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Background 
 

• Incidence of rupture in unscarred uterus (UU) 
ranges from 1 in 5700 to 20,000 pregnancies. 

• The majority of unscarred uterine ruptures are 
intrapartum. Delayed post partum UU ruptures are 
rare with few case reports.  

Imaging 

Case Report 
• A 34 yo G4 P3 presented at 39 weeks 1 day with 

SROM. Vitals: BP: 111/62, HR: 86, Temp: 98.2C 

• Cervix was closed and the patient was given 
Misoprostol 50mcg PO x 2 for cervical ripening. She 
progressed to complete cervical dilatation approx. 
23 hrs after admission.  

• Patient underwent assisted vaginal delivery 
secondary to CAT 2 fetal heart tracing (fetal 
tachycardia and variable decels). Vacuum extraction 
was used with 1 pull (no pop-offs) and then mid 
cavity forceps delivery. 

• Fetal wt: 4233gm. APGAR: 1 & 4. EBL:400mL. 
Nuchal cord x 1. Genital exploration revealed no 
cervical, vaginal, or vulvar lacerations. Vital signs 
were stable. 

Fig 3. Gross uterus with rupture, cervix peeking 
behind pink arrow (blue arrow). 

Hospital Course  
• Next day patient complained of abdominal pain and 

distension primarily in upper abdomen (worsened 
with inspiration).  

• Exam: BP 91/52 HR 98 T:97.8F. Mild abdominal 
distension and lower abdominal tenderness with 
mild rebound pain. Uterus was tender. Normal 
lochia noticed. 

• Repeat exam 3 hours later: Vital signs unchanged. 
Pt uncomfortable and sweaty, with increased 
abdominal pain, tenderness, and distension. No 
abdominal masses noted. Vulva was within normal 
limits. 

• OB was consulted and CT abd/pelvis obtained along 
with laboratory studies. Patient was noted to have 
drop in BP to 73/45 and HR of 67. She was taken 
to the operating room for explorative laparotomy 
and ultimately supracervical hysterectomy.  

Discussion   
• Uterine rupture peripartum is an 

uncommon event with only a few cases 
being reported as delayed postpartum 
ruptures. 

• In this case the rupture occurred in a 
unscarred uterus. There are 7 similar 
cases identified in our literature search. 

• This patient in this case had late 
presentation of signs and symptoms 
(next day) and had upper abdominal pain 
rather than external vaginal bleeding. 

• Although the patient underwent 
instrumental delivery, genital exploration 
showed no evidence of trauma 
immediately after delivery. 
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Conclusions  
• A high index of suspicion is needed in 

patients with unscarred uterus since 
rupture is rare and unexpected. 

• Vaginal bleeding is not a cardinal 
symptom and may be modest, despite a 
major hemoperitoneum. 

• Serial abdominal exams averted undue 
delay, but earlier consideration of FAST 
exam could possibly have avoided need 
for CT abdomen.  

• Late presentation and practice of early 
discharge could have caused catastrophic 
maternal loss. 

Risk Factors 
• Advanced maternal 

age 
• Abnormal 
placentation 

• Grand multiparity • Trauma 

• Macrosomy • Internal & External 
version 

• Multiple gestation • Breech extraction 

• Prolonged labor • Instrumental 
delivery 

• Maternal connective 
tissue disease (e.g 

Ehlers-Danlos) 

• Labor induction & 
augmentation 

• Manual placental removal 

Fig 1. Free air and hemoperitoneum (pink arrow). 

Fig 2. Relatively normal postpartum uterus. 

Case Review 
Case Time to 

present 
Risk Factors Imaging Treatment 

Sun et 
al. 

20 
days 

• Vaginal 
prostaglandin  

• IV oxytocin 
(6hrs) 

• Uterine fundal 
massage  

• U/S 

• IV abx 
• Laparoscopic 

Uterine repair 
• Post surgical 

abx 

Kurdoglu 
et al. 

8-24 
hrs 

• Assisted 
fundal 

pressure 
• U/S 

• Ex-lap 
• Supracervical 

hysterectomy 
• Blood 

transfusion x 
5units 

Hruska 
et al. 

4 days 
• “Low dose” 

oxytocin 
• U/S 
• MRI 

• Ex-lap 
• TAH 

Mavrom
atidis et 

al. 
24 hrs 

• Vaginal 
prostaglandin 

x 2 
• IV oxytocin 

(10units) x 2 

• X-ray 
• CT Scan 
• MRI 

• Ex-lap 
• Supracervical 

hysterectomy 

Cash et 
al. 

1 hour 
• No 

augmentation 
• X-ray 
• U/S 

• Ex-lap 
• Uterine repair 

• Blood 
transfusion x 

4units 

Faria et 
al. 

hours 

• No 
augmentation 
• Vacuum 

extraction 

• U/S 
• Ex-lap 

• Uterine repair 

Alper et 
al. 

3 days 
• D&C abortion 
• Amniocentesis 

• None 
• BTL & 
hemoperi
toneum 

• Extension of 
BTL incision 
• TAH 


