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INTRODUCTION 

Sertoli-Leydig cell tumors (SLCTs) arise from the non-

germ cell component of the ovary and belong to the 

group of sex-cord stromal tumors (SCSTs).1 The 

incidence of SLCTs is rather rare accounting for less than 

0.2% of all ovarian tumors.2 Rather provoking clinical 

features such as abrupt onset of hypertrichosis, male type 

baldness, and deepening of voice in women may be 

presented in SLCTs.3  Typical cases of SLCTs with 

clinical signs of hyperandrogenism accompanied by the 

increased level of androgenic hormones such as 

testosterone should not be missed, rendering an early 

diagnosis and proper intervention with good prognosis 

possible.4 Asymptomatic Sertoli-Leydig cell tumors 

warrant special attention because without the clinical 

signs of abrupt onset of virilization it is rather difficult to 

be suspicious of the tumor due to the lack of accuracy in 

detecting it through radiologic studies.  Authors hereby 

present a case of Sertoli-Leydig cell tumor without the 

clinical signs of hyperandrogenism that was incidentally 

found in a hysterectomy with bilateral salpingo-

oophorectomy specimen, to emphasize the importance of 

the preventive bilateral salpingo-oophorectomy in 

postmenopausal women even with unremarkable 

intraoperative findings of the adnexa.  

CASE REPORT 

A 61-year-old postmenopausal women with abrupt onset 

of vaginal bleeding was examined. Her menstruation 

history was unremarkable, experiencing menarche at the 

age of 13, having regular periods throughout, and hitting 

menopause at the age of 52.  She denied taking neither 

menopausal hormone therapy nor dietary supplements 

such as evening-prim rose or black cocosh.  She had 
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given three spontaneous vaginal deliveries with no 

complications.  For a duration of 15 years, she took 5 

transvaginal ultrasonography exams in which an 

intramural leiomyoma measuring 4*4cm was observed 

without any demonstrable size change.  Bilateral adnexa 

were unremarkable as well as the endometrium.  The 

ultrasonography taken in the presence of the abrupt 

vaginal bleeding revealed a thick endometrium measuring 

15.8mm. Other than the endometrial pathology, the 

intramural leiomyoma showed no interval change and 

bilateral adnexa were unremarkable.  A diagnostic 

dilatation and curettage was undertaken of which the 

result came out to be simple hyperplasia without atypia of 

the endometrium.  The vaginal bleeding did not stop after 

the procedure for a full month, rendering hysterectomy as 

the treatment modality to control her continuous 

bleeding.  A single port laparoscopic total hysterectomy 

with preventive bilateral salpingo-oophorectomy was 

performed.  Entering the pelvic cavity, other than the 

intramural leiomyoma, intraoperative findings including 

bilateral adnexa were not remarkable.  Bilateral salpingo-

oophorectomy was done as it was the usual procedure to 

be taken for a postmenopausal woman undergoing 

hysterectomy (Figure 1).   

As a routine measure in this institute, extraction of the 

specimen including the uterus and bilateral adnexa 

through the vagina was done after placing the specimen 

in a large size vinyl pouch to avoid any spillage in the 

pelvic cavity. The pathology report of her uterus revealed 

complex hyperplasia without atypia of the endometrium 

with an intramural leiomyoma.  Her right ovary included 

a well differentiated 2*1cm size Sertoli-Leydig cell 

tumor confined to the ovary which was only an incidental 

finding.  Since the ovarian capsule was not ruptured, even 

without the lymph node dissection, this case was 

designated as stage 1A ovarian cancer rendering no need 

for postoperative chemotherapy. During the 5 year follow 

up period without any intervention, the patient is doing 

well with no symptoms and signs of tumor recurrence.  

