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ABSTRACT
Dysgerminoma is an uncommon malignant tumour arising from germ cells of ovary. It occurs mostly in the reproductive age group. Its
association with pregnancy is rare. Its management remains a challenge especially in an unsuspected case. We present a case of a
woman, aged 28-year-old gravida2 para1 who reported to us at 36 weeks’ pregnancy with severe preeclampsia and previous caesarean
section. On ultrasound she was reported as having subserosal fibroids with single live fetus of 35 weeks and 3 days gestation. She
delivered a live baby by caesarean section done for failed induction. Intraoperatively bilateral ovarian masses were found and removed
which were later confirmed to be dysgerminoma on histopathological examination. As she was not diagnosed dysgerminoma preoperatively, complete work up i.e., tumour markers and MRI was not done, leading to dilemmas in management. Though standard
protocols for management of dysgerminoma with pregnancy exist, yet management of these incidentally diagnosed dysgerminomas
remains a dilemma.
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Case Report
A 28-year-old lady gravida2 was admitted at 35 weeks and 3 days
of gestation with blood pressure of 160/104 mmHg. She had history
of previous caesarean section done 3 years back for pre-eclampsia
with failed induction. There was no history of bladder, bowel
complaints, weight loss and no family history of breast, ovarian or
colon malignancy.
On abdominal examination, uterus was 36 weeks size with cephalic
presentation. A firm lump of 15X8 cm was felt adjacent to uterus
on left side, non tender with restricted mobility. Fetal heart rate was
140/min. Her BP remained high in the range of 160-170 mmHg
systolic and 100-110 mm Hg diastolic. Her investigations including
complete blood count, platelet count, liver function test, renal
function test, serum uric acid and fundus examination were normal.
Albuminuria was present.
Ultrasound revealed a single live fetus of 35 weeks and 3 days
gestation. Placenta was situated anteriorly in upper uterine
segment. Amniotic fluid index was 5. Bilateral hypoechoic lesions
were noted of size 15X9 cm and 2.8X 5 cm which were reported as
subserosal fibroids. An ultrasound examination that was done for
menstrual irregularity prior to the current pregnancy was reported
to be normal.
A decision for termination of pregnancy was taken in view of
severe pre-eclampsia. She delivered a live healthy baby boy, 2.22
kg by caesarean section which was done for failed induction.
Intraoperatively, a large firm ovarian mass with intact capsule and

bosselated surface was seen on left side. A smaller ovarian mass
was seen in the right adnexa. Bilateral fallopian tubes were stretched
and adhered over the masses [Table/Fig-1]. Healthy ovarian tissue
was not identified. There was no free fluid.
Both masses with fallopian tubes were removed after consent [Table/
Fig-2]. No enlarged para-aortic or retroperitoneal lymph nodes were
appreciated and omentum was unremarkable. No abnormality or
nodularity was observed in any other intra-abdominal organ. Her
intra and postoperative period was uneventful.
The ovarian masses weighed 1095gm and 125gm respectively.
On cut section, the masses were grey-white with cystic changes
and haemorrhage. Histopathology unexpectedly revealed bilateral
dysgerminoma, showing sheets of tumour cells (with vesicular
nuclei) separated by fibrous septa (lymphocytic infiltrate) [Table/
Fig-3,4]. Postoperatively tumour markers and Positron Emission
Tomography (PET) scan were done and found to be normal.
Postoperatively, patient has received 3 cycles of BEP (bleomycin,
etoposide and cisplatin) chemotherapy and is doing well.

Discussion
Ovarian Germ Cell Tumours (GCTs) comprise 27.1% of all ovarian
cancers [1]. Only 3% are malignant, dysgerminomas, being the
most common. This case needs reporting and discussion because
management of incidentally diagnosed tumour is challenging. The
patient was not worked up pre-operatively for ovarian tumour
(markers and MRI) as antenatally, ultrasound reported it to be a
sub-serosal uterine fibroid. Dysgerminoma of ovary occurs in

[Table/Fig-1]: Bilateral ovarian tumours intraoperatively. [Table/Fig-2]: Bilateral ovarian tumours after excision. [Table/Fig-3]: Histopathology showing sheets of tumour cells, separated by fibrous septa
(100x, H&E stain). [Table/Fig-4]: Microsection showing tumour cells with vesicular nuclei. Fibrous septa showing lymphocytic infiltrate (400x, H&E stain).
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reproductive age usually below 30 years and can affect fertility and
pregnancy outcome. Association of dysgerminoma with pregnancy
is rarely reported (0.9%) [2]. Most of the dysgerminomas in pregnancy
are unilateral [3]. Bilateral dysgerminomas as seen in our case are
uncommon and are found in 15-20% cases only.

follow-up is done, as in our case. If they are found to be abnormal
or become abnormal during follow-up, then laparotomy and staging
should be done. Pregnancy should be ruled out in patients who
Undergo fertility sparing surgery as they can have elevations in AFP
and beta-hCG. Recurrence rate is 20% in unstaged patients [12].

