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Categorisation of urgency for Caesarean section

The decision to delivery interval (DDI) of 30 minutes, decreed as necessary in many legal
judgments seems based on custom and practice, rather than on objective evidence in relation
to condition of the newborn. Therefore it is recommended that there be a four-grade
RANZCOG endorsed classification system for emergency caesarean section. These are:

RANZCOG Category 1 Urgent threat to the life of a woman or fetus.

RANZCOG Category 2 Maternal or fetal compromise but not immediately life
threatening.

RANZCOG Category 3 Needing earlier than planned delivery but without currently
evident maternal or fetal compromise.

RANZCOG Category 4 At a time acceptable to both the woman and the caesarean
section team, understanding that this can be affected by a
number of factors.

The Royal Australian and New Zealand College of Obstetricians and Gynaecologists
(RANZCOG) recommend that there should be no specific time attached to the various types of
caesarean section. Each case should be managed according to the clinical evidence of
urgency, with every single case being considered on its merits. For example, a RANZCOG
Category 2 caesarean section can become urgent if recurrent delays for other emergencies in
a labour ward repeatedly postpone surgery. Institutions should use these RANZCOG
categories, and the recommendations that follow. It is imperative that there is sufficient
staffing and resourcing to meet the requirements of these recommendations. Any attempt to
disguise or justify inadequate resourcing of Obstetric theatres is strongly condemned.

Judgement on the appropriateness of DDIs should be made on the basis of information
available to the clinician making the decision for caesarean section before delivery and not on
the condition of the baby at birth nor on the time required to access a functional and staffed
operating theatre.

The DDI for emergency caesarean sections should be subject to regular audit based on the
clinician’s assessment of RANZCOG category prior to birth.

RANZCOG expressly recommends that 1 theatre per 4000 deliveries or part thereof be
available at all times and staffed to deal with obstetric emergencies, in line with international
standards. Staff allocated to obstetric theatres should receive obstetric specific training and
be able to effectively deal with situations that require urgent and timely attention.

Ideally, theatre staff should be onsite and co-ordinated by a supernumerary member of the
caesarean section team, this team member is not required to scrub for cases.
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Hospitals providing intrapartum maternity care must be able to provide timely access of
obstetric cases to an emergency theatre. In a large teaching hospital, this will necessitate at
least one dedicated obstetric theatre which is quarantined from non obstetric cases in all but
the most dire of clinical circumstances. It is expected that instruments, sutures etc. required
for emergency obstetric procedures be stored in close proximity to the theatre designated for
emergency cases.

All maternity services conducting deliveries should be staffed and equipped to perform a
caesarean section promptly within the above guidelines. Where, by virtue of remote location or
resource limitations, such onsite services cannot be provided, patients should be informed of
the limitations of services available and the implications for intrapartum and postpartum care.

In these situations, antenatal transfer to a centre with more comprehensive services should be
offered and an audit of the number of women transferring care because of these limitations, be
kept so health services may make future recommendations regarding need for staffing and
facilities.

Remote location units with limited facilities must have ready access to appropriate medical
transport when intra or post partum transfer to another hospital is required.

References

1. Spencer MK, MacLennan AL. How long does it take to deliver a baby by emergency
caesarean section? Aust J Obstet Gynaecol 2001;41:7-11.

2. Steer PJ. The 30 minute decision to delivery interval for caesarean section. Is there an
evidence base? Healthcare risk resources INT 2001;3:No3.

3. Chauhan SP, Roach H, Naef RW, Magann EF, Morrison JC, Martin JN. Caesarean
section for fetal distress. Does the decision incision time make a difference? J Reprod
Med 1997; 42:347-352.

4. Dwyer JP. Decision to delivery time in emergency Caesarean sections. Proceedings of
the Fourth International Scientific Meeting of the Royal College of Obstetricians and
Gynaecologist 1999; 13 (Abstract 32).

5. Moore TR, Gilbert WM, Resnik R, Stevenson RC. A prospective study of the 30 minute
rule in the timing of caesarean delivery for fetal distress. Am J Obstet Gynecol 1992;
166:400 (SPO Abstract 455).

6. Quinn AJ, Kilpatrick A. Emergency caesarean section during labour: response times and
type of anaesthesia. Eur J Obstet Gynecol Reprod Biol 1994; 54:25-29.

7. Schauberger CW, Rooney BL, Beguin EA, Schaper AM, Spindler J. Evaluating the thirty
minute interval in emergency cesarean sections. J Am Coll Surg 1994; 179:151-155.

8. Phelan JP, Ahn MO, Jauregui |, Phelan SL, Kim C. A timely cesarean decision-incision
time does not prevent fetal brain injury. Am J Obstet Gynecol 1999; 180:S112 (SMFM
Abstract 381).

9. Korhonen J, Kariniemi V. Emergency cesarean section: the effect of delay on umbilical
arterial gas balance and Apgar scores. Acta Obstet Gynecol Scand 1994; 73:782-6.

10. Lavery JP, Janssen J, Hutchinson L. Is the obstetric guideline of 30 minutes from
decision to incision for Cesarean delivery clinically significant? J Healthc Risk Manag
1999; 19:11-20.

11. Lucas DN, Yentis SM, Kinsella SM, Holdcroft A, May AE, Wee M et al. Urgency of
caesarean section: a new classification. J Roy Soc Med 2000; 93:346-50.

2 RANZCOG College Statement: C-Obs 14



12. Royal College of Obstetricians and Gynaecologists, Royal College of Midwives. Towards
safer childbirth: minimum standards for the organisation of labour wards. London: RCOG
Press; 1999. p. 21. (for recommendations, see
http://www.rcog.org.uk/index.asp?PagelD=1168, accessed 13 July 2007)

Links to other related College Statements

C-Gen 2: Guidelines for consent and the provision of information regarding proposed
treatment.

Disclaimer
This College Statement is intended to provide general advice to Practitioners. The statement should never be relied on as a
substitute for proper assessment with respect to the particular circumstances of each case and the needs of each patient.

The statement has been prepared having regard to general circumstances. It is the responsibility of each Practitioner to have
regard to the particular circumstances of each case, and the application of this statement in each case. In particular, clinical
management must always be responsive to the needs of the individual patient and the particular circumstances of each case.

This College statement has been prepared having regard to the information available at the time of its preparation, and each
Practitioner must have regard to relevant information, research or material which may have been published or become

available subsequently.
Whilst the College endeavours to ensure that College statements are accurate and current at the time of their preparation, it takes
no responsibility for matters arising from changed circumstances or information or material that may have become available after

the date of the statements.
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