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Abstract
Background: Prenatal care is an essential component of maternal and child health promotion, and, when 
it is improperly offered, it can result in adverse maternal and perinatal conditions. Objective: To analyze the 
adequacy of prenatal care in Primary Care in a municipality in northeastern Brazil. Method: Cross-sectional 
study with 613 puerperal women, carried out between September 2017 and May 2018. The research consi-
dered the beginning of prenatal care, number of consultations, registration of routine tests and procedures 
performed in consultations and maternal guidance received, according to the Ministry of Health. Simple 
and multiple logistic regression were used to estimate the odds ratio (OR) between sociodemographic, 
obstetric and service use characteristics and the outcome variable prenatal adequacy. Results: Women aged 
<18 years were less likely to start early prenatal care. Belonging to the economic class B-C, having a partner 
and having one or two children, performing prenatal care in a traditional Basic Health Unit and having paid 
work increased the chances of adequacy. Conclusions: Prenatal care in Primary Care in the municipality in 
question proved to be inadequate, with the persistence of socioeconomic inequalities

Keywords: prenatal care; primary health care; quality indicators, health care; health evaluation.

Resumo
Introdução: O cuidado pré-natal é um componente essencial para a promoção da saúde materna e infantil e, 
quando ofertada de modo inapropriado, pode resultar em condições adversas maternas e perinatais. Objetivo: 
Analisar a adequação da assistência pré-natal na Atenção Básica em um município do Nordeste do Brasil. 
Método: Estudo transversal com 613 puérperas, realizado entre setembro de 2017 e maio de 2018. A pesquisa 
considerou o início do prénatal, número de consultas, registro de exames de rotina e procedimentos realizados 
nas consultas e orientações maternas recebidas, conforme o Ministério da Saúde. A regressão logística simples 
e múltipla foi utilizada para estimar o odds ratio (OR) entre as características sociodemográficas, obstétricas e 
de uso do serviço e a variável de desfecho adequação pré-natal. Resultados: Mulheres com idade <18 anos 
apresentaram menor probabilidade de iniciar o pré-natal precoce. Pertencer à classe econômica B-C, ter com-
panheiro e ter um a dois filhos, realizar pré-natal em UBS (Unidade Básica de Saúde) tradicional e ter trabalho 
remunerado estiveram associados a maiores chances de adequação. Conclusões: A assistência pré-natal na 
Atenção Básica do município mostrou-se inadequada com a persistência das desigualdades socioeconômicas.

Palavras-chave: cuidado pré-natal; atenção primária à saúde; indicadores de qualidade em assistência 
à saúde; avaliação em saúde.
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INTRODUCTION
Prenatal care is an essential component of maternal and child health promotion, and, 

when it is improperly offered, it can result in adverse maternal and perinatal conditions1,2. 
Prenatal care coverage in Brazil has increased over the years3-5, facilitated by the expansion of 
Primary Care, especially the Family Health Strategy, and by the development of policies and 
programs focusing on women’s and children’s health6.

Based on these strategies, the measurement of prenatal adequacy incorporated 
quantitative and qualitative indicators, such as number of consultations, early capture of 
pregnant women7, clinical and laboratory procedures and examinations8, prompt access to the 
results of a wider range of diagnostic tests, connection of the pregnant woman to the place of 
delivery, and promotion of educational actions, among others9.

Nevertheless, nationally-based studies show high levels of inadequacy and the persistence 
of sociodemographic and geographical inequities, with pregnant women of lower age, lower 
education level and lower income, Black women, and residents of the North and Northeast 
regions having more chances of receiving low-quality prenatal care3-5,10-12.

Thus, municipalities need to organize regionalized maternal and child health care 
networks, develop intersectoral actions to reduce these inequities, improve access, enhance the 
quality of the assistance provided, and monitor and evaluate these indicators in the territory. 
Even adhering to the Rede Cegonha, some municipalities in Pernambuco have difficulty 
deploying and implementing the agreed actions, with a disarticulation of the service network 
at the macro-regional level13.

