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Hutt Maternity Policies provide guidance for the midwives and medical staff working in Hutt Maternity Services.  
Please discuss policies relevant to your care with your Lead Maternity Carer. 

Purpose: 

The purpose of this guideline is to;  

 Establish a local approach to care, that is evidence based and consistent  

 Inform good decision making  

 Provide safe and consistent advice and care to pregnant people who have had a previous 
caesarean section 

Scope: 

For the purposes of this document, staff will refer to: 

All staff within Hutt Valley DHB. This includes staff not working in direct contact with 
patients/consumers.  Staff are taken to include anyone engaged in working to the Hutt Valley DHB.  
This may include but is not limited to: 

o Employees irrespective of their length of service 
o Agency workers 
o Self-employed workers 
o Volunteers 
o Consultants 
o Third party service providers, and any other individual or suppliers working in Hutt 

Maternity, including Lead Maternity Carers, personnel affiliated with third parties, 
contractors, temporary workers and volunteers 

o Students 

Abbreviations and Definitions: 

CS Caesarean section birth 
CTG Cardiotocograph 
EMCS Emergency caesarean section birth 
ERCS Elective repeat caesarean section birth 
CEFM Continuous electronic fetal monitoring 
HIE Hypoxic ischaemic encephalopathy 
IV Intravenous 
OASI Obstetric anal sphincter injury (third or fourth degree tears)  
TOLAC Trial of labour after caesarean birth  
VBAC Vaginal birth after caesarean birth 

Vaginal Birth After Caesarean Section Birth MATY076 
Type: Guideline HDSS Certification Standard: 
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Roles and Responsibilities: 

 Previous caesarean section birth is in the “Consultation” category of Section 88 Guidelines for 
Consultation with Obstetric and Related Medical Services (Referral Guidelines).  
A Consultation condition in the referral criteria refers to “a condition for which the LMC 
must recommend to the person that a consultation with a specialist is warranted”  

 Referral should be made in timely fashion (first or second trimester depending on the needs 
of the individual) to allow an initial consultation for information-sharing, and a follow-up 
consultation if required  

 The LMC retains clinical responsibility for the pregnant/birthing person unless otherwise 
agreed in a three-way conversation between the pregnant person, their LMC, and the 
obstetric team  

 Service Specifications state that it is the responsibility of the DHB to provide people birthing 
in the DHB with ready access to obstetric, neonatal and anaesthetic RMOs and operating 
theatre with resuscitation services including availability of blood services.  

Guideline Content 

Background 

Caesarean rates continue to rise in New Zealand accounting for greater than 25.5% of all births since 
2015 (RANZCOG, 2019). There is international consensus (NIH, 2010; RANZCOG, 2015; MOH, 2012; 
RCOG, 2015; NICE, 2019) that planned VBAC is a clinically safe choice for the majority of women with 
a single previous lower segment caesarean delivery. Such a strategy is also supported by health 
modelling that it will at least limit any escalation of the caesarean delivery rate and maternal 
morbidity associated with multiple caesarean deliveries.  

It is essential that pregnant people make an informed choice regarding whether to plan for a vaginal 
birth (VBAC) or elective caesarean (ERCS). It is recommended that the pregnant person, their LMC 
and a member of the obstetric team discuss the benefits and risks of both options for the pregnant 
person and their baby, supported by the provision of appropriate literature. At the time of 
consultation the person’s expressed preference will be considered. A planned VBAC will be 
encouraged in the absence of contraindications, or an ERCS arranged if that is the person’s preference 
or contraindications to VBAC exist. 

Counselling in the antenatal period 

Pregnant people with a prior history of one uncomplicated lower segment caesarean section, in an 
otherwise uncomplicated pregnancy at term, with no contraindications to vaginal birth, should be 
encouraged to aim for planned VBAC. This antenatal counselling should be clearly documented in the 
notes, following discussion with the person and their LMC. Ideally this should occur in the first half of 
pregnancy.  

A documented plan for mode of birth should be agreed between the pregnant person and their LMC 
and the obstetrician before the expected/planned birth date (ideally by 36 weeks). This should 
include a plan for the event of labour starting prior to a scheduled date for ERCS.  

