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TABLE 1. WOMEN’S AND COMMUNITIES’ VIEWS OF EDUCATIONAL INTERVENTIONS TARGETED AT THEM TO REDUCE
UNNECESSARY CAESAREAN SECTION
STUDIES
CONTRIBUTING
TO REVIEW
FINDING

METHODOLOGICAL
LIMITATIONS

COHERENCE

ADEQUACY

RELEVANCE

CERQUAL
ASSESSMENT

EXPLANATION OF
CONFIDENCE IN THE
EVIDENCE ASSESSMENT

Benefits and harms of educational interventions
Women and communities like learning new information about birth: The content and design of interventions opened up new ways of thinking about vaginal and caesarean birth
for women and communities. Women described how educational interventions informed them about risks and benefits of vaginal birth and caesarean section that were hitherto
unknown. Some women were surprised by the actual number of caesareans performed and the risks associated with them. Interventions brought issues of risk to the fore and
forced pregnant women in particular to think through more clearly what mattered to them.
1–12

Minor concerns
regarding
methodological
limitations in 5 of 12
studies.

Minor concerns about
coherence as several
studies also found new
information increased
anxiety.

No or very
minor concerns
regarding
adequacy with
rich data, from
all 12 included
studies.

Moderate
concerns
regarding
relevance as
11 studies from
high-income
countries.

High confidence
high-income
countries and
moderate
confidence for
whole review
population.

12 studies with minor
methodological limitations. Rich
data from 7 countries across 3
geographical regions with highest
rates of unnecessary caesarean
section. No or very minor
concerns about coherence.

Communication of new knowledge and/or support is empowering for women: Learning risks were small, or what labour actually entails, enabled some women to feel more
prepared and more confident to labour, especially where information about physiological processes was combined with emotional support. Pregnant or recently delivered women
described how they had used information to gain control in the pursuit of informed decision-making; either by using the information to inform more meaningful dialogue with
health professionals, or to justify a pre-existing preference for either birth method.
1–7, 9, 10

2

Minor concerns
regarding
methodological
limitations in 3 of 9
studies.
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Minor concerns regarding
coherence as review
finding cogent with the
different ways women
described interventions
gave them new
confidence and control.
But not all women felt this.

Minor concerns
regarding
adequacy with
sufficiently rich
data, from 9
of 12 included
studies.

Moderate
concerns
regarding
relevance as
8 studies from
high-income
countries.

Moderate
confidence.

9 studies with minor
methodological limitations.
Sufficiently rich data from 7
countries across 3 geographical
regions with highest rates of
unnecessary caesarean section.
No or very minor concerns about
coherence.
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Women desire emotional support alongside the communication of facts and figures about childbirth: Women perceived the choice between vaginal birth and caesarean section
as “huge”, with far-reaching consequences for health and wellbeing. Pregnant women in particular described needing emotional support alongside information about the risks and
benefits of birth methods. In tandem with interventions women described additional emotional support from husbands, health professionals and doulas.
1, 3–6, 8, 10

Minor concerns
regarding
methodological
limitations in 2 of 7
studies.

No or very minor
concerns about
coherence. Data similar
within and across
studies.

Moderate
concerns
regarding
adequacy with
fairly rich data
from 7 of 12
studies.

Moderate
concerns
regarding
relevance as all
7 studies from
high-income
countries.

Moderate
confidence.

7 studies with minor methodological
limitations. Fairly rich data from
5 countries (United Kingdom, the
United States of America (USA),
Australia, Norway and Taiwan
[China]). 6 of the 7 studies involved
pregnant or post-natal women faced
with the gravity of actual decisionmade.

Some information can provoke fear: Some women and communities found intervention content alarming. Childbirth education video content was described as too gory by a few
nulliparous students. Some pregnant women said the use of computer or DVD decision-aids for vaginal birth after caesarean (VBAC) increased their anxiety. Use of a decision-aid,
combined with follow-up by a midwife helped mediate pregnant women’s concerns about risk in one study. While midwives failing to listen to women’s concerns and forcing them
to birth vaginally compounded fears in another.
1, 3–6, 10, 12

Minor concerns
regarding
methodological
limitations in 2 of 7
studies.

Minor concerns regarding
coherence as fear and
anxiety is reported
at different levels of
interpretation across
different studies.

Moderate
concerns
regarding
adequacy with
fairly rich data
from 7 of 12
studies.

Moderate
concerns
regarding
relevance as all
7 studies from
high-income
countries.

Moderate
confidence.

7 studies with minor methodological
limitations. Fairly rich data from
USA, United Kingdom, Taiwan
[China] and Norway. Minor concerns
about coherence.

Barriers and facilitators
Educational interventions are only one component informing women’s and communities’ views and decision-making: Women describe being exposed to a multiplicity of
information sources in their pre-, present- and post-pregnancy trajectories. Some women using decision-aids describe them as “a starting point”; a springboard for seeking more
information. Learning from the birth stories of family and friends was widespread. Information was also actively sought in the media and from the Internet, while face-to-face
interactions with health professionals were viewed as the most important influence on actual birth method.
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1–3, 5–10, 12

Minor concerns
regarding
methodological
limitations in 5 of 10
studies.

Minor concerns
regarding coherence with
studies demonstrating
how multiple sources
of information impact
how women perceive
the benefits of an
intervention.

Minor concerns
regarding
adequacy with
sufficiently rich
data from 10 of
12 studies.

Moderate
concerns
regarding
relevance as
9 studies from
high-income
countries.

Moderate
confidence.

10 studies with minor
methodological limitations. Fairly
rich data 7 countries across 3
geographical regions with highest
rates of unnecessary caesarean
section. No or very minor concerns
about coherence with the other 2
studies not attending to this issue.

Women want multiple modes and formats of educational interventions: Women and communities had wide-ranging views on appropriate language use, figures and tables to
communicate information across formats. While many could see the benefits of computer-based interventions, ease of use was problematic for some and pregnant women in
particular still desired hard copies of information to revisit and discuss with family members and healthcare professionals. Some concern was expressed about the confidentially of
information in online decision-aids. Video content was largely welcomed as it facilitated the visualisation of positive, actual birth experiences.
1–6, 11

Minor concerns
regarding
methodological
limitations in 1 of 5
studies.

Moderate concerns
about coherence as
contributory data is
largely limited to the
level of description. Data
similar across studies.

Moderate
concerns
regarding
adequacy with
rich data from 5
of 12 studies.

Moderate
concerns
regarding
relevance as all
5 studies from
high-income
countries.

Moderate
confidence.

7 studies with minor methodological
limitations. Data from 3 countries
(United Kingdom, USA, Taiwan
[China]) across three geographical
regions. Moderate concerns about
adequacy and coherence.

