
704 British Journal of Midwifery • January 2013 • Vol 21, No 1

ReseaRch

Antenatal care before caesarean 
section in rural Turkey

Radical changes have been made to the 
health policies in Turkey due to the Health 
Transformation Programme in 2003 (Yasar, 

2011). One such change is the ‘performance-
based payment system’ applied to the payment 
of obstetricians. In this system, the performance 
of medical facilities is evaluated on the basis 
of the number of surgeries and laboratory tests 
performed. Contrary to expectations, this system 
has not improved the quality of healthcare, instead 
it has increased the number of unnecessary 
surgeries and diagnostic tests. The system has 
also impacted the delivery preferences of pregnant 
women (Erkan, 2011). 

According to the Turkey Demographic and 
Health Survey (TDHS), the caesarean section (CS) 
rate in Turkey has increased since the introduction 
of the performance-based payment system; in 
1998, the CS rate was 14%, this increased to 
21.4% in 2003 and 42.5% in 2008 (TDHS, 2008). 
These figures are significantly higher than the 
recommended rate of 10–15% proposed by the 
World Health Organization (WHO) (WHO, 1985). 
However, the increase in rate of CS is not solely due 
to payment-based system. One potential reason 
may be that many women do not receive adequate 
education during pregnancy, and thus fear intense 
pain during vaginal delivery and consider CS as 

an alternative method (Hotun Şahin, 2009). CS 
rates are steadily increasing not only in Turkey 
but also in several other countries. To explain this 
phenomenon, it has been argued that society’s 
tolerance for pain has been significantly reduced in 
recent years. In addition, women are increasingly 
scared of pain and think if they have a CS, there 
will be less, if any, pain. It is noteworthy that the 
Royal College of Midwives has stated that ‘women 
have lost their confidence in their ability to give 
birth’. [AQ1-do you have a reference for this?] 
Therefore, we believe that the lower CS rates 
observed in 1998 cannot be entirely attributed 
to educational factors. In a study performed in 
an outpatient clinic for pregnant women, 45.2% 
of women who preferred CS stated that this 
preference was because of a fear of vaginal delivery 
(Bektaş, 2008). 

In 2008, the maternal and infant mortality rate 
decreased from 49 per 100000 live births and 43 
per 1000 live births in 1998, to 19.4 per 100000 
live births and 17 and 1000 live births, respectively 
(TDHS, 2008). There has also been a change in 
the causes of maternal mortality as a result of 
the increase in CS rates. Complications due to 
anaesthesia and surgery are now the third leading 
cause of maternal mortality in Turkey (TDHS, 
2008). Some health authorities believe that the 
decrease in maternal and infant mortality is due 
to the increase in CS rates. However, in 2006, 
the Turkish Ministry of Health initiated vigorous 
education and action on maternal and infant 
mortality.

It is necessary that women are well educated 
and informed throughout their pregnancy about 
the potential risks of CS to encourage normal 
vaginal delivery. Midwives, in cooperation with 
obstetricians, are best placed to perform this 
role, which historiacally took place in healthcare 
centres and via home visits.

After the introduction of the performance-
based payment system, the trend for treating 
women in healthcare centres caused a decline in 
the follow-up of pregnant women by midwives 
(Pala et al, 2005; Kizek et al, 2010). Thus, the 
contribution of midwives in antenatal care, which 
was 15.5% in 1993, decreased to 5.5% in 2003 and 
2.5% in 2008 (TDHS, 2008).
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Healthcare centres for antenatal care were 
subsequently closed down and, the family 
medicine system was established in 2005. Family 
Medicine Regulation details the authorisations and 
duties of staff participating in the system, where 
a GP is responsible for 2500–3000 individuals in 
a given district. In Turkey, nurses and midwives 
working with GPs are all called ‘family health staff ’. 
In practice, not only nurses or medical officers, 
but also emergency medical technicians whose 
training does not include protective heath care 
services are also employed as family health staff.  

It is commonly believed that the performance-
based payment system increased the CS rate in 
Turkey. Therefore, the Ministry of Health began 
work (2010) on a new regulation in which the quality 
of service is assessed on the basis of the number of 
normal vaginal deliveries. Considering the current 
desire of women for CS, this approach will not 
reduce the CS rate unless women receive adequate 
antenatal care education on the advantages of 
normal birth. Failure to develop a midwifery care 
concept in the family medicine system will cause 
women to visit only their obstetricians during 
pregnancy. Women who receive antenatal care 
from obstetricians are considered more likely to 
opt for CS. Thus, this study examines the quality of 
antenatal care in women who underwent CS. 

Method
This study was performed at the state hospital in 
Gaziantep, in south-eastern Anatolia, rural Turkey. 
The hospital has a large maternity centre where 
women from Gaziantep, neighbouring cities and 
rural areas all receive antenatal care.

