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Abstract One of the least common malignant ovarian tu-
mors detected during pregnancy is dysgerminoma. The as-
sociation between creation dysgerminoma and pregnancy
was controversial. We present here a rare and interesting
case of dysgerminoma during pregnancy with literature
review. A 29-year-old healthy pregnant woman presented
with an acute progressive abdominal pain. The patient
underwent laparotomy and left salpingo oophorectomy. A
diagnosis of dysgerminoma (FIGO stage IA) was made.
She had uneventful postoperative period. She referred for
subsequent chemotherapy. The surgeons and radiologists,
particularly at major referral emergency centers, are much
more likely to be acquaint with ovarian dysgerminoma, as
a solid nonhomogenous pelvic mass discovered by ultra-
sonography in pregnant woman and its clinical awareness,
because any misdiagnosis can delay the start of an appro-
priate and adequate management.
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Introduction

Ovarian tumors are broadly classified into three types based
on their origin, epithelial, sex cord, and germ cell tumors.
While epithelial variety largely predominates, germ cell

tumors (GCTs) are rare, comprising about 30% of all ovarian
neoplasms and 3% of all ovarian malignancies (Zalel et al.
1996). Ovarian germ cell tumors, derived from the primordial
germ cells, are further divided into subgroups based on the
histological features. Mature teratoma being the commonest
benign variety while dysgerminoma is the commonest malig-
nant germ cell tumor (Zaloudek 1994).

The occurrence of ovarian masses during pregnancy period
is common finding; of course, many of them are functional
follicular originated cysts (Machado et al. 2007). Exact prev-
alence of ovarian masses during pregnancy is 0.1–2%.
Detection of malignant ovarian tumor during malignancy is
a very exceptional event (Leiserowitz et al. 2006) and is rep-
resentative this fact that, incidence of malignant ovarian tu-
mors in young subjects is low. After uterus cervix invasive
carcinoma, ovarian malignancy is the most common gyneco-
logical malignancy during pregnancy period (Oheler et al.
2003).

Similar to non-pregnant age adjacent individual, during
pregnancy period, germ cell tumors largely predominates. In
this group, dysgerminomas and malignant teratomas are more
prevalent and sex cord tumor category is rare (Zanotti et al.
2000; Zhao et al. 2006).

In pregnant patient, the clinical presentation of ovarian ma-
lignancies as an acute abdomen is very exceptional but impor-
tant. The coexistence of an ovarian mass, acute surgical abdo-
men, and an intra-uterine pregnancy presents significant chal-
lenges for differential diagnosis. In this situation, except inva-
sive surgical procedure, laparotomy, another noninvasive im-
aging investigations including ultra-sonography, computed to-
mography (CT), and magnetic resonance imaging (MRI), ac-
companied with clinical/laboratory studies, help to us for lim-
itation of differential diagnosis but not definite diagnosis.
Because one of them are subsidiary ability for precise detec-
tion of true nature of lesions. We present here a rare and
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interesting case of dysgerminoma during pregnancy presented
with acute abdominal pain and literature review.

Case presentation

Patient is a 29-year-old healthy pregnant woman (G3P2L2)
who presented with an increasing continuous acute abdominal
pain in the left lower quadrant for 2 hours associated with
abdominal distension, marked decreased of bowel motility,
and no gas passage to the emergency room at our Hospital.
During the pregnancy, she suffered from spotting and increas-
ing of abdominal pain with urinary frequency. She denied any
gastrointestinal tract-associated symptoms or weight loss.
Two previous pregnancies were uneventful with normal vag-
inal delivery. There were not any significant past medical or
surgical history. Also, there was not any family history of
gynecologic malignancy in her first-degree relative.

On physical examination, she looked mildly pale with sat-
isfactory general condition. Uterus size was 21 weeks. With
one live fetus in longitudinal lie with cephalic presentation.

The patient’s abdominal pelvic physical examination re-
vealed abdominal distension, marked decreased of bowel
sound, and rebound tenderness with left flank fullness. There
was a large mass measuring 10.5 × 10 × 9.5 cm. It has palpated
distinct from the uterus in the left hypochondrium. Her baseline
laboratory findings were all within normal range except anemia
(her hemoglobin was 9.4 mg/dL) and mild leukocytosis.

Ultra-sonography examination revealed a large
abdominopelvic heterogeneous mobile solid mass, measuring
9.5 × 9.3 × 5 cm in the left aspect of uterus with scant amount
of ascites. The main differential diagnosis was twisted and
incarcerated sarcomatous or fibromatosis lesion of mesentery
and unusual leiomyoma.

Pelvic magnetic resonance imaging (MRI) without en-
hancement media showed a solid mass with lobulated contour
in the posterior pelvic cavity, occupied the Douglas pouch
with bone formation, calcification, and fat, suggestive for
cystic teratoma.

