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Pregnancy Luteoma - A Rare Case Report
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P R E SE N T A T I O N O F C A S E
A 22 year old primigravida with full term pregnancy with morbid obesity and short
stature presented to us with complaints of labour pains six hours prior to admission.
Her dating, anomaly and term growth scan showed a single live intrauterine foetus
with foetal heart rate, amniotic fluid and growth parameters corresponding to the
gestational age with no significant anomalies and normal adnexa.
Following a thorough examination and pelvic assessment, diagnosis of
cephalopelvic disproportion was made and the patient was posted for emergency
caesarean section. A healthy male baby of weight 3.5 Kg extracted and the placenta
and membrane were expelled in toto. Uterus was closed in double layer. On
examination of adnexal structures, a right sided ovarian mass of around 10 x 8 x 6
cms of size, solid in consistency and proliferative in appearance was found.
Suspecting it to be a malignancy and due to the unavailability of frozen section facility,
a right sided oophorectomy was performed, and the specimen was sent for
histopathological reporting which revealed a diagnosis of pregnancy luteoma of
ovary.

C L I N I C A L D I A G N O SI S
Luteoma of pregnancy.
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Granulosa cell tumour.
The comas.
Stromal hyperthecosis.
Unclassified sex cord stromal tumours.
Stromal luteoma.
Hyper reaction luteinalis.
Leydig cell tumour.

J Evolution Med Dent Sci / eISSN - 2278-4802, pISSN - 2278-4748 / Vol. 9 / Issue 41 / Oct. 12, 2020

Page 3067

Jemds.com

Case Report
D I SC U S SI O N

Luteoma of pregnancy is a non-neoplastic lesion of the ovary
occurring in pregnancy, is incidentally diagnosed during
caesarean section or during puerperal tubal ligation.1 It was
first described by Sternberg and Barelay in 1966 and till now
less than 200 cases have been reported in literature.2 Most of
the cases revert back to pre-pregnant state following delivery.3
An accurate diagnosis of pregnancy luteoma is necessary to
avoid unnecessary surgical oophorectomy and association of
co-morbid risk to both mother and the foetus.4 The most
obvious symptoms of luteoma is masculisation of mother and
possible masculisation of the foetus.5,6 This occurs due to
release of testosterone by luteoma.
Testosterone released from the luteoma of pregnancy
leads to male characteristics such as growth of dark hair, acne
and deepening of voice,7 even though it is present in small
amounts in females. Even though it’s not a life-threatening
condition, the association of male characteristics can cause
visible changes in mother and has drastic effects on the
formation of foetus. The pregnancy luteomas can lead to
ambiguous sex in the foetus born.
Luteoma of pregnancy being a rare and benign neoplasia
of ovary but may present as a malignant tumour rarely. It was
first described by Sternberg and Barelay in 1966 and till now
less than 200 cases have been reported in the literature.2 And
most of the cases revert back to pre-pregnant status following
delivery.2 The most obvious symptom of luteoma is
masculisation of the mother and possible masculisation of the
foetus. This mainly occurs due to the release of testosterone.
The testosterone released from luteoma leads to male
characteristics such as growth of dark hair, acne and
deepening of voice and clitoral enlargement, even though it is
present in small amounts in females.
Though, it’s not a life-threatening condition, the
association of male characteristics can cause visible changes in
mother and has drastic effects on the formation of foetus. The
pregnancy luteomas can lead to ambiguous sex in the foetus
born. During pregnancy, the circulating testosterone levels
increase by about seven times in comparison with women
without pregnancy. This leads to virilisation. The highest
testosterone level was 12400 ng / dL.8 whereas the normal
testosterone level in 3rd trimester of pregnancy is 200 - 700 ng
/ dL. Along with this dihydrotestosterone and urinary 17
ketosteroids may also be elevated in these patients.
Masculisation of female infants born to the women with
luteoma of pregnancy is seen in 60 to 70 %. The maternal
Androgen levels are usually higher when compared to the
infants who have lower or normal levels. It does not affect the
Male infants. Unaffected female infants are assumed to be
protected by the P - 450 aromatase cytochrome of placenta
which helps in conversion to oestrogens from androgens.
When the ability of the placenta to convert the excessively
produced testosterone by the tumour to oestrogen is
hampered, the risk of masculisation of the female infant is
increased.9
At 7 to 12 weeks of gestational age, the embryo of female
urogenital tract has more receptors for androgens, which
leads to genital tract ambiguity, fusion of labioscrotal region
and also clitoromegaly. masculisation and transient

clitoromegaly without ambiguity is observed after 14 weeks of
gestational age.10
Diagnosis and follow up of this condition should be made
with non-invasive methods like ultrasound scan where the
luteoma appears as solitary, solid and multinodular mass,
could be unilateral or bilateral with or without haemorrhage.
Because of gravid uterus, the image quality might be poor.
Hence, magnetic resonance could pose as a better imaging
modality.
The management of luteoma of pregnancy differs as they
have varied presentation clinically, different characters of the
mass, the period of gestation at presentation and the choice of
the patient. There is no role of medical management.
Generally, the adnexal masses are addressed surgically around
14 to 18 weeks of gestation, the main indications being
prevention of ovarian torsion and malignancies.11

Figure 1. Luteoma on the Right Side of Ovary

Figure 2. Microscopic Picture of Luteoma

CONCLUSIONS
The luteoma of pregnancy is a rare condition which presents
due to altered hormonal environment and presents as either
solid or complex cystic neoplasm. It may also present with
atypical parameters. Biopsy of this lesion intra-operatively
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with frozen section may help in preservation of ovary. In
pregnancies with adnexal mass, pregnancy luteoma should be
considered. Conservative management should be considered,
when the clinician is skeptic of pregnancy luteoma as they
regress spontaneously.
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