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1 Introduction

Women with a prior history of one uncomplicated caesarean section require information in
order to make an informed decision regarding the mode of birth in subsequent pregnancies,
including the option of Vaginal Birth after Caesarean Section (VBAC) or Elective Repeat
Caesarean section (ERCS). This can be done in a variety of ways. Some women and their
partners will be offered written information at booking and see their named consultant
obstetrician for review and to discuss their options, whilst others will first be offered
information in a group setting, such as a VBAC workshop, prior to 24 weeks gestation. A
VBAC workshop can be facilitated by a midwife who has the appropriate skills and
knowledge to inform women of their options. This approach will be sufficient for the majority
of women eligible for VBAC and is an efficient way to provide good information and facilitate
an environment conducive to further discussion, whilst reducing the burden on obstetric
consultant clinics.

Women might receive relevant information but remain undecided as to mode of birth, or
require further information and discussion in order to make a decision. If so, the woman
should be referred to her named consultant obstetrician or to a Birth Options clinic - where
established. The aim is to offer women who have undergone one previous uncomplicated
caesarean section optimal, personalised care and this guidance describes how this might be
achieved.

2 What is this guideline for?

This guideline applies to women with a prior history of one uncomplicated lower segment
transverse Caesarean Section (CS) in an otherwise uncomplicated pregnancy at term, with
no contraindication to vaginal birth. Those women with two or more previous Caesarean
Sections must be referred to the consultant obstetrician before 24 weeks gestation to
discuss the care pathway.

Good practice point — Following a CS all women should have the opportunity to discuss
labour and delivery events before discharge home (see Appendix 3 - Post Caesarean
Section Discussion Proforma).

3 Philosophy of this guideline

This is a woman-centered pathway, ensuring that women receive current information and
have the opportunity to discuss their options in order to make the right choices for
themselves and their families. This information will reflect RCOG Guideline CG45 (2015):
e To facilitate Shared Decision Making
e Toidentify a plan of care and mode of birth by 36 weeks
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4 Responsibilities

The role of each health professional is to ensure the woman is at the centre of all discussion
and decision making when planning care and mode of delivery.

Shared Decision-Making principles should be facilitated; using the ‘Ask 3 questions’
approach can achieve that:

What matters to you?
What are your options?
What do you want to happen?

Any discussions or decisions must be documented in the Personal Maternity Records
(PMR) and/or Hospital record.

5 Content of the guideline

The guideline provides information for clinicians to use in discussion with the woman about
the merits and risks associated with VBAC versus ERCS and describes ways of providing
that information and facilitating discussion.

Planned VBAC is appropriate for and may be recommended to the majority of women with a
singleton pregnancy of cephalic presentation at 37+0 weeks or beyond who have had a prior
history of one previous lower segment caesarean section, with or without a history of
previous vaginal birth.

5.1 Contraindications to Vaginal Birth After Caesarean Section

Previous classical uterine scar

Previous hysterotomy

Previous uterine rupture

Indication for caesarean section in current pregnancy such as placenta praevia

5.2 Antenatal Care

o At first contact give or signpost the woman to current VBAC information leaflets
https://www.rcog.org.uk/globalassets/documents/patients/patient-information-
leaflets/pregnancy/pi-birth-options-after-previous-caesarean-section.pdf (see
Appendix 2) and the Birth Options Decision Aid (Appendix 4).

o Refer for Obstetric review as per local guidance OR:

¢ Invite all suitable women to attend a VBAC Workshop (where available) preferably
before 24 weeks gestation. At the workshop, the information can be discussed in
a group setting, exploring the information given on the risks and benefits of each
potential option and allowing time for questions
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A decision should be reached by the woman with the help and support of the
obstetrician/midwife by 36 weeks gestation. The woman and the clinician should
complete local documentation e.g. Decision proforma (see appendix 5). Providers
should make local arrangements to ensure there is clear documentation and safe
storage of the documentation

If the woman has chosen to have a VBAC following completion of the Decision
proforma, she will then return to routine antenatal schedule of care. An
appointment should be made for no later than 41 weeks with the Obstetric team,
should the woman not birth spontaneously

The woman should be made aware that emerging risk factors may change the
recommendations made/decision and subsequent management plan at any time
Offer membrane sweep as per local guidelines — this should be documented in the
PMR/hospital record so that it is communicated to the maternity team

By 41 weeks a discussion with the consultant obstetric team should take place
with the woman regarding birth options

Referral to a birth options clinic supported by a suitably experienced and
knowledgeable practitioner during the antenatal period might be considered for
further discussion and to facilitate a multidisciplinary and robust individualized care
plan

Should the woman decline IOL following expected date of delivery, a detailed
management plan should be discussed with consultant obstetric team and
documented in the PMR/hospital record by 41 weeks and documented in the
PMR/hospital record.

