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1  |  BACKGROUND

Smooth muscle neoplasms are the most common tumors 
of the female genital tract. Most of these neoplasms de-
velop in the uterus, and there is abundant literature and 
numerous professional guidelines to facilitate their diag-
nosis and management. In contrast, smooth muscle neo-
plasms of the vulva are rather uncommon and represent a 
challenge for diagnosis and treatment. Three categories of 
vulvar smooth muscle tumors have been described: leio-
myomas, atypical leiomyomas, and leiomyosarcomas.1,2

Leiomyomas of the vulva are rare, accounting for 0.03% 
of all gynecologic neoplasms and for 0.07% of all vulvar 
tumors.2 They most commonly arise from the labia ma-
jora, dartos muliebris muscle, and blood vessels walls, but 
also from the smooth muscle within the round ligament 

or female erectile tissue.2,3 These tumors are usually 
clinically misdiagnosed as Bartholin cysts or abscesses.4 
Vulvar leiomyomas occur typically in pre- menopausal 
women, in the 4th- 5th decade of life. When present in 
postmenopausal women, the differential with a malignant 
tumor may cause a diagnostic dilemma. To date, in the lit-
erature, there are less than 200 reported cases of vulvar 
leiomyomas, within which a wide range of management 
approaches have been described. There are no guidelines, 
and their management is based on expert advice, cumu-
lative evidence from case reports, and small size cohort 
studies.4 Surgical excision, with or without initial biopsy, 
provides symptoms control and is curative in most of 
cases. There is no consensus on the risk of recurrence and 
very little information is available on secondary morbidity 
and long- term outcomes.
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Abstract
Leiomyomas are uncommon vulvar neoplasms often misdiagnosed as other 
Bartholin gland pathology. This case report describes a case of accelerating 
growth of a vulvar mass, initially diagnosed as Bartholin cyst. Surgical excision 
led to a histopathologic diagnosis of vulvar leiomyoma. The postoperative recov-
ery was complicated by secondary hematoma and dehiscence of the surgical site. 
There was no recurrence at 2 years follow- up.
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To this end, we report a case of vulvar neoplasm and 
discuss the challenges of clinical diagnosis, the criteria for 
differentials, and the details of management, including 
our experience with postoperative morbidity and long- 
term follow- up.

2  |  CASE PRESENTATION

2.1 | Presentation

A 44- year- old woman, G3P1T1L1, was referred to gyne-
cology oncology services by her family physician (on the 
two- week wait pathway), for a suspected diagnosis of vul-
var neoplasm. The woman presented at her local surgery 
with a large right labial mass that was causing persistent 
perineal discomfort. The mass measured approximately 
30 × 40 mm in size and had been growing slowly over the 
past 2 years. When seen by the gynecology oncology team, 
a few weeks later, the woman denied local pain, itching, 
discharge, or bleeding, but she complained of increased 
discomfort with sitting and cycling. She reported no ab-
dominal pain, urinary, or bowel symptoms. She also had 
no symptoms of cachexia or infection.

The woman had a history of mild, seasonal, non- 
medicated asthma, and depression, for which she was 
treated with Fluoxetine, 20 mg OD. She reported second-
ary amenorrhea, as a consequence of a Mirena IUS in-
serted 5 years previously for contraceptive purposes. Prior 
to the IUS insertion, she used oral contraceptives for al-
most 20 years. She was not sexually active at presentation. 
Her pregnancy and delivery were uneventful. Except for 
a Chlamydia infection in her early twenties, she had no 
other gynecologic history. Her Papanicolaou smear was 
normal, and her cervical screening was up to date. She did 
not smoke, drink alcohol, or used recreational drugs. She 
had no drug allergies. There was no history of gynecologi-
cal cancer in her close family.

On examination, she was systemically well, and 
her vitals were stable. Her general physical examina-
tion was unremarkable. Local examination identified a 
50 × 60 × 70 mm non- tender mass on the posterior aspect 
of the right labia majora. This was well delineated and 
has a moderately firm consistency. There were no signs 
of infection or inflammation or other suspicious features. 
There was no generalized lymphadenopathy or large in-
guinofemoral lymph nodes at bilateral palpation of the 
groins. The clinical impression was a large right Bartholin 
cyst, and the patient was counseled about management 
options, re- assured, and by mutual agreement was added 
to the surgical waiting list to be treated by the benign gy-
necology team.

