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ABSTRACT
Introduction: Leiomyoma arising from the vagina is a rare entity 
with varied presentations.

Case Report: A woman 44 years of age presented with com-
plaints of something coming out vaginally, polymenorrhea, and 
pain in abdomen. A mass arising from the right posterolateral wall 
of vagina was seen. Ultrasound reported it to be cervical fibroid. 
The mass was enucleated through vaginal route. Histopathology 
confirmed it to be a leiomyoma. Review of literature revealed 
that it has a varied presentation. Diagnosis is often missed.

Conclusion: The condition should always be kept in mind 
whenever coming across any mass in vagina.
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INTRODUCTION

Vaginal leiomyomas are uncommon. They arise from 
vaginal mesenchymal tissue. About 330 cases have been 
reported since the first detected case back in 1733 by 
Denys de Leyden.1 We hereby, present a case of vaginal 
leiomyoma presenting as polymenorrhea and something 
coming out of vagina since 5 months.

CASE REPORT

A 44-year-old lady presented in the gynecology outpatient 
department with polymenorrhea and something coming 
out per vaginum since 5 months. She was para II, with 
both deliveries by cesarean section.
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On examination, her general condition was good 
and abdomen was soft. On local examination, vulva 
was normal. Per speculum examination, cervix was not 
visualized; a mass in vagina was seen. On per vaginum 
examination, mass was felt 1 cm from the introitus, firm 
in consistency, smooth surfaced, nontender, nonreduc-
ible, nonfriable, and size approximately 6 × 5 cm (Fig. 1). 
Cervix was felt separately on left side, uterus was normal 
size and fornices were free. On ultrasound (USG), she was 
diagnosed as leiomyoma of cervix.

After investigations, patient was taken up for surgical 
removal of the mass. The mass was found to be attached 
to the posterolateral vaginal wall and not cervix. A vertical 
incision of about 3 cm was made on the capsule of the leio-
myoma. The flaps were dissected and myoma enucleated 
(Fig. 2). The excess flaps were excised, hemostasis was 
achieved and vaginal walls were repaired. Endometrial 
curettage was done to rule out intrauterine pathology.

She was discharged on day 3 in good condition. 
Histopathology confirmed the diagnosis of a leiomyoma 
(Fig. 3).

Cut section showed smooth, whorled pattern with 
no necrosis and hemorrhage. Microscopic examination 
revealed the tumor to be composed of interlacing bundles 
of smooth muscle cells separated by vascularized con-
nective tissue. No atypia, mitosis or necrosis was seen.

DISCUSSION

Vaginal leiomyomas are rare. Only about 330 cases have 
been reported since the first detected case back in 1733 
by Denys de Leyden.1 Among 50,000 surgical specimens, 

Fig.1: Vaginal leiomyoma
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Bennett and Erlich2 found only 9 cases and only 1 case in 
15,000 autopsies. It is more common among Caucasians.2 It 
may or may not be associated with leiomyomas elsewhere 
in the body. It is found to be hormone dependent. It arises 
from vaginal smooth muscle or local arterial musculature 
or smooth muscle of the bladder or urethra. It is the com-
monest mesenchymal tumor of vagina. Usually, it is a 
single, well-circumscribed mass arising from the midline 
anteriorly,3-14 less commonly from the posterior walls.15,16 
In our case, the origin was from right posterolateral wall, 
an unusual site for vaginal myoma.

Literature is scarce regarding vaginal leiomyomas and 
is limited to few case reports only. A review of literature 
of the last 15 years has been attempted (Table 1). Though 
the common age group involved is 35 to 50 years, it has 
been reported in women as young as 22 years5 and even 
in postmenopausal age group.17,18 Clinical presenta-
tions were variable depending on the size and location. 
The commonest clinical presentation was some mass 
coming out of vagina.3,6,7,9,10,13-15,19,20 However, in some, 
it was pain in abdomen,3,16 vaginal discharge,4,12 dys-
pareunia,5,21-23 infertility,5 urinary frequency,10 retention 
urine,9 recurrent urinary tract infection (UTI),11 dysuria,20 
incomplete voiding,20 dysmenorrhea,21 dysfunctional 
uterine bleeding,24,25 menometrorrhagia,26 gluteal swell-
ing,27 pain in right iliac fossa,17 etc. Asymptomatic vaginal 
fibroid28 was reported at the time of diagnosis and it has 
been detected at the time of routine cancer screening.29  
Size of the vaginal tumor has varied from as small as 
2 cm18 to reaching upto umbilicus.16 It can get infected 
and necrosed to mimic a vaginal malignancy.30 Rapid 
enlargement mimicking a vaginal malignancy has also 
been reported by Sim et al.30