In this cross-sectional study, quantitative data 
were retrospectively collected and analysed from 
581 women admitted for CS between October 
and December 2005. Women were interviewed 
using a structured/semi-structured questionnaire. 
All of the participants were encouraged to add 
comments to clarify or expand their answers. Nine   
subjects declined to be included in the study. 
[AQ2- whay was this?] Women were considered to 
eligible if they were on the second post-operative 
day. Subjects requiring admission to intensive care 
units were excluded.

Ethical approval to perform this study was 
obtained from the Gaziantep Provincial Health 
Directorate. Oral informed consent was obtained 
from all participants. Data analysis were performed 
using the SPSS version 10.0 software (SPSS 
Inc., Chicago, IL, USA). Percentile distribution, 
arithmetic average and the chi-square test were 
used for data evaluation.

Results
Participant characteristics are shown in Table 1. 
The average participant age was 27.3 ±5.57 years 
(range: 15–45 years). Of all participants, 58.7% 
had received primary school education, 97.2% 
were unemployed and 81.2% had health insurance. 
One third of the women lived with their extended 
family, and 40.6% had an income equal to or 
above the minimum wage. The percentage of 
women who received a sufficient number of 
antenatal care visits (>4) was highest (87.5%) for 
women who were employed, followed by those 
who had acheived secondary school level or higher 
education (73.1%), those with an income equal 
to or above the minimum wage (56.1%), those 
living in nuclear families (53.8%) and those with 
health insurance (51.9%). A statistically significant 
correlation was established between the number 
of antenatal care visits and the educational level, 
employment status, health insurance, family type 
and family income (P<0.05).

The main reason that the women in this study 
had a CS was that they had previously had one  
(36%). Social factors were rated low amongst the 
participants reasons (10.1%) and only 6.4% of 
women had an elective CS. However, in 41.5% of 
women with prior CS, CS was recommended by a 
obstetrician. The percentage of women requesting 
CS was 6.4%. Of the women who underwent 
CS, 15% underwent simultaneous tubal ligation 
(Table 2).

Table 3 presents the characteristics of antenatal 
care received. At least one antenatal visit was 
received by 96% of the study participants, 47% 
received an insufficient number of visits (1–3) and 
4% received none. The minimum four antenatal 
visits recommended by the WHO (2012) were 
received by 49% of the participants. 52.4% of 
women didn’t receive antenatal care as they 
believed it was unnecessary. For the early diagnosis 
of complications, it is essential to begin antenatal 
during the first trimester and continue regularly 
until the end of pregnancy. In this study, 65.2% of 
women received antenatal visits during the first 
trimester, whereas 48.9% received antenatal care 
in all three trimesters. Of the women receiving 
antenatal care, 67.8% attended obstetricians’ 
offices. The percentage of women who preferred 
healthcare centres was 8.6%. During their 
pregnancies, 90.3% of the women were examined 
solely by a obstetrician; only 9.7% were examined 
by a midwife. 

While 96.8% of the study participants provided 
with at least one antenatal visit underwent 
ultrasonography, blood pressure was measured in 
88%, blood tests performed in 44.1% and urinalysis 
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above the minimum wage, living in nuclear 
families and with health insurance. This was also 
demonstrated in other studies (Beşer et al, 2007;  
Kılıç et al, 2007; Omaç et al, 2009). Coimbra et al 
(2007) and Teitler et al (2012) also reported that 
the rate of receiving antenatal care decreases with 
a decreasing educational status and income.

A history of CS (36%) was the most common 
indication for CS among the study participants. 
According to Turkish research, the percentage of 
women whose indication for a CS was a previous 
CS ranges from 20.4 to 34.8% (Gül, 2008; Kıyak 
Çağlayan et al, 2009; Balcı et al, 2010; Şimşek et 
al, 2012). However, it should be noted that it is 
possible to have a vaginal birth after a caesarean 
section—this is commonly known as VBAC (Penn 
and Gham-Maghami 2001; Dathwal et al., 2003; 
Ertem and Koçer 2008; Kashif et al, 2012; Naidoo 
and Moodley 2009). 

in 42.5% (Table 4). Only 45.9% underwent weight 
monitoring. The average number of examinations 
per participant were: 4.79 ± 4.33 (range: 0–20) 
for ultrasonography; 4.81 ± 4.91 (range: 0–24) for 
blood pressure measurement; 1.11 ± 1.41 (range: 
0–8) for blood tests and 0.65±1 (range: 0–5) for 
urinalysis. Only 29.7% of women undergoing 
antenatal care received full immunisation against 
neonatal tetanus (Table 4).

