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Government of West Bengal 
Department of Health & Family Welfare 

State Family Welfare Bureau 
Swasthya Bhawan 

GN 29, Sector V, Salt Lake, Kolkata- 700091

Memo. No. H/SFWB/21C-01-2011/ Date.........

To,
1. The Principal

All Medical Colleges, West Bengal.
2. TheCMOH

All Districts, West Bengal.

Subject -  Concern regarding rising Caesarean Section rates.

Sir,
Concern has been raised by the Ministry of Health & Family Welfare, Govt, of India, regarding rising 

Caesarean Section (CS) rates especially when it is medically not indicated, thus exposing the pregnant 
women and babies to potential harm.

You are aware of the efforts are being made to operationalize FRUs / CEmOC centres with proper 
geographical distribution for providing comprehensive obstetric care and essential new born care services, 
which will help in reduction of maternal and neo-natal mortality and morbidities.

WHO in its statement of Caesarean Section rates released in April, 2015 has emphasized that 
Caesarean Sections are effective in saving maternal and infant lives, but only when they are conducted for 
medically indicated reasons. Every effort should be made to provide CS to women in need of it. WHO 
further informs that at population level, the CS rates higher that 10% are not associated with reductions in 
maternal and new bom mortality rates.

Enclosed herewith, please find a copy o f ‘WHO Statement on Caesarean Section Rates’.
It is requested that this WHO statement be shared and discussed with the Obstetricians and 

Gynecologist working in the Govt, health facilities, which would guide them in taking a conscious 
decision on CS when clinically indicated.

It is also suggested that CMOH, being the license issuing authority under the CE Act, may conduct 
periodic prescription audits in the private sector to deliver quality services. The same may also be done in 
Govt, health facilities in the State

Enclosed : As stated.

"ours faithfully.

Commissioner (FW) & Secretary 
to the Government of West Bengal

Memo. No. H/SFWB/21C-01-2011/SM2.^(2l)|| ( |2̂  Date.......... ...............................,2015
Copy forwarded for information please to:-

1. Dr. Tridib Banerjee, Chairman, HLTF to reduce IMR & MMR,
2. The Deputy Commissioner, Maternal Health Division, Ministry of H &FW, GOI,
3. The Director of Health Services & e.o. Secretary to the Govt, of West Bengal,
4. The Director of Medical Education & e.o. Secretary to the Govt, of West Bengal,
5. The MSVP, all Medical Colleges, West Bengal,
6. The SFWO & Jt. DHS (FW), West Bengal,

■ 7. The DDHS (FW), West Bengal,
8. The ADHS (Maternal Health), West Bengal,
9. The DADHS (Child Health), West Bengal,
10. The Sr. PA to the Addl. Chief Secretary, Dept, of Health & FW, West Bengal,
11. The System Coordinator, IT cell with a request for web posting in the Departmental site,
12. Office copy.

Commissioner (FW) & Secretary 
to the Government of West Bengal
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WHO Statement on Caesarean Section Rates
Every effort shc^ld be made to provide caesar^i|

7 sections to women in need, rather than striving f ? K  
tof achieve a specific rate .--jrr

Executive symmary
Since 1985, the international healthcare com m unity has considered the ideal rate for caesarean sections 
to be between 1 0 %  and 15%. Since then, caesarean sections have becom e increasingly com m on in both 

developed and developing countries. W hen medically justified, a caesarean section can effectively prevent 
maternal and perinatal mortality and morbidity. However, there is no evidence show ing the benefits of 

caesarean delivery for w om en or infants w ho  do not require the procedure. As w ith any surgery, caesarean 
sections are associated with short and long term risk which can extend m any years beyond the current 
delivery and affect the health of the woman, her child, and future pregnancies. These risks are higher in 
wom en with limited access to com prehensive obstetric care.

In recent years, governm ents and clinicians have expressed concern about the rise in the num bers of 
caesarean section births and the potential negative consequences for maternal and infant health. In addition, 

the international com m unity has increasingly referenced the need to revisit the 1985 recom m ended rate.

Caesarean section rates 
at the population level

WHO conducted two studies: a systematic review of 
available studies that had sought to find the ideal 
caesarean rate within a given country or population, 
and a worldwide country-level analysis using the 
latest available data. Based on this available data, and 
using internationally accepted methods to assess 
the evidence with the most appropriate analytical 
techniques, WHO concludes:

1. Caesarean sections are effective in saving maternal 
and infant lives, but only when they are required for 
medically indicated reasons.

2. At population level, caesarean section rates higher 
than 10% are not associated with reductions in 
maternal and newborn mortality rates.

