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Abstract

Introduction: Caesarean section (CS) is one of the most common abdominal surgeries performed in the world. The 10-Group 
Classification System (TGCS, Robson classification) is a World Health Organization recommended classification assessing in-
dications based on 5 variables (parity, previous caesarean section, labour onset, foetal presentation, gestational age, and num-
ber of fetuses). The TGCS provides the opportunity to compare indications between different countries, audit, and evaluate 
of the quality and impact of the recommendations.
Aim of the research: Classification of CS data derived from 2 centres according to the TGCS.
Material and methods: We used the above-mentioned tool to classify 2000 Caesarean sections from two centres – II and 
III degree of reference.
Results: In both groups, group 5 (RG5 – Robson group 5) constituted the largest part of all Caesarean sections, at 39.9% and 
35.17%, respectively. The sum of groups from 1 to 4 (RG 1–4) had a relative contribution to the total number of Caesarean 
sections in individual centres of 46.94% and 53.48%, respectively. The percentage of occurrence of particular classes was 
similar in both centres.
Conclusions: The results of our study are an attempt to determine the trend in indications for Caesarean sections according 
to the TGCS in Poland and to popularize the tool used according to WHO recommendations. All activities aimed at effective 
reduction of the number of Caesarean sections in Poland should be aimed primarily at reducing the percentage of Caesarean 
sections in the RG5 group.

Streszczenie 

Wprowadzenie: Cięcie cesarskie (CC) to jedna z najczęściej wykonywanych operacji brzusznych na świecie. System Robso-
na oparty na 10 grupach (TGCS – The 10-Group) jest klasyfikacją CC zalecaną przez Światową Organizację Zdrowia. Pacjent-
ki klasyfikowane są na podstawie 5 zmiennych (rodność, obecność blizny po CC na macicy, rozpoczęcie porodu, położenie 
i liczba płodów oraz wiek ciążowy). TGCS umożliwia porównanie wskazań między różnymi krajami, audyt ośrodków oraz 
ocenę wpływu zaleceń. 
Cel pracy: Klasyfikacja CC według TGCS.
Materiał i metody: Przy użyciu TGCS sklasyfikowaliśmy 2000 CC z dwóch ośrodków – II i III stopnia referencyjności.
Wyniki: W obu grupach grupa 5 (RG5 – Robson group 5) stanowiła największy odsetek wszystkich CC, odpowiednio 39,9% 
i 35,17%. Suma grup od 1 do 4 (RG 1–4) miała względny udział w ogólnej liczbie CC w poszczególnych ośrodkach, odpowied-
nio 46,94% i 53,48%. Odsetek występowania poszczególnych klas był podobny w obu ośrodkach. 
Wnioski: Wyniki naszego badania są próbą określenia trendu wskazań do CC według TGCS w Polsce oraz popularyzacji 
tego narzędzia. Wszystkie działania mające na celu efektywne zmniejszanie liczby CC w Polsce powinny być ukierunkowa-
ne na zmniejszanie liczby pacjentek klasyfikowanych do grupy 5.
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Introduction

Caesarean section (CS) is undoubtedly a  proce-
dure that reduces maternal and neonatal mortal-
ity and morbidity in certain obstetric situations. In 
Poland, almost every second delivery takes place 
through CS. The percentage of caesarean sections in 
Poland is above the average for OECD countries and 
has an upward trend [1, 2]. In 2015, the WHO pro-
posed use of the TGCS (TGCS = 10-Group Classifica-
tion System, Robson Classification) (Table 1) to glob-
ally standardize indications for caesarean sections 
(post factum) and, consequently to be able to compare 
indications between countries and assess the impact 
of new recommendations on trends [3, 4]. The clas-
sification categorizes patients according to 5 variables 
(parity including previous caesarean, labour onset, 
foetal presentation, gestational age and number of 
fetuses). In Poland, this classification is currently not 
a commonly used tool. However, data from individual 
centres suggest that the most common indication re-
mains the state after previous Caesarean section [5], 
which in the TGCS classification when foetus is in the 
cephalic presentation after 37 weeks corresponds to 
category 5 (RG5 – Robson group 5). In our paper we 
decided to analyse the indications for CS in 2 centres 
from the province of Lodzkie and Swietokrzyskie in 
order to obtain a sample of the trend of the distribu-
tion of indications in our country.