While awaiting surgery, the patient noted enlarge-
ment and swelling of the vulvar mass that became painful. 
Referral and re- examination by the oncologic gynecologist 
4 months later found an increased in size, now moderately 
tender labial mass of 80 × 80 × 70 mm. There was still no evi-
dence of an inflammation or abscess. Except for accelerated 
growth, there were no other suspicious features of malig-
nancy. Her surgery was planned in several weeks for exci-
sion of Bartholin gland cyst and replacement of Mirena coil.

2.2 | Surgical procedure and findings

At the time of admission for surgery, the woman's rou-
tine blood tests were within normal range and urinalysis 
showed traces of blood and proteins. Her blood pressure 
was 143/91 to 144/85 mmHg, pulse 80/min, and SpO2 96% 
on room air. She had body mass index (BMI) of 27 kg/
m2. The patient underwent elective excision of the vulvar 
mass, removal of Mirena coil, and fitting a new Mirena 
device under general anesthesia. Examination under an-
esthesia found a right labia majora swelling of approxi-
mately 100 × 90 × 80 mm, the skin overlying the mass was 
very thin and there were with two areas of fine breaks in 
the skin, covered with a fine film of sanguinolent oozing. 
On vaginal examination, the mucosa of the vagina and the 
cervix was normal, the uterus was normal size and con-
sistency, no adnexal masses or infiltration were identified. 
After the replacement of the Mirena IUS, 20 ml Marcaine 
0.5% were injected around the lesion to create a dissec-
tion plan. Through a vertical linear incision on the medial 
aspect of the labia, the dissection plan of the tumor was 
identified, and the mass was methodically dissected and 
enucleated in one piece. The appearance and consistency 
of the specimen suggested this to be a solid tumor rather 
than a cystic one. The copious bleeding from the tumor 
attachment points was stopped with diathermy and he-
mostatic sutures. The excision of the tumor left behind a 
deep defect in the vulvar structures that required closure 
in two layers. At the end of the procedure, a Foley cath-
eter confirmed integrity of the urethra and the bladder, 
while a rectal examination confirmed normal tone and in-
tegrity of the rectus and anal sphincters. The patient was 
discharged in good condition the same day.

2.3 | Postoperative follow up

One week later, the patient was seen in gynecology tri-
age for perineal pain, bleeding, and unpleasant local 
odor for 2 days. She had no fever, urinary or bowel 
symptoms, and her vital signs were normal. Local 
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examination showed a surgical site hematoma with the 
overlying skin erythematous and swollen. Upon he-
matoma drainage, the 2  cm wound gaping was left to 
heal by second intention under antibiotic protection. 
Cultures of the wound collection were negative. Two 
weeks after this episode, the patient was well, the vulvar 
hematoma and local inflammation were resolved, and 
the wound was healing well. Blood tests at follow- up 
assessments were within normal range.

2.4 | Histopathology

Macroscopic examination of the surgical specimen 
showed a circumscribed mass, 80 × 70 × 40 mm, weight-
ing 117 g. The external surface of the mass was ragged 
and tan colored. The cut surface was solid with a white 
“whorled” appearance. Histological examination revealed 
a well circumscribed tumor (Figure  1A,B), composed of 
intersecting fascicles of uniform spindle- shaped cells with 
elongated ovoid nuclei and fairly abundant eosinophilic 
cytoplasm (Figure  1C). There was no cytological atypia 
or coagulative tumor necrosis, and the mitotic count 
was less than 1 mitotic figure per 10 high powered fields. 
Immunohistochemistry showed that the cells were dif-
fusely positive for smooth muscle actin (SMA), desmin, 
and h- caldesmon (Figure  2A– C respectively). The mor-
phological and immunohistochemical features were those 
of a benign vulvar leiomyoma.

The patient was informed on the report of vulvar fi-
broid and re- assured regarding the benign character of the 
vulvar growth. Two years postsurgery, the patient remains 

well, and is completely asymptomatic, with no evidence of 
disease recurrence.

