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Abstract

Objectives: Uterine rupture is an infrequent but serious event in pregnancy, which happens commonly in the second and third
trimesters in scarred uteruses and labor phases. Uterine rupture during labor is very rare in the absence of scar and occurs mainly
in multiparous women. This article introduces a very unusual case of unexpected rupture of an unscarred uterus in the 12th week
of gestation.

Case Presentation: A 34 year old woman with a history of vaginal delivery, gravida 2, para 1, and gestational age of 12 weeks were
admitted to Tabriz Taleghani hospital with abdominal pain. With increasing abdominal pain, the patient underwent ultrasound,
which showed a lot of abdominal and pelvic free fluid, indicating urgent laparotomy, in which a bleeding rupture of about 5 cm was
found on the posterior wall of the uterus. Placenta and fetus with an intact sac were bulging into the abdomen from the rupture site
and hence were excised. The rupture was repaired and the patient was discharged on the third day in good conditions. The patient
did not have any risk factors except multiparity.

Conclusion: Regardless of gestational age and history, uterine rupture should be kept in mind for all pregnant women with abdominal

pain and signs of peritoneal irritation to timely and quickly detect and manage as a rare but life-threatening condition.
Keywords: Unexpected rupture, Unscarred uterine, Early pregnancy, Case report

Introduction
Uterine rupture is an unusual but serious event in
pregnancy. Most cases of uterine rupture occur in the
second and third trimesters in the scarred uterus (such as
previous caesarean section, hysterotomy or myomectomy)
(1). The unscarred uterine rupture is an infrequent
condition predisposed by multiparity, malpresentation, use
of uterotonic drugs (such as oxytocin or prostaglandins),
and connective tissue diseases (2). There are some reports
regarding uterine rupture in the absence of labor, without
any risk factors (3-9). The chief predisposing factor for
unscarred uterine rupture is multiparity (3). On the other
hand, unscarred uterine rupture in the absence of labor in
the first trimester of pregnancy is a very rare phenomenon
on which 3 cases were reported (10-12).

In this paper, a very rare case of unscarred uterine
rupture in the first trimester in the absence of labor is
presented where multiparity was the only risk factor.

Case Presentation

A 34 years old female with a history of vaginal delivery,
gravida 2, para 1, and gestational age of 12-13 weeks
referred to the emergency room of Tabriz Taleghani
hospital. Her chief complain was abdominal pain. She
was alert and oriented. She had no fever, chills, nausea,

vomiting, vaginal bleeding or signs of delivery. She had
no history of surgery, curettage, and abortion. Past
medical history was negative. On physical examination,
vital signs were stable. Abdominal examination revealed
mild tenderness in the right lower quadrant, and cervix
was normal and closed in gynecological examination.
In laboratory tests, Hb was 10.6 mg/dL The patient was
hospitalized and observed. Ultrasound was performed
due to persistence and exacerbation of abdominal pain,
and showed the intrauterine gestational sac with a live
fetus of 12 weeks and 3 days. The amniotic fluid and
adnexa were normal, and a lot of free liquid was seen
in abdomen and pelvis which was infiltrated into the
splenorenal and Morrison’s space. Given the possibility
of hemoperitoneum, she underwent urgent laparotomy
through a midline incision, and there was about 2 L of
blood in the abdomen and pelvis. A rupture of about 5 cm
was found on the posterior wall of the uterus. Placenta and
fetus with intact sac were bulging into the abdomen from
the rupture site. There was an active bleeding from uterine
rupture. Fetus and placenta were removed completely and
the rupture was repaired in three layers of endometrium,
myometrium, and perimetrium. The patient received
two units of isogroup packed red blood cells and she was
discharged on the third day (Figures 1 and 2).
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Figure 1. Placenta and fetus with an intact sac were bulging into
the abdomen from the rupture site.
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Figure 2. Rupture on the Posterior Wall of the Uterus.

