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ABSTRACT 

 

  

Background: - Vaginal Birth after Cesarean section (VBAC) is associated with shorter maternal 

hospitalizations, less blood loss and fewer transfusions, fewer infections and fewer 

thromboembolic events than cesarean delivery 

Objective: - To assess factors associated with successful vaginal birth after one previous 

cesarean section in pregnant women who opted for trial of labor in alert hospital  

Methods: - A health facility based cross sectional Retrospective study design will be employed, 

in Addis Ababa city administration, Alert Hospital. Using single proportion formula a total of 

411 participant were selected by simple random sampling, the data was collected by means of 

structured check list. The data were entered, coded and analyzed using statistical package for 

social science (SPSS) version 25. Descriptive statistics of the collected data were performed for 

most variables such as socio-demographic, obstetric and health behavioral variables in the study 

using standard statistical parameters: percentage, means and standard deviation. To identify the 

factors associated with successful vaginal birth after one previous cesarean section, bivariate and 

multivariate logistic regression analyses were performed. Variables with p value < 0.05 during 

the bivariate analysis were included in the multivariate analysis to see the effect of confounding 

factors. Odds ratio with 95% confidence intervals and statistical significance P<0.05 were 

considered.  

Results: - A total sample of 411 participants were involved in the study, making response rate of 

98.6%. In the study participant who were parity of 3-4, and ≥ 5 had  22.3 times and 15 times 

increase the successful VBAC than participant of having para two ( AOR=22.3, 95%CI=17.72, 

28.24 and AOR=15, 95%CI=6.93, 32.59), whose primary c/s was done with indication of failure 

progress of labor had 98.7% less likely of successful VBAC than those of indication with fetal 

distress (AOR=0.013, 95%CI=0.002, 0.098) 

Conclusions: - This study concludes that factors associated with successful VBAC are 

associated with socio-demographic, obstetric and fetal characteristics analyzed for patients to be 

counseled for or against trial of labor. 

 



1 
 

1. INTRODUCTION 

 

1.1 Background 

The recent increase in total number of CS has been caused by a steady increase in primary CS 

And a persistent decrease in VBAC (1). Vaginal birth after cesarean section (VBAC) has been 

proposed as an option to reduce the increasing caesarean section (CS) rates for women with a 

history of CS because previous caesarean section has been found to the commonest cause of 

increased caesarean section rate in many part of the world and associated increased risk of 

maternal complications with repeat caesarean section and safety of VBAC, trial of labor for 

selected group of patients with previous scar has become a preferred strategy(2, 3). 

   

Vaginal Birth after Cesarean section (VBAC) is associated with shorter maternal 

hospitalizations, less blood loss and fewer transfusions, fewer infections and fewer 

thromboembolic events than cesarean delivery. Several reports have indicated that the absolute 

risk of uterine rupture attributable to a trial of labor is about 1 per 1000 (2, 3). A 60% to 80% 

success rate of vaginal birth after previous caesarean section has been reported by many authors 

if the primary caesarean was done for nonrecurring indications (4). Some of the non-recurring 

indications for caesarean section are: poor labor progress, fetal distress, placenta Previa, 

transverse lie, breech presentation, oblique lie, pregnancy induced hypertension and twins(1,3).  

  

British figures indicate that among women with a prior caesarean section, 33% will successfully 

achieve vaginal birth in the subsequent pregnancy. Again there was considerable variation across 

institutions ranging from 6% to 64% (7). One study in Lahore reported successful vaginal 

delivery in 70% of the patients and repeat emergency caesarean section in 30% of the patients. 

The leading indications for the repeat caesarean sections were: failure to progress, fetal distress 

and scar tenderness. There were no maternal and fetal complications occurred. They concluded 

that VBAC is a safe practice (5).  

  

The VBAC rate of hospitals in sub-Saharan Africa is between 37 to 97%. A Meta-analysis done, 

in sub-Saharan countries showed a VBAC success rate of 63-75 % (6). In Ethiopia, a study 

conducted in three hospitals in Addis Ababa, had shown that mothers who  experienced 
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successful VBAC after the past caesarean section had a higher chance of success with a 

significant statistical association(8).  

The purpose of this study is to identify maternal demographic, past and present obstetric 

determinants of successful VBAC in Alert Hospital, Addis Ababa, Ethiopia. This is of stepping 

stone for health workers in decision for offering TOL.  

1.2 Statement of the problem  

Despite many studies being conducted regarding factors affecting the outcome of VBAC like 

interval between previous Caesarean and current pregnancy, indication of previous caesarean, 

previous successful vaginal deliveries, postoperative wound sepsis etc., there are no standard 

guidelines for patients of previous caesarean section to attempt VBAC. There is insufficient 

evidence to recommend the mode of delivery in pregnancies with previous Caesarean and this 

subject continues to be a matter of debate at present (2, 7). 

In the United States, for most of the 20th century, the saying “once a cesarean, always a 

cesarean” was a rule. Today, the National Institutes of Health (NIH) opposes the dictum and 

urges women to consider TOLAC. However, the factors that lead to a successful outcome remain 

unclear, as research continues to be conducted in hopes of creating a predictive model for VBAC 

success (9). 

A history of stillbirth in the past was found to be related with failed VBAC. According to Birara, 

there was no significant relationship between success and past vaginal delivery before the 

previous CS. Regarding the current delivery of major factors, those mothers who were admitted 

after rupture of membrane, at active first stage of labor and having occipito-anterior position 

were having a higher chance of vaginal delivery which was found to be strongly statistically 

significant. Caesarean rate is increasing in Ethiopia because of the flourishing private hospitals 

in major towns. Even though teaching hospitals offer trial of labor for mothers with one scar, 

there is no study done which shows the rate of VBAC acceptance and success in Ethiopian 

Hospitals (8).  
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1.3 Significant of the study  

The study will generate information about the factors associated with successful VBAC among 

mothers who delivered at AH, furthermore, it helps health care providers to have data when 

counseling women for VBAC, improve quality of care provided for woman who needs VBAC in 

the Hospital by minimizing adverse events.  
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2. LITERATUER REVIEW 

 

2.1 Antenatal factor associated VBAC  

Vaginal birth after cesarean section is a safe alternative to a routine repeat cesarean. If a women 

has a healthy pregnancy, a low horizontal scar on the uterus and goes into labor on own at term, 

then the likelihood of a safe normal birth of both the baby and the mother would be about 70 to 

75% (10). In 1981, vaginal birth after CS was recognized as a safe and acceptable option after a 

previous low transverse Caesarean delivery, though vaginal birth after caesarean (VBAC) is not 

without its own risks, which include uterine rupture, Endometritis, and blood transfusion. 

