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In the last decade, childbirth care in Brazil has undergone
profound changes, which when properly applied in the daily
practice of doctors and administrators of maternity wards will
undoubtedly bring a great beneﬁt to our patients. During this
period, we also had intense debates and questions, focused
mainly on the high rates of cesarean deliveries throughout Brazil,
and without any doubts this is a situation that really must change.
However, for an adequate decision making, it is imperative
that the measures to be taken are based on reliable data and on
a simple analysis, so that we have an easier way to reach the
goal of adjusting the cesarean delivery rates. In this sense,
stratifying each of the women who arrive at our hospitals for
delivery is of fundamental importance. Monitoring the indications for cesarean delivery is an essential strategy, among other
measures, to achieve cesarean delivery rates at the appropriate
levels. Over the years, several classiﬁcations have been tried.1
In 2001, Robson2,3 proposed a way to classify pregnant
women into 10 distinct groups, which are fully inclusive and
mutually exclusive. Based on the characteristics of each
pregnant woman, each patient can be included in one of
the groups, but none of them can be included at the same
time in more than one of the groups. The bases of these
groups are ﬁve obstetric characteristics, obtained at the time
of hospitalization for childbirth (►Table 1):
1.
2.
3.
4.
5.

–Parity
–Gestational age at admission
–Moment of the onset of labor (before or after the admission)
–Fetal presentation
–Number of fetuses
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After being classiﬁed, the group of pregnant/puerperal
patients of each hospital can be evaluated and compared
with each other, creating strategies and protocols for the
adequacy of the way of delivery. We can also compare health
institutions, states and countries between public and private

Table 1 The 10 groups of the Robson Classiﬁcation System
Groups

Descriptions

1

Nulliparous, single cephalic,  37 weeks,
in spontaneous labor

2

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

3

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

4

Multiparous (excluding previous CS),
single cephalic,  37 weeks, induced or
CS before labor

5

Previous CS, single cephalic,  37 weeks

6

All nulliparous breeches

7

All multiparous breeches (including previous CS)

8

All multiple pregnancies (including previous CS)

9

All abnormal lies (including previous CS)

10

All single cephalic,  37 weeks
(including previous CS)

Abbreviation: CS, cesarean section.
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care services or even between different times of the same
obstetric unit.
In addition, each hospital/maternity can establish performance criteria in each group of patients. We know that the
largest groups of pregnant women are concentrated in
groups 1 to 5, but the greatest opportunities for having a
vaginal delivery are in the patients of groups 1, 3 and 4.
Strategically, when a patient enters a maternity hospital, the
whole care team should focus on offering the best opportunities and conditions for these pregnant women to have a
vaginal delivery.
On the other hand, the greatest risks of cesarean delivery
may be concentrated in group 2 (nulliparous, > 37 weeks, no
labor or hospitalization for elective cesarean section), either
because the pregnant woman is hospitalized for an elective
cesarean section or due to the risk of failure of the labor
induction if the induction criteria are not well deﬁned and
discussed with the obstetric team. For this reason, each
obstetrical service must establish strict assistance protocols
and well-deﬁned criteria to minimize such risks
Another possible conclusion that was reached after using
this classiﬁcation is that due to the high rates of cesarean
deliveries observed in recent years in Brazil, we will still have
a large number of patients in group 5 arriving in maternity
hospitals throughout the country for the next few years. We
will only see a reduction in the number of patients in this
group if we achieve a reduction of the current cesarean
rates.4 In addition, clear criteria and guidelines must be
created for this group of women, as we are currently seeing
an increase in the desire to attempt to have a vaginal delivery
after a previous cesarean section, due to the cultural and
assistance shift that we are going through, requiring a welltrained and safe care team speciﬁc to this situation.
The characterization of the pregnant population of each
institution, according to the Robson groups, is also essential
for the implementation of care protocols, with well-deﬁned
criteria for each segment. A good protocol implementation
and follow-up process can lead to the rapid, safe and longlasting reduction of unnecessary cesarean sections.
In this process, it is indispensable that the neonatal results
do not get worse. It is very important that the institution does
not transform the objective of reducing the amount of cesarean
deliveries in performing more “vaginal deliveries at any cost.”
Obstetric perineal injury rates, admission of newborn infants
to neonatal intensive care units, Apgar scores lower than 7 in
the 5th minute, and maternal and fetal death rates should be
kept under constant monitoring and with strict targets.
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The discussion of these results with the physicians and the
whole health team assisting the pregnant woman is fundamental to this process of paradigm shift that we are
experiencing, involving not only technical and assistance
issues, but also strong cultural componentes.5 We cannot
forget to listen to the opinion of the women to know their
level of satisfaction and their experience with the process of
childbirth.
Since the proposal of this classiﬁcation, several obstetrical
services have started to test the Robson classiﬁcation system
in different scenarios.3 In 2015, the World Health Organization used the classiﬁcation in a multicenter study of cesarean
sections and considered it an important tool for the knowledge of the maternity population and the quality of the
information available, and these criteria are important in
strategies to reduce unnecessary cesarean deliveries.6
Because of the ease of implementation and interpretation,
the Robson classiﬁcation system is undoubtedly an important
tool for the clinical and administrative management of maternities, contributing to the knowledge of the assisted populations and the subsequent organization of obstetric care.
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