Aim of the research

The aim of the study was to analyse indications for 
Caesarean sections in selected centres of II and III de-
gree of reference according to Robson criteria. 

The study was not intended to compare centres 
but only to attempt to determine the general trend.

Material and methods

We retrospectively analysed indications for 
2000  consecutive caesarean sections starting from 
the beginning of 2018 from 2 centres – II and III refer-
ence facilities (Clinic of Obstetrics and Gynaecology, 
Provincial Combined Hospital in Kielce (reference fa-
cility level III – RFLIII) – n  =  1000 and Department 
from Obstetrics and Gynaecology, Tomaszów Health 
Centre (reference facility level II – RFLII) – n = 1000).

Results

The results of relative contribution in relation to 
the total number of Caesarean sections in a  given 
centre (which is 100%) are presented in Table 2 and 
Figure 1. The total RG1-4 was 46.94% in RFLII and 
53.48% in RFLIII. 

Discussion

Caesarean section should be an option for every 
patient who has indications for it, but epidemiologi-
cal data do not indicate that an increase of more than 
15% will bring benefit to the population in terms of 
reducing maternal and neonatal mortality and mor-
bidity [6, 7]. The basic principle that should guide any 
health care system is to ensure that a Caesarean sec-
tion can be performed for every patient who needs 

Table 1. Description of particular TGCS (10-Group Classifi-
cation System) groups (RG – Robson group)

TGCS group Description

RG1 Nulliparous, single cephalic, ≥ 37 weeks, 
spontaneous labour

RG2 Nulliparous, single cephalic, ≥ 37 weeks, 
induced or Caesarean before labour

RG3 Multiparous (excluding previous 
Caesareans), single cephalic, ≥ 37 weeks, 
spontaneous labour

RG4 Multiparous (excluding previous 
Caesareans), single cephalic, ≥ 37 weeks, 
induced or Caesarean before labour

RG5 Previous Caesarean, single cephalic  
≥ 37 weeks

RG6 All nulliparous breeches

RG7 All multiparous breeches (including 
previous Caesareans)

RG8 All multiple pregnancies (including 
previous Caesareans)

RG9 All abnormal lies (including previous 
Caesareans)

RG10 All single cephalic, ≤ 36 weeks (including 
previous Caesareans)

Table 2. Relative contribution for the total number of Cae-
sarean sections in a given centre (RFLII – reference facil-
ity level II, RFLIII – reference facility level IIII, RG – Robson 
group) (percentage of total Caesarean sections number in 
a particular facility)

Robson category RFLII RFLIII

RG1 22.98% 18.60%

RG2 12.47% 19.96%

RG3 6.72% 9.88%

RG4 4.77% 5.04%

RG5 39.90% 35.17%

RG6 4.91% 5.14%

RG7 2.20% 1.16%

RG8 2.22% 1.45%

RG9 2.11% 0.10%

RG10 1.71% 3.49%
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it in order to save the health of the mother and/or 
child. It should be remembered that, especially from 
a  mother’s perspective, each procedure has poten-
tial complications – both short and long term [6, 8]. 
There are also reports that a  delivery by Caesarean 
section may adversely affect the immune system of 
children, and increase the risk of asthma, juvenile ar-
thritis, inflammatory bowel disease, and leukaemia 
[9], so the decision to perform a CS should be based 
on current medical knowledge to properly balance 
risks and benefits. The data collected by us showed 
that approximately 37% of caesarean sections in both 
centres are performed in single, full-term pregnan-
cies, after previous Caesarean section in the history, 
with the foetus in the cephalic presentation. Accord-
ing to unpublished data collected at the RFLIII cen-
tre, approximately 90% of these CS are elective repeat 
Caesarean delivery (ERCD). Obviously, the results 
obtained by us cannot be extrapolated to all obstet-
rics and gynaecology departments in Poland, but tak-
ing into account the large disproportion between the 
percentage of R5 category prevalence and the other 
categories in both centres, it is highly probable that 
this is the class to which CSs in Poland are most often 
categorized. The obtained data are consistent with 
the literature data from other countries. In most of 
the works, RG5 has the largest proportionate contri-
bution to the total Caesarean sections. In the United 
States, RG5 accounted for > 34% of the overall 2014 
Caesarean delivery rate [10], in Austria it accounted 
for 26.9% with an upward trend  [11], and in Brazil 
it was also the most common group of indications, 
accounting for approximately 31.3% [12]. Any at-
tempts to limit the number of CSs should be directed 
at this group of patients. An obvious action aimed at 
reducing the presence of this category is to encour-
age trial of labour after CS (TOLAC). With appropri-
ate qualification, it is safe, and the outcome in the 
form of vaginal birth after caesarean section (VBAC) 
is statistically most favourable from the point of view 

