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ABSTRACT

Objective: Identifying factors associated to Caesarean sections among the residents
of Maringd-PR, according to the financing source for delivery. Methods: A cross-
sectional study with data from 920 postpartum women interviewed between October
2013 and February 2014. Association analysis was performed by logistic regression.
Results: Caesarean section rates were 55.5% in the Unified Healthcare System (SUS)
and 93.8% in the private system. Factors associated with Caesarean section in the SUS
were: previous Caesarean section (OR=8.9; CI=4.6-16.9), desire for Caesarean section
early in pregnancy (OR=2.0; CI=1.1-3.6), pregestational overweight/obesity (OR=1.8;
ClI=1.1-2.8), and per capita family income higher than one minimum wage (OR=2.1;
CI=1.3-3.4). In the private system, desire for Caesarean section early in pregnancy
(OR=25.3) and a previous Caesarean section (OR=11.3) were strongly associated to
its performance. Conclusion: It is necessary to properly orientate all pregnant women
who desire a Caesarean delivery, from both the SUS and the private system, about the
inherent risks of the surgical procedure without indication. In the public health sector,
guidelines should be focused on pregnant women with previous Caesarean delivery, with
a per capita income higher than one minimum wage and those who are overweight or
obese, as these women are more likely to have a Caesarean section.
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INTRODUCTION
According to the World Health Organization (WHO),

there is no reason to justify Caesarean birth rates being
higher than 15%%. However, the Caesarean section has
presented an overall increasing trend, leading to an increase
in health service costs and risks of maternal and perinatal
morbidity and mortality, with no impacts on reducing peri-
natal mortality rates®.

There are differences in Caesarean section rates among
different countries and being related to socioeconomic condi-
tions. The rates are higher in more developed regions (27.2%),
in contrast to those observed in extremely underdeveloped
regions (6.0%)?. Ecological studies indicate that the rates
also differ between regions within the same country, such
as in Brazil, which is considered one of the countries with
the highest incidence of Caesarean sections in the world and
has an upward trend®*. The difference encountered is due to
multiple and complex determinants, such as obstetric char-
acteristics of women, availability of technological and hu-
man resources, and, above all, clinical management protocols
used in each location®. Considering data from the Live Birth
Information System (Sisterna de Informagaes sobre Nascidos
Vivos - SINASC) in 2013, the North and Northeast regions
had rates of 44.5% and 48.4%, respectively, while caesarean
delivery rates were 61.4%, 60.6% and 61.7% in the Midwest,
Southeast and South regions of the country, respectively®.

For the state of Parand, the rates are even higher. In 2013,
63.5% of deliveries were Caesarean sections, and in Maringa
(a medium-sized municipality of Parand), an alarming rate
of 79.8% was recorded in the same period®. In 2012, 56.6%
of births carried out in the Unified Healthcare System
(SUS) in Maringa were Caesarean sections; and in the pri-
vate system, the Caesarean section delivery rate was 97.7%7),
highlighting the discrepancy between what is proposed by
WHO and the current situation of surgical deliveries in this
municipality, as well as the difference between the accessible
care models.

'The high surgical birth rates are questioned and criticized
by the academic community in the field of obstetrics due to
their association with undesirable events for the mother and
child, such as the birth of preterm low birth weight infants
with respiratory and neurological disorders, and also the
high incidence of puerperal maternal infections®?).

In this context, the aim of this study was to identify fac-
tors associated with Caesarean section in residents of the
Maringa-PR municipality, according to the funding source for
delivery. The results can help to improve the understanding of
this event and trigger actions aimed at reducing its occurrence
in the municipality of Maringa, Parana, Brazil, in addition to
other cities and regions with similar characteristics.

METHOD

An observational, cross-sectional analytical study based
on data from a survey studying preterm birth and associated
factors in Maringd-PR. The data was collected from puer-
peral women residing in the municipality whose baby was
born alive. Maringa has about 400,000 inhabitants (98.2%

residing in urban areas) and a Human Development Index

(HDI) of 0.84%9. In the year 2013, there were 4.925 live
births to mothers residing in this municipality®. The sample
for the present study represents 18.7% of such births.

