
The aim of this policy brief is to discuss the situation regarding high rates of unnecessary 

caesarean sections (CS) in Kosovo and the underlying factors behind this health issue. 

Moreover, this policy brief aims to provide some key facts and recommendations to 

reduce the rate of unnecessary CS in order to improve the health of women and children 

in Kosovo.

CS rates have steadily increased worldwide in the last three decades, and this has 
1

concerned countries and international health organizations . In a study conducted in 

Kosovo about health system factors and sections, it was confirmed that CSs are being 
2overused and being performed in the absence of complications during delivery . 

Caesarean sections have been associated with long term risks such as increased chances 

of asthma and obesity in children, and various complications in subsequent pregnancies 
3

for women . Due to these risks, it is important that action be taken upon this health issue 

by relevant stakeholders.

 KEY FINDINGS

Between 2000 and 2015, CS rates have more 
than tripled in Kosovo, increasing from 7.5% 
to 27.3%. Recent findings show that more 
than 20% (178 cases out of 859) of all low-
risk births were delivered via CS. Findings also 
point to several health system factors that 
could be responsible for increasing CS rates, 

2as outlined below.
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1. Increased CS odds for women possessing private 

health insurance coverage and women with personal 

monthly income. From a study conducted in Kosovo's 

five largest hospitals, it was found that women with 

monthly personal income and women with private 
2health insurance had increased odds for CSs. These 

findings might be influenced by the perception of a 

patient's socioeconomic status rather than the 

provider's financial incentives associated with 

disbursement. However, research has shown that 

women with private coverage may be directed 

towards clinical decisions that directly benefit the 
4hospital and physician . On the other hand, the 

disparity related to income is not unique to Europe or 

the Balkans as an observational study of 72 low- and 

middle-income countries, including South Sudan, the 

Dominican Republic, Egypt and Colombia, found that 

CS rates were lowest in the poorest fifth and highest in 
5the richest fifth.

2. Increased CS odds for women who preferred to 

deliver via CS. This could reflect a number of 

influences coming from individual, societal and 

organizational levels. At the individual level, fear of 

pain during labor and birth, cultural beliefs around 

luck and fate, and the desire to retain an intact 

structure and function of the perineum might 
2influence a woman's preference.  There is also 

speculation that societal perceptions relating to 

prestige may affect a woman's request for a CS. 

Convenience, fear of litigation and financial incentives 

also create circumstances that encourage physicians 

to more readily adhere to patient demands (i.e. 
5preference) for CSs.

3. Increased CS odds for women who gave birth 

under a physician that provided antenatal care and 

if the delivery occurred during office hours, while 

decreased odds for CS in a teaching hospital. This 

finding may speak to the interplay of financial 

incentives in Kosovo, one of which could be related 

to informal health service fees. In some cases, 

women may perceive caesarean sections at a public 

Kosovar hospital as a “reward” for receiving 

antenatal care from one particular physician. The 

higher odds for CS during office hours indicated 

that the primary drivers for the election of CS may 

be physician convenience, hospital resource 

planning, attempts to contain costs, and/or 

alignment of contractual arrangements with the 

physicians. Conversely, lower rates of CS in 

teaching hospitals may be explained by enhanced 

accountability and professional capacity through 

more intense interactions during clinical decision-

making, systematic review of clinical decisions, and 
2higher compliance with clinical guidelines.

4. Decreased CS odds for women instructed by a 

midwife during delivery. This reflects practice 

patterns among midwives that tend to avoid labor 

technology or their own personal patience in their 

delivery of care compared to more anxious 
2physicians . A midwife-led care model for reducing 

caesarean rates was explored in China and has led 

to reduced CS rates. Furthermore, midwife care 

increased overall self-confidence which made 
6women face distressing labor fearlessly.

There are strong indications that caesarean sections 

without clinical necessity are being overused in 

Kosovo's public hospitals and the underlying factors 

causing this overuse should be examined. Research is 

required in order to clarify the interactions of 

physicians with patients and to further explore the 

incentives that may be driving the over-provision of 

CS. Even so, there is already sufficient evidence which 

can be used to address this health issue. Below are 

listed some policy directions that could aid policy 

makers and relevant stakeholders in taking action.

1. More research to better understand the issues. 

More research should be conducted in order to 

illuminate the interactions of physicians with patients 

and to further understand the incentives that may be 

driving the over-provision of CS. This information is 

crucial in informing decision-making processes. 

Methods to distribute and discuss the research 

findings should be enacted. 

