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ABSTRACT 

The decision of what kind of labor that should be held 
is intermittently generating a great debate in Brazil. 
The growth in the number of cesarean sections has 
raised worries in some of the involved sectors of the 
society. It was proposed to investigate the factors 
which lead the women to take this decision, trying to 
understand the principle involved. A bibliographic 
review about the subject was made. The research 
happened in the town of Formiga, where some data 
were collected in two hospitals—public and private 
—about the number of labors during two months. 
Subsequently, the obstetricians and a group of preg- 
nant women were submitted to a questionnaire, the 
answers were compiled and transformed into graphs 
which were analyzed. Finally, the data were compar- 
ed with the related literature. The number of cesar- 
ean sections in the town was above the standard re- 
commended. According to the obstetricians, the main 
reason would be the preference of the pregnant 
women, fact which was not confirmed by them, that 
discrepancy was confirmed by the literature. The 
level of information about the clinical indications for 
the type of labor was considered satisfactory by the 
doctors and the pregnant women, data contestable by 
the academics. The fear and the pain were identified 
by obstetricians and pregnant women as a predo- 
minant factor for the preference of cesarean sections, 
provided that, according to the literature, shows the 
precariousness of information for pregnant women 
about the normal birth. Another important data is 
that the doctors can have an important role in the 
kind of labor to be made. According to the obste- 
tricians, their role would be very limited, but accor- 
ding to some pregnant women, they did trust in the 
doctors which should be the ideal labor for them. The 
analysis of most of the data collected shows a discre- 

pancy between the information of pregnant women 
and obstetricians. Both sides involved in the issue do 
not admit as responsible for the elevate number of ce- 
sarean sections, so, some new approaches are needed 
for analysis. This analysis and diagnosis indicate the 
next step of the research: the supervision of the preg- 
nant women, since the beginning of the gestation until 
the birth, trying to figure out the real factors which 
lead them to decide what kind of delivery should be 
taken.  
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1. INTRODUCTION 

The decision on what kind of labor to be made is fount of 
an intermittent discussion in Brazil. The cesarean section 
as a surgical intervention with the proposal of saving 
lives, in certain circumstances [1,2] has been dizzily 
growing and according to the World Health Organization 
(WHO), without justifiable cause [3]. This reality has 
called the attention of national and international public 
organizations, as well as the academic section, once the 
raise of the cesarean labor doesn’t follow the decrease in 
maternal and newborn taxes of mortality [3,4].  

During the last decades, it was noticed that in many 
countries of the world a raise in the percent of cesarean 
sections over natural birth [2,5,6]. The cesarean section 
rates reach 26% in the United States; 21.3% in England; 
23.9% in North Ireland and 19% in Canada [7]. 

In Latin America the rates of cesarean section in 1960 
was between 2% and 5%, and in the end of 1980 decade 
was in between 30% and 33.4%. In this context is high- 
lighted the incidence of those kind on labor in Brazil [8]. 
Data related to 1990 decade reveal that in Brazil the per- 
centage was 36% and the highest taxes were in Sao 
Paulo (52%) and at Middle-West Region (49%) while 
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the lowest ones were in Northeast (20%) and North re- 
gion (25%). The cesarean section is more frequent in the 
urban area (41.8%) than the rural area (20.1%) [9], oc- 
curring more in private hospitals, in regions and patients 
with higher income, being then pregnant women in better 
social and health conditions, so with less risk in the pro- 
cedures that evolve the gestation [10]. 

As the trend of the growing number of cesareans has 
continued through the 1990s, the proportion of cesarean 
sections expected for the next years (2000) would be of 
almost 60 for 100 births [11]. In the year of 2002, 38.7% 
of births in Brazil occurred by cesarean [12]. 

The reasons for this expressive number of cesarean 
sections are diverse and have been built through the last 
decades in the country. Initially, in 1070’s decade, it was 
attributed by the higher remuneration of cesarean, by the 
National Institute of Medical Assistance of Social Fore- 
sight (INAMPS) and by the non-coverage of analgesia in 
vaginal delivery. But the growing trend is not inverted 
when the INAMPS corrects this distortion [13]. 

Another hypothesis is that it would have a pathologi- 
cal conception of labor in the training of the medical area 
professionals, compared to the sophisticated technology 
in the surgical procedure. Further that, there would be a 
devaluation of learning assistance to the normal delivery 
[13]. 

