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ABSTRACT

Background: Rupture of a previously unscarred uterus is usually a catastrophic event resulting in death of the baby
and sometimes even maternal death from blood loss. Incidence of rupture uterus varies from 0.3/1000 to 7/1000
deliveries in India accounting for 5% to 10% of all maternal deaths. Hence, the present study was conducted to study
the proportion of ruptured uterus among the antenatal women admitted, their associated clinical spectrum and
maternal outcome.

Methods: A cross sectional study was carried out among 46 antenatal women presented with ruptured uterus in the
department of Obstetrics and Gynaecology at N.S.C.B medical college and Hospital at Jabalpur, (M.P) during 1st
August 2011 to 31st August 2012.

Results: The incidence of ruptured uterus was 1 in 118 (0.84%) of all hospital deliveries. Mostly, 18 (39.1%) patients
were in 26 -30yrs of age. Maximum, 22 patients (47.83%) with ruptured uterus were in second gravidae. Most
common site of scar rupture was lower uterine segment, observed in 42 (91.30%) patients. The most common form of
management was rent repair done in 36 (78.26%) patients, followed by subtotal hysterectomy (STH) in 8 (17.39%)
and total hysterectomy (TH) in 2(4.34%) patients. A perinatal mortality was seen in 38 (82.60 %) cases with 1
maternal death was observed.

Conclusions: Reducing the primary cesarean section rate and early diagnosis with active surgical management will

go a long way in reducing the incidence of ruptured uterus and maternal and fetal mortality.
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INTRODUCTION

Uterine rupture means breach in the continuity of the
uterine wall beyond 28 weeks of gestation.! Rupture of a
previously unscarred uterus is usually a catastrophic
event resulting in death of the baby, extensive damage to
the uterus and sometimes even maternal death from blood
loss.2 In developed countries, increased risk of uterine
rupture and perinatal death reported are common among
women with previous caesarean section undertaking trial
of labour compared with elective repeat caesarean
section.® Uterine rupture in Black African women is due
to obstructed labour because of contracted pelvis.* Other

risk factors for uterine rupture include grand multiparity,
the use of uterotonic drugs to induce or augment labour,
placenta percreta6 and rarely intrauterine manipulations
such as internal podalic version and breech extraction.®
In developing countries, the incidence is high due to a
greater number of unbooked obstetric emergencies, often
originating from rural areas with poor antenatal care.”

The incidence in developed and developing countries
varies from 1 in 250 to 1 in 5000 deliveries depending
upon standard of obstetric care and the population dealt
with.® Incidence of rupture uterus varies from 0.3/1000 to
7/1000 deliveries in India accounting for 5% to 10% of
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all maternal deaths.® The initial signs and symptoms of
uterine rupture are typically nonspecific, which makes
diagnosis difficult and sometimes delays definitive
therapy. From the time of diagnosis to delivery, only 10-
37 minutes are available before clinically significant fetal
morbidity becomes inevitable.® Identifying the high-risk
pregnancies for rupture uterus and their timely referral
from grass root level is an important step in secondary
prevention.

An early diagnosis and prompt treatment of the rupture
uterus is the most important factor in improving maternal
and perinatal outcome. With this perspective, the present
study was conducted to study the proportion of ruptured
uterus among the antenatal women admitted, their
associated clinical spectrum and maternal outcome.

METHODS

The present cross-sectional study was carried out in the
department of Obstetrics and Gynecology at N.S.C.B
medical college and Hospital, a tertiary care centre at
Jabalpur, Madhya Pradesh in central India, during 1st
August 2011 to 31st August 2012. Considering the high
maternal mortality rate of the region, each pregnant
woman coming to our department are managed
depending on level and number of complications in them.
Maximum antenatal cases with emergencies are referred
to labour room initially.

For all the ruptured uterine cases referred, after doing
their initial resuscitative management and emergency
investigations, they are transferred to operation theatre
for emergency laparotomy.

Obstetrics hysterectomy or suturing of ruptured scar done
depending upon condition of the patient, parity, presence
or absence of infection etc. Post operatively patient’s
vital parameters are monitored intensively. Broad
spectrum antibiotics are given and patients requiring
assisted ventilator support are shifted to surgical intensive
care unit as and when required.

Our study subjects were all pregnant women registered
and unregistered clinically suspected to have a ruptured
uterus, presented with varying degree of shock, abnormal
uterine contour, absent FHS, bleeding per vagina, pain in
abdomen, hematuria, with spontaneous labor in cases of
scarred, unscarred uterus, with previous vaginal delivery,
previous transverse, vertical lower caesarean, upper
segment cesarean section.

