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Abstract: Background: The occurrence of extramedullary plasmacytoma (EMP) in the ovaries is rare. Here, we de-
scribe the clinical, pathological and radiological presentations of ovarian plasmacytomas to improve the differen-
tial diagnosis of this disease. Also, the reasons for misdiagnosis, clinical manifestations and radiological features 
were discussed through a literature review. Case presentation: A 54-year-old woman was suspected to have EMP 
upon routine ultrasound examination and was subsequently diagnosed using pathological examination of the left 
ovarian mass. The radiological features of this case included (1) a solitary soft-tissue mass in the left ovary with 
clear boundaries; (2) a homogeneous mass with medium-density without necrosis, which was homogeneously en-
hanced after contrast medium injection; and (3) magnetic resonance imaging showing a homogeneous lesion with 
isointense signals on T1- and T2-weighted imaging, restricted diffusion on diffusion-weighted imaging, and a low 
apparent diffusion coefficient value of approximately 0.72×10-3 mm2/s, which was significantly and homogeneously 
enhanced after contrast medium injection with a rapid rise-slow decay type, and with thickened vascular shadows 
around the lesion. Conclusions: EMP in the ovary is rare and only a few cases have been reported. We reviewed 
EMP-related literature and the summarized the clinical manifestations, radiological features and treatment strate-
gies of this disease to help the diagnosis and management. Application of second-line drugs might be a viable 
strategy to improve the survival rate of patients and to prevent the progression to a certain extent.

Keywords: Extramedullary plasmacytoma, ovary, radiological presentations, differential diagnosis

Introduction

Plasma cell neoplasms (plasmacytomas) are 
characterized by neoplastic proliferation of 
plasma cells, synthesizing monoclonal immu-
noglobulins. Depending on the site, they can be 
categorized as single (solitary plasmacytoma) 
or multiple lesions (multiple myeloma, MM) [1]. 
Solitary plasmacytomas mostly occur in the 
bone (plasmacytoma of the bone) but can also 
occur in soft tissues outside the bone (extra-
medullary plasmacytoma, EMP). EMP may 
present as single or multiple lesions [1, 2]. The 
clinical course, treatment and prognosis of soli-
tary plasmacytoma of the bone, EMP, multiple 
or solitary plasmacytoma and MM are different, 
and they should be regarded as independent 
diseases rather than as a spectrum of the 
same disease [2, 3].

EMPs most frequently develop in the upper 
aerodigestive tract, approximately 80% in the 

head and neck but rarely in the ovary [4, 5]. Few 
cases of solitary ovarian EMP and a literature 
review have been reported [6-11]. In addition, 
EMP is a special form of plasmacytoma with 
unique biological behavior, clinical manifesta-
tions and treatment strategies [12]. Therefore, 
preoperative diagnosis is very important. Due 
to its rarity, there are few reports on the radio-
logical features of ovarian plasmacytomas. We 
discussed the clinical manifestations, radiologi-
cal features, diagnosis and differential diagno-
sis of EMPs in the ovary with a literature review, 
to improve the radiological understanding of 
this tumor and the diagnostic accuracy.

Case presentation

A 54-year-old woman with no obvious discom-
fort underwent routine ultrasound examination, 
which revealed a well-defined hypoechoic nod-
ule, approximately 0.9×0.7 cm in size, on the 
left uterine wall and a well-defined cystic mass 
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full of fine echoes about 4.9×4.2 cm in size in 
the left adnexa. A diagnosis of a uterine 
hypoechoic nodule (myoma) and cystic mass 
(chocolate cyst) in the left adnexa was 
considered.

Gynecological examination after admission re- 
vealed a mass of approximately 4 cm in diam-
eter without tenderness in the left adnexa. 
Complete blood count revealed 77% neutro-
phils, human chorionic gonadotropin yielded 
negative for pregnancy, and reproductive hor-
mone levels and biochemical tests were wi- 
thin normal ranges. Furthermore, bone marrow 
examination results were normal. Immunofixa- 
tion electrophoresis, immunoglobulin and uri-
nary protein were negative. Moreover, positron 
emission tomography-computed tomography 
(PET-CT) showed no other organ involvement.

