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Introduction

Cervical fibroids account for 2% of all fibroids. They are
classified as anterior, posterior, lateral, central. A central cervical
fibroid usually arises from supravaginal portions of the cervix
so that it expands the cervix equally in alldirections & displaces
uterine vessels & ureters. On laparatomy it can be recognised at
once, as it fills the pelvis, with uterus on top of tumor like “the
Lantern on top of St. Pauls Cathedral . A 42 yr old, para 2
living 2, tubectomised woman reported at GOPD with the
complaints of increased amount of bleeding per vaginum
since 4-5 months.General, systemic examinations were normal.
Per abdominal examination revealed mass of size 22 weeks, firm,
mobile. On  per speculum examination cervix was not
visualised clearly, masswas seen protruding through vagina. On
pervaginal examination mass of size 22 weeks felt, cervix bulky
mobility restricted, uterus not felt separately, fullness in all
fornices. On USG (A+P)-uterus 8x10x12 cm, anteverted , large
heterogeneous lesion of size 15x 8.7x 12.7 cm noted in uterus.
Other investigations were within normal limit- CBC LFT, RFT,
urine, thyroid profile, BT, CT, PT, INR, aPTT, HIV, HBV. She was
advised abdominal hysterectomy. Intra operative findings -
large mass of size 15x 10x 12 c¢cm was seen occupying the
pelvis with normal uterus perched on top with typical

appearance of Lantern on top of St Pauls Cathedral appearance.
The fibroid along with uterus, bilateral tubes, left ovary was
removed. HPR confirmed the diagnosis of fibroid.
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Postoperative

Patient developed fever on 3rd day. Investigations- CBC, urine
r/m, fever profile, USG (A+P), pelvic venous doppler, serum
electrolytes, BT, CT, PT, INR, aPTT, chest X ray was advised.
Injection paracetamol infusion, sponging, injection artesunate
120 mg stat then repeated after 12 hours and then after 24
hours OD for 6 days . Medicine reference was done - injection
piperacillin tazobactam 4.5gm TDS, Tab azithromycin 500 mg od
was started, blood c/s, USG ( A+P), investigations like CBC, LFT
were repeated. Investigations were within normal limit. USG -
few non compressible venous channels in bilateral adnexa with
no flow on doppler could suggest acute thrombosis, advised
follow up after 48 hours.

Surgery reference, CVTS reference, urology reference was done.
Injection heparin 5000 IU 6 hourly was started for 48 hours &
tab wafarin 5 mg OD to continue there after. Fever resolved
subsequently. Follow up scan- no change is seen ascompared
to previous scan,no progression noted.

CECT- partial thrombosis of bilateral ovarian veins extending
into their tributaries. partial thrombosis seen in distal internal
iliac vein extending into their tributaries.

Suture removal done, it was healthy

Antibiotics, tab wafarin continuing. USG was done -it revealed
resolution of pelvic vein thrombosis. CVTS reference was done ,
they advised INR. INRwasWNL, so tab warfarin was stopped
and pt was discharged.

Discussion

Uterine myoma is the most common indication of
hysterectomy. Cervical fibroids arise from supravaginal, vaginal
portions of cervix. Supra vaginal fibroids can be central
surrounding the entire cervical canal & lying centrally in pelvis
displacing the ureters. Uterine myoma is a very rare cause of
venous thromboembolism. Only 9reports of myoma associated
with venous thromboembolism have beenreported, 3 patients
had pulmonary embolism. lIliac venous thromboembolism is
secondary to extrinsic compression by uterine myoma.

The most common site of venous compression is common iliac
vein. 1 case of ovarian vein thrombosis was seen in a case of
uterine myoma.

Conclusion

Inspite of the fibroid being huge, vascular, impacted in pelvis,
the whole tumor was removed successfully without any
significant haemorrhage. Acute pelvicthrombosis was identified
promptly & treated meticulously. The patient was discharged
without any residual complications. So, the rare complications
should not be ignored.
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