Absolute contraindications to VBAC 
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 Previous uterine rupture (repeat rupture rates unknown) 

 Previous high classical caesarean section (rupture rate 2-9/1000) 

 Other absolute contraindications to vaginal birth e.g. major placenta praevia 

 ≥3 previous CS 

 Maternal refusal 

Relative contraindications (requiring discussion with senior obstetrician) (RCOG, 2019) 

 Previous T/J/low vertical uterine incisions 

 Significant inadvertent uterine extensions at previous CS 

 Previous uterine surgery (e.g. myomectomy where uterine cavity was broached) 

 Morbid maternal obesity  

Contraindications to ERCS 

 Intention to have multiple future pregnancies (RCOG, 2019) 

 Maternal refusal 

Pregnant people with no contraindications to VBAC, who are considering their options for birth following 
a single previous lower-segment caesarean section birth, should be informed that according to the 
international literature, their overall chances of successful VBAC are >70% (RCOG, 2015).  

A previous vaginal delivery, particularly a previous successful VBAC, is the best positive predictive factor 
for a successful VBAC. In this situation, the VBAC success rate is 85-90%. Successful VBAC is less likely in 
induced labours, with no previous vaginal birth, and in those with a BMI of over 30. Where all three of 
these factors are present, or a previous CS for labour dystocia, a VBAC is successfully achieved in 40% of 
labours.  

A history of two uncomplicated low transverse caesarean sections, in an otherwise uncomplicated 
pregnancy at term, with no contraindication for vaginal birth, who have been fully informed by a 
consultant obstetrician is not considered an absolute contraindication to vaginal birth. Available data 
suggests that a trial of labour with more than one previous Caesarean section is likely to be successful, 
but is associated with a higher risk of uterine rupture (RANZCOG, 2019).  See Special Situations for 
further information. 

Key counselling points 

Pregnant people should be informed that: 

 A successful VBAC has the lowest rate of complications for this pregnancy and subsequent 
pregnancies 

 Complications are more likely to occur if an EMCS is required during an attempted VBAC 

 Overall, a planned VBAC has a uterine rupture rate of approximately 1 in 200 labours 

 The absolute risk of birth-related perinatal death and morbidity associated with VBAC is 
very low and comparable to the risk for a nulliparous woman in labour (RCOG, 2015) 

All discussion with the pregnant person will include the advantages/disadvantages of both a VBAC and 
ERCS and this is recorded in the clinical records. 
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Induction of labour 

Pregnant people should be informed that induction of labour can be considered if they are planning on 
a VBAC. They should be informed that the chance of uterine rupture increases to 1-1.5/100 in an induced 
or augmented labour (i.e. a 2 to 3-fold increase to spontaneous labour). However, this risk can be 
decreased by: 

 Avoiding induction via stretch and sweeps from 38 weeks onwards 

 A favourable Bishop score >6 at commencement of induction 

 Balloon catheter is associated with lower risk of uterine rupture than prostaglandin gel for 
cervical ripening 

 Amniotomy is associated with lower risk of uterine rupture than prostaglandin gel but should not 
be used routinely in labour after a previous caesarean birth 

 Little evidence exists to determine a maximum dose of oxytocin for people having a TOLAC 
(Zhang et al, 2021) but higher dose oxytocin (exceeding 20mIU/min) during augmentation 
increases the risk of uterine rupture by four-fold or more (RCOG, 2015) 
Per MATY019 Oxytocin Infusion for Induction or Augmentation of Labour, SMO consultation is 
required prior to commencing oxytocin infusion for any pregnant person attempting a VBAC to 
determine an appropriate upper limit for rate of oxytocin augmentation 

Intrapartum care 

Pregnant people should be advised to birth in the birthing suite at HVDHB due to its access to continuous 
electronic fetal monitoring, round-the-clock obstetric and anaesthetic support, availability of urgent 
caesarean section birth and advanced neonatal resuscitation capabilities. Therefore, it is not 

 Planned VBAC ERCS from 39+0  

Maternal 
outcomes 

 Successful VBAC in >70%  

 Shorter hospital stay and recovery  

 5-7/1000 chance uterine rupture 

 Major maternal morbidity in 3/1000  

 5/100 chance of OASI  

 2/100000 chance of maternal death  

 Longer hospital stay and recovery 

 2/1000 chance of uterine rupture  

 Increased surgical risk 
(bladder/abdominal organ damage etc.) 
and future abdominopelvic surgical risks  

 Increased risk of abnormal placentation, 
hysterectomy, and caesarean in 
subsequent pregnancies  

 Increased chance of uterine rupture in 
subsequent pregnancies 

 13/100000 chance of maternal death  

Fetal 
outcomes 

 0.4-0.7/1000 chance of birth-related 
death 

 0.4-0.7/1000 chance of birth-related HIE 

 2-3/100 chance of transient respiratory 
issues  

 1/1000 chance of stillbirth whilst 
awaiting spontaneous labour  

 Increased rates of breastfeeding 

 <1/10000 chance of birth-related HIE or 
birth-related death 

 4-5/100 chance of transient respiratory 
issues  

 Lower rates of breastfeeding 
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recommended to have a home birth, water birth or birthing in a primary birthing facility in a planned 
VBAC.  