DISCUSSION 

Sertoli-Leydig cell tumors (SLCTs) belong to the group 

of sex-cord stromal tumors (SCSTs) and account for less 

than 0.2% of all ovarian tumors.2  It is known to be 

presented with rather provoking clinical features such as 

abrupt onset of hypertrichosis, male type baldness, and 

deepening of voice in women.3  Patients showing clinical 

signs of hyperandrogenism accompany increased level of 

androgenic hormones such as testosterone, rendering an 

early diagnosis and proper intervention with good 

prognosis possible.4 Obesity, androgen producing adrenal 

tumors, congenital adrenal hyperplasia, and Cushing’s 

syndrome are some of the disease entities that might also 

result in female hyperandrogenism.5 Although virilization 

is the key feature of suspecting the presence of SLCTs, 

other symptoms such as hyperestrogenism or abdominal 

pain and distention due to the sheer size of the mass also 

occur.6  In the study involving 11 SLCTs from a single 

institution, all of the cases presented with an adnexal 

mass varying from 5cm to 20cm.7 Radiologic studies 

such as pelvic ultrasonography and computerized 

tomography (CT) are not the recommended definitive 

means of diagnosis due to is lack of accuracy in 

diagnosing the SLCTs.8 This is a unique case of an 

incidental SLCT where neither clinical symptom such as 

virilization nor radiologic findings such as adnexal mass 

were noted prior to the surgery. Sertoli cells are known to 

secrete estrogens resulting in hyperestrogenism, but it 

remains a question whether or not the endometrial 

hyperplasia in this case has resulted from 

hyperestrogenism released from the SLCT of the ovary.9 

Unfortunately, the authors had no suspicion of SCLT 

prior to the surgery, thereby hormonal levels were not 

taken. In the absence of any hallmark signs of this rare 

tumor, incidental detection of it might come as a surprise, 

but should be treated accordingly.10  

 

Figure 1: Intraoperative finding of the right adnexa, 

which was not remarkable. 

Even with the unremarkable intraoperative finding of the 

right ovary, preventive salpingo-oophorectomy was done 

following the guideline as a preemptive procedure to be 

taken in postmenopausal hysterectomy cases (Figure 1).11    

 

Figure 2:  Histopathologic findings of the ovarian 

Sertoli-Leydig cell tumor 400X-Sertoli cell tubules are 

surrounded by Leydig cells with                               

pale granular cytoplasm. 

Prophylactic bilateral salpingo-oophorectomy in 

postmenopausal women, and in the same context, 
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prophylactic bilateral salpingectomy in premenopausal 

women has been recommended at the time of 

hysterectomy with benign conditions in order to reduce 

the risk of ovarian and fallopian tube cancer.12 SLCTs are 

included in the branch of SCSTs and are histologically 

divided into well-differentiated, moderately-

differentiated, poorly-differentiated, retiform and mixed 

pattern.13 In this case, a well-differentiated SLCT with 

solid and hollow tubules composed of Sertoli cells and a 

delicate fibrous stroma containing Leydig cells with pale 

granular cytoplasm were noted (Figure 2).  Calretinin is 

reported to be a specific immunohistochemical marker of 

SCSTs, therefore aiding in the differentiation of SCSTs 

from other malignancies.14 In this case, both Sertoli cells 

and Leydig cells showed positive signs of calretinin 

(Figure 3). In postmenopausal women with the symptoms 

and signs of hyperstrogenism, measuring the hormone 

levels and being suspicious of the possibility of hormone 

producing tumors, though rare, is advisable.  Authors 

hereby present a case of Sertoli-Leydig cell tumor 

without the clinical signs of hyperandrogenism that was 

incidentally found in a hysterectomy with bilateral 

salpingo-oophorectomy specimen.  Authors emphasize 

the importance of carrying out a preventive bilateral 

salpingo-oophorectomy in postmenopausal women 

undergoing hysterectomy for a benign pathology, even 

with unremarkable intraoperative findings of the adnexa. 

 

Figure 2:  Histopathologic findings of the ovarian 

Sertoli-Leydig cell tumor 400X-Calretinin shows 

positive findings for Sertoli cells (bright) and Leydig 

cells (dark and granular). 
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