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INTRODUCTION 

The high parity is recognized as major risk factor of 

spontaneous uterine rupture in unscarred uterus.1 

In developing countries, the incidence is high due to a 

greater number of unbooked obstetric emergencies, after 

originating from rural areas with poor antenatal care. The 

most common cause of rupture uterus in teaching and 

referral hospital are previous cesarean section deliveries.2  

Risk factors of unscarred uterus includes 

grandmultiparity, cephalopelvic disproportion, fetal 

macrosomia, congenital uterine anamolies, mismanaged 

labor, labour augmentation with misoprostol, oxytocin 

and prostaglandin gel application of fundal pressure, 

placenta accreta.3 Rarely intrauterine manipulations such 

as internal podalic version and breech extraction are also 

known risk factors. The incidence after myomectomy is 

extremely low.4 

Uterine rupture is an obstetrical complication which is 

severe and life threating and associated with significant 

maternal and fetal morbidity and mortality. It is 

characterized by a tear in the uterine wall involving its 

full thickness, including the serosa.5  

Uterine rupture in the unscarred uterus is rare and its 

incidence is higher in developing than in developed 

countries.6  

METHODS 

A retrospective analysis of unscarred uterine rupture 

cases was conducted at the Department of Obstetrics and 

Gynaecology Jhalawar Medical college Jhalawar 

Rajasthan between January 2009 to December 2016. 
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After collecting relevant data from the operation theatre 

record, each patient case record was scrutinized regarding 

incidence, age, parity, antenatal high-risk factor, 

management complications and fetal outcome. 

Institutional ethical committee approval was obtained for 

the study.  

Information about the total number of deliveries and of 

caesarean during the study period was obtained from the 

Medical record department.  

Inclusion criteria  

All the cases of uterine rupture without any previous scar 

or any other previous uterine operation after 36 weeks of 

gestation were included. 

Exclusion criteria 

Uterine rupture due to previous cesarean scar and any 

other operation on uterine was excluded.  

RESULTS 

During this study period of 8 years 61961 deliveries were 

recorded and this study period total uterine rupture were 

30 in which 19 (.03%) cases had scarred rupture uterus 

and 11(.01%) cases had unscarred rupture uterus. 

Table 1: Incidence of unscarred uterine rupture.  

 
Number Percentage 

Total rupture 30 0.04 

Scarred uterus 19 0.03 

Unscarred uterus 11 0.01 

The incidence of unscarred uterine rupture is 0.01% or 

1/10,000 deliveries and incidence of scarred uterine 

rupture is 0.03%.  

In the present study most, common cause of unscarred 

uterine rupture is Multiparty 4 (36.36%).  

Table 2: In showing distribution according to Age 

n=11.  

Age Number Percentage 

<20 1 9.09 

21-25 2 18.18 

26-30 5 45.45 

31-35 3 27.27 

The maximum number of patient (45.45%) are in age 

group of 26 to 30 years. Only one patient (9.09%) is of 

less than 20 years. 

In our study most, common complication was 

haemorrhage shock 7 (63.63%). Maternal mortality was 1 

(9.09%) and perinatal mortality was high 8 (72.72%). 

Table 3: Distribution according to parity n=11.  

Parity Number Percentage 

1 1 9.09 

2 2 18.18 

3 3 27.27 

4 or>4  5 45.45 

The maximum number 5 (45.45%) of patient are para 4 

or >4 only 1(9.09%) is primipara. 

Table 4: Causes of unscarred rupture uterus (n=11)  

Cause Number Percentage 

Multiparity 4 36.36 

Obstructed labour 3 27.27 

Use of oxytocin 1 9.09 

Prostaglandine gel induction 1 9.09 

Mismanaged labour 1 9.09 

Mesoprostol drug 1 9.09 

Second most common cause is obstructed labour, other 

causes are use of oxytocin, prostaglandin, mesoprostol 

and mismanaged labour. Most of the patient were 

presented with haemorrhagic shock 8 (72.72%) and 

absent fetal heart 7 (63.63%). Maximum patients had 

multiple symptoms.  

