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trials and in a field-at-large (eg, publication bias) might
invalidate both direct and indirect estimates.

Making sense of the composite evidence of half a million
clinical trials is a daunting task. To make things worse,
direct evidence is often lacking for the most important
questions. How much can we exploit disparate indirect
comparisons to fill these evidence gaps? Should we
discredit old or seemingly irrelevant data? Can we judge
clearly what is old and what is irrelevant in randomised
evidence? Should we abort indirect syntheses and start
from scratch? These questions need to be addressed
carefully on a case-by-case basis. Deciding when the
clinical trials mesh is a mess is not easy.
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Caesarean section: the paradox

In today’s Lancet, Carine Ronsmans and colleagues
present strong evidence for inequalities in access to
caesarean sections in developing countries.! Their
thorough analysis of data from Demographic and
Health Surveys in 42 low-income and middle-income
countries, comparing caesarean
quintiles of wealth, showed that women of low income
received significantly fewer interventions compared
with the highest. However, fewer caesarean sections do
not necessarily mean lower health-care quality.

The appropriate range for the caesarean section
rate in a country remains a matter of debate.> The
recommended lower limit ranges from a minimum
of 1% to an optimum target of 5% to avoid death and
severe morbidity in the mother.”* Although these
figures are good estimates based on complication
rates in the mother** and on historical data,* whether
the frequency of intervention is enough to prevent
avoidable perinatal deaths is unknown. The best known
recommended upper limit is 15%, suggested by WHO.?

Although these figures are based on theoretical
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estimates, we agree with the main idea behind the
recommendations: that the appropriate range for
caesarean section rates should be defined through an
outcome-based approach. Caesarean section is a surgical
intervention to prevent or treat life-threatening maternal
or perinatal complications, and the appropriate rate
should be associated with the lowest attainable maternal
and perinatal morbidity and mortality.® Researchers from
two observational ecological studies,®” which included
developing countries, assessed the association between
caesarean section rates and mortality and morbidity
in mothers and neonates. Both studies recorded no
reductions in maternal and neonatal mortality and
morbidity when frequency of caesarean section was more
than 15%. Moreover, an increased rate of intervention
was associated with higher mortality and morbidity in
mothers and neonates.” Therefore, new evidence seems to
confirm what was suggested 20 years ago.’ For the health
of both the mother and the neonate, and until further
research gives new evidence, a frequency of between 5%
and 10% seems to achieve the best outcomes, whereas a

www.thelancet.com Vol 368 October 28,2006



Panos Pictures

Comment

The printed
journal includes an
image merely for
illustration

Woman undergoes caesarean section in hospital in Sierra Leone

rate of less than 1%, or of higher than 15%, seems to result
in more harm than good.

In sub-Saharan countries and southern Asian countries,
Ronsmans and colleagues found that the caesarean section
rate in the poorest women was less than the minimum
recommended frequency of 1%. This finding is consistent
with those of other analyses® from the same databases,
which showed that only 5-20% of births in these countries
were attended by a skilled birth attendant. Ronsmans and
colleagues estimate that the current situation contributes
to about 80000 maternal deaths a year. We think that no
more research is needed. The current situation is mainly
an economic problem that is costing thousands of lives.*®

On the other side of the Atlantic, the situation is quite
different. Ronsmans and colleagues show that in Latin
American countries, poorer women again have a lower
rate of caesarean section than do those of higher income.
However, in most countries analysed, the frequency of
caesarean section in the poorest women ranged from 1%
to 15%, whereas the rate in at least 40% of the population
was more than 15%. Paradoxically, and only for caesarean
section rates, poorer women receive health care of better
quality than those of higher income.

This finding is consistent with those of other rigorous
studies in Latin America,”*® which show that caesarean
section rates at hospitals in public health-care systems
(in which women from the lowest socioeconomic
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groups are attended) is lower compared with that at
social-security and private hospitals. In countries such as
Argentina, Brazil, Chile, and Mexico, the caesarean section
rate in the poorest women has probably exceeded the
upper threshold of 15%.° We estimate that 1.5 million
unnecessary caesarean sections are done every year in
Latin America,/* causing about 100 maternal deaths
and 40000 cases of neonatal respiratory morbidity, and
probably increasing the occurrence of preterm births and
neonatal mortality.”"**

Now is the time for research in Latin America, where
there are many complex reasons for this increasing trend.
Recent attempts to reduce the number of unnecessary
caesarean sections have resulted in only small decreases,”
and original interventions are needed. Although urgent
action is needed in sub-Saharan Africa, measures to
prevent what is already occurring in Latin America should
also be a priority.
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