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ABSTRACT 

Background: Caesarean section is one of the most commonly performed surgical procedures; but unfortunately 

caesarean sections are associated with a great deal of maternal morbidity. With the increase advances in anaesthetic 

services and improved surgical techniques, the morbidity and mortality of this procedure has decreased considerably. 

All over the world there has been a steady rise in the incidence of caesarean section.  

Aims and Objectives: To evaluate the maternal and neonatal outcome in 1000 women undergoing caesarean sections 

and compared the outcome in elective and emergency caesarean sections.   

Material and Methods: Prospective observational study was conducted on 1000 women undergoing caesarean 

sections, including 875 cases done in emergency (Group I) and 125 cases (Group II) done electively with live fetus 

between 37-42 weeks. Data was collected and analysed.  

Results: Mean age of patients was 24.36±3.70 years in group I and 26.78±4.40 years in group II. Mean period of 

gestation was 38.46±1.18 weeks in group I and 38.51±0.80 in group II. Commonest indication of emergency caesarean 

was fetal distress in 454 (51.88%) cases followed by breech in 136 (15.54%) cases and in elective group it was repeat 

caesarean sections in 32 (25.6%) cases followed by breech in 26 (20.8%) cases. Incidence of intraoperative and 

postoperative complications in both groups were in 386 (44.11%) and 32 (25.6%) respectively. Mean decision delivery 

interval in group I cases was 102.43±72.88 min. Mean baby weight in group I was 2.72±0.53kg and in group II was 

2.95±0.53kg. NICU admission in group I was in 166(19.65%) and group II was in 22(17.6%). Hyperbilirubinemia was 

most common neonatal morbidity.  Neonatal mortality was 30(3.42%) in group I and 1(0.8%) in group II. Overall 

neonatal mortality was 31%.  

Conclusion: Maternal and neonatal complications were more in emergency sections as compared to elective sections. 

The high incidence of emergency caesareans was due to insufficient prenatal care. Regular antenatal check-up, early 

report to hospital and active management of labor can reduce the rate of caesarean sections. Early recognition and 

referral of women who are likely to undergo caesarean sections may reduce the rate of caesarean sections, thus 

decrease the maternal and neonatal morbidity.  
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INTRODUCTION 

Caesarean section (CS) is defined as delivery of 

the fetus, living or dead through an incision on 

the abdominal and uterine wall. It does not 

include removal of the fetus from the abdominal 

cavity as in case of either rupture uterus or 

abdominal ectopic pregnancy. Caesarean section 

is a safe operation
1
 and in many countries its 

frequency is on the rise.
2-4

 Today, it is one of the 

most commonly performed surgical procedures; 

but unfortunately caesarean sections are 

associated with a great deal of maternal 

morbidity. Before the availability of wide 

spectrum antibiotics, blood transfusion facilities 

and good anaesthetic techniques, caesarean 

section was used only to save the life of the 

mother and was met with the mortality of 50-

70%. With the increase advances in anaesthetic 

services and improved surgical techniques, the 

morbidity and mortality of this procedure has 

decreased considerably. Many obstetricians 

consider caesarean section to be quite simple, 

efficient, safe and psychologically well-tolerated 

procedure and far superior to secondary 

interventions such as vacuum delivery or 

emergency caesarean section but opposite school 

of thought also exists. WHO states no additional 

health benefit associated with caesarean section 

if its rate goes above 10–15%. Maternal wish has 

become a new indication for caesarean section in 

the developed world, however in the developing 

world, it is rarely performed purely on maternal 

wish due to lack of knowledge and also lack of 

facilities. Although the caesarean section rates 

have increased over the last decade, the major 

clinical indications have remained the same, 

namely foetal distress, failure to progress in 

labour/failed induction, previous caesarean 

section and breech presentation. In U.S.A. it was 

23% in 1985 and 25% in 1988.
5
 The increased 

rate of caesarean sections in the present scenario 

is due to increasing maternal age, reduced parity, 

breech presentation, decreased incidence of 

midpelvic vaginal delivery, extensive use of 

electronic fetal monitoring, malpractice 

litigation.
6-8

 In modern obstetrics, routine 

caesarean sections (CS) are done electively in 

women for variety of indications like breech, 

multiple pregnancies, placenta previa. 

