
 

ORIGINAL ARTICLE 

 

427   P J M H S  Vol. 12, NO. 2, APR – JUN  2018 

Success Rate of Vaginal Deliveries after previous C-section in a 
Tertiary Care Hospital 
 

RABIA BENISH, NEELAM IQBAL, MUNAWAR SALEEM KHAN, ASAD MAHMOOD KHAN*, GHULAM DASTGIR, 
MEHREEN BAIG, AYESHA TAHIR, FATIMA KHOSA, SALMA ZAFAR, IQRA NISAR, RAMSHA RAFIQ, B  AHMAD JAMAL 
 

ABSTRACT 
 

Aim: To find out the successrate of vaginal deliveries after previous caesarean section, in pregnant females given 

a trial of labour, and the foremost factors that lead to the failure of these trials. 
Design: A cross-sectional study was carried out on one hundred selected cases of a single previous caesarean 

section with low transverse uterine incision within the past one year. Questionnaires were filled by members of the 
research study using pre-existing medical records. 
Setting: The study was carried out at the Obs & Gynae Department of a tertiary care hospital in Lahore. 
Subjects: A sample size of one hundred pregnant females was analyzed. Only the women, with history of single 

caesarean section bylow transverse uterine incision and with no underlying health problems were included  
Results: In this study, 24% of cases underwent successful trial of labour, giving birth to the fetus vaginally, and the 

remaining 76% had a repeat emergency c-section. The main factors that led to failure of vaginal delivery in the 
selected cases were arrested labour (39.47%), fetal distress (23.68%) and breech presentation of the baby  
Conclusion: The success rate of VBAC in this study was lower than other similar studies that have been 

conducted in Pakistan. Awareness about VBAC and its benefits, over elective repeat C-section, for maternal and 
child health need to be highlighted by all health professionals and in all tertiary care hospitals. 
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INTRODUCTION 
 
Trial of labor after cesarean delivery” (TOLAC) is a planned 
attempt to have a vaginal birth after c-section; and if that 
trial proves successful, resulting in a vaginal birth, it is 
known as VBAC. According to the American College of 
Obstetricians & Gynecologists (ACOG), TOLAC is an 
acceptable option only for those candidates who have had 
one or two prior caesarean sections with a single low 
transverse uterine incision1. These women should not have 
other major medical problems for example, pre-
eclampsia/eclampsia and hypertension. 

VBAC is preferred over an elective repeat cesarean 
section (ERCS) as the pregnant woman is spared from the 
stress of operating procedure, consequently the period of 
hospital-stay along with associated financial and 
psychological stress, gets minimized and it is followed by 
quick postpartum recovery. VBAC is associated with fewer 
maternal complications like wound or uterine infection, 
thromboembolism, hemorrhage etc. Moreover it has a 
beneficial effect on the fetal lungs as they get cleared while 
passing through the birth canal. 

For women planning on having multiple children, 
VBAC reduces the problems associated with multiple 
pregnancies and cesarean sections, for example, heavy 
bleeding, bladder and bowel injuries and placental 
abnormalities - accreta or previa. Moreover, there is less 
than 1% risk of uterine rupture in VBAC performed on a 
woman with prior low transverse uterine incision. 
Additionally, VBAC can be more affordable than an ERCS 
Several factors have been shown to be associated with an 
increased probability of a successful VBAC including, 
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history of prior vaginal delivery (associated with a planned 
VBAC success rate of 85-90%), spontaneous / non-
induced labor, maternal age of less than 40 years, child’s 
birth-weight of less than 4 kg, inter-conception period of 
more than 2 years, reason for previous cesarean section 
being breech presentation of the baby. 

According to the American College of Obstetricians 
and Gynecologists (ACOG), a TOL success rate of 60-80% 
is seen in women with previous caesarean section2.  A 
meta-analysis  reported VBAC success rate of 73.4% in the 
United States and the NICHD study reported a success 
rate of 75%3,4 According to RCOG Green-top Guideline No. 
45, planned VBAC shows the success rate of 72-75% [5]. 
Another research study from US reported VBAC success 
rates for the term and preterm groups to be 74% and 82%, 
respectively[6. 