6 Psychological Support

6.1 Psychological Impact

To support a woman’s decision regarding place of birth following VBAC the
psychological impact of that previous birth should also be considered and discussed
during the consultation.

When discussing place of birth, consider:

Birth options
Birth trauma

6.2 Women who choose to birth outside guidelines

Some women may choose a different mode of birth to that clinically suggested or
decline intervention, and for those women it is important to ensure the following:

The woman has been seen by a consultant obstetrician or suitably experienced
and knowledgeable practitioner

A detailed individualised care plan is in place including:

o Type of birth chosen

o Chosen place of birth

o Choice of/advice on maternal observations and monitoring in labour

o Recommended plan of care in the event of scar rupture, likely transfer times
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and associated maternal and neonatal outcomes
o Choice of/advice on fetal observations/monitoring in labour
o Interventions in labour
o Management of third stage

e Ensure the care plan is documented and cascaded to senior obstetric, midwifery
and other key teams such as an anaesthetic or neonatal team

o Staff caring for women opting to give birth in midwife led setting can contact their
Professional Midwifery Advocate/Senior Midwife for support and advice

e Appropriate and local escalation/referrals e.g. perinatal mental health/care
outside of routine guidance must be in place and followed

7 Intrapartum Care

7.1 Intrapartum care

¢ All women who have had a previous caesarean section must be recommended to
birth their baby in an obstetric led delivery suite

e An obstetrician of appropriate grade/experience should review the woman and
record management plan as per local guidance. Any additional changes to
original plan to be discussed with consultant obstetrician and documented in
intrapartum records as per local guidance

e Manage as high risk during intrapartum period

e Site 16G IV cannula, take bloods for full blood count (FBC), group and save when
in established labour

e Continuous electronic fetal monitoring once labour is established as per local
guideline

¢ If woman declines continuous electronic fetal monitoring, ensure plan of care
includes intermittent auscultation as per NICE Intrapartum guidance

e Epidural anesthesia is not contraindicated

e Monitoring of maternal condition as per local intrapartum care guideline and
regular checks of vaginal loss. All observations should be recorded on the
partogram in the hospital record

o Regular assessment of progress of labour when labour is established. Vaginal
examinations should be no longer than 4 hours apart. Close monitoring of the
length, strength and frequency of the contractions and observation for signs of
scar dehiscence

o If suspicious CTG identified, labour fails to progress at the determined rate, scar
tenderness, or abnormal maternal vital signs, escalate to an obstetrician of
appropriate grade/ experience as per local guidance

e Augmentation needs senior obstetric input in the decision making and risks and
benefits must be discussed

e The discussion and subsequent plan of care must be clearly documented in the
PMR/hospital records.

Keep the woman and her partner fully informed at all times.
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7.2 Induction of labour (IOL)

e On the day of induction check that a plan is in place and documented. If there is
no plan in place the woman should be examined and informed by an obstetrician
of appropriate grade/experience. This should be documented in the PMR/hospital
records dependent on location

e |OL planned as per GMEC Induction/local guidance

e On admission, if the risk factors have changed inform an obstetrician of
appropriate grade/experience to review the woman prior to IOL and document
management plan

¢ If the woman is unsuitable for ARM following cervical priming, discuss with
consultant obstetrician and record plan of care in hospital records

7.3 Possible signs of uterine rupture

e Abnormal CTG

e Severe abdominal pain, especially if persisting between contractions

e Acute onset scar tenderness

¢ Abnormal vaginal bleeding

e Haematuria

e Cessation of previously efficient uterine activity

e Sudden or new onset maternal tachycardia and/or hypotension

e Loss of station of the presenting part

¢ Change in abdominal contour and inability to pick up fetal heart rate at the old
transducer site.

e Maternal shock / collapse (see standards for maternal observations in practice
(including maternity early warning score (MEWS)

7.4 Immediate postpartum observations

Close monitoring of the maternal condition, including blood pressure, pulse,
respirations, conscious levels and vaginal blood loss. As a minimum MEWS
assessment should be performed immediately post-delivery, prior to transfer, and
within one hour of admission to the postnatal ward.

8 Postnatal Discussion

All women should be offered a debrief prior to discharge home to include mode of birth and
outcomes of recent birth and recommendations for future pregnancy and birth.

