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Abstract: Migrant women in industrialised countries experience high caesarean section (CS) rates but little is
known about the effect of a previous delivery in the host country. This study set out to investigate this effect
among migrant women in France, using data from the DSAFHIR study on healthcare access of migrant women
living in emergency housing hotels, collected in the Paris Metropolitan area in 2017. Respondents reported
life-long history of deliveries. We focused on deliveries occurring in France in 2000–2017: 370 deliveries
reported by 242 respondents. We conducted chi-square tests and multivariate logistic regressions, adjusting
for the clustering of deliveries among respondents by computing standard errors allowing for intragroup
correlation. Mode of delivery was associated with duration of residence among multiparous women with no
prior CS, with a higher CS rate with shorter duration of residence (16% vs. 7%, p = 0.04). In this group, a
previous delivery in France was associated with a lower CS rate (5% vs. 16%, p = 0.008). In multivariate
analysis, compared with women with previous birth in France, women giving birth in France for the first time
had a higher risk of CS, regardless of duration of residence (aOR = 4.0, 95% CI = 1.3–12.1 for respondents with
short duration of residence, aOR = 4.7, 95% CI = 1.2–18.0 for respondents with longer duration of residence).
Efforts directed at decreasing the CS rate among migrant women should target women giving birth in the host
country for the first time. DOI: 10.1080/26410397.2020.1763576

Keywords: sexual and reproductive health, caesarean section, migration, perinatal health, childbirth,
health disparities, France

Introduction
Delivery by caesarean section (CS) is an obstetri-
cal procedure with the potential to prevent
maternal and perinatal mortality and maternal
morbidity in the event of childbirth compli-
cations such as prolonged or obstructed labour.1

However, there is growing concern globally2,3

over increased rates of caesarean section (CS)
due to associated risks of maternal4–6 and infant
morbidity.7–9

Disparities in CS rate have been reported
between migrant and non-migrant women giv-
ing birth in Europe,10–15 the US,16–18 Canada,19

Australia20 and Israel.21 Rates differ according to
migrant women’s country of origin,22 with higher
CS rates among migrant women born in Sub-
Saharan Africa consistently reported across host
countries23–25 and mixed results among foreign-
born Hispanic women in the US.26,27

Major determining factors of CS include
maternal age, having had a prior CS and medical
factors such as pre-eclampsia.28 In migrant
women, factors determining higher CS rates
include poor general health,29 higher body mass
index (BMI)30 and infectious diseases,31 but also
non-clinical factors such as limited access to health
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care,29 sub-optimal care,32 language barriers and
lower socio-economic status.11 Hypothesised
reasons for the lower rates include younger
maternal age and a favourable health status
upon arrival in the host country. The relation
between health status, migration and duration of
residence has been investigated since the 1980s
in terms of migrant mortality advantage,33 or
“healthy migrant effect”; migrants benefit from a
better health status than the general population
of the host country due to positive selection for
migration; their health then declines over time
with exposure to deleterious working and living
conditions in the host country.

While health status tends to decline with longer
stays in the host country, leading to increased risk
of CS, other suggested determinants of CS such as
language ability and access to health care improve
with increased duration of residence, suggesting a
decreased risk of CS with a longer duration of resi-
dence. However, studies investigating the associ-
ation between caesarean delivery and duration of
residence have found significantly increased risk
of CS in primiparous women with longer duration
of residence in Sweden22 and in Norway,34 while a
study in the UK found this association only in mul-
tiparous women.35 In the study in Norway, the
increased risk of CS with duration of residence
was found only in specific country-of-origin groups.
A Canadian study36 found no increased risk of
unplanned CS with longer duration of residence.

To our knowledge, no study has assessed the
role of having had a previous birth in the host
country on the risk of delivering by CS. The idea
that having a previous birth in the host country
could create the conditions for a less stressful preg-
nancy and labour and may have an influence on
birth outcome37 has been discussed but never
tested. We hypothesise that a previous birth in
the host country generates greater familiarity
with the healthcare system and leads to better
communication between women and health pro-
fessionals. It could modify attitudes and expec-
tations regarding pregnancy, labour and delivery
management, for women as well as for health pro-
fessionals. As the probability of having delivered in
the host country increases with time spent in the
country, duration of residence must be taken
into account to explore our hypothesis and to
cast light on the associations between these two
variables and caesarean delivery.

We aimed to investigate the role of duration of
residence and previous birth in the host country on

the risk of delivering by caesarean in a sample of
migrant women in France living in emergency
housing hotels.