Table 5: Clinical symptoms of unscarred rupture 

uterus 

Clinical feature Number Percentage 

Hemorrhagic shock 8 72.72 

Abdominal pain 6 54.54 

Vaginal bleeding 5 45.45 

Loss of uterine contractility 6 54.54 

Absent foetal heart rate 7 63.63 

Most of the patient were presented with hemorrhagic 

shock 8 (72.72%) and absent fetal heart 7 (63.63%). 

Maximum patients had multiple symptoms. Majority of 

cases 8 (72.72%) were in 2nd stage of labour during 

rupture. 

Subtotal hysterectomy was done in 8 (72.72%) patient, 

Total hysterectomy done in 2 (18.18%) and repair of 

rupture uterus with tubal ligation was done in only 1 

(9.09%) patient. 

DISCUSSION 

In our study incidence of unscarred uterine rupture was 

.01% or 1/10,000 deliveries. This study was similar with 

the study done by Ahmadi et al. who had a figure of .03% 

or 3/10,000 deliveries.7 

In our study majority of patients 9 (81.8%) were 

unbooked this is similar with the study done by Rasmi et 

al figured as 80%.8 
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The maximum patients were in age group of 26-30 years 

5 (45.45%) 

In our study maximum patient 5 (45.45%) were of para 4 

or >4. This is more as compared to study done by Golen 

et al (31%) uterine rupture occurred in women with parity 

of more than 5.9 Schrinky et al found that 7 out of 22 

women (32%) who had unscarred uterine rupture had a 

parity of greater than 4.10 

In our study most common cause of unscarred uterine 

rupture were multiparity 4 (36.36%) this is similar with 

the study done by Thisted DL et al and Suner SL et al. 1,11 

A pathophysiological explanation of this may be the 

degree of myometrial fragidity which is acquired with 

successive pregnancies. Second most common cause of 

unscarred rupture uterus was obstructed labour 3 

(27.27%). The risk factors commonly associated with 

unscarred rupture uterus include multiparity, obstructed 

labour, use of uterotonic drugs for labour induction and 

augmentation, uterine anamolies and intrauterine 

manipulation.5 

Use of oxytocin during labour is a risk factor for uterine 

rupture which is found in many instances in the 

literature.12 In present study oxytocin was routinely used, 

but in low dose. Nevertheless, even in the event of 

controlled administration in our study it is responsible for 

1 (9.09%) case. 

Heckel et al reported that induction with prostaglandin 

confer the highest risk of uterine rupture.12 Furthermore, 

proper use of partogram for monitoring patient in labour 

could help in early diagnosis of poor progress of labour 

as well as timely surgical intervention. In this study 1 

(9.09%) rupture was due to prostaglandine gel. 

When using misoprostol, it is important not to exceed the 

dose of 25 microgram intravaginally and to observe an 

interval of 4 to 6 hours between administered dose. 

Currently in France, the National Agency for the safety of 

Medicines and Medical products (ANSM) has warned 

against using Misoprostol to induce labour with a viable 

fetus.13 It is responsible for 1 (9.09%) case in our study. 

The most common presenting symptoms in our study was 

haemorrhagic shock, pain abdomen, vaginal bleeding and 

fetal distress. 

If a gravid woman presents with hypotension, abdominal 

pain, fetal distress and vaginal bleeding, rupture uterus 

should be considered.14 

Most of the rupture occurred in 2nd stage of labour 9 

(81.81%) and only 2 (18.18%) rupture occurred before 

labour. This study is similar with the study done by 

Nahum G (86% and 14% respectively).15 

In our study maternal mortality was 1 (9.09%). This 

study was comparable with the study by Ahmadi et al in 

which it was 7.1%.7 

In our study perinatal mortality was 6 (54.54%) that is 

less as compare to the study done by Schrinsky and 

Benson that is 64.6%.10 

CONCLUSION 

Uterine rupture in the unscarred uterus remains an 

exceptional serious uterine complication which causes 

high maternal and fetal morbidity and mortality. The 

main risk factors found in the literature and our study are 

multiparity, obstructed labour, use of oxytocin and 

prostaglandin. 
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