
Salim and Shalev Reproductive Biology and Endocrinology 2010, 8:68
http://www.rbej.com/content/8/1/68

Open AccessD E B A T E
DebateHealth implications resulting from the timing of 
elective cesarean delivery
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Abstract
Background: The literature is nearly unanimous in recommending elective cesarean delivery at 39 weeks of gestation 
because of the lower rates of neonatal respiratory complications compared to 38 weeks. However, elective cesarean 
delivery at 39 weeks or more may have maternal and other fetal consequences compared to delivery at 38 weeks, 
which are not always addressed in these studies.

Discussion: Between 38 and 39 weeks of gestation, approximately 10% - 14% of women go into spontaneous labor; 
meaning that a considerable number of women scheduled for an elective cesarean delivery at 39 weeks will deliver 
earlier in an unscheduled, frequently emergency, cesarean delivery. The incidence of maternal morbidity and mortality 
is higher among women undergoing non-elective cesarean deliveries than among those undergoing elective ones. 
Complications may be greater among women after numerous repeat cesarean deliveries and among older women. 
Other than reducing the frequency of non-elective cesarean deliveries, bringing forward the timing of elective 
cesarean delivery to 38 weeks, may occasionally prevent intrauterine fetal demise which has been shown to increase 
with increasing gestational age and to avoid other fetal consequences related to the emergency delivery. All these 
considerations need to be weighed against the medical and the economic impact of the increase in neonatal 
morbidity resulting from births at 38 weeks compared to 39 weeks.

Summary: Until prospective randomized trials are conducted, we are unlikely to be able to precisely answer all 
risk:benefit questions as to the best timing of scheduled elective cesarean delivery. Older women, and women with 
numerous prior cesarean deliveries, are of particular concern. It is reasonable to inform the pregnant women of the risk 
of each of the above options and to respect her autonomy and decision-making.

Background
The literature is nearly unanimous in recommending
elective cesarean delivery at 39 weeks of gestation
because of lower rates of neonatal respiratory complica-
tions compared to 38 weeks. However, elective cesarean
delivery at 39 weeks or more may have maternal and
other fetal consequences compared to delivery at 38
weeks, which are not always addressed in these studies.
Delaying delivery for an additional week increases the
time that the woman and her fetus is vulnerable to a
number of unexpected complications and increases the
proportion of women who will deliver by non-elective
cesarean delivery rather than an elective one.

The outcome of this particular group of women is less
addressed in the literature when discussing the advan-
tages of elective cesarean deliveries since the majority of
published studies on elective cesarean delivery exclude
from statistical analysis women who delivered non-elec-
tively before the scheduled date of delivery. Other studies
combined this cohort of patients with those that deliv-
ered electively so that it is impossible to isolate the contri-
bution of non-elective delivery to the outcome. A design
centered on the actual delivery route will allow investiga-
tors to distinguish between labored and unlabored cesar-
ean deliveries. In studies limited to unlabored cesareans,
women who present in labor before their scheduled date
of delivery are, by definition, excluded. Excluding these
women may overestimate potential benefits and also
potential harms because the studies then cannot account
for any effect that labor has on outcomes of interest.
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Landon et al [1] investigated maternal and perinatal out-
comes among women who underwent an elective repeat
cesarean delivery. Women who were designated for an
elective cesarean delivery but presented in early labor
were excluded from the study. The authors stated that
exclusion from the study of women who presented in
early labor and subsequently underwent repeated cesar-
ean delivery probably lowered the risk of complications in
the group of women undergoing elective repeated cesar-
ean delivery [1].

Thomas et al reported that 10% of women go into spon-
taneous labor between 38 and 39 weeks of gestation [2].
Obstetrical data from 25,533 women delivered between
the years 2003 to 2008 in our delivery ward (Obstetrics
and Gynecology Department, HaEmek Medical Center in
Afula, Israel, a university teaching hospital) revealed that
14% of ongoing pregnancies went into spontaneous labor
between 38 to 39 weeks (unpublished data). The meaning
of these numbers is that over 10% of elective cesarean
deliveries scheduled to 39 weeks will likely convert to
non-elective ones between 38 to 39 weeks.

