
267 268 269

OVARIAN STEROID CELL TUMOR: REPORT OF FOUR CASES

Sevgi KOC1, Yusuf Aytac TOHMA1, Asude OZGUL1,  Alper KARALOK1, Iflin UREYEN1, Taner TURAN1,

Dilek BULBUL2, Gokhan TULUNAY1

1 Etlik Zubeyde Hanim Women Health Teaching and Research Hospital, Gynecologic Oncology Clinic, Ankara, Turkey
2 Etlik Zubeyde Hanim Women Health Teaching and Research Hospital, Department of Pathology, Ankara, Turkey

SUMMARY

Steroid cell tumors are tumors that account for less than 0.1% of all ovarian malignant tumors and cause increase

in secretion of androgen or estrogen. Steroid cell tumors usually occur in the post-menopausal period. This article

reports four steroid cell tumor cases who underwent surgery for overian mass during post-menopausal period, who

were diagnosed with steroid cell tumor after histopathological examination and displayed different clinical manifestations.

No signs of increased hormonal activity in two of these cases were observed. On the other hand, the other two cases

applied with complaints of menopausal vaginal bleeding, which led to the consideration of increased estrogenic

activity in these two cases.
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OVAR‹AN STERO‹D HÜCREL‹ TÜMÖR: DÖRT OLGUNUN SUNUMU

ÖZET

Steroid hücreli tümörler, ovarian malignitelerin %0.1'inden az›n› oluflturan, androjen veya östrojen sekresyon art›fl›na

neden olan tümörlerdir. Ço¤unlukla postmenopozal dönemde görülmektedir. Bu makalede,  postmenopozal dönemde

ovarian kitle nedeniyle opere edilen, histopatolojik de¤erlendirmede steroid hücreli tümör tan›s› alan ve farkl› klinik

tablo ile prezente olan dört ovarian steroid hücreli tümör  olgusu  sunuldu. ‹ki olguda klini¤e yans›m›fl hormonal

aktivite art›fl› saptanmad›. Di¤er iki olgu ise, postmenapozal vajinal kanama yak›nmas›yla baflvurdu ve bu olgularda

östrojenik aktivite art›fl› düflünüldü.
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INTRODUCTION

Steroid cell tumors are rare sex cord stromal tumors

and account for less than 0.1% of all ovarian tumors(1).

Previously this tumor was also known as "lipid" or

"lipid cell tumor"(2). However, there is either minimal

or no lipid in 25% of these tumors. For this reason, in

1979 Scully used the term "overin steroid cell tumors"

for the first time(2). Though steroid cell tumors can be

observed at all ages, their incidence increases especially

in the 5th-6th decades(3,4).

Steroid cell tumors are categorized as stromal luteoma,

leydig cell tumors (hilar/nonhilar) and steroid cell tumors

NOS (not otherwise specified)(5). The most prevalent

group of tumors is steroid cell tumors NOS.

In tumors  comprised of cells, such as leydig, lutein

and adrenal cortical cells, which synthesize steroid

hormone, clinical manifestation develops according to

hiperandrogenism in most cases(6,7). In 6-23% of the

cases, clinical findings of increased estrogen activity(8)

are at the forefront. On the other hand, in 25% of the

cases, there is no hormonal activity(9).

The aim of this study was to present four cases who

were diagnosed with steroid cell tumor in our clinic.

Case 1

The case, who was 77 years of age in her postmenopausal

period, applied to our hospital with the complaint of

urinary incontinence. The routine laboratory findings

of the patient, who had no feature in her history, were

within normal limits. No findings of virilization were

observed during the physical examination of the patient.

During the gynaecological examination, a mass of

approximately 6 cm was detected in the right adnexal

area. The transvaginal ultrasonography (TVUSG)

revealed an endometrial thickness of 9 mm, and an

approximately 72mm-sized solid-cystic mass, surrounded

with free liquid in the right ovary area. The preoperative

CA 125 value was 69 IU/ml. Total abdominal

hysterectomy, bilateral salpingo-ooforectomy and

infracolic omentectomy were performed in the patient

who was diagnosed with pelvic mass and underwent

the surgery. The intraoperative pathological assessment

reported "possibility of a steroid cell tumor". In the

paraffin blocks of the right ovary evaluated in 10 high

power fields, a steroid cell ovarian tumor with the largest

diameter being 8 cm was reported with grade 2 nuclear

atypia, hemorrhage and one or two mitoses (1-2

mitoses/10 HPF). These hystopathological findings

indicated that the case had the possibility of being

clinically malignant. It was decided that that patient

should not receive adjuvant treatment during the

postoperative period. The patient did not come to the

follow-up examinations after operation.

Figure 1: The postoperative paraffin block section of case 1.

Case 2

In the TVUSG performed during the routine follow-

up examinations at the menopause clinic of the 52

year-old case, who did not have active complaints, a

66 X 35 mm mass with the possibility of dermoid cyst

was detected in the right ovary. There was no feature

in the patient's physical examination, her history and

family history. The gynaecological examination, during

which an approximately 6 cm mass was palpated in

the right adnexial area, revealed a CA 125 value of

9.07 IU/ml. With the preliminary diagnosis of pelvic

mass, laparoscopic right salpingo-ooforectomy was

performed. The intraoperative pathological examination

reported "malignancy was not observed". The paraffin

block indicated a right ovarian steroid cell tumor; the

largest diameter of the capsule was 8 cm and  the

capsule had a ruptured appearance; there was  1 mitosis

/10 HPF, focal light atypia and focal hemorrhage but

there was no presence of necrosis. Based on these

findings, it was decided that the potential for malignancy

was low. Adjuvant treatment during the postoperative

period was not considered. The patient did not come

to the follow-up examinations after the operation.

Figure 2: The postoperative paraffin block section of case 1.

Case 3

The 64-year-old case who was in her postmenopausal

period applied to our hospital with vaginal bleeding

complaints. The routine laboratory findings of the

patient, who had no feature in her history and family

history, were within normal limits. In the physical

examination of the case, virilization and increased

hormonal activity findings were not observed. It was

thought that postmenopausal vaginal bleeding could

be associated with hyperestrogenic environment. A 10

cm-diameter mobile mass, the borders of which could

not be clearly differentiated from the uterus and right

ovary and filled up the Douglas space, was detected

during the gynaecological examination. The TVUSG

revealed a 120 x 60 mm molticule cystic mass, where

there were papillomatosis vegetations of 45 x 30 mm

and 20 x 18 mm diameter in the right ovary area of

the paitent whose endometrium thickness was 16 mm.

The preoperative CA 125 value was 8.04 IU/ml. After

endometrial sampling, complex hyperplasis without

atypia was reported. With the preliminary diagnosis

of pelvic mass, total abdominal hysteretomy and

bilateral salpingo-ooforectomy were performed. During

the intraoperative pathology examination, it was decided

that the paraffin block should be examined. The paraffin

block indicated a steroid cell ovarian tumor with 10-

12 mitoses/10 HPF and moderate atypia cells, and an

immuno-hystochemical study was advised. Simple

hyperplastic variations without atypia in the

endometrium  were reported. In the immunochemical

stains made with EMA, inhibin, and calretinin, it was

detected that the tissue was stained extensively positive

with calretinin and inhibin, and stained negative with

EMA. In addition, it was found that in the tumor there

was light-moderate degree pleomorphism and focal

areas of necrosis with mostly 1-2 mitoses/ 10 HPF but

in some points it increased to 6-7 mitoses. Based on

these hystopathological findings, the case was thought

to have the possibility of being clinically malignant.

