
Benign tumors of female

genitals



Benign tumors of the external genitalia

 fibroma;

 leiomyoma;

 lipoma;

 myxoma;

 hemangioma;

 lymphangioma;

 papilloma;

 hydradenoma;

.



FIBROMA

 Tumor of connective nature, 

mostly single, usually dense 

formation of round or oval 

shape with a smooth relief, 

wide base or a thin stem, not 

soldered to surrounding 

tissues.



FIBROMA
 Cells of mature fibrous connective 

tissue and collagen fiber bundles 
formed fibroma; 

 Fibroma with the predominance of 
loose collagen fibers has a soft 
consistency, and fibroma with 
fibers as gross hyalinized fibers 
and a small number of cells - tight;

 Desmoid fibroma is the most dense 
and formed from interlocking 
beams and connective tissue cells.



FIBROMA

 It is localized mainly in the 
thickness of the labia 
major or in the submucosal 
layer of the vagina;

 characterized by slow 
expansive growth;

 desmoid fibroma tends to 
malignancy;

 treatment - surgery 
(removal of the tumor).



leiomyoma

 tumor growing out of the muscle fibers, primarily from 

tissue of labia majora, rarely-out of the vaginal wall

 They are distinguished by the morphological structure:

 - Leiomyoma - a tumor of the smooth muscle fibers;

 - Rhabdomyoma - a tumor of the transverse muscle fibers.



leiomyoma

 It is localized mainly in the 
thickness of the labia major;

 It has thick elastic 
consistency;

 mobile, separated from the 
surrounding tissue;

 It grows slowly;

 treatment - surgery.



lipoma
 It develops mainly from 

adipose tissue, which is 
contained in the pubic area 
and labia major;

 formed by mature adipose 
tissue with layers of 
connective tissue;

 relatively mobile, it has a 
soft consistency;

 treatment - surgery.



Myxoma (Nukk`s diverticulum)

 diagnosed mainly in elderly people;

 It develops from the mesenchyme residues;

 localized in the subcutaneous adipose tissue of pubis 
and labia majora;

 treatment - surgery.



hemangioma
 It occurs against a background of 

congenital atelectasis of the skin 
vessels and mucous membranes 
of the external genitalia;

 Tumor  develops as a node, 
increases rapidly, can reach large 
sizes;

 It is bluish, purple or red spot, 
which is slightly raised above the 
level of the mucous membrane or 
skin;

 when colposcopy is determined 
by the extended network of 
anastomosing, sometimes 
varicose vessels.



Treatment of hemangiomas :

 surgery;

 cryotherapy;

 electrocoagulation;

 injection of sclerosing

agents;

 radiation therapy.

 (A method of treatment 

depends on the location, 

nature, extent of the tumor, 

the age of the patient)



lymphangioma
 It develops from 

lymphatic vessels in the 
skin mainly in areas 
located close to the 
groin;

 It takes the form of 
multiple hummocky 
nodules, often merging 
with each other; soft, 
with dense inclusions, 
sometimes sensitive in 
the study;

 treatment - surgery.



PAPILLOMA
 Tumor of the surface epithelium in the 

form of papillary proliferation, with 
exophytic growth mainly in the area of 
the labia major;

 macroscopically - limited single or 
multiple tumor on a thin stem or broad-
based, with a rough, or fine- or coarse-
grained surface, often covered with 
processes looks like cauliflower of 
different colors - from white to brown;

 Course is the mostly benign, possible 
malignancy under certain conditions;

 treatment - surgery.



HYDRADENOMA

 It develops from the cells of 
sweat glands;

 It occurs mainly at the age of 
15-20 years;

 Localization – labia major, 
pubis;

 takes the form of multiple 
symmetrical lesions in the form 
of flat, round or oval nodules 
the size of 0.2-1.0 cm; coloring 
- from pink-yellow to yellow-
brown;

 treatment - surgery.



VAGINAL CYSTS

 It is retention formation, 
painless with thick elastic 
consistency, contain mucus;

 There are possible simple 
mesonephral (cysts of Garthner
`s duct) and paramesonephral
cysts (in the upper section of 
the vagina, close to its fornix);

 adenosis (multiple cysts of the 
vagina) is rare.



