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ABSTRACT
A FEMINIST PERSPECTIVE ON LISTENING TO WOMEN:
BIRTH STORIES OF VAGINAL BIRTH FOLLOWING
PREVIOUS CESAREAN DELIVERY

Elizabeth Hill-Karbowski PhD (c), CNM

Marquette University, 2014

Women'’s perspectives of their experiences are itapgrand worthy of study.
However, there have been no qualitative comparatiestigations of vaginal birth after
cesarean (VBAC) experiences of American women uiag birth stories as data.
Furthermore, there have been no studies where weragperiences of cesarean have
been compared with their own subsequent VBAC.

The purpose of this study was to gain insight thevcomparative experience of
VBAC and cesarean, valuing women and their expeegthrough the use of a feminist
research perspective. By contributing new and \@éimsight into an area of research
that has been identified as a “critical gap ingkilence” by the National Institutes of
Health, the overall purpose of this study was tpriowe the health care of women.

A purposive sample of 13 women was obtained. Epaints shared their stories
of cesarean and VBAC during audiotaped interviddenographic information was
obtained including indications for the prior cesargtime since cesarean and VBAC, and
the type of healthcare provider that attended BRAC.

During data analysis, four themes emerged. Theswads included perspectives
on cesarean, informed decision making, perspectime#BAC, and cesarean resolution.
In addition, 21 subthemes were identified.

Participants described their cesarean as beingpected/unwanted, often
accompanied by feelings of failure and memory |d$® cesarean and recovery periods
were accompanied by unexpected levels of intenise gifficulty with breastfeeding,
decreased mobility, and dependence on others. Woemsaribed their VBACs as
universally positive experiences that were psyackdly, emotionally, and/or
physically beneficial. This positive impact was tiotited to the time of the delivery and
postpartum recovery, but was a healing experiemaiebrought profound change to lives
of the women.

By listening and learning from women, healthcai@vlers can become
enlightened as to the significance of birth inlities of women. This can serve as a
catalyst for changing attitudes towards birth, emgang women to have positive birth
experiences, whether vaginal or cesarean.
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Chapter 1 Introduction

In ancient cultures, cesarean birth was the modelofery for gods and heroes,
an exceptional beginning for extraordinary beirfgsutsikou & Malamitsi-Puchner,
2011). It was rarely used, reserved for cases wiheréfe of the mother or fetus was in
jeopardy (Dauphinee, 2004; Raju, 2007; Sewell, 1J998wever, as surgical and
antiseptic techniques evolved over the last centhgyrates of survival improved for
both mother and neonate. As a result, the incidehcesarean increased (Churchill,
1997). This increased incidence of cesarean sewglted in the clinical controversy of
how a woman should deliver in subsequent pregnancie

While it was documented that women were experiegneaginal birth after
cesarean (VBAC) (Eastman & Helman, 1961; Stand®t1), it was not until 1981 that
the National Institutes of Health supported offgrantrial of labor after cesarean to
women who had experienced a LTCS delivery (The eesaBirth Task Force, 1981).
In 1988, the American College of Obstetricians Gythecologists recommended the
careful screening of women for a trial of labor.ribg the 1980’s the safety of VBAC
was widely studied. It gained acceptance as a rddiiavhich to reduce the overall
cesarean rate, limit the surgical risk to the wonaand to give women the opportunity to
experience nonsurgical delivery. As predicted,abeeptance of VBAC resulted in
decreased cesarean rates (Menacker & Curtain, 2001)

By 1996, due in large part to the support of VBACaadelivery method, the
VBAC rate was 27%, and the overall cesarean rate2486. In 1997, a significant
barrier to VBAC surfaced with the publication oetd" Edition Guidelines for Perinatal

Care (American Academy of Pediatrics and Americalie@e of Obstetricians and



Gynecologists, 1997). This standard setting docurstated that it was the responsibility
of any institution providing obstetric servicedi® able to begin an emergency cesarean
within thirty minutes of a decision to do so. In989 the American College of Obstetrics
and Gynecology (ACOG) published a position statdrtteat VBAC only be attempted in
institutions capable of responding to emergeneig, a physician capable of performing
a cesarean immediately available. Again, manytutgins were no longer able to
comply with this recommendation, and the optioWBRAC was not available at those
institutions (Guise et al., 2004; Roberts, Duetchypkang, Fryer, & Myoshi, 2007).
Furthermore, positing that there were dangers &ssocwith decreasing the cesarean
rate to 15%, a goal of Healthy People 2000, a ¢tfidghbor after cesarean (TOLAC) was
deemed “inappropriate” if a facility was not abbepgerform an emergent cesarean
delivery (Sachs, Kobelin, Castro, & Frigoletto, 299

After the publication of these and subsequent states, there was a swift decline
in the rate of VBAC and an increase in the cesaratm The cesarean rate increased
every year until 2009, reaching an all-time higl82f9% (Hamilton, Martin, & Ventura,
2011). During this time, the VBAC rate steadily piped, reaching a reported rate of
8.4% for 2008 (Osterman, Martin, Mathews, & Hamlt@011).

A number of additional factors have contributedht® rising cesarean rate and
decreasing rate of VBAC (Osterman et al., 2011)etiér serving as a barrier to VBAC
or as a direct contributor to the rising cesared®, these factors include electronic fetal
monitoring (Sachs, 2001; Spong, Berghella, Wenstidercer, & Saade, 2012), the
liability environment (Yang, Mello, Subramanian,&&uddert, 2009), concerns regarding

patient safety and facility resources (Guise ¢t28l04; Roberts et al., 2007), a decline in



operative vaginal delivery rates (Maulik, 2004: diwTilo, Foote, Gil, & Lavin, 2007,
Spong et al., 2012), patient requested primaryreasa Weaver, Staham, & Richards,
2007), rise in primary cesarean rates (Spong ,e2@12), changes in the childbearing
population (Lowe, 2007; Zhang et al., 2010), inducbf labor (Vahratian, Zhang,
Troendle, Sciscione, & Hoffman, 2005), disciplinarnd personal philosophies (Monari,
Simona, Facchinetti, & Basevi, 2008), term breeemagement (Hannah et al., 2000),
and patient education and information (Gregg, 199&inger, 2005; Lucas, 2004).

The scientific literature contains numerous stsidiiat demonstrate the risks of
cesarean birth. The short term physical risks eaEan, whether primary or repeat,
include maternal hemorrhage (Landon, Hauth, Lev&r®pong, 2004), damage to
surrounding organs (Macones et al., 2005), deaptheombosis (Landon et al., 2004),
infection (Landon et al., 2004), increased riskespiratory distress in the newborn
(Hook, Kiwi, Aminia, Fanaroff, & Hack, 1997), sucgl injury to the baby (Alexander et
al., 2006), separation of the mom and baby (Zanat@d., 2010), and decreased
breastfeeding rates (Zanardo et al., 2010).

While the focus of most studies has been on tbe-gérm physical effects of
cesarean, emerging research has identified longdeguelae (Silver, 2010). Uterine
scarring may impact future pregnancies by increpsie risk of placental abnormalities,
placental abruption, and stillbirth (Zelop & Heffn@004). Cesarean section can result in
maternal chronic health issues including surgidélesions, pain, and decreased rates of
fertility (Loos, Sheltinga, Mulders, & Roumen, 20@lver, 2010). Women who have

delivered by cesarean section have reported negasiychosocial effects including grief,



a sense of failure, a sense of a loss of contnaol, feeling betrayed by those that cared
for them (Bainbridge, 2002; Soet, Brack & Dilor03).

Infants born by cesarean have been found to becedased risk for developing
chronic respiratory dysfunction (O’'Shea, Klebané&ffSignore, 2010; Tollanes, Moster,
Daltveit, & Irgens, 2008), Type 1 diabetes (Boaitea Warncke, Winkler, Wallner, &
Ziegler, 2011; Vehik & Dabelea, 2012), allergie®@Bikou & Malamitsi-Puchner,
2011; Eggesbo, Botten, Stigum, Nafstad, & Magn0832, and have had increased rates
of hospitalization for asthma and gastroenteriiaikansson & Kallen, 2003).

The risks associated with a trial of labor aftesazean (TOLAC) have been
extensively studied, and will be fully presented analyzed in Chapter 2. The risk of
uterine rupture has been of greatest concern flastexl in the breadth of the study of
this outcome. The rate of uterine rupture has ticéren cited as .7-.9% with one prior
cesarean, and .9-1.8% with two or more cesaredinse¢ACOG, 2010a). While these
rates are not significantly different from thoseotifier obstetric emergencies including
placental abruption and cord prolapse (Cunninghtaah ,€2012b), the fear of uterine
rupture and its perinatal morbidities and mortadithas resulted in countless women
being denied the opportunity to attempt VBAC.

While the concern about uterine rupture in theicéil and scientific literature
deserves critique, the full analysis of the scfenW/BAC literature is confounded by
inconsistent definitions of uterine rupture andidedénce, a predominance of
retrospective designs, significant differencesiciusion and exclusion criteria, and
historical variation in practices. As a result lo¢ inconsistencies, ACOG VBAC

guidelines, widely used to support obstetric pcacéind decision making, were revised 4



times within 12 years. These revisions led to cleang practice, increased concerns with
risk management, and the resulting turmoil left ynpregnant women and practitioners
without the option to choose a trial of labor aftesarean (Scott, 2010).

In contrast, VBAC has been studied by numerousarekers focused on a
number of aspects and outcomes including riskstyBil Tollanes, Pihlstrom, & Irgens,
2008), benefits (Rossi & D’Addario, 2008), predistof success (Durnwald & Mercer,
2004), outcomes (Avery, Carr, & Burkhardt, 2004:38lyed, Watkins, Fix, Druzin,
Pullen, & Caughey, 2007), practice standards (ACIS0L1; ACOG, 2010a), cost
effectiveness (Macario, EI-Sayed, & Druzin, 20@Btient education (Renner, Eden,
Osterweil, Chan, & Guise, 2007), risk managemeiainget al., 2009), decision making
(Shorten, Chamberlain, Shorten, & Kariminia, 20@4)d maternal satisfaction (Cleary-
Goldman, Cornelisse, Simpson, & Robinson, 2005).

Overall, the scientific literature to date suppahnis practice of VBAC. For those
women who attempt a TOLAC, 60-80% will experiend@AC (ACOG, 2010a). VBAC
has numerous benefits including the avoidance efaijve complications, shorter
hospitalizations, and overall better maternal amohatal outcomes than elective repeat
cesarean birth (Cleary-Goldman et al., 2005; Laretal., 2004; Lydon-Rochelle et al.,
2000; Lydon-Rochelle et al., 2010; Scott, 2011n,Taubramaniam, & Omar, 2007).
Women who experience VBAC avoid the risks assodiat¢h additional uterine scarring
that can impact future pregnancies (Smith, PelQdbbie, 2003). In addition, women
who have experienced VBAC report increased leviedatisfaction and feelings of

empowerment (Phillips, McGrath, & Vaughan, 2010).



Despite the plethora of research regarding VBAE€rghs one area of study that
is conspicuously lacking in breadth and depth. Nh&onal Institutes of Health (NIH)
has identified the area of “comparative long-teratemal and perinatal biological and
psychological outcomes following VBAC” as a criticgp in the evidence (Cunningham
et al., 2010a). Research studies involving wompaiseptions and experiences of
VBAC are limited (Shorten & Shorten, 2012). Thiadst aims to fill these gaps in the
scientific VBAC literature.

Feminism is the guiding philosophy of this studyd dts applicability to the
research topic and method will be discussed atheingChapter 2. In their classic work,
Hall & Stevens (1991) outlined three shared prilg@mong differing feminisms. These
principles included recognizing the oppression ofmen, valuing women and validating
their experiences, and seeking to bring about kokange. These three principles and
their relevance to the study will also be outlimedhapter 2. Central to the feminist
research perspective is a respect for the “unicggeatthe experience of each woman,
and the desire to present these unique experiemeeway that gives power to those
without equal power in our society” (Torkelson, 6998. 124). The methodology to
support this perspective will be outlined in Chaj#e

The need for research of birth stories has beanrtifab®l as “dire”, as there is a
need to empower women and families to reclaim thatrol over their childbirth
experiences (Savage, 2001). There has been mirésedrch regarding birth stories, yet
this research can lend insight into practice aedifate policy change (Carolan, 2006;

Harrod, 1998; Lee & Lamp, 2005; VandeVusse, 19%2amdeVusse, 1999Db).



Statement of the Problem

Women'’s perspectives of their own experiencesmpertant, and worthy of
study. However, there have been very few qualigaitivestigations of VBAC, and
American women’s VBAC stories have not yet beerdwsedata. To date, there have
been no studies where women'’s experiences of @sarere compared with their own
subsequent successful VBAC.

Purpose of the Study

The purpose of this study is threefold; 1) to eakomen and their cesarean and
VBAC stories and experiences through the use efrarfist research perspective; 2) to
gain insight into women’s experience of both VBA@Iaesarean, offering them an
opportunity to compare and contrast them; 3) tdrdaute new and valuable insight into
an area of research that has been identified estedl gap in the evidence” by the
National Institutes of Health (Cunningham et al]1@a).

The aim of this study is to improve healthcarevimmen who have experienced a
prior cesarean birth by addressing this critic@ mathe evidence. The words of women
who have experienced a cesarean followed by a ssitte/BAC will serve to fill gaps
in the literature to inform providers of healthe&apolicy makers, and future healthcare
consumers about the woman’s perspective.

Significance of the Study

The majority of research regarding VBAC has invditiee physical aspect of
birth, risks, and variables associated with itsct®ss” or “failure”. High value has been

placed on preventing uterine rupture at the cogramoting birth experiences that are



meaningful and positive (Shorten & Shorten, 20R8search involving the psychosocial
aspects of VBAC is minimal (Phillips et al., 201Qnly a few qualitative studies have
focused on the experience of VBAC from the woma@sspective. Those that do exist
explore the process of decision making, patiem¢fs&tion, and the experience of
VBAC. To date, there are no comparative studiesestrean/VBAC stories of American
women. Considering the current state of cesaredV&AC rates in the USA, women’s
experiences may help contribute to a better unaledgtg of the need for more women
being offered the option of VBAC.

Significance to Nursing Practice

In the United States, registered nurses (RN)lfutfany roles in the care of
women during pregnancy and childbirth. RNs proadribstantial amount of bedside
support to women during the peripartum period, twedefore can profoundly impact
women’s birth experiences (Hanson, VandeVusse, #dda2001; Harrod, 1998;
Simkin, 1991;VandeVusse, 1999a; VandeVusse, 1998bkes have become more
autonomous in their practice, making key decis@nsut labor progress and comfort
measures and also may manage labor based on gfamders and physician preference
(Simpson, 2003).

Nursing knowledge regarding VBAC may be limitedriformation provided
during orientation, experiential learning duringecaf women experiencing VBAC,
reviewing institutional policies, or by reading joal articles. Nursing journal articles
regarding VBAC are scarce. Since 1996, there haea bnly two articles published in

the primary OB nursing journal, JOGNN, regardingA@® One article addressed the



safety of VBAC (Dauphinee, 2004), and the otherl@nga what factors influenced
women to choose VBAC (Ridley, Davis, Brigh, & Siaic|] 2002).

The significance of this study to nursing pertam$he generation of new and
needed knowledge that can be used by maternitgsungdaily clinical practice to better
meet the needs of women experiencing VBAC. This nermging knowledge may also
impact policy formation and clinical decisions tipapmote VBAC access within
healthcare institutions and organizations.

Significance to Nurse-Midwifery Practice

Certified Nurse Midwives (CNMs) and Certified Midwais (CMs) have long been
advocates of women and their families. This advpdaciudes (but is not limited to)
access to healthcare, the right to informed conseipiporting self determination in
making healthcare decisions, and care that is guigdahe best evidence available
(ACNM, 2012).

This philosophy is reflected in the ACNM Positiota®ment pertaining to
vaginal birth after cesarean. The statement clesaltes all women who have had a
previous cesarean have “the right to safe and aitteptions when giving birth in
subsequent pregnancies” (ACNM, 2011). Informed eahshould reflect evidence based
research regarding risks and benefits of TOLAC rapetat cesarean section (RCS)
(ACNM, 2011). Furthermore, facilities, administregpand liability insurance carriers
should not prohibit access to TOLAC (ACNM, 2011} will be discussed in Chapter 2,
women have not consistently experienced true inéarconsent, TOLAC is not available
to all women with a history of a prior cesareartiand liability concerns have impacted

practice.
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The philosophy of the ACNM, and the professiongdmart of the VBAC Position
Statement, is reflected in the 2012 ACNM Benchnragkproject. This project includes
data involving the work of over 1,100 CNM/CM FTEsd outcomes of over 83,700
vaginal births. There were 4,557 TOLAC reportedhva success rate of 78.7% (ACNM,
2014).

This study will serve to add to the body of knovgeaf CNMs/CMs regarding
VBAC from the woman'’s perspective. In addition stetudy will provide a resource for
future research.

Significance to Nursing Education

Nursing faculty seek to promote understanding gptexiation for cultural and
personal differences in the perspectives of pag&periences (Lee & Lamp, 2005). One
method that has been effective is the utilizatibhidh stories in nursing education (Lee
& Lamp, 2005).

While VBAC is a clinical topic that is addressecdhmrsing programs, it may not
necessarily be observed by nursing students. Asissed previously, VBAC rates have
declined considerably over the last 15 years. M@omen no longer have VBAC as an
option, due to either institutional practice regtans, or healthcare providers who cannot
or will not offer VBAC as an option. This study widwffer additional insight to nursing
students regarding the experience of VBAC. Thisrmiation may be useful in both

expanding the opportunities for VBAC and improvipegient care during TOLAC.
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Significance to Nursing Resear ch

The significance to nursing research is twofoldst-ias discussed previously, the
study of VBAC from the woman’s perspective is liedt and has been declared a critical
gap in the evidence by the NIH. Second, in additioproviding new insight into VBAC,
a feminist perspective is utilized in this study.

Ultimately, feminist beliefs and values shouldueihce nursing practice,
especially as nurses provide care for women duitigal points in their development
(Sampselle, 1990). Historically, nurses have blerptoduct of a patriarchal culture,
have not achieved the “status of occupational aurtofi, and may not have recognized
the influence of this on their practice (Ballou &nidreneau, 2010; Sampselle, 1990).
This study will serve to enlighten and inform inidivals as to how a patriarchal culture
has impacted women and birth, and serve as a ddieduwwvomen to share their
experiences of VBAC.

Definition of Terms

Vaginal Birth After Cesarean (VBAC): Delivery thrgli the birth canal in a pregnancy
subsequent to one in which delivery was by cesaseation. (Merriam Webster Online
Medical Dictionary, 2012).

Trial of labor after cesarean (TOLAC): An attemptiave a vaginal birth after cesarean
delivery (ACOG, 2014)

Repeat cesarean section (RCS): Extraction of tius t&y abdominal hysterotomy

anytime following a previous cesarean. (Definitiores, 2014).
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Low transverse cesarean section (LTCS): This surigeplves the transverse, or
horizontal, incision of the lower uterine segmégirrently, it is the most commonly
performed cesarean section (Cunningham et al.,l9010

Low vertical cesarean section: This surgery invslaesertical incision into the lower
uterine segment. This may also be known as a |l@meat vertical cesarean section.
This technigue may be utilized for breech or tramsg fetal presentations (Cunningham
et al., 2010Db).

Classical cesarean section: This surgery involvalsimg a low vertical incision that
extends high enough to allow for delivery. Thishieique may be utilized when there is a
transverse lie, multiple gestation, maternal modbdsity, invasive cervical cancer,
adherent bladder, placenta previa, a need to dedivergently, and/or extreme
prematurity (Cunningham et al., 2010b).

“T" incision: This occurs when a low transverseignan is made and then the incision is
vertically extended. This technique may be usedwthere is malpresentation of the
fetus, an undeveloped lower uterine segment, opitheence of adhesions and/or fibroids
that would restrict surgical access to the lowerioe segment (Patterson, O’'Connell, &
Baskett, 2002).

Uterine ruptureUterine rupture is frequently defined as being clat&) or incomplete.
With a complete uterine rupture, all layers of tierine wall are separated. With an
incomplete uterine rupture, also known as a dehszehe uterine scar may be
separated, but the serosa is still intact. It aaupin women without any prior uterine
surgery, but occurs more frequently in women witbrputerine surgery. (Cunningham et

al., 2010b; Landon, 2008).
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Informed consentConsent to surgery by a patient or to participatioa medical
experiment by a subject after achieving an undedstg of what is involved (Merriam

Webster Online Medical Dictionary, 2012).
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Chapter 2 Review of the Literature

Vaginal birth after cesarean has long been a safrcentroversy. The movement
to promote VBAC in the early 1980’s was drivenlarge part, by women’s desire to
experience vaginal birth. Therefore, the guidindgdophy of feminism and its
relationship to the topic and the research methqgmtasented. A comprehensive review
of the literature is also presented in this chagtbe historical and scientific literature is
presented and critiqued in order to provide ingghto the controversy surrounding the
current status of cesarean and VBAC. A reviewasfipent birth story research is also
presented to demonstrate the validity and religtdf women’s narratives as data. Gaps
in the literature will be identified to highlighté need for research that places women at
the center of the process as essential sourcesoofmation.

The literature was searched utilizing searchreasgyof CINAHL, Medline,
Cochrane Database of Systematic Reviews, Psyaiofio ©Ovid, Ovid, Genderwatch
from Proquest, Social Sciences in Proquest, andtiH8aiences in Proquest. Search
terms included: vaginal birth after cesarean (VBAGal of labor after cesarean
(TOLAC), feminism, feminist, cesarean, narrativegspry(ies), birth story (ies), and
birth narrative (s).

Philosophical Under pinnings

Philosophy may best be understood as being aclsdar reflective
understanding” of specific or general topics (BanJ@002, p. 1). Aristotle described
philosophy as being knowledge of the truth, gaifmech study of physics, mathematics,

poetics, rhetoric, and practical wisdom (Waugh &, 2008). It is concerned with
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guestions that may not be answered through dineestigation, or through traditional
scientific testing. The knowledge that is gaineatigh philosophical inquiry may not be
a means to an end, but rather reveal a new areatér inquiry (Polifroni & Welch,
1999).

Epistemology, a branch of philosophy, encompassewledge, the ways in
which it is generated, its requirements, and mstitions (BonJour, 2002). It seeks to
reveal who can be a “knower”, what can be “knovarid what is “knowledge”
(Campbell & Bunting, 1991). Empiricism was the i@iform of epistemology, which
emphasizes experience, evidence, and knowledgedyinough sense experience (Baird
& Kaufman, 2008).

It has been said that modern philosophical thinkiegins with overturning
traditional thought patterns (Baird & Kaufman, 2D08istorically, knowledge and truth
were defined by using the dominant white male pEaBype as if it were the norm (The
Personal Narrative Group, 1989). Feminist philogoginstitutes being in, and thinking
of, the world in a way that challenges traditiomgéSvorth, 1995).

Feminism Defined

Feminism is a philosophic tradition that refledts tiversity and constant
evolution of women (Klima, 2001; Tong, 2009). Aeeault, there are multiple
viewpoints, definitions, and beliefs. Numerous sdh@f feminist thinking exist
including liberal, radical, Marxist, psychoanalytoare-focused, multicultural,
ecofeminism, postmodern® wave, 3% wave, and *§ wave (Tong, 2009). Feminism has
been likened to a large family in which there asadgreements in philosophy (Polifroni

& Welch, 1999), yet all exist to serve and bentig interests of women and the
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victimized. This range of feminist philosophy iseéicial, as it reflects the diversity of
life experiences and backgrounds of women.

Numerous definitions of feminism are in existeritbas been broadly defined as
being concerned with issues surrounding sexuatmdifices (Baird & Kaufman, 2008),
gender equality and equal rights, and valuing ildigls for their societal contribution
rather than their biological roles (Allan, 1993)chassic work which will serves as a
basis for this study posits that despite differsnoedefinitions and philosophies,
feminisms share three basic principles (Hall & $tes; 1991). These principles include
recognizing the oppression of women (through thstemce of ideological, structural,
and interpersonal conditions), valuing women aridlating their experiences, and
seeking to bring about social change. Each priac@pid its applicability to this study will
be addressed in the following section.

The Applicability of Feminist Philosophy to this Study

Vulnerability: Recognizing oppression. Gender based oppression exists in all
aspects of women’s lives (Klima, 2001). Within lbehre and related research,
oppression has resulted in varying degrees of maligation. Marginalization and
vulnerability of women, resulting from oppressionl| be discussed in this section.
Oppression is defined as an “unjust or cruel eserof authority or power”, or “a sense
of being weighed down in body or mind” (Merriam-Véédr, 2012). This has been
demonstrated by the medicalization of pregnanayhiktorical exclusion of women from
research, manipulation by fear of poor perinatatomes, and lack of true informed

consent.
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Marginalization is the process by which those Hratviewed as being
“different”, or outside of the norm, are cast otitlee social “center” to the periphery. It
may involve oppression based on gender, race, eagrstatus, politics, or culture (Hall,
Stevens, & Meleis, 1994).

Based on gender alone, women are marginalized. Wawmarginalization can
be an accumulation of layers involving socioecorwstatus, education, race, age, or
sexual orientation. In addition, holding beliefattlare different from the “hierarchical”
center will also push individuals to the periphériiis marginalization can ultimately end
in the creation of vulnerable populations; thoss thave an increased risk of poor health
outcomes, or susceptibility to negative eventsgfkdaud & Winslow, 1998; Vasas,
2005).

Vulnerability is a complex concept. It has beenifgaisthat it can be inborn or
acquired (Zubin & Spring, 1977). Inborn vulnerdlyiliefers to that which is genetic,
internal, and based on neurophysiology. Acquirddenability is a result of life events
and experiences. For example, a woman based origelothe, is vulnerable. By being
pregnant, she is at risk for adverse health evant$js thereby adding another layer of
vulnerability. She might have other acquired aspetvulnerability preceding
pregnancy involving age, socioeconomic status,, fiaceily history, and education level
(Bifulco et al., 2002). In the opinion of the resdeer, vulnerability, with its associated
oppression and marginalization, is compounded witlhe healthcare system through
histories and cultures that devalue women.

Constructed patterns of thinking and knowledgeunculture have been largely

shaped and directed by an authoritative, patriaatimale culture (Belenky, Clinchy,



18

Goldberger, & Narule, 1986). This culture has sklappe authors who recorded history,
constructed theories, and developed educationaklmodltimately, the male experience
has become the “normative value” against whichféneale experience has been judged
(Allan, 1993; McCormick & Bunting, 2002). As a s little attention has been given
to the types of learning, knowing, and valuing thi@ common to women. This bias
against women, which demonstrates further margiaadin, has also permeated
biomedical research and healthcare.

Historically, women have frequently been excludeaf medical, psychological,
and social research due to concerns that the nnahsircle and pregnancy are
confounders that can negatively and unpredictabpeaict results (Hall et al., 1994,
McCormick & Bunting, 2002). As a result, their irgsts have gone largely overlooked,
their experiences denied, and their voices madatgjHall et al., 1994; McCormick &
Bunting, 2002; Thorne & Varcoe, 1998). At the tinfahis writing, there are
government agencies including the Agency for Health Research and Quality
(AHRQ), the U.S Food and Drug Administration (FDARd the National Institutes of
Health (NIH) that have specific divisions dedicatedvomen’s health research.
However, women’s health research remains disprmpately quantitative, not reflective
of the comprehensive experience, with significaggbetween qualitative findings and
clinical practice (Abadir, Lang, Klein, & Abenhair014).

A culture that demonstrates a patriarchal colMectipproach that impacts women
and their healthcare is that of medicine and mégicectice. Patriarchy has flourished
within medicine, and has resulted in the male appation and medicalization of

childbirth (Cahill, 2000). Medicalization refers tiee expansion of medicine into other
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areas that have been previously non-medically ddfproblems (Gabe & Calnan, 1989).
This process marginalized childbearing women as aglhe women who attended them,
devalued the intuitive and experiential knowledgeromen, and increased their
vulnerability to poor outcomes.

In the 1760s, the medicalization of childbirth bedpy physicians replacing
female midwives in American birthing rooms (Leavit®83). Seeking pain relief and
increased safety during labor, and believing tbahhilly educated physicians offered
benefits that midwives could not, American womegaeinviting physicians into their
homes. The practice of midwifery was devalued bysptians, as experiential knowledge
was seen as less valuable than “formal” traininghbuld be noted that formal medical
education was not established uniformly until tadye1900’s (Flexner Report, 1910).
Female healers, including midwives, were persechygohysicians, as they posed a
threat to their authority and material prosperggal{ou & Landreneau, 2010.) Opium for
pain relief and forceps were seen as great devealofmin obstetrics, and lured by the
false assurance of pain relief and safer passadbdo infants, women transitioned from
midwives to physicians (Leavitt, 1983).

As a result of medicalization and male approprratdchildbirth, women lost a
significant amount of autonomy and control. Thisnitwant male culture defined
pregnancy as pathological (Cahill, 2001).Womenceomed about the “pathology” of
pregnancy and birth, sought the safety that thpitedsseemed to provide. This move
from home to hospital did not guarantee women gdfem infection, overdosing of
anesthesia, or injuries from unskilled physicidresaitt, 1983). Male knowledge

regarding childbirth was deemed “scientific”, ahérefore superior to the more intuitive
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knowledge that women had about their own bodiei{lC2001), which impacted their
ability to control their births.

Women relinquished control over some aspects ddlobaring in their search for
life and health, without fully realizing the risks/olved in medical intervention (Leavitt,
1983). In 1887, it was noted in one study that i@zsasection resulted in a 52.5%
maternal mortality rate (Williams, 1904). Cesarsaation was considered so dangerous
that it was stated to be safer if the woman hepssiformed the surgery (Williams,
1904). By 1904, much improved rates of mortalityeveeported, and “only” less than
10% of women died as the result of cesarean se@fidtiams, 1904). For comparison,
in 1900, the maternal mortality rate in the US ®@6 per 100,000, or .9%
(OBGYNhistory.com).

Reproduction, seen as powerful, frightening, andhyoof envy by men (Cabhill,
2001), was also controlled by medicine. For examiplgas not uncommon that if a
woman was being delivered by cesarean section,gresmt sterilization was advised.
However, if the patient was intelligent, it wasogunended that the decision should be
left to her and her family. If she was deemed waakded, diseased, or “liable to need
repeat cesareans”, sterilization was consideradiglde (Williams, 1904). Sterilization
was recommended after the third cesarean partigdtarpoor patients (Williams, 1924).
By 1931, cesarean was advocated for those womenetkementally or physically ill
equipped to experience vaginal delivery (Williarh831). These recommendations, made
in authoritative texts, guided and shaped the m&acf numerous physicians who, in

turn, impacted the reproductive “choices” of coastl women.
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Pregnancy and childbirth has been constructed dgdminant medical
profession into a problematic event involving gnesk (Baker, Choi, Henshaw, & Tree,
2005; Jordan & Murphy, 2009). This concept of tsis become unacceptable in
Western society (Klein, 2006). In the opinion o tiesearcher, this aversion to risk is
demonstrated in the decreasing rates of VBAC,rtheeasing rate of cesarean, and in the
vast amount of literature surrounding the riskattémpting VBAC.

Many women are fearful of labor, vulnerable to ssjgpn, and will do anything
necessary to ensure a good outcome for their fadlyafa, 2006). They view themselves
to be at a higher level of risk during pregnan@antithey actually are (Darbyshire,
Collins, McDonald, & Hiller, 2003). In order to am perceived risk, women often
acquiesce to the assumption that technology aedvienition is essential for a successful
outcome, as they believe that it offers them cdranal increases safety (Davis-Floyd &
Sargent, 1997). Risk is perceived to be furthennished by the assistance of
professionals with expert skills and knowledge &adt al., 2005). However, women
have placed their trust in medical practices that®t necessarily supported by scientific
research (Leavitt, 1983). In addition, the trustttivomen may have in their physician is
related to the normalization of medicalized bi@a(po, 2010).

Women may be manipulated into making decisionsrttat not be in their best
interest, but that seem to be the most sociallgpted option (Wittman-Price &
Bhattacharya, 2008). If advised by a physician ¢he¢sarean is in the best interest of
their baby, most women will submit to the recomnagiah (Kitzinger, 2005). In order to
be perceived as “obedient”, a “good mother”, andicipotential hostility, patients may

not question medical authority (Beckett, 2005; Chil, 1997).
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However, the medical authority will continue to demstrate paternalism, not
partnership, unless women and healthcare provideesve accurate education about
VBAC (Shorten, 2010). Researchers have agreedhbatsks associated with RCS have
not been adequately presented in the literatupgogslly in comparison to the risks of
VBAC (Vedam, 2010). Nurses have noted a lack dytinformed consent, as well as
unnecessary cesarean sections (Sleutel, Schuliegylde, 2007).

Women who might otherwise elect to attempt a VBA&yrhe
dissuaded/oppressed by their health care providérsse concerns regarding safety and
their own professional liability alter the informednsent process. By not being told the
truth, women are at an increased risk of undergomgecessary surgery, and of not
being able to experience the full physical and pegocial benefits of vaginal birth
(Vedam, 2010).

Vulnerability within the VBAC informed consent process. The informed
consent process for VBAC is not standardized, aag be vulnerable to distortion.
Women make healthcare decisions based on incongoletéiased information regard
risk and benefits (Beckett, 2005). The concepthwice, inherent in the informed consent
process for VBAC or ERCS, may be coerced, or themaromight not question the
“choices” offered to her (Gregg, 1993; Klein et 2006). Therefore, women do not
received balanced, unbiased information from widicinake an informed decision.
Women may therefore experience increased sociaspre to make decisions about
VBAC based upon the possible impact on fetal hgaltth their own needs set aside), or
face the challenges associated with exercising trdbrmed choice (Gregg, 1993; Klein

et al., 2006).
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Women may be manipulated into consenting, or rafystertain treatments based
on how the informational process is conducted,thrchature of what is shared. For
example, when a woman is undergoing counselingdagaattempting a VBAC, the
risk of uterine rupture should be clearly discusgg@dOG, 2010a). Using the same
statistics, there are several ways to communicateisk of uterine rupture. For example,
the woman could be correctly informed that her allersk of uterine rupture is 0.2%,
that VBAC creates 1.9 additional uterine ruptures 1000 cesarean births, or that her
risk of uterine rupture is 37 times higher thanawan who has never had a cesarean.
The last risk statement, though true, infers a nhigher risk and could be used to
manipulate her into making a decision that she togfrerwise not have made (Jordan &
Murphy, 2009). While in reality, a 0.2% risk of tupe is equivalent to a 1 in 500 chance.
Clear and unbiased information about risk is aemss component of a truly informed
consent.

The value that is placed on fetal life and wellAgemay overrule the mother’s
rights to self-determination (Cabhill, 2001). Comdithe philosophy of pathology
surrounding pregnancy, the instilled fear regargiagceived risk, along with
“fetocentrism”, where the fetal “rights” are equalgreater than the mothers’ (Baker et
al, 2005), and women are at increasing risk of becg passive partners in the birth
process (Baker et al., 2005). As a result, the wosnautonomy and self-determination
are diminished in the birthing process in her gtegtrovide a perceived safe passage for
her baby. Ultimately, the result could be oppras¢®aker et al., 2005), marginalization,

and increased vulnerability of women who have epeed a prior cesarean.
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Valuing women and their experiences. A feminist method of research
recognizes the significance of using women’s exgmees as resources (Harding, 1987).
When valuing women and their experiences througbaeh, it is paramount to
recognize that women are experts in their own l{@sdlister, Vehvilainen-Julkenen, &
Lauri, 2001). Society and scholars have been degrof knowledge surrounding the
lives and experiences of women (Mountford, 2003v&ding of women and their
experiences, as discussed previously, has resoltgdmen being excluded from
research. Researchers have often ignored womethamdnterests, and have
extrapolated results found in men to women, withemutsidering the biological
differences between the two (McCormick & Buntin@02; Routledge, 2007; Thorne &
Varcoe, 1998). As stated previously, since wonmerelbeen compared to the male
“norm”, women have been viewed as defective, apdodrction as being inherently
pathological and confounding to research (CahlQ22 McCormick & Bunting, 2002;
Routledge, 2007). This perspective has impactedaations that they have had within
the healthcare environment, and diminishes theoreumy (Cahill, 2001).

Further, when women'’s views have been heard, arhistory written, it has
often been influenced by the dominant male cul{ireuntford, 2003). The essence of
female history has been neglected by silencing wisneices, which has been equated
to oppression (Wittman-Price, 2004). Feminism s8ito recognize and deconstruct
oppression by hearing the voices of women.

Feminism seeks to examine the experiences of wahmengh a framework
designed from the standpoint of women (Klima, 20@&Lithentic voices of women can

be freed by sharing their experiences through tigesaor stories, and this may result in
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empowerment (Wittman-Price, 2004). Women are eXxpedgards to pregnancy and
childbirth, and this makes their stories worthyoefng heard (Parry, 2006).

By listening to a woman'’s story, one is lendingdeibdity to her experience,
validating her perspective, and she has an oppbytimprocess the experience in a new
way (Callister, 2004; Farley & Widmann, 2000). ®i&ring of stories can provide a
view into other cultures by revealing the socioatdt context of childbearing. This can
assist in the provision of respectful and cultyrabbmpetent care; further valuing women
and their experiences (Callister & Vega, 1998; i€t et al., 2001; Yeo, Fetters, &
Maeda, 2000).

Valuing women in research through the study ofrtheth stories can enlighten
readers by giving them a view into the past, imp@cisions made regarding the future,
and can affect how individuals are socialized alboulh (Sterk, Hay, Kehoe, Ratcliffe, &
VandeVusse, 2002). In short, research regardingem®WBAC experiences could
serve as a source of positive change in the canmwfen who have experienced a prior
cesarean birth.

Seeking social change-A changein the balance of power. Feminism, utilizing
gualitative research methods, women as subjeaisiyamen’s voices as resources, has
become prominent in the study of women’s healtho(f & Varcoe, 1998). Feminism
challenges the traditional patriarchal valuesysgrito dismantle the factors that
proliferate the subjugation of women, and has bectan accepted tradition” in
women’s health research (Routledge, 2007, p. 285).

In pregnancy and birth, the expectations of the awm@nd the healthcare provider

may significantly differ, with the balance of powaroring the provider (Churchill,
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1997). A feminist perspective of birth alters treddmce of power, as it focuses on
women-centered care, and supports women remainiogitrol of their experience
(Klima, 2001).

This change, or alteration in the balance of powan be furthered through a
process of emancipation in decision-making. Emaxtmp by definition is the antonym
to oppression: to “free from restraint, control power of another- especially: to free
from bondage; to release from paternal care armmbresbility and make sui juris; to free
from any controlling influence (as traditional msm beliefs)” (Merriam Webster
Online Dictionary, 2012). As a result of conceptaaalysis, Wittman-Price (2004)
defined emancipation as a “process of reaching @ ipasitive state of being, a state of
relative freedom in choice by first acknowledginmgadfective experience of oppression”
(p.442).

Emancipated decision making. As previously discussed, the process of informed
consent can result in women being manipulated ercsal into making a decision that
they would have not otherwise made, based upomiptaie or biased information. This
is an integral area for this research, as chodsiagtempt a VBAC is the pivotal first
step. The Wittman-Price Theory of Emancipated DecidMaking in Women’s
Healthcare (WPTEDMIWH) was reflected upon by thughar while considering the
principles of feminism. The WPTEDMIWH identifiest@utes that must be present in
order for “free choice” to occur. These includdeefion, personal knowledge,
empowerment, awareness of social norms, and fiexbVironment. Each of these

attributes will be discussed in relationship to VBA
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Reflectionis a process, cognitive or interactive, in whichneém consider their
alternatives in healthcare. In this study, reflacgpertains to the process during which
they consider their options of RCS vs. VBAC.

Personal knowledge is awareness by a woman tedtahthought about the
alternatives in relation to herself. For instangben considering VBAC, she has thought
about the risks and benefits of VBAC success, Ri&$ a failed trial of labor, or ERCS,
and what each outcome would mean in the conteixeofife.

Empowerment, strongly associated with feminismefiected in this theory as
being the information and resources that womemaen by their healthcare providers
regarding alternatives. In this instance, it caaldude the responses that a healthcare
provider would give in regards to information ttia@ woman found for herself. If a
woman is given a breadth of balanced, unbiasedrmdbon regarding her options, she is
empowered to make a decision that is in her béstasts. If the information is not
provided, if it is biased, or if she does not egeren the option of VBAC, she is not able
to make an emancipated decision.

Awareness of social norms is defined as being @t society places more
value on one or more of the alternatives beingipiext Emancipation involves a woman
choosing what is best for her, even if it is n& focially popular decision. For example,
VBAC may be viewed by some as being dangerousadetius. A woman may then be
viewed as being selfish for putting her own need$ desires ahead of the perceived
safety of her child, thereby not being a “good nedth

A flexible environment is conducive to change, andne that allows women to

make an unopposed enactment of a chosen alterntitiiere is any degree of
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opposition or manipulation, oppression is presAritexible environment would be
exemplified in a facility that provides VBAC as aption, with staff that is supportive of
a TOLAC. An example of an inflexible environmentw be one in which VBAC
would not be allowed to be attempted. Another examjould be an environment in
which VBAC was allowed, but the healthcare provideuld not allow the TOLAC to
go beyond an arbitrary duration.

