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ABSTRACT education, multimodal non opioid analgesia, early oral intake, and
Introduction: The global rise in Caesarean Section (CS) rates has ~ early ambulation, while the traditional group received conventional
spotlighted the need to optimise perioperative care to enhance  Perioperative care. Key outcomes assessed included postoperative
maternal recovery and reduce postoperative complications.  Pain scores, opioid use, incidence of ileus, and duration of hospital
Traditional perioperative practices, such as prolonged fasting, ~Stay- Statistical analysis included the Chi-square test for categorical
delayed mobilisation, and opioid-based analgesia, often contribute  Variables, with p<0.05 considered significant.

to suboptimal recovery and extended hospital stays. Enhanced Results: Baseline demographic and clinical characteristics
Recovery After Surgery (ERAS) protocols offer a structured, were comparable between the groups. The mean age of
evidence-based alternative aimed at minimising surgical stress, participants was 27.08+4.54 years. Patients managed under
reducing opioid consumption, and accelerating recovery. ERAS reported significantly lower pain scores (VAS 6/10 in
Aim: To assess the effectiveness of the ERAS protocol in  73:21%), complete avoidance of opioids (0% vs. 87.08%), and

improving postoperative recovery outcomes in patients NO cases of postoperative ileus. Moreover, all ERAS patients
undergoing elective CS. were discharged within five days, compared to 7-10 days in the

Materials and Methods: This pilot study, designed as a prospective traditional group (p<0.001 for all comparisons).

interventional, single-blind investigation, was conducted by the Conclusion: The implementation of ERAS protocols in elective CS
Department of Obstetrics and Gynaecology at Jawaharlal Nehru ~ Significantly improves postoperative recovery by reducing pain,
Medical College (JNMC), Wardha,Maharashtra, India. from January eliminating opioid dependency, enhancing gastrointestinal function,
2022 to December 2024. A total of 208 women undergoing elective ~ @nd shortening hospital stays. These findings support the broader
CS were randomised into two equal groups: ERAS and traditional ~ @doption of ERAS as a standard of care in obstetric surgery.

care. The ERAS group received comprehensive preoperative

Keywords: Caesarean section, Enhanced Recovery After Surgery,

Hospital stay, Multimodal analgesia, Opioid free recovery

INTRODUCTION intake, multimodal analgesia with minimal reliance on opioids, and
One of the most common surgical procedures carried out globally ~ €arly mobilisation. Initially developed for colorectal procedures,
is the CS, playing a pivotal role in reducing maternal and neonatal ~ ERAS has since been successfully adapted across multiple surgical
morbidity and mortality when medically indicated [1-3]. In India, disciplines, including obstetrics. In the context of Caesarean delivery,
the proportion of caesarean deliveries has increased substantially, ~ ERAS implementation has demonstrated meaningful improvements
rising from 3% in 1992-93 to 17% in 2015-16 and reaching  in maternal outcomes [16-21]. For instance, a study by Kleiman AM
21.5% in 2019-21, reflecting a marked upward trend over the €t al., (2020) reported that ERAS protocols in elective CS significantly
past decades [4]. While this increase reflects improved access  reduced opioid consumption, lowered postoperative pain scores,
to lifesaving surgical care, it also raises concerns about potential ~ and shortened hospital stays without increasing complication or
overuse, especially in low-risk pregnancies, and highlights the  readmission rates. These findings support ERAS as a beneficial
need for optimising postoperative recovery strategies [5-8]. standardised approach to improving the quality and efficiency of

The perioperative course of Caesarean delivery is often associated ~ Perioperative obstetric care [22].

