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Case Report

Abdominopelvic mass in postmenopausal female: a diagnostic dilemma
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ABSTRACT

observation.

Abdominopelvic masses have varied presentations and pose a diagnostic challenge especially in postmenopausal
women where a detailed evaluation is needed to rule out malignancy. Here we report a case of postmenopausal
woman with diagnostic discrepancies in clinical findings, radiological investigations and histopathological
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INTRODUCTION

Abdominopelvic masses in postmenopausal females need
a high index of suspicion to determine whether they are
benign or malignant. Extra uterine masses, however, pose
a greater diagnostic challenge. Differential diagnosis of
solid abdominopelvic extra uterine masses include
pedunculated/intraligamentous leiomyomas or ovarian
masses (ovarian fibroma/fibrothecoma, brenner tumors,
granulosa cell tumors, dysgerminoma, krukenberg).
Although imaging techniques help in making diagnosis
but histopathology plays a key role to rule out other
differential diagnosis.' Here we present a case of
postmenopausal woman clinically suspected to have a
malignant ovarian tumor due to rapid growth of mass and
sudden weight loss, which after tumor marker evaluation
and imaging was diagnosed as broad ligament fibroid and
finally turned out to be an ovarian fibrothecoma
histopathologically.

CASE REPORT

A 52 vyear-old, P4L4 frail postmenopausal female
reported to the gynaecological OPD with complaints of
pain lower abdomen for four months and a lump in lower
abdomen for two months. Abdominal examination
revealed a midline multilobulated firm mass in the

hypogastrium and left iliac fossa of size corresponding to
16 weeks uterus. It was non-tender with ill-defined
margins and its lower limit could not be reached. On
vaginal examination, the same mass (10x10 cm) was felt
anterior to uterus and in left fornix, contiguous with
uterus. It was non-tender, mobile but cervical movements
were not transmitted to the mass. Based on history and
pelvic examination, it was diagnosed as malignant
ovarian tumor.

Routine hematological and biochemical investigations
were within normal limits. All tumor markers were also
in normal range. Pelvic ultrasonography showed a large
fibroid measuring 11.3x8.2x8.4 cms in left adenexa,
anteverted uterus with endometrial thickness 4mm. The
MRI revealed a well-defined lobulated mass lesion
(12x6.5%9.3 cm) lying anterior to uterus and superior to
bladder. It appeared to displace uterus posteriorly,
anteriorly it reached up to anterior abdominal wall;
superiorly it extended up to level L5-S1, inferiorly it
compressed the dome of bladder and posterolaterally
lesion it seemed to stretch the broad ligament. It had
heterogeneous signal intensity (Figure 1), hyper intense
compared to myometrium and iliopsoas on T2 and was
isointense to myometrium, hyper intense to iliopsoas on
T1. Based on imaging, it was diagnosed as left broad
ligament fibroid.
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Exploratory laparotomy revealed a left ovarian mass
15x10x10 cm in size, multilobulated, greyish white in
color. Uterus, bilateral fallopian tube and right ovary
appeared normal (Figure 2).

Pan hysterectomy specimen sent for histopathological
examination revealed spindle cells with elongated to oval
nucleus in intersecting bundles and focal storiform
pattern in left ovary. Admixed with this were tumor cells
having abundant pale cytoplasm and round to spindle
nucleus along with conspicuous hyaline plaques (Figure
3). Tumor cells were positive for vimentin and negative
for inhibin (Figure 4). Finally, the abdominopelvic mass
was diagnosed as fibrothecoma left ovary.
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Figure 3: Histopathology of ovarian fibrothecoma.

Figure 1: MRI showing heterogeneous signal intensity
in the abdominopelvic mass.

Figure 2: Peroperative finding; left ovarian
multilobulated solid mass.

DISCUSSION

Ovarian fibrothecomas are mesenchymal in origin and
are seen most often in postmenopausal females. These
tumours of gonadal stromal cell origin account for 1.2%
of all ovarian cancers.
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Figure 4: Immunohistochemistry; tumor cells
vimentin positive and inhibin negative.

Figure 5: Cut section of ovarian mass.

They are usually benign and unilateral in 90% cases [2].
Fibrothecomas are commonly seen in older
postmenopausal women.? Clinical presentation is often
non-specific and patients generally present with a pelvic
mass, metrorrhagia and pelvic pain.® Ovarian fibromas
may be associated with Meigs syndrome (characterized
by the presence of hydrothorax, ascites and elevated CA
125 levels), or basal cell nevus syndrome (bilateral
ovarian fibromas, multiple basal cell carcinoma of skin,
odontogenic keratocysts, etc.).* Due to their solid
structure, these benign tumours are sometimes confused
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with malignant tumours during clinical evaluation as
occurred in our case in which the history and examination
strongly pointed towards a malignant etiology.

Ultrasound features of ovarian fibrothecomas are non-
specific, however, other imaging techniques like MRI
may help in diagnosis.® Fibrothecomas typically show
predominantly low signal intensity on T2-weighted
images.® In our case, however, heterogeneous signal
intensity was seen which added confusion to our
diagnosis. On the basis of imaging modalities broad
ligament fibroid was diagnosed and exploratory
laparotomy was carried out which revealed an entirely
different entity i.e. a solid ovarian mass (Figure 5) which
was confirmed histopathologically as benign ovarian
fibrothecoma. As in our case, Son et al in his study also
concluded that ovarian fibromas are often misdiagnosed
as uterine myomas and sometimes mistaken for
malignant tumors of ovary preoperatively.” Besides, there
have been case reports where broad ligament fibroid
imitate ovarian tumor, but in our case it was an ovarian
tumor which was mimicking a broad ligament fibroid
radiologically.®®

Although fibrothecomas are of low malignant potential
but their benign nature cannot be definitely diagnosed
preoperatively and therefore, a safe removal must be
achieved without peritoneal contamination.***!

CONCLUSION

Ovarian fibrothecomas though uncommon benign tumors
should be considered in differential diagnosis of
postmenopausal females with solid abdominopelvic mass,
the differential diagnosis being malignant ovarian tumor
and fibroid uterus. Imaging techniques should be used as
a guide but overall clinical picture together with
intraoperative and histopathological examination is
essential for making the correct diagnosis.
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