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Background: Ovarian hyperstimulation syndrome (OHSS) is typically an 

iatrogenic complication of assisted reproductive techniques. Spontaneous 

OHSS is rare, particularly in singleton pregnancies and in the absence of 

known risk factors, and may present with atypical systemic manifestations 

such as hepatic involvement.

Case report: We report two cases of spontaneous OHSS in early singleton 

pregnancies with hepatic involvement. The first case was a 21-year-old 

woman presenting with abdominal distension, ascites, and hyperbilirubinemia, 

with imaging revealing markedly enlarged ovaries and no evidence of primary 

hepatic pathology, although biliary tract findings consistent with cholelithiasis 

were identified. The second case involved a 23-year-old woman with 

abdominal pain, bilious vomiting, and elevated liver enzymes, with ultrasound 

findings of bilateral ovarian enlargement and cholelithiasis. In both cases, the 

diagnosis was established based on clinical and imaging findings after 

exclusion of other causes. Management was conservative, including close 

clinical and laboratory follow-up; however, one patient required laparoscopic 

cholecystectomy due to symptomatic biliary disease.

Conclusion: These cases highlight that spontaneous OHSS should be 

considered in pregnant patients presenting with abdominal symptoms, ovarian 

enlargement, and abnormal liver function tests, even in the absence of 

assisted reproduction. The relationship between spontaneous OHSS and 

hepatic abnormalities remains incompletely understood, particularly in the 

presence of concomitant biliary disease. Further studies are needed to better 

characterize the hepatic manifestations, epidemiology, and underlying genetic 

mechanisms of this condition.
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Introduction

Ovarian hyperstimulation syndrome (OHSS) is a condition 

classically described as an iatrogenic complication of assisted 

reproductive techniques, with an estimated incidence of 

moderate to severe disease ranging from 1% to 5% of patients 

undergoing treatment (1). In rare cases, it may occur in 

spontaneous ovulatory cycles, particularly in the context of 

multiple pregnancies, hypothyroidism, or gestational 

trophoblastic disease. Additionally, its occurrence has been 

reported in patients with a family history of OHSS, in 

association with mutations in the follicle-stimulating hormone 

receptor (FSHR) gene (2–4).

The pathophysiology of OHSS involves an exaggerated ovarian 

response to endogenous or exogenous gonadotropins, leading to 

the release of vasoactive mediators by granulosa cells, 

particularly vascular endothelial growth factor (VEGF) (5). 

These mechanisms lead to systemic hemodynamic alterations, 

characterized by arteriolar vasodilation and increased capillary 

permeability, which promote the translocation of /uid from the 

intravascular to the extravascular compartment (6). 

Consequently, patients may develop effective intravascular 

volume depletion accompanied by electrolyte disturbances, such 

as hyponatremia.

With the development of assisted reproductive techniques, the 

understanding, management, and prevention of OHSS have been 

extensively studied, with multiple publications and clinical 

guidelines available. Although the mortality risk associated with 

this condition is relatively low (approximately 1 in 50,000 cases), 

it remains a potentially serious complication (7). In contrast, 

spontaneous OHSS remains uncommon, even among patients 

with known risk factors, and is particularly rare when associated 

with atypical manifestations, such as concomitant hepatic 

involvement. Therefore, the aim of this study is to present two 

cases of spontaneous OHSS with hepatic involvement, 

describing their clinical, laboratory and imaging findings.

The study was conducted in accordance with the principles of 

the Declaration of Helsinki. Written informed consent was 

obtained from both patients. Ethical approval was granted by 

the Human Research Ethics Committee of Hospital 

Universitario Mayor–Méderi (Approval Nos. CEISH-2026031 

and CEISH-2026063). The report was prepared in accordance 

with the CARE guidelines for case reports.

Case presentation

Case 1

A 21-year-old woman, G2P1, with an 8.4-week intrauterine 

pregnancy, was referred for moderate abdominal pain and 

progressive abdominal distension. On admission, she was 

hemodynamically stable, afebrile, and without criteria for 

systemic in/ammatory response. Physical examination revealed a 

distended abdomen, deep tenderness without signs of peritoneal 

irritation, clinical ascites, and mild jaundice.

