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The main factor for the hospitalization of childbirth was the expansion of

power-knowledge in eighteenth century medicine. In Brazil, throughout the twentieth

century, public policies for women’s health focused care on biological and reproductive

dimensions, and birth control technologies. Technoscience advances in producing

knowledge and interventions regarding women’s bodies led to a medicalization of labor

and birth, consolidating the hospital as an ideal space. This article aims to examine

numbers of surgical-cesarean births in the municipality of São Paulo, and to discuss how

racial, cultural, social, and economic inequalities influence forms of birth. The statistics

have been problematized in their connections with the language of risk, actors, and

materialities involved in producing surgical births: public policies for pregnancy, labor,

and post-natal care, hospitals. Research was carried out in the repository of public data

on births in the municipality of São Paulo, in the period between 2010 and 2016, focusing

on types of birth, in relation to place of birth, and women’s race/color and levels of

education. The analysis indicated that the majority of births are surgical-cesarean, at a

number five times higher than that recommended by the World Health Organization; the

number is even higher at private hospitals and among women who declared themselves

as white or asian. Higher levels of education are also linked to this elevated number of

births. Vaginal birth numbers were greater in public hospitals for women who declared

themselves as black, mixed race, and native Brazilian. The language of risk guides public

policies, delivery practices, and childbirth in Brazil. The lack of investment in birth centers

in the country encourages hospitalization. Health professionals attending births have a

central role in maintaining the culture of surgical delivery. Surgical-cesarean birth as a

woman’s choice is an argument based on childbirthmyths, on incorrect information about

physiological and psychological processes, and lack of support from health professionals

and families faced with the desire for vaginal birth. The complexity of the situation

demands recognition that these realities are built on several factors, interconnected in

the day-to-day of health services.
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INTRODUCTION

In Brazil, up to the nineteenth century, assistance during labor
was carried out by midwives until the beginning of medical
training schools. Education in Obstetrics was for a long time
merely theoretical and then, in 1832, midwifery courses aimed
at women began, linked to medical schools. From the mid
nineteenth century, medical discourse begun to emphasize the
importance of hospitalization, using as a justification the possible
risks associated with homebirths, leading to the disqualification
of midwives. Brazilian women, however, resisted hospitalization
and medical care, since it was understood that hospitals were
shelters for the poor. In addition, there was a lack of trust in the
still-precarious medical practices, and they did not want to be
examined by men (Mott, 1998; Meloni Vieira, 1999). At the same
time, in a medical context, not much relevance was given to the
field of Obstetrics; doctors were only supposed to participate in
cases of delivery complications that demanded surgical expertise
(Meloni Vieira, 1999).

During the twentieth century, despite all this resistance, births
moved to hospitals and women care became a field dominated
mainly by men. Midwives began to disappear from society, direct
entry courses for midwives were closed down, and Obstetrics
became a nursing specialization. In other words, after learning all
hospital rituals and procedures, and graduating in Nursing, these
professionals would study, on average, an extra year in Obstetrics.
In 2005, there was an attempt to bring back the direct entry
model for professional midwives, when the University of São
Paulo created aMidwifery course. Themidwives graduating from
this course have faced a lot of resistance, both from professional
Nursing and Medical bodies, and from the professionals who
work in this area in the country, since the proposed model for
qualifying these professional midwives represents a break with
the hegemonic biomedical and hospital-based model (Castro
et al., 2017).

In regard to Brazilian health policies, care for the population’s
health only entered the government’s political agenda at the
beginning of the twentieth century. The General Office of Public
Health (Diretoria Geral de Saúde Pública) was created, focusing
mainly on the control of health conditions in the urban centers of
the country’s Southeast region, the central pillar of the economy.
Medical-hospital assistance at the time was offered by charity,
philanthropic, and religious organizations, often named Holy
Houses (Santas Casas). During the first decades of the twentieth
century there was an economic transition within Brazilian
society, which shifted from agrarian/exports to urban/industrial,
encouraging the implementation of a health care system (Risi and
Nogueira, 2002). The high rates of mother and child morbidity
and mortality started to pose problems, since in order to supply
the necessary labor force it was crucial to guarantee survival of
the population.

In the 1920s, women’s health became a core issue for the
public policies that were solidified in government programs
with the Sanitary Reform carried out by Carlos Chagas1. Care

1Carlos Chagas was one of the most recognized Brazilian sanitary physicians
and bacteriologists. He discovered the American trypanosomiasis in 1909 and was
director of the Department of Health in Brazil from 1920 to 1924.

actions focused on biological and reproductive dimensions and
on planning, as well as on organizing care, mobilizing around the
so-called “maternal-infant” binomial. Between 1940 and 1965,
by means of the National Children’s Department (Departamento
Nacional da Criança, or DNCR), an office created exclusively for
organizing maternal-infant care, guidelines were established that
aimed at integrating actions for the protection of motherhood,
childhood, and adolescence with public health care programs
in general. The department’s educational project was linked
to childcare, and for this reason it emphasized protection of
motherhood and childhood (Nagahama and Santiago, 2005).

From 1964 to 1985, Brazil was governed by a military
dictatorship. During this period, actions were all developed by
the central government, and there was little discussion about
women’s rights, living conditions, and health. In the 1970s and
1980s, there was a heavy investment by international agencies
in birth control technology. The resurgence of Neo-Malthusian
ideas on the need for population growth control of the so-called
“third world countries” in the South, allied tomedical research on
family planning and on social-cultural conditions, validated the
medicalization of women’s bodies (Meloni Vieira, 1999; Perpetuo
and Wong, 2009). According to Barroso (1984), the most
common contraceptive methods in the country were the birth
control pill and sterilization surgery, both regulated by health
professionals and not by women, and strongly associated with
the economic interests of the following groups: multinational
pharmaceutical industries, the private hospital network, group
medicine, and family planning institutions such as the Family
Welfare Civil Society (Sociedade Civil do Bem-Estar Familiar no
Brasil, or BEMFAM). These groups, interested in selling their
services, emphasized the technological advances, the efficiency,
and the safety of these two contraceptive methods, minimizing
the possible collateral effects on women’s health. From the 1970s,
female sterilization surgeries became popular in Brazil and began
to be linked to surgical-cesarean delivery. In other words, in a
context of private clinics and/or clinics that attend the population
by means of private health insurance, women and their doctors
often planned, during pre-natal care, sterilization procedures to
be carried out after surgical births, as we will see next (Janowitz
et al., 1982).

