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 3 

Provision of Planned Caesarean Birth Services in the UK 4 
 5 
This is the first edition of this guidance. This guidance is for healthcare professionals who care for women, 6 
non-binary and trans people preparing for a caesarean birth, and those clinicians and non-clinicians tasked 7 
with commissioning and delivering this care. 8 
 9 
Within this document we use the terms woman and women’s health. However, it is important to 10 
acknowledge that it is not only women for whom it is necessary to access women’s health and reproductive 11 
services in order to maintain their maternal health and reproductive wellbeing. Services and delivery of care 12 
must therefore be appropriate, inclusive and sensitive to the needs of those individuals whose gender 13 
identity does not align with the sex they were assigned at birth. 14 
 15 
1. Introduction 16 
 17 
The caesarean birth rate has increased steadily over more than three decades, accounting for over 41.4% of 18 
all births in England [1], and 40.1% in Northern Ireland [2] in the financial year* 2023/24. The most recent 19 
data for Wales shows a caesarean birth rate of 37.3% in 2023 [3], whereas in Scotland the rate was 43.4% in 20 
2024 [4]. The growth in rates of planned and unplanned caesarean births have kept pace with one another 21 
and, despite a fall in the overall birth rate over the same period, the number of planned caesarean births 22 
each year in the UK continues to rise. Despite this, there is no unified national guidance on how planned 23 
caesarean birth services should be organised. Historically they have arisen organically from unplanned care 24 
in response to growing need, rather than being designed de novo to meet the requirements of women, their 25 
birth partners, or the teams who deliver these services.  26 
 27 
Royal Colleges, professional associations, and national government healthcare agencies have published 28 
clinical guidance on the provision of obstetric care in the past [5–10]. However, prior to this Good Practice 29 
Paper there has been no specific guidance pertaining to the organisation of care for women who have a 30 
planned caesarean birth. The aim of this document is to serve as a standard against which organisations can 31 
compare their services and to encourage the development of best practices in this area.  32 
 33 
Whilst women may elect to have a caesarean birth at any point in their pregnancy, the period in which this 34 
should be undertaken is more constrained than in non-obstetric elective surgical settings, fixed in relation to 35 
their expected delivery date [5]. The term “elective caesarean” may create false equivalence between 36 
planned obstetric work and non-obstetric elective care. It will therefore not be used in this paper. 37 
 38 
For the purposes of this guidance, the following definitions will be used: 39 
 40 

 Category one caesarean birth [Cat1] 41 
A caesarean birth undertaken because there is immediate threat to the life of the woman or fetus. The 42 
National Institute for Health and Care Excellence (NICE) guideline on Caesarean birth [NG192] [5] 43 
targets delivery as soon as possible, and in most circumstances within 30 minutes of the decision to 44 
proceed. 45 

 Category two caesarean birth [Cat2] 46 
A caesarean birth undertaken because there is maternal or fetal compromise, but not immediately life-47 
threatening. The NICE guideline [5] targets delivery as soon as possible, and in most circumstances 48 
within 75 minutes of the decision to proceed. 49 

                                                           
* The UK financial year denotes the tax year from 6 April to the following 5 April (inclusive). 
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 Category three caesarean birth [Cat3] 50 
A caesarean birth undertaken where there is no maternal or fetal compromise, but where an early birth 51 
is required. The NICE guideline [5] does not put a target on the decision-to-birth interval for Cat3 52 
procedures. 53 

 Category four caesarean birth [Cat4] 54 
A caesarean birth timed to suit a woman or healthcare provider. The NICE guideline [5] stipulates that 55 
this timing should not routinely be before 39 weeks of gestation. 56 

 Unplanned caesarean birth 57 
This term is not yet formally defined in national guidance, but is commonly held to refer to all caesarean 58 
births with Cat1–3 level urgency. However, for the purposes of service design and delivery it is 59 
important to recognise that not all Cat4 cases can be considered planned. For example, a non-labouring 60 
woman with an uneventful pregnancy at 39 weeks of gestation, newly requesting a caesarean birth, 61 
cannot fairly represent a planned case, yet clinically she is a Cat4. Consequently, the following formal 62 
definition of unplanned caesarean birth is proposed: any caesarean birth where the decision-to-birth 63 
timeframe lies within the current working week. 64 

 Planned caesarean birth 65 
This term is not yet formally defined in national guidance, but is commonly held to refer to all caesarean 66 
births with a Cat4 level of urgency. However, for the purposes of service design and delivery it is 67 
important to recognise that not all Cat3 cases should be considered unplanned. A woman at 28 weeks 68 
of gestation with recurrent antenatal haemorrhage from a placenta praevia may require a caesarean 69 
birth before she reaches 39 weeks. She requires early birth and is therefore a Cat3. Assuming she and 70 
her fetus remain stable, this can be known about several weeks in advance, and is a suitable case for a 71 
planned caesarean birth pathway. Consequently, the following formal definition of planned caesarean 72 
birth is proposed: any caesarean birth where the decision-to-birth interval spans into the next, or 73 
subsequent working week(s).  74 

