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This is the English summary of the guidance entitled Sécurité du lieu et conditions de succès 
de l’accouchement vaginal après une césarienne published in August 2019. 

The complete version of this guidance (in French) is available on the website of INESSS in the 
Publications section. 
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SUMMARY 

Background 

The practice of vaginal birth after cesarean (VBAC) is recognized as being safe 

and is recommended in most of the current guidelines for women who meet the 

eligibility criteria. Women who attempt a VBAC may decide to do so at a hospital, a 

birthing centre or at home under the supervision of a physician or a midwife. More 

than 82,000 deliveries were recorded in Québec in 2016-2017, most of which were 

performed by physicians. Approximately 3.5% of them were started under the 

supervision of a midwife. Cesareans accounted for about 25% of all births in 2016-

2017. Of the women with a previous cesarean, approximately 29% attempted a 

trial of labour after cesarean (TOLAC), with 70% of these trials ending in a vaginal 

birth. During the same period, there were 2184 completed VBACs with physicians 

and 95 with midwives. Most of the VBACs under the supervision of midwives took 

place at birthing centres. To ensure an offer of quality care and services to the 

Québec population while at the same time taking into consideration differences in 

VBAC practices, the MSSS asked INESSS to: 

1) evaluate the safety of VBAC settings; 

2) identify the practices and factors that contribute to successful VBACs.  

Method 

In the interest of knowledge mobilization and integration, a multidimensional 

approach was used, integrating scientific, contextual and experiential data. A 

systematic search of the scientific and grey literature was conducted in medical 

databases (PubMed and Embase) for the years 2007 to 2018, as well as on the 

websites of medical organizations and associations. For the issue of setting safety, 

meta-analyses of proportions were performed, when the results so permitted. 

Contextual and experiential data were gathered from stakeholders by means of 

committees, focus groups, individual telephone interviews, and an online 

questionnaire. As well, a quantitative descriptive analysis was performed of the 

MED-ECHO and I-CLSC medico-administrative databases for the 2016-2017 fiscal 

year. All the data collected by the project team were submitted to the expert 

advisory committee and the project steering committee for comments and 

suggestions. All the data and findings, as well as draft recommendations, were 

submitted to the Comité d’excellence clinique en services de santé for deliberation 

with a view to making final recommendations. 
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Results 

Probability of a completed VBAC by setting 

The pooled results of 17 studies of VBAC showed that the hospital, home and 

birthing centre VBAC completion rate is 69%, 85% and 78%, respectively. The  

rate was significantly different when non-hospital settings were compared to 

hospitals (p = 0.01). However, there was greater heterogeneity (p < 0.0001). A 

sensitivity analysis showed that women who had had a prior vaginal birth were 

more likely to have a completed VBAC than those who had not, regardless of the 

birthing setting. However, it should be pointed out that women selected to give 

birth at a birthing centre or at home meet various eligibility criteria and have 

different characteristics than those who give birth at a hospital. This constitutes a 

selection bias that can favour the  out-of-hospital VBAC completion rate. 

Maternal complications by setting 

Uterine rupture is the main complication of TOLAC, its frequency being 

approximately 1/200 to 1/300 TOLACs, regardless of the setting. In the fourteen 

studies that were selected, no significant difference was observed in the probability 

of maternal complications by TOLAC setting, including uterine rupture, maternal 

death, transfusions, intensive care admissions, and hysterectomies. The low 

incidence of complications and the paucity of data by setting limit the studies' 

power and the interpretation of their results. Women selected to give birth at a 

birthing centre or at home generally have a lower risk of complications, which 

creates potential selection bias that could give the impression that fewer 

complications occur at non-hospital settings. The hospital transfer rate for women 

attempting a VBAC varies from 21% to 44%, according to the literature. Most of 

the transfers are done for preventive reasons. This figure is higher in women with 

no previous vaginal delivery. 

