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Abstract

Objectives: Cesarean section in nulliparous women leads to the repeat of cesarean section in the subsequent
pregnancies. This study aimed to identify the indications and related factors of cesarean section in nulliparous women
in Central Vietnam.

Methods: A cross-sectional prospective study was conducted on 2482 nulliparas who had undergone either cesarean
section or vaginal delivery at the Hue University Hospital from July 2016 to June 2017. The indicators of cesarean
section were classified by maternal, fetal, or placental and umbilical cord abnormalities. Factors related to maternal
complications and neonatal outcomes were further analyzed.

Result: The cesarean section rate was 41.9%. The fetal condition (40.4%) and the medical conditions of the mother
and fetus (28.4%) were the major obstetric indications for cesarean section. There was a significant association
between an increased cesarean section rate and the following factors: Maternal age, gestational age, duration of
admitted hospital stay before delivery, hypertension, abnormal cardiotocography, number of fetus and fetal weight.
Besides, history of infertility treatment and social reasons were also indicators for cesarean section.

Conclusion: Indications for cesarean section in nulliparous women were widely observed in Vietham owing to specific

maternal factors and fetal status
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Introduction

Cesarean Section (CS) rate is progressively increasing worldwide,
in both high-income and low-income countries, resulting in the rise in
the occurrence of maternal and neonatal complications [1-4]. Cesarean
deliveries are not only associated with prolonged hospitalization, higher
cost and maternal morbidity, but also affect the subsequent pregnancies.
Cesarean scar pregnancy, cesarean scar defects and uterine rupture
are commonly observed after a CS [5,6]. In addition, the prevalence
of newborn complications is higher after a CS: Respiratory problems,
neonatal intensive care unit and allergies in childhood [7,8]. Since 1985, the
rate of CS recommended by the World Health Organization (WHO) has
been below 15%. A WHO survey from 2004 to 2008 reported a 25.7% of
average global CS rate, of which 19.0% took place in Europe, 29.2% in Latin
America and 27.3% in Asia [9,10]. In United States, the rate of primary
and total CS delivery increased rapidly from 1996 to 2011 [2]. In China,
according to a multi-center cross-sectional study in 39 public hospitals
from 14 provinces, the CS rate was 54.5% in 2011, substantially higher than
the figure of 46.2% found in the 2008 WHO study [11,12]. Globally, the
growth in CS rate has become a public health concern.

In Vietnam, the CS rate increased from 5-6% in the 1960s to 35.6%
in 2008 and this incidence has risen in most hospitals in Vietnam [13].
The problem is that CS in nulliparous women leads to the repeat of
CS in the subsequent pregnancies. This further increases the risk for
placenta previa, placenta accreta and intra-abdominal adhesions
[14-16]. It is therefore important to find strategies to reduce CS in
nulliparous women. This study was conducted to identify the incidence
of CS and to investigate the common reasons for the indications and
outcomes of CS in nulliparous women in Central Vietnam.

Materials and Methods
Study setting and design

This was a cross-sectional prospective study of a total of 2482

nulliparous women who had undergone either CS or vaginal delivery
at the Hue University Hospital in Vietnam from July 2016 to June 2017.
Inclusion criteria required only nulliparous women without a history
of preterm birth or surgery on the uterus. Pregnant women who were
transferred to another hospital because of any reason and cases with
any missing information were excluded from the study.

