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List of abbreviations

ANC Antenatal care 
C-section Caesarean section 

CME Continuous medical education 
CS Caesarean section 

EPC Effective perinatal care 
GEL Georgian Lari

GOGA Georgian Obstetrician and Gynaecologist Association
HF Health Facilities 

ICM International Confederation of Midwives
JSC Joint Stock Company
JSI John Snow Incorporated 

MAG Midwives Association of Georgia 
MH Maternity House

MMR Maternal Mortality Ratio
MoLSHA Ministry of Labour, Health and Social Affairs

MU Maternity Unit
MU Maternity unit 

NCDC National Center for Disease Control and Public Health of Georgia
Ob/Gyn Obstetrician/Gynaecologist 

PNC Postnatal care  
PROM Premature rupture of membranes

PS Parents’ school 
SLR Society with Limited Responsibility 

TSMU Tbilisi State Medical University 
USAID United States Agency for International Development 

VD Vaginal delivery
WCC Women’s consultation centre 

WHO World Health Organisation 



4 Page

List of tables and figures 

Table 1: Study population and sample	 8

Table 2: Sample of 19 health facilities in relation to the total of 98 facilities in Georgia	 9

Table 3: Data collection tools	 10

Table 4: Trend in planned and emergency C-sections	 11

Figure 1: Deliveries (VD and CS) as percentage of total institutional births	 12

Figure 2: Trends in C-sections (planned/emergency as proportion of total CS)	 12

Figure 3: Number of VD and CS in 18 sampled health institutions in 2009	 15

Table 5: Proportion of C-sections in 2009 by type of institution	 15

Table 6: Distribution first repeat deliveries	 16

Table 7: Distribution of VD and CS deliveries among HF	 16

Figure 4: Age distribution by type of delivery (VD and CS)	 17

Table 8: Type of delivery by age	 17

Table 9: Type of delivery by cephalic presentation, gestation period, with/without stimulation	 18

Figure 5: Cephalic presentation beyond 37 weeks (without stimulation)	 18

Table 10: Type of delivery by cephalic presentation > 37 weeks (with, without stimulation)	 18

Figure 6: Type of delivery by presentation (multiple foetus, breech, transversal)	 19

Figure 7: Information on Parents’ Schools	 20

Figure 8: Visits to the Women’s Consultation Centre	 20

Figure 9: Usefulness of the visit(s) to WCC	 21

Figure 10: Birth preparedness	 21

Figure 11: Advice on improvements care/services for pregnant women	 22

Figure 12: Preferred type of delivery	 22

Figure 13: Location of WCC	 23

Figure 14: Number of visits to WCC	 23

Figure 15: Information on delivery	 24

Table 11: Age distribution among pregnant and postpartum women	 25

Figure 16: Insurance status among pregnant and postpartum women  	 26

Figure 17: Regional variations in anaesthesia practices	 27

Figure 18: Time of decision on C-section	 28

Figure 19: Information status women who underwent CS	 28

Figure 20: Future delivery preferences	 29

Table 12: Midwives’ training by type of HF	 30

Table 13: Actual and preferred role of midwives in perinatal care	 31

Figure 21: Possible causes increased CS rate according to midwives	 32

Figure 22: Midwives’ recommendations for improvements	 32

Figure 23: Possible causes increased CS according to Ob/Gyns	 34

Figure 24: Knowledge on international recommendation CS	 34

Table 14: Knowledge among Ob/Gyn on international recommendations C-sections	 35

Table 15: Objectives, outcome variables, data sources	 45

Table 16: Research team composition and roles	 66

Table 17: Breakdown by type of delivery in Georgia (2000-2010)	 67

Table 18: Cephalic presentation by type of delivery, gestation period, stimulation	 68





