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Postmenopausal Huge Ovarian
Leiomyoma: A Rare Presentation
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ABSTRACT

Ovarian leiomyoma is one of the rare solid tumours of ovary, accounting for 0.5-1% of the benign tumours of the ovary. We report one
such case which presented in a postmenopausal woman. The differential diagnosis includes ovarian fiboroma, thecoma, cellular fibroma
and sclerosing stromal tumour. Masson'’s trichrome staining helps to distinguish fibrous and smooth muscle components of the lesion and
confirms the diagnosis of ovarian leiomyoma. Hence, ovarian leiomyoma should be considered in the differential diagnosis of ovarian spindle
cell tumours.
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CASE REPORT
A 53-year-old lady, (P2, L2) who had attained menopause 10y back,
presented with history of abdominal distension for 1month which
was associated with dull aching lower abdominal pain. She had
no other systemic or menstrual complaints. She was moderately
built and nourished and there was no evidence of any generalized
lymphadenopathy on general examination. Blood pressure rec-
orded was 150/100mm Hg. On per abdominal examination, an ) : i »

) ) . ’ ’ ’ [Table/Fig-1]: CT scan picture showing the mass arising from the ovary
abdominopelvic mass was noticed, which was hard in consistency [Table/Fig-2]: Uterus seen separately from the left ovarian mass
with regular borders of about 24 wk size. The mass was freely
mobile side to side. On pelvic examination, uterus was atrophic in
size and felt separately from the mass. CECT abdomen and pelvis
[Table/Fig-1] revealed a heterogeneously attenuating mass lesion
in abdominopelvic region of size 15.5x9.6 x 15.6cm. Uterus was
5.7x2.6 cm and seen separate from mass, with minimal ascites.
No omental thickening or capsular penetration was noted. All these
features were suggestive of left adnexal mass probably, ovarian
filoroma.

The preoperative workup showed hemoglobin 10g/dl, packed cell
volume 31.0%, blood grouping and Rh typing B+ ve, BT 2'30" and
CT 330", random blood sugar 90mg/dl, blood urea 24mg/dl, serum
creatinine 0.7mg/dl, free T3 1.4pg/ml and T4 0.6ng/dl, TSH 11.6
mlU/ml, liver function test-total bilirubin 0.8 mg/dl, direct bilirubin
0.3 mg/DI, SGOT 17 IU/L, SGPT 10 IU/L,alkaline phosphatase 98
IU/L,total protein 7.4 g/dl,albumin 4.2 g/dl,CA125:50 U/ML,ECHO-
grade 1 diastolic dysfunction. After controlling her blood pressure
and hypothyroid status, this patient was posted for laparotomy
under combined spinal epidural anaesthesia. Intraoperatively, there
was ascitic fluid of about 25 ml which was collected and sent for
cytology which revealed no malignant cells. A pedunculated left
ovarian mass measuring 16 x 12cm, solid in consistency was seen
[Table/Fig-2 & 3]. There were no adhesions. The right ovary, bilateral
tubes and uterus were unremarkable. The omentum appeared
normal. Pelvic and para aortic nodes were not palpable. Total
abdominal hysterectomy and bilateral salpingo-oophorectomy with
omental biopsy was performed.

The ascitic fluid analysis showed high cellularity predominantly i
of reactive mesothelial cells arranged in clusters. Neutrophils, [Table/Fig-4a]: Microscopy view of ovarian leiomyoma after H &E stain showing

h di h N Il typi tumour with leiomyoma cell with interspersed blood vessels (10x)
macro-phages and lymp OCyteS were seen. No cellular atypia was [Table/Fig-4b]: Microscopy view of ovarian leiomyoma after H &E stain showing
noted. spindle cell- intersecting bundles of smooth muscle cell(40x)
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[Table/Fig-5]: Masson’s trichrome staining showing positivity for smooth muscle
cells(red)

On gross examination, the ovarian mass was measuring 16 x11x12
cm and the cut section of tumour showed hard grey white solid
area which was well encapsulated. Microscopically, it showed well
encapsulated benign tumour composed of fascicles and interlocking
bundles of smooth muscles of fibres with blunt ended nuclei [Table/
Fig-4a & b]. Large areas of sclerosis were seen. Thickened blood
vessels with areas of haemorrhage were noticed. No cellular atypia
was made out. Mitotic activity was sparse, 0-1/10 high-power field.
Staining with masson'’s trichrome stain showed positivity for smooth
muscle fibres [Table/Fig-5]. The uterine endometrium showed senile
cystic hyperplasia. Cervix, bilateral tubes and right ovary were
unremarkable. Based on these findings, a diagnosis of ovarian
leiomyoma was made out.

Postoperatively, patient recovered well and she was discharged on
the eighth postoperative day.

DISCUSSION

Ovarian leiomyoma is one of the rare solid benign tumours of the
ovary. Several theories have been proposed suggesting the origin
of ovarian leiomyoma. Lerwil MF et al., suggested that it probably
arises from the smooth muscle cells in ovarian hilar blood vessels.
Other possible origins suggested include cells in ovarian ligament,
smooth muscle cells or multipotential cells in ovarian stroma,
undifferentiated germ cells, or cortical smooth muscle metaplasia
[1]. Uterine leiomyoma was suggested to be associated with
ovarian leiomyoma [2]. But, there was no other fibroid suggesting,
the primary origin of the tumour from the ovary in this patient.

Most of the ovarian leiomyomas are asymptomatic and are often
accidentally diagnosed during routine clinical examination or on
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ultrasound. But huge ovarian leiomyomas are often symptomatic.
The symptoms described in the literature are variable. They may
present with abdominal pain, weight gain, vomiting or meig’s like
syndrome [2-5]. Some cases may present with hydronephrosis [6]
or acute abdominal pain mimicking appendicitis [7].

The differential diagnosis for ovarian leiomyoma include ovarian
fioroma, thecoma, cellular fibroma and sclerosing stromal tumour
[8-10] As all these tumours exhibit similar type of clinical picture,
histopathological examination plays an important role in the
diagnosis. The correct diagnosis of ovarian leiomyoma requires the
confirmation of smooth muscle component of the tumour. Masson’s
trichrome staining helps to distinguish fibrous and smooth muscle
components of the lesion [9,11,12]. and confirms the diagnosis
of ovarian leiomyoma. Usually, ovarian leiomyomas have a benign
course. Complete surgical resection is the treatment of choice [4].

CONCLUSION

Ovarian leiomyoma is a very rare solid tumour of the ovary. It should
be considered in the differential diagnosis of ovarian spindle cell
tumours. Appropriate muscle specific staining helps in correct
diagnosis.
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