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Letters

Caesarean birth as a 
component of surgical services 
in low- and middle-income 
countries
We were very pleased to see further at-
tention drawn to the issue of surgery as 
a global public health issue in low- and 
middle-income countries by Ozgediz 
et al. in the August 2008 edition of the 
Bulletin.1 We write to draw attention 
to one component of surgical services, 
Caesarean birth, which has been well 
documented relative to other types of 
surgery. Nationally representative data 
on Caesarean birth are available for ap-
proximately 90% of births in develop-
ing countries. Similar results from two 
separate compilation exercises have been 
published2,3 for the years around 2000 
and efforts are underway to compile 
data for 2005. Many but not all of these 
data come from Demographic and 
Health Surveys, which also allow disag-
gregation by socioeconomic status.4

Moreover, substantial efforts have 
gone into determining the unmet need 
for Caesarean birth by defining indica-
tions for Caesarean that are “abso-
lutely” life-threatening.5 Women who 
experience these problems are unlikely 
to survive if they do not receive a Cae-
sarean. Absolute maternal indications 
include severe antepartum haemor-
rhage due to placenta praevia or abrup-
tio placentae, major cephalopelvic 
disproportion, transverse lie and brow 
presentation. Several studies have now 
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estimated the met need for Caesarean 
section in urban areas with good access 
to emergency obstetric care,6 and the 
population-based incidence for the 
conditions suggested above range be-
tween 1–2% of births. Caesarean birth 
rates falling below 1% are thought to 
reflect a real deficit in access to life-
saving Caesarean section.

Data on indications for Caesarean 
exist at the facility level but are rarely 
reported in routine health information 
systems and virtually never reviewed 
at higher levels. A standard categoriza-
tion of indications for Caesarean is 
now available, separating absolutely 
life-threatening indications from other 
indications.7 Given the rapidly increas-
ing trends in Caesarean birth in many 
developing countries, and the occur-
rence of non-medically indicated Cae-
sarean, we recommend the inclusion of 
Caesarean deliveries broken down by 
absolute and non-absolute indications 
into routine reporting systems, even 
where national rates are high.

Thus, we write this letter to draw 
attention to the fact that progress has 
been made regarding the mortality 
component of the “numerator” of 
disease burden avertable by Caesarean. 
We encourage researchers to explore 
adaptation of the approach used by the 
Unmet Obstetric Need Network for 
other surgical services and we welcome 
their ideas for expanding the met need 
concept to encompass morbidity.  ■

Cynthia Stanton a & Carine Ronsmansb
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Training for Lady Health 
Workers clarified
We thank Yasir Bin Nisar for his 
interest in our pilot study1,2 as well as 
the comments on various aspects of 
the Pakistan National Programme for 
Family Planning and Primary Health 
Care, commonly called the Lady Health 
Worker (LHW) programme. Indeed 
the LHW programme has undergone 
many modifications since its incep-
tion in 19943 and, in particular, the 
last few years have seen an exponential 
growth in the number of LHWs as 
well as a streamlining of their activities 
and interventions. Our department has 
worked with the LHW programme for 
many years in several collaborative proj-
ects and has been closely involved with 
curriculum revisions, training aspects 
and pilot innovations.

Our paper represented the 
programme characteristics in relation 
to the preparatory and pilot phase 
(2000–2004) and the stipend for the 
LHWs for the time period specified 
was indeed 1800 Pakistani rupees (Rs). 
The travel costs mentioned relate to 
the allowances admissible for training 
and refresher courses. As Yasir points 
out, the stipend has recently been 
increased to Rs 2990 but, with the cur-
rent exchange rate, this still translates 
to a mere US$ 37 per month.
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Yasir is right in stating that the 
official “initial” training period for 
LHWs is 15 months, inclusive of the 
3 month didactic period. However, we 
had estimated the standard training 
period to include the 15 months and 
didactic teaching as well as the regular 
monthly training sessions and refresher 
courses. Given the mean duration of 
service and experience of the LHWs in 
the Hala region, the average training 
period per individual is quite close 
to the stated average of 18 months in 
most cases. This point should have 
been stated with greater clarity in the 
LHW programme description.  ■

Zulfiqar A Bhutta,a Sajid Soofi a  
& Zahid Memon a
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