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5 THE CARE OF WOMEN AND BABIES DURING PREGNANCY AND 
THE POSTPARTUM PERIOD 

CORE
Distribution of births by mode of delivery according to parity, plurality, presentation, and previous

caesarean section

RECOMMENDED 
Percentage of all pregnancies following infertility treatment 

Distribution of timing of first antenatal visit 

Distribution of births by mode of onset of labour 

Distribution of place of birth 

Percentage of infants breast fed at birth 

Percentage of very preterm births delivered in units without a NICU 

FURTHER DEVELOPMENT
Positive pregnancy outcomes (birth without obstetric intervention) 

Trauma to the perineum (episiotomy and tears)

The development of systematic reviewing and the promotion of the concept of evidence based

health care in the field of maternity care began in the late 1980s. The tradition of evaluating

medical practices and working to find a balance between insufficient or excess intervention might

be expected to lead to similarities between the patterns of maternity care in Europe. The indicators

in this section were therefore devised to assess the extent to which this has occurred, despite the

differences in systems for providing care during pregnancy, labour, delivery, and the neonatal

period.

This section contains one core indicator, six recommended indicators, and two indicators for further

development. They are presented and discussed in that order, rather than as a chronological

reflection of the pathway through pregnancy, delivery, and the postnatal period. The indicator on

trauma to the perineum, originally classed under maternal health, is presented in this section

because the data most reliably collected pertain to episiotomies, which are obstetric interventions

rather than health outcomes. 

The recommended indicator of assisted reproduction aims to compare its use and its contribution to

the numbers of pregnancies in each member state and to assess the extent to which the use of

assisted conception and ovulation induction is correlated with multiple birth rates.

Turning to care during pregnancy, the aim of the recommended indicator of the timing of the first

antenatal consultation is to compare the extent to which women start their maternity care at an

early stage in pregnancy.

Over the last half of the 20th century, there was a pronounced move away from home birth and

birth in small maternity units managed by midwives and a trend toward concentrating maternity

care in ever larger units. More recently, in some countries, there has been a move away from this,



back toward home birth and delivery in small units, with care by midwives, for women with

uncomplicated pregnancies. The recommended indicator of place of birth explores differences in

the sizes of maternity units in Europe and in home birth rates. 

Four indicators relate to care during labour and delivery. The core indicator of method of delivery,

the recommended indicator of mode of onset of labour, and the further indicators of births without

obstetric intervention and trauma to the perineum are interrelated. They aim first to compare the

levels of use of obstetric procedures and then to look more positively at the extent to which women

are giving birth without obstetric intervention. Concern about the iatrogenic effects of obstetric

intervention in women who do not have a clinical need for it has put “normal” birth firmly on the

agenda for the 21st century. The further indicator on births without obstetric intervention has been

constructed as an attempt to produce a positive indicator in response to concerns about the need to

move towards “normality” in birth. 

5.1 MODE OF DELIVERY

INDICATOR TITLE: (C10) NUMBER OF BIRTHS BY MODE OF DELIVERY 

Justification

The substantial rise in caesarean section rates since the 1970s in most developed countries, together

with the associated maternal morbidity and the major variations in practices between countries, is a

long standing cause of concern.1-4   The rise has continued despite the statement by the WHO in

1985 that “There is no justification for any region to have caesarean section rates higher than 10-

15%.”5 Several factors probably contributed to the increase, including fear of litigation, the

perception that caesarean section is a safe procedure, and lack of awareness of its possible adverse

consequences. Women’s requests for caesarean section are also cited,6 although there is no clear

documentation about the extent to which this is true or what information they are given related to

any such choice. 

Countries also vary in their use of operative vaginal delivery, either with forceps or vacuum

extraction.3

In addition to wide variations between countries, operative delivery rates also vary by parity,

previous caesarean section, presentation, and plurality. It is accordingly informative to compare

methods of delivery according to each of these factors. Because operative delivery, especially

caesarean section, may increase the risk of repeated operative delivery in subsequent pregnancies,

it is useful to compare caesarean section rates among primiparous women, especially as their

complication rates are higher than those of women who have already given birth. 

Rates of operative delivery among women with previous caesarean section can highlight variations

in practice, as some countries routinely apply a policy of "once a caesarean, always a caesarean",

while others do not. Comparing rates by presentation is useful in charting the impact of

controversies about how to deliver breech births.7,8 Opinions are also divided about the evidence on

how best to deliver multiple births. 

Definition and presentation of indicator 

This indicator was defined as the percentage distribution of all births, live and stillborn by method

of delivery for all women and then subdivided by parity, previous caesarean section, presentation,

and plurality.  
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Methodological issues in the computation, reporting and interpretation of the indicator

Countries differ in the ways that they classify caesarean sections. Some countries subdivide them

according to whether they were undertaken before or during labour. Others use the subdivision

into elective caesarean sections, which include all those planned before the onset of labour and

thus include a few that take place after labour has started, and emergency or unplanned caesarean

sections. Sometimes, as in the Scottish Audit of Caesarean Section, emergency caesarean sections

include those performed before the onset of labour in response to a clinical emergency.9 

In Flanders, Estonia, Italy, Lithuania, Malta, Slovenia, the Slovak Republic, and Finland, rates were

reported per woman. This may result in slight underestimates of operative deliveries, as multiple

births to one woman will be counted only once. 