Data collection and analysis

Variables: The main variables that defined the participants in this
study were age, geography, occupation, parity, gestational age, medical
history, history of previous pregnancy and gynecologic disorders,
duration of hospitalization until CS, antenatal care and stages and types
of labor (spontaneous or induced). We examined fetal presentation, fetal
position and fetal heart rates. The indications for CS included maternal-
related indications (cephalopelvic disproportion, pre-eclampsia/
eclampsia, failed induction and obstructed labor), fetal-related
indications (fetal distress, breed/malpresentation, multiple gestations)
and placenta- and umbilical cord-related indications. Studied outcomes
were delivery mode, fever, incidence of hypertension, neonatal
characteristics including sex, weight, respiratory failure, neonatal
inflammation and maternal complications including hemorrhage,
complicated laceration and post-partum infection.
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Statistical analysis: Continuous variables are presented as the
mean * the standard deviation unless otherwise stated. All statistical
analyses were performed using SPSS for Windows Version 20 (SPSS
Inc, Chicago, IL). A 2-tailed P-value of less than 0.05 was considered
significant. This study was approved by the Ethics Committee, Hue
University of Medicine and Pharmacy, Hue, Vietnam.

Ethical consideration: This study was approved by the Ethics
Committee of the Hue University of Medicine and Pharmacy.
Confidentiality and personal privacy were respected in all levels of the
study. Collected data will not be used for any other purpose.

Results

There were 1040 cases of CS delivery, which accounted for 41.9% of
the 2482 nulliparous pregnancies, compared with 1442 cases (58.1%) of
vaginal delivery.

Our analysis revealed that among women undergoing CS, 84.7%
were between 20 and 35 years old, 60.6% lived in rural areas and 39.2%
belonged to the workers and farmers group. The most often observed
length of hospitalization before CS was of one day (39.2%). Their
medical history during pregnancy included internal disease (9.7%),
surgery (2.9%), one abortion (4.9%), two or more abortions (2.9 %).
Most factors between both groups were not significantly different,
except for maternal age and the number of hospitalization days for
labor (Table 1).

The most common indication for CS was fetal distress in 257 cases
(24.7%), followed by cephalopelvic disproportion and obstructed labor,
accounting for 132 (12.7%) and 85 (8.2%) cases, respectively. The least
common causes were cord prolapse and placenta previa/abruption,
which were only identified for 2 (0.2%) and 5 (0.5%) cases, respectively
(Table 2).

Only 112 (10.8%) of the 1040 CS cases involved maternal
complications, in which 90 cases (80.4%) took place during
the intrapartum period, in contrast with 22 (19.6%) during the
postpartum period. The most common complication was intrapartum
hemorrhage (7.1%), followed by postpartum infection (1.5%). Maternal

Cesarean section| Vaginal delivery
Characteristics n=1040 n=1442 p
n % n %
Urban 410 39.4 532 36.9
Geography >0.05
Rural 630 60.6 910 63.1
Office-work 201 19.3 210 14.6
Business work 150 14.4 178 12.3
Occupation Worker/ farmer 401 38.6 689 47.8 | >0.05
Housewife 204 19.6 229 15.9
Others 264 244 136 9.4
<20 97 9.3 112 7.8
Maternal age 20-35 881 84.7 1308 90.7 |<0.001
>35 62 6.0 22 1.5
Number 1 day 408 39.2 701 48.6
of days 2 days 301 | 289 | 432 | 300 |<0.001
hospitalized
for labor 2 3 days 331 31.8 309 21.4
Internal disease 101 9.7 128 8.9
>0.05
Medical Surgery 31 2.9 35 2.4
history Abortion once 51 4.9 72 5.0 2005
Abortion = 2 times 30 29 28 1.9 '

Table 1: General characteristics of nulliparous pregnant women with cesarean
section and vaginal delivery.
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Indications No. of patients (n=1040) ‘ %
Maternal
Cephalopelvic disproportion 132 12.7
Pre-eclampsia/Eclampsia 35 3.4
Failure labor induction 78 7.5
Obstructed labor 85 8.2
Non-—progress of labor 48 4.6
Severe maternal diseases 25 2.4
Fetal
Fetal distress 257 24.7
Breed/malpresentation 55 5.3
Macrosomia 84 8.1
Multiple gestations 25 2.4
Placenta and umbilical cord
Tumor previa 8 0.8
Placenta previa/abruption 5 0.5
Cord prolapse 2 0.2
Oligohydramnios 68 6.5
Umbilical cord abnormalities 32 3.1
History of infertility treatment 55 5.3
Social reason (CS on demand) 46 4.4

