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Abstract

Uterine rupture is rare but life-threatening, especially in Nigeria, where high parity, unbooked cases,
and obstructed labour play major roles. This study evaluated patterns, risk factors, and maternal—fetal
outcomes of uterine rupture over 12 years at Delta State University Teaching Hospital (DELSUTH),
Oghara, Nigeria, through a retrospective review of 18 patients with complete records managed between
January 1, 2014 and December 31, 2025 in the obstetric unit. We analyzed baseline characteristics, risk
factors, intraoperative findings, management, and maternal-fetal outcomes. Associations with
advanced maternal age (235 years) were assessed using Chi-square or Fisher's exact test; p < 0.05 was
significant. During the study period, a total of 2,087 deliveries were recorded, among which 20 cases of
uterine rupture were identified, giving an incidence of 0.96 % (20/2,087 deliveries). Eighteen complete
records were analyzed. Mean maternal age was 36.4 + 5.1 years; mean gestational age, 37.9 + 2.1 weeks.
Most women were grand multiparous (50%), married (88.9%), and rural residents (83.3%). Over half
were unbooked (55.6%), and 44.4% had a prior caesarean section. Prolonged (72.2%) and obstructed
labour (66.7%) were leading risks. The lower uterine segment was the commonest rupture site (55.6%).
Management included uterine repair with or without tubal ligation and hysterectomy; all patients
received blood transfusions. Maternal complications included anaemia, infection, and sepsis, with one
death. Fetal outcomes were poor (77.8% mortality). Advanced maternal age significantly associated
with grand multiparity, rural residence, primary education, and married status (p < 0.05). In our
setting, uterine rupture mainly affects older, multiparous, unbooked rural women. Leading causes
include prolonged labour, obstructed labour, grand multiparity, and prior caesarean section. Maternal
morbidity is high, and fetal mortality remains unacceptable. Better antenatal care, early complication
detection, and timely surgery are essential to reduce the burden of uterine rupture in Delta State.
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INTRODUCTION

Uterine rupture continues to be a major cause of adverse maternal and perinatal outcomes
worldwide, particularly in developing countries where there is inadequate and limited access
to standard obstetric care (Kumara et al., 2024; Allagoa et al., 2021; Odusolu et al., 2022). Despite
global improvements in obstetric care, this life-threatening emergency continues to pose
substantial public health concern. Its sudden onset, often unpredictable course, and the
considerable risk it poses to both mother and fetus continue to make its management
particularly challenging (Adoluju et al., 2020).

The incidence of uterine rupture varies between developed and developing countries, and can
even differ within the same country. In high-income nations, for example, Zhan et al. (2021)
reported an incidence of 0.18% in China, while Vilchez et al. (2017) in a large population-based
study in the United States, found a rate of 0.24%, with most cases occurring among women
attempting vaginal birth after caesarean section (VBAC). In contrast, the incidence is higher
in low-resource settings, estimated at between 0.5% and 1.0%, largely due to poor antenatal
care, obstructed labour, and limited access to timely surgical interventions (Xie et al., 2024). In
Nigeria, studies have reported incidence rates ranging from 0.36% to 1.3% of all deliveries
(Allagoa et al., 2021; Odusolu et al., 2022; Aduloju et al., 2020; Awoyesuku et al., 2021; Adegbola
and Odeseye (2018); Lawal et al., 2023; Mohammed ef al., 2023).

Defined as a complete separation of the uterine wall including the serosa (Sunil et al., 2022;
Kumara et al., 2024; Allagoa et al., 2021), uterine rupture frequently results in significant
haemorrhage and compromises both maternal and fetal well-being. The clinical
manifestations can range from abdominal pain and vaginal bleeding to sudden collapse with
fetal expulsion into the peritoneal cavity (Allagoa et al., 2021; Odusolu et al., 2022). Risk factors
for uterine rupture are multifactorial and include previous uterine surgery, high parity,
prolonged and obstructed labour, malpresentation of the fetus, inappropriate use of
uterotonics, and lack of skilled birth attendance (Ahmed et al., 2018; Feleke et al., 2023;
Mengesha et al., 2020; Eshete et al., 2020; Alemu et al., 2022). Advanced maternal age has also
been associated with increased susceptibility (Hochler et al., 2020). The consequences of
uterine rupture are severe: maternal complications include haemorrhagic shock, anaemia,
sepsis, renal impairment, and, in extreme cases, death, while fetal outcomes are
predominantly characterized by high rates of intrauterine death, birth asphyxia, and
admission to neonatal intensive care units (NICU) (Allagoa et al., 2021; Odusolu et al., 2022;
Lawal et al., 2023; Mohammed et al., 2023).

