Rare causes of paediatric virilizing tumours
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Introduction
Excessive androgen secretion from gonads, adrenal gland and tumors arising from germ cells lead to
gonadotropin independent precocious puberty In male and virilization in females. Rapid progression of
symptoms with peripheral precocity need urgent evaluation to identify the underlying etiology. We report
three cases of malignancy with excess androgen secretion.

4 year old boy presented with 13 year old girl presented with 3 vear old hov bresented with
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Management wedge biopsy was taken. mass
Surgical resection of the tumour and Referred to oncologist for further follow Management
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and DGEAS lo FP 109ng/ml underwent total resection of tumour an
received cisplatin based chemotherapy
Bone age 9 years PHEG <07mi0/m X ray bone age 5-6 years
DHEAS 3.3 umol/L LH <0.07 1U/L
ODST(<50) 562.3nmol/l (<50)
T. Testosterone 23.82nmol/L roH <0.05 1U/L
Testosterone 61.05nmol/I LH 4.141U/L
17 OHP 8.17 nmol/I
DHEAS ( 0.9- 5.8) >40.71umol/| FSH 1.631U/L
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S. Cortisol 169.7 nmol/L
LH (0.08-3.9) 0.071U/1
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FSH (0.1-1.3) 0.061U/1 Bilateral Sertoli Leydig cell tumour of SYe—
ovaries : : :
Yiaane Seminoma without other evidence of
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Conclusion
Rapid progression of virilization need urgent evaluation for androgen secreting tumours with imaging and tumour markers. Need
long term follow up with frequent imaging and tumor markers to identify early tumour recurrence and appropriate treatment.
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