maE L B E

TERBEEAERES
1996 4 & 454
&% 2\ 084

Taiwan Society of Perinatology
1996 Annual Report

Cesarean Section in Taiwan

TEREREARELe
1997 & 5 A453T

Taiwan Society of Perinatology

December 1996






IFNEEERE

PERRAEFEHEL S
1996 F /£ 41 %
L%l 200 A

Taiwan Society of Perinatology
1996 Annual Report

Cesarean Section in Taiwan

TERBEAENES S
1997 3 5 A 453

Taiwan Society of Perinatology

December 1996






Foreword & Acknowledgments

The Cesarean section rate is considerably higher here in Taiwan than in our
neighbor’s in Japan. Due to this fact, a number of people have criticized our Taiwanese
obstetricians of abuse in their practice of this operation.

However, the fact is that whenever a malpractice suit is brought against an obste-
trician due to birth injuries suffered during vaginal delivery, the plaintiff’s routinely
complain that their request for a Cesarean section was furned down by the physician. -

Thus, everyone can be a Monday morning quarterback; anybody can be as wise
as Solomon affer the fact. But it is only the doctor—and not the unconcerned onlook-
ers--who can deeply understand, and thereby seriously and solemnly decide on a
course of action. !

In our opinion, the high Cesarean section rate in Taiwan is multi-factored, and
there is no ultimate answer to the question, “What is the optimal rate?” Nevertheless,
we present these Cesarean section-related topics and data, including section rate, indi-
cations, complications, perinatal outcome, and trend. These findings are presented to a
variety of people: Department of Health officials, National Health Insurance Admini-
stration, hospitals, physicians, and too, of course, and most importantly, the public.

It is my sincere hope that from this data, all of these—officials, organization, and
individuals—can carefully consider how, from his/her own point of view and expertise,
we can truly make progress with this very real, and multi-factored problem.

I gratefully acknowledge the invaluable assistance of many people. First, of Dr.
Wei-Hwa Chen, for his meticulous data collection and perseverance in completing re-
ports. Next, to our board of editors, Professor Fon-Jou Hsieh, Dr. Chang-Sheng Yin,
Dr. Shih-Chu Esther Ho, Dr. Man-Li Yang, Dr. Tsung-Hsien Su, Dr. Jeng-Hsiu Hung,
Dr. Chu-Hui Su, Dr. Kwang-Pong Yeh, Dr. Chien-Nan Lee, I also owe a debt of
gratitude. Third, to the many hospitals without whose generous supply of data this
yearbook would not have been possible. And finally, to our secretary, Ms. Ming-Chih

Wu, who dotted every i and crossed every t. Thank you all.

T'sang-T'ang Hsieh, M.D.
President, Taiwan Sociéty of Perinatology
December 1996
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Cesarean Section In Taiwan

Introduction

Cesarean section (CS) has been a major
source of interest and concern over the last
20 years. The concern arose because a
worldwide trend of increasing CS rate has
been seen since the early 1970s. In the
United States, the CS rate increased from
less than 5% of total births in 1965 to 17.8%
in 1981 (Philipson & Rosen, 1985) and con-
tinued to escalate, peaking in 1988 with
24.7%. This represented a fivefold increase
from the mid-1960s. The CS rate in Western
countries has, however, stabilized since the
late 1980s, with a very modest decline to a

rate of 23.5% in 1991 (Paul & Miller, 1995).
Our national data are unavailable, but a
steadily rising rate in the last decade at most
hospitals (26.6 to 44%) has been reported
(Ho et al., 1992). In order to evaluate
whether the use of CS in Taiwan is appro-
priate or not, here we reviewed the incidence
and indications for CS from 1951 through
1995, and analyzed 42,813 cesarean data at
nine hospitals during the 5-year duration of
1991-1995. From these data we also tried to
predict our national CS rate in the future.

Incidence of Cesarean Section

There were totally 128,172 deliveries at
nine hospitals in Taiwan during the 5 year
period of 1991-1995. The number of vaginal
deliveries was 85,359 and the number of
cesarean section (CS) was 42,813 with
56.9% of primary CS rate and 43.1% of re-
peatc CS rate (Table 1). The frequency of
teenage pregnancies (< 19 years) was 3.3%
in the group of vaginal deliveries and 1.2%
in the group of CS. The incidence of preg-
nancies with advanced maternal age in the
CS group was 18.0% which is higher than
that in the group of vaginal deliveries
(11.0%). The frequency of primipara in the
CS group was 45.1% which is not different
from that in the group of vaginal deliveries
(47.8%). About 11.6% of pregnancies in the
CS group were premature deliveries (< 37
weeks).

