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[bookmark: _GoBack]Background:
In the last decade there is a global tendency for an increase in the percentage of performed elective CS surgeries, in addition to the impact on maternal morbidity and mortality CS involves many risks to the neonate, in the last years there are more and more reports on the impact of CS on neonatal morbidity, especially the respiratory one, which is reflected in more specialized hospital care and prolonged neonatal hospital stay.[1, 2] 
As already known, there is an inverse relationship between birth week and neonatal complications, including respiratory morbidity and mortality[3], in the other hand still there is no enough studies to show if there is a significant difference between children born by elective CS in early term (weeks 37-38+6) and those born by full term (weeks 39-40+6).[4] 


Objectives:	Comment by Author: The target journal requests structured abstracts with only these four headings and a maximum of 150 words. We therefore condensed the first two sections of your abstract and eliminated some excess wording. 

You might want to revise it still further, however, as it is still about 240 words. 
Increasing reports show the impact of cesarean sections on infant morbidity, especially respiratory, which is reflected in more specialized care and prolonged hospital stays.[1,2] There is an inverse relationship between birth week and neonatal complications including respiratory morbidity and mortality,[3] but studies have not yet shown if there is a significant difference between children born by elective cesarean section at early term (weeks 37–38+6) and full term (weeks 39– 40+6).[4] ToThis study compared the immediate and late respiratory morbidity including performing respiratory function test in the two groups of children born by elective cesarean sectionCS  first group children born during gestational weeks 37–-38+6 + 6 versusand the second group born during weeks 39–-40+6.


MethodsStudy Design:
The study was performed in two parts, We conductedthe first part, a retrospective cohort study on , we collected data collected from pediatric cases patients born in the French hospital of Nazareth whose ages at the time of the study were between 5 and -8 years., We thenthe second part included inviteding a randomly selection part of those children and their parents to fill out questionnaires and asked the children to perform a pulmonary function test (spirometry).

Results:
In the first part of the study - aA significant correlation wasis observed between the gestational week of birth and the APGAR score value in the first minute.; In the second part, aA clear correlation also wasis observed between gestational birth week of birth and respiratory function test values at the ages age 5 to -8 years.

Conclusions:
From our results wWe concluded that there is a definite relationship between gestational week of birth and early and late respiratory morbidity. Better values were - which was evident in better values ​​in the 1-minute APGAR score and respiratory function in full- term births compared to early- term births.


Abbreviations	Comment by Author: These sections are not typically included in articles. We recommend deleting these three paragraphs and beginning the Introduction immediately following the abstract.
cCesarean section (CS), FVC (forced vital capacity), FEV1 (forced expiratory volume in one 1 second), FEF (fForced expiratory flow)



What is known
It is known that a premature birth involves many newborn complications, including in that of the respiratory system, especially when talking aboutin the late, very, and extremely preterm infants.

What is new
One of the unique advantages ofin this study is that it tested the late effect of early (37-38+6) elective CS (37–38+6 gestational weeks) in the respiratory function later in life, at 6 to -8 years old, using a spirometry test, which is considered the gold standard method to assess respiratory function iatn this age. This is, something that which hasve not been tested in all any of the studies that we reviewed.


Introduction:
In the plast decade, there is has been a global tendency for toward an increase in the rate of cesarean sections (CS),s despite the increased risk for neonatal respiratory complications when compared with vaginal delivery.; Iin the Netherlands, the percentage of births by CS is 14.3%., Iin the United Kingdom and Canada, it is between 22.8% and -26.8%, andwhile in the United States, the percentage reaches 32.3%. Tand the highest percentage is in Mexico which comes up toat 43.9%.[5, 6] In Israel (the country in which this study was conducted), the percentage of births by CS in 2012 was 20.6% (9.5%-28.7%), a 6% increase compared to the previous year., Tthese figures were reported at an annual meeting of the Israeli society for mother and fetus and relied on data from 26 centers in Israel. [7]	Comment by Author: It is unclear what this number range refers to, if the actual percentage of CS births was simply 20.6%. We recommend either explaining this range or deleting it altogether.	Comment by Author: If this is the full name of a formal organization, it should be capitalized as Israeli Society for Mother and Fetus. However, we cannot find the name of this organization either in Hebrew or English. Please check the proper name.

