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Case Report
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ABSTRACT

Keywords: Postmenopausal, Leiomyoma ovary

Ovarian leiomyoma is a benign primary smooth muscle tumor. It is a small solid tumor commonly occurring in
premenopausal women. Here we present a case of large ovarian leiomyoma in a postmenopausal woman.

INTRODUCTION

Postmenopausal women presenting with large solid
ovarian tumor usually makes one suspect malignancy. In
our patient unexpectedly, it turned out to be leiomyoma
of ovary. This is an uncommon tumor accounting for 0.5-
1% of all benign ovarian tumors. These are usually small,
discovered incidentally and 80% occur in premenopausal
age group.”™ This is a case report of primary ovarian
leiomyoma in a postmenopausal woman.

CASE REPORT

A 71 year old postmenopausal woman presented to us
with complaints of severe abdominal pain for a month.
She noticed gradual distension of abdomen for the past 6
years. On examination she was moderately built, not
emaciated. There was generalized distension of the
abdomen. On palpation there was a large abdominal mass
of 24 weeks gravid uterus size. On bimanual
examination, atrophic uterus was felt separately; a firm
mass of 24 weeks gravid uterus size was felt in close
proximity to the fundus of uterus. Same mass was felt on
rectal examination and rectal mucosa was free. USG, CT
Scan and MRI showed a large abdominopelvic mass of
size 15 x 12 cm in continuity with uterus. Right ovary
and uterus were atrophic. No ascites or peritoneal
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deposits were noted. A provisional diagnosis of fibroid
uterus/ ovarian tumour was made. CA-125 was within
normal limits. Exploratory laparotomy was done. Uterus
and right ovary were atrophic. Left ovary was enlarged to
15 x 12 cm, firm in consistency, white in colour,
encapsulated, mobile, with prominent veins over the
capsule and the fallopian tube stretched over it. There
were no excrescences, deposits, or adhesions. The pedicle
was twisted twice and had tortuous veins. Omentum,
paracolic gutters, PODS, ascending, descending colon,
undersurface of liver and spleen were normal. Total
abdominal hysterectomy, left salpingo ovariotomy and
right salpingo-oophorectomy was done. Post-operative
period was uneventful. She was discharged on the 9"
post-operative day.

Grossly, the tumor weighed 950 gm. The left ovarian
mass with fallopian tube measured 14 x 13 x 10 cm with
nodular external surface and focal congested areas
(Figure 1). Cut section showed grey white solid areas
with whorled appearance (Figure 2). One area showed
compressed ovarian tissues within the capsule. Fallopian
tube measured 5 cm. Microscopically the tumor was
composed of bundles and fascicles of benign smooth
muscles cells with extensive hyalination, myxoid change
and edema (Figure 3, 4). No atypia or mitotic activity was
seen. Compressed ovarian stroma was seen at the
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periphery of the tumour. Capsule surface showed
papillary mesothelial hyperplasia.

M .

Figure 1: The left ovarian mass with fallopian tube
measuring 14 x 13 x 10 cm with nodular external
surface.

Figure 2: Cut section showing grey white solid areas
with whorled appearance.

Figure 3: Microscopy of tumor showing bundles and
fascicles of benign smooth muscles cells (H&E x100).

Figure 4: Microscopy of tumor showing bundles and
fascicles of benign smooth muscles cells with extensive
hyalination and myxoid changes (H&E x100).
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DISCUSSION

Ovarian leiomyoma occur in the age group of 20 to 65
years.® About one sixth of cases occur after menopause.
They are usually small and unilateral®.

Leiomyoma of uterus is a very common entity unlike
ovarian leiomyoma. Diagnostic features of ovarian
leiomyoma are its typical whorled appearance on cut
surface, bundles of smooth muscle cells and presence of
ovarian cortex within the capsule. They probably arise
from smooth muscle cells in the ovarian hilar blood
vessels, ovarian ligament, smooth muscle cells or
multipotential ~ cells in  the ovarian  stroma,
undifferentiated germ cells or by cortical smooth muscle
metaplasia.>*®

About 60 cases have been reported in literature.*®
Usually they are asymptomatic and in symptomatic cases,
they present with abdominal pain, palpable mass,
hydronephrosis, elevated CA-125, hydrothorax and
ascites.*”® Our patient had presented with only
abdominal pain and a palpable mass.

Uterine leiomyomas and adenomyosis have been
diagnosed concomitantly with ovarian leiomyoma by
some authors.™® Qvarian leiomyomas showing hyaline
degeneration and myxomatous changes have also been
reported.>*®* There are case reports were the ovarian
tumor was found to be adherent to bowel loops."*2
Immunohistochemical staining of the tumor cells shows
positivity for smooth muscle actin and desmin.

It is important to differentiate this from ovarian fibroma-
thecomas, cellular fibromas, sclerosing stromal tumors,
leiomyomas arising from broad ligament extending into
hilum of ovary and uterine leiomyomas becoming
parasites on the ovary(wandering leiomyomas).>**° Since
these tumors have a benign course, they are treated by
complete resection.
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