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Abstract. Objectives: The reasons for increased cesarean section (CS) rates are complex and multifactorial. 
The goal of this study was to look at different social and economic factors that might be causing more cases 
of CS in the population. Study design: A retrospective population-based cohort study. Data was taken from 
the Perinatal Neonatal Outcomes Research study in the Arabian Gulf (PEARL study) registry. Data from 
60,728 live births ≥ 24 weeks of gestation were analyzed. In this study, various socioeconomic factors, such 
as maternal nationality, religion, educational level, employment status, parental income, consanguinity, hous-
ing, preterm birth, and tall stature, were examined for women undergoing cesarean section (CS) and their 
economic outcomes. Women who underwent vaginal delivery (VD) were compared. There are risks associated 
with pregnancy, smoking, assisted conception, and prenatal care. Results: 60,728 births ≥ 24 weeks gesta-
tion were included in the analysis. 17,535 women delivered by CS (28.9%). Women with university-level 
education and above were more likely to deliver by CS (61%), as compared to illiterate women or women with 
basic education at elementary or secondary levels (OR 0.73, CI 95%: P: <0.0001). Working women were more 
likely to deliver by CS (OR 1.40, CI 95%, P value <0.0001). Women living in rented houses were less likely 
to achieve a normal delivery (71.8%) (OR 1.40, CI 95%; P: <0.0001) as compared to women living in owned 
houses (74.7%). Women over 20 years old tended to achieve more VD compared to women less than 20 years 
old. P value <0.0001. Smoking was associated with lower chances of VD, with 42.4% of smokers delivered by 
CS compared to 28.3% of non-smokers (OR 1.87, CI 95%; P: <0.0001). Assisted conception was associated 
with higher CS rates as compared to spontaneous conceptions (OR 0.39; P: <0.0001). We found no statisti-
cally significant differences in how babies were born based on the mother’s nationality, the father’s job, or the 
mother’s income. Conclusions: Higher education, employed mothers, smoking, and living in rented houses 
were socioeconomic factors associated with a higher rate of CS in our population. Furthermore, women who 
had regular antenatal care were more at risk for delivery by cesarean section, which could be related to other 
comorbidities increasing the likelihood of cesarean birth rather than antenatal care itself. In our population, 
assisted reproduction was associated with a higher probability of cesarean delivery. (www.actabiomedica.it)
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Introduction

A cesarean section (CS) is a life-saving procedure 
when pregnancy or labor complications arise. However, 

the incidence of CS has increased significantly and 
steadily over the past two decades, causing concern 
among various health professionals, institutions, and 
nations (1). Although CS is considered a routine 
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surgical procedure, there are risks involved. Numerous 
immediate, short-term, and long-term health effects 
and complications have been documented. These may 
also have long-term effects on future pregnancies, in 
addition to their effects on women and their children. 
Compared to women who deliver vaginally, women 
with CS experience higher rates of morbidity and 
mortality (VD). Women who undergo CS are at risk 
for a variety of adverse outcomes, including mortality, 
ICU admission, hysterectomy, anemia, blood trans-
fusions, uterine rupture, placental abnormalities, and 
long-term effects on their fertility (2,3). Newborns 
with CS are more likely to develop allergies, asthma, 
and type 1 diabetes, and they are at risk for developing 
shortness of breath (4,5).

Consequently, reducing the number of CS is gain-
ing popularity among healthcare planners. This objec-
tive can be attained by understanding the causes of the 
rise in CS. In addition to medical factors, non-medical 
factors, such as the varied changes in maternal features 
over the past few decades, as well as social and cultural 
factors, may also be to blame (6). The goal of our study 
was to find out how different mother characteristics 
and socioeconomic factors affect CS rates.