Likewise, in an analytical retrospective study 
conducted in Aga Khan Hospital for Women, Karimabad 
Karachi, from October 2011 to September 2012, the 
success rate of VBAC was found to be 63.6%. Moreover 
the success rate of VBAC has been shown to be increased 
from 57% in 2007 to 71.7% in 20107. 
 

METHODOLOGY 
 

A cross-sectional study was conducted at the Obstetrics & 
Gynaecology Department o Shalamar Hospital, which is a 
tertiary care set up in Lahore, to determine the success 
rate of VBAC and the main causes of the failure of the 
trials.The study was carried out on one hundred selected 
cases with a single prior C section by low transverse 
uterine incision and who underwent a trial of labour over 
the past one year (July 2016 to July 2017). 

Patient record from the Obs & Gyn dept. of the said 
hospital was utilized. Cases were chosen as the study 
participants by simple random sampling technique. 
Structured questionnaires were got filled by the medical 
record of these selected cases.Patients over the age of 
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forty years, grand mutlipara females and those with 
underlying major health problems, such as eclampsia, 
hypertension, diabetes etc. were excluded from the study. 
Study variables: Pre-existing medical records were used 

to fill in the structured questionnaires which included 
certain parameters namely, gravidity, parity, number of 
abortions, number of previous c-sections and indications 
for each, current mode of delivery and indications in case 
of a failed trial that is subsequently followed by emergency 
C-section. 
Data collection and entry tools: The IBM SPSSwas 

employed for data entry and statistical analysis. 
Frequencies and pie chart were used to calculate the 
success rate of VBAC. Chi square was performed for 
determining the strength of association between various 
parameters and the subsequent failure of the trials. 
 

RESULTS 
 

In this study, out of the 100 cases analyzed, 24 (24%) 
underwent successful trial of labour after C-section 
(TOLAC) whereas 76 (76%) had to undergo repeat 
emergency c-section. The mean of the maternal ages was 
calculated to be 29 years + 5. Failure of the progression of 
labor, fetal distress and breech presentation of the baby 
were the foremost factors that resulted in a failed VBAC 
trial, together contributing a share of 80.26% to the 
indications that as a whole, lead to a repeat emergency c-
section. Amongst other reasons that led to failure of 
TOLAC were pre-eclampsia at term (5.26%), undiagnosed 
cephalopelvic disproportion (5.26%), abruptio placentae 
(3.9%) and premature rupture of membranes 
(2.6%).Table1. 

Correlation of the number of abortion (P=0.512) and 
maternal age (P=0.782), with mode of delivery were 
statistically insignificant(P>0.01) as shown by the Pearson 
Chi square. Therefore, this study concluded that the age of 
the patient or the number of abortions did not determine 
whether the trial of labor would prove successful or not. 
The significance threshold was set at 0.01.  
 
Table 1: Reasons for failed vbac trial 

Reasons for failure of VBAS Count %age 

Genital Herpes at term 1 1.3% 

Malposition of the Baby (Oblique Lie) 1 1.3% 

Premature Rupture of Membranes 
(PROM) 

2 2.6% 

Abruptio placentae 3 3.9% 

Cephalopelvic Disproportion 4 5.3% 

Pre-eclampsia 4 5.3% 

Malposition of the Baby (Breech 
Presentation) 

13 17.1% 

Fetal Distress (meconium staining) 18 23.7% 

Arrested Labour (failure to progress) 30 39.5% 

Total 76 100.0% 

 

DISCUSSION 
 

Total numbers of cases analyzed in the Agha Khan study 
were 3266 whereas 100 cases were selected in this study. 
In comparison to the 63.6% success rate calculated in the 
retrospective study carried out at Agha Khan Hospital for 
Women Karimabad, the success rate of 24% in this study is 
much lower. The difference may be explained by several 
limitations in this study including inadequate patient details, 

limited number of cases and variations in hospital facilities 
for VBAC. In the year 2015, a study carried out at Ziauddin 
Hospital Kemari campus, Karachi reported a VBAC 
success rate of 67.8%8. A similar local study conducted at 
a public sector hospital also reported 70% success rate of 
VBAC in Pakistani females9. 

