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Forward
The VBAC Education Project

Ninety percent of mothers who have had a cesarean section can labor for a VBAC in a subsequent 

cesarean birth can have a safe vaginal birth (American Pregnancy Association, VBAC).

Do you hear from mothers, the following statements?
• My health care provider told me, “Once a Cesarean, always a cesarean.”

• I was just scheduled or surgery or my second baby. 

• No one ever told me I could have a vaginal birth a ter a cesarean. 

• What in ormation do you have now that may make you consider a VBAC?

Statements from health care providers?
• It’s just easier or you to have a cesarean.

• ou will have the convenience o  having a scheduled birth.

Questions from educators and maternity caregivers?
• What educational in ormation does a mother need i  she chooses to labor or a VBAC?

• Where can I nd educational resources to help mothers make an in ormed choice?

‘VBAC For Educators: A Teaching Guide,’ provides the information you need to develop and 
facilitate childbirth education classes for mothers with a prior cesarean birth. The classes will 
provide the knowledge and emotional support for mothers and families who choose this birth 
option. VBAC For Educators is a companion to the slide set, “Deciding if a VBAC is Right for You: 

and plan a safe and satisfying birth. Each of the modules provides concise answers to the many 
questions and concerns that parents have.

with psychological issues with a prior cesarean, strategies and support for labor and birth, and 
a clear understanding of patient’s rights. A resource list is provided for VBAC and physiological 
birth. The program also includes educational handouts for parents. 

philosophy. All childbearing women should have access to accurate information, resources, and 
the opportunity to express their birth preferences and share their concerns in a safe environment 
with a knowledgeable health care provider. A woman must be provided all options for childbirth 

Nancy Lantz, RN, BSN, ICCE, ICD
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Awareness Network

Mission Statement

education, providing support for cesarean recovery, and promoting Vaginal Birth After Cesarean 
(VBAC).

Vision Statement
A reduction in the cesarean rate driven by women assuming responsibility for their healthcare by 

Note to ICAN Volunteers:

( ), the relevance of this educational curriculum cannot be 

for emotional support, and for many years, we have provided a listening ear and a shoulder on 
which to lean. We have also provided community resources that mothers have depended upon 
when their birth options were limited by their local birth environments.

birth options, although deeply personal for many women, is also an issue of public health as it 

into our communities to provide this pertinent information to the mothers who need it the most, 
empowering them to ask the questions and get the answers that they need in order to make the 
decisions that will work best for their families. 

LaQuitha Glass

Throughout this educational project, the terms ‘cesarean’, ‘cesarean birth’, and ‘cesarean section’ 

as well as to those who do not feel that it was only a surgical procedure. The use of the terms 
‘cesarean birth’ and ‘cesarean section’ in this collaborative project are not the express views of 

LaQuitha Glass
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About VBAC for Educators: 
A Teaching Guide

For Educators and Community Group Leaders
VBAC was deemed a reasonable and safe option to a routine repeat cesarean by the National 

 
and lack of clear national practice guidelines have succeeded in virtually eliminating VBACs in 
many hospitals. 

Mothers have the legal right to make their own health care decisions, but that right, more often 
than not, is not upheld. Denial of medical care for mothers who want to labor for a VBAC has 
put healthy mothers and babies at risk for several health complications associated with repeat 
cesarean sections. 

grateful, would like to see all mothers make their own informed decision about how they want  

to the mothers and families you work with, support, and care for.      
  

Nicette Jukelevics, MA, ICCE
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 The majority of cesareans do not 
lead to improved health outcomes and many of the indications for which they are performed are 
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What are the risks of cesarean section for mothers?
Compared with vaginal birth, women who have a cesarean are more likely to experience: 

the risk of death. 

a cesarean mothers are more likely to need assistance with breathing and to develop a blood clot 

during the operation as well. Adhesions (internal scar tissue that forms between tissues and 

 

sometimes both together, a placenta previa and accreta. Mothers with multiple cesareans are 
more likely to need admission to intensive care. Problems with the placenta increase the risk for 
hemorrhage and a hysterectomy if the bleeding cannot be stopped (Cunningham, Bangdiwala, 

A study that examined trends in the increase of obstetric complications for hospital births in 

increase in cesarean sections. There was an increase in renal failure, adult respiratory distress 
syndrome, shock, and ventilation (assistance with breathing). Cesareans also contributed to the 

What are the risks of repeat cesareans in a future pregnancy?

problems interfere with optimal growth of the fetus and may result in fetal malformation. 

 

What are the risks of cesarean birth for babies?
Babies born by cesarean section without labor are more likely to be born preterm, have breathing 
problems, or need admission to a special care nursery. When mothers and babies are separated 
after birth and require medical care, mothers and babies are less likely to have the opportunity to 

Emerging evidence suggests that experiencing labor and passing through the birth canal 

Microorganisms in the gut are believed to play an important role in illnesses including Crohn’s 
disease and ulcerative colitis. An underdeveloped immune system may allow autoimmune 
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A recent Danish study that examined the method of birth with childhood onset of chronic 

Emerging research on the hormonal physiology of childbearing, the biologic process of birth 

“Physiologic childbearing” re ers to childbearing con orming to health biologic processes. 
Consistent and coherent evidence nds that physiologic childbearing acilitates bene cial 
(salutogenic) outcomes in women and babies by promoting etal readiness or birth and 
sa ety during labor, enhancing labor e ectiveness, providing physiologic help with labor 
stress and pain, promoting maternal and newborn transitions and maternal adaptations, 
optimizing breast eeding and maternal-in ant attachment, among many processes Common 
maternity care practices and interventions can impact the hormonal physiology o  mother 
and baby  and conse uences or mother and or baby may occur in the perinatal period and 
beyond (Buckley, 2015). 

 
 

can last a lifetime. 

Comparison of U.S. Cesarean Rate with Highest and 
Lowest Cesarean Rates in European Countries (2010)

Country Cesarean Rate %
Cyprus     52.2
Italy     38.0
Romania     36.9
Portugal     36.3
United States, 2013     32.7
Sweden     17.1
Netherlands     17.0
Finland     16.8
Iceland     14.8

European Perinatal Health Report: Health and Care or Pregnant Women and Babies in Europe in 2010. Retrieved rom http:
www.europeristat.com reports european-perinatal-health-report-2010.htm
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What’s Wrong With a Cesarean?

Average Commercial U.S. Payment for
 Vaginal Birth and Cesarean Section (2010)

Average Commercial Payment 
for Vaginal Birth

Average Commercial Payment 
for a Cesarean Section

$18,329 $27,866

Average Commercial Payment for  
Newborn Care After Vaginal Birth

Average Commercial Payment for  
Newborn Care After Cesarean

$5,809 $11,193

Medicaid Payment for Maternal and  
Newborn Care

Medicaid Payment for Maternal and  
Newborn Care

$9,131 $13,590

Truven Health Analytics (2013). The cost of having a baby in the United States. Prepared or Catalyst or Payment 
Re orm, Center or Healthcare Quality and Payment Re orm  Childbirth Connection. Retrieved rom, http: trans orm.
childbirthconnection.org reports cost  
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Providing care for women who want to labor for a VBAC can substantially improve health 

birth and avoid the complications from a cesarean section. Given what we know of the risks of 
cesareans for mothers and babies, it would make sense to encourage mothers to plan a VBAC 
rather than schedule a routine repeat cesarean. 

prohibitive medical malpractice premiums for physicians who support VBAC and pressure from 

1997 2000 2003 2006

0

20

40

60

80

100

64.7% 71.9% 86.3% 90.3%

35.3% 28.1% 13.7% 9.7%

*Based on all-listed diagnoses and DRGs 
Source: AHRQ, Center or Delivery, Organization, and Markets, Healthcare Cost and Utilization Project, HCUPnet, Nationwide 
Inpatient Sample, 1997-2006

THE RATE OF REPEAT C-SECTIONS INCREASED 40 PERCENT 
WHILE THE VBAC RATE DECREASED 73 PERCENT, 1997-2006*

Pe
rc

en
ta

ge
 (

) 
o

 c
hi

ld
bi

rt
h-

re
la

te
d 

ho
sp

it
al

iz
at

io
ns

 

am
on

g 
w

om
en

 w
it

h 
a 

pr
ev

io
us

 C
-s

ec
ti

on

Vaginal birth 
a ter C-section 
(VBAC)

Repeat C-section



14

stopped providing care for VBAC (Cunningham, et al., 2010).

 

Country VBAC Rate %
Netherlands 55
Germany 41
France 35
United States (2012) 9.7

Gene Declerc , PhD (2014). Birth by the Numbers, 2014: Part I Is There a Problem? Ppt slides. Retrieved rom, http: www.
birthbythenumbers.org ?page id 16
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Evidence tells us that allowing birth to begin 
and proceed normally without unnecessary 
medical interventions is safer and healthier 
for mothers and babies, and is less likely 

have concluded that too many women with 
healthy pregnancies are having a cesarean 

three women give birth by cesarean section. 
Twice as many as recommended by the World 

for mothers and babies result from allowing 
the process of childbirth to evolve without 
unnecessary interventions and involving 
mothers in their care. Leading maternity care 

views of birth and state, “Most births are 
normal and require minimal intervention… 
Decisions about interventions should 
incorporate the woman’s personal values and 
preferences and should be made only after 
she has had enough information to make an 
informed choice, in partnership with her care 

and Gynecologists, American Academy of 
Pediatrics, American Academy of Family 

newborn transition to life outside the womb, 

the mother’s psychological wellbeing and 
provides for her newborn’s needs. Allowing 
birth to begin and progress on its own, giving 
mothers freedom of movement, providing a 

supportive birth environment, continuous 
emotional support, and a variety of comfort 

relief improves a mother’s chances of having 
a safe, uncomplicated, vaginal birth. Placing 

her mother’s chest immediately after birth 

to initiate breastfeeding (American College of 

increasingly become a medical event 
controlled by medical interventions 
unsupported by evidence. This perspective 
of childbirth accompanied with a medical 
model of care has alienated women from 
their own innate power to give birth, protect, 

interventions and surgical births have not 
improved health outcomes, but have increased 
maternal and newborn complications that 

outcomes. An increase in interventions and 
cesarean sections has not improved health 
outcomes for mothers and babies.

regard to the maternal mortality rate (deaths 

th

normal healthy birth for mothers with a prior 
cesarean who want to labor for a VBAC.
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have been developed to help the childbirth educator or leader of a VBAC support group create the 

educational day to your doula community about how best to support VBAC mothers.

Planning Your VBAC Class
• The kind o  class you will o er or the parents’ group you will lead in your community, 

birth center, or hospital will depend on the needs o  your students and the time rame 
you have. 

• The topics you cover, the number o  sessions you o er, and the length o  each 
session, will all vary according to your students’ needs. What you include will also be 
in uenced by other resources available to your students. 

• I  most o  your parents are also taking well-taught classes on labor coping techni ues 
and labor progress, or have e perienced labor support rom a doula, you might want 
to teach a short class that ocuses only on VBAC. 

• I  the parents in your community have ewer resources, you may want to o er a 
longer class series that also addresses labor coping techni ues. ou can also o er a 
one-session VBAC Orientation Class that covers the bene ts and risks o  VBAC and 
repeat cesarean section and the chances o  having a vaginal birth. 

• I  you are leading a VBAC support group in your community, you will probably want to 
spend some time on the psychological impact o  an une pected cesarean, the rights 
o  mothers to make their own health care decisions, and how parents can improve 
their chances or a VBAC. ou will probably want to create a directory o  VBAC-
riendly providers, birth centers, and hospitals in your area.

• Consider what core issues you most want to include and write an outline ramed 
around those issues. Remember that parents will also have access to the visual slide 
presentation, Resource List and Educational Handouts or Parents so they can access 
the in ormation they want even i  you don’t cover it in class.

• ou can teach the material just as it is presented in each o  the modules. ou can also 
take the main ideas, present them in your own way, and distribute the accompanying 
Educational Handouts or Parents or the corresponding topic. 

• Choose appropriate audio-visual materials or each o  your core ideas. 

• Consider having a VBAC lm night or your community. Invite nurses, midwives, 
physicians, parents, and doulas with VBAC e perience or a panel discussion or a Q  
A. Provide appropriate Educational Handouts and or the Resources list.

Teaching about VBAC:
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Teaching Tips
Depending on how much time you have, and the physical space you are teaching in, these 
suggestions may be helpful to you. 

Resources for Parents at the end of the modules 
Resources for VBAC and 

Physiologic Birth

1. I  you have the names o  the parents who will be attending your class, you might 
want to give them a call be ore class begins. This will give mothers the opportunity 
to clari y some o  their personal concerns and give you speci c in ormation that you 
may want to add or discussion in your class. 

2. Use a room set-up that encourages participation and interaction, circle and 
U-shaped set-up instead o  classroom style. Given the opportunity, VBAC students 
learn a lot rom each other.

3. Make your role clear. Present the in ormation in a neutral manner without trying to 
in uence parents to choose one option over another. Re er them to their caregivers 
or medical issues, but help them to eel com ortable asking uestions to get the 

answers they need. 

4. Parents need to eel sa e. Birth is personal. Parents need to get to know each 
other and eel com ortable sharing personal issues. Establish some ground rules. 
Ask your students what those ground rules might be (e.g. not criticizing each other, 
respecting each mother’s choice). 

5. Find out your students’ needs be ore you begin teaching. Take a ew minutes or 
each parent to nd out what his her main concern is. 

6. Allow time or mothers to share their cesarean e perience. Let everyone listen 
without commenting until she has nished her story. Allow time or partners to 
do the same. O ten this is the rst time that a partner has heard how the birth 
a ected him her and the rst time the mother has heard how the last birth 
impacted her partner. 

7. Invite parents who have planned a VBAC to share their e perience with the class, 
whether their birth was a VBAC or a cesarean section.

8. Let your students who are planning a hospital VBAC that providers’ care practices 
vary widely on issues like when to arrive at the hospital, etal monitoring, IVs, 
Heparin locks (capped IVs), and how long a woman can labor be ore “ ailure to 
progress” is determined. Help your students discuss these issues within a physiologic 
birth ramework. 

9. Avoid substituting opinion or acts and help your students assess the accuracy o  
what they may have heard or ound on the Internet. Re er your students to the 
Resources or VBAC and Physiologic Birth or evidence-based in ormation.

10. Avoid giving advice i  your students are asking about a medical issue (i.e., I have 
herpes or I am diabetic). Re er mothers to other health pro essionals you may know 
so they can get a second opinion, i  needed. 
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11. Encourage your students to discover their strengths. Emphasize that the 
overwhelming majority o  births are normal and that VBAC labors tend to have very 
sa e outcomes. 

12. Become aware o  the variety o  cultural approaches to helping women through 
childbirth, and remember that each can enrich class content. Ask parents to share 
their customs o  birth and describe how their culture supports women in labor.

13. For students who have strong religious belie s validate that aith and being part o  a 
religious community can be power ul sources o  support or them.

14. Many women have been told by their caregiver that their “pelvis is not shaped 
properly,” they are “too small,” or they’ll “never be able to birth their baby without 
a cesarean.” These comments have a strong impact on women’s con dence to give 
birth. Emphasize how a woman’s body changes during pregnancy to acilitate the 
process o  labor. For e ample, how so tening o  connective tissues make the pelvis, 
cervi , and vagina e ible, the ability o  the baby’s head to mold, and the increase 
in endorphins in labor.

15. Help students to consider other challenges and pain ul e periences that they may 
have aced in li e. Help them to identi y the inner resources they used to cope with 
those challenges and e periences.

16. In orm your students o  their legal rights. Their right to be involved in all medical 
decisions that a ect them and their baby, their right to in ormed consent and 
re usal, their right to respect ul maternity care, and their right to make the nal 
decisions about how they want to give birth. 

17. Re er mothers to cesarean VBAC support groups. For many women who have had a 
cesarean, support groups are an opportunity to meet their emotional needs which 
may have been ignored by their caregivers, amily, and riends who had never had 
similar e periences. A support group can help women process a prior traumatic 
birth and restore their con dence in their ability to give birth without surgery. 

18. eep up to date with developing research and other in ormation by signing 
on to receive updates rom the websites in the Resource List for VBAC and 
Physiologic Birth. 



Module 1
 

for Mothers and Babies
Why Is It Important to Educate Parents About VBAC and Repeat Cesarean?

The Listening to Mothers III Pregnancy and Birth 

as much information as possible about the risks associated with cesarean and VBAC. More than 
half of the mothers who had a primary or repeat cesarean said they would unlikely choose a 
repeat cesarean. 

What Do Mothers Know About VBAC and Repeat Cesarean?
Caregivers have an obligation to provide accurate medical information to their patients so they 

section and VBAC. 

The Listening to Mothers III report stated that most mothers were not sure about two of the most 
frequent complications of cesareans: placental problems in a future pregnancy and breathing 
problems in newborns. Women who did have a cesarean were no more informed than women 

cesarean is protective of newborn breathing problems. 
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How Comfortable Are Mothers Asking Questions of their Caregivers?

What Do Caregivers Tell Mothers About VBAC and Repeat Cesarean? 
Among women surveyed who had one or two prior cesareans, more than one in four reported 

cesarean section. 

What do mothers think about the quality of care they received?

was the most valuable source of information about pregnancy and birth.

How does the U.S. VBAC rate compare with other industrial countries?

2004 VBAC RATES for SELECTED COUNTRIES

Countries with the Highest VBAC Rates Percent
Netherlands 55
Germany 41
France 35

Countries with the Lowest VBAC Rates
Canada 20
Lithuania 19
Latvia 9
United States 8

Declerc , E. (2014). Birth By the numbers: The Update, Part I is there a problem? PowerPoint Presentation. Retrieved rom, 
http: www.birthbythenumbers.org ?page id 1265

Implications for Educators

of repeat cesarean and women may not be making an informed decision when they “consent” to 
have a routine repeat operation. 

make an informed choice about how they want to give birth. 
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Module 2
What Are the Main Concerns 

VBAC Fear is a Recent Phenomenon

Cesarean 
Childbirth

The single most controversial issue regarding birth after cesarean is the probability of a uterine 

danger for the sake of the mother’s “birth experience.”

23
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and hemorrhage from a placental abruption. 

Implications for Educators
Women have the right to know all the facts before they make a decision to labor for a VBAC or 

consequences of that risk since they will ultimately decide how, where, and with whom they will 
give birth. 

There is no easy way to present the facts about a uterine rupture, although it’s important to keep 

more frequent potential complications of labor that also require a rapid cesarean section. The 
chart below, included in the slide presentation, Deciding If a VBAC Is Right for You: A Parent’s Guide 
can be used to make the comparison.

Women who labor for a VBAC as well as women without a prior cesarean  
can experience complications in labor that require an emergency cesarean.

Per 1,000 women who labor 

Uterine rupture,  
symptomatic separation o  uterine scar 7-8

Shoulder Dystocia, 
baby’s shoulders are too wide to t through the pelvis 6-14

Placental Abruption, 
placenta separates rom the uterus be ore the baby is born 11-13

Umbilical Cord Prolapse,  
umbilical cord precedes the baby’s head through the cervi 14-62

Komorowsky, J. (2010). Putting uterine rupture into perspective, in a woman’s guide to VBAC: Navigating the NIH consensus 
recommendations. Giving Birth With Con dence Blog, Retrieved rom, http: givingbirthwithcon dence.org 2-2 a-womans-
guide-to-vbac putting-uterine-rupture-into-perspective   

General Information About Uterine Scar 
Rupture

identify issues important to them that they can discuss with their care provider. 
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Cesarean childbirth: Report of a consensus development conference 

Whether a mother can labor safely for a VBAC depends largely on what type of cesarean uterine 

cesareans were done with a “classical” (high vertical) incision. Most cesareans today are done 

Low Transverse Incisions (used in the vast majority of cesareans) 

Low Vertical Incisions

or a transverse lie, or for placenta previa. For women with low vertical scars, physicians are 
concerned about whether the original incision did in fact extend into the upper (contractile) part 

likely to review a copy of the operative report, and may question the mother about the reason for 
the cesarean. 

premature, the original incision is more likely to have cut into the higher part of the uterus. 

A B C

Cesarean section.
(A) Classic;
(B) low vertical;
(C) transverse incisions.
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Inverted T, J, and T-shaped incisions

needs more room to deliver the baby. “T” incisions sometimes happen as accidental extensions of 

Classical incision 
This is a vertical incision in the upper portion of the uterus. Classical incisions are sometimes 
used for babies in transverse or breech position, for delivering premature babies, or for rapid 
cesareans done in emergency circumstances. The upper part of the uterus is thicker and more 

cal scars rupture, the rupture is likely to happen faster and cause more damage to the uterus. 

Unknown uterine incision

having planned VBACs with unknown uterine incisions, and found no increased risk for rupture. 
This is probably due to two factors. First, most of these “unknown scar” cesareans were done 

er a mother’s previous cesarean might have been done with a high vertical scar, and can advise 
her not to labor. A mother almost always knows the reason why her cesarean was performed, and 

told that she can safely plan a VBAC.

Can mothers labor for a VBAC with these unusual uterine scars? 

an unknown uterine scar can also plan a VBAC unless the caregiver suspects a high classical 

women with a prior high classical uterine scar have a repeat cesarean section. They site the risk of 

can consult with their caregiver who should have access to the full details of the prior cesarean 
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Module 3
A Closer Look at Repeat Cesareans

2013 Cesarean Rates for Selected U.S. States and Puerto Rico

Three States with the Highest Cesarean Rates  Percent
Louisiana 38.9
Mississippi 38.5
New Jersey 38.4

Three States with the Lowest Cesarean Rates
Utah 22.4
New Me ico 24.3
South Dakota 25.5

Puerto Rico 48.8

National Vital Statistics Reports. Volume 64, Number 1, User Guide, Table I-7, January 15, 2015. 
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Fewer Cesareans

that too many cesareans are being performed exposing mothers and babies to avoidable harms 
without improved outcomes. 

called for a reduction in cesarean sections. 

Although cesarean delivery can be li e-saving or the etus, the mother, or both in certain 
cases, the rapid increase in the rate o  cesarean births without evidence o  concomitant 
decreases in maternal or neonatal morbidity or mortality raises signi cant concern that 
cesarean delivery is overused. There ore, it is important or health care providers to 
understand the short-term and long-term tradeo s between cesarean and vaginal delivery, 
as well as the sa e and appropriate opportunities to prevent overuse o  cesarean delivery, 
particularly primary cesarean delivery (ACOG  SMFM, 2014). 

Childbirth Connection’s extensive research on cesareans and VBAC leaves no doubt that the 

More recent studies rea rm earlier World Health Organization recommendations about 
optimal rates o  cesarean section. The best outcomes or women and babies appear to occur 
with cesarean section rates o  5  to 10 . Rates above 15  seem to do more harm than good  
Most mothers are healthy and have good reason to anticipate uncomplicated childbirth. 
Cesarean section is major surgery and increases the likelihood o  many short- and longer-term 
adverse e ects or mothers and babies

Our society is more tolerant than ever o  surgical procedures, even when not medically 
needed. This is re ected in the com ort level that many health pro essionals, insurance 
plans, hospital administrators and women themselves have with cesarean trends. Further, 
the cesarean rate varies uite a bit across states and areas o  the country, hospitals, 
and maternity pro essionals. Most o  this variation is due to “practice style” rather than 
di erences in the needs and pre erences o  childbearing women (Childbirth Connection, 2013).

Cesarean Deliveries, 
Outcomes, and Opportunities for Change in California: Toward a Public Agenda for Maternity Care Safety 
and Quality: White Paper, it stated the following: 

In many conte ts, cesarean delivery has come to be regarded as the sa er option, when in 
act it has greater risks and complications than vaginal birth. Higher cesarean delivery rates 

have brought higher economic costs and greater health complications or mother and baby, 
with little demonstrable bene t or the large majority o  cases. With the marked decline in 
vaginal births a ter cesarean, cesarean deliveries have become sel -perpetuating; and every 
subse uent cesarean brings even higher risks

Primary cesarean delivery today is sa er than ever; and because major complications are rare 
with a rst birth, the risks o  primary cesarean are not visible to practicing obstetricians. 
However, repeat cesareans, in particular, carry signi cant risks and complications. 
Un ortunately, these “ uture” risks or repeated cesareans are not well appreciated by either 
obstetricians or the public (Main, Morton, Hopkins, et al, 2012). 
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Implications for Educators
This is an opportune time for educators to raise awareness about the risks of cesarean section. 

deal.” As the Listening to Mothers III report indicated, the majority of mothers trust that their care

be an easy task to now reverse course and tell consumers that cesareans are more risky than we 
once thought. 

help parents to understand the serious health implications of routine repeat cesareans. Without 
educating parents that cesareans are best reserved for medical indications the cesarean rate is not 
likely to go down in the near future. 

Many of the recommendations made by leaders in maternity care to reduce cesarean sections 

and “increasing public engagement with education, public service announcements, celebrity 
spokespersons, and shared decision tools.” 

VBAC Task Force explored the capacity for hospitals to provide care for VBAC and found that 

recommendations is to develop a VBAC education program to educate expectant parents about 
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To help parents consider what option they are likely to choose for themselves, solicit from the 

Parents are also likely to obtain new information or want to discuss issues brought up in this 
conversation with their own care provider. 

VBAC AND CESAREAN PROS AND CONS

Laboring For VBAC Scheduling a Repeat 
Cesarean

Arranging a Cesarean to  
Be Done After Labor Starts

Pros or Mothers: Pros or Mothers: Pros or Mothers:

Cons or Mothers: Cons or Mothers: Cons or Mothers:

Pros or Baby: Pros or Baby: Pros or Baby:

Cons or Baby: Cons or Baby: Cons or Baby:

After learning about the risks of cesarean section some mothers may still choose to schedule 
a repeat operation and some will end up needing one after laboring for a VBAC. Mothers’ 
informed choice should be respected and as educators we can try make their cesarean birth a 
positive experience. 

Elements of a natural birth can easily be included in a cesarean birth without compromising the 
safety of the mother or her baby. These elements are included in what is known as the “Gentle 

of these elements are important to them and how they can communicate their wishes to their 
caregivers. By giving the mother options and respecting her wishes she can actively participate in 
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perinatal team, including the obstetricians, pediatricians, and anesthesiologists. 

helps to regulate body temperature and heart and breathing rate, increase blood glucose levels 

can help to give mothers the support they need to breastfeed their newborns. Take the lead and 

for mothers who give birth by cesarean. 
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Module 4
 

head on without any drugs for pain relief, choosing instead a variety of comfort measures, doula 

can only go through another labor if they have dependable pain relief (an epidural), the safety 
of electronic fetal monitoring and the reassurance of an “immediately available” physician and 

increase women’s odds for completing a VBAC:

• A prior vaginal birth;

• A healthy pregnancy weight;

• The prior cesarean was or malpresentation (baby in a non-verte  position);

•  Going into labor at or near term;

• A labor that is not induced or augmented;
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• The bag o  waters having ruptured on its own or the cervi  having started to dilate 
be ore admission to the hospital labor and delivery unit;

• No complication such as preeclampsia. (ACOG, 2010)

will complete a VBAC labor. 

Evidence is mounting and validating what many maternity care professionals have always 

(physiologic birth) without routine medical interventions and when mothers are full participants 
in their care. Women are more likely to get the support they need and the care that is best for 
them when care providers collaborate to bring about healthy outcomes for mothers and babies 

when they feel safe and respected by their caregivers and when their values and preferences are 
taken into consideration. When they have freedom of movement and can stay in upright positions 
as long as they feel comfortable. 

