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Abstract 
Sertoli-Leydig cell tumors (SLCTs) are rare tumors. Mass and pain are the 
presenting feature. The varying histopathology and differentiation of this 
tumor present difficulties with proper diagnosis and development of optimal 
treatment regimens. The prognosis depends on tumors grading and staging. 
Surgery is main stay management option. Chemotherapy and radiation op-
tions are still of choice. We aimed to present Sertoli-Leydig cell tumor ma-
naged surgical at Latifa Hospital in Dubai, UAE with acceptable outcome and 
good patient satisfaction. 
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1. Introduction 

Sertoli-Leydig cell tumors (SLCTs) are rare tumors, accounting for less than 
0.5% of all ovarian cancers. The varying histopathology and differentiation of 
this tumor present difficulties with proper diagnosis and development of optimal 
treatment regimens [1]. Very few case reports have been documented in the li-
terature so far [2]. 

Prognosis of ovarian SLCTs is significantly correlated with degree of tumor 
grading and staging. Management of ovarian SLCTs remains challenging owing 
to lack of standardized management protocol guidelines [3].  

Surgical resection represents the mainstay of management of ovarian SLCTs 
[4]. The role of postoperative chemotherapy remains questionable and is only 
indicated in patients with poor prognostic factors [2].  

We report the case of a Sertoli-Leydig cell tumor found in a 19-year-old fe-
male with intermediate differentiation and heterologous elements (mainly epi-
thelial components: gastrointestinal, hepatocellular and respiratory), with intact 
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capsule of the right ovary. 

2. Case Report 

19 years old, Unmarried, University student referred from primary health center 
as case of secondary amenorrhea for 1 year with pelvic mass. This amenorrhea 
has been preceded by irregular periods for 6 months in pattern of irregular pro-
longed bleeding, acne, increase body hair and horsiness of voice).  

No other systematic symptoms and normal urinary and bowel habits.  
Gynecologic history: menarche age 14 years, periods were regular 5/30 days, 

normal flow, no dysmenorrheal. 
Medical history: no chronic disease is reported and surgical intervention be-

fore, she is free from and medication nor allergy. 

3. On Physical Examination 

Normal body configuration with body mass index = 24.3. Stable vital signs no 
paler. 

Obvious acne on face and shoulder. Limitation to assess hirsutism on face due 
to laser treatment, few dark thick hairs on the breast and around the umbilicus.  

Normal breast size and shape (She noticed both are less in size than before, 
may started some atrophy). 

Abdominal palpation reveals abdomino-pelvic mass felt up to umbilicus 
around 20 cm size, regular surface, hard, immobile, no tenderness. 

There is clear Clitoromegaly about 3 cm length. 
Because of virginity no per vagina nor speculum examination performed. 
Table 1 shows the results of the requested blood tests investigations reflecting 

high alfa fetoprotein, free androgen and testosterone.  
 

Table 1. Shows the case’s investigations highlighting the abnormal ones. 

Test Value Comment 

LH 4.2 miu/ml normal 

FSH <0.4 miu/ml -low 

Estradiol 199 pmol/l normal 

Prolactin 197 miu/l normal 

Total testosterone 16.5 nmol/l high (normal up 2.9) 

Free androgen 56.9 high (normal up to 6) 

17 hydroxyprogesterone 21 nmol/ normal 

DHE-sulfate 117 ug/dl normal 

CA125 18.6 u/ml  

AFP 215 IU/ml high 

LDH 175 U/L  

HCG <5 m IU/ml  

CA19-9 4.7 u/ml  
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Ultrasound scan for the pelvis and the abdomen was done, Figure 1; the fol-
lowing report was obtained. 

1) Uterus: Anteverted normal size uterus with Endometrium: measures 7 mm 
in thickness.  

2) Left ovary: 2.3 cm × 1.5 cm × 1.8 cm Volume 3.4cc.  
3) Right ovary: huge in size 13.4 cm × 8 cm × 11.8 cm respectively preoccu-

pied with multiseptated cystic lesion (thick septa > 3 mm) and frank solid com-
ponent. There is flow within the solid component seen on Doppler interroga-
tion. 

Magnetic resonance images showed large pelvic-abdominal mass lesion 
arising from the right ovary mixed cystic/solid mass lesion measuring 16 × 8 × 
13 cm with multiple septa noted. The lower part of the lesion shows hyper in-
tense signal intensity consistent with hemorrhagic component. Irregular thick-
ening of the septae with few small irregular mural soft nodules. In post contrast 
series, there is intense enhancement of the wall and septae with solid part of the 
lesion noted. No obvious infiltration into surrounding tissues noted. Left ovary 
appears normal. The uterus is retroverted with homogenous myometrium noted. 
No lymphadenopathy or pelvic collection noted. Figure 2, Computerized tomo-
graphy of the abdomen and chest has normal anatomical findings. 

