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Uterine leiomyomas are the most common tu-
mors of the reproductive system. Myomectomy is the 
preferred one to preserve fertility. However, there are 
concerns about the risk of uterine rupture in preg-
nancies after myomectomy. Partial rupture is defined 
as subperitoneal myometrium dehiscence, although, 
complete rupture involves the whole layers of uterus.1 
Uterine rupture is an emergency that threatens the life 
of mother and fetus.2 Rupture presents with an ab-
normal fetal heartbeat, abdominal pain, vaginal 
bleeding, and loss of fetal presentation.1 Uterine rup-
ture can occur in labour or during pregnancy before 
labour. It may also develop in an unscarred uterus. 

In this paper, we present 2 cases of uterine rup-
ture in in vitro fertilization (IVF) pregnancies after 
laparoscopic (L/S) myomectomy before labour. 

CASE REPORTS 

CASE 1 
A 33 years old, gravida one, 27+3 weeks pregnant 
was accepted to our emergency service with the com-
plaint of abdominal pain and vaginal spotting for 
days. She had a history of L/S myomectomy for a 
3×2 cm subserous leiomyoma in posterior uterine 
corpus. Her pregnancy was an IVF pregnancy 
achieved in 18th month after myomectomy. On ex-
amination, we detected tenderness, defense, and re-
bound in her abdomen and vaginal spotting. 
Transvaginal ultrasound revealed an intact amniotic 
sac prolonged from the posterior corpus to abdominal 
cavity containing fetal leg (Video 1). An emergency 
laparotomy (L/T) was planned because of uterine 
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Makalenin videosu için:

Video 1: The area of complete rupture 
from the posterior aspect of the uterus, 
the bulging amniotic sac, and the fetal 
limb in the sac.
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rupture diagnosis. Upon abdominal entry, we de-
tected 100 mL of blood. We opened the uterus with 
transverse Kerr incision and delivered a live female 
fetus. In exploration, we detected a 5-6 cm complete 
rupture in the posterior corpus (Figure 1). Upon clo-
sure of the Kerr incision continually, the first layer of 
the rupture was repaired with separate figure of eight 
sutures and the second layer with separate horizontal 
matrix sutures (Figure 2). Polyglactin 1 suture was 
used in the whole uterine repair. The patient was un-
eventfully discharged on the 4th postoperative day. 
Umbilical cord blood gas pH was 7.45. First and fifth 
minute Apgar scores was 4. The baby was hospital-
ized in neonatal intensive care unit for 39 days and 
developed respiratory distress, sepsis, and retinopa-
thy. Following recovery, the baby was transferred 
into regular hospital room and discharged on the 49th 
day of hospitalization. 

CASE 2 
A 41-year-old, gravida one, 26+2 weeks pregnant was 
accepted to emergency service with the complaint of 
abdominal pain. On general surgeon’s consultation, 
an emergency L/T was decided due to abdominal de-
fense on her physical examination and vast amount of 
abdominal free fluid in ultrasonographic examination. 
There was 1,500 mL blood and a 8 cm complete rup-
ture in uterine fundus. As an obstetrician team, we at-
tended the operation for intraoperative consultation. 
We detected an intact amniotic sac bulging through 
the abdominal cavity from uterine fundus. The fetus 
was delivered by amniotomy. The first layer of the 
ruptured part was closed with continuous locked su-
tures, and the second layer with separated horizontal 
sutures. We used polyglactin 1 in closure. In postop-
erative period, 2 units of fresh frozen plasma and 1 
unit of erythrocyte suspension were replaced. She un-
derwent L/S myomectomy one year ago. She con-
ceived with IVF 6 months after myomectomy. After 
newborn resuscitation, the baby was intubated in the 
operating room. Umbilical cord blood gas pH was 6.8. 
First minute Apgar score was 2 and fifth minute 
Apgar score was 7. Upon development of respiratory 
distress, pulmonary hypertension, sepsis, hypoxic-is-
chemic encephalopathy, pulmonary hemorrhage, 
Grade 4 intravascular hemorrhage in neonatal inten-
sive care unit, the baby died on the postpartum 12th 
day. 

Written informed consent was obtained from 
both patients for publication of these case reports and 
accompanying images. Ethics committee approval 
was not required as they were a case reports. 

 DISCUSSION 
Myomectomy, which can be performed via L/S and 
L/T, is the primary surgical method in women who 
want to preserve their fertility. However, there is a 
concern about uterine rupture that may occur in sub-
sequent pregnancies. The risk of uterine rupture was 
reported as 4.23/1,000 operations and 10.53/1,000 
operations in L/T and L/S myomectomy, respec-
tively.3  

Uterine rupture risk factors are obstructed 
labour, multiparity, use of uterotonics, intrauterine 
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FIGURE 1: The protrusion of the amniotic sac and its appendages from the rup-
ture area from the posterior uterus after delivery of the fetus.

FIGURE 2: Rupture area after the repair.
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manipulations such as internal podalic version, pla-
centa percreta, previous cesarean, malpresentation, 
use of vacuum and forceps, myomectomy history, 
and accidents.4-8 In both patients, the rupture was oc-
curred in the L/S myomectomy scar in the second 
trimester. Maternal consequences of uterine rupture 
may be profuse bleeding, emergency hysterectomy, 
bladder injury, major puerperal infection, longer hos-
pital stay, and fetal death.1,2,9  

Classical surgical recommendations for my-
omectomy are to enucleate as many leiomyomas 
from as few incisions as possible, to avoid incisions 
from the posterior uterus, to prefer a vertical incision 
in fundus, to ensure careful hemostasis, adequate ap-
proximation of the myometrium and serosa, while 
layering with polyglactin 0 sutures without leaving 
any dead space in myometrium to prevent hematoma, 
to close serosal margins with 3-0 or 4-0 delayed-ab-
sorbable “base-ball” sutures.10 In L/S myomectomy, 
it is thought that tissue healing is weaker compared to 
L/T myomectomy due to factors such as the use of 
excessive electrosurgery and consequential tissue 
necrosis, insufficient multilayer suturing, and the ef-
fect of carbon dioxide on healing.9  

Uterine rupture should be kept in mind in preg-
nancies of the patients with a history of myomec-
tomy. Rate of uterine rupture in L/S myomectomy 

may be higher from L/T myomectomy. When these 
patients present with abdominal pain and bleeding, 
uterine rupture should be in differential diagnosis. A 
quick intervention may be life-saving for both mother 
and fetus. 
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