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Summary
Introduction. Uterine rupture is a tearing of uterine wall during pregnancy or delivery. There are two types of uterine rupture
described in literature: symptomatic (SUR) and asymptomatic (AUR) uterine rupture. In case of SUR there is a full thickness uterine
wall tear which leads to clinical symptoms and high perinatal and maternal morbidity and mortality. In case of AUR the visceral
peritoneum remains intact and it is typically diagnosed during Cesarean section. Rupture of previously intact uterus is very rare
and is associated with extensive uterine damage, severe hemorrhage and in most cases leads to hysterectomy. Fetal complications
include admission to neonatal intensive care unit, hypoxic - ischemic injury and death. Maternal complications include hemorrhage,
hypovolemic shock, bladder injury, hysterectomy and maternal death. The incidence and prevalence of uterine rupture as well as the
perinatal and maternal rate of complications in Latvia is unknown.
Aim of the Study. Aim of the study is to analyze clinical cases of SUR and AUR, calculate the incidence and prevalence and detect
the risk factors (RFs) and diagnostic difficulties of clinical cases which occurred in Riga Maternity Hospital from year 2010 to 2017.
Material and methods. A case series study of 41 uterine ruptures which occurred in Riga Maternity Hospital from the 1st of January
2010 until the 31st of December 2016 was performed. An average birth rate for this time period was 6554 live births per year.
Results. Over the time period 41 women with uterine rupture were diagnosed in Riga Maternity Hospital. AUR was diagnosed in 33
patients during Cesarean section. SUR occurred in seven patients, but in total there were eight cases of SUR, because one of the
patients had a uterine rupture twice. SUR incidence in Riga Maternity Hospital is 1.7 per 10000 deliveries (8 per 45875 deliveries)
and the prevalence is 0.0175%. In three cases SUR was diagnosed after labor and in five cases - during emergency laparotomy.
SUR most frequently manifested with hypovolemic shock and/or acute abdomen. In two cases uterine defect was repaired and in
six cases hysterectomy was performed. One patient had acute kidney injury and there was one case of maternal death. Nine babies
were delivered and the Apgar score after the 1st minute was ≥ 7 in three cases and < 7 in three cases, but after the 5th minute it
was ≥ 7 in five cases and <7 in one case. There were three intrauterine fetal demises. All the patients with either SUR or AUR had
multiple RFs for uterine rupture.
Conclusions. Uterine rupture is associated with multiple RFs. If trial of labor after Cesarean section is the preferred mode of delivery
it is necessary to detect all of the RFs. Antenatal measurement of lower uterine segment thickness seems unreliable but further
research should be carried out with statistical data analysis. For the safety of patients trial of vaginal delivery in patient with uterine
scar should be performed in appropriately equipped and staffed medical facilities.
Key words: uterine rupture; uterine scar; obstetric emergency.
INTRODUCTION
Symptomatic uterine rupture (SUR) is a full thickness
tearing of uterine wall during pregnancy or delivery
(6). According to World Health Organization (WHO)
prevalence varies from extremely low, i.e. 0.006%, in
patients with intact uterus in developed countries to
25% in patients with obstructed labor in developing
countries. Patients with uterine scar due to previous
Cesarean Section (CS) have higher prevalence - about
1% (<1 per 10000 deliveries) in developed countries
to extremely high with high maternal mortality in
sub-Saharan Africa and Bangladesh (6; 21). The major
risk factor (RF) for uterine rupture is previous CS,
but other RFs include maternal age > 30; multiparty;
interpartum interval < 18 months; induction of labor;
labor augmentation with oxytocin; operative vaginal
delivery; obstructed labor; uterine overdistension (4;
10; 17; 18). RFs and etiology of uterine rupture differs
in developed countries and developing countries. In low