It was decided that the patient would be followed

without adjuvant treatment. No problem was detected

in the 60th month of follow up of the patient.

Figure 3: The postoperative paraffin block section of case 1.

Case 4

The 52-year-old patient, who had been in her

postmenopausal period for 5 years, applied to our

hospital with postmenopausal bleeding complaints.

The routine laboratory findings of the patient, who had

no feature in her history and family history, were within

normal limits. No virilization finidngs were observed

in the patient's physical examination. No pathology

was detected in the gynaecological examination. The

TVUSG revealed an endometrial thickness of 12 mm

and normal bilateral tubes and ovaries. Endortermial

sampling was performed with suspected endometrial

hyperplasis. The result was reported as complex

hyperplasis with atypia. Based on this diagnosis, total

abdominal hysterectomy and bilateral salpingo-

ooforectomy were performed. As a result of

postoperative hystopathological examination, simple

endometrial hyperplasis without atypia was reported.

It was reported that it was in compatibility with material

steroid cell tumor of 2 cm daimeter and with smooth

borders in the right ovary. There was clear nuclear

atypia and increased mitotic activity. Based on these

hystopathological findings, it was thought that the case

had the possibility of being clinically malignant. It was

decided that the patient be followed without adjuvant

treatment. No problem was detected in the 60th month

of the follow-up examination of the patient.
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DISCUSSION

Overian steroid cell tumors are a group of tumours  of

heterogenous structure made up of cells similar to those

that synthesize steroid hormone, such as leydig, lutein

and adrenal cortical cells(6). In most of the cases, clinical

presentation of steroid cell tumors shows virilation based

on hyperandrogenism and hirsutism. Hyperandrogenism

is observed in most of the cases(7). In relation to this

tumor, virilization findings such as voice deepening,

breast atrophy, increase in muscle mass, cliteromegaly,

and increase in libido can be detected. 6-23% of the

cases are presented with menorrhagia and

postmenopausal bleeding associated with increased

estrogenic activity(4,7,8). In addition, cases of Cushing

syndrome, congenital adrenal hyperplasis and isosexual

pubertas praecox, deriving from hormonal activity, were

reported(10,11). Yet, in 25% of steroid cell tumors, there

is no hormonal activity (9). In all four of the cases

presented, no clinical finding indicating a different

increase of androgenic activity. In the first two cases,

no increase in hormonal activity that reflected clinically

was considered. The other two cases, however, had

applied to our clinic with clinically observant increased

hormonal activity. These two cases had postmenopausal

bleeding complaints. In the third case, the endometrial

thickness was observed to be 16 mm and the endometrial

sampling result was complex hyperplasia without atypia.

The postmenopausal bleeding and endometrial

hyperplasia in these cases were attributed to increased

estrogenic acitivity.

In the pathological assessment of the steroid cells, >10

mitoz/10 HPF, presence of necrosis, the diameter of

the tumor being >7 cm, presence of a hemorrhage, and

grade 2 and 3 nuclear batypia were interpreted as

indicating 92%, 86%, 78%, 77%, and 64% malignancy,

respectively. The hystopathological assessment of the

first case was reported as overian tumor in the right

ovary with 8 cm-steroid cells with 1-2 mitoses/10 HPF

and grade 2 nuclear atypia cells. Based on these

findings, the case was was thought to have the

possibility of being malignant. During the

hystopathological assessment of the second case, it

was reported that the tumor was in the right ovary, the

capsule's largest diameter was 8cm and had a ruptured

appearance, there was 1 mitosis /10 HPF , focal light

atypia and focal hemmorrage but no presence of

necrosis. Based on these findings, it was decided that

the malignancy potential of the case was low. The

hystopathological assessment of the third and fourth

cases were clear nuclear atypia and increased mitotic

activity. For this reason, the cases were thought to have

the possibility of being malignant. In all the four cases

presented, adjuvant treatment was not considered as

they did not completely meet the malignancy criteria,

and it was decided that they be followed without

treatment.

The incidence of steroid cell tumors increases especially

in the 5th and 6th decades(4). Consistent with literature,

of the cases presented in this study, the first was 77

years of age, the third was 64, and the other two were

52, and all four patients were in their postmenopausal

periods.

The first step of treatment in steroid cell tumors is

surgery. In the reproductive period, fertility protective

surgery should be proposed as an alternative. As the

rate of observing these tumors being bilateral is 6%,

unilateral salpingo-ooforectomy in these patients would

be sufficient(12). Patients who do not have postmeno-

pausal or fertility requirement, staged surgery should

be conducted in those who have total abdominal

hysterectomy and bilateral salpingo-ooforectomy and

malignant criteria.

Approximately 25-43% of steroid cell tumors are

malignant(13,14). In malignant tumors, postoperative

adjuvant chemotherapy is required. However, since

diagnosis is generally made in the early stages of these

ovarian tumors and since reoccurence is not frequent,

there is not enough information about the necessity of

chemotherapy and radiotherapy and the required

therapotic dosis that should be applied.

CONCLUSION

Steroid cell tumors are ovarian tumors that are rare

sex chord stromal tumors which account for 0.1-0.2%

of all ovarian tumors. They are usually benign and

unilateral and generally appear during the

postmenopausal period with hyperandrogenism

findings. In the three of the cases presented, there were

no hyperandrogenism findings. However, in one of the

cases hyperestrogenism findings were observed. As in

our cases, the treatment of steroid cell tumors is

generally limited to surgery treatment.
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SUMMARY

Steroid cell tumors are tumors that account for less than 0.1% of all ovarian malignant tumors and cause increase

in secretion of androgen or estrogen. Steroid cell tumors usually occur in the post-menopausal period. This article

reports four steroid cell tumor cases who underwent surgery for overian mass during post-menopausal period, who

were diagnosed with steroid cell tumor after histopathological examination and displayed different clinical manifestations.

No signs of increased hormonal activity in two of these cases were observed. On the other hand, the other two cases

applied with complaints of menopausal vaginal bleeding, which led to the consideration of increased estrogenic
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INTRODUCTION

Steroid cell tumors are rare sex cord stromal tumors

and account for less than 0.1% of all ovarian tumors(1).

Previously this tumor was also known as "lipid" or

"lipid cell tumor"(2). However, there is either minimal

or no lipid in 25% of these tumors. For this reason, in

1979 Scully used the term "overin steroid cell tumors"

for the first time(2). Though steroid cell tumors can be

observed at all ages, their incidence increases especially

in the 5th-6th decades(3,4).

Steroid cell tumors are categorized as stromal luteoma,

leydig cell tumors (hilar/nonhilar) and steroid cell tumors

NOS (not otherwise specified)(5). The most prevalent

group of tumors is steroid cell tumors NOS.

In tumors  comprised of cells, such as leydig, lutein

and adrenal cortical cells, which synthesize steroid

hormone, clinical manifestation develops according to

hiperandrogenism in most cases(6,7). In 6-23% of the

cases, clinical findings of increased estrogen activity(8)

are at the forefront. On the other hand, in 25% of the

cases, there is no hormonal activity(9).

The aim of this study was to present four cases who

were diagnosed with steroid cell tumor in our clinic.

Case 1

The case, who was 77 years of age in her postmenopausal

period, applied to our hospital with the complaint of

urinary incontinence. The routine laboratory findings

of the patient, who had no feature in her history, were

within normal limits. No findings of virilization were

observed during the physical examination of the patient.

