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Introduction
Uterine rupture is potentially life-threatening to both mother 

and baby. It occurs when the integrity of the myometrial wall is 
compromised. This usually occurs during the last weeks of pregnancy, 
labour or delivery. However, damage to the uterus prior to labour is 
usually in the uterine body while damage during labour is usually in 
the lower segment. One of the main predisposing factors for uterine 
rupture is scarring of the uterus due to a previous surgery, namely 
caesarean sections [1]. A study conducted in 2005 by the World Health 
Organisation on the worldwide prevalence of uterine rupture resulted 
in a median of 0.053% [2]. At present, poor antenatal care, cephalo-
pelvic disproportion, uterine scars and oxitocin administration are 
considered to be the most important etiopathogenetic factors [3]. Other 
risk factors to consider are congenital anomalies, age, multiparity and 
curettages (especially the ones complicated by perforation, fibrosis 
and/or adenomyosis). Notwithstanding these known factors, a case 
was reported in 2006 of a prelabour uterine rupture with no apparent 
risk factors [4].

Case Report
We report a case of a woman of 39 years, the second pregnancy, 

with a previous spontaneous birth and a miscarriage who gave birth 
vaginally to the thirty-ninth weeks gestation. The baby weighed 2800 
grams at birth. After spontaneous delivery, the patient began to bleed 
and was subjected to curettage. Continuing blood loss was decided an 
hysterectomy. The piece removed showed a continuous solution in the 
left margin in contours of uterus. Histological examination showed an 
area of severe dysplasia and necrosis of the esocervix previous to the 
current pregnancy around the rupture zone that has been, presumably, 
the “locus minoris resistentiae”, as it were a weakness of the uterine wall 
that carries with it the stress of childbirth led to first a partial rupture 
and silent of the utero, and thereafter as a result of the hematoma that 
had come to form, led to a complete rupture of the uterus complete 
and extended upward. After subtotal hysterectomy she had a normal 
postoperative course and now is in excellent health.

Discussion
The peculiarity of this case report is that the uterine rupture was 

spontaneous and occurred in a patient with no underlying risk factors.

The main causes of uterine rupture in pregnancy related obstetric 

anamnesis and / or the administration of oxytocin. The main factors 
are obstetric medical history: previous gynaecological operations 
on the uterus, previous cesarean sections, scraping due to abortions 
and their complications. Regarding wing during pregnancy can 
cause spontaneous rupture of the uterus and silent during labor: 
fetal macrosomia and abnormal fetal presentation [7]. The patient 
in question did not involve any of these diseases. She gave birth to 
term a fetus of 2900 gr. vertex presentation in the left front. It ‘was 
the histological examination revealed a uterus that can cause: severe 
dysplasia of the esocervix cell necrosis, which probably represented 
the “locus” from which “minoris resistentiae” started breaking and 
silent, at first, incomplete’ uterus, which then led to a full thickness 
tear, due to myometrial hematoma that was forming in the meantime. 
In conclusion this case report we can infer the importance of clinical 
evaluation and cytologic of the esocervix in pregnancy not only for 
its neoplastic complications but also because the morphological and 
functional disorder caused by uterine dysplasias may cause a softening 
of the tissues that become brittle and susceptible broken.
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Abstract
The authors report a case of spontaneous uterine rupture in a patient with no risk factor. The break was initially 

silent and incomplete. Then, because of profuse bleeding was subjected to subtotal hysterectomy and is now in good 
health. Histological examination revealed severe dysplasia with necrosis of the coating of the esocervix . The authors 
conclude by stressing the importance of diagnostic assessment of the cervix in pregnancy is to prevent cervical cancer, 
to eliminate a rare risk factor for uterine rupture during labor.
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