Complete the Post Caesarean Discussion Form (appendix 3) prior to discharge where
appropriate.
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9 Abbreviations and Definitions of terms used

Abbreviation ‘ Definition

ARM Artificial Rupture of Membranes
BMI Body Mass Index

BOC Birth Options Clinic

CSs Caesarean Section

CTG Cardiotocograph

EDD Expected Date of Delivery
ERCS Elective Repeat Caesarean Section
FBC Full Blood Count

G&S Group and Save

IOL Induction of Labour

v Intravenous

LSCS Lower Segment Caesarean Section
MEWS Maternity Early Warning Score
MLC Midwifery Led Care

PMR Personal Medical Record

T Term

VBAC Vaginal Birth After Caesarean
VE Vaginal Examination

% Percentage

< Less than

> More than

Definition

Suitably Obstetrician determined to have the experience to make clinical
experienced and | decisions as agreed by the local provider

knowledgeable

practitioner
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Appendix 1 - Equality Impact Assessment (EIA) Tool

[INSERT LOCAL EQUALITY IMPACT ASSESSMENT TOOL]
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Appendix 2 — VBAC Patient Information from RCOG

Information for you

Published in July 2016

Royal College of
Obstetricians &
Gynaecologists

Birth options after previous caesarean section

About this information

This indormuation s for you if you hawe had one caesarean section and want to know mare about your birth
optiors whean having anothar balry. i may ako be halpful if you are 2 relative or friand of someons who is

in this situation.

How common is it to have a caesarean section?

Miora than one in five women inthe LK oomently pree birth by cassarean section. About half of these
are 25 a planned operation and the other half are a5 an emerpency. Marmy women have mom than ona

Cagsarean saction.

¥YWhat are my choices for birth after one caesarean section?

If wow have had a caessarean section, wou mzy be thinking about how to pive birth next time. Flanning for
a waginad birth after carsarean (WVBALC) or choosing an alactive repeat caasarean section (BRCS) have

different banafits and risks.

In monsdering your options, your previows pregnancies and medical history are important factors to take

into aocount, ncuding:
the reason you had your cassamean sschion
whather you have had a previows vaginel birth

howe you felt about your previous birth

thera haws bean any probiems or complctions

= how marmy more babées you are hoping to heve in future; the risks
increasa with each cassarean section, 5o if you plen to have more babies
it ey be batter to try to avoid another caesaraan section i possibla,

wheathear thera wera amy complications at the time or during your recovery
the type of out that was mada in your utens (eomi)

wihather your curment prepnancy has bean straghtforsard or whether
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T halp you dedde, your healthcare professionals will dsouss your birth options weth you at your antenatal
wisit, idealy before 28 weeks,

What if | have had more than one caesarean section!

IF yoas ame corsidering 2 vaginal birth but hawve had more than one cesarean section delivery, you should
have a dedadled disnssion with a senior obstetrician about the potential risks, banafits and sucoess rata in
your individual situation.

What is YVBAC?

WBAL stands for vapinal birth after cesarean’, |t s the term used when 2 woman gives birth vaginally,
hawingg had a capsamean saction in the past. Vapinal birth indudes normal defivery and birth asssted by
fomeps or ventousa {vaouum oup).

What is an ERCS?

ERCS stands fior ‘elective (planned) repeat ceesarean section”. ou will usualy have the oparation after
1% weaks of preprancy. This & because babies bom by mesarean saction aarlier than this are mone lkaly to
nead to be admitted to the spedal care baby unit for help with thear breathing.

What are my chances of a successful YBAC?

After one capssrean saction, about three out of fiour women with a straightforsard pragrancy who po
into labour naturally pive birth vaginally.

A number of factors make 2 successful vapinal birth more lkely, induding:

» previcis vaging birth, partioulary i you have had presious successful WBAC, f you have had a
vapral birth, aither before or after your essrean saction, about B-9 out of 10 women can have
another vaginal birth

» your labour starting naturally

» your body mass indes (BMI) 2t booking being less than 30.

What are the advantages of a successful YBAC?
Successful VRAC has fewer complications than ERCS. I you do have a successful vaginal birthc
» youwil have a preater chence of 2 vaginal birth in future pregnancies
= your recovery s likely to be guider, you should be able to gat badk to evaryday activties mora
quickly and youw should be able to drive soonar
» your stay in hospital may be shorter
= you are more likely to be able to have skin-to-skan contact with your beby immedately after birth
and to be able to breastieed auooessfully
» youwil 2void the r=ks of an operation
» your baby will heve less chance of inttial breathing problems.

What are the disadvantages of YBAC?

