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There are no randomised controlled trials to date identified that compare outcomes for 
women planning a repeat elective caesarean section with women planning a vaginal birth 
where a prior birth was by caesarean section.   The sources of information on which the 
guideline is based are limited to nonrandomised cohort studies that are largely retrospective 
in nature. 
 
Notes of previous caesarean section must be reviewed before choosing option for delivery. 
 
Vaginal birth is considered safe if 

• The indication for the previous caesarean section is non-recurring 
• The presentation is cephalic 
• There are no other contradictions. 

 
Contraindications to VBAC 

• Previous uterine rupture 
• Previous high vertical classical caesarean section 
• Previous inverted T or J incision or low vertical incision 
• Three or more previous caesarean deliveries  

 
Caution 

• Women with a previous uterine incision other than an uncomplicated low transverse 
caesarean section incision who wish to consider vaginal birth should be assessed by 
a consultant with full access to the details of the previous surgery 

• Women with a prior history of two uncomplicated low transverse caesarean sections, 
in an otherwise uncomplicated pregnancy at term, with no contraindication for vaginal 
birth, who have been fully informed by a consultant obstetrician, may be considered 
suitable for planned VBAC. 

• There is insufficient and conflicting information on whether the risk of uterine rupture 
is increased in women with previous myomectomy or prior complex uterine surgery 

 
Counselling after LSCS 
Ideally the decision for vaginal birth should be made prior to discharge from hospital after the 
caesarean section - debriefing by the registrar or team who performed the caesarean 
section.  
The indication for LSCS is recorded on the VBAC letter which is copied to the woman, the 
GP and the hospital notes.  The discussion should be summarised in the notes.   
 
Current pregnancy 
In the current pregnancy once these women are identified at booking, they should be 
encouraged to have a VBAC by the midwife.   
The VBAC scoring and counselling form should be used to assess the likelihood of achieving 
VBAC in the current pregnancy and the discussion should be documented in the hand held 
notes and clinic held summary. 
A woman’s request for caesarean section in the absence of any clear medical indication 
should be explored, discussed and recorded. If she has any issues and refuses a vaginal 
birth, she should be offered an appointment to discuss her mode of delivery with the 
Consultant Midwife at around 20-22 weeks, after her anomaly scan.  The notes from her 
previous delivery should be available for the discussion.   
The risks and benefits of vaginal birth v Caesarean section should be discussed.   
A plan for labour and delivery should be agreed and documented.  The plan should include 
the management of possible premature labour or prolonged pregnancy.  The plan may need 
to be adapted for any complications of pregnancy which may arise. 
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Risks and benefits  
• Risk of uterine rupture is 0.2 – 0.7% for VBAC; virtually no risk for ELSCS 
• Risk of blood transfusion  / endometritis increased by 1% in VBAC 
• Risk of intrapartum fetal death is increased by 0.02% which is comparable to the risk 

for a first baby. 
• Babies carry an increased 0.08% risk of hypoxic ischaemic encephalopathy and a 

1% decreased risk of respiratory problems with VBAC. 
• ELSCS may increase the risk of serious complications in future pregnancies. 
• Successful VBAC carries a lower rate of maternal morbidity than elective LSCS  

The patient information leaflet on VBAC should be used as a basis for counselling 
 
Management of pregnancy 
If VBAC is agreed then midwifery care is planned until 40-41 weeks.  Vaginal assessment 
and a stretch and sweep should be actively offered around 40 weeks. 
Spontaneous labour is preferred to induced labour.   
The woman should be counselled that she should come to triage as soon as she feels she is 
in established labour.  If labour is not established she should follow the normal care 
pathway.  If active labour is confirmed she will be cared for in labour ward.  Continuous 
electronic fetal monitoring is advocated.   
 
Induction of labour 
Women should be counselled that there is a 2-3 fold increased risk of uterine rupture in 
induced (particularly with prostaglandin inductions) and augmented labours compared with 
spontaneous labours.   
If the pregnancy is progressing normally, induction is planned at around 40+13 days to 
maximise the opportunity for spontaneous onset of labour.   
If the decision to induce is made, the on call registrar should review the patient on admission 
and perform an abdominal palpation and vaginal assessment.   The decision to induce and 
the labour management plan should be made by a consultant and documented in the notes.    
 