Contrast-enhanced computed tomography (CT) 
of the whole abdomen revealed an oval, well-
defined homogeneous and isodense mass 
measuring approximately 4.5×4.0 cm in the left 
pelvic cavity, with homogenous enhancement. 
A diagnosis of a left pelvic mass, which could 
have been a benign tumor developing from the 
left adnexa with the possibility of an ovarian 
fibrothecoma or a broad ligament fibroid, was 
considered. Contrast-enhanced magnetic reso-
nance imaging (MRI) of the pelvis revealed a 
well-defined, roundish, homogeneous mass 
measuring 4.6×4.1×3.7 cm with isointense sig-
nals on T1-weighted imaging (T1WI) and T2-wei-
ghted imaging (T2WI), hyperintense signals on 
diffusion-weighted imaging (DWI), and a low 
apparent diffusion coefficient (ADC) value of 
0.72×10-3 mm2/s in the left adnexa. In addition, 
there was a significant homogeneous enhance-
ment after contrast medium injection. A possi-
bility of fibrothecoma was considered and 
broad ligament fibroid needed to be excluded 
(Figure 1).

Intraoperatively, a 5×5 cm solid mass was 
found in the left ovary with a smooth outer sur-
face and a relatively intact capsule, with gray-
white cut surface, and the mass tissue was 
brittle and fragile for clamping. Hematoxylin-
eosin staining of the tumor at high and medium 
magnifications revealed that the tumor was dif-
fusely and loosely arranged. The cells were 
ovoid, slightly larger plasma cells with eccentric 
nuclei, coarse chromatin and basophilic cyto-
plasm arranged in a spoke-wheel pattern, along 
with binuclear cells (Figure 2). Intraoperative 

rapid frozen sections suggested a round cell 
tumor of the left ovary that was morphologically 
consistent with a plasma cell-derived tumor. 
However, sex cord-stromal tumors, such as the 
granulosa cell tumor, had to be excluded. The 
immunohistochemistry indicated CD138(+), 
CD163(-), L(+), R(-), CK(-), MuM1(+), CD79a(+), 
CD19(-), CD20(-), CD38(+), CD56(-), CD117(-), 
α-inhibin(-), SF1(-), Ki-67(+) 50%, Kappa(-), and 
Lambda(+) (Figure 2). The results indicated an 
ovarian plasmacytoma.

Repeated bone marrow flow cytometry revealed 
no abnormal clonal plasma cell population 
(<0.01%) and 1.1% of normal plasma cell phe-
notype (CD45+, CD38+, CD138+, CD19+, 
CD56-, CD28-, CD20-, and CD117-). Bone mar-
row cell examination indicated a plasmacytoma 
with occasionally discernible mature plasma 
cells (0.5%). Histological examination revealed 
predominant granulocytic lineage with good 
hematopoiesis, and plasma cells were not 
increased (plasma cells accounted for approxi-
mately 1% with occasionally discernible pro-
plasmacytes). Plasmacytoma fluorescence in 
situ hybridization results showed that Iq21 
amplification was positive, while RB1, IGH, P53 
and D13S319 were negative. Karyotype analy-
sis was 46, XX [13]. Blood immunofixation  
electrophoresis, immunoglobulin, troponin and 
urine protein were negative. Repeat whole-body 
PET-CT imaging revealed postoperative chang-
es in the left ovary with increased fluorodeoxy-
glucose metabolism in the surrounding soft tis-
sues, possibly due to inflammation.

Subsequently, the patient underwent five  
sessions of pomalidomide/cyclophosphamide/
dexamethasone regimen (bortezomib 1.9 mg, 
cyclophosphamide 0.3 g, and dexamethasone 
40 mg, all administered once per week), and 
two sessions of ixazomib/dexamethasone regi-
men (ixazomib capsules 4 mg once per week 
for 3 weeks combined with dexamethasone 20 
mg once per week). The patient has been fol-
lowed up regularly for 2 years and is currently in 
a stable condition. The manifestations of ovar-
ian plasmacytoma in the current case are illus-
trated in Table 1.

Literature review and discussion

EMP refers to plasma cell tumors that originate 
outside the bone marrow hematopoietic tis-
sues [14-16]. With the continuous advent of 
new drugs, myeloma patients’ survival time has 
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significantly increased, but the incidence extra-
medullary lesion is increasing [17, 18]. Using 
sensitive imaging technologies, such as PET-CT 
and MRI, the EMP diagnosis rate has signifi-
cantly improved [19]. The medical community 
has provided an in-depth and comprehensive 
understanding on the classification, pathogen-
esis, clinical features and treatment of the dis-
ease [13, 20-24].

Primary plasmacytoma, both inside and out-
side the bone, differs from MM due to the 
absence of hypercalcemia, renal insufficiency, 
anemia, and marrow plasma cell proliferation, 
with normal skeletal examination and serum or 
urine protein levels <2 g/dL [25]. In this case, 

multiple bone marrow examinations detected 
no clonal B lymphocytes or abnormal plasma 
cell populations, and immunofixation electro-
phoresis was negative. Both immunoglobulin 
and urine protein were negative, and PET-CT 
did not indicate involvement of other sites. 
Therefore, myeloma was excluded. The patho-
logical diagnosis of the left ovarian mass was 
plasmacytoma, thus, EMP was considered.

EMPs most frequently develop in the upper 
aerodigestive tract, with approximately 80% in 
the head and neck, particularly in the nasal 
cavity/sinuses (30%-60%), followed by the na- 
sopharynx/oropharynx (20%) [4, 26]. In addi-
tion, approximately 10%-20% of patients have 

Figure 1. Magnetic resonance imaging. A-D: Sagittal, coronal, and transverse T2-weighted imaging (T2WI) images 
show an isolated soft-tissue mass in the left ovary, measuring 4.5×4.0 cm, with a clear boundary. On T2WI, the 
mass appears slightly higher in position and uniform, surrounded by thick, hollow vascular shadows (white arrow); 
E, F: Limited diffusion on diffusion-weighted imaging (DWI) and low signal on apparent diffusion coefficient (ADC). 
The ADC value was 0.72×10-3 mm2/s; G-I: T1-weighted imaging (T1WI) showing a uniform isointense signal on a 
plain scan. Enhancement was uniform in the early stage and then withdrew in the late stage, presenting with a rapid 
outflow pattern. 
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cervical lymph node metastasis at presenta-
tion time [14, 27, 28]. Other common sites 
include tonsils, lacrimal glands, lymph nodes, 
thyroid gland, gastrointestinal tract, genitouri-
nary tract, testes, and breast [29-33], but the 
occurrence in the ovaries is rare. In the present 
study, we retrieved relevant literature using the 
terms ‘extramedullary plasmacytoma’ OR ‘EMP’ 
AND ‘case report’ OR ‘features’ OR ‘diagnosis’ 
OR ‘imaging findings’. In the end, 14 articles 
were included, in which a total of 406 cases of 
EMP were reported and analyzed (Table 2). 
Based on these reports we summarized the fol-
lowing characteristics.

Clinical manifestations

Clinical manifestations of EMP are more com-
mon in men than women, with a male-to-female 
ratio of 3:1. The onset age is mostly between 
50 and 70 years. EMP is considered to lack 
characteristic clinical manifestations, and it 
usually manifests with pain or the correspond-
ing symptoms caused by compression of adja-
cent tissues, with soft-tissue masses outside 
the bone marrow as the first symptom, leading 
to an easy misdiagnosis of masses with other 
features [34, 35]. EMPs usually occur in 
patients with high tumor burdens and can exist 
independently or with MM [36]. EMP is classi-

entiation. Bartl et al. classified EMP into three 
grades according to the degree of cell differen-
tiation: grade I (low grade), grade II (intermedi-
ate grade) and grade III (high grade) [38]. 
Immunohistochemistry usually shows positive 
expressions of CD79a, CD38, CD138 and 
Lambda/Kappa, with a Ki-67 proliferation 
index of about 40%, and negative expressions 
of CD3, CD5 and CD20. Immunohistochemi- 
stry of this case revealed CD38(+), CD138(+), 
CD79a(+), Ki-67(+) 50%, and Lambda(+), which 
supported the diagnosis of EMP.

Radiological features

EMP is easy to misdiagnose because of its low 
incidence and lack of specific radiological fea-
tures. Based on the literature review, we sum-
marized the radiological features of EMP as fol-
lows. (1) The mass is isolated, round or oval, 
smooth, well-circumscribed and homogeneous. 
(2) Plain CT-scan shows well-circumscribed 
soft-tissue masses with homogeneous density, 
presenting as large lesions with small necrosis. 
(3) Contrast-enhanced CT scan shows masses 
with moderate to significant homogeneous 
enhancement, with tortuous and thick vascular 
shadows within and around the tumors. (4) MRI 
scan shows masses with isointense or slightly 
hypointense signals on T1WI, isointense or 

fied into three clinical stages: 
stage I, limited to the original 
site; stage II, severe damage 
to surrounding tissues or 
involvement of nearby drain-
ing lymph nodes; stage III, dis-
tant metastasis. This classifi-
cation is of great significance 
for guiding treatment and ana-
lyzing prognosis [14].

