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İDİDİDİDİD

Özet: Sezaryen oranlar›n› Robson On Gruplu
S›n›fland›rma Sistemi ve perinatoloji (tersiyer
merkez) verileri do¤rultusunda konuflmak
Amaç: Hastanemizde gebe ve perinatoloji klinik verilerinin Robson
On Gruplu S›n›fland›rma Sistemi (ROGSS) üzerine etkilerini ayr›
ayr› de¤erlendirmek. 
Yöntem: 2015–2019 verileri dijital olarak ç›kar›l›p sistem üzerin-
den gebe ve perinatoloji sonuçlar› ay›rt edildikten sonra, bütün
gruplar Dünya Sa¤l›k Örgütü önerileri do¤rultusunda karfl›laflt›r›-
larak incelendi. 
Bulgular: Toplam 57.402 do¤umun 24.240 tanesi (%42.2) sezar-
yen ile do¤urtulmufltur. Gebe grubunu oluflturan 42.500 gebenin
(tüm do¤umlar›n %74’ü) 15.025 tanesi sezaryen ile (%35.4) do-
¤urtulmufltur. Perinatoloji klini¤inde takip edilen 14.902 gebenin
(tüm do¤umlar›n %26’s›) de 9215 tanesi sezaryen (%61.8) ile do-
¤urmufltur. Hastaneye yüksek oranda multipar baflvurusu gerçek-
leflmektedir (%39.2). Eski sezaryen tan›l› hastalara %99.8 oran›n-
da sezaryen uygulanmaktad›r. Makat prezantasyon ile gelen gebe-
lerin oran› beklenenden daha düflük olup, nullipar makat gelifllerde
%96.8 ve multipar makat gelifllerde %88.6’lik sezaryen oran› gö-
rülmüfltür. Ço¤ul gebelik nedeniyle baflvuran gebelerin oran›
%6.1 ve sezaryen oran› %90.1 olarak saptanm›flt›r. Perinatoloji
klini¤inde takip edilen baflta preeklampsi olmak üzere farkl› ne-
denlerle baflvuran ve preterm do¤um gerçeklefltirilen gebelerin
oran› %25.1 ve sezaryen oran› %66.1 olarak gerçekleflmifltir. 
Sonuç: Perinatoloji klini¤i/tersiyer merkeze ba¤l› sezaryen oran-
lar› çok daha yüksek düzeydedir. Primer sezaryen oranlar›n› uygun
düzeylerde tutmak için ›srarc› do¤um indüksiyonu uygulamalar›n-
dan kaç›nmal›, tüp ligasyon ifllemi için sezaryeni önermemeli ve
uygun hastalarda makat gelifli durumlar›nda eksternal sefalik versi-
yon denenmelidir. 
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perinatoloji/tersiyer klini¤i.
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Abstract

Objective: To evaluate separately the impacts of clinical data of
pregnant women and perinatology on Robson Ten-Group
Classification System in our hospital. 
Methods: After the data of pregnant women and perinatology out-
comes between 2015 and 2019 were obtained digitally from the sys-
tem and distinguished from each other, all groups were evaluated by
comparing them in accordance with the suggestions of the WHO. 
Results: A total of 24,240 (42.2%) out of 57,402 labors were carried
out by cesarean section. Of 42,500 (74% of all labors) pregnant
women composing the pregnant women group, 15,025 (35.4%)
delivered by cesarean section. Of 14,902 (26% of all labors) pregnant
women who were followed up in the perinatology clinic, 9215
(61.8%) delivered by cesarean section. The hospital receives a high
rate of multiparous case application (39.2%). The cesarean section is
performed in 99.8% of the patients with previous history of cesarean
section. The rate of pregnant women who admitted for breech pres-
entation was lower than expected, and the rate of cesarean section was
96.8% for nulliparous breech presentations and 88.6% for multi-
parous breech presentations. The rate of pregnant women who
admitted for multiple pregnancy was 6.1%, and the rate of cesarean
section for these cases was 90.1%. The rate of pregnant women who
were followed up in the perinatology clinic, admitted for various rea-
sons, particularly for preeclampsia, and had preterm labor was 25.1%,
and the rate of cesarean section for these cases was 66.1%. 
Conclusion: The cesarean rates associated with perinatology clin-
ic/tertiary center are much higher. In order to keep the rates of pri-
mary cesarean section within reasonable levels, the practices of per-
sistent labor induction should be avoided, cesarean section should
not be recommended for tubal ligation procedure, and external
cephalic version should be tried in breech presentation cases in
appropriate patients. 

Keywords: Robson Ten-Group Classification System, perinatol-
ogy/tertiary clinic.
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Introduction
The cesarean section is defined as the delivery of fetus
with the help of abdominal and uterine incisions, and its
application is recommended only when there are
increased morbidity and mortality risks for mother and/or
fetus during vaginal delivery.[1,2] The World Health
Organization (WHO) indicated ideal rate of cesarean sec-
tion as 10–15% in 1985; however, cesarean section is one
of the most common surgical procedures in the world.[3,4]

According to the data of the WHO, Turkey is among the
countries which have the highest rates of cesarean section
in the world, and the rates of cesarean section increased
from 7% to 53% between 1993 and 2015.[5,6]

Repeating cesarean section, dystocia, fetal distress and
abnormal fetal presentation have been reported as the
most common indications for cesarean section.[7]

