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Prior classical cesarean delivery—counseling and 
management 
By Suneet P. Chauhan, MD 

Q. A 33-year-old G2P0101 at 18 weeks' gestation presents for counseling because 
her obstetric history includes a preterm delivery at 25 weeks' gestation for severe 
preeclampsia, delivered by classical cesarean. What are the definition, incidence, 
and indications for classical cesarean delivery?  

A. Classical cesarean delivery is performed by a midline incision 
in the upper contractile part of the uterus; it is performed 
infrequently—in approximately 0.3% (280/104,110) of all 
deliveries—based on the combined data from 2 studies (Table 
1).1,2 A third study noted that among cesarean deliveries, classical 

uterine incisions were performed in about 1% (221/19,726).3 There is an 
inverse relationship between gestational age at delivery and the likelihood of 
classical cesarean delivery. An Australian study noted that at 24 weeks, 20% of 
all cesarean deliveries were of the classical type, while at 30 weeks, the rate was 
5%, and at term, only 1%.1  

Indications for performing a classical cesarean delivery may include 
malpresentation, anterior placenta previa, non-reassuring fetal heart rate (NR 
FHR) tracing, cervical cancer, inability to access the lower uterine segment due 
to lack of sufficient development (eg, extreme prematurity), adhesions, 
myomas, and obesity.1-4 Rates of malpresentation, antepartum hemorrhage, 
severe preeclampsia, or fetal growth restriction were appreciably higher for 
classical, compared with low transverse cesarean deliveries, while the rates for 
NR FHR were similar with either type of uterine incision (Table 2).  

Are the maternal and neonatal complications following classical cesarean delivery different 
from those associated with low transverse incisions?  

Maternal complications, such as postoperative fever, infection, need for transfusion, 
and/or hysterectomy, and maternal death, seem to be higher with classical than with low-
transverse incisions in most, but not all studies (Table 3).3-5 These differences likely reflect 
the underlying maternal or fetal conditions that led to deliveries requiring classical 
incisions.  

Neonatal complications also are significantly more common with classical than with low 
transverse cesarean deliveries (Table 3). In 1 study, regression analysis indicated that of all 
the factors that contributed to the risk of neonatal death, gestational age had the greatest 
impact (odds ratio [OR], 95.8 for gestational age of 28 to 31 weeks; 95% confidence interval 
[CI], 28.2–325.1), while classical cesarean had the least impact (OR, 1.9; 95% CI, 1.0–3.4).3  

Compared with low transverse cesarean deliveries, the perioperative maternal complication rate is significantly 
higher with classical cesarean. The increased neonatal morbidity and mortality attendant to classical cesarean 
deliveries predominantly reflect the lower gestational age at delivery, although the type of uterine incision does 
contribute a small proportion of the risk.  

What is the likelihood of uterine dehiscence or rupture with prior classical cesarean delivery, 
and how does this compare with low transverse cesarean?  

Uterine dehiscence is defined as separation of uterine muscle with intact visceral peritoneum; rupture is 
separation of all uterine layers, including the serosa, and may involve tears of the uterine muscle with 
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extension into the bladder or broad ligament.6 Among the studies that have provided data on subsequent 
pregnancies after classical cesarean deliveries, the rate of uterine dehiscence was 6% (95% CI, 4%–8%).1,2,7-9 
The rate of uterine rupture at term refers to the policy of delivering when in labor at 37 weeks or longer.  

Compared with low transverse incisions, as well as other incision types, 
classical cesarean incisions are associated with a higher rate of uterine rupture 
(2.0% versus 0.7%; Table 4).6 The uterine rupture rate after prior classical 
cesarean during attempts at trial of labor is as high as 9% (Table 1).1 Thus, the 
contemporary practice calls for repeat cesarean delivery at 36 to 38 weeks prior 
to labor. The pre-labor uterine rupture rate was reported to be about 2% (95% 
CI, 0.2%–6.5%) in a prospective multi-center study, a rate that is similar 
statistically to the total rate of uterine rupture for all studies shown in Table 1 
(0.1%; 95% CI, 0.5%–2%).6  

Two large studies evaluated subsequent pregnancies in patients with classical cesarean deliveries.1,2 In the 
study by Bethune, et al, of 123 women with prior classical incisions, 10 had subsequent pregnancies, none with 
repeat cesareans, and 1 with a spontaneous pre-labor rupture (10%) occurring at 34 weeks.1 Chauhan, et al 
followed 157 patients with a prior classical delivery having a subsequent pregnancy, of whom 141 had an intact 
uterine incision at delivery; 15 had a dehiscence, and 1 had a uterine rupture (0.6%) occurring at 29 weeks 
(Table 1).2  

What is the suggested gestational age for a repeat cesarean after classical cesarean if the 
pregnancy otherwise remains uncomplicated? Should amniocentesis be offered for fetal 
maturity assessment?  

