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INTRODUCTION 
 

Ovarian fibroma is described as a non-functioning 

tumour and is adjudged to be the commonest sex-cord-

stromal tumour although rare in the general picture of 

ovarian neoplasms. With incidence at its peak in the 

fourth decade of life,
[2,3]

 it can sometimes be a 

component of two known syndromes – the Meig and 

Gorlin syndromes. Usual elements of Meig’s syndrome 

are ascites, right sided hydrothorax, and ovarian fibroma, 

whereas the Gorlin syndrome (also known as basal cell 

nevus syndrome) comprises odontogenic keratocysts, 

several basal cell carcinomas in early life, haemorrhagic 

pitting of the palms and soles, falx cerebri calcification, 

skeletal anomalies, and other anomalies including 

bilateral ovarian fibromas.
[19]

 These types are seen in 

young women. Imaging modalities are helpful in making 

a diagnosis, but in order to eliminate the fear or suspicion 

of malignancy, microscopic histological examination is 

quite necessary and this usually reveals closely packed 

spindle shaped stromal cells (well differentiated 

fibroblasts) arranged in a storiform pattern. Between 

these neoplastic cells, hyaline bands and hyaline globules 

with oedematous foci may be seen.  

 

The purpose of this report is to bring to the awareness of 

the medical community our finding of this rare 

gynaecological neoplasm for its alarming gross size in 

this patient, and yet histopathologically benign nature. 

Although cellular types may recur or form peritoneal 

implants, oophorectomy is usually curative.  

 

CASE REPORT 
 

A 49 year-old woman who is a military personnel and 

married in a monogamous setting, presented first at the 

gynaecological clinic of our hospital with a history of 

progressive abdominal distension for 9 months. Her last 

child birth was ten years ago, and she is a Para.
[1+4] 

(1 

Alive). This huge abdominal mass was associated at the 

onset with pain that was constant and severe enough to 

sometimes interfere with function, but was relieved by 

taking an analgesic (paracetamol). Also associated were 

reported histories of menorrhagia, intermenstrual 

bleeding, and dysmenorrhea. However, vomiting, 

constipation, diarrheal stools or malaena were not part of 

her presentation. 

 

This client has had three (3) previous myomectomy 

surgeries as indicated for recurrent uterine leiomyoma 

(fibroid tumours). 

 

Physical examination of the patient showed a chronically 

ill-looking middle aged woman that is pale, anicteric, 

afebrile, and not dehydrated, but has bilateral pitting 

lower limb oedema up onto the knees. The abdomen is 
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ABSTRACT 
 

Ovarian fibroma is the most common sex-cord-stromal tumour of the ovary, with peak incidence occurring 

in the fourth decade of life. It may occasionally be a component of one of two syndromes, the Meig 

syndrome and Gorlin-Goltz syndrome. Recurrence is encountered in some cases, but a good number of 

those reviewed in this work did not come up with any known recurrence of the neoplasm understudied. 

Therefore, surgery is curative in managing most cases of fibromas of the ovary, even though the cellular 

fibroma may recur or form peritoneal implants at times. The report of an isolated ovarian fibroma in a 

middle aged woman without syndromic association has been presented in this material on account of its 

quite alarming gross size, yet benign histological nature, following an initial impression of suspected 

malignancy. Marked improvement of the symptoms after surgical intervention was affirmed by the patient 

on follow up visits.     
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markedly distended with a girth of about 123cm, and 

shows striae albicantes (stretch marks) and a midline 

healed infraumbilical scar. The abdominal organs or 

viscera were difficult to palpate or get below on account 

of the intra-abdominal mass, which was equivalent to a 

symphysio-fundal height (SFH) of 64cm.     

 

The lungs demonstrated fine crepitations heard over the 

mid lung zones bilaterally, which were louder on the 

right, but no pleural effusion was demonstrated on chest 

radiographs. 

 

Speculum and digital examinations of the vagina 

revealed a nulliparous-like cervix that is firm, appears 

healthy, and central with a closed os. The pouch of 

Douglas is empty, but fullness is felt in the anterior 

vaginal fornix, and the uterine size was difficult to assess 

due to the abdominal distension. The uterine adnexae 

were difficult to characterize, and no cervical excitation 

tenderness was elicited, but the gloved finger was mildly 

blood stained. 

