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Abstract

Background: Birth weight reflects gestational conditions and development during the fetal period. Low birth
weight (LBW) may be associated with antenatal care (ANC) adequacy and quality. The purpose of this study was to
analyze ANC adequacy and its relationship with LBW in the Unified Health System in Brazil.

Methods: A case-control study was conducted in Botucatu, São Paulo, Brazil, 2004 to 2008. Data were collected
from secondary sources (the Live Birth Certificate), and primary sources (the official medical records of pregnant
women). The study population consisted of two groups, each with 860 newborns. The case group comprised
newborns weighing less than 2,500 grams, while the control group comprised live newborns weighing greater than
or equal to 2,500 grams. Adequacy of ANC was evaluated according to three measurements: 1. Adequacy of the
number of ANC visits adjusted to gestational age; 2. Modified Kessner Index; and 3. Adequacy of ANC laboratory
studies and exams summary measure according to parameters defined by the Ministry of Health in the Program for
Prenatal and Birth Care Humanization.

Results: Analyses revealed that LBW was associated with the number of ANC visits adjusted to gestational age
(OR = 1.78, 95% CI 1.32-2.34) and the ANC laboratory studies and exams summary measure (OR = 4.13, 95% CI
1.36-12.51). According to the modified Kessner Index, 64.4% of antenatal visits in the LBW group were adequate,
with no differences between groups.

Conclusions: Our data corroborate the association between inadequate number of ANC visits, laboratory studies
and exams, and increased risk of LBW newborns. No association was found between the modified Kessner Index as
a measure of adequacy of ANC and LBW. This finding reveals the low indices of coverage for basic actions already
well regulated in the Health System in Brazil. Despite the association found in the study, we cannot conclude that
LBW would be prevented only by an adequate ANC, as LBW is associated with factors of complex and multifactorial
etiology. The results could be used to plan monitoring measures and evaluate programs of health care assistance
during pregnancy, at delivery and to newborns, focusing on reduced LBW rates.
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Background
Birth weight reflects gestational conditions and develop-
ment in the fetal period. Low birth weight (LBW), de-
fined by the World Health Organization (WHO) as birth
weight less than 2,500 grams [1], may be a result of prema-
ture birth and/or intrauterine growth restriction. Research
and health programs have focused on LBW newborns, as
they are particularly vulnerable to the impacts of environ-
mental and social conditions. LBW has a complex etiology,
and LBW newborns experience higher mortality rates.
Therefore, studies on factors affecting LBW are of great
interest to the Brazilian Health System [2,3] and to many
middle- and low-income countries in the world [4]. Much
research has investigated LBW, with particular attention
paid to its etiology and population disparities, conse-
quences, and means of prevention [5-7].
Over the last few years, antenatal and childbirth care

in Brazil has improved, access to health services has
been extended [8], and social inequality has been re-
duced [9]. However, the Brazilian official data from the
last few years show that LBW rates have risen and are
higher in more developed regions. In Brazil, the rate of
LBW (per 1,000 live births) was 7.7 in 2000. It ranged
from 8.24 in 2004 to 8.5 in 2008. In an effort to under-
stand this unexpected finding, a number of studies were
conducted and no significant reduction in LBW preva-
lence was found among a number of Brazilian cities [10].
Regional differences have been attributed to the avail-
ability of prenatal and perinatal care rather than social
conditions [10]. Understanding these differences, as well
as LBW determinants in Brazil, is crucial for planning
actions to enhance the Public Health System, and by ex-
tension reducing the rate of LBW and improving health
outcomes for LBW infants [11].
To improve care and build on actions already established,

the Program for Prenatal and Birth Care Humanization
(PPBH) was implemented in 2000 along with additional
strategic actions to improve the quality of care of the preg-
nant woman and fetus [12]. All the health team in the Basic
Health Unit (including physicians and nurses) should be
qualified to perform the daily activities of this Program.
Monitoring of this activities is performed by using a System
of National Information on Prenatal (SISPRENATAL, in
Portuguese language acronym), with an increased transfer
of financial resources for the city which meets the goal of
prenatal care service, that is, since the registration of the
pregnant women until the consultation during puerperium
following the minimum recommended guidelines [12].
The PPBH guidelines recommend the following: ANC