The liver, uterus, and contra lateral ovary were normal.
Periaortic and retroperitoneal lymphadenopathy were not
found. The omentum was normal looking. Mild ascites was
found in pelvic cavity.

Serum lactate dehydrogenase (LDH) level was elevated at
449 IU/L and CA-125 was normal limit (14.7 U/mL) and
alpha feto-protein (AFP) also was elevated, 85.8 IU/mL
(despite adjusted for gestational age).

The patient underwent laparotomy and left salpingo oopho-
rectomy. At the time of the laparotomy, the mass shown early
stage of torsion and frozen sections examination of mass re-
ported solid unspecified malignancy, suggestive for germ cell
tumor. And advised for wait to permanent. During the surgery,

the uterus, right ovary, fallopian tubes, omentum, liver, intes-
tine, and peritoneum have shown unremarkable, grossly.

Grossly, the resection left ovary converted into an encap-
sulated lobulated mass, 10.5 cm in diameter with smooth ex-
ternal surface and patchy brown discoloration (twisted). Cut
surfaces shown multi-nodular solid quality and tan color ho-
mogeneous rubbery tissue with patchy brown discoloration.
The left fallopian tube, M 7 × 1 cm with brown discoloration
associated a paratubal cyst 0.5 cm in diameter.

Histopathological review of resected ovarian mass revealed
congested/hemorrhagic malignant infiltrative neoplasm in
sheets, well-defined nests, or trabeculae growth pattern were
separated by fibrous strands (Fig. 1).

And infiltrated by lymphocytes. Individual tumoral cells
were uniform and had large squared off vesicular nuclei, one
or more prominent elongated nucleoli, and abundant clear too
finely granular cytoplasm with distinct cell borders (Fig. 2).
Mitotic activity was found. Abortive yolk sac elements are
present less than 7% in examined sections. Capsular invasion
was found in examined sections.

A diagnosis of dysgerminoma (Federation of Obstetrics and
Gynecology stage IA), FIGO stage IA, was made, straightfor-
ward. There was no evidence of malignant cells in cytopathol-
ogy examination of the peritoneal fluid. She had uneventful
postoperative period. She was referred to oncology multidisci-
pline center for adjuvant chemotherapy. During 3 years of fol-
low-up, she had uneventful post chemotherapy period. Also,
she had a healthy pregnancy following chemotherapy.

Conclusion

The coexistence ovarian malignancy in pregnant women is
exceptional event. In few instances, its clinical presentation

Fig. 1 Dysgerminoma was malignant infiltrative neoplasm in sheets,
well-defined nests, or trabeculae growth pattern that are separated by
fibrous strands. (×100, hematoxylin and eosin)
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is serious and danger. These tumors may twist encircling
them stalk, hemorrhage from traumatized/congested super-
ficial neoplasm vascular channels, therefore them present
as acute surgical abdomen. In these situations, for better
patient management and attain best outcome, as soon as
detection and optimal therapy are essential (Varras et al.
2004). The most common type of germ cell tumor is
dysgerminoma. Dysgerminoma initiated by primordial
germ cells escapes from primordial follicles of the embry-
onic gonads and in additional to survival, they had signif-
icant proliferation. On histopathology examination, growth
pattern of dysgerminoma was similar to primitive gonad
(Shaaban et al. 2014). The main differential diagnoses of an
adnexal painful mass and acute abdominal pain in a childbear-
ing age female are as follows: ectopic pregnancy, hemorrhagic
or perforated or twisted corpus luteal, follicular and paratubal
cyst, chocolate cyst, and pedunculated—twisted-infarcted ad-
nexal leiomyoma (Jain et al. 2013).

Many researchers shown occurrence of denevo ovarian
malignancies were usual in young low parity women in repro-
ductive age (Jubb 1963). Recently, especially in developing
and developed countries, age of mother in first pregnancy was
significantly increased, and occurrence of pregnancy in
mothers older than 30 and 40 years were raised, significantly.

Therefore, it is not specified, whether development of
ovarian malignant tumor in pregnancy period is raising
(Matsuyama et al. 1989), or tendency to pregnancy and
childbearing in old age is accepted (Agrawal et al. 2012).
This general interest causes increase of development of
ovarian malignant tumor during to pregnancy period
(Leslie 2002; Ferrandina et al. 2005; Méndez et al. 2003).

For conserving of ovulation and resulting fertility in young
women, conservative surgery with adjuvant chemotherapy is
chosen (Roberts and Oranye 2013). The ovarian

dysgerminoma, FIGO stage IA, and cure rates can reach to
100%. In these cases, chemotherapy effect onmenstrual cycle,
pregnancy, or bearing children is nil (Zhang et al. 2012). The
recurrence of ovarian dysgerminoma is exceptional event
(Al-Sayed et al. 2011).
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