with significant physical and psychological stress. Postoperative pain, ~ The ERAS Society and the Society of Obstetric Anaesthesia and
delayed mobilisation, gastrointestinal dysfunction, and prolonged  Perinatology (SOAP) have published consensus recommendations
hospitalisation remain major challenges impacting maternal well-  specific to Caesarean delivery, outlining best practices across the
being, satisfaction, and overall recovery [9-11]. Traditional care  preoperative, intraoperative, and postoperative phases [23-26]. These
protocols commonly involve extended preoperative fasting, reactive  include strategies such as carbohydrate loading, neuraxial anaesthesia
opioid-based analgesia, late initiation of oral feeding, and delayed ~ with long-acting opioids, early catheter removal, and structured
ambulation, all of which contribute to suboptimal outcomes and  discharge planning. Despite the increasing adoption of ERAS in high-
increased healthcare costs [12]. income settings, its application and evaluation in nations with low and
To address these limitations, the ERAS model has emerged as an moderate incomes remain limited, particularly in the obstetric domain.
evidence-based, multidisciplinary framework aimed at minimising ~ Furthermore, there is insufficient data on how well these protocols
the physiological stress of surgery and promoting a rapid return to ~ Perform across diverse populations and healthcare infrastructures.

baseline function [13-15]. ERAS principles incorporate structured  Given the rising Caesarean rates and the pressing need for improved
preoperative counseling, judicious fluid management, early oral  perioperative care, this pilot study was conducted to evaluate the
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clinical effectiveness of ERAS protocols in enhancing postoperative
recovery among women undergoing elective CS. Findings from this
initial study will serve as a foundation for future research with a larger
sample size to further validate and expand upon these results.

MATERIALS AND METHODS

This pilot study, designed as a prospective interventional, single-
blind study, was conducted by the Department of Obstetrics and
Gynaecology at Jawaharlal Nehru Medical College (JNMC), Wardha,
Maharashtra, India, from January 2022 to December 2024. Before
enroliment, all subjects provided written informed consent, and the
study was approved by the Institutional Ethics Committee {Ref No.
DMIMS(DU)/IEC/2023/738, dated 21st March 2023}.

A total of 208 pregnant women scheduled for elective CS were
enrolled and randomly allocated into two equal groups. Group A
(n=104) received perioperative care according to the ERAS protocoal,
while Group B (n=104) followed the conventional perioperative care
pathway. Randomisation was achieved using a computer generated
random number table, ensuring unbiased allocation. Each subject
was assigned a number corresponding to the group allocation
sequence, which was sealed in opaque envelopes opened only
after enrollment. To ensure the single-blind design, the principal
investigator responsible for outcome assessment was blinded to
group assignments during data collection and analysis.

As this was a pilot study, a feasible sample of 208 participants (104
per group) was enrolled. A convenience sampling technique was
used to include all eligible women undergoing elective Caesarean
delivery during the study period.

Inclusion and Exclusion criteria: Inclusion criteria consisted of
low-risk singleton pregnancies at a gestational age of 37 weeks or
more, with adequate antenatal follow-up. Exclusion criteria included
high-risk pregnancies such as preeclampsia, placenta previa, and
multiple gestations, as well as emergency CSs and unbooked or
poorly documented cases.

Study Procedure

The ERAS protocol included structured antenatal counseling,
nutritional optimisation, limited preoperative fasting (allowing clear
fluids up to two hours before surgery), prophylactic antiemetics,
goal-directed fluid therapy, multimodal non opioid analgesia, early
removal of the urinary catheter (within 6-12 hours), initiation of oral
intake within 2-4 hours postoperatively, and ambulation within six
hours of surgery. In contrast, the traditional care group underwent
standard institutional practice, which included prolonged fasting,
opioid-based analgesia, delayed oral intake, catheter removal after
12 hours, and ambulation initiated on the first postoperative day.

Data were recorded using a predesigned structured proforma
and included demographic details, surgical characteristics, and
postoperative recovery parameters. The primary outcomes measured
were postoperative pain, using the Visual Analog Scale (VAS) [27],
postoperative opioid consumption, incidence of postoperative ileus,
and duration of hospital stay. Secondary outcomes included venous
thromboembolism, postpartum hemorrhage, surgical site infection,
and 30-day readmission to the hospital.