Emergency caesarean sections are 

performed in most cases to prevent birth 

asphyxia. Determining perinatal asphyxia is both 

complex and a crucial issue. The American 

College of Obstetricians and Gynaecologists 

guidelines suggest that medical facilities 

providing obstetric care services should have the 

capability to manage delivery of a foetus within 

30 minutes of the decision to operate. The 

National Institute for Clinical Excellence clinical 

guideline on electronic fetal monitoring 

recommends that in cases of suspected or 

confirmed acute fetal compromise, delivery 

should be accomplished within 30 minutes.
9  

Keeping with the recommendations of 

the National Confidential Enquiry into Patient 

Outcome and Death (NCEPOD), a four-step 

classification system for the urgency of 

caesarean sections has been adopted in many 

obstetric units. The four category classification 

system are 1.Emergency caesarean delivery, 2. 
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Urgent caesarean delivery, 3.Scheduled 

caesarean delivery and 4. Elective caesarean 

sections. Maternal intraoperative complications 

included were haemorhage, injury of the urinary 

bladder, urethra, intestines or arteries of the 

uterus. The neonatal complications included 

were still birth, birth asphyxia, transient 

tachypnea of newborn, respiratory distress, 

hyperbilirubinemia, sepsis, low apgar score, 

NICU admission, and neonatal death.  

Therefore this study was carried out to 

determine maternal and neonatal outcomes in 

caesarean sections and to compare outcome in 

emergency and elective caesarean sections. 

MATERIAL AND METHODS 

This prospective observational study was 

conducted on 1000 women undergoing caesarean 

sections, including 875 cases done in emergency 

and 125 cases done electively, with live fetus 

between 37-42 weeks, admitted in department of 

Obstetrics and Gynaecology in Pt. B.D. Sharma 

PGIMS Rohtak. Multiple pregnancy and 

intrauterine death were excluded from the 

present study. Indication for caesarean section 

was categorised as per National Institute for 

Clinical Excellence (NICE) guidelines:
5 

Category 1 - Immediate threat to mother 

or fetus, Category 2 - Maternal or fetal 

compromise which is not immediately life 

threatening, Category 3- Need of early delivery 

but no maternal or fetal compromise and 

Category 4- Elective caesarean section or at time 

acceptable for both mother and fetus. 

A detailed history, general physical 

examination and obstetric examination including 

per vaginal examination were carried out in each 

woman at the time of admission. All women 

were subjected to investigations like 

haemoglobin, bleeding time, clotting time, blood 

grouping and typing, HIV, complete urine 

examination and ultrasonography, if not done 

earlier. An informed and written consent was 

taken from women. The indication of each 

caesarean section along with its category, date 

and time of decision of caesarean section, the 

time of commencement of caesarean section and 

delivery, per operative findings and 

complications were recorded. The number of 

caesarean sections decided or awaiting at that 

time, time of surgery (day/night) and type of 

anaesthesia were also noted down. The decision 

delivery interval will be derived as interval 

between decision of caesarean section and time 

of delivery of the baby. 

Following intraoperative and post 

operative maternal outcomes like post partum 

hemorrhage, extension of uterine incision, 

requirement for blood transfusion, bladder 

injury, caesarean hysterectomy, intensive care 

unit, fever, prolonged catheterisation, urinary 

tract infection, thromboembolism, wound 

breakdown, duration of hospital stay and 

maternal mortality were studied. Neonatal 

parameters such as birth weight, apgar scores (at 

1 min and 5 min), need for resuscitation, 

admission into NICU, fresh stillbirths and early 

neonatal death were assessed. Neonates were 

observed for complications like birth asphyxia, 

sepsis, hyperbilirubinimia, meconium aspiration 

syndrome till discharge. 
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STATISTICAL ANALYSIS 

At the end of study, collected data will be 

analysed by using Student t-test and Chi-square 

test. A probability of <0.05 will be considered as 

statistically significant. 

RESULTS 

Mean age in group I patients was 24.36±3.70 

years and in group II, it was 26.78±4.40 years (p 

<0.001). Maximum number of women were 

multigravida i.e.481 (54.97%) in group I and 101 

(80.8%) in group II (p <0.001). Unbooked 

women were 653 (74.62%) in group I and 

booked 95 (76%) in group II (p <0.001). Mean 

period of gestation was 38.46±1.18 weeks and 

38.51±0.80 weeks respectively in both groups (p 

>0.05). Various ANC complications observed 

are shown in Table I. 

