
pontaneous uterine rupture and dehiscence are rare complications of
pregnancy. While uterine rupture refers to full thickness disruption
of the uterine wall, uterine dehiscens is an incomplete separation of

the uterine wall with intact serosa.

The dehiscence of a uterus in fetal viability limit creates a dilemma be-
cause there is not any clear treatment approach.1 Although rare, pregnancy
continuation with the expectant approach or defect repair in the second
trimester has been published.2,3

Also, there are few reported cases of first trimester uterine dehiscence
associated with surgical abortion or following incomplete abortion.4,5
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Repair of a First Trimester Uterine
Dehiscence with Continuation of

Pregnancy: Case Report

AABBSS  TTRRAACCTT  Spontaneous uterine rupture and dehiscence are rare complications of pregnancy.
While uterine rupture refers to full thickness disruption of the uterine wall, uterine dehiscens is an
incomplete separation of the uterine wall with intact serosa. The dehiscence of a uterus in fetal vi-
ability limit creates a dilemma because there is not any clear treatment approach. Although rare,
pregnancy continuation with the expectant approach or defect repair in the second trimester has
been published. We report a first trimester uterine scar dehiscence. Ultrasound examination dur-
ing valsalva maneuver and synchronous elevation of uterus by manual examination helped us in cor-
rect diagnosis. The dehiscence has been repaired with laparotomy and the pregnancy continued
until 32 weeks of gestation. 

KKeeyywwoorrddss::  Pregnancy trimester, first; uterine rupture 

ÖÖZZEETT  Uterus ruptürü ve dehisensi gebeliğin nadir komplikasyonlarındandır. Uterin ruptürde ute-
rusa ait tüm katlar ayrışırken, uterus dehisensinde seroza bütünlüğünü korumakta ve bu duruma
kısmi bir ayrışma eşlik etmektedir. Fetal viabilite için sınır olan haftalar ve öncesinde ortaya çıkan
bir uterus dehisensi tedavi yaklaşımında netlik olmadığı için gebeliğin takibinde ikilem yaratmak-
tadır. Nadir olsa da, ikinci trimester dehisens olgularında beklemenin tercih edilmesi ya da uteru-
sun onarımı sonrasında devam eden gebelik olguları bildirilmişir. Bu olguda birinci trimester bir
gebelikte uterin dehisens olgusu sunduk . 31 yaşında, geçirilmiş 2 sezaryen öyküsü olan hastanın ult-
rasonografi eşliğinde yapılan muayenesinde, valsalva manevrası esnasında amniyotik kesenin eski
insizyon hattından mesaneye doğru protrude olduğu izlendi. Dehisens laparotomi ile onarıldı, ge-
belik 32 haftaya dek devam etti.
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We report a first trimester uterine scar dehis-
cence . The dehiscence has been repaired with la-
parotomy and the pregnancy continued until 32
weeks of gestation.

CASE REPORT

A 31-year-old woman, gravida 4, para 2, abort 1
was admitted to our institution with groin pain.
She had two cesarean sections previously. Physical
examination was uneventful. Vaginal examination
revealed minimal vaginal bleeding with no cervical
dilatation. There was pain on palpation in the
suprapubic area. There was no rebound and de-
fense. 

Transvaginal ultrasound (TVUSG) has de-
tected intrauterine pregnancy compatible with 9+6
weeks with fetal cardiac activity. Complete blood
count and urinalysis were uneventful. In the course
of transabdominal ultrasonography (TAUSG), we
observed an intrauterine gestational sac protruding
towards the bladder after an uterine contraction.
Therefore, the patient asked to make a valsalva ma-
neuver. It was seen that the gestational sac got dis-
located towards the bladder due to the increasing
abdominal pressure. It was suspected to be a sepa-
ration at the old incision level (Figure 1). Then the
uterus has been elevated manually by vaginal
examination and the suspected scar disruption
viewed clearer.

The family was informed that the pregnancy
could lead to a bleeding that poses a risk for the
mother and for the fetus. The family decided to
continue this pregnancy. For this reason, we de-
cided to repare the scar dehiscence by laparotomy.
The family was also informed against likely failure
of repair; bleeding if the pregnancy continues, re-
occurring separation, premature birth, placental
abnormalities. 

In the course of the laparotomy, the peri-
toneum was intact, the bladder was hanging on the
incision line. All layers of the uterus were com-
pletely separated (Figure 2). There was 4-5 cm of
opening at the old incision line of uterus. Sharp and
blunt dissection was applied to suspend the blad-
der.

Separated sutures were passed through each
lip of the uterus and knotted after suturation.

In 10th postoperative day, the incision line
was observed intact by ultrasonography (Figure
3). 

At 26 weeks of gestation, TVUSG evaluation
revealed a funnel shaped placenta closing 
the cervix but placental invasion was not consid-
ered.

At 31 weeks, the patient was admitted to the
hospital with the diagnosis of preterm labor. 

Antenatal corticosteroids and tocolysis with
indomethacin were administered. At 32 weeks pa-
tient’s vaginal bleeding began and the delivery of
the fetus was planned. 
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FIGURE 1: TAUSG: The bladder and previous cesarean scar are seen while
the patient is making a valsalva manuver. Cervix is intact.

FIGURE 2: Uterine dehiscence during laparotomy. Bladder was mobilized by
sharp and bunt dissection.



