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NCT Briefing for Journalists: Caesarean Birth 
 

What is caesarean section? 
 
Caesarean section 
A caesarean section is a surgical operation. The obstetrician makes an incision in the 
woman’s abdomen and uterus, and lifts out the baby or babies. The operation involves 
care from a surgical team of medical specialists, nurses and a midwife. 
 
Elective vs. emergency caesarean  
Caesarean sections are often classified as either elective or emergency. ‘Elective’ 
means a caesarean that has been planned in advance and usually, although not always, 
takes place before labour has started. Most elective or planned caesareans occur 
because a doctor has advised the woman that there is a medical reason why she or her 
baby may benefit from a surgical birth, not because it has been chosen by the woman.1 
For this reason, NCT prefers to use the term planned caesarean, rather than elective 
caesarean, because this is a more accurate description. Indeed, many women object 
strongly to the term ‘elective’ caesarean when it applies to a caesarean that they did not 
want.  
 
An ‘emergency’ caesarean is a caesarean that was not planned in advance, as the need 
was not anticipated. The decision may be made as little as ten minutes or up to a few 
hours before the baby is born. It is possible to compare planned and emergency 
caesarean rates for different maternity units on the BirthChoiceUK website – 
www.birthchoiceuk.com 
 
What is VBAC? 
When a woman has had a baby by caesarean she usually has options when planning 
the birth in any future pregnancy.  There is considerable scope for women to plan for a 
vaginal birth following one or more caesareans, an opportunity which many value. A 
‘vaginal birth after caesarean’ is usually shortened to VBAC – pronounced ‘vee back’.  
 
The National Sentinel Caesarean Section Audit found a wide variation in VBAC rates for 
maternity units in England, Wales and Northern Ireland, from 6%-64%, indicating that 
women wanting to have a vaginal birth were much better supported in some units than in 
others, and that there was an inconsistent assessment of the relative benefits and risks 
for mothers and babies of different approaches to birth.2 This evidence of highly varying 
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practice, and better evidence on clinical standards and good practice, led to NHS trusts 
being encouraged to adopt measures to increase their VBAC rate. The NHS Institute for 
Innovation and Improvement has developed a practical toolkit to assist NHS trusts in 
increasing their VBAC rates.3,4 VBAC is seen as one key approach to reducing 
unnecessarily high rates of surgical birth, alongside reducing first caesarean sections.  
After an increase in VBAC rates supported by ‘a growing body of evidence on the safety 
of VBAC’, rates have recently declined, with medico-legal reasons often cited as a 
dominant reason.5  The Royal College of Obstetricians and Gynaecologists say that 
three quarters of women who plan for a VBAC achieve one (72%-76%), rather than 
having a repeat caesarean.6  
 
 
 
Are caesarean section rates too high? 
 
NCT believes that caesarean section rates in the UK are generally too high. A 2010 
report found there is still wide variation in caesarean rates between hospitals in England, 
especially emergency caesarean rates, confirming earlier findings for the whole of the 
UK.1,2,7 This variation remains when adjustments are made for differences in the 
population of women in different areas indicating that the rate of surgery is not explained 
by differences in clinical need.1 For example, the 2010 caesarean rate at London’s 
Chelsea and Westminster Hospital was 34.5%, but was 25% at Royal London Hospital.8 
St Mary’s Hospital in Manchester, which is a tertiary referral centre with high rates of 
deprivation, keeps its caesarean rate well below 20%.8 
 
Studies have shown that use of agreed clinical standards to maximize the quality of care  
are also highly variable.,2,7 In the 1990s this led to the NHS Institute for Innovation and 
Improvement publishing a practical toolkit to encourage multi-disciplinary review of 
practices in each NHS trust. The toolkit is used by and where clinicians and managers in 
England and Wales to reduce the use of (and need for) caesarean birth.3  
 
UK caesarean rates 
Government birth statistics show that 790,204 babies were born in the UK in 2009.9,10,11 

Latest available statistics in March 2011show Caesarean rates are now close to one in 
four births, with Northern Ireland, Scotland and Wales rates even higher:  
 

• 24.8% in England in 2009-10 (10% planned, 14.8% emergency)12  
• 26.1% in Scotland in 2008-09 (10.7% planned, 15.4% emergency)13 
• 26.6% in Wales in 2009-10 (11.8% planned, 14.9% emergency)14  
• 29.7% in Northern Ireland in 2009-10 (14.3% planned, 15.4% emergency).a

                                                 
a Personal communication from DHSSPSNI (Jan 2011) 
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The caesarean rate in England doubled from 12% in 1990 to 24% in 2008.1 Since then the rate has 
continued to rise.  
 