3. Caesarean sections can cause significant and 
sometimes permanent complications, disability or 
death particularly in settings that lack the facilities 
and/or capacity to properly conduct safe surgery 
and treat surgical complications. Caesarean sections 
should ideally only be undertaken when medically 
necessary.

4. Every effort should be made to provide caesarean 
sections to women in need, rather than striving to 
achieve a specific rate.

5. The effects of caesarean section rates on other 
outcomes, such as maternal and perinatal morbidity, 
paediatric outcomes, and psychological or social 
well-being are still unclear. More research is needed 
to understand the health effects of caesarean section 
on immediate and future outcomes.

Caesarean section rates at the 
hospital level and the need for a 
universial classification system

There is currently no internationally accepted 
classification system for caesarean section that would 
allow meaningful and relevant comparisons of CS rates 
across different facilities, cities or regions. Among the 
existing systems used to classify caesarean sections, 
the 10-group classification (also known as the'Robson 
classification') has in recent years become widely 
used in many countries. In 2014, WHO conducted a 
systematic review of the experience of users with the 
Robson classification to assess the pros and cons of its 
adoption, implementation and interpretation, and to 
identify barriers, facilitators and potential adaptations or 
modifications.

WHO proposes the Robson classification system 
as a global standard for assessing, monitoring and 
comparing caesarean section rates within healthcare 
facilities overtime, and between facilities. In order 
to assist healthcare facilities in adopting the Robson 
classification, WHO will develop guidelines for its 
use, implementation and interpretation, including 
standardization of terms and definitions.



For nearly 30 years, the international healthcare 
community has considered the ideal rate for 
caesarean sections to be between 10%  and 15%.
This was based on the following statement by a 
panel of reproductive health experts at a meeting 
organized by the World Health Organization (WHO) 
in 1985 in Fortaleza, Brazil: "[TJhere is no justification 
for any region to have a rate higher than 10-15%".
The panel's conclusion was drawn from a review of 
the limited data available at the time, mainly from 
northern European countries that demonstrated 
good maternal and perinatal outcomes with that rate 
of caesarean sections.

Since then caesarean sections have become 
increasingly common in both developed and 
developing countries for a variety of reasons. When 
medically justified, caesarean section can effectively 
prevent maternal and perinatal mortality and 
morbidity. However, there is no evidence showing 
the benefits of caesarean delivery for women or 
infants who do not require the procedure. As with 
any surgery, caesarean sections are associated 
with short and long term risk which can extend 
many years beyond the current 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.

The proportion of caesarean sections at the 
population level is a measure of the level of access 
to and use of this intervention. It can serve as a 
guideline for policy-makers and governments in 
assessing progress in maternal and infant health 
and in monitoring emergency obstetric care and 
resource use. Over the last few years, governments 
and clinicians have expressed concern about the rise 
in the numbers of caesarean section births and the 
potential negative consequences for maternal and 
infant health. Cost is also a major factor in improving 
equitable access to maternal and newborn care, as 
caesarean sections represent a significant expense for 
overloaded -  and often weakened -  health systems.

Over the past three decades, as more evidence 
on the benefits and risks of caesarean section has 
accumulated, along with significant improvements 
in clinical obstetric care and in the methodologies to 
assess evidence and issue recommendations, health 
care professionals, scientists, epidemiologists and 
policy-makers have increasingly expressed the need 
to revisit the 1985 recommended rate. However, 
determining the adequate caesarean section rate 
at the population level -  i.e. the minimum rate for 
medically indicated caesarean section, while avoiding 
medically unnecessary operations -  is a challenging 
task. To answer this question, W HO conducted two 
studies: a systematic review of available country- 
level studies that had sought to find this rate, and 
a worldwide country-level analysis using the latest 
available data. The process and the results are 
described in the first part of this Statement.

At the heart of the challenge in defining the optimal 
caesarean section rate at any level is the lack of a 
reliable and internationally accepted classification 
system to produce standardized data, enabling 
comparisons across populations and providing a 
tool to investigate drivers of the upward trend in 
caesarean section.

Am ong the existing systems used to classify 
caesarean sections, the 10-group classification 
(also known as the 'Robson classification') has 
become widely used in many countries in recent 
years. Proposed by Dr Michael Robson in 2001, the 
system stratifies women according to their obstetric 
characteristics, thereby allowing a comparison of 
caesarean section rates with fewer confounding 
factors. W HO conducted two systematic reviews to 
assess the value, benefits and potential drawbacks 
of using this classification to better understand 
caesarean section rates and trends worldwide.The 
research process and conclusions are described in 
detail in the second part of this Statement.



