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ibromas are benign tumors of the ovary and arising from the stromal
component of the ovary. They represent a subgroup of the granulo-
sa-theca cell tumors and belong to the thecoma-fibroma group ac-

cording to the World Health Organization (WHO) classification of ovarian
neoplasms.1,2 Fibromas are the most commonly encountered subtype of the
sex cord-stromal tumors fibromas, account for almost two-thirds of neop-
lasms in this group. The mean age at diagnosis is 48 years and 90% of pati-
ents are at least 30 years old when they are diagnosed with fibroma.1,3

Although other sex cord-stromal tumors secrete hormonal products, fibro-
mas are rarely associated with estrogen production. In macroscopic deter-
mination nearly half of the cases (40%) have tumor size bigger than 10 cm
in diameter.3 Only one third of the cases have smaller than 3 cm.1-3 They are
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ra rely bi la te ral (5% of ca ses). Lar ge tu mors ha ve a
smo oth or slightly ir re gu lar se ro sal sur fa ce and are
ge ne rally so lid. Small le si ons may be se en as poly-
po id no du les over  the ovary or as non-cap su la ted
no du les in the ovary. The cut sur fa ce may so me ti -
mes de mons tra te are as of cystic de ge ne ra ti on. Dy-
strop hic cal ci fi ca ti ons may al so oc cur, es pe ci ally if
the fib ro mas are se en in as so ci a ti on with ba sal cell
ne vus syndro me4 (fe a tu res of this syndro me inc lu -
de ba sal cell car ci no mas ap pe a ring early in li fe, and
bi la te ral mul ti no du lar cal ci fi ed ova ri an fib ro mas
al so known as Gor lin syndro me). Ova ri an fib ro mas
ha ve al so be en des cri bed in as so ci a ti on with Maf-
fuc ci and So tos syndro mes.4-6

In mic ros co pic exa mi na ti on fib ro mas con sist
of cel lu lar bund les and in ter sec ting strips of hya li -
ne-ap pe a ring col la gen and fib ro us tis su e. Tu mor
cells ha ve spind le sha ped nuc le i with no signs of
aty pi a and pro du ce col lo gen.1-3 The cel lu la rity va -
ri es in ver sely with the amo unts of col la gen pro duc-
ti on and stro mal ede ma, both of which may be
qu i te in ten se. Mi to ses are ra re, but oc ca si o nally fi-
b ro mas may be hyper cel lu lar and/or show subs -
tan ti al mi to tic ac ti vity. Cel lu lar fib ro mas con ta in
one to thre e mi to ses per 10 high-po wer fi elds. Dy-
strop hic cal ci fi ca ti ons, fo cal nec ro sis and he morr -
ha ge are com mon.

Cli ni cally they ra rely ca u se symptoms.3 The se
tu mors are of ten an ac ci den tally fin ding on ra di o -
lo gi cal exa mi na ti on for va ri o us re a sons. Ho we ver,

symptoms re la ted to as ci tes and ple u ral ef fu si on
may de ve lop, es pe ci ally in tho se ca ses with lar ge
tu mors. As ci tes or clas sic Me ig’s syndro me with ad-
di ti o nal hydrot ho rax sho uld be se en  in 10% of all
ca ses.

CA SE RE PORT
A 40 ye ars old wo man, gra vi da 2, pa rity 1, abor ti -
on 1 ad mit ted our cli nic with pel vic pa in 7 month
du ra ti on. Her mens tu ral his tory was ir re gu lar and
me di cal his tory was un re mar kab le ex cept pre vi o us
car pal tun nel ope ra ti on. Gyne co lo gic exa mi na ti on
and trans va gi nal ul tra so nog raphy we re al so un re -
mar kab le. In pre o pe ra ti ve pe ri od tu mor mar kers
and ot her bi oc he mi cal pa ra me ters we re nor mal.