by 17 weeks gestation; six physician visits minimum (one,
two and three visits in the first, second and third trimester,
respectively); measure the symphysis-fundal height; per-
form a number of laboratory tests during the first trimester
(blood typing; serology testing for toxoplasmosis, Human
Immunodeficiency Virus (HIV), syphilis and hepatitis B;
stool culture test; complete blood count; urine culture,
and; fasting blood glycemia); oncotic colpocytology; tet-
anus vaccination, and; establishment of groups of pregnant
women to be assisted on ANC, breastfeeding and newborn
care [12]. The obstetric ultrasound is not considered as be-
ing a routine exam in PPBH, and according to the Ministry
of Health, it is not necessary in normal prenatal care, ex-
cept for high-risk pregnant women [13]. However, this
exam was included in the Municipal Program of Prenatal
Care in the Basic Units of the study city, and at least one
exam was recommended at the beginning of gestation and
in the third trimester, if necessary – obstetric referral fo-
cusing the investigation on fetal abnormalities [14].
Moreover, the program raised the discussion about ante-

natal practices and their conceptual basis [15]. Major ac-
tions sought to establish a national model that would
guide the care provided, therefore ensuring pregnant
women the right of trusted and qualified care during ges-
tation, childbirth and the postpartum period [7,12,16].
The correlation between inadequate ANC and increased

rate of maternal and perinatal morbidity has been known
since as early as 1914, when studies reported that timely
detection and prompt treatment of pregnancy complica-
tions considerably reduced perinatal mortality from a var-
iety of causes, including prematurity, small for gestational
age (SGA) and LBW newborn [17-19].
Some studies suggest an association between adequacy

of ANC and birth outcomes and several prenatal care in-
dices are used to evaluate this association. Each of these
indices makes use of information on the time of prenatal
care initiation, the total number of prenatal visits, and
gestational age at birth. Therefore, prenatal care is cate-
gorized according to different analyses [20]. The most
widely-used indices include the Kessner Index [21], the
Graduated Prenatal Care Utilization Index (GINDEX) [22]
and the Adequacy of Prenatal Care Utilization (APNCU)
[23], and have been routinely used in the analysis of birth
outcomes. According to Heaman et al. (2008), the associ-
ation between inadequate ANC and preterm birth weight
and LBW has varied depending on the selection of the
prenatal care utilization index, and therefore careful con-
sideration of the methodological underpinnings and limi-
tations of prenatal indices is required [24].
In the last 15 years in Brazil, an increase in ANC

coverage and number of visits per pregnant woman has
been observed, and as of 2009, the percentage of preg-
nant women with no access to ANC was less than 2%
[25]. However, the prevalence of LBW in Brazil has been
stable since 2000 onward [26]. A reduction in the fre-
quency of intrauterine growth restriction has been re-
ported, and this finding may have offset the negative
effect of the increased frequency of preterm deliveries
on birth weight [26].
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The preterm birth rate in Brazil was 4.8 live births per
100 births in 1998, and 5.9 live births per 100 births in
2001 [25]. The preterm birth rate increased from 5.4%
to 7.3% and 3.4% to 7.4% in the Southern and Southeastern
regions between 1994 and 2005, respectively [27]. Studies
conducted in the Northern region between 1984 and 1998,
revealed that the prevalence of preterm births increased
from 3.8% to 10.2% [28]. There are few data on rates of
SGA newborns in Brazil. Zambonato et al. (2004) reported
values of 13.1% for this parameter in a study conducted in
a southern city of Brazil in 1996 [29].
The extent to which medical interventions such as

cesarean sections have contributed to the increase in
preterm infants has been much debated in Brazil. Some
studies report an association between these parameters,
while others report that preterm births have increased
equally for both vaginal and cesarean deliveries [28].
Moreover, the Brazilian woman’s preference for non-
medically indicated cesarean sections is associated with a
higher socioeconomic level, white ethnicity, higher educa-
tion and higher adequacy of ANC [30]. Regardless of so-
cioeconomic level, the demand for cesarean section seems
to be based on the belief that quality of obstetric care is
closely associated to the technology used in the surgical
birth [27], however, it may be responsible for the increased
preterm an LBW newborn rates in more developed re-
gions in Brazil, such as the South and Southeast [27,30].
Brazil is a country of great size and widespread re-

