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A bs t rac t  

Objective: To determine the rate of cesarean sections among pregnant women admitted to the hospital and to document the indications for 
cesarean sections among them. 
Methodology: This descriptive observation study was carried out at the Department of Obstetrics and Gynecology, Federal Government 
Polyclinic (FGPC), Islamabad from September 1, 2022 to August 31, 2023. Non-probability consecutive sampling technique was employed. 
All pregnant women who were admitted in the hospital for childbirth were included in the study. Patients who did not consent for participation 
in the study were excluded. Robson's ten group classification system (RTGCS) was employed to categorize the women undergoing 
cesarean sections. 
Results: Out of 3489 deliveries, there were 1855 cesarean sections with cesarean section rate of 53.16%. Majority of the cesarean sections 
(n=1445; 77.89%) were emergency whereas only 22.10% (n=410) cesarean sections were elective. Majority of the cesarean sections 
(n=1411; 76.06%) were instituted among women with previous scars whereas 444(23.93%) were performed in primigravida. 
The highest frequency of cesarean sections was observed among women of Robson’s group-5 (n=965; 52.02%), followed next by women in 
Robson’s group-2 (n=276; 14.87%), and those in Robson’s group-1 (n=182; 9.81%). 
Conclusion: The rate of cesarean sections was 53.16%. Majority of the cesarean sections were performed among women with previous 
cesarean section. Robust efforts should be made to improve the standards of obstetric care at the level of the primary healthcare facilities. 
This will help to reduce not only primary cesarean sections but more importantly the alarmingly high secondary cesarean sections in the 
Robson’s group-5 women. 
Key words: Increased caesarean section rates; Robson's Ten Group Classification System (RTGCS); Indications of induction of Caesarean 
sections; Vaginal birth after cesarean. 
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Introduction

Unless complicated, pregnancy and childbirth are 

normal physiological processes. The obstetricians try 

their level best to ensure uneventful progression of 

these natural processes and hence achieve optimal 

feto-maternal outcomes. Under normal circumstances, 

vaginal delivery is preferred over caesarean section; 

however, the rate of cesarean sections has been 

consistently increasing over the past four decades 

across the globe. 1-3 

Data regarding cesarean section rates are published 

regularly from the developed nations; however; there is 

relative deficiency of such data from most of the 

developing countries. Published studies from different 

parts of the globe have been reporting increasing rates 

of cesarean sections.4, 5 

Cesarean section is a double edged-sword in the 
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hands of obstetricians. When indicated genuinely, it 

serves to save two precious lives; however, when 

cesarean section is employed injudiciously, it has 

certain short term and long-term repercussions. For 

instance, once a cesarean section is performed in a 

woman during any pregnancy, there is great likelihood 

of the women to be managed through cesarean section 

for subsequent deliveries. The increasing cesarean 

section rate has given birth to the menace of ever-

increasing frequency of placenta accreta spectrum, 

rupture of the uterine scar and obstetrical 

hysterectomies. 6, 7 

Internationally there is growing awareness about the 

consistently rising rates of cesarean sections; however, 

there is relative lack of quality research into this issue 

in our country. The current study was therefore planned 

to determine the rate of cesarean sections as well as 

the various indications for performing cesarean 

sections at our institute. The rationale of our study was 

to generate valuable local evidence-base regarding this 

important obstetric issue of rising rates of cesarean 

sections. This will help to translate into improved 

obstetric care for the future women at our hospital as 

well as similar public sector hospitals. 

 Methodology  

This descriptive observation study focused on the 

collection of numerical data regarding severe maternal 

outcomes and their underlying associated factors. It 

was conducted at the Department of Obstetrics and 

Gynecology, Federal Government Polyclinic (FGPC), 

Islamabad over a period of one year, spanning from 

September 1, 2022 to August 31, 2023. The study was 

approved by the hospital ethics committee and 

proceeded in accordance with the ethical protocols of 

Helsinki’s Declaration of 2013. The anonymity of 

participants was guaranteed. Informed consent was 

taken from the patients. 

