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To provide clinical guidance to midwives and medical staff caring for and informing decision making for pregnant women who have had a previous caesarean section  
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Previous pregnancy, labour and operation details such as location of uterine incision, previous birth weight and the intervening time between pregnancies will have a significant impact on decision making in subsequent pregnancies.

Uterine rupture is a life threatening but extremely rare occurrence. Fear of outcomes such as uterine scar rupture can be a key motivation in a woman's decision making. Women need to be given evidence based, objective information based on their individual clinical assessment and their desired outcomes for this pregnancy when making decisions about subsequent labours and births.

Experiencing a caesarean, especially in an emergency situation, can be traumatic for a woman and her partner. Her previous experience may impact on subsequent birth preparation. Women need to be offered the chance to debrief after their birth and may need further assistance and support.

Regardless of whether a woman wishes to have an elective repeat Caesarean or whether she wants to attempt a VBAC, she should be booked into the Next Birth after Caesarean class (NBAC) in order to receive comprehensive evidence based information.
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This document applies to:
Medical Officers
Registered Midwives  
Student Midwives under direct supervision
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Pregnant women with a history of a previous caesarean section should be fully informed about their choices of either a planned vaginal birth (VBAC) or elective repeat caesarean section. Risks and benefits should be discussed with respect to each option and in the context of the woman’s individual circumstances. The woman’s choice should be fully supported.

70 – 80% of women who have had a previous caesarean section can safely plan to have a vaginal delivery with success rates of 40 – 80%. 

Higher success rates are associated with previous vaginal birth (80%), previous successful VBAC (94%), singleton/cephalic fetus, BMI <30, fetal weight <4000g, gestational age <40 weeks, spontaneous onset of labour, good progress in labour and preterm labour (the absence of any of these factors should not preclude attempting VBAC).  RCOG, NIH 2010.
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[bookmark: _Toc476043430]Contraindications:
Any maternal medical condition that is a contraindication to vaginal birth
Any obstetric condition that is a contraindication to vaginal birth (e.g. placenta praevia, vasa praevia). 
Previous uterine rupture

Relative contraindications: 
T or J incision (2% risk of rupture)
Low vertical incision (2% risk of rupture) 
Previous classical caesarean section (9% risk of uterine rupture)
Twins (same risk of rupture  but less success rates) 
Known Macrosomia (>4000g)
Shorter inter delivery interval (2 years)-increased risk of rupture (<1%)
Need for prostaglandin induction of labour (2.5%)
Previous myomectomy where the cavity is breached
Previous hysterotomy 

A woman should be fully informed about the risks and benefits of each choice and the relevant increases if any for her particular circumstances:

[bookmark: __RefHeading__2151_1865042871][bookmark: _Toc476043431]Benefits of successful VBAC:
Avoidance of abdominal surgery
Avoidance of complications of multiple caesarean sections (see below)
Reduction in neonatal respiratory complications (transient tachypnea of the newborn (TTN), asthma,)
Lower maternal mortality (3.8 per 100 000 vs 13.4 per 100 00 for elective caesarean section)
Shorter hospital stay (if BMI normal)
Lower Venous thromboembolism (VTE) rates
Sense of achievement and empowerment 
Feeling in control over decision making
Improved maternal-neonatal bonding
Improved breastfeeding rates
lower incidence of postnatal depression
Less pain
No change in hysterectomy rates

[bookmark: __RefHeading__2153_1865042871][bookmark: _Toc476043432]Risks of VBAC:
In the literature, many of the risks associated with VBAC are attributed to those who attempt a VBAC and are unsuccessful (risks of caesarean section):
Maternal - Instrumental birth,  perineal damage
Fetal Hypoxic ischaemic encephalopathy (0.8%)
Perinatal mortality 0.4%
Uterine rupture in labour 0.3%

Most caesareans done in labours where the woman attempted a VBAC are performed for fetal distress/ abnormal cardiotocograph (CTG) or delay in progress or maternal choice where the woman changes her mind in labour and elects for a caesarean.

