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INTRODUCTION 

In spite of so much improvement in obstetric care 

management, obstructed labour is still challenging. In 

present scenario obstructed labour is one of the common 

causes of maternal and perinatal morbidity and mortality 

in less developed countries. Obstructed labour accounting 

for about 8% of all maternal deaths in developing 

countries.
1
 Various studies reported maternal mortality 

between 1% and13%, and perinatal mortality between 

74% and 92%.
2,3

 Obstructed labour responsible for about 

half of all maternal deaths, it affect mainly primigravida 

and grand multipara.
4,5 

Bladder rupture following caesarean section is well 

documented complication. The rapid increase in the 

number of caesarean sections and therefore repeated 

caesareans is expected to increase the number of 

intraoperative complications.
6,7 

Typically bladder injuries are identified intraoperatively. 

In case of suspected injuries methylene blue infusion into 

the bladder through urine catheter helps to identify the 

leak. Cystoscopy is also helpful to identify exact site of 

injury.
1
 In such type of cases surgical repair usually done 

early to avoid formation of fistulas, mainly vesicouterine 

and vesicovaginal fistula.
8
 Women who suffered from 

prolonged or obstructed labor developed anatomical or 

functional damage of the pelvic floor leading to pelvic 

organ prolapsed, vesicovaginal fistula, and urinary or 

fecal incontinence. Here I am describing a case of intact 

uterus with posterior bladder wall injury in unscarred 

uterus, is a rare complication of obstructed labour. 

CASE REPORT 

A 25 year old female presented to emergency as a case of 

G3P2+0 (2A and H), full term pregnancy with 

intrauterine foetal demise with obstructed labour with 
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ABSTRACT 

A 25 year old female presented to our emergency as a case of G3P2+0 (2A and H), full term pregnancy with 

intrauterine foetal demise with obstructed labour with severe anaemia. In view of obstructed labour with severe 

anaemia suspicion of rupture uterus was raised. Abnormal contour of abdomen also raised suspicion of bladder 

tumour. Here emergency caesarean section was done, peroperatively she was diagnosed as a case of anterior cervico-

vaginal rupture along with posterior bladder wall rupture which is a rare entity. Uterine closure was done along with 

anterior cervico-vaginal wall with posterior bladder wall repair. This repair was done through trans- bladder route. 

Unique finding of this case was tear of anterior cervico-vaginal region with associated posterior bladder wall tear 

without rupture of uterus despite of obstructed labour in multiparous women. Most probable cause behind this type of 

injury is impacted head in neglected or obstructed labour responsible for ischemia and necrosis. 
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severe anaemia. On admission patient was tachypnoeic, 

dehydrated,with PR120beats/min., BP 110/74mmHg, 

Temperature was 100.4°F and severe Pallor .   

On Abdominal examination fundal height was full term 

with cephalic presentation, bandl’s ring was present. 

Lower part of abdomen was so much distended making 

impression of a huge bladder tumour. Liquor was less in 

amount and foetal heart rate was absent .She had strong 

uterine contractions. (Figure 1) 

Per Vaginal Examination showed fully dilated and 

effaced cervix with deeply impacted foetal head in pelvis, 

with caput+3 and moulding of grade 3 , pelvis was 

adequate. On investigation - Hb - 6.9 gm%, total 

leucocyte count - 9800/mm
3
, differential leucocyte count- 

polymorph- 79%, lymphocyte- 18%, eosinophyl- 3%, 

monocyte- 1% and basophyil- 0, platelet count- 

200000/cumm, blood urea 36.4gm/dl, S. Creatinine 0.67 

mg/dl, Prothrombin time 14.1 sec, International 

normalized ratio 1.21, S. Na
+
 142.4 mmol/L, S.K

+
 4.65 

mmol/L, S.Ca
++

 5.49 mg/dl. 

After catheterization 200 cc of hematuric urine was 

drained out. Decision of emergency caesarean section 

was taken after proper counselling and written informed 

consent in view of maternal prognosis and intrauterine 

foetal demise. 

Abdomen was opened through right paramedian incision. 

A bandl’s ring was present and bladder was high up and 

oedematous (Figure 2). It was really difficult to make out 

demarcation between upper and lower uterine segment 

and uterovesical fold was identified, small nick given 

over it and bladder was pushed down. After opening the 

uterus baby was delivered by patwardhan technique. 

After removal of placenta, foley bulb was seen within 

vagina instead of bladder. 

