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Objectives: to evaluate the quality of the pre-natal care delivered in primary care, comparing the 

traditional model and the Family Health Strategy. Method: a service evaluation study, grounded 

in the public health policies. The data was obtained from interviews with managers, observation 

in the health centers, and analysis of patient records of pregnant women, selected at random. 

Differences in the indicators for structure and process were evaluated using the Chi-squared test, 

adopting p<0.05 as the critical value, calculation of the odds ratio, and confidence intervals of 

95%. Results: Similar structures were evidenced in both models of care. Synthesis indicators for 

the process created in the present study, and those indicated by the public policies, indicated that 

the situation is more favorable in Family Health Centers. Regarding the set of activities called for 

in pre-natal care, the performance was flawed in both models, although it was slightly better in 

the Family Health Centers. Conclusion: the results indicate the need for actions to improve pre-

natal care in the two models of primary care evaluated in the municipality.
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Introduction

Pre-natal care is one of the main constituents of the 

Unified Health Service’s (SUS) Primary Care Pact and 

there are formal indicators for its monitoring. The form 

in which it is carried out may be indicative of the quality 

of the health services(1) and, therefore, an assessment of 

it which considers whether it was undertaken in a center 

using the traditional model, or in a Family Health Center, 

can, consequently, evaluate the care model itself. 

The health care carried out in the primary care 

centers which follow the traditional model is, in general, 

centered on the presence of specialists, each one 

of whom is responsible for problems related to the 

particular area where they work. With its work process 

often centered on the doctor, in the curative model of 

care, one can frequently observe, in addition to the 

overloading to which these professionals are often 

exposed, the compromising of preventive actions and 

health promotion actions, both of which are essential in 

pre-natal care(2).

In order to improve on this model, in 1994 the 

Ministry of Health (MS) proposed the Family Health 

Strategy (ESF), whose principal objective is to reorganize 

health care practice on new bases and replace the 

traditional model, integrally and continually prioritizing 

actions of prevention and actions for the promotion 

and recovery of people’s health. The care is provided 

in health centers or in the home, by the professional 

who make up the Family Health teams. It is hoped that 

health professionals and the population will build links 

of co-responsibility, facilitating the identification of and 

attendance to the community’s health problems(3). 

It is important to evaluate the quality of pre-

natal care due to its potential for avoiding infant(4) and 

maternal deaths. Hence, the present study aimed to 

evaluate the quality of the pre-natal care for the low-

risk pregnancy, given in primary care, comparing the 

traditional model and the Family Health Strategy.

The methodological framework for evaluation 

adopted was proposed in the 1980’s by Donabedian, 

for whom studying the process is the best way of 

investigating the quality and content of the care offered 

in primary health care(5), because of which this shall be 

the focus of the present study.

Material and Method

This is a descriptive study, inserted in the field of 

epidemiology directed at assessing the health services. 

The resources (physical, human and material) existing 

(structure) and the process of pre-natal care provided 

in the Primary Health Centers (UBS), which follow the 

traditional model, and in the Family Health Centers 

(USF), were evaluated. 

As the theoretical framework for analyzing the data, 

the National Policy for Integral Attention to Women’s 

Health(6)  – specifically, relative to the care pathway for 

the pregnant woman – the assumptions of the Program 

for the Humanization of Pre-Natal stage, Labor and Birth 

(PHPN)(7) and the State of São Paulo Technical Manual 

for Pre-Natal and Post-Natal Care(8) were adopted. 

The investigation was undertaken in the municipality 

of Botucatu, situated in the Central-Southern region 

of the state of São Paulo, with a population estimated 

at 127,328 inhabitants(9), and which falls under the VI 

Regional Health Department – Bauru. Under the SUS, 

for providing primary health care, it has eight UBS 

and eight USF, and for childbirth, it has one maternity 

hospital which takes care of low-risk pregnancies, and 

one center of excellence for high risk pregnancies.  

For analysis of the structure, all sixteen primary 

care centers were studied. For analysis of the process, 

the target population was composed of all the women 

registered in the Pre-Natal Information System 

(SISPRENATAL) in 2009: 1082 pregnant women. The 

sample calculation was made taking into account a 

maximum prevalence of 50%, a confidence interval 

of 95%, and a margin of error of 5%, resulting in 282 

pregnant women, of whom 115 were attended in the 

USF, and 167 in the UBS. These were selected at random 

and in proportion to the numbers registered in each 

health center. 

