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ABSTRACT

Background: Cervical cancer occurring with uterovaginal prolapse is
uncommon and poses diagnostic and therapeutic challenges due to altered pelvic
anatomy and difficulty in performing standard interventions. This case series
describes four postmenopausal women presenting with grade IV prolapse and
invasive squamous cell carcinoma of the cervix, confirmed through clinical
examination, biopsy, and imaging. All patients had long-standing mass descent
with vaginal discharge or bleeding before seeking care, leading to advanced
staging at diagnosis. Radiotherapy was delivered using conventional external
beam techniques tailored to both the pelvis and prolapsed uterus, and in two
patients the prolapse reduced sufficiently to allow intracavitary brachytherapy.
Outcomes varied according to disease burden and overall health, with better
tumour regression in those treated with radical intent, while frailty and
metastasis limited response in others. Radiotherapy remains a feasible and
practical option when surgery is unsuitable, requiring careful individualised
planning to minimise complications. Early recognition and coordinated

multidisciplinary care are essential in managing this rare clinical scenario.

INTRODUCTION

Cervical cancer is the fourth most common cancer
diagnosed in women and also the fourth leading
cause of cancer-related deaths worldwide. In 2020,
India alone contributed up to 20% of all newly
reported cases and almost 25% of global cancer
deaths. Cervical cancer is the second most common
cancer among Indian women, with an incidence of
18.3% and mortality of 18.7%.!'! In India, about 60-
70% of cervical cancer patients present only at
advanced stages, and this is mostly due to inadequate
screening programs that delay the early detection of
precancerous lesions. The survival rate over five
years is estimated to be approximately 46%, ranging
between 34% and 60%, which is lower than in other
Asian countries due to late diagnosis.[>! Pelvic organ
prolapse (POP) is a common disorder seen in women,
especially among those who have undergone vaginal
deliveries, pelvic operations, experienced injury to
the pelvic floor, or have weak connective tissues. It
involves the downward dislocation of pelvic
structures such as the bladder, uterus, rectum, or the
top of the vagina into or outside the vaginal canal
because of the weak support from the pelvic muscles,
ligaments, and fascia.l The management of

uterovaginal prolapse varies based on individual
patient needs and may include physiotherapy, pessary
use, or surgery. Though the occurrence of cervical
cancer is common, its coexistence with uterovaginal
prolapse is still rare.l’) However, only a few studies
have reported on this abnormal condition, and it lacks
a standardised treatment protocol. In this case series,
we describe four cases of cervical carcinoma with
uterovaginal prolapse, along with their clinical
presentation, therapeutic challenges, management
with concurrent chemoradiotherapy, and treatment
outcomes.

CASE PRESENTATION

Case 1

A 63-year-old postmenopausal woman (G3L3A2)
had a full-term normal vaginal delivery at home, with
a lower-segment caesarean section performed 24
years ago. The patient had an old history of
uterovaginal prolapse with intermittent white vaginal
discharge and occasional vaginal bleeding. The
patient reported a mass protruding from the vagina
for 10 years. Over the past year, she experienced
intermittent vaginal spotting, followed by the recent
development of a malodorous, fungating lesion on
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the prolapsed uterus, accompanied by persistent
white vaginal discharge for the past 5 months. At the
time of presentation, physical examination reveals a
grade 4 uterine prolapse and an ulcero-proliferative
mass of size 4 x 4 cm replacing the whole of the
cervix with a congenital absence of the perineal body
[Figure 1].

Figure 1: Uterine prolapse

Figure 2: MRI Pelvis - coronal and sagittal views

Surgical oncology and gastroenterology
consultations were obtained regarding the possibility
of rectopexy; however, due to the presence of
malignancy, conservative management was advised.
A biopsy of the lesion was performed, confirming the
diagnosis of moderately differentiated invasive
squamous cell carcinoma. Computed tomography
(CT) of the abdomen and pelvis revealed a
heterogeneous enhancing mass measuring 6.5 x 4.5
cm in the cervix with bilateral parametrium
involvement associated with uterine prolapse. The
mass abutted the posterior wall of the urinary bladder
and anterior wall of the rectum, causing loss of the fat
plane; however, no infiltration into these structures
was observed. A subcentimetric lymph node was
observed in the right internal iliac region, with no
significant paraaortic lymphadenopathy. Pelvic
magnetic resonance imaging (MRI) revealed an
atrophied uterus with severe uterine prolapse,
characterised by significant caudal descent
approximately 6 cm inferior to the pubococcygeal
line (PCL) [Figure 2].

