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N3y 7:{e3l Background: Over the past few decades, the indications for Caesarean delivery have broadened thus

increasing the rate of caesarean section beyond the set level of WHO. The indications vary in different
health care facilities. It is essential to determine the factors responsible for increasing caesarean section rates. Objectives: To
find out the cesarean section rate based on urgency as per RCOG and gestational age as per the categorization of pregnancy
by ACOG in a tertiary health care facility catering to large South Indian population. It also aimed to determine the associated
conditions contributing for caesarean section. Methods: Retrospective analysis of women who underwent caesarean section
from Jan-2017 to June 2017. Data was analyzed with respect to gestational age, Urgency of caesarean section, maternal fetal
indications, clinical characteristics and associated conditions. Neonatal outcomes measured were gestational age, birth
weight and NICU admissions. Data was expressed as proportions and percentages. Results: The CS rate was 24.5% among?7,
346 deliveries and 81% were emergency CS. Preterm Caesarean sections were done in 18% and term 81.5%. Category II CS
were the commonest (49%) followed by Category I (32%). Scarred uterus was the most common indication (85%) for elective
caesarean section and fetal distress was most common indication (55.7%) for emergency caesarean sections. The associated
factors were prior Caesarean section (32%), Medical disorders in 21% and 2.4% prolonged infertility and ART conceptions.
Obstetric conditions including mal presentation were responsible in 19%. On the whole fetal indications accounted for 62%.
Conclusion: Fetal indications, especially fetal distress is the most common reason for caesarean section which may have
contributed for increased rate of caesarean section. Hence following strict criteria for diagnosis of fetal distress and adopting
policies for intrauterine resuscitation prior to decision making for cesarean section would contribute to reduction of CS rate at
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tertiary health care centers.

Introduction:

Worldwide increasing rates of caesarean sections are
reported in modern era and each facility is making efforts to
reduce the rates. In 1985 WHO recommended a caesarean
section rate of 15%'. This rate was not supported by any data
and it was suggested by an analysis at Harvard Medical
School that the average should be at least 22% and rates as
high as 36% yielded low maternal and neonatal mortality’.
The CS rate of 15% is also challenged in many forums as
during the modern era of quality care,safe mode of delivery
needs to be practiced to reduce maternal and perinatal
mortality as well as morbidity. In simple terms Caesarean
section is a rescue operation for vaginal delivery and it is to be
performed only to save life of pregnant woman or her fetus or
both. The recent statement of WHO on Caesarean section
emphasized that every effort should be made to provide
caesarean sections for women in need, rather than stiving to
achieve a specific rate’. The traditional indications for
caesarean section were cephalopelvic disproportion,
Obstructed labour, fetal distress, antepartum hemorrhage
and transverse lie at term. Cultural, religious factors
influenced the incidence of caesarean section when it
originated' but now fetal indication is the main factor for
increased rate of caesarean section’. Indications for
caesarean section vary in different facilities and in different
parts of the World. WHO recently recommended to adopt
Robson classification of caesarean section for comparison
and standardization across the facilities and Nations °. This
10 group classification takes in to consideration of parity,
labour onset, previous caesarean section and fetal
presentation and not the exact indication, gestational age ,
risk factors and overall clinical scenario of pregnant or
laboring women. This retrospective study is aimed to
determine the proportion of caesarean section rate based on
urgency as per RCOG’ and gestational age as per the
categorization of pregnancy by ACOG’. It also aimed to
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determine the associated conditions contributing for
caesarean section.

Methods: This is a retrospective analysis of women who
underwent section between Jan 2017-June 2017 (6 months
period) in a tertiary care teaching Institute South India. The
inpatient records of these women were analyzed with respect
to the urgency of Caesarean section as per RCOG and
grouped under 4 categories. The gestational age was
classified as for the ACOG committee opinion in to very
preterm (28-31 +6 wks), moderate pre term (32-33+6wks), late
preterm (34-36+ 6 wks) , early term (37- 38+ 6wks), full term (39-
40+ 6 wks), late term (41-41+6 wks) and post term (=42 wks).
The other data collected was age, short stature, gravidity,
associated factors like recurrent pregnancy loss, infertility
treatment, scarred uterus, Co-morbid conditions, Obstetric
conditions . The leading indication for elective and emergency
caesarean section was noted. The neonatal parameters
studied were birth weight and necessity of NICU admission
with respect to gestational age. The results were expressed in
proportions and percentages.

