Case Series: Uterine Rupture with a Life Baby after Two
Previous Caesarean Sections: An Incidental Finding at Elective
Caesarean Sections at Term
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We present three cases of the absence of lower uterine segment (LUS) muscles with a life baby covered by the fetal membrane after two
previous caesarean sections (CS) at elective CSs at term. The first case was a 30-year-old booked multipara with bad obstetrics history and
two previous CS at a secondary facility on account of unexplained three serial stillbirths at term. There were no histories of maternal obesity,
hypertension, or diabetes mellitus. She then had an elective CS at 37 weeks on account of two previous CS. Intraoperatively, it was noted
that the LUS was covered by the fetal membranes with visceral peritoneum and no muscle layer. The second case was a 33-year-old booked
G4P2 + 1A2 with two previous CSs on account of fetal distress and breech presentation with one previous scar at term, respectively. Pregnancy
was uneventful till the presentation. At presentation, there was no history or examination finding suggestive of uterine rupture. She had an
elective CS at 39 weeks on account of two previous CS. Intraoperatively, a thin membrane at the LUS with no muscular tissue exposing the
fetal membranes was seen, with good fetomaternal outcomes. The third case was a 30-year-old booked G3P2 + 0A2 with two previous elective
CSs on account of primigravida with breech presentation and placenta praevia, respectively. The course of the pregnancy was uneventful.
At presentation, there was no clinical sign or symptom suggestive of uterine rupture. She had an elective CS at 37 weeks on account of two
previous CS. Intraoperatively, a thin membrane at the LUS with visceral peritoneum and no muscular tissue was seen. The pregnancy outcome
was favorable. Silent scar rupture as seen in our case series is one of the common complications of previous CS. Early detection with the
introduction of imaging techniques, although not done for our cases and prompt intervention reduces morbidity and mortality.
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morbidity and mortality.[*!” It is defined as a breach in the
integrity of the myometrial wall.®!"! It can be a complete
rupture; where there is a full-thickness separation of the uterine
wall with the expulsion of the fetus and/or placenta into the

INTRODUCTION

Caesarean section (CS) was introduced in clinical practice as
a lifesaving situation both for the mother and the fetus.!'? It is
an operative technique by which a fetus is delivered through an
abdominal and uterine incision after 28 weeks of gestation.*
It is classified traditional as either elective or emergency.™
More than 50% of the CSs take place below 39 weeks.P! The
indications can either be maternal, fetal, or fetomaternal.
However, the most common indication for elective CS is two
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previous CSs.™

A ruptured uterus is an obstetric catastrophe with public health
concerns carrying an increased risk of maternal and perinatal
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abdominal cavity or incomplete rupture/dehiscence; where
the overlying serosa is spared.!') A study done at Ebonyi State
South East Nigeria showed the highest incidence was found in
the para 2—4 group.['” In developed countries, the majority of
cases occur in women with previous CS, while in developing
countries, it usually follows prolonged obstructed labour,
previous uterine scar, high parity, advanced maternal age, and
delay in decision-making during labour.[!"]

One of the most important complications of caesarean
deliveries (CD) is CS scar dehiscence (CSSD).['*!4 The
reported incidence of the CSSD ranges from 0.2% to 4.3%!!>1¢!
and previous CSSD is a well-known risk factor for uterine
rupture.!" Therefore, the risk factors of caesarean scar rupture
should be considered in women undergoing subsequent
pregnancies as they may need extra care.['”] Ultrasonography
and magnetic resonance imaging (MRI) have been used in
studies to assess the risks of scar rupture during subsequent
pregnancies.['¢!%22 Tt has been noted that the risk of uterine
rupture in the presence of a defective scar is related to the
degree of thinning of the lower uterine segment (LUS) as
measured by ultrasound.!'*'822] Hoffmann et al.®! noted that
variability in anatomy, thickness, and morphology seem to limit
ultrasound prenatal LUS imaging diagnostics, hence advances
in the use of MRI for better prognostication. A systemic
review observed that previous CS was associated with adverse
maternal outcomes for the subsequent pregnancies. Therefore,
CS rates need to be monitored given the prospective risks
which may occur for maternal and child health in subsequent
births.*

Bashiri et al.**! noted that the number of previous CD was
an independent risk factor for uterine scar dehiscence.
Ramadana et al.*® showed that uterine scar dehiscence is
common among women undergoing elective repeat caesarean
delivery, and the increased risk was associated with preterm
delivery, tertiary caesarean delivery, or higher and short
interdelivery interval of <24 months. Studies compared the
thickness of LUS and myometrium with sonography. They
noted that sonographic evaluation of LUS scar and myometrial
thickness both with transabdominal scan and transvaginal scan
is a safe, reliable, and noninvasive method for predicting the
risk of scar dehiscence/rupture.['®13-2!] Hatstat!'®! found out
that the dehiscence of a caesarean scar is rarely diagnosed
early in pregnancy but is a complication that may lead to
uterine rupture if not monitored closely or treated with early
caesarean delivery. It is from these notes that we decided to
review these cases.