Intervention content is most useful when it complements clinical care, is consistent with advice from health professionals and provides a basis for more informed, meaningful
dialogue with care providers: Some women and communities experiences of interventions suggest they raised more questions than they answered and created a need for
additional dialogue with health professionals to discuss issues raised, fears evoked, and revisit birth plans. While some pregnant women described themselves as “desperate”
for such conversations, other women were dissatisfied when their expectations went unmet because conversations were too brief, their views were not listened too, the health
professional was unknown to them, and/or gave inconsistent advice.
1, 2, 5, 6, 8,
10–12

4

Minor concerns
regarding
methodological
limitations in 3 of 8
studies.
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No or very minor
concerns regarding
coherence. Data similar
across studies.

Minor concerns
regarding
adequacy with
sufficiently rich
data from 8 of 12
studies.

Moderate
concerns
regarding
relevance as
8 studies from
high-income
countries.

Moderate
confidence.

8 studies with minor methodological
limitations. Data from 4 countries
across 3 geographical regions.
No or very minor concerns about
coherence.
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Interventions met with suspicion: Organisation of care, communication of information and actual choices available. Some women and communities believed intervention
content favoured health professionals’ hidden agendas to promote whichever method of birth was favoured by them or the hospital or health system in which they work. In two
geographical regions pregnant women used metaphors of conflict (“fight on your hands”, “armed with information”) in the pursuit of their choice of birth method. Other women
questioned the exclusion of information about homebirth, excessively high caesarean section rates, and why doctors aren’t publically accountable for the number of caesarean
sections performed if they are “cutting on women” unnecessarily.
1–6, 8–10, 12

Minor concerns
regarding
methodological
limitations in 4 of 10
studies.

Moderate concerns
about coherence as
insufficient exploration of
suspicion in contributory
studies. Data strikingly
similar across studies.

Minor concerns
regarding
adequacy with
fairly rich data
from 10 of 12
studies.

Moderate
concerns
regarding
relevance as
9 studies from
high-income
countries.

Moderate
confidence.

10 studies with minor
methodological limitations.
Data from 7 countries across 3
geographical regions. Moderate
concerns about coherence.

Women’s attitude towards involvement in decision-making: Some women have a strong desire to be involved and to exert control in the decision-making process; others are
less certain of their role and value some involvement; while others still are reluctant for any involvement and want qualified health professionals to make the decision for them.
The success of any intervention to reduce unnecessary caesarean section is dependent upon pregnant women being open to a role in decision-making and some degree of
uncertainty surrounding preference for caesarean section.
2, 3, 5, 6,
8–12

Minor concerns
regarding
methodological
limitations in 4 of 9
studies.

Minor concerns about
coherence. Data similar
within and across
studies, only variation in
degree of involvement
women report.

Minor concerns
regarding
adequacy with
rich data from 10
of 12 studies.

Moderate
concerns
regarding
relevance as
8 studies from
high-income
countries.

Moderate
confidence.

9 studies with minor methodological
limitations. Data from 7 countries
across 3 geographical regions.
Minor concerns about coherence.

Values and preferences
Acknowledgement of previous birth (or life) experience is an important step in decision-making about future birth method. While previous experiences are important in attitude
formation they do not necessarily equate to subsequent preference for delivery method. Across study settings many women and communities valued vaginal birth as natural
and a meaningful life experience for women, with fears associated with labour and vaginal birth (pain, uterine rupture) not insurmountable. Few women categorically preferred
caesarean section. Some women who had previous experience of caesarean section were particularly keen to avoid it.
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1–3, 5–10,
12

Minor concerns
regarding
methodological
limitations in 5 of 10
studies.

No or very minor
concerns regarding
coherence. Data similar
within and across
studies.

Minor concerns
regarding adequacy
with data from 10 of
12 studies; richest
data from European
settings.

Moderate
concerns
regarding
relevance as 9
studies from highincome countries.

Moderate
confidence.

10 studies with minor
methodological limitations.
Data from 7 countries across 3
geographical regions with richest
data from European settings. Minor
concerns about coherence.

Importance of information in educational booklets, workshops and decision-aids being woman-centred (including the realities of ‘body work’ in labour): Across settings and
education formats, women and communities offered suggestions of what was missing from interventions. They wanted to know more about VBAC and homebirth, what a midwife
does, maternity entitlements, the social and emotional impact of caesarean birth, and the “body work” vaginal birth entails. Women also felt vaginal birth could be presented in a
more positive way by acknowledging it as an experience. They also wanted information framed in ways women could more easily relate to; for example, many women desired to
learn about birth from other women’s experiences; some women wanted information about interventions that was personalised.
1, 2, 4–12

Minor
methodological
limitations in 4 of 11
studies.

No or very minor
concerns regarding
coherence. Data similar
within and across
studies.

Minor concerns
regarding adequacy
with rich data from
a range of settings,
contexts and subpopulations.

Moderate
concerns
regarding
relevance as 10
studies from highincome countries.

High confidence
high-income
countries and
moderate
confidence for
whole review
population.

11 studies with minor methodological
limitations. Data from 6 countries
across 3 geographical regions. Very
minor concerns about coherence.

Experiences of interventions and actual birth method
Women described pregnancy as an inherent time of uncertainty and transformation of thought about birth method: While some women described being very sure about their
preferred method of delivery prior to or early in the current pregnancy, many of these same women later changed their minds following experience of an intervention or in
response to evolving circumstance. Educational interventions played an important role in helping women prepare for any eventually and to reconcile the benefits of their actual
birth method when it did not correspond to their preference.
2, 5–7,
9–10, 12

6

Minor
methodological
limitations in 2 of 5
studies.
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No or very minor
concerns regarding
coherence. Data similar
within and across
studies.

Moderate concerns
regarding adequacy
with rich data
from Westernised
settings (Europe and
the Americas).

Moderate
concerns
regarding
relevance as 5
studies from highincome countries.

Moderate
confidence.

7 studies, 4 of which had very minor
methodological limitations. Data
from Europe and the Americas
only. Very minor concerns about
coherence.
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TABLE 2. HEALTH PROFESSIONALS’ VIEWS OF INTERVENTIONS TARGETED AT THEM TO REDUCE UNNECESSARY
CAESAREAN SECTION
STUDIES
CONTRIBUTING
TO REVIEW
FINDING

METHODOLOGICAL
LIMITATIONS

COHERENCE

ADEQUACY

RELEVANCE

CERQUAL
ASSESSMENT

EXPLANATION OF
CONFIDENCE IN THE
EVIDENCE ASSESSMENT

Beliefs about birth: Across high income countries (HICs) and middle-income countries (MICs) health professionals reported varying beliefs about birth. These included a
common approach to birth shared by obstetricians and midwives who valued the physiological process and worked effectively as a team to make it happen (recognising it as
an empowering process for women and only intervening when medically necessary), to labour and vaginal birth as a fatally flawed physiological process with CS the preferable
means to an end. This dichotomy of beliefs reflected competing ideologies of birth and shaped the importance individuals attached to CS rate reduction. In MIC, while some
obstetricians who preferred CS made reference to perinatal mortality and morbidity gains, this was not the experience of the few female, Chinese obstetricians who actually
had CDMR, nor the preference of Iranian obstetricians who expressed concerns about having to deal with co-morbidities caused by previous CSs. Beliefs were influenced by
professional training, personal experience, and practice setting.
1, 3, 5–12, 14–16

Minor concerns
regarding
methodological
limitations in 8 studies
and moderate to
significant concerns
in 5 of 13 studies
predominantly from
MICs.

