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Case Report   

Suspected Placental Abruption Leading to Intraoperative Diagnosis of 
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Abstract
Background: Uterine rupture is a life-threatening obstetric emergency characterized by full-thickness disruption 
of the uterine wall. Majority of the cases occur in previously scarred uterus, spontaneous rupture in an unscarred 
uterus remains extremely rare but carries high maternal and perinatal mortality. Grand multiparty, obstructed labor, 
uterine over distension, and inappropriate use of uterotonics are recognized risk factors.

Case Presentation: A 32-year-old gravida 7 para 6 with no prior uterine surgery underwent induction of labor 
with oxytocin for pre-labor rupture of membranes. She progressed normally until she developed sudden dark 
red vaginal bleeding, maternal tachycardia, and fetal bradycardia. Laparotomy for suspected abruption revealed a 
complete rupture of the unscarred uterus with fetal extrusion and hemoperitoneum. An emergency hysterectomy 
was performed, and both mother and neonate were stabilized.

Problems Highlighted: This case demonstrates the unpredictability of rupture in unscarred uteri, the significance 
of grand multiparty, diagnostic difficulty, and risks associated with oxytocin augmentation.

Conclusion: A high index of suspicion and rapid surgical intervention are essential to prevent maternal and 
neonatal morbidity.
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Introduction
Uterine rupture is a common complication 
of pregnancy in developing countries. 
However, it is rare in developed countries. 
It is an obstetric emergency characterized 
by complete disruption of the uterine wall, 
resulting in maternal hemorrhage, fetal 
compromise, and potential expulsion of 
the fetus into the peritoneal cavity [1]. The 
reported perinatal mortality ranges from 80% 
to 95% [2].

Most cases of uterine rupture occur in 
the second and third trimesters in the 
scarred uterus, most commonly from prior 
myomectomy, Caesarean sections [3].

Spontaneous rupture in an unscarred uterus 
remains an infrequent but life-threatening 
event [4,5].

In developed countries, there is an increased 
risk of uterine rupture, with an estimated 
incidence of spontaneous rupture in 
unscarred uteri of approximately 12 per 
100,000 pregnancies. Still, higher rates are 
reported in resource-limited settings due to 
disparities in access to obstetric care, delayed 
intrapartum monitoring, and variations in 
labor management [6]. 

Several risk factors have been identified, 
including grand multiparty, obstructed 
labor, uterine overdistension, fetopelvic 
disproportion, injudicious use of oxytocin, 
mismanaged inductions, uterine anomalies, 
gestational trauma, and, rarely, intrauterine 
manipulations such as internal podalic 
version or operative extraction [7].
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Clinical diagnosis of Uterine rupture requires a high index of 
suspicion, often due to the lack of specific clinical presentation, 
which may result in delayed diagnosis and management. 
Fetal heart rate abnormalities, particularly fetal bradycardia, 
are the most common early indicators. Additional clinical 
features may include vaginal bleeding, sudden cessation of 
uterine contractions, abdominal tenderness, and abdominal 
pain. Uterine rupture can mimic conditions such as placenta 
abruption, as seen in this case.

Given the high maternal and perinatal mortality associated with 
delayed recognition, maintaining vigilance in high-risk patients 
is paramount.

This case emphasizes the unpredictability of spontaneous uterine 
rupture in a young grand multiparous woman, highlighting 
essential clinical, diagnostic, and systems-based challenges 
that remain relevant even in modern obstetric practice.

Case Presentation
A 32-year-old female, Gravida 7 Para 6 woman with no prior 
uterine surgery and no known medical comorbidities, presented 
at 38 weeks and 5 days with pre-labor rupture of membranes 
(PROM). On admission, her Bishop score was 3, prompting 
induction of labor with low-dose oxytocin, in accordance with 
institutional guidelines for high-parity patients. Initial cervical 
assessment and contraction patterns indicated satisfactory 
early labor progression. Baseline laboratory values included a 
hemoglobin of 12 g/dL and a platelet count of 252,000/µL.

As labor progressed, the patient was transferred to the birthing 
suite at 8 cm dilation. One hour later, she was found to be fully 
dilated (10 cm), 100% effaced, at –1 station, with a category 
I fetal heart rate tracing. Her bladder appeared distended; a 
Foley catheter was inserted, draining 300 mL of clear urine. 
The patient subsequently commenced active pushing with each 
contraction. Continuous cardiotocographic monitoring was 
maintained as per protocol for grand multiparous inductions.

Approximately 45 minutes into the second stage, the 
patient developed non-reassuring fetal heart rate changes, 
characterized by persistent fetal bradycardia, accompanied by 
active vaginal bleeding of dark red blood. Maternal findings 
included tachycardia and profuse diaphoresis, raising a strong 
clinical suspicion for acute placental abruption. Given the 
rapidly deteriorating fetal and maternal status, the decision was 
made to proceed with an emergent exploratory laparotomy.

Intraoperatively, a complete rupture of the previously 
unscarred uterus was identified, with extrusion of fetal parts 
into the peritoneal cavity and approximately 500 mL of 
hemoperitoneum. The rupture was extensive, involving the left 
lateral uterine wall, extending through the full thickness of both 
the anterior and posterior walls. The defect tracked superiorly 
toward the left cornual region, involving the broad ligament 
and continuing inferiorly into the left vaginal fornix. 

