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ABSTRACT

Background: Caesarean section rate is a qualitative health care indicator in India. With increasing rates of caesarean
sections and no defined method to audit present institutes it is the need of the hour to use tools like Robson’s
classification to understand present system. The aim of this study was to determine the rate and analyse Caesarean
sections in a tertiary care institute using Robson’s ten group classification system.

Methods: This is a retrospective analytical study in which all Caesarean section done over a period of 3 years (July
2014-June 2017) were included which were performed in single unit (out of 6) of Department of Obstetrics and
Gynecology of Sassoon General Hospital. Women were classified in 10 groups according to Robson’s classification,
using maternal characteristics and obstetrical history. For each group, authors calculated its relative size and its
contribution to the overall caesarean rate.

Results: Total deliveries were 4750 out of which 985 were Caesarean section, incidence was calculated as 20.7%.
The main contributors to the overall Caesarean rate were primiparous women in spontaneous labour (group 1-
{18.3%}) and women with previous caesarean section (group 5- {34.9%}).

Conclusions: The Robson’s classification is an easy tool to use and identify the current changing dynamics in any
hospital setup. Its implementation as an obstetric audit can help lower the Caesarean rates and improve the standards

based on WHO criteria.
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INTRODUCTION

In 1985, The World Health Organization (WHO) stated,
there is no justification for any region to have a
Caesarean section rate higher than 10-15%. There is no
empirical evidence for an ideal caesarean rate, but what
matters most is that all women who need Caesarean
sections actually receive them.!

Despite the lack of scientific evidence indicating any
substantial maternal and perinatal benefits from
increasing Caesarean section rates, and some studies
showing that higher rates could be linked to negative

consequences in maternal and child health, Caesarean
rates continue to increase worldwide and have become a
major public health concern. The lack of a standardized
internationally-accepted classification system to monitor
and compare Caesarean section rates in a consistent and
action-oriented manner is one of the factors preventing a
better understanding of this trend and underlying causes.
According to the latest data from the National Family
Health Survey 2015-16 (NFHS-4), Caesarean sections
have doubled over the last decade across India. There is
16.7% rise in Caesarean section cases annually in India,
one of the highest in the world, with 58% Caesarean
section rate in Maharashtra itself.
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Due to this increasing trend of Caesarean section, our
Government has made it mandatory for private hospitals
empaneled with the Central Government Health Scheme
to display the data of Caesarean section and normal
deliveries. Government has directed State government to
conduct periodic audits of private hospitals to ensure
unnecessary procedures are not being conducted.

The Robson classification is a widely accepted, risk-
based, ten-group classification system developed
specifically to assess caesarean section rates. It allows
comparison of clinically meaningful maternity population
subgroups and the associated Caesarean section rates
across institutions, countries, development groups, and
time.? This classification system categorizes women into
10 mutually exclusive groups, considering the following
criteria; obstetric history (parity and previous Caesarean
section), onset of labour (spontaneous, induced, or
Caesarean section before onset of labour), fetal
presentation or lie (cephalic, breech, or transverse),
number of fetuses, and gestational age (preterm or term).
The objective to conduct this study was to understand the
characteristics of parturients coming to present hospital,
their contribution to present Caesarean section rate and to
formulate protocols to reduce the Caesarean rate, making
it comparable to acceptable standards.

The aim of this study was to know the rate of Caesarean
section in present hospital, to analyze the Caesarean
sections based on Robson’s classification and to
determine the contribution and significance of each group
on the overall number of Caesarean sections.

METHODS
This was a retrospective analytical study.
Inclusion criteria

e Authors included all Caesarean sections done over a
period of 3 years (July 2014-June 2017) which were
performed in single unit (out of 6 units) of Obstetrics
and Gynecology Department of a government
teaching institute in Western Maharashtra.

Exclusion criteria

e Authors excluded cases of hysterotomies (<28
weeks) and cases of ruptured uterus (scarred and
unscarred).

