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Abstract
The case of a 28-year-old woman with prior caesarean
deliveries, who came in with severe abdominal pain along
with 18 weeks of gestation, is presented. Ultrasound
showed a live intrauterine pregnancy accompanied with
oedematous pancreas and mild to moderate fluid in the
abdomen. Despite supportive care, her condition
deteriorated with dropping haemoglobin and worsening
abdominal pain. Computed tomography (CT) scan
suggested possible appendicitis or focal uterine rupture.
Despite conservative management her pain persisted.
Repeat ultrasound revealed a uterine wall defect with
placenta protruding through it, suggestive of uterine
rupture. Emergency laparotomy confirmed uterine rupture
at the previous uterine scar, with placenta percreta
invading the bladder wall. During the procedure, the
patient had an estimated blood loss of 2,000ml. After
receiving antibiotics and blood transfusions, she recovered
and was discharged after 21 days. This case highlights a rare
but life-threatening complication of a second-trimester
uterine rupture in a scarred uterus.
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Introduction
Uterine rupture is an obstetric emergency associated with
significant maternal-foetal mortality and morbidity. It can
lead to substantial maternal bleeding and severe uterine
injury which may require a hysterectomy.1 Uterine rupture
refers to a disruption of all uterine layers including the
serosa while uterine dehiscence is an incomplete uterine
scar separation with intact serosa.2 Second trimester
spontaneous uterine rupture occurring between 13 and 28
weeks of gestation is a very rare event with an estimated
prevalence of 1 in 5,000 to 20,000 pregnancies.3 The ratio
of scarred uterus rupture to unscarred uterus rupture is

approximately 3:1.4 The main risk factors for a uterine
rupture include grand multiparity, obstructed or neglected
labour, injudicious use of oxytocin and previous caesarean
section, short inter-pregnancy interval, and abnormal
placentation.4,5

Case Report
A 28-year-old woman (gravida 4, para 2+1), who was 18
weeks pregnant, was brought to the surgical assessment
unit of Dr Ruth K. M. Pfau Civil hospital, Karachi, on March
3, 2024, with one-day history of sudden onset severe upper
abdominal pain. She had no associated symptoms. On
physical examination, her abdomen was soft, tender, and
non-distended, with generalised tenderness that was
severe in the epigastrium and right hypochondriac region.

The patient’s past medical and surgical history was
significant for two previous caesarean deliveries and one
miscarriage three years back.

On arrival her vital signs were: blood pressure 110/72
mmHg, pulse 103 bpm, respiratory rate 18 breaths/min,
and temperature 36.6℃. Initial laboratory tests showed
haemoglobin of 9.6 g/dl (normal 12–15.5 g/dl), haematocrit
of 27.4% (normal 36–47%), total leukocyte count of 31.2
x109/L (normal 4–11 x109/L), neutrophils of 87%.
Abdominal and pelvic ultrasound revealed a single, viable
intrauterine pregnancy corresponding to 18 weeks of
gestation with an altered liver texture, swollen and
oedematous pancreas, and mild to moderate fluid in the
abdomen.

The patient was initially referred to the medical emergency
department with a suspected diagnosis of acute
pancreatitis on March 4, 2024. However, her condition
continued to deteriorate, with a drop in haemoglobin from
9.6 to 6.4g/dl requiring transfusion of two units of packed
red blood cells. Her C-reactive protein increased from 18.7
to 66.1 mg/L (normal <10 mg/L). The abdominal pain
became worse and localised to the right inferior quadrant
with positive rovsing, psoas, and obturator signs on
abdominal examination.

Due to the worsening clinical status a whole abdomen
computed tomography (CT) scan was performed. The CT
scan findings (Figure 1) were suggestive of a swollen, fluid-
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filled appendix with minimal surrounding fat stranding as
well as an ill-defined, hyper dense collection in the right
iliac fossa, which was adherent to the anterior abdominal
wall and the uterus measuring approximately
1.8x18x9.8cm (anteroposterior x transverse x craniocaudal)
with a volume of 158ml. Gravid uterus with indistinct
anterior wall was noted. The pancreatic tail appeared
slightly bulky with minimal surrounding fat stranding and
minimal thickening of the left lateroconal fascia. Serum
amylase and lipase levels were advised to rule out sub-
acute pancreatitis which were within normal limits. Overall,
the imaging appearances were suggestive of ongoing
infective/inflammatory process with possibility of ruptured
appendix; however, the possibility of focal uterine rupture
could not be entirely excluded. Surgical and obstetric
review was advised.

