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INTRODUCTION 
In the last decades, caesarean section (CS) rates have 

increased steadily worldwide [1], and these trends are 
expected to continue [2]. The ideal CS rate was stated 

to be around 10-15% by the World Health Organization 
(WHO) [3], with a rate over 19% not associated with 
benefits in reducing maternal and neonatal morbidity 
[4].
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Abstract
Introduction. Calabria Region has one of the highest caesarean section (CS) rate in 
Italy. To encourage the implementation of Audit&Feedback strategies, this study aimed 
to explore factors influencing CS decision-making from healthcare professionals’ per-
spectives.
Method. A descriptive qualitative study was conducted through focus groups (FGs) 
with healthcare professionals (HPs) from 11 Maternity Units and 3 Community Health 
Services for Families of Calabria, from February to April 2021.
Results. Six FGs were carried out, involving 92 HPs. Main determinants influencing 
high CS rates included medicalization of birth, reported women’s fear of childbirth, fam-
ily pressure, cultural beliefs, organizational issues, and medico-legal concerns. HPs em-
phasized teamwork, midwifery-led low-risk pathways, training, and audits to reduce CS 
rates and improve quality of care.
Conclusions. This study identified determinants influencing CS decision-making in Ca-
labria highlighting opportunities to reduce CS through empowering education, shared 
protocols, and women’s active involvement in decision-making process. Audit&Feedback 
strategies could improve health outcomes.
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In 2019, in Europe, the median CS rate was 26%, 
showing stability or even a decrease in some countries 
[5]. In Italy, although the CS rate gradually decreased 
from 38.0% in 2009 to 30.3% in 2023 [6], it remains one 
of the highest in Europe [7], with significant regional 
variations, ranging from 17.0% in Tuscany to 46.5% in 
Campania [6]. Substantial differences also exist within 
the same regions, as highlighted by the Italian National 
Outcomes Evaluation Program (Programma Nazionale 
Esiti, PNE) [8]. In 2023, Calabria reported a CS rate of 
35.8% [6], and despite its reduction over the years, the 
Region still shows high rates of both primary CS [9].

An increased CS rate is often observed when the pro-
cedure is performed without clear clinical indications, 
driven by multiple factors [10]. Health professionals’ 
(HPs) attitudes play a key role in CS decision-making 
with frequent ambiguity regarding what they consider 
clinical indications [11]. Gaining a deeper understand-
ing of HPs’ views, values, and concerns is crucial for 
effective change management [11]. Exploring their per-
ceptions of the factors influencing the decision to per-
form CS provides valuable insights into the decision-
making process. A qualitative approach is commonly 
used to investigate these aspects, allowing researchers 
to examine the what, why, how and where of the factors 
influencing CS decision-making [12-14].

In 2019, the Calabria Region joined the EASY-NET 
program (NET-2016-02364191-6), a project funded 
by the Italian National Ministry of Health and the 
participating regions (https://easy-net.info/about/) and 
focused on implementing Audit&Feedback (A&F) 
strategies to improve the quality of care. As part of this 
initiative, the Work Package 6 in the Calabria Region 
aimed to evaluate the appropriateness of CS and health-
care practices in different clinical and organizational 
settings and to assess the effectiveness of A&F strate-
gies in modifying professional behaviour and improving 
adherence to evidence-based practices in CS decision-
making [15, 16]. The Work Package 6 specifically fo-
cused on engaging HPs, evaluating their perceptions 
and attitudes, and identifying potential barriers and 
facilitators to the adoption of A&F strategies in CS re-
duction [17]. Given the concerns about rising CS rates 
and the lack of clarity regarding the factors influencing 
CS decision-making, understanding the perspectives of 
those directly involved in these decisions is essential.

The aim of this study is to explore the factors influ-
encing CS decision-making from the perspectives of 
HPs in Calabria Region, within the EASY-NET pro-
gram, to support the implementation of A&F strategies 
in the Region.

METHODS
Design

A descriptive qualitative design was selected to gain a 
deeper understanding of the factors influencing the deci-
sion-making process in the context of CS [14, 18]. This 
research design aligns with a constructivist paradigm, 
guiding appropriate actions based on the findings [19].

Six focus groups (FGs) were conducted to explore 
HPs’ perceptions of the determinants related to CS 
decision-making [20, 21]. The study was designed and 

reported following the Standards for Reporting Qualita-
tive Research (SRQR) checklist [22].

Healthcare setting
In Calabria and across Italy, maternal and child public 

healthcare services is free of charge for all women. The 
Italian National Health System (NHS) follows a Hub 
and Spoke model, where Hubs handle high-complexity 
cases and Spokes manage low- to medium-complexity 
ones, referring high-risk patients when needed. The Ma-
ternity Units network in Calabria consists of three Hub 
hospitals and eight Spoke hospitals, including one pri-
vate facility. The Calabria Region has also implemented 
dedicated pathways for managing low-risk pregnancies, 
ensuring integration between hospitals and territorial 
services. The Community Health Services for Fami-
lies are primary care services dedicated to family and 
women’s health, ensuring access in both urban and rural 
areas. They play a key role in promoting maternal health 
strategies, offering antenatal and postnatal care, ante-
natal group meetings, and structured specific support 
for low-risk pregnancies.

Participants
All 11 Maternity Units were invited to participate. 

Furthermore, the three Community Health Services 
for Families involved in the low-risk care pathway were 
also included in the study. Participants were recruited 
through purposeful, theoretically driven sampling, se-
lecting HPs actively involved in maternity and neonatal 
care at the time of the study. They were contacted via 
email and invited to participate in the study. Specifi-
cally, the sample included a diverse mix of professionals 
involved in the birth pathway (obstetricians, midwives, 
anaesthesiologists, and paediatricians), working in vari-
ous healthcare settings, including both hospital and 
community-based. Participants held different roles and 
levels of experience, reflecting the diversity of health-
care professionals involved in maternity care across the 
Calabria Region, as well as the structure and composi-
tion of local healthcare teams.

Data collection and analysis
Socio-demographic data were collected anonymously 

through a structured online form, shared with partici-
pants the day before the FGs, alongside an informed 
consent form to authorize audio recording and anony-
mous transcription of discussions. FGs were conducted 
online, in compliance with COVID-19 regulations, and 
facilitated by expert researchers from the Italian Na-
tional Institute of Health (Istituto Superiore di Sanità, 
ISS). A semi-structured interview guide (available on-
line as Supplementary material) was used, developed col-
laboratively by the research team, in conjunction with 
expert HPs and local specialists. An observer from the 
research team attended each FG, lasting 60 to 90 min-
utes. Full transcripts were independently read and cod-
ed by two researchers, who then discussed the themes 
and categories to define the coding tree. In case of 
disagreement, a third researcher was consulted. A cat-
egorical data analysis approach was applied, combining 
deductive and inductive approach [19]. Deductive cat-
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egories were pre-defined based on the primary research 
questions, while inductive categories emerged during 
the coding process. The analysis was conducted using 
NVivo 12 Plus software. Data saturation was reached 
when no new categories emerged.