Minor concerns about
coherence, with higher
confidence in HIC
and MIC, with no data
reported to support
this review finding in
low-income countries
(LICs).

Minor concerns
regarding adequacy
with rich data
from Iran, China,
Nicaragua, USA,
Canada, Finland,
Sweden, The
Netherlands,
Germany, Italy,
Ireland, Australia and
United Kingdom.

Moderate
concerns
regarding
relevance
with 7 studies
from HIC,
6 MIC, and
none from LIC
contributing
to this review
finding.

Moderate
confidence.

13 studies with minor to
significant methodological
limitations. Rich data
from 14 countries across
4 geographical regions,
high- and middle- income
levels, and high and low CS
rates. Reasonable level of
coherence with uncertain
confidence in low-income
countries.

Beliefs about what constitutes necessary and unnecessary CS: Some health professionals reported CS rates as determined by factors beyond their control (i.e. uncertain
obstetric history, unfolding obstetric circumstance and clinical indications), but between health professionals there was no clear consensus as to what they believed to be clinical
indications across time (i.e. breech), place (i.e. availability and access) and parity (i.e. women with a previous CS). Some senior doctors and midwives expressed concerns that
less experienced staff are more likely to perform CS based on vague indications and spoke favourably about wanting junior staff to consult them more for a second opinion.
Other senior staff suggested second opinion policies only work where both doctors are in attendance at the hospital. While some residents also reported wanting improved
communication, they feared seeking a second opinion would negatively impact their clinical credibility and career.
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1, 2, 4, 5, 13,
17

Minor concerns
regarding
methodological
limitations in 4
studies and moderate
concerns in 2 of 6
studies from across
resource settings.

Major concerns
about coherence
with contradictions
in available data. It
is unclear as to what
extent this is because
the nature and extent of
life-threatening clinical
indications actually
differs.

Major concerns
regarding adequacy
with limited, thin
data from different
resource settings.

Minor concerns
regarding relevance
with 3 studies from
HIC, 1 MIC and 2
LICs.

Low confidence.

6 studies with minor to
moderate methodological
limitations. Thin data, with
major concerns about
coherence across settings.

Beliefs about the evidence-base surrounding caesarean section: Health professionals’ views about research evidence varied. Most health professionals recognised that guidelines
represent the national or international evidence-base, which sensitised them to reflect on their practice, providing a potential mechanism for change. Most health professionals
wanted more evidence of transferability to their own practice context, particularly in MIC and LIC contexts, where audit was not common. Not all health professionals believed
available evidence to be valid, applicable to their practice, or feasible to implement, and spoke about keeping-up-to-date with the latest evidence as challenging. Across resource
settings obstetricians and midwives expressed concerns about evidence of risks associated with CS as incomplete. Some health professionals who valued guidelines were also
very clear they took other factors into account in actual decision-making (i.e. interpersonal relationships, patient’s unique characteristics).
1, 2, 4, 5,
9–11, 14, 15, 17

Minor concerns
regarding
methodological
limitations in 6
studies and moderate
concerns in 4 studies.

Minor concerns about
coherence with clear
patterns identified
across studies. Less
confidence in LICs.

Moderate concerns
regarding adequacy
with thick data from
HICs and MICs, but
very thin, limited
data from LICs.

Moderate concerns
regarding relevance
with 6 studies from
HIC, 3 from MIC,
and only one LIC
study contributing to
this review finding.

Moderate
confidence.

10 studies with minor to
moderate methodological
limitations. Rich data from
across 3 geographical regions
but limited data from LICs. High
coherence across HICs and
MICs. Uncertain confidence in
LICs.

Fear of blame and recrimination (including medico-legal concerns): Across HIC, MIC and LICs health professionals reported fear of litigation as an important influence on their low
threshold for performing CS (although no-one had actual experience of litigation in LIC). Predominantly in North America health professionals described medico-legal concerns as
an underlying factor in non-compliance to guideline recommendations. Across urban and rural settings with or without 24-hour obstetrical and anaesthesia coverage, obstetricians
and midwives weighed up the balance of professional identity risk with not intervening, a poor outcome ensuing and a medico-legal case against them. Also in North America
some obstetricians were opposed to second-opinion policies because of the difficulties in medico-legal responsibilities that could ensue. In North America, some European
countries and Africa, midwives and obstetricians expressed concerns about threats to their professional identity and career prospects posed by internal audit and feedback. A
few health professionals welcomed guidelines as providing a defendable basis for their practice, while other midwives and obstetricians were undeterred in their commitment to
intervene only when necessary.
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1, 2, 5–7, 11,
13, 15

No concerns regarding
methodological
limitations in 6 studies
and minor to moderate
concerns in 2 studies.

Moderate concerns
about coherence
as fear of blame is
a cogent finding
across studies but the
influence of actual
experience of litigation
on preference for CS
is unclear in MICs and
HICs, and no actual
experience in LIC.

Moderate concerns
regarding adequacy
with fairly thick
data from USA,
United Kingdom,
Iran, Nicaragua, and
Tanzania.

Moderate concerns
regarding relevance
with 8 studies from
HIC (4), MIC (3), and
LIC (1) contributing
to this review
finding.

Moderate
confidence.

8 studies, with no to moderate
methodological limitations. Rich
data from 5 countries. Moderate
coherence.

Value attached to financial rewards associated with CS: Some health professionals were outspoken about the economic incentives for CSs, particularly in private healthcare
facilities. This included doctors in Tanzania, Iran, China and Nicaragua, as well as midwives in Iran and the USA. Some doctors considered CS to involve more work, which justified
the payment; others blamed the system, while others still reported personally valuing this extra income. Some doctors, and midwives, were critical of insufficient monetary reward
to staff labour and vaginal birth by comparison.
2, 5–7, 10, 11,
13, 17

Minor concerns
regarding
methodological
limitations in 5
studies and moderate
concerns in 3 studies.

