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Case Report
Uterine rupture during pregnancy after  
laparotomic myomectomy
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Abstract: There is a concern about the risk of uterine rupture in the subsequent pregnancy after myomectomy 
which is reported to be around 0.7-1%. Surgical methods often cause a scar in the myometrium, which may lead 
to weakening of the muscular wall. As a consequence, it may increase the risk for the obstetric calamity of sudden 
uterine rupture. In this study, a 39-year-old pregnant woman underwent a laparotomic myomectomy 3 years ago. 
At 36 weeks of gestation, she was admitted to a tertiary hospital because of severe abdominal pain and suspected 
uterine rupture. An emergency ultrasound examination showed a complete uterine rupture in the posterior wall 
of the uterus and a fetus was visualized in the right abdomen without fetal heartbeats. An emergent exploratory 
laparotomy was performed to repair the wound and save the life of the woman. This is an unusual case of complete 
uterine rupture following myomectomy that the stillbirth and placenta enclosed by amniotic sac in the right upper 
abdominal cavity. From this case, we suggest that when the uterine rupture is suspected, the ultrasonologist should 
carefully observe and accurately detect the rupture of the uterus and the ultrasound plays a very important role in 
uterine rupture diagnosis after previous scar.
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Introduction

The incidence of uterine fibroids ranks first in 
benign tumors of female reproductive organs, 
but its absolute incidence is difficult to de- 
termine [1, 2]. It is generally believed that the 
incidence of uterine fibroids is 5% to 50%, 
which can be high up to 70% [3, 4]. The 
statistical method of morbidity is related to 
examination methods, and the size of uterine 
fibroids. In the management of uterine fibroids 
in women at childbirth age, many surgical or 
medical methods have been attempted, but 
laparotomic myomectomy (LTM) or laparosco- 
pic myomectomy (LSM) remains the most wi- 
despread [5, 6]. Pregnancies occurred after 
abdominal and laparoscopic myomectomy are 
high risk for uterine rupture [7, 8].

Different factors increase this risk, such as 
congenital uterine anomalies, multiparty, pr- 
evious myomectomy, labor induction, uterine 
trauma and previous uterine scar [8-10]. 
Second pregnancy in a scarred uterus is a 

primary cause of uterine rupture in recent 
years, mainly including cesarean section and 
uterine myoma removal [11]. As the disease is 
an acute process, it is one of the most serious 
obstetric complications that lead to the death 
of mother and child. The risk uterine rupture 
after myomectomy is low, which is reported to 
be around 0.7-1% [12]. 

Here we report a case of complete uterine 
rupture in the 36th week of gestation following 
myomectomy. We want to investigate whether 
ultrasound could aid diagnosis of complete 
uterine rupture after previous scar.

Case report

A 39-year-old pregnant woman at 36-week 
gestation was admitted to a county hospital 
because of severe abdominal pain. Transa- 
bodomen ultrasound suggested the fetus died 
and placenta previa. She was transferred to a 
tertiary hospital under the suspicion of uteri- 
ne rupture with a history of myomectomy. The 
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pregnant woman underwent a laparotomic 
myomectomy 3 years ago. The myoma size  
was about 4.5 cm * 3.5 cm, and was located in 
the posterior wall of the uterus and protrud- 
ing into the uterine cavity. The myoma was 
enucleated and two-layer suture was perform- 
ed at the lesion. Three years postoperatively, 
the woman spontaneously became pregnant. 

On physical examination, the patient was 
conscious, blood pressure was 126/68 mmHg, 
and heart rate was 85 bpm. Severe tenderness 
in the right flank abdomen was observed. On 
emergency ultrasound examination, a fetus 
was visualized in the right abdomen without 
fetal heartbeat, an enlarged uterus about 13 
cm * 11 cm * 12 cm was located in the left 
pelvic cavity, and a complete rupture was 
showed in the posterior wall of the uterus 
(Figure 1).

Emergent exploratory laparotomy was per- 
formed. Entering into abdomen cavity, massive 
blood clots and about 1000 ml of hemo- 
peritoneum were found. A uterine defect of  
15 cm in length on the posterior wall of the 
uterus was observed (Figure 2). The stillbirth 
and placenta enclosed by amniotic sac on the 
right upper abdominal cavity (Figure 3). After 
delivering of the stillbirth and placenta, the 
wound was repaired using two-layer suturing 
(Figure 4). Intraoperative hemorrhage was 
about 500 ml, and no postoperative compli- 
cations arose and the patient was discharged 
on day 4 postoperatively.

