
Management of Patients with Uterine
Rupture

INTRODUCTION:
Uterine rupture is defined as breach in the integrity of
the myometrial wall with spillage of uterine contents into
the peritoneal cavity. Worldwide around between
340,000 and half a million women die each year due
to complications of pregnancy and child birth, mostly
in developing countries.1,2 Uterine rupture, one of the
major obstetric complications of labor, contributes
significantly to maternal and perinatal mortality and
morbidity.3,4 The occurrence of uterine rupture varies
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in different parts of the world. While it is rare in
developed countries, it remains a public health
problem in underdeveloped countries, particularly in
Pakistan.

In developed countries, the majority of cases occur
in women with previous cesarean section, while in
developing countries, it usually results from prolonged
obstructed labor, with previous scar, grand multipara,
with advanced age etc.5,6 Other factors that lead to
this accident are poor antenatal care, home deliveries
by traditional birth attendants and others.7,8 The aim
of this study was to determine the frequency, causes,
maternal and fetal outcome and modes of treatment
of uterine rupture so as to highlight the grey areas
where there might be a room for improvement of this
avoidable catastrophe.
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Department of Obstetrics and Gynaecology Unit-4, Bolan Medical Complex Hospital Quetta,
from January 2001 to December 2012.

Uterine rupture remained one of the major causes of maternal and newborn morbidity and
mortality. Use of oxytocin, misoprostol and herbs during labor and lack of monitoring were
important observations.

All patients who presented with ruptured uterus during labor were included in the study.
Data on various variables were recorded. This included patient related demography,
obstetrical history of previous and present pregnancy and care during labor, hospital course,
surgical procedure performed and maternal and fetal outcome.

To find out the frequency, predisposing factors, maternal and fetal outcomes and mode
of management of uterine rupture at a tertiary care hospital.

Out of 38,747 deliveries, 201 cases of ruptured uterus were dealt with. This constitutes
a frequency of ruptured uterus as 1 in 193 deliveries. Predisposing factors noted were
lack of antenatal care (n=180, 90%), grand multiparity (n=100, 49.7%), injudicious use of
oxytocin or misoprostol (62.7%),  uterine scar (n=74, 36.8%) and residing more than 100
km from tertiary care hospital (n=69,  34.3%). Of the total 41 (20.4%) patients had subtotal
abdominal hysterectomy, 60 (29.8%) had repair of ruptured uterus with bilateral tubal
ligation and 93 (46.3%) had repair of uterus only. Bladder repair was done in 7 (3.5%)
patients. Eighteen maternal deaths occurred in this series. Perinatal mortality was 86.7%
(n=185).
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METHODOLOGY:
This was a descriptive case series where the
relevant data from January 2001 to December 2012
of all the patients managed at the Obstetrics and
Gynaecology Unit 4 of Bolan Medical Complex
Hospital (BMCH) Quetta, which is a tertiary care
referral center for the whole province of Balochistan
was analyzed. The data was retrieved from labor
ward and operation theater registers as well as from
the patients’ case files at the hospital medical records
office.

All women who presented with ruptured uterus in
labor, were included in the study. Information
regarding the patients’ age, address, occupation,
parity, previous cesarean section, antenatal care
received, estimated distance of residence from the
hospital, place of intrapartum care, complications
in previous delivery, type of surgical intervention
(sub-total hysterectomy, repair without bilateral tubal
ligation [BTL] or repair with BTL), maternal and fetal
outcome, hospital stay, complications after surgery
including sepsis, acute renal failure, wound infection
etc were collected. Descriptive analysis was done
using frequencies and percentages.

RESULTS:
During the study period a total of 38,747 deliveries
were conducted in the Unit 4 (BMCH). During same
period 201 cases of uterine rupture referred from
elseware were managed. This makes an overall
frequency of 0.51% or 1 in 192 deliveries. This is
equivalent to 5.2 per 1000 deliveries. Of the total,
74 (36.8%) uterine ruptures occurred on scared
uterus. Majority (90%) of cases with ruptured uterus
were non booked. The age range of the patients
was from 18 year to 45 year with mean age of 32.30
+ 6.07 year (table I). The parity of women ranged
from pare 0 to para18, with a mean parity of 6.89 +
3.63.

Most of the patients were uneducated. As the tertiary
care centers in Balochistan are only in the capital
city Quetta, most of the patients came from  far off
areas of the province. Of these 89 (44.3%) patients
had residence 50-100 km away, in 69 (34.3%) cases
more than 100 km. The deliveries were attempted

mostly at home (n=134, 66.4%) or primary healthcare
centers (n=58, 28.8%). The predisposing factors for
ruptured uterus identified in the patients were
obstructed or prolonged labor in 119 (59%) patients
and grandmultiparity  in 100 (49.7%) cases. Other
factors are given in table II.

