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Abstract

Adnexal masses are commonly encountered in gynaecological practice and often present both diagnostic and 
management challenge. We present a case of vascular leiomyoma in an adolescent female where the presence 
of a rapidly growing abdominal mass created a diagnostic and management challenge. Only after surgical ex-
ploration, histopathology and immunohistochemistry, a inal diagnosis of giant vascular leiomyoma (a benign 
tumor) was made.
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BACKGROUND/ INTRODUCTION

Leiomyomas represent the most common gynaecologic 
& uterine neoplasms. Most of them are detected in women 
of middle aged group( >30 yrs). These histologically be-
nign tumors, which originate from smooth muscle cells, 
usually arise in the genitourinary tract but may arise in 
nearly any anatomic site1,2. Typical appearance of uterine 
leiomyomas are easily recognized on imaging3. However, 
the ones with unusual growth pattern or in unusual location  
and at unusual age group form a diagnostic challenge for 
the clinician. They may mimic malignancies and therefore, 
result in serious diagnostic errors.2

Case Report/Caso Clínico

CASE PRESENTATION

A young Asian girl of 17, presented to us with painless 
lump and distension of abdomen associated with sudden 
increase in size over a span of four months. There was 
no history of nausea, vomiting, loss of weight or appe-
tite. There was no history of bowel and bladder irregu-
larity. Menarche was at 13 and no menstrual irregularity 
was reported. She denied prior sexual activity and use 
of hormones. Her past medical and surgical history was 
non contributory. On examination, a pelvic mass of 30 
weeks size was palpable. It was irm and non tender with 
restricted mobility and palpable on per-rectal and as well 
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as per-vaginal examination. A pelvic sonogram showed 
a mixed solid cystic mass. Urine HCG test was nega-
tive. Repeat ultrasonography revealed a vascular hete-
rogenous abdominal-pelvic mass measuring 22×20×20 
cm with multiple cystic areas arising from right adnexa 
with a suspicion of ovarian origin. MRI of the abdomen 
& pelvis showed a right adnexal mass occupying near-
ly whole of abdominal cavity; the origin was still not 
clear (Fig.1a,b). Probability of right ovarian mass was 
suggested. Serum CA125, α fetal protein & Adenosine 
Deaminase  levels were insigniicant. The serum levels 
of β HCG and LDH were also within normal limits. 

Figure 1: a,b: MRI images showing a large tumor in abdominal cavity 
with a complex architecture.

Figure 2: Per-op image showing a completely circumscribed adnexal 
tumor.

Figure 3: Gross picture showing a variegated appearance on cut section, 
with leshy and yellowish areas and mucoid cysts.

Since a deinitive diagnosis was not possible and the 
mass was large and rapidly growing, the patient was taken 
up for surgical exploration laparotomy. On laparotomy, a 
25×22×20 cm right adnexal mass attached to right uterine 

cornu as well as the broad ligament by thick ibrous bands 
was seen. The surface was highly vascular and the mass 
seemed to be encapsulated (Fig.2). Both fallopian tubes & 
ovaries were separately visualized and were normal in size 
and texture. The mass was ligated at the base and resected 
completely.

Gross pathologic examination revealed a large grayish 
brown mass measuring 25×22×20 cm. The outer surface 
was shiny, congested with prominent veins & appeared to 
be covered by a thin capsule which was intact. Cut section 
was variegated with central yellowish areas having small 
cysts illed with mucoid material and a peripheral grayish 
brown solid leshy area (Fig.3).

Multiple representative sections were submitted for 
histopathological examination. The microscopy showed 
a varied morphology (Fig 4). There were areas showing 
intermediate sized spindle shaped cells with spindled to 
ovoid nuclei; in bundles and cords with no particular ar-
rangement and surrounded by abundant hyalinization. No 
atypia/mitoses was seen (Fig.5). Areas showing marked 
proliferation of small & medium sized blood vessels were 
seen. These vessels were not interconnected and the endo-
thelial lining did not show any atypia. The sections from 
yellowish area showed large areas of necrosis which was 
of hyalinizing type. The capsule was intact, thin and i-
brous. A tentative diagnosis of benign spindle cell lesion 
was made and as leiomyoma is the irst differential diag-
nosis; smooth muscle actin (SMA) Immunohistochemistry 
was performed which came out to be positive (Fig.6a,b); 
thus making a inal diagnosis of giant vascular leiomyoma 
undergoing hyaline degeneration.
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 DISCUSSION

Accurately diagnosing an adnexal mass has become a chal-
lenge given the vast diagnostic possibilities4.The broad di-
fferential diagnosis of an adnexal mass includes lesions of 
infectious origin, such as a hydrosalpinx or tubo-ovarian 

Figure 4: Low power view (10x) showing many blood vessels in centre 
and hyalinising necrosis on one side.