Discussion
This study found a statistically significant 
relationship between receiving adequate antenatal 
care and educational level, employment, health 
insurance, family type and level of income. The 
percentage of women who received a sufficient 
number of antenatal visits was highest for those 
with secondary school level or higher education, 
employed women, with an income equal to or 

Table 1. Antenatal distribution according to participant demographics
Number of ANC visits

None 
(n=23)

1–3 visits 
(n=273)

≥4 visits
(n=285)

Total 
(n=581)

P value

n % n % n % n %

Age (years)

15–19 2 5.9 19 58.8 11 35.3 32 100.0 0.224

20–24 6 3.7 81 46.8 85 49.5 172 100.0

25–29 6 3.3 85 46.2 93 50.5 185 100.0

30–34 3 3.4 38 39.7 54 56.9 95 100.0

≥35 6 6.6 56 57.9 35 35.5 97 100.0

Education                                     

None 15 8.7 94 54.3 64 37.0 173 100.0 0.000

Primary school 7 2.1 162 47.5 172 50.4 341 100.0

≥Secondary school 1 1.5 17 25.4 49 73.1 67 100.0

Employment

Employed 0 0 2 12.5 14 87.5 16 100.0 0.008

Unemployed 23 4.1 271 48.0 271 48.0 565 100.0

Health insurance                                    

Some 14 3.0 213 45.1 245 51.9 472 100.0 0.000

None 9 8.3 60 55.0 40 36.7 109 100.0

Type of family                                        

Nuclear 11 2.8 173 43.5 214 53.8 398 100.0 0.001

Extended 12 6.6 100 54.6 71 38.8 183 100.0

Family income/monthly*                       

Irregular 3 2.8 65 59.6 41 37.6 109 100.0 0.008

<Minimum wage 8 3.7 108 49.8 101 46.5 217 100.0

≥Minimum wage 12 4.7 100 39.2 143 56.1 255 100.0
*Monthly income of $281 (the officially defined minimum wage at the time of the study in Turkey) was used
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CS is also performed to facilitate tubal ligation. 
In this study, tubal ligation was performed in 15% of 
women undergoing CS. Bektaş (2008) showed that 
the desire for concurrent tubal ligation underlies 
the preference for CS. In this study, 6.4% of women 
indicated that CS was their personal preference. 
Yanıkkerem Uçum et al (2010) found that 18.7% 
of women stated that CS was performed at their 
request. A history of CS, demand for tubal ligation 
and patient choice are not valid indications for CS.

For the timely diagnosis of disorders in pregnant 
women, it is important to begin antenatal care 
in the first trimester and continue regularly 
throughout pregnancy. In this study, 65.2% of 
women had their first antenatal visit during the 
first trimester. While Ziyo et al (2009) reported 
that 73% of women had their first antenatal visit 
in the first 16 weeks of pregnancy, Bassani et al 
(2009) showed that 72% of women had their 
first visit during the first trimester. This study 
found that only 49% of women received antenatal 
care in all three trimesters and only 49% of 
women received the minimum four antenatal 
visits proposed by the WHO. In Turkey, 40–95% 
of women receive  a sufficient amount of antenatal 
care (Çiçeklioğlu et al, 2005; Mısırlıoğlu et al, 2006; 
Turan et al, 2008; Kaya and Serin, 2008; Omaç e al, 
2009). This study has shown that the time of first 
antenatal visit and receipt of regular antenatal care 
were inadequate—52.4% of participants did not 
receive antenatal care because they did not believe 
it was necessary. Erbaydar (2003) reported that 
Turkish women often believe that antenatal care 
was unnecessary. 

Of the study participants who received 
antenatal care, 67.8% attended private hospitals or 
obstetricians’ private offices. Kaya and Serin (2008) 
reported that 55% of women received antenatal care 
from private hospitals, whereas Sözeri et al (2006) 
reported this percentage to be 35.2%. In this study, 
the percentage of women visiting private hospitals 
or obstetricians’ offices was high compared to 
other studies. This may have been because this 
study group comprised only women who had 
undergone CS. The CS rate of public hospital 
users in Brazil has been reported to be 42.6%; the 
rate is more than double in private users (85.8%) 
(Mendosa Sassi et al, 2010). In Thai women, it 
has been reported that CS rate is higher for those 
attending private hospitals than that non-private 
hospitals (Phadungkiatwattana and Tongsakul, 
2011). Similarly, Varışoğlu (2008) reported a 
higher rate of private hospital attendance among 
women who underwent CS compared with those 
who underwent vaginal delivery. It is possible to 
speculate that women attending private hospitals 

for antenatal care are encouraged to undergo 
CS by obstetricians. Indeed, in 41.5% of study 
participants, CS was selected by obstetricians. 