The current informed consent process, which malyaaeght with biased and
inaccurate information, stands in stark comparisomomen having an emancipated free
choice to attempt VBAC. Free choice within healtieadecision making exemplifies the
type of change sought by feminism is well preseimétle WPTEDMIWH.

The applicability of feminist philosophy to thisugty, and the relevance of the
change principle, is also reflected in the researethod. The use of women’s narratives
has long been associated with a feminist methadsearch, and will be discussed in the
following section.

Narrative/Story Resear ch

Methodology is discussed extensively Chapter @Rilltalso be addressed here, as
it pertains to a feminist method of research, amglrielevant to the research being
proposed.

Relevance of the method to this study. Life itself is a narrative, as individuals
organize their life experiences into meaningfutisto (Berger, 1997). People are able to
give their life chronological order, make sens¢heir lives by examining past events,

and integrate transformative moments in their lii@sllister, 2004a). Sharing these life
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events offers the opportunity to learn from eadtegtand promotes a sense of being
connected to others (Sandelowski, 2004).

Narratives, or stories, are a rich resource, &odlsl be used in research as their
focus is on human lives and well-being (Bleakle€d02;, Carson & Fairbairn, 2002). They
are used in research involving nearly every prodessas numerous disciplines work to
discover the essence of the human experience (@its@iral Narrative Group, 1989).
Narratives can give insight into marginalized livdlsminating the hard realities in life,
leading the researcher to reflect, search for Bagmce, and be transformed (Bleakley,
2005; Van Manen, 1990). This is particularly relevia this study, as there is a gap in
the VBAC evidence pertaining to the woman’s perpecand a need for greater
understanding of the experience.

In healthcare research, narratives include bidgcapinformation, and can offer
a more individualized and comprehensive view thgaestionnaire (Bleakley, 2005;
Overcash, 2004). Narratives reveal a patient’stpafimiew, facilitate an empathetic
reflection of experiences, and can serve as a éildiween science and humanity
(Bleakley, 2005; Sandelowski, 2004). The narrasittgly assists in developing
knowledge through examination of practice. Thisneixetion can further link education,
research, practice, and assist in theory develop(@amnson & Fairbairn, 2002).

Birth story research contributes significantlythe literature and practice, as it
informs health care providers as to patient peroapt and offers insight into the
physical, psychological, spiritual, cultural, amtsl aspects of birth (Carolan, 2006;
Harrod, 1998; Souza, Cecatti, Parpinelli, KrupaDsis, 2009). This insight can

positively improve the birth experiences of othemen, and serve as a catalyst to
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examine individual provider and institutional piaet (Lee & Lamp, 2005; VandeVusse,
1999b). As discussed previously, the act of shaibgth story can benefit a woman, as
it offers her an opportunity to process her expegen a new way, assigning additional
meaning to it, and integrating it into her life istgFarley & Widmann, 2001; Lee &
Lamp, 2005).

Birth story research, typically performed throwgfualitative method, provides
reliable and valid data (Carolan, 2006). Women Haeen known to accurately recall
details of their births for years, in fact, deca@feghens, Glass, Sloan, & Entman, 1993;
Simkin, 1992). Feminist research uses women'’s épegs as resources, designing the
research for women, focusing on new areas of igdtdarding, 1988). The forms of
reliability and validity that provide rigor to coamtional empiricist research cannot be
applied to all feminist inquiry (Hall & Stevens,9D).

Reliability often refers to the repeatability ofest or study. However, in feminist
research, appreciating that each experience isauassarily reproducible, reliability
refers to the “dependability of the research prees’s(Hall & Stevens, 1991, p.19). Hall
and Stevens (1991) advise that examining the rels@aethods and data analysis are
ways of assessing the “dependability”. Validityewsftrefers to the tool of measurement
that is utilized in research. Feminist researchceomned with a holistic view of a
woman’s experience, may be restricted by conveatitwols, rather valuing the stories
shared by women (Hall & Stevens, 1991). Centr&moinist research is the belief that
women are experts in their own lives, and can b&ed to tell the truth regarding their

experiences.
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Birth stories have been verbally shared betweemeavofor thousands of years,
but rarely written or studied until recent timesoien are now documenting and sharing
their birth experiences on the internet (Bylund)20 Heavily edited, dramatic
television programs have shaped the public’'s péi@epf birth, all while promulgating
fear of childbirth (Kitzinger & Kitzinger, 2001). é&&earchers have explored and revealed
cross-cultural insights into childbearing by intewing women, and then using the
interview transcripts as data (Callister & Vega989Semenic, Callister, & Feldman,
2004; Yeo et al., 2000). Birth experiences randimog low-risk to those involving high-
risk pregnancies, severe maternal morbidity, andrgent cesarean birth have been
examined by studying the interviews of those tixaeeienced them (McCain &

Deatrick, 1994; Ryding, Wijma, & Wijma, 1998; Souztaal., 2009). Aspects of
childbirth involving security, control, and mateficision making have also been
studied using birth stories and narratives (Hamjstushner, Benzies, Rempel, & Kimak,
2003; Melender & Lauri, 2001; VandeVusse, 1999adé&/usse, 1999Db).

As stated previously, the tenets of feminism engass recognizing oppression,
valuing women and their experiences, and bringbmguasocial change (Hall & Stevens,
1991). Inherent in feminist theory and researcnvaluing of the subjective, exemplified
in the use of women’s narratives, which present thees and experiences (The Personal
Narratives Group, 1989). Researchers, using wonexpsriences as data, designing
research for women, and focusing on new subjediemdtave revealed additional
insights into childbearing. Women'’s experiencestoldbirth have been explored from
numerous and wide-ranging perspectives, but tiseséli much more work to be done.

Studying women’s comparative experiences of VBA@ e@sarean, as shared through
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their stories, utilizing a feminist perspective|lwontribute additional knowledge
regarding childbirth.

Literature Review of Cesarean and VBAC

History of Cesarean and VBAC. Cesarean birth has been a part of obstetric
history since ancient times, with the surgery belagicted in Greek mythology, as well
as Western and non-Western art. It was thoughtlilais Caesar was born by cesarean
section, forever linking his name with the surgigedcedure. However, his mother lived
to learn of the invasion of Britain, which raisesufit that he was actually born by
cesarean, because women were not known to suhiiveurgery until the ICentury
(Raju, 2007; Sachs, 2001). During the reign ofutbuCaesar, Roman law decreed that
women who died or were dying during childbirth slibliave the child surgically
removed, to save the fetus and in order to incrdesstate population, setting a clear
historical value of fetus over mother (Sewell, 1998

Throughout the Middle Ages, cesarean birth was g@as a last resort in order
to save the life of the baby, or to satisfy religicedicts of the mother and child being
buried separately (Raju, 2007; Sewell, 1998). Tloeee cesarean births were performed
primarily perimortem. In 1500, a Swiss sow geldeerated on his wife, and she is
mentioned as the first woman to survive a cesaf®aohs, 2001).

During the 18 century, it was first proposed that cesareanaectuld be used
as an intervention for maternal complications (Danee, 2004). Indications for
performing a cesarean during thé"x@ntury included suspected inadequate size of the
maternal pelvis, fetal malpresentation, herniathefuterus, or conception occurring

outside of the uterus (Churchill, 1997). Achievetsan antiseptics, anesthesia, and
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uterine suture techniques resulted in improved mateesarean outcomes beginning
during the latter half of the &entury (Cohen & Atkins, 2001).

In 1904, “Obstetrics”, a widely used medical teaggommended that a cesarean
should never be performed if the child was in sesidanger or dead, or if the mother was
infected or in poor condition. The overall cesareste was reported as being less than
1%, and the maternal mortality was reported asy‘deks than 10% (Williams, 1904).

As cesarean section became survivable for bothenatid fetus, the prevalence
of the surgery increased. In turn, the increasurgisal experience for surgeons led to
their increased competence, a wider range of aaneetfor this delivery method, and
increased incidence of cesarean section (Churd887). This increased incidence of
cesarean brought a new controversy to light, andiwed how women should deliver in
subsequent pregnancies. Figure 1 outlines prachiaeges and guidelines that impacted

cesarean and VBAC.
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On May 12, 1916, Edwin Cragin, MD stated the oftgioted, “once a cesarean,
always a cesarean” (Cohen & Atkins, 2001; Hare®2X0In this same discussion, he
stated that there were many exceptions to this ame gave an example of one of his
patients who had a cesarean section and subsegbadtthree vaginal births (Flamm,
1997). Dr. Cragin was sharing his concern regarthegprimary cesarean rate, and was
encouraging his colleagues to avoid them, as ildviasult in those women being
subjected to numerous cesareans during the coliteiolifetimes (Dauphinee, 2004).

It should be noted that throughout much of th8 @éntury, the subsequent misuse of this
incomplete quote served as a framework for the Acamrpractice of repeat cesareans
without the option of vaginal birth after cesar€sdBAC).

In 1924, Williams stated “There seems to be a gngwendency to regard
cesarean section as the simplest means of copthgwaist obstetric difficulties”
(Williams, 1924, p. 496). Williams stated that lemsidered that it was being abused, and
that he did not believe in “once a cesarean, alvaayssarean”. He reported the uterine
rupture rate was between 1-4%, and maternal miyrtedm cesarean was less than 1-
2%. Statistics that were used in this and sevetadegquent editions of Williams
Obstetrics were often results of studies donergelanstitutions, and may not have
reflected national rates, due to inadequate ougdeveloped data collection techniques.

The low transverse uterine incision was introducet©26 by Kerr, who argued
that the greater strength of the scar would pesafir labor in subsequent pregnancies
(Cohen & Adkins, 2001). This incision also had arenionmediate effect on decreasing
the rate of maternal mortality from sepsis and hehage. Antibiotics and safer blood

transfusion practices became available after WMédt II. Perceptions of increased
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safety of cesarean led to a broadening of indinatthat included not only labor
dystocias, but also placenta previa and preeclar{@@hen & Adkins, 2001).

In 1931, the cesarean rate was approximately 1a2&the mortality rate was
diminished to 1-2% (Williams, 1931). During thisn, it was reported that in a study of
133 women who had a previous cesarean, 42 wer deliver vaginally in a subsequent
pregnancy (Williams, 1931). Cesarean was advogtéds time for women who were
deemed ill —equipped physically or mentally forldhirth. Uterine rupture rates were
between 1-4% (Stander, 1936).

The use of x-ray pelvimetry was described as befrgyeat assistance in the
diagnosis of dystocia (Stander, 1941). The cesai@anemained at 1-2%, and the
maternal mortality rate was reportedly decreasef%a A study of 217 women who had
previously delivered by cesarean published in 18&kaled that 119 (54.8%) went on to
deliver vaginally in their next pregnancy (Standed41).

Up to this point in the Z0century, advances had been made in medicine and in
the safety of cesarean, making it markedly morelyikor women to survive the surgery.
Women were experiencing VBAC at appreciable ratesome institutions despite
broadening indications for cesarean (Eastman, 1950)

By the time of publication of the f(Gedition of Williams Obstetrics, the cesarean
rate was 2% and the VBAC rate was 30% (EastmarQ)1@®sarean delivery was
indicated for elderly primigravidas, or those wonoser the age of 35. Maternal
mortality was reported to be below 1% following &@e=an. Uterine rupture was noted to
occur less often in women with prior low cervicakareans. The uterine rupture rate was

reported as being 1% during the pregnancy, and dtagllabor. Continued advances in
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surgical technique resulted in lower mortality satéecreased rates of uterine rupture,
increased indications for cesarean section, amaadl,syet significant rise in the cesarean
rate.

Indications for cesarean continued to evolve anghed. Eastman and Hellman
(1961) stated that cesarean section for fetal atains required the most exacting
judgment (Eastman & Hellman, 1961). The low segneesarean section was
recommended due to lower levels of blood loss, easepair, and decreased incidence
of infection (Eastman & Hellman, 1961). As morearesns were performed for fetal
indications, surgeons became more skilled withrteghnique, and therefore more
comfortable with this method of delivery. The résmés a continuing rise in the cesarean
rate.

By 1966, the cesarean rate was reported to be 2&ir(tan & Hellman, 1966). A
lower uterine segment scar was deemed more reliabkefuture TOLAC. VBAC rates
in some studies were reported to be 51% (EastmBel8nan, 1966). The authors
recommended that vaginal deliveries could followareans. It was noted that women
undergoing repeat cesarean sections also had tdgaratcomes. They were reassured
that abdominal delivery hazards had been reducé#tktpoint that the shift in viewpoints
surrounding the safety of cesarean was “commendeatalainderstandable” (Eastman &
Hellman, 1966, p. 1126). Ultimately, this wouldtbiscally lead to further increases in
the primary cesarean rate, and in the RCS rate.

Perinatal survival and prevention of birth traurndrte fetus became a significant
indication for cesarean birth (Hellman & Pritchat8,/1). In 1970, prior to the

introduction of electronic fetal monitoring, theevall cesarean rate in the United States
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was 5.5%, with a primary cesarean rate of 4.2%,1a8% RCS rate. The VBAC rate for
1970 was 2.2% (ACOG, 2010a). Figure 2 outlinedtked cesarean rate, primary

cesarean rate, and VBAC rates for the US from 130J1R.

Figure 2
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Following the introduction of continuous electrofetal monitoring, a higher rate
of cesarean section was observed (Amato, 1977iamidl & Hawes, 1979). Besides fetal

monitoring, the increased cesarean rate was thdadig due to changes in obstetric
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practice, the addition of NICU care, the belieftthdigher level of technology was
correlated with more favorable perinatal outconties delivery of breech fetuses by
cesarean section, the diagnosis of labor dystao@ RCS (Hughey, LaPata, McElin, &
Lussky, 1977; Williams & Hawes, 1979). By 1980, tesarean rate had increased to
16.5%, with 12.1% of those being primary cesaremti@ans, a RCS rate of 29.9%, and a
VBAC rate of 3.4% (ACOG, 2010b).

In 1981, the National Institutes of Health suppoméering a TOLAC in those
women who had experienced a low transverse cesdediaery (The Cesarean Birth
Task Force, 1981). The American College of Obstetand Gynecology (1988)
recommended that women attempting VBAC be careidhgened, and meet specific
clinical criteria in order to be considered cantikdaor a TOLAC. A TOLAC is defined
as the process by which a woman attempts to haagiaal delivery. Criteria for
attempting a TOLAC included; 1) fetus in the verpggsentation, 2) one or more low
transverse uterine scars, 3) no known contraindicatfor vaginal delivery (Harer,
2002).

The promotion of VBAC was widely regarded as aitugrpoint in obstetrics as
an approach to decrease the overall cesareardeatease maternal morbidity and
mortality, lower escalating healthcare costs, aaxtehse recovery time (McMahon,
1998). The VBAC movement began to experience irg@acceptance and success. A
new era began, with more women requesting to att®BpAC rather than routinely

accepting RCS.
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The safety and efficacy of VBAC was examined extexig during this time. The
incidence of uterine rupture, and risk factors esded with a failed TOLAC were
particular areas of research interest.

Stovall, Shaver, Solomon, and Anderson (1987) cotedlua year long,
prospective study of 272 women at one facility vetected a TOLAC after having a low
transverse or low vertical cesarean section. Examusriteria included having a prior
failed TOLAC, previous classical cesarean secioprevious low vertical incision in a
preterm pregnancy (the uterine incision may haveraed into the upper uterine
segment), or a previous “T” incision (an incisitwat is transverse with a segment that
extends vertically). Uterine dehiscence was defered defect that was palpable or
visible in the existing uterine scar. If the defedid not require any surgical intervention,
they were termed “windows”, and if they did requimeervention, they were classified as
uterine ruptures. All women attempting a TOLAC hattlauterine pressure catheters and
internal fetal monitoring placed as soon as possafter admission. These interventions
would require that amniotomy be performed befoee@ent, possibly before the onset
of active labor, which would then increase thelik@od of pitocin augmentation. There
were 133 women that required oxytocin administrgtemd 139 that did not. Vaginal
delivery was more likely in women who did not re@eoxytocin (n=116, 85%), than in
those that did receive oxytocin (n=98, 74%). Idiadn, all women had intrauterine
examinations performed after vaginal delivery. Eneere no rates of chorioamnionitis
or febrile episodes reported for subjects in thislg. VBAC occurred in 216 women,
which resulted in a success rate of 76.5%. Onéngtenpture (.36%) occurred during the

study, and there were 6 uterine “windows” (2.2%yoTof them were found by uterine
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exploration following VBAC, and four were foundtae time of the cesarean section.
The authors did not provide demographic informategarding the sample, and did not
specify the duration of rupture of membranes ottitme of initiation of Pitocin
augmentation. Although the study was further lediby a small sample, and active
management of labor, which can increase the likelihof additional interventions, the
authors concluded that a TOLAC was safe for those@&n who had single or multiple
cesareans with either a low transverse incisiaa low vertical incision. In addition, they
concluded that epidural anesthesia and oxytocifdde®l used safely in women
attempting VBAC.

Flamm and colleagues (1988) conducted a multicgmtepective study of
57,533 deliveries that included 4929 (8.6%) woméio Wwad a previous cesarean section.
Nine different hospital facilities were involvedtimis study that took place over the years
of 1984-1985. Among 1776 women who elected a TOLR®1,4 (74%) experienced a
successful VBAC. In those 1776 trials of laborréneere 12 infants that had a five
minute Apgar score of less than 6. Poor perinatadames related to premature delivery
(n=1), intrapartum fetal death (n=1) after a vacudetivery for fetal distress, and
antepartal fetal death (n=5) unrelated to a TOLA&€eanot excluded from this study. As
a result, the overall perinatal outcomes repometiided outcomes that were unrelated to
attempting a TOLAC. The authors stated that opisiyarding offering a trial of labor
among the centers included in the trial were varged in fact, the patient selection
process may have been biased towards those monaatadtto attempt VBAC. Most
importantly, no maternal or fetal perinatal motialwas experienced as a result of uterine

scar rupture. As a result of the study, the resegiscconcluded that 1314 cesarean births
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were avoided during the time of the study, and #haial of labor was a safe alternative
to an ERCS.

VBAC was becoming increasingly accepted in the 19&hd by 1988 the rate of
VBAC rose to a new high of 12.6% (ACOG, 2010a). ldwer, this rate of VBAC was
still accompanied by a record high cesarean raglaf%. It was posited that if all
eligible women were allowed to deliver by VBAC, 090,000 cesareans could be
avoided each year (Flamm, Newman, Thomas, Fallovipghida, 1990). Therefore
government agencies were applying pressure to ecitheccesarean rate and encourage
VBAC (Wing & Paul, 1999).

A meta-analysis was conducted that included 3dissuand 11, 417 trials of labor
evaluating maternal/fetal morbidity and mortaligsied on delivery route after a cesarean
(Rosen, Dickenson, & Westhoff, 1991). The purpdshe study was to determine if
TOLAC was as safe as ERCS. The study specificaljueled antepartal fetal deaths,
congenital anomolies that were incompatible will, land those with a fetal weight less
than 750 grams. After these exclusions, there watdifference in the perinatal death
rates between VBAC and elective cesarean birtHscten criteria included publications
between 1982-1989, research conducted in the U3C/8igibility met, description of
comparison groups, and data that was detailed éntoudetermine actual number of
cases in each group. However, the studies vamigétat some included women who had
experienced classical or low vertical cesareang;iwimake them more vulnerable to
uterine dehiscence and/or uterine rupture. Mangiesudid not define the differences
between uterine dehiscence and uterine rupturethéqourpose of the meta-analysis, the

authors grouped dehiscence and rupture togethé&chwsulted in a falsely elevated
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indication of risk. While these are recognized tations to this meta-analysis, they are
reflective of discrepancies and controversy surdingVBAC, which persist to the time
of this writing. The authors concluded that VBAGiiSsafe component of obstetric care”
(p.469), and that there are no major risks assetwaith a failed TOLAC that is followed
by cesarean section. In addition, the authors dsamlithe limited number of studies
regarding the emotional and psychological issue®sading trials of labor, and
recommended that this should be an area of futudysThey proposed a new dictum in
regards to cesarean: “Once a cesarean, a triabof should precede a second cesarean,
except in the most unusual circumstances” (p. 469).

In 1991, the U.S. Department of Health and Humani&es issuedHealthy
People 2000a landmark document that recommended the gaalléf6 cesarean rate,
and subsequently increasing the rate of VBAC to 3Afthe time of the publication, the
rate of cesarean section had dropped to 22.6%thendBAC rate had risen to 21.3%.

A prospective multicenter comparison of women wlexted either a TOLAC or
a RCS was undertaken (Flamm, Goings, Liu, & Woldeadik, 1994). A trained research
associate coordinated the participation of 10 Kdfs¥manente hospitals, and supervised
data collection and entry. Exclusion criteria irt#d a known history of prior classical or
low vertical uterine incision. Of the 7229 studygacts included in the study, 75%
elected to undergo a TOLAC (5022), and 2207 underRE€S. VBAC was successful in
75% of the patients who elected a TOLAC (3746). Womwho chose an ERCS were
more likely to be older, have more prior cesarestians, have fewer VBACs, have an
unknown scar type, and have experienced fewer paginal deliveries. There was also a

wide range of TOLAC rates (59-84%) at the partitigafacilities. Uterine rupture was
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defined as any defect involving the entire utewad, which may or may not have been
symptomatic, requiring surgical intervention. Wilig this liberal definition of uterine
rupture may have played a role in the increasex(r8%o) observed in the study. No
perinatal deaths resulted from uterine rupturénosk that elected to have a RCS
experienced longer hospital stays (84.9 vs. 57W2d)phad a higher incidence of blood
transfusion (1.72 vs. .72%), and fever (16.4 vs7/%3). Those that had a TOLAC were
more likely to have infant with a 5 minute Apgaoseof less than 7 (1.48% vs. .68%),
though it was deemed to be of no clinical relevai&e authors concluded that neither
delivery method was without risk, but that a clgsalpervised TOLAC could eliminate
the need for many RCS. This prospective cohortystaespite its limitations,
demonstrated that VBAC was safe, often succesafal could decrease the rate of
cesarean sections.

In order to observe and report the changing inadsmf cesarean section and
VBAC, a 10 year (1983-1992) retrospective studgealivery data was performed
utilizing the records of 164,815 women from twotpgpating hospitals (Miller, Diaz, &
Paul, 1994). Of those births, 10.5% (17, 322) wer&omen with at least one prior
cesarean section. Exclusion criteria included anknbistory of a classical uterine
incision, previous uterine rupture, obstetric camdications to labor (not including
breech presentation or twin gestation), and unregaiterine dehiscence. For the
purpose of this study, uterine dehiscence was e@fas a uterine scar separation that did
not require surgical repair. Uterine rupture inaathe entire thickness of the uterine
wall. In addition to involving the entire thickneskthe uterine wall, a uterine rupture

had to include laparotomy for hemorrhage contrgétérectomy or repair of the uterus or
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bladder, extrusion of any part of the placentag aorfetus through the defect, or acute
fetal distress. Of the 17,322 women who had expeeeé a previous cesarean, 193
(1.1%) of them experienced uterine dehiscencelaid.67%) of them experienced
uterine rupture. Women undergoing a TOLAC were nlikedy to experience uterine
rupture (n=95, .7%), but women electing a RCS algmerienced uterine rupture (n=22,
.5%). Uterine rupture was more likely in women witio or more cesareans (1.7%) as
compared to those women who had only one (.6%)elWwere 12, 707 women who
underwent a TOLAC, and 82% (10, 439) of them exgreed VBAC. Overall, the
average 10 year VBAC success rates at these twiiésovere 83% with one prior
cesarean, 75% with two prior cesareans, and 79%ottuiee or more prior cesareans.
There were 8 rupture related perinatal deaths duha study period, with only 3 of those
occurring during a TOLAC. While the study is liext by its retrospective design and
reliance on information documented in medical rdspit was concluded that a TOLAC
is appropriate for the majority of women who haael Iprevious cesareans. Furthermore,
in instances where the uterine scar type is unkptienauthors concluded that it was
acceptable to offer a TOLAC .

From 1991 to 1996, while the VBAC rate was risitigg cesarean rate declined
from 22.6% to 20.7% (Menacker & Curtin, 2001). 96, the VBAC rate peaked at
28.3%. (ACOG, 2010a).

In 1997, another barrier to VBAC surfaced with ghublication of the % Edition
of Guidelines for Perinatal Care (American Acadeoh?ediatrics & American College
of Obstetricians and Gynecologists, 1997). In éugion, it was stated that it was a basic

responsibility of any institution providing obstietservices to be able to begin an
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emergency cesarean within 30 minutes of a dectsialo so. Nicknamed the “30 minute
rule” by many, it posed a barrier to many instiias being able to offer VBAC,
particularly if all necessary staff were not in Bewhen VBACs were being attempted.
As a result, the option of VBAC was not made addddo many women.

In 1998, ACOG published a position statement raggr'BAC, which will be
discussed in greater detail in a following sectidased primarily on consensus and
expert opinion, it was recommended that VBAC ordyditempted in institutions capable
of responding to emergencies, with available pereband anesthesia for emergencies,
with a physician readily available throughout agtigbor that could monitor labor and
perform a cesarean delivery (ACOG, 1998). Eight tnetater, another ACOG VBAC
practice bulletin was published in which the wordddily” was replaced with the word
“immediately” (ACOG, 1999). A number of smaller &\l and 2 hospitals and birth
centers could not comply with this recommendatibarefore VBAC was no longer
offered as an option to many women. This directigtabuted to both the lower VBAC
rate, and the increase in the cesarean rate sg8& 1

The VBAC rate declined to 12.6% in 2002 (ACOG, 28)j1@mid reports of
catastrophic uterine rupture, and ever-increasiatpractice settlements (Greene, 2004).
As of final data for 2009, the rate of cesareaniceavas 32.9%, with the VBAC rate at
8.4%.

In 2010, ACOG published a new VBAC practice bufighat contained
statements that a TOLAC be attempted in instittitthat are capable of performing
emergency cesarean deliveries, with staff immelyiaeailable to provide that

emergency care as before. However, the bulletiecdahat if these resources are not
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available, the patient and health care providessilshdiscuss the hospital resources, as
autonomy supports patients accepting increasedslevesk if they are clearly informed
of it (ACOG, 2010a).

The cesarean rate for 2012 was 32.8%, which isafieethat it has been since
2010 (Center for Disease Control and Preventiod4p0rhe VBAC rate for 2012
showed an increase to 10.2% (Center for Diseas&é@@md Prevention, 2014). It is too
early to determine what long-term impact this [a&SOG bulletin will have on the
VBAC rate, but it may remove some barriers thateareountered by facilities that were
unable to comply with the recommendation of “imnaeelly available”.

At the time of this writing, ACOG just publisheccansensus statement regarding
safe prevention of the primary cesarean deliveg/tduconcerns that cesarean is being
overused (ACOG, 2014a). There are recommendati@tghe definition of labor
dystocia may need to be revisited, as it appeats‘tiontemporary labor progresses at a
rate substantially slower than what was historycillight” (ACOG, 2014a, p. 693).

FactorsInvolved in the Rise of Cesarean and Fall of VBAC Rates

There are numerous factors that have resulteckisignificant rise in the rate of
cesarean (Sachs, 2001; Spong et al., 2012). Iisé¢lison, causative factors for the rise in
the cesarean rate and the fall of the rate of VBAICbe explored. Those that have been
identified include electronic fetal monitoring (EFMhe liability environment, concerns
regarding patient safety, decreased rates of apenaginal delivery, cesarean on
maternal request, induction of labor, selectioBAC candidates, provider attitudes
towards VBAC, and patient education. Each factdrve discussed separately in the

following section, emphasizing the impact that efador has had on the rates of
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cesarean and VBAC. In many instances, not onlytlaadividual factor been
implicated in increasing the cesarean rate, itahs® been identified as a direct barrier to
VBAC.As previously stated, the VBAC success rate Iheen reported as 60-80%
(ACOG, 2010a). The VBAC success rates in the fathgwiterature review ranged from

52.2-85.2%. Table 1 outlines the research reviawdiis section.
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Factors Involved in the Rise of Cesarean and tHedfa/BAC Rates
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15" Author and Factor Design Purpose of the Study Total Findings
Year n
Seyb (1999) Induction of labor Retrospective Quamisk of cesarean in 1,561 total Elective induction of labor associated with a
nulliparous women at term 1,124 spontaneous significant increased risk of CS in nulliparous

Yeast
(1999)

Hannah
(2000)

Gamble
(2001)

Spong,
2012

Kaiser
(2001)

Weiss
(2004)

Induction of labor

Term breech
management

Patient requested
cesarean

Primary cesarean

Changes in
childbearing
population-Obesity
Changes in
childbearing
population-Obesity

143 elective IOL
294 medically indicated

IOL
Retrospective Examine increasaitgs of 18,055 singleton
induction of labor and effect on CS pregnancies

rates

Randomized to  To determine if planned cesarean 1,041 planned CS
planned cesarean resulted in more favorable outcomesl,042 planned vaginal
or planned than planned vaginal births for birth

vaginal delivery fetuses in breech position

Prospective Examine birth preferences of 310 women
women, and factors related to their
preference

Findings of Synthesis of information related to N/A
workshop the primary cesarean delivery,
exploring a compilation of medical
and nonmedical factors
Retrospective Examine cesarean rates between 1881 women
obese and non-obese women

Secondary Determine whether obesity is 16, 102 total

analysis of associated with pregnancy BMI <30= 13, 752
prospective complications and primary cesareanBMI of 30-34.9=1,473
database study BMI >35=877

women.

The risk of cesarean doubled for nulliparous women
who were induced vs. those that spontaneously
labored.

Planned cesarean delivery was found to be
associated with a lower incidence of perinatal
mortality, neonatal mortality, and serious neonatal
morbidity than vaginal delivery (1.6% vs. 5.0%,
p<0.0001).

Women who preferred CS were more likelye
multiparous, to have had disappointing deliveries,
and to have anxiety about labor.

Recommendations are given regarding the
examination of current practices.

Obese women had increased CS rates (8.7%
4.1%)

Overall CS rate=22.7%
Cs rates by BMI:
<30=20.7%
30-34.9=33.8%
>35=47.4



Vahratian
(2005)

Menacker
(2006)

Battista (2007)

Roberts
(2007)

Monari
(2008)

Yang
(2009)

Zhang
(2010)

Induction of labor

Decline in operative
vaginal delivery

Induction of labor

Patient safety and
facility resources

Disciplinary and
personal philosophies

Liability environment

Changes in
childbearing
population-Obesity

Retrospective Analysis of detiwelata on low risk 2,200 total
nulliparous women undergoing 1,771 spontaneous
elective induction 286 with oxytocin

143 with cervical
ripening

Retrospective Examination of delivery trends 4,000, births per
year

Retrospective aBnation of labor complications 9,637 total
of multiparous women who 7,208 spontaneous
underwent induction of labor 2,190 induced/Pitocin
239 induced after
cervical ripening

Retrospective Assess the impact of an ACOG 312 hospitals
recommendation on the availability responded, with 230 of
of VBAC them offering

intrapartum care

Face-to-face Explore the attitudes of physicians 248 participated
interviews and  and midwives regarding cesarean 148 midwives
35 item 100 obstetricians

questionnaire

Retrospective- Examine the effects of malpractice 52,000,000 births
longitudinal pressure on cesarean and VBAC examined on a state by
mixed effects rates. state basis
regression model

Retrospective Collection of comprehensive 228, 668
observational information regarding current
study obstetric practice
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Progression differs between induced and
spontaneous labor. Elective induction with
unfavorable cervix necessitating cervical ripening
associated with 3.5 times greater risk of CS than
spontaneous labor.

In 2004, the rate of operative delivery was 6.2%,
and dropped to 4.8% in 2005.

When compared with spontaneous labor, oxytocin
induction associated with 37% increase in CS. If
cervical ripening was necessary, cesarean risk
tripled.

68 of responding delivering hospitals had stopped
offering VBAC.

Midwives were more likely than physicians to
believe the cesarean rate was too high (65% vs.
34%), and less likely to offer repeat cesarean.

In states with increased malpractice pressuregther
were increased rates of cs and decreased rates of
VBAC

Obesity associated with increased rigkiofiary
and repeat CS. See Table 2
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Electronic fetal monitoring. Electronic fetal monitoring (EFM) has been
implicated as a cause for the increased rate afreas section, with high interobserver
and intraobserver variability in its interpretati@md a high false positive rate of fetal
intolerance of labor (Amato, 1977; Miller & Dep@8B; Sachs, 2001; Spong et al.,
2012). This high false positive rate of fetal iet@nce of labor has resulted in
unnecessary cesarean sections, and of prematurdatmaent of VBAC attempts.
Interrater variability has resulted in wide praeti@riations between practitioners (Parer
& King, 2000). To decrease the variability of ingegtation, and increase effective
communication between healthcare team member#ItieD (2008) has published
revised fetal monitoring practice guidelines in@rtb standardize healthcare provider
communication. ACOG (2010d) published a practickebin with recommendations
related to the management of intrapartum fetaltheseings. The impact of these most
recent guidelines on cesarean and VBAC rates has e studied.

Liability environment. The liability environment influences delivery chesc
(Perl, 2010; Sachs, 2001; Yang et al., 2009), amets the tolerance of risk taking. The
ACOG Survey on Professional Liability for 2012 seyed 32,238 Fellows and Junior
Fellows. There were 9,006 completed surveys, cporeding to a 27.9% return rate. The
results revealed that 23.8% reported increasingineber of cesareans they performed,
18.9% stopped offering VBAC, and 6.2% stopped offgpbstetric services in response
to litigation concerns (Klagholz & Strunk, 2012).

To further estimate the effects of malpractice gues on the cesarean and VBAC
rates, Yang and colleagues examined birth centdidata from the Natality Detail File

from 52 million births in the United States (199003) using state-level longitudinal
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mixed-effects regression models. Malpractice pnessias measured state by state using
malpractice insurance premiums and tort reformsassdelivery method. Control
variables included those related to providers goési medical risk factors, and
socioeconomic factors. Nationally, a statisticalignificant relationship was found
between the rising malpractice pressure and inetepevalence of cesarean section
(p=.02), increased prevalence of primary cesareatios (p=.02), and the decreased
incidence of VBAC (p=.01). Those states with highmipractice premiums had higher
rates of cesarean delivery and lower rates of VBRd&D did states with lower

malpractice premiums. The presence of state ttotmes (damages caps and pretrial
screening) was associated with higher VBAC rateslewer cesarean rates. Despite the
retrospective nature of the study, the findingspsuipthat reducing the litigation pressure
would likely lead to a decreased incidence of emasection, and increase the incidence
of VBAC.

Patient safety and facility resources. Concerns regarding patient safety are
closely associated with obstetric liability. Whileere are risks inherent in VBAC, risk is
also inherent in RCS. However, policy debate anaptsafety concerns have focused
intensely on the slight increased risk of fetaltieue to the rare event of uterine rupture
during the TOLAC (Roberts et al., 2007). Howeweel-prepared hospital staff caring
for women attempting VBAC can respond quickly tgns of uterine rupture, mitigating
this risk (Socol, 2003).

The aforementioned 1998 ACOG practice statemecomenending that VBAC
only be attempted in institutions where an immededsarean could be performed had

far reaching consequences for the availability OLT This recommendation was based
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primarily upon consensus and expert opinion, nasistent scientific evidence. The

word “immediate” constituted a significant barrfer VBAC in many facilities,

particularly those in rural areas. In some instanti@s also has been interpreted to mean
that an obstetrician, anesthesiologist, surgeath ofimer personnel necessary for a
cesarean should be immediately available in theitedsluring the patient’s labor (Wall

et al., 2005). As many health care institutionthim United States did not have the
capability to comply with this recommendation, tdpportunity for women to experience
VBAC decreased (Guise et al., 2004).

To assess the impact of the ACOG recommendatigheavailability of VBAC,
Roberts and colleagues (2007) undertook a studyl of the hospitals in Colorado,
Montana, Oregon, and Wisconsin for the years 20%B2These states were selected as
they demonstrated a mix of urban and rural hospitald were also with and without a
liability insurance crisis. Of 314 hospitals thagne contacted, 312 agreed to have a
representative participate in a semi-structureghiméw, with 230 hospitals involved in
intrapartum care. Nearly one third (68) of theskvdeng respondent hospitals had
stopped doing VBACSs, while 7 had never allowed theBAC policies had been revised
since 1999 in 68% of these facilities. The mosfjdient policy changes involved
requiring in house surgery (53%) and anesthesi@j4which presents significant
barriers to facilities. Those facilities that stegpoffering VBAC were smaller (58.1 vs.
156.6 beds), more isolated from other deliveringgditals (36.2 vs. 20.9 miles), had
fewer deliveries per year (458.3 vs. 1009.9), addelver cesarean deliveries per year
(105.7 vs. 226.7). As a result of these policy gfemnand practice restrictions, women

were unable to attempt VBAC, and underwent unnecgsesarean sections..
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Declinein operative vaginal delivery rates. Operative vaginal births are
associated with decreased rates of maternal moyl@dicompared with cesarean section
(Goetzinger & Macones, 2008). However, concernangigg patient safety have resulted
in fewer operative vaginal deliveries (GoetzingeM&cones, 2008). Therefore, the
decline in the rate of operative vaginal deliveag lbeen identified as another factor in
the increased cesarean rate in the United Statd995, the rate of operative vaginal
delivery was 9.38% (Martin, Hamilton, Osterman, {@yr& Mathews, 2013). In 2005,
the rate was 4.8%. (Martin & Menacker, 2007). Ad time of this writing, the rate for
2012 had declined to 3.4% (Matrtin et al., 2013) fé\ger operative deliveries are being
performed, there are fewer training opportunit@sdbstetric residents, resulting in
further changes in practice, and increasing thedihlkbod of more cesarean deliveries
(Maulik, 2004; Powell et al., 2007; Spong et al12). In the 2014 Obstetric Care
Consensus, operative vaginal delivery trainingisoeiraged, and second stage operative
vaginal delivery, performed by well trained and esenced physicians, should be
“considered a safe, acceptable alternative to easatelivery” (ACOG & SMFM, 2014,

p. 10).

Patient requested cesarean. The influence of women'’s requests for primary
cesarean sections has been implicated as a possitilébutor to the rising cesarean rate
(Weaver et al., 2007). However, it is difficulttimonitor how many cesareans may be
done on maternal request, as it is not routingkgdl on birth certificate information
(Mayberry, 2006). Menacker, Declercq, & Macdorni2006) examined delivery trends
in the United States, utilizing birth certificatatd and the National Hospital Discharge

Summary from approximately 4 million births per geBhe authors found that 3-7% of
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primary cesarean sections being performed did aet lan identified indication. There
was no clarification as to whether these were iaihtidone as a result of maternal
request. This subset of women experiencing a pyiro@sarean with “no indicated risk”
has been rising since 1996. For the years 1996;208de was a 25% increase in this
category (54,866 to 80,028) (Declerqg, Menacker, &Morman, 2005), which leads one
to suspect that this category might include womén are requesting cesarean section.

Women request cesarean for multiple reasons. Gaanol€Creedy (2007)
concluded that women request cesarean sectiorodeartof vaginal delivery, lack of
support, a perception of increased safety of casam@nd culture. A request for cesarean
section may be related to a perceived lack of chntr a history of a physically or
psychologically traumatic delivery (Gamble & Cree@907). In these instances, women
should receive childbirth education, support dutaigpr, and given the option of
anesthesia during labor (ACOG, 2007).

The birth preferences of 310 pregnant women bet@6e40 weeks of pregnancy
were studied using questionnaires (Gamble & Cre20§1). Women overwhelmingly
preferred a spontaneous vaginal delivery (n=29((%3to the prospect of a cesarean
birth (n=20, 6.4%). Those women who preferred agadelivery were more likely to be
multiparous (n=13), more likely to have had a datydescribed as disappointing, and
were more likely to be frightened and anxious alalitvery. The authors stated that few
women in this study knew of the short-term or ldegn implications of a cesarean
delivery, and perceived the risks as being minbrs Tay indicate that women may not
have had an informed choice regarding delivery,raagt have been led to believe that

cesarean section was a safer option (Gamble & @reed1).
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Risein primary cesarean rate. The rise in the overall cesarean rate was
accompanied by a significant increase in the rhpimary cesarean delivery, or the first
cesarean delivery (Spong et al., 2012). The rapziofary cesarean was 15.0 % in 1995,
rose to 15.8% in 2000, and significantly increase®4.3% in 2005. For 2012, the rate of
primary cesarean was 21.5% (Martin et al., 2013).

A workshop was convened between the NICHD, theeBptor Maternal-Fetal
Medicine (SMFM), and ACOG (Spong et al., 2012). Plepose of this workshop was
to synthesize available research and informatiganding indications, factors, and
practices that result in increased risk of primaggarean delivery.

There are “very few absolute indications for ceaardelivery such as complete
placenta previa, vasa previa, or cord prolapsebget al., 2012, p.1182). There are,
however, several modifiable factors, such as pevahd patient attitudes towards
vaginal birth and cesarean.

Recommendations that resulted from this workshojuded: induction of labor
should not be done prior to 39 weeks in the abseho®dical indications, adequate time
for latent phase and the first and second stageddbe given as long as the mother and
fetus are stable, and that instrumental deliveanigppropriate delivery method (Spong
et al., 2012). Discussions about the primary cesadelivery should include the risks
that the surgery may have on future pregnancieslalieries, such as the risk of uterine
rupture and abnormal placentation.

Changesin childbearing population-obesity and maternal age.

