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Abstract

(public or private) using the Robson classification.

Background: Cesarean section (CS) rates are increasing worldwide but there is some concern with this trend
because of potential maternal and perinatal risks. The Robson classification is the standard method to monitor and
compare CS rates. Our objective was to analyze CS rates in Brazil according to source of payment for childbirth

Methods: Data are from the 2011-2012 “Birth in Brazil” study, which used a national hospital-based sample of
23,940 women. We categorized all women into Robson groups and reported the relative size of each Robson
group, the CS rate in each group and the absolute and relative contributions made by each to the overall CS
rate. Differences were analyzed through chi-square and Z-test with a significance level of < 0.05.

Results: The overall CS rate in Brazil was 51.9 % (429 % in the public and 87.9 % in the private health
sector). The Robson groups with the highest impact on Brazil's CS rate in both public and private sectors
were group 2 (nulliparous, term, cephalic with induced or cesarean delivery before labor), group 5
(multiparous, term, cephalic presentation and previous cesarean section) and group 10 (cephalic preterm
pregnancies), which accounted for more than 70 % of CS carried out in the country. High-risk women had
significantly greater CS rates compared with low-risk women in almost all Robson groups in the public sector
only.

Conclusions: Public policies should be directed at reducing CS in nulliparous women, particularly by reducing
the number of elective CS in these women, and encouraging vaginal birth after cesarean to reduce repeat CS

in multiparous women.
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Background

In 2015, the WHO stated that cesarean section (CS)
rates higher than 10 % are not associated with reduc-
tions in maternal and newborn mortality rates and CS
should ideally only be undertaken when medically neces-
sary [1]. Nevertheless, CS rates have continued to rise
worldwide and there is some concern with this trend
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because of the potential maternal and perinatal risks as-
sociated with CS [2-5].

Brazil is an upper-middle-income country known for its
high CS rates. In 2009, for the first time, the number of
CSs exceeded the number of vaginal deliveries, reaching
57 % in 2014 [6]. This difference is significantly associated
with the local coverage of private health insurance, be-
cause CS rates in private hospitals (80-90 %) are consider-
ably higher than in the public sector (35-45 %) [7-10]. It
is likely that many CS performed in Brazil are for non-
medical reasons [11-13].

Recently, the WHO adopted the Robson classification
system as a global standard for assessing, monitoring
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and comparing CS rates [1]. Robson’s system classifies
women into 10 groups based on five obstetric character-
istics that are routinely documented: parity (nulliparous,
multiparous with and without previous CS), onset of
labor (spontaneous, induced or prelabor CS), gestational
age (preterm or term), fetal presentation (cephalic,
breech or transverse), and number of fetuses (single or
multiple) [1, 14]. Compared with other CS classifica-
tions, Robson’s system offers many advantages [15]. Its
categories are mutually exclusive, totally inclusive and
can be applied prospectively [14, 15]. In recent years, the
Robson classification has been used to analyze trends
and determinants of CS rates in high- and low-income
countries, such as data analysis of 21 countries included
in the WHO surveys [16].

The “Birth in Brazil” study was the first national sur-
vey of obstetric and perinatal data providing a national
view of labor and birth in Brazil [17]. Our objective is to
assess and compare differences in CS rates according to
source of payment (public or private), using Robson
classification. We expect our findings to provide infor-
mation to guide public policies aimed at reducing CS
rate in Brazil.

Methods

Source of data and subjects

The “Birth in Brazil” study is a national hospital-based
study of postpartum women and their newborns that
was carried out from February 2011 to October 2012.
This study included a complex sample of 266 hospitals
with 90 postpartum women interviewed in each hospital.
These hospitals were selected among those which had >
500 births in 2007 (19 % of all them) and where oc-
curred 78.6 % of all births in Brazil that year [17]. Some
of facilities’ characteristics are included in Additional file
1 and further informations are presented in Azevedo
Bittecourt et al. [18].