Discussion

Uterine scar is a primary cause of uterine 
rupture after a cesarean section years before. 
In recent years, it has shown that one of the 
most important risk factors of uterine rupture 
during pregnancy is following a myomectomy 
[13]. A recent meta-analysis suggested that  
the risk of uterine rupture after myomectomy 
was 0.75%, and about 0.32% in women with a 
prior cesarean section [14, 15]. Doctor Pas- 
serini suggesed that the whole risk of uterine 
rupture was 0.93% (0.45% to 1.92%), and was 
0.47% (0.13% to 1.70%) in women undergoing 
delivery and was 1.52% (0.65% to 3.51%) in 
women before the stage of labor after 
myomectomy [12]. There are two kinds of 
surgical methods to cure myoma, laparotomic 
myomectomy and laparoscopic myomectomy.  
A meta-analysis showed that the risk of ute- 
rine rupture was 0.4% following laparotomic 
myomectomy and 1.2% in laparoscopic myo- 
mectomy. But there is no significant difference 
in the incidences of a rupture during pregnancy 
following a laparotomic versus a laparoscopic 
myomectomy [14]. The size and number of 
removed myomas which enter the endometrial 

Figure 1. Ultrasound showing complete uterine 
rupture in the posterior wall of the uterus.

Figure 2. A uterine defect of 15 cm in length on the 
posterior wall of the uterus.
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subsequent pregnancies [16]. In this case, the 
patient underwent laparotomic myomectomy 
and the wound was repaired with two-layer 
suture 3 years ago. The main factor affecting 
uterine rupture was large myomas penetrated 
into the endometrium. When the myoma was 
enucleated, the operation destroyed the inte- 
grity of the uterus, including perimetrium, 
mesometrium and endometrium and increased 
the risk of uterine rupture during pregnancy 
following myomectomy.

Typical uterine rupture can be diagnosed by 
medical history, clinical manifestations and 
auxiliary examination [17]. Ultrasound is the 
first choice of the examination method beca- 
use it can dynamically monitor the thickness of 
the uterus scar and the integrity structure of 
the local muscle fibers [18, 19]. However, it is 
mostly used for detection of incomplete uteri- 
ne ruptures [20]. The accuracy and reliability  
of healing of the uterus scar by ultrasound are 
still worthy of discussion [21].

In this case, a abnormal uterus was found by 
ultrasound before the operation, the fundal 
wall of the uterus was imperfect and inter- 
connected with the abdominal cavity, a still- 
birth and placenta enclosed by amniotic sac  
on the right upper abdominal cavity. When it 
was diagnosed as complete uterine rupture,  
an emergency exploratory laparotomy was 
performed to save the life of the pregnant 
woman. Ultrasound is often interfered by the 
intestinal gas and hematoma in the abdomin- 
al cavity. It is difficult to diagnose when the 
rupture is small and the location is concealed 
without amniotic sac and fetus protruding. How- 
ever, it is easy to detect complete uterine rup- 
ture as the rupture is more obvious. When the 
uterine rupture is suspected, the ultrasonologist 
should carefully observe and accurately detect 
the rupture of the uterus which is essential for 
the diagnosis of uterine rupture.

The case report shows that the ultrasound 
plays a very important role in complete uterine 
rupture diagnosis after previous scar and could 
timely save pregnant women’s lives.
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Figure 3. Fetal right leg enclosed by amniotic sac on 
the right upper abdominal cavity.

Figure 4. The wound is repaired using two-layer 
suturing. 

cavity has been identified as a potential fac- 
tor affecting the risk of uterine rupture in 



Uterine rupture during pregnancy

10099	 Int J Clin Exp Med 2018;11(9):10096-10099

610041, Sichuan, China. Tel: +86-028-66000940; 
E-mail: wsqiuli@126.com

References

[1]	 Khan AT, Shehmar M and Gupta JK. Uterine fi-
broids: current perspectives. Int J Womens 
Health 2014; 6: 95-114.

[2]	 Zimmermann A, Bernuit D, Gerlinger C, Schae-
fers M and Geppert K. Prevalence, symptoms 
and management of uterine fibroids: an inter-
national internet-based survey of 21,746 wom-
en. BMC Womens Health 2012; 12: 6.

[3]	 Sparic R, Mirkovic L, Malvasi A and Tinelli A. 
Epidemiology of uterine myomas: a review. Int 
J Fertil Steril 2016; 9: 424-435.

[4]	 Downes E, Sikirica V, Gilabert-Estelles J, Bolge 
SC, Dodd SL, Maroulis C and Subramanian D. 
The burden of uterine fibroids in five European 
countries. Eur J Obstet Gynecol Reprod Biol 
2010; 152: 96-102.

