
Birth Trauma Association Press release on VBAC 
 
The use of VBAC to reduce the caesarean section rates 
 
In England, more than a quarter of babies (26.2%) are born by caesarean section, 1 a figure that has 
continued to rise for several years. A number of possible explanations have been put forward for this 
rise: on average, women are older when they have their first baby; an increasing number of women are 
obese; and clinicians have become more risk-averse.  
 
There is pressure to bring down the caesarean rate and to increase the vaginal birth rate.  

 
Emergency caesareans are carried out precisely because there is a perceived risk to mother or baby 
that needs acting upon quickly. Similarly, most planned caesareans have a sound medical reason such 
as placenta praevia or breech presentation that make it difficult or impossible for the mother to deliver 
vaginally.  
 
Trusts have therefore attempted to reduce the caesarean rate by increasing the number of women who 
give birth vaginally after a caesarean section. While it was once thought medically necessary for a 
woman who has had one caesarean section to deliver all future babies by caesarean, it is now 
recognised that a proportion of women are able to deliver their subsequent babies vaginally. A number 
of trusts have set up VBAC clinics to encourage women to choose this option.  
 
Our concern, however, is that trusts’ enthusiasm for vaginal birth after caesarean (VBAC) has led in 
some cases to a failure to differentiate between low-risk women and those for whom an attempted 
VBAC would be high-risk or to respect women’s choices. We believe that some  women are being misled 
about the safety of VBAC, and that all women need to be given the best available information to enable 
them to choose the best option for them.  
 
What the guidelines say 
 
VBAC is not a safe option for every woman. Guidelines from the Royal College of Obstetricians and 
Gynaecologists (RCOG) set out the potential risks of VBAC and the contraindications to VBAC.3  
 
These include women carrying twins or macrosomic babies, or women who have a short interval since 
their last delivery. The guidelines state: 

“A cautious approach is advised when considering planned VBAC in women with twin gestation, fetal 
macrosomia and short interdelivery interval, as there is uncertainty in the safety and efficacy of planned 
VBAC in such situations.”(p8) 

An analysis of maternity claims over 10 years by the NHS Litigation Authority4 lists obesity, induction 
and maternal age as factors that increase the risk of uterine rupture in VBAC (pp68-69).  

We believe that women who fall into these risk categories (for example, who are carrying a macrosomic 
baby, or who have previously given birth to a macrosomic baby) should be warned of the higher risks.  

The NICE guidelines on caesarean section5 state: 
 
“The GDG noted that the relative risk of adverse outcomes may vary from woman to woman 
depending upon her obstetric history, including reasons for previous CS(s) and whether or not a 
woman has previously given birth vaginally.” (p200) 
 
Recommendation 1.19 in the NICE guideline states: 
 
“When advising about the mode of birth after a previous CS consider: 
•  maternal preferences and priorities 
•  the risks and benefits of repeat CS 
•  the risks and benefits of planned vaginal birth after CS, including the risk of 
unplanned CS.” (p195) 
 
Our concerns 
We are worried that some trusts are not taking women’s own preferences into account, and not fully 
advising them of the higher risks for certain groups. Many trusts now provide patient leaflets about 



VBAC. The information given to women needs properly to reflect the balance of benefits and risks. We 
feel, for example, that the patient leaflet given out by Chelsea and Westminster Hospital NHS Trust lists 
the risks of a repeat caesarean at length, while glossing over the potential risks of a VBAC. In particular, 
it doesn’t mention the risks to specific groups, such as women who are obese or carrying a macrosomic 
baby.  
 
The patient leaflet from the Oxford University Hospitals NHS Trust is more balanced, but again neglects 
to mention the risks to particular groups.  
 
 
Evidence from the Litigation Authority 
In 2012, the NHS Litigation Authority published a document entitled: Ten Years of Maternity Claims: An 
Analysis of NHS Liitigation Authority Data.4 
 
The data included claims where VBACs had gone wrong. Over a period of 10 years, the data identified 
85 claims relating to uterine rupture, with a total value of more than £100m. Of these, 19 were linked 
to VBACs.  
 
