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Successful Repair Management for Urinary Bladder Perforation During 
Myomectomy on Cervical Myoma on Patients with Previous 

Cesarean Section: A Challenging Case Report
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Abstract
The 20-25% incidence of uterine myoma often experienced by women in childbearing age and 2% of these uterine 
myomas attach and grow in the uterine cervical area. The chief complain of cervical myoma are lumps in the 
lower abdomen that are getting bigger and pressing on the urinary bladder cause difficulty in urinating and are 
accompanied by bloody urine, although the amount of menstrual blood is still within reasonable limits. Like 
uterine myomas, cervical myomas are not fused with the myometrial lining but are covered by thin connective 
tissue on the surface.The procedure of cervical myoma based on ACOG (American College of Obstetrics and 
Gynecology) is hysterectomy if the patient no longer wants to get pregnant, or myomectomy if the patient still 
wants to have children. Both of these actions have a very high risk in which vascularization in the pelvic area 
will be very complex, pressure on cervical myoma will have a high risk of injuring the urinary bladder mucosa 
and when setting aside the lower segment of the uterus there is a risk of injury. We present a 38-year-old woman 
with 30 x 26 x 22 cm giant cervical myoma and secondary infertility that was treated with challenging laparotomi 
myomectomy in colaboration with urologist to preserve fertility. There was a tear in the upper part of the urinary 
bladder which was elongated with irregular edges measuring 12 x 5 cm after enucleation cervical myoma. The tear 
was repaired immediately and there are no complications in the form of vesico-vaginal  fistulas or vesico-cervical 
postoperatively

Key words : Bladder Perforation, Myomectomy, Cervical Myoma, Secondary Infertility
    

Penanganan Komplikasi Perforasi Vesika Urinaria saat Tindakan 
Miomektomi pada Mioma Servikal pada Pasien Bekas 

Seksio Sesaria: Sebuah Laporan Kasus
Abstrak
20-25% insiden neoplasma jinak ini sering dialami oleh wanita terjadi pada wanita usia subur dan 2% nya melekat 
dan tumbuh pada area servik uteri. Meskipun jumlah darah menstruasi masih dalam batas wajar, tapi keluhan dari 
mioma uteri yang melekat pada servik adalah benjolan pada perut bawah yang semakin membesar dan menekan 
pada vesika urinaria sehingga menyebabkan kesulitan berkemih. Menurut American Collage of Obstetric and 
Gynecology tindakan miomektomi merupakan pilihan apabila pasien masih ingin mempunyai keturunan. Meskipun 
resiko  yang  sangat  tinggi  karena  vaskularisasi  area  pelvis  sangat  kompleks,  tindakan  ini juga  beresiko 
mencederai  mukosa  vesika  urinaria  dan  resiko  cedera  pada  ureter  tunnel.  Tulisan  ini  merupakan  kasus 
seorang  wanita  berusia  38  tahun  dengan  mioma  servikal  permagna  berukuran  30  x  26  x  22  cm  dengan 
infertilitas sekunder yang dilakukan miomektomi secara laparotomi bersama ahli urologi. Terdapat perforasi pada 
vesica urinaria bagian atas memanjang dengan tepi tidak beraturan berukuran 12 x 5 cm setelah tindakan enukleasi 
mioma serviks. Robekan tersebut dapat diperbaiki dan tidak ada komplikasi berupa fistula vesiko- vagina atau 
vesiko-serviks pasca operasi.

Kata kunci: Perforasi Kandung Kemih, Miomektomi, Mioma Serviks, Infertilitas Sekunder
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Introduction

Myoma Uteri or Leiomyoma Uteri or 
Fibromioma uteri is a benign tumor that 
grows from the smooth muscle of the uterus 
and consists of cells of smooth muscle tissue, 
connective tissue and collagen. The incidence 
of benign neoplasms is the most common and 
often experienced by women in childbearing 
age and 2% of these uterine myomas attach 
and grow in the uterine cervical area. The 
growth of myomas is generally influenced 
by excessive levels of the estrogen hormone; 
this causes a higher incidence of myomas to 
occur in women in childbearing age.1-3

In the FIGO (Federation International 
Gynecology Organization) classification, the 
growth of uterine myomas is divided based 
on where they grow; intramural myomas 
are myomas that grow into the uterus.  The 
subserosal myomas and submucosal myomas 
type is when the myoma grow either inside or 
outside the uterus. Then, myomas that come 
out of the uterus are pedunculated myomas; 
while myomas attached to the broad ligament 
are intraligamentary myomas, and myomas 
that originate from the cervix and grow 
into the pelvic cavity are cervical myomas. 
Pressure from cervical myomas is very 
difficult to detect, which is the reason why an 
MRI (magnetic resonance imaging) is needed 
to make it more accurate.2,4

