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Unscarred uterine rupture after induction of labor 

with misoprostol: A case report 
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Summary 

The rupture of an unscarred uterus is very rare and presents an emergency situation that threatens the life of the fetus and mother. 
The agents used for induction of labor, like oxytocin and/or prostaglandins, can be responsible for this catastrophic event. 

We report a case of intrapartum rupture of an intact uterus after using intravaginal misoprostol for cervical ripening and labor 
induction in a term pregnancy and we discuss the other cases reported in the literature. 
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Introduction 

Prostaglandins have been shown to induce cervical 
ripening and stimulate uterine contractions. It has been 
shown in numerous clinical trials that they are effective 
at a variety of doses regardless of the route of admini
stration. Misoprostol, prostaglandin E 1 , is much less 
expensive than dinoprostone although both are synthetic 
prostaglandin analogues. The administration of misopro
stol is also very easy. Although not licensed, the use of 
misoprostol for cervical ripening and induction of labor 
has been increasing during the last decade. Recent studies 
have demonstrated that misoprostol shortens the time 
from induction-to-delivery and reduces the need for oxy
tocin augmentation [1]. Although disclaimed by some 
authors, increased incidence of dose-dependent tachysy
stole and a nonreassuring fetal heart rate (FHR) are the 
most important side-effects of misoprostol when its side
effect profile is compared to other prostaglandin analo
gues [2, 3]. The effects of misoprostol in patients with 
previous caesarean section were studied and the results 
showed that misoprostol increases the possibility of 
uterine rupture when compared to other induction agents 
like other prostaglandins and oxytocin [ 4]. 

Uterine rupture is an emergency situation that threatens 
the life of the fetus and mother. The reported incidence of 
this catastrophic event is 0.03-0.08% among all pregnant 
women [5]. A history of myomectomy, caesarean section, 
uterine perforation or any previous trauma to the uterus 
poses an important risk for uterine rupture during induc
tion of labor regardless of the agent used. However, the 
rupture of an unscarred uterus is a very rare condition and 
its incidence has been declining [6]. Modifications in 
obstetric management of patients with fetal macrosomia 
and malpresentations have yielded better outcomes 
throughout the years. In the literature, there are only three 
cases of uterine ruptures caused by misoprostol during 
induction of labor. In this article we present a case of 
intrapartum rupture of an intact uterus after using intra
vaginal misoprostol for cervical ripening and labor induc
tion in a term pregnancy. 
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Case 

A 30-year-old healthy women at 42 weeks of gestation was 
admitted to the hospital for induction of labor because of a low 
amniotic fluid index (4.3 cm) and postmaturity. Her obstetric 
history, apart from two previous term pregnancies, was unre
marKable. The initial non-stress test (NST) was reactive. 

The patient was included in a randomized study evaluating 
the effect and dose regimen of misoprostol. The initial Bishop's 
score was two (1-2 cm dilated, uneffaced, centralized cervix 
and an unengaged fetal head) at vaginal examination on admis
sion. The first 25 µg misoprostol tablet was applied to the poste
rior vaginal fornix and tablets were to be repeated at 4-hour 
intervals for a maximum of three times according to the study 
protocol. The first dose of misoprostol stimulated only mild 
irregular uterine contractions. Three hours and forty-five 
minutes after the second dose of misoprostol, hyperstimulation 
was noted. Fetal monitoring revealed severe and moderately 
variable decelerations with normal variability. The cervix was 2 
cm dilated and 40% effaced, and the vertex was at -2 station. 
Misoprostol was withheld because of tachysystole and variable 
decelerations; the patient was turned on her left side and oxygen 
was administered. Tachysystole persisted in spite of this inter
vention, so a tocolytic agent, intravenous ritodrin, was admini
stered (terbutalin is not commercially available in our country). 
Tocolysis was withdrawn after 45 minutes when atypical varia
ble decelerations were decreased. However, tachysytole persi
sted for the next hour. The fetal heart rate remained stable 
during this period of time. Meanwhile, the cervix was 4 cm 
dilated and 50% effaced and the vertex was at -2 station. Aug
mentation was begun with oxytocin (2mU/min) since irregular 
and rare contractions were observed. Oxytocin was increased at 
doses of 2 mU/min. until effective contractions were achieved 
and the maximum dose of oxytocin was to be below 8 mU/min. 
When the cervix was 5 cm dilated, 60% effaced and the vertex 
was at -2 station, bright red vaginal bleeding of about 80 ml 
occurred, lasting for 40 minutes. Neither were there any tetanic 
contractions of the uterus which could have indicated placental 
abruption nor any problems concerning intrapartum monitoring, 
so the bleeding was determined to be the result of dilation. 
Manual hematocrit was measured as 32%. When the cervix was 
7 cm dilated, 60-70% effaced and the vertex was at -2 station, 
vaginal bleeding restarted and lasted for 20 minutes. During blee
ding, FHR remained stable and the patient was followed-up 
closely. The cervix was 10 cm dilated and the vertex at + 1 
station 19 hours after the first misoprostol administration. The 






