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The aetiology of rupture of the 
uterus is fast changing over from 
cephalopelvic disproportion and 
misused oxytocics to a previously 
damaged uterus. In western coun­
tries the commonest cause is a 
rupture of a previous· caesarean 
section scar. In our country, however, 
we do see cases of ruptured uterus 
due to cephalopelvic disproportion 
and other complications. 

In places wher~C! the surgical re­
quirements for a caesarean section are 
not available easily the cause of 
rupture is a difficult vaginal mani­
pulation, e.g. craniotomy, internal 
podalic version and so forth. In India 
this is by no means rare. 

The present paper is based on the 
data of 57 cases of ruptured uterus at 
Nowrosjee Wadia Maternity Hospital 
from 1960 to 1966, both years in-
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elusive. These cases are discussed on 
the basis of incidence, age and parity 
distribution, prenatal care, and possi­
ble aetiological factors. 

Incidence 
During the study period of 7 years 

there were 57 cases of rupture of 
uterus and the total number of deli­
veries during the same period was 
66,397, thus giving an incidence of 
1:1165 deliveries. Incidence given · 
by Parikh et al for previqus 5 years 
from the same institute was 1:1257. 

Age Distribution 
Of the 57 cases, 14 were under the 

age of 25 years and the rest were 
above the age of 25 years, thus giving 
a ratio of 1:3 between the younger 
and the relatively older patients. The 
ratio between identical age groups 
for the patients in general was 1:1. 
This means that there were more 
elderly patients in our group; the 
reason probably appears to be, that 
many grand multiparae who are . 
particularly prone to a uterine rup­
ture fall in the later age group. 

tric & Gynaecological Congress held at Parity 
, Nagpur on 26/ 28th November 1967. Analysis of cases in different parity J 
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groups showed that as many as 23 
cases were para five and over, con­
tributing to 40 j; of the total cases. 
In the total hospital admissions para 
V and above comprise about 30 % of 
cases. A single primiparous patient 
with a ruptured uterus came under 
our care. This case proves that the 
oft repeated statement about a primi­
parous uterus never undergoing rup­
ture can be misleading and may lead 
an unwary obstetrician astray. 

Prenatal Care 
Out of the 57 cases studied, 23 

( 40 % ) had been booked cases of the 
hospital and the rest were emergency 
admissions. The bulk of the emer­
gency patients suffered from greater 
morbidity as compared to the booked 
cases. The incidence of anaemia, 
dehydration, shock, haemorrhage and 
sepsis was about 4 times higher in the 
emergency cases. Booked cases were 
in a better state of general health and 
better assessed prior to labour and, 
therefore, the morbidity was much 
lower. 

Aetiological Factors 
Table I shows that obstructed 

labour and misuse of oxytocics lead-
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ing to a uterine rupture are common 
in emergency cases. The finer 
aspects of judging foetopelvic dispro­
portion and proper decision prior to 
the administration of oxytocics re­
quires great obstetric skill, hence 
such causes are of relatively infre­
quent occurrence in institutional 
practice, but are quite rampant in 
peripheral centres not manned by 
obstetric specialists. 

The analysis of booked cases shows 
that in about two-thirds of cases the 
cause of ruptured uterus was a pre­
viously damaged uterus. Of the 14 
cases in this group the nature of the 
previous trauma to uterus was a 
classical caesarean section scar in 6 
cases, a lower segment caesarean scar 
in 6 others, manual removal of placen­
tae and a previous Couvelaire uterus 
in one case each. The commonly quot­
ed statement of the classical section 
scar being very susceptible to rup­
ture is once again confirmed by the ~ 
fact that 2 cases of classical scars had 
given way in the second trimester of 
pregnancy, while the other 4 scars 
gave way early in labour. It is a 
wise rule to submit patients with a 
previous classical scar to a repeat 
caesarean section rather than hope 

TABLE I 

Aetiological factors 
-~- --·- -----

Booked (23) Emergency (34) 
Aetiology Total 

Xo. % No. % 

I. Obstructed labour, malpresentations. cephalo· 
pelvic disproportion 16 2 9 14 41 

2. Misused oxylocics 7 7 20 
:J . Vaginal manipulations .j :J 1~ 1 3.5 
4. Previously damaged uterus (caesarean scar, 

manual removal of placenta, etc.) 1.6 H 63 2 6 
5. Multiparity 12 :l 13 ~) 26 
6. Unknown 2 1 2 3.5 

5 
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for a vaginal delivery with a high at- vaginal delivery are the main factors 
tendant risk of an impending rupture. in causing such ruptures. In the pre-