Until the 1980s, women’s health programs in Brazil had been
focused mainly on childbirth and were vigorously criticized,
in the context of the Brazilian feminist movement, for the
reductionist perspective from which these programs treated
women, guaranteeing access to health care only during the
pregnancy/post-natal cycle, and leaving them without care
for most of their lives (Costa, 2005). Concurrently, at the
end of the 1970s and beginning of the 1980s, the Brazilian
Sanitary Movement began to question the health care system
implemented by the government, which was organized to benefit
only waged worker, leaving many people aside. This movement
placed the relation between health and sickness processes and the
population’s living conditions at the heart of the debate.

Within this context, the National Health Conferences
established the premises about the health system to be adopted
during the country’s re-democratization process. In 1984,
pressured by organized civil society movements, such as those
of women, syndicates, health professionals, and academics, the
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Ministry of Health created the Program for Integral Care for
Women’s Health (Programa de Atenção Integral à Saúde da
Mulher), with the goal of including health care for women at
all stages of their life cycle, respecting their rights to exercise
or not maternity and reproduction. Programa de Atenção
Integral à Saúde da Mulher envisaged that actions should be
widely applied within the basic health care system. At the
same time, as from the 1980s, the worldwide movement for
childbirth humanization placed under discussion the importance
of incorporating new paradigms in health care, considering
holistic aspects and science-based care that prioritized safety and
efficiency in childbirth care (Tornquist, 2003; Nagahama and
Santiago, 2005).

Still in the 1980s, during the country’s re-democratization
process, the 1988 Constitution was enacted, establishing that
health-related issues were a responsibility of the State and a
right of citizens, and leading to the creation of the Brazilian
Unified Health System (Sistema Único de Saúde) in 1990.
SUS led to widespread changes in the public health in Brazil.
This system is guided by three basic principles: universality,
equity, and integrality. Universality guarantees access to public
health services for all citizens; equity guarantees that the system
will attend the specific needs of the different segments of the
population; and integrality presumes that people will be cared for
without fragmentation, in other words, as an integral whole (De
Mattos, 2009; Spink et al., 2014).

It is worth pointing out that, although the sexual and
reproductive rights discourse permeated the entire process of
political construction of SUS, in the day-to-day of health
services, however, very little advance has been made in respect
to guaranteeing women’s rights and autonomy over their own
bodies, since investment in health continues to be centered on
actions controlled by doctors. Most births are still hospitalized,
and the most used contraceptive methods continue to be the pill
and sterilization surgery (Perpetuo and Wong, 2009).

Another exacerbating factor in health care for women at a
reproductive age is how matters pertaining to abortion are dealt
with. Regarding the issue, Brazilian public policies have focused
on repression and criminalization and not on care for women’s
health. The Brazilian legislation is harmful to women’s physical
and mental health, because it obliges them to turn to unsafe
clandestine services or to carry out procedures on their own,
by means of abortive medications such as misoprostol, exposing
them to health risks (Diniz et al., 2017).

The expansion process of public health policies in Brazil
has always been closely linked to the power-knowledge of
medicine, encompassing not only people, but also the population
(Foucault, 1988). In this context, the debate on the benefits
and risks of vaginal birth and of surgical-cesarean delivery
takes place in the arena of control and of life policies. The
uses of language of risk in medicine “scientific discursivity”
is used to justify the idea that the hospital is the safe
place to delivery any birth. According to Foucault (1988),
discursive fields are always linked to institutions and power
strategies that reproduce social order and mechanisms to control
population and bodies (Dictionary of social sciences, 2002;
Correia, 2017).

As the so-called technoscience broadens knowledge, and
intervention technologies are increasingly applied to women’s
bodies, there occurs in Brazil a wide dissemination of notions
that were crucial in the process of medicalizing childbirth and
in consolidating hospitals as the ideal location for delivery.
These are: harm caused by delivery and the lack of capacity
for giving birth; the concept of risk; the hospital as only safe
place. These notions are based upon three false arguments: that
women’s bodies are not capable of giving birth, and therefore
require medical technologies to facilitate delivery; that childbirth
is a risky event for women and babies; and that that homes
and birth centers are contaminated and unsafe places. These
notions were disseminated by the media, by health professionals
in general, by medical corporations, and by the state bodies
that invested in building hospitals and maternities all over the
country. In this manner, pregnancy began to be seen and treated
as a pathological process and labor, consequently, as an event
that requires sophisticated surgical technologies (World Health
Organization, 1985; Brasil, 2004; Diniz, 2005). Following this line
of thought, Foucault (2008) argues that, in capitalist societies,
biopower affects the manners of functioning of bodies and that,
from a bio-political point of view, technologies, as well as liberal
practices, are mechanisms for applying discourses of truths on
life, birth, and death.

In this scenario, the rates of surgical-cesarean births in Brazil
rose exponentially in 1970 it was 14.60, in 1980 it was 31%
(Faundes and Cecatti, 1991) and, in 2010, 52% of the total
of births in the country were surgical-cesarean (Brasil, 2012).
Haraway (1997, p. 307), when discussing the modulations and
effects of the new reproductive technologies, states:

“Actually, for themiddle- and upper-class Brazilian women in this
town, modern scientific birth meant delivery by cesarean section
rather than the new reproductive Technologies favored by their
Northern sisters. Scheper-Hughes recounts watching young girls
play at giving birth by enacting the imagined surgical scenario.
After the successful play-birth the new infant was immediately
put in on intravenous feedings! Regional newspapers report that
cesarean section delivery rates among private maternity patients
in northeastern Brazil approach 70 percent” (Scheper-Hughes,
1992, p. 329).