Regarding this last possibility, it also would have a 
preference for the programmed intervention, by the orga- 
nized obstetric attention and by the insecurity of the doc- 
tor, coming from an insufficient training in the diverse 
variation that can occur during the curse of normal deli- 
very [14]. These high rates also could be explained by 
the performance of tuballigation concomitant with cesa- 
rean [15]. 

Social-cultural factors must be considered, they would 
lead the pregnant patients to ask for cesarean section for 
many reasons including: the fear of the pain in the mo- 
ment of birth, as the same time as the envision of the 
cesarean without any pain because of the analgesia; the 
maintenance of the anatomy and physiology of the va- 
gina and perineum intact, preserving the quality of vagi- 
nal intercourse; the belief that normal delivery has more 
risks than cesarean section and finally, the idea that the 
surgical intervention would be the most modern, advanc- 
ed way to have child in relation to the delay of normal 
birth [1,10]. 

Facing this reality, the Health Ministry of Brazil has 
been developing since 1997, public polices which aims 
the reduction of the prevalence of cesarean over normal 
delivery. However, this brazilian public policy in force, 
which aims to encourage the normal delivery in the fede- 
ral, state and municipal levels, failed when trying to stop 
the advance in number of cesarean labor verified in the 
last decades.  

According to a survey conducted by the Ministry of 
Health and the National Agency of Supplementary 
Health (ANS), in 2006 the SUS (Single Health System) 
recorded a 26% rate of cesarean sections, while in the 
supplementary section, this proportion was of 80%, mak- 
ing a national average of 43% [16]. The study also re- 
vealed that the southeast keeps assuming the highest 
levels, in contrast to what happens in the north region, 
where there are a higher number of normal deliveries. 
These information shows that Brazil is one of the coun- 
tries with higher levels of cesarean sections, while that is 
far beyond the recommended by WHO [16]. 

Due to this fact, in May 2008, these two agencies have 
launched a national campaign “Normal Birth: let the life 
happen naturally”, which was directed to physicians, wo- 
men and partners, security health plans operators and to 
the whole society [16]. The intention was to reduce, until 
the year of 2011, the taxes of cesarean sections to 60% in 
the private area and to 25% at the public maternity hos- 
pitals [17]. Several authors keep finding in their works 
really high rates of cesarean section in the Supplemental 
Health System, values around 90% [18]. 

In this context, the study has the objective of realizing 
the diagnosis overview of both types of deliveries con- 
ducted in two hospitals of the referred city and investi- 
gate how each one of the agents involved (obstetricians 
and pregnant women) participates of the decision of the 
type of labor to be made. The majority of researches 
about the theme discuss the reality in the large urban area. 
Therefore, it was tried to feed this discussions in local 
data and analysis, to refer the inner cities, as the city of 
Formiga-MG. 

2. METHODS 

To perform the prospective work, it was initially used the 
exploratory survey as the mechanism of delimitation and 
knowledge of the object to be investigated. It was re- 
searched an extensive literature as a way of comparison 
parameter and to complement the state of art of the sur- 
vey related to the types of deliveries made in Brazil. To 
understand the overall picture of the types of deliveries 
conducted in the city of Formiga, it was followed weekly 
during two months (September and October of 2005) the 
functioning of maternity hospitals in the city, checking 
the medical records of the pregnant women and regis- 
tering the type of delivery, and if this one was private or 
public. 

As a second step of this exploratory research, the ob- 
stetricians of Formiga’s city were interviewed-with the 
exception of one by the difficulty of access, making a 
total of seven doctors by a previously elaborates ques- 
tionnaire (September of 2007). The questionnaire applied 
to the doctors had six questions that, despite being objec- 
tive, should be justified. To make the data collection 
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together with the doctors, it was made a visit schedule to 
their offices adapted to their availability. Once scheduled, 
the meeting lasted an average of thirty minutes and so 
allowed, beyond the written information, also obtaining 
clarifications of those health professionals points of view 
related to the preference of the labor type and of what 
happens during the medical practice. It is important to 
highlight that the questionnaires were filled by the doc- 
tors with the presence of the interviewer, except for one. 

Subsequently, a new step was performed with a ques- 
tionnaire submitted to the pregnant women, who were se- 
lected randomly (February of 2008). This questionnaire 
contained the name initials, the age, the number of chil- 
dren, and the education level and there were a total of 
nine questions, which one was subjective and eight were 
objective and also needed to be justified. 

