
Introduction

It is not common to have ovarian germ cell tumours as
they are extremely rare in young girls [1]. The occurrence
rate of such tumours is about 1% to 2% of all primary ovar-
ian neoplasms [2, 3]. There are two histological types,
namely, dysgerminomatous and non-dysgerminomatous tu-
mours [1].

Dysgerminoma consists of homogeneous cells that are
similar to germ cells from morphological, histochemical,
and ultrastructural points of view [4]. Several studies have
indicated that most dysgerminoma cases can be diagnosed
at an early stage, such as Stage IA, and show a good ther-
apeutic response [5-6].

In this case report, the authors present an adolescent pa-
tient with an ovarian dysgerminoma, a girl who had a very
high serum level of human chorionic gonadotropin (β-hCG)
without a choriocarcinoma component. The aim of this
paper is to report a case of dysgerminoma with a high β-
hCG level that was found to be already at Stage III, show-
ing that a high β-hCG level may be associated with a poor
prognosis.

Case Report
The 14-year-old female patient presented to the outpatient clinic

complaining of lower abdominal pain and distension with a pal-
pable mass increasing in size over the previous three months.

There were no pressure symptoms, no loss of appetite, and neither
vomiting nor fever. On examination, there was a large pelvic-ab-
dominal mass arising from the pelvis and reaching the xiphister-
num. 

Computed tomography (CT) showed evidence of a large well-
defined heterogeneous lesion arising from the pelvis, measuring
about 18×10.5×23 centimetres and contained cystic degenerations
causing mild to moderate hydro-nephrosis. The level of LDH was
high (6,305 IU/L) along with β-hCG of 1,649 IU/L.

The patient underwent surgery, which was performed through
a midline incision. There was a well-circumscribed white soft-to-
firm mass with a lobulated outer surface, measuring 24×18×8.5
centimetres and weighing more than 1,500 grams; the tumour
arose from the right ovary. A unilateral salpingo-oophorectomy,
an infracolic omentectomy, and a pelvic and para-aortic lymph
node dissection were performed.

On pathological examination, the cut surface of the tumour
was homogeneous and solid, and fleshy light brown with areas
of necrosis; the cystic area was filled with blood; the
histopathology was dysgerminoma with occasional syncy-
tiotrophoblasts but without choriocarcinoma components, even
after extensive sectioning (Figures 1-3). The tumour cells were
positive for PLAP (Figure 4). The para-aortic lymph nodes
were positive for malignancy, and the final report Stage was
IIIC. According to the International Federation of Gynecology
and Obstetrics classification (FIGO IIIC), this indicated that
the patient should be considered to be at high risk and therefore
a candidate for chemotherapy. She received four cycles of
chemotherapy and this was strictly followed up by CT imag-
ing, analyzing tumour markers over the following two years;
the results showed a return to normal and no evidence of re-
currence.
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Summary
A 14-year-old girl presented with lower abdominal pain and distension, persisting for three months. Pelvic-abdominal imaging showed

a well-defined heterogeneous mass arising from the pelvis, measuring 18×10.5×23 centimetres and contained cystic degenerations.
Serum tumour markers, including a beta-sub-unit of human chorionic gonadotropin (β-hCG) and lactate dehydrogenase (LDH), were
highly elevated. During a laparotomy, a large right ovarian mass, measuring 20×25 centimetres and weighing more than 1,500 grams
with enlarged pelvic and para-aortic lymph nodes, was discovered. A unilateral right salpingo-oophorectomy, an infracolic omentectomy,
an ipsilateral lymphadenectomy and an appendectomy were then performed. Histopathologic examination revealed that the dysgermi-
noma FIGO Stage was IIIC. Immunohistochemical stainings were positive for placental alkaline phosphatase (PALP) and CD117. The
patient received four cycles of chemotherapy and had a strict follow-up of computed tomography (CT) scans, providing images with
an analysis of tumour markers over the following two years. All the changes were restored to within normal limits without any evidence
of recurrence. 
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Discussion 

In this study the authors reported on a case of dysgermi-
noma that was determined clinically and pathologically. Al-
though ovarian tumours are considered very rare in
children, they nevertheless account for approximately 50%
of all ovarian masses [7]. In this study, the patient had ab-
dominal pain and a pelvic-abdominal mass. This is consis-
tent with other case reports with dysgerminoma [8, 9]. 

In this case the authors showed that the levels of tumour
markers were considerably increased. Dysgerminomas are
usually not hormone-dependent unless the syncytiotro-
phoblastic cells are involved.

The patient in this study fitted the FIGO IIIC criteria and
chemotherapy was therefore necessary [10]. However, after
the patient had completed her course of chemotherapy and
been followed up for two years, all the parameters previ-
ously under investigation had been restored to being within

normal limits.
In conclusion, dysgerminomas may take various forms,

as can be seen in the tumour markers. This study showed
that high levels of β-hCG in dysgerminomas may be asso-
ciated with an advanced stage and there is consequently an
increased requirement for chemotherapy. The main diag-
nostic strategies for dysgerminomas are based on histologic
and pathologic techniques.
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Figure 1. — Cellular tumour composed of nests of cells with clear
cytoplasm and round nuclei with prominent nucleoli, separated
by fibrovascular septa (H&E section at ×100). Figure 2. — Cellular tumour composed of nests of cells with clear

cytoplasm and round nuclei with prominent nucleoli, separated
by fibrovascular septa (H&E section at ×400).

Figure 3. — A different view showing scattered syncytiotro-
phoblasts among the mononuclear tumour cells (H&E section at
×200). Figure 4. —  Tumour cells are immunoreactive for the PLAP im-

munohistochemical marker.   
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