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‘I recommend this book to anyone interested in this “new normal” way to give birth. It is an excellent and comprehensive overview of a complex topic. Using women’s stories to explain clinical dilemmas, it backs up all statements with accessible descriptions of difficult to understand research. Anyone pregnant or planning a baby now has a comprehensive resource to help differentiate fact from opinion, and doctors and midwives will have a valuable asset to help their patients make fully informed birthing choices.’

Dr Jenny Dowd, Senior obstetrician and founder of Women’s Obstetric and Gynaecology Specialists Melbourne

‘Drawing on her significant experience and expertise as an obstetrician, an academic, a communicator and woman, Caroline de Costa presents us with a comprehensive and most accessible book on caesarean birth. De Costa guides us through the evidence and uses case studies drawn from her career to engage us in the subject matter. The influences on caesarean birth are discussed within historical, scientific, sociological, medico-legal and environmental settings. The political and philosophical differences between midwives and obstetricians are acknowledged but common ground is also presented with both professions committed to the outcome of a healthy family. I recommend this book to pregnant women in general, particularly those who are faced with the possibility of a caesarean birth or have experienced one.’

Professor Cate Nagle, Chair in Midwifery, Centre for Quality and Patient Safety Research – Barwon Health Partnership, Geelong, Victoria, Professor in Nursing and Midwifery (Adj), College of Healthcare Sciences, James Cook University, Townsville

‘By documenting the transition of caesarean birth from pure maternal risk to valid maternal choice, Professor de Costa has provided a definitive resource on the history of caesarean birth and its role in modern obstetric care. I highly recommend this book to anyone seeking a deeper appreciation and understanding of the most significant operation in women’s health.

The history of caesarean birth provides an insight into centuries of surgical and cultural evolution in women’s health. De Costa offers a comprehensive account of that journey, tracing caesarean birth from its origins as a procedure of last resort to its status as a cornerstone of safe modern birth. At a time when maternal choice and positive birth experiences are taking their rightful place as pillars of safe maternity care, this book is a powerful exploration of how autonomy in birth has been forged through generations of medical and feminist progress.

Caesarean Birth expertly bridges the gap between ancient surgical history and the evolution of modern excellence, highlighting the pivotal moments that transformed maternal care. It is an illuminating read for anyone who has ever marvelled at the complexities of birth.

This book is an essential read for anyone with an interest in the history of women’s health and an appreciation for the complexity and power of birth. It provides a beautifully researched and deeply insightful look at the evolution of the caesarean section, incorporating real-life stories from the perspective of birthing women, written from the unique perspective and clinical knowledge of Australia’s most prominent and trailblazing obstetrician.’

Dr Kara Thompson, Obstetrician and Clinical Lecturer, Deakin University Medical School, creator, Pregnancy Uncut podcast

‘Women are inundated with misinformation about birth. I recommend this book to anyone seeking accurate advice on caesarean section.’

Dr Nisha Khot, President, Royal Australian and New Zealand College of Obstetricians and Gynaecologists

‘Caesarean Birth is a comprehensive and authoritative guide that thoughtfully explores every aspect of caesarean section for both mother and baby. Drawing on decades of clinical experience and the latest research, Caroline de Costa explains the benefits, risks, recovery, informed consent and emerging microbiome considerations associated with caesarean birth. This is an important and reassuring resource for all pregnant women and their caregivers, offering clear, evidence-based information to support informed and confident decision-making.’

Dr Paul Howat, Obstetrician and gynaecologist, formerly Divisional Director of Women’s and Children’s Health Services, Northern Hospital, Epping, Victoria

‘Few writers bridge the worlds of history, clinical medicine and women’s lived experience as elegantly as Caroline de Costa. In this engaging and accessible book, she demystifies caesarean birth, tracing its evolution from ancient myth and historical accounts, including enduring associations with Julius Caesar, to modern obstetric practice. She offers women clear, balanced insights into indications, risks, benefits and long-term implications.

At once a practical guide and a thoughtful reflection on how medicine and society have reshaped birth, this is essential reading not only for expectant parents but for clinicians navigating the complexities of contemporary obstetrics.’

