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ABSTRACT

Case Report

A Rare Case of Cervical Fibroid in
a Young Woman Managed by
Uterus Conserving Surgery

Cervical fibroid is a surgical challenge to the gynaecologist, more so when an attempt to conserve the uterus is made in young
patients who want to preserve their fertility. The presenting complaint in cervical fibroids are mainly pressure symptoms due to
compression on surrounding structures in the pelvis, which is an indication for surgical management. The mainstay of treatment
in older patients who have completed family has been hysterectomy. Here authors report a case of 29-year-old young multiparous
women, who underwent caesarean section in her second pregnancy because of cervical fibroid diagnosed antenatally elsewhere,
presented to us postnatally with pain and pressure symptoms with abdominal distension due to that central cervical fibroid for
7 months in the postnatal period. She was managed by uterus conserving surgery with the involvement of a multi-disciplinary team.

CASE REPORT

A 29-year-old multiparous women with previous Caesarean section
presented postnatally with complaint of abdominal distension,
dull aching lower abdominal pain and frequent micturition for
seven months. She was diagnosed with a large cervical fibroid
incidentally during her antenatal ultrasound in second trimester.
Patient was asymptomatic during her antenatal period and delivered
a 2.5 kg baby by caesarean section in view of cervical fibroid. There
was no previous history of fibroid in pre-pregnancy period. She did
not have nausea, vomiting, abnormal bleeding, decreased appetite
and weight loss. Nobody in her family had fibroids.

On abdominal examination, a pfannenstiel scar was noted and an
18 weeks irregularly enlarged, firm mass occupying hypogastrium
and both iliac regions was palpable. The lower border of the mass
was not palpable with restricted side to side mobility. Bimanual
examination showed the cervix was drawn up, thinned out and
effaced. The mass could be felt through all fornices giving rise to
the clinical diagnosis of cervical leiomyoma. Rectal examination
revealed a firm bulge through the anterior rectal wall. The above
findings were confirmed by Magnetic Resonance Imaging (MRI)
Pelvis [Table/Fig-1]. Intravenous pyelogram was done to study the
course of ureter, which showed a pelvic mass compressing on the
bladder with bilateral grade | hydro-ureteronephrosis and ureters
displaced laterally with obstruction at the pelvic brim. Patient was
not anaemic and all baseline investigations were within normal limits.

A multidisciplinary team approach involving obstetrician, urologist,
radiologist and anesthetist was planned. The decision for surgery
was taken in view of pressure effects. Uterus conserving surgery or
myomectomy was planned in view of the patient’s age with additional
consent for hysterectomy in case of life threatening haemorrhage.

Intraoperatively, an anterior cervical fibroid of size 18x16 cm was
noted, with the uterus perched on top and pushed superiorly and
posteriorly giving a characteristic appearance of lantern on the
dome of St. Paul’s cathedral [Table/Fig-2]. The cervical fibroid was
extending into the broad ligament on either side. Bilateral ovaries
and tubes were normal. Bladder along with the uterovesical fold was
stretched and pulled over the fibroid. The stretched uterovesical fold
was dissected and the bladder was pushed down. Vasopressin was
injected (100 mL of 1: 20 dilution) all around the mass and the fibroid
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was enucleated by a longitudinal incision at the most prominent part.
The endometrial cavity was accidentally breached while enucleating
the upper part of the fibroid. The cavity was reconstructed with
2-0 vicryl. The fleshy, vascular pedicles at the base were ligated
and haemostasis was secured meticulously. The uterine defect was
repaired in two layers with 1-0 vicryl and the uterus was conserved.
Posterior part of the uterus was examined and found to be intact.
Bladder integrity was checked with methylene blue dye instillation.
The fibroid specimen weighed 1020 g. Histopathology of the
specimen confirmed benign leiomyoma.

[Table/Fig-1]: MRI pelvis revealing the sagittal section of the cervical fibroid.
[Table/Fig-2]: Intraoperative finding of cervical fibroid with the uterus perched on
top with a characteristic appearance of Lantern on St.Paul’'s cathedral on the left.
(Images left to right)

Postoperatively, the patient recovered without any complications.
On second postoperative day foley’s catheter was removed. A
course of injectable depot medroxyprogesterone acetate 150 mg
deep intramuscularly was given for contraception as patient did
not consent for sterilisation. She was adequately counselled
regarding complications in subsequent pregnancy and advised to
avoid pregnancy atleast for two years and motivated for permanent
sterilisationin the future. Tillthen, she was advised to follow temporary
contraception. She was sensitised regarding the recurrence of
fibroid too. Patient was discharged on seventh postoperative day.
She was asked to come for review six weeks later. Patient came for
follow-up as per advice. She was comfortable with no complaints.
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Abdominal wound healed well and physical examination was
normal. She accepted for tubal sterilisation, but after six months due
to social reasons. Till then, she wanted to continue with injectable
contraception which she is presently using.