Despite all social, political, and economic changes that have
occurred in the country over the past three decades, the
ideas and interventions guided by what Donna Haraway calls
technoscience have turned surgical-cesarean births into the
“norm” for a great many women. This article has as its aim
to examine the numbers of surgical-cesarean births in the city
of São Paulo, which has the largest population and the greatest
wealth in the country, in the period between 2010 and 2016,
and discuss the manners in which racial, cultural, social, and
economic inequalities are present in types of birth, as well as
discussing and pointing out gaps in public policies aimed at
encouraging vaginal birth that the Brazilian government seeks
to implement. We chose this specific period because it was the
most recent consolidated data available which was possible to
observe the effects of public policies on Brazilian birth that were
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implemented during the presidency of Dilma Roussef, who was
the first woman to become president in Brazil.

MATERIALS AND METHODS

Research was carried out in the repository of public data on
birth, known as the Live Birth Information System (Sistema de
Informação sobre Nascidos Vivos—SINASC), of the municipality
of São Paulo, examining the entries corresponding to the period
between 2010 and 2016. SINASC is a database created to study
circumstances of childbirth in Brazil, allowing researchers to
characterize the profile of women who had live births in the
country’s different regions (Pedraza, 2012).

SINASC is open to public consultation, accessed by a
municipal government site2. This repository has data fed into it
by the health services that carry out hospital births and by civil
registry offices for births that occur outside hospitals (homebirths
or in other locations). The data obtained was organized in tables
in order to allow descriptions and analyses3. The descriptors used
for search within the repository were: type and year of birth; type
of birth andmother’s educational level; type of birth andmother’s
race; type of birth and hospital management model.

It is important to point out that in the repository women are
described as mothers, however in this research we will use the
term “women” as we believe that this expands the dimensions of
the discussion.

ETHICAL CONSIDERATIONS

This investigation was performed according to public domain
data without the possibility of identifying subjects, thereby
dispensing with the need for approval by an institutional review
board for human research.

RESULTS

Brazil, the largest country in Latin America, with a territorial
area of 8,515,759.090 square kilometers, and a population of
∼208,542,623 million people, is a federation with 26 states,
besides the Nation’s administrative capital “the Federal District”
and 5,570 municipalities (IBGE, 2018).

The state of São Paulo has a territorial area of 248,219.63
square kilometers and the largest number of inhabitants:
44,749,699 people. Among its municipalities, the city of São Paulo
has the biggest population, with 11,696,088 million inhabitants,
an area of 1,521.11 square kilometers, and a demographic density
of 7,689.18 inhabitants per square kilometers. In 2016, the
registered birth rate was of 14.43:1,000 inhabitants (SEADE,
2018).

For statistical data on labor and childbirth in the municipality
of São Paulo, the database used was the SINASC repository. The
descriptive analysis of data was centered around the period from

2http://tabnet.saude.prefeitura.sp.gov.br/cgi/deftohtm3.exe?secretarias/saude/
TABNET/sinasc/nascido.def
3The current form can be consulted at: http://www.prefeitura.sp.gov.br/cidade/
secretarias/upload/saude/arquivos/publicacoes/Manual_DN_02fev2011.pdf

TABLE 1 | Distribution of number and percentage of types of birth, between the

years of 2010 and 2016, in the city of São Paulo Source:

SINASC/CEInfo/SMS-SP, 2018 (São paulo, 2018).

Year Type of birth

Vaginal Cesarean Unknown Total

N % n % n % N

2010 82,830 43.24 108,716 56.75 3 0.01 191,549

2011 83,168 42.83 111,010 57.16 8 0.01 194,186

2012 83,556 42.82 111,530 57.16 18 0.02 195,104

2013 79,905 41.47 112,766 58.52 6 0.01 192,677

2014 83,626 42.21 114,483 57.78 4 0.01 198,113

2015 87,206 43.94 111,235 56.05 12 0.01 198,453

2016 83,709 44.27 105,323 55.71 14 0.02 189,046

Total 584,000 775,063 65 1,359,128

2010 to 2016, focusing on the following aspects: types of births
carried out, type and place of birth (public and private hospitals,
and the two birth centers), types of birth and race/color, and the
woman’s educational level in relation to different types of birth.

TYPES OF BIRTHS CARRIED OUT

In Table 1, the data relating to different types of birth taking
place between 2010 and 2016 allows us to visualize the amount
of vaginal and surgical-cesarean deliveries taking place in the city
of São Paulo, besides those that are unknown.

A look at the number of vaginal births and of surgical-
cesarean births carried out in the city of São Paulo, year by year,
allows us to observe that the numbers remained stable with little
variation. The year with the lowest number of surgical births in
this period was 2016, with a total de 105,323 surgical-cesarean
deliveries, equivalent to 55.71% of the total of births in the
municipality. In the year of 2013 there were 112,766 surgical-
cesarean births, corresponding to 58.52%, the highest number
observed in the period studied. It is interesting to note that
the majority of births occurred by means of surgical-cesarean
delivery and these, from a Public Health viewpoint, are extremely
high numbers that represent approximately five times more
than the limit recommended by the World Health Organization.
WHO established, in 1985, that the justifiable number for this
procedure around the world should not be more than 10–15% of
the total of births carried out (World Health Organization, 1985).

REGARDING THE TYPE OF BIRTH AND
PLACES OF OCCURRENCE

Care during childbirth in Brazil predominantly occurs in
hospitals. In the city of São Paulo there are 154 private hospitals
and 60 public hospitals4 that register the births that take place

4In this article we consider public all hospitals certified by SUS that attend
births free of charge. Among these, many are private, but have agreements
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in their facilities in SINASC. In the birth centers, delivery is
always vaginal, due to the care model which relies on a team
made up entirely ofmidwives and obstetric nurses. There are only
two birth centers within the municipality5. The annual number
of births that take place at the two birth centers is small, as
demonstrated in Table 2.