During the gynaecological examination, a mass of

approximately 6 cm was detected in the right adnexal

area. The transvaginal ultrasonography (TVUSG)

revealed an endometrial thickness of 9 mm, and an

approximately 72mm-sized solid-cystic mass, surrounded

with free liquid in the right ovary area. The preoperative

CA 125 value was 69 IU/ml. Total abdominal

hysterectomy, bilateral salpingo-ooforectomy and

infracolic omentectomy were performed in the patient

who was diagnosed with pelvic mass and underwent

the surgery. The intraoperative pathological assessment

reported "possibility of a steroid cell tumor". In the

paraffin blocks of the right ovary evaluated in 10 high

power fields, a steroid cell ovarian tumor with the largest

diameter being 8 cm was reported with grade 2 nuclear

atypia, hemorrhage and one or two mitoses (1-2

mitoses/10 HPF). These hystopathological findings

indicated that the case had the possibility of being

clinically malignant. It was decided that that patient

should not receive adjuvant treatment during the

postoperative period. The patient did not come to the

follow-up examinations after operation.

Figure 1: The postoperative paraffin block section of case 1.

Case 2

In the TVUSG performed during the routine follow-

up examinations at the menopause clinic of the 52

year-old case, who did not have active complaints, a

66 X 35 mm mass with the possibility of dermoid cyst

was detected in the right ovary. There was no feature

in the patient's physical examination, her history and

family history. The gynaecological examination, during

which an approximately 6 cm mass was palpated in

the right adnexial area, revealed a CA 125 value of

9.07 IU/ml. With the preliminary diagnosis of pelvic

mass, laparoscopic right salpingo-ooforectomy was

performed. The intraoperative pathological examination

reported "malignancy was not observed". The paraffin

block indicated a right ovarian steroid cell tumor; the

largest diameter of the capsule was 8 cm and  the

capsule had a ruptured appearance; there was  1 mitosis

/10 HPF, focal light atypia and focal hemorrhage but

there was no presence of necrosis. Based on these

findings, it was decided that the potential for malignancy

was low. Adjuvant treatment during the postoperative

period was not considered. The patient did not come

to the follow-up examinations after the operation.

Figure 2: The postoperative paraffin block section of case 1.

Case 3

The 64-year-old case who was in her postmenopausal

period applied to our hospital with vaginal bleeding

complaints. The routine laboratory findings of the

patient, who had no feature in her history and family

history, were within normal limits. In the physical

examination of the case, virilization and increased

hormonal activity findings were not observed. It was

thought that postmenopausal vaginal bleeding could

be associated with hyperestrogenic environment. A 10

cm-diameter mobile mass, the borders of which could

not be clearly differentiated from the uterus and right

ovary and filled up the Douglas space, was detected

during the gynaecological examination. The TVUSG

revealed a 120 x 60 mm molticule cystic mass, where

there were papillomatosis vegetations of 45 x 30 mm

and 20 x 18 mm diameter in the right ovary area of

the paitent whose endometrium thickness was 16 mm.

The preoperative CA 125 value was 8.04 IU/ml. After

endometrial sampling, complex hyperplasis without

atypia was reported. With the preliminary diagnosis

of pelvic mass, total abdominal hysteretomy and

bilateral salpingo-ooforectomy were performed. During
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block indicated a steroid cell ovarian tumor with 10-

12 mitoses/10 HPF and moderate atypia cells, and an
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endometrium  were reported. In the immunochemical

stains made with EMA, inhibin, and calretinin, it was
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with calretinin and inhibin, and stained negative with

EMA. In addition, it was found that in the tumor there
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areas of necrosis with mostly 1-2 mitoses/ 10 HPF but

in some points it increased to 6-7 mitoses. Based on

these hystopathological findings, the case was thought

to have the possibility of being clinically malignant.

It was decided that the patient would be followed

without adjuvant treatment. No problem was detected

in the 60th month of follow up of the patient.
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The 52-year-old patient, who had been in her

postmenopausal period for 5 years, applied to our

hospital with postmenopausal bleeding complaints.

The routine laboratory findings of the patient, who had

no feature in her history and family history, were within

normal limits. No virilization finidngs were observed

in the patient's physical examination. No pathology

was detected in the gynaecological examination. The

TVUSG revealed an endometrial thickness of 12 mm

and normal bilateral tubes and ovaries. Endortermial

sampling was performed with suspected endometrial

hyperplasis. The result was reported as complex

hyperplasis with atypia. Based on this diagnosis, total

abdominal hysterectomy and bilateral salpingo-

ooforectomy were performed. As a result of

postoperative hystopathological examination, simple

endometrial hyperplasis without atypia was reported.

It was reported that it was in compatibility with material

steroid cell tumor of 2 cm daimeter and with smooth

borders in the right ovary. There was clear nuclear

atypia and increased mitotic activity. Based on these

hystopathological findings, it was thought that the case
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DISCUSSION

Overian steroid cell tumors are a group of tumours  of

heterogenous structure made up of cells similar to those

that synthesize steroid hormone, such as leydig, lutein

and adrenal cortical cells(6). In most of the cases, clinical

presentation of steroid cell tumors shows virilation based

on hyperandrogenism and hirsutism. Hyperandrogenism

is observed in most of the cases(7). In relation to this

tumor, virilization findings such as voice deepening,

breast atrophy, increase in muscle mass, cliteromegaly,

and increase in libido can be detected. 6-23% of the

cases are presented with menorrhagia and

postmenopausal bleeding associated with increased

estrogenic activity(4,7,8). In addition, cases of Cushing

syndrome, congenital adrenal hyperplasis and isosexual

pubertas praecox, deriving from hormonal activity, were

reported(10,11). Yet, in 25% of steroid cell tumors, there

is no hormonal activity (9). In all four of the cases

presented, no clinical finding indicating a different

increase of androgenic activity. In the first two cases,

no increase in hormonal activity that reflected clinically

was considered. The other two cases, however, had

applied to our clinic with clinically observant increased

hormonal activity. These two cases had postmenopausal

bleeding complaints. In the third case, the endometrial

thickness was observed to be 16 mm and the endometrial

sampling result was complex hyperplasia without atypia.

The postmenopausal bleeding and endometrial

hyperplasia in these cases were attributed to increased

estrogenic acitivity.

In the pathological assessment of the steroid cells, >10

mitoz/10 HPF, presence of necrosis, the diameter of

the tumor being >7 cm, presence of a hemorrhage, and

grade 2 and 3 nuclear batypia were interpreted as

indicating 92%, 86%, 78%, 77%, and 64% malignancy,

respectively. The hystopathological assessment of the

first case was reported as overian tumor in the right

ovary with 8 cm-steroid cells with 1-2 mitoses/10 HPF

and grade 2 nuclear atypia cells. Based on these

findings, the case was was thought to have the

possibility of being malignant. During the

hystopathological assessment of the second case, it

was reported that the tumor was in the right ovary, the

capsule's largest diameter was 8cm and had a ruptured

appearance, there was 1 mitosis /10 HPF , focal light

atypia and focal hemmorrage but no presence of

necrosis. Based on these findings, it was decided that

the malignancy potential of the case was low. The

hystopathological assessment of the third and fourth

cases were clear nuclear atypia and increased mitotic

activity. For this reason, the cases were thought to have

the possibility of being malignant. In all the four cases

presented, adjuvant treatment was not considered as

they did not completely meet the malignancy criteria,

and it was decided that they be followed without

treatment.

