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About the

Abstract

Introduction Vaginal birth after caesarean section (VBAC)
has been historically studied to be a standard and a safe
procedure with good successful results.
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Aims This study was conducted to determine changes in
pattern of VBAC by the same author over a period of
10 years.

Results Data for 1 year between 2005-2006 and
2014-2015 were compared, and successful VBAC was
found to be 74.46% in 2005-2006 period compared to only
34.42% in 2014-2015. Neonatal mortality and maternal
morbidity were, however, much higher 10 years ago.
Conclusions It was concluded that better diagnostic tech-
niques, awareness of patients and medico legal fear have
led to safer health of mother and child and lesser incidence
of VBAC over the last 10 years.
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Introduction

Vaginal birth is the desire of every pregnant woman.
Occasionally, it is not possible to proceed with vaginal
birth due to foetal or maternal factors, and in such cases
caesarean section is done to deliver the child. Lately, rates
of caesarean section have been increasing in almost all
institutes across the world [1-3]. Many reasons are attrib-
uted for this rise, especially use of electronic foetal and
maternal monitoring and growing medico legal hassles
[1, 4, 5]. For a second delivery after a previous caesarean
section, guidelines suggest trial of labour in the majority of
cases [6, 7]. Vaginal birth after caesarean section (VBAC)
is a well-established procedure with good and proven
success in indicated cases. A major requirement for trial of
vaginal birth in such cases is a well-equipped centre with
facilities for immediate operative procedure in case of any
clinical signs of scar dehiscence or rupture. VBAC needs
good monitoring and dedication from the medical team,
and their willingness to attempt vaginal births, rather than
an easy way out for a repeat caesarean section [8].

Several studies have been done to see the success of
vaginal delivery after previous caesarean section and rea-
sons for its failure in some cases where a repeat caesarean
section was essential [9-11].

A similar prospective audit was done 10 years ago by
the corresponding author over a period of one year, and
data were analysed. Author repeated the study 10 years
later in a different institute and compared the data with the
previous data. This was done to analyse the change in rates
of vaginal delivery in patients with history of previous
caesarean section over the last 10 years and change in
reasons for its failure, and the data were analysed to draw
conclusions that can probably guide our way forward in
such cases.

Aims and Objectives

1. To study the rates of vaginal delivery in patients with a
previous caesarean section and reasons for its failure in
cases that need a repeat caesarean section.

2. To compare the results with a similar study done
10 years ago by the same author.

Materials and Methods

This study was done at a teaching hospital in Delhi. Data
were collected on all deliveries that occurred between
November 2014 and October 2015 over a period of 1 year.
Records were made on total number of deliveries, number

@ Springer

of caesarean section among them, total number of previous
caesarean sections delivered and there methods of delivery.
Reason for caesarean section in cases of previous caesarean
section was documented, and complications in cases that
were delivered vaginally were noted.

All data was then compared with a similar audit that was
done 10 years ago by the corresponding author. That study
was done in a government teaching hospital in Delhi
between April 2005 and March 2006 as a part of thesis
research, and data between the two studies were compared.
Conclusions were formed, and improvements were sug-
gested to reduce the growing disparity.

Results

Present study was carried out in Department of Obstetrics
and Gynaecology at Hakeem Abdul Hamid Centenary
hospital (HAHC), Jamia Hamdard, New Delhi, from
November 2014 to October 2015.

One thousand and eighty-five deliveries occurred in the
study period. Total number of caesarean section among
them was 339 (31.2%). Total number of pregnancies with
previous caesarean section was 125 (11.6%).The number of
patients with previous one caesarean section was 111
(10.2%). Fourteen patients were excluded from the study as
they had history of more than one previous caesarean
section. Out of 111 patients with previous one caesarean
section, 26 were excluded from the study as they were
taken for elective repeat caesarean section. Reasons for
elective caesarean section are as per Table 1.

Eighty-five (76.5%) patients were offered trial of labour,
but twenty-four (21.6%) patients were not willing to
undergo a trial of labour and underwent repeat caesarean
section. Trial of labour was given to sixty-one (61) patients
with history of previous one caesarean section.

Trial of labour was successful in 21 patients (34.5%),
while 40 patients (65.5%) had to be taken up for emer-
gency caesarean section. Out of 111 total pregnancies with
previous one caesarean section, 18.9% had a successful
vaginal delivery. Most common reason for emergency
caesarean section was foetal distress (Table 2).