The prolapse was visualised through the vagina, with
the cervix protruding through the vaginal opening,
accompanied by anterior vaginal wall prolapse and
cystocele. The patient was diagnosed with stage I1IB
moderately differentiated invasive squamous cell
carcinoma of the cervix (FIGO 8th edition). Radical
radiotherapy was administered using a conventional
telecobalt technique. Radiation was delivered to the
pelvic region, including the clinically positive
inguinal lymph node, and a separate field to the
prolapsed uterus. External beam radiotherapy
(EBRT) was administered at a total dose of 50 Gy,
with separate fields for the pelvis and prolapsed
uterus. Following the completion of EBRT, the
prolapse was reduced, allowing brachytherapy to be
considered [Figure 3].

Figure 3: Reference CT pelvis images before
brachytherapy

The patient completed three cycles of intracavitary
brachytherapy, followed by a parametric boost,
achieving an overall total dose of 60 Gy [Figure 4]
The entire treatment course was successfully
completed by the patient.

790

International Journal of Academic Medicine and Pharmacy (www.academicmed.org)
ISSN (0): 2687-5365; ISSN (P): 2753-6556



Figure 4: CT simulation image after applicator
insertion

Case 2:

A 50-year-old postmenopausal woman (P3L2) with a
history of uterovaginal prolapse accompanied by
abdominal pain, white vaginal discharge, weight loss,
and decreased appetite. The patient was unable to
specify the duration of her procidentia but reported
that the prolapsed mass began protruding beyond the
vaginal opening seven months before presentation
and had been irreducible since then. Then she noticed
a large, malodorous, fungating lesion on the
prolapsed tissue, associated with a persistent white
vaginal discharge. On physical examination at
presentation, there was a grade 4 uterovaginal
prolapse with an ulcero-proliferative mass measuring
8 cm X 6 cm involving the entire cervix and upper
two-thirds of the vagina, while the rectovaginal
septum remained intact [Figure 5].

Figure 5: Grade 4 prolapse with cervical lesion

restriction and patchy areas of gradient blooming
indicative of uterine descent [Figure 6].

Figure 6: MRI pelvis — Sagittal vie

A biopsy of the lesion was performed, confirming a
diagnosis of poorly differentiated invasive squamous
cell carcinoma. CT of the abdomen and pelvis
revealed a bulky cervix measuring 8 cm X 7 cm,
associated with uterine prolapse, cystocele, and
rectocele. No significant lymphadenopathy was
noted. MRI of the pelvis confirmed an atrophied
uterus with a bulky cervix measuring 4.3 cm x 6 cm
located outside the introitus, showing diffusion

The uterus was located approximately 7.73 cm below
the pubococcygeal ligament. The urinary bladder and
rectum were 2.6 and 4.3 cm below the level of the
pubococcygeal ligament, and the remaining pelvic
structures were normal. The patient was diagnosed
with stage 1IB invasive squamous cell carcinoma of
the cervix. The patient received palliative
radiotherapy to the pelvis with a total dose of 39 Gy,
along with a separate field targeting the prolapsed
uterus receiving 30 Gy in 10 fractions at 3 Gy per
fraction (with bolus), administered using a
conventional  telecobalt technique. Response
assessment by MRI showed residual disease, and the
patient is currently receiving palliative chemotherapy
for the same.

Case 3:

A 66-year-old postmenopausal female (P3L3) was
evaluated in 2018 with a history of a mass descending
per vaginum for six months, which slowly increased
in size. The mass was irreducible at presentation,
with an ulcero-proliferative growth measuring
approximately 6 X 5 cm involving the cervix,
accompanied by vaginal bleeding and discharge.
Pelvic examination revealed a grade 4 uterovaginal
prolapse, cystocele, rectocele, and an ulcer extending
from the cervix to the vagina. The patient appeared
emaciated, with a poor general condition and signs of
cachexia. Biopsy of the lesion confirmed moderately
differentiated, invasive squamous cell carcinoma.
Ultrasound examination revealed a cervical lesion
with hydroureteronephrosis, and no other imaging
studies were performed. Cystoscopy was not possible
because of the presence of a cystocele.

Given the patient’s poor general condition, radical
radiotherapy was planned with curative intent
without chemotherapy. Radiotherapy was delivered
in a split course: the first course used a conventional
source-to-skin distance (SSD) technique with
anterior-posterior (AP) and posterior-anterior (PA)
fields to a total dose of 30 Gy. The patient received
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appropriate supportive care during treatment. The
second course, administered three weeks later,
involved the same SSD technique, field size, and
depth, delivering an additional 30 Gy of radiation.
The patient received a total pelvic dose of 60 Gy,
including the prolapsed mass. At the end of
treatment, the patient demonstrated a near-total
response with cervical induration. The prolapse was
reducible; however, salvage surgery was not feasible
because of the patient’s poor general condition and
advanced disease stage. Pessary use was advised, and
the patient was followed up. At the end of treatment,
the patient demonstrated a near-total response with
cervical induration remaining. The prolapse became
reducible; however, salvage surgery was not feasible
due to the patient’s poor general condition and
advanced disease stage. Pessary use was advised, and
the patient was placed on follow-up. During follow-
up, the patient developed metastatic disease
involving paraaortic and supraclavicular lymph
nodes but no visceral or bone metastases. She
received palliative metronomic chemotherapy and
succumbed to the disease six months later.

