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Abstract 

Uterine rupture is a non-surgical breach of the continuity of the myometrial wall of the uterus. Objective: identify risk 
factors and evaluate the prognosis of uterine rupture. This was a descriptive and analytical study with retrospective 
data collection over a four-year period from January 1st, 2015 to December 31st, 2018.We recruited all cases of uterine 
rupture that met our criteria and matched them to the following case. The frequency of uterine rupture was 0.77%.  The 
aged group from 25-34 were most represented with 69.5%. The average age was 27.1 ± 2.3 years with extremes of 15 
and 47 years. The majority of patients (69%) were multiparous and one hundred and forty-five patients (72.5%) were 
referred. One hundred and sixty-six patients (83%) had an unscarred uterus. Inadequate use of oxytocin was 
inriminated in 104 cases (52%) with uterine rupture (p=0.02). Fetopelvic disproportion was found in 32% 
(p=0.002).The uterine rupture was complete in 76.5% of case. Suturing of uterus tear was done in 85.5%. Twenty-nine 
patients (14.5%) had a hysterectomy. Blood transfusion was performed in 78%. Anemia was the most common 
complication with 67.5% .Nineteen maternal deaths (9.5%) were recorded. One hundred and seventy-two fetuses 
(86%) were stillborn. Conclusion: This study shows that the main risk factors are a history of cesarean section, 
multiparity, and young age. 
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1. Introduction

Uterine rupture is a non-surgical breach of the continuity of the myometrial wall of the uterus [1]. It is an obstetric 
disaster that threatens mother and the fetus lives. The fetal prognosis is often poor and maternal prognosis depends on 
the speed of diagnosis and management [2, 3]. Chad, a developing country, is no exception to this sad reality despite the 
government's policy of making emergency care and deliveries free of charge over the past 10 years. In 2013, there was 
a hospital frequency of uterine rupture of 0.57% of deliveries [4]. Objective: given the scarcity of data on uterine rupture 
in Chad, the high prevalence of its risk factors and the poor maternal-fetal prognosis in African series and the lack of 
identification of risk factors in the local context, we were pleased to conduct this study. 

2. Patients and method

This was a descriptive and analytical study with retrospective data collection over a four-year period from January 1st, 
2015 to December 31st, 2018.  Any patient admitted for uterine rupture (complete or exploitable files) during 
pregnancy, labor and immediate postpartum period, evacuated, referred were recorded. We recruited all cases of 
uterine rupture that met our criteria and matched them to the following case. Then we have a group of case constitute 
with patients presenting an uterine rupture, and the control group with the patient following a case of rupture. The data 
collected were processed using Epi data 3.1 software and the analysis was done using SPSS 20 software. p value was 
significant when less than 0.05. 
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3. Results 

3.1. Frequency   

During the period we recorded 200 cases of uterine rupture among 25,727 deliveries giving a frequency of 0.77%. 

Table 1 Age 

Age  Group I Group II p 

n % n %  

15-24 35 17,5 34 17 0,894 

25-34 139 69,5 140 70 0,913 

35-44 26 13 20 10 0,347 

>45   0 0 6 3 0,015 

Total 200 100 200 100  

Chi² = 6.801; p=0.079 

The aged group from 25-34 were most represented with 69.5% in Group I and 70% in the control Group II. The average 
age was 27.1 ± 2.3 years with extremes of 15 and 47 years 

Table 2 Parity 

Parity Group I Group II p 

n % n % 

primipara 29 14,5 19 9,5 0,123 

multiparous 138 69 171 85,5 0,000 

paucipara 33 16,5 10 5 0,000 

Total 200 100 200 100  

Chi² = 22,852; p=0,000 
 

The majority of patients (69%) were multiparous  

3.2. Admission mode  

One hundred and forty-five patients (72.5%) were referred, compared to55 (27.5%) who came on their own. 

3.3. State of the uterus   

One hundred and sixty-six patients (83%) had an unscarred uterus. Thirty-two patients (16%) had a history of cesarean 
section, and 1% (2 patients) had a history of myomectomy. 

Table 3 Etiology 

Etiology 
Group I Group II p 

n % n %   

Pelvic fetal disproportion 64 32 93 46,5  0,0029  

misoprostol 6 3 1 0,5 0,060  

macrosomie 6 3 8 4 0,598  

Dystocic presentation 20 10 15 7,5  0,376 

Inadequate use of oxytocin 104 52 74 37 0,024  



Gabkika et al. / World Journal of Advanced Research and Reviews, 2019, 04(02), 033–038 

35 
 

Inadequate use of oxytocin was incriminated in 104 cases (52%) of uterus rupture, compared to 74 in the control group 
(p=0.02). Fetopelvic disproportion was noted in 32% of the study group compared to 46.5% in the control group 
(p=0.002) 

3.4. Type of uterine rupture 

The uterine rupture was complete for 153 patients (76.5%). Forty-seven patients (23.5%) had had an incomplete 
rupture. 

Table 4 Seat of uterine rupture 

Seat of uterine rupture Number Percentage 

isthmique 150 75 

Corporeal 4 2 

Ithmiqueqnd corporeal 46 23 

Total 200 100 

The rupture was segmented in 75% of cases. 
 

3.5. Management  

Suturing of uterus tear was done in 171 cases (85.5%). Twenty-nine patients (14.5%) had a hysterectomy. Blood 
transfusion was performed in 156 patients (78%). 

Table 5 Maternal complication 

Complication Number Percentage % 

death 19 09,5 

Parietal Suppuration 10 5 

Endometritis 4 2 

Vesico-vaginal fistula 4 2 

Phlebitis 2 1 

Anemia 135 67,5 

Peritonitis 2 1 

Septicaemia 9 4,5 

 

Anemia was the most common complication with 67.5%. Nineteen maternal deaths (9.5%) were recorded.  