[5]	 Stewart EA, Nicholson WK, Bradley L and Bo-
rah BJ. The burden of uterine fibroids for Afri-
can-American women: results of a national 
survey. J Womens Health (Larchmt) 2013; 22: 
807-816.

[6]	 Desai P and Patel P. Fibroids, infertility and 
laparoscopic myomectomy. J Gynecol Endosc 
Surg 2011; 2: 36-42.

[7]	 Campo S, Campo V and Gambadauro P. Repro-
ductive outcome before and after laparoscopic 
or abdominal myomectomy for subserous or 
intramural myomas. Eur J Obstet Gynecol Re-
prod Biol 2003; 110: 215-219.

[8]	 Pakniat H, Soofizadeh N and Khezri MB. Spon-
taneous uterine rupture after abdominal myo-
mectomy at the gestational age of 20 weeks in 
pregnancy: a case report. Int J Reprod Biomed 
(Yazd) 2016; 14: 483-486.

[9]	 Lovelace D. Congenital uterine anomalies and 
uterine rupture. J Midwifery Womens Health 
2016; 61: 501-506.

[10]	 Cho MK, Ryu HK and Kim CH. Placenta percre-
ta-induced uterine rupture at 7th week of preg-
nancy after in vitro fertilization in a primigravi-
da woman: case report. J Emerg Med 2017; 
53: 126-129.

[11]	 Egbe TO, Halle-Ekane GE, Tchente CN, Nyemb 
JE and Belley-Priso E. Management of uterine 
rupture: a case report and review of the litera-
ture. BMC Res Notes 2016; 9: 492.

[12]	 Gambacorti-Passerini Z, Gimovsky AC, Locatel-
li A and Berghella V. Trial of labor after myo-
mectomy and uterine rupture: a systematic re-
view. Acta Obstet Gynecol Scand 2016; 95: 
724-734.

[13]	 Pistofidis G, Makrakis E, Balinakos P, Dimitriou 
E, Bardis N and Anaf V. Report of 7 uterine rup-
ture cases after laparoscopic myomectomy: 
update of the literature. J Minim Invasive Gyne-
col 2012; 19: 762-767.

[14]	 Claeys J, Hellendoorn I, Hamerlynck T, Bosteels 
J and Weyers S. The risk of uterine rupture af-
ter myomectomy: a systematic review of the 
literature and meta-analysis. Gynecological 
Surgery 2014; 11: 197.

[15]	 Spong CY, Landon MB, Gilbert S, Rouse DJ, 
Leveno KJ, Varner MW, Moawad AH, Simhan 
HN, Harper M, Wapner RJ, Sorokin Y, Miodovnik 
M, Carpenter M, Peaceman AM, O’Sullivan MJ, 
Sibai BM, Langer O, Thorp JM, Ramin SM, Mer-
cer BM; National Institute of Child Health and 
Human Development (NICHD) Maternal-Fetal 
Medicine Units (MFMU) Network. Risk of uter-
ine rupture and adverse perinatal outcome at 
term after cesarean delivery. Obstet Gynecol 
2007; 110: 801-807.

[16]	 Sutton C, Standen P, Acton J and Griffin C. 
Spontaneous uterine rupture in a preterm 
pregnancy following myomectomy. Case Rep 
Obstet Gynecol 2016; 2016: 6195621. 

[17]	 Spain JA, Shaikh S and Sandberg SA. Sono-
graphic findings and diagnostic pitfalls in eval-
uation for uterine rupture in a case of fetal de-
mise and prior cesarean delivery of unknown 
type. Ultrasound Q 2017; 33: 69-73.

[18]	 van Alphen M, van Vugt JM, Hummel P, van 
Geijn HP. Recurrent uterine rupture diagnosed 
by ultrasound. Ultrasound Obstet Gynecol 
1995; 5: 419-421.

[19]	 Friedmann W, Maier RF, Luttkus A, Schäfer AP, 
Dudenhausen JW. Uterine rupture after laparo-
scopic myomectomy. Acta Obstet Gynecol 
Scand 1996; 75: 683-684.

[20]	 Jastrow N, Vikhareva O, Gauthier RJ, Irion O, 
Boulvain M and Bujold E. Can third-trimester 
assessment of uterine scar in women with pri-
or Cesarean section predict uterine rupture? 
Ultrasound Obstet Gynecol 2016; 47: 410-414.

[21]	 Soyama H, Miyamoto M, Sasa H, Ishibashi H, 
Takano M and Furuya K. Pregnancy with as-
ymptomatic uterine complete rupture after 
uterine artery embolization for postpartum 
hemorrhage. Taiwan J Obstet Gynecol 2017; 
56: 538-540.


