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Elective and Emergency Caesarean Sections  

  

 1.  INTRODUCTION  

Caesarean section (CS) is a major abdominal surgery with associated risks, 

therefore pregnant women should be provided with evidence-based information 

about CS during the antenatal period, as one in four women will have a CS.   

The five most common indications for CS include failure to progress in labour, fetal 

compromise, previous CS, breech and maternal request.  

Appropriate and expedient timing of caesarean section is necessary for good fetal 

and maternal outcome. If timing allows, a regional block is safer than general 

anaesthesia as it results in less maternal and neonatal morbidity.  

If a trial of operative vaginal delivery is undertaken in theatre, the possibility of an 

emergency section needs to be anticipated therefore appropriate working regional 

blocks should be instituted and appropriate consent taken before the procedure 

begins.  

The aim of this guideline is to ensure safety and consistency in the quality of care 

experienced by pregnant women who undergo a caesarean section. Where 

appropriate, separate guidelines indicating additional management should be used in 

conjunction with this guideline.   

  

 2.  SHARED DECISION MAKING AND CONSENT  

  

2.1   Provision of information  

• The information during consent should include the following:  

1. Indication for  CS  

2. What the procedure involves  

3. Benefits and risks  

4. Implications for future pregnancies and birth after CS.  

• Each patient should have a consultation with an obstetric registrar or 

consultant in order to make an informed decision. An obstetric trainee SHO 

may complete the consultation and gain consent under supervision.  

• Ensure the patient’s dignity, privacy; views and culture are respected, while 

considering the clinical situation.  
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• The benefits and risks of caesarean section should be discussed in 

accordance with RCOG Consent Advice 7 (Appendix- 4)  

• Written consent (or verbal in exceptional circumstances like a Category 1 CS) 

must be obtained prior to transfer to theatre.  

• A copy of the consent form must be offered to the patient.  

• An interpreter must be used either in person or via ‘Language Line’ for those 

speaking a different language.  

• Patients with disabilities or learning difficulties should be individually assessed 

for capacity prior to any decision making or taking of consent.   

  

2.2    Patients who decline a caesarean section:  

  

• A mother with full capacity is entitled to decline treatment such as CS even 

when it may appear to be safest mode of delivery. Document the factors 

based on which patient declines the CS.  

• If out of hours, the consultant must be immediately informed when this 

situation arises. A second consultant opinion may be sought in such 

situations.   

  

2.3   Elective caesarean section:  

  

• The caesarean section should be booked using the relevant form (Appendix- 

1) around 36 weeks or earlier and submitted to the Antenatal Clinic Office.  

• When steroids are required, appointments must be made with DAU or ward 31 

(out of hours).   

• The consultant obstetrician/ registrar should document the proposed plan and 

date for caesarean section in the notes.   

• The patient will be contacted by the booking team to confirm the dates of 

caesarean section and preoperative assessments.   

  

Elective caesarean section for maternal request:  

  

Women, who request CS, when there is no clinical indication, should be offered the 

opportunity to explore the reasons behind the request in a non-judgemental way.  

Clear documentation of the reason for request, benefits and risks of caesarean 

section should be maintained.  

  

If caesarean section is requested due to tocophobia or severe anxiety around 

childbirth (following abuse or previous traumatic birth), a referral to Ocean service 

should be offered (email- elft.bedlutonocean@nhs.net)  

If vaginal birth is still not an acceptable option, two consultant obstetricians are 

required to approve the request.   

  

Patient should also be offered a referral to the birth options clinic.  

  

This should be clearly documented as informed maternal choice.  
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2.4   Non-elective caesarean section  

All CS should be graded in accordance with NICE 2011 definitions:  
CATEGORY  PREVIOUS NOMENCLATURE  DEFINITION  MAXIMUM DECISION  

TO DELIVERY  
INTERVAL TIME  

1  Emergency  Immediate threat to life 

of woman or baby  
30 minutes  

2  Urgent  Maternal/ fetal 

compromise, which is 

not immediately 

lifethreatening.  