STATISTICAL ANALYSIS

For the statistical analysis, International Business Machines
Statistical Package for the Social Sciences (IBM SPSS) version 24.0
(Armonk, NY, USA) was utilised. Qualitative variables were presented
using frequency and percentage, while quantitative variables were
displayed as means with standard deviations. Group comparisons
were conducted using the Chi-square test for categorical data.
P-values below 0.05 were considered statistically significant.

RESULTS

The baseline demographic and clinical profiles were comparable
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between the ERAS (n=104) and Traditional (n=104) groups. The
majority of patients were in the 21-30 years age group {ERAS: 75%
(n=78); Traditional: 75.96% (n=79)}. The leading indication for CS in
both groups was previous Lower Segment Caesarean Section (LSCS)
{ERAS: 57.69% (n=60); Traditional: 58.65% (n=61)} [Table/Fig-1] [28].

Parameters | ERAS protocol | Traditional protocol | p-value
Age (years)
<20 5(4.81%) 8 (7.69%)
21-30 78 (75%) 79 (75.96%)
0.627
31-40 20 (19.23%) 15 (14.42%)
>40 1 (0.96%) 2 (1.92%)
Residence
Urban 39 (37.5%) 43 (41.35%)
Rural 65 (62.5%) 61 (58.65%) 067
Socioeconomic class [28]
Lower 18 (17.31%) 22 (21.15%)
Lower middle 43 (41.35%) 38 (36.54%)
Middle 40 (38.46%) 42 (40.38%) 0812
Upper middle 3(2.88%) 2 (1.92%)
Obstetric score
Primigravida 44 (42.31%) 43 (41.35%
0.888
Multigravida 60 (57.69%) 61 (58.65%
Gestational age
36 weeks - 36+6 weeks 8 (7.69%) 6 (5.77%)
37 weeks - 37+6 weeks 25 (24.04%) 22 (21.15%)
38 weeks - 38+6 weeks 32 (30.77%) 35 (33.65%) 0.952
39 weeks - 39+6 weeks 25 (24.04%) 27 (25.96%)
40 weeks - 40+6 weeks 14 (13.46%) 14 (13.46%)
Indication for caesarean
Previous LSCS 60 (57.69%) 61 (58.65%)
Breech 36 (34.62%) 32 (30.77%)
Cephalopelvic disproportion 3 (2.88%) 6 (5.77%) 0742
Postdatism 5(4.81%) 5 (4.81%)

[Table/Fig-1]: Baseline clinical and demographic features of patients in the tradi-
tional protocol and ERAS groups having an elective Caesarean Section (CS).

Note: p-values were calculated using the Chi-square test for comparison of categorical variables
between groups.

Postoperative ileus was recorded in 2.88% (n=3) of patients in the
traditional group; however, it was not seen in any of the patients in
the ERAS group {0% (n=0)}. As p=0.246, the difference was not
statistically significant, indicating that the incidences in the two
groups were similar.

The majority of patients in the ERAS group reported moderate pain
levels, with 73.08% (n=76) rating their pain as 6 out of 10. In contrast,
the traditional group exhibited a wider spread, with significantly more
patients experiencing higher pain scores, including 37.5% (n=39)
reporting an 8 out of 10. The difference in pain score distribution between
the two groups was highly statistically significant (p<0.001), indicating
better postoperative pain control in the ERAS group [Table/Fig-2].

Peak pain scores ERAS protocol Traditional protocol p-value
4 out of 10 9 (8.65%) 0 (0%)
5 out of 10 12 (11.54%) 0 (0%)
6 out of 10 76 (73.08%) 37 (35.58%)
<0.001
7 out of 10 7 (6.73%) 28 (26.92%)
8 out of 10 0 (0%) 39 (37.5%)
Total 104 (100%) 104 (100%)

[Table/Fig-2]: Distribution of peak postoperative pain scores in ERAS and tradi-
tional protocol groups.

