
Introduction

Acute hemoperitoneum in the third trimester is very rare;
uterine rupture in late pregnancy is an obstetric emergency,
and one of the most serious complications in pregnant
women. Uterine rupture in less developed countries is more
prevalent than in developed countries [1]. The risk of uter-
ine rupture is related to uterine scars caused by previous
surgery, such as cesarean section, myomectomy, curettage,
and hysteroscopic procedures. Usually, there is minimal
vaginal bleeding, but more internal bleeding detectable on
ultrasound examination. 

The authors present two cases. The first occurred at a ges-
tational age of 37 weeks in a 25-year-old patient with a his-
tory of laparoscopic fallopian tube surgery for an interstitial
pregnancy. The second occurred at a gestational age of 33
weeks in a 22-year-old patient with a didelphic uterus and
a history of a cesarean section one year prior to presenta-
tion. In both cases, acute hemoperitoneum in the third
trimester was diagnosed by ultrasonography and an emer-
gency laparotomy was performed. Acute hemoperitoneum
in the third trimester with a history of cesarean section is
often associated with uterine rupture. However, a laparo-
tomy revealed no rupture of the uterus in the second case.
In the first case, a laparotomy revealed an 8-cm full-thick-
ness rupture on the left cornual portion of the uterus. An
appropriate treatment of uterine rupture is early surgical in-
tervention to reduce maternal and fetal mortality [2]. 

Case Report 
Case 1

A 25-year-old woman (gravida 2, para 0) was admitted to the
present hospital because of slight uterine contractions and nausea

and vomiting at 37 weeks of gestation. One year before presenta-
tion, her left fallopian tube had been partially resected laparoscop-
ically with an interstitial pregnancy. The patient was pale, drowsy,
and irritable. Her blood pressure was 100/65 mmHg and her pulse
140 beats per minute. She had abdominal tenderness and muscle
tension. Uterine contractions were occurring once per three to five
minutes, and fetal heart sounds could not be heard. She had signs
of hemodynamic instability, with anemia (hemoglobin 7.4 g/dl)
and hypovolemic shock.

An emergency ultrasound examination at admission revealed
uterine gestation of 37 weeks with fetal demise and free fluid in
the peritoneal cavity. An abdominocentesis drew 10 ml blood that
did not clot. Therefore, emergency exploratory laparotomy was
performed and the amount of blood in enterocoelia during surgery
was 1,500 ml. Abdominal exploration revealed an 8-cm, full-
thickness rupture on the left cornual portion of uterus. The ab-
dominal cavity was filled with blood and clots. During surgery, 4
units of packed red cells and 400 ml of plasma were transfused.
A dead female fetus was delivered by cesarean section, weighing
2,600 grams, and measuring 48 cm in length. The authors resected
a 1-cm margin of full-thickness tissue around the tear and used a
double-layer suture to close the uteruscorneal breach. The post-
operative course was uneventful and the patient was discharged
on postoperative day 7. 

Case 2
A 22-year-old woman (gravida 2, para 1) was transferred to the

present hospital because of slight uterine contractions at 33 weeks
of gestation. She has a didelphic uterus and a history of a cesarean
section one year prior to transfer.

The patient had initially presented with sudden-onset of severe
abdominal pain. She appeared pale. Her blood pressure was
110/60 mmHg and her pulse, 110 beats per minute. The abdomen
was tender, with slight uterine contractions, the fetal heart sounds
were 170 beats per minute. There was complete non-fusion of the
cervix. Her laboratory studies indicated a hemoglobin of 7.8 g/dl.
An emergency ultrasound examination revealed a didelphic
uterus, with a fetus of 33 weeks gestation in the right uterus and
free fluid in the peritoneal cavity. An abdominocentesis drew 10
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Summary
Acute hemoperitoneum is rare in pregnant women. The authors present two cases, the first with a history of salpingectomy and the

second, with a history of cesarean section. The first case, but not the second, was associated with rupture of a gravid uterus, an obstetric
emergency. These cases of third trimester hemoperitoneum were unusual because the first case involved uterine rupture after a history
of laparoscopic salpingectomy (a relatively minor surgery), but the second case did not involve uterine rupture after a history of cesarean
section (a relatively major surgery)
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ml blood that did not clot. Uterine rupture was suspected, since
the patient had a history of a cesarean section. An emergency ex-
ploratory laparotomy was performed. The amount of blood loss
during surgery was 1,000 ml. To the authors’ surprise, they ob-
served a didelphic uterus without rupture and blood streaming
from the artery between the isthmi of the two horns. After they
ligated the artery, the gross bleeding stopped. During surgery, 4
units of packed red cells and 400 ml of plasma were transfused.
A fetus weighing 1,800 grams and 36 cm in length was delivered
by cesarean section with Apgar scores of 4 and 7 at one and five
minutes, respectively. The patient had an uneventful recovery and
was discharged on postoperative day 5. The baby was transferred
to the neonatology department and discharged on postoperative
day 7 without any problems.

