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INTRODUCTION 

Uterine rupture in pregnancy is an obstetrical emergency 

associated with significant maternal and neonatal mortality 

and morbidity.1,2 It is not only life threatening to the 

mother but affects her future fertility as well.3 Maternal 

mortality varies between 1 to 13% and perinatal mortality 

between 74 to 92%.2,4 

The key predisposing factor of uterine rupture is the 

presence of scar. The normal unscarred uterus is very 

unlikely to rupture. Spontaneous rupture of an unscarred 

uterus during pregnancy and labour is very rare and is 

usually traumatic; its incidence decreases with 

improvement in obstetric care. However: its incidence 

remains high in developing countries.5 The major risk 

factors associated with unscarred uterine rupture are 

obstructed labour, multi parity, injudicious use of 

uterotonic drugs, mismanaged labour, pregnancy in 

anomalous uterus, and rarely intrauterine manipulations 

such as internal podalic version and breech extraction.4 

Most cases present with maternal tachycardia, bleeding per 

vagina and signs of fetal distress.6 Social factors like 

socioeconomic conditions, uncontrolled fertility, 

illiteracy, adolescent marriages and contracted pelvis also 

contribute to uterine rupture.2  

Spontaneous uterine rupture is associated with highly 

variable and nonspecific maternal complaints and fetal 

status requiring high index of suspicion.7 Maternal and 

perinatal outcomes are improved by awareness of risk 

factors, recognition of clinical signs and symptoms and 

prompt surgical intervention.8 The aim of the study was to 

determine the frequency of rupture in an unscarred uterus 
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ABSTRACT 

Uterine rupture is an obstetrical emergency associated with significant maternal and fetal mortality and morbidity. 

Spontaneous rupture of an unscarred uterus, though rare, can occur in developing countries. Many risk factors for uterine 

rupture, as well as a wide range of clinical presentations, have been identified. The aim of the study was to analyze the 

incidence, predisposing factors and to determine the maternal and perinatal outcomes of unscarred uterine rupture. A 

retrospective analysis of cases of unscarred uterine rupture was conducted at the department of obstetrics and 

gynecology, Andhra Medical College/King George Hospital, Visakhapatnam from 01 October 2020 to 31 October 2021. 

Out of the 8657 deliveries in our hospital during the study period, there were 11 cases of ruptured unscarred uteri giving 

an incidence of 0.127%. All of these (100%) were unbooked cases. Most of them (90.9%) were multigravida. Uterine 

rupture occurred at term in 9 cases and 2 were pre term. Maternal mortality was 18.18% (2 cases) and perinatal mortality 

was 72.72% (8 cases). Sub-total hysterectomy was done in 4 and laparotomy with repair of the rent was performed in 

the remaining 7 cases. Unscarred uterine rupture though a rare complication of pregnancy, can occur commonly in 

developing countries. Obstructed labour, mismanaged labour, injudicious use of oxytocin and grand multiparity are the 

common risk factors associated with unscarred uterine rupture. 
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in our hospital and identifying the possible risk factors and 

also suggest the ways to improve the fetomaternal 

outcome.  

CASE SERIES 

To analyze the incidence, predisposing factors and to 

determine the maternal and perinatal outcomes of 

unscarred uterine rupture.       

A retrospective analysis of cases of unscarred uterine 

rupture was done in our institution. (Department of 

Obstetrics and Gynecology, Andhra Medical College/King 

George Hospital, Visakhapatnam) from 01 October 2020 

to 31 October 2021. All the cases of uterine rupture 

without any previous uterine scar or any other previous 

uterine surgery were included. The age, parity, risk factors, 

causes of rupture, site of rupture, and fetomaternal 

outcome were analyzed using descriptive statistics like 

percentages and proportions. Data pertaining to the parity 

of the woman, socioeconomic status, duration of labour, 

and the record of management of labour was taken for the 

study.  

The details of the cases were retrieved from the hospital 

records and the data was analyzed using SPSS 16. The 

results were calculated and represented in tables and 

figures. Formal consent is not required for this type of 

study. This series comprised of 11 cases of rupture in 

unscarred uterus. The total number of   live births during 

the study period was 8657, giving an incidence of 0.127%. 

The mean age of the women was 31.41±4.151 years with 

an age range of 27-40 years. All the cases (100%) in our 

series were unbooked; most of them referred from 

peripheral health centers (Table 1).  

Most of the cases were in obstetric shock at time of 

presentation to the hospital (Table 2). Out of 11 cases, 

8(73%) were of term pregnancies and the remaining 3 

(27%) were preterm. In our study, 2 cases (18%) were 

managed at hospital during labour and 9 (82%) were 

managed at home. Majority of the women (82%) were in 

the second stage of labour when they reached the hospital. 

Only one case of rupture was in primi and the remaining 

10 were among multi gravida.  