In Nigeria, uterine rupture remains a critical contributor to maternal and perinatal mortality
despite ongoing efforts to improve obstetric care. Rural residence, low educational
attainment, unbooked pregnancies, and high parity are consistently identified as key
determinants in several regional studies (Allagoa et al., 2021; Odusolu et al., 2022; Aduloju et
al., 2020; Awoyesuku et al., 2021; Adegbola and Odeseye (2018); Lawal et al., 2023; Mohammed
et al., 2023). Moreover, prior caesarean delivery, although a known risk factor in developed
countries, shows varying influence in resource-limited settings where obstructed labour
remains the predominant cause (Kumara et al., 2024; Allagoa et al., 2021; Odusolu et al., 2022).
These patterns underscore the urgent need for region-specific data to guide preventive
strategies, optimize obstetric interventions, and improve maternal-fetal outcomes.

Although studies from Northwestern Nigeria and other sub-Saharan African countries such

as Ethiopia have identified important determinants and outcomes of uterine rupture
(Mohammed et al., 2023; Mengesha et al., 2020), the socioeconomic and healthcare realities in
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South-South Nigeria may differ considerably. Variations in healthcare-seeking behaviour,
riverine terrain, referral delays, maternal educational status, cultural childbirth practices, and
access to emergency obstetric care may influence both the pattern and outcomes of uterine
rupture in this region (Awoyesuku and MacPepple, 2019). These contextual differences
suggest that findings from other regions may not be entirely applicable to the South-South
Nigerian setting and underscore the need for region-specific evidence.

Despite the considerable impact of uterine rupture on the health of women and their fetuses,
there remains a paucity of comprehensive, long-term data evaluating its epidemiology,
predisposing factors, and maternal-fetal outcomes in the South-South geopolitical zone of
Nigeria. Most existing reports are limited by short study periods or focus on isolated clinical
aspects, thereby constraining the generalizability of their findings. A retrospective review
spanning more than a decade can provide critical insights into trends, risk profiles, and
management outcomes, forming the basis for targeted interventions and policy
recommendations.

This study, therefore, aimed to fill this knowledge gap by providing a 12-year retrospective
analysis of uterine rupture at Delta State University Teaching Hospital (DELSUTH), Oghara,
Delta State. Specifically, it seeks to describe the socio-demographic and obstetric
characteristics of affected women, identify predisposing factors, document intraoperative
management and maternal-fetal outcomes, and examine associations with advanced maternal
age and other clinically relevant variables. Understanding these patterns is crucial for
informing clinical practice, guiding antenatal counseling, and shaping health system
strategies to reduce preventable maternal and perinatal deaths.

MATERIALS AND METHODS

Study Design and Setting

We conducted a twelve-year retrospective descriptive study at DELSUTH, which serves as a
referral center in South-South Nigeria. The hospital provides comprehensive obstetric
services, serving both urban and rural populations in Delta State and surrounding
communities.

Definitions and Classification

Uterine rupture was defined as a full-thickness separation of the uterine wall with or without
fetal expulsion into the peritoneal cavity (Kumara et al., 2024). Grand multiparity was defined
as parity of five or more (Ajong et al., 2019). Booking status referred to whether a woman had
received regular antenatal care prior to delivery (Okoacha et al., 2026). Advanced maternal
age was categorized as 35 years or older (Bawa ef al., 2021).

Study population

The study population comprised all women managed for uterine rupture at DELSUTH
between January 1, 2014 and December 31, 2025. During the study period, a total of 2,087
deliveries were recorded, among which 20 cases of uterine rupture were identified. Medical
records were considered complete if they contained adequate information on patients” socio-
demographic characteristics, obstetric history, clinical presentation, intraoperative findings,
management, and maternal and fetal outcomes. Of the 20 identified cases, complete and
retrievable records were available for 18 patients, giving a retrieval rate of 90%, and these
constituted the study population for analysis.
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Inclusion and Exclusion Criteria

All women with a confirmed diagnosis of uterine rupture, either diagnosed clinically or
intraoperatively, and with complete medical records documenting socio-demographic,
obstetric, intraoperative, and outcome data were included. Cases with incomplete or missing
records were excluded from the study.

