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Vaginal Birth After Cesarean Section
(VBAC) at Yasothon Hospital:
Al12 Year Descriptive and Retrospective
Analytic Study
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Abstract Fifty two cases of vaginal birth after cesarean delivery (VBAC) were retrospectively anglyzed
during october 1, 1995 - september 30, 2007. Comparisons were made with 92 singleton pgregnant
women (non-VBAC) as a control group, employing descriptive statistics, t-test and chi-square,| There
was no any serious maternal complication except a case of neonatal death. Yet no strong indication
against or for VBAC emerged. However, once the outcomes were positive VBAC showed more
significant advantages on less blood loss and length of postpartum maternal and baby hospital stay.
Further study is needed in order to develop effective medical indications.
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Introduction in 1996 was 20.6 percent after reaching a peak of 24.7

For most of this century, “once a cesarean, alwaysercent in 1988. In Thailand, the rate of cesarean deliv-
a cesarean” was the rule in the United States. In thery in 1987 was 14.8 percent then reaching a high of
1980s, vaginal birth after cesarean grew in popularit22.1 percent in 1993 and 20.7 percent in the year #999.
and the pendulum began to swing away from routine re-  One-third of these operative deliveries were re-
peated cesarean delivery. Recently, the wisdom of thigeated cesareans. The United States Department of
transition has been questioned. As the 20th centuiealth and Human Services set a national health objec-
comes to a close, the management of patients with a pritiwe to reduce the overall rate of cesarean delivery to 15
cesarean delivery remains controver§ial. percent by the year 2010 Vaginal birth after cesarean

The rate of cesarean delivery in the United Statedelivery (VBAC) may be one of that policy. Cesarean
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deliveries increased as a proportion of all deliveries iadmission, duration of different stages of labour, forceps

the United Kingdom during the past decade, and the pror vacuum extraction, intrapartum maternal complica-

portion of vaginal delivery after prior cesarean decreasetions, Apgar scores, perineonatal conditions, peripartum

Still, the proportion of cesarean deliveries is lower andnaternal conditions, fetal birth weight, estimated blood

the proportion of vaginal deliveries after prior cesareaitoss, fetal presentation, and length of hospital stay of both

is higher in the United Kingdom than in the Unitedmother and baby.

States? Possible benefit of VBAC is decreasing the rate Descriptive statistics were used to describe the

of cesarean delivery, but rupture of uterine incisional scaratient’s characteristics. Student-t test and chi-square

may occur, resulting in maternal and neonatal death. testwere used in the comparison between the two groups
In the last 12 years at Yasothon hospital, in northas appropriate at 0.05 level of significance.

eastern Thailand VBAC plan had not been recommended _ o

in any pregnant women who had history of prior Cesalj_ncluson criteria

ean delivery. The cases of VBAC however, had deliv-  Cases consisted of

ered in many patterns. The obstetricians have had dif- 1. Delivered at 28 weeks of gestation or more
ferent opinions in the group of these patients as the prac- 2. Singleton pregnants who had diagnosed low
tice still remains controversial. These cases were s&ansverse incision previous cesarean section and had
lected and counseled case by case. vaginally delivered.

This retrospective study was aimed to describe epi-  Exclusion criteria
demiology and analyze maternal and neonatal outcomes 1. Birth before arrival (BBA)
comparing the group of VBAC with the group of 2. Multiple pregnancy
pregnants who had history of prior cesarean delivery and 3. Fetal anomalies
continued to deliver by cesarean section. 4. Intrauterine fetal death

M ethodology Controls consisted -of the other 9? singleton preg-

nant women who had history of previous cesarean sec-

A retrospective analytic study was conducted afion and delivered by cesarean sections at the time of

Yasothon hospital during October 1, 1995 and Septergelivery before and after the time of delivery of the cases
ber 30, 2007. Data collection was based on databage1, controls : cases).

1995 and september 2007 including 40,084 pregnanfg data analysis.
delivered at 28 weeks of gestation or more. Singletonor  The present study was reviewed and approved by

multifetal pregnants who had been diagnosed with lowhe Ethics Committee, Yasothon hospital.
transverse incision previous cesarean section and had

vaginally delivered were selected. Results

Medical records of these women were reviewed.  There were 52 cases of vaginal birth after cesarean
Data collection included maternal age, gestational aggelivery (VBAC) during the period of this study account-
parity, previous indication of the previous cesarean segg for 12.97 per 10,000 deliveries. Most were second
tion, delivered in hospital or birth before arrival (BBA), parity (45 cases), while 6 were third pariy only one of

interval between labor room admission and the time Gburth parity. None ever had prior vaginal birth after
delivery, cervical dilatation at the time of labor roomcesarean delivery (VBAC).
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Table 1 Maternal Characteristics