Obesity. Obesity, defined as a body mass index (BMI) obBtnhore, has

significantly increased over the last 20 yearh@Wnited States (Centers for Disease
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Control, 2010). The prevalence of obesity in worasrof 2007-2008, was 35.5% (Flegal,
Carroll, Ogden, & Curtain, 2010). It is associawgth increased incidence of
cardiovascular disease, Type 2 diabetes, and cexdaicers (Centers for Disease Control,
2010). It has also been implicated as a risk facioobstetric complications and cesarean
section, though the full extent of its impact iknown (Weiss et al., 2004).

Kaiser and Kirby (2001) performed a retrospectilvartreview of the records of
1881 low-risk women delivered by a nurse midwifseyvice between 1994-1998. All
women were delivered in the same academic inngmoispital. Women with prenatal
complications (gestational diabetes, fetal malfdrams), chronic health conditions
(unstable asthma, diabetes, and hypertension)ER@E were excluded from the study.
Women who had experienced preterm deliveries andAlwere included. The overall
cesarean rate in this study was 5.1%, well bel@ngtional average and the
recommendation for Healthy People 2000. The VBAI€ far this time period was not
reported. For women with a normal BMI, the cesamsd® was 4.1%. However, for
obese women, the cesarean rate was 7.7%. Thedpdiation was 77.1% African
American and 90.6% single. While the authors exygldithat this was indicative of the
population that was served, it does not reflectgeeral population. The mean maternal
age, also a factor in increased risk of cesarean,24.1 years. While the study findings
cannot be generalized beyond the population studisesity was identified as being a
risk factor for cesarean section.

A secondary analysis of data from the prospectiutioenter database study of
First and Second Trimester Evaluation of Risk (FER]J sponsored by the NICHD was

undertaken (Weiss et al., 2004). The primary sembluated first trimester nuchal
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translucency, and correlated it with first and settsimester Down’s Syndrome markers
enrolling women at 10-14 weeks gestation creat@(d2 records. The secondary
analysis involved the formation of three groupseolasn BMI classification, and
collecting information from prenatal, intrapartumdaneonatal records of the
primigravida enrollees. The purpose of the studyg twadetermine whether obesity is
associated with pregnancy complications and prirsaparean section.

The normal weight (BMI <30) control cohort includ&8, 752 (85%)
primigravidas. The obese group included 1, 473 (BAthigravidas who had a BMI of
30-34.9, and the morbidly obese group included &%j (primigravidas with BMI of
greater than 35. The overall cesarean rate inagimpke was 22.7%. In the normal weight
group, the cesarean rate was 20.7%. However inliBse group, the cesarean rate was
33.8% and in the morbidly obese group, the cesawdarwas 47.4%. While this study
was limited by the retrospective chart reviews am@xclusion of multiparas, it
demonstrated that obesity is an independent ridbfdor primary cesarean delivery.

A retrospective observational study, entitled “Gaism on Safe Labor” was
undertaken to collect comprehensive informatiorardimg current obstetric practice in
the United States (Zhang et al., 2010). The hdspiare chosen based on their
geographic location (ACOG district representati@mgl on the availability of electronic
medical records. Of the nineteen hospitals thatqyeated, 8 were university affiliated, 9
were teaching community hospitals, and 2 were eatting community hospitals. A
total of 228,668 medical records from 2002-2008enetamined.

Obese and morbidly obese women in the sample wersignificantly increased

risk of delivering by cesarean section, includireghbprimary and repeat. The results are
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shown in Table 2.Although this study was limiteditsyexclusion of VBAC rates,
inclusion of small community hospitals and overresgntation of teaching institutions, it

demonstrated that obesity is a factor in cesaraims r

Table 2

Obesity as a Risk Factor for Cesarean Section

BMI Primary Cesarean Rate Repeat Cesarean Rate alD@esarean Rate
<25 14% 8.4% 22.4%
25-29.9 15.8% 9.8% 25.6%
overweight
30-34.9 19.3% 13.3% 32.6%
obese
>35 24.6% 19.2% 43.7%
morbidly
obese

Adapted from “Contemporary cesarean delivery pcadth the United States” by J.
Zhang, J. Troendle, U.M.Reddy, S.K. Laughon, D.Warigh, R. Burkman, .and C.G.
Hatjis, 2010 American Journal of Obstetrics and Gynecology,(328), e1-10.

Maternal age. The average maternal age at time of first delivexy risen from
21.4in 1970 to 25.0 in 2007 (Matrtin et al., 20Momen aged 35 or older having their
first child has significantly impacted this natibaaerage (Mathews & Hamilton, 2009).
The birth rate for women ages 35-39 for 2007 was pér 1, 000, which is the highest
rate since 1964 (49.9 per 1,000). This constitatemcrease of 50% since 1990. Birth
rates for women ages 40-44 have steadily incresised 1981, and were reported to be
9.5 per 1,000 (2007). The birth rate for women afe49 was .6 per 1, 000, constituting
an increase since 1993 (.3 per 1000) (Martin eall0). The increase in the birth rate
has been partly attributed to the use of assigiebductive technology (Martin et al.,

2010).
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Maternal age over 35 years has been identifiedrisk #actor for labor dystocia
and cesarean section (Lowe, 2007). It has beenthggi@ed that this might be due to
decreased uterine contractility secondary to aget{tet al., 2008). Cesarean rates have
been consistently rising in correlation with matdrage (MacDorman et al., 2008).
While the overall cesarean rate in the United Stat007 was 32%, it was higher for
women over the age of 35. For women aged 35-3%dkarean rate was 42%, and for
women aged 40-54, the cesarean rate was 48% (Mem&dkamilton, 2010). While this
information suggests an association between madtagesand cesarean rates, research is
needed to verify this relationship.

Induction of labor. The rate of induction of labor (IOL) in the Unit&dates
increased from 9.5% in 1990 to 22.8% in 2012 (Mheetial., 2010; Martin et al., 2013).
Induction of labor (IOL) is performed for a multite of reasons and indications ranging
from convenience of the patient or provider tophesence of pregnancy complications.
IOL is not a benign undertaking, as it has a cascdcssociated interventions. Some of
these interventions include IV placement, artificigpture of membranes, the use of the
induction agents, and confinement to bed (Simpsdrh&man, 2005). Ultimately, IOL
is associated with an increased risk of cesarectiose

Yeast, Jones, & Poskin (1999) performed a retraspestudy of 18,055
singleton pregnancies that had been delivereccatmamunity hospital over a period of 7
% years. The authors noted that the IOL rate ise@érom 32% to 43% during the time
of the study, and the overall rate of cesarearveliremained at or below 20% during
this time. However, it was found that the risk eéarean was double for nulliparous

women who underwent IOL vs.nulliparous women whorganeously labored.
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Another group of investigators found that electli@ was found to be a
significant risk factor for cesarean delivery inliparous women (Seyb et al., 1999).
Term, nulliparous women (n=1561), experiencing tabibh vertex singleton
pregnancies over an 8 month period were includedisncohort study. The cesarean rate
was examined for women who were in one of threeggol)experiencing elective 10L
(17.5%; OR 1.89; 95% CI 1.12,3.18), 2)medicallyidatied 10L (17.7%;0R 1.69; 95%
Cl 1.13, 2.54), or 3)spontaneous labor (7.8%). fiidings suggest that the overuse of
IOL carries increased risk of cesarean deliveryrttter, the authors concluded that
avoiding elective IOL is an approach that wouldrdase the rate of primary cesarean
section.

Vahratian et al. (2005) analyzed delivery dataaw flisk nulliparous women who
underwent elective IOL compared with those who epeed spontaneous onset of
labor. The women in the study included 1771 woméh spontaneous onset of labor,
143 women who underwent cervical ripening priolQ@b, and 286 women with oxytocin
induction. All cervical ripening was performed wititracervical foley bulb insertion.
Despite the limitations of the retrospective stddgign, the authors found that labor
progression was significantly different between veomvho experience IOL compared to
those who had spontaneous labor onset. Electizen@ulliparous women with an
unfavorable cervix was found to be associated i times greater risk of cesarean
than for women who labored spontaneously (Vahradtaal., 2005).

A retrospective cohort study was undertaken torgena labor complications of
multiparous women who underwent IOL (Battista, Guragrew, & Wing, 2007). A

total of 9637 multiparous women with live, singletéerm pregnancies were included in
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this study. Spontaneous labor was experienced 08 W»men, 2190 women were
induced using oxytocin, and 239 underwent inducéftar using cervical ripening
agents. Women who were induced with oxytocin wéi JOR, 1.37; 95% ClI, 1.10-
1.71) more likely to deliver via cesarean sectlmamtthose who underwent spontaneous
labor. If a cervical ripening agent was necessfig/risk of cesarean nearly tripled (OR,
2.82; 95% Cl, 1.84-4.53). Therefore, in multipal&i, was associated with increased
risk of cesarean birth.

IOL has been occurring at increasing rates in thiéedd States (Martin, 2009).
Regardless of parity, induction of labor has bessveaiated with an increased risk of
cesarean section (Battista et al., 2007; Seyh,et@99; Vahratian, 2005; Yeast et al.,
1999). Itis recommended that the goal of all otéhins be a vaginal birth, inductions
should not be done without a medical indicatiompto 39 weeks, and that the
definitions of “failed” induction of labor and “ast of labor” be reexamined in order to
decrease the risk of cesarean section (Spong €04R). In the 2014 Obstetric Care
Consensus (2014), it was recommended that induofitabor prior to 41 weeks
generally should be for maternal or fetal indicaidACOG & SMFM, 2014).

Disciplinary and personal philosophies. Provider attitudes and personal
philosophies also played a role in the prevalerd@@sarean. Monari et al. (2008)
explored the attitudes of midwives and physiciangards cesarean section using face to
face structured interviews and a 35 item questiman®f a possible 262 practitioners
(153 midwives/109 obstetricians), 248 (148 midwi¥88 obstetricians) were
interviewed. Sixty five percent of the midwivestfélat the cesarean rate in their

department was too high, in comparison with 34%getr of the physicians. Physicians
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offered elective RCS more often compared to thenwiels. For women who had their
primary cesarean for fetal distress, 13% of thespingns offered elective RCS compared
with 2% of the midwives. Physicians were also nlely than midwives to offer an
elective RCS to women who had a primary sectiorbfeech (9% vs.2.7%), or for failure
to progress (27% vs. 6.8%). The authors concludadnidwives and physicians differ

in their attitudes regarding cesarean section rddgss of gender, due to professional
roles. These attitudes may have implications feritifiormed consent process for women
considering VBAC.

Term breech management. The management of breech presentation at full term
has also been implicated as a factor in the riseeérean delivery. A landmark study,
comprised of 2088 women from 121 centers in 26 ti@s) significantly impacted the
management of breech presentations at the begiohithgs decade (Hannah et al.,
2000).

The research subjects were randomized to eitp&rmed cesarean group
(n=1041) or a planned vaginal delivery group (n=2)0¥aginal delivery occurred in
56.9 percent of those planning on a vaginal bPtanned cesarean delivery was found to
be associated with a lower incidence of perinawaitaiity, neonatal mortality, and
serious neonatal morbidity than vaginal delivery% vs. 5.0%, p<0.0001). Serious
neonatal morbidity included intracerebral hemorghapinal cord injury, basal skull
fracture, brachial plexus injury, significant netalayenital injury, seizures in the first 24
hours, seizures necessitating the use of two oemiargs, hypotonia, coma,
stupor/reduced reaction to pain, Apgar score o&at® minutes, cord blood base deficit

of >15, intubation and ventilation for more than 24 tsptube feeding for more than 4
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days, and/or NICU stay of longer than four daysniaf these criteria are related to
short term outcomes, and are not indicative of l@mm impairment. However, there
were no differences found in maternal mortalityserious maternal morbidity. The
impact of this study was found in the rapid dech@aginal breech deliveries that
occurred in the years following the publicationgdam the ACOG Committee Opinion no.
265 (2001).

While it was recommended that vaginal breech lnglavoided by use of external
cephalic version, it was suggested that a planagthal delivery of a singleton breech
was no longer acceptable, and that women withus fietany breech presentation should
undergo a cesarean delivery (ACOG, 200he adoption of this management approach
resulted in fewer training opportunities for vadibeeech delivery, and therefore, fewer
practitioners that were comfortable attempting gival breech delivery.

In 2006, the ACOG organization changed its stamceaginal breech deliveries,
addressing that health care provider’'s experiehoald impact the mode of delivery, and
that planned vaginal delivery of a breech may g@miate depending on hospital
guidelines (ACOG, 2006). However, five years hamséad since the 2001 publication of
the ACOG position statement, during which women ¢teshrean deliveries for breech
presentations. Undoubtedly many of these womersbhbdequently undergone ERCS,
which resulted in increasing cesarean rates anchaderVBAC rates.

In the 2014 Obstetric Care Consensus, vaginathrdelivery was addressed. It
was recommended that if a vaginal breech deliveay planned, the woman should
receive informed consent including the increasextsbrm and long term risks of

perinatal/neonatal morbidity and mortality when gamed to cesarean delivery.
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Patient education and infor mation. As previously stated, the informed consent
process for VBAC is not standardized, and women reagive biased information that
impacts their VBAC decision. The information andieation women receive may reflect
the philosophies of their provider, not evidencsdahpractice. The timing of these
discussions is important, and they should be hetd o the next pregnancy, or at the
very beginning of one, as women may be formingrtbginions about delivery during
this time (Eden, Hashima, Osterweil, Nygren, & @ui004). During the VBAC
decision-making process, women benefit from reocgivindividualized information that
is unbiased and research based. Receiving thigidgilized information may have a
positive impact on how they perceive a deliveryt th@es not go as they had hoped.
Furthermore, individualized information and edugatalso assists them in giving truly
informed consent by supporting emancipation inrtdecision-making. Studies regarding
patient education and decision making regardingevaddielivery will be discussed in an
upcoming section regarding qualitative inquiry.

Benefits of VBAC

The benefits of VBAC, particularly those that atessical, are extensively
documented in the literature. These benefits irechhe avoidance of operative
complications (infection, hemorrhage, transfusemj damage to surrounding organs),
shorter hospital stay, faster recovery, lower reitabzation rates, and overall lower rates
of maternal morbidity and mortality (Cleary-Goldmetral., 2005; Lydon-Rochelle et al.,
2000; Simpson & Creehan, 2008). VBAC has been fdarithve overall better maternal
and neonatal outcomes than ERCS and cesareara ddiitgd TOLAC (Landon et al.,

2004; Tan et al., 2007). Women who undergo VBACictioe risks assumed by
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additional uterine scarring that impact future pracies (Smith, Pell, & Dobbie, 2003).
Additional benefits to VBAC that will be discussidthe following section include the
decreased costs of VBAC (if it is successful), @l as the psychological benefits
including increased levels of satisfaction assedatith this mode of delivery. Table 3

outlines the research for this section.



Table 3

Benefits of VBAC
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1%' Author Risk/Benefit Design Purpose Total Maternal Findings
& Year Type n Subjects Subjects
Chung Benefit-Cost Computerized Explored cost 1 computerized By using this computerized
(2001) effectiveness  model of effectiveness of model model, it was determined that if
hypothetical VBAC a woman had a 65-75% chance
woman of a successful VBAC, it was a
cost effective option.
DiMaio Benefit-Cost Retrospective Explore cost 204 matched X VBAC is more cost effective
(2002) effectiveness effectiveness of mom-baby than ERCS. VBAC rate: 74.8%
VBAC pairs
compared with 65 ERCS
ERCS 139 TOLAC
Gilbert Benefit-Cost Decision analytic Explored cost 1 Markov By using this model, it was
(2013) effectiveness  model effectiveness of model demonstrated that $164.8 million
(Markov)of a VBAC would be saved per 100,000
hypothetical compared with women.
cohort with no ERCS
contraindications
to a VBAC
Fenwick Benefit- Pilot- Gain 59 responded X Women with VBAC rated their
(2003) Psychological Descriptive perspective 121 birth delivery experience higher than
from healthcare experiences those that did not experience
consumers VBAC.
regarding
VBAC
Smith Benefit- Retrospective Determine 17, 754 X Risk of stillbirth at 34 weeks was
(2003) Avoidance of whether previously increased in women with prior
increased risk primary CS delivered by CS (0.38% vs. 0.23%).
of stillbirth related to CS



Alexander
(2006)

Silver
(2006)

Tan
(2007)

El-Sayed
(2007)

Meddings
(2007)

Benefit-
Avoidance of
operative
complications

Benefit-
Avoidance of
further uterine
scarring

Benefit-
Avoidance of
operative
complications

Benefit-
Avoidance of
operative
complications

Benefit-Impact
on
hospitalization
and postpartum
recovery

Retrospective

Prospective
Observational

Retrospective

Retrospective

Qualitative

unexplained
stillbirth in

subsequent
pregnancies

102, 879
previously
delivered
vaginally

To describe the37, 110

incidence and
type of
neonatal injury
resulting from
CS

Estimate the
impact of
increased CS
and maternal
morbidity

Assess
outcomes of
women
undergoing
VBAC vs. RCS

Compare
maternal and
neonatal
outcomes after
successful and
failed TOLAC

Examine the
lived
experience of

women electing

to VBAC

reviewed
418 (1.1%)
experienced
injury

30,132 women
who had a CS

1,000

1,284

TOLAC

1094 successful
190 failed

8 women
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Highest risk of injury occurred
in those born by primary
cesarean after unsuccessful
attempt at operative vaginal
delivery

Increased numbers of CS result
in increased rates of abnormal
placentation.

VBAC less likely to result in
hemorrhage, reduced risk of
operative complications. NICU
admissions were more common
with those born by ERCS than
by VBAC (6.0% vs. 2.7%).
VBAC rate: 71.2%

Women with failed TOLAC
significantly more likely to
experience chorioamnionitis,
hysterectomy, and postpartum
hemorrhage. VBAC rate: 85.2%

One of three major themes
identified the difference in
recovery experiences. CS
associated with a longer and
more painful recovery
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Avoidance of operative complications. A study of the labors and perinatal
outcomes of 1000 women at term with one previou€&Tas undertaken (Tan et al.,
2007). This was a retrospective cohort study inmgj\chart review. Of the 1000 women,
232 of them elected to have a RCS, and 768 el¢ctedve a TOLAC. VBAC resulted in
71.2 % (n=547) of those electing a TOLAC, and 22in&n underwent cesarean
delivery after an unsuccessful TOLAC. Those woméo wad a VBAC were less likely
to experience a hemorrhage of more than 500 mL tth@se that elected a RCS (6.6% vs.
34.1), and also less likely to experience a henagrelof more than 1000 mL (.7% vs.
4.3%). There was a reduced risk of blood transfusiovomen who experienced VBAC
compared with that of women who elected a RCS (2/8%7.3%). In addition, there was
a reduced risk of “operative complications” in wameho had a VBAC vs. an elective
RCS (0% vs. .9%). However, this category of “opgeatomplications” was not well
defined.

A retrospective cohort study of 1284 successfdlfared singleton TOLAC was
undertaken to provide more information regardingemaal and fetal outcomes,
independent of uterine rupture (El-Sayed et al0,720n this study, TOLAC resulted in
1094 (85.2%) VBACs and 190(14.8%) failed TOLAC.riRatal outcomes involving
uterine rupture were deliberately excluded frons #tudy, so as to better understand the
outcomes involved for most women that attempt a AOLFurthermore, the authors
investigated factors that impacted the succesailré of a TOLAC.

Maternal outcomes that were included in this stwdye hemorrhage, transfusion,
hysterectomy, and chorioamnionitis. Women who hé&aled TOLAC were more likely

to experience chorioamnionitis (25.8% vs. 5.5%0P%), and postpartum hemorrhage
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(35.8% vs. 15.8%, P<.001). Hysterectomy was enesadtin 1% (P<.022) of women
with a failed TOLAC, and not encountered in womdrovexperienced VBAC. This
study was limited by the fact that these womendleghdy decided to attempt a TOLAC,
and by the lack of uniform data across the twoaedesites. In addition, the authors
stated that it was uncertain if women who havealadal OLAC without a prior cesarean
section have complications that are different fitbiwse women that experience a failed
TOLAC. As stated previously, these results highlitiie need for ongoing research and
greater understanding of those existing factorsrtteke a TOLAC more likely to
succeed.

Neonatal outcomes. The benefits of VBAC to the neonate include theidance
of complications that might be encountered dueRL& or failed TOLAC. These
complications include a 2.9 times greater risk oftality (MacDorman et al., 2006),
respiratory morbidity (Hook et al., 1997), sep&btPayed et al., 2007), jaundice (El-
Sayed et al., 2007), acidosis (El-Sayed et al.72(Qtheumonia (El-Sayed et al, 2007),
delayed maternal contact (Chalmers et al., 201) baeastfeeding difficulties (Zanardo
et al., 2010). Additional literature regarding natat outcomes is addressed in upcoming
sections regarding failed TOLAC and repeat cesarean

The retrospective chart review by Tan et al. (2@x@mined several neonatal
outcomes in a study of 1000 consecutive women anthprior LTCS delivery. Women
were excluded if they had two or more previous &@as, an unknown scar, a vertical
uterine scar, multiple gestation, or fetal anonsal@ther exclusion criteria included those
in which a cesarean was indicated for breech ptasen, preeclampsia, transverse lie, or

placenta previa. Maternal outcomes were previodisigussed.
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There were three cases of perinatal mortalithenTOLAC group. However, the
authors explained that none of these deaths weréoduterine scar rupture. One case
involved a woman that presented at 41 weeks witint@@auterine fetal death, and
meconium stained fluid. The second involved a woumrtadi7 weeks of gestation with
premature rupture of membranes. An induction obtatas begun. After 10 hours, fetal
intolerance of labor necessitated a cesarean settmwever, the cesarean was difficult
due to the low station of the fetal head. The chig$ born without any signs of life, and
the resuscitation was unsuccessful. The third pairdeath occurred in a patient that
presented with spontaneous labor, and was deliygregsarean for fetal intolerance of
labor. Meconium aspiration occurred, and the inthetl on day 4.

No infants born by ERCS had 5 minute Apgar scofdess than 7, while one
infant delivered by VBAC had a five minute Apgaoee of less than 7(.2%). Admissions
to the NICU occurred with 2.7% of those infantsivirled by VBAC (P=.037), and with
6.0% of those delivered by ERCS. However, measafragsonatal outcomes such as an
Apgar of less than 7 at 5 minutes and NICU admmssiwhile informative, are not
indicative of long-term harm or injury to the nea/Nhile the sample size was small,
the inclusion and exclusion criteria were clearother benefit of VBAC to the neonate
involves the eradication of risk related to surfjinpury. Cesarean delivery is known to
result in fetal injury, but the incidence and tydenjury are not consistently
characterized in the literature (Alexander et2006).

In order to describe the incidence and type @l fiejury, a prospective cohort
study was conducted between January 1, 1999, acehieer 31, 2000 at 13 university

medical centers. In total, information was obtaifredh the medical records of 37, 110
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live born singleton deliveries. In this sample réhevere 418 (1.1%) fetal injuries. The

incidence and type of each specific fetal injurpliesented in Table 4.

Table 4

Fetal Surgical Injury Resulting From Cesarean Satti

Type of Injury Number

(Incidence per 1000)
Total number 418 (11.3)
Skin laceration 272 (7.3)
Cephalohematoma 88 (2.4)
Clavicular fracture 11 (0.3)
Facial nerve palsy 11 (0.3)

Brachial plexus injury 9 (0.2)
Skull fracture 6 (0.2)
Long bone fracture 8 (0.2)
Intracranialhnemorrhage 2 (0.1)

Other 20 (0.5)

Adapted from “ Fetal Injury Associated With Cesar&elivery” by J.M.Alexander, K.J.
Leveno, J.Hauth, M.B.Landon, E.Thom, C.Y.Spong... 8rd. Gabbe, 200Qbstetrics
and Gynecology, 108, 885-890.

The authors discovered that the highest risk afrynpccurred in those infants
born by primary cesarean after an unsuccessfuhpttat operative vaginal delivery, and

the lowest risk to those having a RCS without a ACGLTherefore cesarean delivery,

often presumed to be a safer delivery method fetusgt without risk of injury.
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I mpact on hospitalization and postpartum recovery. The National Institutes of
Health Consensus Development Conference Statef@ann{ngham et al., 2010a) stated
that shorter hospitalizations exist following a TAL (not VBAC specific) when
compared to ERCS, although this finding may nothnle for morbidly obese women.
Research findings support that VBAC is associateld shorter hospital stays. For
example, in the study by Tan and colleagues (2G@@y,iously discussed, the authors
found that only 2.6% of women who experienced VB#&yed in the hospital four or
more days, compared with 31.5% of women who eletdihve a RCS.

Meddings, Phipps, Haith-Cooper, and Haigh (200@&@red the lived
experiences of 8 women who elected to attempt VB3&ini-structured interviews were
conducted in women’s homes antenatally (after #fev@eek of pregnancy), and again at
about 6 weeks postpartum. Two women underwent R@g analysis was done
manually using Burnard’s 14 stage process. Dataanal/zed by two or more
researchers, and then verified by an experienahreher that was not directly involved
in the study. One of three major themes identifrethe study involved the difference in
recovery experiences. The other two themes invaiviEdmed choice and influences on
maternal-infant bonding. All women who experienbeth types of delivery noted that a
cesarean resulted in a longer and more painfuvergdhan a vaginal delivery. The
women described this as particularly important wirgimg to meet the needs of their
family during the postpartum period.

Cost effectiveness. The cost effectiveness of VBAC has been studieah fro
several perspectives. It has been found to depertleolikelihood of a successful

TOLAC.



75

Chung and colleagues studied cost effectivenesg @scomputerized model of a
hypothetical 30 year old patient, incorporatingadabm peer reviewed studies including
incidences of short and long term complications madernal and fetal morbidity and
mortality, and actual hospital costs (Chung et24Q1). Included in this computerized
model were health care expenditures for injuredrits to one year of life. The authors
concluded from this model that if the hypothetisaman had a 65-75% chance of a
successful TOLAC resulting in VBAC, it was a colfeetive option. This study’s results,
while interesting, were dependent on the accuradtlyeovariables that were included in
the computerized model. However, these findingpstghe importance of careful
selection of TOLAC candidates in predicting theslikood of success.

The cost effectiveness of VBAC was explored ietaaspective cohort analysis
(DiMaio, Edwards, Euliano, Treloar, & Cruz, 200R)clusion criteria were one prior
cesarean delivery, a gestation of 36 weeks or @resihgleton pregnancy, with no
antenatally diagnosed fetal anomalies. The averageof hospital care for mother and
infant was obtained from the hospital’s ClinicalsBarce Department. There were 204
matched mother-infant pairs, of which 65 had an ER@d 139 had a TOLAC. One
hundred and four women (74.8%) who attempted a TOleAperienced VBAC. Overall
costs (combined for maternal and neonatal carecaged with an ERCS ($5949) were
significantly (P<.001) higher than those of a TOL&2863). When a TOLAC resulted
in VBAC, the cost of caring for the pair was $44[fxhe TOLAC resulted in a repeat
CS, the overall cost increased to $6272. The asttmmcluded that VBAC is the most

cost effective option, as long as the successrateeds 18%.
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A Markov model comparing the lifetime cost-effeetness of a TOLAC versus
an ERCS was developed (Gilbert et al., 2013). Markodels may be utilized when
studying risk over a period of time, when eventy imappen more than once, or when
timing of events is important (Sonnenberg & Bed93, p. 322). A hypothetical cohort
of 100,000 women with one prior LTCS, no contrafradions to a TOLAC, and in
spontaneous labor was developed. Participants &pnospective study were chosen to
derive probability estimates for potential eventshree subsequent pregnancies.

For the hypothetical baseline cohort, choosing &A0 would result in 80,229
fewer cesareans, and a cost savings of $164 milliower rates of cesarean resulted in
decreased rates of complications including hysteneyg, placenta previa, placenta
accreta, and maternal death. TOLAC was associatadierine rupture, neonatal death,
HIE, and cerebral palsy. Unlike studies beforéhis one incorporated several long term
health outcomes for both the mother and infanteitednining whether or not a TOLAC
would be cost effective across a lifetime. The argheported that if the probability of a
successful TOLAC was 67.2 % or greater, and theafisiterine rupture was 3.1% or
less, the TOLAC was preferred. If the probabitifya uterine rupture was 0.8%, which
was the baseline rate for hypothetical cohort, thedorobability of a successful TOLAC
was 47.2% or greater, the TOLAC was preferred.

Avoidance of further uterinescarring. It is understood that with each cesarean
section, the endometrial layer of the uterus epiarably damaged (Rosen, 2008). This
makes the area unsuitable for implantation of sgibset pregnancies. If a woman has
additional scars, each incision is made higher thanast, in order to avoid bladder

injury from adhesions (Rosen, 2008). In additid woman has a RCS without labor
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(such as the case in ERCS), the incision is plaagter, as the lower uterine segment
has not had the opportunity to thin due to the natmechanism of labor (Rosen, 2008).

Prior cesarean, with its associated uterine sagris a known risk factor for
developing placenta accreta in future pregnanttiesbelieved that due to the need for a
hypoxic environment early in development, the embmay preferentially implant into
the uterine scar (Rosen, 2008). Placenta accrataasdition in which the placental
tissue is abnormally adherent to the myometriatiaf the uterus, rather than the
decidual layer. The tissue can further invade traglete myometrial layer, and is
referred to as placenta increta. If the placemale goes completely through the
myometrium and uterine serosa, it is referred tplasenta percreta. It is possible for the
placental tissue to then invade surrounding orgawast commonly the bladder.

The risk of placenta accreta increases with eablexjuent cesarean section. In a
prospective observational cohort study of 30,132ne who had a cesarean delivery,
the rates for placenta accreta were .24%, .32%0,2713%, 2.33%, and 6.74% for
women experiencing their first, second, third, taufifth, and sixth cesarean sections
(Silver et al., 2006). Abnormal placentation isasated with significant maternal
hemorrhage and maternal morbidity at the time @feley (Rosen, 2008). Bladder injury,
infection, ureteral damage, spontaneous uteringirepand hysterectomy are well-
known complications of abnormal placentation (Ro&808).

VBAC gives women the opportunity to avoid those ptications that are
associated with RCS. In addition, VBAC can assisiptimizing future pregnancy
outcomes, and preserving fertility by avoiding thereased risk of abnormal placentation

in future pregnancies.
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Decreased incidence of stillbirth. Another complication of cesarean section is an
increased risk of unexplained stillbirth in subsatfuregnancies after 34 weeks of
gestation (Smith et al., 2003). In a retrospectiveort study to determine whether a
primary cesarean was associated with an increasedfrantepartum stillbirth in the
subsequent pregnancies, the authors examineddbelseof 120,633 second singleton
births in Scotland between 1992-1998. Exclusiomaitgria included multiple gestation,
delivery outside 24-43 weeks of gestation, fetalmaalies, Rh isoimmunization,
birthweight less than 500 grams, and records tleaé \wissing values. Birth records of
the first delivery were compared with the seconldsdey in the same woman. Among
the 17,754 women who previously delivered by cesasection there were 68 stillbirths
(0.38%) compared to 244 in 102,879 (0.23%) womea hdd delivered vaginally. The
researchers found that the risk of stillbirth av8eks was 1.77 per 1,000 for those
women with a prior cesarean, and .89 per 1,00€hfase that had a vaginal delivery. At
39 weeks, the risk was 1.06 per 1,000 with a présarean, and .47 per thousand for the
vaginal birth group. In addition, the authors dédteat there were significant associations
between a prior cesarean delivery and intrautegioesth restriction and preterm birth in
a subsequent pregnancy. Criticisms of the stududecthat maternal smoking was not
addressed in birth data reports prior to 1992 tagssics from analysis were not
provided, and a table referenced by the authorsnaacluded in the article. While
stillbirth occurs infrequently, this study doeseal’an association with cesarean that is
worthy of further study.

Psychological benefits. The physical risks and benefits of VBAC, cesarean

section, and TOLAC have been presented from a chgrigerspectives. However, there
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are psychosocial implications that must be consmliékeddings et al., 2007), as women
have suffered psychologically from surgical bifBainbridge, 2002). The long-term
maternal psychosocial outcomes following VBAC, wtassful TOLAC, and elective
cesarean section represents a critical gap in eegdéCunningham et al., 2010a).

Feelings of powerlessness and helplessness dunilapicth have been correlated
to decreased patient satisfaction (Fenwick, GanédbMawson, 2003). A pilot
descriptive study was undertaken to gain perspe@tom healthcare consumers
regarding cesarean section and VBAC. A survey aff@h and closed-ended questions
was distributed through a Birthrites newslettertiBites is an evidence-based electronic
information sharing resource that advocates for ¥BAnd serves to support women
who have delivered by cesarean section. The swrasysent to a convenience sample of
100 women, and 59 responded. Four women had hadea cesarean section, and their
responses were excluded from the analysis. Coatelysis was performed for the open-
ended questions to determine themes, and desergttistics were employed for the
fixed choice questions.

The respondents who experienced cesarean seotiamanly reported (it was not
stated how commonly) that forced separation froeir tinfant, not being able to
“properly hold, see, touch, or breastfeed” (Fenvatll., 2003, p.14) contributed to a
more negative perception of their birth experieri@esarean birth respondents described
feeling a loss of control, being treated negatiw®fycaregivers, and having violated
expectations of the birth experience. When givenapportunity to assign a numerical
rating to their delivery experience, with “1” beifrgally bad” and “10” being excellent,

the mean rating was “3”. In contrast, those woméon wxperienced VBAC reported a



80

mean subjective rating of “9”. Themes that emeifgenh their responses included
feeling supported by those caring for them, andrss of empowerment and control over
their labors. For many women, the experience of ZB#as one of healing.

As discussed previously, the childbirth experiehas a profound impact on the
life of a woman. In an upcoming section, the stadegarding the experience of VBAC
will be reviewed.

Risks Associated with VBAC

The risks of VBAC have been extensively documeindtie literature, and
include those risks involved in a failed TOLAC, ameérine rupture. Sequelae of a failed
TOLAC, which include chorioamnionitis, hemorrhaggsterectomy, and neonatal
morbidity, will be discussed at length in an upcognsection. Uterine rupture and the
factors associated with it will be explored.

Numerous variables associated with successfufailedi TOLAC have been
identified in the literature. VBAC prediction moddiave been developed to assist in the
selection of VBAC candidates, thereby increasirglitkelihood of a successful TOLAC.

Selection of Candidates. Many factors have been identified as being coreel&b
VBAC success, including demographic and obstetidices (Cunningham et al., 2010a).
For example, young, healthy women who are Caucasidéima normal BMI, and have
had a previous vaginal delivery have the greatesbce of a successful VBAC
(Cunningham et al., 2010b).

Women who have had a prior cesarean section magthavopportunity to
attempt a TOLAC if they plan to deliver at an ihgion, with a healthcare provider that

offers the option. Central to any discussion reggyd TOLAC is prediction of VBAC
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success. While during the informed consent progesstecommended that this
discussion be personalized, VBAC prediction to@gehbeen developed based on factors
present at the first prenatal visit, and factoeg t#ire present upon admission (Flamm &
Geiger, 1997; Troyer & Parisi, 1992). In order tak®a women more fully aware of their
personal characteristics that could impact TOLACcsSS, it has been suggested that this
counseling be done at the very first prenatal Y8itipp, Zelop, & Lieberman, 2008).

To this end, several groups of researchers havelajged prediction tools to
facilitate the counseling process. Grobman e28l07) performed a study involving 19
participating academic medical centers that wefikadéd with the NICHD Maternal
Fetal Medicine Units Network, and then developédahthat could be used to predict the
success of a TOLAC. The records of women withier mesarean that presented for care
in a subsequent pregnancy during the years of 2002-were included in the study.
Inclusion criteria included having a live, singletdeerm, vertex pregnancy undergoing a
TOLAC. Trained research nurses identified women wiad the criteria for inclusion
Demographic, labor, delivery, and postpartum dateevabstracted from medical records.
There were 11,856 women who met the inclusionrzaitand 73% of them had a
successful VBAC (8,659).

A multivariate logistic regression model was comstied in order to predict the
likelihood of a VBAC, and included only factors thveould be available at a first
prenatal visit. VBAC was more likely in Caucasigaunger women with a lower BMI.

If a woman had a prior vaginal delivery, and a mecurrent indication for cesarean
section, her chances of a successful VBAC wereiatseased. Points were given for

each response, which corresponded to a sliding sd¢adrobability at the bottom of the
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nomogram. If a woman had a score of 60 pointslikelthood of having a VBAC was
78%. This tool is not useful for the care of allmen with a prior cesarean, because it is
based on women with one prior cesarean, a subseguenpregnancy, and does not
include antepartal factors that might impact thecegs of VBAC. However, the
discussion generated by utilizing this predictioal twould be valuable for patient
education and counseling.

Costantine, Fox, Byers, et al (2009) validatedupiezliction model described by
Grobman, et al. (2007) at The University of TexasdMal Branch in Galveston. All
women (545) with one prior LTCS, with a subsequernn pregnancy, attempting a
TOLAC from January 2002-August 2007 were includetithose, 502 had complete data
available. VBAC occurred with 262 (52.2%) of womalfthough no rationale was given
for this low success rate. The prediction of VBA&ss was significantly higher in
those that had a successful TOLAC (median 78.48érdoartile range 62.1-88.2) than
those that did not (median 59.7%, interquartilegeaf0.8-75.3). The authors stated that
that this study validated the predictive succegb®homogram.

However, there was a large discrepancy in the VBACtess rates between the
Grobman and Costantine studies. This may be exqadwy differences in the study
populations. The Grobman study had maternal rastalalition of 38.7% white, 19.9%
Latina, 36.3% African American, and 5.1% othertHa Costantine study, 84.26% of the
subjects were Hispanic, and 6.97 % were African Ata@. Another potential reason for
this discrepancy could be that during the timehefdtudy, Texas was among the states
with the highest cesarean rate. The Constantirty stas conducted in Texas, and in

2007, at the end of the study, the rate of cesdragtinin Texas was 33.7% (Menacker &
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Hamilton, 2010). In further determining the vatydof the prediction tool, it would be
advantageous to replicate the study again in an\with similar cesarean rates and
population distribution. Further, a study that ud#d CNMs/CMs as providers would
help establish the utility of the instrument. Asntiened previously, CNMs/CMs are
known to have lower cesarean and higher VBAC rgad&NM, 2012).

When considering a TOLAC, the possibility of succEsimportant, as is the
assessment of risk. In order to determine patetofs that might be associated with
uterine rupture, the records of 4383 trials of fadmed 40 uterine ruptures that occurred
from 1984-1996 in one academic hospital were exath{Shipp et al., 2008). Multiple
logistic regression was utilized in order to as$esan increased risk of uterine rupture.

Patient factors associated with risk of uteringutgpwere examined. These
factors include an inter-delivery interval of leean 18 months, maternal age between
30-39 years, maternal age of 40 of more yearsstaryiof 2 or more prior cesareans, and
a history of a prior vaginal delivery. Each fackaas given a score based upon an odds
ratio. These odds ratios were determined by previtudies done using this dataset. A
point value of -1 was given to the protective faaba previous vaginal delivery. A
score of 1 was given to those factors with an adte of greater than one and less than
3. A score of 2 was given to those factors witlodds ratio of greater than 3. Table 5
outlines the risk factors for uterine rupture anelit corresponding assigned predictive

score.
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Table 5

Risk Factors for Uterine Rupture and Assigned Rriaekk Score

Factor Odds Ratio Score
Prior vaginal delivery 0.3(0.1, 0.9) -1
Inter-delivery interval >18 months 2.4 (1.0,5.6) 1
Maternal age 30-39 years 2.6 (1.1,6.0) 1
Two or more cesareans 5.3(2.1, 12.9) 2
Maternal age 40 years or greater 5.8 (1.6, 20.3) 2

Adapted from “Assessment of the Rate of UterinetRrgpat the First Prenatal Visit: A
Preliminary Evaluation,” by T.D. Shipp, C. Zelop,& Lieberman, 2008ournal of
Maternal-Fetal & Neonatal Medicine, 22), 129-133.

This scoring system was retrospectively appliethéosample. The overall scores
ranged from -1 to +4. It was noted that as theiptie@ scores increased, so did the
incidence of uterine rupture. Based on these sctiresauthors were able to identify that

80.9% of their study population was at a low rigks@o) of uterine rupture. Table 6

outlines the scores and corresponding risk of mgemiipture.

Table 6

Predictive Score and Corresponding Risk of UteRupture

Score %(n) with score %(n) with uterine rupture

1 8.9%(391) 0.26% (1)

0 36.8% (1613) 0.25% (4)
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1 43.2%(1894) 1.11% (21)
2 8.4% (370) 2.43% (9)
3 2.5% (108) 3.7% (4)

4 0.2% (7) 14.29% (1)

Adapted from “Assessment of the Rate of UterinetRrgpat the First Prenatal Visit: A
Preliminary Evaluation,” by T.D. Shipp, C. Zelop,E Lieberman, 2008ournal of
Maternal-Fetal & Neonatal Medicine, §2), 129-133.

This study was limited in its generalizability, iagvas performed at a single site.
Other factors that could contribute to an increassdof uterine rupture (such as method
of closure or febrile episode during recovery) weoeincluded in the scoring model.
Nonetheless, this tool may have clinical utilityaredicting an individualized risk of
uterine rupture during a TOLAC, and therefore nrdgrim women and their families of
potential risk.

