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ABSTRACT: Fibroids are benign (non-cancerous) growths on the uterus. There is an overall
incidence of 20% in women more than 30yrs of age. The incidence of cervical fibroids is much lower
at 1-2%. An unmarried girl presented with complaints of difficulty in passing urine, lower abdominal
pain and spasmodic dysmenorrhea for 4 months. Per abdomen there was a firm, non-tender midline
mass arising from the pelvis corresponding to 20 weeks size gravid uterus with restricted mobility.
Cervix could not be felt. Ultrasonographic examination showed 10.2x10.7 cm fibroid in the posterior
wall with no adnexal pathology and bilateral mild hydronephrosis. On laparotomy, the uterus was
found to be sitting like a lantern on the dome of St. Paul's Cathedral. A 25x18 cm pseudo central
cervical fibroid, partly intramural, partly sub mucous was seen to arise from the posterior cervico
isthmic region. Myomectomy was performed successfully. Central cervical fibroid expands the cervix
equally in all directions and the uterus is elevated on top of the large tumor. Diagnosis is by
ultrasonogram and HSG. Management in cervical fibroid of supravaginal portion is hysterectomy if
fertility is not desired and myomectomy if the patient is young and fertility is desired, as in our case.
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INTRODUCTION: Fibroids are benign (non-cancerous) growths on the uterus. There is an overall
incidence of 20% in women more than 30yrs of age. The incidence of cervical fibroids is much lower
at 1-2%?. They arise either from the portio vaginalis presenting as a fibroid polyp or from the
supravaginal cervix presenting either as an interstitial, subserous or submucous fibroid.

CASE HISTORY: A 21 year old, unmarried girl presented to Christian Medical College and Hospital,
Vellore with complaints of difficulty in passing urine, lower abdominal pain and spasmodic
dysmenorrhea for 4 months. She was evaluated at her hometown and told to have a 15x10cm
subserosal fibroid. Systemic examination was normal.

Per abdomen there was a firm, non-tender midline mass arising from the pelvis
corresponding to 20 weeks size gravid uterus with restricted mobility. Per vaginal examination with
consent was done and a polypoidal mass measuring 10 x 8 cm was found filling the entire vagina.
Cervix could not be felt. Ultrasonographic examination showed 10.2 x 10.7 cm fibroid in the posterior
wall with no adnexal pathology and bilateral mild hydronephrosis.

She was planned for examination under anesthesia and laparotomy with consent taken for
hysterectomy, if required at CMC and Hospital, Vellore. Blood was available if necessary. Intra-
operatively, a huge fibroid polyp was seen vaginally. It was not possible to get above the swelling, the
cervix could not be felt and the tumor did not have any plane to enucleate and thus it was decided to
proceed to laparotomy. On laparotomy, both tubes and ovaries were normal. The uterus was sitting
like a lantern on the dome of St. Paul's Cathedral.
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A 25 X18 cm pseudo central cervical fibroid, partly intramural, partly sub mucous was seen to
arise from the posterior cervico isthmic region. Bonney’s rubber shod clamps were applied along the
uterine vessels and a myomectomy was performed. There were no other fibroids felt and the cervix
was felt to be normal at the end of the laparotomy. Since the cavity was entered into, she was advised
low dose combined oral contraceptive pills for 3 cycles and to have elective LSCS during pregnancy.
At the follow up visit 4 months post operatively she was found to be doing well.

DISCUSSION: Cervical fibroids are classified as true and false. True cervical fibroids are further
subdivided into anterior, posterior, lateral, central and multiple. False cervical fibroids are classified
into intra-ligamentary, retroperitoneal, non-capsulated?. The size, growth, number and progression
of cervical fibroids are unpredictable and rarely do they become cancerous (less than 0.1%).3 They
are unlikely to shrink or disappear on their own until after menopause.

Those arising from portio vaginalis usually present as cervical fibroid polyp and are easily felt
as mass protruding from the cervix.* Central tumor expands the cervix equally in all directions and
the uterus is elevated on top of the large tumor. Diagnosis is by ultrasonogram and HSG.5

Management in cervical fibroid of supravaginal portion is hysterectomy if fertility is not
desired and myomectomy if the patient is young and fertility is desired.¢

CONCLUSION: Fertility factor should always be kept in the mind before proceeding with surgery for
such cases. But, the treatment of choice in a case of parous woman with completed family is always
hysterectomy.

In a nulliparous woman, an extensive pre-operative workup, exclusion of a concurrent
adnexal disease, informed consent for probable hysterectomy, anticipation of blood loss and
operative challenges are to be considered when faced with a cervical fibroid.
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Picture 2: Histopathological Examination,
H & E stain: Leiomyoma

Picture 1: Cut-section of the
Fibroid after Myomectomy
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