Table 2: Indications for cesarean section in nulliparous pregnant women.

complications were not different between CS and vaginal delivery (8.7%
vs. 9.9%). Regarding fetal outcomes, 545/1040 (52.4%) newborns were
male in the CS group and three-quarters (75.0%) of them weighed
between 2500 and 3500 grams. Neonatal resuscitation was required in
47/1040 (4.5%) cases of CS. Neonatal sepsis occurred in 68/1040 (6.5%)
cases of CS (Tables 3 and 4).

L CS Vaginal delivery
Maternal complications

n % n %

Bleeding 74 71 102 71

ggg’;’tiif;ted 12 1.2 38 26

Intrapartum Nearby organs injury 2 0.2 1 0.1
Others 2 0.2 2 0.1

Total 90 8.7 143 9.9

Urinary retention 3 0.3 6 0.4

Infection 16 1.5 12 0.8

Postpartum Postpartum bleeding 2 0.2 3 0.2
Others 1 0.1 1 0.1

Total 22 21 22 1.5

Table 3: Distributions of maternal complications after cesarean section and vaginal
delivery.

. CSs Vaginal Delivery
Neonatal characteristics p
n % n %
Male 545 52.4 732 50.8
Sex >0.05
Female 495 47.6 710 49.2
>3500g 328 315 198 13.7
Birth weight 2500-3500 g 637 75.0 1142 79.2 |<0.001
<2500 g 75 7.2 102 71
Neonatal Yes 47 4.5 51 3.5 >0.05
resuscitation No 993 95.5 1391 96.5 '
Yes 68 6.5 96 6.6
Neonatal sepsis >0.05
No 972 93.5 1346 93.4

Table 4: Distributions of fetal outcomes after cesarean section and vaginal delivery.
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Discussion

Due to the increased safety of CS, the increase in its global rates
during the past decades has raised public health concern regarding
the appropriate usage of the procedure. The increase and immense
variation among countries’ regions and hospitals have been persistent
over the years. In our study, there were 2482 nulliparous pregnancies
and the prevalence of CS in this group was 41.9%.

In South East Asia, the proportion of CS among countries varied
from 19% to 35. At 41.9%, the incidence of CS in our study was also
slightly higher. This could be because the Hue University Hospital is a
provincial hospital where most of the high-risk pregnancies in the area
are examined and managed. Moreover, the prevalence of CS depends
on social characteristics and policies of hospital in managing high-risk
pregnancies such as pre-eclampsia, intrauterine growth restriction,
application of assisted vaginal delivery and consideration of maternal
wishes. The rate in our study was similar to that reported in studies
by Kambo et al. (42.0%), Benzouina et al. (38.95%) and Moges et al.
(36.4%) [17-19]. Besides, the CS percentage was up to 46.2% in China
and 33% in United States, both higher than the ideal rate recommended
by the WHO (10-15%) [11]. Indeed, the trend of CS is widely increasing
worldwide.

In our study, the most common indication for CS was fetal distress
in 24.7% cases, which coincided with previous studies performed
by Benzouina et al. (30.49%), Kattel (29.3%) and Bhandari (42.6%)
[18,20,21]. Meanwhile, other works have reported that the most
common indication for CS was cephalopelvic disproportion (38.1%)
in Ayano et al. non-progression of labor in studies by Nnadi et al.
(25.7%) and Grace et al. (37.4%) and obstructed labor in a study by
Ugwa et al. (31.7%) [8,19,22-24]. The high rate of indication of CS due
to fetal distress in our study also resulted from the more complicated
pregnancy transferred from commune-level health centers.