Uterine Rupture:
Alert:
Uterine rupture is a catastrophic but rare event. The risk increases if labour is induced with prostaglandins or if oxytocin is used injudiciously without careful monitoring

Types of uterine rupture
· Catastrophic: the scar separates and there is extrusion of the fetus into the abdominal cavity. There may be significant maternal bleeding leading to shock and /or severe fetal compromise leading to death or hypoxic ischaemic encephalopathy (HIE).
· Scar dehiscence: (more commonly) the scar widens or opens partially (dehisces), the amnion remains intact, and there is little, if any, maternal or fetal compromise. This dehiscence may be undetected and is usually only identifed if a caesarean is performed. 

The risk of catastrophic uterine rupture varies: 
multiparous with  no previous caesarean section             0.05% – 0.2%
women planning a VBAC 			                           0.3% - 0.7%. 
planned elective caesarean section prior to labour           
Induction of labour  <37 weeks				
Induction of labour post dates				
After 2 previous caesarean sections 			
augmentation with oxytocin

There is no single clinical feature that is associated with the onset of uterine rupture. 
In the event of a uterine rupture an abnormal CTG is the most consistent finding (BMJ 2004).

Any of the following may be found on history or examination: 
Vaginal bleeding
Haematuria
Sudden cessation of uterine activity, loss of uterine tone
Maternal tachycardia, hypotension, shock, confusion
Movement of fetal presenting part to a higher station, reduction in cervical dilatation
Abnormal CTG – e.g. fetal bradycardia
Severe constant abdominal pain, especially persistent  between contractions
Chest, shoulder tip, hip or back pain, shortness of breath
Acute onset of pain over scar

Risks of elective repeat caesarean section:
Increased risk of serious (life threatening) complications in future pregnancies with each caesarean section:
Placenta praevia
Placenta accreta, percreta
Organ injury – bowel, bladder, ureter.
Ileus
Blood transfusions
Thromboembolic disease (DVT and pulmonary embolism)
Infections (especially  wound)

Risks of elective repeat caesarean section for the neonate:
Increased risk of short and long term neonatal respiratory complications – TTN, respiratory distress syndrome (RDS), ventilation, asthma (4%)
Interference with bonding
Potential delay in breastfeeding
Injuries (lacerations/bruising/fractures)

Benefits of elective repeat caesarean section:
Reduction in perinatal morbidity and  mortality (mostly due to avoidance of prolonged gestation)
Avoidance of perineal trauma (small reduction in prolapse, fecal incontinence, stress incontinence)
Planned and known date – 10% of women come into labour prior to their planned elective date
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Women with a history of a previous caesarean section should have consultation with a medical officer in line with the Australian College of Midwives (ACM) National Guidelines for Consultation and Referral.

[bookmark: __RefHeading__2157_1865042871][bookmark: _Toc476043434]Preadmission visit:
At the pre admission visit with the midwife, a woman with a history of a previous caesarean section is identified and a referral to the NBAC class is recommended.  

The relevant section of the pathway is completed by the midwife, including a discussion on the woman’s expectations of mode of birth for the current pregnancy. She is given verbal and written information on VBAC as per the background information above, and booked into an   NBAC education session, hopefully before 20 weeks.

The midwife will also identify if previous medical records are available and if not, request a copy from the appropriate institution.

The woman will be booked in for medical review after attending the NBAC class to discuss her options.

[bookmark: __RefHeading__2159_1865042871][bookmark: _Toc476043435]Medical review with specialist/registrar approx 20 weeks:
The current pregnancy will be reviewed. 
Women being cared for through Continuity of midwifery care programs require discussion at collaborative practice meeting.

Early identification of any current pregnancy complications that may impact on the woman’s decision should be identified. Her past clinical history should be reviewed including number of previous caesarean sections, gestation and reason for previous caesarean section(s) as per the pathway. Information should be obtained about the previous caesarean section(s) including:
Reason for previous caesarean and labour complications
Dilatation and fetal station at caesarean
Baby’s birth weight and head circumference
Baby’s position
Type of uterine incision
Type of uterine closure 
Any relevant intraoperative complications (extension, conversion to J or T, B Lynch)
Post partum complications.

