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MPO NEPCMNEKTUBU IMNMEMEHTALIT KNACU®IKALIT POECOHA HA NMPUKNALI MICBKO-
o CMNELIANI3OBAHOIO NOMOroBOro 6YAUHKY B OBNTACHOMY LIEHTPI B YKPAIHI

Odecbkull HaujioHanbHUl meduyHul yHisepcumem MO3 YkpaiHu, Odeca, YkpaiHa

3aBpaHHA. Po3pomkeHHs onepauieto kecapeBoro po3TuHy (KP) cborogHi HabyBae xapakrepy «eri-
aemii» — y aesikux kpaiHax gocsirae 50 % i 6inblue; HanvacTile BUKOHaHHS onepalii 34iNCHI0ETbCA
Ha BMMOry abo 3a HaliMEeHLLOro CyMHiBY XiHku. 3pocTaHHs YacTtoT KP He 3aBxam cynpoBOaXKyETbCS
NPOrHO30BaHWM MOMIMNWEHHAM nepuHaTanbHOi CMEePTHOCTI.

MeTa: BUpoOneHHs cTpaTerii OTPMMaHHS XiHkaMu NO3MTUBHOMO AOCBiAY BariTHOCTI Ha MiAcTaBi aHa-
Ni3y 4acToTW KecapeBOro po3TuHy 3a 6a30t0 AaHMX NONOroBoro 6yanHKY 3 BUKOPUCTAHHAM Kracudikadii
Pob6cona.

Marepianu Ta meToaun. PeTpoCneKkTUBHUI aHani3 icTopiil NonoriB MiCbKOro nonoroBoro GyaAnHKY
3i cneuianisauieto WoA0 BegeHHA nepegyacHunx nonoris 3a 2015-2019 pp.

PesynbTatn pocnimxeHb. lNpu aHanisi 10 345 nonoriB yCcTaHOBMEHO, WO Wnaxom onepadii KP
po3pomxeHo 3598 (34,78 %) xiHok. YacToTa KP y 1-1 rpyni cTaHOBUTE Y cepefHbomy (15,71+2,34) %
(12,93-20,03 %). Harbinbw yacto nepsuHHMin KP npoBoantbea y 2-1i ((84,45+1,62) %), 4-n ((68,97+
+4,93) %) i 6-1 ((97,08+1,7) %) rpynax, i Ui rpynv B nogansblioMy € HaibinbwmmMm 3 noBTopHoro KP.
TpagawuiiHo Bucoka yactota KP 3asHavaeTbest B 7-11 ((96,69+2,05) %), 8- ((86,66+7,02) %) i 10-i
rpynax ((40,02+5,14) %). Hanbinbw YyacTumu nokasaHHsaMU Ans nepBuHHoro KP Oynu auctpec nno-
Aa, Ta3oBe nepeanexaHHs, baratonnigHa BariTHICTb, OBCTPYKTMBHI NMOMNOrK, ekTpareHiTanbHi Npuyu-
HW. HeobxigHo BiA3Ha4MTW i Taki colianbHO-eTUYHI YUHHUKM, K HacTiiHa BUMOra MavuieHTKW.

BucHoBku. BukopuctaHHs knacudikadii PobcoHa 403BONUNO BU3HAYMTU OCHOBHI HanpsiMu LLIOAO
noninweHHs opraHisauii MeguMyHoi 4oNoMOrn poainnsM 3 MeTo 3abeaneyeHHss 6e3nevHMx Monoris:
BUPOBNEHHSA EAMHUX CTaHOApPTIB | aKTMBHE iXHE BNPOBAMKEHHSA B rpyni BariTHUX, ski noTpebytoTb ne-
peaiHayKuii Ta iHAYKUii Nonorie, akTUBHE BUKOPWCTaHHSA iMiTaLiiHUX MeTOAiB HaBYaHHA MEeOUYHOro
nepcoHany npu BeAeHHi Nonorie y Ta3oBOMy nepeanexaHHi Ta npu 6aratonnigHivi BariTHOCTI, npodi-
nakTuka nepeayacHyx nosorie, ncuxonpodinaktnyHa poboTa 3 XiHkamu | YneHamy poauH.

