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Abstract

The State obstetric care program was evaluated to determine its effectiveness in improving accessibility of pregnant women to maternal health care facilities in two regions of Georgia. Methods used to evaluate the program included survey of mothers through structured interviews, focus group discussion with key informants / main stakeholders in Batumi and Zugdidi districts and expert opinion survey. The beneficiaries of the newly launched program are aware of all its benefits. However,  level of awareness about particular benefits among beneficiaries of the programs are still low. Even if the government have declared pro-poor policy priorities – financial affordability of the programs for the program beneficiaries are remaining of concern; geographic accessibility for Zugdidi beneficiaries remains poor; “voucher” is relatively insufficient, as it promotes under-table payments and remains source for corruption; regulatory framework for better maternal and child health servicies needs to be developed and implementation mechanisms built up.
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Introduction

Georgia is a low middle-income country with a per capita GDP of US$ 1774 in 2006 (IMF, 2007). Total expenditure on health as a percent of GDP was 5.8 in 2005 (WHO, 2006). During the post-independence period the major health indicators were very much worsened even compared to Soviet time. High migration from the country and decreased birth rate caused population decline, which is now about 1 million less than in it was in 1990. 
Trends in Maternal and Child Mortality

Following  the Georgia’s independence in 1991 maternal and child health indicators were much worsened. At the same time, the number of live births during the same period has been dramatically declined (the situation slightly improved only during last 3 years). See details in the Figure 1.

Infant mortality indicators considerably worsened during the first few years of independence. In 1994 Infant mortality rate (IMR) was 28.5 per 1000 live births (compared to 19.6 in 1989). Maternal mortality ratio (MMR) increased very much between 1992 and 1997. In 1997 MMR was 70.0 compared to 4.0 in 1992. Since then IMR and MMR both started decline and compose 18.4 and 23.0, respectively in 2006. However, according to the recent report, developed by WHO, UNICEF, UNFPA and World Bank, Georgia belongs to the countries with no reliable statistical data on maternal mortality and figures provided by National Center of Disease Control and Public Health are underestimated. At the same time, the estimation developed by these organizations in 2000 and 2005 years revealed that Georgia has positive trends in reducing maternal mortality.
Maternal Care Programs and Their Evaluation

Worldwide maternity care is expensive. In the Western European countries majority of families cover costs of maternity care through social or private health insurance. In the USA where about 47 million Americans (16%) do not have health insurance (Center on Budget and Policy Priorities, 2006) many families pay at least some of the costs of maternity care either private insurance or public health programme. However, even in the USA among women with high risk of adverse outcomes, financial accessibility is a major problem (B. Guyer. 1990). In this case, the government has important role to ensure accessibility to quality maternal health care services. To remove financial barriers the US government initiated modification of the Medicaid program in order to include more pregnant women and to remove administrative barriers to enrolment during early pregnancy (J. M. Piper et al., 1994).

The situation is much worse in developing and transition countries, where big proportion of population live under the poverty line and have little access to qualified maternal care. The study conducted in 64 countries revealed that poverty indicators, together with women's educational level and the proportion of deliveries attended by trained health personnel, are major determinants of maternal mortality (J. Shiffman 2000). The study of Maine and her colleagues (1996) proved that significant acceleration in maternal mortality decline is possible if appropriate health interventions are undertaken. They believed that it is not necessary to wait broad based socio-economic change to attack the problem (D. Maine et al., 1996). So, having appropriate maternal care program is important even for the countries with social-economic hardships. Good example is Sri Lanka. This low-income country achieved to have relatively good maternal and child health indicators. In Sri Lanka, there were several welfare programmes that existed at the time of independence. Some of these programmes have been considered to make a major contribution to the success of the programmes implemented through the health sector. Improving maternal health was one of main components of the National Health Policy formulated by the Presidential Task Force in 1992. Emphasis was made on prevention of maternal mortality and disability; changes were made in the organizational structure for provision of maternal care. Additionally, in recent years, emphasis has been placed on increasing the availability of specialist services and for improved provision of facilities for emergency obstetric cares (D. Fernando et al., 2003).
Maternal and perinatal health continues to be a problem for the European Region as well. In average MMR in the European Region was 14.5 per 100,000 live births in 2005. There are indicated large differences among the countries of this region. In some countries maternal deaths have decreased significantly (for example, in Estonia has seen a decline of 46 per 100,000 in 2000 to 6.7 in 2005) and in other countries there is little or no change (for example, in Central Asian countries and Azerbaijan). (WHO, 2005).

