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Abstract

Juvenile granulosa tumors of the ovary are rare tumors. 

We report the case of juvenile granulosa cell tumor affecting a 33-year-old woman operated on for pain pelvic, the tumor was located in the left ovary with moderate 
ascites.

The purpose of this work is to present the anatomoclinical and radiological characteristics of this tumor in order to allow an early diagnosis and to improve its 
prognosis, to establish a therapeutic chronology for this tumor. 

Different prognostic factors for ovarian granulosa cell tumor are being studied; the treatment is surgical.
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Introduction 

Granulosa tumors were described for the fi rst time in 1855 
by Rokitansky [1], due to their appearance similar to that of 
granulosa cells in ovarian follicles.

The natural history is only reported in the literature 
through short series, in the 19th century, it was Vonkahladen, 
in 1895, who individualized granulosa cell tumors, sarcomas, 
and carcinomas.

In 1914 Vonwerdt published his fi rst series of six cases and 
the name granulosa tumor was adopted.

In 1977, Scully, et al. subdivided juvenile and adult granulosa 
tumor [2].

They arise from the parenchyma and the sexual cord of the 
ovary, they represent 0.6% - 3% of all ovarian tumors, and 

5% of malignant ovarian tumors, they are the most common 
tumors stromal [3], we distinguish two types: adult granulosa 
tumor (TGA) between 40 and 70 years, the most common, and 
juvenile granulosa tumor (TGJ) younger age [4].

The latter represent characteristics different from other 
tumors such as the morphological, histological signs, a higher 
risk of recurrence [1,5,6].

Clinically the tumor manifests itself as a tumor syndrome 
with painful abdominal distension, an endocrine syndrome 
linked to  hyperestrogen giving pseudo-precocious puberty in 
juvenile forms [7].

Juvenile granulosa tumors generally have a very good 
prognosis: 92% 5-year survival [8]. Poor prognostic factors 
are: large size, ascites and capsular rupture [8]. 

Patient consent is obtained before publication.
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Case report

K.F woman aged 33 years, mother of two children, 
originally from Tiaret and residing in that, with no particular 
medical or surgical history, who presented to the department 
for paroxysmal pelvic pain accentuated on the left, clinical 
examination revealed good general condition, blood pressure 
12/06, abdominal palpation revealed accentuated sensitivity on 
the left.

Ultrasound (Figure 1a) revealed a heterogeneous left lateral 
uterine mass measuring 10 cm in long axis, with a dual tissue 
and fl uid component (Figure 1b) of suspicious appearance with 
moderate ascites.

 The scan of abdominopelvic (Figure 2) revealed a large, 
well-circumscribed median pelvic mass measuring 80/110 mm 
for its longest axes, extending in height to approximately 85 
mm, enhancing after injection of the contrast product and 
heterogeneously delimiting fl uid areas in places, calcifi cation 
coming into contact with the uterine font with respect for the 
fatty interface of separation.

Homogeneous free ascites of average peri-lesional 
abundance with pelvic fi lling, absence of adenomegaly.

The biological assessment is unremarkable.

Tumor markers: CA 125: 62.84 U/ml

A midline subumbilical laparotomy was carried out, revealing 
a large tumor located on the left measuring approximately 08/12 
cm, solid cystic, grayish white with necrotic and hemorrhagic 
changes, ascites of medium abundance of citrine yellow color.

The patient initially underwent an enucleation cystectomy 
with sampling of ascitic fl uid. 

The pathological study of the surgical specimen (Figure 3) 
suggested the diagnosis of ovarian granulosa cell tumor.

Cytobacteriological examination of the sample fl uid: 
absence of malignant cells.

Different Anatomopathological Types of Ovarian Granulosa 
Cell Tumors (Figures 4,5).

Figure 1a: Ultrasound ovarian tumor 10.

Figure 1b: Image of heterogeneous content with anechogeneous image inside, 
liquid appearance.

Figure 2: Scan aspect of the tumor.

Figure 3: Operative Pies.

Figure 4: Morphological appearance showing juvenile type granulosa tumor.

Figure 5: Morphological appearance showing pseudofollicular adult type granulosa 
tumor.
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Discussion 

An ovarian tumor can reach a size important before causing 
abdominopelvic symptoms, which can be very varied and are 
never specifi c.

The clinical examination must be complete, including an 
examination abdominal, palpation of the lymph node areas 
and touching pelvic (vaginal and rectal). Abdominopelvic 
ultrasound suprapubic and endovaginally demonstrate an 
ovarian tumor with malignancy criteria.

The diagnostic assessment will be completed if necessary, 
by a pelvic MRI and immunohistochemistry CA-125, CA-199, 
ACE, HCG, AFP.

The positive diagnosis of certainly is based on histological 
results which can only be obtained by surgical exploration: 
laparotomy or laparoscopy.

- Treatment of rare ovarian tumors currently rests 
essentially on surgery whose modalities (conservative 
or not) depending on histological type, the age of the 
patient and the stage of the disease.

The chemotherapy protocols are different, chosen according 
to the histological type.