"The sample of 920 live birth deliveries was calculated by
the following parameters: 78% of Caesarean section births
by mothers residing in the municipality in 2012, using a
95% confidence interval, sampling error of 2.5%, with an
added 10% for possible losses. The sample was proportion-
ally stratified among five hospitals in the city; two of the
SUS system and three being private.

'The main source of data was interviews with the hospi-
talized mother due to delivery, complemented by an audit
of the mother's hospital records and prenatal booklet. A
structured questionnaire made electronically on the Google
Docs application and previously tested by the researchers
was used. Data collection occurred between October 2013
and February 2014 in the municipality of Maringa, through
an active daily search in the two SUS hospitals offering de-
livery service, and three hospitals that only offered deliveries
through the private system. The mothers were approached
at their maternity ward accommodation while still in the
first 48 hours after delivery. Data collection was performed
by three previously trained post-graduate nursing students
and one hired nurse. The mothers were interviewed and their
data were collected consecutively until reaching the sample
number for each hospital. Data were checked daily during
the collection period and corrected when necessary by re-
turning to the medical records or by telephone contact to
the women.

For the association of Caesarean section with maternal
characteristics, the following independent socioeconomic
and demographic variables of puerperal woman were con-
sidered: age (< 19,20-34 or = 35); education level (< 8 or = 8
years of studying); race/color (white or other); marital status
(with or without a partner); family income per capita (< 1 or
2 1 minimum wages).

Pregestational, gestational and reproductive history
characteristics considered were: gestational age at the start
of prenatal care (< 16 or 2 16 weeks); number of prenatal
consultations (< 7 or = 7 appointments); participation in
pregnant groups (yes or no); number of previous pregnancies
(primiparous, none, or multiparous: 2 1); history of obstetrical
risk (history of stillbirth, neonatal mortality, previous child
with low birth weight, previous child preterm, previous child
who died in the first year of life) (yes or no); body mass index
(BMI) before pregnancy < 18.5 kg/m? (underweight); 18.5 to
24 kg/m? (normal); or = 25 kg/m? (overweight/obesity); pre-
vious caesarean section for multiparous woman (none or = 1).

Other maternal conditions during pregnancy were also
considered: unplanned pregnancy (yes or no); mother's re-
action to pregnancy (negative or concern, positive); labor in
orthostatic position (standing: yes or no); practice of physi-
cal activity during pregnancy (yes, if at least three times a
week or not); desired type of delivery in early pregnancy
(Caesarean section or vaginal).

Finally, complications during pregnancy: hypertension
(ves or no); diabetes (yes or no); urinary tract infection (UTT)
(yes or no); bleeding (yes or no); placental abruption (yes or
no); hospitalization (yes or no); depression (yes or no).
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Per capita income was calculated by summing the monthly
household income and dividing it by the number of household
members. When the monthly income was not mentioned by
the mother in the number of minimum wages, the mentioned
number was divided by the value of the minimum wage at the
time (R$ 678.00). Presence of depression during pregnancy
with a medical diagnosis and specific therapy was asked about
in the interview.

'The logistic regression model (stepwise forward, using the
SPSS software, version 20.1) was used with a confidence in-
terval (CI) of 95%. Only variables with p-va/ue < 0.20 in the
univariate analysis were presented in the results and included
in the logistic regression analysis. Only variables with p-value <
0.05 remained in the final model after controlling for statistical
adjustment variables. The categories chosen as reference were
those of lower risk for caesarean delivery, considering relevant
literature. Two separate regression logistic analyzes were car-
ried out; one for deliveries funded by the Unified Healthcare
System (SUS), in which the expenses are paid by the State,
and another for the private system, in which the expenses are
paid to the health institution by health insurance companies/
plans, or directly by the client. The project was approved by
the Ethics Committee of the State University of Maringa-PR
(No. 412.422/2013), and met all the ethical principles of the
Declaration of Helsinki. All ethical precautions were taken and
postpartum women who agreed to participate signed the Clear
and Informed Consent Form (CICF).