3  |  DISCUSSION AND 
CONCLUSIONS

Here, we presented a case of vulvar smooth muscle neo-
plasm that mimicked a Bartholin gland cyst and was also 
suspected of possible malignant transformation. Although 
rare, vulvar leiomyomas may occur at the same location 
as Bartholin duct cysts or abscesses and, as illustrated 
by this case, the clinical diagnosis by physical examina-
tion is challenging. Most vulvar leiomyomas are initially 
clinically misdiagnosed as Bartholin cyst or abscess. 
In our case, the woman had no pain and inflammatory 
signs, which excluded the diagnosis of Bartholin's abscess. 
Absence of signs of infection combined with the latency 
in tumor growth prompted the initial patient referral to 
oncology specialist. The tumor characteristics on exami-
nation pointing rather to a cystic than a solid structure led 
to the specialist diagnosis of Bartholin cyst, a more com-
mon clinical encounter than that of a Bartholin fibroma.

Vulvar leiomyomas are uncommon benign mesenchy-
mal tumors which are usually asymptomatic but can cause 
swelling and local discomfort. Leiomyomas are benign 
soft tissue tumors of mesenchymal origin. Vulvar leiomy-
omas are rare benign monoclonal tumors, that occur most 
commonly in the fourth and fifth decades of life.3 A recent 
review found 41 years the average age of occurrence, with 
a range from 15 to 73 years.2 As with our case, the personal 
and family histories of patients with vulvar leiomyoma 

F I G U R E  1  Histopathologic features 
of vulvar leiomyoma. (A, B) The tumor 
is well circumscribed without any 
infiltration of the surrounding tissue. 
The arrow (B) highlights the border 
of the tumor (hematoxylin and eosin 
[H&E], whole slide, ×20). (C) The 
tumor is composed of intersecting 
fascicles of uniform spindle- shaped cells 
(hematoxylin and eosin [H&E], ×100). 
(D) The cells have elongated ovoid nuclei 
and eosinophilic cytoplasm. There is no 
significant cytological atypia or mitotic 
activity (hematoxylin and eosin [H&E], 
×400)

(A) (B)

(C) (D)
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generally reveal no abnormal findings.2,4– 6 The genetics 
of vulvar leiomyoma remain undefined; several possible 
genes (high- mobility group AT- hook 2 gene (HMGA2), 
factor gene pleomorphic adenoma gene 1 (PLAG1), RBI- 
inducible coiled- coil 1 gene (RB1CC1)) might be involved 
but the mechanism through which any of these genes reg-
ulate the aberrant smooth muscle cell development and 
survival has not been identified.7,8

Three principal histological patterns of vulvar leiomyo-
mas have been identified: spindled, epithelioid, and myx-
oid or myxohyaline, although combinations of these can 
also be present.9 The management is similar for all histo-
logical types. The spindled pattern, present in our case, is 
a relatively common type of vulvar leiomyoma, in which 

there is a fascicular proliferation of spindle- shaped cells 
with ovoid to elongated nuclei and richly eosinophilic cy-
toplasm.2,5 The key to histologic differentiation between 
benign and malignant forms, respectively, between leio-
myoma, atypical leiomyoma, and leiomyosarcoma are 
a set of criteria defined by Tavassoli & Norris and later 
modified by Nielsen et al. and Nucci and Fletcher.2,5,9,10 
The differentiation criteria between the three forms are 
presented in Table  1. Both leiomyomas and leiomyosar-
comas are positive on immunohistochemistry for smooth 
muscle cell markers, including smooth muscle actin, de-
smin, and caldesmon. In addition, leiomyosarcomas are 
immuno- positive for S- 100 and cytokeratin. S100 is pres-
ent in myoepithelial cells.11– 13 A recent review shows their 
importance as markers in cancer.11 Some of these tumors 
may express estrogen, progesterone, and androgen recep-
tors,14– 17 the significance of which for the development 
of these tumors is not fully understood.18 Therefore, for 
our case, we did the smooth muscle cell markers to aid in 
the differential with malignancy. A relationship between 
hormonal contraception and growth of such tumors has 
not been established to date, thus, potential involvement 
of the contraception used by our patient to the develop-
ment and growth of the vulvar tumor, although possible, 
was not inferred. The hormonal receptors staining was 
not considered to have played a role in the diagnosis or 
management of our patient. However, the relationship 
between hormones and the growth of vulvar leiomyomas 
warrants further study.