Ethical approval and data protection 
Ethical approval was granted by the Research Ethics 

Committee of “Pugliese Ciaccio” Hospital in Catanza-
ro, which served as the coordinating centre for the proj-
ect (Record 55, CdA-INIH of 30.03.2022). Informed 
consent was obtained from all participants before the 
focus group interviews. Anonymity was ensured, and 
recordings were transcribed using assigned codes and 
general professional roles (e.g., midwife, obstetrician) 
for confidentiality. 

RESULTS
Six FGs were conducted from February to April 2021, 

involving a total of 92 participants, with a mean age of 
44.8 years (SD±10.9). The participants were HPs from 
10 out of 11 Maternity Units and three of the Commu-
nity Health Services for Families of Calabria Region. 
The represented professions were midwives (45%), ob-
stetricians (35%), anaesthesiologists (11%) and paedia-
tricians (9%). The main socio-demographics character-
istics are shown in Table 1.

The themes and categories emerging from the deduc-
tive and inductive categorial qualitative data analysis 
are described below and presented in Table 2.

Theme 1. Determinants of CS perceived by HPs
The first theme explores HPs’ perceptions of the key 

determinants influencing CS rates, categorized into ex-
ternal influences, organizational factors of the health-
care system and HPs’ personal influences.

1.1 External influences on HPs
External determinants arise mainly from women’s 

belief and their social context, which professionals per-
ceive as influencing the choice of delivery mode.

•	 General perspectives on CS rate
HPs recognized the high CS rate as a global issue, 

not limited to Calabria, as well as the need for change 
in current clinical practice.

Obstetrician: “It is widely acknowledged that the CS rate 
is too high”. 

Paediatrician/Anaesthesiologist: “We know this is a 
shared problem, not just in Calabria”.

•	 Beliefs about normal birth
HPs reported a cultural shift has led many women 

to view childbirth as a medicalized event rather than 
a physiological process. The misconception that CS 
is safer and more convenient than vaginal birth (VB) 
reflects a lack of awareness about associated risks and 
benefits:

Midwife: “…Women believe that, with new techniques, a 
planned CS is safer than VB and therefore they have fewer 
medical complications”.

Although most HPs supported CS only when medi-
cally necessary, some perceived it as a safer option, es-
pecially for advanced maternal age or Assisted Repro-
ductive Technology pregnancies conceived.

•	 Women’s request for CS
HPs noted that some women request a CS early in 

pregnancy, primarily due to fear of labour:
Obstetrician/Midwife: “There are not a few women who, 

from the moment they see the first foetal heartbeat, ask for a 
CS due to fear of labour”.

During labour, requests for CS often stem from 
pain, fatigue, or fear. While some HPs acknowledge 
these requests, many believe that self-determination in 
birth mode should not be an option without medical 
indication:

Obstetrician: “Self-determination during labour should 
not exist because 99% of women in labour would ask for a 
CS”.

However, in non-emergency cases, HPs sometimes 
consider women’s persistent requests, which may influ-
ence final decisions:

Obstetrician: “Certainly, if the woman repeats continu-
ously in the ears, “I want CS, I want CS” it often comes to 
that in the end. But I do not agree with the woman’s self-
determination”.

•	 Women’s expectation and preparedness for childbirth
A cross-cutting concern in all FGs was women expec-

tations and preparation to childbirth. HPs emphasized 
the importance of prenatal information to set realistic 
expectations and reduce fear.

Midwives, in particular, stressed the role of prepara-
tion in birth outcomes, advocating for antenatal group 
meetings to help women manage labour fears and build 
confidence. However, HPs noted challenges in organiz-
ing such meetings, particularly in Calabria’s remote ar-
eas, where attendance is low due to cultural resistance 
and logistical barriers. As a result, birth experiences 
shared by family members or peers can strongly influ-
ence women’s perception of childbirth.

Obstetrician: “We know that in certain remote areas, 
there is resistance to physiological birth pathways. Antenatal 

Table 1
Socio-demographic characteristics of participants (N=92)

Participants’ data N (%)

Mean age in years 44.8 (SD±10.9)

Women 74 (80.4)

Men 18 (19.6)

Professions
Obstetrician
Obstetrician resident
Midwife
Midwife coordinator
Anaesthesiologist
Paediatrician

29 (31.5)
4 (4.4)
35 (38)
6 (6.5)
10 (10.9)
8 (8.7)

Working experience in childbirth care
Mean working years (±SD) 18 (SD±11.3)

Working place
Maternity Unit
Community Health Services for Families

85 (92.3)
7 (7.6)

SD: standard deviation



Vincenza Di Stefano, Jessica Preziosi, Francesca Zambri et al

O
r

ig
in

a
l
 a

r
t

ic
l

e
s
 a

n
d

 r
e

v
ie

w
s

218

group meetings are not part of the cultural background, but 
they could be a good starting point!”

Midwife: “During labour we understand if women have 
attended antenatal group meetings because they bear the 
pain better, they are stronger and more confident”.

Obstetrician: “When there is no proper education about 
pregnancy, women often rely more on family members or 
neighbours’ experience than on professionals, unfortunately, 
making counselling more difficult”.

•	 Fear of childbirth
Closely linked to self-confidence and preparedness, 

HPs identified fear of labour pain as a major factor in-
fluencing women’s preference for CS:

Obstetrician: “We are seeing increasing difficulty among 
women in their approach to labour and pain… many ask for 
a CS because they are often afraid of pain, they can’t handle 
pain, so it is the main cause”.

Limited access to epidural analgesia in some hospi-
tals, further exacerbates this fear, influencing women’s 
birth choices:

Anaesthesiologist: “Pain management has now entered 
woman’s mindset…analgesia plays an important role in the 
childbirth experience”.

Obstetrician: “When labour is so long and it lasts many 
hours, women could be helped by analgesia”.

•	 Pressure from relatives
The social perception that CS is safer than VB ex-

tends beyond women, influencing family members, who 
often exert strong pressure on the decision-making pro-
cess, in addition to cultural beliefs.

Anaesthesiologist: “…relatives are often behind the door, 
and the pressure is very strong”.

