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ABSTRACT
Primary ovarian leiomyoma is a rare benign tumour of the ovary, 
which is seen in women who are aged between 20 years to 65 
years. Ovarian leiomyomas can be confused with other spindle cell 

tumours which display gross anatomical and histological similari-
ties. A case of a primary leiomyoma of the ovary in a pre-meno-
pausal female is being presented here, due to its huge size and 
unusual presentation.

 
RANJAN AGRAWAL, MUKTA KUMAR, LATA AGRAWAL, KESHAV KUMAR AGRAWAL

InTRoduCTIon
Leiomyoma is one of the rarest solid tumours of the ovary that 
accounts for 0.5-1% of all the benign ovarian tumours. Approxi-
mately 60 cases have been reported in the literature [1]. A majority 
of such tumours are small sized and they are discovered inciden-
tally, with about 80% of the cases occurring in pre-menopausal 
women [1-5].

We are reporting a case of a huge primary ovarian leiomyoma in 
a 40 years old lady, which clinically and radiologically mimicked a 
broad ligament leiomyoma.

CASE REPoRT
A 40 years old lady presented with pain in the abdomen and vomit-
ing, of one month duration. On examination, a palpable mass was 
found in the right lower abdomen. Her blood pressure was 96/58 
mmHg and her pulse was 108/min. On per-vaginal examination, it 
was suspected to be a right sided, broad ligament fibroid. Ultra-
sound of the abdomen revealed a huge pelvic mass. CT and MRI 
of the abdomen confirmed that the pelvic mass originated from the 
right ovary. The mass showed a heterogenous enhancement in a 
post-contrast study, with multiple necrotic and cystic components 
being present within, thus suggesting a diagnosis of a large ovar-
ian teratoma.

Her pre-operative investigations revealed Hb of 7.53 g%, TLC of 
8200 cells/mm3; differential counts of P-86 and L-14; random 
blood sugar of 160.2 mg%; blood urea of 23.9 mg%; serum crea-
tinine of 1.0 mg% and serum amylase of 72 IU/dl. The total se-
rum bilirubin was 1.28 mg% and the conjugated bilirubin was 0.97 
mg%. The peripheral smear examination showed a microcytic hy-
pochromic picture with no evidence of haemolysis. Her CA-125, 
CEA, CA 19-9 and AFP values were within normal limits. A laparo-
tomy was performed under epidural anaesthesia. She was trans-
fused with 2 units of a packed cell concentrate. Per-operatively, 
there was a huge right ovarian mass which measured 20 x 25 cm, 
with adherent bowel loops and parietal and visceral peritoneum. 
The uterus, both tubes and left ovary were unremarkable. Since 
the tumour was adherent to the surrounding adnexa, a debulking 
surgery was done. 

Grossly, the tumour was received in multiple pieces of varying di-

mensions [Table/Fig-1], with the largest measuring 6.5x3.8 cm. 
The cut-sections were homogenous, with few showing glisten-
ing white whorled areas. The microscopic examination showed 
irregular bundles and whorling of the spindle-shaped cells with 
elongated blunt nuclei. There was no atypia or pleomorphism and 
there were 2-3 mitotic figures per 10 high-power fields. Areas with 
varying degrees of hyaline degeneration and myxomatous changes 
were also present [Table/Fig-2]. Foci of haemorrhage and necrosis 
with no cellular reactions were observed, particularly next to the 
cystic spaces. There was no trace of normal ovarian tissue. The 
immunohistochemical staining revealed a diffuse positive staining 
for α-smooth muscle actin (SMA) [Table/Fig-3] and desmin [Table/
Fig-4]. The post-operative period was uneventful.

[Table/Fig-1]: Gross specimen with multiple irregular pieces obtained 
after debulking

[Table/Fig-2]: Leiomyoma with areas of hyaline and myxomatous 
changes (H&E ×100).

A Huge Primary Ovarian Leiomyoma with 
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mobile, but at times, they can adhere to the omentum, intestine 
or the uterus. The ovary proper may become almost completely 
absorbed by the tumour, as in our case, or portions of it may per-
sist [5].