In group I patients, a total of 478 (54.62% ) 

women and in group II, 86 (68.8%) women were 

with haemoglobin in a range of 8.1-10 g/dl. 

Mean Hb in group I was 9.27±1.40 g/dl and in 

group II it was 9.61±1.10 g/dl (p 0.002). 

Maximum number of patients were Rh positive 

i.e. 822(93.94%) and 120(96%) respectively in 

both groups. Only 53(6.05%) in group I and 

5(4%) in group II patients found to be Rh 

negative (p >0.05). According to cord blood 

group, maximum number of patients were Rh 

positive in both groups i.e. 844(96.45%) and 

119(95.2%) respectively. Only 31(3.54%) in 

group I and 6(4.8%) in group II patients found to 

be Rh negative (p >0.05). Only 7 women 

(0.80%) in group I and 2 (1.6%) in group II were 

reactive in HIV status (p >0.05). Various 

indications observed during the study period are 

shown in Table II. 

In the group II patients, all the women 125 

(100%) were categorised as category IV. In 

group I, a total of 534 (61.02%) women in 

category I, 137 (15.65%) in category II and 204 

(23.31%) women in category III observed 

respectively (p <0.001). In group I, 504(57.6%) 

women delivered during day time and in group 

II, all the women 125 (100%) delivered in day 

time. A total of 371 (42.4%) women delivered in 

night hours in group I (p <0.001). In group I, 

maximum number of patients with decision 

delivery interval between 31-75 minutes i.e. 392 

(44.8%). Mean decision delivery interval in 

group I cases was 102.43±72.88 min. Mean 

induction of anaesthesia to delivery interval in 

group I was 9.81±3.47 min. and in group II it 

was 11.57±2.80 min (p<0.001). Preoccupied 

operation theatre was the most common factor 

i.e. in 285 (32.57%) cases in group I. In group I 

827 (94.51%) women and in group II 119 

(95.2%) women operated under spinal 

anaesthesia (p >0.05). In group I 9(1.02%) cases 

were observed with failed spinal anaesthesia, 20 

(2.28%) with delayed effect of spinal anaesthesia 

was reported and in 4 (0.45%) cases suffered 

with hypotension and bradycardia. In group II, 

only 6 (4.8%) cases anaesthesia was failed (p 

<0.01).Various maternal intraoperative and 

postoperative complications are shown in table 

III.In our study, a total of 486 (55.54%) patients 

stayed for less than six days duration in group I 

and 43 (34.4%) in group II. Similarly, 389 

(44.45%) patients stayed more than 6 days 
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duration in group I and 82 (65.5%) in group II 

(<0.001). Mean baby weight in group I was 

2.72±0.53 kg and in group II it was 2.95±0.53 kg 

(p <0.001). Mean apgar score at 1 min. in group 

I was 6.31±1.02 and in group II, it was 

6.36±0.67 (p <0.001). Mean apgar score at 5 

min. In group I, it was 8.28±1.19 and in group II, 

it was 8.40±0.55 (p >0.05). In our study, a total 

of 143 (16.34%) newborns admitted to NICU in 

group I and 22 (17.6%) in group II for <7 days. 

Similarly, 29 (3.31%) newborns admitted to 

NICU with > 8 days duration. In group II, no 

neonate admitted for more than 8 days. On 

statistical comparison, the difference between the 

two groups regarding more than 8 days duration 

of NICU was found to be significant (p <0.05). 

Neonatal morbidity and outcome is shown in 

Table IV. 

DISCUSSION 

Caesarean delivery is defined as birth of viable 

fetus through incision in abdominal wall 

(laprotomy) and uterine wall (hysterotomy).
10

 

Caesarean section is a lifesaving procedure that 

is firmly established in obstetrics. Caesarean 

section rates have been steadily increasing due to 

a higher number of sections for fetal distress, as 

diagnosed by cardiotocographic (CTG) 

monitoring in labour, and the increasing use for 

breech and multiple pregnancy.In the present 

study, a total of 1000 cases were included. 

During the study period, antenatal 

complications were seen in 176(20.04%) and 

54(42.6%) women in group I and group II 

respectively. Daniel S et al reported antenatal 

complications in emergency caesarean sections 

were 48.3% and in elective caesarean sections 

were 48.7%.
11

 In emergency caesarean group the 

incidence of GDM, gestational hypertension, 

malpresentation was less than in elective group 

which was comparable to our study.  