75 minutes  

3  Scheduled  No maternal/ fetal 

compromise but needs 

early delivery  

Preferably daytime 

within 24 hours  

4  Elective  Delivery timed to suit 

woman or staff  
No timing limitations  

  

If the obstetric registrar makes the decision, the indication and urgency of delivery 

must be addressed with the consultant obstetrician on call. If the obstetric registrar is 

occupied facilitating the birth another senior member of the team should inform the 

consultant as soon as practical.  

• The Labour ward coordinator must be informed as soon as the decision and 

level of urgency for CS is confirmed. She would then alert the appropriate 

teams including the anaesthetist, theatre team and neonatologist.  

• The time of decision and urgency of delivery must be clearly documented in 

the maternity notes using the categorisation sticker (Appendix 7).  

• If there is any change in the clinical situation while waiting the case should be 

escalated to the obstetric registrar or consultant on call and recategorised.  

• If oxytocin was being administered in labour, it should be stopped when a 

decision for delivery by CS is made.  

• If the woman is nearly fully dilated before transfer to theatre, an examination 

under anaesthesia should be performed before proceeding to caesarean 

section.   

• A Category 1 CS should be performed if there is a failed trial of operative 

vaginal delivery.   

  

Delay in undertaking the caesarean section:  

  

The decision to delivery interval depends on the categorisation of CS. If there is a 

delay, the time and reason for delay in undertaking the CS must be clearly 



6  
CG10L Elective and Emergency Caesarean Sections  

  

documented on the available sticker. An incident form should be completed if the 

delivery could not be achieved in the appropriate time-frame.  

  

Category 1 caesarean section:  

  

When a decision is made for Cat 1 CS, assistance should be summoned by 

contacting switchboard with information on which theatre the team should attend. 

The switch will put out a voice over message on the bleeps of the labour ward 

registrar (726), gynae registrar (028), SHO (140), consultant (515), senior midwife 

(550), anaesthetist (600), ODP (800), neonatal SHO (195) and neonatal registrar 

(731).   

There is an additional WHO surgical checklist for all category 1 caesarean sections 

(Appendix 6). This needs to be completed on top of the routine maternity adapted 

WHO checklist (Appendix 5).   

  

Opening a second obstetric theatre:  

If the use of a second obstetric operating theatre is required out of hours, the 

consultant must be called in if non-resident. The Labour Ward and Theatre 

coordinators must be informed and SOP for Opening Extra Obstetric Theatre 

arrangements must be followed.   

  

  

 3.  PREPARATION FOR CAESAREAN SECTION   

  

3.1     Preparation for caesarean section (Category 4/elective)  

All women should be invited to a preop appointment and provided with a pack that 

includes information on the following:  

1. What caesarean section involves (Appendix 2)  

2. MRSA (Appendix 3), Covid swabs  

3. Blood tests (Full blood count, Group and save) 4. Notes for mother if listed in 

the am list include:  Advice on no food from midnight, water up to 06:00 am  

Take 40mg Omeprazole oral tablet - one at 18:00 the evening before surgery 

and one at 06:00 on the morning of the surgery with sip of water To arrive on 

ward at 07:30  

5. Notes for mother if listed in the pm list include:  Advice 

on no food from 06:00 am, water up to 10:00 am  

Take 40mg Omeprazole oral tablet - one at 18:00 the evening before surgery 

and one at 06:00 on the morning of the surgery with sip of water  

  

To arrive on ward at 11:30  

  

 3.2    Preparation for Category 1 or 2 (non-elective) caesarean section  
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1. A recent full blood count and group and save should be sent unless done in the 

preceding 72 hours. If bloods are to be taken it would be appropriate to site a 

venflon at the same time   

2. MRSA, Covid swabs should be obtained.  

3. The mother should receive omeprazole. Route of administration should be 

discussed with the anaesthetist  

4. Decision to wait for blood and swab results would depend on the urgency of the 

caesarean section  

  

4.        MANAGEMENT IN THEATRE AND CHECKLISTS  

  

• All patients should wear patient identity wrist bands (x2)  

• A surgical safety checklist (WHO) should be completed in presence of 

obstetrician, anaesthetist, ODP, midwife, theatre scrub team, recovery nurse 

and a neonatologist if required (Appendix 5)  

• A team huddle should take place before transfer of patient to theatre (except 

Category 1and Category 2 caesarean sections).   

