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Abstract

Background: Despite risks associated with repeat cesareans, only
14% of deliveries in the United States were vaginal births after ce-
sareans (VBACs) in 2023. Current research demonstrates that women
from minority groups are less likely to be offered a trial of labor af-
ter cesarean (TOLAC). The purpose of this study was to determine
whether removal of race/ethnicity distinctions from the Maternal-
Fetal Medicine Units (MFMU) Network’s VBAC calculator in 2021
resulted in a more equitable distribution of TOLAC and higher VBAC
rates.

Methods: Retrospective data of patients with a previous cesarean de-
livery were gathered from January 2017 to June 2024, which was then
analyzed utilizing Chi-squared tests and logistic regression models.

Results: Overall, 1,905 births were included, of which, 25.62% of
patients identified as Hispanic and 12.65% identified as Black. Suc-
cessful VBAC occurred in 516 (27.09%) births, and 1,389 deliveries
were repeat cesareans (72.91%). Importantly, TOLAC rates increased
after MFMU’s calculator changes. However, Black patients still had
lower odds of VBAC compared to White patients after the calculator
change. When evaluating reasons listed as to why patients had a failed
TOLAC, it was more often attributed to maternal status for Black
patients than White patients.

Conclusions: Although changes in MFMU’s VBAC calculator are
correlated with increased attempted TOLAC in both Black and His-
panic patients, racial disparities in rates of successful VBAC persist.
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Introduction

Cesarean birth is known to be associated with significantly
higher morbidity than vaginal birth; however, cesarean de-
livery rates remain high in the United States (US) [1]. Cesar-
ean delivery rates in the US increased from 20.7% in 1996 to
32.1% in 2021, while vaginal delivery rates decreased overall
[2]. Cesarean section (C-section) rates made up 32.4% of de-
liveries in the US in 2024, indicating a persistent nationwide
problem [3]. Three of every five C-sections annually are pri-
mary C-sections, with four out of five patients proceeding to
have a repeat cesarean delivery because many believe “once a
cesarean, always a cesarean” [2]. Despite this common percep-
tion, it is possible, and often recommended, to have a vaginal
birth after cesarean section (VBAC) in a subsequent delivery.
If trial of labor after cesarean (TOLAC) successfully results
in a VBAC, mothers benefit from avoidance of surgery and
resultant complications, lower risk of postpartum hemorrhage
and infection, faster recovery time, and lower risk of compli-
cations in following pregnancies [4]. Despite these benefits, in
2013, only 20% of women attempted VBAC after having one
prior C-section [5]. By 2023, the percentage of deliveries that
were VBAC in the US was only 14%, and “pregnant people
still report needing to “fight” fora VBAC” [6]. These statistics
have led the American College of Obstetricians and Gynecol-
ogists (ACOQG) to call for “a reduction in the occurrence of
nonmedically indicated primary and repeat cesarean deliveries
because of the association between cesareans, higher health
care costs, and increased maternal morbidity” [7].

To better understand and assess the likelihood of VBAC
success among individual patients, the Maternal-Fetal Medi-
cine Units Network (MFMU), funded by the National Insti-
tutes of Health, released a VBAC success rate calculator in
2007 [6]. The original version of this calculator gathered in-
formation on maternal age, height, weight, body mass index
(BMI), race/ethnicity, obstetric history, and history of arrest of
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dilation or descent [6]. MFMU then determined that patients
who attempted TOLAC with a calculator score of less than
60% experienced twice the morbidity compared to those with
similar scores who underwent a C-section [6].

