
INFORMATION AND CONSENT FOR WOMEN 
WITH ONE PRIOR CESAREAN SECTION 

 
 
 
This form will provide information about a trial of labor after previous cesarean (TOLAC) to women with 
one previous cesarean section.  It will give you the chance to choose this option after discussion with your 
doctor.  Please read the following information carefully, ask any questions and review concerns with your 
doctor, initial your choice and sign this form below. 
 
All women who have had 1 (one) previous low transverse cesarean section (your doctor will have this 
information) are encouraged to try a vaginal delivery, as long as your doctor agrees.  Good candidates for 
planned TOLAC are those women in whom the balance of risks and chance of success are favorable. 
Successful, uncomplicated vaginal birth after cesarean (VBAC) carries the lowest risk to both mother and 
baby when compared to repeat cesarean section. 
 
Not all women will be able to have a successful vaginal birth after cesarean.  About 60-80% of women 
attempting TOLAC will end up with a vaginal delivery.  If I choose a TOLAC and end up having another 
cesarean during labor, I have a slightly higher risk of problems than if I had a cesarean without labor.  
These problems include bleeding and infection.  The highest chance of success is in those women with 
prior vaginal birth who enter labor on their own. 
 
The most serious complication of TOLAC is uterine rupture (the scar comes apart), which occurs less than 
1% of the time (0.7-0.9%).  If this happens, then internal or external bleeding can occur and may require 
blood transfusion or hysterectomy (removal of the uterus).  Very rarely, fetal injury or death may also 
happen. Uterine rupture occurs more often with induction of labor, therefore we do not induce women 
with previous cesarean sections. 
 
Elective repeat cesarean (the choice other than TOLAC) also has risks.  Cesarean section is a major 
operation and in some cases there can be injuries to your bladder or bowels, infection, bleeding, the need 
for blood transfusion or hysterectomy, or injury / death of the fetus. 
 
I have read or have had read to me the above information and I understand it.  I have had the chance to ask 
questions.  I have discussed all options with my doctor.  I have received all the information I want. 
 
 
______I want a trial of labor (TOLAC) ______I want a repeat cesarean section 
 
 
 
_______________________________________ _______________________________ 
Patient signature Witness signature 
 
 
________________________________________ 
Date 
 
 
 
 
Rev 3/2011 



INFORMATION AND CONSENT FOR WOMEN 
WITH TWO PRIOR CESAREAN SECTIONS 

 
 
 
This form will provide information about a trial of labor after previous cesarean (TOLAC) to women with 
two previous cesarean sections.  It will give you the chance to choose this option after discussion with 
your doctor.  Please read the following information carefully, ask any questions and review concerns with 
your doctor, initial your choice and sign this form below. 
 
Good candidates for planned TOLAC are those women in whom the balance of risks and chance of 
success are favorable.  Successful, uncomplicated vaginal birth after cesarean (VBAC) carries the lowest 
risk to both mother and baby when compared to repeat cesarean section. 
 
Not all women will be able to have a successful vaginal birth after cesarean.  About 60-80% of women 
attempting TOLAC will end up with a vaginal delivery.  If I choose a TOLAC and end up having another 
cesarean during labor, I have a slightly higher risk of problems than if I had a cesarean without labor.  
These problems include bleeding and infection.  The highest chance of success is in those women with 
prior vaginal birth who enter labor on their own. 
 
The most serious complication of TOLAC with 2 previous cesarean sections is uterine rupture (the scar 
comes apart), which occurs between 0.9 to 1.8% of the time.  If this happens, then internal or external 
bleeding can occur and may require blood transfusion or hysterectomy (removal of the uterus).  Very 
rarely, fetal injury or death may also happen.  Uterine rupture occurs more often with induction of labor, 
therefore we do not induce women with previous cesarean sections. 
 