 Unplanned obstetric operating list 75 
The 24/7 provision of operating theatre space, teams, and equipment for the delivery of unplanned 76 
obstetric surgical care. 77 

 Planned caesarean operating list 78 
The sessional, scheduled, and job-planned provision of operating theatre space, teams, and equipment 79 
for the delivery of planned caesarean care. 80 

 Unplanned obstetric surgical services 81 
A system, comprising staff, facilities, resources, and governance processes, tasked with providing 82 
unplanned obstetric surgical care (including caesarean birth) to women. These services are outside the 83 
scope of this document. 84 

 Planned caesarean services 85 
A system, comprising staff, facilities, resources, and governance processes, tasked with providing 86 
planned caesarean birth to women.  87 

 88 
This guidance has been provided to support the design and development of high-quality services for women 89 
who have a planned caesarean birth, to promote safer and more equitable care for all women across all four 90 
devolved UK nations, and comparable settings internationally.  91 
 92 
2. Background 93 
 94 
In the 2023/24 financial year, the caesarean birth rate in England was 41.4% [1], almost quadruple the 11.2% 95 
rate from 1989/90. Despite cyclical rises and falls in the overall birth rate, the absolute number of caesarean 96 
births each year is rising (see Appendix I). The number of caesarean births in England in 2023-–24 was over 97 
three times that seen in 1989-–90 (225 762 versus 70 952) [1]. Open access datasets for the other devolved 98 
nations [2-–4] demonstrate similar trends over the last decade. Apart from cataract surgery [11], caesarean 99 
birth is the single most common surgical procedure provided by the NHS, outnumbering total hip and knee 100 
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replacements combined [12]. The increase in numbers of caesarean operations performed each year has 101 
been driven by equal growth in planned and unplanned care (see Appendix I). 102 
 103 
Despite the growth in demand for planned caesarean births, there remains a paucity of guidance on how 104 
services that provide it should be configured to meet the needs of local populations. Survey data of UK 105 
practice [13–14] demonstrates disparities in the programming of surgical time for planned caesarean birth. A 106 
survey of UK obstetric anaesthetists found that almost a quarter of maternity units did not provide separate 107 
operating schedules for planned caesarean birth [14]. In the absence of national guidelines, local differences 108 
have arisen in the provision of planned caesarean birth services, with significant potential for real-world 109 
inequalities in the safety and quality of care that women receive. 110 
 111 
The 2023 MBRRACE-UK report of the 2019–21 triennium highlighted a fatality following a Cat3 caesarean 112 
birth undertaken out-of-hours [15]. A busy labour ward, the lack of an ’elective’ operating list, and Cat4 113 
cases taking precedence during the day, were all cited as contributing factors. The delay in summoning 114 
additional staff and administering blood products in the evening also contributed to this adverse outcome. 115 
The Royal College of Anaesthetists 7th National Audit Project (RCoA NAP7) project [16] identified that 27% of 116 
Cat3 caesarean births occurred outside of regular working hours [17]. 117 
 118 
The RCoA NAP7 project also identified that, for every four Cat4 births in the UK, there was one Cat3 [17]. 119 
There were 99 783 Cat4 births in England in 2023/24 [1]; the current Cat3 burden in England is therefore 120 
approximately 25 000 per annum. At least some of this work can and should be planned for, where possible, 121 
incorporating it into services that provide planned caesarean care to women during normal working hours. 122 
This will reduce Cat3 birth’s exposure to the risks of out-of-hours operating, as outlined in the 2023 123 
MBRRACE-UK report [15]. 124 
 125 
This paper specifies the features of high quality and more equitable planned caesarean birth services, the 126 
safety of which should be reflected in the experiences of those receiving and providing this care. Delivering 127 
these services will improve the quality of care afforded to women. It will help maternity units achieve a more 128 
predictable workflow and provide training opportunities for clinical staff, in line with the recommendations 129 
of the Ockenden report [18]. 130 
 131 
The specifications outlined in this guidance will assist with benchmarking and assessment of planned 132 
caesarean birth services by statutory care quality regulators, by indemnity providers, but most importantly 133 
by the women for whom services are configured to care. 134 
 135 
3. Summary of features of high quality, safer, and more equitable planned caesarean birth services 136 
 137 
i. The service should be led by a senior obstetrician, a midwife and an anaesthetist, with job programmed 138 

time set aside for administrating the functions of the service. 139 
ii. All women booked for planned caesarean birth should receive midwife-delivered pre-anaesthetic 140 

assessment and counselling. Women identified as being medically or surgically complex should receive a 141 
review by a senior anaesthetist (in a scheduled clinic) prior to the day of their planned caesarean birth. 142 

iii. A pre-determined number of dedicated planned caesarean operating sessions should be provided to 143 
meet the needs of the population utilising the service. 144 

iv. Dedicated planned caesarean operating sessions should be resourced such that: 145 
a. Planned caesarean birth services do not subtract human resources, materials, or theatre space or 146 

time from unplanned obstetric care. 147 
b. Planned caesarean births can progress without interruption from unplanned care. 148 
c. Planned caesarean births can take place as scheduled. 149 
d. Planned caesarean births can occur within predefined working hours. 150 
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v. The service should publish standard operating procedures, utilising locally agreed complexity-balancing 151 
decision aids, to result in a balanced case-mix across the allocated theatre time, on a week-by-week 152 
basis. 153 

