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Abstract

Spontaneous uterine rupture during pregnancy is a life-threatening complication that predominantly occurs in the third trimester.
A scar resulting from a prior cesarean section represents the primary risk factor for uterine rupture. It is one of the most severe
complications in obstetrics, accompanied by bleeding, severe traumatic and hemorrhagic shock, and high perinatal mortality for
both the fetus and the woman. Cases of uterine rupture without commonly accepted risk factors, regardless of parity or gestational
age, have been described in the literature. Here, we present a clinical case of a complete uterine rupture occurred outside a medical
facility at gestational age of 25 weeks in a multiparous woman with a complicated obstetric-gynecological history, lacking uterine
scar. This was accompanied by severe hemorrhagic shock, cardiac arrest, and antenatal fetal demise. High-quality specialized care
resulted in a favorable outcome for the mother.
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Pe3tlome

CNOHTaHHbIA Pa3pblB MaTKU BO BPEMs GEPEMEHHOCTU SBMAETCH YrPOXALLMM ANS XKU3HU OCNOXKHEHWEM, KOTOPOe BO3HMKAET
npeumyLLecTBeHHO B Il TpMMecTpe, 0CHOBHbIM (DAKTOPOM pUCKa pa3pbiBa MaTKK ABNISETCSA Hanuyue pybua nocne Kkecapesa ceye-
HUA. 3TO OLHO U3 CAMbIX TAXENbIX OCNIOXKHEHWIA B aKYLLEPCTBE, CONPOBOXAAIOLLEECH KDOBOTEHEHUEM, TAXKENLIM TPABMATUYECKUM
1 TeMOpparm4yecKum LIOKOM, C BbICOKOWA MepuHaTanbHOW CMEPTHOCTbIO MNIOAA U XKEHLMHbI. B nuTepatype onucadbl cry4an
pa3pbiBa MaTKW MpuU OTCYTCTBUM OBLLENPUHATLIX (DAKTOPOB PUCKA, HE3ABMCUMO OT NapuTeTa PoLoB 1 CpoKa rectauun. B gaHHoi
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CTaTbe ONUCaH KNNHUYECKMIA Cyyaii NOMHOro pa3pbiBa MaTKW BHE CTALMOHapa B CPOKE 6EPEMEHHOCTYN 25 HeflleNb Y MHOr0pOXKaB-
LUeli C OTArOLLEHHBLIM aKYLLEPCKO-TMHEKONOMNYECKIM aHaMHe30M, 6e3 pybLa Ha MaTke, CONPOBOXAABLUNACS Pa3BUTUEM TSKe-
NOro reMopparu4eckoro LWoKa, 0CTaHOBKOW CEPAEYHO LeATeNbHOCTY 1 aHTeHaTanbHoN rmbenbio nnoja. Boicokoksanmpuumpo-
BaHHaa crneuuanu3npoBaHHas NoOMOLLb onpegenuna 6naronpusTHbIA UCX0L 419 MaTepu.

Kntouyesble cnosa: 6epeMeHHOCTb, MHOrOpOXXaBLLUas, paspbiB MaTkn, KPOBOTEYEHME, BPACTaHME MALEHTbI

Inga untuposanus: boabikos K., JTokwuH B.H., MyxameTosa 3.E., buuiekosa b.H. CroHTaHHbI pa3pblB MaTKi y MHOFOPOXXaB-
LU XXeHLLMHbI 663 pybua Ha maTke. Akywwepctso, [nHekonorus v Penpogykunsa. 2025;19(2):299-305. https://doi.org/10.17749/

2313-7347/0b.gyn.rep.2025.604.

What is already known about this subject?

» Uterine rupture is a critical obstetric complication occurring
during pregnancy or childbirth, characterized by high maternal
and perinatal morbidity and mortality rates, primarily due to
internal bleeding, antenatal/intrapartum fetal demise, hemor-
rhagic/pain shock, cardiac arrest, and disseminated intravas-
cular coagulation.

» In recent decades, due to expanded indications for operative
delivery, a uterine scar has become a primary risk factor for
uterine rupture. Cases of spontaneous rupture at the scar site,
in association with placenta accreta spectrum, significantly
increase adverse outcomes for both mother and fetus.

