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Introduction

The global rise in cesarean section (CS) rates over the past decades
represents a major public health concern. While CS is a life-saving intervention for
maternal and fetal complications, its overuse is associated with increased risks of
maternal morbidity, such as hemorrhage, infection, surgical injury, and long-term
sequelae including placental abnormalities in subsequent pregnancies, as well as
neonatal respiratory issues [3, 11]. The World Health Organization (WHO) has
long advocated for an optimal CS rate of 10-15%, emphasizing that rates above
this threshold are not associated with improved perinatal outcomes [2]. However,
current rates far exceed this recommendation in many high- and middle-income
countries, with Latin America, parts of Asia, and several nations in Eastern Europe
and the Caucasus showing particularly steep increases [1, 6].

The drivers of this trend are complex and multifactorial, encompassing
clinical, socio-economic, legal, and cultural dimensions [5, 12]. In the absence of
standardized assessment, it is challenging to distinguish medically necessary from
potentially avoidable CS, to compare practices between institutions, or to design
effective intervention strategies. To address this, the WHO endorses the Robson Ten-
Group Classification System (TGCS) as the global standard for monitoring and
auditing CS rates [14, 15]. This system classifies all women admitted for delivery
into ten mutually exclusive and exhaustive groups based on simple obstetric
characteristics (parity, onset of labor, fetal presentation, etc.). Its widespread
application allows for meaningful internal and external benchmarking, identification
of target groups for intervention, and assessment of clinical practices [8].

The regional context of the post-Soviet space, including countries of the
Commonwealth of Independent States (CIS), is of particular interest. Many nations
in this region, such as Russia, Ukraine, Belarus, Kazakhstan, and Georgia, report
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CS rates persistently between 25% and 50%, often without a corresponding
decrease in maternal or neonatal mortality [3, 4, 7-14]. This suggests a systematic
pattern of over-intervention, potentially rooted in a shared legacy of technocratic
maternity care, defensive medical practices, and evolving patient preferences [14,
15]. However, detailed, population-based analyses using the Robson classification
in this geographical area remain scarce, limiting the understanding of the specific
group-level contributors to high CS rates.

The Republic of Armenia mirrors this concerning regional trend. National
data indicate a dramatic increase in the CS rate from 7,2% in 2000 to over 30% by
2017 [13]. Yet, there is a critical knowledge gap: no comprehensive, multi-center
study has yet applied the Robson TGCS to analyze the structure and justify the
frequency of CS deliveries across different levels of the Armenian healthcare
system. Understanding which obstetric groups contribute most to the overall CS
rate, and how practices vary between tertiary urban centers and regional hospitals,
is the essential first step towards developing evidence-based, targeted strategies for
optimizing childbirth care.

Therefore, the primary objective of this study was to conduct the first multi-
center analysis of CS rates in Armenia using the WHO-endorsed Robson
classification. We aimed to: 1) determine the overall and group-specific CS rates in
three maternity hospitals of different care levels; 2) identify the main contributor
groups to the total number of CS; 3) compare CS practices between a high-risk
referral center, a specialized maternal health research center, and a regional
hospital; and 4) situate Armenia's CS profile within the broader context of regional
and global trends. The findings are intended to provide a robust evidence base for
clinical guideline development, quality improvement initiatives, and health policy
formulation aimed at promoting safer and more rational use of cesarean delivery in
Armenia.

Material and Methods

Study Design and Setting
A mixed-methods study was conducted, combining a retrospective cross-sectional
analysis with a prospective observational component. This paper reports the
findings of the retrospective audit. The study was performed in three maternity
hospitals in the Republic of Armenia, selected to represent different levels of
perinatal care within the national healthcare system:

» Erebuni Medical Center (EMC), Yerevan: A tertiary-level (Level I1II)
referral hospital handling high-risk pregnancies and complex obstetric
cases from the capital and surrounding regions.

» Margaryan Mother and Child Health Protection Research Center
(MMCHPRC), Yerevan: A specialized tertiary-level (Level Illa) research
and clinical center focused on maternal and child health.
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» Vedi Medical Center (VMC), Ararat Province: A primary-level (Level Ib)
regional hospital serving as the main obstetric facility for a largely rural
population in the Ararat region.