After its release and use, examination of the calculator
found that it assigned anywhere from 5% to 15% lower proba-
bility of successful VBAC to patients who identified as Black/
African American or Hispanic [6, 8]. As many providers uti-
lized the calculator in determining whether patients should at-
tempt a TOLAC, African American and Hispanic patients be-
came less likely to have a VBAC overall [4, 6]. A subsequent
study examining the relationship between ethnicity, race, and
repeat C-sections among women with one previous C-section
found this to be true, with results demonstrating that Hispanic
and Black patients had higher odds of repeat C-section than
White patients [9]. Despite this, however, an additional study
that collected obstetric data from an urban hospital in New
York City between 2015 and 2020 found that when given the
choice, patients who identified as Black/African American or
Hispanic/Latinx were more likely to prefer a TOLAC [2].

The inclusion of race and ethnicity in the original MFMU
VBAC calculator “codified social constructs as biological
determinants, reinforcing racial disparities” in obstetric care
in the US [10]. Associating race with biological differences
among patients can perpetuate stereotypes as well as worsen
quality of care and clinical outcomes among minority groups
[8]. Eventual realization and pushback from the greater medi-
cal community prompted MFMU to release a revised version
of the VBAC calculator in 2021 that no longer included ques-
tions about race or ethnicity [6, 11]. The updated calcula-
tor replaced those questions, which has been found to make
MFMU’s VBAC success calculator more accurate overall [6,
11-13].

This tool’s inclusion of race and ethnicity for over a dec-
ade highlights permissive stereotypes in women’s health. As
such, this study intends to analyze if TOLAC attempts and
VBAC success rates have changed overall and across different
racial/ethnic groups since MFMU removed race and ethnicity
from their VBAC success rate calculator in 2021. This study
also examined reasons listed for each delivery type to deter-
mine what factors most heavily influenced the choice of repeat
C-section or TOLAC and success of attempted TOLACs. Be-
cause “each subsequent cesarean compounds the risk of future
uterine rupture, placenta previa and accreta, hysterectomy, and
maternal and neonatal mortality,” this study aims to provide
critical information regarding what impact the calculator has
had on increasing or decreasing VBAC rates [5].

Materials and Methods

Study design

A retrospective chart review was performed between January
2017 and June 2024, collecting data from patient charts from
facilities that perform TOLAC and VBAC in a single-health
system. The overall study period was split into three time
periods for analysis, January 2017 - January 2020, February

2020 - May 2021, and June 2021 - June 2024. This allowed for
evaluation of data prior to and after MFMU removed race and
ethnicity from their VBAC success rate calculator, as well as
removal of the potentially confounding effects of the height of
the COVID-19 pandemic. Institutional Review Board (IRB)
approval from the Creighton University School of Medicine
was received on January 24, 2025 (determination: EXEMPT,;
protocol number: 2005128-02). This study did not involve re-
search on animals or humans, and as such complied with all
standards.

Patient charts were selected for this study if they had a his-
tory of one low transverse C-section delivery prior to this sub-
sequent delivery [14]. Pregnant patients of any age with term
singleton pregnancies were included. Patients were excluded if
they had any absolute contraindications to TOLAC, including
history of vertical or T-incision on the uterus, placenta previa,
placenta accreta spectrum, history of uterine rupture, or prior
uterine surgery other than cesarean. Additional fetal exclusion
criteria included malpresentation, fetal chromosomal or other
congenital anomalies, or multifetal gestation. Maternal exclu-
sion criteria included active herpes simplex virus (HSV) le-
sion, human immunodeficiency virus (HIV) positive patients
with viral load greater than 1,000, more than one prior C-sec-
tion, or no prior C-sections.

Data collection

Data were gathered from the pregnancy and delivery that im-
mediately followed the patient’s first cesarean delivery. Vari-
ables included patient age at time of studied birth, race, eth-
nicity, height, pre-pregnancy weight, parity, gravida, history
of hypertension, history of arrest of dilation/descent in prior
cesarean, delivery type, and reason listed for delivery type.
The variables collected were chosen as they are components
of the old and updated versions of MFMU’s VBAC success
rate calculator.

