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Abstract

Background: Cesarean section rates have risen markedly worldwide. Considering the potential harm caused by
this mode of delivery, and the general concern in reducing its incidence, it would be useful to individualize the risk of
non-planned cesareans, and if there is any possibility, reduce that risk, and anesthesiologists should take part of this
risk evaluation. In recent studies, many factors have been related with a higher risk of cesarean, and controversy still
surrounds labor analgesia impact on cesarean risk. The aim of this study was to search for predictive factors for non-
planned cesarean delivery.

Methods: Retrospective analysis of all labors occurred in our Obstetric Department during 2014. Maternal related
factors, previous obstetric history, birth weight and factors related to labor analgesia and labor progression were
studied. Our primary outcome was cesarean delivery.

Results: We identified two independent predictive factors for cesarean delivery: birth weight (p=0,007 OR= 1,001
Cl 95% [1,0003; 1,002]) and labor length since beginning of analgesia (p<0,0001 OR= 1,00005 CI 95%[1,00003;
1,00007]). Searching correlation between registered variables, maternal body mass index was positively associated
with newborn birth weight (p<0.0001, R=0.157).

Conclusion: Our study showed that birth weight and labor length since beginning of epidural analgesia are
independent predictor factors of non-planned cesarean delivery. Furthermore, birth weight was associated with
maternal body mass index, providing health professionals a modifiable factor in which we can intervene to improve
outcome. As labor progression to cesarean is of major obstetric and anesthetic concern, multidisciplinary initiatives

are warranted to clearly identify important variables concurring to operative delivery.
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Introduction

During the last decades, cesarean section (CS) rates have risen
markedly worldwide. The number of cesarean delivery in Portugal
increased from 29,7% to 36,4% from 2001 to 2009 [1]. In 2007, Portugal
had the second highest CS rate in Europe [2]. According to the latest
projections, this number will probably reach 45,7% in 2016 [1].

CS is only effective in improving maternal and infant outcomes
when required for medical reasons [3]. The risks and morbidity of the
procedure depend on the level of urgency [4]. Even elective CS carries
operative risks, increased maternal morbidity, including blood loss and
wound infection, as well as increased risk of complications for future
pregnancies, like placenta accreta and uterine rupture [5,6]. Main
indications to proceed with a non-planned cesarean delivery during
labor are fetal distress or dystocia (difficult labor) [7]. This urgent
situation requires a rapid progression from decision to delivery.

In recent studies, many factors have been related with a higher risk
of CS, although predictive power of many of them is still in debate [8],
namely factors related to the mother (as maternal age, body mass index,
and previous gynecological and obstetric history), to the fetus (birth
weight), and controversy still surrounds labor analgesia impact on CS risk.

Neuraxial analgesia and mode of delivery

In 2002, the American College of Obstetricians and Gynecologists
reported that “there is considerable evidence suggesting that there
is in fact an association between the use of epidural analgesia for
pain relief during labor and the risk of cesarean delivery” [9,10]. In
2006, and reaffirmed in 2013, they revised their opinion, and jointly
with American Society of Anesthesiologists, advocated that unless

contraindicated, “maternal request is a sufficient medical indication for
pain relief during labor”, as epidural analgesia has shown to have no
influence on cesarean delivery rates [11].

Neuraxial techniques became the gold standard for labor analgesia.
These techniques have gained preference while multiple randomized
controlled trials have demonstrated lower maternal pain scores and
higher maternal satisfaction with neuraxial analgesia comparing
with systemic analgesia [12-15]. Moreover, the physiological benefits
of neuraxial analgesia in what concerns maternal cardiovascular and
pulmonary physiology, and the acid - base status of the fetus, are well-
documented [16-19].