Obstetrician: “Culturally, you have 30-40 people wait-
ing outside the delivery block and they ask you ‘And when 
is the baby going to born?’, ‘Why hasn’t the baby been born 
yet?’, ‘Why don’t you just do a CS?’…so in the end it be-
comes an instrumental delivery or a CS”.

1.2 Organizational influences of the healthcare system
The second category of Determinants of CS perceived 

by HPs theme focuses on how the organization of the 
healthcare system influences CS decision-making.

•	 Insufficient staffing and working alone during shifts
Staff shortages emerged as a recurring concern across 

all FGs, particularly related to shift scheduling. HPs ex-
pressed concern about being required to work in mul-
tiple settings simultaneously, which can compromise 
the quality of care:

Midwife: “We are few, with no dedicated schedule, es-
pecially in the morning... at the same time, a midwife, who 

Table 2
Themes, categories, nodes

Themes Categories Nodes

1. �Determinants  
of CS  
perceived by 
HPs

1.1 External influences on HPs  •	 General perspectives on CS rate
•	 Beliefs about normal birth
•	 Women’s request for CS
•	 Women’s expectations and preparedness for childbirth
•	 Fear of childbirth
•	 Pressure from relative 

1.2 Organizational influences of the healthcare system  •	 Insufficient staffing and working alone during shifts
•	 Challenges in emergency transfers
•	 Influence of private healthcare
•	 Fragmented care pathway
•	 �Clinical shared protocols, standardized language, and 

procedures
•	 Vaginal Birth After Caesarean 
•	 Bureaucratic burden
•	 Impact of COVID-19 on healthcare organization
•	 Sense of abandonment by institutions

1.3 HPs’ personal influences   •	 Adherence to delivery’s physiological timing
•	 Clinicians’ experience
•	 Fear of legal consequences

2. �Enablers of 
quality birth 
care

2.1 Staff commitment
2.2 Teamwork
2.3 Midwifery-led pathways
2.4 Audit&Feedback

Suggestions 
for continuity 
of care 
improvement

•	 Simulated training courses on obstetric topics 
•	 Periodic clinical audits 
•	 �Development, sharing, and regular updating of clinical 

protocols 
•	 �Cultivating a climate of trust within the team, supporting 

low-risk labor and delivery under midwifery-led care 
•	 Promoting continuous professional development 
•	 �Facilitating effective networking between hospital and 

community services 
•	 �Utilizing management units and regional data streams 
•	 Implementing the Audit&Feedback strategy

CS: Cesarean section; HP: Healthcare professional.
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has to follow labour, has to take care of the CS surgery. We 
do it with great effort, because there are no staff, not just the 
midwives, all the staff”.

Professionals recognized that staff shortages are not 
unique to Calabria but represent a broader issue within 
Italy’s public NHS:

Obstetrician: “It’s a common problem, not just in Cal-
abria, but probably across Italy. You can’t provide good care 
if professionals keep decreasing instead of increasing”.

The reorganization of the NHS has exacerbated staff 
shortages, particularly after the closure of smaller Ma-
ternity Units performing fewer than 500 deliveries per 
year. A neonatologist noted:

Paediatrician: “Since the NHS reorganization and the 
closure of smaller Maternity Units, births have increased in 
larger centres, but with the same number of staff”.

HPs emphasized the importance of increasing per-
sonnel to provide high-quality care:

Midwife: “You need to have staff; you need to have mid-
wives”.

Staff shortage and working alone during shifts were 
critical factors that led HPs to make quicker decisions 
in situations where labour safety was in question, often 
opting for a CS pre-emptively to avoid complications:

Obstetrician: “I wouldn’t say it’s the main reason, but it 
definitely plays a role in deciding to do a CS half an hour 
earlier rather than later. Personally, it does”.

Obstetricians expressed frustration over having no 
colleagues to discuss clinical cases with during solo 
shifts:

Obstetrician: “What do I do? Send the CTG (cardioto-
cography) to my colleague? If something is wrong, like an 
abnormal CTG or prolonged dilation, you’re alone. In the 
end, probably the simplest decision is to decide for a CS”.

In urgent cases, on-call colleagues could be contact-
ed, but it’s perceived that they were called primarily to 
perform a CS, rather than for collaborative decision-
making:

Obstetrician: “If the doctor is alone on shift, they have to 
call the on-call doctor, who usually responds, “You called me 
to avoid legal problems, let’s just do the CS”.

•	 Challenges in emergency transfers
The connection between Spoke and Hub hospitals 

was highlighted as a concern in urgent or emergency sit-
uations, particularly regarding the availability of blood 
bags, and the timing of patient transfers to Neonatal 
Intensive Care Units (NICU).

•	 Influence of private healthcare
Many women preferred private obstetric care, rely-

ing on a private obstetrician, who determined the mode 
of birth, rather than using public antenatal healthcare 
services:

Midwife: “Many women are followed privately, and in 
the end, the doctor decides the mode of birth”.

Some professionals raised concerns about other 
medical specialists certifying that women were unable 
to handle labour for VB due to non-obstetric health 
problems, a practice with potential legal implications. 
Additionally, HPs criticized the previous system, where 
private maternity care facilities performed excessive CS 

procedures due to financial incentives, with the subse-
quent increase in repeat C-section as well:

Obstetrician: “In the past, private hospitals performed 
a lot of CS to receive higher reimbursements. Now, we are 
dealing with more repeat CS cases”.

•	 Fragmented care pathway
HPs reported low levels of integration within the 

birth care pathway, as well as a lack of collaboration 
and trust between different healthcare providers, in-
cluding Community Health Services for Families, 
Hospital-based professionals, freelance obstetricians 
and midwives, general practitioners (GPs) and family 
paediatricians. In some areas, the integration process 
for managing low-risk pregnancies was still in its early 
stages, facing many challenges. Resistance to new care 
modalities and fluid collaboration between hospital and 
community services were noted, with the reorganiza-
tion of work and the creation of integrated clinical tools 
seen as essential for progress:

Midwife: “Improving communication would help us 
achieve better outcomes”.

•	 Clinical shared protocols, standardized language, and 
procedures
Only few centres reported having defined, regularly 

updated protocols. In contrast, in centres without stan-
dardized protocols, HPs frequently raised concerns 
about the lack of consistency in clinical management.

Obstetrician resident: “We have protocols that we all fol-
low, and we update them monthly, discussing our clinical 
cases in light of these protocols”.

Obstetrician: “If we had shared protocols on induction 
timing and criteria, we might wait the proper time than in-
ducing labour a week early. That could help reduce the pri-
mary CS rate and working better”.

HPs reported a substantial variation in timing of 
birth, depending on the clinician, so the implementa-
tion of shared protocols could uniform the manage-
ment (e.g., a uniform approach to CTG interpretation) 
and reduce primary CS.

