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Abstract 
The aim of the present study was to calculate the overall cesarean section rate, to identify groups of women 
(distributed according to Robson’s Ten Group classification system) that contributed most to the overall 
cesarean section rate and to analyze cesarean section rates . This cross-sectional study was conducted at “The 
Department of Obstetrics and Gynaecology, The study population included a total of 200 women who 
underwent CS in the hospital . All pregnant women with gestational age of more than 28 weeks, delivered 
during the study period were classified according to Robson’s ten-group classification system. Cesarean section 
rate, group size, group cesarean section rate and absolute and relative contribution of each group to caesarian 
section (CS) rate were calculated and analysis was done. 54% cases were of 10 group of Robson’s  
Classification (Singleton, cephalic, ≤36 weeks including previous cesarean section). 19% cases indication was 
Previous Cesarean Section. 17% cases indication s was Fetal Distress. “Robson’s ten group classification 
system” helps us to identify the main groups of subjects who contribute most to the overall CS rate. In present 
study as women with previous cesarean section constitute the most important determinant of overall cesarean 
section rates. We should judiciously make use of vaginal birth after cesarean section but not at the cost of 
maternal or fetal health. 
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Introduction 

There has been an increase in rate of cesarean 
section over last five decades. It has increased from 
a rate of 5% in 1940s and 1950s to 15% in 1970 
and 1980s. However there has been a dramatic 
increase in the cesarean section rate globally, even 
beyond 30% in some areas. As advised by WHO 
guidelines and US Healthy initiative 2000, the 
cesarean section rate should not be beyond 15 
%.[1] However, there was an upward trend of 
cesarean section rate as there were no reliable and 
internationally standardised data enabling a global 
comparison for the indications of cesarean sections. 
The increasing rate of cesarean section is a matter 
of international public health concern as it 
increases the cesarean section related maternal 
morbidity.[2,3,4] Hence arose the need of 
standardization of classification of cesarean section 
through Robson criteria within the healthcare 
facilities as proposed by MS Robson in the year 
2001. The 10 group Robson classification of 
caesarean section has been appreciated by WHO in 
2014 and FIGO in 2016.[5 ]According to WHO, 
Robson classification will aid in optimisation of the 
caesarean section use, assessment of the strategies 

aimed to decrease the cesarean section rate and thus 
improve the clinical practises and quality of care in 
various health care facilities. So, we made an 
attempt to classify the caesarean section based on 
this system to address the cause of rising caesarean 
section in our scenario. The Robson classification 
is for “all women” who deliver at a specific setting 
and not only for the women who deliver by 
cesarean section. It is a complete perinatal 
classification. It provides a framework for 
monitoring and auditing CS rates. It is based on 
four obstetric concepts: category of pregnancy, 
previous obstetric history, course of pregnancy and 
gestational age. On this basis women are 
categorized into ten groups. The classification 
process is mutually exclusive and all inclusive, 
which means that every woman fits into one group 
and one group only [6]. Main strengths of the 
Robson classification are the simplicity of its 
design, the validity of its purpose, its ease of 
implementation and directness of initial 
interpretation [7]. The aim of present study was to 
calculate overall cesarean section rate, to identify 
groups of women (distributed according to 
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Robson’s ten group classification system) 
contributed most to overall cesarean section rate 
and to analyzecesarean section rates within groups 
in our institute. 

Material and Methods 

This cross-sectional study was conducted at “The 
Department of Obstetrics and Gynaecology, The 
study population included a total of 200 women 
who underwent CS in the hospital during the 
specified study period. Written consent was taken 
from all the study participants. Women having 
laparotomy for uterine rupture or those with 
missing records were excluded. For all the women 

enrolled, maternal history, bio-data, 
symptomatology, clinical examination, 
management outcomes, pregnancy-related 
information (gestational age, fetal presentation, 
number of fetus and onset of labour) and maternal 
and fetal outcomes at discharge (complications, 
APGAR score at five minutes, birth weight) were 
recorded. The dependent variable was Robson 
classification group. All the study information was 
noted on a predesigned proforma. All completed 
data was entered in SPSS version 26.0 for analysis. 
Descriptive statistics of study participants and 
variables were calculated. Table 1 shows Robson’s 
classification of cesarean section. 