The differential diagnosis of a solid growth the 
Bartholin's gland include leiomyoma, primary carcinoma, 
and leiomyosarcoma and other vulvar mesenchymal 

F I G U R E  2  Immunohistochemistry 
of vulvar leiomyoma. (A– C) The tumor 
cells are diffusely positive for smooth 
muscle actin (A), desmin (B), and h- 
caldesmon (C) (magnification ×100)

(A) (B)

(C)

T A B L E  1  Differential histologic diagnostic criteria between 
benign and malignant neoplasm of smooth muscle cells tumors of 
the vulva

Tavassoli & Norris criteria (1979)10,25

1. ≥5 cm in the greatest dimension
2. Infiltrating margins
3. ≥5 mitotic figures per 10 high- power fields

Nielsen et al criteria (1996)5

4. Moderate to severe cytological atypia

Nucci & Fletcher (2000)9

5. Coagulative tumor necrosis

Diagnosis:
• 1 criteria: Leiomyoma
• 2 criteria: Atypical leiomyoma
• ≥3 criteria: Leiomyosarcoma
• Any 1– 4 criteria & criteria 5: Leiomyosarcoma
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lesions such as cellular angiofibroma, angiomyofibroblas-
toma, and aggressive angiomyxoma.21– 23 Leiomyosarcomas 
of the vulva are very rare, thus frequently mistaken for be-
nign Bartholin's gland lesions, which delays the diagnosis 
and management. The treatment is complex, generally 
aiming for complete excision with a goal of pathologic 
confirmation of negative margins.4 Radical hemivulvec-
tomy with inguinal lymphadenectomy has been reported 
for some cases.24 Multidisciplinary discussions between 
oncologists, gynecologist, and pathologists can provide 
guidance to ensure that adequate surgical excisions are 
performed and advise on the need for radiotherapy and 
chemotherapy, as these tumors are aggressive, with high 
rate of recurrence and distant metastases.24– 26 The role of 
adjuvant therapy is not clear and comparisons between 
studies are rather difficult to reach a clear consensus.

Other vulvovaginal mesenchymal lesions, such as ag-
gressive angiomyxoma and cellular angiofibroma can be 
distinguished from vulvar leiomyoma through histolog-
ical evaluation and immunohistochemistry, specifically 
the absence of diffuse staining for smooth muscle mark-
ers (especially h- caldesmon). Bartholin gland carcinoma 
is another rare differential, presenting as a painless swell-
ing, which may be clinically confused with a Bartholin 
gland cyst or abscess. Histologically, these tumors are a 
heterogeneous group; adenocarcinoma and squamous cell 
carcinoma each account for approximately 40%, adenoid 
cystic carcinoma for 15%, and adenosquamous carcinoma 
for 5%. Their treatment, which is not yet standardized, 
include either wide local excision or radical vulvectomy 
and lymphadenectomy followed or not by local radiation 
therapy, or radiotherapy alone. A study by Balat et al.19 
showed no difference between the treatment employed in 
the rate of primary tumor control or 5- year disease- free 
survival rate, whereas others found that conventional 
therapy yielded a 5- year survival of 67%, with two thirds 
of the patients having a local recurrence in spite of local 
radiotherapy.20

In contrast to solid tumors, which often present as 
gradually enlarging painless masses, the Bartholin's ab-
scess presents as a painful lump, that over time becomes 
fluctuant, and associates with fever and local inflamma-
tion. The Bartholin's cyst is less painful but may cause 
local discomfort and often associates with history of re-
current Bartholin's abscesses. A recent systematic review 
found that there is no current randomized trial evidence 
to support the use of any single surgical intervention for 
the treatment of a symptomatic cyst or abscess of the 
Bartholin's gland.21– 25

As our case illustrates, histological evaluation is essen-
tial for diagnosis, especially if there are clinical features 
suggestive of malignancy such as accelerated growth. As 

such, we support the premise that a biopsy- excision or 
at least a biopsy should be performed before attempting 
other procedures such as cyst drainage in cases were the 
clinical context is not fully relevant of the presumed pa-
thology. Establishment of a full differential diagnosis and 
correct final diagnosis are essential for optimal clinical 
management.

