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Summary:

One vear prospective study of delivery after one previous caesarean section has been done. Out ol b
women with previous one caesarean section, 204 (64.2%) were selected for trial of labour. Out of these 20
women, 138 (67.6") delivered vaginally and 66 (32.4%) underwent repeat cacsarcan section. Relative
importance of different factors which affect the mode of delivery has been analvsed and the saicetv o1
vaginal birth after cacsarcan section evaluated. An attempt has also been made to reapprarse the policy

of selection tor trial of labour with the aim of improving the vaginal birth rate affer cacsarean section.

Introduction

One of the most important changes in the
operative obstetrics during the past three decades has
been the tremendous increase in the use of caesarean
dehiverye The reasons for increased caesarcan section rates
are multitactorial, buta recent analysis of caesarean birth
eprdemic concluded that the practice of elective repeat
cacsarcan section for patients with previous caesarcan
delivery has been the major contributor to the escalation
in the total cacsarean section rate. {Porreco and Thorp,

IRNICRR

Formany years, the scarred uterus was believed
tocontramdicate labour out of fear of uterine rupture. In
the past {5 vears, however, there has been ample proot of
the relative safety for a trial of labour in most women after

alow-transverse cacsarcan. Forts to encourage vavin
birth after caesarean (VBAC) appoear to be the o
productive approach to lowering the cacsarean o
(Demuylder and Thiery, 1990; Porreco [osv Pridig
al, 1991). Inspite of documented sateiv of VB AC 1
percentage of women delivered vagimally after e cion
caesarean section varied from mere 195 the Ui o
States to 52.9% in Sweden durmyg the s car [9v 1N oo

etal, 1994) clearly showing difference of opimoncam n

obstefricians.

Selection of women tor ool of Dabve o

previous caesarcan scction and the ~uc o i
depends upon the tactors related tothe oo
current pregnancy. I thes prospoectic e wad s e o
importance of these ditforent tactors has bovrca -

with the aim of analvsing our policy of ol crlabon
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women with previous one cacsarean section. An attempt
has also been made to establish the safetv of VBAC for
both mother and the toetus.

Subjects

Fhe present study was conducted from 01.06.97
to 310598 in the department of Obstetrics and
Chanaccology ol Fata Main Hospital, Jamshedpur, which
epartmental p ™
doclective cacsarcan section atter previous two or more

s aregional reterral centre. O Visto
cacsarcan deliveries and select women for trial of vaginal
deliveryatter previous one caesarean section. Induction
ot labour in the second group is considered by
amniolomy, if corvin is favourable (Bishop Scoure > 4),
followed by ovytocin infusion. Prostaglandin is not
routinelv emploved forinduction in this group.

Sclection of women for trial of vaginal delivery is
Jdone atter considering the place and details of previous
cacsarcan section, any complication during current
pregnancy . fovtal presentation and ultrasound
assessment of foetal weight. Pelvic assessment is usually
done at the onset of labour or before induction of labour.
Carctul clinical assessment ot mother and foetus during
labour is supplemented with intermittent electronic foetal
heart monitoring. Oxytoein is used both for induction
and augmentation ot labour with close observation.
Intrauterine pressure monitoring is not done in this
hospital. F'pidural analgesia during labour is not in
practice and routine prophylactic forceps are not
emploved. Uterine cavity is not explored for integrity of
scar atter vaginal birth.

Common exclusion criteria tor trial of vaginal
delivervare clinical cephalo-pelvic disproportion during
this pregnancey, post datism with cervix unfavourable for
amniotomy (Bishop score < 4), breech presentation,
hvpertension, meconium stained liquor in early labour,
bad obstetric history and intrauterine growth retardation
(IUGR).

Observations

Durimg the study pertod ot one vear we had 6160
deliveries with overall cacsarcan section rate of 16.5%
and primary cacsarcan section rate ot 13.6%. Out of 318
women with previous one low-transverse caesarean
section, 204 (64.270) were selected for trial of labour. Out
of these 204 women, 138 (67.6% delivered vaginally and
o6 (324" underwent repeat caesarcan section. Overall
incidence ot vaginal birth after previous one caesarean
was 43870

[able T <hows distribution of indications for

‘a1
I

previous cacsarcan scection and rates of subsequent
vaginal birth. Women with previous cacsarcan section
tor non-recurrent indications Jike breech, hy pertension
antepartum haemorrhage and toctal distress an
understandably more likely to have vagmal birth during,
subsequent pregnancy. VBAC rates atter previous fatled
induction and tailurc to progress have also been
impressive. This suggests that factors Tike inetficient
uterine contractions and foctal malposition mrght have
operated during first defivery.