Data Collection

Data collection commenced in January 2026 following the completion of the study period.
Relevant information was extracted from patients” medical records using a structured data
collection form. Variables collected included socio-demographic characteristics (age, marital
status, educational level, occupation, and place of residence), obstetric history (parity, booking
status, gestational age at rupture), predisposing factors (previous caesarean section, prior
gynecologic surgery, prolonged or obstructed labour, grand multiparity, oxytocin use, fetal
malpresentation, and attempted VBAC), intraoperative findings (site of rupture, estimated
blood loss, surgical procedure, use of blood transfusion, uterotonics, and antibiotics), and
maternal and fetal outcomes (postoperative complications, maternal mortality, neonatal
outcomes, and duration of hospital stay).

Data were extracted using a standardized proforma to ensure uniformity. Seven authors
collaborated, each with defined roles for timely record retrieval and abstraction. Extracted
data were independently verified by another team member, and discrepancies resolved by
reviewing original files. The dataset was cleaned, coded, validated, and locked before
statistical analysis. Only complete records up to December 31, 2025, were included in the final
analysis.

Data Management and Analysis

Data were entered and analyzed using Statistical Package for Social Sciences (SPSS) version
25. Descriptive statistics were used to summarize the socio-demographic and clinical
characteristics of the participants. Continuous variables were expressed as means + standard
deviation (SD), while categorical variables were presented as frequencies and percentages.
Associations between advanced maternal age and selected clinical variables were assessed
using the Chi-square or Fisher’s exact test as appropriate, with statistical significance set at p
<0.05.

Ethical Considerations
Ethical approval for the study was obtained from the Health Research Ethics Committee of
DELSUTH, Oghara, Patient confidentiality was maintained by anonymizing data.

RESULTS

The incidence of uterine rupture during the study period was 0.96% (20 out of 2,087
deliveries). A total of 18 cases of uterine rupture with complete records were analyzed.

A total of 20 cases of uterine rupture were recorded at DELSUTH between 2014 and 2025

(Figure 1).
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Figure 1: Trend in the number of uterine rupture cases at DELSUTH, 2014-2025.

The annual distribution showed a fluctuating pattern over the study period. There were 2
cases in 2014, followed by 1 case each in 2015, 2016, and 2017. The number increased to 3 cases
in 2018, then declined to 1 case annually in 2019 and 2020. A peak was observed in 2021 with
4 cases, followed by 3 cases in 2022. Thereafter, a progressive decline occurred with 2 cases in
2023, 1 case in 2024, and no case recorded in 2025

The Socio-demographic and Obstetric Characteristics of our study participants (N = 18) are

presented in Table 1.
Variable Category Frequency (n) Percentage (%)
Age (years) 20-29 2 111
30-39 12 66.7
240 4 222
Marital status Married 16 88.9
Single/Cohabiting 2 111
Residence Urban 3 16.7
Rural 15 83.3
Education Primary 10 55.6
Secondary 6 33.3
Tertiary 2 111
Occupation Trader 11 61.1
Businesswoman 4 222
Tailor 3 16.7
Parity Primiparous 2 11.1
Multiparous 7 38.9
Grand multiparous 9 50.0
Booking status at referral centre Booked 8 444
Unbooked 10 55.6
Gestational age at rupture (weeks) Early term (37-38) 11 61.1
Full term (39-40) 5 27.8
Late term (41) 2 11.1

Mean age = 36.4 £+ 5.1 years (range 28-45 years); mean gestational age at rupture = 37.9 + 2.1 weeks (range 33-41
weeks).

I. Okoacha et al, DUJOPAS 12 (2c): 372-383, 2026 376



Determinants of Uterine Rupture in South-South Nigeria: A 12-Year Analysis of Clinical Patterns and the Impact

of Advanced Maternal Age

The mean maternal age was 36.4 + 5.1 years, with most women aged 30-39 years (66.7%). The
majority were married (88.9%), rural residents (83.3%), and had primary education (55.6%),
with trading as the commonest occupation. Grand multiparity predominated (50%). Over half
were unbooked (55.6%). The mean gestational age at rupture was 37.9 + 2.1 weeks, mostly at
early term (61.1%).

The obstetric risk factors and clinical characteristics associated with uterine rupture (N = 18)
are shown in Table 2.

