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Endodermal sinus tumour of the ovary 
is a rare but highly malignant tumour 
seen in young women. Telium (1944) 
was the first one to recognise it as germ 
cell tumour and named it as endodermal 
sinus tumour. There is a multiplicity of 
names for this tumour: immature 
mesonephroma, yolk sac tumour, ex­
traembryonic terratoma, embryonal car­
cinoma, extraembryonic mesoblastoma, 
mesoblastoma vitel!inum and Telium's 
tumor. The microscopic characteristics 
diagnostic of this tumour are fairly 
straightforward, but the name and cate­
gorization are in dispute (Danforth et al 
1978) . It is a germ cell tumour with 
selective overgrowth of extraembryonic 
mesoderm and the yolk sac endodermal 
lining the sinusoid speces, thus mimick­
ing endodermal sinuses of the rat 
-placenta (Telium, 1965). Most Ameri­
can authors have recently agreed on the 
term endodermal sinus tumour. Two 
large series have been reported in the 
last two years. In 1976, Kurman and 
Norris reviewed 71 cases and in 1977, 
Jimerson and Woodruff reported an 

*Reade1" in Obstetric and Gynaecology. 
**Prafessof' and Head, Department of Obste-

trics & Gynaecology. 
***ReadeJ" in Pathology. 
Medical College Hospital, Rohta.k (Haf''lla'l«t). 
Accepted fof' pu-blication on 26-2-1979. 

analysis of 41 cases from Novak Tumour 
Registry. In Kurman's series, 9 patients 
survived more than 2.2 years out of 65 
followed up, whereas in Jimerson's re-

. I 
v1ew only 3 of 34 women followed up 
were alive for more than 3 years and 2 of 
these survivals had been treated with 
conservative surgery only, whereas the 
third one had chemotherapy in addition. 
This hopeless outlook calls for need for 
reporting individual experience with this 
rare and lethal tumour (Danforth, 
1978) . Following is a case report of a 
young nulliparous woman with endo­
dermal sinus tumour seen at Medical 
College Hospital, Rohtak, (Haryana) 
who developed extensive metastases 
within 8 months of panhysterectomy and 
thio TEPA therapy. 

CASE REPORT 

Patient A. D., 20 years, married for 5 years, 
PO + 0 , was hospitalised for the first time on 
2nd May, 1977 with history of mass in the lower 
abdomen for 7 months and amenorrhoea for 6 
weeks. There were no other complaints in the 
form of pain, vomiting, loss of appetite ot· 
weight or urinary symptoms, neither had she 
noted any rapid increase in the size of the mass. 
She had menarche at 14, with regular mens­
strual cycle of 3-4/30 days. 

On examination, she was in good condition 
but for slight pa-llor. Systemic examination: 
No abnormality. Abdominal examination re­
vealed a firm mass 6 x 5!" arising from the 
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pelvis. Mass was mobile, non-tender and sur­
face was smooth. There was no free fluid in 
peritoneal cavity. On pelvic examination: 
Cervix forwards, uterus retroverted nulliparous 
in size. Mass felt per abdomen was felt through 
anterior fornix. Per rectum examination: No 
nodules in the pouch of Donglas. Speculus 
examination revealed no abnormality. 

Patient was given injection secrodyl and she 
had withdrawal bleeding and pregnancy was 
excluded. Provisional diagnosis of dermoid 
cyst was made and laparotomy was decided. 

Investigations: Hb. 9.0 G%, TLC 8000/cumm. 
�P �7 �s�L�:�w�E�- �2 �M�~� ESR 3 mm in 1st hour. Stool: 
Cysts of E.histolytica present. Urine NAD. 
Xray chest-NAD. Blood sugar and urea were 
within normal limits. Blood group was 'A' 
Rh + ve. 

At laparotomy, ovarian tumour 611 x �5�~�"� was 
found to be arising from the left ovary and it 
was adherent to the dome of the bladder. 
Uterus, fallopian tubes and right ovary were 
normal. Ovariotomy was done after separating 
adhesions between tumour and the bladder 
serosa, which was subsequently repaired. 
Panhysterectomy was done and 400 mgms endo­
xan instilled in the peritoneal cavity. Postopera­
t ively patient had urinary tract infection due 
to pseudomonas aerogenosa sensitive to genta­
mycin. 

Patient was given injection Thio Tepa 30 
mgms intravenously bi-weekly x 1 week and a 
total of 90 mgms was given in 3 weeks. Patient 
was discharged on 11th June 1977 with no 
evidence of secondaries in the pelvis and chest. 
She was advised to come for repeat cytotoxic 
therapy after 3 weeks. 

Patient was lost to follow up for nearly 8 
months, when she reported on 4th Feb., 1978 
with secondaries in abdomen. She had a mass 
8'' x 111 in size, nodular firm and fixed which 
was arising from pelvis extending upto 3 
fingers above umblicus. There was no ascites. 
No nodules in pouch of Douglas. 

Investigations: Blood Hb. 7. 0 G% TLC 5000/ 
cum. DLC: P70, 1.22, M7, El. X-ray chest: No 
secondaries. Blood urea 18 mgm and sugar 90 
mg%. Urine NAD. 

