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1. Introduction

ABSTRACT

Introduction: Uterine rupture is the discontinuation of the uterine scar that creates
connection between uterine and peritoneal cavity. The most common etiology for
uterine rupture is dehiscence of uterine scar tissue from previous cesarean section.
In patient with uterine rupture and fetal expulsion to the peritoneal cavity, fetal
survival becomes extremely poor. Therefore, it is important for clinician to understand
the uterine rupture and be able to give prompt treatment in order to prevent maternal
and fetal morbidity and mortality.

Case Presentation: A 34-year-old woman, G3P2A0 38 weeks of gestation complained
that she had abdominal pain, couldn’t feel her baby movement, watery discharge since
10 hours before admission. Bloody discharge and trauma were all denied. Patient
underwent twice cesarean section before. Patient only had four times antenatal care
with obstetrician at 24, 28, 32, and 36 weeks of gestation. She was scheduled for
caesarean section at 38 weeks of gestation. Patient looked alert with low blood
pressure and tachycardia. On physical examination, we found that she was pale,
fundal height could not be determined, and there was no fetal heart rate detected.
Speculum examination showed livide portio, closed external orifice of uterus, and
inactive blood. There was positive slinger sign and Douglas cavity was bulging.
Ultrasound examination showed intrauterine fetal demise, complete uterine rupture
on lower segment, and positive sign of free fluid on abdominal cavity. Patient
underwent operation and we found the died male neonate was in the peritoneal cavity
and the placenta was still attached in the uterine cavity. We delivered the baby and
placenta completely. There was uterine rupture on the previous CS scar, the edge of
the uterine wound was regular with no necrosis and extended to the right side of
uterus. Then, we performed hysterorrhaphy in order to stop the bleeding and repair
the uterus, and we also performed tubal ligation. The died neonate had maceration
grade I.

Conclusion: Uterine rupture causes poor fetal and maternal prognosis. Early
diagnosis and prompt treatment is really important in uterine rupture. Prevention of
uterine rupture could be done by meticulous antenatal care, especially visiting to
obstetrician in order to review maternal and fetal condition and determine mode of
delivery.

Uterine rupture is the discontinuation of the uterine
tissue creating connection between uterine and
peritoneal cavity. A complete uterine rupture occurs
when there is a direct connection between amnion and
peritoneal cavity. This condition 1is extremely
dangerous and mostly happens during labor and in
patient with old pregnancy.! Uterine rupture occurs

approximately 1:92 to 1:294 labor in big hospitals in

Indonesia. Study in Hasan Sadikin Hospital between
2000-2002 showed that there was a total of 168 cases
of intrauterine fetal demise from 2,974 childbirths.2
The most common etiology for intrauterine fetal demise
is maternal factors, such as uterine rupture and
diabetes mellitus. Mortality rate due to uterine rupture
was reported at 50-75%.1.2

The etiology of uterine rupture is multifactorial. The
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most common cause is due to uterine scar dehiscence
from previous cesarean section.23 Predisposition
factors for uterine rupture include manipulation or
traumatic operation like curettage, perforation, and
myomectomy. Overstimulation of the uterus due to
oxytocin can also cause uterine rupture, although it
rarely happens these days.14 The prognosis of patient
with uterine rupture is poor. In patient with uterine
rupture and fetal expulsion to peritoneal cavity, the
chance of fetal survival is extremely bad.5 Therefore, it
is important for doctors to understand uterine rupture
and be able to give prompt treatment in order to prevent

maternal and fetal morbidity and mortality.

2. Case Presentation

G3P2Ao 38 weeks of gestation complaining that she
had abdominal pain, couldn’t feel her baby movement,
and water broke since 10 hours before admission. This
was accompanied with sudden and severe abdominal
pain. Bloody discharge and history of trauma were
denied. Patient had history of 2 cesarean section in
previous pregnancies. Patient only had four times
antenatal care with obstetrician at 24, 28, 32, and 36
weeks of gestation. She was scheduled for caesarean
section at 38 weeks of gestation. However, due to her

complains, she went to emergency room at the nearest
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regional hospital. Due to no on-duty-obstetrician, she
was referred to another private hospital and scheduled
for caesarean section 12 hours later. However, she and
her family insisted to be referred to our hospital due to
her unbearable complains.