As part of her obstetric history, the patient reported an episode 

of jaundice of unclear etiology during a previous pregnancy at 11 

weeks and 6 days of gestation in 2019. Imaging studies performed 

at that time, including magnetic resonance imaging of the 

abdomen and pelvis, demonstrated markedly enlarged ovaries 

extending to the subhepatic and subgastric regions (Figure 1). 

A comprehensive workup, including hepatobiliary, infectious, 

and autoimmune studies, yielded negative results. Magnetic 

resonance cholangiography was normal, and subsequent 

evaluation by hepatology did not reveal any additional 

abnormalities. During the clinical course, the patient was 

diagnosed with intrauterine fetal demise at 24 weeks of 

gestation, followed by termination of pregnancy.

In the present pregnancy, the liver profile demonstrated 

persistent direct hyperbilirubinemia (3–4 mg/dL) and elevated 

transaminase levels, without a significant increase in gamma- 

glutamyl transferase (GGT) (Table 1). Initially, the biochemical 

pattern was predominantly cholestatic, subsequently evolving 

into a hepatocellular pattern. Portal Doppler ultrasound 

excluded portal hypertension and thrombosis, while abdominal 

ultrasound revealed cholelithiasis without signs of cholecystitis. 

Diagnostic paracentesis was performed, with ascitic /uid 

analysis negative for malignancy and infection. Autoimmune, 

infectious, and ophthalmologic studies (including evaluation to 

rule out Wilson disease) were unremarkable.

The case was discussed in a multidisciplinary team meeting. 

The gynecology team concluded that the clinical presentation 

was consistent with spontaneous ovarian hyperstimulation 

syndrome, likely related to increased ovarian sensitivity to 

gonadotropins. Conservative management was initiated, with 

close clinical, ultrasonographic, and biochemical monitoring. 

The patient received comprehensive counseling and expressed 

her desire to continue the pregnancy. During the initial course, 

fetal viability was preserved, with maternal clinical stability and 

no progression of hepatic involvement. However, medium- and 

long-term follow-up could not be completed, as the patient 

requested voluntary discharge and did not reside in the city 

where care was provided, which limited continuity of outpatient 

monitoring and the collection of longitudinal outcome data.

Case 2

A 23-year-old woman, G2P1, at 8.5 weeks of gestation, 

presented to the emergency department with a two-week history 

of multiple episodes of bilious vomiting associated with 

pressure-like abdominal pain. Prior to pregnancy, she was 

otherwise healthy, with regular menstrual cycles and no history 

of acne, hirsutism, polycystic ovary syndrome, thyroid disorders, 

or diabetes mellitus. Her obstetric history was notable for a term 

vaginal delivery five years earlier, without complications. She 

denied the use of medications before or during the 

current pregnancy.

On admission, vital signs were within normal limits. Physical 

examination revealed a mobile, non-tender mass in the right iliac 

fossa measuring approximately 9 cm. Transvaginal ultrasound 

demonstrated bilaterally enlarged, multiloculated ovaries, with a 

volume of 727 cc in the right ovary and 579 cc in the left ovary. 

Color Doppler evaluation showed type I vascularization, with no 

solid components or papillary projections identified in either 

ovary. Based on the overall sonographic findings, the lesions 

were classified as O-RADS 4. A viable embryo measuring 9.1 
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weeks of gestation based on crown-rump length was also observed 

(Figure 2). Laboratory evaluation on admission revealed elevated 

transaminases and hyperbilirubinemia predominantly involving 

the direct fraction (see Table 1). Serum β-hCG levels were 

elevated in accordance with gestational age, with negative tumor 

markers and normal thyroid function. Hepatobiliary ultrasound 

demonstrated hepatic steatosis and cholelithiasis, without signs 

of acute cholecystitis.

Based on the clinical history and paraclinical findings, a 

diagnosis of spontaneous ovarian hyperstimulation syndrome 

was considered. Given the patient’s clinical stability, expectant 

management with close laboratory and clinical follow-up was 

adopted. During follow-up, a first-trimester genetic screening 

ultrasound was performed at 12.3 weeks of gestation, showing 

no fetal abnormalities.