Complaints from those who suffer 
from uterine myomas attached to the cervix 
are lumps in the lower abdomen that are 
getting bigger and pressing on the urinary 
bladder cause difficulty in urinating and are 
accompanied by bloody urine, although the 
amount of menstrual blood is still within 
reasonable limits. Like uterine myomas, 
cervical myomas are not fused with the 
myometrial lining but are covered by thin 
connective tissue on the surface. The number 
of cervical myomas cases that cause pressure 
to the urinary bladder and cause urinary 

disturbances is very rare, it is around 0.04-
1.5% of the total cases of cervical myomas, 
but the number of cases of cervical myomas 
at reproductive age occurs 1: 3 of all cervical 
myomas at all ages. Some literature writes 
that 49% of patients with cervical myoma 
pressure towards the vesica urinary causes 
urinary incontinence, dysuria, dribbling, and 
11% is accompanied by hematuria. 

The procedure of cervical myoma based 
on ACOG (American College of Obstetrics 
and Gynecology) is hysterectomy if the 
patient no longer wants to get pregnant, or 
myomectomy if the patient still wants to 
have children. Both of these actions have a 
very high risk in which vascularization in the 
pelvic area will be very complex, pressure 
on cervical myoma will have a high risk of 
injuring the urinary bladder mucosa and 
when setting aside the lower segment of the 
uterus there is a risk of injury. 6,7

The Case Report

A 38-year-old woman, with a history of 
cesarean section 10 years ago, who came 
to Rumah Sakit Ibu dan Anak Anugerah, 
complained of not being able to urinate for 
a day and since a week ago there was always 
a spot of blood when urinating. From the 
anamnesis, there was difficulty in urinating 
for the last 2 months and she also felt lower 
abdominal pain, but it did not interfere with 
daily activities, and there was no menstrual 
pattern disturbance. This patient is a patient 
with secondary infertility with 1 son aged 
10 years who was born by cesarean section 
due to a narrow pelvis and she did not use 
any contraception for 10 years ago because 
she wanted to get pregnant. Because there 
were no menstrual disorders, the patient 
first came to the internal medicine doctor 
because of complaints of hematuria, and then 
was referred to the gynecologist for further 
procedure.

From the physical examination of the 
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abdomen, a lump with a hard consistency 
measuring 26-28 weeks was found in the 
lower abdomen which was difficult to move. 
From the gynecological examination (vaginal 
toucher) a soft cervix was found, in which 
smooth surface that did not bleed easily but 
a mass was palpable in the anterior fornic, 
a hard mass that was not mobile and was 
difficult to move, the uterus was difficult to 
feel from bimanual examination because the 
mass was pressing against the anterior wall of 
the urinary bladder.

From the MRI examination, a solid 
mass separated from the normal-sized 
uterus originating from the cervical area 
was obtained. A well-defined solid mass 
measuring 30 x 26 x 22 cm merged with the 
back wall of the urinary vesica and pushed the 

right-left ureters causing mild hydronephrosis 
in both kidneys. Laboratory examination of 
blood, was still within normal limits except 
for the hemoglobin value which was 6.4 g% 
which was then planned for transfusion of 
3 blood bags of PRC (pack red cells) type 
before surgery with premedication therapy in 
the form of 1 amp of corticosteroids and 1 
amp of gluconas calcii after transfusion.

From all examinations, it was concluded 
that a cervical myoma was pressing against 
the urinary bladder and both inferior segment 
ureters in the patient who had a deep 
transperitoneal cesarean section accompanied 
by anemia and secondary infertility. After 
the patient received a transfusion, she 
underwent myomectomy surgery with DJ 
stent installation in both ureters with the risk 

Figure 1 A. MRI image of a Cervical Myoma (30 x 26 x 22 cm ) with a Normal Uterus 
(Arrow) before Surgery, B. Findings of Preoperative Myoma with Adhesions 
on the urinary bladder, C. Ruptured Vesica Urinaria or Perforation (arrow) 
after enucleation, D. Post Myomectomy Uterus after Bladder Repair.
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of bladder injury and ureteral injury. 
The first step of the laparotomy began 

with opening the previous cesarean section 
scar with general anesthesia was carried 
out after the patient understood and agreed 
with all the risks that might occur. After the 
patient was fully anesthetized, the urologist 
attempted to install DJ stent in both ureters but 
failed because the tumor mass was pressing 
the vesicourinaria and closing both ureteral 
openings; so, it was decided to perform 
a laparotomy and cystoscopy at the same 
time to install DJ stent by pushing the tumor 
mass towards the cranial and abdominal wall 
so that DJ stent could be attached to both 
ureters. After the two DJ stent were properly 
installed, the urinary bladder was set aside 
toward the caudal carefully while stopping the 
bleeding using electrosurgery (Erbe® VIO 3) 
and at the same time identifying the uterus 
which was in the posterior part of the cervical 
myoma mass originating from the cervix and 
attached to the lower uterine segment.