Cases of rupture of scarred uterus due to other operations
like Myomectomy, hysterotomy, operations for
correcting uterine anomalies and cases with scar
dehiscence and direct uterine trauma were excluded from
the study.

Approximately after 5 days of treatment done for
ruptured uterus, after assessing the vital status of study

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

subjects and if they were in the position to give interview,
then only the data was collected by interview technique
otherwise proxy interview of accompanying relative was
taken.

The questionnaire had two parts, first part had socio-
demographic profile, obstetrics history, information
regarding pregnancy registration and services availed
during pregnancy.

The second part of the questionnaire had questions
regarding type of rupture, site of rupture, modalities of
treatment, maternal morbidity and mortality and perinatal
mortality. The participation of study subjects was on
voluntary basis, written informed consent was obtained
from study participants, anonymity and confidentiality
was assured and emphasized. The data entered in
Microsoft excel 2007. All the continuous variable
summarized using mean and SD while the categorical
variables as percentage and proportion.

RESULTS

During the study period 5425 antenatal women were
admitted, out of which 1412 had ceasarian section and
4241 delivered by normal vaginal delivery and 46
antenatal women presented with ruptured uterus giving
an incidence of 1 in 118 (0.84). Out of 46 ruptured uterus
cases, 38 (82.6%) cases were referred as emergency
cases. 32 (69.56%) patients belonged to urban area and
14 (30.44%) patients were from rural area. Most common
age group was between 26 -30yrs.

Figure 1 indicates that 18 (39.1%) patients were in age
group of 26- 30 years. The cases were equally distributed
among 20-25 years and 31-35 years age group,
collectively as 28(60.8%) patients.
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Figure 1: Distribution of patients according to age
group.

No patients were above 35 years age group. Figure 2
shows that uterine rupture was maximum in second
gravidae, i.e 22 patients (47.83%), followed by 20
(43.48%) among multigravidae patients. 4 (8.69%)
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patients with ruptured uterus were primigravidae. All the
cases of ruptured uterus were seen during labor, of which
20 (43.47%) rupture were seen in intact uterus, 22
(47.84%) were seen in scarred uterus and 4(8.69%)
uterine rupture were drug induced. No ruptured uterus
seen in antenatal period.

m Gravida = Primi gravida

Second gravida

= Multigravida

Figure 2: Distribution of patients according to
gravida.

Table 1 shows that most common site of scar rupture was
lower uterine segment, observed in 42 (91.30%) patients.
In lower segment, anterior wall rupture was seen in 30
(65.21%) patients, anterior wall rupture with extension to
lateral wall was seen in 13 (28.2%) patients.

Extension to bladder was seen in 5 cases (10.86%) and
extension to cervix and vagina was seen in 8 cases (17.39
%). Broad ligament hematoma seen in 10 (21.73%) cases.
Least common site was fundal rupture seen in 3 (6.52 %)
patients.

Table 1: Distribution of patients according to rupture
site on laparatomy.

Fundus 1 1.7
Upper segment 3 6.5
Lower segment 42 91.3
Anterior wall 30 65.2
Posterior wall 4 8.7
Broad ligament hematoma 10 21.7
Extension to lateral wall 13 28.2
Extt_ensmn to cervix and 8 174
vagina

Extension to bladder 5 10.9
Ureter involvement 0 0

Table 2 indicates the uterine repair were done in
maximum, 36 (78.26%) patients. Subtotal hysterectomy
was required in 8 (17.39%) number of patients. Total
hysterectomy was done in 2(4.34%) patients. Associated
surgeries include uterine artery ligation in 12 (26%) and
bladder repair in 5 (10.86%) number of patients. Internal
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iliac artery ligation equired in 2 (4.34%) to control
haemorrhage.

Table 2: Distribution of patients according to
treatment modalities.

Repair of uterus 36 78.26
Subtotal hysterectomy 8 17.39
Total hysterectomy 2 4.34
Uterine artery ligation 12 26
Internal artery ligation 2 4.34

Figure 3 shows that most common post-operative
complication was fever, present in 20 (43.47%) patients,
followed by hypovolemic shock in 15 (32.60%) and
paralytic ileus in 12 (26.08%) number of patients.

Figure 3: Distribution of patients according to post-
operative complications
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Table 3 denotes the 1 out of 46 patients expired due to
early hemorrhagic shock following spontaneous rupture
and could not be survived post-operatively, which gives
maternal mortality rate as 2.17%. The perinatal mortality
was seen in 38 (82.60%) cases and 8 (17.39%) number of
babies survived.

Table 3: Distribution of patients according to
maternal and perinatal outcome.

