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ABSTRACT
Uterine rupture is an obstetric emergency that can be fatal. It is of public health importance in developing countries 
because of the high risk of maternal and fetal mortality associated with it. The incidence of uterine rupture is 1.3% in 
Africa. The rates of uterine rupture in Nigeria, range from 1 in 81 to 1 in 426 births.  Despite it been a rare obstetric 
complication, the mortality rate is about 5%, and the fetal death rate exceeds 65%.A previous uterine scar is the most 
common risk factor for uterine rupture, especially following a previous cesarean delivery. Although it is uncommon, 
uterine rupture can sometimes occur without any noticeable symptom. Silent uterine rupture can be very difficult to 
identify, hence early clinical diagnosis and prompt surgical intervention is paramount to maternal fetal survival. This was 
a case of Mrs H E, a booked 29 year old G4P3+0(3A), with 1 previous cesarean section in 2023, registered her antenatal 
care in a primary health care centre. She presented for expert care in anticipation of delivery. At presentation, there were 
no classical symptoms of uterine rupture and her haemodynamic status was good. However, the fetal parts were easily 
palpable per abdomen with absent fetal tone. Emergency ultrasound (USG) scan done showed a 3kg foetus with its 
placenta in the amniotic sac outside the uterine cavity which was empty, with the conclusion of abdominal ectopic 
gestation. A silent uterine rupture was confirmed intraoperatively. She had laparotomy with uterine repair only and her 
post-op condition was satisfactory. It is extremely rare for the uterus to rupture silently before, more so with an intact 
amniotic sac outside the uterine cavity. Making this diagnosis requires a strong index of suspicion and accurate imaging 
throughout pregnancy.
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INTRODUCTION
terine rupture is defined as the complete disruption Uof all uterine layers during pregnancy, labour, or 

1,2,3the immediate postpartum period . Complete 
uterine rupture, which involves the endometrium, 
myometrium, and serosa, is associated with high perinatal 
morbidity and mortality and may occur with or without 

1,2-4expulsion of the fetus into the peritoneal cavity .             
In contrast, partial uterine rupture, which spares either the 
serosa or membranes, is more common, usually non-
catastrophic, and often detected incidentally as uterine 
dehiscence during elective or emergency pre-labour 

1-4caesarean section .
Although rare, uterine rupture remains a catastrophic 
obstetric emergency with serious maternal and fetal 

1,5,6consequences . Its occurrence is significantly higher in 

1,2,3,7low-resource settings than in developed countries . The 
global incidence is estimated at 0.07%, compared with 

7approximately 1.3% in Africa . Much lower rates have 
been reported in high-income countries, including 0.007% 
in the Netherlands, 1 in 16,849 births in the United States, 

1and 0.2 per 1,000 births in the United Kingdom . In 
Nigeria, reported incidence rates range from 1 in 81 to 1 in 
426 deliveries, comparable to those in other African 

8,9countries such as Ghana, Ethiopia, Uganda, and Sudan . 
Despite advances in obstetric care, uterine rupture is 
associated with a maternal mortality rate of about 5%, 

7while fetal mortality exceeds 65% .
The most common predisposing factor for uterine rupture 
is a previous uterine scar, particularly following caesarean 

3,10birth . Consequently, spontaneous rupture of an 
unscarred uterus is rare.11 However, uterine rupture may 

mailto:misandone@gmail.com


Pg 241

    

occasionally be asymptomatic and discovered incidentally 
during ultrasound examination or surgery, making 

,12diagnosis challenging at presentation.6  Classical signs 
such as vaginal bleeding, abdominal pain, hemorrhage, or 
hypovolemic shock may be absent, and reports of such 

,11,13silent ruptures are uncommon.6
Management requires prompt resuscitation and 
stabilization, followed by surgical intervention. Options 
include uterine repair alone, repair with bilateral tubal 
ligation, or subtotal or total hysterectomy, depending on the 
site and extent of rupture, haemodynamic status, fertility 