Diagnosis is usually difficult preoperatively as it can 
mimic cystocele or cervical fibroid but USG and magnetic 
resonance imaging (MRI) usually clinch the diagnosis.31 
Translabial sonography should be considered as an 

adjunct to transabdominal and transvaginal sonography 
for patients with suspected vaginal fibroids.32

The MRI shows well-demarcated solid masses of 
intermediate signal intensity in T1- and T2-weighted 
images with homogeneous contrast enhancement, while 
leiomyosarcomas and other vaginal malignancies show 
high T2 signal intensity with irregular and heterogene-
ous areas of necrosis or hemorrhage.33,34 Degenerated 
leiomyomas can also show foci of high signal intensity 
that correspond to a combination of edematous swell-
ing of myoma cells from ischemia, cystic change and/or 
myxoid degeneration.35 In our case, MRI was not done. 
Though USG and MRI are helpful in diagnosing, yet in 
few cases fine-needle aspiration cytology (FNAC)/biopsy 
was done for diagnosis.12,15

Management requires surgical vaginal enucleation in 
most of the cases; however, abdominopelvic approach 
was used because of its size27 and abdominal route was 
used by some, as it was high up in vagina and upper 
margin was not approachable by vaginal route.4,24,26 In 
these cases, the diagnosis was made intraoperatively 
during abdominal hysterectomy. In some, the diagnosis 
was made after the histopathology report.6 Pre-op emboli-
zation can be done to reduce vascularity in hypervascular 
tumor before surgical removal.36 Injury to bladder has 
been reported while enucleation.11,37

Histopathological confirmation is the gold standard of 
diagnosis. Vaginal leiomyomas are composed of spindle-
shaped cells with elongated and oval nuclei and little or 
no mitotic activity. The diagnosis of vaginal leiomyomas 
is to be reserved for those with <5 mitoses/high-power 
field. Increased mitotic activity in absence of aggressive 
behavior may be present in vaginal leiomyoma with 
pregnancy.38 Sarcomatous transformation can occur and 
a histopathologic study confirms the correct diagnosis. 
So, atypism, hypercelullarity and mitotic figures need to 
be evaluated in histopathology to rule out malignancy.

Patients should be followed up for recurrence.

Fig. 2: After removal Fig. 3: Histopathology (high power × 10)
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Table 1: Vaginal leiomyoma: Case reports and literature review

Author Year Age Presentation Size (cm) Position Diagnosis Surgery
Kaba et al25 2016 45 DUB 4 Anterior Pre-op as cystocele Vaginal enucleation
Asnani et al4 2016 30 Oligomenorrhea, purulent 

discharge
18 wks 
Preg.

Anterior Pre-op as cervical 
fibroid.

Vaginal attempt followed 
by TAH and removal

Agarwal et al10 2016 43 Mass coming out per vagina, 
frequent urine

4 × 5 Anterior TVS, MRI, Pre-op 
urethrocele

Enucleation vaginal

Kaba et al25 2016 45 DUB 4 Anterior USG Enucleation vaginal
Yu et al13 2015 44 Mass protruding at urethral 

opening
3–4 Anterior Clinical, MRI Vaginal removal

Koranne et al37 2015 35 Mass coming out per vagina, 
dyspareunia

3 Anterior Enuleation vaginal. 
Bladder injury

Bansal et al20 2015 40 Mass per vagina, discharge, 
dysuria, incomplete voiding, 
pressure feeling