Cesarean section is indicated for maternal and fetal reasons and is divided into elective and emergency procedures., Mthe maternal indications for Cesarean section include obstetric and maternal complications, such as multiple pregnancy, placenta previa, and history of cardiac disease, while fetal indications include intrauterine growth retardation and nonreassuring fetal status. Elective CS may be indicated in cases of breech presentation and prior history of CS or uterine surgery, due to increased risk of neonatal brain injury, uterine rupture, or other complications.[6] Notably, it can be seen globally that the most common cause of CS hasve been changed from uterine or embryonic to psychosocial factors, defined as "maternal fear of giving birth" or "maternal demand" without the presence of medical reasons., There has also been aand another cause is the decline in the rate of attempted vaginal birth after single cesarean delivery.[8–-11]

The WHO World Health Organization (WHO) published a review about the risks associated with cesarean delivery during the years 2004–-2008 in 24 countries., The conclusion of this review was that CS involves an increase in significant maternal and neonatal risk and recommended that CS should be performed only when there is an expectation of a particular benefit that exceeds the maternal and neonatal risks associated with this the procedure.[12]

There are many contradictory reports in the literature about increasing morbidity and mortality as a result of CS., Tand this is due to different reviews and due to the mixing of elective and emergent CSs together.; In addition, there are more and moreincreasing reports about the effect of CS on neonatal morbidity, primarily in the respiratory system, which is reflected in a prolonged hospital stay after delivery and higher rates of hospital admissions.[1, 2]

It is also known about that there is an inverse relationship between the birth gestational week of birth and newborn complications and morbidity., in which as theThe  baby born closer to full term a baby is born, as the more the chances for complications decreases.[13] and Iit is also important to note that there are also recent reports that newborns born in weeks 37–-38+6 (early term) have higher more developmental disorders and learning difficulties than compared to those born in on weeks 39–-40+6 (full term).[14] 

To reduce the mainly respiratory complications in neonates born byin elective CS, it have been the American College of Obstetrics and Gynecology recommended by the American college of Obstetrics and Gynecology in 2007 to postpone CS until 39 weeks of pregnancy. [4] On the other hand dDespite this recommendation, still there is are not enough evidence in the literature to prove show that there is a significant difference in respiratory complications between infants born births at early term (weeks 37–-38+6) and at those born at full term (weeks 39–-40+6).; In 2009, Tita A et al. found that the rates of adverse respiratory outcomes, mechanical ventilation, newborn sepsis, hypoglycemia, admission to the neonatal intensive care unit,ICU, and hospitalization for 5 days or more were increased by a factor of 1.8 to 4.2 for births at 37 weeks and 1.3 to 2.1 for births at 38 weeks compared to full- term births.[15], Iin a retrospective study in 2012, Nir V et al. compared in retrospective study the differences between these two groups and showed that there are is more greater morbidity in the early- term group compared to full term. [16]	Comment by Author: Would it be more accurate to say that the WHO recommended “to postpone elective CS until 39 weeks,” since many CSs are performed earlier for medical reasons?


Study Ppopulation and Methods: 
Study population:
Our study included children who were born byin elective CS between the years 2003 and -2007 in the French hospital of Nazareth. They which were divided into two groups:, the first group (study group) included children born between in weeks 37–-38+6, aAnd the second group (control group) included children born between at 39–-40+6 weeks.

Methods:
The study was conducted in two parts.:
In the first part, we reviewed the birth files for both groups, collecting relative information including APGAR score, neonatal respiratory complications after delivery, mMother’s age at birth, birth week, gender, pregnancy type (spontaneous or, IVF), birth season, and place of residence. 	Comment by Author: The journal requests that abbreviations are spelled out on first use. 