No maternal deaths were reported in all patients sub-
jected to trial of labour. Most common maternal morbidity
was fever in both groups (9.5% vs. 10%).

There were no neonatal deaths in the study period.

On comparing these data with an audit done at a gov-
ernment teaching hospital 10 years ago for thesis work,
author noted many differences over last 10 years.

Total deliveries done during one year period (April 2005
to March 2006) at Kasturba hospital (KH), New Delhi,
were 12629. Differences in statistics between the two
periods are mentioned in Table 3.
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Table 1 Indication of elective repeat caesarean section

Indication Number Percentage
(%)
Cephalo-pelvic disproportion 7 26
Breech presentation 3 11.5
Transverse lie 2 7.6
Twins 3 11.5
Antepartum haemorrhage 3 11.5
Previous myomectomy 1 3.8
Short inter-conception period 3 11.5
Gestational diabetes with deranged 3 11.5
Doppler
Preterm (30 wks) with eclampsia 1 3.8
Total 26 100
Table 2 Indication for emergency caesarean section
Indication Number of  Percentage
cases (%)
Foetal distress 19 47.5
Scar tenderness and signs of impending 14 35
rupture
Failed progress of labour 7 17.5
Total 40 100
Table 3 Statistical differences over last 10 years
HAHC KH
(2014-15) (2005-06)
Total number of deliveries in 1 year 1085 12,629

Total number of previous 1 CS 111 (10.23%)

312 (2.47%)

Fig. 1 Scar dehiscence

More number of deliveries were in 20-24 years age
group (48.9%) 10 years ago, whereas more deliveries were
in 25-29 years age group (45.9%) in the current study.
Other differences in demographic profile are given in
Table 4.

Maternal morbidity in successful VBAC was much
higher 10 years ago with fever (15%), UTI (10%) and
gaped episiotomy (12.8%) as major contributors. Compa-
rable morbidity in current study was fever (9.5%), UTI
(4.7%) and gaped episiotomy (9.5%).

Maternal morbidity in failed VBAC who had to be
rushed for emergency caesarean section 10 years back
were fever (14.5%), wound infection (16.6%) and scar
dehiscence (6.2%). Comparable complications in the cur-
rent study were fever (10%), wound infection (10%) and
scar dehiscence (2.5%) (Fig. 1).

Neonatal mortality was nil in current study, whereas it
was 0.014% in successful VBAC and 0.02% in failed
VBAC group 10 years ago. Neonatal morbidity was also
higher (37.5%) 10 years ago in neonates born after emer-

section
Elective repeat caesarean 26 124 gency caesarean section compared to current study (20%).
Refusal for trial 24 NIL
Trial of labour 61 (54.95%) 188 . .
(60.25%) Discussion
Successful VBAC 21 (34.42%) 140
(74.46%) Delivery after previous caesarean section needs clinical
supervision in view of scarring from old surgery. Reasons
for caesarean section may be recurrent or non-recurrent.
Table 4 Demographic profile difference
Age Parity Socioeconomic status Antenatal care
(in years) HAHC KH HAHC KH HAHC KH HAHC KH
<20 0 3.7 Illiterate 11.47 68.6
20-24 27.9 48.9 P1 73.7 532 Literate 31.14 19.1 Booked 80.4 65
25-29 459 38.3 P2 24.6 314 10th pass 21.31 5 Unbooked 19.6 35
30-34 23 7.4 P3 1.7 10.6 12th pass 9.83 3
> 34 32 1.6 P4 0 4.8 Graduate and above 26.25 2.8
Total 61 100
112 4 Springer
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Anatomical reasons like smaller pelvic outlet do not
change in repeat pregnancy; hence, these pregnancies need
repeat caesarean section. But many caesareans are done for
foetal distress and other indications which might not persist
in repeat pregnancy. Such pregnancies may be subject to
trial of labour.

Historically, dictum “once a caesarean, always a cae-
sarean” has been a subject of numerous trials and studies.
Multiple investigators have attempted normal labour in
previous caesarean sections and assessed success and com-
plications [12, 13]. Most studies have shown good results in
carefully monitored trials of labour. However, chances of
repeat caesarean section are high as reasons may reappear in
the repeat pregnancy. Also, in view of scar from a previous
surgery, dehiscence can be a problem [7, 14].

