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ABSTRACT: INTRODUCTION: Serous Cystadenofibroma is a benign, usually asymptomatic and a 

very rare tumour 1 of fallopian tube. Massive oedema of ovary is not a neoplasm but is an interesting 

entity, grossly mimicking fibroma of ovary. CASE HISTORY: A fifteen year old girl presented with 

complaints of abdominal pain and vomiting since three days. She had history of irregular cycles since 

menarche (once in every six to seven months). Trans-abdominal sonography of the pelvis and 

Contrast Enhanced Computed Tomography (CECT), revealed Right Tubo-ovarian mass. Exploratory 

Laparotomy with Right partial salpingo-oophorectomy, and wedge biopsy of left ovary was done. The 

left ovary wedge biopsy tissue was taken for frozen section and later for hematoxylin and eosin 

sections. Frozen section showed only a fragment of ovarian stroma and a cyst wall lined by cuboidal 

to pseudo-stratified columnar epithelium. Histopathological diagnosis for the Right tubo-ovarian 

mass was confirmed as papillary serous cystadenofibroma of right paratubal cyst with haemorrhagic 

cyst and massive oedema of right ovary. 
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INTRODUCTION: Serous Cystadenofibroma is a benign, usually asymptomatic and a very rare 

tumour 1 of fallopian tube. Massive oedema of ovary is not a neoplasm but is an interesting entity, 

grossly mimicking fibroma of ovary. Benign epithelial tumours commonly encountered in the ovary 

are rare in fallopian tube. In the fallopian tube they most commonly arise in the ampullo-infundibular 

region. The most common benign epithelial tumour of the fallopian tube is the endometrioid polyp2, 3, 

4. Occasionally, adenomas or cyst-adenomas, papillomas and adenomyomas have been reported. 

Serous cystadenofibroma, an unusual tumour of the fallopian tube5,6 primarily occurring in the 

fimbria1, 7 is considered to be of mullerian in origin3, 4with only 16 cases reported so far. 

 

CASE HISTORY: A fifteen year old girl, presented with complaints of right iliac fossa pain and 

vomiting for past three days. She had history of irregular cycles since menarche (menstrual cycle once 

in every six to seven months). On examination the abdomen was soft. There was tenderness in the 

right iliac region. No organomegaly. Under strict aseptic precautions and combined anaesthesia, 

laparotomy was done. 30 ml of straw coloured peritoneal fluid was found and was sent for fluid 

cytology. Right ovarian mass measuring 6x4 cm identified, along with a Right para-ovarian mass 

measuring 8x7 cm identified. Left ovary was polycystic. Wedge biopsy was taken from Left ovary and 

sent for frozen section and histopathological examination. Uterus was found to be normal. Partial 

Right salpingo-oophorectomy was done and the excised specimens were sent for histopathological 

examination. 

 

MACROSCOPY: Four specimens were received in separate containers. 
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 Specimen1-Labelled as peritoneal fluid for fluid cytology: -Container had 5 ml of 

haemorrhagic fluid- for fluid cytology. 

 Specimen 2- Labelled as wedge biopsy of Left ovary- forfrozen section. 

 Specimen 3- Labelled as Right Ovarian cyst:- Container had a single, grey black, grey brown, 

soft tissue mass measuring 8x5x2.5cm [Figure 1 (a)]. Cut section- grey black, grey brown 

areas identified. Multiple small cysts identified each measuring around 0.5 cm in diameter 

[Figure 1 (b)]. 

 Specimen 4- Labelled as Right Fallopian tube- Container had a single, grey white, grey brown 

cystic mass measuring 6x5.5x2 cm. Fimbriae was identified at one end of the specimen 

[Figure 2 (a)]. Cut section- grey brown grey black. Cyst wall was of uneven thickness [Figure 2 

(b)]. 

 

FLUID CYTOLOGY: Multiple smears from the haemorrhagic peritoneal fluid stained with Giemsa 

revealed reactive mesothelial cells and degenerated lymphocytes against the proteinaceous and 

haemorrhagic background. 

 

FROZEN SECTION: Left ovary frozen section showed fragments of ovarian stroma and a cyst wall 

lined by cuboidal to pseudo-stratified columnar epithelium while H&E sections showed only ovarian 

stroma. 

 

HISTOMORPHOLOGY: Multiple sections studied from the specimen labelled, Right Ovarian cyst 

stained with Haematoxylin and Eosin, revealed ovarian stroma along with a cystic lesion, the lining of 

which was replaced by fibro-vascular tissue and showed walthard cell rest [Figure 1 (c)]. The wall of 

the cyst as well as ovary showed marked oedema along with areas of haemorrhagic necrosis and 

congested blood vessels [Figure 1 (d) & (e)].  Features were consistent with Massive Oedema of Ovary 

with a haemorrhagic cyst, and signs of torsion. 

