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Abstract
Cervical myomas are benign tumors originating from cervical muscle
tissue with a very rare incidence of only about 8% of all myomas.
The surgical approach depends on the position of cervical myoma.
This case report discusses a 44-year-old woman who complained of a
lump discharge from her birth canal 6 months ago, and currently discharging from her vagina. We performed vaginal myomectomy, and
the cervical myoma measuring 8 × 8 × 6 cm with solid consistency
was removed. We continued with total vaginal hysterectomy. Postoperative recovery was progressing well. The histopathology report
was consistent with leiomyoma. Large prolapsed cervical myoma can
be disturbing and discomforting for many patients. It is relatively rare
and can be successfully removed vaginally with minimal morbidity.
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Introduction
Myomas are benign smooth muscle tumors that are most often
found in women of reproductive age, given that their growth is
influenced by the hormones estrogen and progesterone [1, 2].
The incidence of myomas in the world is 20-35%, while in Indonesia it is 2.4-11.7% [3]. Data in Prof. Dr. R. D. Kandou General Hospital Manado from 2013 to 2014 showed that myomas
were the second largest gynecological tumor [4]. There are several types of myoma, one of which is cervical myoma. Cervical
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myoma is relatively rare, only about 8% of all myomas [5].
Myoma growth is influenced by several factors, such as
early age of menarche, late menopause, black race, and family
history of myoma, less parity, a diet high in red meat and low
in vegetables and fruit, consumption of caffeine and alcohol,
no exercise, the presence of radiation and infection or injury to
the uterus [2]. Hormonal contraception, exposure to cigarette,
stress levels, obesity, diabetes mellitus, and hypertension still
have an inconsistent relationship with the incidence of myoma
[2]. Usually these benign tumors do not cause symptoms, but
in some cases can cause abnormal uterine bleeding, urinary
retention, constipation, coitus problems, pain, and infertility
[6, 7].

Case Report
A woman, 44 years old with para 3, abortion 0, came to the
Prof. Dr. R.D. Kandou General Hospital with chief complaint
of the discharge of a lump from the birth canal. The patient
had felt a lump in her pubic area in the past 6 months, but
only now did the lump come out of the birth canal. Complaints
such as pain in the lump, the presence of vaginal discharge or
bleeding out of the birth canal were denied. The patient also
had no complaints about urinating and defecating. The patient
complained of a feeling of fullness in the pubic area. Menarche
was at 15 years of age with regular menstrual cycles every
28 - 30 days and a duration of 3 to 5 days. The patient had
her last menstrual period in 2006. The patient has routinely
used 3-month injection contraception since 2006 until now.
The patient denied that she had menstrual irregularities or with
profuse bleeding. At the time of examination, the patient appeared calm, with a blood pressure of 130/80 mm Hg, a pulse
rate of 80 beats per minute, a respiratory rate of 20 times per
minute, and a body temperature of 36.9 °C. The patient did not
appear icteric or anemic. On examination of the abdomen, no
abnormalities were found. On pelvic examination, a pink mass
emerged from the vagina. The mass was 8 × 8 × 6 cm in size
with a solid consistency (Fig. 1). An ultrasound examination
showed that there was an adenomyosis appearance. We did biopsy of the cervical mass and the result was leiomyoma. After
clinicopathological conference in our department, we decided
to perform vaginal myomectomy, continued with total vagi-
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Figure 1. Cervical myoma before myomectomy. This large cervical
mass prolapsed from the vaginal canal.

nal hysterectomy. The procedure was performed by an urogynecologist. A vaginal myomectomy was performed under general anesthesia. Intraoperatively, a leiomyoma that came out
of the vagina with a hypertrophied cervix was found (Fig. 2).
The leiomyoma was removed completely after it was clamped
at the base and twisted. The base of the myoma was ligated
with polyglycolic acid (PGA) No. 1 tapper. We continued with
total vaginal hysterectomy. Estimated bleeding is about 200
mL. Post-operative recovery was good, and the patient was
discharged on day 3. The patient came to control 3 days after
going home with a good condition.
The histopathologic reports were as follow. From macroscopic appearance, the mass was well-circumscribed whitegrey tissue with a glistening surface. It measured 8 × 8 × 6 cm
and weighed ± 529 g (Fig. 3). From microscopic appearance
it was consistent with leiomyoma with necrotic debris, focal
edema, and focal infarction with signs of infection with neutrophil infiltrates. The final diagnosis was cervical leiomyoma.

Figure 2. During the operation, the urogynecologist inspected thoroughly to identify the cervical canal. The myoma was located in the
posterior aspect of the cervix.

This is because the myoma can prolapse out of the cervix [8].
Sometimes ulcers can form in prolapsed myomas due to inadequate blood circulation through the stalk [7].
Surgery performed for cervical fibroids can be vaginal or
abdominal [9]. Vaginal myomectomy is the treatment of choice
in cases of prolapsed myoma [10]. The type of surgery performed on a prolapsed myoma depends on several factors. Vaginal myomectomy is usually performed on young patients who

Discussion
Cervical myomas originate from cervical muscle tissue. Diagnosis of fibroid tumors must be through histopathological
examination. Cervical myomas are usually solitary in nature
in contrast to uterine myomas. It is not uncommon for cervical myomas to have a mass that comes out of the birth canal.

Figure 3. Macroscopic appearance of the cervical myoma right after
the myomectomy.
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still want to maintain their reproductive function. In patients
who are older or have more than one myoma, hysterectomy is
preferable [11]. The procedure for vaginal myomectomy is usually shorter and more practical, and in most patients no further
management is required. The post-operative hospitalization period is also shorter than that of abdominal surgery [10].
Conclusions
Large prolapsed cervical myoma can be disturbing and discomforting for many patients. It is relatively rare and can be
successfully removed vaginally with minimal morbidity. In
this case, the surgery could improve the quality of life of the
patient.
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