Variable Category Frequency (n) Percentage (%)
Previous obstetric/gynaecologic surgery  Yes 10 55.6

No 8 444
Previous caesarean section Yes 8 444

No 10 55.6
Number of previous caesarean sections* 1 5 62.5

2 3 375
Previous gynaecologic surgery Yes 4 222

No 14 77.8
Prolonged labour Yes 13 722
Obstructed labour Yes 12 66.7
Grand multiparity Yes 11 61.1
Oxytocin use Yes 7 38.9
Fetal malpresentation Yes 7 38.9
Rupture during VBAC Yes 7 38.9

*Percentages for number of previous caesarean sections are based on women with previous caesarean section (n

=8).

Previous obstetric or gynecologic surgery was documented in 55.6% of women, with 44.4%
having a history of prior caesarean section. Among those with previous caesarean sections,
62.5% had one prior procedure, while 37.5% had two. Other significant predisposing factors
included prolonged labour (72.2%), obstructed labour (66.7%), grand multiparity (61.1%),
oxytocin use (38.9%), fetal malpresentation (38.9%), and rupture during VBAC (38.9%).

[lustrated in Table 3 are the intraoperative findings and management of uterine rupture (N =

18)
Variable Category Frequency (n) Percentage (%)
Site of rupture Lower uterine 10 55.6
segment
Fundus 6 33.3
Lateral aspect 2 111
Surgical procedure Repair only 9 50.0
Subtotal 6 33.3
hysterectomy
Repair with bilateral 3 16.7
tubal ligation
Blood transfusion Yes 18 100
Units transfused 1-5 units 12 66.7
6-10 units 5 27.8
=11 units 1 5.6
Uterotonics given Yes 9 50.0
Antibiotics given Yes 18 100
Estimated blood loss ~ Mean = SD 2677.8 £1915.4 -
(mL)
Time to surgery Mean + SD 373.9£64.0 -
(minutes)
Units of blood Mean + SD 5.87£3.20 -
transfused
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The lower uterine segment was the most common site of rupture (55.6%), followed by the
fundus (33.3%) and lateral aspect of the uterus (11.1%). Regarding surgical management,
repair of the uterine defect alone was performed in 9 patients (50.0%), while subtotal
hysterectomy was carried out in 6 patients (33.3%). Repair with bilateral tubal ligation was
performed in 3 patients (16.7%). All women required blood transfusion, with 66.7% receiving
1-5 units, 27.8% receiving 6-10 units, and 5.6% receiving =11 units. Uterotonics were
administered in 50% of cases, and antibiotics were given to all patients. The mean estimated
blood loss was 2,677.8 £1,915.4 mL, and the mean time from diagnosis to surgery was 373.9 +
64.0 minutes.

The maternal and fetal outcomes (N = 18) are displayed in Table 4.

Outcome Category Frequency (n) Percentage (%)
Maternal outcomes Anaemia 18 100
Wound infection 12 66.7
Sepsis 4 222
Acute kidney injury 2 111
Hospital stay <3 days 2 111
4-7 days 4 222
>1 week 12 66.7
Maternal mortality Post-discharge death 1 5.6
Fetal outcomes NICU admission 2 111
Fetal mortality 14 77.8
APGAR score at 1 minute Mean + SD 73x1.16 -
APGAR score at 5 minutes Mean + SD 9.3+1.16 -
Duration of hospital stay (days) Mean +SD 9.0+3.6 -

The maternal death occurred due to disseminated intravascular coagulation with acute kidney injury

Maternal complications were common, with anaemia occurring in all patients (100%), wound
infection in 66.7%, sepsis in 22.2%, and acute kidney injury in 11.1%. The majority of women
(66.7%) had hospital stays exceeding one week, with a mean duration of 9.0 + 3.6 days. There
was one maternal death (5.6%), attributed to disseminated intravascular coagulation and
acute kidney injury.

Fetal outcomes were poor, with a fetal mortality rate of 77.8%. Two neonates (11.1%) required
admission to the neonatal intensive care unit. The mean Apgar scores at 1 and 5 minutes were
7.3 £1.16 and 9.3 £ 1.16, respectively.