Bartholin's cyst
 rounded formation sizes 

from 1 to 4.3 cm, a cavity is 

bounded by dense capsule, 

within which the liquid is 

contained;

 cause of the disease is 

predominantly Bartholinitis, 

which is often a 

 is the result obstruction of 

the properly gland, and 

therefore violated the 

outflow of secretions 

produced.

 with large cysts may disturb 

discomfort when moving 

and sex.



Bartholin's cyst
 treatment - surgery: the removal of 

the cyst capsule and 
marsupialization - formation of a 
new duct. Methods: under local 
anesthesia, a small incision is 
made on the mucous of labia 
minora, perform inversion  of the 
mucosa and then sutured  it to the 
vulval mucosa.The wound heals 
within a few weeks, and the 
process of forming a new duct 
ends in 1-2 months.



uterine leiomyoma

 benign hormone-

dependent tumor 

originating from the 

smooth muscle of the 

uterus;

 diagnosed in 15-17% of 

women aged over 35 

years.



Etiology and pathogenesis

 There are a number of hypotheses regarding the 
pathogenesis of uterine leiomyoma: cyclic secretion 
of LH and FSH from the prevalence of the last one 
varies in the patients. Metabolism of sex steroids 
disturbed. The level of estrone and estriol is 
dominated in the follicular phase of the menstrual 
cycle and estriol on the background of reduced 
secretion of progesterone in lutein phase. The 
growth and development of uterine leiomyoma is 
largely due to impaired endometrial estrogen-
receptors system.



Etiology and pathogenesis
 In the pathogenesis of uterine leiomyoma certain place is 

given to violations of peripheral hemodynamics and water 
and electrolyte balance - decrease in the elasticity of the 
vessel walls, enhancing blood supply, impairing blood flow, 
increasing the concentration of potassium in the blood 
plasma.

 In recent years, it found that to the development of uterine 
leiomyoma lead biologically active substances, so-called 
growth factors. In particular the level of epidermal growth 
factor (EGF), which contained both stromal and epithelial 
cells in the muscle tissue exceeds many times if it is uterine 
leiomyoma.



Etiology and pathogenesis
In addition to hormonal and 
immunological concepts of the 
pathogenesis of uterine leiomyoma, 
there is another theory of its origin, 
according to which the LM –is  not a 
tumor  but hyperplasia of 
myometrium develops against the 
background of a normal menstrual 
cycle. Proponents of this theory 
believe that the formation of 
leiomyoma occurs in areas of the 
myometrium, which differ in a 
complex interplay of muscle fibers 
(zone "degenerative disorders") –
which are on the  average line of the 
uterus, near the tube corners, on the 
side of the cervix.



Etiology and pathogenesis
 The trigger mechanism  of the hyperplastic process is 

tissue (local) hypoxia of the muscle elements of the 

uterus, which occurs under the influence of a variety of 

adverse factors, and particularly pronounced in the area of 

"degenerative disorders." Hypoxia leads to the 

dedifferentiation of the cells of the myometrium, whereby 

they acquire the ability to proliferate on the background 

of the physiological secretion of sex steroids. In turn, the 

continuous unregulated proliferation of muscle fibers 

determines the formation of uterine leiomyomas.



Classification
1. Localization:

a) uterine leiomyoma 

typical localization -

in the body of the 

uterus (95%);

b) cervical leiomyoma 

(5%).



Classification
2. Depending on the type of 

tumor growth in the 
myometrium:

a) intramural (located in the 
interior wall of the uterus);

b) submucosal (growth towards 
the uterus);

c) subserous (growth towards 
the abdominal cavity);

g) intraligamental (between the 
leaves of the broad ligament 
of the uterus).



nascent fibroid
 Among submucouse nodes 

distinguish a special form - born 

tumors that grow in the uterus 

towards the internal os.

 Birth of fibromatous nodes 

leads to a smoothing and 

expansion of edges of the 

uterine os, and is often 

accompanied by the release of 

tumor beyond the last one.



Clinical presentation of uterine 

leiomyoma
 the clinical picture is varied, 

depending on the patient's age, 

duration of disease, 

localization and tumor size, 

premorbid background and 

concomitant pathological 

processes;

 mainly uterine leiomyomas

are asymptomatic



The typical clinical manifestations of 

symptomatic uterine leiomyoma:
1) menorrhagia (heavy prolonged 

menstrual period) - in the 
presence of submucous
nodes, distorting the uterine 
cavity;

2) metrorrhagia (acyclic uterine 
bleeding) - often at the 
intramural localization of the 
tumor;

3) pain in the lower abdomen and 
lower back (constant 
nagging - if subserous nodes; 
severe - in violation of the 
blood supply to tumors);

4) violation of the functions of 
adjacent organs.