There were 10 cases accounting for the estimated 0.9% of CS that
were elective cesarean delivery on maternal request. That was similar to
the data from United States, averaging less than 1-2% [1]. The reasons
why women request a CS are complex and often influenced by concerns
regarding the safety of their babies, socio-cultural factors, media and
body image [25-28]. In our study, the reasons for cesarean delivery on
maternal request included fear of specific elements of labor and concern
for fetal or maternal morbidities attributed to vaginal delivery. Other
medical histories, including obesity, diabetes mellitus and old maternal
age, partially explained the increased rate of CS.

In the studies by Grace et al., Nnadi et al. and Kattel et al., the
most common complication encountered was postpartum hemorrhage
(PPH) with respective incidences of 1.49%, 7.94% and 4.9%, which were
comparable to the 7.1% observed in our study [8,20,23]. In contrast,
wound infection accounted for 2.1% cases in a study by Bhandari and
puerperal sepsis in 2.2% in a study by Kalisa et al. [7,21]. High rate of
PPH may be associated with uterine atonicity, resulting from prolonged
obstructed labor and cesarean deliveries performed by inexperienced
doctors. Proper supervision and adequate attention to hemostasis,
along with liberal use of uterotonics and prostaglandins, should be
encouraged.

The sex ratio of male to female newborns in this study was 1.1:1,
similar to that reported in previous studies by Nnadi et al. (1.2:1) and
Benzouina et al. (1.1:1) [8,18]. Most newborns in the group of CS were
singleton (97.6%) and 31.5% newborns had birth weight over 3500
g. There were 3 cases of preterm delivery (0.3%) because of placental
abruption and severe fetal distress during labor and insufficient

postoperative resuscitation. This study found a significant correlation
between the increased fetal weight and indication of CS.

Limitations of Study

There is a limitation in the design of this study, as it is not possible
to determine whether the CS rate is higher nulliparous women than
others. To the best of our knowledge, there are no previously published
data from Vietnam about the incidence of CS in nulliparous women.
Further studies are necessary for between-group comparisons in order
to comprehensively identify the factors associated with the increased
rate of CS.

Conclusion

In conclusion, although the reported incidence of CS in nulliparas
was still varies worldwide, the rate of CS in our study was higher than
that recommended by the WHO for developing countries. The major
reasons explaining this high rate were maternal factors and fetal status.
The study found a correlation between CS indication and the following
factors: Maternal age, gestational age, pre-labor hospitalization
duration, hypertension, gestational age, fetal heart rate and fetal weight.

Declarations
Disclosure

The authors alone are responsible for the content and writing of this article.
This research did not receive any specific grant from any funding agency in the
public, commercial, or not-for-profit sectors.

Conflicts of interest

The authors report no conflicts of interest.
Acknowledgment

We thank the Hue University Hospital for linking the data.
References

1. American College of Obstetricians and Gynecologists (2013) ACOG committee
opinion no. 559: Cesarean delivery on maternal request. Obstet Gynecol 121:
904-907.

2. American College of Obstetricians and Gynecologists, Society for Maternal-
Fetal Medicine, Caughey AB, Cahill AG, Guise JM, et al. (2014) Safe prevention
of the primary cesarean delivery. Am J Obstet Gynecol 210: 179-193.

3. Betran AP, Ye J, Moller AB, Zhang J, Gulmezoglu AM, et al. (2016) The
increasing trend in caesarean section rates: Global, regional and national
estimates: 1990-2014. PLoS One 11: e0148343.

4. Martin JA, Hamilton BE, Osterman MJ, Driscoll AK, Mathews TJ (2017) Births:
Final data for 2015. Natl Vital Stat Rep 66: 1.

5. Diaz SD, Jones JE, Seryakov M, Mann WJ (2002) Uterine rupture and
dehiscence: Ten-year review and case-control study. South Med J 95: 431-435.

6. Shi XM, Wang Y, Zhang Y, Wei Y, Chen L, et al. (2018) Effect of Primary elective
cesarean delivery on placenta accreta: A case-control study. Chin Med J (Engl)
131: 672-676.