Coming from all above-mentioned it is very important to invest in health of mothers and children. It is estimated that addressing preventable conditions is relatively cheap and would result in savings to the health sector up to 10% of maternal and newborn health budgets that might be reallocated for strengthening other sectors of the health system (WHO, 2007). Therefore, actually all countries have various safe motherhood programs. 

Different approaches are used to evaluate safe motherhood as well as other health care programs. Pawson and Tilley identify five broad perspectives on the evaluation of complex social programs. These include experimental, phenomenological, pragmatic, comprehensive and theory-based. The use of these methods differs according to underlying perspective of the approach. Comprehensive and pragmatic approaches (both combines qualitative and quantitative methods) are most commonly used for the evaluation of safe motherhood programs. This is because they are complex in nature and need multifaceted evaluation approach (L. Milne et al,. 2004).  However, very often on evaluation safe motherhood programs, it is difficult to determine which approach was taken and why. Sometimes, different approaches are used rather than choosing one particular method. The experience also showed that there is little rationale behind the choice of approach.

In general, there are not so many research published worldwide (especially for Caucasus region) on evaluation of reproductive health programs supported by  governments. However, many authors agreed that monitoring and evaluation of reproductive health program is complex task and requires both quantitative and qualitative research methods (Winnard 1993, 1995, Koblinsky et al., 1995, Campbell et al., 1997). At the same time, The International Federation of Gynecology and Obstetrics (FIGO) recommends the method of maternal death audits for the purpose of teaching and improving services at all level in the maternity care pyramid.
Study Design and Methodology

The overall purpose of the research was to evaluate the implementation of the newly launched State Assistance Program (SAP) in Zugdidi  - one of the poorest region of Georgia, with high numbers of Internally Displaced Perons (IDPs) and Batumi - one of the fastest developing region in Georgia as of its favorable location for tourism development. Project targeted the most vulnerable population, women beneficiaries of this program, who are registered as living under poverty line in Zugdidi and Batumi districts.  The present research also aimed to assess the effectiveness and implementation of the SAP in above mentioned regions. 

Specifically, the study focused to assess the following parameters (identified as relevant indicators for monitoring of SAP performance): 1) general socio-economic characteristics of the study population: income, education, perceived economic status etc; 2) Level of awareness on SAP and other state obstetric programs; 3) Patient satisfaction with received medical services; 4) Quality of medical services, as assessed through patient and expert opinion survey; 5) Financial accessibility of  the program services, as  perceived by the population, as well as assessed based on reported household income and the extent of out-of-pocket payments for medical services; 6) Geographical accessibility of  the program services; 7) Service providers’ opinion on the relevance of State funding and implementation strategies of SAP  for providing adequate hospital care etc.

For study purpose qualitative and quantitative methods have been applied. Quantitative path included descriptive survey with analytical component - survey through structured interviews; as for qualitative - beneficiary (maternal) opinion survey, expert opinion surveys as well as working meetings with stakeholders and health providers/field practitioners were performed.
Survey Tool Questionnaire 

Beneficiary oppinion was evaluated according to the questionnaire. It was consisted of different blocks and included 73 questions with main emphasis on following: the general socio-economic characteristics of the study population; level of awareness on SAP and other state obstetric programs; quality of medical services; patient satisfaction with received medical services; different aspects of accessibility of the maternal services. Average lenghth of the interview was 60 minutes. Prioir the survey questionnaire was sent to different field experts and their suggestions were included in the final version. Another activity which took place before the interviews itself was pre-test of the interviews. The interviews were carried out in close collaboration with local partner NGOs in Zugdidi and Batumi who were supervising data collection in the field. The interviewers were trained by the research team in data collection methods. The main objectives for the trianing were to familiarize our partners with project goals and to provide them with specific explanations to survey tool.
Target Groups (study population)

From July 2006, the Ministry of Labour, Health and Social Affairs introduced a new strategy to provide better health services for people living under poverty line. In order to identify beneficiaries the database for the people living in extreme poverty was created. One of the components of the State in-patient medical assistance is perinatal care component, which is supposed to cover all pregnancy and delivery related medical and not medical expenses for pregnant women who were identified as living under poverty line. This means that the State fully covers pregnancy and delivery expenses if the family of a pregnant woman has below 70000 points in the database. 

