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ABSTRACT

Ovarian tumors are reported in 1 of every 200 pregnancies. Dysgerminoma with pregnancy is extremely rare, with a
reported incidence of about 0.2-1 per 100,000 pregnancies. They are generally discovered due to their large size related
complications like torsion, infarction, and obstruction of vaginal delivery. These rapidly growing tumors can have a
heterogeneous presentation and lead to peripartum complications and morbidity. We present a unique case where a
dysgerminoma went undiagnosed until labor in a patient who otherwise had an uncomplicated prenatal course. The
purpose is to report and discuss our case, as further studies are needed to confirm the best management especially in the

management of the incidentally diagnosed tumor.
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INTRODUCTION

The incidence of ovarian dysgerminoma, a rare malignant
ovarian germ cell tumour, is highest in people who are in
the reproductive age group. Common symptoms upon
presentation include abdominal pain, abdominal
distention, and appearance of a palpable lump.! KIT
mutations are present in about one-third of dysgerminomas
and are linked to advanced stage at presentation.? The
cornerstone of treatment is surgery to remove majority of
the tumour. Conservative surgery is crucial since it affects
survival chances even in advanced stages. It is frequently
possible to perform fertility-preserving surgery, such as a
unilateral salpingoophorectomy, and the overall survival
rate is 92.4%.%* But because dysgerminomas, unlike other
ovarian tumours, affect females in the reproductive age
range, the question is whether or not a concurrent
pregnancy should be allowed to continue?® Patients in low
resource areas, those who received insufficient prenatal
care, or those who gave birth before routine antenatal
ultrasonography are frequently the subjects of cases
describing the inadvertent identification of a
dysgerminoma at the time of delivery.5®

CASE REPORT

A 24 years old second gravida with 9 months of pregnancy
referred from P.H.C to our institute in view of non-
progress of labour. Patient was unbooked with only one
recent ultrasonography of Single live intrauterine
pregnancy of 34 weeks gestation, adequate liquor and
effective fetal weight of 2.8 kg. She underwent Full term
vaginal delivery 3 years back. Her past, medical and
surgical history was non contributory. On examination
patient was moderately built, afebrile, pallor present, PR-
94/min, BP-110/74mmHg. On per abdominal examination
overdistended abdomen with cephalic presentation with
adequate uterine contractions. FHS was heard regular
120/min. On per vaginal examination cervix was in active
stage of labour with fetal station at 0. Patient monitored
and partograph maintained with continuous fetal heart rate
tracing. At 30 minutes the fetal heart rate tracing
deteriorated to repetitive late decelerations and moderate
variability necessitating cesarean birth for non-reassuring
fetal status. A cesarean delivery via Pfannenstiel incision
was performed with delivery of a female infant weighing
3030 g. Once uterine hemostasis was achieved, the pelvis
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was explored. Intraoperatively an enlarged right ovary
with bosselated outer surface with solid consistency
measuring approximately 15x10x8 cm, and an intact
capsule was noted. (Figure 1 and 3). There was evidence
of hemorrhage in the right ovarian mass. (Figure 2). Left-
sided adnexal structures showed no pathology. No
enlarged lymph nodes were appreciated and the omentum
was unremarkable. A diagnosis of pregnancy with right
ovarian tumour was made (Stage 1 A). Right
oophorectomy and salpingectomy was performed. Post
operatively patient was given Inj. Ceftriaxone and Inj
metronidazole. Neonate suffered no complications. Her
hospital course was uneventful. Final histopathology
report of the mass demonstrated a large ovarian mass of
15%x12x5 cm in size with bosselated outer surface. Cut
section showed a solid firm homogenous tan colored mass
along with foci of hemorrhage and necrosis (brown areas)
(Figure 4). Microscopic examination revealed nests of
medium to large polygonal cells with round nuclei,
separated by fibrous septa with dense infiltration by
lymphocytes and few multinucleated giant cells suggestive
of dysgerminoma. The septa showed occasional non
caseating granulomas and the stroma showed focal
hyalinization (Figure 4). The final tumor stage was
assigned 1A and the patient received no adjuvant therapy.
She entered a period of surveillance with good adherence
to care and was serially followed up with pelvic
examinations and CT scan.