= fou may need to have an emergency ceesaraan section durng labour: This heppens in 25 out
of 100 women. This is only shighthy higher than § you were hbouring for the first time, when the
chance of an emerpancy casssrean saction & 20 in 100 women. An emerpancy cassamean saction
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cHTies more risks than a penned caesarean saction. The most common rezsons fior an emarpency
caesarean section are if your hbour slows or F there i 2 concem for the wellbeing of your baby:

» fou heve a sightly hipher chance of needing a blood trarsfision compared with women who
choose a plnned sacond cassaresn section

» The scar on your utens mey separate andior tear {rupture). This can ooorin | in 200 womean.
This risk inoreasas by 2 to 3 times if your labour & induced. | there are waming signs of thaze
comphcations, your babry will be dalivered by emerpency cassarean saction. Senous oorBeqUEnCEs
for you and your baby are ram.

» Serious rek to your baby such as brain injury or stillirth i heghar than for 2 phnned @esrean
section but s the same a= F you were bbouring for the first time.

+ fou may need an asssted vaginal birth using ventouse or foroaps. See the RCOG patient
information An oesisted vaoping hirth (vertowse or forceps) (wosnsoroog.org.ukenpatients/patent-
leafleiofaszistad-vaginal-birth-ventouse-or-forcens).

= foumay expanience 3 tear imeoking the muscle that controls the ans or rectum (dhend or
fowrth depres tear). Sea the RODG patient information A thid- or fourth-degme: tear guring birth
{www roog.org ukf/enipatenizipatient-leafleatcfthird--or-fourth-degree-tear-during-childbirth) for
e information.

When is VBAC not advisable?
WBAL i normally an option fior most women but i s not advissble when
+ you hewve had three or more praviols ceesarean dalivernes
« your utens has nupbured during a preveous abowr
® FOUr previous caesarean section was ‘dassical, e, whera the inoson invoheed the upper part of
the utens
» you hewve othar prepnancy complications that require a planned @esaresn section

What are the advantages of ERCS?
s Theare 5 2 smaller risk of wternine scar nupture (1 n 1000
s [t aeoids the risks of kbour and the rare sericus risks to your beby 2 i 1000).
» fou will know the date of planned birth. Howsser, | in 10 womean po into Bbour before this date
and sometimes this date may be cthanged for other ressons.

What are the disadvantages of ERCS?

= A repest cassarean section usualy takes lompar than the first operation bacause of scar tssue. Scar
tizmue may also make the operation more difficsl and cn result in damape to your bowsl or bladder,

« Tou can pet 3 wound nfection that can take several weaks to heal.

= fou may need a blood trarsfsion.

= Tou heve a higher risk of devaloping a blood dot (thrombosis) in the: leps (deap vein thrombosk)
or ungs {pulmonary embolism). See the RCOG patient nfommation Reducng the nk of venous
thwomboss in pregnancy ond after birth (wwwroog org uklenpatenteipatient-leafletsfreducing-the-
rigk-of-venowe-thrombosis-in-pregnancy-and-afier-birth),.

= fou may hawe a lonper recowvery period and may need extra halp at home. Yow will be unable to
drive: for avout & weeks after surpery {thedk with your insurance company).

+ fou are more kel to need a plarned cesarean section in future pregrences. Mo scr tisua
oorurs with aath ceasarean saction. This indeases the possibility of the placenta prowsng into

3
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the scar, making i difficult to remose during any future delvenies (placenta acoeta or peroreta).
This can result in blesding and may require a hysterectormy. All serious risks increase with every
CIESArean section you have

o Tour baby's skin may be ot at the time of cassarean saction. This happeans in 2 out of every 100
babies dabvered by cesarean section, but wsielly heals without army forther herme

» Breathing problems for youwr baby are quite commion after cessaraan section but wsoally do not
last long. Betwean 4 and 5 in 100 babies bom by phnned caesarean section at or after 39 wesks
have braathing problerms compared with 3 to 3 in 100 following VBAC. Thera is a higher rigk if
you have a plarmed ceesarean secton exrbier than 39 weeks (£ in 100 babies at 38 weaks).

What happens when | go into labour if I'm planning a VBAC?
Yo will be advised to pive birth in hospetal so that an emerpency ciesarean section can be camied out i
mapassary: Contact the hospital 35 soon 25 you think youw have pone into Bbour or i your waters break.
Cmce you start having repubr contractions, you will be advised to have your baby's heartbeat monitored
continuously during Bhowr This is to ensure your baby's wallbeing, since changas in the heartheat pattern
can ba an earty sgn of problems with your previous cassarean scar ou can choose vanows options for
pain refiaf, induding 2n apidural.