The sample was selected in three stages. In the first
stage hospitals were stratified according to geographical
region (North, Northeast, South, Southeast and Midwest),
location (in or outside a state capital), and type of hospital
health care (private, public or mixed), generating 30 stra-
tums. Hospitals were selected with probability propor-
tional to the number of births in each of the 30 stratums.
In the second stage an inverse sampling method was used
to select the number of days (minimum of seven) neces-
sary to carry out 90 interviews of postnatal women in each
hospital. In the third stage, all women who had given birth
to a live newborn, regardless of weight or gestational age,
or to a stillbirth with birth weight >500 g and/or gesta-
tional age > 22 weeks of pregnancy in one of the sampled
hospitals in the period of the data collection, were invited
to participate. A calibration procedure was used to ensure
that the distribution of the puerperal women interviewed
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was similar to that observed among the births in the
population for the year 2011. Further information on the
data collection [17] and the design of the sample is de-
tailed elsewhere [19].

In the current analysis, we included all 23,894 women
interviewed for the “Birth in Brazil” study.

Robson groups and covariables

The variables necessary for applying the Robson clas-
sification are: number of fetuses (single or multiple);
fetal presentation (cephalic, breech or transverse); pre-
vious obstetric record (nulliparous or multiparous,
with or without uterine scar); onset of labor and deliv-
ery (spontaneous, induced or prelabor CS); and gestational
age at the time of delivery.

We classified women into the 10 groups described by
Robson [14] and into 12 groups using the subdivision of
groups 2 and 4 to discriminate the women with induced
labor from those with prelabor CS (Table 1), and eventu-
ally combined the non-cephalic groups (6, 7 and 9) to
provide the analysis. We considered that women had
gone into labor if they achieved at least 4 cm of cervical
dilatation. Induction of labor was defined as the use of
any pharmacological (oxytocin or prostaglandins) or
mechanical (Foley balloon) agent in women <4 cm di-
lated. The prelabor CS group included all women who
had a CS and hadn’t gone into labor neither submitted
to labor induction. We reported separately as group X
an additional category of women not classified in a Rob-
son group (0.03 % of all women).

We defined as having a “public source of payment”
those women who delivered in public health care facil-
ities or in mixed health care facilities (private facilities fi-
nanced by both public and private funds) that were not
paid by a health insurance plan. “Private source of pay-
ment” included women who delivered in a mixed health
care facility that was paid for by a health insurance plan
and those who delivered in a private facility, regardless
of whether the delivery was covered by a health insur-
ance plan. We used the terms “public sector” and “pri-
vate sector”, respectively, to refer to these definitions.

