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Case Report

Ossified ovarian fibroma-a rare entity
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ABSTRACT

Ovarian fibroma are sex cord stromal tumors of pure stromal variety; they originate from excessive growth of the stroma
and connective tissue of the cortex of the ovary. As per the available literature, incidence of ovarian fibromas
accompanied by further ossification are quite uncommon. Our study's goal is to offer a rare instance that has been
appropriately recognized and treated, together with a depiction of the pathogenic mechanisms behind it.
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INTRODUCTION

Ovarian fibromas are classified as ovarian tumors in the
sex cord-stromal group (SCSTs). They make for 1-4.7% of
all ovarian tumors and are the most common solid ovarian
neoplasm.! These are sex cord stromal tumors of the pure
stromal variety; they originate from excessive growth of
the stroma and connective tissue of the cortex of the ovary.
Less than 1% of instances have been documented to have
focal fibro-sarcomatous alterations, despite the majority of
them being benign.?

With a median age of 48 years, these tumors are typically
observed in women who are perimenopausal or
postmenopausal.2 Tumors can be unilateral or bilateral; but
mostly (90%), the tumors are unilateral, and 70% of them
are on the left side.3

As fibromas expand, patients may experience pressure and
mass in the abdomen. This could be because of the tumor's
size or the severity of ascites, which is a common side
effect of ovarian fibromas. Smaller tumors are typically
asymptomatic.

CASE REPORT

A 50-year-old female P5L5A1, presented to LLRM
medical college in view of mass in abdomen for 5 years

(gradually increased to present size. She is in the
perimenopausal age group with last menstrual period 7
months back.

She is of average built with normal general physical
examination.

On abdominal examination- A mass corresponding to 30
weeks fundal height was felt arising from pelvis as lower
limit could not be reached. Mass was firm to hard in
consistency, irregular surface, moving side to side
horizontally and non-tender.

On bimanual examination-Uterus 8-10 weeks size,
deviated to left side, anteverted.

Right adnexal mass was felt as described above and was
moving with cervical motion.

USG whole abdomen showed large heterogeneously
hyperechoic lesion of size 15.2x21.5x17.3 seen in the
abdomen extending from mid-abdomen superiorly up to
the pelvis region inferiorly. Both ovaries were not
visualized separately. Lesion showed calcified and cystic
changes without internal vascularity and few dilated
tortuous vessels were noted on the left side of adnexa.
Multiple fibroids visualized in the uterus. These findings
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suggested ovarian mature teratoma/peritoneal lesion with
multiple uterine fibroids.

All tumor markers (CA-125, CA19.9, CEA, B HCG,
LDH) were within normal limits.

CECT imaging findings are suggestive of, large
heterogeneously enhancing partially calcified lobulated
solid lesion (19x15.3x17.2 cm) in mid and lower abdomen
in right lateral and medial locations. No enlarged lymph
nodes seen. Bulky uterus with multiple fibroids seen
(Figure 1).

Figure 1 (A and B): CECT imaging of lower abdomen
showing large heterogenous calcified mass towards
right side.

Figure 2 (A and B): Intraoperative picture showing
large irregular ovarian tumor and enlarged uterus
with multiple fibroids.

Her exploratory laparotomy was planned after doing all
pre operative investigations and preanesthetic checkup.
Intraoperative findings included- around 50 CC peritoneal
fluid seen- collected in heparinized syringe and sent for
cytology. A large ovarian mass approx. 22x20 cm arising
from right ovary, firm to hard in consistency, irregular
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surface, with papillary projections. Uterus was
corresponding to 8-10 weeks size with multiple fibroids.
Left sided tube and ovary were found to be normal (Figure
2).

Total abdominal  hysterectomy  with  bilateral
salpingooophorectomy done.

Abdominal cavity was inspected and palpated for any
metastasis. No evidence of metastasis found. Keeping
malignancy in mind infracolicomentectomy was also
done.

On pelvic and paraaortic lymph node sampling lymph
nodes were found to be normal.

Patient had an uneventful intra- and postoperative course
and was discharged on postoperative day 8, after total
stitch removal.

Histopathology report showed multiple fibroids in
myometrium of varying size. Cervical lips and
endocervical canal patent. Attached left ovary and tubes
normal. A 24x16x14 cm size right ovarian mass seen.
Outer surface is greyish white to greyish brown, firm to
hard, bosselated. It is gritty on cut, and the cut surface
showed greyish white solid and lobulated mass. No area of
hemorrhage or necrosis seen. Cut lumen of the right
fallopian tube was filled with brownish fluid.

Microscopy showed ovarian mass consisting of uniform,
bland, spindle cells (fibroblast) arranged in short
intersecting fascicles. Stroma showed collagen and hyaline
deposits with focal calcified area. Individual cells showed
no nuclear atypia.

Left ovary and fallopian tube were within normal limits.
Endometrium atrophic. Lymph nodes negative for
malignancy.

The impression was fibroma.
DISCUSSION

Ovarian fibromas are rare, benign solid tumors of the
ovary that are frequently seen in perimenopausal women.
Tumor can mimic uterine fibroids and other gynecological
tumors, making preoperative identification challenging in
most cases. Radiological imaging is the major diagnostic
modality which is later confirmed by histology.

Since these tumors are generally found in postmenopausal
women, total abdominal hysterectomy and bilateral
salpingo-oophorectomy are usually carried out.

Ossification is a well-known condition that can happen
anyplace in soft tissue. Trauma, persistent inflammation,
non-absorbed hematomas, malignancies, hypercalcemia,
and hypervitaminosis are some of the etiologies.> Except
in the case of a mature cystic teratoma or a heterologous
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mixed mesodermal tumor, calcification in the ovary is
quite unusual.

Osseous metaplasia of the ovary has been reported in cases
of endometriosis, mucinous cystadenoma,
cystadenocarcinoma, supernumerary ovary, Sertoli Leydig
cell tumor in association with a cloacal anomaly, and
ovarian thecomas (which occasionally share features with
fibromas, giving rise to the term fibro thecoma).5*

Hyalinization, dystrophic calcification, and osseous
metaplasia are the most likely causes of calcification in
ovarian neoplasms.*?

Another explanation could be that tumor cells produce
bone-forming substances such transforming growth factor-
B or bone morphogenetic proteins, which lead to the
metaplastic transformation of undifferentiated
mesenchymal stromal stem cells into osteoblasts. *2

According to several experts, osseous metaplasia appears
to be an unusual response to tissue aggression throughout
the healing process.

This odd event has not been linked to any predictive
relevance.

CONCLUSION

Ovarian fibromas are rare tumors, and the presence of
ossification in them is an uncommon characteristic. Its
pathogenic mechanism and clinical implications are yet
uncertain. Its treatment requires surgical removal along
with histopathological analysis for definitive diagnosis.
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