For confirmation, second assistant was asked to do Per 

Vaginal examination, urethra was found intact and no 

urine was drained in the catheter and Foley bulb was 

present within the vagina. A rent of approximately 3 

centimeter was present in the anterior vaginal wall and 

involving posterior bladder wall up to bladder neck 

through this rent foley catheter entered into the vagina. 

Anterior wall of bladder was completely intact. Anterior 

cervico-vaginal portion was torn and difficult to find out 

tissue for repair (Figure 3). 

Opinion was taken from urosurgeon anterior vaginal wall 

was repaired by vicryl number 2-0 on round body needle 

followed by bladder repair done via 3-0 vicryl on round 

body needle. This complete repair was done via 

transvesical route. Bilateral ureteric orifices identified 

and cannulated. Supra-pubic catheter (SPC) was placed 

and omentum interposed between bladder and vagina. 

SPC and bilateral ureteric catheter exteriorised. Per 

operatively two units packed red blood cells was 

transfused. 

DISCUSSION 

During first stage of labour vaginal trauma is very rare ,it 

is mostly seen in neglected case or women receiving poor 

intrapartum care. If patient left undiagnosed or untreated 

obstetric fistulae may appear secondary to obstructed 

labour. However, this is exceedingly rare in developed 

world.
9
  

As per literature (Medline, 19/12/2011) only three cases 

of primary vaginal rupture during labour were reported. 

In first case posterior vaginal wall tear occurred during 

spontaneous labour at 28 weeks of gestation because she 

suffered with vaginal atresia.
7
  

In the other case, a patient was induced with oxytocin at 

39 weeks of gestation and had rupture of her anterior 

vaginal wall and posterior bladder wall, during prolonged 

second stage.
8 

 

Figure 1: Signs of obstructed labour, bandl’s Ring 

and distended lower uterine segment. 

 

Figure 2: Cervicovaginal portion and posterior 

bladder wall rent. 

In both cases, the rupture was only discovered during 

caesarean section, after delivery of the baby.  
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In our case also anterior vaginal wall tear along with 

posterior bladder wall rupture was diagnosed per 

operatively. 

 

Figure 3: Oedematous and high-up bladder with 

intact anterior bladder wall. 

However, in above cases a common sign is the presence 

of decelerations on the cardiotocograph. This is also one 

of the most common indicator of uterine rupture in our 

case patient came with intrauterine foetal demise.
10 

Sign and symptoms with complete uterine rupture are 

change in uterine shape, cessation of uterine contractions, 

non-reassuring foetal heart tracing, lack of the presenting 

part on pelvic examination and even maternal shock.
11

 

Gross hematuria is the most common sign of uterine 

rupture associated with bladder rupture. In present case 

uterine contour was changed with presence of bandle’s 

ring and no urine was drained out after catheterization. 

Prolonged labor with pressure of the fetal head on the 

vesico-vaginal junction may have led to ischemia, which 

coupled with disrupting forces, responsible for vaginal 

laceration and complete vesico-vaginal disruption as seen 

in our case.
12

 Pathophysiology of the bladder rupture in 

intrapartum period includes sustained pressure from the 

foetal head against the bladder during forceful uterine 

contractions which may lead to pressure necrosis of the 

bladder dome.
13

  

Typically bladder injuries are identified intraoperatively. 

In case of suspected injuries methylene blue infusion into 

the bladder through urine catheter helps to identify the 

leak. Cystoscopy is also helpful.
1
 The surgical repair 

should be done early to avoid formation of fistulas, 

mainly vesicouterine and vesicovaginal fistulas.
13 

Obstructed labour is a preventable condition and quite 

common in developing countries, so there is a need of 

improvement in antenatal care services with proper 

utilization of health services will help to overcome this 

devastating complication. 

Incidence of bladder rupture associated with uterine 

rupture was 8-15% in various studies.
9,13

 It is mostly 

found during caesarean section done for failed vaginal 

birth after caesarean (VBAC).
14

 Bladder rupture along 

with vaginal rupture in unscarred uterus has been rarely 

reported. 

Early recognition of prolonged labour before going into 

obstruction and safe abdominal or vaginal delivery can 

decrease the incidences of maternal and neonatal 

morbidity and mortality and it also reduces the 

complication like vesicovaginal fistula formation. 

CONCLUSION 

Poor referral system, low socioeconomic status, illiteracy, 

and inadequate antenatal care services responsible for 

obstructed labour. The caesarean section is preferred 

mode of delivery. Destructive operations are not 

preferred because of their immediate and remote 

complications.  
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