The socioeconomic, demographic and obstetric charac-
teristics investigated were: “age” (12-19, 20-34 or=>
35 years); “self-reported skin color”: White, Black, Pardo/
Mixed, Yellow, and Indigenous); “marital status” (living
with partner or not); “duration of education” (<7, 8-10,
11-14 and > 15 years); “parity” (0, 1 or>2); “number of
previous CS” (0, 1, 2, or more); “type of pregnancy” (single,
multiple); “induction of labor” (yes/no); “labor (induced or
spontaneous)” (yes/no); “type of delivery” (vaginal, for-
ceps/vacuum or CS); and high obstetric risk. High obstet-
ric risk covered the following complications: hypertensive
disorders, eclampsia, preexisting diabetes, gestational dia-
betes, severe chronic diseases, infection at hospital
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Table 1 Characteristics of women by source of payment of birth. Birth in Brazil, 2011-2012
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Total Public Private Chi square
P-value*
n % n % n %
Total 23,894 19,129 4,765 -
Maternal age
<20 4,571 19.1 4,325 226 246 52 <0.001
20-34 16,807 704 13,162 68.8 3,645 76.5
>34 2,509 105 1,635 86 874 183
Skin color
White 8,078 338 5484 287 2,594 544 <0.001
Black 2,051 86 1,892 99 159 33
Pardo/Mixed 13,404 56.1 11,457 599 1,947 409
Yellow 257 1.1 202 1.1 55 12
Indigenous 99 04 89 0.5 100 0.2
Marital status
Live with a partner 19,440 814 15177 794 4,263 89.5 <0.001
Do not live with a partner 4431 186 3,931 206 500 105
Years of schooling
<7 6,363 26.5 6,197 324 166 35 <0.001
8t0 10 6,104 256 5,604 293 500 105
11 to 14 9310 39.0 6,790 355 2,520 529
215 2,112 89 535 2.8 1,577 33.1
Parity
0 11,208 46.9 8,569 44.8 2,639 554 <0.001
1 7,015 294 5405 283 1,610 338
22 5671 237 5,155 269 516 10.8
Previous cesarean**
0 7,571 59.7 6,885 65.2 686 322 <0.001
1 3,905 308 2,689 255 1216 57.2
22 1,211 9.5 986 9.3 225 106
Type of pregnancy
Single 23,610 983 18,936 99.0 4,674 98.1 <0.001
Multiple 284 12 192 1.0 92 19
Induction of labor
yes 2,729 114 2,561 134 168 35 <0.001
no 21,165 88.6 16,568 86.6 4,597 96.5
Labor (spontaneous or induced)
yes 13458 56.3 12618 66.0 840 176 <0.001
no 10,436 437 6,511 340 3,925 824
Delivery
Vaginal 11,152 46.7 10,605 554 547 115 <0.001
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Table 1 Characteristics of women by source of payment of birth. Birth in Brazil, 2011-2012 (Continued)

Forceps/Vaccum 347 1.5 1.7 30 06
Cesarean 12,395 519 8,207 429 4,188 879
High obstetric risk***
yes 5677 238 4,487 235 1,190 250 0.225
no 18,217 76.2 14,642 76.5 3,575 75.0
* X2 test

** Only women with previous cesarean

*** hypertensive disorders, eclampsia, preexisting diabetes, gestational diabetes, severe chronic diseases, infection at hospital admission for birth, placental
abruption, placenta previa, intrauterine growth restriction and major newborn malformation

admission for birth (including urinary tract infection and
other sever infection such as chorioamnionitis and pneu-
monia), placental abruption, placenta previa, intrauterine
growth restriction and major newborn malformation (in-
cluding anencephaly, hidrocephaly, spina bifida, gastro-
squisis and other abdominal wall defects, cardiac
malformations and multiple malformations).

All data were collected from women’s and newborn
medical records, except data regarding sociodemo-
graphic characteristic, such as maternal age, skin color,
marital status and years of schooling, which were col-
lected through face-to-face interviews with the mothers
during their hospital stay. The gestational age was calcu-
lated using an algorithm that primarily relied upon ultra-
sound estimates (74 % of all women) [20].

Statistical analysis

Differences in proportions of maternal characteristics
between the public and private source of payment of
birth were analyzed by chi-square statistical test with a
significance level of < 0.05.

Differences in the relative size of the Robson groups
by source of payment for birth (public or private) were
analyzed by Z-test with Bonferroni adjustment with a
significance level of < 0.05. We used the same to analyze
differences in the CS rate by source of payment for birth
and by obstetric risk within each Robson group.

We took into consideration the complex sampling
design in all statistical analyses. The statistical program
used for analysis was SPSS, version 20.0 (SPSS Inc.,
Chicago, IL, USA).

Results

Only seven of the 23,894 women included in this study
could not be classified into a Robson group, all of them
due to uncertainty of gestational age; three of these had
had a CS. The overall CS rate was 51.9 %: 42.9 % in the
public and 87.9 % in the private sector. The labor induc-
tion rate was 11.4 %, and 1.2 % of women had a multiple
gestation. Women covered by private payment were
older and had more years of education. In this group
there were also more White than Black or Pardo/Mixed
women, and more women who lived with a partner,

compared with those covered by public payment. There
were more multiparous and fewer women with a previ-
ous CS in the public sector births. 82.4 % of women cov-
ered by private payment did not go into labor. There
was no difference between the public and private sector
births regarding the proportion of high-risk pregnancies
(Table 1).

