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ABSTRACT: 

Objectives: To find out the cesarean section rate after categorizing the patient according to Robson criteria in 

tertiary care hospital in different categories in view of increased cesarean section rate in past decade. 
Methods: it was a retrospective observational study conducted in a tertiary care hospital Hayatabad medical 

complex Peshawar from 2016 till 2018.in this study all cases delivered by cesarean section during the period of 
three years were recorded and classified according to Robson’s10 group classification system. The main 
objective was to find out that which group has contributed most to the cesarean deliveries. 
Results: The total number of deliveries over this period in the hospital was 3051 out of which cesarean sections 

were 766, which makes the rate of cesarean section 25%.  
Group 1and group 2 contributed almost 10 %, while group 7and 8 contributed 5%, and group 3 and group10 
contributed 9% and 8% respectively. Highest contribution is made by group5 which is 22% followed by group 4 
which is almost 18%. Least contributors were group 6 and 9, which is 4%. 
Conclusion: according to this study group 5 contributed the highest number, which is the group of multiparous 

women with previous 1 uterine scar. It means that indication for the first ever caesarian section should be 
critically reviewed and must be discussed with senior experienced obstetrician to decrease the number of women 
in-groups 5.  
Patient should be encouraged for vaginal delivery after caesarian section and indications for caesarian section 
should be audited regularly to decrease the number of overall caesarian sections. 
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Introduction: 

Caesarian section rates have increased 
tremendously over the past few decades, and it is 
really a matter of great concern because with 
increased cesarean section rate not only led to 
increased   maternal morbidity but will also increase 
the complications without any benefit to the and 
mother or baby1, 2. 
Cesarean section rate has increased from 5% in 
1940s and in1950s to 15% in 1970 and in 1980s. 
However there has been dramatic increase in 
cesarean section rate globally even beyond 30% in 
some areas. However according to WHO it should 
not go beyond 15%3. 
 Three main issues need to be addressed in 
answering the question how that how we can 
reduce the caesarean section rate? We need a 
justification to reduce the cesarean section rate 
acceptability to women of reducing caesarian 
section rate and safe implementation of reducing 
caesarian section rate4. 
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Any reduction in the cesarean section rate is only 
possible if we collect all the information and 
accurate data without any bias and monitor the 
outcome for all types of childbirth5. 
 
Information, which is required for interpretation of 
data, is caesarean section rate, outcome of the 
section maternal mortality and perinatal morbidity 
and maternal satisfaction.  WHO issued a 
consensus statement in 1985 suggesting that there 
were no additional health benefits associated with 
caesarean section rate above 10 -15%6,7.  
In 2014 the world health statement on robson 
classification 
“WHO proposes the robson classification system as 
a global standard for assessing monitoring and 
comparing caesarean section rates within health 
care facilities over time and between facilities”. 8,9,10 

11 
WHO statement on Caesarean section rate   
Every effort should be made to provide caesarean 
sections to women in need, rather than striving to 
achieve a specific rate. 
Identify and analyze the groups of women, which 
contribute most and least to overall caesarean 
section rates 
Compare practice in these groups of women with 
other units who have more desirable results and 
consider changes in practice 
Assess the effectiveness of strategies or 
interventions targeted at optimizing the use of 
caesarean section 
Assess the quality of care and in 2015, WHO 
proposed the use of the Robson classification (also 
known as the 10-group classification) as a global 
standard for assessing, monitoring and comparing 
caesarean section rates both within healthcare 
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facilities and between them. The system classifies 
all women into one of 10 categories that are 
mutually exclusive and, as a set, totally 
comprehensive. The categories are based on 5 
basic obstetric characteristics that are routinely 
collected in all maternities (parity, number of 
fetuses, previous caesarean section, onset of 
labour, gestational age, and fetal presentation). 
Methodology: 

This study was carried out retrospectively over a 
period of 2 years from January 2016 to January 
2018 in the department of obstetrics and 
gynaecology in Hayatabad medical complex. All 
data collected and then all women who were 
admitted in labor room for delivery were included 
and classified in one of the ten groups of Robson 
group classification system.  

Only women who delivered normally or instrumental 
vaginal delivery were excluded at term or preterm. 
Data was analyzed by using simple measures like 
percentage and proportion. 
  

Results:  

The total number of deliveries over this period in the 
hospital was 3051 out of which cesarean sections 

were 766, which makes the rate of cesarean 
section 25%. 
When analyzing data the maximum contribution 
was done by group 5  (multiparous with prior 
caesarean section, singleton, cephalic, >/=37 
weeks) almost 22.19%. 
                                        
Followed by group 4(multiparous without previous 
caesarean section, singleton, cephalic, >/=37weeks 
induced labor or caesarean section before labor) 
almost 18%. 
 