Most common indication for caesarean was fetal 

distress in group I i.e. in 454 (51.88%) and 

repeat caesarean section was in 32 (25.6%) of 

women in group II which was similar to the 

study of Gasparovic et al who reported repeat 

caesarean section (48.32%) was commonest 

indication for elective caesarean and threatening 

asphyxia (54.25%) for emergency group.
12  

The 

increasing rate of caesarean sections for fetal 

disresss is due to increased CTG monitoring 

during labor and increased induction rate. The 

increase incidence of repeat caesarean sections 

was due to absence of patients opting for vaginal 

birth after caesarean(VBAC).  Thakur V reported 

repeat caesarean sections was the most common 

indication in both emergency and elective 

caesareans.
13 

Spinal anaesthesia was the most 

common anaesthesia used in both the groups, in 

group I, 825 (94.51%) women and in group II, 

119 (95.2%) women operated under spinal 

anaesthesia (p=0.751). Najam R reported 79.2% 

and 95.7% cases done in spinal anaesthesia in 

emergency and elective caesareans 

respectively.
14

 General anaesthesia was usually 

given for APH, acute fetal distress or when 

spinal anaesthesia is failed. In our study mean 

duration of decision delivery interval in 

emergency cases was 102.43±72.88 min. This 

difference in mean interval was because of more 
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than one women were waiting for caesarean 

section at same time. In Sayegh et al study, mean 

decision delivery interval for emergency sections 

was 39.5 minutes.
15

 In our study only 1.71% of 

emergency caesarean had DDI <30min,was 

totally in contrast with the western standards. 

In our study, the most common factor 

affecting decision to delivery interval was 

preoccupied operation theatre in group I in 285 

(32.57%) cases. Besides this other important 

cause of delay is time taken in arranging blood 

for the patient. Delay due to non availability of 

operation theatres, was also been reported by 

Sayegh et al.
15

  

In present study mean induction of 

anaesthesia to delivery interval in group I was 

9.81±3.47 min and in group II, it was 11.57±2.80 

min, in our study it was statistically significant 

with p<0.001. In Radhakrishnan G et al study 

mean interval was 12.9±9.3 min and 12.6±5.7 

min respectively in both groups.
17

  Intraoperative 

complications were 10.25% and 4% respectively 

in group I and group II. Haemorrhage was most 

common intra operative complication of both the 

groups with p=0.03. Scar dehiscence was found 

in 4 (0.45%) cases in emergency group.  

In our study postoperative 

complications were also more in emergency 

caesarean sections (33.4%) than elective cases 

(21.6%). Pomela J observed postoperative 

complications were more in patients who had 

emergency caesareans compared with patients 

undergoing elective caesareans such as fever 

26.0% and 16.1% respectively
18 

which was 

compared to our study in which postoperative 

fever was observed in 10.51% and 7.2% in 

emergency and elective caesarean sections 

respectively. 

Wound infection contributed to 8% in 

emergency as compared to 4.8% in elective cases 

in our study.  Daniel S et al reported 

postoperative complications in 47.2% and 17.1% 

in emergency and elective caesareans 

respectively with wound infection 12.4% and 

3.9% respectively in both the groups.
11 

In present study, prolonged 

catheterisation was required in 70(8%) and 

8(6.4%) in group I and group II respectively. In 

our study, there was no maternal mortality 

observed intra operatively and post operatively 

in both the groups. In present study, duration of 

hospital stay for more than 7 days in group I was 

in 388 (44.4%) and for group II 82 (65.6%) with 

p <0.001. Al Nuiam reported that 36.5% of 

emergency group stayed for more than 7 days 

and 39.8% of elective cases.
19   

In present study, mean apgar score at 1 

min. in group I was 6.31±1.02 and in group II 

was 6.36±0.67 and mean apgar score at 5 min. in 

group I was 8.28±1.19 and in group II was 

8.40±0.55. In our study, for apgar at 1 min. the 

difference between the two groups was 

statistically significant with p <0.001 and the 

difference between the two groups for apgar 

score at 5 min. was insignificant with p=0.06. 

