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Uterine rupture can be a catastrophic event that most ob-
stetricians would prefer not to encounter. Mortality and
morbidity that accompany this event can be detrimental to
both the mother and fetus. In the United States, it occurs in
less than 0.1% of pregnancies. A major risk factor is a uterine
scar from previous procedures such as cesarean delivery,
active segment hysterotomy, myomectomy, or transcornual
disruption. Other contributing factors are macrosomia, ab-
normal placentation, uterine anatomic anomalies, grand
multiparity, high-dose oxytocin, and obstetric trauma. Most
uterine ruptures occur late in the third trimester, during trial
of labor, but there are occasional reports of a uterine scar
rupture and exteriorization of uterine contents in a gravid
uterus in a patient without signs or symptoms.1–4 We report
an unusual presentation of uterine scar rupture that was
diagnosed on ultrasound in a completely stable patient with
reassuring fetal status.

Case Report

A 24-year-old (Gravida 5, Para 3) at 30 weeks’ gestation
presented to labor and delivery triage on September 9,
2013 with complaints of abdominal pain of 2 weeks’ duration

aggravated over the past 2 days. Her history was significant
for laparoscopic resection of a right cornual ectopic pregnan-
cy in 2009. At that time, the cornual defect was overlaid with
Nu-Knit Surgicel absorbable Hemostat (Ethicon, CA). In 2011,
patient had a cesarean delivery at 39 weeks’ of gestation for
fetal intolerance of labor. On entering the abdomen copious
blood was found and fetal extremity with intact membranes
was noted extending through a corneal uterine rupture. The
fetus was delivered through a low transverse incision; the
cornual defect was closed with Vicryl in the three layers. In
2012, the patient presented with placental abruption at
29 weeks of gestation and underwent an emergent cesarean
delivery. Findings at the time of delivery revealed right
cornual uterine rupture with portions of the placenta and
fetus located outside the uterus with intact membranes.
Estimated blood loss was 2,500 mL and patient received a
total of 2 units of packed red blood cells. The infants from both
pregnancies are currently alive and well. These two pregnan-
cies and associated postpartum carewere notmanaged at our
facility but at a local, nontertiary care hospital. At the time of
presentation to triage in this pregnancy, the patient reported
the pain was generalized over the abdominal area, constant,
and nonradiating. Vital signs were within normal limits. The
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Abstract Introduction Uterine rupture occurs in less than 0.1% of pregnancies. This complica-
tion can be detrimental to mother and fetus if not detected and managed in a timely
manner. We report an unusual presentation of uterine scar rupture that was diagnosed
on ultrasound in a completely stable patient with reassuring fetal status.
Case Report A 24-year-old Gravida 5, Para 3 with history of cornual resection for
ectopic pregnancy and two previous uterine ruptures presented at 30 weeks’ gestation
with worsening abdominal pain. Ultrasound identified herniation of the amniotic sac
with fetal parts. The patient underwent cesarean delivery and cornual defect repair.
Conclusion Close observation and early delivery remain vital to the patient’s
management.
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examination revealed no evidence of acute abdomen or
peritonitis, negative Murphy and McBurney signs. Fetal heart
rate monitoring was reassuring and appropriate for gesta-
tional age with minimal uterine irritability detected on the
tocometer. A bedside ultrasound examination (►Fig. 1A–D)
revealed a uterine defect in the right cornual area with

herniation of the amniotic membrane and right fetal lower
extremity. The thigh appeared swollen, but the movement of
the lower extremity was observed. All of the amniotic fluid
was located in the herniated sac and virtually none was seen
in the uterus. The patient was taken for a cesarean delivery.
Operative findings (see ►Fig. 2A–C) confirmed the diagnosis

Fig. 1 (A–D) Uterine defect noted in right cornual area (arrows) with herniation of the amniotic membrane and right fetal low-extremity intact. In
B, the thigh appears swollen.

Fig. 2 (A–C) Right corneal uterine scar rupture noted after fetus was delivered though a low transverse cesarean delivery.