Preferred method: 

• ARM  
• Commence syntocinon 24 hours after ARM if effective uterine contractions are not 

established within this period   
• If prostaglandins are to be used, there should be an individualised plan regarding 

repeated doses 
 
Care in established, active labour 
FBC and group and save (if inducing, consider at time of induction) 
IV cannulation  
Oral clear fluids in active labour – isotonic drinks are recommended 
Maternal observations to be recorded on the partogram: 

½ hrly pulse and BP 
½ hrly vaginal loss                     according to clinical condition 
4hrly temperature 

Continuous fetal monitoring 
Epidural analgesia is not contraindicated 
There is no absolute time limit for length of labour.  There should be an appropriate rate of 
progress (remember that women who did not get into the active phase of labour previously 
are effectively primip labourers) 
 
Signs and symptoms of uterine dehiscence / rupture 

• Abnormal CTG 
• Severe abdominal pain, especially if persisting between contractions 
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• Chest pain or shoulder tip pain, sudden onset of shortness of breath 
• Acute onset scar tenderness 
• Abnormal vaginal bleeding or haematuria 
• Cessation of previously efficient uterine activity 
• Maternal tachycardia, hypotension or shock 
• Loss of station of the presenting part 
 

Augmentation of labour 
Think!   
Is the lack of progress secondary to obstruction? - presence of caput and moulding, 
oedematous cervix etc?  
Is the lack of progress a sign of imminent scar rupture? - abnormal CTG, bloodstained liquor 
or urine? 
Augmentation should only be considered after full reassessment - abdominal palpation, VE 
and CTG by the registrar and discussion with the consultant.   
Hyperstimulation should be avoided - not more than 3-4 contractions in 10 minutes   
The dose and administration regime for syntocinon is the same as in normal labour without 
previous LSCS. 
 
AUDITABLE STANDARDS 
 
Elements to be monitored  Documented individual management plan for 

labour 
Documented plan for fetal monitoring during 
labour 

Lead Louise Page 
Tool Retrospective audit of 1% of health records of all 

women who have had a vaginal birth after 
caesarean section 
Prospective audit of women who have had 
caesarean section for failed VBAC 

Frequency As clinically indicated 
Reporting arrangements Maternity Services Forum 
Acting on recommendations and lead(s) Louise Page 
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VBAC SCORING AND COUNSELLING FORM 

 
 
Operation notes of previous caesarean section seen Y / N 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

• Score 8 and above 87-90% prediction of a successful VBAC 
• Score 5-7 equates to a 72-79% prediction of a successful VBAC 
• Score of below 5 may predict an unsuitable VBAC therefore refer to an obstetrician 

 
Mother must be informed of: 
 

• Success rate of VBAC 72 -76%. 
• Increase success of VBAC to 87-90% if have previous vaginal delivery 
• The risk of uterine rupture in previous C/s is 2.2-7.4 / 10,000 i.e. 0.22-0.74 % 
• The need for continuous electronic fetal monitoring during labour 
 

 
Information give by…………………………………   Date…………………………. 
 
 
Action  
Score 5 or more, mother consents to a VBAC Y / N  (continue care in midwife clinic) 
Score 5 or more, mother declines a VBAC  Y / N  (refer to consultant midwife clinic) 
Score below 5      Y / N  (refer to obstetric clinic) 
 

 

Question Answer Score 
Have you had a previous 
vaginal delivery? 

Yes after C/s = 3 
Yes before C/s = 2 
No = 0 

 
0               2              3 

How many previous C/s 
have you had 

>2 = 0 ( ref obs Cons) 
2 = 1 
1 = 2 

 
0               1              2 

Were there any 
complications with the C/s: 
i.e. angle tear, placenta 
accreta 

Yes = 0 ( ref obs cons) 
No =  2 

 
 
0                2 

Previous C/s performed 
for dystocia or at full 
dilatation 

Yes = 0 (ref obs cons) 
No = 1 
 

 
0                1 
 

Was C/s > 2 years ago Yes = 1 
No = 0 

 
0                1 

BMI > 30 No = 1 
Yes = 0 

 
0                 1 

Previous uterine surgery Yes = 0 
No = 1 

 
0                 1 

Score  Total 
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Date:  
 
Name:  
 
Date of Birth:  
 
Address:  
 
 
 
Dear Ms/Mrs 
  
You gave birth by Caesarean section on………………………………………………… 
 
This letter is a record of our discussion on the reason for your Caesarean section and the 
likelihood of you delivering normally or by Caesarean section again if you have another 
baby.  One copy of the letter will be sent to your GP, and a copy will remain in your hospital 
notes.   
 
Reason for Caesarean section:  
 

� Baby presented by the breech  
 
� Labour did not progress beyond ……..cm dilatation 
 
� The baby’s heart rate was becoming abnormal  
 
� Previous Caesarean section(s)  
 
� Unsuccessful delivery by forceps / ventouse 
 
� Other:  

 
Complications arising from the Caesarean: 
 
      �   
 
We anticipate that your next birth should be: 
 

 Vaginal birth  
 

 Repeat Caesarean section 
 
Yours sincerely,  
 
Signature………………………………………………Title………………………………… 
 
Name (print)…………………………………………………………………………………… 
 
Copies to: Mother via community midwife 

GP with discharge summary 
Hospital record, filed after LSCS proforma 