It was sought the consent of the respondents, as parti- 
cipants of the research, without mentioning their identity 
in data disclosure, being given the option of anonymity 
in the answers from the questionnaires. The research was 
submitted to the Ethics Committee of the core research 
from UNIFOR/MG, which approved. The term of free 
and clarified consent was presented at the beginning of 
the survey. It was solicited to the obstetricians and the 
pregnant women the participation in the research. It was 
also intended not to occur judgment of values about the 
answers, used only for comparison and discussion with 
the relevant literature. 

The data collected in hospitals, with the doctors and 
the pregnant women were analyzed and interpreted 
through simple spreadsheet in Microsoft Office Excel, 
being therefore transformed into graphs. This choice is 
based on the affirmation of Callegari-Jacques [19]: “The 
graphic representation gives a more immediate vision on 
how individuals are distributed in the different values of 
variable”. All these information collected quantitative 
and qualitative, hospitals, obstetricians and pregnant wo- 
men, were analyzed, compared, discussed and confronted 
with the authors who discuss this theme through the ex- 
tensive bibliographic review. 

3. RESULTS 

Referring to the types of delivery conducted in the two 
municipal hospitals in the study, it was in evidence that 
in the private maternity hospital there was a performance 
of cesarean section in the totality of births (100%). In the 
other hospital, which includes the private and public sys- 
tems, it was found approximate rates, but still with a pre- 
dominance of cesarean delivery (51%). In this last one, it 
could be observed that separately, in the public delivery, 
there was prevalence of normal birth (64%), and in the 
private delivery the proportion of cesarean section reach- 
ed 95%. 

In an interview, most of the obstetricians (86%) af- 
firmed that, in practice, the numbers of cesarean sections 
are above of the recommended and, according to them, 
the main reason would be the preference of the women, 
highlighting the existence of two realities: the pregnant 
women from SUS and the ones who are private/insured. 
The main divider would be the non-covet of analgesia of 
normal birth by SUS that, according to doctors, the hos- 
pital receives a negligible value for it and allows only 
30% of cesarean sections in the total of labors in the 
hospital. This evident division of treatment between pri- 
vate and public system is portrayed by doctor B: “The 
cesarean section by SUS is as expected, but in private 
and insured is beyond expected, once these pregnant wo- 
men require the C-section. There is anesthesia for normal 
delivery, but this one is only being paid by the ministry of 
health recently and the amount does not cover the ex- 
penses, so the majority of SUS’ patients doesn’t get the 
anesthesia and complain a lot of labor pains and the 
delay of the birth”. In contrast, the pregnant women who 
are health insured or private seem not to allow another 
possibility besides cesarean section, therefore it would fit 
to obey, as reported by the doctor A: “In the case of pri- 
vate and health insured patients, 90% choose for cesar- 
ean”. Some doctors have shown a different view, which 
shares the responsibilities related to the overwhelming 
number of cesarean sections, presenting a complex pic- 
ture, which can be portrayed through the speech of doc- 
tor C: “The anxiety of patients is because they fear the 
pain and the unexpected, and they also are misguided; it 
exists the culture that the natural birth will damage the 
perineum area and this is not the truth; the fear of the 
pain is unfortunately associated to the anesthesia which 
SUS does not cover it and 80% of the patients do not 
have a health insurance and neither conditions to afford; 
the doctor himself has a share of blame because of the 
lack of time, the cost reasons and obstetricians’ experi- 
ences”. 

The majority of the obstetricians (86%), affirms that 
the pregnant women understand well the indication for 
cesarean section, once they explain the advantages and 
disadvantages, but still, the pregnant women private or 
health insured deny the indication of natural birth. There 
is no contradiction in the level of information, as showed 
by the doctor C: “They are well oriented by me, I explain 
the positive and negative issues of cesarean section”. In 
general, what most contributes for the preference of ce- 
sarean delivery is the fear of normal birth associated to 
the pain, the delay, the unexpected and the family influ- 
ence. Therefore, information regarding risks and advan- 
tages of each type of delivery seem to be effected as 
mentioned by doctor B: “In prenatal, we explain the indi- 
cations and we are open to clarify the doubts”. Despite 
this apparently farmable context, as long as the level of 
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information, the general picture seems not to change, as 
it can be confirmed by the doctor B: “They understand 
the indication, but still refuse the vaginal delivery”.  