Through discussion and patient counseling with patient a decision for lapa-
rotomy was made and Right salpingo-oophorectomy was performed Figure 3. 
Intraoperative findings of laparotomy: Right ovarian mass (15 × 20 cm), cystic 
and solid in consistency. Not adherent to the bowel or the pelvis. It was removed 
intact. Engorged right pelvic veins. Normal left ovary and tube. Normal sized 
uterus. Right pelvic lymph node (1 - 2 cm). Normal omentum, appendix, liver 
surface and upper abdomen. She tolerated the surgery well and spent uneventful 
post-operative period. 

The histopathology report proved Sertoli-Leydig cell tumor of ovary, mod-
erately differentiated (intermediate grade), with heterologous elements (mainly 
epithelial components: gastrointestinal, hepatocellular and respiratory), with  
 

 
Figure 1. Ultrasound scan of the right ovary.  
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Figure 2. Pelvic Magnetic resonance images. 

 

 
Figure 3. The specimen of the right salpingo-oophorectomy. 

 
intact capsule, measuring 18.0 × 13.0 × 10.0 cm, and confined to the “right” 
ovary. The fallopian tube is free of tumor. No tumor rupture nor spread outside 
the ovary are identified. No necrosis nor hemorrhage seen. No sarcomatoid 
changes are seen. No carcinomatous changes are seen. Figure 4: 

No further treatment needed she had been under follow up for three months 
She resumes her period in regular way after one month. Clitoris enlargement 
improved from 3 cm to 0.5 cm, with very accepted improvement in the acne and 
hair distribution 

4. Discussion 

Sertoli-Leydig cell tumors have range of symptoms and signs related to either  

https://doi.org/10.4236/ojog.2020.1020028


Z. Almahloul et al. 
 

 

DOI: 10.4236/ojog.2020.1020028 323 Open Journal of Obstetrics and Gynecology 
 

 
Figure 4. Histopathology slide shows moderately differentiated Sertoli-Leydig cell tumor 
with heterologous elements mainly epithelial components. 
 
mass-lesion or expression of hormonal production. The hormonal expression 
can be identified in more than half of patients. Clinical expression of virilization 
is recognized in more than one-third (33% - 38%) of patients [4]. Andro-
gen-excess manifestations with varying degrees include virilism, hirsutism, 
hyperseborrhea, acne, receding hairline, alopecia, hoarseness of voice, loss of 
subcutaneous tissue deposits, breast atrophy, clitoromegaly, oligomenorrhea and 
amenorrhea our case here presented typically with some common features of 
Androgen-excess manifestations. Conversely, although rare, estrogen-excess 
manifestations include precocious puberty, abnormal uterine bleeding, abnor-
mal vaginal bleeding, menstrual irregularities, generalized edema, weight gain, 
breast hypertrophy, endometrial hyperplasia, endometrial polyps and endome-
trial carcinoma. 

This case has elevated serum levels of testosterone although elevated serum 
levels of testosterone and androstenedione can be often identified in approx-
imately 80% of patients with ovarian SLCTs and virilizing manifestations [4]. 
Testosterone serum levels greater than 200 ng/dL (7 nmol/L) are generally asso-
ciated with an androgen-secreting neoplasm from ovaries, adrenals, or else-
where, in this case is 16.5 nmol/l. 

Almost half of the cases has classical presentation of pain or abdominal/pelvic 
mass which is unilateral with range of movement. The features of chronic pelvic 
pain is due to expansion of the mass capsule and acute pain is happened in mi-
nority of cases most properly due to ovarian accident in form of mass torsion. 
Acute abdominal pain requiring prompt emergency intervention happens in 
roughly less than one-fifth (15%) of SLCT cases and can be attributable to ova-
rian torsion, capsular rupture, or bleeding [5]. 

Sonography (ultrasound) remains the best imaging modality of preference for 
initial assessment of adnexal masses, due to its high sensitivity, suitability, and 
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cost-effectiveness [6]. We do suggest color Doppler sonography for all ovarian 
mass cases which might help in evaluation of neoplastic masses. Rich ovarian 
vascular masses with low-resistance indices in favor of malignant rather than 
benign lesions. 

Other imaging modalities such as computed tomography (CT), magnetic re-
sonance imaging (MRI), and positron imaging tomography (PET) scans can be 
used for better characterization of ovarian SLCTs, detection of extraovarian dis-
ease/metastasis and identification of other possible primary neoplasms (e.g., a 
functional androgen-producing adrenal gland tumor). 

In histopathology study SLCTs are classically made up of uncontrolled proli-
feration of varying degrees of differentiation of tubules lined by Sertoli cells and 
intervening nests of Leydig cells. Well-and moderately differentiated SLCTs are 
the most frequently encountered histological variants. [7] Our case gives more 
or less same features that finalize the diagnosis. Further immunohistochemically 
may be needed. 

Surgery remains the modality of choice for the case management, based on 
patient age, fertility issues, clinical presentation, tumors markers and histopa-
thology this surgery might include: cystectomy, oophorectomy, total abdominal 
hysterectomy plus bilateral salpingoopherectomy, lymphadenectomy as well 
further oncology treatment still is part of management. 

5. Conclusion 

Sertoli-Leydig cell tumors are rare tumors, have range of symptoms and signs 
related to either mass-lesion or expression of hormonal production. Surgery re-
mains the modality of choice for the case management. 
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