Data analysis

Demographic characteristics were stratified by delivery type.
Categorical variables were presented as percentages and com-
pared via Chi-square test. Categorical variables were presented
as mean and standard deviation and compared via ¢-test. Logis-
tic regression models were estimated to assess whether rates of
TOLAC and VBAC varied by 1) time period, 2) race, and 3)
ethnicity. Analyses were conducted using SAS v. 9.4 and two-
tailed P < 0.05 indicated statistical significance.

Results

Descriptives

Descriptives stratified by delivery type are provided in Table 1
for full details. Briefly, age and weight were statistically simi-
lar between no TOLAC, VBAC, and unsuccessful TOLAC de-
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Table 1. Descriptives Stratified by Delivery Type

Delivery type
Descriptives P
No TOLAC VBAC Unsuccessful TOLAC

Deliveries, N 1,174 210 516 -
Age, mean + SD (years) 29.84 +5.41 29.11 +£5.38 29.69 £5.26 0.191
Gravida, mean + SD 281 +1.27 3.14+1.65 3.25+1.66 <0.001
Parity, mean + SD 1.30 +£2.88 1.50 £1.09 1.69 +1.26 0.008
Height, mean + SD (inches) 68.87 +2.89 63.37+2 .82 63.40+3.18 0.002
Weight, mean + SD (pounds) 177.33 £49.57 173.76 + 45.79 177.23 £51.56 0.656
History of vaginal delivery, % 14.4 24.29 37.98 <0.001
History of arrest, % 42.93 35.71 26.55 <0.001
Hypertension, % 7.07 5.71 2.71 0.002
Race, %

White 72.83 51.9 63.57 <0.001

Black 9.63 20 15.5

Asian 5.88 8.57 4.84

Other 1.36 0.95 1.16

Multiracial 1.11 0.48 0.58

Missing 9.2 18.1 14.34
Ethnicity, %

Not Hispanic/Latino 74.7 72.38 63.95 <0.001

Hispanic/Latino 22.4 24.29 33.53

Missing 2.9 3.33 2.52

TOLAC: trial of labor after cesarean section; VBAC: vaginal birth after cesarean section.

liveries (P = 0.191, P = 0.656, respectively). Average gravida
was highest among unsuccessful TOLAC deliveries followed
by VBAC and no TOLAC deliveries, respectively (P < 0.001)
(Table 1). Similarly, parity was highest among unsuccessful
TOLAC deliveries and the lowest among those who did not
attempt TOLAC (P =0.008) (Table 1). Notably, only 14.4% of
patients who did not attempt TOLAC had a history of vaginal
delivery compared with 24.29% of patients who had a VBAC
and 37.98% of patients with an unsuccessful TOLAC (P <
0.001). History of arrest in a prior delivery also significantly
differed between groups, with 42.93% of patients who did
not attempt TOLAC having history of arrest in comparison to
35.71% of VBAC patients, and 26.55% of unsuccessful TO-
LAC patients (P < 0.001). History of hypertension varied sig-
nificantly between groups; 7.07% of patients with scheduled
repeat C-sections had a history of hypertension compared to
5.71% of VBAC patients and 2.71% of unsuccessful TOLAC
patients (P = 0.002; Table 1). Race and ethnicity statistically
varied by delivery type (P < 0.001, P < 0.001, respectively)
(Table 1).

Table 2 provides the race and ethnicity of delivering pa-
tients by time period. Race significantly varied between time
periods (P =0.003). This difference was largely driven by time
period 2, the height of the COVID-19 pandemic. Ethnicity
significantly varied between time periods as well (P = 0.025;
Table 2).

Attempted TOLAC and successful VBAC rates

Across all deliveries, time period 3 was associated with 63%
greater odds of attempted TOLAC compared to time period 1
(odds ratio (OR): 1.63, 95% confidence interval (CI): 1.32 to
2.01, P<0.001; Table 3). However, the rate VBAC was statis-
tically similar between time period 3 and time period 1 (OR:
1.25, 95% CI: 0.88 to 1.79, P = 0.219; Table 3). Racial and
ethnic breakdown of attempted TOLAC and successful VBAC
for each individual time period can be seen in Table 4.

