
Abstract

Objective : To study maternal and perinatal outcome  of rupture  uterus

Method : A   Prospective observational  analysis  of  rupture uterus  managed over 

period of 3 year from 2008  to 2010. 

Result : Out of 37 cases 31 (83.78%)were delivered at our institute and 5(13.5%) were 
nddelivered outside. One case was of  2  trimester  MTP (referred case). Total  referred  

cases were 31 (83%). Seven (18%) cases  occurred in an unscarred uterus and  

30(81%)  occurred  in scarred uterus. Repair of scar was done in 13(35.14%) cases 

and hysterectomy in 24 (64%). Bladder  repair was done  in 5 (13.5%) cases. Total  

6(16%) women died in postpartum period  and  there were 27 (72.97%) perinatal 

deaths.

Conclusion: Proper antenatal care, early referral of women at risk, and repeat 

caesarean section in parturients with a previous uterine scar, especially when labour 

fails to progress, would reduce the risk of  uterine rupture and  improve maternal and 

perinatal outcome. 
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 Introduction

terine rupture is among one of the Up r e v e n t a b l e  o b s t e t r i c a l   

complications that carries grave risks to 

the mother as well as her baby. Even if the 

woman survives  the future reproductive 

potential is reduced or lost forever. In India 

it still accounts for 5-10 % of all maternal 
1deaths.  The perinatal mortality ranges 

from 80 to 95%. In developing countries, 

the incidence is high due to a greater 

number  o f  unbooked  obs t e t r i c  

emergencies, often originating from rural 

areas with poor antenatal care. Besides 

unscarred uterine rupture, the developing 

countries  like india are now having 

increased  incidence of scarred uterine 

rupture due to  rising rate of caesarean 

sections - a new problem to be addressed. 

Rupture of an unscarred uterus may be 

either traumatic or spontaneous. Uterine 

rupture occurs in 1 : 200 to 1 : 3000 
2,3deliveries  depending upon standard of 

obstetric care and the population dealt 

with. Complete rupture involves the entire 

uterine wall and results in a direct 

connection between the peritoneal space 

and the  uterine cavity. In incomplete 

rupture vesicouterine peritoneum is 

intact. An early diagnosis and prompt 

treatment of the condition is the most 

important factor in the maternal and 

perinatal outcome.
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Methods

It is retrospective analysis of 37 cases of 

uterine rupture managed between Jan 

2008 and Oct 2010. 

Inclusion criteria-

1. It included  all the cases in which 

uterine rupture had occurred at our 

setup  and those referred from outside 

as uterine rupture.

2. Rupture occurring in both scarred and 

unscarred uterus.

Results

A total of 37 cases of  uterine 

rupture(complete rupture) were managed 

during the 3 year study period.  All 

patients were in age group of 20-30 years. 

Only 2 (5.41%) were primigravidas, and 3 

(8.1%) were of parity 4 and remaining of  

parity 1. Total booked cases were 29(78%) 

and 8(21%) cases were unbooked. one case 
ndwas of  2  trimester  MTP (referred case)  

in which uterine rupture  had occurred at 

scar  site  due  to induction with 

misoprostol. 30(81%) women had rupture 

of the scarred uterus, of whom 2 were 

previous two LSCS. All women ruptured 

the uterus during labour except one case 

of previous two LSCS which ruptured 

during pregnancy at term. Out of 6 cases of 

rupture at our set up, of the previous one 

lower segment caesarean section scar, 1 

had induction of labour with intracervical 

PGE2 and 3 patients had augmentation of 

spontaneous labour with oxytocin, 

remaining 2 were  spontaneous rupture in 

unsarred uterus. out of 25 cases referred 

from outside 16 patients were in active 

labour & 9 patients in early labour. In 

7(18%) cases  rupture occurred in 

unscarred uterus. Out of 7 cases,2 (both of 

them referred from outside as PPH)  had  

trumatic cause - one case ruptured 

following instrumental delivery, forcep 

(primi) and one followed use of  fundal 

pressure and remaining cases were  of 

spontaneous rupture.  All spontaneous 

rupture cases(both scarred and 

unscarred) were diagnosed as rupture 

uterus at the time of admission.