Because of the potential for uterine rupture, scheduled repeat cesarean delivery has been recommended for 
women who have had prior classical cesarean deliveries and for whom labor is contraindicated.10 There are no 
randomized trials that evaluate optimal delivery timing in women with prior classical incisions. However, a 
decision analysis by Stotland, et al provides some guidance.11  

Their decision tree compared 4 strategies for a hypothetical cohort of 10,000 women with a previous classical 
cesarean delivery:  

1. delivery at 39 weeks' gestation;  

2. delivery at 36 weeks' gestation without amniocentesis;  

3. amniocentesis at 36 weeks' gestation with delivery if the fetus is mature, or antenatal corticosteroids if the 
fetus is immature; and  

4. weekly amniocentesis starting at 36 weeks' gestation with delivery when the fetus is mature.  

Delivery at 36 weeks without amniocentesis (strategy 2) provided the greatest maternal quality-adjusted life 
years. Comparing strategy 1 with strategy 2, the authors determined that 27 cesarean deliveries must be 
performed at 36 weeks' gestation with 1 associated case of respiratory distress syndrome to prevent 1 case of 
uterine rupture. Sensitivity analysis revealed that the uterine rupture rate must be below 0.36% for any other 
strategy (ie, 1, 3, or 4) to surpass strategy 2. This decision analysis is limited by a lack of consideration of 
strategies that plan delivery at 37 weeks and 38 weeks, with and without amniocentesis.  

Although some providers offer amniocentesis for fetal lung maturity prior to a scheduled repeat cesarean after 
a prior classical incision, no data support this practice, and there may be risks with this management paradigm. 
First, there are complications associated with third-trimester amniocentesis, such as lack of success in 
obtaining amniotic fluid, the need for multiple needle insertions, spontaneous preterm labor, premature 
rupture of the membranes, placental abruption, and fetal-maternal hemorrhage.12 Second, even when 
pulmonary maturity is documented, newborns delivered at 36 to 38 weeks have approximately a 6% likelihood 
of neonatal morbidity from respiratory distress syndrome, treated hyperbilirubinemia, and hypoglycemia.13 
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Perhaps most important, fetal pulmonary maturity testing has a high false-negative rate, which might delay an 
otherwise appropriate delivery.  

Thus, it seems that although the evidence is limited and there are several possible management options, repeat 
cesarean delivery at about 36 to 37 weeks, without amniocentesis, seems to be the preferred delivery strategy 
for women with a prior classical incision.14,15 Women should be counseled that delivery at 36 to 37 weeks may 
subject the fetus to respiratory distress and other issues related to late preterm/early term birth, which should 
be weighed against the risks of uterine rupture if pregnancy is continued beyond this gestational age. Other 
options, such as delivery at 36 to 38 weeks with or without amniocentesis, can be discussed.  

If the operative note of the previous suspected classical cesarean is not available, it is reasonable to document 
the attempts made to obtain the operative note. According to the American College of Obstetricians and 
Gynecologists Practice Bulletin #115 on vaginal birth after previous cesarean delivery, trial of labor is not 
recommended when the scar is unknown and there is a high clinical suspicion of classical incision.10  

Are subsequent peripartum outcomes with repeat cesarean delivery similar among women who 
had prior classical versus low transverse cesarean?  

Based on data obtained from the Eunice Kennedy Shriver National Institute of Child Health and Human 
Development Maternal-Fetal Medicine Units Network, Bakhshi, et al reported on the peripartum outcomes 
when the repeat cesarean is performed (n=122) compared with a low transverse cesarean (n=7,936).9 The 
inclusion criteria were 1 prior cesarean and a gestational age of at least 36 weeks at the time of the repeat 
delivery. The authors noted that repeat classical incision was significantly more common in women with a prior 
classical cesarean (13%) than among those with a prior low transverse cesarean (0.6%; P< 0.001). Additionally, 
the likelihood of uterine dehiscence was significantly higher among women with prior classical (2.46%) than 
among those with low transverse cesarean (0.27%; OR, 9.35; 95% CI, 1.76–31.93).  

After adjusting for 9 confounders, however, there was no significant difference in composite maternal 
morbidity (4% versus 2%; OR, 1.92; 95% CI, 0.60–4.70), defined as uterine rupture or dehiscence, 
hysterectomy, thromboembolic disease, endometritis, blood transfusion, or maternal death. Additionally, the 
composite neonatal morbidity, defined as stillbirth, hypoxic ischemic encephalopathy, or neonatal death, was 
similar between the 2 groups (0% versus 0.2%). The lack of a higher rate of complications among women with 
prior classical cesarean may in part be secondary to the fact that only women at 36 weeks' gestation or more 
were included.9  

In summary, if the repeat cesarean is performed at 36 to 37 weeks or more, the peripartum complications with 
repeat cesarean delivery for women with a single prior classical are similar to those with a low transverse 
uterine cesarean delivery.  
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