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Letter to Editor

Successful Delivery after Uterine Rupture with
Pervious Open Strassman Metroplasty for a
Bicornuate Uterus in a Twin Pregnancy
Dear Editor
Congenital uterine anomalies arise out of incomplete bilateral paramesonephric (i.e., Müllerian) duct
elongation, fusion, or canalization. The prevalence rate of such malformations has been reported
at 5.5% in the general population, increasing up to 24.5% in women experiencing miscarriage and
infertility.1
A bicornuate uterus describes a type of lateral fusion defect, classified as a type III uterine anomaly
according to the American Society for Reproductive Medicine. It constitutes 26% of all uterine
malformations and may similarly lead to infertility, and even adverse pregnancy outcomes such as
recurrent pregnancy loss or preterm delivery.2
Uterine rupture, defined as a complete disruption of all uterine layers including the serosa, can
thus bring about changes in maternal or fetal status. The incidence of rupture is also higher in women
with previous high vertical, especially fundal, incisions. In this respect, higher maternal age, advanced
gestational age, birth weight over 4000 g, and multiple pregnancies are associated with increased risks
of uterine rupture due to the excessive distention of the uterus.3
In this regard, Strassman metroplasty, also called “uteroplasty”, is a standard surgical procedure for
the correction of a bicornuate uterus, whose most frequent complications are intrauterine adhesions
and uterine rupture in future pregnancies.4
In this report, a 29-year-old woman with 9 years’ primary infertility and an in vitro fertilization twin
pregnancy, together with a recent onset of acute abdominal pain at 33rd week of gestational age, was
referred to Taleghani Hospital, in Tabriz, 2019. The patient was conscious and oriented, with a pulse
rate of 150 beats per minute and blood pressure of 90/50 mm Hg. Furthermore, only one fetal heart rate
(FHR) was detectable with no palpable uterine fundus. The abdomen was additionally distended, and
the hemoglobin level was 6.4 g/dL.
This case had a previous history of open Strassman metroplasty for a bicornuate uterus two years
earlier, but with no regular perinatal care. Therefore, she was immediately transferred to the operating
room to undergo emergency laparotomy after primary resuscitation. Massive hemoperitoneum was
visible, and there were approximately 2.5 liters of fresh blood inside the peritoneal cavity. The uterus
had been entirely ruptured from its anterior part to its lower posterior segment (figure 1).
Both fetuses had been left in the abdominal cavity. Accordingly, they were removed from the
abdominal cavity upon the opening of the peritoneum. Advanced cardiopulmonary support commenced
immediately after delivery. The whole blood was ultimately removed from the intraperitoneal cavity, and
the uterus was repaired in two layers using delayed absorbable interrupted sutures.
To note, hysterectomy was not encouraged because
of previous primary infertility and preterm delivery. Stable
vital signs were detected the day after the operation, and
the hemoglobin level was at 9.8 g/dL. Both newborns
had acceptable general health conditions without
any intubation. A few days later, the patient and both
infants, with normal developmental patterns at their first
birthday, were discharged.
Written informed consent was obtained from the
patient prior to the publication of this article.
It is noteworthy that excessive uterine distention in
advanced gestational age and multiple pregnancies can
increase the risk of the rupture of previous uterine scars.
With reference to available data, a full lower uterine
Figure 1: Excessive uterine distention due to advanced segment with a thickness of less than 2.0 mm can be
gestational age and twin pregnancy caused the complete predictive of an amplified risk of rupture or dehiscence.
rupture of the uterine fundus at the site of previous However, no data are defining a normal myometrial
surgical scars.
thickness at sites other than the lower uterine segment.5
2

Iran J Med Sci

Successful delivery after uterine rupture in a twin pregnancy

Reflecting on a case-by-case basis, antenatal hospitalization and careful maternal monitoring with
regular measurements of uterine myometrial thickness at the site of the previous hysterotomy may
reduce the risk of unexpected complications. Indeed, once the previous surgical scar is severely thin
and prone to rupture, particularly when fetal lung maturation is confirmed through laboratory tests or
clinical evaluations, elective delivery prior to 36 weeks of gestation should be considered. Furthermore,
the sudden onset of abdominal pain, accompanied by FHR abnormalities and maternal hemodynamic
instability, is highly suggestive of antepartum uterine rupture, requiring urgent delivery at any time of
gestational age, regardless of the underlying etiology as took place in this case.6
In conclusion, although the surgical repair of uterine anomalies can improve pregnancy outcomes,
more regular prenatal care, and early delivery are required to avoid adverse obstetric complications,
especially in the cases of previous high vertical uterine incisions.
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