Implications for Educators
The concept of physiologic birth, allowing birth to proceed without interventions unless medi
cally necessary, moving around in labor, and avoiding an epidural in the early stage of labor will 

multiple interventions, two out of three women have an epidural for pain relief in labor, only four 
out of ten have freedom of movement once labor begins and more than six out of ten are on their 

To help women clarify what options are available to them and how they prefer to give birth use 

so that they have the time and opportunity during pregnancy to get the answers they need. 

The questions are designed to encourage parents to feel comfortable asking questions of their 

support of a doula. 

 

and an epidural may be the right option at the right time to give a mother a rest so she can 
continue to labor. 
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Routine Interventions and Electronic Fetal Monitoring
• Avoiding routine interventions helps labor progress, but with a VBAC, monitoring the 

baby’s heart rate is important. The baby’s heart rate pattern re uently changes when 
the uterine scar separates. Up to 70  o  the time electronic etal monitoring (EFM) 
has detected an abnormal heart rate pattern, suggesting a separation o  the uterine 
scar (ACOG, 2010). 

• Some care providers recommend continuous EFM in active labor. Even with continuous 
monitoring or a hospital VBAC it’s possible to change positions, rock in a chair, stand 
and move side to side, lean over the back o  the bed or a birth ball and use an upright 
position or birth. A telemetry unit (portable etal monitor), or a waterproo  hand-
held Doppler allows mothers to walk, change positions or use the birth tub while 
monitoring the baby (Simkin  Ancheta, 2011). 
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Module 5
Four Main Reasons For a First 
Cesarean: What You Can Do 

can avoid a repeat of a similar situation when laboring for a VBAC. 

kind of care they receive and the philosophy and support of their maternity care team can make 

New Guidelines for Failure to Progress 

Safe prevention of the primary cesarean 
delivery  Obstetric care consensus and the revised safe time limits for second stage with and without 
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The new guidelines state that women may not reach the active phase of labor (when contractions 

The new recommendations for second stage do not include a time limit after full dilation as long 

have given them enough time to labor or give birth. 

Mothers are at higher risk for a uterine rupture and are less likely to have a VBAC if their labor 

revised guidelines for reducing the odds of a cesarean encourage health care providers to refrain 

failed induction. Before a cesarean is recommended due to a failed induction, Pitocin should have 

Implications for Educators 

Encourage Mothers to Wait For Labor to Start On Its Own

its own a cascade of birth hormones is released which provides natural pain relief for the mother, 

About Cervical Dilation
There is much activity, sometimes unnoticed, that takes place in a woman’s body towards the end 

understand and appreciate those important markers may help to reduce their frustrations if 

1. The cervi  moves rom a posterior to an anterior position.

2. The cervi  ripens and so tens.

3. The cervi  e aces.

4. The cervi  dilates.

5. The baby’s head rotates, e es, and molds.

6. The baby descends, rotates urther, and is born. 

passenger pelvis 
powers 

psyche (the 
mother’s emotional state and anxiety level) and pain (the mother’s ability to cope with it). 
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Discuss these factors and how they can 
impact the progress of labor and suggest 

help them have a VBAC. 

before the physiologic process even begins. 
They have added four more “Ps” that play 
a role in the progress of labor: permission
physical environment practices; and people. 

mobility during labor and birth. 

Permission: Mothers should be allowed to 
move freely and assume positions of their 
choice. Eat and drink if they are hungry 
or thirsty. Control the light, sounds, and 
ambience of their environment and wear 
clothing of their choice.

Physical Environment
when they have safe and private spaces to 
walk in, physical supports like birth balls, 
chairs, bars, pillows, and showers or tubs to 
reduce pain. 

Practices: Caregivers should avoid using 
medical interventions unless they are 

monitoring, bladder catheters, and epidurals 
restrict a woman’s mobility and ability to 
change positions in labor or for birth. 

People: Mothers in labor need the people that 
care for them or support them in childbirth 

and encouraging. Mothers’ needs for privacy, 
dignity, and autonomy should be respected. 

positive and negative emotions without 
embarrassment or fear of reprisal from 
maternity caregivers. 

Help your students understand 
the reasons why labor may slow 
down or progress at a slower pace 
than expected. 

Take the time to demonstrate with a plastic 
pelvis, if available, how the ligaments, which 
are softened during pregnancy, can stretch and 
increase the diameter of the pelvis to allow the 
baby to move to a more favorable position or to 
move down through the pelvis. 

they can help with “Back” Labor. 

Although continuous electronic fetal 
monitoring has been used extensively since the 
early seventies, no evidence has concluded that 

heart problems have been increasing and based 
on fetal monitor readings physicians disagree 
on whether or not a cesarean is necessary for 

a VBAC, there is evidence that close fetal 
monitoring can be helpful in diagnosing the 

the time electronic fetal monitoring (EFM) 

suggesting a separation of the uterine scar 

continuous fetal monitoring in active labor. 

Review with parents why the baby’s heart 

and what choices they can make to reduce 

heart problems she may not feel safe laboring 
without close fetal monitoring. 

Demonstrate how a mother can stay active and 
change positions during labor and birth even 
when continuous monitoring is used. This 
discussion should encourage mothers to ask 
their caregiver about their monitoring practices 

or if telemetry (remote monitoring without a 
connecting cable) is an option. 

Breech
term pregnancies and is the third most 
common reason for performing a cesarean 

are delivered by planned cesarean section 

Version (ECV), a procedure that helps to 
turn a fetus from a breech presentation to 
a cephalic presentation has been shown to 
decrease the incidence of breech presentation 
at term for women without a cesarean scar 
thereby reducing the need for a cesarean 
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encourage women with a prior cesarean to 
have an ECV to increase their odds for laboring 

the British Journal of Obstetrics and Gynaecology 

cesarean to have an external cephalic version 
(ECV) in a medical center. 

low risk women with a prior vaginal birth who 

gestation. All women were expecting one baby. 

Physicians were successful in turning a breech 

birth. There were no complications in the 

a vaginal birth (VBAC). More than half of 
the women avoided a repeat cesarean section 

Implications for Educators
External cephalic version is successful for at 
least half of all women who have the proce
dure. Discuss this option with your students 
to reduce their odds for a repeat cesarean 
section. Find out if any mothers are familiar 

awareness about ECV early in pregnancy gives 
women time enough to discuss the issue with 

th week of gestation. 

Macrosomia: “Big Baby”

care providers recommend that a woman be 
screened in her last trimester to determine the 
weight of her baby at birth (pelvimetry). Based 
on these measurements the care provider 
decides whether or not the baby is “too big” to 
be born vaginally. 
There is a strong belief that “big” babies born 
vaginally are at high risk for shoulder dystocia. 
By planning a cesarean section, physicians 

dystocia is a complication that can occur in 
the pushing phase. When the baby’s head is 
delivered but the shoulders remain stuck the 
baby’s chest can become compressed reducing 

those “big” babies are born within normal 
weight range. 

Pelvimetry is an inaccurate method of 

whether or not the baby will move down 
through the mother’s pelvis or not . An 
ultrasound screening has an error margin of 

more likely to have a cesarean, but there is no 
evidence that the health outcomes of babies are 

fetal weight as determined by ultrasound in 
late pregnancy are inaccurate and increase 

to the baby. These estimates should not be 
used to make decisions about a vaginal or a 
cesarean birth. To lower the risks for birth 
trauma (shoulder dystocia for the baby and 
vaginal tears for the mother) their guidelines 
recommend that cesarean section be limited to 

Implications for Educators
There is a lot you can teach the parents about 
an induction or cesarean for a “big” baby. The 
Listening to Mothers III

toward the end of their pregnancy to estimate 

were told that they had a “big” baby. After a 
discussion with their caregiver about the possi
bility of having a cesarean for their “big” baby, 

section. Twenty percent felt that they had no 
other choice but to schedule a cesarean. 

indicated that their caregiver discussed the 
possibility of an induction. Twenty percent of 
the mothers were not given any other choice, but 

who had this discussion ended up being induced 

 
their baby. 

Discuss what options other than induction of 
labor or a planned cesarean for a “big” baby 
they may want to consider and discuss with 
their caregivers. 
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positions when it comes to labor and birth.

 
During Labor

fully participated in the medical decisions regarding their health care. A cesarean is sometimes 
recommended in labor or in second stage when it is not an emergency situation. Parents then 

by cesarean, but having the time to have this discussion and giving her time to adjust to this new 
reality helps her to avoid postpartum feelings of having been “pushed” into a cesarean. 
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Module 6

 
a mother’s risk for complications.

Although we have strong evidence that freedom of movement, change of positions in labor and 
freedom of choice of position for second stage improves the odds for an uncomplicated vaginal 

intolerance, a forceps or vacuum extraction and needing an episiotomy adequate enough to 
insert these instruments. 

positions for birth. 

labor and birth. 
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The freedom to walk and use a variety of positions for labor and birth can help labour progress 

position, when a baby’s head is tipped towards one shoulder as it moves down through the pelvis. 

Implications for Educators
Take the time to allow mothers to understand how their body prepares for labor and birth. Allow 

labor and birth.

hospital birth. 

If you are also a labor and delivery nurse
many positions and comfort measures that can make mothers more comfortable and help their 
labor to progress.

How to 
Become Mother-Friendly: Policies and Procedures for Hospitals, Birth Centers, and Home Birth Services 

movement and discouraging the use of the lithotomy position for birth. 
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Module 7
Coping With the Pain of Labor

Pain in childbirth and how to cope with it is probably the most important concern of expectant 

labor and ultimately on maternal and newborn health. 

the pain o  labor might be de ned as an unpleasant bodily sensation that one wishes to 
avoid or relieve. Su ering, however, is a distressing psychological state that includes eelings 
o  helplessness, ear, panic, loss o  control, and aloneness. Su ering may or may not be 
associated with pain, and pain may not be associated with su ering

(In) our discussions with pregnant women, it is not the pain o  labor that worries them 
as much as how the pain will a ect their behavior (loosing control, crying out, writhing, 
showing weakness, or behaving shame ully) and whether they will nd themselves in a state 
o  helplessness (not knowing how long the pain will go on and being unable to do anything 
to reduce it). In other words they are a raid o  suffering. Su ering is similar in de nition to 
trauma and can lead to emotional distress (even posttraumatic stress disorder) that sometimes 
continues long a ter birth. 
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pain relief. 

the mother’s blood pressure, slow down her labor, make it necessary to use Pitocin to get labor 
going again, increase the risk for instrumental delivery, perineal tears, and cesarean section. 

babies are more likely to be malpositioned (in a transverse or posterior position) and the mother 

the placenta may cause fetal heart intolerance. The toxic drugs used cross over from the placenta 
to the baby and may take hours to process and to be excreted from the baby’s circulation and 

An epidural for pain in labor interferes with the body’s ability to eliminate heat and may raise the 
mother’s body temperature bringing on a fever. There is no way to determine if the mother’s fever 
is caused by the epidural or an infection, making it likely that the mother and her baby at birth 
will be screened and treated for infection. 

Leaders in maternity care are learning more and more that childbirth is a natural process that 

pain relief and the opportunity for continuous support (from a doula or woman experienced in 
childbirth) for labor and birth. 

Implications for Educators

exclusively, to relieve the pain of labor. Evidence shows that drugs can complicate labor and birth 
for the mother and her baby. 

whirlpool and shower.

epidural is available gives women the courage to labor for a VBAC instead of scheduling a routine 
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Module 8
Mothers’ Feelings About Their Prior 

Cesarean Birth Trauma
A traumatic birth of any kind can leave a woman feeling disempowered, violated, or betrayed. 

experience, some will have an aversion to breastfeeding which can trigger memories of the 
traumatic birth.

an elective repeat cesarean or a planned VBAC in a subsequent pregnancy. 
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Psychological Trauma, 
th  

“Take a minute to absorb these statistics. In at least one large study, the rates o  ull-criteria 
PTSD in the U.S. ollowing childbirth are now higher than those ollowing a major terrorist 
attack.” 

Women did not feel cared for. They felt alone and abandoned at some point during childbirth 
or immediately postpartum. They experienced a lack of empathy from their caregivers. The care 

Their obstetric caregivers did not communicate with them in labor. Mothers felt invisible and 
neglected when clinicians talked to each other about them without addressing them or including 
them in the conversation about their care. 

Women perceived that their caregivers did not provide safe care for themselves or their babies. 
When things went wrong mothers felt their caregivers did not respond appropriately as they 
trusted them to do. This experience left them feeling powerless and out of control.

Mothers felt that their traumatic experience was ignored. Everyone talked about the baby, but 

of their baby. 

have such a negative impact.

in medical and psychological concerns of pregnancy, birth, the postpartum period, trauma, and 

Events are traumatic and create eelings o  powerlessness when they are dangerous. When 
they are actually or appear to be li e-threatening to onesel  or a loved one. When they are 
sudden (the situation changes uickly rom “normal” to dangerous), they are e perienced 
without e planations, and when the situation appears overwhelming. 

There is no time to prepare, no way to plan an escape or to prevent something rom 
happening. A number o  events during labor or birth such as an emergency, une pected 
or unwanted interventions, serious problems in the mother, physical damage, a sick or 
compromised in ant and separation rom the baby, can be classi ed as traumatic, with a 
capital T. 

Major trauma or a woman occurs in childbirth when she has inordinate ear and is in a 
situation where she has no control. Other aspects o  trauma are more subjective and relate 
to how a woman is treated. How she perceives her e perience, and how she eels about the 
e perience. These e periences are o ten man-made and cause shame, humiliation and stigma 
(Klaus, 2007). 

In their book, When Survivors Give Birth: Understanding and Healing the Effects of Early 
Sexual Abuse on Childbearing Women, Simkin and Klaus make a strong case or survivors o  
early childhood abuse and the challenges they ace when giving birth due to the trauma they 
have e perienced. For these mothers, understanding how the trauma may trigger strong 
eelings that can inter ere with the process o  labor and birth and helping them to understand 

and deal with the e perience can help to avoid a cesarean or “ ailure to progress.” (Simkin  
Klaus 2004). 
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Experiences of Mothers’ Traumatic Cesarean Birth

and positive birth for the women we care for. These feelings may also make us feel defensive, and 

so that we can provide not only a medically safe birth but an emotionally satisfying one as well. 

Cesarean Awareness Network.

“I know this has been an awful trauma for you, my darling and I hope you recover soon. 
Spiritual healing is slower that physical healing…and I am so glad you have someone to help 
you through this most dif cult time in your life.  These words written in a letter to me six 
months after my traumatic birth still resonate with me 5 years later. To down play the need to 
work thorough emotional turmoil with a skilled and trained professional is reckless or at the 
very least an unnecessary hindrance to healing. Over the course of a two-year span, I worked 
with a counselor for PPD and PTSD related to the trauma surrounding the cesarean birth of 
my youngest. I went from feeling an all-consuming sense of numbness and deep sadness to the 
ability to say, “I am walking in oy . NO, I am not leaping for oy, but I am walking in it. 

My husband re ers to the time a ter our rst daughter was born by unplanned cesarean as “the 
dark time”. And it very much was the dark time. There was no light, there was no joy, there 
was only mental torture. I woke up every single night at the e act same time as i  an alarm 
would go o  but it really didn’t---the alarm was inside my head. The only thing that would get 
me back to sleep in the middle o  the night, laying paralyzed and terri ed in my bed, reliving 
all o  the sights and sounds and smells over and over again every single night, was nursing my 
baby, and the minute she started to move around looking or my breast that was when the 
solace rom the nightmare began. Even though I’ve come out stronger on the other side o  
PTSD, I am orever changed by it and it will still always be a part o  who I am. Once you have 
e perienced PTSD, even a ter treatment, it never ever goes away. I’m one o  the lucky ones, 
because I never gave up hope on nding treatment that would help me, and I truly believe 
that had I not ound that treatment and angel o  a counselor, I would not be here today. The 
dark time would have overtaken my ability to live.

Many mothers go through tough times after giving birth, and I was one of them. I didn’t have 
PPD, but I cried daily for three months over what had been done to me, and what had been 
taken away. My cesarean stripped me of my autonomy and humanity and left me angry, 
fearful, physically ill and shaking any time I was touched for almost a year. I had ashbacks 
of being strapped to a table, hearing my baby cry and not seeing him, not being able to touch 
him, crying out for him while I was ignored. I spent the following eight weeks on bed rest, 
getting treated despicably by several OBs over the course of my weekly painful trips into the 
of ce where they prodded my infection and ordered me to stay in bed, often wondering aloud 
why I was there. I was such a mess that I lost contact with friends, alienated my family, and 
could barely tolerate my husband. It took a year of ICAN meetings and knowing I wasn’t alone 
to bring me out of the darkness.

ou sit in a room ull o  people, but somehow you still eel so alone. The thoughts o  irrational 
ears haunt you, no matter how hard you try to drown them out. Being on high alert all 

the time. Just waiting or the ne t bad thing to come along. There is no way to rela . our 
thoughts just won’t stop. The thoughts o  not being good enough. The thoughts o , your amily 
would be better i  you just le t. And then comes the guilt o  you thinking o  ever leaving your 
children. Everyday decisions are impossible to make. There is so much worry and insecurities 
that comes with every decision you make. Always second guessing yoursel . Just when you 
think you are doing a little better the smallest thing will trigger a ash back. ou will see or 
eel those moments o  your trauma again. Those pictures or those eelings also come to you 

in your sleep. ou can’t escape them or long. The eeling o  being overwhelmed all the time. 
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ou are always doing something but getting nothing done. The bursts o  rustration and anger 
over the little things. Sitting in the middle o  the oor crying not knowing what to do or where 
to go rom here. The guilt that you know your kids deserve better then this  The thoughts that 
they deserve better then you

Implications for Educators

Increasing Awareness About the Impact of Traumatic Birth

Before a woman can think clearly about her next birth, she may need to understand and resolve 

decision about whether or not to labor for a VBAC. 

when a woman becomes pregnant again and begins to think about the coming birth. 

women who still harbor negative feelings about their cesarean birth, it is helpful to provide a safe 
opportunity to discuss their previous cesarean(s) so that they may be ready to listen to the option 
of planning a VBAC. This means providing women with information and coping skills that will 
reduce the psychological stress related to anticipating another unpredictable labor. 

and place must be determined by the mother herself. Depending on the amount of time you 

1. A ter presenting Module 8 you can wait to see i  parents are ready to comment 
or ask uestions about their perception o  a traumatic cesarean birth. The least 
threatening approach is to simply provide the handouts and suggest that parents 
think about them at home, and i  ready, talk to each other about their e periences. 

2. ou can also re er them to the many websites dedicated to traumatic childbirth 
in the Resource List. The list o  online support groups or women who have 
e perienced a traumatic birth can be help ul or mothers who are not yet ready to 
communicate ace-to- ace with someone about their e perience. 

3. Another “sa e” approach is to allow mothers to group together and share their 
e perience in a separate space and ask athers partners to do the same. Parents 
may then be ready to share the ocus o  their discussion. Allow the conversation to 
be led by the parents rather than asking directly who has had a similar e perience. 
Establish sa e ground rules. I  a mother is ready to talk about her e perience, allow 
her to complete her story without interruptions rom anyone. 

4. Educators are not usually trained as psychotherapists. It’s important to note that 
it may take months and sometime years or parents to process a traumatic birth 
e perience. However, increasing awareness about this issue helps to normalize 
it. Allowing parents to control the time and e tent o  that conversation, and 
providing them with resources is an important rst step to helping mothers regain 
the trust in themselves and their caregivers and the sel -con dence they need to 
labor or a VBAC.
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Who Plan A VBAC
1. Take the time during prenatal visits to discuss her options and to nd out what her 

needs are. Re er her to community groups and educational resources or additional 
in ormation.

2. Provide the mother with hospital in ormed consent re usal orms or each procedure 
that you would re uire her to sign-o  on during her prenatal visits. Take time to 
discuss them. This will give her time to consider them and give her the sense o  
sa ety and sense o  control she may not have had with her cesarean birth. 

3. Respect the mother’s birth plan as much as possible. Women who have had a 
negative cesarean birth and plan to labor or a VBAC will usually seek ways to make 
sure that the e pectant birth will take place in an emotionally sa e environment. 
They will need to re-establish trust in their caregivers and place o  birth. Mothers 
will look or ways to make sure that they will be involved in making decisions about 
their care and that their caregivers are sympathetic and supportive o  their needs. 
O ten, caregivers misinterpret this need or psychological sa ety as being a woman’s 
irrational need to be “in control.” Or she may be seen as having a “demanding birth 
plan.” It’s important to respect the mother’s wishes. I  a re uest is not possible to 
comply with, it may help to ask the mother more about it. Why it’s important to her 
and i  she would consider other options that you can o er her. 

4. Provide mothers with community resources or support groups and psychotherapists 
who ocus on birth-related trauma issues.

5. Establish a monthly Mothers’ Support Group or women who have had a cesarean 
birth. Some mothers eel isolated and are haunted by the “crazy” thoughts they 
have about their cesarean. Some eel they are “bad” mothers or having negative 
eelings and or not loving their baby as much as they think they should. This would 

give them a sa e place and the opportunity to discuss their eelings without being 
judged. Participating in the group would also give them the opportunity to resolve 
any breast eeding issues they may have, a common e perience or mothers with a 
cesarean birth.

6. Consider the our main themes o  traumatic childbirth identi ed by Tatano-Beck. 
What can you do within your scope o  practice to help women have a sa e and 
emotionally satis ying birth. 
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The vast majority of mothers give birth in a hospital. For mothers planning a VBAC, the support 

of nurses, technicians, medical residents, or students, and may be asked to allow students to 
observe their labors. 

atmosphere can go a long way to help mothers achieve a VBAC. Women who have had good 
experiences in large hospitals are likely to say that they were treated with kindness and respect, 

wonderful. They explained everything.” 

A woman who has had a bad experience in a large institution is likely to say that, instead of being 
treated like an individual person, she was treated, “like a piece of meat on a conveyor belt.” A 

desire on the part of the care providers, administration, and management to do so. 
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providing safe medical care. 

So, yes, I birthed a baby right out o  my vagina. I did it in the water, with intermittent etal 
monitoring and no heplock. I did it in the hospital, with an OB. I did it with the world’s best 
support team (okay, I am a bit biased). But, I did it, and it was an e perience that I will 
treasure or the rest o  my li e.

I had practiced with my hypnobirthing program, these pictures (o  Miles her 2-year old son 
born by cesarean) rea rmed or me the unconditional love that was surrounding me during my 
labor. I was completely taken care o , and my body knew e actly what it was doing. 

(At 4 cm) Dr. N. and or Chris (Kristen’s husband) suggested that I try laboring in the tub. (Dr. 
N.) praised the water’s ability to “make the mom buoyant” during contractions and really 
thought that I would bene t rom it. Unlike earlier in my labor, I was pretty e cited to get 
in the water, and I hastily agreed to give it a try. And then Chris asked the uestion o  all 
uestions: “Dr. N. I heard that you have done waterbirths be ore. Do you think that Kristen 

could try giving birth in the tub?” Dr. N. said, “Sure  I think that’s a great idea  She’ll be the 
rst mom IN THE HISTOR  OF THE HOSPITAL to have a waterbirth ” Oh. My. God.

(Later) Dr. N. arrived and checked me, and then very calmly said, “Well, Kristen, you’re 
ully dilated, so bare down whenever you get the urge.” Oh. My. God. I choked up, grabbed his 

hand, and said through my sobs, “Dr. N., I have been waiting or so long to hear someone say 
that to me ”

My entire birth team continued to be amazing. Dr. N. had everyone dim the lights so that I 
could push as peace ully as possible and even unscrewed some o  the light bulbs that wouldn’t 
dim well enough. He and Chris helped me to get into a hands-and-knees position so that I 
could get the assistance o  gravity in my pushing. And then he turned to my nurse and said, 
”Well, it looks like you aren’t getting her out o  the tub ” But, then he took the time to tell 
her the ollowing: “Look at how beauti ully she’s doing. Look at how natural and normal that 
is. She’s pushing on her own, and no one is yelling PUSH’ in her ace, no one is counting or 
her.” And you know what? My nurse started to get really e cited about this birth

Pushing was as intense as it was incredible. My body took over with each contraction, and I 
grunted and groaned like a wild animal as I elt Alec’s head moving through my pelvis .And 
then Alec was born. Dr. N. reached down to help me deliver the shoulders, but I pulled him 
up onto my chest (I did it instinctively I don’t even remember intentionally doing it) and I 
massaged his back until he cried. We stayed in the water or another 10 minutes, and then we 
moved out o  the main room. And my nurse the one who wanted me the heck out o  the tub
was nearly jumping up and down saying, “That was the most amazing thing I’ve ever seen  ou 
are AWESOME ” Later, I learned that about ve nurses rushed into the room to see the woman 
who had the hospital’s rst waterbirth.  

Everything since has been smooth and incredible. Miles (Kristen’s rst-born son born by 
cesarean) showed up about two hours a ter Alec’s birth and stayed with us or a ew hours. 
Alec was soon nursing like a champion. And I’m eeling great. On cloud nine, actually. 

E cerpt rom, THIS IS BIRTH! A BIRTH STORY. By Kristen O. Published in The Clarion, Volume 23, Issue 2, Late Summer, 2008. 

“We Don’t Do VBACs.”
guidelines which recommend a surgical team and anesthesia be “immediately available” when 
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not denied medical care, nor are they told that they are at risk because the community hospital 
cannot guarantee an emergency cesarean in case of a prolapsed cord, placental abruption, or fetal 
heart intolerance. This selective approach to care is highly confusing for parents. 

Many hospitals ultimately give women no choice but to “consent” to a routine repeat cesarean 
they do not need nor want.

 “

determination, and the freedom to make their own healthcare decisions. Caregivers have an 
ethical obligation to provide the best care possible for their patients including the primary ethical 

babies without improving health outcomes.

Provide Care for VBAC
ACOG’s guidelines for VBAC state: 

When resources or immediate cesarean delivery are not available, the College recommends 
that health care providers and patients considering TOLAC (trial o  labor a ter cesarean) 
discuss the hospital’s resources and availability o  obstetric, pediatric, anesthetic, and 
operating room sta s The decision to o er and pursue TOLAC in a setting in which the option 
o  immediate cesarean delivery is more limited should be care ully considered by patients and 
their health care providers. In such situations the best alternative may be to re er patients to 
a acility with available resources

Respect or patient autonomy supports the concept that patients should be allowed to accept 
increased levels o  risk, however, patients should be clearly in ormed o  such potential 
increase in risk and management alternatives (ACOG, 2010).

Those guidelines suggest that hospitals cannot just say, “No” to women who want a VBAC. 

1. Have a caregiver patient conversation about what the hospital’s capabilities are to 
respond to a potential complication including a uterine rupture and give women the 
choice and responsibility to assume those risks i  this is what they choose.

2. Re er women, early on in their pregnancy, to nearby hospitals that do provide care 
or VBAC. 

Examples of Community Hospital Policies for VBAC

Gerber Memorial in Fremont, Michigan, a community hospital and the Northern New England 

ly, these examples will inspire other hospitals to reconsider providing care for VBAC. 
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Network in the Appendix A. 

