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Primary Ovarian Leiomyoma: An Uncommon Entity ‑ Case Report and a 
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A B S T R A C T

Among all benign primary ovarian smooth muscle tumors, ovarian leiomyoma, is uncommon, accounting for 0.5-1% of all 
tumors. Most of these tumors are unilateral, small in size, and generally occur in premenopausal women. This paper presents a 
case report of primary ovarian leiomyoma, which is a rare entity, in a postmenopausal female with complaints of abdominal pain. 
The left ovarian mass was histopathologically and immunohistochemically diagnosed as ovarian leiomyoma. Unlike smooth 
muscle tumors of uterine origin, there are no definite histological criteria to categorize smooth muscle tumors of ovary. This is 
an additional case of ovarian leiomyoma with brief review of literature, especially highlighting differential diagnosis of ovarian 
spindle cell lesions.
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INTRODUCTION

Among all benign primary ovarian smooth muscle tumors, 
ovarian leiomyoma, is uncommon, accounting for 0.5-1% of 
all tumors.[1] Most of these tumors are unilateral, small in 
size, and generally occur in premenopausal women.[2] The 
most likely theory is that they take their origin from the 
smooth muscle of the ovarian ligaments where they enter 
the ovary or from the smooth muscle of the ovarian blood 
vessels.[1,3] We present a case of primary ovarian leiomyoma 
in a postmenopausal female.

CASE REPORT

A 47-year-old postmenopausal woman presented with a 
complaint of abdominal pain for past 1 month. There was no 
history of vomiting. Examination of the abdomen revealed 
presence of tenderness at the right iliac region. A hard mass 
was palpable on vaginal examination. Contrast computed 
tomography scan of the abdomen showed ovarian mass 
lesion [Figures 1 and 2]. The patient’s CA-125 level was 
17.4 IU/ml. A staging laparotomy was performed. There was 

a large ovarian mass of the size 15 × 12 cm with an irregular 
surface. The right ovary was adherent to the appendix. Cecum, 
omentum, and small bowel were likewise adhered to the whole 
tubo-ovarian mass. A fundal fibroid of 5 × 4 cm was noted 
on the anterior surface. There were no pelvic or peritoneal 
deposits. The rest of the bowel and bladder appeared to be 
normal; minimal ascitic fluid was present. Total abdominal 
hysterectomy with bilateral salpingo-oophorectomy, 
adhesiolysis, and appendectomy was done.

On gross examination, the left ovarian mass was measuring 
16 × 12 × 6 cm, cut section of which revealed compressed 
normal ovarian architecture replaced by a solid/cystic 
lesional mass of 15 × 12 cm. Microscopically, it showed rim 
of normal ovarian stroma along with a lesional component 
comprising of criss-cross and whorly spindle cell fasciculi 
with minimal pleomorphism. The spindle cells had 
blunt-ended nuclei and moderate amount of eosinophilic 
cytoplasm [Figure 3]. There were extensive areas of edema 
and hyaline degeneration. Mitotic activity was sparse, 0-1/10 
high-power field. Necrosis was not observed. Based on 
these features, the tumor was diagnosed as benign ovarian 
leiomyoma. Immunohistochemically, the tumor showed 
intense positivity for smooth muscle actin and positivity for 
desmin [Figure 4]. The final histopathological diagnosis was 
ovarian leiomyoma. Unlike uterine smooth muscle tumors, 
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there are no definite criteria to evaluate ovarian ones. Since 
the present tumor was cytologically bland with minimal 
mitotic activity and without necrosis, we preferred to label 
it as ovarian leiomyoma. In addition, the uterus revealed 
small intramural leiomyomas.

DISCUSSION

This is a case of ovarian leiomyoma in a postmenopausal 
woman who presented with a complaint of abdominal 
pain. Most ovarian leiomyoma described in literature 
are asymptomatic and were discovered incidentally.[1,4] 
In symptomatic cases, clinical presentations are variable 
like abdominal pain, a palpable mass, hydronephrosis, 
elevated CA-125, hydrothorax, and ascites.[1,2,5,6] Our 
patient had only complaint of abdominal pain. The age 
of presentation of ovarian leiomyoma varies between 
20 and 65 years and postmenopausal cases account for 
approximately 16%.[4]

Most ovarian leiomyoma are usually unilateral and small in 
size, and mostly with a diameter of <3 cm.[4] In the present 
case, the ovarian leiomyoma was large in size. The uterus 
also revealed the presence of intramural leiomyomas. Similar 
cases of simultaneous occurrence of both ovarian and uterine 
leiomyomas have been described in literature.[3,7]

Primary ovarian leiomyoma should also be distinguished 
from tumors arising from the broad ligament and extending 
into the hilum of ovary or wandering leiomyoma.[3,4] The 
present tumor showed a rim of normal compressed ovarian 
tissue, thereby establishing the primary nature of the 
lesion, the smooth muscle origin of which was noted both 
histopathologically and immunohistochemically.

The differential diagnoses for ovarian leiomyoma include 
other spindle cell lesions like ovarian fibroma/thecoma, 
cellular fibroma/thecoma, and sclerosing stromal tumor. 
Immunohistochemically desmin shows diffuse positivity 

Figure 1: Contrast CT axial image showing heterogeneous enhancement 
of pelvic mass

Figure 2: Plain CT axial image showing mixed density lesion in the pelvis 
displacing the uterus and bladder anteriorly and rectum posteriorly, 
suggesting ovarian origin

Figure 3: Microscopy of tumor showing spindle cells with blunt-ended 
nuclei and moderate amount of eosinophilic cytoplasm (H and E, ×20) Figure 4: Tumor cells showing positivity for smooth muscle actin (IHC, ×40)

[Downloaded free from http://www.jbcrs.org on Monday, March 13, 2017, IP: 220.227.255.125]



Journal of Basic and Clinical Reproductive Sciences · January - June 2013 · Vol 2 · Issue 156

Jena, et al.: Primary ovarian leiomyoma

in leiomyoma. However, in fibromatous tumors, it 
is typically negative or only focally positive. Smooth 
muscle actin is often positive in both leiomyoma and 
fibromatous tumors.[1,8] Cellular thecoma does not express 
smooth muscle actin and instead expresses α-inhibin and 
calretinin.[1,8,9]

Leiomyosarcoma, spindle cell carcinoma, and metastatic 
gastrointestinal stromal tumors also should be excluded 
in case of large tumors.[4,7,10] Lerwill et al., described 
smooth muscle tumors of ovary exhibiting the same 
varied histological spectrum as their uterine counterparts. 
However, unlike the case with uterine leiomyomas, the 
histological features of malignancy for ovarian smooth 
muscle tumors have not been well defined.[7,9]

Usually ovarian leiomyoma have a benign course. Complete 
surgical resection is the preferred treatment. Our patient is 
doing well 2.5 years after the surgery.

Ovarian leiomyoma is a very rare tumor of unknown 
histogenesis. It should be considered in the differential 
diagnosis of ovarian spindle cell tumors. Appropriate 
immunohistochemical analysis helps in correct diagnosis. 
This is an additional case of ovarian leiomyoma in a 
postmenopausal woman.
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