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Case Report

INTRODUCTION

Fibroid is the commonest benign neoplasm of the uterus
in females, composed of smooth muscle with variable
amount of fibrous connective tissue, hence named as
leiomyoma or fibromyoma. It is the commonest of all
pelvic tumours in females, excluding pregnancy; being
more common in nulliparous. It can be intra uterine /
extra uterine. Extrauterine fibroids though do occur, but
are not as common as uterine fibroids. Among the
extrauterine fibroids, broad ligament fibroids are the most
common to occur [1] although its overall incidence being
rare.

Broadligament fibroids can be primary (true) / secondary
(false). True broad ligament fibroid arises from tissues in
the broadligament itself, uterine vessels and ureters lie
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medial to the tumor. False broad ligament  fibroid arises
from uterus but grows laterally between the two layers
of the broad ligament but retains its attachment to the
uterus, uterine vessels and ureter lie lateral to the tumor.
Clinically these lesions may manifest as extra-uterine
pelvic masses that compress the urethra, bladder neck or
ureter, producing symptoms of varying degrees of
urinary outflow obstruction.

On rare occasions, these tumors may present with
unusual clinical manifestations or unusually large size.
Because of its rarity it poses specific diagnostic difficulties
causing an error in making the final diagnosis and
therefore the management.  These are usually confused
with solid ovarian tumours. This is one such casereport
where an accurate diagnosis of whether it was an ovarian
tumour or sub serosal fibroid could not be made clinically
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Figure 1: Ultrasonographic examination of abdomen and

pelvis revealed a mass of 14 x15.8 cms hypoechoic lesion

noted in left adnexa abutting the uterus

Figure 2: showing left broad ligament fibroid with attached

left tube and ovary, uterus normal in size

Figure 3: Photograph showing a large mass arising from

broad ligament with cut opened uterus

Figure 4: Photo micrograph showing benign smooth

muscle tumor

and ultrasonographically and the MRI & histopathology
confirmed the diagnosis of broad ligament fibroid.

CASE REPORT

A 50 year old nulligravida came to Gynaecology
outpatient department of our college with chief complaint
of pain abdomen and heaviness in lower abdomen since
one month. Pain abdomen was in the hypogastric region,
insidious in onset, continuous dragging type of pain
radiating to back. There were no aggravating or relieving
factors and had no relation to food or exercise.

Her menstrual cycles were regular 4/30 days with
moderate flow and mild dysmenorrhea and her LMP was
20 days back. Her marital life was 32 years, non
consanguinous marriage. She had no h/o infertility
treatment. There was no significant past & family history.
On physical examination, patient was afebrile and

haemodynamically stable.

On abdominal examination, a uniformly firm mass of 16-
18 weeks size was palpable occupying the hypogastric
and left iliac fossa which was mobile, non -tender, with
well defined upper and lateral margins.  Lower pole could
not be reached. There was no evidence of free fluid. On
speculum examination, cervix and vagina appears
healthy and cervix was deviated to right side and no
abnormal discharge was seen.

On bimanual examination, Uterus was mild bulky,
anteverted, mobile. Mass of 16-18 weeks size felt through
anterior and posterior and left fornix, uniformly firm in
consistency, mobile, non tender which was not moving
with cervical movement. Groove’s sign was positive.

Ultrasonographic examination of abdomen and pelvis
revealed a mass of 14 x15.8 cms hypoechoic lesion noted



in left adnexa abutting the uterus and a differential
diagnosis of subserosal Fibroid or an ovarian mass as
given, MRI was done which shows 8.9X11 X10.8cms sized
large smooth well marginated lobulated mass lesion in
mid line and left adenexal region with well defined
margins.

On IV contrast administration lesion shows intense near
homogenous enhancement findings favouring broad
ligament fibroid on the left side. Uterus is anteverted and
normal in size with endometrial thickness of 9-10mm.
Right ovary measured 24x21mm and left ovary measures
23x21mm, seen posterior to the above mentioned lesion
on the left side.

Routine blood analysis was within normal limits with
hemoglobin of 10.6g/dl. Renal parameters and liver
function test, chest x-ray and ECG were normal.
SerumCA-125 (Cancer antigen) levels were 10.6 u/l. After
the total workup of the case it was finally diagnosed as
left broad ligament fibroid and was posted for surgery.

Intra-operatively,  a 14x15 cms sized fibroid was noted in
the left broad ligament. Uterus was normal, left fallopian
tube and round ligament stretched over the mass, left
ovary was normal. Right ovary was cystic. As the tumor
was distorting the pelvic anatomy, careful dissection was
done to prevent ureteric injuries. Excision of tumor with
Total abdominal hysterectomy and bilateral salpingo -
oopheretomy was done. Post -operative period was
uneventful. Sutures were removed on 7th postoperative
day. Patient was discharged in a satisfactory condition.

Hysterectomy specimen with attached left broad ligament
fibroid was sent for histopathological examination.
According to histopathology report Uterus with cervix
measuring 9 x 4 x2 cm was unremarkable. Endometrium
measured 3mm, myometrium measuring 1.2 cm in
thickness. Cut section of Left broad ligament fibroid
measuring 14x12.5x8 cm shows grey white areas. Both
tubes measuring 4.5cm in length. Cut section was
unremarkable. The broad ligament fibroid was not found
to be arising from the uterus and was separate.

