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Vaginal birth after cesarean (VBAC) can be defined as a vaginal childbirth by a woman, who has ha
cesarean delivery previously. 
cesareans due to the previous ones. Cesarean birth is a safe procedure when applied in accurate 
indications, but possesses some risks for the later pregnancies. These risks include cesarean deliveries 
for the later birth
complication risks, and increased risks of complications due to adhesions, placenta previa and accreta.
The rapid decrease in cesarean rates can be achieved by decreasing the primary cesarean rates an
increasing the vaginal birth rates after cesareans. Increasing the vaginal birth rates after cesareans in 
suitable cases is a recommended procedure to decrease the cesarean birth rates. This review presents the 
benefits and risks of VBAC for mother and f
counselling, factors increasing and decreasing the success, follow
in accordance with the current literature and guidelines.
 

 
 
 
 

 

INTRODUCTION 
 

Vaginal birth after cesarean (VBAC) can be defined as a 
vaginal childbirth by a woman, who has had cesarean delivery 
previously. In 1916, Edwin Cragin stated that if a woman gives 
birth by cesarean section, she would always have cesarean 
deliveries after then, by his famous quote “once a cesarean, 
always a cesarean”. Beginning from the 1960s, this “once a 
cesarean, always a cesarean” consideration has begun to be 
debated through a postulation that elective cesarean is not 
mandatory for a woman with a previous history of cesarean 
section, and the possibility of vaginal birth after a cesarean 
section has emerged. In 1981 in the USA, VBAC was declared 
as an important and recommended procedure that should be 
referred clinically after cesarean births with lower segment
transverse incision and American College of Obstetricians and 
Gynecologists (ACOG) has published the first VBA
in 1988 (1,2). 
 

Today, the most frequent reason for cesarean births is the 
elective cesareans due to the previous ones. The other reasons 
for the increased rate of cesarean births are fear of birth, 
advances in operation techniques and anesthes
advances in technologies for assessment of fetal wellbeing 
(doppler, NST, biophysics profile, etc.), advances in assisted 
reproductive techniques and emergence of a novel indication as 
precious baby, worries of women about their postpartum
functions, decreasing trends in instrumented birth techniques, 
increased number of doctors that sued due to the negative 
consequences during labor and delayed birth
carrier plans andconcerns for the future (3,4).
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ABSTRACT 

Vaginal birth after cesarean (VBAC) can be defined as a vaginal childbirth by a woman, who has ha
cesarean delivery previously. Today, the most frequent reason for cesarean births is the e
cesareans due to the previous ones. Cesarean birth is a safe procedure when applied in accurate 
indications, but possesses some risks for the later pregnancies. These risks include cesarean deliveries 
for the later birth-givings, longer hospitalization and recovery periods, 0.1
complication risks, and increased risks of complications due to adhesions, placenta previa and accreta.
The rapid decrease in cesarean rates can be achieved by decreasing the primary cesarean rates an
increasing the vaginal birth rates after cesareans. Increasing the vaginal birth rates after cesareans in 
suitable cases is a recommended procedure to decrease the cesarean birth rates. This review presents the 
benefits and risks of VBAC for mother and fetus, patient selection criteria, pre
counselling, factors increasing and decreasing the success, follow-
in accordance with the current literature and guidelines. 

Vaginal birth after cesarean (VBAC) can be defined as a 
vaginal childbirth by a woman, who has had cesarean delivery 
previously. In 1916, Edwin Cragin stated that if a woman gives 
birth by cesarean section, she would always have cesarean 
deliveries after then, by his famous quote “once a cesarean, 
always a cesarean”. Beginning from the 1960s, this “once a 

s a cesarean” consideration has begun to be 
debated through a postulation that elective cesarean is not 
mandatory for a woman with a previous history of cesarean 
section, and the possibility of vaginal birth after a cesarean 

the USA, VBAC was declared 
as an important and recommended procedure that should be 
referred clinically after cesarean births with lower segment 
transverse incision and American College of Obstetricians and 
Gynecologists (ACOG) has published the first VBAC guideline 

