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Sertoli-Leydig Cell Tumour of
Ovary with Menorrhagia:
A Rare Case Report
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ABSTRACT

Sertoli-Leydig cell tumours (SLCTs) are rare sex cord stromal neoplasms of ovary accounting for less than 0.5% of all ovarian tumours.
These are found in women of all age groups (2-75 y), but are most common in reproductive age group with an average age of
25 y. Mostly these are unilateral, confined to ovaries and usually stage | at the time of clinical diagnosis. The common presenting
complaints in these patients are due to either mass occupying lesion (mostly pelviabdominal mass and/or pain) or hormonal production
(mostly androgen and more rarely oestrogen). Androgenic manifestations, seen in 80% of patients with SLCT, are virilism, hirsutism,
receding hairline, breast atrophy, clitoromegaly, acne, hoarseness of voice, etc. Estrogenic manifestations are precocious puberty,
abnormal uterine bleeding, abnormal vaginal bleeding, menstrual irregularities, generalised oedema, weight gain, breast hypertrophy,
endometrial hyperplasia, endometrial polyps and endometrial carcinoma. Histologically these are classified (WHO) as well-differentiated,
intermediately differentiated, poorly differentiated, with heterologous components and retiform type. Prognosis depends upon degree
of tumour differentiation (grading) and tumour extent (staging). We herein report an unusual case of SLCT of ovary with oestrogenic

manifestation of menorrhagia.
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CASE REPORT

A 28-year-old female, presented with pain in abdomen since 15
days and with a history of menorrhagia since two years. Per vaginal
examination revealed a left adnexal mass. There were no clinical
features suggesting virilisation. USG and CT scan of abdomen and
pelvis revealed a left sided large ovarian neoplasm. On laparotomy
a large left ovarian mass was noted. A specimen of total abdominal
hysterectomy with unilateral salpingo-oopherectomy was received.

Grossly, a solid left ovarian mass of size 9x7x3.5 cm with smooth
and lobulated external surface was noted. Cut section was solid,

homogenous, yellow to tan in colour [Table/Fig-1]. Uterus and
fallopian tube were unremarkable.
Microscopy revealed an encapsulated tumour [Table/Fig-2]

composed of sertoli cells arranged in cords and trabeculae separated
by abundant fibrous stroma [Table/Fig-3]. The individual tumour
cells were oval with dark blue nucleus and eosinophilic cytoplasm.
Adjacent to these, leydig cells were seen arranged in clusters and
diffuse sheets, individual cells were having pale, eosinophilic to
vacuolated cytoplasm. No mitotic figures were seen [Table/Fig-4].
On histopathology the diagnosis of Sertoli-Leydig cell tumour of left
ovary with intermediate differentiation was given. The tumour was
confined to one ovary with intact capsule hence stage IA was given
according to the staging classification of International Federation of
Gynaecology and Obstetrics.
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DISCUSSION

SLCT, a rare sex cord stromal tumour of ovary is suggested to be
arising either from gonadal mesenchyme of ovary or from remnants
of hilum [1]. Patients with SLCT present most commonly in second
and third decades of life [2-5]. These are usually unilateral but
bilateral tumours can be seen in < 2% of cases [2,4,6-8].

Clinical presentation can be due to either hormonal production or
presence of mass occupying lesion [2]. SLCT can be inactive but
elevated serum testosterone level is found approximately in 80%
of patients [2]. More rarely oestrogen excess can be seen [2]. In
our case a 28-year-old female presented with pain in abdomen and
though virilising symptoms are common at presentation, sometimes
exceedingly rare estrogenic manifestation such as menorrhagia can
be seen as in our case. Our case correlated with study of Young
and Scully, who studied 207 cases of SLCT with only one case
presenting with menorrhagia [7,9].

Grossly these are typically firm, lobulated, yellow to tan solid
masses with smooth external surface [7]. Cysts can be seen in
tumours containing heterologous elements. Tumours with retiform
component are soft, spongy, cystic with large, oedematous
intraluminal polypoidal excrescences. Haemorrhage, necrosis and
capsular rupture are common in poorly differentiated tumours
[2,4,6]. The tumour size varies from 5-15 cm [4,6]. In our case,
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[Table/Fig-1]: Solid ovarian mass with homogenous yellow to tan cut surface [Table/Fig-2]: Microscopic picture showing fibrous capsule with a tumour mass (H & E, 4x)
[Table/Fig-3]: Microscopic picture showing cords and trabeculae of sertoli cells separated by abundant fibrous stroma (H & E, 10x) [Table/Fig-4]: Microscopic picture showing
immature Sertoli cells having dark blue nucleus with adjacent Leydig cells having abundant pale eosinophilic to vacuolated cytoplasm (H & E, 40x)

Journal of Clinical and Diagnostic Research. 2014 Oct, Vol-8(10): FD18-FD20



www.jcdr.net

Umesh Sidheshwar Kanade et al., Sertoli-Leydig Cell Tumour of Ovary With Menorrhagia-A Rare Case Report

‘ Pure mesenchymal/ stromal cell pattem |

i

l |

Storiform pattern Large rounded cells with
pale vacuolated lipid
fich cytoplasm

Highly cellular

Spindled cells

| Epithelial and stromal cell pattern |

Collagen
Hyaline plaques
Diffiise oedema
Sometimes calcification Noatypia Collutar
atypia
Mitoses
<3/10high Numerous
power fields mitoses
Fibroma Intermediate between Thecoma
the two
Cellular Fibrosarcoma
Fibroth fibroma
Exclude \I:Ii e Exclude \—‘
Endometrioid Diffuse GCT
stromal sarcoma (reticulin stain
helpful)
Sclerosing stromal Exclude
tumour Sclerosing stromal
fumour Diffuse GCT
(reticulin stain

helpful)

