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Summary

neoplasms. Although the pathophysiology of the bladder
leiomyoma is unknown, there are some theories on it.

Leiomyoma of the bladder is a very rare dis-
order that accounts for 0.43% of all bladder

The patients can be asymptomatic; when present, clinical symp-

toms (lower urinary tract symptoms and\or hematuria), are
associated with tumor size and location. For diagnosis, imag-
ing plays an important role: ultrasound, computed tomogra-
phy (CT) scan and magnetic resonance imaging (MRI) are
the examinations most frequently performed. Treatment con-
sists of surgical removal of the tumor, and the prognosis is
excellent.
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CASE REPORT

Herein we present a case of leiomyoma of the bladder in
young male patient who has been successfully managed
with a partial cystectomy using a laparoscopic approach.
A 33 year old male with a history of persistent thymus
gland was referred to our urology clinic for pelvic pain,
urgency and dysuria. No hematuria nor history of weight
loss were noticed. His physical examination was unre-
markable. Blood work and urine test were within normal
limits.

An ultrasound of the abdomen and pelvis revealed no
hydronephrosis nor masses of the upper tract. Although
only partially filled, the bladder revealed a mass.

A Computed Tomography (CT) scan and Magnetic Resonance
Imaging (MRI) confirmed the presence of an upper side
bladder tumor (60 mm x 58 mm x 47 mm) located along
the urachus course without any evidence of distant metas-
tasis but with an increased fat density around the mass
(Figure 1A-B). The lesion appeared undissociated from
the bladder wall.

The patient underwent a laparoscopic partial cystectomy
and urachus removal with a margin of normal tissue by
a 3 trocars technique. The bladder was closed in 2 layers
and the peritoneum was then closed.

The patient had an uneventful post operative period and a
Foley’s catheter was left for 7 days. The mass measured
grossly 6 x 5 x 4 cm in its greatest dimensions with a
smooth surface and hard consistency. A microscopic
description revealed typical features of a leiomyoma
tumour: positive for Actina and negative for CD117 and
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A.

Protein S 100 (Figure 2A-B). We performed follow up
with ultrasonography and CT scan and at 3 and 9 months.
CT scans were negative. We evaluated bladder capacity
with flowmetry at 3 and 9 months. Peak and average flows
were 21 ml/min and 10 mil/min. Voided volume was 198
ml at 3 months and at 9 months was increased at 296 ml.

Figure 1.

A. Large, hard tissue density mass arising from the urachus.
The mass is not dissociable by the bladder wall at

computed tomography.

B. High signal intensity mass on T1 magnetic resonance image.

Figure 2.

A. Microscopic description revealed typical features

of leiomyoma, positive for Actina.

B. Microscopic description revealed typical features of
leiomyoma, negative for CD117 and Protein S 100.

DiscussioN

In our case, ultrasonography showed a well-defined,
encapsulated, lobulated mass of the bladder with a
homogeneous and solid aspect, findings that were also
supported by CT. While CT scans can identify the accu-
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rate location of lelomyoma tumors, they are not adequate
to distinguish the solidity of the lesion. Therefore, ultra-
sonography should be performed in indeterminate
lesions (as seen in CT) (2).

Magnetic resonance imaging (MRI) can distinguish
between mesenchymal and transitional cell tumors (3).
Leiomyomas have intermediate signal intensity on T1-
weighted images, while T2- weighted images show a low
signal intensity (4) but a definitive diagnosis is ultimate-
ly made by the histopathological examination.
Management of leiomyomas is mainly guided by the size
and location of the tumor (5). Treatment options have
ranged from enucleation, partial cystectomy and even,
though rarely, radical cystectomy.

Leiomyomas occur throughout the genitourinary tract,
which are most commonly found in the renal capsule.
Most bladder tumors are derived from urothelial cells,
while non-epithelial tumors of the bladder, particularly
leiomyomas, are relatively rare, comprising of about
0.43% of all bladder tumors. In their review of 37
patients Goluboff et al. reported a preponderance of
leiomyoma tumours in women (76%) in their third
through sixth decades (59%) with a mean age of 44 years
(5). In another series (6) all patients were women, with
a mean age of 43.6 years, consistent with the report of
Guluboff et al.

Bladder leiomyomas are known to produce symptoms,
dependent primarily on their location and secondarily
on their size.

Goluboff et al. demonstrated that patients most common-
ly presented with obstructive urinary symptoms (49%),
irritative symptoms (38%), hematuria (11%) or flank
pain (13%), while 19% were asymptomatic. In another
large series published by Park et al. (6), irritative symp-
toms occurred most frequently (37.7%), followed by
obstructive urinary symptoms (31.1%), hematuria
(24.6%) and abdominal bulge or pain (14.8%). Bladder
leiomyoma are classified into three groups according to
the histological location of tumor: endovesical, intramu-
ral and extravesical; which account for 63%, 7%, and
30%, respectively (6).

Traditionally, bladder leiomyomas have been treated by
surgical resection. The tumor size, extent, and location
and the involvement of the sphincter or ureter determine
the route of resection. Small endovesical tumors can be
managed with transurethral resection (TUR) and fulgura-
tion. Larger endovesical, intramural or extravesical
tumors can best be managed with segmental resection or
partial cystectomy (7). Transvaginal excision and laparo-
scopic partial cystectomy excision have all been success-
fully used for bladder leiomyoma removal (8, 9).

Some investigators have suggested that surgical removal
should be reserved for symptomatic tumors. They assert
that asymptomatic patients with a high probability of a
leiomyoma as detected from the imaging, biopsy and
cystoscopy evaluations can be followed up without inva-
sive surgery due to the histologic similarities of bladder
and uterine leiomyomas and no reported malignant
transformation of bladder leiomyoma. However, bladder
leiomyomas often mimic malignant lesions and, depend-
ing on the location, can often be diagnosed only after
surgical removal. Furthermore, surgeons are familiar
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with performing TUR or partial cystectomy and therefore
surgical resection is thought to be necessary for both
confirmation of the diagnosis and definitive treatment.
Because the prognosis of patients with a leiomyoma
tumor after surgical treatment is excellent and no malig-
nant transformation has been reported to-date, a follow-
up is not considered necessary unless urinary tract
Symptoms Occur.

CoNcLUSIONS

Leiomyoma of the urinary bladder is a rare disorder,
comprising of about 0.43% of all bladder tumors. The
tumor size, rather than the location, appears to affect the
nature of symptoms. Successful treatment is up to sur-
geon, using varying surgical approaches, and the prog-
nosis is good after complete resection.
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