6 Page

More than 20 years have passed since the WHO stated that there is no justification for any region to have CS 
rates higher than 10-15%1 (WHO 1985). Since then however the rates in Georgia have only increased, as the 
findings reported in Chapter 4 will demonstrate. This is a matter of concern, not only because of the fact that 
it has become one of most common surgical operations in the world today (with financial and human resource 
consequences), but in particular because many of them seem to be conducted without medical indication. A 
rising number would suggest that both health care workers and their clients perceive the operation to be free 
from serious risks. Though many studies have attempted to evaluate the risks (and benefits) associated with 
the procedure being performed without medical indication, a clear causal relationship between the surgical 
operation and maternal complications is difficult to substantiate. However, findings from the 2004-2008 
WHO Global Survey on Maternal and Perinatal Health indicate that the incidence rate for severe maternal 
outcomes2 associated with C-section without medical indication was about three times greater than that 
associated with spontaneous vaginal delivery (WHO 2010). The authors conclude that in the absence of a 
medical need, delivery by C-section carries an increased risk of short-term adverse outcomes for the mother, 
especially in an African setting. Concerns also are related to costs of such procedures and a rise in antibiotic 
resistance (as a result of routine use of antibiotics during or after Caesarean section). 

Purpose 

Georgia is not unique in its rising trend of C-sections. World averages are as high as 40% in Eastern Asia, 
currently one of the places with the highest rates (Costa 2010)3. The current study intends to establish the 
trend over the years in Georgia and investigate the reasons underlying the high CS rate in Georgia, and 
to determine factors associated with the current practice. At the same time the study was conducted to 
strengthen the midwives’ capacity in conducting (operational) research and enhance their analytical skills by 
involving them at all stages of the research. The findings of the research into current day attitude and practice 
in C-sections in Georgia would serve as an evidence base to be used by the MAG in their advocacy work 
for improvements in perinatal care, among others increased acknowledgement of clients’ rights in maternal 
health, and the social and professional recognition of midwives.   

Logistics and acknowledgements 

This study into Caesarean sections was initiated by the professional organisations MAG and the Georgian 
Obstetrician and Gynaecologist Association (GOGA). It is implemented as a joint venture between MAG, 
GOGA and HERA XXI, with technical support from ETC Crystal. 

The research team wishes to thank all the women who participated in the study. Midwives and obstetricians/
gynaecologists (Ob/Gyn) who participated are thanked for their willingness to participate and their openness 
in responding. In addition, the study team thanks the management of the health facilities that were included 
in the study for their willingness to be part of the study. Without their permission, this research would not 
have been possible. 

1	  In its latest 2009 publication, “Monitoring Emergency Obstetric Care: a handbook’, the WHO states that: ‘Both very low 
and very high rates of caesarean section can be dangerous, but the optimum rate is unknown. Pending further research, users of this 
handbook might want to continue to use a range of 5-15% or set their own standards.”
2	  (i) severe maternal outcomes including maternal death, admission to intensive care unit, and blood transfusion or hyster-
ectomy (ii) severe perinatal outcomes including foetal death, neonatal mortality up to hospital discharge limited to the first week of 
life, and stay > 7 days in neonatal intensive care unit.
3	  In contrast, in the African region the average CS rate is as low as 3.5%.
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pain during the delivery. Some had opted for C-section because they had planned sterilization and hence 
could save on costs. 

Regarding their experience with the C-section, about half were happy with the decision because of the •	
health problem. Some regret, and mention that if they would have had more information and be more 
prepared, they would have preferred a vaginal delivery. 13 women were happy at the beginning, but had 
changed their opinion after the delivery. Quite a few were happy with the surgery because it all finished 
quickly. 

A small majority of the women who underwent a C-section (59%) would like to have a vaginal delivery in •	
case of a future pregnancy; the percentage opting for another C-section is relatively higher in the regions, 
as compared to those who delivered in Tbilisi. Of the pregnant women, the vast majority (81%) prefers a 
vaginal delivery. Of the remaining who preferred a C-section only 22% had a clear medical indication, 25% 
followed the doctor’s advice and 53% was going to have the C-section because of their own request. 

An •	 overwhelming majority of the women were very satisfied with the services (all three subgroups), and 
rated them with a high number. Almost half of the women who underwent a C-section mentioned at this 
stage of the interview (the end) that they wished they had delivered vaginally. 

Objective 7: To find out at which stage of pregnancy the decision as to the type of delivery is being taken 
(physiological delivery or C-section).  

In 69% of the cases, the decision to perform a C-section was taken during pregnancy; for the other 31% •	
during labour. 

Of those who had taken the decision during pregnancy, roughly one third had taken the decision during •	
the first and second trimester, and for the remainder the decision was taken during the third trimester. 
This suggests that there is no medical indication, since the most frequent indications for C-sections (i.e. 
dystocia or failure to progress in labour, breech presentation, foetal distress) can be diagnosed only in the 
late stage of pregnancy or during labour.
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Total number of deliveries that have taken place in the institution over the above reporting period: 		 1.	

