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AUTHORS Vandenberghe, Griet; De Blaere, Marlies; Van Leeuw, Virginie; 
Roelens, Kristien; Englert, Yvon; Hanssens, Myriam; Verstraelen, 
Hans 

 

VERSION 1 - REVIEW 

REVIEWER Marian Knight  
National Perinatal Epidemiology Unit, University of Oxford, UK  
 
I am the Chief Investigator for UKOSS, the methodology of which 
was adapted for this study, and former chair of the International 
Network of Obstetric Survey Systems (INOSS), of which the Belgian 
Obstetric Surveillance System (B.OSS) is a member. I have had no 
involvement in the design, conduct or analysis of the study 
described here. 

REVIEW RETURNED 16-Nov-2015 

 

GENERAL COMMENTS This is a well written and comprehensive study of a nationwide 
cohort of women with uterine rupture in Belgium. I have only minor 
suggested changes/clarifications:  
1. The manuscript is very lengthy which makes it difficult for the 
reader to glean the key facts easily. Can the authors consider 
whether all the results presented are essential to the main 
messages and perhaps shorten?  
2. I would prefer it if the manuscript referred to 'women' rather than 
'patients', to reflect that childbirth is a normal physiological process.  
3. Page 5, line 40. 'Locus minoris resistentiae' is not a commonly 
used term in my experience. Can the authors use an alternative 
English term?  
4. I am not sure that the detail of table 2 and the following paragraph 
concerning Bishop score is necessary. Can the authors remove this 
table and shorten the following section to summarise the key point 
concerning the Bishop score as per the abstract?  
5. Page 8, lines 25 onwards. Can the authors make it clear what the 
comparison groups are for the relative risks they present?  
6. I could not understand table 4. Does this present data on a 
composite poor outcome measure? Can the authors revise to make 
it clearer?  
7. Some of the paragraphs in the discussion are very long and hard 
to follow, and in some places the English phrasing needs a little 
correction. In particular I found the paragraph on TOLAC difficult to 
follow. I am not clear what the TOLAC figures given refer to. Are 
these the proportions of women with a uterine rupture who were 
undergoing TOLAC? Or are they the population rates for all women 
with a prior CS in their next pregnancy which would be more 
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appropriate? The estimated TOLAC rate in the UKOSS study was 
56%, when estimated as the proportion of women with a previous 
CS planning vaginal delivery in their next pregnancy.  

 

REVIEWER J.J. Zwart  
Deventer Ziekenhuis  
Dept of Obstetrics & Gynaecology  
The Netherlands  
 
I am a member of the INOSS group (international network of 
obstetric surveillance systems) 

REVIEW RETURNED 23-Nov-2015 

 

GENERAL COMMENTS This is a very interesting paper on a very contemporary issue. The 
study is prospective and nationwide, the inclusion criteria are clear.  
The study is carried out properly and complete and the outcomes 
are very thoroughly compared to the already existing literature.  
 
There are some major and minor concerns:  
- page 3, line 35 : please specify the high rate of induction of labour.  
 
- Apgar score <=5 at 5 minutes is a quite unusual definition of 
neonatal asphyxia, as far as I know <=7 is widely accepted. Please 
change or make a statement on the consequences of this difference 
in definition  
 
- page 4, table 1: the p-values of Parity >=3 and Birthweight 
>=4000g should be in black  
 
- page 6, line 10: replace ‘has been’ by ‘was’.  
 
- page 6, table 2: I suggest leaving the cases below 24 weeks out of 
this analysis, pathofysiology is very different in this Group.  
 
- page 6, table 2: there is something odd going on concerning 
induction of labour. It seems that induction only includes starting 
labour in case of an unripe cervix? This is different in the 
Netherlands at least, as induction also includes women in whom 
labour is started by means of artificial rupture of membranes 
followed by oxytocin drip. Do you refer to this as augmented labour 
in Belgium? How was labour induced in women with a favourable 
cervix? Or is this referred to as augmentation? I think this is not the 
way this is usually defined?  
 
