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Abstract
Vaginal tumors, whether benign or malignant, are rare. They include fibroepithelial polyps (FEPs), which are benign lesions originating in mesenchymal
cells, comprised of a core of connective tissue covered by squamous epithelium. They are usually small and asymptomatic. When symptomatic or very
large, they may cause bleeding, genital discomfort or the presence of a bulge
in the vagina. In the last case, they may be mistaken for a genital prolapse.
Although their physiopathology is still not clearly understood, the presence of
hormonal receptors and the occurrence of FEPs during the use of hormone
therapy or pregnancy suggest that changes in the stroma of these lesions may
be induced by hormones. We report on the case of a patient who presented
with a vaginal bulge and was referred to the urogynecology outpatient ward
with a diagnosis of genital prolapse, which had actually a large fibroepithelial
polyp on the posterior vaginal wall.
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1. Introduction
Complaints of vaginal bulging are associated with genital prolapse diagnosis.
Large vaginal bulging is associated with advanced stage of prolapse, reaching
beyond the hymenal ring (POP-Q stages II-IV), but other conditions could be
considered in the differential diagnosis [1].
Fibroepithelial polyps (FEPs) are benign tumors originating in mesenchymal
cells, comprised of a core of connective tissue covered by squamous epithelium
[2]. In the rare cases of FEP occurring in the vagina, they are usually small and
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their diagnosis is due to happenstance during gynecologic examination. When
symptomatic or very large, they may cause bleeding, genital discomfort or
symptoms comparable to those of a genital prolapse, i.e., the presence of a vaginal bulge [3] [4].
FEPs may start on any of the vaginal walls, including the vaginal vault in
women who have had a hysterectomy [2] [4]. It has been reported that FEPs may
develop as the result of granulated tissue reaction following some type of lesion
in the vaginal mucosa [2] [4] [5]. A delay in the differentiation of fibroblastic
cells may explain the emergence of granulated tissue which, occasionally, does
not contract properly and becomes a polyp. Besides, some studies support the
hypothesis that female steroidal hormones are related to the development of fibroepithelial polyps, and hormonal factors may modulate their growth [2] [4].
Since vaginal tumors are rare, reports in the literature generally involve cases
or series of cases and emphasize the differential diagnosis with malignant mesenchymal tumors on the vaginal wall [5] [6].
The objective of the present report is to emphasize that vaginal tumors, although uncommon, should be considered in the differential diagnosis of vaginal
bulges.

2. Case Description
A 52-year-old woman, gesta 5 para 3 (vaginal deliveries), referring menopause at
the age of 30, presented at the urogynecology outpatient ward at the Antônio
Pedro University Hospital with a presumed diagnosis of genital prolapse. She
complained of a painless, vaginal bulge for approximately three years, which had
progressively grown until it was exposed in the vaginal introitus.
In her first visit, it was observed a bulge of approximately 5 cm in diameter,
covered by vaginal epithelium, suggestive of prolapse. Examination with the
speculum revealed that the bulge was, actually, a round, tumorous, sessile mass,
with a uniform surface, covered by vaginal epithelium, which had its origin in
the distal third of the posterior vaginal wall (Figure 1). There was no prolapse.
The tumorous mass was fibroelastic and painless when moved. Rectal examination did not show abnormalities or compression due to the mass.
As the patient demanded surgical treatment and had a history of hypertension, angina pectoris and severe coronaropathy she was referred to preoperatory
evaluation and laboratory examinations were requested. For this reason, and
because of poor socioeconomic status, she returned for a visit only three months
later. Upon physical examination, we found the formation of a pedicle, and the
lesion hanging down from the lower third of the posterior vaginal wall.
Due to the presence of the comorbidities cited above, resection of the lesion
was recommended under local anesthesia with sedation. The procedure was
performed without complications. The tissue was sent for histopathological and
immunohistochemical analysis.
Under macroscopy, the biopsy showed whitish, smooth, elastic polypoid tissue,
DOI: 10.4236/ojog.2018.84040

363

Open Journal of Obstetrics and Gynecology

N. F. T. Meletti et al.

Figure 1. Fibroepithelial polyp arising from the posterior vaginal wall.

