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Although a timely delivery is always desirable, it may not 
always be possible to achieve safely due to intrinsic patient 
characteristics or situational constraints.
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 CASE 1  Term delivery: 45 minutes from  
decision to incision 
P. G. is a 27-year-old woman (G2P1) at  

38.2 weeks’ gestation who presents to the 

labor and delivery unit reporting painful 

contractions after uncomplicated prenatal 

care. She has a body mass index (BMI) of   

40 kg/m2. Upon admission, her fetal heart-

rate (FHR) tracing falls into Category 1. 

An examination reveals a cervix dilated to   

4 cm and 70% effaced. Epidural analgesia is 

administered for pain control.

After 4 hours, the FHR tracing reveals 

minimal variability with occasional variable 

decelerations. The obstetrician is informed 

but issues no specific instructions. After  

2 more hours, the FHR tracing lacks vari-

ability, with late decelerations and no 

spontaneous accelerations—a Category 3 

tracing, which is predictive of abnormal acid-

base status. Contractions occur every 3 to  

4 minutes.

When fetal scalp stimulation by the nurse 

fails to elicit any accelerations, intrauterine 

resuscitation is attempted with an intravenous 

fluid bolus, left lateral positioning, and oxygen 

administration. Despite these measures, the 

FHR pattern fails to improve. 

Although she is apprised of the need for 

prompt delivery, the patient hopes to avoid 

cesarean delivery, if possible, and insists on 

more time before a decision is made to pro-

ceed to cesarean. After another 2 hours, the 

FHR pattern has not improved and cervical 

dilation remains at 4 cm. The patient gives her 

consent for cesarean delivery.

Approximately 35 minutes are needed to 

take the patient to the operating room (OR). 

Should the 30-minute rule for   
emergent cesarean delivery   
be applied universally?
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30-minute decision to incision interval when the 
fetal heart-rate tracing is nonreassuring
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Approximately   
3% of all births   
involve cesarean  
delivery for a   
nonreassuring   
FHR tracing
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About 45 minutes after informed consent, the 

incision is made. Forty-seven minutes later, a 

male infant is delivered with Apgar scores of 1, 

3, and 4 at 1, 5, and 10 minutes, respectively. 

Umbilical arterial analysis reveals a pH level of 

6.9, with a base excess of –21. The infant has a 

neonatal seizure within 3 hours and is eventu-

ally diagnosed with cerebral palsy. 

A claim against the clinicians alleges that 

deviation from the “standard of care 30-minute 

rule more than likely caused” hypoxic ische-  

mic injury and cerebral palsy.

Does the literature support this claim?

A pproximately 3% of all births involve 
cesarean delivery for a nonreassur-
ing FHR tracing.1 Much has been 

written about the “30-minute rule” for deci-
sion to incision time. In this article, we high-
light current limitations of this standard in 
the context of 4 distinct clinical scenarios.

Case 1 highlights several limitations 
and ambiguities in the obstetric literature. 
Although a timely delivery is always desir-
able, it may not always be possible to achieve 
safely due to intrinsic patient characteristics 
or situational constraints. Conditions pre-
vailing before the decision to proceed to ce-
sarean delivery also affect overall pregnancy 
outcomes. Not all cases have the same start-
ing point; fetal status at the time of the cesar-
ean decision also determines the acuity and 
urgency of the case. 

A widely promulgated rule—  
but is it valid?
Both the American College of Obstetricians 
and Gynecologists (ACOG) and the Royal 
College of Obstetricians and Gynaecologists 
have published guidelines stating that any 
hospital offering obstetric care should have 
the capability to perform emergent cesar-
ean delivery within 30 minutes.2,3 This general 
statement has been touted as the standard by 
which obstetric services should be evaluated. 
Regardless of the clinical situation, obstetric 
providers are expected to abide by this rule.

These guidelines recently have come 
under scrutiny. For example, a 2014 meta-
analysis involving more than 30 studies and 

22,000 women revealed that only 36% of all 
cases with a Category 2 FHR tracing were 
delivered within 30 minutes.4 Interestingly, 
investigators reported that infants with a 
shorter delivery interval had a higher likeli-
hood of having a 5-minute Apgar score be-
low 7 and an umbilical artery pH level below 
7.1, with no difference in the rate of admis-
sion to a neonatal intensive care unit (NICU) 
when the time from decision to delivery 
was examined.4 This finding highlights the 
questionable nature of the current clinical 
standard, as well as the conflicting findings 
currently present in the literature. 

In general, patients who have graver 
clinical findings will be delivered at a shorter 
interval but may still have worse neonatal 
outcomes than infants delivered 30 minutes 
or more after the decision for cesarean is 
made.