Dr Natalie Drever, Obstetrician and gynaecologist and Senior Lecturer, James Cook University, Cairns
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Author’s Note

The terms ‘woman’ and ‘women’ in this book are inclusive of cisgender, transgender and non-binary pregnant people and parents.
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1

Too Many Caesareans?

In September 2024, Safer Care Victoria, the body charged with monitoring the health of mothers, babies and children in that state, reported that in 2023, 42.6 per cent of babies born in Victoria arrived by caesarean section. A year later, in 2025, the Australian Institute of Health and Welfare (AIHW) reported an Australian national caesarean rate of 41 per cent of all births. AIHW figures showed that the rate had risen from one in four women (25 per cent) giving birth in 2004 to one in three (33 per cent) in 2021.

Now it’s two in five women. It’s clear that, slowly but inexorably, the proportion of caesarean births is rising in Australia, as it is in most countries with well-resourced maternity services, including the United Kingdom, and in countries such as India and Brazil among the better-off members of their populations.

Also in 2025, researchers from Queensland reported on nearly half a million women over two decades who had reached 39 weeks of pregnancy and who were considered to be at low risk of complications of pregnancy for themselves or for their newborn infants. In this study, when women had labour induced or had a planned caesarean birth, the outcomes for mothers and babies were better than when women had expectant management (awaiting spontaneous labour) and were best in women having planned caesareans. Similar findings have been reported from studies in other parts of the world (see also the ARRIVE trial – details in the references for this chapter).

Caesarean section continues to be the object of intense and often heated discussion among obstetricians and other doctors, midwives, medical researchers and, not least, the general public, especially women of child-bearing age. Hardly a week passes in Australia without a media report on some aspect of caesarean birth. What are the reasons for rising caesarean rates in Australia and elsewhere? Is a caesarean a safe procedure? And why does this surgery bear the name of an ancient Roman emperor?

My aim with this book is to answer the first two questions as well as I can, with up-to-date and evidence-based medical information built around my experience of caesarean birth over forty-five years. I’ll also give you the answer to the third question, although not until much later in the book (readers who want that answer immediately can turn directly to Chapter 18 for an explanation of Julius Caesar’s involvement in the story).

For at least forty years, caesarean section rates have been of great interest to the World Health Organization (WHO), the large international body based in Switzerland that is concerned with improving health outcomes around the planet. In 1985, the WHO convened a meeting of experts – obstetricians and public health doctors – in Brazil to try to decide on the ‘correct’ rate of caesarean sections. This group came up with the statement that ‘there is no justification for any region of the world to have a caesarean section rate higher than 10–15 per cent of all births’.

Unfortunately, this figure of 15 per cent became widely quoted, and misquoted, over the next thirty years as the ideal to which all maternity services should aspire, for all time, even though it was intended only as a guide for large populations of people giving birth. It wasn’t intended for individual hospitals and birthing services, which, depending on the kinds of care they offer, will inevitably have different caesarean rates. A tertiary-level university hospital providing high-tech care for premature babies and women with complicated pregnancies will obviously have higher rates than a midwife-led birthing unit catering to low-risk women, and this was as true in 1985 as it is today. The age and ethnic background of the people giving birth will also play a role. However, in years past intense criticism has been levelled at maternity units with caesar rates above 15 per cent. There have been allegations of ‘unnecessary’ caesars being done, debates have been fierce, and opinions remain polarised.

In 2014 the WHO decided that the topic of caesar rates should be revisited, citing ‘global concern’ at the ‘worrying rise worldwide’. It noted that there had been significant improvements in pregnancy and birth care in the previous three decades, and that more accurate methods of reporting pregnancy outcomes and making evidence-based recommendations had also been developed. Following another meeting of experts, this time in Geneva in October 2014, the WHO released a Statement on Caesarean Section Rates, saying that when a caesarean was ‘medically indicated’ it could prevent serious damage or death to the mother or the baby, or both, but that caesar rates of greater than 10 per cent did not result in decreases in death rates. There were also short- and long-term risks to the surgery, said the WHO. However, its experts conceded there was no evidence that the caesar rates at the time – around 30 per cent of births in well-resourced countries – were actually harming mothers or babies.