KnrouoBi cnoBa: kecapiB po3TuH, knacudikauis PobcoHa.
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Purpose. Delivery by caesarean section (CS) is now becoming an “epidemic” — in some countries
it reaches 50% or more; often the operation is carried out at the request or the slightest doubt of the
woman. An increase in CS frequency is not always accompanied by a predicted improvement in perinatal
mortality.

Objective: To develop a strategy for women to gain a positive pregnancy experience based on the
analysis of the frequency of caesarean section in the database of a linear maternity hospital using the
Robson classification.

Materials and methods. Retrospective analysis of childbirth histories of an urban maternity hospital
with a specialization in preterm birth management in 2015-2019.

Research results. When analyzing 10,345 births, it was found that 3598 or 34.78% of women
were delivered by CS surgery. The frequency of CS in group 1 averages (15.71+2.34)% (12.93—-20.03)%.
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Most often, primary CS is performed in the 2nd (84.45+1.62)%, 4th (68.97+4.93)% and 6th (97.08+1.7)%
groups, and these groups are subsequently the largest in terms of repeated CS. Traditionally, a high
frequency of CS is noted in the 7th (96.69+2.05)%, 8th (86.66+7.02)% and 10 groups (40.02+5.14)%.
The most common indications for primary CS were fetal distress, breech presentation, multiple
pregnancies, obstructive labor, and extragenital indications. It is necessary to note the socio-ethical

indications as an urgent requirement of the patient.

Conclusions. The use of Robson’s classification made it possible to determine the main directions
for improving the organization of medical care for women in labor in order to ensure safe childbirth: the
development of uniform standards and their active implementation in the group of pregnant women in
need of pre-induction and induction of labor, training and active use of simulation methods of training
medical personnel in the management of childbirth. in breech presentation and multiple pregnancies,
prevention of premature birth, psychoprophylactic work with women and family members.

Key words: cesarean section, Robson’s classification.

According to a new study by the World Health
Organization (WHO), delivery by caesarean section
(CS) is now becoming an “epidemic”: one in five to
six women (21%) gives birth abdominal, but the
expected improvement in perinatal outcomes is not
celebrated. A further increase in this indicator is pre-
dicted to 29% of all births by 2030 [1]. A character-
istic feature of the increase in the proportion of CS
is a significant difference in frequency depending
on the level of development of the country: in the
least developed countries of Africa, CS accounts
for only 5-8% of all births, while in Latin America
and the Caribbean, this indicator reaches 43%. and
in Brazil, Egypt, Turkey, Cyprus and the Domini-
can Republic, the number of cases of CS exceeds
the number of births through the birth canal.

Unfortunately, the frequency of operations at the
urgent request of the mother (cesarean delivery on
maternal request, CDMR) is increasing and the pro-
portion of this indicator cannot be accurately deter-
mined, since in most cases it is masked by medi-
cal indications that are available in the Internation-
al Classification of Diseases [2]. In a 2011 study, it
was noted that in the United States, CDMR was
performed in 4% of women in labor. This practice
is more common in Brazil, Taiwan, Chile. In these
countries, the frequency of CS in private clinics ex-
ceeds 40%, in municipalities it exceeds 20%.

CS is an important life-saving surgery, with var-
ious health effects for women and children, rang-
ing from short-term benefits in certain situations
to increased morbidity and mortality, and long-term
effects that are not fully understood, especially if
performed without medical indications [3, 4].

The share of caesarean sections in Ukraine in-
creased from 16% in 2009 to 24% in 2019 [5].

In 2015, WHO, and then FIGO (The Internation-
al Federation of Gynecology and Obstetrics) in
2016, proposed to use the M. Robson classifica-
tion [6] based on the distribution of all women who
gave birth in 10 groups with subsequent analysis
of the frequency of CS in each group, the ability
to compare these data between different hospitals

I e T I e O sy

and determine the effectiveness of CS depending
on perinatal outcomes [7, 8].

Purpose: based on the classification of M. Rob-
son, to identify the groups of women that make the
greatest contribution to the overall rate of CS and
to determine the directions that will ensure the safe-
ty of childbirth and improve perinatal outcomes.