Cervical enucleation of myoma 
(myomectomy was carried out in stages and 
simultaneously bleeding was controlled while 
paying attention to the opening of the ureter 
that had been attached to DJ stent and at the 
same time setting aside the vesica urinaria to 
the caudal. Cervical enucleation of myoma 
was carried out very gently to avoid injury 
to other organs; after an 80% enucleation 
period, it became difficult because the base 
of the cervical myoma had merged with the 
vesicaurinaria and was difficult to separate. 
So, together with our Urology colleagues, we 
carry out enucleation in stages until all of the 
cervical myoma was released even with the 
risk of injury to the vesico urinaria.

The cervical myoma mass managed 
to enucleate perfectly with the same size 
of dimensions obtained from the MRI 
examination, even though the injury in the 
form of a perforation of the vesicourinary 
was unavoidable. There was a perforation or 
tear in the upper part of the urinary bladder 

which was elongated with irregular edges 
measuring 12 x 5 cm. After all the bleeding 
from the cervical wall and soft tissue around 
the cervical myoma was successfully stopped, 
the urologist ensured that the ureteral opening 
was not injured before doing the repairs to 
the torn vesicourinary wall by performing 
suture using two layers of PGA multifilament 
2-0 thread and ensuring that there was no 
leakage with a methylene blue test through 
the catheter.

After making sure that there were no 
leaks due to closing the vesica urinaria, it was 
continued with continuous closure of the lower 
uterine segment using PGA multifilament 
2-0 which then after all the equipment and 
gauze were completely counted, covering 
the abdomen layer by layer so the skin was 
closed by using PGA monofilament 4-0.

Postoperatively, the patient did not 
need to receive a transfusion because the 
hemoglobin level was 11.7 g% and the patient 
was allowed to go home 3 days after the 
operation, although the latest catheter might 
be removed 10 days after the operation.

The histopathological results of a mass 
measuring 30 x 26 x 22 cm corresponded 
to the cervical myoma accompanied by an 
infection in a small part of the cervix with 
an inflammatory process in the mucosa of the 
urinary vesica that adhered and merged with 
the mass.

Discussion

Cervical myoma is a rare type of uterine 
myoma with a prevalence of 0.6% of all 
uterine myomas. The low prevalence of 
cervical myomas results in minimal literacy 
regarding the appropriate operative technique 
approach with minimal action complications. 
The operative technique approach is very 
dependent on the operator’s experience and 
skill in determining whether this cervical 
myoma can be done with myomectomy or 
should be a hysterectomy with controlled 
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risk. Good knowledge of pelvic anatomy is 
absolutely necessary, especially in cervical 
myoma surgery.1,8

The size of the myoma will cause 
changes in the anatomy of the cervix, in 
which there is pressure on the bladder and 
or ureters so that the path and position will 
change. The posterior part of the myoma 
can be attached to the rectum, especially in 
patients with a history of endometriosis, or 
the anterior part of the cervical myoma is 
attached to the urinary bladder, especially 
in a former cesarean section surgery. The 
large size of cervical myoma also causes 
very limited access to the operating field. 
The surgery conducted on large cervical 
myoma is very risky if there is no good 
teamwork with colleagues in urology surgery 
and digestive surgery. In this case, there has 
been case discussion and consultation with 
surgical colleagues before the surgery begins, 
so that it can be carried out smoothly and 
complications can be handled properly.

Diagnosis of cervical myomas can 
generally be made by history, physical 
and supporting examination. Supporting 
examinations are generally carried out by 
ultrasound. However, other supporting 
examinations such as CT Scan and MRI are 
also important as the preparation of doing 
surgery in cervical myoma cases. Supportive 
examinations are important to rule out 
leiomyosarcoma, especially in cases of large 
myomas.9 In this case, an MRI examination 
is performed to determine the size of the 
mass and assess its compression with the 
nearby organs. MRI can also assess myoma 
adhesions with the organs surrounding.10

The approach to the procedure of 
cervical myoma is hysterectomy; but in 
this case, the patient still wants to maintain 
fertility so a myomectomy is attempted 
instead, even though it is difficult and it has 
high complications. In this case, it is predicted 
that there will be difficulty in releasing the 
anterior cervical segment with the urinary 

bladder and distortion/pressure on the ureter 
so that the anatomy of the ureter may change. 
Long-term collaboration with a urologist is 
needed so that even though there is a large 
tear in the urinary bladder (12x5 cm), it can 
be repaired immediately and there are no 
complications in the form of vesico-vaginal 
fistulas or vesico-cervical postoperatively.

Conclusion

The procedure of cervical myoma might be 
varied for different patients. If the patient still 
need the reproduction organs, enucleation of 
the myoma is the right choice for this case. 
Large cervical enucleation of the myoma 
require both skill and accuracy because they 
carry a high risk of injury to the urinary 
bladder and ureter. Good teamwork with 
surgical colleagues can minimize the risk of 
surgery.
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