
Medical conditions requiring cesarean delivery

What it means for a cesarean to be medically required

A medically indicated cesarean is recommended when the expected risks of
continuing labor or attempting vaginal birth exceed the surgical risks. Some
indications are identified antenatally and allow a planned C-section before
labor. Others emerge during labor and require an unplanned or emergency
C-section. Urgency ranges from delivery within minutes for an immediate threat
to a nonurgent operation after careful reassessment.

Few diagnoses can be interpreted in isolation. Clinicians consider whether the
condition is absolute, potentially reversible, or dependent on circumstances
such as cervical dilation, fetal station, parity, gestational age, and access
to operative vaginal delivery. A risk factor is not necessarily an indication.
For example, suspected fetal macrosomia, a prolonged latent phase, twin
pregnancy, or a previous low-transverse cesarean does not automatically rule
out vaginal birth.

Shared decision-making remains important even when options are limited. The
obstetric team should explain the indication, degree of urgency, reasonable
alternatives, anticipated anesthesia, and consequences of delay. If the
situation is stable, asking for clarification or a senior review can be



appropriate; an immediate emergency may leave much less time for discussion.

Placental bleeding and abnormal placental attachment

Placenta previa occurs when placental tissue covers or closely approaches the
internal cervical opening. A placenta that continues to cover the cervix near
delivery generally requires cesarean birth because cervical dilation can
trigger severe hemorrhage. Decisions about placenta previa and cesarean
delivery account for bleeding episodes, placental location, gestational age,
contractions, and maternal and fetal stability.

Placenta accreta spectrum describes abnormal adherence or invasion of the
placenta into the uterine wall, sometimes extending into surrounding organs.
Antenatal recognition is crucial. Delivery is usually planned by a
multidisciplinary team at a center prepared for massive transfusion, advanced
pelvic surgery, neonatal care, and possible cesarean hysterectomy. Trying to
detach an invasive placenta can cause catastrophic bleeding.

Vasa previa, in which unprotected fetal blood vessels pass over or near the
cervix, usually calls for planned cesarean before labor or rupture of membranes
because vessel rupture can rapidly cause fetal blood loss. Placental abruption
is different: premature placental separation may require urgent delivery, but
cesarean is not automatic. The route depends on bleeding, labor progress,
maternal condition, fetal status, and whether vaginal delivery is imminent.

Fetal compromise and umbilical cord emergencies

A nonreassuring fetal heart rate pattern may suggest inadequate fetal
oxygenation, but interpretation should include the pattern’s duration,
variability, associated decelerations, labor stage, and response to corrective
measures. Clinicians may change maternal position, address low blood pressure
or excessive uterine contractions, stop uterotonic medication, and evaluate for
causes such as cord compression or abruption. If a concerning pattern persists
and timely vaginal birth is not achievable, cesarean delivery may be necessary.

Umbilical cord prolapse occurs when the cord descends through the cervix
alongside or below the presenting fetal part, where it can be compressed. With
a viable fetus and an undelivered head, this is generally an obstetric



emergency requiring rapid cesarean. While preparations are underway, clinicians
may manually elevate the presenting part and use positioning to reduce
compression.

Other acute indications include sustained fetal bradycardia, suspected uterine
rupture, or fetal compromise associated with severe maternal hemorrhage. When
birth is imminent and appropriate expertise is available, assisted vaginal
delivery may sometimes be faster than surgery. The team chooses the method most
likely to achieve safe delivery promptly.

Malpresentation, multiple pregnancy, and fetal size

Persistent transverse or oblique lie at term usually requires cesarean because
the shoulder cannot safely pass first through the birth canal. External
cephalic version may be offered before labor in suitable pregnancies to turn
the fetus head-down, but it is not appropriate in every clinical setting.

Management of breech presentation and C-section is more nuanced. Planned
cesarean is commonly recommended for a term singleton breech fetus,
particularly when criteria for planned vaginal breech birth are not met.
Selected vaginal breech births may be reasonable where experienced clinicians,
immediate surgical capability, appropriate fetal assessment, and informed
consent are available. A footling breech or additional complication may
strengthen the recommendation for surgery.

Twins do not invariably require cesarean. Vaginal birth may be considered when
the first twin is cephalic and no other contraindication exists, depending on
clinician skill and the second twin’s circumstances. Higher-order multiples are
more often delivered surgically.

Suspected macrosomia is also not an automatic indication. Ultrasound weight
estimates have meaningful uncertainty. Cesarean may be discussed when estimated
fetal weight is extremely high, especially in diabetes, because shoulder
dystocia and birth trauma risks increase. Thresholds and individual factors
should be reviewed with an obstetric professional.