Note: p-values were calculated using the Chi-square test for comparison of categorical variables
between groups.
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There were no postoperative opioid needs among the patients in the
ERAS group {0% (n=0)}, compared to 86.54% (n=90) of patients in
the traditional group (p<0.001) [Table/Fig-3].

Postoperative opioid

consumption ERAS protocol Traditional protocol | p-value
Not required 104 (100%) 14 (13.46%)

Required 0 (0%) 90 (86.54%) <0.001
Total 104 (100%) 104 (100%)

[Table/Fig-3]: Postoperative opioid consumption in ERAS and traditional protocol
groups.

Note: p-values were calculated using the Chi-square test for comparison of categorical variables
between groups.

All patients in the ERAS group were discharged within three to
five days, with 34.62% (n=36) staying for five days and 33.65%
(n=35) staying for three days. In contrast, none of the patients in the
traditional group were discharged before seven days, and 31.73%
(n=33) required 10 days of hospitalisation (p<0.001) [Table/Fig-4].

Length of hospital stay ERAS protocol | Traditional protocol p-value
3 days 35 (33.65%) 0 (0%)
4 days 33 (31.73%) 0 (0%)
5 days 36 (34.62%) 0 (0%)
7 days 0 (0%) 24 (23.08%)
<0.001
8 days 0 (0%) 19 (18.27%)
9 days 0 (0%) 28 (26.92%)
10 days 0 (0%) 33 (31.73%)
Total 104 (100%) 104 (100%)

[Table/Fig-4]: Length of hospital stay in ERAS and traditional protocol groups.

Note: p-values were calculated using the Chi-square test for comparison of categorical variables
between groups.

DISCUSSION

In the present study, baseline demographic and clinical
characteristics were comparable between the ERAS and traditional
groups, ensuring internal validity for outcome comparisons. Similar
to our cohort, previous LSCS emerged as the leading indication; a
tertiary hospital-based study in Eastern India (2017-2018) reported
previous LSCS as the primary indication in 29.96% of Caesareans,
followed by labor arrest (13.94%) and cephalopelvic disproportion
(11.84%) [23].

Postoperative ileus was observed exclusively in the traditional
care group (2.88%), with no cases reported in the ERAS cohort.
Although the difference was not statistically significant, the absence
of ileus in the ERAS group suggests a favourable impact of early
oral intake and mobilisation on gastrointestinal recovery. Thiele RH
et al., demonstrated that standardised ERAS pathways significantly
reduced gastrointestinal complications such as ileus through early
ambulation, multimodal analgesia, and early enteral nutrition [24].

Patients managed under the ERAS protocol experienced notably
better pain relief, with most reporting moderate pain levels (VAS
score of 6). Similar findings were described by Wilson RD et al.,
(2018), who observed that incorporating multimodal analgesia within
the ERAS framework substantially reduced postoperative pain and
enhanced maternal satisfaction [18].

The most striking difference between the groups was seen in
postoperative opioid consumption. None of the patients in the
ERAS group required opioid analgesics, while a substantial 86.54%
of patients in the traditional group did, highlighting a significant
reduction in opioid reliance under the ERAS protocol. This trend
was further supported by Lester SA et al., (2020) and Langnas EM
etal., (2021) [25,26].

