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1. Abstract 

Bronchial leiomyoma is extremely rare. To date less than 60 cas- 

es have been reported in the world literature. The presented case 

here is a A 41-year-old female who presented with a chronic cough 

and shortness of breath. Imaging revealed an intrabronchial mass 

causing left lung atelectasis. Diagnosis was made by histological 

and immunohistochemical examination of the specimens obtained 

during bronchoscopy The mass was excised via bronchoscopy us- 

ing endoscopic snare, and histopathology confirmed a benign lei- 

omyoma, resulting in complete symptom resolution. Differential 

diagnoses of endobronchial lesions are discussed along with clini- 

cal, radiographic, pathologic characteristics and various treatment 

modalities for endobronchial leiomyomas. 

2. Introduction 

Endobronchial leiomyomas are rare, benign tumors originating 

from the smooth muscle layer of the bronchial wall [1]. Represent- 

ing rare benign bronchial neoplasms, in which one third of these 

lesions are of endobronchial origin [2-3]. Despite their benign 

nature, endobronchial leiomyomas can cause significant clinical 

symptoms due to their size and location. Common presentations 

include cough, wheezing and chest discomfort (4). In this case re- 

port, we present a detailed account of a patient diagnosed with 

an endobronchial leiomyoma, highlighting the clinical presenta- 

tion, diagnostic workup, surgical management, and postoperative 

outcomes. This report aims to contribute to the existing body of 

knowledge on lung leiomyomas and provide insights into optimal 

management strategies for these rare but clinically significant tu- 

mors. 

3. Case Presentation 

A 41-year-old female presented with a chronic cough lasting for 

three months, accompanied by shortness of breath. Initial evalua- 

tion at a local hospital included a chest radiograph, which revealed 

volume loss of the left lung, mediastinal shift towards the left, and 

elevation of the left diaphragm representing lower lobe atelectasis 

(Figure 1). There was narrowing of the left bronchus with a heter- 

ogeneous area at the left hilum, possibly indicating a hilar mass. 

The right lung fields were clear with mild herniation across the 

midline. A subsequent contrast-enhanced computed tomography 

(CT) scan showed an intrabronchial mass obstructing the left lung 

(Figure 2). The patient was treated with antibiotics and mucolytics 

and was discharged after stabilization. The patient later again pre- 

sented to our hospital with similar symptoms. Imaging confirmed 

intrabronchial obstruction in the left lung due to a tumor. Diagnos- 

tic bronchoscopy was planned, during which a moveable polypoid 

tumor was observed at the carina, moving with respiration. A biop- 

sy was performed, and all post-obstructive secretions were cleared, 

resulting in symptom improvement, as confirmed by a follow-up 

chest X-ray. The biopsy results identified the mass as intrabronchi- 

al leiomyoma. The patient was admitted for further management. 

Rigid bronchoscopy was performed to improve the airway and ex- 
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cise the tumor. During the procedure, the left side was cleared of 

secretions post-obstruction, and bronchoalveolar lavage was per- 

formed to secure the airway for tumor removal. Given the mobility 

of the tumor, there was a risk of left lung blockage during excision. 

Therefore, a balloon catheter was inflated post-tumor to prevent 

the tumor from falling into the bronchus. A flexible bronchoscope 

was employed, and an endoscopic snare was used to perform ther- 

mal excision at the base of the tumor, which was located on the 

medial side of the left main bronchus at the carina. Rigid optical 

bronchoscopy forceps were used to remove it through the sheath 

and the balloon catheter was used to pull out the tumor. The excised 

mass was sent for histopathological examination, which revealed 

that it was benign bronchial leiomyoma (Figure 5). Post-excision, 

the left lower lobe bronchus was cleared of secretions, and the tu- 

mor’s base was checked to ensure no thermal injury or perforation, 

revealing normal mucosa. The patient was monitored for 24 hours 

post-procedure, showing significant improvement with complete 

expansion of the left lung, and no postoperative complications. A 

follow-up bronchoscopy was planned for one month later, but the 

patient was lost to follow-up. 

 

 
 

Figure 1: Which revealed volume loss of the left lung, mediastinal shift towards the left, and elevation of the left diaphragm representing lower lobe 

atelectasis. 

 

Figure 2: The right lung fields were clear with mild herniation across the midline. A subsequent contrast-enhanced computed tomography (CT) scan 

showed an intrabronchial mass obstructing the left lung. 
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Figure 3: Image showing the intrabronchial polypoid mass located at the intersection of the trachea and the left main bronchus. 
 

Figure 4: Excised Tumor mass. 
 

