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complicated by the fact that the body in the majority of cases is cremated and there
is a ritual of collecting the ashes for dispersal in holy rivers. Also, an autopsy of the
donor, considered vital to prevent transmission of disease, is for most people akin to
mutilating the body. Thus, the most important step in solving these problems remains
education of the masses. Public awareness, created with the help of various social and
non-governmental organizations, would go a long way in encouraging people to
donate bones as well as other organs. Above all, once the use of bone and tissue allo-
grafts is started, their success will inspire confidence in physicians and patients about
the safety and utility of these allografts.

In conclusion, the key factors in the initiation of the bone banking programme in
India will be the establishment of facilities, availability of technical know-how,
education of the masses to dispel their myths and fears, and training of personnel in
various aspects of the complex and intricate process of bone banking.
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Caesarean Section on the Rise
The unexpected finding by Pai et al. that 45% of a group of well educated women in
urban Chennai had been delivered by Caesarean section (CS) gives cause for
concern.' If this observation is confirmed by other studies or scrutiny of routinely
collected hospital or government statistics, India will join the majority of the western
world in having an unjustifiably high rate of CS.

In England and Wales, for example, birth trauma as a cause of death for term babies
had virtually disappeared by 1970 when the CS rate was 4.8%. In Great Britain,
obstetricians surveyed in 1990 most commonly cited fear of litigation and improved
survival of preterm babies as the reasons for the rise in CS rate to its level of 12% in
1989. The former cannot be justified ethically and the latter showed a skewed percep-
tion of the causes for the rise which related to greater use of CS in term babies.'
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Caesarean sections can be life saving for the mother and baby and increasing
specialization, anaesthesia, availability of blood transfusion and skilled neonatal
intensive care have lowered the threshold for performing this operation.' However,
many observers see the dramatic rise in the CS rate in the majority of western countries
as unjustified by scientific evidence. CS has a higher mortality than vaginal delivery,
increases morbidity and cost and is associated with a higher incidence of placenta
praevia and placenta accreta and thus hysterectomy in subsequent pregnancies.

In 1986, the World Health Organization (WHO) held a consensus conference in
Brazil prompted by the rising rate of CS in the USA (it had tripled between 1970 and
1978 from 5% to 16%) and even higher rates in South America. Their conclusions
entitled 'Appropriate technology for birth' were published in The Lancet. Where CS
was concerned, unanimity was not reached. On the basis of published evidence, it was
agreed that a rate of 10%-15% for a WHO region was adequate. The lower figure was
agreed to by all participants except North and South Americans.'

One of the reasons that the rate in North America rose faster than that in the UK
was because of their policy of 'Once a CS, always a CS' . The report of the Task Force'
recommending that vaginal birth after CS (VBAC) should become an option for
women and a similar recommendation from the Canadian consensus group, has led
to a modest fall in the CS rate after more than 20 years of a seemingly inexorable rise
to a peak of 24% in the USA and 20% in Canada.v'

Public health physicians led the drive to reduce rates as CS became the most com-
monly performed operation in the USA. Over one million operations were performed
annually by 1990, with no evidence that this benefited babies and some that it harmed
women. The Healthy People 2000 strategy document" set targets for CS rates: a reduc-
tion in the primary CS rate to 12%, overall CS rate to 15% and increase in VBAC to
35% by the millennium, but it is doubtful if these targets will be achieved.

Concern about the rise in CS in the UK came later and was led by a few
obstetricians allied to a minority of public health physicians."!' Recently, following
'Changing childbirth', the government policy document aimed at giving women
more control, choice and continuity of care during childbirth, some obstetricians have
been pushing the idea of CS on demand. The English national data about CS rates are
inadequate but suggest that the rate had reached 16% in 1994-95, and reports from
individual hospitals suggest that the rate is still rising. Scotland has collected good
data since 1976 and carried out an audit ofCS in 1994-95.12 This showed that, as in
the USA, 'dystocia' or failure to progress, elective CS for breech presentation and
repeat CS were responsible for the majority of operations. The national statistics
showed a rise in CS rate from 9.4% of singleton births in 1976 to 15.9% in 1995;
18.6% of women delivered their first child by CS in 1995, ranging from 13.5% to
27.6% in the various health boards."