CASES SERIES

Case 1

Mrs. U. M, a 30-year-old booked G6P5 + 0A2 businesswoman
with National Certificate in Education. Her last menstrual
period (LMP) was March 18, 2022, with expected date of
delivery (EDD) of December 25, 2022. She was admitted on
November 30, 2022, at a gestational age (GA) of 36 weeks and

five days for an elective CS at 37 weeks on account of two
previous CSs. There was no history of abdominal discomfort,
lower abdominal pain, weakness, dizziness, or bleeding per
vaginam. There was no history of trauma to the abdomen or
feeling of sharp pain in the abdomen during pregnancy. She
felt fetal movement. Pregnancy was spontaneously conceived
and was uneventful. She booked antenatal care at the National
Obstetric Fistula Centre, Abakaliki, Ebonyi State, Nigeria
at a GA of 25 weeks with no complaint at booking. She
made three antenatal visits. She was blood group 0 rhesus
D positive and genotype AA. Her serology screenings were
negative. At booking, her weight was 75 kg and her blood
pressure was 110/70 mmHg. In2017, 2018, and 2019, she had
serial term spontaneous vaginal delivery of fresh stillbirths.
Their weights were not recalled. Screening for gestational
diabetes was normal. For this, she had CSs in 2020 and
2021 at 38 weeks each with delivery of live female neonates
that weighed 3.5 kg and 4.5 kg, respectively. She attained
menarche at 14 years with a regular 28-day cycle. She was
not a known diabetic and hypertensive with no family history
of such. There was no history of blood transfusion. She takes
alcohol sparingly but not during pregnancies and does not take
tobacco in any form. Examination findings were unremarkable.
Preoperatively, her packed cell volume was 32%, retroviral
screening was negative, and 2 units of blood were grouped
and cross-matched. At surgery, the abdominal scar was excised
and the incision developed into the peritoneal cavity while
making sure that intra-abdominal structures were not injured.
Intraoperative findings showed: Pfannenstiel scar that heal
with primary intention, LUS covered by fetal membrane with
visceral peritoneum, and no muscle layer [Figure 1]. There
were healthy-looking tubes and ovaries, with a male neonate
delivered cephalic and weighed 2.6 kg and Apgar score of 91
and 105. The placenta was delivered manually. The estimated
blood loss was 350 mL. She did well postoperatively and was
discharged after four days following postpartum packed cell
volume of 30%. Her postnatal clinic was unremarkable and she
received an intrauterine contraceptive device with subsequent
discharge from the clinic.

Figure 1: The membrane visible and the muscles separated in case 1
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Case 2

Mrs. E. U, a 33-year-old booked G4P2 + 1A2 civil servant with
Bachelor of Science. Her LMP was April 21, 2022, with EDD of
January 28, 2023. She was admitted on December 27, 2022, at
a GA of 38 weeks and Six days for an elective CS at 39 weeks
on account of two previous CSs. Pregnancy has been uneventful
till the presentation for the scheduled surgery. At presentation,
there was no history or examination finding suggestive of uterine
rupture. She booked antenatal care at Alex Ekwueme Federal
University Teaching Hospital Abakaliki, Ebonyi State, Nigeria
at a GA of 18 weeks with no complaint at booking. She made
six antenatal visits. She was blood group 0 rhesus D positive and
genotype AA. Her serology screenings were negative. At booking,
her weight was 83 kg and her blood pressure was 90/60 mmHg. In
2019, she had a spontaneous complete miscarriage at 8-week GA.
There was no postabortal complication. She had CSs in 2018 on
account of fetal distress and in 2020 on account of breech with one
previous scar at term. The outcome was a live male that weighed
4.5 kg and a live female neonate that weighed 3.5 kg, respectively.
She attained menarche at 12 years with a regular 30-day cycle.
She was not a known diabetic or hypertensive with no family
history of such. There was no history of blood transfusion. She
does not take alcohol or tobacco in any form. Examination findings
were unremarkable. Preoperatively, her packed cell volume was
30%, retroviral and hepatitis B screenings were negative and 2
units of blood were grouped and cross-matched. At surgery, the
abdominal scar was excised and developed into the peritoneal
cavity without injured to intra-abdominal organs. Intraoperative
findings showed: Pfannensteil scar that healed by primary
intention, thick adhesion bands between the upper segment of the
uterus and anterior abdominal wall, a thin membrane at the LUS
with no muscular tissue exposing the fetal membranes [Figure 2].
There were healthy-looking tubes and ovaries, with a life female
neonate delivered cephalic, that weighed 3.45 kg. The Apgar score
was 91 and 105. The posterior fundal placenta was delivered by
controlled cord traction. The estimated blood loss was 500 mL.
She did well postoperatively and was discharged after three days
following postoperative packed cell volume of 28%. Her postnatal
clinic was unremarkable and she was subsequently discharged
from the clinic.