Non-probability consecutive sampling technique was 

employed. Robson's Ten Group Classification System 

(RTGCS) 8 was employed for classification of the 

women undergoing cesarean sections.  

Numerical data of women who delivered vaginally or 

through cesarean sections during the study period was 

recorded. These data included age of the patients, their 

educational status, social status, whether booked or 

un-booked cases, gravida/ parity status, and indications 

for cesarean sections. Women undergoing cesarean 

sections were categorized as per RTGCS. The detailed 

maternal clinical and demographic characteristics were 

recorded.  

The data were analysed through SPSS version 21 and 

various descriptive statistics were employed to 

calculate frequencies, percentages, means and 

standard deviation. The numerical data such as age of 

the patients was expressed as Mean ± Standard 

deviation. The categorical data such as the group-wise 

distribution of cesarean sections was expressed as 

frequency and percentages. The primary outcome 

measure was to determine the rate of cesarean 

sections at our department. The secondary outcome 

measure was to determine the relative share of each 

Robson’s group of women. 

Results 

During the study period, the hospital recorded 3489 

deliveries wherein 1855 were cesarean sections. The 

rate of cesarean sections was 53.16%. Majority of the 

cesarean sections (n=1445; 77.89%) were emergency 

whereas only 22.10% (n=410) cesarean sections were 

elective. Majority of the cesarean sections (n=1411; 

76.06%) were instituted among women with previous 

scars whereas 444(23.93%) were performed in 

Primigravida. 

The patients ranged in age between 17-42 years with 

a mean age of 27.89±4.42 years. Table I shows the 

Table I: Demographic and baseline clinical 
characteristics of the patients. (n=1855) 

Clinical and Demographical 
Features of the patients 
undergoing CS 

Number / 
Percentage 

 

Age of the woman in years: 

≤20 years 27(1.45%) 

21-30 years 1143(61.45%) 

31-40 years 679(36.60%) 

>40 years 6(0.32%) 

Gravida status of the woman: 

Primigravida 509(27.43%) 

Multigravida  1330(71.69%) 

Grand  Multigravida 16(0.86%) 

Booking status:  

Yes 1103(59.46%) 

No 752(40.53%) 

Socioeconomic status:  

Poor 1744(94.01%) 

Middle 111(5.98%) 

Educational status of the woman: 

Illiterate 1205(64.95%) 

Primary 628(33.85%) 

Secondary 13(0.70%) 

Tertiary 9(0.48%) 
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demographic and clinical characteristics of the 

included patients. 

The highest frequency of cesarean sections was 

observed among women of Robson’s group-5 

(n=965; 52.02%), followed next by women in 

Robson’s group-2 (n=276; 14.87%), and those in 

Robson’s group-1 (n=182; 9.81%). 

Table II comprehensively describes the split figures for 

women in various groups of the Robson’s classification 

system. 

Discussion   

Obstetricians try hard to ensure uneventful progression 

of every pregnancy in a natural way. A normal labor in 

a normal pregnancy is considered to be the major 

determinant of whether the childbirth will be through 

vaginal or cesarean delivery. Labor refers to the 

physiological process through which the products of 

conception (i.e., the fetus and placenta) are delivered 

from the uterus through the vagina. This process is 

categorized into three stages. The smooth progression 

of normal labor requires three important factors. These 

include good maternal efforts and uterine contractions; 

