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ABSTRACT 

 

Trends of caesarean sections (C-section) worldwide shows that the rate of C sections has increased 

globally, regionally and at national levels with an average global increase of 12.4% for the period 

between 1990 and 2014. Increasing number of Caesarean Section in Maldives is a growing 

concern that needs further investigations. on the objective of this study was to identify the 

individual factors, medical factors, non-medical factors that influence the increasing rate of 

C-sections and to determine the relationship between those factors and the mode of delivery 

in Maldives.. A descriptive cross-sectional research design and a quantitative method were 

used on a stratified random sample of women. Data was collected by using a researcher 

administered questionnaire, from 97 women who had normal delivery and 70 women who 

had a C-section. Both descriptive and inferential statistics were performed by using SPSS and 

“R” software. The individual factors that were most influential include awareness of the risk 

factors and indications of LSCS and knowledge of how an LSCS procedure take place which 

were found to be different between the two groups of women. Medical factors such as the 

number of pregnancies and the weight of the baby were influential factors. Non-medical 

factors such as society‟s influence on the mode of delivery and availability of health 

financing for delivery were similar between the two groups of women.  This study also 

highlighted a statistically significant association between the mode of delivery and 

knowledge of the procedures of LSCS, knowledge of the indications for LSCS, health status 

of the mother, presence of a chronic disease in the mother and the number of pregnancies. 

This study has identified the need to provide knowledge and awareness to women on the 

different types of delivery method and provides evidence for policymakers to focus on ways 

to reduce the rate of C-sections to fit to the WHO recommended proportion of C-sections in a 

country. 
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1. CHAPTER ONE: INTRODUCTION: 

This chapter will consist of the background of the study, the problem statement and 

justification of the study. The purpose of the study (general and specific objectives), research 

questions and significance of the study will also be presented. This section will also describe 

the delimitations of the study and finally provide the operational definitions of the 

terminologies used in the study.  

 

Background of the study 

Caesarean Section (C-Section) is one of the most common surgery done among obstetric 

women globally which has been increasing year by year due to technological advancements 

mostly in developed and developing countries. Trend analysis of C sections for the period 

1990 to 2014 using 150 countries from all the continents showed that the rate of C sections 

has increased globally, regionally and nationally with an increase from 6.7% in 1990 to 

19.1% in 2014 which is an increase of 12.4% in the global average CS rate (ref 1). The 

International Health Care Community considers the range of 10 to 15 % of total deliveries as 

an ideal rate for Caesarean Section (WHO, 2015). Up to 10% of the C-Section it increases 

maternal and child mortality rate and beyond the 10% of C-Sections there is no evidence that 

it decrease the rate of maternal and child mortality (WHO, 2015) . Even though there is no 

agreement on a “perfect” rate of C-Section delivery at the population level, WHO has 

suggested that values between 5% and 15 % of live births could be taken as an ideal C-

section rate (WHO, World Health Organization, 2015). Some historical studies point that low 
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maternal mortality, poor obstetric result and some critical procedures for both mother and 

fetus can be achieved when the caesarean delivery rate is below 15% of live births (give ref). 

However, there is rising concern about unnecessary C-Sections. Unnecessary C-Section can 

increase the risk of maternal morbidity and mortality, neonatal death and neonatal admission 

to a Neonatal Intensive Care Unit (NICU), (WHO, 2015).  

C-Section generally reduces risk in breech presentations and risk of intra-partum fetal death 

in cephalic presentations, however increases the risk of severe maternal and neonatal 

morbidity and mortality in cephalic presentations. The increase in rates of C-Section at an 

institutional level is neither linked with any clear overall benefit for the baby nor for the 

mother but is linked with increased morbidity for both. Therefore, it is important to provide 

women and healthcare providers with much needed information on the potential individual 

risk and benefits associated with C-Section (Shorten, 2007).  

Trends of C section deliveries in the Maldives follow the global trend of increase. Health 

statistics from the Ministry of Health shows that the rate of C sections have increased  in the 

Maldives from 26% of total deliveries in 2010 to 40% of total deliveries in 2012 (MOH, 

2013). The same statistics also show that the rate of C sections have decreased among public 

hospitals. However, during the first six months of the year 2011, the percentage of C-Sections 

at the major private hospital in Maldives „ADK hospital‟ stood at 35% of the total births. 

During the same period of the year 2012 the percentage of C-Section has increased to 44%. 

(Affal A, 2012). These evidences make Maldives a good setting to study the factors that 

influence the increase in C sections.  
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Problem statement and justification 

Increasing number of C-Section deliveries is a global concern due to number of risks and 

complications associated with it. According to a nationwide survey done in France during the 

period of 1996 to 2006, the risk of postpartum death was 3.6 times higher after C-section than 

after vaginal delivery. C- Section delivery was associated with a significantly increased risk 

of maternal death from complications of anaesthesia, puerperal infection, and venous 

thromboembolism. (Deneux- Tharaux C, 2006). 

Some of the other complications related to C-Section deliveries for mother include, infection, 

haemorrhage or increased blood loss, injury to organs, adhesions, extended recovery time, 

reactions to medications, risk of additional surgeries, maternal mortality and emotional 

reactions (El, 2015) . And also some of the complications for baby after C-Section include 

premature birth, breathing problems and low APGAR scores (El, 2015). The bar chart below 

shows the percentage of vaginal deliveries and C- sections taken in 2 main Hospitals (IGMH 

and ADK) of Male‟ during past 5 years. The statistics in tabular form is in Appendix 5. The 

figure (1.1), show the increasing trend of C-Section in Male‟. So far there is no research done 

to identify the influencing factors of increasing C-section in the Maldives. There were no 

records in hospitals or institutes like number of patients who had complications from C-

Section and the types of complications which occur more frequently due to C-Section.  Also 

there were no records available in the hospital, under what circumstance the patients went for 

C-section. Hence, it is important to study the determinants that influence this drastic increase 

in C sections in the Maldives.  
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Figure ‎1.1: Proportion of Vaginal and C section deliveries at the two main hospitals of 

Maldives  

 

Purpose of the Research 

The main purpose of this study is to identify the factors influencing the increasing trend of C-

section in IGM hospital in Male „the capital city of Maldives.  

 

Source: (IGMH, 2016), (ADK, 2016) 

Vaginal Deliveries C-Section 
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1.4. Objectives of study 

1.4.1 General objective 

 To identify the factors that influence the increasing rate of C-sections in IGM hospital 

in Male ‟Maldives. 

1.4.2 Specific objectives  

 To identify the individual factors, such as awareness, beliefs and knowledge of 

women who received postnatal services from IGM hospital. 

 To identify medical factors that influence a woman to have C-section. 

 To identify non-medical factors such as societal influence, hospital factors, physician 

factors and health system facing factors that influences the increase of C-section. 

 To determine the relationship between identified factors and the mode of delivery. 

1.4.3 Research Questions  

 What are the individual factors, such as awareness, beliefs and knowledge of women 

that influenced the mode of delivery? 

 What are the medical factors that influence to have C-section? 

 What are the non-medical factors such as societal influence, hospital factors, 

physician factors and health system facing factors that influences to increase C-

section? 

 Are there any relationship between the factors and the mode of last delivery? 

 

1.5 Significance of the Research 

The increasing trend of C-section in Male‟ Maldives is clearly on the rise and there has been 

no previous study done on this subject in Maldives. This research will be beneficial for policy 
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makers to target interventions to increase awareness among mothers, practitioners and 

providers to set the rate of C sections at WHO accepted levels. Also it will help IGMH to 

target policies to reduce the increasing rate of C-sections. More over Health Protection 

Agency (HPA) can also use this as a baseline research to conduct future researches on this 

subject in the Maldives. 

1.6 Delimitation/Scope of the research  

More associated factors that influence the rate of C-section could be identified if the full 

sample were taken. Due to limited time the sample was reduced to 50% (50% of 333). In 

addition, the husbands‟ and family‟s opinion are also considered in the decision for the mode 

of delivery the wife has. However this research sample size only included the woman‟s 

viewpoint, hence their husband or their family‟s opinions were not obtained.  

1.7 Operational Definition of Terms: 

Adhesions: Possibility of forming scar tissue inside the pelvic region causing blockage and 

pain. 

Spontaneous vaginal delivery (SVD): A spontaneous vaginal delivery is a vaginal delivery 

that happens on its own, without requiring doctors to use tools to help pull the baby out. 

C-Section or LSCS: is a surgical procedure used to deliver a baby through incisions in the 

mother's abdomen and uterus. 

Maternal mortality: The maternal mortality rate for a C-Section is higher than with a 

vaginal birth. 
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Cephalic Presentation: is a situation at childbirth where the fetus is in a longitudinal lie and 

the head enters the pelvis first. 

Breech Presentation: in which the baby exits the pelvis with the buttocks or feet first as 

opposed to the normal head-first. 

APGAR scores: a measure of the physical condition of a new-born infant. It is obtained by 

adding points (2, 1, or 0) for heart rate, respiratory effort, muscle tone, response to 

stimulation, and skin coloration; a score of ten represents the best possible condition. 
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2. CHAPTER (TWO) LITERATURE REVIEW 

 

2.1 Introduction 

This chapter presents the literature from a global view point on the subject and is followed by 

literature related to specific variables and the theoretical framework which guides this study 

is explained in this chapter. In addition, literature of Maldives regarding the subject is also 

included. 

  

2.2 Global perspective on the study topic. 

According to the World health organisation, caesarean sections are effective in saving 

maternal and infant lives only when they are required for medically indicated reasons (WHO, 

2015). 

The Health and Social Care Information Centre of UK, informs that the most common onset 

C-Section deliveries complication was „maternal care for known or suspected abnormality of 

pelvic organs, which was 53.2% of total C-Section deliveries (Hospital Episode Statistics 

Analysis,Health and Social Care Information Centre, 2014-2015). According to a research 

done in china, under a heading of “Factors influencing rising caesarean section rates in 

China”, Caesarean section rates in Asia are generally thought to be lower, though some 

countries have also experienced an unparalleled rise. In China, close to two thirds of urban 

women now give birth by caesarean section, and above 25% of the woman living in rural 

areas give birth by C-Section. 

Opinions differ on why the rate has risen so rapidly in China. The main reason why there is 

dramatic rise of C-Sections deliveries in China is because many Chinese women prefers C-



9 
 

Section over vaginal delivery fearing the consequences of vaginal delivery and also because 

they think it is safer and free from pain and anxiety. There are number of people who believe 

that it is rapidly increasing because health-care providers encourage woman to go for C-

Section due to the financial benefits they have by doing more C-Section deliveries. Total 

expenditure on caesarean section in China has risen dramatically and the procedure has 

become an important source of revenue for hospitals and health-care providers. The increased 

funding available through insurance schemes is also thought to have boosted demand, but it 

has weak correlation with increasing C-Section (Feng, Xu, Guo, & Ronsmans, 2011). 

Women undergoing caesarean delivery have been found to be at an increased risk of severe 

maternal morbidity compared with women undergoing vaginal delivery. The risk of antibiotic 

treatment after delivery for women having caesarean was five times that of women having 

vaginal deliveries. In cephalic presentation C- Section increased for the baby, the risk for a 

stay of seven or more days in NICU and the risk of neonatal mortality up to hospital 

discharge, which continued higher even after omission of all C-Section deliveries for fetal 

distress. Such increased risk was not seen for breech presentation (J, et al., 2007). This study 

identified some complications such as blood transfusions, hysterectomy, and maternal 

admission to an intensive care unit, maternal stay in hospital for over seven days, postpartum 

infections and maternal deaths (J, et al., 2007). 

“Which factors can explain such a negative effect with cephalic presentation? By reducing 

fetal death (even slightly), caesarean delivery might increase the pool of sick babies, thus 

transferring deaths from the fetal to the neonatal period” (J, et al., 2007).  

Also C-Section might increases neonatal morbidity and mortality because of labour affects 

the physiological process for initiation of respiration. C-Section deliveries is known to be 

related with “respiratory distress syndrome” and as well as the lack of the mechanical 

compression of the lungs during labour needed to facilitate postnatal lung adaptation (J, et al., 
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2007) . 

2.3 Variables 

There are many factors that influence the increasing rate of C-section. The factors (variables) 

focussed in this study were; Socio-demographic characteristics, individual factors, Medical 

factors and Non-medical factors including hospital factors physician factors, social factors 

and health system  factor.   

2.3.1. Socio-Demographic Factor 

 Age: A study conducted in UK, during the 2000- 2002 shows increasing maternal age lead to 

increase C-section. The same study shows older mothers are also more likely to need a range 

of interventions during labour - such as including epidurals and predicting the rate of 

emergency surgery- compared with women in their 20s (Essex, Green, Baston, & Pickett, 

2013).  

Marital Status:  A study done in Brazil in year 2011- 2012 shows, there was no association 

between marital status and type of delivery (Gama, et al., 2014). Another study done in 

Cameroon also shows there was no difference between marital status and preference mode of 

delivery (Tebeu, et al., 2011). 