vi. The service should develop modelling systems to prospectively identify weeks in which demand for 154 
planned caesarean birth is predicted to outstrip supply of dedicated theatre time and publish standard 155 
operating procedures for mitigating for predicted peaks in advance of these occurring. 156 

vii. The service should publish standard operating procedures for urgently activating extra operating 157 
capacity during weeks in which demand for planned caesarean birth unexpectedly outstrips the supply 158 
of dedicated theatre time. 159 

viii. The service should develop processes to retrospectively investigate weeks in which demand for planned 160 
caesarean birth unexpectedly outstripped supply of dedicated theatre time, to inform their modelling, 161 
update their standard operating procedures, and reduce such occurrences in future. 162 

ix. The service should audit its concordance with the specifications in this guidance and publish these data, 163 
alongside feedback from women and birth partners regarding their experiences of planned caesarean 164 
birth. 165 

 166 
4. Clinical leadership of planned caesarean birth services 167 

 168 
Clearly defined clinical leadership structures and governance processes are a key component of high-quality 169 
healthcare services. In the historical context of low overall caesarean birth rates and numbers, it is 170 
reasonable that planned care could be managed as an offshoot of labour ward activity. However, in the 171 
present context, where rates of planned and unplanned care have grown significantly, shared leadership of 172 
these services is not sustainable. 173 
 174 
i. The service should be led by a senior obstetrician, a midwife and an anaesthetist, with job 175 

programmed time set aside for administrating the functions of the service. 176 
 177 
Organisations that deliver planned caesarean birth services should appoint a lead senior (consultant or 178 
Specialist, Associate Specialist and Specialty [SAS] doctor) obstetrician, a senior midwife, and senior 179 
(consultant or SAS doctor) anaesthetist, each with job-planned time and shared responsibility for co-180 
ordinating and administrating the functions of the service. 181 
 182 
The leadership team’s responsibilities should include (but not be limited to): reviewing forthcoming lists 183 
to ensure appropriate complexity and colleague skill mix; auditing the work of the service; setting the 184 
agenda for and leading improvement work pertaining to the service; developing and maintaining 185 
Enhanced Recovery After Surgery (ERAS) pathways [19–21]; and undertaking regular morbidity reviews 186 
as part of the wider governance processes of the maternity service. 187 
 188 

5.  Preparing women for their planned caesarean birth 189 
 190 
Antenatal optimisation and counselling are important components of ERAS recommendations for obstetric 191 
care [19]. Within non-obstetric planned surgical pathways, it is standard practice for all patients requiring 192 
surgery, anaesthesia, or anaesthesia-led sedation, to undergo a preoperative anaesthetic assessment before 193 
their day of surgery [22]. To be equitable with these pathways, women preparing for a planned caesarean 194 
birth should be afforded an equivalent level of care. 195 
 196 
ii. All women booked for planned caesarean birth should receive midwife-delivered pre-anaesthetic 197 

assessment and counselling. Women identified as being medically or surgically complex should 198 
receive a review by a senior anaesthetist (in a scheduled clinic) prior to the day of their planned 199 
caesarean birth. 200 
 201 
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Midwife-delivered pre-anaesthetic assessment of women booked for a planned caesarean birth will be 202 
sufficient in many cases. Alongside ensuring the timely collection of appropriate blood tests and other 203 
investigations, midwife-delivered pre-anaesthetic assessment appointments should be used to prepare 204 
women for their planned caesarean birth, counsel them about what to expect, and address any 205 
concerns about their anaesthetic, surgery and recovery. 206 
 207 
The Obstetric Anaesthetists’ Association maintain the labourpains.org website for the purposes of 208 
educating women regarding analgesia and anaesthesia options during labour and birth [23]. Their 209 
planned caesarean, or other locally produced resources, should be used to facilitate thorough 210 
information sharing with women, as part of routine pre-anaesthetic counselling. 211 
 212 
If during this routine pre-anaesthetic assessment a woman is identified as having complex medical or 213 
surgical needs (as defined by local policies and procedures), or if they request to speak with one 214 
regarding their care, they should receive further assessment and counselling from an appropriately 215 
trained anaesthetist, in a job-planned clinic, prior to the day of surgery. 216 
 217 

