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ABSTRACT 
 

Aims: We present this case to improve medical knowledge about unusual presentation 
of leiomyomas and about the diagnostical findings of examinations settled down per 
rectal way. We provide images and stress the importance of differential diagnosis based 
on imaging.  
Presentation of the Case: We report a case of a 26 years old nulliparous, with a 
leiomyoma developed on the posterior upper third of the vagina surgically removed. The 
patient came to our Unit with dysmenorrhea and menorrhagia and underwent physical 
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examination and ultrasound scan. Both exams were executed per transrectal way 
because of her being a virgo. A Computed Tomography scan has been executed too. All 
the results pointed out the presence of a round-shaped, well delimitated, solid mass in 
posterior vaginal wall. Magnetic Resonance confirmed this diagnosis. 
Discussion: We widely discuss the symptomathologic cortege, the diagnostic iter based 
on imaging we settled down, the possible differential diagnosis, and surgical therapy 
performed. Concordance of imaging, negativity of tumor markers and general well-being 
status of the patient led to the diagnostical hypotesis of vaginal benign neoformation. 
These data excluded other diagnosis as endometriosis, uterine fibroma, primitive vaginal 
malignant tumor and metastasis of other-site primitive malignant neoplasia. The patient 
has been treated by surgical transvaginal excission therapy.  
Conclusion: US imaging and MR gives us the possibility to recognize a mass and to 
discern his nature and localization, thus to choose the best therapy in each case. 
Hystopathology still represent the gold standard in making a diagnosis in gynaecological 
oncology. 
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ABBREVIATION 
 
US: Ultra Sound; MR: Magnetic Resonance; CT: Computed tomography; 2D: Two 
Dimension; EE: Ematossilin-Eosin.  
 
1. INTRODUCTION 
 
Leiomyomas are smooth muscle benign tumors developing from monoclonal expansion of a 
single muscle cell, responsive to steroid hormones. Leiomyomas easily occur in women over 
35 years old in uterine wall [1]. We report a case of a 26 years old woman with leiomyoma 
located in vagina. Since the first report by Denys de Leyden in 1733, approximately 300 
cases of vaginal leiomyoma have been reported worldwide [2]. Differential diagnosis in these 
cases must be done with benign neoplasms such as bladder leiomyoma, rhabdomyoma and 
benign mixed tumor, endometriosis, malignant primary neoplasms such as squamous cell 
carcinoma, verrucous and clear cell carcinoma, embryonal rhabdomyosarcoma, melanoma, 
leiomyosarcoma and mixed tumors, secondary neoplasms, cervical fibroid and uterine 
prolapsed [2]. Similar cases are reported in literature. In 2008 Costantini managed a patient 
with symptoms like dyspareunia, dysmenorrhea and foul-smelling vaginal discharge [3]. In 
2009, Hubert defined MR standard to suspect a leiomyoma in a vaginal mass [4]. Levens, 
Elsayes and Scialpi analysed MR role in the diagnostical iter of vaginal masses and pointed 
out superiority of MR respect US scan to define all aspects of the pathology [5,6,7]. 
Sᴓrensen and Torreggiani underline the importance of translabial US and MR scan [8,9]. We 
present this case for its clinical peculiarities: anomalous location of the tumor, diagnostic 
process settled down in a virgo, importance of a proper imaging data set to come to a clear 
diagnosis.    
                                                                                                                                          
2. PRESENTATION OF CASE 
 
A 26 years-old woman, nulliparous and virgo, came to our Unit complaining dysmenorrhea 
and menorrhagia. Symptoms started with post-menstruational spotting progressively 
ingravescent till frank vaginal bleeding associated with dysmenorrhea. She had not 
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dyschezia , urinary symptoms and pelvic pain. Her previous medical history was negative. 
Physical examination and ultrasound scan were performed per rectal way because of her 
being a virgo. The patient strongly refused to undergo digital examination per vaginal way. 
Only rectal physical examination was performed. The patient was referred to us by an 
outside general physician. She arrived to our attention with a CT scan performed in a private 
Centre. We performed a MR scan. Rectal examination allowed palpation at third mid of 
vagina of a 3 cm-diameter, fixed, stretched-elastic tumefaction. Palpation induced moderate 
vaginal bleeding.  To US scan, uterus appears antiversus of normal dimension and shape 
and position. Homogeneous echo structure. Secretive endometrium. Both ovaries appear 
normal for site, dimension and echostructure, in accordance to the age of the patient. No 
free fluid in Douglas pouch. By transrectal and transabdominal way, in the upper third of 
vagina, we detect a regular walled, solid neoformation; dimensions: 44x40 mm; 
inhomogeneous echostructure. Color Doppler examination indicates modest periferic 
vascularization. To probe-induced movement, the mass results fixed to posterior vaginal 
wall, but mobile respect bladder and rectal walls. This echographic panel strongly suggests a 
lesion of vaginal origin. Fig. 1. A-B. 
 
CT (with and without m.o.c.) reported a  44mm, round, regular-margin formation  opposite to 
uterine cervix, hyperdense with sovrafluid central density, adhese to uterus and bladder, 
without infiltration of these organs and none clivage plan.  
 
Tyroids echostructure and functionality were tested and resulted normal. Tumor markers 
were negative.  
                                                                     
MR confirmed what reported with ultrasound scan and pointed out the presence of a round-
shaped solid neoformation, 55mm diameter, at postero-lateral vaginal wall, discreetly 
vascolarized. The lesion dislocates anteriorly the posterior wall of urinary bladder and keeps 
contact with rectum anterior wall. No other pelvic abnormalities had been detected, slight 
pelvic effusion in Douglas pouch.  Fig. 2. (a,b,c,d). 
 