Educational status:  According to research done by Chain (2008), when they have norm of 

having one child, rich and well educated women may prefer birth by C-Section, because they 

think it is safer and free from pain and anxiety (J, et al., Cesarean delivery on maternal 

request in southeast China, 2008) . A study conducted in Brazil; show that the C-section rate 

was higher among adolescents with an adequate level of education for their age (Gama, et al., 

2014). Whereas women with higher levels of education were found to be more likely to 

choose vaginal delivery as their preferred mode of birth in Hong Kong (Loke, Davies, & Li, 
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Factors influencing the decision that women make on their mode of delivery: the Health 

Belief Model, 2015). 

Employment Status: A study has been described that unemployed women were more likely 

to choose C-section than employed women in Tiwan (KH, PJ, & CJ, 2008). Whereas a study 

conducted in Iran, unemployed women had higher score on attitudes towards normal delivery 

(Aali & Motamedi, 2005). 

 

2.3.2. Individual Factor 

 

Awareness: A research shows, understanding of the benefits of vaginal delivery and the few 

related complications was among the most important positive perceptions about vaginal 

delivery. Also respondents believed that vaginal delivery led to minor complications and is 

not associated with complications of C-section such as back pain, pain/infection/irritation/or 

itching at the incision site, forgetfulness, death, or anesthesia-related complications 

(Zakerihamidi, Roudsari, & Khoei, 2015). 

Knowledge: women‟s preference for SVD versus C-section is generally associated with their 

knowledge about maternal and neonatal complications of each mode(Maharlouei et al., 

2013). A research conducted in North Trinidad shows, the majority of women attending 

antenatal and postnatal clinics did not have adequate knowledge about C-section to decide the 

mode of delivery on her choice (Mungrue, et al., 2010) 

Beliefs and Attitudes: Some people believe that C-Section is more painless and safe than 

vaginal delivery, while others think opposite. Whereas, a research done in china shows, 

Chinese women think that C-Section is safer and painless (J, Y, S, W, & Z, Cesarean delivery 

on maternal request in southeast China, 2008). 

Reasons: A study shows one of the reasons for mothers‟ tendency towards vaginal delivery 
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Was, they think SVD was important for the baby‟s lung development, improvement of 

mother-child emotional relationship and decrease medication usage (E, P, & G, 2009). 

Another research shows, the reason, women prefer to have C- section was SVD was painful 

and fearful experience (Zakerihamidi, Roudsari, & Khoei, 2015). 

2.3.3 Medical Factors:  

Health status of Mother: If the inner diameters of the birth canal does not allow, the baby‟s 

head to come out in this condition there is no other choice than C-Section. If mother is having 

conditions like uncontrolled hypertension, uncontrolled Diabetics, Preeclampsia and Placenta 

praevia and abruptio placenta, these are the conditions that fetus likely to get in risk at any 

time (Becher & Stokke, 3013). 

Health Status of baby: If fetal distress due to cord prolapse or some other reason, doctors 

may decide it is important to take emergency C-Section. If baby is on Breech presentation or 

Transverse Presentation, in this conditions also accelerate C-Sections. If the baby is “large 

baby” there is risk of even trying for vaginal delivery, shoulder dystocia, injuries of plexus 

brachialis and clavicle fracture may occur. And also a risk of vaginal tear, perianal damage 

and bleedings in the mother may occur (Becher & Stokke, 3013). 

2.3.4 Non-medical Factors:  

Hospital factors: According to research, number of C-sections taken in privet hospitals were 

more than public hospital (Murphy & Fahey, 2013). Some research shows babies born by C-

section increased the admission of NICU (S, et al., 2011). Furthermore some researches 

shows hospital stay is longer in C-section deliveries (Torloni, et al., 2013). 

Physician factors: Some doctors those who seeking the profit are fuelling the increasing 

trend of C-section (Cara Birnbaum, 2009). 

Societal factors: Some researches shows husband and women‟s mother-in-law plays a role in 

deciding the mode of delivery, especially husband were the most influenced person 
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(Upadhyay, Liabsuetrakul, Shrestha, & Pradhan, 2014). 

Health system factors: Some research shows some association between health insurance 

coverage and the increasing trend of C- section (Davari, Maracy, Ghorashi, & Mokhtari, 

2014) 

2.4 Theoretical framework 

The theory adopted for the conceptual frame work of this research was Health Belief Model 

to deliver a sound theoretical basis. 

In the present study, the Health Belief Model (HBM) was adopted as a conceptual 

framework, to provide a wide-ranging theoretical basis for understanding the factors that 

influence women‟s mode of delivery. The HBM can determine the relationship between 

health-related beliefs/factors and maternal practices, which can help in anticipating the 

possibility of a woman choosing a particular mode of delivery. Utilizing this model, method 

of birth and maternal decision and its deciding variables can be investigated inside the five 

spaces of the HBM: perceived susceptibility, perceived severity, perceived benefits, 

perceived barriers, and cues to action (NK & MH., 1984). 

2.4.1 Perceived susceptibility: The more that a person trusts, he/she is at greater risk, the 

more probable that individual is to receive a specific wellbeing related conduct to minimize 

such hazard (NK & MH., 1984). Likewise if women had a negative experience in a previous 

delivery could affect a woman‟s preference for a particular mode of delivery in upcoming 

pregnancy, due to the belief that the negative experience could occur again (Loke, Davies, & 

Li, Factors influencing the decision that women make on their mode of delivery: the Health 

Belief Model, 2015) . 

2.4.2 Perceived severity: is defined as one‟s belief in the strength of the medical state and its 

unwanted outcomes (NK & MH., 1984). If it is believed that there are very serious or 
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unbearable complications associated with a specific mode of birth, women are more likely to 

express a preference for a different mode of delivery, to reduce their risk (Loke, Davies, & 

Li, Factors influencing the decision that women make on their mode of delivery: the Health 

Belief Model, 2015) 

2.4.3 Perceived benefits: are defined as one‟s belief that results can be positively affected by 

engaging in specific health behaviour (NK & MH., 1984). The benefits for mother and fetal 

health and a sense or anticipating satisfaction of sociocultural beliefs have been recognized as 

important factors in maternal decision making. For example, in comparison of C-section and 

normal delivery, a fear of labor and repetitive vaginal examinations were underlying reasons 

why women showed a preference for C-section (Loke, Davies, & Li, Factors influencing the 

decision that women make on their mode of delivery: the Health Belief Model, 2015). 

2.4.4 Perceived barriers: refers to a person‟s perception of the problems stopping them from 

following a specific health-related behaviour (NK & MH., 1984) . The desire to choose 

normal delivery is delayed by existing medical contraindications. There are some medical 

contraindications of normal delivery for mothers, including pelvic disproportion (Loke, 

Davies, & Li, Factors influencing the decision that women make on their mode of delivery: 

the Health Belief Model, 2015). 

2.4.5 Cues to action: refer to the factors that helps individuals to make health-related 

decisions (NK & MH., 1984). Guidance from relatives, friends, health care professionals, as 

well as an awareness of the rights of women are essential factors that helps women to make 

decision on delivery mode (Loke, Davies, & Li, Factors influencing the decision that women 

make on their mode of delivery: the Health Belief Model, 2015). The theoretical framework 

for Health belief model can be summarizes according to the figure 2.0 below. 
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2.5 Existing Literature on Maldives 

Health statistics from the Ministry of Health shows that the rate of C sections have increased 

in the Maldives from 26% of total deliveries in 2010 to 40% of total deliveries in 2012 

(Health, THE MALDIVES HEALTH STATISTICS 2013, 2013). According to the statistics 

publicized from ADK hospital in the year 2012, the first half of the year, a total of 2119 

births, 855 (40%) occurred at ADK hospital and 1264 occurred at IGM Hospital. The total 

number of C-Section taken in percentage, in both the hospital were 43% of total births and 

the total number of normal deliveries in percentage in both the hospitals stand at 52% of total 

births for referred period. As it is increasing globally day by day, the statistics in the 

Maldives also shows the same trend. During the first six months of the year 2011, the C-

Sections percentage in ADK hospital stood at 35% of the total births. During the same period 

of the year 2012 the percentage of C-Section has increased to 44%. In comparison of C-

Section taken in both the hospitals there is no much difference as IGMH has 43% and ADK 

44% C-Section deliveries. The rate of normal deliveries at ADK is 46% while the figure for 

IGMH if 55% (Affal, 2012), 2012). Below diagram shows the mode of deliveries taken in 

Figure 0.1: Theoretical framework 
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IGMH and ADK hospital in numbers during the first six months of 2012. It also shows that 

nearly half of the deliveries are C-Sections. 

The delivery statistics from three main hospitals, IGMH, ADK and Hulhumale Hospital (HH) 

of past five years also show the rapid increasing trend of C-section as shown in bar chart 

below. 

 
Mode of deliveries in 3 main hospitals of Male‟ (%)  

Figure ‎0.3: Mode of deliveries in 3 main hospitals of Male' (%) 

  

 

Figure ‎0.2: Comparision of delivveries at ADK and IGMH - Jan to Jun 2012 

(Affal, 2012) 

■‎2010 ■‎2011 ■ 2012 ■ 2013 ■ 2014 

 

Source: (IGMH, 2015), (ADK, 2015) and (HH, 2015) 
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3. CHAPTER THREE:  METHODOLOGY 

 

3.1 Introduction 

This chapter describes the following subsections; design of this research, study area, target 

population, sampling technique, sample size, research instrument, validity and reliability, 

data collection techniques, data analysis, ethical consideration and finally the conceptual 

framework.  

3.2 Research Design  

A descriptive cross-sectional study was used in this research since this study aimed to 

identify the factors influencing increasing rate of C-Sections in the Maldives. Moreover, this 

study design also helped to investigate the presence of associations between explanatory 

variables and the outcome of interest. Cross sectional study designs are relatively easy to 

conduct within a short period of time and is less expensive compared to other study designs 

(Levin, 2006). In addition a quantitative data collection method was used in this research. 

3.3 Study Area  

The study area chosen for this research is Indira Gandhi Memorial Hospital (IGMH). IGMH 

was chosen for this research, since it is the government one and only tertiary hospital situated 

in Male‟ the capital city of Maldives. IGM Hospital is also the main referral center in the 

Maldives which therefore makes it a place that would give a representative sample of 

Maldivian women. According to health statistics, IGMH had the most number of deliveries in 

the country compared to any other health facility in the Maldives (Health, Maldives Health 

Profile, 2016) . 

3.4 Target Population  

The target population was all the women who delivered and who visited the Postnatal Clinic 

of IGM hospital. According to hospital statistics, there are 2493 women who attend the 

Reproductive health clinic of IGMH on a daily/weekly/monthly basis. Target population 
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cover patients from all the atolls of Maldives. Among them a sample of women who had 

SVD and LSCS as the last mode of delivery was selected. Other types of deliveries were 

excluded like vacuum and forceps delivery. 

3.5 Sampling Techniques  

A Stratified random sampling techniques was used in this study. A Stratified random 

sampling is a strategy for inspecting that includes the division of a population into smaller 

gatherings known as strata (“Stratified Random Sampling,” 2007). In stratified random 

sampling, the strata are framed in view of individuals' shared characteristics or attributes, 

such as having SVD or LSCS as the last mode of delivery in this research. A random sample 

from every stratum is taken which corresponds to the size of the stratum in the target 

population.  

In this study, the total target population was divided into two strata; women who had SVD 

and women who had LSCS. Total target population of this study was total of SVD and LSCS 

in the year 2015, and  

A random sampling technique was used in selecting the portion of women from each subset. 

This was calculated according to the percentage of SVD and LSCS in the target population 

explained in detail in the next section. 

3.6 Sample Size  

The total sample size for this study was calculated using an online sample size calculator 

which was available at www.raosoft.com (2011). The total population of women who had 

SVD and LSCS in the year 2015 was 2492 (IGMH/LABOUR ROOM, 2016).  The 

confidence level was set at 95%, with an error margin of 5%. With an expected response rate 

of 50%, the total sample size was 333 women. According to hospital records, the proportion 

of SVDs in the year 2015 was 58.51% (1458) and 41.92% (1034) were LSCS 
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(IGMH/LABOUR ROOM, 2016). Based on these proportions, the sample size for each strata 

was calculated. Due to time constraints, 50% of the total sample size was collected. Hence, 

after excluding the decimal points, total women for SVD strata was 58.51% of 333 which is 

equal to 194 and LSCS strata was 41.92% of 333 equaling to 139. With 50% of sample size 

being approached for data collection, the sample sizes for each strata was 97 women among 

SVDs and for LSCS, it was 70 women. 

.  

 

 

  

 

3.7 Research Instrument 

The research instrument used in this research was a researcher-administered structured 

questionnaire. The questionnaire was designed in a manner that the researcher can 

accomplish the goals of the research. The questionnaire was prepared in English (Appendix 

3) and was translated to Dhivehi (Appendix 4). Along with the questionnaire participants 

were asked to fill an informed consent form. The questionnaire contained five sections 

(section 1, 2, 3, 4, and 5) and it consists of dichotomous, Likert,  open-ended, close ended and 

multiple choice question for collecting the data. It took less than 15 minutes to answer the 

questionnaire.  