Table 2 shows the distribution of the women by Rob-
son group. Almost 80 % of women were from groups 1,
2, 3 and 5, while groups 6, 7, 8 and 9 accounted for only
5 % of deliveries. The single, cephalic, preterm group
(group 10) represented almost 10 % of births. Group 2
was the single largest group in the study, comprising
20 % of the whole population. Within this subset of nul-
liparas at term with a single cephalic infant, approxi-
mately 70 % of them were submitted to prelabor CS and
nearly 30 % had labor induced. Almost 65 % of all CSs
performed in Brazil were from groups 2 and 5. Groups
1, 4 and 10 contributed to 6.8 %, 8.3 % and 9.4 % of the
CSs, respectively.

Comparing the relative size of Robson groups accord-
ing to source of payment, in the public sector the pro-
portion of women in groups 1 and 3 was higher (group
1: 21.0 % vs. 6.4 %; group 3: 23.6 % vs. 5.4 %), while the
private sector had a higher proportion of women in
groups 2, 5 and 8 (group 2: 16.3 % vs. 39.3 %; group 5:
17.1 % vs. 27.0 %,; group 8: 1.0 % vs. 1.9 %). The propor-
tion of women in the other groups (4, 7, 9 and 10) did
not differ by source of payment of birth (Table 3).

The analysis of CS rates by group showed that within
Robson group 1 (nulliparous, cephalic, term, spontaneous
labor), the CS rate was more than two-fold higher in the
private than the public sector (44.4 % in private and 17.7 %
in public), and the same occurred within group 10 (all sin-
gle cephalic, < 36 weeks; 86.0 % in private and 42.2 % in
public). The CS rate in groups 2a and 4a was also not dif-
ferent between the public and private sector. However,
there was a difference when all women from groups 2 and
4 were considered (group 2: 75.4 % in public and 97.1 % in
private; group 4: 55.0 % in public and 88.2 % in private).
Analyzing the relative contribution of the groups to the CS
rate showed that there were statistical differences for all
groups of cephalic term without previous CS (groups 1 to
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Table 2 Robson classification in Birth in Brazil study, 2011-2012
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Robson  Description of obstetric populations Number of ~ Number Relative CS rate Absolute Relative (%)
group cesarean of (%) size of (%) in contribution (%) on  contribution on
deliveries deliveries group' each the overall CS rate’  the overall CS
group rate’
1 Nulliparous women, single cephalic, 848 4,330 18.1 196 35 6.8
> =37 weeks, in spontaneous labor
2 Nulliparous women, single cephalic, 4,169 4,988 209 836 174 336
> =37 weeks, induced or CS before labor
2a Nulliparous women, single cephalic, 618 1,437 6.0 430 26 50
> =37 weeks, induced labor
2b Nulliparous women, single cephalic, 3,551 3,551 149 100.0 149 286
> =37 weeks, CS before labor
3 Multiparous women (excluding prev. CS), 264 4775 20.0 55 1.1 2.1
single cephalic, > =37 weeks, in
spontaneous labor
4 Multiparous women without a previous 1,028 1,685 7.1 610 43 83
uterine scar, with single cephalic pregnancy,
> =37 weeks, induced or CS before labor
4a Multiparous women without a previous 127 784 33 16.2 05 1.0
uterine scar, with single cephalic pregnancy,
> =37 weeks, induced labor
4b Multiparous women without a previous 901 901 38 100.0 38 73
uterine scar, with single cephalic pregnancy,
> =37 weeks, CS before labor
5 Previous CS, single cephalic, > =37 weeks 3,816 4562 19.1 83.6 16.0 30.8
[§ All nullipara breeches 409 425 1.8 96.2 1.7 33
7 All multipara breeches (including prev. CS) 338 399 17 84.7 14 27
8 All multiple pregnancies (including prev. CS) 240 283 1.2 84.8 1.0 1.9
9 All abnormal lies (including prev. CS) 114 114 0.5 100.0 0.5 09
10 All single cephalic, <=36 weeks (including 1,166 2,326 97 50.1 49 94
prev. CS)
X Unable to classify 3 7 0.0 429 00 0.0
Total 12,395 23,894 100 519 519 100