The relationship between advanced maternal age and clinical Variables is presented in Table
5.
Variable <85 years (n=6) 235years (n=12) p-value

Grand multiparity 1 (16.7%) 8 (66.7%) 0.043
Married status 4 (66.7%) 12 (100.0%) 0.034
Rural residence 3 (50.0%) 12 (100.0%) 0.007
Primary education 1 (16.7%) 9 (75.0%) 0.027
Previous caesarean section 5(83.3%) 3 (25.0%) 0.019
Unbooked status 2 (33.3%) 8 (66.7%) 0.180
Prolonged labour 4 (66.7%) 9 (75.0%) 0.710
Obstructed labour 4 (66.7%) 8 (66.7%) 0.999

Only variables with statistical or clinical relevance were retained from the full analysis

Analysis of maternal age revealed that women aged =35 years were significantly more likely
to be grand multiparous (66.7% vs. 16.7%, p = 0.043), married (100% vs. 66.7%, p = 0.034),
reside in rural areas (100% vs. 50%, p = 0.007), and have primary education (75% vs. 16.7%, p
= 0.027). Conversely, prior caesarean section was more common among women <35 years
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(83.3% vs.25%, p = 0.019). Other variables, including unbooked status, prolonged labour, and
obstructed labour, did not show statistically significant associations with maternal age.

DISCUSSION

The trend of uterine rupture in this 12-year retrospective review showed marked variability,
with an initial low incidence, a peak in 2021, and a subsequent decline. This pattern aligns
with reports from similar settings (Kumara et al., 2024; Zhan et al., 2021). The peak observed
in 2021 may be partly attributable to disruptions in healthcare access and utilization during
the COVID-19 pandemic, which was associated with delayed presentation, reduced antenatal
attendance, and barriers to timely obstetric care in many low-resource settings (World Health
Organization Regional Office for Africa, 2022; Aigbonoga et al., 2024) The later decline
suggests improved care and monitoring (Hochler et al., 2020).

The incidence of uterine rupture in this study was 0.96% of all deliveries, which falls within
the range reported in other tertiary institutions in sub-Saharan Africa, including Nigeria
(Allagoa et al., 2021; Adegbola and Odeseye (2017); Awoyesuku et al., 2021). However, it
remains considerably higher than rates documented in high-income countries, where access
to skilled intrapartum care and timely emergency obstetric services is more widespread (Xie
et al., 2024). Higher incidences of 1.3% and 1.6% have been reported in Northwestern Nigeria
and Ethiopia, respectively (Mohammed et al., 2023; Arusi et al., 2023). The relatively high
incidence observed in this study may be attributed to the referral nature of the facility, which
manages mainly high-risk obstetric cases. This is further supported by the high proportion of
unbooked women (55.6%), predominantly rural residence (83.3%), and a substantial burden
of grand multiparity (50.0%), all recognized risk factors for uterine rupture. Additionally, the
high prevalence of prolonged labour (72.2%) and obstructed labour (66.7%) reflects delays in
presentation and suboptimal intrapartum care prior to referral. Variations in antenatal care
utilization, access to emergency obstetric services, and differences in study design may further
explain disparities across settings.

The socio-demographic profile of affected women showed a mean age of 36.4 +5.1 years.
Advanced maternal age has been associated with reduced myometrial elasticity and an
increased likelihood of obstetric complications, which in turn predispose to uterine rupture.
This finding aligns with the report by Hochler et al. (2020), which identified advanced
maternal age as an independent determinant of uterine rupture. The predominance of grand
multiparity (50.0%) in our study aligns with existing literature from similar settings where
high parity is repeatedly identified as a key risk factor (Odusolu et al., 2022; Aduloju et al.,
2020; Lawal et al., 2023). This pattern contrasts with trends in high-resource countries where
previous caesarean section is the leading cause, emphasizing the influence of reproductive
patterns specific to our context (Kumara et al., 2024, Xie et al., 2024).