Moreover, increased labor induction, the use of electron-
ic fetal monitor becoming prevalent and the suboptimal
evaluation, first labors being at more advanced ages,
decreased practice of labor induction in preeclamptic
pregnant women, increased use of assisted reproduction
technologies and the multiple pregnancies accordingly,
performing cesarean section in all breech presentation
cases, not preferring vaginal delivery after cesarean sec-
tion and the difficulty of follow-up, fear of vaginal deliv-
ery in young pregnant women as a social indication,
decreased use of forceps and vacuum, the pressure creat-
ed on obstetricians due to medicolegal issues that may
arise in association with the operative labor are among
the other reasons contributing to the increased rates of
indications and cesarean section.[2,5,7–9]

With the proposal of the Turkish Ministry of Health,
“Robson Ten-Group Classification System” (Robson’s
TGCS) has being used in obstetrics clinics since May
2012.[10] In this system, the women are classified in ten
different groups based on 5 basic labor characteristics
independent of each other: parity (nulliparous, multi-
parous, previous history of cesarean section), onset of the
labor (spontaneous, induced, cesarean section before the
labor), duration of pregnancy (preterm, term), number
of fetus (singleton, multiple), and fetal presentation
(head, breech, transverse). While this classification
enables the simple, safe and clinically significant evalua-
tion of every woman who admits for labor, it also makes
it possible to inter- and intra-group comparisons of the
rates of cesarean section.[11] With the current version,
Robson’s TGCS is a clinical obstetric evaluation, and the
groups are evaluated independent from each other.

On the other hand, when clinical experience and
patient variety are evaluated together, differences can be
observed among various hospitals and clinics, and it is
also possible to see various clinical practices due to the
different approaches of different clinics in the same
department. Despite the idealized labor rates, the inclu-
sion of high risk pregnancies in the patient cohort with
the presence of a separate perinatology clinic within the
department leads to the expectation of an increase in the
rates of cesarean section. There are a limited number of
literature findings on Robson data associated with differ-
ent clinic and patient groups. Our purpose in this study
is to evaluate the impact of differences between obstet-
rics clinics and perinatology clinics on Robson’s TGCS
as well as the data of obstetrics training clinic in our hos-
pital which provides intensive service, and to see its
reflection on labor outcomes.

Methods
Although Robson criteria have been recorded in our hos-
pital since 2012 upon the instructions of the Ministry of
Health, relevant data have been recorded regularly since
2015 after the digitalization of these records in 2014 and
training the personnel who were responsible for record-
ing procedures (Table 1). For the procurement of digital
data, the pregnant women in the data system of the hos-
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Table 1. Robson’s Classification System. 

Groups Description

Group 1 Nulliparous women with a single cephalic pregnancy, ≥37 
weeks of gestation in spontaneous labor

Group 2 Nulliparous women with a single cephalic pregnancy at 
term who either had labor induced or were delivered by 
cesarean section before labor

Group 3 Multiparous women without a previous uterine scar, with a 
single cephalic pregnancy, ≥37 weeks of gestation in 
spontaneous labor

Group 4 Multiparous women without a previous uterine scar, with a 
single cephalic pregnancy, ≥37 weeks of gestation who 
either had labor induced or were delivered by cesarean 
section before labor

Group 5 Multiparous women with at least one previous uterine scar, 
with a single cephalic pregnancy, ≥37 weeks of gestation

Group 6 Nulliparous women with a single breech pregnancy

Group 7 Multiparous women with a single breech pregnancy, including 
women with previous uterine scars

Group 8 All multiple pregnancies, including those with previous 
uterine scars

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

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



pital were classified in two groups according to the outpa-
tient clinics that they were followed up and the clinic they
were hospitalized (Pregnancy group and Perinatology
group), and their clinic origins were reviewed. In this way,
all data of obstetrics clinic, Pregnancy group and
Perinatology group were obtained separately and in an
aggregated form for each year (2015–2019).

This study is the retrospective review of the hospital
data, and the records for the labors carried out in the
obstetrics and perinatology clinics of the hospital
between 01.01.2015 and 30.06.2019 were reviewed. The
assessment of the study protocol and the approval were
conducted by the local ethics committee of the hospital.

The WHO published Robson Classification:
Implementation Manual in 2017, and provided some
recommendations about the implementation.[12] These
recommendations about cesarean section and popula-
tion data were applied to the sub-groups of Robson
and given in Table 2.

While problem-free pregnancies were followed up
in obstetrics clinic, high risk pregnancies were followed
up in perinatology outpatient clinics of the perinatol-
ogy clinic and the perinatology service when necessary.
However, the hospitalization for labor and the deliver-
ies of all these patients were carried out in the same
delivery rooms and operating rooms. Accordingly, the
admission and hospitalization of pregnant women were
conducted in two ways:
• The pregnant women who were monitored in preg-

nancy outpatient clinics and hospitalized after
active labor or referred to the hospital for the first
time under emergency conditions due to different
reasons; the hospitalization of both groups are con-
ducted through emergency obstetrics clinic. 