1 (Number of deliveries in the group) / (total number of deliveries)
2 (Number of cesarean deliveries in the group) / (total number of deliveries)

3 (Number of cesarean deliveries in the group) / (total number of cesarean deliveries)

4), while groups 5 and 10 contributed a similar percentage
in the public and private sectors (Table 3).

In the public sector, CS rates were statistically greater
in women at high obstetric risk (67.7 %) compared with
women of low obstetric risk (35.3 %). This was true for
most Robson categories, except for the non-cephalic
groups (6, 7 and 9 combined). In the private sector, there
were no statistically significant differences in CS rates
when high-obstetric-risk women (92.8 %) were com-
pared with low-obstetric-risk women (86.3 %), except for
categorie 10 (Table 4 and Fig. 1).

Discussion

Main findings

The CS rate in Brazil was more than two-fold higher in
women covered by private health care than in women who
delivered in the public sector. The groups with the greatest
impact on Brazil’s CS rate in both public and private sectors

were group 2 (nulliparous, term, cephalic with induced or
cesarean delivery before labor), group 5 (multiparous, term,
cephalic presentation and previous cesarean section) and
group 10 (cephalic preterm pregnancies), which accounted
for more than 70 % of CS carried out in the country.

The prevalence of obstetric risk was not different despite
the discrepancies in sociodemographic characteristics of
women from the public and private sectors. High-risk
women had significantly higher CS rates when compared
with low-risk women in almost all Robson groups only in
the public sector, but not in the private sector, which suggest
a liberally overuse of CS in women with private health care.

Strengths and limitations

This study is important for many reasons. First, it was
based on a national survey that covers all Brazilian states
and was representative of 2,337,475 births (80 %) occur-
ring in 2011 [19]. To our knowledge, it is the third study
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that used the Robson classification to assess CS rates at a
national level and the second to use primary data [21, 22].
We collected all essential information included in the Rob-
son classification, and only a few women could not be clas-
sified into one of the Robson groups. This minimized the
problem of using routine data, which are not always accur-
ate. Second, we estimated gestational age using an algo-
rithm, based primarily on obstetric ultrasound, which
confers certain advantages over last menstrual period, as
the latter tends to overestimate the rate of preterm birth in
the Brazilian population [20]. Finally, we also used a clear
definition to classify women who went into labor, which is
commonly lacking in previous reports [23].

Because of the sample design, our results can only be
extrapolated to the 80 % of the population who give
birth in hospitals with more than 500 deliveries per year,
and not to the entire Brazilian population. In addition,
this study had limited power to compare differences

between the public and private sectors for categories of
Robson groups of very low frequency, such as categories
6, 7, 8, 9 and induction groups in the private sector (2a
and 4a). Another limitation of the study is the potential
misclassification of some women who belonged in
Groups 1 and 3 and were erroneously classified as
Groups 2 and 4 because of the definition used for labor
induction. It is possible that some nulliparous and
multiparous women admitted with spontaneous onset of
labor (Groups 1 and 3) received oxytocin during the
latent phase, before reaching 4 cm dilation, for augmen-
tation of labor. However, this probably will not affect the
main findings of the study, considering the underuse of
labor induction in this study.

Interpretation
CS rates continue to increase around the world without
a clear understanding of the main drivers and
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consequences. The CS rate found in the “Birth in Brazil”
study (51.9 %) is among the highest in the world along
with China (52.5 %), Cyprus (52.2 %), the Dominican Re-
public (56.4 %) and Egypt (51.8 %) [24, 25]. There is evi-
dence that it continues to grow [6].