The WHO also stated that the effects of caesarean section rates on many aspects of mothers’ and babies’ health were very complex, and that they were intertwined with both the standards of care in the hospitals where the surgery was done and the training and experience of the staff. More research and evidence were needed. The WHO therefore recommended that data collection on caesarean births be done systematically and uniformly so that the practice of caesarean section in one population or one health service could be accurately compared with another. It recommended the use of the Robson classification for this purpose, and the Robson system is explained later in this book. Let’s stop getting our knickers in a knot over caesar rates, said the WHO (okay, not in those exact words) and get some solid and reliable data about the outcomes of caesarean sections, who has caesars, why and where and when, and what the short- and long-term benefits and harms actually are. This was all very sensible.

Eleven years on, much useful data has accumulated and caesar rates have continued to increase. Some are done for unmistakable medical indications, some for a variety of less critical reasons, and some because the woman (or pregnant person) has requested it, usually following a fair bit of research on the internet and elsewhere and discussion with doctors, midwives, partners and others.

This book is an overview of what we know about the operation of caesarean section, directed particularly at the many women who will have, or have recently had, the surgery and birth, and at those close to them. Safe abdominal birth – safe for mother and baby – is a very recent phenomenon: up until the last decades of the nineteenth century there were no safe caesars, ever, and as a result deaths in childbirth were far too common. It’s worth remembering that fact as we discuss the ins and outs of this topic in the twenty-first century. Caesars are undoubtedly here to stay, whatever the rate may be, and a caesarean, while not ‘natural’ birth, is now a common way of giving birth. We are all born, and a majority of us will have children at some point in our lives. So why the abdominal route of birth is now so common, and how this impacts on the provision of healthcare services, is likely also to interest many people who will never be directly involved in a caesarean birth.

In the course of my account, I have included the birth stories of a number of women who have experienced caesarean or other modes of birth. All have been de-identified, but all are women whose care I have been involved with directly or indirectly. Some have had positive experiences of caesarean, others not so much. Some have had positive experiences of vaginal birth, others not so much.

The first chapter introduces you to Kate and Chinta, two young women living in suburban Australia who both gave birth to their first child by caesarean. Their birth stories and those of women in later chapters present important points about the practice and experience of caesarean birth that all pregnant women need to be aware of, no matter what type of birth they may plan. There are things that could have been done better, and I describe what those things include, especially with regard to women’s experience of birth.

I have also paid particular attention to the responses of women to two recent surveys into birth trauma, the first conducted in Australia by the New South Wales Parliament Committee on Birth Trauma, the second by the UK All-Party Parliamentary Group on Birth Trauma, and I have acknowledged the recommendations of the two committees. In this, the third decade of the twenty-first century, we are realising that it is the experience of birth for individuals, the outcome of a positive birth, be it vaginal or caesarean, that is one of the most important aspects of the discussion around caesarean section.

A special word here to people reading this book who may be undergoing a caesarean birth in the near future. Having a baby by caesar is one way of giving birth. You have conceived this child (or children!), nurtured them in your womb, watched your swelling baby bump as they have grown, felt them moving within you. Your child is going to emerge to meet you and in most cases spend at least the next eighteen or so years living with and dependent on you to feed, clothe, educate and love them. There should be no stigma or suggestions of failure or inadequacy attached to your decision for a caesar. It’s the outcome – a healthy baby and a healthy mother – that needs to be fixed upon!


2

Caesarean Sections: Elective or Emergency?

Kate and Chinta are first-time mothers living in suburban Australia. Their children were born by caesarean section on the same day in the same hospital, but their experiences were very different. These experiences provide us with two terms that are often used in this book: ‘elective’ and ‘emergency’ caesareans. The terms can cause confusion for people undergoing a caesar, people performing caesars or assisting with the surgery, and even people researching caesarean sections. Some words of explanation are needed.