Uterinerupture. Uterine rupture is defined as being complete, complete,
which is often referred to as a uterine dehiscé@emningham et al., 2010b). When a
rupture is complete, all layers of the uterine vaa#l separated. The fetus, placenta,
and/or umbilical cord may be partially or complgtektruded into the peritoneal cavity.
With uterine dehiscence, the uterine scar is sépadyraut the serosa is still intact
(Landon, 2008). Due to the intact serosa, thengimsmal risk for maternal and fetal
hemorrhage, and there is no extrusion into theqgeral cavity (Landon, 2008). Serious
sequelae of complete uterine rupture include paireath, fetal brain injury due to

hypoxia, and hysterectomy (Landon, 2008). Fetagposis may be particularly grim in
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instances where the fetus is expelled into theqrezal cavity, especially when
accompanied by placental separation (Cunninghaah,e2010Db).

Uterine rupture is usually attributed to TOLAC, asdssociated with a
significant risk of perinatal morbidity and mortgl{Guise et al., 2010). Uterine rupture
has occurred in women without prior uterine scagrthough its incidence is so low that
most obstetric providers will never encounter ipmactice (Landon, 2006; Miller et al.,
1997). In developed countries, the rupture of ascarred uterus is most likely due to
abdominal injury such as gunshot wounds, stablangjotor vehicle accidents (Landon,
2006). In a retrospective study of perinatal outesraver a 11 year period, the rate of
uterine rupture with unscarred uteri was 1 in 18,&4ter controlling for those resulting
from trauma (Miller et al, 1997). Intrapartum utexirupture in unscarred uteri was
associated with pitocin use, prostaglandin usérungental vaginal delivery, grand
multiparity, and malpresentation (Miller et al.,91®.

ACOG cited an overall uterine rupture incidence/ef9% with one prior
cesarean section, and an incidence of .9-1.8%twithor more cesarean sections
(ACOG, 2010a). This rate is a composite. It dodscoatrol for the numerous individual
factors that have been implicated in the risk efiae rupture, such as the number of
prior cesareans. As has been demonstrated, theifgelba much variability in the
reported rates of uterine rupture depending orstluece of the data. For example the rate
of uterine rupture following a LTCS has recentlgbeeported to be as low as .2%
(Daltveit et al., 2008), and as high as .9% (Stianet al., 2007). The major confounding
factor in the variation in reported rates of uterfapture is its inconsistent definition. The

various definitions of uterine rupture are contdine Table7 including the source of
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each. While several of these studies are from riane 10 years ago, these are widely
cited, pivotal studies that helped shape the fotima@f position statements and practice.
The controversy that impacts the rates and thporteng will be explored more fully in

the following sections.

Table 7

Definitions of Uterine Rupture

Year Author Definition

1994 Flammet al. “any defect that involved the entirerimte wall or was
symptomatic or required operative intervention”4@8)

1994 Miller et al. a defect that involved the “enturerine wall and was

associated with at least one of the following: fapamy for
control of hemorrhage from the defect, hysterectomy
repair of the uterus or bladder, extrusion of aast pf the
fetus, placenta or umbilical cord through the defec
cesarean for acute fetal distress”(p.256).

1995 Naef et al. “complete scar separation with bleedimagmatoma
formation, or extrusion of the fetus” (p.1667).
1999 Shipp et al. “a complete disruption of the priterine scar in

association with at least one of the following assted
symptoms or signs: laparotomy for hemorrhage or
hemoperitoneum, excessive injury to the uterus
necessitating hysterectomy, injury to the bladdetrusion
into the peritoneal cavity of any portion of théafe
placental unit, or cesarean delivery for non-reasgifetal
testing or suspected rupture.” (p. 736).

1999 Zelop et al. «a complete disruption of the prior uterine scahvat least
one of the following symptoms or signs: laparotdimy
hemorrhage or hemoperitoneum, excessive injurieo t
bladder or any extrusion into the peritoneal cawoitany
portion of the fetal-placental unit, cesarean a=infor non-
reassuring fetal heart rate tracing, or suspedieihe
rupture as evidenced by the acute onset of in@sjoain.”

(p.883).
2001 Lydon-Rochelle et “Uterine rupture was considered to have occurré@if-9-
al. CM diagnosis code 665.0 or 665.1 was recorded @n th
hospital-discharge form.” (p.4).
2002 Bujold, Bujold, a defect that involved the entire thickness oftitexine

Hamilton, Harel, & wall, including theoverlying peritoneum, with exsran of
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Gauthier intrauterinecontents into the peritoneal cavityt tieguired
operativeintervention”(p. 1327 for 2002)
2002 Bujold& Gauthier “a uterine scar separation with the overlying wiate
peritoneum (uterine serosa) opened” (p.311)

2002 Bujold, Mehta, “a defect that involved the entire thickness of tterine
Bujold, & Gauthier wall, including theoverlying peritoneum, with exsran of
intrauterinecontents into the peritoneal cavityt tieguired
operative intervention”(p.1199for 2002).

2002 Shipp et al. “complete disruption of the prior cesarean scahwite or
more of the following associated symptomatic fastor
hemorrhage, need for hysterectomy, damage to #uzlbt,
extrusion from the uterus of any portion of thefet
placental unit, or indicated cesarean deliveryniom-
reassuring fetal testing or suspected uterine rap{p.585).

2003 Durnwald & “a full thickness defect through myometrium and
Mercer peritoneum” (p. 926)
2003 Ofir et al. Complete rupture involves the entire uterine watl aesults

in a direct connection between the peritoneal spadethe
uterine cavity (p. 1042).

2003 Shipp, Zelop, “complete disruption of the prior cesarean scahwite or
Cohen, Repke, & more of the following associated symptomatic fagtor
Lieberman hemorrhage, need for hysterectomy, damage to #uzlbt,

extrusion from the uterus of any portion of thefet
placental unit, or indicated cesarean deliveryniom-
reassuring fetal testing or suspected uterine raptp.
136).

2004 Bujold et al. “a defect that involved the entinickness of the uterine
wall, including theoverlying peritoneum, with exsran of
intrauterinecontents into the peritoneal cavityt tieguired
operative intervention”(p. 1114 for 2004).

2004 Landon, Hauth, “a disruption or tear of the uterine muscle arsteral

Leveno, & Spong peritoneum or a separation of the uterine muscle wi
extension to the bladder or broad ligament”(p. 3583

2005 Macones et al. “separation of the uterine scaefdehed at laparotomy),
immediately preceded by either a nonreassuring et
rate pattern (determined by the treating obsteimicor by
signs/symptoms of acute maternal bleeding (SBP
<70mmHg, DBP <40 mm Hg, HR >120) or by the presence
of blood in the maternal abdomen at the time outegmy”
(p. 1657).
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2006 Landon et al. "disruption of the uterine muscle arsteral peritoneum or
a uterine muscle separation with extension to thdder or
broad ligament found at the time of cesarean delive
laparotomy following VBAC” (p. 13)

2007 Stamilio et al. “a uterine scar separation determined at laparotihatywas
preceded by a nonreassuring fetal heart rate patter
maternal signs or symptoms of acute blood loss, or
hemoperitoneum. This definition excludes asymptanat
uterine dehiscence”( p. 1077).

2008 Shipp et al. Uterine rupture was defined as “a symptomatic gitsoun
involving all layers of the prior cesarean scacamspanied
by hemorrhage, hysterectomy, bladder damage, éitro$
the fetus or placenta, suspected uterine ruptuneoio
reassuring fetal heart rate testing.”(p.130)

2010 Bujold & Gauthier “complete separation of the uterscar, resulting
communication between the uterine and peritoneatiea
and requiring emergency cesarean delivery or pdsipa
laparotomy” (p. 1004).

Uterine rupture is known to occur during labor iamen with no uterine scar.
The incidence ranges from 1/5700 deliveries to ,0@0 (Dow et al., 2009: Porrecco et
al., 2009). Uterine rupture in an unscarred ute@ssociated with obstructed labor and
the use of inductive agents (Dow et al., 2009; &mo et al., 2009). However, it is
usually attributed to a TOLAC, and is associatethwignificant risk of perinatal
morbidity and mortality (Guiseet al., 2010). Comteregarding the risk of uterine
rupture have been identified by patients, healtk paoviders, hospitals, and policy
makers alike (Guiseet al., 2010). Furthermore dluescerns can contribute to
tocophobia (a fear of birth) in women, who will thieirn to interventions to decrease this
perceived risk (Jordan & Murphy, 2009). Decisionking, informed consent, and access
to VBAC for women and health care providers ismittely affected by the fear of

uterine rupture.
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The breadth of research regarding uterine rupsuegtensive. There are
numerous variables that have been identified ag&sing a woman'’s risk of uterine
rupture when a TOLAC is attempted. These includéemnmal age, method of closure,
interdelivery interval, fetal weight, number of aesans, type of incision, febrile episodes
during cesarean recovery, use of inductive agant$ cervical ripening. Each of these
variables will be discussed in upcoming sections$,amly to inform the reader of the
risks that have been identified, but to identifg #ources of fear and concern regarding
VBAC that have resulted in decreased support of ZBA is important to note that due
to the low incidence of uterine rupture, the sanges are often small. Table 8 outlines

the research reviewed for this section.
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Table 8

Variables Associated With Uterine Rupture

1* Author  Variable studied Design Purpose Total Findings
Year n
Miller Number of prior  Retrospective To study differences irn7,322 women  Uterine rupture occurred in 95 (.7%) women
1994 CSs uterine rupture rate with at least one with a prior CS, and occurred more often in
based on number of  prior CS women with more than one cesarean (1.7%
prior CS vs. 0.6%).
Naef Scar type Retrospective To study the perinatall 74 women with There were 2 (1.1%) uterine ruptures, with
1995 outcomes involved a prior low no adverse maternal or fetal outcomes.
with a low vertical CS vertical CS VBAC rate: 83%
attempted a
TOLAC
Shipp Scar type Retrospective To determine the 2,912 women  LTCS=0.96% rate of uterine rupture
1999 difference in uterine  with a prior Low vertical=0.8% rate of uterine rupture
rupture rates between LTCS VBAC rate: LTCS: 56.4%
LTCS and low vertical 377 women with VBAC rate: low vertical CS: 67.4%
CS a prior low
vertical CS
Zelop Cervical Retrospective To examine the risk 0f2,774 women  Women who spontaneously labored had a
1999 ripening/Induced uterine rupture during with one prior  statistically significant (p=.001) lower rate
or augmented augmentation or cesarean of uterine rupture (0.7%) compared with
labor induction of labor. delivery and no those who were induced (2.3%). Women

vaginal delivery who received prostaglandin gel were more
likely to experience uterine rupture (3.9%
vs.0.9%, P=0.02).



Lydon-
Rochelle
2001

Bujold,
Bujold
2002

Shipp
2002

Durnwald
2003

Shipp
2003

Cervical
ripening/Induced
or augmented
labor

Uterine incision
closure

Maternal age

Uterine incision
closure

Febrile episode
during cesarean
recovery

Retrospective-
cohort,
population
based

Observational
cohort

Retrospective
chart review

Retrospective

chart review

Nested, case
control design

To determine the 20,095 women
impact of RCS, having their first
spontaneous labor, child by CS, and

induction of labor, and having a second
use of prostaglandins during the study
on the rate of uterine  period

rupture

Measure rate of uterine 1,980 women

rupture based on with complete

closure method medical records,
one prior LTCS,
and attempting
TOLAC.

Estimate whether or 3,015 women
not maternal age is who

associated with uterine experienced a
rupture. failed TOLAC

Investigate risks and 532 women who
benefits of a single had a prior

layer closure LTCS,
attempting
TOLAC

To determine if a 4,383 sets of

febrile episode during records
cesarean recovery was 21 involved
related to uterine uterine rupture
rupture in subsequent

TOLAC
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RCS associated with a uterine rupture rate of
0 .16%, spontaneous labor uterine rupture
rate was 0.52%, induction without
prostaglandins rupture rate was 0.77%, and
induction with prostaglandins rupture rate of
2.45%.

Women grouped by single vs. double
closure. Uterine rupture occurred in 9(7.3%)
of those with a single layer closure, and
8(.5%) of those with a double layer closure.
VBAC rate:76.3% (1510)

Women under the age of 30 were less likely
to experience uterine rupture than those over
the age of 30 (5, .5% vs. 27, 1.4%).

There were 182 women with single layer
closure, and 340 with double layer closure.
VBAC rates were similar between single
(123, 68.1%) and double layer (220, 64.7%)
closure groups. Single layer closure was
associated with an increased rate of uterine
dehiscence (3.5% vs 0.7%, P = .046)

Postpartum fever was noted in 38.1% (8) of
those who experienced uterine rupture,
compared with 15.5% (13) among the
controls(p=0.03). Intrapartum fever was
noted in 19% (4) of those that experienced
uterine rupture, compared with 10.7% (9)



Bujold
2004

Landon
2004

Landon
2006

Stamilio
2007

Maternal age

Cervical
ripening/Induced
or augmented
labor

Number of prior
CS

Interpregnancy/
interdelivery
interval

Retrospective To examine whether or 2,493 women

cohort

Prospective
observational

Prospective
multicenter
observational

Secondary

analysis of a
retrospective
cohort study

not maternal age
influences TOLAC
outcomes

Compare outcomes
associated with
TOLAC and RCS

To examine the risk of
uterine rupture during
TOLAC for women
with single or multiple
prior CS

with previous
LTCS and
undergoing
TOLAC

17,898 women
elected TOLAC
15,801 elected
RCS

45,988
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Women over the age of 35 were more likely
to have a failed TOLAC, but not more likely

to experience uterine rupture compared with
their younger counterparts.

There were 124 uterine ruptures in the
TOLAC group, and none in the ERCS.
Uterine rupture rates for those in
spontaneous labor, induced, and augmented
were 0.4%, 0.9%, and 1.0% respectively.

Uterine rupture rate with one prior CS was

17,898 elected a .7% compared with .9% associated with

TOLAC

more than one prior CS, but was not

975 women with statistically significant (p=.37). VBAC rate:

multiple prior
CS

16,915 with one
prior CS

To examine the impact A cohort of 13,

of time interval
between pregnancies
on the rate of uterine
rupture

331 women
from an initial
group of 25,005

73%.

Uterine rupture occurred in 118 (.9%)
women with an interpregnancy interval of
more than 6 months, compared with 8
(2.7%) of those with an interval of less than
6 months (adjusted OR: 2.66 (1.21-5.82))
VBAC success rate was 77%.
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Scar type. There are several types of cesarean section thateaformed, and
each has its own advantages and disadvantagesi@ecregarding the type of incision
that is used may be based on fetal position, ptat&acation, gestational age, and
indication for the cesarean.

The LTCS involves the incision of the lower utersegment. Currently, it is the
most commonly performed cesarean section, foraaser to repair, bowel or omentum
is less likely to adhere to the scar, and it is lésly to rupture in a subsequent
pregnancy (Cunningham et al., 2010b).

The “low-vertical” cesarean section, also knowradsw-segment vertical
cesarean section, involves the vertical incisiotheflower uterine segment. This
technique may be utilized for breech or transvéeta presentations (Cunningham et al.,
2010b).

A classical cesarean section involves making acatiincision, starting as low as
possible in the uterus, and extending high enoagtllow for delivery. This type of
incision may be made in instances when therenaresverse lie, multiple gestation,
maternal morbid obesity, invasive cervical canaatensely adherent bladder, placenta
previa that makes it difficult to deliver throughoav transverse incision, a need to
deliver emergently, and/or extreme prematurity (@ogham et al., 2010b). Generally,
these incisions are avoided.

There are instances in which a low transverseimgiis initially made and then
the incision is vertically extended. This is knoasa “T” shaped incision. These
decisions are made by the surgeon, but impactduthitdbearing options. This incision

may be used when there is malpresentation of the,fa lower uterine segment that is
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not well developed enough to assure a safe delieeny there are fibroids and adhesions
that restrict access to the lower uterine segntegitérson et al., 2002).

The risk of uterine rupture is dependent on tipe tyf cesarean incision that was
performed. It is believed that incisions that extesrtically into the uterine muscle, such
as the classical or “t” shaped incision, resul inupture rate of 4-9% (Landon, 2008).
However, because women with these types of incssama not considered appropriate
TOLAC candidates, there are no recent studies wnvghlwomen with these incisions.

It has been suggested that the cugreunibted uterine rupture rates in women
following a classical cesarean are inaccurate aadgerated, as they are based on
studies from 50-60 years ago (DeCosta, 2005).Histarical literature review regarding
TOLAC in women with previous classical cesarearsCBsta (2005) closely examined
an influential study by Dewhurst (1957). Dewhurstsvknown to not be supportive of
VBAC following a classical cesarean section (De@p2005). In 1956, Dewhurst
published his own findings regarding uterine rupt(DeCosta, 2005). The sample
included 68 women with a history of 103 classiedarean sections, and 16 women who
had undergone both low transverse and classicateas. The uterine rupture rate
reported for this group was 6%. However, one sigaiit flaw in this study was that the
number of prior cesareans was not controlled fa esnfounding variable. As will be
discussed in the following section, increasing namlof cesareans have been linked to
an increased risk of uterine rupture, which vekglly impacted the reported rate of
uterine rupture. A subsequent publication poothrggresults of 6 other uterine rupture

studies together reported a uterine rupture rage afclassical cesarean as being 8.9%
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(Dewhurst, 1957). Again, the study did not contoslthe number of prior cesareans.
This flawed study has been used to guide practidehexists to this day.

In order to determine the difference in uterinetuug rates between women who had
experienced either a low transverse or a low vartiterine incision, a retrospective chart
review was performed by examining the records 83 women who experienced
cesarean delivery between the years of 1984-199g<t al., 1999). Women who had
a previous classical or “t” shaped incision werelaged, as were those with
undocumented incisions, or those who had experieboth LTCS and low-vertical
cesarean section. Uterine disruptions were categgh@s either being asymptomatic
dehiscences or symptomatic rupture.

Of the 2,912 women with a prior LTCS, 28 (1.0%) exi@nced uterine rupture.
Of the 377 women who had a prior low vertical ceaar 3 (.8%) experienced uterine
rupture. The authors concluded that there was saraficant difference in the rate of
uterine rupture based on these two incision tyPe® limitation of this study involves
the lack of clarity in differentiating subjects Wwia low vertical incision versus a classical
incision.

Naef et al., (1995) studied the maternal and péairoutcomes involved with a
prior low vertical cesarean. Over a 10-year peiodne tertiary hospital, 1,137 women
underwent a low vertical cesarean section, andn82 subsequently delivered of 322
infants. Of the 174 (54%) that attempted a TOLAZA 183%) experienced a successful
VBAC. Uterine rupture occurred in 2 (1.1%) durin@OAC, and neither resulted in

adverse maternal or fetal sequelae. Although thdyswas limited by an unclear
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definition of low vertical incision, the findingsiggested that both scar types are low risk
for TOLAC.

Currently, a TOLAC is contraindicated in womentwat prior classical or T-
incision. However, it is worth noting that this ¢anndication is based upon potentially
flawed research. Due to current practice recommenda and an increased risk of
uterine rupture, women with these prior incisiore r@ot able to attempt TOLAC,
eliminating this as an area of further research.

Number of prior cesareans. The findings of the scientific literature are
conflicting regarding the risk of uterine ruptufféeea more than one cesarean section
(Landon, 2010). However, this conflict may lie withriables not controlled for, as well
as the statistical significance of the increaseding rupture rate.

A retrospective chart review study by Miller et @994) was undertaken. This
study revealed differences in uterine rupture ratds/een women who had one prior
cesarean versus those that had two or more. Thene 164,815 births at one hospital
during the years of 1983-1992. Of these, 17,325b) were to women who had at least
one prior cesarean. Medical records were excluiddx ipatient had a prior classical
cesarean section, previous uterine rupture, knawepaired uterine dehiscence, or
contraindications to labor. Twin gestations ancebhepresentations were not considered
contraindications to labor, and were included is gtudy.

Uterine rupture occurred in 95 (.7%) women whomafieed a TOLAC and in 22
(.5%) who did not. Uterine rupture occurred moegtrently in those that had two or
more cesareans (1.7%), compared with those thavmad.6%). The authors did not

control for the use of pitocin, the use of cervigpéning agents, maternal age, and there
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was no information regarding the indication for grenary cesarean birth. This study
concluded that a TOLAC was an acceptable alteraativa RCS delivery, and could be
used to substantially decrease the cesarean ratbeFfmore, a TOLAC was found to be
a reasonable option for women with a history oftipld cesarean sections, as long as
they understood the increased risk of uterine meptu

Landon et al. (2006), examined the risk of uteruqgture during a TOLAC for
women with single or multiple prior cesarean sawiasing a prospective multicenter (19
academic institutions) observational study as agfahe NICHD Maternal-Fetal
Medicine Units Network from 1999-2002. All womentkvia singleton pregnancy of at
least 20 weeks gestation, or with a birth weighatdkast 500 grams, and a history of
cesarean section were included. The study sang®en$il 7,000 was estimated by
assuming a uterine rupture rate of .5% in womeh wite prior cesarean section, and
assuming the likelihood that 10-15% of women withltiple prior cesareans would be
attempting a VBAC. There were 45,988 women witlopcesareans and subsequent
singleton pregnancies that were a part of thisystOd these, 17,898 (39%) elected a
TOLAC. The findings of the study are presented abl& 9. While this demonstrates an
increased rate of uterine rupture in women withertban one prior cesarean, it was not

statistically significant (p=.37).
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Table 9

Rate of VBAC and Risk of Uterine Rupture by Nurb@&revious Cesareans

Number of Prior TOLAC Rate of VBAC Rate of Uterine

Cesareans rates from Rupture
total sample
One 48% 74% 7%
(n=16,915) (n=12,490) (n=115)
Multiple 9% 66% .9%
(n=975, (n=648, P<.001) (n=9)
P<.001)
Two 67%
(n=584)
Three 63%
(n=53)
Four 55%
(n=11,
P<.001)

Adapted from “Risk of Uterine Rupture with a TradlLabor in Women With Multiple
and Single Prior Cesarean Delivery,” byM.B.LandGr. Spong, J.C. Hauth, L.S.
Bloom, M.W. Varner, A.H. Moawad, ... and S.G. Gahb@06,0bstetrics &
Gynecology, 108), 12-20.

These findings reveal that women with more thana@sarean can successfully
and safely experience VBAC. In addition, for wonvdth more than one cesarean, a
prior vaginal delivery should not be required id@rto attempt a TOLAC. Itis
appropriate to consider women with two prior ceaaseas candidates for TOLAC, as
this study showed that their success rate is sipalad their risk of uterine rupture is not
statistically significant (ACOG, 2010a).

There were limitations to this study, and theseaweentified by the authors. The
results were not examined for institutional diffeces. This might have shown variations

in practice and success rates. Women who electlaATGafter numerous cesareans may

have unique personal characteristics that woulditfieult to identify and control for in
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other studies. In addition, prior uterine closuretihod was not controlled for, and long-
term health outcomes were not studied.

Maternal age. Advanced maternal age, defined as being overghef35, has
been identified as being a risk factor for cesasntion and for failed TOLAC. To
estimate whether or not maternal age is assocwataduterine rupture during a TOLAC,
a retrospective study was undertaken, utilizingntteglical records of 3,015 women who
experienced failed TOLAC during the years of 19894 (Shipp et al., 2002).

The study criteria were records of women who ha&l anor cesarean section, no
prior vaginal deliveries, and a singleton pregnaMggmen had prior low transverse, low
vertical, or unknown uterine incisions. The resbkars did not control for the type of
prior incision, which significantly impacts thekisf uterine rupture. Women under the
age of 30 were more likely to have experiencedravertical incision (n=113, 10.6%)
than the women 30 years and older (n=151, 7.7%greltvere 1,065 women under the
age of 30, and 1,950 that were 30 years or oldezr&ll, there were 32 uterine ruptures.

A logistic regression model was used controllingtfe potential confounding
variables of birth weight, interdelivery intervaljgmentation, and induction. Five
women under the age of 30 (.5%) experienced uteviptire, and 27 (1.4%) women 30
years and older experienced uterine rupture. Whdeauthors stated that incorporating
the uterine scar type into the regression modehdicchange the odds ratio for rupture,
there was nearly triple the risk of rupture in théer women who more likely had uterine
scars other than LTCS. Though the overall risktefine rupture was low in this study, it
was significantly increased in those women overatpe of 30. One factor that was not

discussed was whether or not the authors had atx#ss prior cesarean records to
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determine method of closure. In the following sactithe method of closure and its
relationship to uterine rupture will be discusdedpending on practice changes that were
occurring during the 12 year time span, it is passthat those women over the age of
thirty may have had a single layer closure, whiak been associated with a higher risk
of uterine rupture.

Another study was undertaken to examine whethapbmaternal age influences
the outcomes of TOLAC (Bujold et al., 2004). A cahstudy of 2,493 women who had a
previous LTCS and were undergoing a TOLAC was peréal. Women were divided
into three groups based on age. These categorresunder the age of 30, between 30-34
years, and 35 years and older. In addition, womere wategorized on whether or not
they had experienced a prior vaginal delivery. €hgere 1,750 women without a prior
vaginal delivery, and 743 women with a prior vagaivery. There were 29 uterine
ruptures (1%), with 26 of them occurring in womemonhad not experienced vaginal
birth in a prior pregnancy.

The authors found that while women over the agébadt the time of delivery
were more likely to have a failed TOLAC (regardlesgrior birth modality), they were
not more likely to experience uterine rupture thair younger counterparts. However,
this study did find a correlation between uterinpture and single closure, as well as
involving an inter-delivery interval of less tha# thonths. These variables will be
discussed in following sections.

Method of uterineincision closure. When a LTCS uterine incision is closed, it is
typically done in one or two layers (Cunninghanalet2010). The single closure method

has been associated with a shorter operative tdeamparable recovery (Bujold,
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Bujold, Hamilton, Harel, & Gauthier, 2002). In tlest decade, research has shown that
women who have had a single layer uterine clostg@tan increased risk of uterine
dehiscence and uterine rupture (Bujold et al., 2002nwald & Mercer, 2003).

An observational cohort study of women underg@ngOLAC at one tertiary
level center was undertaken between the years83-2000 (Bujold et al., 2002).
Eligibility criteria for the study included havirane prior LTCS. During the time of this
study, there were 48,470 deliveries in this cersted 4,627 women who had a prior
LTCS, 2,142 (46.3%) of whom attempted a TOLAC. MBwas successful in 1,510
(76.3%). Of these 2,142 women, complete medicard=cthat included the operative
report from their prior cesarean section were abéal for 1,980 (92.4%). Operative
reports and medical records were reviewed by twearhers.

Single layer closure had been used in 489 wonrenhtteere were 15 (3.1%)
uterine ruptures in this group. Double layer clesad been utilized in 1491 women, and
there were 8 (.5%) uterine ruptures in this graupe authors also examined the rates of
uterine dehiscence at the time of the cesareawvedgliThere were 9 (7.3%) cases of
dehiscence in 123 women who had a previous siagkr Iclosure and 10 (3.1%) cases of
dehiscence in 324 women who had a previous doapér klosure. The authors
recommended further study of the relationship betwaosure method and risk of
subsequent uterine rupture, and the use of a déayse closure.

Durnwald and Mercer (2003) performed a retrospectiudy of all nulliparous
women delivered of their first and second singldiegborn infants between 1989-2001.
All deliveries occurred in the same facility. Insian criteria included the first delivery

occurring by LTCS. Exclusionary criteria includeayaextension of the uterine incision,
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previous myometrial surgery, or delivery of eitipeegnancy prior to 24 weeks. There
were 768 women that were studied. Maternal and newmmedical records from the
1,536 deliveries were included. Of the 768 womext tiere studied, 532 attempted
TOLAC. There were 182 women who had a single lal@sure in their index pregnancy,
and 340 women that had a double layer closure. VB#&Es were similar between the
two groups, occurring in 68.1% (123) of those womath a single layer closure, and in
64.7% (220) of those with a double layer closure.

Unlike the study by Bujold et al. (2002), 99.2%tloé cesareans were closed with
polyglactin 910 suture. This may be relevant, asahithors explained the polyglactin
retains its tensile strength for 7-10 days, argkigraded by hydrolysis. The chromic
catgut loses half of its tensile strength withia@ days, is degraded by proteolytic
enzymes, and may break down more rapidly in thegoree of infection. There were no
uterine ruptures in the single closure group is #tudy, and the authors stated that this
might have been the reason. There were four utewpteires encountered in the double
closure group. Uterine windows, or dehiscenceseweesent in 2.8% (5 of 182) of the
single closure group, .6% (2 of 349) of the douesure group, and were found at the
time of cesarean section. The authors noted tHgt3d96 of women who had a
successful VBAC had their previous incision palgas® it is possible that there were
others that were not found. Double layer incisitwsere should be recommended for
those women who may wish to attempt a TOLAC intarfipregnancy.

Although increased risk of uterine rupture and gde¢mce has been found in those
women who underwent a single layer closure, tlsigads not consistently addressed in

all of the literature regarding uterine ruptureisTis likely due to the changes in practice
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over time.. One might conclude that some of thédrigates of uterine rupture reported
in earlier studies, as well as the discrepanchéreported rates, may have been
associated with these specific differences in ¢®su

I nterdelivery/interpregnancy interval. A short interdelivery/interpregnancy
interval has been implicated in an increased riakt@rine rupture. However, the use of
the word “short” is inconsistently defined in thietature. Attention must be given to the
terms inter-delivery (time between deliveries), amdr-pregnancy (time between
previous delivery and subsequent pregnancy).tiidaght that this increased risk of
uterine rupture is due to the length of time tlsatecessary for complete healing of the
uterine scar. Magnetic resonance imaging (MRtefidollowing cesarean section have
shown that the maturation period of myometrialuess approximately 3 months, but
that total healing and involution occur at approxiety 6 months post-delivery (Dicle,
Kucukler, & Pirnar, 1997).

A study of the impact of a short interpregnancgimal on the incidence of
uterine rupture was undertaken (Stamilio et al0720This study was a secondary
analysis of a multi-center, retrospective cohartlgtutilizing the records of 25,005
women who had prior cesareans. There were 17 tatsghat participated during the
years of 1995-2000. Patients were excluded if tree/a prior classical cesarean, an
unknown uterine scar, or any type of fetal anomaly.

The 25,005 women were divided into two cohorts. Cuieort included 13,706
(55%) women who decided to undergo a TOLAC. Is ttwhort 2.7% of the records did
not contain inter-pregnancy interval informationgavere excluded. The other cohort

included 13, 331(45 %) women. Each cohort was &urtiescribed in the terms of both
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inter-pregnancy intervals and uterine rupture r&sid were categorized as being less than
6 months (n=286), or more than 6 months (n=13,045).

Uterine rupture occurred in 118 (.9%) of women \klad an inter-pregnancy
interval of greater than 6 months. Uterine ruptuzeurred in 8 (2.7%) of the women who
had an inter-pregnancy interval of less than 6 mm@nfVomen with an inter-pregnancy
interval of less than 6 months were also threegimere likely to require a postpartum
blood transfusion following the"2delivery. This study shows an increased risk of
uterine rupture with an inter-pregnancy intervalesfs than six months.

Bujold & Gauthier (2010) performed a secondary gsialof a retrospective
cohort study, examining the inter-delivery interaald uterine rupture rates of 1,768
women who delivered at one facility between 198d 2004. Cases where women had a
prior classical, T-inverted, J shaped cesareamose¢tvo or more prior cesareans, or
having a previous myomectomy were excluded fromyaisa Women who had a VBAC
(term or preterm) between their cesarean sectidrit@current pregnancy were also
excluded. Inclusion criteria were singleton, temagmancies undergoing a TOLAC.
Uterine rupture was defined as a complete disrapifdhe uterine scar, requiring
emergency cesarean delivery or postpartum lapasotom

Of the 1,768 women, 1,323 (74.8%) had an intervdejiinterval of 24 months or
more, 257 (14.5%) had an interval of 18-24 mondinsl 188 (10.6%) had an interval of
less than 18 months. An inter-delivery intervaRdfmonths or more was associated with
a 1.3% (n=17) risk of uterine rupture. An interidety interval of 18-24 months was
associated with a 1.9% (n=5) risk of uterine ruptiHowever, the risk of uterine rupture

with an inter-delivery interval of less than 18 rttwas 4.8% (9). This study was
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limited by the relatively small sample size of tadkat experienced uterine rupture, the
fact that it was retrospective, and by the longnvél of time that was examined. During
the years of 1987-2004, there were numerous changgactice including (but not
limited to) closure method, the use of misopro&iokervical ripening/induction, and
increased rates of induction of labor. As discussetis chapter, these factors have
impacted the rate of uterine rupture. The authecemmended that a TOLAC still be
offered to women who had a delivery interval oklésan 18 months, but that their care
include counseling regarding the increased risktefine rupture.

Febrile episode during cesarean recovery. Endomyometritis, particularly before
the advent of routine pre-incision antibiotic prglaxis, is commonly encountered after
cesarean. Endomyometritis is an infection of tleziné layers following cesarean
section, and it impacts the healing of the surgi@lnd. Fever is a common symptom of
endomyometritis (Shipp, Zelop, Cohen, Repke, & Embann, 2003). Routine pre-
incision antibiotic administration is known to berieficial to mothers, and is
recommended before cesarean section to preventrmabp®st operative infection
(ACOG, 2010c; Smaill & Gyte, 2010). According t@t@ochrane Collaboration, the
impact of this practice on infants and on overatitaotic resistance is not entirely clear,
and is an area in need of further study (Smaill @e52010).

The incidence of uterine rupture during a TOLAGMomen who had experienced
a fever in their prior cesarean recovery period stadied using a nested, case-control
design (Shipp et al., 2003). A database includihgvomen who experienced a TOLAC
during a twelve-year period in a single level-threspital was analyzed. There were

4,383 sets of records included in the study, 248%) of which involved uterine rupture.
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Each case involving uterine rupture had 4 contittd$s were matched by year of delivery,
number of prior cesareans, induction in the ind@gpancy, and prior vaginal delivery.

If the patient had more than one prior cesareamosecthe records from the last cesarean
were reviewed. The closure method (single or dolayler), use of antibiotics, and
postpartum WBC counts were included in data cabbect-ever was defined as a
temperature above 38C, and its timing during tlsauean hospitalization was also
considered.

Conditional logistic regression analysis was penfed taking into account the
matched sets in a case control study. After compdar fever and uterine rupture, the
cases were controlled for maternal age, and bidight of 4000 grams or more. The rate
of postpartum fever was 38.1% (8) in 21 women wkmeeienced uterine rupture in the
subsequent TOLAC compared with 15.5% (13) amon@heontrols (p=0.03).
Intrapartum fever was noted in 19% (4) of the wom#io experienced a uterine rupture
with subsequent TOLAC compared with 10.7% (9) ef ¢bntrols. The 21 women who
experienced uterine rupture were more likely t@ber the age of 30 (90.5%) than the 84
controls (53%). The findings of this study are liadi by the retrospective nature of the
data but suggested that the presence of fevergitheintrapartum and/or postpartum
period of a cesarean delivery increases the rigskefne rupture in a subsequent
TOLAC.

Cervical ripening/induced or augmented labor. Cervical ripening, the process by
which the cervix is softened, effaced, and reatheahduction of labor, can be achieved
by pharmacologic or non-pharmacologic methods (Sonp2009). Pharmacologic

method involves the application of prostaglandieparations (creams, gels, inserts, or
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tablets) to the cervical area. Non-pharmacologithogs may involve sweeping the
membranes, amniotomy, or the use of mechanicabd#aThe use of pharmacological
prostaglandin preparations for cervical ripening bhaen implicated in an increased risk
of uterine rupture in women attempting VBAC (Zeletpal., 1999; Lydon-Rochelle, Holt,
Easterling, & Martin, 2001).

Induction of labor is the process of stimulatirigrine contractions before the
spontaneous onset of labor (Simpson & Creehan,)28@8mentation is the process of
stimulating contractions when spontaneous contrasthave not resulted in progressive
cervical dilation or fetal descent (Simpson & Cra@h2008). A synthetic form of
oxytocin, known by the trade name of Pitocin, isdifor induction or augmentation of
labor (Simpson, 2009).

As discussed previously in this chapter, inducbbrabor may be done for many
reasons, ranging from provider/patient convenidndbe presence of a medical
complication of pregnancy. Induction of labor hagib correlated to an increased risk of
cesarean section. Augmentation and induction afrlaking pharmacologic methods
have also been correlated to an increased riskeahe rupture (Zelop et al., 1999;
Lydon-Rochelle et al., 2001; Landon et al., 2004).

In order to examine the risk of uterine ruptureigig|augmentation or induction
of labor during TOLAC, the medical records of 2ivdmen were retrospectively
examined (Zelop et al., 1999). This sample wastéichto women with one prior cesarean
delivery, and no previous vaginal deliveries. Falusion into this study, the previous
cesarean delivery must have been low transvensevdatical, or an unknown incision

type. The authors defined induction of labor asit@gcontractions after the use of
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prostaglandin gel and/or oxytocin. Augmentation weaBned as the use of oxytocin after
the onset of spontaneous labor, or oxytocin adrnatien after establishment of regular

contractions with prostaglandin gel. The partiofsavere divided into two groups based
upon labor onset being spontaneous or inducedtyfieeof cesarean section distribution

was similar between these two groups as shown lite TED.

Table 10

Distribution of Participants By Onset of Labor aigpe of Prior Cesarean

Onset of labor  Previous LTCS Previous Low Unknown
Vertical

Spontaneous 1771 (80%) 198(8.9%) 245 (11%)

N=2214

Induced 438 (78%) 45(8%) 77(13.8%)

N=560

Adapted from “Uterine Rupture During Induced or Augnted Labor in Gravid Women
With One Prior Cesarean Delivery,” by C. Zelop Shipp, J. Repke, A.Cohen, A.
Caughey, and E. Lieberman, 199@nerican Journal of Obstetrics and Gynecology,
181(4), 882-886.

Uterine rupture occurred in a total of 29 patiefitkthose that experienced
uterine rupture, 25 (86.2%) had a prior LTCS, 33%) had a prior vertical cesarean
incision, and 1(3.4%) had an unknown scar. The e&uterine rupture was reported as
outlined in Table 11.There was also a statisticsiiyificant rate of rupture among
women who received prostaglandin gel (3.9%) contgpwiéh those who did not
receiveprostaglandin gel (0.9®% = .02). Women who had a spontaneous onset of labor

and did not need oxytocin augmentation had the $owate of uterine rupture, while

those that had labor induced with both prostaglagéi and oxytocin had the highest rate
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of uterine rupture. The authors concluded that¢tida of labor is associated with a

significant risk of uterine rupture when compardthvgpontaneous labor (p=.001).

Table 11

Uterine Rupture Rate by Onset of Labor and Usedfictive Agents

Labor Sample size Rate of uterine
rupture

Spontaneous Onset 2214 7% (16)
No augmentation 1142 0.4% (5)
Oxytocin augmentation 1072 1% (11)

Induction of labor 560 2.3% (13)
Prostaglandin gel 35 2.9%(1)
Oxytocin 458 2%(9)
Prostaglandin gel and 67 4.5%(3)
oxytocin induction
Prostaglandin gel and 17 0

oxytocin augmentation
Adapted from “Uterine Rupture During Induced or Augnted Labor in Gravid Women
With One Prior Cesarean Delivery,” by C. Zelop Shipp, J. Repke, A. Cohen, A.
Caughey, and E. Lieberman, 199@nerican Journal of Obstetrics and Gynecology,
181(4), 882-886.

A population based, retrospective cohort analysis performed using data from
the Washington State Birth Events record from Jania1987-December 31, 1996
(Lydon-Rochelle et al., 2001). A cohort of 20,0986men having their first child by
cesarean, and then having a second child durisgithe period was formed. Based on
ICD-9 codes, the™ deliveries were classified as repeat cesareaatra (6,980 women,
34.7%), induction of labor without prostaglandias960 women, 9.8%), induction of

labor with prostaglandins (366 women, 1.8%), armh$gneous labor (10,789 women,
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53.7%). The occurrence of uterine rupture was nbyetthe presence of an ICD-9 code.
Of note, there were 272 women with a prior low waittincision in this cohort, and none
experienced uterine rupture. The rate of uteripeune associated with induction, labor,

and delivery route is outlined in Table 12.

Table 12

Rate of Uterine Rupture and Induction, Labor andii&ey Route

Induction, Labor, and Rate of Uterine Rupture
Delivery Route

Cesarean without labor 11 ( 1.6 per 1000)
(n=6980, 34.7%)

Spontaneous labor 56 (5.2 per 1000)
(n=10789, 53.7%)
Induction without 15 (7.7 per 1000)

prostaglandins

(n=1960, 19.8%)

Induced with 9 (24.5 per 1000)
prostaglandins

(n=366, 1.8%)

Adapted from "Risk of Uterine Rupture During Labamong Women With a
PriorCesareanDelivery,”"M. Lydon-Rochelle, V. Hdlt,Easterling and & D. Martin,
2001,The New England Journal of Medicirg2l5(1), 3-8.