Along the past two decades several impact studies and one large
meta-analysis have evaluated the influence of neuraxial labor analgesia
in obstetric outcomes and have shown no association of caesarian
delivery and epidural administration [20-25]. More recently, a 2005
Cochrane review involving 20 studies reported no increase in CS rates
between women who received epidural versus systemic analgesia for
labor [12]. After initiating neuraxial labor analgesia, many techniques
can be used to maintain analgesia for the duration of labor.
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Maintenance of analgesia with continuous epidural infusion (CEI)
results in the frequent need for rescue bolus. Higher infusion rates,
which decrease the need for rescue bolus, result in motor block in a
relatively high percentage of patients. Despite analgesia efficacy seems
to be similar, Patient-controlled epidural analgesia (PCEA) has been
associated with a lower consumption of local anesthetic and incidence
on unscheduled clinician interventions, reducing the incidence of
lower extremity motor block [26]. However, meta-analysis of the
literature determined that there are no clinically significant differences
on obstetric and neonatal outcomes between techniques, namely mode
of delivery and Apgar scores, but different concentrations of local
anesthetics for each technique were used among studies [22].

Epidural techniques aside, controversy also follows the moment
when these techniques should be performed and its impact on mode of
delivery and newborn outcome. Data from observational studies have
suggested an association between cesarean delivery and the initiation
of neuraxial analgesia during early labor (usually defined as cervical
dilation less than 4-5 cm) [23,24]. However, meta-analysis of the
literature determined that the timing of neuraxial analgesia does not
affect the frequency of cesarean delivery [25,27].

These recent evidence has led to a change in recommendations from
various associations, including the American Society of Anesthesiology
which stated in 2007 that “Patients in early labor (i.e., <5 cm dilation)
should be given the option of neuraxial analgesia when this service is
available. Neuraxial analgesia should not be withheld on the basis of
achieving an arbitrary cervical dilation, and should be offered on an
individualized basis. Patients may be reassured that the use of neuraxial
analgesia does not increase the incidence of cesarean delivery” [22].

In what concerns the duration on labor it has been shown that
effective epidural analgesia has variable effects on first stage of labor
duration but it can prolong the second stage of labor [28,29].

Considering the potential harm caused by CS, and the general
concern in reducing its incidence [30], it would be useful to individualize
the risk of non-planned cesareans, and if there is any possibility, to
reduce it, and anesthesiologists should take part of this risk evaluation.

Cesarean prediction risk should be a tool for decision-making
during labor process, so that mothers could be given anticipated
information about their condition and obstetric and anesthesiologist
teams could predict and anticipate their actions. Although many
prediction models have been yet published, their routinely applicability
is still limited [30].

In this study, we retrospectively analyzed the labors in our
department during 2014, searching for predictive factors for non-
planned cesarean delivery.

Materials and methods

Study design and sample

We performed a retrospective analysis of all labors occurred in our
Obstetric Department between 1st January and 31st December 2014.
Elective CS was excluded. Women receiving intravenous analgesia for
labor were excluded. Data were collected in charts designed to evaluate
labor analgesia in our Department, fulfilled by an anesthesiologist
attending or resident.

Variables

The following variables were registered: maternal age (years),
maternal body mass index (BMI) (kg/m?), the American Society of

Anesthesiologists (ASA) physical status (1,2,3), monitored versus
non-monitored pregnancy, gestation number (n), previous labor
(n), gestational age (weeks), previous cesarean (yes or no), single or
multiple gestation, birth weight (g), beginning of labor (spontaneous or
induced), cervix dilatation at beginning of analgesia (inferior to 3 cm and
superior or equal to 3cm), mode of epidural analgesia (PCEA: patient-
controlled epidural analgesia with ropivacaine 0.1% and sufentanil 0.25
ug/mL (10ml/h), with 5 mL bolus (lockout time: 30 min); CEI-HLA:
continuous epidural infusion with high local anesthetic concentration,
ropivacaine 0.2% (6-8 ml/h), with sufentanil 10ug or ropivacaine 0.2%
boluses, administered with 4hours minimum interval, as needed;
CEI-LLA: continuous epidural infusion with low local anesthetic
concentration and opioid, ropivacaine 0.1% with sufentanil 0.25 ug/mL
(10ml/h), and bolus given by anesthesiologist as needed; others/mixed),
ambulation after epidural (yes or no), delivery hour (hh:mm:ss) and
labor length since beginning of analgesia (hh:mm:ss).