- is ‘ term pregnancy’ really an accepted reason for induction of 
labour??? I suggest calling this ‘elective’  
 
- page 8, line31: I should think that organ failure as a reason for 
hysterectomy refers to the situation that other vital organs fail, i.e. 
shock because of (Multi) organ failure. The explanation the authors 
give sounds rather odd to me.  
 
- page 9, line 4: what is the definition of asphyxia?  
 
- page 9, line 4: right wording should be: ‘seventy-four neonates 
survived, of whom 28 suffered from asphyxia.  
 
- page 10, line 34: I suggest adding ‘collaborative’ after INOSS.  
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- page 11, line 35: ‘An unfavourable cervix…’ : this might have to do 
with your definition of induction of labour?  
 
- page 11, line 21: 20% is not a threshold, it may be a landmark. 
Please consider adding the reference of the recent WHO report 
stating that there is no evidence of benefit of a CS rate of higher 
than 15%.  
 
- page 11, line 38: please add the findings of your own study here.  
 
- page 18: figure: how did you know about the 3 asymptomatic 
dehiscences without obtaining the data collection forms? Shouldn't 
thes 3 cases be excluded further down the line together with the 
other 3 cases excluded because definition was not met?  
 
- page 22, figure: refrain from using the term ‘ infant’, this concerns 
neonates.  
 
- there are quite a few figures. Some of them could be easily 
replaced by one or two sentences in the results section, and then 
maybe added as supplemental material?  
 
- do you have any data on time between diagnosis and delivery?  

 

REVIEWER Iqbal Al-Zirqi  
Oslo University Hospital, oslo, Norway, Division of Mother and Child  

REVIEW RETURNED 14-Dec-2015 

 

GENERAL COMMENTS 1. It is a limted study shoeing mainly the characteristics of uterine 
ruptures in Belgium in 2 years. It is describing mainly 90 ruptures, 
using the background population from the registry to find out the 
prevalence and relative risk.  
The authors show how this would be limited as the complication is 
very rare and the numbers are not adequate to withdraw a 
conclusion.  
1. The way it is written is very confusing, and I needed to read it 
twice and slowly, but still it is not clear.  
3. The author say they included only complete ruptures based on 
definitions by UKOSS and LEMON, but in table 4, it is written how 
many complete ruptures were detected in different groups, and the 
total were 75 complete ruptures. Does this mean the remaining were 
partial ruptures?? I would like to know what were the nature of these 
partial ones, and why they were included in the prevalence.  
4. Defining severe asphyxia is OK but I dont think including Apgar 
scoreof less or equal to 5 at 5 min is appropriate, as it is not specific 
for hypoxia, rather it is severe outcome.  
5. Table 1. showed the relative risk for certain risk factors in uterine 
rupture. These were mainly previous cesarean and trial of labour 
after cesarean. These are not new findings as they are known and 
known facts. I miss finding the relative risk of induction and 
augumentaion of labour. These two are most important ones to 
assess. The author at the same time conclude that there was a high 
pecentage of induction and agumentation in cases of ruptures. I dont 
think this is scientific according to the analysis done. I would think 
that there is a rate of induction and augentation of labour in their 
background population in their registry.  
6. Table 2 should be dropped as it is not adding any benefecial 
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information to the reader. It is just confusing and distracting. It could 
be replaced by just one sentence that the cervix was unripe in the 
majority of ruptures going into induction. I would anyhow expect that 
most of those who have induction generally, would have unripe 
cervix. In addition, the author should specify when doing the relative 
risk of augumentation of labour whether those who aere 
augumented were preceded by induction or not.  
7. I think the best part is describing the locations of ruptures and the 
outcome for mother and child after ruptures in intact and scarred 
uteri. However it would be better if the author put myomectomy, 
salpingectomy and resection of septum under scarred uteri, and not 
intact uteri. The question of perforation is very important, and needs 
future popualtion study to see such effect if it is real. It might be even 
just disrupting the uterine wall by curettage without necessarily 
having perforation, which caused the weakness in uterine wall.  
8. The author may consider writing that time interval from diagnosis 
of rupture to the time of delivery and relate this to the severity of the 
outcome, especially that the outcome was worse after vaginal 
delivery.  
9. Having an intact uterus ruptured is the worst for infant outcome, 
while having another surgery other than previous CS in intact uterus 
was the worst for maternal outcome, and this should be specified.  
The discussion is written in a confused way too. Maybe it s best just 
to describe the difference in outcomes between the different types of 
ruptures.  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: Marian Knight  