RESULTS

Of the 920 postpartum women interviewed, 485 un-
derwent delivery using the public health system and 435
using the private system. Regarding the type of delivery,
the highest proportion of Caesarean section was observed
among mothers who went through the private system
(93.8% = 408), however, the proportion of Caesarean sec-
tion through SUS was also high (55.5% = 269).

In the first stage of the association analyzes (OR) for
selecting the variables that were included in the logistic
regression analysis (p < 0.20), it is observed that no
maternal socioeconomic and demographic characteris-
tics were associated with Caesarean section (p < 0.05).
BMI classified as "overweight or obese" (p < 0.001)
and the occurrence of previous Caesarean section
(p < 0.006) (OR=2.24; CI=1.51-3.33 and OR=16.99;
CI=2.23-129.40, respectively) increase the chances of
Caesarean section for women who underwent delivery
through the SUS. For those who had their delivery fi-
nanced by the private system, it can be observed that
the performance of less than seven prenatal consulta-
tions (p = 0.012) and pre-pregnancy BMI classified as
"underweight" (p = 0.048) are also factors associated
with Caesarean section (OR=0.22; CI=0.07-0.71 and
OR=0.30; CI=0.09-0.99, respectively), representing a
possible protection factor (Table 1).

Table 1 — Caesarean section birth rates, according to socioeconomic, demographic, pregestational and pregnancy characteristics —

Maringa, PR, Brazil, 2014.

SuUS Private system
n (485) n (435)
Variables C-section  Vaginal C-section  Vaginal
55.5 % 44.5% OR Cl p 93.8% 6.2% OR Cl p
Age
<19 44.2 55.8 0.62 0.37-1.01 0.057 87.5 12.5 0.45 0.05-3.18 0.463
20-34 56.2 43.8 - 1 94.0 6.0 - 1
>35 66.1 33.9 1.52 0.85-2.72 0.155 93.6 6.4 0.93 0.34-2.56 0.896
Education level
< 8 years 54.8 45.2 - 1 77.8 222 - 1
> 8 years 55.6 44.4 1.03 0.60-1.76 0.916 94.1 5.9 4.58 0.90-23.22 0.066
Family income per capita*
< 1 minimal wage 52.5 47.6 - 1 96.6 3.4 - 1
> T minimal wage 59.1 40.9 1.31 0.91-1.87 0.143 93.4 6.7 0.50 0.11-2.14 0.344
GA at start of prenatal care**
<16 53.2 46.8 - 1 94.1 5.9 - 1
=16 65.4 34.6 1.66 1.00-2.75 0.050 77.8 22.2 0.22 0.04-1.11 0.067
Number of prenatal consultations
<7 54.2 45.8 0.93 0.62-1.41 0.742 79.0 21.1 0.22 0.07-0.71 0.012
>7 55.9 44.1 - 1 94.5 5.5 - 1
History of obstetrical risk***
Yes 62.6 37.4 1.47 0.96-2.26 0.078 93.3 6.7 0.89 0.36-2.17 0.800
No 53.2 46.8 - 1 94.0 6.0 - 1
continued...
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...continuation

SuUS Private system
n (485) n (435)
Variables C-section  Vaginal C-section  Vaginal
555%  445%  OR cl p 93.8%  62%  OR cl p
BMI before pregnancy (kg/m?)
<18.5 40.8 59.2 0.72 0.39-1.35 0.312 80.0 20.0 0.30 0.09-0.99 0.048
18.5 t0 24.9 48.8 51.3 - 1 93.0 7.0 - 1
>25.0 68.1 31.9 2.24 1.51-3.33 <0.001 97.7 2.3 3.19 0.93-10.95 0.065
Previous c-section****
None 41.4 58.6 - 1 91.2 8.8 - 1
>1 87.3 12.8 16.99 2.23-129.40 0.006 98.7 1.3 21.43 4.70-97.61 <0.001
Labor in standing position
Yes 55.7 44.3 - 1 91.1 8.9 - 1
No 55.4 44.6 0.99 0.58-1.67 0.969 96.9 3.1 3.00 1.07-8.40 0.036
Practice of physical activity
Yes 42.9 57.1 - 1 92.5 7.6 - 1
No 56.2 43.8 1.71 0.79-3.70 0.171 94.2 5.8 1.33 0.56-3.14 0.512
Desired type of delivery in early pregnancy
C-section 80.9 19.1 5.48 3.40-8.86 <0.001 99.3 0.7 30.06 7.01-129.00  <0.001
Vaginal 43.5 56.5 - 1 82.3 17.7 - 1

