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ABSTRACT

Background: Many women who are eligible candidates for a VBAC (Vaginal Birth after Caesarean) in the current
pregnancy opt for a repeat LSCS (Lower Segment Caesarean Section) as a mode of delivery. We decided to evaluate
the proportion of patients who opt out of a VBAC and to study the causality of this trend.

Methods: All patients who presented to the Dept. of OBG in our institution and were eligible to have a VBAC were
included in the study till the sample size of 100 cases was met. Consultant opinion was sought prior to deciding the
mode of delivery.

Results: Incidence of patients of previous one LSCS who were not willing for VBAC was 4%, out of total number of
deliveries and 30.7%, out of all cases of patients with previous one LSCS. The reason for not opting for a VBAC in
the current pregnancy in the majority of the eligible patients was the desire for a concurrent sterilization procedure.
Others cited apprehension of a scar rupture or fear of labor pain or both as their primary reason for opting out of a
VBAC.

Conclusions: The high incidence of ERC (Elective Repeat Caesarean) as compared to TOLAC (Trial of Labour after
Caesarean) has long-term clinical and financial implications. Counseling given to the pregnant woman with an
emphasis on the advantages of VBAC in order that she opts for a VBAC with confidence and enthusiasm is the only
way forward.
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INTRODUCTION

Caesarean section has become the commonest surgery
performed on women during the child bearing years. In
the subsequent pregnancy after caesarean section, the
mode of delivery is either an elective caesarean section
(ERC) or a wvaginal birth after caesarean section
(VBAC).! Though vaginal delivery after caesarean
section (VBAC) is actively encouraged, numbers of
women willing to attempt VBAC are on the decline.? It
was also seen that when rates of VBAC increased there
was also a rise in the associated complications like
uterine rupture.> This resulted in worsening the

perception towards VBAC. The routine use of transverse
incision on the lower segment of the uterus during
caesarean section gives a good healing and a subsequent
strong scar on the uterus so that the women can withstand
labour easily in the next pregnancy, however, a sense of
security makes the mother and physician opt for a repeat
caesarean section.*5 Patients with previous two or more
cesareans are always offered an elective repeat cesarean
section (ERCS) in present institution whereas patients
with previous one LSCS are offered a VBAC (Vaginal
Birth after Caesarean) provided they satisfy the
prerequisites for a VBAC. Majority of women who had
an LSCS in the previous pregnancy for a multitude of
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non-recurring indications are eligible for a VBAC;
however, they do not consent for a vaginal delivery in
this pregnancy. We decided to study this trend to observe
the proportion of patients who opt out of having a VBAC
and to evaluate the causes for the same.

The objectives of the present study were to study the
proportion of candidates those are eligible for; but are not
willing for VBAC. To study the reasons for non-
acceptance of VBAC.

METHODS

This study was conducted in the Department of OBG in a
tertiary institute. Patients with previous one LSCS who
are eligible for a VBAC in the current pregnancy. The
design of the study was observational and descriptive in
nature.

Inclusion criteria

e Women with a single prior caesarean section,
singleton pregnancy in cephalic presentation at > 37
weeks with no cephalo-pelvic disproportion as
decided by the treating consultant.

e Absence of complicating obstetric factor precluding
a vaginal delivery in this pregnancy like placenta
praevia, transverse lie, multiple pregnancy etc.

Exclusion criteria

e Women with more than one prior caesarean section;
previous vertical/ inverted T incision.

e Women with previous uterine rupture or perforation,
previous uterine surgeries like hysterotomy or
myomectomy which entail opening of uterine cavity.

All patients who presented to the Dept. of OBG and who
were eligible for but not willing for a VBAC were
included in the study till the sample size of 100 cases was
met.

Consultant opinion was taken in deciding the mode of
delivery. Interview was conducted with the help of a
questionnaire. Subjects were explained about their
eligibility for a VBAC and the risks associated with a
VBAC. Informed consent was taken.