Lester SA et al., analysed 541 caesarean deliveries and found that
introducing an ERAS program reduced mean inpatient opioid use
from 104.3 mg to 60.3 mg of Oral Morphine Equivalents (OME) (a
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42% decrease; p<0.001). Additionally, opioid use within 24 hours
post discharge dropped from 74.6% to 41.1% (also p<0.001), while
average pain scores remained low (1.9 vs. 1.6) [25]. Langnas EM et
al., (2021) conducted an interrupted time series on 1,473 caesarean
cases and reported a decrease in discharge opioid prescriptions from
95.4% pre ERAS t0 80.7% post ERAS. Moreover, there was a monthly
reduction of 0.48 OME in discharge prescriptions (p<0.01) [26]. This
aligns with the findings of MacGregor CA et al., who reported a drop
in median postoperative opioid use from 140 mg to O mg Morphine
Miligram Equivalents (MME) following ERAS implementation
(p<0.001), along with a reduction in hospital stay from 4.02 to 2.37
days [29]. Similarly, Sutton CD and Carvalho B (2017) highlighted
that the use of scheduled non opioid analgesia (acetaminophen and
NSAIDs) alongside neuraxial morphine not only provides effective
pain relief but also reduces opioid-related side effects, facilitates
early ambulation, and improves maternal satisfaction [30]. These
statistically supported outcomes are consistent with our results,
reinforcing the efficacy of ERAS protocols in enhancing recovery and
minimising opioid use after caesarean section.

The length of hospital stay was notably shorter in the ERAS group,
with all patients discharged within five days. In contrast, none of
the patients in the traditional group were discharged before seven
days, and one-third required a 10-day stay. Similarly, Wrench IJ et
al., (2015) reported that following ERAS implementation, 85% of
caesarean patients were discharged on postoperative day one,
compared to 0% pre ERAS, with no increase in readmission or
complication rates [31].

Given these favourable outcomes and the growing body of literature
supporting ERAS in obstetric practice, the necessity of this study was
to validate the protocol’s utility within the Indian healthcare system,
especially in tertiary settings with diverse patient populations. The results
confirm that adopting ERAS protocols for CSs can yield measurable
benefits, justifying broader implementation as a standard of care.

Limitation(s)

This single-center pilot study had a limited sample size, which may
restrict the generalisability of the findings. Participant blinding was
not feasible, introducing potential bias. Long-term outcomes such
as maternal satisfaction and neonatal health were not assessed.
Additionally, biochemical and patient reported recovery markers
were not included, warranting further research through larger
multicentric trials.

CONCLUSION(S)

Implementation of the ERAS protocol in elective caesarean sections
significantly improved key perioperative outcomes compared to
traditional care. The results of this study reinforce the feasibility and
clinical relevance of ERAS in a tertiary care setting and support its
broader implementation in routine obstetric care.

REFERENCES

[1] Ganeriwal SA, Ryan GA, Purandare NC, Purandare CN. Examining the role
and relevance of the critical analysis and comparison of caesarean section
rates in a changing world. Taiwanese Journal of Obstetrics and Gynecology.
2021;60(1):20-23.

[2] Asiyanbola O, Ohaeri B, Ojo 0. Caesarean section: A delivery option and a life-
saving method of delivery among pregnant women. Commonwealth Journal of
Academic Research (CJAR.EU). 2022;3(12):1-11.

[3] Hedwige SL. Cesarean delivery. Medscape. Dec 14, 2018; Available from: https://
emedicine.medscape.com/article/263424-overview(open in a new window).

[4] International Institute for Population Sciences (IIPS). National Family Health
Survey (NFHS-5), 2019-21: India. National Family Health Survey, India. 2021.
URL: http://rchiips.org/nfhs/ [accessed 2023-01-24].

[5] Mahadik K. Rising caesarean rates: Are primary sections overused? The Journal
of Obstetrics and Gynecology of India. 2019;69(6):483-89.

[6] Vuong AD, Pham TH, Bui VH, Nguyen XT, Trinh NB, Nguyen YO, et al.
Successfully conservative management of the uterus in acute pulmonary
embolism during caesarean section for placenta previa: A case report from Tu
Du Hospital, Vietnam and literature review. International Journal of Emergency
Medicine. 2024;17(1):14.



Aishwarya Beedkar et al., Role of ERAS Protocol Implementation for Elective Caesarean Delivery

[71

(8l

[01

(o]

1l

n2]

3]

[14]

[18]

[e]

17

(el

[l

Simdes J, Stilwell G, Simdes J, Stilwell G. Caesarean section. calving
management and newborn calf care: An interactive textbook for cattle medicine
and obstetrics. 2021:181-208.