Case 4:

A 55-year-old postmenopausal woman (P5L3)
presented with uterovaginal prolapse and an ulcero-
proliferative cervical growth measuring 6 X 6 cm
extending onto the vagina. The patient was a known

case of HIV and was on irregular antiretroviral
therapy (ART). Pelvic examination revealed grade IV
uterine prolapse with an approximately 6 X 6 cm
ulcero-proliferative lesion extending onto the vagina.
A 2 cm x 2 cm right inguinal lymph node was
palpable. Biopsy of the cervical lesion confirmed a
moderately differentiated squamous cell carcinoma,
and inguinal nodal cytology revealed metastatic
carcinomatous deposits. Plain CT revealed a
prolapsed uterus with a cervical lesion extending
anteriorly, infiltrating the posterior bladder wall, and
abutting the anterior wall of the rectum posteriorly.
Because of the poor general condition and altered
renal function, the patient was planned for palliative
radiotherapy. Treatment was delivered using
conventional radiotherapy with an SSD technique
through two portals (anterior-posterior and posterior-
anterior fields), with a total dose of 30 Gy
administered in ten fractions of 3 Gy each. The
patient received appropriate supportive care,
including partial parenteral nutrition, during
radiotherapy. After the completion of 10 fractions,
the treatment was extended by three additional 3
fractions to reach a total dose of 39 Gy. The patient
responded well to treatment, achieving a partial
response, and was maintained on palliative
supportive care.

Table 1: Summary of all cases

malodorous fungating
lesion x5 months

Parameter Case 1 Case 2 Case 3 Case 4

Age 63 years 50 years 66 years 55 years

Parity G3L3A2 P3L2 P3L3 P5L3

Symptoms & Mass per vaginum x10 | Prolapse irreducible X7 | Mass per vaginum X6 months; Prolapse with 6x6
Duration yrs; spotting x1 yr; months; malodorous bleeding & discharge cm cervical growth;

lesion; weight loss

HIV-positive on
irregular ART

Exam Findings

Grade IV prolapse;
4x4 cm cervical
ulcero-proliferative

Grade IV prolapse;
8%6 cm cervical &
upper vaginal lesion

Grade IV prolapse; cystocele,
rectocele; 6x5 cm cervical growth;
emaciated

Grade IV prolapse;
6%6 cm lesion; right
inguinal lymph node

lesion; absent perineal 2x2 cm
body

Biopsy Result Moderately Poorly differentiated Moderately differentiated SCC Moderately
differentiated SCC SCC differentiated SCC

Imaging Findings

CT: 6.5%4.5 cm mass;
bilateral parametrial
involvement; no organ
infiltration. MRI:
uterus 6 cm below PCL

(prolapse)

CT: bulky cervix 8x7
cm; prolapse with

cystocele & rectocele.

MRI: cervix outside
introitus; uterus 7.73
cm below PCL

USG: cervical lesion with
hydroureteronephrosis

CT: prolapsed
uterus; lesion
infiltrating posterior
bladder wall;
abutting rectum

Stage

FIGO 2018 Stage 1IB

Stage 1IB

Advanced carcinoma (treated
curatively, no staging imaging)

Metastatic inguinal
node involvement
(advanced)

Radiotherapy

EBRT 50 Gy (pelvis +
prolapsed uterus) — 3
fractions ICBT +
parametrial boost (total
60 Gy)

Palliative RT: 39 Gy
(pelvis + prolapsed
uterus)

Split-course RT: 30 Gy + 30 Gy
(total 60 Gy)

Palliative RT: 39 Gy
in 13 fractions

Response Completed RT; Residual disease — Near-total response; prolapse Partial response;
prolapse reducible; continuing palliative reducible; later metastatic maintained on
able to undergo chemotherapy progression supportive care
brachytherapy

Outcome Completed treatment On palliative Developed paraaortic & Stable on palliative
successfully chemotherapy supraclavicular metastasis; died 6 supportive care

months later
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Table 2: Chronological Timeline of Symptoms, Diagnostic Evaluation, Treatment, and Outcomes in All Four Cases

years; spotting for 1
year; fungating lesion for
S months

differentiated SCC; Stage
1IB

reduced — 3 fractions ICBT
+ parametrial boost (total 60

Gy)

