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ABSTRACT
We report a case of uterine dehiscence during pregnancy. Uterine dehiscence and rupture are serious

complications of pregnancy. This situation takes place especially in women that prior uterine operation(s). We

represent a 30-year-old woman diagnosed uterine dehiscence at 22nd gestation week. Uterine dehiscence treated

surgically and then medical treatment was given to prevent preterm labour. At 34th gestation week, the patient

was operated because of preterm labour and an alive foetus was born. The result of the pathologic examination

of the placenta: Placental adhesion failure was detected. In conclusion women with prior caesarean delivery

(one or more), ultrasound measurement should be recommended for measuring the lower uterine segment

thickness in order to predict the possibility of uterine dehiscence and rupture.
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Introduction

      Nowadays uterine complication can be seen rather

frequently because of increasing rate of caesarean

section (C/S) operation. Uterine dehiscence and

rupture are serious complications which could be

considered in a patient who had prior caesarean

operation(s) during pregnancy. While uterine

dehiscence is defined as a situation in which

myometrial layer is separated but amniotic sac is not

ruptured, and foetus does not pass into abdominal

cavity. Uterine rupture is defined as a condition in

which uterine cavity combines with peritoneal cavity

by the opening of the whole uterine wall including 

serosa and integrity of the amniotic sac fails [1]. The

overall incidence of uterine rupture and dehiscence has

decreased significantly with the modern practice of

obstetrics, but, in contrast, increasing the risk of

pathologies like implantation anomalies and scar

dehiscence are related to prior caesarean section scar.

The incidence of uterine rupture is 0.07% in a

developed country [2].

      Severe abdominal bleeding could be seen mostly

in uterine rupture. Also, it could be seen uterine

dehiscence [3]. Regarding foetal heart rate monitoring

with cardiotocography (CTG) is not a good predictor

Address for correspondence:
Tayfur Cift, MD, Department of Gynecology and Obstetrics, Bursa Yuksek Ihtisas Training and Research Hospital, Bursa, Turkey
Email: tayfur_cift@yahoo.com
Received: 23.05.2015; Accepted: 27.10.2015; Published Online: 04.03.2016

Copyright © 2016 by The Association of Health Research & Strategy

62



of adverse outcomes, however; late and variable

decelerations could result in long-term foetal

bradycardia and suddenly loss of foetal heart rate.

      In some studies, uterine rupture cases constitute a

significant portion of maternal and foetal deaths,

especially in developing countries. In various studies,

foetal mortality rates were reported as a range from

50% to 75 % [4].

      We reported a rare case of uterine dehiscence and

its management which was diagnosed and operated on

22nd gestation weeks. 

Case Presentation

      A 30-year-old woman who had prior caesarean

section surgery was referred to a hospital with a lower

side abdominal pain at 22nd gestational week.

According to the physical examination, she had nausea

and vomiting which was compatible with acute

abdomen. There was no vaginal bleeding. The patient

was hospitalized immediately. During the clinical

observation, tachycardia and hypothermia rapidly

progressed. According to ultrasonographic

examination, foetal heart beat existed, amniotic fluid

volume was sufficient, the placenta was observed as

located anterior wall of the uterus, and there was no

retroplacental pathology. But there was a complex

structure with the diameter of 84x68 millimetres

comprising a hypo-hyper echogenic area at the right

adnexial location. The patient was operated with the

diagnosis of acute abdomen; firstly diagnostic

laparoscopy was applied to the patient then converted

to laparotomy with median incision because of large

coagulum in the abdominal cavity. Approximately 5-

6 centimetres dehiscence covering with coagulum was

found on the front face of the uterus which matched

to prior caesarean scar area. When the coagulum was

cleaned, maternal side of placenta was seen easily.

Defective uterine scar was primarily repaired by

suturing with polyglactin. After the successful

operation, intravenous tocolytic treatment (ritodrine)

was applied with until 13th postoperative day then

tocolytic treatment used with magnesium citrate. The

patient was followed up in the hospital until fetal birth.

A fetus, whose APGAR score 8 was born by C/S

because of preterm labor at 34th gestation week.

Placenta, which was given purple halo seen on the

isthmus of the uterus and front of the lower segment

of corpus during operation. This 5-6 cm area on the

front wall of the uterus excised and primarily repaired.

As a result, of pathological examination of the

placenta, there was an adhesion abnormality (Figure

1). The patient was discharged from hospital without

any complication.