The incidence of steroid cell tumors increases especially

in the 5th and 6th decades(4). Consistent with literature,

of the cases presented in this study, the first was 77

years of age, the third was 64, and the other two were

52, and all four patients were in their postmenopausal

periods.

The first step of treatment in steroid cell tumors is

surgery. In the reproductive period, fertility protective

surgery should be proposed as an alternative. As the

rate of observing these tumors being bilateral is 6%,

unilateral salpingo-ooforectomy in these patients would

be sufficient(12). Patients who do not have postmeno-

pausal or fertility requirement, staged surgery should

be conducted in those who have total abdominal

hysterectomy and bilateral salpingo-ooforectomy and

malignant criteria.

Approximately 25-43% of steroid cell tumors are

malignant(13,14). In malignant tumors, postoperative

adjuvant chemotherapy is required. However, since

diagnosis is generally made in the early stages of these

ovarian tumors and since reoccurence is not frequent,

there is not enough information about the necessity of

chemotherapy and radiotherapy and the required

therapotic dosis that should be applied.

CONCLUSION

Steroid cell tumors are ovarian tumors that are rare

sex chord stromal tumors which account for 0.1-0.2%

of all ovarian tumors. They are usually benign and

unilateral and generally appear during the

postmenopausal period with hyperandrogenism

findings. In the three of the cases presented, there were

no hyperandrogenism findings. However, in one of the

cases hyperestrogenism findings were observed. As in

our cases, the treatment of steroid cell tumors is

generally limited to surgery treatment.
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SUMMARY

Steroid cell tumors are tumors that account for less than 0.1% of all ovarian malignant tumors and cause increase

in secretion of androgen or estrogen. Steroid cell tumors usually occur in the post-menopausal period. This article

reports four steroid cell tumor cases who underwent surgery for overian mass during post-menopausal period, who

were diagnosed with steroid cell tumor after histopathological examination and displayed different clinical manifestations.

No signs of increased hormonal activity in two of these cases were observed. On the other hand, the other two cases

applied with complaints of menopausal vaginal bleeding, which led to the consideration of increased estrogenic

activity in these two cases.
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OVAR‹AN STERO‹D HÜCREL‹ TÜMÖR: DÖRT OLGUNUN SUNUMU

ÖZET

Steroid hücreli tümörler, ovarian malignitelerin %0.1'inden az›n› oluflturan, androjen veya östrojen sekresyon art›fl›na

neden olan tümörlerdir. Ço¤unlukla postmenopozal dönemde görülmektedir. Bu makalede,  postmenopozal dönemde

ovarian kitle nedeniyle opere edilen, histopatolojik de¤erlendirmede steroid hücreli tümör tan›s› alan ve farkl› klinik

tablo ile prezente olan dört ovarian steroid hücreli tümör  olgusu  sunuldu. ‹ki olguda klini¤e yans›m›fl hormonal

aktivite art›fl› saptanmad›. Di¤er iki olgu ise, postmenapozal vajinal kanama yak›nmas›yla baflvurdu ve bu olgularda

östrojenik aktivite art›fl› düflünüldü.

Anahtar kelimeler: over, postmenapozal vajinal kanama, steroid hücreli tümör

Türk Jinekoloji ve Obstetrik Derne¤i Dergisi,  (J Turk Soc Obstet Gynecol), 2013; Cilt: 10,  Say›: 4,  Sayfa: 267- 71

INTRODUCTION

Steroid cell tumors are rare sex cord stromal tumors

and account for less than 0.1% of all ovarian tumors(1).

Previously this tumor was also known as "lipid" or

"lipid cell tumor"(2). However, there is either minimal

or no lipid in 25% of these tumors. For this reason, in

1979 Scully used the term "overin steroid cell tumors"

for the first time(2). Though steroid cell tumors can be

observed at all ages, their incidence increases especially

in the 5th-6th decades(3,4).

Steroid cell tumors are categorized as stromal luteoma,

leydig cell tumors (hilar/nonhilar) and steroid cell tumors

NOS (not otherwise specified)(5). The most prevalent

group of tumors is steroid cell tumors NOS.

In tumors  comprised of cells, such as leydig, lutein

and adrenal cortical cells, which synthesize steroid

hormone, clinical manifestation develops according to

hiperandrogenism in most cases(6,7). In 6-23% of the

cases, clinical findings of increased estrogen activity(8)

are at the forefront. On the other hand, in 25% of the

cases, there is no hormonal activity(9).

The aim of this study was to present four cases who

were diagnosed with steroid cell tumor in our clinic.

Case 1

The case, who was 77 years of age in her postmenopausal

period, applied to our hospital with the complaint of

urinary incontinence. The routine laboratory findings

of the patient, who had no feature in her history, were

within normal limits. No findings of virilization were

observed during the physical examination of the patient.

During the gynaecological examination, a mass of

approximately 6 cm was detected in the right adnexal

area. The transvaginal ultrasonography (TVUSG)

revealed an endometrial thickness of 9 mm, and an

approximately 72mm-sized solid-cystic mass, surrounded

with free liquid in the right ovary area. The preoperative

CA 125 value was 69 IU/ml. Total abdominal

hysterectomy, bilateral salpingo-ooforectomy and

infracolic omentectomy were performed in the patient

who was diagnosed with pelvic mass and underwent

the surgery. The intraoperative pathological assessment

reported "possibility of a steroid cell tumor". In the

paraffin blocks of the right ovary evaluated in 10 high

power fields, a steroid cell ovarian tumor with the largest

diameter being 8 cm was reported with grade 2 nuclear

atypia, hemorrhage and one or two mitoses (1-2

mitoses/10 HPF). These hystopathological findings

indicated that the case had the possibility of being

clinically malignant. It was decided that that patient

should not receive adjuvant treatment during the

postoperative period. The patient did not come to the

follow-up examinations after operation.

Figure 1: The postoperative paraffin block section of case 1.

Case 2

In the TVUSG performed during the routine follow-

up examinations at the menopause clinic of the 52

year-old case, who did not have active complaints, a

66 X 35 mm mass with the possibility of dermoid cyst

was detected in the right ovary. There was no feature

in the patient's physical examination, her history and

family history. The gynaecological examination, during

which an approximately 6 cm mass was palpated in

the right adnexial area, revealed a CA 125 value of

9.07 IU/ml. With the preliminary diagnosis of pelvic

mass, laparoscopic right salpingo-ooforectomy was

performed. The intraoperative pathological examination

reported "malignancy was not observed". The paraffin

block indicated a right ovarian steroid cell tumor; the

largest diameter of the capsule was 8 cm and  the

capsule had a ruptured appearance; there was  1 mitosis

/10 HPF, focal light atypia and focal hemorrhage but

there was no presence of necrosis. Based on these

findings, it was decided that the potential for malignancy

was low. Adjuvant treatment during the postoperative

period was not considered. The patient did not come

to the follow-up examinations after the operation.

Figure 2: The postoperative paraffin block section of case 1.

Case 3

The 64-year-old case who was in her postmenopausal

period applied to our hospital with vaginal bleeding

complaints. The routine laboratory findings of the

patient, who had no feature in her history and family

history, were within normal limits. In the physical

examination of the case, virilization and increased

hormonal activity findings were not observed. It was

thought that postmenopausal vaginal bleeding could

be associated with hyperestrogenic environment. A 10

cm-diameter mobile mass, the borders of which could

not be clearly differentiated from the uterus and right

ovary and filled up the Douglas space, was detected

during the gynaecological examination. The TVUSG

revealed a 120 x 60 mm molticule cystic mass, where

there were papillomatosis vegetations of 45 x 30 mm

and 20 x 18 mm diameter in the right ovary area of

the paitent whose endometrium thickness was 16 mm.