During the past four decades, the CS
rate at Tri-Service General Hospital (TSGH)
rose from 1.5% in 1951, to 5.1% in 1961, to
9.1% 1n 1971, to 19.5% in 1981, and to as

high as 28.5% in 1991 with an average in-
crease of 0.9% per year (Yan & Yin, 1992),
and remained stable as 27.9% in 1995
(Figure 1). Similarly, the CS rate at National
Taiwan University Hospital (NTUH) also
increased steadily from 3.2% in 1951, to
6.7% in 1961, to 12.9% in 1971, to 23.9% in
1981, and peaking to 43.8% in 1991, and
declined to 32.1% in 1995 (Figure 1). Dur-
ing the S5-year duration of 1991-1995, the
overall CS rate in a total of 128,172 deliver-
ies at the 9 hospitals was 33.4% (Table 1),
indicating about one of every three births by
cesarean. This represents a 7-fold increase
from the 1950s. Therefore, the CS rate has
risen dramatically over the past 45 years,
probably more than what is needed for the
best perinatal outcome.

The major anesthetic method used for
CS at NTUH has changed from local analge-
sia during 1964-1967 (84.9%; Lin & Chen,
1968) to local anesthesia plus ketamine dur-
ing 1972-1975 (77.2%; Tsai et al., 1979),



and to spinal anesthesia during 1991-1995
(86.6%; Table 1). During 1991-1995, three
main anesthetic methods for CS in the 9
hospitals were spinal (71.1%), epidural
(18.7%), and general (21.1%) anesthesia
(Table 1). It has been shown that the type of
CS at NTUH has also changed from classi-

cal (36.0%) or cervical (34.7%) incision
during 1951-1953 (Chen & Lee, 1965) to
low cervical incision in 1964-1967 (71.9%,;
Lin & Chen, 1968) and thereafter (88.3%
during 1972-1975; Tsai, et al., 1979). Now
the majority of CS type is still Kerr’s
method (low segment transverse incision).

Indications of Cesarean Section

The main indications for CS at NTUH
during 1951-1963 were antepartum hemor-
rhage (34.7%), dystocia (cephalopelvic dis-
proportion, 21.8%), previous cesarean sec-
tion (13.0%), malpresentation (8.0%), and
fetal distress (1.1%), while those during
1976-1985 were previous CS (40.3%),
dystocia (20.1%), malpresentation (15.8%),
antepartum hemorrhage (5.5%) and fetal
distress (4.4%) (Lien et al., 1986). The ma-

jor indications for CS at the nine hospitals .

during 1991-1995 were previous CS (43.1%
of the total CS), dystocia (21.1%), malpre-
sentation (13.8%), fetal distress (4.7%), an-
tepartum hemorrhage (3.1%), and other in-
dications (14.1%, including multiple preg-
nancy 3.8% and macrosomia 3.0%) (Table
2). The significant trends were decreasing
rate of antepartum hemorrhage, and increas-
ing rates of fetal distress and repeat CS as
indications of CS over the past 45 years.
Cesarean section rate for malpresentation
~and other indications including multiple
pregnancy and macrosomia also showed a
moderate rise (Table 2).

Previous CS has accounted for the larg-
est portion of cesarean deliveries since the
period of 1964-1975. The incidence of pre-
vious CS increased from 0.8% of total deliv-
eries during 1951-1963 to 14.4% of total
births during 1991-1995, an 18 folds in-
crease over the past 45 years. The incidence
of dystocia increased from 1.4% of total
births during 1951-1963 to 7.1% during