A search of PubMed, MEDLINE, EMBASE, and
Cochrane Library databases up to December 2009, did
not detect any randomized controlled trial that compared
the timing of elective cesarean delivery at 38 or 39 weeks
and which investigated both perinatal and maternal out-
comes.

In this report we address some of the maternal and per-
inatal consequences resulting from scheduling elective
cesarean delivery at 39 weeks rather than 38 weeks. We
claim that scheduling elective cesarean delivery at 38
weeks is a viable alternative with potential benefits par-
ticularly for older women and women with numerous
prior cesarean deliveries.

Discussion
Women assigned to an elective cesarean delivery may go
into labor prior to the scheduled date of surgery. Labor-
ing women might present during the early stages of labor,
with or without membrane ruptures, or alternatively they
may present during advanced stages of labor. Maternal
and neonatal outcomes may be adversely affected when
cesarean delivery is preceded by labor, even if labor is not
advanced.

Fetal and neonatal consequences
The implication of scheduling delivery to 39 weeks is that
a proportion of elective cesarean deliveries will convert to
non-elective ones, which may increase the risk of trau-
matic injury to the fetus/newborn [3]. The reported inci-
dence of iatrogenic fetal trauma during cesarean delivery
is 0.1% to 1.9% of births [4]. Several risk factors for fetal
injury at the time of the cesarean delivery have been iden-
tified through various case reports. These include lack of

surgical experience, labor with thinning of the lower uter-
ine segment exposing the fetus to injury with the scalpel,
and a lack of amniotic fluid secondary to rupture of the
membranes making the underlying fetal parts more
accessible [5,6]. Fetal lacerations, finger injuries and
amputations, penetrating brain injuries, skull fractures
and long bone fractures have all been reported from the
use of the scalpel or scissors at the time of cesarean deliv-
ery [3]. Although traumatic delivery is still associated
with cesarean delivery, it is almost unheard of with elec-
tive cesarean delivery of the vertex fetus at term [3].

In the term breech trial, 6% of women who were
assigned to a planned cesarean delivery, delivered vagi-
nally because cesarean delivery was not possible due to
imminent vaginal delivery [7]. Delaying an elective cesar-
ean delivery scheduled for breech presentation may
expose some of the fetuses to preventable morbidity and
mortality associated with vaginal breech delivery in cases
where vaginal delivery is imminent at admission.

An accumulative increased risk of intrauterine fetal
death has been reported with increasing gestational age.
The timing of fetal death for stillborn infants born
between 23 and 40 weeks is evenly distributed with nearly
5% of all stillbirths occurring per week of gestation [8].
This is important when considering all stillborn infants at
38 weeks and beyond, where significant complications of
prematurity would be very rare if only these fetuses had
simply been delivered earlier. Furthermore, it has been
reported that a fairly stable rate of fetal death of 0.6 per
1000 live births occurs from 33 weeks to 39 weeks of ges-
tation. However, at 39 weeks, the rate increases signifi-
cantly to 1.9 per 1000 live births [9]. De la Vega and
coworkers in a mixed risk population with unrestricted
access to testing for fetal wellbeing and sonographic eval-
uations concluded that, despite intensive surveillance,
they were still unable to reduce the rate of fetal death.
The investigators suggested that this is probably due to
occurrence of acute placental and cord accidents that
cannot be detected through antenatal fetal surveillance
and are simply unavoidable [10]. The sudden death of a
fetus in utero has medical, social and economic implica-
tions. It is particularly tragic when it occurs shortly
before the expected date of delivery.

Maternal consequences
Hansen et al reported in a cohort study that a significant
reduction in neonatal respiratory morbidity may occur if
elective caesarean delivery is postponed to 39 weeks. Car-
rying out elective cesarean deliveries at a later gestational
age resulted in higher rates of laboring cesarean deliveries
since some women went into spontaneous labor. Twenty-
five percent of women entered labor before the 39th week
in their cohort. They also stated that compared with elec-
tive cesarean deliveries, laboring cesarean deliveries may
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carry an increased risk of complications such as uterine
rupture, infections, or even maternal mortality [11].