  

 4.1  Antibiotic prophylaxis  

• Offer women prophylactic antibiotics at CS before skin incision  

• The anaesthetist should give 1.5g Cefuroxime intravenously before “knifeto-

skin”. This can be administered up to 30 minutes before the anticipated start to 

the procedure in the theatre   

• Substitute 900mg Clindamycin intravenously, if there is a history of allergy to 

Penicillins or Cephalosporins. Add intravenous Teicoplanin or vancomycin 

(after cord-clamping) if high risk of methicillin-resistant Staphylococcus 

aureus.   

  

 4.2   Skin and Vaginal preparation  

  

Skin prep:  

An alcohol-based chlorhexidine skin preparation should be used. If allergic to 

chlorhexidine or unavailable, alcohol-based iodine skin preparation can be used.  

  

Vaginal prep:  

Aqueous iodine vaginal preparation should be used for all patients undergoing 

nonelective caesarean section, who have been in labour, to reduce the risk of 

endometritis. If unavailable or allergic to iodine, aqueous chlorhexidine vaginal 

preparation can be used.  
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4.3    Management specific to caesarean section under general anaesthesia  

  

• Birth partner request to remain in Delivery Suite outside obstetric theatre.  

• Insert urinary catheter, antiseptic skin preparation and surgical draping 

completed prior to induction of general anaesthesia.   

• Ensure neonatal staff are present to help the midwife as babies may be born 

in poor condition.  

  

  

4.4     Women’s preferences during CS  

  

Women’s preferences for the birth, such as playing music in theatre, lowering the 

surgical drapes to see baby being born, birth partner trimming the cord, should be 

accommodated whenever possible. To maintain sterility we recommend partner trim 

the cord once baby is with the midwife.  

  

4.5     At delivery  

  

An indwelling urinary catheter should be inserted prior to surgery and should be left in 
situ at least until any regional anaesthesia has worn off and the woman is fully mobile.  If 
case of any surgical complications that necessitate the catheter being left in for longer 
than usual, this must be clearly documented in the post-operative instructions section of 
the C/S proforma, which must be read by all members of staff involved in the care of the 
woman post-operatively.  
  

Paired cord blood samples must be taken for all non-elective CS.  

  

4.6    Care of the newborn  

  

An appropriately trained practitioner (member of neonatal team) skilled in the 
resuscitation of a newborn should be present at CS performed under general 
anaesthesia or where there is suspected fetal compromise as these infants are a greater 
risk of needing resuscitation. Early skin-to-skin contact for mother and baby improves 
bonding and breast-feeding outcomes. The baby should therefore be given to the 
mother or her partner and not be removed from the mother to the crib/resuscitaire unless 
there is evidence of neonatal compromise. Performance of routine checks and weighing 
should follow the same procedure as at a vaginal birth.   
Mothers who have had CS should be given additional support to establish breast 
feeding.  
  

4.7     After delivery  

  

The findings and procedure must be discussed with the woman and partner by the 

obstetrician. Implications for future delivery must be discussed and documented.  
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4.8    VTE prophylaxis  

All women admitted in maternity should undergo a risk assessment for thrombo-embolic 
disease following the RCOG guideline for VTE. This should be reviewed for all women 
who undergo caesarean section. It is the responsibility of the surgeon and anaesthetist 
to undertake the risk assessment and ensure that LMWH/ TED stockings or alternative 
(Geko®/Flowtrons) is prescribed.   
  

  

4.9   Record keeping  

  

The documentation tool to record elective and emergency caesarean sections are 

different (Appendix 8- Pink elective CS documentation tool, Appendix 9- non-elective 

CS documentation tool). It is essential that the procedure is recorded and discharge 

letter is completed.   

It is particularly important that all of the following are documented:   

• Indication - should include ALL relevant factors leading to decision for 

caesarean section.   