In 2014, the municipality that served as the scenario for this research presented high rates 
of childbirths of women residing outside the territory and caesarean sections in the reference 
maternity hospital for municipal management. A partnership between managers, health 
technicians, university and civil society — the “Nascer Bem Caruaru” Movement (NBCM) — 
began, and a series of actions were taken to improve care for prenatal care, childbirth and birth. 
As a result, the first Technical Chamber for Coping with Obstetric Violence in Latin America and 
Municipal Law nº 5.951/2017 were instituted, a crucial legal framework for the humanization 
of maternal and newborn health care14.

Although many national and local studies have assessed prenatal care, publications 
on the subject in Pernambuco State are scarce, and none are available that address this 
municipality. In view of the above, and considering the relevance of the theme, as well as the 
reorganization of the care model for women in the pregnancy-puerperal cycle that occurred in 
the municipality and the importance of monitoring the actions developed, this work aimed to 
analyze the adequacy of prenatal assistance in Primary Care, according to the recommendations 
of the Ministry of Health.

METHODS
This was a cross-sectional study, carried out in two public maternity hospitals in the 

city of Caruaru-PE. The city has an estimated population of 361.118 people15 and has a wide 
public health care network, which involves primary care, urgency/ emergency services and 
specialized attention. When preparing the research project, there were 66 Basic Health Units 
(BHU) and a reference maternity hospital for pregnant women of regular risk who performed 
prenatal care in the city’s BHUs. The municipality hosts another maternity hospital which is 
part of the state health network and is a secondary reference for high-risk pregnancies for 90 
municipalities in the state. In this study, the hospitals are called Maternity 1 (M1) and Maternity 
2 (M2), respectively.

The population was composed of mothers who underwent prenatal care in BHUs 
(Traditional or Family Health) and whose births occurred in the referred maternities. For sample 
calculation purposes, the Statcalc tool of software Epi Info 7 was used, considering the total 
number of deliveries of resident women performed in those health establishments in 2016 
(M1: 2.706 births; and M2: 616 births), a frequency of the event of 21.6%12, an estimated error 
of 3%, and a 95% confidence level, totaling 594 women. The sample size calculation took as a 
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reference only the frequency of the main outcome (adequacy of prenatal care), and a separate 
calculation was not performed for each associated factor. The sampling for the selection of 
participants was non-probabilistic, for convenience, but the proportionality of deliveries in 
each institution.

Postpartum women were included, regardless of their age and the product of gestation 
(born alive or stillborn). Women with mental problems, and/or hearing or verbal deficiencies 
that hindered the interview and those whose babies had gestational age lower than 22 weeks 
were excluded.

Data collection took place from September 2017 to May 2018, from Monday to Friday, by 
students from Nursing and Medicine courses participating in the Education for Work Program 
(PET — Nascer Bem Caruaru), properly trained in data collection.

Information was collected at the maternity hospitals through interviews with postpartum 
women (41 items) and observation of the prenatal card (31 items). An electronic form 
was used to record this information. It contained 72 objective questions dealing with the 
sociodemographic, obstetric, use of health services and quality of prenatal care. 

The predictor variables were related to sociodemographic characteristics (age: <18 years 
old e ≥18 years old; skin color: White, Brown and Black; education: up to 8 years and >8 years 
of study; family income (average); economic class: A, B1, B2, C1, C2, D e E (ABEP, 2017); paid 
work: yes or no; having a partner: yes or no; obstetric characteristics and access and use of 
health services (number of children: 1–2 children and three or more children; place of prenatal 
care: Basic Traditional Health Unit and Family Health Unit; pregnancy complications: yes or no; 
referral to prenatal high-risk: yes, no and not applicable; access to high-risk prenatal: yes, no 
and not applicable; delivery at the indicated maternity hospital: yes or no; gestational age on 
the day delivery: calculated based on the date of the last menstrual period and when LMP was 
uncertain, based on 1st trimester ultrasound imaging (US); and negative pregnancy outcome: 
yes or no, defined as the presence of at least one of these outcomes in the current pregnancy 
(e.g., prematurity, Apgar <7 at 5 minutes, congenital infections, stillbirth).