Pregnant women who had started the pre-natal 

care in primary health care centers were included, 

who were up to the twentieth week of pregnancy and 

who remained considered as low risk pregnancies, 

not needing to be referred to the high risk pregnancy 

service. To ensure the established sample size, a surplus 

of 20% of pregnant women was chosen at random in 

each center. 

To characterize the structure available for the pre-

natal care, indicators relating to the human resources 

were considered: the training of the health professionals, 

training undertaken in the area, and participation/

attendance in pregnant women’s groups; physical 

resources: rooms for attending patients, individually or 
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in groups; material resources and equipment: availability 

of the pre-natal card* and instrument for recording the 

clinical history and the identification of risk, furniture, 

essential medications, care protocols, and basic material 

(sheets, weight-height measuring scales, stethoscopes, 

sphygmomanometer, Doppler ultrasound equipment, 

tape measures and material for collection of oncotic 

colpocytology).

For the analysis of pre-natal care, indicators from 

the PHPN and the State of São Paulo Technical Manual 

for Pre-Natal and Post-Natal Care(7-8) were used: start at 

up to 17 weeks; minimum of six consultations (one in 

the first trimester, two in the second, and three in the 

third); measurement of fundal height; carrying out the 

set of tests recommended for the first trimester (blood 

typing, serology for toxoplasmosis, AIDS, syphilis, and 

Hepatitis B, stool parasite test, hemogram, basic urine 

test or urine cultures and fasting blood glucose test) and 

for the third trimester (serology for syphilis and AIDS 

and for toxoplasmosis and Hepatitis B if necessary, basic 

urine test or urine culture and fasting blood glucose 

test); collection of oncotic colpocytology; anti-tetanus 

vaccination and participation in the pregnant women’s 

group. 

Seeking a qualitative evaluation of the content of 

the consultations carried out, records of the following 

aspects were also observed in the patients’ health 

records: existence of guidance on diet and on the 

warning signs according to the stage of the pregnancy, 

referral for dental treatment; clinical examination of the 

breasts and the prescription of ferrous sulphate. 

All the aspects were checked dichotomously: yes or 

no, for each pregnant woman. Later, synthesis indicators 

were created: all the tests of the first trimester; all the 

tests of the third trimester; all the tests of the first 

and third trimesters; six consultations and tests; six 

consultations and postpartum care; six consultations, 

tests and postpartum care; six consultations, tests, 

anti-tetanus vaccination and postpartum care; 

blood pressure, weight and fundal height in all the 

consultations; nutritional guidance and warning signs 

for the stage of the pregnancy; complete clinical history 

and anti-HIV counselling.

Two instruments using closed questions were 

developed for the data collection, which was accomplished 

in 2010 and 2011 by two people, previously trained. 

The first instrument was used in interviews with the 

managers and to guide the observation in the health 

centers, and contained information about the structure 

available. The second referred to the care process and 

was used for collecting the information required from 

the pregnant women’s health records. 

For quality control, at the end of the data collection, 

10% of the patients’ health records were chosen at 

random for conference, and it was concluded that the 

collection had been adequate.   

The statistical software Epi-Info 6.0 was used 

for analysis of the data. Data relative to the structure 

was presented based in descriptive statistics; the Chi-

squared test (c²) was used for evaluating the differences 

of quality of the pre-natal care process between the UBS 

and the USF, fixing a level of significance of a=0.05, with 

calculation of the odds ratio and respective confidence 

intervals (CI) at 95%. 

This study was assessed and approved by the local 

Research Ethics Committee (Decision no 184/2010) and 

respected all the norms of research involving human 

beings. 

Results

In the UBS, all the doctors who attended during the 

pre-natal stage were gynecologists-obstetricians, while 

in the USF, the specialities of General Practice and Family 

Health predominated. Among the specialist nurses, the 

area of Family Health stood out, in a quarter of the 

UBS and more than half of the USF. Social workers who 

were part of the Mental Health Team and dentists and 

psychologists in the health centers regularly attended 

the pregnant women, both in the UBS and the USF, while 

the nutritionist was available only in the UBS.  Pregnant 

women’s groups were held in the same proportion in 

the UBS and the USF (75.0%), with a wide variety in 

the regularity (weekly or every two months). All the 

nurses of the two models participated in these groups, 

with doctors participating less frequently: two cases in 

the USF (16.7%) and four cases in the UBS (36.4%). 