Spectrum Health Gerber Memorial

Spectrum Health Gerber Memorial is a community hospital that does not have onsite 
anesthesia and resources “immediately available”, as recommended by ACOG, to per orm 
an emergency cesarean section in the rare event o  a uterine rupture. However, it did 
want to support mothers who want to labor or a VBAC. During prenatal visits mothers are 
in ormed about the availability o  resources at Gerber Memorial and are given a re erral to 
a tertiary hospital nearby who does have the capacity to respond “immediately” in case 
o  complications. Collaborative care between Gerber Memorial physicians and the re erral 
hospital gives mothers the opportunity to labor or a VBAC.

I , however a mother with a prior cesarean comes to Gerber Memorial in labor and re uses 
to have a routine repeat cesarean, she has a discussion with a care provider about the 
resources available at the hospital and is given the option o  signing a Re usal or Repeat 
Cesarean Section In ormed Decision Form. I  she chooses to do so, she is admitted to the labor 
and delivery unit and cared or like all other mothers. The sta  reviews her birth plan and 
respects her choices or labor and birth. 

in Appendix A.

1. Planned Vaginal Birth A ter Cesarean Section (VBAC) Education

2. Re usal o  Repeat Cesarean Section In ormed Decision Form

3. Birth Plan or Vaginal Delivery

4. Birth Plan or Cesarean Section

For additional information about providing care for VBAC in a community hospital, please 

.

Northern New England Perinatal Quality Improvement Network (NNEPQIN) 

To increase access to sa e VBAC care in community hospitals, a collaborative e ort among 
hospitals, maternity care pro essionals and other stakeholders in Vermont and New Hampshire 
resulted in regionally de ned recommendations or VBAC. The guidelines were revised to 
match “immediately available” resources to the individual risk status o  each woman laboring 
or a VBAC. The patient education materials that were developed include the risks and 

bene ts o  VBAC or a repeat cesarean and de ne the di erence between a tertiary level 
medical center and a community hospital. Women are then able to make an in ormed decision 
about how they want to give birth (NNPQIN, 2011). 

and documents available for hospitals who want to provide care for VBAC on their website, 
 

1. NNPQIN VBAC Patient Education: Birth Choices A ter a Cesarean Section

2. NNPQIN VBAC Guidelines Revised

3. NNPQIN VBAC Consent Form 
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Implications for Educators

and care practices regarding VBAC are inconsistent, not always based on evidence, and subject to 

They have a right to know what to expect from their caregivers and place of birth. Discussing 
these issues during pregnancy gives parents the time to clarify these issues and change to a care 
provider or birth facility that best meets their needs if it becomes necessary.

For Educators who are also part of the hospital maternity care team.

mothers who want to labor for a VBAC. 
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minimal cesarean rate with low rates of interventions and good health outcomes for mothers and 

Many mothers who have had a negative hospital birth experience which ended in a cesarean 
section will often seek the freedom of choice, personal care, and comfort that a birth center 
provides. Care in a birth center supports and promotes physiologic birth and is the most 

studied and we don’t have enough information that tells us if it’s safe or not for women with 
multiple cesareans.

the researchers found the risk for a baby not surviving was higher compared to VBAC labor in 

centers did not allow providers to care for women who wanted to plan a VBAC.
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At this time, the Commission for the Accreditation of Birth Centers (CABC) recommends that 
birth centers provide VBAC care for women with only one prior cesarean and a documented 

conclusion and mothers may choose to give birth in a birth center that is not accredited. 

study of vaginal birth after cesarean in birth centers, Obstetrics and Gynecology 

Demonstration of a durable model. Journal of Midwifery and Women’s Health 

A Timeline Prepared by Rosemary Senjem, CABC* and Kate Bauer, AABC**
• In the 1990’s Women began re uesting VBACs in birth centers and there was very 

little research at the time to guide best practices. The American Association o  Birth 
Centers (AABC), which curates the national Standards or Birth Centers, responded by 
launching a study about VBAC in birth centers.

• It took 10 years to get enough data logged or the study to have any statistical 
validity. When this study was nally published in 2004, the conclusion at that time 
was: “Despite a high rate o  vaginal births and ew uterine ruptures among women 
attempting VBACs in birth centers, a cesarean-scarred uterus was associated with 
increases in complications that re uire hospital management. There ore, birth centers 
should re er women who have undergone previous cesarean deliveries to hospitals 
or delivery. Hospitals should increase access to in-hospital care provided by midwi e

obstetrician teams during VBACs.” http: www.ncbi.nlm.nih.gov pubmed 15516382

• As a result o  this study, CABC did not permit VBACs in CABC-accredited birth centers 
rom 2004 to 2011.

• In January 2008, The AABC had a lot o  pressure rom birth centers to do another 
study, but issued a position statement about the easibility o  another study instead. 
http: www.birthcenters.org about-aabc position-statements vbac-study

• In February 2008, ACOG published a multi-center VBAC study (http: www.ncbi.nlm.
nih.gov pubmed 18238964) and reliable risk criteria became evident or VBAC in  
any setting.

• CABC proceeded with caution and in 2011 nally announced a new policy. 

• Allowed VBACs in CABC-accredited birth centers meeting 8 strict risk criteria, limiting 
VBAC in birth centers or women who had already had a VBAC.

• On a case-by-case basis, CABC evaluated CABC-accredited birth centers’ desiring to 
do primary or rst time VBAC.

• Re uired that CABC-accredited birth center doing VBACs to be part o  a national 
prospective study on VBAC to maintain accreditation.

• To put it mildly, many mothers were not happy about this, but CABC stuck to its 
policy, wanting to see more evidence.

• March 2010, NIH published Consensus Development Con erence Statement on Vaginal 
Birth A ter Cesarean: New Insights http: consensus.nih.gov 2010 images vbac vbac
statement.pd

*Commission or the Accreditation o  Birth Centers
**American Association o  Birth Centers 
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• In 2012, the New Jersey Hospital Association, VBAC Task Force Vision Statement 
relies heavily on the NIH Consensus. http: www.state.nj.us health hs pro essional
documents vbac vision.pd

• In February 2014, a ter conducting a literature review on the topic o  VBAC, CABC also 
relied heavily on the NIH Consensus to update its indicators as they stand today.

Implications for Educators
Denial of care for hospital VBAC or VBAC care which includes several routine procedures has led 

to make an informed decision about giving birth in a birth center. 

Many hospitals name their labor and delivery unit as the “Birth Center”, but in fact may still 
require routine interventions and may restrict a woman’s freedom of movement. Parents may 
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based maternity care for VBAC. According to the Centers for Disease Control and Prevention, 
home VBACs have been increasing at the same time that hospital VBACs have been decreasing. 

Planned home birth is as at least as safe as planned hospital birth for similar groups of women 
when four important criteria are in place.

1. Pregnant women are low risk.

2. Home was chosen as the intended place or birth.

3. The primary care provider is uali ed according to pro essional licensing standards 
and trained to assist at home births.
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4. A collaborative relationship with consulting physicians and a medical center e ists 
with clear guidelines or continuity o  care should a complication arise where the 
mother or baby would bene t rom the trans er.

have safe outcomes, fewer interventions, and no increased complications for mothers or babies. 

fetal death. The study found that for multiparous women without a cesarean scar the rate of 

planned a VBAC.

to a postdate pregnancy with meconium. The authors of this small study concluded that VBAC is 

time we don’t have enough information to tell us whether planning a home VBAC is safe or not. 

Despite the lack of information about the safety of home VBAC, some women do choose to have 

Areas of concern are whether a skilled person would be available continuously to watch for 
a symptom of uterine rupture, whether the mother can be transported quickly enough to the 

agreement with the hospital to set up for an emergency cesarean if it were suddenly needed. These 
are all questions a mother considering home VBAC could be strongly encouraged to look into. 

profound loss of control over what was done to them in hospitals during their previous labors, 

didn’t want to, but couldn’t—
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websites or posted a video of their home VBAC on Youtube. 

Implications for Educators

many restrictions. 

If You Are Also Part of a Hospital Maternity Care Team

that supported physiologic birth, more mothers with a prior cesarean would labor for a VBAC 
and avoid the complications of a repeat cesarean. 
Encourage your colleagues to review the care you provide for mothers with a prior cesarean 

about how community hospitals can provide care for VBACs.
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the care of her unborn child, and which recommended drugs, interventions or procedures she 
will accept or refuse. As with all competent, autonomous adults, the mother has the right to 

hospital patient rights, and in maternity care professional guidelines (Childbirth Connection, 

To make an informed decision, a mother usually depends on her caregiver to provide 

ignored. A recent study in the American Journal of Obstetrics and Gynecology revealed that women 

A national survey of childbearing women found that in conversation with their caregiver about 
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Empowering Mothers to Exercise Their Rights

What Is True Informed Consent?
To make a truly informed decision about their care, mothers need to take the time to read and 
understand the consent forms they are asked to sign.

Mothers and Babies, wrote this about true informed consent:
Hardly any patient, man or woman, rich or poor, could tell you what was on that outpatient 
procedure or hospital consent orm they just signed. So when the rare mother does die rom a 
pulmonary embolus a ter her cesarean, it is a double shock to the amily because “nobody told 
us she might be more likely to die a ter that operation compared to normal birth ” The way we 
currently manage so-called in ormed consent is generally useless as in ormation (and in court) 
and very e ectively hides the danger o  medical procedures rom patients. 

When should women get these consent orms? They should get a complete set o  orms at 
their prenatal visit. An individual orm covering one o  the areas at each prenatal visit starting 
with the cesarean orm and i  they are having a normal vaginal birth but have to have an 
une pected emergency cesarean, should be sent home with the VBAC and repeat cesarean 
orms to help think about the uture.

As an ob gyn resident I was taught a valuable way to present in ormed consent in my opinion. 
The doctor or midwi e sits down with the woman at a prenatal visit to cover, say, the epidural 
consent at this visit. They underline key positive and negative e ects o  the procedure, send 
the orm home with the patient to discuss with amily and riends and ask her to return with 
the orm and any uestions she may have. The discussion is noted in the chart or each o  the 
consent orms and what the woman thinks she might pre er at that time  agreeing that she 
can always change her mind. This is not only true in ormed consent but also a great teaching 
opportunity which is what prenatal care is supposed to be all about, but has dri ted away rom 
recently (Mahan 2008).

Implications for Educators

rights and are not making their own informed decisions about planning a VBAC or a routine re
peat cesarean. Many hospitals are denying care for healthy women who want to plan a VBAC and 
mothers are presented with no other choice but to have a repeat cesarean.

have the knowledge base to have a meaningful conversation with their care provider. 

Encourage mothers to get a copy of the informed consent forms they will be asked to sign in the 
hospital during their pregnancy. This will give them time to understand their options. 

your community.

monthly or quarterly basis. 

Write an article on the subject for the healthcare section of your community paper, or for a 
maternity care consumer website. 

and educational materials for your students. 
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a vaginal birth if their caregivers support and encourage normal physiologic childbirth without 
medically unnecessary interventions. 

The Mother-Friendly Childbirth Initiative
 

Journal of Perinatal Education (Coalition for 
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increased breastfeeding rates, and fewer maternal and neonatal deaths.

th 

Implications for Educators

Having a Baby  Ten Questions to Ask as a 

intervention rates, on websites such as  , www.cesareanrates.
com, and  .

Encourage your students to seek a second opinion if their caregiver denies them care for a VBAC. 

Empower mothers to stay actively involved in their maternity care and make the decision that is 
best for them. 

Respect your students’ choices even if you disagree with them. Mothers make decisions based on 
their own values, preferences, availability of resources and support, and their social situation. 

Implications for Hospital Staff

How To Become 
Mother-Friendly: Policies and Procedures for Hospitals, Birth Centers and Birth Practices (edited by Bar

patient satisfaction, and lower the costs of maternity services.

Hospitals need to embrace the 10 steps. But until nurses are given guidelines on how to do 
that, are re uired to implement those guidelines by their job descriptions, and are rewarded 
annually in their per ormance reviews, those needed changes will remain a pipe dream. We 
need more than isolated and zealous nurses who believe in the 10 steps. What is re uired is 
or hospital and nursing leadership to incorporate this work into the abric o  nursing care 

delivery in every hospital that cares or mothers and babies (Hotelling  Gordon, 2014).

www.motherfriendly.org . 

www.icea.org . 
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giving birth vaginally if she has the support and trust of her maternity care team and her family. 

Many women approach their VBAC labor with some anxiety. Although they may have gathered 
the information they needed to make informed decisions, emotionally they may still question 

remind them that they have the power and ability to give birth. 

VBAC will reinforce what you have taught and give mothers encouragement to prepare them for 
their upcoming birth. 

Remind mothers that there is no one right way to give birth and they have the freedom to do 

baby, so whatever way they do that is a major accomplishment. 

mother and baby together during the hospital stay (see Appendix A for sample forms). 
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and VBAC
A father and physician whose wife wanted to 
labor after three previous VBACs contacts a 
VBAC website for advice: 

Can a hospital have a vbac policy which 
states no vbacs will be labored there? 
what happens when a vbac arrives in 
labor? does the vbac policy con ict 
with the right o  the mother to receive 
care during labor?... this happened to 
my wi e. She is a dr. who practices ob, 
and I was the only dr available to her. 
I am now accused o  violating the vbac 
policy. she got stuck at 5 cm (she did not 
want a cesarean), so i drove her to the 
ne t hospital 70 miles away, where she 
delivered with some pit. (pitocin). she had 
had 3 previous vbacs Can you help me 
with the constitutionality o  vbac policies 
or do you know a good lawyer? th  

Guidelines 
This confusion and anger by two physicians 
who were turned away from a hospital that 
had a “No VBACs” policy is a clear example of 

mothers who want to labor for a VBAC and the 
caregivers who want to support them. VBAC 
was deemed a reasonable and safe option to 
routine repeat cesareans decades ago. But, in 
recent years misinformation about its safety 
and lack of clear national practice guidelines 
have succeeded in virtually eliminating VBACs 
in hospitals. 

This resistance to provide care for VBACs is a 
relatively recent phenomenon associated more 

reimbursement rates for childbirth rather than 

VBAC after a prior cesarean is not any more 

concerned about the rapidly increasing cesarean 
rate encouraged caregivers and hospitals to 
provide VBAC care for healthy women with a 

At the conclusion of a consensus conference 

the risk for complications when laboring for 

prompt emergency cesarean birth, a proper 
selection of cases should permit a safe trial of 
labor and vaginal delivery for women who 
have had a previous low segment transverse 

rate increased steadily until it reached its peak 

recommendations of the consensus report, 
“Cesarean Childbirth,” and published the 

In the 1982-84 guidelines ACOG stated:

availability of modern fetal monitoring, 
anesthesia, and obstetric support services. 

Trial of labor is appropriate if adequate 

minutes “as is standard for any obstetrical 
patient in labor.” 

The 1995 guidelines af rmed:

“As with any birth, professional and 
institutional resources should have the capacity 
to respond to acute intrapartum obstetric 
emergencies.” 

requirements for a trial of labor:

threatening for both mother and infant. When 
catastrophic uterine rupture occurs, some 
patients will require a hysterectomy and 
some infants will die or will be neurologically 
impaired.”

the odds for hysterectomy or infant deaths. 
But, it was clear that there was a move away 

guidelines included a discussion about the 
“reimbursement rate”, “capitation”, “increased 
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labor for a VBAC, and higher costs if a woman 
laboring for a VBAC ends up with a cesarean 

“as with any birth,” and an emergency 
cesarean should be “readily available” when 

it was a contraindication for VBAC if there 
was an, “inability to perform immediate 
emergency cesarean delivery because of 

the term “immediately available”, rather it 
recommended that it should be regionally 

emergency cesarean “immediately available” 
lowered complications or death for mothers 
or their babies, since even in tertiary medical 

there is no guarantee that a cesarean section 
can be performed “immediately.” 

Many hospitals and malpractice insurance 

as having a surgeon capable of performing 
a cesarean and an anesthesiologist to be “in 
house” or “on the grounds.” Malpractice 
insurance companies began to deny hospitals 
coverage for VBAC, in fact pressure hospitals 

substantially increase premiums for physicians 
who wanted to provide care for VBAC. 

requirements by malpractice liability 
insurers made it impossible for many 

denying hundreds of women care for VBAC 

anesthesia concluded that even if all labor and 

anesthesiologists to meet the need (Bell, 

has chosen not to change its “immediately 

left it up to women themselves to carry the 
burden of challenging a hospital’s denial of 
VBAC services, advocating for their right not 

to be “forced” into a medically unnecessary 
operation. When parents are alone they resort 

hospital covered by their healthcare insurance, 
driving several miles or sometimes moving to 
another town, city, or state to avoid a repeat 
surgical birth. 

The fact that too many women 
cannot get appropriate care for a 
VBAC is and ethical issue, and it 

Thousands of women are being denied medical 
care and given no choice but to “consent” 
to a major abdominal surgery they do not 
need or want. Mothers have the legal right 
to make their own health care decisions, but 
that right, more often than not, is not upheld. 
Malpractice insurance companies are, in some 
communities, dictating patient care with 
regard to VBAC.

Physicians have an obligation to provide 
optimal care for their patients, with regard to 
women with a prior cesarean, that means not 

complications and sometimes, death by denying 
them care for a VBAC. But, caregivers who want 
to support VBAC are asked to pay malpractice 

an obligation to provide medical care to their 
community that serves the best interest of their 
patients, but this is not the case when it comes 
to VBACs. They are more concerned with 
avoiding malpractice suits. 

Governments have an obligation to protect 

their most vulnerable, pregnant women and 
babies. But, the ability of caregivers to violate 
a woman’s bodily integrity by performing 
a major surgical procedure without real 
“consent” has not yet been challenged by any 
government, state, or federal. 

provide care for VBAC have found a way to 
develop policies which provide safe care for 
VBAC and honor a woman’s right to not have 
a medically unnecessary major abdominal 

hospital policies that support VBAC in 
Appendix A). 
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I ound out at my rst prenatal appointment that the hospital I plan to deliver at has changed 
policies regarding VBAC. I want a VBAC. I eel so scared. I don’t want this pregnancy to end 
so I don’t have to deal with the issue. I have dreamed o  going into labor and hiding’ until 
delivery is imminent, then chance the 40 minute drive to the hospital and delivering on the 
roadside. Please help me. P.S. All the hospitals in this area have the same policy. 

My hospital no longer allows VBACs. I investigated what would happen i  I walked in ready to deliver, 
what they’d do, etc. I was told that i  I came in at 8  cm, they’d let me deliver vaginally-anything 
less and they’d either ship me o  to another hospital or push to section me then and there. 

I live in W. Small hospital. No in house anesthesia. Nor VBAC unless the woman comes in 
advanced labor, then she labors in the OR (operating room). Documented in our practice 
guidelines that we don’t do VBACs ( rom a Certi ed Nurse Midwi e). 

As educators we can help mothers understand the complex and often, questionable health care 
practices they may often be faced with and help them to persevere to get the birth and care that 
they desire.

References

Vaginal birth after cesarean: New insights. March 
Obstetrics & Gynecology

How much labor is in a labor epidural  
Manpower cost and reimbursement for an obstetric analgesia service in a teaching institution. 
Anesthesiology, 

VBAC overview  Retrieved 
from 

Cesarean Childbirth. 
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They are grateful for all the encouragement, validation, and labor progress suggestions you can 

done it without her.”

The following is a list of suggestions to help nurses support women laboring for a VBAC:

• During labor, while collaborating with her caregiver avoid ormally admitting them to 
the L  D unit until they are in active labor.

• Encourage mothers to continue taking in clear li uids and light carbohydrate snaks in 
the early phase o  labor and li uids in the active phase.

• Remind them to use a variety o  positions and ambulate during labor as long as they 
are com ortable.

• Suggest that the mother and her partner use a variety o  com ort measures, such as 
heat or cold packs, lunging motions, a birth ball, a rocking chair, hydrotherapy, etc. 

Psychological interventions
• When meeting the mother or the rst time, nd out how she wants to labor this 

time. How does her partner or amily eel about a VBAC? What concerns does she 
have? Why did she have a cesarean? Teach her how she can do things di erently this 
time. Verbal support and encouragement are e tremely help ul, especially when 
nurses help to identi y signs o  labor progress. Remind parents that 3 out o  4 women 
who labor or a VBAC have a sa e birth. Help her to create the birth environment she 
pre ers (low lighting, uiet, music, no visitors, etc.). 

• When laboring or a VBAC, some mothers may have an ious moments and ashbacks 
to their prior birth. Distressing memories o  etal distress or o  laboring “ or ever” and 
not getting anywhere. Help mothers to overcome these di cult moments and remind 
them that this is a di erent labor or a di erent baby and that they are strong enough 
to move through it. Most nurses know when a mother has gone as ar as she can and 
that she needs to adjust to the idea o  having a cesarean birth. 

• Give her time, i  circumstances allow it, to think about what she would like or this 
birth. Does she want the baby skin-to-skin a ter birth? Does she want her partner to 
go with the baby to the nursery i  it’s necessary or stay by her side? Does she want 
her amily to visit her in recovery? Involving mothers in their care and honoring their 
wishes, i  possible, will go a long way to help them adjust to the loss o  the birth they 
may have planned or and anticipated or months. 

• Many mothers have said that they were le t alone a ter the birth while their partner 
went with the baby to the nursery (when medically necessary). I  a mother does not 

What Maternity Care Professionals 
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have a doula and i  you can provide one-on-one care or this period o  time and talk 
to the mother about how she is eeling, or how the baby might be doing, she is more 
likely not to eel abandoned. 

• Mothers, just like their newborns, need to adjust to their new li e. our support, 
guidance, and compassion will give mothers and babies their best start together. 

Doulas have a unique opportunity to educate and support expectant parents during pregnancy, 
labor, and birth.

1. Use the Resources and Educational Handouts or Parents to help parents nd 
supportive providers and make in ormed decisions about a place o  birth. Empower 
the e pectant parents with the most up-to-date in ormation with which they can 
make the best decision or them, rather than telling them what you think they 
should do.

2. Share the Resources List with parents so they can nd the in ormation they need to 
help them make an in ormed decision about how and where they want to give birth. 

3. Hold monthly community meetings and invite parents to learn about VBAC. Consider 
a panel discussion and invite maternity care pro essionals e perienced with VBAC 
and ormer VBAC moms. 

4. O er to do an in-service or the labor and delivery nurses in your community. 
Demonstrate non-drug options or pain relie , how to use the birth ball, hot and cold 
packs, massage and pressure techni ues. 

Remember that each woman is unique and her needs, preferences, and values should be 
respected. For example, you may think that having an epidural is the worst possible choice for 
a mother who wants a vaginal birth, but for some, knowing that they can avoid the pain and 

VBAC and Physiologic Birth.)
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VBAC Clients
A Personal Perspective

and a doula can go a long way to alleviate the fear and anxiety a VBAC mom may experience. 
But it’s also critical for doulas to be capable of supporting the emotional realities of VBAC women 
regardless of the clinical outcome

So how can a doula:
1. O er help that best supports a amily’s chances o  a success ul VBAC?

2. Hold the space or a amily no matter the outcome in a productive and healthy way?

In prenatal work together with the family:

Depending on how the family is approaching this birth, it may be helpful to plan for more 
time prenatally than you might with other families. Before now, they may not have had an 
opportunity to digest what happened last time, their feelings about it, or to get clear on what they 

 or local birth trauma workshop. These can be very 
healing experiences for parents.

Survey the mom’s emotional landscape. 

Be aware of her support landscape as well. Does she have the support of her partner, family, 

your responsibility to change anyone’s mind, but to support the needs and wishes of your client 

How about her clinical support? This is a delicate conversation for a doula. A family chooses a 

you have a sense from your own experience that this caregiver is not likely to support a VBAC, 
it may be worth a careful conversation about your past experiences with this clinician. Proceed 

serve anyone. 

1 http: www.birthing romwithin.com pages birth-story-medicine
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Get the clinical and emotional facts. Ask: What happened clinically, to the best of their 

medical records to get a complete picture.) What happened emotionally

Ask solution-focused questions
time. For example:

• What did you learn rom your cesarean birth that will help you give birth vaginally this 
time?

• What is it about a cesarean birth that you’re hoping to avoid this time?

• What will it mean about you as a woman or mom i  you have a VBAC this time? What 
will it mean i  you have another cesarean birth?

• Are there ways in which a VBAC could be a problem or you?

• Imagine yoursel  birthing your ne t baby with con dence and clarity. What do you 
need this time to do that? 

Ask for the father’s/partner’s perspective. Perhaps no one has ever asked the partner what the 

Use thoughtful language. Phrases like “failed VBACs,” “failed inductions,” and a woman who 
“was sectioned” can feel hurtful to a mother. Be conscious of the ways word choices promote a 

Remind the family that outcome is not everything. We know that for mothers the factors most 

If you were the doula for her rst birth  welcome constructive feedback about your role at that 

like more or less of from you

During labor:
Prepare yourself and the family for a potentially long labor. 

How can you support the family in le ing labor begin and progress on its own? 

anticipate emotional and physiological 
benchmarks.
happened, (i.e. after her water broke, her baby turned posterior, or after she agreed to a particular 

time may be helpful.)
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point out ways that this experience is already di erent from the 
last time. Notice aloud what you see, what you see her doing, and any small reminders that this 

Remember that you are not there to “save” this mother or her family from another cesarean 
birth
respond in the moment to what’s unfolding and what’s needed, and validating their ability to 
make the best choices for themselves. 

If it starts to look like a repeat cesarean is going to happen  encourage the family to have all 

is not imminent give them a moment to digest what happened. This space and time, and the 
knowledge that they did everything in their power, may help them later. 

In early postpartum work together with the family:
Don’t assume you know how the mother feels about her birth yet. 

on hand for peer support groups in your area. 

care that is required for you to come to each birth with curiosity, humility, and care. Your families 

References
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1. Create separate in ormed consent
re usal orms or each intervention 
and provide the in ormation to 
women during pregnancy, in 
childbirth class, in the o ce, during 
a prenatal visit and on your acility’s 
website. Include orms on:

• Bene ts and risks o  VBAC

• Induction o  labor (di erent methods)

• Epidurals or labor pain

• EFM

• Amniotomy

• Episiotomy

• Forceps or vacuum e tractor

• Drugs available or pain relie

2. Provide appropriate copies o  the 
Educational Handouts or Parents. 

3. Schedule an in-service on positions 
in labor and birth, bene its o  
doula care, com ort measures to 
ease the pain o  labor, and Mother-
Friendly nursing, 

4. Conduct a Needs Assessment o  
your birthing unit to determine 
which written policies need to be 
revised, added or discarded so you 
can provide optimal care or women 
laboring or a VBAC. 

5. Sponsor a monthly community 
presentation, “Mothers’ Tea”, to 
educate the public on the bene ts 
o  VBAC. Show a lm on VBAC, invite 
mothers who have had a VBAC and
or a maternity care sta  member 
or a Q  A. Distribute appropriate 

Educational Handouts or Parents.

6. Nurses should consider taking a 
workshop on non-pharmacologic pain 
relie  measures. 

7. Develop weekly VBAC education 
classes or women who have had  
a cesarean.

8. Include a booth on VBAC i  your 
acility sponsors a community  

Health Fair. 

9. Labor and delivery nurses may want 
to consider applying or Mother-
Friendly Nurse Recognition rom the 
Coalition or Improving Maternity 
Services (CIMS). The web link is 
included in the Resources or VBAC 
and Physiologic Birth. 

10. Sponsor a con erence on VBAC or 
maternity care pro essionals.

Take the lead.
• Start with “ripe or change”  

practices rst.

