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[bookmark: _Toc230166472]ABSTRACT
Background: Trial of labor after cesarean offers an opportunity for vaginal birth after cesarean, reducing the risks associated with multiple repeat cesareans. Although trial of labor after cesarean section is endorsed by international guidelines, its utilization and success rates vary widely across settings, particularly in low-resource regions like Ethiopia. Limited prospective data exist in western Ethiopia regarding the success rate of trial of labor after cesarean section and its associated factors.
Objectives: This study aimed to assess success rate of trial of labor and associated factors among women with one previous lower uterine segment transverse cesarean section at Wollega University comprehensive specialized hospital. 
Method: Hospital-based cross-sectional study was conducted at Wollega University comprehensive specialized hospital from September 1, 2025 to March 2026 G.C. 141 eligible women for trial of labor were recruited using consecutive sampling (non-probability) at admission. Data was collected prospectively through structured questionnaire. Epidata Version 4.6 was used to enter data and SPSS version 27.0.1 for analysis. Bivariate and multivariable logistic regression analysis was carried out. Statistical significance was determined based on the odds ratio with its 95% confidence interval and a p-value of <0.05.
[bookmark: _Hlk227886086]Results: During the 7-month study period, of the 141 women who underwent TOLAC, 56 (39.7%; 95% CI: 31.7–47.7%) achieved successful VBAC. Of the 85 women (60.3%) who required emergency cesarean delivery, the most common indication was abnormal labor progress, accounting for 53.5% (46 out of 85).Cervical dilatation ≥4cm at admission was found to be associated with successful TOLAC (AOR = 7.15, 95% CI: 1.95–26.20, p < 0.001) increasing success rate by 7-fold,having vaginal delivery before the previous cesarean section increases the chance of  successful TOLAC by 5.4 fold (AOR = 5.40, 95% CI: 1.39–21.02, p = 0.015) compared to those who has no prior vaginal delivery.
Conclusion VBAC success rate was lower than international and national benchmarks. Cervical dilatation at admission and having prior vaginal delivery before cs were strong independent predictors. These predictors should guide TOLAC counseling and candidate selection in similar low-resource settings.
Key words: Trial of labor after cesarean, VBAC, Success rate, associated factors, Wollega University, Prospective cross- sectional study, Ethiopia
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[bookmark: _Toc230166473]INTRODUCTION
[bookmark: _Toc230166474]1.1. Background 
Trial of labor after cesarean (TOLAC) is a planned attempt to allow labor in women who have had one previous cesarean birth, regardless of the outcome of the previous cesarean. If successful it results in vaginal birth after cesarean delivery (VBAC) (2). During the 1980s, a National Institutes of Health (NIH) Consensus Development Conference on Vaginal Birth after Cesarean (1981) was convened, and the participants questioned the necessity of routine repeat cesarean delivery (1). With support and encouragement from the American College of Obstetricians and Gynecologists, enthusiastic attempts were begun to increase the practice rate of vaginal birth after cesarean VBAC. These attempts were highly successful, and VBAC rates rose from 3.4 percent in 1980 to a peak of 28.3 percent in 1996 (2)
Globally, the trial of labor after cesarean delivery is considered a reasonable, safe option that is highly effective at reducing the overall CS rate and obstetric complications. The overall success rate of TOLAC among ACOG’s members was 60-80%, resulting when the first cesareans were performed for non-repeating indications (3). The successful rate of TOLAC was reported 76.6% in Canada (4), 61.8% in Nigeria (6), and 69.4% in Addis Ababa, Ethiopia (5). In Sub-Saharan Africa, a meta-analysis and systematic review revealed a 75% success rate for TOLAC (7). 
The probability of successful vaginal birth is one of the most crucial factors in the decision-making process during the prenatal counseling of women. Evidence suggests that women with at least a 60–70% likelihood of achieving a VBAC who attempt TOLAC experience the same or less maternal morbidity than women who have an elective repeat cesarean delivery (1). Conversely, women who have a lower than 60% probability of achieving a VBAC who attempt TOLAC are more likely to experience morbidity than women who have an elective repeat cesarean delivery (3). Similarly, because neonatal morbidity is higher in the setting of a failed TOLAC than in VBAC, women with higher chances of achieving VBAC have lower risks of neonatal morbidity. A potential solution to the concerns related to VBAC would be a more accurate selection of patients opting for TOLAC (8). 
The optimal candidates for planned TOLAC are those in whom the balance of risk (i.e., as low as possible) and chance of success (as high as possible) is acceptable to the patient and health care provider (9). The selection criteria suggested by ACOG for identifying candidates for TOLAC includes women with one previous low transverse cesarean deliveries, adequate pelvis, no previous uterine rupture, access to a labor and delivery unit with the resources to monitor labor and perform an emergency cesarean delivery in the event of maternal or fetal life-threatening indications (2). A TOLAC should not be attempted with previous classical or T-shaped incision or extensive trans fundal uterine surgery, previous uterine rupture and medical or obstetric complications that preclude vaginal delivery (1).
The chance of vaginal birth after a previous cesarean section is determined by predictors such as previous successful VBAC, history of previous vaginal delivery, cervical dilatation at admission, rupture of membrane at admission, maternal age, BMI and ethnicity (10). Despite a few individual studies reporting different predictors of successful VBAC, there is a lack of nationwide data to show the determinants of successful VBAC.
[bookmark: _Toc230166475]1.2. Statement of the problem
Previous caesarean section has been found to be the commonest cause of increased caesarean section rate in many parts of the world (10). This trend has made decisions regarding mode of delivery in subsequent pregnancies increasingly important. Because of increased risk of maternal complications with repeat caesarean section and safety of VBAC, trial of labor for selected group of patients with previous scar has become a preferred strategy (3). Trial of labor after cesarean (TOLAC) remains underutilized despite its proven benefits in reducing maternal morbidity and long-term surgical risks (7). Vaginal birth after cesarean section (VBAC) is associated with shorter maternal hospitalizations, less blood loss and fewer transfusions, fewer infections, and fewer thromboembolic events than cesarean delivery (1). The major challenge in promoting TOLAC lies in balancing its benefits with its risks. Successful vaginal birth after cesarean (VBAC) improves maternal outcomes, but failed TOLAC carries greater complications than a planned cesarean (2). This uncertainty often leads to provider hesitancy and patient anxiety, resulting in preference for ERCD even when TOLAC could be safely attempted (11).
In many African countries, the adoption of TOLAC is further constrained by limited emergency surgical capacity, weak referral systems, and inconsistent use of intrapartum monitoring tools. These systemic challenges reduce confidence in safely managing TOLAC, leading to a bias toward repeat cesarean deliveries. Consequently, VBAC success rates in Africa remain variable and often lower than those reported in high-resource settings (12).
Several maternal, fetal, and intrapartum factors including history of previous vaginal delivery or successful VBAC, indication for the previous CS, interpregnancy interval, labor characteristics, and fetal birth weight have been shown in global studies to influence the success of TOLAC (10). Yet, there is limited and inconsistent data in Ethiopia especially in western part of the country with fewer prospective studies that systematically assess these predictors. Facility based retrospective case control study done at primary hospital in East Wollega shows place of residence, history of stillbirth, history of vaginal birth after cesarean, counseling about mode of delivery during antenatal care, and birth interval were determinants of successful trial of labor after cesarean (4).
The variability in reported success rates and lack of comprehensive analysis of associated factors leave clinicians without strong evidence to guide patient counseling and management (8). The absence of robust, context-specific evidence on TOLAC success and predictors in Ethiopia especially western part of the country represents a critical gap in maternal health care. Without this knowledge, women may be subjected to unnecessary repeat cesareans, exposing them to avoidable risks and straining the healthcare system. Addressing this evidence gap is essential to inform clinical guidelines, support safe decision-making, and optimize maternal and neonatal outcomes (5). 
Despite the known benefits of TOLAC, several gaps persist in western Ethiopia. First, most existing local studies are retrospective in design, relying on chart reviews with incomplete documentation and recall bias, which limits their internal validity. Second, no prospective study has been conducted in this region to capture real-time intrapartum factors—such as cervical dilatation at admission, membrane status, and labor progress—that are critical for TOLAC success. Third, facility-specific success rates at Wollega University Comprehensive Specialized Hospital remain unknown, hindering evidence-based counseling and clinical decision-making. This study fills these gaps by employing prospective data collection that follows women from admission through delivery, capturing clinical variables in real time using structured data collection tools to generate context-specific, prospective evidence on TOLAC success rates and factors strongly associated with TOLAC success. This study provides clinicians to improve candidate selection, enhance patient counseling, and guide labor management in a low-resource tertiary setting 
[bookmark: _Toc230166476]1.3. Significance of the Study
Understanding the success rate and determinants of trial of labor after cesarean (TOLAC) is essential for promoting safe vaginal birth after cesarean (VBAC) and reducing unnecessary repeat cesarean deliveries that contribute to higher maternal morbidity and increased health-care costs (18). The results of this study will directly benefit multiple stakeholders. Wollega University Comprehensive Specialized Hospital (WUCSH) will gain evidence-based, facility-specific data that can be used to develop institutional TOLAC protocols, admission criteria, and quality improvement audits, ultimately reducing unnecessary repeat cesarean sections and associated surgical complications. Obstetric care providers (residents, specialists, and midwives) at WUCSH and surrounding referral centers will receive clear, context-specific real-time evidence in decision-making, risk counseling, and intrapartum monitoring, thereby increasing their confidence in offering TOLAC. 
Pregnant women with a previous cesarean section will benefit from improved, individualized counseling based on local success rates, enabling shared decision-making and potentially reducing maternal morbidity associated with repeat cesarean deliveries. Ultimately, the study will improve maternal and neonatal outcomes by supporting safe vaginal delivery options for women with previous cesarean sections. It will also strengthen the evidence base for teaching, training, and research in obstetrics and gynecology. By promoting rational, evidence-driven delivery practices, this study has the potential to benefit individual women, the health system, and the broader goal of reducing maternal morbidity and mortality in Ethiopia.

