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Why so many caesarean sections? The need for a further

policy change in Brazil
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Caesarean sections in Brazil rose from 15 per cent of all births in 1970 to over 30 per centin 1980. A new
policy was introduced by the largest medical care provider (INAMPS) which made the reimbursement
fee payable to doctors the same for both vaginal and caesarean section deliveries. However the
caesarean rate has continued to rise. This study analysed the antenatal care and deliveries of over 7000
births which occurred during 1982 in the city of Pelotas in southern Brazil. The organization of health
care is discussed in relation to the findings on the utilization of the different antenatal and delivery
services available. Utilization is then related to the gestational risk and socio-economic status of the
mothers. There were marked differentials between the low and high risk mothers and between those
from high and low income families. Doctors clearly concentrated their efforts on the low risk and high
income mothers, with 50 per cent of private patients having an operative delivery compared to 13 per
cent of uninsured mothers. There was a large demand for tubal ligations to be carried out at the same
time as the caesareans. The non-medical and financial reasons for these high rates are discussed and

the high extra cost that is being incurred by patients and the insurance schemes is emphasized.

The growing tendency for more surgical
interference in labour has been observed all over
the world in the last decade, with an increasing
proportion of cacsarean scctions reported in
countries such as the USA', England and
Wales?, Sweden® and even China®. However,
the worlds's highest incidence is probably in
Brazil where caesarean dcliveries increased
from less than 15 per cent in 1970 to over 30 per
cent in 1980 (Figure 1).® Among private patients
an incidence as high as 75 per cent has been
described.®

In Brazil non-medical factors appear to play a
key role in deciding whether to perform
caesarean sections and until 1980 doctors
received higher fees for these operations than
for vaginal deliveries. In February 1980 the
largest Brazilian medical care provider
(INAMPS) decided to change its policy and
made the reimbursement fees the same for both
types of delivery. The hospital administrations,
however, continued to charge INAMPS separ-
ately for the patient’s accommodation and
medical care and, on average, their charge for a

caesarean section was more than twice that for a
normal vaginal delivery.®

Following this change in policy caesarean
scction rates did not show any sign of
decreasing® and it appears that this change alone
was not sufficient 10 control the increasing
upward trend.” Figure 1 also shows the
percentage of deliveries undertaken by caesa-
rean section in the last 10 years in Pclotas. a
middle-sized city in southern Brazil. The steady
increase in Pelotas dropped marginally during
1980 when the change in the INAMPS policy
was introduced. However. in the period
1980-1984 cacsareans increased again from 24
per cent to 29 per cent. showing that the change
in policy did not have the desired long-term
effect. This upward trend implics that other
more important factors were not affected by the
change in policy.

In order to identify some of these other factors.
a research study on perinatal health examined
the patterns of health care utilization for women
belonging to different social groups and at
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Figure 1. Trends in caesarean scctions — Brazil (INAMPS) and Pelotas, 1970-1984

Table 1. Health-related indicators in countries with different income levels compared to Rio
Grande do Sul, Brazil

{ndicators Low income Middle income Industrialized Rio Grande
countries® countries® countries® do Sul

GNP per capita

(US dollars) 240 1420 9410 2330
Crude birth rate

(births/1000 pop.) 42 34 i5 25
Life expectancy at

birth (years) 51 61 74 66
Infant mortality rate  49-237 12-157 13 35.6
Child mortality rate

(deaths/1000

1-4 years) 18 10 1 1.4

Percengage of

population with.access

to safc water 25 58 not available 80
(close to 100%)

Daily per capita
calorie supply
(% of requirement) 96 109 131 112

Adult literacy rate
(%) 43 72 9 88

Notes

a Thirty-four low income developing countrics with a per capita income of US$ 370 or less in 1979 (China and India
excluded)

b Sixty middle income developing countrics with a per capita income of more than USS 370in 1979

¢ Eighteen industrial market cconomics
Sources: Evans et al® and Scerctaria da Saude ¢ Meio Ambicnte do Rio Grande do Sul.®
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different levels of gestational risk. This paper
discusses  some  of the findings of this
epidemiological study carried out in 1982 in
Pclotas. The availability of information on levels
of gestational risk, on socio-cconomic status and
on health care provided by different schemes has
made it possible to investigate the determinants
of health care utilization patterns, especially for
caesarean sections. It is hoped that this
evaluation will help stimulate improvements in
health policies and practices for antenatal care
and delivery in Brazil.