Methods
Data
We used data from the DSAFHIR study38 (Rights
and Health of Housed Migrant and Refugee
Women) that investigated health and migration
experiences of homeless migrant women housed
in hotels as an emergency housing option in the
Paris Metropolitan area in France. Since the early
2000s, the demand for emergency housing has
increased in the Paris Metropolitan area, driven
significantly by individuals and families migrating
to France with few or no resources. Migrant
families, often living in remote hotels, face
obstacles accessing resources and healthcare ser-
vices. As immigration policies have restricted
long-term residence permits, migrant inclusion in
public healthcare coverage is hampered, further
challenging access to care. The DSAFHIR study
was designed to investigate the health needs of
women living in these circumstances and the
obstacles they face in accessing healthcare services.
Data was collected in 2017 and included 469
migrant women. Respondents participated in sex-
ual and reproductive health interventions and a
follow-up survey eight months after inclusion to
evaluate the interventions. We use here only data
collected at inclusion. A convenience sampling
based on a two-stage non-random selection was
used to select geographical zones and hotels
where the women resided. All migrant women
aged 18 years or more, housed in the selected
hotels, were eligible. A multilingual team of female
interviewers spent several days in each hotel and
knocked on every hotel room door, inviting all
migrant women residents above 18 years to partici-
pate. The questionnaire was administered in the
respondents’ hotel rooms, in ten different
languages.38 Collected data included sociodemo-
graphic characteristics, migration trajectories, gen-
eral, mental and reproductive health, access to
healthcare services in France and experience of
violence. Compared to migrant women in the gen-
eral population in France, women in this sample
had arrived in France more recently, had a high
level of economic deprivation, and more often
experienced language barriers and limited access
to healthcare.
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The outcome variable was mode of delivery,
classified into two categories: vaginal delivery
and caesarean delivery. Explanatory variables of
interest were as follows. Respondents reported
their life-long experience of pregnancies and deliv-
eries, indicating mode of delivery, country and
year of birth for each past pregnancy. Duration
of residence in France at the time of delivery was
calculated for each delivery, based on year of
birth and year of arrival in France. Experience of
a previous birth in France was computed for
each delivery, using collected data on country
and year of each birth. Available covariates
included maternal age at delivery and maternal
region of origin. Other relevant covariates (such
as disposable income, marital status, medical
insurance coverage, administrative status) were
available only for the time of data collection and
not for each delivery and therefore were not
included in the analysis.

Design
In this study, we used deliveries as observations.
The clustered nature of deliveries among respon-
dents was taken into account in the analysis. Parity
status was defined for each reported delivery: pri-
miparous, multiparous without prior CS, and mul-
tiparous with prior CS. As mode of delivery is
strongly determined by prior modes of delivery,
with higher CS rates for multiparous women with
prior CS and lower CS rates for multiparous
women with no prior CS, analyses were stratified
by parity status.

Population selection
Respondents were asked to provide information
about their past deliveries, from their first delivery
to the time of data collection in 2017, indicating
year and country, mode of delivery and birth out-
come for each one. Within the total number of
reported deliveries, we included in the analyses
only singleton live births that took place in France
from 2000 to 2017 (Figure 1). Multiple births were
excluded from the analyses because of their higher
CS rate, but singleton births preceding or following
multiple births were kept in the analyses. As our
objective was to analyse delivery mode in a
migration context and in the French healthcare
system, deliveries in other countries were excluded
from the analyses. Likewise, to limit our focus to
recent practices we excluded deliveries taking
place before 2000. Deliveries excluded from the
analyses as index birth (or observations) were

nonetheless taken into account to determine parity
status and birth ranks. Due to small numbers, the
group of multiparous women with prior CS was not
included in the analysis.

Statistical analysis
Chi-squared tests, univariate and multivariate
logistic regressions were used to assess the associ-
ation between duration of residence at the time
of delivery, previous delivery in France and mode
of delivery, stratifying analyses on parity status.
We adjusted for the clustering of deliveries
among respondents by computing standard
errors allowing for intragroup correlation. Colli-
nearity between duration of residence and prior
delivery in France meant that both variables
could not be fitted into a single model. We there-
fore began by testing the association of each vari-
able with mode of delivery separately. Then, to
analyse the distinct effects of both variables on
mode of delivery, we combined them, creating
four categories. As there were very few cases of
a prior birth in France with less than two years
of residence, we grouped together all the
women with a prior delivery in France, which
finally resulted in three categories: no prior deliv-
ery in France and less than two years of resi-
dence, no prior delivery in France and two or
more years of residence, and prior delivery in
France.