7. Kalisa R, Rulisa S, Roosmalen JV, Akker TVD (2017) Maternal and perinatal
outcome after previous caesarean section in rural Rwanda. BMC Pregnancy
Childbirth 17: 272.

8. Nnadi DC, Singh S, Ahmed Y, Siddique S, Bilal S (2016) Maternal and fetal
outcomes following cesarean deliveries: A cross-sectional study in a tertiary
health institution in North-Western Nigeria. Sahel Med J 19: 175.

9. Lumbiganon P, Laopaiboon M, Gllmezoglu AM, Souza JP, Taneepanichskul
S, et al. (2010) Method of delivery and pregnancy outcomes in Asia: The WHO
global survey on maternal and perinatal health 2007-2008. Lancet 375: 490-
499.

10. Villar J, Valladares E, Wojdyla D, Zavaleta N, Carroli G, et al. (2006) Caesarean
delivery rates and pregnancy outcomes: the 2005 WHO global survey on
maternal and perinatal health in Latin America. Lancet, 367: 1819-1829.

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

Volume 6 + Issue 5 « 1000423


https://doi.org/10.1097/01.AOG.0000428647.67925.d3
https://doi.org/10.1097/01.AOG.0000428647.67925.d3
https://doi.org/10.1097/01.AOG.0000428647.67925.d3
https://doi.org/10.1016/j.ajog.2014.01.026
https://doi.org/10.1016/j.ajog.2014.01.026
https://doi.org/10.1016/j.ajog.2014.01.026
https://doi.org/10.1371/journal.pone.0148343
https://doi.org/10.1371/journal.pone.0148343
https://doi.org/10.1371/journal.pone.0148343
https://go.gale.com/ps/anonymous?id=GALE%7CA85240272&sid=googleScholar&v=2.1&it=r&linkaccess=abs&issn=00384348&p=AONE&sw=w
https://go.gale.com/ps/anonymous?id=GALE%7CA85240272&sid=googleScholar&v=2.1&it=r&linkaccess=abs&issn=00384348&p=AONE&sw=w
https://doi.org/10.4103/0366-6999.226902
https://doi.org/10.4103/0366-6999.226902
https://doi.org/10.4103/0366-6999.226902
https://dx.doi.org/10.1186%2Fs12884-017-1467-5
https://dx.doi.org/10.1186%2Fs12884-017-1467-5
https://dx.doi.org/10.1186%2Fs12884-017-1467-5
https://www.researchgate.net/publication/311852410_Maternal_and_fetal_outcomes_following_cesarean_deliveries_A_cross-sectional_study_in_a_tertiary_health_institution_in_North-Western_Nigeria
https://www.researchgate.net/publication/311852410_Maternal_and_fetal_outcomes_following_cesarean_deliveries_A_cross-sectional_study_in_a_tertiary_health_institution_in_North-Western_Nigeria
https://www.researchgate.net/publication/311852410_Maternal_and_fetal_outcomes_following_cesarean_deliveries_A_cross-sectional_study_in_a_tertiary_health_institution_in_North-Western_Nigeria
https://doi.org/10.1016/S0140-6736(09)61870-5
https://doi.org/10.1016/S0140-6736(09)61870-5
https://doi.org/10.1016/S0140-6736(09)61870-5
https://doi.org/10.1016/S0140-6736(09)61870-5
https://doi.org/10.1016/S0140-6736(06)68704-7
https://doi.org/10.1016/S0140-6736(06)68704-7
https://doi.org/10.1016/S0140-6736(06)68704-7

Citation: Le MT, Nguyen TTN, Dang KL, Nguyen VQH (2019) Factors Related to Cesarean Section Indication in Nulliparous Pregnancies: A Cross-

sectional Study from Central Vietnam. J Preg Child Health 6: 423.

