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Abstract: Background: Uterine rupture is a life - threatening obstetrical emergency carrying a high rate of mortality and morbidity for 

the mother and the foetus.1 Uterine rupture in the non - labouring uterus is a rare occurrence.2 Case Presentation: One such case is 

being reported here; where a 21year old second gravida visited us with complaints of pain in abdomen and excessive bleeding per 

vaginum. The patient was in hypovolemic shock. It was successfully managed by emergency laparotomy followed by repair of ruptured 

uterus. Conclusion: Early diagnosis and timely intervention could save the maternal life.  
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1. Introduction 
 

A uterine rupture is a complete division of all three layers of 

the uterus: the endometrium (inner epithelial layer), 

myometrium (smooth muscle layer), and perimetrium 

(serosal outer surface).
3
 

 

It is more common in women with prior cesarean delivery.4
 

The rate of uterine rupture is approximately 1% for women 

with one previous cesarean delivery versus 3.9% for those 

with greater than one previous cesarean delivery.
5 

 

Uterine rupture leads to maternal hemorrhage, placental 

abruption and extrusion of the amniotic sac and fetal parts 

through the uterine defect into the peritoneal cavity.
2
 

 

This can result in significant consequences for both the 

mother and foetus, including hysterectomy, urologic injury, 

neonatal respiratory distress, perinatal asphyxia and 

maternal or foetal death.
6 

 

The inconsistent signs and the short time in prompting 

definitive treatment of uterine rupture makes it a challenging 

event. Here, we describe one such case where prompt 

diagnosis and timely intervention saved a life.  

 

2. Case Presentation 
 

A 29yr old female G2P1L1 at 17.4 weeks of gestational age 

with previous 1 LSCS done 2.5 years back came to OBGY 

casualty with 4 months of amenorrhea and bleeding per 

vaginum since 6 hours associated with passage of clots and 

pain in abdomen. No history of any trauma to abdomen or 

physical assault or fall over abdomen was noted. She denied 

history of intake of any pills.  

 

The pulse rate was 120/min and blood pressure 80/64 mmhg. 

On per abdomen examination, uterine contour was not well 

appreciated. On per speculum examination, active bleeding 

was noted from uterine cavity.  

 

Patient was in hypovolemic shock. Fluid resuscitation was 

given. Probable diagnosis of uterine rupture was made. 

Patient was shifted to operation theatre for Emergency 

Laprotomy.  

 

Under general anaesthesia abdomen opened in layers with 

midline vertical incision. Intra op there was evidence of 

800ml hemoperitoneum with 50 gms of clot. Rupture of 

uterus was noted at the site of previous caesarean scar. En 

sac abortus was found extrauterine in the abdominal cavity. 

Abortus of 300gms was delivered. Placenta and membranes 

weighing 50gm were expelled completely and 

spontaneously. The uterine rupture was only along the 

incision line. Edges of the rupture were regular and healthy 

hence, uterus was repaired and sutured by intermittent 

locking suturing technique with vicryl 1 - 0. Intraperitoneal 

drain was kept and abdomen closed in layers. Intraop 2pint 

PCV were transfused. ICU care was given. The post op 

period was uneventful and patient was discharged on post op 

day 7.  
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Image 1: Showing full length scar site rupture of uterus with ensac abortus in peritoneal cavity. 

 

 
Image 2: Showing regular margins at the site of rupture of uterus. 

 

3. Discussion 
 

The incidence of uterine rupture in both scarred and 

unscarred uteri is increasing worldwide.
8 

 

The causes include external injuries, induction of labour, 

multiparity, cephalo - pelvic disproportion, adherent 

placenta, abruption of placenta, history of intrauterine 

intervention causing perforation. Other risk factors include, 

uterine anomalies, malpresentations, curettage, injudicious 

use of oxytocin, uterine diverticula, chronic corticosteroid 

use.
9
 

 

Misoprostol administration is also associated with an 

increased rate of uterine rupture.
10

 

 

Uterine rupture has been shown to occur in labour (whether 

preterm, term or spontaneous).
11

 

 

It is extremely rare in first and second trimester of 

pregnancy and is usually diagnosed intra - operatively.
12

 

 

Ruptures occurring during labour generally involve the 

lower segment whereas those prior to labour are usually 

corporal. The classical clinical picture includes abdominal 

pain and tenderness, cessation of labour, shock, and vaginal 

bleeding.
13

 

 

The rupture in our case was at 17 weeks of gestational ageat 

scar site which is unusual. Thus, there is possibility that this 

patient has consumed some abortifacient as there is no other 

obvious reason for rupture. Hence, the case was 

medicolegally registered.  