• Which change do you want  
to implement?

• Where are you now?

• Where do you want to be?

• How will you get there? 

• Who will be your collaborative 
partners?
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Spectrum Health 
Gerber Memorial
Refusal of Repeat 
Cesarean Section Form
I understand:

1. I have had one or more prior Cesarean-section(s) and have refused 
a repeat c-section to attempt a vaginal delivery. Spectrum Health 
Gerber Memorial does not offer vaginal deliveries for women who 
have had previous cesarean sections because it does not have the 
surgery and anesthesia staff on site at all times.

2. Approximately 60-80% of women who attempt to delivery vaginally 
after Cesarean Section will deliver vaginally.

3. The bene ts of an uncomplicated VBAC include decreased 
blood loss, decreased post-delivery complications, and a shorter 
recuperative period.

4. The risk of a uterine rupture during VBAC in someone like me who 
has had a prior incision in my uterus is approximately 1% or 1 in 100 
VBAC deliveries.

5. VBAC poses a higher risk of harm to my baby than to me. In the 
eyent of a uterine rupture, the baby may suffer brain damage or 
death, if not immediately delivered by emergency C-section.

6. If my uterus ruptures during my VBAC, I understand there may not 
be suf cient time to operate and prevent death or permanent brain 
injury to my baby.

7. The risk of death or permanent brain damage to the baby when the 
uterus ruptures is uncertain, but has been reported to be generally 
less than 1%, or 1 in 100 uterine ruptures .

8. The risks of harm to me if my uterus ruptures include: hysterectomy 
(loss of the uterus), blood transfusion, infection, injury to internal 
organs (bowel, bladder, ureter), blood clotting problems, or death 
(which is rare).

9. My doctor has determined that transfer to a hospital that provides 
VBAC is not recommended because the risk of transfer outweighs 
the bene t.

10. During my VBAC, the use of oxytocin (Pitocin), a hormone to make 
my uterus contract, may be necessary to assist me in my vaginal 
delivery. This may cause long contractions and increased pain 
during contractions and increase the possibility of uterine rupture, 
abnormal position of the baby, and fetal distress, which will increase 
the need for an emergency Cesarean section.

11. If I choose a VBAC, but re uire an emergency Cesarean-section 
during labor, I have a greater risk of problems than if I had an 
elective repeat Cesarean-section.

Patient Initials to
Con rm Understanding
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By signing below, I con rm I have reviewed this information, have 
discussed it with my doctor, and have had all my uestions answered.

CONSENT FOR EMERGENCY TREATMENT
By signing this form, I give my consent to all appropriate treatment in the 
event of a uterine rupture or other complications including, emergency 
cesarean section, hysterectomy, blood transfusion for me and/or my 
baby, and emergency resuscitation.

REFUSAL OF CESAREAN SECTION
I understand that by signing this form, I am refusing a repeat Cesarean-
section. By signing this form I am choosing to attempt a vaginal birth 
after cesarean at a small hospital that does not offer this option.

Patient signature:

Witness signature:

Physician signature:

Date:

Date:

Date:
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Spectrum Health 
Gerber Memorial
Planned Vaginal Birth After 
Cesarean Section (VBAC) 
Education
After having a cesarean section, you must decide between a repeat 
cesarean section or a vaginal birth after cesarean (VBAC) for the birth of 
your baby. Research has determined that a VBAC is a reasonable option 
for many women with success rates of 60-80%. Because both routes 
of delivery have risks, we want to help you understand the risks and 
bene ts of both options. Additionally, your OB provider will discuss with 
you any individual factors that may affect your decision.

Spectrum Health Gerber Memorial does not have the resources 
necessary to offer VBAC deliveries. However, if you choose to attempt a 
vaginal birth after cesarean section, your OB provider will work with you 
to plan your delivery at a hospital that offers VBAC as a delivery option.

What are my chances for a successful VBAC?
our OB provider will help to determine the likelihood that you will have 

a successful VBAC.
Factors include: 
• If you ever delivered vaginally from 37 weeks to 41 weeks of 

pregnancy
• The reason you had a c-section
• The kind of incision you had for your c-section
• The length of your previous labor
• The shape of your pelvis
• The size of your baby
• How far you got in labor last time

What are the bene ts of VBAC compared to planned 
cesarean birth?
• Faster time to heal after birth
• Shorter hospital stay
• Less chance of need for blood transfusion
• Less risk of infection after delivery
• Less risk the baby will have breathing problems
• Quicker return to normal activities, as there is no pain from 

abdominal surgery
• Greater chance of vaginal birth in later pregnancies

VBAC is a 
reasonable 

option for many 
women with 

success rates of 
60-80%.
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What are the risks of VBAC?
Risks to the mother:
• Tear or opening in the uterus--occurs in 7 to 10 out of 1000 low risk 

women who try VBAC (0.7% to 1%) If there is a tear in the uterus 
there are more possible risks:

• Blood loss and the need to give you blood
• Need to remove your uterus (hysterectomy). This means you will 

never be pregnant again.
• Damage to your urinary bladder
• Infection
• Blood clots may develop in your legs
• Death, which is rare

• Any of the following may increase your risk of tearing your uterus 
during labor:

• Labor that does not start on its own (labor induction)
• Location of uterine scar
• More than one cesarean section
• Less than 18 months since your last cesarean delivery
• Need for medicine during labor to increase your contractions
• Other unknown risks. These are still being studied.

• If your trial labor does not work your doctor must perform a cesarean 
section to deliver your baby. The risks of a cesarean delivery are 
higher when it is done as an emergency. This may double the risk of 
infection if done after labor.

Risks to the baby:
• Normal risks of a vaginal birth which could include shoulder dystocia 

and cord compression.
• A tear in the uterus may harm your baby. A tear in the uterus causes 

brain damage or death to a small percentage of babies (5 to 10 babies 
out of 10,000 VBAC attempts).

What are the risks of a planned cesarean birth, 
if that is my choice?
• Tear or opening in the uterus. The chance of this is about 5 in 1000 

cesarean sections (0.5%). You will always have a risk for a tear in your 
uterus. This is because there is a scar on your uterus from the cesarean 
section you had before. The tears usually occur during labor. Risks to 
you and the baby are the same as if the uterus tore during VBAC.

• Blood loss with possible need to give you blood
• More scars on your uterus and inside your abdomen
• Infection
• Injury to organs inside your body
• Problems with anesthesia (drugs that make you numb and take away 

the feeling of pain)
• Blood clots in your legs
• Problems with the placenta (organ that nourishes your baby in your 

uterus) in later pregnancies
• Death, which is very rare



84
3(Revised 3/5/2014) Spectrum Health Gerber Memorial VBAC Education of 3

Why doesn’t Spectrum Health Gerber Memorial 
offer VBAC?
At Spectrum Health Gerber Memorial we want to make the birth of your 
baby as safe as possible. The American College of Obstetricians and 
Gynecologists (AGOG) has recommended that hospitals that offer VBAC 
have anesthesia staff, a doctor or both, and operating room services 
immediately available to provide emergency care. Although Spectrum 
Health Gerber Memorial has a process for assembling needed staff in 
emergency situations, there are times when certain staff are not on-site 
at the hospital and must be called in to provide emergency care. This 
means that it may take longer for staff to arrive than at a hospital that 
offers VBAC, where these staff are on site and immediately available.

If I can’t deliver by VBAC at Spectrum Health Gerber 
Memorial, where can I have my baby?
Your OB provider will work with you to arrange for your delivery at a 
hospital that offers VBAC. Your OB provider can continue to manage 
your prenatal care and will work together with the doctor who plans to 
deliver your baby.

By signing this form I agree:
• I read this form or had it explained to me in words I can understand.
• I understand there are risks associated with both planned cesarean 

section and VBAC.
• I had time to read the patient education material.
• I had time to speak with my OB provider about repeat cesarean 

section and VBAC. My OB provider answered my uestions.
• If I choose to try VBAC for delivery of my baby, I will work with my OB 

provider to plan my delivery at a hospital that offers VBAC.
• If I choose a VBAC, I understand my doctor may still need to deliver 

my baby by cesarean section.

Patient signature: Date: Time:
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Spectrum Health 
Gerber Memorial
Birth Plan For 
Vaginal Delivery
We welcome you to the Gerber Memorial Health Services Family Birth
Center. While the safety and well- being of you and your baby are the
top priority, we will strive to meet as many of your expectations as 
possible. We look forward to sharing your upcoming birth with you.

Patient Name_________________________________________________
Date of birth_________________________________________________
OB provider__________________________________________________
Support person’s name_________________________________________
Due Date_____________________________________________________
Expecting:  boy   girl   unknown
Doula _______________________________________________________
Baby’s name _________________________________________________
Baby’s doctor________________________________
Did you attend childbirth or refresher classes? Yes  No
Family and friends I would like present during labor and delivery: 
(maximum of 4) ______________________________________________

You may choose as many as you like under each category

During labor I’d like:
 To stay home as long as possible.
 Lights dimmed.
 Flameless candles.
 Music, will bring my own.
 Music, will use hospital relaxation collection.
 The room as quiet as possible.
 Standing, walking, position changes.
 A birth ball.
 Lying down, mobility not important since I am
 planning on epidural.
 Bag of waters to break naturally.
 To wear my own clothes.
 To wear hospital gown.
 To be informed of all procedures and discuss options when 
time allows.

 If labor is not progressing, discuss most natural methods to help.
 Pictures taken by: ___________________________________________
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Monitoring:
 I prefer minimal monitoring.
 I prefer monitoring that allows me to be mobile.
 I prefer continuous monitoring.

Hydration:
 IV on admission in preparation for pain medicine, epidural, and/or 
antibiotics if Group B Strep is positive.

 IV access site.
 IV only if medically necessary.

Pain Relief:
 Aromatherapy - we offer lavender/ clary sage mixed.
 Massage
 Hypnosis techniques
 Breathing techniques
 Relaxation techniques
 Hot or cold packs
 Distraction
 TENS unit
 Sterile water papules
 Acupressure
 Water therapy using whirlpool or shower
 Medicine injection if no IV.
 IV medicine
 Only medicine if I request.
 Would prefer no medicines, I will ask, don’t ask me.
 Would like to avoid epidural.
 Epidural only if IV medicine isn’t effective.
 Epidural

During pushing I would like:
 Semi-recline in bed.
 Use a squatting bar on bed.
 Use a birth stool.
 Be side lying.
 Be on hands and knees.
 Deliver in any position I choose.
 Wait to push until I feel the urge.
 Push without a time limit as long as mom and baby are safe.

At the time of birth I would like:
 A mirror to watch delivery.
 To touch the baby’s head.
 To reach down and take the baby.
 To let my partner help catch the baby.
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 OB provider to use oil and/or hot compresses for comfort 
and to help avoid tearing.

 Immediate skin to skin holding of baby.
 Do not want skin to skin.

Umbilical Cord:
 Cut the cord after it stops pulsating and the baby has received all the 
blood from the placenta.

 Cut the cord as soon as possible for cord blood donation. I will bring 
the kit.

 Dad will cut the cord.
 Dad does not want to cut the cord, do not ask him.
 I will cut the cord myself.
 ______________________________________will cut the cord.

Immediately after birth:
 I will breastfeed as soon as the baby desires.
 Delay routine hospital procedures until after the baby has breastfed.
 Routine Pitocin to prevent hemorrhage.
 Pitocin only if necessary (required if not breastfeeding).
 I would like to see the placenta.
 Do not show me the placenta.
 I would like to take the placenta home.

Newborn preferences:
 I would like all routine medications and immunizations for my baby.
 Other___________________________________________________
 Breastfeeding
 Bottle feeding
 24 hour rooming in is our practice. If your preference is 
different, explain.

 If a boy, circumcision.
 I do not want my baby boy circumcised

If Cesarean becomes necessary - during delivery:
 I would like music softly playing. My favorite type is _______________
 I plan to take pictures in the operating room.
 I plan to wait on pictures until I am in my room after the surgery
 I would like to have the surgery explained as it is happening
 Please do not talk about the surgery, I would rather think about  
other things

 I would like the surgical drape lowered so I can see the baby
 I do not want the surgical drape lowered
 I would like delayed cord clamping
 I would like the cord left long so dad can cut the cord
 Other thoughts: ______________________________________________
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Mother’s signature:Date:Time:

After the Delivery
I would like the baby brought to me:

 Immediately for skin to skin contact
 After being cleaned up and wrapped in a blanket

I prefer routine baby procedures:
 Delayed until after the surgery so I can have my baby immediately
 To be completed before the baby is brought to me
 I would like all routine newborn medications and immunizations
 Other: ______________________________________________________

If the baby needs medical attention and cannot be with us 
immediately:

 I would like dad/support person to go to the nursery if the baby has 
to leave the room

 Dad/support person will stay with me. Please update us with the 
baby’s condition

Family and Friends
 May come in immediately after my recovery period, approximately  
1 hr.

 May come in after some time alone with the baby

Preferences for Pain Management
 I am interested in the option of an abdominal nerve block (TAP block)
 Please give me whatever my anesthesia provider or doctor feels  
is necessary

 I am sensitive to medications and desire the least amount possible
Medications that have worked well for me in the past:
___________________________________________________________
Medications that have caused problems for me in the past:
__________________________________________________________
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Epidural Anesthesia
Gerber Memorial Hospital 
Epidural Education Form 
Expected Results
A temporary decrease or loss of feeling and or movement to lower part 
of the body, which may provide relief from pain during a prolonged 
or dif cult labor.  This type of anesthesia/analgesia does not alter 
the mental status as occurs with IV or injection pain medications.  
Occasionally the anesthesia does not completely take away the pain, or 
only provides numbness on one side.

Technique
Medication is injected through a needle, and a catheter is placed 
outside the spinal canal in the epidural space.

Risks
Risks for mother:
• HIGH SPINAL BLOCK:  you could experience shortness of breath, 

respiratory depression or respiratory/cardiac arrest.  You may need an 
emergency cesarean section and resuscitation.

• ADVERSE REACTION TO ANESTHETIC AGENT:  May lead to respiratory 
paralysis, cardiac arrest, brain damage, heart attack, convulsions, 
stroke or death.

Risks to the baby:
• Reduced blood supply to the placenta may cause fetal distress, brain 

damage, or death.

Other Considerations:
• Continuous electronic fetal monitoring will be used to check for signs 

of fetal stress. 
• Epidural anesthesia/analgesia may cause slow, less effective labor 

contractions.  Pitocin may have to be added to the IV to stimulate 
stronger contractions.  More epidural medicine may be needed to 
relieve the pain of stronger Pitocin induced contractions. Pitocin can 
cause more risk to the baby.  Arrested labor may result in cesarean 
section, which is a major abdominal surgery and poses increased risk 
for the mother.

• If an epidural is given in early labor, it increases the chance that the 
baby is in the wrong position as it comes into the pelvis.  This may 
increase the need for a cesarean delivery.

• Epidural anesthesia decreases the mother’s ability to push and 
increases the need for forceps, vacuum, or cesarean section.  Forceps 
or vacuum assisted deliveries have a greater need for an episiotomy 
and deep tears into the perineal muscle.  This can increase the pain 
and healing time after giving birth.

• Back strain or injury to the hips and knees may occur due to the 
inability to feel if the body is in an awkward position.
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• The mother cannot respond naturally to labor cues, and may not feel 
as much control over the birth process.

• You will not be able to walk around, or use the tub, shower, or toilet.
• The epidural may cause the mother’s temperature to rise requiring 

additional tests for you and the baby to evaluate for possible 
infections.   

• You may need a catheter inserted into your bladder if you are unable 
to urinate.

• You will be limited to a clear liquid diet only after an epidural 
because of increased surgical risk if a cesarean is needed.

• You will be monitored often for vital signs after an epidural, so a 
blood pressure cuff will be placed on your arm, a pulse oximeter will 
be placed on a nger, and you will receive intravenous uids.

Postpartum Effects:
• Epidurals may cause severe headaches, migraines, temporary or 

permanent nerve damage, muscle weakness in legs, numbness or 
tingling sensation, and long term backache.

Newborn Effects:
• The epidural may decrease the newborn baby’s ability to nurse well 

for the rst 12-72 hours.

All forms of anesthesia or medications have some risk, and rare 
unexpected complications other than what is listed here may occur. 

I understand that it is my choice to choose the type of pain relief 
method I feel is appropriate for my baby’s birth including an epidural, IV 
pain medications, or comfort measures as listed on my birth plan.  

If I choose an epidural, I understand that every effort will be made 
to get an epidural administered in a timely manner.  I understand an 
epidural may not be appropriate if the labor is advancing quickly and 
the procedure cannot be done safely.

If a cesarean delivery becomes necessary, the epidural may be adequate 
anesthesia for surgery but general anesthesia may be necessary if 
complete pain relief is not achieved.

I have had the opportunity to ask my OB physician or midwife questions 
regarding pain relief methods for labor and delivery.

I understand this is NOT A CONSENT FORM FOR THE PROCEDURE OF THE 
EPIDURAL, but is con rmation that I have been educated on the effects 
of an epidural which may affect the obstetrical care I receive from my 
physician or midwife.   If I choose to have an epidural during my labor, 
the anesthesia provider who will be administering the epidural will also 
inform me of risks associated with the procedure. 

Please initial the above statements, and sign below.

Patient signature:

OB Provider signature:

Date:

Date:
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Spectrum Health 
Gerber Memorial
Birth Plan For Cesarean 
Section Delivery
We welcome you to the Gerber Memorial Health Services Family Birth
Center. While the safety and well- being of you and your baby are the
top priority, we will strive to meet as many of your expectations as 
possible. We look forward to sharing your upcoming birth with you.

Name_______________________________________________________
OB provider__________________________________________________
Person who will be with me during surgery________________________
Relationship__________________________________________________
Due Date_____________________________________________________
Expecting:  boy   girl   unknown
Baby name ___________________________________________________
Baby doctor________________________________
I plan to: Breast Feed    Bottle Feed
Did you attend childbirth or refresher classes? Yes  No

You may choose as many as you like under each category

During the Delivery:
 I would like music softly playing. My favorite type is _______________
 I plan to take pictures in the operating room.
 I plan to wait on pictures until I am in my room after the surgery
 I would like to have the surgery explained as it is happening
 Please do not talk about the surgery, I would rather think about  
other things

 I would like the surgical drape lowered so I can see the baby
 I do not want the surgical drape lowered
 I would like delayed cord clamping
 I would like the cord left long so dad can cut the cord
 Other thoughts: ______________________________________________

After the Delivery
I would like the baby brought to me:

 Immediately for skin to skin contact
 After being cleaned up and wrapped in a blanket

I prefer routine baby procedures:
 Delayed until after the surgery so I can have my baby immediately
 To be completed before the baby is brought to me
 I would like all routine newborn medications and immunizations
 Other: ______________________________________________________
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If the baby needs medical attention and cannot be with us 
immediately:

 I would like dad/support person to go to the nursery if the baby has 
to leave the room

 Dad/support person will stay with me. Please update us with the 
baby’s condition

 If your trial labor does not work your doctor must perform a cesarean 
section to deliver your baby. The risks of a cesarean delivery are 
higher when it is done as an emergency. This may double the risk of 
infection if done after labor.

Family and Friends
 May come in immediately after my recovery period, approximately  
1 hr.

 May come in after some time alone with the baby

Preferences for Pain Management
 I am interested in the option of an abdominal nerve block (TAP block)
 Please give me whatever my anesthesia provider or doctor feels  
is necessary

 I am sensitive to medications and desire the least amount possible
Medications that have worked well for me in the past:
___________________________________________________________
Medications that have caused problems for me in the past:
___________________________________________________________

Patient signature: Date: Time:
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The following guidelines are intended only as a general educational 
resource for hos itals and clinicians  and are not intended to re ect 
or establish a standard of care or to replace individual clinician 
udg ent and edical decision a ing for speci c healthcare 

environments and patient situations.

VBAC Guidelines
Revised December 2011

This document represents collaboration among the hospitals in Vermont 
and New Hampshire. It outlines NNEPQIN’s collective recommendations 
for VBAC care, based upon thorough and thoughtful review of the 
literature. It incorporates ACOG guidelines, and presents a regional 
de nition of provider’s “immediate availability” based upon patient 
risk status. The goal is to maintain the availability of VBAC services 
throughout the region, while ensuring patient and provider safety. These 
recommendations apply to VBAC candidates only, and recognize the 
need to adapt care to the unique circumstances of each case.

Unit Structure:
Each hospital should develop policy and procedure guidelines that 
re ect the resources and ability of the delivery unit to respond to 
emergent situations that may develop for patients attempting VBAC. 
These guidelines should include a description of informed consent, 
noti cation, availability of key providers, facilities, and the typical 
response times for emergency cesarean section.

Each hospital needs to have a system in place for competency review 
and protocol veri cation. This can be accomplished in several ways, 
including but not limited to: 
• periodic emergency cesarean drills for staff 
• ongoing individual review of emergency cesarean section cases
• regular staff training in the interpretation of fetal heart rate 

monitoring
These activities will provide ongoing opportunities for quality 
improvement. 

PQIN NORTHERN NEW ENGLAND
PERINATAL QUALITY IMPROVEMENT NETWORK

The goal is to 
maintain the 

availability of 
VBAC services 

throughout 
the region, 

while ensuring 
patient and 

provider 
safety. 
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De nitions:

• Labor: Regular and painful uterine contractions that cause cervical 
change.

• Active Labor: The cervix is 4-5 cm dilated and there are regular and 
painful uterine contractions.

• Adequate Labor: Contractions every 3 minutes with a 50 torr rise 
above baseline or contractions every 3 minutes lasting at least 45 
seconds that palpate strong.

• Provider capable of performing a cesarean section: An obstetrician, 
surgeon, or family practitioner who is credentialed to perform a 
cesarean delivery. 

• Admission: Occurs when labor has been diagnosed, or when decision is 
made to deliver the patient. Observation to determine if the patient 
is in labor is not considered admission.

• Anesthesia: Refers to a CRNA or anesthesiologist who is privileged by 
the hospital.

• OR Team: One person competent to scrub for a cesarean section and 
one person competent to circulate during a cesarean section. These 
may be OR technicians, LNA, CNA, LPN, or RN.

Risk Assessment:

• Each patient should be evaluated for risk factors associated with 
decreased VBAC success and uterine rupture.(See tables.)

• The association of factors related to an increased risk of uterine 
rupture has not been able to be translated into the reliable prediction 
of uterine rupture (1, 2). Patients without risk factors may experience 
uterine rupture.

• Previous vaginal delivery is associated with higher rates of VBAC 
success and lower risk of uterine rupture.

• There is limited data on outcomes for women with multiple risk 
factors present. Some studies suggest that even when multiple risk 
factors are present, VBAC success rates are often at least 50% or 
higher (3). All patients should receive counseling about the assumed 
relative risk for VBAC success and uterine rupture. Management plans 
for these outcomes should be reviewed with the patient.

The Maternal Fetal Medicine Unit Network recently performed a large 
multi-center trial evaluating VBAC. Based on the data from this study, 
a nomogram was created to predict VBAC success. A calculator based 
on this nomogram can be found at the George Washing University 
Biostatistics Center web site. It may be useful for individualizing the 
counseling given to patients about VBAC.

http://www.bsc.gwu.edu/mfmu/vagbirth.html



95
3 Updated 12/2/11 VBAC Guidelines of 11

Labor induction (3, 4)

Labor augmentation(3, 4)

Short inter-pregnancy interval (3, 4)

Birth weight 4000 gm(3, 4)

Gestational age 41 weeks or greater (3, 4)

Excess maternal weight gain, variously de ned (3, 4)

Recurrent indication for initial cesarean delivery (3, 4)

Unfavorable cervical status at admission (3, 4)

Non-white ethnicity (3, 4)

Gestational age 41 weeks or greater (14, 15)

Birth weight 4000 gm (11, 12, 13)

Previous single layer closure of the uterus (19, 20)

Maternal obesity, variously de ned (21)

Recurrent indication for initial cesarean delivery (1)

Unfavorable cervical status at admission (1)

Non-white ethnicity (1)

3 or more prior cesarean sections (23, 24)

Labor induction (5, 6, 7)

Labor augmentation (8, 9, 10)

Short inter-pregnancy interval (16, 17, 18)

Factors Associated With
Decreased VBAC Success

Factors Associated With
Decreased VBAC Success

Data insuf cient to demonstrate consistent association.

Factors Associated With
Uterine Rupture
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Low Risk Patient: Risk for uterine rupture approximately 0.3-0.7%.
• 1 or 2 prior low transverse cesarean section(s)
• Spontaneous onset labor
• No need for augmentation
• No repetitive FHR abnormalities
• Patients with a prior successful VBAC are especially low risk. However, 

their risk status escalates the same as other low risk patients.

Medium Risk Patient: Risk for uterine rupture is likely greater than 
0.7%.
• Induction of labor
• Oxytocin augmentation
• 18 months between prior cesarean section and current delivery.
• 3 or more prior low transverse cesarean sections.

High Risk Patient: Patients who have intra-partum signs or symptoms 
that may be associated with uterine rupture or failure of vaginal 
delivery (4).
• Recurrent clinically signi cant deceleration (variable, late or 

prolonged fetal heart rate decelerations) not responsive to clinical 
intervention

• Signi cant bleeding of uterine origin
• New onset of intense uterine pain
• 2 hours without cervical change in the active phase despite adequate 

labor

Prenatal Management:

• Records of prior delivery reviewed, including type of uterine incision 
and method of closure. Evaluate history of previous uterine surgery.

• VBAC may be attempted in some cases where documentation of 
the previous uterine scar is not available, as long as there is not 
a high suspicion of a classical uterine incision. (4) (Level B) 

• Patients with a previous classical uterine incision, previous 
extensive transfundal surgery or prior uterine rupture are not 
candidates for VBAC. (4) (Level B)

• Appropriate patient education brochure given to patient and reviewed 
with patient (NNEPQIN sample available).

• Appropriate VBAC consent reviewed during prenatal care and signed 
(NNEPQIN sample available). Informed consent should include a 
discussion of the following.

• A description of the process of risk assessment.
• The ability of the institution to care for the patient, based on 

her risk level. 
• The process of transfer of care, should it become necessary 

based on risk factors.
• Institutional management plans for uterine rupture.

• Anesthesia consultation/evaluation per institution guidelines.
• If the primary OB provider cannot perform a cesarean section, 

consultation with provider privileged to perform a cesarean section.
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Basic Intra-partum Care Recommendations  
for all VBAC Patients:

• Review with the patient the risks/bene ts of proceeding with VBAC 
on admission. Determine if the patient’s risk level has changed, or 
patient choice has changed. This review should be documented in the 
medical record.

• Lab/Blood Bank Preparation
• Type and Screen, or Type and Cross depending on the 

institution’s blood bank availability in off hours 
• Anesthesia personnel noti ed of admission.
• Pediatric personnel noti ed of admission.
• OR Team noti ed of admission and plan in place if cesarean delivery 

needed.
• Does not mean an OR is kept open for patients at low risk.

• In Active Labor (4-5 cm dilated).
• Continuous Electronic Fetal Monitoring.
• Place 18 gauge IV. 
• Provider on hospital campus who is credentialed to perform a 

cesarean section.
• If the primary obstetric provider is not credentialed to 

perform a cesarean section, the cesarean delivery provider 
will be consulted.