Pelotas, Rio Grande do Sul

The state of Rio Grande do Sul is the
southernmost state of Brazil and one of the most
developed areas of the country. Table 1
compares a number of social and health
indicators for the state® with countries with three
different levels of development® and shows that
the state ranks between industrialized and
middle income countries.
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Figure 2. Location of the city of Pelotas

Pelotas is the second largest municipality of Rio
Grande do Sul (Figure 2) with a total population
of 260 000 inhabitants, 79 per cent of whom are

urban. There are two faculties of medicine and
cight hospitals with 1666 beds in the municipal-
ity = 6.4 beds per KK population. One hospital
is located in the rural area and the remaining
seven are urban: four are general hospitals, two
are psychiatric and one is orthopaedic. Three of
the four general hospitals have a matcrnity
ward.

Organization of health services

Brazilian hecalth scrvices are highly complex
because of the many organizations involved in
delivering care. The two major providers are
both supported by the Government: INAMPS
(National Institute of Medical Care and Social
Security), which is part of the federal Ministry of
Social Sccurity, and the state sccretariats of
health, which work indcpendently in each of the
23 states. Other providers include FUNRURAL
(for rural workers), IPE (for civil servants), the
facultics of medicine and the city council. In
addition, many private doctors provide medical
care for those who are willing to pay their fees.
Recently, private medical insurance schemes
have also been started. A description of each of
the health care providers follows,

INAMPS (National Institute of Mcdical Care and
Social Security)

This is the country’s major provider of medical
care. Created initially for providing retirement
pensions, INAMPS has evolved to deliver
medical care and is now the most important
employer of doctors and other health workers.
The financing for this system comes from the
compulsory tax paid by all Brazilian employees
which is now around 10 per cent of their salaries.
The employers also contribute another 10 per
cent of all salaries paid. The unemployed and
casual labourers, as well as agricultural workers,
are not covered by INAMPS.

INAMPS provides hospital care either in its own
few hospitals or, more often, in private hospitals
which are reimbursed according to the medical
care they provide. As there are no INAMPS
hospitals in Pelotas, all in-patient care is
delivered by privately owned or charity
hospitals. Three-quarters of all deliveries carried
out in Pelotas in 1982 were covered by
INAMPS.
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Secretariat of health

This organization is responsible for the provision
of preventive care in health centres and health
posts. These units provide out-patient medical
care, mainly for mothers and children (including
immunizations, antenatal care and screening for
gynaecological cancers), as well as surveillance
and treatment of infectious diseases, such as
tuberculosis. All care is free of charge and, when
available, drugs are also provided for poor
patients.

FUNRURAL .
This is the health insurance scheme for
agricultural workers and their families. Medical
care is provided without any charge at the point
of contact, but a tax of around 3 per cent is
collected on all agricultural products. However,
due to the scarcity of health resources in rural
areas, most paticnts needing hospitalization are
transferred to the city. Regarding out-patient
care, very few health posts are located in rural
areas and the doctors who run them usually live
in the cities. As a conscquence rural patients
often have to travel to the city in order to obtain
health care, including antenatal care. Of all
births in Pelotas in 1982, S per cent were covered
by FUNRURAL.

IPE

In the state of Rio Grande do Sul another health
scheme is that provided by the Institute of Social
Security of the State (IPE), which covers state
civil servants for health care, including hospita-
lizations. In Pelotas. most patients affiliated to
IPE are school teachers and policemen and 4 per
cent of the 1982 births were under this scheme.

City council health care scheme

The health department of Pelotas City Council
runs out-paticnt clinics located either in poor
areas or near the municipal schools. Child care is
provided in most of them, but only a few offer
antenatal care. The services are given free of
charge and used mainly by poor people who are
not eligible for the other health care schemes.