Target population: 

2492 

Sample size for 

SVD: 194 

2492 

Sample size for 

LSCS: 139 

2492 

Total sample size:  

333 

Figure 0.1: Sample frameworks. 



20 
 

Section one consisted of eight questions which collected information about the socio-

demographic features of the respondents such as age, temporary address atoll, marital status, 

educational level, employment status and income. 

 

Section two of the questionnaire consists of ten questions. In this section questions were 

formulated to assess the participant awareness, knowledge and beliefs towards C-section. 

Section three consisted of eight questions. The questions in this section were formulated to 

identify the health status of the women and their babies. Section four consisted of ten 

questions. This question is especially for women who had C-section. Almost all the questions 

were based on to collect information about their last C-section. 

 The last section of the questionnaire (section 5) contained only two questions and is based on 

health insurance coverage of respondents. 

 

3.8 Pre-testing 

After developing the questionnaire, it was pretested among five women who had SVD and 5 

women who had LSCS. Five individuals were selected in each stratum randomly and 

questioned to see whether they understood the questionnaire or not. After that, the 

questionnaire was amended according to their suggestions.  

3.9 Validity and reliability  

Before the data collection, the questionnaire was pre-tested among target population. 

Amendments were made to the questionnaire based on the pre-testing. After amending the 

questionnaire with suggestions from pre testing, the questionnaire was verified by the 

supervisor of this study. Also to increase the validity and reliability of the research, 

questionnaire strictly focuses on achieving the objectives of the research. At the time of field 

work, research assistants were there to support filling the questionnaire to minimize errors 
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and gaps that occur from collection of data by one person. Training was given to research 

assistants about filling the questionnaire and at the end of data collection each day, 

discussions were held to verify any unexpected responses. As the research was conducted at 

the main referral centre in the Maldives, the findings from his research can be applicable to 

hospitals in similar settings like the Maldives  

3.10 Data collection techniques 

Data collection was carried out by the researcher and the assistant, using a researcher-

administered questionnaire. A consent form (Appendix 1, 2) which contains a brief 

introduction about the researcher were given to the respondents along with the questionnaire. 

Respondents were given chance to ask questions, if they have any queries about the research. 

The questionnaire was filled for those women who visited to postnatal clinic of IGMH. This 

was conducted at IGMH five days a week except for Wednesdays and Fridays, as these two 

days the postnatal clinic is closed. Researcher and research assistant visited the clinic opening 

time every day for (15 days) days to collect data. In addition, women who were admitted for 

postnatal care were also asked to fill the questionnaire. The whole process of data collection 

technique was organized and directly observed by the researcher. Data collection was carried 

out from 6
th

 October, 2016 to 25
th

 October, 2016. 

3.10 Data analysis: 

After completing the data collection, data were entered into the Statistical Package for Social 

Sciences (SPSS) software, version 20.0 and also R software. Descriptive statistics such as 

frequency and percentage were used to describe categorical data and mean, medium, 

minimum, maximum and standard deviation was used to describe continuous data. Inferential 

statistics such as relative frequencies and the Pearson‟s chi square test were used to identify 
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the association between dependent variable and independent variables by using “R” software. 

The evaluated results were presented in tabular forms and explained in chapter 4.  

3.12 Ethical considerations 

All the respondents were given information about the research and use of the research. As 

mentioned in the data collection techniques, the participants were provided with informed 

consent and participants were assured that participation in this research was completely 

voluntary. Moreover, participants were allowed to withdraw their names during the research 

at any point in time and beyond. The respondent‟s decision to give information was purely 

voluntarily. The anonymity and confidentiality of the data collected and participant‟s 

personal information was maintained throughout the research and beyond by not using any 

individual information in the analysis such as name or address of participant. Information 

collected was used only for research purpose and only authorized persons had access to the 

data collected. There is nothing included in this research that the respondents have to be 

responsible for. In this manner, during or after the research there will be no violation of the 

participant‟s ethical rights.   

 

3.13 Conceptual framework and measurement of variables.  

Figure 2 shows the conceptual framework used in this study, variables of which were derived 

from the theoretical framework explained in the literature review. The main outcome variable 

is the last mode of delivery of each respondent. Main components that consist the 

independent variables were the socio demographic characteristics, Individual factors, medical 

factors and non-medical factors that may influence the mode of delivery type. Each non-

medical factor was categorized under hospital factors, physician factors, social factors and 

health system factors.  
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Dependent Variable         Independent Variables 

        

 

 

 

 

 

       

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Individual factors: 

 Awareness of LSCS 

 Knowledge of LSCS 

 Belief of LSCS 

 Reasons for LSCS and SVD 

Non-medical health system factors: 

 Availability of health insurance 

Government health insurance 

 Private health insurance 

Mode of last delivery: 

SVD/LSCS 

Socio-demographic characteristics: 

 

 
 

Medical factors: 

 No. of pregnancy 

 Health status of baby 

 Health status of mother. 

Non-medical hospital factors: 

 Name of the hospital where LSCS 

taken 

       No. of physician available 

 Availability of NICU 

Non- medical physician factors: 

 Gender of physician 

 Second opinion from other physician  
 

Non-medical social factors: 

 Societal influences for the decision of 
SVD/LSCS 

 Person who influenced. 

 Age  

Marital Status 

 Educational status 

 Employment status 

Figure 0.2 Conceptual frameworks 
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4. CHAPTER FOUR:  DATA ANALYSIS AND RESULT 

This chapter shows the data analysis and the results of this study. Both descriptive and 

inferential statistics were used in the analysis. Descriptive statistics include frequency and 

percentage for categorical variables, mean, median, mode, minimum and maximum for 

continuous variables. The inferential statistics performed in this research include relative 

frequencies and the Pearson‟s chi square test. Two by two tables were used to present 

conditional distribution of values to identify whether the distributions of one variable were 

the same across all the levels of the other variable. If the distributions were similar across the 

different levels of the explanatory variable, then it was considered to be statistically 

independent or no relationship between the two variables. But if the conditional distributions 

of one variable are different across all levels of the other variable, then it was considered to 

be statistically dependent, which means one variable depends on the other. The strength of 

this relationship was tested using Pearson‟s chi squared test, whereby the p value was set at 

0.05.   

4.1 Descriptive statistics 

4.1.1 Socio-demographic characteristics: The socio-demographic characters included in this 

research were; age, marital status, educational level and employment status of respondents. 

The socio-demographic characteristics of the participants are presented below by the last 

mode of delivery the woman had. 

Table ‎0.1: Socio-Demographic factors of Participants. 

  

Normal 

delivery(SVD)  C-section(LSCS)   

  

Frequency 

(N=91) 
 (%) 

Frequency 

(N=65) 
 (%) P-value 

Age (in years) 

     Youth (20 - 29) 58 63.74 33 50.77 *< 0.001 

Adult (30 - 59) 33 36.26 32 49.23 
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 Table 4.1 continued. 

             

Mean age = 28.71,  Median =29,    Minimum = 20, Maximum = 41, 

Standard Deviation= 4.556 

  

 

     

  

Frequency 

(N=96) 
(%) 

Frequency 

(N=66) 
 (%)  P-value 

Marital Status: 

     Married 95 99.0 65 98.48 *<0.802 

Divorced 1 1.0 1 1.52 

 

 

   

  

  

Frequency 

(N=97) 
(%) 

Frequency 

(N=70) 
 (%)  P- value 

Education level: 

     Below grade 7 5 5.15 9 12.86 

 Below grade 10 23 23.71 22 31.43 

 O' level 42 43.30 25 35.71 *<0.028 

Higher 

secondary 14 14.43 10 14.29 

 Bachelor degree 

and above 13 13.40 4 5.71 

 

  

Frequency 

(N=97) 
 (%) 

Frequency 

(N=70) 
 (%)  P-value 

Employment 

Status 

     Employed 36 37.11 22 31.43 *<0.317 

Unemployed 61 62.89 48 68.57 

  

Table 4.1 shows the distribution of age, marital status, educational level and employment 

status of the women. Majority of the respondents were young (20-29) in both strata (63.74 %( 

58) women who had SVD, and 50.77 %( 33) women who had LSCS). In adult age group (30-

59), 36.26% (33) had SVD and 49.23 %( 32) had LSCS. The mean, median, minimum and 

maximum age were calculated for both strata together. The mean age was 28 years, median 

was 29, youngest woman was 20 and the oldest was 41 years. There was a significant 

difference in their age between the women who underwent SVD and LSCS (p value <0.001).  

 Almost all the respondents were married except two of them. Percentage of married women 

in the of SVD group were 99% and 98.48%for LSCS group.  



26 
 

Majority of the respondents have completed their education up to „O‟Level (43.30 %( 42) 

women who had SVD and 35.71 %( 25) women who had LSCS).  The number of Bachelor 

degree holders were higher (13.40%) among the women who underwent SVD compared to 

5.71% among the LSCS group and differences in educational level across the two groups of 

women were significant (p value=0.03). 

Most of the participants were unemployed in both the strata. Unemployment rate among 

women who had SVD was 62.89% (61), and 68.57% (48) among women who had LSCS. 

Employed women who had SVD were 37.11% (36) and had LSCS were 31.43% (22).  

Table ‎0.2: Reasons for the mode of delivery (individual factors) 

  
Normal delivery 

(SVD) 
C-section (LSCS) 

  
Frequency 

(N=96) 
% 

Frequency 

(N=70) 
% 

Reasons for undergoing a normal 

delivery 
        

It is a natural process and unnecessary 

for caesarean section        
81 88.04     

Want to experience the process of birth 19 20.65     

The baby born by natural process is 

much smarter           
7 7.61     

The baby born by natural process is 

healthier 
8 8.70     

The mother will suffer fewer risks                       26 28.26     

The natural birth is cheap 2 2.17     

The mother will recover much fast                30 32.61     

No scar on abdomen  10 10.87     

Beneficial for breastfeeding                  21 22.83     

      
Frequency 

(N=54) 
 (%) 

Reasons for undergoing a C-Section         

afraid of the pain from the natural birth 

process 
    3 5.56 

Lack confidence and be worry about 

the natural birth process  
    2 3.70 

Can choose the birth date                   5 9.26 

The baby will suffer fewer risks                34 62.96 

 

 
    18 33.33 
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Table 4.2 continued. 

 

The mother will suffer less  risks           

Have been experienced caesarean birth                       22 40.74 

Abnormality was found during the 

prenatal examination 
    2 3.70 

    
Frequency 

(N=35)  
% 

Reasons for  the first C-Section     
 

  

Size of the baby     12 34.29 

Baby was in breech presentation     11 31.43 

Risk to mother     7 20.00 

Umbilical code around the neck     6 17.14 

Cephalo-Pelvic disproportion     5 14.29 

*The results are from multiple answers; hence it would not add up to 100% 

The table 4.2 shows frequency and the percentages of reasons for the chosen mode of 

delivery among participants. The three most noted reasons to go for an SVD were that “It is a 

natural process and unnecessary for caesarean section” (88.04% (81)), “The mother will 

suffer fewer risks” (28.26% (26)) and that “The mother will recover much faster” (32.61% 

(30)).  

The three most noted reasons to go for LSCS were “The baby will suffer fewer risks” (62.96 

% (34)), “Have undergone caesarean birth before” (40.74% (22)) and “The mother will suffer 

fewer risks” (33.33 % (18)).  

 The three reasons with the highest frequencies for having a previous LSCS were “Size of the 

baby” (34.29 % (12)), “Baby was in breech presentation” (31.43% (11)) and “Risk to 

mother”( 20 % (7)).  