Increasing experience with VBAC has caused a gradual easing of selection criteria for trial of 

labor (TOL), reflected in the clinical practice guidelines. In1988, ACOG published „Guidelines 

for vaginal delivery after a previous caesarean birth‟ endorsing vaginal birth after Caesarean 

delivery (VBAC)-TOL as it became clear that this procedure was safe and did not appeared to be 

associated with appreciable excess perinatal morbidity, compared with elective CS. 

Subsequently, first in 2007 and then in 2015, Royal College of Obstetricians and Gynecologists 

(RCOG) published new Guidelines for VBAC that planned VBAC is a clinically safe choice for 

most women with a single previous lower segment caesarean delivery(11). 

2.2 Factors associated with previous obstetrical history  

There are predictive factors that can prenatally determine a patient‟s probability of successful 

vaginal delivery which are discussed below (12). 

 

2.2.1 Indication for previous CS  

The indications of previous CS were divided into recurrent and non-recurrent group. . Successful 

rates for women whose first caesarean delivery is performed for a nonrecurring indication 

(breech, non-reassuring fetal well-being) are similar to vaginal delivery rates among nulliparous 

women. Prior operative delivery for cephalo-pelvic disproportion (CPD) failure to progress is 

associated with success rates ranging from 50% to 67% compared to prior CS for breech 

presentation, which is associated high success rate of 89%. In a large multicenter study, VBAC 

were significantly lower following CS for CPD than for breech or fetal distress. Nevertheless, 

about two-thirds of women with a history of CS for CPD will achieve a successful vaginal 
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delivery. Women with nonrecurrent indications were statistically more likely to have successful 

trial of labor compared to those with recurrent indications. This could be due to the element of 

cephalo-pelvic disproportion, which reduces the likelihood of vaginal birth. Hence, they 

concluded that indication of previous CS is an important predictor of success of trial of labor 

(11). 

 

2.2.2 Birth weight after CS  

Women who underwent CS for CPD may often be counselled to consider elective repeat CS if 

the estimated fetal weight in the current pregnancy is larger than that of the pregnancy that 

required CS. A birth weight of 4kg or more is associated with an increased risk of uterine 

rupture, unsuccessful VBAC, shoulder dystocia, and third- and fourth degree perineal laceration. 

For women with no prior vaginal delivery undergoing VBAC labor when neonatal birth weight 

is 4kg or higher, the VBAC success rate is reported as less than 50%. However, third trimester 

ultrasound is a poor predictor of macrosomia in decision making regarding VBAC (11). 

Nonetheless, 60% to 70% of women who attempt VBAC with macrosomic fetus are successful 

(13). Birth weight difference between first pregnancy (delivered by caesarean) and second 

pregnancy with attempted VBAC clearly influences successful rates. Concluding, pregnancy 

estimated fetal weight (EFW) of less than 3.5 kg at 36 weeks has a higher rate of VBAC (15). 

 

2.2.3 Cervical dilatation achieved before prior CS  

Maximal cervical dilatations achieved prior to CS for CPD or for arrest disorder may be 

prognostic of future vaginal delivery rates. The arrest in the „first stage‟ corresponding to 9 cm or 

less, and the arrest in the „second stage‟ corresponding to full dilatation. A history of the arrest in 

the second stage is associated with a higher chance of VBAC, rather than the arrest in the first 

stage that is associated with 65% of success of VBAC. Women should not be discouraged from 

attempting  

VBAC solely based on the cervical dilatation achieved prior to CS in the previous pregnancy 

(13). 
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2.2.4 History of failed trial of operative vaginal delivery before prior CS  

Those women who had had an emergency cesarean delivery in their first pregnancy have a lower 

VBAC success rate. Even though successful VBAC appears more likely among women with 

previous caesarean for dystocia at 8 cm or more compared with women with previous caesarean 

for dystocia at less than 8 cm. Several studies have shown that failed operative vaginal delivery 

resulting in CS is not an absolute contraindication to VBAC, in fact in a prospective cohort study 

VBAC was successful in about 80%, in those women who had CS in the second stage of labor. 

The success rate for VBAC was high in women who had a prior CS due to an unsuccessful 

instrumental delivery (14). 

 

2.2.5 Effect of prior vaginal deliveries  

Prior vaginal delivery, including prior successful VBAC, is the strongest predictor of a 

successful TOL and is protective against uterine rupture following TOL (15). The success 

increases when women had a prior VBAC (93%) rather than a vaginal delivery prior to the 

caesarean birth (85%). A history of vaginal delivery in addition to a CS would appear to be a 

positive indicator of success in subsequent TOL. The chance of success increases with the 

increasing number of prior vaginal deliveries. Mercer and colleagues found that the rate of 

uterine rupture decreased after the first successful VBAC and did not increase with subsequent 

vaginal deliveries (0.87% risk after VBAC, 0.52% after 5 deliveries) (16). The possible 

explanation for this is multiparous women will develop efficient uterine contractions in labor and 

will have less problem with cephalopelvic disproportion (CPD) (17). This suggests that a 

previous successful VBAC is the single best predictor of successful VBAC than a vaginal birth 

before the original CS. (15, 18, 16, and 19). 

 

2.2.6 Interpregnancy interval  

Interpregnancy interval was defined as time in months between caesarean in first pregnancy and 

the start of amenorrhea in next ongoing pregnancy. In women with one prior CS and no history 

of vaginal delivery, an interpregnancy interval of <2 years is non-associated with a reduced 

success rate of trial of labor after CS. The success rate is lower in intervals of >2 years. No 

association between adverse outcomes and interpregnancy interval was found (19,21). Short 
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interpregnancy intervals are a risk factor for uterine rupture during TOLs. The incidence of 

rupture increases when inter-delivery interval of less than 18 months (18, 20). 

 

2.2.7 Uterine closure technique  

Since the early 1990s, single-layer closure of the uterus has been frequently used by many 

obstetricians, but patients had two-layer closure of the uterine wall during their primary CS. A 

single-layer uterine closure technique is commonly used because it is associated with a shorter 

operating time and a short-term complication. It is possible that a single, continuous suture 

technique does not precisely approximate the tissues together because decidua can be included in 

the scar. Pathophysiology involved in the association of the single-layer closure technique and 

subsequent uterine rupture is not clear enough. Probably uterine rupture is thought to result from 

a biomechanical process, in which there is an imbalance between the tensile strength of the scar 

that maintains its integrity and the forces causing disruption Several authors concluded that there 

were no statistically significant differences in maternal or fetal mortality in either group, single 

layer or two-layer uterine closure (20, 22). 

