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Summary
This study aimed to determine the frequency of ruptured uterus, possible
aetiologic factors, foetomaternal out come and changes in obstetric care
proposed to reduce this catastrophy. From September 1994 to September 1999
in Dhaka Medical College Hospital 39,782 deliveries occurred. All delivery
records were reviewed and rupture uterus cases were identified. The result was
compared with studies carried out in home and abroad. During the five years
period among 39,782 deliveries 424 cases were of rupture uterus with a
frequency of 1/93 deliveries. Eighty three percent rupture occurred in intact
uterus and 17% occurred in uteri scarred by caesarian section. Common
contributing factors were -prolonged/obstructed labour, grand multiparity,
injudicious use of uterine stimulants, mismanaged labour by traditional birth
attendant, delayed referral to well equipped centre, poor communication,
poverty and ignorance.
Introduction

decrease in the incidence of ruptured uterus
cases in lastdecades.4According to available
evidenceWillium Smelliewas thefirst person
to observe a rent in uterus in vivo.5 With
improvement of medical science and health
services, the incidence of ruptured uterus has
fallen to very low level in the developed
countries, where rupture of the uterus
continues to be seen and contribute
appreciably tomaternal deaths in developing
countries.6

The aim in any obstetric unit ,should be to
reduce the mortality from obstetric causes to
nil, as there should be no wastage of maternal
lives in a physiological
process
of
reproduction. From Bangladesh it has been
reported that maternal mortality in the most
active child bearing ages can make up a third
of all the deaths of women.. Rupture of the
gravid uterus is a well recognized but very
serious complication of labour. 2It represents
a significant obstetric emergency in most
developing countries and carries a high
incidence of foetal and maternal mortalities.3
In advanced countries with a decrease

The predisposing factors of uterine rupture
include, prolonged/obstructed labour either
due to malpresentation, malposition or
cephalopelvicdisproportion,whichisthought
to be the commonest factor in spontaneous
rupture, previous uterine scar, forceps

incidence of multiparity and increase rate of
caesarian section, there has been a dramatic
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delivery, version, excessive fundal pressure,
shoulder dystocia and use of oxytocics to
induce or augment labour. Other factors are
age and parity of the patient. With increasing
age and parity, there is weakening of the
muscle fibres and scarring which lead to
weakened uterine wall. Obstructed labour as
a result of disproportion or malpresentation
accounts for a good proportion of cases of
uterine rupture in the developing countries.
At the same time, because of the increasing
rates of caesarian sections, coupled with
poor follow up and management in
subsequent pregnancies and deliveries,
rupture of a scarred uterus is showing a
rising trend also.?

is hardly to be expected ,either of the mother
or child'. In 1960, almost 80 years later,
Meredith, in his contribution to obstetrical
emergencies, wrote 'Rupture of the uterus is
a serious & often tragic obstetrical emergency
posing a grave threat to both mother and
child' .11 In Bangladesh maternal mortality
due to obstructed labour still is about 8%.12
These statements of different centuries are
similar in content and truth. How much

Rupture of a pregnant uterus is associated
with a high maternal and foetal mortality
rate. Although prevention is the most
important method to reduce morbidity and
mortality, early and adequate treatment may
be life saving inuterine rupture.8Mostdeaths
occurred early, due to shock or sepsis.
Prolonged hospital stay followed by wound
infection and the development of Vesicovaginal fistula is also common. Foetal
mortality is more strongly associated with
maternal shock. Mortality correlated with
surgery performed, completeness of rupture,
and diagnosis of rupture before rather than
after delivery.9The mortality has decreased
remarkably with the wide use of antibiotics,
intravenous fluids and blood and the wider

Materials and methods
This retrospective cross sectional study was
carried out in Obstetrics and Gynaecology
Department of Dhaka Medical College
Hospital which isthe largesttertiary hospital,
and teaching institute of Bangladesh.

progress have we made over the centuries?
This study aimed todetermine the- frequency
of ruptured uterus, possible etiologic factors,.
foetomaternal outcome and changes in
obstetric care proposed to reduce this
catastrophy.

The records of delivery that occurred from
September, 1994 to Septemberl999 were
reviewed. During this five years period
39,782 deliveries occurred. From these
delivery records ruptured uterus cases were
searched for and 424 ruptured uterus cases
were identified. Incompletely filled records
were excluded from the study. Age
distribution of ruptured uterus cases, parity,
causes of rupture uterus, causes of maternal
mortality in relation to ruptured uterus were
analysed. The result was compared with
studies carried out in home and abroad.
Statistical analysis was done by X2 (chi
square) test.

a vai labi Iity of surgery. 10

In the year 1881, Ammes wrote in the
American journal of obstetrics, 'Rupture of
the uterus is one of the most dangerous

Results
Among 39,782 patient delivered in 5 years
period 424 cases were diagnosed as ruptured

accidents to which the females in the puerperal

state is liable and one from which recovery
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uterus. Documents of all the rupture uterus
cases were thoroughly reviewed. The
frequency of ruptured uterus was 1/93
deliveries. In most of the cases the women
werenon educatedorpoorlyeducated,mostly
coming from distant viHages.Only 17(4%)
had attended antenatal clinics and others
have

with paralytic ileus, 2(6.3%) due to cardiac
arrest and 1(3.1%)dueto cerebral embolism.
In 420(99.0%) cases there were no foetal
heart tones when admitted in this hospital.
Four (1%) foetuses delivered alive but
(0.50%) died in the early postnatal hours.
Two (0.50%) babies were alive and
discharged from the hospital with their
mothers. In patients whose babies were alive
all were previous scar rupture cases.

no antenatal check up. The delay

between the beginning of labour and
admission to the hospital ranged from 11 to
72 hours due to negligence, ignorance, lack
of transport facilities, poor communication
and poverty. All patient described a long
period of contraction before commencement
of vaginal bleeding and diffuse abdominal
pain. Resuscitation done immediately after
admissionfrom emergency.Laparotomywas
performed for all cases within 45 minutes to
2 hoursafter admission to the hospital. Delay
was mainly due to arrangement for blood
transfusion and scarcity of operation theatre
facility.

