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Abstract 

Background:  Rate of cesarean section (CS) is one of the most frequently used indicators of healthcare quality at the national 

and international levels for clinical governance.  Audit of indications of CS and to propose measures to reduce the rate of CS 

in our institution 

Methods: Prospective observational study was conducted at Department of Obstetrics and Gynaecology at Dr Rajendra 

Prasad Government Medical College Kangra at Tanda (HP) 

Results: In our study, previous CS (group 5) contributed the most (30.44%) of overall CS.Second largest contributor was 

nulliparous women with cephalic presentation at term (group 1 and 2).Induction of labor (group 2) was associated with 

higher CS (23.66%), as compare spontaneous labor (group1). Women with breech presentation (group 6 and 7) also showed 

high CS rate. 

Conclusion: In conclusion, RTGCS permits the easy identification of the leading contributing groups to CS increases. 

RTGCS is an internationally accepted classification that is much needed to scientifically study the effects of the rising CS 

rate. It identifies the contributors to differences in the CS rate but does not provide any explanation for these differences 

across various subgroups.  
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Introduction 
 

Rate of cesarean section (CS) is one of the most frequently 

used indicators of healthcare quality at the national and 

international levels for clinical governance. The rate of CS 

has been increasing in the last 50 years.
1 

Rate ofCS has 

reached high levels (30% to 40%) in several countries. 

Despite the World Health Organization (WHO) 

recommendation for an optimal CS rate of 10% to 15%, the 

rate is still increasing worldwide.
2
 CS is performed to 

reduce the risks of complication for the mother and her 

child. However, at a rate beyond the one recommended by 

WHO, there are no proven advantages for maternal or 

perinatal morbidity or mortality.
3,4 

This worldwide rise in the rate of CS is a major public 

health concern and cause of considerable debate due to 

potential maternal and perinatal risks, cost issues and 

inequity in access.
5,6 

An increase in the use of CS 

particularly in low-resource settings may notably affect 

health services by increased maternal/neonatal 

complications.
7,8

Primary CS has important implications for 

maternal morbidity in the current pregnancy as well as in 

subsequent pregnancies.
9 

The rising trends of CS rate will 

provide valuable insight into possible targets and 

interventions to reduce the CS. Currently, the rising rate has 

been attributed to maternal request, medico-legal concerns, 

obesity, increased complexity of cases and increasing 

maternal age.
10

 Women who use supplementary health care 

or receive private care undergo operative delivery more 

frequently than those who are managed by the public health 

system.
11 

There is a growing concern about the higher 

incidence of long-term complications following one or 

more CS such as placenta accreta, retained placenta, and 

uterine rupture with possible need for peripartum 

hysterectomy.
12,13

 

Material and methods 

Study Period 

March 2018 to February 2019 

Place of Study 

Department of Obstetrics and Gynaecology at Dr Rajendra 

Prasad Government Medical College Kangra at Tanda (HP) 

Type of Study 

Prospective observational study 

Inclusion Criteria 

All pregnant women who deliveredby CS in this institution 

during the specified time period.  

Exclusion Criteria 

 All pregnant women who delivered before 28 weeks 
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period of gestation (POG) were excluded from the study. 

 Refusal to participate in the study 

In all pregnancies, gestational age was confirmed by 

accurate history, pregnancy test report, stethoscope detected 

fetal heart sound record/Doppler detected first fetal heart 

sound record, date of last menstrual period (LMP) and 

available ultrasound in the first or second trimester. 

The data of all the women undergoing CS were obtained 

from the hospital records. Subsequently, data were analyzed 

to assess indication of CS in each group (as per RTGCS). 

 

Statistical analysis 

The data were recorded in a proforma and entered in to 

excel sheet. Data were presented and frequency, percentage, 

mean, and/or standard deviation. 

Observations 

In our study, previous CS (group 5) contributed the most 

(30.44%) of overall CS.Second largest contributor was 

nulliparous women with cephalic presentation at term 

(group 1 and 2).Induction of labor (group 2) was associated 

with higher CS (23.66%), as compare spontaneous labor 

(group1). Women with breech presentation (group 6 and 7) 

also showed high CS rate. 

 

Table 1: Contribution of RTGCS Group 

RTGCS Group n % 

Group 1 Nulliparous women with single cephalic pregnancy, ≥37 weeks gestation in spontaneous labor 447 14.9% 

Group 2 Nulliparous women with single cephalic pregnancy, ≥37 weeks gestation 

Induced 

CS before labor 

712 

647 

65 

23.7% 

21.5% 

2.2% 

Group 3 Multiparous women without a previous uterine scar, with single cephalic pregnancy, ≥37 weeks 

gestation in spontaneous labor 118 3.9% 

Group 4 Multiparous women without a previous uterine scar, with single cephalic pregnancy, ≥37 weeks 

gestation 

Induced 

CS before labor 

134 

108 

26 

4.5% 

3.6% 

0.9% 

Group 5 All multiparous women with at least one previous uterine scar, with single cephalic pregnancy, 

≥37 weeks gestation 916 30.4% 

Group 6 All nulliparous women with a single breech pregnancy 252 8.3% 

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

scars 154 5.1% 

Group 8 All women with multiple pregnancies, including women with previous uterine scars 48 1.6% 