Table ‎0.3: Individual factors that influence the delivery type: Awareness, knowledge 

and beliefs of the woman 

  Normal delivery  C-section 

 1. Awareness among women: 

Frequency 

(N=97) 
(%) 

Frequency 

(N=70) 
(%) 

1.1 Awareness on the indications of LSCS          

Yes 64 65.98 63 90.00 
Continued  

 33 34.02 7 10.00 
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Table 4.3 continued 

No 

     

  

Frequency 

(N=95) 
(%) 

Frequency 

(N=69) 
 (%) 

1.2 Awareness on risk factors of LSCS         

Yes 48 50.53 39 56.52 

No 31 32.63 24 34.78 

Don't know 16 16.84 6 8.70 

2. Knowledge of LSCS among women:  

Frequency 

(N=62) 
(%) 

Frequency 

(N=60) 
 (%) 

2.1 knowledge of  the indications of 

LSCS:         
Breach presentation 62 100.00 56 93.33 
Mother is having fever 6 9.68 6 10.00 
Cephalo pelvic disproportion 58 93.55 56 93.33 
Cord around the neck (baby) 57 91.94 54 90.00 
Mother is a thalassemia carrier 2 3.23 1 1.67 

 
    

  

Frequency 

(N=93) 
 (%) 

Frequency 

(N=69) 
(%) 

2.2 Knowledge of the need for blood 

transfusion during/after a LSCS:         

Yes 78 83.87 62 89.86 

No 15 16.13 6 8.70 

Don't know 0 0.00 1 1.45 

          

  

Frequency 

(N=95) 
 (%) 

Frequency 

(N=69) 
(%) 

2.3 Knowledge of the procedure of LSCS:          

Yes 20 21.05 52 75.36 

No 75 78.95 17 24.64 

          

  

Frequency 

(N=62) 
 (%) 

Frequency 

(N=50) 
(%) 

2.4 Knowledge of complications of C-

Section:         

Complications to the baby due to the 

infections occur during the C-section 30 48.39 22 44.00 

Hypertension and obesity  26 41.94 16 32.00 
Injuries to internal organs due to C-

Section 34 54.84 34 68.00 

Having Asthma after C-section 2 3.23 5 10.00 

Postpartum death of baby 2 3.23 3 6.00 

Hysterectomy due to excessive bleeding 28 45.16 33 66.00 
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Table 4.3 continued 

3. Beliefs and attitude  towards delivery 

Frequency 

(N=97) 
 (%) 

Frequency 

(N=69) 
 (%) 

3.1 Belief that SVD is safer than LSCS:         

Yes 86 88.66 47 68.12 

No 10 10.31 22 31.88 

Don't know 1 1.03 0 0.00 

          

  

Frequency 

(N=97) 
 (%) 

Frequency 

(N=69) 
 (%) 

3.2 Belief that SVD is painless than 

LSCS:         

Strongly agree 32 32.99 21 30.43 

Agree 39 40.21 26 37.68 

Disagree 8 8.25 13 18.84 

Strongly disagree 2 2.06 4 5.80 

Neither agree nor disagree 16 16.49 5 7.25 
  

Table 4.3 shows the frequency and the percentages of individual factors that influence the 

mode of delivery among participants. 

Awareness:  The majority of the respondents were aware of the indications of the LSCS. 

Awareness of the indication of LSCS among women who had SVD was 65.98(64) while a 

higher percentage 90% (63) of women who had LSCS had the awareness.  

Among the participants who had SVD, 50.53% (48) assumed that there were risk factors of 

LSCS and 32.63% (31) thought that there were no risk factors while 16.64% (16) answered 

that they do not know. Among participants who had LSCS, 56.52% (39) said that there were 

risk factors of LSCS while  34.78% (24) claimed that there were no risk factors and 8.70% 

(6) answered that they do not know. 

Knowledge: The three most noted indications of LSCS were “breach presentation” “cephalo 

pelvic disproportion” and “umbilical cord around the neck” in both the strata. 100% (62) of 

women who had SVD, and 93.33% (56) of women who had LSCS, highlighted “breach 

presentation” as an indication of LSCS. 93% of women in both groups noted “cephalo pelvic 
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disproportion” as an indication of LSCS. 91.94 % and 90 % in SVD and LSCS groups 

respectively answered that “umbilical cord around the neck” was an indication for LSCS. 

Majority of respondents knew that blood transfusion is needed during or after the LSCS in 

both the strata (LSCS: 89.86%, SVD: 83.87%) 

75.36% (52) who had undergone LSCS had the  knowledge of how the procedure of LSCS 

take place  while a higher percentage of people who had SVD, 78.95% (75) did not know the 

procedure of LSCS. 

In both groups of women, the three complications arising from LSCS with the highest 

frequency were “Complications to the baby due to the infections occur during the C-section” 

(SVD: 48.39%, LSCS: 44%), “Injuries to internal organs due to C-Section” (SVD: 54.84%, 

LSCS: 68 %) and “Hysterectomy due to excessive bleeding” (SVD: 45.16 %, LSCS: 66 %).  

Beliefs: The majority of the respondents believed SVD is safer than LSCS (SVD: 88.66%, 

LSCS: 68.12%).Majority of the women in both groups agreed that SVD is painless than 

LSCS (40.21 % (39) of women who had SVD and 37.68% (26) of women who had LSCS). 

Women who least agreed that SVD is safer than LSCS were slightly different between the 

two groups (SVD: 2.06% (2) and LSCS 5.80 % (4)). Fear of labour pain had a higher 

frequency among the SVD group (51.55% (50)) compared to LSCS group (33.33%). 

Table ‎0.4: Medical factors that influence the type of delivery. 

  

Normal delivery 

(SVD) C-section (LSCS) 

  
Frequency 

(N=96) 
 (%) 

Frequency 

(N=70) 
 (%) 

Number of 

pregnancies         

One 38 39.58 14 20.00 

Two 25 26.04 25 35.71 

Three 21 21.88 18 25.71 

Four or more 12 12.50 13 18.57 
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Table 4.4 continued 

 
Frequency 

(N=97) 

(%) Frequency  

(N=70) 

 (%) 

Weight of last baby 

at delivery:         

Less than 1.5 kg 2 2.06 4 5.71 

Between 2 to 3 Kg 51 52.58 25 35.71 

More than 3 kg 44 45.36 41 58.57 

  
Frequency 

(N=95) 
(%) 

Frequency 

(N=70) 
(%) 

Health status of last 

baby:         

Healthy 12 12.63 8 11.43 

Not healthy 83 87.37 62 88.57 

          

  
Frequency 

(N=96) 
 (%) 

Frequency 

(N=70) 
 (%) 

Health status Of 

Mother:         

Very good 25 26.04 3 4.29 

Good 55 57.29 40 57.14 

About normal 14 14.58 23 32.86 

Bad 0 0.00 1 1.43 

Very bad 2 2.08 3 4.29 

  
Frequency 

(N=97) 
(%) 

Frequency 

(N=70) 
 (%) 

Existence of any 

chronic disease in 

mother         

Yes 5 5.15 12 17.14 

No 92 94.85 58 82.86 

 

Table 4.4, illustrates the results of medical factors that influence the delivery type by 

frequency and percentages. Most women who had SVD had one previous pregnancy (39.58% 

(38)), whereas most women who had LSCS had two previous pregnancies (35.71% (25)).  

Weight of the baby of last pregnancy was the second medical factor. Most of the participants 

who had SVD, had delivered babies with a weight in the range of 2 to 3 kg, (52.58% (51)) 

whereas the weight of babies delivered by most women who had LSCS, was in the range of 

more than 3 kg, 58.57% (41). The frequency of low birth weight which was less than 1.5kg in 

both the strata were very low in both the groups; (SVD; 2.06% (2) and LSCS; 5.71% (4)). 

 Next medical factor was heath status of the baby. Most of the respondents answered that 

their babies did not have any medical problem; LSCS, 88.57% (62), SVD, 87.37% (83).  
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Results of health status of the mother showed that a majority of women in both groups agreed 

that their health is good (SVD 57.29% (55) and LSCS 57.14% (40)).  

The last medical factor was whether the mother suffered any chronic disease during her last 

pregnancy. Among all the respondents most of them, 94.85% (92) of SVD mothers and 

82.86% (58) of LSCS mothers did not have any chronic disease.  

Table ‎0.5: Non-medical factors that influence the type of delivery: Hospital, physician, 

social and health system related factors 

Hospital factors: 

  
 

C-section (LSCS) 

  
    

Frequency 

(N=64) 
 (%) 

Estimated number of  

gynecologists at the hospital 

where delivery took place         

One     1 1.56 

Two     2 3.13 

Three     2 3.13 

Four     3 4.69 

More than five     42 65.63 

Don't know     14 21.88 

  
    

Frequency 

(N=66) 
 (%) 

Presence of a NICU at the 

hospital of LSCS         

Yes     63 95.45 

No     2 3.03 

Don't know     1 1.52 

  
    

Frequency 

(N=66) 
 (%) 

Hospital stay after C-Section:         

One to two days     4 6.06 

Three to four days     50 75.76 

Five to six days     8 12.12 

More than 6 days 

Table 4.1.5 continued. 

Physician factors:      4 6.06 

  
    

Frequency 

(N=68) 
(%) 

Gender of  doctor who advised 

for C-Section         

Male     54 79.41 

Female     14 20.59 
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Table 4.5 illustrates the result of non-medical factors by frequency and percentages. Among 

non- medical factors, firstly the results of hospital factors shows, all the respondents 100% 

(70) had their LSCS in IGM hospital. The majority of respondents 65.63% (42) estimated 

that more than five gynaecologists were working in IGMH.  95.45% (63) answered that there 

was NICU in the hospital and 1.52% (1) answered had no idea of availability of NICU. 

Table 4.5 continued                           

 

  
Frequency 

(N=70) 
(%) 

Second opinion from another 

physician for LSCS:         

Yes     36 51.43 

No     34 48.57 

 

Social factors:  

                                                 Normal delivery (SVD)       C-section (LSCS)  

  

Frequency 

(N=97) 
(%) 

Frequency 

(N=70) 
(%) 

Society’s‎influence‎on‎mode‎of‎

delivery         

Yes 12 12.37 7 10.00 

No 85 87.63 63 90.00 

 

Health system factors : 

  
    

Frequency 

(N=70) 

Percent 

(%) 

Government subsidy for C-

Section         

Yes     70 100.00 

  
Frequency 

(N=93) 

Percent 

(%) 

Frequency 

(N=70) 

Percent 

(%) 

Presence of health insurance         

Yes 75 80.65 53 75.71 

No 18 19.35 17 24.29 

  

Frequency 

(N=74) 

Percent 

(%) 

Frequency 

(N=54) 

Percent 

(%) 

type of health insurance :         

Private party 4 5.41 3 5.56 
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Majority (75.76 %( 50)) stated that the duration of hospital stay after the LSCS was three to 

four days.  

Secondly, results of physician factors indicate, that a male gynaecologist advised for LSCS 

for the majority   of participants (79.41% (54)). Among the respondents, 51.43 % (36) had 

acquired a second opinion from another physician.  

Next is a non-medical social factor. Most of the women who had LSCS 90% (63) and SVD 

87.63% (85) replied that no one influenced them in their decision to choose the type of 

delivery.  

Lastly, non- medical health system factors show that 100% (70) of the participants received 

government health insurance for their LSCS.  Majority of the respondents, 80.65% (75) of 

SVD women and 75.71% (53) of LSCS women were covered by a health insurance package. 

Among those who were not covered, the percentage was higher among women who had 

LSCS (24.29%) compared to SVD (19.35). Only 5.41% of SVD women and 5.56% (3) of 

LSCS women had private health insurance.     

4.2 Inferential statistics 

Contingency tables were created for all explanatory variables with the response variable and 

Pearson‟s chi squared test was conducted to see the strength of the relationship between each 

combination. A statistically significant relationship was found between mode of delivery and 

three medical factors and one non-medical factor as described below: 

- Medical factor: number of pregnancies 

- Medical factor: health status of the mother 

-Medical factor: presence of a chronic disease of the mother  

- Non medical factor: knowledge of indications of C-Section 
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Table 4.6: Association between number of pregnancies and delivery mode 

 

Table (4.6) shows the relation between number of pregnancies and mode of their last 

delivery. The result shows that there is a significant relationship between mode of last 

delivery and number of pregnancies. The P-value was 0.05, which is significant at P<0.05. 

Among women who had under gone one pregnancy, the relative frequency of having a 

normal delivery was comparatively higher (73.1%) compared to having C-Section (26.9%). 

However among women who had four pregnancies in the past, C-Section were more common 

(52%). 

Table 4.7: Association between health status of the mother and her delivery mode 

 

Table (4.7) shows the relationship between health status of the women and mode of their last 

delivery of them. The result clearly shows that there was a highly significant relationship 

between mode of last delivery and the health status of the mother. The P-value was 0.00006, 

which is significant at P<0.05. Among women who had very good health status, relative 

Relative frequencies of 

medical factors and 

mode of delivery by 

cross tabulations: 

Number of 

pregnancies 

Mode of last delivery 

Total % 

P- value 

Normal 

delivery(SVD) 

C-

Section(LSCS)  

N (%) N (%) N (%) 

Once 38 (73.1) 14 (26.9) 52 (100) 

*0.05 
Twice 25 (50) 25 (50) 50 (100) 

Three times 21 (53.8) 18 (46.2) 39 (100) 

Four and more 12 (48) 13 (52) 25 (100) 
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frequency of having normal delivery (89.3%) was higher compared to the mothers who had a 

very bad health status where only 40% said they had a normal delivery. Among the women 

who had a very bad health status, the relative frequency of having LSCS was 60% compared 

to women who had a very good health status whereby only 10.7% had LSCS. 

Table ‎0.8: Association between presence of a chronic disease of the mother and her 

delivery mode 

Presence of chronic 

disease 

Mode of last delivery 
Total % 

P value 
Normal 

delivery(SVD) 

C-Section(LSCS) 

N (%) N (%) N (%) 

Yes 5(29.4) 12(70.6) 17(100) 
*0.02 

No 91(61.1) 58(38.9) 149(100) 

 

Table (4.8) illustrates associations between the mode of last delivery of the mother and 

presence of chronic disease. The result shows that there was a significant relationship 

between mode of last delivery and the presence of chronic disease in the mother. The p-value 

was 0.02, which is significant at P<0.05. A relatively higher percentage of women who had a 

chronic disease have undergone LSCS (70%) while a higher percentage of women who did 

not have a chronic disease have under gone SVD (61.1%). 