This study had several limitations. First, thenaus did not define what
constituted a definition of uterine rupture vs. idebnce, nor was it differentiated by the
ICD-9 codes. Uterine dehiscence may have beenmirasthe time of the RCS without
labor, but coded as a uterine rupture. Secondsthdy was limited to information
derived from birth records. The authors stated tterte had been a prior study performed
showing the accuracy of cesarean coding usingitites source (Washington State Birth
Events), but this study was from a decade eaiffliaird, it was not possible to identify the

type of prostaglandin preparation that was usedinguhe last year of this study,
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misoprostol (Cytotec) was being used for cervigadming in the United States. Due to
an association between misoprostol (Cytotec) udeugarine rupture, it was later
recommended that it not be used in women with prierine surgery (Wing, Lovett, &
Paul, 1998). Nonetheless, this study suggestataeship between the use of inductive
agents and uterine rupture, with the greatesti@skg associated with the use of
prostaglandins.

A prospective observational study was conductest dwears at 19 academic
medical centers. Outcomes associated with a TOLA&@wompared with those of an
ERCS (Landon et al., 2004). There were 17,898 wowtemelected a TOLAC, and
15,801 women who had an ERCS without labor. All vearwith a prior cesarean
delivery who had a singleton pregnancy over 20 weeka birth weight of at least 500
grams were included.

There were 124 uterine ruptures in the group wiase a TOLAC, resulting in a
rupture rate of .7%. Women who had augmented lekperienced a uterine rupture rate
of .9% (n=52), and women with induced labor hadesine rupture rate of 1% (n=48).
The authors noted that of those with induced laltbesuse of prostaglandins and pitocin
resulted in a uterine rupture rate of 1.4% (n=TBjre were no uterine ruptures in the
group that was induced solely with prostaglandigh oxytocin alone for induction of
labor, the uterine rupture rate was 1.1% (n=20)wvéieer, for those women who labored
spontaneously, there was a significant decreasskrof uterine rupture. There were 24
uterine ruptures in 6, 685 women who labored spwdasly, which resulted in a uterine

rupture rate of 0.4%. The authors concluded thatigk of uterine rupture is increased
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with labor induction, but did not find the sameredation with the use of prostaglandins

and uterine rupture. Table 13 outlines these figslin

Table 13

Labor Characteristics and Rate of Uterine Rupture

Labor Characteristics Rate of Uterine Rupture
Spontaneous labor 0.4% (24)
(n=6,685)
Augmented 0.9% (52)
(n=6009)
Induced 1.0% (48)
(n=4708)
Prostaglandin, with or without oxytocin ~ 1.4% (13)
(n=926)
With prostaglandins only 0
(n=227)
With no prostaglandins (mechanical .9% (15)
dilation with or without oxytocin)
(n=1691)
With oxytocin alone 1.1% (20)
(n=1864)
Not classified 0
(n=496)

Adapted from “Maternal and Perinatal Outcomes Aisded With a Trial of Labor After
Prior Cesarean Delivery,” byM.B. Landon, J. Hauth].eveno, and C. Spong, 2004,
New England Journal of Medicine, 325b), 2581-2589.

There were several limitations to this study. Fitsé candidate selection did not
control for parity or previous vaginal delivery. Ascussed previously, a prior vaginal
delivery results in an increased likelihood of VBA4Md a decreased rate of uterine
rupture. Induction of labor and augmentation bblawere not defined or differentiated
from each other. As demonstrated by Lydon-Rocleglid.(2001), induction of labor has

an increased rate of uterine rupture when comparttdaugmentation of labor. Third,

there were 496 women whose labors were not “clag8jfwhich constitutes nearly 3%
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of the sample. None of them experienced uterineurapHowever, if these women were
not “classified” because they had labored spontasig@and delivered, their inclusion
would have resulted in a .1% decrease in the repartierine rupture rate of
spontaneously laboring women.

During the years of this study (1999-2002) by Lamdbal. (2004), misoprostol
(Cytotec) was no longer to be used in women wipinexious uterine scar. In the study by
Zelop et al. (1999), the data was from deliveriesuoring between 1984-1996. During
the last year of the study (Zelop et al., 1999%kaprostol (Cytotec) was being used in
women with a prior uterine scar, and the authonewet able to differentiate between
types of prostaglandin preparation. It is possibé some of the uterine ruptures
occurred in women that received misoprostol (Cyiptecreasing the overall rate of
uterine rupture in that study.

Sequelae of uterinerupture. As discussed previously, the fear surrounding the
risk of uterine rupture has resulted in decreasgpart of VBAC. It is understood that
uterine rupture is an uncommon event during a TOLAG the results may be
catastrophic (El-Sayed et al., 2007). Many stutieage attempted to predict the rate of
uterine rupture rather than the morbidity assodiatgh it (Guise et al., 2004). In the
following section, maternal and fetal sequelaetefine rupture are discussed. It is
important to note that uterine rupture during a TXQLis not consistently accompanied
by poor maternal and fetal outcomes.

Maternal sequelaelypically, maternal prognosis is much better thetalf
prognosis after uterine rupture. In fact, uteringture is rarely fatal for mothers

(Cunningham et al, 2010b).
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A population based study of 117,685 deliveries ateg during the years of
1988-1999 was performed at one Israeli hospital(Sheiner, Levy, Katz, & Mazor,
2003). The purpose of this study was to examirefastors for uterine rupture and
pregnancy outcome in those women who experienasthatrupture.

Of the 42 women who experienced complete uteripeure, 21 had a prior
cesarean section. Therefore, the TOLAC uterineuneptate was .21% compared to a
0.02% rate for women without a prior cesarean. iftiestigators provided no delineation
between those that had ERCS, failed TOLAC, or VBMmen who experienced
uterine rupture experienced postpartum hemorriaged transfusion, and postpartum
hysterectomy significantly more often than thosa thid not have uterine rupture.
Despite the significant rate of complications foutietre were no maternal deaths
subsequent to uterine rupture in this sample. erabloutlines the maternal sequelae of

uterine rupture.

Table 14

Maternal Outcomes With and Without Uterine Rupture

Maternal Outcomes Uterine Rupture No uterine rupture
(n=42) (0.035%) (n=117, 643)
Postpartum hemorrhage 50% 0.4%
Peripartum hysterectomy 26.2% 0.04%
Blood Transfusion 54.8% 1.5%

Adapted from “Uterine Rupture: Risk Factors andgReancy Outcome,” by K. Ofir, E.
Sheiner, A. Levy, M. Katz, and M. Mazor, 20@8nerican Journal of Obstetrics &
Gynecology, 18@), 1042-1046.
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Neonatal sequela&Vhile there is an abundance of research regardictgrs
involved in uterine rupture, there is a scarcityegearch regarding neonatal outcomes
following uterine rupture (Bujold & Gauthier, 200Analysis of these outcomes remains
a challenge due to small sample sizes (MartinexgBit al., 2008). When neonatal
sequelae of uterine rupture are studied, Apgarescoreurological impact, incidence of
hypoxic ischemic encephalopathy, and mortalitygates the most commonly
investigated outcomes. However, the five minute #&pggore is examined as an outcome
measure following uterine rupture, it is not a sgandicator for further morbidity
(O’Donnell, Kamlin, Davis, Carlin, & Morley, 2006hbrngren-Jerneck & Herbst, 2001).
Each sequela will be briefly described in relatimpgo the VBAC literature.

A retrospective study of births from 1988-2000 ywasformed at a tertiary
institution to examine fetal metabolic acidosisieath following uterine rupture (Bujold
& Gauthier, 2002). The study included 2,233 womér wxperienced a TOLAC, 23
(1%) of whom experienced uterine rupture. Thosesasvolving uterine dehiscence
were excluded. Apgar scores, umbilical cord blobid ymbilical cord blood base deficit,
admissions to the neonatal intensive care unitintidence of seizures, the incidence of
hypoxic ischemic encephalopathy (HIE), and incigeeotmulti-organ system failure
were examined. The researchers examined the recb&®sinfants who experienced
severe metabolic acidosis (defined as a cord bpbbdf less than 7.0). The infants were
placed into two groups. Group 1 (n=9) experien@cekre metabolic acidosis, defined as
a cord pH of less than 7.0. Group 2 (n=14) didexqterience severe metabolic acidosis.

Group 1 had a median cord pH of 6.8 (range 6.88)6a median base deficit of

22 (range 14-28), and a median 5 minute Apgar saiodeg(range 0-8). However the
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corresponding information for group 2 was not répdiby the authors. There were 6
incidents of placental or fetal extrusion assodatgh uterine rupture, and all 6 of these
infants experienced severe metabolic acidosis.efaf¢hese 6 infants were diagnosed
with hypoxic ischemic encephalopathy.

The neonatal mortality rate in this study was 4%l{nand the extrusion rate was
26% (n=6). The authors concluded that placent&ttat extrusion was consistently
associated with severe metabolic acidosis. Whitestudy was valuable in
demonstrating that uterine rupture is not conststeaccompanied by poor fetal outcome,
it was limited and biased by the exclusion of oateanformation for neonates in group
2.

Ofir et al. (2003) examined risk factors and premyaoutcomes following uterine
rupture. Their findings regarding maternal outconvese previously discussed in the
maternal section. In their population-based studyld, 685 singleton deliveries that
occurred during 1988-1999, 42 women (.035%) expe&d uterine rupture. Qutcomes
of infants born after uterine rupture were compavét those of infants whose deliveries
were not complicated by uterine rupture and arsenied in Table 15.

Apgar score information was used to compare ouésobetween groups, and was
a significant limitation of this study. Apgar saagiis not a reliable sole indicator for
asphyxia and future morbidity (O’Donnell et al. 08) Thorngren-Jerneck & Herbst,
2001). Therefore, these findings do not providessarttial evidence regarding the

neonatal risks of VBAC.
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Table 15

A Comparison of Neonatal Outcomes With and Withitetine Rupture

Outcomes Uterine Rupture No Uterine Rupture
(n=42/0.035%) (n=117, 643)
Apgar 1 minute <5 17.9% 2.4%
Apgar 5 minute <5 10.3% 3%
Neonatal Mortality 19% 1.4%

Adapted from “Uterine Rupture: Risk Factors andgResncy Outcome,” by K. Ofir, E.
Sheiner, A. Levy, M. Katz, and M. Mazor, 20@8nerican Journal of Obstetrics &
Gynecology, 18@), 1042-1046.

Landon et al. (2004) performed a prospective fmar observational study at 19
academic medical centers. This study was reviewadg i this chapter in the maternal
outcomes after a TOLAC section. Of the 17, 898 womvbo had a TOLAC, there were
124 (.7%) uterine ruptures, with 114 of those ogograt term. The findings are
presented in Table .NICU admission diagnoses wetr@nmovided. There were 12 cases
of hypoxic ischemic encephalopathy among infants b@ women experiencing a

TOLAC, 7 of which were due to uterine rupture, téag in the two neonatal deaths in

the study.

Table 16

Neonatal Outcomes Following Uterine Rupture at Term

Outcome Uterine Rupture at Term
N=114

Cord pH< 23 (20.1%)*

NICU admissions 46 (40.4%)

HIE 7 (6.2%)
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Apgar 5 min <5 16 (14%)

Death 2(1.8%)

Note¥*incorrectly calculated in the publication as beB&fo.

Adapted from “Maternal and Perinatal Outcomes Asded With a Trial of Labor After
Prior Cesarean Delivery,” by M.B. Landon, J. Hauth].eveno, and C. Spong,
2004New England Journal of Medicine, 325), 2581-2589.

The risk of uterine rupture, and the sequelaentat accompany it, continues to
present a considerable barrier to VBAC. As discdisgdength in this chapter, the overall
incidence of uterine rupture is low. In fact, theidence of uterine rupture is not
considerably higher than that of other obstetriemyancies such as umbilical cord
prolapse (.03%) (Boyle & Katz, 2005), placentalgdtion (.5%) (Cunningham et al.,
2010b), and placenta previa (.03-.05%) (Cunningbkgal., 2010b). Further, scientific
evidence suggests that uterine rupture does naistently result in poor outcomes,
especially in women with a prior LTCS scar, and thaonsistent use of definitions and

outcome measures can exaggerate the negative cegarfrifOLAC and VBAC.

Trial of Labor After Cesarean (TOLAC)

A trial of labor after cesarean (TOLAC) is the gess by which a VBAC is
attempted, though the terms are often used integdably. Ultimately, the result of a
TOLAC is either a VBAC or a repeat cesarean. Howewben a TOLAC ends in a
repeat cesarean, it is often termed a “failed” T@L .Ar a “failed” VBAC, and appears to
lend blame to the woman experiencing it. Womemgteng a VBAC may already feel
as if they are on trial, and do not need to be meletl of it (Clement, 1991). Research
suggests that the use of a negative suggestiohasana responding negative effect

(Sakala, 2007). A strong message of doubt can Ibeeded through the use of
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commonplace phrases such as a “trial of laboriléthVBAC”, or “failure to progress”
(Sakala, 2007). It is important that those thaé dar women are sensitive to the language
that is used while caring for them (Sufrin-Disl&890).

As discussed previously, the physical benefitgd BAC are well documented in
the literature. These benefits include avoidanaepeiative complications, improved
neonatal outcomes, shorter hospital stays, fastpprtum recovery, lower
rehospitalization rates, decreased cost, and avoédaf further uterine scarring which
could impact future pregnancies (Cleary-Goldmaal.e2005; Lydon-Rochelle et al.,
2000; Simpson & Creehan, 2008). From a psycholbgteadpoint, women have
described VBAC as being empowering and healing\kenet al., 2003).

Candidate selection for TOLAC is important, asiketaTOLAC is associated
with increased rates of maternal and neonatal rdibybivhen compared with VBAC
(Grobman et al., 2007). In the following sectiatie outcomes of a failed TOLAC will
be discussed in relationship with VBAC and ERCSaddition, the psychological impact
of a failed TOLAC will be addressed. Table 17 méB the research reviewed in this

section.
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Maternal and Neonatal Outcomes of ERCS, TOLACgHaIlOLAC, and VBAC
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1% Author Outcome Design Purpose Total Maternal Neonate Findings
Year n Subjects or child
subjects
Hook Neonatal Retrospective  Evaluate neonatdl, 007 infant X X Infants born by ERCS were
1997 outcomes of outcomes after and mother more likely to develop
ERCS, ERCS and pairs respiratory problems than
TOLAC, and TOLAC those born by VBAC.
failed Those born by CS
TOLAC following a failed TOLAC
were more likely to
undergo testing for sepsis,
to be admitted to the
NICU, and to have longer
lengths of stay.
VBAC success rate: 69%
Murphy Long term Population Examine the 14,541 women X Findings suggest a
2002 maternal based cohort relationship relationship between CS
effects of between CS and and subfertility.
RCS subfertility
Hakannson Long term Retrospective  Examine the 1,265,963 X There was a 30% increase
2003 neonatal relationship children. After in risk for developing
effects of CS between CS and exclusion asthma or gastroenteritis
childhood criteria applied, necessitating
hospitalization  there were hospitalization after one

for asthma and
gastroenteritis

863,846 in the
study

year of life for those born
by CS



Landon
2004

Macones.
Peipert
2005

El-Sayed
2007

Maternal and
neonatal
outcomes
with failed
TOLAC,
ERCS, and
VBAC

Maternal
outcomes
associated
with VBAC
attempt and
ERCS

Maternal and
neonatal
outcomes
following
VBAC and
failed
TOLAC

Prospective
cohort study

Secondary

analysis of a
retrospective
cohort study

Retrospective
matched
maternal-
neonatal sets

Examine
maternal and
perinatal
outcomes
associated with
TOLAC

Examine clinical
outcomes in

women after one
vs. two CS while

attempting
VBAC

To compare
maternal and
neonatal
outcomes
following VBAC
and failed
TOLAC,

excluding uterine

rupture, and to
examine
predictors of
success

15,801 ERCS
17, 898
TOLAC
13,139 VBAC
4,759 failed
TOLAC

25,005 women

1,284 women
and their
neonates were
included

1,094
experienced
VBAC

190 had failed
TOLAC

X
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Women experiencing
failed TOLAC are at
increased risk of
complications, but the rate
is still quite low. Rate of
VBAC: 73.4%

Uterine rupture, other
major operative injury,
blood transfusion, and
postpartum fever are
significantly more likely to
occur with attempting
VBAC compared with
ERCS.

Women with failed

TOLAC are more likely to
experience
chorioamnionitis,
hemorrhage, and
hysterectomy. Their
children are more likely to
experience jaundice, major
morbidities, sepsis, and
pneumonia.

VBAC success rate: 85.2%



Chigbu
2007

Loos
2008

Tollanes
2008

Maternal
outcomes
following
failed
TOLAC

Long term
maternal
effects of
RCS

Long term
neonatal
effects

Retrospective To examine and

guestionaire

Questionaire

Retrospective

understand the
experience of a
failed TOLAC

To explore the
prevalence, risk
factors, and
etiology of
chronic pain
following
cesarean or

hysterectomy via

Pfannensteil
incision

To explore if

delivery by CS is
related to chronic

respiratory
dysfunction

353 women

137 had a
previous
vaginal

delivery

216 did not
have a previous
vaginal

delivery

866 women
were included,
690 returned
guestionaires

1,756,700
singleton
deliveries
between 1967-
1998
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Due to practice limitations,
not all women had access
to pitocin induction and
augmentation. Authors
recommended further work
is necessary in informed
consent, and for providing
individualized support
following CS

Two years following
surgery, pain at the incision
site was present in 223
women. One out of every
12 patients (8.2%) reported
pain on a regular or
continuous basis.

Asthma was present in
2.3% of those born by CS,
1.9% in those born by
instrumental vaginal
delivery, and 1.4% in those
born vaginally.



Zanardo
2010

Bonifacio
2011

Long term
maternal
effects of CS

Long-term
neonatal
effects

Retrospective Evaluation of
data, followed breastfeeding

2,137 women

by phone call
interviews at
regular basis

Prospective
longitudinal
cohort

and infants
rates from 1,496 delivered
delivery to 6 vaginally
months for 677 delivered

mothers who by CS
experienced
emergency CS,

elective CS, and

vaginal delivery

To determine if 1,650 children
CS is a risk factor born to a parent
for the with type 1
development of diabetes.

type 1 diabetes in 495 born by CS
the child.
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Findings demonstrate a
correlation between
elective CS , delayed
initiation, less opportunity
to breastfeed in the
delivery room, decreased
rates of exclusive
breastfeeding, and
increased rates of formula
feeding.

Children born by CS had
more than a two-fold
increase in type 1 diabetes.
CS associated with a faster
progression of diabetes
after appearance of
autoimmunity p=0.015)
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M aternal and Neonatal Outcomes of ERCS, Failed TOLAC, and VBAC

A challenge exists in reviewing this area of reskalt is not uncommon to find
TOLAC results, whether successful or unsuccesptd|ed together and compared with
those of ERCS. This may result in an increasedadveported risk of attempting
VBAC. As discussed previously, pregnant women mawvhemselves at greater risk
than they actually are, resulting in higher lewa$ear, and acquiescence to potentially
biased recommendations (Baker et al., 2005; Dartgyshal., 2003).

Macones et al. (2005) studied the incidence ahdfaistors for uterine rupture in
women attempting VBAC using a retrospective, mahier case-controlled cohort study.
The incidence of complications including bladdguiiy, other major operative injury
(bowel injury, uterine artery laceration), bloodrsfusion, and postpartum fever were
examined. There were 17 sites that participatadiiding tertiary teaching facilities and
community hospitals. Participants were identifisthg International Classification of
Disease (ICD) coding of “previous cesarean delivdgejivered”. The records of 25, 005
women were reviewed by trained nurse abstractasules are located in Table 18 and
were categorized by “VBAC attempt”, “Elective Rep€asarean”, with no outcome

differentiation of the VBAC attempt.
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Table 18

Maternal Morbidities Associated with VBAC Attempti&lective Repeat Cesarean

Morbidities VBAC attempt Elective P value

Repeat Cesarean

Uterine rupture 0.9% 0.004% <.001
Bladder injury 0.4% 0.4% .79
Other .maj'or' 0.9% 0.6% .003
operative injury

Blood transfusion  0.7% 1.2% <.001
Postpartum fever  9.4% 13.0% <.001

Adapted from “Maternal Complications With Vaginalth After Cesarean Delivery: A
Multicenter Study” by G.A. Macones, J. Peip@&tB.Nelson A.Odibg E.J Stevens ,
D.M. Stamilio, E. Pare M. Elovitz, A. SciscioneM.D. SammelS.J. Ratcliffe 2005,
American Journal of Obstetrics & Gynecology, (®31656-1662.

This is an example of a biased comparison of TOlaA@ elective repeat
cesarean. The category of “other major operatipgyiwhich includes bowel injury and
uterine artery laceration, would most likely notédgerienced by a woman having a
successful VBAC attempt. Yet, it is reported as Ioidity associated with a VBAC,
thereby implying an inherent risk. The rate of pastum fever was found to be increased
in women who have an elective repeat cesarean. Howihis may have been related to
epidural use (Segal, 2010). Therefore, the repaetrof postpartum fever in women
who attempted VBAC, while lower than those experieg an ERCS, might have been
elevated as a result of epidural use.

Landon et al. (2004), in a prospective cohort gtestamined the maternal and

perinatal outcomes associated with a TOLAC. Ninemademic medical centers
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belonging to the National Institute of Child Headthd Human Development (NICHD)
Maternal-Fetal Medicine Units network participat#domen with a prior cesarean
delivery, a current singleton pregnancy of 20 weaksore, or an infant with a
birthweight of 500 grams or more were included. iBgithe years of 1999-2002, there
were 17, 898 women who experienced a TOLAC, an@@b,women who underwent an
ERCS. Of the 17, 898 women who underwent a TOLAZ; 1B9 (73.4%) experienced
VBAC, and 4, 759 had a failed TOLAC. Table 19 @m$ an outline of the findings of a
failed TOLAC, ERCS, and VBAC. While it is appare¢hat women who experience a
failed TOLAC are at an increased risk of complioa$i, the overall rate of complicating
events is still quite low, with the majority of wam experiencing none. Prenatal
outcomes for term infants were categorized by TOLRERCS, and are outlined in
Table 20. For the infants, there was no differe¢mtrebetween successful and failed

TOLAC.

Table 19

Maternal Complications of Failed TOLAC, ERCS, aRAC

Complication Failed TOLAC ERCS VBAC
(n=4759) (n=15,801) (n=13, 139)
Uterine rupture 110 (2.3%) 0 14(0.1%)
Uterine dehiscence 100 (2.1%) 76 (0.5%) 14 (0.1%)
Hysterectomy 22 (0.5%) 47 (0.3%) 19 (0.1%)
Thromboembolic disease 4 (0.1%) 10 (0.1%) 3(0.02%)
Transfusion 152 (3.2%) 158 (1.0%) 152 (1.2%)

Endometritis 365 (7.7%) 285 (1.8%) 152 (1.2%)
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Maternal death 2 (.04%) 7 (.04%) 1 (0.01%)
Other adverse events 63 (1.3%) 52 (0.3%) 1 (0.01%)

One or more of the above 669 (14.1%) 563 (3.6%) (209%0)

Adapted from “Maternal and Perinatal Outcomes Aisded With a Trial of Labor After
Prior Cesarean Delivery,” by M.B. Landon, J. Halth|eveno, and C. Spong, 2004,
New England Journal of Medicine, 325b), 2581-2589.

Table 20

Neonatal Outcomes of Failed TOLAC and ERCS

Outcome Trial of Labor ERCS P=
(N=15,338) (N=15,014)

Antepartum stillbirth

37-38 weeks 19 (0.40%) 8 (0.10%) 0.008

>39 weeks 16 (0.20%) 5 (0.10%) 0.07

Intrapartum stillbirth

37-38 weeks 1 (0.02%) 0 0.43

>39 weeks 1 (0.02%) 0 1.0

HIE 12 (0.08%) 0 <0.001

Neonatal death 13 (0.08%) 7 (0.05%) 19

One or more of the <0.001

above

Adapted from “Maternal and Perinatal Outcomes Asded With a Trial of Labor After
Prior Cesarean Delivery,” by M.B. Landon, J. Halth|leveno, and C. Spong, 2004,
New England Journal of Medicine, 325), 2581-2589.

El-Sayed et al. (2007) examined maternal and rtabaatcomes following
VBAC and failed TOLAC. However, this study excludeases of uterine rupture in order
to provide more precise information regarding thecomes VBAC and failed TOLAC.

There were 1284 women in this study, of which 1(8512%) experienced VBAC, and

190 (14.8%) underwent a cesarean after a failedA@MWomen who experienced a
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failed TOLAC were significantly more likely to expence chorioamnionitis,
hemorrhage, and hysterectomy than those that MBRAL. Infants born after a failed
TOLAC were significantly more likely to experien@indice, major morbidities, sepsis,
and pneumonia than those born by VBAC. Table 2pldys maternal outcomes, and

table 22 displays neonatal outcomes.

Table 21

Maternal Outcomes of VBAC vs. Failed TOLAC

Outcomes VBAC Failed TOLAC P value
N=1094 N=190

Chorioamnionitis 60 (5.5%) 49 (25.8%) <.001

Hemorrhage 173 (15.8%) 68(35.8%) <.001

Transfusion 8 (0.7%) 2 (1%) .65

Hysterectomy 0 2(1.0%) .02

Death 0

0

Adapted from “Perinatal Outcomes After Successhal Bailed Trials of Labor After
Cesarean Delivery,” by Y. El-Sayed, M. Watkins, i, M. Druzin, K. Pullen, and A.
Caughey, 200American Journal of Obstetrics and Gynecolafiyne 2007, 583e.1-

583.e5.

Table 22

Neonatal Outcomes of VBAC vs. Failed TOLAC

Outcomes VBAC Failed TOLAC P value
N=1094 N=190

Jaundice 112(10.2%) 33 (17.4%) .004

Major morbidities * 31 (2.8%) 12 (6.3%) .01

Sepsis 4(0.4%) 4 (2.1%) .02
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Pneumonia 7 (0.6%) 5 (2.6%) .02
RDS 9 (0.8%) 3 (1.6%) 40
Acidosis 6 (0.8%) 3 (2.0%) 19
Intraventricular 1(0.1%) 0 .85
Hemorrhage

Trauma 7 (0.6%) 0 .60
Subgaleal bleed 5 (0.5%) 0 .35

Note* Includes sepsis, pneumonia, RDS, acidosis, ietméicular hemorrhage, trauma,
and subgalealbleed.Adapted from “Perinatal Outcofis Successful and Failed Trials
of Labor After Cesarean Delivery,” by Y. ElI-Say#d, Watkins, M. Fix, M. Druzin, K.
Pullen, and A. Caughey, 20@&merican Journal of Obstetrics and Gynecolabyne
2007, 583e.1-583.e5.

A failed TOLAC is associated with increased raikgespiratory distress and
transient tachypnea of the newborn (Hook et aB;7)19These findings have been
replicated in other studies (Fisler, Cohen, Ringejeberman, 2003). RDS and
transient tachypnea of the newborn have been fdhas risk factors for the
development of childhood asthma (Smith et al., 2004

Neonatal outcomes following ERCS, VBAC, and failgdLAC were
retrospectively studied (Hook et al., 1997). Theeze 1007 women included in the
study. The participants had a history of a pricatean section, were from 3 hospital
sites, and delivered between the years of 1992-1088he 1007 women with a previous
cesarean, 508 planned an ERCS, and 409 planned AQ.0n order to provide baseline
rates of complications, the authors included anteahdl 989 women who had routine

vaginal deliveries. The authors initially poole@ tthata regarding failed and successful

TOLAC to compare with ERCS, but did include outcerbased on whether the TOLAC
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was successful or failed. Table 23 includes daganding the neonatal outcomes, tests,

and interventions.

Table 23

Neonatal Outcomes of ERCS, TOLAC, and Failed TOLAC

Neonatal Outcomes, ERCS TOLAC/VBAC Failed P value
Tests, and Interventions N=497 N=492 TOLAC/CS

Apgar <6 at 1 min. 20 (4%) 48(10%) NE;(5164%) <0.0002
Respiratory Problems  35(7%) 26(5%) 12(8%) <0.03
(total)

Transient tachypnea 31(6%) 26(5%) Not delineated .0G®
Respiratory distress 2(0.4%) 0 0

syndrome

Suspected Sepsis 9(2%) 25(5%) 18(12%) <0.004
Proven Sepsis 0 4(1%) 3(2%) <0.02
Bilirubin >13mg/dL 29(6%) 11(2%) 8(5%) <0.0001
Blood culture testing 46(9%) 84(18%) 39(25%) <0400
Antibiotic therapy 15(3%) 40(8%) 22(14%) .0003
Admission to NICU 10(2%) 17(3%) 11(7%) <0.007
Overall length of stay 4.9+ 3.7 4.8R2 <0.002

Adapted from “Neonatal morbidity after elective eap cesarean section and trial of
labor,” by B.Hook, R. Kiwi, S.B. Aminia, A. Fanafpfind M. Hack, 199Pediatrics,
100(3), 348-353.

Infants born by ERCS were at an increased riskegébbping respiratory

problems including respiratory distress syndrongktaansient tachypnea. Those infants

born after a cesarean for a failed TOLAC were nhigedy to undergo testing and
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treatment for suspected sepsis, though the presisrate was only 2%. They were
also more likely to be admitted to the NICU, and langer lengths of stay. The authors
concluded that ERCS-born infants were at an inexctask of respiratory problems,
TOLAC-born infants had variable morbidities, andttincreased maternal and fetal
morbidities existed after a failed TOLAC. While reatal and fetal outcomes after a
successful TOLAC were deemed excellent by the astllois study reinforced the need
for further study in TOLAC candidate selection

In addition, the authors (Hook et al., 1997) nat@phificant differences between
infants born after VBAC vs. a failed TOLAC. Infariisrn after a failed TOLAC were
more likely to have suspected sepsis, hyperbilireimia, and respiratory problems (not
statistically significant) all of which contributeéd an increased rate of diagnostic tests,
IV fluids, respiratory therapy, and antibiotics bl@24 outlines the differences in

outcomes.

Table 24

Neonatal Outcomes, Tests, and Interventions aB#® and Failed TOLAC

Neonatal Outcomes, VBAC Failed TOLAC P value

Tests, and Interventions N=336 N=156
Apgar <6 at 1 min. 26(8%) 22(14%) <0.05
Respiratory Problems 14(4%) 12(8%) NS
(total)
Suspected Sepsis 8(2%) 18(12%) <0.0001
Proven Sepsis 1(0.3%) 3(2%) NS
Bilirubin >13mg/dL 3(1%) 8(5%) <0.004
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Blood culture 45(13%) 39(25%) <0.005
Antibiotic therapy 18(5%) 22(14%) <0.002
Admission to NICU 6(2%) 11(7%) <0.007
Overall length of stay 3.+ 4.8+ <0.01

Adapted from “Neonatal morbidity after elective e@p cesarean section and trial of
labor,” by B.Hook, R. Kiwi, S.B. Aminia, A. Fanafpfand M. Hack, 199Pediatrics,
100(3), 348-353.

Psychological effect of failed TOLAC

The physical risks and benefits of failed TOLAG/dédeen extensively studied,
yet much remains unknown regarding the psycholbgitacts of a failed TOLAC.
Women are sharing their experiences and storiésletl TOLAC with each other via the

internet (www.birthstories.comwww.birthcut.com), but there has been little formal

study of the experience.

Women who have attempted a TOLAC or experienceA@Bave verbalized
that the experience was very important to themlljpsiet al., 2010). While one might
assume that a failed TOLAC is a source of disaggp@@nt, women have identified it as a
valuable experience (Cleary-Goldman et al., 20B5)OLAC, even if unsuccessful, has
given women the opportunity to fulfill a strong reatal desire to experience labor, and
to make decisions regarding their preferred mod#eb¥ery (Cleary-Goldman et al.,
2005; Phillips et al., 2010).

In order to understand the experience of failed AOLa study was conducted
from 2002-2006 in a teaching facility in Nigeriahi@gu, Enwereji, &lkeme, 2007).

Inclusion criteria included one prior cesareanwegl, spontaneous onset of labor in
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current pregnancy, with an end result of failed QL The questionnaires were
pretested with 45 women, and contained 10 closegadd 11 open-ended questions.
The questions included those regarding socioderpbgrs, parity, the women’s
perceived reasons for the failed TOLAC, and ifwamen felt that they had received
enough information from healthcare personnel. Womere asked to rate their failed
TOLAC on a Likert scale of 1-10 with 1 indicatingwas “very bad” experience, and 10
indicating an “excellent” experience. The questangs were given to 385 women who
had experienced an unsuccessful TOLAC in the imatelyi preceding pregnancy. There
was no explanation as to the time between delisefibere were 353 women (91.7%)
who completed the survey. The researchers divide®53 women into 2 groups based
upon whether or not they had a previous vaginavesl. Table 25 contains the sample
specifics and an outline of the mean Likert scatang for each group’s satisfaction with
the TOLAC experience, factors involved in the womating their experience as they

did, and their desire to attempt a TOLAC again.

Table 25

Likert Scores, Contributing Factors to Scores, &wasire to Attempt a TOLAC Again

Scores, Contributing  Group 1 (n=137) Group 2 (n=216)
Factors, and desire to Previous Vaginal Delivery No Previous Vaginal
attempt TOLAC again Delivery

TOLAC experience 7.4+1.2 2.10.9

Having previous 98 (71.5%) 0

vaginal birth

Dashed expectations of 11 (8%) 167 (77.3%)
vaginal birth

Adequate support from 17 (12.4%) 8 (3.7%)
personnel

Inadequate support 5 (3.6%) 9 (4.2%)

from personnel
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Religious belief 0 5 (2.3%)
Loss of control 0 16 (17.4%)
No reason 6 (4.4%) 11 (5.1%)
Desire to attempt 122 (89%) 197 (91%)
TOLAC again

Adapted from “Women’s Experiences Following Faiéalinal Birth After Cesarean
Delivery,” byC.O. Chigbu, J.O. Enwereji and A.Ceike, 2007International Journal of
Gynaecology& Obstetrics, €8), 113-116.

In this study, due to practice limitations in thisveloping country,
pharmacologic induction and augmentation of labereanot available to participants.
This was noted to be a frustration for the par#aig, and was frequently (72%) cited as
a perceived reason for failed TOLAC. However, tregarity of participants desired to
attempt a TOLAC again. The authors addressed porelents’ beliefs that they were
not given adequate information, and recommenddduhther steps need to be taken in
order to ensure the informed consent process raspreperly implemented. They
concluded maternity care providers should undedstiaat there are varied emotional and
psychological responses to failed TOLAC, and thaten need individualized support

following the cesarean delivery.

Repeat Cesarean Ddlivery

The risks of cesarean delivery have been previalisussed in this chapter,
particularly as they compare with those associafiéid VBAC and failed TOLAC. In the
following section, the benefits of RCS will be dissed, the risks of RCS will be

reviewed, with additional attention being giverldng term outcomes of RCS.
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Benefits of repeat cesar ean section. The opportunity to choose their preferred
route of delivery is important to women. Howeves discussed previously, this choice is
dependent on the information provided to womenaAssult, this decision making
process may favor the bias of the physician orgrepsoviding the information (Gamble
et al., 2007). However, the choice should ultimabe hers to make (Cunningham et al.,
2010a).

There are many reasons for which a woman wouldsthao ERCS, and they
may not all be medically oriented. The opportumityschedule a cesarean offers a level
of convenience for women that might not be affordéth a TOLAC, as they are able to
select a date, and make necessary preparatiofearidy and work (Eden et al., 2004;
Fenwick, Gamble, & Hauck, 2006). For those desipogtpartum sterilization, the ERCS
can be immediately followed by a tubal ligationttvaut needing to schedule a separate
surgery. Following a cesarean section, women megepe vaginal birth to be unsafe or
unachievable (Fenwick et al., 2006). Women may vaainal birth, the pain associated
with labor, may have experienced a traumatic dgfivend as a result, may prefer a RCS
(Fenwick et al., 2006; King, 20)16or those women who have a decreased likelihood of
VBAC success, a RCS may offer them a better outabiare a failed TOLAC (El-Sayed
et al., 2007).

L ong-term effects associated with CS/ERCS

Long-Term Maternal Effects of CSYJERCS. A woman'’s future health and
reproductive life is significantly impacted by cesan section (Zelop & Heffner, 2004).
Numerous risks associated with cesarean, whetireapyr or repeat, have been

previously discussed in this chapter. These inchybrative risks such as infection,
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hemorrhage, transfusion, hysterectomy, and dantagertounding organs during the
surgery. Other risks include those associated wighine scarring resulting from
cesarean. Uterine scarring may impact future pnegea by increasing the risk of
abnormally adherent placenta (accreta, incret&rg), placenta previa, placental
abruption, and stillbirth (Zelop & Heffner, 2004F0llowing cesarean section, women
have longer hospital stays, and are at increaskafipulmonary emboli, infection, and
deep vein thrombosis. Uterine dehiscence, a knasiof TOLAC, has been identified
at the time of ERCS. Therefore, undergoing an ERG< not negate the risk of
dehiscence (Landon et al., 2004).

The focus of most studies regarding cesarean muylhids been on the short
term, rather than on the long term complicationk/ég 2010). However, emerging
research is revealing that women undergoing cesa®eion are at increased risk for
chronic health issues, including surgical adhesipas, and decreased fertility (Silver,
2010).

The Pfannensteil incision, commonly used for LT@8 gynecologic procedures,
became widely accepted due to its esthetic appeaamd low incidence of incisional
hernias (Loos et al., 2008). However, it has bemsited that Pfannensteil incisions may
result in chronic pain due to abdominal wall neemrapment (Loos et al., 2008; Silver,
2010).

Loos et al. (2008) explored the prevalence, régitdrs, and etiology of chronic
pain following cesarean section or hysterectomy@iPfannensteil incision. Between
January 1, 2003 and December 31, 2004, 967 womdgrwent Pfannensteil incisions in

one Netherlands teaching institution. Of these, \B&& related to cesarean, and 95 were
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related to abdominal hysterectomy. Women were ebeduor the two year followup
guestionnaire due to death, unobtainable addr&3S, dRiring the study period, previous
abdominal surgery, midline incision, or laparoscgmiocedures. A total of 866 women
were included, with more than ninety percent otipgrants having experienced cesarean
section. The response rate to the questionnairé80#s(n=690). Two years after the
surgery, chronic pain at the incision site was epeed by approximately one third of

all patients (223 of 690). One out of every 12 gras (8.2%) experienced pain on a
regular or continuous basis (did not denote if tes mild, moderate, or severe), with an
additional 7% of participants describing the pamederate or severe. Impairment of
daily activities due to incisional pain occurredi®% of the participants. Risk factors for
chronic pain included experiencing two or more sugsg, and/or emergency cesarean.
The authors stated that increased risk of nervagment after more than one surgery is
likely due to increased areas of scarring. Addaiaesearch is needed in this area, as the
amount of data on pain after a Pfannesteil incisatarce (Loos et al., 2008). Women
may experience chronic pain after cesarean, witeased risk after RCS. However, this
is an emerging area of knowledge that women and hialthcare providers may not be
aware of at this time.

Adhesion development is another possible long-tautoome of cesarean section,
and its incidence is in need of further researtis. ¢lear that increased adhesions make
subsequent surgeries more difficult, increasingapes times, blood loss, and increase
risk of injury to surrounding organs (Silver, 2010hough rare, these adhesions increase
the risk of bowel obstruction after cesarean, aag be related to pain and subsequent

infertility.



139

The impact of cesarean section on fertility hasadentified as another area in
need of further research. Murphy, Stirrat, Heroth&Avon Longitudinal Study of
Parents and Children (ALSPAC) Study Team (2002jistlithe relationship between
cesarean section and subfertility in a populatiaselol cohort study of 14, 541 women
from the UK. The time span of this study was AffB1 to December of 1992. The
previous and current pregnancies of the subjectse examined. Of the 14, 541 women,
5787 had a prior pregnancy resulting in a liveb@hthese 5,787 women, 4006
experienced planned pregnancies. Of these 400@utia¢ion of time to conceive was
known in 3,994 women. The study was based on dataned from questionnaires given
to the woman and her partner at 18 weeks and ddtarery.

There was specific data gathered regarding tgrtdexuality, personal health
history, health habits, contraception, and demdgcapformation. In addition, the
participants were asked if this was a planned @megy, and, if so, how long they had
been trying to conceive. Women with a prior cesaesction were compared with
women with no history of cesarean section. Theifigs, outlined in Table 26, were
adjusted for duration, oral contraceptive pill usgarette exposure, alcohol
consumption, educational level, ethnicity, pardiyange in partner, and BMI. However,
no information regarding male infertility appeasdiave been collected. Previous
cesarean section, subfertility, and degree of pardre examined. Findings were
adjusted for co-habitation, duration, oral contydne pill use, cigarette exposure,
alcohol consumption, educational level, ethnigugrity, maternal BMI, and change of

partner. Table 27 contains findings based on yefassbfertility.
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Table 26

Rates of Subfertility and Method of Previous Delive

Subfertility  Total Previous No Previous Odds Ratio 95% ClI
Subfertile Cesarean Cesarean Adjusted OR
(n=422) (n=3572)
>1 year 306 50 (11.8%) 256 (7.2%) 1.53 (1.09, 2.14)
>3 years 59 11 (2.6%) 48 (1.3%) 1.70 (0.83, 3.47)

Adapted front The Relationship Between Cesarean Section and Silibyfen a
Population-Based Sample of 14,541 PregnanciesD.byMurphy, G.M. Stirrat, J.
Heron, and the ALSPAC Study Team, 20B8Rman Reproduction, {7), 1914-1917.
Table 27

Parity, Subfertility and Method of Previous Deliyer

Parity Sub fertility Previous Cesarean No Previous
Cesarean

=1 >1 year 24 (8.5%) 185 (7.2%)
(n=2852)

>3 years 6 (2.1%) 33 (1.28%)
>2 >1 year 26 (18.7%) 71 (7.1%)
(n=1142)

>3 years 5 (3.6%) 15 (1.5%)

Adapted front The Relationship Between Cesarean Section and Silibyfen a
Population-Based Sample of 14,541 PregnanciesD.byMurphy, G.M. Stirrat, J.
Heron, and the ALSPAC Study Team, 20B8Rman Reproduction, {7), 1914-1917.
While limited by focusing only on female fertilityhe findings suggest an
association between prior cesarean section anersilibf. The authors concluded that

there might be a cumulative effect of cesareanutisequent fertility, as those with two

or more prior cesareans had higher incidence destilliy. Further evidence regarding
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long term consequences of cesarean is neededenfordvomen to be offered true
informed choice (Murphy et al., 2002).