The preoperative CA 125 value was 8.04 IU/ml. After

endometrial sampling, complex hyperplasis without

atypia was reported. With the preliminary diagnosis

of pelvic mass, total abdominal hysteretomy and

bilateral salpingo-ooforectomy were performed. During

the intraoperative pathology examination, it was decided

that the paraffin block should be examined. The paraffin

block indicated a steroid cell ovarian tumor with 10-

12 mitoses/10 HPF and moderate atypia cells, and an

immuno-hystochemical study was advised. Simple

hyperplastic variations without atypia in the

endometrium  were reported. In the immunochemical

stains made with EMA, inhibin, and calretinin, it was

detected that the tissue was stained extensively positive

with calretinin and inhibin, and stained negative with

EMA. In addition, it was found that in the tumor there

was light-moderate degree pleomorphism and focal

areas of necrosis with mostly 1-2 mitoses/ 10 HPF but

in some points it increased to 6-7 mitoses. Based on

these hystopathological findings, the case was thought

to have the possibility of being clinically malignant.

It was decided that the patient would be followed

without adjuvant treatment. No problem was detected

in the 60th month of follow up of the patient.

Figure 3: The postoperative paraffin block section of case 1.

Case 4

The 52-year-old patient, who had been in her

postmenopausal period for 5 years, applied to our

hospital with postmenopausal bleeding complaints.

The routine laboratory findings of the patient, who had

no feature in her history and family history, were within

normal limits. No virilization finidngs were observed

in the patient's physical examination. No pathology

was detected in the gynaecological examination. The

TVUSG revealed an endometrial thickness of 12 mm

and normal bilateral tubes and ovaries. Endortermial

sampling was performed with suspected endometrial

hyperplasis. The result was reported as complex

hyperplasis with atypia. Based on this diagnosis, total

abdominal hysterectomy and bilateral salpingo-

ooforectomy were performed. As a result of

postoperative hystopathological examination, simple

endometrial hyperplasis without atypia was reported.

It was reported that it was in compatibility with material

steroid cell tumor of 2 cm daimeter and with smooth

borders in the right ovary. There was clear nuclear

atypia and increased mitotic activity. Based on these

hystopathological findings, it was thought that the case

had the possibility of being clinically malignant. It was

decided that the patient be followed without adjuvant

treatment. No problem was detected in the 60th month

of the follow-up examination of the patient.
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thickness was observed to be 16 mm and the endometrial

sampling result was complex hyperplasia without atypia.

The postmenopausal bleeding and endometrial

hyperplasia in these cases were attributed to increased

estrogenic acitivity.

In the pathological assessment of the steroid cells, >10

mitoz/10 HPF, presence of necrosis, the diameter of

the tumor being >7 cm, presence of a hemorrhage, and

grade 2 and 3 nuclear batypia were interpreted as

indicating 92%, 86%, 78%, 77%, and 64% malignancy,

respectively. The hystopathological assessment of the

first case was reported as overian tumor in the right

ovary with 8 cm-steroid cells with 1-2 mitoses/10 HPF

and grade 2 nuclear atypia cells. Based on these

findings, the case was was thought to have the

possibility of being malignant. During the

hystopathological assessment of the second case, it

was reported that the tumor was in the right ovary, the

capsule's largest diameter was 8cm and had a ruptured

appearance, there was 1 mitosis /10 HPF , focal light

atypia and focal hemmorrage but no presence of

necrosis. Based on these findings, it was decided that

the malignancy potential of the case was low. The

hystopathological assessment of the third and fourth

cases were clear nuclear atypia and increased mitotic

activity. For this reason, the cases were thought to have

the possibility of being malignant. In all the four cases

presented, adjuvant treatment was not considered as

they did not completely meet the malignancy criteria,

and it was decided that they be followed without

treatment.

The incidence of steroid cell tumors increases especially

in the 5th and 6th decades(4). Consistent with literature,

of the cases presented in this study, the first was 77

years of age, the third was 64, and the other two were

52, and all four patients were in their postmenopausal

periods.

The first step of treatment in steroid cell tumors is

surgery. In the reproductive period, fertility protective

surgery should be proposed as an alternative. As the

rate of observing these tumors being bilateral is 6%,

unilateral salpingo-ooforectomy in these patients would

be sufficient(12). Patients who do not have postmeno-

pausal or fertility requirement, staged surgery should

be conducted in those who have total abdominal

hysterectomy and bilateral salpingo-ooforectomy and

malignant criteria.

Approximately 25-43% of steroid cell tumors are

malignant(13,14). In malignant tumors, postoperative

adjuvant chemotherapy is required. However, since

diagnosis is generally made in the early stages of these

ovarian tumors and since reoccurence is not frequent,

there is not enough information about the necessity of

chemotherapy and radiotherapy and the required

therapotic dosis that should be applied.

CONCLUSION

Steroid cell tumors are ovarian tumors that are rare

sex chord stromal tumors which account for 0.1-0.2%

of all ovarian tumors. They are usually benign and

unilateral and generally appear during the

postmenopausal period with hyperandrogenism

findings. In the three of the cases presented, there were

no hyperandrogenism findings. However, in one of the

cases hyperestrogenism findings were observed. As in

our cases, the treatment of steroid cell tumors is

generally limited to surgery treatment.
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SUMMARY

Steroid cell tumors are tumors that account for less than 0.1% of all ovarian malignant tumors and cause increase

in secretion of androgen or estrogen. Steroid cell tumors usually occur in the post-menopausal period. This article

reports four steroid cell tumor cases who underwent surgery for overian mass during post-menopausal period, who

were diagnosed with steroid cell tumor after histopathological examination and displayed different clinical manifestations.

No signs of increased hormonal activity in two of these cases were observed. On the other hand, the other two cases

applied with complaints of menopausal vaginal bleeding, which led to the consideration of increased estrogenic

activity in these two cases.
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OVAR‹AN STERO‹D HÜCREL‹ TÜMÖR: DÖRT OLGUNUN SUNUMU

ÖZET

Steroid hücreli tümörler, ovarian malignitelerin %0.1'inden az›n› oluflturan, androjen veya östrojen sekresyon art›fl›na

neden olan tümörlerdir. Ço¤unlukla postmenopozal dönemde görülmektedir. Bu makalede,  postmenopozal dönemde

ovarian kitle nedeniyle opere edilen, histopatolojik de¤erlendirmede steroid hücreli tümör tan›s› alan ve farkl› klinik

tablo ile prezente olan dört ovarian steroid hücreli tümör  olgusu  sunuldu. ‹ki olguda klini¤e yans›m›fl hormonal

aktivite art›fl› saptanmad›. Di¤er iki olgu ise, postmenapozal vajinal kanama yak›nmas›yla baflvurdu ve bu olgularda

östrojenik aktivite art›fl› düflünüldü.
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INTRODUCTION

Steroid cell tumors are rare sex cord stromal tumors

and account for less than 0.1% of all ovarian tumors(1).

Previously this tumor was also known as "lipid" or

"lipid cell tumor"(2). However, there is either minimal

or no lipid in 25% of these tumors. For this reason, in

1979 Scully used the term "overin steroid cell tumors"

for the first time(2). Though steroid cell tumors can be

observed at all ages, their incidence increases especially

in the 5th-6th decades(3,4).