All the 6 lower segment scars had sent study there were 12' such cases. 
given way during labour. Three of · In all analytical studies of this sub­
these patients had 2 or more previous ject there always remain a small 
sections and a cQntracted pelvis. residue of cases where scrupulous 
These patients were admitted in analysis fails to reveal any cause. We 
labour but had ruptured before a had 2 such cases in this study. 
caesarean section could be under-
taken. A case of previous caesarean Site and type of rupture 
section wishing to avoid further sur- Forty-five patients in the present 
gery had continued in labour at home series had a lower segment rupture. 
and had been admitted 'in extremis' The rupture was transverse and ex­
with, a rupture. The remaining 2 tended into the broad ligament on 
cases had previous section for a non- one side in 22 cases and on both sides 
recurrent indication and both these in 2 cases. Extensive broad ligament 
patients were given a trial. The haematomas were present in all these 
vital signs had remained :;;atisfactory cases. In 10 cases the rupture was 
all throughout the period of observa- present in the upper uterine segment, 
tion in both these cases. The scars had 8 of which resulted from dehiscence 
given way 8 and 10 hours after ad- of previous classical section scar, one 
mission, without the appearance of followed an internal podalic version 
any warning signs. The lower seg- and one during a manual removal of 
ment scars do withstand subsequent placenta. 
labours better but are notorious for In 2 cases the rupture extended 
giving way without adequate warn- from lower uterine segment into 
ing, hence we feel that women with the upper segment following a diffi­
previous sections should be permitted cult forceps and a craniotomy after a 
to continue in labour as long as the prolonged labour. 
progress is satisfactory and unduly The rupture was complete in 52 
long trial should be avoided to fore- cases and incomplete in 5 cases. The 
stall the possibility of rupture. foetal salvage was 4 times higher in 

Multiparous uterus is known to cases with incomplete rupture where­
contract powerfully in the presence as the maternal mortality was one':. 
of obstruction. In cephalic presenta- fifth that of complete tupture. 
tions, if the progress is not satisfac- Rupture of the uterus still remains 
tory, an unsuspected obstruction in an obstetric emergency which taxes 
the lower pelvic strait is a serious the obstetric judgement to the maxi­
possibility. Unduly long trials at this mum. This condition often presents 
stage or difficult vaginal manipula- problems regarding diagnosis and 
tions are likely to prove disastrous by management in clinical practice. In 
causing a uterine rupture. The pre- India, this condition is by no means 
vious obstetric performance of these rare, and most general hospitals are 
patients cloud obstetric judgement called upon to manage these cases 
and vehement attempts at attaining a from time to time. 

... 
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Most women suffering from this 
calamity have been through a pro­
longed labour ; electrolyte disturb­
ances are frequent and obstetric 
manipulations common. Superimpos­
ed sepsis, haemorrhage and shock are 
the added features of these cases. 
The clinician in charge of such cases 
is faced with many problems simul­
taneously, the proper handling of 
each one of them can make all the dif­
ference between success and failure. 

Clinical Features 
(1) Absent foetal heaTt sounds: 

This was the commonest feature ob­
served and was noted in 50 cases out 
of 57. The 7 patients with present 
foetal heart sounds had live babies 
and were the cases where a caesarean 
section was decided upon and a com­
mencing and partial rupture of 
uterus was found at operation. 

(2) Vaginal bleeding: This was a 
feature in 42 cases in the present 
series and was not seen when the pre­
senting part was impacted. 

This bleeding, was slight to mode­
rate in quantity, often containing 
clots, and was mixed with thick 
liquor amnii containing meconium as 
was evident in 28 cases in the present 
series. 

(3) Palpation of superficial foetal 
parts: This often clinches the diag­
nosis of a rupture. Under observa­
tion, if there is sudden cessation of 
pains and the foetal parts become 
superficial, then a uterine rupture is 
evident. Such an observation led to 
a diagnosis in 4 cases. When super­
ficial foetal parts are felt on exami­
nation, and no uterine outline can be 
determined with absence of uterine 
contractions, a uterine rupture is 
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suspected. In six cases in the present 
series the diagnosis was thus esta­
blished. In the other 26 cases the 
palpation of superficial foetal parts in 
conjunction with absent foetal heart 
sounds, bleeding, recession of present­
ing part and reformation of the cer­
vix, helped in clinical diagnosis of the 
case. 

( 4) Abdominal tenderness: This 
was observed in 34 cases. An intes­
tinal ileus is often an associated 
feature and was noticed as increasing 
abdominal distension in 13 cases. 

( 5) Reformation of the cervix was 
noted in 28 cases. In 7 of these the 
cervix which was thin, effaced, dilat­
ed and well applied to the presenting 
part was felt to become thick, and 
hanging like a curtain. But in 21 cases 
admitted as emergencies, the pal­
pation of a thick loose cervix together 
with a presenting part which was 
l: igh and showed evidences of 
mechanical dystocia in the form a£ 
caput and moulding led us to con­
clude that there had been a mechani­
cal dystocia and the thick cervix was 
the reformed cervix. 

( 6) The loss of uterine contour: 
This was a sign observed in 20 cases. 
Tenderness, guarding and intestinal 
distension may interfere with satis­
factory attempts at eliciting uterine 
outline. • 

(7) Signs of collapse: Most cases 
of ruptured uterus present in a poor 
clinical state because prolonged 
labour, dehydration, haemorrhage 
and shock often precede its onset. Of 
the 57 cases analysed, 17 patients had 
been admitted in a state of collapse 
with a pulse rate of more than 160 
per minute and blood pressure less 
than 70 mm. of mercury, systolic. 
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(8) Cessation of pains: 
In seven patients, who had a rup­

ture under observation, the strong 
contrations following rhythmically 
each other stopped suddenly and the 
patient complained of a constant dull 
pain replacing the original pattern. 

Whenever a patient has dystocia 
with failure of progress and absent 
foetal heart sounds the possibility of 
a ruptured uterus has to be kept in 
mind. Sometimes, vaginal · bleeding 
is observed and clinically the possibi­
lity of accidental haemorrhage is 
thought of. However, absence of 
albuminuria, regression of the pre­
senting part, reformation of the 
cervix and difficulty in outlining the 
uterus help in arriving at a proper 

and exploration followed by mim­
mum surgery consistent with the ex­
tent and type of tear. · In. the present 
series blood transfusions were given 
to all the cases; the amount varied 
from one to four litres, the average 
transfusion required being 1.5 litres. 

In the present series 26 patients 
were in a poor clinical state and had 
to be given blood and once their 
general condition improved they 
were taken up for exploration. Ten 
of these patients had to be given three 
or more litres of blood. 

Fifteen patients whose condition 
was fair were given 1.5 to 2 litres of 
blood and the other 15 patients 
whose condition was comparatively 
good were given 0.5 to 11itre of blood. 

diagnosis. 
Routine exploration 

So far as the surgical treatment is 
of the uterus concerned, (Table II), in the present 

TABLE II 

Su1·gical treatment 

Type of Surgery Xo. of cases Maternal deaths Mortality 

I. Suturing of rent alone 
~- Suturing of rent with slcr ilisal i"n 

~0 () 

J ~0 . 0% 16 I 

:1 Tiystcrectonw-
Sublo ta 1 
Total 

17 -1 I 25 .ou,, 
4 J 

----·----- ·--·-··--- ·- ·----

following vaginal delivery after a 
previous caesarean section is advocat­
ed by some obstetricians, and we feel 
that this practice is essential, at least 
in women who have had a previous 
classical section. Out of the 8 cases 
of classical scar rupture, 7 had an 
antepartum rupture, whereas one had 
a rupture which was detected on 
routine exploration of uterus. 

Management 
The management of a case of rup­

tured uterus consists of resuscitation 

series, in 21 cases a hysterectomy, 
total or subtotal, was carried out. 
These were the cases where the 
suturing of the ~ent was impossible. 
because in 13 cases the tears were 
circumferential, involving not only 
the anterior and lateral walls but also 
extending on to the posterior wall; in 
5 cases the tears were extensively 
ragged and stellate-shaped where 
conservation of uterus was a surgical 
impossibility; in the other 3 patients 
the rent in the uterus was tov large 
to be sutured and extended into the J 
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broad ligament. In all these cases 
hysterectomy was resorted to because 
it entailed less surgical manipulation, 
it took lesser time and was on the 
wh()le a less hazardous procedure con­
sidering the low general condition of 
the patient. 

In 36 patients where suturing of 
the rupture was done, only 16 were 
sterilised. No doubt that a patient 
whose uterus has ruptured must be 
sterilised in view of her future obste­
tric hazards. It was by keeping in 
mind the parity of the patient, the 
past bad obstetric history and ab­
sence of any living chqdren that 
compelled the surgeon not to ligate 
the tubes in 20 cases. The patients on 
discharge from the hospital were 
asked to report immediately on miss­
ing a period. 
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General anaesthesia was the choice in 
most of the cases; whereas spinal 
anaesthesia was emplby~d success­
fully in 6 cases where the blood pres­
sure was well maintained. Of the 7 
cases managed under local anae­
sthesia there were 3 deaths, these 
were the poor risk cases where any 
anaesthesia could not be given satis­
factorily; it is not surprising, there­
fore, that the maternal mortality in 
this group was high. 

