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Abstract

Uterine rupture is a severe obstetric complication. The most common risk
factor is previous uterine surgery such as myomectomy. Timely diagnosis and
prompt intervention are crucial to reduce the high rates of perinatal morbid-
ity and mortality. In this case report we present a 38-year-old lady with a
full-term pregnancy and a history of myomectomy. Presented to the obstetric
emergency department at the beginning of labor. During the cesarean, a ute-
rine rupture was found on the scar of the previous myomectomy. Myomect-
omy is a common risk factor for spontaneous uterine rupture during preg-
nancy. Through literature, we try to estimate the incidence of uterine rupture,
the clinical symptoms of this complication, and the surgical treatment pro-
posed. In conclusion, uterine rupture after prior myomectomy is still hard to
predict. Patients should be informed of this risk before conception and decide
the mode of delivery. Obstetricians must remain vigilant toward any preg-
nancy with a history of myomectomy.
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1. Introduction

Uterine fibroids also known as leiomyomas are benign soft-tissue neoplasms

that arise from smooth muscle. They represent one of the most common gyne-

cological conditions affecting women of reproductive age worldwide. Uterine

myomas are clinically observed in 20% to 25% of women of reproductive age. [1]

Thirty percent of cases are associated with significant morbidity, including me-
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norrhagia, anemia, abdominal discomfort, pelvic pain, and reproductive dys-
function. [1] [2] Myomectomy, the surgical removal of fibroids while preserving
the uterus, remains a cornerstone in the management of symptomatic fibroids,
offering relief of symptoms and preserving fertility.

The main risk factor for uterine rupture is previous uterine surgery including
myomectomy. 31% of uterine ruptures occurred in women who had a history of
prior uterine surgery [3].

Accordingly, uterine ruptures are life-threatening obstetric emergencies, even
if infrequent, remain a topic of ongoing study due to the high rates of perinatal
morbidity and mortality they can lead to.

2. Case Presentation

A 38-year-old pregnant patient, Primigravid with normal prenatal biological
tests and an ultrasound done at 34 weeks of gestation showed a eutrophic fetus
in breech presentation with a history of myomectomy performed by laparotomy
two years ago. Presented to the emergency department in labor with a full-term
pregnancy.

Upon examination, the patient exhibited normal blood pressure, was afebrile,
and had a body mass index (BMI) of 30. The patient presented two contractions
every ten minutes and a fundal height of 30 cm.

An emergency cesarean section was decided due to the myomectomy scar on a
breech fetal presentation.

During the cesarean section, after the extraction of the fetus, we found a ute-
rine fundal rupture covered by a utero-epiploic adhesion extended to the uterine
cavity. (Figure 1 and Figure 2)

Hysterorrhaphy and the uterine rupture of the myomectomy scar are done by
double-layer sutures and closure of the peritoneum. No postpartum complica-

tion was noted.

Figure 1. Uterine rupture covered by the omentum.
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Figure 2. Removing the utero-epiploic adhesion: A
uterine rupture that extends into the uterine cavity.

3. Discussion

Uterine rupture may be on a scarred or unscarred uterus, spontaneous or trau-
matic. Traumatic rupture can be caused by artificial delivery or instrumental
such as curettage. Spontaneous ruptures can occur either on a previous surgical
procedure or on an intact uterus. We will focus on ruptures following myo-
mectomy, which are spontaneous. The incidence of uterine rupture varies ac-
cording to geographical area, with estimates ranging from 1/1000 to 1/2000
births in France, 1/93 in Uganda, 1/44 in Burkina Faso, and 1/51 in Senegal. This
disparity reflects differing socioeconomic conditions and levels of medical su-
pervision. Among spontaneous ruptures, only 17% occur before the start of la-
bor. [4]

According to Gambacorti-PasseriniZ’s literature review including 23 studies,
reporting 2367 pregnancies after prior myomectomy, the incidence of uterine
rupture after myomectomy in the included studies was 0.93% specifically, it was
0.47% in women undergoing trial of labor after myomectomy, and 1.52% in
women before the onset of labor. [2]

Also, Ahltorp describes 20 instances of uterine rupture among 1300 pregnan-
cies following myomectomy, for an incidence of 1.5%.[5] [6] [7]

Opverall, the incidence of uterine rupture during pregnancy with prior myo-
mectomy is similar to the incidence of uterine rupture on a uterus scarred by a
previous cesarean. [2] [5] [6]

Several studies have discussed details of the myomectomy surgery as risk fac-
tors for uterine rupture such as the opening of the uterine cavity during the pro-
cedure, the size of the fibroid, the suture technique, the use of diathermic coagu-
lation which seems to influence the obstetric decisions [2] [6].

