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Worldwide there is an alarming increase in caesarean 
section (CS) rates. The medical profession on its own 
cannot reverse this trend. Joint actions with govern-
mental bodies, the health-care insurance industry, 
and women’s groups are urgently needed to stop 
unnecessary CSs and enable women and families to be 
confident of receiving the most appropriate obstetric 
care for their individual circumstances.

CS rates are increasing globally without any signs of 
slowing down. Worldwide rates have increased from 
about 6% in 1990 to 19% in 2014.1 National rates in the 
northern part of Europe are still below 20%, whereas those 
in the southeastern part of Europe, China, and South 
America have increased to or above 50% of deliveries.2 In 
north Africa the rate has increased from 5% to 28% and 
in Egypt has reached 50%, with persistent low overall 
population rates in sub-Saharan Africa (5%) and huge 
variations within countries.1 In many low-income and 
middle-income countries, CS rates are too low in rural 
regions and in vulnerable groups, while rapidly increasing 
in urban areas. In other words, lack of access in some 
regions of the world or countries, and over intervention in 
other countries or in other parts of the same country: “too 
little, too late and too much too soon”.3 Given the linear 
increase in CS rates, it seems unlikely that the rising trend 
of CS can be reversed easily. The large variation in CS rates 
indicates that these rates have virtually nothing to do with 
evidence-based medicine.

WHO has indicated that every effort should be made 
to provide CSs to women in need rather than striving 
to achieve a specific rate.4 At the same time, WHO 
has shown that at the population level, CS rates of 
more than 10–15% are unlikely to improve maternal 
or perinatal outcomes.4 Others have found that the 
lowest rates of maternal and neonatal mortality may 
occur at a CS rate of around 19%.5 Increasing CS rates 
are associated with short-term and long-term maternal 

and perinatal consequences, including direct maternal 
morbidity and mortality derived from anaesthetic 
and urological complications, bleeding, infection, and 
thromboembolism, with more respiratory problems 
in newborn babies because of iatrogenic preterm 
delivery, and with more autoimmune and obesity-
related problems in offspring.6,7 Consequences for future 
pregnancies include an increase in spontaneous preterm 
birth, uterine rupture, and abnormal placentation that 
may result in excessive maternal bleeding and/or need 
for hysterectomy.6,7 In the USA, the increasing CS rate 
has, although weakly, been associated with an increase in 
maternal mortality.8 Similarly, in some African countries 
CS is associated with a very high maternal and neonatal 
mortality and morbidity, partly because of absence 
of facilities for instrumental vaginal delivery, delay in 
doing the procedure, and inadequate facilities and skills.9 
Hospital-acquired sepsis with resistant organisms also 
contributes to adverse outcomes from surgery. The rise 
in CSs has to be stopped.

Drivers for the increasing CS rates can vary between 
countries and include a loss of medical skills to 
confidently and competently attend a (potentially 
difficult) vaginal delivery, as well as medico-legal issues. 
Additionally, important incentives exist in the comfort 
of planned daytime delivery compared with unplanned 
vaginal deliveries of varying duration, especially in 
private practices, and financial incentives for both 
doctor and the hospital.

Mother–baby friendly hospital-care arrangements, 
education, and preparation classes, and standardisation 
of protocols have thus far not been shown to result in 
significant reductions in CS rates. Adequate pain relief, 
improved privacy, and care in labour wards may be of 
help, but the only aspect that has consistently resulted 
in a significant reduction in CS rates has been an 
altered reimbursement model for doctors and hospitals 
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that favours vaginal delivery. This has been shown in 
Portugal following wide dissemination of information 
on the increased risks of CS,10 as well as in governmental 
hospitals in Iran11 and in a large hospital setting in 
Shanghai.12

With this FIGO position paper, we ask for the help 
of governmental bodies, UN partners, professional 
organisations, women’s groups, and other stakeholders 
to reduce unnecessary CSs:
1 The delivery fees for physicians for undertaking CS 

and attending vaginal delivery should be the same, 
using a mean fee. This should also happen in private 
practice settings.

2 Hospitals should be obliged to publish annual CS 
rates, and financing of hospitals should be partly 
based on CS rates. Risk-adjusted CS rates should 
become available.

3 Hospitals should use a uniform classification system 
for CSs (Robson/WHO classification).1,13

4 Women should be informed properly on the benefits 
and risks of a CS.

5 Money that will become available from lowering 
CS costs should be invested in resources, better 
preparation for labour and delivery and better care, 
adequate pain relief, practical skills training for 
doctors and midwives, and reintroduction of vaginal 
instrumental deliveries to reduce the need for CS in 
the second stage of labour.

6 The situation in very low-income countries requires 
specific attention, considering that access to CSs is 
still insufficient in rural areas, whereas CSs seem to 
rise inappropriately in some urban areas and can be 
associated with substantial maternal morbidity and 
mortality.9,14 Both situations are unwanted. In rural 
areas, adequate access to skilled care, to appropriate 
fetal surveillance, and to assisted births or operative 
delivery is essential.
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