Severe maternal morbidities including deep vein
thrombosis, pulmonary embolism, amniotic fluid embo-
lism, puerperal infection, severe hemorrhage, uterine
rupture or inversion and intestinal obstruction have been
reported to be significantly more frequent in non-elective
than in elective cesarean deliveries. Operative interven-
tions after delivery were also significantly more frequent
after a non-elective cesarean delivery [12]. Operator
experience and the emergency nature of the cesarean
delivery were found to be risk factors for bladder injury
during cesarean delivery [13].

The overall risk of uterine rupture among women who
go into spontaneous labor is higher compared to women
who had an elective cesarean delivery. The risk of rupture
is greater among parous women with multiple prior
cesarean deliveries, a situation commonly encountered in
some regions [14]. Other than maternal morbidity, a rup-
tured uterus carries a greater risk for perinatal morbidity
and mortality [14].

Although uterine rupture occurs primarily among
women during a trial of labor, women assigned to an elec-
tive cesarean delivery will occasionally present in the
advanced stages of labor before their scheduled date of
operation.

Failed intubation and pulmonary aspiration are the
leading causes of anesthesia related maternal morbidity
and mortality. Fasting for a period of six to eight hours is
recommended before an elective cesarean delivery [15].
Women scheduled for an elective cesarean delivery and
who go into spontaneous labor may present while not in
the fasting state. Performing an immediate operation
because the woman is in labor may increase anesthesia
related morbidity and mortality. Alternatively, delaying
the procedure six to eight hours may increase the likeli-
hood of progression into advanced labor which may fur-
ther complicate the operation. Furthermore, in women
whose indication for a cesarean delivery is human immu-
nodeficiency virus infection or genital herpes, the risk of
neonatal infection may increase if abdominal delivery is
delayed.

Women with severe urinary incontinence have a
marked deterioration in their quality of life, most sub-
stantially curtail activities, many become homebound,
and for some, urinary incontinence is the defining event
that prompts nursing home admission. In the United
States each year, an estimated 135,000 women undergo
surgery for urinary incontinence [16]. An estimate of
direct costs for urinary incontinence in the United States
has been reported to be $16 billion per year [17]. Given
the substantial public health burden of pelvic floor disor-
ders, much research has been focused on identifying risk
factors, especially modifiable risk factors, for the develop-

ment of pelvic floor disorders. Retrospective and cross-
sectional studies implicate childbirth as a major risk fac-
tor for urinary incontinence in younger women [18].
Whether, and to what degree, cesarean delivery may pro-
tect child-bearing women from developing urinary
incontinence is an unresolved issue. Several prospective
studies evaluated the risk of postpartum urinary inconti-
nence by delivery type, grouping all cesarean deliveries
together and reported inconsistent results. In one study,
however, elective cesarean deliveries were separated form
non-elective ones. Chin et al assessed the impact of deliv-
ery on the pelvic floor and to what degree cesarean deliv-
eries could prevent pelvic floor injury. Five hundred
thirty nine women were divided into three groups
according to the delivery method adopted: elective cesar-
ean delivery, non-elective cesarean delivery, and vaginal
delivery. Only elective cesarean delivery was protective.
They concluded that the key to the best protection
against postpartum urinary incontinence seems to lie in
the timing of the cesarean delivery; that is, the cesarean
delivery has to be performed before labor or uterine con-
tractions have commenced [19].

Delaying delivery until 39 weeks may increase the risk
for pregnancy complications such as gestational hyper-
tension, preeclampsia, and eclampsia that are known to
increase in incidence from 37 to 43 weeks when calcu-
lated according to ongoing pregnancies [20].

Data suggests an increased risk of maternal mortality
with non-elective cesarean deliveries as compared with
elective ones. The Report on Confidential Enquiries into
Maternal Deaths, 1997 to 1999, reported a significantly
higher maternal mortality rate with emergency and
urgent cesarean deliveries [21]. Another publication
reporting on deliveries in Israel between 1984 and 1992
compared maternal mortality among vaginal deliveries,
emergency and elective cesarean deliveries. The authors
reported maternal mortality rates of 2.8, 3.6, and 30 per
100,000 deliveries for elective cesarean delivery, vaginal
delivery, and emergency cesarean delivery, respectively
[22].

Advance maternal age
More women are postponing pregnancy into the fourth
and fifth decades of life for a variety of reasons. Advanced
maternal age, traditionally defined as over 35 years, has
been associated with increased obstetric morbidity and
interventions.

