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Case Report

Spontaneous Second Trimester Uterine Rupture 
Confused with Appendicitis

Abstract
Rupture of the uterus is referred to the loss of integrity of the uterus, due to 
separation of the myometrium. It is a the rare peripartum complications often 
leading to disastrous outcomes. The the condition mainly occurs in the third 
trimester and is rarely ever seen in the first or second trimester. We report a case 
of second-trimester uterine rupture confused with complicated appendicitis.
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Introduction
Uterine rupture refers to the peripartum separation of the uterine 
myometrium and the loss of its integrity [1]. It is extremely rare 
with a median incidence of 0.09% in high income countries 
[2]. The main contributing risk factor is a previous uterine scar, 
most commonly a previous cesarean section [3]. After previous 
cesarean section, the incidence rises between 0.4% and 0.9% 
whereas in women with an unscarred uterus the incidence is 
about 0.006%-0.02%  [3,5]. Previous cesarean section is the main 
etiology in the majority (50%-90%) of cases over the past decades. 
Other postulated risk factors include: induction of labour, 
advanced maternal age, multiparity, gestational age at delivery, 
vacuum assisted birth, fetal macrosomia, short interpregnancy 
interval, prolonged second stage of labour, abnormal placental 
and uterine fundal pressure [6-14]. Moreover, recent studies 
have witnessed a significant decline in uterine rupture caused by 
previous cesarean  delivery,  mainly  because of lower parity and 
hence fewer trials of VBAC, vaginal birth after cesarean (Figure 1). 

Uterine rupture is a life threatening condition, causing dire 
complications for both mother and child [1,2]. It classically 
presents as acute onset of severe abdominal pain persisting 
between contractions, fetal heart decelerations, scar tenderness, 
abnormal vaginal bleeding, hematuria, cessation of previously 
adequate uterine contractions, loss of station of the fetal 
presenting part, associated with maternal hypotension and shock 
[7]. The condition necessitates urgent intervention either with 
uterine  repair or hysterectomy [9]. Uterine  rupture  mainly  
occurs  in  the  third trimester and is rarely seen in the  first 
or second trimester. If seen in the first or second trimester of 
pregnancy, it is extremely rare, and may vary in presentation and 
course of events, which makes the clinical diagnosis challenging. 
The lack of high index of suspicion diverts attention to search for 
other non-gynaecological problems.

Case Report
A 30-year-old Bahraini female, not a known case of any medical 
problems Gravida, Para 3 (G4P3) Pregnancy at 18 weeks of 
gestation presented with a sudden onset right lower quadrant 
abdominal pain, severe and constant associated with anorexia and 
vomiting. She had previous 3 lower segment cesarean deliveries. 
On examination, the patient was tachycardic and hypotensive. 
Per abdomen, the patient had generalized tenderness with Intrauterine fetus.Figure 1



2021
Vol. 7 No. 6: 47

2 This article is available in: : https://obstetrics.imedpub.com/

Critical Care Obstetrics & Gynecology 
ISSN 2471-9803

guarding. A quick abdominal ultrasound was done which revealed 
Significant free fluid within the abdomen and pelvis, more in the 
right side mainly in the right iliac fossa, with suspicious mass like 
lesion in the right iliac fossa (Figure 2).

Findings were suggestive of either a complicated infected 
mass, appendicular mass or a complicated adnexal lesion. Mild 
hepatomegaly with fatty infiltration was noted. An intrauterine 
viable pregnancy was also noted The patient was evaluated by 
the surgical team and an impression of a ruptured appendix was 
made. She was taken for a diagnostic laparoscopy by the surgical 
team with the presence of the gynecology team. Laparoscopy 
was converted to laparotomy and a uterine rupture was noticed 
in the left uterine angle measuring around 3 cm-4 cm with the 
placenta protruding out from it. Hysterotomy was done-the fetus 
and the placenta were removed completely and the rupture was 
repaired. The patient lost 3.2 L of blood and was resuscitated 

with 5 units of PRBCs and 4 Units of FFP (Figure 3). 

Discussion and Conclusion
Spontaneous uterine rupture after cesarean can occur as early 
as 18 weeks’ gestation. Uterine rupture must be considered in 
differential diagnoses of severe abdominal pain even in the 
early second trimester. We have emphasised on the importance 
of keeping medical history, clinical examination and record 
keeping. Ultrasound findings of intraperitoneal fluid collection 
with an intrauterine pregnancy do not exclude uterine rupture 
or ectopic pregnancy. Uterine rupture should be first ruled out 
in all pregnant women presented with acute abdominal pain 
regardless of their gestational age. Search for non-gynaecological 
causes in such clinical presentations can delay crucial obstetric 
surgical intervention that can lead to loss of obstetrics function, 
morbidity and mortality.