In Table 2, public hospitals represent the health care
establishments with governmental funding, regardless of sphere
of government (municipal or state), where services are
completely free as they are funded by SUS. The hospitals
described as private represent the health care establishments
that attend the private health care network by means of health
insurance (where women and their families and/or employers
makemonthly payments) and private institutions (those that take
direct payment for services rendered).

As it is observed, the number of births carried out by the
existing public services in the municipality is higher than the
number of births carried out in private hospitals. However, even
in public hospitals the number or surgical-cesarean births is high
(over 30%) in all years. In private hospitals, the numbers of
surgical-cesarean births are alarming, since they are over 80% in
every year.

REGARDING THE TYPE OF BIRTH AND
RACE/COLOR6 OF WOMEN

In the city of São Paulo, women belong to different ethnic
groups. The data in Table 3 indicates that the number of surgical-
cesarean births is equally high in all groups.

The data presented in Table 3 demonstrated that the rates
for surgical-cesarean births in the population of women who
declared themselves as White was 65.86%, followed by those who
declared themselves Asian (63.87%). In São Paulo, there is a large
community of East Asian descent, mainly of Japanese origin.

The number of vaginal births was higher for women who
declared themselves black (50.09%), mixed race (53.71%), and
native Brazilian (72.99%). These three groups include the
majority of low-income women who are cared for by the public
health network, as we will see next.

with the public health system, which pays for beds and services. In Brazil, the
guarantee of universal access happens by means of implementation of public
subsidiary strategies within the private sector. For a better understanding of
this issue, see: SANTOS, Maria Angélica Borges dos; GERSCHMAN, Silvia. As
segmentações da oferta de serviços de saúde no Brasil: arranjos institucionais,
credores, pagadores e provedores. Ciênc. saúde coletiva, Rio de Janeiro, v. 9, n.
3, p. 795-806, Sept. 2004. Available online at: http://www.scielo.br/scielo.php?
script=sci_arttext&pid=S1413-81232004000300030&lng=en&nrm=iso. Accessed
on February 23, 2018. http://dx.doi.org/10.1590/S1413-81232004000300030
5The Sapopemba birth center has always been an equipment belonging to the
Brazilian UnifiedHealth System (SUS). Casa Angela is not a public equipment, and
after an arduous struggle by the women and health professionals involved in the
movement for humanization of birth, in 2015 the municipal government signed an
agreement and included Casa Angela in SUS.
6In this text we use the classification used by SINASC regarding race/color of
Brazilian women. In Brazil, the classification of race adopted by official institutions
is based on skin color and is self-determined; in other words, it is not up to
researchers to attribute race to research subjects, but instead ask what race they
consider themselves to be. The majority of the Brazilian population is of mixed
race, which explains the high number of people who choose this option.

TABLE 2 | Distribution of number and percentage of types of birth according to

type of financing for care in the city of São Paulo, between the years 2010 and

2016 Source: SINASC/CEInfo/SMS-SP, 2018 (São paulo, 2018).

Year Type of birth

Type of service Vaginal % Cesarean % Total**

2010 Public hospital 68,267 67.5 32,863 32.5 101,130

Private hospital 9,101 13.85 56,612 86.15 65,713

Casa angela 12 100 0 0 12

Sapopemba 187 100 0 0 187

2011 Public hospital 69,345 67.35 33,620 32.65 102,965

Private hospital 8,737 13.29 57,006 86.71 65,743

Casa angela 18 100 0 0 18

Sapopemba 166 100 0 0 166

2012 Public hospital 68,015 66.58 34,135 33.42 102,150

Private hospital 9,829 14.85 56,363 85.15 66,192

Casa angela 65 100 0 0 65

Sapopemba 159 100 0 0 159

2013 Public hospital 65,335 57.7 47,879 42.3 113,214

Private hospital 9,245 13.93 57,124 86.07 66,369

Casa angela 131 100 0 0 131

Sapopemba 155 100 0 0 155

2014 Public hospital 66,361 65.96 34,241 34.04 100,602

Private hospital 10,176 15.09 57,269 84.91 67,445

Casa angela 169 100 0 0 169

Sapopemba 156 100 0 0 156

2015 Public hospital 67,807 66.17 34,665 33.83 102,472

Private hospital 12,315 18.6 53,911 81.4 66,226

Casa angela 187 100 0 0 187

Sapopemba 150 100 0 0 150

2016 Public hospital 65,709 65.77 34,192 34.23 99,901

Private hospital 11,132 18.42 49,301 81.58 60,433

Casa angela 276 100 0 0 276

Sapopemba 140 100 0 0 140

**The numbers and percentages that refer to those types of birth classified as unknown

were excluded from this table.

The group with the smallest number of surgical-cesarean
births was that of native Brazilian women; it is important to
point out that there are a number of families of indigenous origin
scattered around the city, as well as three villages of the Guarani
people at the outskirts of the municipality of São Paulo. Even
among those indigenous women who have traditional cultural
rituals regarding vaginal birth, the rate of surgical delivery was
26.98%, above the limit considered tolerable by theWHO (World
Health Organization, 1985).

REGARDING WOMEN’S EDUCATIONAL
LEVELS IN RELATION TO TYPES OF BIRTH

Table 4 allows us to observe the distribution of types of birth
within educational levels, showing that the higher the level of
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TABLE 3 | Distribution of number and percentage of types of birth according to

skin color of women attended within the city of São Paulo, between the years of

2010 and 2016 Source: SINASC/CEInfo/SMS-SP, 2018 (São paulo, 2018).