Midwife: “For minor decelerations, guidelines suggest try-
ing maternal position changes first. If we followed protocols 
instead of rushing decisions, we could prevent some early CS 
procedures”.

•	 Vaginal birth after caesarean 
The planned elective repeat CS was another cross-cut-

ting topic. HPs were aware that the low rate of Vaginal 
Birth After Caesarean (VBAC) contribute to the high 
overall CS rate. Factors limiting VBAC include lack of 
women’s and relatives’ awareness, limited support from 
HPs, insufficient staff and protocols, structural barriers 
(e.g., no blood bank in some Spoke hospitals):

Midwife: “We perform repeat CS often, and that increas-
es the total CS rate”.

Obstetrician: “Women assume that after one CS, they 
will automatically need another CS because obstetricians 
don’t support VBAC. We simply don’t have the structures to 
manage these cases”.

Obstetrician: “The absence of a second doctor and a 
blood transfusion centre makes VBAC even more difficult”.
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•	 Bureaucratic burden
Some HPs complained about excessive bureaucracy 

and the lack of an integrated IT system to facilitate lab 
test requests, specialist referrals, and medical record 
sharing:

Obstetrician: “Everything is still done on paper, there’s 
no software system to quickly view test results or submit re-
quests electronically. Documents are still physically carried 
between departments!”

•	 Impact of COVID-19 on healthcare organization
The COVID-19 pandemic severely disrupted mater-

nal care services, particularly the suspension of ante-
natal group meetings and the absence of a person of 
woman’s choice to support her during pre-natal and 
postnatal visits. COVID restrictions also affected or-
ganisation, leading to the sudden suspension of peri-
odic audits and meetings where clinicians discussed 
clinical cases and protocols.

Obstetrician: “Women preparation has worsened, prob-
ably because antenatal group meetings were no longer us-
able, due to the COVID-19 emergency”.

Midwife: “The absence of fathers or a support person 
during childbirth had a huge impact. Women were fright-
ened”.

•	 Sense of abandonment by institutions
Some HPs felt that the CS rate couldn’t be reduced 

without the help of healthcare institutions, and felt un-
supported, especially when requesting additional staff 
or resources.

Obstetrician: “We are alone. We’ve never received an-
swers from the institutions”.

1.3 HPs’ personal influences
The third category focuses on internal factors influ-

encing HPs in CS decision-making.

•	 Adherence to delivery’s physiological timing 
When discussing excellence in maternity care, obste-

tricians highlighted the autonomy of midwives as a key 
factor in ensuring quality care.

Obstetrician: “Midwives guide physiological childbirth!”
Although midwives were recognized for their crucial 

role in promoting VB, HPs reported the system’s strong 
focus on medicalised care, prioritising pathology path-
ways over the natural timing of childbirth, impacting 
both labour management and CS rates.

Obstetrician: “Perhaps we need to have more confidence 
in our midwifery team”.

Obstetrician: “We should probably leave more space for 
midwives”.

Obstetricians acknowledged that their presence in 
the delivery room, even during uncomplicated labours, 
could put pressure on midwives.

Obstetrician: “Obstetricians often intervene even during 
physiological labour; their constant presence in the delivery 
room isn’t helpful”.

Midwives also highlighted inappropriate birth prac-
tices, such as not respecting the physiological timing 
of labour or neglecting to encourage women to adopt 
comfortable birthing positions.

Midwife: “We do not respect the time of labour times, the 
physiological time!”

Midwife: “During labour, we should respect the transition 
period instead of treating it as a stage where contractions 
stop and oxytocin must be administered”.

•	 Clinicians’ experience
Experience significantly influenced decision-making. 

Less experienced obstetricians and midwives tended 
to opt for CS earlier than their more experienced col-
leagues:

Obstetrician: “Younger midwives, even more than younger 
doctors, fear reaching the so-called ‘point of no return”.

The tendency to act pre-emptively was also noted by 
neonatologists, who shared the concern of avoiding po-
tential complication:

Paediatrician: “Sometimes, performing a CS is a way to 
resolve a situation before it takes a negative turn”.

•	 Fear of legal consequences
The fear of legal repercussions was another cross-

cutting issue across all FGs, affecting all’s HPs, par-
ticularly among obstetricians, and strongly influencing 
their clinical decision with a significant role in the high 
CS rate:

Obstetrician/Midwife: “Another factor is defensive medi-
cine. Unfortunately, with the increasing risk of legal com-
plaints, our approach is inevitably influenced”.

Theme 2. Enablers of quality birth care
The second theme focuses on perceived facilitating 

factors in maternity care, as dedication of staff to their 
work, teamwork, and midwifery-led pathways.

2.1 Staff commitment 
In all FGs, HPs dedication to their work was evident, 

with participants describing their passion for their pro-
fession as their greatest strength:

Paediatrician: “Our strength is definitely us, the whole 
team! We often work with limited staff, juggling multiple re-
sponsibilities, yet we manage to make things work thanks to 
our dedication as doctors, midwives, and nurses”.

Obstetricians particularly acknowledged midwives’ 
commitment:

Obstetrician: “They are truly exceptional. They don’t 
watch the clock, and they work beyond their shifts when 
needed”.

2.2 Teamwork
Teamwork and interprofessional collaboration were 

consistently mentioned in all FGs as key factors for suc-
cess.

Obstetrician: “In difficult moments, communication is as 
simple as looking each other in the eye”.

Despite staff shortages, professionals described their 
teamwork as “one big family” dedicated to providing 
the best care:

Midwife/Obstetrician: “If the obstetrician and midwife 
work in harmony, the birth will be fine”.

This collaborative approach was reflected in case discus-
sions. While obstetricians made the final decision, mid-
wives played a key role in the decision-making process.
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Obstetrician: “In the delivery room, a simple glance, a 
piece of advice, or a word exchanged between the midwife 
and obstetrician can be decisive. If I have to choose between 
vacuum extraction or a CS, I need the full support of the 
midwife”.

The generational shift among obstetric staff was seen 
as beneficial, balancing senior experience with the skills 
of younger colleagues.

2.3 Midwifery-led pathways
Midwives highlighted the growing implementation of 

dedicated antenatal care services for low-risk pregnan-
cies, managed exclusively by midwives in Community 
Health Services for Families or Birth Centres (BRO 
Pathway – Basso Rischio Ostetrico – Midwifery-Led Ob-
stetric Low-Risk Pathway).

HPs perceived this model as highly effective, not-
ing its continuity of care, allowing midwives to support 
women both before and after birth. Some midwives re-
ported that although this model is still relatively new, 
demand is growing rapidly.