Older women are more likely to have elective cesarean
deliveries [23]. The risk for severe complications in non-
elective cesarean deliveries is even higher among older
women than in younger ones [12]. Furthermore, perinatal
complications are reported to be higher among this pop-
ulation [24]. Intrauterine fetal death and perinatal mor-
tality are significantly higher in older women even after
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excluding deaths due to congenital malformations and
adjusting for existing illnesses or pregnancy complica-
tions [25]. The highest rate of stillbirth was reported to
occur among older women after 38 weeks of gestation
[26].

Health Care Provider Type and Professional Resources
The availability of resources, such as operating rooms and
staff, may influence a health care provider's decision
regarding when to schedule the date of the elective cesar-
ean delivery. Non-elective cesarean deliveries, which by
definition are poorly timed, may result in a patient that
presents in the non fasting state, at a time that the hospi-
tal is staffed with less experienced surgeons and anesthe-
tists whose skills are further compromised due to
demanding working hours. All these factors present addi-
tional challenges to the patients' safety. One of the advan-
tages of scheduled operations is the greater ease of
balancing staffing levels with clinical volume. Inadequate
levels of staffing, as well as fatigue among health care pro-
viders, may contribute to increased patient morbidity
[27,28].

Summary
Multiple chance events may influence outcome. For
example, an elective cesarean delivery at 38 weeks may
result in the delivery of an iatrogenically premature infant
at risk for respiratory morbidity. On the other hand,
delaying delivery to 39 weeks may result in an unex-
plained stillbirth, or spontaneous onset of labor with
intrapartum complications that may compromise mater-
nal and neonatal well-being. Decision analysis is a quanti-
tative methodology for evaluating competing strategies
under conditions of uncertainty.

According to our data, 14% of all women booked for an
elective cesarean delivery at exactly 39 weeks and 0 days,
would be expected to go into spontaneous labor between
38 to 39 weeks (unpublished data). For an average hospi-
tal with 4500 births a year, such as ours, and a 10% elec-
tive cesarean delivery rate, scheduling delivery at 38
weeks rather than 39 weeks will result in an additional 10
neonates with respiratory morbidity a year, assuming an
additional 2% neonatal morbidity for those delivered at
38 weeks [29]. On the other hand, 63 non-elective cesar-
ean deliveries will be prevented. In fact, since it is not fea-
sible to book all women to exactly 39 weeks and 0 days,
particularly in public medical centers, the number of
non-elective operations that would be prevented may
actually be higher. Other than decreasing the risk of non-
elective cesareans, scheduling elective cesarean deliveries
to 38 weeks may prevent cases of fetal death especially
among older women.

Until prospective randomized trials are conducted, we
are unlikely to be able to precisely answer all risk:benefit

questions as to the best timing of scheduled elective
cesarean delivery. We believe that if dating is confirmed
with an ultrasound study prior to 20 weeks of gestation,
scheduling cesarean delivery to 38+0-6 weeks may be
another reasonable and alternative option to 39 weeks.
This is particularly true among a selected group of
women, namely older women and women where a com-
plicated cesarean delivery is anticipated. It is reasonable
to inform women of the risks entailed with each of the
above options. The clinician's role should be to provide
the best evidence-based counseling possible to the
woman, and to respect her autonomy and decision-mak-
ing.

Competing interests
The authors declare that they have no competing interests.

Authors' contributions
RS and ES contributed to the formation, drafting and editing of this article.
Both authors read and approved the final manuscript.

Authors' information
RS is a senior obstetrician, head of delivery ward, Department of Obstetrics and
Gynecology HaEmek Medical Center, Afula, Israel; ES is a professor and associ-
ate Dean, Rappaport Faculty of Medicine Technion, Israel Institute of Technol-
ogy, Chairman, Department of Obstetrics and Gynecology HaEmek Medical
Center, Afula, Israel.