Only 8.6% of study participants attended a 
healthcare centre for antenatal care. The rate of 
healthcare centre attendance for antenatal care 
was 11.6% according to Sözeri et al (2006) and 
6.6% according to Kaya and Serin (2008). In this 
study, 9.7% of women received antenatal care from 
midwives. Midwives performed antenatal care 
during home visits, and women did not demand 
antenatal care from midwives beyond this. It is 
possible that women are likely to prefer CS if they 
do not receive antenatal care and education from 
midwives throughout their pregnancy. Women 
who are visited by a midwife are less likely to 
undergo CS (McLachlan et al, 2012). 

For the timely diagnosis of pregnancy 
complications, blood pressure measurement, 
weight monitoring, blood analysis and urinalysis 
should be performed routinely throughout 
pregnancy. Ultrasonography should be performed 
only when required (Marinac-Dabic et al, 2002)
Prophylaxis against neonatal tetanus should 
also be performed routinely within antenatal 
care (WHO, 2006). In this study, of all women 
who received antenatal care at least once, 97% 
underwent ultrasonography, 88% had their blood 

Table 1. Antenatal distribution according to participant demographics
Number of ANC visits

None 
(n=23)

1–3 visits 
(n=273)

≥4 visits
(n=285)

Total 
(n=581)

P value

n % n % n % n %

Age (years)

15–19 2 5.9 19 58.8 11 35.3 32 100.0 0.224

20–24 6 3.7 81 46.8 85 49.5 172 100.0

25–29 6 3.3 85 46.2 93 50.5 185 100.0

30–34 3 3.4 38 39.7 54 56.9 95 100.0

≥35 6 6.6 56 57.9 35 35.5 97 100.0

Education                                     

None 15 8.7 94 54.3 64 37.0 173 100.0 0.000

Primary school 7 2.1 162 47.5 172 50.4 341 100.0

≥Secondary school 1 1.5 17 25.4 49 73.1 67 100.0

Employment

Employed 0 0 2 12.5 14 87.5 16 100.0 0.008

Unemployed 23 4.1 271 48.0 271 48.0 565 100.0

Health insurance                                    

Some 14 3.0 213 45.1 245 51.9 472 100.0 0.000

None 9 8.3 60 55.0 40 36.7 109 100.0

Type of family                                        

Nuclear 11 2.8 173 43.5 214 53.8 398 100.0 0.001

Extended 12 6.6 100 54.6 71 38.8 183 100.0

Family income/monthly*                       

Irregular 3 2.8 65 59.6 41 37.6 109 100.0 0.008

<Minimum wage 8 3.7 108 49.8 101 46.5 217 100.0

≥Minimum wage 12 4.7 100 39.2 143 56.1 255 100.0
*Monthly income of $281 (the officially defined minimum wage at the time of the study in Turkey) was used

Table 2. Characteristics of caesarean sections performed
n     % 

When participants were informed about undergoing CS 

During pregnancy 241 41.5

During labour 340 58.5

Elective CS 

Yes 37 6.4 

No 544 93.6 

Number of previous CSs

1 359 61.8 

2 151 26.0

3–5 71 12.2

Indication for CS

History of CS 209 36.0

Maternal factors 129 22.2

Fetal and placental factors 184 31.7

Social factors 59 10.1

Tubal ligation

Yes 87 15.0 

No 494 85.0
CS—caesarean section
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Table 3. Characteristics of antenatal care received

 n % 

Number of antenatal care visits (mean ±SD= 5.16±4.49 (range: 2–20))

None 23 4.0

1–3 273 47.0

4–6 114 19.6

7–9 67 11.5

≥10 104 17.9

Reasons for inadequate antenatal care (n=296*)

Believing that it is unnecessary 155 52.4

Financial reasons 99 33.4

Lack of time 14 4.7

Ignorance 11 3.7

Deficiency in transport facilities 8 2.7

Disregard of medical staff 5 1.7

Discouragement of family members 4 1.4

Timing of the first antenatal care visit (n=558**) (mean ±SD=12.35±8.5 (range: 1–40))

<13th week of pregnancy 364 65.2

13–24th week of pregnancy 143 25.6

>24th week of pregnancy 51 9.1

Pregnancy period when antenatal care was received (n=558**) 

Only 1st trimester 16 2.9

Only 2nd trimester 51 9.1

Only 3nd trimester 51 9.1

1st and 2nd trimesters 49 8.8

1st and 3rd trimesters 27 4.8

2nd and 3rd trimesters 91 16.4

All three trimesters 273 48.9 

Centre providing antenatal care (n=558**)

Private hospital/private office 378 67.8

State hospital 132 23.6

Healthcare centre 48 8.6

Antenatal care provider (n=558**)

Obstetrician 504 90.3

Obstetrician and midwife 37 6.6

Midwife 17 3.1

Status of home visits by midwives (n=558**) 

Yes 54 9.7 

No 504 90.3 
*Women who receive adequate antenatal care are not included in the study

