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Abstract. Incarceration of a gravid uterus is a rare cause of urinary
retention in pregnancy; with only 22 cases reported in the literature
since 1877. Reported is a case of a 24 year old primigravida presented
at King Abdulaziz University Hospital, Jeddah, Saudi Arabia; with her
second attack of acute urinary retention at 14 weeks of gestation over
a 24 hour period. Successful reduction of her incarcerated uterus was
achieved manually. It was carried out in the emergency room by a
senior obstetrician with minimal discomfort and no complications.
The rest of her pregnancy was uneventful and throughout, she had no
further recurrence. She had an uncomplicated vaginal delivery at
term. Unexplained recurrent urine retention in pregnancy should draw
the attention to uterine incarceration. Awareness to the emergency
room staff and obstetricians is primal for early diagnoses. Early
correction is considered easier and prevents potential serious maternal
and fetal complications. In addition, it permits the patient to have a
chance of a vaginal delivery. There is no standard protocol for the
management of these cases, and information is based on literature
review and case reports, therefore; reporting is encouraged.
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Introduction

Uterine incarceration is a rare entity presented early in the second
trimester. Because it mimics a variety of different conditions, it can
________________________________
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easily be missed[1,2]. However, its negligence can be responsible for
serious maternal and fetal complications. Early recognition and
correction is usually simple, non-surgical, and it can be carried out in the
emergency room or outpatient setting when presented early. This could
allow the remainder of the pregnancy to continue smoothly[3]. Reported
is a case that presented at 14 weeks with a second attack of acute urinary
retention. Awareness to emergency room and obstetrics staff is of prime
importance.
Case Report

A 24-year-old primigravida, with spontaneous pregnancy and no
prior issues, presented at 14 weeks of gestation to our hospital
complaining of inability to void for the last 24 hr. This was the second
attack over the last 2 days. She sought medical help for the first attack
and was treated by bladder evacuation via an in-and-out urinary
catheterization. An ultrasound assessment was done reporting a single,
intrauterine, viable fetus with appropriate dates and normal pelvic
structures. Hence, she was discharged home. However, she presented to
our hospital 24 hr later with the same complaint with no other symptoms.
On examination, she was afebrile and hemodynamically stable.
Abdomen was soft and lax with suprapubic fullness. A urinary catheter
was inserted and 500 milliliters of urine was evacuated. A pelvic
examination was done; which revealed fullness in the posterior fornix
and anterior displacement of the cervix. A diagnosis of uterine
incarceration was clinically made. The patient was placed in knee-chest
prone ‘Sims’ position and the uterine fundus were replaced manually
with minimal discomfort to the patient. Fetal viability was confirmed,
then the urinary catheter was removed and she was discharged home.
She was seen and re-examined 2 weeks later in the outpatient clinic and
everything was normal. An ultrasound was done which showed a normal
anteverted uterus with a single, viable, intrauterine fetus, which was
appropriate for gestational age. She had routine visits with a smooth
uncomplicated antenatal course without any recurrence. At 38 weeks;
she presented in labor and had a normal vaginal delivery of an alive baby
boy weighing approximately 3.2 kilograms, with an APGAR score of 9 at
1 minute, and 10 at 5 minutes. Her postpartum period was uneventful.
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Discussion

Urinary retention is an uncommon complaint in women and even
more, during pregnancy. The usual pathophysiology is a mechanical
occlusion of the internal urethral orifice by pressure on the bladder
portion; which is superior to the urethra.

Its presence should suggest an underlying pelvic pathology, which
could be serious. Therefore, in a pregnant patient presenting with urinary
retention, a thorough assessment including pelvic examination and
radiological imaging should be carried out. Incarceration of a gravid
uterus is a rare cause of urinary retention in pregnancy; with only 22
cases reported in the literature since 1877[4]. It is postulated that the
anterior displacement of the cervix leads to compression of the urethra
and thus, a variety of urinary symptoms[5].
Uncomplicated retroversion of the uterus is present in about 15% of
pregnancies during the first trimester. It usually undergoes spontaneous
correction by the beginning of the second trimester as the uterus ascends
into the abdominal cavity. If it gets wedged into the hollow of the
sacrum, it becomes incarcerated.

Incarceration of the gravid uterus is a rare entity, which occurs
usually between 14 – 16 weeks of gestation. Risk factors include
posterior-wall fibroids, adhesions, endometriosis, ovarian masses, uterine
anomalies, or a deep sacral concavity with an overlying promontory. In
this case, the patient did not have any of these predisposing factors[5].