The total of 302 mothers residing in the project target regions and who had delivered in Zugdidi maternity house “Respublika” and Batumi maternity house during four months (June–September 2007) prior interview participated in the survey 
. Their names and contact information (home address) were retrived from patients’ hospital records. In order to achieve resonable comparability three main target groups were classified. I group – women, who were identified as SAP beneficiaries. Their families had below 70000 points in the database and received “card for free medical service”. For these patients all pregnancy and delivery related medical and not medical expenses were covered from the State; II group – women who requested and received maternity cards - “Vouchers”, which is suppose to cover delivery medical expenses only; III group was comprised by women who didn’t use any type of assistance from state and had delivered on their own expenses.

The selection methodology differed between group I and groups II and III. The number of mothers who had free medical card was quite low. Therefore, it was decided to include everyone from the I group who have been served in Zugdidi and Batumi maternity houses during four months prior interview.

As for group II and group III we randomly selected participants from the patients’ hospital records from 1st of October 2007 backward every 5-th patient before preferred number of participants was reached. The distribution of interviewed women in the groups is presented in the Table 1.

Data Analysis: 

While evaluating the program results from different study groups data was analyzed using statistical software SPSS.

Results
Response rate (completed interviews) differed in regions and was 96% in Batumi and 73% in Zugdidi, reasons of this somehow low rate in Zugdidi are explained below.

The following is the list of main findings. The survey results have shown lots of differences between project-targeted regions.

Socio-economic characteristics: wherever possible, interviews were conducted with mothers – program beneficiaries or their family members. Mean age of the respondents in Batumi was - 25 years (minimum-17, maximum-39) in Zugdidi same figure was 26 years (minimum 17, maximum 43 years). Distribution of the patients by the age is shown in figure 2.

Average size of household members was 5 in both regions. 44% of respondents in Batumi had secondary education and 56% had complete or incomplete high education. While in Zugdidi 61% of respondents had secondary education and another 39% high education. 

The general socio-economic conditions of household in both regions are bad, especially in Zugdidi region. Very few number of household indicated having any type of paid job. as much as 77% of mothers in Batumi and 90% of mothers in Zugdidi are unemployed. According to the data, unemployment is of concern among spouses of these women too, as much as 39% of head of households in Batumi and 49% in Zugdidi are currently unemployed. 

According to self-reported household income, mean monthly income of the patient’s households in Batumi was 400 Georgian Lari (GEL) (median 525; SD-454, minimal – 50, maximum - 2000) in Zugdidi the same number was as low as 217 (median 200; SD-170, minimal -30, maximum - 1000). Such variations between self reported household income could be explained by differences of the regions. 

Awareness 

Level of awareness on SAP was designed as a composite variable, assessed on the basis of different parameters (such as knowledge of who is eligible, services covered, payment system etc). The study showed that beneficiaries of SAP as well as general population are aware of all health benefits envisaged by the SAP health component and (corresponding) State program of Obstetric care. The survey results demonstrated, that although beneficiaries of this particular program are supposed to have good knowledge on the benefits of the program they have been actually served through, level of awareness on SAP among patients served is somehow low. Thus, for example, according to the survey results, as much as 57% of patients in Batumi and 60% in Zugdidi knew that the card for free medical service fully covers all medical and not medical expenses of delivery. Accordingly 38% in Batumi and 20% in Zugdidi thought that this card covers all those expenses only partially.  While SAP is supposed to fully cover all expenses of delivery and prenatal period. 

Affordability

Looking at the results of the survey stratified by 3 main target groups showed that even if government had declared pro-poor policy priorities – financial affordability of the programs for the program beneficiaries are still remaining of concern. 

In spite of the state assistance, in the group I 29% of respondents in Batumi and 17% in Zugdidi consider the financial ill affordability as the main barrier to maternal health services. 17% in Zugdidi and 10% in Batumi reported long distance (geographic accessibility) to the hospital as a main barrier. In this group trust in health professionals and qualities of services were not perceived as a barrier at all.

Situation in II target group is considerably different. This group itself was comprised by people completely unlike to each other by self-reported household income: mean monthly income of the patient’s households in Batumi was 349 GEL (median 300; SD-197, minimal – 80, maximum - 800) in Zugdidi the same number was as low as 236 (median 200; SD-162, minimal -70, maximum - 700).  So that this group consisted of some persons who have as much as 10 times less self-reported income than others in the same group. 66% of patients in Batumi and 47% in Zugdidi consider the financial problems as the main barrier to maternal health services. Geographic accessibility of health care services is a problem for 29 % of respondents in Zugdidi and 8% in Batumi. Trust in health professionals and qualities of services are perceived as a barrier in Zugdidi in 6% of patients in this group; 73% of respondents in Zugdidi and 86% in Batumi reported that in their opinion, people always have to pay at least some amount of unofficial payment for the medical services and without them is impossible to have delivery. 