Outcome

Our primary outcome was mode of delivery, expressed as CS or
vaginal delivery. This information was obtained from medical charts.

Statistical analysis

Statistical analysis was performed using IBM SPSS statistics version
22. Categorical variables are presented as frequency and percentage
and continuous variables are presented as mean * standard deviation
(SD). For comparison between groups, the t-student s test was used for
continuous variables; chi-squared test was used for categorical variables.
Levene’s test was used to check the homogeneity of variances. Logistic
Regression with forward stepwise Wald method was used to identify
independent risk factors for cesarean labor. The Pearson correlation
coeflicient (R) was used to analyze the correlations between continuous
variables, while Spearman correlation coefficient was applied for
categorical variables. Non parametric Kruskal-Wallis test was used to
compare the delivery time of day. A p-value < 0.05 was considered to be
statistically significant.

Results

Two thousand and six labors were performed in our Department
(excluding elective cesareans). For this study, 96 labors were excluded
due to missing data on delivery mode, 25 patients were further excluded
because were submitted to intravenous labor analgesia.

One thousand eight hundred and eighty five labors were
analyzed. Among those, 1608 patients (85,3%) delivered vaginally
(eutocic or instrumented labor) and 277 (14,7%) were submitted to
CS. Demographic data of study population is presented in Table 1.
No relationship was found between ASA status, gestation number,
previous CS, single or multiple gestations, monitored pregnancy, cervix
dilatation at beginning of analgesia, mode of analgesia, time of delivery
and the incidence of cesarean section. The following variables presented
significantly different in vaginal and cesarean delivery groups, however
were statistically insignificant after adjustment:

Maternal age was lower in vaginal group, as well as BMI and
gestational age, previous labor was more common in vaginal group.
Induced labor was associated with a higher incidence of cesarean labor.
Patients who ambulate after epidural also presented a higher incidence
of cesarean section.

Analyzing all variables in a logistic regression, only two independent
predictive factors for cesarean delivery were identified:
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Characteristics Vaginal (n=1608) Cesarean (n=277) p
Maternal age (years) 29,9+6,3 31,0+£6,0 0.015*
BMI (kg/m?) 289+43 30,2+4,7 <0.001*
ASA status
1 1082 (70,6%) 171 (67,1%) 0.351
2 448 (29,2%) 83 (32,5%)
3 2(0,1%) 1(0,4%)
Gestation number (n) 1,9+15 1,9+1,7 0.532
Previous labor (n) 0,7+1,3 04+£13 0.033***
Previous cesarean section:
Yes 118 (8,0%) 28 (11,5%) 0.069
No 1356 (92,0%) 215 (88,5%)
Gestational age (weeks) 38,3+25 38,7123 0.015*
Single or multiple pregnancy:
Single 1550 (96,4%) 270 (97,5%) 0.363
Multiple 58 (3,6%) 7 (2,5%)
Birth weight (g) 3125,6 + 4941 3297,7 + 533,4 <0.001*
Monitored pregnancy:
Yes 1484 (98,1%) 242 (98,4%) 0.755
No 29 (1,9%) 4 (1,6%)
Beginning of labor:
Spontaneous 1089 (81,8%) 154 (69,4%) <0.001*
Induced 243 (18,2%) 68 (30,6%)
Cervix dilatation at beginning of analgesia:
<3cm 37 (2,5%) 4 (1,6%) 0.386
23cm 1459 (97,5%) 249 (98,4%)
Mode of analgesia:
PCEA 704 (53,0%) 120 (50,8%)
CEI-High-Ropi 499 (37,5%) 93 (39,4%) 0.081
CEl-Low-Ropi 93 (7,0%) 11 (4,7%)
Others/Mixed 33 (2,5%) 12 (5,1%)
Ambulation after epidural:
Yes 51 (5,6%) 12 (10,8%) 0.032*
No 857 (94,4%) 99 (89,2%)
Time of delivery 13:50:00 14:00:00 0.860
Labor length since beginning of analgesia (hh:mm:ss) 05:02:48 + 03:58:52 08:05:11 £ 05:29:22 <0.001***

Data presented as meanSD, n (%) and for time of delivery as median.
* p<0.05 for statistic significance

** Levene Test was used for samples with different variance

*** Kruskal-Wallis test was used to test difference in time of delivery

Table 1: Demographic data of vaginal and cesarean deliveries.