Cesarean section often results in separation di@n@nd baby that is spatial,
auditory, and visual in nature (Nolan & Lawrenc@0?). This separation, and
subsequently being unable to hold, touch, or seie laby, has been described as being
highly distressing to mothers (Fenwick et al., 2003e initial mother-baby contact may
be delayed and brief, with less skin-to-skin con(@halmers et al., 2010). New mothers
have described feeling disconnected to their namelsaand this has persisted for a
significant period of time after the delivery (Fankvet al., 2003). This physical
separation of mother and baby has resulted in ddlaytiation of breastfeeding, which
contributes to decreased rates of breastfeedinglif@&dns et al., 2010; Zanardo et al.,
2010).

Zanardo et al. (2010) evaluated breastfeeding fedesdelivery to 6 months
postpartum in infants born by emergency cesardactjwe cesarean, and vaginal
delivery. The study was conducted at a level itilfy within the University of Padua
School of Medicine. The university is located iniadustrialized area of northern ltaly.

There were 2, 137 infants in this study, of whi¢l496 (68.8%) were delivered
vaginally. Of the 677 (31.1%) infants deliveredd®gsarean, 398 (18.3%) were classified
as elective, and 279 (12.8%) were emergent. The ‘telective cesarean” denoted those
that were performed prior to spontaneous or indlgledr. Emergent cesareans were
those performed after the onset of labor. Dataw®eat collected included mode of

delivery, Apgar scores, birthweight, breastfeedmtyation rates, and breastfeeding
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duration rates. Follow up phone interviews regagdireastfeeding were conducted at 7
days, 3 months, and 6 months postpartum.

Participants were classified as exclusively breasting (breastmilk only), mixed
feeding (breastmilk and formula), and formula fegd{formula only). There were 1,567
(72.1%) mothers who consented to telephone intessief which 69.7% delivered
vaginally, 12.1% experienced an emergent cesasg@h]18% had an elective cesarean
delivery. This was similar to the mode of delivelgtribution in the initial sample. Table
41 contains the findings regarding breastfeedirnttpéndelivery room, times of
breastfeeding initiation, and breastfeeding ratesgharge. Table 42 contains the

findings of the follow up phone study.

Table 28

Breastfeeding Practices and Mode of Delivery

Breastfeeding Vaginal delivery Emergency cesarean Elective Cesarean
Practices (N=1, 496) (N=279) (N=398)

In the delivery room 1, 71 (71.5%) 4 (1.4%) 14 98)5
Initiation time (hrs): 3.1 +6.0 13.4 43.1 10.48.5

birth to first feeding

Upon discharge

Exclusive 1, 312 (87.8%) 204 (73.4%) 296 (74.4%)
Mixed 170 (11.3%) 70 (25.3%) 94 (23.6%)
Formula 14 (0.9%) 5 (1.7%) 8 (3.2%)

Adapted from “Elective cesarean delivery: doesaitéha negative effect on
breastfeeding?” by V. Zanardo, G. Svegliado, F.dllan A. Giustardi, E.L.Cosmi, P.
Litta, and D. Trevisanuto, 201Bjrth, 374), 275-279.



Table 29

143

Breastfeeding Practices at 7 days, 3 Months, aMb6ths by Mode of Delivery

Follow Up Vaginal delivery Emergency Cesarean Elective Cesarean
(n=1093) (n=191) (n=283)
7 days
Exclusive 939 (85.9%) 150 (78.5%) 211 (74.5%)
Mixed 55(5%) 14 (7.3%) 28 (9.8%)
Formula 99 (9.0%) 27 (14.2%) 44 (15.7%)
3 months
Exclusive 765 (69.9%) 106 (55.4%) 156 (55.1%)
Mixed 108 (9.8%) 25 (13%) 40 (14.1%)
Formula 220 (20.1%) 55 (28.7%) 86 (30.3%)
6 months
Exclusive 645 (59%) 82 (42.9%) 132 (46.6%)
Mixed 86 (7.8%) 21 (10.9%) 25 (8.8%)
Formula 362 (33.1%) 88 (46%) 126 (44.5%)

Adapted from “Elective cesarean delivery: doesaitéha negative effect on
breastfeeding?” by V. Zanardo, G. Svegliado, F.allay A. Giustardi, E.L.Cosmi, P.
Litta, and D. Trevisanuto, 201Bjrth, 37(4), 275-279.

These findings demonstrate a correlation betweettieé cesarean section,

delayed initiation of breastfeeding, less oppotiu(f any) to breastfeed in the delivery
room, decreased rates of exclusive breastfeedmbingreased rates of formula feeding
when compared with those of women who deliverednadly. Therefore, women
delivering by cesarean should be made aware qfghrticularly if they are interested in
breastfeeding, and care should be given that presredrly mom-baby contact and
breastfeeding initiation.

Long-Term Neonatal Effects of CSYERCS. More women elect to have a RCS
rather than a TOLAC, due to concern over a potktitraat of harm to their babies

(Harer, 2002). As discussed previously, thereriskaof fetal injury during surgery
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(Alexander et al., 2006). In the following sectiaadditional neonatal outcomes
associated with an ERCS will be reviewed.

There is evidence that cesarean section may iseitba risk of developing
chronic respiratory dysfunction, though the exaethanism is unknown (O’Shea et al.,
2010; Tollanes et al.,2008). Infants born by cesarsection have also been found to be
at increased risk for hospitalization during chddd for asthma and gastroenteritis
(Hakansson & Kallen, 2003). This has been hypoteelsas being due to a disturbance of
intestinal colonization and subsequent allergic ifeatations that result from this
disturbance (Hakannson & Kallen, 2003), as infé&ais by cesarean have decreased
“exposure to healthy probiotic bacteria” (Hansov&ndeVusse, 2013, p. 279). Children
born by cesarean section have also been foundab dstatistically significanp€.001)
increased risk of childhood-onset Type 1 diabeteBitus (Cardwell et al., 2008;
Bonifacio et al., 2011).

A large scale, national cohort study spanning #ery of 1967-1998, consisting
of 1,756,700 singleton deliveries was conductelizirtg the Medical Birth Registry of
Norway (Tollanes et al., 2008). The infants weréfeed up to the age of 18, or until the
year 2002. Mode of delivery was classified as spo@bus vaginal, instrumental vaginal,
or cesarean. In 1988, cesarean sections werefddsas being emergent or planned. The
rate of asthma was monitored through the Natiamalrdance Scheme, which provides
cash benefits to families of children with seveneonic illnesses. The analyses were
adjusted based on the categorical variables ofrmedtage, history of maternal asthma,

maternal education level, gender, gestational age year of birth.
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The cumulative rate of asthma was 4.0 in 1000.pregalence of asthma was
2.3% in those born by cesarean, 1.9% in those bypinstrumental vaginal delivery, and
1.4 % in those born by spontaneous vaginal delivewerall, being born by cesarean
resulted in a 52% increased risk of asthma hazd (HR] = 1.52; 95% confidence
interval [Cl] =1.42 to 1.62).

Hakannson & Kallen (2003) conducted a retrospeaiuvey of cesarean birth and
incidence of hospitalization in childhood for asthand gastroenteritis. Data was
obtained from the Swedish Medical Birth RegistryBR) and the Hospital Discharge
Registry (HDR). The two databases were linked @ study. Exclusion criteria
included: birth weight less than 2500 grams, bivdight greater than 5000 grams,
multiple gestations, preterm birth (<37 weeks), fva gestational age, a 5 minute
Apgar score of less than 9, any diagnosis indieativa perinatal complication, any
congenital malformation, or death before age 1.

There were 1,265,963 children born during the yeaf984-1996. After
applying the exclusion criteria, there were 863,8didren in the study. The authors
categorized the children into four groups: thosmi&ed for asthma (n=13, 058), those
admitted for gastroenteritis (n=20, 377), thoseemedmitted to the hospital
(n=637,901), and those admitted for other reases&lbs asthma or gastroenteritis
(n=192, 510). There were two control groups forn@ahtrol group A consisted of those
never admitted as inpatients, and control groupmsisted of those who had been
admitted for reasons other than asthma or gastogsat The authors included a separate
group of vaginally delivered siblings of childrednaitted for asthma and/or

gastroenteritis for comparison.
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The authors found that there was a 30% increageeinsk for developing asthma
or gastroenteritis necessitating hospitalizatidarasne year of life for children born by
cesarean section. Children that were hospitalizexd \also more likely to have been born
by cesarean. Interestingly, those vaginally deédesiblings of infants born by cesarean
section were more likely to be hospitalized thavsththat were born vaginally. The
authors hypothesized that this could be due to emstWwho delivered by cesarean being
comfortable with medical intervention. This stu@yealed the impact of cesarean section
affects the child’s health outside of the neonp&alod, and may contribute to the
increasing rates of allergies and respiratory dées.

Bonifacio et al. (2011) examined cesarean sectoa résk factor for the
development of type 1 diabetes in 1,650 childrdre ¢hildren were born to one parent
that had type 1 diabetes, and were followed frornbor the development of
autoantibodies and type 1 diabetes. All participaveere recruited from 1989-2000 for a
longitudinal study examining the natural historyigiét autoimmunity and type 1
diabetes. Families of German Caucasian descent upaflé% of the cohort. Perinatal
data was collected from each child’s pediatric rdcand included maternal age at
delivery, mode of delivery, gestational age, s&x], singleton birth status. A
guestionnaire was given to mothers to report paty smoking status. Of the 1650
children enrolled, 1, 505 had their mode of deljveported in their records. Of these,
560 were born by cesarean section, and 945 by abdghivery. A total of 51 children
developed diabetes during follow up. By the ag&2f4.8% of those delivered by
cesarean had developed diabetes, compared with&.2%se delivered vaginally, more

than a two-fold increase in risg£0.001). This increased risk remained after adjgsti
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for variables of maternal diabetes, paternal dedeton-singleton birth, preterm birth,
being firstborn, or maternal smoking during pregnafhe authors suggest that the
increased risk of diabetes in those born by cesasedue to an interaction between
cesarean and immune response genes. While thigwhaginot population based, it did
reveal additional risk associated with cesareah fyparticularly for those more
susceptible to developing type 1 diabetes. Asdtateviously, a woman’s choice
regarding mode of delivery after a prior cesarsamers to make. However, this choice
must be based upon complete and unbiased informatio

When electing to have a RCS, a woman needs tofberied regarding the short
term and long-term implications of this decisiohisidecision may have long-term
implications for her health, fertility, and bondimgth her infant. It may also have long-
term implications for her child’s health, respingtéunction, allergy status, and type 1
diabetes risk.

Qualitative Inquiry Regarding VBAC

The majority of research regarding VBAC has invdltiee physical risk
associated with it, and has been quantitative inreaResearch involving the
psychosocial aspects of the VBAC experience froevtbman’s perspective is minimal
(Lundgren, Begley, Gross, & Bondas, 2012; Philepsl., 2010). There has been
gualitative research performed addressing the mbdelivery decision making, factors
influencing the choice of VBAC, women'’s prefererice VBAC, and the VBAC
experience from the woman'’s perspective. IndividkBAC stories have been shared
and published within Midwifery Today (Briggs, 198&eedman, 2000), and have been

used to generate commentaries by healthcare prafiess (Feldman, Cymbalist, Vedam,
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& Kotaska, 2010). However, to date, very few stadigist that have studied the
experience of VBAC from the woman'’s perspectivebl@80 summarizes this research.
Table 30

Qualitative VBAC Research

Author Year Design Sample Size
Ridley et al. 2002 Qualitative descriptive intewie 5
Shorten et al. 2004 Pilot study, questionnaire 21
Cleary-Goldman et al. 2005 Prospective, questioenai 95
Emmett et al. 2006 Qualitative interview 21
Goodall et al. 2009 Qualitative interview 8
Frost et al. 2009 Qualitative nested within a 30
randomized clinical trial
Meddings et al. 2007 Qualitative phenomenological 8
interview
Phillips et al. 2010 Qualitative phenomenological 4
McGrath et al. 2010 Qualitative phenomenological 6
Fenwick et al. 2007 Qualitative descriptive explva 35
Lundgren et al. 2012 Metasynthesis 8 studies

Ridley and colleagues (2002) investigated whatigrices women’s decisions to
choose VBAC. Their qualitative study included thadgd interviews of 5 rural
American women. All participants had experienced®Bat the same hospital within 2
to 4 months prior to the interview. All interviewgere conducted within the participant’s

home, or at the home of a family member.



149

While the sample size was small, the authors redagaching thematic
saturation. Meanings and themes were validatetidyedsearchers’ colleagues and
research participants. The authors identified mafgwuences in choosing VBAC
including the woman’s sense of control during tkeision making process, the
encouragement that she received from her physiar@hthe physical and emotional
advantages of VBAC. The authors concluded womegcsstbns are influenced by
several personal internal and external factors thatthey should be encouraged to
VBAC by their healthcare providers.

Shorten and colleagues (2004) explored the imgeedecision-aid in women’s
experiences of choosing a childbirth method afterier cesarean through the
development and pilot test of an evidence-basesidacaid. An education booklet,
consisting of evidence based guidelines and reesetrch, outlined the risks and
benefits of VBAC and repeat cesarean. A draft of éducation booklet was reviewed by
women who had experienced a prior cesarean, asawaellirsing, medical, education, and
midwifery experts prior to the pilot test. The fiaft for the pilot study had a Flesch
score of 63.7, and a reading grade level of 7.8chwvas deemed appropriate for this
study.

To explore the effectiveness of the decision aidravenience sample of 21
pregnant women with a history of a prior cesarehn were making decisions about the
birth mode of their current pregnancy was selefrtaa 2 participating hospital sites; 11
from hospital one, that had a TOLAC success ra&0é6; 10 from a second hospital two
had a TOLAC success rate of 20%. The participaongpteted a questionnaire prior to

and after reading the decision aid information bebk
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In the first hospital’s group, 8 of 11 women dedieeTOLAC prior to reviewing
the booklet, but only 6 desired a TOLAC followirgetreview. In the second hospital
group, 7 women preferred a TOLAC prior to reviewthg booklet, but only 5 desired a
TOLAC following the review. While a decision aid ynfacilitate discussions and
decision-making regarding mode of delivery, thenatg did not mention if the
participants had the opportunity to discuss thesfgrence (after reviewing the booklet)
with their provider, prior to taking the second sti@nnaire. Further, it is possible that
the decision-aid was worded in a manner that fegéd the participants about the
prospect of a TOLAC. While the sample size was kraatl this was a pilot teghe
results suggest that there may be a componentintfatdhat providers exert over the
women'’s decision making. The practitioners involuethis study may have been
reluctant to offer a choice if it is in oppositiomtheir own preferences.

In order to further evaluate knowledge regardind-AQ, as well as to determine
patient satisfaction with delivery after a previmgesarean, Cleary-Goldman and
colleagues (2005) investigated the experience$ a¥é@nen. A formal VBAC counseling
program was operational over a 12-month periods $hidy prospectively investigated
pregnancies that followed cesarean birth in whiclmen were being formally counseled
regarding the risks and benefits of a TOLAC. Womeme individually counseled
regarding TOLAC by one of two trained individua#squestionnaire was given during
the antepartal period, following the counseling thaluded questions regarding their
previous pregnancy and cesarean delivery. A pdsipaguestionnaire was given that
included questions regarding the most recent dglj\gatisfaction, as well as questions

pertaining to risks and benefits of a TOLAC. Whhe questions are available by
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request, they were not presented within the putidicawhich prevented determining
exactly what information was being requested ofettb The primary author was
contacted for a copy of the questions. At the tohthis writing, the questions have yet
to be received.

The study participants were divided into four greu@roup 1 consisted of those
who had a VBAC (26; 27%). Group 2 were those tlaat fittempted VBAC, but
underwent a RCS during labor (18; 19%). Group 3pladned to attempt VBAC, but
underwent a RCS prior to labor (16; 17%). Thesarezss had been done for numerous
reasons including abruption, abnormal fetal testsugpected large for gestational age
fetuses, and malpresentation. Group 4 had chos&R&$ (35; 37%). All four groups
reported an increased level of satisfaction withghesent delivery, regardless of the
delivery method. Those that had a successful VBAGawnore satisfied than those that
did not. However, 92% of those that were not abl/¢BAC were pleased that they had
attempted a TOLAC. During the postpartum periodn&a completed a test comprised
of questions regarding the risks and benefits oAZBIt was found that 92% of the
participants scored perfectly on the test, andrarot% missed only one question. This
study’s results, though limited by the number atipgpants and not necessarily
representative of the general population, sugestwomen value the opportunity to
attempt a TOLAC, even if they are unsuccessful.

To further understand the decision making procegarding the mode of delivery
after a prior cesarean section, as well as theafdlee health professional in the decision
making process, a qualitative study was condudiadhfett, Shaw, Montgomery,

Murphy, & DIAMOND study group, 2006). Twenty-oneomen with a prior cesarean
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section, who had subsequently delivered in thedasmonths, were interviewed.
Twelve women had planned to VBAC, 5 of whom werecggsful. Nine women had
planned an elective repeat cesarean, with oneeai tmdergoing VBAC. The semi-
structured interviews were held in the women’s henaed the data was examined using
a framework approach. This approach, attributddithie & Spencer (1994) involves
five phases including: familiarization, identifyimgthematic framework, indexing,
charting, mapping, and interpretation

The participants’ experiences with decision makiaged widely. Women
described varying levels of certainty in their d&mn to either VBAC or have an ERCS.
The women described that information used to mh&e tlecision was usually given to
them verbally, though some recalled being giverttemiinformation, and others
(numbers not identified) did additional researchtlogir own. Participants identified that
it would have been helpful to receive informatiegarding VBAC shortly after their
initial cesarean section.

When examining the role of the health professiam#éhe decision making
process, most participants (n=19) stated that wexe able to make their own decisions
regarding the preferred mode of delivery. Oneigigdnt indicated that she felt pressure
to attempt VBAC, and another shared that she dida®b supported in her decision to
attempt VBAC. The health professionals were peerxtivy the participants to be
informing women of their options, not directingguriding their decision making. For
many participants, this approach worked well. THemlings revealed the need for
consistent, unbiased information regarding VBACtker, because some women may

desire more guidance, this study demonstratedebd for individualized support for
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women during the decision making process based tipppodecision making preferences
of women.

Women'’s perceptions of the role of the healthcaoxider in decision making
about delivery of a child after a previous cesamgas examined in a qualitative study
(Goodall, McVittie, & Magill, 2009). Ten women frothe UK, pregnant with their
second child, median gestational age of 32 weekss vecruited to participate in this
qualitative study. All participants had one priesarean. Two women had undergone
planned cesareans, and the others had experiemedaent cesareans. Their
participation consisted of a semi-structured inmthat was held in their homes. The
interview consisted of 6 non-leading questions meéigg the duration of the decision-
making process, opinions of others, control, ariormation gathering. The interviews
were audiotaped, transcribed, and examined forélsem

Four themes emerged from the analysis includink édd&nowledge, generalized
information, latent communication, and loss of cohtAll participants expressed that
they had a lack of knowledge regarding cesareaimpact on future delivery choices,
and an inability to gain necessary knowledge. &irthearch for knowledge, they turned
to healthcare providers. While the healthcare pleng stressed the importance of
individual choice, the information they often sléareas probability based, and perceived
as being unhelpful to individuals trying to makdegision. The researchers noted that
none of the participants reported receiving infaioraregarding the risks associated
with repeat cesarean or the risk of uterine ruptlinere were elements of latent
communication where the women received mixed messagcombination of personal

preferences of the healthcare providers and geredahformation emphasizing patient
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choice. As a result of not having necessary knogéedeceiving inadequate information
and mixed messages, the women relinquished caofttbkir decision-making.

This study’s results, though not applicable todkeaeral population, suggests that
there is a need for women to receive informatiat dan assist them in making a truly
informed choice. This information should be presdnh a way that is specific to the
individual. In addition this study revealed thag¢té are aspects of communication
between healthcare professionals and women thatdsbe modified, and that “have the
potential to increase the number of women optim@f@OL” (Goodall et al., 2009, p.
12).

The use of decision-aids and information in maldegisions regarding the
method of delivery following a previous cesareattisa was examined (Frost, Shaw,
Montgomery, & Murphy, 2009). Initially, it was austy designed to determine the effects
of two decision making aids on areas including atyxidecision making conflict,
knowledge, birth mode preferences, and the actlaledy outcome. A purposive
subsample of 30 women due to deliver within a fiv@nth period was obtained from a
sample of 742 women who patrticipated in a largedysof decision-making aids. The
researchers aimed for maximum variation in the sanmpregards to place of delivery,
types of educational intervention, the type of pyas cesarean (emergency or elective,
and consistency between preferred and actual tiygeliwery. Thirty agreed to a prenatal
interview at approximately 37 weeks of gestatiorhe sample was assigned to various
approaches as follows; 14 women were assigned irf@mation program, where
information regarding mode of delivery was givea &icomputer program; 14 were

assigned to an individualized decision analysigmam that would recommend a mode
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of delivery based upon probabilities; two women wceived the usual care, or verbal
counseling, were included for comparison.

At the 37 week interview, women who received tHenmational program shared
the information that they received assisted thenterision-making, and served to
provide a framework for further individual reseasid/or healthcare provider
conversations. Women who participated in the degianalysis program identified that it
was a starting point for further research. Howef@ra minority of participants, they
stated that it had led to a degree of uncertaagyt was unclear how this could assist
them in making a decision, it did not seem to tiake account individual circumstances,
or that they did not agree with the suggested noddielivery. This contributed to a
perception of increased risk. Overall, women dithl@aome form of structured
informational program when deciding upon a moddeadivery after a previous cesarean
section, and it was deemed valuable to accompanabV&BAC counseling.

Twenty-two of the original 30 women were interviaauring the postpartum
period (approximately 6-8 weeks postpartum). Tlghttihat were unable to participate
declined due to moving or lack of time. Women wiagtigipated in the information
program found that it had contributed to their pgton of “informed choice”. Women
who had used the decision analysis program fouaidttie information program was
helpful when their delivery did not go as they lmaed, as they had a better
understanding of the entire process.

Meddings et al. (2007) utilized a phenomenologaggiroach to explore the lived
experience of women who elected a TOLAC. Eight worfrom the UK, recruited by

local midwives, participated in the study. Incluscriteria were that women had
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experienced a cesarean delivery in a previous pregn and planned to have a vaginal
birth in the current one.

Two interviews were held with each participant. #&menatal interview was held
after the 3%week of pregnancy in the participant’s home, apostpartum interview
was held after six weeks postpartum. These intervigere scheduled deliberately after
decisions regarding mode of delivery had been met after allowing enough time for
postpartum recovery. The semi-structured interviesee facilitated by a topic guide,
tape recorded, transcribed, and analyzed for theiwas or more researchers analyzed
the transcribed interviews.

The prevailing theme was informed choice. Womentified that informed
choice was important to them, and most women (& m@t identified how many)
believed that they were involved in the decisiogareing the mode of delivery. This
involvement in decision-making resulted in increblels of confidence in the women,
as well as increased levels of trust in their polevs.

A second theme involved the differences in postparecuperation. Women
who experienced both types of birth concluded thatcesarean recovery was longer and
more painful.

The third theme that emerged was in regards toibgnith the infant. Some
women (it was not mentioned how many) felt thateéheas no difference between
bonding with their infants whether born cesareanagiinally. Other women believed
there was a difference.

One limitation of this study involved the samplimgthod. The authors noted that

the research team did not have ultimate controt theegroup composition, and this
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resulted in the group not being reflective of tbencnunity’s ethnic make-up. Another
limitation involved the reporting of the resultd.was difficult to ascertain how many
women were successful in their VBAC attempt, thotigdre was made mention of one
TOLAC that resulted in cesarean. The mode of defigeeuld impact the degree to which
women felt they had informed choice, especiallgsithese participants were all
interested in experiencing VBAC. The authors usediérms “most” or “some” to report
their results. More specific numbers and mode G¥eley information would have
facilitated an evaluation of the findings of thiady.

Phillips et al. (2010) interviewed 20 Australianmen who had experienced a
previous cesarean and a subsequent birth. Theipartts were consecutively enrolled
using medical records. Of these 20 women, 16 egpeed elective cesarean section, two
experienced failed TOLAC, and two experienced VBAGe authors indicated that the
women could be divided into three groups based @mnénuum of beliefs regarding
birth. At one end of the continuum were the very-BAC mothers, and on the other
end were the very pro-elective cesarean motheeswidmen who elected to deliver by
cesarean were in between the two groups. The spéasiis of this study was on the
reasoning that motivated those four mothers whengited a TOLAC.

Data was collected through an iterative phenomenodb qualitative research
method using open-ended interviews. These intes/igare conducted at a location
chosen by the woman, and were held at a time thatoonvenient for her. The tape-
recorded interviews were conducted by a researahdrwere transcribed verbatim by an

assistant. The language texts were then enter®@$kR NUD*IST program. Themes were
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then analyzed; coding was done with a researcheteam of assistants, with all being in
complete agreement as to coding and themes.

While this sample of four was small, the researgltencluded that it was
appropriate for a homogenous group, with the homeigg being related to a desire for
VBAC. Two of the mothers had a VBAC, and two exgreced a failed TOLAC. After
examination of the participant interviews, threerntfes emerged.

The first theme pertained to the four women armd ttmaternal instinct about
what is best for the baby” (Phillips et al., 20p080). Whether they experienced a
VBAC or failed TOLAC, the women held a strong betieat a vaginal birth was best for
their newborn.

The second theme that emerged was that of “passi@md determined women
who believe in choice and natural birth” (Philligisal., 2010, p. 80). The four women
spoke passionately about wanting a natural birid,\ealued the opportunity to choose to
attempt a vaginal birth. They were single-minded determined in their interest to
attempt a vaginal delivery, and clearly communidatesir wishes during labor.

The third theme was in regards to “the positivielsyong for or achieving a
VBAC” (Phillips et al., 2010, p. 81). The particita spoke positively of the TOLAC
experience, even if it did not result in VBAC. Rbose that did have a VBAC, it was an
empowering experience.

This study added new knowledge regarding a lktlewn topic. However, two
facets of this study resulted in some confusiorr ee and what was the focus of the

study. There were originally 20 participants. Wihkleir views were considered in the
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explanation of the continuum of beliefs, their ex@eces were not part of the overall
study.

McGrath, Phillips, & Vaughan (2010) used the sam@tlase of women for a
second study. This study explored the frustratigpeeenced by women who wished to
have a vaginal delivery but delivered by cesar&ae.initial group consisted of 20
women with a prior cesarean who were consecutieeiglled through hospital delivery
records. In this group of 20 women, two delivergd/BAC, two experienced a failed
TOLAC, and 16 chose elective cesarean sectionttf®study, the final sample
consisted of six women who valued a vaginal bidhdelivered by cesarean, and two
women who experienced a failed TOLAC.

One theme that emerged was in regards to the megpeon that cesarean was the
“easy option”, as some women did not have the apticchoice about their birth method
(McGrath et al., 2010). One mother stated that avaiing factor for participating in this
research was to correct this perception. Furthezirtbese women philosophically
distanced themselves through the interviews framerparticipants who preferred a
cesarean for convenience.

A lack of choice was another theme that emerged tiee interviews. These
participants perceived that due to clinical or pbgisreasons, they were unable to choose
a vaginal birth. Fears surrounding safety and tiktyaof the mother and child to survive
delivery impacted their decisions. The desire tovdevaginally was in conflict with a
loss of confidence in the ability of their bodig#is loss of confidence was not as a result
of fear of labor, but rather the difficult firstrths they had experienced. The mothers

expressed a desire to deliver vaginally, verbajjZrastration and disappointment with
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not being able to, and reporting a sense of failMk®men who did not attempt a
TOLAC shared feelings of regret.

The participants expressed a strong desire tthil story, and have their story
shared with others. The sharply declining rateg®AC make it all the more important
that these stories are told (McGrath et al., 2010).

Fenwick, Gamble, & Hauck (2007) investigated thidtlirth expectations of
women with a prior cesarean, who had attemptedeoe wlanning to attempt a VBAC. A
qualitative descriptive explorative design was udde participants were recruited from
western Australia community newspaper advertisesdiftere were initially 157 phone
respondents, of which 107 were contacted and iierd. There were 35 phone
interviews with women who had either experienced®ZB or would choose to do so in a
subsequent pregnancy. Of these 35, 23 had expedensubsequent labor after their
cesarean, with 14 having a VBAC, and 9 having repesarean.

Women were interviewed by telephone. After obtagrdemographic
information, reproductive history, parity, time stlast delivery, clinical indications for
the primary cesarean, type of care provider, andepbf delivery, the women were asked
to discuss their childbirth experiences and expiects. They were asked to share their
insights on the benefits of vaginal birth and ceaar and to explain what makes a
satisfying birth experienc&he phone interviews were tape-recorded, transirided
the researchers kept field notes. The transcriptiogre coded, concepts were regrouped,
and organized. The resulting organized concepts @iscussed with colleagues, and the
preliminary findings were shared with peers. Auditls were constructed to explain the

reasoning of the researchers.
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The findings were that women valued vaginal biattgl their desire to have a
vaginal birth was strengthened by having a cesafesstors that influenced their
birthing choices included: believing that birth waasormal process, and that
experiencing it was an important part of being an&o and mother. Many women who
had either experienced or wanted to experience VB&®Galized being supported in this
decision by friends and family. The women repottet the cesarean experience had
made them feel powerless. VBAC was a way of pgditng in the birthing process, and
having a semblance of control. Maternal and fe&ll-aeing was mentioned as being the
major benefit of VBAC. Cesarean was considered“hgsical, emotional and lifestyle
disruption that was risky and had potential to edusrm to mother and baby” (p.1566).
For the study participants, the opportunity to eigrece birth was a spiritual, emotional
and physical life event, and was so significant thianediated against the pressure of
medical discourse promoting cesarean” (Fenwick.e2@07, p.1561).

Lundgren, Begley, Gross, & Bondas (2012) conduataetetasynthesis of eight
qualitative studies of women’s experiences of VBAGe sample included peer-
reviewed studies published between 2002-2010 fredisciplines of nursing,
psychology, and midwifery.

After literature searches were conducted, 22 taiale studies were screened.
After further review, 11 were excluded for theyheit did not have a primary focus
related to the experience of women, or the focus sedely on the CS experience as it
related to the VBAC experience. A 32- item consatigdl criteria for reporting qualitative
research (COREQ) checklist was used to assesstab)) and the authors subsequently

incorporated additional criteria important to qtatlive research to further evaluate the
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each paper. After this checklist review, three &Esidvere excluded due to meeting the
standards of minor quality, leaving eight that mhet standards of medium quality. No
studies were found to be of high quality based upeir assessment standards.

The eight studies in the final analysis were ftbmee countries. Four studies
were from Australia, three were from the UK, an@ ovas from the US. The aims of the
studies varied. They included the investigatiothefdecision making process, the role of
the healthcare provider in the decision, reasongymg a VBAC, experiences of
choosing VBAC, the experience of VBAC, and theearignce of RCS when attempting
VBAC. Overall, there were 94 participants, but s@ubjects were duplicated in three
studies.

The main findings of this metasynthesis involve decision making process
being fraught with inconsistent information beitgaged with women, and difficult for
women to navigate. It was concluded that VBAC mnsas a risky undertaking, with the
“positive aspects of vaginal birth are mainly désad by the women and not the health
care system” (Lundgren et al., 2012, p. 10). Woriewed VBAC as empowering, and
important to them and their babies. It was recondedrthat additional studies be done
from a wider range of countries, and that healthgaofessionals provide women with
evidence based information of risks and positiveelies of VBAC.

Chapter Summary

Gender based oppression exists in all aspectewien’s lives (Klima, 2001).
Oppression is evident in the medicalization of peegy, manipulation during the

informed consent process, the exaggeration of tiiekloss of VBAC as an option
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resulting in unnecessary cesarean sections, ahe ilack of research regarding women'’s
experiences.

The scientific literature pertinent to cesarean ¥BAC and TOLAC has been
extensively and chronologically reviewed. Thisicat analysis of literature has
identified numerous problems with the TOLAC and MBAcientific literature including:
a predominance of retrospective designs, significanation in inclusion and exclusion
criteria, inconsistent definitions of uterine rugwand uterine dehiscence, historical
variation in modes of induction, augmentation, inscar suture techniques and
materials, all of which have had significant anihtended consequences on clinical
practice and women'’s birth options.

In reality, the incidence of uterine rupture, #rea of most concern, is quite small
in appropriately selected VBAC candidates. The geagtion of risk of uterine rupture
has led to a progressive decline in access anthhilay of VBAC. As a result, fewer
women are offered VBAC and more women are undeggoimecessary ERCS, which
has both short and long-term consequences for wameénheir children.

Furthermore, in comparison, the risks of RCS ateas well identified in the
literature, and the benefits of VBAC are not aeegively studied as the risks. Achieving
a balance between risks and benefits, without sencemmitment to achieving a VBAC,
sets women up for “token” trials of labor that enc&assuming the risk of operative birth

(Shorten, 2010).
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Gapsintheliterature

The literature regarding VBAC, while extensive, ViBarepresents quantitative research
that emphasizes risk and negative outcomes. Additiguantitative research regarding
maternal and neonatal benefits of a TOLAC and VB#&G@eeded.

Despite the proliferation of research regardind-AO/VBAC, there is very little
gualitative research regarding the experience oAE€Brom the woman’s own
perspective, or pertaining to psychosocial benefitgBAC. Research utilizing the
insights of women who have experienced VBAC cout&f a significant gap in the
literature. To date, the VBAC stories of Americaomen have not been studied and
published in the scientific literature.

The proposed study of VBAC stories will providsight into the psychological,
physical, and spiritual aspects of VBAC as peragibvg the women who have
experienced them. This insight will result in arpogunity to reassess current practice,
promote a more balanced view of VBAC, and contebadditional knowledge in an area

that is needed.

Assumptions of the Study

1. Feminisms share three basic principles includirnggeizing the oppression of
women, valuing women and their experiences, ankirsgsocial change (Hall
& Stevens, 1991).

2. Gender based oppression exists in all aspects wfent lives (Klima, 2001).

This oppression extends into healthcare and refatgehrch, as women
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historically have been excluded due to concernsthiigamenstrual cycle and
pregnancy were research confounders. As a releit,ibterests have been
overlooked (Hall et al., 1994; Thorne & Varcoe, 829

Women are vulnerable to oppression and margin&izatithin a healthcare
system that historically devalues women. The patniaal culture of medicine
has flourished in the last several hundred yeassjlting in the medicalization of
childbirth (Cahill, 2001).

Pregnancy and childbirth have been constructethdylominant medical
profession into a problematic event involving gnesk (Baker et al., 2005;
Jordan & Murphy, 2009). Research regarding VBAQer$ this focus on risk,
though the research is plagued with inconsistefmitiens and methods. This
perception of risk has contributed to higher ratesesarean, lower rates of
VBAC, and a proliferation of research emphasizimgtisk of VBAC.

If advised that a cesarean is in the best intefesieir babies, most women will
submit to the recommendation (Kitzinger, 2005). Véorvho might otherwise
elect to attempt a VBAC may be dissuaded by thealth care providers, whose
personal interests and fears about liability maégrdhe informed consent
process. In short, women are manipulated into ngghealthcare decisions based
on incomplete and biased information regarding aisét benefits (Beckett,
2005).

The researcher believes that women do not contlisteiceive comprehensive
informed consent prior to making decisions regagdiimOLAC or ERCS. As a

CNM, the researcher has been a resource to womerasemaking decisions
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regarding their mode of delivery after cesareare fdsearcher has personally
experienced cesarean section, and while appreeiatithe benefits that cesarean
can provide, understands many of the short term@mgiterm sequelae of this
delivery method. The researcher’s personal pregnand delivery history was
not disclosed to participants until after the iatew, if at all, to avoid biasing
participants’ comments.

7. Inherent in feminist theory is a valuing of the gaftive, exemplified in the use
of women’s narratives or stories, which presengs tives and experiences (The
Personal Narratives Group, 1989). Studying wompaiseptions of cesarean
and VBAC, through the use of their stories as daibzing a feminist
perspective, has contributed additional knowledggarding childbirth.

8. Women have suffered psychologically from surgigethhand have described
VBAC as a healing experience (Bainbridge, 2002 wkek et al., 2003). Women
value the opportunity and experience of TOLAC, eNétresults in RCS
(Chigbu et al., 2007; Cleary-Goldman et al., 2&ijlips et al., 2010). Long
term maternal psychosocial outcomes following VBA@successful trial of
labor, and elective cesarean section represemiscalogap in the evidence
(Cunningham et al., 2010a). This study was desigoedntribute valuable
knowledge regarding the comparative experiencesdiean and VBAC.

Resear ch Questions

As discussed in this chapter, research regarding®/B predominantly
guantitative in nature. The study of women'’s pectipes of their VBAC experiences

constitutes an identified gap in the evidence (Qugimam et al., 2010a). In order to
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address this gap in the evidence, the followingaesh questions have been identified
and studied:

1. How will women describe their experiences of \BA

2. How will women compare their experiences of AB1WBAC in their birth

stories?
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Chapter 3 Research Design and Methods

This qualitative study explored the participantgeriences of VBAC and
compared these experiences with those of the geatits’ prior cesarean births using
women’s birth stories, or narratives, as the soofaata. A feminist perspective was
used throughout. In this section, the use of naast or stories, within research is
discussed. The relevancy of this research methodtimed, particularly as it pertained
to the study of women, and their birth experiences.

The word “narrative (narrate)” is derived from tbetin “gnosecere (noschere)”
which means “to know”. Life itself has been desedlas a narrative, with individuals
organizing their experiences into meaningful s®teebe shared (Berger, 1997). The
terms “narrative” and “story” are often used inteangeably within qualitative research.
For the purpose of the study, the term “story” wakzed.

The study of stories was long discounted as a rels@aethod, but has been more
recently recognized as a “respectable academic’tOpranda & Street, 2001, p. 83).

The study of stories is a method of “integratiransformative moments in human
experience” (Callister, 2004b, p. 484). It is usedearly every profession and discipline,
as researchers strive to discover the essence biutinan experience (Personal Narrative
Group, 1989).

The use of stories within research impacts theareber through the interview
and interpretive analysis by attracting attentmihie issues that are revealed, resulting in
the reader reflecting about significance by persomnalvement, ultimately transforming
the reader (Van Maanen, 1990). However, the shafistpries also impacts the research

participant. Stories reveal the truth of the indinal’s experiences as they perceived them
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to have occurred, and offers readers the oppoyttmiearn from the stories. For sharing
of stories can serve as a method of healing (Sand&l, 1994) and of gaining new
insights into life experiences.

A critical mass of knowledge regarding the livesvaimen is missing throughout
history (Mountford, 2003; Personal Narrative Grdig89). The emphasis of history has
been reflective of the experiences and opiniorth®imale culture (Belenky et al., 1986;
Personal Narrative Group, 1989). Historically, Ylogces of women regarding their
experiences have been silenced and overlooked ri€®Narcoe, 1998). One area of
research that is in “dire” need of investigationhat of the childbirth experience
(Savage, 2001). Despite the richness of knowleldgeis gained through story research,
there is minimal research regarding anecdotesatnags, and stories regarding
pregnancy and birth (Carolan, 2006).

“Birth stories are everywhere” (Bylund, pg. 2308). Though women have
verbally shared their birth stories for as longhasy have birthed children, the research
and exploration of birth stories is a relativelysnarea of inquiry. There are numerous
benefits to sharing and studying birth experiences.

The sharing of birth stories offers women oppotigsito integrate the
experiences into their lives, bond with other womngiacuss fears and concerns regarding
birth, understand their own personal strengths,experience connections with other
women (Callister, 2004a). Birth stories can serwveiaw into the past, can impact
decision making regarding the future, and can &fiew individuals are socialized about
birth (Sterk et al., 2002). Healthcare providerg/main insight into their practices and

the impacts on women (Harrod, 1998; Simkin, 199d1kéh, 1992; VandeVusse, 1999a;



170

VandeVusse, 1999b). This insight may result ingyoéind institutional changes (Lee &
Lamp, 2005). Listening to birth stories can enhahedearning of students, and serve as
a method for integrating theoretical concepts (&deamp, 2005).

A feminist perspective was used in this qualitastuedy. As discussed in the
previous chapter, a feminist perspective incluéesgnizing the oppression of women,
valuing women and their experiences, and seekiogsthange.