Institution and Country: National Perinatal Epidemiology Unit, University of Oxford, UK  

Please state any competing interests or state ‘None declared’: I am the Chief Investigator for UKOSS, 

the methodology of which was adapted for this study, and former chair of the International Network of 

Obstetric Survey Systems (INOSS), of which the Belgian Obstetric Surveillance System (B.OSS) is a 

member. I have had no involvement in the design, conduct or analysis of the study described here.  

 

Please leave your comments for the authors below  

 

This is a well written and comprehensive study of a nationwide cohort of women with uterine rupture 

in Belgium. I have only minor suggested changes/clarifications:  

√1. The manuscript is very lengthy which makes it difficult for the reader to glean the key facts easily. 

Can the authors consider whether all the results presented are essential to the main messages and 

perhaps shorten?  

We agree. The manuscript has been shortened by some 400 words. Two tables and 3 figures have 

been removed.  

√2. I would prefer it if the manuscript referred to 'women' rather than 'patients', to reflect that childbirth 

is a normal physiological process.  

‘Patients’ have been replaced by ‘women’ throughout the manuscript.  

√3. Page 5, line 40. 'Locus minoris resistentiae' is not a commonly used term in my experience. Can 

the authors use an alternative English term?  

'Locus minoris resistentiae' has been replaced by ‘ a weakness in the uterine wall’  

√4. I am not sure that the detail of table 2 and the following paragraph concerning Bishop score is 

necessary. Can the authors remove this table and shorten the following section to summarise the key 

point concerning the Bishop score as per the abstract?  

Table 2 has been removed.  
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√5. Page 8, lines 25 onwards. Can the authors make it clear what the comparison groups are for the 

relative risks they present?  

Relative risks are compared to women who underwent a primary repair.  

This has been removed from the manuscript (in answer to comment 1)  

 

√6. I could not understand table 4. Does this present data on a composite poor outcome measure? 

Can the authors revise to make it clearer?  

We agree.  

We have revised table 4 :  

- The title more descriptive: Risk of severe outcome of mother and neonate according to surgical risk 

factors: previous CS and/or previous other uterine surgery.  

- We subdivided in between previous CS versus no previous CS.  

- We have used a different symbol for significant results in each outcome.  

We have removed the table from the main manuscript and will add the table as supplementary 

material, because numbers are too small to permit firm conclusions.  

 

√7. Some of the paragraphs in the discussion are very long and hard to follow, and in some places 

the English phrasing needs a little correction. In particular I found the paragraph on TOLAC difficult to 

follow. I am not clear what the TOLAC figures given refer to. Are these the proportions of women with 

a uterine rupture who were undergoing TOLAC? Or are they the population rates for all women with a 

prior CS in their next pregnancy which would be more appropriate? The estimated TOLAC rate in the 

UKOSS study was 56%, when estimated as the proportion of women with a previous CS planning 

vaginal delivery in their next pregnancy.  

We agree.  

We have shortened the discussion by leaving out numbers and details of cases.  

We have clarified the TOLAC numbers: these are numbers of TOLAC from the background 

populations. We have removed numbers of TOLAC in B.OSS, LEMMoN and UKOSS.  

________________________________________  

 

 

Reviewer: 2  

Reviewer Name: J.J. Zwart  

Institution and Country: Deventer Ziekenhuis Dept of Obstetrics & Gynaecology, The Netherlands  

Please state any competing interests or state ‘None declared’: I am a member of the INOSS group 

(international network of obstetric surveillance systems)  

 

Please leave your comments for the authors below  

 

This is a very interesting paper on a very contemporary issue. The study is prospective and 

nationwide, the inclusion criteria are clear.  

