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INTRODUCTION:
Caesarean section is the most common procedure performed during 
reproductive age group with rates continuing to rise worldwide. One of 
the most common indication for repeat cesarean section is previous 

1,2caesarean birth.

Women who had previous caesarean, options for mode of birth in their 
next pregnancy is either a trial of vaginal birth after cesarean (VBAC) 
or an elective repeat caesarean (ERC). For women who attempt a 

1VBAC, the success rate variably reported between 56% and 80%.  The 
proportion of women attempting a VBAC is reducing in many 
countries nowadays, because of negative thought of an increase in the 
risk of maternal and infant complications related to VBAC, including 

1uterine rupture and perinatal death.  

 Benet of vaginal over abdominal delivery include less postpartum 
morbidity, shorter hospital stay, fewer operative and anesthetic risks, 
nancial savings and of immeasurable value is the earlier and easier 

3neonatal –maternal interaction and bonding.      
                          
From 1970 to 2007, the caesarean delivery rate in the United States 
rose from 4.5 percent to 31.8 percent, with the exception of the years 
between 1989 and 1996 when the annual rate of caesarean delivery 
actually decreased. This decrease was largely due to a signicantly 
increased rate of VBAC. These trends were short lived, and in 2007, 
the primary cesarean delivery rate was above 30%, whereas VBAC 

4rates dropped to 8%.  Over the last decade, the dramatic rise in ERC 
has underscored the importance of offering appropriate candidates a 
Trial of Labour, given most of these women will go on to deliver 

 successfully. With this background, we wished to study the Maternal 
and Fetal Outcome in VBAC .

MATERIAL AND METHODS:
This is a cross sectional study conducted from the patients attending 

the labour room and outpatient in the department of Obstetrics and 
Gynecology for one year.
 
Inclusion criteria included Women with one previous lower segment 
cesarean section, Singleton pregnancy, Cephalic presentation, Term 
gestation. Women having two or more  caesarean sections, Teenage 
pregnancy, Previous uterine surgery like myomectomy, Estimated 
fetal weight >4 kg, Interdelivery interval <18 months, Classical 
section, Termination of pregnancy for anomalous baby were excluded.
 
A total of 80 cases were selected either from the outpatient department 
(booked) or in labour (unbooked). Booked cases were regularly 
followed up in the antenatal clinic and the unbooked patients, who 
reported directly for labour, were then assessed for a trial of labour. 
Patient is explained about VBAC and repeat caesarean section mode of 
delivery and their consequence and advantage. Those who are willing 
for VBAC was allowed for vaginal delivery. Demographic data, details 
of obstetric history, intrapartum events, and postpartum events were 
recorded. Neonatal data was collected till the hospital stay and 
additional details were collected regarding clinical course of all 
neonates admitted to neonatal ICU. The study was done after obtaining 
clearance from Institutional Ethics Committee and after getting 
informed consent from the study population.
 
Data collected were entered using Epidata 3.1 and coding was done. 
Data was imported into Microsoft Excel 2007. Data was rearranged 
and analyzed using IBM SPSS 20.0. Descriptive statistics like 
percentages, proportions, mean and standard deviation were used to 
comment on the results.