Various reports comment on the importance of imag-
ing of vulvar neoplasms, which may confirm the presence, 
location, size of the tumor, and help with its character-
ization. Ultrasonography is the most widely used diag-
nostic tool because of easy access, low costs, and being 
non- invasive. Pelvic computed tomography and pelvic 
MRI are more sparingly used and employed for rather 
difficult cases or were malignancy and/or local spread is 
suspected.2,18,26 As with many other reports, we have not 
employed any of the technologies above. As the tumor 
was solitary, well circumscribed, asymptomatic for a long 
time, and clinical evaluation did not find any suspicious 
features, a benign neoplasm was suspected with a high 
degree of certainty and thus no imaging investigations 
were deemed necessary. However, the place of different 
imaging methods in positive and differential diagnosis of 
vulvar tumors is not clear. No consensus exist regarding 
which method should be employed and criteria for posi-
tive diagnosis have not been defined.

There is limited reporting of secondary outcomes of 
vulvar leiomyoma, including hematoma, infectious mor-
bidity, persistent pain, dyspareunia, and risk of recurrence. 
In spite of careful hemostasis with ligature and diathermy 
of the blood vessels from the tumor bed, a hematoma did 
form several days after the surgery in our patient. Non- 
obstetric vulvar hematomas are not common and there 
are no guidelines for their management. However, the 
principle of management in obstetric hematomas can be 
applied by analogy to the hematomas post gynecologic 
surgery.27,28 Thus, due to size and discomfort symptoms 
reported by the patient, we opted for drainage in order to 
reduce the pain, accelerate the recovery, and prevent sec-
ondary infection and necrosis.

Regarding the recurrence risk of vulvar leiomyomas, 
the opinions are controversial. For instance, Nielsen 
et al. recommend close long- term follow- up because of 
the high risk of recurrence.5 From 25 smooth- muscle 
tumors of the vulva analyzed in that study, 19 were 
followed up to an average of 5 years and four had local 
recurrence and one distant metastasis was found.5 
Whereas in several other reports, the patients had one 
to two recurrences during a median follow- up period of 
25 months, others found no recurrence at one or 2 years, 
as was the case in our patient.2,29,30 Complete enucle-
ation or excision of the tumor with surrounding normal 
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tissue decreases the rate of recurrence and increases the 
five- year survival rate.5,29 Considering the small number 
of cases and limited available follow- up data, the long- 
term clinical behavior of vulvar leiomyoma remains to 
be established.

Clinical experience with diagnosis and management of 
smooth muscle tumors of the vulva is scarce. More data 
are required to improve knowledge on the natural history, 
diagnostic criteria, optimal management, and prognostic 
factors of vulvar neoplasms. Because these lesions can 
present with late- relapse, long- term follow- up is advised 
until more evidence is available.

AUTHOR CONTRIBUTIONS
AV designed the study, collected patient information, and 
wrote the manuscript. LI was the designated health care 
provider and retrieved patient clinical notes. SD provided 
the figures and their description. HSM provided care to 
the patient; all authors participated in the clinical care of 
this patient. All authors provided feedback on the manu-
script drafts and read and approved the manuscript in its 
final version.

ACKNOWLEDGMENTS
We would like to express our appreciation to the patient 
in the study and to the staff who contributed to her care.

CONFLICT OF INTEREST
The first author/corresponding author is a Senior Editor 
for the Clinical Case Reports Journal (Wiley publisher). 
The other authors declare that they have no competing 
interests.

DATA AVAILABILITY STATEMENT
Interested readers can review the primary data upon re-
quest, subject to the data sharing policy of NHS England.