**Women who did not receive antenatal care are not included in the study
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Key points
 l Turkish women prefer obstetricians to midwives to provide their 
antenatal care

 l Pregnant Turkish women who attend private clinics or private office for 
antenatal care are more likely to undergo caesarean sectio 

 l Overall, the quality of antenatal care provided by obstetricians seems 
to be inadequate

 l Lack of education, low income, unemployment, and life with their 
extended family were associated with an inadequate number of 
antenatal visits among Turkish women

 l Several women did not receive antenatal care because they felt it 
unnecessary

pressure measured, 44% underwent blood analysis 
and 42% underwent urinalysis; however, only 46% 
underwent weight monitoring. Vaccination against 
neonatal tetanus was received by only 29.7%. 
Although nearly all study participants received 
antenatal care from an obsetrician, the quality of 
care was surprisingly inadequate. 

In the follow-up conducted solely by obstetrician, 
blood pressure measurements, blood analysis, 
urinalysis, weight measurements and prophylaxis 
against neonatal tetanus were inadequate; 
follow-up often comprised ultrasonography 
alone. Huang et al (2012) reported a significant 
relationship between ultrasonography use and the 
CS rate. This phenomenon may be explained by the 
anxiety that the screening for fetal abnormalities 
can provoke (Huang et al 2012). Participants were 
more likely to have their blood pressure measured, 
blood analysed, urinalysis, weight measurement 
and prophylaxis against neonatal tetanus if they 
received antenatal care form midwives. Kaya and 
Serin (2008) have shown that 22.6% of women 
receieved antenatal care from midwives. The rate 
of receiving antenatal care from midwives is 
considerably high in Kaya and Serin (2008)’s study, 
as are the rates of blood pressure measurement, 
blood analysis, urinalysis, weight measurement 
and prophylaxis against neonatal tetanus are also 
high compared to this study. Moreover, in a study 
of pregnancy follow-up charts, Engin et al (2010) 
determined that midwives provided good quality 
antenatal care to 88% of the pregnant women they 
attended in urban locations.

Conclusions
The quality of antenatal care in pregnant women 
in this study in rural Turkey appeared to be low 
with just over half of the women receiving the 
four recommended antenatal visits in pregnancy 
(WHO, 2012). Furthermore, the antenatal care 
comprised mainly of ultrasonography with 
procedures that may yield timely diagnosis of 
complications such as blood pressure monitoring 
and urinalysis, mostly overlooked. The majority of 
pregnant  women in this study received antenatal 
care from an obstetrician, and these women 
were more likely to undergo CS, compared to 
care provided by a midwife only. The primary 
indication for undergoing CS is a history of CS. 
Pregnant women who attend private clinics for 
antenatal care are also more likely to undergo CS. 
In Turkey, women do not receive antenatal care 
from midwives, except during home visits—a 
small proportion of women visit healthcare 
centres. Antenatal care is erroneously considered 
a follow-up to ultrasonography. Women with poor 

Table 4. Quality of ANC Received (n=558*)
Routine Examination During Pregnancy No. %  

Ultrasonography scan mean±SD=4.79±4.33 (range: 0–20)

None 18  3.2

1–3 examinations 270 48.4

4–6 examinations 119 21.3

≥7 examinations 151 27.

Blood pressure measurement
   mean ±SD=4.81±4.91 (range: 0–24)

None 67 12.

1–3 measurements 235 42.0

4–6 measurements 100 18.0

≥7measurements 156 28.0

Blood tests mean±SD=1.11±1.41 (range: 0–8)

None  312 55.9 

1 examination 166 29.7

2–3 examinations 64 11.5

≥4 examinations  16  2.9

Urine analysis mean ±SD=0.65±1.00 (range: 0–5)

None  312  57.5 

1 examination 166 29.7

2–3 examinations 64 11.5

≥4 examinations  16  2.9 

Tetanus vaccine 

None  300  53.8

1 dose 92 16.5

2 dose 166  29.7 

Body weight monitoring

Not weighed 302 51.9

Weighed at least once  256 45.9
*Women in the study who did not receive antenatal care are not included in this table
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education, low income, unemployed and living 
with their extended families receive an inadequate 
number of antenatal care visits. 