Author Details
Department of Obstetrics and Gynecology, HaEmek Medical Center, Afula, 
Israel and Rappaport Faculty of Medicine, Technion, Haifa, Israel

References
1. Landon MB, Hauth JC, Leveno KJ, Spong CY, Leindecker S, Varner MW, 

Moawad AH, Caritis SN, Harper M, Wapner RJ, Sorokin Y, Miodovnik M, 
Carpenter M, Peaceman AM, O'Sullivan MJ, Sibai B, Langer O, Thorp JM, 
Ramin SM, Mercer BM, Gabbe SG, National Institute of Child Health and 
Human Development Maternal-Fetal Medicine Units Network: Maternal 
and perinatal outcomes associated with a trial of labor after prior 
cesarean delivery.  N Engl J Med 2004, 351:2581-2589.

2. Thomas J, Paranjothy S: Royal College of Obstetricians and 
Gynaecologists Clinical Effectiveness Support Unit.  In The national 
sentinel caesarean section audit report London: RCOG Press; 2001. 

3. Hankins GD, Clark SM, Munn MB: Cesarean section on request at 39 
weeks: impact on shoulder dystocia, fetal trauma, neonatal 
encephalopathy, and intrauterine fetal demise.  Semin Perinatol 2006, 
30:276-287.

4. Aburezq H, Chakrabarty KH, Zuker RM: Iatrogenic fetal injury.  Obstet 
Gynecol 2005, 106:1172-1174.

5. Puza S, Roth N, Macones GA, Mennuti MT, Morgan MA: Does cesarean 
section decrease the incidence of major birth trauma?  J Perinatol 1998, 
18:9-12.

6. Haas DM, Ayres AW: Laceration at cesarean section.  J Matern Fetal 
Neonatal Med 2002, 11:196-198.

7. Hannah ME, Hannah WJ, Hewson SA, Hodnett ED, Saigal S, Willan AR: 
Planned caesarean section versus planned vaginal birth for breech 
presentation at term: a randomised multicentre trial. Term Breech Trial 
Collaborative Group.  Lancet 2000, 356:1375-1383.

8. Copper RL, Goldenberg RL, Dubard MB, Davis RO: Risk factors for fetal 
death in white, black, and Hispanic women. Collaborative Group on 
Preterm Birth Prevention.  Obstet Gynecol 1994, 84:490-495.

9. Yudkin PL, Wood L, Redman CWG: Risk of unexplained stillbirth at 
different gestational ages.  Lancet 1987, 1:1192-1194.

Received: 10 April 2010 Accepted: 21 June 2010 
Published: 21 June 2010
This article is available from: http://www.rbej.com/content/8/1/68© 2010 Salim and Shalev; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.Reproductive Biology and Endocrinology 2010, 8:68

http://www.rbej.com/content/8/1/68
http://creativecommons.org/licenses/by/2.0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15598960
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17011400
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16260559
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9527937
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12380677
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11052579
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8090381
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2883499


Salim and Shalev Reproductive Biology and Endocrinology 2010, 8:68
http://www.rbej.com/content/8/1/68

Page 5 of 5
10. de la Vega A, Verdiales M: Failure of intensive fetal monitoring and 
ultrasound in reducing the stillbirth rate.  P R Health Sci J 2002, 
21:123-125.

11. Hansen AK, Wisborg K, Uldbjerg N, Henriksen TB: Risk of respiratory 
morbidity in term infants delivered by elective cesarean section: 
cohort study.  BMJ 2008, 336:85-87.

12. Pallasmaa N, Ekblad U, Gissler M: Severe maternal morbidity and the 
mode of delivery.  Acta Obstet Gynecol Scand 2008, 87:662-668.

13. Rahman MS, Gasem T, Al Suleiman SA, Al Jama FE, Burshaid S, Rahman J: 
Bladder injuries during cesarean section in a University Hospital: a 25-
year review.  Arch Gynecol Obstet 2009, 279:349-352.

14. Miller DA, Diaz FG, Paul RH: Vaginal birth after cesarean: a 10-year 
experience.  Obstet Gynecol 1994, 84:255-258.

15. American College of Obstetrics and Gynecology: Obstetric analgesia and 
anesthesia. ACOG practice bulletin Number 36, July 2002.  Int J 
Gynaecol Obstet 2002, 78:321-335.

16. Waetjen LE, Subak LL, Shen H, Lin F, Wang TH, Vittinghoff E, Brown JS: 
Stress urinary incontinence surgery in the United States.  Obstet 
Gynecol 2003, 101:671-676.

