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ABSTRACT

Background: Ruptured uterus is one of the major complications of labour which contributes significantly to maternal
and perinatal morbidity and mortality in low-resource and developing countries. Periodic review is necessary to
determine the magnitude, risk factors and feto maternal outcomes to aid to plan prevention reduce maternal and fetal
mortality are needed. The objective of the study was to determine the prevalence, risk factors, management options,
and feto-maternal outcomes of uterine rupture in University of Calabar Teaching Hospital (UCTH), Calabar.
Methods: Records of women with uterine rupture between January 2013 and December 2018 were retrieved.
Sociodemographic data, clinical presentations, surgical options, fetal and maternal outcomes were recorded and
analysed. Data was presented in frequencies and percentages.

Results: During the study period, total number of deliveries was 11,382 with 41 ruptured uterus giving it an incidence
of 0.36 percent. Twenty-eight (71.8%) of the patients were unbooked while 11 (28.2%) were booked. The mean age
was 28.08 and majority were para 2 and 3 at 10 (25.6%). Obstructed labour was the commonest cause 28 (71.8%).
Rupture of scar contributed to 8 cases (20.5%). Commonest presentation was abdominal pain 25 (64.1%). The
commonest surgical procedure was uterine repair alone 21 (53.8%), while repair and bilateral tubal ligation was 8
(20.5%) and hysterectomy 9 (23.1%). Maternal mortality was 1 (2.6%) while fetal mortality was 32 (82.05%). The
cause of maternal death was anaemic heart failure.

Conclusions: Predisposing factors for uterine rupture at UCTH, Calabar are mostly modifiable. As such integrated
efforts to prevent occurrence and ensure prompt management to reduce maternal and fetal mortality are needed.
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INTRODUCTION

Ruptured uterus is one of the major life-threatening
complications in obstetrics. It is the leading indication for
emergency peripartum hysterectomy in low-income
countries and is associated with high maternal and
perinatal morbidity and mortality.> Uterine rupture is a
catastrophic event that occurs during pregnancy and
childbirth. It is defined as a breach of myometrial wall
integrity.>®> The incidence of ruptured uterus differs

between the developed and developing countries and may
differ within the same country.®

Uterine rupture remains a public health concern in sub-
Saharan Africa, although it is now rare in the developed
world. The higher incidence in Sub-Saharan Africa has
been attributed to sub-standard obstetric care, poor
accessibility and availability of comprehensive emergency
obstetric care facilities, illiteracy, traditional practices and
cultural beliefs, poverty, poor socioeconomic status,
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dwindling health care funding and reluctance of the
illiterate masses to accept even the limited services
available.”®¢ Uterine rupture in developed countries
mostly occur secondary to previous caesarean section. Use
of uterotonics and trial of labour on a scarred uterus are
likely causes here.*® In a complete rupture, there is full
thickness separation of the uterine wall and overlying
visceral peritoneum, with the expulsion of the foetus
and/or placenta into the abdominal cavity, whereas in
incomplete rupture, the overlying serosa or visceral
peritoneum is spared, it is frequently due to a dehiscence
of a caesarean scar and usually uncomplicated.2312 The
cases studied here are those of complete rupture.

Risk factors for uterine rupture include congenital uterine

anomalies (such as pregnancy in undeveloped uterine
horn), feto pelvic disproportion, multiparity, pregnancy in
elderly women, teenage pregnancy, unwise use of
uterotonics for induction/faugmentation of labour,
placental abnormalities (placenta increta or percreta),
previous uterine scars (deep cornual resection,
myomectomy, metroplasty, previously repaired uterine
rupture, hysterotomy, caesarean section), trial of labour
after caesarean section, fetal macrosomia,
prolonged/obstructed  labour, unsupervised/neglected
labour, abnormal lie/presentation, uterine instrumentation,
grandmultiparity, chronic steroid use, use of herbs,
cocaine, referral from another health center and distance
travelled to hospital. Disorders of connective tissue can
also affect the structure and function of the uterus. There
are cases of uterine rupture reportedly associated with
Ehlers-Danlos syndrome, but trauma contributes to only
minority of cases of uterine rupture and is usually due to
road traffic accident or assault. Other causes are external
cephalic version, internal podalic version, difficult
forceps, embryotomy, breech extraction, manual removal
of placenta, adenomyaosis, trophoblastic diseases such as
invasive mole or choriocarcinoma and sacculation of
entrapped retroverted uterus.1.267.121516

