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ABSTRACT

Objective: This prospective study was conducted to find the maternal outcomes of pregnancy in women with a previous one C-

Section in terms of mode of delivery and maternal complication

Material & Methods: This prospective cross sectional study was carried out in QHAMC Nowshera from July 2018 to June 2019.
A convenient sample of 180 women, all booked and unbooked, with gestational age 37 weeks or more, singleton fetus and
cephalic presentation that came to Gynae OPD with history of previous one C/section were included . Informed consent was
taken after explaining risks and benefits of planned repeat c/section and VBAC .While those having IUD, placenta previa,
breech presentation or gestational age less than 37 weeks were excluded.

Data was obtained on pre- designed structured proforma .SPSS 17 software was used for statistical purposes.

Results: Results showed that of the total participants 71.1 % had undergone C-section again, and 28.8 % delivered as VBAC.
34.3% of the total C-sections were emergency lower segment C-sections and 65.6% were planned repeat C-sections.
Conclusions: Itis concluded from our study that VBAC is a safe option for patient with previous one scar with minimal morbidity
and no mortality but required good antenatal assessment one to one care and vagilant monitoring with quick resumption to

emergency csection when required

INTRODUCTION

Women with a previous 1 C-section are categorized as high-risk
pregnancies because of associated maternal and fetal risks.
According to World Health Organization (WHO) in 2015, rate of the
C-sections in women who had a previous 1 C-section in high,
middle and low-income countries ranges between 78.1%-79.4%,
85.2%-87.5% and 63.2%-72.1% respectively [1]. In the past ten
years, the rates of C-section have risen enormously [2]. Previous
C-section has the major contributions to high C-section rate in
following pregnancies [3][4][5][6][7]. Factors which does not go in
favour of sucessful VBAC include induced labor, no previous
vaginal birth, high BMI and previous C-section for dystocia [8].

VBAC is one of the options [9]. VBAC is a successful vaginal
delivery after a C-section that can protect women from repeated C-
sections and thus lowers the associated maternal mortality and
morbidity and perinatal morbidity.It also lowers the risks associated
with previous scar in subsequent pregnancies [10][11]. There are
many controversies regarding VBAC and trial of scar after
previous 1 C-section. In developed countries like the USA it was a
dictum popularized that (once a cesarian, always a cesarian) but it
was a misleading term; upto 70% of women with previous C-
sections who labour achieve a vaginal delivery [12][13].

Pregnant women with previous one scar and their
obstetricians always have concerns that a scarred uterus may get
ruptured thus resulting in maternal morbidity and mortality and
perinatal complications. This prevents obstetricians and pregnant
women with previous one c-section from adopting a Trial of scar
after previous 1 C-section worldwide [14]. To avoid uterine
rupture people go for an Elective or Emergency C-section but on
the other hand, it causes maternal complications including
thromboembolism, bladder dysfunction, prolong recovery prolong
hospital stay and on the fetal side increases the risk of Respiratory
Distress Syndrome and Transient Tachypnea of the Newborn. s

Modern techniques and skills have reduced the risk of
uterine scar rupture in trial of scar [15].Such cases should be dealt
by senior obstetricians for timely anticipation and management of
complications [16].

This study aims to determine the outcome of pregnancy in
women with a previous 1 C-section in QHAMC, Nowshera as
VBAC or repeat C-section and maternal complication In Pakistan,
especially in KPK, where the large family size is a social norm and

families cannot afford health complications economically, it is an
important issue to address.

MATERIAL AND METHODS

This prospective study was conducted by the Gynae and Obs
department of QHAMC, after ethical approval of the ethical
committee of QHAMC; from July 2018 to June 2019.In this study, a
convenient sample of 180 women, all booked and unbooked, with
gestational age 37 weeks or more, singleton fetus and cephalic
presentation that came in labor or to antenatal opd and had
previous one C-section were included. While those having |UD,
placenta previa, breech presentation or gestational age less than
37 weeks were excluded. Total 180 women considered eligible
were included in the study.