• All patients attempting VBAC should have their labor progress 
monitored carefully to ensure adequate progress. Arrest of labor is 
associated with decreased VBAC success and uterine rupture. Patients 
with a macrosomic fetus (EFW  4000 gm), especially those with 
no previous vaginal birth, are more likely to experience outcomes 
related to arrest of labor, and require careful monitoring. 

Intra-partum Management:
Each hospital should evaluate the resources that they typically have 
available for the care of laboring women with prior cesarean deliveries. 
Women should be counseled as to their anticipated risk status and the 
institutional resources. Cesarean section may be recommended if a 
woman’s risk status increases and provider services cannot be increased 
and maintained until delivery. 

ACOG states: “Respect for patient autonomy supports the concept that 
patients should be allowed to accept increased levels of risk, however, 
patients should be clearly informed of such potential increase in risk 
and management alternatives…In settings where the staff needed for 
emergency cesarean section are not immediately available, the process 
for gathering needed staff when emergencies arise should be clear, and 
all centers should have a plan for managing uterine rupture.” 
(4) (Level C)
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Low Risk Patient:
• No additional interventions other than those listed above. 
• Cesarean delivery provider may have other acute patient care 

responsibilities.

Medium Risk Patient:
• Cesarean delivery provider in the hospital during the active phase of 

labor. Cesarean delivery provider may have other acute patient care 
responsibilities.

• An open and staffed operating room is available or there is a plan in 
place if immediate delivery is required. This may be a room where 
there is adequate lighting, instruments, and general anesthesia can 
be administered if needed.

• An anesthesia provider is present in the hospital during the active 
phase of labor. 

• Anesthesia staff may have other acute patient care responsibilities.
• There is an established back up protocol for anesthesia services 

during busy times.

High Risk Patient:  
• The cesarean delivery provider is present in the hospital and does not 

have other acute patient care responsibilities
• Anesthesia staff is present and does not have other acute patient care 

responsibilities.
• An open and staffed operating room is available.

Caveats:

• Misoprostil is associated with a high rate of uterine rupture and should 
not be used when a living fetus is still in-utero (4) (Level A). It may be 
used after delivery for uterine atony.

• There are limited data regarding the safety of a trial of labor in 
women with more than 2 prior cesarean sections. The degree of 
increase in risk of uterine rupture is unclear.

• Single layer closure of the uterus with an interlocking chromic type 
suture has been reported to be associated with an increased risk of 
uterine rupture. Operative records should be reviewed for the method 
of closure.

• Transfer during the active phase of labor typically holds little bene t 
for the patient as access to timely delivery is not present during 
transport. 

• Attempting VBAC with twin gestation carries a similar risk as for those 
women with singleton pregnancies. Women without other risk factors, 
who have twins and are candidates for vaginal delivery, may be 
considered candidates for attempting VBAC. (4) (Level B)
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• Women may present to hospitals that have chosen not to offer VBAC 
services. Transfer to a hospital providing VBAC services necessitates 
evaluation of the patient, to determine safety, and must comply with 
federal and state law. Hospitals not offering VBAC services should 
meet the following standards:

• Protocol in place for women with prior cesarean sections who 
present in labor 

• Institution complies with ACOG Guidelines for Prenatal Care and 
JACHO Standards for Obstetrical Care.

• Referral and counseling practices established so that women 
desiring VBAC may be referred to an appropriate center based 
upon their risk status.

• Meets NRP Guidelines for infant care.

 Proposed Performance Measure:
The percentage of patients for whom there is documented risk status 
at the time of admission, and documented change in risk status during 
labor, should that occur.
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Complication VBAC Attempt Planned Cesarean Birth

Uterine Rupture 468/100,000 26/100,000

Maternal Death 4/100,000 13/100,000

Hysterectomy No signi cant difference No signi cant difference

Blood Transfusion No signi cant difference No signi cant difference

Maternal Infection No signi cant difference No signi cant difference

Infant Infection Insuf cient information Insuf cient information

Infant Bag and Mask 
Ventilation Required 5,400/100,000 2,500/100,000

Transient Tachypnea of the 
Newborn (TTN) 3,600/100,000 4,200/100,000

Infant with Brain Injury Insuf cient information Insuf cient information

Infant death in pregnancy or 
within 7 of birth (Perinatal 
Death Rate)

130/100,000 50/100,000

Infant death within 30 days of 
birth (Neonatal Death Rate) 110/100,000 60/100,000

Guise JM, Denman MA, Emis C, Marshall N, Walker M, Fu R, Janik R, et al. Vaginal birth after cesarean. New 

insights on maternal and neonatal outcomes. Obstetrics and Gynecology June 2010; 115:1267

Complication Rates Associated With VBAC and Planned Cesarean Birth
 (Includes preterm and term births). (22)
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Studies were reviewed and evaluated for quality according 
to the method outlined by the U.S. Preventative Services 
Task Force
I   Evidence obtained from at least one properly designed randomized  

controlled trial.
II 1 Evidence obtained from well designed controlled trials without 

randomization.
II 2 Evidence obtained from well designed cohort or case control 

analytic studies, preferably from more than one center or research 
group.

II 3 Evidence obtained from multiple time series with or without the 
intervention. Dramatic results in uncontrolled experiments also 
could be regarded as this type of evidence.

III  Opinions of respected authorities, based on clinical experience, 
descriptive studies, or reports of expert committees.

Based on the highest level of evidence found in the data, 
recommendations are provided and graded according to the following 
categories:

Level A Recommendations are based on good and consistent scienti c 
evidence.

Level B—Recommendations are based on limited or inconsistent 
scienti c evidence.

Level C—Recommendations are based primarily on consensus and expert 
opinion.
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Patient Education:
Birth Choices After a Cesarean Section

(Your Hospital: Insert Name)

This document was created by obstetric doctors, midwives, and nurses 
from hospitals across Northern New England. It is based upon thorough 
and thoughtful review of medical studies on vaginal birth after cesarean 
section (VBAC). It is a collection of everyone’s understanding of these 
studies. Our goal is to give you a fair review of the risks and bene ts of 
attempting vaginal delivery after a cesarean delivery. We believe vaginal 
birth after a cesarean section is a good choice for many women.

Your Hospital wants to give you the best care possible. Taking part in 
choices about your delivery is an important part of this care. Because you 
had a cesarean birth before, you come to this delivery experience with 
further choices to make. We will give you information so that you can 
make choices that are best for you and your family. The goal is a healthy 
mother and baby, whether the birth is vaginal or cesarean. 

hat are the bene ts of  compared to a planned 
cesarean birth

• Faster time to heal after birth
• Shorter hospital stay
• Less risk of infection after delivery
• No chance of problems caused by surgery (infection, injury to bowel or 

urinary tract, or blood loss)
• Less risk that the baby will have breathing problems
• Quicker return to normal activities because there is no pain from 

surgery.
• Greater chance of having a vaginal birth in later pregnancies
• Less risk of problems with how the placenta attaches in future 

pregnancies.

PQIN NORTHERN NEW ENGLAND
PERINATAL QUALITY IMPROVEMENT NETWORK

VBAC 
means 

Vaginal 
Birth 
After 

Cesarean 
Section.
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an all women with previous cesarean birth attempt 
Some women should not try VBAC. If the cesarean scar is in the upper 
part of the uterus, where contractions occur, the risk of the uterus 
tearing (also called uterine rupture) is high. These women should have 
repeat cesarean births and avoid labor. Women with a scar in the lower 
part of the uterus have a lower risk of the uterus tearing and VBAC 
is considered safe. The type of scar you have in your skin may not be 
the same type of scar you have in your uterus. Your doctor or midwife 
will review the records of your previous birth to nd the location of 
your uterine scar. If you have had three or more cesarean births and no 
vaginal births, the risk of the uterus tearing during labor may increase 
and VBAC may not be recommended. Your doctor or midwife will review 
these risks with you.

hat are the ris s of 

• A tear or opening in the uterus (womb) occurs in 5 to 10 women out of 
every 1,000 low risk women who try VBAC (0.5% to 1.0%). 

• Risks to the mother if there is a tear in the uterus include:
• Blood loss that may need transfusion
• Damage to the uterus that may need hysterectomy (removal of 

the uterus) 
• Damage to the bladder
• Infection
• Blood clots
• Death, which is very rare.

• Risks to the baby if there is a tear of the uterus are brain damage and 
death. Not all tears in the uterus harm the baby. About 7% of the time 
the baby is harmed when the uterus tears. In other words, 5 to 10 
babies out of every 10,000 VBAC tries will suffer brain damage or death 
(0.05% to 0.1%) due to uterine rupture. 

• The normal risks of having a vaginal birth are also present for VBAC.
• The risk of your uterus tearing during labor is increased with any of the 

following:
• Labor that is induced (does not start on its own)
• More than 1 cesarean section
• Less than 18 months since your last cesarean delivery
• Need for medicine during labor to increase contractions

• If a vaginal birth cannot occur, then a cesarean birth must be done. 
Overall, 70-80% of attempted VBAC are successful. A cesarean section 
after attempting vaginal delivery has the same types of risks as a 
planned cesarean delivery. However, the risk of infection, transfusion, 
blood clots and needing hysterectomy is increased.
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ow can I reduce ris s to my baby and me

• Regular prenatal care is very important in reducing all risks in 
pregnancy.

• Having labor occur naturally, rather than using medications to start 
labor, brings down the risk of a tear in the uterus. Your doctor or 
midwife will talk to you about this, taking into account your own 
situation. 

• Having at least 18 months time between the date of your last cesarean 
birth and the due date of this pregnancy helps insure the strength of 
the uterus during this pregnancy.

hat are the ris s of a planned cesarean birth   
if that is my choice

• The risk that the uterus will tear before a planned cesarean birth 
is very low. Because you have a scar on your uterus from your prior 
cesarean birth, you will always be at risk for having a tear in your 
uterus. The tears usually occur during labor. The risks to the baby and 
you are the same as if the uterus tore during a VBAC.

• Blood loss 
• More scars developing on the uterus
• Infection
• Scarring inside the abdomen
• Injury to organs inside the body
• Problems with anesthesia 
• Blood clots
• Risk in later pregnancies of problems with the placenta
• Death, which is very rare

If I choose a repeat cesarean birth  
what can I e pect in my recovery
Each woman has her own special experience with cesarean delivery 
and recovery. Many women talk about their recovery from their second 
cesarean as easier than their recovery from their rst cesarean. This may 
be due to knowing what to expect in a second cesarean and feeling less 
tired because you did not have labor. Still, recovering from any type of 
childbirth takes time.

verall  how do the ris s of  compare 
to repeat cesarean birth without labor

• The risk of the uterus tearing during a low risk VBAC is 5 in 1,000 
(0.5%). Because you have a scar on your uterus from your prior 
cesarean birth, you will always be at risk for having a tear in your 
uterus. The tears usually occur during labor. The risk that the uterus 
will tear before a planned cesarean birth is very low. The risks to the 
baby and you are the same as if the uterus tore during a VBAC. 

• Overall, the risk of blood transfusion, hysterectomy, blood clots and 
infection are increased in women who attempt vaginal delivery. These 
increased risks are from the women who are not successful in vaginal 
delivery. 
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• The risk of your baby dying or being seriously injured during VBAC is the 
same as during a rst labor. There is a higher risk of the baby dying or 
being injured with VBAC compared to a planned repeat cesarean birth. 
The overall risk with VBAC is about 11 out of 10,000 (0.1%) and with a 
planned repeat cesarean birth 6 out of 10,000 (0.06%). 

Complication VBAC Attempt Planned Cesarean Birth

Uterine Rupture 468/100,000 (0.5%) 26/100,000 (0.026%)

Maternal Death 4/100,000 (.004%) 13/100,000 (0.013%)

Hysterectomy No signi cant difference No signi cant difference

Blood Transfusion No signi cant difference No signi cant difference

Maternal Infection No signi cant difference No signi cant difference

Infant Infection Insuf cient information Insuf cient information

Infant breathing problems 
requiring immediate 
interventions

5,400/100,000 (5.4%) 2,500/100,000 (2.5%)

Infant breathing problems 
which last 6-48 hours 3,600/100,000 (3.6%) 4,200/100,000 (4.2%)

Infant with Brain Injury Insuf cient information Insuf cient information

Fetal/Infant Death during 
pregnancy or the rst 7 days 
after birth

130/100,000 (0.13%) 50/100,000 (0.05%)

Infant death within 30 days
of birth 110/100,000 (0.11%) 60/100,000 (0.06%)

Guise JM, Denman MA, Emis C, Marshall N, Walker M, Fu R, Janik R, et al. Vaginal birth after cesarean. New 

insights on maternal and neonatal outcomes. Obstetrics and Gynecology June 2010; 115:1267

Complication Rates Associated With VBAC and Planned Cesarean Birth
 (Includes Preterm and Term Births).
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hat is the chance that trying a  
will result in a vaginal birth  

• 60%-80% of women who try a VBAC have a vaginal birth. There is no 
perfect way to say who will deliver vaginally. A number of factors 
increase the chance of success. However, even if none of these factors 
are present, the chance of vaginal delivery is at least 50%. Factors that 
predict success are:

• Cesarean birth for a reason that is not likely to happen again 
(i.e. breech presentation)

• Having a vaginal birth in the past
• Labor that occurs naturally
• The length of the pregnancy is less than 40 weeks
• A cervix that is at least 2 cm dilated and very thin when 

admitted to the hospital 

ow do women ma e a choice about a 

• Having a vaginal birth is very important to some women. For many 
women, the bene ts of trying a vaginal birth outweigh the risks. 
Women who deliver vaginally have less postpartum discomfort, shorter 
hospital stays, and describe a feeling of wellness sooner than women 
recovering from cesarean section. 

• Other women choose cesarean birth because they do not want to 
go through labor. They may be more concerned about the risk of 
the uterus tearing and the risks of vaginal delivery than the risks of 
cesarean birth.

• There may be added bene ts and risks, some of them emotional, with 
either choice. We want you to discuss these with your provider and 
family.

• Future Child Bearing: If a woman is very certain in her desire to have 
no more children, then the VBAC bene t of less uterine scarring and 
a better place for the placenta to attach is not present and a repeat 
cesarean section may be best. However, if there is even a small chance 
of another pregnancy, a low risk VBAC may be the better choice.

• The purpose of this pamphlet is to help you make the choice that is 
best for YOU.

If I select  what can I e pect during prenatal care 
and at the hospital

• You will be asked to sign a consent form showing that you understand 
the risks and bene ts of your choice. The form will ask you to give 
your choice.

• Your doctor or midwife will talk with you when to call or come in for 
labor.

• You may meet with an anesthesiologist before your labor.
• Constant fetal heart rate and contraction monitoring during active 

labor (when your cervix is 4-5 cm dilated).
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• You will have an IV so that uids and medications may be given to you 
if needed. 

• Blood samples will be taken.
• You options for pain medication during labor are not affected by your 

prior cesarean section.
• A doctor able to perform a cesarean birth will be on the hospital 

grounds during the active phase of labor.

hat is my hospital s e perience with 
[Your Hospital] has been performing VBAC for (Insert # of yrs) years. In 
Northern New England, 60-80% of women who try VBAC have a vaginal 
birth. [Your hospital] has anesthesia staff, a doctor for the baby and 
operating room services available 24 hours per day. Your risk of a tear 
in the uterus and how far along you are in labor determine if all these 
people are present in the hospital. In cases of tear in the uterus, injury 
to the baby may occur. The risk of injury to the baby increases with the 
time it takes to deliver the baby and the damage to the placenta. We 
have speci c plans to respond once a problem is detected. However, 
there is risk associated with every pregnancy. Risk can never be 
completely removed. We share the same goal as you: a healthy baby 
delivered to a healthy mom. We will make every effort to ensure this. 
 
You also have the choice of having your birth at a hospital where 
anesthesia, operating room staff and doctors for the baby are always 
present in the hospital. This may lower the risk to the baby if there is 
a tear in the uterus, but not in all cases. However, delivery at another 
hospital may mean travel during labor and having your baby away from 
your local community and support system. You may want to talk to your 
doctor or midwife about the risks and bene ts of planning to deliver at 
such a hospital. Changing care from one hospital to another during labor 
may be of little bene t and may increase the risk of harm to you and 
your baby. 

hat if I change my mind
If during the VBAC process you have questions about continuing, we 
encourage you to talk with your doctor or midwife. You may change your 
mind about VBAC. However, if delivery is about to happen, a cesarean 
section may not be possible. 

m I comfortable with ma ing the decision
Each woman’s decision is personal. Your doctor or midwife is your 
best source of information. She or he will guide you and your family in 
deciding how you have your baby. The overall goal is a healthy mother 
and baby, whether the delivery is by vaginal or cesarean birth.
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Spectrum Health 
Gerber Memorial
Refusal of Repeat 
Cesarean Section Form
I understand:

1. I have had one or more prior Cesarean-section(s) and have refused 
a repeat c-section to attempt a vaginal delivery. Spectrum Health 
Gerber Memorial does not offer vaginal deliveries for women who 
have had previous cesarean sections because it does not have the 
surgery and anesthesia staff on site at all times.

2. Approximately 60-80% of women who attempt to delivery vaginally 
after Cesarean Section will deliver vaginally.

3. The bene ts of an uncomplicated VBAC include decreased 
blood loss, decreased post-delivery complications, and a shorter 
recuperative period.

4. The risk of a uterine rupture during VBAC in someone like me who 
has had a prior incision in my uterus is approximately 1% or 1 in 100 
VBAC deliveries.

5. VBAC poses a higher risk of harm to my baby than to me. In the 
eyent of a uterine rupture, the baby may suffer brain damage or 
death, if not immediately delivered by emergency C-section.

6. If my uterus ruptures during my VBAC, I understand there may not 
be suf cient time to operate and prevent death or permanent brain 
injury to my baby.

7. The risk of death or permanent brain damage to the baby when the 
uterus ruptures is uncertain, but has been reported to be generally 
less than 1%, or 1 in 100 uterine ruptures .

8. The risks of harm to me if my uterus ruptures include: hysterectomy 
(loss of the uterus), blood transfusion, infection, injury to internal 
organs (bowel, bladder, ureter), blood clotting problems, or death 
(which is rare).

9. My doctor has determined that transfer to a hospital that provides 
VBAC is not recommended because the risk of transfer outweighs 
the bene t.

10. During my VBAC, the use of oxytocin (Pitocin), a hormone to make 
my uterus contract, may be necessary to assist me in my vaginal 
delivery. This may cause long contractions and increased pain 
during contractions and increase the possibility of uterine rupture, 
abnormal position of the baby, and fetal distress, which will increase 
the need for an emergency Cesarean section.

11. If I choose a VBAC, but require an emergency Cesarean-section 
during labor, I have a greater risk of problems than if I had an 
elective repeat Cesarean-section.

Patient Initials to
Con rm Understanding
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By signing below, I con rm I have reviewed this information, have 
discussed it with my doctor, and have had all my questions answered.

CONSENT FOR EMERGENCY TREATMENT
By signing this form, I give my consent to all appropriate treatment in the 
event of a uterine rupture or other complications including, emergency 
cesarean section, hysterectomy, blood transfusion for me and/or my 
baby, and emergency resuscitation.

REFUSAL OF CESAREAN SECTION
I understand that by signing this form, I am refusing a repeat Cesarean-
section. By signing this form I am choosing to attempt a vaginal birth 
after cesarean at a small hospital that does not offer this option.

Patient signature:

Witness signature:

Physician signature:

Date:

Date:

Date:
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Protocol For 
Trial Of Labor After 
Cesarean Section (TOLAC)
Against Medical Advice
This protocol is applicable to the following sites:

Applicability Limited to: N/A

Reference #: 0
Version#: 1
Effective Date: February 26, 2014

Functional Area: { Functional Areas > Values (by comma) }

1. Purpose 
This Hospital does not possess the required staff or facilities 
to provide VBAC deliveries. Women who desire VBAC should be 
instructed to present to a hospital with staff and faci!ities to provide 
VBAC in accordance with ACOG guidelines. The purpose of this policy 
is to address those instances in which a woman presents to the 
Hospital in active labor with viable fetus with history of a previous 
cesarean section and refuses a repeat cesarean section delivery 
and the risk of transfer to a facility that provides VBAC deliveries 
outweighs the bene t of transfer.

2. De nitions 
Labor: Regular uterine contractions that cause progressive 
cervical change. 
Hospital: 
Immediately Available: Present on hospital campus 
TOLAC: Trial Of Labor After Cesarean 
VBAC: Vaginal Birth After Cesarean 
NRP: Neonatal Resuscitation Program 
ACOG: American College of Obstetricians and Gynecologists 
AIC: Anesthesia In-Charge

3. Responsibilities 
Regular uterine contractions that cause progressive cervical change. 
OB Provider, OB Registered Nurse (RN), Nursing Administrative 
Supervisor (NAS), OB Clinical Manager, Certi ed Registered Nurse 
Anesthetist (CANA), Anesthesia In Charge (AIC), Surgery Staff 
and Pediatrician.
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4. Protocol

A. A pregnant woman, greater than 20 weeks, presenting to the 
Hospital, will be assessed for labor by a quali ed medical provider 
per EMTALA policy (RM16ADM)-Emergency Medical Conditioinff 
reatment/Transfer Policy (Emergency Medical Treatment and 
Active Labor Act EMTALA)

B. For patients in active labor, the OB provider will determine the 
plan of care. If the laboring patient has had a previous cesarean 
section and refuses a repeat c-section delivery, the patient will 
be informed of the risks of refusing a repeat cesarean section 
and attempting TOLAC at this hospital, including the lack of 
Immediately Available obstetrics, pediatrics, anesthesia, and 
surgical staff.

C. If the patient continues to refuse a repeat C-section, the OB 
provider will review the Refusal of Repeat Cesarean Section Form 
with the patient and obtain the patient’s signature evidencing the 
patient’s informed refusal of c-section and decision to proceed 
with TOLAC against medical advice.

D. IN THE EVENT THE PATIENT REFUSES C-SECTION AND PROCEEDS 
WITH TOLAC; THE ATTENDING OB PHYSICIAN WILL REMAIN ONSITE 
UNTIL THE PATIENT HAS DELIVERED.

E. lntrapartum trial of labor management will be provided by the 
nursing staff and OB providers according to standard practice for 
obstetrical patients, with the following exception:

Cytotec (misoprostol) is not to be used in women with a 
previous cesarean. It may be used after the birth for 
uterine atony.

5. Documentation (as a result of using the protocol)

A. Documentation of patient’s counseling of the risks of a TOLAC.

B. Refusal of Repeat Cesarean Section Form.

6. Revisions 
This Hospital reserves the right to alter, amend, modify or eliminate 
this protocol at any time without prior written notice and in 
compliance with Administrative· Policy: Policy and Procedure 
Structure, Standards and Management.

7. References

A. Vaginal birth after previous cesarean delivery. Practice Bulletin No 
115. American College of Obstetricians and Gynecologists. Obstet 
Gynecol 201 O; 116:450-63.

B. Trial of labor after previous cesarean delivery (intrapartum 
admission). Patient Safety Checklist No. 9. American College of 
Obstetricians and Gynecologists. Obstet Gynecol 2012; 
120:1256-7.

C. The Joint Commission. Speci cations manual for Joint Commission 
national quality measures (v2011 A): PC-02 NTSV Cesarean 
Section. 2011; http://manual.jointcommission.org/releasesff 
JC2011 A/MIF0167 .html.

D. National Institutes of Health Consensus Development Conference 
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Brookings Health System
South Dakota
Procedure for our cesarean section patients are as follows:

• We have an RN go to the OR with the patient. Her only job is to care 
for infant in the delivery room, recovery room, and transfer to 
the oor.

• This nurse assists with skin-to-skin as soon as mother and baby are 
stable after delivery. Most babies go directly to mother after a two 
minute assessment on warmer.

• Baby stays skin-to-skin as mother travels to recovery room. More 
often than not, even though skin-to-skin we do not see baby initiate 
breastfeeding until mother is in recovery room.

• The PAR nurse takes care of mother in recovery room while the OB 
nurse takes care of baby, assists with skin-to-skin, and gives any 
breastfeeding assistance as needed. 

• After mother is stable and ready to be transferred to the postpartum 
unit, the PAR nurse and OB nurse accompany mother and baby to 
room per cart.

• Mother is transferred to the postpartum bed while holding baby. We 
have one staff member watching baby to ensure a safe transfer.

• This procedure of keeping baby and mother together in OR, PAR, and 
transfer to postpartum oor has made our patients very satis ed. 
Patients that have had a prior c/s without this process are so grateful 
for the change in policy.

• If the patient has a volunteer doula, the doula is welcome to come to 
OR with the patient. The doula continues to be a necessary support in 
the delivery process even if cesarean section is done.

Mother-Baby Contact in the Immediate Postpartum Period 
(Step 4)
1. Mother and newborn couples, unless infant or mother is unstable, 

and regardless of feeding preference, will be:

a. Offered skin-to-skin (STS) contact immediately after birth for at 
least an hour.

i. De nition of skin-to-skin contact or skin-to-skin care refers 
to contact between the newborn infant and its mother 
(although in the case of incapacitation of the mother, 
another adult such as the baby’s father or grandparent may 
hold the baby skin-to-skin). Baby should be placed naked 
against mother’s naked ventral surface. The baby may 
wear a diaper and/or hat, but no other clothing should be 
between the mother’s and baby’s bodies.

ii. Documentation of STS contact will be placed in infant’s EMR.

iii. All mothers of cesarean section delivery should be given 
their infant to hold STS as soon as the mother is safely able 
to hold and respond to her baby.

Policies and 
Procedures 
for Skin-to-

Skin After 
a Cesarean 

Section
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b. Routine newborn procedures are postponed until after the rst 
feed during the initial period of STS contact, and should be 
conducted, when feasible, at the mother’s bedside.

c. Routine assessments are performed while infant STS contact 
with mother.

d. Implementation of newborn procedures 

1. Infant dried and placed skin-to-skin prone on mother’s 
chest

2. Infant covered with warm, dry blanket

3. May suction if necessary while in STS

4. Assess and assign APGARS

5. Replace damp blankets as needed

6. STS contact begins immediately after birth and continues 
for at least 1 hour.

7. Newborn Vitamin K and prophylactic eye antibiotic to 
prevent ophthalmia neonatorum may be delayed for the 
rst hour of birth to allow uninterrupted mother-infant 

contact and breastfeeding. (ABM Clinical Protocol #5, 
pg 130)

e. Delivery and/or nursery nurse will offer assistance to assess 
baby’s readiness for feeding within one hour of birth.

f. STS contact will continue, uninterrupted, until baby completes 
the rst feeding.

g. If STS contact is interrupted for clinical reasons, it should be 
resumed as soon as mother and infant are able.

2. Mothers whose babies are being cared for in the nursery due to 
acute care needs:

a. Acutely ill infants being cared for in the nursery will be placed 
STS with their mother when clinically stable.

b. Mothers will be encouraged to remain with their baby as 
much as feasible.

c. Frequent STS contact will be encouraged.

d. Mothers will be educated and assisted with breastfeeding when 
infant is clinically stable to nurse. 
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ICEA Position Paper

Physiologic Birth 
Position
The International Childbirth Education 
Association (ICEA) recognizes that birth 
is a unique and synergistic process 
between mother and fetus. While the use 
of technology in maternity care world-
wide increases, maternal/infant morbidity/

birth as a birth where the baby is birthed 
vaginally following a labor which has not 

Introduction
Whereas comparisons of maternal/infant morbidity 
and mortality rates between countries requires caution 
due to different risk factors, there is consensus that 
childbirth is a safe and natural human event. Current-

-
nitional differences between “normal birth”, “natural 
birth” and “childbirth”. It is the purpose of this posi-
tion paper to identify the parameters of healthy, safe, 
normal human physiologic childbirth.

