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ABSTRACT
Background: The aim of our study is to analyze cases of rupture uterus in pregnancy by evaluating the risk factors,
type and site of rupture, management, and maternal and perinatal outcome associated with it at a tertiary care hospital,
allied with Mysore medical college and research institute, Mysore.
Methods: A retrospective study was conducted in the department of obstetrics and gynecology at Cheluvamba
hospital allied with Mysore medical college and research institute, Mysore from January 2013- December 2014. All
patients attending obstetric emergency care unit at Cheluvamba hospital, Mysore from January 2013 to December
2014 were included in the study. Cases in which emergency caesarean section were performed for suspected rupture
uterus was isolated. Amongst them, the relevant history, intra-operative findings and postoperative morbidity and
mortality was studied. Those cases in which successful trial of labor was given was also examined and documented.
Results: A total of 28,574 deliveries were conducted at Cheluvamba hospital for the year 2013. During this period,
7455 (26%) cases of lower segment caesarean section were performed. Amongst them, 20 cases of complete uterine
rupture were seen with 147 cases of incomplete rupture or scar dehiscence. 16 cases (80%) of them had a prior scar
and the remaining 4 cases (20%) had primary or non-scar rupture. Thus the incidence of scar rupture is 0.26%. The
incidence of scar dehiscence was 1.97%. 144 cases had VBAC. The incidence of VBAC in our institution was 1.93%.
95% of cases were multigravida, 30% were unbooked and 65% were referred. The main risk factor was scarred uterus
(80%). However 20% of cases, primary rupture were seen due to injudicious use of oxytocics (10%) grand multiparity
(5%) and forceps in delivery (1%). Repair of uterus was done successfully in 16 cases (80%), 4 cases had to undergo
peripartum hysterectomy (20%). There were 2 maternal deaths and 7 still births.
Conclusions: Rupture uterus is still a significant cause of maternal and perinatal morbidity and mortality. Early
diagnosis, immediate resuscitation with rapid replacement of blood loss is key to management of such cases.
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INTRODUCTION

morbidity, the prevalence of uterine rupture in cases of
previous caesarean section was found to be 1%.2

Uterine rupture although rare, is one of the life
threatening obstetric complication with grave sequelae to
both mother and the fetus. Incidence of rupture uterus
varies from 0.3/1000 to 7/1000 deliveries in India
accounting for 5% to 10% of all maternal deaths.1 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.
In a WHO systematic review of maternal mortality and

Uterine rupture refers to complete disruption of all
uterine layers, including the serosa. By comparison,
uterine dehiscence generally refers to an incomplete, and
frequently clinically occult, uterine scar separation where
the serosa remains intact. Most common cause of uterine
rupture include previous scar giving way. Other causes
like obstructed labor, injudicious use of oxytocics,
previous myomectomy scar, uterine anomaly, direct
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trauma to uterus and rarely concealed abruption can also
cause uterine rupture. Uterine rupture manifests as fetal
distress, fetal death, and maternal tachycardia, bleeding
per vagina, haematuria and loss of station of presenting
part. The initial signs and symptoms are however, nonspecific, a condition that makes diagnosis difficult and
sometimes delays definitive therapy. The best chance of
detecting uterine rupture lies in careful and continuous
monitoring of uterine contractions and fetal wellbeing
during labor. Continuous cardiotocography with intra
uterine pressure measurements may help to identify scar
rupture early and may be of value especially in those who
have an oxytocin infusion. Maternal outcome mainly
depends on the integrity of previous scar, cause and site
of rupture, interval between rupture and surgery and early
detection and prompt referral. High perinatal mortality of
80-95% is seen in these cases.3
The objective of our study is to evaluate the patients with
complete uterine rupture which occurred during
pregnancy. The risk factors, type and site of rupture,
maternal and perinatal outcomes, and complications
associated with it are evaluated with the aim of devising
appropriate interventions to decrease maternal and
perinatal morbidity and mortality.

RESULTS
A total of 20 cases of rupture uterus were recorded for the
period of two years. During this period, the total numbers
of deliveries were 28,574. Out of 28574 deliveries, 7455
underwent emergency caesarean section. The rate of
caesarean section in our hospital during the study period
was 26.09%.
Table 1: Incidence of VBAC.
Number
7455
16
4
147
144

Total LSCS
Scar rupture
Non-scar rupture
Scar dehiscence
VBAC

20 cases of rupture uterus and 147 cases of scar
dehiscence were seen. Hence the incidence of scar
rupture and dehiscence in our study is 0.26% and 1.97%.
144 cases had VBAC. The incidence of VBAC in our
institution was 1.93 % (Table 1).
Table 2: Age distribution.

METHODS
It is a retrospective study of patients with uterine rupture
attending Cheluvamba hospital, a tertiary care hospital,
allied with Mysore Medical College and Research
Institute. A study period of 2 years, from January 2013 to
December 2014 is chosen. All patients attending obstetric
emergency care unit during the study period were
included in the study.
Cases in which emergency caesarean section were
performed for suspected rupture uterus were isolated
from the total number of cases attending out Patient
department. Their relevant history documented. Intraoperative findings regarding site and type of rupture,
presence of hemoperitoneum, mode of management and
associated injury to adjacent organs were noted.
Postoperative maternal and neonatal morbidity and
mortality was studied. Those cases in which successful
trial of labor was given was also examined and
documented.
Inclusion criteria
All cases attending outpatient department of Cheluvamba
hospital from January 2013 to December 2014.
Statistical method
Data was entered into epidata and analysed using epi
info. Descriptive statistics was used to generate results.