Central to feminist research is the “appreciatind sespect for the uniqueness of
the experience of each woman, and the desire sepr¢hese unique experiences in a
way that gives power to those without equal powesur society “(Torkelson, 1996, p.
124). Oakley’s feminist approach to the researtdrurew was used. This approach
includes the researcher presenting her own idedititing the interview, with the
reciprocity established facilitating additionaligists from the participant. This
interaction results in a participatory type of @sf which produces work that challenges
the stereotypes usually assigned to the reseaadldethe participant (Landman, 2006).
Ultimately, learning about the comparative expereeaf cesarean and VBAC can serve
to enlighten those who provide care to women, tegpin increased knowledge and
understanding for childbirth choice, and advocamyiricreased availability of VBAC for
all women.

Sample

The study of birth stories of women who have exqgered VBAC was
purposively sampled from community hospitals amtiaey centers. The researcher made
deliberate decisions to add diversity of settifidsere were no requirements regarding

education level, race, marital status, socioecoon@taitus, religion, sexual preferences, or
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whether the woman'’s birth was attended by an ottt or Certified Nurse Midwife
(CNM).

Participants were sought through letters to thieedfof Certified Nurse
Midwives (CNMs) and obstetricians who practicehis southeastern area of Wisconsin
(Appendix A). Contact information for the CNMs aoldstetricians was obtained through
the Yellow Pages and the American College of Nitakwvives’ Membership Directory.

The first contact with the healthcare providers wasugh a letter of introduction
and explanation sent to the offices of obstetrgiand CNMs, requesting their assistance
by posting information regarding the research mtofjappendix A). Enclosed with the
letter was a flyer (Appendix B) regarding the pobj@long with the researcher’s contact
information, to be posted in various locations wittheir offices. In addition to posting
the flyers, some physicians and CNMs spoke abasistody to their clients that met the
inclusion criteria.

After women responded by phone as a potentialqyaatnt, the researcher
informed her of the purpose of the research, hendtita would be used, answered any
guestions she had, and reviewed the inclusionrigitinclusion criteria included that
participants would be at least 18 years of agee lexperienced at least one cesarean
section, and at least one VBAC. Children born fitbiwse deliveries should be living and
in good health. The participant needed to be flirEnglish. For the purpose of this
study, the time limit between the VBAC and intewieas less than 5 years.

While it is has been shown that women accuratetyavidly recall delivery
details for 15-20 years (Simkin, 1992), this tirmait of five years was set due to the

current state of VBAC. While VBAC was encouragedha mid-late 1990s, as explained
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in Chapter 2, numerous barriers were placed ir2@@9s. The researcher decided that
through the sharing of birth stories from the fast years, barriers to VBAC, and
solutions to those barriers could possibly be idient

Once the inclusion criteria was reviewed and camdigl, and the woman
consented to participate, the interview was sclestlat a time and place that was
convenient for her. Participants were encouraggidoa location that made them most
comfortable in which they could easily converse. \8omen requested that the
researcher come to their home, one preferred fieep&nd the other six asked that we
meet in various coffeehouses. The participantewdormed that there were no time
limits for the interview/data collection. The tbteme spent face to face ranged from
approximately 30 minutes to 2 1/2 hours. Consenpésticipating in research was
obtained and documented at the scheduled faceséoHfiterview (Appendix C and D).

Power differences exist when there are inequalitiesiucation, socioeconomic
status, and healthcare levels between the reseamtegarticipant (Dancy et al., 2004).
This power difference can result in mistrust. Hoam\as discussed previously, Oakley’s
feminist approach to the research interview wdgat. The researcher introduced
herself as a CNM, a mother, and actively listermedtiat was shared by the participant.
The researcher’s personal pregnancy and deliveygreence was not shared with the
participant until after the interview was concludédt all. This was done to decrease the
risk of possibly biasing participants’ responses] eesulted in a more participatory and
conversational interview.

Sample size in qualitative research cannot be ated by computation or

power analyses (Sandelowski, 1995). Rather, theo&iime sampling and the research
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method should determine whether the data is comp&andelowski, 1995). While a
sample size of 10 may be too large for some typesmwative analyses, it has been noted
that beginning researchers often need more paahtspo discover the phenomena
(Sandelowki, 1995). In previous qualitative VBAQdies utilizing interviews as data,
sample size has ranged from 4 to 35. Larger samsfdes tend to reflect more brief
interviews and smaller samples tend to be obtaioechore in depth narrative studies.
The researcher had initially planned for 12 intews. By the eighth interview, thematic
saturation occurred. An additional 4 interviewsvedras verification. After the
conclusion of the 12interview, the researcher received a phone aathfa participant
who was also interested in sharing her story. kigsrdomparative study, the final sample
size was 13.

Data Collection M ethods

After meeting each participant at the time andtiocaof her choice, she was
informed of the purpose of the research and assafredinfidentiality. Formal written
consent was obtained on two forms, and one copygwas to the participant. Each
participant was informed of her right to withdraserh the study at any time. The
individual interviews were audiotaped, using twpaate machines to provide backup in
case one malfunctioned. Participants were askstare their cesarean and VBAC
experiences. A skilled and experienced medicaktmaptionist transcribed all interviews.
Data collection took place within a single intewiwith no specified time limit. The
participant was invited into the interview with thaestion/statement: “Tell me about

your cesarean and VBAC experiences in any wayythiatvish”.
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Demographic information was obtained at the tim#hefinterview that included
age, race, education level, marital status, ddeesp of deliveries, and type of health
care provider at delivery (Appendix E). Field notesre written after each interview,
describing the researcher’s observations of the amsreactions to the interview.

The researcher has kept the tapes and transariptlocked, secure location,
maintaining confidentiality of the participants.tBuatial identifying information such as
the names of the participants, their family mempgrsviders, and the facility where any
delivery occurred as well as the date of any dejfiveere excluded from the transcripts.
Each transcript was given a number, and a link eetvthe participant name and number
was kept in a locked file in the researcher’s latkeme office. Both paper and
electronic copies of the transcripts have been ta@ed. The paper copies were single
spaced with a three-inch margin for hand codingraalling interpretive coding notes.
To enhance reliability, the interview transcriptsre/ cross-checked for accuracy by the
researcher several times by listening to the aapges while simultaneously reading the
transcripts line by line. This process was repedtethg data analysis, and will be
outlined in a subsequent section.

M ethodological Rigor

“Without rigor, research is worthless, becomesdit, and loses its utility”
(Morse, Barrett, Mayan, Olson, & Spiers, 2002. pI2)erefore, much attention has been
given to the concepts of rigor, reliability, andiddy in all categories of research (Morse
et al., 2002). In this section, methods that wenpleyed to assure rigor within
gualitative research are outlined. As this qualieastudy has a feminist perspective,

methods used to assure rigor within feminist ingaire also discussed.
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In their classic work, Lincoln & Guba (1985) suhsgtd the term
“trustworthiness” within qualitative research fetiability and validity. There are four
components that are inherent within “trustworthgieacluding credibility,
transferability, dependability, and confirmabil{tyincoln & Guba, 1985; Morse et al.,
2002; Thomas, & Magilvy, 2011).

Credibility is the component that allows othersitmlerstand the experiences
contained in the study through the participant’segiences. In order to establish
credibility in this study, the researcher revieveath transcript several times while
listening to the audiotaped interview, searchingsimilarities within and between
participants and their experiences. The words aghemwere also used to strengthen the
credibility of this study. In addition, the resdaec reviewed the coding, findings, and
themes with two members of the committee to furttiengthen the credibility of the
findings.

Transferability, or applicability, refers to thbilsty to transfer research findings
from one group to another (Thomas & Magilvy, 201a)this study, this was
demonstrated by describing the demographics gbadingcipants, their geographic
locations, the type of hospitals they deliveredndjcations for their cesareans, the type
of healthcare provider they had for the VBAC, tise of epidural anesthesia, and the
length of time since their cesarean and VBAC.

Dependability is demonstrated when one reseacdrefollow the audit trail of
another (Thomas & Magilvy, 2011). In this studypdedability was demonstrated by
providing the dissertation chair with a detaileddtion of the research methods, and

keeping records of the analytic process. An audliltwas developed. An audit trail is a
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“systematic collection of materials and documentathat would allow an independent
auditor to come to conclusions regarding the déRalit & Beck, 2012, p.591). This
audit trail consists of the interview transcriptata reduction notes, field notes, and
iterative drafts of the final report (Polit & Beck012; p.591).

Confirmability is the result of credibility, trafesability, and dependability being
established (Thomas & Magilvy, 2011). Throughout pinocess, the researcher was
reflective, self-critical, and self-aware as to bemn biases, taking measures to strengthen
credibility, transferability, and dependability thie study.

“Rigor in feminist inquiry includes the degreevibich research reflects the
complexity of reality” (Hall & Stevens, 1991, p.)23his complexity of reality for the 13
participants was reflected in the diversity of tHeckgrounds, their pregnancy and
delivery experiences, and in the wide range oftifled subthemes. Rigor in feminist
research is best evaluated by standards that aditheesdequacy of the entire inquiry,
relative to the purpose of the study (Hall & Steye1991). This level of adequacy was
addressed by the researcher throughout the studgriiynuously analyzing the data
while reflecting upon the research questions.

Rapport is necessary between the researcher amcigzart, as this reduces the
power inequalities between the two, facilitatingnare open and meaningful dialogue
(Hall & Stevens, 1991). This rapport was facilithterough the researcher demonstrating
genuine interest in each woman’s experiences, resyuectful of her ability to share
information, and being grateful for her sharindiofe and effort (Hall & Stevens, 1991;
Landman, 2006; Oakley, 1981). The process of ugldapport began with the first

phone contact with the participant during which shedy was explained, a meeting was
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set up at a time and place of her choosing, andvalseéhanked by the researcher for her
time. Upon meeting in person, the process contitiwenigh a period of informal
conversation prior to the informed consent procéls.process of building rapport
continued through the interview through a convéssat tone, and the researcher’s
genuine interest in the participant. Once the padnt had finished and the audiotapes
stopped, she was again thanked for her time amthghat her story.

Researcher Bias. The researcher, while being supportive of a womegls to
choose a TOLAC or a repeat cesarean, is a strampppent of VBAC. The researcher
believes that women do not consistently receivepgrelrensive informed consent prior to
making decisions regarding a TOLAC or ERCS. As afChhe researcher has been a
resource to women who are making decisions regauttigir mode of delivery after
cesarean. The researcher has personally experieasatkan section, and while
appreciative of the benefits that cesarean canggpunderstands many of the short term
and long term sequelae of this delivery method. rEsearcher’s personal pregnancy and
delivery experiences were not shared until afterdbnclusion of the interview, if at all.
This was done deliberately to keep the focus omébkearch participant during the
interview. These identified areas could be soufoepotential bias in this study.

Bracketing. Bracketing is a method used in qualitative resebgctvhich
researchers acknowledge their prior knowledge apdréence with the area being
studied, and continue to be aware of this priondedge throughout the entire research
process (Morse & Richards, 2002; Tufford & Newm2d]2). In order to maintain the
value of a study, the type of bracketing shouldndentified (Gearing, 2004). Reflexive

cultural bracketing was utilized in this study. Tibeus of this type of bracketing is to
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clearly identify the researcher’s values, histawlfure, and background before the
investigation (Gearing, 2004).

Prior to meeting with participants, the resear¢hek time to reflect upon her
background as a patient advocate, nurse-midwiseareher, and mother. As previously
mentioned, the researcher believes that women tloamsistently receive unbiased
information prior to making a decision about whetteehave a VBAC or RCS. In all but
one instance, the researcher personally knew th&@ans or nurse midwives that cared
for the women during their pregnancies or labossilteng in VBAC. The researcher is
employed at a facility in which several of the pairym cesareans and VBACSs occurred,
and has intimate knowledge of the institution’serd, guidelines, and policies. As a
doctoral student, the researcher has extensivelkdge regarding the risks and benefits
of VBAC, and is aware of previous qualitative resbahat has been done in this area of
study. The researcher experienced a high risk pregnand emergent cesarean, did not
have a second pregnancy, and therefore did notthawvepportunity to VBAC. The
researcher also acknowledged that by participatinigis study, these women were, in all
likelihood, looking favorably upon their VBAC expence.

These topics were written down, reflected upoorao interviews, and again
during the review of transcripts and audiotape® fdsearcher made every attempt to
remain neutral. This was done by reflecting upanrbke as a researcher and student,
being aware that she was no longer in the rolengileyee or colleague.

Data Analysis

When analyzing qualitative data, there is a baldode sought between the rigor

of essence discovery and mindfulness to detaild8lamwski, 1993). Qualitative analysis
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begins with the reductionist organization of ddtalit & Beck, 2012). During reading of
transcripts, which was often accompanied by simelbas listening to the audiotapes,
notes were taken regarding impressions and possabtégorizations of data.
Categorization is a widely used procedure, anslkihiown to be a fluid process which
may be added to or changed as the process of dgtaipation and analysis progresses
(Polit & Beck, 2012). It involves mindful readingttentiveness to detail, and finding
individual and clustered concepts within the dateese concepts were given a label that
forms the category (Polit & Beck, 2012, p. 558).

Coding of data was done entirely by the researdfmlowing the initial
development of 8 categories and 39 subthemes atiaenhs then reexamined. All
transcripts were reviewed again while listeninghte® audiotapes. Exemplar participant
guotes for the themes and subthemes were extriotadhe transcripts. After this
review, themes and subthemes were reexamined,isecusded with the researcher’s
dissertation chair and another committee membecdofirmation. This review and
discussion resulted in the development of 4 themnels21 subthemes that seem to
adequately summarize the data.

Provisionsfor the Protection of Human Rights

This study was submitted for IRB approval througarijuette University.
Participants were protected from emotional harminduthe research by the offering of
debriefing sessions during which they could askhfrquestions after the conclusion of
the interview.

For those who are sharing their birth experiensegly participation may result

in revisiting a time when they were psychologicaiynotionally, and/or physically
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vulnerable. This may result in the uncovering obéionally laden memories (Anderson
& Hatton, 2000), and participants were informed th& was a potential effect of
participation. Referral resources were availabtetiose participants who might have
experienced psychological distress after sharieg thrth story. These resources
included support groups from Milwaukee and Waukeshaties, as well as referral to a
MCW psychiatrist specializing in women’s mental liegssues. However, no
participants needed these referral resources.

Participants were assured of the confidentialityhefr information, and the
methods employed in the protection of it, includdegidentification of their data. They
were informed of their right to refuse to partidgpauring any point in the process, to
refuse to answer questions, or to withdraw comflétem the process without fear of
retaliation. No participant ended her interviewdsefshe indicated that she was done.
Participants were treated respectfully, courtequsiyly, and without prejudice during
all stages of the research process (Polit & BeGk22

Limitations of the Study

Diversity of health care providers is desired iis $tudy, so both CNM and
physician patients were interviewed. All participawere obtained from southeastern
Wisconsin. Therefore, the limitations of the geqdna area were reflective of regional
practice influences.

Qualitative sample sizes are generally small (Retcbewis, & Elam, 2003). As
discussed previously, the researcher had init@fyned for a sample size of 12.

Thematic saturation occurred by the eighth intevvidpon completion of the twelfth
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interview, the researcher was contacted by a wontenwas interested in sharing her
story. The additional interviews served as vertfaa

The sample included only English speaking partitcipaEfforts were made to
seek diversity in the types of healthcare provideisnts, and healthcare delivery
settings.

Chapter Summary

Throughout the research process, consistent wigmanist perspective, women
and their interests remained central. It was tkeniiion of the researcher that women feel
valued and validated through participation. Aftbtaoning an appropriate sample,
studying transcripts, listening to audiotapes nuwusgtimes, using iterative coding,
themes and subthemes were identified and revievitedfaculty. In Chapter 4, the

findings of the research are discussed.
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This chapter contains the study findings. The damayaigcs, obstetric, cesarean

birth and VBAC history of the participants are ddsed first. Participants were generous

in sharing of their time, experiences, and perspest In keeping with the feminist

philosophical framework, quotes of the participaares used to describe their

perspectives. Four major themes emerged from takysia of participant descriptions of

their prior cesarean and VBAC experiences. Thedede perspectives on cesarean,

informed decision-making, perspectives on VBAC, aesgarean resolution. Each theme

and its related subthemes, shown in Figure 3,beillescribed, followed by exemplar

guotes from participants.
Figure 3
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Demographics

Thirteen participants ranged in age from 24 -4@haimean age of 30.9 years.
Nine were married, and four were single. The edandévels of participants varied, with
two identifying themselves as high school gradydtas reporting some college, one
with an associate’s degree, one with a Bachelatgek, four with a Master’s degree,
and one with a Doctorate. Three participants idiedtthemselves as African American
or Black, and 10 identified themselves as Caucawmiaihite. Three had received care
from CNMs at some point during their pregnanciebidh, and 10 exclusively saw
obstetricians. Participants experienced VBAC at fiospitals in southeastern Wisconsin.
Three of the hospitals were tertiary level hospjtahd two were community hospitals.
Eleven of the VBACSs occurred in tertiary settingsd three occurred in level 2
community hospitals. One participant had experidrE® BACs. Two participants were
pregnant at the time of the interview, and bothen@anning on another VBAC.

The indications for each participant’s cesareanoartlined in Table 31. The time
between cesarean, and the time since the VBACIsogeesented in Table 31. The
length of elapsed time since the last cesarearetafigm two years to seven years. The
time from the last VBAC (one participant had expeded two VBACS) ranged from one
month to three years. Nine participants had expeeeé VBAC within the last year prior

to their interviews.
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Table 31 Participants’ Obstetric History

Participant #of #ofPrior #of Cesarean Preceded Indications for Time Since Time Since  Epidural VBAC
Prior CS VBAC By Elective Initial Cesarean (s) CS (yrs) VBAC for VBAC  Attendant
NSVDs Induction

1 0 1 1 No Breech in labor 4 <1lyr no Physician

2 0 1 1 No HELLP 5 <1lyr yes Physician

3 0 1 1 No Arrest of descent in second 4 <1lyr yes Physician
stage, fetal tachycardia

4 0 2 2 No Arrest of dilation X2 5 <lyr no Physician

5 2 1 1 No Placenta previa 2 <lyr yes Physician

6 0 1 1 No Oligohydramnios, fetal 7 3 yrs yes CNM
intolerance of labor

7 0 1 1 No Maternal fever, arrest of 6 lyr no Physician
dilation

8 0 1 1 No Prolonged second stage, 2 < 1yr no CNM
failed forceps, failed vacuum

9 0 1 1 No Breech at 36 weeks, version 5 2 yrs yes Physician
attempted, scheduled CS

10 0 1 1 No Breech at 39 weeks, no 4 <1lyr yes Physician
version

11 0 1 1 Yes Arrest of dilation, fetal 4 <lyr yes Physician
intolerance of labor

12 0 1 1 No Breech at 36 weeks, no 4 2 yrs yes Physician

version by maternal choice
13 0 1 1 Yes Arrest of dilation, fetal IOL 2 <lyr ey Physician
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Theme 1: Perspectives on Cesarean

The first theme was perspectives on cesarean. &srsim Figure 4, within this
theme were 8 subthemes of the unexpected or untvaatare of cesarean, fear,
interactions with healthcare providers, self-blatreyma, physical separation from the
baby, memory loss, and physical recovery.

Figure 4

Theme 1: Perspectives on Cesarean

Unexpected
or unwanted
nature of
cesarean
Physical
Fear
recovery
Interactions
Memory Perspective with
on
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Physical
separation Self-blame
from baby
Trauma

Unexpected or unwanted nature of cesarean. For most (9) of the participants

who had experienced a “normal” pregnancy, the eesawas an unexpected event. One
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participant reported “it was totally, you know, @wgrise”.In at least two instances, their
visions of their desired birth experiences werstsong that they overshadowed
information given to them in childbirth classes,igththey ignored. The reason stated by
one was as follows: “because | don't really knoware who has had one [cesarean],
and so | just kind of assumed that I'd have a valduirth like everybody | knew”.

Another stated, “I was like daydreaming about balared all this other... I'm not going

to have that [cesarean]”.

Four women had cesareans at full term that werengld due to a pregnancy
complication. Participants expressed their indigappointment and resistance to the
decisions. Even in instances in which a cesareamantficipated, when women had time
to contemplate the process, they described it bemegpected. For example, two women
shared their perspectives on the unexpected orntedaature of their cesareans when
they were diagnosed with term breech presentatsne explained, “He was frank
breech a week before my due date and so that wgswesy disappointing for me and it
was a hard time”. A second woman with a similasadion reported:

The OB met with me and shes liokay, here are the
options, we can do a version you know or you cah ju
schedule a C-section”, and I'm like, “well heck iy not
scheduling C-section, let’s get this baby turn&b”
scheduled a version.l was really disappointed that it didn’t
work, and so | cried a lot for those couple weeksing up.

Fear. In addition to being unexpected, the process pliagecesarean was
accompanied by fear for the wellbeing of themsetwetheir babies. As one woman
stated:

Well, it was kind of unexpected, my [baby] cameefprm].

So, I ended up at [hospital], and it was reallygunestion that
it was going to have to be a C-section becausewfrhuch
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danger | was in. | had [life-threatening conditmmn
pregnancy].
Women explained that fear of potentially negatiwréhioutcomes for their babies

was made clear to them. They viewed this as tihenade for their cesareans:

| had only dilated to 3 and hadn’t made any moogpess...|
just remember hearing the beeping, rapid beeping®n
monitor and they were saying that [baby’s] heae meas
different and so [baby] was trying to descend basmit
making much progress, and then [baby] was tryingtover
and it was just too difficult of a situation aneyhdidn’t want
to put [us] at risk much longer.

Another woman had concerns about her baby durlmy l&he shared the
following story:
| went in for ultrasound and my fluid was low in rbgg so
they had they made me go into labor that day. nBufbaby]
wasn’t cooperating with the contractions, heawt raas
dropping. And when they busted my water bag thatigh
when they noticed there was no fluid in my bagth&y had to
put a mask on my face, oxygen machine, and theshiall
had to get a C-section.

Some participants’ fears werdéher compounded by less than favorable
interactions with healthcare providers. Particisaeported that these interactions left
them feeling unsupported at a time in which thegdeel that.

Interactions with healthcar e providers. Participants shared their perspectives of
interactions with healthcare providers during #i@or experience leading to their
cesarean. Two women who experienced unplannedesgsashared instances in which
their concerns were not heard, or they felt unsuegdauring labor. The following are
examples of the participants’ perspectives on aaions with healthcare providers:

| was feeling a lot of pressure and | kept saymthe
nurse..l feel kind of like | have to go to the bathroondashe

was like well, you know that’s probably just thébggushing
down and well with each contraction you are justifeg a lot
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more pressure and then it kept for another half hod my
contractions were really very strong by that pasot)] kept
saying | have a lot pressure and | really feel likave to go
to the bathroom so finally the nurse checked mel aveak 9
cm. dilated and [baby] was breech and that's wihenvgas
like... we're not going to have a vaginal birth. We arengo
to have an emergency C-section.

Another woman shared her experience with her pargidShe shared a story
about pushing during the second stage of labor.
It was late at night and | kind of felt a littlestued during the
whole thing when | said | was ready to start pughirpushed
for about 2 and ¥z hours and [baby] wasn’t coming diney
assumed [baby] was stuck because of [baby’s] simeecthey
thought [baby] was so large and so they took nferia C-
section. At that point | really didn't care.
As reported, some women described interactionsrésaited in them feeling
unsupported and not heard. Other women blamed tleessfor their cesarean.
Self-blame. Women expressed feelings of self-blame relatedd cesarean.
One woman explained it as, “I just couldn’t beligkiat | was failing...”. Other
participants blamed themselves for a perceived ¢digkeparedness for labor, as well as
not fully recognizing the risks associated withuntion of labor and cesarean. This
perception of self blame extended to challengeswmered with a newborn, and the
influence that the cesarean may have had on the Bate woman shared her perspective
in the following exemplar quote.
| always feel a regret that | made, | felt like hde
[baby]come out early, [baby] had trouble breastiiegd
[baby] had trouble pooping, trouble sleeping, [Jaiad
reflux. | feel like all these things, if | had [bgbvaginally,

would | have saved [baby] from having this... | cadrdame
everything on the cesarean with this child on that.
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Trauma. Several women used the word “trauma”, or a reltdem, to describe
their cesarean birth experience. This subthemeaafita was described as being physical,
psychological, and emotional. For one woman, untbteceive an epidural due to a
preexisting condition, the process of being putarrgkeneral anesthesia for an emergency
cesarean was traumatic. She had labored to congplat®n with a breech presentation.
Another woman, receiving information from a new gigian after review of her cesarean
records, came to the realization that her firsaoesn was probably not necessary. This
resulted in feelings of having been put throughegassary trauma. Another participant
shared her memory of the emotional and psycholbgi@ama she experienced while
observing her complicated cesarean in an operadio@g mirror:

We didn’'t know if he was going to be alive or heuibhave
cerebral palsy, we didn’t know if he’d have somedkof nerve
damage. So the last thing | saw was his neck wiegavery
time they tried to pull, so it was kind of horrificYou know |
don’t think about it every day but when | do taboat it, | feel
shaky and still feel upset.

This perspective of trauma was not only experiermethe participant, but by
their loved ones as well. Four women shared tteit thved ones had identified the
experience as traumatic. One woman stated, “I thenlvas worried, more worried after
the fact you know, he was telling me that ‘I thougbu were dying’.” For another
couple, the experience was so difficult they detitbewait longer than they had
previously intended before becoming pregnant againsome participants, trauma was
further complicated by a physical separation froeirtbaby.

Physical separation from the baby. The perspective of cesarean included a

physical separation from the baby within the delpv@om. The physical separation that

was experienced had negative ramifications on mgnand breastfeeding. Furthermore,
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it was emotionally distressing and a source ofgpsantment to the women. One woman
shared her perspective in the following words:

| remember not even feeling like | was bondinghvthe baby

because | just frankly, | felt like | could barejgt ahold of

myself let alone focus on... | remember them brindlvapy]

over in the C-section room, and | was just likethet baby

away from me, because I'm going to die right now.

Women were distressed by being phylsisaiparated from their babies shortly
after delivery. At times, this distress was acconi@a by memory loss.

Memory loss. Five participants described a sense of memory tdssyt being
entirely aware of what was happening during theuezs and for hours following the
surgery. Two women experienced the birth and evam®unding it as “a blur”. One
participant had general anesthesia and needed merpbstpartum for pain control and
stated, “they had me on morphine, basically, ferfttst 24 hours after my daughter had
been born, I don’t remember”. Another reportedethember going into the Cesarean, |
remember seeing her, and that’s about it”.

Physical recovery. The physical recovery of cesarean was painfuiicdit, and
accompanied by a need for assistance with selhamdborn care. One woman shared, “It
was nerve wracking because you're not quite suiehwiays you're supposed to move,
what you’re supposed to do, you're going to hudnjnmcision, what can you lift, what
can't you lift...” . Another woman stated, “Recovdrgm the C-section was rough. It
was bad, but you know [ really didn’t know any di#nt”. The physical recovery often

took longer than women expected. Three women gstimates of total recovery time

that ranged from 8 months to several years.
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Summary. The perspectives on cesarean were complex. Thbesubs of
unexpected or unwanted cesarean, fear, interactidhdealthcare providers, trauma,
self-blame, physical separation from infant, memosg, and physical recovery were
experienced in differing degrees and combinationsray participants. Not one
participant described their cesarean as a whokytige experience.

Theme 2: Informed Decision Making

The second theme, shown in Figure 5, was infordemision making. Subthemes
included timing of the decision, research, the trgfwothers, and role of the healthcare
provider. Each participant described her own imtligl process of TOLAC decision
making. Each woman'’s story differed in timing oéttiecision, the research involved,
and the weight given to the input of others. Howelsg far the most influential factor in
the decision to have a TOLAC was the role of thaltheare provider sharing

information, especially the discussion of riskssusr benefits.
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Figure 5
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Timing of the decision. The timing of the decision varied greatly among the
women. Eleven participants had decided to attem@dtACTs prior to the onset of labor.
Four of them described that their decisions to VBA& e made prior to their subsequent
pregnancies. One woman stated, “I think | just hted a VBAC before | was even
pregnant... | just really wanted a completely differexperience”. Another participant
explained,”l think just automatically | felt after | had mydt daughter in a C-section |
just knew me and my husband were going to havehanone...l was going to do
vaginal birth.”

Two women decided to attempt a TOLAC while in lad®oth had planned and

scheduled repeat cesarean deliveries. One paritdiaa ongoing discussions with her
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physician about VBAC, and she had decided to haep@at cesarean. However, after
going into spontaneous labor, she was again coeshsegarding a VBAC and was
encouraged by her physician to receive an epidgealcelief from her pain, and then
make a final decision:

| kind of on the whim decided let’s just do it ayml know |

got to the hospital at 7 cm. dilated already... Andst

seemed that | didn’t know which one was the safase..!

didn’t want to be selfish in my choice. | didn'eaw to be like

| want vaginal birth..l. didn’t want to be all about me. |

wanted it to be you know the best for the babyiatite C-

section would have been best, | would have done it.

The other participant had arrived at the hospital lsad planned on a repeat
cesarean with a tubal ligation. Though she hadmexpeed other vaginal deliveries prior
to her cesarean, she did not think that she caelided vaginally after a cesarean, as her
physician had simply scheduled a repeat cesarediffekent physician was on call when
she went into labor:

the doctor that was there when | was in labor sieadly kind
of mentioned you don’t have to have a cesarears&they
was prepping for me to do an emergency c-secticause my
water had broke...and, so | decided to talk it ovith wy
spouse, and | came to the conclusion that I'm gtorgave
him vaginally. | don’t want no c-section.

As discussed, women varied in the timing of theiglen. The
participants also varied a great deal in the rarigesearch that they did in
making their decision.

Research. Research on VBAC decision-making was highly vagadrhong the
participants. Four women discussed how they soudiiitimation to assist them in their

decision. One woman explained that she was engedray reading other women’s

stories, but that she tried to avoid other intemigrmation that might be frightening or
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inaccurate. Another participant shared that, “TGAN website was key....what totally
calmed my fears was reading the b&lent Knifé. Another stated, “I started
researching when my daughter was about two...doagntlernet and then | read the
VBAC Companich Participants’ methods of researching VBAC variadd they
indicated their abilities to filter the informatidhat was most helpful to them. However,
they did not filter the input of others, but ratheok it into consideration.

Input of others. Participants described the input of others in mgkireir
decisions to have TOLACSs. Participants spoke warblyut the support they received
from their partners, understanding that the pastnaght have their own fears. One
woman stated, “He knows how stubborn | anhe.better be on my side. I'mon a
bandwagon on this one”. Another participant shanatl her partner also researched
VBAC, “we looked up research together, and we visgtiag to make the decision
mutually but he kept saying this is your body...whkateyou want to do it is your
body...I'll support you”. One woman explained thaeshscussed VBAC with her
partner “ | talked to him about the pros and thiescbut, | don’t know if he just trusted
me because I’'m the mom or because I'm a medicaigeo but... he never questioned
my decision”. The partner of another participansviearful during labor, “so he was just
scared, scared about what happens if it happems, dge then once | got in there and
started pushing, he was all for it.” Partners aginegh the participants’ decisions, and
were reassured at various points in the procedsrmnthe participants were reassured by
the information they received from their healthgareviders in making their decisions to

have VBACs.
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Role of the healthcare provider. Participants spoke at length about the central
role of their healthcare provider in making theidien to attempt a TOLAC. These
discussions also involved a discussion of risk,clwlwomen consistently remembered as
centering on the risk of uterine rupture. Desphettisk of uterine rupture, women were
reassured by the balanced information that wasdghaith them by their healthcare
providers. The discussions occurred as early as frithe first cesarean, began early in
the next pregnancy, and were identified as ocogithnoughout pregnancy and labor.
Women recalled feeling encouraged and supportegtdayhealthcare providers in their
VBAC decision. One woman shared, “[Healthcare piexji kept telling me ‘you’re
young, athletic, you should try this, you shouldthis. | think that it's safe for you...
you're a perfect candidate to do a VBAC...””. Anottpgarticipant shared the
individualized counseling that she received:

So at seven weeks when | went into see [healthwareder],
God bless [healthcare provider], that was one effitist
things [healthcare provider] asked ..."you had a Ctiea.
Let’s talk about how you want to deliver”, and befd was
even in an exam room, we just sat at [healthcareighr’s]
desk in the office....talked about the risk and beseff each
and | just thought that was exceptional in termgheftime
spent with the patient... [Healthcare provider] nealhs
extremely thorough, and didn’t you know, sugar celat the
risks were, but given my reasoning for the firss&tion,
thought | was a good candidate.

One participant had two prior cesareans, one thatdllowed an unsuccessful
TOLAC, and actively sought out a healthcare provttat would support her in her
desire to attempt another TOLAC. She was in oneipglan’s office for a consultation

when she received a phone call from another prarsiho agreed to assist her in a

TOLAC after two prior cesareans:
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I’'m not sure what made me even think about a VBAZLS w
possible. There was a lot of prayer involved | eember that
and I'm not entirely sure why | thought this wage\an
option...I couldn’t imagine trying to juggle the famhaving
to submit to the knife every time. | was in Dr. fima]'s office
when | got the phone call from Dr. [name]’s thawill try this
with you as long as you have the right scar.... worduce,
but I'll augment, and that is all that | will do.”

A patrticipant who had already decided to have a AOlwas seen for a prenatal
visit by a physician partner of her primary phyarci This participant had researched
TOLAC, was supported in her decision by her primanysician, and was given the
following information from her physician’s partner:

...I said I'm not scheduling a C-section I'm havinyBAC
and she said “oh well you know there’s a 1% riskitefine
rupture”, like just boom... and of course | knew tHait like
just the negative scare tactic connotation verstis avC-
section | have a fairly high risk of blood loss and blood
clots...and all that other kind of thing that goes alonthwi
major surgery. Of course she didn’t mention anthat she
just said, “you know there’s a 1% risk of uteringpture.”

This exchange revealed the VBAC practice differsrtbat may exist within
groups of healthcare providers. Despite this ittéwa, the participant remained
committed to the decision that she reached witlpherary healthcare provider.

One participant reported a particularly negativteriaction with a physician who
was not her primary healthcare provider at 41 Ykaeestation during a routine
antenatal testing session. Her regular provid@i\N#1, had been supportive of her
decision to await spontaneous labor and attem@IaAC. Despite this negative

physician interaction, the participant remained ootted to the decision she reached

with her CNM:

[Physician] looks right at me as I'm sitting inghehair, and
[physician] doesn’t have a good bedside manner, and
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[physician] goes you know babies can die in thagkt? And

| go yah, well this one’s not. [Physician]’s likee have to be

prepared.... | am bawling, and | left so, so angngl af course

my husband is freaking out, my mom is freaking out.
This participant proceeded to go into spontanealgriwithin the next 24 hours. This
physician with whom she had the negative experigrazpresent for her VBAC. While
she had this previous negative interaction withghgsician, the support she received
from the nurses counteracted this, and contribidedsupportive birth environment.

Summary. Each woman had a unique way of reaching her aectsi attempt a

TOLAC. For some, the decision was reached aftergitheir own research from a
multitude of sources, and others based their dewdargely on the recommendation of
their healthcare providers. Women felt supportethieyr partners in their decisions, and
in their decisions to change their minds. Some womented to attempt a TOLAC even
before becoming pregnant again, while two womemghd their mind about a planned

repeat cesarean during labor and subsequently BACS.

Theme 3: Perspectiveson VBAC

The theme of perspectives on VBAC, shown in Figyrencompasses the
physical, emotional, and psychological aspectfi@fetxperience. Identified subthemes
include control, interactions with the healthcazam, fulfillment, infant bonding, and

recovery.
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Figure 6

Theme 3: Perspectives on VBAC
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Control. Nine participants described specific aspects df thésequent
pregnancies and TOLAC in which they exerted conitiiin their experience. In some
instances, their actions were in direct conflicthwiroutine” prenatal medical advice and
practice. One participant identified that additiomi&rasounds were sources of stress to
her, so she “kinda got out of it". Another part&ig who had experienced a failed
TOLAC, delayed the onset of prenatal care untilfligtr month of pregnancy to avoid a

discussion of repeat cesarean.
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Participants described taking control over thdiolaexperiences, and acting as
their own advocates. It was as if they were takiatjpons to prevent the previous
experience(s) from reoccurring by caring for thelvesseduring labor. One woman
explained her decision to eat prior to going tohibspital, as she knew the hospital staff
would not allow her to eat once she arrived. Anoth@man who arrived in early labor
decided to leave the hospital, much to the conaterm of the staff, and return when she
felt symptoms of active labor. A third participastitared that she requested no resident
physicians care for her, to avoid possibly encaumgeone who had performed her
cesarean.

Women exerted control during the second stadebair. One woman shared a
desire to prove that she could deliver vaginalhd o overcome a negative perception:

So you'’re in this stigma that you can’t do it arviously |
wanted to prove everybody wrong that | can do itchdse to
just wait with the second one instead of as sodrfesthat
pressure. | didn’t stay hey | need to push likest j| waited,
and the second one he was down a lot farther, andHed
for 15 minutes and he was out. It was so easy.

Another participant described control and self-adwoy after delivery. She had
sustained some lacerations, and her healthcarédpraecommended repairing them.
The participant requested that nothing be donehanghysician respected her wishes.
This positive interaction with the healthcare pd®riwas one of many that were
experienced by participants.

I nteractions with the healthcar e team. Participants described interactions with
the healthcare team during their labors that weegall very positive. These interactions

appeared to normalize the birth experience forre¢wveomen, as described in the

following quotes from two women:
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When | started pushing it was so quiet in the roamothing
like you see on TV..l said “everybody’s so calm” and then
they all started laughing and said “you’re the baging the
baby”. Anyhow, it was just so peaceful... everyoneds
quiet...they were so encouraging...

It was just two nurses, [healthcare provider], amyd
husband. They took off the end of the bed andlfheare
provider] just kind of perched on the end, it wast jvery low
key. The nurses were on my side, my husband wéseon
other side...we were all just kind of chatting.

Women shared instances in which they felt suppditeshembers of the
healthcare team. They spoke of positive interastisith OBGYN physicians, CNMs, a
nurse- midwifery student, and anesthesiologistseliomen’s narratives specifically
addressed nursing care, their perspectives wergalstive. Participants shared that the
nursing staff seemed impressed and amazed by VB#&h though they worked in a
hospital with a high volume of birth®©ne nurse brought a “very calming presence which
was good” into the VBAC experience. One participaatving delivered in the same
facility less than two years earlier, spoke of tineses as “old friends”. Another
participant shared “You could tell they were albtiog for me to have this baby
vaginally...they all knew that | wanted to have tlagwal birth.” Women’s perspectives
of their interactions with members of the healtled@am resulted in feelings of being
supported, valued, and validated in their decistoBAC.

In a previous section regarding the role of thdtheare provider in the decision
making process, a negative experience of a paatitiyith a physician was discussed.
The participant reported a discussion regardindehgth of gestation and increased risk
of fetal death. She stated that this discussigteined her. This physician was on call

when this participant went into labor. The pridieiraction negatively impacted the

participant’s perception of the physician and dbution to her care. However, she spoke
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highly of the nurses that cared for her, and witfof what it might have been like had
her primary provider been present.

The nurses were pretty cooln fact, it was the same one that
checked me when | first came in. She was like, “¢ame
back. | was hoping to have you.” That was prettyi.co
[Physician] just wasn't like presentlt.wasn't like

[physician] wasn’t supportive, [physician] wasndtn
encouraging. [Physician] was just like non-theredidlit,

and like “couldn’t you celebrate a little bit mdiee [primary
healthcare provider] would have been celebrating!”

The interactions with the healthcare team weré¢Hemost part, very positive.
Nurses were influential in creating a safe, calmiremment for the participants. This
contributed to the women'’s perception of fulfillmen

Fulfillment. When discussing their VBAC experience, every pgudict was
animated and positive. There was much laughterfisadvomen were moved to tears.

Descriptions of VBAC included the words “euphoriggxhilarating”, “spectacular”,

“awesome”, “incredible”, “amazing”, “poetic”, angodwerful”. The following excerpts are
from the narratives of three women:

[As one said,] | felt kind of powerful .l’d gone
through labor...and | pushed it out....my husband asasays,
| love him for this, “you’re just such a strong wamand to
see you go through that and to push her out wagiagia

[The second stated,] | mean it was the crowning
achievement of my life. Of my life. Oh boy, realiywas the
most beautiful experience of my entire life andd id drug
free.... You know, it was really profound, it was nray. |
mean it was a profound change in my life. It gaveesuch self
acceptance..And | just felt like | am so contributing to
womankind.

