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Introduction

The optimal mode of delivery for women with previous mul-
tiple Cesarean Sections (CS) has been debated. On the other 
hand, the Cesarean Section (CS) has been the most frequently 
performed operation [1] and elective repeat cesarean has been 
the most common cause for performing this operation.

This was associated with increased maternal morbidity be-
cause of the increased number of CS this leads to abnormal 
placentation, cystotomy bowel injury, ureteral injury ileus and 
massive maternal hemorrhage which is the most common 
cause to hysterectomy [2,3].

These complications have increased the interest in determi-
nants of successful trial of labor after a previous cesarean deliv-

ery. Although the safety of vaginal birth after a single cesarean 
section delivery has been documented in recent publications 
[4,5,6], the safety of cesarean delivery after two or more cesar-
eans is not clear. Thus, the major risk of conducting a vaginal 
delivery after cesarean section is uterine rupture [7] which is an 
obstetric emergency with high numbers of maternal and neona-
tal morbidity and mortality [8].

Finally, it is important to assess the different risk factors and 
benefits before considering the optimal route of delivery, espe-
cially the history of a prior cesarean birth.

Case presentation

We describe the case of a 30-year-old woman who was ad-
mitted to the labor ward at Gynecology and Obstetrics Hospital 
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Figure 1: Vaginal ultrasound: The uterus is homogeneous and a 
fibrous scar from the previous cesarean section was seen on the 
anterior part of the uterus, themyometrial thickness measured 0.5 
cm.
A clear liquid exudate was seen within the endometrium.
The endometrium measured 0.5 cm, not thickened.
A free fluid exudate was seen around the uterus.

in Damascus complaining of regular uterine contractions. She 
is gravida 7 para 4 and has four living full term children, all of 
them delivered by cesarean sections and she had two miscar-
riages.

The patient had a planned cesarean birth for her first baby, 
the second one was an elective repeat cesarean section and it 
was done in 2013, the third was in 2016 and the fourth in 2020, 
the type of uterine incisions were unknown, no significant med-
ical, family, and psychosocial history.

In the current pregnancy, the patient was 34 weeks gesta-
tion age experiencing preterm labor, afebrile, and had a history 
of mild uterine contractions which started 3 days ago and in-
creased in intensity during the last hours with sensation of slow 
fluid trickle from the vagina. She had taken one course of dexa-
methasone during the 32nd week of gestation.

The abdominal ultrasound showed: normal pregnant uterus 
contains a single living cephalic presentation fetus and a fun-
dal lying placenta, fetal parameters were: BPD: 34.2w-FL: 34w - 
FHR: 147 bpm. She had regular uterine contractions with stable 
vital signs: blood pressure of 110/70 mm Hg, and a heart rate 
of 92 beats/min.

By vaginal examination the cervix was fully dilated and ef-
faced, fetal station was +4, with ruptured membrane; an intra-
venous line was established and blood sample was taken for 
cross matching, her hemoglobin was 11.5 and CRP 7.4.

Anesthesia staff was notified that an emergency cesarean 
section might be necessary. Her consent was taken to deliver 
her vaginally and perform an episiotomy as there was no time 
to perform a cesarean section.

An elective mediolateral episiotomy was performed and a fe-
male infant weighing 2200 g was born (apgar scores were 4 and 
8 at 1 and 5 minutes respectively). The uterine scar was intact 
on manual examination and the episiotomy was repaired, the 
postpartum period was without any complications.

Unfortunately we did not have the time to measure the 
thickness of the lower uterine scar; however when performing 
postpartum transvaginal ultrasound the full thickness of the 
lower uterine segment was 5 mm and the myometrial thickness 
was 3.13 mm Figure 1.

We have done serial CBC measurements every 6 hours. She 
was hemodynamically stable and was discharged home with 
her infant on postpartum day 2.

Discussion

Because of the increasing rate of cesarean section globally 
in the last years [9], affected by the fact that prior cesarean 
delivery is the common indication to repeat cesarean section, 
the famous dictum by Craigin “once a cesarean always a cesar-
ean” [10] making the cesarean section the most common surgi-
cal procedure in many countries (guise) and the quick decision 
when performing the first cesarean [11], even so repeating the 
cesarean section has led to many short and long term maternal 
complications (bowel or bladder injury, infection, placenta Pre-
via, placenta accrete spectrum and even the need to do hyster-
ectomy which is increased with increasing number of cesarean 

deliveries) [12,13] all of these rise the attention about trying 
vaginal birth after cesarean [14], and several studies have been 
conducted trying to provide proof that vaginal delivery can be 
safe after a single previous cesarean section [5,6].

But before making the decision to do TOLAC, physician 
should know pros and cons of TOLAC and the accurately can-
didates for it.

In successful TOLAC (VBAC) the patient will be able to move 
and will be discharged earlier after delivery with lower rate of 
infection, hemorrhage and thromboembolism compared to 
elective repeat cesarean and it reduced the surgical complica-
tion and abnormal placentation due to multiple cesarean deliv-
ery [12-14].

On the other hand when TOLAC attempt fails more complica-
tions will be developed compared to cesarean section [12].