Pa ti ent was ope ra ted  by la pa ros co pi cally for
chro nic pel vic pa in. In  pel vic vi su a li za ti on ute rus
and right ad ne xa we re nor mal. In left ad ne xa  left
ovary was strictly ad he rent to the left ova ri an fos -
sa. In the po uch of do ug las so me pe ri to ne al ad he -
si ons we re se en but not occ lu ded (Fi gu re 1 a,b,c).
The re was al so left pa ra tu bal cyst in 1.5 cm di a me -
ter. Af ter pel vic vi su a li za ti on an at temp to mo bi li -
ze the left ovary and pel vic ad he si oly sis was do ne.
Du ring  the mo bi li za ti on of the left ovary a so lid
mass which was 2.5-3 cm di a me ter, firm, ir re gu lar
and ad he rent to the fos sa was se en (Fi gu re 2). This
tu mor was dis sec ted from fos sa and left ovary by
pre ser ving left ova ri an func ti on (Fi gu re 3 a,b). Left
sal pin gec tomy and  right tu bal li ga ti on was do ne

FI GU RE 1: In left ad ne xa  left ovary was strictly ad he rent to the left ova ri an fos sa.  In the po uch of do ug las so me pe ri to ne al ad he si ons we re se en but not occ lu ded.
Pelvic vizualisatior.
a) Uterus and right adnexa were normal. In left adnexa left ovary was strictly adherent to the left ovarian fossa. In the pouch of douglas  some peritoneal adhe-
sions were seen but not occluded, b) In left adnexa left ovary was strictly adherent to the left ovarian fossa, c) Right adnexa were normal.
R: Right hand side, L: Left hand side, U: Uterus, PD: Pouch of douglas.
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by the pa ti ents ste ri li za ti on of fer.  Tu mor was an-
aly zed by fro zen sec ti on but be ca u se of cal ci fi ed
na tu re of tu mor, pat ho logy re ve a led not hing in tra -

o pe ra ti vely. Af ter pe ri to ne al and omen tal bi op si es,
ope ra ti on was ter mi na ted. The his to pat ho lo gic ex-
a mi na ti on re ve a led the pre sen ce of me tap las tic bo -
ne and bo ne mar row over the fib ro ma tis su e
(Fi gu re 4). Pel vic pe ri to ne al and omen tal tis su e we -
re nor mal. 

DIS CUS SI ON
Fib ro mas are the most com mon be nign so lid ne op -
lasms of the ovary. They ac co unt for ap pro xi ma -
tely 5% of be nign ova ri an ne op lasms and
ap pro xi ma tely 20% of all so lid tu mors of the ovary.
Fib ro mas are tu mors that con ta in spind le cells and
grow slowly, with an ave ra ge di a me ter of 6 cm. So -
me fib ro mas ha ve be en as lar ge as 30 cm in di a me -
ter. Fe wer than 10% of fib ro mas cal cify. In our ca se
fib ro ma was uni la te ral, so lid, 3 cm in di a me ter and
cal ci fi ed. 

FIGURE 2: During the mobilization of the left ovary a solid mass which was
2.5-3 cm diameter, firm, irregular and adherent to the fossa was seen.
L: Left hand side, U: Uterus, O Over, M: Mass.

a b
FI GU RE 3: This tu mor was dis sec ted from fos sa and left ovary by pre ser ving left ova ri an func ti on.
a) The tu mor was dis sec ted from fos sa and left ovary by pre ser ving left ova ri an func ti on, b) A so lid mass.
L: Left hand si de, U: Ute rus, M: Mass.

FI GU RE 4: The histopathologic examination revealed the presence of metaplastic bone and bone marrow over the fibroma tissue
a) HE, x100, b) HE, x200, c) HE, x400.
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Me igs’ syndro me rep re sents a be nign con di ti -
on which is des cri bed by the pre sen ce of a be nign
ova ri an mass, as so ci a ted with as ci tes and ple u ral
ef fu si on that re sol ve af ter the re sec ti on of the ad ne -
xal mass.7 Des pi te ear li er si mi lar re ports, Me igs’
pro perly des cri bed the tri ad of the syndro me, ini-
ti ally in his bo ok “Tu mo urs of the fe ma le pel vic or-
gan s”. Sub se qu ently he pub lis hed along with Cass
a se ri es of 7 ca ses with fib ro mas of the ova ri es and
the as so ci a ted symtomps in 1937.8 The as ci te re la -
ted to fib ro ma is tho ught to be ca u sed by ex ces si ve
tran su da te from the tu mo urs sur fa ce in an amo unt
that the pe ri to ne um can not ab sorb.9 The re are va -
ri o us the o ri es abo ut the mec ha nism of ple u ral ef-
fu si on of which one sup ports the qu ick trans fer of
the as ci tic flu id vi a trans di ap hrag ma tic lympha tic
chan nels or sto mas.10 The in ci den ce of as so ci a ted
as ci tes is di rectly pro por ti o nal to the tu mor si ze. So
in our ca se re la ted to the small si ze of tu mor the re
was no as ci te or ple u ral flu id.