2. [bookmark: _Toc230166477]LITERATURE REVIEW
[bookmark: _Toc230166478]2.1. Success Rate of Vaginal Birth after Caesarean Delivery
Trial of labor after cesarean (TOLAC) refers to an attempt at vaginal delivery in a woman with a previous cesarean delivery; a successful TOLAC results in vaginal birth after cesarean (VBAC). Major professional bodies recommend offering TOLAC to appropriately selected women because, when successful, it reduces maternal morbidity related to repeat abdominal surgery and adverse outcomes in future pregnancies (2). 
Vaginal birth after cesarean (VBAC) remains a valuable option for patients and has the potential to substantially reduce the overall cesarean delivery rate (16). Historically, the concept of VBAC gained momentum in the 1970s, replacing the long-standing dictum, "once a cesarean, always acesarean." The VBAC rate increased from 5% in 1985 to 28.3% in 1996, contributing to a reduction in overall cesarean delivery rates (1). However, due to the lack of consistent data on predictors and candidate selection, concerns over complications such as uterine rupture led to a decline in VBAC rates to 8.6% by the year 2016 (14).
In recent years, the practice of TOLAC has seen resurgence. For example, a recent report indicated that the proportion of women attempting TOLAC increased from 15.3% in 2010 to 21.7% in 2020. Correspondingly, the success rate of VBAC among those who attempted TOLAC rose from 69.8% to 74.7%. This aligns with success rates reported by leading organizations such as ACOG and the NIH (60–80%), MFMU (74%), NICE (72–76%), and an Australian study (73%) (10)In Sub-Saharan Africa, VBAC success rates show notable variation. A study in Nigeria found that among 190 women deemed eligible for VBAC, only 50% succeeded, while the other half required emergency cesarean section (12). Similarly, a Tanzanian study reported a 65% success rate among 80 women with one prior cesarean (17)
Evidence from Ethiopia also reflects this variability. A systematic review and meta-analysis conducted on trend, prevalence and predictors of successful vaginal birth after caesarean section in Ethiopia in which a total of 12 studies with a sample size of 2080 included reported overall success rate of VBAC was 52%(13). Similarly, a case control study conducted in one year period to compare the factors associated with successful VBAC in teaching hospitals in Addis Ababa namely, Tikur Anbesa (TAH) Hospital, St. Pauls (SPH) Hospital and Ghandi Memorial Hospital (GMH). Shows 64.5% VBAC success rate (21). In addition, an institutional-based prospective longitudinal study at Jima University Medical Center reported a VBAC success rate of 63.6% (13).  These findings reinforce the idea that TOLAC success is influenced by multiple dynamic factors (16)
[bookmark: _Toc230166479]2.2. Factors That Influence Success Rate of VBAC
A key concern with TOLAC is the risk of failed labor, which carries higher maternal morbidity compared to both successful VBAC and elective repeat cesarean. Thus, identifying predictors of successful VBAC is essential for safe candidate selection. Evidence suggests that individuals with at least a 60% to 70% likelihood of achieving VBAC experience the same or less maternal morbidity as those who have an elective repeat cesarean (5). The likelihood of achieving VBAC for an individual varies based on her demographic and obstetric characteristic
A prior successful vaginal birth after cesarean (VBAC) is one of the strongest predictors for subsequent VBAC success. The American College of Obstetricians and Gynecologists (ACOG) reports a success rate of approximately 93% among women with a previous successful VBAC (2). The reason for the initial cesarean section plays a role in VBAC outcomes. Non-recurrent indications, such as fetal distress, are associated with higher VBAC success rates compared to recurrent indications like cephalopelvic disproportion (18). Prospective data from Jima Medical Center revealed that labor phase at admission(13), history of previous vaginal delivery, and inter-pregnancy interval significantly influenced VBAC outcomes. For instance, active or second-stage labor at admission had higher odds of success, as did intervals longer than two years (14).
Meta-analysis from Ethiopia further identified multiple independent predictors: maternal age under 30, cervical dilatation ≥4 cm, ruptured membranes at admission, fetal station, and no history of stillbirth were all significantly associated with successful VBAC (16). These results are echoed by case-control study in northern Ethiopia, which found that rural residence, antenatal counseling on delivery mode, and partograph monitoring were positively associated with VBAC success (15). Additionally, case control study from public hospitals in East Wallaga concluded, rural residence, having no history of stillbirth, prior vaginal birth after cesarean, counseling about a trial of labor after cesarean during antenatal follow-up were found to be determinants of successful vaginal birth after cesarean (4).
Past and present obstetric conditions play a significant role in the success of VBAC which is supported by a facility-based retrospective unmatched case-control study conducted  at public hospitals in Ambo town, Ethiopia, from June 1 to July 1, 2020 which shows mothers whose age was less than 25 years and 25–29 years, mothers who had a history of previous successful, had a history of previous spontaneous vaginal delivery and cervical dilation ≥4cm at admission were independent determinants of successful VBAC (17).Moreover, inter-pregnancy interval has been emphasized in multiple studies. A spacing of at least 18–24 months is recommended to reduce complications such as uterine rupture (3). Case control study from East Wollega, shows birth interval greater than two years was associated with an eightfold increase in the likelihood of TOLAC success (4).
Multiple studies have demonstrated that higher estimated fetal weight, particularly macrosomia is associated with lower TOLAC success rates and increased risk of failed trial of labor. A large multicenter prospective study by MFMU found that TOLAC success decreased progressively as birth weight increased, with success rates of approximately 73% for infants weighing <4000 grams compared to 55% for those weighing ≥4000 grams (2). In the Ethiopian context, a study at Tikur Anbessa Specialized Hospital found that fetal weight ≥3500 grams was associated with lower VBAC success, though this did not remain statistically significant after adjusting for other factors (6).  While global and national studies consistently report VBAC success rates between 60% and 80%, wide variability exists due to differing maternal, fetal, and institutional factors. Predictors such as cervical dilation ≥4cm, history of prior vaginal birth, and ANC counseling have been recurrently from northern Ethiopia (18). However, there is a notable lack of prospective data from Western Ethiopia. This study seeks to address that gap by systematically examining TOLAC outcomes and associated factors at Wollega University Comprehensive Specialized Hospital.


[bookmark: _Toc230166480]2.3. Conceptual Frame Work


Successful TOLAC 
Socio demographic factors
· age  
· Educational status
· Marital status 
· Residency area
· Occupation
· Income


Current Obstetric factors
· Parity 
· BMI
· ANC follow up 
· Duration of pregnancy 
· Cervical dilatation
at admission 

Fetal factors
· Estimated fetal weight
· Fetal station/ position at admission
[bookmark: _Hlk197269915][bookmark: _Hlk197269916]Past obstetric variables
· Indication for previous CS 
· Previous successful VBAC
· Previous vaginal delivery 
· History of stillbirth













 





[bookmark: _Toc198213771][bookmark: _Toc228206101]Figure 1: Conceptual framework on trial of labor after one previous lower uterine segment cesarean delivery: success rate and associated factors among pregnant women with one previous lower uterine segment transverse cesarean section at WUCSH from September 1, 2025 to March 30,2026 G.C
[bookmark: _Toc198244900][bookmark: _Toc230166481]3.  OBJECTIVES
[bookmark: _Toc198244901][bookmark: _Toc230166482]3.1. General Objective
· [bookmark: _Toc198244902]To assess success rate and factors associated with successful trial of labor after one previous lower uterine segment transverse cesarean section at Wollega University comprehensive specialized hospital, September 2025 to March 30,2026 G.C 
[bookmark: _Toc230166483]3.2. Specific Objectives
· To determine success rate of trial of labor after one previous lower uterine segment transverse cesarean section at Wollega University comprehensive specialized hospital from September 2025 to March 30,2026 G.C
· To identify factors associated with successful TOLAC among women with one previous lower uterine segment transverse cesarean section at Wollega University comprehensive specialized hospital September 2025 to March 30,2026 G.C




   