ETHICAL APPROVAL
This study is compliant with the institutional ethics regula-
tions of the Oxford University Hospitals NHS Foundation 
Trust and with the Health Insurance Portability and 
Accountability Act.

CONSENT
Written informed consent was obtained from the patient 
for publication of this case report and any accompanying 
images. A copy of the written consent is available for re-
view by the Editor of this journal.

ORCID
Angela Elena Vinturache   https://orcid.
org/0000-0002-2432-2616 

REFERENCES
 1. Viau M, Plante M, Renaud M- C, Grondin K, Morin C. Proposed 

novel nomenclature of vulvar smooth muscle tumors; a case 
of Smooth Muscle Tumor of Uncertain Malignant Potential 
(STUMP) of the vulva. Gynecol Oncol Rep. 2017;20:1- 3.

 2. Sun C, Zou J, Wang Q, et al. Review of the pathophysiology, di-
agnosis, and therapy of vulvar leiomyoma, a rare gynecological 
tumor. J Int Med Res. 2018;46(2):663- 674.

 3. Francis SA, Wilcox FL, Sissons M. Bartholin's gland leiomy-
oma: a diagnostic and management dilemma. J Obstet Gynaecol 
Res. 2012;38(6):941- 943.

 4. Levy RA, Winham WM, Bryant CS, Quick CM. Smooth muscle 
neoplasms of the vulva masquerading as Bartholin gland duct 
cysts. Proc (Bayl Univ Med Cent). 2014;27(1):25- 27.

 5. Nielsen GP, Rosenberg AE, Koerner FC, Young RH, Scully RE. 
Smooth- muscle tumors of the vulva. A clinicopathological 
study of 25 cases and review of the literature. Am J Sur Pathol. 
1996;20(7):779- 793.

 6. Zhou J, Ha BK, Schubeck D, Chung- Park M. Myxoid epithe-
lioid leiomyoma of the vulva: a case report. Gynecol Oncol. 
2006;103(1):342- 345.

 7. Horton E, Dobin SM, Debiec- Rychter M, Donner LR. A clonal 
translocation (7;8)(p13;q11.2) in a leiomyoma of the vulva. 
Cancer Genet Cytogenet. 2006;170(1):58- 60.

 8. Guardiola MT, Dobin SM, Dal Cin P, Donner LR. Pericentric 
inversion (12)(p12q13- 14) as the sole chromosomal abnor-
mality in a leiomyoma of the vulva. Cancer Genet Cytogenet. 
2010;199(1):21- 23.

 9. Nucci MR, Fletcher CD. Vulvovaginal soft tissue tumours: up-
date and review. Histopathology. 2000;36(2):97- 108.

 10. Tavassoli FA, Norris HJ. Smooth muscle tumors of the vulva. 
Obstet Gynecol. 1979;53(2):213- 217.

 11. Xia C, Braunstein Z, Toomey AC, Zhong J, Rao X. S100 proteins 
as an important regulator of macrophage inflammation. Front 
Immunol. 2018;8:1908.

 12. Woida FM, Ribeiro- Silva A. Adenoid cystic carcinoma of 
the Bartholin gland: an overview. Arch Pathol Lab Med. 
2007;131(5):796- 798.

 13. Azumi N, Battifora H. The cellular composition of adenoid 
cystic carcinoma. An immunohistochemical study. Cancer. 
1987;60(7):1589- 1598.

 14. Chokoeva AA, Tchernev G, Cardoso JC, et al. Vulvar sarco-
mas: short guideline for histopathological recognition and 
clinical management. Part 1. Int J Immunopathol Pharmacol. 
2015;28(2):168- 177.

 15. Hernández- Ortiz MJ, Valenzuela- Ruiz P, Gonzalez- Estecha A, 
Santana- Acosta A, Ruiz- Villaespesa A. Fine needle aspiration 
cytology of primary epithelioid sarcoma of the vulva. A case 
report. Acta Cytol. 1995;39(1):100- 103.

 16. Chokoeva AA, Tchernev G, Cardoso JC, et al. Vulvar sarco-
mas: short guideline for histopathological recognition and 
clinical management. Part 2. Int J Immunopathol Pharmacol. 
2015;28(2):178- 186.