Results
Analyses included 242 respondents and 370 deliv-
eries. Two thirds of the respondents were born in
Sub-Saharan Africa. Most of them (73%) migrated
to France between 2010 and 2017, and 22% had
been in France for less than two years. Almost
half of the respondents (48%) cited security con-
cerns for themselves or family members as the
reason for migration. While 24% of respondents
had no schooling or primary education, 44% com-
pleted high school or obtained higher education.
Respondents had a diversity of immigration status,
although 41% were undocumented (no residence
permit) at the time of the survey. While 47% were
covered under medical insurance for undocumen-
ted people, 7% of our analytical sample had no
medical insurance coverage. One third of the
sample reported no financial resources at the
time of the survey. Most of the deliveries (71%)
took place between 2013 and 2017. Among
them, 59% of deliveries were in multiparous
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women with no prior CS. 42% of deliveries occurred
within two years after arrival in France, while 72%
occurred within four years after arrival. For 37% of
deliveries, there had been a prior delivery in
France. The overall CS rate was 23% (Table 1).

Stratifying results by parity, we found no associ-
ation between duration of residence and mode of
delivery for the primiparous group (Table 2). Dur-
ation of residence was associated with mode of
delivery only in the multiparous with no prior CS
group (p= 0.04), with a CS rate of 16.1% when dur-
ation of residence was less than two years, drop-
ping to 7.4% when duration of residence was two
or more years. In multivariate analysis, controlling
for maternal age and region of origin, caesarean
delivery remained more likely with shorter dur-
ation of residence (aOR = 2.58; 95% CI = 1.03–

6.46). Among the multiparous with no prior CS
group, having had a prior delivery in France was
associated with mode of delivery: the CS rate was
16.2% when there had been no prior delivery in
France, while it dropped to 4.7% when there had
been a prior delivery in France (p= 0.008). In
multivariate analysis, controlling for maternal
age and region of origin, caesarean delivery was
more likely with no prior delivery in France (aOR
= 4.19; 95% CI = 1.44–12.2).

When combining duration of residence and
prior delivery in France, CS rates were 15.8% and
17.1% when there was no prior delivery in France,
regardless of duration of residence and dropped to
4.7% when there had been a prior birth in France
(p= 0.03) (Table 3). Compared to deliveries with a
prior birth in France, deliveries with no prior birth

Figure 1. Analytical sample selection
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Table 1. Characteristics of respondents and deliveries in France, 2000–2017, DSAFHIR

Respondents’ characteristics n % Delivery characteristics2 n %

242 100 370 100

Maternal region of origin Maternal age at birth (yrs)

Sub-Saharan Africa 160 66.1 < 25 100 27.0

North-Africa 30 12.4 25–30 113 30.5

Other 52 21.5 30 + 156 42.2

Year of arrival in France Year of delivery

Before 2000 8 3.3 2000–2010 60 16.2

2000–2010 58 24.0 2010–2013 47 12.7

2010–2012 35 14.5 2013–2016 145 39.2

2012–2015 87 36.0 2016–2017 118 31.9

2015–2017 54 22.3 Parity

Primiparous 112 30.3

Migration reason – for security Multiparous 258 69.7

116 47.9 Experience of prior CS

Education1 Prior CS 41 11.1

No schooling 29 12.0 No prior CS 329 88.9

Primary 29 12.0 Parity and prior CS status

Secondary 68 28.1 Primiparous 112 30.3

Baccalaureate 55 22.7 Multiparous with no prior CS 217 58.7

University or higher education 51 21.1 Multiparous with prior CS 41 11.1

Residence permit1 Duration of residence in France (yrs)

Long-term 67 27.7 < 1 73 19.7

Short-term 62 25.6 2 81 21.9

seeker 12 5.0 3–4 111 30.0

No residence permit 99 41.0 5–6 42 11.4

Medical insurance coverage1 7 + 63 17.0

National health insurance 14 5.8

Health insurance for low-income 91 37.6 Prior delivery in France

Health insurance for undocumented 114 47.1 134 36.2

No coverage 17 7.0 Cesarean delivery

Application pending 5 2.1 84 22.7
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in France were more likely to be by CS with a
shorter duration of residence (aOR = 3.99; 95%
CI = 1.31–12.1) as well as with a longer duration
of residence (aOR = 4.69; 95% CI = 1.23–18.0)
(Table 3). We also found that a maternal age
above 30 years had a higher likelihood of CS com-
pared to maternal age under 25 years (aOR = 4.89;
95% CI = 1.02–23.5), controlling for maternal
region of origin, duration of residence and prior
birth in France.

