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INTRODUCTION 

Uterine fibroids are the most common tumours of uterus 

which develop in 20-40% of reproductive age women, 

but cervical leiomyomas are less than 5% of all 

leiomyomas.1 Cervical leiomyoma is uncommon and only 

1-2% are confined to cervix.1 There are three types of 

cervical fibroid, namely interstitial, supramarginal and 

polypoidal, of these types, the polypoidal is rare.2 

Cervical fibroid polyp usually arises from the ectocervix 

and from its posterior lip.3 It may be small and usually 

single. At times, it is big enough to distend the vagina or 

even comes out of the introitus, confusing the diagnosis 

of uterine inversion.3 This tumor can frequently present 

with heaviness in the vagina, mass in the vagina, 

sensation of something coming down when the polyp 

becomes big distending the vagina, descent of uterus, 

excessive vaginal discharge which may be offensive.3 

Pedunculated uterine myomas or submucosal cervical 

myomas may protrude through the cervical canal and into 

the vagina and may become necrotic and occasionally 

infected due to inadequate blood supply.3 Here reporting 

a case of huge cervical pedunculated leiomyoma. 

CASE REPORT 

Mrs. 'X' 45 years, widow, parity-4, living 2, last child 

birth 13 years back, tubal ligation done. From low socio-

economic condition, from tribal area, referred as 

inversion from peripheral hospital came in emergency, 
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with the complaints of a sudden protrusion of large mass 

through introitus for 2 days. Careful history revealed that 

for 2 years she had complaint of something coming out of 

vagina, occasionally protruding to the introitus and 

receding spontaneously. Along with lower abdominal 

pain and dragging sensation and on and off blood mixed 

foul-smelling discharge per vaginum. she had irregular 

and heavy menstrual bleeding. she had complaint of 

difficulty in passing urine for 6 months.  

 

Figure 1: Pedunculated cervical leiomyoma 

protruding through introitus. 

On examination, patient was in agony, dehydrated with 

severe pallor. Her pulse rate 100/minute and BP-

110/70mmhg. Systemic examination was within normal 

limits. On per abdomen examination, it was soft, 

nontender and no palpable organomegaly. On local 

examination, 13*9*7 cm fleshy mass seen protruded 

through vagina and hanging outside the introitus (Figure 

1), non-reducible, irregular surface, firm in consistency, 

congested with areas of slough and necrosis associated 

with bleeding per vaginum cervix was congested, 

thickened, engorged in size. On per vaginal examination, 

cervical rim was felt encircling the mass.  

 

Figure 2:  Thick pedicle arising from posterior side of 

endocervix. 

Thick pedicle (Figure 2) was arising from posterior lip of 

cervix with second degree uterine prolapse bleeding per 

vaginum present. CT scan revealed descent of 

uterus~7cm below pubococcygeal line suggestive of 

uterine prolapse. well defined homogenously enhancing 

mass lesion 13*9*9cm noted arising from cervix and 

extending externally outside through vaginal introitus 

suggestive of fibroid descent. bilateral moderate 

hydronephrosis and hydroureter seen.  

 

Figure 3: Intraoperative abdominally uterus and 

adnexa are pulled down due to huge fibroid. 

The patient was kept on broad spectrum antibiotics, iv 

fluids, analgesics and frequent vulval toileting with 

antiseptic and saline irrigation of the mass. She was 

prepared for operation; all preoperative investigations 

were found normal except Hb% which was 5gm/dl.3 PCV 

transfused pre-operatively.to manage this case there were 

two difficulties: patient had severe anemia, hydroureter 

and hydronephrosis. In operation theater, under general 

anesthesia, decision of abdomin-vaginal approach is 

taken. Midline infra umbilical vertical incision is taken. 

Abdominally uterus and adnexa were pulled down due to 

traction exerted by cervical fibroid (Figure 3).  

 

Figure 4: Retroperitoneum dissection showing right 

sided internal iliac artery and hydroureter. 

As patient was already severe anemic, to prevent further 

blood loss during surgery first bilateral internal iliac 

arteries (Figure 4) were ligated, then cervical 

pedunculated fibroid excision is done vaginally (Figure 5 

and 6). 
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Figure 5: Engorged and congested cervix after 

excision and trans fixation of fibroid pedicle. 

 

Figure 6: Uterus is pulled up after excision of fibroid, 

per vaginal view. 

Uterus is pulled up in abdomen (Figure 7), as CT was 

suggestive of hydroureter and hydronephrosis, to avoid 

any injury to ureters while ligating pedicle, both pelvic 

ureters carefully traced till entry in bladder, by keeping 

ureters under direct vision abdominal hysterectomy with 

bilateral salpingectomy (Figure 8 and 9) is done. Weight 

of fibroid was 2kg. Patient received 1PCV transfusion 

intra operatively. Her post-operative period was 

uneventful. HPR confirmed leiomyoma. 