Out-of-pocket payments: For the delivery related costs, on average patients in group II spent out-of pocket 2 times as much as they were supposed to pay officially, 316 GEL on average in Batumi (median 250, SD-240, minimal – 40, maximum - 1200) and 198 on average in Zugdidi (median 200, SD-114, minimal – 30, maximum - 500). The main costs were as “honorarium” of doctors: mean 115 GEL (median 100, min-30 and max 300) in Batumi and mean 107 (median 80, min-20, and max-150) in Zugdidi. ~75% of patients served through the program in this group reported, that the amount they had to pay out of pocket for these services was hardly affordable for them (answers 1-5 on a 10-score scale, mean score – 3 in Zugdidi and 4 in Batumi). Only half of patients could afford covering delivery related costs from their existing resources, while the rest had to take loan (35% in Batumi, 33 in Zugdidi) or sell property. 

Group III was comprised with women who didn’t use any type of assistance from state and had delivery on their own expenses. 95% in Batumi and 82% in Zugdidi stated that in their opinion people usually have to pay some informal amount of money for delivery related medical services. In spite of they knew about state assistance programs which enables them to have delivery completely or partially free of charge - they decided not to use that assistance: 96% of patients in Batumi and 65% in Zugdidi did not apply for the ”voucher”. However, only 21% of patients in Zugdidi and 36 % in Batumi reported that they were financially well off and didn’t need assistance for delivery. The main reason for them of not using the State assistance is the regulations, which are incorporated in this program. In case of using voucher patients are not able to choose medical service providers as well as the voucher cannot be used as co-payment. Study showed that trust in health care professionals was the lowest in this target group. So that people, even being in need of the social assistance program, prefer to pay money for it, rather then to go to doctors and health care service providers, which are unknown to them. 75% in Batumi and 38% in Zugdidi reported that they paid it from their own existing resources. Others had to take loan. In the Figure 3 are summarized the medians of out-of-pocket payments in various groups in both regions.

Medical Service Satisfaction

Patients mainly assessed the quality of received medical services in maternity houses as medium (50%) and good (27%). The remaining gave extreme answers excellent or very poor. 

The patient satisfaction with the following three aspects of hospital care was appraised: (i) Quality of medical services/Qualification of medical personnel; (ii) Attitude of medical personnel towards patients; (iii) Living conditions at the maternity department. The patients were asked to assess each of these dimensions aspects on a 5-score scale, where 1 = extremely poor - 5=excellent. Satisfaction with quality of medical services is moderate on average. However, it differed from group to group. Study revealed that most satisfied with medical services were group I respondents: absolute majority of patients are well satisfied with attitude of medical personal towards patients, but mostly dissatisfied by living conditions (problems with sanitaria, water supply, heating) in the hospital; While in Group II patients were more dissatisfied with out of pocket payment and financially ill affordability of program. However, broadly speaking, scored up results of these questions demonstrated moderate satisfaction (mean score – in group I was 3 corresponding 2.5 in group II and 2.25 in group III. 

Service Provider Opinion – Debate

Working meeting/focus group discussions were conducted in Zugdidi and Batumi with key informants/stakeholders such as representatives of the regional health department and the Ministry of Labour, Health and Social Affaires of Ajara Autonomous Republic, regional branches of the Health and Social Programs Agency, health providers/field practitioners (clinical and administrative staff of Zugdidi and Batumi maternity hospital) also local NGO representatives. 

Currently, in the country there are three options to cover the expenses associated with delivery. The State declared they would finance all medical and non-medical expenses if the family of a pregnant woman were in the database for the people living below the poverty line. At the same time, maternity cards, so called “Vouchers”, in amount of 200 GEL is available and is given to pregnant women requesting for it. Although, unlike the “card for free medical service”, this “voucher” enables mothers to cover pregnancy and delivery related medical expenses only (without any” additional services”, such as food provision, choice of medical service provider, comfortable ward, etc.) as well as the voucher can not be used as a co-payment. The third option is to cover all delivery related expenses by pregnant woman herself. The statistics showed that during the last year in Zugdidi about 14% (9% in Batumi) of deliveries were fully financed by the State, 44% (57% in Batumi) of pregnant women used 200 GEL “vouchers” and 42 % (34% in Batumi) covered all delivery related expenses themselves.