Our results showed that women who delivered in the
private sector were more frequently white, older and
with higher education, conditions associated with CS in
previous studies [26, 27]. Although there were more
multiparous women, and fewer twin pregnancies and
previous CS in women in the public sector, it is unlikely
that these factors alone can explain the difference in CS
rates. The low use of labor induction in the private sec-
tor (only 3.5 %) was also remarkable, reinforcing the
preference for CS before labor as a form of immediate
delivery. Even in the public sector, the rate of induced
deliveries was lower than in countries with low CS rates,
such as France and the Netherlands [21, 22], and also
lower than previously reported in Latin America [28].

The current analysis of CS by Robson classification re-
vealed, as with other studies, that the nulliparous group,
term, cephalic presentation is one that contributes most
to the total rate of CS [21, 29, 30]. Analyzing nine insti-
tutions, Brennan et al. [29] showed that 98 % of institu-
tional variation in the CS rate may be attributed to this
group, which contributed to over 30 % of CSs performed
in France and the Netherlands [21, 22]. The same au-
thors also pointed out that the proportion of this group
in the population was similar between institutions, re-
inforcing the hypothesis that there are variations in the
CS rate in this group that affect the overall rate. In our
study, the proportion of groups 1 and 2 combined was
39 %, similar to that found in Latin America (36.4 %)
[31], France (38.2 %) [21], Canada (39.7 %) [30] and the
Netherlands (39.9 %) [22]. However, in Brazil, we found
that the group of CSs before labor (group 2b) impacted
more on the contribution of term nulliparous women
(14.9 %). In European countries, the proportion of this
group (2b) is around 1 % of the obstetric population [21,
22], but even in the Brazilian public sector, this group
included 9 % of women in our study. As the number of
nulliparous women is almost the same, the proportion
of group 1 (18.9 %) was below what is commonly found
in other studies that have reported it at above 25 % of
the obstetric population [21, 22, 29, 31]. When we ana-
lyzed the women with private payment, this percentage
was even lower (6.4 %), despite the higher proportion of
nulliparous, term, cephalic women in the private
(45.7 %) than the public (36.1 %) sector.

The group that singly most contributed to CS in Brazil
was multiparous, term with previous CS (group 5). Re-
cently, a WHO analysis found that CS rate and the abso-
lute contribution of group 5 has increased in recent
years [16]. These data show the domino effect of CS use:
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rising CS rates, especially in nulliparous women, in-
crease the number of women with previous CS, who are
more likely to undergo a repeat CS [16]. As a result of
the history of high CS rates in Brazil, group 5 constitutes
almost 20 % of Brazil’s population; combined with the
high rate of repeat CS, this makes it responsible for al-
most a third of CS carried out in the country both in the
public and private sectors. Our data are consistent with
the WHO Global Survey of Latin America [31], where
group 5 accounted for 26.7 % of CS. The CS rate for this
group, although not different from that found in coun-
tries with very high and high human development index
in the WHO surveys (from 78.1 to 79.4 %) [19], is con-
siderably higher than that found in France (61 %) [21]
and the Netherlands (47 %) [22]. While the success of
vaginal birth after cesarean (VBAC) reaches 70 % in
many studies [32], an incentive to this practice would be
essential to reduce CSs in Brazil. In addition, repeat CSs
increase the chance of placenta accreta and placenta pre-
via, which can result in increased risk in subsequent
pregnancies [32, 33].

The multiparous groups without CS (groups 3 and 4)
contributed to just over 10 % of CSs. Noteworthy is the
high CS rate in group 4 (61 %), even in the public sector
(55 %), which is related to the number of women under-
going CS before delivery (group 4b) that is greater than
those undergoing induction (group 4a). While in Brazil
group 4b corresponds to 3.2 % of women, in other coun-
tries it does not exceed 1 % [21, 22, 30]. These numbers
may again reflect the preference of CS to induction of
labor in high-risk pregnancies, but also the use of CS for
concomitant tubal ligation, as mentioned in other re-
views [8, 11, 34].