RESULTS:

There were 7,346 total deliveries during this period and 1,799
were caesarean deliveries accounting to 24.48 %. The trend
during the 6 month period is shown in Fig 1 A and B. The CS
rate remainedbetween 20-25%. Urgency of Caesarean section
under various gestational ages is shown in Table 1. Preterm
Caesarean sections were undertaken in 0.2% of very preterm
,1.83% of moderate preterm, 15.8% of late preterm accounting
to overall rate of 7. 83% . At term 43% underwent during full
term,33% during early term and 5.3% at late term. Post term
constituted 0.5% of caesarean sections. The most common
urgent category was II (48.7%) followed by I (32%). Category
III accounted for 6% and Category IV 12.8%. Greater risk of
urgency Caesarean section was seen in post term
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pregnancies though small in number. The urgency was also
more at gestational ages of full term and late term as 50% of
CS were among these gestational age.
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Table 1. Urgency and gestational age of women who underwent LSCS
S. |NICE GESTATIONAL AGE Total
NO |Category Very Moderate to late pre- Term Post-term
Preterm term (N= 1,468)
(28-31+6) |Moderate |Late Early term  |Full Term Late Term |=42wks |N=1799
N=5 pre-term preterm (37-38+6) |(39-40+6) |(41-41+6) |[N=9 (%)
(0.2%) (32-33+6) |[(34-36+6) |N=594(33%)|N=778 N=96 (0.5%)
N=33 N=284 (33%) (43.2%) (5.3%)
(1.83%) (15.8%)
1 |[Category I |- 8 (24.24%) |88 (30.9%) [172(28.9%) |269 (34.6%) |41 (42.7%) |4 (44.4%) |582 (32.35%)
2 |Category II |5 24 (72.7%) |156 (54.9%) [256(43.09%) [383 (49.2%) |48 (50%) 5(55.5%) |877 (48.75%)
3 |[Category III |- 1 18 (6.33%) |56 (9.42%) |34 (4.37%) |- - 109 (6%)
4 |CategoryIV |- - 22 (7.74%) |110(18.5%) |92 (11.8%) |7 (7.29%) -

Emergency CS accounted for 81% and the most common
indication was fetal distress (55.7%) followed by doubtful scar
integrity (20%).

The traditional way of indications is represented in Table 2.
Elective Caesarean sections were done in 19% and the most
common indication was scarred uterus (85.3% of elective CS)
mostly prior one CS. Prior 2 CS accounted for 22.4%.

Table 2: Traditional Indications for Caesarean Section

S. No Indication GESTATIONAL AGE Total
Very | Moderate to late Term Post- N=1,799
Preterm pre-term term
(28- Moderate|Late Early Full Term|Late =42 wks
31+6) |pre-term |preterm [term (39- Term N=9
N=5 (32-33+6)|(34- (37- 40+6) |(41-1+6)
N=33 36+6) |38+6) |N=778 |N=96
N=284 |[N=594
I Elective CS (N=340) - 1 40 166 126 7 - 340 (18.9%)
CPD - - - 2 10 1 - 13
Mal-presentations 9 8 13 30
Placenta Previa 3 3 1 - - 7
Scarred uterus - 1 28 153 102 6 - 290*(85.3%)
Prior 2CS - - 15 45 16 76 (22.4)
Prior 1 CS - 1 13 108 85 3 210
Scars other than CS 1 3 4
II Emergency (N=1459) 5 32 244 428 652 89 9 1459 (81.1%)
CPD - - 1 15 23 4 - 43
Deep transverse arrest - - - 1 2 1 - 4
Fetal distress 4 12 105 219 392 72 9 813 $ (55.7%)
Failed Induction - - 28 19 15 2 64
Mal-presentations in labour - 12 55 40 50 2 159
Non-progress Of labour - - 4 6 15 - - 25
Triplets in labour - - 2 - 1 - - 3
Placenta Previa with haemorrhage |- 1 5 2 - - - 8
Abruption - 1 1 2 - - - 5
Cord accidents - 3 4 13 13 3 - 36
Failed Instrumentation - - 1 2 5 - - 8
Scar Tenderness 1 3 38 109 136 5 - 2923 (20%)

Percentage out of total elective CS ; $ percentage out of total emergency CS

6.2%. Sixty four percent were multigravidae. Scarred uterus
was associated with 32% of the caesarean sections and
overall 7% were for previous 2 caesarean sections and 25%
had one prior scar.