Across all time periods, Black patients were associated
with 2.11 times greater odds of attempted TOLAC compared
to White patients (51.91% vs. 33.82%, OR: 2.11, 95% CI: 1.60
to 2.80, P < 0.001; Table 3). Likewise, Hispanic and Latinx pa-
tients were associated with 55% greater odds of attempted TO-
LAC compared to non-Hispanic/Latinx patients (46.00% vs.
35.47%, OR: 1.55, 95% CI: 1.26 to 1.91, P < 0.001; Table 3).
There was no statistically significant difference in the rate of
attempted TOLAC between Asian and White patients (38.39%
vs. 33.82%, OR: 1.22, 95% CI: 0.82 to 1.82, P = 0.329; Table
3). Of those that attempted TOLC, Black and Asian patients
were associated with lower odds of successful VBAC. Com-
pared to White patients, Black patients were associated with
27% lower odds of VBAC (65.57% vs. 75.06%, OR: 0.63,
95% CI: 0.41 to 0.97, P =0.038; Table 3). Asian patients were

124 Articles © The authors | Journal compilation © ] Clin Gynecol Obstet and Elmer Press Inc™ | https:/jcgo.elmerpub.com



Foley et al

J Clin Gynecol Obstet. 2025;14(4):122-129

Table 2. Descriptives Stratified by Time Period

Time period

Descriptives P
Time period 1 Time period 2 Time period 3
Deliveries, N 769 398 733 -
Race, %
White 65.28 77.39 65.76 0.003
Black 13.65 8.79 12.96
Asian 533 4.77 7.09
Other 1.17 0.5 1.77
Multiracial 0.91 1.01 0.82
Missing 13.65 7.54 11.6
Ethnicity, %
Not Hispanic/Latino 74.51 71.61 68.35 0.025
Hispanic/Latino 22.11 26.63 28.79
Missing 3.38 1.76 2.86

TOLAC: trial of labor after cesarean section; VBAC: vaginal birth after cesarean section.

associated with 54% lower odds of successful VBAC com-
pared to White patients (58.13% vs. 75.06%, OR: 0.46, 95%
CI: 0.24 to 0.88, P = 0.019; Table 3). Of those that attempted
TOLAC, patients who identified as Hispanic/Latinx were as-
sociated with 56% greater odds of successful VBAC compared
with non-Hispanic/Latinx patients (77.23% vs. 68.46%, OR:
1.56, 95% CI: 1.08 to 2.25, P = 0.020; Table 3).

Reasons for delivery type

Table 5 provides race and ethnicity stratified by reason for de-
livery method (declining TOLAC, failed induction leading to
unsuccessful TOLAC, non-reassuring fetal status leading to
unsuccessful TOLAC, non-reassuring maternal status leading

to unsuccessful TOLAC, and no reason given). Race and eth-
nicity varied by the reason (P <0.001, P=0.001, respectively).
Notably, of patients who underwent an unsuccessful TOLAC,
non-reassuring maternal status leading to unsuccessful TO-
LAC was more often attributed as the reason for subsequent
cesarean delivery for Black patients when compared to White
patients (Table 5).