10 × 8 Right ante-
rolateral

Clinical, USG,MRI 
suspected cx fibroid

Enucleation vaginal

Halder et al15 2015 45 Something coming out, 
vaginal discharge

9 × 4 × 2 Posterior Clinical USG FNAC Enucleation vaginal

Kant et al3 2015 40 Something coming out, pain 
abdomen

5 × 5 Anterior Clinical USG MRI Vaginal enucleation

Gupta et al19 2015 45 Prolapsed vaginal mass 6 × 5 Right 
lateral

USG, MRI Vaginal enucleation

Manjula and 
Jyothi5

2015 22 Dyspareunia Infertility 6 × 6 Anterior Clinical, MRI Vaginal enucleation

Sanyal et al17 2015 60 Pain right iliac fossa 4 × 3 Posterior USG, FNAC Vaginal enucleation
Kavyashree 
et al6

2014 45 Mass coming out Anterior Post-op by HPE Vaginal enucleation

Singh et al12 2014 40 Foul-smelling blood-stained 
discharge

6 Anterior 
fornix

USG, biopsy Enucleation by abdomi-
nal route

Sim et al30 2014 43 Protruding mass from vagina, 
rapid growth 7 days, pain  
discharge, dyspareunia

7 Anterior 
distal 
vagina

CT, MRI, HPE 
Pre-op vaginal 
malignancy

Vaginal excision

Yilmaz et al18 2014 39 Pain left groin 2 Left lateral Clinical Enucleation vaginal
75 Mass hanging per vagina 2 Anterior

Chakrabarti  
et al22

2011 38 Pain abdomen vaginal  
bleeding

6 × 4 Upper 
vagina

Pre-op as cervical 
fibroid

Vaginal enucleation

Dyspareunia
Shrivastava 
et al9

2011 48 Urinary retention, mass pro-
truding per vagina

8 × 4 × 3 Anterior Intra-op Enucleation and total 
vaginal hysterectomy

Malik et al24 2010 35 DUB 5 × 5 Right 
fornix

Pre-op broad liga-
ment fibroid

TAH with enucleation of 
mass

Scialpi et al23 2009 27 Dyspareunia, pressure 
symptom discharge

7.5 Anterior Clinical TVS, MRI Enucleation

Nidhanee et al11 2009 55 Recurrent UTI, pressure 
symptoms

3–4 Anterior Clinical
USG

Enucleation vaginal
Bladder injury – repaired

Bae et al7 2008 48 Mass protruding at urethral 
opening

5 × 5 Anterior Clinical USG, MRI Vaginal enucleation

Agarwal et al26 2007 26 Menometrorrhagia 8 × 6 Pre-op as cervical 
fibroid

Enucleation by abdomi-
nal route

Sherer et al28 2007 47 Asymptomatic 3 Anterior USG, MRI Transvaginal resection
Vineeta et al16 2006 55 Pain abdomen Up to 

umbilicus
Posterior Pre-op as ovarian 

tumor
TAH with BSO
Removal of vaginal cuff 
and mass

Gowri et al27 2003 Gluteal swelling with pus dis-
charge through vagina

Abdominoperineal 
route, hysterectomy

Shimada et al29 2002 37 Detected at cancer screening 
program

2.2 + 5.2 
uterus

Posterior 
+ anterior 
uterus

MRI Vaginal enucleation, 
laparotomy,  
myomectomy

DUB: Dysfunctional uterine bleeding; TAH: Total abdominal hysterectomy; BSO: Bilateral salpingo-oophorectomy; TVS: Transvaginal 
sonogram; HPE: Histopathological examination



Vaginal Leiomyoma: Case Report and Literature Review

Journal of South Asian Federation of Menopause Societies, January-June 2017;5(1):62-65 65

jsafoms

REFERENCES

	 1.	 Young SB, Rose PG, Reuter KL. Vaginal fibromyomata: two 
cases with preoperative assessment, resection and reconstruc-
tion. Obstet Gynecol 1991 Nov;78(5 Pt 2):972-974.

	 2.	 Bennett HG Jr, Erlich MM. Myoma of the vagina. Am J Obstet 
Gynecol 1941;42:314-320.

	 3.	 Kant RH, Mir N, Sharma P, Najeeb R. Vaginal wall leiomyoma: 
a rare entity – case report. J Dent Med Sci 2015 May;14(5): 
60-61.