Today, the most frequent reason for cesarean births is the 
elective cesareans due to the previous ones. The other reasons 
for the increased rate of cesarean births are fear of birth, 
advances in operation techniques and anesthesia applications, 
advances in technologies for assessment of fetal wellbeing 
(doppler, NST, biophysics profile, etc.), advances in assisted 
reproductive techniques and emergence of a novel indication as 
precious baby, worries of women about their postpartum sexual 
functions, decreasing trends in instrumented birth techniques, 
increased number of doctors that sued due to the negative 
consequences during labor and delayed birth-giving age due to 
carrier plans andconcerns for the future (3,4). 

According to the annual health statistics of Turkey in 2015, 
cesarean birth rates are 17% in the world, 25% in Europe, 28% 
in developed countries, 32% in developing countries and 53% 
in Turkey (5). World Health Organization (WHO) has declared 
in 2002 that cesarean birth r
reasonable explanation in any part of the world and rates below 
5% and over 15% have the risk for maternal deaths.
 

When the cesarean rate is 15%, maternal
morbidity decreases, but higher rates increase ce
and causes harm rather than benefit both to mothers and their 
babies (6). Cesarean birth is a safe procedure when applied in 
accurate indications, but possesses some risks for the later 
pregnancies. These risks include cesarean deliveries for 
later birth-givings, longer hospitalization and recovery periods, 
0.1-2% of surgery-associated complication risks, and increased 
risks of complications due to adhesions, placenta previa and 
accreta (7,8). 
 

The rapid decrease in cesarean rates can be ac
decreasing the primary cesarean rates and increasing the vaginal 
birth rates after cesareans. Increasing the vaginal birth rates 
after cesareans in suitable cases is a recommended procedure to 
decrease the cesarean birth rates (9).
 

This review presents the benefits and risks of VBAC for mother 
and fetus, patient selection criteria, pre
counselling, factors increasing and decreasing the success, 
follow-up and planning and informing issues in accordance 
with the current literature and guidelines.
 

Pre-VBAC Assessment and Counselling
 

Vaginal birth can be recommended after explaining the risks 
and benefits to the women who had once or twice of lower 
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segment transvers incision cesarean birth and who do not have 
any risk factor for vaginal birth. The patients who request 
VBAC should be informed about this procedure is 
contraindicated if there is a history of hysterectomy, 
myomectomy or uterine rupture or any presence of placenta 
previa or presentation abnormalities (10). 
 

Maternal Benefits and Risks of VBAC 
 

VBAC has some important benefits including shorter 
hospitalization and recovery times and increased change of 
vaginal birth in later pregnancies and its success rate is about 
70-80%. Additionally, placenta previa and placenta accreta rates 
have significantly decreased after the application rates of 
VBAC have increased. The risk of placenta previa increases 
with previous cesarean birth history. This risk is 9/1000 in 
women with one previous cesarean, 17/1000 in women with 
two previous cesareans and 30/1000 in women with three and 
more cesarean births. Similarly, risk of hysterectomy also 
increases with previous cesarean births, 420/100,000 in women 
with one cesarean, 900/100,000 in women with two cesareans, 
and 8990/100,000 in women with five and more cesareans. 
 

The risks of placenta accreta, increate, and percreta also 
increases with increased number of cesarean births. Placenta 
accreta risk is 3/100 in women with one cesarean, 6/1000 in 
women with two cesareans and 24/1000 in women with three 
and more cesarean births (11). Significant decreases in these 
complications, also in other complications including chronic 
pain, ectopic pregnancy, still birth, infertility, bowel and ureter 
injury in later surgeries, adhesions and preoperative 
complications have been observed due to increased rates of 
VBAC (10,12,13). 
 