I recommend revising this as

(spontaneous or in vitro fertilization [IVF])

In the second part, we invited a randomly selected group randomly part of the parents to fill out a questionnaire and have their children to pass a sSpirometry test checking forced vital capacity (FVC), forced expiratory volume in 1 second (FEV1), and forced expiratory flow (FEF)FVC, FEV1, FEV1/FVC.

Llater on, the data were summarized, and we compared the variables between the two groups., A cChi-square test was used to assess categorical variables between groups, and a t -test was applied for continuous variables;, Pp value < 0.05 was considered significant., Statistical analyses were performed using IBM SPSS Sstatistics 22.0 for Windows.

Results:
The results also have been divided into two2 parts., Tthe first part describes the results around following birth, and the second part describes the results at 5 to -8 years of age.
First part:
This part included 118 participants., Tthe information was collected from the files at the French hospital database. , and Tthese participantsis group were divided into two groups, the first group includinged 62 neonates born byin elective CS at early term (37–-38+6 weeks) and the second group includinged 56 neonates born at full term (39–-40+6 weeks).
N=118





                               Group 1                                                             Group 2
	Group 1	Group2	                           Nn=62
Nn=56

Statistical analysis showed a significant difference (P = 0.022) in APGAR 1 between the two groups, which showed that the first subgroup was lower than that of the second subgroup.; In contrast, no statistically significant difference (P = 0.22) was observed between the two groups in the APGAR 5 (Ttable 1)., Rregarding the data of respiratory distress and the need for oxygen support after birth, no statistically significant difference was observed between the two groups according to the chi-square test., Rresults of the correlation tests between the two groups are described in Ttable 4;, in the other hand it is worth noting that 4 four newborns from the first group (early term) needed oxygen support after delivery, but this number was too very small to demonstrate any statistically significant difference.	Comment by Author: Tables are usually numbered sequentially in the order they are first mentioned in the text. In these two paragraphs, Table 1 is described, then Table 4, then Table 3. We recommend renumbering and re-ordering the tables so they appear sequentially where each is first mentioned in the paper.
	
When other data were examined, including the mother’'s age at birth, illness during pregnancy, spontaneous pregnancy versus pregnancy after fertility treatments, etc., no significant difference was found between the two groups (Ttable 3).

Second part:
This part describes the group of children aged 6 to -8 years who performed the breath function test (sSpirometry) administered by an experienced respiratory technician., Aa total of 41 children participated, and we divided them into two groups by week of birth., Group 1 (birth week 37–-38+6) included 24 children, and Group 2 (birth week 39–-40+6) included 17 children.	Comment by Author: Elsewhere, the paper says these children were assessed at ages 5 to 8 years. Should this also be 5 to 8 years? 
N= 41




                              Group 1                                                          Group 2	Comment by Author: The “n” should be lowercase in each of the subgroups, to show that each number is a smaller part of the whole.
                            N=24
N=17

                          

The respiratory function test results demonstrated a statistically significant statistic difference between the two groups, as described in Table 6. in which Tthe children in the first group (early term) demonstrated lower values mainly in these three parameters: FEV1 (P = 0.02), FVC (P = 0.001), and FEF (P =0.035)., Tthe other respiratory function test parameters were not statistically significantly different.

Discussion:
In this study, we examined differences between neonates born in by elective CS ion weeks 37–-38+6 and neonates born in by elective CS ion weeks 39–-40+6., We compared the APGAR values between the two groups following around birth according to data from medical records, and later on we invited the childrenm for to take a respiratory function test and the parents to for filling out questionnaires by their parents.

