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Summary:

The study desigrnthe ever increasing number of patients having
undergone cesarean delivery presents a challenge regarding management
of subsequent deliveries, which causes much controversy among health
cae providers, patients and insurers. Because of rising cesarean delivery
rate renewed interest in vaginal birth after cesarean section (VBAC) was

an issue.

Aim of the study:
To find out whether there are valid factors that may predict the
likelihood ofvaginal birth in those patients undergoing a trial of scar after

previous cesarean section

Subjects:

Fifty two singleton pregnant females were studied prospectively.
Transabdominal ultrasonography was done to every patient -40 38
weeks gestatiorEachpatient was counseled about the risks and benefits
of undergoing a trial of scar and delivering vaginally on taking the

informed consent.

Methods:

Those patients were presented with spontaneous onset of labor at

the delivery room, and they were giveitrial of scar provided that they
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met the inclusion criteria which are: previous one cesarean section, and
no other uterine scar, and have none of the exclusion criteria which are:

1 More than one cesarean section

1 Other indication for cesarean delivery

1 Multiple pregnancies

1 Breech presentation

On admission complete history regarding age, gravidity, parity, last
menstrual period and expected date of delivery, gestational age in the
previous and current pregnancies, number of vaginal deliveries before,
and after cesarean section, time interval between previous cesarean
section and current pregnancy (calculated from the time of delivery to the
next conception), indication for the previous cesarean delivery, and fetal

weight of previous delivery were recorded.

Eveay patient undergo, thorough general, and abdominal
examinations which included: vital signs, body mass index (BMII),
Leopold grips, fetal lie and presentation, type of healing of the previous
abdominal wound, tenderness of the previous scar, and ausculbht
fetal heart sound. This was followed by pelvic examination using Bishop
Score for assessment of cervical favorability, including cervical dilatation
and effacement, position, consistency and head station, and clinical
pelvimetry for assessment of egiacy of the pelvis, in addition fetal

presentation, and state of the membrane and stage of labor were assessed.

Routine investigations including ABO and Rh grouping,
hemoglobin percent, hematocrite value, urine analysis for albumin and

sugar were perfoned. In addition at least two units of cross matched
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blood were available for every patient (24 hour blood banking capabilities

were available).

Transabdoninal ultrasonography was done to confirm gestational
age, fetal position, estimate fetal weight gratameters of biophysical

profile, and detect integrity and thickness of the scar.

At the time of admission an introductory electronic fetal monitor
was done for every patient to estimate fetal wellbeing, frequency and

amplitude of uterine contractionaédetection of any abnormal tracing.

Every patient was closely observed throughout labor by the
candidate under supervision of assistant lecture in duty. The progress of
labor was followed by partogram and fetal wellbeing was followed by
interrupted eleironic fetal monitor unless there was an indication for

usingcontinuous one

Fetal morbidity was assessed by one and five minute Apgar score

assigned by a pediatrician in attendance at delivery.

The trial of scar was ended if one of the following craevere met:

1. Signs of impending rupture of the uterus as: fetal distress, maternal
tachycardia, development of vaginal spaftior tenderness of the
scar orabrupt change in labor pattern.

2. Abnormal labor patterns as:

1 Protraction of the active phase.

1 Seconary arrest of cervical dilatation.
1 Protracted head descent.

1 Arrested head descent.
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3. Fetal distress in the form of persistent decelerations unresponsive
to conservative management including intravenous hydration,

oxygen supplementation and, changes in matgrosition.

Anesthesia coverage and a responsible physician who is capable of
evaluating labor and performing a cesarean delivery were in house and
immediately available in case the need arises to perform an emergency

cesarean birth or manage any othmmnplications.

The trial of scar was addressed into two groups:
Group | : included those patients with successful trial of labor

Group I1: included those patients with failed trial.

The successful trial of labor was defined as spontaneous vaginal
delivery with intact scar after vaginal exploration of the uterus. The failed

trials of labor were those patients who met the criteria for end of the trial.

Results:

1. When the indication of the previous cesarean section was a
nonrecurring cause as twins, breechante partum hemorrhage, most
of these cases had successful trial of scar¥8®0.9 and 100%)
respectivelyWhile 75% of cases who had previous cesarean delivery
for cephalopelvic disproportion had successful trial of scar.

2. At the start of the trial foscar, among the different components of the
modified Bishop Score it was found that the lower the head station the
more feasible the success of the trial of the sedrije cervical

dilatationand effacement has no statistical significant.
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. When the meanalues of scar thickness in the successful group were
compared with that of the failed one, the difference was highly
significant at P< 0.00 1 being thicker in the successful group. While
no significant difference was found between the mean values of
estmated fetal weight and head position.

. Analysis of the relation between parameters indicating labor progress
and trial of scar have showed that both the rate of cervical dilatation
and the rate of head descent as well as the length of second stage of
labor are highly significant variables regarding success of the trial,
while the length of the first stage has no statistical significance.

. Subjecting factors denoting labor progress to a step wise multi
regression analysis, it was found that the most sensitdependent
variable that can predict the successful trial of labor is a rate of head
descent mote than 1.0786 cm/hour, a length of first stake less than
4.1373 then a rate of cervical dilatation more than 1.4141 cm/hour.

. Regarding neonatal outcome of tiial of the scar, the mean value of
5-minute Apgar score in the successful group was significantly higher
(P<0.05) when compared with that of the failed group. No significance
was found between the mean values of either 1 minute Apgar score or
fetal weigh between both groups.

. The most common indication of termination of the trial of scar was
failure to progress in labor (about 54%) followed by the presence of
signs of impending rupture of the uterus which was detected in about
(38 %). While the trial wagterminated in the rest of patients (about

8 %) due to the development of acute fetal distress.

. Step wise multregression analysis of the success of trial of scar as a
dependant variable and other studied factors as independent variables

have revealed thathe most operating independent variables that can

83



Summary, conclusions
and recommendations

predict success of the trial of scar in a descending order are: a rate of

cervical dilatation more than 1. 38 cm/h our, a rate of descent more

than 1.05 cm/hour, and cervical dilatation on admission rtioaa
2.95 cm.

Conclusions:

From the current study the following can be concluded:

1.

Success rate of a trial of scar after previous cesarean section was
around75% which encourage giving a trial of scar for low risk

pregnant women with one previous cesargzgtion.

. Ultrasonographic evaluation permits better assessment of the risk

scar complication intrapartum, and could allow for safer
management of delivery.

At admission no cluster of factors regarding clinical characteristics
of patients, past obstetricsktory or the current clinical examination
could be used to prohibit giving a trial of scar.

During the course of labor a great attention must be paid for the
rate of cervical dilatation and the rate of head descent as good
prognostic factors for success.

Giving a trial of scar for patient with previous cesarean section

doesn’t increase fetal mor bidity.
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Recommendations:

1. In a properly selected patient, giving a trial of scar after previous
cesarean section constitutes a good and safe form of obstetric
maragement. Thus it seernenveni@t to encourage a trial of scar
unless there is obvious obstetric indication for a repeat section.

2. Further studies will be needed to assess the value of
ultrasonographicmeasurement of thickness of lower uterine
segment in pegnant women with previous single cesarean section
and its predictive value for the risk of intrapartum uterine rupture
by using transvaginal ultrasonography.

3. Further studies will be needed to obviate the relation between
labor pattern especially rapé head descent and cervical dilatation

and prognosis of the trial of scar.