Roy N, Mishra PK, Mishra VK, Chattu VK, Varandani S, Batham SK. Changing
scenario of C-section delivery in India: Understanding the maternal health
concern and its associated predictors. Journal of Family Medicine and Primary
Care. 2021;10(11):4182-88.

Quinlan JD, Murphy NJ. Caesarean delivery: Counseling issues and complication
management. Am Fam Physician. 2015;91(3):178-84.

Li J-X. Pain and depression comorbidity: A preclinical perspective. Behav Brain
Res. 2015;276:92-98.

Ljungqvist O, de Boer HD, Balfour A, Fawcett WJ, Lobo DN, Nelson G, et al.
Opportunities and challenges for the next phase of enhanced recovery after
surgery: A review. JAMA Surgery. 2021;156(8):775-84.

Schwenk W. Optimized perioperative management (fast-track, ERAS) to
enhance postoperative recovery in elective colorectal surgery. GMS Hyg Infect
Control. 2022;17:Doc10. doi: 10.3205/dgkh000413. PMID: 35909653; PMCID:
PMC9284431.

Mithany RH, Daniel N, Shahid MH, Aslam S, Abdelmaseeh M, Gerges F, et al.
Revolutionizing surgical care: The power of enhanced recovery after surgery
(ERAS). Cureus. 2023;15(11):e48795.

Yang YJ, Huang X, Gao XN, Xia B, Gao JB, Wang C, et al. An optimized enhanced
recovery after surgery (ERAS) pathway improved patient care in adolescent
idiopathic scoliosis surgery: A retrospective cohort study. World Neurosurgery.
2021;145:6224-32.

Crettenand F, Martel P, Lucca |, Daneshmand S, Cerantola Y. ERAS for major
urological procedures: Evidence synthesis and recommendations. enhanced
recovery after surgery: A complete guide to optimizing outcomes. 2020:421-31.
Kaye A, Renschler J, Cramer K, Klein K, Granier A, Hart B, et al. The role of clinical
pharmacology in enhanced recovery after surgery protocols: A comprehensive
review. Anaesthesiology Intensive Therapy. 2020;52(2):154-64.

Shinnick JK, Ruhotina M, Has P, Kelly BJ, Brousseau EC, O'Brien J, et al.
Enhanced recovery after surgery for caesarean delivery decreases length of
hospital stay and opioid consumption: A quality improvement initiative. American
Journal of Perinatology. 2021;38(S 01):e215-23.

Wilson RD, Caughey AB, Wood SL, Macones GA, Wrench IJ, Huang J, et al.
Guidelines for antenatal and preoperative care in caesarean delivery: Enhanced
recovery after surgery society recommendations (Part 1). Am J Obstet Gynecol.
2018;219:523e1-523e15.

Caughey AB, Wood SL, Macones GA, et al. Guidelines for intraoperative care in
caesarean delivery: Enhanced recovery after surgery society recommendations
(Part 2). Am J Obstet Gynecol. 2018;219:533-44.

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

[29]

[30]

[31]

www.jcdr.net

Macones GA, Caughey AB, Wood SL, Wrench IJ, Huang J, Norman M, et al.
Guidelines for postoperative care in caesarean delivery: Enhanced Recovery
After Surgery (ERAS) Society recommendations (Part 3). Am J Obstet Gynecol.
2019;221:247e1-247€9.

SOAP. Society of Obstetric Anesthesia and Perinatology (SOAP) Enhanced
Recovery After Caesarean (ERAC) Consensus Statement 2019.

Kleiman AM, Chisholm CA, Dixon AJ, Sariosek BM, Thiele RH, Hedrick TL,
et al. Evaluation of the impact of enhanced recovery after surgery protocol
implementation on maternal outcomes following elective caesarean delivery.
International Journal of Obstetric Anesthesia. 2020;43:39-46.