Steroid cell tumors are categorized as stromal luteoma,

leydig cell tumors (hilar/nonhilar) and steroid cell tumors

NOS (not otherwise specified)(5). The most prevalent

group of tumors is steroid cell tumors NOS.

In tumors  comprised of cells, such as leydig, lutein

and adrenal cortical cells, which synthesize steroid

hormone, clinical manifestation develops according to

hiperandrogenism in most cases(6,7). In 6-23% of the

cases, clinical findings of increased estrogen activity(8)

are at the forefront. On the other hand, in 25% of the

cases, there is no hormonal activity(9).

The aim of this study was to present four cases who

were diagnosed with steroid cell tumor in our clinic.

Case 1

The case, who was 77 years of age in her postmenopausal

period, applied to our hospital with the complaint of

urinary incontinence. The routine laboratory findings

of the patient, who had no feature in her history, were

within normal limits. No findings of virilization were

observed during the physical examination of the patient.

During the gynaecological examination, a mass of

approximately 6 cm was detected in the right adnexal

area. The transvaginal ultrasonography (TVUSG)

revealed an endometrial thickness of 9 mm, and an

approximately 72mm-sized solid-cystic mass, surrounded

with free liquid in the right ovary area. The preoperative

CA 125 value was 69 IU/ml. Total abdominal

hysterectomy, bilateral salpingo-ooforectomy and

infracolic omentectomy were performed in the patient

who was diagnosed with pelvic mass and underwent

the surgery. The intraoperative pathological assessment

reported "possibility of a steroid cell tumor". In the

paraffin blocks of the right ovary evaluated in 10 high

power fields, a steroid cell ovarian tumor with the largest

diameter being 8 cm was reported with grade 2 nuclear

atypia, hemorrhage and one or two mitoses (1-2

mitoses/10 HPF). These hystopathological findings

indicated that the case had the possibility of being

clinically malignant. It was decided that that patient

should not receive adjuvant treatment during the

postoperative period. The patient did not come to the

follow-up examinations after operation.

Figure 1: The postoperative paraffin block section of case 1.

Case 2

In the TVUSG performed during the routine follow-

up examinations at the menopause clinic of the 52

year-old case, who did not have active complaints, a

66 X 35 mm mass with the possibility of dermoid cyst

was detected in the right ovary. There was no feature

in the patient's physical examination, her history and

family history. The gynaecological examination, during

which an approximately 6 cm mass was palpated in

the right adnexial area, revealed a CA 125 value of

9.07 IU/ml. With the preliminary diagnosis of pelvic

mass, laparoscopic right salpingo-ooforectomy was

performed. The intraoperative pathological examination

reported "malignancy was not observed". The paraffin

block indicated a right ovarian steroid cell tumor; the

largest diameter of the capsule was 8 cm and  the

capsule had a ruptured appearance; there was  1 mitosis

/10 HPF, focal light atypia and focal hemorrhage but

there was no presence of necrosis. Based on these

findings, it was decided that the potential for malignancy

was low. Adjuvant treatment during the postoperative

period was not considered. The patient did not come

to the follow-up examinations after the operation.

Figure 2: The postoperative paraffin block section of case 1.

Case 3

The 64-year-old case who was in her postmenopausal

period applied to our hospital with vaginal bleeding

complaints. The routine laboratory findings of the

patient, who had no feature in her history and family

history, were within normal limits. In the physical

examination of the case, virilization and increased

hormonal activity findings were not observed. It was

thought that postmenopausal vaginal bleeding could

be associated with hyperestrogenic environment. A 10

cm-diameter mobile mass, the borders of which could

not be clearly differentiated from the uterus and right

ovary and filled up the Douglas space, was detected

during the gynaecological examination. The TVUSG

revealed a 120 x 60 mm molticule cystic mass, where

there were papillomatosis vegetations of 45 x 30 mm

and 20 x 18 mm diameter in the right ovary area of

the paitent whose endometrium thickness was 16 mm.

The preoperative CA 125 value was 8.04 IU/ml. After

endometrial sampling, complex hyperplasis without

atypia was reported. With the preliminary diagnosis

of pelvic mass, total abdominal hysteretomy and

bilateral salpingo-ooforectomy were performed. During

the intraoperative pathology examination, it was decided

that the paraffin block should be examined. The paraffin

block indicated a steroid cell ovarian tumor with 10-

12 mitoses/10 HPF and moderate atypia cells, and an

immuno-hystochemical study was advised. Simple

hyperplastic variations without atypia in the

endometrium  were reported. In the immunochemical

stains made with EMA, inhibin, and calretinin, it was

detected that the tissue was stained extensively positive

with calretinin and inhibin, and stained negative with

EMA. In addition, it was found that in the tumor there

was light-moderate degree pleomorphism and focal

areas of necrosis with mostly 1-2 mitoses/ 10 HPF but

in some points it increased to 6-7 mitoses. Based on

these hystopathological findings, the case was thought

to have the possibility of being clinically malignant.

It was decided that the patient would be followed

without adjuvant treatment. No problem was detected

in the 60th month of follow up of the patient.

Figure 3: The postoperative paraffin block section of case 1.

Case 4

The 52-year-old patient, who had been in her

postmenopausal period for 5 years, applied to our

hospital with postmenopausal bleeding complaints.

The routine laboratory findings of the patient, who had

no feature in her history and family history, were within

normal limits. No virilization finidngs were observed

in the patient's physical examination. No pathology

was detected in the gynaecological examination. The

TVUSG revealed an endometrial thickness of 12 mm

and normal bilateral tubes and ovaries. Endortermial

sampling was performed with suspected endometrial

hyperplasis. The result was reported as complex

hyperplasis with atypia. Based on this diagnosis, total

abdominal hysterectomy and bilateral salpingo-

ooforectomy were performed. As a result of

postoperative hystopathological examination, simple

endometrial hyperplasis without atypia was reported.

It was reported that it was in compatibility with material

steroid cell tumor of 2 cm daimeter and with smooth

borders in the right ovary. There was clear nuclear

atypia and increased mitotic activity. Based on these

hystopathological findings, it was thought that the case

had the possibility of being clinically malignant. It was

decided that the patient be followed without adjuvant

treatment. No problem was detected in the 60th month

of the follow-up examination of the patient.
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DISCUSSION

Overian steroid cell tumors are a group of tumours  of

heterogenous structure made up of cells similar to those

that synthesize steroid hormone, such as leydig, lutein

and adrenal cortical cells(6). In most of the cases, clinical

presentation of steroid cell tumors shows virilation based

on hyperandrogenism and hirsutism. Hyperandrogenism

is observed in most of the cases(7). In relation to this

tumor, virilization findings such as voice deepening,

breast atrophy, increase in muscle mass, cliteromegaly,

and increase in libido can be detected. 6-23% of the

cases are presented with menorrhagia and

postmenopausal bleeding associated with increased

estrogenic activity(4,7,8). In addition, cases of Cushing

syndrome, congenital adrenal hyperplasis and isosexual

pubertas praecox, deriving from hormonal activity, were

reported(10,11). Yet, in 25% of steroid cell tumors, there

is no hormonal activity (9). In all four of the cases

presented, no clinical finding indicating a different

increase of androgenic activity. In the first two cases,

no increase in hormonal activity that reflected clinically

was considered. The other two cases, however, had

applied to our clinic with clinically observant increased

hormonal activity. These two cases had postmenopausal

bleeding complaints. In the third case, the endometrial

thickness was observed to be 16 mm and the endometrial

sampling result was complex hyperplasia without atypia.