Discussion

      Uterine scar dehiscence and rupture are serious

complications of pregnancy. Spontaneous uterine

ruptures also observed during labor. Risk factors for

uterine rupture are given in Table 1 [5]. The settlement

of the placenta on the cesarean scar and the presence

of placental adhesion abnormalities can be defined as

the main risk factors for the formation of spontaneous

rupture especially in patients with prior CS. The

majority of cases of spontaneous rupture occurs in the

3rd trimester of pregnancy. Obstetrical clinicians are

very sensitive to uterine rupture and dehiscence

especially in pregnant women who have a history of a

prior caesarean section at weeks close to last period of

pregnancy. But the most important point to keep in

mind is uterine rupture and dehiscence also can be

seen in the early weeks of pregnancy. Cases of uterine

rupture in 2nd trimester are very rare. The main reason

is medical evacuations in the 2nd trimester due to

medical reasons or fatal anomalies of the foetus. It is

known that placental adhesion abnormalities such as

percreta etc. constitute the majority of cases of

spontaneous rupture, and mostly they are observed at

23-28 weeks of pregnancy. In the study of Chapman

and colleagues in which 606 cases of medical
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Figure 1. Pathology of placenta. Villi adhere directly to the my-

ometrium without intervening decidua (HEx200)
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evacuation were examined, uterine rupture was

detected between 22-24 weeks in 4 women; prior

caesarean delivery was found in three of them [6].

Cases of spontaneous uterine rupture occur more

frequently in adhesion abnormality such as placenta

percreata. The majority of these cases occur between

23-28 weeks of gestation. Spontaneous uterine

ruptures can be seen even in primigravid women

beside the more common case of the previous

caesarean section. There are 3 cases found in the

literature [7, 8]. Radiological imaging techniques

could be insufficient in diagnosing such cases so that

clinical diagnosis is also crucial to determine the cases

of uterine rupture and dehiscence.

      In this case, during the operation, uterine

dehiscence diagnosed, amniotic sac was intact, and the

foetus was alive. It is critical to diagnose this situation

as early as possible. Unfortunately, most of such cases

are diagnosed only after the complete uterine rupture

with ripped amniotic sac and foetal expulsion partially

or completely placed into the abdominal cavity. Also

receiving the patient to the surgery within a few hours

after the onset of symptoms is a vital prognostic factor

for ongoing pregnancy like in our case.

      Consequently; the possibility of uterine rupture

and dehiscence should be considered during each

period of pregnancy. It is important especially in

pregnancies with a history of prior uterine surgery,

C/S, and placental adhesion abnormalities.

      In women with previous caesarean delivery(ies),

ultrasound measurement has been used to study the

lower uterine segment thickness and predict uterine

dehiscence and rupture. Gotoh et al. [9] found no

difference in lower uterine segment thickness at 19

weeks between women with or without a prior

caesarean delivery, but lower uterine segment

thickness was significantly lower at 27 weeks in

women with a previous caesarean delivery. Another

study by Rozenberg et al. [10] also concluded that the

risk of rupture was related to the thickness of the lower

uterine segment at 37 weeks. Using a cut-off 3.5

millimetres (mm), they found that a thin lower uterine

segment had a sensitivity of 88%, specificity of 73%,

positive predictive value of 11.8%, and negative

predictive value of 99.3% for prediction of uterine

rupture Therefore, ultrasound measurement of the

lower uterine segment could be considered the

standard diagnostic procedure that may assess the risk

of uterine rupture and dehiscence.

      On the other hand, if such cases could be

diagnosed earlier and primary uterine repair could be

performed on time with primary surgery can be a

solution to the problem. Cases should be followed up

more frequently so that it is possible to get a healthy

baby as shown in our case with surgical repair.

Conclusions

      Women with prior caesarean delivery (one or

more), ultrasound measurement could be

recommended for measuring the lower uterine

segment thickness so that it may be helpful to predict

the possible uterine dehiscence and rupture.
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Table 1. The risk factors for uterine rupture 
Age between 31-35 
Grand multiparity 
Birth trauma 
Neglected birth 
Malpresentation 
External or internal podalic version 
Breech presentation 
Manual cervical dilation 
Use of oxytocin or prostaglandins 
Placental adhesion abnormalities 
Previous uterine surgery (myomectomy, cesarean section, cornual resection, hysteroscopic 
procedures, laparoscopic trochar injuries, abdominal penetrating injury) 
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