Repair of uterus was done in 93 (46.3%) cases,
repair of uterus with bilateral tubal ligation was done
in 60 (29.8%) and subtotal abdominal hysterectomy
was performed in 41 (20.4%) patients. Repair of
ruptured bladder with or without hysterectomy was
done in 7 (3.5%) patients. As for feto-maternal
outcome, 185 (86.7%) fetuses were dead. Only 16
(13.3%) fetuses were alive and these were in cases
with partial rupture of uterus. This gave a perinatal
mortality of 1 in 209 deliveries or 5.2 per 1000 births.
There were 18 maternal deaths giving a maternal
mortality rate of 46.5 per 100,000 deliveries. There
were 12 (5.97) babies with hydrocephalus and two
(0.99%) uteri were bicornuate. Of the total 162
(70.1%) babies were males.

DISCUSSION:
Ruptured uterus is a nightmare for a mother causing
not only physical trauma but also psychological
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Table  I: Age Distribution of Patients with
Ruptured Uterus

Age (year) n (%)

<25 20 (9.9)

25-30 47 (23.4)

31-35 64 (31.8)

>35 70 (34.8)

Table  II: Factors Predisposing to Uterine
Rupture

Variables n (%)

Attended antenatal care

Yes 21 (10.4)

No 180 (89.5)

Obstructed /prolonged labor

Yes

No

119 59)

82 (41)

Grandmultiparity

Yes

No

100 (49.7)
101 (50.3)

Injudicious use ofoxytocin or misoprostol

Yes

No

126 (62.7)

75 (37.3)

Previous cesarean section

Yes

No

74 (36.8)

127 (63.2)

Pre-one LSCS 51(63.18%)

Pre-two LSCS 18 (25.37%)

Pre-three LSCS 5 (8.95%)
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dilemma. Most of the causes are preventable. The
frequency of ruptured uterus in index study was
1:193 deliveries. It is lower than 1:117 deliveries as
reported by Akaba GO et al.9 Other studies reported
various frequencies. It was 1:112 deliveries as
reported by Chuni N et al, and 1:92 by Diab AE.10,11

On the other hand very low frequency was reported
from some advance countries like that of 0.0521%
of Xiaoxia B et al, 0.078% of Perez-Adan M et al
and 1:558 deliveries of Kara M.12-14

The scarred uterus is one of the major causes of
uterine rupture, but still it is the unscarred uterus
that ruptures on many occasions. In our data, 74
(36.8%) of uterine rupture occurred on scarred
uterus while 127 (63.2%) on unscarred uterus. The
ratio aws 0.58:1. Almost same trend was seen in
the study of Diab AE with rupture in 28.3% scarred
and 71.7% unscarred uterus.11 Chuni N et al reported
19.8% scarred and 46.5% unscarred uterus rupture,10

and Nyengidiki TK et al gave a figure of 32.5%
unscarred uteri that got ruptured.15 Among those
with scarred uterus in patients with more than one
scar taking a trial, raises concern on the counseling
done before the labor.

The main cause of rupture in our study was
obstructed labor (59%). Diab AE also had almost
the same causes but grandmultiparity cases were
69.8%, inappropriate oxytocin use was noted in
14% and misoprostol in 2.3 %.11 Chuni N et al had
obstructed labor as an etiological factor responsible
for 46.5 % cases and oxytocin for 44%.10 Ophir E
et al had 6% uteus rupture due to misoprostol use.16

In recent years induction with misoprostol has
emerged as a major cause of rupture of uterus. It
is easily available with low cost and promotion as
an agent for abortion without emphasizing on its
s ide e f fec ts ,  is  a  mat ter  o f  concern. 1 7 , 1 8

In this study 46.3% ruptured uterus were repaired.
Diab AE did repair in 38%, hysterectomy in 55%,
repair plus BTL in 7% and bladder repair in 8.3%.11

Chuni N et al10 did hysterectomy in 75.2%.10 The
hysterectomy rate in above mentioned studies is
high but in our experience, repair was more
acceptable to patients. It also saved time and in
most cases it was the lower segment and cervix
that were affected and would not benefit from
subtotal hysterectomy. Most importantly many of
these pat ients wanted to preserve fert i l i ty.

The perinatal mortality in our study was 86.7%
which is comparable to the study of Chuni N et al10

(83.3%).10 Maternal mortality was 46.5 per 100,000
deliveries in our study. It was 17.5% in Nyengidiki
TK et al and 1.7% of Diab AE studies.10,15 The

precious lives were lost due to irreversible shock at
time of presentation.

There is a trend of having large families and
especially male babies in our setup. Due to poverty,
illiteracy, cultural taboos, women major role is still
cons idered  as  reproduc t ion .  Under  such
circumstances primary cesarean section should be
done as a very last resort with the informed consent
of patient. Assisted vaginal deliveries should be
attempted.

A good antenatal care, education, restructuring
healthcare system, upgrading rural and district health
centers, bringing awareness in women about their
reproductive health, improving referral system,
training the birth attendants about danger signs and
early referral, discouraging the fake maternity homes,
prohibiting the use of oxytocin and misoprostol by
unskilled personnel, and keeping the primary
cesarean rate under control will help in saving
mothers and their babies.

CONCLUSIONS:
Rupture of uterus occurred in large number of women
which in majority of the cases were due to
preventable factors.
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