Laparoscopic myomectomy was discussed by many studies as a risk factor for

uterine rupture [3] [4] [5] [6] which can be explained by the suturing technique
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used in laparoscopic myomectomy is inferior to myomectomy site closure dur-
ing an exploratory laparotomy. [4] However, the Walsh review of the literature
concluded that the risk of uterine rupture in pregnancy following laparoscopic
myomectomy is no higher than 1% if performed by an expert surgeon [6].

As for the recommended time interval for pregnancy after myomectomy,
Margueritte. F did a systematic review of the literature published in 2021 in-
cluding 3000 pregnancies after myomectomy performed via the vaginal route,
laparotomy, laparoscopy, or robot-assisted surgery. Through this study, the
minimum interval time advised was 2 months before trying to conceive in order
to avoid complications and to let the uterus heal. One-third of the patients were
advised to delay attempting to conceive for 3 to 6 months and another third for 6
to 12 months. The review concluded that there are no specific guidelines for the
optimal time interval between myomectomy and pregnancy and that the Risk of
uterine rupture is not correlated with this time interval. [8]

Clinically, Not all uterine ruptures present with the typical picture of abdo-
minal pain, hypovolemia causing hemoperitoneum with shock, and vaginal
bleeding. The fetal heart rate may also be altered with late deceleration or bra-
dycardia in 80% of cases, with maximum fetal death in utero. [4] [6]

Complementary examinations should not delay diagnosis: a normal ultra-
sound scan does not rule out a diagnosis.

Treatment of uterine rupture is based on emergency laparotomy after hemo-
dynamic stabilization. After delivering the baby and the placenta, the hemorr-
hage must be controlled. Once the uterine anatomy is identified, which can be
sometimes distorted, the obstetrician has to decide whether the rupture can suc-
cessfully be repaired or a hysterectomy is necessary. The surgical procedure must
take into consideration the extent of the lesions, the location of the rupture, the
patient’s age, parity, desire for future pregnancy, and ethnic origin. In general,
conservative treatment by hysterorrhaphy is chosen, which preserves reproduc-
tive function, especially in patients who wish to have further pregnancies. He-
mostasis by ligation of the uterine and/or hypogastric arteries may be necessary.
Uterine retraction can be stimulated by intramural injection of oxytocin. The
prognosis for both mother and fetus can be fatal, usually due to a delay in ap-
propriate management, as a result of a lack of urgent joint action by all those
involved in the hospital system. Management must be multidisciplinary, involv-
ing obstetricians, anesthetists, and pediatricians. [5] [9]

Our case report concerns a uterine rupture discovered by incident. Cesarean
section was indicated for a breech presentation on a scarred uterus in a Primi-
gravid who came to the emergency department at the beginning of labor.

The patient was free of metrorrhagia, with stable hemodynamics and a normal
fetal heart rate.

The patient did not have a report of her myomectomy performed two years
ago, but she did give us the result of the anatomopathology of this myomectomy,

which was a 4 cm intramural fundic fibroma.
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Given the clinical picture, we can’t say when the rupture was established. The
sudden pelvic pain of rupture may be masked by uterine contractions.
4. Conclusion

In conclusion, uterine rupture following myomectomy is a serious and diffi-
cult-to-predict complication. It can typically occur as early as the second trimes-
ter of pregnancy. Patients with a history of myomectomy should always be in-
formed of this risk prior to conception, and the mode of delivery should be de-
cided accordingly. Vigilance is key to preventing obstetrical tragedies.
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