income countries, poor perinatal and maternal outcome
is due to absence of appropriately equipped and staffed
setting (13).
Two types of uterine rupture are described in literature SUR and asymptomatic uterine rupture (AUR) (11;
12). A full thickness uterine wall disruption including
myometrium and visceral peritoneum is called SUR
because the patient usually has clinical symptoms.
AUR is separation of myometrium with intact serosa.
Patients with AUR usually are oligosymptomatic or
asymptomatic. This type of uterine rupture sometimes
is defined as uterine scar dehiscence or silent uterine
rupture (7) and there is no consensus on defining this
type of loss of uterine wall integrity as uterine rupture.
SUR is a catastrophic clinical event, which can lead
to perinatal and maternal mortality. Consequences
of uterine rupture also differs and depend on type
of rupture and time interval between onset and
treatment of uterine rupture. Fetal complications
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include: admission to neonatal intensive care unit
(NICU), hypoxic - ischemic injury and death. Maternal
complications include hemorrhage, hypovolemic shock,
bladder injury; hysterectomy and maternal death (14;
20).
RF estimation during antenatal care and during labor
is the most reliable safety strategy at this point (15).
Ultrasound (US) measured lower uterine segment
thickness (LUST) is a strong predictor for possible
uterine rupture (8). The optimal cut-off value varies
from 2.0 to 3.5 millimeters for full LUS thickness and
from 1.4 to 2.0 millimeters for myometrial layer.
The incidence and prevalence of uterine rupture in
Latvia is unknown and there is no published data on RF
presence and labor outcome. This paper is an attempt to
look through the clinical cases of uterine rupture in Riga
Maternity Hospital and to start the discussion on this
clinical problem on national level.
AIM OF THE STUDY
Aim of the study is to analyze clinical cases of SUR and
AUR, to calculate incidence and prevalence, to detect
the RFs and diagnostic difficulties of clinical cases which
occurred in Riga Maternity Hospital from year 2010 to
2017.
MATERIAL AND METHODS
A case series study of 41 uterine ruptures which occurred
in Riga Maternity Hospital from the 1st of January 2010
until the 31st of December 2016 was performed. An
average birth rate for this time period was 6554 live
births per year.
We divided all the clinical cases of uterine rupture in
two groups: AUR group and SUR group. RFs such as
uterine scar, previous curettage, maternal age > 30 y/o,
multiparty, interpartum interval < 18 months, labor
induction, oxytocin use for labor augmentation, uterine
overdistension, abnormal placentation were identified
in both patient groups. Data analysis was performed
with MS Excel.
RESULTS
Over the time period of seven years 41 cases of uterine
ruptures were diagnosed in Riga Maternity Hospital.
AUR was diagnosed in 33 patients during CS (Figure 1).
All of the patients with AUR had multiple RFs: uterine
scar or repetitive uterine scars (100%) in combination
with other RFs (interpartum interval < 18 months
(21%, n=7); uterine overdistension (18%, n=6),
abnormal placentation (12%, n=4). 14 patients didn`t
have their LUST measured. Of the 19 patients who did
get the measurements done during third trimester of
pregnancy, the results were: <2.0 millimeters in 53%,
2.0-2.4 millimeters in 10% and >2.4 millimetrs in 37%
of the patients.
SUR was diagnosed eight times in seven patients (one
patient had uterine rupture twice). SUR incidence in
Riga Maternity Hospital is 1.7 per 10000 deliveries (8
per 45875 deliveries) and the prevalence 0.0175%.
The average age of the patients with uterine rupture
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was 35 years (+/-3.4SD), they were multigravidas and
multiparas (G3+/-1.9SD, P2.5+/-1.1SD). There were
three cases of premature labor, three cases of term labor
and two cases of post-date delivery. Uterine rupture
was diagnosed after delivery in three cases and during
emergency laparotomy in five cases. Uterine rupture
mostly manifested as hypovolemic shock with or without
symptoms of acute abdomen. In two cases uterine
rupture was repaired and in six cases hysterectomy was
performed. One patient developed acute kidney injury
postoperatively and one case of maternal death due
to hypoxic - ishemic injury secondary to hemorrhage
occurred. Nine babies were delivered and the Apgar
score after the 1st minute was ≥ 7 in three cases and <
7 in three cases, but after the 5th minute it was ≥ 7 in
five cases and <7 in one. There were three intrauterine
fetal demises.
All the patients with both SUR and AUR had multiple
uterine rupture RFs. Further we describe all of the SUR
clinical cases for better understanding of the clinical
problem.
Case No. 1
Patient, 32 years old, Gravida II, Para II, 41+ 2 weeks
