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ABSTRACT

Uterine rupture, although rare, is a serious complication of pregnancy with potentially devastating consequences for both mother and
foetus. It most commonly occurs during the antepartum or peripartum periods, typically affecting the lower anterior segment of the
uterus. Key risk factors include prior cesarean deliveries, previous uterine surgeries, advanced maternal age, and labour induction with
prostaglandins. This case study reports on a 40-week primiparous woman who underwent labour induction with vaginally administered
misoprostol tablets. After delivery, clinical examination revealed a rupture of the external uterine wall accompanied by a complete
cervical tear within the soft birth canal. The patient underwent a total abdominal hysterectomy and right adnexectomy as part of the
emergency management. This case highlights an atypical presentation of uterine rupture, emphasising its timing and clinical features in

a primiparous patient.
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INTRODUCTION

Uterine rupture is a severe complication of labour, carrying a
foetal mortality rate that can reach as high as 83% and an
almost universal fatality rate among newborns. This condition
presents potentially catastrophic outcomes for both mother
andfoetus. Uterineruptureinunscarred pregnanciesis exceed-
ingly rare, occurring in approximately 1in 5,700 to 1in 20,000
pregnancies." Most rupturesinunscarred uterioccurinthe ante-
rior lower uterine segment, while lateral uterine ruptures are
particularly uncommon.

Misoprostol, a medication commonly used for labour induction,
primarily works by regulating calcium ion concentrations in
uterine myocytes, thereby promoting smooth muscle contrac-
tions. However, labour induction with misoprostol requires
careful monitoring to prevent uterine tetanic contractions,
which canleadto rupture and pose life-threatening risks to both
mother and foetus. Numerous cases of uterine rupture have
been reported in patients administered misoprostol during
labourtrials.”?
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This report details an exceptionally rare case involving a 23-
year primigravid woman at 40 weeks of gestation. She experi-
enced alateral uterine wall rupture and a complete cervical tear
during the second stage of labour. Following the successful
vaginal delivery of a live infant, the emergency surgical inter-
ventionincluding a total hysterectomy and right adnexal resec-
tionwas carried out.

CASE REPORT

A23-yearprimigravida at 40 weeks of gestation underwent stan-
dardised prenatal examinations throughout her pregnancy. She
had no history of uterine surgery, such as myomectomy or resec-
tion for uterine horn pregnancy. A third-trimester ultrasound
revealed no abnormalities. On obstetric evaluation, the pelvis
was normal, and her Bishop score was 3. To promote cervical
ripening,asingle25ugmisoprostoltabletwasadministeredvagi-
nallyat12:00 noon. At13:50, the maternal membranes ruptured
spontaneously, releasing clear amniotic fluid. Labour was
confirmed at 14:30, and epidural analgesia was administered at
16:00hours, resultinginaVisual Analogue Scale (VAS) pain score
of 0 during labour. At 18:20, the patient vomited once, expelling
stomach contents, and reported symptoms of dizziness, fatigue,
and irritability but continued to experience no uterine pain.
Abdominal palpation indicated strong (+++) uterine contrac-
tions. At19:20, the foetal heart rate dropped to 92-115 beats per
minute (bpm), with further monitoring revealing persistent
foetal heart fluctuations between 60-70 bpm. The uterine orifice
was fully dilated, and the foetal head was at +3 station. Despite
the absence of uterine pain, signs of foetal distress necessitated
intervention. Aperineallateralincisionandfoetal vacuumextrac-
tion were performed, resulting in the vaginal delivery of a male
infantat19:34, weighing 3,200g.
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The placental membranes were delivered naturally and
completely. However, following placental delivery, a significant
amount of blood—approximately 2,300 mL—was observed in
the vagina. Examination revealed poor uterine contractions, an
unclear uterine contour, and a severe cervical laceration at the
9 o'clock position, with the laceration extending beyond the
point of exploration. Due to extensive postpartum haemor-
rhage and severe lacerations of the soft birth canal, an emer-
gency exploratory laparotomy was performed.

Under general anaesthesia, intraoperative exploration revealed
alateralruptureinthelowersegmentofthe uterus. Therupture
extended upward from the cervical region atthe 9 o’clock posi-
tion to the lower uterine segment near the uterine body,
measuring approximately 12 cm in length. Uterine vessel
injuries and active bleeding were identified, alongside exten-
sive subcapsular haematocele in the right-subserosal uterine
area, right broad ligament, and mesosalpinx. Additionally, the
rightfallopiantubeexhibitedoedemaandadarkreddiscoloura-
tion. The patient’s vital signs were unstable, with uncoagulated
blood, a balloon-shaped uterus, and necrosis involving the
right fallopian tube and mesangium. Given these findings, a
total hysterectomy with right adnexectomy was performed
(Figurel).

-Figuré 1:Uterineruptureduringintraoperative exploration.

The total blood loss during the operation was 6,500 mL, and the
infusion volume reached 14,820 mL. This included 20 units of
suspended erythrocyte fluid, 100 mL of fresh frozen plasma,
1,800 mL of frozen plasma, 10 units of cryoprecipitate blood,
andtwotherapeutic doses of platelets. Due to the critical nature
ofhercondition, the patientwastransferred totheICU postoper-
atively for stomach care, albumin infusion, infection preven-
tion, and other necessary treatments. She was discharged on
day six, and a follow-up visit two weeks later indicated a reas-
suringrecovery.

DISCUSSION

Uterineruptureisarare butlife-threatening obstetric complica-
tion, defined as a full-thicknesstearin the uterinewall, including
the serosa. Research suggests that the use of misoprostol is
associated with a uterine rupture risk of around 0.35% in
scarred uteri and 0.04% in unscarred uteri.* A study conducted
in the Netherlands revealed that uterine ruptures in unscarred
uteriaccountedforonly 13% ofall reported cases.’

Labour analgesia blocks and separates the sensory and motor
nerves, reducing the stress response of pelvic floor muscles to
pain and fully or partially relieving contraction pain.® In this
case, the pregnant woman received epidural labour analgesia,
resulting in a VAS score of 0. Consequently, the typical symp-
toms of uterine rupture were absent during labour observation.
This delayed the timely detection of foetal heart abnormalities,
ultimately leading to the severe complication of uterine
rupture.

The principles for managing uterine rupture emphasise imme-
diate surgical intervention while addressing shock, regardless
of whether the foetus is viable. In almost all cases, the onset of
haemorrhagic shock requires an urgent laparotomy, rapid infu-
sion of crystalloid solutions, and whole-blood transfusion for
resuscitation.’

Insummary, this case highlights the criticalimportance of effec-
tivemanagementduringlabour, coupled withathorough under-
standing of the indications for obstetric surgical interventions
and adherence to operational protocols. Despite the absence of
high-risk factors, heightened vigilance for uterine rupture is
essential. Early recognition, the implementation of proactive
management strategies, and comprehensive training for rapid
response teams are pivotal in achieving favourable outcomes
forboththe motherandthe foetus.
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