Although Case 1 is complicated by FHR 
abnormalities, the association between such 
abnormalities and adverse long-term out-
comes in neonates is questionable. Fewer 
than 1% of cases involving late decelerations 
or decreased variability during labor lead to 
cerebral palsy,5 highlighting the weak associ-
ation between FHR abnormalities and neu-
rologic sequelae. Most adverse neurologic 
neonatal outcomes are multifactorial in na-
ture and may not be attributable to a single 
prenatal event.

With such limitations, the application 
and use of the 30-minute “standard” by hos-
pitals, professional societies, and the medi-
colegal community may not be appropriate. 
The literature may not justify using this ar-
bitrary rule as the standard of care. Clearly, 
there are gaps in our knowledge and under-
standing of FHR abnormalities and the opti-
mal interval for cesarean delivery. Therefore, 
it may be unfair and inappropriate to group 
all cases and clinical situations together.

 CASE 2  25 minutes from decision   
to preterm delivery
J. P. (G2P1) undergoes an ultrasonographic 

examination at 33.4 weeks’ gestation because 

of concern about a discrepancy between 

fetal size and gestational age. The estimated 
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fetal weight is in the 5th percentile. Amniotic 

fluid level is normal, but the biophysical pro-

file is 6/8, with no breathing for 30 seconds.   

Umbilical artery Doppler imaging reveals 

absent end-diastolic flow, and FHR monitoring 

reveals repetitive late decelerations.

The patient is admitted immediately to the 

labor and delivery unit and placed on continu-

ous electronic fetal monitoring. Betametha-

sone is given to enhance fetal lung maturity. 

FHR monitoring continues to show repetitive 

late decelerations with every contraction. 

After 10 minutes on the labor floor, a deci-

sion is made to proceed to emergent cesarean 

delivery. Within 25 minutes of that decision, a 

female infant weighing 1,731 g (3rd percentile) is 

delivered, with Apgar scores of 1, 1, and 4 at 1, 5, 

and 10 minutes, respectively. The infant is even-

tually diagnosed with moderate cerebral palsy.

Could this outcome have been prevented?

Published reports on the association be-
tween abnormal FHR patterns and adverse 
perinatal outcomes in preterm infants are 
even more scarce than they are for infants 
delivered at term. Case 2 highlights the fact 
that achievement of a 30-minute interval 
from decision to delivery doesn’t necessarily 
eliminate the risk of adverse neonatal out-
comes and long-term morbidity. 

One of the best evaluations of this asso-
ciation was published by Shy and colleagues 
in the 1980s.6 In that study, investigators ran-
domly assigned 173 preterm infants to inter-
mittent auscultation or continuous external 
fetal monitoring. Use of external fetal moni-
toring did not improve neurologic outcomes 
at 18 months of age. Nor did the duration of 
FHR abnormalities predict the development 
of cerebral palsy.6

A recent secondary analysis from a ran-
domized trial evaluating the use of antenatal 
magnesium sulfate to prevent cerebral palsy 
revealed that preterm FHR patterns labeled 
as “fetal distress” by the treating physician 
were associated with an increased risk of ce-
rebral palsy in the newborn.7 Although this 
analysis revealed an association, a causal 
link could not be established. Damage to 
a preterm infant’s central nervous system 

can occur before the mother presents to the 
ultrasound unit or clinic, and alterations to 
FHR patterns can reflect previous injury. In 
such cases, a short decision to incision inter-
val would not prevent damage to the central 
nervous system of the preterm infant.

 CASE 3  5 minutes from decision   
to incision after uterine rupture
G. P. is a patient (G2P1) at 38 weeks’ gesta-

tion who has had a previous low uterine trans-

verse cesarean delivery. She strongly wishes 

to attempt vaginal birth after cesarean (VBAC) 

and has been extensively counseled about the 

risks and benefits of this approach. This coun-

seling has been appropriately documented in 

her chart. Her predicted likelihood of success 

is 54%.

Upon arrival in the triage unit, she reiter-

ates that she hopes to deliver her child vagi-

nally. Upon examination, she is found to be 

dilated to 4 cm. She is admitted to the labor 

and delivery unit, with reevaluation planned 

2 hours after epidural administration. At that 

time, her labor is noted to be progressing at an 

appropriate rate.

After 5 hours of labor, the baseline FHR 

drops into the 70s. Immediate evaluation 

reveals significant uterine bleeding, with the 

fetus no longer engaged in the pelvis. The 

attending physician immediately suspects 

uterine rupture. 

The patient is rushed to the OR, and 

delivery is complicated by the presence of 

extensive adhesions to the uterus and ante-

rior abdominal wall. After 20 minutes, a female 

infant is delivered, with Apgar scores of 0, 0, 

and 1 at 1, 5, and 10 minutes, respectively. 

Medical care is withdrawn after 3 days in the 

NICU.

In a true obstetric catastrophe such as 

uterine rupture, should the decision to incision 

interval be 30 minutes?