Means SD Min-Max
Age (years) 25.65 3.25 21-39
Gestational age (weeks) 37.5 241 29-42
length of time at labor room admission to the time of delivery (minutes) 94.93 71.46 2-300
Estimated blood loss (mls) 322.82 95.28 200 - 700
Fetal birth weight (grams) 2,448.04 321.99 1,250 -3,150
Length of maternal hospital stay (days) 2.13 0.859 1-5
Length of hospital stay of baby (days) 2.13 0.859 1-5

All patients with VBAC did not have postpartum Table2 Prior indications of the previous cesarean sec-

explorlaparotomy to identify uterine scar. The clinicians tion

examined intrauterine scars by vaginal approach and Prior indication of the
- . . . n (cases) Percent
finding showing no trace of scar rupture. Three cased’r€vious cesarean section

had postpartum hemorrhage (defined as more than 56@ilure to progress 24 46.15
ml) due to uterine atony and were managed by oxytociff.rémature ruptured of 15 28.84
. . éhe membrane
Baseline characteristics of pregnant women showe

) Abnormal fetal presenting 6 11.53
maternal age of 25.65, 3.25 years, gestational age 37!—15S7pertensive disorder

9.61
2.41 weeks. Length of time at labor room admission t@ther 2 3.84
the time of delivery 94.93, 71.46. (Table 1) Total 52 100.00

Most of prior indications of the previous cesarean

section were failure to progress 46.15 percent, followed
Table3 Cervical dilatation at the time of admission at
by premature rupture of the membrane, abnormal fetal

labor room
presenting, hypertensive disorder and other indication
(Table 2). n (cases) Percent
It was reported that birth before arrival (BBA) was3 ¢ms or less 10 19.2
. . . -7 12 23.07
7.69 percent and duly excluded. Cervical dilatation a ems 3.0
_ o 8 - 10 cms 26 50.00
the time of admission at labor room 8-10 cms was 58i1th before arrival (BBA) 4 769
percent. (Table 3) Normal delivery was reported in 50 Total 52 100.00
percent of the cases while instruments assisted delivered
about 46 percent. (Table 4)
After the exclusion of the 4 BBA and 2 cases WithTabIe4 Types of delivery
multiple pregnancy the 46 singleton pregnant women n (cases) Per cent
VBAC were included to compare with the controls of 92\ormal delivery 26 50.00
pregnant women. Only blood loss, length of maternafacuum assisted 23 44.24
hospital stay and length of hospital stay of baby of ht€reech assisted delivery 2 3.84
. L F ist 1 1.92
cose differed significantly from those of the control. orceps assisted o
Total 52 100.00
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Table5 Comparison of the maternal and neonatal characteristics

Characteristics Cases (n=46) Controls (n=92) p-value
Maternal age (years) mean, SD 25.65, 3.25 26, 3.66 0.586
Gestational age (weeks) mean, SD 37.5, 2.42 38.35, 2.65 0.063
Estimated blood loss mean, SD (ml) 322.82, 95.28 797.82, 39.16 <0.01
Apgar score at 1 min < 7* 4 6 0.791
Neonatal death* (cases)

yes 1 0 0.156
no 45 92
Fetal birth weight mean, SD (g) 2,448.04, 321 2,560.76, 443 0.092
Sex of newborn*
- female 24 50 0.809
- male 22 42
Length hospital stay mean, SD
maternal 2.13, 0.86 4.09, 0.44 <0.01
baby 2.13, 0.86 4.09, 0.44 <0.01

Differences of meang compared by t-test
*Chi-sguare test

Discussion e . . .
With Increasing cesarean section rates In every

This study showed the characteristics and epidecountrie§-*"® vaginal birth after cesarean delivery
miology of VBAC in Yasothon province hospital. Case(VBAC) was focus as a choice for pregnant women. A
- control study comparing VBAC and the group of ce-meta-analysis had argued for trials of labor for more
sarean delivery in pregnant women with prior cesareapomen after a cesarean bifthA study, to determine
scar showed significant better maternal and neonatapinions of obstetrician-gynecologists regarding vagi-
outcomes in terms of less blood loss and shorter lengthal birth after cesarean section(VBAC) and elective ce-
of hospital stay for both mothers and newborns. sarean section showed fifty-nine percent of physicians