The outcome variables evaluated were adequacy regarding the early start of prenatal 
care (defined as start of prenatal care until the 12th week of pregnancy; categorized as yes or 
no; information collected through observation of the record on the prenatal card); adequacy 
regarding the number of prenatal consultations (defined as the number of consultations 
carried out during the prenatal care, according to gestational age at delivery, considering 
a minimum of six consultations, one in the 1st, two in the 2nd and three in the 3rd quarter, 
categorized as yes or no — information collected through observation of the record on the 
prenatal card); adequacy regarding the examinations performed (defined as at least one 
record of each of the examinations routines that should be performed during prenatal care: 
blood typing and Rh, Hb/Ht, fasting blood glucose, Venereal Disease Research Laboratory 
[VDRL], anti-human immunodeficiency virus [anti-HIV], Hepatitis B surface antigen [HBsAg], 
toxoplasmosis immunoglobulin G [IgG] and M [IgM], type I urine, uroculture and US, categorized 
as yes or no — information collected through observation of the record on the prenatal card); 
adequacy as to the procedures performed (defined as registration of clinical-obstetric 
procedures performed in all prenatal consultations: weight, body mass index [BMI], arterial 
pressure [PA], gestational age [IG], Uterine Fundal Height [AFU], fetal heartbeat [BCF], except for 
the last two procedures whose records were considered only after the 12th week, categorized 
as yes or no — information collected through observation of the record on the prenatal card); 
and adequacy regarding maternal guidelines (defined as guidance provided by the health 
professional to the pregnant woman, from the 34th week of pregnancy, on childbirth, the 
reference maternity for childbirth assistance, right to companion and breastfeeding, categorized 
as yes or no — information collected through interviews with the puerperal woman).

Based on this assessment, a general prenatal adequacy index was developed gathering 
each of the mentioned adaptations plus at least one record of each one vaccines (dT/dTpa 
and Hep B); and a record on iron and folic acid supplementation. The definition of all these 
criteria was based on the recommendations of the Ministry of Health care for women in low-
risk prenatal care16.
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Descriptive statistics, and the non-parametric Pearson chi-square (X2) and Fisher’s exact 
test were performed for comparison between proportions, considering a p<0.05 as significant. 
Additionally, multiple simple logistic regression was performed to estimate the odds ratio (OR) 
between the outcome variables and the predictors, by adequacy block, with the exception 
of the outcome created from the general index, since some categories of this variable have a 
very small number of cases. The logistic model was evaluated by the Wald test, which served 
as a parameter for rejection of the null hypothesis. The variables that presented p<0.20 in 
the logistic regression proceeded to the next step, with those remaining in the final model 
remaining presenting a significance level below 5% (p<0.05), with a confidence interval (CI) of 
95%. Data analysis was performed using the Statistical Package for the Social Sciences (SPSS) 
program, version 23.0 (IBM Corp., Armonk, United States).

The research project was approved by the Research Ethics Committee (CEP) of Tabosa 
de Almeida University — ASCES-UNITA (Certificate of Presentation for Ethical Appreciation — 
CAAE: 70981517.6.0000.5203).

RESULTS
A total of 613 puerperal women participated in the study, which corresponded to just 

over 3% of the intended sample. Regarding socioeconomic aspects, the average age was 24.5 
years, with 8.8 years of average schooling years and an average monthly family income of 
around R$ 1.456.00. The majority (60.85%) belonged to economic class DE, reported Brown/ 
Black skin color (73.41%), did not have a job (61.83%), had a partner (83.36%) and had one to 
two children (78.96%) (Table 1).