 

2.3 Factors associated with previous medical history  

Maternal demographics factors such as race, age, BMI, and insurance status have been 

demonstrated to impact the success of TOL. Younger women had highest success rate. Maternal 

age of 40 years or more is an independent risk factor for stillbirth and unsuccessful VBAC. In a 

multicenter study of 14.529 term pregnancies undergoing TOL, Caucasian women had an overall 

78% success rate compared with 70% in non-Caucasian women such as African, American, 

Hispanic and other women. Married women, smokers, and those with private insurance all had a 

greater likelihood of successful TOL (23). 

 

2.3.1 Maternal obesity  

Maternal BMI is classified as underweight (<19.8kg/m2), normal (19.8-24.9 kg/m2), overweight  

(25-29.9 kg/m2), or obese (≥30 kg/m2). Durnwald et al. was seen that VBAC success had 

decreased in obese (54.6%) but not overweight (65.5%) women compared women of normal 

BMI (70.5%). Women with a normal BMI had higher rates of VBAC success than overweight 
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women. To determine whether change in weight between pregnancies impacts whose BMI 

classifications changed, they had evaluated women whose BMI classification changed before the 

second pregnancy. When overweight women lost weight achieving a normal BMI before the 

second pregnancy, there was no significant improvement in rates of successful vaginal delivery 

during a subsequent trial of labor. However, women of normal BMI before the first pregnancy 

who became overweight (BMI >25 kg/m2) before the second pregnancy had a significant 

reduction in VBAC success compared with those women whose BMI remained normal between 

pregnancies. It is possible that adiposity accrued when a woman was overweight may not 

decrease enough to increase her likelihood of VBAC success comparable to those women who 

have always had a normal BMI. This adiposity may be disproportionately distributed in the 

pelvis and may alter a woman‟s pelvimetry, thus increasing the likelihood of dystocia. Increasing 

prepregnancy BMI and weight gain between pregnancies reduce VBAC success. In the other 

study, Gupta S. et al., in a prospective observational study included 100 women with previous 

CS in the study group and 100 primigravidas in the control group. Various predictors of success 

were analyzed including prepregnancy BMI. These support that there is a highly significant 

relation between BMI and success of trial of labor after previous caesarean delivery. Hence, 

maternal obesity may be a negative predictor of successful vaginal delivery. Women with 

increased BMI clearly experience decreased VBAC success rates (2, 15, 16, 24). 

 

2.3.2 Diabetes mellitus  

Diabetic pregnancies are at increased risk for Caesarean delivery secondary to failed induction of 

labor, arrest of labor, fetal intolerance of labor, and fetal macrosomia (estimated fetal weight 

>4000 g). Diabetes complicates 2% to 3% of pregnancies. Several studies have been conducted 

and these data show that diabetes mellitus is associated with a reduced chance of successful 

vaginal delivery, both in comparison to no diabetic women attempting VBAC, and diabetic 

women without uterine scars undergoing a TOL. However, reported success rates suggest that 

attempting VBAC in a select population of women with diabetes mellitus remains a reasonable 

option (6, 21, 25, and 26). 
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2.4 Factors associated with current pregnancy  

2.4.1 Macrosomia  

Fetal macrosomia is a difficult diagnosis to make. There was a „U‟-shaped relationship between 

birth weight and the error of ultrasound estimation of fetal weight, in which the error in birth 

weight estimation increases for both low and high birth weight fetuses. In fact, for fetus greater 

than 4500g, the sensitivity and specificity of ultrasound decreases. Hence, third trimester 

ultrasound is a poor predictor of macrosomia on decision making regarding VBAC. In relation to 

VBAC labor, birth weight of 4 kg or more is associated with an increased risk of uterine rupture 

and unsuccessful VBAC. In women with no prior vaginal delivery undergoing VBAC when 

there is a suspicion of macrosomia, the VBAC success rate was less than 50% (11). Society of 

Obstetricians and Gynecologists of Canada (SOGC) states that labor and vaginal delivery are not 

contraindicated with estimated fetal weights of up to 5000g, in absence of maternal diabetes. 

Suspected fetal macrosomia is not a contraindication to a TOL after CS (21). 

 

2.4.2 Post-dates pregnancy  

Trial of Labor for VBAC is a reasonable course of action if labor begins spontaneously after the 

due date, because the risk of uterine rupture is significantly higher with induction of labor. 

Hence, plans to pursue VBAC need not to be changed simply because the due date has passed. 

The NICE induction of labor guidelines recommend induction of labor from 41 weeks, as this 

reduces perinatal mortality without an increase in caesarean delivery rates, but a few data 

recommend whether this approach is equally valid in women with previous caesarean delivery. 

Thus, likelihood of successful VBAC on clinical and cervical assessment at the time to 

admission (22, 24). 

 

2.4.3 Preterm VBAC  

Whereas postdates have been associated with a no statistically significant decrease in VBAC 

success, prematurity has been associated with an increase in VBAC success rate. Some studies, 

including NICHD study, show that VBAC success rates for preterm and term pregnancies were 

similar. Perinatal outcomes were similar with preterm VBAC and preterm elective repeat CS 

(ERCS) as well as the rates of uterine rupture and dehiscence were significantly lower in preterm 

compared with the term VBAC (18, 26). 
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2.5 Labor status and cervical examination  

Labor status and cervical examination on admission influence VBAC success. Those women 

who were admitted after rupture of membrane at active first stage of labor and having occipito-

anterior position had a higher chance of vaginal delivery than those with occipito-posterior and 

occipitotransverse position, or unknown position. Presence of meconium stained liquor and labor 

stay lasting more than four hours after admission were associated with high failure rate of 

VBAC. The stronger factor determining success was cervical dilatation at admission. Those who 

were admitted with cervical diameter greater than 3 cm (active first stage of labor) had a strong 

likelihood of vaginal delivery than those admitted at cervical diameter of less than or equal to 3 

cm (latent first stage of labor). Hence a favorable initial pelvic examination, consisting of 

cervical dilation >1 cm, cervical effacement >50% or station -1 or lower. Women who labored 

spontaneously, had higher percentage of successful VBAC than those who underwent induction 

of labor (2, 9, and 14). 

