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Large moderately-differentiated ovarian Sertoli-Leydig cell tumor
in a 13-year-old female: A case report
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Abstract. Sertoli-Leydig cell tumor of the ovary, also known
as androblastoma, is a rare neoplasm from the group of sex
cord-stromal tumors of the ovary. The tumor accounts for
<0.5% of all primary ovarian neoplasms. The clinical signs
and symptoms of Sertoli-Leydig cell tumors can be associ-
ated with either hormonal production or the presence of a
mass-occupying lesion. In the current study, a 13-year-old
female was diagnosed with a stage Ic ovarian Sertoli-Leydig
cell tumor following abdominal pain and distension. One month
after a right oophorectomy, the follow-up magnetic resonance
imaging scan was negative for residual or recurrent tumor.
The overall 5-year survival rate for moderately-differentiated
(grade 2) and poorly-differentiated (grade 3) Sertoli-Leydig
cell tumors is 80%, and long-term follow-up is therefore highly
advised in this patient.

Introduction

Sertoli-Leydig cell tumor of the ovary, also known as
androblastoma, is a rare neoplasm from the group of sex
cord-stromal tumors of the ovary. The tumor accounts for
<0.5% of all primary ovarian neoplasms (1), with a median
age at diagnosis of 25 years (2). The clinical signs and
symptoms of Sertoli-Leydig cell tumors can be associ-
ated with either hormonal production or the presence of a
mass-occupying lesion. Thyroid enlargement with decreased
thyroid-stimulating hormone (TSH) levels and clitoral hyper-
trophy is rare. Notably, the most serious surgical complication
of hyperthyroid crisis, which is caused by the tumor, and all
the endocrine symptoms will disappear once the tumor is
removed. In a study of 207 cases, the majority of the tumors
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reported were unilateral and confined to the right ovary (3),
with an average size of 13.5 cm (1). The management of
Sertoli-Leydig cell tumors remains challenging due to lack of
standardized management protocol guidelines (4). The current
study presents the case of a young female patient with a large
moderately-differentiated ovarian Sertoli-Leydig cell tumor.

Case report

A 13-year-old female presented to the Shandong Provincial
Hospital affiliated to Shandong University (Jinan, Shandong,
China) with a 7-day history of abdominal distension, a 3-day
history of abdominal pain and a pelvic mass. Systemic review
was remarkable for intermittent constipation for two years,
hoarseness of the voice for two months and menstrual irregu-
larities for one year. The patient's last menstruation was three
months previously. The patient weighed 57 kg, with a height
of 164 cm. The heart rate was 102 beats/min (normal range,
60-100 beats/min) and the blood pressure was 119/85 mmHg
(normal, 110/70 mmHg). The basal metabolism was 25%
[basal metabolic rate % = (pulse rate + pulse pressure) - 111]
indicting mild hyperthyroidism. A physical examination
revealed enlargement of the thyroid gland, acne and a large
abdominal mass. The upper boundary of the mass was
the xiphoid process and the lower boundary was the pubic
symphysis. Hypertrophy of the clitoris was also observed.

Laboratory tests were performed that showed increased
total serum levels of testosterone at 1.64 ng/ml (normal
range, 0.35-0.72 ng/ml), dehydroepiandrosterone sulfate at
8.52 umol/l (normal range, 1.48-6.92 ymol/l) and cancer
antigen (CA)-125 at 109.3 U/ml (normal range, 0-39 U/ml),
and an increased erythrocyte sedimentation rate of 42 mm/h
(normal range, 0-20 mm/h). The free thyroxine level was
elevated to 9.03 pmol/l (normal range, 3.5-6.5 pmol/l) and the
free triiodothyronine level was normal at 17.02 pmol/I (normal
range, 11.5-22.7 pmol/l). However, the TSH level was markedly
reduced to 0.099 uIU/ml (normal range, 0.51-4.94 u1U/ml).
Ultrasonography examination revealed a huge, cystic mass
with multiple echo space and thyroid nodules.