- Birth weight, p=0,007 OR= 1,001 CI 95% [1,0003; 1,002],
Spearman correlation coefficient: R=0,132 p<0.001

- Labor length since beginning of analgesia, p<0,0001 OR=
1,00005 CI 95%[1,00003; 1,00007], Spearman correlation
coeflicient: R=0,206 p<0.001.

Searching correlation between registered variables, maternal BMI is
positively associated with newborn birth weight (p<0.0001, R=0.157).

Discussion

Cesarean rates

Our global CS rate (including all CS during 2014) was 29,8%.
Despite this number is still far from World Health Organization 10-
15% mark [31], it is below our national reality, reported as 36,4% in
2009 [1]. Facing those numbers, efforts must be conducted to reduce
this rate, namely identifying modifiable risk factors for CS.

Predictive factors

According to our findings, only birth weight and labor length since
beginning of analgesia have been identified as independent factors of
CS. Considering birth weight, this finding is consistent with literature,
as it has already been posted that fetal macrossomia increases the risk
for adverse labor outcomes [32].

Despite in our study maternal BMI has lost its significance in
the logistic regression, according to literature maternal BMI can be
associated with a significantly longer first labor stage [33] and higher CS
rates [34]. On the other hand, maternal BMI was significantly related to
newborn birth weight, allowing for a possible intervention in order to
improve outcome. Pre-conceptional counseling on ideal body weight
and maintenance of ideal BMI during pregnancy could be important
measures to reduce CS rates [8].

The finding that time from beginning of epidural analgesia until
delivery is related to CS rate, is an obvious conclusion and skewed
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as prolonged labor is per se an indication for CS. However, there are
many obstetric and anesthetic variables that can concur to increase
labor duration, epidural analgesia included, as it has been shown to
prolong second stage of labor. Moreover, this finding should alert for
the importance of assuring ideal obstetric and anesthetic conditions for
CS, as labor further prolongs.

Mode of labor epidural analgesia, as well as the moment in labor
stage when it has begun (assessed as cervix dilatation) does not seem to
influence type of delivery in our sample, data consistent with the most
recent discussions on the subject [27].

Previous gynecological and obstetric history was not significantly
important to determine CS in our sample. Nevertheless multiparas
presented a lower risk for cesarean delivery in univariate analysis, which
is according to literature [34]. On the other hand, gestation number and
previous cesarean section showed no difference between groups. In fact,
on this matter, the American College of Obstetricians and Gynecologists
states that women with previous history of uncomplicated CS should
be counseled to try to deliver vaginally [32]. Despite that, we believe
that some of our pregnant women with previous CS may have been
scheduled to elective cesarean delivery, inducing biased results.

Ambulation during labor has been advocated to have many benefits
and improve mother satisfaction. Previous studies have showed that
ambulation may reduce operative deliveries and shorten first stage
of labor [35]. In our sample, women who ambulated had a higher
CS rate, although it has lost its significance in multivariated analysis.
This contradictory result could be due to the small number of patients
included in this group, as it is not a regular practice in our institution.

Controversy surrounds whether induction of labor in term
pregnancy is associated with adverse obstetric outcomes, namely CS,
with studies showing opposite results [36]. In our study, CS rate was
significantly superior in inducted labors but this association did not
persisted after logistic regression. Since 2014, strict policy has been
implemented regarding induction of labor, which is allowed only after
41 weeks gestation or in particular obstetric conditions.

