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Abstract

Case Report

IntroductIon

Ovarian fibroma is a benign tumor that belongs to the sex 
cord-stromal ovarian tumors.[1] It is the most common solid 
ovarian tumor and usually misdiagnosed preoperatively as 
uterine leiomyoma.[2-4] The incidence of the ovarian fibroma 
is 1%–4% of all ovarian tumors.[1]

Ascites and pleural effusion can be occasionally seen as an 
association with the ovarian fibroma and known as Meigs’ 
syndrome.[2-4]

The tumor marker CA-125 sometimes increased with the 
ovarian fibroma with subsequent misdiagnosis of the ovarian 
fibroma as endometriosis and/or malignant ovarian tumor.[5] 
Ovarian fibroma is usually diagnosed in women >40 years 
and postmenopausal women.[6] Recurrent multiple fibromas 
including ovarian fibroma reported in young women with 
Gorlin syndrome (nevoid basal cell carcinoma syndrome).[7-9]

To highlights the preoperative misdiagnosis of the ovarian fibromas 
and the conservative ovarian surgery for the ovarian fibromas. The 
importance of the follow-up for future fertility and/or recurrence 
of the fibromas in young women (Gorlin syndrome).

case report

A 36-year-old woman  presented with abdominal pain and 
vomiting. She was provisionally diagnosed as a complicated 
ovarian cyst and received intravenous paracetamol as an 
analgesic. The transvaginal ultrasound and Doppler studies 
showed left solid adnexal mass of 10 cm × 8 cm with 
preserved ovarian blood flow (ovarian torsion excluded).

Magnetic resonance imaging (MRI) showed a well-defined 
solid hypointense mass in the left side of the pelvis, measuring 
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8 cm × 10 cm in contact with the anterior uterine wall most 
probably subserous anterior wall uterine leiomyoma or less 
likely left ovarian in origin.

The studied woman signed written consent and agreed for 
exploratory laparotomy and myomectomy for the subserous 
fibroid (more likely) or excision of the ovarian mass with 
preservation of ovarian tissue as much as possible if the mass 
originated from one of the ovaries (less likely).

The preoperative investigations done according to the hospital 
protocol were normal; the complete blood picture (hemoglobin: 
12.5 gm/dl, total leukocyte count: 7.500/mm3, and platelet 
count 226,000/mm3), liver (aspartate aminotransferase: 
22 IU/l and alanine aminotransferase: 35 IU/l), and kidney 
function tests (serum creatinine: 0.9 mg/dl and blood urea 
nitrogen: 18 mg/dl) and prothrombin time (12 s with 1.0 
Internationalized Normalized Ratio).

Exploratory laparotomy was done, and at laparotomy, the 
solid ovarian mass was originating from the left ovary, 
measuring 10 cm × 8 cm. The right ovary and the uterus were 
completely normal [Figure 1].

The left ovarian mass was excised [Figure 2], and more 
than half of the left ovary was preserved for future 
fertility. The ovarian reserve and the tumor markers were 
checked in the blood sample taken preoperatively for 
cross-matching (anti-Mullerian hormone was 2.3 ng/ml, 
inhibin B was 55 pg/ml, and CA-125 was 28 IU/ml). The 
microscopic examination of the mass showed bundles of 
spindle cells without mitotic activity, which confirm the 
diagnosis of the ovarian fibroma. The patient was discharged 
on the 3rd postoperative day for follow-up every 3 months 
for the recurrence of the fibroma and for the ovarian reserve 
markers.

Written consent and local ethical committee approval were 
obtained to present the studied case as a case report.

dIscussIon

Ovarian fibroma is usually misdiagnosed preoperatively as 
uterine leiomyoma or malignant ovarian tumors.[2-4] Leung 
et al. found that 34% of ovarian fibromas were misdiagnosed 
preoperatively as uterine leiomyoma.[4]

Son et al. reported five cases of laparoscopic ovarian cystectomy 
in a retrospective review of 47 women with ovarian fibromas.[6]

Târcoveanu et al. reported a series of 15 ovarian fibromas 
managed by ovariectomies (five cases), adnexal resection 
(three cases), and total hysterectomies with bilateral 
salpingo-oophorectomy (five cases).[10]

The diagnosis of ovarian fibroma in Târcoveanu et al. study 
was suggested by the high-resolution ultrasound and color 
Doppler in ten cases, whereas computerized tomography (CT) 
and MRI were suggestive for the diagnosis of ovarian fibroma 
in three cases only.[10]

The studied case was provisionally diagnosed as a complicated 
ovarian cyst and revaluated by MRI when the transvaginal 
ultrasound showed the solid nature of left adnexal mass. MRI 
showed a well-defined solid hypointense mass in the left side 
of the pelvis, most probably subserous anterior wall uterine 
leiomyoma or less likely left ovarian in origin.

At exploratory laparotomy, the solid ovarian mass was 
originating from the left ovary, measuring 10 cm × 8 cm.

The left ovarian mass was excised, and more than half of the 
left ovary was preserved for future fertility. The postoperative 
histologic examination of the excised mass confirmed the 
diagnosis of the ovarian fibroma.

Ovarian preservation mostly reported in young women with 
multiple and recurrent fibromas (Gorlin syndrome).[7-9]

Najmi et al. reported laparoscopic resection of 15-cm unilateral 
ovarian fibroma with ovarian preservation in a 24-year-old 

Figure 2: The excised solid ovarian mass measuring 10 cm × 8 cmFigure 1: Left ovarian solid mass with normal right ovary and uterus
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woman,[1] and they concluded that it is accepted to remove 
the ovarian fibroma either laparoscopically or laparotomy, 
especially when the preoperative diagnosis is not clear.[1]

In addition, they concluded that the laparoscopic removal of 
the ovarian fibroma might be challenging, especially in large 
tumors.[1]

Najmi et al. concluded that salpingo-oophorectomy should 
be considered in perimenopausal or postmenopausal women, 
whereas cystectomy should be considered in young women 
with ovarian fibromas.[1]

The studied case was managed by excision of the left ovarian 
mass with conservation of more than half of the ovary for 
future fertility. The ovarian reserve markers were normal in 
the blood sample taken preoperatively for cross-matching. 
The patient discharged home for follow-up for the recurrence 
of the fibroma and for the ovarian reserve markers.

This report highlights the preoperative misdiagnosis and the 
conservative ovarian surgery which should be considered in 
young women with ovarian fibromas. In addition, this report 
highlights the importance of the postoperative follow-up 
for future fertility and/or recurrence of the fibromas, which 
reported in young women (Gorlin syndrome).

conclusIon

Ovarian fibromas are often misdiagnosed preoperatively 
as uterine leiomyoma and sometimes mistaken as 
malignant ovarian tumor. Surgical excision of the ovarian 
fibroma is the traditional treatment option in the form of 
salpingo-oophorectomy in perimenopausal or postmenopausal 
women and cystectomy in young women through laparotomy 
or minimally invasive laparoscopic surgery.
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