* Current minimum wage in October 2013 (R$ 678.00).

GA: gestational age in complete weeks.

** Having had at least one abortion and/or a previous stillbirth and/or a previous LBW child and/or a previous premature child and/or a child who died in the first year of life.
** Only multiparous women were considered for this variable.

Of all the maternal conditions during pregnancy, desir- ~ Caesarean section (OR=3.00, CI=1.07-8.40) (Table 1).
ing this type of delivery from the beginning of pregnancy In the SUS,; it can also be noticed that maternal complica-
(p < 0.001) was associated with Caesarean delivery, both for  tions were associated to Caesarean sections. The presence of
women who underwent delivery through the SUS (OR=5.48;  hypertension (OR=2.10, CI=1.31-3.37), diabetes (OR=4.32;
CI=3.40 -8.86),and for those who underwent delivery through ~ CI=1.63-11.50) and depression during pregnancy (OR=4 03;
the private system (OR=30.06; C1=7.01-129.00). In the private ~ CI=1.35-12.02) increase the chances of Caesarean section in
system, standing labor was associated with the performance of  the public health care system (Table 2).

Table 2 - Caesarean section rates, according to maternal complications during pregnancy — Maringa, PR, Brazil, 2014.

SuUS Private system
n (485) n (435)
Variables C-section  Vaginal C-section  Vaginal
% % OR Cl p % % OR cl p
Hypertension
Yes 69.4 30.6 2.10 1.31-3.37 0.002 95.4 4.6 1.43 0.42-4.91 0.566
No 51.9 48.1 - 1 93.5 6.5 - 1
Diabetes
Yes 83.3 16.7 4.32 1.63-11.50  0.003 97.7 2.3 2.98 0.39-22.55 0.289
No 53.6 46.4 - 1 93.4 6.6 - 1
Hospitalization
Yes 59.5 40.5 1.29 0.88-1.88 0.191 91.4 8.6 0.58 0.26-1.30 0.187
No 53.3 46.7 - 1 94.8 5.2 - 1
Depression
Yes 82.6 17.4 4.03 1.35-12.02  0.013 92.9 7.1 0.85 0.11-6.80 0.883
No 54.1 45.9 - 1 93.8 6.2 - 1
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Logistic regression analysis highlighted some factors that
may be associated, in varying degrees, with the occurrence
of Caesarean section in the SUS: family income per capita
lower than one minimum wage (OR=2.03; CI=1.10-3, 77);
occurrence of previous caesarean section delivery (OR=11.11;
ClI=1.29-95.63); pre-pregnancy BMI classified as overweight
or obese (OR=2.30; CI=1.16-4.56) and a preference for

Caesarean section in early pregnancy (OR=3.38; CI=1.24-
9.17). Among women with delivery financed through the pri-
vate system, having a previous caesarean section (OR=11.27,
CI=1.18-107.63) and the preference for this type of delivery
from the beginning of pregnancy (OR=18.29; CI=1.93-1.73,
25) were also factors associated with current Caesarean sec-

tion delivery (Table 3).

Table 3 - Final model of the independent factors associated with Caesarean section, according to type of delivery financing —

Maringa, PR, 2014.