» Rupture of the unoperated uterus during pregnancy is quite
rare. The risk group includes multiparous women and those
with a history of intrauterine manipulations such as dilatation
and curettage (D&C) or uterine septum resection.

What are the new findings?

» It challenges the standard notion that uterine scarring is the
primary risk factor for uterine rupture during pregnancy. While
collecting histories from unoperated pregnant women, special
attention should be paid to risk factors that may lead to spon-
taneous uterine rupture.

» Spontaneous uterine rupture can occur at any point in
pregnancy without traumatic or violent factors, even in the
absence of the known risk factors. Timely diagnostics and
emergency assistance can reduce maternal and perinatal
morbidity and mortality.

How might it impact on clinical practice in the foreseeable

future?

» Increased attention and vigilance towards multiparous women
with complicated obstetric histories as a risk group for
spontaneous uterine rupture during pregnancy is required.
Primary health care providers should educate women about
family planning and contraception to maintain an optimal
interpregnancy interval.

» Pregnant women in the risk group for spontaneous uterine
rupture are advised to undergo placental vessel ultrasound
Doppler examination and, if necessary, magnetic resonance
imaging to rule out placenta accreta spectrum.

OCHOBHbIE MOMEHTbI

Yro yXe u3BeCTHO 06 3T0i Teme?

» PaspbiB MaTKU — KPUTMYECKOE aKyLLEPCKOE OCIIOXHEHne 6epe-
MEHHOCTI UI POLOB, XapaKTEpU3YHLLEeCs BbICOKUM YPOBHEM
MaTepPUHCKOI 1 nepuHaTanbHO 3a6071eBaeMOCTI U CMEPTHO-
CTU, B MEPBYI0 04epelb U3-3a BHYTPEHHEr0 KPOBOTEHEHNS,
aHTeHaTaIbHO/MHTPaHaTanbHoM rbeni nioga, remopparuye-
CKOro/60/1€B0Or0 LLOKA, 0CTAHOBKM CepALa n AUcCeMUHUPOBAH-
HOr0 BHYTPUCOCYANCTOrO CBEPThIBAHUS KPOBU.

» B nocneaHue LecaTUneTus B CBA3M C pacLUNPeHNeM nokKasaHuii
K OnepaTnBHOMY POAOPA3PELLEHNIO pybeL, Ha MaTke cTan
OCHOBHbIM (DaKTOPOM pucka pas3pbiBa MaTki. Cyyam croHTaH-
HOr0 paspbiBa MATKW MO pyo6Ly B COYETAHWUM C BpacTaHWEM
MaLeHTbl B 0651aCTh py6La 3Ha4NTESIbHO YBENNYMBAOT Hebna-
rONPUATHBIA UCXOL KaK Ans Matepu, Tak u Ans nnoga.

» PaspblB HEONEPMPOBAHHOW MaTKN BO BPeMS 6epeMeHHOCTU
BCTPEYaeTCs [OBONLHO peaKo. [pynny pucka no CnoHTaHHOMY
pa3pbIBy MaTKM COCTABASIOT MHOTOKPATHO POXXABLUNE XEHLLMHDI
11 KEHLLWHbI, UMEIOLLNE B aHAMHE3e BHYTPUMATOYHbIE MAHUMY-
NALUNN: BbICKABIMBAHNE CTEHOK, PAcCeYeHne Neperopoaku
B NOMOCTN MaTKM.

Y10 HOBOrO faeT cTaTbea?

» V6upaet wabnoH 06 0CHOBHOI rpynrne pucka no paspbIBy
MaTKu BO Bpems 6epemMeHHOCTM — py6eL, Ha matke. pu céope
aHaMHe3a y HeornepupoBaHHbIX 6epeMeHHbIX 0C060€e BHUMaHMe
HE0b6X0ANMO yaensTb (hakTopam puUCKa, KOTOpble B AaNibHEN-
LLIeM, 10 Mepe NporpeccupoBaHns 6epeMeHHOCTI, MOTYT BbITb
MPUYNHON CMOHTAHHOIO Pa3pbiBa MaTKM.