Table 1 Site of rupture

Site Cases Percentage

Lower segment 32 86%

-broad ligament haematoma 7

-colporrhexis 5

Upper segment                       2 5.4%      

Both segment 3 8.11%  

Table  2 Management

Management Cases Percentage

Hysterectomy  24 64%                                                      

-subtotal 21

-total 3  

Internal iliac ligation 21 56.76%

-subtotal 18

-total 3

Scar repair 13 35.14%

Bladder repair 5 13.5% 

Table  3 Maternal outcome

Outcome cases percentage

A)Morbidity

   need for blood transfusion 27 72%

   ventilatory support 19 51.35%

   anaemia 7 18.91%   

   bladder injury 5 13.51%

   puerperal sepsis 3 8.1%

   length of hospitalisation                         

            7 days 11 29.73%

            7-15 days 21 56.76%  

             >15 days 5 13.51%     

  B)Mortality 6 16.22%
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Table 3 gives maternal outcome. 

Maternal death occurred in six cases 

( 1 6 . 2 2 % ) .  A l l  d e a t h  o c c u r r e d



Table 4 Perinatal outcome

Outcome cases

(n=36)* 

1.Livebirth 11  30.56%   

-apgar < 5 at 1 min 5

-NICU admission 7

2.Total perinatal mortality 27 75%

-  Stillbirth 25 69.44% 

- early neonatal death 2

Footnote:NICU-neonatal intensive care unit,  *-one 

case of MTP excluded.

 postoperatively in intensive care unit on 

ventilatory support.. Cause of mortality in 

3 cases was disseminated intravascular 

c o a g u l o p a p t h y  a n d  m u l t i o r g a n  

failure(which were  cases of preeclmpsia). 

In 2 cases it was shock who died within 24 

hrs and 1case died because of sepsis and 

renal failure. Morbidity included blood 

transfusion anaemia, puerperal sepsis 

with fever, bladder injury, ventilator 

requirement. Length of hospitalisation 

depended upon associated morbidity. It 

was  minimum  upto 7 and maximum in 

cases of bladder injury(23days).

Table 4 shows perinatal outcome .only 

9 babies survived. Two early neonatal 

death were attributed to birth asphyxia.

Discussion

Our hospital caters to  urban as well 

as suburban areas and is one of the  first 

tertiary referral centres for complicated 

cases in and around the city. In our study  

80% cases of  uterine rupture occurred at 

the previous lower segment cesarean 

section (LSCS) scar and our observation 
 4,5was similar to that of others.  Rupture of 

LSCS scar most often takes place when the 

women are allowed unsupervised labour. 

Rupture of a previous LSCS scar is a 

matter of great concern. There is a lack of 

awareness in our population about the 

percentage

need for antenatal care and supervised 

hospital delivery, especially in those 

women who have had previous caesarean 

section. Out of 37 women with scar 

rupture,  8 (21% ) had not received any 

antenatal check up and came to us after 

the rupture. 78%  cases had  antenatal 

check up but did not get admitted in 
6proper time and came with rupture.  

Therefore these women should be closely 

monitored during labour for early signs  of 

impending uterine rupture, and 

development of recurrent variable  

decelerations of foetal heart rate is helpful 

in diagnosis.  In our setup all patients were 

managed actively and on an emergency 

basis. 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 and the 

availability of blood bank  and supportive 

intensive care(e.g. ventilator etc.). As 

stated above > 80% cases of rupture  were 

referred, hence the foetal and maternal 

outcome  depended on the time that 

elapsed from the rupture till the 

institution of definitive therapy. Definitive 

therapy for the foetus is delivery and must 

generally be accomplished with alacrity to 

avoid major foetal morbidity and mortality. 