Necrosis of myoma node
 It is the most common 

complication of uterine 
leiomyoma;

 manifested by degenerative 
changes in the nodes (as a result 
of violation of the system of 
complex biochemical processes 
in the blood suply vessels of the 
tumor, as well as torsion of the 
stems of subserous nodes);

 accompanied by a clinical 
picture of acute inflammatory 
process until the development of 
an acute abdominal condition.



Diagnosis of uterine leiomyoma
 bimanual examination (determined by the enlarged uterus, 

the size of which is estimated at weeks of pregnancy);

 inspection of the cervix in the speculums(cervical 
leiomyoma located in the vagina, born fibroid);

 abdominal examination (in the presence of large 
leiomyomas, going beyond the small pelvis);

 ultrasonography (allows you to set the size of the number 
of nodes, their location, echogenicity, structure, 
comorbidities of endometrium and the uterus);

 hysteroscopy (used to identify submucous nodes with 
their simultaneous biopsy, as well as myomectomy).



Differential diagnosis

 pregnancy;

 uterine sarcoma;

 ovarian tumors;

 internal endometriosis. 



Treatment of uterine leiomyoma

 multi-component, determined by the age of the 
patient, the state of her premorbid background, 
characteristics of pathological morphogenesis 
and localization of the tumor nodes;

 can be conservative and operative 
оперативным.



Conservative treatment

 Non-hormonal methods:

 1) hygienic regimen;

 2) rational diet;

 3) drug correction of 

metabolic disorders;

 4) hemostatic therapy;

 5) antianemic therapy;

 6) uterine artery 

embolization

 Hormonal methods:

 1) progestogens;

 2) androgenic steroids;

 3) GnRH agonists 

(Diferelin, Buserelin, 

Zoladex).





Uterine artery embolization (UAE)

 method based on the conduct of 

subsequent pelvic arteriography 

with selective embolization of small 

branches of the uterine artery 

supplying the nodes, resulting in 

focal infarct , hardening and 

hyalinization in the nodes;

 as embolic agents are used 

polyvinyl alcohol particles with 

size of 350-700 microns.



Uterine artery embolization (UAE)

 patient selection criteria:

 1) the reproductive age (45 
years);

 2) Meno- and metrorrhagia;

 3) pain;

 4) contraindications to 
hormone therapy;

 5) the absence of severe 
anemia;

 6) infertility;

 7) habitual miscarriage;

 8) contraindications to 
surgery.

 Contraindications:

 1) pregnancy;

 2) acute inflammatory 
diseases of the pelvic organs;

 3) renal insufficiency;

 4) suspected malignancy;

 5) allergic reaction to contrast 
dye;

 6) coagulopathy;

 7) the node size of 10 cm in 
diameter;

 8) the general size of the 
uterus more than 13 weeks of 
pregnancy.



Indications for surgical treatment of 

uterine leiomyoma:
 large tumor size (more than 12-14 weeks of pregnancy.);

 submucous leiomyoma (accompanied by heavy prolonged 
menstrual periods, resulting in the patient anemizatsii);

 the rapid growth of the tumor;

 subserous leiomyoma on the leg (in which there is a risk of 
twisting unit legs with subsequent development of necrosis in it);

 necrosis of the node;

 dysfunction of related organs;

 cervical uterine leiomyoma;

 infertility;

 leiomyoma of the uterus in combination with other diseases of the 
female reproductive organs that require surgery.



Types of operations for uterine 

leiomyoma

 Conservative:

 1) conservative 

myomectomy;

 2) defundation.

 Radical:

 1) High 

supravaginal

(supracervical) 

amputation of the 

uterus;

 2) supravaginal

amputation of the 

uterus;

 3) hysterectomy.



conservative surgery

 performed in patients of reproductive age who are 

interested in preserving the generative function.



Benign ovarian tumors

 frequency is 75-87% of 

all ovarian tumors;

characterized 

by different clinical 

picture and the high 

probability of 

malignant 

transformation.



