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GRANULOSA HUCRELI TUMOR OLGUSUNUN
LAPAROSKOPIK EVRELEMESI

Restaging For Laparoscopic Managment Of Granulosa Cell
Tumor

Hakan Nazik!, Murat Apil!, Serkan Ahmet Kale?, Meltem Aksu?

OzZET

Bu vaka sunumunda granulosa hiicreli timér (GHT) tanisi olan 48 yasindaki bir kadinin
laparoskopik cerrahi evrelemesi sunuldu. Granulosa hiicreli timoérler tiim over timér-
lerinin yaklagik %2’sini olgturur. Hasta tanisal amach 15 giin énce pelvik kitle nedeniyle
opere edilmisti. Laparoskopik cerrahi evreleme yapildi ve adjuvan kemoterapi verilme-
den 8 ay gecmesine ragmen hastada herhangi bir komplikasyon gelismedi.

Anahtar kelime: Granulosa hlicreli tiimér; Laparoskopik evreleme

ABSTRACT

In the present case laparoscopic staging operation of 48 year-old woman with a diag-
nosis of granulasa cell tumor is presented. Granulosa cell tumors (GCTs) account for
approximately 2% of all ovarian tumors. The patient had been operated with the pre-
diagnosis of pelvic mass 15 days ago. Laparoscopic staging was applied and without
any adjuvant therapy, the patient was under a follow-up period of 8 months without

any complication.
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INTRODUCTION

Granulosa-theca cell tumors, more commonly known
as granulosa cell tumors (GCTs), belong to the sex
cord—stromal category and include tumors compo-
sed of granulosa cells, theca cells, and fibroblasts in
varying degrees and combinations. GCTs account for
approximately 2% of all ovarian tumors and can be
divided into adult (95%) and juvenile (5%) types ba-
sed on histologic findings (1).

Both subtypes commonly produce estrogen, and
estrogen production often is the reason for early
diagnosis. However, while adult GCTs (AGCTs) usu-
ally occur in postmenopausal women and have late
recurrences, most juvenile GCTs (JGCTs) develop in
individuals younger than 30 years and often recur
within the first 3 years (2).

Recognition of the signs and symptoms of abnormal
hormone production and consideration of these tu-
mors in the differential diagnosis of an adnexal mass
can allow for early identification, timely surgical
management, and excellent cure rates. Despite the
good overall prognosis, long-term follow-up always is
required in patients with GCTs. Reports of extraovari-
an GCTs can be found in the literature and may lend
support to the derivation of this class of tumors from
epithelium of the coelom and mesonephric duct (3).
In the present case laparoscopic staging operation of
the patient with a diagnosis of granulasa cell tumor
is presented.

CASE

A 48 year-old woman was referred to our department
with a diagnosis of granulasa cell tumor of the right
ovary. She had been operated with the prediagnosis
of pelvic mass 15 days ago (Figure 1). Sonographic
evaluation revealed normal pelvic anatomy except
operated right ovary. She has been scheduled for a
staging operation. Preoperative CA125 level was 14,6
mlU/mL. There was no abrupt onset or rapid prog-
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ression of endocrinologic manifestations to heighten
the suspicion of a neoplastic process and there was
no abnormal uterin bleeding history. Other ancillary
laboratory studies that may be useful in differential
diagnosis included stool guaiac testing, complete blo-
od count (CBC), blood chemistries, urinalysis and all
were in normal ranges. Laparoscopic approach was
applied and partial omentectomy, total laparoscopic
hysterectomy with contralateral oopherectomy, pel-
vic and para-aortic lymph node sampling were suc-
cessfully accompolished. The patient was discharged
from the hospital on the second postoperative day.
One paraaortic and eight pelvic lymph nodes were
sampled and the pathologic examination of these
nodes revealed no metastasis. The pathologic exa-
mination of all the specimen were tumor negative.
The patient was considered to be stage 1A. Several
other tumor markers have been evaluated in patient
with GCTs. Inhibin B and estrogen have been studi-
ed afterwards in this woman and was found to be in
normal ranges. The patient was under the follow-up
period without any adjuvant therapy and 8 months
passed without any complication when this report
was prepared.
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Figure 1: The histological appereance of granulosa cell
tumor
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CONLUSION

GCTs are thought to be tumors of low malignant po-
tential. Most of these tumors follow a benign cour-
se, with only a small percentage showing aggressive
behavior. Metastatic disease can involve any organ
system, although tumor growth usually is confined
to the abdomen and pelvis (4).

Approximately 25,000 new cases of ovarian cancer
are diagnosed in the United States each year. The di-
sease accounts for more than 14,000 deaths in the
United States annually and is the leading cause of
death from gynecologic malighancies. Because sex
cord—stromal tumors account for only 5% of all ova-
rian tumors and approximately 8% of all malignant
ovarian neoplasms, each year only 1500-2000 new
cases of these tumors are diaghosed in the United
States. Unlike epithelial ovarian cancers, no racial or
ethnic predilection is found for ovarian germ cell or
sex cord—stromal tumors. The incidence of this gro-
up of tumors essentially is the same throughout the
world, as witnessed by similar frequency of these tu-
mors in Japan, Sweden, and the Caribbean (5).

AGCTs and JGCTs have very good cure rates due to
the early stage of disease at diagnosis. More than
90% of AGCTs and JGCTs are diagnosed before spre-
ad occurs outside the ovary. Five-year survival rates
usually are 90-95% for stage | tumors compared to
25-50% for patients presenting with advanced-stage
disease. Although 5-year survival rates are quite
good, AGCTs have a propensity for late recurrence,
some occurring as many as 37 years after diagnosis.
Mean survival after the diagnosis of a recurrence is
5 years (6).

Approximately 20% of patients diagnosed with GCTs
die of their disease over the course of their lifetime.
Morbidity related to GCTs primarily is due to endoc-
rine manifestations of the disease. Physical changes
brought on by high estrogen levels from the tumor
usually regress upon removal of the tumor. However,
a small group of patients present with symptoms of
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androgen excess from the tumor. Changes caused by
androgen excess may be permanent or may only par-
tially regress over time. Serious estrogen effects can
occur in various end organs. Unopposed estrogen
production by these tumors has been shown to cau-
se stimulation of the endometrium. Anywhere from
30-50% of patients develop endometrial hyperplasia
and another 8-33% have endometrial adenocarci-
noma. Patients also may be at an increased risk for
breast cancer, although a direct correlation has been
difficult to prove (7).

Granulosa cell tumors can occur in the juvenile and
adult male testes, albeit very rarely. The frequency
of GCTs in the male testes is even lower than that
of GCTs in females and is the least common sex cord
stromal tumor in the testes (8). AGCTs account for
95% of all GCTs and usually are seen in postmeno-
pausal women, with a median age at diagnosis of 52
years. JGCTs comprise only 5% of all GCTs, and al-
most all of these tumors are found in patients youn-
ger than 30 years. Theca cell tumors (ie, thecomas)
account for less than 1% of all ovarian tumors, and
the mean age at diagnosis is 53 years. These tumors
are rare in women younger than 30 years, with the
exception of the luteinized thecoma, which tends to
occur in younger women (9).

GCTs are the most common estrogen-producing ne-
oplasms in females and are found to produce estradi-
ol in approximately 40-60% of patients. This estradiol
production is dependent on stimulation by testos-
terone secreted by the theca cells. However, not all
GCTs are hormonally active or have theca cells that
secrete testosterone, and this type of testing lacks
sensitivity and specificity. In a case with Stage la gra-
nulosa cell tumor, laparoscopic staging can be a usu-
full approach.
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