The clinical profile of women and associated conditions is
shown in Table 3. The mean age is around 28 years and
among the very preterm it was 32.8 years and moderate
preterm it was 29 years. Short statured women constituted
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Table 3: Clinical Profile and associated Conditions

S. Clinical PRE-TERM TERM Post-term Total
No Characteristics N=322 (17.9%) N=1,468 (81.6%) N=9 N=1,799
Very 32-33+6 [34-36+6 [37-38+6 ([39-40+6 [41-41+6 (=42 wks
Preterm |Moderate |Late Early term|Full term |Late term |[N=9
28-31+6 |pre-term |preterm |N=594 N=778 N=96 (0.5%)
N=5 N=33 N=284 (33%) (43%) (5.3%)

1 Mean Age in yrs 32.8 29.03 26.99 27.51 26.06 25.00 22.89
Short-Stature (%) - - 6 39 56 10 - 111(6.2%)

3 Gravidity
Primigravida 1 13 124 173 276 53 7 647(35.9%)
Multigravida 4 20 160 421 502 43 2 1,152(64%)

4 RPL - - 8 12 6 - - 26(1.44%)

5 Infertility& ART - 2 10 20 19 1 1 53 (2.9%)

6 Scarred uterus 1 4 66 262 238 11 - 582(32.4%)
Previous 1 CS 1 4 41 191 204 10 - 451 (25%)
Previous 2 CS - - 25 69 31 1 - 126 (7%)
Other Scars - - - 2 3 - - 5

7 Co- morbid conditions |3 14 108 159 85 6 1 376(20.9%)
Diabetes(DIP) 1 2 28 57 41 2 - 131
Hypertension(HDP) 1 9 62 51 40 3 - 166
Hypothyroidism 1 3 15 42 37 1 1 100
Other medical disorders |- - 3 9 4 - - 14

8 Obstetric Disorders 349(19.3%)
PPROM - 4 32 - - - - 36
PROM - - - 41 61 3 - 105
Placenta previa - 1 8 5 1 - - 15
Abruption - 1 1 2 - - - 04
Malpresentations - 12 64 48 63 2 189(10.5%)

RPL: recurrent Pregnancy Loss; PPROM: Preterm premature rupture of membranes; PROM: Premature rupture of membranes

In 21% medical disorders were associated and the most
common medical disorder was hypertension followed by
Diabetes mellitus. Obstetrical disorders were associated only
in 9% and the most common association was PROM. Infertility
and ART (Assisted Reproductive Techniques) and Recurrent
pregnancy loss were the factors responsible for 2.9% and
1.44% caesarean sections.

Neonatal outcome was shown in Table 4. Most of the babies
born were average for gestational age (87%). Small for
gestational age accounted for 12.6% and large for gestational
age 0.4% only. Overall 14.8% of neonates were transferred to
NICU and these included all very preterm, early preterm and
50% of late preterm. Of those born at term approximately 9-
10% required NICU Care.

Table 4: Neonatal Outcome

S. |Characteristics GESTATIONAL AGE Total
No Very Preterm| Moderate to late pre-term Term Post-term
28-31+6 32-33+6 34-36+6 37-38+6  [39-40+6 (41-414+6|=42 wks [N=1,799
N=5 Moderate pre-|Late preterm|Early term [N=778 |N=96 |[N=9
term N=33 N=284 N=594
1. [SGA - 6 87 72 55 7 - 227(12.6%)
AGA 5 27 197 522 723 89 9 1,572 (87.38%)
LGA - - - - 8 - - 8(0.44%)
2. |NICU admission [5(100%) 33 (100%) 142(50%) 58(9.7%) |72 (9.2%) |9(9.3%) |1(11%) 267 (14.8%)

SGA: small for gestational age; AGA: Average for gestational age; LGA: Large for gestational age NICU: Neonatal Intensive

Care

Table 5 shows purely the fetal indications for Caesarean
section. More than 60% of caesarean sections were done for
fetal indications and the commonest reason was fetal distress
(45.2%) followed by malpresentations (10.5%).