of gestation, with history of previous CS due to placenta
previa eight years ago. Patient wanted to undergo trial of
labor after Cesarean section (TOLAC). Third trimester
ultrasound suggested LUST of 1,9 millimeters. On
admission, patient was in hypovolemic shock and had
clinical signs of acute abdomen. Fetal body parts were
palpable under patients` skin. Patient did not have
vaginal bleeding. Due to suspected uterine rupture
1st category CS was performed seven minutes after
admission. During laparotomy fetus and placenta was
found to be expulsed into abdominal cavity and 0.7
liters of blood in abdominal cavity was noted. Total
blood loss was 2 liters. Uterine rupture started from
the right corner of previous CS scar and extended until
the fundus of the uterus (Figure 2). It was not possible
to salvage the uterus and total hysterectomy with left
side salpingectomy and right side adnexectomy was
performed (Figure 3). Postoperative period was without
any complications.
A boy with Apgar score of 2/4/4 in 1st, 5th and 10th
minute accordingly was delivered. He was brought to
NICU and therapeutic hypothermia was initiated. On
5th day of life he was transferred to Neonatology clinic
for further evaluation and treatment. The neonate
passed away on 15th day of life due to severe hypoxic ischemic encephalopathy.
Case No. 2
38 y/o patient, Gravida II, Para II, 40+3 weeks of
gestation presented to the Emergency department with
contractions every four to five minutes. Patient had
previous CS due to placenta previa 14 years ago. Patient
wanted to undergo TOLAC. US scan performed on
37+5 weeks of gestation showed low-lying placenta and
LUST of 2.7 millimeters. Labor was uncomplicated and
healthy boy was delivered. The patient developed atonic
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postpartum hemorrhage (PPH) with hypovolemic
shock. Due to PPH manual revision of uterine cavity was
performed and two centimeters long uterine rupture
in the left corner of previous CS scar was diagnosed.
Patient was transferred to surgical theater and
emergency laparotomy was performed 10 minutes after
diagnosis was made. In addition, 2.5 centimeters long
defect on left side of urinary bladder, hematoma under
vesicouterine fold was noted. Uterine wall and urinary
bladder were closed in 2 layers. The integrity of urinary
bladder was examined by filling it with methylene-blue
and flow into abdominal cavity was not noted. B-lynch
hemostatic suture was applied and balloon tamponade
of uterine cavity was performed due to PPH. Total blood
loss was 1.8 liters. Foley catheter was left for two weeks
until the urinary bladder was completely healed.
Case No. 3 and No. 4
In year 2011, 30 y/o patient, Gravida I, Para I, 27 weeks
of gestation was admitted to the hospital due to malaise,
irregular pain in lower abdomen and bloody discharge
from vagina. On admission, patient was pale but general
status demonstrated no signs of hypovolemic shock.
This was in vitro fertilization (IVF) twin pregnancy after
double embryo transfer. In year 2007 the patient had a
right side adnexectomy and in year 2011 she underwent
diagnostic and therapeutic laparoscopy (myomectomy
in uterine posterior fundal region with coagulation of
myometrium after myomectomy for bleeding control).
On ultrasound examination, there were no recordable
heart sounds in both fetuses, free fluid in abdomen
was noted and placental abruption was diagnosed. 1st
category CS was performed 1 hour and 21 minutes after
admission. During surgery 0.1 liters of blood cloths,
two female fetuses in amniotic sacks and placenta were
found in abdominal cavity. 8 to 10 centimeters long
uterine rupture in posterior fundal wall of the uterus
was noted. Uterus was repaired and its reproductive
function preserved. Total blood loss was 0.6 litres. The
postoperative period was without any complications and
the patient was discharged on 6th postoperative day.
In year 2015 the same patient, at that time 34 y/o,
Gravida II Para II with singleton IVF pregnancy, was
hospitalized at 28 weeks of gestation due to pain in
lower abdomen and history of uterine rupture in 27th
week of gestation four years ago. Patient was admitted
for observation and treatment of threatened premature
delivery. On 31st week of gestation patient suddenly
developed acute abdomen and hypovolemic shock.
Uterine rupture was suspected and 1st category CS was
performed 10 minutes after the diagnosis was made.
Laparotomy was performed, hemoperitoneum of 2 litres
of blood was noted, and premature fetus was evacuated
after LUS hysterotomy. After delivery 8 centimeters
long uterine rupture in left fundal posterior region
was noted (Figure 4). A neonate with Apgar score of
5/7 in 1st and 5th minute accordingly was delivered.
Uterus could not be salvaged and decision to perform
subtotal hysterectomy and left side salpingectomy due
to hematoma in parametrium was made. Neonate had