Multiple sections studied from the Right Fallopian tube with paratubal cyst revealed, Fallopian 

tube, with markedly congested blood vessels at the fimbrial end and Walthard cell nest [Figure 2 

(c)].A paratubal cyst lined by low cuboidal to ciliated columnar cells was identified. Arising from the 

cyst was a lesion with histologic features consistent with papillary serous cystadenofibroma [Figure 

2(d), (e) & (f)]. Diagnosis of a papillary serous cystadenofibroma of right paratubal cyst with 

haemorrhagic cyst and massive oedema of right ovary was made. 

 

DISCUSSION: Paratubal cysts are common incidental findings, rarely large enough to be clinically 

significant. They are usually of mullerian (paramesonephric) origin and are lined by a single layer of 

tubal-type ciliated epithelium. Some paratubal cysts are of mesothelial origin, and these are lined by 

flattened cells with surrounding fibrous or fatty tissue. Benign epithelial tumours are rare in fallopian 

tube. Serous adenofibromas, primarily encountered as incidental finding on microscopy in the fimbria 

are typically small, uncommon tumours. Most of these are considered to be benign mixed mullerian 

tumours analogous to the adenofibroma of the cervix and the serous cystadenofibroma of the ovary3, 4. 

They are hard, white, predominantly solid fibromatous tumour, within which are small glands or cysts 

containing clear fluid and sometimes having polypoid excrescences, occasionally bilateral. In the 

present case, the tumour was a cystic lesion measuring 8x5 cm, with the cyst wall appearing black to 
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brown, with multiple tiny polypoid projections. 

In literature, four patients who had markedly enlarged ovaries were thought on clinical 

evaluation and at operation to be neoplasms, but were characterised on microscopical examination 

by diffuse oedema of the medulla and inner cortex 9. These authors designated this lesion “massive 

oedema”. Since their publication approximately 60 additional examples have been reported. The 

patients have ranged in age from 6-33 years, with an average of 21 years. Three-quarters of them 

have presented with abdominal pain, which may be acute and may be accompanied by abdominal 

swelling. In the remaining patients the clinical manifestations have been disorders of menstruation, 

evidence of androgen excess or both. Massive oedema of ovary9, 10 usually an entirely non-neoplastic 

proliferation, is rarely secondary to obstruction of lymphatic drainage by metastatic carcinoma 8 and 

Meigs Syndrome. Ovarian enlargement is unilateral in 90% of cases. Partial or complete torsion of the 

involved ovary is present in at-least half the cases. The enlarged ovaries have ranged from 5.5-35 cm 

in diameter (average 11.5 cm). Their outer surfaces are typically opaque and white; small follicle 

cysts may be seen beneath them. The sectioned surfaces characteristically have a watery appearance, 

resembling those of an oedematous fibroma or Krukenberg tumour, but identification of cystic 

follicles and sometimes corpora lutea within the oedematous tissue strongly suggests the diagnosis of 

massive oedema. Microscopic examination reveals oedematous, hypocellular stroma in the central 

portion of the ovary surrounding the follicles and their derivatives. In non-oedematous areas, the 

stroma may resemble normal stroma, hyperplastic stroma, or the type of stroma seen in ovarian 

fibromatosis. In 40% cases luteinized stromal cells are present. Associated findings are dilatation of 

vascular and lymphatic channels. Rare foci of necrosis can be seen.  The present case had similar 

clinical, operative and histopathological findings. 
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Figure 1(a):- Right Ovary: Grey black, grey brown, soft tissue mass measuring 8x5x2.5 cm. 

Figure 1(b):- Cut Section: Watery in appearance. Grey black, grey brown areas identified. Multiple 

small cysts were identified each measuring around 0.5 cm in diameter. 

Figure 1 (c), 4X, (d) - 10X & (e) - 20X: Ovarian cortex along with a cystic lesion.  Walthard cell nest 

was noted. The sub-cortical zone showed areas of haemorrhage. Entire tissue showed marked 

oedema along with areas of haemorrhagic necrosis, congested blood vessels and few follicles. 

 

 
Figure 2 (a): Right Fallopian tube with a single grey white, grey brown cystic mass measuring 

6x5.5x2 cm. Fimbriae was identified at one end of the specimen. 

Figure 2 (b): Cut section was grey brown, grey black. Cyst wall was of uneven thickness with multiple 

polypoid projections. 

Figure 2 (c) - 20X: Walthard cell nest with congestion of paratubal cyst. 

Figure 2 (d) & (e) - 10X, (f) - 20X: Papillary serous cystadenofibroma of paratubal cyst lined by low 

cuboidal to ciliated columnar cells was identified beneath which spindle cells were present. 

 All the microscopic pictures were taken using Nikon Cool pix Model 8400. 

 X- Indicates the power of objective. 

 Stain used – Hematoxylin and Eosin. 
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