Maternal case fatality rates as high as 10.3% to 16.0% has
been reported while the fetal mortality rates are even much
higher at 70.0% to 90.0%. Mothers that escape death may
have morbidities like anaemia, wound and genital sepsis
and burst abdomen. Others may lose their uterus and
compromise their future fertility.®

This study aims to determine the prevalence of uterine
rupture, associated risk factors, clinical presentations,
associated maternal and perinatal mortalities. These
findings will facilitate improved management and better
the obstetric outcome of patients with uterine rupture and
those at risk, thereby reducing perinatal and maternal
morbidity and mortality.

METHODS
This was a retrospective study of patients who had uterine

rupture at University of Calabar Teaching Hospital
(UCTH), Calabar over a six-year period, between January
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2013 and December 2018. The folder numbers were
extracted from the delivery and obstetric theatre registers
and the folders retrieved from Medical Records
Department of the hospital after due permission was
sought and obtained. Out of the 11,382 deliveries, 41 cases
of uterine rupture were recorded and only 39 folders were
retrieved, and this formed the basis for the analysis.

Information on age, parity, risk factors, clinical
presentations, type of uterine rupture, surgical procedures
carried out, associated maternal morbidity and mortality
and fetal outcome were extracted.

RESULTS
Out of the total 11,382 deliveries within the study period,
41 were uterine rupture giving a prevalence of 1 in 277 or

0.36 percent.

Table 1: Socio-demographic data of patients with
uterine rupture.

Age (years Frequenc Percentage
16-20 3 7.7
21-25 7 17.9
26-30 18 46.15
31-35 10 25.65
36-40 1 2.6
Parity
0 1 2.6
1 9 23.1
2 10 25.6
3 10 25.6
4 3 7.7
Above 4 6 15.4
Booking status
Booked 11 28.2
Unbooked 28 71.8
Educational status
No for_mal 77
education
Primary 9 23.1
Secondary 20 51.3
Tertiary 7 17.9
Total 39 100

80 71.8
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Figure 1: Aetiological risk factors.
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Table 1 shows the socio-demographic profile of patients
with uterine rupture.

The commonest age group was 26-30 years 18 (46.1%)
while the least age group was 36-40 years 1 (2.6%). The
mean age was 28.08 years. Uterine rupture was highest
among those who were para 2 and para 3, at 10 (25.6%)
each followed by para one, 9 (23.1%) while those more
than para 4 were 6 (15.4%) and the least were nulliparous
1 (2.6%). Twenty-eight (71.8%) of the patients were
unbooked while 11 (28.7%) of these patients booked for
antenatal care. Among these patients, 3 (7.7%) had no
formal education, 9 (23.1%) had primary education, 20
(51.3%) had secondary education and 7 (17.9%) had
tertiary education.

10(25.6%)

= Anterior = Anterio-lateral Posterior = Lateral

Figure 2: Site of uterine rupture.

Table 2: Clinical presentation of patients with uterine
rupture.

Clinical features
Vaginal bleeding +

Frequency(n) Percentage

. . 5 12.8
abdominal pain
Abdominal pain and 25 64.1
tenderness only
Cessation of
contraction + No 3 7.7
fetal movement
Abdominal
tenderness and fetal 4 10.2
distress
Anaemic heart
failure + Shock 1 29
Cm!s of gut per 1 26
vagina
Total 39 100.0

Table 2 shows the pattern of clinical presentation of
patients with uterine rupture. Common modes of
presentations included abdominal pain and tenderness only
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25 (64.1%), vaginal bleeding and abdominal pain 5
(12.8%) and abdominal pain with fetal distress 4 (10.2%).