• The pregnant women with perinatology record;
they are the pregnant women for whom delivery is
decided due to maternal or fetal indications when
they are hospitalized in the perinatology unit or
those followed up in perinatology outpatient clinic
and delivered in the hospital in due course.
In line with the recommendations of the WHO and

FIGO in 2016, the rates of the data were recalculated
to see their contribution on their own weightings and
the rates of cesarean section.[12,13] In accordance with
the recommendations, the groups, the numbers of
cesarean section in the group, the total number of
women who gave birth in the group, size of these
groups compared to the available population, intra-

group cesarean section rates, and actual and relative
contributions of the group to the total rate of cesarean
section were determined for the patients of Robson’s
TGCS in 7 separate columns. After the total data of
obstetrics clinic were obtained, the data of the preg-
nancy group and perinatology group were also deter-
mined as indicated above. These data were evaluated
for all patients of obstetrics clinic and pregnancy and
perinatology groups in accordance with the recom-
mendations and comments given in Table 2.

Unfortunately, primary cesarean section rates,
which are one of the data requested by the Ministry of
Health, cannot be calculated by these tables established
according to the Robson’s TGCS. Since nulliparous
and multiparous pregnancy groups are different than
each other, both groups cannot be evaluated together
in Robson’s TGCS. We calculated them separately
and presented their results.

We paid attention to the confidentiality of the per-
sonal data of the patients during pre-investigational
study. In the data analysis, the qualitative variables
were summarized in numbers and percentages.

Results
During the review of the data system, it was found that
a total of 57,402 deliveries were carried out in ‹stanbul
Kanuni Sultan Süleyman Training and Research
Hospital between 01.01.2015 and 30.06.2019. In terms
of the data record by years, a proper classification could
not be made for 40 pregnant women in 2015, 4 pregnant
women in 2016, 1 pregnant woman in 2017, and 2 preg-
nant women in 2018. The classification of these patients
was not taken into consideration during the calculations.
Similarly, it was reported that the failure of classification
might occur.[12]

A total of 24,240 (42.2%) out of 57,402 labors were
carried out by cesarean section in the hospital during the
relevant period. All data and cesarean section rates of the
groups of entire obstetrics clinic are given by years in
Table 3. After pregnancy clinic / outpatient clinic and
perinatology clinic were distinguished, it was seen that
15,025 (35.4%) of 42,500 deliveries (74% of all deliver-
ies) in pregnancy outpatient clinic were carried out by
cesarean section (the rates of relevant group were given in
Table 4), and 9215 (61.8%) of 14,902 pregnant women
(26% of all deliveries) who were hospitalized through
perinatology clinic delivered by cesarean section (the
rates of relevant group were given in Table 5).
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Table 2. WHO’s Robson recommendations – Population interpretations and recommendations for the rates of cesarean section (Summarized
and edited according to the reference 12). 

Type of population

Groups Recommendation Interpretation CS recommendation (Column 5)

Group 1: nulliparous normal  It represents 35–42% A lower ratio indicates high Rates under 10% are achievable
labor, ≥37 of the pregnancies induction / cesarean section This rate can be interpreted properly  

before labor starts; it shows when size rates of Groups 1 and  
increased rate of cesarean 2 are considered. 
section due to the presence 
of high risk population

Group 2: nulliparous ind/cs The ratio of Group 1/ If it is high, it means that we did  Consistently around 20–35%
Group 2 should be 2:1 not induced sufficiently.  

Group 3: multiparous  It represents 30% of the The reason for low rates of Groups   Not higher than 3% normally 
normal labor, ≥37 total pregnancies 3 and 4 may be the high rates in  In units with higher rates, this may  

Group 5 and the accompanying  be due to poor data collection or  
high rates of cesarean section. requesting tubal ligation. 

Group 4: multiparous  The ratio of Group 3/   A lower rate may indicate the  It is rarely higher than 15% 
ind/cs, ≥37 Group 4 should be higher cesarean section before labor in  A high rate of cesarean section in  

than the ratio of Group 1/ multiparous women, or the cesarean   Group 4 may reflect a high maternal  
Group 2 section before labor due to tubal request for cesarean section even 

ligation.  if these women have delivered their 
first pregnancy vaginally, or being 
able to do tubal ligation.

Group 5: cs, ≥37 The size is roughly half of  If the Group is big, it means that  Rates of 50–60% are considered 
the total cesarean section  Groups 1 and 2 in particular have  appropriate provided you have  
rate in general high rates of cesarean section  good maternal and perinatal  

in previous years.  outcomes.

The size of this group may be >15%  If the rates are higher, this is possibly
in settings with high rates of  due to a larger group of women with 
cesarean section. 2 or more previous cesarean section 

or due to a policy of scheduling 
pre-labor cesarean section for all 
women with 1 previous scar without 
attempting a trial of labor.

Group 6: nulliparous breech The total should be 3–4% If the total is over 4%, the reason is  
presentation usually a high rate of preterm  deliveries 

or a higher proportion of nulliparous  
women. If the size of Group 10 is above 
4–5%, then this hypothesis is correct.

Group 7: multiparous breech The ratio of Group 6/Group If the rate is different, there is an  
presentation, cs 7 should be 2:1 unexpected ratio of nulliparous/mu

ltiparous women. 