Materials and Methods

According to the “Maternity Hospital No. 5” of the
Odesa City Council, which is a level 2 institution
and specializes in providing medical care to wom-
en with miscarriage and the management of pre-
mature birth, a retrospective cross-sectional study
of 10 345 birth histories for the period 2016—2020
was carried out.

The average number of births per year in this in-
stitution is from 2,000 to 2,400, the share of prema-
ture births accounts for 8 to 10% of all births, while
the city average in Odessa is (4.2+1.7)% per year.

To analyze the histories of childbirth and form
a database, a google form was created with the
subsequent reflection of all data in google tables,
which allows for statistical analysis of the data.
Statistical calculations were carried out on a per-
sonal computer using Microsoft Excel 2007 and
Biostat, Statistica 6.0 software from Install Shield
Software Corporation for Windows (USA).

Based on the classification of M. Robson, each
woman (history of childbirth) was assigned to one
of the groups (Table 1).

The effectiveness of cesarean section (CECS)
M. Robson was proposed to be evaluated using
the formula proposed below, according to which
the optimal coefficient is equal to 2 or more (1).

CS rate of PM of a base
a base region region
CECS = (1)
CS rate of (PM of
aregion of . aregion of - 10
interest interest)2

where CS — cesarean section, (%); PM — peri-
natal mortality (%o); base region — a region within
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Robson’s Classification

Table 1

Groups Clinical characteristics
1 Nulliparous, singleton, cephalic, = 37 weeks, spontaneous labor
2 Nulliparous, singleton, cephalic, = 37 weeks, induced labor or cesarean section before labor
3 Multiparous without previous cesarean section, singleton, cephalic, = 37 weeks, spontaneous labor|
4 Multiparous without previous cesarean section, singleton, cephalic, > 37 weeks,
induced labor or cesarean section before labor
5 Multiparous with prior cesarean section, singleton, cephalic, = 37 weeks
6 All nulliparous breeches
7 All multiparous breeches (including previous cesarean section)
8 All multiple pregnancies (including previous cesarean section)
9 All pregnancies with transverse or oblique lie (including those previous cesarean section)
10 Singleton, cephalic, < 36 weeks (including previous cesarean section)
2500 2156 2169
2099 1921 2000
2000
1500
1000 697 699 726 708 768
500
0 T T T T
2016 2017 2018 2019 2020
Year
O Number of births B Number of CS
Fig. 1. The number of births and the number of caesarean sections according to the data
of the KNP “Maternity hospital N 5” of the Odesa City Council
which calculations are made; region of interest — _ Table 2
the region / institution where the research is car- The Proportion of Women
ried out Who Were Delivered by
o . . C Secti
A coefficient equal to 2.0 and above is consid- esarean ection
ered excellent, 1.5-2 — good, 1-1.5 — satisfac- b . Years
arameter
tory, be'?W 1 - bad.l _ iy 2016 | 2017 | 2018 | 2019 | 2020
Resu ts._T e results obtained generally indicate Frequency 32.33 | 32.23| 34.50| 36.86| 38.4
a decrease in the total number of births from 2156 indicator of CS
in 2016 to 2000 in 2020, with the existing trend Absolt o1l 24 >3 | 15
towards an increase in the frequency of births by | Z2°22 - | : : :
cge;aregnlsection éFigﬁ 1). g)oll‘ the toltal numbg)ergo{;c (decrease)
10,345 deliveries by the abdominal route, 35 :
women were delivered, which amounted to Indicator of 100.0 | 99.71107.0/114.0/118.8
. visibility, %
34.78%, i. e. every 3—4 women were operated on. -
As already noted, against the background of | Growth (decline) | — | 99.7 1107.31106.6/104.2
. . . . rate, %
a decreasing number of births, there is an in-
crease in women delivered by the abdominal | Growth rate — | 03| 73| 6642
(decrease), %
route (Table 2).
The presented data show that the growth rate Vglu,e of — | 03] 03| 03] 04
of the frequency of cesarean section in this insti- | 1% Increase
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tution over 5 years increased by 4.2%, but this growth
is not statistically significant (when comparing the
data of 2016 and 2020, the critical value of Student’s
t-test = 1.972 and the significance level a = 0.05).
But such an indicator as the coefficient of visibility,
the value of which increased by 18%, indicates an
increase in the proportion of CS in the total indicator
of methods of delivery in this institution.

