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ABSTRACT

Background: Uterine rupture is a catastrophic obstetrical emergency associated with significant feto-maternal
morbidity and mortality. Many risk factors have been identified, as well as wide range of clinical presentations. The
objective of the study was to analyse the incidence and predisposing factors of unscarred uterine rupture and to
determine maternal and fetal outcome.

Methods: Retrospective analysis of unscarred uterine rupture cases was conducted at the Department of Obstetrics
and Gynecology, RIMS, Imphal from June 2012 to June 2014.

Results: Our case series comprised of 13 cases with unscarred uterine rupture incidence of 0.057%. Out of these,
69.2% were unbooked cases. Majority of the cases were para 2-3. Most of the rupture (76.9%) occurred during 2nd
stage of labour. The lower segment uterine rupture was the most common site of rupture (30.8%) Maternal and
perinatal mortality were 30.8% and 53.8%, respectively. Sub-total hysterectomy done in 87.5% cases.

Conclusions: Rupture uterus is a high risk category of patients. An unscarred uterus can undergo rupture even
without risk factors. The patients with mismanaged labour, grand multiparas and obstructed prolonged labour must be
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managed by proper trained personnel and in tertiary care centre in order to avoid the morbidity or mortality.

INTRODUCTION

Uterine rupture in pregnancy is a catastrophic
complication associated with a high incidence of fetal and
maternal morbidity.

Uterine rupture is a serious happening in a woman’s life.
It may not only endanger her life but may even affect her
future fertility status as well.?

The key factor in the cause of rupture is whether uterus is
scarred or not.The normal, unscarred uterus is least
susceptible to rupture. Spontaneous rupture of an
unscarred uterus during pregnancy is a rare occurrence,
usually traumatic, and its incidence decreases with
improvement in obstetric practice.However, its incidence
remains high in developing countries.’

The most common risk factor for the uterine rupture is
previous uterine surgery.* Other major factors are
obstructed labor, multiparity, use of uterotonic drugs,
placenta percreta and rarely intrauterine manipulations
such as internal podalic version and breech extraction.’
Most cases present with maternal tachycardia, signs of
fetal distress, and bleeding per vagina.®

Several factors are known to increase the risk of uterine
rupture, these include poor socioeconomic conditions,
uncontrolled fertility, illiteracy, adolescent marriages and
under developed and contracted pelvis.*

Spontaneous uterine rupture is associated with highly

variable and nonspecific maternal complaints and fetal
status, requiring a high index of diagnostic suspicion.’
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Maternal and perinatal outcomes are optimized by
awareness of risk factors, recognition of clinical signs
and symptoms, and prompt surgical intervention.®

Aims and objectives

The aims and objectives of the study were to analyse the
incidence and predisposing factors of unscarred uterine
rupture and to determine maternal and fetal outcome.

METHODS

Retrospective analysis of unscarred uterine rupture cases
was conducted at the Department of Obstetrics and
Gynecology, Regional Institute of Medical Sciences,
Imphal. The case series analysis was done during the
period June 2012 to June 2014. All the cases of uterine
rupture without any previous scar or any other previous
uterine operation were included. The age, parity, risk
factors, causes of rupture, feto-maternal outcome were
analyzed using descriptive statistics like mean, standard
deviation and percentages. The data was analyzed using
SPSS 16.

RESULTS

Our case series comprised of 13 unscarred uterine rupture
cases. The total number deliveries during the study period
were 22950 giving the unscarred uterine rupture
incidence of 0.057%. The mean age of the studied sample
was 32.31 years with a SD of 4.151 and an age range of
27-39 vyears. In our review, 9 (69.2%) cases were
unbooked, most of them referred from peripheral health
centers and 4 (30.8%) were booked cases (Table 1).

Mostly the patients were brought in collapsed and in
shocked state on arrival at hospital. Term pregnancy was
attained in 10 cases (76.9%) whereas 3 cases (23.1%)
were preterm pregnancy. In our analysis, 8 cases were
handled at hospital and 5 cases at home during the time
of labor and the maximum duration of labor was around
20 hour seen in 1 case. Majority of cases were in second
stage of labor (76.9%). In our series, most of the cases 6
(46.2%) were diagnosed and taken for laparotomy within
2 hours. Majority of the rupture were seen among Para 2
(46.2%), followed by Para 1 (30.8%), Para 5 (15.4%) and
Para 3 (7.7%), respectively. The causes of uterine rupture
was mismanaged labour, use of oxytocics, instrumental
delivery, obstructed labour, use of prostaglandins etc
(Table 2).

