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Introduction

Uterine rupture during pregnancy is a serious condition as-
sociated with high maternal-fetal morbidity and mortality [1]. 
Few researchers have reported spontaneous uterine rupture 
without underlying causes, regardless of the gestational age 
or multiparous status. The rupture of an unscarred uterus has 
been reported to occur in 1 out of 15,000 cases [2].

Here we report the case of a 30-year-old parturient who pre-
sented with spontaneous uterine rupture in a non-scarred uter-
us at 32 weeks of amenorrhea, which was revealed by a typical 
misleading digestive symptoms. In the following, we discuss the 
diagnosis and treatment. Further more, we compare the pre-
sentation of our patient to the findings of previous studies.

Case presentation 

We report the case of a 30-year-old parturient, gestation 4, 
para 3, all delivered vaginally, and without instrumental ma-
neuvers. The gestational age of the current pregnancy was es-
timated at 31 weeks of amenorrhea. This pregnancy was well 
monitored, with two ultrasounds performed at 12 weeks, and 
22 weeks of amenorrhea. At 31 weeks of amenorrhea, the par-
turient was admitted to the emergency room for diffuse and 
intense abdominal pain with vomiting and diarrhea.

On admission, physical examination revealed a conscious pa-
tient who was stable hemodynamically and respiratory, with a 
blood pressure of 110 mmhg/60 mmhg and a heart rate of 90 
bpm with no fiver.
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Gyneco-obstetrical examination revealed diffuse abdominal 
tenderness with abdominal distention. Fetal heart sounds were 
perceived, and no uterine contracture was found. Vaginal ex-
amination revealed a posterior cervix with no dilatation or ef-
facement. The fetal presentation was mobile cephalic, and the 
amniotic sac was intact, with no per vaginal bleeding.

Obstetric ultrasound revealed a progressive monofetal preg-
nancy with an estimated fetal weight of 1600 g, corresponding 
to the 50th percentile. The quantity of amniotic fluid was ad-
equate, with the placenta posterior, fundal, and lateralized to 
the left. There was peritoneal effusion of average abundance.

The fetal heart rate registration was normal. Laboratory in-
vestigations revealed microcytic hypochromic anemia with he-
moglobin of 8.1 g/dl, no thrombocytopenia, a platelet count of 
225000 Lmm3, a correct prothrombin ratio of 97%, fibrinogen 
2.5, and blood type ARH+.

Because of the presence of a peritoneal effusion on ultra-
sound examination and the vomiting, an abdomino pelvic scan 
was performed, revealing a large uterine rupture with extrava-
sation of the contrast medium from the uterine fund us and a 
hemoperitoneum of great abundance (Figure 1).

Figure 1: Pelvic CT image showing an axial section objectifying a 
latero-anterior fundal uterine rupture with protrusion of the amni-
otic sac and lowerlimbs.

The patient was rushed to the operating room and put un-
der general anesthesia. A Pfannenstiel-type incision was made. 
Intraoperatively, there was a large hemoperitoneum made of 
darkred coagulated blood, and it was aspirated. There were a 
rupture at the level of the uterine fund us Measured 5 cm long, 
was lateralized to the right, with the protruding amniotic sac 
blocking the rupture (Figure 2).

Figure 2: Two ruptures at the level of the uterine fund us with pro-
trusion of the amniotic sac and lowerlimbs from the larger one.
A Lower limbs protruding from the rupture. B Enlargement of the 
rupture by a scalpel. C Paudalic extraction from the enlarged rup-
ture.

An amniotomy of the protruding amniotic sac was made fol-
lowed by a podalic extraction after enlarging the rupture us-
ing a scalpel. A female infant with an APGAR score of 7/10 at 
the first minute, then 9/10 at the fifth minute, was born, with a 
birth weight of 1700 g, and was hospitalized in neonatology unit 
for respiratory distress, benefiting from a surfactant cure with a 
good development there after.

The fundal rupture was sutured in two layers with a number 
2 vicryl (Figure 3).

Figure 3: Uterus repaired in two layers using vicryl.

We had a good safety globe with good hemostasis control. A 
bilateral tub alligation was performed.

The patient was hospitalized in the mother-child intensive 
care unit, where she was transfused by one unit of red blood 
cells with a good postoperative outcome.

The patient was transferred to the obstetrics and gynecology 
department after a 48-hour stay in intensive care.

Discussion

Uterine rupture is a solution of complete continuity of the 
uterine wall, as well as the adjacent peritoneal layer, which can 
occur spontaneously in 25% of cases or could be traumatic, fol-
lowing a shock, an obstetric, or an instrumental maneuver [3,4]. 
It is rare in developed countries, occurring in 1/2000 births, 
while its incidence is much higher in developing countries, oc-
curring in approximately 1/100 births [4].

The majority of published rupture cases occurred at the end 
of pregnancy or during labor, and 17% appeared before the on 
set of labor [5,3]. The location of the rupture can be lower seg-
mental (during labor), or bodily (for ruptures occurring outside 
of labor) [1]. There are many predictors of uterine rupture, the 
most important of which are scarred uterus, malformed uterus, 
multiparity, obstetric maneuvers, instrumental extractions, me-
chanical obstructions, history of uterine curettage, and the use 
of oxytocinanalogs [5]. The typical signs of uterine rupture are 
severepelvic pain, a tearing sensation, bleeding, and unstable 
hemodynamics progressing to shock [6,3].

The peculiarity of ourclinical case is in the absence of predis-
posing or predictive factors in the associated digestive picture 
and the absence of metrorrhagia with a stable hemodynamic 
state.

A study carried out in 2004 reported aperinatal mortality 
rate ranging from 18.5% to 26.9% in patients with healthy and 
scarred uterus, concluding that there was no statistically signifi-
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cant difference between the two groups. The same conclusion 
was reached regarding maternal mortality [5].

In our patient, the paucity of clinical signs that led to this un-
recognized rupture can be explained by the fact that the broad 
ligament remained intact, playing a compressive role, and the 
protruding amniotic pouch blocked the rupture. Since the clini-
cal picture is misleading, CT scanning played an important role 
in the diagnostic process. 

The recommended management requires a first intensive 
resuscitation followed by surgical treatment, ideally consisting 
of a conservative approach in young women wishing to become 
pregnant, and it involves simple suturing of the rupture. When 
conservative treatment seems impossible due to the extent of 
lesions, a hysterectomy is required [7,8]. In our case, the patient 
consented to tuballigation.

The main obstetric differential diagnoses to be considered 
urgently are retro placental hematoma with or without associ-
ated HELLP syndrome or a detachment of the normally inserted 
placenta for which imaging may be beneficial [9,3].

The risk of recurrence in the event of a new pregnancy rang-
es from 4% to 19%, depending on many series [1,5]. Therefore, 
it is necessary to fully inform the patient and to ensure her un-
derstanding to establish effective contraception and avoid any 
unwanted pregnancies [10].

Most authors agree that the risk of recurrence is higher on a 
scar on the body than on a scar in the lower segment, estimated 
to range from 4% to 9% in the first case, and from 0.2% to 1.5% 
in the second [11], which explains our decision to perform a 
tubal ligation.

Conclusion

Uterine rupture in an unscarred uterusis a rare, unpredict-
able, and serious complication. It should be considered in all 
pregnan two men experiencing abdominal pain and signs of 
peritoneal irritation, regardless of the gestational age and his-
tory. Its diagnosisis mainly based on imaging as the clinical pic-
ture can sometimes be poor or misleading. The management of 
this incident is a vital emergency involving the maternal and fe-
tal prognosis, as well as the obstetrical outcome for the patient.
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