This study was done to audit our results in delivery of
patients with previous caesarean section.

Of a total of one thousand and eighty-five deliveries in
the study period, our rate of caesarean section was 31.2%.
Patients with previous one caesarean section were 111, out
of which 26 were excluded as there were indications for
repeat caesarean section. Most common reason for repeat
elective caesarean section was cephalo-pelvic dispropor-
tion (26%).

Out of remaining 85 patients, 21.6% refused consent for
trial of labour and instead opted for a repeat caesarean
section. Sixty-one patients with previous one caesarean
section underwent trial of labour and were included the
study. Foetal distress was the most common indication in
previous pregnancy for trial of labour, and it was also the
leading reason for emergency caesarean section after failure
of trial. Bladder adhesions were the most common operative
findings in the repeat caesarean section. Scar dehiscence
was seen in 1 patient (2.5%). No maternal deaths were seen
in the current study. Neonatal intensive care admissions
were seen in only 9.5% cases of successful VBAC and were
seen in 20% cases in failed VBACs needing repeat cae-
sarean section. Average duration of stay was much lower in
successful vaginal deliveries and was higher in cases
needing repeat emergency caesarean section.

On comparing these data with a similar audit done in a
tertiary medical college in Delhi 10 years ago, significant
difference in results was found. No patient refused trial of
labour 10 years ago, while several patients refused trial of
labour in the current study, probably due to lower socioe-
conomic and education level of patients attending the
government hospital. In the current study, almost 28%
patients refused trial of labour. They were well educated,
from a better socioeconomic group in society, seeking
treatment in a semiprivate medical college hospital in
Delhi. More number of deliveries were in younger age
group in government hospital 10 years ago compared to
semiprivate hospital now (20-24 years vs. 25-29 years.).
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The majority of patients were illiterate 10 years ago
(68.8%), compared to only 11% patients in the current
study. More number of deliveries were unbooked 10 years
ago (35%) compared to now (19.6%). Vaginal birth after
previous caesarean was successful in 34.4% patients in the
current study compared to 74.4% patients 10 years ago.
Emergency caesarean section was conducted in more
patients in current study (65.5%). Scar dehiscence was seen
in more number of patients 10 years ago (6.5%) compared
to only 2.5% patients in the current study. Maternal mor-
bidity was more common 10 years ago compared to current
study, and neonatal deaths were noted 10 years ago while
no deaths were documented in the current study.

These findings show increased number of caesarean
sections now, compared to 10 years ago. Probably, this
reflects better diagnostic facilities with better monitoring of
foetal distress. This also reflects better maternal and
neonatal health in the current study. Government hospital
10 years ago had less monitoring for foetal distress; hence,
more number of vaginal deliveries were conducted hoping
for safe foetal and maternal health. In the process, several
patients and neonates deteriorated and we had to deal with
few unfortunate neonatal deaths. With good monitoring,
now caesarean section is undertaken on any sign of foetal
or maternal distress, thus improving results.

Similar findings have also been reposted from other
parts of the world. Christmann et al. [15] in 2016 published
findings from their study done at 5-year interval at a same
centre in Switzerland and concluded that fewer patients
were having successful VBAC. They attributed this change
in trend to increasing demand for safety in pregnancy and
childbirth. A German study published in 2014 found that
current rate of VBAC is half of that in year 1990 (26.1%
vs. 47.9%) [16].

Current study probably shows a reduced rate of VBAC
over previous years in view of better foetal and maternal
monitoring and better patient awareness. This, however,
does not mean VBAC is not an option now, but just that we
need to be more selective from patient to patient, as idea is
to ensure a safe birthing experience for mother and child.
Many centres in India and probably other developing
nations still take VBAC as gold standard and end up
compromising the health of baby and mother. In the light
of current evidence, it is desirable that the safety of mother
and foetus takes precedence over completing a successful
trial of VBAC.

Conclusion
Incidence of caesarean section has increased over last

10 years. More number of patients refuse trial of labour.
Complications have reduced, probably due to better patient

113



Gupta et al.

The Journal of Obstetrics and Gynecology of India (March—April 2019) 69(2):110-114

selection. Trial of labour, however, remains a safe option in
selected patients with proper monitoring.
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