Table 5: Fetal Indications for Caesarean section

S. No Primary Indication Number (%)
1,799 (100%)

1. Mal-presentations 189 (10.5%)

2. Fetal distress/compromise 813 (45.2%)

3. Triplets In labour 3

4 Cord accidents 36 (2%)

5. Recurrent Pregnancy loss 26 (1.45%)

S. ART Pregnancies 53 (2.95%)

Total 1,120 (62.25%)

DISCUSSION:

There was a gradual increase in Caesarean section rates over
the years in almost all parts of the World. The rates vary

widely, Latin America having highest rates and Africa the
lowest and the analysis suggested that there is an inverse
relationship between Caesarean section rates and maternal,
neonatal mortality in countries with high maternal and
perinatal mortality °. In United States it was reported that the
rate has increased from 23.5% in 1990 to 31.9% in 2016 ° . The
absolute increase in CS rate from 1990-2014 was 4.5%, 15.1%
and 13.8% for Africa, Asia and Europe respectively'’.

InIndia there is high interstate variability in CS rates. CS rates
were high in kerala (31.8%) , Andhra Pradesh (29.3%) and
Tamil Nadu (23.2%) and low in Rajasthan and Jharkhand
(4.2%) and the MMR and IMR were high in the states with low
CS rates”. A recent cross sectional study (National Family and
Health Survey) between 2015-16 reported the disparity in CS
rates among various states and concluded that the CS rate in
India is more among affluent groups and developed states
and more research is necessary to understand the rapid rise of
Caesarean section rates”. Caesarean section rates were
reported to vary between Govt and Private organizations. A
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very high rate of 53% in Peru and 86% in Brazil were reported
in private hospitals'*®

At tertiary care Institutes CS rate of 33.2% from Punjab was
reported by Preetkamal et al *34% from Assam by Banerjee
et al 7 and 46% from Tamil Nadu by Poovathi et al *. The
current study has a much lower rate (24.5%) even thoughitisa
high volume tertiary care centre with 15,000 to 18,000
deliveries per year. The commonest indication in this study
was fetal distress as reported from Assam where as it was
previous caesarean section in the study from Punjab and
cephalopelvic disproportion in the study from Tamil Nadu. A
study from China reported CS rate of 55% and the most
common indication as maternal request (28.4%) followed by
cephalopelvic disproportion (14%)". In the current study no
caesarean sections were done at maternal request as per the
policy of the department. A recent study from rural medical
college, India , where CS rate was 48% , reported 2.5% of
Caesarean sections for maternal request”. A study from
Urban tertiary care reported 6 % CS at maternal request™.

Most of the Cesarean sections were performed as emergency
in various studies. Banerjee and collegues reported 24.4% to
have had elective CS and in the current study only 19% had
elective CS. The most common reason for elective CS was
prior Caesarean section (59.4%) and emergencyCS was fetal
distress (30%)” This is consistent with the current study in that
85% of the elective caesareans were for prior scarred uterus
and 55.7% of emergency Caesareans were for fetal distress.

An analysis of urgency of Caesarean sections by Nair and
colleagues “revealed Category IV (failed induction) as the
most common followed by Category II. This is in contrast with
the current study in which category II was the most common
followed by Category I. With respect to gestational age
9.9%,85% and 5.2% were performed at preterm, term and post
term respectively in the study by Das and Collegues * where
as in the current study it is 18%, 82% and only 0.5% post-term .
Gestational age in the current study is consistent with that of
Poovathi and collegues who reported preterm CS of 18%, and
term 82% . Singh et al reported 50% to be preterm in a cohort of
150 women who underwent Cs™.

Previous 2 or more caesarean sections as an indication
accounted for 7% in the current study where as it was 12.38%
in the study of Das and colleagues. Scar tenderness
accounted for 20% of all emergency CS but and Das and
collegues reported it among 20% of all CS. Repeat
Caesarean section as the leading indication was reported by
Preetkamal et al (30%), Das et al (30%) and Singh et al
(27%). In the current study prior caesarean was associated in
32% but it is not the leading cause. In the study of Singh et al
37% underwent CS for fetal distress though previous
caesarean section emerged as the most significant
determinant for CS. Fetal distress as the commonest reason
(leading indication) for Caesarean section was reported in
32.8% by Banerjee et al. In the current study 55.7% of
emergency LSCS were performed for fetal distress and this
amounts to 45% of total CS. A prospective observational study
undertaken in women who underwent LSCS for fetal distress
diagnosed by Cardiotocography not responding to
intrauterine resuscitative measures concluded that neonatal
outcomes did not correlate with diagnosis of fetal distress and
the diagnosis has to be more precise and accurate prior to
taking decision to perform CS”. Regarding decision to
delivery interval it was concluded that universally agreed
evidence-based decision-to-delivery targets without
compromising maternal or foetal safety are necessary and
future research should focus on accurate means of
diagnosing fetal distress. . In the current study 50 % of late
preterm and 10% of term babies required NICU care. But the
data on neonatal morbidity and mortality could not be

collected with accuracy and this is the limitation of the study.
As the fetus-neonate spontaneously corrects acidosis and
also with resuscitative measures, the neonatal outcomes will
not be correlating with abnormal fetal cardiotocograms all the
time.

