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Cellular Fibroma of Ovary Coexisting 
with Proliferative Endometrium Post 

Menopause: A Rare Presentation

CASE REPORT
A 60-year-old postmenopausal woman presented to the outpatient 
department with complaint of bleeding per vaginum since past five 
days. The blood flow was moderate in amount. She had attained 
menopause twelve years back and gave no history of abnormal 
genital bleeding in the past. There was no history of intake of 
hormone replacement therapy. She was para three with all vaginal 
deliveries. There was no history of any comorbid illness or surgical 
intervention in the past. General examination was unremarkable. 
Her body mass index was within normal range. Abdomen was 
soft, non-tender with no palpable mass or free fluid. Cervix and 
vagina were healthy on per speculum examination. On bimanual 
examination, uterus was normal in size, anteverted, firm and mobile 
with a 3 x 3 cm firm, well-defined, non tender adnexal mass felt in 
the right fornix. Bilateral breast examination was normal. 

Routine blood investigations and thyroid function tests were 
within normal limit. Serum CA-125 was normal (14.10 U/ml). 
PAP smear was negative for intraepithelial lesion or malignancy. 
Ultrasonography showed increased endometrial thickness (13.5 
mm) and a right ovarian complex mass of size 4 x 3 cm. On contrast 
enhanced computed tomography, a homogenous solid right 
ovarian tumour measuring 4 x 3 x 3 cm3 was present which showed 
delayed enhancement on contrast administration [Table/Fig-1a-c]. 
Endometrial biopsy revealed proliferative endometrium.

The woman underwent exploratory laparotomy. Intraoperative 
findings included right ovarian tumour with intact capsule; uterus, 
left ovary and bilateral tubes appeared healthy except for a small 
fundal myoma of 2 cm. Peritoneal washings taken were negative 
for malignant cells. Pouch of Douglas, paracolic gutter, omentum, 
intestinal surface, peritoneum, other pelvic and abdominal viscera 
were free of tumour deposits. Retroperitoneal lymph nodes were 
not enlarged. Total abdominal hysterectomy with bilateral salpingo-
oophorectomy was done. 

Grossly, right ovary was firm and enlarged to 4.5 x 3.5 x 3.5 cm3. 
Outer surface was smooth, glistening with intact capsule [Table/
Fig-2]. Its cut section was solid, greyish white to greyish yellow with 
no cystic areas. Endometrial thickness was 0.1 cm. Histopathology 
showed cellular fibroma of right ovary with average mitotic rate of 2/10 
high power fields [Table/Fig-3a,b]. Endometrium was proliferative 
with foci of hyperplasia without atypia [Table/Fig-4]. Postoperative 
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AbSTRACT 
Ovarian fibromas are benign sex cord stromal tumours occurring in peri-menopausal and post-menopausal women. These tumours 
are composed of spindle fibroblastic cells producing collagen. They are almost always endocrine-inert and are rarely associated 
with hormone production. We report herein a case of a 60-year-old Indian woman presenting as postmenopausal bleeding. Imaging 
studies and endometrial biopsy revealed a right ovarian solid tumour coexisting with thickened proliferative endometrium, other 
causes of hyperoestrogenism being excluded in the woman. She underwent total abdominal hysterectomy with bilateral salpingo-
oophorectomy. Histopathology showed cellular fibroma of right ovary and proliferative endometrium with foci of hyperplasia without 
atypia.

[Table/Fig-1]: a) CECT showing homogenous, solid, well-defined right ovarian mass; 
b) Delayed phase showing enhancement after contrast administration; c) Thickened 
endometrium on CECT.
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recovery was uneventful and the woman was discharged on the 
seventh postoperative day. She is now on follow up and doing well 
for the past eighteen months post surgery with no complaints.

DISCUSSION
Ovarian fibromas are benign sex cord stromal tumours occurring 
in peri-menopausal and post-menopausal women. They comprise 
approximately 4% of all ovarian neoplasms [1]. They are derived 
from the coelomic epithelium or the mesenchymal cells of the 
embryonic gonads.

They are usually unilateral; less than 5% cases are bilateral [2]. They 
are often large with a mean tumour size of 8 cm, with only one-third 
of them being smaller than 3 cm. Grossly, the tumours are solid in 
majority of cases with cystic component in one-third of them. On 
histopathological examination, ovarian fibromas comprise spindle 
shaped fibroblastic cells producing collagen [1]. Approximately 
10% of fibromas are classified as Cellular Fibromas (CF). Cellular 
fibroma is characterized by densely packed bland nuclei with 1 
to 3 mitoses per 10 high-power fields and minimal nuclear atypia 
[2,3]. These tumours display uncertain malignant potential. Ovarian 
surface adhesions, involvement of the ovarian surface or both, were 
present in 6% of CFs. Extraovarian involvement was seen in 11% 
[4]. Local recurrence can occur occasionally even 10 years from 
initial surgery, particularly in cases of rupture, incomplete excision 
or adherent disease thus warranting long term follow up for patients 
with CFs [5].