She was put on hematinics, analgesics and 
endoxan 500 mgm I/V daily after check on 
TLC. After 4 doses, patient became extremely 
sick. She had persistent severe pain not re-

eved by analgesics including injection pethi­
dine. She developed jaundice, pernicious 

vomiting and fever and relatives took her home 
in moribund condition against advice on 13th 
Feb., 1978. 

PATHOLOGY 
Specimen: The ovarian tumour measured 

14 x 10 x 10 ems. It was lobulated and well 
encapulated, except in one area where a cap­
sular tear was identified. The cut surface had 
a variegated appearance, with grey white to 
pale yellow areas and large areas of haemor­
rhages and necrosis. Tiny cystic spaces filled 
with gelatinous material were also identified. 

The hysterectomy specimen, along with one 
tube and ovary, showed no significant patho­
logy. 

Biopsy from the bladder wall comprised 
multiple pieces of grey tan friable tissue 
measuring together 2 x 1 x 0.6 ems. 

Microscopic: The neoplasm revealed varying 
appearance in different areas of the tumour. 

Some areas showed polyvesicular vitteline 
pattern with dense spindle cell stroma contain-, 
ing cysts of variable sizes which were lined by 
cuboidal or flattened cells. Other areas dis­
played reticular pattern consisting of a loose 
meshwork of spaces and channels lined by flatten­
or cuboidal cells with prominent nuclei (Fig. 1). 
Many areas of pseudopapillary or festoon pattern 
with characteristic Schiller-Duval bidies were 
seen. These bodies were identified as mantles 
of cells surrounding blood vessel. The cells 
were flattened or cuboidal, had well defined 
borders, light staining cytoplasm and prominent 
vesicular nuclei (Fig. 2). Intra and extracellular 
hyaline droplets were characteristically dis­
played in some of the areas particularly in re­
lation to Schiller Duval bodies (Fig. 3). A 
few glands lined by mucuous columnar epithe­
lium were also seen. Extensive areas of 
haemorrhages and necrosis were present. Calci­
fication was not present. Uterus and contra• 
lateral ovary showed no significant abnormality. 

Tissue from the bladder wall showed meta­
static deposits of the same tumour. 

Comment 
Endodermal sinus tumour is an aggres­

sive germ cell tumour seen in young 
women. Because of the multiplicity of 
the names of this tumour colle<:tion of in­
formation, comparison of results and ex-



JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF IND!A 

perience of different authors is difficult. 
Endodermal sinus tumour is usually 
unilateral and treatment is salpingo­
oophorectomy of the affected ovary, pro­
vided the tumour is encapsulated localis­
ed to one ovary and there are no meta­
stases and the other ovary on bisection 
has no tumour. Uterus and the con­
tralateral ovary are preserved since these 
individuals are young and results do not 
improve by radical procedure (Kurman 
and Norris 1976; Jimerson et at, 1977). 
In a series of 18 patients reported by 
Huntington and Bullock (1970) the only 
2 survivors were the ones in whom con­
ser..-ative surgery had been done. Earlier­
Santesson and Marrubini (1957) had en­
countered fatal results in 16 out of 17 
patients treated by radical surgery and 
postoperative irradiation. In the present 
case, patient was young and nulliparous 
but panhysterectomy was done as initial 
frozen section report was cystadenocar­
cinoma and the tumour had spread to 
bladder serosa. 

Most of the evidence suggests that 
endodermal sinus tumour is radioresistant 
(Smith and Rutledge 1975; Wharton, 
1976; Jimerson, 1977) and radiotherapy 
dOE$ not improve salvage. Chemo­
thet."apy has been found to be useful in 
improving survival time in many of the 
reported cases (Aure et al, 1971; Smith 
et o:l, 1975; Forney et al, 1975; Kurman 
et al, 1976; Ettinger et al, 1977, Jimerson 
et al, 1977; Danforth, 1978). Smith and 
Rutledge (1975) reported on therapy of 
48 patients seen between 1947-1974. Out 
of 20 patients given vincristine, Actino­
mycin-D, cyclophosphamide therapy 
(VAC), 15 survived from 3 to 78 months. 
Only one out of 8 patients who received 
actinomycin-D, 5-Fluorouracil and cyclo­
phosharmide combination was well for 57 
monthi after start of therapy. 

In Kurman's (1976) series of 9 survi­
vals out of 65 patients, 5 had surgery 
only and 3 had received VAC therapy 
after surgery, whereas 9th survival had 
spread of disease to omentum and pan­
hysterectomy along with omentectomy 
was done and this was followed by intra­
peritoneal as well as I/V ' Thio TEPA 
therapy. Our patient had Thio TEPA 
therapy following panhysterectomy but 
developed extensive metastases within 9 
months of diagnosis. 

Conservative surgery followed by Vin­
cristine, Actinomycin-D, Endoxan com­
bination seems to be presently more 
effective for encapsulated unilateral endo­
dermal sinus tumour as compared to 
radical surgery, radiotherapy or other 
chemotherapeutic agents (Smith et al, 
1975; Kurman et al, 1976; Danforth, 
1978). 

Summay 

A case of endodermal sinus tumour is 
reported in a young nulliparous woman 
of 20 in whom panhysterectomy was done 
followed by Thio TEPA therapy. Patient 
developed extensive metastases within 9 
months of diagnosis. From literature, 
Vincristine, Actinomycin-D and Endoxan 
combination preceded by conservative 
surgery seems to give maximum survival 
time for this rare fatal tumour. 
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