gional and social inequalities. The Unified Health System
(SUS, the Portuguese-language acronym) was imple-
mented by the 1988 Constitution, and is based on the
principle of health as a citizen’s right and duty of the
state. The development of primary health care, or basic
care as it is called in the SUS, has been the subject of
much attention in Brazil. The primary health care model
aims to provide universal access and comprehensive
health care, coordinating and expanding coverage to
more specialized levels of care (e.g. specialized care and
hospital care), and implementing intersectoral actions
for health promotion and disease prevention [26].
The Brazilian Health system has implemented several

information systems addressing different areas: epidemi-
ology, demographics, service production and other func-
tionalities. To record the Brazilian experience as accurately
as possible, the SUS has developed a number of important
national programs in the health area in the last 30 years
[31]. They are information systems with free public access
through passwords for health professionals, and are de-
tailed below:

– The System of Information on Live Births (SINASC,
the Portuguese language acronym) - registers the
demographic and health experience in the country,
providing information on live births;
– The Department of Informatics in the SUS
(DATASUS, the Portuguese language acronym) -
registers, compiles and disseminates data on health
from the SUS;

– The State System Foundation for Data Analysis
(SEADE, the Portuguese language acronym) -.
Because São Paulo is the biggest state in Brazil, this
system of information is able to present itemized
data of cities, registering a wide and updated range
of data and indicators that are indispensable for
comprehension of this rich, diversified and complex
region of the country.

The purpose of this study was to analyze ANC adequacy
and its relationship with LBW in the SUS of Brazil.

Methods
We conducted a case-control study in Botucatu, São
Paulo, Brazil, using data from the Live Birth Certificate
(LBC), a secondary data source within the SINASC
(public and free system available in Brazil), and the offi-
cial medical records of pregnant women, a primary data
source, recorded from the beginning of 2004 to the end
of 2008. To access patient medical records in the Public
University Hospital and Basic Health Units, permissions
were given by the responsible for the sectors of Neonatology
and Obstetrics of the Clinics Hospital and by the respon-
sible for the Municipal Department of Health in Botucatu
city. All permissions were provided as official documents
for the Research Ethics Committee at the time of the ap-
proval of the Project.
ANC was performed in 16 Basic Health Units (BHU),

which are primary health care centers, and outpatient
clinics of the Public University Hospital – Clinics Hospital
(CH), which are secondary health care centers. The follow-
up of high-risk pregnancies was performed in the out-
patient clinics.
Births took place in two maternity hospitals in the city,

the CH and a hospital affiliated with the SUS.
According to data from governmental sources (DATA-

SUS, SINASC and SEADE), a total of 8,442 live newborns
including 860 LBW newborns were born during the study
period [25,32]. All LBW newborns were included in this
study.
The case group consisted of all LBW newborns, as de-

fined by the WHO [1] less than 2,500 grams, that were
born during the study period. The control group consisted
of a random sample of 860 live newborns weighing greater
than or equal to 2,500 grams. For each year of the study,
the same number of newborns was referred to the case
group and the control group. The control group was as-
sembled by randomly sampling from a list of LBC num-
bers. The number of the medical chart of each pregnant
woman was located through the Municipal Information
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System of Health, and later matched to her medical chart
in the BHU and CH (Figure 1). There was no matching of
controls to cases based on maternal characteristics, as one
of the study aims was identify maternal risk factors for
LBW.
After establishing the two groups, the analysis of ANC

adequacy was performed for all newborns that were
recorded on the medical charts of pregnant women
All live newborns in Botucatu

All low weight newborns in the period (n = 
860) 

(Case group)

1720 newborns a

Based on the newborn’s mother’s name 

Prenatal data survey of records in m

With no enrollment in servic

1512: searched m

Medical charts not foun
Medical charts with no record
Medical charts with record

Case group
Birth weight < 2500g

n = 511

Figure 1 Flowchart of the study population, data source and study g
pregnant women in Primary Health Care Units and Clinics Hospital. A t
born during the study period. The case group consisted of all LBW ne
study period. The control group consisted of a random sample of 860
After establishing the two groups, the analysis of ANC adequacy was p
charts of pregnant women that received ANC in health units registered
that received ANC in health units registered in the SUS
(Figure 1). The focus of this study was the evaluation of
SUS users. For analyses of adequacy and content of ANC,
three measurements were considered. An outline is shown
in Figure 2.