The large portion of the obstetricians (75%) revealed 
that tries to argue in favor of normal delivery, but ac- 
cording to them, if they insist they have the risk of losing 
the patient who changes the professional. This dilemma 
can be reported by doctor D: “Patients who have all the 
condition for vaginal delivery and choose for cesarean 
section, if you deny doing it, they may even look for ano- 
ther doctor”. 

More than half of the obstetricians (57%) affirm that 
there is difficulty in communication between doctors and 
patients in the decision of what kind of labor and that, 
many times, the relation can be broken. Even with all the 
information that the prenatal monitoring could provide, 
many times the dialogue is in vain, as noticed by the 
doctor B: “In the Brazilian population is rooted in the 
idea that natural birth is very painful, suffered and slow, 
which difficulties a lot our arguments”. The communi- 
cation collides in a serie of preconceived ideas, turning 
the arguing unsuccessful, as reported by doctor C: “The 
patient can have a defined posture because of convictions 
which she judges right or by the influence of third ones 
with negative experiences in relation of normal delivery. 
This and other factors can even shake the relationship 
between doctor and patient”. 

Facing this difficulty of dialogue between doctor and 
patient and the risk of losing the patient for another pro- 
fessional, the obstetricians were divided in the opinion 
about being or not determinant in the type of labor to be 
performed. A considerable proportion (43%) affirmed 
that sometimes they are determinants and the minority 
(14%) says not to be. The rest (43%) who believes being 
important, mentioned the right of choice of the private/ 
health insured pregnant women by the type of labor. This 
dichotomy between defining the type of labor, based on 
their training and experience, at the same time hearing 
the patient, specially the private/health insured ones, is 
highlighted by doctor C, when affirming that: “The doc- 
tor is responsible for the patient. The best procedure for 
the patient should be defined by the doctor who is tech- 
nically prepared. But the private patients have the right 
to opt for the type of treatment, as long as they sign a 
pre-informed consent.” 

The pregnant women who participated in the research 
had between 19 and 34 years, presenting an average of 
26, 8 years. Regarding their level of education, more 
than half (51%) completed the elementary school. Consi- 
dering the number of pregnancies, a considerable propor- 
tion (43%) were in their first one, as long as the rest had 
already a child (33%), three children (8%), four children 
(8%) and five children (8%). 

The analysis of information gathered with the pregnant 

women revealed that the majority of them (75%) had al- 
ready decided what type of labor to be performed. Among 
these, more than half (67%) had decided by normal birth 
as their preference, while the remaining ones (33%) de- 
cided by cesarean section. The preference for normal de- 
livery was justified by the faster recovery, while the cho- 
ice for cesarean section was based on the fear of normal 
birth related to the pain. Although these data do not ma- 
terialize in a larger number of natural births, the speeches 
of some pregnant women like R. C. N. and A. F. A. rev- 
eal, respectively, a conscious desire of achieving natural 
childbirth: “It’s less traumatic for me and for the baby, is 
a natural method and the recovery is faster than the ces- 
arean section” and “The child is already in the position 
for normal delivery and everything seems that it is what 
is going to be, even because I prefer”. 

As for being or not properly informed about the types 
of labor, the larger part of the pregnant women (92%) an- 
swered yes and obtaining information occurred through 
the family (33%), the obstetrician (28%), magazines-TV- 
internet (22%) and others (17%). The relevance given to 
information passed by the closest people, especially by 
family, is showed when V.S.C. affirms that “I search for 
information with my sisters who are already mothers”. 

When the pregnant women were questioned about how 
the evaluate the possibility of natural birth being per- 
formed, more than half (59%) answered with fear, main- 
ly because of the pain. This extreme fear is noted at the 
speech of S.E.C. when affirming that: “I am afraid of 
hurting a lot”. The sources of information for most of the 
pregnant women relate the normal birth to the pain, as it 
can be noticed when V.S.C. mentions that: “Because of 
the pain which a lot of women talk about” It builds a 
picture where the desire for normal birth is overlapped 
by a mixture of ignorance associated to sources of infor- 
mation loaded with repulse to the possibility of pain, as it 
is noticed when A.F.A. tells that: “Although I prefer the 
normal birth, I fear because I do not know about the pain, 
how is the pain”. An important portion (33%) sees the 
possibility of having a natural birth peacefully and min- 
ority (8%) scored another answer. The pregnant women 
who consider the possibility of doing a normal delivery 
calmly justified that the pain is inherent in the process of 
gestation. 