At approximately 14 weeks of gestation, the patient was 

readmitted to the emergency department with symptoms 

consistent with biliary colic. Admission laboratory tests again 

revealed hyperbilirubinemia and elevated transaminases, 

showing an upward trend compared with previously 

documented values. Hepatobiliary ultrasound confirmed the 

presence of cholelithiasis. She was subsequently evaluated by the 

general surgery team, which requested magnetic resonance 

cholangiopancreatography, revealing a 15-mm calculus impacted 

in the gallbladder neck.

In the context of a 14.2-week pregnancy, laparoscopic 

cholecystectomy was performed without complications. The patient 

was subsequently discharged and continued clinical follow-up 

under the maternal-fetal medicine team, with a favorable clinical 

course. However, due to logistical limitations in healthcare access, 

follow-up could not be maintained through delivery.

FIGURE 1 

Magnetic resonance imaging of the abdomen and pelvis demonstrating marked bilateral ovarian enlargement with a multiloculated appearance, 

extending toward the subgastric and subhepatic regions. A gravid uterus is also visualized. The imaging findings correspond to a previous 

pregnancy. (A) Liver. (B) Bilaterally enlarged ovaries. (C) Enlarged uterus with gestational changes.

TABLE 1 Laboratory findings during clinical course in two cases of spontaneous ovarian 

hyperstimulation syndrome.

Laboratory 

Reports

Case 1 Case 2 Reference 

range

ASTa 112–272 U/L 81–162 U/L 10–35 U/L

ALTa 207–578 U/L 148–346 U/L 4–36 U/L

β -HCG 84.558 mIU/mL 165.323 mIU/mL 13.300– 

254.000 mIU/ 

mL

TSH 1.21 mIU/L 0.85 mIU/L 0.4–4.5 mIU/L

FT4 1.28 ng/dL 1.38 ng/dL 0.70–1.50 ng/dL

TBa 2.93–6.45 mg/dL 1.21–1.82 mg/dL 0.3–1.0 mg/dL

DBa 2.51–5.25 mg/dL 0.75–1.09 mg/dL 0.1–0.3 mg/dL

IBa 0.42–1.20 mg/dL 0.46–0.73 mg/dL 0.2–0.8 mg/dL

CA 19-9 <0.9 U/mL 12.88 U/mL 0–37 U/mL

AFP 3.3 ng/mL 2.9 ng/mL 1.31–7.89 ng/ 

mL

CA 125 365 U/mL 31.2 U/mL 0–35 U/mL

ALP 113 U/L 100 U/L 40–147 U/L

GGT 23–26 U/L ND 5–48 U/L

AST, aspartate aminotransferase; ALT, alanine aminotransferase; β-hCG, beta- 

human chorionic gonadotropin; TSH, thyroid-stimulating hormone; FT4, free 

thyroxine; TB, total bilirubin; DB, direct bilirubin; IB, indirect bilirubin; CA 

19-9, carbohydrate antigen 19-9; AFP, alpha-fetoprotein; CA 125, cancer 

antigen 125; ALP, alkaline phosphatase; GGT, gamma-glutamyl transferase. ND, no 

data available.
aValues represent the minimum and maximum laboratory levels recorded during clinical 

follow-up.
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Discussion

The presentation of spontaneous OHSS represents an 

extremely rare condition, with a limited number of cases 

described in the medical literature and no clearly established 

prevalence reported in available reviews.

These cases are of particular interest, as they involve patients 

without commonly described risk factors or comorbidities (2, 3), 

suggesting a hypothetical type I presentation according to the 

classification proposed by De Leener et al. (8). This classification 

categorizes spontaneous OHSS into three types based on clinical 

presentation and the involvement of the FSHR: type I, 

associated with FSHR mutations and characterized by 

recurrence; type II, related to elevated hCG levels, as seen in 

multiple pregnancies or gestational trophoblastic disease, and 

representing the most common form; and type III, associated 

with hypothyroidism (4).

Recent advances have improved the understanding of the 

genetic basis of OHSS, particularly in its spontaneous form. 