Data was obtained from all patients who fulfilled the inclusion
criteria and pregnancy outcomes like mode of delivery(planned
repeat c/section vs VBAC ) and maternal complication like
postpartum heamorrhage, vaginal tears, infected episiotomy
laparotomy, prolonged hospital stay were recorded on structured
proforma. SPSS 17 software was used for statistical purposes.

RESULTS

Among 180 pregnant females having a previous 1 C-section, 84
(46%) of patients underwent planned repeat csection(PRCS) due
to the reason mentioned in table 3.Ninety six (56%) of patient opt
for trial of scar among them 52 (28.88%) delivered as VBAC,
while emergency C/section was performed in 44(45%) of patients
for indications mentioned in table 2 .Maternal complications were
given in table 4.

Table 1:
S. No Pregnancy Outcome Participants Percentage
out of 180

1 VBAC 52 28.88 %

2 C-section 128 711 %
Total 180 100%
C-section
2(a)Emergency Lower 44 34.3%
Segment C-section
2(b)Planned repeat C-section 84 65.6 %
Total 128 100%

PJMHS Vol 16, No. 08, August 2022 865



Maternal Outcomes of Pregnancy in Women with Previous One C-Section in Qazi Hussain Ahmad Medical Complex, Nowshehra

Table 2: Frequency and percentage of different indications of Emergency
Lower Segment C-section

S.No Indications Frequency Percentage
of outcome
(total = 44)
1. Fetal distress 12 27.2%
2. Suspected scar dehiscence 8 18.18 %
( feto-maternal tachycardia)
3. Failure to progress in first 8 18.18 %
stage of labor
4. Scar rupture 2 4.54 %
5. Oligohydromnios 5 11.36 %
6. Transverse lie in labor 2 4.54 %
7. Cord presentation in labor 2 4.54 %
8. Twins 3 6.81 %
9. PROM with poor Bishop 2 4.54 %

Table 3: Frequency and percentage of different indications of Planned
Repeat C-section

S. No Indications Frequency Percentage
of outcome
1. Post dates pregnancy 12 14.28 %
2. Bad Obstetrical History (BOH) 8 9.52 %
3. Breech 10 11.90 %
4. Fear of scar rupture (Maternal 6 7.14%
decision)
5. Previous C-section Cephalo 10 11.90 %
Pelvic Disproportion (Difficult
delivery)
6. Diabetes Mellitus in pregnancy 8 9.52 %
7. Pregnancy Induced 10 11.90 %
Hypertension/ Pre-eclampsia
Toxemia
8. Cephalo Pelvic Disproportion 12 14.28 %
9. Short Inter-pregnancy Interval 2 2.38%
10. Twins 2 2.38 %
11. Polyhydromnios 2 2.38%
12. Oligohydramnios 2 2.38%
Total = 84

Table 4: Maternal complications associated with different mode of deliveries
in previous 1 scar women

S.NO Complications VBAC(52) PRC/S(84) Emergency
CIS(44)

1. Postpartum 6(11%) 8(9% ) 5(11%)
hemorrhage

2. Vaginal tears 3(5.7%) 0 0

3. Infections 0 4(5%) 8(18%)

4. Infected 0 0 0
episiotomy

5. Laparotomy for 2(3.8%) 0 0
Ruptured
uterus

7. Hospital stay 1-2 days 2-3 days 3-4 days

DISCUSSION

This study provided valuable information regarding the outcomes
of pregnancies in women with a previous one scar. Out of 180
pregnant females who were observed and managed for the
outcome of pregnancy only 52 were delivered by VBAC and the
rest 128 went through repeated C-section either emergency or
elective.But the other interpretation of this finding could be that
only 96(53%) of the patient opt for vaginal delivery and out of them
52 (54%) of patient delivered vaginaly .so,previous one scar is not

a contraindication for vaginal delivery patient do delivered vaginally.