Case Symptom Onset & Diagnosis & Staging Intervention Outcome & Follow-up
History
1 Mass per vaginum for 10 | Biopsy: Moderately EBRT 50 Gy — prolapse Completed RT; tumour

regression; prolapse reducible
allowing brachytherapy

2 Irreducible prolapse x7
months; discharge,
weight loss

Biopsy: Poorly differentiated
SCC; Stage 1IB

Palliative RT 39 Gy
including prolapsed uterus

Residual disease; continuing
palliative chemotherapy

3 Mass per vaginum X6
months; bleeding,

Biopsy: Moderately
differentiated SCC;

Split-course RT: 30 Gy + 30
Gy (total 60 Gy)

Near-total response; later para-
aortic & supraclavicular

discharge; cachexia advanced disease (limited

staging imaging)

metastasis; died 6 months later

4 Prolapse with 6x6 cm
lesion; HIV-positive

Biopsy: Moderately
differentiated SCC;
metastatic inguinal node

Palliative RT: 39 Gy Partial response; continued

supportive care

DISCUSSION

Cervical carcinoma occurring along  with
uterovaginal prolapse is a rare but important
presentation, with only a few cases reported till now
worldwide. A systematic review reported only 15
cases from 1990-2018, indicating the rarity of this
condition.’! Although well-established guidelines
exist for cervical cancer staging and pelvic organ
prolapse management, a standardised protocol for
addressing the combination of both conditions is still
lacking.>®1 Most cases occur in older, multiparous
women and squamous cell carcinomas, as observed
in our study, where all cases were SCC with an age
ranging between 50-70 years.’! A case in our study
presented with large, ulcerative lesions, advanced
cervical descent, or complete procidentia. These
chronic prolapses are often present in several
individuals for several years, undiagnosed. Up to
75% of women are reported to have prolapse for more
than ten years before cancer detection due to delayed
presentation, chronic irritation, and hidden
symptoms.[’! CT and MRI are usually recommended
to assess parametrial involvement, descent of the
uterus, and proximity to the bladder and rectum,
which are mostly found in prolapse. MRI helps in
defining pelvic organ descent relative to the PCL and
helps in the planning of radiotherapy or surgery.®!
We followed this multimodality approach, which
helped us in the accurate staging and field planning
for radiotherapy.

Brachytherapy is a main component of radical
treatment for cervical cancer; however, advanced
disease  with  irreducible prolapse  usually
contraindicates surgery, thus radiotherapy-based
approaches are used in those cases. It is
recommended to reduce the prolapse before pelvic
radiation to minimise risks such as vesicovaginal or
rectovaginal fistula formation or visceral injury when
bowel or bladder is exposed externally.””) Similarly,
in one of our cases, we performed prolapse reduction
following EBRT, which helped in intracavitary
brachytherapy using conventional applicators.
Concurrent chemoradiotherapy (CCRT) is frequently
selected to downstage the tumour, reduce prolapse,
and facilitate subsequent brachytherapy. However,

successful completion of full radical treatment is
uncommon due to general frailty and anatomical
challenges,!'”! as noted in 2 of our cases, where the
disease condition was too advanced, and were
managed with palliative EBRT alone.

Neoadjuvant chemoradiation has allowed the
consecutive use of surgery by shrinking large
tumours and reducing perioperative complications
such as haemorrhage. Preoperative pelvic irradiation,
including nodal regions, may also reduce operative
extent and postoperative morbidity.'1 But, for
elderly, frail, or medically inoperable patients, CCRT
remains the primary treatment modality. To address
this issue, an innovative radiation technique was
introduced in a study, where they used three-
dimensional implant brachytherapy, and reported that
large prolapsed cervical tumours can be treated well.
In their report, the tumour shrank and retracted,
permitting completion of radical radiotherapy.!'”]
However, as for the commonly used strategy, some
patients show good local control when EBRT is
combined with brachytherapy, while frail patients or
those with advanced metastasis often have poor
prognoses.5 Similarly, in our study, one patient
achieved near-complete tumour regression, whereas
others required palliative therapy due to disease
condition or comorbidities.

CONCLUSION

Concurrent chemoradiotherapy can be used for
women who present with cervical cancer together
with a uterovaginal prolapse, particularly when
surgery is not a safe option. Across the four cases,
successful management was mostly achieved with
radiotherapy, and often wusing conventional
techniques with individualised field arrangements to
precisely treat the prolapsed mass. Practitioners
should be careful in situations where the prolapse
cannot be reduced, since there is a risk of visceral
injuries and fistula formation due to radiation.
Managing these patients usually requires planning
with multiple specialities and a realistic assessment
of the woman’s overall health. Chemoradiotherapy is
the practical treatment for these complex cases, but
the decision of radical or palliative treatment should
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be based on the general condition and medical
stability of the patient.
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