Studies on the success rates of vaginal birth aftevould perform a primary elective cesarean section, and
cesarean delivery (VBAC) in pregnant women with priorsixty-seven percent would perform a primary elective
cesarean scar in many hospitals have been repofted.cesarean section specifically to prevent pelvic floor dis-
The pregnants who had prior vaginal delivery have hadrdersi©
more success of a trial of labor in vaginal birth after ce-  Hypoxic-ischemic encephalopathy was diagnosed
sarean delivery (VBAC). Several cesarean deliverie 3 neonates and one neonate died in a study of 23 cases
could be avoided by the VBAC poli€yA study showed of complete uterine rupture among 2233 trials of labor
the patient’s advocacy rate for VBAC was 66.7 per cerdfter a previous low transverse cesarean delivery. They
and the success rate of VBAC after trial of labor wagoncluded that prompt intervention did not always pre-
54.4 per cent. Unlike other previous reports, the failurgent severe metabolic acidosis and neonatal morkidlity.
rate of VBAC was rather high. This was associated with At Yasothon hospital, physicians have had differ-
many factors such as change of mind due to labor®ainent opinions and clinical experiences in the group of these

s 1STIMS WIS, Y WeEEs T ocr iGN @ ST evet



Vaginal Birth after Cesarean Section (VBAC) at Yasothon Hospital: A 12 Year Descriptive and Retrospective Analytic Study

patients. This study showed the mean length of time abncerning VBAC was given to the pregnant women who
labor room admission to delivery was only about 37 minkhad previous history of cesarean delivery by many clini-
utes compared to that of the other study reporting at abociins® If the cesarean section rates were to be decreased,
300 minute$!? It was shown that the team was still muchtogether with better of the maternal psychological health,
more concerned about rupture of uterine scar and setire pregnant women should discuss and be counseled
ous complications compared to some sttidy’As such, about VBAC with their physicians.
at Yasothon hospital women after a cesarean birth were A prospective multicenter comparison study con-
selected and counseled case by case. As a result, thelieded labor after previous cesarean delivery has a 75
was no maternal mortality from VBAC within the 12 percent success rate, with a risk of uterine rupture of less
years. No difference in neonatal death between the tviban 1 percent. Neither repeat cesarean delivery nor trial
groups could be observed (p-value 0.156, table 5). Hovef labor is risk-free. With careful supervision, trial of
ever a larger prospective or controlled trial in this hospilabor eliminates the need for a large proportion of repeat
tal was still not possible. cesarean operatiofi8. Likewise this retrospective study

In a recent study the authors concluded that at terin a small general Yasothon hospital which had no seri-
pregnant, the risk of uterine rupture and adverse perinaus maternal complications endorses such noble attempts.
tal outcome for women with a singleton and prior cesar-
ean delivery was low (3 per 1,000 women) regardless of Conclusion

mode of delivery. Maternal complications occurred in This descriptive and case - control comparison

3-8 percent of women within the five delivery gros. - sy,dy had presented some useful information, the
Many studies about the predicting factors and succeggynificances were less blood loss and less in the length
rates of trial of labor have been preseritét) of postpartum maternal and baby hospital stay, of the

In Thailand, two pioneer studies on VBAC includedgccess VBAC group. Any large controlled trial study

66 cases of a eligible women underwent trials of bor 1, settie the controversial case of VBAC should be at-
and 118 cases VBAC in the more recent prospective d?émpted.

scriptive stud{’. The success rates were at 76 and 54.4

percent. No uterine rupture or serious complications were Acknowledgements

reported in both. The author wishes to thank the Yasothon hospital

There were oxytocin used in the former study, iNRerearch Center for the permission and assistance.
strument assisting delivery used at second stage of labor

only at 40 percefit), lower than over 46 percent at
YaSO'[hon hOSpItal References

This study demonstrated basic characteristics of the; - gjamm BL. Once a cesarean, always a controversy.

success VBAC without maternal complications. Itcould  Obstet Gynecol 1997; 90:312-5.

not strongly demonstrated the factors to be consideredt Teerawattananon Y, Tangcharoenansathien V,
Srirattana S, Tipyasothi P. Twelve years of pattern of

in options VBAC or non - VBAC. It had shown the hospital delivery in Thailand: 1990-2001: a national
statistical differences of less blood loss and shorter length  survey. International Health Policy Program, Thai-

of postpartum maternal hospital stay of the success land. Journal of Health Science 2003; 12:1-18.
3. Chung A, Macario A, El-sayed YY, Rilet ET, Duncan
VBAC group.

B, Druzin ML. Cost-Effectiveness of a trial of labor
In thailand, systematic non-directive counseling after previous cesarean. Obstet Gynecol 2001; 97:932-

SII1680 Journal of [Health Science 2008 Vol. 17 Supplement III



A1snaantasnaenly asnsATsfiiaeidnnaeayasIeniinies (VBAC) iilsonguasl 65 giinsuasAinssinuisuiisudounds 12 U

10.

11.

41.

Black C, Kaye JA, Jick H. Cesarean delivery in the
United Kingdom Time Trends in the General Practice
Research Database. Obstet Gynecol 2005; 106:151-5.
Hendler I, Bujold E. Effect of prior vaginal delivery
or prior vaginal birth after cesarean delivery on ob-
stetric outcomes in women undergoing trial of labor.
Obstet Gynecol 2004; 104:273-7.