» CMOHTaHHbIA pa3pblB MATKU MOXET NPOM30IATI B N060M CPOKe
6epemMeHHOCTN, 6e3 TpaBMaTU4eCKOro/HacUIbCTBEHHOrO
BO3/ENCTBNA, JaXe Npu OTCYTCTBUM (DAKTOPOB pUCKa paspblia
maTkun. CBOEBPEMEHHAs ANArHOCTUKA U OKa3aHWe HEOTIIOXKHOI
MOMOLLY MO3BOSIUT CHU3UTb MATEPUHCKYHO W MEPUHATANIbHYIO
3260/1BaEMOCTb U CMEPTHOCTb.

Kak 310 MOXET NnoBNMATb Ha KIIMHNYECKYH) NPAKTUKY

B 0603pumom Gyayiem?

» TpebyeTcs NOBbILIEHHOE BHUMAHWE 1 HACTOPOXXEHHOCTb B OTHO-
LUIEHI MHOFOPOXKABLLINX XKEHLUWH C OTArOLLEHHbIM aKyLIEPCKUM
aHaMHe30M KakK rpynmne pucka no CoHTaHHOMY paspbIBYy MaTKu
BO Bpems 6epeMeHHOCTI. Bpayn nepBMYHOrO 3BEHA AOKHbI
NPOCBELLATh XEHLUMH M0 BONPOCAM MAHUPOBAHUA CEMbN
11 KOHTpauenuyun ans NoAAePXKaHUs ONTUMANbHOIO MHTEpBana
MEXZy pojami.

» bepemeHHbIM rpynmbl pucka no CNOHTAHHOMY Pa3pbiBY MaTKK
PEKOMEHAYETCA NPOBOAUTL YNbTPA3BYKOBYIO A0MNEPOrpacpnio
COCYJ0B NAALEHTbI, a NP HE06XOAMMOCTM 1 MarHUTHO-PE30-
HAHCHYI0 TOMOrpacuio Ans UCKNYeHUs BPACTaHUS BOPCUH
XOPWOHA B MUOMETPUIA.
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Introduction / BBegeHue

One of the severe complications in obstetrics is pre-
sented by uterine rupture resulting in disruption of the
uterine wall integrity. According to the criteria for near
miss events, this pathology is classified as a critical
complication of pregnancy and childbirth because it is
always accompanied by massive bleeding that leads to
hemorrhagic shock, requiring immediate emergency in-
tervention [1].

In recent years, due to the expanded indications for
operative delivery, the primary risk group for uterine
rupture during pregnancy has consisted of women with
uterine scar due to previous cesarean section (78-84 %),
so that the risk increases with each subsequent scar.
Women undergone conservative myomectomy, especial-
ly those who experienced a rupture of the uterine cavity
during myoma removal, as well as those with intraute-
rine manipulations and post-laparoscopic surgeries due
to ectopic pregnancies, are also at risk [2, 3].

Uterine ruptures during pregnancy are characterized
by high perinatal mortality rates, with antenatal fetal loss
being reported in as high as 70-92 % cases. Even with
medical assistance, maternal mortality remains high
(1-2 deaths per 100 uterine ruptures), reaching some-
times 60-70 % among women who are hospitalized late
[4]. Hemorrhage, septic complications, and thrombo-
embolic complications are the main causes of maternal
mortality during uterine rupture [5, 6].

In cases without history of surgical interventions on
the uterus, the risk group for spontaneous uterine rup-
ture during pregnancy includes multiparous women with
a complicated obstetric history (repeated instrumental
curettage of the uterine cavity) [7]. Nonetheless, it is re-
ported about cases of uterine rupture during pregnancy
in the absence of overt risk factors, such as spontane-
ous atypical rupture along the posterior uterine wall with
an existing scar on the anterior wall [8], in primiparous
women [9, 10], in pregnant women with connective tis-
sue disease [11], as well as at gestational age of 17 and
26 weeks without risk factors [12, 13]. It is noted, how-
ever, that spontaneous uterine rupture without risk fac-
tors in history occurs quite rarely [14, 15]. An additional
risk factor for uterine rupture during pregnancy is pla-
cental attachment anomaly which significantly increases
the risk of adverse outcomes for both the mother and
the fetus. In 2019, the clinical case was described in-
volving a uterine rupture at 33-34 weeks of pregnancy
in a woman with placental invasion along the anterior
uterine wall [16]. According to V.E. Radzinsky (2017),
the primary cause of uterine ruptures is the morpho-
logical structural inadequacy in the myometrium, mainly
resulting from damaging factors such as hypoxia, re-
duced blood supply to the myometrium (ischemia), and
inflammation [17].

