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A Case of Bilateral Struma Ovarii Combined with Subclinical Hyperthyroidism

Sang Mi Kim, Bo Kwang Choj, Ji Hyun Kang, Mi Ra Kim, Yun Kyung Jeon, Sang Soo Kim, Bo Hyun Kim, In Ju Kim

Department of Internal Medicine, Pusan National University Hospital, Pusan National University School of Medicine, Busan, Korea

Struma ovarii is a rare monodermal variant of ovarian teratoma accounting for only 2% of all mature teratomas. To be classified as
a struma ovarii, teratoma must be composed predominantly of mature thyroid tissue (> 50%). This tumor is generally benign, al-
though malignant transformation has been reported. Struma ovarii occur mostly as unilateral cases, so bilateral cases are quite
rare (less than 6% of cases). Struma ovarii occur largely without symptoms or are accompanied by non-specific symptoms, such as
abdominal pain, a palpable abdominal mass, and abdominal distension. The preoperative diagnosis is generally difficult. The in-
cidence of hyperthyroidism has been reported to be 5-10% of patients with struma ovarii. Thus, cases of functional bilateral struma
ovarii are very rare. We report a case of bilateral struma ovarii with subclinical thyrotoxicosis and a diffuse goiter, mimicking a ma-
lignant ovarian tumor, and include a brief review of related literature. (Endocrinol Metab 27:72-76, 2012)
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Bilateral Struma Ovarii combined with Subclinical hyperthyroidism
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LA A T2 FH AL A] WFE 7740/mm’ (FA3T 595%),
A2 12,8 g/dL (B4} ¥9], 125-15.0 g/dL), AT 260,000 mm’

(B4 91, 140,000-400,000 mm*)0| Atk B AY2teH ALl A AST
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19 TU/L (A4} ¥19), 10-40 TU/L), ALT 14 TU/L (BJAF 9], 6-40 TU/L),
bz QAR S A A (alkaline phosphatase, ALP) 206 TU/L (A
] 95280 TU/L), G-AME=A & Ax(lactate dehydrogenase, LDH)
361 TU/L (A} 19, 218-472 TU/L), & W34 050 mg/dL A+
#0] 03-1.3 mg/dl), 2% W34 0.12 me/dL (FAF 2], 0.05-
0.40 mg/dL), & Tl 74 g/dL (B4} HE], 6.0-8.0 g/dL), LTl 4.2
g/dL g4 9], 33-5.2 g/dL), B8 424 15.2 mg/dL (AT 9],
6-26 mg/dL), FHoFEl 0.7 mg/dL (A} W2, 0.4-1.2 mg/dL), &
ZY2HE 163 mg/dL CZAF H$], 180-210 mg/dL), R4t 4.4 mg/dL
%], 25-80 mg/dD), F- 24 97 mg/dL (YA} #1191, 85-103 mg/
dp), ¢l 43 mg/dL (ZA} ®9], 2.0-4.6 mg/dL), 8 YEF 139.8

Fig. 1. T1WI magnetic resonance imaging with gadolinium enhancement shows bilateral ovarian masses. A. Right ovarian mass measuring 11 x 9 cm in its largest
diameter with multiple septated cystic and solid portion is noted. B. Left ovarian mass measuring 7 x 4.5 cm in its largest diameter with suspicious enhancing solid

portion is also noted.

Fig. 2. Thyroid utrasonography shows relatively well defined hypoechoic nodule in right thyroid gland (A) and isoechoic nodules in left thyroid gland (B) with moder-

ate diffuse goiter.
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mmol/L (ZA} W9 138-148 mmol/L), Z-& 399 mmol/L (JA} H
2], 35-5.3 mmol/L), Z2&}o| = 101.8 mmol/L A+ ¥$], 100-110
mmol/DE A 4019k EUFEAAAA A Safors Acar
cinoembryonic antigen, CEA) 0.819 ng/mL, carbohydrate antigen CA
19-9 235 U/mL, &atefjolctW(alpha fetoprotein, AFP) 2.35 IU/mL,
CA 125 34.09 U/mL, p-ARE-giA =3 2= (human chori-
onic gonadotropin, HCG) 0.242 mIU/mL& 25 AAlo|qlch 44
7 P71 s ARl A T3 133 ng/dL (87 R$1, 80-170 ng/dL),
2] T4 146 ng/dL (A 9], 0.80-2.10 ng/dL), AR TS 20
(thyroid stimulating hormone, TSH) non detectable (JAF ¥ ¢, 0.3-
5.0 mIU/D) & 754 P71 3785 2ol ARE VA A7t
A= FAAZEEHA A (antithyroglobulin antibody) 8.79 U/
mL (ZAF WH9], 0-60 U/mL), A TALSEE 48| (antithyroid
peroxidase antibody) 494 U/mL (JAF ©¢], 0-60 U/mL), 7AHAIZ;
=5 2R A A (TSH receptor antibody) non detectable (J4F
HEY, 0-15 ITU/DE B Aol qlck

MARMBIR! 2AL 478 5 WAMIZARE B4 Addoleln

Fig. 3. ®"Tc 04 thyroid scan shows diffuse enlarged thyroid with inhomogenous
uptake. Uptake, 3.5%.

Fig. 4. A. Right ovary shows multiple cysts and smooth surface in gross finding. B. Cut surface of right ovary shows compartment of ambor-colored thyroid tissue
separated by thick fibrous septae in gross finding. C, D. Thyroid tissues with colloid filled follicles varying in size, lined by flat to cuboidal cells with representing
struma ovarii are noted in microscopic findings (C, H&E stain, x 40; D, H&E stain, x 400).
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