Methods

This is a retrospective longitudinal study in Qatari 
government hospital facilities utilizing maternal and 
neonatal registries with data bridging the perinatal-
postnatal period. Data for this study were taken from 
the Qatar Perinatal Registry, which was developed in 
2011 and resumed as the Qatar Pearl Peristat Regis-
try in 2016 funded by the Qatar National Research 
Fund [QNRF] and sponsored by the Hamad Medical 
Corporation Medical Research Center. The registry 
includes information from all Qatari provincial hospi-
tals with obstetric units covering both the prenatal and 
postnatal phases. To investigate the short- and long-
term health condition of both mothers and neonates, 
the registry seeks to use patient records. To improve 
the outcomes for the Qatari population’s reproductive 
health, this study also aims to look at the development 
of particular sub-cohorts. The first part of the register 
covers the birth cohort from 2011–2012, with 35,000 

births, and the second phase covers the birth cohort 
from 2017–2019, with 35,000 births nationwide. Be-
cause the register only represents less than 10% of all 
deliveries in Qatar and does not make use of the same 
electronic health record system, we omitted instances 
from the private sector. A common electronic medi-
cal record (EMR Cerner®) that links all state hospitals 
serves as the source of the first registration data collec-
tion. To address the social status of pregnant women, 
social data questionnaires given out after birth are also 
utilized to gather socioeconomic and demographic 
health data. The research team for the registry is made 
up of 12 skilled research assistants who are responsible 
for gathering patient data from families (social data) 
or EMRs (electronic clinical data Cerner®), under 
the direction of a full-time qualified researcher. It has 
been constructed. Each factor was divided into opti-
mal socioeconomic settings (control) and less optimal 
settings (risk factors). Socioeconomic factors include 
the mother’s nationality (national vs. resident), religion 
(Muslim vs. non-Muslim), educational level (high vs. 
non-Muslim), mother’s occupation (housewife vs. em-
ployed), and family income (high vs. employed). low), 
placement (separate vs. shared), consanguinity (none 
vs. yes), preterm birth (≥ 20 years vs. <20 years), high-
risk pregnancy (none vs. yes), smoking (none vs. yes), 
Assisted conception (no vs. yes), prenatal care (yes vs. 
no), and place of birth (Level 3 referral hospitals vs. 
Level 1 and 2 hospitals).

Statistical analysis

Collected data is analyzed and stored in a specially 
designed program created by Dendrite® database solu-
tions. The analysis is performed in both Dendrite® and 
SPSS® version 22. Records for the cesarean section are 
retrieved from the PEARL-Peristat Registry in Excel 
format. Data for a total of 60,728 births are recovered 
following which extreme or aberrant maternal age, birth 
weight, or gestational ages are removed from the data-
set. Test cases from some years and additional records 
are also removed for various reasons. There are a total of 
60,728 births used finally; (19166 preterm and 41,562 
term newborns). Mode of delivery is examined within 
the following cohorts: year of delivery, nativity (Native vs. 



Acta Biomed 2023; Vol. 94, N. 3: e2023082 3

Expatriates), maternal age at delivery, newborn gender, 
and the duration of pregnancy. For each group examined, 
frequencies and percentages or percentiles are calculated. 
Differences in proportion are tested using Pearson’s Chi-
square test with statistical significance set at P value 
< 0.05. Results are presented in the table. Confidence in-
terval (CI) and odds ratio (OR) (7). The rate centile was 
calculated as the number of LBW divided by the number 
of LBW plus NBW expressed as 100%.