Page 4 of 4

11. World Health Organization (2015) WHO Statement on Caesarean Section
Rates. pp: 1-8.

12.Liu Y, Wang X, Zou L, Ruan Y, Zhang W (2017) An analysis of variations of
indications and maternal-fetal prognosis for caesarean section in a tertiary
hospital of Beijing: A population-based retrospective cohort study. Medicine 96:
e5509.

13. Festin MR, Laopaiboon M, Pattanittum P, Ewens MR, Henderson-Smart DJ, et
al (2009) Caesarean section in four South East Asian countries: reasons for,
rates, associated care practices and health outcomes. BMC Pregnancy and
Childbirth 9: 17.

14.Bujold E, Gauthier RJ (2010) Risk of uterine rupture associated with an
interdelivery interval between 18 and 24 months. Obstet Gynecol 115: 1003-
1006.

15. Leung AS, Leung EK, Paul RH (1993) Uterine rupture after previous cesarean
delivery: Maternal and fetal consequences, Am J Obstet Gynecol 169: 945-950.

16. Silver RM, Landon MB, Rouse DJ, Leveno KJ, Spong CY, et al. (2006) Maternal
morbidity associated with multiple repeat cesarean deliveries Obstet Gynecol
107: 1226-1232.

17. Kambo |, Bedi N, Dhillon BS, Saxena NC (2002) A critical appraisal of cesarean
section rates at teaching hospitals in India. Int J Gynaecol Obstet 79: 151-158.

18. Benzouina S, Boubkraoui Mel-M, Mrabet M, Chahid N, Kharbach A, et al.
(2016) Fetal outcome in emergency versus elective cesarean sections at
Souissi Maternity Hospital, Rabat, Morocco. Pan Afr Med J 23: 197.

19. Moges A, Ademe BW, Akessa GM (2015) Prevalence and outcome of caesarean
section in Attat hospital, Gurage Zone, SNNPR, Ethiopia. Arch Med 7: 8.

20.

21.

22.

23.

24,

25.

26.

27.

28.

Kattel P (2018) Feto-maternal outcomes of emergency caesarean section
following residential posting at Dhading district hospital. J Nepal Med Assoc
56: 587-592.

Bhandari BR (2015) Maternal and fetal outcomes following cesarean section in
comprehensive emergency obstetric care program at Nuwakot district hospital.
NJOG 20: 40-44.

Shah A, Fawole B, M'Imunya JM, Amokrane F, Nafiou I, et al. (2009) Cesarean
delivery outcomes from the WHO global survey on maternal and perinatal
health in Africa. Int J Gynaecol Obstet 107: 191-197.

Grace L, Greer RM, Kumar S (2015) Perinatal consequences of a category 1
caesarean section at term. BMJ Open 5: e007248.

Ugwa E, Ashimi A, Abubakar MY (2015) Caesarean section and perinatal outcomes
in a sub-urban tertiary hospital in North-West Nigeria. Niger Med J 56: 180-184.

Karlstrom A, Engstrom-Olofsson R, Nystedt A, Thomas J, Hildingsson | (2009)
Swedish caregivers' attitudes towards caesarean section on maternal request.
Women Birth 22: 57-63.

Litorp H, Mgaya A, Mbekenga CK, Kidanto HL, Johnsdotter S, et al. (2015) Fear,
blame and transparency: Obstetric caregivers' rationales for high caesarean
section rates in a low-resource setting. Soc Sci Med 143: 232-240.

Weaver JJ, Statham H, Richards M (2007) Are there "unnecessary" cesarean
sections? Perceptions of women and obstetricians about cesarean sections for
nonclinical indications. Birth 34: 32-41.

Yazdizadeh B, Nedjat S, Mohammad K, Rashidian A, Changizi N, et al. (2011)
Cesarean section rate in Iran, multidimensional approaches for behavioral
change of providers: A qualitative study. BMC Health Serv Res 11: 159.