6.  Adequate provision of dedicated planned caesarean theatre time 218 
 219 
Existing national guidance has long supported ‘adequate’ provision and staffing of dedicated planned 220 
caesarean operating lists [6–10]. However, there exists no universally adopted definition of what constitutes 221 
adequacy in this context. As a result, it is difficult for planned caesarean birth services to benchmark their 222 
provision of operating sessions against existing guidance, or equivalent units. 223 
 224 
iii. A pre-determined number of dedicated planned caesarean operating sessions should be provided to 225 

meet the needs of the population utilising the service. 226 
 227 
The universal adoption of an objective measure for determination of what constitutes an adequate 228 
number of half-day planned caesarean operating sessions per week is recommended, with reference to 229 
local birth and caesarean rates. A tool is provided (see section 10) by which this number can be 230 
determined for individual services, based on the total number of births and overall caesarean rates 231 
within their units. 232 
 233 
Planned caesarean birth services should determine and publish the minimum required weekly number 234 
of dedicated operating sessions that would meet the need of their local population, utilising the tool 235 
provided or through analysis of their own current and projected activity levels. Failure of a service to 236 
provide dedicated operating time at this agreed minimum adequate level should trigger discussions 237 
with local risk management teams and placement of the discrepancy on the organisational risk register. 238 
 239 
Where specialised services exist that care for pregnant women with the highest risk of complications 240 
(for example women with congenital or acquired heart disease, or those with placenta accreta 241 
spectrum disorder), local processes should be developed to arrange adequately staffed operating 242 
sessions in addition to those provided for routine planned caesarean birth. 243 
 244 

7. Providing dedicated operating sessions 245 
 246 

A session of planned caesarean operating can only be considered ‘dedicated’ if it does not share material, 247 
infrastructure, or human resources with unplanned care. The general and orthopaedic surgical communities 248 
in the UK have a long-established culture of delineating planned and unplanned work, such that it is deemed 249 
inappropriate for each to encroach routinely upon the other [2423–28]. 250 
 251 

https://www.labourpains.org/
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The co-resourcing of planned and unplanned obstetric care remains a feature of current UK practice [13–14], 252 
almost a quarter of a century after other surgical disciplines abandoned such approaches. However, the line 253 
between planned and unplanned care is more complex in obstetrics than for other surgical disciplines. It is 254 
likely that separately resourced services may still require co-location within the same clinical areas, to 255 
maximise safety through accessibility of shared services (for example, rapid access to neonatal or maternal 256 
resuscitation support). 257 
 258 
An appropriate staffing model for planned surgery is provided by the Association for Perioperative Practice 259 
(AfPP) [29]. In the obstetric context, the planned caesarean birth team should comprise: 260 
 261 

1 × senior obstetrician with no other duties 262 
1 × trained obstetric surgical assistant with no other duties 263 
2 × registered scrub practitioners 264 
1 × circulating member of theatre staff 265 
1 × registered midwife per woman 266 
1 × circulating midwifery care assistant 267 
1 × registered recovery practitioner per woman during phase one anaesthetic recovery 268 
1 × senior obstetric anaesthetist with no other duties 269 
1 × anaesthetic assistant with no other duties 270 
 271 

This represents the baseline staffing for a planned caesarean operating session. Colleagues assigned to 272 
training opportunities within the planned caesarean birth service should be allocated in addition to the 273 
above. 274 
 275 
Local policies should be created to codify enhanced staffing above this baseline required for cases involving, 276 
for example: planned caesarean birth under general anaesthetic (resulting in a longer phase one recovery); 277 
multiple pregnancies (requiring extra midwifery support); intraoperative cell salvage (requiring extra 278 
anaesthetic assistance); births as part of local specialised services (requiring multiple senior clinicians); any 279 
other commonly encountered clinical scenario requiring extra staff.  280 

 281 
iv. Dedicated planned caesarean operating sessions should be resourced such that: 282 

 283 
a. Planned caesarean birth services do not subtract human resources, materials, or theatre space 284 

from unplanned obstetric care. 285 
 286 
The provision of safer, high quality, and more equitable planned caesarean birth services must not 287 
come at the cost of diminishing these qualities in the unplanned care that maternity units provide. 288 
Service design that minimises utilisation of resources allocated to unplanned care in the planned 289 
setting is recommended.  290 
 291 
Mechanisms should be established for reporting and auditing incidents where unplanned care is 292 
delayed by one or more of its team, pieces of equipment, or operating theatres being deployed in 293 
the delivery of planned care. Quality improvement work should be undertaken to reduce multiple 294 
such occurrences within the service. 295 
 296 

b. Planned caesarean births can progress without interruption from unplanned care. 297 
 298 
Similarly, service design that minimises the emergency utilisation of resources allocated to planned 299 
care is recommended. 300 
 301 
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Mechanisms should be established for reporting and auditing incidents where planned care is 302 
delayed by one or more of its team, pieces of equipment, or operating theatres being deployed in 303 
the delivery of unplanned care. Quality improvement work should be undertaken to reduce 304 
multiple such occurrences within the service. 305 
 306 

c. Planned caesarean births can take place as scheduled. 307 
 308 
Existing guidance recognises the need for women to be told a specific date and time for their 309 
planned caesarean birth [6]. Once a date is finalised, the planned caesarean should proceed on this 310 
date to minimise wider familial disruptions, for example, to birth partner’s leave or pre-existing 311 
childcare provision. Should the clinical status of a woman or her baby change prior to this date, 312 
they may fall into unplanned services and outside the scope of this document. 313 
 314 
Services should publish policies and procedures for managing the late cancellation of women on 315 
the day of their planned caesarean birth. 316 
 317 
Mechanisms should be established for reporting and auditing when planned caesarean birth takes 318 
place via any mode, at any urgency category, on any day after the date originally agreed with a 319 
woman (excepting where variance from this standard arises because of maternal choice). Quality 320 
improvement work should be undertaken to reduce multiple such occurrences within the service. 321 
 322 

d. Planned caesarean births can occur within predefined working hours. 323 
 324 
In line with the specifications set out in this document, a planned caesarean birth service that 325 
meets local needs should expect to be delivered within predefined working hours. This includes 326 
supplemental operating lists agreed in advance during times of peak demand, or to deliver local 327 
specialised services. 328 
 329 
Mechanisms should be established for reporting and auditing when planned caesarean birth 330 
operating sessions conclude after their scheduled finish time. Quality improvement work should be 331 
undertaken to reduce multiple such occurrences within the service. 332 
 333 