Results

60,728 births ≥ 24 weeks’ gestation were included 
in the analysis. 11,444 were labelled as high risk preg-
nancies. Most women (51,782) delivered in Women’s 
Wellness and Research Centre. Few women (3,773) 
had no antenatal care. 17,535 women delivered by 
CS (28.9%). Women with university-level education 
and above were more likely to deliver by CS (61%) 
as compared to illiterate women or women with ba-
sic education at elementary or secondary levels (OR 
0.73, CI 95%; P: <0.0001). Working women were 
likely to deliver by CS (OR 1.40, CI 95%, P: <0.0001). 
Women living in rented houses were less likely to 
achieve a normal delivery (71.8%) (OR 1.40, CI 95%, 
P: <0.0001) as compared to women living in owned 
houses (74.7%). Women more than 20 years old tended 
to achieve more VD as compared to women > 20 years 
old (P; <0.0001). Smoking was associated with lower 
chances of VD, 42.4% of smokers delivered by CS as 
compared to 28.3% of non-smokers (OR 1.87, CI 
95%, P value <0.0001). Assisted conception was asso-
ciated with higher CS rates as compared to spontane-
ous conceptions (OR 0.39; P: <0.0001). We found no 
statistically significant differences in the mode of de-
livery regarding nationality, paternal occupation, and 
maternal income. We found no statistically significant 
differences concerning nationality, paternal occupa-
tion, marital status, and maternal income (Table 1).

Discussion

Globally, the CS rate nearly tripled between 
1990 and 2014, from 6.7% to 19.4%. However, rates 

vary from country to country and even between hos-
pitals within the same nation. Compared to others, 
the growth rates of some nations were exceptionally 
high. In Egypt, the prevalence of CS increased dra-
matically from 4.6% in the 1990s to 51.8% in 2014. 
Romania had the largest increase in Europe. In Latin 
America, from 7.2% to 36.3%. Mexico, Colombia, and 
the Dominican Republic experienced the greatest in-
creases in CS incidence rates (1,8). Multiple variables 
have contributed to the rise in CS rates. Providers of 
healthcare must comprehend the underlying causes of 
the CS increase in their patient population and make 
every effort to optimize these rates (9). Multiple medi-
cal explanations have been proposed for this increase. 
However, medical and health-related factors cannot 
fully account for the vast variation in rates across na-
tions (1,9,10).

Social, economic, religious, and cultural factors 
may play a larger role than previously believed. Con-
sidering this, the purpose of the study was to exam-
ine the effect of various socioeconomic factors on CS 
rates among 60,728 births ≥ 24 weeks gestation. In our 
study, 17,535 women gave birth via caesarean section, 
while 43,193 delivered normally. The prevalence of 
CS was 28.9% in our study population. In our study, 
women with a bachelor’s degree or higher and women 
who were employed were more likely to deliver by ce-
sarean section than illiterate women or women with 
elementary or secondary education. The prevalence of 
CS among women with a higher level of education and 
employment was 30.4% and 32.8%, respectively. This 
was statistically significant in comparison to the CS 
rates of women with less education (23%) and house-
wives (25.9%).

This finding supports the work of other studies 
in this area where increased cesarean section rates are 
associated with the mothers’ higher education (11,12). 
It is plausible that more educated women feel more 
empowered to choose a CS that they will confidently 
stand by. Moreover, by being more aware of the po-
tential risks, they may select a CS for better safety for 
the baby and less pelvic floor trauma (13). However, 
what still needs to be defined is the proportion of that 
increase related to other factors such as wealth, inher-
ent differences in risk in these women, ease of access 
to health services, and physician biases (11,12). One 
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Table 1. Socioeconomic factors data analysis.

