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1. INTRODUCTION 

1.1 There is consensus (NICE, RCOG, ACOG, NHI) that planned VBAC is a clinically safe 
choice for the majority of women with a single previous lower segment caesarean 
section. 

1.2 Women who have experienced prior caesarean birth need:  

• Careful antenatal and intrapartum care planning and management 

• Discussion regarding the intrapartum risks and an individual care plan made to 
reduce these risks 

• Plan for antenatal and intrapartum care should take into consideration the women’s 
individual circumstances and be documented in the patient’s notes. 

2. SCOPE 

2.1 This guideline applies to women who have undergone one or two previous lower 
segment caesarean sections.  It also applies to women who have had a previous 
hysterotomy, perforated uterus or myomectomy where vaginal birth is planned after 
discussion with the Consultant responsible for the antenatal care. 

3. ANTENATAL MANAGEMENT  

3.1 All women who have experienced a prior caesarean birth should be referred to 
Consultant led care. 

3.2 Planned VBAC is contraindicated in women with previous uterine rupture or classical 
uterine scar and in women with other absolute contraindications such as placenta 
praevia. 

3.3  Women who have experienced prior caesarean birth should be counselled about the 
maternal and perinatal risks and benefits of planned Vaginal birth after Caesarean 
section (VBAC) and elective repeat caesarean section (ERCS) when deciding the mode 
of birth.  A summary of the recommended management, risks and benefits can be found 
at Birth after Previous Caesarean Birth (Green-top Guideline No. 45) 

3.4 This discussion should be in the context of the woman's individual circumstances; her 
personal motivation and preferences to achieve vaginal birth or ERCS, her attitudes 
towards the risk of rare but serious adverse outcomes, plans for future pregnancies, and 
chance of a successful VBAC. 

3.5 The full discussion regarding mode of delivery should ideally occur at around 20 week’s 
gestation.  If a woman is sure she wishes to opt for a VBAC she does not need further 
consultant review unless she goes overdue.  If a woman is undecided, a 3rd trimester 
appointment is offered to make a final decision for mode of birth at around 35 weeks 
gestation.  Those women who are certain regarding decision for ERCS, can have the 
arrangements made for this at the 20 week visit. 

3.6 Women should be offered a copy of the RCOG Birth options after caesarean section 
leaflet. 

3.7  Where possible, there should be review of the operative notes of the caesarean to 
identify the indication, type of uterine incision, and any perioperative complications. 
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3.8 Women planning a VBAC after one previous caesarean should be informed that:  

• their chances of success are about 72%-75%.  The best predictor of successful 
VBAC is a previous successful VBAC, chance of success is then around 85-90% 

• the risk of uterine rupture after one previous lower segment caesarean section is 
5:1000 (0.5%) 

• planned pre-term VBAC has similar success rates to term VBAC, with a lower risk 
of uterine rupture 

• successful VBAC has the fewest complications, therefore chance of success is an 
important consideration when choosing mode of delivery  

• the greatest risk of adverse outcome occurs in emergency caesarean delivery 

• the absolute risk of birth-related perinatal death associated with VBAC is low and 
comparable to the risk for nulliparous women in labour.  

3.9 Women should be made aware that ERCS is associated with a small increased risk of 
placenta praevia, accreta and pelvic adhesions, which may complicate future 
pregnancies.  ERCS also has an increased risk of transient neonatal respiratory 
morbidity (4-5% vs 2-3% with VBAC). 

3.10 Women with a history of two uncomplicated lower transverse caesarean sections, in an 
otherwise uncomplicated pregnancy, with no contraindication for vaginal birth, who have 
been fully counselled by a Consultant Obstetrician, may be considered suitable for a 
planned VBAC. 

3.11 Women who are attempting VBAC are advised to deliver on the labour ward at the RD&E 
where continuous intrapartum monitoring and immediate access to caesarean delivery 
is available. 

3.12  Details regarding the antenatal discussion should be documented in the patient medical 
records to include a plan in the event of pre-term labour or post maturity.   

3.13 Details of the intrapartum care plan should be documented in the Obstetrician 
Management Plan section of the patient medical record (accessed via the Assessment 
tab). 

