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EDITORIAL

The caesarean section rate: Much ado about nothing?
In 1985, the World Health Organization (WHO) recommended that
population-based caesarean section (CS) rates should be between 10
and 15%.[1] This recommendation was based on expert consensus
opinion in response to what was considered an unjustified increase
in the CS rate.[1] Since then, more recent reports of international CS
rates have vared between 6 and 27%, depending on the population
studied.[2] Ecological studies in the last decade have not been able to
determine the ‘perfect’ CS rate, with some studies estimating that it
is below, while others reporting it to be above, the hallowed 15%.[2,3]
It is undeniable that CSs are lifesaving procedures when used
appropriately. Underuse leads to an increase in maternal and
perinatal morbidity and mortality.[4] An excessively high CS rate is,
by definition, unnecessary. Increasing the CS rate increases the rate
of complications such as operative bleeding and short- and longterm neonatal adverse outcomes, and affects future pregnancies
through placental attachment disorders.[5,6] The increase in the CS
rate in low- and middle-income countries has been large, although
the absolute rate may still remain below 15%.[2]
So, what drives the increase in the CS rate? Medical or obstetric
indications are justifiable, and should result in improved
maternal and perinatal outcomes. However, various studies have
demonstrated that the increase, especially during the last two
decades, has not resulted in improved outcomes.[1-3,7] Therefore
there must be other, non-medical, factors at play. Professional
practice, an increase in obstetric-related malpractice, and economic,
organisational, social and cultural preferences have played a major
role in driving the CS rate.[2,8,9]
Current strategies to control or reduce the CS rate have focused
on medically-directed strategies, via adherence to protocols, CS
indication analysis (as described in an article in this journal[10]) and
peer review. These techniques have, despite good intentions, largely
been unsuccessful thus far. Commitment to women-centred care is
recommended to optimise the CS rate. This approach encourages a
multidisciplinary approach, with collaborative respectful care. This
model includes emphasising continuous labour support, adequate
pain control in labour and the correct timing and indication of
induction of labour.[9] Scaling up midwifery-led services, especially
in resource-constrained environments, reduces adverse outcomes
and can alter the CS rate.[11]
However, mother-baby-friendly hospital care, education and birth
preparation classes, and the introduction of standardised protocols
have thus far not had a significant impact on controlling or reducing
the CS rate. The only significant reduction has been demonstrated
when the appropriate use of CS and the CS rate have influenced
reimbursement for doctors and hospitals.[11,12]
In South Africa (SA), we have seen a decline in maternal mortality
in the last triennium. This success is largely attributed to the decline
in non-pregnancy related infections; HIV is being managed more
effectively.[5] However, the CS rate remains a concern, with an
increase in case fatality rates for excessive bleeding associated with
CS.[5] In SA, the burden related to CS is bifocal: (i) the increasing CS
rate in the private sector; and (ii) an increase in haemorrhage related
to CS in the public sector.
In SA, the introduction of the BetterObs training programme
and the Essential Steps in the Management of Medical Emergencies

(ESMOE) programme to upskill practitioners has not completely
addressed CS-related complications and their consequences. The
question remains as to whether women requiring CS are actually
receiving the appropriate care.[5]
Thus far, the focus has largely been on the CS rate itself. It is
still believed that a rate of 10 - 15% is desirable, despite the fact
that some studies have shown that a rate of up to 19% is required
to optimise benefits and risk to mother and neonate. However, by
focusing on the CS rate alone, we are not addressing some of the
important underlying questions.
It may be time to move away from the rate, and to focus on the
pregnancy and a case-by-case outcome. The question remains: are
all the women who require CS being delivered by CS? The current
focus on CS rates does not answer this question. In addition, the
quoted rate of 10 - 15% is recommended for populations – it is
not practice- or institution-based. The case load, type of practice
and level of health facility needs to be taken into consideration to
determine the optimal CS rate.
The Robson 10 classification[1] is a standardised system that can be
used in any labour and delivery setting to categorise the indication
for CS. However, the reliability of this system will depend on the
veracity of the practitioner, especially in the event of non-medically
indicated CS. While this system has its flaws and loopholes, it moves
the focus away from the CS rate and rather to the indication for
CS, and takes the obstetric management of individual cases into
consideration, which is more relevant.
The International Federation of Gynecology and Obstetrics (FIGO)
currently recommends the following strategies to lower CS rates:[11]
• Review delivery fees for deliveries in private practice.
• Hospitals and private practices should publish annual CS rates.
Financing should be partly based on risk-adjusted CS rates.
However, this strategy requires clinical insight into the obstetric
management of cases, and consideration of the level of care e.g.
tertiary academic hospitals should be expected to have higher CS
rates and more morbidity, as these institutions care for the most
complicated high-risk cases.
• Hospitals/practices should use uniform classification systems for
CS, e.g. Robson 10, the WHO classification.
• Women must be properly informed about the benefits and risks of
CS. Uniform information with uniform relevant evidence-based
information should be offered to all pregnant women, regardless of
healthcare setting.
• Money generated from reducing CS should be invested in practical
skills training, pain management and better labour and delivery
care.
• Rural areas require very specific attention, as these seems to
be where access to CS and the appropriate operative skills are
insufficient. Adequate skills, healthcare facilities and labour and
delivery care are essential in these areas.

The focus needs to move from the CS rate to women-centred
care in labour and delivery, to optimise the birth experience
and outcomes. This, although a long process, will result in the
appropriate CS rate for each centre, with improved maternal and
perinatal outcomes associated with justifiable risks.
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