On arrival in birthing suite a thorough assessment by the LMC or core midwife should take place, and 
the on call obstetric team should be advised that the person is in labour. 

All birthing people in established labour planning for a VBAC should receive: 

 Admission to birthing suite from initiation of regular contractions 

 Supportive one-to-one midwifery care 

 Minimum 4-hourly vital sign observations and monitoring for symptoms and sign of uterine 
rupture 

 Regular 4-hourly vaginal examinations to check adequate labour progress; lack of progress 
warrants an obstetric assessment 

 Monitoring of the fetal heart (see Continuous electronic fetal monitoring during TOLAC) 

 Pain relief options as for low risk labouring people; epidural is not contraindicated, although an 
increasing requirement for pain relief should raise awareness of the possibility of impending 
uterine rupture (RCOG, 2019) 

There is conflicting advice (RCOG, 2015; NICE, 2019; RANZCOG, 2019) regarding the value of treating 
birthing people attempting a VBAC as high risk, given the risk of emergency intervention is comparable 
to that for nulliparous birthing people. Discuss the risks and benefits of the following options and take 
the preference of the birthing person into account: 

 Routine IV cannulation facilitates a swift emergency response in case of uterine rupture but has 
a small risk of phlebitis and infection. If IV cannulation is declined by the labouring person, it is 
recommended that a Full Blood Count and Group and Hold should be taken and sent to 
laboratory 

 Fasting in labour reduces the risk of aspiration should general anaesthetic be required. However 
gastric content aspiration is a rare complication, and anaesthetic precautions remain necessary 
due to delayed gastric emptying in labour (Singata, Tranmer & Gyte, 2013). Dehydration in labour 
is associated with abnormal maternal and fetal vital signs and increased labour duration, so oral 
or intravenous hydration should be maintained. 

Continuous electronic fetal monitoring during TOLAC 

There are numerous guidelines that recommend continuous electronic fetal surveillance in labour 
(RCOG, 2015; NICE, 2021; RANZCOG, 2019). The most consistent sign of a rupture of the scar is an 
abnormal fetal heart tracing, notably variable decelerations and then a prolonged bradycardia 
(RANZCOG, 2010; Tracy, 2010 & RCOG, 2007). Evidence regarding the use of CEFM in general suggests 
that fewer newborns show signs of neonatal seizure activity when monitored with CEFM as opposed to 
intermittent auscultation, but there is no difference in the rates of intrapartum and neonatal death or 
cerebral palsy, and an increased rate of caesarean section (Alfirevic, Gyte, Cuthbert & Devane, 2017). 

It is recommended that birthing people attempting a VBAC have ready access to electronic fetal 
monitoring (NICE, 2021). Consensus suggests that the use of CEFM, with consent from the birthing 
person, should be recommended as the most likely means to detect early signs of uterine rupture, but 
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if declined, regular intermittent auscultation and a low threshold for conversion to CEFM is strongly 
recommended. 

 

The presence of any of the following signs during labour should raise the concern of the 
possibility of uterine rupture and necessitate full clinical evaluation: 

 Abnormal CTG (particularly sudden deterioration or inability to detect fetal heart) 

 Severe abdominal pain, especially if persisting between contractions  

 Chest pain or shoulder tip pain, sudden onset of shortness of breath  

 Acute onset scar tenderness   

 Abnormal vaginal bleeding or haematuria   

 Cessation of previously efficient uterine activity 

 Maternal tachycardia, hypotension or shock 

 Loss of station of the presenting part  

 Change in abdominal shape 
 

While diagnosis is ultimately confirmed at emergency caesarean section or postpartum laparotomy, 
early action on suspicion of the diagnosis is required to reduce the morbidity and mortality of birthing 
person and baby.  

Management of suspected uterine rupture includes: 

 Emergency bell + 777 call 

 Stat 1 litre IV fluids (e.g. 0.9% saline) with pressure bag 

 Maternal high-flow oxygen via face mask 

 Urgent obstetric review ± category 1 emergency caesarean section birth 

 Obstetric, anaesthetic and paediatric SMOs present at delivery 

Spontaneous labour in planned ERCS 

All pregnant people planning an ERCS should have a discussion about whether, if they spontaneously 
labour, they would like a trial of labour or EMCS, including counselling that spontaneous labour improves 
the chances of successful VBAC and emergency caesarean carries the greatest risks for mother and 
neonate (severe complications in 13.2/100 in EMCS compared to 7/100 for an ERCS). They should also 
be advised that if they present in advanced labour, it may be safer to proceed with a VBAC.  

If a labouring person chooses to have an EMCS, the timing of this needs to discussed with the SMO and 
ACMM, depending on theatre availability, obstetric and midwifery staffing levels and clinical priority. 

Special situations  

These, and other cases not falling into the situations covered in this guideline, need to be discussed with 
an SMO. 

Two or more previous caesarean sections 

Pregnant people who have had two or lower segment caesarean sections may be offered VBAC after 
counselling from a senior obstetrician. The success rate is slightly lower, therefore an individualised 
success calculation should be made. However overall maternal morbidity is similar between a VBAC after 
two previous CS and a third ERCS 
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RANZCOG states that:  

Studies comparing outcomes of planned VBAC for patients who have had two or more Caesarean 
sections generally have reported significantly lower success rates for achieving VBAC, higher rates 
of uterine rupture or scar dehiscence, and a greater incidence of major maternal morbidity when 
compared to patients with only one previous Caesarean section. A meta-analysis published in 2009 
reported a significantly lower success rate for VBAC (71% vs 77%) and higher rupture rate (1.6% vs 
0.7%) when the outcomes of planned VBAC after two previous caesarean sections were compared 
to those patients with one previous caesarean section.  

Twin pregnancy 

Twin pregnancy is not a contraindication for VBAC. Successful VBAC rates are similar to singleton 
pregnancies with a higher uterine rupture rate of 0.9/100 (i.e. almost double the rate in singleton 
VBAC). 

Preterm birth 

Successful VBAC rates are similar to singleton pregnancies with around a 50% lower uterine rupture rate. 
Perinatal outcomes were similar for preterm VBAC and preterm ERCS. Therefore, if there are no other 
contraindications to vaginal delivery, it is appropriate to recommend VBAC. 
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Informed Consent: 

The right of a consumer to make an informed choice and give informed consent, including the right 
to refuse medical treatment, is enshrined in law and in the Code of Health and Disability 
Consumers’ Rights in New Zealand. This means that a woman can choose to decline treatment, 
referral to another practitioner, or transfer of clinical responsibility. If this occurs follow the process 
map on page 18 of the Referral Guidelines (Ministry of Health, 2012). 

Tangata Whenua Statement: 

The Women’s Health Service recognises the rights and responsibilities of Māori as tangata whenua 
and Treaty Partners.  This allows and acknowledges the importance of cultural diversity in all aspects 
of our care and practice in Aotearoa New Zealand.  

https://ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical-Obstetrics/IFS-Guideline-4thEdition-2019.pdf?ext=.pdf
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As stated in Te Pae Amorangi (Hutt Valley DHB Māori Health Strategy) 2018-2027, Hutt DHB as a 
Crown agency is committed to our role in maintaining active relationships with iwi, under Te Tiriti o 
Waitangi. This strategy recognises the established principles of Partnership, Participation and 
Protection and recognises steps towards the reviewed interpretation of Te Tiriti principles to date 
(from the Wai 2575 claim into health). These are tino rangatiratanga, equity, active protection, 
partnership and options.  

Attention in particular is drawn to: 

 Article one – Kāwanatanga: actively engaging and working alongside with local iwi through the 
Hutt Valley Māori Health Unit 

 Article two – Tino Rangatiratanga: Self-autonomy, self-determination; the responsibility to 
enable Māori to exercise their authority over their own health, determinants and definition of 
health 

 Article three – Ōritetanga: equal health outcomes of peoples; ensuring that policy, guidelines or 
programmes do not further perpetuate any inequity  

 Article four (the ‘oral clause’) – Wairuatanga: spirituality; thriving as Māori and the importance 
of health providers understanding health in te ao Māori (the Māori world), acknowledging the 
interconnectedness and inter-relationship of all living and non-living things.  

 

 

http://www.huttvalleydhb.org.nz/about-us/reports-and-publications/te-pae-amorangi/
https://www.health.govt.nz/our-work/populations/maori-health/wai-2575-health-services-and-outcomes-kaupapa-inquiry
http://intranet.huttvalleydhb.org.nz/our-dhb/departments/maori-health-unit/