Race/Skin

color

Types of birth

Vaginal Cesarean Unknown Total

N % N % N % N

White 181,716 34.13 350,690 65.86 17 0.01 532,423

Black 32,495 50.09 32,365 49.89 5 0.02 64,865

Asian 4,655 36.11 8,234 63.87 1 0.02 12,890

Mixed Race 205,500 53.71 177,092 46.28 14 0.01 382,606

Native

Brazilian

3,370 72.99 1,246 26.98 1 0.03 4,617

Not Informed 156,264 43.19 205,436 56.79 27 0.02 361,727

Total 584,000 42.96 775,063 57.02 65 0.02 1,359,128

TABLE 4 | Distribution of the number and percentage of types of birth according

to educational level of women attended in the city of São Paulo, between the years

of 2010 and 2016 Source: SINASC/CEInfo/SMS-SP, 2018 (São paulo, 2018).

Formal

education

Types of birth

Vaginal Cesarean Unknown Total

n % N % n % N

None 1,224 62.25 741 37.69 1 0.05 1,966

1–3 years 8,501 61.28 5,369 38.7 2 0.014 13,872

4–7 years 94,455 63.98 53,163 36.01 5 0.003 147,623

8–11 years 401,977 51.16 383,605 48.82 22 0.002 785,604

>12 years 77,011 18.85 331,459 81.14 14 0.003 408,484

Not informed 832 52.69 726 45.97 21 1.329 1,579

Total 584,000 42.96 775,063 57.02 65 0.004 1,359,128

formal education of women, the higher the number of surgical-
cesarean births, reaching 81.14% among women who finished
high school or went to college.

The matter of educational level should be analyzed together
with race/color and social and economic class. The data in this
table confirms the numbers presented in the previous tables, in
other words, in Brazil the number of surgical-cesarean births is
high for all women, but within the group of white, middle/upper
class women, who studied for longer and had economic resources
that allowed them to pay for private insurance or services, the
number was exorbitant.

DISCUSSION AND CONCLUSION

The permanence of this high rate of surgical-cesarean births
in Brazil cannot be explained in a simplified manner. It is
important to identify the multiple factors that contribute toward
this situation, as well as to develop analytical strategies to expand
the criticism about the ways in which technoscience have molded
delivery and childbirth. As said by Haraway (1997), this type

of analysis, which is focused on language, allows us to reach
multiple dimensions that are presented to us in a hybrid way
and in Woodward (2016): “The challenge is to unpack taken
for granted assumptions, to disentangle what is natural, normal,
normative, and empirically observable, in order to create new
ways of understanding the intersection of different power axes,
which retain a focus upon structural forces and social divisions”
(p. 2).

The dissemination of high rates of surgical-cesarean births
in Brazil, and the comparison with the directives of WHO
directives, is a political strategy that has been used for some time,
its effect seems limited and has not produced significant changes
nor helped the process of informing the population of factors
involved in surgical-cesarean births.

In this context, we have sought to problematize and
understand the statistics in terms of their connections with
the language of risk and with some of the main actors and
materialities involved in the production of surgical births: the
public policies for pregnancy, birth, and post-natal care; the
hospital institutions; the health professionals who attend birth;
and Brazilian women.

The language of risk has been present in Obstetric discourse
since it was established as a scientific discipline in the field
of medicine. Krakowski (2004), in his study on pathologizing
pregnancy, points out that since before the 1930s, in the context
of medical colleges, there were schools of thought that supported
the pathological potential of childbirth and that indicated the
“perils of birth,” both for the woman and the baby. This brought
about an absence of women during deliveries, either in regard to
the work performed by traditional midwives, or to the decreasing
participation of women during labor (Mott, 2001; Rohden, 2002;
Brigagão and Gonçalves, 2010).

Beginning in pregnancy, women are identified and labeled
with a series of diagnostics that evaluate individual risks, based
on personal characteristics such as race, genetic makeup, age,
previous pregnancies, habits, and behaviors (Mahjouri, 2008).
Evaluation of all these factors determines not only the “level of
risk” of each woman, but also which monitoring strategy she will
be subjected to. In this manner, the risks, the use of technologies
in birth, and maternity are all quantified, accounted for, and
thought of in probabilistic terms, with what Mahjouri (2008)
denominates “technologically mediated pregnancy.”

Statistics and probabilities make up the discursive argument
in the language of risk that sustains control strategies both for
individuals and the population, since they are generally used to
justify public policies (Spink, 2015). The health policies which
address labor and birth are always in dialogue with the discourse
of birth as a risky event. This explains the large investment in
hospitals and the fact that the great majority of births occurring
in the city of São Paulo take place in hospitals. Thus, the growth
in number of hospitals and maternities is associated with the
need to offer a safe place for the population, where the supposed
risks are inexistent or can be controlled. From the point of view
of brasilian health polices, this helps manage the lives of the
population, for instance, by means of controlling fertility, birth
rates, and childbirth. This power over the population’s lives is
achieved by producing truths about bodies that are naturalized
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and made essential. These are social constructions that medicine,
in its scientific discourse, uses as a discourse strategy, reproduced
by use of a number of institutional approaches (Foucault, 1988;
Weeks, 2016).

In this process, doctors played a key role and, along with
governments, established parameters and guidelines for birth.
These notions were based on scientific descriptions of women’s
bodies as flawed, and of birth as a risky event (Martin, 1989;
Rohden, 2002), and they are, in a Foucauldian sense, fixed to the
“scientific discursivity” of the knowledge-power of medicine and
doctors (Foucault, 1988).

Within this perspective, since women’s bodies are seen as
incapable, it becomes necessary to use medical technologies
and interventions to correct this, so they may give birth in a
manner that poses less risk for themselves and for the babies.
Also, at the same time that scientific knowledge in pediatrics
and neonatology advanced, a greater emphasis took place on
the need for more doctors present during labor, as well as for
specific technologies for newborns in a hospital context (Cardoso
and Barbosa, 2012). Throughout time, the notion of birth as
a risk event has taken on different forms and discourses, not
always in an explicit manner, but which pervade many of the
factors that lead to the hospitalization and medicalization of
birth, and its transformation into an event that requires the use
of “technoscience” tools (Haraway, 1997).