If we look at the trend in these two years group 1 
and 2 follows the group 4 and 5 with a cesarean 
section rate of 10.70% in both groups respectively.  
 
 Cesarean section rate in-group 3 (multiparous 
without previous cesarean section, singleton, 
cephalic, >/=37weeks, spontaneous labour) is 9.3% 
followed by group 10 (singleton, cephalic, </=36 
weeks (including previous cesarean section) is 
8.35%. 
 
 Group 7 and 8 contributes 5.7 % and 5.22% 
respectively.  
Group 6 and 9 contributed least to the whole 
number of cesarean sections that is 4.96%and 
4.56% respectively 

 

 
Table: 1 

 

S no 
 

The 10 groups of the Robson classification 

Group 1 
  

Nulliparous woman with a single cephalic pregnancy, >/=37 weeks gestation in spontaneous labour 

Group2 
 

Nulliparous woman with a single cephalic pregnancy, >/=37 weeks gestation who either had labour induced 
or were delivered by caesarean section before labour 

Group 3 
 

Multiparous women without a previous uterine scar with a single cephalic pregnancy, >/=37 weeks gestation 
in spontaneous labour 

Group 4 
Multiparous women without a previous uterine scar with a single cephalic pregnancy, >/=37 weeks gestation 
who either had labour induced or were delivered by caesarean section before labour 

Group 5 
All multiparous women with at least one previous uterine scar, with a single cephalic pregnancy, >/=37weeks 
gestation 

Group 6 All nulliparous women with a single breech pregnancy 

Group 7 All multiparous women with a single breech pregnancy, including women with a previous uterine scar 

Group 8 All women with multiple pregnancies, including woman with a previous uterine scar 

Group 9 
All women with a single pregnancy with a transverse or oblique lie, including women with previous uterine 
scars 

Group 10 
All women with a single cephalic pregnancy < 37 weeks gestation, including women with previous uterine 
scar 

 
 

Table 2: Different variables 
 

 
Parity 

 

 Nulliparous 

 Multipara 

 
Previous scar 

 

 Yes (one or more) 

 No 

 
Number of fetuses 

 

 Singleton 

 Multiple 
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Onset of labour 

 

 Spontaneous 

 Induced 

 No labour (pre labour CS) 

 
Gestational age 
 

 

 Preterm (less than 37 weeks) 

 Term (37weeks) 

 
Fetal lie and presentation 

 

 Cephalic presentation 

 Breech presentation 

 Transverse lie 

 
 

Table 3: Cesarean section rate and contribution by each group 
 

 
 

Discussion: 

 

In 2015, WHO proposed the use of the Robson 
classification (also known as the 10-group 
classification) as a global standard for assessing, 
monitoring and comparing caesarean section rates 
both within healthcare facilities and between them12, 

13,14. 

 The system classifies all women into one of 10 
categories that are mutually exclusive and, as a set, 
totally comprehensive (table 1). The categories are 
based on 5 basic obstetric characteristics that are 
routinely collected in all maternities (parity, number 
of fetuses, previous caesarean section, onset of 
labour, gestational age, and fetal presentation) 
(table 2). 

As we observed in the present study that rate of 
cesarean section in our hospital is 25% that is quite 
higher than what has been considered by WHO 
15%. There was a gradual increase in cesarean 
section rate in Pakistan over the last 2 decade  

 The average cesarean section rate in Asian 
countries is 27.3% was much lower when compared 
with USA 31.1%. 

Vogel et al analyzed the contribution of specific 
groups through robson classification system in 2 
WHO multi country surveys and concluded that the 

the proportion of women with previous caesarean 
section has increased along with the caesarean 
section rate in these women as we see in the 
present study as well15.  

Another study by Stavrou EP, et al analyzed that 
from 1998 to 2008 the CS rate in NSW increased 
from 19.1 to 29.5 per 100 births. There was a 
significant average annual increase in primary 4.3% 
(95%CI 3.0-5.7%) and repeat 4.8% (95% CI 3.9-
5.7%) CS rates from 1998 to 2008. After adjusting 
for maternal and pregnancy factors, the increase in 
CS delivery over time was maintained. When 
examining CS rates classified according to the 10-
group classification, the greatest contributors to the 
overall CS rate and the largest annual increases 
occurred among Nullipara at term having elective 
CS and multipara having elective repeat CS16, 17,18. 
  
