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Abstract

Vaginal birth after caesarean section (VBAC) is a safe and effective method to reduce the rate of
repeated CS and its associated morbidity and mortality but its success depends on many factors.
Omental prolapse secondary to uterine rupture is a rare and dreaded complication in women
attempting VBAC and its late presentation is much more rarer. A unique case of uterine rupture was
discovered when a woman presented 72 hours after delivery with pain abdomen and on examination
omentum was noted protruding through the vagina. Whether the uterine rupture followed by omental
prolapse, occurred late or patient presented so late remains unexplained in our case.This case also
highlights the importance of the patient education and counselling for institutional delivery and failure

of heath care professionals in achieving it.
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Introduction

Uterine rupture is a rare but grave complication in
obstetrical practice. Prior cesarean section (CS) is
the most important predisposing factor for this
catastrophic event. Although vaginal birth after
cesarean section (VBAC) has a high index of

safety and is intended to reduce maternal

morbidity and mortality substantially, the major
concern is of uterine rupture. It usually occurs
during labor with such a scarred uterus and patient
reports either in intrapartum or immediate
postpartum period. We here report a case of
uterine rupture who presented to us 72 hours post

delivery.
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Case Summary

A 23-year-old woman presented to us with
complaint of pain abdomen since one day. There
was no history of fever, chill, nausea, vomiting,
dysuria and inability to pass flatus and faeces.
Patient gave history of vaginal delivery three days
back at home, by an untrained birth attendant.
After difficult delivery she delivered a good sized
dead baby. As it was home delivery she cant tell
exactly the weight of the baby and cause of death.
According to her she was apparently well two
days post delivery when she developed pain
abdomen which gradually increased in severity
over 24 hours and so patient presented to us with
severe pain abdomen. Her past medical and
surgical histoy was uneventful except for a
caesarean section one year back for fetal distress.
On examination she was pale, had a blood
pressure of 114/80mmHg and a pulse of 96 beats
per minute. On per abdomen examination she had

supra pubic tenderness with guarding. A cloth was
found inserted into vagina, after removal of which
we were appalled to see the omentum protruding
into the vagina[Figurel]. Apiece of cloth was also
seen alongwith omentum. A diagnosis of uterine
rupture was made and the patient was prepared for
laparotomy. Half a litre of haemoperitoneum was
encountered. A full thickness tear along the lower
segment transverse scar was found which was
repaired in layers [Figure 2]. A part of omentum
was found necrosed and so removed. An
intraperitoneal drain was inserted and the rest
operation was uneventful. One unit blood was
transfused and patient was put on broad spectrum

antibiotics. Patient recovered well in postoperative
period and was discharged 8 days after surgery in

good health.

Figure 1: Omentum prolapsed through vagina

along with piece of cloth.

Figure 2. Transverse tear along the previous scar.

Discussion

CS is the most common surgery performed by
obstetricians and its rate is progressively rising
throughout the world ™. Because of the
substantially higher maternal morbidity associated

with a recurrent CS than that with vaginal
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delivery®”®, VBAC has gained popularity in the
past two decades. It had been regarded as a safe
and effective method to reduce the rate of repeated
CS and its associated morbidity and mortality.
However, studies demonstrating higher maternal
and fetal complications in patients undergoing a
trial of labor after CS than in those delivered by an
elective repeat CS have been reported in
literature®4. Uterine rupture is the most serious
complication of VBAC and is reported in 0.5%-
0.7% of women who underwent a trial of labor™.
It usually presents in intrapartum period when it
occurs due to uterine contractions and manifests
as changes in fetal heart rate patterns and/or
vaginal bleeding, prompting an emergency CS. It
may also present in the immediate postpartum
after placental extraction or uterine exploration
and patient then presents with brisk hemorrhage
and/or abdominal pain or tenderness. The
uniqueness of our case lies in its presentation.
Patient presented to us 72 hours post delivery with
vitals maintained and no complain of hemorrhage.
Uterine rupture manifesting as omental prolapse is
itself very rare with only few cases being reported
in literature®®. Late presentation of this
manifestation ie 72 hours postpartum is extremely
rare and to the best of our knowledge, this is the
first report in the English literature of its kind.
What is the cause of this unusual presentation in
our case? We can think of several possibilities.
Since both prior deliveries did not occur in our
hospital, it was not possible to cross check her
medical records. Neither was it possible to

establish what pattern of labour patient underwent.

The first possibility is that as the woman gave
history of delivering a dead baby means that the
rupture could have occurred earlier whence foetal
life was lost. If this would have been the case with
our patient than foetus would have been expelled
through the tear into the peritoneal cavity and than
vaginal delivery was not feasible. Second
possibility is that the shoulder dystocia could have
led to the uterine rupture, as patient gave history
of difficult delivery of a good sized baby but in
such case there would be history of brisk
hemorrhage and then the cause of foetal demise
remains unknown. Third possibility is of uterine
rupture occurring during management of third
stage either during placental delivery or
overzealous uterine and scar exploration but again
in such case patient would have presented in
immediate postpartum period with pain and/or
brisk hemorrhage. One remote possibility is of late
rupture and a case presenting upto three weeks
postpartum has been reported™ but this scenario
again doesn’t fits into our case as if rupture didn’t
occurred at the time of delivery than why was the
cloth inserted into the vagina though it might be
inserted just for hemorrhage. So none of the
possibilities completely fits into our scenario and
the condition which answers most of the queries is
ignorance. In this part of the world, it is not
uncommon for women delivering at home and
labor being mismanaged by untrained birth
attendant as is the case with our patient. But they
usually send patient to some institution in case of
complication. In our patient either she was not

able to detect omental prolapse or prolapse
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occurred later from the ruptured scar. The other
mystery is absence of history of hemorrhage
which can to some degree be explained by
speculating that the edges of previous scar were
fibrosed so didn’t bled much.

Conclusion

In conclusion whether VBAC is a boon or bane
depends on many factors and a safe and beneficial
procedure can lead to catastrophe in inexperienced
and illequipped hands. Also, uterine rupture
should be considered in the differential diagnosis
of pain even without much bleeding in the late
postpartum. Prompt identification of this
condition, helps in decreasing its associated
morbidity and mortality. Here also lies the
impoortance of patient education and counselling.
Had the patient been properly sensitized about
these consequences at the time of first CS she
might not have attempted delivering at home this

time.
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