As for the distribution of women who have giv-
en birth by groups in accordance with the classifi-
cation of M. Robson, the following data were ob-
tained (Fig. 2).

The frequency of CS in group 1 (primiparous,
> 37 weeks, one fetus, cephalic presentation, spon-
taneous labor) averages (15.7+2.3)%. The highest
incidence of primary CS is observed in the second
group (84.5+1.6)% — these are primiparous wom-
en, gestational age = 37 weeks, one fetus, cephal-
ic presentation of the fetus, induced labor or planned
CS; in the fourth (68.9£4.9)% — multiparous, with-
out a scar on the uterus, period = 37 weeks, one
fetus, cephalic presentation, induced labor or
planned CS; in the sixth — (97.1+£1.7)%; primipa-
rous, one fetus, breech presentation) groups.

The most common indications for primary cesar-
ean section were fetal distress during labor and
pregnancy, breech presentation of the fetus, mul-

%

tiple pregnancies with abnormal position of 1 fe-
tus, obstructive labor. It should be noted that so-
cial and ethical factors were also noted as a cate-
gorical requirement of the patient for abdominal de-
livery.

Traditionally, a high frequency of CS is charac-
teristic of the 7th (96.7+£2.05)%; multiparous, one
fetus, breech presentation, including with a scar
on the uterus), 8th (86.6+£7.1)%; all women with
multiple pregnancies, including those with a scar
on the uterus) and 10th groups (40.02+5.1)%; all
women with singleton pregnancies, head presen-
tation, term < 36 weeks — premature birth, includ-
ing with a scar on the uterus).

The largest proportion of caesarean section is
noted in the 9th group (transverse, oblique posi-
tion of the fetus — 100%); in the fifth, these are
women with a scar on the uterus — 97.9%; in
groups 6 and 7 (breech presentation of the fetus,
forthcoming first or repeated births) — 97.1% and
96.6%, respectively; and also in group 8 (multiple
pregnancy) — 86.6%.

According to our data, in 2016, 2018, 2019 and
2020. CECS corresponded to satisfactory (1-1.5),
good (1.5-2) or excellent (more than 2.0) grade.
An unsatisfactory indicator of the coefficient of ef-
ficiency (less than 1) was observed in 2017.

120
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1st 3rd 4th 5th 6th 7th 8th 9th 10th
group group group group group group group group group
02016 15.64 3.49 68.75 96.4 96 94.44 82.4 100 35.51
732017 15.18 5.96 64.91 96.51 96.51 96.15 81.4 100 40.78
H 2018 14.78 5.24 64.51 100 100 100 93.88 100 46
B 2019 12.93 2.87 76.71 97.08 97.08 96 92 100 34.09
8 2020 20.03 6.16 70 98.99 98.99 96.88 88.64 100 43.75

Fig. 2. Distribution of births into groups in accordance with the classification of M. Robson:
1st group — nullpar, without scaring; 2nd group — nullpar on time inducor elec CS; 3rd
group — multipar without scar head spont labor; 4th group — multipar head 37 induc or elec
CS; 5th group — multipar with scar head CS 37 weeks; 6th group — nullipar breech; 7th
group — multipar breech incl with scar; 8th group — all women with multiple incl with scar;
9th group — all women with transv incl scar; 10th group — up to 36 week single cephalic incl

with scar

I e T I e O sy

e
————

185N 22261008 OLECORRA NELHVEKR KYPHAR Je 6 (176) 2021



Discussion

The continuing increase in the proportion of CS
around the world has global consequences not
only for the correct organization of obstetric and
gynecological care, but also has an important so-
cio-ethical and economic significance. The influ-
ence of the frequency of CS on the planning and
distribution of financial flows, including the costs
of reproductive education for both medical person-
nel and patients, cannot be underestimated. The
creation of a patient-oriented, socio-economic,
medical and educational infrastructure would make
it possible to form the necessary strategic and in-
vestment directions.