Risk factors

Mode of delivery

CS Vaginal OR (95% CI) P value

Number % n %

Nationality

Non-Qatari 12464 28.9 30606 71.1 1.01 (0.97-1.05) 0.5851

Qatari 5071 28.7 12587 71.3 Control

Religion

Other 358 33.9 698 66.1 1.35 (1.19-1.54) <0.0001

Muslim 8050 27.5 21258 72.5 Control

Marital status

Single/divorced/
separated/unknown

1267 29.2 3066 70.8 1.01 (0.95-1.09) 0.6946

Married 14185 29.0 34799 71.0 Control

Father’s education

Illiterate/elementary/
secondary

4345 23.4 14193 76.6 0.73 (0.7-0.76) <0.0001

University and above 7447 29.6 17682 70.4 Control

Mother’s education

Illiterate/elementary/
secondary

4633 23.0 15509 77.0 0.68 (0.65-0.71) <0.0001

University or above 7253 30.4 16588 69.6 Control

Father’s occupation

Unemployed 282 27.9 727 72.1 1.05 (0.91-1.21) 0.5071

Employed 11469 27.0 30993 73.0 Control

Mother’s occupation

Worker 5866 32.8 12037 67.2 Control <0.0001

Housewife 8439 25.8 24240 74.2 1.40 (1.35-1.46)

Father’s income

< 10 thousand 4453 26.0 12649 74.0 0.92 (0.88-0.97) 0.0007

≥10 thousand 5843 27.6 15335 72.4 Control

Mother’s income

<10 thousand 2227 30.2 5152 69.8 0.93 (0.87-1) 0.0468

≥10 Thousand 2115 31.7 4550 68.3 Control

Housing

Rented house 7936 28.2 20180 71.8 1.16 (1.11-1.21) <0.0001

Owned 3765 25.3 11100 74.7 Control

Type of house

popular house 1978 21.6 7171 78.4 0.7697 (0.73-0.81) <0.0001

Apartment/villa 9825 28.5 24630 71.5 Control
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Women living in rented houses were less likely 
to achieve a normal delivery (71.8%) as compared to 
women living in owned houses (74.7%; P: <0.0001. 
The rate of CS in rented houses was 28.2% compared 
to owned houses (25.3%), which was statistically sig-
nificant. Living in an apartment or villa was associated 
with more CS rates (28.5%) than living in a ‘popu-
lar house’ (21.6%), which sometimes refers to a house 
where many families live. Higher socioeconomic status 
may perceive CS as a more prestigious option (11).

In our study, assisted conception was associated 
with higher CS rates as compared to spontaneous 
conceptions (OR 39; P: <0.0001). The CS rate among 
women who achieved pregnancy via assisted concep-
tion was only 13.2% compared to women who spon-
taneously conceived (27.8%). This finding is broadly 
consistent with other studies. These women are usually 
older and have comorbidities such as endometriosis, 
obesity, diabetes, hypertension, and previous surgeries, 
complicating the pregnancy and contributing to the 
higher CS rates (20- 23).

We found no statistically significant differences in 
the mode of delivery concerning nationality or paternal 
occupation and maternal income. This is in contrast to 
other studies which have linked the increased CS rate 
with higher family income, insured mothers and deliv-
ery in private health care facilities, and increased profit-
ability (24-26). Many of these factors do not apply to 

of the strengths of our study is that access to health-
care services is nearly free for all, limiting the bias from 
other factors such as wealth and physician economic 
considerations. In our study, the rate of CS was nearly 
double in women > 20 years old (29.3%) as compared 
to those < 20 years old (13.4%). The OR for a VD 
was 0.37 (0.32-0.43). This is statistically significant. 
Although the reasons for this can be multifactorial, 
older women tend to have more comorbidities, which 
can contribute to a CS. This finding agrees with other 
studies, where the overall CS increased with increasing 
maternal age (14,15).

In our study, women who smoke tended to achieve 
lower chances of VD and statistically more CS rates. 
42.4% of smokers delivered by CS compared to 28.3% 
of non-smokers (OR 1.87, CI 95%, P: <0.0001). Smok-
ing increases the risk of intrauterine growth restriction, 
low birth weight babies, and preterm delivery. All can 
complicate a normally going pregnancy and increase 
CS rates (16,17) and the risk of fetal compromise dur-
ing labor leading to increased operative delivery rates 
via instrumental delivery and CS (18).

In our study, women with a high-risk pregnancy 
and having routine antenatal care were more likely to 
deliver by a CS as compared to women with low-risk 
pregnancies and those with limited antenatal care. 
One step to decrease CS rates is to limit CS in low-
risk pregnancies (19).