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

previous uterine scars 17 0.6% 

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

previous scars Spontaneous 

Induced 

CS before labor 

211 

90 

75 

46 

7% 

3% 

2.5% 

1.5% 

 

Discussion 

In our study, Robson group 1 contributed for 14.92% of all 

CS during the study period. Yadav and Maitra reported that 

the rate of CS was 25.44% in group 1 which was higher 

than our study.
14

 They reported the high CS rate for non-

reassuring fetal heart rate pattern which was similar to our 

study.14.92% contribution of group 1 contrasts markedly 

with other published rates such as the 6.7 % in the National 

Maternity Hospital in Dublin in 2006
3
, or closer to 14.8 % 

in New Jersey in 2004, but is lower to the WHO global 

survey in Latin America (27.7 %).
15 

Given the fact that fetal 

distress and CPD were the major indications for CS in 

group 1, close attention needs to be given to these factors, 

possibly ensuring strict criteria for CS and including 

training on interpretation of fetal cardiotocographic 

recordings, and proper use and interpretation of partograms. 

Such measures may be expected to play a role in reducing 

primary CSs. 

In our study, Robson group 2 contributed for 23.66% CS 

rate as compared to 14.92% in primigravida who had 

spontaneous onset of labor. In the study by Kazmi et al.
16

, 

contribution of group 2 was 8.1%. Our findings are in 

similar with Zimmo et al. who reported contribution of 

group 2 as 27.2%.
17

 The higher rate in this group in our 

study was due to large number of induced women with 

high-risk pregnancies and being tertiary care centre (severe 

preeclampsia, gestational diabetes, fetal growth restriction 

etc). Induction of labor due to various reasons is increasing 

which is ultimately reflecting increased CS. Induction of 

labor should be evidence-based and unnecessary induction 

with no clear-cut benefits should be limited by making 

standard protocols for improving case selection for 
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induction, which will not only affect the total CS rate but 

also help in reducing the women in group 5 in future. 

In our study, contribution of RTGCS group 3 was 3.92%, 

which is lower to 4.8% reported by Yadav et al.
14

 This 

group is relatively low risk group with lesser obstructive 

indications for CS; thus, the CS rate is expected to be low.  

In the present study, RTGCS group 4 contributed for 4.45% 

of all CSs. In the study by Dhodapkar et al.
16

, Group 4 

contributed for 6.5% of all the CSs. Our findings are similar 

with Gomathy et al who reported 4.4% contribution by 

group 4. In the study by Tura et al.
43

, group 4 contributed 

for 5.2% of the CSs.Overall incidence of CS in group is 

relatively low. 

Group 5 has the greatest contribution 30.4% to the all 

groups in the present study. 

In a study by Chong et al.
21

, multiparous women with a 

previous caesarean birth (Group 5) were the greatest 

contributor to the CS rate.The CS rate in group 5 was lower 

with those seen in Latin America and Lithuania,
 53

 but 

similar to those in the UK and Canada, and lower than those 

in Ireland, Norway and Sweden.
54

 

The large contribution of group 5 in the present study 

hospitals could be explained by repeated CS (not willing for 

VBAC). However, the large number of primary caesarean 

sections in other RTGCS groups will inevitably increase the 

number of women in group 5 which will thereby become an 

even more important contributor to the future overall CS 

rate. Therefore, efforts to curb the trend of rising caesarean 

section rates need to address this group in order to be 

successful. 

Encouraging women about VBAC beginning right from 

their very first antenatal visit, assisting them in making an 

informed choice and conducting periodic staff training for 

conducting safe VBACs would surely help in decreasing 

CS rate in this groups. 

In the present study, overall contribution of group 6 was 

8.31%. Our findings are lower than Dhopadkar et al.
15

 and 

Gomathy et al.
18

 who reported 1.7% and 0.93%. In the 

study by Tura et al.
19

, contribution of group 6 was 3.8%.CS 

rate can be reduced by external cephalic version at 36 

weeks if not contraindicated, and trial for assisted vaginal 

breech delivery in suitable cases. 

Group 7 contributed for 5.12%. In the study by Seth et al.
20

 

and Reddy et al.
21

, contribution of group 7 was 1.57%, and 

1.5% respectively.  

In our study, RTGCS group 8 contributed for 1.6% of all 

CSs which is similar with Seth et al.
20

 and Reddy et al.
21

 

who reported that group 8 contributed for 1.01% and 2% of 

all CSs. In the study by Tura et al.
19

, contribution of group 8 

was 6%. 

In the present study, group 9 contributed the least with 

0.56%. Our findings are in similar with Reddy et al.
21 

reported that that contribution of group 9 was 0.9%.This 

group has 100% CS rate. We may reduce the primary CS 

rate which can permit the case for external cephalic version 

at 36 weeks if not contraindicated and therefore CS rate can 

be reduced. 

In the present study, RTGCS group 10 contributed for 7% 

of all CSs. Our findings are similar with Dhodapkar et al
15

, 

Seth et al
20

, and Reddy et al.
21 

Conclusion 

In conclusion, RTGCS permits the easy identification of the 

leading contributing groups to CS increases. RTGCS is an 

internationally accepted classification that is much needed 

to scientifically study the effects of the rising CS rate. It 

identifies the contributors to differences in the CS rate but 

does not provide any explanation for these differences 

across various subgroups.  
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