17. Wilson L, Brown JS, Shin GP, Luc K, Subak LL: Annual direct cost of urinary 
incontinence.  Obstet Gynecol 2001, 98:398-406.

18. Hunskaar S, Burgio K, Clark A, Lapitan MC, Nelson R, Sillen U, Thom D: 
Epidemiology of urinary incontinence (UI) and faecal incontinence (FI) 
and pelvic organ prolapse (POP).  In Incontinence. 3rd International 
Consultation on Incontinence Volume 1. 3rd edition. Edited by: Abrams P, 
Cardozo L, Khoury S, Wein A. Plymouth: Health Publication Ltd; 
2005:255-313. 

19. Chin HY, Chen MC, Liu YH, Wang KH: Postpartum urinary incontinence: a 
comparison of vaginal delivery, elective, and emergent cesarean 
section.  Int Urogynecol J Pelvic Floor Dysfunct 2006, 17:631-635.

20. Caughey AB, Stotland NE, Escobar GJ: What is the best measure of 
maternal complications of term pregnancy: ongoing pregnancies or 
pregnancies delivered?  Am J Obstet Gynecol 2003, 189:1047-1052.

21. Department of Health, Scottish Executive Health Department, and 
Department of Health, Social Services and Public Safety, Northern Ireland: 
Why Mothers Die. Fifth Report on Confidential Enquiries into Maternal Deaths 
in the United Kingdom, 1997-1999 London: RCOG Press; 2001. 

22. Yoles I, Maschiach S: Increased maternal mortality in cesarean delivery 
as compared to vaginal delivery? Time for re-evaluation [abstract].  Am 
J Obstet Gynecol 1998, 178:s78.

23. Ecker JL, Chen KT, Cohen AP, Riley LE, Lieberman ES: Increased risk of 
cesarean delivery with advancing maternal age: indications and 
associated factors in nulliparous women.  Am J Obstet Gynecol 2001, 
185:883-887.

24. Usta IM, Nassar AH: Advanced maternal age. Part I: obstetric 
complications.  Am J Perinatol 2008, 5:521-534.

25. Jacobsson B, Ladfors L, Milsom I: Advanced maternal age and adverse 
perinatal outcome.  Obstet Gynecol 2004, 104:727-733.

26. Smith GC: Life-table analysis of the risk of perinatal death at term and 
post term in singleton pregnancies.  Am J Obstet Gynecol 2001, 
184:489-496.

27. Tucker J, UK Neonatal Staffing Study Group: Patient volume, staffing, and 
workload in relation to risk-adjusted outcomes in a random stratified 
sample of UK neonatal intensive care units: a prospective evaluation.  
Lancet 2002, 359:99-107.

28. Minkoff H, Chervenak FA: Elective primary cesarean delivery.  N Engl J 
Med 2003, 348:946-950.

29. Tita AT, Landon MB, Spong CY, Lai Y, Leveno KJ, Varner MW, Moawad AH, 
Caritis SN, Meis PJ, Wapner RJ, Sorokin Y, Miodovnik M, Carpenter M, 
Peaceman AM, O'Sullivan MJ, Sibai BM, Langer O, Thorp JM, Ramin SM, 
Mercer BM, Eunice Kennedy Shriver NICHD Maternal-Fetal Medicine Units 
Network: Timing of elective repeat cesarean delivery at term and 
neonatal outcomes.  N Engl J Med 2009, 360:111-120.

doi: 10.1186/1477-7827-8-68
Cite this article as: Salim and Shalev, Health implications resulting from the 
timing of elective cesarean delivery Reproductive Biology and Endocrinology 
2010, 8:68

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12166022
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18077440
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18568466
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18648828
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8041542
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12452132
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12681869
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11530119
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16568215
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=14586353
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11641671
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15458893
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11228508
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11809250
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12621140
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19129525

	Abstract
	Background:
	Discussion:
	Summary:

	Background
	Discussion
	Fetal and neonatal consequences
	Maternal consequences
	Advance maternal age
	Health Care Provider Type and Professional Resources

	Summary
	Competing interests
	Authors' contributions
	Authors' information
	Author Details
	References