This research has shown that including midwives 
into primary health care efficiently in cooperation 
with obstetrician will raise the quality of antenatal 
care during pregnancy and encourage women 
to have vaginal delivery. Furthermore, women 
who are financially and educationally independent 
will procure them to receive the services all the 
better. Lastly, providing in-service training for 
medical staff in vaginal delivery after CS will lead a 
decrease in the history of CS indications. BJM

Balcı O, Mahmoud AS, Taşçı E (2010) The evaluation of 
myomectomies performed during caesarean section in 
our clinic. Medical Journal of Selcuk University 26(2): 
46–8 (In Turkish)

Bassani DG, Surkan PJ, Olinto MTA (2009) Inadequate use 
of prenatal services among Brazilian women: The role of 
maternal characteristics. Int Perspect Sex Reprod Health 
35 (1): 15–20

Bektaş E (2008) Hastanemiz Gebe Polikliniğine Başvuran 
Gebelerde Normal Doğum ve Sezaryen Tercihi ve 
Nedenleri ile İlgili Anket Çalışması. Sağlık Bakanlığı 
Dr. Lütfü Kırdar Kartal Eğitim ve Araştırma Hastanesi 
Aile Hekimliği Anabilim Dalı. Uzmanlık Tezi. İstanbul. 
www.istanbulsaglik.gov.tr/w/tez/pdf/aile_hekimligi/
dr_erdogan_bektas.pdf (accessed 14 December 
2012) [Questionnaire study on Vaginal Delivery and 
Caesarean Section Preference and Reasons Among 
Pregnant Women Apply to Our Hospital Pregnancy 
Polyclinic. Ministry of Health Dr. Lutfu Kirdar Training 
and Research Hospital, Family Medicine Department. 
Master Thesis. Istanbul. (in Turkish)   

Beşer E, Ergin F, Sönmez A (2007) Aydın il Merkezinde 
Doğum Öncesi Bakım Hizmetleri. TSK Koruyucu 
Hekimlik Bülteni 6(2): 137–41 [Prenatal care services 
in the Aydın province central district. Preventative 
Medicine Bulletin of the Turkish Armed Forces 6(2): 
137–41 (in Turkish)]

Coimbra LC, Figueriedo FP, Silva AMM et al (2007) 
Inadequate utilization of prenatal care in two Brazilian 
birth cohorts. Braz J Med Biol Res 40(9): 1195–1202

Çiçeklioğlu M, Soyer MT, Ocek ZA (2005) Factors 
associated with the utilization and  content of prenatal 
care in a western urban district of Turkey. Int J Qual 
Health Care 17(6): 533–9  

Çoban M, Esatoğlu AE (2004) Evde Bakım Hizmetlerine 
Genel Bir Bakış. Türkiye Klinikleri Tıp Etiği ve Hukuku 
Tarihi 12: 109–20 [Home care: overview. Turkey Clinics 
Journal Med Ethics, Law and History 12: 109-120 (in 
Turkish)]

Dadhwal V, Mittal S, Kumar S et al (2003) Vaginal birth 
after caesarean delivery: Variables affecting outcome. JK 
Science 5: 11–4

Erbaydar T (2003) Utilization of prenatal care in poorer and 
wealthier urban neighbourhoods in Turkey. Eur J Public 
Health 13(4): 320–6

Ergin F, Aksu H, Demiröz H (2010) Doğum öncesi ve 
doğum sonrası hizmetlerinin nicelik ve niteliği. Anadolu 
Hemşirelik ve Sağlık Bilimleri Dergisi 13: 4 [Quality 

and quantity of prenatal and postnatal care services. 
Anatolian Journal of Nursing and Health Sciences 13: 4 
(in Tukish)]

Ertem G, Koçer A (2008) Vaginal birth after caeserean 
section. Medical Journal of Dirim 82: 1–5 (in Turkish) 

Erkan A (2011) Performansa Dayalı Ödeme: Sağlık Bakanlığı 
Uygulaması. Maliye Dergisi  160: 423–38. [Performance- 
Based Payment: Implementation of the Ministry of 
Health. Journal of Finance 160: 423–38(in Turkish) ]

Gül N (2008) Normal Doğum ve Sezaryen Doğum 
Uygulanan Olguların Postpartum Komplikasyonlar 
Yönünden Karşılaştırılması. İstanbul Göztepe Eğitim 
ve Araştırma Hastanesi. Aile Hekimliği Anabilim Dalı. 
Uzmanlık Tezi. İstanbul. www.istanbulsaglik.gov.tr/w/
tez/pdf/aile_hekimligi/dr_neslihan_gul.pdf (accessed 
14 December 2012) [Comparison of vaginal delivery 
and caesarean section cases terms of postpartum 
complications.  Istanbul Göztepe Training and Research 
Hospital. Family Medicine Department. Master Thesis. 
Istanbul (in Turkish)  

Hotun Şahin N (2009) Seksiyo-Sezaryen: Yaygınlığı ve 
Sonuçları. Marmara Üniversitesi Hemşirelik Bilim 
ve Sanatı Dergisi 2(3): 93–8 [Rates and outcome of 
caesarean section. Marmara University. Journal of 
Nursing Science and Art 2(3): 93–8 (in Turkish)]