Group 8: multiple It should be 1.5–2% If it is higher, the hospital is probably  It is usually around 60%.
pregnancy, cs a tertiary center. The variations will depend on the type

If it is lower, probably the majority of the of twin pregnancy, previous history 

twin pregnancies twins are referred out of cesarean section and the ratio
of nulliparous/multiparous women

Group 9: Transverse, cs It should be less than 1% It should be 100%; if the woman 
gives birth vaginally by internal version, 
it should be classified as either cephalic 
or breech presentation

Group 10: preterm labor,  It should be less than 5%  If it is higher, the hospital is  It is usually around 30% in the  
<37, cs in normal risky settings probably a tertiary center. most populations

If the rate of cesarean section is high,  If it is higher than 30%, it is usually due
it may suggest pre-labor cesarean  to the cases of high risk pregnancies
section due to fetal growth restriction  (e.g. fetal growth restriction,
or preeclampsia and other complications. preeclampsia) that will need preterm 

pre-labor cesarean section

cs: Including previous cesarean section; ind: including those underwent induction; ≥≥37: 37 weeks of gestation and above; <<37: less than 37 weeks of gestation
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Table 3. The labor data of all Obstetrics Clinic (Pregnancy Outpatient Clinics and Perinatology Clinic) according to the Robson’s Ten-Group Classi-
fication System. 

Column 1 Column 2 Column 3 Column 4 Column 5 Column 6 Column 7

CS Number of women   Group size  The actual contribution The relative contribution
Robson number  who delivered in   according to the Intra-group of the group to the of the group to the 

Year groups  of group the group population (%) CS rate (%) total rate of CS (%) total rate of CS (%)

2015 1 579 2944 21.4 19.7 4.1 10.1
2 325 542 3.9 60.0 2.3 5.5
3 619 4810 34.9 12.9 4.4 10.7
4 168 280 2.0 60.0 1.2 2.8
5 2263 2266 16.6 99.9 16.4 39.5
6 147 150 1.0 98.0 1.1 2.4
7 152 159 1.1 95.6 1.1 2.5
8 302 336 2.4 89.9 2.1 5.1
9 15 16 0.1 93.8 0.1 0.2
10 1218 2266 16.6 53.8 8.8 21.2

Total 5728 13,769 100.0 41.6 41.6 100.0

2016 1 778 3268 22.9 23.8 5.4 12.9
2 45 188 1.3 23.9 0.3 0.7
3 665 5150 36.0 12.9 4.7 11.1
4 25 124 0.9 20.2 0.2 0.4
5 2825 2827 19.8 99.9 19.8 47.0
6 143 151 1.1 94.7 1.0 2.4
7 91 97 0.7 93.8 0.6 1.5
8 310 357 2.5 86.8 2.2 5.2
9 5 5 0.1 100.0 0.0 0.1
10 1121 2129 14.9 52.7 7.8 18.7

Total 6008 14,296 100.0 42.0 42.0 100.0

2017 1 536 2536 20.6 21.1 4.4 10.6
2 33 67 0.5 49.3 0.3 0.6
3 612 4988 40.6 12.3 5.0 12.1
4 4 32 0.3 12.5 0.1 0.1
5 2329 2332 19.0 99.9 18.9 46.1
6 78 83 0.7 94.0 0.6 1.5
7 66 89 0.7 74.2 0.5 1.3
8 273 335 2.7 81.5 2.2 5.4
9 2 2 0.1 100.0 0.0 0.1
10 1119 1830 14.9 61.1 9.1 22.2

Total 5052 12,294 100.0 41.1 41.1 100.0

2018 1 668 2456 20.9 27.2 5.7 13.4
2 29 45 0.4 64.4 0.2 0.6
3 504 4838 41.1 10.4 4.3 10.1
4 21 52 0.4 40.4 0.2 0.4
5 2611 2619 22.2 99.7 22.2 52.5
6 117 119 1.0 98.3 1.0 2.4
7 61 71 0.6 85.9 0.5 1.2
8 291 337 2.9 86.4 2.5 5.9
9 13 13 0.1 100.0 0.1 0.3
10 655 1225 10.4 53.5 5.6 13.2

Total 4970 11,775 100.0 42.2 42.2 100.0

2019 1 418 1196 22.7 34.9 8.0 17.2
2 1 7 0.1 14.3 0.0 0.0
3 317 2193 41.6 14.5 6.0 13.1
4 0 6 0.1 0.0 0.0 0.0
5 1225 1226 23.3 99.9 23.3 50.6
6 51 51 1.0 100.0 1.0 2.1
7 36 42 0.8 85.7 0.7 1.5
8 157 175 3.3 89.7 3.0 6.5
9 9 9 0.2 100.0 0.2 0.4
10 208 363 6.9 57.3 3.9 8.6

Total 2422 5268 100.0 46.0 46.0 100.0

The period 1 2979 12,400 21.6 24.0 5.2 12.3
between 2 433 849 1.5 51.0 0.8 1.8
01.01.2015 3 2717 21,979 38.3 12.4 4.7 11.2
and 4 218 494 0.9 44.1 0.4 0.9
30.06.2019 5 11,253 11,270 19.6 99.8 19.6 46.4

6 536 554 1.0 96.8 0.9 2.2
7 406 458 0.8 88.6 0.7 1.7
8 1333 1540 2.7 86.6 2.3 5.5
9 44 45 0.1 97.8 0.1 0.2
10 4321 7813 13.6 55.3 7.5 17.8

Total 24,240 57,402 100.0 42.2 42.2 100.0
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Table 4. The labor data of Pregnancy clinics according to the Robson’s Ten-Group Classification System. 