Sus? Private system®
Variables n (485) n (435)

ORaj c P ORaj c P
Socioeconomic and demographic characteristics of mothers
Income per capita > 1 SM 2.03 1.10-3.77 0.024 - - -
Pregestational, gestational and maternal reproductive history characteristics
Previous C-section 11.11 1.29-95.63 0.028 11.27 1.18-107.63 0.035
BMI 2 25 (overweight/obesity) 2.30 1.16-4.56 0.018 - - -
Mother’s condition during pregnancy
Preference for Caesarean section early in 338 124917 0.017 18.29 1.93-173.25 0.011

pregnancy

* Statistical adjustment for BMI <18.5 kg/m? (underweight); hypertension during pregnancy.

b Statistical adjustment for: labor in orthostatic position (standing); BMI <18.5 kg/m? (underweight); BMI 2 25 kg/m? (overweight/obese).

DISCUSSION

Over time, Caesarean sections have stopped representing
a method to improve perinatal outcomes and have become
a consumer product, to such an extent that the rates are the
lowest among the poorest women and increase as the rate at
which the purchasing power of the population increases™!?.
'This may partly explain the difference in the prevalence be-
tween the public (55.5%) and private sectors (93.8%). Also
linked to this, caesarean delivery has become a symbol of so-
cial status among Brazilian women, as well as a convenience
factor for mothers and doctors who like to schedule the de-
livery for a certain time or day of the week?.

'The preference for Caesarean section early in pregnancy
was associated with the surgical procedure for both types of
care financing (ORaj=3.38; ORaj=18.29, for the SUS and
private system, respectively). Nevertheless, women assisted by
the SUS have less bargaining power in choosing the mode
of delivery and/or the professional who will assist them®?,
and having a preference for Caesarean section early in preg-
nancy (ORaj=3.38) increases the chances of this outcome. If
the chances of performing a Caesarean section in the SUS
are tripled among those who have a preference for this pro-
cedure, the chances are 18 times higher by using private fi-
nancing (ORaj=18.29), considering that the higher the pur-
chasing power of the clientele, the greater their bargaining
power with medical professionals'®, in addition to the bias
of various professionals in the private health system for per-
forming Caesarean sections’™”. Pregnant women assisted by
private healthcare have greater decision-making power, as the
organization structure of care in the private sector enables
scheduling of Caesarean sections upon request, the choice of
the professional/doctor, the staft, and even the health facility.

One of the reasons for choosing elective Caesarean
sections, in addition to the convenience of scheduling the
birth of the child, is avoiding the pain of childbirth. Many
women opt for surgical birth for this reason, ignoring the
possibility of receiving pain relief assistance via pharmaco-
logical and non-pharmacological methods in vaginal deliv-
ery. In Brazil, there is also an aesthetic concern associated
with the myth that caesarean section will keep the anato-
my and physiology of the vagina and perineum intact®®.
Another significant cultural factor is the popular belief that
vaginal delivery is more risky for the unborn child than a
C-section, which is contradictory to scientific evidence!!”-19).
'Thus, many unwanted outcomes are usually attributed to
the non-performance or late performance of caesareans.
The choice by women for the type of delivery therefore has
diverse influences?.

It is important that the established social paradigm,
which has strongly influenced the “Caesarean section cul-
ture” amongst Brazilians, be reversed. Raising the aware-
ness of mothers and professionals who provide birth as-
sistance about the possible negative impact of surgery for
the mother and the child is still the best way to reduce
Caesarean section birth rates. Once the reasons why women
prefer caesarean section to vaginal delivery are understood,
it should be the role of medical society, managers and other
health professionals to demystify these misconceptions™.