• The reasons for any delay in performing the procedure   

• Clinical findings prior to CS and those found at the time of section   

• Any intra-operative complications such as any extension of uterine incision, 

bladder or bowel trauma; and haemorrhage   

• Post operative instructions especially management of haemorrhage or timing 

of catheter removal   

• Prophylactic antibiotics given   

• Thrombo-embolic disease assessment and need for LMWH – prescribe it if 

required   

• Paired cord pH results for all non-elective CS (clearly document reason if not 

done)   

• Suitability or otherwise for VBAC (if first C/S) – decisions that the woman is 

NOT suitable for VBAC may only be made after discussion with a consultant.   

• If non-absorbable sutures or staples are used for wound closure, the 

postoperative plan and discharge letter should contain clear guidance on 

removal.  

• If patient is suitable for midwifery-led discharge.  
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5. Auditable Standards  

  

  

Standards to be audited  Lead  

for the 

audit  

Frequency, audit  
Tool and  
Methodology  

Reporting 

arrangements  
Acting on 

recommendations 

and Lead (s)  

Change in practice and 

lessons to be shared 

Dissemination of 

results/action plans.  

Standards for elective caesarean 

section:  
1. Indication, 

categorisation and 

timing of emergency 

caesarean sections.  
2. Gestation at which 

elective caesarean 

sections are 

performed- should be 

at or after 39 weeks 

unless an earlier 

delivery is indicated 

due to maternal/ fetal 

reasons.  
3. Consultant 

involvement in decision 

for caesarean  
(elective and 

emergency)  
4. All patients should 

receive antibiotic and 

thrombo-embolic 

prophylaxis.  
5. Decision to delivery 

time intervals for 

Category 1 – 30 

minutes and Category 

2- 75 minutes.  
6. LSCS rate (elective and 

emergency)  

Will be  
nomin 
ated by 

the  
matern 
ity 

audit 

leads 

(Consul 

tant or  
Midwif 
e) as in  
the  
Forwar 
d Audit 

Plan.  

This will be 

performed as per 

the forward audit 

plan.  

  
Data will be 

collected using an 

audit proforma 

(designed by the 

auditors and 

approved by the 

maternity audit 

leads.  

  
The auditors will 

analyse the data and 

develop 

recommendations 

and action plans 

from the audit 

results.  

The audit results, 

recommendations  
and action plans will 

be presented either 

at an audit meeting, a 

Clinical Governance 

day or at a Risk and 

Audit meeting.  

The O & G Risk and 

Governance Committee  
will approve 

recommendations and 

action plans to be 

implemented within a 

specific time frame.  

  
The auditors will 

implement and monitor 

action plans with 

support from the  
clinical leads, senior 

midwives and pertinent 

groups.   

  
There will be sixmonthly 

update of action plans.  

  
The O & G Risk and 

Governance Committee 

will oversee the 

implementation and 

monitoring of the 

action plans.  

The audit results and 

approved action plans 

will be disseminated by 

the maternity audit team 

to all relevant staff 

groups, pertinent 

meetings and through the  
Delivery Suite newsletter, 

Audit and Guidelines 

newsletter, the Senior 

Staff meetings, the 

Delivery Suite Forum and 

by email.  

  
The Trust Audit and  
Clinical Effectiveness 

Group will be updated 

regularly by the maternity 

audit team.   

  

  

  

  

  



11  
CG10L Elective and Emergency Caesarean Sections  

  

  

  

  

  

  

  

  

  

6. REFERENCES  

  

  

1. Thomas J et al. Royal College of Obstetricians and Gynaecologist Clinical 

Effectiveness Support Unit. The National Sentinel Caesarean Section Audit 

Report. London RCOG press; 2001.   

  

2. Caesarean section. NICE clinical guideline NG 192 published 31/03/2021 

Available from:   

https://www.nice.org.uk/guidance/ng192/chapter/Recommendations  

  

3. MBRRACE-UK: Mothers and Babies: Reducing Risk through Audits and 

Confidential Enquiries across the UK | NPEU [Internet]. Npeu.ox.ac.uk.  

