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Background

 Caesarean section (CS) rates are increasing worldwide to levels that are medically not justified, a public health concern to date. CS is not intrinsically a negative outcome; it is an obstetric life-saving intervention when specific complications arise during pregnancy and childbirth and should be available to all women in need. However, there is no evidence of any health benefit of non-medically justified CS intervention either for mothers or infants [1]. Rather, CS carries a risk of maternal mortality and severe acute morbidity and can increase complications in subsequent pregnancies [2, 3]. Caesarean births have also been associated with impaired neonatal respiratory function and increased risk of admission to NICU, higher risk of asthma and increased risk of obesity in children [2, 3]. WHO recommends that CS should only be conducted when medically necessary. Barriers to understanding the increase in CS rates include the lack of clear understanding of the main drivers and consequences, and the lack of a standardized internationally-accepted classification system to monitor and compare CS rates. 

According to data from the EUROPERISTAT, the average rate of CS in the European Region is 25% and only one quarter of countries has rates below 21%. Iceland, Finland, Norway, and the Netherlands have the lowest rates, below 18%, while Italy, Hungary, Poland, Bulgaria, and Cyprus had rates over 35% [14] and with Turkey, Georgia and Romania having the highest rates in the region [15]. Although high national rates do not necessary ensure that a CS is provided to all women in need, it is likely that the region is subject to overuse of this procedure.

Overall, caesarean birth rates were 4% higher in 2015 than in 2010, but this represents an average, as CS rates increased in individual countries (Georgia, Poland, Hungary, and Scotland), and decreased in other individual countries (Lithuania, Latvia, Portugal, Estonia, Italy, and Norway) [14,15].

Change in CS rates between 2010 and 2015 in selected countries.
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Commitment to taking measures to avoid performance of cesarean sections without medical need is articulated in the Action plan for sexual and reproductive health: towards achieving the 2030 Agenda for Sustainable Development in Europe-leaving no one behind adopted at the 66th session of the by the WHO Regional Committee for Europe in 2016.  
Against this background, the World Health Organization Regional office for Europe convened on 13-14 December 2018 a multi-country regional meeting in Tbilisi, Georgia bringing together Member States, policy-makers, health systems, and maternal and perinatal health experts from over 20 countries of Europe. The meeting has followed the adoption of the new WHO recommendations on non-clinical interventions to reduce unnecessary caesareans [16]. 
In wide-ranging discussions participants reviewed the regional and country CS current situation; examined more universal but also country-specific factors leading to the alleged unnecessary use of CS in the European Region, from societal to providers-driven and health systems related factors. The group discussed the WHO Recommendations on non-clinical interventions to reduce unnecessary caesarean sections released in October 2018 and shared innovative practices and models in implementing measures  to reduce caesarean section without medical need. Research gaps were described as well as the needed implementation research on the CS practice to be conducted in the Region and adopted call to action.

Despite the recognized crucial value of monitoring perinatal processes and outcomes including CS, it has been challenging to implement monitoring efforts in a meaningful, systematic and action-oriented manner. In 2015 WHO proposed the use of the Robson classification as a global standard for assessing, monitoring, and comparing CS rates [1, 4, 5]. The Robson system classifies all women admitted for birth into one of 10 categories based on a few basic obstetric characteristics that are routinely collected in all maternities (parity, onset of labor, previous CS, number of fetuses, gestational age and fetal presentation) [6]. The classification provides a standard approach to analyze CS but also practices, clinical management, effectiveness of interventions and their association with maternal and perinatal outcomes empowering professionals with the evidence to improve quality of care locally. The implementation of Robson classification in the region is low. Adaptation of national information systems and registries to collect the data on the 10 groups should be prioritized. Countries should also invest in training professionals to use the Robson classification and create a culture of use of data as a part of the routine clinical practice to improve quality of care. The use of a single CS classification will also allow improved analysis and comparison of CS rates among European countries that will in turn help implement effective strategies targeted to optimize CS rates where necessary [4].

In the context of providing appropriate, evidence-based care, there is a compelling need to reduce non-medically indicated cesarean births. This is a complex challenge and requires addressing all levels of the local health system, societal and cultural norms as well as addressing fears and concerns of women and healthcare professionals such as medical litigation [7-9]. Implementing strategies and leveraging collective power may  reduce harm and waste in the health care system through realigning financial incentives to promote continuous quality improvement and the delivery of high-quality, low-cost care, and also improve transparency in provider performance, including quality, price, cost, and outcomes information to reduce non-medically indicated CS [10].

Women should be at the centered-stage in this process, their concerns and needs addressed. Educational interventions that appropriately inform and empower women and that provide the basis for meaningful dialogue with the healthcare providers are crucial along with emotional support [8, 10, 11]. In addition, supportive models of care such as labor companionship or midwife-led continuity of care are seen as promising approaches which tend to prioritize positive human relationship and optimize physiological labor and birth for healthy women and babies [12, 13].

Given that the causes of the increase and unnecessary use of CS may involve context-specific factors, efforts to design, test and implement effective strategies to reduce CS rate should include assessing maternal and neonatal outcomes as well as perspective of women and health care providers to better understand the clinical and non-clinical reasons behind practices. In view of the gaps in evidence, there is a critical need to conduct implementation research to expand evidence base for interventions that work and that address specific needs of each population and drivers.

We, conference participants therefore call on the global health community, Member States and other relevant stakeholders, to undertake coordinated actions which are urgently needed to optimize the use of CS in Europe.  

CALL TO ACTION
· Acknowledge the current high rates of unnecessary CS across the region and increased relevance of non-clinical factors driving the rise; 
· Recognize that  CS should be conducted only when medically indicated;
· Study and address the drivers and contexts that influence unnecessary CS;
· Strengthen the regulations for implementation of monitoring of CS rates at local and national level according to ten group classification and use data for policy action;
· Develop and implement enabling policies for addressing non-medically indicated CS ; 
· Assess evidence of the effectiveness of financial and non-financial incentives to reduce unnecessary C-sections; 
· Improve awareness of waste in health care spending due to non-medically indicated CS through studying the waste due to unnecessary CS;
· Document and disseminate promising practices and models in reducing unnecessary CS;
· Engage providers, purchasers/payers for health services, professional organizations, government and users to work towards a common goal;
· Make all efforts to promote normal vaginal birth and improve quality of care during childbirth; 
· Medical training institutions to strengthen their role in setting norms and values for promotion of normal childbirth and  practice of evidence-based obstetrics; 
· Ensure women`s access and understanding of information on labor and childbirth (physiological approach) practices; 
· Develop an international awareness campaign promoting normal vaginal birth and optimizing the use of CS; 
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