The patient was admitted to the surgery ward for close
monitoring and observation. She was initiated on
intravenous (IV) antibiotics and ringer’s lactate solution. Her
vital signs remained stable throughout her hospital stay,
and she remained afebrile. Despite blood transfusions, her
haemoglobin persisted below normal, and her abdominal
pain continued to worsen. Since the pain did not resolve, a
pelvic ultrasound was advised on March 9, 2024. The
repeated ultrasound demonstrated an intrauterine alive
pregnancy corresponding to 18 weeks ±1 week of
gestation. A defect was observed in the anterior uterine
wall at the site of the scar, measuring approximately 3.1cm,
with the placenta seen protruding through it, suggestive
of uterine perforation with an organised collection
adjacent to it, measuring 13.2x2.5x10.2 cm, with
approximately 187 ml.

The patient underwent hysterectomy, right internal iliac
artery ligation, and abdominal packing on March 9, 2024.
Intraoperative findings revealed haemoperitoneum of
approximately 1,500 ml. There was a scar line rupture
extending through the entire thickness of the uterine wall.

The placenta was partially adherent to the uterine cavity
and protruding out, and it was completely adherent and
invading the lower uterine segment and bladder serosa
(placenta percreta). The estimated blood loss during the
procedure was approximately 2,000 ml. In the post-
operative period, the patient experienced intermittent
fever spikes which were managed with a course of
intravenous antibiotics. After an appropriate treatment
course and an uneventful recovery, the patient was
discharged from the hospital on March 22, 2024 without
any follow-up appointments.

Discussion
Placenta accrete spectrum refers to a range of abnormal
placental implantation characterised by the abnormal
invasion of placental villi into the myometrium. It includes
placenta accreta, placenta increta, and placenta percreta.6
Placenta percreta is the most severe form of abnormal
placental implantation where the placental villi penetrates
through the myometrium and can invade adjacent
structures such as the rectum and bladder.7

Women with prior uterine surgery such as myomectomy,
curettage, and, in particular, a uterine scar secondary to
caesarean delivery have increased risk of placenta
percreta.8 Likewise, this patient had two prior caesarean
deliveries which was the likely cause of the placenta
percreta.

Abnormal placental implantation such as placenta percreta
and a scarred uterus are significant risk factors for uterine
rupture.9 While uterine rupture is most commonly
encountered in the third trimester of pregnancy, it can also
occur, though rarely, in the second trimester.4 However, in
cases with risk factors, like a scarred uterus in this patient,
the possibility of uterine rupture should be ruled out
regardless of the gestational age. A comprehensive and
detailed history should be obtained from the patient which
would help in early recognition and management of this
life-threatening obstetric complication.

Patients with uterine rupture can present with a variety of
non-specific symptoms, which may mimic other
conditions. As highlighted in this case, the patient initially
presented with symptoms suggestive of acute pancreatitis
or appendicitis without any vaginal bleeding. Regardless
of the presenting symptoms, obstetric complications
should be considered as one of the top differential
diagnosis in pregnant patients.

A live intrauterine pregnancy does not rule out the
possibility of a uterine rupture.10 If the uterine wall and
placenta cannot be visualised on ultrasound in a pregnant
female presenting with atypical abdominal complaints and
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Figure: Whole abdomen computed tomography scan with contrast show hyper dense
collection adherent to the anterior abdominal wall and the uterus measuring
approximately 1.8x18x9.8 cm marked by red arrows)
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anaemia, further investigations, like magnetic resonance
imaging (MRI), can be considered.8 This is because the
inability to fully evaluate the uterine wall on ultrasound,
raises concerns about the possibility of a uterine rupture or
other complications, even in the presence of a live
intrauterine pregnancy.

Conclusion
This case highlights that uterine rupture, although less
common, can occur even in the second trimester in women
with a prior caesarean scar, and its presentation may mimic
non-obstetric conditions such as pancreatitis or
appendicitis. Early suspicion and timely imaging are crucial
to avoid delay in diagnosis, particularly when laboratory
and radiological features are non-specific. This case
reinforces the importance of maintaining clinical vigilance
when a pregnant woman with a known uterine scar
presents with unexplained or worsening abdominal pain.

Disclaimer: The patient provided written informed
consent for the publication of this case report. The patient’s
personal information has been anonymised to protect her
privacy.
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