No or very minor
concerns regarding
coherence. Data similar
within and across
countries, setting, and
resource context.

Moderate concerns
regarding adequacy
with adequate data
from 5 countries
and thick data from
2 countries, both
MIC.

Minor concerns
regarding relevance
with 8 studies from
3 HICs, 4 MICs and
1 LIC.

Moderate
confidence.

8 studies with minor to
moderate methodological
limitations. Rich data
predominantly from MICs. High
coherence.

Preferences for CS as convenient: Health professionals valued both the scheduling CS offers and the lesser time commitment it entails compared with labour and vaginal birth.
Some health professionals described how CS was convenience for women too (for the same reasons), although others recognised while CS might be more convenient for them, it
is not what every woman wants.
5, 6, 8–11, 13

Minor concerns
regarding
methodological
limitations in 4
studies and moderate
concerns in 3 studies.
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Minor concerns
regarding coherence
with data similar within
and across countries,
setting, and resource
context.

Moderate concerns
regarding adequacy
with adequate data
from 5 studies and
rich data from 2
studies.

Moderate concerns
regarding relevance
with 2 studies from
HICs, 4 from MICs
and 1 from a LIC.

Moderate
confidence.

7 studies with minor to
moderate methodological
limitations. Fairly rich data from
2 studies and convenience
a theme in a third. High
coherence.
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Beliefs about women: Across the world, health professionals reported women’s demand for a particular birth method as an important factor influencing rates of CS, normal
vaginal delivery (NVD) and vaginal birth after caesarean (VBAC). Some health professionals believed women now value CS as a consumer choice (available in public and private
healthcare settings), others attributed increasing rates to women’s lower threshold for CS during labour. In HIC, MICs and one LIC (Tanzania), a few health professionals spoke
about women’s innate ability to labour and birth as being diminished by rising body mass index (BMI), advanced maternal age, sedentary lifestyles and “western diseases”.
Health professionals also perceived women as lacking in antenatal education, being influenced by their families, and the plethora of information about birth available in the media
and online.
1, 2, 4–11,
13–17

Minor concerns
regarding
methodological
limitations in 9
studies and moderate
concerns in 6 studies.

Minor concerns
regarding coherence
with data similar within
and across countries,
setting, and resource
context.

Minor concerns
regarding adequacy
with thick data,
from studies across
5 world regions,
HIC, MIC and LIC
resource settings.

Minor concerns
regarding relevance
with studies of
health professionals
from HICs, MICs and
LICs, with a range of
CS rates.

High confidence.

15 studies with no to moderate
methodological limitations.
Thick data from 15 countries,
across 5 world regions, HIC,
MIC and LIC settings with high
CS rates. High coherence.

Beliefs about need for high-level infrastructures to offer safe VBAC: Health professionals in HICs who were supportive of VBAC were flexible in their interpretation of guidelines
and used them and available technologies in a facilitative way. Other health professionals, predominantly from MICs and LICs, but some from HICs, expressed concerns that a lack
of human and technological resource made guideline recommendations unworkable in practice. In HICs where 24-hour obstetrical and anaesthesia cover was available, some
health professionals reported women were still refused a trial of labour.
1, 2, 4–6,
9–17

No or minor
concerns regarding
methodological
limitations in 10
studies and moderate
concerns in 4 of 14
studies.

Moderate concerns
regarding coherence.
Variations in the data
apparent within and
between resource
settings.

Moderate concerns
regarding adequacy.
Data from 5 world
regions, including 17
countries, with thick
data from 10 studies
in HICs and MICs.
Thin data from LICs.

Minor concerns
regarding relevance.
(No studies from
China contributed
to the finding but
population policy
1979-2016 means
not relevant).

Moderate
confidence.

14 studies with no to moderate
methodological limitations.
Thick data from HICs and MICs.
The finding may have higher
confidence in settings where
the level of resource is sufficient
to sustain necessary CS.

Beliefs about the clinical encounter and autonomous decision-making: Obstetricians and midwives views varied as to who they thought should have the final say in the decision
to perform a CS. Some health professionals accepted a woman’s right to choose CS, many thought the decision should be shared, while others believed the decision could only
be made by health professionals qualified to do so. Some health professionals expressed concern time constraints in practice limited their opportunities to facilitate informed
decision-making. Where teams had a shared approach they reported informed decision-making did happen and irrespective of who made the final decision everyone involved
was reassured by the process.
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1–3, 5–9,
11–14, 16, 17

No or minor
concerns regarding
methodological
limitations in 9 studies
and moderate to
significant concerns in
5 of 14 studies.

Minor concerns
regarding coherence.

Moderate concerns
regarding adequacy.
Thick data from
5 world regions,
across 8 HICs, 5
MICs and one LIC.

Moderate concerns
regarding relevance
with only one
study from a LIC
(Tanzania).

Moderate
confidence.

14 studies with no to significant
methodological limitations.
Thick data from HICs, MICs and
one LIC. High coherence.

Organisation of care: Across the world, health professionals perceived the maternity care system as insufficiently resourced (human and material). Midwives and obstetricians
reported where CS was an important source of revenue operating facilities were a priority, and facilities for labouring women were poor and inadequately staffed.
2, 4–6, 9,
11–13, 15, 17

No or minor
concerns regarding
methodological
limitations in 7
studies and moderate
concerns in 3 of 10
studies.

Minor concerns
regarding coherence.

Moderate
concerns regarding
adequacy. Thin
data from 4 world
regions, across
predominantly HICs.

Moderate concerns
regarding relevance.

Moderate
confidence.

10 studies with no to moderate
methodological limitations.
Thin data from 13 countries,
and thick data from Iran. High
coherence.

Belief in need to reduce unnecessary CS and receptiveness to change: Across resource settings health professionals reported concerns about high CS rates and associated
morbidity. In Iran and Tanzania some health professionals spoke about colleagues who performed CS for non-medical reasons as contravening medicines underlying ethical
principle to do no harm. In European settings, health professionals experienced interventions targeted to reduce unnecessary CS as most acceptable where this vision was shared
within and between multi-disciplinary groups. In the United Kingdom, Denmark, Norway and Sweden, health professionals from organisations that achieved success in reducing
rates had positive attitudes towards critical self-reflection (including audit, second opinion and continuing medical education) and felt supported by colleagues and opinion leaders.
Across resource settings health professionals acknowledged concerted action to reduce unnecessary CS as challenging, but achievable and intrinsically rewarding where there
was respect, accountability, and shared responsibility to support women achieve a vaginal birth.
1, 2, 5, 6, 9,
11–14
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No or minor
concerns regarding
methodological
limitations in 7
studies and moderate
concerns in 2 of 9
studies.
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Minor concerns
regarding coherence
with similar data across
studies.