The implementation of M. Robson’s classifi-
cation for analyzing the frequency of CS in one
of the “linear” maternity hospitals of a large re-
gional center in Ukraine showed that, in general,
there is a tendency towards a decrease in the
number of births during 2016—2020, which is con-
sistent with the demographic indicators in the
country. According to the State Statistics Com-
mittee of Ukraine, the population as of February
1, 2021 was 41,554.8; February 1, 2020 —
41879.9; January 1, 2019 — 42153.2; January
1, 2018 — 42386.4; January 1, 2017 — 42584.5;
January 1, 2016 — 42760.5 [9]], ie there is a
steady downward trend in the number of the pop-
ulation due to a combination of various reasons.
In 2018, the death rate almost doubled the birth
rate. According to Open data bot, in the first half
of 2021, 5% fewer children were born in Ukraine
than in the first half of 2020 and 11.5% less than
in the same time period of 2019 compared to
2010, decreased by 40% and, according to the
worst forecasts of demographers, in 2030 in
Ukraine one woman will give birth to one child
during her life [10].

It should also be noted the negative impact of
COVID-19 on the decline in fertility: researchers
explain this not only by the crisis in family plan-
ning, in the economy and falling incomes, but also
by the direct impact of coronavirus infection on
health, on the fertility of the population, on the ef-
fectiveness of assisted reproductive technologies,
on the course of pregnancy, reproductive loss and
perinatal outcomes [11].

CS against the background of a continuing de-
cline in fertility is not always a safe and necessary
procedure [1]. According to our data, the highest
frequency of CS, characteristic of the group of
primiparous (group 2 — (84.5+1.6)% and multi-
parous (group 4 — (68.9+£4.9)% women with single-
ton full-term pregnancy, cephalic presentation

fetus and the lack of effect from induction of labor
or planned operative delivery reflects a prognosti-
cally unfavorable trend, which may indicate the
presence of not only a biased assessment of the
situation, but also some “gaps” in the organization-
al arrangements for the provision of medical care.
It is these groups, most likely, that are a reserve
for reducing the frequency of “unnecessary” CS.

The group of women from the 6th group de-
serves special attention, where the proportion of
CS was (97.1+1.7)% — these are primiparas with
full-term pregnancy, one fetus in breech presen-
tation. Breech delivery accounts for 3—4% of their
total number and the percentage of such births
decreases with increasing gestational age from
22—-25% of births to 28 weeks of gestation, to 7—
15% of births at 32 weeks of gestation and up to
3—-4% in full-term pregnancy. Perinatal mortality in
breech presentation, regardless of the mode of
delivery, increases 2—4 times [12]. Most inter-
national guidelines for the management of breech
delivery offer a rigorous individual approach, de-
pending on the gestational age, physician experi-
ence, and other factors. In particular, after 37
weeks of gestation, parents should be informed of
a significant increase in perinatal mortality and
morbidity associated with vaginal breech delivery.
In case the doctor leading the birth is not experi-
enced enough, a caesarean section may be the
best choice. It should be noted that the number of
experienced obstetricians who know the technique
of breech delivery and can train young doctors is
decreasing — this may lead to the loss of this
method of delivery in the future. If in 1970 about
14% of deliveries in breech presentation were
carried out by caesarean section, by 1986 this
figure had increased to 86%. In 2003, the inci-
dence of cesarean section for all breech presen-
tation was 87.2% [13]. According to our data, in
the group of multiparous women (group 7) with a
singleton pregnancy and breech presentation, only
3.3% gave birth on their own, the remaining 96.7%
were operated on, which also emphasizes the ur-
gency of the problem of training medical person-
nel in the management of such births.

It should also be emphasized that women
from the indicated 2nd, 4th and 6th groups “pro-
vide” an increase in the number of candidates for
a second cesarean section due to the formation
of the syndrome of the operated uterus and the
risk of uterine rupture along the existing scar.