Hugon-Rodin et al. described a case of a non-pregnant woman 

with recurrent episodes of spontaneous OHSS, in whom, despite 

normal hormonal evaluation and the absence of a pituitary 

adenoma, a novel heterozygous mutation in the FSHR gene 

(c.1901 G > A) was identified, corresponding to the R634H 

variant located in the cytoplasmic tail of the receptor (9). 

Similarly, Uchida et al. reported a missense mutation (M512I) in 

the FSHR gene, which was not associated with hyperactivation 

of classical FSH-mediated signaling pathways, but rather with 

alterations in the PI3K/AKT pathway, suggesting an alternative 

mechanism in the pathophysiology of OHSS (10). These 

findings highlight the genetic heterogeneity of this condition 

and support the hypothesis that different FSHR mutations may 

contribute to variable clinical phenotypes, even in the absence of 

traditional triggering factors.

The diagnostic complexity of these cases underscores the need 

for a multidisciplinary approach involving general surgery, 

gynecologic oncology, and maternal-fetal medicine, particularly 

in scenarios where the absence of clear risk factors creates 

diagnostic uncertainty. This challenge is further compounded by 

the heterogeneous clinical presentation of symptoms, even in 

patients with the classical form of the disease (11). Ovarian 

malignancy is one of the most important differential diagnoses 

and represents a significant diagnostic challenge in this setting. 

In the cases presented, several findings reduced the likelihood of 

an underlying neoplastic process, including the possible 

recurrence of the condition in Case 1, the characteristics of the 

ascitic /uid analysis, and the absence of major sonographic 

features suggestive of malignancy on ultrasound examination. 

Baseline characteristics such as patient age, concomitant clinical 

manifestations including hepatic involvement, and imaging 

FIGURE 2 

Transvaginal ultrasound demonstrating a viable intrauterine pregnancy and bilateral ovarian enlargement with a multiloculated appearance, without 

extension beyond the pelvic cavity. No free intraperitoneal fluid (ascites) is identified. (A) Left ovary. (B) Right ovary. (C) Intrauterine pregnancy with 

documented fetal cardiac activity.

Nuñez Burbano et al.                                                                                                                                                10.3389/frph.2026.1872608

Frontiers in Reproductive Health 04 frontiersin.org

https://doi.org/10.3389/frph.2026.1872608
https://www.frontiersin.org/journals/reproductive-health
https://www.frontiersin.org/


findings are fundamental elements in the diagnostic evaluation 

and decision-making process (12).

Hepatic involvement in patients with OHSS has been 

described, primarily in the context of assisted reproductive 

techniques, with one of the earliest cases reported in 1988 (13). 

This clinical manifestation should be carefully considered within 

the differential diagnosis. In terms of severity, mild OHSS may 

present with abdominal distension, nausea, vomiting, or 

diarrhea, whereas moderate, severe, and critical forms can be 

associated with symptomatic ascites, hydrothorax, oliguria or 

anuria, renal failure, hepatic dysfunction with elevated 

transaminases, thromboembolic events, acute respiratory distress 

syndrome, and sepsis. In this context, hepatic involvement 

should not be regarded solely as an atypical manifestation, but 

rather as part of the clinical spectrum of the disease, and 

therefore should be systematically considered in the diagnostic 

approach and comprehensive evaluation of these patients (14).

The pathophysiology of hepatic dysfunction in OHSS is not 

fully understood. Proposed mechanisms include increased 

vascular permeability resulting in hepatic edema, as well as 

microvascular thrombosis that may compromise hepatic 

perfusion and lead to tissue ischemia (15). The coexistence of 

other hepatobiliary disorders may represent an important 

diagnostic challenge and potential confounding factor during 

the evaluation of liver involvement in these patients. 

Nevertheless, several clinical, laboratory, and imaging features 

can help distinguish OHSS-related hepatic dysfunction from 

alternative hepatic and biliary conditions. The main differential 

diagnostic considerations and their distinguishing characteristics 

are summarized in Table 2.