The study is carried out properly and complete and the outcomes are very thoroughly compared to 

the already existing literature.  

 

There are some major and minor concerns:  

√- page 3, line 35 : please specify the high rate of induction of labour.  

The high rate of induction of labour was specified in the ‘Background’, namely 26.5% in 2013.  

 

√- Apgar score <=5 at 5 minutes is a quite unusual definition of neonatal asphyxia, as far as I know 

<=7 is widely accepted. Please change or make a statement on the consequences of this difference 

in definition  

We agree.  
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Our aim was to distinguish the cases of ‘severe neonatal outcome’.  

We are aware that Apgar score alone is inappropriate to establish the diagnosis of asphyxia, but we 

were limited by the number of missing values for data of Umbilical Cord arterial pH. Therefore we had 

chosen to include Apgar score <5 (not <=) at 5 minutes, based on reference 17.  

This was incorrect.  

 

We have redone the analysis using Apgar <7.  

This reveals 7 more cases with Apgar < 7 but not <5.  

This reveals 1 more case of Asphyxia, when using the ‘combined’ definition  

(Neonatal asphyxia defined as Apgar score <7 at 5 minutes and/or umbilical artery PH ≤7.0 and/or 

need for resuscitation including endotracheal ventilation and/or neurologic manifestations (seizures) 

and/or whole body hypothermia treatment initiated after birth[17].  

 

We have changed the definition and the numbers in the manuscript accordingly.  

Hereby we also comply with the 4th comment of Reviewer 3.  

 

 

√- page 4, table 1: the p-values of Parity >=3 and Birthweight >=4000g should be in black  

 

√- page 6, line 10: replace ‘has been’ by ‘was’.  

this has been corrected in the revised manuscript  

√- page 6, table 2: I suggest leaving the cases below 24 weeks out of this analysis, pathofysiology is 

very different in this Group.  

We agree.  

We have excluded cases below 24 weeks from the analysis.  

Table 2 has been removed completely.  

 

√- page 6, table 2: there is something odd going on concerning induction of labour. It seems that 

induction only includes starting labour in case of an unripe cervix? This is different in the Netherlands 

at least, as induction also includes women in whom labour is started by means of artificial rupture of 

membranes followed by oxytocin drip. Do you refer to this as augmented labour in Belgium? How was 

labour induced in women with a favourable cervix? Or is this referred to as augmentation? I think this 

is not the way this is usually defined?  

Table 2 has been removed.  

The definition in Belgium is not different: AROM followed by oxytocin drip is also considered as 

induction of labour. However, there were no such cases in this study.  

15 cases underwent AROM in this study:  

- 1 in spontaneous labour who did not received oxytocin (in spontaneous labour group)  

- 4 who were admitted in spontaneous/latent labour, had AROM followed by oxytocin to ‘augment’ 

labour (have been included in the ‘augmentation group’ as there was no intention to ‘induce’ labour in 

these cases)  

Bishop score at ‘admission’ was 10 in 1 patient, 2 in 2 patients, unknown in 1 patient.  

- 10 who were admitted for induction of labour, first received  

PG (n=4)  

Oxytocin(n=2)  

Balloon(n=2)  

PG+Oxytocin(n=2)  

to induce/pre-induce, followed by AROM. Five of them started on Oxytocin and 2 continued Oxytocin 

after AROM.  

 

√- is ‘ term pregnancy’ really an accepted reason for induction of labour??? I suggest calling this 

‘elective’  
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We agree.  

Term pregnancy is not an accepted reason for induction. We have changed this to : induction in the 

absence of a medical indication.  

 

√- page 8, line31: I should think that organ failure as a reason for hysterectomy refers to the situation 

that other vital organs fail, i.e. shock because of (Multi) organ failure. The explanation the authors give 

sounds rather odd to me.  

We agree.  

Organ failure was one of the options given in the questionnaire in response to the question ‘reason for 

intervention’. This has been opted by four participants even though there were no ‘signs of shock’, no 

massive blood loss or no admission to the ICU department, with a detailed description of the damage 

of the rupture. We have concluded that ‘organ failure’ has been misinterpreted in these 4 cases.  