Regarding the characteristics relevant to prenatal care, 76% of women declared to have 
performed prenatal care at Family Health Units, and the high percentage of mothers who 
reported complications during the pregnancy (40.13%) is worthy of attention (Table 1). Among 
these, the main reports were of urinary tract infection and hypertensive syndromes. Just over 
14% of pregnant women were referred to the high-risk prenatal care (PNAR), but only 82% of 
these managed to get that access (data not shown in the table).

With regard to the registration of information in the pregnant woman’s handbook 
(Figure 1), only in 84.5% of these was there a description of the BCF in all consultations, from 
the 12th week of gestation, and only in 16.34% was there information on BMI. It is noteworthy 
that, among the examinations performed, those referring to the second routine (recommended 
in the third trimester of pregnancy) were all less frequently registered, with the exception of 
rapid HIV testing/serology. With regard to iron supplementation, only in 83.2% was there at 
least one record of its use.

Regarding the guidelines received during prenatal care, 64.44% of the pregnant women 
reported having been informed about childbirth, 65.09% about the reference maternity for 
childbirth, 68.35% regarding the right to a companion, and 72.43% regarding breastfeeding.

With regard to childbirth care, most of these (85.81%) occurred in the indicated maternity 
(M1), with the majority of women (93.64%) in the gestational period considered at term, that 
is, between 37 and 41 weeks and six days. Despite the high frequency of informed pregnancy 
complications, only 7% of women mentioned negative outcomes, such as preterm neonates 
or congenital infections.

When analyzing the adequacy of prenatal care, higher frequencies were observed 
the number of consultations performed (87.13%) and early initiation (65.91%), followed by 
adequacy regarding maternal guidelines (45.51%), procedures performed (12.56%) and exams 
performed (2.94%). The general adequacy index was 0.6%. We chose not to assess the factors 
associated with the general adequacy index of prenatal care, due to the very low frequency of 
this outcome, which is a limiting factor to demonstrate probable associations.

In simple logistic regression, in each adequacy block, the variables that had a p<0.20 were 
then subjected to non-hierarchical multiple logistic regression (Table 2). At the final model, 
women aged <18 years were less likely to start early prenatal care (p=0.026; OR 0.55; 95%CI 
0.32–0.93), while belonging to the economic class B-C (p=0.044; OR 1.45; 95%CI 1.01–2.09), 
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having a partner (p=0.021; OR 1.68; 95%CI 1.08–2.61) and having 1–2 children (p=0.012; OR 
1.70; 95%CI 1.12–2.57) increased the chance of adequacy regarding the early start of prenatal 
care. The latter was also shown to be associated with adequacy regarding the number of 
consultations (p=0.031; OR 1.83; 95%CI 1.06–3.16).

Table 1. Adequacy of prenatal care according to sociodemographic, obstetric and use characteristics of public health services for puerperal women. 
Caruaru (PE), 2017–2018.

Characteristics Total
n (%)

Adequacy of early 
start

Adequacy of 
number of prenatal 

consultations

Adequacy of tests 
performed

Adequacy of 
procedures 
performed

Adequacy of maternal 
guidelines

Prenatal 
adequacy*

n (%) p-value n (%) p-value n (%) p-value n (%) p-value n (%) p-value n (%) p-value

Age (years) 

<18 68 (11.09) 36 (52.9)
0.017

55 (80.9)
0.104

1 (1.5)
0.709†

8 (11.8)
0.834

27 (39.7)
0.308

-
1,000†

≥18 545 (88.91) 368 (67.5) 479 (87.9) 17 (3.1) 69 (12.7) 252 (46.2) 4 (0.7)

Schooling (years of study) 