For each of these requirements, the planned caesarean service leadership team should prospectively agree 334 
and document a local threshold at which rates of deviation from these specifications will trigger quality 335 
improvement processes, which might include business planning to provide more operating capacity, or to 336 
staff, and utilise the existing capacity more effectively. 337 
 338 
8. Proactive planning for fluctuation in demand and workloads 339 
 340 
The recommended number of half-day operating sessions provided in section 10 represents the baseline 341 
minimum to which planned caesarean birth services should aspire. However, it remains the case that there 342 
can be significant variation in workload and acuity across the calendar year, and on a week-by-week basis. 343 
Likewise, without careful planning to properly balance case acuity across the working week, some operating 344 
lists can become overly complex, whereas others may seem less complex by comparison. 345 
 346 
v. The service should publish standard operating procedures, utilising locally agreed complexity-347 

balancing decision aids, to result in a balanced case-mix across the allocated theatre time, on a week-348 
by-week basis. 349 
 350 
When booking for a planned caesarean birth, an assessment should be made of the surgical and 351 
anaesthetic complexity associated with the woman’s case. Objective decision aids to help stratify each 352 
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case according to its predicted complexity ahead of planned caesarean birth have been described [30], 353 
although there is a paucity of validated predictive risk models in this area [31]. Developing such tools 354 
would ensure an appropriate case-mix within operating lists. One study found that, following 355 
implementation of a complexity scoring decision aid, the percentage of planned caesarean birth lists 356 
that overran was reduced from 21% to 10% [30]. 357 
 358 
Services should develop and utilise a complexity scoring system in the antenatal care of women who 359 
choose or are advised to have a planned caesarean birth. The score should be appended to the 360 
woman’s surgical booking, and mechanisms should be created to update these if they change during 361 
the pregnancy.  362 
 363 
Services should develop standard operating procedures to allocate women to specific planned 364 
caesarean operating lists, aiming to balance objective acuity scores and numbers of cases across the 365 
working week. Senior clinicians and managers should agree a maximum complexity score and number 366 
of cases acceptable for each operating session; audit and service improvement activities should aim to 367 
keep planned caesarean operating lists at or below this predefined maximum. 368 
 369 
Daily reassessment of the planned operating week should be undertaken to ensure that lists remain 370 
balanced, and that all the remaining planned care is incorporated in a safe and timely manner. Where 371 
changes are made to operating lists to maintain balance, resulting in a significant disruption to plans 372 
already shared with women preparing for a planned caesarean birth, these should be communicated to 373 
those women as soon as possible (see specification iv c, above). 374 
 375 

vi. The service should develop modelling systems to prospectively identify weeks in which demand for 376 
planned caesarean birth is predicted to outstrip supply of dedicated theatre time, and publish 377 
standard operating procedures for mitigating for predicted peaks in advance of these occurring. 378 
 379 
Planned caesarean birth services should use their unit’s current post 20-week booking levels and most 380 
recent local planned caesarean birth rates to model forthcoming workloads. Where future weekly need 381 
is predicted to peak above the predetermined adequate level (see section 10) of dedicated planned 382 
caesarean operating sessions, units should have in place standard operating procedures for activating 383 
supplemental dedicated operating lists, well in advance of this excess requirement arising. These 384 
standard operating procedures should include consideration of thresholds for requesting (and 385 
providing) mutual aid between neighbouring services, where this has been agreed between provider 386 
organisations in advance. 387 
 388 

vii. The service should publish standard operating procedures for urgently activating extra operating 389 
capacity during weeks in which demand for planned caesarean birth unexpectedly outstrips the 390 
supply of dedicated theatre time. 391 
 392 
The aim of predictive modelling is to enable forward planning and reduce exposure of the planned 393 
caesarean birth service to unexpected peaks in demand. However, when levels of demand are detected 394 
to have risen at short notice above the predetermined adequate level (see section 10) of dedicated 395 
planned caesarean operating sessions, units should have in place standard operating procedures for 396 
urgently activating supplemental dedicated operating lists. These standard operating procedures should 397 
also include consideration of thresholds for requesting (and providing) mutual aid between 398 
neighbouring services, where this has been agreed between provider organisations in advance. 399 
 400 

viii. The service should develop processes to retrospectively investigate weeks in which demand for 401 
planned caesarean birth unexpectedly outstripped supply of dedicated theatre time, to inform their 402 
modelling, update their standard operating procedures, and reduce such occurrences in future. 403 
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 404 
A marker of a high quality service is its ability to predict and respond to fluctuations in local need. 405 
Planned caesarean birth services should develop ongoing audit capability to retrospectively identify 406 
weeks in which supply of dedicated planned caesarean operating sessions was unexpectedly 407 
outstripped by excess demand. Units should aim to provide sufficient operating sessions for the 408 
required predicted workload, on a week-by-week basis. They should develop mechanisms for service 409 
improvement where this is consistently not achieved. 410 
 411 

