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INTRODUCTION

Mixed germ cell tumours (MGCT) of the ovary are malignant

neoplasms of the ovary comprising of two or more types of germ cell
components. Most of the malignant MGCT consists of dysgerminoma

accompanied by endodermal sinus tumours, immature teratoma or
choriocarcinoma. There are only few case reports of MGCTs with
different combinations of malignant components.

IHC FINDINGS

IHC stain shows focal, cytoplasmic positivity for AFP and
Pancytokeratin.

CASE REPORT

A 5 year old female ch ild presented to the surgery department with a

brief history of difficulty in defecation for 6 months, swelling over
sacral region for 2 months, along with bilateral inguinal swellings and

difficulty in urination for 1 week. Swelling was firm, non-mobile &
non-tender measuring 6.6x5 cm (Fig.1&2). USG was suggestive of
heterogenous mass in sacral region, bilateral inguinal

lymphadenopathy. MRI findings reveal a large solid presacral and
precoccygeal mass lesion with pelvic extension, inguinal

lymphadenopathy with mass effect and extension, suggestive of
sacrococcygeal teratoma (Type III). Serum alfa fetoprotein level was
39773.80 ng/ml. FNAC was done in our cytology lab.

HISTOLOGICAL FINDINGS

On gross multip le grey ish white piece of t issue, altogether measuring 4x3x1 cm.

Multiple sections examined showed tumor arranged in reticu lar pattern with tumor
cells having vesicular nuclei with moderate pleomorphis m (Fig.6). Perivascular

arrangement of tumour cells also seen (Schiller-Duval bodies) (Fig.9). Some areas
showed papillary and glandular d ifferentiat ion (Fig.5). Some areas showed
undifferentiated primitive cells having hyperchromatic nuclei with course

chromatin and occasional giant cells. Small focus of necrosis also noted (Fig.7
&8). Lymphoid tissue was also identified infilt rated by tumour cells as described

above. Features were suggestive of malignant mixed germ cell tumour
(predominantly yolk sac (>90%) and embryonal carcinoma (<10%), metastasizing
into the inguinal lymph nodes.

CYTOLOGICAL FINDINGS

Smear reveals high cellularity, comprising of neoplastic cells arranged

in solid sheets, papillaroid fragments loose clusters and scattered
singly. Individual tumour cells have high N:C rat io, with oval to

elongated nuclei with coarse chromat in, moderate amount of
vacuolated cytoplasm. At places eosinophilic material is also seen
within the cell clusters (Fig.3&4). Cytological features were of

malignant germ cell tumour of ovary. Excisional biopsy was done and
sent for histopathological examination to our lab.

CONCLUSION

Ovarian germ cell tumour arise from primordial germ cell

derived from the embryonal gonads. Incidence range from 1 to
6% in west and from 8 to 19% in Asia. Yolk sac tumour shows

positivity for AFP, Glyp ican-3, SALL4 and LIN 28, whereas in
embryonal carcinoma tumour cells are positive for CK
(AE1/AE3), CD30, OCT4, SALL4 and Glypican-3.

DISCUSSION

Malignant MGCT contain a mixture of the various pure types of

germ cell tumours, comprising of 5-20% of all Malignant germ
cell tumours. Average age is 13.8 yrs. Most common clinical

presentation includes abdominal mass with/without abdominal
pain & fever. In yolk sac tumours high levels of alfa fetoprotein
are present in the serum of most of the patients and some have

increased levels of CA-125 as well, whereas in embryonal
carcinoma beta HCG concentration are increased.

REFERANCES

1. Goyal LD, Kaur S, Kawatra K. Malignant mixed germ cell tumour
of ovary- an unusual combination and review of literature. J of
ovarian research. 2014, 7;91.

2. Fletcher CDM, Diagnostic histopathology of tumours, vol 1, e3,
p604-615.

Fig.5- Papillary and glandular differentiation 

along with foci of necrosis(H&E)

Fig.6- Yolk sac component showing 

reticular areas(H&E)

Fig. 3- Solid sheets, papillaroid fragment, loose 

clusters and singly scattered cells on FNAC, MGG

Fig. 4- Papillaroid fragment of large 

malignant cells on FNAC, MGG

Fig. 1 & 2
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Fig.7&8 Embryonal component showing primitive cells and necrotic area Fig.9- Schiller-Duval body
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