 

2.6 Sonographic assessment of lower uterine segment thickness  

Three layers of the lower uterine segment (LUS) can be identified on ultrasound: the chorion 

amniotic membrane with decasualized endometrium, the middle muscular layer, and the 

uterovesical peritoneal reflection juxtaposed with muscolaris and mucosa of the bladder. Full 

thickness is defined as the distance between the bladder wall and the amniotic cavity, while 

myometrial thickness is defined as the minimum thickness overlying the amniotic cavity at the 

level of the uterine scar. Several studies were conducted to evaluate the reliability of 

bidimensional and tridimensional ultrasonographic measurement of the thickness of LUS, 

Transvaginal approach measuring the LUS muscular layer, one cursor must be positioned at the 

bladder-muscular interface and the other at the muscular-decidua interface. Secondly, a 

volumetric acquisition must be performed for a tridimensional reconstruction. Finally, the 

authors conclude that Transvaginal approach is more reliable the entire LUS thickness measured 

compared to Trans abdominal approach (28). A myometrial thickness cut-off of 2.1-4.0 mm 

provided a strong negative value for the occurrence of a uterine defect during VBAC, whereas a 

myometrial thickness cut-off between 0.5 and 2.0 mm provided a strong positive predictive value 

for the occurrence of a uterine defect (11, 27). But several studies confirm that this is not only 
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viable predictor of rupture because composition of the scar tissue may also play a significant role 

in the occurrence of scar dehiscence. Magnetic resonance (MR) is another imaging modality that 

has a well-established role in studying the female pelvis, especially at high field strengths. We 

suggest that 3T-MR could provide a more accurate and reliable measurement than TVUS, as the 

spatial resolution of the image is much higher. Upstream of the scar, TVUS measurements 

reported a significantly thinner myometrial layer compared to 3T-MR. Hence, MRI can be used 

to predict scar dehiscence and rupture. However, the quantitative data of MRI added to 

morphological evaluation could help the gynecologist predict later complications of CS, and the 

identification of those women who could attempt VBAC (28, 29). 
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2.7 Conceptual frame work 

 

 

 

 

Figure 1: Conceptual framework 
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3. OBJECTIVES 
3.1. General objective  

Assessment of factors associated with successful vaginal birth after cesarean section and its 

outcome among delivered Mother in AH. 

 

3.2. Specific objectives  

To identify factors associated with successful vaginal birth after cesarean section.  

To identify the outcome of vaginal birth after cesarean section. 

   

4. METHODOLOGY 

4.1. Study area and Period  

The study was conducted in AH, Addis Ababa, which is the capital city of Ethiopia. It lies at an 

elevation of 2,355metres, located 901‟48”N latitude, and 380 44‟ 24” E longitudes, with a total 

area of 540 square kilometers. Based on the 2007 national census conducted by the Central 

Statistical Agency of Ethiopia(CSA), Addis Ababa has a total projected population size of 

3,435,028 in 2016(39) it is divided into ten sub cities namely: Arada, Yeka, Gulele, Addis 

Ketema, Akaki Kality, Nefassilk Lafto, Lideta, Bole, Kolfe-Keranio, and Kirkos. AH is 

found Kolfe-Keranio. 

 

4.2. Study design  

A health facility based cross sectional Retrospective study design was employed. 

4.3. Study period 

 The study was conducted from January 2018 - February 2021 GC (3years) 

 

4.4. Source of population and study population  

4.4.1 Source population  

The source population are all women who delivered at AH, who had previous CS scar prior to 

current pregnancy during study period. 
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4.4.2. Study population  

The study populations are all women who came in labor with previous CS scar and opt for 

VBAC during study period. 

4.4.3. Study participant  

Women who had previous cesarean section and fulfill inclusion criteria during the study period. 

 

4.5. Inclusion and exclusion criteria  

4.5.1. Inclusion criteria   

Non-recurrent indication for previous LSCS                                                                                                                

Previous one lower segment cesarean section.                                                                                               

No Medical complications                                                                                                                              

No Obstetrical complications  

4.5.2. Exclusion criteria 

History of Classical Caesarean                                                                                                                                             

History of inverted T uterine incision                                                                                                                                  

History of uterine rupture                                                                                                                                             

Contracted pelvis                                                                                                                                           

Twin gestation  

Macrosomia  

Shortened inter-delivery interval  

 More than one previous CS 
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4.6. Sample size and sampling technique  

To determine the exact sample size a 95% confidence level, was taken from previous study in 

Garage zone south Ethiopia Lord Marry primary Hospitals. The primary sources of the data was 

the admission log books at outpatient department (OPD) where the card numbers of patients 

admitted with previous caesarean scar was traced. Then those offered VBAC was identified from 

delivery log books and ward discharge summaries.  

n = Z
2
P(1-P)        

                                                  d2                  

n = Sample size    

Value of Z at 95% level of confidence that is, 1.96 x 1.96 = 3.84.                 

 P= is the prevalence of pregnant women with successful VBAC = 45.5 %(32).   

Q = 1- prevalence (0.455) = 0.54 

D = is the margin of error (0.05)  

     380 sample size + 10% non-respondent (38) = 418  

    

4.7. Operational definitions  

• Successful VBAC: Vaginal birth following one previous CS.   

• VBAC: Trial of labor after previous cesarean section and vaginal delivery.   

• Failed VBAC: Fail to progress of labor and delivery with CS.  

• Labor: Regular and painful uterine contractions that cause cervical change.   

• Adequate Labor: Contractions every 3 minutes lasting at least 45 seconds that palpate strong 

abdomen. 

• Medical complication: any chronic medical illness or co morbidities that are present at the 

time of patient evaluation 

• Obstetric complication: any medical complication that is directly related to the peripartum 

period at the time of patient evaluation.  
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• Non-reassuring Fetal heart rate: Fetal heart either below or above normal range following 

induction of labor or spontaneous labor.  

• Cesarean section: Delivery with transverse abdominal surgery. 

4.8. Study variables  

 4.8.1. Dependent variable   

 Successful vaginal birth after cesarean section.  

  4.8.2. Independent variable  

 Socio demographic variables: Maternal age, marital status, Parity, Gestational age and 

Address. Past Obstetric variables: Indication for the primary C/S, inter delivery interval, 

Prior successful VBAC and Spontaneous vaginal delivery (SVD), history of still birth.   

 Current obstetric and fetal factors : Status of membrane at admission and duration of 

rupture, presence of meconium, cervical dilatation at admission and position of the 

presenting part, duration of labor and birth weight. 