Relative frequencies of non-medical individual factors and mode of delivery by cross 

tabulations. 

Table ‎0.9: Association between knowledge of indications of C-Section and delivery 

mode 

Knowledge of indications 

of C-Section  

Mode of last delivery 

Total % 
P value 

  Normal 

delivery 
C-Section 

  N (%) N (%) N (%) 

  Yes 63(50) 63(50) 126(100) 
*0.0005 

  No 33(82.5) 7(17.5) 40(100) 

  

       Table (4.9) shows the relationship between women‟s knowledge of C-Section and mode of 

their last delivery of them. The result indicates that there was extremely significant 
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relationship between women‟s knowledge and their mode of last delivery with a p-value of 

0.0005. Among women who had the knowledge of indications of C-Section there was no 

difference in their preference of delivery mode. However the women who do not have the 

knowledge of indications of C-Section (82.5%) had preferred normal delivery. 

Table ‎0.10: Association between knowledge of LSCS procedure and delivery mode 

Knowledge of  

C-Section procedure 

Mode of last delivery 

Total % 
P value 

  Normal 

delivery 
C-Section 

  N (%) N (%) N (%) 

  Yes 20(27.8) 52(72.2) 72(100) 
*<0.001 

  No 74(81.3) 17(18.7) 91(100) 

   

Table (4.10) demonstrates the association between women‟s knowledge of C-Section 

procedure and mode of their last delivery. The result indicates that the relationship between 

knowledge of C-Section procedure and delivery mode was highly significant with a p-value 

of <0.001. It is evident that a higher percentage of mothers who had knowledge of C-Section 

procedure have preferred to undergo C-section(72%), while a higher proportion of mothers 

who did not have the knowledge of C-Section procedure preferred to go for normal 

delivery(81%).  
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5. CHAPTER (FIVE): DISCUSSION 

 

5.1 Introduction 

This chapter provides explanations from existing literature on the findings of this study 

derived from data that were collected from outpatients and inpatients of the postnatal clinic of 

the main tertiary hospital in Maldives. 97 women who had SVD and 70 women who had 

LSCS provided the data for this study which showed that there were individual, medical and 

non-medical factors that influenced the choice of delivery type that a woman prefers. 

Individual factors such as awareness of the risk factors and indications of LSCS and 

knowledge of how an LSCS procedure take place were found to be different between the two 

groups of women. Medical factors such as the number of pregnancies and the weight of the 

baby were influential factors. Non-medical factors such as society‟s influence on the mode of 

delivery and availability of health financing for delivery were similar between the two groups 

of women.  This study also found significant association between mode of delivery and 

knowledge of the procedures of LSCS, knowledge of the indications for LSCS, health status 

of the mother, presence of a chronic disease in the mother and the number of pregnancies.  

5. 2 Discussion of major findings of the study. 

The average age of women in this study was 28years old and majority were married, 

unemployed and had an education up to O‟Level. This study shows more women who 

underwent LSCS were in the older age group and women with higher level of education more 

respondents were in SVD group, and also more employed women were in SVD group. 

Similarly, a study done in china shows a preference for C-section was associated with 

advanced maternal age and women with higher level of education were found to prefer to 
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have SVD   (Loke, Davies, & Li, Factors influencing the decision that women make on their 

mode of delivery: the Health Belief Model, 2015).  A study done in Taiwan reported that 

unemployed women were more likely to have C-section than employed women (Hsu, Liao, & 

Hwang, 2008) which were in contrast with the findings of this study.  Whereas a study 

conducted in Iran, unemployed women had higher score on attitudes towards SVD (Aali & 

Motamedi, 2005). Another research conducted in Iran show that mothers with higher level of 

education were more likely to have LSCS (Maharlouei, et al., 2013). Hence it can be said that 

the mode of delivery and the demographic characteristics of the woman depends very much 

on the country context.  

In this study the reason noted by most participants for having an SVD was because it was the 

natural process, and for having an LSCS was because they thought that the baby will suffer 

fewer risks. These findings were similar to findings from another study which showed that 

vaginal delivery is viewed as a natural phenomenon, as no interferences are required (RT, 

PA, JH, & D., What influences a woman to choose vaginal birth after cesarean?, 2002). The 

same study explained that, C-section has currently become a way of avoiding labor pain and 

many people believe that C-section delivery is less painful, safer, and healthier than vaginal 

delivery. Contrasting findings were seen in a research conducted in Iran which showed that 

60% of women prefer to have C-section to avoid labor pain or to control the exact time of 

childbirth (Torkan, Lamyian, Kazemnejad, & Montazeri, 2009). A retrospective study that 

was done between 2008 and 2013 showed that previous cesarean birth and multiple 

pregnancies as major contributing reasons for the growing trend of LSCS in the world 

(Gjonej, et al., 2015). Individual factors that influenced the mode of delivery identified in this 

study which were different between SVD and LSCS group were awareness of the risk factors 

and indications of LSCS and knowledge of how an LSCS procedure take place. A higher 

proportion of women who underwent LSCS had awareness and the knowledge compared to 
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the SVD group. In this study majority of the respondents in both the groups SVD and LSCS, 

believed SVD is safer and painless than LSCS. A research conducted in Turkey showed 

contrasting results where respondents had a common belief that LSCS is painless, safer, and 

healthier than vaginal delivery (Tatara, Günalpb, Somunoğlua, & Demirolb, 2000). On the 

other hand another study shows, due to positive outcome for both mother and baby, 

generally, they believed that vaginal delivery was less risky than C-section (RT, PA, JH, & 

D, What influences a woman to choose vaginal birth after cesarean?, 2002). A research 

conducted in North Iran, showed that sometimes mothers who did not have sufficient 

information about the mode of delivery or the procedure, decline to undergo C-section even 

when this procedure is important for prevention of maternal and fetal risk (Zakerihamidi, 

Roudsari, & Khoei, 2015).Results highlight the importance of providing the appropriate 

knowledge and awareness about the modes of delivery to women during pregnancy. 

This study shows, among medical factors that influenced the type of delivery, the number of 

pregnancies and the weight of the baby were influential factors whereby most mothers who 

had SVD had one pregnancy whereas the LSCS group had more than one pregnancy. Weight 

of the baby was more than 3kg for most of the LSCS women whereas the SVD group had 

lower than 3kg. On the contrary, research conducted in 2013-2014 in Isfahan, Iran, shows 

birth weight of baby from normal delivery were higher than C-section (Ghahiri & Khosravi, 

2015). A study that measured the changed indications for caesarean sections using obstetric 

hospital records from 1992 to 2005 showed that in 1992, the indications for an elective 

caesarean were a pathological foetal lie or a uterine factor while in 2005 the dominant 

indications for an elective caesarean were more psychological such as maternal fear of 

childbirth (Stjernholm, Petersson, & Eneroth, 2010). This study found a highly significant 

relationship between the mode of delivery and knowledge of the procedures of LSCS, 

knowledge of the indications for LSCS, health status of the mother, presence of a chronic 
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disease in the mother and the number of pregnancies.  A similar result was seen in a research 

conducted in Canada, where patients with perianal crohn‟s disease were also significantly 

more likely to have LSCS (Ilnyckyj, Blanchard, Rawsthorne, & Bernstein, 1999). A study of 

Australian women showed that women who preferred a caesarean section were generally 

poorly informed of the risks of the procedure ( (Gamble & Creedy, 2001) which was different 

from this study finding. More determinants were identified by researchers from USA (Yang, 

Mello, S.V.Subramanian, & Studdert, 2009), Brazil (Béhague, Victora, & Barros, 2002) and 

the island of La Reunion (Barau, et al., 2006) that were associated with mode of delivery. 

They have noted significant relationships between mode of delivery and pre pregnancy BMI 

level, where the leanest mothers had the highest rate of vaginal delivery and with malpractice 

premiums which were positively associated with caesareans but negatively associated with 

vaginal deliveries. Brazilian women showed that social power and the woman‟s behaviour 

towards seeking medical health care were significantly associated with the type of delivery 

(Dominique P Béhague etal, 2002).  

5.3 Limitation of the research 

Due to the limited time frame for this research (3 months), a quantitative approach was 

applied. However, a qualitative component could have acquired in depth knowledge about the 

factors that affect the choice of delivery method.  

In addition, all the factors that influence were not assessed in this research. There will be 

many other factors which might influence the rate of C-section if a more in depth literature 

review is conducted.  

Data was collected from women who recently (delivered only within last two months) 

delivered in IGMH, but the sample was calculated according to the total number of deliveries 

had taken in 2015. It is imposable to collect data from all women who delivered in 2015. 
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5.4 Conclusion  

This study identified individual factors, medical factors and non-medical factors that 

influenced the type of delivery mode a woman chooses. 

Individual factors that were most influential include awareness of the risk factors and 

indications of LSCS and knowledge of how an LSCS procedure take place which were found 

to be different between the two groups of women. Medical factors such as the number of 

pregnancies and the weight of the baby were influential factors. Non-medical factors such as 

society‟s influence on the mode of delivery and availability of health financing for delivery 

were similar between the two groups of women.  This study also highlighted a statistically 

significant association between the mode of delivery and knowledge of the procedures of 

LSCS, knowledge of the indications for LSCS, health status of the mother, presence of a 

chronic disease in the mother and the number of pregnancies. 
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6. CHAPTER SIX: RECOMMENDATION 

RECOMMENDATION 

This research focused only one hospital of Male‟ and hence future research should target 

women from all hospitals of Maldives which will make it more representative and reliable. 

Though the sample taken was 50% of actual sample, the result shows the association between 

factors and mode of the delivery. It has identified the need to provide knowledge and 

awareness to women on the different types of delivery method. As mentioned earlier, this is 

the first research done on this subject, IGMH which is the main tertiary hospital and other 

government or private providers can use this research as a baseline research to explore more 

factors that influence increasing C-sections in Maldives. Using this research the Ministry of 

Health can focus on ways to reduce the rate of C-sections to fit to the WHO recommended 

proportion of C-sections in a country.  Also this research can be generalised to hospitals in 

settings similar to IGMH. 

  



44 
 

Bibliography 

1. Aali, B., & Motamedi, B. (2005). Women’s knowledge and attitude towards modes of 

delivery in Kerman, Islamic Republic of Iran. Eastern Mediterranean Health Journal, 668. 

2. Affal. (2012). ADK hospital. Retrieved 2015, from www.adkhospital.mv: 

http://www.adkhospital.mv/en/page/teamtalk/births—a-basic-comparison 

3. Barau, G., Robillard, P.-Y., Hulsey, T., Dedecker, F., Laffite, A., Gerardin, P., & Kauffmann, E. 

(2006). Linear association between maternal pre-pregnancy body mass index and risk of 

caesarean section in term deliveries. Obstetrics & Gyaecology, 1173- 1177. 

4. Becher, L., & Stokke, S. (3013). INDICATIONS FOR CESAREAN SECTION IN ST. JOSEPH 

MEDICAL MEDICAL. Retrieved November 12, 2016, from www.duo.uio.no: 

https://www.duo.uio.no/bitstream/handle/10852/35663/Prosjektoppgave_medisin.pdf?seq

uence=2 

5. Béhague, D. P., Victora, C. G., & Barros, F. C. (2002). Consumer demand for caesarean 

sections in Brazil: informed decision making, patient choice, or social inequality? A 

population based birth cohort study linking ethnographic and epidemiological methods. 

thebmj. 

6. Cara Birnbaum, H. (2009, November 11). What doctors don't tell you about C-sections. 

Retrieved November 12, 2016, from edition.cnn.com: 

http://edition.cnn.com/2009/HEALTH/11/11/caesarean.section.risks/ 

7. Davari, M., Maracy, M., Ghorashi, Z., & Mokhtari, M. (2014). The Relationship Between 

Socioeconomic Status and the Prevalence of Elective Cesarean Section in Nulliparous 

Women in Niknafs Teaching Centre in Rafsanjan, Iran. Women's Health Bulletin. 

8. E, P., P, M., & G, V. (2009). 'I wanted desperately to have a natural birth': mothers' insights 

on vaginal birth after Caesarean (VBAC). Contemp Nurse, 77-84. 

9. El, S. (2015). Risks of a Cesarean Procedure. Retrieved from americanpregnancy.org: 

http://americanpregnancy.org/labor-and-birth/cesarean-risks/ 

10. Essex, H., Green, J., Baston, H., & Pickett, K. (2013). Which women are at an increased risk of 

a caesarean section or an instrumental vaginal birth in the UK: an exploration within the 

Millennium Cohort Study. BJOG: An International Journal of Obstetrics & Gynaecology, 732-

743. 

