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INTRODUCTION 

Caesarean section (CS) is one of the most common 

surgeries a woman would undergo in her life.  The first 

caesarean was documented in 1020 AD. Since then, this 

procedure has evolved tremendously.
[1]

 There is an upward 

trend seen in the rate of caesarean sections in the past 

few decades. The caesarean delivery rate in India was 5% in 

1970
[2]

, 16.4%.
[3] 

in the year 2013-14 and 18% in the year 

2015-16 by National Family Health Survey. The average 

CS rate in Asian countries is 27.3% whereas it is 31.1 % 

in USA.
[4] 

 

This increasing rate of caesarean sections is a matter of 

major public health concern as it increases the caesarean 

section related maternal morbidity.
[5] 

According to the 

WHO guidelines and the US Healthy initiative 2000, the 

rate of caesarean sections should not exceed 15%. 

Hence, Robson criteria (Ten group classification system- 

TGCS), proposed by Dr Michel Robson, National 

Maternity Hospital, Dublin in 2001 was appreciated and 

adopted by WHO in 2014 and by FIGO in 2016.
[6] 

This 

system classifies women into 10 groups based on their 

obstetric characteristics (parity, previous CS, gestational 

age, onset of labor, fetal presentation and number of 

fetuses). 

 

The classification system is clinically relevant, 

reproducible and a prospective instrument for evaluating, 

monitoring and comparing CS rates globally.
[7]

 Since 

2001, many countries have incorporated this in their 

routine clinical practice to monitor CS rate and to 

evaluate the impact of changes in the management that 

may alter it.
[11]

 

 

The objective of this study is to. 

1. Classify caesarean sections according to their cause, 

2. Identify the group with raising caesarean section. 

 

Table no: 01; Robson’s classification of caesarean 

section
[6]

 

1. Nulliparous, singleton, cephalic, 37 weeks in 

spontaneous labor. 

2. Nulliparous, singleton, cephalic, 37 weeks, 

induced or CS before labor. 

3. Multiparous (excluding previous CS), singleton, 

cephalic, 37 weeks in spontaneous labor. 

4. Multiparous (excluding previous CS), singleton, 

cephalic, 37 weeks, induced or CS before labor. 

5. Multiparous with previous CS, singleton, cephalic, 

37 weeks. 

6. All nulliparous breeches. 

7. All multiparous breeches (including previous CS). 

8. All multiple pregnancies (including previous CS). 

9. All abnormal lies (including previous CS). 

10. All singleton cephalic, 36 weeks (including 

previous CS). 

 

METHODS 
This is a retrospective study conducted in a government 

medical college in Maharashtra, during March and April 

2020. 
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ABSTRACT 

Background: The increase in rate of caesarean section is a matter of public health concern. Hence, Robson’s 

criteria was appreciated and adopted by WHO in 2001. The objective of this study is to classify cesarean sections 

according to this classification and find audit the raising rate. Methods: This is a retrospective study conducted in a 

study period March to April 2020. The record is classified in the Robson groups. Results: The maximum number 

of caesarean sections is seen in group 5- 15.03%, followed by group 2- 10.13%. Group 3 and group 10 contribute 

0.03% to the classification, group 4 and 9 contribute 0.69%. Group 6 and 7 contribute 1.74% each and group 1- 

4.89%. Conclusion:  By decreasing the CS rate in nulliparous the rate of CS in multiparous with previous CS can 

be decreased to a significant rate. Judicious use of induction of labor in day-to-day practice can reduce the CS rates 

in nulliparous. 
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Exclusion criteria: vaginal and instrumental vaginally 

delivered patients were excluded. 

 

Inclusion criteria:  All patients who delivered by 

caesarean section were included irrespective of their risk 

factors and medical comorbidities. 

 

RESULTS 

The total number of deliveries in our hospital in the 

study period is 286. Of these, 184 were normal vaginal 

deliveries and 102 were caesarean sections. The 

percentage of caesarean section in our hospital was 

found to be 35.66. 

 

The maximum number of caesarean sections is seen in 

group 5- 15.03% (multiparous with previous CS, 

singleton, cephalic, >37 weeks), followed by group 2- 

10.13% (nulliparous, singleton, cephalic, >37 weeks, 

induced or CS before labor). Group 3 and group 10 

contribute 0.03% to the classification, group 4 and 9 

contribute 0.69%. Group 6 and 7 contribute 1.74% each 

and group 1- 4.89%. 

 

Table 02: Caesarean section rate and their contribution in each group. 

