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ABSTRACT

Background: With caesarean sections on the rise WHO proposes that health care facilities use the Robson's 10 group
classification system to audit their C-sections rates. This classification would help understand the internal structure of
the CS rates at individual health facilities identify key population groups, indications in each group and formulate
strategies to reduce these rates.

Methods: This was a cross sectional study for a period of 6 months at a tertiary care hospital in a rural area in
Karnataka, South India. Women who delivered during this period were included and classified into 10 Robson's
classes and percentages were calculated for the overall rate, the representation of groups, contribution of groups and
Caesarean percentage in each group.

Results: Highest contribution was by Group 5 and Group 2. Together these two groups contributed to 50.3% of the
total Caesareans. Followed by Group 1 and 10. A Groups 6, 4, 8 and 9 by themselves did not contribute much but
within their groups had a 100% C-section rate.

Conclusions: Robson 10-group classification provides easy way in collecting information about Caesarean section
rate which obtains good insight into certain birth groups. Reducing primary section rates, adequate counselling and
encouraging for VBAC, changing the norms for non-reassuring fetal status, training and encouraging obstetricians to
perform versions when not contraindicated could reduce the contribution of Robson's groups towards the absolute C-

Section rates.
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INTRODUCTION

The crude rate of caesarean section surgery is an
important global indicator for measuring access to
obstetric services.! Worries over such increases have led
the World Health Organization to advise that Caesarean
Section (CS) rates should not be more than 15%.? With
some evidence that Caesarean Section rates above 15%
are not associated with additional reduction in maternal
and neonatal mortality and morbidity.> Robson’s
classification would help understand the internal structure
of these rates at individual health facilities and specific

population groups.*® Identifying the indications that lead
to each group's contribution to the section rates would
help in formulating guidelines to reduce rates. These
groups are structured in such a way that they are mutually
exclusive and totally inclusive. Within groups without
compromising maternal and fetal welfare, in 2015, the
WHO issued an official statement concerning CS rates
and promoting the use of the Robson’s classification as a
tool for optimizing the CS rate at health care facilities.”
The ten-group Robson classification has been praised for
its simplicity, robustness, reproducibility, and flexibility
8 and has been recommended for both the monitoring
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rates over time as well as between facilities by both
WHO and FIGO in 2016.%% Objectives of this study
were to classify our population into the 10 Robson's
groups, to identify which among these groups have the
highest caesarean section rates and to formulate plans of
reducing these rates.

METHODS

Approval was obtained from the Institutional Review
Board (IRB). This was a prospective observational study
was conducted for a period of 6 months from January
2017 to June 2017 at R. L. Jallapa Hospital, Sri Devaraj
Urs Medical College, Kolar, a tertiary care hospital in a
rural area of the state of Karnataka in South India. All the
women delivered during this period whether booked or
un-booked were included. All relevant information
which would help to classify the women according to the
Robson's 10 classes were entered into an excel chart on a
monthly basis Results were calculated at the end of 6
months. Percentages were calculated for the overall rate,
the representation of the group's contribution of each
group to the overall rate and percentage in each group.
We used the original Robson's classification which goes
as follows:

e Nulliparous, single cephalic, >37 weeks in
spontaneous labor

e Nulliparous, single cephalic, >37 weeks, induced or
CS before labor

e Multiparous (excluding previous CS), single
cephalic, >37 weeks in spontaneous labor

e Multiparous (excluding previous CS), single

cephalic, >37 weeks, induced or CS before labor

Previous CS, single cephalic, >37 weeks

All nulliparous breeches

All multiparous breeches (including previous CS)

All multiple pregnancies (including previous CS)

All abnormal lies (including previous CS)

All single cephalic, <36 wks (including previous

CS).

RESULTS

The total number of women who delivered over the
period were 1287. The total number of caesarean sections
were 397 and the overall caesarean section rate for this
period at our hospital was 30.84% (Table 1).

Table 1: Rate of caesarean section by Robson classification groups.

1 78 328 23.7%
2 80 234 34.1%
3 29 300 9.6%
4 8 178 4.4%
5 119 129 93.2%
6 11 12 91.6%
7 14 16 87.5%
8 7 9 77.7%
9 4 4 100%
10 47 77 61.03%
Total 397 1287

Table 2: Ranking of Group contributions to overall
caesarean section rate.
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13.83%
10.02%
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0.93%
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25.4% 6.06%
18.2% 6.21%
23.31% 2.25%
13.83% 0.62%
10.02% 9.24%
0.93% 0.85%
1.2% 1.08%
0.69% 0.54%
0.31% 0.31%
5.98% 3.65%
100 30.84%

The contribution to the overall caesarean section rate in
descending order is as follows: Group 5 (previous CS,
single, cephalic, >37 weeks), Group 2 (nulliparous, single
cephalic, >37 weeks, induced or CS before labor), Group
1 (Nulliparous, single cephalic, >37 weeks in
spontaneous labor), Group 10 (all single cephalic, <36
weeks (including previous CS), Group 3 (multiparous
(excluding previous CS), single cephalic, >37 weeks in
spontaneous labor), Group 7 [all multiparous breeches
(including previous CS)], Group 6 (all nulliparous
breeches), Group 4 (multiparous (excluding previous
CS), single cephalic, >37 weeks, induced or CS before
labor), and 8 [all multiple pregnancies (including
previous CS)], and Group 9 [all abnormal lies (including
previous CS)] (Tables 1 and 2).
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Contribution to the total section rates was highest by
Group 5 followed by Group 2. Together these two groups
contributed to half of the total caesareans. Then came
group 1 and 10 (Table 2).

