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Vaginal Birth After Cesarean Section (VBAC) 

 
Before deciding to have an out-of-hospital VBAC, please carefully read the following information.  Outlined 
are the risks associated with VBAC, current recommendations, and our requirements for accepting a client 
who is committed to the process of VBAC.  Choosing to have a VBAC is very much a process that is guided by 
inner contemplation, weighing of current evidence, unconditional acceptance of potential risks, and the 
presence of a support network. 
 
In the current political climate involving reproductive rights, inclusive of birth, women have fewer choices 
involving how and where they will give birth to their babies, especially in cases of women desiring a VBAC.  
Women are limited in their options of where and how to give birth due to lack of providers who will “allow” a 
trial of labor, the lack of facilities for an emergency cesarean (in rural areas), and a lack of choice in birth 
location outside of the hospital. 
 
A summary of research indicates the following about VBAC: 

 60-80% of women will succeed in having a VBAC in a hospital setting. 

 An elective repeat C-section (ERCS) has a higher risk of maternal death and complications than a 
successful VBAC. 

 An attempted VBAC ending in a repeat cesarean has twice the complication rate than ERCS due to 
higher infection rates, hemorrhage, and hysterectomy. 

 VBAC success rates are higher for the women who had a primary cesarean for the following reasons: 
breech presentation (~85%), non-reassuring fetal heart tones, herpes outbreak, multiple gestation 
(75-80%), cephalopelvic disproportion (60%), and failure to progress (60%). 

 Estimated risk of fetal death due to VBAC is 0.15/1000 live births. 

 The risk of uterine rupture after one prior cesarean is estimated between 0.4-0.8%. 

 Women who are attempting a VBAC are at greatest risk for uterine rupture and scar dehiscence (scar 
separation not resulting in a rupture).  Uterine rupture can occur with women who have not had a 
previous cesarean however the risk of rupture with a scarred uterus is 40-50 times greater than those 
without a scar. 

 Although the risk of uterine rupture is low, the situation can quickly worsen and have lasting 
catastrophic effects, such as: fetal/neonatal death (~5%), neurological damage to the baby (~30%), 
hysterectomy (~16%), blood transfusion, and injury to other organs.  These outcomes happen in 
facilities with immediate cesarean capabilities.   

 Women having a VBAC may have a higher incidence of the placenta being abnormally adhered to the 
uterus (placenta accrete or percreta) which may contribute to hemorrhage, hysterectomy, and other 
complications. 

 Induced and/or augmented labors can contribute to increased rates of uterine rupture as well as 
decreased rates of successful VBAC. 

 Women with more than one prior cesarean and/or gestation past 42 weeks are at greater risk for 
complication (uterine rupture, hysterectomy, higher rate of fetal/neonatal death, and lower 5 minute 
APGAR scores in the baby). 
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Current practice guidelines from the American College of Obstetricians and Gynecologists (ACOG) 
recommend the following concerning VBAC: 

 Trial of labor is NOT recommended with a prior classical (vertical) or T-shaped incision or other 
uterine surgery, contracted pelvis, and medical or obstetric complications that precludes vaginal 
delivery. 

 Continuous electronic fetal monitoring should be proved to watch for non-reassuring fetal heart 
patterns which may indicate rupture. 

 Due to the catastrophic nature of uterine rupture, VBACs should be done in a hospital that has 
adequate staff to provide an emergency cesarean. 

 
Brandy Ross, LM believes that pregnant, informed women should have the choice to decide whether to have 
an ERCS or a trial of labor with the provider and place of her choice. 
 
Should a woman choose to have a VBAC out-of-hospital in the care of a Licensed Midwife she should 
understand the following: 

 An out-of-hospital VBAC is not currently the standard of care in Washington State. 

 Although the risks associated with VBAC are low, the safety of having a trial of labor in and out-of-
hospital setting has not been firmly established. 

 A woman must meet our VBAC criteria before she enters care. 

 The midwives cannot make any guarantees about safety or outcomes prior to the onset of labor or 
during labor. 

 If there is any concern about maternal or fetal well-being prior to the onset of labor or during labor, 
the midwives will arrange for consultation or transport to a hospital. 

 Reception at the hospital may be lukewarm at best, and may be hostile to an out-of-hospital VBAC 
trial of labor. 

 Should you transfer to the hospital for any reason, you are likely to have repeat cesarean. 

 In the event of a catastrophic emergency, transport time to a hospital may be lengthy which can 
increase rates of maternal and fetal/neonatal mortality and morbidity. 

 The client must live within 20 minutes of a hospital that can provide an emergency cesarean. 

 Doula care is strongly recommended as it does increase the chances of having a successful VBAC. 

 The client is strongly encouraged to attend a VBAC refresher course.  
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VBAC Client Attestation Form 

 
Please initial the statements that are accurate and true to your situation: 
 
_____  I have had only one prior low-transverse cesarean section. 
 
_____  I have not had a cesarean section at or before 28 weeks gestation. 
 
_____  I have not had a history of impaired uterine scar healing. 
 
_____  I have not had other uterine surgery that resulted in a uterine scar. 
 
_____  The interval between my cesarean delivery and my current due date is 18 months or greater. 
 
As a client of Moonrise Health, I agree to make the following commitments to myself and my midwife in 
order to have an out-of-hospital VBAC: 
 
_____  I will submit operative delivery notes from my previous C-section. 
 
_____ I will have a consult with an area obstetrician about having an out-of-hospital VBAC. 
 Date _____________  Name of OB ______________________ 
 
_____ I agree to have an ultrasound during pregnancy to determine placental position. 
 
_____ I have actively researched the risks and benefits of a VBAC as well as explored my options for 

and elective cesarean without a trial of labor. 
 
_____ I make a commitment of being nutritionally aware and taking exceptionally good care of 

myself during my pregnancy. 
 
_____ I agree to abide by the recommendations made by my midwife, even if it means transfer of 

care or transport to a hospital. 
 
_____ I will make the effort to create a support network for myself. 
 
I have thoroughly read the information outlined in this document, and I attest that I understand the contents 
and have had all my questions fully answered. 
 
 
__________________________________  ______________________________ 
Signature of Client  Date   Signature of Partner  Date 
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VBAC Informed Consent 

 
Please HAND WRITE this section with signature and date at the bottom. 

 
I/We choose to have a VBAC at home in the care of our midwife.  After researching our options of repeat 
cesarean versus VBAC, I/we understand that the risks of having a successful VBAC are less than a repeat 
cesarean without labor. 
 
I/We also understand that I have a higher risk of cesarean scar opening during labor than women without a 
previous cesarean scar and that it may lead to catastrophic and life threatening events for myself and the 
baby or inability to have children in the future.  Should I need another cesarean section while attempting a 
VBAC, I understand that the risks for complications for mother and baby are higher than having a cesarean 
without labor.  I also understand that there are other complications that can happen outside of my scar 
opening during labor, such as placental issues and excessive bleeding after the birth. 
 
I/We understand that no guarantees of safety or outcome can be made by my midwife.  I/We understand that 
hospital transport time is not guaranteed, regardless of distance to the hospital. 
 
I/We fully acknowledge and accept the risks of an out-of-hospital VBAC completely and choose to labor and 
deliver at home. 
 
I/We understand that our midwife is not covered by any malpractice insurance with VBAC, and in the event of 
any legal action, I/we understand that there is no pay-out for any damages that may have occurred to mother 
and/or baby. 
 
If my/our midwife recommends it, I/we agree to be transported to the hospital for any reason, at any time in 
the course of labor. 
 