	 4.	 Asnani M, Srivastava K, Gupta HP, Kunwar S, Srivastava AN. 
A rare case of giant vaginal fibromyoma. Intractable Rare Dis 
Res 2016 Feb;5(1):44-46.

	 5.	 Manjula NV, Jyothi GS. Leiomyoma: a common benign tumor 
at an unusual location. Proc Obstet Gynecol 2015 Aug;5(1):5.

	 6.	 Kavyashree G, Manohar R, Kala B. Vaginal leiomyoma: 
unusual case presentation. Indian J Clin Pract 2014 Mar;24(10): 
968-969.

	 7.	 Bae JH, Choi SK, Kim JW. Vaginal leiomyoma: a case report 
and review of literature. J Women’s Med 2008;1(2):92-93.

	 8.	 Theodoridis TD, Zepiridis L, Chatzigeorgiou KN,  
Papanicolaou A, Bontis JN. Vaginal wall fibroid. Arch Gynecol 
Obstet 2008 Sep;278(3):281-282.

	 9.	 Shrivastava D, Bhute S, Kakani A, Patil V, Jajoo S, Joshi S. A 
rare case of vaginal leiomyoma diagnosed postoperatively.  
J South Asian Feder Obstet Gynaecol 2011 Sep-Dec;3(3):143-144.

	 10.	 Agarwal S, Trigunait P, Meena R, Meena M. A rare case of 
vaginal fibroid presenting as urethrocele. Indian J Basic Appl 
Med Res 2016 Mar;5(2):824-827.

	 11.	 Nidhanee SV, Maiti S, Shareef D, Holland N. An unusual 
presentation of a vaginal leiomyoma in a postmenopausal hys-
terectomised women: a case report. Cases J 2009 Mar;2:6461.

	 12.	 Singh R, Yadav P, Kaur H. Vaginal leiomyoma: a rare pres-
entation. J South Asian Feder Obst Gynaecol 2014 May-
Aug;6(2):112-113.

	 13.	 Yu W, Wang W, Sheng X, KongL, Qi J. A misdiagnosed vaginal 
leiomyoma: case report. Urol Case Rep 2015 May;3(3):82-83.

	 14.	 Sunita G, Prachi D, Madhuri G, Varsha K, Sheela J, Preksha J.  
A rare case of vaginal leiomyoma. PJMS 2014 Jul-Dec;4(2): 
63-64.

	 15.	 Halder A, Mandal RD, Basu S, Seth K, Adikari S, Hazra S. 
Vaginal leiomyoma presenting as polyp. J Sci 2015;5(10): 
915-916.

	 16.	 Vineeta G, Prafull A, Vandana G Rawat DS. A rare case of 
vaginal fibroid presenting as ovarian tumor. J Obstet Gynecol 
India 2006 Nov-Dec;56(6):537-538.

	 17.	 Sanyal P, Sharma M, Ghosh B, Roy SB, Mallick D. Posterior 
vaginal wall fibroid in a postmenopausal lady: an unusual 
case report. Int J Sci Study 2015 Mar;2(12):186-188.

	 18.	 Yilmaz B, Ozdemir O, Sevket O, Sekerci Z, Buyukpinarbasili N,  
Kelekci S. Leiomyoma of the vagina: report of two cases. Pam 
Med J 2014;7(1):79-82.

	 19.	 Gupta A, Gupta MM, Manaktala U. Vaginal leiomyoma: MRI 
features with pathologic correlation. Egypt J Radiol Nucl Med 
2015 Feb;46(2):507-509.

	 20.	 Bansal N, Jain VJ, Gupta V, Bharadwaj A. A case of vaginal 
leiomyoma: a rare entity. J South Asian Feder Obstet Gynaecol 
2015 Dec;7(3):231-233.

	 21.	 Costantini E, Cochetti G, Porena M. Vaginal paraurethral 
myxoid leiomyoma: case report and review of the literature. 

Int Urogynecol J Pelvic Floor Dysfunct 2008 Aug;19(8): 
1183-1185.