In Europe as a whole, similar rises have been seen and only in the Netherlands has
the rate remained below 10%. Here a third of women have their babies at home, mid-
wifery is a strong autonomous profession delivering about 40% of women without
reference to obstetricians but using agreed criteria for booking and referral."

Good statistics from the developing world are hard to come by but the enormously
high rates in South America (Chile leads the world with a rate of 37%15) cannot be
justified. The rate increased after changes in the health system and it is suggested that
having a private obstetrician was.a major factor in the rise following this change. A
recent study from South Africa showed a declining perinatal mortality rate over 20
years, with a CS rate of about 13% for a tertiary referral hospital." Another study
showed a higher rate for the white than the black population, suggesting that non-
medical factors were involved.

Underutilization of CS is common in the developing world with the inevitable
consequences of a high maternal mortality rate, and long term morbidity from
obstetric fistula. A prospective study in Senegal showed that foeto-pelvic dispropor-
tion and foetal distress were the leading causes for CS and suggested that the 'rate of
CS was 0.6% in the country as a whole, although the completeness of statistics may
be questioned.
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One would expect the rate of CS to be higher in the developing world because of
maternal problems, i.e. poor nutrition in childhood leading to small stature and pelvis
and higher rates of true foeto-pelvic disproportion, higher rates of hypertensive
diseases of pregnancy including eclampsia, and higher rates of medical disorders
because of lack of medical care. However, the cost benefit ratio of CS for foetal
reasons is quite different in countries with high rates of infant and perinatal mortality
and without sophisticated neonatal intensive care.

The literature has little reference to CS rates in India and this may not be seen as
a priority in a country with such enormous medical needs, but if scarce resources are
being used inappropriately, this raises not only economic but ethical questions. If the
government does not see this as an important public health issue, the obstetrical
profession in India could mount a survey using its members to ascertain the incidence
of CS nationally. Asking for the mode of delivery to be added to birth registration is
a relatively cheap way of collecting these data. Perhaps this issue could be discussed
at the forthcoming Royal College of Obstetricians and Gynaecologist's (RCOG)
meeting in Cape Town in October, where leaders of the profession will be repre-
sented. Various means have been tried to reduce the CS rates in North America-
audit, feedback, mandatory second opinions, consensus conference, etc. and leader-
ship from a respected professional. The use of audit in the UK was reported by Robson
who successfully reduced the CS rate in a district general hospital from 12% to 9.3%.17

The first CS is probably the most important in the West, where most women have
only two children, but the women's experience reported by Pai et al. is presumably
a western style of obstetrics, not available to poor women living in rural areas.

Allowing a good trial of labour and only using electronic foetal monitoring if there
is back-up with foetal blood sampling would reduce unnecessary operations. External
cephalic version is recommended by the RCOG but vaginal breech delivery is safe if
the obstetrician does not pull on the breech. Units with a vaginal breech delivery rate
of 50% or less should consider joining the randomized trial being conducted by
Hannah and Hannah." All women should have a trial of labour following a CS unless
there is an absolute contraindication such as placenta praevia.

Women who have had a long labour, often due to unrecognized occipito-posterior
position, should be de-briefed soon after and the next labour along with the high
chance of a successful outcome explained. The active management of labour may
reduce the CS rate but the most important person is the midwife.

The higher rate of CS in countries with private obstetrical care shows the
importance ofthe obstetricians' attitude. Studies in the USA and New Zealand have
shown that physician style is the biggest determinant of a high CS rate. The impor-
tance of women's pressure groups in the USA and UK in highlighting the alternatives
may be useful forIndian women's organizations if the findings of Paiet al. are confir-
med. Midwives have an important part to play in keeping healthy pregnant women
away from obstetricians! We are trained to intervene swiftly when problems arise-
a different set of skills from those needed by midwives looking after healthy women
in normal labour. Let us use those skills for the women that need them and not apply
them to those who do not.
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