Kate was a healthy 26-year-old who conceived soon after stopping the pill. She had an uneventful pregnancy apart from the usual discomforts and nausea of the early weeks, and expected to have an uneventful labour and a normal vaginal birth. Kate’s partner, Luke, was very supportive; he attended all her antenatal visits and shared her antenatal classes. Her tests and investigations all had normal results, including ultrasound scans of the baby girl the couple named Poppy. Normal, that is, until 37 weeks of pregnancy, three weeks before Kate’s expected date of delivery (EDD; sometimes referred to as expected date of confinement, or EDC).

Well before her EDD, Kate drew up a birth plan: spontaneous natural labour, no epidural or intervention unless absolutely needed for medical reasons, no forceps- or vacuum-assisted delivery unless absolutely needed for medical reasons, no episiotomy, Luke to cut the umbilical cord, baby to breastfeed as soon as possible after the birth. She and Luke went over each item in detail, researching on the internet as well as discussing it all with Kate’s allocated midwife, Cheryl. Kate didn’t give much thought to caesarean section because she was sure she wouldn’t need one.

The first deviation from the plan occurred when Kate developed pre-eclampsia at 37 weeks. Her previously normal blood pressure (BP) went up, her feet, fingers and face swelled, and blood tests showed that her kidneys were mildly affected. Pre-eclampsia is a complication of pregnancy that is more common in primigravidae (women having their first baby) than in multiparous women (those who have had previous births), though we still don’t know the exact cause of the condition. Kate was having team midwifery care in the hospital where she had booked for Poppy’s birth, but when her BP went up she was referred by Cheryl to see a doctor in the antenatal clinic. Tests of the growth of the soon-to-be-baby Poppy – an ultrasound and CTG (cardiotocograph; continuous recordings of Poppy’s heart rate) – showed her to be unaffected, and a watch-and-wait strategy was advised by the clinic doctor. Kate’s antenatal care was now shared between hospital doctors and midwives.

One week later, with her BP rising higher and the blood tests more abnormal, it was decided after discussion with Kate and Luke that labour should be induced. Kate was given a dose of a prostaglandin to help prepare her cervix for labour, and the following day she was admitted to the hospital for rupture of the membranes at 9 a.m. There was a bit of a wait until this could happen, but by 11 a.m. it was done, and five hours later she was commenced on an intravenous (IV) drip of the drug Syntocinon, which brings about contractions of the uterus. After about two hours Kate began to feel the contractions and soon she was moved to the birth suite. But her BP was not settling, and the registrar (the doctor in charge of the birth suite) recommended an epidural, which would help lower the BP as well as manage labour pain. Both that doctor and the midwife now caring for Kate expected labour to last a number of hours as the baby’s head needed to rotate before it could descend through Kate’s pelvis and be pushed out into the world. By the time Kate had thought about this and agreed to it the contractions were getting pretty strong, and by the time the epidural cannula was in place she was feeling very sure she’d made the right decision there, despite her birth plan. It was now 10 p.m. Poppy’s heart rate was being continuously monitored and the midwives – one went off duty, and another came on for the night – assured both parents that Poppy was fine.

Kate slept for a few hours while labour proceeded slowly, and Luke dozed in a chair beside her. At 10 p.m. Kate’s cervix had been 3 centimetres dilated. By 3 a.m., despite good contractions, it was just 6 centimetres dilated and the baby’s head was still quite high up in Kate’s pelvis. Another registrar now appeared who sat at Kate’s bedside looking through Kate’s notes, watching the CTG, and noting Kate’s BP readings. ‘I think we should just carry on,’ she said to Kate and Luke. ‘Baby’s heart is fine. BP is fine. The epidural’s working well. Progress is a bit slow, but your cervix is opening up. We’re going to increase the strength of your drip even more; we can do that safely. Basically, we’re just waiting for baby’s head to turn around to the front so it can easily fit down through your pelvis. There’s a good chance that things will speed up in an hour or so. We’ll watch the CTG, and I’ll check you again at six o’clock unless something happens before then.’

Three more hours, Kate thought, but the doctor seemed to believe she’d have a vaginal birth. There hadn’t been anything said about forceps or caesarean. Luke settled back into the beanbag that had been found for him. Several midwives were coming and going, checking the CTG, the BP and the IV and generally providing an atmosphere of reassurance that this was all normal. Kate felt quite confident that she would finish the job herself.

