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A CASE OF MALIGNANT FIBROTHECOMA OF THE OVARY
Su-Kon Kim, MD, Jin-Wan Park, MD
Department of Obstetrics and Gynecology, Dankook University College of Medicine, Cheonan, Korea

Fibrothecomas are mesenchymal tumors deriving from the ovarian stromal and consisting of theca-like elements and fi brous tissue. They 
are common, but their malignant counterpart is extraordinarily rare. Classical malignant fi brothecomas are said to show four or more 
mitotic fi gures per 10 high power fi elds. We have experienced a rare case of malignant ovarian fi brothecoma in a 72-year-old postmeno-
pausal woman. We report a case with brief review of literature.
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Fibrothecomas are benign neoplasms which belong to the estro-
genic group of sex cord tumors with differentiation in fi broblastic 
or theca cells. Fibroma is purely composed of mature fi broblastic 
cells producing abundant collagen and thecoma contains many 
cells resembling theca cells and/or lutein cells as well as a number 
of fibroblastic cells. However, in some instances, differentiation 
between fi broma and thecoma is often diffi cult, justifying use of 
the term ‘fi brothecoma’. Malignant ovarian fi brothecoma is a rare 
entity. 
Classical malignant fi brothecomas are said to show four or more 
mitotic fi gures per 10 high power fi elds (HPF). These tumors occur 
generally in older menopausal patient. Histologically, these tumors 
have a stromal origin and are composed of variable proportion 
of spindle cells forming collagen and theca cells containing lipids. 
They may be hormonally active and thus responsible for estrogenic 
manifestations.
We report a rare case of malignant ovarian fibrothecoma in a 
72-year-old postmenopausal woman.

Case Report

A 72-year-old gravida 3 para 2 postmenopausal woman with no 
signifi cant medical history presented to our gynecology outpatient 
clinic with constipation and abdominal distention. No associ-
ated fever, vomiting, or localized abdominal pain occurred. The 
pelvic examination revealed a palpable non-tender pelvic mass. 
Transvaginal ultrasonogram shows a 11.3 ×11.7 ×10.2 cm sized 

well defi ned heterogenous echoic solid mass with some tiny cystic 
changes abutting on atrophic uterus in right adnexa (Fig. 1). The 
result of laboratory studies, including analysis of tumor markers, 
such as CA-125, CA19-9, squamous cell carcinoma related anti-
gen were all within normal limits.
At laparotomy, there was no ascites and a lobulated bulging mass 
measuring 15 cm was observed on the right ovary. The left ovary, 
uterus, omentum, and pelvic lymph node were unremarkable. A 
frozen section of the ovarian mass revealed a sex-cord stromal 
tumor with nuclear atypia and mitosis. The patient underwent 
abdominal total hystrectomy, bilateral salpingo-oophorectomy, 
omentectomy and pelvic adhesiolysis. Her postoperative recovery 
was uneventful and she was discharged home on the 6th day of 
surgery. 
On gross examination, the right ovary was mostly replaced by a 
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solid mass, measuring 16 ×16 cm, which is composed of yellow-
gray solid fi rm mass with focal myxoid change (Fig. 2). Histological 
examination revealed the tumor. The tumor is composed of cellu-
lar, oval to spindle cells with pale cytoplasm and frequent mitosis 
(>4/10 HPF) (Fig. 3). The tumor cells are positive for vimentin and 
alpha-inhibin (Fig. 4). The ovarian tumor was stromal tumor, and 
diagnosed as a malignant fi brothecoma.
 

Discussion

Fibrothecomas are mesenchymal tumors deriving from the ovarian 
stroma and consisting of theca-like elements and fi brous tissue. 
The term fibrothecoma has been used on neoplasms which are 
intermediate between theca cell tumor and fi broma. The vast ma-
jority of fi brothecomas behave in a benign fashion and malignant 
variants are exceedingly rare. Occasional cases of malignant the-
coma have been reported [1], but there is doubt as to whether a 

Fig. 1. Well defi ned heterogenous 
echoic solid mass (11.3 × 11.7 × 
10.2 cm) with some tiny cystic 
changes abuting on atrophic uterus 
in right adnexa.