Age (years)
15-25
25-35
35-45

Number
11
9
0

Percentage (%)
55
45
0

Most of the women were in the age group 15-25 years, 11
cases (55%). The remaining 9 cases (45%) belonged to
the age group between 25 and 35. There were no cases
beyond 35 years with scar rupture (Table 2).
Table 3: Antenatal care at primary health care center.
Antenatal care
Booked
Unbooked

Number
14
6

Percentage
70
30

14 cases (70%) of the cases were booked compared to 6
cases (30%) that were unbooked. Most of these cases
were referred and hence had received regular ANC at a
nearby Primary Health care center or a CHC and were
referred here in labour (Table 3).
Table 4: Gravida distribution in patients.
Parity
Primi
Gravida 2
>Gravida 2

Number
1
13
6

Percentage
5
65
30

Majority of patients were second gravida, 13 cases
(65%). 6 cases (30%) were gravida three and beyond.
Only one case was a primigravida (Table 4).
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Table 5: Scar distribution.
Previous section
None
1
2/3

Number
4
13
3

Table 9: Mortality distribution.

Percentage
20
65
15

13 cases (65%) had previous one scar. 3 patients (15%)
had previous 2 or more scars. Non-scar rupture was seen
in 4 cases (20%) (Table 5).
Table 6: Intervention.
Intervention
Nil
D and C
Oxytocin
PGE2

Number
14
4
2
0

Percentage
70
20
10
0

14 patients (70%) of those who had rupture uterus did not
have any induction or augmentation of labour. 4 cases
(20%) had prior history of dilatation and curettage. 2
cases (10%) had syntocinon augmentation. None of the
cases were induced with PGE2 gel (Table 6).
Table 7: Rupture cases.
Site
Primary
Previous scar

Number
5
15

Percentage
25
75

Rupture at the previous scar site was seen in 15 cases
(75%). Primary or non-scar rupture was seen in 5 cases
(25%). One case had a prior scar but the site of rupture
was at the fundus of communicating horn of a bicornuate
uterus.one case of arcuate uterus was seen (Table 7).
Table 8: Associated comorbidity in patients.
Associated comorbidity
Bladder injury
Bowel injury
Shock
DIC
Stay >7 days
Bilateral uterine artery
ligation
Peripartum hysterectomy

Number
6
1
7
5
9
5

Percentage
30
5
35
25
45
25

5

25%

6 cases (30%) were associated with bladder and 1 Case
associated with bowel injury. In all of the cases primary
repair was done. 7 cases (35%) had shock and 5 cases
(25%) went into DIC. In 5 cases (25%) bilateral uterine
artery ligation done and 5 cases (25%) underwent
peripartum hysterectomy (Table 8).

Mortality
Maternal
Fetal

Number
2
7

Percentage
10%
35%

Maternal mortality was seen in 2 cases (10%) and fetal
mortality seen in 7 cases (35%) (Table 9).
DISCUSSION
In the present study, the incidence of uterine rupture is
0.26% similar to studies done at other referral hospitals in
India. A study done by Singh A and Sunitha K et al
showed an incidence of 0.35% and 0.23 % respectively
similar to the present study.4,5 The incidence is lower for
developed than the less developed countries. Among the
developing countries, the incidence varied from 1 in 124
(0.8%) in Ghana 0.76% in Uganda 0.74% in Pakistan
0.9% in Nepal and 2.8% in Ethiopia.6-10 Studies from
developed countries showed incidences recorded as
0.035%.11 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 of cases in our study belonged to age group
between 15 and25 years, 11 cases (55%) and majority of
patients were second gravida, 13 cases (65%) similar to
other studies.
Table 10: Scar rupture comparison with various
studies.

Scar repair
Subtotal
hysterectomy
Bladder repair

Present
study

Sahu L et
al1

75%
25%

58.51%
41.49%

Sunita
K et
al5
68%
32%

30%

4.34%

-

In a study done by Sahu L at JIPMER Pondicherry in the
year 2006, scar rupture was seen in 50.60% of the cases.1
In our study the incidence of scar rupture is slightly
higher (80%) compared to other similar studies.4,5
However rupture of previous caesarean scar still remains
the most common cause of scar rupture in all of them.
Among the cases with non-scar rupture, injudicious use
of oxytocics was the most common cause in our study.
Amongst the operative interventions made, in most of the
cases scar repair was done as a primary resort (75%),
subtotal hysterectomy was done in 25% and 30% of cases
had bladder injury which corresponds to study done by
Sunita K et al.5 however the incidence if bladder injury is
very high in our study compared to similar studies.
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Maternal mortality is higher in our study compared to our
study probably due to higher incidence of referral
compared to similar studies. Perinatal mortality is similar
to study done by Sunita K et al.
Table 11: Mortality comparison with various studies.

Maternal mortality
Perinatal mortality

Present
study

Sahu L et
al1

10%
35%

2.76%
83%

Sunita
K et
al5
Nil
58%

CONCLUSION
Ruptured uterus still remains one of the serious obstetric
complications. Lack of health information, illiteracy,
poor antenatal care, poverty, home delivery by traditional
birth attendants and delay in referrals all contributes to
uterine rupture. Most of the causes are however
preventable. Good antenatal care, appropriate counseling
of patients with history of previous caesarean Section for
hospital delivery, training of skilled birth attendant can
decrease the incidence of scar ruptures. Also, injudicious
use of oxytocics appears to be the most common cause
for non-scar rupture in labor which should be strongly
condemned.
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