  

4.9. Data collection tools  

The data was collected from patients‟ charts after tracing a patient‟s number. Data was collected 

by professional health workers after training on the data collection tools and procedures. The 

information was collected using a checklist adapted from (30). The checklist includes maternal 

socio demographic, past obstetric and current obstetric and fetal factors. 

 

4.10. Data collectors  

Three nurses and five card room workers who are working in the other unit during the 

investigation  fill predesigned performs from women record after they receive two days training. 

Two supervisors with first degree in Midwifery were trained to supervise the data collection 

process closely. The principal investigator over seed the entire data collection process and work 

closely with the supervisors. Data was collected each day by principal investigator and was 

checked for any error. Then appropriate measure will be taken accordingly. 
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4.11 Data processing and analysis   

The collected data was checked for its completeness, and entered using Epidata version 3.1 and 

exported to SPSS-20 for analysis. Frequency distributions of both dependent and independent 

variables that had  worked out and the association between independent and dependent variables 

measured and tested using chi square and AOR. Candidate predictors of VBAC were identified 

with  bivariate analysis. AOR is used at 95 % confidence interval and 5% level of precision to 

check level of significance. 

4.12. Data quality control  

To maintain data quality pretest was conducted and translated checklist in Amharic language. 

Principal investigator was trained and instruction to data collectors and supervisors was given. 

Supervisor and principal investigators closely followed the data collection process. In each day, 

principal investigator collected the completed questioners from the data collector and checks for 

missed and incomplete data. 

 4.13. Ethical consideration  

First, ethical clearance is obtained from School of Medicine, Collage of Health Science Addis 

Ababa University, and Department of Family Medicine. Permission letter for doing research and 

collecting data is obtained from Black Lion Specialized Hospital.  

  

4.14. Dissemination of the result  

Result of the study is submitted to Addis Ababa University School of Medicine for partial 

fulfillment of Specialty Certification in Family medicine. The strengths and limitations of this 

study will be discussed; conclusion and recommendation will be made from the findings. The 

result will also be presented in Alert Hospital and different workshop and seminars, hard and soft 

copy will be available in the library of Addis Ababa University for graduate students as well as 

for other concerned readers. 
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5. RESULT 

5.1 Socio-demographic characteristics 

In this study 411 participants were involved from total sample size of 418, making response rate 

of 98.6%. Two-third of the participants were in the age group of 25-34 years with mean and SD 

of 28.7±4.03. Ninety one percent of the participants were urban in residence and 54% were p-II 

mothers as sown in the table below. 

Table 1. The sociodemographic characteristics of study participants who tried VBAC and 

its success in AH, Addis Ababa, Ethiopia. 

Variable  Frequency Percent 

Age of study participants   

≤24 48 11.7 

25-34 313 76.2 

≥35 50 12.2 

Residence of the participants   

Rural  38 9.2 

Urban 373 90.8 

Marital status   

Married 380 92.5 

Unmarried 31 7.5 

Parity   

P-II 222 54.0 

PIII-IV 131 31.9 

P>V 58 14.1 

 

 

 

5.2 Obstetric characteristics of study participants 

 

The study showed that, 29% of participants previous cesarean section was done with an 

indication of fetal distress and 92.9% of birth outcome were alive and 43.1% of the participants 

had inter delivery interval of 18-24months and 46% had history of previous spontaneous vaginal 

delivery and 10.9% had history of still birth as shown in the table below. 

 

 

 

 



19 
 

Table 2. Obstetric characteristics of study participants 

Variable  Frequency Percent 

Indication for primary cesarean section  

fetal distress 119 29.0 

   

failure labor progress 80 19.5 

Malpresentation 29 7.1 

failed induction 117 28.5 

Macrosomia 56 13.6 

outcome of previous pregnancy   

Alive 382 92.9 

Dead 29 7.1 

inter delivery interval month   

18-24 177 43.1 

24-60 158 38.4 

>60 76 18.5 

previous spontaneous vaginal delivery  

Yes 189 46.0 

No 222 54.0 

history of still birth   

Yes 45 10.9 

No 366 89.1 

 
 

 

 

5.3 Obstetric and fetal characteristics 

 

Almost half of the participant Gestational age during delivery was 37-38
+6

 weeks and 2/3
rd

 of the 

participants membrane was intact and 43.8% were admitted with cervical dilatation of 2-4cm and 

41.1% had a presenting part of left occipital anterior position and half of the participants duration 

of labor were 481-720minute and 48.2% of the participants had successful VBAC. 

 

Concerning to the outcome of the current delivery,98.9% of the child were alive and 93.1%, 

94.1% and 95.3% had ≥7 APGAR score at one, five and ten minute respectively and 3/4
th

 of the 

birth weight were 2500-3999 gram as shown in the table below. 
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Table 3. Obstetric and fetal characteristics of study participants 

Variable  frequency Percent 

Gestational age in weeks   

37-38
+6

 195 47.4 

39-40
+6

 113 27.5 

41-41
+6

 58 14.1 

≥42 45 10.9 

status of membrane at admission  

Rupture 143 34.8 

Intact 268 65.2 

If rupture duration hours   

<8 30 21 

≥8 113 79 

If rupture presence of meconium at admission  

Yes 42 29.4 

No 101 70.6 

if meconium grade   
I 7 16.7 

II 27 64.3 

III 8 19.0 

cervical condition at admission   

Closed 74 18.0 

2-4 180 43.8 

>4cm 157 38.2 

position of presenting part   

OA 126 30.7 

LOA 169 41.1 

ROA 104 25.3 

OPP 12 2.9 

duration of labor in minute   

241-480 148 36.0 

481-720 205 49.9 

>720 58 14.1 

Success of VBAC   

No 213 51.8 

Yes 198 48.2 

outcome of current pregnancy   

Alive 406 98.8 

Dead 5 1.2 

If alive APGAR at one minute   

≤6 28 6.9 

≥7 378 93.1 

If alive APGAR at five minutes   

≤6 24 5.9 

≥7 382 94.1 
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If alive APGAR at ten minutes   
≤6 19 4.7 

≥7 387 95.3 

birth weight   

<2500 76 18.5 

2500-3999 306 74.5 

≥4000 29 7.1 

neonatal complication   

Yes 62 15.1 

No 349 84.9 

types of neonatal complication   

RDS 62 100 

intra op complication   

Yes 2 100 

Types of operative complication 2 100 
 

 

5.4 Determent of success full vaginal birth after cesarean section 

5.4.1 The sociodemographic factor of success full VBAC 

The strength of association for successful VBAC were assessed using 95%CI and odd ratio. 