 

The formulation in the manuscript has been simplified:  

The reported reason to perform the hysterectomy was massive haemorrhage in 4 cases, while the 

other 4 cases underwent hysterectomy because of the major anatomical damage to the uterus.  

 

√- page 9, line 4: what is the definition of asphyxia?  

Cfr. supra.  

 

√- page 9, line 4: right wording should be: ‘seventy-four neonates survived, of whom 28 suffered from 

asphyxia.  

this has been corrected in the revised manuscript  

√- page 10, line 34: I suggest adding ‘collaborative’ after INOSS.  

this has been added in the revised manuscript  

√- page 11, line 35: ‘An unfavourable cervix…’ : this might have to do with your definition of induction 

of labour?  

Cfr supra.  

 

√- page 11, line 21: 20% is not a threshold, it may be a landmark. Please consider adding the 

reference of the recent WHO report stating that there is no evidence of benefit of a CS rate of higher 

than 15%.  

Many thanks for your suggestion. This has been modified accordingly.  

 

√- page 11, line 38: please add the findings of your own study here.  

In our study TOLAC was successful in only 23.5% of the cases that had been induced. (4/17 cases)  

We have left this paragraph out of the manuscript.  

 

√- page 18: figure: how did you know about the 3 asymptomatic dehiscences without obtaining the 

data collection forms? Shouldn't thes 3 cases be excluded further down the line together with the 

other 3 cases excluded because definition was not met?  

These 3 cases have been excluded based on information of the reporting clinician to the study team 

by phone or email. They have been instructed that they did not had to fill in a data collection form as 

the cases were excluded.  

 

√- page 22, figure: refrain from using the term ‘ infant’, this concerns neonates.  

We have replaced ‘infant’ by ‘neonate’ in this figure and throughout the manuscript.  

 

√- there are quite a few figures. Some of them could be easily replaced by one or two sentences in 

the results section, and then maybe added as supplemental material?  

Table 2 and 4 have been removed and added as supplementary material.  
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√- do you have any data on time between diagnosis and delivery?  

We have data on time between suspicion of and diagnosis of uterine rupture and delivery.  

In cases of caesarean delivery the median time between suspicion of uterine rupture and caesarean 

delivery was 28.5 minutes (range 4 – 150 minutes). This has been added to the manuscript. 

________________________________________  

 

 

Reviewer: 3  

Reviewer Name: Iqbal Al-Zirqi  

Institution and Country: Oslo University Hospital, Oslo, Norway  

Please state any competing interests or state ‘None declared’: None  

 

Please leave your comments for the authors below  

 

1. It is a limted study shoeing mainly the characteristics of uterine ruptures in Belgium in 2 years. It is 

describing mainly 90 ruptures, using the background population from the registry to find out the 

prevalence and relative risk.  

The authors show how this would be limited as the complication is very rare and the numbers are not 

adequate to withdraw a conclusion.  

√1. The way it is written is very confusing, and I needed to read it twice and slowly, but still it is not 

clear.  

We have tried to simplify the manuscript: it has been shortened by some 400 words, two tables and 3 

figures have been removed., we have clarified some definitions and shortened the discussion by 

removing paragraphs, numbers and details of cases.  

With these efforts we hope the main messages will become more apparent.  

√3. The author say they included only complete ruptures based on definitions by UKOSS and 

LEMON, but in table 4, it is written how many complete ruptures were detected in different groups, 

and the total were 75 complete ruptures. Does this mean the remaining were partial ruptures?? I 

would like to know what were the nature of these partial ones, and why they were included in the 

prevalence.  

We have stated in ‘case definition’ in ‘methods’ that we have collected all cases of uterine rupture 

corresponding to an anatomical definition (delineated by UKOSS) or to a clinical definition (delineated 

by the LEMMoN study in the Netherlands). The LEMMoN study did not use an anatomical definition, 

and cannot distinguish between compete or incomplete rupture.  

 

We have requested anatomical details in the data collection forms, enabling the differentiation in 

between complete and incomplete ruptures.  

