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Case report

The frequency of ovarian tumors with pregnancy is rare.The present case reports a malignant 

mixed ovarian germ cell tumor diagnosed on routine ultrasonography in a primigravida at 

11wks of gestation.Conservative surgery followed by combination chemotherapy resulted in a 

healthy maternal and neonatal outcome.Hence,a multidisciplinary approach,consisting of 

gynaecologists,oncologists and neonatologists is necessary for a successful outcome in such 

cases.
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The overall incidence of ovarian tumors in pregnancy is 2.4-

5.7% [1]. Of these tumors, approximately 5% are malignant 

[2].Thus ovarian cancer occurs in approximately 1 in 12,500-

25,000 pregnancies.This rate may increase as most women 

postpone childbirth until later in life,when cancer becomes more 

frequent. Pregnancy affects management of cancer and vice-versa. 

Under such circumstances,the clinician should not only provide 

adequate treatment to ensure continued maternal well being,but 

also avoid fetal compromise.Currently,routine use of ultrasound to 

assess fetal viabilty in early pregnancies, leads to an early diagnosis 

and management of asymptomatic ovarian tumors. Today, most 

women with ovarian tumors complicating pregnancy hope to 

maintain the pregnancy and preserve fertility.

Here,we report a case of ovarian malignant mixed germ cell 

tumor in a primigravida diagnosed at 11 weeks of gestation.After 

conservative surgery four cycles of chemotherapy were given.She 

was delivered at 37weeks of gestation by elective caesarean section 

with a healthy maternal and neonatal outcome.

A 19yrs old primigravida married since 1 year, presented to our 

antenatal clinic with pain in lower abdomen and intermittent low 

grade fever since 1month.On clinical examination she was febrile 

with PR-114/m,BP-110/70 and rebound tenderness on abdominal 

palpation, respiratory,CNS & CVS –WNL. There was no 

lymphadenopathy . On per vaginum examination uterus was soft,12 

wks size with a solid mass felt in right adnexa and a cystic mass in 

left adnexa..Per Rectal examination was negative for occult 

blood,and there were no masses felt.Menstrual history revealed 

that she achieved menarche at the age of 13yrs and her menstrual 

cycles were regular with average flow.There was no family history 

of any gynaecological cancer. 

Routine ultrasonography showed a single live intrauterine 

fetus of 11wks and 3 days gestation with a CRL of 11.9mm,a 

9.1x11.6cms well defined cystic mass in left adnexa and a 

11x9.3cms solid mass in right adnexa with septations (Fig.1a,1b & 

1c). On investigations-Hb-7.59g%,TLC-14,300,CA-125-504.18  

,mIU/ml LDH-243 ,serum beta-HCG-122244  ,urine(routine and 

microscopy)-10-20wbc's/hpf and urine culture showed 

Escherichia coli.Her coagulation,thyroid and renal profiles were 

normal.The patient was hospitalized and managed conservatively 

on injectable antibiotics for 5 days followed by a  laparotomy with a 

right sided salpingo-oophorectomy.At surgery,400ml of ascitic fluid 

was drained and sent for cytology. Uterus was 12wks size.In Right 

adnexal region, the ovary was converted into an approximately 

20x12 cm giant well encapsulated,smooth,bosselated,solid and 

cystic mass (Fig.2a and 2b) which was removed and sent for 

histopathological examination alongwith samples from left ovary 

and omentum. Both fallopian tubes,liver surface and omentum 

appeared  normal on exploration.Anterior abdominal wall and 

abdominal organs were tumour free.No deposits were found in 

Pouch of Douglas. 

On Gross pathologic examination sections through the ovary 

showed  multiple cystic and firm solid areas filled with cheesy white 

material and hair balls.Areas of haemorrhage and necrosis were 

also seen (Fig.3a and 3b).

1. Introduction

2.Case Report:
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Fig.2b.Apperance o Tumor  after surgery

Microscopic examination determined it to be a malignant mixed 

germ cell tumour with >80% yolk sac component and rest areas of 

mature cystic teratoma (Fig.4a and 4b).

Sections from omentum and left ovary were free of tumour.

Ascitic fluid was negative for malignant cells.

There were no feto-maternal complications after surgery.

A Level-II USG done at 19wks showed no congenital anomaly.

Four courses of Chemotherapy  with  Bleomycin,Etoposide and 

Cisplatin (BEP) regime  were given at 16,22,27and 32 weeks of 

gestation to prevent the growth and spread of residual tumour cells 

until birth.Paclitaxel was not given due to poor affordability of 

patient.

At 33weeks of gestation she was hospitalized for safe 

confinement with the complaint of decreased fetal movements. 

Ultrasound showed an IUGR fetus with oligohydramnios with 

grade-III placental maturity. Steroid was given for lung 

maturation.Alamine infusions were given weekly. Antenatal fetal 

surveillance was done with NST and biophysical profile.

Elective LSCS was done at 37 weeks gestation with the delivery 

of a healthy male baby with a birth weight of 1.825kg, apgar scoring 

of 9/10/10 and no apparent congenital anomaly.Baby cried 

immediately at birth.

No evidence of tumor metastasis to the baby or the placenta 

was seen.

Biopsy  from omentum  peritoneum,and cytology of peritoneal 

washings were negative for malignant cells.

Left ovary and liver surface were normal.

She has received one course of chemotherapy  at 6wks post 

operatively and is now being followed by the oncology department 

with no evidence of disease.Last course is due.Baby  shows normal 

growth till date.