Other symptoms were cessation of contraction and
perception of fetal movement 3 (7.7%), one patient
presented in shock with anaemic heart failure (2.6%) and
one patient (2.6%).

Table 3: Surgical procedures performed.

Surgical
B Frequency(n) Percentage

Repair alone 21 53.8
Repair and

BTL 8 20.5
Hysterectomy 9 23.1
Death before

. - 2.6
intervention

Total 39 100.0

Table 4: Complications.

| Complication Frequency (%) _Percentage |
Wound 6 15.4
sepsis
Post op 21 53.8
Anaemia
Entero -
cutaneous 1 2.6
fistula
Maternal
mortality . 2.6
Still birth 32 82.1
Blood 31 79.5
transfusion

Table 3 shows the aetiological risk factors. Seven (17.9%)
of the patients had previous uterine scars while 28 (71.7%)
had obstructed labour without uterine scar.

Figure 1 shows the site of rupture. Anterior uterine rupture
was the commonest 20 (51.3%), anterolateral uterine
rupture was 10 (25.65%) while the posterior rupture was 4
(10.25%).

Table 4 shows the surgical procedures performed. The
commonest procedure was uterine repair alone 21
(53.8%), while the least was repair and bilateral tubal
ligation 8 (20.5%).

Table 5 shows the maternal and perinatal mortality among
patients with uterine rupture.

There was 1 (2.6%) maternal death. Stillbirth were 32
(82.05%). Among patients with uterine rupture, 31
(79.5%) had blood transfusion, 21 (53.8%) patients had
anaemia post operatively, while 6 (15.4%) had wound
sepsis. The one patient who presented with coils of gut per
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vagina had enterocutaneous fistula post operatively. Some
patients had more than one complication.

DISCUSSION

The prevalence of ruptured uterus in this study is 1 in 277
deliveries. This prevalence however was lower 1 in 202 in
Bida, North central Nigeria.t It was also lower 1 in 41 in
an Ethopian study and Uganda 1 in 131.*%16 It was also
lower with 1 in 172 in Benin,7 1 in 119 in Anambra, 1 in
164 deliveries in Lagos4 and 1 in 120 in Azare, Northeast
Nigeria.3® It was however higher with 1 in 290 deliveries
recorded in Bauchi, Nigeria.® In the index study, the high
prevalence is a reflection of poor utilization of obstetric
facilities in our environment.

The above prevalence is in sharp contrast from values from
developed countries, and other countries with good and
accessible maternity care services. A health facility in the
UK which has an annual delivery rate of 6000 births
reported 12 cases of uterine rupture over a 6-year period
with a prevalence of 12 in 36,000 births, whereas a
national review reported an incidence of 0.2/1000
deliveries.10,12. Historically, there is variation in global
incidence of uterine rupture with higher morbidity and
mortality rates predominantly in developing countries.®
There is also variable incidence in different parts of the
country.?

The difference between incidences in developing countries
as compared to developed countries is very wide. The
variation may most likely be due to local differences in
presentation and available obstetric services. These
include availability, access, utilization and quality of
maternal services in the area. Many low resource countries
have not performed fairly relative to the availability of
skilled obstetricians and quality maternal services. When
obstetric services are available, reports show poor attitude
and uptake among women who suffer uterine rupture.3°
Other factors responsible for the high incidence in
developing countries relate to poverty, low literacy levels,
potentially harmful cultural and religious practices, poor
transportation and communication systems, not registering
for antenatal care and high level of patronage of spiritual
churches for pregnancy and child birth care.”**16 These
factors continue to increase the incidence of ruptured
uterus in developing countries. It was also found that the
majority of these patients in this study were unbooked
(71.8%), this is comparable to the figures from other parts
of the country and other countries in Sub-sahara
Africa 4578

The parity distribution was similar to studies in Lagos and
Anambra where women who had delivered 1-3 times
before, constituted the majority of women with ruptured
uterus.*S 25.65% of patients had parity of two; also 12.8%
of the patients were primiparous, while 20.5% of patients
had parity of four. 2.6% of them was nulliparous and
12.8% of them were para five and grand multiparous. This
shows that primigravidas are not immune to rupture
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though uterine rupture is usually associated with
grandmultiparity.>13 This is in consonance with findings
in Northern Nigeria.>'° This also calls for caution in the
use of oxytocics in induction and augmentation of labour
in nulliparous women.