Le vel of CA 125 in fib ro mas are tho ugt to be
re la ted amo unt of as ci tes, not tu mor  it self di rectly.
Ir ri ta ti on of the pe ri to ne al sur fa ce may al so exp la -
in the in cre a sed CA 125 le vels as so ci a ted with 
fib ro ma/fib rot he co ma. In de ed, on im mu no pe roxy -
da se sta i ning, CA 125 is fo und to be lo ca li zed wit -
hin the pe ri to ne um and not in the tu mor.11,12 In our
ca se we did not se e ne it her as ci te nor ri sing le vels
of CA 125.

Ne vo id ba sal cell car ci no ma (NBCC) syndro -
me, al so known as ba sal cell ne vus syndro me and
Gor lin syndro me, is a ra re au to so mal do mi nant
con di ti on with in ci den ce of bet we en one in
57.000-164.000 in di vi du als.13,14 This syndro me con-
sists of de ve lop men tal ano ma li es and sus cep ti bi lity
to can cer, es pe ci ally ba sal cell car ci no ma. NBCC
syndro me is ca u sed by mu ta ti ons in the PTCH ge -
ne lo ca ted on chro mo so me 9.15 The re many kinds

of ano ma li es with this syndro me and one of them
is ova ri an fib ro mas. The re are thre e lar ge se ri es that
are pub lis hed in 1990s abo ut the pre va len ce of fib -
ro mas in Gor lin syndro me. Ac cor ding to the se stu -
di es pre va len ce of fib ro mas in this syndro me is
14-24%. It was al so re por ted that ova ri an fib ro mas
are mo re li kely to be bi la te ral and cal ci fi ed in pa ti -
ents with NBCC syndro me.16 In our ca se pa ti ent
and her re la ti ves do not ha ve his tory of any ma lig -
nancy, her fib ro ma was uni la te rally lo ca ted and
apart from this syndro me she do not ha ve any mal-
fo rma ti on.

In pat ho lo gic exa mi na ti on fib ro mas con sist of
cel lu lar bund les and  in ter sec ting strips of hya li -
ne-ap pe a ring col la gen and fib ro us tis su e. Tu mor
cells ha ve spind le sha ped nuc le i with no signs of
aty pi a and pro du ce col lo gen.1-3 The cel lu la rity va -
ri es in ver sely with the amo unts of col la gen  pro-
duc ti on  and stro mal ede ma, both of which may be
qu i te in ten se. Mi to ses are ra re, but oc ca si o nally fi-
b ro mas may be hyper cel lu lar and/or show subs -
tan ti al mi to tic ac ti vity. Cel lu lar fib ro mas con ta in
one to thre e mi to ses per 10 high-po wer fi elds. 
Dystrop hic cal ci fi ca ti ons, fo cal nec ro sis and he m-
orr ha ge are com mon. Our ca se’s pat ho lo gic exa mi -
na ti on re ve a led that no signs of ma lig nancy in
pe ri to ne al and omen tal bi op si es but me tap las tic bo -
ne tis su es we re se en in fib ro mas tis su e. As we des -
cri bed over cal ci fi ca ti ons may be se en  but this ca se
is first ca se in li te ra tu re that  bo ne tis su e was se en
in fib ro ma. Be ca u se of any sign of ma lig nancy, sur-
gery was li mi ted to fib ro ma ex tir pa ti on, pe ri to nal
and omen tal bi op si es.

In conc lu si on we des cri bed a ca se of uni la te -
ral fib ro ma of ovary that was fo und in ci den tally
by la pa ros co pic sur gery for chro nic pel vic pa in
with pat ho lo gi cally con sis ting me tap las tic bo ne
tis su e.
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