Incomplete ruptures in our study were cases where an emergency caesarean section has been done 

because of clinical symptoms, at which the presumed diagnosis of uterine rupture has been 

confirmed, with a rupture of the myometrium but with intact serosa.  

We agree.  

We have recalculated the estimated prevalence of complete ruptures in Belgium.  

 

√4. Defining severe asphyxia is OK but I dont think including Apgar scoreof less or equal to 5 at 5 min 

is appropriate, as it is not specific for hypoxia, rather it is severe outcome.  

We agree.  

Our aim was to distinguish the cases of ‘severe neonatal outcome’.  

We are aware that Apgar score alone is inappropriate to establish the diagnosis of asphyxia, but we 

were limited by the number of missing values for data of Umbilical Cord arterial pH. Therefore we had 

chosen to include Apgar score <5 (not <=) at 5 minutes, based on reference 17.  

This was incorrect.  
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We have redone the analysis using Apgar <7.  

This reveals 7 more cases with Apgar < 7 but not <5.  

This reveals 1 more case of Asphyxia, when using the ‘combined’ definition  

(Neonatal asphyxia defined as Apgar score <7 at 5 minutes and/or umbilical artery PH ≤7.0 and/or 

need for resuscitation including endotracheal ventilation and/or neurologic manifestations (seizures) 

and/or whole body hypothermia treatment initiated after birth[17].  

 

We have changed the definition and the numbers in the manuscript accordingly.  

 

5. Table 1. showed the relative risk for certain risk factors in uterine rupture. These were mainly 

previous cesarean and trial of labour after cesarean. These are not new findings as they are known 

and known facts. I miss finding the relative risk of induction and augumentaion of labour. These two 

are most important ones to assess. The author at the same time conclude that there was a high 

pecentage of induction and agumentation in cases of ruptures. I dont think this is scientific according 

to the analysis done. I would think that there is a rate of induction and augentation of labour in their 

background population in their registry.  

Induction of labour in the background population: is 26.5% (2013).  

There are no Belgian data on augmentation of labour in the background population.  

TOLAC in the background population is 47.2% (2012-2013).  

There are no data on induction or augmentation in the TOLAC group in the background population.  

→ RR of induction of labour (1.03) has been added to table 1  

 

√6. Table 2 should be dropped as it is not adding any benefecial information to the reader. It is just 

confusing and distracting. It could be replaced by just one sentence that the cervix was unripe in the 

majority of ruptures going into induction. I would anyhow expect that most of those who have 

induction generally, would have unripe cervix. In addition, the author should specify when doing the 

relative risk of augumentation of labour whether those who aere augumented were preceded by 

induction or not.  

Table 2 has been removed.  

All cases in the ‘Augmentation of labour’ group ( n=24) were in spontaneous labour at the moment of 

admission: 20 have received oxytocin, 4 had AROM followed by oxytocin.  

5 cases in the ‘Induction of labour’ group (n=24) have received oxytocin after induction with balloon + 

AROM (n=2) or PG + AROM (n=3).  

1 case in the ‘spontaneous labour’ group (n=24) had AROM to augment.  

 

√7. I think the best part is describing the locations of ruptures and the outcome for mother and child 

after ruptures in intact and scarred uteri. However it would be better if the author put myomectomy, 

salpingectomy and resection of septum under scarred uteri, and not intact uteri. The question of 

perforation is very important, and needs future popualtion study to see such effect if it is real. It might 

be even just disrupting the uterine wall by curettage without necessarily having perforation, which 

caused the weakness in uterine wall.  

The term ‘Intact uterus’ has not been used in the manuscript.  

As demonstrated in Figure 2 and Table 4 we have subdivided firstly in two groups: with previous 

caesarean section versus without previous caesarean section. Then we have further subdivided these 

groups according to previous other uterine surgery.  

√8. The author may consider writing that time interval from diagnosis of rupture to the time of delivery 

and relate this to the severity of the outcome, especially that the outcome was worse after vaginal 

delivery.  

Cfr supra.  