1991-1995. The gradual increase in the pro-
portion of primiparous women in the CS
group cannot explain this 5-fold rise in the
incidence of dystocia, indicating that a low-
ering threshold in the diagnosis of dystocia
is an important contributor. Malpresentation
as an indication for CS increased from 0.5%
of total deliveries during 1951-1963 to 4.6%
during 1991-1995, representing a 9 folds
increase. The incidence of fetal distress in-
creased from 0.07% of total births during
1951-1963 up to 1.6% during 1991-1995.
The incidence of other indications increased
from 1.3% of total deliveries during 1951-
1963 to 2.9% during 1976-1985 (Lieu,
1986), and to as high as 4.7% of total births
during 1991-1995, a 3.6-fold rise in the inci-
dence during the past 4 decades (Table 2).
The increasing rate of the above five indica-
tions is most sharply in the categories of
fetal distress and repeat CS and less mark-
edly in the categories of dystocia and other
indications over the past 45 years. Antepat-
tum hemorrhage as an indication for CS,
however, decreased from 2.2% during 1951-
1963 to 1.0% of total births during 1991-
1995, half of the incidence of antepartum
hemorrhage over the past 4 decades.

In summary, the six main indications
for CS at the nine hospitals during 1991-
1995 were (1) repeat CS (43.1%), (2) dysto-
cia (21.1%), (3) others (14.1%), (4) malpre-
sention (13.8%), (5) fetal distress (4.7%), (6)
antepartum hemorrhage (3.1%) (Table 2).



Complications of Cesarean Section

It has been reported that maternal mor-
tality rate at NTUH dropped sharply from
7.8% during 1953-1956 to 0.7% in 1975
while the CS rate moderately increased from
6.3% during 1953-1956 to 13.3% in 1975.
From 1976 to 1985, maternal mortality rate
was low and remained stationary (between 0
and 0.4%) while CS rate was 14.2% in 1976
and 27.5% in 1985 (Lien et al., 1986). Al-
though CS is considered to be relatively safe,
maternal death (16.8/100000) and serious
maternal complications (3.0%) still occur
during the 5-year period of 1991-1995
(Table 3). They included postpartum hemor-
rhage (1.7%; including 0.2% of hysterec-
tomy for postpartum hemorrhage), serious
wound infection (0.51%), bladder injury
(0.09%), and others (1.0%; including anes-
thesia complications, foreign body retention,
burn injury, and sepsis) (Table 3). Therefore,
every CS should be performed only when
the benefit of this operation clearly out-
weighs its potential maternal risks.

It has been shown that perinatal mortal-
ity rate at NTUH dropped from 76/1000 in
1955 to 14.3/1000 in 1985. The corrected

perinatal mortality rate, by eliminating birth
weight less than 1,000 gm, was 49.6/1000 in
1967 and 7.0/1000 in 1985 (Lien et al,
1986). It is worth noting that during the
years 1955 through 1963 the CS rate re-
mained almost unchanged, whereas the peri-
natal mortality rate dropped from 76/1000 to
36.9/1000. Contrarily for the years 1977
through 1985, the CS rate increased mark-
edly from 15.1% to 27.5% while the perina-
tal mortality fate decreased only slightly.
Thus, the recent low perinatal mortality rate
is difficult to attribute solely to the increased
CS rate. Moreover, birth trauma still oc-
curred in newborns delivered by CS (0.45%),
including cerebral hemorrhage (0.6%) and
fracture (0.09%), lower Apgar’s score
(3.8%), and NICU transfer (9.2%) (Table 3).
It is, therefore, noted that a CS rate over
30% is not rewarded by a proportionally
decreased perinatal mortality/morbidity rate
and maternal morbidity rate. The incidence
of congenital malformations (1.1%; Table 3)
in the CS group is, however, not different
from that of total population.

Cesarean Section for Breech Presentation

Breech presentation as an indication for
CS at TSGH increased from 0.67% of total
deliveries during 1971-1975 (Yan & Yin,
1992) to 4.46% during 1991-1995, a 6.7-fold
increase over the past 20 years. The relative
frequency of a breech presentation at TSGH
increased from 6.2% of total CS during
1971-1975 to 16.0% during 1991-1995. To-
day, more than 90% of infants in a breech
presentation are delivered abdominally.
Those few breeches delivered vaginally

were usually intrauterine fetal death, ex-
tremely premature, or those who presented
in advanced labor. Since CS is used for al-
most all breech fetuses, the current incidence
of 13.8% of CS for malpresentations (Table
2) is not expected to rise further in the fu-
ture.