Information was retrieved from the case files of all
patients who underwent Caesarean section in the study
duration from the medical record office.

All the data related to patient’s age, parity, number and
weeks of gestation, presentation, spontaneous/induced
labour and indication of Caesarean section were entered
in an excel sheet. Women were classified in 10 groups
according to Robson’s classification (Table 1), using the
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above information.? For each group, authors calculated its
relative size and its contribution to the overall Caesarean
rate. Furthermore, authors analyzed the indications of CS
in the groups that made the greatest contribution to the
Caesarean rate.

Table 1: Distribution of cases of Caesarean section on
the basis of the Rosson’s TGCS.2

Nulliparous, singleton, cephalic, >37 weeks
in spontaneous labour
Nulliparous, singleton, cephalic, >37 weeks
Group 2  induced labour (2A) or Caesarean section
before labour (2B)
Multiparous (excluding previous Caesarean
Group 3  section), singleton, cephalic, >37 weeks in
spontaneous labour
Multiparous without previous uterine scar,
singleton, cephalic, >37 weeks induced

Group 1

Group 4 labour (4A) or Caesarean section before
delivery (4B)
Previous Caesarean section, singleton,
Group 5

cephalic, >37 weeks

Group 6  All nulliparous with a single breech

All  multiparous with a single breech

(including previous Caesarean section)

All - multiple  pregnancies  (including

previous Caesarean section)

All  women with a single pregnancy

Group 9 transverse or oblique lie (including
previous caesarean section)

Group All singleton, cephalic, < 37 weeks

10 (including previous caesarean section)

Group 7

Group 8

RESULTS

Total 24,862 deliveries were conducted during the study
period in this institute including 7,235 Caesarean
sections. Authors analyzed cases of single unit (out of 6)
of Obstetrics and Gynecology Department from July
2014 to June 2017. These were 4750 deliveries in present
study unit, out of which 985 were Caesarean deliveries.
The incidence of Caesarean section in present institute
was calculated as 20.7%.

40.00%
30.00%
20.00%

10.00%

0.00%
Percentage contribution

Figure 1: Distribution of Caesarean section based on
Robson's TGCS.

Volume 8 - Issue 1  Page 141



Sambharam K et al. Int J Reprod Contracept Obstet Gynecol. 2019 Jan;8(1):140-143

Analysis based on Robson’s 10 group classification
showed that Group 5 (previous LSCS, single, cephalic
>37 weeks) made the greatest contribution to the
Caesarean section rate (34.9%). The second highest
contributor was Group 1 (nulliparous, single, cephalic
>37 weeks in spontaneous labour) 18.3% followed by
Group 10 (all single cephalic <36 weeks including
previous CS) 13.9% (Figure 1).

u EMERGENCY SECTION (203/344)
EELECTIVE SECTION (84/344)
= PREVIOUS 2 OR MORE CAESAREAN SECTION (57/344)

Figure 2: Analysis of group 5.

Authors analyzed Group 5 (previous Caesarean section,
singleton, cephalic, >37 weeks) further. Out of 344
Caesarean sections done in this group, 203 (59%) were
emergency sections with scar tenderness being the most
common cause whereas 84 (24.4%) were elective
caesarean sections and 57 (16.5%) sections were done for
cases with 2 or more previous caesarean sections (Figure
2).

Table 2: Distribution based on indication in group 1
(181/985).

Fetal distress 120/181 66.2
Non-progress of labour 22/181 12
CPD with failed progress  22/181 12
Co- morbidities- GDM,

. 4/181 2.2
pre-eclampsia
Infertility 4/181 2.2
Anomalous uterus 3/181 1.6

Others- BOH, placenta
previa, hydrocephalous, 6/181 3.3
hand prolapse etc.

In group 1 (nulliparous, singleton, cephalic, >37 weeks in
spontaneous labour), total cases were 181 out of which
120 cases were done due to fetal distress, 22 cases due to
non-progress of labour, 22 cases due to CPD with failed
trial and 17 cases due to causes like placenta previa,
hydrocephalus, anomalous uterus, infertility, bad
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obstetric history etc. This group being present target
group was studied in detail as reducing primary caesarean
section rate will help reduce the number of previous
section patients (Table 2).