Study Limitations

As a retrospective study there are inherent limitations in data
collection that can not be controlled. In Portugal, National Health
Service considers elective cesarean delivery only by medical indication
and economically disincentives all public hospitals with high CS rates.
However, a recent national study advocated women socio-economic
position to be a factor affecting CS rates [7]. This factor was not
controlled in our sample.

Women BMI were calculated according to self reported data of
weight and height, not objectively measured at admission. Newborn
weight was assessed after birth and there can be a difference of more
than 10% from estimated fetal weight [30]. As it appears as a predictor
factor for CS, assessment of fetal weight by ultrasound would provide a
more accurate measure. Nonetheless there are anesthetic and obstetric
protocols to guide and unify clinical practice in labor management,
professionals are organized in fixed weekly teams, which can induce a
certain pattern of actuation and possible bias.

In conclusion, our study showed that birth weight and labor length
since beginning of epidural analgesia are independent predictor factors
of cesarean delivery. Furthermore, birth weight was associated with
maternal BMI, providing health professionals a modifiable factor in
which we can intervene to improve outcome. As labor progression to

cesarean is of major obstetric and anesthetic concern, multidisciplinary
initiatives are warranted to clearly identify important variables
concurring to operative delivery.

Acknowledgment

The authors would like to thank all department anesthesiologists that filled the
clinical records studied in this paper.

References

1. Diregéo Geral da Saude. Indicadores e metas do PNS 2012-2016.

2. World Health Organization. European Regional Office Health for all database.
3. WHO Statement on Caesarean Section Rates 2015.
4

. Kinsella SM, Walton B, Sashidharan R, Draycott T (2010) Category-1
caesarean section: a survey of anaesthetic and peri-operative management in
the UK. Anaesthesia 65: 362-368.

5. Hager RM, Daltveit AK, Hofoss D, Nilsen ST, Kolaas T, et al. (2004)
Complications of cesarean deliveries: rates and risk factors. Am J Obstet
Gynecol 190: 428-434.

6. Verhoeven CJ, Oudenaarden A, Hermus MA, Porath MM, Oei SG, et al. (2009)
Validation of models that predict Cesarean section after induction of labor.
Ultrasound Obstet Gynecol 34: 316-321.

7. Teixeira C, Silva S2, Severo M2, Barros H2 (2015) Socioeconomic position early
in adolescence and mode of delivery later in life: findings from a Portuguese
birth cohort. PLoS One 10: e0119517.

8. Wu CH, Chen CF, Chien CC (2013) Prediction of dystocia-related cesarean
section risk in uncomplicated Taiwanese nulliparas at term. Arch Gynecol
Obstet 288: 1027-1033.

9. Sharma SK, Mclintire DD, Wiley J, Leveno KJ (2004) Labor analgesia and
cesarean delivery: an individual patient meta-analysis of nulliparous women.
Anesthesiology 100: 142-148.

10. American College of Obstetricians and Gynecologists Committee on Obstetric
Practice (2006) ACOG committee opinion. No. 339: Analgesia and cesarean
delivery rates. Obstet Gynecol 107: 1487-1488.

11. American College of Obstetricians and Gynecologists (2002) Evaluation of
cesarean delivery. Washington, DC: ACOG; 2000.

12. Anim-Somuah M, Smyth R, Howell C (2005) Epidural versus non-epidural or no
analgesia in labour. Cochrane Database Syst Rev 4: CD000331.

13. Howell CJ, Chalmers | (1992) A review of prospectively controlled comparisons
of epidural with non-epidural forms of pain relief during labour. Int J Obstet
Anesth 1: 93-110.

14. Paech MJ (1991) The King Edward Memorial Hospital ,000 mother survey of
methods of pain relief in labour. Anaesth Intensive Care 19: 393-399.

15. Ramin SM, Gambling DR, Lucas MJ, Sharma SK, Sidawi JE, et al. (1995)
Randomized trial of epidural versus intravenous analgesia during labor. Obstet
Gynecol 86: 783-789.