Many methods can be used for uterine replacement, these include
conservative methods via passive uterine reduction[6], or manual
replacement with or without ultrasound guidance[7], or by more invasive
methods such as colonoscopy assisted replacement[8], and finally surgical
methods that include laparoscopy or laparotomy[5]. There is no standard
protocol to which method should be tried first; however, we advocate
non-surgical and simple methods before embarking on more invasive
approaches.

Failure of reduction may lead to fetal wastage and preterm labor. In
addition, with advancing pregnancy, the incarcerated uterus continues to
enlarge leading to anterior uterine wall sacculation, which predisposes
the patient to uterine or cervical rupture. In addition, if persists, delivery
is achieved by a challenging cesarean section near term[9].
In
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uncomplicated cases like this, uterine replacement in the emergency
room or outpatient setting is suggested with close follow up afterwards.
As the above patient was Rh positive, there was no need of anti-D
administration. However, it is suggested in patients who are Rh negative
that they receive anti-D even after non-surgical reduction techniques.
Patients with uterine incarceration may present with a variety of different
and sometimes vague clinical symptoms, which may be confusing.
However, the presence of urinary retention should flag its possibility and
be part of our differential diagnoses in early pregnancy[2]. Awareness to
emergency room and obstetrics staff is of prime importance in order to
diagnose and manage this uncommon but potentially serious entity.
[1]
[2]
[3]
[4]
[5]
[6]
[7]
[8]

[9]
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ﺤﺎﻻت اﻨﺤﺒﺎس اﻝﺒول اﻝﺤﺎدة وﻋﻼﻗﺘﻬﺎ ﺒﺎﻨﺤﺒﺎس اﻝرﺤم ﻓﻲ
اﻝﺤوض :اﻝﺘﺸﺨﻴص اﻝﻤﻨﺴﻲ
ﻋﻤر أﺤﻤد ﺒﻐﻠف
ﻗﺴم اﻝﻨﺴﺎء واﻝوﻻدة ،ﻜﻠﻴﺔ اﻝطب ،ﺠﺎﻤﻌﺔ اﻝﻤﻠك ﻋﺒداﻝﻌزﻴز
ﺠدة – اﻝﻤﻤﻠﻜﺔ اﻝﻌرﺒﻴﺔ اﻝﺴﻌودﻴﺔ

اﻝﻤﺴـ ــﺘﺨﻠص .اﻨﺤﺒـ ــﺎس اﻝـ ــرﺤم ﻓـ ــﻲ اﻝﺤـ ــوض أﺜﻨـ ــﺎء اﻝﺤﻤـ ــل ﻫـ ــو ﻤـ ــن
اﻷﺴـــﺒﺎب اﻝﻨـــﺎدرة ﻻﻨﺤﺒـ ــﺎس اﻝﺒـــول أﺜﻨـ ــﺎء اﻝﺤﻤـــل ﺤﻴـــث أﻨـ ــﻪ ﻤﻨـــذ ﻋـ ــﺎم
١۸۷۷م ﻻ ﻴوﺠــد ﺴــوى  ٢٢ﺤﺎﻝـﺔ ﺘــم ﺘوﺜﻴﻘﻬــﺎ وﻨﺸــرﻫﺎ ﻓــﻲ اﻝﻌــﺎﻝم .ﻝــدﻴﻨﺎ

ﺤﺎﻝﺔ ﻝﺤﺎﻤل ﻋﻤرﻫﺎ  ٢٤ﺴﻨﺔ ﻓﻲ ﺤﻤﻠﻬﺎ اﻷول ﺠﺎءت ﻝﻤﺴﺘﺸﻔﻰ ﺠﺎﻤﻌﺔ

اﻝﻤﻠك ﻋﺒداﻝﻌزﻴز ﻓﻲ اﻷﺴﺒوع اﻝراﺒﻊ ﻋﺸر ﻤن اﻝﺤﻤل وﻫﻲ ﺘﻌﺎﻨﻲ ﻝﻠﻤـرة

اﻝﺜﺎﻨﻴﺔ ﻤن اﻨﺤﺒﺎس ﻝﻠﺒول ﺨـﻼل ال  ٢٤ﺴـﺎﻋﺔ اﻝﺴـﺎﺒﻘﺔ ﻝﻤﺠﻴﺌﻬـﺎ ،ﺤﻴـث

ـر ﻝرﺤﻤﻬ ــﺎ اﻝﻤﺴ ــﺒب ﻻﻨﺤﺒ ــﺎس اﻝﺒ ــول وﻜ ــﺎن ذﻝ ــك ﻋ ــن
ﺘ ــم ﺒﻨﺠ ــﺎح ﺘﺤرﻴ ـ ًا