Faculiies of medicine

Two of the nine facultics of medicine in Rio
Grande do Sul are located in Pelotas, where
some 160 doctors graduate each year and the
ratio of doctors for the population is 1 in 430. In

contrast, other health workers such as qualified
nurses are scarce. Until recently only two
registered nurses worked in the city and only in
1977 was a faculty of nursing established.

The faculties of medicine have their teaching
activities in two general hospitals, both with
graduate and post-graduate training in obstet-
rics, gynaecology and paediatrics, as well as in
other specialties. Antenatal and delivery care
are provided for INAMPS patients in the
hospitals by the faculty staff, residents and
medical students. Out-patient clinics are also
run on the hospitals’ premises, as well as in 15
other smaller primary health care units in the
poorer urban areas.

Private practice

Private doctors of all specialties are available for
patients who can afford to pay their fees. The
average fee for an antenatal care consultation is
around US$8 to US$15 and prices for delivery
vary from US$100 to US$400. Caesarean
sections are usually more expensive than vaginal
deliveries, particularly if tubal ligation is to be
carried out at the same time. For comparison,
the official monthly minimum wage of an
unskilled worker is the equivalent of US$50. In
1982, only 9 per cent of the pregnant women in
Pelotas were delivered by a private doctor.

Doctors usually have many different jobs and
very few are able to see private patients
full-time. For example, 95 per cent of the
medical staff attached to the medical faculties in
Pelotas also have their private practices. Most
doctors practising privately also work for
INAMPS, IPE, FUNRURAL or the secretariat
of health at other times of the day.

Private insurance schemes

Recently a number of private schemes have
been launched which, for a monthly payment,
provide coverage for all hospital costs and a
contribution towards a private doctor’s fees.
These schemes are becoming more popular with
the wealthier patients who are entitled to have a
wider choice of doctors and hospitals.

Health care for indigents

As INAMPS, IPE and FUNRURAL only care
for regularly employed workers and their
familics, the remaining poor families who are
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not covered must seck antenatal and delivery
care in the health centres and posts of the
sccretariat of health or at the clinies run by the
city council. These schemes do not provide
hospital care in Pclotas and the delivery care of
indigent mothers is provided by the only charity
hospital in the city. In 1982, these women
represented 6 per cent of all deliveries.

Maternal and child health care in Pelotas

Antenatal clinics are organized by all institutions
providing medical care. The main providers for
the low income women are INAMPS and the
secretariat of health, whereas wealthier women
usually attend their private doctors. Antenatal
clinics are not organized by INAMPS itsclf but
by the hospitals, which are reimbursed accord-
ing to the number of clinic attendances. In 1982
approximately 75 per cent of all antenatal
attendances in the city were under this scheme.

Women covered by social security schemes have
free access to laboratory tests, as well as to some
common medicines such as vitamins, iron and
antibiotics.

Delivery care is also frce to women belonging to
a social security scheme. Women are only
charged by the hospitals if they want better
accommodation, such as an individual room.
Medical care at delivery is usually provided by
the doctor on duty. If the insured families decide
to have the baby dclivered by their own doctor,
they are still entitled to free hospital care, but
must pay their doctor privately.

Doctors charge their private patients according
to the type of delivery performed, the fee for a
caesarean section usually being higher than for a
vaginal delivery. Until 1980 INAMPS also paid
higher fees to the doctors for caesarean sections,
but currently the fees are the same irrespective
of the type of dclivery. Private hospitals,
however, are still reimbursed by social security
according to their cxpenses. Cacsarean sections
are, thercfore, charged at a higher rate than
vaginal deliveries because of the surgical
procedures as well as.the longer stay in hospital.

Pelotas perinatal study

In 1982 the study obtained information on more
than 98 per cent of all the births that took place

in the municipality.'” The project was carried
out at three levels: city hospitals, home visits
and at the state secretariat of health. Since most
newly delivered mothers were discharged carly
from hospital, it was necessary to visit a 15 per
cent sample of the babies at home after the
seventh day of life in order to check on perinatal
morbidity and mortality. In addition, all death
certificates of babies born in Pelotas in 1982
were monitored through monthly visits to the
local birth and death registries and to the
secretariat of health.

