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CASE REPORT

Laparoscopic management of an ovarian steroid cell
tumor, not otherwise specified causing virilization and
amenorrhea: A case report
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ABSTRACT

Steroid cell tumors account for less than 0.1% of all ovarian tumors. There are three steroid cell tumor subtypes: steroid cell
tumor not otherwise specified (NOS), stromal luteoma and Leydig cell tumor. Steroid cell tumor, NOS, is the most common type
and has malignant potential. We report the case of 39-year-old woman complaining of pelvic pain and amenorrhea. Physical
examination revealed hirsutism. Transvaginal ultrasound showed an hyperechogenic homogenous cyst of 4 centimeters of the
left ovary without signs of malignancy. The right adnexa was normal. MRI imaging showed a left ovarian mass of 34 mm ×
30 mm with enhancement after intravenous gadolinium. A left salpingo-oophorectomy was carried out with peritoneal cytology
by laparoscopy. Histology concluded to a steroid cell tumor not otherwise specified, which had a low malignant potential. After
2 months, we noticed the regression of hirsutism and the patient had normal menses. She’s currently pregnant at 6 months of
gestation. A complete surgical staging will be achieved after childbearing.
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1. INTRODUCTION

Steroid cell tumors are uncommon sex cord-stromal ovarian
tumors. Scully was the first to individualize this entity in
1979.[1] The incidence of steroid cell tumors is less than
0.1% among all ovarian tumors.[2] Steroid cell tumors in-
clude 3 subtypes: steroid cell tumor not otherwise specified
(NOS), stromal luteoma and Leydig cell tumor. Steroid cell
tumors, NOS, account for one-half of all ovarian steroid cell
tumors.[3] The proportion of tumors that are malignant has
ranged from 25% to 43%. Surgery is the main treatment
for steroid cell tumors, NOS.[4] We report the case of a 39-
years-old woman with a steroid cell tumor, NOS, causing

amenorrhea and hirsutism.

2. CASE PRESENTATION
We report the case of a 39-years-old woman admitted in the
department of gynecology for pelvic pain. In her gynecologi-
cal history, her menses were irregular for the past three years
then she noticed an amenorrhea for one year. In physical
examination, hirsutism was noticed, interestingly these areas:
beard, inner thigh and the abdomen (see Figure 1), but she
hadn’t neither acne nor voice modifications.

Biologic analysis revealed normal values of blood count, re-
nal function, and glucose and tumor markers of the ovary
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(CA-125, carcinoembryonic antigen, CA 19-9). Transvaginal
ultrasound examination revealed a hyperechogenic homoge-
nous cyst of 4 centimeters of the left ovary without signs
of malignancy. The right ovary was normal. MRI imaging

showed a left ovarian mass of 34 mm × 30 mm with enhance-
ment after intravenous gadolinium. Pelvic and paraoartic
lymph nodes weren’t invaded (see Figure 2).

Figure 1. A: Beard hirsutism; B: Abdomen increasing hair; C: thigh increasing hair

Figure 2. MRI pelvic imaging. A: ovarien left mass; B: enhancement after intravenous gadolinium; C: ovarian mass of
34 mm × 30 mm

On laparoscopy, the exploration of abdominal cavity showed
neither ascites nor peritoneal implants. A left salpingo-
oophorectomy was carried out with peritoneal cytology. The
patient left our department after 24 hours with no complica-
tions.

Histology concluded to steroid cell tumors not otherwise
specified, which had a low malignant potential. The peri-
toneal cytology didn’t show any neoplastic cells (see Figure
3).

Two months after surgery, we noticed the regression of hir-
sutism and the patient had normal menses. Her serum CA
125 and hormone (testosterone, androstenedione) levels were
within normal range. She’s currently pregnant at 6 months
of gestation. During pregnancy, the follow-up evaluation
included in addition to prenatal care: ultrasound examination
of the remaining ovary and measurement of sex hormone
levels. There was no recurrence of the disease and the fetus
had a normal growth.

Although the tumor had a low malignant potential, we de-

cided to achieve a complete surgical staging after childbear-
ing for the patient do not want to preserve her fertility after
this pregnancy. The second operation will include: right
salpingo-oophorectomy, infracolic omentectomy, multiple
peritoneal biopsies, and pelvic-paraaortic lymph node sam-
pling.

3. DISCUSSION

There are three steroid cell tumor subtypes: steroid cell tu-
mor NOS, stromal luteoma and Leydig cell tumor. The cell
lineage of the steroid cell tumor NOS is not defined and they
cannot be categorized as either stromal luteomas or Leydig
cell tumors. Steroid cell tumor, NOS, is the most common
type and has malignant potential. It is associated with hir-
sutism and virilization in half of cases. Young patients are
the most affected by these tumors, which are usually unilat-
eral.[5] There are few cases in the literature with less than 40
reported cases found via pubmed search. Many recent cases
were reported in asian ethnic group.[3, 6, 7]

Pathological examination is essential for diagnosis. Macro-
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scopically, the tumor has regular borders, well circumscribed
and solid, with a lobulated or nodular appearance. Microscop-
ically, the tumor cells are round or polygonal with distinct
cell borders, central nuclei and prominent nucleoli.[8] In our
case, most tumor cells were polygonal with abundant vacuo-

lated cytoplasm. They were arranged in nests associated to
a rich vessels development. Li and al described other types
of neoplastic cells; eosinophilic cells whose cytoplasm was
granular.[8]

Figure 3. Histopathological photos of steroid cell tumor not otherwise specified: (a) HE ×400: (A) Large polygonal cells
arranged in nests; (B) Vascular characteristic: secreting tumor. (b) HE ×250: clear cytoplasm and eosinophilic cells. (c) HE
×100: well circumscribed neoplastic proliferation distant from ovarian hilum. (d) IHC ×400 : Anti-Inhibin Antibody was
strong positive in cytoplasm.

The treatment is mainly surgical. It is recommended that
ovarian steroid cell tumors, NOS, are managed surgically
like other ovarian stromal tumors.[4] A surgery preserving
fertility should be considered in young women with low stage
tumor, as in our case. Unilateral salpingo-oophorectomy and
staging are sufficient, especially in low malignant potential
tumors without lymph nodes invasion on MRI. For women
who have completed childbearing, total abdominal hysterec-
tomy with bilateral salpingo-oophorectomy and complete
surgical staging is indicated. As these tumors are diagnosed
in an early stage, their response to adjuvant therapy isn’t

known. Although, gonadotropin releasing hormone agonist
(GnRHa) therapy may be prescribed postoperatively or as
adjuvant therapy for recurrent tumors.[4]

In our case, the patient had amenorrhea and hirsutism for one
year. This case had presented to us diagnostic difficulties that
have been partially resolved by imaging techniques: ultra-
sounds and MRI. Diagnostic difficulties were the presump-
tion of benignity or malignancy. In our opinion, laparoscopy
has, in this case, its place to explore the abdominal cavity and
perform the salpingo-oophorectomy. Pathological evaluation
was essential for the diagnosis of malignancy.
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