Accordingly, participant with parity of 3-4 and 5 and above had  22.3 times and 15 times 

increase in successful VBAC than participant of  para two mothers ( AOR=22.3, 95%CI=17.72, 

28.24 and AOR=15, 95%CI=6.93, 32.59). 
 

Table 4. The association of dependent and independent variable on the successful of vaginal birth after c/s 

Variable VBAC 

Success 

p-

value 

COR (95%CI) P-value AOR (95%CI) 

yes No  

Age of study participants     

≤24 37 11 1  1  

25-34 127 186 0.000 0.20(0.10, 0.41) 0.140 6.4(0.54, 7.51) 

≥35 34 16 0.316 0.63(0.26, 1.55) 0.082 0.23(0.04, 1.20) 

residence of the participants    

Rural 22 16 0.211 1.5(0.78, 3.02) 0.003 0.019(0.001, 0.25) 

Urban 176 197 1  1  

Parity       

P-II 57 165 1  1  

PIII-IV 94 37 0.000 7.4(4.53, 11.95) 0.000 22.3(17.72, 28.24) 

       

P>V 47 11 0.000 12.4(6.01, 25.47) 0.000 15.0(6.93, 32.59) 

Marital status     

Married 175 205 1  1  

unmarried 23 8 0.004 3.4(1.47, 7.72) 0.106 0.24(0.04, 1.32) 
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5.4.2 The obstetric factor of success full VBAC 

The strength of association for successful VBAC were assessed using 95%CI and odd ratio. And 

the obstetric factor of successful VBAC showed that, participant whose primary c/s was done for 

an indication of failure progress of labor had 98.7% less likely of successful VBAC than those of 

indication with fetal distress (AOR=0.013, 95%CI=0.002, 0.098) and participant with inter 

delivery interval of 24-60month had 8 times increase of successful VBAC than inter pregnancy 

interval of 18-24 months(AOR=8.0, 95%CI=1.98, 32.7) and participant having previous 

spontaneous vaginal delivery had 5.8times increase in vaginal delivery than participant with no 

history of spontaneous vaginal delivery (AOR= 5.8, 95%=2.91, 37.72). 
 

Table 5. The obstetric factor of successful vaginal birth after caesarean section 

Variable VBAC Success p-value COR (95%CI) P-

value 

AOR (95%CI) 

Yes no 

Indication of primary c/s    

fetal distress 54 65 1  1  

       

failure of labor 

progress 

53 27 0.004 2.4(1.31, 4.250 0.000 0.013(0.002, 0.098) 

Malpresentatio

n 

10 19 0.291 0.63(0.27, 1.48) 0.018 0.15(0.03, 0.73) 

failed induction 36 81 0.022 0.54(0.31, 0.91) 0.320 0.43(0.08, 2.29) 

macrosomia 45 11 0.000 4.9(2.32, 10.44) 0.588 1.9(0.16, 24.29) 

inter delivery interval month    

18-24 48 129 1  1  

24-60 111 47 0.000 6.3(3.95, 10.21) 0.000 8.0(1.98, 32.7) 

>60 39 37 0.000 2.8(1.62, 4.95) 0.091 4.8(0.78, 29.4) 

previous spontaneous vaginal delivery   

Yes 141 48 0.000 8.5(5.45, 13.27) 0.000 5.8(2.91, 37.72) 

No 57 165 1  1  

 

5.4.3 The obstetric and fetal factor of success full vaginal birth after caesarean section 

According to the multivariable logistic regression report, participant who were admitted with 

cervical dilatation of 2-4cm had 1.6 time increase the success of VBAC than admitted with 

closed cervical dilatation (AOR=1.6, 95%CI=1.63, 14.17) and participants whose fetal 

presenting part of LOA, ROA and OPP position had 60%, 96% and 78% less likely of successful 

VBAC than OA position respectively. 
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Table 6. The obstetric and fetal factor of success full vaginal birth after caesarean section

Variable VBAC Success p-

value 

COR (95%CI) P-value AOR (95%CI) 

Yes no 

cervical condition at admission   

Closed 14 60 1  1  

2-4 125 55 0.000 9.7(5.02, 18.89) 0.031 1.6(1.63, 14.17) 

≥4cm 59 98 0.005 2.6(1.33, 5.02) 0.439 0.67(0.25, 1.84) 

position of presenting part    

OA 91 35 1  1  

LOA 93 76 0.003 0.47(0.29, 0.77) 0.001 0.40(0.23, 0.71) 

ROA 9 95 0.000 0.04(0.02, 0.080 0.000 0.04(0.013, 0.09) 

OPP 5 7 0.037 0.28(0.08, 0.92) 0.022 0.22(0.06, 0.80) 

birth weight       

<2500 37 39 1  1  

2500-3999 155 151 0.759 1.1(0.66, 1.788 0.346 1.5(0.65, 3.36) 

≥4000 6 23 0.012 0.28(0.101, 0.75) 0.857 0.89(0.27, 3.00) 
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6. DISCUSSION 

This is study is carried out to assess factors associated with successful vaginal birth after one 

previous cesarean section in pregnant women who opted for trial of labor in Alert hospital. The 

study included 411 participants. The respondent‟s age range from 22-39 years with mean and SD 

of 28.7±4.03, of them 91% were from urban area, 92.5% were married, and 54% P-II mothers. 
Successful VBAC among the study participants was 48.2% 

 The result is comparable to the study done in other parts of Ethiopia,Mizan-Tepi hospital                    

of 41% and Gurage zone of 45.5%.(33,32) But lower compared to studies done in Brazil, Reo D. 

which was 70% and to study done in Milan, Italy which was 75%, this is explained by difference 

in ANC follow up.(34,35) Also in a study done in three teaching hospital in Addis Ababa of 

65%.(8) 

In this study, for whom cesarean section was done, 29% with indication of fetal distress, this 

result is comparable to the study done in three teaching hospitals in Addis Ababa, showing non 

reassuring fetal heart beat status was 30.4% indication for repeat C/S, Successful rates for 

women whose first caesarean delivery is performed for a nonrecurring indication (breech, non-

reassuring fetal well-being) are similar to vaginal delivery rates among nulliparous women. 

92.9% of birth outcome were alive and 43.1% of the participants inter delivery interval was 18-

24 months.  

 In this study 43% had history of previous spontaneous vaginal delivery and 10.9% had history 

of still birth. 