16. Jouppila R, Hollmen A (1976) The effect of segmental epidural analgesia on
maternal and foetal acid-base balance, lactate, serum potass- ium and creatine
phosphokinase during labour. Acta Anaesth Scand 20: 259-268.

17.Lederman RP, Lederman E, Work B Jr, McCann DS (1985) Anxiety and
epinephrine in multiparous women in labor: relationship to duration of labor and
fetal heart rate pattern. Am J Obstet Gynecol 153: 870-877.

18. Levinson G, Shnider SM, DeLorimier AA, Steffenson JL (1974) Effects of
maternal hyperventilation on uterine blood flow and fetal oxygenation and acid-
base status. Anesthesiology 40: 340-347.

19. Shnider SM, Abboud T, Artal R, Henriksen EH, Stefani SJ, Levinson G
(1983) Maternal catecholamines decrease during labor after lumbar epidural
analgesia. Am J Obstet Gynecol 147: 13—15.

20. Socol ML, Garcia PM, Peaceman AM, Dooley SL (1993) Reducing cesarean
births at a primarily private university hospital. Am J Obstet Gynecol 168: 1748-
1754.

2

=

.Segal S, Su M, Gilbert P (2000) The effect of a rapid change in availability of
epidural analgesia on the cesarean delivery rate: a meta-analysis. Am J Obstet
Gynecol 183: 974-978.

J Preg Child Health
2376-127X JPCH, an open access journal

Volume 2 - Issue 3 + 1000170


http://dx.doi.org/10.4172/2376-127X.1000170
http://pns.dgs.pt/pns-versao-completa/
http://www.ncbi.nlm.nih.gov/pubmed/20402875
http://www.ncbi.nlm.nih.gov/pubmed/20402875
http://www.ncbi.nlm.nih.gov/pubmed/20402875
http://www.ncbi.nlm.nih.gov/pubmed/14981385
http://www.ncbi.nlm.nih.gov/pubmed/14981385
http://www.ncbi.nlm.nih.gov/pubmed/14981385
http://www.ncbi.nlm.nih.gov/pubmed/19670397
http://www.ncbi.nlm.nih.gov/pubmed/19670397
http://www.ncbi.nlm.nih.gov/pubmed/19670397
http://www.ncbi.nlm.nih.gov/pubmed/25799142
http://www.ncbi.nlm.nih.gov/pubmed/25799142
http://www.ncbi.nlm.nih.gov/pubmed/25799142
http://www.ncbi.nlm.nih.gov/pubmed/23636412
http://www.ncbi.nlm.nih.gov/pubmed/23636412
http://www.ncbi.nlm.nih.gov/pubmed/23636412
http://www.ncbi.nlm.nih.gov/pubmed/14695735
http://www.ncbi.nlm.nih.gov/pubmed/14695735
http://www.ncbi.nlm.nih.gov/pubmed/14695735
http://www.ncbi.nlm.nih.gov/pubmed/16738188
http://www.ncbi.nlm.nih.gov/pubmed/16738188
http://www.ncbi.nlm.nih.gov/pubmed/16738188
http://www.ncbi.nlm.nih.gov/pubmed/15636806
http://www.ncbi.nlm.nih.gov/pubmed/15636806
http://www.ncbi.nlm.nih.gov/pubmed/15636806
http://www.ncbi.nlm.nih.gov/pubmed/1767909
http://www.ncbi.nlm.nih.gov/pubmed/1767909
http://www.ncbi.nlm.nih.gov/pubmed/7566849
http://www.ncbi.nlm.nih.gov/pubmed/7566849
http://www.ncbi.nlm.nih.gov/pubmed/7566849
http://www.ncbi.nlm.nih.gov/pubmed/4073158
http://www.ncbi.nlm.nih.gov/pubmed/4073158
http://www.ncbi.nlm.nih.gov/pubmed/4073158
http://www.ncbi.nlm.nih.gov/pubmed/4594570
http://www.ncbi.nlm.nih.gov/pubmed/4594570
http://www.ncbi.nlm.nih.gov/pubmed/4594570
http://www.ncbi.nlm.nih.gov/pubmed/8317517
http://www.ncbi.nlm.nih.gov/pubmed/8317517
http://www.ncbi.nlm.nih.gov/pubmed/8317517
http://www.ncbi.nlm.nih.gov/pubmed/11035349
http://www.ncbi.nlm.nih.gov/pubmed/11035349
http://www.ncbi.nlm.nih.gov/pubmed/11035349