Discussion

Overall, this study demonstrates that the removal of race and
ethnicity distinctions from the MFMU Network’s VBAC cal-
culator in 2021 was associated with increased attempted TOL-
ACs. Several maternal factors varied by delivery method, with

Table 3. Logistic Regression: Attempted TOLAC and Successful VBAC by Time Period, Race, and Ethnicity

Attempted TOLAC Successful VBAC?
Rate, % OR (95% CI), P Rate, % OR (95% CI), P

Time period

1: January 2017 - January 2020 33.29 Reference 48.98 Reference

2: February 2020 - May 2021 35.43 1.1 (0.85-1.42), P=0.465 62.51 1.28 (0.81-2.01), P=0.292

3: June 2021 - June 2024 44.88 1.63 (1.32-2.01), P<0.001 73.43 1.25(0.88 - 1.79), P=0.219
Race

White 33.82 Reference 75.06 Reference

Black 51.91 2.11 (1.60 - 2.80), P < 0.001 65.57 0.63 (0.41-0.97), P=0.038

Asian 38.39 1.22 (0.82 - 1.82),P=10.329 58.13 0.46 (0.24 - 0.88), P=10.019
Ethnicity

Not Hispanic/Latino 35.47 Reference 68.46 Reference

Hispanic/Latino 46.00 1.55(1.26 - 1.91), P <0.001 77.23 1.56 (1.08 - 2.25),P=10.017

20nly patients that attempted TOLAC were included in the successful VBAC analysis. Cl: confidence interval; OR: odds ratio; TOLAC: trial of labor

after cesarean section; VBAC: vaginal birth after cesarean section.
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Table 4. Logistic Regression: Attempted TOLAC and Successful VBAC Within Each Time Period by Race and Ethnicity

Attempted TOLAC Successful VBAC?
Rate, % OR (95% CI), P Rate, %  OR (95% CI), P
Time period 1: January 2017 - January 2020
Race
White 27.89 Reference 74.29 Reference
Black 46.67 2.26 (1.47 - 3.48), P=0.001 61.22 0.55(0.27 - 1.09), P=0.085
Asian 26.83 0.95(0.46 - 1.94),P=0.884 54.55 0.42 (0.12 - 1.44),P=0.167
Ethnicity
Not Hispanic/Latino 30.89 Reference 66.67 Reference
Hispanic/Latino 43.53 1.72 (1.21 - 2.45), P=0.002 72.97 1.35(0.74 - 2.46), P=0.328
Time period 2: February 2020 - May 2021
Race
White 33.77 Reference 76.92 Reference
Black 48.57 1.85(0.92-3.744),P=0.086  76.47 0.98 (0.29 - 3.27), P=0.967
Asian 36.84 1.14 (0.437-2.99),P=0.784  42.86 0.23 (0.05 - 1.08), P=0.062
Ethnicity
Not Hispanic/Latino 35.79 Reference 70.59 Reference
Hispanic/Latino 34.91 0.96 (0.6 - 1.53), P=10.871 78.38 1.51 (0.62 - 3.68), P=0.364
Time period 3: June 2021 - June 2024
Race
White 40.04 Reference 74.61 Reference
Black 58.95 2.15(1.37-3.36), P=0.001 66.07 0.66 (0.35 - 1.26), P=10.208
Asian 48.08 1.39(0.78 - 2.46), P=0.264 64.00 0.60 (0.25 - 1.46), P=10.262
Ethnicity
Not Hispanic/Latino 40.52 Reference 68.97 Reference
Hispanic/Latino 53.55 1.69 (1.22 - 2.34), P=0.002 79.65 1.76 (1.02 - 3.04), P=0.042

20nly patients that attempted TOLAC were included in the successful VBAC analysis. Cl: confidence interval; OR: odds ratio; TOLAC: trial of labor
after cesarean section; VBAC: vaginal birth after cesarean section.

Table 5. Descriptive Characteristics by Reasons for Delivery Type

Reason for delivery type
Descriptives Declined Preference for Failed Fetal Maternal Successful No reason P
TOLAC TOLAC induction status status TOLAC given
Deliveries, N 1,165 5 124 66 11 511 18 -
Race, %
White 72.70 40.00 54.84 48.48 36.36 63.80 72.22 <0.001
Black 9.61 60.00 13.71 28.79 45.45 15.07 11.11
Asian 5.92 0.00 11.29 6.06 0.00 4.89 0.00
Other 1.37 0.00 1.61 0.00 0.00 1.17 0.00
Multiracial 1.12 0.00 0.00 1.52 0.00 0.59 0.00
Missing 9.27 0.00 18.55 15.15 18.18 14.48 16.67
Ethnicity, %
Non-Hispanic/Latino 74.76 100.00 71.77 74.24 72.73 63.60 66.67 0.001
Hispanic/Latino 22.49 0.00 25.00 22.73 18.18 33.86 22.22
Missing 2.75 0.00 3.23 3.03 9.09 2.54 11.11