Ecologic studies involve comparisons and analysis 
of entire populations, rather than individuals. 
Populations are often defined within geopolitical 
boundaries, and it is therefore important to 
differentiate population-based studies from studies 
of patients in specific health care facilities ('hospital- 
based studies').

Healthcare facility rates of caesarean births vary 
widely depending on differences in the case mix 
of the obstetric populations they serve, in their 
capacity and provisions, and in clinical management 
protocols.Therefore, a population-based 
recommended caesarean section rate cannot be 
applied as the ideal rate at the hospital level because 
of these very differences.

In 2014, WHO conducted a systematic review of the 
ecologic studies available in the scientific literature, 
with the objective of identifying, critically appraising, 
and synthesizing the findings of these studies, which 
analyse the association between caesarean section 
rates and maternal, perinatal and infant outcomes. At 
the same time, W HO undertook a worldwide ecologic 
study to assess the association between caesarean 
section and maternal and neonatal mortality, 
using the most recent data available. These results 
were discussed by a panel of international experts 
at a consultation convened by W HO in Geneva, 
Switzerland, on 8 -9  October 2014. The panel made 
the following observations:

1. Based on the WHO systematic review, increases 
in caesarean section rates up to 10-15% at the 
population level are associated with decreases in 
maternal, neonatal and infant mortality. Above 
this level, increasing the rate of caesarean section 
is no longer associated with reduced mortality. 
However, the association between higher rates of 
caesarean section and lower mortality weakened 
or even disappeared in studies that controlled 
for socioeconomic factors. Since it is likely that 
socioeconomic factors can explain most of the 
association between increased caesarean section 
rates and lower mortality in this review, WHO 
conducted another study to further analyse this 
aspect.

2. The W HO worldwide ecologic study found that a 
substantial part of the crude association between 
caesarean section rate and mortality appears
to be explained by socioeconomic factors. 
However, below a caesarean section rate of 10%, 
maternal and neonatal mortality decreased 
when caesarean section rates increased. As 
caesarean section rates increased above 10%  
and up to 3 0 %  no effect on mortality rates 
was observed. The analysis took a longitudinal 
approach, using country-level data and adjusting 
for socioeconomic development. This approach 
may overcome some of the limitations of the 
cross-sectional studies found in the systematic 
review but it should be emphasized that ecologic 
associations do not imply causality.

3. Current data does not enable us to assess the link 
between maternal and newborn mortality and 
rates of caesarean section above 30%.

4. Quality of care, particularly in terms of safety,
is an important consideration in the analysis of 
caesarean section rates and mortality.The risk 
of infection and complications from surgery are 
potentially dangerous, particularly in settings 
that lack the facilities and/or capacity to properly 
conduct safe surgery.



5. The association between stillbirth or morbidity 
outcomes and caesarean section rates could 
not be determined due to the lack of data at the 
population level.The available ecologic studies 
analysed mortality indicators only, probably 
because these are more readily available than 
maternal and newborn morbidity indicators at 
the population level. Likewise, psychological and 
social aspects related to mode of delivery were 
not considered in the research. Since mortality

is a rare outcome, especially in developed 
countries, future studies must assess the 
association of caesarean section rates with short- 
and long-term maternal and perinatal morbidity 
outcomes (e.g. obstetric fistula, birth asphyxia). 
These include psychosocial implications 
regarding the maternal-infant relationship, 
women's psychological health, women's ability to 
successfully initiate breastfeeding and paediatric 
outcomes.

Conclusions

Based on  the available data, and u sin g  internationally accepted m ethod s to assess the

evidence  w ith the m ost appropriate  analytical techniques, W H O  concludes:

1. Caesarean sections are effective in sav ing  maternal and  infant lives, but on ly  w hen  

they are required for m edically indicated reasons.

2. At popu lation  level, caesarean section rates h igher than 1 0 %  are not associated w ith 

reductions in m aternal and  new born  m ortality rates,

3. Caesarean sections can cause significant and  som etim es perm anent com plications, 

d isability or death particularly in settings that lack the facilities and/or capacity to 

properly conduct safe su rge ry  and  treat surgical com plications. Caesarean section s 

shou ld  ideally on ly  be undertaken  w hen  m edically necessary,

4. Every effort shou ld  be m ade  to provide  caesarean sections to w om e n  in need, rather 

than striving to ach ieve  a specific rate.

5. The effects o f caesarean section rates on other outcom es, such as m aternal and  

perinatal m orbidity, paediatric outcom es, and  psycho log ica l or social w ell-be ing 

are still unclear. M o re  research is need ed  to  u n d e rsta n d  the  hea lth  effects o f  

caesarean  section  o n  im m ed ia te  an d  fu ture  ou tcom es.