In Group 10 i.e. all singleton, cephalic, <37 weeks
(including previous caesarean section) (13.9%), which
included the preterm Caesarean sections, the common
indications were severe preeclampsia, HELLP syndrome,
abruption, placenta previa, preterm prelabour rupture of
membranes with non-progress of labour and severe
oligohydramnios.

DISCUSSION

With the increasing rate of Caesarean section, it is the
need of hour to understand the changing dynamics of
obstetric population and audit present obstetric
management protocols. present hospital being a tertiary
care centre is a referral unit for high risk cases which
results in a higher turnover for Caesarean sections. On
analyzing present data as per Robson’s ten group
classification, authors found that the major contributors
were group 5 (34.9%) and group 1 (18.3%). This was
consistent with the WHO survey done by Vogel et al.®
They described the so-called domino effect of Caesarean
section use: as Caesarean section rates increase, more
women in the obstetric population are in need of repeat
Caesarean section, as indicated by the escalating
contribution of group 5 to overall Caesarean section rates.
Strategies to reduce this should include avoidance of
medically unnecessary primary Caesarean section and
introducing  VBAC protocols with proper informed
consent. A study by Lithorp et al with data of 137,094
(from 2000 to 2011) also found that the three largest
groups (group 1,3 and 5) contributed the most to the total
Caesarean section rate.*

Group 1: In present study mainly fetal distress, non-
progress of labour and CPD with failed trial were some of
the indications. This can be lowered by reducing the
inter-observer difference in interpretation of CTG by
implementing frequent teaching workshops for the
obstetric staff, by advocating and teaching residents about
the use of instrumental deliveries and to prevent over
diagnosis of fetal hypoxia purely on the basis of amniotic
fluid and fetal heart rate assessment done clinically.

Group 2 and 4: Improved case selection for induction and
prelabour Caesarean section could also reduce Caesarean
section rates in Group 2A and 4A. Improved criteria and
methods for inducing labour are not only safer for women
but might also mitigate increased Caesarean section rates.
Improvement of the use of evidence-based guidelines and
clinical protocols for monitoring inductions is also
important to optimise outcomes.®

Group 6-9: This had unavoidable obstetric indications

and the data obtained was comparable to other national
and international studies.®>¢
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Group 10: This group had 14% contribution in present
study which could be because of the high risk referred
cases like abruption, severe preeclampsia, HELLP
syndrome etc.

The ten Robson categories are mutually exclusive, totally
inclusive, and can be applied prospectively, since each
woman admitted for delivery can be classified
immediately on the basis of a few variables that are
generally routinely recorded. This system helps
institution-specific monitoring and auditing, and offers a
standardized comparison method between institutions,
countries, and time points.” The Robson classification has
been used to analyze trends and determinants of
caesarean section use in health care facilities in both
high-income and low-income countries and has also been
applied to state, national and international datasets,
including data from eight Latin American countries in the
WHO Global Survey of Maternal and Perinatal Health.”
4 The limitation of this study is that it was a single centre
study and there was referral bias, present hospital being a
tertiary care centre.

CONCLUSION

Routine data collection in obstetric units of different
hospitals, states, countries, can be used for application of
the Robson’s classification in different time frames. It is
an easy tool to use and identify the current changing
dynamics in any hospital setup. Its implementation as an
obstetric audit can help lower the Caesarean rates and
improve the standards based on WHO criteria. Some of
the measures like avoidance of medically unnecessary
primary Caesarean section, introducing VBAC protocols,
implementing  frequent teaching  workshops  for
interpretation of CTG, advocating and teaching residents
about the use of instrumental deliveries and devising
protocols for criteria and methods induction of labour
would help in bringing the rate of caesarean section to
comparable standards in any setup.
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