[bookmark: _Toc198244903][bookmark: _Toc230166484]4. METHODS AND MATERIALS
[bookmark: _Toc198244904][bookmark: _Toc230166485]4.1. Study Area and Period
[bookmark: _Toc198244905]The study was conducted at Wollega University Comprehensive Specialized Hospital, located in Nekemte town, western Ethiopia, approximately 328 kilometers west of Addis Ababa. Nekemte is situated at an elevation of about 2,088 meters above sea level. According to national population estimates, the town has a population of more than 150,000 residents.
Nekemte is served by two governmental hospitals and two private primary hospitals. Wollega University Comprehensive Specialized Hospital is a tertiary referral center providing comprehensive specialty and subspecialty services, including obstetrics and gynecology care. The hospital serves a large catchment population and manages more than 30,000 deliveries annually according to hospital records.
[bookmark: _Toc230166486]The study was conducted from September 1, 2025 to March 30, 2026.
[bookmark: _Toc230166487] 4.2. Study Design
[bookmark: _Toc509077147][bookmark: _Toc11506025]Hospital based cross-sectional study of women undergoing TOLAC was conducted at WUCSH from September 1, 2025 to March 30,2026 G.C aiming to evaluate the success rate of trial of labor and identify associated factors among women with one previous lower uterine segment transverse cesarean delivery. Exposure variables and outcome variables were ascertained during the same hospital admission. 
[bookmark: _Toc198244906][bookmark: _Toc230166488]4.3. Population
[bookmark: _Toc230166489]4.3.1. Source Population
[bookmark: _Toc190913353]All pregnant laboring women with one previous lower uterine segment transverse cesarean section come to Wollega university comprehensive specialized hospital during the study period.
[bookmark: _Toc198244907][bookmark: _Toc230166490]4.3.2. Study Population
[bookmark: _Hlk211634903]All eligible pregnant women with one previous lower uterine segment transverse cesarean section diagnosed with labor and underwent TOLAC at the hospital during the study period. 
[bookmark: _Toc230166491]4.3.3. Study Unit
Each individual eligible women with one previous lower uterine segment transverse cesarean section attempting TOLAC at Wollega University Comprehensive Specialized Hospital during study period. 
[bookmark: _Toc198244908][bookmark: _Toc230166492]4.4. Eligibility Criteria
[bookmark: _Toc198244909][bookmark: _Toc230166493]4.4.1. Inclusion criteria
· Women with one previous lower uterine segment transverse CS having CS certificate
· With a single live fetus in cephalic presentation
· Gestational age of 28 weeks gestation 
· An inter-pregnancy interval of 18 months or above
· Has no contraindication to a planned TOLAC
· [bookmark: _Toc198244910]Volunteer to undergo TOLAC
[bookmark: _Toc230166494]4.4.2. Exclusion criteria
· More than one prior caesarean birth
· Previous vertical, inverted T shape uterine incision, unknown CS scar
· Previous uterine surgery (including hysterotomy or previous myomectomy involving entry of the uterine cavity 
· Previous uterine rupture repair
· Twin and higher order multiple pregnancy 
· Fetal malpresentation 
· Placenta previa/vasa previa
· Contracted pelvic as judged by the clinician 
· Lethal congenital anomaly associated with mechanical difficulties at birth (such as hydrops, fetal ascites, hydrocephalus, omphalocele or cystic hygroma).
[bookmark: _Toc198244911][bookmark: _Toc230166495][bookmark: _Toc11506029][bookmark: _Toc198244912]4.5. Sample Size Determination and Sampling Technique
[bookmark: _Toc230166496][bookmark: _Hlk190874156]4.5.1. Sample Size Determination
[bookmark: _Toc198244913][bookmark: _Hlk197188521]Sample size was calculated using a single population proportion formula for the first objective and double population formula for the second objective then the larger calculated sample size was taken. Assuming VBAC success rate of 63.6% from previous study done at Jima Medical center, 5% margin of error and 95% confidence interval (13). Final sample size was calculated using single population formula 
n =  using the following assumptions
· N= total population
· n= required sample size
· Estimated proportion (p) from previous study = 63.6% = 0.636
· Margin of error (d) = 5% = 0.05
· Confidence level = 95% → Z(α/2) = 1.96
                    n =  
                   n = = 
                     
                   n= 355.8 ~ 356 
The total population (pregnant mother who opted for trial of labor) over the last one year surveyed from hospital registry, morbidity sheet was 339. Since this study was conducted for 7 months the estimated total population becomes 198 which was small compared to calculated sample size(n=356). 
The finite population correction (FPC) was applied because the total population (N) is small compared to the initial calculated sample size (n). using the Using the formula [image: ]            = 356/1+(356-1)/198 = 356/2.79 =127.5~128. By adding 10% nonresponse rate the final sample size will be 141. 
Sample size for the second objective was calculated using a double population proportion formula with the aid of the OpenEpi version 3.01 online calculator. Previous successful VBAC was selected as the exposure variable. Proportions of successful VBAC among women with and without prior successful VBAC (74% and 46%, respectively) obtained from an Ethiopian study conducted at three teaching hospitals in Addis Ababa. Using a 95% confidence level, 80% power, and a 1:1 ratio of exposed to unexposed groups, the calculated sample size was 44 participants per group, giving a total of 88 participants. After adding a 10% for possible non-response, the final sample size required for the study was calculated to be 97 participants. Since the calculated sample size for the second objective was less compared to the sample size for the first objective final sample size for the study was141.
[bookmark: _Toc11506030][bookmark: _Toc198244914][bookmark: _Toc230166497][bookmark: _Hlk190874201][bookmark: _Toc119707674][bookmark: _Toc190913361][bookmark: _Toc119753581][bookmark: _Toc119737638][bookmark: _Toc119758341]4.5.2. Sampling Technique
[bookmark: _Toc198244915][bookmark: _Toc509077156][bookmark: _Toc11506031]A consecutive(non-probability) sampling method was used. All pregnant women who meet the inclusion criteria and presented to Wollega University comprehensive Specialized Hospital for delivery during the study period were recruited consecutively until the required sample size is achieved. Eligible women were identified upon admission to labor ward and data collected prospectively after admission until delivery during same hospital admission.
Pregnant women diagnosed with labor having one previous LUST C/S eligible and consented for TOLAC
                  Consecutive enrollment during the study period
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                Outcome of TOLAC (VBAC vs Failed TOLAC documented
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[bookmark: _Toc228206102][bookmark: _Toc198244916]Figure 2:  Schematic representation of sampling procedure of women with one previous cesarean section attempting TOLAC at WUCSH from September 2025 to March 2026
[bookmark: _Toc230166498][bookmark: _Hlk190874363]4.6. Data Collection Methods and Instruments 
[bookmark: _Toc198244921][bookmark: _Toc226731983]Data were collected using a structured, pretested, and interviewer-administered questionnaire developed after an extensive review of relevant literature, international guidelines and similar published TOLAC studies. The tool contained sections on sociodemographic characteristics, previous obstetric history, current pregnancy characteristics, intrapartum findings, and maternal and neonatal outcomes. Eligible women were identified upon admission to the labor ward after obtaining informed consent, data were gathered through a combination of interviewer-administered questionnaires and review of patient charts, delivery records from admission until delivery prospectively. Baseline clinical data including previous indication, gestational age at admission, cervical dilatation, membrane status, estimated fetal weight were recorded from the patient's medical chart and admission examination by residents. The final outcome of the trial of labor documented. Eight Obstetrics and Gynecology residents served as data collectors.
[bookmark: _Toc230166499][bookmark: _Toc509077154][bookmark: _Toc11506036]4.7. Study Variables
[bookmark: _Toc226731984][bookmark: _Toc230166500]   4.7.1. Dependent Variable
· Successful TOLAC 
[bookmark: _Toc198244922][bookmark: _Toc226731985][bookmark: _Toc230166501][bookmark: _Toc119737645][bookmark: _Toc119753588][bookmark: _Toc119707681]   4.7.2. Independent Variables
· [bookmark: _Toc119758348]Socio-demographic characteristics 
· age 
· Educational status 
· Residential area
· Occupation
· Obstetric characteristics 
· Parity 
· BMI
· Indication for previous cesarean section
· Previous VBAC history
· Previous history of vaginal delivery
· Previous history of still birth
· Estimated fetal weight at admission
· Antenatal care follows up 
· Counseling on mode of delivery
· Duration of pregnancy 
· Cervical dilatation at admission
[bookmark: _Toc198244918][bookmark: _Toc11506034][bookmark: _Toc509077159][bookmark: _Toc198244924][bookmark: _Toc230166502]4.8. Operational Definition
1. Parity – number of delivery experiences
2. TOLAC: -Trial of Labor after Cesarean Delivery with the goal of achieving VBAC. 
3.  TOLAC success rate: - calculated as the number of VBAC deliveries divided by the number of TOLAC, multiplied by 100. 
4. Failed TOLAC: - If cesarean delivery becomes necessary. 
5. Inter pregnancy interval: The time spent not pregnant prior to the index pregnancy (also known as the birth-to-pregnancy interval)
6. Cervical dilatation at admission: - cervical opening measured in centimeter on vaginal examination
7. Gestational age: - age of the fetus in completed weeks from the first date of last normal menstrual period.
8. [bookmark: _Toc198244917][bookmark: _Toc198244919]Previous lower uterine segment transverse cesarean section: - a documented prior cesarean delivery in which the uterine incision was transverse and located in the lower uterine segment.
[bookmark: _Toc230166503]4.9. Data Quality Assurances
To ensure the overall reliability and validity of the study data, the questionnaire was first prepared in English, translated into Afan Oromo, and back-translated into English to maintain consistency of meaning by language expert. A pretest was conducted on 5% of the sample size (7 women) at Nekemte comprehensive specialized hospital prior to the actual study, and necessary modifications were made based on the findings. Training session was provided for data collectors on the study objectives, contents of the questionnaire, ethical considerations, informed consent process, interviewing techniques, and proper documentation. The principal investigator conducted close daily supervision throughout the data collection period. Following data collection, all data were entered twice into EpiData version 4.6 by two independent data entry clerks, and the two entries were compared with discrepancies resolved by referring to the original questionnaire. Data entry was performed using coded questionnaires and double-checking of entered data was carried out to reduce transcription errors. Before analysis, the dataset was cleaned by checking for missing values, duplicate entries, and inconsistencies. All data were handled confidentially and stored securely. 
[bookmark: _Toc198244920][bookmark: _Toc509077158][bookmark: _Toc11506033][bookmark: _Toc230166504]4.11. Ethical Consideration
Ethical clearance & permission letter obtained from the Institutional Review committee of Wollega University Institute of Health Sciences then permission was obtained from WUCSH medical director and head department. Confidentiality was maintained during data collection, analysis and interpretation by avoiding recording of names.
[bookmark: _Toc230166505]4.12. Data Processing and Analysis
[bookmark: _Toc114912795][bookmark: _Toc107928761][bookmark: _Toc198244926]Data were entered into EpiData version 4.6 and analyzed using SPSS version 27.0.1. Data cleaning was performed to check for missing values and inconsistencies. Descriptive statistics were used to summarize variables, presented as frequencies and percentages. Univariable logistic regression was performed to identify variables associated with TOLAC success. Variables with a p-value < 0.25 from the univariable analysis were considered candidates for the multivariable logistic regression model. The final model was built using the Enter method. Adjusted odds ratios with 95% confidence intervals were reported, and statistical significance was set at p < 0.05. Maternal and neonatal complications were documented as secondary outcomes. 
[bookmark: _Toc230166506]4.13. Dissemination of Results
The final results of this study will be submitted to the department, school of medicine, Institute of health sciences as well to stakeholders working on maternal health program. Finally, all efforts will be made to publish the study findings in reputable international peer-reviewed journal.