,14desires, and surgical expertise.13
We present the case of a 29-year-old multiparous woman at 
36 weeks and 5 days gestation who presented without 
classical symptoms of uterine rupture. Clinical 
examination revealed a soft, non-tender abdomen, easily 
palpable fetal parts, and absent fetal heart tones. Bedside 
ultrasound suggested an abdominal ectopic pregnancy with 
intrauterine fetal demise, as no uterine wall defect was 
visualized, creating a diagnostic dilemma.
Silent uterine rupture is rare and difficult to diagnose 
because of  their  unclear  and sometimes non-
specificsymptoms overlapping with other cases such as of 
ectopic pregnancy. Hence the diagnosis may be 
challenging and may be made only intraoperatively unless 
confirmed on ultrasonography before surgery.
CASE SUMMARY
A 29-year-old G4P3+0(with 3 living children) woman with 
one previous caesarean section presented at 36weeks and 5 
days gestation following referral from a primary health care 
centre. She got married to her new partner a year ago and 
this is her first pregnancy for the new partner
She had no classical symptoms of uterine rupture and 
reported absence of fetal movements for about 12 hours. 
There was a history of repeated abdominal massage 
associated with mild, intermittent abdominal pain. There 
was no vaginal bleeding, abdominal distension, syncope, or 
features of hypovolemic shock.
On examination, she was haemodynamically stable. The 
abdomen was soft and non-tender with a healed 
Pfannenstiel scar; fetal parts were easily palpable in breech 
presentation, and fetal heart tones were absent. Vaginal 
examination revealed a closed, posterior cervix with no 
vaginal bleeding. A provisional diagnosis of intrauterine 
fetal death in a woman with a previous caesarean section 
and suspected uterine rupture was made.
Laboratory evaluation showed a packed cell volume of 
32% (Hb 9.8 g/dL). Urgent ultrasound scan done revealed a 
singleton breech presenting extra-uterine foetus without 
demonstrable fetal cardiac activity with amniotic sac 
extending from the left hypochondrium to the left lumbar 
region. There was mild free intraperitoneal fluid collection. 
There was a bulky uterus measuring about 16.23cm x 
10.56cm x 11.04cm, the endometrial cavity was empty and 
the internal cervical os was closed. The impression was an 
abdominal ectopic pregnancy with fetal demise.
Following counselling and multidisciplinary review, she 
underwent exploratory laparotomy. Intraoperative findings 
included a fresh stillborn fetus and placenta completely 
enclosed within an intact amniotic sac in the abdominal 
cavity, approximately 600 mL of hemoperitoneum, and a 
10 cm transverse lower uterine rupture along the previous 

caesarean scar filled with old clots. The uterus was 
approximately 16-week size, with normal adnexa. The 
rupture edges were refreshed and repaired in two layers 
using Vicryl 2 sutures. Estimated blood loss was 500 mL, 
and she received two units of blood intraoperatively.
Bilateral tubal ligation was not done for her as she showed 
a strong aversion for it, citing that this is her first pregnancy 
for the current partner.
Her immediate postoperative course was satisfactory. She 
received intravenous antibiotics for 72 hours, later 
converted to oral therapy. She developed postoperative 
hypertension on day four, which was managed medically. 
She was discharged in stable condition on postoperative 
day ten after counselling and consent for publication.
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Intra-abdominal findings of emergency exploratory 
laparotomy

CASE DISCUSSION
The majority of uterine rupture cases occur in the context of 
a scarred uterus, and they can result in considerable 

5,11maternal and neonatal morbidity . The sharp rise in the 
number of prior cesarean deliveries in recent years is the 

15,16primary cause of uterine rupture , and more recently, the 

growing desire to give a wider variety of patients the option 
,17of a labor trial following a cesarean section.6  Uterine 

rupture is more common and has more severe 
repercussions in underdeveloped countries than in 
industrialized because of poverty, illiteracy, shortage of 

9,16skilled personnel, and inadequate facilities .
Although rare, silent uterine rupture can occur with no 
obvious symptoms. Silent uterine rupture can be 
spontaneous or caused by abdominal trauma, connective 
tissue disorders, rupture of a previous uterine scar, uterine 

malformation, or placental abruption, among others.18 
Seldom have such silent ruptures been discovered by 