Midwife: “Initially, we thought there wouldn’t be enough 
women interested, but word of mouth has filled these clinics, 
and we are still expanding”.

Their work was widely appreciated by both women 
and other HPs. Obstetricians noted that women were 
highly satisfied with the care received.

Obstetrician: “No woman who has gone through the 
BRO pathway has ever said she was dissatisfied or uncared 
for. This encourages us to refer women to this model before 
and after birth, reinforcing the continuity of care”.

Although collaboration between Community Health 
Services for Families and other territorial services (such 
as GPs and freelance obstetricians) still needs improve-
ment, participants acknowledged progress.

Midwife: “A dialogue is emerging between community 
services, professionals working at community level, and the 
hospital. This must become a cornerstone of cooperation”.

One of the strongest takeaways from the FGs was the 
collective awareness among HPs that improving care 
for women is a shared goal.

Obstetrician: “All the professionals involved in this project 
have a strong desire to improve and grow. You can feel it; 
there’s a willingness to embrace new challenges and collabo-
rations”.

2.4 Audit&Feedback 
The exploration of HPs’ knowledge and opinions on 

the A&F intervention and the use of data collection in 
clinical practice revealed that, although A&F strategies 
were not yet implemented in any Maternity Unit, some 
centres regularly conducted clinical audits as a struc-
tured tool.

Obstetrician: “We conduct audits weekly. All of us, obste-
tricians and midwives, participate, especially when dealing 
with complex cases. The goal is to analyse them together and 
find ways to improve management”.

Professionals were familiar with clinical audits, 
though most were not well-acquainted with A&F. Clini-
cal audits were viewed positively, as opportunities for 
learning and improvement and, in some centres, as an 
opportunity to update protocols. However, in a few 

cases, case discussions were seen negatively, reflecting 
a lack of open communication in some settings.

Obstetrician: “Unfortunately, in our reality, there is no 
real professional dialogue”.

Midwife: “Sometimes, these meetings lead us to revise and 
improve some clinical protocols”.

Participants reported difficulties accessing data at 
both hospital and regional levels, such as the Hospital 
discharge records (Schede di dimissione ospedaliera, 
SDO) and the Birth certifications (Certificato di As-
sistenza al Parto, CeDAP). Only one centre used the 
Robson Classification to monitor CS rates. Despite 
these challenges, all professionals recognised the value 
of data-driven approaches and saw A&F as a potential 
tool for improvement.

Suggestions for continuity of care improvement
During FGs, several suggestions for improving con-

tinuous care were raised. HPs proposed improving their 
work and reducing CS rates through enhanced train-
ing and professional development focusing on team-
based courses covering obstetric emergencies, labour 
induction, and CTG interpretation to ensure shared 
best practices. The importance of periodic clinical au-
dits was widely acknowledged, along with the need to 
develop, share, and update clinical protocols for stan-
dardised care. Professionals highlighted fostering a cul-
ture of trust to support low-risk labour in midwifery-led 
care models, allowing midwives greater autonomy in 
physiological births. Strengthening hospital-community 
collaboration was a priority, with joint protocols inte-
grating maternity care levels to align decisions and in-
terventions. Additionally, regional data streams were 
seen as essential for monitoring trends and adapting 
practices, implementing an A&F strategy was consid-
ered key to improving clinical outcomes through struc-
tured reflection and continuous improvement.

DISCUSSION
One of the main objectives of the EASY-NET pro-

gram was to reduce the CS rate in the Calabria Region. 
This qualitative study explored the perspectives of HPs 
on the determinants of CS and the potential opportuni-
ties for optimising decision-making. 

The findings highlight a complex interplay of cultural, 
social, and clinical factors influencing CS rates, aligning 
closely with the multifaceted framework outlined in The 
Lancet Series on Optimising Caesarean Use [11], which 
emphasizes the need to consider clinical, organization-
al, and sociocultural drivers.

The optimal CS rate remains a topic of debate among 
HPs [23]. In our study, HPs acknowledged the elevated 
CS rate and recognised the reduction of unnecessary 
CS as a global concern.

Regarding cultural and social beliefs, HPs observed 
that CS has become “normalized”, altering perceptions 
of what constitutes a normal (vaginal) birth. Although 
the relative risks of complications in case of CS are 
higher than VB, recent studies have shown that perceiv-
ing CS as a standard, safe mode of delivery contributes 
to its prevalence [24, 25]. Women reported that it was 
no longer necessary to suffer the double pain of labour, 
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and the perception of CS as a safe or even safer alterna-
tive to labour and VB aligns with findings from other 
studies [26]. However, in contrast, two Italian surveys 
conducted in 2003 and 2013 showed that over 80% of 
women preferred VB [27, 28].

From a social context perspective, family pressure 
plays a role in influencing decision-making, and our 
study confirms previous findings that it can increase the 
risk of CS [29]. Given the critical role of HPs in decision-
making processes, fostering a shared philosophy around 
normal birth, embraced by professionals, women, and 
their families, could reduce CS rates [25, 28]. In our 
study, HPs also identified CS on maternal request as a 
significant concern. Among the reasons why women re-
quest CS, HPs reported a lack of preparation for child-
birth, fear of pain and previous negative experiences, in 
line with preview studies [25, 30]. From HP’s perspec-
tive, many clinicians opposed self-determination, par-
ticularly during labour, though some were more accept-
ing, as reported also in the literature [10]. Furthermore, 
private healthcare influenced birth timing and planning, 
with the perception that private obstetricians often con-
tributing to higher CS rates compared to public care, 
as reported in other studies [31] and confirmed by the 
higher CS rates observed in accredited private maternity 
units compared to public ones in Italy [8]. HPs noted 
that other specialists sometimes certified women as un-
able to undergo labour, leading to CS authorization.

A shared, informed care plan between women and 
HPs could enhance awareness, trust in normal birth, 
and supporting women fearing of childbirth to manage 
anxieties and transition into motherhood, as supported 
by the literature [32]. HPs recognized the need to en-
courage women and partners to attend antenatal group 
meetings to increase couple’s awareness and women’s 
preference for spontaneous labour and VB. It confirms 
that participation in the antenatal group meetings is as-
sociated with better health outcomes during pregnancy, 
childbirth and postpartum [33, 34].

Most participants, particularly midwives, emphasized 
the lack of respect for physiological delivery timing and 
the overuse of labour induction. HPs reported non-ev-
idence-based inductions, without respecting childbirth 
timelines as key factors transforming physiological la-
bour into a non-physiological process, increasing CS 
rates, consistent with literature findings [35]. The lack 
of shared clinical protocols, as reported in this study, 
also contributes to unnecessary interventions during la-
bour [35]. In response to this, following this study, the 
EASY-NET WORKING GROUP collaborated with 
representatives of all Maternity Units of Obstetrics and 
Gynecology in Calabria to develop shared guidance on 
labour induction, adopted across the Region to pro-
mote evidence-based practices [36].

HPs highlighted the impact of legal concerns on CS 
decision-making, with defensive medicine driving the 
preference for CS to avoid litigation risks associated to 
VB. This aligns with literature, which connects higher 
medical liability judgments to delays or omissions in 
performing a CS [10, 37].

The FGs showed that obstetricians’ decision-making 
was influenced by age, experience, confidence, and 

skills in managing complex VBs, often linked to fear 
of legal consequences. Limited expertise in operative 
vaginal delivery may lead to a preference for CS in ur-
gent cases, as seen in other obstetric units [38]. HPs 
suggested that improving junior staff education could 
help address this issue, as noted in a recent Irish study 
[25]. While younger obstetricians may have higher CS 
rates, HPs noted that generational staff changes have 
strengthened team collaboration. Consistent with lit-
erature, CS decision-making was a shared process, with 
obstetricians as the final decision-makers [10], support-
ed by experienced midwives.

Healthcare system organization also emerged as a 
key factor, with a common issue being staff shortages 
across all HPs, limiting the provision of professional 
support and continuous, one-to-one intrapartum care, a 
recognized measure in reducing CS rates [39-41]. Fur-
thermore, HPs consistently highlighted that insufficient 
staff availability for emergency CS often led to perform-
ing the procedure prematurely, rather than waiting for 
the optimal moment [10]. In addition, the presence of 
Blood Transfusion Centres and NICUs within the Ma-
ternity Units was perceived as enhancing HPs’ sense of 
security during childbirth. 

Moreover, the absence of a companion of the wom-
an’s choice during labour, as was the case during the 
FGs due to COVID-19 pandemic restrictions [42], was 
identified as a significant factor influencing mothers’ 
requests for CS. The right to have a chosen companion 
during childbirth is endorsed by WHO recommenda-
tions [41] and is widely recognized in the literature as a 
positive determinant of health outcomes [39]. 

Previous CS is a prominent driver of CS use, as re-
cently highlighted by a recent systematic review [43]. 
Despite VBAC being recommended by guidelines, only 
16,6% of women in Italy and 6.2% in Calabria, had it in 
2023 [6]. The high contribution of previous CS (Robson 
group 5) to overall European CS rates, particularly in 
Southern Europe (up to 95.0%), raises concerns about 
what some authors call the “domino effect” of primary 
CS [43]. This highlights how total CS rates are also 
strongly influenced by the increasing number of primary 
CS, underlining the critical importance of implementing 
strategies to reduce them. Meanwhile, the overall CS 
rate in Calabria decreased from 38.5% in 2021 to 35.8% 
in 2023 [6], with the greatest reduction observed in 
Robson group 2a (nulliparous with induced labour) and 
group 3 (multiparous without previous CS, spontaneous 
labour), aligning with the A&F meetings and training 
courses organizing by EASY-NET program, focused pri-
marily on the appropriateness of labour induction and 
physiological pregnancy management [16].

In this study, the effect of labour analgesia on pain 
management and delivery mode was debated among 
HPs during FGs. A recent Cochrane review confirmed 
no differences in CS rate between women with or with-
out epidural analgesia; an increased risk of instrumen-
tal VB has also been reported but with limitations [44]. 
The WHO recommendations for a positive childbirth ex-
perience state that epidural analgesia is recommended 
for healthy pregnant women requesting pain relief dur-
ing labour, according to the woman’s preferences [41].
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Teamwork and continuity of care result from a joint 
effort in which all HPs are involved, along with women 
and couples, in a shared care plan. An important step 
forward in maternity care is the recent implementation 
of the Midwifery-Led Obstetric Low-Risk Pathway in 
the Calabria Region [45]. This care pathway provides 
midwives with a framework for managing pregnancy 
within Community Health Services for Families and 
Birth Centres, in accordance with the guidelines set 
by the Ministry of Health’s Birth Pathway Committee 
[46]. Additionally, in a context where maternity care is 
strongly led by private obstetricians, the introduction 
of the Midwifery-Led Obstetric Low-Risk Pathway 
represents a shift toward a more generalised adoption 
of midwifery-led care, ensuring broader access to evi-
dence-based maternity services.

HPs demonstrated familiarity with clinical audits, 
which were regularly conducted in some Maternity 
Units. However, A&F strategies had not yet been im-
plemented, and most professionals were unaware of 
their potential benefits. This challenge was compound-
ed by limited access to current data, particularly at 
hospital and regional levels (e.g., SDOs and CEDAP), 
which emerged as another key barrier. Evidence shows 
that the implementation of A&F strategies, combined 
with clinical guidelines, could be a viable approach to 
improving clinical outcomes [47-49] and reducing CS 
rates [16, 34]. Current data allows for real-time trend 
identification, personalized interventions, and greater 
engagement from HPs. Therefore, moving from a clini-
cal audit to A&F using current data enables timely and 
data-driven feedback that enhances the effectiveness of 
improvement strategies [48].

Therefore, the study highlighted CS determinants 
from HPs’ perspectives, contributing to a topic for which 
qualitative literature is still scarce in Italy. The multidisci-
plinary nature of the FGs and the participatory approach 
played a significant role in shaping the research pro-
cess, especially for designing action-oriented initiatives. 
Furthermore, the findings were later used to develop a 
quantitative study aimed at further exploring the deter-
minants that emerged from the qualitative phase.

Among the concrete actions implemented, the find-
ings also helped to identify learning needs, leading to 
the organisation of targeted training sessions aligned 
with HPs’ expectations, as well as a structured series of 
A&F meetings. This structured engagement ultimately 
contributed to the development of shared protocols 
across all Maternity Units, including clinical practice 
recommendations for labour induction [36] and the im-
plementation of the Midwifery-Led Obstetric Low-Risk 
Pathway [45]. The Calabria Region formally approved 
both initiatives, marking an important step toward evi-
dence-based maternity care. 

A study limitation is that it only explored the perspec-
tives of HPs. Gathering insights from expectant moth-
ers and couples would provide a more comprehensive 
understanding.

CONCLUSIONS
This study highlighted factors influencing delivery 

mode decisions from HPs’ perspective. In the Cal-

abria Region, the CS rate is influenced by a complex 
interaction of cultural, social and clinical factors. HPs 
highlighted key challenges, such as the normalization 
of CS, social and family pressures, and concerns over 
legal consequences. Several opportunities to reduce 
CS rate emerged, including HPs’ enhanced education 
and training, implementing evidence-based clinical pro-
tocols, and promoting greater involvement of women 
in making informed decisions about their mode of de-
livery. In this context, integrating A&F could further 
strengthen these efforts by providing timely, current 
data to monitor progress and refine strategies. A&F 
may also help reinforce best practices, improve adher-
ence to guidelines, and promote a culture of continu-
ous improvement. Addressing this challenge will clearly 
require a multidisciplinary and collaborative approach, 
involving HPs, government institutions, and local com-
munities. Only through a collective effort will it be pos-
sible to improve maternal and child health and ensure 
safe and evidence-based childbirth care.

The members of the EASY-NET Working Group are:
Caterina Azzarito (Former Health Protection De-

partment of the Calabria Region, Catanzaro) Alessan-
dro Ciciarello (Project Manager Exprivia SpA, Catan-
zaro); Giuseppe Battagliarin (Former Italian National 
Birth Pathway Commission Chair); Anna Laura Rega-
lia (Former Department of Obstetrics and Gynaecol-
ogy, San Gerardo Hospital, Monza); Federica Visconti 
(“Pugliese-Ciaccio” Hospital, Catanzaro); Susanna Lana 
(National Centre for Disease Prevention and Health 
Promotion, Italian National Institute of Health, Rome); 
Bruno Tucci, Pietro Gervasi, Maria Carmela Forte, Lo-
redana Cistaro (Hospital of Castrovillari, Castrovillari); 
Gaetano Gigli, Cinzia D’Agostino (Hospital of Cori-
gliano, Corigliano); Michele Morelli, Rosanna Mazzulla 
(“SS. Annunziata” Hospital, Cosenza); Giuseppe Pirillo, 
Domenico Galea, Serena D’Agostino (“San Giovanni di 
Dio” Hospital, Crotone); Raffaele Misasi (“iGreco Riuni-
ti” Hospitals, Cosenza); Caterina Mastroianni, Salvatore 
Iannelli (“Giovanni Paolo II” Hospital, Lamezia Terme); 
Edoardo Pedullà, Bruno Palumbo (Hospital of Locric, 
Locri); Ilenia Cosoleto, Cristina Zappia (“Santa Maria 
degli Ungheresi” Hospital, Polistena); Enzo Bognoni, 
Lucia Porcino (“Riuniti” Hospitals, Reggio Calabria); 
Viviana Umbro, Vincenzo Mangialavori (“G. Jazzolino” 
Hospital, Vibo Valentia); Giampiero Russo (Community 
Health Family Service of Cosenza, Cosenza); Santina 
Procopio (Community Health Family Service of Catan-
zaro, Catanzaro); Paola Infortuna (Community Health 
Family Service of Melito, Reggio Calabria).

Funding
The EASY-NET program has received funding from 

the Italian National Ministry of Health NET-2016-
02364191-6.

Conflict of interest statement
The Authors declare no conflict of interest.

Received on 22 April 2025.
Accepted on 9 July 2025.



Vincenza Di Stefano, Jessica Preziosi, Francesca Zambri et al

O
r

ig
in

a
l
 a

r
t

ic
l

e
s
 a

n
d

 r
e

v
ie

w
s

224

REFERENCES

1.	 Boerma T, Ronsmans C, Melesse DY, Barros AJD, Barros 
FC, Juan L, Moller AB, Say L, Hosseinpoor AR, Yi M, 
de Lyra Rabello Neto D, Temmerman M. Global epide-
miology of use of and disparities in caesarean sections. 
Lancet. 2018;392(10155):1341-8. doi: 10.1016/S0140-
6736(18)31928-7

2.	 Betrán AP, Ye J, Moller A, Souza JP, Zhang J. Trends and 
projections of caesarean section rates: Global and region-
al estimates. BMJ Global Health. 2021;6(6):e005671. 
doi:10.1136/ bmjgh-2021-005671

3.	 World Health Organization. WHO statement on caesar-
ean section rates. WHO; 2015. Available from: https://
iris.who.int/bitstream/handle/10665/161442/WHO_
RHR_15.02_eng.pdf?sequence=1.

4.	 Molina G, Weiser TG, Lipsitz SR, et al. Relationship 
between cesarean delivery rate and maternal and neo-
natal mortality. JAMA. 2015;314:2263. doi: https://doi.
org/10.1001/jama.2015.15553

5.	 Euro-Peristat Network  , Billy A, Lecomte A, Pastore J, 
Weber G.  European Perinatal Health Report: Core in-
dicators of the health and care of pregnant women and 
babies in Europe from 2015 to 2019. Luxembourg: Euro-
Peristat; 2022. Available from: https://www.europeristat.
com/images/Euro-Peristat_Fact_sheets_2022_for_up-
load.pdf.

6.	 Ministero della Salute. Certificato di assistenza al parto 
(CeDAP) Analisi dell’evento nascita – Anno 2023. Roma: 
Ministero della Salute; 2024. Available from: https://
www.salute.gov.it/imgs/C_17_pubblicazioni_3524_alle-
gato.pdf.

7.	 Amyx M, Philibert M, Farr A, et al. Trends in caesarean 
section rates in Europe from 2015 to 2019 using Rob-
son’s Ten Group Classification System: A Euro-Peristat 
study. BJOG. 2024;131(4):444-54. doi: 10.1111/1471-
0528.17670

8.	 Programma Nazionale Esiti (PNE). Parti con taglio ce-
sareo: volumi di ricovero. 2024. Available from: https://
pne.agenas.it/ospedaliera/indicatori/131?tab=aree&mod
e=1&tval=1. 

9.	 Programma Nazionale Esiti (PNE). Parti con taglio ce-
sareo: Proporzione di parti con taglio cesareo primario. 
2024. Available from: https://pne.agenas.it/ospedaliera/in
dicatori/37?tab=aree&mode=0&tval=0.   

10.	 Panda S, Begley C, Daly D. Clinicians’ views of fac-
tors influencing decision-making for caesarean sec-
tion: A systematic review and metasynthesis of 
qualitative, quantitative and mixed methods stud-
ies. PLoS One. 2018;13(7):e0200941. doi: 10.1371/
journal.pone.0200941. Erratum in: PLoS One. 
2018;13(8):e0202688.

11.	 Betrán AP, Temmerman M, Kingdon C, Mohiddin A, 
Opiyo N, Torloni MR, Zhang J, Musana O, Wanyonyi 
SZ, Gülmezoglu AM, Downe S. Interventions to reduce 
unnecessary caesarean sections in healthy women and 
babies. Lancet. 2018;392(10155):1358-68. doi: 10.1016/
S0140-6736(18)31927-5

12.	 Panda S, Daly D, Begley C, Karlström A, Larsson B, 
Bäck L, Hildingsson I. Factors influencing decision-
making for caesarean section in Sweden - a qualitative 
study. BMC Pregnancy Childbirth. 2018;18(1):377. doi: 
10.1186/s12884-018-2007-7

13.	 Berdzuli N, Llop-Gironés A, Farcasanu D, Butu C, 
Grbic M, Betran AP. From evidence to tailored decision-
making: a qualitative research of barriers and facilitating 
factors for the implementation of non-clinical interven-
tions to reduce unnecessary caesarean section in Roma-

nia. BMJ Open. 2024;14(2):e065004. doi: 10.1136/bm-
jopen-2022-065004

14.	 Sandelowski M. Whatever happened to qualitative de-
scription? Res Nurs Health. 2000;23(4):334-40. doi: 
10.1002/1098-240x(200008)23:4<334::aid-nur9>3.0. 
co;2-g 

15.	 World Health Organization. WHO recommendations 
non-clinical interventions to reduce unnecessary cae-
sarean sections. Geneva: WHO; 2018. Available from: 
https://iris.who.int/bitstream/handle/10665/275377/ 
9789241550338-eng.pdf.  

16.	 Acampora A, Angelici L, Deroma L, Tullio A, Ciccone 
G, Pagano E, Marchesini G, Marenzi G, Bonomi A, 
Venturella R, Zambri F, Preziosi J, Giusti A, Maraschi-
ni A, Mignuoli AD, Bramanti P, Ciurleo R, Davoli M, 
Agabiti N. Il programma di rete EASY-NET: un con-
tributo alle conoscenze sull’efficacia dell’audit&feedback. 
Epidemiol Prev. 2024;48(6):476-83. doi: 10.19191/
EP24.6.A773.130

17.	 Preziosi J, Mignuoli AD, Maraschini A, Zambri F, Corsi 
Decenti E, Tambascia G, Venturella R, Donati S, Giusti 
A; Gruppo di lavoro Easy-Net della Regione Calabria. Il 
protocollo del progetto prospettico Easy-Net per miglio-
rare l’appropriatezza del ricorso al taglio cesareo nella Re-
gione Calabria. Recenti Prog Med. 2023;114(12):735-9. 
doi: 10.1701/4142.41391 

18.	 Kim H, Sefcik JS, Bradway C. Characteristics of quali-
tative descriptive studies: a systematic review. Res Nurs 
Health. 2017;40:23-42. doi: https://doi.org/10.1002/
nur.21768

19.	 Creswell JW. Research design: Qualitative, quantitative, 
and mixed methods approaches.  3rd ed. Sage Publica-
tions; 2009.

20.	 Krueger R, Morgan D. The focus group kit. London: Sage 
Publications; 1998.

21.	 Mays N, Pope C. Qualitative research in health 
care. Assessing quality in qualitative research BMJ. 
2000;320(7226):50-2. doi:  https://doi.org/10.1136/bmj. 
320.7226.50  

22.	 O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook 
DA. Standards for reporting qualitative research: a syn-
thesis of recommendations. Acad Med. 2014;89(9):1245-
51. doi: 10.1097/ACM.0000000000000388

23.	 Cavallaro FL, Cresswell JA, Ronsmans C. Obstetricians’ 
opinions of the optimal caesarean rate: A global survey. 
PLoS One. 2016;11(3):e0152779. doi: 10.1371/journal.
pone.0152779

24.	 Liu S, Liston RM, Joseph KS, Heaman M, Sauve R, 
Kramer MS; Maternal Health Study Group of the Ca-
nadian Perinatal Surveillance System. Maternal mortal-
ity and severe morbidity associated with low-risk planned 
cesarean delivery versus planned vaginal delivery at term. 
CMAJ. 2007;176(4):455-60. doi: 10.1503/cmaj.060870

25.	 Gallagher L, Smith V, Carroll M, Hannon K, Lawler D, 
Begley C. What would reduce caesarean section rates?-
Views from pregnant women and clinicians in Ireland. 
PLoS One. 2022;17(4):e0267465. doi: 10.1371/journal.
pone.0267465

26.	 Long Q, Kingdon C, Yang F, Renecle MD, Jahanfar S, 
Bohren MA, Betran AP. Prevalence of and reasons for 
women’s, family members’, and health professionals’ pref-
erences for cesarean section in China: A mixed-methods 
systematic review. PLoS Med. 2018;15(10):e1002672. 
doi: 10.1371/journal.pmed.1002672

27.	 Donati S, Grandolfo ME, Andreozzi S. Do Italian moth-
ers prefer cesarean delivery? Birth. 2003;30(2):89-93. doi: 



Decision-making on caesarean in Calabria Region

O
r

ig
in

a
l
 a

r
t

ic
l

e
s
 a

n
d

 r
e

v
ie

w
s

225

10.1046/j.1523-536x.2003.00226.x
28.	 Torloni MR, Betrán AP, Montilla P, Scolaro E, Seuc A, 

Mazzoni A, Althabe F, Merzagora F, Donzelli GP, Me-
rialdi M. Do Italian women prefer cesarean section? Re-
sults from a survey on mode of delivery preferences. BMC 
Pregnancy Childbirth. 2013;13:78. doi: 10.1186/1471-
2393-13-78

29.	 Takegata M, Smith C, Nguyen HAT, Thi HH, Thi Minh 
TN, Day LT, Kitamura T, Toizumi M, Dang DA, Yoshi-
da LM. Reasons for increased caesarean section rate in 
Vietnam: A qualitative study among Vietnamese moth-
ers and health care professionals. Healthcare (Basel). 
2020;8(1):41. doi: 10.3390/healthcare8010041

30.	 Wigert H, Nilsson C, Dencker A, Begley C, Jang-
sten E, Sparud-Lundin C, Mollberg M, Patel H. 
Women’s experiences of fear of childbirth: a meta-
synthesis of qualitative studies. Int J Qual Stud 
Health Well-being. 2020;15(1):1704484. doi: 
10.1080/17482631.2019.1704484 

31.	 Turner MJ, Reynolds CME, McMahon LE, O’Malley 
EG, O’Connell MP, Sheehan SR. Caesarean section rates 
in women in the Republic of Ireland who chose to attend 
their obstetrician privately: a retrospective observational 
study. BMC Pregnancy Childbirth. 2020;20(1):548. doi: 
10.1186/s12884-020-03199-x

32.	 O’Connell MA, Khashan AS, Leahy-Warren P, Stew-
art F, O’Neill SM. Interventions for fear of child-
birth including tocophobia. Cochrane Database Syst 
Rev. 2021;7(7):CD013321. doi: 10.1002/14651858.
CD013321.pub2
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