3.6. Fetal prognosis 

One hundred and seventy-two fetuses (86%) were stillborn. Twenty-three newborns (11.5%) had an Apgar score ≥ 7. 

4. Discussion 

4.1. Frequency 

The frequency of uterine rupture was 0.91%. Our rate is close to 0.91% reported by Andrianampy and al in 
Fianarantsoa, Madagascar [5] in 2014. Our rate is lower than those of, Kouakou [6] in Bouake, Côte d'Ivoire in 2007 and 
Nayama in Niger[7] in 2016, which observed a frequency ranging from 2 to 2.33%. Other authors such as Salifou in 
Parakou, Benin[8] in 2015, Gueye in Thiès, Senegal[9] in 2016 reported lower proportions respectively 0.58% and 
0.7%.In India, the frequency of uterine ruptures is closer to African countries, 0.28% in 2006[10]. In developed 
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countries, uterine rupture is an exceptional situation. This high frequency confirms that the issues of uterine rupture 
remains a topical one and often occur in developing world. 

4.2. Age 

Young age is found in most African series [6, 8, 11]. The median age was 27.1±2.3 years. Which is comparable to those 
of Fouedjio and al [12] in Cameroon in 2016, Salifoua and  al [8] in Benin in 2015, and Vangeenderhuysen [13] in Niger 
in 2002, that noted respectively a median age of  29, 28 and 28.9 years  

In this series the age group of 25-34 years had represented 69.5%.  Our study finds a similarity in the prevalence of this 
age group. This is the case of Gueye in Senegal [9], Tchente Nguefack in Douala [14], Salifou in Parakou in Benin [8] 
which reported  respectively 45%, 67% and 37%.   

4.3. Admission method 

Patients were referred or evacuated in 72.5% of cases. Our result is similar to those of several authors including Gueye 
and al [9] in Thiès], and Nayama in Niamey [7] who noted that more than half of the patients were referred. This 
situation could be explained by the lack of qualified personnel and technical support in periphery structures leading to 
the referral of cases of dystocia. 

4.4. Parity 

Multiparity is known to be a risk factor for uterine rupture [8, 9, 11]. Our study confirms this assertion with 69% of 
multiparous women. Our data corroborate those of some authors such as Gabkika [4] in N'Djamena, Chad in 2015, 
Vangeenderhuysen in Niamey [13] in 2009 and Fouedjio et al in Yaounde, Camreoun [12] who noted that multiparous 
had represented more than half of patients  

4.5. State of the uterus 

Contrary to developed countries where uterine rupturesare often occasional, in developing countries it is a usual 
phenomenon [15, 16]. Our study confirms this assertion with 83% of uterine rupture occurring on an unscarred uterus. 
Our result corroborates those of many authors, notably Gueye in Senegal [9], Tchente Nguefack in Douala [14], Salifou 
in Parakou in Benin [8], and Andrianampy in Madagascar [5], who reported a rate ranging from 61% to 88.5%  of uterine 
rupture occurring to patients with an unscarreduterus 

4.6. Etiologies 

The etiologies of ruptures were the inadequate use of oxytocin in 52%, followed by fetopelvic disproportions in 32%.  
These causes are identical to those described in the literature [15, 16,17]. Iatrogenic ruptures are secondary to poor 
obstetric practices related to the birth attendant and the inadequate use of oxytocin. 

4.7. Type of uterine rupture 

In This series, 153 patients (76.5%) had a complete uterine rupture. This result confirms the data from the literature 
[5, 7, 17, 18]. 

4.8. Management 

Conservative treatment was performed in 85.5% of cases (171), and radical treatment in 14.5% of cases (29). Our 
results are close to those of Gabkika, who had had a conservative surgery rate of 87%.  Nevertheless, our radical 
treatment rate is lower than those of Gueye and al [9] in Senegal, Fouedjio andal [14] in Cameroon and Nayama and al 
[7] in Niger, which had noted a proportion of radical treatment rate ranging from 29.7 to 63.33%. The decision to 
undergo radical treatment depends on several factors, including the complexity of the uterine rupture, associated 
lesions, parity and uterine atony. 

4.9. Prognosis 

We reported 19 cases of death (9.5%), ourproportion confirms Gabkika's[16] maternel death  rate of 9.3%  in the same 
structure in 2013. This is comparable to those of Nayama and al [7] in Niger in 2016, Salifou et al[8] in Benin in 2015, 
which had reported respectively a maternal death  rates of 9.6% and 9.3%. In developed countries, mortality is almost 
null [18, 19]. 
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The commonest maternal morbidity was anemia with 135 cases (67.5%), 10 cases of parietal suppuration (5%). Salifou 
and al [8] in Parakou, Benin, and Gueye andal [9] in Thiès, Senegal, reported a high a prevalence of anemia among 
complications. 

Perinatal death was noted in 76.2% of cases in our series. This high rate noted in our series could be explained by the 
fact that patients were admitted with a complete uterine rupture in most cases. All cases of live births were cases of 
incomplete rupture and intraoperative discovery.The perinatal mortality rate in our series was 86%. This high rate of 
perinatal death corroborates those of many African authors who reported variable proportions ranging from 66% to 
93%. [6, 7, 9, 17]. Sahu [10] in India also has a high neonatal mortality rate of 94% in his series. 

5. Conclusion 

This study shows that the main risk factors are a history of cesarean section, multiparity, and young age. The 
combination of factors such as the use of oxytocin, pelvic fetal disproportion and dystocic presentation are decisive for 
the occurrence of uterine rupture. The prognosis is poor for both mother and fetus. 
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