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Abstract

Pregnancy in a fibroid uterus is not rare. However cervical fibroid is rare in pregnancy and has unique management 
challenges. We report a case of cervical fibroid in a Gravida2 Para1 patient that was found incidentally in a routine 
ultrasound in the second trimester. The fibroid grew in pregnancy till term, caused obstructed labour, a Cesarean 
section was required for the baby. Post surgery the fibroid prolapsed out of the introitus. Conservative management 
was decided to prevent surgical complications, delayed consequences of surgery and to preserve future child bearing. 
The case shows that conservative management over surgery is sometimes the appropriate choice.
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Résumé

Pevenir dans un fibrome utérus n'est pas rare. Cependant, fibrome du col utérin est rare pendant la grossesse et a des 
problèmes de gestion unique. Nous rapportons un cas de fibrome du col utérin chez une patiente de2 Para1 Gravida 
qui se trouvait par ailleurs à une échographie de routine au cours du deuxième trimestre. Le fibrome a augmenté 
pendant la grossesse jusqu'à terme, causée obstruée du travail, une césarienne est nécessaire pour le bébé. Après 
une chirurgie que du fibrome prolapsus de l'orifice vaginal. Gestion conservatrice a été décidée pour prévenir les 
complications chirurgicales, des conséquences retardées de chirurgie et de préserver l'enfant à naître portant. Le 
cas montre que la gestion conservatrice au cours de la chirurgie est parfois le choix approprié.
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Introduction

Fibroids are the most common tumors of the uterus 
and the female pelvis. They represent an infrequent 
cause of infertility[1] and pregnancy in a fibroid uterus 
is not rare. In today’s obstetric practice, pregnancy in 
fibroid uterus has a prevalence of 10.7%[2]. A cervical 
fibroid with pregnancy is a rare occurrence, with 
unique management difficulties. About one third of 
fibroids increases in size during pregnancy[3,4] and 
are associated with various complications. Antenatal 
complications like a miscarriage, bleeding in early 
pregnancy, degenerations in fibroid and preterm 
labour or preterm pre-labor rupture of membranes, 

placental abruption, fetal growth restriction and 
anomalies can occur. During labor and delivery there 
can be malpresentations, labor dystocia, caesarean 
delivery, postpartum haemorrhage, retained placenta 
or post myomectomy uterine rupture.[5] An attempted 
myomectomy either abdominally or vaginally can be 
complicated by need for a hysterectomy in case of 
profuse uncontrollable haemorrhage[6]. However, few 
studies have shown relative safety of myomectomy in 
pregnancy in carefully selected patients.[7, 8]

We report a unique case of cervical fibroid with 
pregnancy, which had an uneventful antenatal course 
but post caesarean section the fibroid prolapsed out 
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of the introitus. Another unique point is that it was 
managed conservatively giving due consideration to 
the patient’s wishes and the situation.

Case History

A 30 year old Gravida2 Para1 Living1, with previous 
full term normal delivery two years ago registered 
antenatally at 28 weeks of gestation. Routine 
ultrasound done for the patient incidentally 
revealed a hypoechogenic mass in the posterior 
cervix measuring six by six cm in size suggestive 
of a posterior cervical fibroid. The patient was 
asymptomatic. Her haemoglobin at registration 
was 8.5 g %.

A thorough counselling of the patient was done as 
regards her condition and the possible outcomes and 
complications that could ensue during her gestation 
and her delivery.

The patient stayed asymptomatic till term. Serial 
ultrasound demonstrated that the fibroid grew 
in size till it was eight by eight cm at 36 weeks of 
gestation. Patient’s haemoglobin had risen to 11 g %  
as a result of iron supplements.

Mode of delivery was planned as an elective 
caesarean section at 38 weeks but patient presented 
with spontaneous onset of labour at 37 weeks 
6 days of gestation. On clinical examination the 
cervix was 5 cm dilated with no engagement of 
fetal head even with good uterine contractions. 
A diagnosis of obstructed labour was made and 
emergency Cesarean section was carried out. 
The lower segment of uterus was reached easily 
and a healthy male baby of 2.760 kg was delivered 
without any difficulty. The fibroid was palpated 
and noted to be in the posterior cervical lip 
and was left undisturbed. There were no surgical 
complications.

Post surgery on day four in the wards patient 
complained of a mass coming out per vaginum.

On examination, it was the posterior cervical fibroid 
that had completely prolapsed out of the introitus 
as seen in [Figure 1]. The fibroid was seen to be 
occupying the entire posterior cervix and there was 
no stalk or a broader pedicle connecting fibroid to 
the posterior cervical lip.

Counselling of the patient and her family was 
done regarding the situation and the management 
options. Immediate or delayed post puerperal 
removal of the fibroid was discussed as well as 
medications to reduce fibroid size preoperatively 
were considered. Medications like GnRH analogues 

or depot progesterone injections could not be used 
as patient was four days postpartum and lactating. 
Interventional radiology was not considered 
due to financial constraints. The patient and her 
family desired another child. Conservative line 
of management was chosen by the patient at that 
moment with a planned delayed surgery post 
puerperium (6 weeks post partum).

The prolapsed fibroid was held in the vagina with 
the help of a simple rubber ring pessary [Figure 2] 
for a period of six weeks. An ultrasound done at 
six weeks post partum revealed that the fibroid had 
shrunk to a size of three by three cm. The fibroid 
was seen to be occupying the entire posterior cervix 
and there was no stalk. There was no prolapse even 
without the ring pessary. The patient remained 
asymptomatic.

Giving due consideration to the patient’s wishes and 
considering the possible surgical complications and 
delayed consequences of surgery, it was decided to 

Figure 1: Prolapsed cervical fibroid on Post-operative day 4. The uterine 
sound shows the position of the external os of the cervix and the fibroid 
can be seen as a growth encompassing the entire posterior cervix

Figure 2: Simple rubber ring pessary
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continue the conservative line of management with 
monitoring of the size of the fibroid.

Discussion

In our case, the entire course of pregnancy was 
uneventful with no complications antenatally. The 
patient’s condition was optimised in anticipation of 
surgical complications that might arise during the 
planned caesarean delivery. The caesarean section 
also was uneventful. A unique complication of post 
Caesarean section prolapsed cervical fibroid was 
seen in our case.

Post puerperal myomectomy was planned for this 
patient. However the patient was asymptomatic at 
six weeks post partum and the fibroid had reduced 
in size. A review of theclinical situation suggested 
that any surgery for the fibroid at that moment 
was unnecessary and a decision for continuing the 
conservative management with vigilant monitoring 
for the size of the fibroid was taken. 

The case illustrates that conservative management 
over surgery can sometimes be the right choice with 
good rewards. Also in developing countries, simple 
conservative measures have distinct advantages over 
surgery in terms of costs incurred for hospitalization, 
imaging procedures, blood transfusions and other 
medications.
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