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Intravesical fetus after second-
trimester uterine rupture: a case 
report
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ABSTRACT

Background: Second-trimester miscarriage can be managed by surgical or medical methods, which are generally safe. However, 
rare but life-threatening complications like rupture of the uterus might occur; which may present atypically. 

Case presentation: A 31-year-old multigravida woman with a history of prior four cesarean deliveries presented with a missed 
miscarriage at 16 weeks gestation. After proper counseling, she opted to proceed with medical management with misoprostol. Six 
hours after the fifth dose the patient started to complain of hematuria. Ultrasound scan showed an empty uterus with the fetus 
inside the urinary bladder. Laparotomy was done revealing a ruptured uterus at the site of the previous scar, with the fetus and 
placenta inside the urinary bladder. 

Conclusion: Second-trimester uterine rupture may have atypical presentation. High index of suspicion, guided by imaging 
techniques, is essential for early diagnosis to reduce maternal morbidity.
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Background 
Management of second-trimester pregnancy loss repre-
sents a clinical challenge especially in cases of scarred 
uteri. Different surgical and medical methods can be used. 
Both surgical evacuation and medical management are 
generally safe and effective; however, some rare compli-
cations such as infection, hemorrhage, uterine perforation, 
or rupture might occur [1]. Uterine rupture is a life-threat-
ening condition, which classically presents with abdomi-
nal pain, vaginal bleeding, and hemodynamic instability; 
but cases of second-trimester uterine rupture may have 
atypical presentations [2]. We present a case of uterine 
rupture during medical management with misoprostol 
for a second-trimester missed miscarriage. The patient 
presented with hematuria; otherwise she was vitally sta-
ble with lax abdomen. Ultrasound scan showed the fetus 
inside the urinary bladder. 

Case Presentation
A 31-year-old multigravida woman with a history of prior 
four low transverse cesarean deliveries presented to the 
antenatal clinic at 16 weeks’ gestation for the management 
of missed miscarriage. Her obstetric history was signif-
icant for the prior four cesarean sections. Her past med-
ical and surgical history was otherwise unremarkable. A 
transabdominal ultrasound scan performed on the day of 

admission confirmed a dead fetus of 16-weeks gestation 
with a posterior placenta. The patient was counseled on 
the risks associated with using misoprostol in cases with 
scarred uterus, and she was offered surgical dilation and 
evacuation (D&E) or hysterotomy. The patient, however, 
decided to proceed with medical management with miso-
prostol. A written informed consent was obtained from her 
before the procedure.
Management started with 200 µg of misoprostol vagi-
nally as a loading dose, followed by 100 µg misopros-
tol orally every 6 hours until a total of five doses had 
been administered (as per hospital protocol). The patient 
received a total of 700 µg misoprostol. Six hours after 
the fifth dose the patient started to complain of hema-
turia. The patient was vitally stable with a BP 110/70 
mmHg, pulse 76/minutes and afebrile. On abdomi-
nal examination; the abdomen was lax, moving freely 
with respiration with no tenderness or rigidity. Uterus 
was around 14-16 weeks size. Per vaginal examination 
revealed a closed cervix with no bleeding, mobile uterus 
of 14-16weeks size, and fornices were free. A urethral 
catheter was inserted, and 200 ml of frank hematuria 
were drained. 
A bedside ultrasound scan was done, which showed an 
empty uterus with the fetus and placenta inside the urinary 

European Journal of Medical Case Reports
Volume 5(2):55–58
https://doi.org/10.24911/ejmcr/173-1601058983

OPEN ACCESS: This is an open access article distrib-
uted in accordance with the Creative Commons Attribu-
tion (CC BY 4.0) license: https://creativecommons.org/
licenses/by/4.0/) which permits any use, Share — copy 
and redistribute the material in any medium or format, 
Adapt — remix, transform, and build upon the material 
for any purpose, as long as the authors and the original 
source are properly cited.

OPEN ACCESS
OPEN ACCESS

OPEN ACCESS

https://orcid.org/0000-0003-2516-2615
https://orcid.org/0000-0002-9918-2363
mailto:raneyah@med.asu.edu.eg
https://doi.org/10.24911/ejmcr/2/18


Mohamed Mahmoud Abdelhamid Ahmed Elmezaien et al

56

bladder, and there was no free fluid in the pelvis. The 
hemoglobin level at that stage was 10.6 g/dl. In view of 
the previous ultrasound scan, uterine rupture was diag-
nosed, with bladder injury through which the fetus mostly 
migrated. Two units of blood were cross-matched, and the 
patient was prepared for an exploratory laparotomy after 
consenting for possibility of bladder injury/cystostomy 
and hysterectomy. 
Intraoperative, no blood was found in the abdomen, and 
the bladder was found densely adherent to the uterine scars 
with almost no plane of cleavage. Intentional cystostomy 
was done in the dome of the urinary bladder around 3 cm 
linear incision. The fetus and the placenta were extracted 
from the urinary bladder cavity. Then dissection of the 
urinary bladder off the uterus revealed the uterine rup-
ture at the site of caesarean scar (about 3 cm gap), which 
was sutured in two layers. The urology team (consultant 
and resident) repaired the bladder in two layers with no 
complications. The patient was given antibiotics as per 

protocol (3rd generation cephalosporin and metronida-
zole) and had a good postoperative recovery. A follow-up 
2 weeks later by the urology team was done and she had a 
normal ascending cystourethrogram.