At 6 a.m. there were suddenly several births in adjacent rooms of the maternity unit and the midwives were also doing handover, so no-one was able to check Kate’s cervix until 7.30 a.m., when Cheryl appeared and took over her care. Cheryl found Kate’s cervix still only 6 centimetres dilated. What’s more, the CTG was showing signs of fetal distress: the baby’s heart rate was much faster than it had been, but it was also dipping down low following contractions. ‘Oh ... I’m just going to get the doctor to look at this,’ Cheryl told Kate.

Two minutes later Cheryl was back with a new doctor Kate had not met previously, who explained that she was Nerissa, the registrar on for the day, that Kate’s labour was not progressing and the baby was now quite distressed. They were getting hold of the consultant for the day who’d be there shortly, but it seemed Kate would need a caesarean section quite soon to safely deliver the baby. Meanwhile, Nerissa would stop her IV Syntocinon.

Suddenly the room filled with people, among them a man Kate had never met before, who said urgently to Nerissa, ‘We can bump the first case on the list!’ and Nerissa said, ‘That’s good!’ The man then gave his full attention to Kate and explained that he was an anaesthetist, although not the one who’d put the epidural in, and his name was Sayeed. ‘We’re waiting for the go-ahead from the consultant,’ Sayeed told Kate and Luke, ‘but I just want to check that your epidural’s working well as we’d be topping it up for a caesar.’ He proceeded to take a quick health history from Kate and checked her heart and lungs, while reassuring her that the epidural was working just fine; she would likely feel some pushing and tugging during the surgery but she shouldn’t have any pain, although if she did to please tell him immediately.

Just then the consultant, Rebecca, arrived with a junior doctor in her wake. ‘I’m sorry I’ve just got to meet you, Kate,’ she said. ‘It’s been a busy night. I’ve heard what’s happening and I can see here on the trace that baby’s getting quite tired and distressed and showing no sign of coming out vaginally. We can’t increase the rate of your IV any further. I’m afraid we’ll need to do a caesarean to get baby out safely, just as soon as we can get a theatre.

‘This is Suzi,’ she continued, introducing the junior doc, ‘the house officer for maternity. She’s going to go through the details of caesareans with you and you’ll need to sign a consent form.’

Luke spoke up. ‘Is the baby going to be all right? And Kate, she’ll be ...’

Before he could finish, Rebecca said calmly and carefully to both of them, ‘Yes. The baby is a bit distressed, but it won’t take long until we have her out and safely in your arms. We see this kind of thing all the time, don’t worry. And Kate, you will have surgery but you’re young and healthy and slim and I would not anticipate any problems. You’ll be able to come into the theatre, Luke, and be with Kate. I know it’s not what you planned, but it’s necessary and we’ll have it done as soon as we can.’

Almost immediately a technician arrived to take blood from Kate, a wardsman was pushing a trolley through the door, two midwives were helping Kate into a clean hospital gown and a third took Luke to the theatre change room, while Suzi completed the consent form with Kate.

‘You’ll be taken in to be with Kate just as soon as she arrives,’ the midwife told Luke after handing him a set of scrubs. She added: ‘Kate and the baby are both going to be fine. You’ll see the baby as soon as it’s delivered, and you can be with Kate the whole time. Sorry, I don’t know if it’s a boy or a girl.’

‘It’s a girl,’ said Luke. ‘We’re having a girl.’

‘Do you have a name for her?’ the midwife asked.

‘I ... I think she’ll be Poppy.’ Luke could barely find the words.

‘That’s pretty,’ said the midwife. ‘And you’ll be able to see Poppy in about twenty minutes!’

By then Luke had been in the hospital and mostly awake for twenty-five hours and wasn’t sure how much longer he could manage all this. He sat down in the theatre waiting room convinced he was going to miss the birth, but after five minutes a theatre nurse appeared who already knew his name. ‘Luke’, she said, ‘come with me. I’m getting a gown and some gloves for you so you can cut the cord. I’ll take you straight into theatre. Kate’s already there.’