Elective repeat cesarean (the choice other than TOLAC) also has risks.  Cesarean section is a major 
operation and in some cases there can be injuries to your bladder or bowels, infection, bleeding, the need 
for blood transfusion or hysterectomy, or injury / death of the fetus. 
 
I have read or have had read to me the above information and I understand it.  I have had the chance to ask 
questions.  I have discussed all options with my doctor.  I have received all the information I want. 
 
 
______I want a trial of labor (TOLAC) ______I want a repeat cesarean section 
 
 
 
_______________________________________ _______________________________ 
Patient signature Witness signature 
 
 
________________________________________ 
Date 
 
 
 
 
Rev 3/2011 



 
 
 
What are the risk and benefits of elective repeat C/S or TOLAC? 
 

Maternal risks Repeat C/S (%) TOLAC (%) 
  One previous C/S Two previous C/S 
Infection 1.5-2.1 2.9 3.1 
Operative injury 0.42-0.6 0.4 0.4 
Blood transfusion 1-1.4 0.7-1.7 3.2 
Hysterectomy 0-0.4 0.2-0.5 0.6 
Uterine rupture 0.4-0.5 0.7-0.9 0.9-1.8 
Maternal death 0.02-0.04 0.02 0 
    
Neonatal risks Repeat C/S (%) TOLAC (%) If uterine rupture (%) 
    
Stillbirth, 37-38 wks 0.08 0.38  
Stillbirth, 39+ wks 0.01 0.16  
Brain injury 0-0.13 0.08 6.2 
Neonatal death 0.05 0.08 1.8 
NICU admission 6 6.6  
All breathing problems 1-5 0.1-1.8  
Temporary breathing 
problems (TTN) 

6.2 3.5  

Elevated bilirubin 5.8 2.2  

 
 
What factors influence the decision to consider a TOLAC? 

 Increased chance of success 
o Prior vaginal birth 
o Spontaneous labor (go into labor on your own) 

 Decreased chance of success 
o Initial C/S done for abnormal labor (failure to dilate, failure of baby to fit thru pelvis) 
o Increased maternal age 
o Non-white ethnicity 
o Gestational age over 40 wks 
o Maternal obesity 
o Preeclampsia 
o Short interpregnancy interval 
o Increased estimated fetal weight (over 8 ½ - 9 lbs) 

 
 
What are other important things to know? 

o Induction of labor increases risk for uterine rupture and decreases the chance of successful VBAC,  
o No increased risk of complications with external version (turning a breech baby) 
o Epidural analgesia is safe 
o Because the most common sign associated with uterine rupture is an abnormal fetal heart rate, 

continuous fetal heart rate monitoring is done. 



INFORMATION ABOUT MEDICAL PROCEDURES THAT MAY 
BE DONE DURING LABOR AND DELIVERY 

 
 
The purpose of this form is to tell you about treatments or procedures that SOMETIMES happen during 
labor and delivery.  These procedures are NOT done all the time and will ONLY be done if your doctor 
thinks they are necessary.  Signing the consent form does NOT mean that any or all these treatments 
will be done on you or the baby.  Often these procedures need to be done quickly in an emergency 
situation.  Refusing to have these procedures may result in harm to the baby. 
 
 
EPISIOTOMY 

Episiotomy is a procedure in which the skin between the vagina and anus is cut.  Routine episiotomies 
are not done anymore.  Episiotomy is done occasionally to enlarge the vaginal opening so that a baby 
can be more easily delivered.  Examples would be if the head or shoulders are too big, or if we need to 
deliver the baby quickly if there are concerns about the heart rate. 
 
Risks of episiotomy include bleeding, tearing or enlargement of the episiotomy with extension into the 
rectum, swelling and infections.  Very rare long-term risks include painful intercourse and problems 
controlling gas or stool.  All these problems also can occur with a natural tear at the time of 
delivery. 