As for the 8th (multiple pregnancy, including
with a scar on the uterus) and the 10th (singleton
pregnancy, cephalic presentation, < 36 weeks, in-
cluding a scar on the uterus) groups — a signifi-
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cant contribution to these indicators determine the
success of assisted reproductive technologies
(ART), and the rate of preterm birth, which, de-
spite efforts, does not decrease [14, 15].

In the 9th group of women with an incorrect
(transverse and oblique) position of the fetus, the
abdominal method of delivery was selected at
100% for “absolute” indications; in the 5th group
(women with a scar on the uterus after a previous
cesarean section) 97.9% of patients chose a ce-
sarean section — this group could be considered
from the point of view of the possibility of giving
birth per vias naturalis, however, a clear individu-
alized approach, qualified personnel with appro-
priate experience in the management of such
births in well-equipped high-tech clinics [16, 17].
Attention is drawn to the high frequency of CS in
the groups of women who underwent induction of
labor — these are groups 2 (first birth, cephalic
presentation — 84.5%) and 4 (repeated birth, ce-
phalic presentation — 68.9%).

As for the CECS indicator, a significant contribu-
tion to its formation is made by premature births,
which account for every tenth birth in a given institu-
tion in accordance with its specialization. It was the
high frequency of pre-term births and the birth of a
greater number of infants with extremely low birth
weight that led to an unsatisfactory CECS in 2017.

Conclusions

The implementation of M. Robson'’s classifica-
tion for the analysis of caesarean sections into the
practice of a second-level obstetric and gyneco-
logical care facility allows us to draw some con-
clusions and determine the main directions for en-
suring the safety of women during childbirth. These
areas can be, firstly, the development of uniform
standards and their active implementation in the
practice of working with a group of pregnant wom-
en in need of pre-induction and induction of labor;
secondly, it is the prevention of premature birth;
third, a psycho-preventive work with women and
family members. Continuous work is also required
to improve the methods and control in the field of
continuous postgraduate education of medical per-
sonnel, the active use of simulation teaching meth-
ods, in particular, in the management of breech
delivery and multiple pregnancies.

Authors declare no conflicts of interests.

KnroyoBi cnoBa: kecapiB po3TuH, krnacudika-
uis Pobcona.

JITEPATYPA

1. Trends and projections of caesarean section rates:
global and regional estimates / A. P. Betran, J. Ye, A. Moller

I e T I e O sy

et al. BMJ Global Health 2021. Vol. 6. P. e005671. Pexum
poctyny : https://gh.bmj.com/content/bmjgh/6/6/2005671.full.pdf.

2. NaBblgoBa HO. B. K Bonpocy 0 pocTe 4acToTbl BbINOJI-
HEHUS KecapeBa CeYeHUs 1 BNMSHUN Ha MaTEPUHCKNE U HEO-
HaTanbHble ncxoabl. 300poe’s YkpaiHu «[liHekonoeisi, AKy-
wepcmeo, Penpodykmonoeis». 2017. Ne 1 (25). C. 46-47.
https://health-ua. com/article/24936-k-voprosu-oroste-
chastoty-vypolneniya-kesareva-secheniya-ivliyanii-
namater.

3. Keag O. E., Norman J. E., Stock S. J. Long-Term risks
and benefits associated with cesarean delivery for mother,
baby, and subsequent pregnancies: systematic review and
meta-analysis. PLoS Med. 2018. Vol. 15. P. €1002494.

4. Short-Term and long-term effects of caesarean section
on the health of women and children / J. Sandall, R. M. Tribe,
L. Avery et al. Lancet. 2018. Vol. 392. P. 1349-57.

5. 3pocTaHHs 4acToTK KecapeBoro po3TUHY ik Npobrne-
Ma cyyacHoro akywepctsa / K. B. TapaceHnko, A. M. 'pomo-
Ba, B. M. Wadapuyk, J1. A. HectepeHko. YkpaiHcbkul xyp-
Han meduyuHu, bionoeii ma cnopmy. T. 4, Ne 5 (21). DOI:
10.26693/jmbs04.05.197.