Column 1 Column 2 Column 3 Column 4 Column 5 Column 6 Column 7

CS Number of women  Group size    The actual contribution  The relative contribution  
Robson number  who delivered  according to the  Intra-group  of the group to the of the group to the  

Year groups  of group in the group population (%) CS rate (%) total rate of CS (%) total rate of CS (%)

2015 1 380 2430 23.8 15.6 3.8 10.6
2 155 291 2.8 53.3 1.5 4.3
3 377 4038 39.5 9.3 3.7 10.5
4 89 122 1.2 73.0 0.9 2.5
5 1691 1694 16.6 99.8 16.5 47.1
6 109 110 1.1 99.1 1.1 3.0
7 105 112 1.1 93.8 1.0 2.9
8 90 103 1.0 87.4 0.9 2.5
9 10 11 0.1 90.9 0.1 0.3
10 586 1319 12.9 44.4 5.7 16.3

Total 3592 10,230 100.0 35.1 35.1 100.0

2016 1 519 2762 25.0 18.8 4.7 13.2
2 16 99 0.9 16.2 0.1 0.4
3 427 4436 40.2 9.6 3.9 10.8
4 8 61 0.6 13.1 0.1 0.2
5 2183 2185 19.8 99.9 19.8 55.4
6 84 88 0.8 95.5 0.8 2.1
7 58 63 0.6 92.1 0.5 1.5
8 145 174 1.6 83.3 1.3 3.7
9 4 4 0.0 100.0 0.0 0.1
10 498 1172 10.6 42.5 4.6 12.6

Total 3942 11,044 100.0 35.7 35.7 100.0

2017 1 334 2045 22.4 16.3 3.6 10.6
2 12 25 0.3 48.0 0.1 0.4
3 381 4145 45.4 9.2 4.1 12.1
4 1 7 0.1 0.1 0.0 0.0
5 1741 1744 19.1 99.8 19.1 55.4
6 48 50 0.5 96.0 0.5 1.5
7 50 69 0.8 72.5 0.5 1.6
8 102 140 1.5 72.9 1.1 3.3
9 2 2 0.0 100.0 0.2 0.0
10 475 905 9.9 52.5 5.2 15.1

Total 3146 9132 100.0 34.5 34.5 100.0

2018 1 391 1818 21.7 21.5 4.6 13.2
2 20 31 0.4 64.5 0.2 0.7
3 303 3951 47.0 7.7 3.6 10.3
4 15 37 0.4 40.5 0.2 0.5
5 1763 1771 21.1 99.5 21.0 59.6
6 62 63 0.7 98.4 0.7 2.1
7 46 52 0.6 88.5 0.5 1.6
8 115 143 1.7 80.4 1.4 3.9
9 8 8 0.1 100.0 0.1 0.3
10 233 538 6.4 43.3 2.8 7.8

Total 2956 8412 100.0 35.1 35.1 100.0

2019 1 224 849 23.1 26.4 6.1 16.1
2 1 6 0.2 16.7 0.0 0.0
3 178 1742 47.3 10.2 4.8 12.8
4 0 2 0.1 0.0 0.0 0.0
5 802 803 21.8 99.9 21.8 57.7
6 30 30 0.8 100.0 0.8 2.2
7 24 28 0.8 85.7 0.7 1.8
8 65 74 2.0 87.8 1.8 4.7
9 8 8 0.2 100.0 0.2 0.6
10 57 140 3.8 40.7 1.5 4.1

Total 1389 3682 100.0 37.7 37.7 100.0

The period 1 1848 9904 23.3 18.7 4.4 12.3
between 2 204 452 1.1 45.1 0.5 1.4
01.01.2015 3 1666 18,312 43.1 9.1 3.9 11.1
and 4 113 229 0.5 49.3 0.3 0.8
30.06.2019 5 8180 8197 19.3 99.8 19.2 54.4

6 333 341 0.8 97.7 0.8 2.2
7 283 324 0.8 87.3 0.7 1.9
8 517 634 1.5 81.5 1.2 3.4
9 32 33 0.1 97.0 0.1 0.2
10 1849 4074 9.6 45.4 4.4 12.3

Total 15,025 42,500 100.0 35.4 35.4 100.0
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Tablo 5. The labor data of Perinatology patients according to the Robson’s Ten-Group Classification System. 

Column 1 Column 2 Column 3 Column 4 Column 5 Column 6 Column 7

CS Number of women  Group size    The actual contribution  The relative contribution  
Robson number  who delivered  according to the  Intra-group  of the group to the of the group to the  

Year groups  of group in the group population (%) CS rate (%) total rate of CS (%) total rate of CS (%)

2015 1 199 514 14.5 38.7 5.7 9.1
2 170 251 7.1 67.7 4.8 7.7
3 242 772 21.8 31.3 6.8 11.0
4 79 158 4.5 50.0 2.2 3.6
5 572 572 16.2 100.0 16.2 26.1
6 38 40 1.1 95.0 1.1 1.7
7 47 47 1.3 100.0 1.3 2.1
8 212 233 6.6 91.0 6.0 9.7
9 5 5 0.1 100.0 0.1 0.2
10 632 947 26.8 66.7 17.9 28.8

Total 2196 3539 100.0 62.1 62.1 100.0

2016 1 259 506 15.6 51.2 8.0 12.5
2 29 89 2.8 32.6 0.9 1.4
3 238 714 22.0 33.3 7.3 11.5
4 17 63 1.9 27.0 0.5 0.8
5 642 642 19.7 100.0 19.7 31.1
6 59 63 1.9 93.7 1.8 2.9
7 33 34 1.0 97.1 1.0 1.6
8 165 183 5.6 90.2 5.1 8.0
9 1 1 0.0 100.0 0.0 0.0
10 623 957 29.4 65.1 19.2 30.2