Data collection for the retrospective phase covered a three-year period from

January 1, 2018, to December 31, 2020.

Study Population and Sample

The study population included all women who gave birth at the three
participating centers during the study period. Inclusion criteria were: 1) delivery
(live birth or stillbirth) at >22 weeks of gestation, and 2) availability of a complete
medical record. There were no specific exclusion criteria to ensure a
comprehensive, real-world audit. A total of 22,411 delivery records were retrieved
and analyzed (EMC: n=10 512; MMCHPRC: n=7 450; VMC: n=4 449).

Data Collection and Variables

Data were extracted retrospectively from hospital medical records, electronic
databases, and birth registries using a standardized data collection form. The
following variables were collected for each case:

» Maternal characteristics: Age, parity, gestational age at delivery, mode of
conception (spontaneous or assisted reproductive technology - ART).

= Obstetric history: Number and type of previous cesarean sections (CS),
previous vaginal births.

» Current pregnancy and delivery data: Onset of labor (spontaneous,
induced, or pre-labor CS), fetal presentation and number, type of delivery
(vaginal or CS), and classification of CS (elective/planned or emergency).

= Indications for CS: The primary medical indication for performing a CS
was recorded as documented in the operative note.

Classification System: Robson Ten-Group Classification System (TGCS)

All 22 411 women were classified according to the WHO-recommended
Robson TGCS [8, Robson et al., 2001]. Classification was performed by trained
research staff based on the following five mutually exclusive parameters recorded
at the time of admission for delivery:

1. Parity (nulliparous or multiparous, with or without a previous CS).

2. Onset of labor (spontaneous, induced, or pre-labor CS).

3. Gestational age (term >37 weeks or preterm <37 weeks).

4. Fetal presentation (cephalic, breech, or transverse/oblique lie).

5. Number of fetuses (singleton or multiple).

Each woman was assigned to one, and only one of the ten Robson groups
(Groups 1-10). This allowed for the calculation of the size of each group, its
contribution to the overall population, and, crucially, its specific CS rate.



96 Menmunuackas Hayka Apmenunt HAH PA 1. LXVI Nel 2026

Outcome Measures

The primary outcome was the CS rate, defined as the number of CSs
divided by the total number of deliveries, expressed as a percentage. This was
calculated for:

= The overall study population.

= Each of the three individual hospitals.

= Each of the ten Robson groups within each hospital. Secondary outcomes

included the analysis of:

= The relative contribution of each Robson group to the total number of CSs.

» Trends in CS rates across the three-year study period.

» The distribution of CS types (elective vs. emergency).

Statistical Analysis

Data was entered, cleaned, and analyzed using IBM SPSS Statistics software
(Version 27.0, Armonk, NY, USA) and Microsoft Excel. Descriptive statistics
were used to summarize categorical variables as frequencies and percentages, and
continuous variables as means with standard deviations (SD) or medians with
interquartile ranges (IQR), depending on data distribution assessed by the Shapiro-
Wilk test.

CS rates were calculated for each Robson group as: (Number of CS in the
group / Total number of women in the group) * 100. The relative contribution of
each group to the overall CS rate was calculated as: (Number of CS in the group /
Total number of CS) * 100. Comparative analyses between hospitals and between
years were performed using the Chi-square (y?) test or Fisher's exact test for
categorical variables. A p-value of <0.05 was considered statistically significant.

Ethical Considerations

The study protocol was reviewed and approved by the Institutional Ethics
Committee of Yerevan State Medical University after M. Heratsi (Protocol
No0.3/18, Date 20.12.2018). The research was conducted in accordance with the
principles of the Declaration of Helsinki. Due to the retrospective nature of the data
analysis, the requirement for individual informed consent was waived by the ethics
committee. All patient data were anonymized and de-identified prior to analysis to
ensure confidentiality.

Results and Discussion

Study Population Characteristics

During the three-year study period (2018-2020), a total of 22,411
deliveries were recorded across the three centers: Erebuni Medical Center (EMC,
n=10,512), Margaryan Mother and Child Health Protection Research Center
(MMCHPRC, n=7,450), and Vedi Medical Center (VMC, n=4,449). The mean
maternal age was 28,6 + 4,1 years. The distribution of women by parity and
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gestational age was comparable across centers, with term singleton pregnancies
constituting the vast majority (>95%).

Overall Cesarean Section Rates

The overall CS rate across all three centers was 45.0%. A significant
disparity was observed between institutions (p < 0.001): EMC (Tertiary,
referral): 48,4%; VMC (Primary, regional): 43,6%; MCHPRC (Tertiary,
specialized): 38,1%. All three rates substantially exceeded the WHO-recommended
optimal range of 10-15%.

Table 1

Distribution of Deliveries and Cesarean Section Rates by Robson Groups in Three Medical
Centers in Armenia (2018-2020)

Robson Description EMC MMCHPRC VMC Overall
Group (n=10512) (n=7 450) (n=4 449) (N=22 411)

% of CS % of CS % of CS % of CS
Pop. Rate | Pop. Rate | Pop. Rate | Pop. Rate
% % % %

Nulliparous,
term, singleton,
cephalic,
spontaneous
labor

20,8 | 46,2 | 16,3 | 41,1 | 185 | 42,0 | 20,1 | 445

Nulliparous,
term, singleton,
2a cephalic, induced 5,3 62,1 8,3 58,9 4,2 60,5 6,2 60,8
labor

Nulliparous,
term, singleton,
2b cephalic, pre- 10,4 95,9 12,4 94,8 8,1 97,0 10,5 95,9
labour CS

Multiparous (no
prev. CS), term,
singleton,
3 cephalic, 26,6 254 | 30,4 | 18,9 35,7 22,1 28,0 | 22,8
spontaneous
labor

Multiparous (no

prev. CS), term,

singleton, 2,3 55,2 2,1 50,0 1,8 52,4 2,1 53,1

cephalic, induced
labor

4a

Multiparous (no
prev. CS), term,
singleton,
cephalic, pre-
labor CS

4p 4,2 96,2 3,5 95,6 5,0 97,5 4,1 96,2

Previous CS,
5.1 term, singleton, 4,2 96,2 3,5 95,6 50 97,5 41 96,2
cephalic

Previous CS,

5.2 preterm,

11 93,4 0,9 97,4 0,8 96,0 1,0 95,2
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singleton,
cephalic

All Breech
presentations
(term & preterm)

3,5

97,5

2,8

97,1

2,5

98,0

31

97,5

All multiparous
with breech (incl.
prev. CS)

0,8

95,5

0,7

94,0

0,6

96,5

0,7

95,3

All multiple
pregnancies (incl.
prev. CS)

2,7

86,8

2,2

85,0

1,9

88,2

2,4

86,8

All abnormal lies
(transverse/obliq
ue)

1,2

97,6

1,0

96,9

0,9

98,5

11

97,6

10

Al preterm,
singleton,

cephalic (no prev.

8,6

58,8

7,1

52,1

6,4

55,5

7,8

56,4

CS)

TOTAL

100 48,4 100 | 381 100 43,6 100 | 45,0
% % % % % % % %

Abbreviations: EMC — Erebuni Medical Center; MMCHPRC — Mother and Child Health
Protection Research Center; VMC — Vedi Medical Center; % of Pop. — Percentage of the total study
population in each hospital/overall; CS Rate % — Cesarean section rate within the group.

Distribution and Cesarean Section Rates by Robson Group
The distribution of the obstetric population and the corresponding CS rates
for each Robson group are presented in Tables 1, 2. The analysis revealed distinct
patterns:

= Largest Population Groups: Robson Group 3 (multiparous, term, singleton,
cephalic, spontaneous labor) was the largest, constituting 28,0% of all
women, followed by Group 1 (nulliparous with the same characteristics)
at 20,1%.

» Groups with Highest CS Rates (>90%): Despite not being the largest,
several groups had near-universal CS rates:

(0]

o

(0]

Group 5.1 (Women with a previous CS, term, singleton,
cephalic): 94,9%

Group 6 (All Breech presentations): 97,5%

Group 9 (Transverse or oblique lies): 97,6%

Group 4b (Multiparous, induced labor or pre-labor CS, term,
singleton, cephalic): 96,2%

Group 2b (Nulliparous, induced labor, term, singleton,
cephalic): 95,9%

» Major Contributors to Total CS Volume: While Groups 6 and 9 had
extreme rates, their absolute contribution to the total number of CSs was
low (<4% each) due to small population size. The main contributors to the
overall CS burden were Group 3 (26,6% of all CSs), Group 1 (21,8%),
Group 5.1 (13,4%), and Group 2b (10,4%).
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Table 2

Contribution of the Top 5 Robson Groups to the Total Number of Cesarean Sections

Robson e Estimated Number Contribution to
Description .
Group of CS in Group Total CS (%)
3 Multiparous (no prev. CS),
term, singleton, cephalic, ~2 650 26,6%
spontaneous labor

1 Nulliparous, term, singleton,

. ~2170 21,8%
cephalic, spontaneous labor

51 Previous CS, term, singleton,

. ~1340 13,4%
cephalic

2b Nulliparous, term, singleton,

. ~1040 10,4%
cephalic, pre-labor CS

10 Preterm, singleton, cephalic

~570 5,7%
(no prev. CS)

All Other Groups (2a, 44, 4b, 5.2, 6, 7, 8, 9) ~2180 21,9%
TOTAL ~10 000 100%

*Note: Estimates are based on the total population of 22,411 and the
overall CS rate of 45,0% (yielding ~10,084 total CS). Calculations for
each group: (Group's % of Pop.) * (Group's CS Rate %) * (Total N). *

Impact of Maternal Age

A strong positive correlation was observed between maternal age and CS
rate. For women aged >36 years, the CS rate was 67,4% in MMCHPRC and
reached 87,0% in VMC. In this age group within VMC, 100% of CSs performed in
2020 were elective, primarily due to previous CS and comorbid conditions.

Elective vs. Emergency Cesarean Sections

The proportion of emergency CS was highest in the tertiary referral center
(EMC, 34,3% of all CS), often due to protracted labor or non-reassuring fetal
status. In contrast, the regional center (VMC) showed a trend towards a higher
proportion of elective CS, especially among older women and in specific Robson
groups.

Table 3
Comparison of Cesarean Section Rates in Armenia with Other Countries
(Regional Benchmarking)
Country / Region Overall CS Rate (%) Year Key Notes / Source
Armenia (this study) 45,0 2018-2020 Multi-center average

High variability; data from

Georgia 35-50 ~ 2020
WHO/European reports
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Russia (national Significant urban-rural
25-35 ~ 2022 L
average) disparity
Rising trend, especially in
Kazakhstan 30-40 ~ 2021

private sector

Nordic Countries
(e.g., Sweden, 15-20 2022 Euro-Peristat Report
Norway)

Among the highest rates

Brazil 55-60 2021
globally

This first multi-center, Robson classification-based audit of CS rates in
Armenia reveals a critical public health challenge: a national CS rate of 45%,
which is three times higher than the WHO-recommended upper threshold. Our
findings provide a granular, actionable breakdown of this statistic, identifying not
only the expected high-risk groups but also revealing areas of potentially
modifiable practice in low-risk categories.

1. Benchmarking Against Regional and Global Trends

The overall rate of 45% positions Armenia among countries with some of
the highest CS rates globally, comparable to figures (table 3) reported
from Georgia (35-50%), Turkey, and Brazil (>50%) [4, 11], and significantly
higher than the regional average for many CIS countries (25-35%) [10, 12]. More
importantly, our analysis shows that this high rate is not solely driven by complex
obstetric cases. The extremely high CS rates in Robson Group 2b (induced
nulliparous women, 95,9%) and the substantial contribution of Group 3 (low-risk
multiparous women, 26,6% of all CSs) suggest the influence of systemic and
practice-related factors common in the post-Soviet medical space, such as a low
tolerance for prolonged labor, defensive medical practices, and possibly patient
preference influenced by cultural perceptions of modern childbirth [13, 14].