Luke was whisked into the operating suite and seated on a stool next to Kate, who was lying on the theatre table under bright lights, the baby bulge painted with brown iodine and surrounded by blue drapes. Rebecca, who was gowned and masked, gave Luke a wave as he sat down and clasped Kate’s hand. Cheryl, also in gown and mask, stood close by Luke. Then Rebecca looked at Sayeed and nodded. Luke’s view of the baby bulge was now hidden by a drape and Rebecca quickly did something on the other side.

‘You’ll feel a bit of pressure, but not pain,’ she said to Kate. ‘Suzi’s helping me here.’

Luke could feel Kate tensing, but she didn’t make a sound. Suddenly to his astonishment Rebecca lifted a baby high into the air so both he and Kate could see her. ‘There she is!’ Rebecca said, obviously pleased, laying the now-whimpering babe on Kate’s chest so Kate could reach out a hand to her. Rebecca said, ‘You can cut the cord, Luke, but then she’ll need to go to the resus [resuscitation] trolley for a bit of oxygen.’

Cheryl quickly helped Luke with the scissors, guiding his shaking hands to cut the spot on the cord she indicated. Then she wrapped Poppy in a green towel and lifted her across the theatre to where a paediatrician waited by a trolley. A tiny oxygen mask was clamped over Poppy’s face and after a few moments she gave a loud cry and everyone in the theatre applauded.

‘Congratulations, Kate and Luke!’ Rebecca said. ‘You have a beautiful daughter!’

There was then a period of time Kate and Luke would never forget while Rebecca supervised Suzi in sewing up Kate’s incision, Sayeed kept an eye on the epidural and explained how Kate could have it in place for another few hours for pain relief, and Cheryl brought Poppy back to lie on Kate’s chest, with skin-to-skin contact between mum and babe. Poppy was put to her breast and, Luke thought, sucked exactly like she knew she should do. Now he and Kate and Poppy were a family, together for the first time. The previous twenty-five hours and the previous nine months had actually resulted in the most perfect child.

While Kate’s caesar was finishing up, Chinta was being wheeled into the anaesthetic bay of the same operating theatre where her anaesthetist, Dr Mike, waited. She and her partner, Hans, had met Mike the previous week in the hospital’s anaesthetic clinic and he’d explained the procedure of epidural to them: what Chinta would feel, how the plastic cannula would be kept in place for a while after the operation for pain relief, and possible risks of the procedure. Mike now explained to Chinta that there was an emergency caesar just being finished in the theatre, which was why she’d had to wait a bit. It would be about another half an hour, he said, during which time he’d make sure the epidural was working completely.

Mike waited a moment while Chinta’s allocated midwife, Kelly, put the belt of the CTG machine around her baby bump and set the machine in motion. She nodded approvingly as the paper trace began to appear, a signal for Mike to go ahead. Hans sat beside Chinta, holding her hand. Mike injected local anaesthetic and a few moments later Chinta felt a strange slithering sensation as the epidural cannula was inserted between two of her lower vertebrae. ‘I’m putting the main anaesthetic in now for you,’ Mike explained, ‘together with something strong for pain – fentanyl, actually. It’s very good for pain relief in the first few hours after the baby’s born.’

Chinta’s obstetrician, Dr Tom, now put his head around the door. Chinta had met him in the antenatal clinic the previous week; he had explained that he was rostered to perform three planned caesars on the operating list that day and Chinta would be the first. He knew that Chinta and Hans had decided not to know the sex of their baby until that baby was safely delivered. He also knew that Chinta had experienced two years of infertility and two unsuccessful attempts at IVF (in vitro fertilisation) before the cycle that had produced this pregnancy.

‘How’re you going?’ he asked Chinta. ‘Sorry about the wait – they had an urgent caesar from birth suite. We’ll be ready for you pretty soon.’ He also introduced Jasmine, the junior doctor who would be assisting him with the surgery.

‘I’m fine,’ Chinta replied. ‘A bit anxious, but fine.’