Breakdown of deliveries by type: 2.	

Number
… of which 

1st delivery repeat delivery

Normal vaginal delivery

Assisted vaginal delivery: 
Forceps

Assisted vaginal delivery: 
Vacuum

Delivery through Caesarean 
Section                        

TOTAL deliveries

Breakdown by age of the mother: 3.	

Non CS CS

20 years or less

21 to 35 years

36 years or more

TOTAL
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11. The information I receive at the WCB is sufficient for me

	 1 Strongly 	 2 Disagree	 3 Neither agree	4 Agree		 5 Strongly

	 Disagree				    nor disagree			   agree

12. The information I receive at the parents’  school is sufficient for me

	 1 Strongly 	 2 Disagree	 3 Neither agree	4 Agree		 5 Strongly

	 Disagree				    nor disagree			   agree

13. I feel confident with the advice of my gyn/obst on my pregnancy 

1 Strongly 	 2 Disagree	 3 Neither agree	4 Agree		 5 Strongly

	 Disagree				    nor disagree			   agree

14. My doctor (gyn/obst.) has discussed with me the various options for delivery 

1 Strongly 	 2 Disagree	 3 Neither agree	4 Agree		 5 Strongly

	 Disagree				    nor disagree			   agree

15. If I have any questions I can easily discuss these with my gyn/obst.

1 Strongly 	 2 Disagree	 3 Neither agree	4 Agree		 5 Strongly

	 Disagree				    nor disagree			   agree

16. I feel confident enough to make my own choice regarding the delivery 

1 Strongly 	 2 Disagree	 3 Neither agree	4 Agree		 5 Strongly

	 Disagree				    nor disagree			   agree

17. I would be disappointed if it turns out that I need to undergo a C-section

1 Strongly 	 2 Disagree	 3 Neither agree	4 Agree		 5 Strongly

	 Disagree				    nor disagree			   agree

18. I am afraid that my delivery will be painful 

1 Strongly 	 2 Disagree	 3 Neither agree	4 Agree		 5 Strongly

	 Disagree				    nor disagree			   agree

19. I am aware that I can ask for pain relief during delivery 

1 Strongly 	 2 Disagree	 3 Neither agree	4 Agree		 5 Strongly

	 Disagree				    nor disagree			   agree
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19. On hindsight, is there anything you had wanted to be done differently during labour?

	 ….

20. Is there anything you had wanted to be done differently during delivery?

	 ….

21. Is there anything you had wanted to be done differently after delivery?

	 ….

22. We are interested in your possible advice to the Maternity House (or hospital) how services may be 
improved for pregnant women. What would you suggest?  

		  ……..

Thank you very much for your participation in this interview, you have helped us very much with your answers 
and comments. The study will be completed in March 2011, after which we will publish the results. Your name 
will not appear in our report.  
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11. Sometimes clients themselves ask for a C-section: from your experience what are the most common 
reasons for this? (list all reasons, in order of importance) 	

1.................. 

2..................

	 3..................

12.  In your opinion, are there C-sections being performed in your MH/hospital which could have been 
avoided?		

	 O Yes				    O No

a) If yes, explain:	 .....................

13. In general, do you think the medical indication for a C-section is sufficiently explained to the woman and 
her partner/family)?

	 O Yes, always		  O At times		  O No

a) Explain		  ...................

14. Do you sometimes play a role in the decision making process regarding the delivery/C-Section? 		

	 O Yes, always		  O At times		  O Never

a) Please comment	 ...............

15. Is it always clear to you why a C-section is performed? 

	 O Yes			   O At times		  O Never

a) Comment		  ................ 

16. Does it ever happen that the gyn/obstetrician asks your opinion whether a C-section is appropriate?

	 O Yes			   O Rarely		  O Never 

Specify 		  ....................a)	

17. Do you think you, as a midwife, can have a role to play in the decision whether or not a C-section needs 
to be performed?

	 O Yes			   O Not sure		  O No

please specify	 .................a)	

















Study was conducted in the framework of the project: 
“Enhancing quality of care: 

Upgrading the knowledge and skills of midwives in Georgia”.

The project is funded by MATRA  Programme, 
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