Table |
Distribution of Indication for Primary Caesarcan
Section and Corresponding VBAC rate (Total 204

Indication of No. of

Primary Caesarean Women VBAC
Failure to Progress 54 ST A
Foetal Distress 47 RENE RN
Hypertension 3l 260830
Breech Presentation o7 28R
Failed Induction of Labour RS IS (o430
Antepartum Haemorrhage S BT
Intrauterine Growth Retardation B 2oy
Foetal Macrosomia 3 L0333 0
Twin Pregnancy | [orear

Table II shows chances of success of trial of labour
relation to cervical finding~ at the onset of labowm
Chances of vaginal delivery in women with spontancous
labour / PROM are appreciablv low if initial corvical
findings are not favourable onlv 9o vaginaibirth versus
75% with favourable cervis.

Table il
Success of Trial of Labour in relation to Cervical
Findings at the onsetof Labour

No.of Women

Cervical Findings VBAC

Poor

Effacement <507,

Dilatation <2 cm 22 2y
Head Station -2 or above

Good

Effacement > 50"

Dilatation > 2 ¢m I82
Head Station below =2

[

Table Il shows influence ot previous vagmal dehvery on
the trial of labour. There are morce chances of VB AC
(84.8%) in women with historyv of previons va
delivery compared to ones without (627" 3. The ditterence
is statistically very significant (p < 0.01).
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hwonmportant yvartables clearlv brought out in

this study are vood cervical Hindings at the onset of labour -

and previousyaginal deliverv. Both strongly favour the
successtul outcome of trial of labour. These results arc
consistent with the findings of Silver and Gibbs (1987)
and Rosen and Dickinson (1990). If ultrasound
estimation of toctalweight is more than 3.5 kg., chances
ot vaginal birth are onlv 307 in the presence of other
favourable tactors. This is an important pointagainst trial

ot labour.

I'he incidence ot uterine scar dehiscence was
1570, This has been reported to vary from 0.3% to 1.7% in
other studies (Lavin et al, 1982; Nielsen et al 1989; Flamm
ctal. 1990 Two important prerequisites for trial of labour
mwomenwith previous abdominal delivery are regular
monitoring during labour and facilities for immediate
cavsarcan section, it need arises. Uterine scar dehiscence
in both the cases in spontancous labour group was
suspected because ot sudden toetal heart rate deceleration
and, timelv intervention prevented any foctal or maternal
morbidity, In this situation, foetal loss may not be always
avordable although maternal outcome is consistently
sood. Uterine rupture in the oxvtocin group was
complicated by oaccidental hacmamorrhage and
mtrauterme death. There was some delay in the diagnosis
which turther compounded morbidity. This was perhaps
avoidable Uterine scar dehiscence is related to the healing
after previous cacsarean section and the strength of
resultant scar. Although its incidence is low, it can’t be
avorded mspite of best possible care. This should be
vaplained to the patient before trial of labour.

Ohvtocin intusion, if appropriately given, doesn't
increase the risk of trial of labour. This possibly
strengthens the argument in favour of prostaglandin
mstillation tor cervical ripening and induction of labour
(Choes, 1995),

Footal outcome was notaftected by trial of labour.
We had excellent results with no perinatal mortality in
this group. Bad obstetric history due to intrapartum factor
contra-indicates trial of labour. If such factor is not
responsible tor provious neonatal morbidity or loss,
vagmaldebveny canbe considered. Similarly meconium
stamed Tiquor as anindication for cacsarean section
should be considered only to the extent it would be
considered inwomen without caesarean section. Previous
cacsarcan section should not make breech delivery more
unsate and irial of labour mayv be considered in selected
WOMeN.

Regular review of the selection criteria tor trial of
labour in women with previous cacsarcan section will
increase the scope of VBAC and help lower the overall
caesarean section rate mn institutions.
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