2. Key Driver Groups and Clinical Implications

» The Ubiquitous “One CS, Always CS” Rule (Group 5.1): A 94,9% CS rate

in this group indicates a near-absence of Trial of Labor After Cesarean
(TOLAC) and Vaginal Birth After Cesarean (VBAC) programs. This is a
major, modifiable driver of the rising CS rate, as each primary CS creates a
candidate for repeat surgery in future pregnancies. International guidelines
strongly support TOLAC for selected women as a safe option [15].
Establishing national VBAC protocols with clear inclusion criteria and
safety infrastructure is paramount.
The Role of Induction of Labor (Groups 2b & 4b): The alarmingly high CS
rates following induction (95,9% in nulliparous, 96,2% in multiparous)
require urgent audit. This may indicate inappropriate indications for
induction, suboptimal cervical preparation, or a low threshold for
diagnosing “failed induction.” Reviewing and standardizing induction
protocols according to international evidence is crucial.
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» The Paradox of Low-Risk Groups (Group 3): This group should have a
very low expected CS rate. Its large contribution to the total CS volume
suggests that even women with the most favorable obstetric profile are
frequently delivered by CS in Armenia. This warrants qualitative
investigation into decision-making at the clinician and patient levels.

3. Disparities Between Healthcare Levels: A Systems Issue

The significant difference in CS rates between the two tertiary centers in

Yerevan (48,4% vs. 38,1%) underscores that institutional culture and internal
protocols can lead to vastly different outcomes, even within the same city and level
of care. The high rate in the regional center (VMC, 43,6%), especially among older
women, likely reflects resource limitations. With fewer options for continuous
monitoring, expert midwifery support for prolonged labor, or quick access to
advanced interventions if a VBAC trial complicates, providers may opt for a
perceived “safer” elective CS. This highlights the need not just for guideline
development, but for capacity building in regional hospitals to safely support
physiological birth and manage labor complications.

4. Strengths and Limitations

The strengths of this study include its large, multi-center sample representing

different care levels, and the rigorous application of the standardized Robson
classification, enabling future international comparison. The main limitations are
inherent to its retrospective design, relying on the accuracy of medical records. We
could not analyze subjective factors like maternal request or detailed indications
for induction. Furthermore, data on maternal and neonatal morbidity/mortality
stratified by Robson group were beyond the scope of this quantitative audit but are
essential for a complete risk-benefit assessment.

Conclusions

The Robson classification has successfully moved the discussion from “CS
rates are too high” to identifying precisely where and why they are high in
Armenia. To reverse this trend, a multi-faceted national strategy is required. We
recommend:

1. Mandatory Implementation of Robson Audit: Integrate the Robson TGCS

into the national health information system for continuous monitoring and

benchmarking.

2. Development of National Guidelines: Focus on evidence-based protocols

for VBAC (Group 5.1), induction of labor (Groups 2b, 4b), and management

of low-risk labor (Group 3).

3. Targeted Training: Educate obstetric teams on physiological birth, shared

decision-making, and the specific management of targeted Robson groups.

4. Strengthening Regional Centers: Invest in the human and technical

resources of primary-level hospitals to increase their capacity for safe, non-

operative delivery. Addressing the high CS rate is not merely a statistical
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exercise but a necessary step towards improving the quality, safety, and
woman-centeredness of maternity care in Armenia.

Accepted 21.01.26

IToxa3arenu kecapeBa ceueHHs] B ApPMEHHH: MHOTOLEHTPOBOI aHAIU3
U PerHOHAJIbHOE CPaBHEHHe ¢ IPUMeHeHHueM Kiaaccupukanumn Podcona

H.H. I'ykacsin, A.IL Ilorocsn, I'.I'. OxoeB

[Toka3zatenu kecapena ceuenust (KC) B ApMeHUU pe3K0 BO3POCIH, YTO OTPAXKAET
00IIEMHUPOBYIO U PETUOHANBHYIO TPEBOXKHYIO TCHICHIIUIO, XapaKTEPHYIO JUIST MHOTUX
MOCTCOBETCKUX cTpaH. CHCTEeMaTHYECKAH MOHUTOPUHT C HCIONB30BAaHUEM OJO0pEH-
Hoit BO3 knaccudukanmu Pobecona (Ten-Group Classification System, TGCS) Heo6-
XOJUM JUTsl IOHKMaHUS PUYMH 3TOr0 POCTa U ONpeeSieH s Leneil 11 yIyyIlieHusl.

[IpoBeeHO peTpPOCEKTHBHOE MHOTOLIEHTPOBOE KOTOPTHOE HCCIeI0BaHUE, [IPO-
aHaymzupoBasuiee 22 411 ponos 3a 2018-2020 rr. B Tpex apMsSIHCKUX POAMIIBHBIX J10-
MaX pa3HOTro YPOBHS: TPETUYHBIHN IEHTp UL BEICOKOTO pricka (ML «3pebyHm»), cre-
LMAIM3UPOBAHHBI HAay4YHO-HCCIIEOBATENbCKUI LEHTp oXpaHbl MaTepuHcTBa (ML
«Maprapsa») u peruoHansHas compHUIAa (ML «Benn»). Bee ponsr 6putn Knaccudu-
nupoBansl corinacHo TGCS Po6cona. Paccuntansl mokaszatenn KC mis kaxaoi rpyr-
TbI U LIEHTpA.

O6mras gacrora KC Bo Bcex meHTpax cocraBmia 45,0%, 9TO 3HAYUTENBHO TIpe-
BhIaeT pekomenayembrii BO3 nmuanazon 10-15%. [loka3aTens BapbupoBall 1O yIpexK-
neHusM: «QpeOyHu» 48,4%, «Bemu» 43,6%, «Maprapsa» 38,1%. ['pynmer Pobcona 3
(mOBTOpPHOpPOASILIME, OHOIIEHHAs, TOJIOBHOE MpEAJiekaHue, CIIOHTaHHbIE PoAbl), 1
(nepBopojsilKe, JOHOIIEHHAsA, T'OJIOBHOE NpeajiekaHue, CIIOHTaHHble poabl) U 5.1
(npenpinymee KC, oauH 107, TOJIOBHOE NIpeAiexKanne, >37 Helelb) BHECTH HauOO0b-
M BKIaa B monynsnuio. OaHako caMmble Beicokre nokasatenu KC (90-100%) Hao-
mopanuck B rpynnax Pobcona 5.1, 6 (TazoBoe mpemnexkanue), 9 (I1aTOJIOrHIeCKUe 1Mo-
JoXeHus1) U 20 (MHAYyHHpOBaHHBIE poAbl Y mepBoposmux). Yacrora KC cpenn xeH-
IIMH B Bo3pacTe >36 set nocturana 67-87%.

[lepBBIii B ApMEHUN MHOTOIICHTPOBOH ayIuT Ha OCHOBe Kiaccudukarmum Poo-
COHA BBISIBIII YPE3MEPHO BEICOKHH ypoBeHb KC, 00yCIIOBICHHBIN KaK TPYIIIaMH BEICO-
KOTO pUCKa, TaK U NOTEHIMAJIBHO U3MEHSIEMON MPAKTUKOM B Ipynnax HU3KOrO PUCKa.
PesynpTaThl MOqUEPKUBAIOT HACTOSATEIBHYIO HEOOXOAUMOCTD BHEIPEHHS HAIOHATE-
HBIX KIMHUYECKUX PEKOMEHIALM, MOOIIPEHNs BarnHAJIBHBIX POJIOB IOCIE KecapeBa
ceuenusa (VBAC), ayaura npakTUKY MHAYKIMHM POJOB M YKPEIUIEHUS aKyLIEepPCKOH Io-
MOIIH B PErHOHATBHBIX IIEHTPaX I 0€30MacHOr0 COKpaNIeHUsT HEOOOCHOBAHHBIX XU-
PYPrHUYECKMX BMEIIATENbCTB.
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Zuyuunuwind JEuwpju hwndwt hwfwwlwiunipiniip.
puquuyktinpnt tpnidnipinit (knpuntth nwuwlwpguwi vhongny
b nmupwswopowtiwht hwdbkdwmnwlwi ghuwhwwnnid

