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Overview:

Most women with previous Caesarean delivery with a low-transverse incision are candidates for and should be counselled about vaginal birth after Caesarean Section (VBAC) and offered trial of labour (TOL), provided no contraindications exist. 

Candidates for planned TOL are those women in whom the balance of risks and chances of success are acceptable to the woman and health care provider. The balance of risks and benefits appropriate for one woman may seem unacceptable for another. Delivery discussions and decisions for future pregnancies following Caesarean section (C/S) should be considered on an individual basis as early as the postpartum period (MORE OB, 2018).
Physician Responsibility:

Family physicians and Registered Midwives with obstetrical privileges may manage VBAC patients.  Consultation will be required if problems develop.

Obstetrical guidelines recommend that a TOL should only be attempted in hospitals with the capability of providing an emergency C/S. Women attempting a TOL should be informed of the risks and benefits and available resources.

Caregivers should be able to recognize the signs and symptoms of uterine scar rupture and have a management plan in place should this occur. 

Criteria For VBAC 
· Informed Consent

· One or two previous low segment transverse caesarean sections
· Vertex presentation

· No contraindications to vaginal birth

Contraindication For VBAC:
· History of classical or inverted T incision

· Any contraindication to labour (e.g. placenta previa, malpresentation)
· Facility unable to perform emergency caesarean section

· Previous major uterine reconstruction (e.g. full thickness repair for myomectomy, repair of Mullerian anomaly, corneal resections)
· Previous uterine rupture

· Woman requesting Elective Repeat Caesarean Section (ERCS)

Implementation:
· Continuous Electronic Fetal Monitoring will be used during labour. Any sign or symptoms of uterine rupture will be reported to the physician immediately.
· Careful monitoring for signs and symptoms of uterine scar rupture includes:
· Abnormal fetal heart tracing

· Vaginal bleeding

· Hematuria

· Maternal tachycardia, hypotension or hypovolemic shock

· Increased ease of abdominal palpation of fetal parts

· Unexplained elevation of the presenting part

· Acute onset of scar pain or tenderness (seldom masked by an epidural; this sign is neither sensitive nor specific)

· Chest pain, shoulder tip pain and/or sudden shortness of breath

· A change in uterine activity (decrease or increase) is an uncommon and unreliable sign

Induction/Augmentation of VBACs:
· Oxytocin is not contraindicated, but careful surveillance is recommended as is the consideration of the maximum dose administered. Only low dose protocol is to be used for oxytocin inductions of VBACs.
· A foley catheter may be safely used as a cervical ripening agent. 
· Prostaglandins (including Misoprostol) have been associated with increased risk of uterine rupture and should not be used
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