In Brazil, responsibility falls upon the federal government
for formulating and following the execution of national health
policies. The states are in charge of the more complex services,
and of managing, formulating, and coordinating some policies.
The municipalities are responsible for execution of actions and
for carrying out direct services for the population. Thus, for the
system to work, it is necessary for there to be interconnections
between federal government, states, and municipalities (Abrucio
and Franzese, 2007).

However, due to political and party issues, the states and
municipalities often do not implement the policies created at
the federal level. A good example of this lack of connectivity
within the sphere of labor and birth was the attempt by the
federal government to set up new birth centers. In 1999, the
federal government created legislation that regulated the creation
of birth centers all over the country. However, implementation
of the centers did not advance; some of the main opposing
forces were medical corporations and the Federal Council
of Medicine (Conselho Federal de Medicina) who positioned
themselves as radically against these health equipments, in
a cooperative defense, since the law stated that, in these
establishments, only midwives and obstetric nurses should assist
delivery. The birth centers would be, accordingly, places that
made vaginal birth without use of medical-hospital technologies
possible. An example of the strategies used by the medical
corporations in the country to boycott the implementation of
other spaces destined for childbirth is recommendation by the
Federal Council of Medicine (Conselho federal de medicina,
2012). This recommendation lists a series of arguments based
on the notion of birth as an event of risk to women and babies
and concludes that childbirth requires the safety of a hospital
environment.

In the city of São Paulo, only two birth centers were
implemented, both of which are small, in physical structure and
in number of professionals. Although they are connected to SUS,
the number of deliveries they carry out is tiny, as seen in Table 2,
considering the total number of births that take place within
the municipality. According to SINASC data, both birth centers
together, in the period from 2010 to 2016, attendedo 1,971 births,
out of a total of 1,359,128. In other words, only 0.1% of births
occurring during the period. However, we must remember that
these birth centers are important as they represent a resistance
strategy for those women, midwives, and obstetric nurses who
believe it is possible to implement a non-medicalized method for
labor and delivery, and which respects the rights of women and
their babies. Another strategy for resistance to the medicalization
of birth in the municipality are the groups of health professionals
who accompany homebirths; although they are few, they persist
despite criticism from medical entities7.

Federal government’s policies and guidelines over the past two
decades explicitly encourage vaginal births in hospitals and are
based on scientific evidence from the field of obstetrics. However,
there has been no visible change in Brazil in the care model
for women during labor and birth. We can confirm that they
remain predominantly medicalized. In 2011, the government
instituted a program named Stork Network (Rede Cegonha),
with the aim of establish an interconnected network to guarantee
women and children the right to health care during the pre-
natal, labor and birth, post-natal, and infancy phases, at all SUS
health services. The strategy for implementing and financing
the Stork Network (Rede Cegonha) was based on training
the professionals and health services that attend women and
children. In addition, in the Rede Cegonha documentation, there
is a clear recommendation for allowing low-risk vaginal births
to be accompanied by midwives and obstetric nurses. Financial
incentives included support for implementing the Centers for
Vaginal Birth (Centros de Parto Normal) and the Centers
for Pregnancy, Babies, and Post-Partum (Casas da Gestante,
Bebê e Puérpera) (Brasil, 2012, 2014). Another strategy that
this program tried to implement was producing manuals and
guidelines for pregnancy, birth, and post-natal care, prioritizing
care centered on women and their babies, and eliminating
unnecessary interventions to women’s bodies that often, as
affirms Davies Floyd (2001), produce a ripple effect, in other
words, one intervention leads to others.

It is important to note that Stork Network (Rede Cegonha)
has many problems. From the beginning it was heavily criticized
due to its name, which brings back into the public spotlight the

7In São Paulo, the regional council of Medicine affirms by means of Ruling
142.401/10 that: “It is a consensus of this House, as also of FEBRASGO and the
Brazilian Pediatrics Society, that vaginal births should be carried out in a hospital
environment, aiming to prevent intercurrences from taking place during labor,
by being able to be promptly attended.” Complete reference: http://www.cremesp.
org.br/?siteAcao=Pareceres&dif=s&ficha=1&id=10813&tipo=PARECER&orgao=
Conselho%20Regional%20de%20Medicina%20do%20Estado%20de%20S%E3o
%20Paulo&numero=142401&situacao=&data=17-05-2012. To know more about
the challenges faced by professionals who carry out homebirths see: Glauce Ferreira
Soares. Caminhos e narrativas sobre a inserção profissional de obstetrizes no Brasil.
Doctorate thesis. Interunidades Doctorate Program, Escola de Enfermagem da USP.
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traditional ideals of maternity, not as a right to be exercised, but
as a biological destiny. In other words, it was not about women
actively deciding on maternity, but about women “receiving the
stork.” The name went against all the struggles of the different
women’s movements in the country, besides the feminists who
defended broad health policies including all aspects of women
throughout their lives. Another issue is that the main focus is
hospital reform, and although reference is made to birth centers
outside of hospitals, there is no investment in setting up these
centers, let alone in fostering viable integration with teams who
carry out homebirths within the public health network. In this
manner, the policy effectivelymaintains and expands investments
in hospital births.

Since the year 2000, there has been in Brazil a number
of manuals and guidelines, based on scientific evidence and
the so-called good obstetric practices, that seek to reduce the
high number of surgical-cesarean births, breaking with hospital
routines of excessive use of technologies and medication on
women’s bodies and on their babies. In this sense, it is possible
to find midwives and obstetric nurses in public services caring
for women during labor, which may explain the higher number
of vaginal births in São Paulo’s public network. But, even in
the public network, where there are a series of regulations to
guarantee that surgical-cesarean births will not be carried out
without precise clinical reasons, the percentage of this type of
birth is still over 30%, setting this indicator above the parameters
established by WHO (World Health Organization, 1985). It is
important to note that, despite scientific research in the field
of “evidence-based medicine” having demonstrated how the
excessive use of technologies during labor and birth is iatrogenic,
these results have not resonated in Brazilian obstetric practices
(Pasche et al., 2010). Although WHO guidelines have stated that
childbirth is a physiological event, needing care and not control,
the care model for birth in Brazil is still centered around the
medical professional and is highly technocratic (Davies Floyd,
2001; Rabelo and Oliveira, 2010). Thus, we can affirm that the
fact that the municipality of São Paulo has not invested in birth
centers contributes greatly toward the high rates of surgical-
cesarean births, since many of the births that could be vaginal
become surgical in nature within the hospital context, with no
justification based on scientific literature (Moreira et al., 2016).