 

Investigation findings gave an initial packed cell volume 

(PCV) of 24.9% and haemoglobin concentration of 7.3 

g/dL. Abdominopelvic ultrasound and CT scans revealed 

ascites, a huge heterogenous (complex) right adnexal 

mass, with areas of cystic degeneration. Hepatitis B 

infection was positive, but patient is not reactive to 

hepatitis C and human immune deficiency virus (HIV) 

tests. Some derangement in liver function is evident by 

an albumin level of 24 g/dL, total bilirubin of 12.1 g/dL, 

conjugated bilirubin 2.9 g/dL, and alkaline phosphatase 

of 232 IU/L. A provisional assessment was made of a 

complex intra-abdominal (likely right ovarian) mass, 

querying its nature as likely malignant.  

 

The patient was worked up for an exploratory 

laparotomy in conjunction with the general surgeons. 

She was placed on haematinics and transfused with a unit 

of fresh whole blood pre-operatively. On opening her, 

the findings were thus: grossly normal looking 

abdominal organs, approximately 100 ml of ascitic fluid, 

a huge right ovarian mass measuring 40 x 30cm having 

solid and cystic components, moderate adhesions 

involving the tumour, anterior abdominal wall, and 

anterior surface of the bladder (Fig.1). Based on this a 

total abdominal hysterectomy plus bilateral salpingo-

ophorectomy (TAH plus BSO) were performed in 

addition. The samples collected were preserved in 10% 

buffered formalin solution and sent to the histopathology 

laboratory, Department of anatomical pathology for 

processing and microscopic evaluation. The lesion was 

confirmed histologically to be a cellular fibroma and not 

a malignancy as held by prior suspicion. The symptoms 

have improved significantly since undertaking surgery 

six months ago, and the patient is on follow up without 

recourse to the presenting complaints. 

 

 
Figure 1: Gross image of a giant ovarian mass. 

 

 
Figure 2: Photomicrograph shows bands of 

fibroblasts with areas of hyalinization (*) and odema 

(arrow). (x 10 objective H and E). 

 

 
Figure 3: Photomicrograph shows a cellular fibroma 

containing many fascicles of mature fibroblasts. (x 40 

objective, H and E). 
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Table 1:  Literature Review on Ovarian Fibromas. 
 

Author Year 
Age 

(years) 
Size (cm) Duration 

Symptoms 

Presentation 
Diagnosis + Treatment Recurrence 

Arya et 

al
10 2008 42 __ 15 

Multicystic left ovarian 

mass, pain and heaviness 

in the right lower 

abdomen, menorrhagia 

Importance of 

histopathologicial 

examination is stressed. 

TAH and BSO and 

omentectomy 

No 

recurrence 

Cambruzzi 

et al
5
 

2010 65 23x22 
Few 

months 

Palpable mass in 

hypogastrium (right 

ovary) 

Angiosarcoma 

confirmed within an 

ovarian fibroma; 

Exploratory laparotomy 

__ 

 

 

 

Adad et al
1 2012 53 27x27 8months 

Abdominal distension, 

nausea, vomiting, ascites, 

ovary mass 6.6kg 

Histological and 

immunohistochemistry; 

TAH 

No sign of 

recurrence 

after 

33months 

Boujoual 

et al
13 2015 62 10 __ 

Nausea, vomiting, 

abdominal pain, 

abdominal mass 

Histological and 

Immunohistochemical; 

TAH and BSO 

__ 

 

 

Katke 

RD
17 2016 32 15x12 6 

Abdominal pain , 

secondary infertility,left 

ovarian mass 

Histological; salpingo-

ophorectomy 

No 

recurrence 

Hanna et 

al
6 2017 17 __ __ 

Abdominal swelling, 

fatique mass had cystic 

and solid components, 

dense adhesions 

Histological;  extensive 

adhesiolysis plus left- 

salpingo-ophorectomy 

No 

recurrence 

 

Moukit et 

al
14

 
2018 43 44x32 7months Giant mass (right ovary) TAH and BSO __ 

Shen et al
11 2018 

Mean  

49.37 
__ __ Pelvic mass 

Histological; primary 

surgery done 

No 

recurrence 

45months 

post op 

Limaiem et 

al
16 

 

 