[bookmark: _Toc230166507]5. RESULT
[bookmark: _Toc198244928][bookmark: _Toc230166508]5.1. Socio-Demographic Characteristics
[bookmark: _Toc198244930]A total of 141 women with a history of one previous lower uterine segment cesarean section who underwent trial of labor after cesarean (TOLAC) were included in the analysis. Most of the study participants were in the age group of 25–29 years 82 (58.2%), while 21 (14.9%) were aged >30 years with the mean age of the study participant being 26 year. Regarding residency, 83 (58.9%) of the participants resided in rural areas, while 58 (41.1%) were from urban areas with the majority of participants married 138 (97.9%). In terms of educational level, 48 (34.0%) had completed primary education, 47 (33.3%) had college and above education, 35 (24.8%) had secondary education, and 11 (7.8%) were unable to read and write. Regarding occupation, the majority were housewives 77 (54.6%), followed by government employees 34 (24.1%) table 1
[bookmark: _Toc228205771][bookmark: _Toc228205776][bookmark: _GoBack][bookmark: _Hlk226639376]Table 1: Socio-demographic characteristics of pregnant women who undergo TOLAC at WUCSH from September – March 2026
	Characteristic
	Category
	Frequency (n)
	Percentage (%)

	Age (years)
	15–19
	1
	0.7

	
	20–24
	37
	26.2

	
	25–29
	82
	58.2

	
	>30
	21
	14.9

	Residency
	Urban
	58
	41.1

	
	Rural
	83
	58.9

	Marital status
	Single
	1
	0.7

	
	Married
	138
	97.9

	
	Widowed
	1
	0.7

	
	Divorced
	1
	0.7

	Educational level
	Unable to read and write
	11
	7.8

	
	Primary education
	48
	34.0

	
	Secondary education
	35
	24.8

	
	College and above
	47
	33.3

	Occupation
	Housewife
	77
	54.6

	
	Government employee
	34
	24.1

	
	Private business
	25
	17.7

	
	Farmer
	4
	2.8



[bookmark: _Toc230166509]5.2. Maternal Obstetric Characteristics
Past obstetrics characteristics of the study participants shows the most common indications for the previous cesarean section was non-reassuring fetal heart rate pattern (NRFHRP) in 49 (34.8%) women followed by cephalopelvic disproportion (CPD) in 43 (30.5%) and malpresentation in 27 (19.1%). Regarding previous mode of delivery, 36 (25.5%) of participants had previous VBAC while 24 (17.0%) had delivered vaginally before their first cesarean section. Most women 139(98.6%) had ANC contact during pregnancy, with 78.7% attending four or more visits, and 87.9% received counseling on mode of delivery. The majority were admitted at 39–40 weeks gestation (52.5%) with cervical dilatation of 3–4 cm 62(44.0%) table: 2
[bookmark: _Toc228205772][bookmark: _Toc228205777][bookmark: _Hlk226646922]Table 2: Obstetric characteristics of pregnant women who undergo TOLAC at WUCSH from September – March 2026 
	Characteristic
	Category
	Frequency (n)
	Percentage (%)