 

4. Conclusion 
 

Early detection, diagnosis, and proper management are 

critical in the setting of uterine rupture to decreasematernal 

morbidity and mortality.  

 

Measures aimed at reducing the high maternal and perinatal 

mortality associated with uterine rupture include health 
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education of the masses, proper antenatal care, early referral 

of at - risk patients.  

 

We need to create awareness among the masses regarding 

available, accessible and approachable comprehensive 

abortion care services and family planning services in our 

country.  

 

References 
 

[1] Sunanda N, Sudha R, Vineetha R. Second Trimester 

Spontaneous Uterine Rupture in a Woman with Uterine 

Anomaly: A Case Report. Int J Sci Stud 2014; 2 (8): 

229 - 231.  

[2] Spontaneous uterine rupture and surgical repair at 21 

weeks gestation with progression to live birth: a case 

report Lesley Hawkins1, Deborah Robertson1, 2, 

Helena Frecker1, 3, Howard Berger1, 2 and Abheha 

Satkunaratnam1, 2* Hawkins et al. BMC Pregnancy 

and Childbirth (2018)  

[3] Uterine Rupture; Authors: Brandon M. Togioka1; 

Tiffany Tonismae2.2023 

[4] Guiliano M, Closset E, Therby D, LeGoueff F, 

Deruelle P, Subtil D. Signs, symptoms and 

complications of complete and partial uterine ruptures 

during pregnancy and delivery. Eur J Obstet Gynecol 

Reprod Biol.2014 Aug 

[5] Tahseen S, Griffiths M. Vaginal birth after two 

caesarean sections (VBAC - 2) - a systematic review 

with meta - analysis of success rate and adverse 

outcomes of VBAC - 2 versus VBAC - 1 and repeat 

(third) caesarean sections. BJOG.2010  

[6] Chauhan SP, Martin JN, Jr., Henrichs CE, Morrison 

JC, Magann EF. Maternal and perinatal complications 

with uterine rupture in 142, 075 patients who 

attempted vaginal birth after cesarean delivery: a 

review of the literature. Am J Obstet Gynecol 2003; 

189: 408–417.  

[7] Park YJ, Ryu KY, Lee JI, Park M. Spontaneous Uterine 

Rupture in the First Trimester: A case Report. J Korean 

Med Sci.2005; 20 (6): 1079–1081.  

[8] Al - Zirqi I, Stray - Pedersen B, Forsén L, Daltveit AK, 

Vangen S. Uterine rupture: trends over 40 years. 

BJOG.2016 Apr; 123 (5): 780 - 7.  

[9] Tola EN. First trimester spontaneous uterine rupture in 

a young woman with uterine anomaly. Hindawi 

Publishing Corporation. Case Rep Obstet Gynecol 

2014; 2014: 122 - 23.  

[10] ACOG Practice Bulletin No.205: Vaginal Birth After 

Cesarean Delivery. Obstet Gynecol.2019 Feb; 133 (2): 

e110 - e127 

[11] Badial G, Fagan PJ, Masood M, Chakravarti S. 

Spontaneous uterine rupture at 22 weeks’ gestation in a 

multipara with previous hysteroscopic resection of fi 

broid. BMJ Case Rep 2012; 2012.  

[12] Schrinsky DC, Benson RC. Rupture of the pregnant 

uterus: a review. Obstet Gynecol Surv.1978 Apr; 33 

(4): 217 - 32. doi: 10.1097/00006254 - 197804000 - 

00001. PMID: 347349.  

[13] Arbab F, Boulieu D, Bied V, Payan F, Lornage J, 

Guerin JF. Uterine rupture in first or second trimester 

of pregnancy after in - vitro fertilization and embryo 

transfer. Hum Reprod.1996; 11: 1120–2.  

Paper ID: SR23717225018 DOI: 10.21275/SR23717225018 1654 