Thus the number of women using 200 GEL vouchers is quite high and their number is further increasing. This creates problems for the hospitals. The reason is that in case of cesarean section or complicated delivery these patients may become financially unprofitable. This is particularly problematic in Zugdidi where the numbers of cesarean sections or complicated cases are quite high and the hospital already has private owner. According to the recent governmental plan absolute majority of hospitals will be private entities within the next few years. Therefore, Zugdidi case will not be only exception in the nearest future. At the current stage, the private owner of Zugdidi hospital is investing in the building and equipment and is making fewer accents on profit. However, it will not be continued for a long and the private hospital may refuse to pregnant women to accept 200 GEL vouchers. 

There are some other problems associated with the “voucher”. The initial idea of introduction of this voucher was to enable all pregnant women (in case of need) to have free delivery. However, according to doctors and social agents, very often comparatively rich pregnant women request voucher from the State. This means more expenditure from the public budget. The State could use these funds more effectively and direct them to the population groups that really need such assistance. At the same time, medical personnel have little income serving this group of patients (compared to other groups). Therefore, they have little motivation and seek compensation from their patients. This promotes under-table payments, which still remains as a serious problem in the Georgian health care system.

FGD in Zugdidi revealed a fact (related to the 200 GEL voucher), which goes beyond health system and has also political importance. As it was mentioned before Zugdidi district borders the Abkhazian conflict zone. In spite of huge displacement (about 30000 Georgian nationals escaped from Abkhazia during 1990s), small part of Georgian population still remains in Abkhazia, particularly in Gali district. The pregnant women of this district prefer to have deliveries in Zugdidi maternity hospital. At the same time, very often they have financial problems and request the voucher from the State. However, these women have problems to get state assistance, as their identification cards come from Abkhazian territory (which currently is not under Georgian jurisdiction).

Some problems are related to the reimbursement of the State funded maternal program for the population below the poverty line. Regional health managers (particularly in Samegrelo) criticized differences in maternal program financing between the capital and regions. The State pays for each pregnant woman from database 400 GEL in Tbilisi and 300 GEL in regions. In the previous years, the main argument of the government to explain such differences was higher utility cost in Tbilisi compared to the regions and big proportion of so called “risk-group pregnant women”. However, it is not true any more. The utility cost is practically same in the whole country (even some regions have higher utility charges than Tbilisi). There is also little evidence that Tbilisi maternity hospitals have much higher risk-group pregnant women than, for example, Zugdidi or Batumi ones.

Another important issue discussed at these meetings was related to possible consequences of the recent health care reforms. These include questions concerning mass privatization of hospitals and increasing the role of private insurance companies. It was difficult for the participants to discuss thoroughly the pros and cons of the reforms. However, in case of Zugdidi the participants considered privatization as a positive factor contributing improvements in service quality.  

Conclusion and Challenges for Future

In spite of some positive changes in assuring access to quality of maternal health services, the State Obstetric Care Program still has several areas that need improvements. First of all, the introduction of the database for population living below the poverty line favorably influenced in identification of population groups that really need such assistance. The State fully covers pregnancy and delivery expenses if the family of a pregnant woman has below 70000 points in this database. Actually, these are people living in extreme poverty. They comprise about 14.5 % of Georgian population. However, officially recognized number of people living in poverty is much higher and composes about 35% of Georgian population (MoLHSA, 2007). The State should take care of this population group as well.

The study also showed ineffectiveness of 200 GEL voucher. There are number of problems associated with it. Most importantly, it promotes unofficial payment which is serious problem in current Georgian health care system. The government should introduce more strict criteria for identifiyng beneficiaries of this group (or completely abolish it) and direct funds to the people that really need such assistance. 

The difference is in reimbursement of delivery cost by the State between the capital (400 GEL) and regions (300 GEL) does not have logical ground. This is particularly important issue as many experts consider 300 GEL too little to cover all delivery associated expenses (medical and non-medical). It will be advisable if the government increases financial assistance for the regions.

The government’s hospital privatization plan poses many questions. The study showed that financial or geographical accessibility to quality maternal care services still remains as a problem. This is particularly true for Zugdidi region. In line with privatization the government should develop strong regulations in order to assure equity for the whole population of Georgia.

	Figures and Tables

№
	location
	I group
	II group
	III group
	total

	1.
	Zugdidi
	58
	41
	53
	152

	2.
	Batumi
	21
	68
	61
	150


Table 1: The total number of interviewed women (page 6)
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Figure 1: The number of live births in Georgia, 1991-2006 years (NCDC, 2007) (page 3)
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Figure 2: Distribution of the mothers by the age (%) (page 7)
Figure 3: Regional differences in out-of-pocket payments (median) (page 8)
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� This period was chosen in order to avoid recall and information bias. 
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