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A Rare Case of Functional Ectopic Hyperthyroidism:
Struma Ovarii
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ABSTRACT
Struma ovarii (SO) is a rare special type of monodermal
teratoma of ovary that predominantly consists of thyroid
tissue (> 50%). In only 5 to 20% of cases hyperthyroidism is
seen due to functional SO. We are reporting here a case of
unilateral benign cystic SO in a 50-year-old postmenopausal
lady presented with pain and heaviness in lower abdomen
without any signs and symptoms of hyperthyroidism. Pelvic
ultrasonogram showed right side tubo-ovarian mass and was
planned for laparotomy. In preoperative investigation subclinical hyperthyroidism was diagnosed. Abdominal exploration
showed cystic mass lesion in right ovary. She underwent total
abdominal hysterectomy with bilateral salpingo-oophorectomy.
Histopathological examination diagnosed the mass as benign
cystic SO. Patient became euthyroid after surgical removal
of tumor.
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INTRODUCTION
Struma ovarii (SO) is a variant of dermoid tumors of
ovary that consists mainly of thyroid tissue.1 It accounts
for about 2% of all ovarian germ cell tumors and are
predominantly found in women of 40 to 60 years of age.2
In approximately 95% of cases, SO is benign, occupying > 50% of the ovarian mass.3-5 Thyroid tissue in the
teratoma can exhibit all histological and pathological
patterns of normal thyroid epithelium. Immunohisto-
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chemical staining for thyroglobulin may be required
to identify the cells’ origin. Most of these tumors are
asymptomatic, and diagnosed after surgery of a pelvic
mass.6,7 Because of the rarity of the tumor, only a few
reports with detailed data on thyroid function of the
patient have been published.

CASE REPORT
A 50-year-old postmenopausal lady presented with
history of lower abdominal pain and heaviness for
3 months. Pelvic ultrasonogram revealed 6.9 × 5.7 × 5.6 cm
complex thick wall right ovarian cyst or tubo-ovarian
mass. Patient was investigated for routine systemic blood
investigation and CA-125 tumor marker that was within
limit. She was planned for total abdominal hysterectomy
with bilateral salpingo-oophorectomy. In preoperative
investigations she was found as a case of subclinical
hyperthyroidism. The Tc-99m-pertechnetate thyroid scan
was suggestive of normal functioning thyroid scan. She
had no thyromegaly. Laboratory work-up showed the following results. Her thyroid profile serum T3 = 2.1 nmol/L,
T4 = 111 nmol/L, and thyroid stimulating hormone (TSH)
was 0.03 IU/mL. These results showed normal thyroxin
levels and decreased TSH levels. The values are indicative
of subclinical hyperthyroidism. The rest of blood investigations and chest X-ray were normal. The abdominal
hysterectomy with bilateral salpingo-oophorectomy
was done under regional anesthesia. Intraoperative and
immediate postoperative period was uneventful. Gross
examination of the specimen showed uterus, cervix and
tubes, and left ovary were normal. The cystic right ovary
measured 5 × 6 × 3 cm, while cut section showed multiloculated cyst filled with serous fluid. Cyst was thin wall
without any solid areas or growth.
On microscopic examination of the cyst wall shows
that it was composed of fibrous tissue lined by flattened
epithelium. Foci of thyroid follicles were seen in cyst
wall. No other component of mature teratoma was seen.
No atypical cells were seen. Hence, it was diagnosed as
benign cystic SO right ovary. Thus, our case was a functional SO with subclinical hyperthyroidism. Functional
SO is very rare, accounting for only 5 to 8% of cases.
Postoperative period was uneventful. All the signs and
symptoms disappeared rapidly after surgical removal of
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tumor. She became euthyroid after a month of treatment
with antithyroid drugs. Six months of follow-up showed
no recurrence.

DISCUSSION
Struma ovarii represents 0.3 to 1% of all ovarian neoplasms.8 Kempers et al1 described three clinical situations
for SO: Asymptomatic, ascitic, and thyrotoxic. Approximately 5 to 20% of struma produce significant amounts
of thyroid hormones and cause thyrotoxicosis.9,10 The
diagnosis should be considered in any patient with thyrotoxicosis, low radioiodine uptake over the thyroid, and
a pelvic mass. Thyroiditis is the most common cause of
nonvisualization of the cervical thyroid gland during
radioiodine or pertechnetate scintigraphy but associated
with hypothyroidism. So when cervical uptake is negative
and there is presence of hyperthyroidism, radionuclide
imaging of the pelvis should be performed.10
Struma ovarii should be included in the differential
diagnosis of ovarian tumors when magnetic resonance
imaging (MRI) shows a multicystic tumor with a solid
component, a multilobulated surface with presence of
viscid gelatinous material.11 Confirmatory diagnosis
is made by correlation of pathological, clinical, and
radiological examination. Malignant SO is very rare
and seen only in larger tumors with features of atypia,
capsular invasion, metastasis, and recurrence.12 Thyroid
carcinoma metastatic to ovary should be ruled out before
diagnosing a malignant SO. Surgical resection of the
tumor is the treatment of choice for benign SO. Total
abdominal hysterectomy with salpingo-oophorectomy
and adjuvant radio iodine therapy is successful in treating malignant struma with metastatic involvement.
Antithyroid drugs can be used preoperatively to ameliorate thyrotoxic symptoms and signs. β-adrenergic
blocking agents combined with iodine, ipodate, or
iopanoic acid to block the T4 to T3 conversion may be
used in addition to thioamides to permit early surgery.10

Functional SO is difficult to diagnose and it is one of
the differential diagnosis for hyperthyroidism in postmenopausal female. Diagnosis of SO is made easy with
clinical suspicion and by following the investigations
like thyroid profile, pelvic ultrasonogram, and radioiodine scan.
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