  

Figure 7: Uterus pulled up abdominally. 

 

Figure 8: Excised pedunculated cervical leiomyoma. 

 

Figure 9: Specimen of uterus after excision of 

leiomyoma. 

DISCUSSION 

Cervical leiomyomas are extremely rare, and the 

incidence is reported at about 0.6% in total hysterectomy 

specimens. Cervix is mainly composed of involuntary 

smooth muscles superiorly and fibrous connective tissue 

inferiorly.4 Cervical leiomyomas can be categorized as 

extra cervical type (sub serosal location) and intracervical 

type (occur within the cervix). The complications of 

cervical leiomyomas include pressure effects on the 

bladder or urethra, degenerative phenomena, 

intermenstrual bleeding, pain (pelvic cramping), prolapse 

with infection and torsion.5 Probably this Leiomyoma 

arose from the smooth muscle and was expelled out and 

remained attached to the posterior lip of the cervix with 

thick pedicle. Huge cervical fibroid polyps are rare. The 

presentations of large cervical fibroid are reported as 

abdominal mass, incarcerated procidentia, uterine 

inversion, cervical malignancy etc. Fibroid arising from 

vaginal part of cervix may remain asymptomatic. If it is 

pedunculated, there may be sensation of something 

coming down or infected, foul-smelling discharges per 

vagina.5 The complications of cervical leiomyomas 

include pressure effects on the bladder or urethra, 

degenerative phenomena, intermenstrual bleeding, pain 

(pelvic cramping), prolapse with infection and torsion. A 

similar case is reported in recent literature by Dilip et al, 
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from india, managed by abdomen vaginal approach.6 

Massinde et al, from Tanzania reported a case of large 

cervical polyp with uterine prolapse in a 55 year old 

multiparous woman.7 Khalil et al, from Lebanon reported 

a case of giant cervical polyp in a sexually inactive 

nulliparous lady, Amesse et al, reported a case of huge 

cervical polyp in adolescence.8,9 Most of the reported 

cases of giant or huge cervical polyp are found in 

perimenopausal women. Few similar cases reported 

where huge cervical fibroid polyp presentation has 

mimicked that of procidentia, cervical malignancy.10,11 

Literature supports that most of these cases managed by 

polypectomy/vaginal myomectomy with or without 

hysterectomy. The management of cervical myoma is a 

real challenge to the gynecologists. Besides the excessive 

menstruation, severe anemia and propensity to infection, 

long standing pressure on neighboring structures like 

ureters causing hydronephrosis and acute renal failure 

have been reported with this myoma. Cervical leiomyoma 

may elongate, prolapse out the uterine cavity and present 

with emergency like retention of urine. Uterine artery 

embolization and laparoscopic-assisted uterine depletion 

of the myomas may precipitate the degeneration and 

prolapse of exiting cervical myoma. Route and type of 

surgery should be planned in advanced especially in 

nulliparous woman. Ben-Baruch et al, have studied the 

immediate and late outcomes and recommended vaginal 

myomectomy as the initial treatment of choice for 

prolapsed pedunculated submucous myoma, except in 

those cases in which other indications necessitate an 

abdominal approach.12 In recent times, hysteroscopic 

myomectomy can be preferred if the myoma is small and 

the pedicle is accessible. Regarding the need for 

hysterectomy in patients who have completed the family 

and not keen on preserving the uterus, the choice of route 

was analyzed by Benassi et al, It was found that vaginal 

route is preferable to abdominal route as the operating- 

time, cost, postoperative fever, and need for analgesia are 

reported to be less without any significant difference in 

blood loss or other complications.13 In present case, a 

combined approach was used considering the confusion 

in diagnosis, large mass felt through the abdomen and 

inaccessibility of the pedicle of cervical myoma by a 

solitary vaginal route. In present case since the patient 

had completed her family and desired a definitive 

treatment. Authors opted for fibroid excision followed by 

hysterectomy. Thus, it appeared confusing initially, with 

careful evaluation, search of literature, and good clinical 

judgment, successful excision of mass was achieved. 

CONCLUSION 

Careful vaginal examination is mandatory to diagnose the 

cervical fibroid polyp as it may arise confusion with 

uterine inversion, uterine myxomatous polyp, cervical 

malignancy and ‘en caul birth’. So, management depends 

on actual diagnosis and expertise decision. Large cervical 

fibroids are a very rare scenario and require an expert 

hand to operate them to avoid blood loss, prevent 

inadvertent injury to ureters or the bladder. 
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