The third group that contributed most to the CS rate in
both sectors was the preterm birth group, contributing to
nearly 10 % of CSs performed in Brazil. This number is
slightly higher than that found in countries with low rates
of prematurity. In the Netherlands, group 10 corresponds
to 7.1 % of CS [22], while in France the percentage is
8.3 % [21]. In Brazil, both the group size (9.7 %) and its CS
rate (50.1 %) affected the CS overall rate.

Finally, the groups of non-cephalic presentations
(groups 6, 7 and 9) and twins (group 8) together con-
tributed only 8.9 % of CSs. This number is lower than
the WHO Survey of Latin America (14 %) [31] and
considerably lower than that observed in France
(20.5 %) [21] and the Netherlands (27.2 %) [22]. Even
excluding twins, whose prevalence in these countries is
greater, and considering only non-cephalic presenta-
tions, the gap remains large (Brazil: 7 %; France: 16.5 %;
Netherlands: 22.5 %).

In Brazil, there was a clear difference in both the dis-
tribution of women and CS rates into Robson groups ac-
cording to the source of payment. The two largest
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relative size groups in the public sector (groups 3 and 1)
had little importance in the private sector. Additionally,
there was a clear concentration of nulliparous women in
group 2b and multiparous women in group 5, which
represented > 70 % of CSs in the private sector, where >
80 % of women did not go into labor, reinforcing the
saying “once a cesarean, always a cesarean.”

Analyzing the increase in the number of CSs in the
period between the two WHO surveys, Vogel et al. [16]
concluded that the threshold for medically indicated CS
has become lower over time, or the use of elective CS
has risen, or both occurred together. This appears to be
what has occurred in Brazil over recent decades. While
the CS rate is higher than those found in other countries
in groups with low probability of CS (term nulliparous
and multiparous with spontaneous labor and multipar-
ous with induced labor), the widespread use of elective
CS in nulliparous and multiparous women, regardless of
obstetric risk, even in the public sector, was also ob-
served. Indeed, 84.2 % of all CS in Brazil are performed
before the active phase of labor (data not shown).

In the private sector, it is very likely that CS was not
related to the presence of obstetric risk, since CS rates
according to the risk of pregnancy were different only in
group 10. Furthermore, CS rates were also extremely
high in low-risk women. Despite women with private
funding having a greater preference for CS (36.1 % of
nulliparous and 58.8 % of multiparous in early preg-
nancy) [8], this fact alone does not explain such high
rates of CS.

The high rates of elective CS in Brazil, especially in the
private sector, are of concern, because they may bring un-
necessary harm to women’s and babies’ health if per-
formed without indication [5], including increased
maternal [3] and neonatal morbidity, especially when per-
formed before 39 weeks [35]. Our data revealed a great
difference in CS rates in the low-risk preterm group ac-
cording to source of payment (25.4 % public and 71.4 %
private), which raises questions about whether this prac-
tice may be leading to iatrogenic prematurity.

Conclusions
This is an analysis of CS rates in Brazil by Robson classi-
fication using data from the entire country. The Robson
classification identifies the contributors to the CS rate,
but does not provide insight into the reasons or explan-
ation for the observed differences [23]. However, this
classification helps to identify the target groups that may
benefit from implementations or interventions, and
guide public policies and investments for reducing CS
rates in Brazil.

Public policies should be directed at reducing CSs in
nulliparous women, particularly by reducing the number
of elective CSs in these women. The extended use of
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labor induction and its appropriate management rather
than CS before labor would be an important measure
for reducing CS rates. Encouraging VBAC and reducing
repeat CSs are equally important, since >70 % of CSs
carried out in the country were in these groups. These
policies should also be directed at the private sector,
where one third of all CSs are performed in Brazil and
where this surgery indication seems not be driven by
medical reasons.
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