We have analysed the severity of the outcome  

- in relation to the mode of delivery: neonatal outcome was better in the VD group  

- and in relation to the time interval from suspicion to delivery: this could not reveal that outcome is 
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more severe with a longer time interval.  

 

This can be explained as a ‘double-edged sword’: on the one hand a neonate with poor outcome will 

show obvious signs of distress and the decision to CS will be made more rapid, on the other hand the 

neonatal outcome will worsen with a longer time interval from decision to delivery.  

 

 

CS versus VD  

19 cases of vaginal delivery – 1 case excluded (cong anomaly)  

Asphyxia 5/18 cases (27.7%)  

 

71 cases of CS delivery – 4 case excluded (<24 weeks) – 1 case excluded (MIU)  

2 stillbirths  

Asphyxia 32 /64 cases (50%)  

 

CS: outcome according to time to delivery  

71 cases of CS delivery – 4 case excluded (<24 weeks)  

52 cases with known time interval  

1 case of MIU  

Within 20 minutes: asphyxia 11/18 (61%)  

20-30 minutes: 8 asphyxia – 1 stillbirth /14 (64%)  

30-60 minutes: 4 asphyxia /12 (33%)  

More than 60 min: 4 asphyxia /7 (57%)  

 

CS according to time to delivery – in cases of complete rupture  

71 cases of CS delivery – 4 case excluded (<24 weeks)  

52 cases with known time interval  

1 case of MIU  

Within 20 minutes: asphyxia 11/18 (61%)  

20-30minutes: 8 asphyxia – 1 stillbirth /14 (64%)  

30-60 minutes: 4 asphyxia /12 (33%)  

More than 60 min: 4 asphyxia /7 (57%)  

 

√9. Having an intact uterus ruptured is the worst for infant outcome, while having another surgery 

other than previous CS in intact uterus was the worst for maternal outcome, and this should be 

specified.  

The discussion is written in a confused way too. Maybe it s best just to describe the difference in 

outcomes between the different types of ruptures.  

Table 4 has been removed and will be added as supplementary material.  

Numbers in the different groups are very small to draw hard conclusions.  

 

74 cases of complete rupture:  

- 4 cases < 24 weeks, - 1 cases of MIU, - 1 cases of congenital anomaly  

Asphyxia 35/68 + stillbirth 2/68  

 

16 cases of incomplete rupture  

Asphyxia 2/16 
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VERSION 2 – REVIEW 

REVIEWER Marian Knight  
National Perinatal Epidemiology UNit, University of Oxford, UK. 
 
I am the Chief Investigator for UKOSS, the methodology of which 
was adapted for this study, and former chair of the International 
Network of Obstetric Survey Systems (INOSS), of which the Belgian 
Obstetric Surveillance System (B.OSS) is a member. I have had no 
involvement in the design, conduct or analysis of the study 
described here. 

REVIEW RETURNED 25-Jan-2016 

 

GENERAL COMMENTS Thank you for sending me this manuscript to re-review; I greatly 
enjoyed reading it. The authors have addressed my previous 
comments and the manuscript is considerably improved. There are a 
few edits still needed to the English e.g.:  
1. 'have been' used in multiple places where 'were' would be more 
appropriate.  
2. The use of the term 'maternities' when actually the authors are 
referring to 'maternity units'.  
3. 'Fetus' and 'fetal' should be spelled without an extra 'o'.  
 
Other minor edits:  
1. Abstract Participants section. I suggest the authors rephrase to: 
All women with uterine rupture in Belgium between January 2012 
and December 2013. Eight women were excluded because data 
collection forms were not returned.  
2. Abstract conclusion section. I suggest the first sentence is 
rephrased to: The prevalence of uterine rupture in Belgium is similar 
to that in other Western countries. This phrasing should also be 
used in the manuscript text.  
3. Article summary. I suggest the authors refer to 'the standard 
methodology of the Obstetric Surveillance Systems' rather than 'the 
effective methodology of'.  
4. p9, lines 35-37. Please can the denominator of the prevalence be 
the same as that in the abstract i.e. per 10,000 women for both 
those with and without previous caesarean delivery.  
5. P12, lines 7-9. The authors present a mean and a range for 
gestational age at birth. Do they actually report median and range, 
which would be more usual?  

