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ABSTRACT
Hyperreactio luteinalis is a rare disease characterized by multicystic and bilateral ovarian enlargement associated
with high maternal b-hCG 1evels. It occurs usually in gestational trophoblastic disease, multiple pregnancies and
rarely in normal pregnancy. Here we report a case of hyperreactio luteinalis with hydatidiform mole. The case was
managed conservatively.
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because of relatively low b-hCG values at that time.
Partial molar pregnancy is not likely to have theca lutein
cvsts.1 In the absence of GTN, hyperreactio luteinalis
is associated with a normal singleton pregnancy in 60%
of the cases, where regression of the cysts occurs spon-
taneously after delivery.4 It has been reported with mul-
tiple pregnancy, erythroblastosis foetalis, diabetes comp-
licating pregnancy, clomiphene intake, and ovulation
induction with human menopausal gonadotropin, human
chorionic gonadotropin, gnRH analogues, and non-
immune hydrops foetalis and very rarely with normal
pregnancy in the literature.5

The presence of adnexal masses in pregnancy is not
unusual with an estimated incidence between 1% and
2%. Most are gynecologic, and usually ovarian and ute-
rine in origin. Functional ovarian cysts are particularly
common in pregnancy, including theca-lutein cysts,
which are usually related to presence of gestational tro-
phoblastic disease.6 A case of hydatidiform mole with
hyperthecosis luteinalis is reported.

  CASE REPORT

A 25 years old woman presented in out-patient depart-
ment at 15 weeks gestation with history of excessive
nausea and vomiting for the last ten weeks, and inter-
mittent spotting for the last six weeks. She also had
backache and lower abdominal pain for the last two
weeks.

She was married since nine years and was third gravida
with two alive issues and one fresh still birth at a term

  INTRODUCTION

Gestational trophoblastic neoplasia (GTN) represents
a spectrum of disorders characterized by abnormal pro-
liferation of pregnancy-related trophoblasts with prog-
ressive malignant potential. GTN includes molar preg-
nancy, invasive mole, choriocarcinoma and placental
site trophoblastic neoplasia with varying degrees of
malignant potential. Molar pregnancy complicates about
0.1% of pregnancies.1

Hyperreactio luteinalis is an uncommon condition asso-
ciated with bilateral or rarely unilateral moderate to
marked ovarian enlargement due to multiple benign
theca lutein cysts resulting from excessive b-hCG (hu-
man chorionic gonadotropin) stimulation of the ovaries.
It is a benign condition that occurs in 50% of patients
with gestational trophoblastic neoplasia.2 Upto 25%
cases of molar pregnancy and 10% cases of choriocar-
cinoma may be associated with these cysts.3 Theca
lutein cysts are associated with complete hydatidiform
moles 14 to 30% of the time. These cysts are typically
not seen in the first trimester of molar pregnancies



141

to the diagnosis of the condition. Ultrasonic features in
case of theca lutein cysts with moles would include an
echoic, multi-loculated ovarian cysts coupled with the
presence of echogenic tissues in the uterus.1 Patients
with this condition may be asymptomatic also. These
lesions may be found incidentally during routine obstetric
imaging and Caesarean delivery.

In nature, it is a benign condition, the appropriate man-
agement is conservative, but surgical management is
definitely indicated to remove infarcted tissues follow-
ing torsion, to control hemorrhage or decrease androgen
production in virilised patients.8 In our case the patient
complained of mild to moderate abdominal pain which
was not progressive, therefore there was no clinical sus-
picion of torsion or hemorrhage complicating the cyst.
Hence, we managed our case conservatively and not
surgically.

During the observation period, the case was managed
on an outpatient basis and b-hCG level was monitored
serially. b-hCG level declined sharply after evacuation
and reduced down to less than one seventh 48 hours
after evacuation. It reduced to normal value four months
after evacuation. During the follow up b-hCG level
never showed a rise or static values, no episode of ute-
rine haemorrhage occured and there was no evidence
of metastasis. On the basis of these grounds there was
little suspicion of persistent trophoblastic disease.

The patient was advised barrier contraception to enable
efficient follow-up. Earlier studies suggested that use
of oral contraceptives after evacuation of a molar preg-
nancy would lead to a slower rate of b-hCG decrease
and an increased risk of developing persistent tropho-
blastic disease. However, numerous studies have noted
no increased risk with oral contraceptive use, though
there is an agreement that intrauterine contraceptive
devices should be avoided until b-hCG level is normal.
Current advice is to avoid the pregnancy for six months,
but if it at all does occur, allow it to continue with care-
ful clinical, ultrasound and b-hCG monitoring.

The risk of hyperreactio luteinalis recurrence in next
pregnancies is not known but there are available case
reports of recurrence of this condition in normal pregnan-
cy which was either managed conservatively or surgi-
cally.7,9,10 However, recurrence of this condition with
a molar pregnancy is not reported.

  CONCLUSION

Hyperreactio luteinalis is a benign condition causing
enlargement of the ovaries. Follow-up with serial b-
hCG is crucial in managing these cases.

gestation. The cause of fresh still birth was birth asphyxia
due to true knots in the cord.

On physical examination she was pale with a blood
pressure of 140/90 mmHg and pulse 96/min. Fundal
height was 24cms, uterus had a soft and doughy con-
sistency, and foetal parts were not palpable. Her haemo-
globin level was 9G/dl. Her blood group and that of his
husband was B+ve. Her serum titre of b-hCG was
135,8680 mIU/ml. Coagulation profile, thyroid and
liver function tests were all normal.

Ultrasound examination revealed uterine enlargement
upto 24 weeks of gestation. No foetal pole was identified,
the cavity was filled with cystic areas of increased
echogenicity and typically showed snow storm appea-
rance. Two large extra-uterine, predominantly cystic
masses were seen bilaterally. They were showing mul-
tiple cystic areas within it. These were suggestive of
theca lutein cysts in both enlarged ovaries in association
with the hydatidiform mole, the right one measured
12.5x11.5cms and the left 11.5x9.5cms. Chest X-ray
was normal.

Suction and evacuation was carried out which revealed
uterine cavity filled with distended grape like vesicular
structures. Histopathology confirmed diagnosis of hyda-
tidiform mole. She was given injection methotrexate
50mg IM on alternate days for two doses. b-hCG repea-
ted 48 hours after evacuation was 19,3328 mIU/ml,
which dropped to 418.1 mIU/ml six weeks after evacua-
tion. She was adviced barrier contraception. On her
follow-up four months later b-hCG dropped to 1.81 m
IU/ml. b-hCG level was followed for a year; it remained
below normal.

  DISCUSSION

Hyperreactio luteinalis is a rare disease characterized
by marked cvstic enlargement of the ovary due to multi-
ple benign theca lutein cysts. It has been suggested that
these cyst arise from an abnormal response of atretic
follicles in the ovaries to circulating b-hCG7 which
may or may not be high.1 It occurs usually in gestational
trophoblastic disease, multiple pregnancies, and rarely
in normal pregnancy. In our case hyperreactio luteinalis
is seen in a case of hydatidiform mole which is a com-
mon association.

Clinical manifestations of this condition would include
maternal abdominal pain, excessive abdominal disten-
sion, abnormal liver functions, respiratory difficulties,
and hirsutism. Our patient presented with pain and
hyperemesis. Although clinical feature were more in
favour of molar pregnancy but ultrasonic features led
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