¥What happens if | do not go into labour when planning
a VBAC?
If labowr does not start by 41 completad weeks, your obstetrican will deouss your barth options again with
you These may inchude:
» continue to wait for bbour to start naturally
» induction of labour; this cn indrease the risk of scar rupture and lowers the dance of a
sucrassful YVEAC
s ERCS

What happens if | have an ERCS planned but | go
into labour?
Let your matamity tearm know what B happening. It s [kaly that an smerpency cassarean saction will ba

affered once bbour i confimed. If lzbour is wery advanced, it may be safier for you and your baby 1o heve
a waginal barth. Your matemnity tearm will disouss this with yow

Key points

o Hyou are fit and hesihy, both VBAC 2nd ERCS are ssfa dhioices with wary small risks.

e 3 out of 4 women who have had one cassarean saction and then have a straiphtforward
pragrancy ancd po into Bbowr neturally pive birth vaginally.

o 9 out of 10 women wil have 2 suocessful VBAC i they have ever piven birth vapinally. Succassful
WBAL has the fewest complications.

s Giving birth vagrally carmies small risks for you and your baby bt if you have 2 successful vaginal
birth, future abowrs are ks complicated with fewer nsks for youw and your babsy.

s Having 2 capsarean saction mekes future births more complicated.
+ Most women who have a planned ceesarean section recover weall and have healthy babies, but it
takes longer to pat badk to normal after your baby is bom
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Making a choice

Shared Decision Makin
9 2?9

H o o askacd 5o maka o chidoa, you may have kels of guedliens L
Heocat vl vl By sl o) ey s woanil e ol e worur oipthons L L
wllhy yorw Samily of Friands. 1 oo hele fo wite a sl of The quasiions

WL ] e e Bk I 1o o T apgaoin mant.

| Ask 3 Questions

T bagin with, Iry lomoke sun pou gel the angwars o Hines key
gualion Il you ame asked o make o chalcs abodl pour healthoom

1. Wil cre mwy oploedd
2. Wil ora Bva prod and cons of eoch option ko maef

3 Horw dia | el suppod b halp ma make o deckion hal s dght

L fior i |
K- c 2 DTS S STEE
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Further information

» MICE puidance on cassarean saction: wwowonice.orguksguidance gl 32

& RCO0G patient nforrmation A shid- or fowntfrdegres tegr duning bietfr v reog org ulcenipatisnee
patieri-leaflets fthird--or-fourth-degres-tear-during- childbirth

& RCOG patient nforrmation An asssted vogind binth [lentoase ar forcepsl: wers reoguorg. ik end
patienis/patlent-leafletsiassisted-vagiral-birth-vertouse- or-forceps

Sources and acknow ledgemants

This inforrration has bes=n deseloped by the ROOG Patiert Information Committes. 1t is based on the ACOG
Green-top Oinical Guid=ire Gith ofter Prendeus Caesorean Birth which you can fird online at v rcogorgukd
enfguidelines-research-servicesiguidelinesiziz45.

This leafl=t was revi=ae=d before publication by wormen attending dirics in Raigmore Hospital, Kirg's College
Hospital, Chu==r's Hospital, 5t Mary's Hospital, Uriversty Hospital Lewisham ard Wireschamn Maeslor Hospital,
by the RICCHE Women's Metesork and by the RCDG VWiomen's Vioices Invokerment Panel

The RCCHS producss guideines a5 an educationa aid to pood dinical practice. They pressnt recopnissd
methods and techniques of clinical practics, based on publehed =widences, for corsidertion by ohst=trciars ard
praembopists ard other rdesant heakh professionals. This mears that RCOO0G paideines are urnlike protoomls

or puidelines issued by employers, as they are not intended to be prescriptive directions defining 2 Sngle mouse
of managsment.

A plossary of all rmedical t=rms is 2aihble on the ROCG website ot weewercogorgulclenfpatientsime dical -terms.
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Appendix 3 - Post Caesarean Section Discussion Proforma

(This form to be incorporated in caesarean section or postnatal guidelines)

Congratulations on the birth of your baby. Your baby was delivered by caesarean section
because: (Please use terminology easily understood by the woman)

Tick
box
Your consultant team thinks you have a good chance of a vaginal birth if your next
pregnancy is straightforward. Most health professionals agree that a vaginal birth
is better for healthy mothers and babies. You will be given the opportunity to
discuss any issues should you become pregnant again.
Because of your individual circumstances, your consultant team recommends that
your next baby is born by caesarean section. You will be given the opportunity to
discuss this with your obstetrician if this is not your choice or you have any other
concerns.
Specific questions you have raised / and subjects discussed
Completed by: Name: Signature
Grade Date: Time:
Discussion conducted by a doctor of appropriate grade/experience. Yes O No O
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Appendix 4 - Birth Options Decision Aid

Comparison of Vaginal Birth and Planned Caesarean Section
What is it?