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

Volume 6 + Issue 5 « 1000423


https://apps.who.int/iris/bitstream/handle/10665/161442/WHO_RHR_15.02_eng.pdf?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/161442/WHO_RHR_15.02_eng.pdf?sequence=1
https://doi.org/10.1097/MD.0000000000005509
https://doi.org/10.1097/MD.0000000000005509
https://doi.org/10.1097/MD.0000000000005509
https://doi.org/10.1097/MD.0000000000005509
https://doi.org/10.1186/1471-2393-9-17
https://doi.org/10.1186/1471-2393-9-17
https://doi.org/10.1186/1471-2393-9-17
https://doi.org/10.1186/1471-2393-9-17
https://doi.org/10.1097/AOG.0b013e3181d992fb
https://doi.org/10.1097/AOG.0b013e3181d992fb
https://doi.org/10.1097/AOG.0b013e3181d992fb
https://doi.org/10.1016/0002-9378(93)90032-e
https://doi.org/10.1016/0002-9378(93)90032-e
https://doi.org/10.1097/01.AOG.0000219750.79480.84
https://doi.org/10.1097/01.AOG.0000219750.79480.84
https://doi.org/10.1097/01.AOG.0000219750.79480.84
https://doi.org/10.1016/s0020-7292(02)00226-6
https://doi.org/10.1016/s0020-7292(02)00226-6
https://doi.org/10.11604/pamj.2016.23.197.7401
https://doi.org/10.11604/pamj.2016.23.197.7401
https://doi.org/10.11604/pamj.2016.23.197.7401
http://www.archivesofmedicine.com/medicine/prevalence-and-outcome-of-caesarean-section-in-attathospital-gurage-zone-snnpr-ethiopia.php?aid=6742
http://www.archivesofmedicine.com/medicine/prevalence-and-outcome-of-caesarean-section-in-attathospital-gurage-zone-snnpr-ethiopia.php?aid=6742
https://doi.org/10.3126/njog.v10i2.14336
https://doi.org/10.3126/njog.v10i2.14336
https://doi.org/10.3126/njog.v10i2.14336
https://doi.org/10.1016/j.ijgo.2009.08.013
https://doi.org/10.1016/j.ijgo.2009.08.013
https://doi.org/10.1016/j.ijgo.2009.08.013
https://bmjopen.bmj.com/content/5/7/e007248
https://bmjopen.bmj.com/content/5/7/e007248
http://www.nigeriamedj.com/article.asp?issn=0300-1652;year=2015;volume=56;issue=3;spage=180;epage=184;aulast=Ugwa
http://www.nigeriamedj.com/article.asp?issn=0300-1652;year=2015;volume=56;issue=3;spage=180;epage=184;aulast=Ugwa
https://doi.org/10.1016/j.wombi.2008.12.002
https://doi.org/10.1016/j.wombi.2008.12.002
https://doi.org/10.1016/j.wombi.2008.12.002
https://doi.org/10.1016/j.socscimed.2015.09.003
https://doi.org/10.1016/j.socscimed.2015.09.003
https://doi.org/10.1016/j.socscimed.2015.09.003
https://doi.org/10.1111/j.1523-536X.2006.00144.x
https://doi.org/10.1111/j.1523-536X.2006.00144.x
https://doi.org/10.1111/j.1523-536X.2006.00144.x
https://doi.org/10.1186/1472-6963-11-159
https://doi.org/10.1186/1472-6963-11-159
https://doi.org/10.1186/1472-6963-11-159

	Title
	Corresponding author
	Abstract 
	Keywords
	Introduction
	Materials and Methods 
	Study setting and design 
	Data collection and analysis 

	Results
	Discussion
	Limitations of Study 
	Conclusion 
	Declarations 
	Disclosure: 
	Conflicts of interest 
	Acknowledgment

	Table 1
	Table 2
	Table 3
	Table 4
	References