In the setting of spontaneous OHSS, no direct associations 

have been described between genetic risk patterns and hepatic 

or biliary tract disorders. In the present cases, abdominal pain 

was the predominant clinical manifestation, and the initial 

diagnostic approach was guided by abnormalities in liver 

function tests. The presence of cholelithiasis in both patients is 

noteworthy; however, the initial clinical and imaging findings 

were not consistent with acute cholecystitis, although the second 

patient ultimately required surgical management. These 

observations underscore the importance of considering 

spontaneous OHSS in the differential diagnosis when abdominal 

symptoms coexist with hepatic abnormalities and suggestive 

ultrasound findings.

From the patient perspective, both individuals expressed 

satisfaction with gaining a better understanding of their 

condition during medical care and conveyed interest in further 

research to deepen knowledge of this entity.

Study limitations

Among the main limitations of the present report is the 

inability to perform complete follow-up of either patient 

through delivery. Long-term maternal and fetal outcomes were 

not available due to loss to follow-up, precluding assessment of 

perinatal morbidity, postpartum outcomes, and recurrence risk.

TABLE 2 Clinical, laboratory, and imaging features of common causes of hepatic dysfunction in pregnancy and OHSS.

Feature OHSS Hepatobiliary disorders Intrahepatic cholestasis of pregnancy HELLP syndrome

Clinical features

Jaundice ++ +++ + +

Abdominal pain ++ +++ ± +++

Fever − ++ − −

Hypertension − − − +++

Laboratory findings

AST ++ +++ ++ +++

ALT ++ +++ ++ +++

TB ++ +++ + +

DB + +++ + +

IB + + + ++

GGT + +++ ± +

ALP ± +++ + ±

Imaging findings

Biliary duct dilatation − +++ ± −

Findings suggestive of pancreatitis − +++ − −

Hepatic rupture − − − +

OHSS, ovarian hyperstimulation syndrome; AST, aspartate aminotransferase; ALT, alanine aminotransferase; TB, total bilirubin; DB, direct bilirubin; IB, indirect bilirubin; ALP, alkaline 

phosphatase; GGT, gamma-glutamyl transferase. Frequency scale: +++, common/frequent finding; ++, moderately frequent finding; +, uncommon finding; ±, may be present; −, 

usually absent.
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Additionally, no complementary genetic studies were available 

at our institution to confirm the presence of FSHR gene variants 

(e.g., R634H and M512I), representing a missed opportunity for 

a more precise etiological characterization and potential 

classification as type I OHSS. Nevertheless, these findings open 

avenues for future research focused on the clinical and 

epidemiological characterization of spontaneous OHSS in the 

absence of additional risk factors, as well as the investigation of 

potential genetic predispositions. Furthermore, they highlight 

the need for additional studies exploring hepatic involvement in 

OHSS and its possible association with concomitant 

hepatobiliary disorders.

Conclusion

Spontaneous OHSS is a rare condition that should be 

considered in pregnant patients presenting with abdominal 

symptoms, ovarian enlargement, and abnormal liver function 

tests, even in the absence of assisted reproductive techniques. 

Hepatic involvement should be recognized as part of its clinical 

spectrum, and its coexistence with biliary findings may 

complicate the diagnostic approach. These cases highlight the 

importance of a comprehensive and multidisciplinary evaluation 

in atypical presentations and underscore the need for further 

studies to better characterize the epidemiological behavior of the 

disease and its associated genetic mechanisms.

Data availability statement

The original contributions presented in the study are included 

in the article/Supplementary Material, further inquiries can be 

directed to the corresponding author/s.

Ethics statement

Ethical approval for this study was obtained from the Human 

Research Ethics Committee of Hospital Universitario Mayor– 
Méderi (Approval Nos. CEISH-2026031 and CEISH-2026063). 

The study was conducted in accordance with local regulations 

and institutional requirements. All participants provided written 

informed consent prior to enrollment. Written informed 

consent was also obtained from the individual(s) for the 

publication of any potentially identifiable images or data 

included in this article.

Author contributions

MN: Conceptualization, Investigation, Methodology, 

Validation, Writing – original draft, Writing – review & editing. 