Physical findings at our hospital showed that she
seemed alert with low blood pressure at 100/70 mmHg,
increased heart rate at 108 bpm, normal respiration
rate at 22 times per minute, and normal body
temperature at 36.8°C. On physical examination, we
found her conjunctiva was anemic. Moreover, fundal
height couldn’t be determined and there was no fetal
heart rate detected. Examination using speculum
showed a livide portio with closed external orifice of
uterus and inactive blood. From vaginal examination,
the cervix was closed, there were positive slinger sign
and bulged Douglas cavity.

In addition, laboratory findings showed mild anemia
(hemoglobin 10.2  g/dL),
(12,830/mm3), normal platelet (388,000/ul), increased
fibrinogen (486.0 mg/dL), increased D-dimer (7.12
mcg/mL), and increased hsCRP (26.0 mg/L). Besides

increased leukocyte

that, urinalysis was positive for epithelia, bacteria and
mucous. Ultrasound examination showed intrauterine
fetal demise, complete uterine rupture on lower

segment, and free fluid on abdominal cavity (Figure 1).

Figure 1. Ultrasound examination showed complete uterine rupture

Then, patient underwent operation. During
operation, we found approximately 500 cc blood clot,
the died male neonate was in the peritoneal cavity and
the placenta was still attached in the uterine cavity. We
delivered the baby with maceration grade I and
placenta completely. There was uterine rupture on the

previous CS scar. The edge of the uterine wound was

regular with no necrosis and extended to the right side
of uterus. Then, we performed hysterorrhaphyin order
to stop the bleeding and repair the uterus, and also
tubal ligation. We also performed general condition
improvement after several days. For example, PRC
transfusion, albumin and calcium correction. Finally,

she was discharged after 5 days.
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Figure 2. Intraoperative finding showed extended uterine wound

3. Discussion

Definition and etiology

Uterine rupture is tearing of the uterus that creates
connection between uterine and peritoneal cavity. A
complete uterine rupture occurs when there is a direct
connection between amniotic cavity and peritoneal
cavity. This is an extremely dangerous condition which
mostly happens during labor and in woman with old
pregnancy.! Uterine rupture can be caused by injury,
existing anomaly, or complication during labor in
uterus without scar tissue.l2 Recently, the most
common cause for uterine rupture is dehiscence of
uterine scar tissue from previous cesarean section.
This is probably due to increased trial of labor after
cesarean delivery.2

Predisposition factors for uterine rupture includes
history of manipulation or traumatic surgery, such as
curettage, perforation, and myomectomy.
Overstimulation of the uterus by oxytocin can also
cause uterine rupture, although it rarely happens these
days. In general, normal uterine without history of
trauma that undergoes spontaneous delivery will not
continuously contract until tearing occurs.23

The risk factor for uterine rupture in this case was
history of twice cesarean section. Rupture might be
caused by uterine scar tissue dehiscence during

contraction.

Diagnosis
The definite diagnosis of uterine rupture is

established when clinicians identify a complete

disruption of all uterine layers on imaging or
laparotomy. Uterine rupture must be suspected in
patients presentingwith (1) strong contraction, patient
in severe pain, screaming as if her abdomen ruptured
then become anxious, scared, pale, cold sweating, and
collapse; (2) fast and shallow breathing; (3) vomiting
due to peritoneal stimulation; (4) shock, fast and
irregular heartbeat, dropping blood pressure; (5)
vaginal bleeding, usually in small amount especially if
the fetus head descends and obstructs the birth canal;
(6) sometimes pain can radiate to lower extremities and
shoulders; (7) loss of uterine contraction; (8) muscular
defense occurs then abdomen become bloated and
meteorism happened.2.4

On palpation, we could find several findings, namely
(1) crepitation due to subcutaneous emphysema on
abdomen; (2) if fetus head has not descended, it is
easier to release it from the pelvicinlet; (3) if fetus has
been expulsed from uterine cavity and in abdominal
cavity, it can be directly palpated under abdominal skin
with a hard uterus next to it; (4) tenderness on the
ruptured part.2-4

On auscultation, we could find that fetal heart rate
is not detected a few minutes following rupture,
especially when placenta is expulsed to abdominal
cavity.2-4

On vaginal examination, we could find that fetus
head can be easily released from pelvic inlet, causing a
lot of blood from the vagina. If all uterine content has
been expulsed, clinician can feel rupture on the uterine
wall and fetal part can be palpated.1-3