Das RK, Subudhi KT, Mohanty RK. The rate and indication of caesarean
section in a tertiary care teaching hospital eastern India. Int J Contemp Pediatr.
2018;5(5):1733-39.

Thiele RH, Rea KM, Turrentine FE, Friel CM, Hassinger TE, Goudreau BJ, et
al. Standardization of care: Impact of an enhanced recovery protocol on length
of stay, complications, and direct costs after colorectal surgery. Journal of the
American College of Surgeons. 2015;220(4):430-43.

Lester SA, Kim B, Tubinis MD, Morgan CJ, Powell MF. Impact of an enhanced
recovery program for caesarean delivery on postoperative opioid use. International
Journal of Obstetric Anesthesia. 2020;43:47-55.

Langnas EM, Matthay ZA, Lin A, Harbell MW, Croci R, Rodriguez-Monguio R, et
al. Enhanced recovery after surgery protocol and postoperative opioid prescribing
for caesarean delivery: Aninterrupted time series analysis. Perioperative Medicine.
2021;10:1-2.

Gupta S, Gupta A, Baghel AS, Sharma K, Choudhary S, Choudhary V. Enhanced
recovery after caesarean protocol versus traditional protocol in elective caesarean
section: A prospective observational study. Journal of Obstetric Anaesthesia and
Critical Care. 2022;12(1):28-33.

Saleem SM, Jan SS. Modified Kuppuswamy socioeconomic scale updated for
the year 2019. Indian J Forensic Community Med. 2019;6(1):01-03.

MacGregor CA, Neerhof M, Sperling MJ, Alspach D, Plunkett BA, Choi A, et
al. Post-caesarean opioid use after implementation of enhanced recovery after
surgery protocol. American Journal of Perinatology. 2021;38(07):637-42.

Sutton CD, Carvalho B. Optimal pain management after caesarean delivery.
Anesthesiol Clin. 2017;35:107-24.

Wrench IJ, Allison A, Galimberti A, Radley S, Wilson MJ. Introduction of enhanced
recovery for elective caesarean section enabling next day discharge: A tertiary
centre experience. Int J Obstet Anesth. 2015;24:124-30.

PARTICULARS OF CONTRIBUTORS:
Junior Resident, Department of Obstetrics and Gynaecology, Jawaharlal Nehru Medical College, Datta Meghe Institute of Higher Education and Research, Sawangi

1.

2.

3.

(Meghe), Wardha, Maharashtra, India.

Professor and Head, Department of Obstetrics and Gynaecology, Jawaharlal Nehru Medical College, Datta Meghe Institute of Higher Education and Research,

Sawangi (Meghe), Wardha, Maharashtra, India.

Junior Resident, Department of Obstetrics and Gynaecology, Jawaharlal Nehru Medical College, Datta Meghe Institute of Higher Education and Research, Sawangi

(Meghe), Wardha, Maharashtra, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Aishwarya Beedkar,

Junior Resident, Department of Obstetrics and Gynaecology, Jawaharlal Nehru
Medical College, Datta Meghe Institute of Higher Education and Research,
Sawangi (Meghe), Wardha, Maharashtra, India.

E-mail: ashbeedkar@gmail.com

AUTHOR DECLARATION:

Financial or Other Competing Interests:  None
Was Ethics Committee Approval obtained for this study? Yes
Was informed consent obtained from the subjects involved in the study? Yes

For any images presented appropriate consent has been obtained from the subjects.

PLAGIARISM CHECKING METHODS: WanHetal]

ETYMOLOGY: Author Origin

e Plagiarism X-checker: Jun 09, 2025

* Manual Googling: Jul 12, 2025

EMENDATIONS: 6

e Thenticate Software: Jul 14, 2025 (13%)

No

Date of Submission: Jun 06, 2025

Date of Peer Review: Jun 23, 2025
Date of Acceptance: Jul 16, 2025

Date of Publishing: Oct 01, 2025

Journal of Clinical and Diagnostic Research. 2025 Oct, Vol-19(10): QC01-QC04


http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