In Table 2, it is possible to observe that the economic factor
is also important, since over 80% of births that take place in
private hospitals in the city of São Paulo are surgical-cesarean.
Hopkins et al. (2014), in their study on the impact of payment
source and hospital type upon rising cesarean section rates in
Brazil, 1998–2008, found similar results, indicating that this is
not a new tendency; on the contrary, this is a standard that
is becoming more sophisticated over time. Some researchers
explain this standard as the “cesarean section industry in Brazil”
(Cardoso and Barbosa, 2012), others as the “cesarean culture”
(Mandarino et al., 2009). Within this process, there is a clear
commerce of health in private hospitals and of the obtainable
profit, not just with the sale of medical services, but with a series
of other products that are commercialized within the hospital
context as part of the “labor package,” such as access to hospital
technology resources, and the availability of restaurants, snack

shops, beauty salons, and film and photography services inside
hospitals (Nakano et al., 2016).

The use of technologies is not neutral as these both influence
people and groups, and are in turn influenced and transformed
as they are incorporated into daily life. In the case of surgical-
cesarean births, both health professionals and women contribute
so that this option remains as one of the main types of childbirth.

Research on the high numbers of surgical deliveries in
private hospitals indicates that the economic dimension has
an important role in the commitment of doctors to carrying
out surgical-cesarean births (Hopkins, 2000; Poterr et al., 2003;
Haddad and Cecatti, 2011; Hopkins et al., 2014; Hou et al.,
2014). In public services and the supplementary network (health
insurance), the values paid to obstetricians for assistance during
vaginal births and surgical-cesarean births is the same, but in
private practice there is no rule, and each obstetrician negotiates
their fee with the women.

Looking at the economic past factors and the clientelist logic
that guide the private health system in the country, a great
majority of Brazilian doctors appear to believe that the higher the
use of technology during labor and birth, the better the quality
of care (Dias et al., 2008). This manner of thinking is adopted
during undergraduate studies in medicine and strengthened
during post-graduate obstetrics training.

Nakano et al. (2016), upon analyzing the three editions of
the textbook Obstetrícia, by Jorge Resende, one of the most
studied manuals in Brazilian universities, demonstrated that,
in these, the debate on indications for surgical-cesarean birth
moves away from clinical-obstetric recommendation criteria,
to surgical birth planning, in order to eliminate the supposed
risks of vaginal birth, and prioritizing the organization of the
obstetrician’s work time when choosing the ideal moment for the
woman. In these books, surgical-cesarean births are described as
having a prophylactic nature in relation to the supposed risks of
vaginal birth.

In this manner, way, beginning from their university training,
doctors are led to believe that the recommendation for surgical-
cesarean delivery is not related to specific emergency situations,
but instead it would be based on the doctor’s ability to master
surgical techniques, on the economy of time, and on the supposed
desire of the woman when she requests a surgical-cesarean birth.
Research on the reasons that lead obstetricians to recommend
surgical-cesarean delivery suggests that they believe this is a birth
that is planned, controlled, and directed by the doctor. Planned
in the sense of predictability of actions during surgery, as well as
organization of the professional’s daily activities, since less time is
spent on a surgical birth than in following a vaginal birth, so it is
consequently more lucrative. Obstetricians affirm that mastering
technical knowledge leads to safety during the procedure and the
guarantee of a “good result,” since medical training favors surgery
and the false idea that there is less risk for babies and mothers
during the surgical-cesarean delivery.

Another argument often used in the 1980s and 1990s to justify
surgical-cesarean births, both by women and by doctors, was that
this made it easier to carry out sterilization surgery on women.
To oppose this practice, Law 9.263 was issued on January 12th
1996, dealing with family planning and forbidding sterilization
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surgery to be carried out during surgical delivery. However,
research shows that this practice was not abandoned in Brazil
(Poterr et al., 2003; Carvalho et al., 2007; Castro et al., 2007).
In addition to all of these reasons, obstetricians agree with the
premise that this type of birth is not a medical recommendation
in emergency cases, but a woman’s “choice” (Faundes and Cecatti,
1991; Nakano et al., 2017).

Based on the Foucauldian perspective that power is relational,
we must understand that women are not just defenseless victims
of this system, but also wield power in the relationship with
reproductive technologies and with health professionals, and are
important agents in the increase of surgical births, as well as in
the process of normalizing this type of birth in Brazil. In other
words, health professionals and women construct together the
reality of the surgical-cesarean birth; delivery is performed within
the doctor-patient relationship, and realities are co-constructed
in a partnership of interests (Martin et al., 2018). This highlights
the importance of analyzing who these women are, and what are
the reasons that lead them to surgical-cesarean births.

Brazil is a country full of inequality, and the black and
mixed race population have the lowest levels of education and
income, and use health services less (Travassos and Williams,
2004; Paixão et al., 2010). In order to understand the data on
surgical deliveries, one must analyze the intersections between
ethnic origins and education. It is not by chance that Table 3
shows that 65.86% of white women and 63.87% of women of East
Asian origin had surgical births. And that, in Table 4, it is clear
that 81.40% of women with 12 or more years of schooling, in
other words, who finished high school and had access to higher
education, and 48.82% of those with 8–11 years of schooling, had
surgical-cesarean births. These women are those of higher social-
economic class and who, in general, can pay for private health
services. Research by the Applied Economic Research Institute
(Instituto de Pesquisa Econômica Aplicada) on inequalities of
gender and race in Brazil between 1995 and 2015, points out that,
despite the expansion in access of Brazilians to higher education
that occurred in recent years, distances between the ethnic-social-
economic groups persist, since the white adult population with
12 years or more of schooling went from 12.50 to 25.90%. In
the meantime, during the same time period, the black population
with 12 years or more of schooling went from 3.30 to 12%; in
other words, the difference in access for the two groups is still
high (Instituto de Pesquisa Econômica Aplicada, 2018).