1. Adequacy of the number of ANC visits adjusted to
gestational age – seven visits or more when
, 2004 to 2008 (n = 8442)

Random sample of non-low weight 
newborn (n = 860)

(Control group)

nd pregnant women 

– no.and place of enrollment at SUS

edical files from BHU and the CH 

es at SUS - 208 (12.1%)

edical charts

d (loss) - 86 (5%)
s of visits - 377 (21.9%)
s of visits - 1049 (61%)

Control group
Birth weight ≥ 2500g

n = 538

roups. Source: Information System of Live Births and Records of
otal of 8,442 live newborns including 860 LBW newborns were
wborns, as defined by the WHO [1], that were born during the
live newborns weighing greater than or equal to 2,500 grams.
erformed for all newborns that were recorded on the medical
in the SUS.
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gestational age was equal to or more than 37 weeks
was deemed adequate [12]. For gestational age less
than 37 weeks, the number of expected ANC visits
was graded by gestational age.

2. The modified Kessner Index – defined according
to the number of ANC visits and the initiation
of ANC. The modified Kessner Index was used
for the Brazilian proposal in the PPBH [12,23,33].
According to the modified Kessner Index,
ANC was deemed adequate when 100% of
expected visits were attended and ANC began
by 17 weeks gestation, while ANC was deemed
inadequate when less than 100% of expected visits
were attended or ANC began after 17 weeks
gestation.
1. Initiatio

≤ 17 weeks

2. Number o

Gestation (weeks) Number of an

22 or fewer

23–27

28–31

32–36

37 or more

100% expected for gestational age

= Adequate

3. Time  of i

Minimum per t

First Labora

Third Labora

Any time Clinic

≤ 17 weeks At l

All interventions occurred according to 

the time table

= Adequate

N

t

Figure 2 Outline of adequacy of ANC and content of care. For analyses
1. Adequacy of the number of ANC visits adjusted to gestational age– seven
was deemed adequate. For gestational age less than 37 weeks, the number o
Kessner Index– defined according to the number of ANC visits and the initiat
ANC was deemed adequate when 100% of expected visits were attended an
when less than 100% of expected visits were attended or ANC began after 17
measure. Adequacy based on PPBH and Municipal Protocol [12,14]. ANC was
when any one of the three criteria was not met.
3. The ANC laboratory studies and exams summary
measure – defined according to: a) the procedures
routinely recommended in Brazil [12] such as
complementary exams in the first and third
trimesters of gestation (Figure 2; Table 1); b) clinical
breast examination recorded in any medical visit
during the gestational period; and c) at least one
ultrasound at the beginning of follow-up until the
17th week [14] or at any time in high risk gestation
[13]. ANC was considered adequate when all three
criteria were met, and inadequate when any one of
the three criteria was not met.

All data included in the indices above were collected
from the medical records of pregnant women, and, as
n of ANC¹

> 17weeks = Inadequate

f ANC Visits

tenatal care visits expected ²

1–3

4 or more

5 or more

6 or more

7 or more

< 100% expected for gestational age

= Inadequate

nterventions¹

rimester¹,²

tory studies and exams

tory studies and exams

al breast examination

east one ultrasound

ot all interventions occurred according 

o the time table

= Inadequate

of adequacy and content of ANC, three measurements were considered.
visits or more when gestational age was equal to or more than 37 weeks
f expected ANC visits was adjusted by gestational age; 2. The modified
ion of ANC, according to the Brazilian proposal in the PPBH [12,23,33].
d ANC began by 17 weeks gestation, while ANC was deemed inadequate
weeks gestation; 3. The ANC laboratory studies and exams summary
considered adequate when all three criteria were met, and inadequate



Table 1 Complementary exams routinely recommended
in Brazil according to trimesters of gestation

Trimester Exams

First Cervical colpocytology and laboratorial exams: blood
typing; serology for Human Immunodeficiency Virus (HIV),
Syphilis and Hepatitis B; stool culture test; complete
blood count; urine culture and fasting blood glycemia

Third Serology for Syphilis and AIDS, and if necessary for
Toxoplasmosis and Hepatitis B; urine culture and fasting
blood glycemia

First, Second
or Third

Ultrasound – at least one

Source: Program for Prenatal and Birth Care Humanization and Municipal
Protocol [12,14].