There were 2 (18.18%) maternal deaths. In our study, 3 

(27%) cases required ICU admission with a maximum stay 

of 2 days. Subtotal hysterectomy was performed in 4 

(36%) cases and repair of the rent done in 7 (64%) cases. 

The perinatal mortality attributable to uterine rupture was 

81%. Obstructed labour, mismanaged labour and 

injudicious use of oxytocin were found to be the major risk 

factors. 

Table 1: Referred and non-referred patients (N=11). 

Referred cases  No. of patients  % 

Yes 9 81.8 

No 2 18.18 

Total 11 100 

Table 2: Causes of unscarred uterine rupture (N=11). 

Causes No. of cases % 

Obstructed labour 6 54.54 

Mismanaged 

labour 
3 27.27 

Injudicious use of 

oxytocin 
2 18.18 

Table 3: Signs at presentation. 

Signs No. of cases % 

Absent fetal heart 

rate 
6 54.54 

Loss of uterine 

contractility 
5 45.45 

Vaginal bleeding 3 27.27 

Shock 7 63.63 

Figure 1: The site of rupture on the uterus. 

DISCUSSION           

Unscarred uterine rupture is a relatively rare complication 

of pregnancy that results in life threatening maternal and 

fetal complications. Considering the easy access to 

obstetric care including cesarean section, rupture of the 

unscarred uterus in modern obstetric practice should be 

rare.6  

 

Its incidence varies from 0.005% to 0.017%.6,8,9 The 

incidence in our study is 0.127% which is higher than that 

reported in literature. The fact that all our cases were 

unbooked and many patients did not receive any ante natal 

care could have been the cause of high incidence. 

Moreover, our hospital is a tertiary care centre and referral 

center for the neighboring districts: this must have also 

contributed to the high incidence. In our series, the 

percentage of unbooked was 100% and this was higher 

than in studies like Rashmi et a and Rizwan et al.2,10 

Majority of the ruptures in our series occurred in para 4 

(45.4%) followed by para 2 (27.2%), para 5 (18.18%), and 

para 1 (9.09%), respectively which are similar to the 

findings by Rizwan et al.2  

Most of the ruptures occurred in the second stage of labor 
(82%), and before the initiation of labor only 18%, which 
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is comparable to the study as reported by Nahum et al (86 
and 14%, respectively).11 

Obstructed labor, mismanaged labor, and injudicious use 
of oxytocin were found to be the common risk factors 
(Table 2) which were similar to the findings of Miller et 
al.8 

In our review, there were 2 maternal deaths (18.18%) 
which are higher than that reported by Ahmadi et al where 
it was 7.1%.12 In our study, perinatal mortality attributable 
to uterine rupture was 72.7% which was comparable to that 
of Rashmi et al (78.66%).10 The most common site of 
rupture was in the anterior uterine wall (36%), followed by 
lower segment (18%) posterior wall (18%), fundus (18%), 
and upper segment (9%) respectively (Figure 1). Subtotal 
hysterectomy was performed in 4 (36%) cases and repair 
of the rent done in 7 (64%) cases. If a gravid-women 
presents with hypotension, abdominal pain, vaginal 
bleeding, associated with any signs of fetal distress, uterine 
rupture should be suspected.7 Clinical signs of uterine 
rupture during pregnancy are non-specific and can be 
confusing. It is not always easy to distinguish it with other 
abdominal emergencies (appendicitis, gallstones, 
pancreatitis etc). In all cases of abdominal pain in 
pregnancy, the fetal status must be systemically checked.  

Early surgical intervention is usually the key to successful 
treatment of rupture.8 The therapeutic management is total 
or subtotal hysterectomy. Repair of the rupture can be 
performed and helps to preserve the reproductive function 
of the patients with risk of recurrent uterine rupture 
assessed between 4 and 19% in the subsequent 
pregnancy.13,14 For this reason, it has been recommended 
that women with a previous uterine rupture undergo an 
elective caesarean delivery as soon as fetal lung matures.  

This study had some limitations; primarily being a 
retrospective study, it could be open to selection bias. 
Secondly, it lacks data on body mass index, diabetes 
mellitus, uterine pathologies (i.e., myoma uteri) and 
surgeon’s experience. The strength of the study is the very 
broad cohort of cases despite being a single-center study.  

CONCLUSION 

Unscarred uterine rupture though a relatively rare 
complication of pregnancy; is fairly common in 
developing countries. This study concluded that 
mismanaged labour is the main cause of unscarred rupture 
uterus followed by injudicious use of oxytocin and 
obstructed labour. Women with mismanaged labour, 
grandmultiparity and obstructed labour must be managed 
by trained personnel at a tertiary care centre in order to 
avoid high maternal and perinatal mortality and morbidity. 
Measures aimed at reducing the high maternal and 

perinatal mortality and morbidity associated with uterine 
rupture include health education, proper antenatal care, 
early referral of high-risk patients and promoting 
institutional delivery.  
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