weighing 50 g and measuring 5.0 × 5.0 × 4.0 cm. The pedicle measured 1.0 × 0.8
× 0.4 cm. Cuts on the surface showed homogeneous, light brown, vitreous and
elastic tissue. Examination under the microscope showed that the polyp was
covered with stratified, squamous epithelium, and the stroma was typically fibroelastic, edematous myxoid and hypocellular, presenting bland stellate cells
and occasionally multinucleated stromal giant cells (Figure 2). It had also a central fibrovascular core, containing large and small blood vessels but no malignancy.
The tissue was also subjected to an immunohistochemical analysis, which
showed immunoreactivity with immunoexpression of estrogen receptors (ER),
progesterone receptors (PR), vimentin, desmin and smooth-muscle actin (SMA),
and negative immunoexpression with h-Caldesmon. We concluded that this was
a case of a fibroepithelial (stromal) polyp.
The patient has been followed at the outpatient ward since then and has not
shown relapse. She has been informed about the importance of reporting on the
case and signed an Informed Consent Form.

3. Discussion
Although FEPs are normally small, they may become large and result in symptoms of vaginal bulging. In tumors that are sessile or found higher on the vaginal
wall, only a very meticulous examination will allow the health professional to
differentiate a prolapse from a vaginal wall tumor.
When the patient in the case at hand presented for her first visit, she didn’t
have other complaints than the bulging, the lesion was sessile and located in the
lower third of the vaginal posterior wall. For this reason, it could be exposed,
suggesting it was a uterine prolapse or a rectocele.
Our findings are quite different from those described in the study of Halvorsen

et al., who found that, in most cases, FEP didn’t reach more than 3.5 cm, were
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(a)

(b)
Figure 2. Fibroepithelial polyp. HE 40×. (a) Epithelial surface exhibiting stratified,
squamous epithelium, with fibroelastic, edematous myxoid and hypocellular stroma. HE
20×; (b) Myxoid stroma with bland stellate cells (black arrow) and multinucleated stromal giant cells (red arrow).

discovered incidentally during vaginal examination and had their origin in vaginal vault [2].
The studies of Halvorsen et al., Sharma et al. and Song et al. report that FEPs
may develop as the result of granulated tissue reaction following some type of lesion in the vaginal mucosa [2] [4] [5]. In the case at hand, the patient had a history of normal deliveries and an episiotomy scar, which could be the origin of
her FEP.
Histologically, the FEP was similar to those included in the study of Halvorsen
et al. that presented in most cases multinucleated cells and hypocellular stroma.
Besides, the findings of a central fibrovascular core and an overlying squamous
epithelium are in accordance with the characteristics described by Nucci for FEP
[7].
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Regarding the immunohistochemical panel, Nucci stated that most of FEP exhibit positivity for vimentin, desmin, estrogen and progesterone receptors [7]. In
our case, it was found immunoreactivity for all of them, corroborating the diagnosis of FEP. Although smooth-muscle actin (SMA) is much less frequent, it was
described in this patient, but not the biomarker h-Caldesmon, that seems to be
more specific for smooth-muscle cells [7].
Some studies suggest that female steroidal hormones are related to the development of fibroepithelial polyps [4]. Our patient, however, had not menstruated
for more than 20 years and was not using any type of hormonal therapy. Even
though FEPs frequently show expression for estrogen and progesterone receptors, there is insufficient data in the literature to confirm a cause and effect relationship. Besides, all the tissues originating from the urogenital tract have such
receptors, and it could explain their finding in this case [8] [9].
In addition to prolapses, other mesenchymal tumors on the vaginal wall, such
as botryoid sarcoma, must be considered in the differential diagnosis. This involves a rapid-growth, malignant lesion most frequently located on the lateral
vaginal wall, usually similar in appearance to a bunch of grapes or with various
finger-like formations [6].
Since FEP is a benign tumor, mere excision is usually curative. Relapse is extremely rare and mainly occurs when excision is not complete [10].

4. Conclusion
In conclusion, we can say that, although complaints of genital bulging are often
related to genital prolapse, they may also be caused by tumors on the vaginal
walls, as FEPs. For greater diagnostic accuracy, it is important to bear this possibility in mind and perform the examination meticulously. Nonetheless, a final
diagnosis of FEP will depend on resection of the lesion, with histopathological
and immunohistochemical analyses.
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