Unbooked status was documented in 55.6% of women, consistent with other studies from
Nigeria and other sub-Saharan Africa countries (Aduloju et al., 2020; Awoyesuku et al., 2021;
Adegbola and Odeseye (2018); Lawal et al., 2023; Kumara et al., 2024) which report higher
proportions of uterine rupture among women lacking formal antenatal care. Unbooked
pregnancies often correlate with delayed recognition of prolonged or obstructed labour and
delayed referral, problems identified as core contributors in our cohort (prolonged labour
72.2%, obstructed labour 66.7%). This observation is in keeping with previous reports, which
highlight ineffective monitoring and delayed intervention as key contributors to uterine
rupture in resource-limited settings.
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Previous caesarean section was identified in 44.4% of cases. While lower than rates seen in
many high-income countries, this proportion emphasizes the shifting obstetric practice in
sub-Saharan Africa, where caesarean deliveries are gradually rising (Odunvbun et al., 2019;
Okoacha et al., 2023). Notably, 38.9% of ruptures occurred during attempt at vaginal birth after
caesarean section (VBAC), indicating the need for rigorous candidate selection, enhanced
labour monitoring, and clear protocols for trial of labour after caesarean in this environment.
The pattern of rupture in our cohort, predominantly involving the lower uterine segment
(55.6%), is consistent with the classical presentation seen in scarred uteri. However, a sizable
number of fundal and lateral ruptures likely reflect outcomes of obstructed labour in
unscarred uteri, illustrating dual pathways to rupture in this population. Surgical
management varied by severity and clinical stability; the most commonly performed surgical
procedure was uterine repair alone, which was carried out in 9 patients (50.0%), followed by
subtotal hysterectomy in 6 patients (33.3%). This distribution is similar to other African
tertiary center reports where both fertility-preserving surgery and definitive procedures are
practiced depending on intraoperative findings (Odusolu et al., 2022; Aduloju et al., 2020;
Awoyesuku et al., 2021).

Maternal morbidity was remarkably high. All women developed anaemia, wound infection
occurred in 66.7%, sepsis in 22.2%, and acute kidney injury in 11.1%. These complications are
consistent with reports from comparable low-resource settings, where late presentation,
significant blood loss, and contamination from prolonged labour contribute to poor
postoperative recovery (Desta et al., 2021; Ara et al., 2025). The maternal mortality rate of 5.6%,
although lower than some regional reports (Allagoa et al., 2021; Aduloju et al., 2020), remains
unacceptably high and underscores continued gaps in timely surgical care and critical care
support.

Fetal outcomes were equally concerning; fetal mortality was 77.8%, a rate similar to reports
from sub-Saharan Africa where intrauterine catastrophe and birth asphyxia predominate once
rupture occurs (Ara et al., 2025; Adegbola et al., 2017). The small proportion of neonates
requiring neonatal intensive care admission (11.1%) reflects the likelihood that most fetuses
were already compromised at the time of intervention. Despite this, Apgar scores at 5 minutes
among survivors were reasonable, suggesting that rapid neonatal resuscitation can mitigate
immediate compromise in select cases.

Advanced maternal age (=35 years) showed significant associations with grand multiparity,
rural residence, primary education, and married status. These associations echo broader
demographic trends in resource-limited settings where older women with high parity and
limited formal education are less likely to access antenatal services early or consistently.
Interestingly, prior caesarean section was more common among women younger than
35 years, perhaps reflecting changing obstetric practice with an increasing primary caesarean
rate in younger cohorts due to evolving obstetric indications.

Collectively, these findings underscore the multifactorial nature of uterine rupture in this
setting and reaffirm the need for multifaceted strategies to reduce its occurrence and
consequences. Strengthening antenatal care and community education, improving
partograph utilization, ensuring prompt recognition and referral of obstructed labour, and
establishing clear protocols for VBAC are urgently needed. Investment in emergency obstetric
care infrastructure, blood transfusion services, and intensive perioperative support will also
be critical in reducing both maternal and perinatal morbidity and mortality.
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CONCLUSION

Uterine rupture remains a rare but devastating obstetric complication in DELSUTH,
predominantly affecting older, multiparous women from rural communities with limited
antenatal care. The study demonstrates that prolonged and obstructed labour, grand
multiparity, unbooked status, and prior CS are the principal predisposing factors. Maternal
morbidity, including anemia, wound infection, and sepsis, is high, while fetal mortality
remains unacceptably elevated. Advanced maternal age further compounds the risk,
particularly among grand multiparous women with limited formal education. These findings
highlight the persistent gaps in timely access to skilled obstetric care and the urgent need for
interventions to prevent uterine rupture and mitigate its adverse maternal and fetal outcomes.

RECOMMENDATIONS

This study recommends strengthening antenatal care in rural communities through
structured early booking systems linked to community identification of pregnancy, especially
among high-parity women. Community health workers and traditional birth attendants
should support referral, alongside mobile outreach clinics to improve access. Appointment
tracking and follow-up of defaulters are essential to improve continuity of care. Labour
monitoring should be enhanced through mandatory training, partograph audits, and clear
escalation protocols for abnormal labour. Standardized VBAC eligibility criteria, clinician
training, and risk stratification tools are required. Emergency obstetric care should be
strengthened with 24-hour referral systems, transport access, and improved surgical and
transfusion capacity. Community education and reduced financial barriers are also crucial.
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