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Abstract: Hyperreactio luteinalis (HL), characterized by bilateral functional multicystic ovarian enlargement during
pregnancy and puerperium, mostly occurs in third trimester. As a rare benign disease, HL is usually self-limited.
However, some cases are dignosed by unnecessary operation. This is a case report of HL appearing a week after
delivery. The patient took a puncture biopsy of ovarian tumor guided by ultrasound to rule out of ovarian malignancy.
Without any specific treatment, the disease regressed spontaneously.
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Case report

A 31-year-old woman at 39 weeks’ of gestation
gave birth to a healthy baby boy on April 3,
2014. She felt abdominal pains and distension,
with no farting and defecating 7 days later.
Then she was admitted to local hospital for
examinations. Transabdominal ultrasound
assessment revealed a left ovary of 11.8 x 7.3
x 6.1 cm and a right ovary of 14.8 x 8.6 x 7.0
cm with a small quantity of free fluid in the
pouch of Douglas (1.7 cm). Moreover the
patient was advised to have an abdominal
X-ray. It seemed to be gas-liquid flat in the
enteric cavity. After 5 days of promoting gastro-
intestinal peristalsis and defecation, there was
no distinct improvement on the patient.

On 16" April, 2014, the patient was transferred
to Shandong Province Hospital for further treat-
ment. She complained of mildly increased
abdominal discomfort and distension. On ultra-
sonogram, the ovaries have shown an appear-
ance of spoke-wheel. Large bilateral multilocu-
lar masses measured 10.2 x 8.0 x 7.0 cm in
the left ovary and 16.0 x 8.4 x 8.4 cm in the
right ovary, with little ascites (1.5 cm) (Figure
1). Blood analysis has shown a high level of
serum beta human chorionic gonadotropin
(B-HCG 20.41 mlU/ml) and cancer antigen 125

(CA 125 496.30 U/ml). As a result, she was
taken measures to improve conditions by
Intravenous albumin and fluid infusion.

We cannot determine the nature of ovarian
cysts, benign nor malignant. Then the patient
took a puncture biopsy of ovarian tumor guided
by ultrasound. The pathology indicated a few
neutrophils and lymphocytes, without cancer
cells. Furthermore, the symptoms has shown
dramatic improvement. Hence, further rehy-
dration was carried out as symptomatic
treatment over the following week. The patient
was discharged from hospital on 21st April,
2014, with further observation scheduled.

This further observation was performed in
ShangDong Province Hospital two weeks later.
Repeated ultrasound revealed both ovaries are
smaller than before (7.1 x 3.4 x 3.9 cm in the
left ovary and 12.0 x 8.2 x 6.5 cm in the right)
with multiple cysts (Figure 2). Moreover, serum
CA125 has reduced to 133.00 U/ml.

The patient came back to the hospital for
checkup on 7 Jun, 2014. Ultrasound assess-
ment revealed a lightly enlarged right ovariy of
9.0 x 6.5 x 4.1 cm and a left ovary of 5.1 x 2.8
x 2.7 cm (Figure 3). The serum CA125 has
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Figure 1. Right ovary in the ultrasoundgram on 16%"
April, 2014.

Figure 2. Right ovary in the ultrasoundgram on 7t
May, 2014.

decreased to 19.71 U/ml (reference range,
0-39 U/ml). Pelvic ultrasound performed 3
months after delivery confirmed normal ovaries
bilaterally with no residual cysts, and the
patient has remained in good status in the fol-
lowing six months.

Discussions

The reported is what we believe to be the first
case of hyperreactio luteinalis after delivery. HL
is a rare benign condition with bilateral func-
tional multicystic ovarian enlargement occurred
in the pregnancy, which can clear without spe-
cific treatment [1, 2].

HL, without affecting outcome of pregnancies
generally, is mostly seen in third trimester,
whereas few cases occur in first trimester [3].
It's reported that a muliparous woman with
PCOS through ovulation induction presents
with HL in first trimester [4]. When ovarian
huperstimulation syndrome (OHSS), also char-
acterised by enlarged bilateral multicystic ova-
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Figure 3. Right ovary in the ultrasoundgram on 7
June 2014.

ries, occurs in first trimester, termination of the
pregnancy is unavoidable sometimes. OHSS is
a severe complication in pregnancy following
ovulation induction with exogenous gonadotro-
phins. And OHSS has been demonstrated to be
related to polycystic ovary syndrome (PCOS),
hypothyroidism, pituitary gonadotropin-secret-
ing adenoma, or mutation of the FSH receptor
[5]. Both of HL and OHSS can be nausea and
vomiting, lower abdominal pain, loss of appe-
tite and water electrolyte disorder, even ascites
[6]. Our patient is spontaneous singleton preg-
nancy, leading to a presumptive diagnosis of
HL. And everything is normal in the whole preg-
nancy, so we consider it the first case of hyper-
reactio luteinalis after delivery.

HL in pregnancy is associated with theca lutein
cysts (TLCs) and increased production of HCG
[5-8]. While someone reports HCG can be at a
normal level [1, 9]. HL appears to be related to
multiple gestations and gestational trophoblas-
tic disease [5, 10]. While Atis A et al. reported
HL occurred with normal singleton pregnancy.
The mater sometimes present with signs of vir-
ilization, such as hirsutism, clitoromegaly,
deepening of voice during pregnancy, and so on
[11-13]. And some female fetuses appear viril-
ization too [14]. Besides, several complications
of thyroid dysfunction, hyperemesis gravi-
darum, preeclampsia, HELLP syndrome, pre-
mature delivery, fetal growth restriction, pla-
cental insufficiency, and delayed lactation have
been reported [2, 6, 13-15].

Surgical treatment is required for most these
patients. Firstly, cesarean section is preferred
because of obstruction of the birth canal by
enlarged ovaries [11]. And more than 37% of
cases are diagnosed in the caesarean [5].
Secondly, we can taken a biopsy of ovarian cyst
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Table 1. Change of ovaries and CA 125 in the progress of disease

April 3, 2014 April 16, 2014 May 5, 2014 June 7, 2014
Volume of left ovary (cm3) 11.8x7.3x6.1 10.2x8.0x 7.0 71 %x3.4x%x39 51x28x%x27
Volume of right ovary (cm3) 148 x86x70 16.0x84x84 120x8.2x%x6.5 9.0x6.5%x4.1
CA 125 (U/ml) - 496.30 133.00 19.71

or wedge resection, even sometimes oophorec-
tomy because of ovarian torsion, infarction and
hemorrhage or to rule out of ovarian malignan-
cy. But HL does not need any specific treatment
except observation, unless complications occur
[1]. And both ovaries can regress spontaneous-
ly, so was our patient (Table 1).

In conclusion, there are only very few case
report of HL occurring after delivery. It's report-
ed that HL is diagnosed accidentally in few
pregnancy women by cesarean section, while
they are not asymptomatic, accompanying pre-
eclampsia and hyperandrogenism. So we
believe that the cases referred occurred in
pregnancy and our patient is the first case of HL
after delivery. Moreover, we got a presumptive
diagnosis of HL through puncture biopsy guided
by ultrasound, avoiding unessential surgical
excision fortunately.
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