Table 1: Robson’s classification of cesarean section. 
Groups Clinical characteristics 
1 Nulliparous, singleton, cephalic, ≥37 weeks, spontaneous labor 
2 Nulliparous, singleton, cephalic, ≥37 weeks, induced labor or cesarean section before labor 
3 Multiparous without previous cesarean section, singleton, cephalic, ≥37 weeks, spontaneous labor 
4 Multiparous without previous cesarean section, singleton, cephalic, ≥37 weeks, induced labor or 

caesarean section before labor 
5 Multiparous with prior cesarean section, singleton, cephalic, ≥37 weeks 
6 All nulliparous breeches 
7 All multiparous breeches (including previous cesarean section) 
8 All multiple pregnancies (including previous cesarean section) 
9 All pregnancies with transverse or oblique lie (including those previous cesarean section) 
10 Singleton, cephalic, ≤36 weeks (including previous cesarean section) 

Results 

Table 2 : Distribution of Cesarean Section cases in terms of Robson’s 10-Groups Classification 
Robson’s 10-Groups Classification Caesarean Section cases 

number = 200 
(%) Contribution made by  each 
group to overall CS 

1 22 11 % 
2 12 06 % 
3 11 5.5 % 
4 04 02 % 
5 28 14 % 
6 05 2.5 % 
7 06 03 % 
8 02 01 % 
9 02 01 % 
10 108 54 % 

 

Table 2 shows  Distribution of Cesarean Section cases in terms of Robson’s 10-Groups Classification 
54% cases were of 10 group of Robson’s  Classification (Singleton, cephalic, ≤36 weeks including previous 
cesarean section) 

Table 3: Indications leading to Cesarean Section in the Present Study (n=200) 
Indications Caesarean Section casesnumber = 200 Percentage  
Previous Cesarean Section 38 19 % 
Fetal Distress 34 17 % 
Hypertensive Disorders of Pregnancy 14 07 % 
Failed Induction of Labour 16 08 % 
Cephalopelvic Disproportion 14 07 % 
Maternal Requests 12 06 % 
Contracted Pelvis 10 05 % 
Breech 16 08 % 
Abruption 18 09 % 
Placenta Previa 16 08 % 
Others 12 06 % 
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Table-3 shows Indications leading to Cesarean 
Section in the Present Study . 19% cases indication 
was Previous Cesarean Section. 17% cases 
indication s was Fetal Distress.  

Discussion  

World health organization has endorsed CS rate < 
15% to balance the risk and benefits of CS. Rising 
trends in CS rates are feared to implicate lower 
threshold of labour pains, lesser levels of expertise 
adopting instrumental deliveries, malpractices, 
labour induction without indications as well as 
maternal requests.[8-12] It is very important to 
keep evaluating CS rates over a period of time and 
compare it with past data to mark the possible areas 
of improvement with an aim to lower overall CS 
rates.[13,14].In our study 54% cases were of 10 
group of Robson’s  Classification (Singleton, 
cephalic, ≤36 weeks including previous cesarean 
section). Table-3 shows Indications leading to 
Cesarean Section in the Present Study . 19% cases 
indication was Previous Caesarean Section. 17% 
cases indication s was Fetal Distress. Vogel et al 
analysed the contributions of specific groups 
through Robson’s 10 group classification system in 
2 WHO multi- country surveys and concluded the 
proportion of women with previous caesarean 
section has increased along with the caesarean 
section rate in these women as we see in present 
study. [15] Similarly, the use of induction and pre- 
labour caesarean caesarean section and caesarean 
section after induction in multiparous has also 
increased according to them. Hence, the need of the 
hour is to firstly limit induction of labour. It should 
be strictly evidence based. Secondly, we should 
critically evaluate on daily basis the indication of 
primary caesarean section. This will not only 
decrease the caesarean section in nulliparous but 
will also eventually decrease caesarean section in 
multiparous with previous caesarean section. The 
hospital where this study was conducted was a 
tertiary care centre where there is large number of 
referred high risk cases. There is an increase in 
trend of cesarean section on maternal request. 
However, we need to reduce the number of 
caesarean sections in primiparas and make 
judicious use of vaginal birth after caesarean 
deliveries but not at the cost of health of mother 
and baby. ACOG recently recommended clinical 
guidelines to restrict the number of cesarean 
deliveries which are nonmedically indicated and 
induction of labour before 39 weeks of 
gestation.[16 ]Efforts to reduce such births should 
include awareness to public, reducing unindicated 
induction before 39 weeks certain changes and 
standardization in the departmental policies. 
Increasingly sedentary lifestyle and poor tolerance 
to pain are adding to CSMR ratio. 

 

Conclusion  

“Robson’s ten group classification system” helps us 
to identify the main groups of subjects who 
contribute most to the overall CS rate. In present 
study as women with previous cesarean section 
constitute the most important determinant of 
overall cesarean section rates, evidence based labor 
management protocols and labor induction 
protocols should be strictly followed by obstetric 
units to optimize cesarean section rates among 
nullipara 
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