The absence of overt risk factors for uterine rupture
during pregnancy in a woman, along with the rare inci-
dence rate of this pathology, do not facilitate prompt dia-
gnostics; rather, timely detection of uterine rupture and
immediate surgical treatment are crucial in preventing
maternal and perinatal mortality.

Clinical case / KnTnHHYe€CKHH CTyday

Patient A., a 32-year-old woman, was transported on
September 29, 2024, at 02:20, by an ambulance team on
a stretcher in a severely critical condition.

According to her accompanying husband, she began
to experience pulling pains in the lower abdomen on
September 28, 2024, at 16:00. On September 28, 2024,
at 23:00, there was a single episode of vomiting during
ongoing lower abdominal pain; she did not seek medical
help and fell asleep. On September 29, 2024, at 02:00,
the pregnant woman woke up from a sharp stabbing
pain in her abdomen and lost consciousness; she was
transported by the ambulance team to the emergency
room of the city perinatal center. Medical personnel was
mobilized, and a 0.9% sodium chloride infusion was ad-
ministered intravenously. Oxygen was provided through
binasal cannulas.

From the patient history, chronic pyelonephritis diag-
nosed since 2017, exacerbated in 2020.

Obstetric history / Akywepckuii anamHe3

Since 2015, the patient had four term deliveries (2015,
2017, 2021, 2023) and two spontaneous abortions (2019,
2022) at gestational age of 8 weeks, which required curet-
tage. Current pregnancy was the seventh, registered at the
women's consultation since gestational age of 12 weeks;
patient A. visited the attending physician five times. The
multiparous woman, with a complicated obstetric his-
tory, excess body weight (body mass index = 29.4) and
iron deficiency anemia, was in the high-risk group for de-
veloping obstetric complications such as preeclampsia,
premature labor, and bleeding during pregnancy/labor/
postpartum period. According to the clinical diagnostics
and treatment protocol of the Ministry of Health of the
Republic of Kazakhstan [18], preventive measures were
implemented, including the prescription of combination
of acetylsalicylic acid (75 mg) and magnesium hydroxide
(15.2 mg) 1 tablet per day, and calcium supplements —
calcemin 1000 mg/day starting from gestational age of
14 and 16 weeks, respectively. The last visit to a women's
consultation occurred at gestational age of 24 weeks and
3 days, being administered anti-anemia therapy for iron
deficiency anemia (hemoglobin = 85 g/L).

Upon admission / Mpu noctynnesuu

The pregnant patient’s condition was extremely criti-
cal; she was agitated and disoriented with a confused
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consciousness, unable to accurately respond to ques-
tions. The pupils were of medium size, with a lively con-
sensual photoreaction. Tendon and periosteal reflexes,
and muscle tone were preserved. No signs of menin-
geal irritation were present. Skin was pale, with a cold,
sweaty, sticky surface, and pointed facial features. The
tongue was dry with a white coating. Lung examina-
tion revealed diminished breath sounds without wheez-
ing, respiratory rate — 35 breaths per minute. Muffled
heart tones, heart rate — 145 beats per minute; blood
pressure —60/35-50/30 mm Hg, and oxygen saturation
(Sp0,) — 75 %. The shock index — 2.4. Due to severe ten-
sion and tenderness of the anterior abdominal wall mus-
cles, upon palpation of the abdomen it was impossible
to palpate the uterus. No pathological discharge from the
genital tract. No urine output was recorded via catheter.

