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( ABSTRACT > OBJECTIVE: To study cases of rupture uterus in pregnancy in a tertiary care centre.
METHODS: It is a Retrospective study conducted during period of 17 months from January 2018 to may 2019 in

department of OBG, at GGH, Kurnool. All pregnant woman were included in study.
RESULTS : In the present study, total 17cases of rupture uterus were noted. All cases were un booked and referred from other centres. Out of
which most of the cases are multiparous with scarred uterus. Out of 17cases]case of maternal mortality noted and maternal outcome of remaining

cases was satisfactory.
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INTRODUCTION INCLUSION CRITERIA
» Uterine rupture is one of the life threatening obstetric »  Thestudy included all pregnant women with all gestational age.
complications with grave sequelae to both mother and fetus. » Age of the mother , parity, mode of delivery were included in the
e In India it accounts for 5 to 10 % of all maternal deaths. The study
incidence in developed and developing countries varies from 1 in
2500 to 1in 5000 deliveries. RESULTS

TYPES OF UTERINE RUPTURE

* Atotal number of 17 cases of rupture uterus were reported for the
period of 17 months. During this period total number of deliveries

2. Incomplete - incomplete and frequently occult, uterine scar A
separation where the serosa remains intact. 8¢
Age (years) Number Percentage
RISK FACTORS 15-25 8 46%
1. Most common is previous scar giving away. 25-35 9 54%
2. Ot.her's %nclude obstructeq labour Antenatal care
3. Injudicious use of oxytocics
4. Previous myomectomy scar Antenatal care Number Percentage
5. Uterine anomaly Booked 0 0
6. Directtrauma to uterus Unbooked 17 100
7. Concealed abruption Gestational Age
e Otherrisk factors include any Gesztgt;(/);a]l(lsage Nur{lber Percesntage
*  Previous operations that traumatize myometrium 28 weoks 1 5
*  Bluntabdominal trauma = 7W K s 90
«  Difficult forceps delivery WeeKs
e Breechextraction Parity
*  Unusual foetal enlargement as in case of hydrocephalus. Parity Number Percentage
Primi 1 7
* It manifests as fetal distress, fetal death ,maternal tachycardia, Gravida2 7 41
ble;:dlng per vagina, hematuria and loss of station of presenting ~Gravida2 9 )
part.
+ The initial signs and symptoms are nonspecific making diagnosis Types of rupture
difficultand delays definitive therapy. All of them are complete type.Out of 12 cases of secondary rupture 5
» The best chance of detecting uterine rupture lies in careful and were 2 prior ¢/s cases.
gontinuous monitoring of uterine contractions and fetal wellbeing Type Number Percentage
in labour. Primary 5 30
Secondary 12 70
MATERIALSAND METHODS '
» It wasaretrospective study conducted in the Dept. of OBG,GGH, Mortality _
KURNOOL, over a period of 17 months from January 2018 to may Mortality Number Percentage
2019. The study sample included 17 pregnant women who had Maternal 1 5
rupture uterus. Fetal 17 100

It may be Primary defined as occurring in a previous intact or
unscarred uterus or may be Secondary associated with a
preexisting incision injury or anomaly of myometrium

There are 2 types of uterine rupture

Complete- complete disruption of uterine layers, including the
serosa

were 14550. Out of 14550, 4747 underwent emergency cesarean

section.

*  Majority of patients were second and third gravida and beyond.
only one case was a primigravida.
» The rate of cesarean section in our hospital during this period was
43%. Incidence of VBAC was 0.07%.
*  Results were analysed as follows:
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Site of rupture :
Site Number Percentage
Lower segment 14 82
Upper segment 2 12

» There is one case of rupture uterus in unicornuate uterus with
pregnancy in no communicating horn, and rupture of non
communicating horn.

DISCUSSION

» In the present study the incidence of uterine rupture is 0.1 %. As
our hospital is a tertiary care centre , all complicated cases will be
referred here.

* In 70 % of cases uterine rupture occurred at the previous LSCS
scar . It's amatter of great concern.

*  Therewas one case ofbladder injury .

» Blood transfusions were done for all cases intra operatively and
postoperatively for some cases.

*  Nocaseof sepsis was reported

» Nocases were proceeded to hysterectomy

e There is lack of awareness in our population about the need for
antenatal care and supervised hospital delivery., especially in case
of women with previous caesarean delivery

* As the incidence of caesarean deliveries increased and trial of
labour in this women became prevalent, uterine rupture in case of
previous scarred uterus has been increased.

*  The low maternal morbidity attributed to availability of blood
transfusion, and round the clock services of competent
obstetrician and anaesthetist enabling prompt management.

CONCLUSION

* In developing countries the incidence is high due to greater
number of unbooked obstetric emergencies, often originating
from rural areas with poor antenatal care.

* Good antenatal care, appropriate counselling of patient with
previous cesarean section for hospital delivery, training of skilled
birth attendant, avoiding injudicious use of oxytocics can decrease
the incidence of this catastrophic but avoidable complication.
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