Robson's 

criteria 

number of 

caesarean 

sections 

number of 

vaginal 

deliveries 

total no of 

deliveries 

contribution of 

each group to 

overall CS rate 

1 14 22 36 4.89 

2 29 47 76 10.13 

3 1 26 27 0.03 

4 2 54 56 0.69 

5 43 16 59 15.03 

6 5 1 6 1.74 

7 5 2 7 1.74 

8 0 4 4 0 

9 2 0 2 0.69 

10 1 12 13 0.03 

total : 102 184 286 
 

 

Of the group 1 patients, 14 women, who were in active 

labor, ended up in CS mostly due to fetal distress. 20 

patients who had induction of labor landed up in CS due 

to obstetrical indications. 9 patients were taken to CS 

directly on admission due to direct indication for CS. In 

the group 2, one patient who was 3
rd

 gravida (previous 

vaginal delivery) underwent CS indication being 

obstructed labor. 2 patients of placenta previa and one 

patient with anhydromnios (all 3 being multiparous with 

previous vaginal delivery) underwent CS. 10 patients 

with previous 2 CS underwent CS without trial of labor. 

One elective CS on maternal request was carried out. 16 

patients who had a trial of labor ended up in CS due to 

obstetrical reasons. 5 nulliparous patients with fetus in 

breech presentation and 5 multiparous with breech 

presentation had CS done. One patient of 3
rd

 gravida 

underwent CS for transverse lie and one primigravida 

had to undergo CS for hand prolapse. One patient who 

was primigravida with precious pregnancy had abruptio-

placenta at 33 weeks, hence was posted for CS. 

 

DISCUSSION 

Robson’s classification system is highly in use nowadays 

due to its ease and simplicity. Because of the ease of 

implementation and interpretation, this system is used as 

an important tool in the clinical and administrative 

management in maternity wings of most of the hospitals. 

 

The caesarean section rate in our hospital is found to be 

35.66% which is lower than that seen in the study by 

Kant A et al (53.86%)
[12]

, but comparable to the rate in 

the study by Gomathy E et al (30.84%).
[13]

 This higher 

rate in our hospital can be substantiated by saying that, 

ours is a tertiary hospital, where referrals to our hospitals 

are high, mostly from primary health care centres where 

the provision for CS isn’t available and facility of 

transfusion is low. 

 

Our study showed the highest CS rate in group 5 of 

Robson’s classification (i.e. patients with previous CS, 

term, singleton, and cephalic presentation) which is 

similar to the results seen in the studies by Gomathy and 

Sara Vargas.
[14]

 This depicts the strong need to evaluate 

the need for CS in nulliparous. We also found that most 

of these patients had undergone induction of labor, later 

being posted for CS for obstetrical indication. Hence, a 

decrease in the CS rate in nulliparous will eventually 

decrease the rate in multiparous with previous CS. 

Vaginal birth after CS (VBAC) should be used 

cautiously in this group of patients after valid consent 

from the patient, but not at the cost of maternal and fetal 

safety. 

 

Our next higher contribution was found in group 2 (i.e. 

nulliparous with induced labor or CS before labor). The 

maximum among these is those who had induced labor. 

This shows the necessity to limit induction of labor and 

should be only evidence-based. ACOG recommends 

clinical guidelines to restrict the CS in non-medically 

indicated and induction of labor before 39 weeks of 

gestation.
[15]

 Only one patient had her elective CS on 

request which is a very small figure compared to many 

other studies. CS on maternal request is becoming a 

trend in recent days may be due to apprehension towards 
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pain, higher socioeconomic status, higher education 

qualification and increased sedentary lifestyle. CS should 

be reserved as emergency surgery for the needed 

patients. 

 

Breech deliveries in nulliparous are hardly seen these 

days as they undergo CS before spontaneous onset of 

labor. Increased use of versions and by experienced 

hands vaginal birth of breech deliveries can be made 

possible, hence reducing the rate of CS in these patients. 

 

CONCLUSION 

By decreasing the CS rate in nulliparous the rate of CS in 

multiparous with previous CS can be decreased to a 

significant rate. Judicious use of induction of labor in 

day-to-day practice can reduce the CS rates in 

nulliparous. Timely education and counselling to the 

patients and their families can reduce the need for 

induction of labor on maternal request. 

 

The simplicity and flexibility of the classification make it 

easy for clinicians to use it on regular basis. This 

classification is clinically relevant and helps in 

classifying patients prospectively, making 

implementation and evaluation of the necessary 

intervention to the target groups possible. 
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