A definite EMP diagnosis 
needs to exclude MM since 
over 60% of EMP patients can 
be cured with only local thera-
pies, while the 5-year survival 
rate for patients with MM is 
approximately 35% [37].

Pathology and immunohisto-
chemistry

EMP is composed of neoplas-
tic monoclonal plasma cells, 
but there are obvious differ-
ences in the degree of differ-

Figure 2. Hematoxylin and eosin staining at a medium high (×20) magnifica-
tion. A: Hematoxylin and eosin staining showing the tumor tissue diffusely 
arranged and the ovoid, slightly larger than normal plasma cells with ec-
centric nuclei, coarse chromatin, and basophilic cytoplasm arranged in a 
spoke-wheel pattern, along with binuclear cells. B, C: Immunohistochemical 
staining showing MUM1(+) and CD138(+).
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Table 1. Manifestations of the ovarian plasmacytoma reported in the present study
Parameter Value/Characteristic
Info Age/sex 54, female

Site L, ovary
Symptoms Mass, 4 cm, no pain

US L, uterine wall Well-defined, hypoechoic nodule, 0.9×0.7 cm
L, adnexa Well-defined, cystic mass with fine echoes, 4.9×4.2 cm

Neutrophils (%) 77
PET-CT N/I
CT L, pel oval, well-defined, homo, iso mass, 4.5×4.0 cm
MRI pel Roundish, well-defined, homo mass, 4.6×4.1×3.7 cm, hemo enhancement after CM

T1W1: isointense signals
T2W1: isointense signals
DWI: hyperintense signals

L, adnexa ADC (mm2/s): 0.72×10-3

Visualization L. ovary 5×5 cm, mass, smooth, intact capsule
Histology Tissue Diffuse and loose

Cell Eccentric nuclei, basophilic cytoplasm, spoke-wheel pattern
IHC + CD138, L, MuM1, CD79a, CD38, Ki-67, Lambda

- CD163, R, CK, CD19, CD20, CD56, CD117, α-inhibin, SF1, Kappa
Plasma cell (%) normal 1.1%

abnormal <0.01%
FISH + Iq21

- RB1, IGH, P53, D13S319
Treatment PCD-ID
Follow-up Stable within 2 yr
Note: Info: information; US: ultrasound; L: left; N/I: no other organ involvement; CT: Contrast-enhanced computed tomography; abd: abdo-
men; pel: pelvic cavity; homo: homologous; iso: isodense; CM: contrast medium; T1WI: T1-weighted imaging; T2WI: T2-weighted imaging; DWI: 
diffusion-weighted imaging; ADC: apparent diffusion coefficient; IHC: Immunohistochemistry; yr: years; FISH: fluorescence in situ hybridization; 
PCD: pomalidomide/cyclophosphamide/dexamethasone regimen; ID: ixazomib/dexamethasone.

Table 2. Main clinical features and outcomes of extramedullary plasmacytomas in literature reviews

Author Cases M/F Range 
of ages Site Main symptoms Treatment Progression

Susnerwala [14], 1997 25 23/2 27~84 Head & neck Nasal-related diseases RT/CT/RT-CT 14

Reed [26], 2011 25 NA NA Head & neck, abd NA RT 0

Yang [34], 2006 46 32/14 4~85 Head & neck Pain, mass, swell RT/RT-CT NA

Tang [35], 2005 18 14/4 39~77 Thorax Pain, mass, cough NA NA

Ooi [37], 2006 12 8/4 NA Head & neck, thorax, abd mass NA 5

Wang [39], 2018 6 3/3 29~76 Head & neck, thorax Pain, mass, cough NA NA

Liu [40], 2017 8 6/2 43~86 Head & neck Pain, mass, vomit, 
hemorrhage

NA NA

Tong [41], 2016 6 4/2 42~65 Head & neck, thorax, abd, testis Pain, mass Surgery/ 
Surgery-RT-CT

1

Nina [49], 1990 13 12/1 6~76 Head & neck, lymph node Surgery-RT 5

Liebross [50], 1999 22 19/3 31~80 Head & neck, colon, pleura mass Surgery/
surgery-RT

