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Background: Vaginal birth after caesarean section (VBAC) is associated with reduced blood 

loss and transfusions, fewer infections, and fewer thromboembolic events as compared to 

caesarean delivery. The current rate of repeat caesarean after one previous caesarean is above 

the WHO standard of 15%. We aimed to determine the occurrence of VBAC and to determine 

the occurrence of feto-maternal outcomes in successful VBAC cases so that trials of VBAC can 

be given to carefully selected patients to reduce the rate of repeat caesarean section. Methods: 

The Combined Military Hospital (CMH) Rawalpindi's Obstetrics and Gynaecology department 

conducted this cross-sectional study from March 20 to September 19, 2021. After obtaining 

ethical committee approval, data was collected using a non-probability, consecutive sampling 

technique from 150 patients on a self-developed structured proforma. Patients between the age 

range of 20–35 years with a history of previous lower segment caesarean section, having 

gestational age between 37–41 weeks and who presented in spontaneous labour were included 

in this study. After taking informed consent, all women were given a trial of labour and the 

outcome of the trial was noted. Women were followed for the feto-maternal outcomes. The 

gathered information was analysed using SPSS version 25.0. Post-stratification, a p-value of 

0.05 or lower on the chi-square test was deemed statistically significant. Results: Following a 

C-section, 28.67% of patients experienced successful vaginal births.  PPH was found in 2.32%, 

scar dehiscence in 0.0%, low birth weight babies in 16.28%, APGAR score <7 at 1 minute was 

23.26% and NICU admission as 9.30% in women undergoing vaginal birth after caesarean 

section. Conclusion: Appropriate selection of patients for the trial of VBAC can help reduce 

the higher rate of repeat caesarean section after a previous caesarean section and increase the 

chances of successful vaginal birth. 
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INTRODUCTION 

The expected rate of caesarean section by the World 

Health Organization (WHO) is 15% however; 

analyses of the prevailing trends show an increase 

from 6.7% in 1990 to 19.1% in 2014.1 Over the past 

20 years, there has been a threefold increase in the 

likelihood that a woman will have a caesarean 

section.2 There is a great regional variation in the 

prevalence of caesarean section ranging from 6–

66.5%.1–3 Reasons for going for caesarean delivery 

include increased maternal age, decreased parity, 

maternal obesity, foetal distress, maternal request 

due to fear of the pain of the vaginal delivery, etc.4 

Compared to vaginal delivery, caesarean sections 

are linked to longer maternal hospital stays, more 

blood loss and transfusions, more frequent hospital-

acquired infections, and thromboembolic events.5 

The belief in the importance of natural 

birth is that it has an impact on mother-baby 

bonding, maternal health, and most importantly 

avoiding future obstetric complications has 

provoked a trend of VBAC along with the rising 

trends of caesarean section.3,6 The success rate of 

VBAC as reported in the literature varies from 26–

73.9% and especially higher success rates have been 

reported in cases where the first caesarean was done 

for a non-recurring indication.7–10 Poor labour 

progress, foetal distress, placenta previa, transverse 

lie, breech presentation, oblique lie, pregnancy-
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induced hypertension, and twins are a few non-

recurring reasons for a caesarean section.11 

With a singleton pregnancy with a 

cephalic presentation at 37+0 weeks or later and a 

single prior lower segment caesarean section, with 

or without a history of prior vaginal birth, and with 

a healthy inter-pregnancy interval, VBAC may be 

an option.2,12,13 Previous vaginal delivery, 

especially prior VBAC, which is linked to an 

approximate 87–90% planned VBAC success rate, 

is the lone factor that best predicts a successful 

VBAC.4,14 For better perinatal outcomes in VBAC, 

the history of caesarean section and scar thickness 

should be checked by the maternity team followed 

by antenatal counselling of the mother and family 

should be done before making the final decision on 

the mode of delivery.4 In counselling, all the risks 

and benefits should be conveyed to the patient and 

family in a written documented form as risk-

dependent counselling results in better perinatal 

outcomes.6,14 Management of such patients and 

arrangements of all necessary measures in such 

cases are associated with better perinatal 

outcomes.15,16 

Although studies are done locally on the 

success rate of VBAC, the available local data is 

scarce and research is required as there is a 

significant variation in the success rate of VBAC 

according to the available local and international 

data. Therefore, we aimed to determine the success 

rate of VBAC among women with a prior 

caesarean section at our institution. By doing so, 

we aimed to shed light on the feasibility and safety 

of VBAC as a birth option within our local 

population. Furthermore, we sought to investigate 

the feto-maternal outcomes in cases where VBAC 

was successfully achieved. This assessment was 

crucial in understanding the potential benefits and 

risks associated with VBAC, allowing us to 

provide evidence-based guidance to healthcare 

providers and expectant mothers. 