 

REVIEWER J.J. Zwart  
Deventer Ziekenhuis, Dept. of Obstetrics and Gynaecology, 
Deventer, the Nehterlands  
 
Member of the International Network of Obstetric Surveilance 
Systems  

REVIEW RETURNED 28-Jan-2016 

 

GENERAL COMMENTS The comments were addressed properly by the authors, which has 
strengthened the paper.  
One minor comment: World Health Association should be World 
Health Organisation  
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REVIEWER Iqbal Al-Zirqi  
Oslo university hospital, Norway  

REVIEW RETURNED 09-Feb-2016 

 

GENERAL COMMENTS I think it s much better written this time , more concentrated than the 
earlier version. However, I think the author should say that there was 
no difference in induction rate between the cases and the rest of 
population, based on their data in table 1.   

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: Marian Knight  

Institution and Country: National Perinatal Epidemiology UNit, University of Oxford, UK.  

Competing Interests: I am the Chief Investigator for UKOSS, the methodology of which was adapted 

for this study, and former chair of the International Network of Obstetric Survey Systems (INOSS), of 

which the Belgian Obstetric Surveillance System (B.OSS) is a member. I have had no involvement in 

the design, conduct or analysis of the study described here.  

 

Please leave your comments for the authors below  

Many thanks for your detailed and valuable suggestions. They have been modified accordingly.  

 

Thank you for sending me this manuscript to re-review; I greatly enjoyed reading it. The authors have 

addressed my previous comments and the manuscript is considerably improved. There are a few 

edits still needed to the English e.g.:  

√1. 'have been' used in multiple places where 'were' would be more appropriate.  

√2. The use of the term 'maternities' when actually the authors are referring to 'maternity units'.  

√3. 'Fetus' and 'fetal' should be spelled without an extra 'o'.  

 

Other minor edits:  

√1. Abstract Participants section. I suggest the authors rephrase to: All women with uterine rupture in 

Belgium between January 2012 and December 2013. Eight women were excluded because data 

collection forms were not returned. √2. Abstract conclusion section. I suggest the first sentence is 

rephrased to: The prevalence of uterine rupture in Belgium is similar to that in other Western 

countries. √This phrasing should also be used in the manuscript text.  

√3. Article summary. I suggest the authors refer to 'the standard methodology of the Obstetric 

Surveillance Systems' rather than 'the effective methodology of'.  

√4. p9, lines 35-37. Please can the denominator of the prevalence be the same as that in the abstract 

i.e. per 10,000 women for both those with and without previous caesarean delivery.  

√5. P12, lines 7-9. The authors present a mean and a range for gestational age at birth. Do they 

actually report median and range, which would be more usual?  

 

Reviewer: 2  

Reviewer Name: J.J. Zwart  

Institution and Country: Deventer Ziekenhuis, Dept. of Obstetrics and Gynaecology, Deventer, the 

Nehterlands  

Competing Interests: member of the International Network of Obstetric Surveilance Systems  

 

Please leave your comments for the authors below  

 

The comments were addressed properly by the authors, which has strengthened the paper.  

√ One minor comment: World Health Association should be World Health Organisation Obviously. 
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Many thanks., the word has been changed in the manuscript.  

 

Reviewer: 3  

Reviewer Name: Iqbal Al-Zirqi  

Institution and Country: Oslo university hospital, Norway  

Competing Interests: No conflict of interest  

 

Please leave your comments for the authors below  

 

I think it s much better written this time , more concentrated than the earlier version. However, I think 

the author should say that there was no difference in induction rate between the cases and the rest of 

population, based on their data in table 1.  

Many thanks.  

The induction rate of cases (27.9%) is indeed similar to the induction rate of the background 

population (26.7%). However 81.3% of the cases had a previous caesarean delivery , compared to 

only 10.7% of the background population.  

We have decided not to take up this suggestion in the manuscript, because these are different 

groups. 
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