Macroscopically, the tumours are solid, firm, round or oval masses 
which have smooth surfaces. On cut-section, they have a white 
or grey-white solid surface. Frequently, a whorl formation can be 
recognized grossly. Secondary changes such as hyalinization, hae-
morrhage, calcification and cystic changes are present, especially 
in the larger tumours [4, 6, 7]. Microscopically, the smooth muscle 
cells are uniformly spindle shaped or elongated with blunt-ended 
or cigar shaped nuclei. Palisading of the nuclei may be present and 
it may be prominent. Mitotic activity is absent or very low, and cel-
lular and nuclear pleomorphisms are not a feature. The correct di-
agnosis of a ovarian leiomyoma requires recognition of the smooth 
muscle nature of the tumour. In the present case, an immunohis-
tochemical analysis confirmed our diagnosis.

Ovarian leiomyomas need to be distinguished from ovarian fibro-
ma-thecomas, cellular fibromas, sclerosing stromal tumours, leio-
myomas arising in the broad ligaments and uterine leiomyomas 
becoming parasites on the ovary (wandering leiomyomas). Ideally, 
a primary ovarian leiomyoma should be entirely within the ovary, 
with no similar lesions in the uterus or elsewhere. The co-existence 
of a ovarian leiomyoma with a uterine leiomyoma has been re-
ported by several authors [3, 8].There was no associated uterine 
leiomyomatosis in our case. The tumour in the present case was 
of ovarian origin, because it replaced nearly the entire ovary and 
the normal ovarian tissue could not be discerned. The tube was 
stretched over the tumour. Primary ovarian leiomyoma must also 
be differentiated from a pedunculated subserosal (parasitic) uterine 
leiomyoma, which may have lost its original attachment and has in-
stead become attached to the ovary, thus deriving its blood supply. 
In the development of ovarian and uterine leiomyomas, hormonal 
influences are known to play a vital role. A great majority of the 
leiomyomas of these two organs grow only between puberty and 
menopause. However, in a number of cases, this rule does not 
apply. To explain the histogenesis of this tumour, several theories 
have been proposed. According to the most accepted one, the 
tumour arises from the smooth muscle of the ovarian ligament, 
where they enter the ovary   from the smooth muscle of the ovar-
ian blood vessels. Endometriotic cysts  have also been suggested 
to trigger metaplasia of the surrounding stroma into the smooth 
muscle cells.

These tumours are benign and radical surgeries are usually done 
for their complete removal. However, in the present case, since the 
tumour was very large and as it was also attached to the adjacent 
adnexa, a complete removal was not possible and a debulking 
surgery had to be carried out.

SuMMARY
A case of pure leiomyoma of the ovary has been described be-
cause of the features of the secondary changes, which, apart from 
being extremely rare due to its location, was one of the largest 
sized which has been reported so far.
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dISCuSSIon
Primary leiomyoma of the ovary is uncommon. It is likely that many 
cases are not reported, especially when the tumour is small or 
when it is discovered incidentally [1-3]. Most of the leiomyomas 
of the ovaries are small, measuring only a few millimetres or cen-
timetres in diameter, which are usually less than 3cm. The tumour 
which was reported by Herbut had a maximum diameter of ap-
proximately 25 cm [2]. In the present case, the tumour was very 
large.

The incidence age of ovarian leiomyoma varies between 20 and 65 
years. About 16% of the cases occur after menopause. They are 
usually unilateral, with no predilection for the left or the right side. 
Most of the bilateral cases have been reported in young females 
aged between 16 and 25 years [1, 4].

Clinically, many patients are asymptomatic, and the tumour is dis-
covered incidentally. When symptoms are present, they are related 
to the presence of an adnexal mass, which are often accompanied 
by an abdominal swelling or pain. In pure ovarian leiomyomas, no 
menstrual irregularities are encountered. Weight loss, ascites and 
an increase in the abdominal girth may complicate the large and 
fairly rapidly growing tumours. Rarely, such tumours become twist-
ed around their pedicle, with subsequent haemorrhage and ne-
crosis. Most of the tumours which have been reported were freely 

[Table/Fig-3]: Diffuse positivity of  neoplastic cells on 
Immunohistochemical stain by SMA( smooth muscle actin) ( IHC, SMA 
X100)

[Table/Fig-4]: Desmin stain showing positive reaction in the neoplastic 
cells ( IHC, Desmin X100)
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