Planned vaginal birth: This is when a pregnant woman who previously had a caesarean
section plans to deliver her next baby vaginally. This is called vaginal birth after caesarean
section or VBAC for short. It is recommended that the woman has her baby in hospital, so
both she and her baby can be monitored for any problems during labour.

Planned caesarean section: This is when a pregnant woman who previously had a
caesarean section plans to have another caesarean section. A caesarean section is a
surgical way of delivering a baby through a cut in the mother's abdomen. Most babies that
are delivered by caesarean section are delivered through a horizontal (side-to-side) cut low
on the mother's abdomen. In a repeat caesarean section, doctors will usually deliver the
baby by cutting along the previous caesarean section scar.

The following sections summarise the risks and merits:

Maternal Outcomes/Risks and Merits from 39+0 weeks gestation

Infant Outcomes/ Risk and Merits from 39+0 weeks gestation

Chance of other health problems for the baby

Chance of serious health problems for the mother

Hospital stay and home recovery

Effect on choice in future childbirth
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Between 72-75 in 100 (72% - 75%) women who plan a vaginal birth
after a caesarean section are able to have one. The same chance as a
woman who has not had a baby before.

¢ If awoman has also had a previous vaginal birth, the chance of
having another vaginal birth is around 9 out of 10 (90%)

o Difficulties with the pregnancy or during labour might mean that a
woman needs to have a caesarean section

e The rate of instrumental delivery is increased with VBAC (can be
up to 39%)

e There is a reduced chance of having a vaginal birth if: a woman
has a raised Body Mass Index (equal to or over 30); labour is
induced; a woman has never had a vaginal birth, if there was
previous labour dystocia — which means the cervix stopped dilating
past a certain level. Risk increases up to 3-fold if oxytocin is used

e 1in 200 (0.5%) risk of having uterine rupture. Risk increases 2 - 3
times if labour induced

e If successful shorter recovery period

e Risk of anal sphincter injury 3rd/4th degree tear 5 in 100 (5%, and
birth weight is the strongest predictor of this)

e Reduced risk of venous thrombosis

e Risk of maternal death 4/100 000

e Successful VBAC has the fewest complications and increases
likelihood of future vaginal births

e Unsuccessful VBAC resulting in emergency caesarean section has
the greatest adverse outcomes associated

e Around 25 in 100 women (25%) who choose a vaginal delivery will
have an unplanned caesarean section during labour

e A caesarean section will be performed if there is any immediate
danger to a woman or her baby, or if the labour is not progressing

About 98 in 100 (98%) women who plan a repeat caesarean section
are able to have one.
o Able to plan delivery date however this may change due to
clinical circumstances
e Small increased risk of placenta previa/accreta and adhesions
with successive caesarean /abdominal surgery
e Virtually avoids risk of ruptured uterus (0.02%)
¢ Reduces risk of pelvic organ prolapse and urinary incontinence in
short term
e Option for sterilisation if fertility no longer required. NB this
should not be a determining factor for caesarean section.
¢ Risk of bladder ureteric /bowel damage (1/1000)
o There is no risk of obstetric anal sphincter injury with ERCS
e If awoman goes into labour before her caesarean section date,
and labour is advanced by the time she reaches the hospital, it
may be safer for the woman and her baby to continue with a
vaginal delivery
e Around 10 in 100 (10%) women who plan a repeat caesarean
section go into labour before their scheduled caesarean section
date. Unless a woman is in advanced labour, she should still be
able to have a caesarean section if she wishes
e Longer hospital stay and recovery
Risk of maternal death with ERCS 13 /100 000
e If BMl is raised there is an increased risk of surgical/venous
thromboembolic complications
Anticoagulant is required for CS for 7-10 days for all women
e If BMI is raised an anti-coagulant injection should be taken up to
6 weeks post operation
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Infant Outcomes/ Risk and Merits from 39+0 weeks gestation

Planned vaginal birth

Planned caesarean section

RDS e Respiratory distress syndrome. A temporary breathing e RDS happens to around 4 in 1,000 to 6 in 1,000 babies
problem occurring in some mature babies (born after 37 born by repeat caesarean section and is limited by
weeks) - happens to less than 1 in 1,000 babies born by ensuring the caesarean section is booked for no earlier
vaginal births after caesarean section than the 39th week of pregnancy