Free fluid in right iliac fossa.Figure 2

Anterior wall uterine rupture on the left.Figure 3



2021
Vol. 7 No. 6: 47

3

Critical Care Obstetrics & Gynecology 
ISSN 2471-9803

© Under License of Creative Commons Attribution 3.0 License

References
1	 Ofir K, Sheiner E, Levy A, Katz M, Mazor M (2003) Uterine rupture: 

risk factors and pregnancy outcome. Am J Obstet Gynecol 189: 1042-
1046.

2	 Smith J G, Mertz H L, Merrill DC (2008) Identifying risk factors for 
uterine rupture. Clin Perinatol 35: 85-99.

3	 Al‐Zirqi I, Stray‐Pedersen B, Forsén L, Vangen S (2010) Uterine 
rupture after previous caesarean section. BJOG: Obstet Gynecol Int 
J 117: 809-820.

4	 Guise J M, McDonagh M S, Osterweil P, Nygren P, Chan BK (2004) 
Systematic review of the incidence and consequences of uterine 
rupture in women with previous caesarean section. Bmj 329: 19.

5	 Parker WH, Einarsson J, Istre O, Dubuisson JB (2010) Risk factors for 
uterine rupture after laparoscopic myomectomy. J Minim Invasive 
Gynecol  17: 551-554. 

6	 Dubuisson JB, Fauconnier A, Deffarges JV, Norgaard C, Kreiker G, et 
al. (2000) Pregnancy outcome and deliveries following laparoscopic 
myomectomy. Hum Reprod 15: 869-873.

7	 Malzoni M, Sizzi O, Rossetti A, Imperato F (2006) Laparoscopic 
myomectomy: a report of 982 procedures. Surg Technol Int 15: 123-129.

8	 Tinelli A, Hurst BS, Hudelist G, Tsin DA, Stark M, et al. (2012) 

Laparoscopic myomectomy focusing on the myoma pseudocapsule: 
technical and outcome reports. Hum Reprod 27: 427-435.

9	 Kaczmarczyk M, Sparen P, Terry P, Cnattingius S (2007) Risk factors 
for uterine rupture and neonatal consequences of uterine rupture: a 
population-based study of successive pregnancies in Sweden. An Int 
Jour Obst Gynae 114: 1208-1214.

10	 D'Arpe S, Franceschetti S, Corosu R, Palaia I, Di Donato V, et al. (2015) 
Emergency peripartum hysterectomy in a tertiary teaching hospital: 
a 14-year review. Arch Gynecol Obstet  291: 841-847. 

11	 Fitzpatrick KE, Kurinczuk JJ, Alfirevic Z, Spark P, Brocklehurst P (2012) 
Uterine rupture by intended mode of delivery in the UK: a national 
case-control study. PLoS Med  9: e1001184.

12	 Landon M B, Lynch CD (2011) Optimal timing and mode of delivery 
after cesarean with previous classical incision or myomectomy: a 
review of the data. Semin Perinatol 35: 257-261.

13	 Colmorn L B, Petersen K B, Jakobsson M, Lindqvist PG, Klungsoyr 
K (2015) The Nordic Obstetric Surveillance Study: a study of 
complete uterine rupture, abnormally invasive placenta, peripartum 
hysterectomy, and severe blood loss at delivery. Acta Obstet Gynecol 
Scand 94: 734-744.

14	 Zwart J J, Richters J M, Öry F, De Vries J I P, Bloemenkamp KWM, et al. 
(2009) Uterine rupture in the Netherlands: a nationwide population‐
based cohort study. BJOG: Int J Gynaecol Obstet 116: 1069-1080.

https://doi.org/10.1093/humrep/der369
https://doi.org/10.1093/humrep/der369
https://doi.org/10.1093/humrep/der369
https://doi.org/10.1111/j.1471-0528.2007.01484.x
https://doi.org/10.1111/j.1471-0528.2007.01484.x
https://doi.org/10.1111/j.1471-0528.2007.01484.x
https://doi.org/10.1111/j.1471-0528.2007.01484.x
https://link.springer.com/article/10.1007/s00404-014-3487-y
https://link.springer.com/article/10.1007/s00404-014-3487-y
https://link.springer.com/article/10.1007/s00404-014-3487-y
https://doi.org/10.1371/journal.pmed.1001184
https://doi.org/10.1371/journal.pmed.1001184
https://doi.org/10.1371/journal.pmed.1001184
https://doi.org/10.1053/j.semperi.2011.05.008
https://doi.org/10.1053/j.semperi.2011.05.008
https://doi.org/10.1053/j.semperi.2011.05.008
https://doi.org/10.1111/aogs.12639
https://doi.org/10.1111/aogs.12639
https://doi.org/10.1111/aogs.12639
https://doi.org/10.1111/aogs.12639
https://doi.org/10.1111/aogs.12639
https://doi.org/10.1111/j.1471-0528.2009.02136.x
https://doi.org/10.1111/j.1471-0528.2009.02136.x
https://doi.org/10.1111/j.1471-0528.2009.02136.x

