
Introduction

Germ cell tumors (GCTs) most frequently arise in the

gonads, but extragonadal germ cell tumors (EGCTs) are

estimated to represent only 2-5% of all adult GCTs [1].

The most common primary site of EGCTs is midline

structures such as the anterior mediastinum and retroperi-

toneum, but also can be described in sacrococcygeal re-

gion, rectum, head and neck soft tissues, nasal cavity, and

paranasal sinuses [2-4]. Primary sites in abdominal wall

have been found in only two reports, one is malignant ter-

atoma [5] and another is yolk sac tumor [6]. To the best of

the present authors’ knowledge, the reported case in this

article of abdominal wall mixed malignant germ cell

tumor consisting of embryonal carcinoma and teratoma

components has not been reported previously.

Case Report

A 34-year-old female with a large abdominal mass which

could be touched at six months before admission was treated in

The First Affiliated Hospital of Guangxi Medical University on

July 16, 2014. The patient had suffered from a dull aching pain

in the left abdomen for 15 days and had worsened in the last two

days. Physical examination showed a 90×100×80 mm mass with

well margin was located at the left adnexa which caused ten-

derness, was firm, and freely movable. 

Two-dimensional pelvic ultrasound examination showed a

97×108×93 mm mixed echoic mass in the left hypogastric re-

gion. Laboratory data showed elevated serum level of alpha-fe-

toprotein (AFP; 10,382 ng/ml, normal range 0-11.00 ng/ml),

cancer antigen 125 (CA125; 124.00 U/ml, normal range 0-35.00

U/ml), and cancer antigen 19-9 (CA19-9; 52.98 U/ml, normal

range 10.00-37.00 U/ml). The patient received exploratory la-

parotomy after her consent was obtained. A mass of

110×100×90 mm located in preperitoneal space between rectus

abdominis was found during surgery. A simple total tylectomy

was performed. Histopathologic features were consistent with

abdominal wall mixed malignant germ cell tumor composed of

embryonal carcinoma (Figures 1a, 1b) and teratoma (Figure 1c).

In immunohistochemical assay, the tumor tissue staining was

positive for placental alkaline phosphatase (PLAP) (Figure 1d)

and cellular keratin (CK) (Figure 1e), but negative for AFP (Fig-

ure 1f), CD30, and β-human chorionic gonadotropin (hCG).

Five days after the total tylectomy, the serum level of AFP and

CA125 decreased to 2,552 ng/ml and 83.93 U/ml, respectively.

The level of CA19-9 was in the normal range. The scheduled

chemotherapy of bleomycin, etoposide, and cisplatin (BEP) reg-

imen was given to the patient postoperatively. The patient re-

fused to accept further chemotherapy due to insufficient funds

after two cycles of BEP regimen. The patient was well with nor-

mal menstrual cycle and there was no evidence of tumor recur-

rence in the eight-month’s follow-up.

Discussion 

The tissue source of EGCTs is not clear at present. Most

people believe that a mismigration of primordial germ

cells (PGCs) along the urogenital ridge during yolk sac as

a result of the influence of some factors in early embryo-

genesis [7, 8]. They also may result from germ cells that

are distributed physiologically to other tissues or organs to

provide regular functions or convey hematologic or im-

munologic information [9]. In this patient, a mass with

the pathologic diagnosis of mixed malignant GCTs com-

prised of embryonal carcinoma and teratoma components

in the anterior abdominal wall was found. Could GCTs

originate from anterior abdominal wall? We know that

PGCs arise in the endoderm of the embryonic yolk sac

which is wrapped around the umbilical cord. The germ

cells migrate through the wall of the midgut to the geni-

tal ridge at four to five weeks of gestation [10]. In the

process of migration, PGCs can be lost in the abdominal
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wall under some circumstances, and then the tumor will

occur. In this patient, the authors speculate that the tumor

located between preperitoneal space and rectus abdominis

initiate from some aberrant cells of mesoderm near the

yolk sac based on the mechanism mentioned above. 

EGCTs lack specificity in clinical manifestation, there-

fore preoperative diagnosis is difficult. Most cases were

diagnosed after surgical exploration, and the confirmed

diagnosis is still based on pathological result. Some im-

munohistochemical markers can be used in differential di-

agnosis. PLAP is considered to be expressed specifically

in GCTs [11-16]. AFP is a characteristic marker in yolk

sac tumors. It can also be expressed in a handful of em-

bryonal carcinoma and immature teratoma. The majority

of choriocarcinoma show immunopositivity for hCG, and

CK is positive in embryonal carcinoma, choriocarcinoma,

immature teratoma, and yolk sac tumors [15]. CD30 has

been found highly expression in embryonal carcinoma,

but not every case of embryonal carcinoma shows positive

results for CD30 [16, 17]. In this case, PLAP was posi-

tive stained in tumor tissue which was highly suggestive

the diagnosis of GCTs. The positive staining of CK, neg-

ative staining of AFP, HCG, and CD30 support the

tumor’s embryonic carcinomas and teratoma im-

munophenotype and exclude the diagnosis of yolk sac

tumor.

EGCTs is highly malignant, however with a promising

prognosis. Surgery is the first line of choice for this type

of disease with the option of chemotherapy as adjunctive

treatment. Chemotherapeutic regimen of BEP used for go-

nadal GCTs, especially those arising in the testis, also has

been demonstrated effective in EGCTs. Platinum-based

chemotherapy following complete resection of the tumor

may significantly improve the prognosis of the disease.

However the survival rate of EGCTs is different in the re-

lated reports [18-20]. In the present case, the patient’s

prognosis was favorable so far although she just received

incomplete chemotherapy after operation.

Conclusion

The present case report has highlighted that a mass in

the abdominal wall should not be neglected as extrago-

nadal germ cell tumor. The histopathologic examination is

the gold standard for diagnosis. The authors hope that

these experiences may provide some help for clinicians.
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