MATERIAL AND METHODS 

The Combined Military Hospital (CMH) 

Rawalpindi's Obstetrics and Gynaecology 

department conducted this cross-sectional study 

from March 20 to September 19, 2021. After 

obtaining ethical committee approval, data was 

collected using a non-probability, consecutive 

sampling technique from 150 patients on a self-

developed structured proforma. Patients between 

the age range of 20–35 years with a history of 

previous lower segment caesarean section, having 

gestational age between 37–41 weeks and who 

presented in spontaneous labour were included in 

this study. Patients with multiple pregnancies, 

PIH, Pregnancy induced DM, bony pelvic 

deformity or contracted pelvis assessed on vaginal 

examination, uterine anomalies; malposition, mal-

presentation and abnormal placental localization 

were excluded from the study. After obtaining 

informed consent, all women were given a trial of 

labour in the labour room and successful VBAC 

was noted. Unsuccessful cases were shifted to 

operation theatre and emergency caesarean 

sections were performed. VBAC successful cases 

were followed and feto-maternal outcomes, i.e., 

scar dehiscence, PPH, low birth weight, Apgar 

score <7 at 1 minute and NICU admission were 

noted on the proforma. 

The collected information was analyzed 

by computer software SPSS version 25.0. For 

continuous variables like age, gestational age, and 

BMI means and SD were computed; frequencies 

and percentages were used for qualitative variables 

like parity and Apgar score. By stratification, 

effect modifiers such as age, gestational age, 

parity, BMI, and the number of prior CS were 

managed. Using the post-stratification chi-square, 

a p-value of 0.05 or lower was deemed statistically 

significant. 

RESULTS  

There were 150 patients in total who had 

previously undergone a caesarean section and were 

given the vaginal birth trial. Table-1 shows the 

frequencies and percentages of demographic 

parameters of these patients. The patients that were 

a part of this study ranged in age from 20–35 years, 

with a mean age of 28.41±4.56 years. The majority 

of the patients, 82/150 (54.67%), were in the 20–

30 age bracket. The average gestational age was 

38.46±1.35 weeks. Median parity was 2 while 

Mean parity was 1.73±0.76. The mean height of 

the patients was 156.43±11.98 cm and the mean 

weight was 78.96±7.89 kg. The mean BMI of the 

patients was 24.71±4.78 kg/m2. 

The incidence of vaginal birth after 

caesarean section (VBAC) trial outcomes are 

depicted in a pie chart in Figure-1. As can be seen, 

the trial of VBAC was successful in 43 (28.67%) 

patients. Caesarean section was done in the failed 

cases. 

Table-2 shows the frequency of feto-

maternal outcomes in successful VBAC cases. In 

this study, PPH was observed in 1/43 (2.32%), scar 

dehiscence occurred in none of the patients, 

16.28% of babies had low birth weight, Apgar 

score <7 at 1 minute was noted in 10/43 (23.26%) 

and NICU admission was done in 4/ 43 (9.30%) 

patients. 
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Table-3 shows the cross-tabulation of the outcome 

of VBAC trials with the categories of age, 

gestational age, parity, and BMI. The chi-square 

test was applied to check for any significant 

difference in the categories concerning successful 

and unsuccessful outcomes of the VBAC trials. As 

can be seen in Table-3, only parity had a significant 

difference with respect to the success of the VBAC 

trial at a Chi-Square p-value of 0.036, where the 

VBAC trial was successful in a significantly greater 

number of patients having parity ≤2 as compared to 

those having parity >2. No significant association of 

the success of VBAC was noted with any other 

parameters. 

 

 
Figure-1: Pie-chart representing the incidence of 

vaginal birth after caesarean section trial 

outcomes 

 

Table-1: Frequencies and percentages of demographic parameters of the patients 
Parameter Reference Frequency (n=150) Percentage 

Age (Years) 20–30 years 82 54.67 

30–35 years 68 45.33 

Gestational Age 
(weeks) 

37–39 111 74.00 

40–41 39 26.00 

Parity ≤2 134 89.33 

>2 16 10.67 

BMI (kg/m2) ≤30 131 87.33 

>30 19 12.67 

 

Table-2: Frequencies and Percentages of Feto-maternal outcome in successful VBAC cases 
Feto-maternal outcome Frequency (n=43) Percentage 

Uneventful 21 48.84 

PPH 01 2.32 

Low birth weight 07 16.28 

Apgar score < 7 at 1 minute 10 23.26 

NICU admission 04 9.30 

Scar dehiscence 00 0.0 

 

Table-3: Cross-tabulation of the outcomes of VBAC trials with the categories of age, gestational age, parity, 

and BMI 
Studied Parameters Yes(n=43) No(n=107) p-value 

Age (years) 20-30 25 (30.49%) 57 (69.51%) 0.588 

31-35 18 (26.47%) 50 (73.53%) 

Gestational Age 

(weeks) 

37-39 29 (26.13%) 82 (73.88%) 0.246 

40-41 14 (35.90%) 25 (64.10%) 

Parity ≤2 42 (31.34%) 92 (68.66%) 0.036 

>2 01 (6.25%) 15 (93.75%) 