The uterine scare rupture is one of the fatal rare complica-
tions of TOLAC, and may associated with fetal distress and need 
to emergency cesarean, uterine repair or even hysterectomy 
[15]. The incidence of uterine rupture in women with previous 
CS ranges between 0,2-1%  and related to the interval between 
CS and VBAC. Asgarian, et al. recommended that the interval 
between 2-4 years is the best interval time to achieve a suc-
cessful VBAC [16], in our case the interval between the last ce-
sarean and the vaginal delivery was 3 years and it is considered 
sufficient. 

Vaginal bleeding, loss of fetal station, increased uterine con-
tractions, new onset of intense uterine pain and fetal bradycar-
dia are various sign and symptoms of uterine rupture, and as 
the abnormality of the fetal heart rate is the most common sign 
that indicate to uterine rupture, it is recommended to do con-
tinuous fetal heart rate monitoring during TOLAC [12].

Zhang et al. reported increasing uterine rupture risk when 
using Oxytocin to induce labor in TOLAC compared with the 
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spontaneous onset of labor [17].

I. Hudic et al. did not find that the single-layer uterine clo-
sure way might increase uterine rupture in VBAC [18].

Whereas the neonates who were delivered by CS are at in-
creased risk of breathing difficulties, decreased likelihood of 
breastfeeding and may need special care unit admission. Many 
studies which have followed children who delivered by CS show 
increased rates of asthma, atopy, obesity and behavioral prob-
lems as a long term consequences [13-20]. Whereas the compli-
cations of VBAC failure on neonate were brachial plexus injury, 
hypoxic-ischemic injury to the fetal heart, gastrointestinal tract, 
kidneys, and brain following uterine rupture and mortality risk 
[20].

Macones, et al. found that the major complications is higher 
with a VBAC attempt in women with 2 prior cesarean deliver-
ies compared with those with a single prior cesarean delivery 
and the relative risk is increased compared to those who opt 
for a repeat cesarean, but the absolute risk of major morbidity 
is small [7].

Bretelle et al. concluded that trial of labor with strict man-
agement guidelines among patients with history of two cesar-
eans is an acceptable alternative compared to elective repeat 
cesarean [21].

In our case the patient was not vigilant about her uterine 
contractions so she did not seek medical help which resulted 
unfortunately in admitting her with preterm labor with full cer-
vical dilatation and effacement. Fortunately delivery went on 
uneventful; the uterine scar was intact by manual examination.

There are scarce studies on the safety of vaginal delivery of 
3 or more cesarean section however Lawson and Sharma have 
reported a successful vaginal birth after 3 previous cesarean 
sections [10-22], Rivain 1961 mentioned that 7 women out of 
16 with 3 previous cesarean sections and 2 out of 5 patient with 
4 previous cesarean went on to have vaginal delivery success-
fully [23].

It is important to keep several factors in mind before con-
sidering vaginal delivery in woman with previous cesarean sec-
tions:

The type (should be previous low-transverse uterine inci-
sion) and number of previous cesarean sections, the original 
indication for the operation, is it recurrent or not, gestational 
age (should be 40 w ≥), fetal presentation and estimated fetal 
weight (should be 4000 g ≥), the interval between CS and VBAC, 
advanced mother age, obesity, is there any previous vaginal 
delivery [24,25]. Preterm delivery was associated with greater 
VBAC success rate [24]. Our patient was in her 34 week of ges-
tation (preterm) which served as a positive factor in achieving 
the vaginal delivery safely, measuring the myometrial thickness 
can serve in predicting uterine defect occurrence during VBAC, 
and thus when the thickness is between 2.1-4.0 mm the risk of 
defect occurrence is low, compared when the thickness is be-
tween 0.5 and 2.0 mm.

Some studies reported TOLAC success rate between 68% - 
83% [14-26] and this rate increases when there is a history of 
previous vaginal delivery [24-27].

Therefore, a risk-benefit assessment should be done individ-
ually in each woman with a history of previous CS to evaluate 
the likelihood of successful TOLAC [27], discuss TOLAC attempt 

with the woman and provide her with evidence-based informa-
tion about benefits and risks of VBAC [28].

In our case the delivery was very close and there was not 
time to monitor fetus, even so it is important to monitor both 
the mother and her fetus very closely by experienced team and 
to be ready to perform an emergent cesarean section in any 
time [29].

A mediolateral episiotomy was performed to facilitate la-
bor and birth as the women had no previous vaginal delivery, a 
manual examination to the uterine scar was done even so it is 
not recommended and rarely carried out now [30].

In Syria, where there is a growing economic crisis and prob-
lems in providing good medical services, the VBAC may form a 
new cheap and safe option to decrease the number of unneces-
sary and repeated CS and lower cesarean section complication, 
thus the health care providers should consult parents about 
conducting VBAC and provide them with the suitable informa-
tion to make a decision.

Conclusion

TOLAC may be suggested in patient with prior cesarean sec-
tions history especially in low resources countries and when the 
delivery is expected minutes later but it is still controversial, so 
a risk-benefit assessment should be done to predict the success 
of TOLAC, and make the vaginal delivery safe choice by estimate 
the risks and benefits individually.

Syrian health care providers should present VBAC as possible 
delivery option in order to lower CS and its complications.
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