None of the UBS dentists and three (30%) from the 

USF participated in the activities, as did two (66.7%) 

nutritionists who worked in the UBS. Four continuing 

education activities focussing on pre-natal care were 

mentioned and, in a general way, professionals from the 

USF had more opportunities to participate than those 

from the UBS. Such data concerning structure are not 

presented in the Tables.

The physical resources were adequate and similar in 

the UBS and the USF. The great majority of the necessary 

materials were also available in both the models, apart 

*A card containing data from visits for check-ups during the pregnancy. Translator’s note.
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from the 2010 State of São Paulo Technical Manual for 

Pre-Natal and Post-Natal Care(7), and some essential 

medications, absent in some of the UBS and USF. 

The analysis of the process evidenced that of the 

pregnant women attended, 93.4% had initiated the pre-

natal care up to the 17th week in the UBS, and 86.0% 

had in the USF (difference in the limit of statistical 

significance). In the USF, the nursing consultations 

occurred more, while in the UBS there were more 

consultations with doctors, a statistically-significant 

difference (Table 1).

*Yates’ Correction

Consultations
USF UBS

p value OR (CI)
N % N %

First <17 weeks 99 86.0 156 93.4 0.039 0.44(0.18-1.04)

One in 1st trimester 81 70.4 132 79.1 0.098 0.63(0.35-1.13)

Two in 2nd trimester 113 98.2 165 98.8 0.705* 0.68(0.07-6.91)

Three in 3rd trimester 109 94.8 154 92.2 0.398 1.53(0.52-4.69)

Minimum of six 108 94.0 162 97.0 0.206 0.48(0.13-1.72)

By nurses 0.000 0.01(0.00-0.02)

Up to 3 9 7.8 156 93.4

4 or more 106 92.2 11 6.6

By doctors 0.000* 240.17(34.55-4778.23)

Up to 3 68 59.0 1 0.6

4 or more 47 41.0 166 99.4

Tests
USF UBS

p value OR (CI)
N % N %

First trimester

Blood Typing ABO/Rh 111 96.5 160 95.8 0.761 1.21(0.31-5.07)

Hemogram 113 98.3 165 98.8 0.705 0.68(0.07-6.91)

Serology for syphilis 112 97.4 159 95.2 0.352 1.88(0.44-9.15)

HIV test 111 96.5 164 98.2 0.071 0.17(0.01-1.61)

Fasting Blood Glucose test 115 100.0 166 99.4 0.405 -

Basic urine test or urine culture 110 95.6 159 95.2 0.861 1.11 (0.32-4.01)

Indirect Coombs 104 90.4 128 77.0 0.028 2.88(1.34-6.30)

Serology for toxoplasmosis 113 98.2 158 94.6 0.119 3.22(0.63-22.00)

Stool parasite test 56 48.7 118 70.6 0.000 0.39(0.23-0.67)

Serology for Hepatitis B 114 99.2 155 92.8 0.012 8.83(1.17-184.29)

Oncotic cytology 108 94.0 145 86.8 0.054 2.34(0.91-6.28)

Third trimester

Hemogram 106 92.0 133 79.6 0.004 3.01(1.31-7.09)

Serology for syphilis 104 90.4 133 79.6 0.014 2.42(1.11-5.34)

HIV test 100 86.9 134 80.2 0.140 1.64(0.81-3.36)

Fasting Blood Glucose test 104 90.4 101 60.4 0.000 6.18(2.96-13.19)

Basic urine or culture 103 89.5 96 57.4 0.000 6.35(3.11-13.19)

Serology for toxoplasmosis 107 93.0 131 78.4 0.000 3.68(1.56-8.98)

Serology for Hepatitis B 83 72.1 92 55.0 0.003 2.11(1.23-3.64)

Indirect Coombs if Rh- (USF n=15 and UBS n=35) 6 40.0 3 8.0 0.024 7.11(1.21-46.38)

Table 1 – Distribution of the pregnant women in the USF (n=115) and UBS (n= 167) according to process indicators 

relative to the consultations and period when they took place. Botucatu, SP, Brazil, 2010

In the first trimester of the pregnancy, the women 

attended in the USF undertook significantly more indirect 

Coombs tests and serology for Hepatitis B, while the 

same was true in the UBS for the stool parasite test. In 

the third trimester, the pregnant women in the USF did 

the blood glucose tests, hemograms, indirect Coombs 

tests, basic urine tests or urine culture and serologies: 

syphilis, toxoplasmosis and Hepatitis B significantly 

more than in the UBS (Table 2).