OVARIAN TUMORS

 cysts:

 non blastomatous;

 non proliferatiive;

 cystomas:

 blastomatous;

 proliferative;



Ovarian Cysts

 follicular;

 corpus luteum cyst; 

(Luteal);

 endometrioid;

 paraovarian.



follicular cyst
 It develops  from the persistent 

follicle with the size as a hen's 

egg;

 It has a smooth surface and a 

thin capsule;

 The inner wall of the cyst is 

covered by one or two layers of 

cubic epithelium;

 liquid fills cysts, it is 

transparent with yellowish tint;

 It grows toward the abdomen 

cavity.



Cyst of the corpus luteum

 Distinguish:

 occurring against 

the backdrop of 

persistent corpus 

luteum or its 

development during 

pregnancy;

 typical for molar 

pregnancy



lutein cysts

 mostly bilateral;

 formed with molar pregnancy 
and chorionepithelioma;

 are rapidly developing;

 the contents of the liquid, 
thick, colored yellow or 
brownish-red color;

 cyst wall is yellow;

 they resolve on their own after 
the removal of hydatidiform
mole or cure of 
chorionepithelioma.



endometrial cysts
 is a manifestation of general 

disease, which is called the 

genital endometriosis.

 it has a thick capsule that 

contains the changed blood 

("chocolate cyst").



parovarian cyst

 it develops from paraovarial tubules of 
the  longitudinal duct of the epiopharon;

 mostly one-sided, with smooth walls, 
rounded, single-chamber, usually of 
small size;

 due to the presence of epithelium 
covering the inner walls of the tubules, 
serous fluid in the tubules expands the 
tubule and takes on the character of the 
retention cyst;

 localization is  intraligamental.



Histological  classification of benign ovarian 

timors

Epithelial tumors:

A. Serous (cystadenoma, papillary cystadenoma, 

adenofibroma, cystadenofibroma);

B. Mucinous (cystadenoma, adenofibroma, 

cystadenofibroma);

B. Endometrial (adenoma, cystadenoma, adenofibroma, 

cystadenofibroma);

G. Clear-cells  or mesonephroid (adenofibroma);

D. Brenner tumor;

E. Mixed epithelial tumors.



Histological classification of benign ovarian 

tumors

2) Sex cord stromal tumors:

A. Granulosa-stromal tumors (granulosa tumor (folliculoma) 

group teca-cells tumors (tecomas);

B. Androblastoma, tumor from the cell of Sertoli -Leydig.

3) Lipid-cell tumors.

4) Germ cell tumors:

A. Teratoma (dermoid cyst or a simple teratoma, ovarian 

stroma).



serous cystadenoma

 As a rule, single-sided, single-

chamber, with smooth walls;

 Single row lining epithelium, 

often cubical or squamous, rare 

- a cylindrical;

 Tumor sizes vary from a few 

centimeters to 30 cm in 

diameter;

 content presented clear serous 

fluid ,straw-colored.



papillary cystadenoma
 relatively small size;

 multi-chamber;

 tumors are often bilateral;

 the contents of the predominantly 

liquid, sometimes astringent, 

yellowish-brown;

 capsule contains papillary proliferation 

(on the inner surface of the tumor -

inverting form and / or on the outside –

everting form);

 often accompanied by ascites;

 high risk of malignancy.



mucinous cystadenoma

 mostly one-sided;

 usually it reaches a 

considerable size (sometimes 

huge);

 round, multi-chamber, with a 

jelly-like contents.



Ovarian fibroma

 stromal tumor composed of 

spindle cells producing large 

amounts of collagen;

 as a rule one-sided;

 sizes vary from a few 

millimeters up to 20-30 cm;

 it has a round, oval or 

kidney-shaped;

 surface is smooth with thick 

consistency.



Ovarian fibroma

 There are two forms:

 delineated with 
preserving ovarian 
tissue;

 diffuse, whereby 
ovarian tissue is not 
determined, and the 
tumor lacks capsule.



Ovarian fibroma

 It is defined as the formation of a movable 

oval or rounded, localized behind the uterus or 

on the side of it;

 Rarely marked by Meig`s triad : ascites, 

anemia, hydrothorax.

 It characterized by slow growth, but with 

degenerative changes the tumor size can 

increase rapidly.



Teratoma

 It is localized 
predominantly in the 
right ovary (90%);

 bilateral localization -
10%;

 a thin-walled circular 
formation or kidney-
shaped with thick 
consistency.