The most common indication for emergency C-section was fetal
distress and for elective C-section was post-date pregnancies and
cephalo-pelvic disproportion.only 7% of the patient refused trial of
scar due to fear of scar rupture.

In 2018 a prospective study was published to determine the
outcome of pregnancy in women with a previous 1 C-section, at
Shimla (India) from June 2013 to May 2014. 152 participants were
given a trial of labor among which 107(70.39 %) had successful
VBAC and 45(29.61%) had repeat emergency C-sections.[17} As

compared to this study our study showed a low VBAC percentage
because all participants were not given a trial of labor [17]. In the
Kingdom of Saudi Arabia, a retrospective Cohort study was
conducted that was published in 2019 and had 299 women under
study, 73.9% of the participants had successful vaginal births with
no reports of any morbidity or mortality. Their results were
comparable to that of US and UK hospitals which represents the
benefits of modern updates to management protocols [19][20][21].
In our study we also have no mortility.regarding maternal morbidity
postpartum heamorrhage was high in VBAC and PRCS .Only two
rupture uterus were observed in VBAC group which is comparable
to documented risk of rupture in VBAC of 1/200 .In our study rate
of infected wound was highest in emergency c/section patients
table 4.A retrospective study in Rwanda was done between June
2013 and December 2014 on women with previous C-sections. In
this study, 435 women had previous C-section, out of which 138
(31.7%) women choose for elective repeat c/section (ERCS) and
297(68.3%) were given a trial of labor which was successful in 134
out of 297(45%) and no maternal deaths occurred. In our study,
the rate of C-sections is higher than WHO recommendations
[22][23]. In a retrospective study conducted at the Mafrag Hospital,
Abu Dhabi between January to August 2011 on 151 pregnant
women with a previous 1 C-section. 96(83.47%) out of 115
women, who were given Trial of Scar, had VBAC and 19(16.5%)
had a repeat C-section. This study has a significantly high rate of
VBAC in contrary to our study because most of their participants
had a previous vaginal birth and especially VBAC [24][25][26]. A
cross-sectional study was conducted in Qoum, Iran from 2016 to
2018 on 150 pregnant women who were candidates for VBAC.
85.33% was the success rate of VBAC and 14.67% of the
patients had to repeat a C-section after failure in vaginal delivery.
The high success rate of VBAC in this study was credited to the
long inter-delivery interval of 2 to 4 years that is good enough for
scar healing [27].

A retrospective study was conducted in China, that included
14 hospitals from 10 provinces, between 2016 to 2017. The
purpose of this study was to compare the outcome of pregnancy in
women with the previous C-sections with the outcome of
pregnancy in women with previous vaginal delivery.The former
group (PCS) had 14,774 participants while the latter (PVD group)
had 21,581 participants. In PCS group 13,703(95.85%) had repeat
C-section and in PVD group 6,696(28.12%) undergone C-section.
This study has a high repeat C-section rate as compared to our
study because in China most C-sections are carried out at patients
request without any medical indication [28].

The results of our study showed that the rate of C-sections

was high as compared to international studies. Our rate of VBAC is
lower as compared to other studies because our hospital is newly
established hospital with less resources including human
resources and less facilities for monitoring and management of a
labouring patients with previous one scar as compared to
developed countries and majority of pregnant patients have no
antenatal checkups which make our pregnant population as high
risk group .
Limitations of Study: Our study was limited to a single hospital.
All of the participants were not managed from the start of their
pregnancy because most pregnant women do not seek antenatal
care until late in third trimester of pregnancy or present in
labour.and due to lack of one to one care required in such patients
make our obstetrician having low threshlid for C/section

CONCLUSIONS

It is concluded from our study that VBAC is a safe option for
patient with previous one scar with minimal morbidity and no
mortality but required good antenatal assessment one to one care
and vagilant monitoring with quick resumption to emergency
csection when required
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