There should be a discussion on the risks and benefits of VBAC, and a discussion on her suitability for VBAC in context of her individual circumstances.

Knowledge of the woman’s intended number of future pregnancies should be an important factor to consider when discussing her options for vaginal birth after caesarean section or elective repeat caesarean section.
She should be offered an ultrasound if clinically indicated to be performed in the third trimester.

The pregnancy continues as per routine antenatal care with review again at 36 weeks.

[bookmark: __RefHeading__2161_1865042871][bookmark: _Toc476043436]36 week visit with the specialist/registrar:
At 36 week visit with the registrar or specialist, the decision to proceed with VBAC is confirmed again in the context of the woman’s individual circumstances. Any relevant new pregnancy issues arising since last review need to be discussed and any relevant ultrasounds reviewed. The birth plan is discussed.
The woman should be made aware that in labour it will be recommended that she has:
1. An IV cannula; to allow immediate access should there be signs of compromise 
2. Continuous Electronic Fetal monitoring to ascertain baby's wellbeing and response to the labour
3. Regular vaginal examinations in established labour to ensure the labour is progressing. 

In the event of the woman opting for elective caesarean section, the procedure is booked at the 36 week visit to occur after the 39th week of pregnancy. 

[bookmark: __RefHeading__2163_1865042871][bookmark: _Toc476043437]40 and 41 week visit with the specialist/registrar:
At 40 and 41 weeks, the woman is reviewed by a medical officer and her decision to proceed with attempt at VBAC is once again discussed. At this time an examination per vagina is offered and a plan for induction of labour or elective caesarean section is discussed and organized.
 
If the woman wishes to proceed with induction of labour the increased risks need to be discussed along with the reduced success rates in the context of the benefits of vaginal birth. She may be offered an Artificial Rupture of Membranes (ARM) or if her cervix is not favourable, a balloon catheter.

The woman needs to be aware that should she not labour spontaneously with an ARM, oxytocin may be offered for a limited period of time. 
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When a woman who has had a previous caesarean section presents in labour:
Review the woman’s antenatal record and confirm with the woman that she is planning a vaginal birth.
Recommend continuous electronic fetal monitoring (CEFM) during established labour, and as per antenatal discussion. Some women may find that CEFM restricts their movements in labour, discuss the option of using telemetric monitoring or fetal scalp electrode to facilitate monitoring whilst allowing position changes. 
Obtain IV access and group and hold.
Women planning a VBAC may labour in the bath using telemetry as long as the baby can be safely monitored and there is ability to rapidly get the woman out of the bath if an emergency arises.
Women should be encouraged to remain upright, active and well hydrated in labour to encourage effective contractions and optimise fetal positioning. Women should also be encouraged to empty their bladder regularly.
Women having a VBAC may use all the non pharmacological and pharmacological pain relief options that are available to those having a non VBAC labour including an epidural block if requested. An epidural is not thought to mask scar pain.
Oxytocin may be used for augmentation or induction of labour (IOL) with caution and only after discussion and under supervision of consultant.
The woman will be offered regular vaginal examinations to assess the progress of labour; as a delay in progress with regular strong contractions and a well positioned baby may again indicate scar compromise. A poorly positioned baby may increase the woman's chance of an obstructed labour.
It is recommended that the woman get out of the bath for second stage but may use the shower, hot packs and warm perineal compresses as per usual labour care.
Third stage will be managed according to the Labour Care 1st 2nd and 3rd stage Guideline.
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Policies
Health Directorate Nursing and Midwifery Continuing Competence Policy, DGD12-050
Consent and treatment

Procedures
CHHS Healthcare Associated Infections Clinical Procedure, CHHS15/072
CHHS Patient Identification and Procedure Matching Policy, CHHS14/051

Guidelines 
Labour care 1st, 2nd and 3rd stage
Fetal surveillance

Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
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