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Abstract:

Fibroids arising from cervix are rare tumours accounting for 2% of all fibroids. A cervical fibroid is usually

either interstitial or submucous in origin and arises mostly from supravaginal portion of the cervix; it expands the

cervix equally in all directions and displaces uterine vessels and ureters. On laparotomy it can be recognised easily,

as it fills pelvis, with uterus on top of tumour like “the Lantern on the top of St Pauls”.  As it arises from deep pelvis

and gets impacted, surgery poses difficulties and complications are not uncommon. Here is such a case presented

with 28 weeks size cervical fibroid with the complaints of pain abdomen and increased frequency of micturition.

Patient was selected for operation. Hysterectomy was necessitated. Intra-operatively there was anatomical distortion

and increased vascularity and to prevent haemorrhage vasopressin was used.

In spite of that patient was well managed and was discharged without any postoperative complication.
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Introduction:

Uterine fibroid is a common gynaecological disorder

of women of late reproductive age. A majority of fibroids

are associated with uterine corpus. Cervical fibroid is a rare

condition and accounts for 1-2% of all uterine fibroids1. It

can be of two types as per origin: (1) Supravaginal – which

may be of interstitial, subperitoneal and rarely  polypoidal.

(2) Vaginal – pedunculated and rarely sessile.

organs such as urinary bladder, ureter, rectum. So

symptoms are predominantly pressure effect on

surrounding structure.

In anterior cervical fibroid there is bladder symptom

like increased frequency of micturition or retention of

urine. Rectal symptom like constipation occurs in posterior

cervical fibroid. Vascular obstruction leads to

haemorrhoids and oedema in lateral cervical fibroid. In
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Cervical fibroid is a rare condition. Compared to

other uterine fibroids, cervical fibroids are closer to other central cervical fibroid predominantly bladder symptom
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occurs.

Approach to a case of cervical fibroid is either

myomectomy or hysterectomy. Both the operations are

difficult to perform as there is chance of inappropiate

haemorrhage, chance of injury to ureter is more and as it

is cervical origin there is more fibrous tissue, hence difficult

in getting plane of cleavage for myomectomy.

Case Report:

A 51-year-old female patient, P3+0, presented with

abdominal swelling, pain abdomen and increased

frequency of micturition for the last 3 months. Per

abdominal examination revealed uterus was of  28 weeks

size and per vagina findings showed cervix flushed, taken

up uterine size and couldn’t be delineated. USG showed

bulky uterus (15.6 x 9.8 x 14.3cm) with gross

heterogeneous myometrium and one subserous fibroid

(6.43 x 5.26cm) on the posterior wall of uterus.

The patient was posted for abdominal hysterectomy.

Epidural anaesthesia was called for. After proper asepsis,

abdomen was opened by low transverse incision.

Peritoneum was seen adhered to the mass. Adhesiolysis

was done. After proper exposure, a large fibroid of size

15 cm x10 cm was seen originating from anterior wall of

cervix, other small fibroid 5 cm x 4 cm was seen at the

posterior and lateral walls of the cervix (Fig 1).

Vasopressin was applied on the body of uterus. Bilateral

uterine arteries were ligated at its origin and the fibroid

approached after bisection of uterus. Myomectomy was

done followed by hysterectomy. Abdomen was closed in

layer with in situ drain.

Postoperative period was uneventful. Analgesia was

maintained by drugs through epidural catheter. Bladder

and bowel functions were restored on second

postoperative day. After 48 hours drain output was

acceptable and drain was removed. Specimen was sent

for pathological examination. Cut section revealed a firm

mass with whorled appearance and pseudocapsule.

Histopathological examination confirmed the diagnosis.

Discussion:

Uterine myoma is the most common indication of

hysterectomy. Presence of isolated fibromyoma in cervix

with intact uterus is infrequent. Cervical fibroids with

excessive growth are uncommon. They can arise from

supravaginal or vaginal portion of cervix. Supravaginal

fibroids can be central, surrounding the entire cervical canal

and lying centrally in pelvis displacing the ureters superiorly.

Pedunculated fibroids arise from endocervical canal or from

uterine cavity and protrude through the cervix. Sessile

Fig 1 –  Peroperative Cervical Fibroid  Seen at  6 o’clock

Position, with Uterus at 12 o’clock Position
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cervical fibroids arise from cervical lips of vaginal portion

and are rare2.

Cervical fibroids may be classified as: Anterior,

posterior, lateral, central and lastly multiple. The symptoms

of cervical fibroid depend upon the type of cervical fibroid3.

Anterior fibroid bulges forward and undermines the bladder

while posterior fibroid flattens the pouch of Douglas

backwards, compressing rectum against sacrum. Lateral

cervical fibroid, starting on the side of the cervix burrows

out into the broad ligament and expands it. Their relation to

the ureter is important. Wherever the ureter and uterine

artery may be in relation to the fibroid, they will always be

extracapsular4. The knowledge of this fact can turn

potentially dangerous procedure into a relatively safe

operation.

Central cervical fibroid expands the cervix equally in

all directions. Upon opening the abdominal cavity, a central

cervical myoma can be recognised at once because the

cavity of the pelvis is more or less filled by a tumour, elevated

on the top of which is the uterus like “the Lantern on the

top of St Pauls”4.

The operation for removal of cervical fibroid is

hysterectomy, but it can be difficult, and may at times be an

extremely formidable undertaking5. The problems

anticipated during hysterectomy for cervical fibroid are: (1)

Uterine vessels – displaced upwards and outwards; (2)

bladder can be pulled up; (3) ureter – distortion of normal

anatomy. Therefore, more chances of injury to ureter,

bladder and uterine vessels.

A cervical fibroid forms a special case as it is not

usually suitable for treatment by standard hysterectomy

techniques5, hence prone for complications like

haemorrhage and urological injuries as discussed above.

This is because uterine vessels are so elevated as to run

parallel to ovarian vessels forming a vascular leash close to

ureters. The tumour may be impacted in the pelvis displacing

the ureters and overhangs the vaginal vault so much that

this cannot be reached until the myoma is dislocated
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upwards or removed by myomectomy.

Hence the surgical technique was followed of

dislocating the tumour first by myomectomy followed by

hysterectomy and to minimise intra-operative blood loss

vasopressin was used.

Conclusions:

The case was posted for abdominal hysterectomy

as per clinical assessment and USG report. But intra-

operatively it was found to be cervical fibroid. Hence it

was misdiagnosed. Unlike other routine cases surgeons

had undertaken decision to tackle the huge fibroid which

was cervical in origin. Possible complications like huge

bleeding, accidental injury to the surrounding viscera like

bladder and ureter were avoided by infiltration of

vasopressin injection intramyometrially, ligation of uterine

Continued from page 38

artery at its origin and bisection of uterus to deal with the

fibroid avoiding the laterally displaced ureter.
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