≤8 289 (47.22) 372 (65.6)
0.655

495 (87.3)
0.582

17 (3.0)
1.000†

75 (13.2)
0.087

262(46.2)
0.167

4 (0.7)
1,000†

>8 323 (52.78) 31 (68.9) 38 (84.4) 1 (2.2) 2 (4.4) 16 (35.6) -

Economic class‡

B-C 240 (39.15) 174 (72.5)
0.006

210 (87.5)
0.818

10 (4.2)
0.148

33 (13.8)
0.476

116 (48.3)
0.261

3 (1.3)
0,305†

D-E 373 (60.85) 230 (61.7) 324 (86.9) 8 (2.1) 44 (11.8) 163 (43.7) 1 (0.3)

Skin color (self-reported)

White 163 (26.59) 111 (68.1)
0.491

142 (87.1)
0.999

8 (4.9)
0.102†

17 (10.4)
0.338

73 (44.8)
0.827

1 (0.6)
1,000†

Black 450 (73.41) 293 (65.1) 392 (87.1) 10 (2.2) 60 (13.3) 206 (45.8) 3 (0.7)

Paid work

Yes 234 (38.17) 166 (70.9)
0.039

208 (88.9)
0.302

10 (4.3)
0.123

28 (12.0)
0.727

123 (52.6)
0.006

3 (1.3)
0,158†

No 379 (61.83) 238 (62.8) 326 (86.0) 8 (2.1) 49 (12.9) 156 (41.2) 1 (0.3)

Having a partner

Yes 511 (83.36) 349 (68.3)
0.005

449 (87.9)
0.212

17 (3.3)
0.334†

65 (12.72)
0.790

232 (45.4)
0.900

3 (0.6)
0,518†

No 102 (16.64) 55 (53.9) 85 (83.3) 1 (1.0) 12 (11.76) 47 (46.1) 1 (1.0)

Number of children 

1-2 484 (78.96) 331 (68.4)
0.012

428 (88.4)
0.059

13 (2.7)
0.555†

61 (12.6)
0.951

222 (45.9)
0.733

3 (0.6)
1,000†

≥3 129 (21.04) 73 (56.6) 106 (82.2) 5 (3.9) 16 (12.4) 57 (44.2) 1 (0.8)

Place of prenatal care

Traditional 
BHU 143 (23.33) 90 (62.9)

0.392
130 (90.9)

0.125
5 (3.5)

0.583†

29 (20.3)
0.001

61 (42.7)
0.433

2 (1.4)
0,233†

FHU 470(76.02) 314 (66.8) 404 (86.0) 13 (2.8) 48 (10.2) 218 (46.4) 2 (0.4)

Pregnancy complications

Yes 246 (40.13) 163 (66.3)
0.879

216 (87.8)
0.675

11 (4.5)
0.065

36 (14.6)
0.205

122 (49.6)
0.097

3 (1.2)
0,308†

No 367 (59.87) 241 (65.7) 318 (86.6) 7 (1.9) 41 (11.2) 157 (42.8) 1 (0.3)

Negative outcome in pregnancy

Yes 43 (7.01) 27 (62.8)
0.655

39 (90.7)
0.467

1 (2.3)
1.00†

8 (18.6)
0.215

17 (39.5)
0.414

-
1,000†

No 570 (92.99) 377 (66.1) 495 (86.8) 17 (3.0) 69 (12.1) 262 (46.0) 4 (0.7)

BHU: Basic Health Unit; FHU: Family Health Unit.

*General prenatal adequacy index; †Fisher’s exact test; ‡Second Brazil Criterion 2015 for economic classification of the Brazilian Association of Research Companies (ABEP). 

Bold indicates p-values<0.05.
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Performing prenatal care in a traditional BHU increased the chance of adequacy regarding 
the procedures received (p=0.002; OR 2.20; 95%CI 1.33–3.65), while having paid work (p=0.009; 
OR 1.55; 95%CI 1,11–2.16) increased the chances of adequacy regarding receiving maternal 
guidance (Table 3).

DISCUSSION
It was found that the puerperal women who participated in this study had a sociodemographic 

profile similar to that observed in other investigations, with a predominance of young women, 
with a medium schooling level17,18, that have a partner, and have no paid work18. 