Maternal morbidity and morvality 
Table IV amply proves that rup­

tured uterus is attended with a high 
morbidity rate. It can be seen that 
40 % patients suffered from ill-effects 
of haemorrhage, 25 % manifested 
sepsis in spite of routine antibiotic 
cover. Practice of putting in an in-

TABLE III 

Type of Anaesthesia and outcome 

Operative risk 

Good 

Fair 

Poor 

Anaesthesia 

No . 

In 
1:) 

26 

R. 

13 

10 
12 

Genera l 

The type of anaesthesia employed 
is discussed in the light of operative 
risks involved and the maternal out­
come in Table III. It will be seen that 
in the good and fair risk patients 
general and spinal anaesthesia are 
both suitable. 16 and 15 cases respec­
tively; in these groups there were no 
maternal deaths. In the group of 
poor risk patients there were 12 
deaths out of 26 cases, i.e. 46% 
mortality. The mortality naturally 
-rises with increasing operative risk. 

D . H . 

:.l 
n ,, 

Spinal 

D . R. 

2 

2 

Loca l 

TABLE IV 

Maternal morbidity 

D . 

3 

--- ----------
Maternal complications 

Haemorrhage a nd shock 
B road ligament haematoma 
Sepsis 

Parotitis 
Throm bophlebitis 
Peritonitis with ileus 
Urina r y in fection 
P ulmonary infect ion 
Wound sepsis 

Anaesthetic complication 
Traumatic complications : 

Perinea l tear 
Vagina! lacera tion 
Vesico-vagina l fi stula 

Num ber of cases 

22 
22 

I 
8 
4 

12 
3 
8 
:3 

1 
2 
3 

. 
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dwelling catheter for prolonged 
periods of time is responsible for high 
urinary infection. 

Attempts at traumatic vaginal deli­
very were responsible for vaginal and 
soft tissue perineal injuries. In 3 
cases, a vesico-vaginal fistula was 
noticed on the third postpartum day; 
these patients had prolonged labour 
but in no case was instrumentation 
employed. Unduly prolonged trials 
are no longer justifiable and timely 
interference can save a lot of mater­
nal morbidity. Incidence of com­
plications was about 4 times higher in 
emergency admissions as compared 
to booked cases. 

There were 12 maternal deaths i.e . 
21 7; in the present series, 2 of which 
were amongst booked cases. The 
death was attributed to shock in 10 
cases, peritonitis and renal failure in 
1 case each. 

Perinatal loss is bound to be high 
in ruptured uterus·. In the present 
study 7 babies were saved. 

Summa1·y 
(1) Fifty-seven cases of rupture of 

uterus were studied over a period of 7 
years. The total number of deli­
veries during the period was 66,397, 
thus giving an incidence of 1:1165 
deliveries. 

(2) The ratio between younger 
and older patients in the study group 
was 1:3. 

(3) There was only one primigra­
vida in the present series. 

( 4) Out of 57 cases, 23 ( 40 % ) 
were booked cases of the hospital. 

( 5) The common aetiological 
factor was obstructed 'labour and 
misused oxytocics amongst emer­
gency admissions, whereas majority 
of booked cases had a previously 
damaged uterus. 

( 6) Seventeen out of 57 cases were 
admitted in a collapsed condition; 10 
were in a moderately morbid state, 
the rest were in fair condition. 

(7) Hysterectomy was performed 
in 21 cases, suturing with sterilisation 
was done in 16 cases and simple 
suturing in 20 cases. 

(8) Blood transfusions were given 
to all patients, average amount being 
1.5 litres. 

(9) General anaesthesia was the 
one of choice in majority of cases, i.e. 
44 cases. 

( 10) Twelve maternal deaths oc­
curred in this group. Maternal mor- . 
tality was 21%. One-sixth of all 
deaths were amongst booked cases. 

Acknowledgement 
We thank Dr. C. G. Saraiya, M.D., 

M.S., Honorary Visiting Obstetrician 
and Gynaecologist, for his guidance 
and Dr. B. N. Purandare, M.D., 
F.R.C.S.E., F.C.P.S., F.I.C.S., 
F.R.C.O.G .. , F.A.M.S., Honorary Prin­
cipal Medical Officer, Nowrosjee 
Wadia Maternity Hospital, Bombay-
12, for allowing us to publish the data 
of the hospital. 

.·. 


