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Gestational Trophoblastic Disease and Related Thyroid Function

Abnormalities —— Report of Three Cases
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Hyperthyroidism can occur concurrently with gestational trophoblastic disease (GTD )
including hydatidiform mole and choriocarcinoma. Both are associated with high
serum human chorionic gonadotropin ( hCG) concentrations and abnormal hCG



isoforms. In addition, thyroid function tests in these patients are influenced by the
severity of disease and the hormonal change during pregnancy. We discuss three cases
of GTD-related thyroid function abnormalities with respect to their clinical
manifestations, differential diagnoses and management. Case 1 is a typical
trophoblastic hyperthyroidism. Case 2 has molar pregnancy with hyperthyroidism and
goiter. Probably because of the severe illness caused by the tumor, the thyroid
function tests in case 3 mimic the picture of non-thyroidal illness. They all presented
with nausea, vomiting, low abdominal pain and vaginal bleeding. The symptoms of
thyroid hormone excess are mild and insignificant. GTD-related thyroid function
abnormalities should be differentiated from other causes of gestational
hyperthyroidism for different therapeutic consideration. Surgical removal of the tumor
will result in prompt normalization of thyroid function. Preoperative thyroid gland
evaluation and anti-thyroid medications are recommended to alleviate the thyrotoxic
symptoms and avoid thyroid crisis. (J Intern Med Taiwan 2001;12: 184-188 )



