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Case Report

En bloc hysterectomy for treatment of symptomatic cervical
varix in the early second trimester
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Summary

The authors present a case of a cervical varix with morbidly adherent placentation treated with total abdominal hysterectomy. A 38-
year-old presented at 15 weeks gestation with heavy painless vaginal bleeding and was found to have complete placenta previa and a
cervical varix. After recurrent episodes of heavy bleeding requiring transfusion, she elected pregnancy termination. She underwent en
block total abdominal hysterectomy with the fetus in utero at 18 weeks gestation. Pathology revealed dilated vessels at the cervical os
and placenta percreta. The authors conclude that en bloc abdominal hysterectomy may be a reasonable management option to reduce
hemorrhage risk in patients with a symptomatic cervical varix in the setting of a morbidly adherent placenta.
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Introduction

Cervical varicosities during pregnancy are rare but can
cause significant hemorrhage. Most cases ultimately re-
quire delivery or termination due to hemorrhage.The opti-
mal management of pregnancies complicated by cervical
varices has not been determined.

Case Report

A 38-year-old, gravida 5 para 1121, presented at 15 weeks ges-
tation with heavy painless vaginal bleeding. Her prior pregnancy
had been complicated by a 22-week emergent classical cesarean
section of a pre-viable fetus after preterm premature rupture of
membranes and hemorrhage due to placenta previa.

The amount of bleeding at the time of presentation necessitated
an exam under anesthesia. Exam revealed a vascular anterior cer-
vical mass (Figure 1a). Vaginal packing was initially required to
control bleeding but later was removed without complication. She
was admitted to the high-risk maternity care unit for observation.

Ultrasound revealed a single intrauterine pregnancy and a com-
plete placenta previa with a vascular mass within the cervical

Figure 1. — Transvaginal ultrasound and macrascopic findings.
(a) Transvaginal ultrasound findings utilizing color Doppler. (b)

Macroscopic findings of anterior cervical varicosities.
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canal (Figure 1b). Due to concerns for cervical malignancy, the
patient was evaluated by a gynecologic oncology physician and a
Pap smear was obtained. Cytology returned negative. Pelvic MRI
was performed and revealed complete placenta previa with hetero-
geneous soft tissue protruding into the vaginal vault which was
of concern for placenta. She was taken again to the operating room
for an exam under anesthesia, and a 5-cm blood clot was removed
from the vagina. No placental tissue was noted and the vascular
cervical lesion was unchanged in appearance. At 17 weeks gesta-
tion the patient experienced preterm premature rupture of mem-
branes. Days later she had an additional episode of vaginal
bleeding of approximately 800 ml. Exam performed in the oper-
ating room revealed the source of bleeding to be the cervical varix.
No bleeding was noted from the cervical os. The patient was trans-
fused two units of packed red blood cells and vaginal packing was
required to control bleeding.

Given her early gestation and significant episodes of bleeding,
the patient and her husband elected to undergo pregnancy termi-
nation. Although ultrasound and MRI did not have findings sug-
gesting a morbidly adherent placenta, there was concern. hence
she underwent her prior classical cesarean, with the presence of a
cervical varix and complete placenta previa. She elected for man-
agement with a hysterectomy after counseling regarding man-
agement options. Total abdominal hysterectomy with bilateral
salpingectomy was performed at 18 weeks gestation with no ad-
ditional unexpected blood loss. Frozen section performed intra-
operatively showed edematous cervical mucosa with dilated
vessels at the os. Final pathology of the uterus revealed placenta
percreta, adenomyosis, small leiomyomata, and cervical hyper-
emia with hemorrhage and inflammation.
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Discussion

Varicosities in general are more common in pregnancy
and have been reported in approximately 40 percent of
pregnancies [1, 2]. Cervical varicosities, however, are rare
and have been associated with significant risk of hemor-
rhage. Most reported cases have resulted in delivery due to
hemorrhage during the second or third trimester [3-11].
Cervical varicosities diagnosed during pregnancy have
been associated with maternal in utero exposure to di-
ethylstilbestrol, Klippel-Trenaunay syndrome, and abnor-
mal placentation [3, 7-14]. Although most cases occur in
the setting of placenta previa, there have been cases re-
ported without concurrent abnormal placentation [3].

A recent literature review by Tanaka et al. includes 15
previously reported cases [3]. O’Brien and Smoleneic in-
dicated cervical varicosities may be more common than re-
ported in the literature [11]. In a retrospective study
evaluating transvaginal ultrasound images of patients with
placenta previa, cervical varicosities were identified in nine
out of 28 cases. However, this study is limited by its retro-
spective design, small number of cases with color Doppler
images available, and its lack of a definition of a cervical
varix.

Optimal management of pregnancies complicated by cer-
vical varix is yet to be determined. While most reported
cases were initially managed conservatively with vaginal
packing and bedrest, all ultimately required delivery or ter-
mination due to hemorrhage. Alternative management op-
tions in the early second trimester are limited. Lesko ef al.
described successful treatment with uterine artery em-
bolization followed by dilation and evacuation at 17 weeks
gestation for a patient with recurrent hemorrhage [15]. Due
to the rare occurrence of cervical varicosities, it is unlikely
that one specific treatment or therapy will be identified. The
authors present en bloc hysterectomy as a potential man-
agement option that may reduce the risk of maternal hem-
orrhage, particularly in the setting of a coexisting cervical
varix with recurrent bleeding and a morbidly adherent pla-
centa.
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