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Rising Trend in Non-Indicated Caesarean Deliveries:
Can the Trend be Reversed?
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The rate of caesarean deliveries in most countries with

a high coverage of facility births largely exceeds what

is considered medically justifiable. In 2014, the Ameri-

cas had the highest rates, with almost a third (32%)

for the North American countries, and 40.5% for Latin

America and The Caribbean (LAC).1 The rates show a

strong annual temporal increases of around 2%; if this

staggering trend continues, more than 50% of births

will be by caesarean in the LAC region in 2025.

The long term health and social consequences of

such high caesarean section rates remain unknown. In

contrast, we do know that these high rates do not

reflect what most women want and that they are unli-

kely to reduce maternal and perinatal mortality.

Across a range of countries, available evidence shows

that approximately 16% of women express a prefer-

ence for caesarean delivery.2 In a recent study in

Argentina, only 6% and 8% of nulliparous low-risk

women at term in public and private hospitals,

respectively, preferred caesarean delivery. Among

women who expressed a preference for vaginal deliv-

ery, 34% and 40% had caesareans in public and pri-

vate hospitals respectively.3 Thus, it seems clear that

the high rates of caesarean are mostly independent

from women’s choices. We also know that while

increases in caesarean rates up to 19% have been asso-

ciated with decreases in maternal, neonatal and infant

mortality at the population-level, further increases do

not appear to provide additional benefits.4,5

In this issue of Paediatric and Perinatal Epidemiology,

Zhao and colleagues6 have provided further evidence

in this direction. They compared caesarean rates and

maternal and perinatal outcomes in 259 hospitals in

20 low and middle income countries (LMIC) that

participated in two consecutive multi-country cross-

sectional surveys conducted between 2004 and 2011.

Across these facilities, caesarean rates rose, on aver-

age, by 4.0% annually, while a composite of maternal

and perinatal adverse outcomes declined by 4.6%.

However, when this association was adjusted by

important prognostic factors, the increase in caesarean

rate was no longer associated with a decrease in

adverse outcomes. The fact that both surveys were

prospective, included a large number of facilities and

deliveries, used similar methods, collected high qual-

ity data, and analysed with robust methodology not

only corroborates, but strengthens the inferences in

our view.

Moreover, a different study based on the WHO Glo-

bal Survey7 showed that when caesarean deliveries

were performed in the absence of any medical indica-

tions, there was an intrinsic three-fold increase in the

risk of severe maternal outcomes, including maternal

death, blood transfusion, admission to intensive care

unit, and hysterectomy. It is obvious that a population

with a caesarean rate exceeding 40% most likely

includes sections done on a substantial proportion of

women for whom the procedure is not medically justi-

fied. So, it is plausible that such high rates of cae-

sarean may contribute to an increase in the rates of

maternal mortality and morbidity.

Several interventions have been rigorously evalu-

ated in an attempt to reduce unnecessary caesareans.

Complex multifaceted interventions targeting birth

attendants and obstetrical services have been shown

to be effective in reducing the need for caesarean

deliveries. However, the magnitude of these effects

remains marginal, with absolute reductions of <5% in

caesarean rates. There is insufficient evidence that

interventions targeting women (e.g. prenatal educa-

tion, birth preparation sessions) effectively reduce

unnecessary caesarean.8–10

It is our collective opinion that interventions aimed

at ‘health systems’, instead of individual women or

health providers, including a different organisation of
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maternity care are more likely to reduce unnecessary

surgical interventions and reverse the current trend in

caesarean rates. Pregnant women at low-risk of com-

plications should be cared for, and delivered by mid-

wives, preferably in midwifery-led units. Several facts

and evidence support this position. Trials evaluating

midwifery-led models of care have consistently

shown that women assigned to these models receive

fewer interventions during childbirth (including a

borderline reduction in caesarean), and are more satis-

fied with their care with comparable health outcomes

for them and their infants.11 This is not surprising.

Obstetrics is a surgical specialty, and obstetricians are

trained as surgeons to resolve complications fast

and effectively, rather than to continuously

support women during labour or to try expectant

management.

Midwifery care is now recommended for low risk

women during labour in high quality evidence based

guidelines in order to provide respectful care with

low level of interventions and good outcomes.12 Mid-

wifery-led units alongside or inside maternity or gen-

eral hospitals are proposed as a strategy to reduce

overuse of interventions and are currently used in

several countries, such as South Africa, UK13, Sweden

and Netherlands.

Could such a model implemented at the country

level potentially reduce unnecessary caesarean and

the overall caesarean rates in the LAC region? All the

trials referenced above comparing models of care

were conducted in high income countries, and none

in any country of America, so it is fair to say that still

we have no evidence that those findings are generalis-

able to all regions. However, when we compare LAC

and other countries that show some of the highest cae-

sarean rates in the world, with countries with the low-

est caesarean rates (those with over 90% of facility

births), the former countries have a predominantly

‘medical model’ for maternity care, while the latter

have midwifery or mixed models of care (Figure 1).

Nevertheless, even operating under the assumption

that a midwifery or mixed model of maternity care

would be beneficial for LAC countries, the feasibility

of widely implementing such a model in the short-

term remains highly unlikely. The two largest coun-

tries in LAC, Brazil and Mexico, don’t have the

adequate numbers of professional midwifery schools

to train enough number of midwives to attend the

huge number of deliveries in those countries.

Thus, it is likely that the trend will continue and the

LAC regions will reach the staggering 50% caesarean

delivery rate in less than 10 years. As mentioned

above, we still remain in the dark as to the long-term

consequences for individuals and the populations of

such a dramatic shift in the mode of delivery. The lim-

ited existing experimental evidence of long-term
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Figure 1. Selected countries with the

highest, and lowest caesarean rates

among countries with >90% facility

births. Data source (1). Countries

with the higher figures have a

predominantly ‘medical model of care’,

while most of those with lower figures

have midwifery or mixed.
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effects such as infant neurodevelopment and medical

problems, and women’s health and well-being (in-

cluding relationship with baby and partner, depres-

sion, and subsequent pregnancies) at 2 years, comes

from trials comparing planned caesarean vs. planned

vaginal delivery in high-risk populations like breech

pregnancies;14 such findings, unfortunately, cannot be

generalisable to all women and their infants. Most of

the available evidence on a wider population are

from observational studies, from which confounding

by indication is often a likely explanation of the

findings.15

In our opinion, it is time for well-designed, prospec-

tive, long-term follow up studies. These studies may

include comprehensive cohorts comparing women

with planned caesarean or planned vaginal delivery

based on their preferences as well as women ran-

domised to either option if they express no clear

preference for either vaginal birth or caesarean. Long-

term outcomes should include consequences for

breast feeding, infant development, and maternal-

infant bonding, autoimmune diseases and allergies in

infants and children, women’s reproductive out-

comes, and maternal and infant outcomes in future

pregnancies. We strongly believe that the importance

of such a study for public health in the Americas,

whether it is ethical, and acceptable to women and

providers are questions worthy of discussion.

It is also imperative that concerted actions by multi-

ple stakeholders be taken to stop the ‘epidemic of

unnecessary caesareans’, involving research funding

agencies, researchers, clinicians, public health authori-

ties, and stakeholder user groups. The current trend

remains unjustified from the medical and women’s

preferences perspective, and imposes an economic

and financial burden associated with higher costs to

the health care system in middle income countries.

Research looking for interventions and strategies to

attain a medically justified caesarean rate remains a

critical perinatal priority.
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