-
iologic birth. The World Health Organization (WHO) 

start of labour and remaining so throughout labour 

and delivery. The infant is born spontaneously in the 
vertex position between 37 and 42 completed weeks 
of pregnancy. After birth, mother and infant are in 
good condition.” 

The Society of Obstetricians and Gynaecologists of 
Canada (SOGC) include six recommendations for 
SOGC and its partners regarding maternity health 
care. These include development of national prac-
tice guidelines on normal childbirth; development of 
interdisciplinary committees to implement standard-
ized unit policies on normal childbirth; promotion 
among childbirth educators and maternity care pro-
viders of knowledge about and experience with the 
birth process and evidence-based practices so that 
women and families can be informed about normal 
birth; promote expert knowledge and skills in normal 
childbirth among health care practitioners/profession-
als providing intrapartum care; and creation of collab-
orative education opportunities on normal childbirth 
for maternity care providers (Society of Obstetricians 
and Gynaecologists of Canada/AWHONN Canada, et 
al., 2008).

The 2012 consensus statement (Albers, Sedler, Bed-
rick, Teaf, & Peralta, 2006) issued by the American 
College of Nurse-Midwives (ACNM), the Midwives 
Alliance of North America (MANA) and the National 

-

birth. The consensus statement goes further to identify 
the characteristics of a normal physiologic childbirth.

continued on next page
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Normal Physiologic Childbirth

is characterized by spontaneous onset and 
progression of labor;

includes biological and psychological conditions 
that promote effective labor; 

results in the vaginal birth of the infant and 
placenta;

results in physiological blood loss;

facilitates optimal newborn transition through skin-
to-skin contact and keeping the mother and infant 
together during the postpartum period; and 

supports early initiation of breastfeeding.

Based upon the above criteria, it is also logical to 
extrapolate that normal physiologic birth is one that is 
without interference, complications and in line with 
normal body functions (World Health Organization, 
1996). 

 
Physiologic Birth
For most women, physiologic birth is an achievable 
outcome of pregnancy. The mother’s health status and 
education are two of the most important factors.

A mother’s complicated health history and/or preg-
nancy may warrant interference with the normal 
physiologic process in order to improve health out-

autonomy, and personal knowledge surrounding labor 

of education she has prior to the birth. Access to a 
primary maternity care provider skilled in physiologic 
care, attendance at a childbirth education class that 
is focused on normal physiologic birth, as well as indi-
vidual education (reading and internet exploration) 
impacts the informed decision-making process.

As previously mentioned, access to a collaborative 

normal physiologic birth. Care providers need the 
education, knowledge and skill to support physiologic 
labor and birth as well as an infrastructure support-

ive to physiologic birth (Society of Obstetricians and 
Gynaecologists of Canada/AWHONN Canada, et al., 

the use of supportive care practices and low-technol-
ogy techniques that facilitate the normal biological 
process of birth. It comprises optimal care for healthy 
women experiencing uncomplicated labor (Dixon, 
Fullerton, & Begley, et al., 2011).

Birth without medical intervention may have many 

are some that have been suggested by writers on the 
subject:

less postpartum pain;

quicker physical recovery from the birth;

increase in self-esteem as a result of the birth;

enhanced bonding with the baby;

reduced likelihood of post-natal depression;

a calmer, more settled baby;

an easier breastfeeding experience;

effective respiratory transition for the baby; and

more effective gut colonization that prevents 
allergies in the baby.

reduction in genital tract trauma/need for suturing 
(Albers, Sedler, Bedrick, Teaf, & Peralta, 2006) as well 
as triggering the production of certain proteins in a 
newborns’ brain that may improve brain development 
(Dominguez-Bello, et al., 2010).

Supporting Physiologic Birth
Entities such as the Queensland (Australia) Govern-
ment’s Maternity and Neonatal Clinical Guideline 

(Queensland Maternity and Neonatal Clinical Guide-
lines Program Statewide Maternity and Neonatal Clin-
ical Network, 2012) provide guidelines for supporting 
a normal physiologic birth. These guidelines include 
a positive philosophy of care, clear communication, 

continued on next page
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continuity of care programs, providing continuous 
support, one-to-one midwifery care, providing a suit-
able environment for birth, maintaining the minimal 
level of intervention which is compatible with safety, 

enabling the woman’s choice of positions during labor 
and pushing.

Intervening in a normal physiologic birth process, 
where there are no complications, increases the risk 
of complications for the mother and her baby. Six 
evidence-based care practices that promote physio-

outline changes in labor care: avoiding medically 
unnecessary induction of labor, allowing freedom of 
movement for the laboring woman, providing con-
tinuous labor support, avoiding routine interventions 
and restrictions, encouraging spontaneous pushing in 
non-supine positions, and keeping mothers and babies 
together after birth without restrictions on breastfeed-

Therefore, a collaborative effort between expectant 
parents and care providers places the woman at the 
center of her care in physiologic birth care. That is, the 
mother and baby form a dyad and all subsequent de-
cisions take both mother and baby into account (Goer 
& Romano, 2012; See ICEA FCMC Position Paper 
2013). To facilitate this collaboration is the childbirth 
educator, providing evidence-based information and 
teaching techniques to prepare parents for a physio-
logic birth experience.

Implications for Practice
Physiologic birth is evidence-based and optimal care 
for mothers and babies. 

Expectant parents can optimize their chances for a 
physiologic birth by becoming educated in childbirth 
education classes with the latest research (Zwelling, 

mothers and babies of physiologic birth as well as the 
risks of interventions. 

Childbirth educators may act as advocates for and pro-
mote the research on physiologic birth in their classes, 
hospital in-service education, conferences/meetings 
and through social media. Our teaching should not 

also the concept of best practice. Informed decision 
making must be at the forefront of our presentation 
of physiologic childbirth. The goals of prenatal (child-

their own ability to give birth, to provide knowledge 
about normal birth, and to help women develop 
individualized birth plans that provide a road map for 
keeping birth as normal as possible even if complica-
tions occur (Kavanagh, et al., 2012).

Providing positive sources of media information, such 
as television shows or web information, can assist ex-
pectant parents in their quest for knowledge. Referrals 
to such out-of-classroom materials become necessary 
especially when limitations are placed on the dissemi-
nation of class information.

Maternity care providers can become knowledgeable 
about the physiology of, and skilled in coping tech-
niques that facilitate physiologic birth. Nurses can 
evaluate their personal philosophies about childbirth 
and become advocates for childbirth education class-
es and doula support (Zwelling, 2008). Keeping poli-
cies, procedures and practice guidelines updated and 
evidence-based also contributes to an environment 
that honors and facilitates normal physiologic birth.
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ICEA Position Paper

Comfort Measures
Position
The laboring woman’s perception of labor 
events and her response is a priority 
concern for healthcare professionals. Labor 
management to include the promotion 
of comfort measures must be available to 
all laboring women within an evidence-
based practice. All practice that facilitates 
comfort measures as non-medical therapies 

knowledge. Risk factors for application or 
ingestion of chemicals or herbal products 
are unwelcome in an evidence-based 
practice setting. In keeping with a family 
centered maternity care philosophy, and 
in recognition of the client-centered bill of 
rights, healthcare organizations support the 
utilization of comfort measures in labor. It is 
recognized that they contribute to a holistic 
approach to care. Informed decision making 

education programs. Supplementing a 
woman’s knowledge and understanding of 
the importance of comfort measures in labor 
is pivotal role for the Childbirth Educator 
(ICEA, 2013; Simkin, 2007). 

Introduction
Comfort measures are those actions a laboring wom-
an initiates or requests to facilitate positive reactions, 
responses, and or emotions during labor and delivery. 
Her sense of smell, touch, taste, and sound are sup-
ported by comfort measures in labor. Acupuncture 
aromatherapy, freedom of movement, hydration and 
sustenance, hydrotherapy, massage and therapeutic 
touch, music and song, and support are commonly 
used comfort measures. Comfort measures help la-
boring women maintain control of her labor progress. 
Contrast to medical interventions, comfort measures 
and complementary therapies are gaining recognition 
(Briggs, 2012; Roman, 2012; Wagner, 2012). 

A supportive partner and empathetic healthcare team 
work in concert to energize the laboring woman. Their 
united efforts enhance her sense of wellbeing within 
a safe therapeutic milieu. The woman and her partner 
can be assisted during marked periods of stress by a 
Doula or Montrice. Comfort measures are implement-
ed based on the woman’s expressed desires as she 
adjusts and adapts to her labor process. 

The Childbirth Educator facilitates knowledge and 
understanding of comfort measures, their advantages, 
disadvantages, and potential for adverse effects. All 
information provided should be designed with fo-
cused attention on healthcare literacy skills. The role 
of the Educator advances the philosophy of ICEA in 
recognition of “…the pregnant woman’s right to make 

risks, and alternatives… (ICEA, 2013).”

continued on next page
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Comfort Measures 

Acupuncture

An ancient remedy for a long list of ailments and 
disease processes. Primarily used in Asian cultures, 
the practice is gaining world-wide acceptance and has 
been incorporated in maternity settings to alleviate 
some discomforts of pregnancy. As reported by Wilson 
& Wilson, (2012), the use of acupuncture in labor and 
delivery has not been supported by a large number 
of large scale research studies. These authors report 

evidence to support its practice it is “…a safe inter-
vention in labor, and we need more options for pain 
management that do not increase risk for the mother 
or baby (Wilson & Wilson, 2012, p.50). The role of 
the Childbirth Educator is to “…provide accurate and 
factual information based on current research (ICEA, 
2013).” 

Aromatherapy

The sense of smell is one of the most affective mech-
anisms for those experiencing distress. Some women 

an essential oil. The olfactory nerve transmits calming 
signals in response to scents such as lavender and 
sweet almond. Aromatherapy can initiate a sense of 
wellbeing by creating a calm and relaxing environ-
ment. Smith (2012) reports that additional research 

aromatherapy in labor. This author’s report provides a 
wellresearched and referenced article for Childbirth 
Educators to access in preparation for “…determining 
content and teaching strategies…” related to aroma-
therapy (Smith, 2012). 

Freedom of Movement, Therapeutic Touch 
and Massage

When the laboring woman has freedom of movement 
her sense of balance and homeostasis is maintained. 
Muscle strength and stability is realized as she stretch-
es in preparation for the delivery process (Adams, 
2012). In their randomized trial, Silva Gallo, Santana, 

Jorge Ferreira, Marcolin, Polineto, Duarte, & Quin-
tana, (2013) found that a 30 minute lumbar massage 
reduced pain in labor. 

over the pregnant abdomen is a comfort measure 
that is frequently practiced by many women without 
conscious effort. This movement sends signals to nerve 
endings on the surface of the skin initiating a sensa-
tion of comfort and relief. Exteroceptors are close to 
the body surface and are specialized to detect sensory 
information from the external environment (such as 
visual, olfactory, gustatory, auditory, and tactile stimu-
li). Receptors in this class are sensitive to touch (light 
stimulation of the skin surface), pressure (stimulation 
of receptors in the deep layers of the skin, or deeper 
parts of the body), temperature, pain, and vibration. 
Nerve endings known as proprioception function 
within a neuroanatomical structure that conveys 
information from the muscular skeletal system to the 
central nervous system (Patestas, & Gartner, 2013). 

Hydration and Sustenance

Labor and delivery requires an energy store to sus-
tain the powers of labor and delivery. Assessment of 

urination are indicators of hydration, vascularity, and 

water, juices, and herbal teas are acting in recognition 
of their knowledge gleaned from prepared childbirth 
education classes. Maintenance of her electrolyte 
balance is essential to uterine muscle contractility, 
blood pressure regulation, and maternal-fetal-placen-
tal circulation. Small light meals may be requested to 
provide the needed calories to fuel and sustain oxy-
genation and cellular metabolism (McCance, Huether, 
2006; Tyree, Baker, & Weatherspoon, 2012). 

In a national review of midwifery practices pertaining 
to the use of herbal preparations for labor augmen-
tation, induction, and cervical ripening, the authors 
McFarlin, Gibson, O’Rear, and Harman reported that 
herbal remedies were preferred for their “natural” 
effects. Three questionnaires were excluded due to in-

differences were noted in relations to geographical 
region, midwifery education, or highest level of ed-

continued on next page
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ucation between the CNM respondents who did and 
those who did not use alternative methods to stimulate 
labor. Of the CNMs who used herbal preparations to 
stimulate labor, 64% used blue cohosh, 45% used 
black cohosh, 63% used red raspberry leaf, 93% used 
castor oil, and 60% used evening primrose oil. CNMs 
who used herbal preparations to stimulate labor were 
younger (43 versus 45 years, P < .01) and more likely 
to deliver at home or in an in-hospital or out-of-hospi-
tal birthing center (P < .0006), than CNMs who never 
used herbal preparations to stimulate labor (McFarlin, 
Gibson, O’Rear, and Harman, 1999, p. 205). 

The Childbirth Educator informs about the risks asso-
ciated with some herbal preparations as found in a 
variety of beverages marketed as homeopathic reme-
dies. Risks can be associated with uterine overstimu-
lation, rupture, or birth defects. An advantage to some 
herbal beverages is their mineral content needed for 

Research and documentation to support safe decision 
making about the use of herbal remedies during labor 
is available on the National Institute of Health website 
(NIH, 2013). 

“Herbs with the potential to cause uterine stimulation 
and miscarriage are blue and black cohosh, feverfew, 
aloe, ephedra, Epsom salts, and Chinese tea rose” 
(Harris, 2012, p. 95). “While homeopathic remedies 
are frequently confused with herbs, they are different 
in their legal status and side effects. Herbs are catego-
rized by the U.S. FDA as a food product, while ho-
meopathic remedies are categorized by the U.S. FDA 
under the Homeopathic Pharmacopoeia of the U.S. 
(HPUS)” (Zimmerman, 2012, p. 20).

Hydrotherapy

Immersion in a warm water bath during labor is re-
ported by many women as an experience that releases 
the sensations of pain and pressure in the abdomen 
and pelvis. As reported by Cluett, Nikodem, Mc-
Candlish, & Burns, 2009 in the Cochrane review…, 

pain than those not labouring in water (40/59 versus 
55/61) (OR 0.23, 95% CI 0.08 to 0.63, one trial).” 

Music and Song

Most women in labor will incorporate one or two 
comfort measures at the same time. They will perform 

back and forth to enhance gravity’s force upon fetal 
descent. Music, song, and dance are three practic-
es akin to cultural celebration, a time to welcome a 
change. A research study conducted in Western Iran 
reported the differences between laboring woman in 
regard to pain relief while exposed to either massage 
or music therapy. The researchers reported that of a 

-
-

ence (p=0.001) was observed in terms of pain severity 
after the initiation of (music, n=50) or (massage, n=51) 
therapies. The women in the massage group report-
ed the lowest pain levels. A small sample size and 
the only statistical reference is to a (p level) limit the 
generalizability of this study (Taghinejad, Delpisheh, 
Suhrabi, 2011). 

Support from a Doula or Monitrice

The ICEA (2013) philosophy encourages all Educators 
to recognize that collaborative efforts within fami-
ly-centered care are essential to promote the health 
and wellbeing of the laboring women. The practice 
setting for the Childbirth Educator is one that provides 
for the “…encouragement for the optional partic-
ipation of labor support person(s) of the woman’s 
choice…” The authors of a Cochrane review on the 

of 15,061 women who were enrolled in the study 
those who received continuous support among other 
things, were more likely to deliver vaginally (RR 1.08, 
95% CI 1.04 to 1.12), shorter labors (mean difference 
-0.58 hours, 95% CI -0.86 to -0.30), and less med-
ical intervention (Hodnett, Gates, Hofmeyr, Sakala, 
Weston, 2011). 

Implications for Practice
Comfort measures are incorporated in childbirth 

support, healthcare provider assistance, and self-reg-
ulation of labor discomfort, anxiousness, and pain. 

continued on next page



125
4

Comfort measures may be used in combination with 
medical interventions to enhance and facilitate rest 
and relaxation. They (comfort measures) are used 
to help laboring women to conserve energy and to 
decrease or eliminate anxiety, fear, and painful sensa-
tions.

As childbirth educators, it is important that class par-
ticipants are informed about comfort measures from 
an evidence-based research practice that includes 

aromatherapy, hydration and sustenance, freedom of 
movement, therapeutic touch, and massage, music 
and song, and the support from a doula or Montrice. 
ICEA childbirth educators teach to inform pregnant 
women and their partners; teach to inform and to 
increase knowledge and understanding of alternatives 
within the ICEA’s philosophy of family-centered mater-
nity care.
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ICEA Position Paper

Pain in Labor
Position 
The International Childbirth Education 
Association (ICEA) takes the position that 
client-centered care of women experiencing 
pain during labor and delivery emphasizes 
informed decision making about pain relief 
and management strategies. The ultimate 
choice resides with the individual. Her 
decision must be based on a thorough 
understanding of the advantages, 

relate to her health and that of her fetus. 
Information pertaining to pain should be 
made available to her in writing and verbal 
instruction during childbirth education 
sessions. Childbirth Educators recognize that 
the neuro-anatomy and physiology of pain is 
complex. All instruction should be designed 
with focused attention on healthcare literacy. 

Introduction
The laboring woman’s perception and response to pain 
during labor and delivery is a priority concern for health-
care professionals and childbearing families. Pain man-
agement and pain relief must be provided to all laboring 
women within an evidence-based practice. All practice 
that facilitates medical and nonmedical pain management 

-
eral prestigious healthcare organizations have conducted 
extensive research to support and inform a woman’s deci-
sion to utilize a combination of pain management options 

Pain experienced during labor and delivery is an intermit-
tent physical sensation originating from uterine muscle 

-

as an acute sensation ranging from mild too extreme in 

-
ant sensory and emotional experience associated with 

from somatic and visceral nerve pathways that innervate 

during intermittent uterine contractions. Tissue damage can 

continued on next page



127

Origin of Pain 
Physical pain in labor is related to intermittent uterine con-

and the healing processes of postpartum. The psycholog-
ical component to pain in labor is intertwined within the 

the signals and responses to help women describe and 
characterizing their pain. 

and pass through intervertebral foramina of the vertebrae. 

system and the autonomic nervous system. The somatic 
nervous system consists of motor and sensory pathways 

sensory components and is involved with regulation of the 

-

labeled as visceral and/or somatic with sensations described 
-

-
ing coating that enables rapid transmission and response to 

-
-

ical mediators found in the nervous system contribute to 

is released when the nerve pathways are over stimulated. 

nerve excitability while its anxiolytic actions assist in the 
psychological response to pain. Pain is a warning signal and 
should not be ignored.  

-

-
lism have painful indicators leading to further investigation 

-
sations in the abdomen direct the mother and care provider 
toward potentially catastrophic conditions such as placen-

form of oxytocin when used to augment labor contractions 
-

-

-
ic pain helps the woman identify the location and describe 
the severity of conditions associated with painful sensations 
in labor. Prior to the onset of labor women are encouraged 
to recognize intuitive factors and cultural heritage as they 

Physical Pain Response:  
Visceral Pain 

can radiate to other areas and be referred along a complex 

Painful sensations felt in these areas transit within unmyl-

-

small blood vessels innervating the lining of the vaginal and 
cervical walls rupture. 

-
ical mediators generating a surge of elements that initiate 

-

continued on next page
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Aching and burning are descriptive terms used by many 

and the effects of the mediators start the immune response 

-

-

-

Somatic Pain 

-
gin. This type of painful sensation is related to nociception 

-

-

painful sensations are transmitted along the pudendal and 

nociception impulses that are transmitted along A-delta 

-

painful sensations are transmitted along the pudendal and 

-

accommodate fetal engagement and descent. The effects 
of relaxin can result in pelvic re-alignment along nerve 

These pathways send painful signals from the peripheral 

-

-
-

al and electrolyte balance in labor and delivery is a basic 

consumption prior to and during the stages of labor are es-

Somatic pain in the soft tissue of the perineum has been 

the use of instrumentation for fetal head rotation are three 

the painful sensations associated with these three factors 
-

en were dischotomized into groups with no or mild pain 

-
tor was reported as the painful sensation at the time of 

of pain associated with labor and delivery. Their instruction 
provides for anticipation of painful sensations and contrib-
utes to informed decision when pain management tech-

Psychological Pain Response 
Pain in labor is not limited to physical sensation. Psycholog-

-

-

pain assessment begins with recognition that both physical 
and psychological factors are indicated. The educator along 
with all healthcare providers recognizes that multiple factors 
impact the perception of pain. The perception of pain is 

-

woman to examine these factors in responses to pain is a 

continued on next page
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-

-

The perception of pain and behavioral responses originate 

and acetylcholine contribute to the woman’s ability to per-

-

painful stimulus induces the stress response and activates 

stress hormones are released. The release of catechol-

-

responses can be manifested as the woman’s pain thresh-

timely pain relief mechanisms. Perceiving pain in labor 

able to interpret their pain tolerance based on prior expe-
riences is one method that the educator can incorporate 

the ability to recognize when pain control mechanisms are 

of neuroanatomical and physiologic factors increases the 

between physical and psychological pain during the stages 
of labor. The origin of pain in labor involves a highly com-

-

Theoretical Perspective 
-

been challenged by some healthcare professionals. Ad-

greater understanding of the propositions and perspective 
-

to anticipate and adapt to painful sensations in labor with 

-
-

tions and to regulate responses is paramount to their success 

women accept that pain medication is an option but that dy-
namic physiologic mechanisms within a woman’s physical 
and psychological control can modulate her pain response. 

-

-
nection and response to pain are controlled by metaphysical 
or spiritual aspects of her life. Knowledge of alternative 

collaboration with healthcare providers is fundamental to 

-
lieve that their mind-body connection and response to pain 
are controlled by metaphysical or spiritual aspects of her 

and the freedom to choose in collaboration with healthcare 
-

Learned responses to pain are stored in the memory regions 
of the hippocampus and recalled when similar experienc-

environmental conditions surrounding painful experiences 

-
-

ventions to include creating an environment conducive to 

are inhibitory neurotransmitters located in the hypothala-

continued on next page
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mus and the pituitary gland. They are nature’s natural pain 

and release can produce a euphoric feeling counteracting 

Implications for Practice

-
-

goals are to inform clients about the origin of pain how it 

-

-
ship that emphasizes open and honest communication. 

-

managed as a team effort while maximizing the woman’s 
control of her labor process. The healthcare team ensures 
that the mother is at the center of the care plan and facil-
itates positive labor and birth outcomes within a family 

plan that focuses on both the psychological and physical 

empowers the pregnant women to communicate all aspects 
of her pain. They are encouraged to actively participate in 

period was found to have a multifactorial origin in research 

analyzed from a biopsychosocial perspective. Pain is not 
-
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ICEA Position Paper

Water Labor & Water Birth
Position

It is well established in the research that 
maternal relaxation during labor may 
reduce the perception of pain, shorten the 
phases of labor and may reduce the need 
for medical interventions such as analgesia 
and anesthesia. The International Childbirth 
Education Association (ICEA) believes that 
for those women whose pregnancies are 
low-risk and where water immersion is not 
contraindicated, water labor and water birth 
may provide an environment for a gentle, 
physiologic birth.

Background

continued on next page
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Cord Avulsion

Reduced Group B Strep

Contraindications for Waterbirth

Implications for Practice
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The Need for More Research  
in the Future
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ICEA Position Paper

Skin-to-Skin Contact
Position

The International Childbirth Education 

of early and frequent skin-to-skin care in 

baby. Decades of research demonstrate the 

and baby including optimal adaptation 
to extra-uterine life for the newborn. 
The International Childbirth Education 
Association encourages education on the 

care being included in basic birth education 
curriculum.

When in the appropriate habitat, the 
developing organisms are physically capable 
& neurobehaviorally programmed to behave 
in such a way as to provide for its own needs 
(warmth, food, & nurturance) (Bergman, 
2006). 

Introduction
In the ideal birth scenario, early skin-to-skin contact/
care (SSC) begins immediately after the birth of the 
baby. The naked newborn is placed prone on the 
mother’s bare chest, with no diaper, hat or hospital 

gown (mother’s) hindering total skin contact. Research 
demonstrates that extra tactile, odor and thermal 
cues provided by SSC may stimulate babies to initiate 
breastfeeding more successfully.

Immediate Skin-to-skin Care

 thermoregulation and temperature maintenance;

 temperature synchrony between mother and 
newborn;

 cardio-respiratory stability;

 facilitates self-attachment for breastfeeding;

 higher blood glucose levels;

 infant’s hands & feet warmed within 90 minutes of 
initiating skin-to-skin care.

Skin-to-skin Care in the Postpartum Period

For Mother:

 infant cries 10 times less and for shorter periods 
than infants in cribs;

 increased maternal affectionate/nurturing behaviors;

 enhances effective breastfeeding;

 less maternal requested time in the nursery;

 sleep synchronized with newborn.

continued on next page
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For Newborn:

 apnea reduction;

 less initial weight loss;

from sleep to awake & back) and motor system 
modulation (smoothness of movement);

 more restful natural sleep cycles and more quiet 
sleep;

 reduced stress reaction to painful procedures.

“Swaddling was more stressful and potentially harmful 
than allowing the infant to remain skin-to-skin with his 
mother” (Kennell & McGrath, 2003).

Kangaroo Mother Care

-
tinuous skin-to-skin contact, usually with the mother, 
to provide the habitat for optimal early adaptation to 
extra-uterine life. This practice is often used for prema-

term infants.

Care for Infants and Children

 fewer infections at 6 & 12 months;

 smiles more often at 3 months;

at 1 year;

 earlier urinary continence;

 earlier stubbornness;

 mothers & children were smiling and laughing 
more in free play;

 mothers more encouraging and instructing towards 
children;

 improved brain maturation;

 promotes self-regulation;

 better emotional and cognitive regulatory abilities 

 improved attachment;

 twice as likely to breastfeed compared to  
incubator care;

 shorter length of stay in the NICU.

Obstacles to Skin-to-skin Care
 

skin-to-skin care;

 lack of staff education on importance and 
techniques;

 staff buy-in and discomfort with non-technical 
support;

 inadequate policies and procedures to support  
skin-to-skin care;

 documentation availability in the electronic 
medical record;

 disruption with visitors;

 cultural barriers, i.e., fear of cold, need for rest.

Implication for Practice

“Dr. Bergman challenges us to face the facts and 
restore newborns to their rightful place: their mothers 
chest … This contact has remarkable effects. Breast-

life and onwards. The key message: Never separate 

crucial for a premature baby.” —Dr. Nils Bergman, 
2007

Teaching best practices in labor and birth are an 
integral part of basic education to expectant and new 

-
native principle are effective in helping parent make 
informed decisions. When educating on skin-to-skin 

minimal when care procedures are followed and the 
alternative which is standard open crib care, carries 
the risk of separation-stress reaction of crying, unsta-
ble vital signs, low blood sugar and increased somata-
statin and cortisol levels.

continued on next page
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The “how-to’s” of skin-to-skin care education includes:

 placing the naked newborn directly on the 
unclothed chest of the mother;

 for initial skin-to-skin care the baby should be dried 
while on the chest;

 both mother and baby covered with dry blankets;

 initial vital signs and procedures can be 
accomplished while skin-to-skin;

 if the mother is unable, the father or support person 
can do skin-to-skin care;

 infants can be transferred to other areas while skin-
to-skin.

