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Steroid Cell Tumor : A Rare Ovarian  
Tumor – Case Report

Introduction
The spectrum of ovarian neoplasms covers an extremely 
wide range of tumors. The common tumors are the surface 
epithelial cell tumors. Amongst the less common variants, 
lipid or steroid cell tumors comprise an important category, 
although they account for only 0.1% of all ovarian tumors.[1]

These tumors can produce steroids, and may give symptoms 
like hirsutism, hair loss, amenorrhea or oligomenorrhea.
[2] These tumors have the subtypes, based on the cells of 
origin, stromal Luteoma arising from ovarian stroma, 
Leydig cell tumor arising from Leydig cells in the hilus, 
and steroid cell tumor (not otherwise specified or NOS) 
when the lineage of tumor is unknown.[3]

This case is reported for its rarity and its unusual 
presentation of not having any clinical signs and symptoms 
typical of steroid hormone- secreting tumor.

Case Report
A 45 year old post menopausal female presented in the out 
patient department of Obstetrics & Gynecology in SMS 
multi-speciality hospital, Chandkheda with a history of 
pain in lower abdomen on & off since 2 years. She had 
two children and was no history of any abnormality during 
her pregnancy. There was no history of any contraception 
and exogenous hormone intake. Past medical history 
was otherwise unremarkable. Family history was non 
contributory.

Per Abdominal examination revealed soft, per vaginal 
examination did not yield definite findings, with a vague 

fullness being detected right side of uterus. Uterine size 
could not be made out and it is fixed.

Ultrasonography was carried out which showed a uterus 
with anteroverted, showed 5.4*4.7cm subserosal fibroid 
in fundus and two anterior wall extramural fibroids 
(2.9*2.3cm and 1.5*1.1 cm size noted) Fallopian tubes 
were normal. Patient’s pulse was 84/minute and BP was 
116/70 mm of Hg. All other blood investigations were 
normal. HIV and HbsAg were negative. 

A total Hysterectomy with bilateral salpingo-oophorectomy 
was done and the specimen was received in pathology 
department for histopathological examination. 

Gross examination : An already cut open gross specimen 
of uterus and cervix with both adnexa was received 
totally measuring 11*8*4.5cm in size. Uterus and cervix 
measuring 11*4*4.5 cm. On cut section three fibroids 
were noted, one subserosal fibroid measuring 1.5*1.0 cm 
and two intramural fibroids out of which largest fibroid 
measuring 2.5*2.5 cm, cervix exhibited the nabothian cyst. 
Right sided ovary measuring 5*5*3 cm in size, external 
surface revealed grayish white lobulation, on cut section 
yellowish and solid area which was replacing almost whole 
of the ovary (Fig 1 a & b) and Fallopian tube measuring 
2 cm in length. Left sided ovary measuring 2.5*1.5*1 cm 
and cut section shows solid and normal architecture and 
fallopian tube measuring 3.5 cm in length.

Light microscopy : Sections from right ovarian tumor 
showed well circumscribed tumor. The cells are arranged 
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ABSTRACT
Steroid cell tumors of ovary are a rare subgroup of sex cord tumors, account less than 0.1% of all ovarian tumors and also will present at 
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diffusely, medium to large size, round to polygonal in 
shape with centrally placed nuclei and clear vacuolated 
moderate amount cytoplasm containing lipids, which are 
similar to adrenocortical cells.[4] They have distinct cell 
membranes.(Fig 2 a & b) There was no atypia, mitotic 
figures or necrosis noted in the tumor. Stroma was scanty 
and minor fibromatous component and loose vascular 
channels randomly distributed. Histological features was 
consistent with steroid cell tumor NOS type. The other 
side ovary and tube was unremarkable. The cervix showed 
hyperplastic squamous epithelium and features of chronic 
cervicitis with nabothian cyst while the endomyometrium 
showed cystic hyperplasia and features of leiomyoma.

Discussion
This article describes a rare entity of ovarian tumor in 
45 year old menopausal women without any androgenic 
symptoms. Patient had only complain of lower abdominal 
pain on & off since 2 years. Patient underwent for 
Total abdominal hysterectomy with bilateral salpingo- 
oophorectomy. USG showed a fibroid in uterus and ovarian 
mass at right side.

Steroid cell of ovary was first described by Scully in 1987. 
These tumors accounts for less than 0.1% of all ovarian 
neoplasms.[4] There are three subtypes of steroid cell 
tumors according to the cell of origin: a) stromal luteomas 
arising from ovarian stroma(20%) which shows presence 

Fig. 1: (a)&(b).(a) Gross appearance of  steroid cell tumour of right ovary shows greyish white lobulated outersurface. (b) 
Cut section shows predominantly solid, yellowish area  measuring 5x5x3 cm in size.

Fig. 1: (a)&(b).(a) Gross appearance of  steroid cell tumour of right ovary shows greyish white lobulated outersurface. (b) 
Cut section shows predominantly solid, yellowish area  measuring 5x5x3 cm in size.



C-90	 Steroid Cell Tumor

Annals of Pathology and Laboratory Medicine, Vol. 6, Issue 8, August, 2019

of degerative pseudovascular spaces containing red blood 
cells[5] and b)Leydig cell tumors arising from Leydig 
cells(20%) and it shows cytoplasmic reinke crystals and 
Leydig cell hyperplasia.[6] c) steroid cell tumor not other 
wise specified when the lineage of tumor is unknown(60%).
[7] Our patient had NOS type steroid cell tumor. Grossly 
these tumors are commonly solid, however a combination 
of solid and cystic form or predominantly cystic form may 
also be seen. The color of cut surface may range from 
yellow to orange to red or brown depending upon the lipid 
content. Area of hemorrhage and necrosis may also be 
seen.[8] The tumor in our case was completely solid with 
no cystic area. The cut surface was typically yellowish 
and lobulated. Microscopically there was no feature of 
like stromal luteoma and leydig cell tumor. It composed 
of granular eosinophilic and vacuolated cytoplasm without 
any type of nuclear atypia.

Steroid cell tumors are generally unilateral and benign, 
malignancy is generally associated with identification of the 
histopatholoic findings: two or more mitotic figures per 10 
high-power fields 92% malignant, necrosis 86% malignant, 
size of 7 cm or larger 78% malignant, hemorrhage 77% 
malignant, and grade2/3 nuclear atypia 64%malignant.[4] 
For our patient, the pathology result revealed 5 cm size of 
unilateral mass, without atypia, necrosis, and mitosis.

A clinico-pathological correlation is very important in these 
tumors as the benign looking tumors on histomorphology 
can behave in a clinical malignant manner.[9] Inhibin is 
useful in differentiating this tumor from other non sex 
cord stromal tumor.[10] Nearly 56-77% of the cases present 
with hypergonadism.[8] Our patient presented without any 
symptoms related to steroid hormone secreting tumor.

Conclusion
Ovarian steroid cell tumors, grouped under sex-cord stromal 
tumors, account for less than 0.1% of all ovarian tumors. 
They are usually benign, unilateral and are characterized 
by a steroid cell proliferation. Generally presented with 
a history of androgenic symptoms. Our case is unique 
because it is presented without any androgenic symptoms 

which is very rare presentation. The primary treatment is 
surgical removal, but close follow up is necessary for any 
kind of metastasis because pathologically benign tumors 
can behave in a clinically malignant fashion.
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