Risk factors

Mode of delivery

CS Vaginal OR (95% CI) P value

Number % n %

Consanguinity

Yes 3231 23.6 10488 76.4 0.77 (0.73-0.81) <0.0001

No 8506 28.6 21252 71.4 Control

Maternal age

Mother < 20 years 193 13.4 1251 86.6 0.37 (0.32-0.43) <0.0001

Mother 20+ years 17387 29.3 42037 70.7 Control

Gravidity

High gravidity (>3) 6184 29.4 14820 70.6 1.04 (1.01-1.08) 0.0262

0-3 11386 28.6 28449 71.4 Control

Smoking

Yes 126 42.4 171 57.6 1.87 (1.48-2.35) <0.0001

No 14642 28.3 37070 71.7 Control
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risk for delivery by a cesarean section which could be 
related to other comorbidities increasing the likeli-
hood of cesarean birth rather than the antenatal care 
itself. Unlike previously published reports, assisted 
reproduction did not seem to contribute to cesarean 
delivery in our population.

There is considerable evidence to suggest an in-
creased role of socioeconomic factors in the rise of CS 
rates, which appear independent of medical indica-
tions. More in-depth studies are needed to quantify 
this role. These factors can differ from one healthcare 
system to another. Tailoring health services to target 
the factors for a particular population cohort is essen-
tial in counselling and optimizing CS rates.

Conflict of Interest: Each author declares that he or she has no 
commercial associations (e.g. consultancies, stock ownership, equity 
interest, patent/licensing arrangement etc.) that might pose a con-
flict of interest in connection with the submitted article.

Author Contributions: G.S wrote the manuscript. HS is the lead 
principal investigator of PEARL, data analysis, data verification, par-
ticipated in writing manuscript and manuscript submission. SA is a re-
search fellow participated in the data collection. HS, SA, MA, HA are 
the research collaboration group, data analysis and manuscript revision.

Ethic Committee: The study has been granted an exemption from 
requiring ethics approval because it was retrospective and “non-
interventional”. All procedures were in accordance with the 1964 
Helsinki declaration and its later amendments.

References

1.	Betrán AP, Ye J, Moller AB, Zhang J, Gülmezoglu AM, 
Torloni MR. The Increasing Trend in Cesarean 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.

2.	Sandall J, Tribe RM, Avery L, et al. Short-term and long-
term effects of cesarean section on the health of women and 
children.  Lancet. 2018;392(10155):1349-57. doi:10.1016 
/S0140-6736(18)31930-5.

3.	Villar J, Valladares E, Wojdyla D, et al. Cesarean de-
livery rates and pregnancy outcomes: 2005 WHO 
global survey on maternal and perinatal health in Latin 
America [published correction appears in Lancet. 2006 
Aug  12;368(9535):580].  Lancet. 2006;367(9525):1819-29 
. doi:10.1016/S0140-6736(06)68704-7.

our institution, where delivery is at low cost or free for 
all, irrespective of socioeconomic status or nationality. 
This can also be one of the strengths of our study, as cost 
and lack of resources probably contribute very little to 
the increased CS in our widely diverse population.

Strengths and limitations of our study

Our population sample is large (60,728 women) 
and diverse, with ex-patriots of various nationalities 
(12,464 women), more than double the number of 
Qatari people (5,071 women). This sample is also rep-
resentative of the majority of the total population.

Cost as a contributing factor to the highly com-
plex socioeconomic equation is largely eliminated in 
our study. This is because health care at our facilities 
is almost free or very low cost for everyone regardless 
of nationality. This variable may confound other socio-
economic variables in many other studies.

The combination of the above in medical facili-
ties with the same HCP helps reduce differences in 
expertise when studies are conducted in different hos-
pitals or geographies. Since we operate an on-call sys-
tem and do not have specific physicians available for 
patients, physician availability has little impact on the 
facility. These factors strengthen our study with many 
of the confounding factors of other studies, such as: 
For example, differences in physician expertise, mater-
nal costs, accessibility to health care, and convenience 
of physicians do not apply to our study.