 17. McKenzie M, Pintilie H, Wilkinson N, Lane G, Orton J, El- 
Ghobashy A. A rare case of vulval leiomyosarcoma: manage-
ment and an updated review of the literature. J Obstet Gynaecol. 
2011;31(7):675- 676.

 18. Kanash SSP, Pandey S. A case report on vulval fibroma. 
MedPulse. 2017;4(1):151- 153.

https://orcid.org/0000-0002-2432-2616
https://orcid.org/0000-0002-2432-2616
https://orcid.org/0000-0002-2432-2616


   | 7 of 7VINTURACHE et al.

 19. Balat O, Edwards CL, Delclos L. Advanced primary carcinoma 
of the Bartholin gland: report of 18 patients. Eur J Gynaecol 
Oncol. 2001;22(1):46- 49.

 20. Cardosi RJ, Speights A, Fiorica JV, Grendys EC Jr, Hakam A, 
Hoffman MS. Bartholin's gland carcinoma: a 15- year experi-
ence. Gynecol Oncol. 2001;82(2):247- 251.

 21. Illingworth BJG, Stocking K, Showell M, Kirk E, Duffy JMN. 
Evaluation of treatments for Bartholin's cyst or abscess: a sys-
tematic review. BJOG. 2020;127(6):671- 678. doi:10.1111/147
1- 0528.16079

 22. Dole DM, Nypaver C. Management of Bartholin duct 
cysts and gland abscesses. J Midwifery Womens Health. 
2019;64(3):337- 343.

 23. Heller DS. Benign tumors and tumor- like lesions of the vulva. 
Clin Obstet Gynecol. 2015;58(3):526- 535.

 24. Marzano DA, Haefner HK. The bartholin gland cyst: past, pres-
ent, and future. J Low Genit Tract Dis. 2004;8(3):195- 204.

 25. Omole F, Kelsey RC, Phillips K, Cunningham K. Bartholin duct 
cyst and gland abscess: office management. Am Fam Physician. 
2019;99(12):760- 766.

 26. Kim HR, Yi BH, Lee HK, et al. Vulval epithelioid leiomyoma in 
a pregnant woman. J Obstet Gynaecol. 2013;33(2):210- 211.

 27. Lapresa Alcalde MV, Hernández Hernández E, Bustillo Alfonso 
S, Doyague Sánchez MJ. Non- obstetric traumatic vulvar hema-
toma: conservative or surgical approach? A case report. Case 
Rep Womens Health. 2019;22:e00109- e.

 28. Parker WH, Wagner WH. Gynecologic surgery and the manage-
ment of hemorrhage. Obstet Gyn Clin N Am. 2010;37(3):427- 436.

 29. Tavares K, Moscovitz T, Tcherniakovsky M, Pompei LM, 
Fernandes CE. Differential diagnosis between Bartholin cyst 
and vulvar leiomyoma: case report. Rev Bras Ginecol Obstet. 
2017;39(8):433- 435.

 30. Darbhamulla A, Watson AJS, Benatar B. Recurrent vulval fi-
broids— an unusual indication for selective oestrogen receptor 
modulators (SERMs). J Obstet Gynaecol. 2004;24(1):95- 96.

How to cite this article: Vinturache AE, Ismail L, 
Damato S, Soleymani Maid H. Challenges in 
management of Bartholin gland leiomyoma: A case 
report. Clin Case Rep. 2023;11:e06449. doi:10.1002/
ccr3.6449

https://doi.org//10.1111/1471-0528.16079
https://doi.org//10.1111/1471-0528.16079
https://doi.org/10.1002/ccr3.6449
https://doi.org/10.1002/ccr3.6449

	Challenges in management of Bartholin gland leiomyoma: A case report
	Abstract
	1|BACKGROUND
	2|CASE PRESENTATION
	2.1|Presentation
	2.2|Surgical procedure and findings
	2.3|Postoperative follow up
	2.4|Histopathology

	3|DISCUSSION AND CONCLUSIONS
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	CONFLICT OF INTEREST
	DATA AVAILABILITY STATEMENT

	ETHICAL APPROVAL
	CONSENT
	REFERENCES