The association between inadequate prenatal care and sociodemographic factors3,10 was 
also verified in this investigation. These social determinants of health (SDH) affect access to 
health services and the ways women obtain, understand, and evaluate health information for 
decision-making.

The results showed a higher prevalence of women who underwent prenatal care at Family 
Health Units, which can be explained by the expansion of these units in the municipality. 
Studies indicate that the prenatal care offered by Family Health professionals is more in line 
with the Humanization of Prenatal and Birth project compared to traditional BHUs19. However, 
even in the Family Health Units with the best levels of adequacy of prenatal care, these are 
still considered low17,20,21. It is noteworthy that prenatal care in a traditional BHU has more 
than doubled the chance of women receiving all recommended procedures, which may 
suggest under-registration of the procedures (weight check, body mass index, blood pressure, 
gestational age, uterine fundal height, fetal heart rate ) by the professional who performed 
them or even an absence in the Family Health Unit, even if temporary, of some of the pieces 
of equipment that assists in verifying these measurements, like tape measure or a sonar, for 
example. A high frequency was noted for weight and blood pressure records, similar to that 
observed in other investigations10,11.

The low percentage of BMI registration in the books is accentuated, corroborating the 
findings of another study22. The calculation of the pregnant woman’s BMI allows identifying 
possible nutritional deviations (underweight, overweight and obesity) which, if promptly treated or 
prevented, can reduce the burden of harm on maternal and child health in developing countries23.

One of the objectives of prenatal assistance is to identify early complications in pregnancy 
so that interventions are performed promptly, and adverse maternal and neonatal conditions 
are avoided. Urinary tract infection and hypertensive disorders were referred to by the women 

Figure 1. Percentage of registration of exams, procedures, vaccines and supplementation in the pregnant 
women’s handbook. Caruaru (PE), 2017–2018.

https://doi.org/10.1590/1414-462X202634010199
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Table 2. Simple logistic regression of prenatal adequacy according to sociodemographic, obstetric and use characteristics of public health services 
for puerperal women. Caruaru (PE), 2017–2018.

Characteristics

Adequacy of early start Adequacy of number of 
prenatal consultations

Adequacy of tests 
performed

Adequacy of procedures 
performed

Adequacy of maternal 
guidelines

ORb 
(95%CI) p-value ORb

(95%CI) p-value ORb
(95%CI) p-value ORb

(95%CI) p-value ORb
(95%CI) p-value

Age (years) 

<18 0.54 
(0.33–0.90) 0.018

0.58 
(0.30–1.12) 0.107

0.46 
(0.06–3.54) 0.459

0.92 
(0.42–2.00) 0.834

0.77 
(0.46–1.28) 0,309

≥18 1 1 1 1 1

Schooling (years of study) 

≤8 0.86 
(0.45–1.66) 0.655

1.27 
(0.55–2.54) 0.583

1.36 
(0.18–10.46) 0.768

3.28 
(0.78–13.81) 0.106

1.56 
(0.83–2.93) 0,170

>8 1 1 1 1 1

Economic class#

B-C 1.64 
(1.15–2.33) 0.006

1.06 
(0.65–1.72) 0.818

1.98 
(0.77–5.10) 0.155

1.19 
(0.73–1.93) 0.477

1.21 
(0.87–1.67) 0,261

D-E 1 1 1 1 1

Skin color (self-reported) 