,17mistake.6  Since the clinical signs of uterine rupture may 
not be present, silent uterine rupture can be extremely 
challenging to detect especially where there are no 
ultrasound evaluation in early pregnancy to rule out 

abdominal pregnancy as was seen in this case.6 A review of 
the literature revealed a case of a 23-year-old pregnant 
female in her third trimester (32 weeks), with two prior 
cesarean deliveries, who had a routine ultrasound scan 
done in her antenatal care visit that revealed a complete 
uterine rupture with extrusion of the foetus with no cardiac 

18activity in the intact amniotic sac to the abdominal cavity .
Our patient has had a previous cesarean section and 
subsequently had several sessions of abdominal massage, 
most of which was accompanied by abdominal pain, 
though mild. It is impossible to pinpoint the precise 
moment of the rupture because the patient's intermittent 
pain following each session of abdominal massage was 
disregarded and no serious symptoms were present. 
Although the fetal death had taken place at least a week 
prior to our scan, it is possible that it may have survived for 
a few weeks outside the uterus in the absence of a verified 
chronology. With contraction of the uterus and the 
tamponade effect of the foetus and amniotic sac, the 

18uterine rupture can remain silent.  Ultrasound(USG) 
examination may miss the diagnosis if the contracted 
uterus is misinterpreted as placenta previa, especially in 

18the presence of vaginal bleeding . This was not the case of 
this patient despite the USG missing the diagnosis. The 
presence of an empty uterus and the gestational sac above 
the uterus are the usual ultrasound signs of complete 

5uterine rupture as was seen in this patient .
There are currently extremely few documented instances 
of quiet uterine rupture accompanied by the delivery of a 

12,19healthy fetus . This just shows that this unusual and 
catastrophic condition can still have a favourable outcome 
sometimes.
It can be extremely hard to anticipate pregnant women who 

are likely to rupture their uteruses during pregnancy.6 
Several studies have attempted to create prediction models 
for uterine rupture, such as sonographic evaluation of 
uterine scar, but none of them have shown themselves to be 
trustworthy, particularly after prior traditional cesarean 

6procedures . For clinical usage, they lacked the necessary 
6sensitivity and specificity . Although more research is 

required to evaluate its practical application, the risk of 
uterine rupture after caesarean section was directly 
correlated with the thickness of the lower uterine 

19segment . The time required to establish the diagnosis 
limits the utility of diagnostic imaging techniques like CT 
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and MRI.
Early surgical intervention is the mainstays of treatment for 

8,13,14,20uterine rupture . The range of management options 
includes subtotal abdominal hysterectomy, total abdominal 
hysterectomy, and repair of the ruptured uterus with or 
without tubal sterilization, with recoil to long-acting 

21reversible contraception.  These surgical techniques are 
based on the extent of the uterine rupture, the level of 
hemorrhage, the overall health of the mother, and the desire 

8,20for fertility . It is speculated that surgical intervention 
within 10–37 minutes will reduce the fetus's chance of 
permanent perinatal injury, especially from intra-

22abdominal oxidative stress due to reactive species.  
However, delivery within this time frame does not 
necessarily ensure that the fetus will not have severe 
hypoxia, or that there won't be any major neonatal 

20,23consequence later on . Hemorrhage, blood transfusions 
and its complications, and hysterectomy are severe 
maternal consequences that can result from uterine rupture. 
Maternal and perinatal morbidity and mortality are the 

6,7most fatal outcome of uterine rupture.
CONCLUSION
It is impossible to overstate the importance of antenatal 
care services and routine ultrasound use in contemporary 
obstetrics practice because high-risk patients may be 
monitored not only to assess the general health of the fetus 
but also to measure scar thickness, and localize the 
pregnancy to reduce the dilemma of mis-diagnosis.
RECOMMENDATIONS
Uterine rupture is of public health importance especially in 
low resource setting like ours. Reducing poverty, illiteracy, 
the lack of qualified personnel, inadequate medical 
facilities, and declining health-care budget can 
significantly reduce this avoidable disastrous condition.
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