Moderate concerns
regarding adequacy.
Thick data from
3 world regions,
and thin data from
African region (1
study).

Moderate concerns
regarding relevance
with no included
studies from China.

Moderate
confidence.

9 studies with no to moderate
methodological limitations.
Thick data from Europe. Only
one study from African region
contributed to this finding. High
coherence.
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Views about the format, content and delivery of interventions: A few health professionals spoke about the importance of the tone of guidance as facilitative of reflection, not
dictatorial, judgemental or threatening, at the same time as being clear about the need for change by avoiding the use of words such as ‘should’, ‘developmental’ or ‘pilot.’ Some
health professionals described how important it was for local opinion leaders to endorse projects, and where external facilitators were involved they are ‘credible’ and ‘grounded’,
exercised cultural humility, and understand the challenges within specific practice settings. In some HICs, health professionals talked about multi-disciplinary /inter-professional
team involvement meaning representatives from medicine (obstetrics, anaesthesia, paediatrics), nursing and midwifery, allied health professionals, quality, health records, and
scheduling in secondary care.
2, 5, 9,
11–13

No or minor concerns
regarding methodological
limitations in 4 studies
and moderate to
significant concerns in 2
studies of 6 total studies.

Moderate concerns
about coherence
with similarities and
contradictions in
available data.

Major concerns regarding
adequacy with thick data
from one study from the
United Kingdom. Data from 4
regions and across resource
settings is thin.

Minor concerns
regarding relevance
with 3 studies from
HICs, 2 MICs and
1 LIC.

Low
confidence.

6 studies with minor to
significant methodological
limitations. Thick data
from one study. Extent of
coherence unclear.

Reluctance to change based on lack of training, skills or experience: Some health professionals spoke about how pre-and post-registration training has ill-equipped the next
generation for a reduction in CS rates as they have little experience, competency or confidence in normal labour and vaginal birth. Others reported wanting specific training on
recommendations to make them more acceptable in practice. Reasons for many health professionals lack of buy-in was multifactorial (see also Organisation of care); beliefs about
need for complex infrastructure; and beliefs about the clinical encounter and autonomous decision-making.
2, 4, 5, 7, 9,
11, 15–17

No or minor concerns
regarding methodological
limitations in 5 studies
and moderate concerns
in 4 studies of 9 total
studies.

Moderate concerns
regarding coherence
with similar, but thin
data across studies,
and overlap with other
emergent themes.

Major concerns regarding
adequacy with thick data
from one Iranian study. Data
from 5 regions and across
resource settings is thin.

Minor concerns
regarding relevance
with 5 studies from
HICs, 3 MICs and
1 LIC.

Low
confidence.

9 studies with minor to
significant methodological
limitations. Thick data
from one study. Extent of
coherence unclear.

Dysfunctional teamwork, within the medical profession and including the marginalization of midwives: Health professionals reported dysfunctional teamwork within and
between professionals as an important barrier to reducing unnecessary CS rates. Medicine’s entrenched hierarchies, lack of communication between maternity and theatre
staff, and difficult relationships between obstetricians, midwives and family doctors were all spoken about. Some midwives and obstetricians spoke passionately about the
marginalization of midwives and their exclusion from birth as counterproductive.
2, 4–6,
9–13, 15, 17

No or minor concerns
regarding methodological
limitations in 7 studies and
moderate concerns in 4
studies of 11 total studies.
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Minor concerns
regarding coherence
with similar data across
studies.

Moderate concerns regarding
adequacy with thin data from
8 studies and rich data from
3 studies across resource
settings (United Kingdom,
Iran and Tanzania).

Minor concerns
regarding relevance
with 6 studies from
HICs, 3 MICs and
2 LIC.

Moderate
confidence.

11 studies with minor to
moderate methodological
limitations. Thick data
from across resource
settings. High coherence.
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TABLE 3. NON-CLINICAL INTERVENTIONS TO REDUCE UNNECESSARY CAESAREAN SECTION TARGETED AT ORGANIZATIONS,
FACILITIES AND SYSTEMS: QUALITATIVE SYNTHESIS OF STAKEHOLDERS’ VIEWS
STUDIES
CONTRIBUTING
TO REVIEW
FINDING

METHODOLOGICAL
LIMITATIONS

COHERENCE

ADEQUACY

RELEVANCE

CERQUAL
EXPLANATION OF
ASSESSMENT CONFIDENCE IN THE
EVIDENCE ASSESSMENT

Values and preferences
Apathy to change is rooted in the interdependency of the overall structure and complexity of health-care systems: Across the world, in high-income countries (HICs), middleincome countries (MICs) and low-income countries (LICs), stakeholders reported resistance to change rooted in the belief that the reasons for caesarean section rates are a hugely
complicated series of events, including both clinical and non-clinical factors.
9–11, 17, 18,
20–23

Minor concerns
regarding
methodological
limitations in 8
studies and moderate
concerns in 1 study.

Moderate
concerns regarding
coherence with
different facets
of complexity
reported in papers
but this variation is
explained by very
different systems.

Major concerns about
adequacy with few
thick data (from 1 HIC)
and thin data (from
2 MICs and 5 LICs).
Ten countries in total
(European, Americas,
Eastern Mediterranean,
Western Pacific, and
African regions).

Moderate
concerns about
relevance with
5 studies highly
relevant and 4 of
medium relevance
to reducing
unnecessary
caesarean section
(CS).

Low
confidence.

9 studies with minor to
moderate methodological
limitations. Only thin data
from across 5 geographical
regions with only moderate
coherence.

Concerns about the culture of intervention in childbirth: In HICs and MICs, some stakeholders reported how the medicalization of childbirth can devalue it as a physiological
process. Where interventionist organizational cultures were acknowledged as a problem, midwives and obstetricians talked about how it limited their opportunities to fulfil their
role optimally, and for women to experience normal pregnancy and childbirth.
1, 2, 5, 9, 10, 14,
15, 17, 18–20, 24,
25

No or minor
concerns regarding
methodological
limitations in 13
studies.
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Minor concerns
regarding coherence
with data similar
within and across
studies. Only
variation in degree of
concern.

Minor concerns
about adequacy with
thick data, from 4
geographical regions, 8
countries, 5 MICs and 3
HICs. No LICs.

Minor concerns
about relevance,
with 12 of 13 studies
highly relevant.

Moderate
confidence.

13 studies with no or
minor methodological
limitations. Thick data from
4 geographical regions. High
coherence. Studies from only
MICs and HICs. No LICs.
Uncertain confidence in LICs.
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Valuing of human-to-human care during childbirth (including emotional labour, companionship and advocate for woman): In HICs and one MIC, women reported welcoming
labour support from doulas or midwives. Health professionals talked about the importance of partner support and one-to-one midwifery/nursing care in HICs where these were
available to many women. In MIC settings, the value of labour support was recognized but availability was limited by too few midwives and inadequate facilities for partners to
accompany women during labour.
1, 2, 5, 9,
10, 14, 15, 17,
18–20, 24,
25

No or minor
concerns regarding
methodological
limitations in 11 studies,
3 moderate concerns.

Moderate concerns
regarding coherence
with some data similar
within and across
studies, but also
some variation, in part
explained by negative
attitudes of staff or
unmet preferences of
women.

Minor to moderate
concerns about
adequacy with
thick data from 4
geographical regions,
including HICs and
MICs. No LICs.

Minor concerns
about relevance,
with 11 of 13 studies
highly relevant.

Moderate
confidence.

13 studies with no to moderate
methodological limitations.
Thick data from 4 geographical
regions. Studies from only MICs
and HICs. No LICs. Uncertain
confidence in LICs. Moderate
coherence.

Belief quality of care for women is compromised or enhanced by reducing unnecessary CS: In HIC and MICs, inertia to change among some health professionals was rooted in
perceptions of women’s preferences for obstetric-led care and CS. Some health professionals also perceived women as lacking in antenatal preparation for labour and vaginal
birth. In Canada, United Kingdom and United States in organizations where care was actively focused on the promotion of normal birth, health professionals reported positive
impacts on women’s experience.
2–5, 8–10,
12, 14–21,
23–25

No or minor
concerns regarding
methodological
limitations in 15
studies, and moderate
concerns in 4 studies.

Minor concerns
regarding coherence
with data similar within
and across studies.
Only variation in
degree of concern.

Minor concerns
about adequacy
with thick data,
from 5 geographical
regions, 15 countries,
including LICs, but
predominantly MICs
and HICs.

Minor concerns
about relevance,
with 13 of 19
studies highly
relevant.

High
confidence.

19 studies with minor
methodological limitations. Thick
data from 5 geographical regions.
High coherence, with variations
in data explained by degree of
concern. Studies predominantly
from MICs and HICs with high CS
rates.

Strength of multidisciplinary collaboration, teamwork, communication, role demarcation and respect across maternity care system: Policy makers and practising health
professionals, across HIC and MICs, reported effective teamwork as a key component to tackling unnecessary CS. Across settings, organizations with the highest CS rates
reported experiencing more challenges in achieving multidisciplinary working within and between midwives and obstetricians, in organizational culture and in policy documents.
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3, 5, 9–10,
14–21,
23–25

No or minor
concerns regarding
methodological
limitations in 13 of 15
studies and moderate
concerns in 2 studies.

Minor concerns regarding
coherence, with similar
data within and across
studies.

Minor concerns about
adequacy, with thicker
data from HICs and
MICs, but some from
LICs. Data from across
5 geographical regions.

Minor concerns
about relevance,
with 13 of 15
included studies
highly relevant.

High
confidence.

15 studies, most with minor
methodological limitations.
Some very thick data from
HICs and MICs. Data from
all resource settings and 5
geographical regions. High
coherence.

Attitudes towards risks, benefits and organizational rates of CS: In HIC and MICs, health professionals had varying attitudes towards the value of CS. Some claimed a lack of
awareness of any ill-effects of CS or their facility’s CS rate, others acknowledged their rates were high and risks existed but considered them “ignorable”, while some expressed
specific concerns about anaesthetic risks, surgical complications, increased recovery time, cost and longer-term consequences for women. Women in Ghana were aware that
access to a health insurance scheme that gave them free maternity care could benefit them if they needed a CS, but also that this led to an increase in CS rates and increased
morbidity for some women.
1, 2, 5, 9, 10,
15–19, 22, 24

No or minor
concerns regarding
methodological
limitations in 11 of 12
studies and moderate
concerns in 1 study.

Minor concerns regarding
coherence, with similar
data within and across
studies, and with
variations explained by
underpinning beliefs about
CS or vaginal birth (health
professionals’ review).

Minor concerns about
adequacy, with some
thick data from across
5 geographical regions,
HICs, MICs and LICs.

Minor concerns
about relevance,
with 10 of 12
included studies
highly relevant.

High
confidence.

12 studies with minor
methodological limitations.
Some thick data from across
5 geographical regions. High
coherence.

Attitudes towards in-practice use of best-evidence: In HICs, attitudes towards evidence varied. In some organizational cultures, evidence was embraced as part of the drive
for continuous quality improvement whereas, in others, the quality of evidence underpinning programmes was questioned and/or organizations were selective in their use,
particularly of evidence for midwifery-led care models. In MICs, the desire for practice to be evidence-based was commonly discussed but felt not to be achievable in practice
because of system limitations (resource, culture of intervention).
3, 5, 10, 15,
17, 18

No or minor
concerns regarding
methodological
limitations in 5 studies,
moderate concerns in
1 study.
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Moderate concerns
regarding coherence,
with some similar data
within and across studies,
but variations in how to
conceive what is evidence
and how it is used.

Moderate to major
concerns in adequacy.
Thin data, 3 studies
from HICs (Canada,
United Kingdom) and
3 MICs (Iran, Lebanon
and Nicaragua).

Minor concerns
about relevance,
with all studies
highly relevant.

Low
confidence.

6 studies, most with no
or minor methodological
limitations. Data thin and from
only HICs and MICs. Moderate
coherence.
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Equity
Fee exemption/reduction policies as mediators of access to necessary and unnecessary CS: Across a number of studies, fee-reduction policies were associated with a variable
effect on appropriate use of CS dependent on local philosophies of maternity care; inter-professional and interpersonal relationships; staff motivation to work with women or with
the organization, or simply for an income; and the expectations and demands of local women, families and communities. The unintended consequences of an increase in CS
subsequent to reducing fees included longer-term iatrogenic damage to women’s health that was not covered by fee exemption.
6, 7, 11, 21–23

Moderate concerns
about methodological
limitations, with 2 very
high-quality studies, 3
moderate-quality and 1
poor-quality study.

Moderate concerns
regarding coherence, with
similar data within and
across some studies.

Moderate concerns
about adequacy, with
some thick data. All
studies from LICs
where fee exemption
or reduction policies
exist.

Moderate
concerns about
relevance, with all
included studies of
medium relevance.

Moderate
confidence (in
LIC and MIC
settings where
fee exemption
or reduction
polices exist).

6 studies with no to major
methodological limitations. All
studies from LICs. Some thick
data. Moderate coherence.

Health insurance reform as a mediator of access to necessary and unnecessary CS: Implementation of strategies to limit indications for CS accepted by insurance companies
in Iran were met with scepticism about the power of insurance companies, with concerns that women who need a CS may no longer get one, and an increase in misreporting of
indications for CS to satisfy amended insurance criteria. Insurance reform in China was not believed to be as influential on CS rates as women’s views of the advantages of CS.
8, 10, 12, 13

Moderate concerns
about methodological
limitations, with 1
high-quality study,
3 moderate-quality
studies.

Major concerns regarding
coherence, with too few
studies to assess across
studies.

Major concerns about
adequacy, with 3
studies from China with
thin data and 1 study
from Iran with thick
data. All studies from
MICs.

Moderate
concerns about
relevance, with
one study highly
relevant and 3 of
medium relevance.

Very low
confidence.

4 studies with no to moderate
methodological limitations.
Major concerns about
adequacy of data (thickness
and spread). Too few studies
contributed to this review
finding to assess coherence.

Acceptability
Shifts to standardize care were widely desired but not universally acceptable in practice: Across HICs and MICs, many health professionals reported a desire for more
standardized tools in the form of guidelines, care pathways, screening tools and audit. There were discrepancies between what policy-makers said existed and clinicians said they
were aware of. Where interventions were implemented, they were variously received as legitimizing existing good practice and supportive of clinical judgement; empowering for
midwives faced with pressure from obstetricians against a shift from medical to midwifery-led care; or actively resisted, with their formulation challenged (in terms of their evidence
base or tick-box approach), and experienced as constraining of clinical judgement. The burden of tools (information technology and other) to audit and record standardized
processes, and the time this took away from direct, hands-on care, was also noted.
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3, 5, 15–18,
20, 21

Minor concerns
regarding
methodological
limitations in 7
studies and moderate
concerns in 1 study.

Moderate concerns
regarding coherence,
with some variation in
data across studies and
settings, but explained
by range of tools for
standardization and range
of stakeholders.

Moderate concerns
about adequacy, with
some thick data from
2 of 4 studies from 2
HICs, and 3 studies
from 3 MICs and 1
study from 4 LICs with
thin data.

Minor concerns
about relevance,
with all included
studies highly
relevant.

Moderate
confidence.

8 studies with minor to
significant methodological
limitations. Very thin data from
one LIC study. High coherence.

Importance of understanding local context, culture and existing initiatives that influence how favourable an organization, facility or system is to reducing unnecessary CS:
Stakeholders’ views (policy-makers, health-care managers, health professionals and women) highlighted the importance of understanding the local context in negotiating support
and overcoming resistance to change. Understanding current practice patterns (including maternal request for CS), pre-existing initiatives (financial strategies and incentives, other
guidelines, evidence-based practice, local audit priorities), and the importance of stakeholder involvement in the design of interventions were discussed with understanding where
an organization, facility or system was currently considered as fundamental to the acceptability of an intervention.
3, 5, 8, 10,
12, 14–21,
23–25

No or minor
concerns regarding
methodological
limitations in 13
studies and moderate
concerns in 3 studies.

Minor concerns regarding
coherence, with similar
data in and across studies.

Minor concerns about
adequacy, with some
thick data from 6
geographical regions,
12 countries and HIC,
MIC and LIC settings.

Minor concerns
about relevance,
with 12 of 16
studies highly
relevant.

High
confidence.

16 studies with minor
methodological limitations.
Thick data from 6 geographical
regions, 12 countries and
all resource settings. High
coherence.

Role of hospital in acceptability of interventions to reduce unnecessary CS: Type of hospital (public, private, university teaching, regional referral) and degree of autonomy over
management were reported as important determinants of actual CS rates in the organization or facilities. The importance of relationships between hospitals and out-of-hospital
care providers to facilitate referral if needed was also noted.
1, 5, 6, 8–10,
18

Minor to moderate
concerns regarding
methodological
limitations.
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Moderate concerns
regarding coherence, with
some data similar within
and across studies, but
few in number.

Moderate concerns
about adequacy,
with some thick data,
included studies
from across resource
settings (HICs, MICs
and 1 LIC) but too few
studies.

Minor concerns
about relevance,
with 5 of 7 studies
highly relevant.

Moderate
confidence.

7 studies with no to moderate
methodological limitations.
Thick data from MICs. One LIC
study. Moderate coherence.
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Professional power, roles and relationships: Where interventions challenged the balance of power between professionals’ concerns within and between professional groups in
practice were widespread. Stakeholders included obstetricians, midwives, family doctors and women. In organizations implementing midwife-led care (MLC) programmes there
was dissatisfaction from doctors who felt their professional identity and the safety of women was compromised by relinquishing their lead professional responsibility to midwives.
There was some evidence that financial strategies to reduce costs for service users might enable midwives/local skilled birth attendants to refer women to facilities/obstetricians
for CS more freely.
5, 9, 10, 14,
15, 17, 20, 21,
23–25

No or minor
concerns regarding
methodological
limitations, with 4
studies of the highest
quality and the rest of
high quality too.

Minor concerns regarding
coherence, with data
similar within and across
studies.

Minor concerns
about adequacy, with
thick data, from 5
geographical regions,
11 countries, 3 HICs, 3
MICs and 1 LIC.

Minor concerns
about relevance,
with 9 of 11 studies
highly relevant.

High
confidence.

11 studies with no or minor
methodological limitations.
Thick data from HICs and MICs
with high CS rates. Thin data
from LICs. High coherence.

Fears about safety of reducing CS rates and about skills and confidence to deliver normal birth among obstetricians, midwives and women: In HICs and MICs, some obstetricians
and some midwives raised concerns about their professions’ competency to change and deliver more women’s infants vaginally, while in HIC settings with lower CS rates,
midwives and obstetricians were more confident that normal birth was where midwifery’s strength lay, and obstetric colleagues were well-trained to deal with complications
should they arise (i.e. high-level surgical/operative skills, vaginal breech skills, and forceps skills). In MICs, decision-makers cited several advantages to vaginal birth, while
physicians focused on the disadvantages favouring CS to prevent any complications arising, particularly among women who live in isolated areas with little access to specialists
should they need one. A lack of confidence in normal birth on the part of women was also noted.
1–3, 5, 8–10,
14, 15, 17, 18,
20, 24, 25

No or minor
concerns regarding
methodological
limitations in 13 of 14
studies.

Minor concerns regarding
coherence, with data
similar within and across
studies, and variations
explained by different
resource settings and/or
culture (interventionist or
care).

Moderate concerns
about adequacy, with
thick data, from 4
geographical regions,
10 countries, HICs and
MICs. No LICs.

Minor concerns
about relevance,
with 12 of 14
studies highly
relevant.

Moderate
confidence.

14 studies with no or minor
methodological limitations.
Thick data from HICs and MICs.
No data from LIC resource
settings. High coherence.