In our study the results are comparable to this study 
as major contribution is done by group 5which is 
almost 22% (All multiparous women with at least 
one previous uterine scar, with a single cephalic 
pregnancy, >/=37weeks gestation). 
It means that if the indications for primary section 
are not absolute like contracted pelvis, primi breach, 
or major placenta previa (type 3or 4) should be 
carefully analyzed and assessed.19, 20,21,22 

Patients should be counseled for vaginal delivery 
and reassured that they can deliver virginally after 
previous scar.  

Robson’s 
Criteria 
 

Total no of 
deliveries in 
each group 

Total no of    
Cesarean in  
each group 

Relative size of 
the group (%) 

Cesarean section 
rate % 

Contribution made 
by each group to 
total cesarean 
section rate % 

Group 1 
 

616 82 20.19 13.31% 10.70 % 

Group 2 147 82 4.81 55.7% 10.70% 

Group 3 1162 70 38.08 6.02% 9.13% 

Group 4 219 141 7.17 64.38% 18.40% 

Group 5 256  170  8.39 66.4% 22.19% 

Group 6 67 38 2.19 56.7% 
 

4.96% 

Group 7 73 44 2.39 60.27% 5.74% 

Group 8 141 40 4.62 28.36% 5.22% 

Group 9 129 35 4.22 27.13% 4.56% 

Group 10  241 64 7.89 26.55% 8.35% 



KJMS April – June 2021, Volume 14, No. 2  91   

 After group 5 major contribution to the over all 
caesarian section rate is group 4 which is almost 
18% in multiparous women without a previous 
uterine scar with a single cephalic pregnancy, >/=37 
weeks gestation who either had labour induced or 
were delivered by caesarean section before labour. 
So this is need of time that injudicious use of 
inductions should be controlled and it should be 
strictly according to the standard protocol and 
guidelines. This will not only reduce the number of 
sections in nulliparous women but also decrease 
the sections in multiparous women with previous 
sections23, 24. 
 Another trend which has increased tremendously 
over past few decade is maternal own request 
without ant medical indication for caesarian section 
as mentioned by Efty P Stavrou, etal that the 
increase may be related to differences in clinical 
decision making or maternal request25, 26.  
Future efforts to reduce the overall CS rate should 
be focused on reducing the primary CS rate. 
 

Conclusion: 

According to our analysis, which is comparable to 
all the other studies internationally available this, is 
the need of time to make the standardization of 
primary caesarian section indications and critically 
analyze the induction to decrease the overall 
caesarian sections. Women should be counseled 
and explained the benefits of vaginal delivery to 
decrease the tocophobia and number of sections 
done for maternal request and for non-medical 
indications.  
 

References: 

1. Betrán AP, Ye J, Moller AB, Zhang J, 
Gulmezoglu AM, Torloni MR. The 
increasing trend in caesarean section 
rates: Global, regional and national 
estimates: 1990-2014. PLoS ONE. 2016; 
11(2): e0148343.  

2. McCarthy FP, Rigg L, Cady L, and 
Cullinane F: A new way of looking at 
caesarean section births. Aust NZ J 
Obstet Gynaecol. 2007, 47: 316-320.  

3. WHO Statement on Caesarean Section 
Rates. Geneva: World Health 
Organization; 2015 (WHO/RHR/15.02).  

4. Betrán AP, Torloni MR, Zhang J, Ye J, 
Mikolajczyk R, Deneux- Tharaux C, et al. 
What is the optimal rate of caesarean 
section at population level? A systematic 
review of ecologic studies. Reproductive 
Health. 2015; 12: 57.  

5. Lumbiganon P, Laopaiboon M, 
Gulmezoglu AM, Souza JP, 
Taneepanichskul S, Ruyan P, et al. 
Method of delivery and pregnancy 
outcomes in Asia: the WHO global survey 
on maternal and perinatal health 2007-08. 
Lancet. 2010; 375: 490-9.  

6. Souza JP, Gulmezoglu A, Lumbiganon P, 
Laopaiboon M, Carroli G, Fawole B, et al. 
Caesarean section without medical 
indications is associated with an 

increased risk of adverse short- term 
maternal outcomes: the 2004-2008 WHO 
Global Survey on Maternal and Perinatal 
Health. BMC medicine. 2010; 8:71.  

7. Gibbons L, Belizan JM, Lauer JA, Betran 
AP, Merialdi M, Althabe F. Inequities in 
the use of cesarean section deliveries in 
the world. Am J Obstet Gynecol. 2012; 
206(4): 331 e1-19.  