We must consider that only three in each ten women
start pregnancy preferring a Caesarean section delivery;
however, by the end of pregnancy, eight in ten opt for the
C-section®. This rate increases due to the influence of pre-
natal counseling that overestimates the risks of vaginal de-
livery and encourages fear and insecurity®). Discouraging
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vaginal delivery is strongly observed during prenatal care
performed in the private system, where the follow-up is per-
formed by only one doctor; while in the SUS in many mu-
nicipalities, consultations are alternated between doctor and
nurse. A population based study showed that the proportion
of women who prefer a Caesarean section in the public sec-
tor did not change at the end of pregnancy, remaining close
to 30%. On the other hand, at the end of prenatal care in the
private sector there was a significant increase in the number
of women who decided for a Caesarean section, reaching
70%1%. This may help explain why having less than seven
prenatal consultations in the private sector may constitute
a protection factor for the outcome of C-section surgery
(OR=0.22). Studies also indicate that there is less satisfac-
tion with Caesarean delivery, particularly among women of
less favored economic classes, because in the public sector
its occurrence is often associated with complications during
pregnancy and delivery®-13:20,

Among the multiparous mothers, either attended
by the SUS or by the private system, having a previous
Caesarean section increases the chance of having anoth-
er C-section by 11 times. Repeating the same surgical
procedure even without clear or plausible indication is a
common medical decision. Thus, the indiscriminate rep-
etition of this procedure among multiparous mothers is
a medical practice not based on evidence®. It has been
shown that uterine scarring has little influence on the
evolution of the following delivery, although it increases
the risk of puerperal infections and complications in fu-
ture pregnancies, such as placental abruption, bleeding
disorders and neonatal morbidity®?.

Among the users of the SUS, pregnant women un-
dergoing Caesarean section were those who had de-
pression (OR=4.03), hypertension (OR=2.10), diabetes
(OR=4.32), and/or pregestational overweight/obesity
(ORaj=2.30). These are gestational risk factors that
increase the likelihood of obstetric pathology, dystocia
and other complications, and consequently, the indica-
tion for surgical intervention® 2%, High gestational risk
attributed to pregnant women with complications or
preexisting factors is associated with a higher incidence
of Caesarean section, although the intervention is not
necessary in all cases!17,

Despite governmental efforts in developing prevention
measures for unnecessary Caesarean delivery, the actions in-
stituted to date have been ineffective in stopping the rising
trends, both in the SUS and in the private system™”. The
most recent Normative Resolution of the National Health
Agency (ANS) (number 368/2015), ensures greater trans-
parency in the practices of hospitals and doctors within the
private healthcare and can help reduce rates®. Among the
requirements, doctors and hospitals will now have to report
the number of caesarean sections and vaginal deliveries, fill
out a pregnancy record during prenatal care and use of the
partograph, which records everything that happens during
labor. However, in order to have real impact on the rates, per-
haps measures aimed at limiting the number of procedures
per health facility are required as a criteria for accreditation

and financial transfers, in addition to using vaginal delivery
rates as a positive indicator for quality obstetrical care!!V.

'The difficulty of interfering with the increasing trend
for Caesarean section rates arise from the complexity of
this issue, since this is a multidimensional issue with mul-
tiple and complex determinants®. The maternal biological
component cannot be denied, however, what most deter-
mines its occurrence in Brazil is the interaction of histori-
cally established factors, such as: the quality of vocational
training; non-evidence based practice; the leading role of
the obstetrician; the maternity care model (medicalization
and hospitalization); the organizational format of health
services; the payment per procedure; the perception of the
majority of the population about the possible superiority of
this type of delivery; convenience and practicality, among
other cultural reasons™?.

It is emphasized that this study has some limitations,
such as the cross-sectional design, which may affect da-
ta interpretation, and the bias of the mothers’ memories.
However, the interviews took place immediately after de-
livery, minimizing the possibility of the postpartum women
forgetting about gestational events.

CONCLUSION

The public and private systems reveal differences in the
factors associated to Caesarean section. The high occurrence
of caesarean sections in the private system (93.8%) is main-
ly determined by the preference/desire of women for this
type of delivery in early pregnancy (OR=18.29) and due to
having a previous caesarean section (OR=11.27). Among
women assisted by the SUS, there was a higher number of
associated factors, including: family income per capita high-
er than one minimum wage (OR=2.03), previous caesarean
section delivery (OR=11.11), pregestational overweight or
obesity (OR=2.30), and the preference/desire for Caesarean
section early in pregnancy (OR=3.38).