some complications of prematurity, but overall had a
good recovery.
Case No. 5
33y/o Gravida VI, Para IV, 40+0 weeks of gestation was
admitted to the hospital in active phase of labor. The
patient had two induced abortions but all deliveries
were vaginal and spontaneous. Intervals between each
of the last three pregnancies were less than 1.5 years.
Patient used heroin and then switched to methadone
maintenance treatment. During pregnancy, patient
was smoking approximately 10 cigarettes per day. The
patient was infected with hepatitis C virus. She received
insufficient antenatal care due to socio - economical
RFs. Oxytocin for labor augmentation was used.
The 1st stage was 11 hours long and the 2nd stage
was 7 minutes long. Cardiotocography (CTG) didn`t
show oxytocin induced hyperstimulation of the
uterus. She developed profuse PPH. During manual
revision of uterine cavity uterine rupture that was
extending from cervical tear was diagnosed. During
laparotomy uterine rupture on left side of uterus was
diagnosed. During surgery, massive hematoma and
imbibition of left parametrium was noted. Hematoma
under vesicouterine fold expanded to the pelvic wall.
Postpartum hysterectomy with left side adnexectomy
was performed. Total blood loss was 2.8 liters. After
surgery patient’s state deteriorated and bleeding from
surgical wound started. Disseminated intravascular
coagulopathy (DIC) syndrome was diagnosed. The
patient passed away 16 days after the event due to
hypoxic - ishemic injury secondary to hemorrhage.
Case No. 6
35 y/o Gravida II, Para II was hospitalized for induction
of labor due to prolonged pregnancy of 41+5 weeks of
gestation. The patient had prior vaginal delivery and
no confirmed uterine scar. Patient had uterine cavity
curettage after first labor. Before the transfer to delivery
department, patient received misoprostol for induction
of labor. During 1st stage of labor amniotomy was
performed as a method of labor augmentation continued
with oxytocin infusion. Neonate of 4490 grams was
delivered with cephalohematoma in both parietal
regions and fracture of the right clavicle. 15 minutes
after delivery of placenta PPH with hypovolemic shock
developed. During manual revision of uterine cavity
rupture on right uterine wall was diagnosed. The patient
was transferred to surgical theater afterwards and
emergency laparotomy was performed. Due to surgical
findings decision to perform subtotal hysterectomy with
right side adnexectomy and left side salpingectomy was
made. Total blood loss was 4 litres. Laboratory findings
revealed decreased serum potassium and elevated
serum creatinine up to 133 mmol/L, suggesting acute
kidney injury. Further patient recovery was uneventful.
Case No. 7
38y/o patient, Gravida VI, Para IV, 38+2 weeks of
gestation was admitted because elective CS was planned
on the next day. Patient previously had three CS in
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year 1997, 2004 and 2013. Last emergency CS was
due to placental abruption at 34th week of gestation.
Third trimester ultrasound suggested LUST of 2.6 to 2.9
millimeters. The night before surgery patient went into
active labor and decision to perform 2nd category CS was
made. During the placement of a catheter in the bladder
hematuria was noted in urine drainage system and
uterine rupture was then suspected. Neonate weighting
3700 grams was born with Apgar score 6/7/8. During
laparotomy two centimeters long uterine rupture was
noted in the site of uterine scar. Due to atonic uterine
hemorrhage and patient‘s will not to preserve the
reproductive function hysterectomy and salpingectomy
was performed. Total blood loss was 1.1 liter.
Case No 8.
40 y/o patient, Gravida III, Para III (two CS in history
due to bicornuate uterus), 34+3 weeks of gestation was
admitted, complaining of severe pain in lower abdomen
and bloody discharge from vagina, approximately 0.3
litres for 1 hour. Due to suspected uterine rupture 1st
category CS was performed 11 minutes after admission.
During CS 5 centimeters long uterine rupture in
previous CS scar region and hemoperitoneum was
noted. Estimated amount of blood in peritoneal cavity
was 1.2 liters. Total hysterectomy without adnexectomy
was performed. Total blood loss was 2.5 liters. During
pregnancy, all ultrasound scans showed niche in LUS
scar but there is little evidence for relationship between
the presence or size of niche and uterine rupture (2).
Third trimester ultrasound suggested LUST of 2.9
millimeters.
Major RF for uterine rupture, i.e., uterine scar, was
documented in 6 cases (75%) and in two patients
previous uterine curettage was detected as the main
risk factor (25%). Oxytocin for labor augmentation was
used in two (25%) cases (in patients with curettage