Discussion
No association was found between duration of resi-
dence and CS delivery among the primiparous and
multiparous with prior CS groups. We found that
giving birth in France for the first time was associ-
ated with an increased risk of caesarean delivery
among multiparous women with no prior CS, com-
pared with women in the same group who had
previously given birth in France. In this group,
looking at the combined effect of both duration
of residence and prior birth in France, we found
that prior birth in France was the main determin-
ing factor for caesarean delivery. Indeed, the risk
of CS remained high at the first birth in France,
regardless of duration of residence.

Multiparous women with no prior CS are a low-
risk group for CS in subsequent deliveries as they
have already given birth vaginally, with consist-
ently lower CS rates than primiparous or multipar-
ous women with prior CS.28 Our results highlight
that the location of the previous birth matters in
the likelihood of a subsequent CS in this group of
multiparous women with no prior CS.

Contrary to previous studies,22,34,35 we did not
find higher CS rates associated with longer dur-
ation of residence, in primiparous or in

multiparous deliveries. Compared with women
who have already given birth vaginally, primipar-
ous women have an overall higher risk of CS,
which, in our data, is not mitigated by a shorter
or longer duration of residence in France. Respon-
dents in this population were mostly recent arrivals
in France compared to migrant women in the gen-
eral population and, as most deliveries occurred
within four years after arrival, we were unable to
evaluate the effect of longer length of residence
on CS rates. Had we been able to analyse respon-
dents’ childbirth trajectories across a longer time-
span after migration, we might see an increase in
CS with time (as discussed in the introductory sec-
tion), accompanying worsened general health sta-
tus in this vulnerable population with limited
resources.

To the limited extent that women are able to
opt for caesarean delivery, we could argue that
migrant women’s childbirth preferences could be
influenced by norms of their country of origin,
all the more so if their childbirth experiences
took place only before migration. In this respect,
women migrating from countries where CS is
valued might be more accepting of caesarean
delivery.

Previous studies have investigated the effect of
acculturation on perinatal outcomes, and showed
more adverse birth outcomes in acculturated His-
panic migrant women in the US than in less accul-
turated women,39,40 with diverging results
according to parity status.41 Acculturation refers
to the adoption of the cultural norms of knowl-
edge, attitudes and behaviours of the dominant
culture41 and is often defined based on country
of birth, language proficiency and duration of resi-
dence. In studies in Germany, low levels of accul-
turation among women with an immigrant

Resources (€/month)1

No resources 71 29.3

< 250 43 17.8

250–500 35 14.5

500–1000 43 17.8

>1000 35 14.5

Source: DSAFHIR: Rights and Health of Housed Migrant and Refugee Women Survey.
aAt time of survey.
bAt time of delivery.
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Table 2. Characteristics associated with caesarean delivery in deliveries with no prior
caesarean section (CS) according to parity and prior CS status, deliveries in France
2000–2017, DSAFHIR N = 329 deliveries

n % p OR 95% CI p aOR 95% CI p

Primiparous

38/112 34.0

Duration of residence in France at birth (yrs)

< 2 21/63 33.3 0.8 0.94 0.43–2.08 0.8 0.93 0.40–2.15 0.8

2 + 17/49 34.7 1.00 1.00

Maternal age at birth

< 25 18/47 38.3 0.6 1.00 1.00

25–29 11/37 29.7 0.68 0.27–1.71 0.4 0.68 0.25–1.81 0.4

> = 30 8/27 29.6 0.68 0.24–1.88 0.4 0.69 0.23–2.01 0.4

Maternal region of origin

Sub-Saharan Africa 2/14 14.3 0.2 1.00 1.00

North-Africa 29/75 38.7 0.26 0.05–1.28 0.09 0.28 0.06–1.33 0.1

Other 7/23 30.4 0.69 0.25–1.90 0.4 0.68 0.24–1.92 0.5

Multiparous with no prior CS

23/217 10.6

Duration of residence in France at birth (yrs)