Obstetric indications constituted only 8% '° and in the current
study 19.3% including malpresentations. Malpresentations as
a sole indication was reported in 8% and in the current study
it is 10.5% and 18% in the study by Preetkamal. Other
associated conditions which significantly impacted the CS
rate were pre-eclampsia, Diabetes mellitus and Obesity”. Das
and collegues reported medical disorders to be the reason in
0.95% and Recurrent pregnancy loss in another 0.95% and in
the current study co-morbid conditions were associated in
20.9% and recurrent pregnancy loss in 1.44%. Caesarean
section rate in pregnancies following prolonged infertility and
IVF/ICSI is high and the reasons being advanced maternal
age and maternal request 7. In the current study 2.9% of
Caesarean sections were associate with treatment for
infertility and ART and the exact indication was not clear in
these women though many factors like medical disorders,
advanced maternal age may be responsible.

On the whole fetal indications for CS were reported in 46.5%
by Preet kamal®®, 47% by Banerjee and colleagues and in the
current study it accounted for 62.25% when recurrent
pregnancy loss and ART pregnancies were included. A recent
review (1950-2020) regarding the increased rate of caesarean
sections has highlighted 4 main reasons for 80-85% of
Caesarean sections. Viz: Elective caesarean sections for
breech presentations, Previous caesarean section, emergency
caesarean sections for suspected fetal growth restriction, fetal
distress and failure of induction®. Anincrease in CS rate of 5%
over 10 years was found to decrease PNMR from 33 per1000 to
17 per 1000 live births.” Interventions to reduce CS rates
include clinical and non-clinical and these strategies should
be implemented as per WHO® regarding infrastructure,
training health care professionals and education of the couple
and at large the Society.

References:

1. Chalmers. Appropriate technology for birth. Lancet. 1985;2(8452):436-7.

2. Tuteur A. C-Section Procedure Stigma-Caesarean Birth Refinery
29:https://www.refinery29.com/en-us/c-section-birth-mothers

3. WHO, HRP. WHO Statement on Caesarean Section rates .2015.
https://www.who.int/reproductivehealth/publications/maternal_perinatal_he
alth/cs-statement/en/

4.  Boley]P The history of caesarean section. CMAJ. 1991;145(4):319-2.

5. Patel BS, Kedia N, Shah SR, Agrawal SE Patel VB, Patel AB. Changing trends
in cesarean section: from 1950 to 2020. Int ] Reprod Contracept Obstet
Gynecol 2020;9:2222-6.

6. Robson Classification ~World Health Organization 2017. https://apps.who.
int/iris/bitstream/10665/259512/1/9789241513197-eng.pdf?ua=1

7.  Classification of Urgency of Caesarean section- A Continuum of Risk . RCOG
.2010. Good Practice No.ll. Carehttps://www.rcog.org.uk/en/guidelines-
research-services/guidelines/good-practice-11/

8.  Definition of Term Pregnancy. Committee Opinion No.579. American College
of Obstetrician and Gynecologists. Obstet Gynaecol. 2013;122:1139-40.
https://pubmed.ncbi.nlm.nih.gov/24150030/

9.  Betrén AP Merialdi M, Lauer JA, Bing-Shun W, Thomas ], Van Look B Wagner
M. Rates of caesarean section: analysis of global, regional and national
estimates. Paediatr Perinat Epidemiol. 2007 Mar;21(2):98-113. doi:
10.1111/;.1365-3016.2007.00786.x. PMID: 17302638.

10. Recent trends in cesarean delivery in the United States. Factsheet: NCHS
Data Brief, September 2017. Available at: https://www.cdc.gov/nchs/
products/databriefs/db287.

11. Betrdn AR Ye ], Moller AB, Zhang ], Gilmezoglu AM, Torloni MR. The
Increasing Trend in Caesarean Section Rates: Global, Regional and National
Estimates: 1990-2014. PLoS One. 2016;11(2):e0148343. Published 2016 Feb 5.
doi:10.1371/journal.pone.0148343.

