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Spontaneous rupture of pregnancy luteoma
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ABSTRACT
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Luteoma is a rare condition in pregnancy. In this article, we aimed to present a rare case of pregnancy luteoma
detected during cesarean section and pathologically in the context of literature information.

INTRODUCTION

Pregnancy luteoma is a different neoplastic lesion
characterized by solid proliferation of ovarian luteinizing
cells. Benign is one of the most common causes of
maternal virilization.»? It is thought to be a consequence
of excessive hCG (human chorionic gonadotropin)
stimulation from theca-lutein cells. It may be unilateral or
bilateral, 1/3" is bilateral. It is often asymptomatic.® The
most common clinical signs are maternal virilization,
hemorrhage, or acute abdomen which can be seen as a
torsion secondary.*> Ovarian growth is usually
recognized incidentally during cesarean or postpartum
tube ligation.

CASE REPORT

A 24-year-old G2P1 patient with a previous caesarean
section with 31 weeks and 6 days of twin pregnancy was
referred to our clinic for pain and acute abdomen. After
the examination and ultrasonography the patient was
found to have a cervical span of 6 cm and a dilatation of
up to 70%. In the Douglas cavity and under the liver, free
fluid was seen and the patient received an emergency
cesarean section. During the operation, 700 cc of
hemorrhagic fluid was observed in the abdomen. Healthy
male infants with 1700 gr and 1790 gr APGARs 7/9 were
born. A spontaneous rupture area of approximately 3 cm
on the right ovary and an increase in both ovaries were
noted. The left ovary was approximately 7 cm and the

ruptured right over was approximately 8 cm (Figure 1)
Both over-surfaces were fragile and irregular.

Figure 1: The appearance of both ovaries.

After the Kerr incision in uterus was sutured, the
oncology consultation was requested. Biopsy materials
were taken from the left ovary, where the size of ovary
has increased and the right ovary rupture area (Figure 2)
of the patient who was thought for pregnancy luteoma.
And biopsy materials were sutured. Considering the
increased sensitivity of the ovaries, the drain was not
inserted. At the end of the operation, an increase in hair
growth was observed in the body examination of the
patient and it was learned that there was a 3-month
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treatment history due to hormonal dysfunction prior to
pregnancy. On the third day of post-op treatment, the
patient was discharged with cure due to the stabilization
of the vitals and the usual signs of the abdominal
findings.

Figure 2: Right ovary spontaneous rupture area.

Tissue microscopy was compatible with pregnancy
luteoma and the patient was called to the clinic for
follow-up.®” On the post-op 40th day, in the transvaginal
ultrasonography, patient's bilateral ovary sizes were
observed usual, and tumor markers (cal25, cal5.3,
cal9.9), hCG (human chorionic gonadotropin) and
testosterone values were normal, too.

DISCUSSION

The luteoma, first described by Sternberg in 1963, is a
very rare benign ovarian tumor with postpartum
regression that develops during the later gestational
weeks. Pregnancy luteoma causes virilization findings on
more than 50% of female fetuses.® Male fetuses do not
have fetal signs. While virilization findings were not
observed in our patient, fetal anomaly was not observed
because both fetuses were male. 1/3™ of the cases are
bilaterals, just as in our case. Most patients are
asymptomatic and incidentally detected during cesarean
section. Our case was applied due to the ovarian ruptured
acute abdomen and hemorrhagic fluid was detected
during operation. Ovarian size can reach up to 20 cm in
the pregnancy luteoma, ovarian surface is seen irregular
and fragile. In our case, the ovary size was increased up
to 8 cm, the ovary surface was fragile and irregular both
in the ruptured right ovary and in the not ruptured left
ovary. During pregnancy, if ascending ovary size
compatible with luteoma are detected, in asymptomatic
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cases, the correct approach will be postpartum
ultrasonographic follow-up to avoid unnecessary surgical
intervention and to wait for spontaneous regression of
ovary sizes.” In cases with an acute abdomen as in our
case or incidentally detected during a cesarean section,
biopsy and correcting the ovary rupture or torsion table
leading to the present acute abdomen, will be an adequate
approach. It should be considered that one-third of the
cases are bilateral and biopsy should be done from the
opposite ovary as we did in our case.

As a result, pregnancy luteoma is a very rare postpartum
spontaneous regressive condition that occurs as a
physiologic response of ovaries for HCG during
pregnancy. Pregnancy luteoma should be considered if
there is a certain diagnosis as increased ovary size during
pregnancy.
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