Figure 5: High power view (40x) showing spindle shaped cells without 
any atypia or mitosis..

Figure 6: a,b. Immunohistochemistry for smooth muscle actin (SMA) 
showing positive cytoplasmic staining by tumor cells (10x,40x respec-
tively).

abscess caused by pelvic inlammatory disease; physiolo-
gic or functional cysts; endometriomas; both benign and 
malignant neoplasms, and masses originating in organs or 
tissues proximal to the adnexa. Important considerations 
in arriving at the most probable diagnosis are age of the 
patient, clinical history, indings on physical examination 
and results of radiologic and laboratory studies5.
Leiomyoma of the female genital tract is the most common 
tumor of the female pelvis. Although this tumor is present 
in approximately one-third of women of reproductive age, 
the occurrence of leiomyoma in females under 20 years 
is rare6. Also, it has been observed to have a slow growth 
pattern. In our case the patient was notably only 17 yrs old 
and presented with a rapidly growing abdominal mass. Ul-
trasound remains the initial modality of choice but is nei-
ther as sensitive nor as speciic as MRI. The leiomyomas 
usually appear on the T2wt images as sharply marginated 
homogenous areas of decreased signal intensity7. Degene-
rated, cystic and fast growing vascular leiomyomas , ho-
wever show variable MR signal characteristics and this can 
create a suspicion of ovarian neoplasm particularly in case 
of a large adnexal mass where it is dificult to assess its 
origin. Pedunculated lesions exceptionally can have obs-
cure margins and maybe mistaken for a lesion of ovarian 
origin3. 
The abovementioned pitfalls of USG & MRI in our case 
led to a presumptive diagnosis of an ovarian neoplasm.  
The normal CA-125, LDH, β hCG and α fetoprotein levels 
negated the possibility of epithelial and germ cell ovarian 
malignancies respectively, but considering the adolescent 
age of the patient, the possibility of other benign & non 
epithelial malignant lesions still had to be ruled out. Only 
after surgical exploration, the dilemma was cleared as the 
ovaries were found to be normal and the tumor mass was 
seen attached to the broad ligament and uterine cornu. Now 
the main differentials were leiomyoma, leiomyosarcoma, 
malignant mixed mullerian tumor or rare possibility of a 
broad ligament ibrothecoma8. Microscopy revealed lar-
ge areas of hyalinization necrosis & intermediate sized 
plump spindle shaped tumor cells which did not have the 
characteristic spindle shape with cigar shaped nuclear mor-
phology of a smooth muscle. Absence of nuclear atypia & 
mitotic igures favored a benign tumor but large areas of 
necrosis were misleading. It is very important to distin-
guish coagulative from hyalinizing necrosis as the presen-
ce of coagulative necrosis, even in absence of signiicant 
atypia would lead to a diagnosis of sarcoma9. The marked 
vascular proliferation also created a diagnostic dilemma, 
however these vascular channels were not interconnected, 
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not lined by atypical endothelial cells & were present in 
focal areas. A positive immunostaining for smooth muscle 
actin(SMA) inally clinched the diagnosis as giant vascular 
leiomyoma. It could be a parasitic subserosal uterine or a 
primary broad ligament leiomyoma.
A review of the literature revealed a paucity of cases of 
leiomyomas in adolescents and the majority of cases sho-
wed symptoms like abdominal lump and menstrual irre-
gularities. The irst reported case of a leiomyoma in an 
adolescent girl of 13 years was in 1969 by Wisot et al, and 
they performed myomectomy because of profuse bleeding 
and anemia10. Our case demonstrates the diagnostic chal-
lenge posed by the atypical clinical, imaging & histologi-
cal features of a very common uterine tumor, in terms of 
its presentation, appearance, location and its mimicry of a 
primary ovarian tumor in an adolescent female.
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