in anamnesis). Other RFs like misoprostol for labor
induction, uterine structural anomaly, extension of
cervical tear, abnormal placentation and previous
uterine rupture were noted in combination with uterine
scar or curettage. All of the SUR patients had multiple
RFs. Case No. 1 had four RFs: maternal age > 30 y/o;
multiparty; uterine scar and prolonged pregnancy. Case
No. 2 had four RFs: maternal age > 30 y/o; multiparty;
uterine scar and abnormal placentation. Case No. 3 had
two RFs: uterine scar; uterine overdistension due to
multiple gestations and on second presentation in Case
No. 4 the patient had high risk for uterine rupture previous uterine rupture in combination with maternal
age > 30 y/o; multiparty. Case No. 5 had six RFs:
maternal age > 30 y/o; multiparity; short interpartal
interval; repetitive uterine curettages; oxytocin use for
labor augmentation. Case No. 6 had six RFs: maternal
age > 30 y/o; multiparty; uterine curettage; uterine
overdistension due to fetal macrosomia; misoprostol
and oxytocin use. Case No. 7 had three RFs: maternal
age > 30 y/o; multiparty; uterine scar; Case Nr. 8 had
four RFs: maternal age > 30 y/o; multiparty; structural
anomaly of the uterus and uterine scar.
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DISCUSSION
Our study detected low prevalence of SUR. In our
report incidence of SUR in Riga Maternity Hospital is
1.7 per 10000 deliveries (8 per 45875 deliveries) and
the prevalence 0.0175%. According to WHO data in
developed countries the incidence is < 1 per 10000
deliveries and the prevalence should not exceed 1%.
Due to increasing rate of CS the rate of uterine rupture
increases also (16). As it was demonstrated in the
Nordic Obstetric Surveillance Study the incidence of
uterine rupture is 7.8 per 10000 deliveries in Finland
and 4.6 per 10000 deliveries in Denmark. However,
the incidence is not associated with CS rate, but with
TOLAC (3). National rates of uterine rupture increased
with increasing rates of planned TOLAC. It lead to an
increase in the national uterine rupture rate by 35%
(relative risk 1.35, 95% conﬁdence interval [CI]1.04,
1.70) per 1% increase in the population rate of TOLAC.
In the subpopulation of women with previous CS,
uterine rupture rate increased by 4% per 1% increase
in the rate of intended vaginal delivery. The national
uterine rupture rate decreased by 15% (RR 0.85, 95% CI
0.75,0.97) per 1% increase in elective repeat caesarean.
All of our patients had multiple RFs - two and more.
Patients with uterine scar had additional RFs, but patients
with uterine curettage in past medical history had labor
induction and oxytocin use for labor augmentation.
Unfortunately, in some of the cases risk factors were
underestimated - such as prolonged pregnancy and
possible high hysterotomy due to previous placenta
previa in preterm CS, so these cases were potentially
preventable. Before the TOLAC it is necessary to know
the type of previous hystertomy to estimate the potential
risk of uterine rupture. However, vaginal delivery can be
safely performed after laparoscopic myomectomy and
the incidence of uterine rupture was reported low, e.g.,
0.6% (9). In some cases, patient consultation should be
performed and informed consent should be received
before planning the pregnancy in case of previous
uterine rupture (5). It`s the combination of RFs that can
lead to adverse obstetrical outcomes.
Signs and symptoms of SUR are specific in patients with
intact uterus: 58.7% of patients had abdominal pain
and/ or tenderness, 61.2% had cessation of uterine
contractions, in 73.1% fetal compromise occured, 42.1%
of patients had palpable fetal parts, 34.3% presented
with hypovolemic shock, 15.3% demonstrated vaginal
bleeding (1). Clinical signs of uterine rupture in patients
with uterine scar could be unspecific and usual include
pathological CTG with or without lower abdominal pain
(21).
For the safety of patients, individual RF assessment
before making a decision about the mode of delivery,
as well as informed consent is necessary. Delivery in
patients with RFs for uterine rupture is recommended
in medical setting where facilities for critical CS are
available, which means that CS can be performed in
less than 10 minutes after the diagnosis has been made.
Neonatal resuscitation and intensive care facilities
should be available at that moment.
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All attempts should be performed to avoid critical CS
to decrease the risk of uterine rupture in subsequent
pregnancy and deliveries to improve future obstetrical
and perinatal outcome (19).
Further research on uterine rupture and its RF
prevalence and incidence should be continued on
national level.