The reason for low apgar in emergency group is 

that most of the caesareans are done for fetal 

distress. Gasparovic et al reported mean apgar 

score at 1 min. and 5 min. were 8.44±2.01 and 

9.31±1.38 in emergency caesarean and 
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9.36±2.42 and 9.75±0.70 in elective cases.
12

 

Korda V observed that mean apgar was 5.8±2.7 

and 7.7±2.0 in emergency and 7.3±1.9 and 

8.3±1.7 in elective caesareans.
20 

In our study, a 

total of 172 (19.65%) newborns were admitted to 

NICU in group I and 22 (17.6%) in group II 

which was almost similar and statistically 

significant with p<0.05. This was in contrast to 

study of Daniel S et al in which NICU stay was 

required in 39.4% of emergency caesarean 

sections as compared to 10.5% of elective 

caesarean.
11 

In our study requirement of resuscitation was 

observed in 87(9.94%) cases of group I and 

5(4%) cases of group II with p=0.03. Gasparovic 

et al observed that resuscitation was required in 

21.2% and 6.74% in emergency and elective 

caesareans respectively.
12 

Neonatal mortality in 

this study was in 30 (3.42%) cases in group I and 

in 1 (0.8%) cases in group II with p =0.281. Ben 

Onankapa and Ekle reported that perinatal 

mortality was 11.11%. The main cause of death 

was birth asphyxia.
21

 Ali et al reported perinatal 

mortality in caesarean sections was 9.77%.
22

 

CONCLUSION 

Study concluded that maternal and neonatal 

complications were more in emergency sections 

as compared to elective sections. The high 

incidence of emergency caesareans was due to 

insufficient prenatal care. It is recommended that 

regular antenatal check-up, early report to 

hospital and active management of labor can 

reduce the rate of caesarean sections. The 

selection of patients for emergency caesarean 

sections should be in such a way that benefits 

should far outweigh the morbidity associated 

with the procedure. As previous caesarean 

section was leading indication for elective 

caesarean, it can be reduced by encouraging the 

vaginal delivery in primi patients and VBAC in 

previous caesarean patients. Early recognition 

and referral of women who are likely to undergo 

caesarean sections may reduce the rate of 

caesarean sections, thus decrease the maternal 

and neonatal morbidity. 
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Table I 

ANC complications 

ANC complications Group I (n=875) 

Emergency LSCS 

Group II (n=125) 

Elective LSCS 

Statistical significance 

Chi-square ( χ2) test 

IUGR 22 (2.51%) 2 (1.6%) 0.532 NS 

Malpresentation 13 (1.48%) 4 (3.2%) 0.165 NS 

Oligohydramnios 19 (2.17%) 4 (3.2%) 0.473 NS 

APH 56 (6.4%) 13 (10.4%) 0.09 NS 

Anemia 667 (76.22%) 98 (78.4%) 0.592 NS 

Asthma 18 (2.05%)  0 0.105 NS 

Hypothyroidism 6 (0.68%) 9 (7.2%) <0.001 Significant 

Heart disease 2 (0.22%) 2 (1.6%) 0.02 Significant 

Thrombocytopenia 1 (0.11%)  0 0.705 NS 

Polyhydroamnios 7 (0.8%) 0 0.315 NS 

Epilepsy 5 (0.57%) 6 (4.8%) <0.001 Significant 

Fever 6 (0.68%) 0 0.353 NS 

ARDS 2 (0.22%) 0 0.592 NS 

Gestational hypertension 5 (0.57%) 1 (0.8%) 0.756 NS 

GDM 4 (0.45%) 2 (1.6%) 0.121 NS 

HIV 7 (0.8%) 2 (1.6%) 0.375 NS 

HCV 1 (0.11%) 2 (1.6%) <0.01 Significant 

HBsAg 2 (0.22%) 4 (3.2%) <0.001 Significant 

Deranged LFT 0 2 (0.8%) <0.001 Significant 

SLE 0 1 (0.8%) <0.001 Significant 
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Table II 

Various indications of cesarean section 

Indications Group I (n=875) 

Emergency LSCS 

Group II (n=125) 

