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Immature teratoma in pregnancy
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SUMMARY ® savas Karakus
Objective: The most common genital neoplasms in the reproductive © Dilay Karademir
period are over tumors. Limitation of radiological examinations done ©® Gamze Sonmez
during pregnancy and the concentration of the examination on the fetus, in © Bugra Oksasoglu
general, may lead to missed malignancies. The purpose of the study is to Nese Yeldir
discuss the approach to adnexal masses seen in pregnancy. @ Handan Aker
Case: A 26-year-old woman with a 39-weeks gestation had groin pain. @® Ali Yanik

CA125 value: 60 U/ ml, CA19-9: 385,5 U/ ml, AFP: 115,1 U/ ml. After
birth with C / S, the right ovary was observed to have a mass of
approximately 15 cm. It was followed. The mass was excised, and a frozen
section was sent. It was reported to be compatible with the resultant
mature teratoma. Upon reporting the final pathologic outcome as immature
teratoma grade, 1, post-operative positron emission tomography (PET-CT) ORCID IDs of the authors:
imaging and tumor marker screening were planned. PET CT imaging and
tumor markers were negative.

Conclusions: 90% of adnexal masses below 6 cm are functional cysts
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between the 16-18th gestational weeks. They usually fall back on their B.O. 0000-0001-7721-6342
own. Malignancy rate after the operation is 4-6% in persistent. Except for N.Y. 0000-0002-3812-6245
the presence of acute symptoms or the suspicion of serious malignancy; H.A. 0000-0003-3237-9660
Surgical intervention should be postponed to the middle of the 2nd A.Y. 0000-0001-9634-2117

trimester (16-18th week). The presence of ovarian cysts with symptomatic
ovarian mass presence, over torsion, overcast rupture, acute abdomen,
diffuse ascites, rapid growth pattern in pregnancy requires urgent surgical
intervention. The frozen section should be sent during the operation if
surgical intervention is required. @ The frozen section determines
intraoperative behavior. The number of cross sections during the frozen
process is limited. In frozen conditions, as many as three sections can be
taken in the laboratory, large-diameter tumors have a higher rate of false
diagnosis in the frozen specimen. As in this case, inadequate sampling
leads to false negative results in borderline and malign lesions showing
focal development. Although this delay in diagnosis causes an adjuvant
delay in treatment, ovarian cancer that is detected in pregnancy is usually
over-limited (stage 1), so the outcome is not badly affected. Most of them
are germ cell tumors and low malignant potential epithelial tumors. It
usually shows early stage, low grade, unilaterality. Often, unilateral
oophorectomy and surgical staging are sufficient.
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section, teratoma in pregnancy
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INTRODUCTION

The number of adnexal masses in pregnant
women was increased due to the presence of
adnexal masses that were not symptomatic and
could not be detected by examination using
routine ultrasonography in the follow-up pregnant
women™?. Ovarian tumors are seen at a frequency
varying between 2.4% and 5.7% in pregnancy”.
70% of ovarian masses in pregnancy is functional
cysts and usually, regress spontaneously’.
Dermoid cysts form the majority of persistent”.
Ovarian malignancy can be seen in the frequency
of  0,05-0,07:1000  during  pregnancy®.
Approximately 75% of ovarian germ cell tumors
in pregnancy constitute disgerminomas’. It is
difficult to distinguish ovarian masses as benign
and malign in pregnancy, and the surgical decision
is not easy when considering fetal and maternal
morbidity. The second trimester is the period
during which treatment planning. If surgical
intervention is performed at the third center under
appropriate clinical evaluation, it will reduce fetal
and maternal morbidity. Complications such as
ovarian torsion, ovarian cyst rupture, or
progression due to the possibility of malignancy
of the mass, develop in patients when the follow-
up decision is taken is undesirable®. Laparotomy
should be done on suspicion of malignancy. We
aimed to discuss the adnexal mass approach in
pregnancy because of a case that detected
teratoma in pregnancy.
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CASE REPORT

A 26-year-old woman, who was pregnant 39
weeks according to the first day of her last period
,presenting with groin pain, was admitted to our
Clinique. She was diagnosed with an adnexal
mass. There was no significant disease in her or
her  parents medical past. Abdominal
ultrasonography revealed a solid mass in her right
ovary, which characterized lobule contoured
cystic areas.There was minimal fluid around the
mass. The patient’s laboratory work consisted of
CA 12560 U/ml, CA 19-9:3855 U/ml,
AFP:115,1 U/ml. After informed consent was
obtained and the patient underwent c/s procedure,
which exposed 15 cm mass with cystic and solid
components in her right ovary. The left ovary and
the rest internal organs in the abdominal cavity
were unaffected. A right unilateral salpingo-
oophorectomy was performed. A sample was
taken from the fluid for cytology. And the
unilateral salpingo-oophorectomy material was
also taken for frozen. Due to a frozen report
compatible with mature teratoma, the operation
was terminated. Right after the final pathology
report confirmed immature teratoma grade 1,
positron emission tomography (PET CT) was
performed. Results of the PET CT and the tumor
markers were found negative. Outpatient follows
up was planned .



DISCUSSION

Ovarian tumors in pregnancy is a clinical
condition which needs to be managed with a
multidisciplinary ~ approach.  Histopathology,
grade, stage of the tumor, the gestational week
should be considered during the management of
the treatment®. Most of the masses are benign,
such as functional ovarian cysts, benign cystic
teratomas, and serous cystadenomas due to the
younger age of patients. Malignant ovarian
masses most commonly germ cell and borderline
ovarian tumors, are rarely seen and usually low
grade’. The prognosis of the ovarian cancers in
pregnancy has improved because most of the
cases can be seen by ultrasonography’. Malignant
ovarian germ cell tumors are generally unilateral
except for some cases with opposite side
metastasis. If the metastasis seen intraoperatively,
cytoreductive surgery is recommended. Second
look laparotomy for germ cell tumors is
controversial. If the first operation was
insufficient about the stage of the tumor, second
look laparotomy or CT has to be considered™. In
our case, there was no other surgery needed
because the frozen report was benign.Germ cell
tumors are extremely chemosensitive. Patients
with stage 1 a grade 1 tumor were shown perfect
prognosis. The postoperative observation was
recommended without any adjuvant treatment. If
extra-ovarian metastasis is present, chemotherapy
with BEP protocol is suggested*?*®.For the young
patient's fertility, it is recommended to perform
USO, and intraoperative careful examine on
abdominal cavity during the laparotomy™.

As a result, both fetus and adnexal structures
should be examined in ultrasonography; so
ovarian malignancies accompanying pregnancy
can be diagnosed at an early stage.
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