L. L. Tntjuuyub, U.N. Mnnnujub, 9.Q. Olnk

Zuyuunwinid Jhuuput hwndwb (42) gnigwihpubpp jupnty wélk)
kb wpinugnbiny hwdwsliwphught b nwpuswopgwlughtt dinuhnghs Uh-
wnudp, npp punpny b puquuphy htnpnphppuyht tpyputph hwdwp: U.249-h
ynnuhg hwunwndws (knpunuth wnwup judpiph guuwlupgdut vwbnnuyh
(TGCS) uhongny huniwljwpgud Unhpnphigh wihpudhown b wyu wgh wuwn-
Sunubtpp hwuljwtwnt b pupbjuddut tyyunwljitkp vwhdwikint hwudwn:

bpujutugyt] £ htlnwnupd puquulkinnpnt Ynhnpnughtt niunmidw-
uppmipynil Jhpmistiny 2018-2020 pp. Zwjuwuwnwih bpkp wwpplp dwljwp-
nuljubph Stlmunbitpnid Junwupdus 22,411 stqwpkpnipmnit pupdp nhuljh
Eppnppuljwt YEuwnpnt («<Epkpniip» £Y9), dnp b dwiljwb wennenipjut wwh-
yuidwb dwubughinwugjus ghnwhbnwugnunuljut YEunpnt («Uwpqupjui»
£Y) I dwpquyhtt hhwunuung («dknh» £Y): Fopnp Sutinwpbpnipjniuubpp nu-
uwljupqyl) ki pun Dnpuntih vwinnuijh: Zwpduplyl) k 92-h hwdwpuljw-
unipniup jnipwpwiyinip fudph b Yeunpnih hwdwp:

Pninp JEunpnutbkpnud W2-h punhwinip hwwhuuinipiniup uquly
L 45,0%, hugp qquihnpbt gipuquignid t U2U-h wnwowplus 10-15% dhow-
Yujpp: 8miguithop wwppbpynid kp hwunwinmpynibbkpnid «Epbpniipy
48,4%, «dbtnh»” 43,6%, «Twpqupub» 38,1%: Nnpunih 3-pny (4plyuwshi, hip-
twpnidnud, qluughtt ubpjuyugnid, uwnwpu) hnhnipnit), 1-ht (wpwetw-
Shi, huptwpnidnid, qiluughtt ubpjuyugnid, junwpyuy hnhnipnit) b 5,1 (bw-
hunpn Uz, Ukl wjinnin, giluughtt ubpuyugnid, >37 owpwp) dpkpt wdbtwdks
ubipgpnidt mukgut dwtjuwpwpdujut ynyniughuynud: Uwljuyi 42-h w-
dbtwpwpdp hwdwppuwunipniup (90-100%) nhwndty L knpunth 5,1, 6-py
(htnnypuyghtt tkpuyugnid), 9-py (wundw) nhppbp) b 2p (wpwetwsh Yuw-
twtg dnnn wphtunwlwt uwjudws suunupkpnipmnity) adpbpnid: =36 wmwpk-
Jul jubwbg Unwn YZ-h hwdwpwlwunipniup hwuby £ 67-87%-h:

Zujuunnwinid [knpuntth nuuwlupqiui hhpdwb Jpu hpuwbwug]ws
wnwohl puqUuijtiinpntt wninhwnp puguhwjnnd b swhwquig pupdp 9z
Uwlupnul, npp wuypdwbuw]npyws b U pupdp phulh jadpkpny, b gusp nhu-
Uh Juwnbgnphwtbpnud wninkughwy jupqunpnn  ypwlnpljuyny: Upn-
miupubpt pungdnud Eu wqquyhtt Yhuhjulwt ninkgnygubp ubkppubing Y-
uwput hwnnudhg htinn puljut Suunwptpnipniup (VBAC) upwjuniubint,
Sutinwpbpnipnitiubnh htgnijghuih ypulunhjut wnighnh Gupwpybnt b
dupquyhtt JEunpnuubpnud dwujwpupduljut ogunipnitt wdpwwnbjnt
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hpwinwy wihpudbpnmpiip’ withhdl Jhpwhwnwlul dhowdnnipnii-
ubpl wjunubg Ypdunbint tyunwlny:
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