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Q. What kind of surgical availability is necessary for vaginal birth after cesarean (V.B.A.C.)?

A. V.B.A.C. should be attempted in institutions equipped to respond with physicians immediately available to provide emergency delivery.  See below

Recommendations

Physician immediately available throughout active labor capable of monitoring labor and performing an emergency cesarean delivery 

Availability of anesthesia and personnel for emergency cesarean delivery 

Because uterine rupture may be catastrophic, VBAC should be attempted in institutions equipped to respond to emergencies with physicians immediately available to provide emergency care.
Contraindications

Inability to perform emergency cesarean delivery because of unavailable surgeon, anesthesia, sufficient staff, or facility
Q. Does there have to be Pediatrician at all emergency deliveries?
A. The standard is a healthcare worker experienced in neonatal resuscitation. See details
If you interpret the ACOG Recommendations* about "institutions equipped to respond to emergencies with physicians immediately available to provide emergency care” would you include only pediatricians? 

The standard is a healthcare worker experienced in neonatal resuscitation.
Background

One common healthcare worker experienced in neonatal resuscitation is a pediatrician or neonatologist. In larger nurseries it is often a neonatal nurse practitioner and not a physician, e.g., a nurse from the special care nursery (Level II) arriving first, with a physician arriving soon thereafter.  At other facilities it could be Family Physician, Respiratory Therapy, Anesthesia, or Emergency Room health provider to name a few
 

Many facilities have incorporated more Emergency Delivery Drills on L/D to improve process issues. These drills have helped the whole team get used to the many process issues that only arise in a practical setting, e.g., not just on paper. These types of exercises can also be presented to JCAHO and other oversight agencies an a practical example of quality improvement. 
Here is a successful Indian Health example:
http://www.ihs.gov/MedicalPrograms/MCH/M/OBGYN0305_Feat.cfm#MidWives
Here are 2 helpful presentations from the Biennial Indian Women’s Health meeting
Emergency Delivery Simulations: How to Develop Teamwork
http://www.ihs.gov/MedicalPrograms/MCH/M/MCHdownloads/Talk.ppt
VBAC: Is There Such a Thing as Low Risk?
http://www.ihs.gov/MedicalPrograms/MCH/M/MCHdownloads/NewMexico.ppt
 
Other Resources

Vaginal Birth After Cesarean, IHS C.E.U./C.M.E. Module
http://www.ihs.gov/MedicalPrograms/MCH/M/VB01.cfm
Vermont, New Hampshire Sections Recognized for Effort Project Focuses on VBAC

http://www.ihs.gov/MedicalPrograms/MCH/m/ACOG01_vbac.cfm#vbac
Informed Consent form for trial of labor after cesarean (TOLAC)
http://www.ihs.gov/MedicalPrograms/MCH/M/mchdownloads/TOLAC2.doc
Vaginal Birth After Previous Cesarean Delivery

ACOG Practice Bulletin NUMBER 54, JULY 2004
Summary of Recommendations 

The following recommendations are based on good and consistent scientific evidence (Level A): 

· Most women with one previous cesarean delivery with a low-transverse incision are candidates for VBAC and should be counseled about VBAC and offered a trial of labor. 

· Epidural anesthesia may be used for VBAC. 

The following recommendations are based on limited or inconsistent scientific evidence (Level B): 

· Women with a vertical incision within the lower uterine segment that does not extend into the fundus are candidates for VBAC. 

· The use of prostaglandins for cervical ripening or induction of labor in most women with a previous cesarean delivery should be discouraged. 

The following recommendations are based primarily on consensus and expert opinion (Level C): 

· Because uterine rupture may be catastrophic, VBAC should be attempted in institutions equipped to respond to emergencies with physicians immediately available to provide emergency care. 

· After thorough counseling that weighs the individual benefits and risks of VBAC, the ultimate decision to attempt this procedure or undergo a repeat cesarean delivery should be made by the patient and her physician. This discussion should be documented in the medical record. 

· Vaginal birth after a previous cesarean delivery is contraindicated in women with a previous classical uterine incision or extensive transfundal uterine surgery.
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