Fig.1a.CRL measures 41.9mm corresponding to 11wks 3 days

Fig.1b.Left adnexa shows well defined cystic lesion -9.1 x 

11.6cm cystic lesion

Fig.2.a. Gravid utres with tumor 
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Fig.4a.4 x 10X-H&E stained section showing reticular and 

microcystic pattern of yolk sac tumour.

3.Discussion

Fig.3a.Gross cut section appearance-cheesy material with hair 

balls

Fig.3b.Areas of hemorrhage and necrosis

Fig.4b-2 x 10X –H&E- stained section showing Schiller 

Duvall body of Yolk Sac Tumour

The majority of ovarian masses in early pregnancy are 

physiological and resolve spontaneously, but some persist  .The 

asymptomatic character of such masses makes early diagnosis 

difficult.The routine use of ultrasound in pregnancy has resulted in 

more frequent findings of asymptomatic adnexal masses [3]. When 

pelvic sonography was not available, tumors were identified as 

incidental findings during the initial routine prenatal pelvic 

examinations or at Caesarean section, and consequently the 

majority of ovarian neoplasms during pregnancy were not detected 

until they were well advanced. [4] 

In our  case, ovarian tumor was detected by ultrasound and the 

diagnosis was  made at stage Ia, demonstrating the distinguished 

scientific benefit of pelvic sonography. 

Surgical management of an adnexal mass, diagnosed during 

pregnancy, creates a dilemma to obstetricians. It is difficult to 

discriminate ovarian malignancies from functional cysts or benign 

ovarian tumors. If an adnexal mass, larger than 6 cm, has a complex 

structure, or ascites or persists for 16 gestational weeks, surgical 

management is critical for obtaining a final histologic diagnosis and 

ruling out malignancy. [5]

Masses persisting after the first trimester are generally excised 

to prevent torsion or rupture during pregnancy and to exclude 

malignancy.

When any surgical intervention is needed for an adnexal mass 

during pregnancy, the surgery should be performed during the 

safest period of pregnancy. Elective surgery for tumors with low 

suspicion of malignancy should be delayed until the second 

trimester (16-18 weeks of gestation), when risk for spontaneous 

abortion, hormonal dependence of the corpus luteum of pregnancy 

is reduced, and when functional cysts are resolved in the vast 

majority of cases .In the first trimester, spontaneous abortion rate 

after surgery has been documented to be 10%, while 76.3% 

patients progress to full-term delivery.[6] A mass, first noticed in 

the third trimester, is best managed by awaiting fetal maturity as 

long as the clinical suspicion of malignancy is low. Premature labor 

is more likely to occur and pregnancy outcome is poor if surgical 

exploration is attempted during the third trimester .
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 The standard management of ovarian cancer involves staging 

laparotomy, debulking surgery and adjuvant chemotherapy. 

Currently the treatment options of fertility-sparing surgery 

(unilateral salpingo-oophorectomy) may be considered for young 

women of childbearing age with early stage ovarian cancer. Early 

diagnosis of ovarian cancer has made the management of maternal 

ovarian cancer more challenging. 

Chemotherapy is important for advanced ovarian cancer; 

however, this is contraindicated in the first trimester for women 

wishing to continue their pregnancy. Although the long-term 

outcome of children exposed to oncological treatment modalities in 

utero is poorly documented, administration of chemotherapy 

during the second or third trimester is unlikely to increase the 

incidence of congenital malformations 

In 1986,Malone et al [7] first reported the successful treatment 

of an ovarian malignancy during pregnancy using multi-agent 

chemotherapy.Good outcomes were obtained for both the patient 

and the neonate.

The reported use of cisplatin has been increasing 

gradually,while Paclitaxel has been avoided due to reported 

teratogenic effects on the foetus.

Malformations were present in 83.3% of fetuses when 

c h e m o t h e r a p y  w a s  a d m i n i s t e r e d  d u r i n g  t h e  f i r s t  

trimester.Accordingly,chemotherapy should not be given during 

the first trimester.In contrast,malformations have not been 

reported in most cases in which chemotherapy  was administered 

during the second or third trimesters.[8]

Concerning neonatal outcomes, it is documented that maternal 

cancer probably causes suboptimal intrauterine conditions and 

increased risk of stillbirth.[9] The better overall outcome in our 

case may be attributed to the fact that the disease was at stage Ia 

where the primary tumor could be removed at the earliest 

convenience during pregnancy.

Recently, no studies have evaluated the long-term 

consequences for children exposed to intrauterine chemotherapy.

The clinical characteristics and prognosis of ovarian cancers 

complicating pregnancy are similar to those of nonpregnant, 

reproductive-age women. Management depends on histology of the 

tumor, stage of the tumor, and the term of the pregnancy. In most of 

cases, conservative surgical treatment should be performed with 

adequate staging and debulking equal to the treatment of 

nonpregnant women. Chemotherapy is not contraindicated during 

the second or third trimester, but the choice of couple must be 

considered.
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when compared with that after elective surgery. Detailed work up 

and a judicious management has a key role. We propose that 

conservative management should be used in management of 

pregnant women with ovarian tumors. Early antenatal ultrasound 

should be emphasized to exclude obstetrical and such rare 

gynaecological complications. 

Ovarian malignancies are rare during pregnancy.Most maternal 

malignant ovarian tumors are early stage and associated with 

favourable outcomes.Although surgery in pregnancy is delayed 

until the onset of symptoms,pregnancy outcome is not worsened 

4.Conclusion
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