favorable fetal characteristics, and adequate pelvic 

anatomy. These factors have been historically labelled 

as the passenger, power, and passage. The 

obstetricians employ several measures to ensure safe 

and monitored progression of normal labor. Continuous 

monitoring of the fetus and mother and normal 

progression of the process ensures safe labor. 9-11 

The obstetricians quite often face challenging situations 

where they have to bail out the pregnant women with 

cesarean deliveries. The history of cesarean sections 

spans over centuries; however, it was avoided because 

of the associated high mortality rates. The introduction 

of low transverse incision on the uterus by Munro Kerr 

about a century ago was a major breakthrough in the 

technique. With ever increasing safety of various forms 

of anesthesia and operative techniques, cesarean 

sections have gained popularity not only among the 

obstetricians but also the pregnant women. Resultantly 

the rates of cesarean sections are consistently rising in 

all human populations. 12-14 

What constitutes an acceptable rate of cesarean 

sections? There exists no consensus or universal 

agreement in this regard; however, in 1985, the World 

Health Organization quoted it to be around 10%-15% at 

the community level.15 The rate of cesarean sections 

has been consistently rising worldwide over the last few 

decades. The published literature has described a 

variety of factors to be responsible for this increasing 

rate of cesarean sections. Among these include easy 

access of women to cesarean section services, family 

or mother’s own preference for cesarean section over 

vaginal delivery, advanced maternal age at childbirth, 

Obstetricians’ own bias towards cesarean section for a 

variety of indications that could be judicious or 

injudicious. 16-18 

In our study, the rate of cesarean section was 53.16%. 

Considerable variations exist in the reported rates of 

cesarean sections from different institutions and 

different countries. Majid E et al from Karachi reported 

it to be 36.5% whereas Ansari A et al from Rawalpindi 

reported it to be 54%. Internationally there is 

considerable variation in the reported rates of cesarean 

section. For instance, 40% in Iran, 58.2% in Oman and 

94.49% in India. 19-23  

The high cesarean section rate in our study can be 

explained on the basis of the fact that our hospital is a 

tertiary care teaching setup. We receive referred and 

complicated cases not from the twin cities of 

Rawalpindi and Islamabad but also from far flung 

regions such as Azad Kashmir, Gilgit Baltistan and 

Table II: Frequencies of Indications for Caesarean 
Sections as per Robson’s Parameters. (n=1855) 

Indications No. % 

Nulliparous single cephalic 
>37weeks spontaneous labour 

182  9.81% 

Nulliparous single cephalic >37 
weeks  
Induction or caesarean section 
before labour 

276 14.87% 

Multiparous except previous 
caesarean sections single cephalic 
>37 weeks spontaneous labour 

119 6.41% 

Multiparous except previous 
caesarean sections single cephalic 
>37 weeks induction or caesarean 
before labour 

117 6.30% 

Previous caesarean section single 
cephalic >37 weeks 

965  52.02% 

All nulliparous breech 73 3.93% 
All multiparous breech including 
previous caesarean sections 

39 2.10% 

All multiple pregnancies including 
previous caesarean sections 

33 1.77% 

All abnormal lies including previous 
caesarean sections 

26 1.40% 

All single cephalic >36 weeks 
including previous caesarean 
sections 

25 1.35% 
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some other remote districts of Punjab and Khyber-

Pukhtunkhwa. 

Our study pertains to a public sector referral hospital. 