6. Robson M. Classification of caesarean sections. Fetal
Matern Med. Rev. 2001. Vol. 12. P. 23-39.

7. Souter V., Jodie K., Chien A. The Robson Classifica-
tion: Monitoring and Comparing Cesarean Delivery Rates.
Obstetrics & Gynecology. 2016. Vol. 127. P. 131S.

8. Audit and feedback using the Robson classification to
reduce caesarean section rates: a systematic review / A. A.
Boatin, F. Cullinane, M. R. Torloni, A. P. Betr. Department
of Obstetrics and Gynecology, Massachusetts General Hos-
pital, Harvard. BJOG. 2018. Vol. 125. P. 36—42.

9. [lepxkcTtaT YkpaiHu, 1998—-2020. [lata ocTaHHLOI Moandi-
Kkaujii: 20.03.2020. Pexum goctyny : http://mww.ukrstat.gov.ua/
operativ/operativ2020/ds/kn/kn_u/kn0120_u.html. OaTa go-
cTyny : 08.10.2021.

10. AepxaBHa cnyxba ctatuctnku Ykpainum. [HcTutyT ge-
mMorpadii Ta couianbHUx gocnigpkeHs imeHi M. B. Mtyxu Ha-
uioHanbHOI akagemii Hayk YkpaiHu. Pexum goctyny :
http://database.ukrcensus.gov.ua/PXWEB2007/ukr/news/
op_n_mov.asp. ata goctyny : 08.10.2021.

11. Madjunkov M., Michal Dviri M., Clifford Librach C. A
comprehensive review of the impact of COVID-19 on human
reproductive biology, assisted reproduction care and preg-
nancy: a Canadian perspective. Journal of Ovarian Research.
2020. Vol. 13. P. 140. https://doi.org/10.1186/s13048-020-
00737.

12. Fischer R., Ronald M., Ramus R. M. Breech Pre-
sentation Updated: Jun 15, 2016. Pexxum goctyny : https://
emedicine.medscape.com/article/262159-overview#a2. [lata
poctyny : 08.10.2021.

13. On behalf of the Royal College of Obstetriciansand
Gynaecologists. Management of Breech Presentation /L. W. M.
Impey, D. J. Murphy, M. Griffiths, L. K. Penna. BJOG. 2017.
Vol. 124. P. e151-e177.

14. Association of assisted reproductive technology and
multiple pregnancies with the risks of birth defects and still-
birth: A retrospective cohort study / M. Yang, X.-B. Fan,

26 —

[ o

e
————

185N 2226-1008 OLECHRAA NELHVARR K 9PAAN Je 6 (176) 2021



J.-M. Wang. Scientific Reports. 2018. Vol. 8. P. 8296. DOI:
10.1038/s41598-018-26567-2.

15. Mode of deliveryand preterm birth in subsequent
births: A systematic review and meta-analysis / Y. Zhang,
J. Zhou, Y. Ma et al. PLOSONE. 2019. Vol. 14 (3). P. e0213784.
https://doi.org/10.1371/journal.pone.0213784

16. ACOG Practice Bulletin No. 205: Vaginal Birth After
Cesarean Delivery. Obstet Gynecol. 2019 Feb. Vol. 133 (2).
P. e110-e127. [PubMed].

17. Habak P. J., Kole M. Vaginal Birth After Cesarean
Delivery. [Updated 2021 Aug 2]. In: StatPearls [Internet].
Treasure Island (FL): StatPearls Publishing. 2021 Jan.

REFERENCES

1. Betran AP, Ye J, Moller A et al. Trends and projec-
tions of caesarean section rates: global and regional esti-
mates. BMJ Global Health 2021;6:e005671. Available at: ht-
tps://gh.bmj. com/content/bmjgh/6/6/e005671.full.pdf.

2. Davydova YuV. About the problem of increase of Ce-
sarian section rate incidence and its influence on mather and
neonatal outcomes. Zdorov'ya Ukrainy “Ginekologiya, Akush-
erstvo, Reprudktologiya”. 2017;1(25):46-47. https://health-
ua.com/article/24936-k-voprosu-oroste-chastoty-vypolneniya-
kesareva-secheniya-ivliyanii-namater (In Russian)

3. Keag OE, Norman JE, Stock SJ. Long-Term risks and
benefits associated with cesarean delivery for mother, baby,
and subsequent pregnancies: systematic review and meta-
analysis. PLoS Med 2018;15:€1002494.