Elective LSCS 

Statistical significance  

Chi-square (χ2) test 

Repeat cesarean section 86 (9.82%) 32 (25.6%) <0.001 Significant 

Breech 136 (15.54%) 26 (20.8%) 0.135 NS 

Placenta previa 21 (2.4%) 13 (10.4%) <0.001 Significant 

Malpresentation 16 (1.82%) 4 (3.2%) 0.305 NS 

CPD 13 (1.48%) 16 (12.8%) <0.001 Significant 

Contracted pelvis 12 (1.37%) 8 (6.4%) <0.001 Significant 

Failed induction 22 (2.51%) 2 (1.6%) 0.532 NS 

Severe PIH 12 (1.37%) 3 (2.4%) 0.376 NS 

IUGR 2 (0.22%) 4 (3.2%) <0.001 Significant 

Patient request - 1 (0.8%) <0.01 Significant 

BOH - 6 (4.8%) <0.001 Significant 

Genital warts - 1 (0.8%) <0.01 Significant 

Heart disease - 1 (0.8%) <0.01 Significant 

GDM - 1 (0.8%) <0.01 Significant 

2 loop of cord around neck - 1 (0.8%) <0.01 Significant 

Seropositive - 1 (0.8%) <0.01 Significant 

Previous history of uterine 

surgery 

2 (0.22%) 2 (1.6%) <0.05 Significant 

Uterine anomaly - 2 (1.6%) <0.001 Significant 

SLE - 1 (0.8%) <0.01 Significant 

Abruptio 35 (4%) - <0.01 Significant 

Fetal distress 454 (51.88%) - <0.001 Significant 

Eclampsia 14 (1.6%) - 0.154 NS 

NPOL 16 (1.82%) - 0.127 NS 

Cord prolapsed 8 (0.91%) - 0.283 NS 

DTA 10 (1.14%) - 0.229 NS 

Obstructed labor 16 (1.82%) - 0.127 NS 
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Table III 

Maternal outcome (Intraoperative and postoperative) 

Maternal outcome Group I (n=875) 

Emergency LSCS 

Group II (n=125) 

Elective LSCS 

Statistical analysis Odds Ratio /  

95% Confidence 

interval 

Post partum 

haemorrhage 

86 (9.8%) 5 (4%) 0.03 Significant OR 0.382; CI 

0.1521 – 0.9610 

Scar dehiscence 4 (0.45%) 0 0.43 NS NA 

Uterine artery 

ligation 

30 (3.4%) 3 (2.4) 0.547 NS OR 0.692; CI 

0.208 – 2.30 

Fever  92 (10.51%) 9 (7.2%) 0.250 NS OR 0.660; CI 

0.324 – 1.34 

Prolonged 

catheterization 

70 (8%) 8 (6.4%) 0.532 NS OR 0.786; CI 

0.368 – 1.67 

Wound infection 70 (8%) 6 (4.8%) 0.206 NS OR 0.579; CI 

0.246 – 1.36 

Wound gaping 12 (1.37%) 1 (0.8%) 0.597 NS OR 0.580; CI 

0.074 – 4.49 

Chest infection 30 (3.42%) 3 (2.4%) 0.547 NS OR 0.692; CI 

0.208 – 2.30 

Post partum 

eclampsia 

5 (0.57%) 0 0.396 NS NA 

Postpartum 

psychosis 

1 (0.11%) 0 0.705 NS NA 

PRESS 1 (0.11%) 0 0.705 NS NA 

Shift to intensive 

care unit 

6 (0.68%) 0 0.353 NS NA 

Acute kidney 

injury 

1 (0.11%) 0 0.705 NS NA 

Distension 8 (0.91%) 0 0.283 NS NA 
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Table IV 

Neonatal morbidity and outcome 

Neonatal morbidity and  

Outcome 

Group I (n=875) 

Emergency LSCS 

Group II 

(n=125) 

Elective LSCS 

Statistical significance 

Requirement of resuscitation 87 (9.94%) 5 (4%) 0.03 S 

Asphyxia 2 (0.22%) 0 0.592 NS 

Meconium aspiration syndrome 3 (0.34%) 0 0.512 NS 

Sepsis 67 (7.65%) 5 (4%) 0.139 NS 

Hyperbilirubinemia 280 (32%) 41 (32.8%) 0.857 NS 

Sepsis + Hyperbilirubinemia 8 (0.91%) 0 0.283 NS 

Born alive & discharged 847 (96.79%) 124 (99.2%) 0.281 NS 

 

Still birth 3 (0.34%) 0 0.512 NS 

Neonatal death 27 (3.08%) 1 (0.8%) 0.274 NS 

 

 