TOLAC: trial of labor after cesarean section.
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increased gravidity, increased parity, and history of vaginal de-
livery more commonly found with attempted TOLAC. When
the MFMU Network’s VBAC calculator accounted for race, it
predicted that Black and Hispanic women would have lower
success with VBAC, and therefore patients were less likely to
be counseled on a TOLAC. Based on this study’s results, after
removing race and ethnicity from the calculator, the likelihood
of successful VBAC:s still varied significantly by race. While
Black patients were associated with greater odds of TOLAC
compared to White patients, they were associated with lower
odds of a successful VBAC.

We found that the most common reasons for unsuccess-
ful TOLAC included failed induction, failure to progress, and
arrest of dilation or descent. Previous studies identified in-
creased risk for unplanned C-sections among Black women
with non-reassuring fetal status as the most likely indication
for C-section [15, 16]. In contrast, this study found that the
reasons Black patients were listed as failing TOLAC fell un-
der the general category of “maternal status” as compared to
White patients. In this study, maternal status had several de-
scriptions, including “maternal exhaustion,” “patient did not
desire to continue with trial of labor,” and “uterine rupture.”
Despite changes to the MFMU VBAC calculator to eliminate
racial and ethnic distinctions, Black patients continue to have
lower rates of successful VBAC than White patients. This
result necessitates further investigation into potential biases
that impact not only the offering of TOLAC, but also the
amount of time that is given before converting to a C-section.
Many of the reasons listed are more subjective measures of
determining the need for a C-section and can vary between
providers. These findings should prompt further studies into
what “maternal status” means to both patients and providers,
as well as how possible provider bias may impact TOLAC
length and VBAC opportunities available to patients from
different demographic groups. This will provide a clearer
idea of what TOLAC should entail and at what clear points a
conversion to C-section may be necessary, working to create
more equitable opportunities for TOLAC for patients of all
backgrounds.

Previous studies have demonstrated that Black women
may experience less respectful and autonomous care compared
to their White counterparts [17]. It has been found that women
who have had VBACs, women who identify as non-White,
and women who declined care/had a difference of opinion
with their providers were more likely to experience subsequent
mistreatment and disrespect [17]. Racial disparities in shared
decision-making partnerships may contribute to the lower lev-
els of successful VBACs despite the increase rate of attempted
TOLACs among Black patients.

Despite Black patients having lower odds of successful
VBAC, Hispanic/Latinx patients were significantly associated
with greater odds of attempted TOLAC and successful VBAC
compared to non-Hispanic patients. This result emphasizes
the idea that removing ethnicity from the VBAC calculator
may have led to increased conversations about TOLAC and
eventual increases in successful VBACs within the Hispanic
population. Interestingly, previous studies found that English-
speaking Hispanic patients had significantly higher odds of

repeat C-section than Spanish-speaking Hispanic patients [9].
This may explain our findings; if Hispanic patients included in
this sample were predominantly Spanish speaking. Although
this study did not examine primary language because that is
not included in MFMU’s VBAC success rate calculator, fu-
ture studies should evaluate how maternal primary language
impacts TOLAC decision making and successful VBAC out-
comes among patients.