Fifteen minutes later, Mike checked Chinta’s legs and lower abdomen with an icepack and confirmed the epidural was working as she felt only mild pressure. Kelly took Hans to the change room to put on scrubs. Not long after that, the theatre doors opened and two wardsmen appeared with a trolley and Chinta was pushed into the operating theatre. Hans was already seated on a stool beside the operating table.

The theatre nurses now introduced themselves. Tom and Jasmine reappeared, gowned and gloved, together with Kelly, and Mike put on some Mozart – Chinta’s choice – onto speakers. Chinta’s abdomen was swabbed and draped and Hans and Chinta held hands as Tom picked up a scalpel. Chinta winced a little when she felt some dragging in her stomach but reassured Mike that she was fine, there was no pain. And then, presto, there was a baby, squirming and crying loudly. By prior arrangement, Mike shot videos of the arrival, allowing Hans to concentrate fully on the thrilling moment. The proud parents took a look and agreed – they had a son! A beautiful boy! His name would be Eddy.

Kelly took Eddy briefly to dry off on the resus trolley, the paediatrician checked him out and gave him an Apgar score of ten, meaning he was in perfect health, and he was brought back to his delighted parents to remain there while Tom completed the surgery and a piano sonata played softly.

These two stories of Kate and Chinta illustrate some of the main differences between elective and emergency caesarean sections. An elective caesarean is one planned in advance – in Chinta’s case four months in advance, once she’d had the results of the usual tests of fetal well-being and felt sure that she really was, finally, going to have a child. She’d read a lot on the internet about the pros and cons of caesars as well as asking questions of doctors and midwives at every antenatal visit. At her booking visit in the antenatal clinic, she’d explained her concerns: ‘It has taken me so long to achieve this pregnancy, I don’t want anything to go wrong with the birth.’

‘We can’t promise you that 100 per cent,’ the staff had replied, ‘but you’re healthy and if the pregnancy continues as it’s doing, there shouldn’t be any problems with a caesarean delivery.’

Chinta was given a date for the surgery based on the dates when IVF had been successfully performed, equivalent to 39 weeks of pregnancy. ‘If you jump the gun and start labour before then,’ Kelly told her, ‘you’ll need to have it earlier, but there’s only a small chance of that.’

So Chinta and Hans and the rest of their family all knew the expected date. Chinta had time to meet her anaesthetist, to make a visit that was part of her antenatal classes to see the operating suite, and to watch a video of where she would be during her stay in the hospital with the baby after the birth. She managed to have a reasonable night’s sleep the day before the caesar and got up at six to be in the hospital by 7 a.m. Although Chinta didn’t feel exactly in control of the situation, she felt very well briefed about what was going to happen, and what she did experience turned out as she’d expected. Clearly, Chinta was able to give fully informed consent for Eddy’s birth.

Kate, on the other hand, expected a vaginal birth; she expected that she would remain healthy throughout the pregnancy and birth and that her baby would do the same. At the time of Poppy’s birth, Kate never been a hospital patient. But in the last weeks of her pregnancy, her body began to act in ways she hadn’t imagined possible. It turned out that the pregnancy was no longer as normal as she’d thought, and intervention was needed. One thing seemed to lead to another – the raised BP, the admission to hospital, the membrane rupture, the IV, the fetal distress and then, finally, the unexpected caesarean birth. Because the labour was long and the decision for caesarean made hastily, a large number of staff were involved in Kate’s care, only one of whom Kate had previously met – her allocated midwife, Cheryl. Of course, Poppy was the most beautiful child on the planet and Kate and Luke both fell in love with her the moment they saw her, but Kate wished that her birth had been different. For a few days she felt like she’d failed a school exam, especially as she had trouble with breastfeeding.

Kate had signed a consent form for her caesarean surgery while she was being prepared for that surgery in the birth suite. Rebecca had quickly explained that there was an urgent need for a caesarean, and Kate understood that and accepted Rebecca’s judgement. The junior doctor who witnessed Kate signing the form, Suzi, had briefly explained that there were risks to the surgery, as with any surgery: of excessive bleeding, infection in the operation site, damage to Kate’s bladder or bowel, clots developing in Kate’s legs. But Suzi had to compress all this information, most of it new to Kate and Luke, into just a few minutes as the hospital staff got Kate ready to go to theatre. Kate had been many hours in labour and was exhausted. She was very anxious about the prospect of surgery and worried about her baby’s wellbeing. There was no possibility of a prolonged, in-depth conversation about caesarean delivery and its short- and long-term implications. So although Kate gave consent for her surgery, it cannot be said that this was fully informed consent.