The family refused the tubal ligation sugges-
tion. The abdomen was accessed by pfannestiel in-
cision. The uterus had a clean and thick lower
segment (Figure 4). A male infant of 1760 gr, with
APGAR score of 6-8 was delivered. Uterus was
closed in single layer with continuing locked and
full-thickness sutures. The postpartum period was
uneventful. The infant stayed 14 days at the new-
born intensive care unit. Gynecologic examination
of woman after 2 years revealed no trait, her men-
strual period was regular. In the ultrasound exam-
ination the endometrium was regular, and there
was a niche appearance of 2 mm. The neurological
and physical development of the infant was found
in natural limits.

The patient gave consent for the use of patient
data, ultrasound images and operation photos for
this case report.

DISCUSSION

The dehiscence or rupture of the caesarean scar
during pregnancy is a rare complication. The
women who underwent caesarean, have 12 times
the risk of uterine rupture or dehiscence during the
delivery. The rate of uterine rupture in term preg-
nant women who were not at labor, was reported
at  1.6 per thousand.6

The complication which is manifested due to
the cesarean scar in the early pregnancy, is the ce-
sarean scar pregnancy. Our case is a uterine dehis-
cence noticed in the first trimester. Following the
primer suturation of the dehiscence area with la-
parotomy, the pregnancy continued up to 32 weeks
of gestation. To our knowledge, there is one more
case reported at first trimester which is a uterine
scar isthmocele that was repaired with ultrasound-
guided laparoscopic surgical management, and the
pregnancy continued until 38 weeks.7

No treatment plan has been clarified in uterine
rupture cases at gestational ages of fetal viability
limit. Shiratani et al. reported that they repaired
the area with fleece-coated fibrin glue in combina-
tion with closing the ruptured area by absorbable
suture of a case who was admitted with hemoperi-
toneum in week 24 of the gestation, thus the preg-
nancy is prolonged until 35 weeks.8 Sugawara et al.
presented 5 cases as well as their case. All cases are
within second trimester. All patients were inter-
vened after they had active bleeding or while the
bleeding continued. The cases were patched with
TachoComb following Vicrly suture.

One case has been patched with Gore Tex.8 An
other case was restored with double layer sutured
monocryl, single layer sutured with 3-0 Vicryl. The
case reported by Roeters et al. was restored with a
single layer chromic catgut with successful contin-
uation of pregnancy.10

We did not consider the use of a synthetic
patch. In intrauterine open fetal surgery cases, the
uterine closure technique is defined as “uterus is
closed in multiple layers, using absorbable sutures”.
Based on this view, we thought that the primary
suturation would be safe and sufficient.11
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FIGURE 3: Evaluation by TVUSG, ten days after dehiscence repair. The su-
tures are seen hypoechoic.

FIGURE 4: The uterus during cesarean section. Lower segment was clean
and thick. No signs of dehiscence.



There are few reported cases of first trimester
uterine dehiscence associated with surgical abortion
or following incomplete abortion. However, there is
not any ongoing pregnancy among these cases.4,5

Our case is remarkable for being a first trimester
uterine dehiscence with continuation of pregnancy.

Successful pregnancy with expectant manage-
ment of a second trimester uterine dehiscence has
been reported by Hamar et al.2 We suggested to the
family the options including the termination of the
pregnancy and the repair of the dehiscence area.
We informed  them about the potential maternal
and fetal complications. We didn’t share the option
of expectant approach because we were not aware
of the existence of the case of Hamar et al. and we
didn’t think that such follow-up would be safe. 

Another remarkable case which is recently
published, is a uterine scar isthmocele that has been
repaired with laparoscopic approach at 8 weeks of
pregnancy. The pregnancy has reached to 38 weeks
of gestation. In our case the surgery team consid-
ered laparoscopic repair, but decided to perform a
laparotomy. As the membranes could be separated
because of the pressure formed during pneu-
moperitoneum which might jeopardize the preg-
nancy. The successful outcome of Bolla et al. case is
spectacular for this reason.7

Vikhareva et al. identified the caesarean scar
defects with regard to their size in 108 patients who
have undergone caesarean, but they didn’t report
complete dehiscence in any case.12

Considering the published data concerning the
diagnosis and treatment of the cesarean section scar
defects, there is no dehiscence case among non-
pregnant women included into the studies.13,14

Therefore, we believe that in our case the separa-
tion occurred during the pregnancy.

Indeed, it is important to identify the tech-
niques and factors playing a role in the formation of
the cesarean scar defect for the prevention of both
the uterine rupture and dehiscence.

Vervoort et al. reviewed the hypothesis on the
etiology of niche development and discussed the
surgical techniques and patient related factors in
this publication.15

While the number of the cases in women who
become pregnant after the repair of post-growing
niches, is limited, previa and dehiscence wasn’t re-
ported.13 As the repair of the niches presenting ab-
normal uterine bleeding symptoms, is being
suggested, the pre-pregnancy repair should also be
considered in terms of pregnancy complications in
larger niches.

In conclusion, it seems to be hard to diagnose
a dehiscence in the first trimester. On suspicion
trying to evaluate the patient under different con-
ditions (full-bladder, valsalva, changing organ po-
sitions with mechanical manipulations) may help
in diagnosis. And a dehiscence detected in the first
trimester can be repaired with primary suturation.
In line with the maternal conditions and the fam-
ily’s request, the patient can also be informed about
this kind of management. 
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