 In this study 47.4% of participants had gestational age between 37-38
+6 

weeks, of the mothers at 

presentation to emergency room 65.2% had intact membrane, on admission to labor ward 43.8% 

of mothers had cervical dilatation of 2-4cm, and 41.1% had left occipito-anterior position, 49% 

of participant‟s duration of labor was 481-720 minute, 48.2% of the participants had successful 

VBAC. Regarding the outcome of the current delivery 98.9% of the child were alive and 94.1% 

had ≥7 APGAR score at 5
th

 minutes. 74.5% of the birth weight were between 2500- 3999 gram. 

In the study participant who had parity of 3-4, and ≥ 5 had  22.3 times and 15 times increase in 

successful VBAC than para two participant   ( AOR=22.3, 95%CI=17.72, 28.24 and AOR=15, 

95%CI=6.93, 32.59), this result is in consistent to most of study done worldwide.  
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In the study, obstetrical factors associated with successful VBAC, whose primary c/s was done 

with indication of failure of progress of labor had 98.7% less likely of successful VBAC than 

those with an indication with fetal distress (AOR=0.013, 95%CI=0.002, 0.098) and participant 

with inter delivery interval of 24-60month had 8 times increase of successful VBAC than inter 

pregnancy interval of 18-24 months(AOR=8.0, 95%CI=1.98, 32.7)  This study is comparable to 

the study done in Mizan Tapi hospital which was 9 times.(33) Participant having previous 

spontaneous vaginal delivery had 5.8times increase vaginal delivery than participant with no 

history of spontaneous vaginal delivery (AOR= 5.8, 95%=2.91, 37.72). 

In our study according to the multivariable logistic regression report, participant who were 

admitted with cervical dilatation of 2-4cm had 1.6 time increase in success of VBAC than 

admitted with closed cervical dilatation (AOR=1.6, 95%CI=1.63, 14.17) and participants with 

fetal presenting part of LOA, ROA and OPP position had 60%, 96% and 78% less likely of 

successful VBAC than OA position respectively.  

The finding of this study showed that, successful VBAC was significantly associated with in 

mothers with well-established labor and in those whose fetal head position was OA. 
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7. LIMITATION AND STRENGTH 

7.1. Strength of the Study 

As major strength, this study tried to address an untouched but important component of 

contributing factors for successful VBAC and good neonatal outcome. In this study we used 

validated check list for collecting information from the chart, with adequate sample size, so the 

information obtained from the study is valuable as a base line data for the researches that will be 

done. 

 

7.2. Limitations of the Study 

The study was limited by the retrospective use of a database and cross sectional methodology, 

allowing only the available variables to be used. In this particular hospital the study did not 

included BMI as a contributing factors, and  information on general medical and all past obstetric 

history were not routinely and clearly recorded. 
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8. CONCLUSION AND RECOMMENDATION 

8.1. Conclusion  

 The present study concludes that factors associated with successful VBAC are factors 

associated with socio-demographic, obstetric and fetal characteristics analyzed for 

patients to be counseled for or against trial of labor. Also, responsible and sufficient 

staff, and presence of all emergency services should be available in the center where 

trial of previous CS is opted. 

 

8.2. Recommendation 

  The hospital should have quality assurance programs and VBAC policies, including 

safety tools such as checklists, to ensure that successful VBAC are performed only for 

acceptable indications 

 The hospital should facilitate availability of facilities for assessing maternal and fetal 

well-being 

 Future research should be directed to conducting a multicenter study of similar 

objectives to provide national data set for evaluating and monitoring this important 

intervention, and provide information for health services provision. 

 Ministry of health with its partner should develop national evidence-based clinical 

practice guidelines for mothers who had previous CS, attending trial of labor and 

monitor its implementation. 

 

 

 

 

 

 

 

 

 

 

 

 



28 
 

9. Reference 

1. 1.Sabol B, Denman MA, GUISE J. Vaginal birth after cesarean: an effective method to 

reduce cesarean. Clinical  obstetrics and  gynecology.  2015  Jun 1; 58(2):309-19.                       

2. American college of obstetrics and gynecologist (ACOG): ACOG practice Bulletin: vaginal 

birth after previous caesarean delivery: clinical management guidelines. In J Gynecology 

Obstetric 2004, 54:197-204. 

3. Up to date version 16.3, vaginal birth after caesarian delivery 2008.                     

4. Mc Graw-Hills Williams obstetrics: Prior cesarean delivery. (2007) Chapter 31. 24th edition.  

5. Tan PC, Subramaniam RN, Omar SZ (2008) Trial of labor after one cesarean: Role of the 

order and number of prior vaginal births on the risk of emergency cesarean delivery and 

neonatal admission. Taiwan J Obstetric Gynecology 47:305311.  

6. Boulvain M, Fraser WD, Brisson-Carrolll G, Faron G, Wollast E: Trial of labor after 

caesarean section  in sub-Saharan Africa: a meta-analysis.BJOG 1997, 104:1385-1390.   

7. Lieberman E (2001) Risk factors for uterine rupture during a trial of labor after cesarean. 

Clin Obstetric Gynecology 44:609-621. 

8. Birara M, Gebrehiwot Y. Factors associated with success of vaginal birth after one caesarean 

section (VBAC) at three teaching hospitals in Addis Ababa, Ethiopia: a case control study.  

9. BMC pregnancy and childbirth. 2013; 13(1):31 Koblentz JA. Variables in VBAC Success: A 

Retrospective Review of Trial of Labor after Cesarean (TOLAC) and Labor Support. 2015. 

10. Kalok A, Zabil SA, Jamil MA et al., Antenatal scoring system in predicting the success of 

planned vaginal birth following one previous caesarean section. Journal of Obstetrics and 

Gynecology 2018; 38(3):339-343 

11. Royal College of Obstetricians and Gynecologists. Birth after Previous Caesarean Birth. 

      Green-top Guideline No.45.2015. 

12. Bianchi C, Battini L, Aragona M, et al. Prescribing exercise for prevention and treatment of 

gestational diabetes: review of suggested recommendations. Gynecology Endocrinal 2017; 

33(4): 254-260. 

13.   Durnwald CP, Ehrenberg HM, Mercer BM. The impact of maternal obesity and weight gain 

on vaginal birth after cesarean section success. Am J Obstetric Gynecology 2004; 191(3): 

954-7. 



29 
 

14. Malele Birara, Yirgu Gebrehiwot. Factors associated with success of vaginal birth after one 

caesarean section at three teaching hospitals in Addis Ababa,Ethiopia: a case control study. 

BMC Pregnancy Childbirth 2013; 13: 31.  