2018 
Mean 

42 
Mean 8.77 __ 

Pelvic pain, mass, 

menorrhagia 

perimenopausal bleeding 

Histological 

confmirmation in all 

cases. Tumorectomy, 

unilateral salpingo-

ophorectomy and BSO 

No 

recurrence 

after 

17months 

To et al
7 2019 39 19x14 3 Right ovary mass 

Histological; right 

salpingo-ophorectomy 

__ 

 

Akpor et al 2020 49 40x30 
9months 

 

Gross abdominal 

swelling, intermenstrual 

bleeding, dysmenorrhea 

Histological; TAH and 

BSO 

No 

recurrence 

Keys: BSO- bilateral salpingo-ophorectomy, TAH- total abdominal hysterectomy 

 

DISCUSSION 
 

This particular tumour has been introduced as the 

commonest tumour of the ovarian sex cord stroma with a 

peak incidence in the fourth decade of life.
[1,2,3]

 The 

patient in our report is however in her fifth decade, with 

a very low parity. There are just few case reports or large 

studies on this entity and, the mitotically active cellular 

fibroma is even rarer.
[4]

 Hence optimal and adequate 

management may be largely undecided or undetermined 

when clinicians encounter this neoplasm.
[9]

  

 

Among the known symptoms, a rather rapid growth rate 

and increase in tumour size within a relatively short 

period of time has led to a misdiagnosis or overdiagnosis 

as leiomyoma in some cases that were later confirmed 

histologically as ovarian fibroma.
[4,7]

 It resembles uterine 

leiomyoma grossly as many fibromas of the ovary tend 

to present or appear as leiomyoma with a greyish white, 

whorled solid surface.
[1,8,11,12]

 Other forms of 

presentation include fatigue and abdominal swelling due 

to a grossly large tumour size in much younger patients 

like teenagers and adolescents (see table 1), which is one 

unusual finding observed by Hana et al.
[6]

 The woman in 

our report has a quite grossly large tumour (over 40cm 

and weighed 18kg), but is in her fifth decade. Rupture of 

an adnexa (the infundibulo-pelvic ligament), leading to 

intra-abdominal bleeding was a unique rather unusual 

finding documented by To et al.
[7]

 Otherwise ovarian 

fibromas are not known to be associated with abnormal 

abdominal bleeding or abdominal apoplexy. Many also 
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present as a suspected malignant tumour; therefore an 

initial suspicion of malignancy is occasionally 

entertained as is obtained in the index case and some 

workers have actually reported a transformation into an 

angiosarcoma in a prior ovarian fibroma.
[5,10,11,12]

 This 

makes diagnosing this neoplasm quite challenging at the 

preclinical and clinical stages of presentation, as it is not 

usually done accurately until intraoperative and 

histopathological evaluation have been employed.
[18]

 

When it is associated with pleural effusion (right sided 

normally), and massive ascites, the condition is labeled 

as Meig syndrome.
[15] 

Another syndromic association is 

the Gorlin-Goltz syndrome. The patient we report 

however, has a non-syndromic very large or giant 

ovarian fibroma in her right ovary, without ipsilateral 

pleural effusion and only 100ml of ascitic fluid. This is 

similar to (or mirrors) the case reported by Moukit et 

al.
[14] 

The histological morphology of the tumour shows 

numerous bundles of fibrous tissue, admixed in many 

areas with densely cellular and proliferating fascicles of 

fibroblastic and fibrocytic cells, foci of hyaline change 

and oedema. No malignant cells are present (figures 2 

and 3). 

 

The treatment is largely almost predominantly surgical 

and consists of salpingoophorectomy, following an initial 

exploratory laparotomy. Our patient had a total 

abdominal hysterectomy plus bilateral salpingo-

ophorectomy. She had been on follow up and monitoring 

over a period of eight months from the date of discharge, 

and has confirmed significant improvement, and no 

recurrence is reported. 

 

CONCLUSION 
 

Fibromas are the most common benign tumours of the 

sex-cord stromal tissue in the ovaries, and are not usually 

markedly enlarged. On rare occasions nonetheless, few 

have assumed alarmingly massive size to warrant a 

suspicion of malignancy, but histological examination 

shows them to be just giant fibromas as we have 

reported. Surgery is readily curative. 
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