
128

 Bahrain Medical Bulletin, Vol. 41, No. 2, June 2019

Uterine rupture is one of the most severe complications in 
pregnancy. The incidence of uterine rupture is 1 in 8,000-
15,000 and usually occurs with a scarred uterus1-4. Uterine 
rupture is a great risk for the mother and fetus. The risk 
to mother can be associated with excessive hemorrhage, 
disseminated intravascular coagulation (DIC), shock and need 
for transfusion as well as urinary bladder rupture, developing 
fistulas, hysterectomy, future infertility, and maternal death5,6. 
On the other hand, the risk in the first or early second trimester 
is a fetal loss. Moreover, in the second or third trimesters, 
uterine rupture is related to a high occurrence of perinatal and 
neonatal morbidity and mortality, prematurity, birth asphyxia 
and still birth5,7,8. 

The common presentation of uterine rupture is pain, vaginal 
bleeding, compromised fetus and expulsion of a fetus from the 
uterus, as well as peritoneal signs like guarding, tenderness 
and rigidity. Hemodynamic instability is also common2,5,7-11. 
Different presentations of uterine rupture can be vague, and 
many differential diagnoses should be considered, including 
ectopic pregnancy, molar pregnancy, placenta previa, placental 
abruption, cervical or vaginal tear and uterine inversion or 
atony3,4,11. 

The main risk factor is uterine scarring. Uterine rupture is least 
common in the first and early second trimester with no clear 
incidence1,3,6,11,12. 

The aim of this presentation is to report a rare case of an early 
second-trimester uterine rupture, yielding a living fetus.  

THE CASE

A twenty-four-year-old woman, G4P3, reported 12 weeks of 
amenorrhea and a positive home pregnancy test. She presented 
with severe abdominal pain. The abdominal pain started one 
to two weeks prior but increased in severity to be intolerable 
on the day of the presentation. It was mainly located in the 
epigastrium and was associated with vomiting (once) and 
dizziness. 
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Uterine rupture is a rare condition especially when it occurs early in pregnancy. It carries significant 
morbidity and mortality and is usually associated with vague signs and symptoms of acute abdomen.
 
We present a case of early second trimester uterine rupture and an active fetus on abdominal 
ultrasonography. The patient underwent emergency surgical repair of the uterus with uneventful 
postoperative course.
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She had a history of 3 Cesarean section deliveries, with no 
other significant surgical history. The patient did not have any 
antenatal visits or early pregnancy ultrasound scans. She also 
denied any vaginal bleeding or trauma.  

The patient was conscious, her blood pressure (BP) was 90-
100/40-50 mmHg, and her heart rate (HR) was 102 bpm. 
On examination, her abdomen was soft and lax, with mild 
distention and tender epigastric and umbilical area. There 
was no tenderness at scar area or bilateral iliac fossa. Vaginal 
examination revealed no bleeding. The cervix was closed with 
no cervical motion tenderness. Hemoglobin (Hb) was 7.8 gm/
dL with a baseline of 8-9 gm/dL prior to pregnancy, and a 
pregnancy test was positive.  
 
A bedside transabdominal ultrasound scan showed a single 
intrauterine active fetus with active cardiac pulsation. The 
liquor was adequate and fetal measurements had biparietal 
diameter and femoral length corresponding to 14 weeks of 
gestation. The placenta was posterior with a small retro-
placental hematoma. There were normal bilateral adnexa, and 
a minimal amount of free fluid was seen below the liver with a 
vertical depth of 1 cm. 

The abdomen was increasing in distension, with evidence 
of increasing free fluid in the abdomen seen by the bedside 
ultrasound. 

There was evidence of a mild to moderate amount of 
intraperitoneal free fluid. There was a single intrauterine 
viable pregnancy and evidence of irregular hypo-densities in 
the placenta; the uterine wall was also suggestive of placental 
hemorrhage. No obstetric or surgical diagnosis could be 
concluded. A surgical team evaluated the patient and could not 
rule out upper gastrointestinal bleeding. 

Resuscitation with crystalloids and packed red blood cells was 
initiated. The patient received 1 gram of Tranexamic acid IV. 
Then, the patient was transferred to the operation theater for 
exploratory laparotomy.