15. Coleman TL, Randall H, Graves W, et al. Vaginal birth after Caesarean among women with 

gestational diabetes. Am J Obstetric Gynecology 2001;  1841869: I 104-7.      

16. Mercer BM, Gilbert S, Landon MB, et al. Labor outcomes with increasing number of prior 

vaginal births after cesarean delivery. Obstetric Gynecology 2008; 111(2 Pt 1): 285-91.  

17. Malvasi A, Zaami S, Tinelli A, et al Kristeller maneuvers or fundal pressure and 

maternal/neonatal morbidity: obstetric and judicial literature review. J Matern Fetal Neonatal 

Med 2018; 21: 1-10.   

18. Bujold E, Goyet M, Marcoux S et al. The role of uterine closure in the risk of uterine rupture. 

Obstetric Gynecology 2010; 116(1): 43-50 

19. Caesarean childbirth. Summary of an NIH consensus statement. Br Med J (Clin Res Ed) 

1981 May 16; 282(6276): 1600-4. 

20. Fiocchi F, Nocetti L, Siopis E,  et al., In vivo 3 T MR diffusion tensor imaging for detection 

of the fibre archietectureof the human uterus: a feasibility and quantitative study. Br J Radiol 

2012; 85: e1009-1017.  

21. Metz TD, Stoddard GJ, Henry E, et al. Simple, Validated Vaginal Birth After Delivery 

Prediction Model for Use at the Time of Admission. Obstetrics & Gynecology, Obstetric 

Gynecology 2013; 122(3): 571-8. 

22. Miller ES, Sakowicz A, Donelan EA, et al Does midtrimester cervical length aid in 

predicting vaginal birth after caesarean? Am J Obstetric Gynecology 2015; 212(6): 791.e1-4  

23. Grobman WA, Lai Y, Landon MB, et al. Development of a nomogram for prediction of 

vaginal birth after caesarean delivery. Obstetric Gynecology 2007; 109: 806-12.  

24. Parazzini F, Cipriani S, Bulfoni G, et al. Centiles of weight at term birth according to 

maternal nationality in a northern Italian region. Ital J Gynaecol Obstetric 2016; 28(2): 52-

56.  

25. Quinones JN, Stamilio DM, Pare E, et al. The effect of prematurity on vaginal birthafter 

cesarean delivery: success and maternal morbidity. Obstetric Gynecology 2005; 105(3): 519-

24. 



30 
 

26. Uharček P, Brešťanský A, Ravinger JM, et al. Sonographic assessment of lower uterine 

segment thickness at term in women with previous caesarean delivery, Springer-Verlag 

Berlin Heidelberg 2015.           

27. Martins WP, Barra DA, Gallarreta FM, et al. lower uterine segment thickness measurement 

in pregnant women with previous Cesarean section: reliability analysis using two- and three-

dimensional Trans abdominal and transvaginal ultrasound. Ultrasound Obstetric Gynecology 

2009 Mar; 33(3): 301-6.   

28.  Kok N, Wiersma IC, Opmeer BC, et al Sonographic measurement of lower uterine segment 

thickness to predict uterine rupture during a trial of labor in women with previous Cesarean 

section: a meta-analysis. Ultrasound Obstetric Gynecology 2013; 42(2): 132-9.  

29. Fiocchi F, Petrella E, Nocetti L, et al. Transvaginal ultrasound assessment of uterine scar 

after previous caesarean section: comparison with 3T-magnetic resonance diffusion tensor 

imaging. Radiol Med 2015; 120: 228-238. 

30. Zaitoun M, Eldin S, Mohammad E. A Prediction Score for Safe and Successful Vaginal Birth 

after Cesarean Delivery: A Prospective Controlled Study. J Women‟s Health Care. 2013; 

2(129):2167-0420.1000. 

31. Hulumnesh, T. Factors associated with successful vaginal birth after caesarean section and its 

outcome Addis Ababa, June 2018. 

32. Yibeltal Siraneh, Fanta Assefa, and Mahlet Tesfaye. Feto-maternal outcome of vaginal birth 

after cesarean and associated factors among mothers with previous cesarean scar at Attat 

Lord Merry primary hospital, Garage zone, Ethiopia. J preg child health, sep 2018,7 

33. Yeabsira Girma, Zerihun Minlakew, Alemnew Desta. Vaginal delivery after caesearean            

section and its associated factors in Mizan Tepi Universty Teaching hospital. Heliyon NOV 

2021,(7) e08276 

34. Eleonora D Oris, Dora chor, et al. Factors associated with successful vaginal birth after 

ceaserean section in public hospital Rio de., Brazil.  2006; 22(10) 2067-2078 

35. Alrssandra Familari, et al. Vaginal birth after caesarean section: a multicenter study on 

prognostic factors and feasibility. GSCI 2020;2 

 

 



31 
 

10. Annex 

Checklist (31) 

Part one sociodemographic factors 

Variable Successful VBAC CS Total 

Maternal age 1- 18-25 yrs 

2- 25-35 yrs 

3- >35 yrs 

   

Address 

1. Rural 

2. Urban 

   

Parity 1- II-IV 

2- V- VI 

3- >VII 

   

Gestational age 1- <37 wks 

2- 37-42wk 

   

 

Part two obstetric factors 

Variables Successful VBAC CS Total 

Indication for the primary C/S 

1. Fetal distress 

2. Ante partum hemorrhage 

3. Failure of labor progress 

4. Malpresentation 

5. Failed induction 

6. Macrocosmic 

7. Unknown 

   

Inter delivery interval 1- <24 months 

2- 24-60 months 

3- >60 months 

   

Prior successful VBAC 

1. Yes 
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2. No 

Previous Spontaneous vaginal delivery 

1. Yes 

2. No 

   

History of still birth 

1. Yes 

2. No 

   

Successful VBAC 1 yes 

2 no  

  

 

Part three obstetric and fetal factors  

Variable Successful VBACS CS Total 

Status of membrane at admission 

1. Ruptured 

2. Intact 

   

Duration of rupture 1- 30-240 min 

2- 241-480 min 

3- 481-720 min 

   

Presence of meconium 

1. Yes, if yes, if yes GI 

                                 GII 

                                 GIII 

2. No 

   

Cervical dilatation at admission 

3. Closed 

4. 2-4 

5. >4 

   

Position of the presenting part 

1. Occipito anterior 

2. Other(specify) 

   

Duration of labor 1- 30-240 min    



33 
 

2- 241-480 min 

3- 480-720 min 

4- >720 min 

Birth weight 1- <2500g 

2- 2500-4000g 

   

 

 