Total 2066 3252 100.0 63.5 63.5 100.0

2017 1 202 491 15.5 41.1 6.4 10.6
2 21 42 1.3 50.0 0.7 1.1
3 231 843 26.7 27.4 7.3 12.1
4 3 25 0.8 12.0 0.1 0.2
5 588 588 18.6 100.0 18.6 30.8
6 30 33 1.0 90.9 0.9 1.6
7 16 20 0.6 80.0 0.5 0.8
8 171 195 6.2 87.7 5.5 9.0
9 0 0 0.0 0.0 0.0 0.0
10 644 925 29.3 69.6 20.4 33.8

Total 1906 3162 100.0 60.3 60.3 100.0

2018 1 277 638 19.0 43.4 8.2 13.8
2 9 14 0.4 64.3 0.3 0.4
3 201 887 26.4 22.7 6.0 10.0
4 6 15 0.4 40.0 0.2 0.3
5 848 848 25.3 100.0 25.2 42.1
6 55 56 1.7 98.2 1.6 2.7
7 15 19 0.6 78.9 0.4 0.7
8 176 194 5.8 90.7 5.2 8.8
9 5 5 0.1 100.0 0.1 0.2
10 422 687 20.4 61.4 12.6 21.0

Total 2014 3363 100.0 59.9 59.9 100.0

2019 1 194 347 21.9 55.9 12.2 18.8
2 0 1 0.1 0.0 0.0 0.0
3 139 451 28.4 30.8 8.8 13.5
4 0 4 0.3 0.0 0.0 0.0
5 423 423 26.7 100.0 26.7 40.9
6 21 21 1.3 100.0 1.3 2.0
7 12 14 0.9 85.7 0.8 1.2
8 92 101 6.4 91.1 5.8 8.9
9 1 1 0.1 100.0 0.1 0.1
10 151 223 14.1 67.7 9.5 14.6

Total 1033 1586 100.0 65.1 65.1 100.0

The period 1 1131 2496 16.8 45.3 7.6 12.3
between 2 229 397 2.7 57.7 1.5 2.5
01.01.2015 3 1051 3667 24.6 28.7 7.1 11.4
and 4 105 265 1.8 39.6 0.7 1.1
30.06.2019 5 3073 3073 20.6 100.0 20.6 33.3

6 203 213 1.4 95.3 1.4 2.2
7 123 134 0.9 91.8 0.8 1.3
8 816 906 6.1 90.1 5.5 8.9
9 12 12 0.1 100.0 0.1 0.1
10 2472 3739 25.1 66.1 16.6 26.9

Total 9215 14,902 100.0 61.8 61.8 100.0



These total data for 4.5 years were evaluated sepa-
rately and in an aggregated form, and the data and calcu-
lated rates of total, Pregnancy group and Perinatology
Group of the obstetrics clinic were compared with the
summarized rates and the data given in Table 2 for the
WHO’s Robson’s TGCS (Table 6).

However, the primary cesarean section rates (per-
forming cesarean section to pregnant women for the first
time regardless of nulliparous or multiparous pregnan-
cy), which are requested from the hospitals regularly by
the Turkish Health Ministry, cannot be calculated
according to the Robson’s TGCS. According to the data
obtained from the statistics unit of the hospital for the
years 2015, 2016, 2017, 2018 and first 6 months of 2019,
the primary cesarean section rates of the hospital were
20.1%, 19.0%, 16.2%, 16.7% and 20.0%, respectively.

As seen in Table 6, it was found that more multi-
parous pregnant women admitted to the hospital than
the expected rates of nulliparous/multiparous pregnant
women. It is seen for each group that the rates of Group
1 and Group 2 involving nulliparous pregnancies are
highly above the ratio of 2:1 by years. The results of the
cesarean section rates in Group 1 and Group 2 for all
pregnant women of Obstetrics clinic, Pregnancy clinic

and Perinatology clinic were 24.0% and 51.0%, 18.7%
and 45.1%, and 45.3% and 57.7%, respectively.

It is seen in the Obstetrics and Pregnancy groups that
the rates of Group 3 and Group 4 patients involving
multigravida pregnancies are higher than the expected.
On the other hand, the admission rate of 26.4% was
achieved in the Perinatology group, which is below the
total rate of 30% expected from these two groups. It was
seen in all groups that the cesarean rates were highly
above the targeted rates which were 3% for Group 3 and
15% for Group 4.

It is understood through the data that the rates of
patients who constitute Group 5 and had cesarean sec-
tion or uterine incision previously are about 19–20% for
all groups and that the cesarean section was performed in
almost all pregnant women who admitted with the histo-
ry of previous cesarean section.

However, the admission rates of Group 6 constituted
by breech presentation cases and involving nulliparous
cases and Group 7 involving multiparous cases were far
below the recommended rate of 3–4% and the ratio of
these groups was lower than 2:1. It was found that the
rates of cesarean section were 96.8%, 97.7% and 95.3%
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Table 6. The results of Obstetrics, Pregnancy and Perinatology groups according to the recommendations. 