In this study, patients given a trial of labour often 
presented at term or at very late gestational age. As well as 
not being able to provide adequate antenatal care, 
instructions and counseling to patients, physicians were left 
with insufficient time to carry out the concerned 
investigations and medical workup and consequently could 
not take adequate measures to make the trial of labour 
successful, thus significantly lowering the success rate of 
VBAC. However, despite the low success rate of VBAC, no 
complications such as uterine rupture, maternal or neonatal 
mortality were observed amongst the patients in this study. 

Forty percent of VBAC candidates were refused trial 
of labor at a Queens, New York Hospital10. The reasons 
cited were convenience of elective caesarean section, 
painful memory of the previous labor, concerns regarding 
fetal wellbeing, and the possibility of future genital 
dysfunction. This suggests that there is significant 
misconception in the community, not only nationally but 
internationally, as well.Moreover, awareness, amongst 
patients about the possibility of vaginal delivery after a 
single lower-segment uterine incision and the beneficial 
impact it has on maternal and child health, remains low. In 
our part of the world where the almost exclusive source of 
health information are health professionals, the patients 
and the community as a whole are not sufficiently educated 
about VBAC and its benefits. A systematic review has 
suggested that women with one or two previous caesarean 
deliveries who are considering VBAC should be counseled 
employing the estimated success rate and, the chances of 
uterine rupture and adversaries related to c section11. 

On the other hand, a report published in 2013 about a 
survey conducted in United States, showed that 48% of the 
interviewed subjects would have desired a “VBAC” for their 
subsequent delivery, and 46% of those who wanted to 
undergo through a trial of labor, were refused of that 
possibility12. Its noteworthy thataccording to “NIH 
Consensus Development Conference statement on vaginal 
birth after c section: New insights”and a practice bulletin of 
“American College of Obstetricians and Gynecologists” 
indicate that maternal preference should be the primary 
determinant of whether the labor trial is to be given or not, 
but practically speaking, it’s almost impossible to 
implement, when almost half of the hospitals do not offer 
that option13,14,15. 

Although the “American College of Obstetricians and 
Gynecologists”has professed in 2010 that most of the 
women who have had undergone through one prior c 
section should be provided with the TOLAC opportunity, 
yetaccording to a recent report, this option is not available 
to women in 43% of the Hospitals in California and 59% of 
the hospitals in New Mexico counties [14],[15],[16]. Even 
when VBAC is not totally out of practice in the hospitals, yet 
there is only a limited number of obstetricians, who offer a 
trial of labor to their patients, it is found to be only 52% 
among private obstetricians of TAXAS, as reported by a 
research study in 2010[17]. Various causes of this 
diminished access have been described including 
precariousness about the availability of proper medical and 
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surgical facilities in case of emergency, concern about the 
possible hazards of failed VBAC (mainly uterine rupture), 
and rising concern about the medico-legal 
implications[17],[18]. In Pakistan, at secondary and some 
tertiary care hospitals, a gynecologist’s decision towards 
choosing c-section over vaginal births are due to several 
limiting factors such as failure in providing one-to-one 
support during labour, lack of fetal monitoring techniques, 
limited number of external cephalic versions and history of 
previous c-section. 
The rates of delivery byC-section world-wide, have risen 
high,and accounted for 32.8% of all births in 2011 in the 
United States  [19]. Additionally, it’s worth mentioning that 
decline in the rate of VBAC trials is a considerably 
important cause of increasing rates of caesarean 
deliveries[20], [21], [22]. 

Centers for Disease Control and Prevention” (CDC) 
United States  has counted both, raising the VBAC rate by 
TOLAC and decreasing the primary C-section delivery 
rates, as two of their “Healthy People 2020 goals”[23]. It 
might actually appear way too hard to decrease the c 
section rates, yet increased TOLAC and resultantly 
increased VBAC success rate have had contributed to 
reduction in caesarean delivery rates in U.S in 1990s [24]. 
Limitations of the study: The limitations for this study 

included the retrospective design, lack of complete details 
on the patient’s charts and the limited number of cases. 
The success rate of VBAC calculated in this study is lower 
than that recorded in a number of different studies carried 
out in Pakistan. 
 

CONCLUSION 
 

The success rate of VBAC can be increased by counseling 
and planning for VBAC early in the antenatal period, 
regular check-ups and availability of proper facilities in 
hospitals that offer VBAC trials. Moreover, maternity 
clinicians need to be aware of the best practice and 
contextualize the evidence for individual women to improve 
VBAC rates. 
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