During surgery, ~200 ml yellow ascites was noted and
cytological examination of the ascites showed no tumor cells.
The mass was a cyst that originated from the right ovary with a
5-mm rupture (Fig. 1). The uterus, right fallopian tube and left
ovary showed no evident abnormalities. A right oophorectomy


https://www.spandidos-publications.com/10.3892/ol.2015.3979
https://www.spandidos-publications.com/10.3892/ol.2015.3979
https://www.spandidos-publications.com/10.3892/ol.2015.3979
https://www.spandidos-publications.com/10.3892/ol.2015.3979
https://www.spandidos-publications.com/10.3892/ol.2015.3979
https://www.spandidos-publications.com/10.3892/ol.2015.3979

ZHANG et al: OVARIAN SERTOLI-LEYDIG CELL TUMOR

Figure 1. Ovarian mass (cyst fluid has been partially drained).

was performed in May 2015 and the pathological examination
showed a 35x25x12-cm Sertoli-Leydig cell tumor of the right
ovary with intermediate differentiation [stage Ic according
to FIGO 2009 staging system for ovarian cancer (5)]. All the
laboratory tests were repeated three days after the surgery and
returned normal results. Adjuvant chemotherapy was recom-
mended, however, the patient's parents refused this option.
During a follow-up examination performed one month after
surgery (June 2015), all the laboratory tests were normal.
Magnetic resonance imaging scan was negative for residual or
recurrent tumor. Menstruation was restored on postoperative
day 19. The patient's voice became more feminine, the acne
was significantly reduced and the clitoral hypertrophy showed
no progression. In addition, the serum CA-125 level and other
endocrine test results were also normal.

Written informed consent was obtained from the patient's
family for publication of this case study and any accompa-
nying images.

Discussion

Sertoli-Leydig cell tumors are rare neoplasms belonging
to the group of sex cord-stromal tumors of the ovary, and
accounting for <0.5% of all primary ovarian neoplasms (1).
The tumors occur in patients between the ages of 25-30 years,
with an average age at diagnosis of 25 years. The tumors are
usually unilateral and small, measuring <5 cm in diameter (6).
Clinical attention is bestowed on half of these cases due to the
progressive masculinization caused (7,8).

In the current case, the signs of virilization in the young
female patient indicated a hyperandrogenic state, which
aroused the suspicion of a virilizing tumor. In a patient
with elevated levels of androgens and signs of virilization, a
careful gynecological examination is essential to rule out an
androgen-producing tumor of the ovaries (7). The presence
of elevated androgen levels with a normal DHEA level in the
serum can exclude an adrenal androgen-producing tumor (9).

The majority of Sertoli-Leydig cell tumors are small and
are occasionally difficult to be identified by radiological
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imaging (10,11). Transvaginal ultrasound is reported to be
the most sensitive method for the detection of an ovarian
tumor (9). In the current case, a physical examination
revealed a huge abdominal mass with an upper boundary
at the xiphoid process and a lower boundary at the pubic
symphysis. Ultrasonography examination revealed a large
cystic mass with multiple echo space and thyroid nodules.

During surgery, pathological examination showed the pres-
ence of a 35x25x12-cm Sertoli-Leydig cell tumor of the right
ovary with intermediate differentiation. The tumor was large
enough to be noted by the patient or the patient's family, however,
the tumor was not found in a timely manner. Thus, routine
physical examinations are also important for adolescent girls.

In total, <10% of Sertoli-Leydig cell tumors occur
prior to menarche or following menopause (1,12,13).
Poorly-differentiated tumors are more often found in younger
patients (1,13). In the present patient, the pathological exami-
nation showed a Sertoli-Leydig cell tumor with intermediate
differentiation.

The current case was stage Ic according to FIGO 2009
staging system for ovarian cancer (5) and adjuvant chemo-
therapy was recommended. The prognosis of ovarian
Sertoli-Leydig cell tumors is significantly correlated with
the degree of tumor differentiation and the tumor extent. The
overall 5-year survival rate for moderately-differentiated
(grade 2) and poorly-differentiated (grade 3) Sertoli-Leydig
cell tumors is 80% (14). Long-term follow-up is highly
advised in such patients.
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