WHO  Total data of  Pregnancy  Perinatology  
Criteria recommendations Obstetrics Clinic clinic clinic

Group 1 / Group 2 Total 35–42% 23.1% 24.4% 19.4%
Ratio 2:1 14.6 21.9 6.3

Group 1 CS rate 10% 24.0% 18.7% 45.3%

Group 2 CS rate 20–35% 51.0% 45.1% 57.7%

Group 3 / Group 4 Total 30% 39.2% 43.6% 26.4%
Ratio >2:1 44.5 80 13.8

Group 3 CS rate <3% 12.4% 9.1% 28.7%

Group 4 CS rate <15% 44.1% 49.3% 39.6%

Group 5 Size 15% 19.6% 19.3% 20.6%
CS rate 50–60% 99.8% 99.8% 100%

Group 6 / Group 7 Total 3–4% 1.8% 1.6% 2.3%
Ratio 2:1 1.2 1.1 1.6

Group 6 CS rate 4% 96.8% 97.7% 95.3%

Group 7 CS rate 4% 88.6% 87.3% 91.8%

Group 8 Size 1.5–2% 2.7% 1.5% 6.1%
CS rate 60% 86.6% 81.5% 90.1%

Group 9 Size <1% 0.1% 0.1% 0.1%
CS rate 100% 97.8% 97.0% 100%

Group 10 Size <5% 13.6% 9.6% 25.1%
CS rate 30% 55.3% 45.4% 66.1%



for Group 6 and 88.6%, 87.3% and 91.8% for Group 7,
respectively.

Group 8 involves multiple pregnancies and the rates
in Pregnancy group are consistent with those recom-
mended by the WHO; however, it is seen that the rate of
6.1% in the Perinatology group impacts the total rate and
total group rate is 2.7%. Again, all groups have higher
rates of cesarean section than the desired cesarean section
rate of 60%, and it was 86.6%, 81.5% and 90.1% for
Obstetrics, Pregnancy and Perinatology groups, respec-
tively.

The rates of cesarean section for all three groups
were found 97.8%, 97% and 100% due to the rates given
in the data of 2015, which was the first year when Group
9 was evaluated in terms of transverse presentation. The
results are as they should be except the data of 2015, and
all rates of other years are 100%.

Although targeted group size was <5% in Group 10
which has admission difference due to high risk pregnan-
cies and in which preterm pregnant women that cause
deviations from the recommendations of the WHO in
general are evaluated, the admission rates for Obstetrics,
Pregnancy and Perinatology groups were 13.6%, 9.6%
and 25.1%, respectively. Also, the rates of 55.3%, 45.4%
and 66.1% were found for these groups which were
highly above the targeted rate of 30% for cesarean sec-
tion. With these data, it was seen that the hospital does
not only serve to the pregnant women who need to have
preterm labor through Perinatology clinic, but also
through the delivery room where many pregnant women
need to have preterm labor due to various reasons.

Discussion
Robson’s TGCS helps to classify every pregnant woman
who admits for labor in one of the 10 groups which are
completely inclusive in a way not involving in two differ-
ent but correct conditions simultaneously. This uniform
coding system provides a strict quality control system for
complications by determining specific and diagnostic
criteria for the complications.[12] Our study is the second
study in Turkey about a tertiary center.[14] Yet, in our lit-
erature review, we found a limited number of data on
the use of Robson’s TGCS in the tertiary centers in the
world.[15–22] We found only 2 of these studies[15,16] that the
labor data between tertiary centers and secondary deliv-
ery units were evaluated in terms of Robson’s TGCS.

The study data and the relevant results are affected
highly by the population and clinical variety of the preg-
nant women who admitted to the hospital. Therefore, a
follow-up systematic has been developed by a perinatol-
ogy clinic or tertiary center for high risk pregnancies in
terms of both fetal and maternal aspects. In this way, the
need of finalizing pregnancy by vaginal delivery as a nat-
ural method or by cesarean section due to compulsory
reasons varies depending on the clinical condition and it
is seen that cesarean section is performed more fre-
quently in tertiary centers having perinatology units.[15,16]

The perinatology unit of our hospital serves as an inten-
sive care unit, and approximately one fourth of all cases
(26%) are treated and deliver in this unit. When we
reviewed the study results, we found differences among
the groups in terms of Robson’s TGCS; the general rate
of cesarean section in the perinatology unit of our hos-
pital was 61.8% while it was 35.4% in the Pregnancy
group, and the mean of our total clinic data which was
the common result of these two groups was 42.2%.

We also found that the numbers and rates of nulli-
parous and multiparous pregnant women who admitted
to the hospital were different than the values provided
by the WHO. While the mean values given by the
WHO as example were 35–42% for primigravida cases
and 30% for multigravida cases, they were quite the
opposite for our hospital data, and it was 23.1% for
primigravida cases and 39.2% for multigravida cases. In
the sub-group analysis, the mean admission rates for
primigravida and multigravida cases were 24.4% and
43.6% in the Pregnancy group and 19.4% and 26.4% in
the Perinatology group, respectively. With these rates,
the rate of multigravida patients admitting to the perina-
tology unit is at an acceptable level. However, in two
previous studies evaluating Robson’s TGCS data in
Turkey reported that the rates were consistent with
those recommended by the WHO.[14,23] In this respect, it
can be thought that many primigravida pregnant women
would like to have their labors in private centers due to
many social factors in Turkey or in the region that the
hospital is located in a narrow perspective.[24,25] However,
it is seen that the rates of cesarean section are high in
Groups 1–4 which involve primigravida and multigravi-
da cases. WHO motions report that the decision for
cesarean section instead of induction is made more easi-
ly in primigravida cases, and therefore induction proce-
dures should be focused on much more, and the decision
for cesarean section is made more easily in multigravida

