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Case Report

RUPTURE OF THE UTERUSIN A PRIMIGRAVIDA : A CASE REPORT
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Department of Obstetrics and Gynaecology, Abia Sate University Teaching Hospital, Aba, Nigeria.

ABSTRACT

Uterineruptureduring afirst pregnancy israre. We present the case of spontaneousintrapartum uterinerupture
in a40 year old primigravidawith no prior uterine surgery, and a structurally norma uterus. The patient had
obstructed labor. Operative findings were a male fresh stillbirth weighing 3800g, massive hemoperitoneum,
and an anterior transverserupture at thelower uterine segment. Repair of the rupturewasdonewithout bilateral
tubal ligation. Although arare event, the primigravid uterus is not immune to rupture as exemplified by this

report.
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INTRODUCTION

Uterine rupture is a catastrophic obstetric
complication. Although an uncommon event in
developed countries, it continues to be associated
with a high rate of maternal morbidity and mortality
in developing countries.! Rupture of the unscarred
uterus is a rare obstetric complication, with an
estimated incidence of 1 in 8000-15,000 deliveries.”
The risk of spontaneous rupture of an unscarred
uterusin aprimigravidais very difficult to estimate.
The two most informative reports on primigavid
uterine rupture come from Dublin, Ireland. Between
them, these two reports document no case of uterine
rupture among 52,872 primigravid deliveries,
attesting to the rarity of this obstetric event.* Classic
teaching suggests that the primigravid uterus is
virtually 'immune to rupture’.” Here we report our
experience to highlight the possibility of rupture of
theprimigravid uterus.

CASE REPORT

A 40 year old primigravid woman presented at our
obstetric emergency department at 39 weeks of
gestation with the complaint of drainage of liquor of
four hours duration and abdomina pain of eight
hours duration. She had been in labor at a private
hospital but with no progress. The labor was
spontaneous in onset and had not been augmented.
There was no history of abdominal trauma and no
previous gynaecological operations. She had been
married for two years and had not been previousy
invegtigated for infertility. On examination, the
patient was pal e and di stressed, with apul serate of 98
beats per minute (bpm) and blood pressure of 110/70
mmHg. The abdomen was tender, there were no
papable contractions and the symphisio-fundal
height was 39 cm. The fetal presentation was
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cephalic and abovethebrim of thepelvisand thefetal
heart tone was 110bpm and distant. The vulva and
vagina were normal, the cervix was thick and 7 cm
dilated. The liquor was meconium stained and the
presenting part was high and not well applied to the
cervix. A clinical diagnosis of abruption with fetal
distress was made and she was admitted to the
maternity unit. Her hemoglobin concentration was
8.1 g/dl, two units of screened blood were cross
matched and she was taken to theatre for a caesarean
section. At laparotomy, there was hemoperitoneum
and a complete transverse tear of the uterus 10 cm
long was found on the lower segment anteriorly. A
dead male fetus that weighed 3800g was extracted.
The placenta was fundally placed and the
myometrium surrounding the rupture appeared
normal. Peritoneal lavage was done and the tear
repaired. The woman's post-operative course was
uneventful, and she was discharged on her 12" post-
operative day. She was counsel ed on the need for her
to book early in subsequent pregnancies and to be
delivered by el ective cagsarean section.

DISCUSSION

The cause of uterine rupture in this patient was
possibly obstructed labor. Despite the widely held
belief that the primigravid uterusreactsto obstruction
with uterine inertia, there are a small number of
reports of primigravid uterine rupture in which the
only identifiablerisk factor was |abor-related uterine
contractions. *" Documented risk factors of uterine
rupture in primigravid women also include previous
undisclosed surgical termination of pregnancy (a
phenomenon not uncommon in our environment),’
abdominal myomectomy, laparoscopic
myomectomy, and myolysis.’ Our patient had no
previous uterine instrumentation or laparoscopy.
Other reported risk factorsinclude morbidly adherent
placenta, bicornuate uteri, connective tissue disorder
(Ehlers-Danlos syndrome) °, adenomyosis, oxytocin
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administration, and use of prostaglandin analogues
(misoprostol).”® Primigravid uterine rupture
following external cephalic version (ECV), hasalso
beenreported.”

Classically, complete uterine rupture presents with
sudden-onset abdominal pain, cessation of
contractions, signs of hypovolemia, and feta
compromise.*® However, it is rare that all these
features are evident. Therefore, it is important to
maintain ahighindex of suspicionfor uterinerupture
in women presenting with some, or al, of these
features, regardless of parity. A low index of
suspicion for primigravid rupture will lead to
delayed interval to surgical intervention, especialy
if thediagnosisisnotinitially considered. It hasbeen
suggested that rupture of an unscarred uterus is a
more catastrophic event than rupture through a
previousscar, astheareaof ruptureismorevascular.”
A number of conditions can present with abdominal
pain, hypovolemia, and fetal compromise in the
primigravid woman. Most commonly, this
constellation of findings occurs with placenta
abruption, which may be conceal ed in the absence of
vagina bleeding.’ Other less common conditions to
be considered include subcapsular liver hematoma
with or without rupture,” rupture of the broad
ligament,” splenic rupture,”* uterine torsion and
uterine vein rupture.”® All these conditions will
require surgical intervention, and swift recourse to
laparotomy is generally indicated for a patient
presenting with these symptoms.

Uterine repair without bilateral tubal ligation was
donefor this patient because of her parity, thesimple
nature of the tear and the fact that she was
haemodynamically stable. Moreover, in view of the
high premium placed on child-bearing and the high
infant mortality in most developing countries, acase
could be made for conservation of her child-bearing
capacity. She was however counseled on the
necessity for antenatal care and elective caesarean
section in her next pregnancy. Prevention of this
disaster requires utilization of standard antenatal and
delivery care services, careful labour monitoring by
trained birth attendants to facilitate an early
diagnosis of abnorma progress in labour and
referral, judicious control of oxytocin infusion rates
and avoidance of difficult manipulative vagind
deliveries.
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