Worldwide caesarean rates 
Caesarean rates have been rising across the world and are highest in developed countries such as 
the USA, and south America where there health care is paid for by private insurance rather than 
social insurance or taxation, and where midwifery care has low status, or is even illegal. In 1985, 
the World Health Organization (WHO) recommended that ‘there is no justification for any region to 
have a higher caesarean rate than 10-15%’, noting that ‘countries with some of the lowest perinatal 
mortality rates in the world have a caesarean rate of less than 10%’.15 Since then WHO has 
cautioned that an ideal rate is not clear, but warned in 2010 that caesarean rates, which are 
increasing worldwide, have reached ‘epidemic proportions’ in many countries.16 WHO is concerned 
that increasing caesarean rates may be due to financial incentives for performing surgery.16 
 
In recent years the caesarean rate in Brazil rose to over 40%. The overall rate masks the 
difference between the rate in public hospitals (31%) and in private hospitals (over 70%), where a 
quarter of women give birth. High rates of unnecessary surgery expose women and babies to 
unnecessary cost and to additional health risks as well as tiredness and pain after childbirth, 
without additional health benefits.17 On the other hand, in some low-income countries, women lack 
access to safe caesarean birth when they need it.18 
 
Reducing caesarean section rates 
Many factors contribute to rising rates of caesarean section.  The greater the number of first 
caesareans, the greater the repeat caesarean section rate, as women who have had one surgical 
birth are more likely to have another. This in turn increases the overall caesarean rate. Repeat 
caesareans account for approximately a quarter of the overall caesarean.2 Increasing the number 
of normal vaginal births in first-time mothers is important if the overall caesarean rate is to be 
reduced. 
 
The culture in a maternity unit, including the extent to which normal birth is valued and supported, 
affects caesarean section rates.3 Where staff in units follow evidence-based guidance to promote 
normality and minimise interventions to a level consistent with positive outcomes for mothers and 
babies, caesarean rates can be reduced.3,19 It is known that having one-to-one support throughout 
labour increases straightforward vaginal births, reducing the need for forceps, ventouse or an 
emergency caesarean.20  
 
Factors contributing to higher emergency caesarean section rates include liberal use of induction 
for post-term pregnancies,3 the use of continuous electronic fetal monitoring for women with a 
normal pregnancy,21 and a high presence of junior doctors on the labour ward with insufficient 
support and supervision.22 Healthcare for London has recommended a consultant obstetrician on 
the labour ward in obstetric hospitals in London for 98 hours a week to ensure that their expertise 
is available immediately during the wards’ busiest times.23  
 
The self-assessment toolkit, introduced to help NHS trusts in England to improve the quality of 
maternity care and reduce caesarean sections, is now also being used with support of the Welsh 
Assembly Government across Wales. It states: ‘There is a general belief amongst clinicians that 
maternity units applying best practice to the management of   pregnancy, labour and birth, will 
achieve a CS rate consistently below 20% and will have aspirations to reduce this further to 15%’ 
(p2).3 Blackpool Fylde and Wyre Hospitals NHS Foundation Trust has successfully used this toolkit 
to reduce its caesarean section rate from 28% to 22%.3 This demonstrates that change can be 
achieved where there is a focus on promoting normality and/or improving quality of care.  
 
NCT campaigns for a reduction in caesarean rates as research shows that most women want to 
have a normal birth if possible, and there are many unwanted consequences of high caesarean 
rates. The NCT wants women to be given information about the health implications of different 
kinds of care and ways of giving birth. Women need access to home birth and midwife-led 
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maternity units, as well as conventional hospital units, so that they can make informed decisions 
about a range of options for labour and birth.  
 