RESULTS:
In our study, among 80 study subjects, most people are in the age group 
of 20-25 (47.5%), 52 (65%) were booked case . The  causes for primary 
cesarean section  group were found to be fetal distress 18 (22.5%), 
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ABSTRACT
BACKGROUND: Caesarean section is the most common procedure performed during reproductive age group with rates continuing to rise 
worldwide. One of the most common indication for repeat cesarean section is previous caesarean birth. The proportion of women attempting a vabginal 
Birth after Caesarean section (VBAC) is reducing in many countries nowadays, because of negative thought of an increase in the risk of maternal and 
infant complications related to VBAC. Our aim was to study Maternal and Fetal Outcome in VBAC in a tertiary care teaching hospital.
MATERIALS AND METHODS: This is a cross sectional study conducted from the patients attending the labour room and outpatient in the 
department of Obstetrics and Gynecology for one year. Inclusion criteria included Women with one previous lower segment cesarean section, 
Singleton pregnancy, Cephalic presentation, Term gestation. Women having two or more  caesarean sections, Teenage pregnancy, Previous uterine 
surgery like myomectomy, Estimated fetal weight >4 kg, Interdelivery interval <18 months, Classical section, Termination of pregnancy for 
anomalous baby were excluded. A total of 80 cases were selected either from the outpatient department (booked) or in labour (unbooked). The 
study was done after obtaining clearance from Institutional Ethics Committee and after getting informed consent from the study population.
RESULTS: In our study, among 80 study subjects, most people are in the age group of 20-25 (47.5%), 52 (65%) were booked case . The  causes for 
primary cesarean section  group were found to be fetal distress 18 (22.5%). Spontaneous onset of labour was seen in 87.5% of patients. Duration of 
labour was >4 hrs in 66(82.5%) patients. We had 77.5% of successful VBAC with spontaneous delivery in 42(52.5%) of VBAC group. The most 
common cause for failed VBAC is scar dehiscence. Among neonatal outcome, 12.5%) had respiratory distress. 90% of baby had apgar score >7/10 
at rst minute, at 5th minute 97.5% had apgar of >7/10. 
CONCLUSION: Our study revealed that VBAC is a safe method selected cases which has great importance in the present era of the rising rate of 
primary caesarean sections. Vaginal birth after one Caesarean section is safe with good antenatal care.
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followed by meconium stained liquor 12(15%) oligohydramnios 
12(15%) then breech 10(12.5%), non-progression of labour 
10(12.5%) , malpresentation 6(5%), premature rupture of membrane 
6(5%) , Antepartum hemorrhage 2(5%). Birth weight of baby in 
successful VBAC were 2.5-3kg (45%),3-3.5kg (45%).
 
Among 80 study subjects, 42.5% was in active labour and the 
remaining was in latent labour at the time of admission. Spontaneous 
onset of labour was seen in 87.5% of patients, 12.5% had induced 
labour. Duration of labour was >4 hrs in 66(82.5%) patients. We had 
77.5% of successful VBAC. Forceps delivery was done in 4(5%), 
vacuum delivery in 34(42.5%), and spontaneous delivery in 
42(52.5%) of VBAC group. The most common cause for failed VBAC 
is scar dehiscence in 10 patients followed by deep transverse arrest and 
fetal distress (meconium stained liquor) in 4 patients each. Postpartum 
complications were 2 had anemia, 2 had postpartum hemorrhage, 2 had 
urinary tract infection, 4 had third degree perineal tear. There was no 
uterine rupture. Average hospital stay was 3.6 days .
 
Among neonatal outcome, 10 (12.5%) had respiratory distress, 6 
(7.5%) was admitted in NICU . 90% of baby had apgar score >7/10 at 
rst minute, at 5th minute 97.5% had apgar of >7/10 . 

DISCUSSION : 
In our study, most people are in the age group of 20-25 (47.5%) which 

5  is similar to Madi JM et al. Tessmer-Tuck JA et al found that VBAC 
6 success was independently associated with age <30 years. In our study. 

 40 % of people allowed for VBAC was 39 to 39+6 weeks.Yvonne W. 
Cheng  et al found that as gestational age increases, the likelihood of 
VBAC is decreased, particularly when the pregnancy progresses 

7 beyond 41 weeks' gestation. Mitali Das et al., in UK found that 
8 gestational age <40weeks are favourable factor for VBAC. The most 

common cause for primary cesarean section was fetal distress (22.5%) 
in our study . Emma L. Barber et al., concluded that Non-reassuring 
fetal status (32%) was the common indication for primary caesarean 

9 section. In our study 77.5% had successful VBAC which was little 
10 higher when compared to Caroline SE Homer et al.  and Jun ZHANG 

11et al.
 