of the newborn and the mother [1]. The absolute 
risk of the most severe complication of TOLAC from 
the point of view of both mother and child – intra-
partum uterine rupture – is less than 0.5%, and the 
overall risk of maternal and perinatal death is more 
than 3  times lower with TOLAC than with ERCD 
(0.004% vs. 0.013%) [13]. From a population point of 
view, intrapartum uterine rupture is mainly associ-
ated with an increased risk to the newborn. Research 
indicates that the overall perinatal mortality among 
patients taking TOLAC is two and a half times higher, 
at 0.13% vs. 0.05% [13]. It is worth noting, however, 
that the values are lower than the absolute value of 
perinatal mortality in Poland, which was 0.38% in 
2018 [2]. Appropriate qualification for TOLAC is the 
key to reducing the frequency of this indication while 
maximizing safety. Responding to this need, the Pol-
ish Society of Gynaecologists and Obstetricians in its 
recommendations from 2018 changed the previously 
binding recommendations, abolishing the obligatory 
consent of the patient to TOLAC in the case of spon-
taneous initiation of labour and in the absence of 
factors increasing the risk of scar dehiscence [14]. In 
Poland, there is no system monitoring the population 
implications of recommendations issued by scientific 
societies, so the practical population effect of such 
guidelines remains immeasurable. Popularizing the 
TGCS could fulfil such a function.

An important indicator of the TGCS is also the 
total proportion of RG1-4 patients in the centres, be-
cause it is a measure of Caesarean sections performed 
among patients who are the most optimal group for 
vaginal delivery (nulliparous or multiparous, cephal-
ic presentation, completed 37 weeks without previous 
uterine scar). It is also a group of patients who will 
most likely be classified under RG5 in the event of 
their next pregnancy. These are also female patients 
who may potentially be candidates for childbirth 
outside hospital conditions. An increasing trend of 
interest in this type of birth is observed in our coun-
try [15]. In our analysis, every second patient in the 
combined RG1-4 group underwent Caesarean sec-
tion. This corresponds to trends in other developed 
countries such as the United States – 47% (10), Austria 
– 64% (11), and Turkey – 66% [16]. It is worth not-
ing that among these patients, there are both patients 
whose section was performed intrapartum during 
spontaneous and induced labour, as well as patients 
whose section was performed before the onset of la-
bour – elective Caesarean section. In order to distin-
guish patients from these 2 categories, modified Rob-
son criteria were described. In this modification, by 
adding letters to the number, additional subgroups 
were established depending on whether delivery was 
spontaneous (a), induced (b), or CS before labour (c). 
Such subclassification is important from an epide-
miological point of view. Each year more deliveries 

Figure 1. Distribution of relative contribution of Robson 
groups to the total number of Caesarean sections in par-
ticular facilities
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in the world are induced [17], and local algorithms of 
proceedings differ both in terms of indications and 
way of pre-induction. The need of pre-induction of 
labour (in case of low Bishop score) is an adverse fac-
tor a priori in relation to successful vaginal delivery 
[18]. Given the numerous methods of pre-induction 
of delivery, the widespread use of modified Robson 
criteria could be a kind of quality-control for appli-
cable procedure of labour induction. The Robson sys-
tem with subcategorization is recommended for use 
by the Society of Obstetricians and Gynaecologists of 
Canada [19, 20]. 

The limitation of this study is the lack of use of 
modified criteria. The second limitation is the lack of 
assessment of what percentage of the total number 
of pregnant patients from a given RG is subjected to 
CS. We limited ourselves only to showing the relative 
contribution of CS in each RG in relation to the total 
number of CS in a given centre.

Conclusions

The trend in the distribution of CS in TGCS in 
both centres is similar to that observed in developed 
countries.

Effective actions aimed at reducing the number of 
CS in Poland should be directed mainly at reducing 
the share of RG5, due to the high relative contribution 
of this group. 

The Robson classification is a  useful tool for the 
assessment of indications for CS, and its widespread 
use would enable the proper assessment of indications 
and the impact of the introduced recommendations 
on the general trend. 
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