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Case report

Spontaneous uterine rupture of an unscarred uterus is a complication that has dramatic re-
sults for both mother and fetus. The clinical presentation commonly comprises abdominal
pain and metrorrhagia however we report a case of spontaneous uterine rupture revealed
by a subocclusive syndrome. We report a case of a young woman who came to the ER with
3 days of progressive abdominal pain and subocclusive syndrome. The current pregnancy
was estimated at 32 weeks of amenorrhea and the patient was hemodynamically stable.
An obstetric ultrasound was performed showing a progressive monofoetal pregnancy and
moderate peritoneal effusion. In view of the presence of effusion on ultrasound and the
subocclusive syndrome, an abdominal and pelvic CT scan with contrast was carried out,
showing a fundal uterine rupture defect with contrast media extravasation and intraperi-
toneal hemoperitoneum. The patient was immediately transferred to the operating room
for a caesarean section. Although CT scans use radiation, their contribution was essential
to avoid maternal death.
© 2021 The Authors. Published by Elsevier Inc. on behalf of University of Washington.
This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/)

Spontaneous uterine rupture of an unscarred uterus is a compare our results with the literature. This is an exceptional

rare complication of pregnancy with potentially dramatic re- case that we observe for the first time in our unit.
sults for both mother and fetus. We report a case of sponta- Case presentation

neous uterine rupture of an unscarred uterus revealed by a
subocclusive syndrome. We will discuss the clinical data, the

imaging findings and the different therapeutic options and Mrs LI, 29 years old, gravida 4 para 3, all delivered vaginally

without instrumental manceuvres. She came to the ER with a
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Fig. 1 - Axial (A) and coronal (B) CT scan showing a fundal
uterine rupture with protrusion of the amniotic sac
containing the feet of the fetus (arrow).

3 days progressive evolution abdominal pain and subocclusive
syndrome.

The current pregnancy estimated at 32 weeks of amenor-
rhea was well attended. At 30 weeks of amenorrhea, the pa-
tient presented a premature labor with a favorable outcome.

The patient was hemodynamically stable. A biological
check-up was carried out

The patient was hemodynamically stable. A biological
check-up was carried out showing microcytic hypochromic
anaemia with a haemoglobin value at 7.3 g/dl, no thrombo-
cytopenia, a correct prothrombin time and O Rh- grouping. A
request for blood was made.

Gynaeco-obstetrical examination found diffuse abdominal
tenderness, foetal heart sounds, no uterine contractor, the
pelvic exam showed a cervix 70% effaced, a cephalic presen-
tation, and an intact amniotic sac with no bleeding. The rectal
examination revealed an empty rectal ampulla.

An obstetric ultrasound was performed showing a progres-
sive monofoetal pregnant with an estimated foetal weight of
1750 g, normal amniotic fluid volume with a big cistern at 5
cm, Fundal-posterior placenta and moderate peritoneal effu-
sion. The normal fetal heart rate was normal.

The presence of abundant hemoperitoneum and uterine
fundal hematoma had impeded the ultrasound exploration.
Therefore, and in front of the notion of occlusive syndrome, it
was decided to complete by a CT scan showing a fundal uter-
ine rupture defect with protrusion of the amniotic sac con-
taining the feet of the fetus (Fig. 1) with contrast media ex-
travasation (Fig. 2) and intraperitoneal hemoperitoneum ex-
tending from the upper abdomen around the liver and spleen
to the paracolic gutters (Fig. 3).

The patient was immediately transferred to the operating
room for a caesarean section which revealed two ruptures at
the level of the uterine fundus, the first lateralized on the right
of 5 cm and the second fundal of 2 cm. The exploration also
revealed the presence of abundant hemoperitoneum.

An amniotomy was performed giving birth to a female
baby.

The fundal rupture was sutured and a bilateral tubal liga-
tion was performed.

The patient was first hospitalized in the intensive care unit
for 48 hours then in the department of obstetrics and gynecol-

ogy.

Fig. 2 - Contrast-enhanced CT scan showing a focus on the
active extravasation medium in the uterine fundus (arrow).

Fig. 3 - Non-contrast CT scan showing intraperitoneal
hemoperitoneum along the right paracolic gutter (arrow).

Discussion

Spontaneous uterine rupture is defined as a break in the con-
tinuity of the uterine wall during pregnancy or labor. This
complication occurs mainly in the case of a scarred uterus
[1]. In the absence of a history of myomectomy or caesarean
section, the uterus is most often described as unscarred. In
an unscarred uterus, it is estimated to be between 1/16,840
and 1/19,765 deliveries in high-income countries [2-3]. The
risk factors identified in the literature are numerous but non-
specific, the best known being caesarean section and uterine
surgery techniques (myomectomy), multiparity, mechanical
dystocia and prolonged labor, the use of prostaglandins, miso-
prostol, oxytocin, obstetric maneuvers (version, instrumental
extractions), external trauma, uterine malformations, Ehler-
Danlos syndrome [1,2,4,5,6]. The only risk factor found in our
patient was multiparity.

In case of uterine rupture in unscarred uterus, Sho et al.
have suggested the possible presence of arteriovenous mal-
formations, uterine diverticula or endometriosis which would
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weaken the uterine wall, the uterus then being more sensitive
to rupture [7].

Uterine rupture in an unscarred uterus is mainly diagnosed
during uterine revision for postpartum haemorrhage or in-
cidentally during caesarean section [1,4,5]. Reported sponta-
neous uterine ruptures occur mainly in the third trimester as
in our case the uterine rupture occurred at 32 weeks of amen-
orrhea.

The clinical presentation of uterine rupture commonly
comprises sudden abdominal pain, a sensation of tearing,
metrorrhagia and hemodynamic instability evolving towards
the circulatory shock [8]. Clinically, our patient had a subocclu-
sive syndrome for 3 days without any hemodynamic instabil-
ity. As the clinical presentation was misleading, imaging plays
an important role in the diagnostic process. Ultrasound is an
accessible and not irradiant examination, that is first used in
emergency to visualize the uterine defect and evaluate the fe-
tal suffering. Because of its irradiant nature, the CT scan has
no place in the diagnosis of uterine rupture. But in some cir-
cumstances the long-term theoretical risk of radiation to the
mother and fetus may be outweighed by the immediate ben-
efit of having a life-saving diagnosis. In our case, the CT scan
played a major role in the diagnosis of uterine rupture, par-
ticularly in view of the misleading clinical picture presented
by our patient. The latter allowed us to demonstrate a defect
of the uterine wall, its location and the associated hemoperi-
toneum.

Despite the increasing popularity of magnetic resonance
imaging (MRI) as a diagnostic tool, the literature contains few
case reports illustrating the utility of MRI and its adva. With
fast T2-weighted sequences, relevant uterine structures can
be reliably visualized, independent of ultrasound limitations.
MRI allows the visualization of the uterine wall defect or tear
itself resulting in a more definitive diagnosis. In comparison
to ultrasound, MRI is less operator-dependent and provides
a more comprehensive study with a larger field of view [9].
Since the clinical presentation was a subocclusive syndrome
and the ultrasound exam was normal, MRI was not indicated
in our case.

Most authors agree that ruptures occurring during labor
are more likely to occur in the lower segment, whereas those
occurring outside labor are more likely to be corporal [10]. In
our case, it was a rupture of the uterine fundus.

The therapeutic management of the uterine rupture re-
mains a medical and surgical emergency. It includes medical
resuscitation followed by surgical exploration via the laparo-
tomic route. Although the majority of authors recommend a
hysterectomy, conservative treatment by hysterorrhaphy can
nevertheless be carried out in cases where reconstruction is
technically possible, particularly in young patients who wish
to have subsequent pregnancies [11,12]. Our patient under-
went surgical exploration by caesarean section with suture of
the uterus defect.

Conclusion

Spontaneous uterine rupture of an unscarred uterus is life-
threatening for the mother and the fetus, hence the need for

rapid and immediate management. Imaging plays a very im-
portant role if the clinic is not suggestive of uterine rupture.

Patient consent

Consent was obtained from the patient. The study was con-
ducted anonymously.

Availability of data and materials

The data sets are generated on the data system of the univer-
sity hospital of Oujda.

Informed consent

An informed consent was obtained from the patient.
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