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Abstract: The most common obstetric complications after severe trauma in pregnancy are miscarriage, premature labor and 
premature rupture of membranes. Uterine rupture is rare and it occurs in less than 1% of pregnant women victims of this kind of 
accidents. We describe the case of a 36 years old woman victim of a tragic motor vehicle accident. Shock and unconsciousness 
were the principal symptoms and uterine rupture was discovered at CT scan. A conservative surgical treatment was attempted. 
The prognosis remains poor and improving it requires the improvement of pre-hospital care. 
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1. Introduction 

Motor vehicle is the most common cause of severe trauma 
in pregnancy, which is itself the first cause of non-obstetrical 
maternal death in this context (1). Physiologic modifications 
in pregnancy can delay the diagnosis of the uterine rupture and 
the first sign can be fetal distress. We present a rare case of 
uterine rupture complicating a motor vehicle trauma. The 
management must be fast in order to improve the prognosis. 

2. Case Presentation 

A 36-years old woman with no significant history has been 
admitted to the emergency department after a motor vehicle 
accident; she was a backseat passenger victim of a violent 
motorcycle collision with a bus. The motorcycle conductor 
was found dead. 

The patient was admitted unconscious GCS 8/15, the blood 
pressure was 65/32 mmHg, heart rate was 160cycles/min, 
breathing rate was at 32cycle/min, the abdomen was soft 
without guarding, Head, neck, and chest examination were 
unremarkable. Resuscitation maneuvers were performed (2 
venous accesses were taken, 2 liters isotonic saline perfusion, 
norepinephrine, orotracheal intubation and assisted ventilation, 
blood transfusion). A fast ultrasound showed an important 
intra-abdominal effusion located in the mourisson, in the 

splenorenal space, and in the rectouterine pouch of Douglas. 
After the hemodynamic was stabilized, we completed 

imaging by a total body scan which showed in the peritoneum 
and just behind the abdominal wall muscles the presence of a 
heterogeneous fluid density formation containing tissue and 
bone, grossly ovoid measuring about 12cm/6cm associated 
with dense and fluid intraperitoneal effusion, estimated to 2 
liters. These findings are corresponding to an intraperitoneal 
embryo associated with haemorrhagic effusion (figure 1).  

 

Figure 1. CT scan in axial section after injection of contrast material 

showing in the peritoneum and just behind the abdominal wall muscles the 

presence of a heterogeneous fluid density formation within tissue and bone 

grossly ovoid measuring about 12cm/6cm associated with dense and fluid 

intraperitoneal effusion. 



132 Ahmed Belkouch et al.:  Traumatic Rupture of the Pregnant Uterus after Motor Vehicle Accident: A Case Report 
 

The patient was then immediately transferred to the 
operating room to undergo an exploratory laparotomy which 
objectified uterine rupture located in the fundus and in the 
peritoneal cavity the dead fetus and the placenta; no other 
organs injury was found. A senior gyneco-obstetrician surgeon 
has then been called and a conservative treatment was 
attempted. 

The patient died two days after in the intensive care unit due 
to disseminated intravascular coagulopathy; some family 
visitors confirmed she was 12 weeks pregnant. 

3. Discussion 

Trauma continues to be the leading non obstetrical cause of 
maternal death (1), it happens in 5% to 7% of all pregnancies 
(2-3) and the most common cause is motor vehicle accidents 
(4). 

Miscarriage, premature labor and premature rupture of 
membranes are the most common obstetric complications. (5) 

Uterine rupture is rare and it occurs in less than 1% of 
pregnant women victims of this kind of accidents (6). Factors 
promoting the uterine rupture are sudden increases in 
abdominal pressure and deceleration phenomena (5). 

Fetal death occurs in 0.03-0.09% of these cases (7), its 
primary cause is maternal death followed by placental 
abruption (8). According to Weiss & al, placenta abruption 
was responsible of 42% of fetal deaths; 11% were due to 
maternal schock or death. (4), both were present in our case. 

Physiologic modifications during pregnancy include a 45% 
increase in maternal blood volume and a 20 to 30% increase in 
cardiac output (8). Vasoconstriction of uterine arteries and a 
decrease in the in the uterine blood flow are the first changes 
intending to compensate blood loss as in uterine rupture. This 
means that the first sign of shock will be fetal distress.  

The classic symptoms of uterine rupture are severe 
abdominal pain associated with defense, severe maternal 
shock, vaginal bleeding and palpated fetus outside the uterus; 
however, this clinical picture is sometimes not complete as for 
our patient admitted with hemorrhagic shock and 
unconsciousness as principal symptoms. 

Abdominal coupled to obstetrical ultrasound is the gold 
standard for the assessment of both abdominal lesions 
(intraperitoneal effusion) and fetal vitality. As we did not 
previously know that the patient was pregnant we performed a 
classic FAST echo which showed the hemoperitoneum but did 
not help to detect the fetus as our emergency physicians are 
not trained to obstetrical ultrasound. 

The CT scan is better to the assessment of both maternal 
and fetal lesions, it can also detect other traumatic lesions but 
the realization of this review should not delay care if maternal 
and / or fetal prognosis is in imminent danger (9). 

In our case we performed a total body CT scan as indicated 

for the management of severe trauma which suspected the 
diagnosis of uterine rupture by the presence of the fetus in the 
peritoneal cavity with hemoperitoneum. 

Controlling bleeding should be the primary goal. Rescue 
hysterectomy is sometimes necessary. However, each time a 
preservative treatment can be performed it must be preferred.  

The maternal-fetal prognosis remains poor, as in our case, 
the control of bleeding was not sufficient to save the patient 
and she died after disseminated intravascular coagulopathy, 
which is frequent in this context due to physiological 
modifications; indeed Pregnancy represents an inner 
transitional prothrombotic state. The prehospital management 
and rapid rescucitation in the emergency room is critical to 
reducing morbidity and maternofetal mortality (9). 

4. Conclusion 

Motor vehicle trauma continues to be the leading cause of 
severe trauma to pregnant women in our country and around 
the world. Uterine rupture is a rare complication but remains 
very serious with a poor prognosis. In our country, improving 
the prognosis depends on improving the pre-hospital care. 
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