Discussion

Uterine rupture during pregnancy is an uncommon and
unpleasant event. In most cases, it happens in patients with
a history of cesarean section, hysterotomy, myomectomy
or previous injuries of the uterus (caused by hysteroscopy
or curettage). The event happens in the active phase of
labor concurrent with labor active contractions, and
stimulation of uterine contractions with uterotonic agents
(syntocinon or prostaglandins) is the main risk factor.
Pregnant uterine rupture is more common during the
third trimester when the uterus is further distorted and its
wall becomes thinner. The risk of uterine rupture is much
lower in unscarred uterus than scarred one. Regarding
its incidence, different rates were mentioned in various
articles (13). The mean rate is 0.009% in a period of 20

years (14).

Information in this regard is limited to case reports and
few case series. Risk factors include malpresentation, use
of oxytocin and prostaglandins, abnormal placenta (previa
and accreta), previous invasive mole, multiparity, uterine
anomalies, macrosomia, multiple pregnancy, fetopelvic
disproportion, and trauma (1,5).

Maternal and fetal morbidity and mortality are
significant consequences of uterine rupture. Hysterectomy
occurs in 20 to 30 % of the cases of unscarred uterine
rupture and perinatal mortality occurs in 12% to 35%
of the cases (1,2). The severity of the morbidity and the
mortality event depends on the timely and quick diagnosis
and treatment of this emergency condition. This gains
more importance, especially in unscarred uterus and in
the absence of labor, particularly in the first and second
trimesters, since it is less likely to be diagnosed, leading to
later detection and treatment (5).

In this study, we found 8 cases that uterine rupture
was occurred in an unscarred uterus at gestational
age of below 20 weeks. Patients age range was 28 to 40
years with a mean gestational age of 7 to 17 weeks. In all
cases, uterine rupture was occurred spontaneously in the
fundus and the patients underwent blood transfusion due
to massive hemoperitoneum. Abdominal pain was the
chief complaint in all patients, followed by nausea and
vomiting due to peritoneal irritation, and dizziness and
lethargy. Multiparity was the predisposing factor in 7 out
of 8 patients (88%). There was a nulliparous case whose
risk factor was having been exposed to diethylstilbestrol
(DES). Percreta placenta was a risk factor in two cases
and uterine anomaly in one case. In terms of treatment,
uterine defect was repaired in 50% of the cases (4 cases)
and hysterectomy was performed in 3 cases. Maternal
outcome was fortunately good in all cases (5,10-12,15-
17) (Table 1). Our patient was the fourth case affected at
gestational age of 12 weeks or less.

In one case in our study, uterine anomaly risk factor was

Table 1. Uterine Rupture in the Unscarred Uterus at <20 Weeks Gestation

Gestati | Gravid Initial Rupt
Author Year  Age estational _ Gravid/ nra . Risk Factor .up ure Management Transfusion
Age (wk) Para Presentation Site
SAELERE 2000 30 8 G5P3 Abdominal pain Multjlparlty/ Fundus  TAH Yes
(15) uterine anomaly
Park et al (12) 2005 36 10 G2P2 Abdominal pain  Multiparity Fundus  Repare Yes
Porcu et al (10) 2003 28 12 G1PO Abdominal pain  Exposed DES Fundus  Unknown Yes
Our case 2017 34 12 G2P1 Abdominal pain  Multiparity Fundus  Repare Yes
Multipari
Esmans etal (11) 2004 40 14 G2P1 sl R Fundus  TAH Yes
placenta percreta
Mannini et al
(1;)nn|n| eta 2016 34 15 G3P1Abl  Abdominal pain  Multiparity Fundus  Repare Yes
LeMaire et al Multiparit
cViare eta 2001 Unknown 16 G3P2 Nausea/vomiting dlizipadisg/ Fundus  TAH Yes
(16) placenta percreta
Abdominal pai
Sun et al (5) 2012 31 17 G3P2 ominal pain/ Multiparity Fundus  Repare Yes

nausea
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caused uterine rupture at a lower gestational age (8 weeks).
In addition, exposure to DES had caused uterine rupture
in a nulliparous patient, and in 6 other cases including our
patient, multiparity was the risk factor.

According to this case report, it can be concluded
that regardless of gestational age, history and being a
life-threatening complication in all pregnant, uterine
rupture should be considered as a differential diagnosis in
women who referred due to abdominal pain and signs of
peritoneal irritation in order to save the life of mother and
fetus as an important indicator of the health in any society.
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