Most frequent complication of VBAC is uterine rupture (0.7%). 
Perinatal death, encephalopathy (0.5/1000) or hysterectomy 
(0.3/1000) may develop due to uterine rupture (14). 
Additionally, interventions during delivery, perinatal damage 
and urinary incontinence rates have been increased as VBAC 
became more prevalent. There is a 24- 28% of emergency 
cesarean risk during VBAC and risks of maternal mortality and 
morbidity, blood transfusion and endometritis increase in case 
of a failed VBAC. 
 

Fetal Benefits and Risks of VBAC 
 

Studies showed that VBAC decreases the possible respiratory 
problems of baby after delivery, which has a risk of 2-3% in 
VBAC and 3-4% in elective cesareans (15). But perinatal 
mortality outcomes are increased in VBAC when compared to 
planned cesarean births (11). Guideline of the French College 
of Gynecologists and Obstetricians (CNGOF) declared that the 
fetal, perinatal and neonatal mortality risks are low in VBAC, 
but still significantly higher than the elective cesareans (13). 
Another study has showed that the intubation and neonatal 
sepsis risk due to meconium-amniotic fluid increases, but 
respiratory problems are low in VBAC (16). Moreover, mother 
breastfeeds the baby more easily and mother-baby attachment 
develops faster after VBAC. The data in the literature is limited, 
but studies in few numbers showed that VBAC is associated 
with higher risk of hypoxic ischemic encephalopathy (12-
46/100,000 vs. 0/100,000). The studies about the brachial 
plexus damage revealed that the short-term brachial plexus 
damages are more frequent in VBAC, but birth traumas with 
long-term sequel risks were not significantly different (21). 
 
 

Patient Selection Criteria in VBAC 
 

American ACOG 2010 guideline reported that VBAC is “safe 
and suitable” for the women, who had one or two previous 
lower-segment transverse cesareans. Moreover, in cases with 
clinically suitable pelvis, VBAC can be tried safely if there is 
no uterine scar or rupture history. Same guideline also stated 
that VBAC can be administered in centers with capabilities of 
close monitorization and personnel support for gynecologist 
and obstetrician and anesthetist, in case of an emergency 
cesarean operation (12). 
 

Factors and Demographic Characteristics that Affect the 
Success of VBAC 
 

American ACOG 2010 guideline reported that strongest 
determinants of VBAC success are the previous vaginal birth 
and spontaneous labor (12). A study on the topic has revealed 
that success rate of VBAC is 87% and 61% in patients with and 
without a history of vaginal birth, respectively (14). This study 
also revealed that success rates are high if the previous cesarean 
was due to malpresentation, cervical opening is 4 cm or more at 
admission, and bishop score is suitable (14). 
 

ACOG declared that VBAC success decreases in cases of 
mother age over 40, non-white race, gestational week over 40 
weeks, maternal obesity, preeclampsia, fetus weight over 4000 
gr, short period between pregnancies, previous cesarean due to 
cephalopelvic disproportion and more than 3 previous cesarean 
births (16). 
 

Contraindications for VBAC 
 

American ACOG 2010 guideline reported that VBAC is 
contraindicated if there is a history of classic or T incision scar 
or wide transfundal surgery or a uterine rupture. VBAC also not 
recommended for cases with a medical or obstetric 
complication that prevents from vaginal birth (12). 
 

Uterine Rupture (18,19) 
 

Most frequent and important complication of VBAC is known 
to be uterine rupture (0.7/100). Uterine rupture risk is 0.47% in 
VBAC and 0.026% in elective cesarean (10). Most frequent 
clinical signs of uterine rupture are abnormal fetal monitor and 
fetal bradycardia, hemodynamic instability, sudden decrease of 
contractions, ascending of the presented part of the fetus, 
sudden abdominal pain and vaginal bleeding. Main factors that 
determine the uterine rupture risk are the type of incision, 
number of previous cesareans, number of previous vaginal 
births, period between pregnancies and induction during labor. 
Landon has reported that uterine rupture risk is 4-9% in case of 
a classical uterine scar, 4-9% in T incision, 0.8-1.1% in lower 
vertical incision and 0.5-1% in lower segment transverse 
incision. This risk was declared to be increased up to 32% if 
there is a history of uterine rupture (14). As a consequence, 
elective cesarean is recommended immediately for patients with 
a history of uterine rupture, once the fetus becomes mature. 
 