Table 2 – Distribution of tests undertaken in the first and third trimesters by the pregnant women in the USF (n=115) 

and UBS (n= 167) during the pre-natal care. Botucatu, SP, Brazil, 2010



550

www.eerp.usp.br/rlae

Rev. Latino-Am. Enfermagem 2013 Mar.-Apr.;21(2):546-53.

Some aspects indicative of the quality of the 

pre-natal care are described in Table 3.  Pregnant 

women attended in the USF had significantly more 

records of fundal height in all the consultations, 

clinical histories completely filled out, guidance on 

nutrition and on the warning signs according to the 

stage of the pregnancy, dental care and prescription 

of ferrous sulphate. 

Table 3 – Aspects indicative of quality in pre-natal care for the pregnant women attended in the USF (n=115) and 

UBS (n= 167). Botucatu, SP, Brazil, 2010

*In all consultations

Variable
USF UBS

p value OR (CI)
N % N %

Blood pressure* 114 99.1 166 99.4 0.790 0.69(0.02-25.58)

Weight* 114 99.1 167 100.0 0.227 0.00(0.00-11.97)

Fundal height* 112 97.3 145 86.0 0.002 5.66(1.56-24.41)

Complete clinical history 23 20.0 4 2.0 0.000 10.19(3.21-35.96)

Ultrasonography 105 91.3 156 93.4 0.507 0.74(0.28-1.96)

Vaccination against tetanus 95 82.6 129 77.2 0.273 1.40(0.74-2.67)

Warning signs according to stage of pregnancy 107 93.0 91 54.5 0.000 11.17(4.89-26.49)

HIV counselling 10 8.6 7 4.2 0.118 2.18(0.74-6.57)

Nutritional guidance 107 93.0 85 51.0 0.000 12.9(5.65-30.59)

Dental care 53 46.1 54 32.3 0.019 1.79(1.06-3.01)

Breast examination 54 46.9 63 37.7 0.122 1.46(0.88-2.44)

Prescription of ferrous sulphate 115 100.0 154 92.2 0.002 -

Early postpartum care 8 7.0 5 3.0 0.118 2.42 (0.70-8.78)

Late postpartum care 67 58.2 104 62.2 0.497 0.85(0.51-1.41)

Synthesis indicators for the process appear in 

Table 4.  

The situation in the USF was significantly more 

favorable when one considers: tests in third trimester; tests 

in first and third trimesters; six consultations and tests; six 

consultations, tests, and postpartum care; six consultations, 

tests, postpartum care and vaccination against tetanus; 

recording of blood pressure, weight and fundal height in 

all consultations; nutritional guidance, guidance on the 

warning signs according to the stage of the pregnancy; 

clinical history completely filled out and counselling prior to 

the collection of the blood sample for the HIV test. (Table 4).

Table 4 – Synthesis indicators for the pre-natal care process, considering the USF (n=115) and UBS (n=167). 

Botucatu, SP, Brazil, 2010 

*Distributed over the pregnancy, with one in the first trimester, two in the second, and three in the third.

Indicator
USF UBS

p value OR (CI)
N % N %

Tests of 1st trimester 101 87.8 142 85 0.503 1.27(0.60-2.72)

Tests of 3rd trimester 96 83.5 59 35.3 0.000 9.25(4.97-17.38)

Tests of 1st and 3rd trimesters 87 75.7 53 31.7 0.000 6.68(3.78-11.87)

6 consultations* 77 67 119 71 0.440 0.82(0.47-1.41)

6 consultations* and tests 64 55.6 38 22.7 0.000 4.26(2.46-7.39)

6 consultations* and postpartum care 49 42.6 77 46.1 0.521 0.87(0.52-1.44)

6 consultations*, tests and postpartum care 41 35.7 22 13.2 0.000 3.65(1.95-6.97)

6 consultations*, tests, vaccine against tetanus and postpartum care 36 31.3 17 10.2 0.000 4.02(2.04-8.01)

Blood pressure, weight and fundal height in all the consultations 109 94.7 144 86.2 0.020 2.90(1.07-8.26)

Guidance: nutrition and  warning signs according to the stage of pregnancy 99 86.0 56 33.5 0.000 12.26(6.36-23.94)

Complete clinical history and HIV counselling 7 6.0 0 0 0.001 -

Discussion

For obtaining the data used for evaluating the 

structure, this study used interviews with the managers 

of the Health Centers, who may not have been totally 

impartial in relation to their own services. In addition, 

the process data was obtained based on the records in 

the pregnant women’s health records, but it is known 
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some actions may be carried out without being recorded. 