In complete rupture, we could palpate as follow (1)
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a smooth uterine surface and abdominal wall, (2) the
edge of rupture, mostly occur on anterior lower uterine
segment, (3) the intestine or omentum through the
rupture, and (4) abdominal wall that can be pushed
outward.!.2

In this case, patient presented with sudden and
severe abdominal pain, abdominal tenderness,
muscular defense, fetal part can be palpated, and no
fetal heart rate detected. These findings showed a
possibility of massive hemorrhage in peritoneum that
caused diaphragm irritation and pain. Patient looked
alert with low blood pressure and tachycardia showing
compensated shock. Laboratory investigation showed
D-dimer

increased fibrinogen and describing

hypercoagulation condition. Increased hs-CRP

indicated increased inflammation due to infection.

Management

Clinicians must carefully help delivery especially in
labor with possible dystocia and woman with previous
caesarean section or other surgery on the uterus to
prevent uterine rupture. If the lower uterine segment
stretches in dystocia, labor must be immediately
completed.,6 The survival of pregnant woman with
uterine rupture depends on the swiftness and efficiency
in managing hypovolemia and controlling bleeding. It
should be noted that hypovolemic shock might not be
able to improve before arterial bleeding is controlled,
therefore delay in surgery can’t be accepted.67 In
patient with improved condition, we can perform total
or subtotal hysterectomy, hysterorrhaphy, or
conservative management with tamponade and
antibiotic.” The choice of management depends on
patient’s general condition, type of rupture (complete or
incomplete), site of rupture, bleeding, age and number
of healthy children, and doctor’s capability.1.6

Uterine rupture management consists of (1) infusing
500 ml isotonic fluid (ringer lactate or normal saline) in
10-20 minutes while preparing laparotomy; (2)
performing laparotomy to evacuate the baby and
placenta, primary health care facility must refer patient
to hospital; (3) repairing the uterus if uterus
conservation is needed and tissue is still viable; (4) in

patient with extended necrosis and concerning

condition, perform a hysterectomy; (5) giving wide

spectrum antibiotic if there is sign of infection and anti-
tetanus serum (1500 IU/IM and TT 0.5 ml IM) if there
is a sign of trauma on the genital or dirty wound.3

We managed the patient by observing vital signs and
pain, oxygenation, fluid resuscitation, and explorative
laparotomy. In this case, management was severely
delayed (more than 10 hours since symptoms occurred)
due to her financial issue. This led to intrauterine fetal
restriction (2,300 grams) during pregnancy and
eventually fetal demise. If not treated immediately, it
could further cause uterine hypotonia or atony and

maternal death due to hypovolemic shock.

Prevention

Uterine rupture can be prevented by careful
evaluation especially during antenatal care. According
to Royal College of Obstetrics and Gynaecologist,
antenatal care in women with history of cesarean
section should be done five times, namely at 12 weeks,
18-21 weeks, 21-28 weeks, 32-34 weeks and 36 weeks.
More importantly, three visits to obstetrician are
required with early visits (12 weeks of gestation) which
is essential to determine mode of delivery.8 Careful
review by history taking and lower uterine segment
thickness would be done by obstetrician. ® However, in
this cases, the patient only had two ANC with no review
by obstetrician. Furtheremore, due to twice cesarean
sections that the patient had and no attempt or
successful vaginal birth after cesarean (VBAC), the
likelihood for morbidity and mortality is high if VBAC
is planned. 8

Useful mnemonic that explain cause of morbidity
and mortality in expectant mother is “Tiga terlambat”
or three delays (3D). Three delays consist of delayed
diagnosis, delayed referral due to transportation and
delayed management. In this particular case, it is
delayed diagnosis by midwife, delayed referral due to
late identification of condition and delayed
management as when arrived, there has been fetal

demise.10

4. Conclusion

Uterine rupture causes poor fetal and maternal
prognosis. Doctors must have high suspicion for

uterine rupture in pregnant woman presenting with

1356



acute and severe abdominal pain. Early diagnosis and
prompt treatment is really important in uterine
rupture.

Prevention of uterine rupture could be done by
meticulous antenatal care, especially visiting to
obstetrician in order to review maternal and fetal
condition and determine mode of delivery. Keep in mind
"three delays" that is the cause of maternal mortality
which is delayed in diagnosing, referral, and
management. In this particular case, there are delayed
referral due to late diagnosis and delayed management
as when arrived at our hospital, there has been fetal

demise.
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