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ABSTRACT
Background: Auditing c section rates can be done using Robson’s classification which in turn helps achieve a
uniform basis for comparison across centers and across various countries.
Methods: A retrospective analysis was done in a tertiary care hospital in north Karnataka KIMS, over a period of 6
months May 2017 to October 2017. All cases of LSCS done during this period were classified according to Robson’s
classification and analyzed.
Results: Out of 5080 overall deliveries 1876 delivered by cesarean section attributing to 36.76% cesarean section
rate. Highest contribution was from group 5 (36%) and group 2 (19.24%).
Conclusions: Robson’s classification helps to identify and analyze the group that contribute to the most to overall
cesarean section rate and this helps us to modify strategies and interventions to optimize cesarean section rate.
Keywords: Caesarean section rate, Primary caesarean section, Robson’s classification

INTRODUCTION
A caesarean section is a lifesaving surgical procedure that
can prevent maternal and perinatal mortality and
morbidity. Over the last decades, however the use of
caesarean as a mode of delivery has been increasing to un
precedential levels with parallel concerns about its
consequences.1 This has raised a professional debate
about appropriate indications for the operations. In 1985
WHO started caesarean section rate should be less than
15%.2-4 In order to understand what is driving this trend
and to propose and implement effective measures to
ensure that it is not being used unnecessarily, a tool to
monitor and compare caesarean section rates in a same
setting over time and between different settings is
needed. In 2015, WHO proposed the use of the Robson
classifications a global standard for assessing, monitoring
and comparing caesarean section rates both with in health
care facilities and between them. Women who give birth

are categorized in to ten groups based on their basic
obstetric characteristics of parity, previous CS,
gestational age, mode of onset of labor, fetal presentation
and number of fetuses. These groups are structured in
such a way that they are mutually exclusive and totally
inclusive. The Ten-Group Robson classification has been
raised for its simplicity, robustness, reproducibility and
flexibility and has been recommended for both the
monitoring rates over time as well as between facilities
by both WHO in 2014 and FIGO in 2016.5,6 Robson’s
criteria helps us to compare the LSCS trends across the
hospitals and around the globe because of uniformity on
indications. In present tertiary hospital with an average of
10,000 women deliver per year. Over the years the
percentage of LSCS has increased in present hospital as
well as worldwide. In our government set up with limited
resources auditing and revisiting the indications, rates,
and outcome helps to best utilize our government
resources for the help of the neediest. Rising trend in
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Table 1: Robson’s classification system.

number of LSCS over the year has been a cause of
concern.

Group

METHODS

1

Retrospective study was done in KIMS hospital, Hubli a
tertiary government medical center from 1st May 2017 to
31st October2017. It was a retrospective analysis done for
women who delivered during this study period.

2A
2B
3

Inclusion criteria
•

4A

All patients delivered by LSCS were included and
classified according to Robson’s classification
system (Table 1).

Each group relevant data on name, age, IP number,
obstetric history, socioeconomic status, stage of labor,
membrane status, previous obstetric history, single,
multiple, term or preterm, examination findings at
admission and LSCS were noted.

4B
5
6
7
8

Exclusion criteria

9

•
•

10

Term normal or instrumental vaginal delivery
Preterm normal or instrumental vaginal delivery.

Data collected were analyzed using simple statistical
measures like percentage and proportion.

Description
Nulliparous, single cephalic, ≥37 weeks,
spontaneous labour
Nulliparous, single cephalic, ≥37 weeks,
induced labour
Nulliparous, single cephalic, ≥37 weeks,
caesarean before labour
Multiparous (excluding previous caesareans),
single cephalic, ≥37 weeks, spontaneous labor
Multiparous (excluding previous caesareans),
single cephalic, ≥37 weeks, induced labor
Multiparous (excluding previous caesareans),
single cephalic, ≥37 weeks, caesarean before
labor
Previous caesarean, single cephalic, ≥37 weeks
All nulliparous breeches
All multiparous breeches (including previous
caesareans)
All multiple pregnancies (including previous
caesareans)
All abnormal lies (including previous
caesareans)
All single cephalic, ≤36 weeks (including
previous caesareans)

RESULTS
In KIMS center, during study period of six months total
number of deliveries were 5086.