Table 3: Ranking Robson class according to
representation in each group.
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Robson's Group 1 had the greatest representation in our
population followed by Group 3 and 2. Groups 8 and 9
had the least representation (Table 3).

Table 4: Ranking Robson class according to rates in
each group.
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Percentage wise group 9 had the greatest section rates all
had 100% section rates meaning all women in these three
groups underwent CS. Followed by group 5 and 6 which
had 93.2% and 91.6% respectively (Table 4).

DISCUSSION

Most Caesarean sections are classified according to the
reason for the surgery.!*? It is then difficult to compare
CS rates with others because the same terms are not
usually used. In 2001 Dr. Michael Robson, of the
National Maternity Hospital, Dublin, proposed the new
Ten Group Classification System (TGCS). These 10
groups are mutually exclusive, simple to use and read yet
include the total sample. The TGCS is used worldwide
and WHO applied the Robson 10 group classifications to
a multi-country dataset.’®* The Robson 10 group
classification system facilitates comparative analyses of
Caesarean sections between hospitals/centres nationally,
internationally and globally.
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Overall section rates

Our overall C-Section is 30.4%. WHO proposes that at a
population level caesarean section rates higher than 10%
are not associated with reductions in maternal and
newborn mortality rates. Our higher rates reflect the
hospital section rate and not the population section rate.

Section rates were higher which could be explained by
last minute referrals, unavailability of section and
transfusion facilities at the primary booking centre or
other logistics. Group 5 has the greatest absolute
contribution to the C-Section rates in the present study
and this was echoed in the Lancet article where all three
HDI category countries were compared and group 5 was
found to have the largest contribution.

However, the next greatest contribution to the C-section
rate was by Group 2 in the present study whereas the
Lancet study uniformly finds the group 1 to be the next
greatest contributor irrespective of the HDI status of the
country.

We believe that obstetric units should critically address
two issues. The first is that we need to be as evidence
based as possible in recommending an I0OL.}1° Limiting
IOL for which there is no clear indication, especially
those with an unfavourable cervix, would have a
significant effect of the CS rate. The two recent reviews
that concluded that IOL is not associated with an increase
in CS rate are likely to encourage clinicians to be more
liberal in recommending IOL, despite numerous
weaknesses in many of the randomised controlled trials
included in the reviews,?%%*

The second issue is to address one of the two commonest
indications for a primary CS; failure to progress and fetal
heart rate concern. Increasing maternal age, maternal and
fetal weight, common obstetric interventions such as
induction, epidural analgesia, and oxytocin use may have
altered what would be normal progress of labour. A large
study on singleton, cephalic term pregnancies in
spontaneous labour concluded that active labour with
cervical dilatation of 0.5 to 1 cm per hour only begins
after 6 cm dilatation and it may take longer than currently
expected normal time frame for many women to reach 6
cm cervical dilatation.?? It is possible that some women
may be having a CS for failure to progress when they
have not even begun to be in active labour.® We aim to
review on a daily basis all emergency CS in the previous
24 hours to critically evaluate this as an indication.

Increasing CS rate among women with breech
presentation is a common phenomenon particularly since
the publication of the term breech trial, and our hospital
is not an exception.?*2¢ Groups 6 and 7 consist of women
with breech presentation and showed high CS rates.
Despite the criticisms of the term breech trial, many
hospitals including ours have been reluctant to offer
vaginal breech birth. Even though this group is relatively
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small, we should however be more proactive in offering
external cephalic version to all eligible women with
breech presentation and consider offering vaginal breech
delivery with clear guidelines to suitable women.?’-?® Use
of Ten-Group Robson classification will eventually allow
us to directly or indirectly compare specific subgroups of
our obstetric population.

CONCLUSION

Robson 10-group classification provides easy way in
collecting information about Caesarean section rate
which obtains good insight into certain birth groups.
Detailed analysis of 10 groups help us to detect the
causes of increased Caesarean section rates for each

group.

It is important that efforts to reduce the overall CS rate
should focus on reducing the primary CS rate (group 1
and 2) and on increasing vaginal birth after CS (group 5).
Reducing primary section rates, adequate counselling and
encouraging for VBAC, changing the norms for dystocia
and non-reassuring fetal status, training and encouraging
obstetricians to  perform  versions when not
contraindicated could reduce the contribution of Robson's
groups towards the absolute C-Section rates.
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