Discussion

Acute hemoperitoneum is very rare in late pregnancy, but
the condition may be fatal for the mother and fetus [3, 4].
The hemorrhage is often caused by uterine rupture. Uterine
rupture is defined as a full-thickness separation of the uter-
ine wall and the overlying serosa. Uterine rupture is a life
threatening condition for the mother and fetus. The most
common signs of uterine rupture are a fetal heart rate pat-
tern with variable decelerations, late decelerations, brady-
cardia, and fetal death. Uterine rupture can occur in the
second or third trimester but is more likely in the latter. The
most common risk factor for a uterine rupture is prior ce-
sarean delivery [5-7]. In a review of all cases of uterine rup-
ture in Nova Scotia between 1988 and 1997, 92% were in
women with prior cesarean births [8]. Usta et al. reported
on 37 women with complete uterine ruptures delivered over
25 years in Lebanon. Hysterectomy was performed in 11,
and the rupture was repaired in the remaining 26 women.
Twelve of these women had 24 subsequent pregnancies,
and one-third of the pregnancies involved recurrent uterine
ruptures [9]. Other predisposing factors to uterine rupture
are previous traumatizing operations such as curettage, per-
foration, or myomectomy. In the present first case, the pa-
tient had a history of a laparoscopic salpingectomy for an
interstitial pregnancy. Third-trimester uterine rupture sec-
ondary to a history of laparoscopic salpingectomy for an
interstitial pregnancy is very rare. 

Resection of the cornual portion of the uterus for inter-
stitial pregnancy may leave the patient at risk for uterine
rupture in subsequent pregnancies, especially if the resec-
tion is performed laparoscopically. Healing and scar
strength after laparoscopic cornual resection may be infe-
rior to that after open surgery with manual suturing. During
a laparotomy, hemostasis is achieved by layered suturing.
During laparoscopy, bleeding from the uterine incision is
mostly controlled with bipolar coagulation forceps and the
uterine incision is usually closed in only one or two layers.
The difficulty of laparoscopic suturing and the use of bipo-
lar coagulation forceps lead to a weak scar [10].

A didelphic uterus is defined as two separated uterine
horns, each with an endometrial cavity and uterine cervix.

Usually the blood supply of a didelphic uterus is provided
via collateral connections between the two horns. The
uterus is formed by the fusion of the two Müllerian ducts
at about the 10th week of gestation. Fusion anomalies may
cause many kinds of reproductive tract abnormalities. The
complete lack of fusion results in two entirely separate
uteri, cervices, and vaginas. In the present second case, the
third trimester hemoperitoneum was not due to a uterine
rupture of uterine. The cause of the hemoperitoneum re-
mained unclear, but bleeding was apparent from an artery
between the isthmi of the two uteri. 

Heinonen [11] reviewed uterus didelphys in 36 women
and found their fertility was not notably impaired. He found
that 34 of 36 women (94%) had at least one pregnancy, and,
in total, they had 71 pregnancies. Of these pregnancies,
21% miscarried and 2% were ectopic. The fetal survival
rate was 75%, prematurity 24%, fetal growth restriction
11%, perinatal mortality 5%, and cesarean delivery 84%. 

Spontaneous uterine rupture did not occur in the present
second case, in which the patient had a history of a cesarean
section. Similar cases have seldom been reported. Muraoka
et al. [12] reported on a pregnant women with obstructed
hemivagina and ipsilateral renal anomaly syndrome
(OHVIRA). In the first case, the uterine rupture was possi-
bly due to a uterine scar from the previous salpingectomy
for an interstitial pregnancy. 

Rupture of a gravid uterus is known to carry a high risk
of death for the mother and the fetus. Ravasia et al. reported
that 8% of patients with a Müllerian anomaly and scarred
uterus experienced a uterine rupture during a trial of labor
[13]. In the present case, the authors prospectively diag-
nosed a uterine rupture based on abdominocentesis with 10
ml blood that did not clot. However, surgery revealed that
there was not a uterine rupture but bleeding from the artery
between the isthmi of the two uteri. A didelphic uterus
probably has a greater than normal blood supply through
collateral connections between the two horns—a variation
of the uterine artery. This structure is easy to overlook in
surgery and may cause postoperative hemoperitoneum.
Muraoka et al. reported a case of OHVIRA presenting with
acute hemoperitoneum, thought to be caused by en-
dometriosis [12]. Didelphic uterus has been reported to be
a risk factor for endometriosis. In the present second case,
rupture of the gravid uterus was suspected, but the artery
between the isthmi rather than a uterine rupture was the
source of bleeding.

In summary, hemoperitoneum in the third trimester is ex-
tremely rare, however, requires urgent care for both the
mother and fetus. Every sudden hemoperitoneum in a preg-
nant woman with a uterine scar should be examined care-
fully and promptly to exclude rupture of the gravid uterus.
The first case reported here involved uterine rupture, and
this diagnosis should be considered in pregnant women
who present with acute hemoperitoneum with a history of
salpingectomy. In contrast, the second case presented with
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acute hemoperitoneum and a history of cesarean section but
did not have uterine rupture, suggesting that all such pre-
sentations are not due to uterine rupture. 
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