Uterine rupture risk significantly increases with no history of 
vaginal birth, induction especially with prostaglandins during 
labor, periods shorter than 18 months between pregnancies and 
fetus weight over 4000 grams. The rupture risk almost doubles 
if labor is induced during VBAC. The reviewed protocols all 
revealed that misoprostol significantly increases the uterine 
rupture risk in women with uterine scars (17,18). Some 
previous studies in the literature have evaluated the predictive 
value of lower segment thickness for uterine rupture risk, but 
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revealed that lower segment thickness changes with the 
gestational age and there is no absolute cut-off value to predict 
the rupture. 
 

Can Vaginal Birth Be Predicted in VBAC? 
 

Flamm et al. have developed a 10-point scoring system based 
on factors including age, history of vaginal birth, indication for 
previous cesarean and cervical dilatation and effacement at 
admission. Authors reported that success rates are 49% for 
scores 0-2 and 95% for scores 8-10 (19). Toryerve et al. have 
developed another scoring system based on previous 
dysfunctional birth, number of vaginal births, fetal heart beat 
trace and induction status (20). Nevertheless, both scoring 
systems lack of adequate sensitivity to predict the success of the 
delivery. 
 

Follow-up in VBAC 
 

Progression of delivery, level of fetal head and fetal heart beat 
should be closely followedup during VBAC. A continuous fetal 
monitorization is necessary since the first sign of a rupture is 
deterioration in fetal heart trace/bradycardia. ACOG declared 
that epidural anesthesia is not contraindicated in VBAC and can 
be used in suitable cases (12). 
 

Induction of Labor 
 

The cervical maturation in VBAC determines the rupture risk 
during induction. Landon MB study reported that induction of 
labor increases the rupture risk when compared with the 
spontaneous delivery. This study also showed that 44% of cases 
with uterine rupture after VBAC took prostaglandin ± oxytocin. 
ACOG 2010 guideline stated that oxytocin can be used, 
misoprostol is contraindicated and mechanical cervical 
maturating devices can be applied in VBAC. 
 

ACOG 2010 Recommendations 
 

Level A 
 

Counselling should be provided and VBAC should be 
recommended to a pregnant who has a single cesarean history 
with lower segment transverse incision. 
 

Epidural anesthesia can be applied in VBAC attempt. 
Prostoglandines should not be used for cervical 
maturation/labor induction in cases with previous cesarean or 
uterine surgery. 
 

Level B 
 

VBAC is not contraindicated for pregnants with two previous 
cesareans and can be recommended. 
 

Twin pregnancies with a history of single cesarean and without 
obstetric contraindications are candidates for VBAC. 
 

If a pregnant with a single cesarean has a low-risk for maternal 
and fetal outcomes, external cephalic version can be applied 
then. 
 

Labor induction with oxytocin can be applied due to fetal 
indications in VBAC attempt. 
 

VBAC is not contraindicated if there is no suspicion of classical 
incision in cases with unknown type of uterine incision. 
 

VBAC is not recommended for cases with a history of classical 
or T incision, rupture, major transfundal surgery and cases with 
contraindication for vaginal delivery due to obstetric reasons. 
 
 

Level C 
 

Appropriate conditions should be present for emergency 
cesarean if a VBAC will be planned. 
Decision for VBAC should be taken together with the patient in 
accordance with the counselling that provided by the doctor. 
Benefits and risks should be properly told to the patient. 
Informed consent should be taken. 
 

CONCLUSION 
 

Today, cesarean rates are increasing rapidly and it should be 
known that once a cesarean is not always cesarean anymore and 
VBAC is a successful option for the cases with past cesareans. 
VBAC is an important application to decrease cesarean rates. 
Health personnel should take sufficient training and information 
on this subject, patients should be informed evenhandedly by 
their doctors and VBAC should be recommended in suitable 
cases. 
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