4. Sandall J, Tribe RM, Avery L. et al. Short-Term and
long-term effects of caesarean section on the health of wom-
en and children. Lancet 2018;392:1349-57.

5. Tarasenko KV, Gromova AM, Shafarchuk VM, Nes-
terenko LA. Increase in Cesarian section rate as a problem
of the modern obstetrics. Ukrayinskiy zhurnal meditsini, bio-
logiyi ta sportu 2016;4(5):21. DOI: 10.26693/jmbs04.05.197.
(In Ukrainian)

6. Robson M. Classification of caesarean sections. Fetal
Matern Med. Rev. 2001;12:23-39.

7. Souter V, Jodie K, Chien A. The Robson Classifica-
tion: Monitoring and Comparing Cesarean Delivery Rates.
Obstetrics & Gynecology. 2016;127:131.

8. Boatin AA, Cullinane F, Torloni MR, Betr AP. Audit and
feedback using the Robson classification to reduce caesar-
ean section rates: a systematic review. Department of Ob-
stetrics and Gynecology, Massachusetts General Hospital,
Harvard. BJOG. 2018;125:36-42.

9. Derzhstat Ukrayini, 1998-2020. Data ostannoyi modi-
flkatsiyi: 20.03.2020. Access mode : http://www. ukrstat. gov.
ua/operativ/operativ2020/ds/kn/kn_u/kn0120_u.html. Access
date: 08.10.2021. (In Ukrainian)

10. Derzhavna sluzhba statistiki Ukrayini. Institut de-
mografiyi ta sotslalnih doslidzhen Imeni M. V. Ptuhi Natslon-
alnoyi Akademiyi Nauk Ukrayiny. Access mode: [http://
database.ukrcensus.gov.ua/PXWEB2007/ukr/news/
op_n_mov. asp. Access date: 08.10.2021. (In Ukrainian)

11. Madjunkov M, Michal Dviri M, Clifford Librach C. A
comprehensive review of the impact of COVID-19 on human

reproductive biology, assisted reproduction care and preg-
nancy: a Canadian perspective. Journal of Ovarian Research
2020;13:140 https://doi.org/10.1186/s13048-020-00737.

12. Fischer R, Ronald M, Ramus RM, Breech Presenta-
tion Updated: Jun 15, 2016. Access mode: https://emedicine.
medscape. com/article/262159-overview#a2. Access date:
08.10.2021

13. Impey LWM, Murphy DJ, Griffiths M, Penna LK. On
behalf of the Royal College of Gynaecologists. Management
of Breech Presentation. BJOG 2017;124:e151-e177.

14. Yang M, Fan X-B, Wang J-M. Association of assisted
reproductive technology and multiple pregnancies with the
risks of birth defects and stillbirth: A retrospective cohort
study. Scientific Reports 2018;8:82-96. DOI: 10.1038/
$41598-018-26567-2.

15.Zhang Y, Zhou J, Ma Y, Liu L, Xia Q, Fan D. et al. Mode
of delivery and preterm birth in subsequent births: A systemat-
ic review and meta-analysis. PLOSONE 2019;14(3):e0213784.
https://doi.org/10.1371/journal.pone.0213784

16. ACOG Practice Bulletin No. 205: Vaginal Birth After
Cesarean Delivery. Obstet Gynecol. 2019 Feb;133(2):e110-
el27. [PubMed].

17. Habak PJ, Kole M. Vaginal Birth After Cesarean De-
livery. [Updated 2021 Aug 2]. In: StatPearls [Internet]. Treas-
ure Island (FL): StatPearls Publishing; 2021 Jan

Submitted 30.11.2021 p.
Put into print 14.12.2021 p.

E-mail: gulsummanasova@gmail.com

T e e PO

185N 2226-2008 0RECORHR MELHVERR RYPHAR Jo 6 (116) 2021

[t
A

e



