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Case Report

A rare case of urinary bladder rupture and rupture uterus in an
unscarred uterus during vacuum assisted vaginal delivery
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ABSTRACT

Operative vaginal delivery is the use of a vacuum or a forceps device to assist the mother in effecting vaginal delivery
of a fetus. The incidence of operative vaginal delivery in U.S.A is 5% or one in 20 deliveries. A 30 year old Para 2
was referred to our institute with complaints of abdominal distension and urinary catheter draining hemorrhagic urine
since her delivery. Patient gave history of a Vacuum assisted vaginal delivery three days back at a government
hospital. Her previous obstetric history was uneventful. On general examination, she was conscious, with B.P. 110/60
mm of Hg and pulse rate was 84/min. Mild pallor was present. Abdominal examination revealed a distended and
tender abdomen. Laparotomy was performed along with a team of general surgeon and Urologists. Rupture of uterus
in an unscarred uterus is a very rare entity with an estimated occurrence of one in 8000 to 15,000 deliveries8.
Common risk factors for rupture uterus are caesarean section, inappropriate prostaglandin and oxytocin usage,
previous instrumental abortion, instrumental delivery, vigorous fundal delivery, etc. Assisted vaginal delivery using
vacuum or forceps avoids unnecessary caesarean sections, and thus reduces the associated morbidity. Different
studies have proved vacuum is safer than forceps; however expertise is needed for the application of both the
instruments.
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INTRODUCTION

Operative vaginal delivery is the use of a vacuum or a
forceps device to assist the mother in effecting vaginal
delivery of a fetus. The incidence of operative vaginal
delivery in U.S.A is 5% or one in twenty deliveries."
Although the rate of operative vaginal delivery is
declining these days, still vacuum assisted vaginal
deliveries are increasing and it has been estimated that
these account for almost four times the forceps assisted
deliveries.>* Though vacuum assisted deliveries are quite
safe in experienced hands, incorrect application may lead
to dreaded complications like uterine and urinary bladder
rupture.

CASE REPORT

A 30 year old Para 2 was referred to our institute with
complaints of abdominal distension and urinary catheter
draining hemorrhagic urine since her delivery. Patient
gave history of a Vacuum assisted vaginal delivery three
days back at a government hospital. Outcome of delivery
was a stillborn male baby. She also gave history of
application of excessive fundal pressure to expedite the
delivery. Immediately after the delivery, she collapsed
and resuscitation was done and one unit blood was
transfused. Subsequently, she developed abdominal
distension. After catheterization of the urinary bladder
hemorrhagic urine was noticed. She was then referred to
our institute. Her previous obstetric history was
uneventful. On general examination, she was conscious,
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with B.P. 110/60 mm of Hg and pulse rate was 84/min.
Mild pallor was present. Abdominal examination
revealed a distended and tender abdomen. There was
guarding with rebound tenderness and evidence of free
fluid was present. Paracentesis was performed, and
hemorrhagic fluid drained. On vaginal examination, a
Foley’s catheter bulb was felt by the examining finger
through the cervix and a provisional diagnosis of rupture
uterus with urinary bladder rupture was made. Patient’s
relatives were explained the condition of the patient and
an informed consent for laparotomy was taken.
Possibility of hysterectomy was also explained to the
patient as well as her relatives. Adequate blood was
arranged. Laparotomy was performed along with a team
of general surgeon and Urologists. Per operatively,
around two litres of urine mixed with blood was drained
from the abdomen. Uterine rupture in lower uterine
segment with extension superiorly to involve the upper
uterine segment was found (Figure 1). Uterus was
repaired to restore the anatomy and bilateral tubal ligation
was performed. According to urologists, there was a large
rent (around 8 cm) involving the bladder and extending
from the trigone of the bladder to its dome. Both ureteric
orifices were seen and were normal. Bladder repair was
performed with placement of supra pubic catheter.
Exploration of the intestines was done by surgeons to rule
out any associated injury. Peritoneal lavage was done and
abdomen was closed. Post operatively the patient was
given broad spectrum intravenous antibiotics. The post-
operative period was uneventful and she was discharged
after two weeks and thereafter followed up in OPD.

Figure 1: Intraoperative picture showing rupture of
the uterus and urinary bladder
(Foley’s catheter seen).

DISCUSSION

Application of a forceps or vacuum, to assist a vaginal
delivery, has comparable efficacy rates, with
comparatively less maternal morbidity than caesarean
section.” Despite this fact, cases of operative vaginal
delivery are declining.® Complications which can occur
during vacuum assisted vaginal delivery can be maternal
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or fetal or both. Maternal complications commonly
encountered are vaginal, cervical or perineal tears. Fetal
complications include scalp abrasions, sloughing,
cephalhematoma, sub-galeal hemorrhage. Bladder rupture
and rupture uterus are very rare complications
encountered during vacuum assisted vaginal delivery.
Urinary bladder rupture mainly occurs due to incorrect
application of vacuum and failure to empty the urinary
bladder before vacuum extraction. In the present case, the
woman had revealed that at the time of delivery, she had
not evacuated her bladder. Other rare conditions in which
bladder rupture is seen in association with pregnancy are
diverticulum antenatally, during caesarean section, or
during trial of labour in a patient with prior caesarean.’
Rupture of uterus in an unscarred uterus is a very rare
entity with an estimated occurrence of one in 8000 to
15,000 deliveries.® Common risk factors for rupture
uterus are caesarean section, inappropriate prostaglandin
and oxytocin usage, previous instrumental abortion,
instrumental delivery, vigorous fundal delivery etc.®®
These cases are diagnosed in the intrapartum or
postpartum period and managed by either total repair of
the rent or at times subtotal hysterectomy. In our case,
rupture uterus was most probably due to excessive fundal
pressure application. Fundal pressure is the application of
steady pressure on the fundus of the uterus to expedite
delivery and is considered to be one of the most
controversial maneuvers performed during second stage
of labour. In a review by Guney et al, one out of eight
ruptured unscarred uterus cases, was found to be related
to the application of fundal pressure.'®

CONCLUSION

Assisted vaginal delivery using vacuum or forceps avoids
unnecessary caesarean sections, and thus reduces the
associated morbidity. Different studies have proved
vacuum is safer than forceps; however expertise is
needed for the application of both the instruments. Pre-
requisites for operative delivery and all the Do’s and
Don’ts should be strictly followed to avoid dreaded
complications.
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