Some limitations need to be noted regarding our 
study. It would have been more useful to stratify CS 
rates with different age groups. To analyze elective ver-
sus emergency section. Another is further analysis of 
assisted reproductive technologies (ART) into multi-
ple sections ranging from mere ovulation induction to 
in-vitro fertilization.

Conclusions

Higher education, women who were employed, 
smoking, and living in rented houses were some of the 
socioeconomic factors associated with the women who 
were delivered by CS in our population. Furthermore, 
women who had regular antenatal care were more at 



Acta Biomed 2023; Vol. 94, N. 3: e2023082 7

Outcomes in California, 2007 to 2016.  Am J Perinatol. 
2020;37(13):1364-76. doi:10.1055/s-0039-1693689.

18.	Lurie S, Ribenzaft S, Boaz M, Golan A, Sadan O. The effect 
of cigarette smoking during pregnancy on mode of delivery 
in uncomplicated term singleton pregnancies. J Matern Fe-
tal Neonatal Med. 2014;27(8):812-5. doi:10.3109/1476705
8.2013.842551.

19.	Delbaere I, Cammu H, Martens E, Tency I, Martens G, Tem-
merman M. Limiting the cesarean section rate in low risk 
pregnancies is key to lowering the trend of increased abdominal 
deliveries: an observational study. BMC Pregnancy Childbirth. 
2012;12:3. Published 2012 Jan 9. doi:10.1186/1471-2393-12-3.

20.	Mylonas I, Friese K. Indications for and Risks of Elective 
Cesarean Section.  Dtsch Arztebl Int. 2015;112(29-30): 
489-95. doi:10.3238/arztebl.2015.0489.

21.	Källén B, Finnström O, Nygren KG, Otterblad Olaus-
son P, Wennerholm UB. In vitro fertilisation in Sweden:  
obstetric characteristics, maternal morbidity and  
mortality.  BJOG. 2005;112(11):1529-1535. doi:10.1111 
/j.1471-0528.2005.00745.x.

22.	Sullivan EA, Chapman MG, Wang YA, Adamson GD. 
Population-based study of cesarean section after in vitro 
fertilisation in Australia.  Birth. 2010;37(3):184-91. 
doi:10.1111/j.1523-536X.2010.00405.x.

23.	Luke B, Gopal D, Cabral H, Stern JE, Diop H. Pregnancy, 
birth, and infant outcomes by maternal fertility status: the 
Massachusetts Outcomes Study of Assisted Reproductive 
Technology.  Am J Obstet Gynecol. 2017;217(3):327.e1-
327.e14. doi:10.1016/j.ajog.2017.04.006.

24.	Neuman M, Alcock G, Azad K, et al. Prevalence and de-
terminants of cesarean section in private and public health 
facilities in underserved South Asian communities: cross-
sectional analysis of data from Bangladesh, India and 
Nepal.  BMJ Open. 2014;4 (12):e005982. Published 2014 
Dec 30. doi:10.1136/bmjopen-2014-005982.

25.	Gomes UA, Silva AA, Bettiol H, Barbieri MA. Risk factors 
for the increasing cesarean section rate in Southeast Brazil: 
a comparison of two birth cohorts, 1978-1979 and 1994. Int 
J Epidemiol. 1999;28(4):687-94. doi:10.1093/ije/28.4.687.

26.	Jurdi R, Khawaja M. Cesarean section rates in the 
Arab region: a cross-national study.  Health Policy Plan. 
2004;19(2):101-10. doi:10.1093/heapol/czh012.