[And the third,]...and | had in my head the thingatth
wanted, my bucket list, climb a mountain, run aattaon,
birth a baby. And when | had the C-section | wealy
pissed, I'm like you just took away and now I'mdilalmost



202

[age]. I'm not going to have a chance to birthady.... I've
already ran a marathon, | birthed a baby, anddeteMount
Kilimanjaro ready to go in my mindl.was basically euphoric
afterwards and you know just it couldn’t have bbetter...|
mean | like wanted to shout from the rooftop. 1 gy
The experience of VBAC was one of fulfillment tbie participants. This
fulfilling experience continued with prolonged pmis of contact with their infants.
Infant bonding. Participants described positive, prolonged perafdsonding
with their newborns following their VBACs. They dgoof their babies not being taken
from them, and of this being very different froneithcesarean experiences. One woman
shared, “ They never took [baby] from me....So thasweally, really nice...big surprise
to the two of us because... it wasn't like that befar all”. One participant who
experienced memory loss after meeting her chiler dfer cesarean reported
remembering every part of her subsequent VBAC.s phblonged period of infant
bonding post VBAC resulted in two participants ddsng ease of breastfeeding
initiation. One participant was very open with perspectives on bonding differently
with her two children. Another verbalized her betleat her children are different
because of the ways in which they were deliverdthofigh participants contemplated
differential effects based on type of delivery ythhemained unsure of expressing a
causation connection. The positive experiencesBA® and infant bonding were
followed by a recovery period that differed froneithcesarean recovery.
Recovery. Participants described a range of physical leve&nergy in the early
hours of their recovery. Some were tired, some \passically exhilarated to the point of

being unable to sleep, and two described feelinly tieed and exhilarated. All

participants reported easier long term postpareroveries, though one participant
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stated that her VBAC recovery length was “not aglaicker” in duration, due to an
extensive vaginal/perineal laceration and repdirmamen verbalized being able to
move much easier after a VBAC, which positively anfed being able to care for
themselves and their children. One participantesthdrfelt like superwoman, like my
body did it and I'm healing and everything, it weasy, everything was just easier the
second time around with the VBAC".

Summary. Within the theme of perspectives on VBAC, all papants exerted
control through their conscious choice to attempOa.AC. Many shared specific
examples of self-advocacy and self-care duringlgw@sion making process, as well as
during labor, delivery, and recovery. As discusisetthe prior section, the relationship
with the primary health care provider was pivotal anly in making the TOLAC
decision, but in remaining resolute when faced wittmidating challenges to this
decision.

Participants, with one exception, spoke highlyha&f health care team with whom
they interacted. They felt supported and encourbgetie nurse-midwives, nurses, and
physicians who cared for them. Nurses were comglgtelentified as positive for their
support, and at times being able to counteracgatne physician interaction.

All women described their VBACSs as positive expecies, and two pregnant
participants were planning to have another. Thee&pce of VBAC was described as
powerful, life changing, and altered how women pated themselves. They reported
VBACSs resulted in increased opportunities for inffaanding, improved initiation of
breastfeeding, and earlier resumption of activig tb less pain and no need for major

abdominal surgical recovery.
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Theme 4: Cesarean resolution

Participants shared a process of cesarean resglshiown in Figure 7, which
was an individual process of coming to terms wliirt cesarean births. Subthemes
included coming to terms with cesarean, advisosgdmen, and advisors of healthcare
providers. Women shared their experiences, andritbeledge they had gained, acting
as advisors to women and to healthcare providers.

Figure 7

Theme 4: Cesarean Resolution

Coming to
terms with
CS

Cesarean
Resolution

ﬁg::iﬁg;g Advisors to
providers women

Coming to termswith cesarean. Four women spoke of understanding the
necessity of their cesarean deliveries, of acceptantheir experiences, and of the value
of the VBACs. One participant stated, “for her $@afend for mine... that was best
decision (cesarean)...For safety purposes, I'm gléid it... At that point in time, |

didn’t see a different option.” After a difficulesarean experience, the VBAC resulted in
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one participant being able to “push that memorgdoean) aside, and | have the memory
of this really, really positive experience andth#se wonderful people that took care of
me”. This experience, and others similar to ituhesl in women wanting to encourage
others to have VBAC.

Advisorsto women. Every participant verbalized that they were glagytbhose
to have VBACs , and two pregnant participants ideshto repeat their decisions.
Participants shared their gained knowledge, andiinach advice and encouragement to
share with other women. One woman stated, “| tlaimét of women need to understand
that there is the alternative out there...peopledareg it basically every day...”.
Another participant advised, “If your doctor salysihealthy and you know that you're
are good candidate for it...you should go for it ‘saiut really is a wonderful
experience...”. When thinking about uterine ruptus&,ranother participant stated:

The uterine rupture risk makes people so scaretiwdien you
look at the actual statistics in terms of a .08%na® of uterine
rupture, and the chances of that actually beingstadphic
were even lower. 1 just think that sometimes thased as a
scare tactic.

Advice they shared was not solely about choosing&Bbut also included
wisdom about pregnancy, labor, books to read, &sel o do research, and inner
strength. While all participants were pleased whiir VBAC experience, as one
participant advised:

... go with what you feel is best for you. Go withat you
take into consideration, what other people’s stonmy be, but
your own story is what matters. Whatever you fesdtland

comfortable for yourself is what you need to daj areate
that story for yourself.
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Women also had advice to share with healthcareigeos. Specific
recommendations for patient education were shared.

Advisors of healthcare providers. Participants also shared knowledge they had
gained and recommendations with healthcare provider two women, their desire to
teach healthcare providers about VBAC was so sttioaigthey felt compelled to invite
students, residents, and other providers to ppdieiin their labors and births in an effort
to make them comfortable with the idea. Women bbb suggestions for healthcare
providers who counsel women about VBAC. One pardict recommended that
healthcare providers should be “encouraging ang@tipe and give as much
information as possible”. Another woman recommerttiatl cesarean should not be
“such as easy option for people because it isiausesurgery and | don't really feel like |
was quite prepared for the risks and the recoviéeyveard...”

Summary. Within the theme of cesarean resolution, women smflcoming to a
sense of acceptance about their cesarean. Thegalscadvice that may prove valuable
to other potential VBAC/TOLAC candidates, includitigg importance of making one’s
own decisions, and suggesting resources. Partitsigdso had concrete recommendations
for healthcare providers on how to encourage apgat women in their decision
making.

Chapter Summary

In this chapter, the results of the research wezsented. The 4 major themes of
perspectives on cesarean, informed decision magergpectives on VBAC, and
cesarean resolution were reviewed. Each major thedenultiple subthemes that were

illustrated with representative quotes from papticits. In the upcoming chapter, the
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comparative experiences of cesarean and VBAC wikxplored in relationship to

currently existing research.
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Chapter 5 Discussion

In this chapter, the research questions are andwane comparative experiences
of cesarean and VBAC are explored. The themesrsppetives on cesarean, informed
decision making, perspectives of VBAC, and cesareaalution, as well as their related
21 subthemes, are integrated throughout the answeesearch questions and in the
subsequent discussion. Results are examined forthleeretical and practical
implications, importance, clinical significance datongruence with existing research.
Finally, the strengths and weaknesses of the siiltipe explored, and areas of
recommended future inquiry are outlined.

Resear ch Question #1

How will women describe the experience of VBAC?

Participants’ descriptions of VBAC were universgilysitive. The psychological
and emotional experience was described as healupioric, life altering, and fulfilling.
The participants described the profound impact VB#«d on their self-perception and
confidence as women and mothers, and how it pesjtimpacted maternal-infant
bonding and breastfeeding. These findings wereistam with those of two other
gualitative studies of VBAC experiences where wordescribed VBAC as a
“significant life event” (Fenwick et al., 2007, p85) and “as a significant aspect of their
femininity” (Phillips et al., 2010, p.882). In th&tudy, participants were overwhelmingly
positive about their VBAC experiences.

Women shared their VBAC experience as a journayliegan with their decision

to seek it out as an option. For some, this began {® becoming pregnant with the child
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they would eventually deliver by VBAC. For othetise decision was made during labor.
In the course of the VBAC journey, women describrdrting control. All participants
demonstrated control over the decision making @®ce€his exertion of control extended
into prenatal care and labor and delivery expeasnas they worked through barriers
towards VBAC, and acted as self-advocates. Thsgndar to the findings of
VandeVusse (1999a) in which women'’s birth storieseastudied for meanings of

control and decision making. It was found thatrii@e participants were able to share in
the decision making, the more positive were theiogonal responses to their birth
experience.

Overall, participants in this study felt supporteding their journey to VBAC,
beginning with informed decision-making. This sugpgame from both primary
healthcare providers and family members who epinevided information that was
critical in their decision-making, and/or supportkdir decision to VBAC. In a telephone
interview survey, women who experienced succeS8AC identified the input from
family and friends as being influential in theirc®@on making (Fenwick et al., 2007).
However, the support that participants in this gtxeteived from their healthcare
providers during decision making stood in starktcast with the experiences of women
in two other studies. Women in these other stupggseived that their decisions were
met with resistance from their healthcare providEenwick et al., 2007; McGrath et al.,
2010). The differences in the experiences betweestidies may be due to a current
shift in practice that is resulting from questiapithe safety of repeat cesareans and some

of the associated morbidities.
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An important finding within participants’ storie$ success was their personal
resolve to have a VBAC. When faced with challenginghreatening information from
others, the information and support participanteresd from their primary healthcare
providers served as reinforcement. Additionallysiniy labor, the caring support they
received from healthcare providers, especially egjreesulted in calm, positive birth
environments which normalized the experience fenthThe influential role of nurses’
caring behaviors on a positive birth experience svanlar to that found by previous
researchers (Hanson, VandeVusse, Harrod, 2001o¢ak®98; MacKinnon, Mcintyre,
& Quance, 2005; VandeVusse, 1999a; VandeVusse b)999

Participants described the physical experienceBAY choosing powerful words
including intense, exhilarating, hardcore, and p&dcin some cases, it was likened to
an athletic event, a desired physical challengewaa overcome. In all stories, women
shared that they were happy with their decisionaee VBACs, and for two pregnant
participants, they both intended to VBAC once aghira recent metasynthesis of
qualitative VBAC studies, while VBAC was describesilempowering, there were no
descriptions of the powerful physical VBAC expeger(Lundgren et al., 2012).

Summary of Question #1

As described in the third theme in Chapter 4, ttegence of VBAC was
overwhelmingly and consistently positive. Women eveupported in their decision to
VBAC by significant others and their healthcareyiders. VBAC was described as
being psychologically, emotionally, and/or physlig&leneficial by participants. The

impact of VBAC was not limited to the time of thelidery and postpartum recovery, but
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was a healing experience that brought increasefidente, self acceptance, and
profound change to lives of women.
Resear ch Question #2

How will women comparether experiences of CSwith VBAC in their birth stories?

Cesarean was universally described by participamtsnwanted and/or
unexpected. The cesarean was often describedyagefning, traumatizing,
disappointing, and culminating in feelings of faduWomen remembered feelings of
frustration, detachment, and a sense of not bezagdhby healthcare providers.
Participants grieved for the vaginal birth expecethat had been desired and
anticipated. These descriptions are consistentfimttings of other studies outlining
women'’s perceptions of cesarean section as deddnb@hapter 2 (Fenwick et al., 2003;
Fenwick et al., 2007; Phillips et al., 2010; Rydetl., 1998). For those that breastfed,
the cesarean recovery made it more difficult. Ruestative memory loss further
compounded the negative emotional and psychologiqagrience for several
participants. This phenomena has been previousigrited as possibly being an
indicator for trauma experienced during childbiittennedy & MacDonald, 2002;

Ryding et al., 1998).

The cesarean recovery period was consistently ibesicas a negative experience
involving significant pain. Women reported decrebs®bility, fatigue, and a reliance on
others for physical assistance in caring for théweseand their infants. These findings
were consistent with two prior studies where wordiscussed their cesarean and VBAC
recovery experiences (Meddings et al., 2007; Fenet@l., 2007). The issues of

cesarean recovery also had a negative effect @stieeding. These findings were
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congruent with those of a study by Zanardo et28110) where cesarean birth was
associated with delayed initiation and lower ratesxclusive breastfeeding. Three
participants of this study described postopergtizi@ that lasted 8 months to several
years after their cesarean. This finding was smidahose of Loos et al. (2008) in which
two years after a Pfannensteil incision for cesamahysterectomy, one-third of their
participants reported experiencing chronic pain.

In comparison, VBAC was chosen and desired byatigpants. While the
informed decision making process was unique foh @amman, central to all informed
decision making was the role of a trusted healthpaovider, and a valued conversation
regarding the risks and benefits of VBAC. The i@ supportive healthcare provider in
the decision making was similar to that describg®llley et al. (2002). In their small
study sample of five women, physician support veasfl to be an influential factor in
the decision to VBAC. In this study, the informeetsion making process empowered
women to make choices that were best for themneotssarily reflecting those most
convenient for their healthcare provider. Thesdifigs were in stark contrast to those of
McGrath et al. (2010), in which the healthcare jmexs were viewed by the women as
pro-Cesarean, and over-emphasizing the risks of @B2imilarly, Goodall et al. (2009)
found that prospective VBAC clients did not havewgh knowledge to make an
informed decision, were limited by statistical pabiity based information, received
indirect and sometimes leading communication, dtwhately relinquished control to the
health professionals involved in their care. Howewemen in this study experienced

highly participative informed decision-making, inding ongoing support that
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contributed to their successful VBACs. This mayaefchanges in practice patterns in
the past few years.

As was discussed in the section regarding reseprestion #1, the physical
process of VBAC, including the recovery period, wiascribed as overwhelmingly
positive. Conspicuously absent from the women’satees were descriptions of
debilitating labor pain. None of the women, inclhuglthe four women who labored
without epidural, described an inability to copehathe pain of labor. These participants,
to avoid the certain pain of a RCS and recovergseto experience the pain of labor.
The VBAC experience was associated with decreasadd of postpartum pain, earlier
resumption of normal activity, and the reports @imen’s abilities to care for themselves
and their children more readily. Participants thenedescribed levels of independence
and self-sufficiency that were in sharp contraghtar stories of cesarean recovery.

The emotional and psychological benefits of VBAGeexled beyond the time of
birth. For several participants, VBAC was perceiasd life goal that was met, and a
challenge that was conquered. Several women sgdkésdeing a profound experience
in their lives that resulted in self-acceptance laappiness. The ability to care for
themselves and their families resulted in desamgiof empowerment and pride. The
opportunity to experience prolonged periods of ega@nd easier initiation of
breastfeeding was highly valued by the participants their families. A recent meta-
synthesis of 8 studies of differing aspects of woimexperiences described VBAC as an
empowering “meaningful experience of importancetfi@m as women” (Lundgren et al.,
2012, p.7), which concur with the findings of tetsidy. For those women who had

experienced memory loss with cesarean, the VBACasgaeciated with mental clarity.
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Summary of Question #2

Study participants described their cesarean aghaiexpected/unwanted,
frightening, disappointing, and often accompanigddelings of failure and memory
loss. The cesarean and recovery period were accoetpby unexpected levels of
intense pain, in some cases chronic, difficultyhvidsteastfeeding, decreased mobility, and
dependence on others.

In stark comparison, the VBAC was chosen and ddsifhe experience was
emotionally fulfilling, and in some instances, d@sed as life altering. Women felt
supported and empowered in their decision makihg. WBAC recovery was described
as much easier and shorter in duration. Women teghdinat they were self-sufficient and
independent in caring for themselves and theidcéii, which resulted in increased
levels of self confidence.

Theoretical and Practical Implications

Vulnerability. Based on gender alone, women are a vulnerable gtoqul
Pregnancy adds another layer of perceived or rdakvability. Pregnant women who
have experienced a prior cesarean may be vulnei@btanipulation by fear during the
VBAC decision-making process. If the healthcarevjgter over-emphasizes risk, or
withholds information necessary for truly informeohsent, then a woman is
manipulated into making a decision that servesritezest of the healthcare provider.

Feminism. The principles of feminism outlined in Chapter 2dwd this research.
Women and their interests were central to everg@sp this study. The processes of

listening to women share their experiences, wlolesalering the deeper meanings of
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their stories during analysis, was a major strenfthis study. The gap that was
identified in the evidence concerning women'’s corapee experience of VBAC and
cesarean (Cunningham et al., 2010a) is a femsssiei. It is another example of women’s
interests being excluded from medical researcht@aiéte this topic has remained
largely unexplored. Only women who have experierima@ti caesarean and VBAC can
provide this valuable insight. This study servebegin to fill the gap in needed
comparative research.

Feminist research seeks to create social changeg®t, 1991). This study sought
to inform a change in the balance of power surrouqthe VBAC experience by
informing women about emotional, psychological, ahgsical benefits of VBAC as told
by the participants. A pivotal first step in wontaking control of their VBAC
experience is their conscious informed decisioohtoose it. Specifically, if women have
more appropriately informed participation in theiden-making process, the VBAC
option might be more frequently chosen versus regeesarean. As discussed
previously, the women in this study were informédhe risks and benefits of VBACs,
and their decisions were encouraged and suppoytétely primary healthcare provider.

This study sought social change through informieglticare providers about the
largely unexplored benefits of VBAC from the persjpes of those who experience it. It
will inform healthcare providers about the meaniutigéss of the VBAC experience in
the lives of women. The words of participants iis gtudy will also serve to remind
healthcare providers of the trust that women hawbem at vulnerable times in their
lives. It is hoped that this study will also setgecontribute to research that results in

increasing positive perceptions of VBAC.
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As outlined in Chapter 2 (p.33), the Wittman-Prldeory of Emancipated
Decision Making in Women'’s Healthcare (WPTEDMIWIdgntifies specific attributes
that must be present in order for a woman to makelyafree choice. These attributes
include reflection, personal knowledge, empowermanareness of social norms, and a
flexible environment.

Reflection is the process in which women consiteirtalternatives in healthcare.
In this study, there was a process during whicly tumsidered the options of RCS or
VBAC, and it varied between individuals.

Personal knowledge is a woman’s awareness of tematives in relationship to
herself. Each considered the alternatives withenabntext of her life, and how each
outcome would impact it.

Empowerment is reflected in this theory as beirgitiltormation and resources
that women are given by their healthcare providarsheir reactions to information that
they found on their own. Women in this study wergewered in their decision making,
and through the support they received for theiigiecs.

Awareness of social norms is defined as being athatesociety places more
value on one or more of the alternatives beingipgex When women are emancipated
in their decision making, they are able to make@sgion that serves their interests, even
if it is not socially popular.

A flexible environment is one that is conducivect@ange, and is one that allows
women to make an unopposed enactment of a chosesiate This was demonstrated in

this study by the facilities and staff being supiperof VBAC. Flexibility was also
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demonstrated by women changing their mind about €B#nd being supported in their
decisions.

Aspects of emancipated decision-making were destrly most of the
participants in the study. Ultimately, emancipatedision making was associated with
their VBAC success.

Practical Implications: Listening to Women as L essons for Healthcare Providers

Throughout the narratives, women had knowledgeth®at wished to share with
healthcare providers. In this section the impacatesfarean and the informed consent
process are described.

I mpact of Cesarean. The narratives revealed dramatic stories of thepeeted
nature of the cesarean. Even when the cesareaplavaged, it was described as
unwanted. As these women reported, cesarean enhoaccompanied by physical pain
and a prolonged recovery, but is often accompalyesignificant, ongoing emotional
and psychological pain. This psychological and éomai pain often occurred without
being addressed or acknowledged by their healthprareders.

One participant shared that while her cesareanuwaspected and unwanted, she
did recall positive aspects of it, as she felt @uted to the surgical process through the
communication and actions of the surgeon. The surggad an ongoing conversation
with her, describing the progress, and alertingtb@vhat she might be feeling. This
participant was able to see her baby immediategr #ie delivery, held her baby as soon
as possible, and had prolonged periods of comatttei OR and recovery room. While
her cesarean was unexpected and unwanted, shdediify positive aspects about the

surgery.
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If a cesarean is necessary, there should be antiy@®ngoing communication
with the woman throughout the surgery wheneveriptessThis could result in inclusion
in the experience, and decrease the possibililgaiernal feelings of detachment.
Whenever possible, maternal-infant bonding anddtfeading should be encouraged and
supported within the environment of the OR andrdo®very room.

Communication during the immediate postpartum peideally would be
supportive and affirming, with acknowledgementha# struggle to incorporate the
cesarean experience into each woman'’s reality. Ndamntycipants described being ill
prepared for the profound pain, fatigue, and plajsiependence on others during their
cesarean recovery. Women need to be given framéi@atbry guidance regarding
postpartum and postoperative care, so they doeroejve their fatigue and pain as
personal shortcomings. Although the participantcdbed tremendous support from
family and/or significant others, this may not he tase for all women who experienced
cesareans. Women and their families need hightguaformation about the full scope
of various impacts of the cesarean birth experien€mally, early and ongoing dialogue
about VBAC for future births may be considered hdlpy women as they consider their
options for subsequent pregnancies.

Informed consent. The participants in this study described a proaesgiich
they reflected upon the option of VBAC versus R@®,risks and benefits of each, and
how these outcomes would influence their livestiBipants described a process of
emancipated decision-making in which they werevagbarticipants. Some participants
came to the conversation empowered with knowledgeirgformation to discuss with

their healthcare providers. Others received infdionarom their healthcare providers
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that served as a basis for informed decision-mald&gpite perceived social norms and
recent practice patterns that might have seemtavtw RCS, participants chose to
VBAC, understanding the risks and benefits of VBRCS. All participants received
support for their VBAC decisions from their healthe providers. With one exception,
throughout the antepartum experiences, women thescdontinued support for their
VBAC decision. Supportive intrapartum care fromsas and providers served to
reinforce their VBAC decisions.

The participants gave birth in flexible healthcarvironments that supported
them and their decisions. The option to change tteision was available. In fact, two
women who had planned RCS changed their minds gllabor, and had successful
VBAC:Ss. In both of these cases, the healthcare gersioffered them VBAC as an option
and supported their new decision, even though yt beeless convenient for the provider.
For example, a repeat cesarean can typically derpgzd within one to two hours,
including patient preparation for the operatingmp@nesthesia, surgery, and moving to a
postoperative recovery area. In comparison, VBAY ta&e significantly longer. In
addition, despite the latest guidelines outliningttsurgeons do not need to be
immediately available during a TOLAC, most faodd still require that there is a
surgeon present who is capable of performing arrgené cesarean if a woman is
experiencing labor after a prior cesarean. If thgpital did not have an in-house surgeon
or obstetrician available at all times, this worddult in one being called in to be present.

Informed consent relies on evidence-based unbiaseanation where the best
interests of the woman are held as central. Ingtudy, women’s successes with their

VBAC experiences were based on well-informed, uingppd decision-making processes.
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Clinical Significance

The participants’ descriptions of the profound gibgl and emotional experience
of both cesarean and VBAC can inform healthcargigess to better serve childbearing
women. This insight offers healthcare providersarpmities to reassess current
practices, and the effects that they have on wosnainth experiences. The impact of
birth experiences on the lives of women cannotrietestimated. It can shape how she
sees herself, how she interacts with her child,cmdhave a long term positive or
negative impact on her views of the experiencédastified by prior research (Simkin,
1991). As described by one woman in this studyclkearean experience was positive
because she was an active participant in the pidbess. The surgeon used words and
actions to guide the woman through the cesareamlasito a midwife guiding a woman
through a vaginal birth. Healthcare providers cakeneach birth experience, regardless
of mode of delivery, positive and affirming for wemand their families.

Implicationsfor Nursing Practice

In this study, several participants describediriggsl of being unsupported and not
heard during labor, which they identified as cdniting either to their need for cesarean,
or to a negative cesarean experience. Labor sugantevidence-based intervention that
has been shown to reduce the need for cesaream¢iio@ates, Hofmeyr, & Sakala,
2013). Similarly, women were unprepared for thim @ad length of the post-operative
recovery. Anticipatory guidance regarding pain nggmaent and expectations for
recovery could benefit women following this unexigecmajor surgery. Almost all of the

women described the cesarean experience as préymeghtive. Effective therapeutic
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communication is recommended to decrease thehibetl of negative emotional
outcomes. Some participants recalled prolongedtiemally painful separation from
their infants following cesarean. Nursing care gramotes maternal-infant bonding and
breastfeeding is essential, beginning in the opeyabom and extending throughout the
hospital stay.

Intrapartum nursing care that keeps the woman rsisates both safe and
satisfying. The participants described a high I®falaring, a sense of camaraderie, with
their nurses during the labor that led to theircgssful VBACS. In this study, the
participants described that their nurses advodaiteithem, in some cases protected the
immediate environment, and created safe spacekdwrVBACs. Even though a VBAC
holds some inherent risk and requires additionading surveillance, the women did not
report perceiving an increased level of strestheis nurses remained calm and
supportive. Women perceived that their nurses \weagreement with their decisions to
VBAC. This kept them feeling supported and validateroughout their birth
experiences.

Implicationsfor Nurse-Midwifery Practice

Although the findings were not analyzed by birtteatlant type, three of the
participants were clients of Certified Nurse Midesv(CNMs), either for prenatal care,
intrapartum care, or both. The participants descritheir CNMs as being supportive of
their decisions to VBAC, and were a valuable resewluring the decision-making
process. CNMs have had a long standing philosapduiition of advocating for and

supporting woman-centered, evidence-based carénttiaties VBAC.



222

Implicationsfor Nursing Education

Nurses at all levels of education and experienee ne be aware of VBAC,
especially as it pertains to risks, benefits, aaiiept safety. Evidence-based nursing care
requires a balanced understanding of the actua a6VBAC in relation to those of
RCS. Nurse educators can teach sound decision ghakitegies, as they form a solid
foundation for evidence based intrapartum caredhatpromote successful VBAC.
Nurses need to appreciate the value of keeping waraetral in the decision making
process, as it positively impacts patient safety satisfaction. For nurses regardless of
level of experience, this study demonstrated thaeehrole that nurses had in advocating
for the participants, and in the importance of eypatient relationships during the
childbirth experience.

Implicationsfor Nursing Resear ch

This study begins to fill an identified gap in tadence of the comparative
experience of cesarean and VBAC from the womarrsgeetive, and may serve as a
resource to others investigating similar topicghm future. This study may serve as a
resource for other nurse researchers investigasugs central to women'’s interests and
healthcare. As qualitative evidence becomes wigaspand available to inform this
study may also serve as a resource to other guizit@searchers.

Strengths and Limitations

Strengths. As discussed previously, the National Institutesieélth (NIH) has

identified the area of “comparative long-term mastiand perinatal biological and
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psychological outcomes following VBAC” as a crificgp in the evidence (Cunningham
et al., 2010a). This study directly addressesisisige.

Using feminism as the guiding philosophy was a msieength. This study
sought not only to inform others about the subjeat,to value women and validate their
experiences throughout the research process.

The researcher is an experienced CNM cliniciath wver two decades of
experience within labor and delivery. As a redhié, researcher understands not only the
clinical risks and benefits of VBAC/RCS, but is a@af the barriers that women may
need to overcome in choosing VBAC.

Participants in this study had experienced VBAGhmlast 5 years, which was a
deliberate research decision to reflect contemgdr&AC practice. Bracketing was
intentionally done to limit researcher biases. dRigas maintained through establishing
rapport prior to and during interviews, audio-tapinterviews, construction of field
notes, careful transcription, reviewing each trabgd interview multiple times for
accuracy, the use of an audit trail, and data tasluaotes. Initial coding was verified by
the dissertation chair and one committee membeal Ebding was simplified and
verified by the chair of the committee and the agckeer.

Limitations. This was a qualitative study, the sample size waadlsand
therefore not representative of all women who Haag successful VBACSs. Due to the
fact that all participants were all from the sareegyaphic area, regional practice
influences may have impacted the study findingth@lgh there were 3 African
American women and 10 Caucasian women in the sthdysample lacked Latina

participants, which would have contributed to a enaccurate reflection of the diversity



224

in the geographic area. Women who chose to paateim this study may have had more
positive experiences than those that chose narticipate. Physicians and CNMs who
displayed flyers in their offices and spoke to @aits about the study may have been
more supportive of VBAC as an option, comparedravigers in the general population.
VBAC was supported in all hospitals in which wongave birth, though this may reflect
a regional influence on health care. While theasd®er is an experienced CNM
clinician, she was new to qualitative methods.

Recommendationsfor futureresearch

Women'’s experiences of VBAC deserve more atterdiwh further research. In
some areas, women need to actively search fonadearoor hospital setting that offers a
VBAC option. The experiences of women who mustrcome these barriers to
experience VBAC are absent from the scientificéitere. Studies of attributes of
healthcare providers and settings that support wsraoice to VBAC are needed to
contribute to ever-expanding options for women #nair families. A qualitative study of
the provider motivations to provide VBAC servicesalso needed.

Additional inquiry is needed in women’s experieno¢ cesarean birth. For
example, more study of the aspects of the ceseargmrience that are valued and useful
is needed. Ultimately, an intervention study cdekt approaches that foster a more
meaningful, fulfilling, and interactive cesareantiviexperience.

Research regarding the experience of failed VB&@nsuccessful TOLAC is
also needed. Information gained may help improve tawomen having VBACs or
cesareans. Additionally, studies of various apginea to informed consent are needed,

especially those that follow the woman throughdierice to the mode of birth, whether
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her choice is VBAC or a RCS. This could elucidatevtproviders present information
that supports a woman in an emancipated decisid&mnignarocess.

Summary

In this study, women consistently reported VBAGagsositive physical,
emotional, and/or psychological experience in thegs. Participants reported feeling
supported and empowered in their decision to VBaLwell as during the time of their
labor and birth. This stood in stark contrast  itiajority of cesarean experiences in
which women reported negative physical, emotiosadi/or psychological experiences.
One participant shared a story of her cesarearhiohwshe was guided through it by the
surgeon, and was made to feel included in the expee. The words of women shaped
recommendations for understanding the impact aireas and the process of informed
consent. The fact that the comparative experiehcesarean and VBAC has not been
extensively explored is a feminist issue, as thiget another area of research in which
women'’s preferences have been overlooked. By lisfegind learning from women,
healthcare providers can become enlightened ahewdignificance of birth, whether
cesarean or vaginal, in the lives of women. Thisserve as a catalyst for changing
attitudes towards birth, making care more womartered, and ultimately, empowering

women to have positive birth experiences.
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Appendix A

Elizabeth Hill-Karbowski, PhD(c), CNM
12415 W. Forest Drive
New Berlin, Wil 53151

Name of Health Care Provider
Address of Office
City, State Zip Code

January 28, 2013

Dear Health Care Provider,

| am a Nurse-Midwife, and a doctoral student atdWatte University College of
Nursing. My doctoral dissertation pertains to wots@omparative experience of vaginal
birth after cesarean (VBAC) and cesarean sectiam seeking participants who are
willing to speak to me about their birth experiendaring a single in person interview.
The interview will be held at the participant’s e@nience, at a time and place of their
choosing.

| would greatly appreciate your assistance in if@ng potential participants,
specifically women who have experienced a succeS&AC of a healthy child.
Enclosed is a flyer regarding the study, and mytactrinformation. | would appreciate it
if you would post this information in your officeaiting room and exam rooms.

In addition, the participant’s confidentiality witle ensured, and their consent will be

obtained prior to the interview. Please note thet tesearch study has received IRB
approval from Marquette University

Thank you for your consideration.

Regards,

Elizabeth Hill-Karbowski, Phf)( CNM
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Appendix C

MARQUETTE UNIVERSITY
AGREEMENT OF CONSENT FOR RESEARCH PARTICIPANTS

A Feminist Perspective on Listening to Women: Birth Stories of Vaginal Birth
Following Previous Delivery

Elizabeth Hill-Karbowski
Marquette University-College of Nursing

You have been invited to participate in this reskastudy. Before you agree to
participate, it is important that you read and usténd the following information.
Participation is completely voluntary. Please gskstions about anything you do not
understand before deciding whether or not to ppete.

PURPOSE: The purpose of this research study is to gaimginsnto the experience of
vaginal birth after cesarean (VBAC) from the wonsapérspective, and to contribute
knowledge in a needed area of study.

PROCEDURES: We will meet for an in-person interview, at a tiared place of your
choosing. A form will be filled out. This form inafles personal information such as your
name, age, race, education level, the years of geliweries, and type of OB health care
provider. All of this personal information will Beept confidential in a locked safe. You
will be audiotaped during the interview portioneiasure accuracy. The audiotape will be
transcribed. Your personal information will notdediotaped, and will be kept separate
from your transcription. The data, transcripts, eggkarch records will be kept
indefinitely. However, all of your personal infortren will be destroyed within two

years.

DURATION: Your participation will consist of one sessionwitl take as long as you
wish. On average, this would be about 1-2 hours.

RISKS: The risks associated with participation in thisdstare no more than what you
would experience in everyday life when you shanaryorth stories with others. Sharing
stories with others may result in recalling mem®tigat may be disturbing to you. If this
occurs, please let me know immediately. If durimg tourse of this study, | become
privy to information that triggers mandatory repagtrequirements for child abuse, child
neglect, elder abuse, or intent to harm yoursetftbers, | must follow through with
reporting it.

BENEFITS: The benefits associated with participation in gtigly include those
associated with sharing birth stories. Sharing ymuh stories can help you find new
meaning of the experiences, and to see them ifieaeht way. The process of sharing
these meaningful experiences can be helpful tcetbbsis who work in healthcare, as we
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become aware of the process from the patient'ppetive. Your contribution can make
a difference in the healthcare of others.

CONFIDENTIALITY: All information you reveal in this study will besft confidential.
All your data will be assigned an arbitrary codentner rather than using your name or
other information that could identify you as aniindual. When the results of the study
are published, you will not be identified by narfibe data, research records, and
transcripts will be kept indefinitely. However, all your identifying information will be
destroyed within two years. Your research recordyg be inspected by the Marquette
University Institutional Review Board or its desags, and (as allowable by law) state
and federal agencies.

EXTRA COSTS TO PARTICIPATE: The cost to you would be the cost of transponatm
the site of the interview.

INJURY OR ILLNESS: Marquette University will not provide medical tteeent or
financial compensation if you are injured or becalings a result of participating in this
research project. This does not waive any of Yyegal rights nor release any claim you
might have based on negligence.

VOLUNTARY NATURE OF PARTICIPATION: Participating in this study is completely
voluntary and you may withdraw from the study ataparticipating at any time
without penalty or loss of benefits to which yoe atherwise entitled.

CONTACT INFORMATION: If you have any questions about this researcheptoyou
can contact Elizabeth Hill-Karbowski at 414-840-884 you have any questions or
concerns about

your rights as a research participant, you canambmflarquette University’s Office of
Research Compliance at (414) 288-7570.

| HAVE HAD THE OPPORTUNITY TO READ THIS CONSENT FOWR ASK
QUESTIONS ABOUT THE RESEARCH PROJECT AND AM PREPARETO
PARTICIPATE IN THIS PROJECT.

Participant’s Signature Date

Participant’s Name

Researcher’s Signature Date



254

Appendix D
Demographic Information

Name

Age

Race

Marital status

Highest level of education completed
Year/location/method of delivery (Cesarean, vaginaginal birth after cesarean,
forceps, vacuum)

1.

2.

6.

7.

Type of OB health care provider (OBGYN physiciaR, physician, Certified Nurse

Midwife
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Appendix E
List of Possible Questions
The participant will be invited into the interviemith the statement “Tell me
about your cesarean and vaginal birth after cesagperiences in any way that you

wish.” Additional possible questions include:

Tell me about your initial cesarean... Why did it ot

Tell me about your decision to attempt VBAC inchuglhow and when you
decided...

Did you ever experience second thoughts about gecision to VBAC?

Tell me about how your partner/family/friends retcyour decision...

Tell me about your VBAC labor experience...

Tell me about how you how you felt immediately éolling the VBAC...

Did your VBAC recovery in the hospital differ fropour cesarean recovery? If
so, how did it differ?

Did your overall recovery from the VBAC differ frogour cesarean recovery?

If so, how did it differ?
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Appendix F

Office of Research Compliance

MARQUETTE Svoeir Cns, 12

UNIVERSITY Milwaukee, Wisconsin 63201-1881
Be The Difference. P 414.288.7570
F 414.288.6281
W q edu/) h
January 24, 2013

Ms. Elizabeth Hill-Karbowski
Nursing

Dear Ms. Hill-Karbowski:

Your protocol number HR-2527, titled, “A Feminist Perspective on Listening to Women: Birth Stories of Vaginal Birth
Following Previous Delivery” was expedited on January 17, 2013, by a member of the Marquette University Institutional
Review Board.

Your IRB approved informed consent form is enclosed with this letter. Use the stamped copies of this form when
recruiting research participants, Each research participant should receive a copy of the stamped consent form for their
records.

Subjects who go through the consent process are considered enrolled participants and are counted toward the total number
of subjects, even if they have no further participation in the study. Please keep this in mind when conducting your
research. This study is currently approved for 20 subjects.

If you need to increase the number of subjects, add research personnel, or make any other changes to your protocol you
must submit an IRB Protocol Amendment Form, which can be found on the Office of Research Compliance web site:
hitp://www.marquette.edu/researchcompliance/research/irbforms.shtml. All changes must be reviewed and approved by

the IRB before being initiated, except when necessary to eliminate apparent immediate hazards to the human subjects.
Any public advertising of this project requires prior IRB approval. If there arc any adverse events, please notify the
Marquette University IRB immediately.

Your approval is valid untif January 16, 2014. Prior to this date, you will be contacted regarding continuing IRB review.

An IRB Final Report Form must be submitted once this research project is complete. The form should be submitted in a
timely fashion, and must be received no later than the protocol expiration date.

If you have any questions or concerns, please do not hesitate to contact me. Thank you for your time and cooperation.

Sincerely,

nedy
Research Compliance Officer-Human Subjects & Radiation Safety

cc:  Dr. Christopher Okunseri, IRB Chair
Dr. Lisa Hanson, Nursing
Ms. Sherri Lex, Graduate School

Enclosure
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Appendix G

Office of Research Compliance
M ARQUE’H‘E Schroeder Complex, 102

P.0. Box 1881
UNIVERSITY Milwaukee, Wisconsin 53201-1881
Be The Difference. P 414.288.7570

F 414.288.6281

w i

February 7, 2013

Ms. Elizabeth Hill-Karbowski
Nursing

Dear Ms. Hill-Karbowski:

The amendment you submitted on February 4, 2013, for your protocol number

HR-2527, titled, “4 Feminist Perspective on Listening to Women: Birth Stories of Vaginal Birth
Following Previous Delivery, " received expedited approval on February 6, 2013, from a member
of the Marquette University Institutional Review Board.

This amendment revises the recruitment letter and recruitment flyer.
Your protocol is valid until January 16, 2014. Prior to this date, you will be contacted regarding,
continuing IRB review. Any public advertising of this project requires prior IRB approval. If

there are any changes in your protocol or adverse events, please notify the IRB immediately.

If you have any questions or concerns, please do not hesitate to contact me. Thank you for your
time and cooperation.

Sincerely,

Amanda J. Ahrndt, RN, MS, MSN, CIM, CIP
IRB Manager

cc: Dr. Christopher Okunseri, IRB Chair
Dr. Lisa Hanson, Nursing

Enclosure

AA/rr
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@" MARQUETTE

A1l UNIVERSITY

Be The Difference.

April 17,2013

Elizabeth Hill-Karbowski
Nursing

Dear Ms. Hill-Karbowski:

The amendment you submitted on April 16, 2013, for your protocol number
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Office of Research Compliance

Schiveder Complex, 102
P.0. Box 1881
Milwaukee, Wisconsin 53201-1881

P 414.268.7570
F1141.288.6281
W marquette.edu/researchcompliance

HR-2527, titled, “4 Feminist Perspective on Listening (o Women: Birth Stories of Vaginal Birth
Following Previous Delivery,” received expedited approval on April 17,2013, from a member

of the Marquette University Institutional Review Board.

This amendment adds phone/in-person solicitation of health care providers of potential subjects.
The amendment also adds the option of potential participants to self-refer to providers for the

study; providers would then contact the researcher.

Your protocol is valid until January 16, 2014. Prior to this date, you will be contacted regarding
continuing IRB review. Any public advertising of this project requires prior IRB approval, If
there are any changes in your protocol or adverse events, please notify the [IRB immediately.

If you have any questions or concerns, please do not hesitate to contact me. Thank you for your

time and cooperation.

Sincerely,

AdAdd J. ATIAL NN, VIO, IVIDING OIIVE, LT

IRB Manager

ce: Dr. Christopher Okunseri, IRB Chair
Dr. Lisa Hanson, Nursing

AA/ds
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Appendix |

Office of Rescarch Complionce
M ARQUEHE Schroeder Complex, 102

P.0. Box 1881
UNIVERSITY Mitwaukee, Wiscansin 532011881
Be The Difference. P 414.288.7570

F 414.288.6281

w "

January 7, 2014

Ms. Elizabeth Hill-Karbowski
Nursing

Dear Ms. Hill-Karbowski:

Your protocol number HR-2527, titled “A Feminist Perspective on Listening to Women: Birth
Stories of Vaginal Birth Following Previous Delivery” received expedited continuing approval
for January 16, 2014, from a member of the Marquette University Institutional Review Board.

You are approved to rectuit a total of 20 subjects of which you have recruited 13.

Any changes to your protocol must be requested in writing by submitting an IRB Protocol
Amendment Form. All changes must be reviewed and approved by the IRB before being
initiated, except when necessary to eliminate apparent immediate hazards to the human subjects.
Any public advertising of this project requires prior IRB approval. If there are any adverse
events, please notify the Marquette University IRB immediately.

Your approval is valid until January 15, 2015. Prior to this date, you will be contacted regarding
continuing IRB review.

An IRB Final Report Form must be submitted once this research project is complete. The form
should be submitted in a timely fashion, and must be received no later than the protocol
expiration date.

Contact the IRB office if you have any further questions. Thank you for your cooperation and
best wishes for a successful project.

Sincerelv.
‘ _

Benjamin Kennedy
Research Compliance Officer-Human Subjects & Radiation Safety

cc:  Dr. Christopher Okunseri, IRB Chair
Dr. Lisa Hanson
Dr. Sherri Lex, Graduate School

BK/jn
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