3.14 The SmartPhrase .OBSVBAC may be used as an aid to the documentation. 

3.15 In an otherwise uncomplicated pregnancy for a woman who chooses a ERCS this should 
be booked from 39+0 weeks gestation, with a plan for the event of labour starting 
spontaneously before the scheduled date discussed and documented. 
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4. MANAGEMENT IN LABOUR 

4.1 If a woman presents in preterm labour she should be reviewed by the on-call registrar 
and a discussion/decision regarding mode of delivery should occur and be documented 
in the medical record. 

4.2  Spontaneous labour is desirable.  When in established labour: 

• Ensure individual management plan for labour is documented and review the OB 
management plan. 

• Insert an IV cannula and take blood for Group and Save. 

• Give prophylactic Omeprazole 20mg orally every 12 hours. 

• Continuous electronic fetal monitoring is advised for the duration of the planned 
VBAC.  Please refer to the guideline ‘Continuous Electronic Fetal Monitoring’. 

• Women may use the birthing pool for pain relief if telemetry CTG is used.  

• Progress of labour should be closely monitored (VE at least every 3-4 hrs), if slow 
progress is noted the case should be discussed with the obstetric registrar on-call 
for labour ward. 

• Augmentation is a relative contraindication with VBAC.  It should only be undertaken 
after careful obstetric assessment and maternal counselling.  The on-call registrar 
must discuss the use of augmentation with a Consultant.  

• Epidural analgesia is not contraindicated but increasing analgesic requirements 
through labour should raise awareness of the possibility of uterine rupture. 

5. UTERINE RUPTURE 

5.1 The incidence of ‘scar dehiscence’ (opening of the scar without serious maternal or fetal 
consequence) is approximately 0.5% (1 in 200) but the incidence of ‘scar rupture’ (with 
potential serious fetal or maternal consequences) is lower at 0.1% (1 in 1000).  Early 
diagnosis, with prompt surgical intervention and neonatal resuscitation are essential to 
reducing morbidity and mortality. 

5.2 The following signs may indicate impending / possible uterine rupture: 

• Abnormal CTG 

• Severe abdominal pain persisting between contractions 

• Acute onset scar tenderness 

• Abnormal vaginal bleeding or haematuria 

• Cessation of previously efficient contractions, loss of station of the presenting fetal 
part, change in abdominal contour and inability to pick up fetal heart at previous 
transducer site 

• Maternal collapse 
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6. MANAGEMENT OF IMPENDING / POSSIBLE UTERINE RUPTURE 

6.1 Impending / possible uterine rupture is an obstetric emergency 

• Pull emergency bell 

• Activate the Obstetric Emergency bleep 2222 and state Category 1 Caesarean 
Section 

• Give high flow oxygen via mask  

• Commence fluid resuscitation 

• Urgent transfer to theatre 

• Crossmatch 2 units blood 

• Inform on call obstetric Consultant 

• Consider instigation of the major haemorrhage protocol by phoning 2222 

7. INDUCTION OF LABOUR FOLLOWING ONE PREVIOUS CAESAREAN SECTION 

7.1 The decision to induce a woman following one previous lower segment caesarean 
section should be made / discussed with a Consultant Obstetrician. 

7.2 Women should be informed of the 2-3 fold increased risk of uterine rupture and 1.5 fold 
increased risk of caesarean section in induced labours. 

7.3 Induction by amniotomy or using a catheter balloon/Dilapan-S is preferable to 
prostaglandins (including Propess) as the risk of scar rupture is increased with 
prostaglandins. 

If ARM is not possible then induction using a catheter balloon/Dilapan-S should be 
offered (see Induction of Labour guideline).  Instructions and equipment for this can be 
found in the induction box in FMAU. 

7.4  Caesarean Section should be offered as an alternative to induction of labour. 

8. MONITORING COMPLIANCE WITH THIS GUIDELINE 

8.1 Any concern or non-compliance with this guideline that is identified through the 
investigation of clinical incidents, claims or complaints will be reviewed as per the Trust 
Policies regarding Incidents, Claims and Complaints, and may result in an audit and/or 
amendment to the guideline. 

8.2 Relevant Policies: 

• Incident reporting policy and procedure 

• Claims management policy and procedure 

•  Policy and Procedure for the Management of Complaints, Concerns, Comments 

and Compliments 
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