These aspects, therefore, constitute limitations on the 

present study and must be considered in interpreting 

the results obtained.  

Regarding the human resources, differences were 

observed in the training of the doctors and the nurses 

of the UBS and USF, as were differences relative to the 

participation of other professionals from the health area 

in the care of the pregnant women. The small number 

of centers (eight UBS and eight UFS), however, did 

not allow evaluation as to whether these differences 

observed are reflected or not in the process of pre-

natal care.  It was observed that, generally speaking, 

in the UBS the attendance is centered on the medical 

professionals, while in the USF the nurse consultations 

were more incorporated, this fact being related to the 

change in the nurse’s work process promoted by the 

Family Health Strategy, which brings the nurses closer 

to the care, based on the elaboration of care protocols 

which support them(10).

With regard to the physical resources, there were 

no differences between the UBS and the USF. Equipment 

and instruments for care for the pregnant women were, 

in general, available in both the models of care. The only 

aspect that stands out is relative to the presence of the 

Technical Manual on pre-natal care, recently published 

by the Department of Health of the State of São Paulo(8), 

which was found much more frequently in the USF, 

probably as a result of the need for up-to-date protocols 

for supporting the nurse consultations. 

All the tests recommended to be carried out in the 

first and third trimesters are available in the municipality, 

including in adequate quantities. Although coverage in 

the first trimester was over 94.0% in the two services, in 

the third – even taking into account the recommendation 

or not for repeating them – the coverage was markedly 

inferior, especially in the UBS, varying from 55.0% to 

79.6%. In a study on pre-natal assessment undertaken 

in a mid-size municipality in the metropolitan region 

of São Paulo, a number of hypotheses were raised to 

explain the low coverage of tests in the third trimester: 

the health professionals are used to requesting the tests 

only in the first consultation, and many stop requesting 

them again close to the thirtieth week of the pregnancy: 

also, some women do not do the tests a second time 

despite being invited to(11). These hypotheses may also 

explain what happened in the present study.  

It was ascertained in a general way that the due 

importance was not given to the repetition of those 

routine pre-natal tests which were undertaken less in the 

third trimester, both in the USF and the UBS, although 

with a worse result in this latter model of care.  The 

important role that these tests play in tracking illnesses 

or conditions that have perinatal repercussions should 

be highlighted – these include gestational diabetes, 

mother-fetus blood incompatibility and pregnancy-

associated asymptomatic bacteriuria, as well as syphilis, 

Hepatitis B, toxoplasmosis and AIDS, where there is the 

possibility of vertical transmission. 

The importance, especially concerning congenital 

syphilis, is beyond question, not just for Botucatu but 

for Brazil: this condition is considered a clear marker of 

quality health care in the pre-natal stage, as its diagnosis 

and treatment can be undertaken during the pregnancy 

in primary health care services. This means that with 

the results obtained in this work, one can question the 

quality of the pre-natal care provided in the municipality, 

as between 10 and 20% of the pregnant women were 

not tested for syphilis at the end of their pregnancy.

Another indicator of the quality of the pre-natal 

care process with very negative performance was that 

obtained in the evaluation of the carrying-out of breast 

examinations, which was little-done in both models: 

little more than a third of the pregnant women had this 

procedure. It is therefore considered that opportunities 

were lost, not only for identifying possible changes 

requiring treatment(12), but also for evaluating the 

mammillary characteristics, and for offering guidance 

regarding care of the breasts and breast-feeding. This 

negative situation does not differ from that found 

in a study made in the southern region of Brazil, in 

a municipality of the same size(13). Nevertheless, it 

is worrying to observe that the values obtained were 

below those ascertained in 2004 and 2008 in the same 

municipality(14).

The ultrasound examination is not included as a 

basic, routine procedure recommended by the PHPN 

for all low risk pregnancies, but the Department of 

Health of the State of São Paulo recommends that it be 

undertaken once or twice, depending on the feasibility. 

In the early stages of the pregnancy, this is for tracking 

chromosomal abnormalities and/or at between 20 and 

24 weeks, for evaluation of fetal morphology(8). In 

contrast to the guidance of the MS, the coverage in 

Botucatu was high: over 90% of the pregnant women in 

both the models had at least one ultrasonography during 

their pregnancy. Such high coverage may be attributed 

to the fact that the clientele values - and frequently, 

requests – this examination. One should ask, however, 

why it is that simpler examinations, of proven efficiency, 
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such as vaccination, breast examination and dental care, 

did not have equally high coverage. This fact – of lower 

coverage for soft technology actions, and high coverage 

of more expensive examinations with hard technology 

has been observed in Brazil before(15). 