In over a quarter of the 85 claims, the document states, there were concerns about the adequacy of 
information provided to women considering modes of delivery.  
 
The document notes: “The themes that emerge [from the analysis of the data] are often consistent with 
those emerging from larger studies. In particular, this is seen from the allegations which focused on 
delayed recognition of rupture due to absence of monitoring and inadequate maternal counselling 
regarding modes of delivery.” (p73) 
 
Examples of failures in VBAC policy 
The BTA made a freedom of information (FOI) request for details from the NHSLA of claims relating to 
VBAC between 2000 and 2010. Here are some details resulting from the request: 
 
“Antenatal assessment as to whether suitable for trial of scar labour and vaginal delivery.  Should have 
had a caesarian section as pelvic outlet too small and baby was big.  Staff failed to continually monitor 
fetal heart rate. Failure to recognise distress in utero resulting in hypoxia.  Claimant alleges breach of 
duty in management of labour leading to cerebral palsy.” 
 
“Alleged failure to consider a planned caesarean section in view of the Claimant's obstetric history of 
having suffered uterine rupture in previous first pregnancy where she had CS, resulting in this second 
baby being born in very poor condition and died shortly afterwards. Parents claiming psychiatric injury.” 
 
“Claimant had previously undergone a caesarean section in her first pregnancy.  It is stated that she 
was advised in her second and index pregnancy that a trial of labour would be attempted but if she 
requested a caesarean section at any point, this would be permitted. This appears not to have 
happened despite the patient requesting a caesarean section, however, labour was allowed to continue 
for approximately a further 3 hours when there was a prolonged deceleration of the heart to 90 bpm.  
The registrar was called who arranged for an emergency caesarean section to be performed. At 
operation, the uterus was noted to have ruptured although the baby was born in good condition with 
Apgar scores of 9 at 1 minute. The patient was noted to have lost a considerable amount of blood 
requiring a blood transfusion.” 
 
Anecdotally, we are aware that some of our members have felt that hospitals have promoted VBAC 
over-zealously when their preference was for another caesarean. The BTA has recently been contacted 
by a father whose first baby was born by emergency caesarean section weighing 4.8kg after becoming 
stuck in the pelvis. His wife wanted a planned caesarean section for her second child, but was told that 
a VBAC would be safer. Although scans showed the baby to be large (in the 97th centile at 36 weeks), 
the consultant refused to consider a planned caesarean before the due date, but agreed to carry out a 
caesarean at 41 weeks if the baby had not been born by then. The mother went into labour before the 
date of the planned section. The baby became stuck in her pelvis and died: his skull was fractured in 
the attempt to remove him from the pelvis. He weighed 4.7kg. The father felt very strongly that the 
hospital’s strong bias in favour of VBAC resulted in it underestimating and underplaying the risks related 
to birthing a macrosomic baby. The parents are suing the trust.  
 
The financial issue 
Because vaginal births are less expensive than caesarean sections, there is an obvious financial 
incentive to trusts to encourage women to choose VBAC, even when women express reluctance. 

https://www.whatdotheyknow.com/request/103704/response/250083/attach/6/VBAC%20Patient%20Information%20Leaflet.pdf
http://www.ouh.nhs.uk/patient-guide/leaflets/files%5C120329vbac.pdf


 
Yet the cost to the NHS of litigation relating to uterine rupture is high: the 85 claims identified by the 
NHSLA between 2000 and 2010 have an estimated value in excess of £100m. 4 Just under a quarter of 
these related to VBAC, so we can arrive at a cost of about £25m over a 10-year period.  
 
Because the cost of litigation is not borne directly by trusts, we believe that some may not take the 
litigation costs into account in their drive to increase the VBAC rate.  
 
Conclusion 
We believe that, while VBAC is in many cases the right choice for many women, it is important that 
women are given individualised advice about their risks.  These are set out clearly in the RCOG and 
NICE guidelines. We recommend that trusts should be required to follow the guidelines, and to use their 
patient information leaflets to explain the risks associated with VBAC in particular cases, such as those 
where the baby is macrosomic, where there has been no prior vaginal delivery  or there has been a 
short interval since the previous caesarean section birth.  
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