While the elimination of race from the MFMU VBAC cal-
culator was an important step towards dismantling the associa-
tion of race with biological differences, these changes were not
sufficient in this study group to create equitable rates of suc-
cessful VBAC between Black and White patients. While there
are objective factors that may aid in deciding when to attempt
a TOLAC and when to convert to a C-section, the decision
ultimately reflects numerous individual, social, and systemic
factors. Various health comorbidities impact the likelihood
of TOLAC differently for patients of varying demographic
groups. Socioeconomic factors and structural barriers also im-
pact provider offering of TOLAC, particularly among under-
served groups. For example, it has been found that paying out
of pocket for a birth may result in increased TOLAC attempts
among White patients but decreased TOLAC attempts among
Black patients [18].

In addition to maternal characteristics such as gravida,
parity, and history of vaginal delivery, it is also important to
consider the impact of previous experiences and an individ-
ual’s autonomy [19]. As documented throughout literature,
women who are higher gravida tend to feel that they have
more control over their own body, which may lead to them
feeling more empowered to attempt a TOLAC as compared
to women with lower gravida [20]. In addition, women who
have stronger support systems may be more likely to attempt a
TOLAC, as it has been shown that engagement of families can
enhance TOLAC acceptance [21-23]. While sense of control
and strong support systems may help enhance TOLACS, it is
also important to help women feel empowered through proper
counseling and education. These interventions can help create
positive relationships with clinical providers [19, 21-23].

Although this study’s results highlighted a specific in-
crease in TOLAC with persistent disparities in successful
VBAUC, research studies conducted in different health institu-
tions have found conflicting evidence [24]. Further research is
required to confirm whether or not removal of race and ethnic-
ity from MFMU’s VBAC success rate calculator is having the
positive impact on TOLAC rates that this study demonstrates.
This study also identified individual factors associated with in-
creased TOLAC attempt. Future investigation should evaluate
the social and system factors that influenced the increase in
TOLAC:S in this population. Future investigations and inter-
ventions should also focus on strengthening shared decision-
making partnerships to ensure that there is equitable treatment
of birthing patients.

Limitations

This study was limited by the availability of information pro-
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vided in patient charts. It is possible that more detailed ex-
planations of reasoning for delivery type were considered but
not recorded in the chart. The sample size of Black patients in
this sample was relatively small, which may have impacted
results. It is also possible that patients had unlisted indica-
tions for a certain delivery type that researchers could not ob-
tain due to lack of documentation. Along with this, patients’
primary language was not recorded in this study. While this
variable was not collected as it was not included in either the
original or revised VBAC success rate calculator, language
barriers may have impacted TOLAC/VBAC discussions.
Despite these limitations, researchers thoroughly reviewed
charts to ensure that all available relevant information was
gathered to preserve the quality of the study. This also high-
lights the importance of more specific documentation of de-
livery type to ensure that any repeat C-section deliveries are
justified.

Another limitation that this retrospective study faced is
external generalizability. This study focused solely on hos-
pitals within a single-health system that perform VBACs in
a mid-sized city. Although the patient population in this area
is diverse, future research could benefit from expanding the
patient population to provide results that are more general-
izable across US regions and a variety of health institutions
given the regional, demographic, and institutional variations in
VBAC practices. The methods utilized in this study can only
demonstrate association, not causal inference. As such, further
studies may be needed to validate results. Finally, a limitation
of this retrospective study was an inability to gather further
information from patients. An avenue for future study on this
topic could include performing interviews or giving surveys
to patients to detail more information about their preference
for delivery type. This would allow researchers to evaluate the
research question prospectively and determine patient under-
standing of both the benefits and risks of TOLAC and repeat
C-section deliveries.

Conclusion

In the single-health system included in this study, results have
shown that eliminating racial and ethnic distinctions from the
MFMU’s VBAC success rate calculator increased attempted
TOLACs among non-White patients. Despite this, however,
rates of successful VBACs are still not higher for Black pa-
tients. Further studies must evaluate this research question
across diverse and geographically distinct populations, pos-
sibly at a national level, to expand available results and make
data more generalizable.
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