11. Feng, X. L., Xu, L., Guo, Y., & Ronsmans, C. (2011, October 06). Factors influencing rising 

caesarean section rates in China between 1988 and 2008. Retrieved November 12, 2016, 

from www.who.int: http://www.who.int/bulletin/volumes/90/1/11-090399/en/ 

12. Gama, S. G., Viellas, E. F., Schilithz, A. O., Filha, M. M., Carvalho, M. L., Gomes, K. R., . . . Leal, 

M. d. (2014). Factors associated with caesarean section among primiparous adolescents in 

Brazil, 2011-2012. Cadernos de Saúde Pública. 



45 
 

13. Gamble, J. A., & Creedy, D. K. (2001). Women's Preference for a Cesarean Section: Incidence 

and Associated Factors. Birth, 101-110. 

14. Ghahiri, A., & Khosravi, M. (2015, September 28). Maternal and neonatal morbidity and 

mortality rate in caesarean section and vaginal delivery. Adv Biomed Res, v.4;2015. 

15. Gjonej, R., Poloska, A., Keta, M., Delija, Z., Zybera, F., Bezhani, V., & Smakaj, E. (2015). The 

reasons of rising trend of cesarean section rate year after year. A retrospective study. 

academic journal, 9-15. 

16. Health, M. O. (2013). THE MALDIVES HEALTH STATISTICS 2013. Male': Ministry Of Health, 

Male' Republic of Maldives. 

17. Health, M. O. (2016). Maldives Health Profile. Male': Minisrty Of Health Male' Republic Of 

Maldives. 

18. Hospital Episode Statistics Analysis,Health and Social Care Information Centre. (2014-2015, 

November 15). Hospital Episode Statistics. Retrieved Novembe 12, 2016, from digital.nhs.uk: 

http://content.digital.nhs.uk/catalogue/PUB19127/nhs-mate-eng-2014-15-summ-repo-

rep.pdf 

19. Hsu, K.-H., Liao, P.-J., & Hwang, C.-J. (2008, January). Factors affecting Taiwanese women's 

choice of cesarean section. Social Science & Medicine, 66, 201-209. 

20. IGMH/LABOUR ROOM. (2016). BIRTH CENSUS 215. Department of Gynocology. Male': IGMH. 

21. Ilnyckyj, A., Blanchard, J. F., Rawsthorne, P., & Bernstein, C. N. (1999). Perianal Crohn's 

disease and pregnancy: role of the mode of delivery. American Journal of Gastroenterology, 

3274–3278. 

22. J, V., G, C., N, Z., A, D., D, W., A, F., . . . A, A. (2007). Maternal and neonatal individual risks 

and benefits associated with caesarean delivery: multicentre prospective study. BMJ. 

23. J, Z., Y, L., S, M., J, Z., W, S., & Z, L. (2008). Cesarean delivery on maternal request in 

southeast China. Obstet Gynecol. 

24. J, Z., Y, L., S, M., W, S., & Z, L. (2008). Cesarean delivery on maternal request in southeast 

China. Obstet Gynecol.  

25. KH, H., PJ, L., & CJ, H. (2008, January). Factors affecting Taiwanese women's choice of 

cesarean section. Retrieved November 11, 2016, from www.popline.org: 

http://www.popline.org/node/197228 

26. Levin, K. A. (2006). Study design III: Cross-sectional studies. Evidence Based Dentistry, 24-25. 

Retrieved November 3, 2016, from www.nature.com: 

http://www.nature.com/ebd/journal/v7/n1/full/6400375a.html 

27. Loke, A. Y., Davies, L., & Li, S.-f. (2015). Factors influencing the decision that women make on 

their mode of delivery: the Health Belief Model. BMC Health Serv Res, v.15. 



46 
 

28. Loke, A. Y., Davies, L., & Li, S.-f. (2015, July 20). Factors influencing the decision that women 

make on their mode of delivery: the Health Belief Model. BMC Health Serv Res. 

29. Loke, A. Y., Davies, L., & Li, S.-f. (2015). Factors influencing the decision that women make on 

their mode of delivery: the Health Belief Model. BMC Health Serv Res. 

30. Maharlouei, N., Rezaianzadeh, A., Hesami, E., Moradi, F., Mazloomi, E., Joulaei, H., . . . 

Lankarani, K. B. (2013, November 18). The preference of Iranian women to have normal 

vaginal or cesarean deliveries. J Res Med Sci, 943-950. 

31. Mungrue, K., Nixon, C., David, Y., Dookwah, D., Durga, S., Greene, K., & Mohammed, H. 

(2010). Trinidadian women’s knowledge, perceptions, and preferences regarding cesarean 

section: How do they make choices? Int J Womens Health, 387-391. 

32. Murphy, D. J., & Fahey, T. (2013). A retrospective cohort study of mode of delivery among 

public and private patients in an integrated maternity hospital setting. Obstetrics and 

gynaecology. 

33. NK, J., & MH., B. (1984). The Health Belief Model: a decade later. Health Educ Q., 1-47. 

34. Raosoft. (2011). Sample size calculator. Retrieved November 12, 2016, from raosoft.com: 

http://www.raosoft.com/samplesize.html 

35. RT, R., PA, D., JH, B., & D, S. (2002, Novemb- December). What influences a woman to 

choose vaginal birth after cesarean? J Obstet Gynecol Neonatal Nurs. 

36. RT, R., PA, D., JH, B., & D., S. (2002, November). What influences a woman to choose vaginal 

birth after cesarean? J Obstet Gynecol Neonatal Nurs. 

37. S, F., XK, C., D, L., J, K., J, H., & K, L. (2011). Babies admitted to NICU/ICU: province of birth 

and mode of delivery matter. Healthc Q, 16-20. 

38. Shorten, A. (2007). Maternal and neonatal effects of caesarean section. BMJ, 2,7. 

39. Stjernholm, Y. V., Petersson, K., & Eneroth, E. (2010). Changed indications for cesarean 

sections. Obstetrics & Gynaecology, 49-53. 

40. Tatara, M., Günalpb, S., Somunoğlua, S., & Demirolb, A. (2000). Women’s perceptions of 

caesarean section: reflections from a Turkish teaching hospital. Social Science & Medicine, 

1227-1233. 

41. Tebeu, P. M., Mboudou, Halle, G., Kongnyuy, E., Nkwabong, E., & Fomulu, J. N. (2011). Risk 

Factors of Delivery by Caesarean Section in Cameroon (2003-2004): A Regional Hospital 

Report. ISRN Obstetrics and Gynecology. 

42. Torkan, B., Lamyian, S. P., Kazemnejad, A., & Montazeri, A. (2009, Janury 30). Postnatal 

quality of life in women after normal vaginal delivery and caesarean section. PMC. 

43. Torloni, M. R., Betrán, A. P., Montilla, P., Scolaro, E., Seuc, A., Mazzoni, A., . . . Merialdi, M. 

(2013). Do Italian women prefer cesarean section? Results from a survey on mode of 

delivery preferences. BMC Pregnancy and Childbirth. 



47 
 

44. Upadhyay, P., Liabsuetrakul, T., Shrestha, A. B., & Pradhan, N. (2014). nfluence of family 

members on utilization of maternal health care services among teen and adult pregnant 

women in Kathmandu, Nepal: a cross sectional study. Reprod Health. 

45. WHO. (2015). WHO Statement on Caesarean Section Rates. Geneva: World Health 

Organization. 

46. Yang, Y. T., Mello, M. M., S.V.Subramanian, & Studdert, D. M. (2009). Relationship Between 

Malpractice Litigation Pressure and Rates of Cesarean Section and Vaginal Birth After 

Cesarean Section. HHS Author Manuscripts, 23-242. 

47. Zakerihamidi, M., Roudsari, R. L., & Khoei, E. M. (2015, January). Vaginal Delivery vs. 

Cesarean Section: A Focused Ethnographic Study of Women’s Perceptions in The North of 

Iran. Int J Community Based Nurs Midwifery. 

 

 

 

 

 

  



48 
 

 

APPENDICES 

 

 APPENDIX 1: Informed consent form (English) 

Factors influencing the increasing rate of caesarean section in public tertiary hospital 

IGMH‎in‎Male’,‎republic‎of‎Maldives. 

My name is Madheeha Ahmed from Maldives National University, Faculty of Health 

Sciences, doing bachelor of Primary Health care. This research is a part of my course 

identifying the Factors influencing the increasing rate of caesarean section in public tertiary 

hospital IGMH in Male. 

Your participation in this survey will support me in identifying and understanding factors 

related to increasing C-Section. The data collected from participants will be used only for 

research purposes and all the answers you gave will be kept strictly confidential. The results 

of this study will be presented as numerical form and individual participants will not be 

identified in presentations and publications.  

Your participation in this survey is autonomous. Also participant has rights to withdraw 

his/her participation at any time during the research. Furthermore, participating in this 

research does not cause any harm to the respondents and there will be nothing that the 

respondents must be responsible. 

I received full information regarding this study. As well as, agree to participate in this study 

voluntarily and agree to give information for purposes of this study.  

Date: ___________________ 

Signature: _______________________ 
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APPENDIX 2: Informed consent form (Dhivehi) 

 އނިްފރޯމޑްް ކނޮސްނެޓްް ފމޯް 

 ދރިސާާ ކރުޔިށަގްނެދްާ  ފރަތާް 

ނޑު ސއަިނސްސަްގއަި ބެޗްލރަ އޮފް ޕްރއަމިރެީ  އކަީ ދވިހެިރއާޖްޭގެ ޤއަމުީ ޔނުވިާރސޓިގީެ ފކެލަޓްީ އޮފް ޙލެްތް މަދީޙާ އަޙމްަދު، އޅަުގަ

އަހރަގުެ މއާްދއާއެގްެ ގތޮުގއަި ހމިނެޭ ރސިާޗް ޕްރޖޮކެޓްް ފރުިހމަަ  ކިޔަވމަނުދްާ ދރަވިރަަކމީެވެ. މި ކހޯގުެ ފހަު  ޙެލްތް ކއެަރ

 ކރުިޔަށް ގނެދްިޔމުަށް ތިޔަބޭފޅުގާެ އއެްބާރުލުން ބނޭނުްވއެވެެ. އޅަގުަނޑގުެ ދިރސާާ ހއާސްަ ކރުވެފިއަިވނަީ  ކުރމުަށޓްކައަި، ހދަާ ދިރސާއާއެް

ސިޒޭރއިަން ހަދާފއަވިާ ފރަތާތްކައާި ދނެގެަތމުށަެވެ. އެގތޮނުް މި ދިރސާގާއަި  ހދެމުަށް ދމިވާާ ސބަަބުތއަް ނަބޔަކަު ސިޒޭރއިަން ގއަި ގިމާލޭ

އެހނެކްމަުން މިކމަަށް ތިޔަބޭފޅުގާެ ފރުިހމަަ  ންވއެވެެ.ބޭނުކރުވެިފއަވިާ ތޖަުރިބާތއަް ހމިަނަން  ގދުރުަތީ ގޮތުން ވހިފާއަި ވާ ފރަތާތްަކަށް

 .ލިބނޭކެަމަށް އުނމްދީކުރުމަެވެ އއެްބާރުލުން

 ދރިސާގާެ ބއަވިރެނިް 

ބއަވިރެވިީ ކމަގުއަި ވއިސަް ކނޮމްެ  މި ދިރސާާގއަި ބއަވިެރިވމުއާި ނވުމުގުެ ފރުހިމަަ އިހްތިޔާރު ތިޔަބޭފޅުއާށަް ލިބިގނެވްއެެވެ. މިކމަުގއަި

ފުރިހމަަ އިޙްތޔިރާު ތޔިަ ބޭފޅުއާށަް ލިބިގނެވްއެެވެ. މި ދިރސާގާެ  ވކަިވމުގުެވގަތުކަވުސެް އއެްވސެް ޝރަތުކައާިނުލއަި މި ދިރސައާިން 

ފރުިހމަަ އިޙްތޔިރާު ތބިފޭޅުއާަށް ލބިގިނެވްއެެވެ. އދަި ހމަަ އހެނެމްެ، މޅުި މި ދިރސާއާނިް  އއެްވސެް ސވުލާަކށަް ޖަވބާު ނދުނިމުުގެ

އެދިލއަވްާނމަަ ދރިސާާ  ނވްސެް ލބިގިެން ވއެެވެ. ހމަަ އއެއާެކު، ތިޔބަފޭޅުާފުރިހމަަ އިޙްތޔިރާު ދރިސާާގެ ކޮނމްެ ހސިާބަކު ވކަވިމުުގެ

ފރުހިމަަ އިޙްތިޔރާވުސެް ތިޔަބޭފޅުއާށަް ލބިގިނެވްއެެވެ.  ކުރާ ފަރތާނުް ތޔިަބޭފޅުގާެ އއެވްސެް މއަުލމޫާތއެް ބޭނުން ނކުރުމުށަް އެދމުގުެ 

ގެ ފރުިހމަަ ސއިްރު ހިފެހއެޓްނޭއެެވެ. އދަި މި މޢަލުމޫާތުތަށް ބނޭނުް ކރުެވޭ ނީ މއަުލމޫތާތުކަު  މި ސުވާލު ކރަުދާހަށް ތިޔަ ބޭފޅުާ ދއެްވާ