Action is also needed by government, by commissioners of maternity services and by health 
professionals to address the causes of increasing caesarean rates and take action to prevent 
unnecessary surgery. 
 
Government positions on caesarean section  
The four countries of the UK have varying maternity policies but they share important common 
ground. They are committed to safe, family-centred care that offers women choice during 
pregnancy, birth and the postnatal period. Each country aims to promote normal birth and midwife-
led care, and to reduce unnecessary interventions including avoidable surgery.24 
 
In England, the Conservative-led Coalition Government’s position on maternity policy was still in 
development in the spring of 2011.  Pre-election Conservative Party policy papers called for 
maternal choice, based on good information and reform of maternity budgets and financing that 
‘offer a perverse incentive towards a greater medicalisation of what would otherwise be a normal 
childbirth’.25 The 2010 white paper calls for more patient-centred healthcare and improved 
healthcare outcomes.26 The ten-year vision document Midwifery 2020, developed by the four UK 
Chief Nursing Officers in England, Northern Ireland, Scotland and Wales, carried out in partnership 
with the Royal Colleges, the Nursing and Midwifery Council (NMC), and stakeholders in maternity 
care, professional bodies, employers, service commissioners, higher education and user 
organisations across all four countries of the UK, called for grounding midwifery education in 
normality of birth and reducing unnecessary interventions.27 
 
The governments of Northern Ireland,28 Scotland and Wales have addressed the management of 
labour and birth in terms of the need to promote normal birth and midwife-led care.  In Scotland the 
multi-professional programme, Keeping Childbirth Natural and Dynamic (KCND) makes explicit 
that pregnancy and birth are normal physiological processes and that unnecessary interventions 
should be avoided.29 In Wales the 2011 Strategic Vision for Maternity Services highlights the 
importance of not only a safe and healthy childbirth experience, but also one that a mother can 
describe as satisfying.30  
 
 
Why are caesareans carried out? 
 
In some situations there is clear evidence that a caesarean is necessary to prevent the death or 
long-term damage to the mother or the baby. In most situations the evidence is less clear and 
judgements vary as to the likely benefits and risks of surgery.  
 
The National Institute for Clinical Excellence (NICE) provides clinical guidance for the NHS. A 
caesarean is needed in the following circumstances:  
 

• cord prolapse - when the umbilical cord comes down into the vagina in front of the 
baby, a caesarean is usually necessary unless birth is imminent, 

• placenta praevia - when the placenta lies across the cervix towards the end of 
pregnancy or the start of labour, and 

• severe pre-eclampsia - a life-threatening condition and can only be treated by delivering 
the baby. 21,31  

  
The evidence is less clear cut and clinicians and parents’ groups debate the balance of benefits 
and risks of a vaginal birth compared with a caesarean birth for: 

 
• breech presentation – when the baby lies bottom down instead of head down,  
• failure to progress – when the progress of labour is considered to be too slow,  
• twins, and  
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• various indications of potential fetal distress. 
 

Women’s choice 
 
Some caesareans are planned because the woman has stated a preference for a caesarean birth. 
In some of these cases, the woman has tokophobia, an extreme fear of childbirth, dating from 
childhood or adolescence or the result of previous childbirth trauma. In 2001 the National Sentinel 
Caesarean Section Audit found that maternal request was the primary indication reported by 
clinicians in 7% of caesareans, though in some of these cases there were also medical reasons,2 
this is equal to just 1.5% of all births. A recent British study supports this finding, concluding that 
most women who undergo planned caesarean section have at least one clinical indication.1 
 
 
How safe are caesareans? 
 
According to a 2010 report by the WHO, caesarean section is currently one of the most frequently 
performed operations in the world. Increasingly commonplace, many health-care workers and their 
clients perceive the operation to be free from serious risks.32 In the UK, surgery is generally safe. 
Where there are clinical reasons for having a caesarean the standard of care is usually high and 
benefits can be life saving. However, a caesarean birth constitutes major abdominal surgery, and 
there are risks to both mother and baby.  