In sequence the pregnant women received the same 
type of questioning, but about the possibility of doing a 
cesarean section. More than the half of the pregnant wo- 
men (59%) answered with security, especially because of 
the anesthesia that reliefs the pain in the moment of labor. 
This vision can be noticed by M.D.L.: “Because of the 
anesthesia which reliefs the pain”. Some considered the 
C-section more efficient, practical, so they would be free 
from the pain as showed by V.C.F.: “Besides being faster, 
there is no pain in the moment of the labor, only after a 

Copyright © 2013 SciRes.                                                                       OPEN ACCESS 



H. M. Silva et al. / Open Journal of Obstetrics and Gynecology 3 (2013) 90-96 94 

few days”. A considerable portion (33%) answered with 
fear and the minority scored another answer. The report 
of fear of cesarean labor was associated with the pro- 
blems related to anesthesia, excessive bleeding and the 
complicated post-operation. 

More than the half of pregnant women interviewed 
(58%) affirmed already have received influence in order 
to decide the type of labor, what happened by family and 
friends, while the rest (42%) denied any influence re- 
ceived. 

When being questioned about in who they trust the 
most to assist in the decision on the type of labor, the 
most part of the pregnant women (92%) pointed the ob- 
stetrician and the minority (8%) trusts themselves to 
decide the type of delivery. And, again, almost the total- 
ity of the pregnant women (92%) answered that is in the 
hand of the obstetrician that is the final decision for the 
type of labor to be performed, while the minority (8%) 
believes that the final decision is with them. The voice of 
the expressive majority pointing the doctor as having the 
final decision is related in the speech of the pregnant 
women S.E.C.: “Because only the gynecologist knows 
what is the best option for the mother and the baby and 
what type of labor which can be performed”. 

4. DISCUSSION 

Regarding the overview on the types of labor conducted, 
the city of Formiga-MG shows the typical Brazilian pat- 
tern, a high number of cesarean sections mainly in the 
private labors. According to the opinion of the majority 
of doctors in this research, the high taxes of C-sections 
are due to the preference of many women, doctors A and 
D show this perception related to this question respec- 
tively in the following lines “Some pregnant women al- 
ready come determined with the idea” and “It is not al- 
ways that they accept your indication”. It could be found 
together with the pregnant women that other factors can 
be decisive in an inner city, like the relevant influence 
from family and known people, as related by doctor C: 
“because of the influence of third ones with negative 
experiences relates to normal birth” and referred by preg- 
nant women A.F.A when saying that “I search to keep 
myself informed with more experienced people, who al- 
ready are mothers”. 

The alternative between the types of labor seems to be 
linked to certain groups of women, being the decision 
possibly associated to economic, social and cultural 
factors [18,20]. The claim that cesarean delivery is com- 
prehensive in certain groups of women follows consen- 
sus in the literature, while the SUS has represented, at 
least apparently, a difficulty for the realization [21-23].. 

However, there is the need to more detailed approaches 
which explain better this situation [21,23].  

The research realized with the pregnant women show- 
ed that more than half of the women who had already 
decided the type of labor had the preference for normal 
delivery, mainly because of the faster recovery. Some 
pregnant women could express clearly this position like 
shown by S.A.S.C.: “Because the mother and the baby 
suffer less, everything which is natural is better”. There- 
fore, the argument that cesarean section is the best option, 
considering being the preference of many women and 
these have the right to decide, seems not to correspond 
with the reality, indicating a failure in communication 
between physicians and pregnant women [24,25]. 

According to large portion of the obstetricians, the 
pregnant women understand well the indications for 
cesarean section. Following this same line, most of the 
pregnant women consider themselves rightly informed 
about the types of labor and the biggest source of infor- 
mation by them, maybe explain why there is the inten- 
tion of performing natural birth, as reported, and with the 
advance of the gestation there is a change of plans, end- 
ing up with this expressive number of cesarean sections. 
This change of plans, initial intention of natural birth 
changed for C-section in the end of the gestation, is no- 
ticed by authors in recent researches [18]. These authors 
agree that further investigations are needed to analyze 
this phenomenon. 

Referring to the information about the types of deli- 
very of pregnant women and the transfer of such inform- 
ation to them, Potter et al. [26], Ossis et al. [27] e Hop- 
kins [28] state that if pregnant women were well inform- 
ed and enlightened about the types of delivery and the 
procedures to be performed, the number of cesarean sec- 
tions would not be occurring at this rate. 