Most of the women were from the lower socioeconomic
groups as evidenced by their level of education. This
agrees that ignorance and poverty contribute greatly to the
high incidence of ruptured uterus seen in developing
countries including Nigeria.1416 There exist some
variations in the aetiological classification of ruptured
uterus by different authours.* The commonest risk factors
for ruptured uterus in this study were obstructed labour
without a previous scar 19 (48.7%), followed by
obstructed labour due to malpositions
malpresentations/foetal macrosomia 9 (23.0%) and
previous scar 7 (17.9%). In contrast, studies done at Lagos
and Nnewi show that scarred uterus contributed
significantly to 32.84% and 67.74% respectively.*®

The predominance of obstructed labour, multiparity and
previous scar in this study is comparable to a study in
South-south Nigeria where the major risk factors were
multiparity, previous scar and prolonged labour.” Other
risk factors in this study included misoprostol induced
labour, oxytocin augmentation of labour, external cephalic
version at a traditional birth attendant’s and fetal
macrosomia/malpresentations which are all documented
risk factors.!1213 As was in Bida, Northcentral Nigeria,
the commonest modes of presentation in this study were
abdominal pain with tenderness and bleeding per vagina
with abdominal pain.*® This may have resulted owing to
the fact that most patients presented late.”1015

No consensus has been reached as to the best surgical
option that should be used.* The surgical option chosen
should be individualized, depending on the anatomy of the
rupture, the condition of the patient and the skill of the
surgeon. The procedure performed should be short, safe
and yet feasible in that particular case.>1*12 The need for
reproductive function should also be taken into
consideration.**2

In this study, repair alone was the commonest surgical
operation. This compares with studies in Nnewi, and Abia
but is in contrast with studies in Lagos and Bauchi where
repair with bilateral tubal ligation was the commonest
done.*® This was followed by subtotal hysterectomy. This
may be due to the fact that majority of the patients were of
low parity and in most cases of lower segment, anterior
ruptures; repair was considered as they were still desirous
of future pregnancies. These patients should however be
warned of the increased risk of rupture in subsequent
pregnancies, advised on the option of permanent
contraception and the need to have a planned elective
caesarean delivery (37 to 38 weeks) if they chose to carry
future pregnancies.’? The case fatality rate for ruptured
uterus for the mothers in this study was 2.6%, and this
compares with 2.2% in Benin.” This is however much
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lower than 6.6% in a study in Ethiopial6, 10.7% in Azare,
Northeast Nigeria, 11.94% in Lagos and 13.4% in
Bauchi.®*° The fetal mortality rate was high 82.05%,
which compares with 88.4% in Anambra8, 87.5% in Bida,
Northcentral Nigeria and 100% in Bauchi.®¥ This is in
sharp contrast to figures in developed countries where the
maternal mortality and fetal mortality were even below
1.0%.5’10

The commonest site of injury was in the anterior part of
the uterus. This is in consonance with findings by Danso
and in a study in Abia, Nigeria.'® The post-operative
complications included anaemia, wound sepsis, genital
sepsis and enterocutaneous fistula. These are all
documented complications from other studies of uterine
rupture.1-23.10

CONCLUSION

Uterine rupture constitutes a major obstetric problem at
University of Calabar Teaching Hospital, Calabar. The
prevalence of ruptured uterus can be reduced drastically by
health education, uptake of antenatal care, careful
selection of patients for trial of labour after caesarean
section, skilled attendance in labour and provision of
emergency obstetric care services and facilities that are
accessible and affordable.
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