9. Women’s experiences of their planned caesarean birth 412 
 413 
The specifications outlined in this document are designed to facilitate maternity teams to deliver high 414 
quality, safer, and more equitable planned caesarean birth services. The experiences of women and safety 415 
are inextricably linked. While the safety focus of clinical staff may be on avoiding physical harm, for women 416 
safety encompasses physical and psychological elements [32]. Women who experience psychological trauma 417 
during birth are more vulnerable to postpartum depression and post-traumatic stress disorder [33]. Systemic 418 
causes of psychological harm in maternity services were the focus of a UK All-Party Parliamentary report 419 
published in 2024 [34]; planned caesarean birth services must be designed with a focus on reducing such 420 
harms to women. 421 
 422 
Factors such as experiencing organised and coordinated care, with adherence to care plans, have been 423 
identified as important to women’s psychological safety [33,35]. Therefore, patient-reported experience 424 
measures and critical examination of patient-centred care processes should be at the centre of quality 425 
improvement for planned caesarean birth services. 426 
 427 
ix. The service should audit its concordance with the specifications in this guidance and publish these 428 

data, alongside feedback from women and their birth partners regarding their experiences of planned 429 
caesarean birth. 430 
 431 
All women undergoing planned caesarean birth should be invited to give feedback about the quality of 432 
the care they received. Units should develop mechanisms for regular review of feedback data, including 433 
processes for identifying and addressing serious issues, such as complaints, patient safety concerns, or 434 
referring complex cases to the appropriate follow-up services. Women’s views collected through this, 435 
and other locally-agreed means, should also be incorporated into ongoing development of planned 436 
caesarean birth services. 437 
 438 

10. Tools for implementation 439 
 440 
Figure 1 can be used to determine the number of half-day planned caesarean operating sessions per week 441 
that would be deemed adequate for any given service, based on its annual total births and the total 442 
caesarean birth rate. The mathematical assumptions and calculations used to generate these figures are 443 
detailed in Appendix II. 444 
 445 
To determine the adequate number of half-day operating sessions required, round up to the next 500 births 446 
per year and to the next 5% total caesarean rate. For example, a unit with 5300 births/year and a 42% total 447 
caesarean birth rate would find the intersection between row ‘5500’ and column ‘45%’, to arrive at eleven 448 
half-day operating sessions per week. 449 
 450 

Figure 1. Determining operating sessions per week based on annual and total caesarean birth rates. 451 

 452 

  Total caesarean birth rate (planned and unplanned) 

  15% 20% 25% 30% 35% 40% 45% 50% 55% 60% 
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500 0 1 1 1 1 1 1 1 1 1 

1000 1 1 1 1 2 2 2 2 3 3 

1500 1 1 2 2 2 3 3 3 4 4 

2000 1 2 2 3 3 4 4 5 5 5 

2500 2 2 3 3 4 5 5 6 6 7 

3000 2 3 3 4 5 5 6 7 7 8 

3500 2 3 4 5 6 6 7 8 9 9 

4000 3 4 5 5 6 7 8 9 10 11 

4500 3 4 5 6 7 8 9 10 11 12 

5000 3 5 6 7 8 9 10 11 12 13 

5500 4 5 6 7 9 10 11 12 13 15 

6000 4 5 7 8 9 11 12 13 15 16 

6500 4 6 7 9 10 12 13 14 16 17 

7000 5 6 8 9 11 12 14 16 17 19 

7500 5 7 8 10 12 13 15 17 18 20 

8000 5 7 9 11 12 14 16 18 20 21 

8500 6 8 9 11 13 15 17 19 21 23 

9000 6 8 10 12 14 16 18 20 22 24 

9500 6 8 11 13 15 17 19 21 23 25 

10 000 7 9 11 13 16 18 20 22 24 27 
The minimum number of half-day operating sessions recommended per week for a given annual total  
births and total caesarean birth rates. Round up to next 500 total births and next 5% caesarean rate. 

 453 
11. Future considerations 454 
 455 
Over 40% of UK births occur via caesarean; it is the most common major surgical procedure carried out in 456 
the NHS. With more women having a planned caesarean birth than at any other period in history, maternity 457 
services should give due consideration to designing and delivering services that are more equitable to other 458 
surgical disciplines. 459 
 460 
The past decade has seen an ongoing rise in caesarean birth rates and numbers, despite a decline in total 461 
births (see Appendix I). It is reasonable to believe that overall birth rates will increase again in the future. 462 
When they do, maternity units will need to be ready. The current model of reactively expanding planned 463 
caesarean birth services will not meet this growing demand. Mechanisms for incentivising healthcare 464 
providers to adopt the specifications outlined in this paper will need to be explored. 465 
 466 
These specifications are designed to offer a common set of standards to which all planned caesarean birth 467 
services should aspire, and by which they can be assessed by healthcare regulators, indemnity providers, and 468 
(most importantly) by the women who use them. Ongoing advances in care can be developed from the 469 
foundations described in this guidance, with the primary goal of equitably achieving the highest possible 470 
standards of quality and safety for everyone who experiences a planned caesarean birth. 471 
 472 
 473 
 474 
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Appendix I: Caesarean birth statistics for the devolved UK nations. 
 