Huang K, Tao F, Raven J, Liu L, Wu X, Tang S (2012) 
Utilization of antenatal ultrasound scan and 
implications for caesarean section: a cross- sectional 
study in rural Eastern China. BMC Health Services 
Research 12: 93 

Kashif S, Tariq R, Mansoor M, Tahira T (2010) Vaginal 
birth after caesarean section; To evaluate factors for 
successful outcome. Professional Med J Dec 17(4): 665–9

Kaya F, Serin Ö (2008) Doğum öncesi Bakımın Niteliği. 
Türk Jinekoloji ve Obstetri Derneği Dergisi 5(1): 28–35 
[The quality of the antenata care. Journal Turk Society 
Obstet Gynecal 5(1): 28–35 (in Turkish)]

Kılıç S, Uçar M, Temir P et al (2007) Hamile Kadınlarda 
Doğum Öncesi Bakım Alma Sıklığı ve Bunu Etkileyen 
Faktörler. TSK Koruyucu Hekimlik Bülteni 6(2): 91–7 
[Frequency of prenatal care and modifying factors in 
pregnant women. Preventative Medicine Bulletin of the 
Turkish Armed Forces 6(2): 91–7]

Kıyak Çağlayan E, Kara M, Cihan Gürel Y (2009) 
Kliniğimizdeki Sezaryen Oranlarında Görülen 
Komplikasyonlar ve olası Risk Faktörlerinin 
Değerlendirilmesi. Bakırköy Tıp Dergisi 7: 64–7 
[Evaluation of risk factors and potential complications 
after caesarean operatiıns in our clinic. Medical Journal 
of Bakırköy 7: 64–7 (in Turkish)]

Kizek Ö, Türkkan A, Pala K (2010) Performansa Dayalı Ek 
Ödeme Sisteminin Bursa ilinde birinci basamak sağlık 
hizmetlerine etkisi. [The effects of the performance 
related payment system on primary health care in 
Bursa. TAF Preventive Medicine Bulletin 9(6): 613–22

Marinac-Dabic D, Krulewitch CJ, Moore RM Jr (2002) 
The safety of prenatal ultrasound exposure in human 
studies. Epidemiology 13(Suppl 3): S19-22 

McLachlan H, Foster D, Davey M et al (2012) Effects of 
continuity of care by a primary midwife (caseload 
midwifery) on caesarean section rates in women of low 
obstetrics risks the COSMOS randomised controlled 
trial. BJOG 119: 1483–92

Mendosa-Sassi RA, Cesar JA, Rodrigues da Silva P et al 
(2010) Risk factors for cesarean section by cetegory of 

BJM_21_1_xxx_xxx_CS.indd   710 17/12/2012   12:40



711British Journal of Midwifery • January 2013 • Vol 21, No 1

ReseaRch

health service. Rev Sauda Publica 44(1): 80–9
Mısırlıoğlu ED, Aliefendioğlu D, Fidan K et al (2006) Sağlık 

Bakanlığı Ankara Etlik Doğumevi ve Kadın Hastalıkları 
Eğitim ve Araştırma Hastanesinde Doğum Yapan 
Annelerin Antenatal Bakım Hizmetlerinden Yararlanma 
Durumunun Değerlendirilmesi. Perinatoloji Dergisi 
14(1): 7–13 [Evaluation of the prenatal care usage of 
mothers giving birth at the ministry of health, Ankara 
Etlik Training and research Hospital of Obstetrics and 
Gynecology. Perinatal Journal 14(1): 7–13 (in Turkish)]

Naidoo N, Moodley J (2009) Rising rates of caesarean 
sections: an audit of caesarean sections in a specialist 
private practice. SA Farm Pract 51(3): 254–8

Omaç M, Güneş G, Karaoğlu L, Pehlivan E (2009) Arapgir 
Devlet Hastanesine Basvuran Gebelerin Doğum Öncesi 
Bakım Hizmetlerinden Yararlanma Durumları ve 
Etkileyen Faktölerin Değerlendirilmesi (Haziran 2004-
2005). Fırat Tıp Dergisi 14(2): 115–9 [Evaluation of 
circumstances of the pregnants applied to the Malatya 
Arapgir State Hospital for prenatal care services and 
affecting factors (June 2004-2005). Medical Journal of 
Fırat 14(2): 115–9 (in Turkish)]

Pala K, Sarısözen D, Türkkan A, Günay N (2005) Bursa 
merkez sağlık ocaklarında çalışanların döner sermaye 
ve aile hekimliği ile ilgili düşünceleri. Toplum ve Hekim 
20(3): 177–85 [Thought of Staff Employed Bursa Central 
Health Care Centers on Rotating Capital and Family 
Medicine. Journal of Turkish Medical Association. 
Community and Phycisian 20(3): 177–85 (in Turkish)]