However, four days after Poppy was born Rebecca came to see Kate in the hospital, sat next to her bed and spent nearly an hour going over what had happened and why, and pointing out that if the decision to induce labour – essentially, a decision that Poppy needed to be born – had been delayed, there was a serious risk that either Poppy or Kate, or both of them, could have been permanently damaged or even died. Kate’s blood pressure was climbing and her kidneys and liver were showing signs of damage as a result. Poppy, after more than sixteen hours of contractions, was distressed and would not have tolerated many more hours of labour.

‘Furthermore,’ Rebecca said, ‘I can see you’re a great mother for Poppy!’ Kate felt very chuffed by this, and from then on breastfeeding got easier and Kate’s spirits lifted. (See Chapter 12 for more about debriefing like this and how it can compensate for the often-unavoidable limitations on consent for caesars and other procedures during labour or birth.)

‘Elective’ as a medical term does not mean that the caesar is being done because the woman or pregnant person has asked for it when there is no medical indication. It simply means that it is a planned procedure, usually with a specific date and even a specific time in place. However, the word ‘elective’ is used quite loosely in some media around discussion of caesarean section and is often implied to be something a woman has requested for her own personal, non-medical and possibly frivolous reasons. The appropriate term for that is ‘maternal request caesarean section’ but, as I’ll explain shortly, a request like this is often made for reasons that are very significant for the person concerned and not at all frivolous. In Chinta’s case she had a history of infertility and she’d had two unsuccessful attempts at IVF. She believed an elective, planned caesar gave her the greatest certainty of a successful birth and a healthy child.

There are many medical reasons for planned caesareans:

• A common one is a history of one or more previous caesars. While a VBAC (vaginal birth after caesarean section) is often offered to people who have had one previous caesar, it’s rarer for those with more than one – for a variety of reasons, which I discuss in Chapter 16.

• Placenta praevia – the placenta lying below the baby in the womb, with the consequence of major haemorrhage and even death for the baby and mother if a caesar is not performed – is another cause, which affects about 2 per cent of pregnancies. See Chapter 15 for more information.

• About 4 per cent of babies present by the breech – the buttocks and legs coming first instead of the head – and this is mostly managed by caesar in the twenty-first century (see Chapter 5).

• Babies can also sometimes lie crosswise in the uterus – a transverse lie – and this too needs a caesar.

• People with diabetes that is difficult to manage in pregnancy may have planned caesarean birth recommended, as will people with hypertension and a number of less common chronic medical conditions, including some heart diseases (see Chapter 13).

• Situations where the baby is not growing well, (SGA, or ‘small for gestational age’), owing to diminished function of the placenta – and those where the baby is much bigger than average (LGA, or ‘large for gestational age’), often due to diabetes, may also be managed with planned caesars.

An emergency caesarean section is one that is done when there was a plan or at least an expectation of a vaginal birth but that plan is changed because of some change in the health of the mother or the fetus, or both. In Kate’s case, Poppy became distressed very quickly, with changes in her heart rate that, together with Kate’s pre-eclampsia and the lack of further dilation (opening) of her cervix, led to her obstetrician’s decision for a caesar. Kate’s experience was very typical of what emergency caesars involve. Until about thirty minutes before Poppy was born Kate believed she would have a vaginal birth. Her whole view of her pregnancy and of herself was turned upside down as she was wheeled rapidly to the operating theatre. The final result – a healthy mother and a healthy baby – was what she and Luke wanted, but she was very much in need of support from her obstetrician and from midwives in the days following the birth, to help her adjust to what happened.

Caesars can be even more urgent than Kate’s: for example, when the baby’s umbilical cord prolapses and appears in the vagina or externally, or there is a major haemorrhage, a ‘decision-incision’ interval can be as short as ten minutes.
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