The management of breech presenta-
tions has changed dramatically over the past
20 years. It has been shown that the vaginal
delivery rate of breech presentations at



Taichung Veterans General Hospital was
50% in 1983, but declined to 15.8% in 1989
and 22.4% in 1990 (HO et al., 1992). The
abdominal delivery of a breech-presenting
fetus also occurs in over 85% of cases in the
United States and the incidence continues to
climb. Although the present policy still al-
lows for a vaginal breech delivery in se-
lected cases, the majority of gravida would
choose CS to avoid any potential fetal
trauma during vaginal delivery. Most obste-
tricians would agree that certain risk condi-
tions may warrant cesarean deliveries. These
inciuded small infants weighing less than
2500 grams, large infants greater than 4500
grams, footling presentations, extended fetal
heads, and a small maternal bony pelvis.
There are three reasons for recommending
routine CS with a breech presentation of a

viable fetus. First, because some neurologi-
cally abnormal fetuses with poor muscle
tone will remain in a breech presentation,
the fear of medico-legal action against obste-
tricians for delivery of a neurologically ab-
normal infant is a significant factor in ob-
stetrical decision making. Second, there is
little that the obstetrician can do to salvage
the fetus if a trapping of an after-coming
head occurs during the breech extraction of
the fetus. Third, there are few recently
trained obstetricians who have had adequate
experience in the art of vaginal delivery of a
breech presentation, compared to their well
training in performing CS. If one decided to
attempt a vaginal delivery with a breech
presentation, maternal informed consent is
essential.

Vaginal Births After Cesarean Section

Vaginal births after CS (VBAC) have
been proven to be relatively safe with a suc-
cess rate of 70% (Meier et al., 1982; Flamm
et al., 1990; & Tsai et al., 1991). It has been
reported that the success rate of VBAC at
Taichung Veterans General Hospital during
1983-1991 was 90% in 20.3% of women
with previous CS who were willing to trial
of labor and only one case of uterine rupture
occurred (Ho et al., 1993). VBAC were,
however, successful in only 6.2% of 15,279
repeat CS in the 8 hospitals during 1991-
1995, with a wide variation (0.4-22.7%) at
each hospital (Table 1). There are two main
reasons for such low VBAC rate in Taiwan.
First, the patients were not being offered the
option of VBAC by their physicians because
of the medico-legal threats. Second, the pa-
tients refused the procedure due to fear of
risk. It is accepted that the procedure of trial
of labor entails some degree of risk for both
mother and fetus. The major fear of obstetri-
cians has been the occurrence of uterine rup-

ture and its catastrophic consequences. Con-
temporary practice has demonstrated that
<1% of women undergoing a trial of labor
will sustain a uterine rupture and that when
prompt intervention is available reasonably
good results can be anticipated (Miller et al.,
1994; Flamm et al., 1994; Leung et al.,
1993). In addition, the fetal risks associated
with trial of labor also demand emergency
intervention, although they are not apprecia-
tively more common than those incurred
with umbilical cord prolapse, placenta pre-
via, and abruptio placentae. Prompt delivery
is necessary to ensure acceptable neonatal
outcome. The American College of Obste-
tricians and Gynecologists guidelines per-
mitting a 30-minute interval between the
decision to deliver and the initiation of a CS.
It has been, however, shown that fetuses
with non-reassuring intrapartum heart rate
patterns before uterine rupture had decreased
tolerance and increased morbidity when the
decision-to-delivery interval exceeded 10



minutes (Leung et al., 1993). Moreover, it
has been questioned whether the true cost of
doing a scheduled repeat CS is more expen-
sive than a trial vaginal delivery or not. As-
suming that an obstetrician gets paid the
same per hour for labor-sitting as for operat-
ing, the answer is not always yes.

In conclusion, there are still many fears
associated with VBAC and trial of labor.
However, if trial of labor is still not encour-
aged in Taiwan our overall CS rate probably
will reach over 40% in the near future. Thus,
we would like to know what VBAC policy
is suitable for us. It has been shown that
VBAC in women with two or more CS had
three-fold increase in the incidence of uter-
ine rupture. Thus, some authors proposed a
policy that permits selective trial of labor
with two or more cesarean deliveries but
does not promote its usage (Paul & Miller,

1995). Because the greatest success and
safety occurs in women who have had a sin-
gle prior cesarean, the reasonable policy
seems to be that “once a cesarean, a trial of
labor should precede a second cesarean ex-
cept in unusual circumstances (Rosen, et al.,
1991). However, before instituting this pol-
icy, obstetricians’ fear of lawsuits should be
solved, because in the United States 80% of
obstetric lawsuits - claim that CS was not
done at all or not early enough. Otherwise,
the VBAC program will put obstetricians in
more legal threats and problems, in turn
women’s health right will be hampered. At
the present time, one thing we can do is that
the obstetricians must consciously consider
the impact of “once a cesarean, always a
scar”. Because if the first section is not per-

formed, the second one will not have to be
faced.

How To Reduce Cesarean Section Rate

We do not know what a reasonable CS
rate exactly is, but several factors are worth
considering. It has been shown that achiev-
ing a better perinatal outcome, medico-legal
considerations, and the practice style of in-
dividual physicians have contributed to the
rise in the CS rate. A major factor that en-
couraged CS usage was its enhanced safety
for both mother and fetus. As we mentioned
before, maternal death (16.8/100000) and
serious maternal complications (3.0%) still
occurred in women with CS (Table 3). Fur-
thermore, it has been reported that good
perinatal results can be achieved with much
lower CS rates than those generally existing
in the United States (Notzon et al., 1987).
Therefore, every CS should be performed
only when the benefit of this operation
clearly outweighs its potential risks. Moreo-
ver, it has been demonstrated that individual
practice style was found to be the only iden-
tifiable determinant of different CS rates for

the 11 obstetricians at two Green Bay hospi-
tals (DeMott et al., 1990), which, in turn,
was supposed to be a result of the variation
in physicians’ reactions to obstetric legal
risks. A recurring accusation during medico-
legal debate is that “if a CS had been done
early, no fetal damage would have occurred”.
This attitude apparently has a major impact
on obstetricians and unquestionably has con-
tributed to the rise in the CS rate.

Table 1 revealed that near three of five
cesarean deliveries (56.9%) are performed
for primary indications. During 1991-1995
approximately 83% of all CS were per-
formed for the following indications: previ-
ous CS 43.1%, dystocia 21.1%, malpresenta-
tion 13.8%, and fetal distress 4.7%. As we
compared our CS rate for dystocia (7.1% of
total births; Table 2) with that of other de-
veloped countries, there is no difference be-
tween ours and that in the United States
(>7%), but doubling that found in Norway,



Scotland, and Sweden (3.5%) (Paul & Miller,
1995). 1t is apparent that dystocia is dispro-
portionately higher than found in many
countries with advanced medical services. A
major factor that increased dystocia rate in
Taiwan was a lowering threshold in the di-
agnosis of dystocia. Therefore, it had better
for the obstetricians to get a second opinion
before proceeding with a primary CS. The
reduction in the dystocia category is achiev-
able if policies such as active management
of labor suggested by O’Driscoll et al
(1983), particularly in nullipara, are system-
atically instituted and labor induction meth-
ods can be improved.

Since CS is used for almost all breech
fetuses, the present incidence for malpresen-
tations is not expected to rise further in the
future. The incidence of CS for breech pres-
entation in Taiwan (4.6% of all births) is,
however, higher than that in the US (3%)
and in northern Europe (2%) (Notzon et al.,
1994). Although optimal use of external
cephalic version would possibly result in a
decrease of 1-2 % of births, this rate will not
change significantly.

Our rate of CS for fetal distress (1.6%)
is the same as that in other industrialized
countries (2% in the United States). This
1.6% level has been relatively stable in spite
of the increased use of electronic fetal moni-
toring. This indication is therefore a minor
contributor.

The rate of CS for other indications in-
cluding multiple pregnancies and mac-
rosomia, failed induction of labor, and oth-
ers in Taiwan (4.7%) is higher than that in
the United States (3.5%). This recent in-
creasing incidence in this category is worri-
some (Table 2). Possible reduction could
occur in the areas of fetal malformations,
elderly gravida, and macrosomia, because
there is no scientific basis for doing a CS for
these indications. Furthermore, CS per-
formed for failed induction of labor can be
reduced by introduction of more effective
methods of cervical ripening such as intra-

cervical administration of prostaglandin E,
or E,. Thus, the category of other indications
would be expected to produce a modest de-
crease.

The single largest contributor to the use
of CS lies within the repeat category. About
two fifth of all CS occurred as the direct
result of a previous CS. These women have
often been managed under the 1916 dictum
“Once a cesarean, always a cesarean”
(Craigin, 1916). Trial of labor and VBAC
are major focal points to reduce the CS rate.
The achievement of VBAC in Taiwan oc-
curred in 6.2% of women with prior CS dur-
ing 1991-1995. In contrast to our experience,
the rates in the Unites States (25%) and in
European countries (50%) are much higher
than ours. It is clear that VBAC can be
achieved with relative safety in as many as
70% of women with prior CS (Miller et al.,
1994; Flamm et al., 1994). It seems reason-
able and feasible that the current estimated
VBAC rate of 6.2% could reach 25% in the
future, which would be comparable with the
rates in the Taichung Veterans Hospital
(22.7%; Table 1) and the United States (25%;
Paul & Miller, 1995). Therefore, continuing
education on VBAC as an alternative to re-
peat CS is essential to decrease the CS rate.
The elimination of 25% from the current
repeat CS would reduce the current repeat
CS rate (14.4%) by 3.6%.

Summarizing the potential reduction in
CS rate in Taiwan, we can expect the great
reduction to occur for the diagnosis of
dystocia. It seems reasonable to accept a-
level of 3.5%, which is common in other
advanced obstetric care systems. Such a re-
duction from the current 7.1% would be a
3.5% reduction in primary cesarean use.
Furthermore, a further 1% reduction could
be achievable in the category of other indica-
tions, from the present 4.7% to the 3.5% of
United States rate in the future. Given the
current 19.0% of total births in the primary
CS rate, reduction in the above two catego-
ries would reduce the primary rate to ap-



proximately 14.5% of the obstetric popula-
tion. The elimination of the 4.5% from the
primary CS rate would have an enormous
subsequent impact by removing these
women from the category of repeat CS.
Therefore, a total reduction of 4.5% in pri-
mary rate and of 3.6% in repeat CS rate will
produce a net 8.0% reduction in the current
overall CS rate of 33.4%. If we want to set
our national goal, a rate of 25.5% is our
theoretically reasonable national goal by the
year 2001 or 2010, depending on the situa-
tion of medical-legal threat.

It has been shown that institutional ap-
proaches to control the CS rate are effective.
A common guidelines are aggressive man-
agement of abnormal labor, a second opin-
ion before proceeding with a primary CS, a
vigorous program of trial of labor after pre-
vious CS, and a detailed review of all CS
regularly. A department can review its CS
and compare results with neighboring simi-
lar institutions on a regional basis. Within
the institutional assessment each physician’s
cesarean rate can be critiqued by peer-
review methods. However, 25.5% of the
national goal will be achieved only when the
obstetricians are relieved from constant liti-
gious threat .
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Table 2. Changing Indications of Cesarean Section at Nine Hospitals in Taiwan during

1951-1995.
Indications 1951-1963 1964-1975 1976-1985 1986-1990 1991-1995
(NTUH*) (NTUH*) (NTUH*) (TSGH*) (9 hospitals*)

1. Previous CS (% of TD) 0.8 3.7 8.5 10.3 14.4
(% of CS) 13.0 31.6 40.3 38.7 43.1
2. Dystocia (% of TD) 1.4 3.9 42 6.1 7.1
(% of CS) 21.8 33.2 - 20.1 23.0 21.1
3. Malpresentation (% of TD) 0.5 1.1 3.3 4.3 4.6
(% of CS) 8.0 9.1 15.8 16.1 13.8
4. Antepartum hemorrhage (% of TD) 22 1.8 1.2 0.8 1.0
(% of CS) 34.7 15.1 55 3.1 3.1
5. Fetal distress (% of TD) 0.07 0.2 0.9 0.8 1.6
(% of CS) 1.1 2.0 44 2.9 4.7
6. Others (% of TD) 1.3 1.0 29 4.4 4.7
(% of CS) 21.5 8.9 13.9 16.4 14.1
Total deliveries (TD) 19815 27426 31116 11554 128172
Total CS 1226 3172 6555 3075 42813
CS (%) 6.2% 11.6% 21.1% 26.6% 33.4%

* NTUH: National Taiwan University Hospital; TSGH: Tri-Service General Hospital;
9 hospitals: please refer to Table 1.
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Cesarean Section Rate (%)

Figure 1. The Trend of Increase of Cesarean Section
Rate at TSGH And NTUH in Taiwan during 1951-1995.
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Cesarean Section Rate (%)

Figure 1. The Trend of Increase of Cesarean Section
Rate at TSGH And NTUH in Taiwan during 1951-1995.
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