The first part of the study included 118 newborns, 62 in the first group (37–-38+6) and 56 newborns in the second group (39–-40+6)., Tthe data showed that there was a statistically significant statistic difference in the first- minute APGAR score in favor ofto the second group (those born after week 39).; It also hasve been shown that there is a higher percentage of neonates in the early- term group who that needed oxygen support after delivery. Tand those who suffered from respiratory distress were compared to the second group, but this difference did not reach statistical significance.	Comment by Author: Do you mean that your study also showed this, or is this something other studies have shown?

If this is one of your findings, we recommend revising as follows:

The data also showed that a higher percentage of neonates in the early-term group needed oxygen support after delivery…


In tThe second part of the study which included 41 children ages 6 to -8 years, 24 in the first group (born during gestational weeks 37–-38+6)  and 17 in the second group (born during gestational weeks 39–-40+6)., Iit was evident that respiratory function values, ​​mainly FEV1, FVC, and FEF, were statistically significantly lower among children in the early- term group compared to children in the full- term group., Tthe remaining parameters of respiratory function and other data collected in questionnaires did not show a statistically significant difference.	Comment by Author: Again, for consistency, the ages should either be 6 to 8 years or 5 to 8 years throughout the paper.

By looking at the results of the first part of the research, we can see that the significant difference was mainly in Apgar APGAR minute 1, which is known as a measure for assessing the general status of the fetus in the immediate postpartum period and is a useful screening test for clinically significant birth asphyxia and the risk of later developing later on several neurological and psychiatric disorders, including cerebral palsy and intellectual disability. [17–-19], Tthis important information highlights more the importance to strive for full- term delivery.; Another issue that we examined also looked at in the first part of our study is was the immediate respiratory distress and the need for oxygen support;, in this part of the study, the results analysis was very borderline (P = 0.051) in the first group. Tand to prove this statistically, perhaps we need a larger sample size is needed.

After a broad and wide scan in the literature, we found that this research is the first one to test the late morbidity in respiratory function in accordingance to week of birth in term children., Sand is it known that spirometry is considered the gold standard technique to measure lung function in children ≥6 years old, [20], and this fact is further strengthened by more the results we observed in the second part of our study, which showed a statistically significant difference between the two groups in the FEV1, FVC, and FEF values. The values in favored to group 2 (full term) compared to with group 1 (early term), reflecting a better lung function in the second full- term group., Pperhaps one of the explanations for this result is that the lungs continue to grow even after 38+6 weeks of pregnancy, and the birth at week 39 or later and after results in better maturation of the lungs.[21], Ttherefore, and according to this fact it is recommended to follow the recent guidelines and to schedule elective cesarean sections at week 39 and or laterup.[15, 22].

One  of the limitations of this study is the relatively small number of participants in the second part of our study. Iand it also it was not possible to perform this study with a blinded placebo control group.

In conclusion, it is known that a premature birth involves many newborn complications, both including respiratory and other morbidities., Llooking at the results of our study, we can show that even early- term children born during gestational weeks 37–-38+6 had a higher risk for respiratory morbidity expressed in lower APGAR 1- minute scores, the need for primary resuscitation immediately after birth, and later on, a worset pulmonary function test compared to full- term children.; Accordingly, we recommend that elective CSs be per-formed after 39 weeks’ gestation if there are no compelling medical reasons to perform them earlier. 	Comment by Author: The journal’s guidelines request a Conflict of Interest statement at the conclusion of the paper:

Authors must declare whether or not there are any competing financial interests in relation to the work described. This information must be included at this stage and will be published as part of the paper. Conflict of interest should also be noted on the cover letter and as part of the submission process.

We recommend providing this statement before submitting.


Table 1- APGAR Sscore 
	pP value
	GroupROUP  1
	GroupROUP  2
	

	P=0.022
	8.82±0.64
	9.02±1.34
	APGAR 1	Comment by Author: In scientific tables, it is customary to put the row headings at the left side of the table, so they can be logically read from left to right. 

We recommend aligning the row headings (such as APGAR 1, Mother’s Age, etc.) down the left side of each of your tables.