Discussion
Despite being uncommon, second-trimester pregnancy 
loss is an important event in the woman’s reproductive 
history [3]. Also, it represents an established clinical prob-
lem especially in the setting of a scarred uterus. Different 
medical and surgical methods can be used for the man-
agement of second-trimester loss including D&E, hys-
terotomy, prostaglandin analogs, mifepristone, osmotic 
cervical dilators, Foley catheters, and oxytocin [4,5]. 
Although D&E for second-trimester miscarriage might 
be preferred as being more cost-effective with fewer 
complications than medical management [4]; its safety 
depends on the surgeon’s skill and experience, and it may 
cause psychological trauma [5]. Thus, less traumatic and 
noninvasive methods are needed, taking into considera-
tion the woman’s preferences and choices. Misoprostol 
is a synthetic prostaglandin E1 analog, that is currently 

Figure 1. The arrow points to the fetal hand becoming visible 
through the cystostomy. U = uterus.

Figure 2. The fetus (F) being extracted from the bladder (B). U = 
uterus.
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recommended as an effective agent for the termination 
of pregnancy in various gestation, cervical ripening, 
labor induction in term pregnancy, treatment of incom-
plete miscarriage, and possible management of postpar-
tum hemorrhage and retained placenta [5,6]. In 2012, the 
International Federation of Obstetrics and Gynecology 
(FIGO) produced a chart detailing recommended dosages 
of misoprostol when used alone, for a variety of gyneco-
logic and obstetric indications. As new evidence emerged, 
and together with the experts’ opinions, these guidelines 
were revised and expanded in 2017. According to the 
updated regimen, cases of fetal death at 13-26 weeks’ ges-
tation, it is recommended to use 200µg every 4-6 hours 
by vaginal, sublingual, or buccal route [6]. However, this 
should not be preferred over (mifepristone plus misopros-
tol) regimen if mifepristone is available [4-6]. In our case, 
the patient preferred to go with medical management with 
misoprostol. Unfortunately, mifepristone was not readily 
available in our country, so we used a misoprostol-only 
regimen. Our main concern was about the scarred uterus; 
the patient had four previous cesarean sections. Although 
FIGO recommends the same dose for both scarred and 
unscarred uteri at 13-26 weeks’ gestation (based on the 
available studies quoting the rupture of uterus as a rare 
complication 0.3%) [6]; our local protocol adopts reduc-
ing the dose in cases of scarred uteri, especially in cases of 
more than one previous cesarean delivery. So, our patient 
was given 100 µg every 6 hours. Despite all these precau-
tions, rupture of the uterus eventually occurred. In fact, 
this was a probable and an anticipated outcome in her case 
(four previous cesarean sections). 
Uterine rupture is a serious life-threatening obstetric 
emergency, more commonly encountered in third-trimes-
ter pregnancies during labor; but might occur rarely in 
first- or second-trimester.Risk factors for uterine rupture 
include advanced maternal age, multiparity, macrosomia, 
shoulder dystocia, scarred uterus, morbid adherence of 
placenta, and medical termination of pregnancy [2]. Our 
case was multiparous with four previous cesarean deliver-
ies, undergoing medical management of miscarriage; thus, 
uterine rupture was expected. However, the reported risk 
of uterine rupture among women with a prior cesarean 
delivery using misoprostol in second-trimestric losses is 
less than 0.3% [6]; that was why it was agreed upon to 
proceed with. 
Classically, uterine rupture presents with acute abdominal 
pain, vaginal bleeding, recession of the fetal part, hemop-
eritoneum, and hemodynamic instability. However, this 
is not always the case in second-trimestric uterine rup-
ture. Atypical clinical presentations like gastrointestinal 
symptoms (epigastric pain, constipation, and diarrhea), or 
a picture suggestive of chorioamnionitis (fever, abdomi-
nal pain, and leukocytosis) were previously reported [2]. 
Another case presented with significant urinary retention 
following second-trimester abortion, and uterine rupture 

was unexpectedly discovered during diagnostic laparos-
copy [1]. In our case, the only presentation was hema-
turia. Otherwise, the patient was vitally stable, with lax 
abdomen, no free fluid in the abdomen, and no drop in 
hemoglobin. The diagnosis was based upon high index of 
suspicion, guided by the ultrasound findings. The ultra-
sound scan showed an empty uterus with the fetus and 
placenta inside the urinary bladder, and no free fluid in the 
pelvis. This points out the importance of the ultrasound 
in the early detection of some cases of second-trimester 
uterine rupture before progressing to hemodynamic insta-
bility. However, this should not be relied upon solely; high 
index of suspicion and vigilance about clinical signs and 
symptoms are still important mainstays for diagnosis. 

Conclusion
Second-trimester uterine rupture may present with atypi-
cal symptoms or signs; such as hematuria. High index of 
suspicion, guided by imaging techniques, is essential for 
early diagnosis to reduce maternal morbidity.
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Summary of the case

1 Patient (gender, age) Female, 31-year-old.

2 Final diagnosis Uterine rupture

3 Symptoms hematuria

4 Medications Misoprostol

5 Clinical procedure
Started termination of pregnancy with 200 µg of misoprostol vaginally as a loading dose, fol-
lowed by 100µg misoprostol orally every 6 hours until a total of five doses had been adminis-
tered; then, laparotomy for fetal extraction and repair of the uterus and urinary bladder
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