Later skin-to-skin care can include a diaper on the 
newborn. Keeping mother and baby skin-to-skin for 
at least 60-90 minutes facilitates breastfeeding in the 
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ICEA Position Paper

Induction
Position
The International Childbirth Education 

and mothers. Induction of labor is a process 
utilizing various chemical and mechanical 
methods to initiate uterine contractions 
before the onset of spontaneous labor with 
the goal of accomplishing a successful 
birth. Augmentation of labor is initiated 

has stopped. This position paper will focus 
solely on induction of labor.

Background
The use of labor induction in the U.S. has risen from less 
than 10% to more than 22% between 1990 and 2006. 
Other studies show induction rates higher than 22%. An 
analysis of 230,000 medical records of U.S. women birthing 
from 2002-2008 in a 19 hospital consortium reported an 
induction rate of 44% among women planning vaginal birth 
(Goer and Romano, 2012).

According to the American College of Obstetricians and 
Gynecologists (ACOG), induction of labor is indicated when 

of continuing the pregnancy (ACOG, 2009). Some examples 
in which labor induction is indicated include (but are not 
limited to) gestational or chronic hypertension, preeclamp-
sia, eclampsia, diabetes, premature rupture of membranes, 
severe fetal growth restriction, and post-term pregnancy. 

postdates pregnancy still looms. continued on next page

Evaluating Readiness for 
Induction: The Bishop Score 
In 1964, Bishop developed a pelvic scoring system to pre-
dict inducibility by evaluating the position of the cervix as 
it relates to the vagina, the cervical consistency, dilation, ef-
facement and station of the presenting part (Bishop, 1964). 

The higher the score, the more favorable the cervix with a 
clinical trial showing a score of 6-7 or more associated with 
successful inductions.

Bishop Scoring System
Criteria Scores

0 1 2 3

Dilation (cms) 0 1-2 3-4 5-6

Effacement (%) 0-30 40-50 60-70 80

Station -3 -2 -1 +1, +2

Consistency Firm Med Soft —

Position Posterior Mid Anterior —

In nulliparous women with prolonged pregnancy, the Bish-
op Score predicts the need for cesarean section better than 
the ultrasonographic assessment of the cervix (Uzun, et al, 
2013).

During the 1990s and 2000s, the U.S. saw a 30% increase 

reaching an all-time high of 12.8% in 2006 (March of 
Dimes, 2006).

In 2012, the Association of Women’s Health, Obstetric and 

women were electing to induce labor before term and thus 
-

HONN, 2012).
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term birth include:

Greater chance of dying early;

unit;

 Problems breathing, including needing a ventilator;

swallowing; and

 Increased need for special educational interventions later 
in life.

AWHONN urged nurses to help improve health outcomes 
for mothers and babies through education and intervention:

include fetal development and early term birth health 

to the pregnant women for whom they provide care; and

prevention of unnecessary elective induction delivery.

Indications for Induction 

indication for induction. Since 1982, the American College 
of Obstetricians and Gynecologists (ACOG) have had spe-

they do maintain “Guideline Suggestions for Elective Labor 
Induction” on their website. ACOG issued a joint statement 
in 2013 with the Society for Maternal-Fetal Medicine titled 
“Early Deliveries Without Medical Indications: Just Say No” 
(ACOG, 2013). AWHONN and the March of Dimes (AW-
HONN, 2012; March of Dimes, 2006) have made the pub-
lic aware that babies should be growing inside the Mother’s 
uterus for as long as possible through various initiatives. 
Election to induce includes but is not limited to request for 
induction because a woman is “tired of being pregnant”, a 
family member will only be in town for a certain length of 

or the “favorite” physician is going out of town.

Clinical indications for induction (ACOG, 2009) include:

Abruptio placentae;

 Chorioamnionitis;

 Fetal demise;

 Gestational hypertension; 

 Preeclampsia, eclampsia;

 Premature rupture of membranes;

 Postterm pregnancy;

 Maternal medical conditions (e.g., diabetes mellitus, 
renal disease, chronic pulmonary disease, chronic 
hypertension, antiphospholipid syndrome); and

 Fetal compromise (e.g., severe fetal growth restriction, 
isoimmunization, oligohydramnios).

Contraindications for labor induction (ACOG, 2009) includes: 

Vasa previa or complete placenta previa;

 Transverse fetal lie;

 Umbilical cord prolapse;

 Previous classical cesarean delivery;

 Active genital herpes infection; and

 Previous myomectomy entering the endometrial cavity.

Methods of Induction 
The non-pharmacologic alternative approaches for cer-
vical ripening and inducing labor can be safe, less-inva-
sive, and more cost-effective than their pharmacological 
counterparts. Non-pharmacological methods may include 
acupuncture, sexual intercourse, nipple stimulation, herbal 
preparations, evening primrose oil, or castor oil. These 
methods require less clinical supervision; however, their ef-

alternative methods may require a longer period to ripen 
the cervix and initiate labor; therefore, time may be the de-
termining factor in deciding which method to choose. The 
most important criteria for ripening the cervix and inducing 
labor is safety, for both the woman and her fetus. Nonphar-
macological alternative methods are shown to be safe (Goer 

Pharmacologic or mechanical induction of labor include 
membrane stripping, Foley Balloon Catheter, or lami-

A randomized controlled trial (RCT) of 123 women under-
going induction of labor with singleton pregnancies at 24 

-
op score 6 or lower). Women with fetal malpresentation, 
multifetal gestation, spontaneous labor, contraindication to 
prostaglandins, nonreassuring fetal heart rate tracing, intra-
uterine growth restriction, anomalous fetus, fetal demise, 

surgery were excluded. The primary outcome measure was 
induction-to-delivery time. Secondary outcomes were mode 
of delivery, tachysystole with fetal decelerations, terbutaline 

continued on next page
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use, postpartum hemorrhage, chorioamnionitis, neonatal 
Apgar scores, and neonatal intensive care unit admission. 
Wang found that a combination of the Foley Balloon 
Catheter bulb and vaginal misoprostol resulted in shorter 
induction-to-delivery time when compared with vaginal 
misoprostol alone without increasing labor complications 
(Wang, et al, 2014). However, tachysystole, non-reassuring 
fetal heart patterns and cases of newborn umbilical cord 

-
vaginal balloon catheter than with dinoprostone vaginal 
insert (Glantz, 2010; Goer and Romano, 2012).

AROM for shortening spontaneous labor showed that there 

routinely as a part of standard labor management and care 
(Smyth, 2013). However, early AROM after vaginal miso-
prostol for labor induction is associated with higher suc-
cessful vaginal delivery, shorter labor and better neonatal 
outcome.

Another Cochrane Database Review for membrane strip-
-

vain, et al, 2005). 

Amniotomy is another ritualistic practice that has come 
under scrutiny. Several older studies have demonstrated 

indicated that the increased pain of labor interfered with 
the onset of maternal affection immediately after birth as 
many women felt the birthing process had been interrupted 

Complications of Induction 

-

cesarean delivery following induction increases with pre-
vious preterm delivery, short maternal height, and limited 
dilatation at the start of induction (Verhoeven, et al, 2013). 
Careful titration of oxytocin is necessary to avoid uterine 

tachysystole, may be reduced by removal of induction 
agent. 

Induction of labor has been associated with a shorter dura-
tion of any breastfeeding (Bai, 2013). 

-
ported with laminaria and other hygroscopic dilators. Foley 

women with a low-lying placenta (ACOG, 2013).

Childbirth Connection asserts that although the public and 
professional perception that induction of labor is conve-
nient and cost-effective, the reality is that (elective) induc-
tion of labor can result in neonatal intensive care admission 

and can increase the length of the hospital stay and the 
overall cost of care. In addition, elective induction, espe-

longer recovery, and affects choices, outcomes, and costs in 
future pregnancies (Childbirth Connection, 2011).

Labor inductions should, therefore, be performed for specif-
ic indications and women should be fully informed of the 

-
an delivery (Glantz, 2010).

Implications for Practice
There are numerous choices of induction methods that 
range from alternative to conventional; from noninvasive to 
invasive; and from non-pharmacologic to pharmacologic. 

technology should only be used in the presence of medical-
ly valid criteria and early induction methods should only be 
performed when a thorough medical assessment has been 
documented. 

ICEA supports the focus on uncomplicated vaginal births 
and recommends that childbirth classes emphasize self-
help strategies. 

Since the pattern of labor is unpredictable and is subject 
to change, it would be desirable for every pregnant couple 
to participate in an education program where the many 
options and alternatives for all medical procedures are dis-
cussed. ICEA recommends childbirth educators teach from 

consist of the following information concerning the induc-
tion of labor: 

Information is presented in an unbiased format. 

practices in their communities and prepare the learner 
accordingly. 

  Participants are educated on the rights of expectant 
parents and informed consent. 

  Learners are provided with the tools to obtain 

well-referenced. 

  Information is provided for each procedure. 

  Expected restrictions that might be imposed by various 
induction methods are discussed. 

Pregnant couples are informed of other medical interven-
tions that might be involved such as intravenous infusion, 
blood pressure monitoring, rupture of membranes, and the 

continued on next page
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The Mother-Friendly  
Childbirth Initiative
The First Consensus Initiative of the Coalition for Improving Maternity Services

Mission

The Coalition for Improving Maternity Services (CIMS) is a coalition 
of individuals and national organizations with concern for the care 
and wellbeing of mothers, babies, and families. Our mission is to 
promote a wellness model of maternity care that will improve birth 
outcomes and substantially reduce costs. This evidence-based 
mother-, baby-, and family-friendly model focuses on prevention 
and wellness as the alternatives to high-cost screening, diagnosis, 
and treatment programs.

Preamble
Whereas:

• In spite of spending far more money per capita on maternity 
and newborn care than any other country, the United States falls 
behind most industrialized countries in perinatal* morbidity* 
and mortality, and maternal mortality is four times greater for 
African-American women than for Euro-American women; 

• Midwives attend the vast majority of births in those 
industrialized countries with the best perinatal outcomes, yet in 
the United States, midwives are the principal attendants at only 
a small percentage of births;

• Current maternity and newborn practices that contribute to high 
costs and inferior outcomes include the inappropriate application 
of technology and routine procedures that are not based on 
scientific evidence;

• Increased dependence on technology has diminished confidence 
in women’s innate ability to give birth without intervention;

• The integrity of the mother-child relationship, which begins 
in pregnancy, is compromised by the obstetrical treatment of 
mother and baby as if they were separate units with conflicting 
needs;

• Although breastfeeding has been scientifically shown to provide 
optimum health, nutritional, and developmental benefits to 
newborns and their mothers, only a fraction of U.S. mothers are 
fully breastfeeding their babies by the age of six weeks;

• The current maternity care system in the United States does not 
provide equal access to health care resources for women from 
disadvantaged population groups, women without insurance, and 
women whose insurance dictates caregivers or place of birth;

Therefore,

We, the undersigned members of CIMS, hereby resolve to 
define and promote mother-friendly maternity services in 
accordance with the following principles: 

Principles

We believe the philosophical cornerstones of mother-friendly 
care to be as follows:

Normalcy of the Birthing Process

• Birth is a normal, natural, and healthy process.
• Women and babies have the inherent wisdom necessary for birth.
• Babies are aware, sensitive human beings at the time of birth, 

and should be acknowledged and treated as such.
• Breastfeeding provides the optimum nourishment for newborns 

and infants.
• Birth can safely take place in hospitals, birth centers, and homes.
• The midwifery model of care, which supports and protects the 

normal birth process, is the most appropriate for the majority of 
women during pregnancy and birth. 

* see glossary, next page
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Empowerment

• A woman’s confidence and ability to give birth and to care for 
her baby are enhanced or diminished by every person who gives 
her care, and by the environment in which she gives birth. 

• A mother and baby are distinct yet interdependent during 
pregnancy, birth, and infancy. Their interconnected–ness is vital 
and must be respected.

• Pregnancy, birth, and the postpartum period are milestone 
events in the continuum of life. These experiences profoundly 
affect women, babies, fathers, and families, and have important 
and long-lasting effects on society.

Autonomy

Every woman should have the opportunity to:

• Have a healthy and joyous birth experience for herself and her 
family, regardless of her age or circumstances;

• Give birth as she wishes in an environment in which she feels 
nurtured and secure, and her emotional well-being, privacy, and 
personal preferences are respected;

• Have access to the full range of options for pregnancy, birth, 
and nurturing her baby, and to accurate information on all 
available birthing sites, caregivers, and practices;

• Receive accurate and up-to-date information about the benefits 
and risks of all procedures, drugs, and tests suggested for use 
during pregnancy, birth, and the postpartum period, with the 
rights to informed consent and informed refusal;

• Receive support for making informed choices about what is best 
for her and her baby based on her individual values and beliefs. 

Do No Harm

• Interventions should not be applied routinely during pregnancy, 
birth, or the postpartum period. Many standard medical tests, 
procedures, technologies, and drugs carry risks to both mother 
and baby, and should be avoided in the absence of specific 
scientific indications for their use. 

• If complications arise during pregnancy, birth, or the postpartum 
period, medical treatments should be evidence-based.

Responsibility 

• Each caregiver is responsible for the quality of care she or he 
provides.

• Maternity care practice should be based not on the needs of the 
caregiver or provider, but solely on the needs of the mother and 
child.

• Each hospital and birth center is responsible for the periodic 
review and evaluation, according to current scientific evidence, 
of the effectiveness, risks, and rates of use of its medical 
procedures for mothers and babies.

• Society, through both its government and the public health 
establishment, is responsible for ensuring access to maternity 
services for all women, and for monitoring the quality of those 
services.

• Individuals are ultimately responsible for making informed 
choices about the health care they and their babies receive.

These principles give rise to the following steps (see next 
page), which support, protect, and promote mother-friendly 
maternity services:

Glossary 
Augmentation: Speeding up labor.

Birth Center: Free-standing maternity center.

Doula: A woman who gives continuous physical, 
emotional, and informational support during labor and 
birth—may also provide postpartum care in the home. 

Episiotomy: Surgically cutting to widen the vaginal 
opening for birth.

Induction: Artificially starting labor.

Morbidity: Disease or injury.

Oxytocin: Synthetic form of oxytocin (a naturally 
occurring hormone) given intravenously to start or 
speed up labor.

Perinatal: Around the time of birth.

Rupture of Membranes: Breaking the “bag of waters.”
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Ten Steps of the  
Mother-Friendly Childbirth Initiative

For Mother-Friendly Hospitals, Birth Centers,* and Home Birth Services

To receive CIMS designation as “mother-friendly,” a hospital, birth center, 
or home birth service must carry out the above philosophical principles by 
fulfilling the Ten Steps of Mother-Friendly Care.

A mother-friendly hospital, birth center, or home birth service:

1. Offers all birthing mothers:

• Unrestricted access to the birth companions of her choice, including 
fathers, partners, children, family members, and friends;

• Unrestricted access to continuous emotional and physical support from 
a skilled woman—for example, a doula,* or labor-support professional; 

• Access to professional midwifery care.

2. Provides accurate descriptive and statistical information to the public 
about its practices and procedures for birth care, including measures of 
interventions and outcomes.

3. Provides culturally competent care—that is, care that is sensitive and 
responsive to the specific beliefs, values, and customs of the mother’s 
ethnicity and religion.

4. Provides the birthing woman with the freedom to walk, move about, 
and assume the positions of her choice during labor and birth (unless 
restriction is specifically required to correct a complication), and 
discourages the use of the lithotomy (flat on back with legs elevated) 
position. 

5. Has clearly defined policies and procedures for:

• collaborating and consulting throughout the perinatal period with other 
maternity services, including communicating with the original caregiver 
when transfer from one birth site to another is necessary; 

• linking the mother and baby to appropriate community resources, 
including prenatal and post- discharge follow-up and breastfeeding 
support.

6. Does not routinely employ practices and procedures that are unsupported 
by scientific evidence, including but not limited to the following:

• shaving;

• enemas;

• IVs (intravenous drip);

• withholding nourishment or water;

• early rupture of membranes*; 

• electronic fetal monitoring;

 other interventions are limited as follows:

• Has an induction* rate of 10% or less;†

• Has an episiotomy* rate of 20% or less, with a goal of 5% or less;

• Has a total cesarean rate of 10% or less in community hospitals, and 
15% or less in tertiary care (high-risk) hospitals;

• Has a VBAC (vaginal birth after cesarean) rate of 60% or more with a 
goal of 75% or more.

7. Educates staff in non-drug methods of pain relief, and does not promote 
the use of analgesic or anesthetic drugs not specifically required to correct 
a complication.

8. Encourages all mothers and families, including those with sick or 
premature newborns or infants with congenital problems, to touch, hold, 
breastfeed, and care for their babies to the extent compatible with their 
conditions.

9. Discourages non-religious circumcision of the newborn.

10. Strives to achieve the WHO-UNICEF “Ten Steps of the Baby-Friendly 
Hospital Initiative” to promote successful breastfeeding:

1. Have a written breastfeeding policy that is routinely communicated to 
all health care staff;

2. Train all health care staff in skills necessary to implement this policy;

3. Inform all pregnant women about the benefits and management of 
breastfeeding;

4. Help mothers initiate breastfeeding within a half-hour of birth;

5. Show mothers how to breastfeed and how to maintain lactation even if 
they should be separated from their infants;

6. Give newborn infants no food or drink other than breast milk unless 
medically indicated;

7. Practice rooming in: allow mothers and infants to remain together 24 
hours a day;

8. Encourage breastfeeding on demand;

9. Give no artificial teat or pacifiers (also called dummies or soothers) to 
breastfeeding infants;

10. Foster the establishment of breastfeeding support groups and refer 
mothers to them on discharge from hospitals or clinics.

† This criterion is presently under review.
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Deborah Woolley, CNM, PhD, FACCE, President
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Midwives Alliance of North America (Newton, KS), Ina May 

Gaskin, President
Midwives of Santa Cruz (Santa Cruz, CA), Roxanne Potter, CNM, 

Kate Bowland, CNM, Co-Directors
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Mary Brucker, CNM, DNSc, Dallas, TX

The Mother-Friendly 
Designation

When The Mother-Friendly Childbirth Initiative (MFCI) was drafted, 
the authors envisioned hospitals, birth centers, and home birth 
services as being able to fulfill all of the Ten Steps over time. Over 
the years, our nation’s health care system became more complex 
and included a greater number of stakeholders. In turn, it became 
evident that providing optimal care for mothers and babies did 
not rest solely in the hands of the dedicated professionals and 
administrators. CIMS encourages hospitals, birth centers, and home 
birth services to work towards implementing the Ten Steps of the 
MFCI as they are able to for improved childbirth outcomes.

© 1996 Coalition for Improving Maternity Services (CIMS). Permission granted to freely reproduce in whole or in part along with complete attribution.

Endorse The Mother-Friendly 
Childbirth Initiative

Since ratification in 1996, the principles and Ten Steps of the 
Mother-Friendly Childbirth Initiative have been endorsed by 
hundreds of individuals and organizations. For a complete list of 
endorsers, or to add your name or your organization’s name, please 
visit our Web site at www.motherfriendly.org. 

Help Circulate The Mother-
Friendly Childbirth Initiative

Free copies of this document, as well as the consumer version, 
“Having a Baby? Ten Questions to Ask,” can be downloaded from 
the CIMS Web site at www.motherfriendly.org. Bulk quantities are 
available for purchase. Visit our Web site, or contact us, for pricing 
and ordering information. 

Coalition for Improving Maternity Services (CIMS)
1500 Sunday Drive, Suite 102, Raleigh, NC 27607
Tel: 888-282-CIMS • Fax: 919-787-4916
E-mail: info@motherfriendly.org 
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Having a Baby?
10 Questions to Ask

Have you decided how to have your baby? The choice is yours!

1

2

3

4
5

continued on next page

• They should not do an episiotomy (ee-peezee-AH-tummy) on 
more than 1 in 5 women (20%). They should be trying to bring 
that number down. (An episiotomy is a cut in the opening to the 
vagina to make it larger for birth. It is not necessary most of the 
time.)

• They should not do C-sections on more than 1 in 10 women 
(10%) if it’s a community hospital. The rate should be 15% or 
less in hospitals which care for many high-risk mothers and 
babies. 

A C-section is a major operation 
in which a doctor cuts through the 
mother’s stomach into her womb and 
removes the baby through the opening. 
Mothers who have had a C-section can 
often have future babies normally. Look 
for a birth place in which 6 out of 10 
women (60%) or more of the mothers 
who have had C-sections go on to have 
their other babies through the birth 
canal.

Ask, “How do you allow for 
differences in culture and 
beliefs?”
Mother-friendly birth centers, hospitals, 
and home birth services are sensitive 
to the mother’s culture. They know that 
mothers and families have differing 
beliefs, values, and customs. 

For example, you may have a custom 
that only women may be with you during 

labor and birth. Or perhaps your beliefs include a religious ritual to 
be done after birth. There are many other examples that may be 
very important to you. If the place and the people are mother-friend-
ly, they will support you in doing what you want to do. Before labor 
starts tell your doctor or midwife special things you want.

Ask, “Can I walk and move around during labor? 
What position do you suggest for birth?”
In mother-friendly settings, you can walk around and move about 
as you choose during labor. You can choose the positions that are 
most comfortable and work best for you during labor and birth. 
(There may be a medical reason for you to be in a certain posi-
tion.) Mother-friendly settings almost never put a woman flat on her 
back with her legs up in stirrups for the birth.

Ask, “How do you make sure everything goes 
smoothly when my nurse, doctor, midwife, or 
agency need to work with each other?”
Ask, “Can my doctor or midwife come with me if I have to be 
moved to another place during labor? Can you help me find people 
or agencies in my community who can help me before and after 
the baby is born?”

First, you should learn as much as you can about all your choices. 
There are many different ways of caring for a mother and her baby 
during labor and birth. 

Birthing care that is better and healthier for mothers and babies 
is called “mother-friendly.” Some birth places or settings are more 
mother-friendly than others. 

A group of experts in birthing care came up with this list of 10 
things to look for and ask about. Medical research supports all of 
these things. These are also the best 
ways to be mother-friendly. 

When you are deciding where to have 
your baby, you’ll probably be choosing 
from different places such as:

• birth center,
• hospital, or
• home birth service.

Here’s what you should expect, and ask 
for, in your birth experience. Be sure to 
find out how the people you talk with 
handle these 10 issues about caring 
for you and your baby. You may want 
to ask the questions below to help you 
learn more.

Ask, “Who can be with me 
during labor and birth?”
Mother-friendly birth centers, hospi-
tals, and home birth services will let 
a birthing mother decide whom she 
wants to have with her during the birth. 
This includes fathers, partners, children, other family members, or 
friends.

They will also let a birthing mother have with her a person who has 
special training in helping women cope with labor and birth. This 
person is called a doula or labor support person. She never leaves 
the birthing mother alone. She encourages her, comforts her, and 
helps her understand what’s happening to her. 

They will have midwives as part of their staff so that a birthing 
mother can have a midwife with her if she wants to.

Ask, “What happens during a normal labor and 
birth in your setting?”
If they give mother-friendly care, they will tell you how they handle 
every part of the birthing process. For example, how often do they 
give the mother a drug to speed up the birth? Or do they let labor 
and birth usually happen on its own timing? They will also tell you 
how often they do certain procedures. For example, they will have 
a record of the percentage of C-sections (Cesarean births) they do 
every year. If the number is too high, you’ll want to consider having 
your baby in another place or with another doctor or midwife.

Here are numbers we recommend you ask about.

• They should not use oxytocin (a drug) to start labor for more 
than 1 in 10 women (10%).
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Ask, “How do you help mothers who want to 
breastfeed?”
The World Health Organization made this list of ways birth ser-
vices support breastfeeding. 

• They tell all pregnant mothers why and how to breastfeed.

• They help you start breastfeeding within one hour after your 
baby is born.

• They show you how to breastfeed. And, they show you how to 
keep your milk coming in even if you have to be away from your 
baby for work or other reasons.

• Newborns should have only breast milk. (However, there may 
be a medical reason they cannot have it right away.)

• They encourage you and the baby to stay together all day and 
all night. This is called “rooming-in.”

• They encourage you to feed your baby whenever he or she 
wants to nurse, rather than at certain times.

• They should not give pacifiers (“dummies” or “soothers”) to 
breastfed babies. 

• They encourage you to join a group of mothers who breastfeed. 
They tell you how to contact a group near you.

• They have a written policy on breastfeeding. All the employees 
know about and use the ideas in the policy.

• They teach employees the skills they need to carry out these 
steps.

Would you like to give this information to your doctor, 
midwife, or nurse?
This information is taken from the Mother-Friendly Childbirth Initia-
tive written for health care providers. You can get a copy of the 
Initiative for your doctor, midwife, or nurse by mail, e-mail, or on 
the Internet.

To Get a Copy by Mail 
For a copy of both this brochure and the Mother-Friendly Childbirth 
Initiative by mail, send a stamped, self-addressed envelope with 
$5 (US) to help cover the costs ($6 Canada or Mexico, $10 all oth-
ers). Bulk prices are available. Mail to:

Coalition for Improving Maternity Services 
1500 Sunday Drive, Suite 102 
Raleigh, NC 27607

To Get a Copy on the Internet 
Log on to to www.motherfriendly.org

Contact CIMS 
Tel: 888-282-CIMS (2467) • Fax: 919-787-4916 
E-mail: info@motherfriendly.org

© 2000 Coalition for Improving Maternity Services (CIMS).

Permission granted to freely reproduce in whole or in part along 
with complete attribution.
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Mother-friendly places and people will have a specific plan for 
keeping in touch with the other people who are caring for you. 
They will talk to others who give you birth care. They will help 
you find people or agencies in your community to help you. For 
example, they may put you in touch with someone who can help 
you with breastfeeding.

Ask, “What things do you normally do to a woman 
in labor?”
Experts say some methods of care during labor and birth are bet-
ter and healthier for mothers and babies. Medical research shows 
us which methods of care are better and healthier. Mother-friendly 
settings only use methods that have been proven to be best by 
scientific evidence. 

Sometimes birth centers, hospitals, and home birth services use 
methods that are not proven to be best for the mother or the baby. 
For example, research has shown it’s usually not helpful to break 
the bag of waters. 

Here is a list of things we recommend you ask about. They do not 
help and may hurt healthy mothers and babies. They are not prov-
en to be best for the mother or baby and are not mother-friendly.

• They should not keep track of the baby’s heart rate all the time 
with a machine (called an electronic fetal monitor). Instead, it is 
best to have your nurse or midwife listen to the baby’s heart from 
time to time.

• They should not break your bag of waters early in labor.

• They should not use an IV (a needle put into your vein to give 
you fluids).

• They should not tell you that you can’t eat or drink during labor.

• They should not shave you.

• They should not give you an enema.

A birth center, hospital, or home birth service that does these 
things for most of the mothers is not mother-friendly. Remember, 
these should not be used without a special medical reason.

Ask, “How do you help mothers stay as comfort-
able as they can be? Besides drugs, how do you 
help mothers relieve the pain of labor?”
The people who care for you should know how to help you cope 
with labor. They should know about ways of dealing with your pain 
that don’t use drugs. They should suggest such things as chang-
ing your position, relaxing in a warm bath, having a massage and 
using music. These are called comfort measures. 