White 1.14 
(0.78–1.68) 0.491

1.00 
(0.59–1.71) 0.999

2.27 
(0.88–5.86) 0.090

0.76 
(0.43–1.34) 0.339

0.96 
(0.67–1.38) 0,827

Black 1 1 1 1 1

Paid work

Yes 1.45 
(1.02–2.05) 0.039

1.30 
(0.79–2.15) 0.303

2.07 
(0.81–5.32) 0.131

0.95 
(0.56–1.50) 0.727

1.58 
(1.14–2.20) 0,006

No 1 1 1 1 1

Having a partner

Yes 1.84 
(1.20–2.84) 0.006

1.45 
(0.81–2.60) 0.214

3.48 
(0.46–26.41) 0.229

1.09 
(0.57–2.11) 0.790

0.97 
(0.64–1.50) 0,900

No 1 1 1 1 1

Children number

1–2 1.66 
(1.12–2.47) 0.012

1.66 
(0.98–2.82) 0.061

0.69 
(0.24–1.96) 0.479

1.02 
(0.57–1.83) 0.951

1.07 
(0.72–1.58) 0,733

≥3 1 1 1 1

Place of prenatal care

Traditional BHU 0.84 
(0.57–1.25) 0.393

1.63 
(0.87–3.06) 0.125

1.27 
(0.45–3.06) 0.651

2.24 
(1.35–3.71) 0.002

0.86 
(0.59–1.26) 0,434

FHU 1 1 1 1 1

Pregnancy complications

Yes 1.03 
(0.73–1.44) 0.879

1.11 
(0.68–1.80) 0.675

2.41 
(0.92–6.30) 0.073

1.36 
(0.84–2.20) 0.206

1.32 
(0.95–1.82) 0,097

No 1 1 1 1 1

Negative outcome in pregnancy

Yes 0.86 
(0.46–1.64) 0.655

1.48 
(0.51–4.25) 0.469

0.78 
(0.10–5.96) 0.806

1.66 
(0.74–3.72) 0.219

0.77 
(0.41–1.45) 0,415

No 1 1 1 1 1

BHU: Basic Health Unit; ORb: unadjusted odds ratio. 

Bold indicates p-values<0.05.
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Table 3. Multiple logistic regression of prenatal adequacy according to sociodemographic, obstetric and use 
characteristics of public health services for puerperal women. Caruaru (PE), 2017–2018.

ORa (95%CI)
p-value

Adequacy of early start

Age (years)

<18 0.55 (0.32–0.93)
0.026

≥18 1

Economic class

B-C 1.45 (1.01–2.09)
0.044

D-E 1

Paid work

Yes 1.241 (0.86–1.79)
0.247

No 1

Having a partner

Yes 1.68 (1.08–2.61)
0.021

No 1

Number of children

1–2 1.70 (1.12–2.57)
0.012

≥3 1

Adequacy of number of prenatal consultations

Age (years)

<18 0.52 (0.26–1.02)
0.059

≥18 1

Number of children

1–2 1.83 (1.06–3.16)
0.031

≥3 or more 1

Prenatal care location

Traditional BHU 1.54 (0.82–2.89)
0.184

FHU 1

Adequacy of examinations performed

Economic class

B-C 1.764 (0.68–4.61)
0.247

D-E 1

Skin color (self-reported)

White 2.23 (0.85–5.81)
0.102

Black 1

Paid work

Yes 1.67 (0.64–4.40)
0.296

No 1

Continue...
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in this study as the most frequently complications. These two conditions were also among 
the most prevalent in another investigation24. Prematurity and congenital infections were the 
main repercussions for the neonate. These conditions are known to increase the chances of 
complications and neonatal death25. Especially in relation to congenital infections, although it 
was not the objective of this study to specify the type of infection, in Brazil, congenital syphilis 
has stood out with high incidence, showing failures in prenatal care26.

It is noteworthy that the examination performed for syphilis screening during pregnancy 
showed a percentage drop of more than 40 points between the first and second rounds. 
The trend of decrease in these records in the prenatal books persisted in the other exams, a 
situation similar to that reported in different studies18,19. In the municipality, data collection 
laboratory tests are conducted in the BHUs (traditional and Family Health) to facilitate exams. 
Failure to register may indicate a delay in requesting exams or in receiving results. 