Table 2: Cesarean section rates among women groups according to Robson’s 10 group classification.
Number of
CS/ total
number of
women
Nulliparous single cephalic ≥37
weeks in spontaneous labor
Nulliparous single cephalic ≥37
weeks induced/ CS before labor
Multiparous excluding previous
LSCS, single cephalic ≥37 weeks
in spontaneous labour
Multiparous excluding previous
LSCS ≥37 weeks, induced/cs
before labor
Previous LSCS single cephalic
≥37 weeks
All nulliparous breeches
All multiparous breech
(including previous LSCS)
All multiple pregnancy
(including previous LSCS)
All abnormal lie
(including previous LSCS)
All single cephalic ≤36 weeks
including previous LSCS)

900/5086
(17.69%)
460/5086
(9.04%)

Cesarean
section rate
in each
group
36.8%
(332/900)
74.82%
(361/460)

Contribution made by
each group to overall
cesarean section rate
(36.88%)
6.5%
(332/5086)
7.09%
(361/5086)

Relative
contribution made
by each group for
CS (n=1876)
17.69%
(332/1876)
19.24%
(361/1876)

116/373

370/5086
(7.29%)

31.09%
(116/373)

2.28%
(116/5086)

6.1%
(116/1876)

132/607

607/5086
(11.93%)

21.7%
(132/607)

2.59%
(132/5086)

7%
(132/1876)

812/5086
(15.96%)
45/5086
(0.86%)
99/5086
(1.94%)
102/5086
(2.005%)
28/5086
(0.55%)
421/5086
(8.27%)

84.2%
(684/812)
75.5%
(34/45)
40.4%
(40/99)
35.29%
(36/102)
100%
(28/28)
26.84%
(113/421)

13.44%
(684/5086)
0.66 %
(34/5086)
0.78%
(40/5086)
0.70%
(36/5086)
0.55%
(28/5086)
2.2%
(113/5086)

36%
(684/1876)

332/900
361/460

684/812
34/45
40/99
36/102
28/28
113/421

Relative
size of
group
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1.8%
2.1%
(40/1876)
1.9%
(36/1876)
1.49%
(28/1876)
6.02%
(113/1876)

Volume 8 · Issue 2 Page 489

Shankar P et al. Int J Reprod Contracept Obstet Gynecol. 2019 Feb;8(2):488-491

Total numbers of women delivered by LSCS were 1876
attributing to 36.88% LSCS rate. Data of women who
delivered by LSCS during this period were analyzed
using Robson’s classification (Table 2).
Greatest contributors were group 5 with relative
contribution of 36.4% with 84.2% CS rate (684/812)
suggesting less VBAC trial or more of referred previous
LSCS cases. Though group 5 has the highest number of
sections in present study relative size of the group is
15.9%, suggesting that previous years had lesser LSCS
rate in present institute.
Second contribution was group 2 with relative
contribution of 19.2% with 74.82% CS rate (361/406).
This can be attributed to higher number of referral cases
and failed induction. High C-section rate in group 2 needs
revisiting and analysis. Though relative size of group 2
was less (9%) as compared to other studies C- section
rate was high.
The third contribution was from group 1 with relative
group size of 17.69% and CS rate of 36.8%. Relative
contribution of multiparous group excluding previous
LSCS was 13.1%. C-section rate in group 6 was 75.5%,
as in present institute C section done for all primigravida
with term breech if baby is salvageable. CS rate in group
9 was 100%, but relative contribution was low (1.49%).

Group 3 and 4 contributed to around 11% which similar
to the study conducted by Kotreshwara S et al.9 Group 3
and 4 (11.94% and 7.29%) combined has a relative size
of 20%, though our induction is higher the success rate is
less. Relative size of group 5 was 15.9% suggesting
previous low CS rate. Group 6 and group 7 contributed to
<4% of C Section rates which was comparable with other
studies.
Group 9 was 0.55% in relative size and C section rate
was 100% as sections are done for all abnormal lies in
present institute at term. Group 10 C section was 8.27%
relative size which is well within accepted range.
CONCLUSION
Robson criteria helps in analysis as well as putting in
perspective the number of LSCS done and group which
contributes maximum. This classification helps us to
focus on certain groups to reduce C-section rate. It also
helps us to reanalyse our protocols for reducing C-section
rate.
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