Teratoma
 Content presented  the 

elements of ectoderma (horny 
masses, hair of different 
lengths in the form of coils);

 in the walls of teratomas
identified dense formation, 
acting in the tumor cavity in 
the shape of the hill as the 
parenchymal or the main hill 
(the main hill is the basis of the  
mature teratomas, where 
rudimentary organs can be 
reveal).



Brenner`s tumor
 fibroepithelial is a 

neoplasm;often
asymptomatic and is a 
random finding during 
surgery;often one-sided, 
round or ovoid shape, 
without capsule, thick 
consistency;Sizes range 
from 2 mm to a value of 
the human head;in tumor 
tissue can be observed 
small cysts, sometimes 
many (microcystic option), 
the rare large multiple 
cysts its contents are 
mostly mucous.



hormone producing tumors

 feminized:

 Granulosa-cells tumor (folliculoma);

 Teca-cells tumor(tecoma).

 masculinization:

 - Androblastoma (adenoblastoma) and 

others.



Granulosa-cells tumors (folliculoma)

 it arises from granulosa cells of 
the follicle or differentiated 
genital strands residues;

 hormonally active tumors, 
produces estrogens;

 it is yellow, at the cut of a solid or 
a cellular structure;

 sizes range from microscopic 
inclusions in the ovary of 40 cm 
in diameter;

 malignant degeneration occurs in 
4-25% of patients.



Granulosa-cells  tumors (folliculoma)

 Clinical manifestations depend on the degree of 

hyperestrogenia and age of the woman; usually marked by 

pain in the abdomen, increase in its volume;

 In girls often observed  precocious puberty, uterine 

bleeding occur sooner ,appear secondary sexual 

characteristics;

 Tumor development  in young women is accompanied by 

a temporary amenorrhea, which is replaced by acyclic 

bleeding;

 Postmenopausal uterine bleeding occur.



Teca-cells tumors (tecomas)

 Arises from teca-tissuesi of the 
ovary, it refers to estrogenprodutive
tumors;

 It occurs mainly in the elderly (60 
years and older);

 often one-sided, round or oval, 
dense consistency, sizes range from 
small to the head of the newborn;

 the clinical manifestations are 
similar to folliculoma, however, a 
characteristic feature of a tecoma is 
ascites.



androblastoma
 It arises from the rudiments of 

the gonads, with potentially 

masculine line of development, 

has masculinizing property;

 often one-sided, round or oval 

shapes, sizes range from 

microscopic to 30 cm in 

diameter;

 in 20-25% of cases, it is subject 

to malignant transformation.



androblastoma

 the following types of tumors:

 undifferentiated (characterized by a large number of 

Leydig cells, resulting in marked virilizing effect);

 differential (with a predominance of tubular 

structures having similar Sertoli cells);

 intermediate (it has a mixed structure).



androblastoma
 occurs at any age, most often - 20-30 years and 50-

70 years;

 in the clinical course masculinizing tumors can be 
identified as a defeminization period and the 
subsequent development of virilization phenomena;

 the most common clinical manifestations: rare scant 
menstruation, passing in amenorrhea, atrophy of the 
breast, uterus, infertility, masculine physique, hair 
growth on the face, chest, legs, changes in voice, 
clitoral hypertrophy, male pattern baldness, acne on 
the face.



Complications of benign ovarian 

tumors
 Torsion of the tumor stem;

 festering tumor content;

 cyst capsule rupture (very 

rarely - cystoma);

 malignancy.



Treatment

 operative, with the obligatory intraoperative express 
diagnosis;

 in women of reproductive age often performed organ 
surgery (removal of the tumor with preservation of 
healthy ovarian tissue);

 the volume of the operation depends on the age of the 
patient, the size and morphological structure of the 
tumor, concomitant gynecological pathology;

 when combined ovarian tumors with uterine diseases 
(leiomyoma, adenomyosis) - radical operations.

 . 



Benign tumors of the fallopian tubes

 cyst;

 fibroma;

 leiomyoma;

 lipoma;

 lymphangioma;

 papilloma;

 teratoma.



Benign tumors of the fallopian tubes

 it does not have 
characteristic clinical 
picture;

 grow slowly;

 rarely reach large 
sizes;

 diagnosed, usually 
intraoperatively;

 surgical treatment.