Diagnosis upon admission: Gestational age — 25 weeks
and 1 day. Complete premature placental abruption. Ute-
rine rupture? Hemorrhage. Severe hemorrhagic shock.
Antenatal fetal demise. Multiparous. Moderate anemia.
Complicated obstetric history.

Emergency laparotomy was indicated, and the extent
of the operation was to be determined upon opening
the abdominal cavity. The patient was transported on
a stretcher accompanied by an obstetrician-gynecologist
and a resuscitator to the operating room. Blood group
was redefined as B (lll), Rh(+) positive. Blood transfu-
sion including 1000.0 ml of thawed fresh frozen plasma
was prepared.

At 02:25. A second peripheral vein was catheterized
in operating room followed by blood sampling to assess
complete blood count, coagulation profile, and biochemi-
cal analysis.

At 02:27, cardiac arrest presented as asystole oc-
curred on operating table; no pulse detected in the ma-
jor arteries. Immediate cardiopulmonary resuscitation
was initiated: external cardiac compression, intubation
performed, and connected to a mechanical ventilation
apparatus. Epinephrine 1 mg was administered intrave-
nously, along with atropine 0.1 % 1.0 ml intravenous-
ly. Resuscitation efforts were carried out for 8 minutes,
spontaneous circulation was restored: blood pressure
was 70/43 mm Hg, heart rate — 120 beats per minute,
Sp0, — 95 %. Norepinephrine was administered at a rate
of 0.3 pg/kg/min, and the jugular vein was catheterized.

Surgery / Onepauus

Upon opening the abdominal cavity, a complete fun-
dal uterine rupture sized 7 cm was identified. A deceased
preterm female fetus weighing 720 g, with 2500 ml of
hemorrhagic fluid were present among the intestinal
loops. The placenta was located at the fundus of the
uterus at the rupture site, sized 14.0x9.0x5.0 cm, with
signs of invasion into the uterine wall. A total hysterec-
tomy without appendages was performed, with ligation of

the internal iliac arteries, abdominal cavity was drained.
Clear urine output via catheter, with a volume of 500.0 ml.
Total blood loss was 4000.0 ml. Hemodynamics during
the operation was stable: blood pressure — 124/74 mm
Hg, heart rate — 82 beats per minute, Sp0, — 99 %.

Clinical-laboratory findings indicated a maximum de-
crease in hemoglobin levels to 49 g/L, a decrease in
platelet count to 46.0x10%L; signs of hypocoagulation
noted: fibrinogen level declined to 1.7 g/L, international
normalized ratio (INR) — 1.54, prothrombin time - no co-
agulation, and prothrombin index — 59.7 %, with activa-
ted partial thromboplastin time (APTT) at 45.0 seconds.

Total infusion volume constituted of fresh frozen plas-
ma —1700.0 ml, red blood cell suspension —2320.0 ml;
Hextend — 500.0 ml, cryoprecipitate — 400.0 ml, plate-
let mass — 870.0 ml, 0.9 % sodium chloride solution —
2500.0 ml. The total infusion volume reached 8290.0 ml.

At the end of the operation, laboratory data showed:
hemoglobin level — 89 g/L, platelet count — 168x10%L,
fibrinogen level — 4.18 g/L, INR — 1.48, prothrombin
time — 32.7 seconds, and prothrombin index — 58.4 %.

The gross specimen revealed an enlarged uterus cor-
responding to gestational age of 14 weeks. The uterus
appeared pale, flaccid, and showed a complete rupture.
The placenta was positioned at the fundal area, at the
rupture site. The specimen was sent for histological ex-
amination.

Diagnosis post-operation. Complete uterine rupture
at gestational age of 25 weeks and 1 day. Placenta per-
creta. Hemorrhage. Severe hemorrhagic shock. DIC syn-
drome. Cardiac arrest. Antenatal fetal demise. Severe
post-hemorrhagic anemia. Multiparous. Complicated
obstetric history.

Surgery. Laparotomy. Total hysterectomy without
appendages. Ligation of internal iliac arteries. Plasma
transfusion. Gryoprecipitate transfusion. Abdominal
drainage. Successful cardiopulmonary resuscitation.

