calcifications and fats, which could
not be differentiated from immature teratoma.

Fig. 6. Mature teratoma with malignant transformation, type
ITA, 62 years old. CT scan shows a large cystic mass with
fat-fluid level and a floating hair-sebum ball. Sugery shows a
focal area of squamous cell carcinoma transformed from ma-
ture teratoma.
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Fig. 5. Mature teratoma with torsion and infarction, type I,
68 years old. CT scan shows a round, mainly fatty mass with a
thick calcific wall(arrows) in left adnexa. Surgery shows a ma-
ture teratoma with infarction by chronic torsion.
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Immature Teratoma of the Ovary : CT and US Findings’

Sung Woo Jee, M.D., Jung Sik Kim, M.D., Cheol Ho Sohn, M.D., Hee Jung Lee, M.D.
Hong Kim, M.D., Seong Ku Woo, M.D., Soo Jhi Suh, M.D., Jae Ho Jo, M.D.?

7Department of Diagnostic Radiology, Keimyung University School of Medicine
2Department of Diagnostic Radiology, Yungnam University School of Medicine

Purpose: To compare CT and US features of immature and mature teratomas of the ovary.

Materials and Methods: We retrospectively reviewed CT and US findings of 11 patients with immature tera-
toma and 18 patients(20 cases) with mature teratoma. The tumors were classified into three groups on the basis
of image findings : predominantly cystic(type 1), predominantly solid(type II), and mixed cystic and solid(type
1.

Result: All eleven cases of immature teratoma were of the mixed typeltype 1), showing multiple small(less
than 2cm) nodular and linear calcifications and fatty nodules within the solid component and adjacent to the
septa of the cystic component of the masses. In contrast, mature teratomas were predominéntly cystic in six
cases, predominantly solid in eight, and mixed in six cases. In five of six mixed type mature teratomes, calcified
fatty nodules were fewer and larger than in immature teratomas.

Conclusion: Immature teratoma may be diagnosed by the demonstration on CT or US of multiple small(less
than 2cm) nodular and linear calcifications and fatty nodules in the solid and cystic components of the tumor.
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Ovary, CT
Ovary, US

Address reprint requests to : Jung Sik Kim, M.D., Department of Diagnostic Radiology, Dongsan Medical Center,
Keimyung University School of Medicine, # 194 Dongsan-Dong, Joong-Ku, Taegu 700-310, Korea
Tel. 82-2-53-250-7767, Fax. 82-2-53-250-7766

— 782 —




