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ABSTRACT 

Uterine perforation is a frequently overlooked 
complication of operative procedures. The incidence of 
perforation is estimated to range from 1 to 4 per 1000 
during curettages for pregnancy termination. Reported 
complications include uterine, digestive, and vesical 
perforations, hemorrhage, endometritis, and secondary 
infertility. However, intestinal incarceration after 
uterine perforation remains extremely rare. We present 
a case of uterine perforation occurring after an aspiration 
curettage, complicated by digestive incarceration.
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INTRODUCTION

Operative management of failed medical treatment 
for terminated pregnancies often involves aspiration 
curettage. Complications of this procedure are infrequent 
but can range in severity from cervical tears to digestive 
injuries. The estimated complication rate is approximately 
2%. Reported complications include uterine, digestive, 
and vesical perforations, hemorrhage, endometritis, and 
secondary infertility. The incidence of uterine perforation 
increases with gestational age, from 0.9 per 1000 in the 
first trimester to 3 per 1000 in the third trimester. Here, 
we report a case of uterine perforation post-aspiration 
curettage complicated by digestive incarceration. Based 
on this case, we discuss diagnostic criteria and the 
management of this complication.

CASE REPORT

Patient D.A., a 29-year-old G4P3A0 (3AVB) with 
an unremarkable medical history, presented with 
post-Misoprostol bleeding following management of a 
terminated pregnancy, accompanied by severe anemia 
(2.8 g/dL). On examination, the patient exhibited fever 
(38.5°C), correct blood pressure (130/70 mmHg), and a 
heart rate of 140 bpm. Abdominal examination revealed 
a soft abdomen and vaginal examination displayed 
clotting bleeding originating from trophoblastic tissue. 
Ultrasound revealed a 3 cm heterogeneous retention 
image with no extrauterine mass or fluid (Figure 1). A 
diagnosis of hemorrhagic endometritis was established. 
The patient stabilization, antibiotic initiation, and 
transfusion of five units of cross-matched packed red 
blood cells were performed, resulting in a post-transfusion 
hemoglobin level of 7.8 g/dL. Aspiration of trophoblastic 
products under ultrasound guidance in the operating 
room resulted in minimal bleeding of intrauterine origin 
at the end of the procedure (Figures 2–5).

Postoperative evolution was marked by vomiting 14 
hours postoperatively. The patient remained afebrile, 
hemodynamically stable, with a soft abdomen initially but 
progressed to abdominal pain, distension, cessation of 
bowel movements and gas, and recurrent vomiting after 
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5 hours. Abdominal X-ray revealed diffuse hydro-aerial 
levels and pelvic ultrasound demonstrated a moderate to 
abundant fluid collection.

An abdominal computed tomography (CT) scan 
confirmed uterine perforation with a strangulated 
intestinal loop. The patient was urgently taken to the 
operating room, where intraoperative exploration 
revealed intestinal incarceration through a 2 cm fundal 
uterine perforation with viable intestines.

A 4 cm deperitonization was sutured with simple 
stitches at V1_zero, uterine perforation was sutured, and 
peritoneal lavage was performed.

Postoperative recovery was uneventful, with bowel 
movement restored on postoperative day 2, and discharge 
on day 7.

Figure 1: Intrauterine hyperechoic image with effusion at the 
level of the Douglas sac.

Figure 2: Preoperative digestive exploration: Incarceration of 
the small intestine.

Figure 3: Intraoperative exploration: Liberation of the digestive 
loop and demonstration of uterine rupture.

Figure 4: Intraoperative exploration: Resuscitation of the loop 
and treatment of deperitonization.
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DISCUSSION

Uterine perforation is often underestimated, with an 
estimated incidence of 1 to 4 per 1000 during curettages 
for terminated pregnancies. Risk factors include surgeon 
inexperience, gestational age, and early postpartum 
period [1]. Perforations most commonly occur at the 
fundus, uterine horns, and anterior wall. While bladder 
and digestive injuries are potential complications, 
intestinal incarceration following uterine perforation is 
exceedingly rare [2].

Risk factors for digestive loop incarceration include 
perforation diameter, clandestine abortions, curettage 
for molar pregnancies, and multiple pregnancies. Clinical 
symptoms may be delayed, and common manifestations 
include vomiting, abdominal pain, distension, and 
cessation of bowel movements and gas [3]. Peritonitis is 
the most frequent complication after uterine perforation, 
presenting with a distended and tender abdomen.

Abdominal X-ray is the primary diagnostic tool, 
displaying hydro-aerial levels. Ultrasound may reveal a 
hyper-echogenic tubular structure within the uterus, with 
peristaltic movements, hypo- or hyper-echoic content, 
and sometimes hydro-aerial levels [4]. Computed 
tomography scans confirm the diagnosis.

Surgical intervention is the standard treatment 
for digestive loop incarceration. The management of 
uterine perforations post-aspiration curettage is not 
standardized, with either conservative or interventional 
approaches [5]. If the patient is stable and asymptomatic, 
observation with close monitoring may be an option. Some 
teams advocate for systematic exploratory laparoscopy 

[6]. Minimal perforations without bleeding may require 
no intervention, while extensive and hemorrhagic 
perforations can be managed by bipolar coagulation or 
suturing [7].

Uterine perforation can impact fertility through 
cervical stenosis or synechiae and increases the risk 
of ectopic pregnancies at the perforation site and 
uterine rupture [8]. Delivery mode should be carefully 
considered in subsequent pregnancies. In our case, the 
patient conceived one year postoperatively and delivered 
vaginally without rupture or cavity compromise [9].

CONCLUSION

Complications of uterine perforation can jeopardize 
the patient’s life. While rare, digestive incarceration is an 
exceptional but surgically urgent complication. Surgeon 
experience is crucial in preventing such complications. 
Ultrasound-guided procedures can provide added safety, 
particularly for less experienced practitioners.
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Figure 5: Suture of the breach of the uterus with good hemostasis.
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