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Case Report
Ovarian cystic teratoma with a dysgerminoma component in
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Introduction
Mature cystic teratoma of ovary (MCTO) is a common tumour among young adult
females accounting for around 20% of all ovarian tumours [1, 2]. It is relatively rare in
children below 12 years of age. There is about 1% risk of MCTO transforming to
malignancy: most frequently into squamous cell carcinoma [1]. We did not find any case
reports on transformation of MCTO into dysgerminoma in children.
We report a six-year-old girl who presented with a cystic ovarian tumour which was
found to be a cystic teratoma with a malignant dysgerminoma component.
Management was further complicated due to issues regarding compliance.

Case Presentation
A six-year-old healthy girl was incidentally found to have a right adnexal mass
measuring 5.5cmx 3.2cm on ultrasound scan of the abdomen. Repeat ultrasound scan
after two weeks, identified a multi-cystic mass with thick septae having the dimensions
of 6.3cmx4.8cmx5.9cm. The right ovary was not identified separately. The left ovary
measured 2.3cmx1.6cm. Uterus and other abdominal viscera were normal. The
ultrasonographic findings were compatible with an ovarian dermoid cyst.
Surgical excision was discussed but her social circumstances led to a delay of two
months. At this time, she experienced mild lower abdominal discomfort. Ultrasound
scan revealed that the mass had enlarged to 8.2cm x 6cm x 5.7cm. Rest of the
abdominal viscera was sonographically normal. Pre-operative full blood count, serum
electrolytes, renal profile and chest x-ray were normal. Tumour markers; alpha fetoprotein and beta HCG levels were within normal range.
At laparotomy, through a standard right hemi-Pfannenstiel incision [3], a 13cmx10cm
size cystic right ovarian mass was excised (Figure 1). There was no salvageable right
ovarian tissue. The left ovary, uterus and pelvic viscera appeared normal. No regional or
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para-aortic lymphadenopathy was identified. The clinical impression was that of a
benign cystic teratoma. She made an uneventful recovery following surgery.

Figure 1: Appearance of tumour at surgery

The lobulated mass with a thick fibrous capsule was found to be a cystic tumour on
sectioning. Microscopy identified skin appendages and sebaceous cysts, cartilage,
smooth muscle, lymphoid follicles and intestinal epithelium consistent with a “mature
cystic teratoma” (Figure 2).

Figure 2: Microscopy of mature areas in the
teratoma (H&EX40)

Interestingly, an area of malignant dysgerminoma, approximately 10mm in size, was
identified within the tumour. It had irregular sheets of germ cells with prominent
vesicular nuclei and eosinophilic cytoplasm surrounded by lymphocytic infiltration.
There was brisk mitotic activity and atypical mitosis. Immature areas were not seen
(Figure 3a). Immunohistochemistry with CD117 and PLAP confirmed the diagnosis of a
malignant dysgerminoma component (Figure 3b).
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Figure 3a: Section of dysgerminoma showing large
germ cells with intervening small lymphocytes (H&E
X 40)

Figure 3b: Immunohistochemistry (X 40) germ cells
showing strong positivity for CD 117 where
lymphocytes are negative

The final diagnosis was, predominance of mature teratoma elements and 10mm area of
dysgerminoma in the completely excised tumour. The tumour was classified under ICDO coding 9084/3; teratoma with malignant transformation [4].
In view of the dysgerminoma component, she underwent two courses of chemotherapy
with carboplatin, bleomycin and etoposide as per Children’s Cancer and Leukaemia
Group-Germ Cell Group protocol [5]. Post-operative tumour marker levels were normal.
She remains well after completion of treatment.

Discussion
Identification of a coexisting dysgerminoma component, in an apparently mature cystic
teratoma of the ovary, opened up a new dimension to the management [1,4,5].
Complete surgical excision is curative for mature cystic teratoma of the ovary.
Management of the dysgerminoma component, after complete excision, was debatable:
chemotherapy versus surveillance for tumour recurrence. Surveillance includes regular
monitoring of tumour marker levels. Compliance with regular screening using tumour
marker assays at standard intervals would be crucial if the post-operative
chemotherapy was to be avoided.
This child had normal pre-operative tumour marker levels and the tumour had been
completely excised. Two courses of chemotherapy offer complete cure and eliminates
the need for regular screening as per Children’s Cancer & Leukaemia Group-Germ Cell
Group protocol [5].
With the intention of a “complete cure”, after having considered her negative initial
tumour marker levels and the possibility of poor compliance during follow up, two
cycles of chemotherapy was given.
Management of tumours with complex histology in children becomes challenging when
issues on compliance are encountered. In these circumstances, a multidisciplinary team
approach would enable improved patient outcome.
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