Risks for the baby 
The major risk to babies born by caesarean is that there’s a higher chance of their having 
breathing difficulties that continue for a while after the birth – 35 babies out of every 1000 born by 
caesarean suffer from breathing difficulties compared with 5 babies out of every 1000 after vaginal 
birth.21 The vaginal birth process helps a baby to breathe once he is born as labour prepares the 
baby’s lungs for breathing. Babies born by caesarean do not go through this and may be more 
likely to need care in a neonatal baby unit after birth. The risk decreases as the baby matures, and 
NICE guidelines recommend that planned caesareans should not routinely be carried out before 39 
weeks gestation.21 There is also a chance of accidental injury as up to 3% of babies born by 
caesarean will be cut during surgery.33 
 
Risks for the mother 
Recovery will take longer after a caesarean than after a vaginal birth. The most common side 
effects are the practical difficulties of looking after a newborn baby after major abdominal surgery, 
including tiredness, tenderness and pain. Different feelings and release of different hormones, the 
practical aspects of the operation and, later, abdominal pain can all affect how the mother behaves 
toward her baby in the early hours and days. This can interrupt the opportunities for skin-to-skin 
contact, breastfeeding and bonding after a spontaneous vaginal birth. After a caesarean birth 
mothers and babies are also more likely to be separated as babies often go the special care unit. 
Some insurance companies do not provide cover for the fist six weeks after birth. Not being able to 
drive can be inconvenient and create a feeling of isolation.  
 
In the longer-term, there are small but significant additional risks associated with having a scar on 
the uterus, including reduced fertility, increased stillbirth and complications affecting the placenta in 
future pregnancies.  
 
An NCT 2010 survey of first-time mothers found that women who had had a caesarean birth were 
less satisfied with their postnatal care than other women. They reported a bigger gap between their 
needs and the emotional support, physical care and information about their own and their baby’s 
health that was provided than other women. For example, 43% said that few or none of their 
emotional support needs were met in the first 24 hours.35 For some women the experience of a 
caesarean birth can be disappointing, emotionally distressing or traumatic.  
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Humanising caesarean birth 
NCT believes that a surgical birth, which involves a very different physiological and psychological 
process for both the mother and the baby, is not a simple alternative to a vaginal birth. Conscious 
efforts should be made to ‘humanise’ the caesarean experience for the baby, the mother and the 
father or other partner. Examples for parents are included in the NCT book Caesarean birth your 
questions answered, including:  

 
• seeing the baby born via a lowered screen or with a mirror, 
• being the first person to greet their baby, 
• discovering the sex of the baby themselves or deciding who they would like to give them 

this information, 
• delayed cord clamping,  
• neonatal assessments at the bedside rather than across the room, and 
• uninterrupted skin to skin with the mother or a birth partner.36 

 
 
Further information and NCT support  
 
Further, more detailed evidence-based information is available on the NCT website for journalists 
and health professionals at: www.nct.org.uk/about-us/what-we-do/research/roepregnancy-birth 
 
NCT offers information for parents including: 
 
Caesarean Birth – Your Questions Answered Available from NCT Shop for £6.50 (plus 65p 
postage and packaging) www.nctshop.co.uk/Caesarean-Birth-Your-Questions-Answered-Debbie-
Chippington-Derrick_Gina-Lowdon_Fiona-Barlow/productinfo/2163/ 
 
For details of NHS trust caesarean rates visit: www.birthchoiceuk.com/ 

 
Antenatal teachers leading NCT antenatal courses discuss caesarean birth in response to what 
parents want to cover, usually including what to expect with the procedure, how it feels both 
physically and emotionally, and the evidence for different kinds of birth in different circumstances. 
For further information about courses go to www.nct.org.uk/in-your-area 
 
If you are planning to write about caesarean birth and would like to set up interviews with 
NCT experts or want case studies of women who have had a caesarean, please contact the 
NCT Press Office on 0870 770 3238 or email press@nct.org.uk 
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