


• Maternal Mortality Ratio in India has declined 
over the years to 88 in 2020-22 from 93 in 
2019-21 and 97 in 2018-20. 


• Over 45% decline in MMR since last decade 
across nineteen (19) SRS states. 


• Kerala has an MMR of 18, Maharashtra is at 36.


• The EAG and Assam group of States has seen 
a steep decline. 

https://indianexpress.com/article/cities/pune/india-maternal-deaths-live-
births-unfpa-report-9278280/



Talking Points 

• What is the controversy? 

• Is there an ideal Cesarean Rate? 

• The way forward……



"There is no justification for any region  

to have CS rates higher than 10-15%”  

World Health Organization. Appropriate technology for birth. 
Lancet 1985; 2 (8452): 436-7



Global Cesarean Rates 













The impact of Cesarean rates on mortality and morbidity

• What is almost always overlooked is that the WHO document looked upon reflected a correlation only with 
mortality. 

Betran AP, Merialdi M, Lauer JA, et al. Rates of caesarean section: Analysis of global, regional and national 
estimates. Pediatric and Perinatal Epidemiology. 2007;21:98-113)  

• Since there are practically no morbidity data at the population level, it has not been possible to assess the 
ecological relationship between caesarean section and these other outcomes.  

Ana Pilar Betrán, Jun Zhang, Maria Regina Torloni, A Metin Gülmezoglu Evid Based Med December 2016, 
volume 21, number 6, 237 

• None of the countries with a stillbirth rate of 2-4 /1000 have a Caesarean Sec on rate between the World 
Health Organisation recommended 10-15% threshold.  

Leddy MA, Power ML, Schulkin J (2008) The Impact of Maternal Obesity on Maternal and Fetal Health. Rev 
Obstet Gynecol 1: 170-178



So many problems…
• The studies on which the WHO based the 15% recommendation 30 years ago were “limited by either having incomplete data or 

relying on averaged cesarean delivery rates from multiple years without accounting for year-to-year variation in these estimates”  

Molina G, Weiser TG, Lipsitz SR, et al. Relationship between cesarean delivery rate and maternal and neonatal mortality. JAMA 
2015; 314: 2263-2270).  

• The methodology of arriving at these rates was not robust and the methodology has come under scrutiny in several publications  

Betran AP, Torloni MR, et al for the WHO Working Group on Caesarean Section. WHO Statement on Caesarean Section Rates. 
BJOG 2016;123:667–670), 

• The rates were never meant to assess Cesarean rates at the level of an individual facility or individual physician or patient. 
These rates were an indicator of accessibility, availability and utilization of this facility, and is of use to policymakers as an 
indicator of maternal/perinatal health.  

Betran AP, Merialdi M, Lauer JA, et al. Rates of caesarean section: Analysis of global, regional and national estimates. 
Pediatric and Perinatal Epidemiology. 2007;21:98-113)  



• Previously recommended national target rates for cesarean deliveries may be too low.  

Molina G, Weiser TG, Lipsitz SR, et al. Relationship between cesarean delivery rate and maternal and 
neonatal mortality. JAMA 2015; 314: 2263-2270



The problem of inadequate data

• Mortality is normally the only outcome considered in the analyses.  

• Maternal and newborn morbidity (eg, obstetric fistula, birth asphyxia), or psychological and 
social well-being (eg, maternal– infant relationship, women’s psychological health or ability to 
successfully initiate breast feeding) as well as long-term paediatric outcomes should be 
considered when estimating a rate that would achieve optimal outcomes.  

• However, since there are practically no morbidity data at the population level, it has not been 
possible to assess the ecological relationship between caesarean section and these other 
outcomes.  

Ana Pilar Betrán, Jun Zhang, Maria Regina Torloni, A Metin Gülmezoglu Evid Based Med 
December 2016, volume 21, number 6, 237





Indian Data





• The time has come to put the debate about the preferable rate of CS on hold.  

• Let’s start to collect data uniformly so that in the near future we will be able to move our focus 
from CS rates at population level to monitoring and discussing CS rates and outcomes in each 
group of the Robson classification.  

• Only then will we have the data and evidence that will lead us more clearly to actions to improve 
care.  

Betran AP, Torloni MR, et al for the WHO Working Group on Caesarean Section. WHO Statement 
on Caesarean Section Rates. BJOG 2016;123:667–670)



“Is there a recommended rate for 
Cesarean Section?”

The short answer is NO. 







The economics of charging the same for Cesarean and Vaginal Birth

Cost of Vaginal Birth Cost for Cesarean birth

Differential charging 100 150

Same cost 125 125

Cost to 100 women when there is 30% Caesarean Rate

Total cost to 
system

Differential charging 7000 4500 11500

Same cost 8750 3750 12500

1750 750

25% extra cost for a 
vaginal birth





Completely Misleading and false



Midwifery in India

• Midwifery Model in India - Still beginning.  

• 2.1 Million Nurse Midwives and 9,00,000 ANM’s 

• First Batch of professional midwives commenced 
training in 2020  

• Geographic distribution and the capacity to qualify 
and train them 

• Midwifery in the private sector

Not Obstetrician Led  

Not Midwifery Led 

Collaborative Care



• One of the challenges with changing societal narratives is how any health message is conveyed.  

• The term “normal birth” carries with it a value judgement.  

• It follows that if you do not conform then you are not normal, and for many women (and 
partners) this could translate into a sense of failure.

• https://www.independent.co.uk/news/health/shrewsbury-maternity-scandal/shrewsbury-maternity-babies-normal-birth-nhs-ockenden-inquiry-b1774213.html

Reproductive Autonomy -Freedom to choose



Medicolegal Aspects

• Good faith 

• Samaritan 

• Capping of Damages 

• Process is the punishment



https://www.fogsi.org/fogsi-
cesarean-rates-jdt/



The way forward
• WHO proposes the Robson classification system as a global 

standard for assessing, monitoring and comparing caesarean section 
rates within healthcare facilities over time, 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.  

• Collect granular data at a nationwide level using the Robson’s 
classification.  

• Focus on quality of care to provide cesareans where medically 
indicated. 



30



The hallmark of labor management in the 21st century should be individualised care for the 
labouring woman with the expectation of a successful and safe vaginal delivery, together with 
the ability to intervene with a cesarean delivery, if needed, to prevent morbidity and mortality.  

Adapted from Caughey A B BIRTH 41:3 September 2014



Look forwards with hope 

not backwards with regret



History is  

Herstory  

too