Penn Z, Gham-Maghami S (2001) Indications for caesarean 
section. Best Practice and Research Clinical Obstetrics 
and Gynacology 15(1): 1-15

Phadungkiatwattana P, Tongsakul N (2011) Analyzing the 
impact of private service on the caesarean section rate 
in public hospital Thailand. Arch Gynecol Obstet 284: 
1375–9

Sözeri C, Cevahir R, Şahin S, Semiz O. (2006). Gebelerin 
Gebelik Süreci İle İlgili Bilgi Ve Davranışları. Fırat 
Sağlık Hizmetleri Dergisi 1(2): 92–104 [The Knowledge 
and Attitudes of Pregnant Women About Pregnancy 
Period. Fırat University Journals of Health Services 1(2): 
92–104 (in Turkish)]

Simsek Y, Celen S, Ertas E, Danisman N, Mollamahmutoglu 
L (2012) Alarming rise of cesarean births: a single center 
experience. Eur Rev Med Pharmacol Sci 16(8): 1102–6

Teitler J O, das D, Kruse L, Reichman NE (2012) Prenatal 
care and subsequent birth intervals. Perspect Sex 
Reprod Health 44(1): 13–21

Turan T, Ceylan SS, Teyikçi S (2008) Annelerin Düzenli 
Prenatal Bakım Alma Durumları ve Etkileyen Faktörler. 
Fırat Sağlık Hizmetleri Dergisi 3(9): 157–72 [Influencing 
factors and situation of the mothers to take regular 
prenatal care. Fırat University Journals of Health 
Services 3(9): 157–72 (in Turkish)]

Turkey Demograohic and Health Survey (2008) Turkey 
Demograohic and Health Survey. www.hips.hacettepe.
edu.tr/tnsa2008/data/TNSA-2008_ana_Rapor-tr.pdf 
(accessed 15 April 2012)

Turkish Ministry of Health (2010) Ana Çocuk Sağlığı ve 
Aile Planlaması Genel Müdürlüğü. Doğum ve Sezaryen 
Eylemi Yönetim Rehberi. Ankara.www.saglik.gov.tr/
TR/belge/1-574/ana-cocuk-sagligi-ve-aile-planlamasi-
genel-mudurlugu.html (accessed: December 13, 2012) 
[Guide for Labor and Caesarean Section Management 
(in Turkish)] 

Turkish Ministry of Health, Maternal and Infants’ Health 
and Family Planing General Manager (2012) Turkey 
Demographic and Health Survey. www.saglik.gov.tr/TR/
belge/1-574/ana-cocuk-sagligi-ve-aile-planlamasi-genel-
mudurlugu.html (accessed 20 August 2012)

Varışoğlu Y (2008) Antenatal Bakımın Sezaryen Ve Normal 
Vajinal Doğuma Etkilerinin Belirlenmesi. Trakya 
Üniversitesi Sağlık Bilimleri Enstitüsü Hemşirelik AD. 
Yüksek Lisans Tezi, İstanbul. http://www.yok.gov.tr/en/
content/blogcategory/205/46/  (accessed 13 December  
2012) [Determination of the Effects of Antenatal Care 
on Caesarean Section and Vaginal Delivery. Institute of 
Health Sciences, Nursing Department, Thesis of Master 
Degree, Istanbul (in Turkish) 

World Health Organization (1985) Appropriate technology 
for birth. Lancet 2: 436–7

World Health Organization.(2006) Maternal immunization 
against tetanus. Standards for maternal and neonatal 
care. www.who.int/reproductivehealth/publications/
maternal_perinatal_health/immunization_tetanus.pdf 
(accessed 17 December 2012) 

World Health Organization (2012) Global Health 
Observatory. Antenatal care. http://www.who.int/gho/
maternal_health/reproductive_health/antenatal_care_
text/en/ (accessed 17 December 2012)

Yanıkkerem Uçum E, Kitapçıoğlu G (2010) Karadeniz G. 
Kadınların doğum yöntemlerine bakış açısı, deneyim 
ve memnuniyetleri. Fırat Sağlık Hizmetleri Dergisi 
5(13): 107–23. [The attitudes, experience and satisfaction 
toward mode of delivery among women. Fırat University 
Journals of Health Services 5(13): 107–23 (in Turkish)]

Yasar GY (2011) ‘Health transformation programme’ in 
Turkey: an assessment. Int J Health Plann Manage 
26(2): 110-33

Ziyo F Y, Matly FA, Mehemd G M, Dofany E M. (2009). 
Relation between prenatal care and pregnancy outcome 
at Benghazi. Sunadene Journal of Public Health 4(4): 
403–10

BJM_21_1_xxx_xxx_CS.indd   711 17/12/2012   12:40
View publication statsView publication stats

https://www.researchgate.net/publication/272125220

