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ABSTRACT

A 4 years old girl was brought to the Department of Obstetrics and Gynaecology (of Bangabandhu Sheikh
Mujib Medical University) for cyclical pervaginal bleeding and breast development. Her medical and family
history was unremarkable. Evaluating her clinical presentations and investigations she was diagnosed as a
case of precocious puberty. This case report emphasized how this condition should be evaluated and how

these cases are to be managed.
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INTRODUCTION

Puberty results when pulsatile secretion of
gonadotrophin releasing hormone is initiated and
the hypothalamic pituitary gonadal axis is
activated. Cross sectional data obtained in the
1960s led to designation of the normal age range
of pubertal onset at the age between 8 and 13
years in girls.! Pubertal development classified as
precocious when it occurs before the age of 7
years in all other girls. Other definition of
precocious puberty is reserved for girls who
exhibit any secondary sex characteristics before
the age of 8 or menstruate before the age of 10.2
The onset of puberty is marked by breast
development in girls. Tanner stage 2 breast
development means appearance of the breast bud
marks at the onset of pubertal development.3

The most common mechanism of progressive
precocious puberty is the early activation of
pulsatile gonadotrophin releasing hormone
secretion which results in maturation of
hypothalamo-pituitary ovarian axis that activates
maturation of hormone responsive tissue such as
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breasts, bones, pubic hair and endometrium.
These girls have normal ovulation, menses and
reproductive capacity.? Peripheral or
gonadotrophin independent puberty is recognized
including gonadal and adrenal tumor. For
evaluation of patient with precocious puberty
several questions should be addressed: Is
pubertal development really occurring outside the
normal temporal range? What is the underlying
mechanism? Is pubertal development likely to
progress and if no, would this impair the child's
normal physical and psychosocial development?

Case Report

A 4 year-old girl was admitted in the Obstetrics &
Gynaecology Department of Bangabandhu Sheikh
Mujib Medical University with the complaints of
enlargements of both breasts for one year and
cyclical per vaginal bleeding for 3 months.
According to the statement of patient's mother
her child was alright one year back. Her
milestones of development were normal. But she
noticed that her breast was enlarging gradually.

1. Salma Akter Munmun, Medical officer, Department of Obstetrics & Gynecology, BSMMU

AN W N

. Shiuly Chowdhury, Assistant professor, Department of Obstetrics & Gynecology, BSMMU
. Begum Nasrin, Associate professor, Department of Obstetrics & Gynecology, BSMMU

. Rowson Ara, Medical officer, Department of Obstetrics & Gynecology, BSMMU

. Nahida Parvin, Medical officer, Department of Obstetrics & Gynecology, BSMMU

Address of Correspondance: Dr. Salma Akter Munmun, Medical officer, Department of Obstetrics & Gynecology, BSMMU.

Cell: 01755527698, E-mail: salma.a.munmun@gmail.com

8 )




Ibrahim Card Med J 2014; 4(1)

© Ibrahim Cardiac Hospital & Research Institute

Figure 1

FIGURE 1 & 2: Shows 4 yrs old girl with sign of breast development

She also noticed that the girl was suffering from
cyclical per vaginal bleeding which persists 4 to 5
days per month. She had no history of birth
injury, head injury, encephalitis, headache or
seizures. General physical examination of the
patient was within normal limit. Her height was
85 cm, weight 16 kg and skin pigmentation was
absent. But examination of breast revealed that
her both of the breasts were enlarged and firm in
consistency. Nipple and areola developed, but no
discharge was present. Axillary and pubic hair
was sparse.

On per abdominal examination, there was a
palpable lump around (5cm X 3cm) on right side
of the lower abdomen. Hormonal assessment was
done and serum estradiol and LH (Luteinizing
Hormone) levels were elevated and they were
within pubertal range. Pelvic ultrasound scan
showed uterus was enlarged for her age i.e. AP-
2.1 cm, length-5.4 cm. Endometrium was
thickened. In right ovary - There was a cyst (5.3
x 2.8 cm) and another small cyst situated by the

Figure 2

main cyst. Left ovary contains multiple cysts. The
following investigations were done to confirm the
diagnosis. X-ray of hand and wrist was done for
bone age and it corresponded with chronological
age. X-ray of sella turcica was done to exclude
intracranial lesion. Serum TSH (Thyroid
Stimulating Hormone) level was also done and
which was more than 100 mIU/L.

Analyzing all the investigations and clinical
presentations we came to a conclusion that this
girl had suffered from precocious puberty with
hypothyroidism and ovarian cyst. After counseling
with the patient's guardian Laparotomy followed
by ovarian cystectomy was done. Ovarian cyst
was sent for histopathological report which
revealed that the large cyst was derived from
degenerated follicular cyst. Her postoperative
recovery was uneventful. She was discharged on
8th postoperative day after operation. She was
advised to come for follow up one and a half month
after operation. Her complaints and findings
started to resolve after ovarian cystectomy and
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medication for hypothyroidism (tablet Thyrox 50
pgm in morning half an hour before meal). She
came for follow up one and half months after
laparotomy - her breasts became less prominent
in size and her menstruation stopped. Six months
after operation in her second follow up visit -
breast size became normal for her age and her
complaints of menstruation stopped. Her serum
estradiol, FSH (Follicle Stimulating Hormone) and
LH level corresponded with her age. Her TSH level
was also within normal limit.

Discussion

In the case described, we have found advance
breast development, pubic and axiliary hair
development. Her height was within normal limit.
She had cyclical per vaginal bleeding. Evidence of
possible causes of precocious puberty was sought
by means of thorough history taking and careful
examination followed by investigations. In her
personal history and family history nothing
contributory was noted. Serum estradiol and LH
level were elevated. In girls, serum estradiol level
is highly variable but low sensitivity for diagnosis
of precocious puberty.>

Random measurement of LH has been proposed.
In one study randomly measured value of 0.3 IU
per liter and above were reported to be 100%
specific.® A reference atlas such as the one Gy
Greulich evaluated the effect of sex steroid on
epiphyseal maturation and found bone age to be
greater than chronological age.” But in the
present case bone age corresponded with
chronological age. A study showed that to
perform GnRH (Gonadotrophin releasing
hormone) agonist stimulation test to further
evaluate the activation of gonadotrophin axis and
the potential for progression of puberty.8 There
are no facilities in our institution for GnRH agonist
stimulation to see the progression of puberty.
Several reports showed that magnetic resonance
imaging (MRI) scan did not show a central
nervous system (CNS) lesion in approximately
92% of girls. Most common mechanism of
progressive or central precocious puberty is the
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early activation of pulsatile gonadotrophin
releasing hormone which may result from
hypothalamic tumor or lesion but in most cases
remain unexplained.l® Several reports showed
that constitutional type is the commonest but
rare. However, from history of our patient with
various investigations we come to a conclusion
that this is a case of precocious puberty with
hypothyroidism and follicular ovarian cyst.

Conclusion

Although in most of the girls with precocious
puberty the etiology is idiopathic. In some case
hormone secreting tumor of the ovary and
hypothyroidism should be considered in the
differential diagnosis for prepubertal girl.
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