
Step-by-step C-section procedure explained

Before the operating room: assessment, consent, and preparation

A C-section begins before the first incision. The obstetric team confirms the
indication, reviews maternal and fetal status, checks allergies, discusses
risks and benefits, and obtains informed consent whenever circumstances allow.
In a planned C-section before labor, this preparation may occur calmly over
hours or days. In an emergency C-section during labor, the same safety
principles apply, but the pace is faster and explanations may be shorter
because fetal or maternal stability takes priority.

Common preoperative steps include confirming identity, gestational age, fetal
presentation, placenta location when known, prior uterine surgery, and relevant
medical conditions such as hypertension, diabetes, bleeding disorders, or
anesthesia concerns. Blood tests may include hemoglobin, platelet count, and
blood type with antibody screen. If there is increased hemorrhage risk, blood
products may be made available.

An intravenous line is placed for fluids and medications. Antibiotic
prophylaxis is typically given shortly before incision to reduce postoperative
infection risk. A urinary catheter is inserted after anesthesia in many cases
to keep the bladder decompressed and away from the surgical field. Fetal heart



rate assessment is usually performed before the procedure, and maternal vital
signs are monitored throughout.

Anesthesia: keeping the patient comfortable and safe

Most C-sections are performed with regional anesthesia for C-section, such as
spinal anesthesia, epidural anesthesia, or a combined spinal-epidural
technique. These methods numb the lower body while the patient remains awake. A
spinal anesthetic often acts quickly and is common for scheduled cesareans. An
epidural may already be in place if the person has been laboring; the
anesthesiologist can administer stronger medication through the catheter to
create a surgical block.

Before surgery starts, the team checks the level of numbness carefully. The
patient should not feel sharp pain, although pressure, pulling, rocking, and
movement are common sensations. Nausea, shivering, itching, or a feeling of
heaviness in the chest can occur with regional anesthesia and should be
reported; the anesthesia team can treat many of these symptoms promptly.

General anesthesia is less common but may be needed if regional anesthesia is
unsafe, ineffective, or there is a time-critical emergency. With general
anesthesia, the patient is unconscious and breathing is supported with an
airway device. Because anesthesia choices depend on medical history, urgency,
medications, and airway assessment, patients should discuss their options with
an anesthesiologist or obstetric clinician before a planned surgery whenever
possible.

Skin preparation, draping, and the abdominal incision

Once anesthesia is adequate, the abdomen is cleaned with an antiseptic solution
and sterile drapes are placed. A screen is usually positioned so the patient
does not see the operative field, although some hospitals offer a clear drape
or lower the screen briefly at birth if desired and clinically appropriate. The
team performs a safety check, confirming the patient, procedure, antibiotic
administration, anesthesia status, and neonatal readiness.

The abdominal incision is most often a low transverse incision, sometimes
called a bikini-line incision, made just above the pubic hairline. Many



surgeons use a Joel-Cohen-type approach or a similar transverse technique, in
which the skin incision is made transversely and the deeper layers are opened
with a combination of careful sharp entry and blunt separation. The exact
method varies by surgeon, urgency, body habitus, prior scars, and operative
findings.

After the skin is opened, the surgeon proceeds through subcutaneous tissue to
the fascia, the strong connective tissue layer over the abdominal muscles. The
fascia is incised and extended, then separated from the underlying muscles. The
rectus muscles are usually separated in the midline rather than cut. The
peritoneal cavity is then entered, exposing the lower uterus. This layered
approach aims to provide safe access while minimizing unnecessary tissue trauma.

Opening the uterus and delivering the baby

The surgeon identifies the lower uterine segment, which is the thinner lower
portion of the uterus near term. A low transverse uterine incision is commonly
used because it usually heals well and is associated with a lower risk of
uterine rupture in a future pregnancy compared with some vertical incisions.
However, a different uterine incision during cesarean may be required in
certain circumstances, such as unusual fetal lie, placenta location, dense
adhesions, extreme prematurity, or difficult access.

The uterine incision is made carefully, often with a small initial opening that
is then extended bluntly with fingers to reduce the chance of unintended
extension into nearby vessels. Amniotic fluid is suctioned after the membranes
are opened. The surgeon then guides the presenting part, usually the baby’s
head, toward the incision while an assistant may apply pressure on the upper
uterus. If the baby is breech or transverse, maneuvers differ and may require
delivery of the feet, body, arms, and head in sequence.

During this stage the patient may feel pressure and rocking rather than pain.
The baby is delivered through the uterine and abdominal incisions, the birth
time is noted, and the neonatal team assesses breathing, tone, color, and heart
rate. Delayed cord clamping may be considered when maternal and neonatal
conditions allow, but it may not be possible in urgent situations. Skin-to-skin
contact or seeing the baby soon after birth is often supported when both are
stable.