Citation: Duarte S, Saraiva A, Lagarto F, Susano MJ, Oliveira R, et al. (2015) Predictive Factors for Cesarean Delivery — A Retrospective Study. J Preg

Child Health 2: 170. doi:10.4172/2376-127X.1000170

Page 5 of 5

2

2

2

2

2

2

2

2. American Society of Anesthesiologists Task Force on Obstetric Anesthesia
(2007) Practice guidelines for obstetric anesthesia: an updated report by the
American Society of Anesthesiologists Task Force on Obstetric Anesthesia.
Anesthesiology 106: 843-863.

3. Lieberman E, Lang JM, Cohen A, D’Agostino R Jr, Datta S, et al. (1996)
Association of epidural analgesia with cesarean delivery in nulliparas. Obstet
Gynecol 88: 993-1000.

4. Thorp JA, Eckert LO, Ang MS, Johnston DA, Peaceman AM, et al. (1991)
Epidural analgesia and cesarean section for dystocia: risk factors in nulliparas.
Am J Perinatol 8: 402-410.

5. Marucci M, Cinnella G, Perchiazzi G, Brienza N, Fiore T (2007) Patient-
requested neuraxial analgesia for labor: impact on rates of cesarean and
instrumental vaginal delivery. Anesthesiology 106: 1035-1045.

6. Halpern SH, Carvalho B (2009) Patient-controlled epidural analgesia for labor.
Anesth Analg 108: 921-928.

7.8Sng BL, Leong WL, Zeng Y, Siddiqui FJ, Assam PN, et al. (2014) Early versus
late initiation of epidural analgesia for labour. Cochrane Database Syst Rev
10: CD007238.

oo

. Halpern SH, Leighton BL (2005) Epidural analgesia and the progress of labor.
In: Halpern SH, Douglas MJ, eds. Evidence-based Obstetric Anesthesia.
Oxford, UK: Blackwell, 10-22.

Citation: Duarte S, Saraiva A, Lagarto F, Susano MJ, Oliveira R, et al. (2015)
Predictive Factors for Cesarean Delivery — A Retrospective Study. J Preg Child
Health 2: 170. doi:10.4172/2376-127X.1000170

29. Sharma SK, Mclintire DD, Wiley J, Leveno KJ (2004) Labor analgesia and

cesarean delivery: an individual patient meta-analysis of nulliparous women.
Anesthesiology 100: 142-148.

30. Yang YS, Hur MH, Kim SY (2013) Risk factors of cesarean delivery at prenatal

care, admission and during labor in low-risk pregnancy: multivariate logistic
regression analysis. J Obstet Gynaecol Res 39: 96-104.

31. Appropriate technology for birth. Lancet 2: 436-437.
32. American College of Obstetricians and Gynecologists (2010) ACOG Practice

bulletin no. 115: Vaginal birth after previous cesarean delivery. Obstet Gynecol
116: 450-463.

33. Palanisamy A (2014) What's new in Obstetric Anesthesia? The 2013 Gerard W.

Ostheimer lecture. Anesth Analg 118: 360-366.

34. Kominiarek MA, Vanveldhuisen P, Hibbard J, Landy H, Haberman S, et al.

(2010) The maternal body mass index: a strong association with delivery route.
Am J Obstet Gynecol 203: 264.

35. Vallejo MC, Firestone LL, Mandell GL, Jaime F, Makishima S, et al. (2001)

Effect of epidural analgesia with ambulation on labor duration. Anesthesiology
95: 857-861.