The mean age of patients with cellular fibromas is 51 years [4]. 
Ovarian fibromas are usually asymptomatic with non specific 
clinical signs and may be incidentally detected on routine 
gynaecological examination or ultrasound in postmenopausal 
women. If symptomatic, patients usually present with abdominal 
pain, abnormal uterine bleeding or rarely adnexal torsion [6,7]. They 
are often misdiagnosed with uterine myomas on ultrasonography or 
mistaken for malignant ovarian tumours because of the solid nature 
of the tumour, increased tumour marker levels and ascites [8].

Unlike other sex cord-stromal tumours, ovarian fibromas are almost 
always endocrine-inert. They arise from non-functioning stroma 
and rarely show oestrogenic activity. Chechia A et al., in their series 
of ovarian fibromas and fibrothecomas, reported no endocrine 

activity in these tumours [1]. However, occurrence of ovarian 
tumour in women presenting with postmenopausal genital bleeding 
and endometrial thickening on sonography, raises the suspicion 
of oestrogen secretion by the ovarian tumour. The histological 
finding of proliferative endometrium or endometrial hyperplasia 
further suggests persistent unopposed oestrogen stimulation. Low 
levels of endogenous oestrogen in postmenopausal women can 
stimulate the endometrium sufficiently enough to cause bleeding 
but not endometrial proliferation [9]. In our case, ovarian cellular 
fibroma coexisted with thickened proliferative endometrium; no 
other cause of hyperoestrogenism was found in the woman. This 
raises question regarding the functional activity of ovarian cellular 
fibroma. Postmenopausal bleeding with thickened endometrium 
has been seen in association with ovarian fibromas, however, 
endometrial biopsy revealed either normal or atrophic endometrium 
[10]. In a retrospective analysis of 98 cases of ovarian fibroma, one 
was associated with carcinoma of endometrium and endometrial 
hyperplasia, thus emphasizing the importance of identifying these 
tumours as functioning [11]. High oestrogen secretion has earlier 
been demonstrated in postmenopausal non-functioning tumours 
particularly epithelial ovarian tumours, possibly as a result of stromal 
stimulation [12]. We present this case as ovarian cellular fibroma 
has rarely been linked to endocrine activity in postmenopausal 
women. Nevertheless, the source of oestrogen overproduction and 
its mechanism at molecular level needs to be explored in future 
studies. 

There are limited specific markers for accurate preoperative diagnosis 
of ovarian fibromas [13]. On sonography, the solid components 
were isoechoic or hypoechoic compared to the uterus. They usually 
appear as a homogeneous solid tumour on computed tomography 
scan with varying degrees of enhancement after contrast injection 
[14]. Calcification, myxoid or cystic degeneration may occur, 
resulting in a heterogeneous pattern. Majority lesions show an 
isointense signal compared to the myometrium on T1-weighted 
MRI and hypointense signal on T2- weighted images [15]. CA-125 
value was usually normal. 

Surgery is the treatment of choice for ovarian fibromas; salpingo-
oophorectomy should be done in perimenopausal and post-
menopausal women and resection of the tumour only can be 
performed in women desirous of future fertility [8]. Prognostic 
factors include capsule intact/rupture and completeness of 
excision [4]. Ovarian fibromas are generally associated with a good 
prognosis. Minimal-access surgery is an option in small to moderate 
sized tumours [6]. Laparoscopy has significant advantages of few 
postoperative adhesions, quicker return of bowel function and 
shorter hospital stay duration [7,8].

CONCLUSION 
Ovarian fibromas may rarely show endocrine activity possibly as 
a result of stimulation of underlying ovarian stroma to produce 
oestrogen. This in turn can stimulate endometrial proliferative activity 
and cause postmenopausal bleeding as seen in our case. Thus, 

[Table/Fig-2]: Cut open uterus with fundal myoma and right ovarian tumour with 
intact capsule.

[Table/Fig-3]: a) Photomicrograph showing ovarian cellular fibroma composed of 
interlacing bundles and fascicles of spindle cells; H&E X 100; b) Nuclei are plump to 
elongated with a rim of pale eosinophilic to vacuolated cytoplasm; average mitotic 
rate 2/10 HPF; H&E X 400.

[Table/Fig-4]: Photomicrograph of proliferative endometrium with foci of hyperplasia 
without atypia; H&E X 200.
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ovarian fibromas though underdiagnosed preoperatively, should be 
considered in the differential diagnosis of postmenopausal bleeding 
with adnexal mass besides keeping in mind the well-known 
hormonally active tumours. This knowledge is important as timely 
surgical removal of tumour would result in remission of symptoms of 
irregular vaginal bleeding as well as would prevent adverse effects 
of prolonged unopposed oestrogen stimulation postmenopause.
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