Labor obstruction and failure to progress



Cesarean may become necessary when labor does not progress despite sufficient
time, adequate contractions, and appropriate support. Arrest can occur because
the cervix stops dilating in active labor or because descent stops during the
pushing stage. Possible contributors include fetal position, ineffective
contractions, pelvic anatomy, fetal size, and a mismatch between the presenting
part and the pelvis.

Labor dystocia should not be diagnosed prematurely. A prolonged latent phase
alone usually does not justify cesarean if maternal and fetal conditions are
reassuring. Contemporary labor management allows adequate time for active labor
and pushing, recognizing that normal progress varies and may be slower with
epidural analgesia or in a first birth. When suitable, clinicians may use
amniotomy, oxytocin, maternal position changes, manual rotation, or assisted
vaginal birth before proceeding to surgery.

True obstructed labor, persistent active-phase arrest despite adequate uterine
activity, or arrest of descent when safe assisted birth is not possible can
make cesarean the safest route. The diagnosis sometimes called cephalopelvic
disproportion in labor should generally reflect observed labor findings rather
than pelvic measurements or estimated fetal size alone. Chorioamnionitis, an
intra-amniotic infection, calls for delivery and antibiotics but does not by
itself require cesarean; the delivery route still depends on obstetric
indications.

Previous cesarean and other uterine surgery

A previous cesarean does not always require another one. Many people with one
prior low-transverse uterine incision may be candidates for a trial of labor
after cesarean, provided the facility can monitor labor and respond rapidly to
suspected uterine rupture. Individual assessment includes the type of uterine
incision, number of previous cesareans, reason for the earlier surgery, prior
vaginal births, and other pregnancy complications.

A prior classical or T-shaped uterine incision generally leads to planned
repeat cesarean because labor carries a higher risk of uterine rupture. The
same may apply after certain extensive myomectomies that entered the uterine
cavity, previous uterine rupture, or other major reconstructive uterine
surgery. Operative reports are more reliable than the appearance of the



abdominal scar for determining incision type.

Placenta previa over a prior cesarean scar raises concern for placenta accreta
spectrum and warrants expert imaging and delivery planning. For repeat surgery,
the team also considers adhesions, hemorrhage risk, available blood products,
and future reproductive plans. Counseling should cover both the risks of
another operation and the risks and likelihood of success associated with labor.

Maternal medical conditions and infections

Most chronic medical conditions do not automatically mandate cesarean. Cardiac
disease delivery planning is individualized with maternal-fetal medicine,
cardiology, obstetric anesthesia, and other specialists. Vaginal birth with
carefully managed analgesia and hemodynamics is often preferred, but cesarean
may be advised for certain severe aortic disorders, unstable cardiac disease,
or situations in which labor-related physiologic stress is considered
unacceptable. Some intracranial or spinal conditions may also alter the
delivery plan after specialist review.

Severe pre-eclampsia requires timely delivery, but severe pre-eclampsia and
cesarean birth are not inseparable. Induction may be possible when maternal and
fetal conditions permit. Surgery is more likely when rapid delivery is
necessary, fetal monitoring is persistently abnormal, labor is unlikely to
succeed promptly, or another obstetric indication is present. Eclampsia,
stroke, major hemorrhage, or critical deterioration may require urgent
intervention after initial stabilization.

Active genital herpes lesions or prodromal symptoms at labor generally warrant
cesarean to reduce neonatal transmission. For HIV, recommendations depend on
viral load near delivery and current specialist guidance; scheduled cesarean
may be advised when viral suppression is inadequate. Cesarean is not routinely
required for hepatitis B, hepatitis C, or human papillomavirus alone. Decisions
should incorporate current protocols because infection-management
recommendations can evolve.

How timing and urgency are decided

A planned cesarean is scheduled to balance the hazards of labor beginning



unexpectedly against neonatal risks associated with delivery too early. Timing
differs for placenta previa, accreta spectrum, vasa previa, previous classical
incision, maternal disease, and fetal conditions. Corticosteroids for
anticipated preterm birth, blood-product preparation, neonatal consultation,
and transfer to a higher-level center may be considered by the treating team.

In labor, urgency is determined through repeated assessment rather than by a
diagnosis label alone. Maternal vital signs, bleeding, pain, examination
findings, fetal heart tracing, labor progress, and response to initial
interventions all matter. Risks of emergency cesarean include hemorrhage,
infection, anesthetic complications, injury to adjacent organs, venous
thromboembolism, and implications for later pregnancies, although delaying
indicated surgery can be substantially more dangerous.

If time permits, patients can ask what specific finding supports surgery,
whether the concern is immediate, what alternatives remain, and what would
happen if labor continued. It is also reasonable to ask who may be present, how
anesthesia will be provided, and whether skin-to-skin contact is feasible. An
unexpected cesarean can be emotionally difficult; a postpartum debrief with the
clinical team may help families understand events and plan future care.