މއަުލމޫާތުކަން  ކޔިވެމުުގެ ކަންކމަގުއަި އެކަނޏްވެެ. ނމަަވސެް ސވުލާު ކރަދުހާގުއަިވާ މއަުލމޫާތަކީ ތޔިަބފޭޅުާގެ އމައިްލަ ހމައަެކަނީ

 .ކރުނާމަެވެއެނގޭނޭ ގތޮކަަށް އެއްވެސް މއަުލމޫތާއެް ބޭނމުއެް ނު

ނޑގުެ ފަރތާނުް ޖަވބާު ހދޯމުގުެ  އިޙްތޔިރާު މި ދރިސާގާެ ކރުިންނއާި  މި ދިރސާއާއާި ބހެގޭޮތނުް ސވުލާކުރުމުއާި އެ ސުވލާތުކަށަް އޅަުގަ
ވާނމަަ މި ސުވާލއެް  ދިރސާއާއާި ބެހޭގޮތުން ތިބޭފޅުގާެ އިތުރު އއެްވސެް މެދުތެރޭން އދަި ފހަުންވސެް ތިބފޭޅުއާަށް ލިބިގނެވްއެެވެ. މި

ނޑށަް އެކަން އނެގްދިާނއެެވެ ދަނންވަާ އމީއެިލް އެޑްރސެް   .މދެވުރެކިޮށް ކޮނމްެ ވަގތުކަވުެސް އޅަުގަ

madhy31@gmail.com 

 އޅަގުަނޑގުެ ނނިމްނުް :

ނޑު، މަތީގއަވިާ "އނިފްޯރމޑްް ކޮނސްނެޓްް ފރޯމް" ކިޔއަި މި ދރިސާާ ގއަި ބއަވިރެިވމުށަް އއެްބސަވްމަެވެ. މި ދރިސާގާެ އޅަުގަ

މަޤސްަދު އޅަގުަނޑަށް ވަނީ އޅޮނުފްލިުވއަދިީފއަެވެ. މި ދރިސާާގއަި ބއަވިރެިވުމަށް ނނިމްމުަކީ މުޅިން އިޙްތޔިރާި ކމައެްކމައާި 

mailto:.madhy31@gmail.com
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ނޑުގެ ނަން މި ދިރސާއާިން އުނިކުރމުގުެ އިޙްތިޔާރު ކޮނމްެ ވގަތުކަވުެސް ލބިގިނެވްާކަ ނޑު މި އޅަުގަ ނޑށަް އެނގއެެވެ. އޅަުގަ ން އޅަުގަ

ނޑށަް އެބއަޮތެވެ.   ދިރސާއާަށް ދޭ މޢަލްމޫާތތުކަަކީ ސއިރްު ހފިހެއެްޓޭނެ މޢަލްމޫަތތުކައެް ކމަގުެ ފރުިހމަަ ޔގަނީކްަން އޅަުގަ

 ބއަިވެރވިާ ފރަތާގުެ ފޯނު ނމަްބަރ: .............................
                                   .........ތާރީޚް:.........................

  ސއޮި:..................................................................
 

  



51 
 

APPENDIX 3: Questionnaire (English) 

Factors influencing the increasing rate of cesarean section in public tertiary hospital Male‟, 

Maldives.  

 

Section 1, (Socio dimorphic factors) 

1- Age: 2- T.Atoll & Island: 

3- Marital Status:  

 

4.   What is your educational standard? 

a. Below grade 7  

b. Grade 10 

c. Secondary education (O/L level) 

d. High secondary education (A/L level) 

e. Bachelor degree and above. 

 

5. Are you employed? 

a. Yes (if yes only, ask Q3). 

b. No (If no, what is the monthly income of your household?) 

 

6. What is the monthly income of your household? 

 

7. What is your monthly income?  

 

Section 2, (Awareness, Knowledge and Believes) 
 

8. Do you believe normal delivery is safer than C-Section? 

a. Yes 

b. No 

9. Normal delivery/ vaginal delivery is pain less than C-Section? 

a. Strongly agree 

b. Agree 

c. Disagree 

d. Strongly disagree 

e. Neither agrees nor disagrees. 

 10. Are you fear of labour pain? 

a. Yes  

b. No 
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11. Did society (friends, family members etc.) have any influence you to undergo a C-section 

or natural birth? 

a. Yes (specify) Husband           , Mother           , Friend          , Family Member          

,Other  

b. No 

12. Do you know how the C-section procedure is take place?  

a. Yes 

b. No 

 

13. Are you aware of indications of C-section? 

a. Yes (if yes only ,go to next Q) 

b. No 

 

14.   In your opinions what are the 3 indications of C-section below?  

a. Baby in breach presentation 

b. Mother is having fever 

c. Cephalo-Pelvic disproportion 

d. Umbilical cord around the neck 

e. Mother is thalassemia carrier  

 

15. Are there any risk factors of C-section? 

a. Yes 

b. No 

 

16. In your opinion what are the 3 complications of C-section below? If none of the 

below is accepted, specify the risk complications that you know. 

a. Complications to the baby due to the infections occur during the C-section 

b. Hypertension and obesity  

c. Injuries to internal organs due to C-Section 

d. Having Asthma after C-section 

e. Postpartum death 

f.Hysterectomy due to excessive bleeding. 

g.  Other………………………………….. 

  

17. Do you believe, blood transfusion may have done during or after the C-section 

procedure? 

a. Yes 

b. No 

 

Section 3, (Health Status) 
 

18. How many times have you ever been pregnant? 

a. Once 
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b. Twice 

c. Three times. 

d. Four and more 

19. What was the mode of your last delivery? 

a. Caesarean section 

b. Normal delivery 

 

20. What do you think about your health status? 

a. Very good 

b. good 

c. about normal 

d. bad 

e. Very bad 

21. Did you suffer any chronic disease during pregnancy?  

a. No 

b. Yes (specify)…………………………… 

 

22. What was the weight of the bay in your last pregnancy? 

a. Less than 1.5 kg 

b. Between 2 to 3 Kg 

c. More than 3 kg 

23. Does your baby have any health condition?  

a. Yes (specify)…………………. 

b. No 

 

24. Did you undergo C-section? 

a. Yes (If yes leave the 22
nd

 Question) 

b. No 

 

25. Tick the reasons that you under go for normal delivery other than cesarean. 

   It is a natural process and unnecessary for caesarean section        

  Want to experience the process of birth 

  The baby born by natural process is much smarter           

  The baby born by natural process is healthier 

  The mother will suffer fewer risks                       

  The natural birth is cheap 

  The mother will recover much fast                
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  No scar on abdomen  

  Beneficial for breastfeeding                  

 Others___________ 

Section 4, (this section is for people who has done cesarean 

section) 

26. Which hospital did you do your C-section? 

 

27. How many gynecologist doctors are available in the hospital that you have taken C-

section? 

a. One 

b. Two 

c. Three 

d. Four 

e. More than five. 

 

28. What is the gender of your physician who advised you have to go for C-section? 

a. Male 

b. Female 

 

29. Did the hospital that you have taken LSCS have a Neonatal Intensive Care Unit 

(NICU)? 

a. Yes 

b. No 

 

30. Did you get second opinions from another doctor before C-section? 

a. Yes 

b. No 

 

31. What was the cost of C-section? 

_____________________________________________________ 

 

32. How much did you pay out of pocket for the C-section 

_____________________________________________________ 

 

33. After the C-section, normally how many days have to stay in the Hospital? 

a. 1 or 2 days 

b. 3 or 4 days 

c. 5 or 6 days 

d. More than 6  days 
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34. What was the reason for your first C-section? (For those who had C-section). 

a. Size of the baby 

b. Baby was in breech presentation 

c. Risk to mother. 

d. Umbilical code around the neck.  

 

e. Cephalo-Pelvic disproportion 

f. Other. Specify  

 

35. Tick the reasons that you under go for C-section: 

   Be afraid of the pain from the natural birth process 

   Lack confidence and be worry about the natural birth process  

   Can choose the birth date               

   The baby will suffer fewer risks            

   The mother will suffer less  risks           

   Have been experienced caesarean birth                   

   Abnormality was found during the prenatal examination; 

   Less influence to the married life              

Others specify__________ 

 

 

Section 5 (Other). 

 
36. Do have health insurance? 

a. Yes 

b. No 

 

37. Your health insurance is covered by government party or private party? 

a. Government (Aasandh). 

b. Private Party. (If so specify the group)………………. 

 

Thank You. 
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APPENDIX 4: Questionnaire (Dhivehi) 

އތިުރވުމުށަް މެދުވެރވިާ ޓަލގުައި ސޒިރޭިއނަް ޕި މާލގޭައި ހުރި ސރަކުާރގުެ އނެްމެބޑޮު ހސޮް 
 ދގެަތުން.....  ސަބަބތުއަް 

 ފރުތަމަބައަި: ދރިސާއަގިެ ބއަވިރެނިގްެ އނާމްު މއަލުމޫތާު 

 
 އަތޮޅާއި ރަށް:ދާއިމީ  މިހާރު ދިރިއުޅޭ އަތޮޅާއި ރަށް:      އުމުރު:

 ހުވަފތަްވެފަ    ވަރިވެފަ   ކައިވނެިކޮށްގެން  ދުވަހަކުވެސް މީހަކާއި ނުއިނދެ       ކައިވނެީގެ ރޮނގު:
 
 ތައުލީމީ ފނެްވަރު  .1

 ން ދަށ7ްގުރޭޑު  ހ.  
 11ގުރޭޑު  ށ. 
  އލޯެވެލް ނ.
 މަތީ ސާނަވީ ތައުލީމް ރ. 
 ބެޗެލަރ ޑިގްރީ އަދި އެޔަށް ވރުެ މަތި. ބ.

 
 ވަޒީފާއެއް އަދާ ކުރަށްވނަްތޯ؟ .2

 ދކޫށޮްލައްވާ( 3ހ.    އާއެކެ )ސުވާލު 

 .ނޫނެކެށ.    
 

 މަހެއްގެމައްޗަށް އނާްމުގޮތެއްގައި ލބިޭ އާމްދަނީ އަކީ ކިހާވަރެއ؟ްގެއަށް  .3
............................................................................................ 

 
 )މުސާރަޔާއެކު ލިބޭ އލެަވަންސްތަކާ އެކު( އށަް ލިބެނީ ކިހާވަރެއ؟ް މަހު މުސރާަ  .4

.......................................................................................... 

 ލނުތްރެވިފެއަވިާ މނިވްރަު ހޭ ދވެނަބައަި: ދކެގޭތޮް، އދަި 

 ؟ގބަޫލުކުރަށްވނަްތޯ ރައްކާތެރިކަމެއް ކަމަށް ވިހެއުމަކީ ސިޒޭރިއަން ހެދުމަށްވުރެ .5
 ނޫނެކެ  ށ.    އާއެކެ ހ.
 

ވިހެއުމަކީ ސިޒޭރިއަން ހދެުމަށްވުރެ ވޭން ކުޑަކަމެކެވެ.)ތިޔފަަރާތނުް ދެކޭގޮތާއި ދިމާގައިވާ ގޮޅީގައި ރނަގަޅު ފާހަގަ  .6
 ލާށެވެ(
 ވަރަށބްޮޑަށް ގބަޫލުކުރަން  ހ. 
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 ގބަޫލުކުރަން   ށ.
 ގބަޫލެއްކުރަން  ނ.  
 އެއްވެސް ވަރަކަށް ގބަލޫެއްނުކުރަން ރ.  
 ނތެިން.ވަކިއެއްޗެއް ބނުާކަށް  ބ.  

 
 ވިހެއުމުގެ ތަދު އިހުސާސްކުރަން ބިރުގނަޭތޯ؟ .7

 ނޫނެކެ  ށ.    އާއެކެ ހ. 
 
ސިޒޭރިއަން ހެދުމަށް ނުވަތަ ވިހުމށަް، މުޖތުަމަޢު ނުވަތަ އާއިލާ އިން އެއްވެސް ވަރަކަށް ނުފޫޒު ފޯރުވިތޯ ނުވަތަ  .8

 ޔޮފާހަގަ ލާށވެެ()އާއެކޭ ނަމަ ކނޮްފަރތާަކުން ކަން އނެގޭނާ ގޮޅި އެއްގަ ހެ ؟ޚިޔާލެއް ދނިްތޯ
ފިރިމީހާ     ، މަންމަ     ، ރައްޓެއްސެއް     ، އާއިލގާެ އހެެން މީހެއް    ،   .އާއެކެ ހ. 

 އެހނެްފަރާތެއް 
 ނޫނެކެ  ށ. 
 

 ސިޒޭރިއަން ހެދުމުގައި ޑޮކްޓަރ ކނަްތައް ކުރައްވާގޮތް އނެގލިަށްވާތޯ؟ .9
 ނޫނެކެ  ށ.     އާއެކެ ހ. 