All data indicated an operable vaginal mass that caused genital bleeding and no clues of 
uterine involvement or dysfunction. 
 
The preoperative diagnosis was settled as “paravaginal tumefaction”. The patient underwent 
surgical procedure to enucleate the swelling. The surgical procedure included hymenectomy 
and biopsy of the specimen with intraoperative impromptu hystological examination and 
enucleation of the neoformation. High attention was paied to ureters and bladder wall; there 
was no infiltration of these structures. The mass was so well delimitated from near organs to 
be enucleated completly without injuring other tissues.  No post-surgical complications 
occured. 
 
Intraoperative examination showed a mesenchimal neoformation of the third middle of the 
vagina consisting in monomorphe round elements with finely dispersed cromatin and 
micronucleola, with no evidence of mytotic figures. The specimen was then sent to our 
Department of Hystopathology that described macroscopically an irregular –shaped, 
pseudocapsulated, withish neoformation of 4,5x4,5x3 cm, partially covered by ulcerated 
mucosa.   
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Fig. 1. A: Transrectal 2D Ultrasonographic scan showing uterus (red arrow), vagina 
(white arrow) and the hyperechogenic inhomogeneus mass (black arrow). B: 

Transrectal ultrasound doppler of the mass showing peripheral vascolarization 
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Fig. 2. MR of pelvis. TSE T2 axial (a) and sagittal (b) images. Voluminous, round-
shaped well delimitated formation at posterior vaginal fornix occupies a large part of 

vaginal lumen (arrows). Assial (c) and sagittal (d) THRIVE images after m.o.c. . 
Neoformation shows intense and disomogeneous vascular enhancement (arrrows) 

 
Microscopically it was a cellular leiomyoma of the vagina arising on vaginal adenosis with 
ulceration of mucosa. Immunohystochemical reaction was positive for desmine and smooth 
muscle actine, negative for ck-pool, CD34, S100, HMB45. Ki <5%. Fig. 3A & 3B. 
 

 
 

Fig. 3A.  10x. EE. Tumoral mass: well differentiated and organized  smooth muscle 
cells, no mitosis, no abnormalities 
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Fig. 3B. 10x. Desmin 
 
As regards follow-up, we arranged appointments with the patient every 4 months. First 
echographic and physical control was performed 4 months after surgery and showed no 
recidive of the tumor nor sequelae. The patient denied any health problem. Second control 
was negative too. We keep the patient under observation nowadays. 
 
3. DISCUSSION 
 
Leiomyomas usually cause symptoms like vaginal bleeding, dysmenorrhea, dyslocation of 
lower urinary tract and urinary symptoms, lower back pain and feeling of heaviness in the 
lower abdomen, depending on the volume and position of the mass. Our patient presented 
to our Department complaining dysmenorrhea and menorrhagia. 
   
Diagnostic process in such cases should be physical examination, basic blood tests and 
tumor markers, US scan as first level imaging and MR scan as second level, 
hystopathological analisys. In this case we performed all these tests and invasive 
examinations have been performed per rectal way because the patient was a virgo.  
 
Physical examination depicted the presence of a pelvic mass but could not give information 
on its origin or nature. US scan gave us many important informations as a first level imaging. 
A translabial US scan has been performed too, as literature advices [9], but the imaging we 
acquired was not very significant because of the position of the mass (upper third of vagina). 
Here we present the transrectal US report, much more significative. US imaging clearified 
the localization of the mass; its echostructure allowed to assess a solid nature, so excluding 
a cystic disorder, dimensions and generic morphology. 
      
CT scan, performed in another Centre, revealed shape, absence of a proper capsule, lack of 
necrosis, haemorrhage and calcification within the body. Diagnosis was currently oriented 
toward tumoral neoformation and all imaging suggested genital provenance and benign 
nature.  
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MR clearified vaginal genesis of the neoformation, posterior wall. Developing, the mass 
occupied all vaginal space dislocating posterior bladder wall.  
 
Nature of symptoms, negativity of tumor markers and imaging allowed to exclude the 
diagnosis of a malignant tumor.   On these elements, elective therapy choice has been 
surgical excission per transvaginal way.  The specimen was sent to the Department of 
Pathology of University in Bari for hystopathological and immunohystochemical analisys: 
presence of smooth muscle actine filaments and desmine depository in cells were assessed 
and malignancy was escluded. The outcome poited out the mesenchimal nature of 
neoformation on vaginal adenosis, depicting the diagnosis of a vaginal leiomyoma. 
Transvaginal  abscission and enucleation is the treatment of choice [10], as performed in this 
case, but sometimes severe haemorrage can occur. If the base of the mass is not easily 
approachable, it is advisable to choose abdominal route. Following up this patients after 
surgery is very important because this kind of tumor, despite benign, can recurr after some 
time, rarely malignant evolution towards leiomyosarcoma is possible, so abscission in 
strongly recommended [11,12]. 
 
4. CONCLUSION 
 
We present this case because of its clinical peculiarities. First of all, the patient came to our 
observation with a slight and generic gynaecological symptomatology that could not bring to 
a rapid solution of the case. The mass aroused from posterior wall of the vagina, not anterior 
as usually happens [2]. Second, the patient was a virgo and thus all invasive examination 
had to be performed per rectal way in the diagnostical phase. Then, we gathered a wide 
range of images to dispel every doubt about differential diagnosis. In such rare cases of 
benign mesenchimal tumors, excluding the possibility of a malignant or aggressive disease 
has primary importance. Hystopathology confirms is terminal role in clearifing any possible 
doubt. We hope this article could improve scientific knowledgment on this fascinating 
chapter of clinical gynecological practice. 
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