CONCLUSIONS
1. Uterine rupture associates with multiple risk factors
with most important being the uterine scar;
2. Antenatal lower uterine segment thickness
measurements seem unreliable but further research
should be carried out with statistical data analysis;
3. For the safety of patients trial of vaginal delivery
in patient with uterine scar should be performed
in appropriately equipped and staffed medical
facilities.
Conflict of interest: None

Fig. 1. Asymptomatic uterine rupture (uterine
scar dehiscence). Patient with uterine scar after
previous preterm CS was admitted for elective CS
at term

Fig. 2. Symptomatic uterine rupture in case No.
1. Extension of uterine rupture at post-term
pregnancy

Fig.3. Uterus and right adnexa after hysterectomy
in case No. 1

Fig. 4. Postoperative specimen of the uterus
showing large defect in the left posterior fundus
region

33

ACTA CHIRURGICA LATVIENSIS • 2017 (17/1)

REFERENCES
1. Astatikie G, Limenih MA, Kebede M. Maternal
and fetal outcomes of uterinerupture and factors
associated with maternal death secondary to uterine
rupture // BMC Pregnancy Childbirth, 2017 Apr
12;17(1):117.
2. Bij de Vaate A.J.M., van der Voet L.F., Naji O, Wimer
M, Veersema S., Brölam H.A.M., Bourne T., Huirne
J.A.F. Reply: Niche risk factor for uterine rupture? //
Ultrasound Obstet Gynecol 2014; 44:371-372
3. Colmorn LB, Langhoff-Roos J, Jakobsson M, Tapper
AM, Gissler M, Lindqvist PG, Källen K, Gottvall K,
Klungsøyr K, Bøhrdahl P, Bjarnadóttir RI, Krebs L.
NationalRates of Uterine Rupture are not Associated
with Rates of Previous CaesareanDelivery: Results
from the Nordic Obstetric Surveillance Study //
Paediatr Perinat Epidemiol. 2017 May;31(3):176182
4. Eguzo KN, Umezurike CC. Rupture of unscarred
uterus: a multi-year cross-sectional study from
Nigerian Christian Hospital, Nigeria // Int J Reprod
Contracept Obstet Gynecol. 2013;2(4):657–660
5. Eshkoli T, Weintraub AY, Baron J, Sheiner E. The
significance of a uterinerupture in subsequent births //
Arch Gynecol Obstet. 2015 Oct;292(4):799-803
6. Hofmeyr GJ, Say L, Gülmezoglu AM. WHO
systematic review of maternal mortality and
morbidity: the prevalence of uterine rupture //
BJOG. 2005 Sep;112(9):1221-8
7. Iemura A, Kondoh E, Kawasaki K, Fujita K,
Ueda A, Mogami H, Baba T, Konishi I. Expectant
management of a herniated amniotic sac presenting
as silent uterinerupture: a case report and literature
review // J Matern Fetal Neonatal Med. 2015
Jan;28(1):106-12
8. Jastrow N, Chaillet N, Roberge S, Morency AM,
Lacasse Y, Bujold E. Sonographiclower uterine
segment thickness and risk of uterine scar defect:
a systematicreview // J Obstet Gynaecol Can. 2010
Apr;32(4):321-7
9. Koo YJ, Lee JK, Lee YK, Kwak DW, Lee IH, Lim
KT, Lee KH, Kim TJ. PregnancyOutcomes and Risk
Factors for Uterine Rupture After Laparoscopic
Myomectomy: ASingle-Center Experience and
Literature Review // J Minim Invasive Gynecol.
2015 Sep-Oct;22(6):1022-8
10. Mukasa PK, Kabakyenga J, Senkungu JK, Ngonzi
J, Kyalimpa M, Roosmalen VJ. Uterine rupture in
a teaching hospital in Mbarara, western Uganda,
unmatched case-control study // Reprod Health.
2013;10(1):1
11. Oﬁr K, Sheiner E, Levy A, Katz M, Mazor M. Uterine
rupture: differences between a scarred and an
unscarred uterus // American Journal of Obstetrics
and Gynecology 2004;191:425–429
12. Oﬁr K, Sheiner E, Levy A, Katz M, Mazor M. Uterine
rupture: risk factors and pregnancy outcome //
American Journal of Obstetrics and Gynecology
2003; 189:1042–1046

34

13. Omole-Ohonsi A, Attah R. Risk factors for ruptured
uterus in a developing country. Gynecol Obstetric.
2011;1(102):2161–0932.4. Berhe Y, Wall LL.
Uterine rupture in resource-poor countries // Obstet
Gynecol Surv. 2014 Nov;69(11):695-707
14. Osemwenkha PA, Osaikhuwuomwan JA. A 10year review of uterine rupture and its outcome in
the University of Benin Teaching Hospital, Benin
City // Niger J Surg Sci 2016; 26:1-4
15. RCOG Birth after Previous Caesarean Birth (Greentop Guideline No. 45) available https://www.rcog.
org.uk/en/guidelines-research-services/guidelines/
gtg45/
16. Ronel D, Wiznitzer A, Sergienko R, Zlotnik A,
Sheiner E.Trends, risk factors and pregnancy
outcome in women withuterine rupture // Archives
of Gynecology and Obstetrics 2012;285:317–321
17. Rossi AC, Prefumo F. Pregnancy outcomes of
induced labor in women withprevious cesarean
section: a systematic review and meta-analysis //
Arch Gynecol Obstet. 2015 Feb;291(2):273-80
18. Smith JG, Mertz HL, Merrill DC. Identifying
risk factors for uterine rupture // ClinPerinatol.
2008;35:85–99
19. Spong CY. Prevention of the first cesarean delivery.
Obstet Gynecol Clin NorthAm. 2015 Jun;42(2):37780. doi: 10.1016/j.ogc.2015.01.010 // Epub 2015
Mar 10.Review. PubMed PMID: 26002173
20. Vilchez G, Dai J, Kumar K, Lagos M, Sokol
RJ. Contemporary analysis ofmaternal and
neonatal morbidity after uterine rupture: A
nationwidepopulation-based study // J Obstet
Gynaecol Res. 2017
21. Zwart J, Richters J, O¨ry F, de Vries J, Bloemenkamp
K, van Roosmalen J. Uterine rupture in the
Netherlands: a nationwide population-based cohort
study // BJOG 2009;116:1069–1080

Address:
Anna Miskova
Riga Maternity Hospital
Miera 45, Riga, LV-1002
e-mail: anna.miskova@rsu.lv