	Gravidity
	2
	101
	71.6

	
	3
	28
	19.9

	
	4
	7
	5.0

	
	≥5 
	5
	3.5

	Parity
	1
	102
	72.3

	
	2
	27
	19.1

	
	3
	8
	5.7

	
	4
	2
	1.4

	
	≥5 
	2
	1.4

	Previous history of stillbirth
	No
	129
	91.5

	
	Yes
	12
	8.5

	Indication for previous CS
	CPD
	43
	30.5

	
	NRFHRP
	49
	34.8

	
	Failed induction
	7
	5.0

	
	Malpresentation
	27
	19.1

	
	Thick meconium
	5
	3.5

	
	APH
	10
	7.1

	Previous history of VBAC
	No
	105
	74.5

	
	Yes
	36
	25.5

	Previous VD before previous CS
	No
	117
	83.0

	
ANC contact

Counseled on mode of delivery
	Yes
No
Yes
No
Yes
	24
2
139
17
124
	17.0
1.4
98.6
12.1
87.9

	Cervical dilatation at admission
	1–2 cm
	53
	37.6

	
	3–4 cm
	62
	44.0

	
	5 cm and above
	26
	18.4

	Estimated fetal weight at admission
	1000–2499 g
	4
	2.8

	
	2500–3500 g
	111
	78.7

	
	3600–4000 g
	24
	17.0

	Maternal BMI
	Less than 18
	2
	1.4

	
	18.5–24.9
	122
	86.5

	
	25–29.9
	15
	10.6

	

	30 and above
	2
	1.4



[bookmark: _Toc230166510]5.3. Success Rate of TOLAC

Of the 141 women who underwent TOLAC 56 (39.7%; 95% CI: 31.7–47.7%) achieved successful VBAC, while 85 (60.3%) required emergency cesarean delivery. 
    [image: ]
[bookmark: _Toc228206103][bookmark: _Hlk227921859]Figure 3: Outcome of women with one previous LUST C/S enrolled for TOLAC at WUCSH from September – March 2026(n=141) 
Among those with failed TOLAC the most common indication for emergency CS was abnormal labor progress 46 (53.5%) followed by non-reassuring fetal heart rate pattern 14 (16.3%), thick meconium 12 (13.95%). Figure 4

[bookmark: _Hlk227762891][image: ]
[bookmark: _Toc228206104][bookmark: _Hlk227747770]Figure 4: Indications for Emergency CS among women with failed TOLAC at WUCSH from September – March 2026 (n=85)
5.4. Factors Associated with TOLAC Success
[bookmark: _Hlk227922014][bookmark: _Toc228205774][bookmark: _Toc228205779][bookmark: _Hlk227758256]A total of 18 independent variables were entered individually into separate logistic regression models to assess their individual association with VBAC success. Variables with p-value < 0.05 in univariate analysis were considered candidates for multivariable logistic regression.






Table 4: Bivariate logistic regression of characteristics of mothers who tried labor after previous LUST C/S at WUCSH from September 2025 to March 2026 
	Variable
	Category
	n (%)
	COR (95% CI)
	p-value

	Residency
	Urban
	58 (41.1)
	2.80 (1.34–5.84)
	0.006

	
	Rural
	83 (58.9)
	1 
	

	Indication for previous CS
	CPD
	43 (30.5)
	0.75 (0.60–0.94)
	0.012

	
	Other
	98 (69.5)
	1 
	

	Previous history of VBAC
	Yes
	36 (25.5)
	3.28 (1.50–7.17)
	0.003

	
	No
	105(74.5)
	1 
	

	History of VD before previous CS
	Yes
	24 (17.0)
	8.22 (2.98–22.70)
	<0.001

	
	No
	117(83.0)
	1 
	

	Number of ANC contacts
	≥4 visits
	111 (78.7)
	4.25 
	0.006

	
	<4 visits
	30 (21.3)
	1 
	

	Counseled on mode of delivery
	Yes
	124(87.9)
	5.78 (1.57–21.28)
	0.008

	
	No
	17 (12.1)
	1 
	

	Maternal BMI
	Normal 
	122 (86.5)
	13.61 (1.81–102.16)
	0.011

	
	Abnormal
	19 (13.5)
	1 
	

	Cervical dilatation at admission
	≥4 cm
	88 (62.4)
	24.51 (9.28–64.73)
	<0.001

	
	<4 cm
	53 (37.6)
	1 
	

	Estimated fetal weight at admission
	<3500 g
	91 (64.5)
	2.27 (1.12–4.59)
	0.022

	
	≥3500 g
	50 (35.5)
	1 
	


COR > 1 indicates higher odds of VBAC success. The reference category for each variable is indicated as "1 
Based on statistical significance (p<0.05) from the univariate analysis and strong clinical evidence from the literature, six predictors were selected for the multivariable model. These included: cervical dilatation at admission, history of vaginal delivery before the previous CS, previous history of VBAC, indication for the previous CS, gestational age at admission, and estimated fetal weight. The number of predictors was limited to six to comply with the events-per-variable rule (at least 10 events per predictor), as there were 56 VBAC success events. All six predictors were entered simultaneously using the Enter method. 
[bookmark: _Hlk227771255][bookmark: _Hlk227920384][bookmark: _Hlk227598656]Cervical dilatation at admission was the independent predictor of successful TOLAC (AOR = 7.15, 95% CI: 1.95–26.20, p < 0.001) indicating women admitted with cervical dilation of ≥4cm has 7-fold increased chance of successful TOLAC. History of vaginal delivery before the previous cesarean section was also strong predictor of successful TOLAC (AOR = 5.40, 95% CI: 1.39–21.02, p = 0.015) which shows having previous vaginal delivery prior to cesarean section increase the chance of successful TOLAC by 5.4-folds compared to women who has no prior vaginal delivery. Variables that were statistically significant in univariable analysis did not remain independent predictors in the multivariable model likely due to its correlation with cervical dilatation and prior vaginal delivery. 
[bookmark: _Toc228205775][bookmark: _Toc228205780][bookmark: _Hlk227922100]Table 5: Multivariable logistic regression analysis of independent predictors of VBAC success among women undergoing trial of labor after cesarean section at WUCSH from September- March 2026 
	Variable
	Category
	n (%)
	AOR (95% CI)
	p-value