Infant ¢ The chance of a baby dying during or after a planned vaginal | ¢ The chance of a baby dying during or just after a planned

death birth after a caesarean section is very small (1/1000, the repeat caesarean section after 39 weeks is virtually nil
same risk as a first-time mother giving birth after 39 weeks
of preghancy). The chances of a baby dying are about the
same as the chances of that happening during a vaginal
birth when a woman gives birth for the first time

e Planned VBAC associated with 10/10 000 prospective risk of
antepartum still birth beyond 39 +0 weeks
e 4/10 000 (0.04%) risk of delivery related perinatal death
HIE ¢ HIE (hypoxic ischaemic encephalopathy) is 8 times higherin | e <1/10 000 risk of delivery related perinatal death or HIE

relative terms at VBAC (8/10 000) compared to 1/10 000 at
ERCS while absolute risk is minimal
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Chance of other health problems for the baby

Planned vaginal birth

Planned caesarean section

Transient
Tachypnoea of
the Newborn:

e This is a condition where the baby breathes
abnormally fast. It may happen if the baby is
delivered before the 39th week of pregnancy. Often
treated by giving the baby oxygen or antibiotics. It is
not life threatening and usually stops after a day or
two

¢ Babies with transient tachypnoea may need a short
stay in a neonatal unit (NNU) for observation

e Occurs in about 26 in 1,000 babies delivered vaginally

Occurs in about 36 in 1,000 babies delivered by caesarean

Accidental cuts

Between 7 in 1,000 and 31 in 1,000 babies are
accidentally cut by the doctor during caesarean delivery.
This is more likely during an unplanned caesarean section
(when the waters have gone) than a planned caesarean
section

The cuts can occasionally leave scars.
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Chance of serious health problems for the mother

The rates of hysterectomy and co morbidities of thromboembolic disease, transfusion and endometriosis did not differ significantly between
planned VBAC V ERCS. ltis very rare for a woman to die during childbirth, or from problems related to childbirth, in the United Kingdom.
Overall, the numbers are 7 in 100,000 births; the difference between deaths after a planned caesarean section and deaths after a vaginal birth
is small enough to be down to chance.

Chance of other health problems for the mother

Planned vaginal birth

Planned caesarean section

Endometritis

An infection of the lining of the womb. It occurs in
nearly 3 in 100 women (3%) who have a planned

vaginal birth after a caesarean section

The condition is treated with antibiotics, and in 90
in 100 (90%) of cases, it clears up within three to

four days

Occurs in nearly 2 in 100 women (2%) who have a
planned repeat caesarean section

The condition is treated with antibiotics and usually
clears up within one week. Women having a caesarean
section are generally given antibiotics when the
caesarean section is being carried out

Stress incontinence

Where urine leaks while coughing, laughing,
sneezing, or exercising. This usually improves
within a few weeks of giving birth, but sometimes
lasts for several months

Having several pregnancies increases a woman's
chances of getting stress incontinence

About 12 in 100 (12%) women who have a vaginal
birth get stress incontinence

About 7 in 100 women (7%) who have a caesarean
section get stress incontinence

A caesarean section operation won't cause stress
incontinence, but being pregnant might

Abdominal
discomfort

About 9 in 100 (9%) women experience continuous
wound and abdominal discomfort in the first few months
after surgery:




[euly

6T0C 4290100 0°'TA T¥NI4 3ulIdpINS JVEA DIND

2180 MIINDY

21eQ 2Nnss|

T20T 1290100
610C 4290320

87 40 £¢
0'TA | uoisiap

Hospital stay and home recovery

If a mother or her baby is unwell, they may have to stay in hospital longer. Recovery after a vaginal delivery or a caesarean section varies from
person to person.
A woman's age and health (before childbirth) will affect how quickly she recovers.

Planned vaginal birth

Planned caesarean section

Babies are given a thorough check (neonatal examination) by a
nurse, midwife, or doctor within 48 hours of being born

This may be in hospital or at a woman's home if she has been
discharged

If a woman had stitches or other problems, recovery could take
several weeks. Women should be able to get back to their normal
activities, including looking after other children, driving, and
normal social activities, as soon as they feel well enough to do so

The same check-up will be given within 24 hours of being born
Following an uncomplicated CS, mother and baby usually go
home within 24 hours

It can take four to six weeks to fully recover from a caesarean
section. This can affect ability to drive. The woman is advised to
contact her vehicle insurance provider to receive advice for when
she can recommence driving

While the wound is healing, a woman should not drive, do
strenuous exercise or household chores, lift anything heavier than
her baby, or have sex

A woman can start doing these things again once she feels able
to do them and they do not cause pain. For some women, this
may be in a few weeks. For others, it may be longer

Some women have abdominal pain following a caesarean section.
The pain from the caesarean section wound may last six to eight
weeks
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Effect on choice in future childbirth

Planned vaginal birth

Planned caesarean section

Women who choose a vaginal birth are likely to be able to
choose either another vaginal birth or a planned caesarean
section in future pregnancies