Microscopically, multiple sections were studied from the
specimen. Squamous metaplasia of ectocervix is noted.
Sections from endometrium and myometrium revealed
normal histology. Sections from left broad ligament mass
revealed a circumscribed cellular lesion composed of
smooth muscle cells arranged in bundles, fascicles and
whorled pattern having plump oval to elongated nucleus.
Focal areas show hyaline degeneration no atypia seen.
On the above mentioned findings a histopathological
diagnosis of benign soft tissue tumor a true leiomyoma
of the broad ligament with hyaline changes was given.
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DISCUSSION

Broad ligament is a two layered peritoneal fold which
connects the sides of uterus to lateral walls of pelvis and
its floor. Epithelial tumors are the most common broad
ligament tumors, whereas mesenchymal tumors are rare.
Among the mesenchymal tumors, the most common one
is leiomyoma. [2] It has been suggested that leiomyomas
which are adherent to broad ligament, originate from
hormonally sensitive smooth muscle elements of broad
ligament itself.

 Broad ligament leiomyoma can originate from the uterus
and invade the broad ligament (false) or it can originate
from broad ligament itself (true). These benign tumors
are usually asymptomatic. However if the leiomyoma
reaches significant size, it can push uterus to contralateral
side or it can potentially compress the surrounding pelvis
structure and manifest clinically with various sign and
symptoms. The location of tumors often determines the
various symptoms.[3]

It was important for any adnexal masses to discriminate
between benign and malignant nature of the lesion in
preoperative period for optimal patient management. The
differential diagnosis for broad ligament leiomyoma
includes masses from ovarian origin-benign or malignant,
broad ligament cyst, lymphadenopathy and tubo-ovarian
masses. In our case on clinical exmination and
ultrasonography it was suspicious of an ovarian
neoplasm. MRI showed the diagnosis of Broad ligament
fibroid. The serum level of cancer antigen CA - 125 was
done which was in normal range.

Leiomyomas may be single or multiple. In our case, there
was a single mass in broad ligament without uterine
leiomyoma. Broad ligament leiomyomas have the
potential to grow to large size [4].  In our case also the
tumor was of large size. When they grow to a large size
secondary changes may occur. Most common secondary
changes in leiomyoma are degeneration, infection,
haemorrhage and necrosis. The cystic changes in lesion
mimic the metastatic malignant ovarian tumors. [5]

Primary leiomyosarcoma in broad ligament is rarely
reported. [6]

CONCLUSION

Broad ligament fibroid is a rare entity and a true Broad
ligament, as in our case is the rarest. Broad ligament
fibroids though benign can grow to massive size and can
be confused with ovarian tumor especially when
degenerative changes are present. This case will facilitate
in creating a clinical awareness of the difficulty in
diagnosis and will help in management of such cases.



ACKNOWLEDGEMENT

The authors are thankful to the patient and her attendants for their
consent to publish the case and are grateful to Sri Chalmeda Lakshmi
Narasimha Rao, Chairman, CAIMS, Dr.V. Suryanarayana Reddy,
Medical director, CAIMS.  Dr .N. Mamata professor, Dr. G.B. Madhavi,
professor Obstetrics and Gynecology for their constant support and
encouragement in this endeavor.

CONFLICT OF INTEREST
The authors declared no conflict of interest.
FUNDING: None.

REFERENCES
1. Kumar P, Malhotra N. Jeffcoate's Principles of Gynaecology. 7th

ed. New Delhi: Jaypee Brothers; 2008. Tumors of the corpus uteri:
492.

2. Thor AD, Young RH, Clement PB. Pathology of fallopian tube,
broad ligament, peritoneum and pelvic soft tissues. Hum Pathol.
1991; 22: 856–67.

3. Stewart EA. Uterine Fibroids. Lancet. 2001; 357: 293-8.

4. Godbole RR, Laksmi KS, Vasant K. Rare case of giant broad
ligament fibroid with myxoid degeneration. J Scientific Society.
2012; 39: 144-146.

5. RajannaDK, Pandey V, Janardhan S, Datti SN. Broad ligament
fibroid mimicking as ovarian tumor on ultrasonography and
computed tomography scan. J Clin Imaging Sci. 2013; 3: 8.

6. Duhan N, Singh S, Kadian YS, Duhan U, Rajotia N, Sangwan N.
Primary leiomyosarcoma of the broad ligament:  Case report and
review of literature. Arch Gynecol Obstet. 2009; 279: 705-8.

7. Barek JS. Novack's Gynaecology. 15th ed.  New Delhi: Lippincott
Williams and Wilkins, Benign diseases of the female reproductive tract;
2007: 470.

Kavitha V et. al

Journal of Chalmeda Anand Rao Institute of Medical Sciences    Vol 9    Issue 1    January - June 2015 40



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /ENU (Use these settings to create PDF documents with higher image resolution for improved printing quality. The PDF documents can be opened with Acrobat and Reader 5.0 and later.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