Different rates of cesarean section births in public 

versus private sector health facilities suggest that non-

medical factors, such as monetary gains may motivate 

doctors to perform cesarean section deliveries. Singh P 

et al from India reported that cesarean section births 

are nearly three times more in private as compared to 

public sector hospitals. Similar significant differences in 

the rates of cesarean section in private versus public 

sector healthcare facilities have been reported from 

other countries.24-27 

The Robson’s classification system was introduced in 

2001 and was endorsed by the WHO. Instead of 

classifying the cesarean section on basis of urgency or 

indications, the Robson system employs obstetric 

parameters such as pregnancy history and gestational 

age. Based on these parameters the women 

undergoing cesarean sections are put into ten different 

categories. The system can authentically compare 

cesarean section trends over time and across different 

settings.28, 29 

In our study highest number of the cesarean section 

patients belonged to the Robson’s group-5. Our finding 

conforms to several studies. Ansari A et al reported it to 

be 27.42% in their hospital whereas Majid E et al 

reported it to be 56%. In other low-income countries, 

the share of this group in cesarean section ranges 

between 51-83%. 19,20,30,31 

One theoretical solution to address the alarming 

number of women in the Robson’s group-5 is to 

advocate for trial of labor after cesarean section 

(TOLAC) and hence enhance the rate of vaginal birth 

after cesarean section (VBAC). The trial of labor in 

such patients is not free from risks. Serious 

complications such as uterine rupture have been 

reported in the literature.  Ulgu MM et al from Turkey 

observed that vaginal birth rate among women who had 

a previous cesarean section was only 2.1%.  Landon 

MB et al from the US reported this figure of successful 

VBAC rate to be only 10%. In the resource restricted 

countries like ours, it may be easy to speak of 

encouraging VBAC; however given the recognized 

limitations of our systems and poor compliance on part 

of our women, it may not be very practical to achieve 

high success rates with VBAC. Given the 

aforementioned facts, the most practical solution for 

reducing the number of women in Robson group-5 is to 

focus on reducing primary cesarean sections among 

nulliparous and multiparous women with singleton term 

pregnancies. This intervention should focus especially 

on the obstetric services of the private hospitals. This 

will help to reduce the overall incidence of cesarean 

sections and hence curb the menace of rising cesarean 

sections in our country. 32,33 

Conclusion  

The rate of cesarean sections was 53.16%. Majority of 

the cesarean sections were performed among women 

with previous cesarean section. Robust efforts should 

be made to improve the standards of obstetric care at 

the level of the primary healthcare facilities. This will 

help to reduce not only primary cesarean sections but 

more importantly the alarmingly high secondary 

cesarean sections in the Robson’s group-5 women. 

References  

1. Ashraf B, Farooq N, Ain QU, Saleem L, Batool S, Kanwal S. 
Evaluating the quality of obstetric care at the Federal 
Government Polyclinic, Islamabad using the lens of WHO’s 
Maternal Near-Miss Approach. J Soc Obstet Gynaecol Pak.  
2023;13(3):191-196. 

2. Ashraf B. Frequency of anemia and associated risk factors 
among pregnant women; A study from the remote outskirts of 
Quetta, Balochistan. J Soc Obstet Gynaecol Pak. 2023; 
13(2):82-86 

3. Betran AP, Ye J, Moller AB, Souza JP, Zhang J. Trends and 
projections of caesarean section rates: global and regional 
estimates. BMJ Glob Health. 2021;6(6):e005671. doi: 
10.1136/bmjgh-2021-005671.  

4. Jahnke JR, Houck KM, Bentley ME, Thompson AL. Rising 
rates of cesarean delivery in Ecuador: Socioeconomic and 
institutional determinants over two decades. Birth. 
2019;46(2):335-343. doi: 10.1111/birt.12421.  

5. Mauri F, Schumacher F, Weber M, Gayet-Ageron A, Martinez 
de Tejada B. Clinicians' views regarding caesarean section 
rates in Switzerland: A cross-sectional web-based survey. Eur 
J Obstet Gynecol Reprod Biol X. 2023;17:100182. doi: 
10.1016/j.eurox.2023.100182. 

6. Thang NM, Anh NTH, Thanh PH, Linh PT, Cuong TD. 
Emergent versus planned delivery in patients with placenta 
accreta spectrum disorders: A retrospective study. Medicine 
(Baltimore). 2021;100(51):e28353. doi: 
10.1097/MD.0000000000028353 

7. Wang T, Brown I, Huang J, Kawakita T, Moxley M. Factors 
associated with meeting obstetric care consensus guidelines 
for nulliparous, term, singleton, vertex cesarean births. AJP 
Rep. 2021;11(4):e142-e146. doi: 10.1055/s-0041-1740563 

8. Robson MS. Classification of Caesarean Sections. Foetal 
Maternal Med Rev. 2001;12(1):23-39. 

9. Hutchison J, Mahdy H, Hutchison J. Stages of Labor. 2023 Jan 
30. In: StatPearls [Internet]. Treasure Island (FL): StatPearls 
Publishing; 2024. PMID: 31335010. 