. Tongsong T, Jitawong C. Success rate of vaginal birth

after cesarean delivery at Maharaj Nakorn Chiang Mai
Hospital. J Med Assoc Thai 2003; 86:829-356.
Resnik R. Can a 29% cesarean delivery rate possibly
be justified? Obstet Gynecol 2006; 107:752-4.
Chanthasenanont A, Pongrojpaw D, Nanthakomon T,
Somprasit C, Kamudhamas A, Suwannarurk K. Indi-
cations for cesarean section at Thammasat University
Hospital. J] Med Assoc Thai 2007; 90:1733-7.

Rosen MG, Dickinson JC, Westhoff CL. Vaginal birth
after cesarean delivery : a meta - analysis of morbid-
ity and mortality. Obstet Gynecol 1991; 77:465-70.
Kenton K, Brincat C, Mutone M, Brubaker L. Repeat
cesarean section and primary elective cesarean sec-
tion: recently trained obstetrician-gynecologist prac-
tice patterns and opinion. Am J Obstet Gynecol
2005;192 :1872-5; discussion 1875-6.

Bujold E, Gauthier RJ. Neonatal morbidity associated

12.

13.

14.

15.

16.

17.

18.

with uterine rupture: what are the risk factors? Am J
Obstet Gynecol 2002; 186:311-4.

Saropala N, Suthutvoravut S. The outcome of the first
VBAC program in Thailand. Int J Gynaecol Obstet
1999; 64:307-8.

Spong CY, Landon MB, Gilbert S, Rouse DJ, Leveno
KJ, Varner MW, et al. Risk of uterine rupture and
adverse perinatal outcome at term after cesarean de-
livery. Obstet Gynecol. 2007; 110:801-7.

Flamm BL, Geiger AM. Vaginal birth after cesarean
delivery. An admission scoring system. Obstet Gynecol
1997; 90:907-10.

Troyer LR, Parisi VM. Obstetric parameters affecting
success in a trial of labor: Designation of a scoring
system. Am J Obstet Gynecol 1992; 167:1099-104.
Rosen MG, Dickinson JC. Vaginal birth after cesar-
ean: a meta analysis of indicators for success. Obstet
Gynecol 1990; 76:865-9.

Dinsmoor MJ, Brock EL. Predicting failed trial of la-
bor after primary cesarean delivery. Obstet Gynecol
2004, 103:282-6.

Flamm BL, Goings JR, Liu Y, Wolde-Tsadik G. Elec-
tive repeat cesarean delivery versus trial of labor: A
prospective multicenter study. Obstet Gynecol 1994;
83:927-32.

s 1STIMS WIS, Y WeEEs T ocr iGN @

Sllbco



Vaginal Birth after Cesarean Section (VBAC) at Yasothon Hospital: A 12 Year Descriptive and Retrospective Analytic Study

unAata  MISAaBANIYTeINasn I Gl%ﬁiiﬂ‘ﬁﬁﬁmﬂﬁ1ﬁlﬂﬂaﬂﬂqﬂiﬂ1dﬁﬁ1ﬁlﬂd (VBAC) fﬁia—
wenwagl 59 guAMInazdmNsinfSeumeudounas 12 I
Inen IamsealnIn
LA asuinyine lsawenasl 59, ol 59
915 133%115 157504 ¥ 2551; 17:SI11676-82.

& g

lugiiamsuasmaiinnzidounds 12 Yveamsnaoanavosnaoalu a3nansadiingrida
ﬂaa@ummwﬁwﬁm (VBAC) ﬁiiiWU?UTﬁﬂI 9 52 919 L‘]J‘%'ﬂmﬁﬂuﬁ'nncjummu (non-VBAC)
92 710 lagl¥ AdFamssann mma eumiiuazla umf linunzumandeoumaniaifious
ugegnla wumsaesveaminlinuiia 1 e nmafSeudisunununguauguuideyada
tiosfiazanthofiinuaaeayaslasitriidanasananiifes wisnaaeaneresnasaldodn
Yasassiansmuazmaniiodla udwuiidinaoamasosnasald S sideldnoume 84
i uladte my gy wideauasszsznaimainiiuszesndinaeanansmuasmanlulaweng agls
fawanstimsneifidodn 9 vosdesesnaniiung

o o @ ] 45 dd' v v LR a d = £ w
M A MInaeamtesnasali aIRIATIATIABRIAARBAYAIMNIMIIIBY, InneinSsumandeunas,
Uszmalneg

SII1682 Journal of [1ealth Science 2008 Vol. 17 Supplement 11T