29.09.2024 At 4-5 hours post-hysterectomy, in-
creased hemorrhagic discharge from the abdominal ca-
vity via drain, reaching 1000.0 ml and continuing. Clini-
cal-laboratory investigations indicated a further decrease
in hemoglobin level to 58 g/L, platelet count down to
87.0x10%L, signs of hypocoagulation showed a decline
in fibrinogen content to 1.32 g/L; INR - 1.77; APTT-
85.0 seconds.

Taking into consideration development of intra-ab-
dominal bleeding along with DIC syndrome, a multidis-
ciplinary consultation decided to perform relaparotomy,
abdominoscopy, and plasma transfusion.

Relaparotomy / Onepauus penanapoTomuu

Relaparotomy was performed, and review of the ab-
dominal cavity and pelvis found that the sutures were
intact without bleeding; hemostasis of the retroperitoneal
space was executed and abdominal drainage was estab-
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lished. Autologous blood was returned using a CellSaver
apparatus. Hematoplasma transfusion was conducted,
with total blood loss noted at 3500.0 ml.

Intra-surgery hemodynamics: blood pressure —
134/92 mm Hg, heart rate — 119 beats/min, Sp0, — 100 %.
Infusion volumes: fresh frozen plasma — 1200.0 ml, red
blood cell suspension — 1320.0 ml, Hextend — 500.0 ml,
cryoprecipitate — 280.0 ml, platelet mass — 650.0 ml, re-
infusion — 1223.0 ml; and 0.9 % sodium chloride solu-
tion — 1500.0 ml, Ringer’s solution — 1000.0 ml. The total
infusion volume accounted for 7673.0 ml.

Postoperative period / lNocneonepauuoHblit nepuog

During the postoperative period, the patient was in the
Intensive Care Unit (ICU) on extended mechanical ven-
tilation, extubated on day 3. Several examinations were
carried out: ECG — sinus rhythm at 80 beats/min; normal
cardiac electrical axis position was reported.

Echocardiography revealed no zones of local hypoki-
nesis; the left ventricular contractile function was pre-
served; no signs of pulmonary hypertension, mean pres-
sure in the pulmonary artery — 27 mm Hg.

Cardiology examination: no signs of coronary patho-
logy at examination.

Doppler ultrasound of the lower extremity veins in-
dicated preserved patency of both deep and superficial
veins, with no signs of deep or superficial vein throm-
bosis identified.

Ultrasound examination of the thoracic cavity, abdo-
minal cavity, and pelvis revealed 130 ml free fluid in the
right pleural cavity; traces of free fluid in the abdominal
cavity; renal calyces and pelvis not dilated; and intestinal
loops not distended.

Notably, acute kidney injury was observed, presented
as a prerenal type, and acute hepatitis of ischemic origin
along with severe hemorrhagic shock. The patient was
repeatedly consulted by nephrologists, hepatologists,
and cardiologists, with therapy adjustments. Owing to
a multidisciplinary approach, complications during the
postoperative period were managed conservatively.

A comprehensive treatment plan involving antibac-
terial, anti-inflammatory, anemia-correcting, general
strengthening, detoxifying therapies was implemented,
alongside the management of acute kidney and liver in-
juries, and prophylaxis of thromboembolic complications,
resulting in effective outcomes. The patient was trans-
ferred from the ICU to the postpartum department on
day 9 post-surgery and was discharged home on day 13.

The report from the pathology examination of the
surgical material indicated an enlarged uterus sized
13.0%x10.5%6.5 cm, with deformed fundus and disrup-
ted integrity, irregular edges. From an extended de-
fect of irregular shape, the placenta with ruptures sized
14.0%x9.0x5.0 cm was extruded and was partially implant-
ed — placenta percreta.

Conclusion / 3ak1oueHue

Thus, the high parity of pregnancies and childbirths
(4 term deliveries and 2 spontaneous abortions), ne-
glected inter-conception interval, and incongruence of
the uterine muscle apparatus (twice curettage of the
uterine cavity) led to placental attachment anomaly (pla-
centa percreta) and collectively caused uterine rupture
in a multiparous woman without a uterine scar, as con-
firmed by histological examination data.
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