8. Robson MS. Classification of caesarean 
sections. Fetal and Maternal Medicine 
Review. 2001; 12(1): 23-39. 

9. Torloni MR, Betran AP, Souza JP, 
Widmer M, Allen T, Gulmezoglu M, et al. 
Classifications for cesarean section: a 
systematic review. PLoS ONE. 2011; 6(1): 
e14566.  

10. Robson M, Murphy M, Byrne F. Quality 
assurance: The 10- Group Classification 
System (Robson classification), induction 
of labor, and cesarean delivery. 
International Journal of Gynecology and 
Obstetrics. 2015; 131:S23–S27.  

11. Torloni MR, Betran AP, Souza JP. , et 
al.  Classifications for cesarean section: a 
systematic review. PLoS One 2011; 6 (01) 
e14566. Doi: 
10.1371/journal.pone.0014566  

12. Robson MS. Can we reduce the 
caesarean section rate?. Best Pract Res 
Clin Obstet Gynaecol 2001; 15 (01) 179-
194. Doi: 10.1053/beog.2000.0156  

13. Brennan DJ, Robson MS, Murphy M, 
O'Herlihy C. Comparative analysis of 
international cesarean delivery rates using 
10-group classification identifies 
significant variation in spontaneous labor. 
Am J Obstet Gynecol 2009; 201 (03) 308.  

14. Robson M, Hartigan L, Murphy 
M. Methods of achieving and maintaining 
an appropriate caesarean section rate. 
Best Pract Res Clin Obstet Gynaecol 
2013; 27 (02) 297-308.  

15. Vogel JP, Betrán AP, Vindevoghel N, 
Souza JP, Torloni MR, Zhang J, et al. Use 
of the Robson Classification to assess 
caesarean section trends in 21 countries: 
A secondary analysis of two WHO multi 
country surveys. The Lancet Global 
Health. 2015; 3 (5): e260-e70.  

16. MacDorman MF, Menacker F, Declercq E: 
Caesarean birth in United States: 
epidemiology, trends and outcomes. Clin 
Perinatol. 2008, 35: 293-307.  

17. Denk CE, Kruse LK, Jain NJ: Surveillance 
of caesarean section deliveries, New 
Jersey, 1999-2004. Birth. 2006, 33: 203-
209.  

18. Menacker F, Declercq E, MacDorman MF: 
Cesarean Delivery: Background, Trends, 
and Epidemiology. Semin Perinatol. 2006, 
30: 235-241. 

https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-1
https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-1
https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-3
https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-3
https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-4
https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-4
https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-4
https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-4
https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-5
https://www.thieme-connect.com/products/ejournals/linkout/10.1055/s-0038-1668168/id/JR4007-5


92        KJMS April – June 2021, Volume 14, No. 2 

19. Minkoff H, Chervenak FA: Elective 
primary caesarean delivery. N Engl J 
Med. 2003, 348: 946-950. 
10.1056/NEJMsb022734. 

20. Declercq E, Menacker F, MacDorman MF: 
Rise in "no indicated risk" primary 
caesareans in the United States, 1991-
2001: cross sectional analysis. BMJ. 
2005, 330: 71-72. 
10.1136/bmj.38279.705336.0B. 

21. Taylor LK, Simpson JM, Roberts CL, 
Olive EC, Henderson-Smart DJ: Risk of 
complications in a second pregnancy 
following caesarean section in the first 
pregnancy: a population-based study. 
Med J Aust. 2005, 183: 515-519 

22. Howell S, Johnston T, Macleod SL: 
Trends and determinants of caesarean 
sections births in Queensland, 1997-2006. 
Aust N Z J Obstet Gynaecol. 2009, 49 (6): 
606 

23. Lydon-Rochelle M, Holt VL, Easterling 
TR, Martin DP: Risk of uterine rupture 
during labour among women with a prior 
caesarean delivery. N Engl J Med. 2001, 
345: 3-8. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

24. Smith GCS, Pell JP, Cameron AD: Risk of 
perinatal death associated with labour 
after previous caesarean delivery in 
uncomplicated term pregnancies. JAMA. 
2002, 287: 2684-2690.  

25. Robson S, Carey A, Mishra R, Dear K: 
Elective caesarean delivery at maternal 
request: A preliminary study of 
motivations influencing women's decision-
making. Aust NZ J Obstet Gynaecol. 
2008, 48: 415-420.  

26. Hannah ME: Planned elective cesarean 
section: A reasonable choice for some 
women? CMAJ. 2004, 170: 813-814. 