BMI (kg/m2) ≤30 40 (30.53%) 91 (69.47%) 0.184 

>30 03 (15.79%) 16 (84.21%) 

 

DISCUSSION 

Efforts are being made to reduce the rates of caesarean 

section to the WHO recommended rate of 15% by 

employing strategies such as the trial of labour after 

caesarean (TOLAC), but still an increase to 21% has 

been observed in the rates of caesarean section 

worldwide in the last two decades with a projected rate 

at 29% by 2030.17,18 One of the most important 

contributing causes to the overall increasing 

Caesarean Section incidence is repeated caesarean 

after a prior caesarean section.19Although a failed 

VBAC attempt carries a higher risk of complications 

than an elective repeat CS, VBAC is still considered 

to be generally safe when compared to the morbidity 

and financial burden associated with repeat CS.20,21 

VBAC offers the last chance for a woman who has had 

a previous caesarean delivery to have a normal birth. 

Even so, VBAC rates have considerably decreased.21 

The number of study participants who had a 

successful vaginal birth after caesarean sections was 

43/150 (28.67%). PPH was found in 2.32%, scar 

dehiscence in 0.0%, low birth weight babies in 
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16.28%, APGAR score <7 at 1 minute was 23.26% 

and NICU admission as 9.30% in women undergoing 

vaginal birth after caesarean section. The success rate 

of trial of VBAC in our population is lower than most 

reports but the other features correlate well with the 

current literature. The success rate for VBAC has been 

reported in the range of 46.0–73.9%.9,10 A study 

reported the frequency of low-birth-weight babies of 

20.5%, APGAR score <7 at 1 minute of 24.1% and 

NICU admission rate of 5.1% in women undergoing 

vaginal birth after caesarean section. Fifteen Another 

study showed postpartum haemorrhage in 3.0% and 

scar dehiscence in 4.6% of women.16 A study on 200 

patients undergoing VBAC having a single previous 

caesarean section, reported uterine rupture in 2/200 

(1.0%) patients. Scar dehiscence was seen in 7.69% of 

cases, post-partum haemorrhage in 10% of patients, 

Pre-term Pregnancy in 8% of patients, and 12.95% 

required admission to the Neonatal Intensive Care 

Unit.22 

In a local study, out of 62 patients given a 

trial of VBAC, 21 (33.3%) delivered successfully. One 

patient each suffered from partial scar dehiscence, 

PPH, blood transfusion, and puerperal pyrexia in the 

successful VBAC group. A total of 24 patients in the 

emergency C/section group received blood 

transfusions; 8 of them had puerperal pyrexia, and 7 

had PPH. Two neonates from the successful VBAC 

group required ICU admission due to low Apgar 

scores, while five neonates from the emergency 

C/section group required ICU admission due to low 

Apgar scores.23 

In a different study, 188 women who had 

previously given birth by caesarean section were 

offered the opportunity to try vaginal delivery; the 

study found that 66.9% of these women successfully 

had a VBAC. The success rate of VBAC was also 

classified based on obesity, with Class I obese women 

reporting a success rate of 63.2% and Class II-III obese 

women reporting an 80.0% success rate, respectively, 

compared to 71.4% for women in the normal BMI 

category.24 In a study on 50 patients having previous 

scars who were subjected to VBAC, the results 

showed that birth weight and previous scar thickness 

had a significant role in the prospects of successful 

VBAC.21 

In a study of 395 patients who had previously 

undergone a caesarean section, 90.1% of the patients 

chose vaginal delivery. A trial of VBAC was offered 

to the 190 qualified candidates, of whom 95/190 

(about 50%) had a successful VBAC. In this 

investigation, there were no cases of uterine rupture, 

newborn fatalities, or maternal deaths. When 

compared to women who underwent an elective repeat 

Caesarean section, vaginal deliveries were 

substantially more likely to result in APGAR scores 

below 7 in the first minute (p=0.03).25 Well-timed 

prenatal counselling to discuss a patient’s prospects 

for VBAC success and associated risks and benefits 

play a crucial role in the decision-making process 

regarding the mode of delivery. 

By presenting these findings, we 

contribute to the existing body of literature and 

offer a localized perspective, which may vary 

from international data. Additionally, the feto-

maternal outcomes in cases where VBAC was 

successful were scrutinized, enabling a better 

understanding of potential risks and benefits. Our 

investigation adds new information by providing 

a comprehensive analysis of VBAC success rates 

and feto-maternal outcomes within our specific 

local setting. The results of this study contribute 

to a better understanding of VBAC feasibility and 

safety, allowing healthcare providers to make 

informed decisions while guiding expectant 

mothers with a history of caesarean section 

toward the most appropriate birthing options. As 

a result, our research holds implications for 

clinical practice, potentially leading to improved 

perinatal care and outcomes for this particular 

patient population. 

CONCLUSION 

Appropriate selection of patients for the trial of 

VBAC can help reduce the higher rate of repeat 

caesarean section after a previous caesarean 

section and increase the chances of successful 

vaginal birth. 
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