Endometrioid
stromal sarcoma

[Table/Fig-5]: Pure mesenchymal/ stromal cell pattern

| Pure epithelial/ epithelial and mesenchymal cell pattern

Microfollicular , trabecular, Cords, trabeculae, shests of
insular watersilk or
gyriform patterns

small rounded cells = dusters
of luteinized cells in adjacent
stroma

Pattern and cellsintermediate
between SLCT and GCT

Angulated nuclei with
grooves

Inhibin +

fumour

Features of both SLCT and
GCT are present

Unclassified sex-cord stromal ‘

} )

Adult GCT

| mbibia + | [ mombic- |
Gynandroblastoma 1 -
Endometrioid
SLCT carcinoma
intermediate |
Exelade differeniation Metastatic
Undifferentiated CArcnon
cardnoma ‘
Endometrioid Prominent follicles SLCT refiform Serous
carcdnoma type — borderline
Carcinoid tumour Hiar
Grooved Nodules of granulosa Yolk sac
Small cell carcinoma angulated muclei cells separated by
tumour
theca cells
Inhibin +
Rounded ‘
pleomorphic nuclei
=
heterologous | | Malignant
Numerous mitotic dlements mixed
figures mullerian
tumour

Tuvenilp GCT
¥

Exdude

Malignant gem cell tumour
Thecoma

Steroid cell tumour

Clear cell cardinoma

Metastatic melanoma (HMB 45 +)

[Table/Fig-6]: Pure epithelial/ epithelial and mesenchymal cell pattern

the tumour was unilateral, entirely solid, homogenous with intact
capsule and yellow to tan on cut surface.

Histologically, SLCTs are classified (WHO) as 1) Well-differentiated
(11%), 2)Intermediately differentiated (54%), 3)Poorly differentiated
(13%), 4)With heterologous elements (22%) and 5) Retiform type
(15%) [2,6,7,10]. Histopathologically well differentiated tumours
are composed of tubules lined by sertoli-like cells separated by
variable number of leydig cells. Intermediate type is characterized
by cords, sheets and aggregates of sertoli-like cells separated
by spindle stromal cells and recognizable leydig cells. Poorly
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[Table/Fig-8]: Cells with prominent vacuolated cytoplasm/ signet ring cells

differentiated tumours show masses of spindle shaped cells
arranged in sarcomatoid pattern [11]. Tumours with heterologous
elements are composed of either of the two types of components -
a) endodermal elements comprising of gastric and intestinal mucin
secreting epithelium and b) mesenchymal elements represented by
immature cartilage or skeletal muscle [3,10]. In retiform category the
SLCT co-exist with formations resembling rete of testis and ovary
[11]. Immunohistochemically, SLCTs stain positive with inhibin,
calretinin, WT1, CD56 and negative with epithelial membrane
antigen (EMA) [2]. Histopathological grading of our case was SLCT
with intermediate differentiation.

The main differential diagnoses are sertoliform variant of endometroid
carcinoma, primary or metastatic carcinoid tumours and trabecular
pattern of granulosa cell tumours (GCT). In endometroid carcinomas
the neoplastic glands are small and tubular which may simulate the
pattern of sex-cord stromal tumours particularly SLCTs. An old
age patient with absence of endocrine manifestations, occurrence
somewhere in the tumour of large tubular glands, squamous
metaplasia, intraluminal mucous secretions suggest the diagnosis
of endometroid carcinoma. Immunohistochemically, endometroid
carcinoms are positive for EMA and keratin while they are negative
for inhibin which is typically positive in SLCT. Carcinoid tumours can
be differentiated by their round regular nuclei, a coarse chromatin
pattern, moderately abundant cytoplasm and positivity for neuron-
specific enolase, chromogranin and argentaffin or argyrophil
reaction. The trabecular pattern of GCT can be differentiated from
SLCT by the presence of more mature appearing cells than SLCT
with angulated or deeply intended nuclei while SLCT shows radial
orientation of nuclei in cords with Leydig cells in the adjacent stroma
[1,11,12].
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Prognosis of ovarian SLCT is significantly correlated with degree
of tumour differentiation (grading) and tumour extent (staging) [2,4-
8,13]. The malignant potential of well differentiated tumour is 0-1%,
intermediately differentiated tumour is 11% and poorly differentiated
tumour is 59% [2,4-6,8]. Metastasis is usually found in lungs, scalp,
supraclavicular lymph nodes and liver [6,8]. In our case a 28 y female
having left ovarian SLCT of intermediate differentiation and stage
IA at presentation in keeping with reported series in which more
than 90% of Sertoli-Leydig cell tumours are stage | at presentation
[2,14].

The histopathological algorithm depicting general approach to
ovarian sex cord stromal tumours is given in flow charts [Table/Fig-
5-8].

CONCLUSION

Though Sertoli-Leydig cell tumour of ovary most commonly
present with androgenic manifestations, rarely it can also present
with estrogenic manifestations as in our case. Therefore, each
case of abdominal mass with estrogenic manifestations should be
thoroughly investigated keeping Sertoli-Leydig cell tumour in mind
which has good prognosis if detected at stage I.
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