Part of the women who were referred to the high-risk prenatal care reported not having 
access to the specialized service, which may denote, among other causes, difficulties such as 
geographical barriers and failures in flows and counter flows in the health care network27. In May 
2019, aiming to meet the growing demand of women for specialized care in the municipality, 
Specialized Medical Care for Women’s Health was inaugurated, which expanded the existing 
services, including high-risk prenatal care, with Primary Care coordinating the attention.

Regardless of whether prenatal care is considered high- or habitual-risk, it is understood 
that educational actions must be carried out during the monitoring period to foster 
understanding of the gestational process, active listening, knowledge exchange, and the link 

ORa (95%CI)
p-value

Adequacy of early start

Pregnancy complications

Yes 2.34 (0.88–6.18)
0.087

No 1

Adequacy of procedures performed

Schooling (years of study)

≤8 3.14 (0.74–13.28)
0.121

>8 1

Place of prenatal care

Traditional BHU 2.20 (1.33–3.65)
0.002

FHU 1

Adequação orientações maternas

Schooling time (years of study)

≤8 1.60 (0.85–3.02)
0.149

>8 1

Paid work

Yes 1.55 (1.11–2.16)
0.009

No 1

Pregnancy complications

Yes 1.28 (0.92–1.77)
0.144

No 1

BHU: Basic Health Unit; FHU: Family Health Unit; ORa: Adjusted Odds Ratio; 95%CI: 95% confidence interval.

Table 3. Continuation.
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between health professionals and women. Studies show that lack of guidance can impair the 
quality of prenatal care and increase the maternal morbidity and mortality index5,28.

In this investigation, it was seen that information about breastfeeding was the most 
provided, similar to that found in a study with national data5. In contrast, only about ⅔ of 
the women investigated reported receiving guidance on childbirth, consistent with a study 
conducted in southern Brazil, which found that only half of postpartum women reported 
receiving such instruction28.

The pregnant woman’s previous connection to the maternity hospital where delivery 
will take place and be attended in case of complications is ensured by law29. In this study, 
approximately ⅔ of the women received counseling on motherhood, and most deliveries took 
place at the municipal reference site. These actions provide empowerment to pregnant women 
with regard to their rights, contribute to the humanization of care and to decrease women’s 
pilgrimage for admission at the time of delivery12,17. In this study, adequacy regarding access 
to these guidelines was associated with paid work. Although schooling was not maintained 
in the final model, waged productive activity provides women with greater autonomy and 
self-esteem, making it safer to question the professional who provides prenatal care regarding 
health information and the rights of pregnant women. Indirectly, this may have favored the 
guidance received by this group of women.

Despite the higher frequency of adjustments observed regarding the early start of 
prenatal care, these are not sufficient indicators of care quality. When analyzing the general 
adequacy index, it proved to be significantly lower than those found in other studies that also 
used expanded criteria12,29,30.

The results of this study should be viewed with caution, as the information collected through 
interviews may have been influenced by memory bias. In addition, failure to record information 
does not always indicate that the procedure and/or exam was not performed. Another limitation 
is that this study did not analyze structural issues and result indicators. Despite the limitations, 
this cross-sectional study was a preliminary assessment of prenatal care in the municipality. It may 
contribute to the management of evaluation and the reorientation of the health care model 
for pregnant women. New research is necessary to understand, from the perspective of health 
professionals and women, how these practices take place and the reasons for such performance.

CONCLUSION
Non-conformities were identified in the city’s prenatal care. Underage women, those 

belonging to the lower economic classes, not having a partner, and having a greater number 
of children, who did not have a job, and were assisted in Family Health Units had a greater 
chance of prenatal inadequacy.

It is recommended to expand interventions to promote women’s health in the pre-
gestational, gestational, and puerperal periods, guided by health education. For municipal 
managers, the aim is to optimize the access of pregnant women to routine exams and to 
ensure timely results, and to invest in intersectoral actions and in the permanent education 
of Basic Health professionals.
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