Volume 27 | Issue 2 | August 2019

The evaluation of cesarean section rates in accordance with Robson Ten-Group Classification System and the data of perinatology

97



cases due to the families’ request of tubal ligation.[12] The
WHO recommends evaluating the relative contribu-
tions of Groups 1, 2 and 5 to general rate of cesarean
section, because these three groups are responsible for
2/3 (66%) of the cesarean section procedures in hospi-
tals, and the focus should be on these three groups for
the efforts of decreasing general rate of cesarean section
in hospitals. In fact, the higher the general rate of
cesarean rate is, the more focus should be on Group 1.[26]

The group of pregnant women with the history of
previous cesarean section (Group 5) is the group which
is an opportunity to decrease the rates of cesarean sec-
tion in this regard. From this aspect, the WHO predicts
the rate of cesarean section 50–60% in a group with a
size of 15% approximately. However, some factors such
as the number of previous cesarean section, the type of
uterine incision performed previously, week of gesta-
tion, the presence of multiple pregnancy and maternal
obesity are the significant limitations for the vaginal
labor after cesarean section. Taking these factors into
consideration and following up the labor under appro-
priate conditions and in the environments prepared in
advance are the important necessities.[27] With regard to
our study, the lack of relevant practices in the obstetrics
unit and delivery room can be expressed as a significant
issue; however, it is important that the patients have
appropriate conditions and the pregnant women are
willing to participate. Besides, a majority of the pregnant
women who admit to the hospital having two or more
cesarean section and the hospital being a referral center
for placenta previa and placenta percreta cases can be
shown as the reasons for the cesarean section rate of
99% for Pregnancy group and 100% for Perinatology
group which are 19–20% in Group 5.

Interestingly, in consistent with our data, two other
studies from Turkey[14,23] reported the admission rates of
pregnancies with breech presentation 3–4% lower than
the recommended rates. Group 9, which had transverse
and oblique presentations, had similar low rate.
Cochrane reviews report that the pregnancies with
breech presentation have lower rates of perinatal/neona-
tal mortality and morbidity by cesarean section.[28] This
may explain the low rate of admission of the patients in
this group; pregnant women with breech presentation
are delivered by a planned labor decision.[25] However,
the societies in many countries recommend vaginal
delivery or cesarean section for the pregnancies with
breech presentation after trying external cephalic ver-

sion.[29] Eliminating the lack of this practice by trainings
through the societies can be a potential precaution.

In the hospital which is a reference center for multi-
ple pregnancies constituting Group 8 and for Group 10
involving preterm labors due to gestational complica-
tions, the mean rate of hospital is 2.7% and it is 6.1% in
the perinatology unit for multiple pregnancies, and they
are 13.5% and 25.1% for preterm labors, respectively,
which are higher than the rates recommended by the
WHO. Similar high rates in both groups are also report-
ed by other studies evaluating tertiary centers.[15,19,21]

However, we associated the high rates of Group 8 and
Group 10 with the rates of primary cesarean section
which involve the cases with previous cesarean section
and already high.

One of the limitations of our study is shift order in
our hospital. Delivery room is a common area, and
Pregnancy and Perinatology groups do not have sepa-
rate delivery rooms. One of the reasons for the high
rates in the pregnancy group is considered that the peri-
natology teams and experts working in the delivery
room under shift conditions provide direct service to
emergency pregnant women with high risk who admit
to the hospital for the first time without any perinatol-
ogy record and have their labors under emergency con-
ditions. Besides, the lack of performance criteria accord-
ing to the rates of cesarean section when providing
delivery service is also important.[30] Carrying out cesare-
an section at high rates in pregnant women who are
evaluated to be in the high risk pregnancy group in line
with the data and the literature is an expected condition.

Conclusion
It is important to evaluate the services provided by the
hospital on different aspects and analyze the data
accordingly. Therefore, except general obstetric data,
the admitting patients and their results should be dis-
tinguished in terms of the services of tertiary center,
and perinatology results also should be presented
except general pregnancy data. The rate of cesarean
section was 61.8% in the Perinatology group which
contain all groups and 35.4% in the Pregnancy group.

In the studies for decreasing the hospital rates of
cesarean section, it is important to do different prepara-
tions to decrease the impacts of Group 1 (nulliparous
patients with single pregnancy and head presentation),
Group 2 (nulliparous patients with single pregnancy and
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head presentation, term, before labor) and Group 5
(multiparous patients with at least one uterine scar and
head presentation, ≥37 weeks of gestation). These are
the practices for not to increase the rates of primary
cesarean section such as being insistent for labor induc-
tion before deciding cesarean section, not considering
tubal ligation as a facilitator indication for cesarean sec-
tion indication and performing external cephalic version
in appropriate patients with breech presentation. In
addition, providing appropriate conditions for vaginal
delivery after cesarean section is another possible prac-
tice to decrease current rate of cesarean section.
However, considering labor only as a medical practice
and procedure is not a proper and sufficient approach; it
will be the best to evaluate it within social, legal and sys-
temic aspects in order to bring the approach and the
rates of cesarean section into the optimal limits.[31]
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