Table-I: Distribution with Respect to Age in
Patients with Ruptured
----Uterus
Age (years) ----<25
25-30
30-35
35-40
>40
- --

Parity

o
I
2
3
4
5
>5 ---

~~~,~

-

13
68
245
85
13

(%)

-~~--~~
3
16
58
20
3-

-

n(424)
8
42
56
40
36
44
-- 198

(%)
1.5
10.0
12.5
9.8
9.2
11.0
47.0

Table-III: Causes of Rupture Uterus
Causes
- ---Cephalopelvic disproportion
Injudicious use of oxytocics
Mal presentation
previous LUCS
Previous operation on uterus
(M.R, DE& C, Myomectomy)

Although 424 cases have been operated for
ruptured uterus 32 cases died giving a
matemalmortaliryrateof75~<JlJ)~

n(424)

Table II: Distribution with Respect to Parity in
Patients with Ruptured Uterus
----

Most of the patients were of 30-35 years age
range (58%). The age distribution of the
cases is shown in table-I. Almost all of our
cases were multiparous, only 8(1.5%) cases
of uterine ruptures were primigravid (tableII). Parities were more than 5 in 198(47%)
cases. In 203(48%) cases of ruptured uterus
were due to cephalopelvic disproportion.
Malpresentation was the cause in 81(19%),
previous caesarian section 71(17% )and
previous operation on uterus in6( 1%)(tableIII).
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n(424) (%)
203
48
54
13
81
19
71
17
6
1
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Causes of Maternal Mortality
Associated with Ruptured Uterus

Causes

No. of Cases
15
Haemorrhage
14
Septicaemia
Cardiac Arrest
2
Cerebral Embolism
1
Total

and Eastman 17, Ferguson Ried1s (Boston
Lying-In Hospital, Boston, 1955), Halel9
(Kapiolaui Maternity and Gynaecological
Hospital, 1966) the incidence were 1/1000,
1/1204, 1/6107 respectively.

(%)
46.87
43.75
6.25
3.12

Rupture in intact uterus was most common in
this study and was about in 83%. In developed
countries scar rupture contribute$ a large
group but in this study only 17% rupture
occurred in previously scarred uterus.
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Perinatal mortality rate was 99.05%. In cases
of rupture of intact uterus all foetuses were
still born . In scar rupture 4 foetuses were
alive, among these 2 were highlyasphyxiated
and expired few minutes after birth and 2
remains alive during discharge.

Studies done by Naharl4, Aktarl5 and Sabur16
found rupture of intact uterus about 86%,
90%, 92% and scarred uterus about 14%,
10%,8% respectively. Whereas studies done
abroad we find from Ferguson, Ried-Short,20
Krishna3 that were 29%, 39%, 39%
respectively and rupture of scarred uterus
was 71 %,61 %,79%,64% respectively.

Table-V: Foetal Outcome

Live born
Still born
X2=16.47

No.of Infants
Previously scarred Intact total
uterus
uterus
__W'
4
o
4
68
35
420
df- 1
p<.OO1

Due to immediate diagnosis, improved
surgical management and wider availability
of higher antibiotics maternal mortality
becomes decreased in developed countries
but stillremainshighindevelopingcountries.
Foetalmortalitywas remarkableinallstudies.

Discussion
The incidence of rupture uterus is a reflection
of level of health care delivery services
available in the community as well as the
utilization of these facilities.13 During the 5
years period (1994-1999) in Dhaka Medical
College Hospital 39,782 deliveries occurred
with the incidence of rupture uterus in the
present study was 1/93 deliveries.
Frequency of ruptured uterus cases in different
studies done in Bangladesh was nearly similar
though these studies done in different
institution at different time. Nahar. S14,
Aktarl5, Saburl6, found the frequency of
about 1/60, 1/96 and 1/127 respectively.
Whereas studies done in developed countries
the picture is different. Studies done by Delfs
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Inpresentstudymaternalmortalitywas 7.54%
and foetal mortality 99.05%. Other studies
done in home supports the present study.
Nahar. S found maternal mortality 31% and
foetal mortality 94%, in Aktar's study 24%
and 91% and in Sabur's study maternal
mortality was 38%. Studies done abroad by
Klungsoyr-p21in Sweden shown maternal
mortality 0% and foetal mortality 42%.
In present study, common age group was 3034 year. Other studies showing the common
age range about 30-39 years, 30-39 years and
25-30 years according to Nahar S, S. Kefkas
and Sabur A respectiively.
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In present study common parity was more
than 5. Other studies done in different parts
of the world was same i e >5 (Kefkas). So
,regarding parity, grand multiparity is
vulnerable for ruptured uterus.

9.

Frequency of rupture uterus is still very high
in Bangladesh.To reduce the current trend
we must begin a more purposeful and goal
oriented health education campaign
Emergency obstetric care should made
availableatremoteareas.Allpregnantwomen
must get good antenatal and delivery care.
Government must increase funding of safe
health care for maternity services.
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