Perinatal complications by setting 

Uterine rupture is the main complication of TOLAC and is associated with 

significant infant morbidity and mortality. Eight studies were selected to examine 

the risk of perinatal complications by setting. It was found that the risk of 

convulsions, encephalopathies and a low Agpar score is greater in women who 

have attempted a TOLAC at home or at a birthing centre than at a hospital. 

However, these results should be nuanced because of the low quality of the 

evidence, which is due essentially to the observational design of the studies in 

question and affects their external validity. Indeed, the heterogeneity of the 

organizational contexts invites caution when applying these results to the Québec 

context. On the other hand, studies that used the actual VBAC setting the rather 

than the planned one are likely to underrate the risks associated with non-hospital 

birthing. A trend was also observed for the difference by setting (hospital vs. non-

hospital) for the risk of perinatal mortality, but not for neonatal intensive care unit 

admissions. No comparative study or meta-analysis had the statistical power to 

demonstrate a significant difference. Furthermore, it should be mentioned that 
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potential information and selection biases may have resulted in an underestimation 

of the mortality rate in non-hospital settings. 

Recommendations in the identified clinical practice guidelines  

All the clinical practice guidelines (CPGs) from professional medical associations 

recommend that women give birth at a facility that offers immediate access to an 

emergency cesarean because of the unpredictability of the potential complications 

in the event that a VBAC fails. Some also mention that one should aim for timely 

access of a maximum of 30 minutes. Midwifery guidelines stress the importance of 

the woman's informed choice, based on a rigorous process, for her preferred 

birthing setting. 

Results concerning interventions 

There are instruments for assessing the probability of a woman with a previous 

cesarean having a successful VBAC. They help women and practitioners decide 

on the birthing method while at the same time making it possible to select women 

with a strong chance of a successful VBAC and to reduce the associated 

complications. They are mainly predictive models, such as that of the MFMU and 

that of the lower uterine segment measurement. 

Fetal heart monitoring during labour can be done on a continuous or intermittent 

basis. A fetal heart anomaly is one of the signs used most often to predict a 

rupture during a TOLAC. Although there is no consensus regarding the method or 

the criteria that should be used, monitoring can help manage the course of labour 

in certain contexts. 

It has been stated that inducing labour can increase the risk of uterine rupture. 

However, more recent data do not show this association during TOLACs with 

certainty. Inducing labour in women with a previous C-section therefore seems to 

be an acceptable option in the context of the current practice, but vigilance should 

be exercised. 

Epidural analgesia is not contraindicated during TOLACs. Few studies are 

available, and more evidence is needed to assess the benefits and risks 

associated with it. 

It is recognized that consent and informed decision-making are essential. During a 

TOLAC, an enhanced knowledge of the women with a history of C-section and the 

use of decision support tools are assets. They help her and the practitioners 

assess the risks and benefits and consequently reduce decision conflict. 

Health professionals’ perspectives 

Most health professionals believe that, in cases of TOLAC, the mother's and 

child’s safety is paramount and that an individualized risk assessment should be 

carried out in pregnant women with a prior C-section. There is a difference of 

opinion regarding the preferred setting for VBACs; unlike midwives, physicians, 

nurses and managers prefer a hospital. Most are in favour of improving 
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interdisciplinary collaborative practices. Health professionals note wide variability 

in antepartum and intrapartum evaluation and intervention practices and mention 

that it causes confusion among women. 

Women's perspectives 

Like health professionals, women give priority to safety when choosing their 

birthing setting. However, the perception of safety varies considerably according to 

the information they receive and their previous experience. The perceived support 

from health professionals in their decision-making and respecting their decision are 

essential. Given the diverse and sometimes contradictory information, women feel 

that improving and standardizing the information tools would help them in their 

decision-making. 

Practice measurement indicators 

There are a number of indicators for evaluating the birthing practice of women with 

a prior C-section. The cesarean rate and the VBAC rate are the two used most 

often, but there is also the uterine rupture rate and documenting an informed 

decision-making process. While no indicator is officially used in Québec to monitor 

TOLAC practice, they would be useful for monitoring and improving the quality of 

prenatal care. 