< 2 13/81 16.1 0.04 2.41 1.01–5.73 0.04 2.58 1.03–6.46 0.04

2 + 10/136 7.4 1.00 1.00

Prior delivery in France

No 18/111 16.2 0.008 3.91 1.41–10.8 0.009 4,19 1,44–12,2 0.008

Yes 5/106 4.7 1.00 1,00

Maternal age at birth

< 25 2/46 4.4 0.07 1.00 1.00

25–29 4/62 6.5 1.52 0.26–8.79 0.6 1.66 0.26–10.4 0.5

> = 30 17/109 15.6 4.07 0.88–18.7 0.07 4.68 0.93–23.4 0.06

Maternal region of origin

Sub-Saharan Africa 17/150 11.3 0.7 1.00 1.00

North-Africa 2/28 7.1 0.60 0.14–2.59 0.4 0.53 0.12–2.29 0.4

Other 4/39 10.3 0.89 0.27–2.99 0.8 0.96 0.26–3.55 0.9

DSAFHIR: Rights and Health of Housed Migrant and Refugee Women Survey; CS: Cesarean section
aOR adjusted on maternal age and maternal region of origin
Multiparous with no prior CS: 217 deliveries, 152 respondents
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background was associated with a lower level of
prenatal care utilisation but not with frequency
of CS,42,43 decision-to-delivery interval,44 or other
obstetric outcomes. Our results point more specifi-
cally to a process of acculturation to giving birth in
the host country, that translates into a more posi-
tive pregnancy outcome. As reported in a qualitat-
ive study of migrant women in Portugal,45 having a
second birth in the host country implies having
previously developed knowledge about the func-
tioning of the healthcare system, and having
informed expectations about prenatal care and
delivery management. To this extent, we could
suggest that having had a prior birth in the host
country has rendered the process of giving birth
there more familiar and could allow for a less
stressful or more empowered pregnancy and
delivery.

The reduced likelihood of CS at a second or sub-
sequent birth in the host country may also have to
do with perceptions of migrant women by health
professionals. It was shown that CS rates vary
with non-clinical characteristics of women such
as education,35 ethnicity,26 country of birth, and
with the organisation of healthcare settings, as evi-
denced by an increased risk of CS on Fridays (the
end of the working week).46 As CS is a treatment
decision with a certain degree of clinical discre-
tion,41 perceptions by health professionals of
women’s obstetric risks are likely to influence
mode of delivery. Having already given birth in

the host country and being familiar with the
healthcare and delivery environment might act
as a signal of lower risk to health professionals.

These results cannot be generalised to all
migrant women in France as respondents in this
sample have a relatively short duration of resi-
dence, experience a great level of economic disad-
vantage and administrative difficulties, and have
no stable or personal housing. Still, respondents
in this sample had comparable CS rates to migrant
respondents in the French National Perinatal Sur-
vey 2010,47 at similar parity status and region of
origin, suggesting possibly similar patterns in
terms of CS risk.

Strengths and limitations
Without data on clinical factors and past medical
history, we could not specify whether caesarean
deliveries were planned or emergency CSs, or
whether they were medically indicated. As data
were self-reported, recall bias is possible but prob-
ably limited on our variable of interest, as mode of
delivery is a major birth outcome. While access to
medical records data would allow for relevant
clinical information, it would be impractical to
retrieve information from past deliveries in a var-
iety of healthcare settings, especially in a popu-
lation as mobile as the migrant women in our
sample, including across borders. Self-reporting,
with its limitations, is the only practical way to

Table 3. Characteristics associated with cesarean delivery among multiparous women
with no prior CS deliveries in France 2000–2017, DSAFHIR N = 217 deliveries

n % p OR 95% CI p aOR 95% CI p

Multiparous with no prior CS

Prior delivery in France # duration of residence
at birth

Prior delivery in France 5/
106

4.7 0.03 1.00 1.00

No prior delivery in France # < 2 yrs 12/
76

15.8 3.79 1.29–
11.1

0.01 3.99 1.31–
12.1

0.01

No prior delivery in France # 2+ yrs 6/35 17.1 4.18 1.18–
14.8

0.02 4.69 1.23–
18.0

0.02

DSAFHIR: Rights and Health of Housed Migrant and Refugee Women Survey; CS: Cesarean section
aOR adjusted on maternal age and maternal region of origin
217 deliveries, 152 respondents
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collect information on life-long history of pregnan-
cies and conduct analyses on the role of birth
location, birth ranks, and perinatal outcomes
along the migration path.

To our knowledge, this is the first study measur-
ing the effect of a previous birth in a host country
on mode of delivery or any other birth outcomes.
As a risk factor for caesarean delivery among multi-
parous women with no prior CS, it is easily identifi-
able in clinical practice, and could help draw
specific attention to the increased risk of CS
among multiparous women giving birth in France
for the first time.