Most common presentation was shock followed by
severe abdominal pain (Table 3).

The site of rupture involved is shown in the following
figure (Figure 1). Most common is lateral lower segment
(30.8%) followed by lateral upper segment and fundal.

There were 4 maternal deaths giving the maternal
mortality as 30.8% in which 1 patient died within 30
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minutes after laparotomy. The perinatal mortality was
53.8% attributable to uterine rupture. There were 4 cases
in whom ICU admission was required and maximum stay
in the ICU was 8 days. Sub-total hysterectomy was
performed in 8 (66.7%) cases. In 1 patient, laparotomy
and repair with tubal ligation was performed. The
maximum hospital stay of the patients was found to be 8-
10 days.

Table 1: Distribution of referred cases (n=13).

No 7 53.8
Yes 6 46.2

Table 2: Causes of unscarred uterine rupture (n=13).

Mismanaged labor 4 30.8
Use of oxytocic’s 3 23.1
Instrumental delivery 2 15.4
Obstructed labor 2 154
prostaglandin gel induction | 1 7.7
Placenta percreta 1 7.7

Table 3: Signs and symptoms presented (n=13).

Absent fetal heart rate 7 53.84
Loss of uterine contractility | 6 46.15
Abdominal pain 8 61.53
Vaginal bleeding 6 46.15
Shock 9 69.23
posterior, anterior,
1(7.7%) 1(7.7%) fundal,
2 (15.4%)
not known,
3 (25%)
lateral
upper
segment
'Iﬁ - 2 (15.4%)
segment
4 (30.8%)
Figure 1: Site of rupture.
DISCUSSION

Uterine rupture during pregnancy is a rare occurrence that
frequently results in life threatening maternal and fetal
compromise. The incidence is reported as 0.012%.°

With ready access to obstetric care including caesarean

section for obstructed labor, rupture of the unscarred
uterus should be rare.® If a gravid woman presents with
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hypotension, abdominal pain and fetal distress and
vaginal bleeding, rupture uterus should be considered.®

The frequency of uterine rupture in the present study was
0.057% in comparison to a study done by Ahmadi Set
al10, who had a figure of 0.038%. Most of the women in
this study were between the age group 27-39 years.

Majority of patients (69.2%) were unbooked, compared
to a study done by Rashmi et al** figured as 80%.
Majority of the rupture occurred in Para.? This was
similar to the study done by Rizwan N et al.!

Most of the rupture occurred in second stage of labor
(76.9%) and 23.1% occurred before labor which was
similar in frequency reported by Nahum G9 (86% and
14%, respectively).

The lower segment uterine rupture was the most common
site of rupture in this study (30.8%) which was in contrast
with the study done by Rizwan n et all (80%).

Mismanaged labor, use of oxytocics, obstructed labor,
instrumental delivery, prostaglandin gel induction and
placenta percreta were found to be the most common risk
fa%tors which was similar to the findings of Miller DA et
al.

The increased risk of uterine rupture attributable to the
use of oxytocin in multigravida with unscarred uteri is
uncertain which was proposed by Nahum G.° In our
review, rupture following use of oxytocin was found
among 3 cases (23.1%).

Maternal mortality was 30.8%. This was comparable with
the study by Ahmadi et al’® in which it was 7.1%.
Maternal death was seen within 30 minutes after
laparotomy in 1 case which was similar to a case report
of Dane B et al™ in 2009. In this study perinatal mortality
was 53.8% which was similar to the observation of
Rashmi et al (78.66%)."

Sub-total hysterectomy was performed in 87.5% which
was compared with the study done by Ahmadi S et al
(32.1%). In our study, repair of the rupture uterine site
was performed in 1 patient.

CONCLUSION

Unscarred uterine rupture is a relatively rare complication
of the pregnancy. However, its incidence remains high in
developing countries. Its occurrence is significantly
associated with grand multiparity, advanced maternal
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age, lack of antenatal care and prolonged neglected
obstructed labor. The patients with mismanaged labor,
grand multiparas and obstructed prolonged labor must
be managed by proper trained personnel and in
tertiary care center in order to avoid the morbidity
or mortality.
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