	Indication for previous CS
	CPD
	43(30.5)
	1.15 (0.821.62)
	0.412

	
	Non CPD
	98 (69.5)
	1 
	

	Previous VBAC
	Yes
	36 (25.5)
	0.82 (0.252.68)
	0.742

	
	No
	105 (74.5)
	1 
	

	History of VD before previous CS
	Yes
	24 (17.0)
	5.40(1.3921.02)
	0.015

	
	No
	117(83.0)
	1 
	

	Gestational age at admission
	≤41weeks
	132(93.6)
	1.09 (0.18–6.67)
	0.928

	
	>41weeks
	9 (6.4)
	1 
	

	Cervical dilatation at admission
	≥4 cm
	88 (62.4)
	7.17 (1.95 26.20)
	<0.001

	
	<4 cm
	53 (37.6)
	1 
	

	Estimated fetal weight at admission
	<3500 g
	91 (64.5)
	2.08 (0.78–5.56)
	0.143

	
	≥3500 g
	50 (35.5)
	1 
	



An odds ratio (OR) greater than 1 indicates that the predictor is associated with higher odds of VBAC success (i.e., lower odds of TOLAC failure). The overall model was statistically significant (χ²(6) = 94.358, p < 0.001) and explained 66.0% of the variance in VBAC outcome (Nagelkerke R² = 0.660). The Hosmer-Lemeshow test indicated good model fit (χ²(8) = 13.650, p = 0.091), and the model correctly classified 87.2% of cases.






[bookmark: _Toc230166511]6. DISCUSSION
This prospective cross-sectional study assessed the success rate and factors associated with successful trial of labor after cesarean among women with one previous lower uterine segment transverse cesarean delivery at Wollega University Comprehensive Specialized Hospital. During the 7-month study the overall TOLAC success rate was 39.7%, with cervical dilatation at admission and history of vaginal delivery before the previous cesarean section being independent predictors of successful TOLAC after adjusting for potential confounders.
The TOLAC success rate in this study (39.7%) is lower than the 60–80% range reported by ACOG and international guidelines (2). Similarly, this rate is below the 75% VBAC success reported in a Sub-Saharan African meta-analysis (5). It is also lower than success rates reported from other Ethiopian studies: 69.4% in Addis Ababa (6.), 63.6% in Jima (13.), and 52% in a national meta-analysis (12).
Several factors may explain the lower success rate observed in our setting. First, the majority of women (58.9%) resided in rural areas with limited access to timely emergency obstetric care, which may have contributed to delayed decision-making and intervention. Second, the proportion of women with favorable cervical dilatation (≥4 cm) at admission was only 44.0%, which is lower than in studies reporting higher success rates. Third, the high rate of emergency cesarean delivery (60.3%) suggests that clinicians in our setting may have a lower threshold for intervention due to concerns about uterine rupture and limited intrapartum monitoring capacity.
The finding of this study shows cervical dilatation at admission is the strongest independent predictor of successful TOLAC (AOR = 7.15, 95% CI: 2.50–20.45, p < 0.001) which is consistent with evidence from multiple settings globally and within Ethiopia. Internationally, cervical dilatation ≥4 cm has been identified as a key component of VBAC prediction models (23). In the Ethiopian context, this study finding aligns with studies from Jima Medical Center, where active phase labor at admission significantly increased the odds of VBAC success (13.), and from Ambo public hospitals, which identified cervical dilatation ≥4 cm as an independent determinant of successful VBAC (14). A national meta-analysis of 12 Ethiopian studies further confirmed cervical dilatation as a strong predictor of VBAC success (16). From a clinical perspective, this finding suggests that women who present to the delivery unit with established active labor are ideal candidates for TOLAC. Conversely, women presenting with unfavorable cervical status may benefit from closer monitoring or reconsideration of TOLAC.
This study showed having vaginal delivery before the previous cesarean section was also strong predictor of successful TOLAC (AOR = 5.40, 95% CI: 1.39–21.02, p = 0.015) Women with prior vaginal delivery had 5.4-fold chance of successful TOLAC compared to those who has no prior vaginal delivery. Globally, ACOG guidelines recognize prior vaginal delivery as one of the most favorable prognostic factors for VBAC success, with success rates exceeding 90% in women with a history of prior VBAC (2). At the African regional level, our finding is comparable to studies from Nigeria and Tanzania, where prior vaginal delivery was consistently associated with higher VBAC success rates (19). This finding also aligns with studies from Addis Ababa (6), East Wollega (4), and Ambo (14), all of which reported prior vaginal delivery as a strong predictor of VBAC success. Prior vaginal delivery demonstrates that a woman has successfully labored and delivered through the birth canal, confirming adequate pelvic capacity and effective uterine contractility. These women are more likely to achieve VBAC compared to those whose only delivery experience was via cesarean section. This predictor is particularly useful in resource-limited settings where advanced imaging or intrapartum monitoring may be unavailable.
In conclusion TOLAC success rate at Wollega University Comprehensive Specialized Hospital during 7-month study period 39.7% which was lower than international and national study benchmarks. Cervical dilatation at admission and having vaginal delivery before previous cesarean section were independent predictors of successful TOLAC. These findings can guide clinical decision-making and patient counseling. 
 