12. Shabanam S. Caesarean section delivery in India: Causes and Concerns.
https://iussp.org/sites/default/files/event_call for papers/Caesarean%20se
ction%20delivery%20in%20India_0.pdf

13. Guilmoto CZ, Dumont A. Trends, Regional Variations, and Socioeconomic
Disparities in Cesarean Births in India, 2010-2016. JAMA Netw Open.
2019;2(3):e190526. Published 2019 Mar 1. doi:10.1001/jamanetworkopen.
2019.0526.

14. Arrieta A. Health reform and cesarean sections in the private sector: the
experience of Peru. Health Policy. 2011;99(2):124-30. 38.

15. Rebelo E da Rocha CM, Cortes TR, Dutra CL, Kac G. High cesarean
prevalence in a national population-based study in Brazil: the role of private

GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS & 23



VOLUME - 10, ISSUE - 04, APRIL - 2021 * PRINT ISSN No. 2277 - 8160 ¢ DOI : 10.36106/gjra

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

practice. Acta Obstet Gynecol Scand. 2010;89(7):903-8.

Preetkamal, Kaur H, Nagpal M. Is current rising trend of cesarean sections
justified? Int] Reprod Contracept Obstet Gynecol 2017;6:872-

Banerjee A, Bhadra B, Dey KR. Analysis of caesarean section in a tertiary care
hospital, Assam, India. Int ] Reprod Contracept Obstet Gynecol 2018;7:1514-7.
Poovathi M, Vinotha, Kayalvizhi. Analysis of primary caesarean section in a
tertiary care hospital MGMGH, Trichy , Tamil Nadu, South India.
IJGOR.2019;1:1-5.

Liu, Y., Li, G., Chen, Y. et al. A descriptive analysis of the indications for
caesarean section in mainland China. BMC Pregnancy Childbirth 14, 410
(2014). https://doi.org/10.1186/s12884-014-0410-2.

Narayanaswamy, Mariyappa, Balagurusamy Ambika, & Talasila Sruthi.
"Cesarean Delivery at Maternal Request in a Rural Medical College
Hospital." Journal of Clinical Gynecology and Obstetrics [Online], 5.2 2016:
64-67. Web. 27 Feb. 2021.

Singh N, Pradeep Y,Jauhari S. Indications and determinants of
cesareansection: A cross-sectional study. Int] App Basic MedRes 2020;10:280-
S.

Batieha AM, Al-Daradkah SA, Khader YS, Basha A, Sabet E et al. (2017)
Cesarean Section: Incidence, Causes, Associated Factors and Outcomes: A
National Prospective Study from Jordan. Gynecol Obstet Case Rep Vol.3:
No.3:55.doi:10.21767/2471-8165.1000055.

Nair VV, Nair SS, Venugopalan P. Decision to delivery interval in emergency
LSCS and its impact on fetal outcome. Int ] Reprod Contracept Obstet
Gynecol 2019;8:3679-83.

Das RK, Subudhi KT, Mohanty RK. The rate and indication of caesarean
section in a tertiary care teaching hospital eastern India. Int ] Contemp
Pediatr 2018;5:1733-9.

Gangwar R, Chaudhary S. Caesarean Section for Foetal Distress and
Correlation with Perinatal Outcome. ] Obstet Gynaecol India. 2016;66(Suppl
1):177-180. doi:10.1007/s13224-015-0831-5

Tomlinson JH, Lucas DN. Decision-to-delivery interval: Is 30 min the magic
time? What is the evidence? Does it work? Best Pract Res Clin Anaesthesiol.
2017 Mar;31(1):49-56. doi: 10.1016/j.bpa.2017.04.001. Epub 2017 Apr 25.
PMID: 28625305.

Gillet E, Martens E, Martens G, Cammu H. Prelabour caesarean section
following IVF/ICSI in older-term nulliparous women: too precious to push?. J
Pregnancy. 2011;2011:362518. doi:10.1155/2011/362518.

Muliyil DE, Manjunath K, Helan J, Minz S, George K, Abraham V], Bose A,
Cherian AG. Trends in caesarean section rates in a rural block of southern
India. Int ] Reprod Contracept Obstet Gynecol 2018;7:3305-10.

WHO Recommendations Non-Clinical Interventions to Reduce Unnecessary
Caesarean Sections. Geneva: World Health Organization; 2018. PMID:
30398818. https://www.who.int/reproductivehealth/publications/non-clinical-
interventions-to-reduce-cs/en/

24 % GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS




