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Abstract: A case of recurrent post-traumatic fundal uterine rupture followed by an uncomplicated alive birth, unusual obstetric 
performance following extensive myometrial damage, happened in Hawassa University comprehensive specialized hospital. The first 
incident of fundal rupture was 5 years earlier than the second, after she sustained a road traffic accident at the gestational age of 31 
weeks. There was associated polytrauma. The second uterine rupture was at 33 weeks of gestation, following a fall-down accident on 
a flat surface while performing routine household activities. The third pregnancy was an uncomplicated elective cesarean delivery, and 
the tubes were not ligated as the woman strongly wishes to preserve her future fertility. A single facility experience with this rare 
clinical scenario of obstetric performance is reported to stimulate interest in additional research into the subsequent obstetric 
performance of patients with recurrent fundal uterine rupture and resultant extensive myometrial damage. 
Keywords: recurrent post-traumatic fundal uterine rupture, uncomplicated alive birth

Introduction
Rupture of the uterus remains a common obstetrical complication in underdeveloped countries and probably reflects the 
extent of access to obstetric care in these countries.1 Until recently, available conventional treatment modalities 
specifically for post-traumatic fundal uterine rupture, ie, hysterectomy, repair with sterilization, and repair with pre-
servation of future fertility at the expense of a well-recognized volcano to the possibility of subsequent pregnancy on the 
premise that such uteri are structurally unfit to either withhold the fetus to maturity or withstand the pressures of labor.2 

However, an increasing number of obstetricians are preserving fertility with the attendant risk of varying pregnancy 
outcomes.3,4 The literature review did not yield much on this new and practical case despite risky management options, 
particularly in 3rd world sub-Saharan countries like Ethiopia. This case is reported to motivate further reporting of this 
incident of totally unstudied and unreported clinical experiences in this area.

Ethical Review
After receiving authorization from the Hawassa University Comprehensive Specialized Hospital (HUCSH) Institutional 
Review Board, the mother offered informed consent for the publication of this case report (IRB).

Case Presentation
A 25-year-old G3P2 (none alive) woman presented at the antenatal booking clinic at the gestational age of 19+6 weeks. 
She had no complaints but was worried. Her past obstetric history revealed two previous episodes of uterine rupture, 
managed at the same hospital. The first rupture occurred 5 years earlier, at the gestational age of 31 weeks, after she 
sustained a road traffic accident (collision) and had musculoskeletal injuries (humeral fracture) and bruised abdominal 
wall. At laparotomy, a freshly dead stillborn female weighing 1.7 kg was extracted from the peritoneal cavity and the 
uterine laceration, which was longitudinal fundal with the extension to the right cornu, was repaired. The tubes were not 
ligated. She was transfused with two units of whole blood and sent home after two weeks in the orthopedics ward for 
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musculoskeletal trauma with no proper counseling. She had a repeat uterine rupture in the following pregnancy at 33 
weeks of gestation, 3 years prior to the current pregnancy. This occurred as a result of a fall on her abdomen on a flat 
surface. She was complaining of abdominal pain, vomiting, vaginal bleeding, and symptoms of acute blood loss. On 
presentation, she was tachycardic with an acute abdomen and fetal bradycardia (FHB = 40) and uterine rupture was 
diagnosed. Exploratory laparotomy revealed a dead male fetus weighing 2 kg in the peritoneal cavity completely 
extruded from a recurrent fundal laceration with extension to the right utero-tubal junction and laceration of anastomotic 
site vessels. Laceration was meticulously repaired, hemostasis secured, and the tubes were not ligated. She was 
transfused with two units of whole blood. The postoperative period was uneventful and she was discharged on the 5th 
postoperative day with documented written counseling for subsequent pregnancy.

Her gynecologic history is unremarkable. She has had an ANC follow-up at a similar tertiary hospital (8 contacts) and 
it was uneventful. The plan at ANC follow-up was to admit her at 33 weeks for dexamethasone and termination of the 
pregnancy via elective cesarean delivery at 34 weeks. Surprisingly, she came late by herself at 34 weeks of gestation.

On examination, she was of average body build. Her vital signs were normal. The symphysis-fundal height was 34 
centimeters. The patient was admitted for termination after dexamethasone. Her hematocrit was 36.2%, WBC, 7300/ 
cubic millimeter, and platelet count was 240,000/cubic millimeter of blood. The blood group was B-Rhesus-D positive. 
An ultrasound scan revealed no abnormalities. The placenta was fundal, and the amniotic fluid was found to be adequate.

On the 3rd day of admission, the patient had no complaints. Her vital signs were normal. The abdomen was soft. The 
fundal height was 34 centimeters, and a fetal kick could be felt. Dexamethasone was completed 48 hours back and she 
was prepared for elective cesarean delivery and operated. The findings were minor adhesion, which was released, healthy 
looking adnexa, and a newly formed lower uterine segment. To affect the delivery of a 2.3 kg male neonate with an 
APGAR score of 7 and 8 in the 1st and 5th minute, lower uterine segment transverse cesarean section was done. Placenta 
was delivered by gentle cord traction and upon mopping the uterus; there was a 2 cm by 2 cm fundal uterine defect with 
no residual myometrial thickness but intact serosa. The hysterectomy incision was closed. Upon opening of the intact 
serosa of the Cesarean scar defect (“NICHE”) at the fundus as shown in the figures below (Figures 1 and 2), the edge 
appears to be old and was trimmed and repaired in two layers. The tubes were not ligated, and the postoperative course 
was uneventful. She was sent home after being properly counseled about the gravity of her problem and the rarity of her 
obstetric performance. There was unacceptable neonatal morbidity after being admitted to the neonatal intensive care unit 
(NICU) for the diagnosis of respiratory distress syndrome (RDS) and being critically ill for the first 72 hours. Later on, 

Figure 1 Intraoperative photographs of fundal niche with the surgeons glove visible.
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there was neonatal meningitis, which was treated for 21 days and cured. Fortunately, both the mother and the newborn 
were discharged safely.

Discussion
Post-traumatic uterine rupture is a rare but life-threatening cause of uterine rupture. At first glance, future fertility 
preservation appears to have a bleak prognosis due to extensive damage and an unacceptably high risk of recurrent 
rupture at progressively earlier gestation.5–7

When the uterine fundus is implicated in the rupture, the chance of recurrence appears to be highest.6 Given the 
modest proportion of unscarred uterine ruptures following trauma, extrapolating these results to assist management 
decisions in subsequent pregnancies following scarred uterine rupture appears plausible, and this is what we actually did. 
Data on future pregnancies following ruptured uterus repair is gathered primarily from a small case series of women who 
have undergone ruptured uterus repair. In these papers, the probability of recurrent rupture ranges from 22 to 100%.5–7 

And ours is a rare case of a successful pregnancy following a tragic rupture of the uterus and loss of pregnancy.
The time of repeat rupture of a pregnant uterus depends greatly on the site of the previous scar and placental insertion, 

which could predispose to early rupture because of trophoblastic invasion of the scar. Early ultrasound localization of the 
placenta vis-à-vis a previous scar could thus be a useful prognostic factor.8 In this case, the rupture occurred earlier than at 
term (after a road traffic accident at 31 weeks of gestation). The recurrent rupture occurred at 33 weeks of gestation as well, 
following a fall down on her abdomen on a flat surface, and there was no optimal ANC follow up because the woman had 
poly-trauma with musculo-skeletal injuries at the time of the primary rupture and was admitted to the orthopedics ward and 
discharged after improvement with no proper counseling on future pregnancy prognosis and risk of recurrence. The third 
pregnancy ended in an uncomplicated elective cesarean delivery at 34+3 weeks of gestation, and the mother was discharged 
home with future fertility potential intact. This is definitely the only reported case of uncomplicated elective cesarean 
delivery after two previous post-traumatic fundal uterine ruptures. She had extensive myometrial damage and still remains 
fertile. The woman did not appear to have a significantly increased risk of subsequent rupture.

While hysterectomy might not always be feasible or desirable for both medical and socio-cultural reasons, repair of 
the ruptured uterus with conservation of reproductive function puts a big strain on both the obstetrician and the patient. 
There is a need for prospective studies to help formulate clearer guidelines.

Figure 2 Intraoperative photographs of fundal niche with the surgeons glove visible and anterior uterine wall fibro-fatty adhesion (released) and lower uterine segment 
transverse cesarean section hysterectomy incision.
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There are limitations to this case report. Its rarity as a clinical scenario and its single-institution experience limit its 
potential to be generalized to large populations. The lack of specific guidelines for such incredibly rare but actual clinical 
cases of such obstetrics also places a burden on the clinicians managing such cases.

Conclusion
Recurrent post-traumatic fundal uterine rupture can give live birth after meticulous repair and close ANC follow-up at 
a tertiary hospital.

The risk of subsequent rupture did not appear to increase as it tended to stabilize after 3 uterine ruptures.
There is no societal consensus regarding recurrent fundal and extensive uterine rupture and their reproductive 

performance.
While hysterectomy might not always be feasible or desirable for both medical and socio-cultural reasons, repair of 

the ruptured uterus with conservation of reproductive function puts a burden both on the obstetrician and patient. So, 
there is a need for prospective studies that to help formulate clear guidelines.

Data Sharing Statement
The data used to support the findings of this study will be made available upon reasonable request from the correspond-
ing author.
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