Available from: https://www.npeu.ox.ac.uk/mbrrace-uk  

  

4. Leung T, Lao T. Timing of caesarean section according to urgency. 2022.  

  

5. Classification of urgency of caesarean section. RCOG News 2000; 7(3):64   

  

6. Why Mothers Die 1997 –1999 CEMD.   

  

7. Jolly J. Walker J Bhabra K Subsequent performance related to primary mode of 

delivery. Br J Obstet Gynaecol. 1999;106:227-32.   

  

8. Enkin M, Keirse MJNC, Nielson J, Crowther C, Duley L Hodnett E & Hofmeyr J. 

Nutrition in labour in A guide to effective care in pregnancy and childbirth 3rd 

Edition.(2000) Oxford University press 259-263.   

  

9. Nishina K et al. A comparison of rabeprazole, lansoprazole and ranitidine for 

improving preoperative gastric fluid property in adults undergoing elective 

surgery. Anaeth Anal 2000 Mar;90(3):717-21.   

  

10. Morrison JJ et al Neonatal respiratory morbidity and mode of delivery at term: 

influence of timing of elective caesarean section. Br J Obstet Gynaecol.1995; 

102:101-6   

  

11. James D Caesarean section for fetal distress BMJ 2001; 322:1316 -17   

            

https://www.nice.org.uk/guidance/ng192/chapter/Recommendations
https://www.nice.org.uk/guidance/ng192/chapter/Recommendations
https://www.npeu.ox.ac.uk/mbrrace-uk
https://www.npeu.ox.ac.uk/mbrrace-uk
https://www.npeu.ox.ac.uk/mbrrace-uk
https://www.npeu.ox.ac.uk/mbrrace-uk


12  
CG10L Elective and Emergency Caesarean Sections  

  

12. Thomas J et al. National cross sectional survey to determine whether the 

decision to delivery interval is critical in emergency caesarean section. BMJ  

04;328:665-7                                      

13. Kerr-Wilson RH MS. Bladder drainage for caesarean section under epidural 

analgesia. Br J Obstet Gyneacol 1986;92: 28-30  

  

14. Smaill F Hofmeyr GJ Antibiotic prophylaxis for caesarean section             

(review).ochrane Database of reviews Volume(issue4) 2002.  

  

15. Bagratee JS et al. A randomised controlled trial of antibiotic prophylaxis in 

elective caesarean Delivery. British Journal Obstet Gynaecol 2001;108:143-148   

       

16. RCOG. Report of a working party on prophylaxis against thromboembolism in  

Gynaecology & Obstetrics. London:RCOG; 1995   

  

17. Associations of anaesthetists of Great Britain and Ireland. Recommendations for 

standards of monitoring during anaesthesia and recovery. London. Associations 

of anaesthetists of Great Britain and Ireland. 2000.   

  

18. Associations of Obstetric Anaesthetists of Great Britain. Guidelines for Obstetric 

Anaesthesia Services. Obstetric Anaesthetists Associations. London 1998.    



13  
CG10L Elective and Emergency Caesarean Sections  

  

7. A 

  
   

  



14  
CG10L Elective and Emergency Caesarean Sections  

  

  

  
  

  



15  
CG10L Elective and Emergency Caesarean Sections  

  

  
  



16  
CG10L Elective and Emergency Caesarean Sections  

  

  
  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  



17  
CG10L Elective and Emergency Caesarean Sections  

  

 



18  
CG10L Elective and Emergency Caesarean Sections  

  

  
   



19  
CG10L Elective and Emergency Caesarean Sections  

  

  
  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

   

  

  



20  
CG10L Elective and Emergency Caesarean Sections  

  

  

  

  

  

  
  

  

  

  

  

  

  

  

  

  

  

  

   

  

  

  



21  
CG10L Elective and Emergency Caesarean Sections  

  

  

  

  

  



22  
CG10L Elective and Emergency Caesarean Sections  

  

  
   



23  
CG10L Elective and Emergency Caesarean Sections  

  

  
Non-Elective Caesarean Section Documentation Tool  

  



24  
CG10L Elective and Emergency Caesarean Sections  

  

  



25  
CG10L Elective and Emergency Caesarean Sections  

  

  
  

  



26  
CG10L Elective and Emergency Caesarean Sections  

  

  