Although it is rare, uterine rupture is a known 
complication of VBAC attempts. The actual 
rate varies across the literature but appears 
to be approximately 0.5% to 0.9% in women 
attempting vaginal birth after a prior lower 
uterine incision.8

Achievement of a 
30-minute interval 
from decision to 
delivery doesn’t 
necessarily eliminate 
the risk of adverse 
neonatal outcomes
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The 30-minute rule 
never has been   
specifically   
evaluated in   
the context   
of twin gestations
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If uterine rupture develops, both mother 
and fetus are at increased risk of morbidity 
and mortality. The risk of hypoxic ischemic 
encephalopathy after uterine rupture is 
about 6.2% (95% confidence interval [CI], 
1.8–10.6), and the risk of neonatal death is 
about 1.8% (95% CI, 0–4.2).9 Uterine rupture 
also has been linked to an increase in: 
• severe postpartum hemorrhage (odds ra-

tio [OR], 8.51; 95% CI, 4.6–15.1)
• general anesthesia exposure (OR, 14.20; 

95% CI, 9.1–22.2)
• hysterectomy (OR, 51.36; 95% CI, 13.6–

193.4)
• serious perinatal outcome (OR, 24.51; 95% 

CI, 11.9–51.9).10

Case 3 again highlights the limitations 
and difficulties of encompassing all cases 
within a 30-minute timeframe. Although the 
newborn was delivered within this interval 
after the initial insult, the intervention was 
insufficient to prevent severe and long-term 
damage.

In cases of true obstetric emergency, the 
catastrophic nature of the event may lead to 
adverse long-term neonatal outcomes even 
if the standard of care is met. Immediate 
delivery still may not allow for the preven-
tion of neurologic morbidity in the fetus. 
When evaluating such cases retrospectively, 
all parties involved always should consider 
these facts before drawing any conclusions 
on causality and prevention.

 CASE 4  Twins delivered 20 minutes   
after cesarean decision
P. R. (G1P0) presents for routine prenatal 

care at 36 weeks’ gestation. She is carrying a   

dichorionic/diamniotic twin gestation that 

so far has been uncomplicated. She has  

been experiencing contractions for the past 

2 weeks, but they have intensified during the 

past 2 days. When an examination reveals that 

she is dilated to 4 cm, she is admitted to the 

labor and delivery unit.

Both fetuses are evaluated via external 

FHR monitoring. Initially, both have Category 1  

tracings but, approximately 1 hour later, both 

tracings are noted to have minimal variability 

with variable decelerations, with a nadir at   

80 bpm that lasts 30 to 45 seconds. These 

abnormalities persist even after intrauterine 

resuscitation is attempted. The cervix remains 

dilated at 4 cm. 

After a Category 2 tracing persists for 

1 hour, the attending physician proceeds to 

cesarean delivery. Both infants are delivered 

within 20 minutes after the decision is made. 

Two female infants of appropriate gestational 

size are delivered, with Apgar scores of 7 and 

8 for Twin A and 8 and 9 for Twin B. The new-

borns eventually are discharged home with the 

mother. Twin B is subsequently given a diag-

nosis of cerebral palsy.

Should the decision to incision rule be 

applied to twin gestations?

Multifetal gestations carry an increased risk 
not only of fetal and neonatal death but also 
of handicap among survivors, compared 
with singleton pregnancies.11 The literature 
evaluating the link between abnormal FHR 
patterns and adverse neonatal outcomes in 
twin pregnancies is sparse. Adding to the 
confusion is the fact that signal loss from 
fetal monitoring during labor occurs more 
frequently in twins than in singletons, with 
a reported incidence of 26% to 33% during 
the 1st stage of labor and 41% to 63% during 
the 2nd stage.12 Moreover, the FHR pattern 
of one twin may be recorded twice inadver-
tently and the same tracing erroneously at-
tributed to both twins.

The decision to incision and delivery 
time in twin gestations should be evaluated 
in the context of all the limitations the clini-
cian faces when managing labor in a twin 
gestation. The 30-minute rule never has 
been specifically evaluated in the context of 
multifetal gestations. The pathway and con-
tributing factors that lead to adverse neo-
natal outcomes in twin gestations may be 
very different from those related to singleton 
pregnancies and may be more relevant to 
antepartum than intrapartum events.

Take-home message
The 4 cases presented here call into question 
the applicability and generalizability of the 
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30-minute decision to incision rule. Diverse 
clinical situations encountered in practice 
should lead to different interpretations of 
this standard. No single rule can encompass  
all possible scenarios; therefore, a single rule 

should not be touted as universal. All clinical 
variables should be weighed and interpreted 
in the retrospective evaluation of a case in-
volving a cesarean delivery performed after 
a 30-minute decision to incision interval. 
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