It appears particularly important for pro-
fessionals to recognise the elevated risk of CS
when migrant women give birth in France for the
first time, even when they have given birth in the
country of origin in the past. Avoiding a first CS
at this delivery reduces the probability of under-
going CS in subsequent deliveries. Health

professionals’ efforts directed at decreasing the
CS rate among migrant women should focus on
women delivering in the host country for the first
time. Recognising it as a moment of increased
risk for caesareans might help create the con-
ditions to decrease the risk.
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Résumé
Les migrantes dans les pays industrialisés con-
naissent des taux élevés de césarienne, mais on
sait peu de choses sur l’incidence d’un accouche-
ment précédent dans le pays hôte. L’étude a sou-
haité enquêter sur cette incidence parmi les
migrantes en France, en utilisant les données
de l’étude DSAFHIR sur l’accès aux soins de
santé des migrantes hébergées en hôtel social,
recueillies dans la zone métropolitaine de Paris
en 2017. Les répondantes ont informé de leurs
accouchements précédents. Nous nous sommes
centrés sur les naissances s’étant déroulées en
France de 2000 à 2017: 370 naissances signalées
par 242 répondantes. Nous avons réalisé des
tests du khi carré et des régressions logistiques
multivariables, en ajustant pour le regroupement
des accouchements parmi les répondantes en
calculant les erreurs standard permettant une
corrélation intragroupe. Le mode d’accouche-
ment était associé à la durée du séjour chez
les multipares sans césarienne préalable, avec
un taux de césarienne plus élevé en cas de
durée de séjour plus courte (16% contre 7%, p
= 0,04). Dans ce groupe, un accouchement pré-
cédent en France était associé à un taux inférieur
de césarienne (5% contre 16%, p= 0,008). Dans
l’analyse multivariable, comparées aux femmes
avec une naissance précédente en France, les
femmes accouchant en France pour la première
fois couraient un risque supérieur de césarienne,
quelle que soit la durée de leur séjour (rapport
de cote ajusté (Rca) = 4,0, 95% IC = 1,3–12,1
pour les répondantes avec un séjour de courte
durée, Rca = 4,7, 95% IC = 1,2–18,0 pour les
répondantes avec un séjour plus long). Les acti-
vités destinées à diminuer le taux de césarienne
chez les migrantes devraient viser les femmes qui
accouchent dans le pays hôte pour la première
fois.

Resumen
Las mujeres migrantes en países industrializados
presentan altas tasas de partos por cesárea, pero
no se sabe mucho sobre el efecto de partos ante-
riores en el país anfitrión. Este estudio se propuso
investigar este efecto entre mujeres migrantes en
Francia, utilizando datos del estudio de DSAFHIR
sobre el acceso a servicios de salud por mujeres
migrantes que viven en hoteles como viviendas
de emergencia, recolectados en el área metropoli-
tana de París en 2017. Las entrevistadas infor-
maron sus antecedentes de partos a lo largo de
su vida. Nos enfocamos en los partos que ocur-
rieron en Francia entre los años 2000 y 2017:
370 partos informados por 242 entrevistadas. Rea-
lizamos pruebas de chi-cuadrado y regresiones
logísticas multivariadas, e hicimos ajustes por el
agrupamiento de partos entre entrevistadas calcu-
lando errores estándares para permitir la correla-
ción entre grupos. La modalidad de parto estaba
asociada con la duración de residencia entre
mujeres multíparas sin antecedentes de cesárea;
se observó una tasa más elevada de cesáreas
entre mujeres cuya duración de residencia fue
más corta (16% vs. 7%, p= 0.04). En este grupo,
un parto anterior en Francia estaba asociado con
menor tasa de cesáreas (5% vs. 16%, p= 0.008).
En un análisis multivariado, comparado con
mujeres con antecedentes de partos en Francia,
las mujeres que dieron a luz en Francia por pri-
mera vez corrían mayor riesgo de parto por
cesárea, independientemente de su duración de
residencia (RMa = 4.0, IC de 95% = 1.3–12.1 para
las entrevistadas con corta duración de residencia,
RMa = 4.7, IC de 95% = 1.2–18.0 para las entrevis-
tadas con mayor duración de residencia). Los
esfuerzos dirigidos hacia disminuir la tasa de
cesárea entre las mujeres migrantes deben diri-
girse a las mujeres que dan a luz en el país anfi-
trión por primera vez.
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