SE: Conceptualization, Investigation, Validation, Visualization, 

Writing – original draft, Writing – review & editing. DP-M: 

Conceptualization, Investigation, Validation, Visualization, 

Writing – original draft, Writing – review & editing. VR: 

Conceptualization, Formal analysis, Investigation, Methodology, 

Resources, Supervision, Validation, Visualization, Writing – 
original draft, Writing – review & editing. RG: 

Conceptualization, Investigation, Supervision, Visualization, 

Writing – original draft, Writing – review & editing. YC: 

Conceptualization, Investigation, Methodology, Supervision, 

Validation, Visualization, Writing – original draft, Writing – 
review & editing. JC: Conceptualization, Investigation, 

Methodology, Supervision, Validation, Visualization, Writing – 
original draft, Writing – review & editing.

Funding

The author(s) declared that financial support was received for 

this work and/or its publication. Funding was received from 

Universidad del Rosario to support the article processing 

charges (APC) for publication. The funder had no role in the 

study design, data collection, analysis, interpretation, or 

manuscript preparation.

Acknowledgments

This work was supported by Hospital Universitario Mayor- 

Méderi.

Conflict of interest

The author(s) declared that this work was conducted in the 

absence of any commercial or financial relationships that could 

be construed as a potential con/ict of interest.

Generative AI statement

The author(s) declared that generative AI was not used in the 

creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this 

article has been generated by Frontiers with the support of 

artificial intelligence and reasonable efforts have been made to 

ensure accuracy, including review by the authors wherever 

possible. If you identify any issues, please contact us.

Publisher’s note

All claims expressed in this article are solely those of the 

authors and do not necessarily represent those of their affiliated 

organizations, or those of the publisher, the editors and the 

reviewers. Any product that may be evaluated in this article, or 

claim that may be made by its manufacturer, is not guaranteed 

or endorsed by the publisher.

Nuñez Burbano et al.                                                                                                                                                10.3389/frph.2026.1872608

Frontiers in Reproductive Health 06 frontiersin.org

https://doi.org/10.3389/frph.2026.1872608
https://www.frontiersin.org/journals/reproductive-health
https://www.frontiersin.org/


References

1. Prevention of moderate and severe ovarian hyperstimulation syndrome: a 
guideline. Fertil Steril. (2024) 121:230–45. doi: 10.1016/j.fertnstert.2023.11.013

2. Guerra M, Marado D, Silva F, Almeida MC. Severe primary hypothyroidism and 
ovarian hyperstimulation syndrome in a spontaneous pregnancy: a case report. 
AME Case Rep. (2024) 8:26. doi: 10.21037/acr-23-13

3. Daolio J, Sperduti S, Casarini L, Falbo A, Materazzo C, Aguzzoli L, et al. 
Spontaneous and iatrogenic ovarian hyperstimulation syndrome in the absence of 
FSHR mutations: a case report of two unexpected cases. BMC Med Genomics. 
(2023) 16:45. doi: 10.1186/s12920-023-01473-3

4. Cabar FR. Ovarian hyperstimulation syndrome in a spontaneous singleton 
pregnancy. Einstein (São Paulo). (2016) 14:231–4. doi: 10.1590/S1679- 
45082016RC3429

5. Geva E, Jaffe RB. Role of vascular endothelial growth factor in ovarian physiology 
and pathology. Fertil Steril. (2000) 74:429–38. doi: 10.1016/S0015-0282(00)00670-1

6. McClure N, Healy DL, Rogers PAW, Sullivan J, Robertson DM, Haning RV, et al. 
Vascular endothelial growth factor as capillary permeability agent in ovarian 
hyperstimulation syndrome. Lancet. (1994) 344:235–6. doi: 10.1016/S0140-6736(94) 
93001-5

7. Diaz Ayllon H, Hernandez OL, Nagi T, Cespedes CM. Severe ovarian 
hyperstimulation syndrome in the setting of in vitro fertilization treatment. Cureus. 
(2023) 15(6):e39939. doi: 10.7759/cureus.39939