12

Rangeard [51], 2006 17 14/3 39~80 Head & neck NA Surgery/
surgery-RT

4

Richardson [53], 2003 193 116/77 34~84 NA NA Drug/SCT-drug NA

Rolins [54], 1995 1 1/0 43 Nose Pain, mass Surgery-RT 1

Holland [55], 1992 14 9/5 20~85 Head & neck, thorax, abd, pelv NA RT 5
Note: M: male; F: female; NA: not available; abd: abdomen; pelv: pelvic; RT: Radiation therapy; CT: chemotherapy; SCT: stem cell transplant.
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slightly hyperintense homogeneous signals on 
T2WI, hyperintense signals on DWI, and an ADC 
value <1.2×10-3 mm2/s, suggesting malignancy 
[39]. Contrast-enhanced MRI scan shows mod-
erate to prominent homogeneous enhance-
ment with tortuous and thickened flow-empty 
vascular shadows within and around the tumor, 
and necrosis is rare [40]. Tong et al. reported 
that prominent enhancing septa of various 
shapes and different numbers could be seen 
inside the EMP after enhancement, histologi-
cally corresponding to the loose interstitial 
structure with abundant blood vessels [41]. 
However, this case showed homogeneous 
enhancement without the abovementioned 
phenomenon, which might be related to its rar-
ity. Lastly, (5) destruction of the adjacent bone 
can be observed, while bone sclerosis is rare. 
Draining lymph nodes near the lesion can be 
enlarged with insignificant internal necrosis 
[39]. In this case, no destruction or sclerosis of 
the adjacent bone was observed, which might 
be related to the lesions originating in the pel-
vic cavity and far away from the pelvic bone, 
and there was no obvious enlargement of the 
lymph nodes adjacent to the drainage area.

The radiological features of this case were as 
follows. (1) A solitary soft-tissue mass was 
found in the left ovary with clear boundaries. (2) 
A homogeneous mass with medium-density 
without necrosis was found and homogeneous-
ly enhanced after contrast medium injection. 
(3) An MRI scan showed a homogeneous lesion 
with isointense signals on T1WI and T2WI, 
restricted diffusion on DWI, and a low ADC 
value of approximately 0.72×10-3 mm2/s, which 
was significantly and homogeneously enhanc- 
ed after contrast medium injection with a rapid 
rise-slow decay type, and with thickened vascu-
lar shadows around the lesion. These features 
are consistent with the literature reports.

Analysis of the causes of misdiagnosis

We misdiagnosed this case as fibrothecoma 
and broad ligament fibroid, and here are the 
reasons. (1) The lesion presented as homoge-
neous hypointense signals on both T1WI and 
T2WI, leading to a consideration of fibrous com-
ponents of the lesion, which was similar to 
fibrothecoma. (2) A solitary mass in the adnexa 
with homogeneous hypointense signals, which 
was significantly and homogeneously enhanced 

after contrast medium injection, was similar to 
a broad ligament fibroid.

Differential diagnosis

Fibrothecoma is mainly seen in perimenopaus-
al and postmenopausal women. Some tumors 
can secrete estrogen to stimulate the endome-
trium, leading to endometrial hyperplasia [42]. 
The radiological features are as follows. (1) The 
tumors mostly appear as unilateral solid or cys-
tic-solid masses [43]. (2) The masses are round 
or roundish and occasionally lobulated [41]. (3) 
The tumors usually have clear boundaries  
with intact capsules [44, 45]. (4) The tumors 
appeared as masses with homogeneous den-
sity on CT and were slightly enhanced after con-
trast medium injection with a delayed accumu-
lation of the contrast medium. On MRI scans, 
the tumors are mainly isointense or hypoin-
tense on T1WI and have complex signals on 
T2WI. The density on CT and signal intensity on 
MRI are related to tumor components [46, 47]. 
The patient had no history of abnormal men-
struation or irregular vaginal bleeding. The 
tumor appeared as a left ovarian mass with 
homogeneous isodensity on CT and homoge-
neous isointense signals on T1WI and T2WI. 
After enhancement, the tumor was significantly 
and homogeneously enhanced, with a rapid 
rise-slow decay type. Thus, this case was incon-
sistent with fibrothecoma.

The onset age of broad ligament fibroids is rela-
tively early, and the tumor is closely related to 
the adnexa of the uterus. The tumors show 
similar density/intensity on CT/MRI to those of 
the myometrium, and the enhancement degree 
and pattern were also similar to those of the 
myometrium. The patient was an elderly 
woman. The enhancement degree of the mass 
was higher than that of the myometrium in the 
early phase and lower than the myometrium in 
the late phase, showing a rapid rise-slow decay 
type, which was not consistent with the broad 
ligament fibroid.