The study population consisted of all 7392
babies delivered in the three hospitals with
maternity wards in the city of Pelotas from
January 1st to December 31st 1982. The criteria
for entry in the study were:

® Liveborns — weight of 500 g or more and any
sign of life.

o Stillbirths — 28 weeks of gestation or more, or
in case of unknown length of gestation, a
birthweight of 1000 g or more.

The questionnaires collected information on the
following items: o

® The main and secondary reasons for caesarean
section. The mothers were asked this question
as this was the best way of assessing the
importance of sterilization as a cause for
caesareans. Since sterilization is not reim-
bursed by INAMPS. doctors sometimes
perform a caesarean section in order to carry
out a tubal ligation, but give another reason
in the hospital records. When mothers did not
know the reason for the operation, or an
implausible answer was given, the hospital
records and doctors were consulted.

® Number of antenatal clinics (ANC) attend-
ances. Most mothers had an ANC card from
which the number of visits could be obtained.
When this was not available, the information
was obtained by recall.

® Family income. This was measured in
minimum wages (MW) per month, which is
the monthly salary of an unskilled worker.
and which theoretically should be enough to
maintain a family of four. Inflation has
markedly reduced its purchasing power and
in mid-1982 it was worth about US$50.
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At risk mothers

The pattern of health care utilization during
pregnancy and delivery was studied with the
help of a scoring system to identify women at
increased gestational risk. The antenatal predic-
tion score devised during the British Births
Survey of 1958!" and also used in the further
1970 British study'?, appeared appropriate after
it had been adapted.

Like the British survey. we considered women at
low risk if the score was 0 to 2, at medium risk
for scores for 3 to 7 and at high risk for scores
over 7. A quarter of the mothers were allocated
to the low risk group, 64 per cent were placed in
the medium group and 12 per cent were
considered to be at high risk. Only 3 per cent of
private patients were at high risk, while indigent
women were 6 times more likely to be in that
category. Mothers insurcd with INAMPS, who
comprised 75 per cent of the whole study
population, had 13 per cent in the high risk
group (Table 2).

Low risk mothers had a 4 per cent incidence of
low birthweight (LBW) babies (under 2500 g)
compared to 15 per cent for high risk mothers,
nearly a fourfold difference. The medium risk
group included two-thirds of all mothers and had
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8.3 per cent of LBW births, which was close to
the incidence for single births in the general
population (8.1 per cent). The perinatal
mortality rate (PMR) was also 4 times higher in
the high risk group than in those at low risk.
Again the medium risk group had a PMR of 30.2
per 1000, which was close to the overall
population rate of 31.9 per 1000 single births.
Foetal and early neonatal mortality rates
followed the same trend. These results suggest
that this scoring system was efficient in
allocating women to different levels of risk.

Antenatal care

The number of antenatal attendances ranged
from O to 27 visits during pregnancy, with a
mean of 6.4. Six per cent of the mothers did not
attend ANC at all, 20 per cent attended 1-4
times, 60 per cent attended 5-9 times and 14 per
cent had 10 or more visits. Among mothers
attending ANC, 57 per cent started visits in the
first trimester of pregnancy, 27 per cent in the
second and the remaining 16 per cent attended
only after the sixth month of pregnancy.

Attendance at ANC clinics increased in direct
relation with family income (Table 3). Mothers
earning up to 1 MW per month had a mean of
4.7 visits while the richest group had 9.3 visits.

Table 2. Levels of risk of mothers with different health insurance schemes
(n = 6685)

Gestational risk

Health insurance scheme

INAMPS Private Indigent FUNRURAL IPE All groups
Low 19.1% 61.3% 11.0% 24.4% 40.9% 23.6%
Medium 67.6% 354% 68.7% 64.7% 51.3% 63.9%
High 13.3% 3.3% 203% 11.0% 78% 12.4%
% of mothers
in each scheme 75.1% 8.5% 59% 5.2% 5.2% 100%

Table 3. Mean number and standard deviations of antenatal attendances
according to family income, Pelotas, 1982

Family income (MW/month)

<10 1.1-3.0 3.1-6.0 6.0-10 > 10 All
Number of ANC  Mean 4.7 6.2 7.6 8.5 9.3 6.4
visits SD 3.0 29 2.8 3.0 3.0 32