طرﻴ ــق ﻤﻨ ــﺎورة ﻴدوﻴ ــﺔ ﺒواﺴ ــطﺔ طﺒﻴ ــب أﻤـ ـراض ﻨﺴ ــﺎء ووﻻدة ﻓ ــﻲ ﻗﺴ ــم
اﻝطوارئ؛ وﺘﻤت ﺒدون ﻤﻀﺎﻋﻔﺎت ﺘذﻜر .وﺒﻌدﻫﺎ ﻝم ﻴﺤدث ﻝﻬﺎ أي ﺸﺊ

ﻴــذﻜر ﺨــﻼل ﻓﺘـ ـرة اﻝﺤﻤــل اﻝﻤﺘﺒﻘﻴ ــﺔ وﻝــم ﺘﺘﻜــرر ﻋﻨ ــدﻫﺎ ﻋﻤﻠﻴــﺔ اﻨﺤﺒـ ـﺎس

اﻝﺒــول ،ﺜــم وﻝــدت وﻻدة طﺒﻴﻌﻴــﺔ ﺒﻌــد أن أﺘﻤــت ﻓﺘـرة اﻝﺤﻤــل .إن اﻨﺤﺒــﺎس

اﻝـ ــرﺤم ﻓـ ــﻲ اﻝﺤـ ــوض ﻴﻤﻜـ ــن أن ﻴﻐﻔـ ــل ﻋﻨـ ــﻪ ﺒﺴـ ــﻬوﻝﺔ ،ﻝﻜـ ــن أي ﻋﻤﻠﻴـ ــﺔ
اﻨﺤﺒ ــﺎس ﺒ ــول ﺤ ــﺎدة ﻴﺠ ــب أن ﺘﺠﻌﻠﻨ ــﺎ ﻨﻔﻜ ــر ﺒﺎﺤﺘﻤ ــﺎل وﺠ ــود اﻨﺤﺒ ــﺎس
ﺒــﺎﻝرﺤم ،ﻝــذﻝك ﻴﻌﺘﺒــر ﺘوﻋﻴــﺔ اﻝطــﺎﻗم اﻝطﺒــﻲ ﻤــن ﻓرﻴــق ط ـوارئ أو ﻓرﻴــق

أﻤـراض اﻝﺤﻤــل واﻝــوﻻدة ﻤﻬـم ﺠـ ًـدا ﻓــﻲ اﻝﺘﺸــﺨﻴص اﻝﻤﺒﻜــر ﻝﻬــذﻩ اﻝﺤﺎﻝــﺔ.
ﻷن ﺘﺼ ــﺤﻴﺤﻪ اﻝﻤﺒﻜ ــر أﺴ ــﻬل ،وﻴﻤﻨ ــﻊ ﺤ ــدوث ﻤﻀ ــﺎﻋﻔﺎت ﺠدﻴ ــﺔ ﻝ ــﻸم
واﻝﺠﻨﻴن ،ﺒﺎﻹﻀﺎﻓﺔ إﻝﻰ أﻨﻪ ﻴﺴﻤﺢ ﻝﻠﺤﺎﻤل ﺒﺎﻝﺤﻔـﺎظ ﻋﻠـﻰ ﻓرﺼـﺔ اﻝـوﻻدة
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اﻝطﺒﻴﻌﻴـ ــﺔ .ﻝـ ــﻴس ﻫﻨـ ــﺎك ﺘوﺼـ ــﻴﺎت ﻗﻴﺎﺴـ ــﻴﺔ ﻝﺘـ ــدﺒﻴر ﻫـ ــذﻩ اﻝﺤـ ــﺎﻻت ﻷن
اﻝﻤﻌﻠوﻤــﺎت ﻋﻨﻬــﺎ ﺘﻌﺘﻤــد ﻋﻠــﻰ اﻝﺤــﺎﻻت واﻝﻤﻀــﺎﻋﻔﺎت اﻝﻤﻨﺸــورة؛ ﻝــذﻝك
ﺘوﺜﻴق ﻫذﻩ اﻝﺤﺎﻻت وﻨﺸرﻫﺎ أﻤر ﻤﻬم.
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