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Abstract
In pregnant women with two past caesarean
sections where clinical indications for elective
delivery are evident an elective repeat caesarean section is warranted. Although some
women with two past uterine scars are suitable
for a trial of scar, it is not offered due to an over
exaggeration of perceived risks and the inability
to deal with a failed trial of scar in a society
where only the benefits of caesarean section are
deep rooted. There is evidence to support that
VBAC-2 has a favorable outcome in a subset of
carefully selected well informed women.

Introduction
Edward Craigen speaking before the Eastern
Medical Society of New York in 1916, pronounced
‘once a caesarean, always a caesarean’. However this
was at a time when most caesarean sections were
classical caesarean sections and although the practice
changed to a low transverse caesarean section the
notion held sway and took almost half a century for
the obstetrician to recognize the feasibility of vaginal
birth after a caesarean section (VBAC). Trial of vaginal
birth after a previous caesarean section is now an
acceptable option1-6. However, women wishing a trial
of vaginal birth after two caesarean sections (VBAC-2)
are generally not allowed to as the subject of VBAC-2
have not received its due consideration among
obstetricians. Due to over exaggeration of complications
and misinformation regarding efficacy 7 women
requesting such trials are discouraged and may even
receive conflicting advice.
The evidence
In a meta-analysis7 of 17 papers involving 5666
patients of VBAC-2, a majority 71.7% (4064/5666)
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achieved a vaginal delivery. In a subgroup analysis
of VBAC-1 versus VBAC-2; 76.5% (38 814/50 685)
following VBAC-1 and 71.1% (3276/4565) following
VBAC-2 achieved a successful vaginal delivery.
Associated uterine rupture rate of 1.59% versus 0.72%
(p < 0.001) and hysterectomy rate of 0.56% versus
0.19% (p = 0.001) was observed in VBAC-2 and VBAC1 respectively. Though the absolute figures of
complications were low the figures show a difference
between the two groups and thus would suggest that
if complications were to occur they were likely to be
more serious in the VBAC-2 group. Although these
figures suggest that VBAC-1 has a better outcome
compared to VBAC-2, the more rational and logical
comparison would be between VBAC-2 and elective
repeat caesarean section (ERCS) as previous surgery
would have a higher background risk and the
available alternative to women with two CS is an
ERCS8. Subgroup analysis of VBAC-2 versus ERCS in
the meta-analysis by Tahseen7 showed comparable
hysterectomy (0.4% versus 0.63%), transfusion (1.68%
versus 1.67%), postoperative febrile morbidity (6.03%
versus 6.39%) and neonatal morbidity (8.49%
versus 8.85%) rates. Outcomes of VBAC-2 have been
published over the last two decades and evidence
suggests that VBAC-2 has a similar morbidity to ERCS9-25.
Cahill et al26 studied the safety and success of
vaginal delivery after 3 or more caesarean sections.
Although there was measurable maternal morbidity,
it did not differ significantly by mode of delivery. This
suggests that the morbidity associated in women with
two CS may actually be more related to the parity
rather than the mode of delivery.
The above studies spanned over a period of more
than two decades and the number of women having a
trial of labour after two CS varied from 9% to 69% in
different studies. This indicates the heterogeneous
nature of the study populations. Furthermore there is
also the possibility of over-representation of favorable
results in the published literature. However it is
obvious that, avoidance of major abdominal surgery,
shorter hospital stay5 with early mobilization, reduced
risk of thromboembolic events in the postpartum
period27 , and reduced risk of morbidly adherent
placenta in subsequent pregnancies, are advantageous to the mother when delivered vaginally5.
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The benefits to the newborn include lesser risk of
respiratory problems as the incidence of persistent
pulmonary hypertension was found to be almost
fivefold higher in those delivered by caesarean
section28. A large population based cohort study done
in Norway showed that children delivered by
caesarean section had a 52% increased risk of asthma
compared with vaginally delivered children (adjusted
hazard ratio [HR] = 1.52; 95% confidence interval [CI]
= 1.42-1.62). A stronger association was observed in
those delivered by elective CS compared to emergency
CS with 59% (HR = 1.59; 95% CI = 1.44-1.75) and 42%
(HR = 1.42; 95% CI = 1.25-1.61) risk respectively29.
These findings may have important implications
when obtaining consent prior to an elective caesarean
section in future.
However a subgroup analysis of VBAC-2 versus
ERCS revealed rates of perinatal death or asphyxial
injury as 0.09% with VBAC-2 versus 0.01% with ERCS
(P = 0.14)7 , although the difference may not reach
statistical significance it may be clinically important.
It must also be borne in mind that the data is about
one to two decades old and hence the neonatal
morbidity figures may not be representative of current
practice given the considerable advances in neonatal
care in recent years.
The circumstances
In some women with two previous scars an
elective caesarean section is inevitable; these
situations include a weak scar, a recurrent indication,
an obstetric problem or a scenario where a safe vaginal
delivery is not feasible. The strength of the scar would
be of pivotal concern as it is related to the risk of uterine
rupture. A weak scar may be due to an incision other
than a low transverse incision such as an upper
vertical, low vertical, inverted T or a J, which will
render the uterus more prone to rupture6. In addition
to this another factor which will affect the strength of
the scar is the quality of its repair. Though one may
suggest that the strength of the scar would be poorer
in women with single layer closure there is no
evidence to support this contention. In fact evidence
from a retrospective study showed that there was no
difference in the rate of uterine rupture in women who
had a single layer closure as opposed to a double layer
closure30. Recurrent indications such as contracted
pelvis or uterine anomaly would render a vaginal
delivery unsafe as would a patient with a medical
complication which necessitates early delivery such
as preeclampsia. In women with abnormal placentation the decision is obvious as vaginal delivery is
not feasible.