The four devolved nations of the UK each publish their own maternity statistics, which are freely available 
for download and interrogation. In England, NHS Digital publish annual reports of mode of delivery for each 
tax year, dating back over several decades; at the time of publication, the most recent data was for tax year 
2023/24 [1]. The Northern Ireland Public Health Authority publish similar data by tax year, beginning 
2011/12 [2]. StatsWales has published Welsh data for each calendar year between 2016 and 2023 [3]. Public 
Health Scotland has published birth mode statistics by calendar year from 2017 through to 2024 [4]. 
 
Owing to the discrepancies in the way these data are reported, and presumed discrepancies in the way they 
are collected, it is not feasible to present a combined dataset for the whole UK. Instead, the dataset from 
England [1] is used to demonstrate the historical context of the growth in caesarean workload over several 
decades. The available caesarean rate data from Northern Ireland, Wales, and Scotland are then presented 
for comparison.[2–4] 
 
a. Total number of caesarean births recorded by NHS Maternity Statistics for England [1] per financial year 

between 1989-90 and 2023-24, separated into Cat1–3 and Cat4 caesareans. 
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b. Number of caesarean births recorded by NHS Maternity Statistics for England [1] per financial year 

between 1989/90 and 2023/24, shown in relation to the total number of births in England. Note rising 

caesarean birth numbers, despite falling total births over the last decade. 
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c. Total caesarean rates for the devolved UK nations since 2016. The data for England (ENG) and Northern 

Ireland (NI) are for tax-year commencing in the stated year. The data for Wales (WAL) and Scotland 

(SCO) are for the stated calendar year [1-4]. 
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Appendix II:  
 
Figure 1 (see section 10) shows the minimum number of half-day planned caesarean operating sessions 
required to adequately serve a given population with a total number of annual births and a known total 
caesarean rate as a percentage of total births. 
 
The following assumptions were made to facilitate its production: 
 
a. Half-day sessions 

Different settings utilise different scheduling models for planned caesarean birth. Smaller services might 

choose to have multiple short operating sessions across the week, while others might require multiple 

whole days of operating to meet the needs of the local population. The half-day was chosen as the base 

unit to make this tool applicable across all such settings. 

 
b. Half-day session lengths 

Different settings utilise different theatre scheduling models for allocating operating time. A half-day 

session length of 4 hours was chosen for the calculations in Figure 1. 

 

To convert the minimum number of half-day sessions into a context with different half-day operating 

lengths, the multiplier is 4/x where x is the local half-day operating length in hours. 

 

c. Allocated time for caesarean birth 

Consideration was given to the length of time a planned caesarean birth “should” take. The 

heterogeneity of the population presenting for this procedure, and the working practices of the 

individuals and teams providing it, presents significant challenges for producing such a figure. 

 

An estimated total anaesthetic, surgical, and theatre turnaround time of 90 minutes was chosen for 

each planned caesarean birth. 

 

d. Allocated caesarean births per half-day operating session 

The above assumptions resulted in an estimated allocation of 2.5 planned caesarean births per half-day 

operating session. This number is clearly not applicable to real-world settings, as a service cannot deliver 

half a planned caesarean birth. However, this is dealt with in the subsequent calculation, using rounding. 

 

To convert this to the number of planned caesarean births that should be allocated to half-day operating 

sessions of different lengths, the multiplier is x/4 where x is the local half-day operating length in hours.  

 

e. Estimating the number of weekdays available for planned caesarean birth operating 

Section 7 iv. d. states that ‘a planned caesarean birth service that meets local needs should expect to be 

delivered within predefined working hours’. In a calendar year, there are approximately 104 weekend 

days. Allowing for public holidays (which vary across the four UK nations) and non-operating sessions 

(such as governance or training activities), there remain approximately 250 available weekdays on which 

planned caesarean operating can take place. 

 

f. Estimating the proportion of all caesarean births that are planned 

Combining available full-year data for England, Wales, Scotland, and Northern Ireland [1-4], around 45% 

of all UK caesarean births are Cat4, with 55% being Cat1–3. As stated in section 1, there is incomplete 
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alignment of the clinical categorisation of caesarean births, as defined by NICE [5], and those which can 

be managed on planned caesarean birth pathways. 

 

The NAP7 audit identified that for every four Cat4 caesarean births in the UK, there was one Cat3 [17]. 

Applying this statistic to UK caesarean data leads to an estimated 11% of all UK caesarean births being 

Cat3. While certainly not all Cat3 caesarean births can be managed on a planned pathway, a proportion 

could and should be deferred into the next or subsequent working week(s). 