Table 2 Distribution of the number of newborns per year
according to the study groups

GROUP Number of newborns per year Total

2004 2005 2006 2007 2008 p

I – Case (<2500 g) 112 96 98 107 98 511 0.49

II – Control (≥2500 g) 108 97 122 122 89 538

Total 220 193 220 229 187 1049

Source: SEADE – database from São Paulo state [32].
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laboratory studies and exams are mandatory in the first
and third trimesters (Table 1) according to PPBH recom-
mendations, a Yes/No rating system was used to evaluate
the performance of the exams [34,35].

Statistical analysis
A database was built using Microsoft Office Excel 2007
(Washington, USA), and analyzed by the Statistical Ana-
lysis System (SAS, North Carolina, USA), version 9.2.
The chi-square test was used to evaluate the associ-

ation among variables. The significance level was 5%
(alpha = 0.05) for rejection of the null hypothesis.
In the multivariable analysis, a logistic regression model

was used to investigate LBW as a dependent variable in re-
lation to other variables of interest. For multivariable ana-
lyses, p-value, calculated by Wald test, was considered
significant for p ≤ 0.05. To determine the effect of each vari-
able on low birth weight, odds ratios with 95% confidence
intervals were calculated using the logistic regression model
with k explanatory variables [36]. The minimum power of
the statistical test was 80%.
Following the ethical principles established in the Helsinki

Declaration, this study was evaluated and approved by the
Research Ethics Committee (REC) of Botucatu Medical
School/UNESP (3372/2009) and the REC of the Federal
University of São Paulo/UNIFESP (0280/2010).
The manuscript is in conformity with the Strengthening

the Reporting of Observational studies in Epidemiology
(STROBE guidelines), and all recommendations were in-
cluded in the study.

Results
A total of 1720 protocols for all newborns were filled
out, for which 1049 charts containing records of preg-
nant women with ANC registered with the SUS were
analyzed (Figure 1). Under the guidance of PPBH [12]
for ANC, if a procedure had not been recorded, it was
assumed that it had not been performed.
The study groups consisted of 511 and 538 newborns

in the case and control groups, respectively (Table 2). No
statistically significant difference was found between the
number of newborns per year by study groups (p = 0.49).
Forty-seven medical records lacked information on the

trimester of ANC initiation, 31 (6.1%) in the case group
and 16 (2.9%) in the control group (Table 3). No infor-
mation on some of the laboratory studies and exams was
found for 223 (43.6%) of pregnant women in the case
group, and for 253 (47.0%) of the pregnant women in the
control group (Table 3). There was no statistically signifi-
cant difference in the size of the two groups due this loss
of information (p = 0.49).
Mean, standard deviation (SD) and range of the number

of ANC visits and gestational age at the beginning of ANC
are shown in Table 3. A statistically significant difference
was found between groups for the number of ANC visits
attended.
Concerning adequacy of the number of ANC visits by

gestational age (Figure 3), a statistically significant differ-
ence was found between the case and control groups (p <
0.001), with a lower percentage of adequacy in the group
with LBW newborns, OR = 1.78, 95% CI 1.32-2.34. This
finding shows that the number of inadequate ANC visits
is associated with LBW, and therefore a higher probability
of LBW newborns.
The modified Kessner Index showed lower percentage

of adequacy of ANC associated with LBW, 64.4% and
61.3% for case and control groups, respectively (p-value =
0.21), the statistical analysis shows that this measurement
is not associated with increased risk of LBW (Table 4).
Analyzing the content of the modified Kessner Index
(Table 3), the difference found between the groups con-
cerning number of adequate visits adjusted to gestational
age was statistically significant. However, no difference was
found concerning beginning of antenatal follow-up be-
tween the groups, although a higher percentage of ad-
equacy was found for the LBW group.
In the analysis of ANC according to primary or second-

ary health care level – BHU and outpatient clinics in CH,
respectively) shown in Figure 4, a statistically significant
difference was found between groups according to levels of
care and the first and third measures of quality of ANC.
The highest adequacy of ANC was found in the primary
health care. For the first measure, adequacy was 75.4%
and 81.8% in the Case and Control groups (p-value = 0.03),



