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Uterine Rupture in an Unscarred Uterus: A Case
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Uterine rupture in the gravid uterus is a rare, often critical complication that
occurs in a scarred and to a lesser extent in an unscarred uterus. It is associated

with catastrophic feto-maternal outcomes. The majority of cases are linked to
previous uterine defects such as previous cesarean delivery and myomectomy. Low
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suspicion in rare occurrences, early recognition and intervention form the basis
of achieving favourable outcomes. We present a case of a 37-year-old woman,

who had complete posterior wall uterine rupture with partial avulsion of the left
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ovary after induction of labour. Her total blood loss was 3.5 litres and managed by

subtotal hysterectomy with left salpingectomy. A stillborn girl was delivered.
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Introduction

Complete uterine rupture is a rare peripartum complication,
often associated with a catastrophic outcome for both mother
and child. It is a serious obstetric emergency and a potentially
life-threatening condition occurring in around 7/10000
individuals [1,2]. However, a scarred uterus, mostly because of
a previous cesarean delivery, substantially increases the risk of
uterine rupture. This rate increases to 20 to 80/10,000. The use
of caesarean section is traditionally considered the main risk
factor [3,4]. The rate of cesarean section is increasing worldwide,
and thus the rate of uterine rupture is also expected to rise.
After a previous cesarean section, the incidence varies between
0.4% and 0.9% whereas in women without prior uterine surgery
the incidence of uterine rupture is about 0.006%-0.02% [5]. In
addition to previous cesarean section postulated risk factors for
uterine rupture are induction of labour, maternal age, multiparity,
gestational age at delivery vacuum-assisted birth fetal birth
weight, short interpregnancy interval, the prolonged second
stage of labour abnormal placentation, uterine fundal pressure,
and medical termination of pregnancy [6]. The classical symptoms
of uterine rupture are fetal heart rate abnormalities, the onset
of severe abdominal pain persisting between contractions, scar
tenderness, abnormal vaginal bleeding, hematuria, cessation of
previously efficient uterine activity loss of station of the presenting
part, and maternal hypotension or shock. Once diagnosed or
suspected; it requires immediate surgical intervention for fetal
rescue and uterine repair or hysterectomy [7]. This obstetric
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event is associated with fetal loss maternal morbidities such as
bladder rupture, vesicovaginal and rectovaginal fistula, foot drop
and psychological trauma, anaemia and in the long term because
of surgical intervention the women may be sterilized which can
lead to divorce and loss of economic support showing that the
magnitude of this obstetric complication is enormous. The aim
of our report is to raise awareness among obstetric health care
workers about uterine rupture and highlight the negative impact
it can have on both the mother and the infant [8]. We also aim
to direct health care workers to have a narrower window of
suspicion to the condition of uterine rupture, as the earlier it is
diagnosed, the better is the outcome.

Case Report

We report a 37-year-old Indian female, not a known cause of any
medical illnesses who was gravida 4, (with a history of previous 2
abortions), admitted at 41+1 weeks of gestation to the obstetric
unit of Salmaniya Medical Complex, the Kingdom of Bahrain on
08/02/21 for induction of labour given post-term. The patient
was diagnosed with gestational diabetes antenatally and was
kept on metformin for sugar control. All her antenatal visits were
uneventful. She had 1 uncomplicated normal vaginal delivery in
201. Her two previous abortions were managed by dilatation and
curettage. Her surgical history was positive for an appendectomy
at the age of 10 years. She had no known drug allergies. Upon
examination, the uterus was corresponding to gestational age with
a longitudinal lie and a cephalic presentation. Fetal Ultrasound
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on admission was done to determine the estimated fetal weight
which was 3.3 KG. After the assessment, a decision to proceed
with induction of labour was made. The patient was induced with
3 mg PGE2 which was kept vaginally at 08:00 am. By 10 pm on
the same day, the patient developed uterine contractions and
severe abdominal pain. She was shifted to the labour unit in
active labour. Upon admission to the labour unit, the patient was
in severe pain and hypotension. On examination, the uterus was
tense. Vaginal examination revealed a fully dilated cervix with the
vertex at -3 station. There was no active bleeding. The fetal heart
could not be located for continuous fetal monitoring after which
ultrasound was performed. Ultrasound showed crowding of the
fetus in the lower segment (Figures 1-3). This raised suspicion of
uterine rupture and the patient was taken immediately for an
emergency laparotomy. Intraoperatively, the diagnosis of uterine
rupture was confirmed and a living female baby was delivered
weighing 2.5 kg with an AS of 1/1 and later died. On opening the
peritoneum there was a massive hemoperitoneum with clots.
The fetus was found floating in the abdomen with the placenta
extracted as a breech. The posterior wall of the uterus was torn in
aragged manner vertically from the left lateral part going down to
the cervix, the vault was open, and the left ovary was also avulsed
partially from the infundibulopelvic ligament. The patient suffered
a rupture of the uterus in the posterior wall with around 2 litres
of intraperitoneal blood loss. Hemostasis could only be achieved
with a subtotal hysterectomy with a left salpingo oophorectomy.
The patient lost a total of 3.5 L of blood. She received 6 units of
blood, 6 units of fresh frozen plasma, 6 units of platelets, and 6
units of cryotherapy. Cystoscopy and ureteral stenting were then
done bilaterally to rule out ureteral injury and both ureters and
bladder were intact; no injury or ligation.
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Figure 1 Uterus with posterior wall rupture.

2021

ISSN 2471-9803 Vol.7 No. 4: 44

Figure 2 Uterus with posterior wall rupture.

Figure 3 Uterus with posterior wall rupture.

- J

Discussion and Conclusion

Although, its prevalence varies depending on the population
studied and local health service obstetric care uterine; rupture
generally occursin a scarred uterus. In this regard, the presence of
a Cesarean Scar (CS) has traditionally been considered as the main
risk factor for uterine rupture being the underlying etiology in the
majority (50%-90%) of cases over the past decades [9]. Notably,
the risk of uterine rupture after cesarean delivery is significantly
higher (approximately 1%) in the trial of labour, 9 compared to 2.2
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cases per 10,000 elective cesarean deliveries [10,11]. However,
recent years have witnessed a significant change in the clinical
landscape of uterine rupture. Specifically, uterine ruptures at the
site of a previous CS are declining as a result of a lower parity
and fewer trials of Vaginal Birth After Cesarean delivery (VBAC).
In contrast, uterine ruptures attributable to other causes that
traumatize the myometrium are increasing and pose significant
challenges to obstetric care providers. Our patient’s possible
risk factors that kept her at increased risk were her history of
previous medical termination of pregnancies which have been
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managed by curettage and might have been complicated by a
small undiagnosed perforation. She also had induction of labour
to her current pregnancy which kept her at the risk. In conclusion,
we hope that reporting this case will raise the suspicion index for
uterine rupture even if the patient did not suffer clear cut risk
factors.
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