It was found that 42.5% was in active labour at the of admission. 
Yvonne W. Cheng,et al. found that Women admitted in active labour 

7has two fold increased chance of VBAC. Macones GA et al found 
12increase in chance of VBAC for patients in active labour in his study.  

In our study, 87.5% of patient had spontaneous onset of labour ,12.5% 
had induced labour, 52.63% had spontaneous vaginal delivery. Mitali 
Das et al found that in spontaneous onset of labour, success rate of 
VBAC was 81% . In case of induced labour success rate of VBAC was 

867%.  Pratiksha Gupta et al., in Nigeria  found that 52.63% of patient 
13had spontaneous delivery. Mark B London et al reported that 80.6% 

 14was Spontaneous.  The association between VBAC and duration of 
labour was >4 hrs in 82.5%. Madi JM et al found signicant 

5association between VBAC and duration of labour <12hrs.  In  our 
study population, 2.5% had anemia, 7.5% had febrile illness, 5% had 
episiotomy gapping. The 2010 National Institutes of Health consensus 
conference on VBAC highlighted high-grade evidence that maternal 
mortality risk is decreased by VBAC compared with a repeat cesarean 

15(3.8 vs 13.4 of 100,000) . In our study,  5% had forceps delivery, 
42.5% had vacuum delivery, and spontaneous delivery in 52.5%. Madi 
JM et al reported that 5.3% of the women had forceps delivery in his 

5 study. Pramod et al reported that 5.2% had vacuum delivery, 3.2% had 
3forceps delivery and 68.4% had spontaneous delivery.  In our study 

most common cause for failed VBAC is scar dehiscence. Pratiksha 
Gupta et al found that the incidence of scar dehiscence was higher 
following VBAC than elective repeat LSCS (9.62% Vs. 1.62%), which 

13was statistically signicant (P = <0.005) . Pramod et al found that 
3nonprogress of labour is most common indication for failed VBAC .

 
In our study 7.5% of the neonates had NICU admission. Caroline SE 
Homer et al concluded that Neonatal mortality rate was 24 per 10,000 

10for women who planned a VBAC.  Mitali Das et al found  that 
admission to the NICU, the incidence was 7.1% which included 9.3% 
of neonates born by intended elective repeat cesarean delivery and 

84.9% of neonates born by intended VBAC.  Jain and Dudell compared 
neonatal outcomes after ERC and VBAC and found signicantly lower 

16NICU admissions in VBAC .
 
Majority of neonate birth weight ranged from 2.6-3.0kg (45%) ,and 
3.1-3.5kg,(45%). Yvonne W. Cheng et al found that women whose 

infant weighed more than 4000 g, the probability of VBAC was 
reduced by 39% to 51% relative to that of women who had smaller 

7 stinfants . 1  minute APGAR score in our study 10% had apgar < 7/10. 
George O Ugwu et al found that Apgar scores of less than 7 in the rst 

17 minute were signicantly more frequent in VBAC. Pramod et al 
found that in VBAC group with  apgar <6  was found in 1.3%, 6-8 in 

3 24.8%. Madi JM et al.,  in Portuguese  found that Apgar score lower 
5 than seven at 5th minute in common in VBAC group (p<0.05).

CONCLUSION
Our study revealed that VBAC is a safe method selected cases which 
has great importance in the present era of the rising rate of primary 
caesarean sections. Vaginal birth after one Caesarean section is safe 
with good antenatal care, strict selection of cases and close supervision 
during labor. For all women who had one previous lower segment 
caesarean section, physician should give the option of VBAC unless 
contraindicated, all risk and benets has to be explain to them. 
Personnel able to rapidly intervene in cases of failed VBAC requiring 
emergent cesarean should be available, given the benet of prompt 
intervention on neonatal morbidity.
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