Dental care, which is essential in pre-natal care, 

was infrequent in both care models, even though there 

were dentists in all the Health Centers, so an evaluation 

of the possible causes is worthwhile. Were there 

problems in providing enough of these professionals, or 

in their distribution in the services studied, or was there 

difficulty in incorporating oral health into pre-natal care? 

It falls to future studies to check these hypotheses, and 

the use of the qualitative method is recommended, such 

that the health professionals’ and pregnant women’s 

values and attitudes regarding this specific action may 

be investigated. At any event, this may be indicated 

as an important primary health care problem in the 

municipality of Botucatu, because various studies have 

shown a correlation between extensive periodontal 

disease and low birth weight(16).

There is no evidence of risk to the fetus when 

the pregnant woman is immunized with toxoids, 

polysaccharide or conjugate vaccines, or vaccines 

containing dead virus. Specifically in relation to the 

anti-tetanus vaccine, which is recommended nation-

wide for maternal protection and prevention of neonatal 

tetanus(17), the coverage obtained in the UBS and USF 

was below the expected, taking into account that this 

immunobiological was always available, and that the 

great majority of the women had more than six pre-

natal consultations. More important still is the fact that 

in Botucatu, the entire primary care system, including 

the vaccination rooms, is computerized, allowing the 

control of the doses administered and the pregnant 

women who did not attend. 

The recording of the clinical history was considered 

to be complete when all its areas had been filled out. 

This form must be kept in the patient’s health records, 

with an identical copy attached to the pregnant woman’s 

pre-natal card. In the present study, the situation of the 

USF where this information was collected was more 

favorable than that of the UBS. It stands out that the 

health professionals often undervalue the systematic 

and organized recording of information in the patient’s 

health records, despite these being characterized as a 

document which supports good care and is fundamental 

in ethical or legal situations – representing security 

for the health professional as much as the clientele(11). 

Perhaps due to the greater need for the nurses to 

protect themselves legally in carrying out the pre-natal 

consultations, this instrument was filled out completely 

more frequently in the USF, where the percentage of 

nursing consultations was higher. 

On analyzing the synthesis indicator of the process 

of pre-natal care recommended by the PHPN, which 

covers undertaking six consultations, tests in the first 

and third trimesters, vaccination against tetanus and 

postpartum care, the coverage in the USF was low 

(31.3%), but still three times higher than in the UBS 

(10.2%). Carrying out this set of actions should be valued 

more, as it represents the minimum procedures for 

adequate pre-natal care, and it deserves to be stressed 

that every pregnant woman has the right to them, so as 

to obtain decent, quality care(7). The individual analysis 

of the components of this synthesis indicator evidences 

a significant difference between the USF and the UBS 

for the examinations alone. The situation found in the 

USF of Botucatu is better than that obtained in a study 

undertaken in the city of São Paulo, which took into 

account similar indicators and had a favorable result in 

only 7.7% of cases(18).

Evaluation of pre-natal care considering the 

women’s socio-demographic aspects, and based on 

quantitative indicators, is frequent in the literature(19-20). 

This is not what is observed when one investigates 

quality indicators. In the present investigation, a further 

two synthesis indicators proposed (clinical history filled 

out and counselling prior to the collection of the sample 

for HIV testing, and guidance on pre-natal nutrition and 

warning signs according to the stage of the pregnancy), 

were also significantly more present in the USF. This fact 

is relevant because these may indicate a difference in 

the quality of the pre-natal consultations. 

Conclusions

Generally speaking, the pre-natal care of the USF 

was better than that of the UBS. However, the low rates 

of coverage of basic actions, feasible in both models of 

health care, are worrying and demand urgent actions 

from the managers and health professionals involved in 

the pre-natal care in the municipality studied.  

Backed by the present study’s results, it falls to the 

managers to intervene, such as through: encouraging 

the UBS nurses to carry out the pre-natal consultations 

for low risk pregnancies; actions for raising the nurses’ 

awareness regarding the importance of recording 

information in the health records; extending educational 

group activities and creating a proposal for continuing 
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education for the health professionals who work in 

Primary Care, thus seeking to ensure the effective 

undertaking of the basic procedures called for by the 

Ministry of Health and the State and Municipal Health 

Departments, and which are essential for the pre-natal 

care.  
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