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We have higher overall rates than are medically necessary. While C-sections are common practice, they still carry all the inherent risks of any surgery. We’ve begun to see the complications in subsequent pregnancies — the placental complications and near-death.
What are the driving factors? 
The idea of defensive medicine — doctors giving the most aggressive care possible to avoid a negligence lawsuit — permeates labor wards across the developed world and in Georgia, as well. If a baby is born via C-section and there’s a bad outcome, you can say everything was done.  But born vaginally, it could be asked why you didn’t do a C-section. The practice environment is extremely vulnerable to external medico-legal pressures.
Some women choose C-sections for more control - unlike in many developing countries where surgery is a challenge, women in Georgia can elect to have a C-section. It gives them a lot more control over childbirth than waiting to go into labor naturally. Women can choose the day, they can choose the surgeon, they know exactly how it will happen.
Fear of labor pain when giving birth vaginally – also drives the rates of C-section. Women are so terrified of childbirth that it dramatically raises their odds of delivering by elective cesarean section. Health care providers need to provide women and their partners with right information and support about labor pain control methods, spend time explaining the pain control choices available and discussing the 'what ifs' so that they (and their partners) are not going into the care blind. Positive visualizations and homey environment in the delivery wards help women with pain relief. 
Only extremely small percentage of women has a fear that plays a more defining role. A condition known a “tokophobia” — a pathological fear of pregnancy and giving birth, that can be caused by various different factors including a fear of pain, past experience of a difficult childbirth, depression, etc – women with this condition opt for Cesarean delivery despite of all the information and support provided to them.
What we should do?
When we talk about targets or what should be the rate of C-section, we have to be very careful about this and consider needs of individual women, in addition, ‘the appropriate’ cesarean delivery rate remains unknown. C-sections save lives – when needed, for obstructed labor and other emergency obstetrical conditions. However, as a surgical procedure, there are risks of complications and overuse can be harmful to both mothers and newborns. 

A hospital could have a 50-60% percent C-section rate if it was specialized to treat extremely high-risk women.  What we want is for all women who need a C-section to get one, and all those who don’t to not get one. The first and critical step that was done in this direction is assigning levels of perinatal care to each hospital in Georgia (perinatal regionalization program implemented by the MoLHSA) so that everyone knows which facility is specialized and granted higher level of care to treat complex and high-risk patients.
What we need to do is look at the low-risk caesarean section rate which is first-time mothers who have a normal-term, head-first baby. Thirty, 40, 50 percent it clearly shouldn’t be. Why we would perform open surgeries on women without evidence of benefit. Reducing the number of low-risk, first-time caesareans would also help to counteract the growing number of births that involve medical intervention and would lower overall C-section rates.
An effort of lowering C-section rates has to be a very collaborative effort with all stakeholders – physicians, hospital managers, insurers and the Ministry. It’s not just about saving the Universal Health Care Program money. It’s about better health outcomes for moms and babies. 
There isn’t a model that will work for every market and there is not a single approach that is the most effective in reducing C-section rates and that has been proven globally. Paying the same rate for C-sections and vaginal deliveries, as indicated by some of the respondents, is not an only solution or solution without its challenges.  We are trying to decide how to do it without penalizing hospitals with sicker moms and babies or to increase odds of hospitals having mothers to pay C-section excess fee. We are analyzing now actuaries to give us the rate that we can apply to each individual hospital, according to the level of perinatal care.
We think that there are multiple approaches to drive the change. Although the MoLHSA  and national professional associations can take the lead in setting the agenda regarding the safe prevention of primary cesarean delivery, such an agenda will need to be prioritized at the level of practices, hospitals, and, of course, patients.
The policy efforts the Ministry has in its action plan are: 

Data Transparency: Key among the three strategies is to improve public access to hospital maternity quality data. Total and low-risk C-section rates for Georgia’s 104 delivery hospitals are being analyzed and will be disclosed. We can use this data to apply peer (professional associations) and public pressure to delivery sites with high C-section rates and to reward those hospitals that meet the standards. Data help to overcome resistance from doctors. In most hospitals, physicians don’t have access to data on their C-section rate, having access to this to drill down and comparison with other providers is really powerful. It will give hospital managers and physicians an idea of where they stand outside the norm, which is hugely important for clinician and hospitals buy-in.
Contracting Reform/Payment Reform: A second strategy is a contracting mechanism. The Government’s Universal Health Care Program is the single largest payer of births in Georgia so the contracting and payment mechanism is the most significant strategy for UHC to address this issue. Contracting facilities based on the achievement of quality performance benchmarks in maternity care, including benchmark around low-risk, primary C-section rate. This is a good start. 

At some point I’m sure we’ll look at whether there are other financial incentives we can align. The experiments in maternity care bundled payments which stresses value in maternity care is also in the discussion, and we will continue to learn from experiences in US and other countries as adoption of this strategy continues to accelerate.
Education and Stakeholder Engagement:  key stakeholders for these policy efforts are pregnant women, consumer and civil society organizations. Their engagement in a thoughtful manner is important. We will be collaborating with civil society organizations to promote consumer education on vaginal delivery and risks of non-medically indicated C-sections. 
Maternity-focused patient engagement tools to educate expectant parents about treatment options during birth and prepare them for conversations with providers, including electronic applications are being developed by MoLHSA with NCDC and professional associations and released in the beginning of 2017. 