 
 
ARTIFICIAL RUPTURE OF MEMBRANES (AROM) 

AROM is also known as “breaking your water”.  This is done after the baby’s head has moved down 
into the pelvis.  A hole is made in the membranes, which allows the amniotic fluid to leak out.  AROM 
may be done to help get your contractions started, or to make the contractions stronger labor.  It is also 
done if the baby appears to be in distress and further monitoring is needed. 
 
Complications include having the umbilical cord fall through the cervix (very unlikely if the baby’s 
head is in the pelvis) and infection if the bag of water is broken for a long time before delivery.  
Benefits include shortening the length of labor, decreasing the chance of cesarean section, and easier 
monitoring of the baby. 

 
 
INTRAUTERINE PRESSURE CATHETER (IUPC) 

An IUPC is a thin, flexible tube with a small, pressure-sensing device on the tip that is placed into the 
uterus next to the baby.  It measures the actual pressure within the uterus and helps the doctor assess 
the strength of the contractions and how the contractions are affecting the baby.  In order to place the 
IUPC, the bag of waters must already be broken and the cervix already slightly dilated. 

The IUPC also can be used to put sterile fluid into the uterus, known as an amnio-infusion. Sometimes 
there is evidence of compression of the umbilical cord during labor, leading to slowing of the fetal 
heart rate. Amnio-infusion may help cushion the cord and decrease the stress on the baby. 

Potential complications include injury to the wall of the uterus with bleeding and infection.  Benefits 
include better use of oxytocin (a medicine to increase contractions) and a decrease in cesarean 
sections. 



INTERNAL HEART RATE MONITORING / FETAL SCALP ELECTRODE (FSE) 
Internal fetal heart rate monitoring is the most precise method of evaluating a baby's heart rate during 
labor.  This type of continuous assessment is needed if it's difficult to hear the heart rate externally, or 
if the heart rate pattern isn’t reassuring.  This monitor uses a thin wire attached to the baby’s scalp to 
transmit electrical signals from your baby's heart.  This allows the heartbeat to be followed very 
closely to see how the baby responds to the contractions.  In order to place an internal monitoring 
device, the bag of waters is broken and the cervix must be dilated. 
 
One risk is that the electrode may make a tiny, temporary mark where it was attached to the baby.  
Advantages include very accurate monitoring of the fetal heart rate. 

 
 
FORCEPS / VACUUM ASSISTED DELIVERY 

Occasionally, help is needed in order to complete a vaginal delivery.  Your doctor may need to pull 
gently on the baby’s head while you push.  The use of vacuum or forceps to help in delivery is referred 
to as assisted vaginal delivery.  While this type of delivery is not an option if your cervix is not fully 
dilated, assisted vaginal delivery is helpful when a baby is in the birth canal but is not moving down 
the birth canal as expected.  In some cases, a baby needs to be delivered more quickly than just by 
pushing.  Usually this is because the baby has a slow heart beat. Another common reason for operative 
vaginal delivery is when you have been pushing for a long time and is getting exhausted.  If a little 
extra power will make the difference, assisted vaginal delivery is an option. 
 
Forceps are smooth metal instruments, shaped like long, narrow spoons, which are carefully applied to 
the sides of the baby's head.  A vacuum extractor is a soft plastic cup that is placed on the top of the 
baby's head and attached to a suction device 
 
If the baby does not move down the birth canal, the attempt at assisted vaginal delivery is stopped and 
cesarean birth is recommended. 
 
Both forceps and vacuums have been shown, in scientific studies, to be safe and effective when 
properly used.  There may be temporary red marks on the baby's cheeks from the forceps, or red marks 
on the top of the head if vacuum is used.  These usually go away in a few days.  Other uncommon 
complications include facial bruising or nerve damage from forceps and a blood collection under the 
scalp from the vacuum. 
 
Both forceps and vacuum increase the chance that your vagina may tear, or that episiotomy may be 
needed.  However, you may prefer this possibility to the certainty of an abdominal incision from a 
cesarean. 


