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Case Report

Rupture uterus following blunt trauma at 16 weeks gestation
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ABSTRACT
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Uterine rupture in pregnancy is a rare and often catastrophic complication with a high incidence of fetal and maternal
morbidity. Uterine dehiscence and rupture uterus are more commonly seen in patients with scarred uterus but it is of a
rare occurrence in patients with unscarred uterus. We are presenting mid trimester rupture of an unscarred uterus.

INTRODUCTION

Uterine rupture in pregnancy is a rare and often
catastrophic complication with a high incidence of fetal
and maternal morbidity. Uterine dehiscence and rupture
uterus are more commonly seen in patients with scarred
uterus but it is of a rare occurrence in patients with
unscarred uterus. We are presenting mid trimester rupture
of an unscarred uterus.

CASE REPORT

A 24 year old unbooked unsupervised GoP1L1 presented

at 16+6 weeks pregnancy with history of fall 3 days back
and c/o pain lower abdomen and moderate amount of
bleeding p/v for 2 days, along with history of fainting
attacks, no history of any other injury or urinary
complaints. She had previous one normal vaginal
delivery one and half years back, no history of abortions/
instrumentation or any surgery.

On admission her general condition was poor; she was
pale with PR 120/min, BP 80/40 mmHg, RR 26/min and
afebrile. Abdomen was slightly distended; tenderness +,
14-16 weeks gravid uterus was palpable. Bleeding P/V
was present. On vaginal examination os was closed.
Routine investigations, x ray and ultrasound abdomen
was done. Hemoglobin was 7.5 gm%, coagulogram was
within normal range. On transabdominal ultrasound
minimal free fluid was seen in the peritoneal cavity.
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Uterine cavity appeared to be empty and deviated to the
right side. Fetus with absent cardiac activity was seen
lying outside the uterus on the left side surrounded with
blood clots.

On  emergency  laparotomy  there was no
haemoperitoneum. Left broad ligament was distended
with blood clots and fetus. On opening the broad
ligament, fetus and foul smelling blood clots
approximately 200 gms were removed. A long lateral
wall tears extending from fundus up to internal os with
partial avulsion of cervix from uterus was seen. It was
repaired and patency of cervical canal and cavity was
checked. Bilateral tubal ligation was done, post
operatively patient developed wound infection in spite of
broad spectrum antibiotic cover.

DISCUSSION

Rupture uterus is defined as a full-thickness separation of
the myometrium and the overlying serosa. Uterine
rupture during pregnancy is a rare occurrence that
frequently results in life-threatening maternal and fetal
compromise. Meta-analysis of pooled data from 20
studies from 1976-2009 indicated an overall incidence of
pregnancy-related uterine rupture of 1 per 1,536
pregnancies (0.07%). When the studies were limited to a
subset of 8 that provided data about the spontaneous
rupture of unscarred uteri in developed countries, the rate
was 1 per 8,434 pregnancies (0.012%)."® No cases of
uterine rupture occurred among 21,998 primigravidas,
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and only 2 (0.0051%) occurred among 39,529
multigravidas with no uterine scar. This rate of
spontaneous uterine rupture has not changed appreciably
over last 40 years, and most of these events occur at term
and during labor. Mid trimester uterine rupture is rare.’

An 8-fold increased incidence of uterine rupture of 1 in
920 (0.11%) has been noted in developing countries
which has been attributed to a higher incidence of
neglected and obstructed labor due to inadequate access
to medical care.

Rupture uterus in unscarred uterus is usually found in
multiparity, misuse of uterotonic drugs, congenital
malformations of uterus, obstructed labor,
malpresentation, breech extraction, instrumentation and
blunt trauma abdomen. Blunt trauma results in uterine
rupture in less than one per cent of severe cases. Rupture
is more common in a scarred uterus and that too on a
direct impact of substantive force.® Approximately 75%
of cases of traumatic uterine rupture involve the uterine
fundus.

The signs and symptoms of uterine rupture largely
depend on the timing, site, and extent of the uterine
defect. Uterine rupture at the site of a previous uterine
scar is typically less violent and less dramatic than a
spontaneous or traumatic rupture because of their
relatively reduced vascularity.

Maternal effects range from severe blood loss,
hypovolemic  shock, bladder injury, need for
hysterectomy and ultimately maternal death and if proper
supportive measures are available to treat the mother, the
time for definitive surgical intervention before the onset
of major maternal morbidity and mortality may often be
substantially longer than that for the fetus. Several studies
have shown that delivery of the fetus within 10-37
minutes of uterine rupture is necessary to prevent serious
fetal morbidity and mortality,”* which range from fetal
hypoxia, fetal acidosis, requirement of admission to a
neonatal intensive care unit and neonatal death.

The consequences of uterine rupture during pregnancy
depend on the time that elapses from the rupture until
institution of definitive therapy. Definitive therapy for the
fetus is delivery and for mother they are supportive and
resuscitative until surgical intervention can be undertaken
to arrest the often life-threatening uterine hemorrhage.
Uterine bleeding is typically most profuse when the
uterine tear is longitudinal rather than transverse.
Conservative surgical management involving uterine
repair with or without tubal ligation followed by repeat
caesarean in next pregnancy at 36 weeks of gestation**3
should be reserved for women who have the following
findings:

a. Good general condition
b. Desire for future childbearing
c. Easily controllable uterine hemorrhage
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. Low transverse uterine rupture
e. No extension of the tear to the broad ligament,
cervix, or paracolpos
f. No clinical or laboratory evidence of an
evolving coagulopathy

Hysterectomy should be considered the treatment of
choice when intractable uterine bleeding occurs or when
the uterine rupture sites are multiple, longitudinal, or low

lying.
CONCLUSION

Prompt diagnosis and treatment which includes fluid
resuscitation and blood transfusion, definitive surgical
intervention and adequate antimicrobial therapy is the
key in management of rupture uterus.
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