Placenta removal, uterine assessment, and bleeding control

After the baby is delivered, attention turns to the placenta and uterus. The
placenta may separate spontaneously with gentle cord traction, or it may be
manually removed depending on the clinical situation and surgeon preference.
The uterine cavity is checked to ensure the placenta and membranes are
complete, because retained tissue can contribute to bleeding or infection.

Medication to help the uterus contract, commonly an uterotonic such as
oxytocin, is typically administered. A firm, contracted uterus compresses blood
vessels at the placental site and helps reduce hemorrhage. The surgical team
assesses uterine tone, bleeding from the incision edges, extension of the
uterine incision, and any unexpected findings such as adhesions, fibroids, or
abnormal placental attachment.

If bleeding is heavier than expected, the team may use additional uterotonic
medications, sutures, compression techniques, or other interventions. The
patient may hear staff discussing estimated blood loss; this is routine in
surgery and helps guide fluid, medication, and blood product decisions. While
significant hemorrhage is uncommon, C-section is major abdominal surgery, and
careful hemostasis is one of the most important parts of the procedure.

Closing the uterus, abdominal layers, and skin

Closure begins with the uterus. Many surgeons close the uterine incision in two
layers, especially when tissue thickness and the clinical situation make this
appropriate. A double-layer uterine closure may be used to support hemostasis
and healing, although technique varies by institution and individual case. The
surgeon inspects the incision for bleeding and may recheck the pelvis before
continuing.

The peritoneum, the thin lining of the abdominal cavity, may or may not be
closed. Modern practice varies, and non-closure is common in many settings. The
fascia is then closed securely with a strong suture because this layer provides
much of the abdominal wall’s strength. Subcutaneous tissue may be
reapproximated if it is thick or if closure may reduce fluid collection. The
skin can be closed with absorbable sutures, staples, or other methods depending



on surgeon preference and patient factors.

From first incision to completed closure, a typical C-section may take around
45 minutes, though timing varies. The baby is often born within the first
several minutes after the surgical incision in uncomplicated cases, while
closure takes longer. Planned cases may feel orderly and predictable; urgent
cases may feel more intense, but the same essential steps are followed as
safely as possible.

What the patient may experience during the operation

Being awake during surgery can be emotionally complex. Some people feel calm
and reassured; others feel vulnerable, frightened, or disconnected from the
birth they expected. The surgical drape, monitors, bright lights, staff
conversations, and physical sensations can all feel unfamiliar. It is
reasonable to ask what is happening, request reassurance, or tell the
anesthesia team about discomfort, nausea, dizziness, anxiety, or shortness of
breath.

With effective regional anesthesia, sharp pain should not occur. Pressure
during delivery can be strong, especially as the surgeon guides the baby
through the incision. Some patients feel tugging near the ribs or shoulders due
to referred sensations, and shivering is common. A support person may be
allowed in the operating room for many non-general-anesthesia cesareans, but
policies differ and urgent circumstances can change what is possible.

After birth, attention may split between the newborn and the surgical closure.
If the baby needs extra help, the neonatal team may work at a warmer in the
operating room or nearby. This does not automatically mean something is
seriously wrong; some newborns need brief airway clearing, stimulation, oxygen,
or observation, especially after cesarean birth or if delivery occurred before
labor.

Immediate recovery after a C-section

Postoperative cesarean recovery begins in the operating room and continues in a
recovery area or maternity unit. Nurses and clinicians monitor blood pressure,
pulse, oxygen level, temperature, vaginal bleeding, uterine firmness, pain,



nausea, and urine output. The anesthesia gradually wears off over several
hours, and leg strength returns progressively after spinal or epidural
medication.

Pain control usually combines scheduled non-opioid medications when
appropriate, regional anesthesia effects, and additional medication if needed.
The care team will also encourage deep breathing, hydration, and gradual
movement. Early mobilization, once safe, helps reduce the risk of blood clots
after C-section and supports bowel recovery. Compression devices may be used on
the legs, and some patients receive blood-thinning medication depending on
individual risk factors.

Feeding and bonding support can begin early if the patient and baby are stable.
The incision is checked for bleeding or drainage, and vaginal bleeding is
expected because the uterus still sheds the pregnancy lining. Before discharge,
patients should receive individualized instructions on wound care, activity
restrictions, pain management, warning signs, contraception, follow-up, and
future birth planning, including whether vaginal birth after cesarean may be an
option in a later pregnancy.


