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n March 2014, the two leading obstetric professional organizations in the United States issued a
landmark joint consensus statement (available online at acog.org/Resources_And_Publications/
Obstetric_Care_Consensus_Series/Safe_Prevention_of_the_Primary_Cesarean_Delivery). The
statement says that cesarean birth is overused in the United States. More and more cesareans – now
one in three births – have not led to better health for mothers and babies. While this procedure offers
clear benefits in some situations, it appears to pose greater risk for quite a few problems in women
and babies in low-risk pregnancies. The American College of Obstetricians and Gynecologists and
the Society for Maternal-Fetal Medicine identify many ways to safely reduce the chance of cesarean
birth. They focus on preventing “primary” or initial cesareans in pregnant women who have never
had a cesarean and on preventing cesareans that offer no clear benefit for women and babies.
When hospitals and maternity care providers reliably follow the recommendations in this welcome
statement, the nation's high cesarean rate will fall. But, health care practice changes slowly. All
parties, including women, have a role in ensuring that the best care is provided. To help pregnant
women prepare to talk with their maternity care providers and make good care decisions, this guide
summarizes the new recommendations. It also covers additional practices that can reduce the chance
of cesarean.

Recommended Practices
Labor Induction
 Labor induction (using drugs or other methods to try to cause labor to start) before the 41st week
of pregnancy should generally be done for medical reasons.
 Before inducing labor, if a woman’s cervix is not soft and ready to open, drugs or devices for
cervical ripening should be used to help prepare it for labor.
 Cesarean should not be used for unsuccessful labor induction (failed induction) until at least 24
hours of labor have passed without reaching a cervical opening (dilation) of 6 centimeters.
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 If membranes are broken, cesarean should not be used for unsuccessful labor induction (failed
induction) until synthetic oxytocin (Pitocin, a drug that is used to start labor) has been used for
at least 12 to 18 hours.

Labor before the Pushing Phase
 Cesarean is not appropriate before the pushing phase of labor if labor is slow but progressing.
 Labor before the cervix is open 6 centimeters is known as latent labor. Cesarean is not
appropriate just because latent labor is prolonged (has gone on for more than 20 hours in firsttime mothers or more than 14 hours in experienced mothers).
 Labor after the cervix is open 6 centimeters is known as active labor. Cesarean should only be
done for poor progress in active labor if: 1) membranes are broken and there have been 4 hours of
contractions with no progress; or 2) synthetic oxytocin (Pitocin, a drug that is used to strengthen
contractions) has been used for 6 hours with no progress.

Labor during the Pushing Phase
 There is no fixed upper time limit for the pushing phase of labor.
 Intervention should not be used for lack of progress (arrested labor) until first-time mothers
have pushed for at least 3 hours and experienced mothers for at least 2 hours. More time may
be appropriate, for example, if the woman is using epidural pain relief or the baby is not wellpositioned for passing through the pelvis, so long as some progress is being made.
 When the baby is not well-positioned for passing through the pelvis, having a provider use a
hand to move the head to a better position (manual rotation) may avoid the need for assisted
vaginal birth (with vacuum extractor or forceps) or cesarean birth.
 When intervention is needed during the pushing phase of labor, a provider’s skilled, experienced
use of a vacuum extractor or forceps is a safe alternative to cesarean birth.

Other
 Continuous labor support, such as labor doula care, reduces risk of cesarean.
 Cesarean is rarely appropriate for babies that are estimated to be large near the end of
pregnancy (estimates are often wrong, and many large babies are born vaginally). It may be
appropriate if the baby is estimated to be at least 4,500 grams in women with diabetes and at
least 5,000 grams in other women (5,000 grams, or 11 pounds, is rare).
 If a baby is breech (buttocks- or feet-first) at about 36 weeks of pregnancy, hands-to-belly
movements to turn babies head-first (external cephalic version) should be offered.
 Women with twins and the first twin head-first should be encouraged to plan a vaginal birth.
 Women who have had herpes simplex virus should consider using acyclovir, a medication to
prevent a late-pregnancy outbreak, and should plan a vaginal birth if the virus is inactive at
labor.
 Women who are counseled about avoiding excess pregnancy weight gain may be able to avoid a
cesarean.
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Other Ways to Lower the Chance of Having a Cesarean
While not included in the new statement, research suggests the following also reduce the chance of
cesarean birth:
 Having a care provider with relatively low cesarean rates.
 Giving birth in a setting with relatively low cesarean rates.
 Working with the care provider to delay hospital admission until labor is well underway.
 Using intermittent auscultation – periodic listening with various devices – to monitor fetal heart
patterns rather than continuous electronic fetal monitoring during labor.
 Staying upright and moving around in labor before the pushing phase, which is especially
possible without or before the use of epidural pain relief.
 Being fit and well-rested at the end of pregnancy could increase stamina for labor, including a
longer labor that may prevent the use of cesarean section.

Read more at ChildbirthConnection.org/giving-birth/c-section/
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