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ABSTRACT
Leiomyoma are rare esophageal masses. Majority remain asymptomatic but may present with dysphagia when more
than five centimeters in size. Barium swallow is the initial diagnostic investigation. Small lesion can be observed.
Symptomatic and large lesion should undergo prompt surgical enucleation. Here we presented a case of a 35 year old
female presenting with progressive dysphagia and gradual weight loss for 5 years along with regurgitation for one
year. Clinical examination was unremarkable. Barium study was suggestive of smooth intramural defect with normal
mucosa. Computed tomography showed well defined homogenous opacity located intramuraly at the level of junction
of middle and distal third of esophagus with normal surrounding structures. Surgical enucleation was done through a
right posterolateral thoracotomy. Muscle defect was repaired and checked for possible leaks. Liquid diet was
commenced on 5th postoperative day. Patient was discharged on semisolid diet for two weeks with progression to
solid meal.
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INTRODUCTION
Benign esophageal tumors are uncommon and
responsible for <1% of esophageal tumors. 1 Leiomyoma
are responsible for 70 to 75% of benign esophageal
tumors.1,2 They originate from mesenchymal cells which
mostly involve muscularis propria.1-3 More than half of
them remain asymptomatic.2,3 Larger leiomyoma may
present with symptoms such as dysphagia and chest
pain.1,3 We wished to present a case of leiomyoma
presenting with history of dysphagia, weight loss and
regurgitation.
CASE REPORT
A 35 year old female presented to outpatient department
with history of dysphagia, weight loss and regurgitation.
According to her she had dysphagia for 5 years initially
for liquids which then progressed over years for
semisolid also. She also complained of weight loss over
the same period of time with on and off regurgitation of

meals for one year. Clinical examination was
unremarkable. Barium esophagogram showed a smooth
well defined intramural filling defect with regular mucosa
above the carina (Figure 1).
Computed tomography revealed a well-defined
homogenous opacity located intramuraly at the level of
junction of middle and distal third of esophagus with
normal surrounding structures. Patient was counselled
and after optimum preparation right posterolateral
thoracotomy was performed with single lung ventilation.
Intraoperative finding included a well-defined, pale
looking mass inside esophageal wall in posterior
mediastinum just below azygous vein. Azygous vein was
mobilized and myotomy was performed over the mass
with blunt dissection. Mass was dissected free from
mucosa around 5×2 cm in size (Figure 2). Nasogastric
tube was secured. Any esophageal leak was ruled out.
Esophageal muscle was repaired in two layers.
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Barium study is the most common initial investigation
performed and is suggestive of smooth filling defect with
normal mucosa.1,4,7,8 Computed tomography (CT) holds
great importance in defining the lesion and its relation to
surrounding structures.1,4,5 Few authors recommend
utilization of combination investigations for accurate
diagnosis including esophagogram, CT and endoscopic
ultrasound.3,5,6
There are different approaches for treatment. Few authors
recommend observation for smaller lesions and surgery
for large symptomatic lesion, while others because of its
propensity to increase in size and malignant
transformation, favour surgery irrespective of size. 1-6
Preoperative biopsy only is required for highly suspected
malignant cases necessitating neoadjuvant therapy.5,8
Figure 1: Barium study with arrows showing
intramural defect.
Patient was managed post operatively in ward with nil
per mouth and feeding via nasogastric tube and
parenterally. Oral feed was commenced on 5th
postoperative day after esophagogram was found to be
normal. Patient was discharged on semi solid diet for two
weeks followed by solid diet.

Surgical enucleation remains the procedure of choice.2,3,5
It can be performed via thoracotomy, laparotomy or
thoracoscopic approach.2-4,7 Right sided approach is
preferred for all lesions other than those near
gastroesopohageal junction.2 Basic principles include
myotomy with blunt dissection while preserving mucosa
and repair of mucosal injury and muscle wall.2,4,8 Larger
tumors may require buttressing the muscle repair.4,8
Patient is kept nil per oral for few days to avoid
diverticulum or fistula formation.4
CONCLUSION
Dysphagia is a symptom which should always be
investigated. In a small percentage the symptom is due to
esophageal leiomyoma which should be confirmed with
investigations and excised to prevent worsening of
symptoms and avoid malignant change.
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