American Journal of Perinatology Reports Vol. 5 No. 2/2015

Uterine Rupture Through a Cornual Scar Saad et al. e133



of right cornual uterine scar rupture. The fetus was delivered
through a low transverse uterine incision with no complica-
tions and appropriate blood loss. The male fetus weighed
1,680 g and had an umbilical artery cord pH of 7.28 and a base
deficit of 3.1. Apgar scores were noted to be 4 (1 minute), 8 (5
minutes). Both low transverse incision and uterine rupture
sites were closed in a double-layer fashionwith a 0-monocryl
suture. Transection of the left fallopian tube was performed
per patient request and prior consent. Postoperative recovery
of the mother was uneventful with routine care. The infant
was transferred to the neonatal intensive care unit. The
examination of right lower extremity revealed no deformi-
ties, normal range of motion, mild ecchymosis, and moderate
edema.

Comment

Uterine rupture consists of a complete defect of all uterine layers,
including the serosa. It is an emergent and life-threatening
condition for both the mother and fetus. Most patients are at
risk of massive hemorrhage, hysterectomy, bladder laceration,
and perinatal death or neurological injury from hypoxia or
acidosis. Theperinatal death rate associatedwithuterine rupture
is high (5–6%).1 Major risk factors for uterine rupture include
classical cesarean delivery (risk of rupture ranges from 1 to 12%),
any transcornual disruption, prior cesarean deliveries (highest in
classical uterine incision), and prior uterine rupture.2 Most
uterine ruptures occur in the inpatient setting during trial of
labor after cesarean delivery.3–5 Case reports have been pub-
lished of spontaneous uterine rupture in primigravidas.6 The
classic presentation of uterine rupture is that of hemorrhagic
shock, fetal bradycardia, and lossof fetal station. The fetus is often
compromised with neurological impairment because of the
hypoxia and with long-term disability.7

We report an unusual case of a patient with a significant
history of cornual disruption secondary to ectopic pregnancy
with previous two uterine ruptures at the prior site of
cornual repair. Her early second trimester ultrasound re-
vealed a normal intrauterine pregnancy with a normal size
uterus. Maternal fetal medicine specialist recommended
close observation throughout the pregnancy, and early de-
livery depending on signs, symptoms, and ultrasound find-
ings. A firm delivery date was not set, however, it was
expected that the patient will deliver preterm considering
her history. In addition, the patient was counseled to present
to the office or triage if she had moderate or severe or
persistent abdominal pain. She was also counseled about
tubal ligation because of her poor obstetrical history and
agreed to sterilization. Counseling after any uterine rupture
should include discouragement of subsequent pregnancies
and tubal ligation should be offered. It was unknown in this
case whether this counseling was offered during her past
pregnancies. At a presentation in triage, the patient was
stable, did not appear in distress or severe pain, had normal
laboratory work up, and reassuring fetal status. Ultrasound
examination revealed uterine scar rupture with partial ex-
trusion of the fetuswith an intact amnioticmembrane. This is
not a classical presentation of a catastrophic uterine rupture.

It is therefore important for physicians to recognize that
stable vitals and examinations do not exclude the possibility
of uterine rupture. Heightened awareness is imperative in
order to notmiss such a diagnosis. Patientswith prior uterine
rupture are at high risk for recurrence. If the prior uterine
rupture is confined to the lower uterine segment, the recur-
rence rate of rupture in labor is 6%.7 On the contrary, if the
scar includes the active segment of the uterus, that rate may
be as high as 32%.8 Hence, antenatal close follow-up is
critical; encounters should be scheduled in short intervals.
Patient education should focus on early uterine rupture
warnings with a lower threshold to present for evaluation
than a normal pregnancy. Although the optimal frequency of
ultrasound examinations in such cases is unknown, ultra-
sound remains an indispensable tool for assessment and
follow-up. Spontaneous labor remains unpredictable and
can happen before 39 weeks of gestation; therefore in these
cases, an early delivery after administration of antenatal
corticosteroids or confirmation of fetal lung maturity must
be considered. Recent evidence indicates that the technique
of uterine closure plays an important role in uterine healing.
Single layer uterine closure with the inclusion of the endo-
metrium has been associated with increased rates of uterine
defect, dehiscence, and rupture in consecutive pregnancies,8

and thus, double layer closure with longer lasting suture is
recommended.

In our case, the patient elected to have permanent sterili-
zation. However, for other patients who desire future fertility,
management may be challenging given the risk of rupture.
Gestational surrogate carrier with in vitro fertilization is a
safer alternative but may not be achievable for patients with
limited financial or health access resources.
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Condensation
Spontaneous uterine rupture after uterine surgery can be
catastrophic. History, physical examination, and close
antenatal follow-up is crucial even in the absence of
classical clues.
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