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INTRODUCTION

Vaginal leiomyomas are a rare presentation of a very
common disease among women of reproductive

age. They were first described in 1733 and since then
approximately 300 cases have been reported1-3. They
are more frequently found in the anterior vaginal wall
although they can occur in lateral and posterior walls4,5.
Despite being frequently small in size, they might pre-
sent as a prolapsed vaginal mass associated with vagi-
nal discharge, bleeding, dyspareunia or lower abdomi-
nal pain. When presenting during pregnancy they can
lead to labour dystocia6-8. 

In this report we sought to describe the clinical fea-
tures and surgical treatment of this unusual vaginal tu-
mour, in a patient referred to our hospital. 

CASE REPORT

A 39-year-old, caucasian women, was referred to our

Gynaecology Department, on December 2015, for
vaginal discharge, pelvic pain and dyspareunia lasting
for three months.

The vaginal examination revealed a nodular, non-
tender mass with approximately 5 cm, attached to the
posterior vaginal wall through a 2cm pedicle. The tu-
mour was lined by vaginal mucosa with no signs of ul-
ceration. Abundant vaginal discharge was present with
no signs of infection. An incisional biopsy was per-
formed which revealed a leiomyoma. Vaginal ultra-
sound was not conclusive for the possible aetiology of
the tumour but an incisional biopsy was performed and
revealed a leiomyoma.

Based on histologic result we decided for surgical
excision of the tumour, by vaginal approach, under se-
dation. We began by placing vaginal retractors to clear-
ly identify the tumour pedicle which required clam ping
for its complete excision (Figure 1). Vaginal mucosa
was then repaired with a single layer suture (Figure 2).
The procedure lasted 30 minutes with no intra or post-
-operative complications. The patient was discharge 24
hours after surgery. 

The excised mass had a maximum diameter of 5cm
(Figure 3), weighed 16 grams, and had a bosselated sur-
face with a firm consistence. The macroscopic anato-
mo-pathological evaluation showed a white appearance
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inside. Final histopathology defined the tumour as a
leiomyoma. 

DISCUSSION 

Leiomyomas are very common between women in re-
productive age, still, presentation in the vagina is a rare
clinical finding. In 1941, at the Johns Hopkins Hos-
pital, Bennett and Ehrlich described an incidence of
0.1% in 15 000 autopsies performed9. Similar to o ther
leiomyomas they seem to be more prevalent between
35 and 50 years old women10. 

These benign tumours are usually small in size, sin-
gle and slow growing. Although in our clinical report
we found a 5cm pedunculated leiomyoma covered with
smooth intact vaginal mucosa, this tumour can vary
from 0.5 to 15cm in diameter and may or may not be
pedunculated with or without disrupted vaginal mu-
cosa depending on its dimension11,12. The tumour pre-
sents, in the majority of situations, as a firm mass, but
degenerative changes can alter the texture7. Normally
they become symptomatic within a time course of 8.4

years after presentation and when reaching bigger di-
ameters responsible for symptoms, depending on the
site of occurrence13. Presentation in the anterior wall
typically relates with obstructive urinary symptoms,
frequency and dysuria. 

Vaginal leiomyomas despite usually regarded as be-
nign tumours are susceptive to undergo malignant
transformation which is apparently more common in
extra-uterine leiomyomas possibly due to increase of
mitotic activity secondary to traumatic stimuli3,14. Ma-
lignant transformation is more common in the poste-
rior wall and in a series of 11 cases the incidence of
malignancy was reported as being 9.1%13. Malignancy
appears to be more prevalent in association with fast
growing tumours and post-menopausal status. In our
case report malignancy was highly unlikely since,
though it was a posterior tumour, it was small in size
with well-defined margins and intact vaginal mucosa
in a young patient. 

When facing a vaginal tumour several entities must
be taken into account in the differential diagnose.
Clinicians should always exclude the likelihood of 
other benign lesions such as polyps, Skene duct abs -

FIGURE 1. FIGURE 2. 
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cess, Gartner’s duct cysts, urethral diverticulum and
vaginal cysts. A rapid growth and an infiltrative nature
suggests malignancy so the possible diagnosis of
leiomyosarcomas, squamous carcinomas, adenocarci-
nomas and more rarely metastases, should be ruled out. 

Vaginal clinical inspection and incisional biopsy
seem crucial to assess the origin, extent and histology
of the tumour. Some case reports refer to preoperative
vaginal ultrasound (US) and pelvic magnetic resonance
(MRI) as being useful diagnostic methods mainly the
MRI which has the capacity to accurately define the
anatomic relationships of the tumour15-17 with other
structures. Pelvic imaging, although helpful to define
the boundaries of surgical excision, has limited value
for etiological diagnose which can be overpassed by in-
cisional biopsy.

To our understanding vaginal US or even MRI
might be helpful to plan surgical excision of anterior
vaginal tumours since they accurately define the rela-
tionship of the tumour with the urethra and bladder.
However in the evaluation of posterior tumours, con-
comitant vaginal and rectal examination allows the
clinician to define the boundaries of the tumour and for

so imaging complementary diagnostic exams might not
be needed in this particular situation. Also in what re-
gards imaging evaluation, the clinician should be aware
that US and MRI don’t differentiated a leiomyoma
from a leiomyosarcoma. Such as for uterine leiomyo -
mas the US echogenicity and MRI signal of vaginal
leiomyoma can be identical to leiomyosarcoma. US
findings like central necrosis, mixed hyper and hypoe-
chogenic parts, irregular distribution of vessels and low
impedance flow can be found in both pathologies. MRI
absence of calcifications seems to have a consistent
presence in leiomyosarcomas but a high signal intensi-
ty is not a reliable predictor of the presence of sarco-
matous degeneration18. 

In our patient clinical inspection and biopsy allowed
to clearly describe a pedunculated mass defined by
histopathology as leiomyoma. The use of ultrasound
didn�t add useful clinical information. 

The treatment of choice for vaginal leiomyomas is
trans-vaginal surgical excision which is curative and
diag nostic excluding malignant cases13. Once leiomyo -
mas are more prevalent during reproductive ages they
can also present during pregnancy and according to
previous reports, in this specific situation, surgical vagi-
nal excision should be performed in symptomatic
leiomyomas between the 16th and 32rd week of gestation
allowing for cicatrisation of vaginal mucosa before de-
livery19.  

Despite the effectiveness of treatment the recur-
rences should always be in the clinician mind as du ring
fertility years leiomyomas can rapidly re-growth under
estrogenic influence20 with a recurrence of sympto ms. 

We describe this rare vaginal tumour to raise aware-
ness for leiomyomas in the differential diagnose when
facing a vaginal tumour. This brief review of the lite -
rature enhances the importance of clinical observation
and incisional biopsy to reach a clear diagnose and rule
out malignancy before curative surgery which is wide-
ly important to minimize patient’s symptoms and en-
hance life quality. 
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