
          

BACKGROUND

Caesarean section (CS) is important in preventing
mortality and morbidity in some mothers and babies.
There are some absolute indications for Caesarean

section, placenta praevia, transverse lie in labour, cord
prolapse, uterine rupture, eclampsia and severe pre-eclampsia.
However, most Caesareans occur for other reasons and there is
a lack of consensus about the situations in which the benefits
of Caesarean for either the mother or the baby outweigh the
risks.  What is becoming increasingly apparent is that the way
maternity services are managed, the information and care
provided to women during pregnancy and labour, and the
environment in which birth takes place - which in combination
contribute to a maternity unit "culture" - have a major
influence on outcomes. Medicalisation of the environment
could be the dominant influence on levels of intervention,
over-riding potentially beneficial effects of factors such as
continuity of support (Johanson et al, 2002).  In a medicalised
environment, by the time individual decisions are taken about
whether a Caesarean is the appropriate course of action, there
may often be little opportunity left for seriously considering an
alternative. 

When assessing the benefits, risks, alternatives and doing
nothing (BRAN) in specific circumstances, it is important to
consider the skills of the clinicians available to provide care
(outcomes for more experienced midwives and doctors may be
very different from those of less experienced staff), the long-
term as well as the short-term effects, and to think about the
social and emotional consequences as well as the physical
ones. These issues are highly complex, and have not yet all
been adequately addressed in research, so the available
evidence to inform decisions is incomplete. 

The four most common reasons for CS are lack of progress
in labour (dystocia), foetal distress, breech and repeat CS,
which in combination account for over 70% of all CS
(Paranjothy & Thomas, 2001). Evidence suggests that the
beliefs of clinicians, the way labour is managed, the extent to
which agreed clinical standards are implemented, and the
culture in the maternity service are some of the factors which
influence the proportion of births that take place by Caesarean.
These factors also affect how many women and babies have a
straightforward vaginal birth. 

There has been public health concern about the increasing
rates of Caesarean section for over 30 years. The optimal rate
is not known, but little consistent improvement in outcome
appears to occur when rates rise above the minimum level
(Enkin et al, 2000).  In 1985, the World Health Organisation
issued a consensus statement that there were no additional
health benefits associated with a Caesarean section rate (CSR)
above 10-15%. 

The CSR varies considerably between countries (from about
5% to over 25% of all births). In England and Wales the CSR
rose steeply during the 1970s, doubling from 4% in 1970 to 9%
in 1980. The rates rose steeply again throughout the 1990s,
almost doubling from 11.3% in 1989/90 to 21.3% in 2000/01.

Patterns for Scotland are similar. The CSR for Wales, Northern
Ireland, the Channel Islands and Isle of Man for 2000/01 are
around 24% (Paranjothy & Thomas 2001).

In contrast, to the UK, and to the USA and Canada, the
Nordic countries (Norway, Finland, Sweden and Denmark)
have been able to maintain CSR of 12-14% throughout the
1990s, within the range indicated by WHO. 

In order to understand what causes or contributes to the
rising CSR, various methods have been used to make valid
comparisons between different populations or groups of
women using services. Robson and colleagues devised a system
of classification which involved dividing all pregnant women
using a maternity service into just one of 10 groups, based on
six relevant clinical characteristics: parity, previous CS,
multiple pregnancy, presentation, gestation and labour onset
(Robson et al, 1996). These have been described in an earlier
edition of New Digest (Robson, 2000). 

Some of the Robson groups are large and some very small.
Robson group 1, for instance, included 25% of all births in
England and Wales in 2001. It is made up of all first-time
mothers going into spontaneous labour after 37 or more weeks
of pregnancy, having a single baby who is presenting head-first.
All other first-time mothers are assigned to other categories.
Robson's group 3 is the largest group. It is made up of women
who have had at least one baby before and have no uterine
scar, who go into spontaneous labour after 37 or more weeks
of pregnancy, with one baby coming headfirst. By comparing
women in specific Robson groups, it is possible to compare the
CSR for similar women in different hospitals and in different
countries.  

AUDIT OF CAESAREAN SECTIONS IN SCOTLAND

In Scotland, one of the first audits capturing information about
all CS in a defined geographical area was carried out in 1994/5
(McIlwaine et al, 1998). Data has been routinely collected
about all births in Scotland since 1970. The overall CSR in for
the year to March 2001 was provisionally 21.9% (range
between consultant-led hospitals 14.5% to 27.3%)(ISD 2002).

A review of the 48,602 CS undertaken in Scotland during
the five-year period from 1992-7 was undertaken using the
four largest Robson groups, which account for 60% of CS.
Considerable variation was found between maternity units. For
example, the overall CSR in Robson group 1 was 10% (range
between units 6.2%-12.6%) (SPCERH 1999).

THE NATIONAL SENTINEL CAESAREAN SECTION
AUDIT

The Department of Health commissioned a three-month audit
of all CS in England and Wales, which took place May-July
2000. The audit was then extended to Northern Ireland, the
Channel Islands and the Isle of Man for the period December
2000-February 2001 (Paranjothy & Thomas 2001). It
determined the frequency of CS in all maternity units;
evaluated demographic, clinical and organisational factors
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associated with variations in the CSR and assessed
performance against agreed clinical standards. Two surveys,
one of women's views and one of obstetricians' views about
Caesarean section were also carried out. 