	 22.	 Chakrabarti I, De A, Pati S. Vaginal leiomyoma. J Midlife 
Health 2011 Jan;2(1):42-43.

	 23.	 Scialpi M, Benagiano G, Frati S, Piscioli I, Barberini F, 
Lupattelli L. Magnetic resonance imaging features of myxoid 
leiomyoma of the vagina: a case report. Indian J Radiol 
Imaging 2009 Jul-Sep;19(3):238-241.

	 24.	 Malik S, Mahendru R, Rana SS. Vaginal leiomyoma presenting 
as dysfunctional uterine bleeding. Taiwan J Obstet Gynecol 
2010 Dec;49(4):531-532.

	 25.	 Kaba M, Boztosun A, Yazanel KA, Saglam M, Kivrak D,  
Guner FC. A vaginal leiomyoma followed as a cystocele for a 
long time: a case report. J Cases Obstet Gynecol 2016 Feb;3(2): 
64-67.

	 26.	 Agarwal S, Yadav R, Sangwan K, Dahiya P. Vaginal leio-
myoma: a rare case of menometrorrhagia. Internet J Radiol 
2007;9(1):1-4.

	 27.	 Gowri R, Soundararaghavan S, Oumachigui A, Sistla SC, 
Iyengar KR. Leiomyoma of vagina: an unusual presentation. 
J Obstet Gynaecol Res 2003 Dec;29(6):395-398.

	 28.	 Sherer DM, Cheung W, Gorelick C, Lee YC, Serur E, Zinn HL,  
Sokolovski M, Abulafia O. Sonographic and magnetic reso-
nance imaging findings of an isolated vaginal leiomyoma.  
J Ultrasound Med 2007 Oct;26(10):1453-1456.

	 29.	 Shimada K, Ohashi I, Shibuya H, Tanabe F, Akashi T. MR 
imaging of an atypical vaginal leiomyoma. Am J Roentg 2002 
Mar;178(3):752-754.

	 30.	 Sim CH, Lee JH, Kwak JS, Song SH. Necrotizing ruptured 
vaginal leiomyoma mimicking a malignant neoplasm. Obstet 
Gynecol Sci 2014 Nov;57(6):560-563.

	 31.	 Hubert KC, Remer EM, Rackley RR, Goldman HB. Clinical 
and magnetic resonance imaging characteristics of vaginal 
and paraurethral leiomyomas: can they be diagnosed before 
surgery? BJU Int 2010 Jun;105(12):1686-1688.

	 32.	 Torreggiani W, Zwirewich C, Lyburn I, Harris A, Davis JE, 
Wilkie D, Fenster H, Marchinkow L. Translabial sonography of 
vaginal fibroids: report of 2 cases and review of the literature. 
J Ultrasound Med 2001 Aug;20(8):909-913.

	 33.	 Shadbolt CL, Coakley FV, Qayyum A, Donat SM. MRI of 
vaginal leiomyomas. J Comput Assist Tomogr 2001 May-
Jun;25(3):355-357.

	 34.	 Elsayes KM, Narra VR, Dillman JR, Velcheti V, Hameed O, 
Tongdee R, Menias CO. Vaginal masses: magnetic resonance 
imaging features with pathologic correlation. Acta Radiol 2007 
Oct;48(8):921-933.

	 35.	 Siegelman ES, Outwater EK. Tissue characterization in the 
female pelvis by means of MR imaging. Radiology 1999 
Jul;212(1):5-18.

	 36.	 Bapuraj JR, Ojili V, Singh SK, Prasad GRV, Khadelwal N, Suri S.  
Preoperative embolization of a large vaginal leiomyoma: 
report of a case and review of the literature. Australas Radiol 
2006 Apr;50(2):179-182.

	 37.	 Koranne PS, Raut D, Wahane A, Uike P. A rare case of ante-
rior vaginal wall leiomyoma. J Obstet Gynaecol India 2015 
Apr;65(2):129-131.

	 38.	 Zaino, RJ.; Robboy, SJ.; Bentley, R.; Kurman, RJ. Diseases of 
the vagina. In: Kurman RJ, editor. Blaustein’s pathology of 
the female genital tract. 4th ed. New York: Springer; 1994.  
p. 154.