If a woman has a successful vaginal birth this time, her chance of
having a successful vaginal birth in the future with a
straightforward recovery will be higher. About 94 in 100 (94%)
women who have a successful vaginal birth after a caesarean
section, have a successful second vaginal birth

If a woman has an assisted vaginal delivery (with forceps or
ventouse), the chance that she will need an assisted delivery
next time will be much lower

Having an unplanned caesarean section or changing to a
planned caesarean section may affect a woman's chances of
having a vaginal birth next time

Women who have had two or more prior lower segment
caesarean deliveries may be offered VBAC after counselling by a
consultant obstetrician. (RCOG 2015)

e Having multiple CS increases the risks of placenta preavia
/accreta/adhesions and increases the likelihood of further CS.




Appendix 5 - Birth Options: Decision Proforma

Gestation: BMI Consultant Addressograph
Gravida Para EDD

No. of previous caesarean sections

Post CS discussion form in notes  Yes / No / Not Applicable

Previous notes reviewed Yes / No (If no, why not?)

Reason for discussion

Contraindications to VBAC:

Previous classical scar Yes /No Previous myomectomy Yes/No
Previous uterine rupture Yes/ No Placenta praevia Yes/No
Is VBAC contraindicated Yes/ No. If yes action taken

If any co-morbidities present refer to Consultant. Date of appointment:

Shared Decision-Making Questions:

Q. What matters to you?

Q. What are your options?

Q. What do you want to happen?

Information given  Decision Aid Yes/No Other (please note):

What mode of delivery has the woman expressed a preference for?

VBAC [} ERCS [ Undecided [
Signatures:  Midwife /Dr. Date:
Woman Date:
Interpreter Date:
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Appendix 6 — Post Dates: Decision Proforma

To be completed by obstetrician

Addressograph

Gestation: BMI Consultant

Gravida Para EDD

No. of previous caesarean sections

Previous notes reviewed Yes / No (if no, why not?)

Shared Decision-Making Questions:

Q. What matters to you?

Q. What are your options?

Q. What do you want to happen?

Membrane sweep offered Yes/No Performed on (date)

Vaginal examination findings? ARM possible / not possible?

Discussion
Merits and risks of Induction (as per RCOG guidance) 1 Merits and risks of ERCS [

Is VBAC contraindicated Yes/No If yes action taken

What mode of delivery has the woman expressed a preference for?
VBAC [ ERCS [T Undecided 7
Possible outcomes:

¢ Plan for Elective CS (date)

« Plan for IOL by ARM +/- Oxytocin (date)

« Plan for IOL using Prostaglandin
(Type and maximum number to be documented).

e Plan for using cervical balloon

If undecided, personalised plan of care:

Signatures:  Obstetrician Date:
Woman Date:
Interpreter Date:
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Appendix 7 — Quick Reference Guide

At Booking: Woman reports history of 1 previous uncomplicated caesarean section

tient-information-

and Decision Aid [see appendix 3)

Refer to Consultant Obstetrician as per local guidance
0r if available invite to VBAC workshop before 24 weeks

Complete appendix 4a : Birth Options Dedision Proforma by 36 weeks

Decision Mo Decision

Discuss and document agreed mode of If woman is undecided re mode of birth by
birth and personalised plan by 36 weeks 36 weeks
in PMR /hospital records

VBAC
Offer obstetric consultant review by 39

Routine AN Care bl

Offer membrane sweep Book ERCS
as per local guideline as per local Referral to a birth options clinic might be
pathway considered for further discussion and to
from 39 facilitate a multidisciplinary and robust
circa 41 weeks weeks individualized care plan

Obstetric appointment

Offer 101 as per local Discuss and document agreed mode of birth

guideline if no and personalised plan in PMR/hospital
spontaneous labour

records

i woman requests out of guideline care
Offer Consultant Obstetric appointment to discuss options and individualised management plan

Offer appointment with appropriate specialist senior midwife or doctor e.g consultant midwife

Document your discussion - see Post Dates Decision Proforma (Appendix 6)
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Appendix 8 — Suggested Monitoring Arrangements

RCOG CG 45
Standard

Suggested auditable
standards

Post caesarean
section discussion
form completed
Pregnant women
who have had one
caesarean section
have a documented
discussion of the
option to plan a
vaginal birth
Documented
antenatal discussion
on the mode of
delivery, including
risks and benefits
Documented
individual
management/ care
plan for labour
including fetal heart
monitoring in labour
Documented plan for
labour should labour
start early

If there is a change in
documented plan,
was this discussed
with a consultant
obstetrician

Birth options clinic
(where established)
outcomes audited
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