DISCUSSION

Leiomyoma is a common benign solid tumour of uterus. But its
occurrence in cervix is rare [1]. Uterine fibroids are a major cause of
morbidity in women of a reproductive age (and sometimes even after
menopause). There are several factors that are attributed to underlie
the development and incidence of these common tumours. The
most likely presentation of fibroids is by their effect on the woman’s
menstrual cycle or pelvic pressure symptoms [2]. Cervical fibroids
can have damaging consequences due to insidious pressure effects
mainly affecting the urinary tract. The index patient presented with
anterior pressure symptoms and grade | hydro-ureteronephrosis
which was progressive in nature. The characteristic hallmark of
cervical fibroid on vaginal examination is a ballooned out, effaced
cervix. Imaging with ultrasound and MRI helps in clinching the
diagnosis. As the ureteric course is distorted by a large pelvic
mass, it is advisable to perform an intravenous pyelogram to detect
any deviation of the course of ureter and consider pre-operative
stenting of ureters if difficulty is anticipated. Enucleation of the
cervical fibroid is preferred before performing hysterectomy as this
technique prevents injury to the adjacent vital anatomical structures
[3]. In a case study by Mendiratta S et al., a 38-year-old female
patient was managed by myomectomy in piece meal followed by
hysterectomy [4]. A single dose Gonadotropin-Releasing Hormone
(GnRH) agonist was given prior to myomectomy to reduce blood
loss. Another case report, a 10 kg cervical fibroid was enucleated
followed by hysterectomy. The patient had iatrogenic ureteric injury
which was repaired intraoperatively [3].

In our patient myomectomy was planned in view of her age, as it
also helps in preserving future fertility and preventing premature
menopause. A thorough counseling of risks and benefits of the
procedure was undertaken and additional consent for hysterectomy
was sought in case of life threatening haemorrhage or difficulty in
removal of the fibroid. Additional consent for repair of ureter or
ureteric reimplantation was also taken. In selected cases, pre-
operative administration of GnRH analogues for three months
reduced the fibroid size and minimised the intraoperative blood
loss [5]. In our patient GnRH administration was contraindicated as
she was lactating. However, steps to prevent blood loss were taken
by using hypotensive anesthesia and injecting vasopressin prior
to myomectomy. Also, an adequate back up of blood products
was ensured. Surgery in case of cervical fibroid is complicated
due to distorted pelvic anatomy, disruption of course of ureter
thereby increasing the chance of injury to the bladder, ureters and
uterine arteries [1]. Multidisciplinary team approach is the need of
the hour when managing such cases. A meticulous closure of the
defect in the myometrium after enucleation and good haemostasis
should be ensured for achieving optimal repair. Since there is
insufficient literature on the pregnancy outcome after cervical
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fibroid myomectomy, appropriate follow-up of such cases cannot
be over emphasised.

In a case report by Keriakos R and Meher M, they reported 29-
year-old nulligravida diagnosed with sessile cervical fibroid in the
vaginal portion of the posterior lip of cervix, managed by vaginal
myomectomy in the postnatal period after her first delivery which
was by caesarean section due to fibroid [6]. They managed with
conservative surgical treatment, which was similar to present case.

The incidence of cervical fibroid is around 0.5-2% [7]. Bhandiwad A
et al., reported a similar central cervical fibroid in a perimenopausal
lady with pressure symptoms and mass per abdomen [7]. She
underwent total abdominal hysterectomy with bilateral salphingo
oophorectomy. Since the patient’s presentation was similar to the
above case report with the exception that the patient was a young
postnatal mother, in whom uterus conservation is our priority.

Shah M and Laddad M, in their article reported three unusual cases
of fibroid presentations [8]. Their three cases were perimenopausal
ladies who underwent abdominal hysterectomy. Even then, they
quoted that fibroids in relatively unusual locations such as within
the cervix will be treated either by myomectomy or hysterectomy.
They give rise to greater surgical difficulty due to their complex
anatomy. Since our patient was a young mother, we proceeded
with myomectomy in spite of greater surgical challenge. Prompt
case selection and meticulous surgery with multi-disciplinary team
approach was the strength of our case.

CONCLUSION(S)
Cervical fibroid must be treated meticulously with regard to the
age of the patient, parity and symptoms. Our main aim was to
conserve the uterus by myomectomy, since the patient was young
and we could succeed in it. The only disadvantage being its
possibility of recurrence.
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