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A Case Report on Angiomyxoma

FB Monayem', Z Parveen’, R Mahmud®, SAM Ahmed*

Abstract :

Aggressive Angiomyxoma (AA) is a rare variety of soft tissue tumour of pelvis and perineum occurring almost
exclusively in adult females. AA is most often found in or in proximity to the lower pelvis, more specifically
perineum, vulva, vagina or inguinal regions. Here we report a case of angiomyxoma. She is a 40 years old house
wife, presented with a brownish, soft, multilocular, pedunculated nontender solid mass in the left side of the vaginal
wall. Though initially it was provisionally diagnosed as a case of cervical polyp, ultimately histopathology proved it

to be a case of Aggressive Angiomyxoma.
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Introduction :

Aggressive Angiomyxoma is a rare variety of non
metastasining soft tissue tumour of pelvis and perineum
occurring almost exclusively in adult females (female
to male ratio is 6.6: 1)'. This was first described in 1983
by STEEPER et al*>. No etiologic factors are known. It
is most often found in women in reproductive age with
a peak incidence in the fourth decade of life’. AA is
most often found in or in proximity to the lower pelvis,
more specifically perineum, vulva, vagina or inguinal
regions. Tumour size is often underestimated by
physical examination. Most AA are big, size may vary
from 1-60cm’. These tumours are macroscopically
lobulated and may adhere to surrounding soft tissue.
Microscopically, cells with a spindled or stellate
morphology are seen, embedded in a loose matrix
consisting of wavy collagen and oedema (Figure 1).
Cellularity is generally low to moderate. Infiltration
into fat, muscle, and nerves are seen. The hallmark of
AA is vessels of varying caliber haphazardly scattered
throughout the tumour parenchyma, whereas mitotic
figures are scarce®.
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Figure 1 : Histopathology of Angiomyxoma

Immunohistochemically, most AA are positive for
desmin, smooth muscle actin, muscle-specific actin,
vimentin, oestrogen receptor, and progesterone
receptor. Some tumours are positive for CD34°,

Complete surgical excision is the gold standard because
of its tendency to recur locally. Most surgeons aim at
complete resection (wide excision with tumour free
margin); incomplete or partial resection is acceptable




ACise Baeport on A glomy oo

when high morbidity b5 antieipated. Becnise imost
tumers ame longe, grow mifilimive and blends wath
adjpcent soll tissue, and are becated in close proximaty
e vital orgens such as bladder and rectum, wide
cucigion 18 ol always possible sndfos may cause
sigmifionni morhidhiy” Severn| reported attempts osmg
chemethernpy and radiotherapy as pan ol the ealiment
for AA have been disappombing, probobly due fo the
Lo mmabestics wetiwitygrowth fraction of cells, Bost AA
express oestrogen ond progesierone receplers ond are

likely to harve o bormone-dependont grovth, Bocauas of

thiz, treatment with CnRH pgemsts ond Tamoxifen has
been administered to AA potients, and some caso
reports with drmatie responses (o such GnkH ogomsts
have been reporied. Recurrences are commedy, Thousth,
reported 1o be betveen 9 oand 72 %

Cuse Heport ;

Mrs, Murjahon, & 40 vears old housewile hoidmg from
Horishpus, Finskdoha asdmitted on 18-06-12 presenled
with the hestory of somethmg coming down through her
viaging for | vear. It was skow growing and was
pssocioled with muld draggmg lower abdominal puin
The mass was gradually enlarging bat she did not seek
medical pdvice until she feh difficulty m walkmg and
sitting. There was so diffcully i misturition  and
doefecntion,  She also had menorrhagia for & months
But she had nonnal menstroal eyvele and avernge
dursion.  She had no history of loss of appetite o
weight loss, Bhe received 3 units of blood tansfusion.
(U expminstion patient was ansious, hoving avernge
baody balt and nateition. She was moderately ansemic,
not iclerie. There wos no lvmphadenopothy.  Per

viganal examimation revealed that [enes wias bulky, 10
weeks mosiee, there was multiple fbrowd, Cervix could
ol be o seen extersally and found posteriorly, A
browmish, sofi, multilocular, pedunculated nontender
golid munss was found in the left side of the vaginal wall
mensunng obout (EX6) om’ with resneted mobility
(Figuse 1)

Fi8 Monsvem ol al.

Uirasonogram revealed that olerus was bulky and
mmltiple fibroed was seen. The cervin was brood and a
by podense mass was present displocing rather than
mivading the pelvic organs,

Sa decision of doing lapuretomy was twken. Then with
nll p=ephe  precoubon abdomen was opened by
plenmenstiel measion, Derus was found bulky 100 weeks
size and mulaple fibroeds were present. Todal
ubdomnn] hysterectomy was dong. Both sided ovan
wis preserved. But sy continuation ¢f the vagimal mass
wos found abdomimally, Then after maimoinng proper
hnemostasis nhdomen was elosed in Lavers and then we
weend to vaginal route. The vaginoal mass wos present on
nnterelateral side of lefi vagimel wall. The mass

measuring about (2356 cm) was excised completely ot
viggino] route (Figure 3b A vagino] pack wos kept o
st lor 24 howrs and the tissue was seni For
histopathoelogy,

Histopathology revealed endomotinum in proliferative
phase, myemetrivm shows oultiple benign leiomyoma,
Carvix has chrome cervieibs with squamos metaplasia
and vaginnl mass was an SEEreEsve AionTy Ko
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Discussion :

Angiomyxoma usually occurs in 4th decade’. Our
patient also presented at her 40 years of age. It is more
common around the perineal region. Our patient also
presented as a vaginal mass. The majority of patients
present with a slow-growing mass which is otherwise
asymptomatic and this is frequently the only
symptom/sign. Observed accompanying symptoms and
signs are regional pain, a feeling of local pressure, or
dyspareunia. In our case patient had only dragging
pain. As the mass protrude externally through vagina, it
did not produce any compression in urethra and rectum.
So there was no associated bowel and bladder
disturbance. There was history of dyspareunia. She had
associated menorrhagia which was supposed to be due
to uterine leiomyoma. Excision is the gold standard of
treatment and so was done in this case. Due to financial
constrain no immunohistochemistry was done and
tamoxifen was not given. She was kept under follow-up
to observe recurrence.

Conclusion :

Angiomyxoma is a tumor of low malignant potential.
But there is frequent relapse. Even after 6 month of
follow-up our patient didn't have any sign of
recurrence.
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