These tumours may be asymptomatic or can present with pain in
abdomen, misdiagnosed as acute appendicitis, ectopic pregnancy,
acute abdomen, distension of abdomen with bleeding per vaginum
[4]. It can be misdiagnosed as fibroid [5] as in our case. These
tumours can affect conception and if pregnancy occurs, it can lead
to fetomaternal compromise. Increased risk of torsion, incarceration,
rupture and haemorrhage can occur during pregnancy and vaginal
delivery. Fetal demise has been reported to be in 25% of cases
[6]. Spontaneous successful pregnancy with no feto-maternal
compromise has been reported as occured in our case [2].

Though the recurrence rates have been reported more in the
incompletely staged or unstaged patients [12,13], yet these tumours
are highly chemosensitive and prognosis is excellent. Follow-up
should be done every 3-4 monthly for 3 years, then 6 monthly for
next 2 years and then yearly upto 10 years. CT scan should be done
at 6, 12 months especially if markers are negative at diagnosis.
Follow- up with serum LDH can be done [14]. The fetomaternal
outcome of patients with pregnancy with dysgerminoma is excellent.
A 97%-100% survival rate with ovarian dysgerminoma has been
reported [15].

Values of tumour markers are misleading in pregnancy and
should be interpreted with caution. Serum beta human chorionic
gonadotropin (hCG) and lactate dehydrogenase (LDH) rise in
pregnancy. Management of these tumours is challenging. Future
fertility, effect of radiotherapy and chemotherapy on the developing
fetus, stage of tumour, its high sensitivity to radiotherapy and
chemotherapy are the factors which should be considered before
individualizing treatment. Most of the adnexal masses in 1st trimester
of pregnancy resolve spontaneously. However, if suspicious of
malignancy then termination can be offered to women not desirous
of pregnancy, followed by total abdominal hysterectomy with
bilateral salpingo-oophrectomy and surgical staging [7].
If pregnancy is desired, ideal time for intervention is 16-18
weeks of gestation with removal of tumour and surgical staging.
Chemotherapy can be given after surgery, though feto-maternal
complications i.e., abortions, haemopoietic depression, infections,
fetal pancytopenia, delayed cognitive development and low birth
weight can occur [8].
In stage 1A, conservative or fertility sparing surgery [9] can be done
if patient is desirous of pregnancy and includes- staging laparotomy
with unilateral salpingo-oophrectomy. No chemotherapy is required
for stage 1A tumours unless recurrence [10] (9.2% cases) occurs.
Treatment for stage 1B is bilateral salpingo-oophrectomy with or
without total abdominal hysterectomy [3] followed by three cycles of
BEP chemotherapy [11] as was done in our case. However, fertility
sparing surgery can be done even in bilateral dysgerminomas if
patient is desirous of future pregnancy as no difference in outcome
between fertility sparing and non conservative surgery has been
found [10]. Treatment for stage II, III & IV is complete resection
followed by four cycles of BEP chemotherapy [11]. Patients with
bulky residual disease require additional cycles.
Radiation is used for periaortic and pelvic lymph node metastasis.
It may be used for any dysgerminoma staged IB to III. Second
look surgery is not required for dysgerminomas and should be
considered if tumour markers are persistently elevated especially if
abnormal findings are seen on post-treatment imaging [11].
In incompletely staged/worked up tumours; tumour markers i.e.,
serum alpha feto-protein (AFP), beta hCG and LDH with CT scan of
chest, abdomen and pelvis should be done and if found to be normal,

CONCLUSION
Pregnant women with dysgerminoma are young and have good feto
maternal outcome. Fertility sparing surgery can be offered in women,
desirous of pregnancy. If these tumours are found incidentally during
caesarean section, tumour markers and CT scan should be done
postoperatively to plan optimum treatment.
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