 

In the context of falling total birth numbers over the last decade, the data presented in Appendix I 

demonstrates a year-on-year increase in the total caesarean birth rates across the four UK nations. This 

increase has been approximately 2% per year for the last five years, split equally between Cat1–3 and 

Cat4 caesarean births.  

 

Ongoing growth in the UK caesarean birth rate, or an increase in the total number of UK births, will 

result in significant increased demand for planned caesarean birth services over the next decade. 

Incorporating extra capacity at the service design stage is therefore desirable. Adding the estimated 

proportion of UK caesarean births that are Cat3 (11%) to those that are Cat4 (45%) provides an upper 

limit of 56% for the estimated proportion of all UK caesarean births that could be managed within 

planned pathways. 

 
Using the above assumptions, the following equation can be used to calculate the number of half-day 
planned caesarean birth operating sessions (SP) required for a given week, where the total number of 
planned caesarean births for that week (NP) is known: 
 

𝑺𝑷 =
𝑵𝑷

𝟐. 𝟓
×

𝟒

𝒙
 

 
where 𝒙 is the length of a half-day operating session in hours. The result should be rounded-up to make a 
complete number of planned caesarean operating sessions. 
 
To populate Figure 1, the average number of planned caesarean births (NP) per working week, for a unit 
with a known total number of annual births (BT) and total caesarean rate (RT) as a percentage, was 
estimated using the following equation: 
 

𝑵𝑷 ≈
𝟓 × 𝑹𝑻 × 𝑩𝑻 × 𝑪𝑷

𝟏𝟎𝟎 ×  𝟐𝟓𝟎
 

 
where CP is the decimal proportion of all caesarean births that are planned (overestimated with an upper 
limit of 0.56 for the UK, based on the assumptions above). 
 



RCOG CONSULTATION JULY–AUGUST 2025 

RCOG Good Practice Paper No. XX Page 18 of 18 © Royal College of Obstetricians and Gynaecologists 

 

This Good Practice Paper was produced on behalf of the Royal College of Obstetricians and Gynaecologists 
by:  
Dr E Miles MA MSci MB ChB FRCA, Consultant Anaesthetist, North Bristol NHS Trust; Dr N Lucas, President: 
Obstetric Anaesthetists Association; Dr M Gosling BMBS DCH, Portfolio Pathway Clinical Fellow in 
Anaesthetics, Royal United Hospital, Bath; Dr K Makam MB ChB FRCA, Consultant Obstetric Anaesthetist, 
University Hospitals of Leicester NHS Trust; Dr C Elton, Consultant Obstetric Anaesthetist, University 
Hospitals of Leicester NHS Trust; Dr F Donald MB ChB FRCA EDAIC, Council Member, Royal College of 
Anaesthetists and Consultant Anaesthetist, North Bristol NHS Trust; Dr S Cunningham MRCOG, Consultant 
Obstetrician, University Hospitals North Midlands NHS Trust; Dr J Mountfield FRCOG, Consultant 
Obstetrician, University Hospital Southampton NHS Foundation Trust; Prof T Draycott FRCOG, Consultant 
Obstetrician, North Bristol NHS Trust; Dr G Brehaut, Consultant Obstetrician, North Bristol NHS Trust; and 
Dr C Hinton, Consultant Obstetrician, North Bristol NHS Trust. 
 
Acknowledgements 
Dr Felicity Plaat FRCA, on behalf of the Royal College of Anaesthetists; and Mr M Wilkinson, Consultant 
Obstetrician and Gynaecologist, Shrewsbury and Telford Hospital NHS Trust. 
 
The following organisations and individuals submitted comments at peer review:  
[to be completed post consultation] 
 
The Patient Safety Committee lead reviewers were: Dr CJ Calderwood FRCOG, Clydebank;  
and S Ashton-May, Director, Midwifery Policy and Practice, Royal College of Midwives. 

The Chair of the Patient Safety Committee was: Dr SL Cunningham MRCOG, Stoke-on-Trent1;  
Dr CJ Calderwood FRCOG, Clydebank2; and the Vice Chair was: Dr J Elson FRCOG, Nottingham. 

1until May 2024; 2from June 2024  

 
The final version is the responsibility of the Patient Safety Committee of the RCOG. 

 

The review process will commence in XXXX, unless otherwise indicated. 

 

 

 

 

 

 

DISCLAIMER 
 
The Royal College of Obstetricians and Gynaecologists produces Good Practice Papers as an educational aid 
to good clinical practice, based on evidence and data available at the time of publication. The ultimate 
implementation of a particular clinical procedure or treatment plan must be made by the doctor or other 
healthcare professional in light of the local clinical data and the diagnostic and treatment options available. 
The responsibility for clinical care rests with the practitioner and their employing authority and should satisfy 
local clinical governance probity. 
 
This means that RCOG guidance is unlike protocols or guidelines issued by employers, as they are not 
intended to be prescriptive directions defining a single course of management. Departure from the local 
prescriptive protocols or guidelines should be fully documented in the patient’s case notes at the time the 
relevant decision is taken. 

 