7. [bookmark: _Toc230166512]STRENGTH AND LIMITATIONS 
This study has several notable strengths. Real-time collection of intrapartum clinical variables (cervical dilatation, membrane status, labor progress) from admission to delivery eliminating recall bias inherent in retrospective chart reviews. As one of the few prospective TOLAC studies conducted in western Ethiopia, it provides much-needed context-specific evidence for a region where prior data were limited. Standardized data collection tools and rigorous training of data collectors ensured high data quality, while consecutive sampling of eligible women during the study period minimized selection bias. The use of both bivariate and multivariable logistic regression with model validation (Hosmer-Lemeshow test, Nagelkerke R², classification accuracy) strengthens the internal validity of the findings. Finally, this study generates facility-specific success rates and independent associated factor for TOLAC that can directly inform clinical practice, patient counseling, and institutional TOLAC protocols at Wollega University Comprehensive Specialized Hospital. 
Despite these strengths, the following limitations should be acknowledged. The sample size (N = 141) was modest, which may have limited power to detect smaller but clinically meaningful effects. The study was conducted at a single tertiary hospital, which may limit generalizability to primary or district hospitals with fewer resources. 
Inter-observer variability in cervical examination and fetal weight estimation may have introduced measurement bias. Ascertainment of maternal age and gestational age was also difficult. In addition, there was poor documentation on important variables like occupation, educational status, maternal body mass index, details of counseling at ANC contact on options of mode of delivery which has made these variables to be excluded from analysis.
Factors such as gestational age, estimated fetal weight, and indication for previous cesarean section were not significantly associated with TOLAC success in this study. While some studies have reported these variables as predictors, the inconsistency may be due to differences in study design, population characteristics, and categorization of variables. 
Additionally, the relatively small sample size and the need for recategorization of variables to address sparse data may have influenced the statistical significance of these factors
8. [bookmark: _Toc230166513]RECOMMENDATION
Based on the findings of this study, the following recommendations were made to improve the success rate of trial of labor after cesarean and to optimize maternal and neonatal outcomes at Wollega University Comprehensive Specialized Hospital and similar settings in Ethiopia.
· To WUCSH Administration: Develop and implement a standardized TOLAC protocol, establish a regular TOLAC outcome audit system. 
· To the Department of Obstetrics and Gynecology: Conduct regular TOLAC outcome audits (success rate, emergency CS rate, uterine rupture rate, maternal and neonatal complications) should be conducted to identify areas for improvement and to monitor adherence to protocols. Cervical dilatation ≥4 cm and having vaginal delivery before the previous cesarean section were significantly associated with increased odds TOLAC success in this study, these should be used as favorable criteria for candidate selection. To improve the low TOLAC success rate, counseling on benefit and safety of TOLAC at ANC contact has to be strengthened.
· To Health Professionals: Use cervical dilatation ≥4 cm and prior vaginal delivery as favorable criteria for TOLAC candidate selection; strengthen counseling on mode of delivery during ANC contacts; perform accurate cervical examinations at admission; monitor labor progress closely and maintain complete documentation.
· To Researchers: The modest sample size (N = 141) limited the ability to detect smaller but clinically meaningful effects. Future studies with larger sample sizes across multiple sites are recommended to confirm the result identified in this study
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[bookmark: _Toc230166515]10. ANNEXES
Letter of Permission
Name: - Dr. Jarra Abera (MD, OBGYN Resident)
Address: - Nekemte, Oromia, Ethiopia
 Email Address- jarraabera@gmail.com, Phone No - +251921174574     Date: - -------------
TO WUCSH Department of Obstetrics and Gynecology, Nekemte
[bookmark: _Toc198244931]Subject: - Seek your permission to conduct a research study  
[bookmark: _Toc198244932] My name is Jarra Abera (MD, OBGYN Resident), and I am a graduate student of Obstetrician & gynaecology at Wollega University. I am writing to seek your permission to conduct a research study titled “trial of labor after one previous lower uterine segment cesarean delivery: success rate and associated factor at WUCSH– prospective cross-sectional study from September 1,2025 to March 30,2026.
The study aims to gather data on the demographic characteristics, current and past obstetric history of patient and outcomes of mothers attempting TOLAC. The findings from this research will have the potential to contribute significantly to maternal and child health literature and provide insights for healthcare providers. Confidentiality will be maintained throughout the study, and ethical approval has been sought from Wollega University ethics committee/board.  I look forward to your favorable response.
Sincerely Yours!
Dr. Jarra Abera (OBGYN Resident)







CONSENT FORM  
Good morning/afternoon.
My name is ____________________. I am a research assistant involved in a study entitled “Trial of Labor After One Previous Lower Uterine Segment Cesarean Delivery: Success Rate and Associated Factors.” This study is being conducted at Wollega University Comprehensive Specialized Hospital as a prospective cross-sectional study from September 1, 2025 to March 30,2026 G.C. The study is being carried out by Dr. Jarra Abera, an Obstetrics and Gynecology resident at Wollega University, as partial fulfillment of the requirements for the Specialty Certificate in Obstetrics and Gynecology.
The purpose of this study is to determine the success rate of trial of labor after one previous cesarean delivery and to identify factors associated with successful outcomes. The findings will help improve patient selection for trial of labor in the future and will contribute to action plans at Wollega University Comprehensive Specialized Hospital aimed at improving maternal and perinatal outcomes and reducing maternal morbidity and mortality.
Your participation in this study involves answering interview questions only. No medical intervention will be provided as part of this study. All information collected will be kept strictly confidential and will be used solely for research purposes. Participation in this study is entirely voluntary. You have the right to refuse to participate or to withdraw from the study at any time without any effect on the care you receive. If you have any questions or concerns about the study, you may contact Dr. Jarra Abera at 0921174574.
Thank you for considering participation in this study.


          

   DATA COLLECTION TOOL
Patient MRN……………………… Date…………….
Encircle the response under each question
Section 1: Maternal Socio demographic Characteristics
1.1 Age of the mother: ………………..
1.2 Residency:                1. Urban       2. Rural
1.3 Marital status:          1.  Single         2. Married             3. Divorced            4. Widowed
1.4 Educational level     1. Unable to read and write   2. Primary school   3. Secondary    
                                  school 4. College and above
1.5 Occupation              1. Housewife 2. Government employee 3. Private business                 
                                4.  Farmer                 
Section 2: Past Obstetric History
2.1 Total number of pregnancies (gravidity)    i. 2     ii. 3    iii. 4    iv. 5 and above      v
2.2 [bookmark: _Hlk197332103]Total number of deliveries (births ≥ 28week    i.1    ii. 2     iii. 3     iv. 4       v. Above 5
2.3 Previous history of still birth:        1 Yes                   2. No
2.4 Indication for previous cesarean section
1. Cephalopelvic disproportion (CPD)
2.  Non-reassuring fetal heart rate
3.  Failed induction
4.  Malpresentation
5.  Other (specify): ___________
2.5 [bookmark: _Hlk197332621]History of vaginal delivery after previous cesarean delivery:    1. Yes              2.  No
2.6 History of vaginal delivery before previous cesarean delivery:     1. Yes           2.  No
Section 3: Current Obstetric History
3.1 Antenatal care (ANC) contacts during current pregnancy:      1.  Yes           2.  No
3.2 If yes number of ANC contact.:  1. <2      2.  2-4            3.   Above 4
3.3 Counseled on option of mode of delivery during ANC contact by physician?    1. Yes             2. No
3.4 Gestational age at admission (weeks)
1. 28 weeks to 33 weeks + 6 days
2. 34 to 36weeks + 6days
3. 37 to 41 weeks + 6 days
4. 42 weeks and above
3.5 Maternal body mass index   -------------------
3.6 Cervical dilation at admission:      1. 1 -2cm             2.  3 -4cm        3.   5cm and above
3.7 Ultrasound estimated fetal weight ---------------gm
Section 4: Trial of Labor Outcome 
4.1 Outcome of trial of labor:   1. Successful TOLAC  2. Failed TOLAC 
4.2  Indication cesarean section if failed TOLAC for question 4.1 above
1. Abnormal labor progress
2. NRFHRP  
3. Thick meconium
4.   suspected uterine rupture or scar dehiscence
5. Other (specify): ___________

Thank you
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