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INTRODUCTION 

Steroid cell tumours of the ovary account for less than 

0.1% of all ovarian tumours.1 These tumours may present 

at any age with presentations related to the hormonal 

activity and virilizing properties of tumours. Ovarian 

steroid cell tumours, not otherwise specified (NOS), are 

rare sex cord-stromal tumours of the ovary with 

malignant potential, accounting for less than 0.1% of all 

ovarian tumours.2 These tumours should be considered a 

cause of isosexual precocious puberty in children and 

virilisation in adults, such as hirsutism, temporal balding, 

and amenorrhea.3 In literature only a few cases of steroid 

cell tumours, NOS, have been described.4 Most of the 

reported cases only described one benign case.  

CASE REPORT 

A 61 years old postmenopausal female presented to the 

department of obstetrics and gynaecology, St Philomena 
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Hospital, Bangalore on 20/05/19 with complaints of 

postmenopausal bleeding 1st episode for 15 days. History 

of weight loss noted. Parity score P3L3 with last child’s 

age 27 years and not tubectomised. Menopaused 16 

years, past cycles- regular. She is a known case of 

diabetes mellitus for 6 years not on treatment and a 

known case of depressive disorder for 35 years on 

treatment - trihexphenidyl lurasidone. Had undergone 

sigmoid colon polyp removal in June 2018. On 

examination, P/A- mild gaseous distension (+). P/S- 

cervix flushed with vagina, pulled up cervix. P/V- Uterus 

size couldn’t be made out, anterior fornix fullness (+). 

Ultrasonography showed fibroid 4x4 cm, E.T.-9 mm? 

Krukenberg tumours. CT abdomen showing 6.7 x 7.7 cm 

fibroid, B/L ovaries-15 mm cystic lesion in the right 

ovary? colonic neoplasm;/? krukenberg tumour. All other 

investigations within normal limits.  

Patient underwent total abdominal hysterectomy with 

bilateral salpingo-oophorectomy with frozen section on 

19/07/18. Intraoperative findings: uterus enlarged to 8-10 

weeks size, anterior wall intramural fibroid of 4x5 cm, 

B/L fallopian tubes enlarged, B/L ovaries: enlarged and 

bulky. 

Frozen section 

• Ovaries: right ovary - fibrothecoma, left ovary- 

simple cyst 

• Uterus - endometrial hyperplasia with atypia 

• Myometrium - leiomyoma.  

Postoperative period uneventful. On POD-8 suture 

removal done and wound was healthy.  

Microscopic observation 

• Section of uterine wall reveal thickened 

endometrium 

• Section of fallopian tube shows thickened plicae 

• Ovarian section shows cyst of ovarian rete 

• Section of ovary shows non-capsulated nodular 

lesion (Figure 1 and 2).  

• Impression:  right ovary - steroid cell tumour, uterus-

endometrial hyperplasia with atypia. 

 

Figurer 1: Microscopic appearance of right ovary- 

well circumscribed tumor with scanty stroma. 

 

Figure 2: Microscopic appearance of right ovary- 

polygonal tumor cells with atypia. 

DISCUSSION 

Ovarian steroid cell tumours are grouped under sex chord 

stromal tumours and are usually benign, unilateral and 

characterized by a steroid cell proliferation.5,6 Steroid cell 

tumours are associated with androgenic changes with 

variable frequency, ranging from 12% to over 50% 

respectively.7,8 The primary treatment is surgical 

extirpation of the primary lesion and there are no reports 

of effective radiation or chemotherapy.9-11 In a young 

patient with stage IA disease, a unilateral salpingo 

oophorectomy is adequate. 

The incidence of steroid cell tumours, NOS is highest in 

women of child bearing age group, particularly during the 

third and fourth decades, but in rare cases 

postmenopausal women or children may also have this 

tumour. Androgenic manifestations are common in these 

tumours as they secrete hormones like androstenedione, 

α-hydroxyprogesterone, and testosterone.12-14 

These tumours are known to produce symptoms of 

virilisation particularly hirsutism. So, in cases where 

there is unexplained hirsutism, ovarian and adrenal 

tumour association should be ruled out as there may be 

occult malignancies.15 However, there may be atypical 

presentations of these tumours also when they do not 

show any symptoms of virilisation. In these cases, the 

diagnosis is usually made postoperatively on finding a 

tumour in ovary.16 

These tumours have been divided into three subtypes 

according to their cells of origin: stromal luteoma, leydig 

cell tumour and steroid cell tumour, not otherwise 

specified (NOS). Of these subtypes, the steroid cell 

tumours, NOS account for about 56% of steroid cell 

tumours.17 

A majority of steroid cell tumour NOS are unilateral and 

well circumscribed. The size varies from 1.2 to 45 cm. 

Grossly these tumours are commonly solid; however, a 

combination of solid and cystic form or predominantly 

cystic form may also be seen. The color of the cut surface 

may range from yellow to orange to red or brown 
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depending upon the lipid content. Area of haemorrhage 

and necrosis may also be seen.18 The tumour in our case 

was completely solid with no cystic area. The cut surface 

was typically yellow and lobulated. 

Steroid cell tumour, NOS should be differentiated from 

other two entities in the category of steroid cell tumours 

including stromal luteoma and leydig cell tumour. 

Stromal leutoma is usually located in the ovarian stroma. 

It frequently occurs in association with stromal 

hyperthecosis. Another feature which can help in 

diagnosing this tumour is presence of degenerative 

pseudo vascular spaces containing red blood cells.19 On 

the other hand, leydig cell tumour is usually present in 

hilar location. The tumour cells show cytoplasmic reinke 

crystals and it is commonly associated with leydig cell 

hyperplasia.20 Although pregnancy luteoma may 

sometimes resemble steroid cell tumour microscopically, 

however it is commonly multifocal and occurs bilaterally 

in approximately one-third of patients. It usually 

regresses after pregnancy.21 In our case, there was no 

feature like stromal hyperthecosis, pseudovascular spaces 

or reinke crystals to suggest the possibility of stromal 

luteoma and leydig cell tumour. 

A clinicopathological correlation is very important in 

these tumours as the benign looking tumours on 

histomorphology can behave in a clinical malignant 

manner.22 As far as immunohistochemical markers are 

concerned, inhibin is quite useful in differentiating this 

tumour from other non sex cord tumours.23 

The treatment of these tumours should be based on the 

histological picture, surgical staging and patient’s desire 

to preserve fertility.24 In young patient who want to 

preserve their fertility, unilateral salpingo-oophorectomy 

is the preferred method of treatment.25 

CONCLUSION 

Steroid cell tumors-NOS are very rare ovarian sex cord 

stromal tumors which are usually associated with various 

symptoms such as pain in the abdomen, hirsuitism, and 

irregular menstrual cycles. In postmenopausal women 

who are eligible for surgery, a diagnostic and therapeutic 

bilateral salpingo-oophorectomy is a safe option. Along 

with clinical correlation, histopathology is the gold 

standard which can confirm the diagnosis in most of the 

cases. 
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