This makes the problemmore complex, since the women from
the country’s economic elite with the highest levels of education,
and who supposedly would be in an ideal position to negotiate
types of birth with health professionals, are having surgical-
cesarean births (Leal et al., 2009; Barros et al., 2011; Rattner and
Moura, 2016).

One of the most disseminated arguments in the country, not
just among obstetricians but in society as a whole, is that surgical-
cesarean birth is a woman’s choice. But, as Donna Haraway
questions (Haraway, 1997, p. 192): “(...) choice is a term that
has been incrusted by colonies of semiotic barnacles in the
reproductive politics of the last quarter-century. What counts
as a choice, for whom, and at what cost? What is the relation
of ‘choice’ to ‘life’ and specially to ‘life’ itself ”? In the case of

surgical-cesarean birth, as demonstrated by Tables 3, 4, this
possibility of choice is available only for the few Brazilians who
can pay for surgical-cesarean births in the private system, in
other words, this is more a result of social inequalities than of
a supposed empowerment of women that would lead them to
the conditions for making this choice. Riscado et al. (2016), in a
recent revision of literature on decisions, choices, or preferences
of type of birth in Brazil, found several studies that conclude
that, in the private sector, a woman’s “choice” is a result of
the dialogues they establish with doctors during pre-natal care,
when these doctors, either explicitly or implicitly, defend surgical
delivery. These studies show that often women begin pre-natal
care desiring a vaginal birth but, as their pregnancy progresses,
obstetricians include the supposed perils of vaginal birth in their
conversations during pre-natal visits, citing risks that the women
already feared because they circulate in the social imaginary, such
as “large babies” or “narrow hips.”

Although these arguments have no basis in scientific evidence,
they continue to be present in medical discourse at pre-natal
clinics, influencing women’s options for surgical-cesarean births
for fear of the “risks of birth.” Viellas et al. (2014) identified
that the higher a woman’s educational level, the greater the
probability that they were attended by the same professional
both in pre-natal care and in childbirth. The fact that in the
private sector women traditionally carry out their pre-natal
care with the same professional who will attend their delivery,
establishing relationships of trust and admiration, serves in a
way to strengthen this presupposed influence of doctors upon
women’s choices. Also, however highly educated the woman
may be, relationships with specialists in matters of labor and
childbirth are unequal, and power-knowledge is given to the
doctor. Thus, analyses on surgical-cesarean births carried out “at
the woman’s request” demonstrate that these requests are carried
out within a relational context with doctors, contributing toward
naturalizing surgical-cesarean births in the private system, with
many women adhering to this without question. According to
Maureen O’Dougherty (2013), for Brazilian middle class women,
surgical-cesarean births are the norm and vaginal birth is seen as
alternative.

Another argument, present in specialized literature and in
the social imaginary regarding the debate on choice of type
of birth in Brazil, is that surgical-cesarean birth is an efficient
strategy to preserve the vagina from supposed damage and
from post-partum sexual dysfunctions. The fear of this supposed
“damage” to the vagina is associated to factors such as a lack
of understanding of a woman’s body physiology and routine
episiotomies often performed in vaginal births. Studies show that
vaginal births with episiotomy can lead to a higher number of
post-partum sexual dysfunctions (Hicks et al., 2004; Previatti and
Souza, 2007; Progianti et al., 2008). However, some studies on
post-natal sexuality have found no significant difference between
women who had vaginal births and those who had surgical-
cesarean deliveries (Klein et al., 2009; Belentani et al., 2011).
Another fear of women is that of not being able to handle the
pain associated with vaginal birth; a number of studies describe
these fears and their associations with the images and stories
that circulate in Brazil about vaginal birth in a family context,
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and in images divulged by the media, among others (Rodrigues
and Siqueira, 2008; Pereira et al., 2011; Pinheiro and Lobo, 2012;
Tostes and Seidl, 2016).

In this context, women’s “choices” of surgical-cesarean births
are based on the many myths and taboos on childbirth that
circulate in Brazilian society, on the lack of correct information
about the physiological and psychological processes involved in
labor and birth, and also on the lack of support from health
professionals and families when they express a desire for a vaginal
birth (Zorzam, 2013; Copelli et al., 2015).

One of the limitations of this study is that it was carried
out using only secondary statistical data present in the SINASC
database. However, it is important to point out that this is a
consistent database that allows a clear reading of how data was
gathered.

The results of our analyses confirmed what several other
studies cited throughout this work have been affirming over the
last 20 years: that there is an abuse of surgical-cesarean births in
Brazil, and that these have harmful effects on women’s health,
besides a potential for promoting complications that might not
occur if these deliveries were carried out only when there were
clinical-obstetric recommendations for them. Rattner andMoura
(2016) points out that the high incidence of surgical-cesarean
births was one of the contributing factors for Brazil not to

reaching the 5th Millennium Development Goal8, which was to
improve maternal health.

In our analysis, we sought to demonstrate that this is a
complex reality which cannot be reduced to just one argument,
such as that this is due to women’s choices, or that the problem
lies in the training of Brazilian obstetricians, or yet that it is due to
the hospitalization of birth. On the contrary, we consider that it is
all of these versions, connected in different ways in the day-to-day
of health services that enact these realities.

At the same time we consider important to highlight
that other studies of qualitative approach should be
implemented considering their great potential to help deepen
the understanding of the phenomena involving surgical
surgical-cesarean births in Brazil.
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