Macones 20, Phelan23 and Hansell17 noted better
prospects for successful VBAC-2 in women with a
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previous vaginal birth, as for VBAC-1 where women
who had a prior vaginal birth in addition to one prior
caesarean delivery were more likely to have a
successful VBAC attempt compared with women
without a prior vaginal birth. Macones et al20 also
concluded that the majority of ruptures occurred in
women either induced or augmented and in those who
had not had a previous vaginal delivery. Thus it would
seem reasonable to target VBAC-2 attempts in those
with a previous vaginal delivery and avoid induction
or augmentation to reduce the risk of rupture. The
American College of Obstetricians and Gynecologists'
recommendation too is that for women with two prior
caesarean deliveries, only those with a prior vaginal
delivery should be considered for a trial of scar5. Our
personal experience too suggests that VBAC-2 in
women with a history of previous vaginal delivery
who go into spontaneous labour have a favorable
maternal and fetal outcome. These women without
an indication for an ERCS were carefully evaluated
with regard to the quality of scar and cephalo-pelvic
disproportion before embarking on a VBAC-2.
Although febrile morbidity has significantly reduced
after the advent of broad spectrum antibiotics 7 ,
concern regarding postoperative infectious morbidity
continues to be a major concern as genital tract sepsis
has become the leading cause of direct maternal death
in the UK for the first time since these Confidential
Enquiries into Maternal Deaths commenced in 195231.
This is a cause for concern, particularly as it has
occurred against a background of an overall decrease
in maternal mortality.
Sri Lankan setting
Women with two previous caesarean sections
almost always undergo an ERCS in the next
pregnancy in most centres in Sri Lanka. One of the
misconceived reasons is that sterilization is required
after the third operative delivery. While the contention
is obviously wrong, higher failure rate of postpartum
sterilization, subsequent maternal regret and request
for reversal are factors against this practice. This
argument is conveniently forgotten when one or more
previous babies are not living. Other instances are in
women with two previous scars when presented with
a late second trimester miscarriage or an intrauterine
death where all measures including oxytocin and even
prostaglandins are experimented with in order to
achieve a vaginal birth.
There are unique problems in a developing
country such as Sri Lanka as most caesarean sections
are done by junior staff at varying levels of training
with limited resources in an overburdened health care
system. More often than not the degree of difficulty is
not assessed which would result in immediate
complications and implications for future pregnancies.
The possibility of adhesions and morbidly adherent
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placenta would render an elective repeat caesarean
section more hazardous in such a setting due to higher
blood loss, possibility of blood transfusion, visceral
damage, wound infection necessitating multidisciplinary care, more intensive post operative monitoring,
postoperative antibiotics and a longer hospital stay.
With such a backdrop of potential problems one may
question the safety of an ERCS.
The Society of Obstetricians and Gynaecologists
of Canada recommends that informed consent with
appropriate documentation should be an important
part in the management of patients with previous
caesarean sections4. This is another area of concern
as informed written consent is either taken for granted
or improperly obtained. The reasons for this are that
most patients are ignorant of their rights, lack of
knowledge about relevant evidence among staff, and
they are either too busy or not properly trained to obtain
informed consent.
Vaginal birth after a previous caesarean section
necessitates intensive monitoring of the labouring
mother and the fetus6. This is an area of concern as
health care resources are stretched and most units
would be incapable of providing such care at all times.
This is probably the perceived reason for ERCS in
most units. Available evidence suggests that VBAC1
in Sri Lanka is almost as safe as a VBAC1 in a
developed country32. This emphasizes the importance
of clinical judgment and careful patient selection as it
would compensate for the limitation in resources
which will have a bearing on the safety of VBAC2 as
well.
The challenges and limitations
There are many obstacles to overcome when
attempting VBAC-2. One main challenge is that there
is no reliable prospective method to judge the quality
of the scar which is the pivotal factor that determines
the risk of uterine rupture. Therefore we are forced to
review past notes to assess the type of uterine incision.
However due to inadequate documentation this may
be falsely reassuring. Assessment of the quality of the
repair too suffers from the same insult. Continuous
electronic fetal monitoring is recommended during a
VBAC but this could be offset by careful patient
selection and accurate clinical evaluation during
labour. However whether this is practically feasible
in our setting is debatable. Another dilemma arises
when some women though favourable for a VBAC-2
do not go in to spontaneous labour6. In a misinformed
society where only the benefits of caesarean section
are deep rooted it can be challenging to deal with a
failed VBAC. Though measures are in place for
emergency caesarean section it may be practically
difficult to attend to category I/II caesarean sections
in an under-resourced setting.
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Conclusion
In a pregnant woman with two past caesarean
sections; a weak scar, a recurrent indication, an
obstetric complication in the current pregnancy or a
scenario where a safe vaginal delivery is not feasible
an ERCS is indicated. It is now well established that a
trial of scar is an acceptable safe option in women
with one previous caesarean section. There is evidence
to suggest that VBAC-2 has similar morbidity
compared to elective repeat caesarean section. In a
subset of carefully selected well informed pregnant
women with two uterine scars a good outcome can be
expected if a trial of scar is offered following spontaneous onset of labour. The available evidence
suggests that those with a history of past vaginal
delivery have an even better chance of a successful
VBAC-2.
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