The bladder remained intact. The left ovary was actively 
bleeding and could not be salvaged despite hemostatic attempts.

Massive hemorrhage ensued, with an estimated blood loss of 3 
liters. The Massive Blood Transfusion Protocol was promptly 
activated, and appropriate resuscitation measures were initiated. 
Due to the severity and extent of the rupture, and to achieve 
hemostasis, an emergency subtotal hysterectomy was performed. 
The neonate, delivered through the uterine defect, exhibited 
severe birth asphyxia and was immediately transferred to the 
neonatal team for advanced resuscitation.

Both mother and neonate were stabilized postoperatively 
following aggressive resuscitation, damage-control surgery, and 
multidisciplinary critical care management.

Figure 1: Complete left-sided uterine rupture with extension 
into the vagina and posterior uterine wall, demonstrated 
intraoperatively

Figure 2: Intraoperative view of a left uterine rupture with 
extension into the vagina and posterior uterine wall; a 
hysterectomy is being undertaken due to the severity of the 
defect
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Figure 3: The surgeons’ hands are seen stabilizing and 
elevating the exteriorized uterus to expose the full extent of 
the rupture along the lower uterine segment, with surrounding 
hemoperitoneum evident before definitive surgical management

Discussion
Uterine rupture is a rare but life-threatening obstetric 
emergency, most commonly associated with a previous scar 
to the uterus following previous cesarean delivery or uterine 
surgery. Rupture of an unscarred uterus, as illustrated in this 
case, is particularly uncommon and often associated with 
delayed diagnosis due to its mimicking symptoms.

This patient is grand multiparous, which is a well-recognized 
independent risk factor for uterine rupture even in the absence 
of prior uterine surgery. Grand multiparty is associated with 
myometrial thinning, reduced uterine tensile strength, and 
abnormal contractility, predisposing the uterus to rupture under 
stress. In addition, labor induction with oxytocin, although 
appropriately administered at a low dose via infusion pump in 
accordance with institutional protocols, likely contributed to 
increased uterine wall stress. Both grand multiparity and labor 
induction are consistently cited in the literature as significant 
risk factors for rupture in unscarred uterus.

The clinical presentation in this case emphasizes the none 
specific of nature of uterine rupture. Initial labor progression 
and fetal monitoring were reassuring, with a category I fetal 
heart rate tracing until late in the second stage. The sudden onset 
of persistent fetal bradycardia, dark vaginal bleeding, maternal 
tachycardia, and diaphoresis were critical warning signs. While 
placental abruption was appropriately suspected, this case 
underscores that uterine rupture must remain a differential 
diagnosis in any laboring patient with sudden fetal compromise 
and maternal instability, regardless of uterine scar status.

Intraoperative findings revealed an extensive, complex rupture 
involving the left lateral uterine wall with extension into the 
anterior and posterior walls, broad ligament, cornual region, 
and vaginal fornix. Such extensive involvement explains 
the massive hemorrhage and the need for definitive surgical 
management. Although uterine repair may be considered in 
select cases of limited rupture with stable hemodynamics, 
the degree of tissue destruction, ongoing hemorrhage, and 

associated adnexal injury in this patient necessitated an 
emergency subtotal hysterectomy as a life-saving measure. 

The estimated blood loss of 3 liters and activation of the massive 
blood transfusion protocol reflect the severity of hemorrhage 
associated with uterine rupture. Prompt multidisciplinary 
intervention involving obstetrics, anesthesia, blood bank 
services, and critical care was pivotal to maternal survival. The 
associated left ovarian hemorrhage requiring oophorectomy 
further emphasizes the potential for extensive pelvic injury in 
such cases.
Neonatal outcome following uterine rupture is often poor due 
to acute interruption of uteroplacental perfusion.  Immediate 
neonatal resuscitation and advanced neonatal intensive care 
were essential components of post-event management as per 
the paediatric team.

This case underscores several clinical and system-level 
challenges associated with spontaneous uterine rupture in 
an unscarred uterus. First, the diagnostic difficulty remains 
profound, as symptoms such as sudden abdominal pain, 
vaginal bleeding, fetal bradycardia, and maternal tachycardia 
may closely resemble other obstetric emergencies, including 
placental abruption or uterine hyperstimulation, resulting in 
potential delays in recognition [8]. Grand multiparity is a major 
independent risk factor, as progressive thinning and reduced 
structural integrity of the myometrium predispose these 
patients to rupture even in the absence of prior uterine surgery 
[7]. The use of oxytocin, although appropriate, may still 
contribute to excessive uterine stress or tachysystole, further 
increasing susceptibility to rupture in multiparous patients [9]. 
This case highlights the necessity for heightened vigilance 
during induction or augmentation, particularly among grand 
multiparous women. Early recognition of atypical symptoms, 
rapid surgical intervention, and coordinated multidisciplinary 
care are essential to prevent catastrophic outcomes. Continued 
emphasis on systems improvement, clinical training, and 
adherence to evidence-based monitoring protocols remains 
critical in modern obstetric practice [10,11].

Conclusion
Uterine rupture is a life-threatening obstetric emergency 
characterized by full-thickness disruption of the uterine wall. 
A high index of suspicion is needed in patients presenting with 
sudden onset of abdominal pain with vaginal bleeding.
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