Main findings and recommendations 

After integrating the experiential, contextual and scientific data, and the 

consultations with the experts, the stakeholders and the members of the Comité 

d'excellence clinique, INESSS identified the following findings and concerns, which 

served as a basis for making recommendations: 

 The trial of labour after cesarean (TOLAC) is the preferred option in most 

guidelines for women who are candidates for vaginal birth. Nonetheless, the 

TOLAC rate in Québec is low (< 30%); 

 Respecting a woman’s informed choice in the context of shared decision-

making is essential. 

 Midwifery offers favorable conditions to women who attempt a VBAC; 

 Women and health professionals note a lack of uniformity in the information 

provided on VBAC during the decision-making process; 

 The VBAC completion rate is high in a population of women selected for their 

low obstetrical risk who give birth outside a hospital (quality of the evidence: 

very low); 

 The risk of uterine rupture is higher in women with a prior cesarean (1/200 to 

1/300 TOLACs), and the consequences of a rupture on the newborn are 

serious (neonatal mortality rate: 9%; neonatal asphyxiation rate: 26%). Certain 

factors lower the risk of rupture (prior vaginal birth or prior VBAC). In certain 

jurisdictions, women with a prior C-section are not women at low obstetrical 

risk; 
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 Collaborative practice between midwives and physicians promotes the 

practice of VBAC (intention to attempt a TOLAC and health outcomes). The 

stakeholders met are in favour of strengthening collaborative practices 

between physicians and midwives; 

 Potential perinatal risks (neurological complications, death and a low Agpar 

score) are more present during out-of-hospital VBACs, according to results 

with significant limitations in terms of their generalization to the Québec 

context (quality of the evidence: very low); 

 A considerable proportion of women will be transferred to a hospital during a 

home or birthing centre TOLAC as a matter of personal choice or because of 

their medical condition, generally for preventive reasons; 

 All the stakeholders acknowledge that it is important to act quickly (less than 

18 to 30 minutes) when there is a risk of uterine rupture in order to limit the 

complications. Uterine rupture is a time-sensitive situation where each minute 

counts for maximizing the infant's chances of survival and well-being; 

 In the vast majority of cases, this regardless of the quality of care and 

services, a transfer time of 30 minutes or less is difficult to achieve in Québec 

(because of the hospital transport system, the distances and the climate) 

(measured field data). 

A trial of labour after cesarean (TOLAC) should be encouraged when the eligibility 

criteria are met. However, given the increased risk of uterine rupture and the time-

sensitive nature of this obstetrical emergency, INESSS believes: 

1)  that a hospital should be the preferred setting for TOLACs. In light of the 

currently available data, INESSS is of the view that a hospital offers a greater 

likelihood of timely access to an emergency C-section (less than 18 to 30 

minutes); 

2)  that a woman's informed choice regarding the setting for the TOLAC takes 

precedence. Every effort should be made to ensure an informed choice in a 

shared-decision-making context by explaining the benefits and risks, regardless of 

the setting considered for the trial of labour or the vaginal birth after cesarean. 

In this regard, INESSS recommends: 

 that the TOLAC be the preferred practice for women with a prior cesarean and 

that women who wish to attempt a TOLAC have the option of giving birth 

under the supervision of a midwife or a physician; 

 that hospitals be midwifery-friendly and that they respect midwives' 

professional autonomy; 

 that a single information and decision support tool be adopted by all the 

professionals involved in supporting women during informed consent and the 

shared decision-making when choosing a TOLAC; 



 

8 

 that TOLAC risk assessment tools and validated and standardized intervention 

methods, which would be used by all health professionals involved in 

antepartum care and during delivery, be adopted; 

 that an interdisciplinary ministerial committee propose concrete action for 

improving collaborative practice between midwives and physicians who 

practice  obstetrics, and with hospital personnel, if applicable; 

 that Québec put in place a system for evaluating and monitoring, using 

medico- administrative data, TOLAC quality and safety to ensure the 

progression of TOLAC practice and safety in this province. 
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