Figure 5: H&E image showing a well-circumscribed bronchial leiomyoma composed of spindle-shaped smooth muscle cells arranged in interlacing 

fascicles, with no evidence of malignancy. 
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4. Discussion 

Leiomyoma is a benign tumor of the smooth muscles. It is com- 

mon in the uterus, but very uncommon in the smooth muscles of 

extrauterine sites. When they are located in other than well-known 

locations, i.e., oesophagus, small intestine or uterus, generally they 

are symptom free and detected by chance while performing rou- 

tine check-up measures or diagnostic studies for other pathologies. 

Other locations of leiomyomas include thyroid [5], extrapleural 

chest wall, lungs, trachea [6,7] and bronchi. Till date only very few 

cases have been reported in the world literature. Bronchial leiomy- 

omas are benign tumors which predominantly occur in the fourth 

decade of life with female preponderance [8,9]. Bronchial leio- 

myomas are thought to arise from the smooth muscle cells of the 

bronchial wall and the interstitium or from the smooth muscles of 

the arterioles. Leiomyomas of the respiratory tract can be termed 

according to site of occurrence e.g, tracheal bronchial, parenchy- 

ma based on the anatomical site of occurrence. Symptoms depend 

on the location of the tumor, its size and the secondary changes of 

the lung distal to it. Patients with bronchial leiomyomas can have 

respiratory symptoms such as coughing, wheezing, dyspnea, chest 

pain or fever, due to partial or complete obstruction of the affected 

bronchus and superimposing infection resulting from atelectasis 

or bronchiectasis distal to obstruction [10-13,14]. Intermittent or 

constant dyspnea and wheezing are the most common symptoms 

of tracheal leiomyoma and have been erroneously ascribed to 

bronchial asthma [10,15]. Clubbing of the fingers may be the only 

clinical sign in children while hemoptysis occur when the tumor 

surface ulcerates [16]. The chest radiographic findings of endo- 

bronchial leiomyomas range from normal in patients with small 

tumor nodule to a solitary round mass or pneumonic infiltration, 

mediastinal shift, and collapse of lung to unilateral emphysema 

or hyperlucency according to obstructive sequel of bronchus due 

to the tumor [17-19]. A mass lesion with airway obstruction and/ 

or pulmonary consolidation may be seen in computed tomogra- 

phy scans [17,19]. Also an iceberg appearance of the tumor (small 

intraluminal component and large extraluminal component) has 

been reported [17]. Calcification may rarely occur in the lesion 

[17,20]. In the present case, volume loss of the left lung, medi- 

astinal shift towards the left, and elevation of the left diaphragm 

representing lower lobe atelectasis. The CT findings showed an 

intrabronchial mass obstructing the left lung. The exact diagno- 

sis of endobronchial leiomyoma can be made by bronchoscopy in 

most cases because it can provide biopsy specimen for histolog- 

ical examination besides visualizing and localizing of the tumor 

[13,21]. Histological criteria, including cellularity, mitotic activi- 

ty, and pleomorphism have been proposed to differentiate between 

benign and malignant smooth muscle neoplasms. The principle 

criterion is mitotic activity that should be less than 5 per 50 HPF 

[22]. Differential diagnosis includes other spindle cell tumors and 

tumor lesions such as bronchial carcinoid of the large spindle cell 

variant, pleural fibrous mesothelioma, metastatic malignant mela- 

noma, metastatic synovial sarcoma and occasionally plasma cell 

granuloma [19,23]. To discriminate these lesions, immunohisto- 

chemical studies can be of great help in which both benign and 

malignant smooth muscle neoplasms show muscle markers like 

actin and desmim [23]. The treatment should be as conservative 

as possible since the tumor is usually benign. These tumors do 

not need to be removed unless clinically causing symptoms. Oth- 

er treatment options include resection, highly active antiretroviral 

(HAART) in cases of AIDS and less often chemotherapy and radi- 

otherapy. Surgery remains the mainstay of treatment for bronchial 

leiomyoma, type of surgery depending upon the location of the 

tumour. Treatment of bronchial leiomyoma should be conservative 

since the tumor is mostly benign. Localized resection, bronchoto- 

my, segmental resection or bronchoscopic removals are different 

modes of surgery employed to treat the tumour. YAG laser or elec- 

trocautery can be used via bronchoscope to resect the tumor [24]. 

5. Conclusion 

In summary, endobronchial leiomyomas are among the rarest of 

benign tumors of the respiratory tract. These neoplasms may mim- 

ic asthma or other obstructive diseases of the lung and should be 

kept in mind as a rare cause of asthma like symptoms especially 

in an adult female who is no longer responsive to bronchodila- 

tors. Histological examination and immunohistichemistry provide 

the exact diagnosis which can always exclude the possibility of a 

metastatic leiomyoma/leiomyosarcoma. Treatment is as conserva- 

tive as possible and includes bronchial resection, segmentectomy, 

lobectomy or pneumonectomy. 
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