RESULTS

We interviewed pregnant patients with previous one
LSCS who reported to the department of OBG over a
period of six months from October 2015 to March 2016
till the sample size of 100 cases was met. The total
number of deliveries during this period was 2478 out of
which 1663 were vaginal deliveries (67.1%) while 815
were LSCS deliveries (32.8%).

The total number of patients with previous one LSCS was
325 (13.1%). Of these, 100 were not willing for VBAC
and hence were included in the study. A total of 165
patients were taken for LSCS for other indications. We
had a total of 60 VBAC deliveries in this study period
giving a proportion of 18.5%. The results obtained were
as follows:

e Age: The majority of the patients were spread over
the age group of 20-35 years with the maximum
number in the 20-25 age groups.

e Education: Most of the patients were educated up to
twelfth standard.

e Religion: Maximum numbers of the patients were
hindus (Table 1).

Table 1: Socio-demographic variables.

1 35 23
. <X X-XI1
Education 32 57
Religion Hindu Muslim
g 76 17

e Gravida: The highest numbers of patients were in
their second pregnancy (Table 2).

Table 2: Obstetric profile of the participants.

68 23 9 100
Gestation <37 37.1-40 >40.1 Total
inweeks 17 82 1 100

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

28 12 1 100
Graduate
1 100
(7:hr|st|an 100

e Period of gestation: Most were at term, that is,
between 37 and 40 weeks.

e Indication for previous LSCS: The indications for the
previous LSCS done in these patients were varied.
The maximum were done for meconium stained
amniotic fluid followed by CPD (Figure 1).

Incidence of patients of previous one LSCS who were not
willing for VBAC out of total number of deliveries was
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found to be 4% whereas it was found to be 30.7% of all
cases of patients with previous one LSCS.
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Figure 1: Indications for previous LSCS.

e Reason for not wanting a VBAC in the current
pregnancy: Majority of the patients opted out of
having a VBAC in the current pregnancy despite
being eligible to undergo it as they wanted to have a
concurrent sterilization procedure. Others cited fear
of a scar rupture or fear of labor pain or both as their
primary reason for opting out of a VBAC (Table 3).

Table 3: Reasons for refusal of VBAC.

Desirous of concurrent ligation 55

Fear of scar rupture 14

Fear of pain 27

Fear of pain and scar rupture 4

Total 100
DISCUSSION

The incidence of LSCS both primary and repeat is
continuously on the rise.® This rising incidence of LSCS
worldwide is a big concern today in obstetrics.” This is
mainly due to cases of breech presentation and of
previous LSCS needing a repeat LSCS.® The number of
women opting for VBAC have decreased and importantly
it has been shown to be due to a change in the doctor and
patient perception of the dangers involved in a VBAC
rather than a change in the characteristics in the clinical
profile of the patient.®

More than half of the women in the study group (55%)
opted for an ERC as they wanted a concurrent
sterilization at the time of the second LSCS. This was in
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spite of the explanation that a small mini laparotomy
incision for a puerperal ligation is always better than a
big incision for a major laparotomy and the complications
in the former are less as well. The remaining women
cited fear of labor pain, fear of scar rupture or both as the
reason for refusal of a VBAC. Cases of maternal request
for a repeat LSCS are on the rise.> Women refusing
VBAC are contributing to the increasing rates of
caesarean section.'® The preference of the woman always
has to be given importance.!* Women preference for the
mode of delivery is influenced by their personal, social
factors and their understanding of the risks and benefits.?
It also depends on the attitude of the family, community
and health care professionals involved.?? It is not
advisable to force a women unwilling for VBAC to
undergo vaginal delivery.®* The woman and her
obstetrician together should make an informed choice.®®

Counseling forms a very important part of the
management of such cases. Both modes of delivery
namely, VBAC and ERC have their own advantages and
disadvantages.® Patients and family should be informed
about chances of abnormal placentation like placenta
previa and morbidly adherent placenta in pregnancies
subsequent to LSCS.* Extensive and sustained
counseling throughout the antenatal period and more
importantly at term, given to the pregnant woman, with
an emphasis on the advantages of VBAC so that she opts
for a VBAC with confidence and enthusiasm is the only
way forward.
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