Changing workloads: Across the world, all resource settings implementing interventions had consequences for everyday workloads. Insufficient resources for designated staff
or for dedicated time to work towards the successful implementation of interventions was viewed negatively the world over. In the United Kingdom, MLC initiatives that made
midwives the lead professional increased the workload of individual midwives (rather than putting more midwives in the system) and changed the nature of doctors’ workload’ by
limiting their interpersonal involvement with women and making it harder for them to anticipate demand. In MICs, increasing workloads of midwives to the point where they were
stretched was reported to be a factor increasing CS rates, not reducing them, as midwives came under intense pressure to free up beds.
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5, 9, 10,
14–21, 23,
24

No or minor
concerns regarding
methodological
limitations in 11 of 13
studies. Moderate
concerns in 2.

Minor concerns regarding
coherence, with data similar
within and across studies,
where views were sought
about actual interventions or
their development.

Minor concerns about
adequacy, with some thick
data, from 5 geographical
regions, 12 countries,
across HIC, MIC and LIC
resource settings.

Minor concerns
about relevance,
with 11 of 13 studies
highly relevant.

High
confidence.

13 studies, most with no
or minor methodological
limitations. Thick data from
across geographical regions
and resource settings. High
coherence.

Feasibility
Effective leadership, stakeholder involvement and ownership: Stakeholders reported the need for interventions to be publicly given high priority across organizations,
facilities and systems (including positive media coverage) with respected, identifiable leaders at every level (both top-down and within and across professional peer-groups)
to make cultural change happen. All participants with a stake in maternity care (women, obstetricians, family doctors, midwives, policy-makers, managers) reported the need
for involvement in the development and implementation of interventions, with opposition often stemming from feelings of exclusion, alienation and lack of ownership. Key
considerations here were the degree of resistance encountered (see also local context) without effective, sustainable leadership, overt organizational buy-in, no mandatory
requirement to change, or lack of long-term accountability for CS rates. Hospitals that achieved success in reducing rates identified nursing and medical leaders who endorsed
and championed the project, made change an institution-wide policy priority rather than a pilot or developmental initiative. The need for a national task force with obstetric and
midwifery representation was noted in a few MICs (Chile, Iran, Lebanon).
3, 5, 10,
11, 15–21,
23–25

No to minor
concerns regarding
methodological
limitations in 11
studies and moderate
concerns in 3 studies.

Minor concerns regarding
coherence, with similar data
within and across studies.

Minor concerns about
adequacy, with thick data
across 4 geographical
regions, 12 countries,
and HIC, MIC and LICs
resource settings.

Minor concerns
about relevance,
with 11 studies
highly relevant.

High
confidence.

14 studies with no to
moderate methodological
limitations. Thick data from
4 geographical regions and
across resource settings.
High coherence.

Education and training that prioritizes normal birth and continuous quality improvement: Various educational needs, to implement system change and reduce unnecessary
caesarean sections, were identified by stakeholders. These included better prenatal education for women and better training of health professionals in clinical skills, clinical audit
and the programme content of specific interventions targeted to reduce unnecessary CS.
3, 5, 9–11,
18–20

Minor concerns
regarding
methodological
limitations, with 6
studies having no or
minor limitations and
1 having moderate
limitations.
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Major concerns regarding
coherence, with wide
variations in training needs
identified by different
stakeholders (some of which
were perceptions of needs of
others – women, midwives,
junior doctors).

Moderate concerns about
adequacy, with thin data
across 4 geographical
regions, 6 countries, 4
studies from MICs, 3 from
HICs. No LICs.

Minor concerns
about relevance,
with all studies
highly relevant.

Low
confidence.

7 studies with minor to
moderate methodological
limitations. Thin data from
4 geographical regions. No
LICs. Uncertain coherence.
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Adaptive, multifaceted interventions with local tinkering acknowledged as components in success (or failure): Stakeholders’ views and experiences of interventions show how
they are not implemented in isolation. They are continuously and creatively negotiated on the ground in ways not easily captured or anticipated (administrator pride in revenue
from increased CSs, length of time to bring about change different in different contexts). The factors that contributed to an intervention’s effectiveness were often opportunistic
(i.e. capitalized on other developments in other areas of the health system) and reflected a change in culture rather than adherence to a particular checklist or rigid protocol.
They also had to have built-in mechanisms for multidisciplinary collaboration and communication for continuous quality improvement that were adaptive to local tinkering (i.e.
women previously identified as “normal” classified as potentially “at risk”, meaning the increased status of midwifery work was compromised by a reduced scope of practice in
programmes for MLC or normal birth in HIC and MICs).
2, 3, 5, 9–11,
15–17, 19,
21–24

Minor concerns
regarding
methodological
limitations in 12
studies and moderate
concerns in 2 studies.

Moderate concerns
regarding coherence
with similar data within
and across studies at
conceptual level, but
variations in what is
actually said and done.

Moderate concerns
about adequacy, with
thin data across 5
geographical regions,
HICs, MICs and LICs.

Minor to moderate
concerns about
relevance, with 9
of 14 studies highly
relevant.

Moderate
confidence.

14 studies with moderate
to minor methodological
limitations. Thin data from 5
geographical regions and all
resource settings. Moderate
coherence.

Birth environment, efficiency concerns and organizational logistics: Only one included studied, from the United States, reported midwives’ views and experiences of birth in
a home setting on the periphery (referring in if necessary) of an organization or facility, within a wider health-care system. This study highlighted the absence of restrictions on
women’s movements, environmental comforts, and time limits evident in institutional settings. In the other studies contributing to this review, a lack of time, space and facilities
required for labour and normal birth were widely reported across resource contexts, as was access to operating theatres as a factor in clinical decision-making. In HICs where
organizations had made changes to improve the birth environment and promote normal birth, maintaining them was reported as a challenge (i.e. beds moved back in, resources
for non-pharmacological forms of pain relief not prioritized). Insufficient space, insufficient staffing, lack of bathtubs, midwifery care not available for some women, and nutrition
policies were commonly noted barriers. In MICs, concerns were reported that delivery rooms were shared with other women (limiting the presence of partner, family or other labour
support companion), had inadequate facilities (lack of lighting, toilets, showers or baths, air conditioning), or had been changed into operating theatres to accommodate rising
numbers of CSs.
1–5, 9–11, 14,
16, 18–21, 24,
25

No or minor
concerns regarding
methodological
limitations in 13 of 16
studies and moderate
concerns in 3 studies.
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Minor concerns regarding
coherence, with similar
data within and across
studies.

Minor concerns about
adequacy, with thick
data from across 5
geographical regions,
HICs, MICs and LICs.

Minor concerns
about relevance,
with 12 of 16
included studies
highly relevant (14
if including those
not scoped for
labour support).

High
confidence.

16 studies, most with minor
methodological limitations.
Thick data from 5 geographical
regions and all resource
settings. High coherence.
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