Figure 2: Hemorrhage in right ovarian mass.

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Figure 5: Histopathological slide of tumour.
DISCUSSION

Ovarian tumors are broadly classified into three types
based on their cell of origin, epithelial, sex cord and germ
cell tumors. While epithelial variety largely predominate,
germ cell tumors (GCTs) are rare, comprising about 30%
of all ovarian neoplasms and 3% of all ovarian
malignancies.® The major challenge with dysgerminoma,
the commonest malignant variety of germ cell tumor, is
that they predominantly affect young women.
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Approximately 80% of cases are reported in less than 30
years of age (mean: 21 years), a finding consistent with our
case.l® Lee et al reported the mean age of women in their
study as 23.8 years (Range 4-63 years).!! Gershenson has
reported that natural conception is possible in case of germ
cell tumors of the ovary, a finding similar to our case
where patient concieved spontaneously.'? Pregnancies
associated with ovarian malignancies require balancing
optimal maternal therapy and fetal well-being. In addition,
cancer diagnosis may be delayed because of difficulties in
distinguishing symptomatology from physiologic changes
in pregnancy.®® Natural course of pregnancy in cases of
dysgerminoma is extremely difficult, due to large size of
the tumors, irregular menstruation, and collection of fluid
as well as tubal adhesions. Ovarian tumors generally
remain asymptomatic, until they are discovered due to
their large size or related complications, as seen in our
case, patient was asymptomatic during her antenatal period
until labour.}* Sonography is crucial in assessing adnexal
masses in the first trimester. In ultrasonography, finding of
a large pure solid adnexal tumor divided into different
lobules, with irregular internal echogenicity, smooth
lobulated contours, and well-defined borders is suggestive
of dysgerminoma, which was not available with our
patient. Also, tumor markers commonly associated with
malignant germ cell tumors (human chorionic
gonadotropin and AFP, LDH in particular) are elevated
during pregnancy, which can lessen their diagnostic
value.® Tumour marker study was not done in our case. It
is important to note that in cases where there is a high
index of suspicion for a large pelvic mass or malignancy,
a vertical midline incision should be created to allow for a
complete exploration of the abdomen and contralateral
ovary.*® In our case pfannenstiel incision was taken for
lower segment cesarean section as the diagnosis of pelvic
tumour was not known. According to Quirk and
Natarajan's findings, 75% of women with dysgerminomas
exhibit clinical stage la illness, which is a finding that is
consistent with our situation.'” Bleomycin, etoposide, and
cisplatin (BEP) or cisplatin, vinblastine, and bleomycin
combined treatment can cure patients with advanced
dysgerminoma and incompletely resected
dysgerminoma.'® This wasn't necessary in our situation.
However, the fundamentals of management remain the
same, and it's critical to provide patients with the right
counselling and individualizing care on an individual
basis.

CONCLUSION

Dysgerminoma being the common subtype of ovarian
malignancy in pregnancy, little is known about its
behavior during pregnancy. Dysgerminomas can be
diagnosed by tumour markers like LDH and HCG, but
interpretation during pregnancy is non specific and non
reliable. Although rare, adnexal masses should be part of a
broad differential diagnosis when faced with abnormal
labor progress and symptoms. Most dysgerminomas
during pregnancy are diagnosed in the early stage, with
75% being stage | thus having excellent prognosis. The
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management of ovarian tumour in pregnancy is
complicated. First trimester dating scan should be used as
an important time to look for presence of adnexal
structures. Decisions in each case must be individual,
taking into account age, clinical stage, gestational age,
parity and desire of future fertility.
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