Most of the obstetricians associated the pre-determin- 
ed idea of many pregnant women who perform cesarean 
section with the fear of the pain and of the unexpected, 
the anesthesia in the C-section and influence of the fa- 
mily helps in this decision. The doctors notice a new way 
of seeing natural birth, there is a rejection, an inherent 
fear, as it can be confirmed by doctor E: “The culture of 
the patients that leads to fear of vaginal delivery.” In fact, 
more than half of pregnant women showed fear with the 
possibility of vaginal delivery which was associated with 
the fear of natural birth pain. At the same time, more 
than half of the women perceived the possibility of per- 
forming the cesarean section smoothly due to analgesic 
that relieves pain. This contradiction can be seen and 
analyzed by the speech of the mother A.A.S. when she 
says: “People told me that the pain is huge”. So initially 
the women prefer vaginal delivery, but the fear passed 
through her social group and family contain a burden of 
suffering and therefore the rejection of this type of deli- 
very, which may make them rethink that possibility.  

It can be argued that doctors could be more forceful in 
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the definition of the type of labor, when patients with 
adequate conditions to perform normal birth opt for ce- 
sarean section, but is noticed an ethic, professional and 
financial dilemma retreated by the speech of doctor B: 
“In the case of private and health insurance, if I insist in 
normal delivery, I know I am going to lose the patient, 
because this have already happened with me in three 
cases”. 

It is noticed then, although more than half of the preg- 
nant women who were interviewed decide for normal 
birth, the fear related to the pain is present in their con- 
ception. For the authors et al. [14], Faúndes et al. [24], 
Tedesco et al. [24], Bezerra e Cardoso [29] e Oliveira et 
al. [30], this fear is due to the lack of information and 
clarification of the pregnant women from doctors and 
another health professionals (nurses, psychologists) that 
do not priories during the assistance before the labor and 
during it, the solution of the doubts and to overcome the 
anxiety and insecurity of the women. 

More than half of the obstetricians interviewed said 
that there is the difficulty in interacting with the pregnant 
woman regarding the decision on the type of delivery 
and that the relationship may even be broken, once the 
fear associated with the pain and the suffering of the 
pregnant woman related to the vaginal delivery contri- 
butes to the refusal of medical indication for this one, 
and opt for cesarean section. 

Based on this, it is possible to infer that the majority of 
the obstetricians who participated in this study credited 
the pregnant women on the decision on what type of la- 
bor to be done. However, the survey held with the preg- 
nant women showed that almost the totality of the preg- 
nant women deposits confidence in the obstetrician to as- 
sist them on deciding the type of labor to be made, being 
in the hands of the doctor the final decision. Therefore, it 
appears not to have disagreements between the pregnant 
women and the physicians about the decision on the type 
of labor, as states the Doctor E: “The decision is always 
the responsibility of the doctor who may or not take sug- 
gestions”. The pregnant women follow the same line, at 
least in the beginning, they credit to the doctor the trust 
for the decision, trust based on the knowledge of the pro- 
fessional, as shown by the pregnant women A.F.B.: “The 
physician studied to guide me properly and he knows 
how it is evolving the labor”. Despite this apparent una- 
nimity, one can notice that a lot of interference in the 
gestational process does not lead to numbers which can 
be considered acceptable of normal deliveries and cesar- 
ean. 

Regarding the considerations of the physicians who 
were interviewed, it has been questioned whether there 
should be freedom of choice by the woman. The question 
is whether this possibility comes associated with suffi- 
cient information to make this decision rounded on risks 

involving the cesarean section [31]. Some researchers 
have found in their work reasons to question that the in- 
crease in surgical deliveries must be attributed to the pre- 
ference of women [32,33]. 

In the analysis of most of the data collected, there was 
disagreement between the information of the pregnant 
women and the obstetricians, situation already noticed by 
another authors [24,25]. The sides involved do not rec- 
ognize themselves as responsible for the high number of 
caesarean sections, being required new approaches to the 
analysis. In this analysis, it is tried to realize what are the 
factors that lead the pregnant women and doctors who 
agree on crucial issues, how to prefer and endorse the 
normal delivery as the first desirable option, and that 
doctors are agents who should have the final decision on 
which type of delivery should be performed, to support 
this extreme result in the number of cesarean deliveries. 
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