Fetal outcome

Intrauterine Death 38 82.6
Live Birth 8 17.4
Maternal Outcome

Survived 45 97.8
Repair of uterus 36 78.3
Hysterectomy 10 21.7
Died 1 2.2

Volume 7 - Issue 5 Page 1720



Jain R et al. Int J Reprod Contracept Obstet Gynecol. 2018 May;7(5):1718-1722

DISCUSSION

In our study 46 antenatal women presented with ruptured
uterus giving an incidence of 1 in 118 (0.84) which is
comparable with that of other developing countries like, 1
in 124 (0.8%) in Ghana 0.76% in Uganda 0.74% in
Pakistan 0.9% in Nepal and 2.8% in Ethiopia. Studies
from developed countries showed incidences recorded as
0.035%.116 This wide variation in incidence between
developed and developing countries are due to socio
economic factors, cultural practices and lack of access to
antenatal and intrapartum care. Majority, 18 (39.1%)
patients were in age group of 26- 30 years, lesser than
that of Sahu L, who observed 73.12% of the women in
the age group of 20-30 years.® In our study, uterine
rupture was maximum in second gravidae, i.e 22 patients
(47.83%) with scarred uterus, followed by 20 (43.48%)
among multi gravidae patients which is lesser than that
that observed by Sunitha K et al who too observe high
incidence of rupture in second gravida with 73.3% of
them were scar ruptures.’ In our study, 4 (8.69%) uterine
rupture were drug induced. High incidence of drug
induce ruptured uterus was observed by Sahu L. In the
present study as well as other Indian studies, rupture of
cesarean section scar was the leading cause of rupture
uterus.>*” The cause for high incidence of scar rupture is
that most of these patients came to the hospital after
establishment of labor pains. In countries like Yemen and
Nigeria where family size is more, obstructed labor due
to multi parity and malpresentations is the leading cause
of rupture uterus.*>® Reports from Nigeria, Ghana,
Ethiopia and Bangladesh indicated that about 75% of
cases of uterine rupture were associated with unscarred
uterus. In our study uterine repair were done in 36
(78.26%) patients, subtotal hysterectomy in 8 (17.39%)
and total hysterectomy in 2 (4.34%) patients. In the
present maximum number of uterine repair was possible
because most of the cases were cesarean scar ruptures
which were amenable to repair. In other studies,
hysterectomy was done in more number of cases when
compared to rent repair. The difference may be due to
more number of obstructed labor cases in those studies.
The decision to perform uterine repair or hysterectomy in
cases of uterine rupture is influenced by the parity,
number of living children, extent of uterine rupture,
condition of the tissues and the general condition of the
patient. Repair of the uterine rupture is a logical approach
and should be performed in women with scar rupture and
in those with a linear tear.

Major complications like septicaemia was present in 6
(13.04%) which is comparable with that of Ghadei R,
who observed that puerperal sepsis in 13% of the
subjects.’® In present study, hypovolemic shock was
present in 15 (32.60%) which is higher than that of
Ghadei R and Team which observed shock in 4.3% of
study subjects. In our study we had not find a single case
of vasico vaginal fistula but a study from Yemen reported
a 3.3% incidence of VVF.” The other complications
reported in the literature are bilateral adnexectomy to
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control intraoperative bleeding and DIC (disseminated
intravascular coagulation). Minor complications like
febrile morbidity, urinary and respiratory infections and
paralytic ileus were comparable to those in other
studies.?’ In the present study only one maternal deaths
was recorded. This could be because of the predominance
of cesarean scar ruptures which were amenable to early
diagnosis and repair. The main causes of maternal
mortality in rupture uterus are failure to diagnose the
condition at the first referral centre and arrival at the
tertiary centre in a moribund condition.!” The perinatal
mortality is high in all the studies, including the present
study. Many studies also found an increased risk of low
APGAR score for infants who survived a uterine
rupture.> But in the present study all the surviving
infants had good APGAR scores except for one infant
which had a low APGAR necessitating NICU admission.
admissions.

CONCLUSION

Reducing the primary cesarean section rate and
optimizing care for women with previous cesarean
section will go a long way in decreasing the incidence of
rupture uterus. The education of the pregnant women and
her relatives about the need for a carefully supervised and
planned delivery in a well-equipped hospital needs to be
emphasized. Great caution should be exercised when
managing a trial of labor in women with a previous
uterine scar, especially if labor has failed to progress.
High index of suspicion and quick referral to a well-
equipped centre with availability of experienced
obstetricians, anesthesiologists and neonatologists will
reduce the incidence of uterine rupture.
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