Case 3

Mrs. N. C, a 30-year-old booked G3P2 + 0A2 businesswoman
with first school leaving certificate (FSLC). Her LMP was
March 18, 2022, with EDD of December 25, 2022. She was
admitted on November 30, 2022, at a GA of 36 weeks and five
days for an elective CS at 37 weeks on account of two previous
CSs. There was no history of abdominal discomfort, lower
abdominal pain, weakness, dizziness, or bleeding per vaginam.
There was no history of trauma to the abdomen or feeling of
sharp pain in the abdomen during the pregnancy. She felt fetal
movement. Pregnancy was spontaneously conceived and has
been uneventful till the presentation for the scheduled surgery.

She booked antenatal care at Alex Ekwueme Federal University
Teaching Hospital Abakaliki, Ebonyi State, Nigeria at a GA
of 25 weeks with no complaint at booking. She made three

Figure 2: The membrane visible and the muscles well separated in case 2

antenatal visits. She was blood group 0 rhesus D positive
and genotype AA. Her serology screenings were negative. At
booking, her weight was 75 kg and her blood pressure was
110/70 mmHg. In 2018 and 2022, she had elective CSs on
account of breech in a primigravidae and placenta praevia,
respectively. Both were male neonates and weighed 3.5 kg
and 3.2 kg, respectively. She attained menarche at 14 years
with a regular 28-day cycle. She was not a known diabetic or
hypertensive and with no family history of such. There was
no history of blood transfusion. She does not take alcohol or
tobacco in any form. Examination findings were unremarkable.
Before the surgery, her packed cell volume was 34%, hepatitis
B and retroviral screenings were negative and 2 units of blood
were cross-matched. After a sterile procedure, the old scar was
excised and the incision developed into the peritoneal cavity
while making sure that intra-abdominal structures were not
injured. Intraoperative findings showed: Pfannenstiel scar that
healed by primary intention, LUS covered by fetal membranes,
and visceral peritoneum without any muscular layer [Figure 3].
There were healthy-looking tubes and ovaries, with a live female
neonate delivered cephalic and weighed 2.6 kg. The Apgar score
was 91 and 105. The placenta was delivered manually. The
estimated blood loss was 350 mL. She did well postoperatively
and was discharged after four days with a packed cell volume
of 32%. Her postnatal clinic was unremarkable and she was
subsequently discharged from the clinic.

Discussion

CS is the most common obstetric intervention to prevent
fetomaternal morbidity and mortality and studies have
noted that the most common indication for elective CS is
two previous CS.[ These were evident in our cases as the
three women underwent elective repeat CS on account of
two previous CS. Intraoperative findings were of incomplete
uterine rupture as also documented by Aliyu et al.l''l A study
done at Ebonyi State South East Nigeria showed the highest
incidence was found in the para 2—4 group.["? Our cases were
performed at two of the Ebonyi state tertiary institution and
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Figure 3: The membranes separated from the muscles with liquor
draining in case 3

they fell within the above-stated parity range. Literature noted
that the majority of cases in developing countries usually
follow prolonged obstructed labour, previous uterine scar,
high parity, advanced maternal age, and delays following the
decision for emergency CS.I!" The risk factors implicated in
our cases were previous uterine scar and high parity.

CSSD is one of the most important complications of CDs(!3:14]
as was also noticed in our three cases. The risk factors of
caesarean scar rupture should be considered in women
undergoing subsequent pregnancies as they may need extra
care.l'” Our patients had routine clinical risk assessment and
remained stable. There were no symptoms or signs suggestive
of uterine rupture before the CS. It has been noted that the
risk of uterine rupture in the presence of a defective scar is
related to the degree of thinning of the LUS as measured by
ultrasound or MRL!'¢!¥-221 Qur patients did not benefit from
these investigations. If they had, it could have led to earlier
delivery with attendant management of possible preterm
babies. However, no fetomaternal postoperative morbidity
was recorded in our cases.

Bashiri et al.®! noted that the number of previous CD was
an independent risk factor for uterine scar dehiscence. This
supports our cases as they all had two previous CS scars.
Ramadana er al.** showed that uterine scar dehiscence is
common among women undergoing elective repeat cacsarean
delivery, as was seen in our cases, and the increased risk was
associated with preterm delivery, tertiary caesarean delivery,
or higher and short interdelivery interval of <24 months.
Our cases only had tertiary CS. Hatstat!"®! found out that the
dehiscence of a caesarean scar is rarely diagnosed early in
pregnancy but is a complication that may lead to uterine rupture
if not monitored closely. These were the situation of the cases
in this report, as none were previously diagnosed before the
intraoperative findings. Hence, the need for this report, so as to
encourage obstetricians to add routine radiological assessment
of the LUS to the clinical risk assessment in the follow-up of
patients with previous CS scars during antenatal visits.

ConcLusioN

Incomplete silent uterine scar rupture as seen in our case
series is one of the most common complications of previous
CS. The need for early detection, especially a combination of
both clinical risk assessment and imaging techniques of the
LUS will aid early detection and prompt intervention, thereby
reducing possible morbidity and mortality.
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