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Box 1

Key recommendations in the updated NICE guideline on caesarean section
► A woman requesting a CS because of anxiety or fear of childbirth should be offered a referral
to a healthcare professional with expertise in perinatal mental health to help her to address her
anxiety in a supportive manner. (This could be a midwife, obstetrician, psychiatric nurse, psychologist,
psychiatrist or a GP with a special interest and expertise.) If following counselling the woman still
wishes to request a CS a planned CS should be offered. If the obstetrician is unwilling to perform
a CS the woman should be referred to an obstetrician who will carry out the procedure

► Prophylactic antibiotics should be administered before the skin incision. The antibiotic profile
should cover endometritis, urinary tract and wound infections. (The incidence of infection is 8%
in women having a CS). Co-amoxiclav should be avoided

► Category 1 CS (immediate threat to the life of the woman or fetus) should be carried out as
soon as possible after making the decision, usually within 30 minutes 
Category 2 CS (maternal or fetal compromise that is not immediately life threatening) should be
carried out promptly, usually within 30 minutes, or up to 75 minutes

► Colour-flow Doppler USS should be used first line to diagnose morbidly adherent placenta
but MRI can be used for further investigation to confirm this

► If a woman is taking highly active antiretroviral therapy for HIV and has a viral load 
of <400 copies/ml CS does not reduce the risk of mother to child transmission of HIV, the same
applies to mothers on a single antiretroviral therapy with a viral load of < 50 copies/ml 

► During recovery from the CS, the patient should be offered a debriefing about the indication
for it. She should be given verbal and printed information about birth options for the future.
Alternatively, if she prefers, information can be offered at a later date

► The risks of fever, bladder injury and surgical injuries are similar in women undergoing vaginal
delivery and up to four CS

► The risk of uterine rupture is greater for planned vaginal delivery but is rare 

Table 1 

Elective caesarean section versus vaginal birth
►CS may reduce perineal and abdominal pain during birth and 3 days postpartum. It may also
reduce injury to the vagina, early postpartum haemorrhage and obstetric shock

►Vaginal birth may reduce the length of stay in hospital, hysterectomy due to postpartum
haemorrhage, maternal cardiac arrest and admission of the baby to neonatal ICU

►There are no differences with regards to perineal and abdominal pain 4 months postpartum 

►There are no differences in injury to bladder/ureter, injury to cervix; iatrogenic surgical injury;
pulmonary embolism; wound infection; intraoperative trauma; uterine rupture; assisted
ventilation or intubation; acute renal failure; hypoxic-ischaemic encephalopathy (CNS
depression, seizures, pH <7); intracranial haemorrhage or neonatal respiratory morbidity

►Studies are not conclusive about the following: maternal death; deep vein thrombosis; blood
transfusion; wound infection; postpartum hysterectomy; anaesthetic complications; neonatal
mortality; 5 min Apgar score <7 »

The guideline does not advocate CS in
uncomplicated pregnancies. However, it
supports CS on maternal request when
attempts to empower the mother to
have a vaginal birth have not been
successful, see box 1, below. 

The aim is to help women to overcome
their fears and anxiety about labour and
this is assisted by using a multidisciplinary

approach. This multidisciplinary team
could include a midwife, obstetrician,
and a GP with a special interest and
expertise in this type of counselling. It
might also involve a psychologist or
psychiatrist. 

Conductive therapy has been found to
be the most useful form of treatment,
especially for those patients who have
had a traumatic experience. For cases
where pain is the fear, a discussion with
an anaesthetist can help patients
overcome their fear.

GPs should be aware that a woman
may be fearful of vaginal birth. They may
see a postpartum patient who refers to
her delivery as a traumatic experience or
a patient who has had a complicated
delivery. (They may also come across a
patient who expresses her fear of labour
before conception.)

Commonly these fears grow during
the pregnancy. Organising appropriate
early referral and support can make a big
difference to the patient. 

GPs can help the patient understand
that the aim of the referral is not to
change her mind, but to allow her to
make an informed decision.

CS on maternal request in fact only
represented 1.4% of all CS in 20016 but 
it is an issue that has raised much media
attention and debate.

The following patients should be
offered a planned elective CS:
• singleton breech presentation at term,
after external cephalic version (ECV) has
failed, has been declined or is
contraindicated. CS has been shown to
improve fetal outcome (this accounts for
4% of all singleton pregnancies and 10%
of all CS5)
•multiple pregnancies (when the first
twin is not cephalic) 
•placenta praevia, minor or major,
(close to or covering the os)
•HIV-positive women when:
- not on any antiretroviral therapy, or 
the viral load is ≥400 copies/ml
- there is co-infection with hepatitis C
virus, regardless of the viral count
•primary genital herpes simplex virus
(HSV) infection only when occurring in
the third trimester. The mother to child
transmission rate is higher in vaginal
birth, and despite the limited evidence
there is consensus about offering CS to
these patients. 

FACTORS AFFECTING THE
LIKELIHOOD OF CS
Reduced likelihood
• induction of labour for prolonged
pregnancy after 41 weeks. So-called
post-dates induction reduces the risk 

decision-making process, and which of
these is the key one.5

PLANNED ELECTIVE CS
The guideline covers pregnant women
who have had a previous CS, those with 
a clinical indication for CS and women
who are considering a CS when there are
no other indications.