Conversely, therapy for the mother can 

generally be supportive and resuscitative 

until surgical intervention can be 

undertaken to arrest the often life-

threatening uterine haemorrhage. Several 

studies have shown that delivery of the 

foetus within 10-37 minutes of uterine 

rupture is necessary to prevent serious 
7,8foetal morbidity and mortality . If proper 

supportive measures (including fluid 
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resuscitation and blood transfusion), are 

available to treat the mother, the time for 

definitive surgical intervention before the 

onset of major maternal morbidity and 

mortality may often be substantially 

longer than that for the foetus.

In our study there were 6  (16.76%) 

maternal deaths. This  maternal mortality 

in these cases could be attributed to late 

transfer of patient from primary referral 

centre  to our centre, consequently patient 

were received in poor general condition on 

admission itself. Other cases were 

salvaged as patient were presented in early 

stages of rupture, availability of blood 

transfusion, and round the clock services 

o f  competen t  anaes the t i s t  and  

o b s t e t r i c i a n  e n a b l i n g  p r o m p t  

management. Our perinatal mortality was 

72%. Also the foetal morbidity was  high. 

The general guidelines that labour-and-

delivery suites should be able to start 

caesarean delivery within 20-30 minutes 

of a diagnosis of foetal distress is of 

minimal utility with respect to uterine 

rupture. In the case of foetal or placental 

extrusion through the uterine wall, 

irreversible foetal damage can be expected 

before that time; therefore, such a 

recommendation is of limited value in 

preventing major foetal and neonatal 

complications. However, action within this 

time may aid in preventing maternal 

exsanguination and maternal death, as 

long as  proper  support ive  and 

resuscitation methods are available before 

definitive surgical intervention can be 

successfully initiated.

Conclusion

In most of the cases, uterine rupture 

must be viewed as a potentially 

preventable complication. Regular 

antenatal care, identification of high risk 

factors, close monitoring of labour and 

timely decision to do caesarean in cases of 

previous scar  can reduce the incidence of 

uterine rupture. Government intervention 

to enhance infrastructure is necessary . 

Educating the woman, her family 

members and the local population is 

equally important  to avail immediate 

obstetric care. Timely referral to a tertiary 

centre can reduce morbidity and 

mortality.

References

1. Bhaskar Rao K, Obstructed Labor. In Ratnam S 
S, Bhasker RaoK, Arulkumaran S (eds). 
Obstetrics and Gynecology for Postgraduates 
Vol 1. 1st edn. Madras,Orient Longman. 
1992:130

2.  Anklesaria BS, Savaliya MV. Rupture Uterus. In: 
Krishna U, Tank  DK, Daftary S (eds). Pregnancy 
at Risk, Current concepts. 4th edn. New Delhi, 
Jaypee Brothers (P) Ltd. 2001:468-71.

3. Dare FO, Oboro VO. A 15 - year analysis of 
uterine rupture. Int J Gynaecol Obstet 
2002;79:27-9.

4. Ofir K, Sheiner E, Levy A et al. Uterine rupture: 
Risk factors and pregnancy outcome, Am J 
Obstet Gynecol 2003;189:1042-6.

5. Ezechi O C, Mabayoje P, Obiesie LO. Rupture 
uterus in South Western Nigeria: a reappraisal. 
Singapore Med J 2004;45:113-

6. Shipp TD, Zelop CM, Repke JT, Cohen A, 
Lieberman E. Interdelivery interval and risk of 
symptomatic uterine rupture. Obstet Gynecol 
2001;97:175-177

7. Kieser KE, Baskett TF. A 10-year population-
based study of uterine rupture. Obstet Gynecol 
2002;100:749-53. CrossRef,,PubMed,,Web of 
Science® Times Cited: 23

8. Kwee A, Bots ML, Viser GH, Bruinse HW., 
Uterine rupture and its complications in the 
Netherlands: a prospective study. Eur J Obstet 
Gynecol Reprod Biol 2006;128:257-61. 
CrossRef, PubMed, Web of Science® Times 
Cited: 4

625Bombay Hospital Journal, Vol. 53, No. 3, 2011


	Page 2
	Page 3
	Page 4
	Page 5