Descriptive Analysis of Caesarean Sections Performed at Federal Government Polyclinic Islamabad  
 

J Soc Obstet Gynaecol Pak. 2024; Vol 14. No.2                                62  

10. Cohen WR, Friedman EA. The second stage of labor. Am J 
Obstet Gynecol. 2024;230(3S):S865-S875. doi: 
10.1016/j.ajog.2022.06.014. 

11. Cohen WR, Friedman EA. Clinical evaluation of labor: an 
evidence- and experience-based approach. J Perinat Med. 
2020;49(3):241-253. doi: 10.1515/jpm-2020-0256. 

12. Antoine C, Young BK. Cesarean section one hundred years 
1920-2020: The Good, the Bad and the Ugly. J Perinat Med. 
2020;49(1):5-16. doi: 10.1515/jpm-2020-0305. 

13. Jenabi E, Khazaei S, Bashirian S, Aghababaei S, Matinnia N. 
Reasons for elective cesarean section on maternal request: a 
systematic review. J Matern Fetal Neonatal Med. 
2020;33(22):3867-3872. doi: 
10.1080/14767058.2019.1587407. 

14. Kissler K, Hurt KJ. The pathophysiology of labor dystocia: 
Theme with variations. Reprod Sci. 2023;30(3):729-742. doi: 
10.1007/s43032-022-01018-6. 

15. Shtainmetz N, Tesler R, Sharon C, Korn L. Optimizing 
caesarean section use and feasibility of implementing the 
Robson classification system: Perspectives of healthcare 
providers and policymakers. SAGE Open Med. 
2024;12:20503121241237447. doi: 
10.1177/20503121241237447. 

16. Panda S, Begley C, Daly D. Clinicians' views of factors 
influencing decision-making for CS for first-time mothers-A 
qualitative descriptive study. PLoS One. 
2022;17(12):e0279403. doi: 10.1371/journal.pone.0279403.  

17. Mattebo M, Holmström IK, Höglund AT, Fredriksson M. 
Guideline documents on caesarean section on maternal 
request in Sweden: varying usability with a restrictive 
approach. BMC Health Serv Res. 2023;23(1):1117. doi: 
10.1186/s12913-023-10077-7. 

18. Majeed NG, Mustafa SA, Makram AM, Mohammed PA, Abdul 
Aziz JM, Mansour MM, et al. Perceptions of 
obstetrics/gynecology surgeons on non-medically indicated 
cesarean sections: A cross-sectional study. Cureus. 
2023;15(9):e44508. doi: 10.7759/cureus.44508. 

19. Majid E, Kulsoom S, Fatima S, Zuberi BF. To evaluate rising 
caesarean section rate and factors contributing to it by using 
Modified Robson’s Criteria at a tertiary care hospital. Pak J 
Med Sci. 2022;38(7):2021-2025. doi: 
https://doi.org/10.12669/pjms.38.7.5983 

20. Ansari A, Baqai S, Imran R. An Audit of Caesarean section 
rate using modified Robson criteria at a tertiary care hospital. J 
Coll Physicians Surg Pak. 2019;29(8):768-770. doi: 
10.29271/jcpsp.2019.08.768. 

21. Shirzad M, Shakibazadeh E, Hajimiri K, Betran AP, Jahanfar 
S, Bohren MA, et al. Prevalence of and reasons for women's, 
family members', and health professionals' preferences for 
cesarean section in Iran: a mixed-methods systematic review. 
Reprod Health. 2021;18(1):3. doi: 10.1186/s12978-020-01047-
x. 