	P=0.22
	0.65±9.87
	0.134±9.98
	APGAR 5

	P=0.60
	1.4±5.87
	0.64±5.76
	Admission days





Table 2	Comment by Author: Please remember to add titles for tables 2, 3, 4, and 6.	Comment by Author: Table 2 also should be mentioned in the text of the paper.
	pP value
	Group 1
	Group 2
	

	[bookmark: _Hlk25174694]0.358
	30.69±5.99
	29.63±5.7
	Mother’s aAge

	0.167
	37.86±0.54
	39.88±0.9
	Birth wWeek

	0.000
	3104.92±441.9
	3502.45±463.7
	Birth wWeight

	0.175
	2  3.2%
	0  0.0%
	Need for intubation

	0.609
	5.87±1.396
	5.76±0.637
	Admission dDays

	0.027
	8.8226±0.64
	9.0179±0.133
	APGAR  1

	0.222
	9.8710±0.660
	9.9821±0.133
	APGAR  5

	0.051
	4  6.6%
	0  0.0%
	Need for oOxygen 

	0.046
	6  11.3%
	11  27.5%
	Congenital aAnomaly




Table 3 	Comment by Author: This table needs a title.
	
	Group 2
	Group 1
	P value

	Mother’s age at birth
	5.7±29.6
	5.9±30.69
	0.358



	Birth Season
	Group 2
	Group 1
	0.63

	1( (winter)
	18
	22
	

	2( (sSpring)
	15
	11
	

	3 ((sSummer)
	16
	17
	

	4 ((aAutumn)
	14
	2
	



	Newborn SSex
	Group 2
	Group 1
	0.398

	1 ((mMale)
	31
	29
	

	2 ((fFemale)
	25
	32
	



	Spontaneous Ppregnancy/IVF	Comment by Author: Any abbreviations used within a table are typically spelled out in a table note.
	Group 2
	Group 1
	0.835

	1 (sSpontaneous)
	54
	58
	

	2 (IVF)
	1
	3
	




Table 4	Comment by Author: This table needs a title.
	
	Pierson	Comment by Author: Do you perhaps mean Pearson’s Correlation Coefficient? Please review and clarify if necessary.
	P value

	Respiratory dDistress
	1.838
	0.5

	Oxygen nNeed
	3.80
	0.12









Table 5 - Respiratory Function Test Results		Comment by Author: Table 5 should be mentioned in the text of the paper.
	P valuep
	Group 2  2
	Group 1  1
	

	P= 0.02
	1.62±0.53
	1.22±0.24
	FEV1	Comment by Author: We recommend spelling out these three abbreviations in a table note.

	P=0.001
	1.92±0.6
	1.39±0.27
	FVC

	P=0.035
	2.04±0.57
	1.68±0.5
	FEF





Table 6	Comment by Author: This table needs a title. 
	
	
	Group  2
	Group  1
	
P0.067=

	Passive sSmoking
	(Yes) 1 
	11
	9
	

	
	(No) 2
	6
	16
	

	Pets at home
	(Yes) 1 
	3(17.6%)
	2(7.7%)	Comment by Author: The numbers seem to be in right-to-left configuration here, but we recommend adjusting them to the format n(%), as in 2(7.7%).
	P0.39=

	
	(No) 2
	14(82%)
	24 (92%)
	

	Chronic dDisease
	(No) 1
	41(74%)
	39(66%)
	P0.325=


	
	(Yes) 2 
	14(25.5%)
	20(33.9%)
	

	Birth sSeason
	Winter
	18(34%)
	22(42%)
	
P0.631=

	
	Spring
	15(28%)
	11(21.2%)
	

	
	Summer
	16(30.2%)
	17(32.7%)
	

	
	Autumn
	4(7.5%)
	2(3.8%)
	

	Place of residence 
	Urban 
	32(58.2%)
	35(57.4%)
	P0.93=

	
	Not Urban
	23(41.8%)
	26(42.6%)
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