Comfort measures help you handle your labor more easily and 
help you feel more in control. The people who care for you will not 
try to persuade you to use a drug for pain unless you need it to 
take care of a special medical problem. All drugs affect the baby.

Ask, “What if my baby is born early or has special 
problems?”
Mother-friendly places and people will encourage mothers and 
families to touch, hold, breastfeed, and care for their babies as 
much as they can. They will encourage this even if your baby is 
born early or has a medical problem at birth. (However, there may 
be a special medical reason you shouldn’t hold and care for your 
baby.)

Ask, “Do you circumcise babies?”
Medical research does not show a need to circumcise baby boys. 
It is painful and risky. Mother-friendly birth places discourage cir-
cumcision unless it is for religious reasons.
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Cesarean section is the most common major surgical procedure performed in the United States.  The 
Coalition for Improving Maternity Services (CIMS) is concerned about the dramatic increase and 
ongoing overuse of cesarean section.  The surgical procedure poses short- and long-term health risks to 
mothers and infants, and a scarred uterus poses risks to all future pregnancies and deliveries.  For these 
reasons, CIMS recommends that cesarean surgery be reserved for situations when potential benefits 
clearly outweigh potential harms.  The cesarean rate can safely be less than 15 percent84 and 11 percent 
or less in low-risk women giving birth for the first time,28 yet, in 2007 the U.S. cesarean rate was 32 
percent.30  When cesarean surgery rates rise above 15 percent health outcomes for mothers and babies 
worsen,5 and increasing numbers of scheduled cesareans are contributing to the rising number of late-
preterm births.2,6 
 
Cesarean rates have been rising for all women in the United States regardless of medical condition, age, 
race, or gestational age,52 and while the number of first cesareans performed without medical indication 
is increasing, no evidence supports the beliefs that these elective cesareans represent maternal request 
cesareans or that the rise in elective first cesareans has contributed significantly to the overall increase in 
cesarean rates.52  Elective first cesarean at physician request may, however, play a significant role,39 and 
the rise in elective repeat surgeries, which has climbed by more than 40 percent in the last ten years, 
certainly does.64  Although 70 percent of women or more who plan a vaginal birth after cesarean 
(VBAC) can birth vaginally and avoid the complications of repeat cesarean surgeries,28 almost all 
women today have a repeat operation because most doctors and many hospitals refuse to allow 
VBAC.20,35,54 
 
A cesarean can be a life-saving operation, and some babies would not be born vaginally under any 
circumstances; however, it is still major surgery.  Women have a legal right to know the risks associated 
with their treatment and the right to accept or refuse it.14  CIMS encourages childbearing women to take 
advantage of their rights and to find out more about the risks of cesarean section so they can make 
informed decisions about how they want to give birth.  
 
What are the potential harms of cesarean surgery compared with vaginal birth?  
Health outcomes after a cesarean may be worse because medical problems may lead to surgery.  This 
fact sheet, however, is based on research that determined excess harms arising from the surgery itself.  
In other words, women with a healthy pregnancy who have a cesarean rather than a vaginal birth are at 
increased risk for the following complications as are their babies: 

Potential Harms to the Mother 

Compared with vaginal birth, women who have a cesarean are more likely to experience: 

• Accidental surgical cuts to internal organs.53,60,72 
• Major infection.43,48 
• Emergency hysterectomy (because of uncontrollable bleeding).38,48,83 
• Complications from anesthesia.28 
• Deep venous clots that can travel to the lungs (pulmonary embolism) and brain (stroke).28,48 
• Admission to intensive care.58 
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• Readmission to the hospital for complications related to the surgery.18,28 
• Pain that may last six months or longer after the delivery.19  More women report problems with 

pain from the cesarean incision than report pain in the genital area after vaginal birth.19 
• Adhesions, thick internal scar tissue that may cause future chronic pain, in rare cases a twisted 

bowel, and can complicate future abdominal or pelvic surgeries.19 
• Endometriosis (cells from the uterine lining that grow outside of the womb) causing pain, 

bleeding, or both severe enough to require major surgery to remove the abnormal cells.27 
• Appendicitis, stroke, or gallstones in the ensuing year.18,46,47,50  Gall bladder problems and stroke 

may be because high-weight women and women with high blood pressure are more likely to 
have cesareans.  

• Negative psychological consequences with unplanned cesarean.  These include:  
 Poor birth experience, overall impaired mental health, and/or self-esteem.12 
 Feelings of being overwhelmed, frightened, or helpless during the birth.20 
 A sense of loss, grief, personal failure , acute trauma symptoms, posttraumatic stress, 

and clinical depression.37 
• Death.12,22 

Potential Harms to the Baby 

Compared with vaginal birth, babies born by cesarean section are more likely to experience:  

• Accidental surgical cuts, sometimes severe enough to require suturing.1,28 
• Being born late-preterm (34 to 36 weeks of pregnancy) as a result of scheduled surgery.6  
• Complications from prematurity, including difficulties with respiration, digestion, liver function, 

jaundice, dehydration, infection, feeding, and regulating blood sugar levels and body 
temperature.25,26  Late-preterm babies also have more immature brains,63 and they are more 
likely to have learning and behavior problems at school age.25,26 

• Respiratory complications, sometimes severe enough to require admission to a special care 
nursery, even in infants born at early term (37 to 39 weeks of pregnancy).28  Scheduling surgery 
after 39 completed weeks minimizes, but does not eliminate, the risk.31,32 

• Readmission to the hospital.25 
• Childhood development of asthma,3,78 sensitivity to allergens,61 or Type 1 diabetes.11  
• Death in the first 28 days after birth.51 

Potential Harms to Maternal Attachment and Breastfeeding 

Failure to breastfeed has adverse health consequences for mothers and babies. Breastfeeding helps 
protect mothers against postpartum depression, Type 2 diabetes, high blood pressure, heart disease, 
ovarian and pre-menopausal breast cancer, and osteoporosis later in life.36,71  Breastfeeding helps protect 
babies against ear infections, stomach infections, severe respiratory infections, allergies, asthma, 
obesity, Type 1 and Type 2 diabetes, childhood leukemia, sudden infant death syndrome (SIDS), and 
necrotizing enterocolitis (a severe, life-threatening intestinal infection).15,36 
 

• Women who have unplanned cesareans are more likely to have difficulties forming an 
attachment to their babies.23 

• Women who have cesareans are less likely to  have their infants with them skin-to-skin (cradled 
naked against their bare chest) after the delivery.20  Babies who have skin-to-skin contact 
interact more with their mothers, stay warmer, and cry less.  When skin-to-skin, babies are more 
likely to be breastfed early and well, and to be breastfed for longer.  They may also be more 
likely to have a good early relationship with their mothers, but the evidence for this is not as 
strong.16,57  

• Women are less likely to breastfeed.21,44  
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Potential Harms to Future Pregnancies 

With prior cesarean, women and their babies are more likely to experience serious complications during 
subsequent pregnancy and birth regardless of whether they plan repeat cesarean or vaginal birth.  The 
likelihood of serious complications increases with each additional operation.28  
 
Compared with prior vaginal birth, prior cesarean puts women at increased risk of: 

• Uterine scar rupture.  Planning repeat cesarean reduces the excess risk, but it is not completely 
protective.8,49,55,75 

• Infertility, either voluntary (doesn’t want more children) or involuntary (can’t have more 
children).7,12,56,70,74,79,80 

• Cesarean scar ectopic pregnancy (implantation within the cesarean scar), a condition that is life-
threatening to the mother and always fatal for the embryo.67 

• Placenta previa (placenta covers the cervix, the opening to the womb), placental abruption 
(placenta detaches partially or completely before the birth), and placenta accreta, (placenta 
grows into the uterine muscle and sometimes through the uterus, invading other organs), all of 
which increase the risk for severe hemorrhage and are potentially life-threatening complications 
for mother and baby.17,28,85 

• Emergency hysterectomy.42,53 
• Preterm birth and low birth weight.6,40,65,73,76 
• A baby with congenital malformation or central nervous system injury12 due to a poorly 

functioning placenta. 
• Stillbirth.28,29,40,65,76 

Cesarean Surgery and Pelvic Floor Dysfunction 

Cesarean proponents claim that cesarean surgery will prevent pelvic floor dysfunction, but it offers little 
or no protection once healing is complete and no protection in later life.12  Moreover, risk-free measures 
such as engaging in exercises to strengthen the pelvic floor or losing weight can often improve or relieve 
stress urinary incontinence (loss of urine with pressure on the pelvic floor such as with exercise, 
laughing, sneezing, or coughing).9,12 

• Cesarean surgery does not protect against sexual problems,4,33,41 gas or stool incontinence,10,59 or 
urge urinary incontinence (loss of urine after sudden need to void).10,13,24,62,82 

• Cesarean surgery does not protect against severe stress urinary incontinence.62,82  As many as 
one more woman in six having vaginal birth may experience stress urinary incontinence of some 
degree, mostly minor, at six months or more after birth.10,13,24,62,82 

• Perhaps one more woman in twenty having vaginal birth will experience symptomatic pelvic 
floor prolapse (muscle weakness causes the internal organs to sag downwards).45,66,77,81  With 
three or more vaginal births, this number may be as high as one more woman in ten.66  However, 
many other factors, including smoking, hysterectomy, hormone replacement therapy, 
constipation, irritable bowel syndrome, and urinary tract infections are also associated with 
pelvic floor prolapse. 

Cesarean Section, Care Providers and Place of Birth 

To reduce the risk of cesarean surgery, CIMS encourages women to seek providers and hospitals with 
low cesarean rates (15% or less) and those that support VBAC.  Women can access this data from their 
state health departments.  They can also access hospital-specific cesarean rates and rates for other birth 
interventions for several states at www.thebirthsurvey.com and a listing of hospitals that do or do not 
support VBAC from the International Cesarean Network at http://ican-online.org/vac-ban-info. 
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Healthy women at low risk for complications should also know that choosing midwifery care or giving 
birth in a birth center or at home can lower their risk for cesarean section.68,69  Having a doula reduces 
the likelihood of a cesarean as well.34 
 
This fact sheet was co-authored by Henci Goer, BA and Nicette Jukelevics, MA, ICCE. 
© 2010 Coalition for Improving Maternity Services.  Permission granted to freely reproduce with 
attribution. 
 
This fact sheet is endorsed by the following organizations (as of Feb. 2010). Academy of Certified Birth 
Educators, Birth Matters Virginia, BirthNet of Albany NY, BirthNetwork National, Birth Network of 
Santa Cruz, Birth Works International, Childbirth Connection, Choices in Childbirth, Citizens for 
Midwifery, DONA International, International Childbirth Education Association, Lamaze International, 
The Lawton and Rhea Chiles Center for Healthy Mothers and Babies, Midwives Alliance of North 
America, National Association of Certified Professional Midwives, North American Registry of 
Midwives, Perinatal Education Associates, Reading Birth and Women’s Center, The Tatia Oden-French 
Memorial Foundation, toLabor: The Organization of Labor Assistants for Birth Options and Resources.   
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Birth is a normal, natural, process and the vast majority of women can have safe, normal, vaginal births. There 
are health conditions where a cesarean birth is necessary for the well being of the mother or her baby. However, 
more and more mothers these days are giving birth by cesarean section for non-medical reasons. A cesarean 
poses risks as well as benefits for mother and baby, and should not be undertaken lightly. This educational 
material is provided by the Coalition for Improving Maternity Services (CIMS) to help all expectant parents 
become better informed about the risks of cesarean section.   
 
To give the expectant mother time to reflect on this information and consider the impact of cesarean surgery on 
her health and the health of her baby, care providers are encouraged to introduce and discuss this evidence-
based information throughout pregnancy and no later than at 32-34 weeks.  The expectant mother is encouraged 
to take the form home, read and initial the statements, discuss the information with her partner, and raise any 
questions or concerns she may have with her care provider. The form may then be placed in her chart.   
 
Expectant Mother’s Name: _________________________________________________ 
 
Care Provider’s Name: ____________________________________________________ 
 
A cesarean section is an operation by which a baby is born by making a cut in the mother’s lower abdominal 
wall (abdominal incision) and a cut in her uterus (uterine incision).  I understand that a cesarean operation 
may be more dangerous than a vaginal birth for my baby and me.  
 
POSSIBLE PROBLEMS FOR ME WITH A CESAREAN AS COMPARED TO A VAGINAL BIRTH: 
1._____ I am more likely to have more blood loss and a longer recovery time. 
2._____ I am more likely to have accidental surgical cuts to my bladder, bowel, or gastrointestinal tract. 
3._____ I am more likely to have a serious infection in my incision, uterus, or bladder.  
4._____ I am more likely to have  thick scarring (adhesions) inside my abdomen that may cause chronic pain 
years after my cesarean.  This scarring can make any future abdominal operation I may need more difficult. 
5._____ I may have uncontrolled bleeding and need an emergency hysterectomy (removal of the uterus) if the 
bleeding cannot be stopped.  
6._____ I am more likely to have complications from anesthesia.  
7._____ I am more likely to develop serious and life-threatening blood clots that can travel to my lungs 
(pulmonary embolism) or my brain (stroke).  
8._____ I am more likely to be admitted to intensive care.  
9._____ I am more likely to need to return to the hospital for complications from the cesarean operation.  
10._____ I am more likely to feel pain and/or numbness at the site of the operation for several months after my 
surgery.  
11._____ I am less likely to breastfeed successfully. I may lose out on the health benefits of breastfeeding for 
myself, including: weight loss, reduced risks of cancers, heart disease, diabetes, and osteoporosis. 
12._____ I am less likely to have a satisfactory birth experience. I am more likely to have emotional problems 
such as post-partum depression and post-traumatic stress. Many women experience  a profound sense of 
happiness  after a normal birth that flows naturally into bonding with the baby and breastfeeding.  
13._____ I am more likely to die. 
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POSSIBLE PROBLEMS WITH A CESAREAN FOR ME WITH A FUTURE PREGNANCY AS 
COMPARED TO A VAGINAL BIRTH: 
14._____ I am more likely to have trouble becoming pregnant again.  
15._____ I am more likely to have complications in a future pregnancy due to the scar in my uterus. If the new 
placenta attaches over my previous scar, it is more likely to cause serious problems, including: serious bleeding, 
placenta coming in front of the baby (placenta previa), placenta growing into or even through the wall of the 
womb (placenta accreta), miscarriage, or pre-term birth. 
16._____ I am more likely to have a baby with a congenital malformation, central nervous system injury, or low 
birth weight due to problems with the placenta.   
17._____ I am more likely to have a stillbirth. 
18._____ I am more likely to require major surgery to remove cells from the lining of my uterus that may grow 
outside my womb (endometriosis). 
19._____ Since it is difficult to find a physician or hospital supportive of a vaginal birth after a cesarean 
(VBAC), I am more likely to have a repeat cesarean  for the birth of all my future children, although a vaginal 
birth after a cesarean birth is usually safe. Each additional operation I have increases the odds for complications.   
20._____ Research shows that having a cesarean will not protect me from urine, gas, or stool incontinence in 
the future, or from future sexual problems.  
21._____ I may not be able to get healthcare coverage since some insurance providers consider a cesarean to be 
a pre-existing condition.  
 
POSSIBLE PROBLEMS FOR MY BABY: 
1._____ My baby is more likely to be born prematurely if the cesarean surgery is performed anytime before 
labor begins. A premature baby is more likely to experience the following: 

• -admission to the intensive care nursery  
• -trouble breastfeeding, digesting food, and regulating body temperature 
• -developing jaundice  
• -brain development problems and difficulties in learning in school  

2._____ My baby is more likely to face complications from anesthesia and postpartum pain medication.  
3._____ My baby is more likely to be accidentally cut during surgery. 
4._____ My baby is more likely to have breathing difficulties since labor contractions clear the lungs.  
5._____ If I agree to a scheduled cesarean, it is normally best to wait for labor to begin before performing the 
operation.  
6._____ My baby is more likely to have difficulty breastfeeding. My baby is less likely to benefit from skin-to-
skin contact with me and is less likely to get the health benefits from breastfeeding including: reduced risk for 
asthma, allergies, respiratory infections, Type 1 diabetes, childhood leukemia, and SIDS (sudden infant death 
syndrome).  If I do have a cesarean, I can request special care to help me and my baby breastfeed successfully 
before I am discharged from the hospital. 
 
I have read and discussed this information with my care provider. 
 

Expectant Mother’s Signature: _______________________________ Date: ________________ 
 
Care Provider’s Signature: __________________________________ Date: ________________ 

 
This information is provided for expectant mothers and their care providers  by the Coalition for Improving 
Maternity Services (CIMS).  CIMS strongly recommends that cesarean surgery be reserved for situations when 
potential health benefits clearly outweigh the risks.  Please see the The Risks of Cesarean Section, a CIMS Fact 
Sheet for the references that support this form, available as a free download from www.motherfriendly.org.  
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The World Health Organization (WHO), health care associations, and government health agencies 
affirm the scientific evidence of the clear superiority of human milk and of the hazards of artificial milk 
products.  The WHO and the American Academy of Pediatrics recommend that mothers exclusively 
breastfeed their infants for the first six months, and continue for at least a year and as long thereafter as 
mother and baby wish.1  
 
Human milk provides optimal benefits for infants, including premature and sick newborns.  Human milk 
is unique.  Superior nutrients and beneficial substances found in human milk cannot be duplicated.  
Breastfeeding provides optimum health, nutritional, immunologic and developmental benefits to 
newborns as well as protection from postpartum complications and future disease for mothers.  
 
A U.S. Healthy People 2010 goal is to have three-quarters of mothers initiate breastfeeding at birth, with 
half of them breastfeeding until at least the 5th or 6th month, and one-fourth to breastfeed their babies 
through the end of the first year.2  In 2007 only four states met all five Healthy People 2010 targets for 
breastfeeding.3  
 

Maternity Care Practices Greatly Affect Breastfeeding 
 
Labor, birth, and postpartum practices can facilitate or discourage the initiation, establishment, and 
continuation of breastfeeding.4, 5, 6, 7  According to the U.S. Centers for Disease Control and Prevention 
(CDC), many birth facilities have policies and practices that are not evidence-based and are known to 
interfere with breastfeeding in the early postpartum period and after discharge.8  The World Health 
Organization,9 the American Association of Pediatrics,10 the American Academy of Family 
Physicians,11 and the Academy of Breastfeeding Medicine12 recommend that maternity health 
professionals provide birth and postpartum care that is supportive of breastfeeding.  
 
The World Health Organization has identified the following intrapartum mother-friendly childbirth 
practices as supportive of breastfeeding:   

 minimizing routine procedures that are not supported by scientific evidence; 
 minimizing invasive procedures and medications; 
 providing emotional and physical support in labor; 
 freedom of movement and choice of positions during labor and birth; 
 staff trained in non-drug methods of pain relief and who do not promote the use of analgesics or 

anesthetic drugs unless required by a medical condition; 
 no unnecessary induction or augmentation of labor, instrumental delivery, and cesarean 

section.13 
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The quality of care provided in the first 24 hours after birth is critical to the successful initiation and 
continuation of breastfeeding.  Hospitals and birth centers which encourage and support breastfeeding 
are more likely to care for mothers and newborns in the following ways: 

 Provide mothers with comprehensive, accurate, and culturally appropriate breastfeeding 
education and counseling. 

 Encourage skin-to-skin contact for at least thirty minutes between mother and baby within one 
hour of an uncomplicated vaginal birth or within two hours for an uncomplicated cesarean birth. 

 Give mothers the opportunity to breastfeed within one hour of uncomplicated vaginal birth and 
two hours of an uncomplicated cesarean birth.  

 Encourage newborns to receive breast milk as their first feeding after both uncomplicated 
vaginal birth and cesarean birth.  

 Perform routine newborn procedures while keeping mother and baby skin-to-skin.   
 

feeding cues.  
 Encourage rooming in and help the mother to be comfortable with baby care in her own room.  
 Avoid separations of healthy mothers and babies, and encourage continuous skin to skin contact.  

Promote as much skin to skin contact of sick babies with mothers as possible.  
 Do not give pacifiers to breastfeeding newborns, or any other supplements, formula, water or 

glucose water to healthy babies.  
 Do not give mothers discharge gift bags with formula samples or formula discount coupons.  
 Provide mothers with breastfeeding support after hospital or birth center discharge.  Support 

may include: a home visit or hospital postpartum visit, referral to local community resources, 
follow-up telephone contact, a breastfeeding support group, or an outpatient clinic.14  

 
 
 

Benefits of Breastfeeding for Children 
 
Enhanced Immune System and Resistance to Infections 
  Human milk contains an 

abundance of white blood cells that are transferred to the child, acting to fight infections from 
viruses, bacteria, and intestinal parasites.  

 Human milk contains factors that enhance the immune response to inoculations against polio, 
tetanus, diphtheria, and influenza.15 

 Breastfeeding reduces the incidence and/or severity of several infectious diseases including 
respiratory tract infections, ear infections, bacterial meningitis, pneumonia, urinary tract infections, 
and greatly reduces the incidence of infant diarrhea.  

 After the first month of life, rates of infant mortality in the U.S. are reduced by 21% in breastfed 
infants.  

 Breastfed infants are at lower risk for sudden infant death syndrome (SIDS).16 
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Protection Against Chronic Disease 
 Exclusive breastfeeding for a minimum of four months decreases the risk of Type I diabetes 

(insulin-dependent diabetes mellitus) for children with a family history of diabetes, and may reduce 
the incidence of Type 2 diabetes later in life.  

 
disease, and leukemia.  

 Breastfeeding reduces the risk for obesity, high blood pressure, and high cholesterol levels later in 
life.17 

 Human milk contains anti inflammatory factors that lower the incidence of bowel diseases such as 
itis.18 

 The incidence of asthma and eczema are lower for infants who are exclusively breastfed for at least 
4 months, especially in families at high risk for allergies.19 

 
Breastfeeding Premature and High-Risk Infants 

 Breastfeeding and banked human milk are protective and beneficial for preterm infants.  
 Hospitals and physicians should recommend human milk for premature and other high risk infants.20 
 

the incidence of necrotizing enterocolitis (inflammation with possible tissue death and perforation of 
the small intestines and colon).21 

 Human milk enhances brainstem maturation.  Compared to premature babies who receive formula, 
preterm infants who receive breast milk score higher on future I.Q. tests.  

 Breastfeeding the premature infant reduces hospital costs and the length of hospital stay 
significantly.22 

 
Benefits of Breastfeeding for the Mother 

 Women who breastfeed benefit from an increased level of oxytocin, a hormone that stimulates 
uterine contractions lowering the risk for postpartum bleeding. Women recover better with less 
blood loss at birth.  

 
menstruation for a variable 20 to 30 weeks or more.  This provides a natural means of child spacing 
for many. 

 Breastfeeding may enhance feelings of attachment between mother and baby.  
 -menopausal breast cancer and 

heart disease, and may decrease the risk of osteoporosis later in life.  The benefits increase the 
longer she breastfeeds.23 

 Breastfeeding women without a history of gestational diabetes are less likely to develop Type 2 
diabetes later in life.24 

 
The Cost of Not Breastfeeding 

 Private and government insurers spend a minimum of $3.6 billion dollars a year to treat medical 
conditions and diseases that are preventable by breastfeeding.25 

 Since children who are not breastfed have more illnesses, employers incur additional costs for 
increased health claims, and mothers lose more time from work to care for sick children.26 

 



162

Coalition for Improving Maternity Services (CIMS) Fact Sheet March 2009 
Breastfeeding is Priceless: There is No Substitute for Human Milk Page 4 
 
References 
1. American Academy of Pediatrics, Committee on Breastfeeding, Breastfeeding and the Use of Human Milk, Revised, 

Pediatrics 115 (2005): 496-506. 
2. Office of Disease Prevention and Health Promotion, U.S. Department of Health and Human Services, (2000).  Healthy 

People 2010, Maternal, Infant, and Child Health, 16-30.  Washington, D.C. Healthy People, 
http://www.healthypeople.gov/Document/pdf/Volume2/16MICH.pdf 

3. U.S. Centers for Disease Control and Prevention, Breastfeeding-Related Maternity Practices at Hospitals and Birth 
Centers-United States, 2007.  Morbidity and Mortality Weekly Report, (June 13, 2008):  621-625. 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5723al.htm  

4. Health, (2000).  HHS Blueprint for Action on 
Breastfeeding. Washington,  

5. American Academy of Pediatrics, 2005.   
6. U.S. Centers for Disease Control and Prevention.  Morbidity and Mortality Weekly Report, June 13, 2008 
7. World Health Organization (2003). Infant   and Young Child Feeding. A Tool for assessing National Practices, Policies 

and Programs.  Geneva: WHO.  http://www.who.int/nutrition/publications/infantfeeding/inf_assess_nnpp_eng.pdf  
8. U.S. Centers for Disease Control and Prevention, Morbidity and Mortality Weekly Report, June 13, 2008.   
9. World Health Organization, 2003.  
10. American Academy of Pediatrics, 2005. 
11. American Academy of Family Physicians (2007).  Family Physicians Supporting Breastfeeding, Position Paper, 

http://www.aafp.org/online/en/home/policy/policies/b/breastfeedingpositionpaper.printerview.html 
12. Academy of Breastfeeding Medicine,  ABM Protocols, (2006). Protocol 15: Analgesia and Anesthesia for the 

Breastfeeding Mother. http://www.bfmed.org/Resources/Protocols.aspx  
13. World Health Organization, 2003. 
14. U.S. Centers for Disease Control and Prevention. Scoring Explanation for the 2007 CDC Maternity Practices in Infant 

Nutrition and Care (mPINC) Survey. http://www.cdc.gov/breastfeeding/pdf/mPINC_Scoring_Explanation.pdf 
15. U.S. Department of Health and Human Services. Office of lth, (2000).  
16. American Academy of Pediatrics, 2005. 
17. American Academy of Pediatrics, 2005. 
18. United States Breastfeeding Committee, (2002).  Benefits of Breastfeeding. http://www.usbreastfeeding.org/Issue-

Papers/Benefits.pdf 
19. Greer FR, Sicherer SH, Burks AW, and the Committee on Nutrition and Section on Allergy and Immunology. Effects of 

Early Nutritional Interventions on the Development of Atopic Disease in Infants and Children: The Role of Maternal 
Dietary Restriction, Breastfeeding, Timing of Introduction of Complementary Foods, and Hydrolyzed Formulas. 
Pediatrics 2008;121:183-191.  

20. American Academy of Pediatrics, 2005. 
21. Agency for Healthcare Research and Quality, Evidence Reports and Summaries, 2007.   
22. United States Breastfeeding Committee, 2002. 
23. United States Breastfeeding Committee, 2002. 
24. Agency for Healthcare Research and Quality, Evidence Reports and Summaries, 2007.   
25. U.S.  Breastfeeding Committee (2002).  Economics of Breastfeeding. http://www.usbreastfeeding.org/Issue-

Papers/Economics.pdf 
26. Washington Business Group on Health (March 2000). Breastfeeding Support At The Workplace, Best Practices to 

Promote Health and Productivity, Family Health in Brief, Issue No. 2.  
http://www.businessgrouphealth.org/pdfs/wbgh_breastfeeding_brief.pdf  

 
For more references on breastfeeding, visit: 

 US Breastfeeding Committee: www.usbreastfeeding.org  
 Centers for Disease Control: www.cdc.gov/breastfeeding  
 La Leche League International: www.llli.org  
 International Lactation Consultant Association: www.ilca.org  
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