The postmenopausal bleeding and endometrial

hyperplasia in these cases were attributed to increased

estrogenic acitivity.

In the pathological assessment of the steroid cells, >10

mitoz/10 HPF, presence of necrosis, the diameter of

the tumor being >7 cm, presence of a hemorrhage, and

grade 2 and 3 nuclear batypia were interpreted as

indicating 92%, 86%, 78%, 77%, and 64% malignancy,

respectively. The hystopathological assessment of the

first case was reported as overian tumor in the right

ovary with 8 cm-steroid cells with 1-2 mitoses/10 HPF

and grade 2 nuclear atypia cells. Based on these

findings, the case was was thought to have the

possibility of being malignant. During the

hystopathological assessment of the second case, it

was reported that the tumor was in the right ovary, the

capsule's largest diameter was 8cm and had a ruptured

appearance, there was 1 mitosis /10 HPF , focal light

atypia and focal hemmorrage but no presence of

necrosis. Based on these findings, it was decided that

the malignancy potential of the case was low. The

hystopathological assessment of the third and fourth

cases were clear nuclear atypia and increased mitotic

activity. For this reason, the cases were thought to have

the possibility of being malignant. In all the four cases

presented, adjuvant treatment was not considered as

they did not completely meet the malignancy criteria,

and it was decided that they be followed without

treatment.

The incidence of steroid cell tumors increases especially

in the 5th and 6th decades(4). Consistent with literature,

of the cases presented in this study, the first was 77

years of age, the third was 64, and the other two were

52, and all four patients were in their postmenopausal

periods.

The first step of treatment in steroid cell tumors is

surgery. In the reproductive period, fertility protective

surgery should be proposed as an alternative. As the

rate of observing these tumors being bilateral is 6%,

unilateral salpingo-ooforectomy in these patients would

be sufficient(12). Patients who do not have postmeno-

pausal or fertility requirement, staged surgery should

be conducted in those who have total abdominal

hysterectomy and bilateral salpingo-ooforectomy and

malignant criteria.

Approximately 25-43% of steroid cell tumors are

malignant(13,14). In malignant tumors, postoperative

adjuvant chemotherapy is required. However, since

diagnosis is generally made in the early stages of these

ovarian tumors and since reoccurence is not frequent,

there is not enough information about the necessity of

chemotherapy and radiotherapy and the required

therapotic dosis that should be applied.

CONCLUSION

Steroid cell tumors are ovarian tumors that are rare

sex chord stromal tumors which account for 0.1-0.2%

of all ovarian tumors. They are usually benign and

unilateral and generally appear during the

postmenopausal period with hyperandrogenism

findings. In the three of the cases presented, there were

no hyperandrogenism findings. However, in one of the

cases hyperestrogenism findings were observed. As in

our cases, the treatment of steroid cell tumors is

generally limited to surgery treatment.
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SUMMARY

Steroid cell tumors are tumors that account for less than 0.1% of all ovarian malignant tumors and cause increase

in secretion of androgen or estrogen. Steroid cell tumors usually occur in the post-menopausal period. This article

reports four steroid cell tumor cases who underwent surgery for overian mass during post-menopausal period, who

were diagnosed with steroid cell tumor after histopathological examination and displayed different clinical manifestations.

No signs of increased hormonal activity in two of these cases were observed. On the other hand, the other two cases

applied with complaints of menopausal vaginal bleeding, which led to the consideration of increased estrogenic

activity in these two cases.
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Steroid hücreli tümörler, ovarian malignitelerin %0.1'inden az›n› oluflturan, androjen veya östrojen sekresyon art›fl›na

neden olan tümörlerdir. Ço¤unlukla postmenopozal dönemde görülmektedir. Bu makalede,  postmenopozal dönemde

ovarian kitle nedeniyle opere edilen, histopatolojik de¤erlendirmede steroid hücreli tümör tan›s› alan ve farkl› klinik

tablo ile prezente olan dört ovarian steroid hücreli tümör  olgusu  sunuldu. ‹ki olguda klini¤e yans›m›fl hormonal
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INTRODUCTION

Steroid cell tumors are rare sex cord stromal tumors

and account for less than 0.1% of all ovarian tumors(1).

Previously this tumor was also known as "lipid" or

"lipid cell tumor"(2). However, there is either minimal

or no lipid in 25% of these tumors. For this reason, in

1979 Scully used the term "overin steroid cell tumors"

for the first time(2). Though steroid cell tumors can be

observed at all ages, their incidence increases especially

in the 5th-6th decades(3,4).

Steroid cell tumors are categorized as stromal luteoma,

leydig cell tumors (hilar/nonhilar) and steroid cell tumors

NOS (not otherwise specified)(5). The most prevalent

group of tumors is steroid cell tumors NOS.

In tumors  comprised of cells, such as leydig, lutein

and adrenal cortical cells, which synthesize steroid

hormone, clinical manifestation develops according to

hiperandrogenism in most cases(6,7). In 6-23% of the

cases, clinical findings of increased estrogen activity(8)

are at the forefront. On the other hand, in 25% of the

cases, there is no hormonal activity(9).

The aim of this study was to present four cases who

were diagnosed with steroid cell tumor in our clinic.

Case 1

The case, who was 77 years of age in her postmenopausal

period, applied to our hospital with the complaint of

urinary incontinence. The routine laboratory findings

of the patient, who had no feature in her history, were

within normal limits. No findings of virilization were

observed during the physical examination of the patient.

During the gynaecological examination, a mass of

approximately 6 cm was detected in the right adnexal

area. The transvaginal ultrasonography (TVUSG)

revealed an endometrial thickness of 9 mm, and an

approximately 72mm-sized solid-cystic mass, surrounded

with free liquid in the right ovary area. The preoperative

CA 125 value was 69 IU/ml. Total abdominal

hysterectomy, bilateral salpingo-ooforectomy and

infracolic omentectomy were performed in the patient

who was diagnosed with pelvic mass and underwent

the surgery. The intraoperative pathological assessment

reported "possibility of a steroid cell tumor". In the

paraffin blocks of the right ovary evaluated in 10 high

power fields, a steroid cell ovarian tumor with the largest

diameter being 8 cm was reported with grade 2 nuclear

atypia, hemorrhage and one or two mitoses (1-2

mitoses/10 HPF). These hystopathological findings

indicated that the case had the possibility of being

clinically malignant. It was decided that that patient

should not receive adjuvant treatment during the

postoperative period. The patient did not come to the

follow-up examinations after operation.

Figure 1: The postoperative paraffin block section of case 1.

Case 2

In the TVUSG performed during the routine follow-

up examinations at the menopause clinic of the 52

year-old case, who did not have active complaints, a

66 X 35 mm mass with the possibility of dermoid cyst

was detected in the right ovary. There was no feature

in the patient's physical examination, her history and

family history. The gynaecological examination, during

which an approximately 6 cm mass was palpated in

the right adnexial area, revealed a CA 125 value of

9.07 IU/ml. With the preliminary diagnosis of pelvic

mass, laparoscopic right salpingo-ooforectomy was

performed. The intraoperative pathological examination

reported "malignancy was not observed". The paraffin

block indicated a right ovarian steroid cell tumor; the

largest diameter of the capsule was 8 cm and  the

capsule had a ruptured appearance; there was  1 mitosis

/10 HPF, focal light atypia and focal hemorrhage but

there was no presence of necrosis. Based on these

findings, it was decided that the potential for malignancy

was low. Adjuvant treatment during the postoperative

period was not considered. The patient did not come

to the follow-up examinations after the operation.