Despite the occurrence of Caesarean section delivery
being lower in the SUS (55.5%) compared to the private
system (93.8%), this prevalence is still high considering
the proposed incidence rates by national and international
organizations. The results of this study corroborate the evi-
dence reported in the literature, and may guide implemen-
tation of maternal and child health policies in Maringa and
other municipalities with similar characteristics so that pre-
natal care is performed within the technical criteria recom-
mended by WHO and the Ministry of Health in order to
provide greater security and fewer complications for women
and their babies.

We emphasize that investing in the education of health
professionals is essential for enabling them to improve fol-
low-up and prenatal care, in addition to vaginal delivery,
and only intervening with Caesarean section where really
necessary; thus ensuring good practice, humanization of
care and the promotion of safe labor and births.

We point out that further randomized trials should be
carried out with more numerous samples, in addition to
including variables related to labor and delivery in order to
consolidate the findings of this research.
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RESUMO

Objetivo: Identificar fatores associados & cesdrea entre residentes de Maringd-PR, segundo a fonte de financiamento do parto. Método:
Estudo transversal com dados de 920 puérperas entrevistadas entre outubro de 2013 e fevereiro de 2014. A analise de associagio foi feita
por regressio logistica. Resultados: A taxa de cesariana foi de 55,5% e 93,8% no Sistema Unico de Saide (SUS) e no sistema privado,
respectivamente. Associou-se 2 cesdrea no SUS: realizagdo de cesédrea anterior (OR=8,9; IC=4,6-16,9), desejo pela cesirea no inicio da
gestagio (OR=2,0; IC=1,1-3,6), sobrepeso/obesidade pré-gestacional (OR=1,8; 1C=1,1-2,8), e renda familiar per capita maior que um
saldrio minimo (OR=2,1;1C=1,3-3,4). No sistema privado, o desejo pela cesirea no inicio da gestagio (OR=25,3) e uma cesdrea anterior
(OR=11,3) estiveram fortemente associados a sua realizagio. Conclusio: E necessirio orientar adequadamente todas as gestantes que
desejam o parto cesdrea, no SUS e no sistema privado, sobre os riscos inerentes ao procedimento cirirgico sem indicagdo. No setor
publico de satde, devem ser foco das orientages as gestantes com parto cesdrea anterior, as com renda familiar per capita maior que um
saldrio minimo e com sobrepeso ou obesidade, as quais tém mais chances de realizar cesirea.
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RESUMEN

Objetivo: Identificar factores asociados con la cesdrea entre residentes de Maringd-PR, segtn la fuente de financiacién del parto.
Método: Estudio transversal con datos de 920 puérperas entrevistadas entre octubre de 2013 y febrero de 2014. El analisis de asociacién
se hizo por regresién logistica. Resultados: La tasa de cesareas fue del 55,5% y del 93,8% en el Sistema Unico de Salud (SUS) yenel
sistema privado, respectivamente. Se asociaron a la cesirea en el SUS: reahzacmn de cesdrea anterior (OR=8,9; IC=4,6-16,9), deseo por
la cesdrea en el inicio de la gestacién (OR=2,0; IC=1,1-3,6), sobrepeso/obesidad pre gestacional (OR=1,8; IC=1,1—2,8) y renta familiar
per capita mayor que un sueldo minimo (OR=2,1; IC=1,3-3,4). En el sistema privado, el deseo por la cesirea en el inicio de la gestacién
(OR=25,3) y una cesdrea anterior (OR=11,3) estuvieron fuertemente asociados con su realizacién. Conclusiéon: Es necesario orientar
adecuadamente a todas las gestantes que desean el parto cesirea, en el SUS y el sistema privado, acerca de los riesgos inherente al
procedimiento quirtrgico sin indicacién. En el sector publico de salud, deben ser foco de las orientaciones las gestantes con parto cesirea
anterior, las con renta familiar per capita mayor que un sueldo minimo y con sobrepeso u obesidad, quienes tienen mds probabilidades
de realizar cesirea.
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