 
 ހލާަތްތައް އނެގލިައްވާތޯ؟ސިޒޭރިއަން ހަދަން ޖެހޭ  .11

 ވަނަ ސުވާލު ދޫކޮއލްާށެވެ.( 11ނޫނެކެ ) ށ.    އާއެކެ ހ. 
 

 ގޮޅިއެއްގަ ފާހަގަޖައްސަވާ! 3ކަމަށް ގބަޫލު ކުރައްވާ ހާލަތެއް  3 ސިޒޭރިއަން ހދަަން މެދުވެރިވާ .11
 ދަރިފުޅު އެކޮޅުކޮޅނުް )ފައިކޮޅު ތރިިޔށަް( އތޮުން.  ހ. 
 މނަްމަ ހނުްއައުން. ށ. 
 ވހިާނެ ޖގާަނތެުން. ނ. 
ނޑި އޅޮިފަ އތޮުން ރ.   .ދަރިފުޅުގެ ކަރުގައި ފޫޅުދަ
 މަންމަ ތަލަސީމިޔާ ކެރިޔަރަކަށް ވުން. ބ. 
 
 

 ތިޔފަަރާތައް އނެގިފައި ވާގތޮުން ސިޒޭރިއަން ހެދުމުގައި އެއްވެސް ނުރައްކަލެއް ވޭތޯ؟ .12
 ނޫނެކެ  ށ.   އާއެކެ  ހ. 
 

ސބަބަުން ދިމާވެދނާެ ނުރައްކާކަމުގައި ތިޔަފާރތާުން  ރިއަން ހެދުމުގެސިޒޭތިރީގައިވާ ކނަްތައތްަކުގެ ތެރެއިން  .13
ގބަޫލުކުރައްވާ ކަންކަމުގައި ފާހަގަޖެއްސެވުން އެދެން އަދި އޭގެ އތިުރުން އިރުކަމެއްވާނަމަ އހެެނިހެން އެބައިގަ ބަޔާން 

 ކޮއްދެއްވުން އެދެމެވެ.
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 ސބަބަުން ދަރިފުޅަށް ގެއލްުނވްުން.ސިޒޭރިއަން ހެދުމުގެ ތެރޭގައި އފުެދޭ ޖަރާސީމުގެ  ހ. 
 މބާޮޑަށް ފަލަވެ ލޭމައްޗައްދިޔުން. ށ. 
ނޑުގެ އެތެރޭގެ ބައެއްގުނަވަނތްަކަށް ގެއލްުނވްުން. ނ.   ހަށިގަ
 ނޭވާހިއްލާ ބަލިޖެހުން. ރ. 
 ދެދުވަސްތެރޭ މަރުވުން ) ޕޯސޓްްޕާރޓމަް ޑތެު(  42ދަރިފުޅު އުފނަްވާތާ  ބ. 

 ރަހިމނުަގަން ޖހެުން.                ޅ.    މާގނިައިން ލޭ ފައބިާ
 އހެެނހިެން ........................................................................................................

 
 އަޅނަް ޖެހިދާނެ ކަމަށް ގބަޫލު ކުރނަްތޯ؟ ސިޒޭރިއަން ހެދުމުގެތެރެއިން ނުވަތަ އޭގެފހަުން ލޭ .14

 ނޫނެކެ  ށ.    އާއެކެ ހ. 
 

 : ދރިސާގާެ ބއަވިރެޔިގާެ ސއިހްީ ހލާތަު ތނިވްނަބައަި 
 

 ބަލިވެ އިނީ ކތިައްފަހަރު؟ .15
 ފަހަރު 1   ހ.
 ފަހަރު 2  ށ.
 ފަހަރު 3  ނ.
 ފަހަރު ނުވަތަ އެޔަށްވުރެ ގިނަ ފަހަރު. 4  ރ.
 

 އެންމެ ފަހު ދަރިފުޅު: .16
 ސިޒޭރިއނަް ހެދީ ށ.   ވިހެއީ ހ. 
 

 ދެކެނީ ކީކޭތޯ؟ ތބިޭފުޅާގެ ސިއހްަތާއި މެދު .17
 ވަރަށް ސަކަރާތް ހ. 
 ރނަގަޅު ރ.   ރނަގަޅެއންޫން . 

 ވަރަށް ރނަގަޅު ބ.   މެދު މނިްވަރެއް ނ. 
 

ނޑު ދުވަސްވަރު ގިނަމުއްދތަަށް ބޭސްފަރުވާ ކުރަންޖޭ ބައްޔެއް ވިތޯ؟ .18  މބާަ
 އާއެކެ )ކޮނބްައްޔެއްކަން(_____________________________ ހ. 
 ނޫނެކެ  ށ. 
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 އނެްމފެަހު ދަރިފުޅުގެ ބަރުދަން ހުރީ ކިހާވަރަކަށ؟ް .19
 ކގ. އަށް ވުރެ ލއުި  1.5 ހ. 
 ކގ. އާ ދެމދެު  3ކގ. އާއި  2 ށ.
 ކގ. އަށް ވުރެ ބަރު 3 ނ.
 

 އނެްމެފހަުން ލިބުނު ދަރިފުޅުގެ ސިއްހީ މައްސަލައެއް ހުރިތ؟ޯ .21
 އާއެކެ ) ކޮން ބައްޔެއް(___________________________ ހ. 
 ނޫނެކެ  ށ.
 

 އެއްވެސް އިރެއްގައި ސިޒޭރިއަން ހެދނިްތޯ؟ .21
 ވަނަ ސުވާލު ދޫކޮއްލައވްާ( 22އާއެކެ )އާއެކޭ ނަމަ  ހ. 
 ނޫނެކެ  ށ. 

 
 )ސިޒޭރިއަން ނުހަދާ ފަރާތްތަކަށް(  ސިޒޭރިއަން ނުހަދާ ވިހެއީ ކީއްވ؟ެ .22

 ވިހެއުމަކީ އެއީ ގުދުރަތީކަމަކަށްވެފައި ސިޒޭރިއަން ހދަަން ކނޮްމހެެން ނުޖެހޭ  ހ. 
 ގުދުރތަީ ގޮތނުް ވިހެއުމުގެ އިހްސާސް ތަޖުރބިާ ކުރަން ށ. 
 ގުދުރަތީ ގތޮުން ވިހާ ދަރިފުޅު މާ މޮޅވުާނެ ނ.
 ގުދުރަތީ ގތޮުން ވިހާ ދަރިފުޅުގެ ސިއހްަތު ރނަގަޅުވނާެތީ ރ.
 މނަްމަ އަށް ދިމާވާ ނުރައްކާ ކޑުވަާނެތީ  ބ.

 ސިޒޭރިއަން ހދެުމަށްވުރެ އަގުހޔެޮ ވީމަ ޅ. 
 އުމަށފްަހު އަވހަަށް ރަނގަޅވުާނެމަންމަ ވިހެ ކ.
ނޑުގައި ލަކނުެއް ނހުުންނާނެ  އ.  ބަ
 ގާތނުްދޭން ފަސޭހަވާނެ  ވ.

 އހެެނހިެން: ____________________________________________________

 

 : ސޒިރޭއިނަް ހދަފާއަވިާ ފރަތާތްއަް ހތަރަވުނަބައަި 
 

 ؟ ތިޔަ ބޭފުޅާ ސިޒޭރިއަން ހެދީ ކނޮް ހޮސްޕޓިަލަކނުްތޯ .23
 

 ތބިޭފުޅާ ސިޒޭރިއަން ހެދި ހޮސޕްޓިަލުގައި އނަްހނެުންގެ ހާއްސަ ކިތަށް ޑަކުޓަރުން މަސައްކަތް ކުރ؟ޭ .24
 ބ. ފަސްމީހނުަށް ވުރެ ގިނައިން  ރ. ހަތަރެއް  ތ ތިނެއް   ނ.  ށ. ދެއެއް ހ. އެކެއް 
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 ސިޒޭރިއަން ހެދުމަށް ލަފާ ދެއްވި ޑަކޓުަރަކ؛ީ ތބިޭފުޅާ .25

 ފިރހިެން ބޭފުޅެއް  . ށ  އަނހްެން ބޭފުޅެއް  ހ. 
 

 ސިޒޭރިއަން ހެދި ހޮސްޕޓިަލުގައި ކުޑަކުދިންގެ ޙާއްސަ އއަި.ސީ.ޔޫ އެއް ހުރޭތ؟ޯ .26
 ނޫނެކެ  ށ.   އާއެކެ ހ. 
 

 ސިޒޭރިން ހެދުމުގެ ކުރިން އހެެން ޑޮކޓްަރެއްގެ ލަފާ ހޯދނިްތޯ؟ .27
 ނޫނެކެ  ށ.   އާއެކެ ހ. 

 
 ؟ރަދުވީ ކހިާވަރެއްޚަސިޒޭރިއަން ހެދުމަށް  .28

 
 ސިޒޭރިއަން ހދެުމަށް އަމިއްލަ އތަުން ޙަރަދުކުރީ ކިހާވަރެއްތ؟ޯ .29

  
 ސިޒޭރިއަން ހދެުމަށފްަހު އާންމު ގޮތެއްގައި ހޮސްޕިޓަލުގައި މަޑކުރުނަް ޖެހެނީ ކިތައް ދުވަސްތ؟ޯ  .31

 ދުވަސް 2ނުވަތަ  1  ހ.

 ދުވަސް 4ނުވަތަ  3  ށ.
 ދުވަސް 6ނުވަތަ  5  ނ.
 ދުވހަަށްވުރެ ގނިަދުވަސް. 6   ރ.
 

 ؟ ހަދނަްޖހެުނީ ކިހނިެވެގނެްތޯސިޒޭރިއަން  ފަހަރުފުރަތަމަ .31
 ދަރިފުޅު ބޮޑުވީމަ ހ. 
 ދަރިފުޅު އޮތީ އިދިކޮޅަށް ށ. 
 މަންމަގެ ފުރާނައށަް ނުރައްކާވީމަ ނ.
 ދަރިފުޅުގެ ކަރުގައި ފޫޅު އޅޮިފައޮވގެެން ރ. 

 އެހނެިހެން:__________________________________________________
 

  އނަް ހެދީ ކީއްވެ؟ )އެއް ޖަވބާަށްވުރެ ގިނަ ޖަވބާުގައި ފާހަގަ ލެވދިާނެ(ސިޒޭރި .32
 ވިހެއުމުގެ ތަދު އިހުސާސް ކުރނަް ބިރުގނަްނާތީ  ހ. 
 އަމިއްލަ ނަފުސށަް އޮނންަ އިތުބާރު ކުޑައީ އަދި ވިހެއުމަށް ބިރު ގނަްނަނީ  ށ.
ނޑައެޅުމގުެ ފުރުސތަު ލބިޭތީ  ނ.  ވިހެއުމުގެ ދުވަސް ކަ
 ދަރިފުޅށަް ނުރައްކާ ކުޑަވނާެތީ ރ.
 މަންމަ އށަް ނުރައްކާ ކުޑަވނާެތީ ބ.
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 ކުރނިްވެސް ސިޒޭރިއަން ހަދާފއަވިާތީ ޅ.

 އައބިުކަމެއް ހުރިކަން ފާހަގަވީމައި ކ.

 ކައިވެނީގެ ހަޔާތައް ކށޮްފާނެ އަސަރު ކުޑަކުރުމށަް  އ.

 _އހެެނހިެން: __________________________________________________

 

 : އހެނެހިނެް ކނަތްއަް ފސަވްނަބައަި 
 

 ނޫނެކެ  ށ.   އާއެކެ   ހ.    ހެލތްު އިންސުއަރެންސް ހަދފާައިވޭތ؟ޯ  .33
 

 އިންސުއަރެންސް ކށޮްފައިވަނީ ސރަުކާރު ނުވަތަ އަމިއްލަ ފަރާތަކނުްތޯ؟ .34
އަމިއްލަ ފަރތާަކުން )ކޮނފްަރާތަކުންކަން  ށ.   ސަރުކާރުން )އާސަނދްަ( ހ. 

 ބަޔާންކޮއްދީ(_______

 
 
 
 

 ޝކުުރއިޔްާ.....
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APPENDIX 5: Delivery statistics  

 

IGM Hospital 

Year

s 

Total Vaginal 
C-S Other types of deliveries 

V-D in C-S in 

births deliveries % % 

2011 2605 1405 1131 69 53.93 43.42 

2012 2823 1676 1101 46 59.37 39.00 

2013 3035 1755 1210 70 57.83 39.87 

2014 2836 1666 1126 44 58.74 39.70 

2015 2506 1458 1034 14 58.18 41.26 

2016

* 1203 634 565 4 
52.70 46.97 

  

ADK Hospital 

Year

s 

Total Vaginal 
C-S Other types of deliveries 

V-D in C-S in 

births deliveries % % 

2011 1288 689 484 115 53% 38% 

2012 1552 732 685 135 47% 44% 

2013 1631 719 774 138 44% 47% 

2014 1760 786 822 152 45% 47% 

2015 1745 825 798 122 47.28 45.73 

2016

* 
842 458 309 75 54.39 36.70 

  