Figure 2: The postoperative paraffin block section of case 1.

Case 3

The 64-year-old case who was in her postmenopausal

period applied to our hospital with vaginal bleeding

complaints. The routine laboratory findings of the

patient, who had no feature in her history and family

history, were within normal limits. In the physical

examination of the case, virilization and increased

hormonal activity findings were not observed. It was

thought that postmenopausal vaginal bleeding could

be associated with hyperestrogenic environment. A 10

cm-diameter mobile mass, the borders of which could

not be clearly differentiated from the uterus and right

ovary and filled up the Douglas space, was detected

during the gynaecological examination. The TVUSG

revealed a 120 x 60 mm molticule cystic mass, where

there were papillomatosis vegetations of 45 x 30 mm

and 20 x 18 mm diameter in the right ovary area of

the paitent whose endometrium thickness was 16 mm.

The preoperative CA 125 value was 8.04 IU/ml. After

endometrial sampling, complex hyperplasis without

atypia was reported. With the preliminary diagnosis

of pelvic mass, total abdominal hysteretomy and

bilateral salpingo-ooforectomy were performed. During

the intraoperative pathology examination, it was decided

that the paraffin block should be examined. The paraffin

block indicated a steroid cell ovarian tumor with 10-

12 mitoses/10 HPF and moderate atypia cells, and an

immuno-hystochemical study was advised. Simple

hyperplastic variations without atypia in the

endometrium  were reported. In the immunochemical

stains made with EMA, inhibin, and calretinin, it was

detected that the tissue was stained extensively positive

with calretinin and inhibin, and stained negative with

EMA. In addition, it was found that in the tumor there

was light-moderate degree pleomorphism and focal

areas of necrosis with mostly 1-2 mitoses/ 10 HPF but

in some points it increased to 6-7 mitoses. Based on

these hystopathological findings, the case was thought

to have the possibility of being clinically malignant.

It was decided that the patient would be followed

without adjuvant treatment. No problem was detected

in the 60th month of follow up of the patient.

Figure 3: The postoperative paraffin block section of case 1.

Case 4

The 52-year-old patient, who had been in her

postmenopausal period for 5 years, applied to our

hospital with postmenopausal bleeding complaints.

The routine laboratory findings of the patient, who had

no feature in her history and family history, were within

normal limits. No virilization finidngs were observed

in the patient's physical examination. No pathology

was detected in the gynaecological examination. The

TVUSG revealed an endometrial thickness of 12 mm

and normal bilateral tubes and ovaries. Endortermial

sampling was performed with suspected endometrial

hyperplasis. The result was reported as complex

hyperplasis with atypia. Based on this diagnosis, total

abdominal hysterectomy and bilateral salpingo-

ooforectomy were performed. As a result of

postoperative hystopathological examination, simple

endometrial hyperplasis without atypia was reported.

It was reported that it was in compatibility with material

steroid cell tumor of 2 cm daimeter and with smooth

borders in the right ovary. There was clear nuclear

atypia and increased mitotic activity. Based on these

hystopathological findings, it was thought that the case

had the possibility of being clinically malignant. It was

decided that the patient be followed without adjuvant

treatment. No problem was detected in the 60th month

of the follow-up examination of the patient.
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DISCUSSION

Overian steroid cell tumors are a group of tumours  of

heterogenous structure made up of cells similar to those

that synthesize steroid hormone, such as leydig, lutein

and adrenal cortical cells(6). In most of the cases, clinical

presentation of steroid cell tumors shows virilation based

on hyperandrogenism and hirsutism. Hyperandrogenism

is observed in most of the cases(7). In relation to this

tumor, virilization findings such as voice deepening,

breast atrophy, increase in muscle mass, cliteromegaly,

and increase in libido can be detected. 6-23% of the

cases are presented with menorrhagia and

postmenopausal bleeding associated with increased

estrogenic activity(4,7,8). In addition, cases of Cushing

syndrome, congenital adrenal hyperplasis and isosexual

pubertas praecox, deriving from hormonal activity, were

reported(10,11). Yet, in 25% of steroid cell tumors, there

is no hormonal activity (9). In all four of the cases

presented, no clinical finding indicating a different

increase of androgenic activity. In the first two cases,

no increase in hormonal activity that reflected clinically

was considered. The other two cases, however, had

applied to our clinic with clinically observant increased

hormonal activity. These two cases had postmenopausal

bleeding complaints. In the third case, the endometrial

thickness was observed to be 16 mm and the endometrial

sampling result was complex hyperplasia without atypia.

The postmenopausal bleeding and endometrial

hyperplasia in these cases were attributed to increased

estrogenic acitivity.

In the pathological assessment of the steroid cells, >10

mitoz/10 HPF, presence of necrosis, the diameter of

the tumor being >7 cm, presence of a hemorrhage, and

grade 2 and 3 nuclear batypia were interpreted as

indicating 92%, 86%, 78%, 77%, and 64% malignancy,

respectively. The hystopathological assessment of the

first case was reported as overian tumor in the right

ovary with 8 cm-steroid cells with 1-2 mitoses/10 HPF

and grade 2 nuclear atypia cells. Based on these

findings, the case was was thought to have the

possibility of being malignant. During the

hystopathological assessment of the second case, it

was reported that the tumor was in the right ovary, the

capsule's largest diameter was 8cm and had a ruptured

appearance, there was 1 mitosis /10 HPF , focal light

atypia and focal hemmorrage but no presence of

necrosis. Based on these findings, it was decided that

the malignancy potential of the case was low. The

hystopathological assessment of the third and fourth

cases were clear nuclear atypia and increased mitotic

activity. For this reason, the cases were thought to have

the possibility of being malignant. In all the four cases

presented, adjuvant treatment was not considered as

they did not completely meet the malignancy criteria,

and it was decided that they be followed without

treatment.

The incidence of steroid cell tumors increases especially

in the 5th and 6th decades(4). Consistent with literature,

of the cases presented in this study, the first was 77

years of age, the third was 64, and the other two were

52, and all four patients were in their postmenopausal

periods.

The first step of treatment in steroid cell tumors is

surgery. In the reproductive period, fertility protective

surgery should be proposed as an alternative. As the

rate of observing these tumors being bilateral is 6%,

unilateral salpingo-ooforectomy in these patients would

be sufficient(12). Patients who do not have postmeno-

pausal or fertility requirement, staged surgery should

be conducted in those who have total abdominal

hysterectomy and bilateral salpingo-ooforectomy and

malignant criteria.

Approximately 25-43% of steroid cell tumors are

malignant(13,14). In malignant tumors, postoperative

adjuvant chemotherapy is required. However, since

diagnosis is generally made in the early stages of these

ovarian tumors and since reoccurence is not frequent,

there is not enough information about the necessity of

chemotherapy and radiotherapy and the required

therapotic dosis that should be applied.

CONCLUSION

Steroid cell tumors are ovarian tumors that are rare

sex chord stromal tumors which account for 0.1-0.2%

of all ovarian tumors. They are usually benign and

unilateral and generally appear during the

postmenopausal period with hyperandrogenism

findings. In the three of the cases presented, there were

no hyperandrogenism findings. However, in one of the

cases hyperestrogenism findings were observed. As in

our cases, the treatment of steroid cell tumors is

generally limited to surgery treatment.
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