22. Abuduxike G, Cali S, Vaizoglu SA, Aşut O, Çavuş M, Olgu M, 
et al. An Analysis of the mode of delivery, risk factors, and 

subgroups with High caesarean birth rates using Robson 
classification system. Matern Child Health J. 2024;28(4):667-
678. doi: 10.1007/s10995-023-03783-5.  

23. Mohanty SK, Panda BK, Khan PK, Behera P. Out-of-pocket 
expenditure and correlates of caesarean births in public and 
private health centres in India. Soc Sci Med. 2019;224:45-57. 
doi: 10.1016/j.socscimed.2019.01.048. 

24. Gavvala N, Thomas M B, Jennifer H G. Disparities in Elective 
and Emergency Caesarean Section Rates Among Public and 
Private Hospitals in the Districts of Andhra Pradesh, India. 
Cureus. 2024;16(2):e54320. doi: 10.7759/cureus.54320. 

25. Khan MN, Kabir MA, Shariff AA, Rahman MM. Too many yet 
too few caesarean section deliveries in Bangladesh: Evidence 
from Bangladesh Demographic and Health Surveys data. 
PLOS Glob Public Health. 2022;2(2):e0000091. doi: 
10.1371/journal.pgph.0000091.  

26. Komuhangi A, Akello R, Izudi J. Determinants of a high 
prevalence of cesarean section among women in eastern 
Uganda. Pan Afr Med J. 2023;46:90. doi: 
10.11604/pamj.2023.46.90.38208. 

27. Kundu S, Sharif AB, Chowdhury SSA, Afroz S, Dey R, Hossain 
A. Socioeconomic and geographical inequalities in delivery by 
cesarean section among women in Bangladesh, 2004-2017. 
BMC Pregnancy Childbirth. 2024;24(1):131. doi: 
10.1186/s12884-024-06327-z.  

28. Eftekharian C, Husslein PW, Lehner R. Cesarean Section 
Rate and Perinatal Outcome Analyses According to Robson's 
10-Group Classification System. Matern Child Health J. 
2021;25(9):1474-1481. doi: 10.1007/s10995-021-03183-7. 

29. Paz LDC, Banegas RC, Luz AG, Costa ML. Robson's Ten 
Group Classification System to Evaluate Cesarean Section 
Rates in Honduras: The Relevance of Labor Induction. Rev 
Bras Ginecol Obstet. 2022;44(9):830-837. doi: 10.1055/s-
0042-1753547.  

30. Sosa C, de Mucio B, Colomar M, Mainero L, Costa ML, Guida 
JP, et al. The impact of maternal morbidity on cesarean 
section rates: exploring a Latin American network of sentinel 
facilities using the Robson's Ten Group Classification System. 
BMC Pregnancy Childbirth. 2023;23(1):605. doi: 
10.1186/s12884-023-05937-3. 

31. Eritero AC, Gebreslasie KZ, Asgedom AT, Areba AS, Wudneh 
A, Bayisa Y, et al. Self-referrals and associated factors among 
laboring mothers at Dilla University Referral Hospital, Dilla, 
Gedeo Zone, Ethiopia: a cross-sectional study. BMC Womens 
Health. 2022;22(1):417. doi: 10.1186/s12905-022-02002-7.  

32. Ulgu MM, Birinci S, Altun Ensari T, Gozukara MG. Cesarean 
section rates in Turkey 2018-2023: Overview of national data 
by using Robson ten group classification system. Turk J 
Obstet Gynecol. 2023;20(3):191-198. doi: 
10.4274/tjod.galenos.2023.68235. 

33. Horgan R, Hossain S, Fulginiti A, Patras A, Massaro R, 
Abuhamad AZ, et al. Trial of labor after two cesarean sections: 
A retrospective case-control study. J Obstet Gynaecol Res. 
2022;48(10):2528-2533. doi: 10.1111/jog.15351. 

 
 


