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Case Report 

Successful pregnancy after previous uterine rupture 
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INTRODUCTION 

Uterine rupture is classified as complete when all layers 

of the uterine wall are separated and incomplete when 

muscle is separated but visceral peritoneum is intact 

which is referred as dehiscence. Morbidity and mortality 

are highest with complete rupture and it is considered as 

one of the serious obstetric emergencies. 

The increase in the caesarean rates, use of prostaglandins, 

attempts at vaginal delivery in a scarred uterus have 

contributed to uterine rupture in recent years.1-3 The 

incidence of rupture in an unscarred uterus is being 1 in 

8000 deliveries.4 For a women with history of uterine 

rupture the recurrence risk of uterine rupture ranges in the 

literature from 4-33%.4 In women undergoing trail of 

labor after caesarean section the risk  of rupture is 0.2-

1%.5 Pregnancy after uterine rupture is not widely 

advised and patients had undergone hysterectomy or 

tubal ligation in the past but with the modern evolving 

practices, preservation of fertility can be considered in 

young patients with proper obstetric care and emphasis 

on time and mode of delivery. 

 

CASE REPORT 

A 30 years old female, para 2 living zero had visited OPD 

with previous reports- first emergency LSCS for term 

transverse lie turned out to be fresh still birth male child, 

secondly spontaneous uterine rupture at 28 -30 weeks of 

pregnancy for which she had undergone laparotomy and 

delivered a fresh still birth male baby with rupture at the 

lower uterine segment extending laterally up to fundus at 

right side was noted. Patient had consulted 2-3 times after 

laparotomy, pre-pregnancy counselling was done for 2-3 

years. Couple were frustrated and had expressed their 

desire of having a new child by accepting all the 

consequences that can occur throughout her course of 

pregnancy. Patient had conceived spontaneously. She had 

her first antenatal visit at 10th weeks of gestation where 

she had undergone thorough clinical examination with 

dating scan and other laboratory investigations. Anomaly 

scan was done at 18-20th weeks of gestation and she was 

hospitalised after that and kept under observation in high-

risk ANC ward. Scar assessment was done at 30 weeks of 

gestation and found to be 2.5 mm. IM Dexamethasone 

12mg 2 doses 12 hours apart were administered for fetal 

lung maturity. Pregnancy was uneventful till 34-35 weeks 

except for the vague abdominal pain which was probably 
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due to stretching of previous adhesions.  

Patient was advised to pay attention to fetal movements, 

abdominal pain and uterine contractions. 

At 36 weeks of gestation patient was posted for elective 

caesarean section and abdomen was opened by 

Pfannenstiel incision in layers, dense adhesions of 

anterior abdominal wall to posterior rectus sheath were 

noted. Rectus sheath was adherent along with omentum 

to previous uterine scar site. Right lateral pervious scar 

was intact and thick. Uterus was opened horizontally. A 

full-term male baby of 2.5 kg was delivered by breech 

with Apgar being 8/10 and 9/10 at 1 and 5 minutes 

respectively. Uterus was not exteriorized due to dense 

bladder and omental adhesions and hence sutured in situ. 

Abdomen closed in layers. Post-operative period was 

uneventful. Patient was discharged from the ward on 10th 

postoperative day. Upon follow up at 15 days both patient 

and baby were healthy. 

 

Figure 1: Posterior rectal adhesions to anterior wall of 

uterus. 

 

Figure 2:  Uterine closure in previous ruptured 

uterus. 

DISCUSSION 

Pregnancy following the diagnosis of dehiscence or 

uterine rupture is a known risk factor for repeated 

rupture, which is associated with significant maternal and 

fetal morbidity and may end up in caesarean 

hysterectomy, hence advisable not to conceive again. In 

our case the women who had conceived after previous 

rupture belongs to an ignoramus population characterised 

by avoidance of contraception, high parity and 

discordance to termination of pregnancy. The recurrence 

rate of uterine rupture is reported to be 4.8-19% with 

highest risk of recurrence seen in women with history of 

ruptured upper uterine segment.7 The management of 

uterine rupture varies from conservative repair to 

hysterectomy depending on extent of rupture, location 

and associated morbid condition of the patient. Based on 

the different studies caesarean section must be planned 

between 36-38 weeks of gestation.4,6-8,10 Those with 

ruptured lower uterine scar delivery at 37-38 weeks of 

gestation is recommended. For ruptured upper uterine 

scar delivery at 35 weeks of gestation or admission to 

hospital 1 week prior to the gestation age at which labor 

started in the previous pregnancy. Like in our case patient 

was admitted at 20 weeks of gestation onwards, 

corticosteroids were administered and wait and watch 

protocol was followed until 37 weeks as done by Fox et 

al.4  

The risk of recurrence was higher when the previous 

rupture was longitudinal and interval between subsequent 

pregnancy and rupture was shorter and also the 

gestational age at which ruptured had occurred.9 These 

factors should be kept in mind by the obstetrician and 

should utilize ancillary imaging to anticipate recurrence 

and also avoid unnecessary interventions that may lead to 

delivery of premature infants. 

CONCLUSION 

The incidence of uterus rupture is significantly higher in 

developing countries than developed ones due to poor 

antenatal and obstetric care, home deliveries, multiparity, 

prolonged labor etc. Medical induction or augmentation 

of labor can cause iatrogenic risk for rupture of the 

uterus. Because of the rare incidence and a specific 

presentation, rupture of the uterus may be difficult to 

detect. Pregnancy after uterine rupture can be successful 

if proper obstetric care is provided with focus on time and 

mode of delivery i.e., planned caesarean delivery before 

the onset of labor. If delivery is planned before 37 weeks 

of gestation, corticosteroid administration must be 

considered to reduce morbidity due to neonatal 

respiratory distress. Patients education about dehiscence 

or recurrence of uterine rupture and early seek of medical 

help can reduce the fetal and maternal morbidity. 
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