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Abstract

We report here probably a huge ovarian cyst of size 7.9x16.4x23 cms which regressed on thyroxine
therapy with severe autoimmuneprimary hypothyroidism in a young woman. It is necessary to consider
hypothyroidism and other endocrine disorders in the differential diagnosis of adult patients with ovarian
multiple cyst formation in order to prevent inadvertent ovarian surgery.
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Introduction

Ovarian cysts are a common cause for gynaeco-
logical surgery. However, some ovarian cysts arise
due to endocrine disorders and hence studies have
shown that they do not require any surgical inter-
vention. Primary hypothyroidism is a common
endocrine abnormality resulting from thyroid hor-
mone deficiency that in turn may lead to multi-
ple-system impairment. Occasionally, concomitant
ovarian cyst formation is reported as Van Wyk and
Grumbach syndrome (VWGS) in juvenile primary
hypothyroidism '.

Case Report

A 17 year old female presented with history of
vomiting with pain abdomen. Her age of menarche
was 15 years and had irregular menstrual period
since then. She gave history of poor scholastic per-
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formance. On examination her height was 137 cm
(< 3rd percentile), weight 42 kg, BMI 32.4 kg/m?2.
She had puffiness of face, looked pale and lethar-
gic. Sexual maturity score was B4P2 and absence
of axillary hair. There was no goitre. Abdomen was
distended with large supra pubic palpable mass up
to umbilicus.

The laboratory investigation showed microcytic
hypochromic anaemia with normal liver and renal
function test. Her thyroid profile showed markedly
low T3 (41 ng/dl) (70-210 ng/dL), low T4 3.5 mcg/
dl (4.2-12mcg/dL) and free T4 0.42 ng/dl (0.8-1.8
ng/dL) and with very high TSH>100 IU/ml (0.55-
4.2 IU/ml). Her TPO antibody was positive and was
suggestive of severe autoimmune primary hypothy-
roidism. LH (0.1 IU/ml) was low with normal FSH.
Prolactin was high (100.4 ng/ml).

MRI pelvis was performed to characterise the
mass which revealed large cystic lesion of size
7.9x16.4x23 cms with numerous septae arising
from right ovary extending to abdominal cavity as
shown in Figure 1
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Discussion

Figure 1: MRI pelvis showing the large ovarian
cyst

. Uterus size was normal with thickened endome-
trium of 16.8 mm. The serum level of CA 125 was
normal. Thyroid ultrasound mildly enlarged thyroid
lobes with coarse echo texture. X ray hand revealed
bone age of 13 years. In view of severe primary
hypothyroidism conservative management was
planned instead of undergoing for surgical resec-
tion and she was initiated on thyroxine replacement
therapy. The patient responded well to conservative
management, and a significant regression in the
size of the cystic lesion was observed at the end
of the 6-month follow-up, and complete resolution
was observed after 12 months without any need for
surgical intervention as shown in Ultrasound abdo-
men in Figure 2.

Figure 2: Ultrasound abdomen showing com-
plete resolution of ovarian cyst

Ovarian function, i.e. production of steroid hor-
mones and ova, is subject to regulation by endocrine
factors derived from the brain. This brain—gonadal
axis is the core unit for the maintenance of endo-
crine balance and fertility. Hypothyroidism may
cause reproductive disorders as well. Occasionally,
concomitant ovarian cyst formation is reported as
the Van Wyk and Grumbach syndrome ' in juvenile
primary hypothyroidism. It is less commonly seen
in adults. Failure to recognize hypothyroidism as
aetiology of ovarian cysts could lead to inadvertent
oophorectomy.

Hypothyroidism is another endocrine disorder asso-
ciated with ovarian hyperstimulation, yet it is often
ignored during its evaluation. Spontaneous OHSS
cases have been reported in pregnant women with
hypothyroidism 2. Van Wyk & Grumbach were first
to describe the combination of multicystic ovaries,
juvenile hypothyroidism and precocious puberty in
1960, sporadic cases of this syndrome have been
reported in prepubertal and adolescent girls >

The association of multicystic ovarian disease with
hypothyroidism has been described in the litera-
ture +°, Various mechanisms have been postulat-
ed, which include altered oestrogen metabolism,
hypothalamic—pituitary dysfunction and deranged
prolactin metabolism. According to Anastiet al ),
ovarian enlargement in severe hypothyroidism is
probably due to the stimulation of FSHRs by un-
usually high TSH levels proven to have a weak
FSH-like activity. It has been shown that TSH could
interact directly with the FSHRs to elicit gonadal
stimulation, because TSH has a small FSH- and lu-
teinizing hormone (LH)-like effect.

We report here probably a huge ovarian cyst of size
7.9x16.4x23 cms which regressed on thyroxine
therapy. Moreover the thickened endometrium in
our patient was probably due to excessive amounts
of TSH with amplification of FSH action and re-
lease by low LH thus leading to dysfunctional uter-
ine bleeding and anaemia. The FSHR 1is expressed
during the luteal phase in the secretory endometri-
um of the uterus. Marked clinical improvement was
observed in the patient as menstrual cycles became
regular, anaemia got corrected and abdominal pain
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got relieved. The regression of the ovarian cyst was
observed following administration of thyroid hor-
mone.

List of Abbreviations:

VWGS: Van Wyk and Grumbach syndrome
BMI: Body Mass Index

LH: Luteinizing Hormone

FSH: follicle stimulating hormone

TSH: Thyroid stimulating hormone

TPO: Thyroid peroxidase
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