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INTRODUCTION 

Ovarian fibromas belong to the group of sex cord stromal 

cell tumours and are the most common benign solid 

tumours of the ovary. The tumour mainly occurs in 

postmenopausal women and is unilateral in about 90% of 

the cases.
[1]

 Bilateral ovarian fibromas are rare. Here, we 

present a new case of bilateral ovarian fibroma in a 

perimenopausal woman. 

 

CASE REPORT 

A 45 years old perimenopausal woman, presented to 

gynecology outpatient department with the history of 

lower abdominal pain appeared 3 weeks before. On 

physical examination, mild tenderness was found on 

deep palpation of the right lower abdominal quadrant. 

Systemic examination did not show any abnormality. 

Transvaginal ultrasonography revealed a right ovarian 

mass, echogenic, without posterior shadowing; 

measuring 5 x 4 cm. Left ovary and uterus were normal. 

No free fluid was detected in the pouch of Douglas. 

CA125 levels were normal (≤ 35 IU/ml). An exploratory 

laparotomy was performed, which revealed the presence 

of bilateral ovarian tumours, measuring 5 cm on the right 

side and 2 cm on the left, were removed along with the 

uterus associating a bilateral salpingo-oophorectomy 

(Figure 1). Histopathological findings confirmed a 

diagnosis of bilateral ovarian fibroma. The patient had an 

uneventful postoperative course, and no recurrence was 

observed at 3 years follow-up 

 

 

 

COMMENT 

Ovarian fibroma was first described in the medical 

literature by Astrue in 1743.
[2]

 It represents an 

overgrowth of the ovarian stroma and is classified under 

the sex cord stromal tumors of the ovary. It is mostly 

seen in older menopausal patients.
[3]

 However, some 

authors report 2 peaks of frequency: the first peak of 

onset is after menopause and the second is between 20 

and 40 years. The occurrence of these tumors before the 

age of 20 years is extremely rare.
[4,5]

 Usually, these 

ovarian tumors are unilateral. Bilateral ovarian fibromas 

are rare and occur in 2% of patients.
[3]

 The most common 

clinical presentation of ovarian fibroma is pelvic pain 

(like in our patient), but it may also present with pelvic 

mass, metrorrhagia, urinary or digestive signs, or an 

incidental finding. The clinical examination generally 

finds a solid, mobile tumor with a regular surface and a 

variable size.
[5,6]

 In the present case, clinical examination 

was difficult due to the patient’s obesity. Two clinical 

associations are worth to mention. The first, presenting 

as a clinical triad (ovarian fibroma with peritoneal and 

pleural effusion), known as Meigs syndrome. This 

syndrome occurs in approximately 1 to 10% of ovarian 

fibromas.
[7]

 Meigs syndrome is a benign condition and 

the effusion resolves promptly following the resection of 

the fibroma. The second association is called Gorlin-

Goltz syndrome (or basal cell nevus syndrome), 

characterized by bilateral ovarian fibromas, multiple 

basal cell carcinomas of the skin, odontogenic 

keratocysts of mandible, calcified dural folds, skeletal 

anomalies and distinct syndromic facies.
[8,9]

 It is an 

autosomal dominant disorder that occurs generally in 
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ABSTRACT 

Ovarian fibromas are benign solid tumours of the ovary arising from ovarian connective tissue stroma and 

accounting for 1 to 4, 7% of all organic ovarian neoplasms. Usually, these ovarian tumors are unilateral. Bilateral 

ovarian fibromas are rare and occur in 2% of patients. We report a new rare case of bilateral ovarian fibroma in a 

45 years woman, having history of lower abdominal pain. A laparotomy was performed, confirming this diagnosis. 
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patients aged younger than 30 years.
[8]

 Finally, ovarian 

fibromas may also be associated with familial polyposis 

such as Gardner and Richard syndrome and Peutz-

Jeghers syndrome. These last 2 syndromes are also 

autosomal dominant disorders.
[10]

 Our patient had no 

features suggestive of these syndromes. The 

investigation of ovarian fibromas is based on 

sonography. Broad spectrums of sonographic features are 

reported and include especially echogenic and mixed 

echogenicity masses.
[1]

 Hypoechoic masses are also 

reported.
[11]

 Troiano and associates stressed on the 

interest of magnetic resonance imaging in identifying up 

to 82% of ovarian fibromas. The latter show a low signal 

intensity on T2-weighted image.
[12]

 Mild elevation of 

CA125 serum levels is possible in ovarian fibroma, and 

they become normal after tumor removal.
[1]

 However, 

very high levels of CA125 are rare.
[1]

 Researchers 

believe that serum elevation of CA125 may be caused by 

mesothelial expression of CA125, rather than the 

fibroma alone.
[13]

 The treatment of these ovarian tumors 

is based on surgery. Tumorectomy is generally proposed 

to young women, whereas bilateral salpingo-

oophorectomy is proposed to menopausal women. 

Macroscopically, all solid ovarian tumors look very 

similar and histological examination is essential to 

confirm the exact nature of these masses. Histologically, 

ovarian fibromas have a stromal origin and are composed 

in variable proportion of spindle fibroblastic cells, with 

abundant cytoplasm, which produce collagen. 

Occasionally lipid laden thecal cells may be seen. The 

neoplasm is then called fibrothecoma.
[6]

 Although the 

ovarian fibromas are a benign tumor, focal 

fibrosarcomatous changes may occur, represent less than 

1% of the cases reported.
[6]

 and this can only be 

diagnosed by microscopy. 

 

 
Figure 1: Macroscopic specimen view revealing 

bilateral solid ovarian masses (black arrows). 

 

CONCLUSION 

Ovarian fibromas are rare benign ovarian tumors of 

gonadal stromal cell origin. The diagnosis remains 

histological. Tumorectomy, if possible, is well indicated 

for young patients. However, radical treatment is 

indicated for perimenopausal and menopausal patients. 

Nowadays, with the advancement in minimal-access 

surgery, laparoscopy is a good alternative for removing 

small to moderate sized ovarian fibromas. 
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