36. Stock SJ, Ferguson E, Duffy A, Ford |, Chalmers J, et al. (2012) Outcomes of

elective induction of labour compared with expectant management: population
based study. BMJ 344: €2838.

Submit your next manuscript and get advantages of OMICS
Group submissions
Unique features:

User friendly/feasible website-translation of your paper to 50 world’s leading languages
*  Audio Version of published paper
Digital articles to share and explore

Special features:

400 Open Access Journals

30,000 editorial team

21 days rapid review process

Quality and quick editorial, review and publication processing

Indexing at PubMed (partial), Scopus, EBSCO, Index Copernicus and Google Scholar etc
Sharing Option: Social Networking Enabled

Authors, Reviewers and Editors rewarded with online Scientific Credits

Better discount for your subsequent articles

Submit your manuscripts as E- mail: www.omicsonline.org/submission/

J Preg Child Health
2376-127X JPCH, an open access journal

Volume 2 - Issue 3 + 1000170


http://dx.doi.org/10.4172/2376-127X.1000170
http://www.ncbi.nlm.nih.gov/pubmed/17413923
http://www.ncbi.nlm.nih.gov/pubmed/17413923
http://www.ncbi.nlm.nih.gov/pubmed/17413923
http://www.ncbi.nlm.nih.gov/pubmed/17413923
http://www.ncbi.nlm.nih.gov/pubmed/8942841
http://www.ncbi.nlm.nih.gov/pubmed/8942841
http://www.ncbi.nlm.nih.gov/pubmed/8942841
http://www.ncbi.nlm.nih.gov/pubmed/1814306
http://www.ncbi.nlm.nih.gov/pubmed/1814306
http://www.ncbi.nlm.nih.gov/pubmed/1814306
http://www.ncbi.nlm.nih.gov/pubmed/17457137
http://www.ncbi.nlm.nih.gov/pubmed/17457137
http://www.ncbi.nlm.nih.gov/pubmed/17457137
http://www.ncbi.nlm.nih.gov/pubmed/19224805
http://www.ncbi.nlm.nih.gov/pubmed/19224805
http://www.ncbi.nlm.nih.gov/pubmed/25300169
http://www.ncbi.nlm.nih.gov/pubmed/25300169
http://www.ncbi.nlm.nih.gov/pubmed/25300169
http://www.ncbi.nlm.nih.gov/pubmed/14695735
http://www.ncbi.nlm.nih.gov/pubmed/14695735
http://www.ncbi.nlm.nih.gov/pubmed/14695735
http://www.ncbi.nlm.nih.gov/pubmed/22672671
http://www.ncbi.nlm.nih.gov/pubmed/22672671
http://www.ncbi.nlm.nih.gov/pubmed/22672671
http://www.ncbi.nlm.nih.gov/pubmed/20664418
http://www.ncbi.nlm.nih.gov/pubmed/20664418
http://www.ncbi.nlm.nih.gov/pubmed/20664418
http://www.ncbi.nlm.nih.gov/pubmed/24445636
http://www.ncbi.nlm.nih.gov/pubmed/24445636
http://www.ncbi.nlm.nih.gov/pubmed/20673867
http://www.ncbi.nlm.nih.gov/pubmed/20673867
http://www.ncbi.nlm.nih.gov/pubmed/20673867
http://www.ncbi.nlm.nih.gov/pubmed/22577197
http://www.ncbi.nlm.nih.gov/pubmed/22577197
http://www.ncbi.nlm.nih.gov/pubmed/22577197
http://dx.doi.org/10.4172/2376-127X.1000170

	Title
	Corresponding author
	Abstract 
	Keywords
	Introduction
	Neuraxial analgesia and mode of delivery 

	Materials and methods 
	Study design and sample 
	Variables
	Outcome
	Statistical analysis 

	Results
	Discussion
	Cesarean rates 
	Predictive factors 

	Study Limitations 
	Acknowledgment
	Table 1
	References

