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Abstract 

Uterine rupture is a serious complication for both 
mother and child, occurring in 0.2 to 0.8% of 
attempts at vaginal delivery after cesarean section. 
A case of 29-year-old Moroccan woman, G2P2, with 
a previous caesarean section, was admitted to our 
emergency department at 38 weeks' gestation for 
acute fetal distress with complete cervical dilation. 
The delivery was imminent and done by vaginal 
route. The uterine revision objectified a uterine 
rupture. An immediate laparotomy was performed. 
The surgical exploration revealed uterine rupture on 
the right uterine edge with vascular pedicle lesion. 
More, we have found a huge hematoma of the right 
broad ligament diffusing into the right deep 
retroperitoneal space. The surgical management 
consisted of a total hysterectomy and packing of 
retroperitoneal hematoma. Removal of packing 
was performed on the fourth day after stabilization 
of clinical and biological parameters. Fortunately, 
the evolution was favorable under antibiotic 
therapy and massive transfusion. The patient was 
discharged from the hospital on the 10th 
postoperative day. The baby was doing well without 
any neurological sequelae. 

Introduction     

Uterine rupture is the most serious complication of 
attempted vaginal delivery after cesarean section. 
Not exceptional, it involves the vital materno-fetal 
prognosis. Uterine rupture is when the muscular 
wall of the uterus tears during pregnancy or 
childbirth. The incidence of uterine rupture in the 
general population is very low in industrialized 
countries, around 0.5 to 3/10000 deliveries, 
whereas it is higher in the case of an uterus with 
previous cesarean section [1,2]. We report here a 
rare case of uterine rupture with a huge 
retroperitoneal hematoma. 

 
 
 

Patient and observation     

A case of 29-year-old Moroccan woman, referred 
from a rural hospital center, G2P2, with a previous 
caesarean section, was presented to our 
emergency department at 38 weeks' gestation for 
lower abdominal pain without any vaginal bleeding. 
On clinical examination: she was conscious, 
apyretic, presented with paleness and fatigue, low 
blood pressure (95/60 mmHg), heart rate was 125 
beats/min, a respiratory rate of 17 breaths/min. On 
vaginal examination, the presentation was cephalic 
with complete cervical dilatation, without any 
vaginal discharge. The sounds of the fetal heart 
were not well perceived and severe bradycardia. 
The patient was taken directly to the operating 
room. The delivery was imminent and done by 
vaginal route. A live female neonate was extracted 
uneventfully weighing 3370g and the Apgar score 
was 5 and 8 in 1 and 5 min respectively. The uterine 
revision was performed and objectified a uterine 
rupture. An immediate laparotomy with a midline 
vertical incision was performed. The exploration 
revealed a uterine rupture on the right edge with 
vascular pedicle lesion. More, we have found a 
huge hematoma of the right broad ligament 
diffusing into the right deep retroperitoneal space 
(Figure 1). The surgical management was consisted 
of a total hysterectomy and packing of 
retroperitoneal hematoma. Removal of packing 
was performed on the fourth day after stabilization 
of clinical and biological parameters. Fortunately, 
the evolution was favorable under antibiotic 
therapy and massive transfusion. The patient was 

discharged from the hospital on the 10th 

postoperative day. The baby was doing well 
without any neurological sequelae. 

Discussion     

The uterine rupture corresponds to two entities 
with different prognoses. The complete rupture 
involves all of the tissue layers of the uterine wall, 
including the peritoneal serosa (peritoneum, 
myometrium and endometrium). The water pocket 
can be broken, which is the most frequent case, or 
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remain intact. Unlike incomplete rupture, it is the 
more often symptomatic and requires urgent 
surgical repair [1]. The incomplete rupture (or sub-
serous) rupture, often described as dehiscence, 
only concerns the endometrium and the 
myometrium and respects the visceral peritoneum. 
It is most often asymptomatic, incidentally 
diagnosed (during an iterative cesarean) and has a 
better maternal-fetal prognosis than complete 
rupture [3]. The most frequent situation is uterine 
rupture on a segmental cesarean scar (transverse 
or vertical). The available data do not allow us to 
know the respective frequency of complete or 
incomplete ruptures. In a large multicenter study, 
Landon et al. compared two prospective cohorts of 
patients with previously cesarean, according to 
their route of delivery: 17898 (attempts at vaginal 
delivery after cesarean section) and 15801 
(scheduled cesareans after cesarean) [4]. In the first 
group, the rate of complete ruptures (n = 124: 
0.7%) was comparable to the rate of incomplete 
ruptures (n = 119: 0.7%). However, the share of 
patients who have given birth vaginally and who 
have had a systematic manual revision of their 
uterine scar is not specified. In the second group, 
the frequency of dehiscences observed during the 
intervention was 0.5% (n = 76). 