Correspondence:
Received: 6 November 2022
Accepted: 9 February 2023
Husam Salama
Women’s Wellness and Research Center
Hamad Medical Corporation
Doha, Qatar. P.O Box 3038
Phone: 097455262159.
E-mail: hsalama1@hamad.qa

4.	Sevelsted A, Stokholm J, Bisgaard H. Risk of Asthma from 
Cesarean Delivery Depends on Membrane Rupture. J Pediatr. 
2016;171:38-42.e424. doi:10.1016/ j.jpeds.2015.12.066.

5.	Blustein J, Liu J. Time to consider the risks of cesarean de-
livery for long-term child health.  BMJ. 2015;350:h2410. 
Published 2015 Jun 10. doi:10.1136/bmj.h2410.

6.	Begum T, Rahman A, Nababan H, et al. Indications and 
determinants of cesarean section delivery: Evidence from a 
population-based study in Matlab, Bangladesh. PLoS One. 
2017;12(11):e0188074. Published 2017 Nov 20. doi:10.1371 
/ journal.pone.0188074.

7.	MedCalc Software Ltd. Odds ratio calculator. https://www 
.medcalc.org/calc/ odds_ratio.php (Version 20.116; accessed 
October 24, 2022).

8.	Betran AP, Torloni MR, Zhang J, et al. What is the optimal 
rate of cesarean section at population level? A systematic re-
view of ecologic studies. Reprod Health. 2015;12:57. Pub-
lished 2015 Jun 21. doi:10.1186/s12978-015-0043-6.

9.	Betran AP, Torloni MR, Zhang JJ, Gülmezoglu AM; WHO 
Working Group on Cesarean Section. WHO Statement 
on Cesarean Section Rates.  BJOG. 2016;123(5): 667-70. 
doi:10.1111/1471-0528.13526.

10.	Vogel JP, Betrán AP, Vindevoghel N, et al. Use of the 
Robson classification to assess cesarean section trends in 
21 countries: a secondary analysis of two WHO multi-
country surveys. Lancet Glob Health. 2015;3(5):e260-e70. 
doi:10.1016/S2214-109X(15)70094-X.

11.	Tatar M, Günalp S, Somunoğlu S, Demirol A. Women’s 
perceptions of cesarean section: reflections from a Turkish 
teaching hospital.  Soc Sci Med. 2000;50(9):1227-33. 
doi:10.1016/s0277-9536(99)00315-9.

12.	Gilbert A, Benjamin A, Abenhaim HA. Does education 
level influence the decision to undergo elective repeat ce-
sarean section among women with a previous cesarean 
section?  J Obstet Gynaecol Can. 2010;32(10):942-7. 
doi:10.1016/s1701-2163 (16)34681-3.

13.	Memon H, Handa VL. Pelvic floor disorders following 
vaginal or cesarean delivery.  Curr Opin Obstet Gynecol. 
2012;24(5):349-54. doi:10.1097/ GCO.0b013e 328357628b.

14.	Rydahl E, Declercq E, Juhl M, Maimburg RD. Cesarean 
section on a rise-Does advanced maternal age explain the 
increase? A population register-based study.  PLoS One. 
2019;14(1):e0210655. Published 2019 Jan 24. doi:10.1371 
/ journal.pone. 0210655.

15.	Herstad L, Klungsøyr K, Skjμrven R, et al. Elective cesarean 
section or not? Maternal age and risk of adverse outcomes 
at term: a population-based registry study of low-risk primi-
parous women. BMC Pregnancy Childbirth. 2016;16:230. 
Published 2016 Aug 17. doi:10.1186/s12884-016-1028-3.

16.	Delpisheh A, Brabin L, Drummond S, Brabin BJ. Prena-
tal smoking exposure and asymmetric fetal growth restric-
tion.  Ann Hum Biol. 2008;35(6):573-83. doi:10.1080/ 
03014460802375596.

17.	Ratnasiri AWG, Gordon L, Dieckmann RA, et al. Smok-
ing during Pregnancy and Adverse Birth and Maternal 