1 D1        11.28 cm
2 D2        11.72 cm
3 D3        10.29 cm

Vol 712.280 cm3

Fig. 2. The specimen received for frozen section consists of a circum-
scribed ovarian mass (16 ×16 cm), which is composed of yellow-gray solid 
fi rm mass with focal myxoid change. 

Fig. 3. The tumor is composed of cellular, oval to spindle cells with pale 
cytoplasm and frequent mitosis (arrows) (H&E, ×400). 
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true malignant variant of this neoplasm exists. 
Because of its histologic resemblance to fibrosarcoma and sar-
comatoid granulosa cell tumor, and since the precise distinction 
between fi bromas and thecomas can be diffi cult and sometimes 
impossible to ascertain, Waxman et al. [1] proposed in 1979 that 
this type of tumor should be called “ovarian stromal sarcoma”. 
These tumors occur generally in older menopausal patient. How-
ever, some authors report 2 peaks of frequency: the fi rst 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 is ex-
tremely rare [2]. The tumor is unilateral in 90 per cent of cases and 
with an average diameter of 6 cm. In 4.5 per cent of cases it may 
be more than 20 cm [3].
The reported incidence is between 0.4% and 8.0% of all ovarian 
tumors, and this wide variability can be attributed to the diffi culty 
in differentiating fibrothecoma from ovarian fibromas or hyper-
plastic stromal nodules [4].
The clinical presentation of ovarian fi brothecoma is relatively non-
specifi c, namely pelvic pain and metrorrhagia. The clinical exami-
nation generally fi nds a solid, mobile tumor with a regular surface 
and a variable size [5]. Rarely, fi brothecomas present with endo-
crine manifestations related to hormonally active tumors. In these 
cases, estrogenic or even some rare androgenic manifestations are 
reported [6].
Even though the defi nitive diagnosis of fi brothecoma is histologic, 
Conte et al. [7] have described the presence of characteristic sono-
graphic patterns of fi brothecoma. The presence of a homogenous 
echogenic pattern, with marked posterior acoustic absorption, is 
highly suggestive of a predominantly fi brous ovarian fi brotheco-
ma; an echogenic pattern, with no posterior acoustic shadowing 

appears to be correlated to the presence of a mixed fi brothecoma; 
fi nally, the fi nding of a diffusely hypoechoic mass, with no poste-
rior echo enhancement, is characteristic of pure ovarian thecomas. 
Sonographic findings, even though nonspecific, can provide the 
clinician with useful information which permits to detect these 
rare neoplasms preoperatively.
Mak et al. [8] have described the presence of characteristic com-
puted tomography patterns of fi brothecoma. Fibrothecomas usu-
ally appear as a homogeneous solid tumor with varying degrees of 
enhancement. Calcifi cation may be present and, as these tumors 
enlarge, myxoid or cystic degeneration may occur, resulting in a 
heterogeneous pattern. CA-125 serum levels are usually normal. 
Rarely, high serum levels are noted, and they become normal after 
the removal of tumor. Depending on the prevalence of cells or 
fi brous tissue, these tumors are pathologically classifi ed as pure 
thecomas, fibrothecomas and predominantly fibrous fibrotheco-
mas [4]. 
Macroscopically, fi brothecomas are very similar to fi bromas. Micro-
scopically, fi brothecomas are composed of intermingling bundles 
or anastomosing trabeculae of ovoid theca-like cells, with round 
and pale nuclei, containing lipid droplets and fi broblastic fusiform 
elements. Granulosa cells, separated by collagen bundles, have 
also been observed.
For Prat and Scully [9], the tumor is benign if there less than 3 
mitosis per 10 HPF, and malignant fi brothecomas are said to show 
four or more mitotic fi gures per 10 HPF. Two clinical associations 
are worth to mention. The fi rst is called Meigs syndrome. Meigs 
syndrome is a rare clinical entity characterized with ovarian benign 
tumor, ascites and hydrothorax. This syndrome is observed with 
1%-10% of ovarian fibromas. Hydrothorax and ascites regress 

Fig. 4. The tumor cells are positive for vimentin (A) and alpha-inhibin (B). (Immunohistochemistry, ×400). 
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quickly after the ablation of the tumor [10]. The second associa-
tion is called sclerosing peritonitis. Sclerosing peritonitis is a 
rare infl ammatory process that leads to the deposition of a thick 
fibrous membrane on the peritoneum. Sclerosing peritonitis is a 
recognized complication of chronic ambulatory peritoneal dialysis 
[11]. It has also been linked to practolol and other ß-blocking 
agent [12]. The serosa of the small bowel is the most frequently 
and, most severely affected site. Involvement is usually confi ned 
to the peritoneum, which may be thickened as much as 4–5 mm, 
but occasionally the muscularis is involved. Less commonly, the 
peritoneum of the large bowel and the visceral peritoneum of the 
pelvis and upper abdomen are involved. The pathogenesis of the 
peritoneal reaction in sclerosing peritonitis is unclear but may be 
hormonally related [13]. The pelvic mass or luteinized thecoma 
comprises a proliferation of ovarian spindle cells, which enlarge 
under the influence of progesterone. Sclerosing peritonitis in 
chronic ambulatory peritoneal dialysis patients has a high mortal-
ity rate, but data from patients with luteinized thecomas are more 
favorable [13]. With thecomas, this process appears to be self-
limiting, requiring conservative management.
Treatment of these ovarian tumors is based on surgery. The surgi-
cal intention is always that of a complete resection of the mass, 
or even en bloc resection with adjacent or infi ltrated organs and 
structures. For all patients with a potentially resectable tumor, the 
surgical access we prefer is a long midline ventral incision with the 
patients in the supine position. An additional transverse incision 
was sometimes adopted in huge tumors in order to provide maxi-
mum exposure. Factors infl uencing survival outcome of tumorous 
mass include, location, tumor size, adjacent involvement, mitotic 
index. However, it is generally agreed that the most important fac-
tor infl uencing survival outcome of malignancies is the surgeon’s 
skill in resecting the tumor [14]. Considering the difficulty of 
achieving complete resection with clear margins in giant tumors, 
especially those with involvement of critical abdominal vessels as 
vena cava, aorta, and mesenteric vessels, a lager tumor size was 
found to be a negative prognostic factor. If the surgeon is able to 
achieve safe tumor resection without microscopic residual disease, 
patient may expect long-term survival, regardless of tumor size. 
In fact, it has showed that the status of gross surgical margins is 
the most important factor infl uencing prognosis. When neoplastic 
infi ltration of adjacent organs is suspected, en bloc resection with 
the involved organs, such as stomach, intestines, pancreas, kidney, 
liver, spleen, adrenal gland, is always preferable [15].
In conclusion, We have experienced a rare case of malignant ovar-
ian fibrothecoma in a 72-year-old postmenopausal woman. We 

report a case with brief review of literature.
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악성 난소 섬유난포막종 1예

단국대학교 의과대학 산부인과학교실

김수곤, 박진완

  섬유난포막종은 난소 간질에서 유래된 간엽성 종양으로 난포유사물질과 섬유조직으로 이루어진 종양이다. 이들은 흔하지만 악성의 형

태는 매우 드물다. 전통적인 악성 섬유난포막종의 기준은 고배율상에서 유사분열상이 4개 이상 보이는 것이다. 저자들은 72세 폐경 여성

에서 보기 드문 악성 난소 섬유난포막종 1예를 경험하였기에 간략한 문헌 고찰과 함께 보고하는 바이다. 

중심단어: 난포막종, 섬유종, 악성신생물, 난소, 분열 지수
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