Data sources and availability of indicator

Method of delivery was provided everywhere except Greece and Cyprus. Data from Spain were

provided from one region, and it is not clear whether this region is typical of Spain as a whole.

Poland did not subdivide vaginal deliveries to identify instrumental vaginal deliveries. Information

about whether caesarean sections took place before labour or were elective was not provided in

Spain, Ireland, Lithuania, Luxembourg, Hungary, Austria, Poland, Portugal, or the Slovak Republic.

Rates by parity were not recorded in Brussels, Italy, Hungary, Poland, or Wales. Whether the woman

had a previous caesarean section was not recorded in Brussels, Ireland, Italy, Luxembourg, Hungary,

Austria, Poland, the Slovak Republic, England, Wales, or Northern Ireland. Fetal presentation was

not recorded in Spain, Ireland, Hungary, Austria, Poland, Portugal, England, Wales, or Northern

Ireland. Rates by multiplicity were not available for Hungary, Poland, or England.

Results

Italy had the highest overall caesarean rate, at 37.8%, followed by Portugal with 33.1%, as Figure

5.1 shows. Rates everywhere else were below 30%. They were  in the 25-29% range in Germany,

Ireland, Luxembourg, Hungary, Malta, Poland, Wales, and Northern Ireland. The lowest rates were

in Slovenia (14.4%) and the Netherlands (15.1%), with Flanders, Brussels, the Czech Republic,

Estonia, Latvia, Lithuania, Finland, Sweden, and Norway also having rates less than 20%. There was

no clear inverse correlation with rates of instrumental vaginal delivery, which exceeded 10% in

Flanders, Spain, France, the Netherlands, Portugal, England, Scotland, and Northern Ireland. For the

countries with available data, caesarean section rates were subdivided into those planned or

undertaken before labour and those where the decision or the caesarean were undertaken after

the onset of labour.

Many countries with high overall caesarean section rates also had high rates among primiparous

women. These included Germany, Ireland, and Northern Ireland which had rates over 30% among

primiparous women, and Spain, Luxembourg, Malta, Austria, and Scotland, where over a quarter of

births to primiparous women were by caesarean section (see tables in Appendix B). Countries with

high overall rates of vaginal instrumental birth tended to have high rates for primiparous women,

but there was no clear association between these and rates among multiparous women. There was

also considerable variation in caesarean section rates among women who had had a previous

caesarean section. These were relatively low, between 45-55%, in the Netherlands, Norway, Finland,

and Sweden. They ranged from 70-80% in Estonia, Spain, Malta, Portugal, Slovenia, and Scotland

and reached 81% in Lithuania and 91% in Latvia. 

64

EUROPEAN PERINATAL HEALTH REPORT



Breech deliveries accounted for a relatively small proportion, around 4%, of all births. In 9 of the 19

countries or regions for which data were available, 80% or more of breech babies were delivered

by caesarean section. In contrast, only 35% of those in Lithuania, 55% of those in Italy, 65% of

those in Slovenia, and 66% of those in Norway were by caesarean section.

Variations in practice were also observed for multiple births. Between 70 and 90% of multiple births

in Germany, Spain, Italy, Luxembourg, Malta, and Austria were by caesarean section. Only 36% of

those in the Netherlands, between 40 and 50% in Slovenia, Lithuania, Finland, and Norway, and

just over half in Flanders, Brussels, Estonia, France, and Sweden were by caesarean section.

KEY POINTS

Data about mode of delivery show marked variations, with relatively low levels of intervention in

Slovenia, the Nordic countries, the Netherlands, and the Baltic countries, and higher levels in the

more southern countries, notably Italy, Portugal, Spain, and Malta, as well as in the countries of the

United Kingdom, most notably Northern Ireland. These differences in practice raise questions about

clinical effectiveness and the role of evidence.
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Figure 5.1 Percentage of births by mode of delivery

66

EUROPEAN PERINATAL HEALTH REPORT

Caesarean total

Vaginal instrumental

18.9

17.2

16.3

20.5

27.3

17.7

29.5

24.6

20.2

37.8

19.6

17.4

25.3

25.6

28.3

15.1

23.5

26.3

33.1

14.4

19.2

17.1

17.4

23.0

25.1

24.7

27.6

15.6

10.7

9.6

7.5

5.6

3.9

13.7

11.1

4.6

3.8

10.6

5.2

13.1

2.9

6.5

7.8

10.8

9.6

11.8

11.9

8.4

0 5 10 15 20 25 30 35 40 45 50

Belgium

BE: Flanders

BE: Brussels

Czech Republic

Denmark

Germany

Estonia

Ireland

Greece

Spain

ES: Valencia

France

Italy

Cyprus

Latvia

Lithuania

Luxembourg

Hungary

Malta

Netherlands

Austria

Poland

Portugal

Slovenia

Slovak Republic

Finland

Sweden

United Kingdom

UK: England

UK: Wales

UK: Scotland

UK: Northern Ireland

Norway

Percentage of births



Figure 5.2 Percentage of births by type of caesarean section 
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