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The aim of this letter was a brief literature overview
of recent publications on the cesarean section (CS)!
and cesarean tubal ligation, where CS is combined
with tubal sterilization, analyzing this topic from the
clinical and demographical viewpoints. The tubal
sterilization is a reliable method of birth control. The
cesarean tubal ligation has an advantage of avoiding
additional incisions and anesthesia.2 A systematic
performance of the cesarean tubal ligation could be
an efficient birth control method, also counteracting
the gender imbalance in some regions. For example,
in China, the male-to-female ratio at birth is
elevated, while the ratio was reported to increase
considerably with the age and number of parities,
being very high in non-primipara.3 The gender
imbalance at birth was reported also from India and
other countries; more details and references are in.4.5

The majority of women are pleased with their
decision to be sterilized.6 Patients are much more
likely to regret declining a tubal ligation during
unplanned CS (40%) than regret accepting one
(2.5%).7 The female sterilization has been associated
with a decreased risk of endometrioid and serous
ovarian cancers8 and probably has a positive impact
upon sexuality.? The advantage of elective CS is the
relatively low risk of fetal injury as well as the nega-
tive association with neonatal mortality and
morbidity. Some reports on enhanced maternal
morbidity and mortality are probably biased as they
confound CS with conditions related to maternal

death not depending on the mode of delivery.10.11
Accordingly, CS may be a marker of pre-existing
morbidities or older age rather than a risk factor of
itself.12 Moreover, in regard to certain maternal
complications e.g. pelvic floor injury and urinary
incontinence, elective CS was reported to be protec-
tive compared to vaginal delivery and emergent
CS.13,14 Admittedly, CS is more costly and associ-
ated with higher risks in conditions of limited
medical facilities. The bleeding associated with CS
is a problem that still requires attention; CS is a
potential underlying factor in puerperal sepsis,
thromboembolism and eclampsia.l5 However,
surgical procedures generally tend to improve. In
more developed countries, CS is widely regarded as
a safe intervention owing to mastered surgical tech-
niques, improved anesthesia, infection and throm-
bosis prophylaxis.16 Finally, granted requests for
elective CS were reported to be associated with
decreased postpartum depression rates.!7

There seems to be some conservatism and bias
in favor of vaginal delivery also in the professional
literature. For example, it was claimed that the
“overuse of SC adversely affects the health of the
mother and the child”18 with references.19,20
However, there are no such or similar statements in
the articles.19.20 Analogously, it was stated that
“morbidity and mortality [associated with CS is]
more often than [that associated with] vaginal
delivery”2! with references, among others, to the
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sources.22,23 These articles are about the vaginal
birth after SC,22.23 which is a different topic. An
indirect evidence in favor of a biased attitude to CS
is the frequently mentioned association of CS with
long-term offspring outcomes such as asthma,
diabetes mellitus type 1 and gastrointestinal
diseases, although the evidence is poor.16 The
proposed mechanisms through which CS could
impact the immune system are obscure and largely
hypothetical e.g. impaired bacterial colonization of
the intestine.16 If it is so indeed, the lacking expo-
sure to certain microorganisms at CS could be
compensated by probiotics.24

Conclusion

The cesarean tubal ligation should be generally
considered for women not planning further pregnan-
cies. Certainly, the latest delivery is not necessarily
the last one, since circumstances may change after
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