The risk of Rupture if a vertical corporeal scar 
(classical or T-incision) is significantly increased 
with reported rates between 4 and 9%, even 
reaching 12% in certain series [5]. The uterine 
rupture is most often complete [6,7]. This is why 
this type of scar contraindicates vaginal delivery in 
all of the North American and United Kingdom 
recommendations [8]. In our case, the rupture was 
localized on the right edge of the uterus and 
damaged the uterine pedicle with the formation of 
a large retroperitoneal hematoma. It is an 
extremely rare form may be due to a prolonged 
labour on a narrowed pelvis. The vaginal delivery 
was imminent in the operating room and the 
hemostasis was not assured. A total hysterectomy 
was performed. The retroperitoneal hematoma 
induced bleeding was managed by packing. 
Coverage with effective antibiotic therapy and 
massive transfusion were the main aspects of our 

attitude. Removal of packing was performed on the 
fourth day after stabilization of clinical and 
biological parameters. In totality, the management 
consisted of damage control resuscitation 
procedure, with massive transfusion. 

Conclusion     

The uterine rupture is a dramatic and urgent 
situation requiring early diagnosis. In our case, the 
rupture was atypical with the formation of a serious 
retroperitoneal hematoma. Thanks to packing, 
hemostasis was ensured and the patient was saved. 
A competent staff in rural health facilities, need to 
be aware of how to improve the rate of early 
diagnosis and reduce the risks and complications in 
patients. 
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Figure     

Figure 1: representing the site of uterine rupture 
with hematoma 

References     

1. Hofmeyr GJ, Say L, Gülmezoglu AM. WHO 
systematic review of maternal mortality and 
morbidity: the prevalence of uterine 
rupture. BJOG. 2005 Sep;112(9): 1221-8. 
PubMed| Google Scholar 

2. Lyndon-Rochelle M, Holt VL, Easterling TR, 
Martin DP. Risk of uterine rupture during 
labor among women with a prior cesaean 
delivery. N Engl J Med. 2001 Jul 5;345(1): 3-
8. PubMed| Google Scholar 

javascript:%20PopupFigure('FigId=1')


Article  
 

 

Abderrahim Siati et al. PAMJ-CM - 4(76). 03 Nov 2020.  -  Page numbers not for citation purposes. 4 

3. Zwart JJ, Richters JM, Ory F, de Vries JI, 
Bloemenkamp KW, van Roosmalen J. 
Uterine rupture in the Netherlands: a 
nationwide population-based cohort study. 
BJOG. 2009;116: 1069-78. PubMed| Google 
Scholar 

4. Landon MB, Hauth JC, Leveno KJ, Spong CY, 
Leindecker S, Var-ner MW et al. Maternal 
and perinatal outcomes associated with a 
trial of labor after prior cesarean delivery. N 
Engl J Med. 2004 Dec 16;351(25): 2581-9. 
PubMed| Google Scholar 

5. Kayem G, Raiffort C, Legardeur H, Gavard L, 
Mandel-brot L, Girard G. Critères 
d´acceptation de la voie vaginale selon les 
caractéristiques de la cicatrice utérine. J 
Gynecol Obstet Biol Reprod (Paris). 2012. 
Google Scholar 

6. Guise JM, Eden K, Emeis C, Denman MA, 
Marshall N, Fu RR et al. Vaginal birth after 
cesarean: new insights. Evid Rep Technol 
Assess (Full Rep). 2010 Mar;(191): 1-397. 
PubMed| Google Scholar 

7. Rosen MG, Dickinson JC, Westhoff CL. 
Vaginal birth after cesarean: a meta-
analysis of morbidity and mortality. Obstet 
Gynecol. 1991 Mar;77(3): 465-70. PubMed| 
Google Scholar 

8. Carbonne B, Frydman R, Goffinet F, Pierre F, 
Subtil D. Recommandations pour la 
pratique clinique: césarienne conséquences 
et indications. CNGOF; 2000. Google 
Scholar 

 

 

 

 

Figure 1: representing the site of uterine rupture with hematoma 

 