Lymphoma is usually characterized by large 
lesions with small necrosis, mild to moderate 
enhancement, simultaneous involvement of 
multiple sites, a high tendency toward fusion, 
easy formation of “sandwich sign”, and obvi-
ously restricted diffusion on DWI [34, 48]. This 
case presented as a single solitary lesion with 
no enlarged and fused lymph nodes or masses 



Clinical and radiological presentations of ovarian plasmacytoma

1458 Am J Transl Res 2023;15(2):1452-1461

in other body parts, which was different from 
lymphoma.

Stromal tumors are usually solid and closely 
associated with the intestine. They are signifi-
cantly and continuously enhanced after con-
trast medium injection. However, in this case, 
the tumor was located in the left ovary with no 
close relationship with the intestinal tract, and 
a dynamic contrast-enhanced scan showed a 
rapid rise-slow decay type, which was inconsis-
tent with the stromal tumors.

Ovarian cystadenocarcinoma is a common 
malignant tumor of the ovary. It can be irregular 
in shape, and the solid component presents as 
mural nodules. The solid component and the 
cyst wall were significantly enhanced after con-
trast medium injection. The tumor can invade 
surrounding tissues or metastasize into the 
omentum and lymph nodes, with significantly 
increased CA-125 levels but no obvious chang-
es in hormones. However, the tumor markers  
in this case were normal, and the tumor was 
morphologically regular with homogeneous 
enhancement. No obvious cystic component 
was observed, and there was no obvious inva-
sion or enlarged lymph nodes, with no signs of 
ascites, omental thickening, or lymph node 
metastasis.

Treatment and prognosis

There is no unified treatment regimen for EMP. 
However, a treatment regimen considering the 
specific site, size, differentiation and invasive 
degree of the lesion is needed. Radiotherapy is 
the first choice for head and neck lesions. For 
patients undergoing radiotherapy alone, a mod-
erate radiation dose (40-60 Gy) can achieve a 
local control rate of 80-100% (overall local con-
trol rate 88%), with no obvious dose-dependent 
effect [26, 49-51]. Moreover, for lesions in  
the gastrointestinal tract and testes, surgical 
resection has roughly equivalent effects as 
radiotherapy, and for patients with high malig-
nancy and relapse after treatment, adjuvant 
chemotherapy may be considered. It has been 
reported that treatment with the targeted drug 
bortezomib has a good effect on EMPs [52]. 
Therefore, second-line drugs combined with 
the new drug bortezomib can be used as the 
first-line treatment in patients with MM and 
EMP [53].

EMP prognosis depends on many factors, 
including the patient’s general condition, tumor 
size, degree of differentiation and invasion, and 
whether the treatment is standardized and 
timely. The 5-year survival rate of EMP patients 
is approximately 50-70%, and the median sur-
vival time after treatment is approximately 6-8 
years [54, 55]. Some EMP patients progress to 
MM after a certain time [14, 52]. This patient 
has been followed up regularly for two years 
and is currently stable with no signs of progres-
sion to MM.

EMP in the ovary is rare and lacks specific clini-
cal and radiological features. The diagnostic 
criteria for EMP include: (1) Histologically con-
firmed solitary plasma cell lesion; (2) A bone 
marrow biopsy showing <5% of plasma cells;  
(3) Absence of damage to multiple organs, such 
as MM; (4) Skeletal survey excluding intramed-
ullary diseases; (5) Except for possible mono-
clonal gammopathies, all laboratory tests were 
normal, including the beta-2 microglobulin test, 
complete blood count, electrolytes, serum free 
light chains and serum protein electrophoresis 
[6, 56]. Ovarian EMP can be diagnosed when 
the clinical history is consistent and the follow-
ing imaging features are present: a well- 
circumscribed solitary soft-tissue mass in uni-
lateral or bilateral ovaries, CT showing homoge-
neous medium-density masses with significant 
and homogeneous enhancement after contrast 
medium injection, and MRI showing homoge-
neous lesions with slightly hypointense signals 
on T1WI, isointense signals on T2WI, restricted 
diffusion on DWI, and a low ADC value <1.2× 
10-3 mm2/s, while the contrast-enhanced scan 
displays significant and homogeneous enhan- 
cement with a rapid rise-slow decay type.

This article analyzed the clinical manifesta-
tions, pathology, radiological features and 
causes of misdiagnosis of ovarian EMPs via a 
literature review, and summarizes experiences 
in improving diagnostic accuracy and reducing 
missed diagnoses and misdiagnoses, so as to 
help clinicians in diagnosis and treatment.
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