The audit shows the CSR varies by region, ranging from
19.3% in North Eastern Region to 24.2% in London and Wales.
For Robson group 1 (first time mothers, spontaneous labour,
one baby, head down at term) the overall CSR was 12.2% in
England and Wales, ranging from 9.9% in North Eastern Region
to 14.3% in London and Wales. In contrast, in Stavanger, one
of the biggest maternity units in Norway, the CS rate for
Robson group 1 was 5.1% in 2001, with a rate of 10.9% for the
whole unit (www.sir.no/kk/results)

The survey of women found that only 3.3% of those
expecting their first baby expressed a preference for a
Caesarean birth. The rate was 5.3% for all women, with the
highest rate among those who had already had a CS (19.9%).
The survey of obstetricians found that 51% felt the CSR in
their unit was too high. The average CSR in their units was
23.3%. The average CSR in units of obstetricians who did not
think their unit's rate was too high was 19.0%.  In the clinical
audit, obstetricians attributed 7% of CS as having been
performed primarily for maternal request. 

WHAT MAKES A DIFFERENCE?

Primary CS rate
There is general agreement that reducing the primary CSR -
women having a first CS - makes a big difference to the overall
CSR. Women who have already had one vaginal birth have a
high chance of a straightforward birth in a subsequent
pregnancy. For example, the CSR in Robson group 3 in
England and Wales was 3.1%. Whereas, women with a uterine
scar have a high chance of having another CS.  The CSR in the
relevant Robson group (group 5) was 64.4% (Paranjothy and
Thomas, 2001). 

Culture and team working
A qualitative study in Canada to investigate the factors
associated with a low CSR concluded that critical success
factors included:

l taking pride in having a low Caesarean section 
rate;

l having a hospital culture in which birth is seen 
primarily as a normal physiological process;      

l commitment to one-to-one support for women 
throughout labour;

l strong leadership in all professional groups and 
effective multi-disciplinary teams, with no sense 
of “them and us”;

l timely access to skilled professionals, both to 
more experienced nurses/midwives and to 
doctors; and 

l strong commitment to evidence-based practice.

The results of this study are available on the web
www.womenshealthcouncil.com and were presented by Prof
Lesley Page at the RCOG/RCM/NCT conference, The Rising
Caesarean Rate - From Audit to Action, held on
31st January in London (Page and Hodnett, 2002).

Clinical standards
The clinical audits have focussed attention on the gap between
agreed clinical standards and practice, recommending that
targets are set to improve outcomes and that performance is

monitored as part of the clinical audit cycle. McIlwaine et al.
(1998) included recommendations that (i) a fetal blood sample
(FBS) should be attempted to confirm an electronic fetal
monitoring (EFM) diagnosis of fetal distress, when it is
technically possible to do so, and (ii) when failure to progress
is diagnosed in first-time mothers in second stage, syntocinon
should be used when appropriate and safe.

In the Sentinel Audit FBS was attempted in 44% of the
relevant cases. Those not meeting this auditable standard
contributed 4.6% to the overall CSR. Similarly, 81% of women
in their first pregnancy with suspected failure to progress had
oxytocin prior to their CS. The group that did not meet this
auditable standard contributed 2.6% to the overall CSR.

In Scotland, the Expert Advisory Group on Caesarean
Section in Scotland  (2001) made recommendations which
include the following:

l All women should have the benefit of one-to-one 
midwifery care in labour. This support has been 
shown to reduce the rate of obstetric 
interventions, including CS (Hodnett 2000). 

l Clinicians and women should regard "trial of 
labour" as the norm for delivery after previous 
CS. In Scotland in 1992-7 the vaginal birth after 
Caesarean (VBAC) rate was 46.2% (range 26.1% to
67% between units). The VBAC rate in England 
and Wales was 32.6% (range 38.2% in North 
Eastern Region to 26.9% in Wales). The lowest 
VBAC rates in the UK are in Northern Ireland 
(23.8%) and in the Channel Isles and the Isle of 
Man (21.8%).

l The prevalence of breech presentation should be 
minimised through a policy of offering external 
cephalic version (ECV) to appropriate women at 
term (Hofmeyr 2000).

Changing threshold of tolerance
In a survey of obstetricians' practice in England and Wales,
47% gave "fear of litigation" as a reason for the rise in the
Caesarean rate (Francome et al 1993). They suggested that
doctors had become more tolerant of intervention as a means
of defending themselves against potential litigation. A
retrospective study of the indications for Caesarean in the
same maternity unit at two points in time (1962 and 1992)
suggested that there has been a lowering of the threshold
concerning the decision to carry out a Caesarean. There had
been a significant increase in the CSR (6.8% vs.18.1%) and
almost three times as many CS were performed for foetal
distress (1.2% vs. 3.4% of all births). Twice as many CS were
performed for failure to progress (2.9% vs. 6.7% of all births).
In addition, many more births were repeat CS (0.3% - 2.9% of
all births) and as a result of breech and other 'mal-
presentations' (0.7% vs. 2.9% of all births) (Leitch and Walker,
1998).  However, we should not rule out the possibility that
there is actually more foetal distress and failure to progress,
perhaps as a result of changes in the birth environment and
the ways labour is managed.   

KEY POINTS

Caesarean section is important for preventing mortality or
morbidity in some mothers and babies. However, the four
most common reasons for CS: lack of progress in labour
(dystocia), fetal distress, breech and repeat CS are not
absolute indications. Rates of CS vary widely in a pattern that
does not appear related to women's clinical needs or
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preferences. There is evidence that the overall CSR is reduced
when the primary CSR is low. The culture within the
maternity services seems to be important, affecting the way
labour is managed. The extent to which agreed clinical
standards are implemented also makes a significant difference.
Evidence-based CS guidelines are being developed by the
National Institute for Clinical Excellence (NICE), and are due
for publication in mid 2003.

In the next edition of New Digest, Caesarean Section - Part
2 will present data on the known risks and benefits of
Caesarean section for women and babies. 
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See also Research Roundup (page 30)  for latest research on
VBAC.
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