
Abstract :

A case of Primigravida with 32 weeks of gestation with severe pre eclampsia & severe anemia with fetal distress 
having Couvelaire uterus without any evidence of abruption placentae or retro placental clots is reported.
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Introduction:

Cou·ve·laire Alexandre (1873–1948), French 
obstetrician. A leading specialist in obstetrics and 
gynecology, Couvelaire did original research on the 
anatomy of the pregnant uterus, uterine hemorrhages, 
and the pathology of newborn infants. In 1912 he 
published a work on the condition affecting the pregnant 
uterus that has been named after him.Extravasations of 
blood into the uterine musculature and beneath the 
uterine peritoneum in association with premature 
detachment of the placenta.

Case report:   

• Reporting a case of Primigravida aged 24 years 
residing from Huvinahadagali with amenorrhea of 8 
lunar months & complaints of pain in the lower 
abdomen and bleeding per vagina about 14 hours 
prior to admission. She was appreciating fetal 
movements well. She was referred & admitted on 
12/11/2013 at 4 am to Chigateri District Hospital 
labour room,Davangere

•  Obstetric history—Married life-2yrs,NCM

She conceived 1 yr after marriage; her pregnancy 
was confirmed at Ranebennur government hospital. 

st nd1  & 2  Trimester was uneventful. She had last check 
up 1 week prior to admission in the same hospital. 
She was diagnosed as severe anemia with Hb of 6g% 
& was referred.

• Her menstrual cycles were regular

LMP-11.3.13

EDD -18.12.13 ( according to 9 wks usg, EDD was 
on 10.12.13,19 wks usg -7.12.13 & 31 wks-26.12.13

• On examination -  

PR-88/m, BP- 170/110mm Hg with urine albumin 4 
+ Bilateral pedal oedema & pallor was present. 
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Breast, thyroid & spine were normal. CVS & RS 
were clinically normal.

P/A- uterus 32-34 weeks size, relaxed, longitudinal 
lie, vertex in the lower pole, liquor was less, FHS was 
regular. 

P/V- Cervix was uneffaced & os closed with present-
ing part above the brim. Pelvis was adequate & no CPD

• Diagnosis was Primigravida with 35 wks of gestation 
with vertex  presentation  with severe pre-eclampsia 
& severe anaemia

• On TAS at admission- a SLUIG of 35 wks 4 days with 
AFI- 10 cms, grade 2 placental maturity with EFW of 
2.3 kg. SD and PI ratio 3.3 and 1.24 respectively. 

• After correction of anaemia with 2 pints of packed 
cells and stabilizing BP with antihypertensives,2 
doses of betamethasone , patient and attendars were 
counselled regarding the termination of pregnancy in 
view of fetal distress.USG revealed 35weeks with 
mild asymmetric IUGR & with doppler showing 
raised SD ratio & PI.Patient & her attendars were not 
willing for termination. Consent was not given for 24 
hours.

• Under spinal anaesthesia, emergency LSCS was 
done and extracted a single live late preterm female 
baby of wt- 1.5kg 0n 14-11-2013 at 3pm.

INDICATION being Severe PE with fetal distress. 

• Operative findings were thin meconium stained 
liquor, LOT. Couvelaire uterus involving both 
anterior and posterior surface & fibrosis of lower 
posterior surface of uterus near POD, placenta was 
fundal anterior, no evidence of placental abruption 
or retro placental clots which is very unusal. 
Adenexa was normal.

• No uterine atony/PPH.Intra & post operative period 
was uneventful & was discharged on Post operative 
day 10.

• Baby was shifted to NICU in view of late preterm 
baby with low APGAR score ,birth asphyxia & 
respiratory distress
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Investigations

• Hb-6.3 gms  (on admission)

• Rbc-3.1 million/cmm 

• TC-14090 cells/cmm 

• Hct-19.3% •MCV-62.7fl

• MCH-20.5pg •MCHC-32.6g/dl

• Platelet count-1.75 lakh 

• LDH-965 IU (raised)

• RBS-81mg •Blood  Urea-11mg

• Serum Creatinine-0.6mg

• Indirect bilirubin -0.4mg

• Total protein-6gm •Albumin-2.7gm 

• Urine alb  4+

• Globulin-3.3 gm •SGOT-33U/L

• SGPT-20 U/L •Alkaline phosphatase-140 U/L 

USG report
st• 1  trimester scan  showed – CRL-2.9cm,9 wks Tiny 

foetus with sub chorionic haemorrhage resolving 1.1 
X 0.9cm

nd• 2  trimester scan showed – SLIUG of 19 wks with 
placenta posterior, grade 1 maturity with adequate 
liquor. 

rd• 3  trimester done on the day of admission showed 
single live intra uterine gestation of 34 weeks 4 days, 
mild symmetric IUGR of 2.3kgs,with adequate liquor 
,& grade 2 placental maturity ,placenta being located 
fundal & anterior. There were no retro placental clots. 
Doppler showed raised SD  & PI ratio.

Discussion :

Uteroplacental apoplexy is a rare but nonfatal 
complication of severe forms of placental abruption. 
It occurs when vascular damage within the placenta 
causes hemorrhage that progresses to and infiltrates 
the wall of the uterus. It is a syndrome that can only be 
diagnosed by direct visualization or biopsy (or both). 
For this reason, its occurrence is perhaps 
underreported and underestimated in the literature. 
Moreover its common to find Couvelaire uterus in the 
presence of abruptio placentae as a complication of 
severe preeclampsia or eclampsia. Couvelaire uterus 
is not an indication for hysterectomy.Inspite of 
extravasation, uterus gets well contracted
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