2. Health financing scheme provides an opportunity 

for regulation of incentives. With the advent of a new 

national Health Insurance Fund (HIF), Kosovo will 

hopefully start to see controlled out-of-pocket patient 

expenditures, fixed prices, predictable hospital fees 

and improved financial sustainability. This provides an 

opportunity to address incentivized structures that 

may be driving the over provision of CS, with several 

possible methods of implementation. Revising 

payment structures that reduce the disparity between 

CS rates in women with and without personal income 

have brought about positive results in other countries 
7and should be considered in Kosovo's case . Equal pay 

for delivery, regardless of the procedure, can also 

escalate CS rates; therefore strategies that reduce 

incentives for CS provision in favor of normal 
2,4,8,9deliveries should be considered.  Physicians should 

not be reimbursed via fee-for-service which 

encourages physicians to provide more CS. Providing 

financial incentives to healthcare professionals who 

only perform CSs in necessary cases or taxing 

physicians who perform CSs in unnecessary cases 
10should also be considered . At the hospital level, 

natural births can be set as a financial indicator. In such 

a set-up, higher rates of CSs will adversely affect 

financing for hospitals and will ideally reduce the 

number of unnecessary CSs.

3. Educational sessions for pregnant women. The 

foundation Action for Mothers and Children has 

already established Women's Health Resources 

Centers (WHRC) in 12 municipalities in Kosovo. 

WHRCs educate mothers regarding healthy 

pregnancies, and also address misconceptions 

surrounding vaginal births. These centers provide 

education and counseling directly to women and 

their partners. Women learn from videos, 

educational handouts, small group sessions, and 

direct counseling with a midwife, nurse, or 

gynecologist. In a culturally sensitive manner, peer 

educators should build awareness around the 

benefits of vaginal delivery and outline the 

consequences of performing unnecessary CSs. 

Such sessions are in conformity with non-clinical 

intervention guidelines proposed by the WHO for 
3the reduction of unnecessary CSs.  It is 

recommended that the Ministry of Health supports 

such efforts and coordinates with public and 

private hospitals to initiate free educational 

sessions for pregnant mothers and their partners.

4. Support adherence to clinical practice 

guidelines (CPGs) by medical staff. In order to 

lower cesarean section rates among Kosovar 

women, it is imperative that physicians and medical 

staff adhere to the clinical practice guidelines 

w h i c h  r e g u l a t e  t h e  c o n d i t i o n s  f o r  C S  

administration. A focus group study regarding 

proposed guidelines by WHO on postpartum 

maternal health found various barriers such as: the 

lack of understanding and engagement in the 

guideline development process, lack of capacity to 

document and monitor clinical practice, lack of 

training, and lack of communication between the 
11Ministry of Health and clinical organizations.  

Suggested solutions for these barriers by relevant 

stakeholders were to create a centralized system 

for data collection across clinical settings, creation 

of a monitoring system for guideline adherence, 

incentives for staff to encourage guideline 

adherence, and increasing communication 

between relevant stakeholder groups through 

activities such as guideline development 
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5. Greater involvement of midwives in deliveries. 

It has been shown that women who were instructed 

by a midwife during delivery preparation had 
2decreased odds for CS . In light of this, it is crucial to 

ensure a greater involvement of midwives in 

hospitals and family medical centers in order to 

allow for more frequent interactions between 

pregnant mothers and midwives. This will not only 

permit midwives to practice their profession, but to 

also build trust between them and pregnant 

mothers as Kosovars generally lack trust in 

midwives. Changing this perception can also be 

achieved by providing educational sessions to 

women about the role of midwives during 

pregnancy and delivery. Training should be 

provided for midwives in order to improve and 

update their skills and tools in performing safe 

deliveries. Implementing such strategies will 

ultimately aid the reduction of CS rates among 

women in Kosovo via a more extensive 

involvement of midwives during pregnancy and 

deliveries. 

04

11committees.

These same solutions can aid in addressing and 

lowering the high rates of CS among Kosovar women. 

Having a transparent system where data can be 

collected, such as the reasons for CS administration, 

coupled with a monitoring mechanism binds 

guidelines to actions and creates accountability. In 

cases of an indicated CS, a strategy of a mandatory 

second opinion structure by senior clinicians is 
3recommended to reduce births via CS.   

Furthermore, creating incentives for medical staff that 

follow guidelines will reinforce adherence and 

accountability. Making the development process of 

guidelines inclusive to relevant stakeholder groups, 

will raise awareness and understanding in regard to 

the importance of such guidelines. Finally, the Ministry 

of Health and relevant clinical organizations should 

consider the creation of a working group that directly 

addresses the high rates of CS by acting as the 

facilitator for the above, but not limited to, 

suggestions. 
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