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Introduction 
Though caesarean section can be life saving for mother and 

baby in certain situations, its excessive and unnecessary use is 
becoming a matter of concern. Although once it was limited to 
western countries, now days the rising trend of caesarean sections 
is more of a global problem. For nearly 30 years, the international 
healthcare community has considered the ideal rate for caesarean 
sections to be between 10% and 15% [1]. There is no evidence to 
show any benefit either to mother or to infant when the procedure 
is not medically indicated [2]. On the other hand there is high 
chance of associated short and long term risk which can extend 
many years beyond the index delivery and affect the health of the 
woman, her child, and future pregnancies. These risks are higher in 
women with limited access to comprehensive obstetric care [3-5]. 
The procedure is not that simple and needs to be performed only 
when clinically justified. 

Discussion
Burden of the Problem

The rate of caesarean section varies from country to country 
even region to region. A systematic review by Soto-Vega E et al. [6] 
in 2015 demonstrated an overwhelming prevalence of caesarean 
section, with a mean of 42.5% worldwide. While 65.84% is  

 
worldwide mean of caesarean section in private sector, it is 33.99 
% for public sectors. Datas from countries like Iran, Brazil and 
México show section rates reaching upto 91.9%, 85.8%, and 85.6%, 
respectively [7,8], also the same countries have the highest rate of 
caesarean section in public sector being 78.5%, 71.0% and 47.8 % 
respectively [9]. Countries like Egypt, Turkey, Dominican Republic, 
Georgia and China have all had over 30 percent increase in their 
caesarean section rates over the last 24 years. For example, in 
Egypt, according to the latest data, more than half of all women give 
birth by caesarean section without much difference between urban 
and rural areas [10].

Data’s from India also show a disturbing increase in caesarean 
section rates over the last 20 years. A collaborative study done by 
the Indian Council of Medical Research (ICMR) in the 1980s showed 
a Caesarean section rate of 13.8 percent in teaching hospitals [11]. 
The escalating rates of Caesarean sections in teaching hospitals 
in India had been compared between 1993-94 and 1998-99, with 
data from 30 medical colleges/teaching hospitals [12]. The overall 
rate showed an increase from 21.8 per cent in 1993-94 to 25.4 per 
cent in 1998-99. What was alarming was that 42.4 per cent were 
primigravidas and 31 per cent had come from rural areas. In a 
study over a two-year period in an urban area of India, the total 
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Caesarean section rates even in the public and charitable sectors 
were 20 and 38 per cent respectively. In the private sectors, the 
rate was an unbelievable 47% [13]. More recently in 2010-2011, 
the Annual Health Survey (AHS) data in India from 284 districts in 
nine States, including Jharkhand, found that the median caesarean 
section rate in the private sector was 28%, compared with 5% in 
the public sector [14].

Cause of this Increase Trend
Although such high levels of caesarean rates cannot be justified, 

some possible reasons those have been reprted for this are fear of 
pain; concerns about genital modifications after vaginal delivery; 
misconception that CS is safer for the baby; the convenience for 
health professionals and also for the mother and family; fear of 
medical litigation and lower tolerance to any complications or 
outcomes other than the perfect baby [15-20]. Some cultural factors 
also have been found. For example, in China, choosing the date of 
the baby’s delivery on the basis of luck and fate for the future of the 
baby by some people is one of the explanations for scheduling a CS 
[21]. High-risk patients do not show a large variation in Caesarean 
rates, regardless of where they deliver. The largest variation occurs 
in the low-risk patient category, specifically the nulliparous patient 
with term singleton foetuses with vertex presentation without 
other complications. Studies from India as well as from other 
countries have confirmed that in this group of women perinatal 
morbidity and mortality rates are not improved by the performance 
of a Caesarean section [22-24].

The introduction of the concept of ‘on demand caesarean section’ 
as a new indication has raised many eyebrows. Mackenzie et al [25] 
observed that maternal request was one of the main indications for 
CS (23%) in 1996.There is too many unknown facts about the true 
risks and benefits of the procedure. Inadequately informed women 
choose caesarean section to avoid painful natural childbirth. Most 
of them like to maintain the vaginal tone of teenagers. But, this is 
more likely a benefit to the sexual partner than the woman herself. 
In India, the family sometimes demands that the baby be born 
on a auspicious date and time, obviously by caesarean section, as 
dictated by horoscope/astrological calculations. This happens to 
be a popular indication of caesarean section in China as already 
described. There are many more reasons for on demand caesarean 
section which are beyond the scope of this review to be discussed. 
Moreover, FIGO [26] states that performing caesarean section for 
nonmedical reasons is ethically not justified.

Associated Risks
Various studies have confirmed that there is higher 

incidence of PPH, postpartum infection, chronic abdominal pain, 
rehospitalisation after elective caesarean section performed 
in nulliparous low risk women compared to that after vaginal 
delivery [27-29]. Babies are also vulnerable to unnecessary risks 
from rising CS rates. The first danger to the baby is the 1% to 9% 
chance that the surgeon’s knife will accidentally lacerate the fetus 
(6% in nonvertex presentation) [30]. A much more serious risk is 
respiratory distress syndrome (RDS) in preterm infants and for 
other forms of respiratory distress in mature infants [31]. Even 

with repeated ultrasound scans, there may be errors in judging 
when to do an elective CS. As CS rates rise, so do premature births.

Recurrent caesarean section, scar rupture, hysterectomy, 
caesarean scar pregnancy and maternal and fetal deaths are some 
of the future important risks. Previous caesarean section increases 
the risk of multiple placental abnormalities like placental abruption, 
placenta previa, and adherent placentation in subsequent 
pregnancies [32]. While first birth caesarean section had a 30% 
increased risk for placental abruption [33], Women who had four 
or more deliveries with a single caesarean section had a 1.7 fold 
increased risk of placenta previa. Among women with placenta 
previa, the incidence of placenta accrete is almost 10% [34]. Zaki 
et al. [35] reported a 60% rate of placenta accrete with three or 
more caesarean deliveries. The leading indication for caesarean 
hysterectomy in USA is plaenta accrete [36]. As the incidence of 
CS continues to rise worldwide, the problem of placenta previa 
and placenta accrete and consequently caesarean hysterectomy is 
likely to become more common. Obstetricians should be ready to 
face these future consequences of today’s decision of performing 
caesarean section [37].

Conclusion
The proliferating increased rates of caesarean section have 

not only affected the developed countries but also expanded to 
developing countries like India. A lot of risks both immediate and 
remote have been associated with caesarean section but is largely 
unknown to the population experiencing the process. Health 
education especially antenatal education regarding safety of vaginal 
delivery and the cons of caesarean section would be a valuable tool 
to be offered at population level. As proposed by WHO in 2015 
the use of the Robson Classification system as a global standard 
for assessing, monitoring and comparing caesarean section rates 
[38,39] will allow analyses of caesarean section rates according 
to important maternal and fatal variables (e.g. parity, previous 
caesarean section delivery, onset of labour, gestational age, number 
of foetuses and presentation). 
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