8. De Leener A, Montanelli L, Van Durme J, Chae H, Smits G, Vassart G, et al. Presence 
and absence of follicle-stimulating hormone receptor mutations provide some insights 
into spontaneous ovarian hyperstimulation syndrome physiopathology. J Clin 
Endocrinol Metab. (2006) 91:555–62. doi: 10.1210/jc.2005-1580

9. Hugon-Rodin J, Sonigo C, Gompel A, Dodé C, Grynberg M, Binart N, et al. First 
mutation in the FSHR cytoplasmic tail identified in a non-pregnant woman with 
spontaneous ovarian hyperstimulation syndrome. BMC Med Genet. (2017) 18:44. 
doi: 10.1186/s12881-017-0407-6

10. Uchida S, Uchida H, Maruyama T, Kajitani T, Oda H, Miyazaki K, et al. 
Molecular analysis of a mutated FSH receptor detected in a patient with 
spontaneous ovarian hyperstimulation syndrome. PLoS One. (2013) 8:e75478. 
doi: 10.1371/journal.pone.0075478

11. Hamoda H, Drakeley AJ, Brian K, Evbuomwan IO, Mathur R. The management 
of ovarian hyperstimulation syndrome green-top guideline No. 5. BJOG. (2026) 133: 
e50–69. doi: 10.1111/1471-0528.70195

12. Akhavan S, Daraei M, Salahshour F, Mosavat MS. Spontaneous ovarian 
hyperstimulation syndrome mimicking ovarian cancer in a nonpregnant woman: a 
case report and literature review. J Int Med Res. (2025) 53:03000605251332908. 
doi: 10.1177/03000605251332908

13. Younis JS, Zeevi D, Rabinowitz R, Laufer N, Schenker JG. Transient liver function 
tests abnormalities in ovarian hyperstimulation syndrome. Fertil Steril. (1988) 
50:176–8. doi: 10.1016/S0015-0282(16)60029-8

14. Singh N, Dogra Y, Saini M, Govindarajan M. Severe early-onset ovarian 
hyperstimulation syndrome with liver dysfunction in an IVF segmentation cycle. 
BMJ Case Rep. (2020) 13:e233379. doi: 10.1136/bcr-2019-233379

15. Chae-Kim JJ, Roman R, Hawkins K, Gavrilova-Jordan L. Severe late-onset ovarian 
hyperstimulation syndrome presenting with liver dysfunction after in vitro 
fertilization: a case report. Case Rep Womens Health. (2021) 31:e00332. doi: 10. 
1016/j.crwh.2021.e00332

Nuñez Burbano et al.                                                                                                                                                10.3389/frph.2026.1872608

Frontiers in Reproductive Health 07 frontiersin.org

https://doi.org/10.1016/j.fertnstert.2023.11.013
https://doi.org/10.21037/acr-23-13
https://doi.org/10.1186/s12920-023-01473-3
https://doi.org/10.1590/S1679-45082016RC3429
https://doi.org/10.1590/S1679-45082016RC3429
https://doi.org/10.1016/S0015-0282(00)00670-1
https://doi.org/10.1016/S0140-6736(94)93001-5
https://doi.org/10.1016/S0140-6736(94)93001-5
https://doi.org/10.7759/cureus.39939
https://doi.org/10.1210/jc.2005-1580
https://doi.org/10.1186/s12881-017-0407-6
https://doi.org/10.1371/journal.pone.0075478
https://doi.org/10.1111/1471-0528.70195
https://doi.org/10.1177/03000605251332908
https://doi.org/10.1016/S0015-0282(16)60029-8
https://doi.org/10.1136/bcr-2019-233379
https://doi.org/10.1016/j.crwh.2021.e00332
https://doi.org/10.1016/j.crwh.2021.e00332
https://doi.org/10.3389/frph.2026.1872608
https://www.frontiersin.org/journals/reproductive-health
https://www.frontiersin.org/

	Spontaneous ovarian hyperstimulation syndrome in early singleton pregnancy with hepatic involvement: two case reports of atypical presentations
	Introduction
	Case presentation
	Case 1
	Case 2

	Discussion
	Study limitations

	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Acknowledgments
	Conflict of interest
	Generative AI statement
	Publisher's note
	References