Principles of surgery before chemotherapy

· The initial surgical procedure is essential in the event 
of rare ovarian tumors since it allows the diagnosis, 
assessment extension of the disease and the fi rst 
therapeutic act. It is not no different technically from 
that of other malignant tumors ovaries.In the event of a 
suspicious ovarian tumor discovered in a young woman 
of childbearing age, it is important that the surgeon 
considers the diagnosis of tumor epithelial and have a 
certain amount taken before surgery number of blood 
markers that can guide the diagnostic ; in the hypothesis 
of a germ cell tumor: chorionic gonadotropin Hormone 
(hCG), alpha-fetoprotein; in the hypothesis of a tumor 
of the sex cords: Anti-Mullerian Hormone (AMH), 
inhibin a complete exploration of pelvis and the entire 
abdominal cavity, peritoneal washing and/or a sample 
of any ascites present during opening the abdomen, 
peritoneal biopsies systematic procedures including 

- The omentum and sampling of any suspicious element.

Principles of secondary surgery after Chemotherapy

Remain subject to discussion, poses differently depending 
on the histological types studied and has few indications for 
patients in complete response. The indications seem more 
clearly established for germ cell tumors than they can be for 
sex cord tumors, clear cell carcinomas or mucinous tumors.

Granulosa tumors are rare ovarian neoplasias, 70% of 
malignant tumors in the group of mesenchymal and sex cord 
tumors [9] and 5% among malignant ovarian tumors [3].

Menopausal status, gravidity and parity have no infl uence 
on the appearance of granolosa tumors. 

The juvenile form is far less common, it represents only 
5% of granulosa tumors [1], juvenile granulosa cell tumor 
classically occurs in women young people aged 30 years or in 
the pre-pubertal period [2,10].

It represents 10% of the etiologies of precocious puberty 
[2], a picture of hyperestrogen with pseudo precocious puberty 
is revealing in 70% of cases, much more rarely signs of 
virilization can appear linked to hyperandrogenism [2,3,10,11].

The ultrasound and tomographic appearance of TCGJ is 
that of an extensive multi-cystic ovarian tumor often with 
hemorrhagic changes, calcifi cations and peritoneal nodules 
are rarely reported [2,6], magnetic resonance imaging MRI 
visualizes a complex pelvic mass, the hemorrhagic character 
of cyst (hyper signal on weighted T1) is quite suggestive [4,6].

Biologically: Serum and urinary levels of eostradiol 
generally increase, plasma levels of gonadotropins (FSH, LH) 
are reduced [2,11,12], in virilizing forms, testosterone and delta 
4 androstenedione levels are increased [11].

TCGJ often presents as a large cystic, multilocular tumor 
with citrine yellow or gray tissue contingent, pure solid or 
unilocular cystic tumors are reported, extensive hemorrhagic 
and necrotic changes are common suggesting a high degree of 
malignancy [4,6,11], the diagnosis is histological revealing a 
diffuse or macrofollicular proliferation of luteinized medium 
cells, mitotic activity is generally absent in the adult form, and 
evident in the juvenile form our patient was a young adult, she 
presented with pelvic pain accentuated on the left, abdominal 
palpation revealed accentuated sensitivity on the left an 
ultrasound scan showed a 10 cm damaged ovarian tumor, with 
a heterogeneous component, medium-volume ascites; The 
patient initially underwent an enucleation cystectomy with 
ascitic fl uid sampling. 

The pathological study of the surgical specimen (Figure 3) 
suggested the diagnosis of ovarian granulosa cell tumor.

Cytobacteriological examination of the sample fl uid: 
absence of malignant cells. 

A laparotomy is indicated for her to complete the surgical 
procedure, a total hysterectomy with bilateral adnexectomy, 
pelvic lymph node dissection and omentectoma. 

Pathological result: Absence of tumor remains in the left 
appendix. The hysterectomy specimen with the right appendix, 
the omentectomy specimen and the appendix show no tumor 
infi ltration. The three lymph nodes found in the right dissection 
as well as the four others found in the left dissection are all 
reactive, without tumor infi ltration. 

Step Pt1apN0pMx.

The differential diagnosis arises mainly with 
undifferentiated carcinomas, adenocarcinomas, carcinoid 
tumors and endometrioid carcinoma.



022

https://www.peertechzpublications.org/journals/international-journal-of-sexual-and-reproductive-health-care

Citation: Sihem D, Yacine BM (2024) Juvenile granulosa cell ovarian tumors: Report of a case. Int J Sex Reprod Health Care 7(1): 019-022. 
DOI: https://dx.doi.org/10.17352/ijsrhc.000044

 The treatment of these tumors is surgical, conservative in 
young women wishing to become pregnant and presenting with 
early stage 1a [11,12]. Advanced stage and early stage tumors.

Tumors presenting poor prognostic factors (large size, 
ascites, histological factor indicating a high risk of recurrence), 
and recurrent forms requiring polychemotherapy.

Our patient was stage 1a, she benefi ted from radical surgical 
treatment given her congestion with moderate ascites and 
capsular rupture.

Conclusion

Granulosa tumor is a rare tumor but you have to know how 
to think about an ovarian tumor.

It can occur at all ages, the juvenile form is the rarest, it 
constitutes a particular anatomopathological entity, it can be 
associated with other histological lesions such as glandulocystic 
hyperplasia of the uterus which can go up to degeneration.

Currently the treatment is based on surgery, whether it is 
an initial intervention or for recurrence. 
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