Table 3 Content and procedures of antenatal care by group

ANC procedures Case group Control group p

(<2500 g) (≥2500 g)

Mean SD Range Mean SD Range

Number of ANC visits 16.9 6.9 2–41 18 6.9 4 - 44 0.001

Number of gestational weeks at the first ANC visit1 13.5 6.2 4 - 36.4 13.6 8.2 1.6-33.6 0.810

Number of ANC visits N = 511 % N=538 % p

Adequate 351 68.7 433 80.5 < 0.001

Initiation of ANC¹

≤ 17 weeks > 17weeks ≤ 17 weeks ≤ 17 weeks p

N % N % N % N %
0.85

370 77.1 110 22.9 399 76.4 123 23.6

Laboratory studies and exams N= 511² % N= 538² % p

Adequate 272 94.4 281 98.6 0.007

Source: Records of pregnant women in Primary Health Care Units and Clinics Hospital.
1No information Case group 31 (6.1%); Control group 16 (2.9%).
2No Information Case group 223 (43.6%); Control group 253 (47.0%).
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respectively. For the third measure, adequacy of ANC
was 54.4% and 69.0% in the Case and Control groups
(p-value < 0.01), respectively. A higher adequacy of first
and third measures of quality of ANC for the Control
group in primary health care level, and for the Case group
in secondary health care level was statistically significant
(p-value <0.05) (Figure 4).
According to the ANC laboratory studies and exams

summary measure, which includes laboratory studies
and exams, a lower percentage of adequacy was found
for the case group. Table 3 shows the set of criteria used
for evaluation of adequacy and content of ANC. Accord-
ing to our analyses, this measurement was associated
with increased risk of LBW newborns (OR = 4.13, 95%
CI 1.36-12.51).

Discussion
In this study, two out of three measurements used to de-
termine the adequacy of ANC were shown to be associ-
ated with LBW, as follows: Adequacy of the number of
14
45

153 139

0 0 13

415

0

100

200

300

400

500

Number 
of adequate 

visits

Gestational age(

Figure 3 Distribution of frequency of visits according to gestational a
in Primary Health Care Units and Clinics Hospital. Proposition of adequacy
weeks, in the case and control groups.
ANC visits adjusted to gestational age and the ANC la-
boratory studies and exams summary measure. This find-
ing corroborates the hypothesis that an inadequate
number of antenatal visits is associated with LBW. Obser-
vational studies have demonstrated the benefits of this as-
sistance, and associations have been observed between a
higher number of visits and more favorable outcomes, for
example, adequate weight of newborns [37,38]. Moreover,
socioeconomic inequalities, demographic factors and be-
havioral risk factors are still important factors associated
with inadequate ANC in developing countries [39].
The relationship between LBW and the procedures in-

cluded in ANC still requires investigation. According to
Silveira and Santos (2004), study design, the chosen indi-
cator of antenatal adequacy, and data sources and ana-
lyses can impact study results and lead to different
conclusions on the same issue, making study comparison
difficult [40]. In this study, a re-analysis was performed
so that eliminating the categorical element, appropriate
number of ANC visits by gestational age, a component
0

351

5

433

weeks)

Case Group(N=511)

Control Group(N=538)

ge and adequacy1 in groups. Source: Records of pregnant women
adapted for PPBH guidelines [12], according the gestational age in



Table 4 Adequacy of antenatal care by group and criteria

Criterion of adequacy Group p

Case group Control group

(<2500 g) (≥2500 g)

Adequate Adequate

N = 511 % N = 538 %

1. Number of visits1 351 68.7 433 80.5 < 0.001

2. Modified Kessner Index2 299 64.4 330 61.3 0.210

3. Antenatal care3 272 94.4 281 98.6 0.007

Source: Records of pregnant women in Primary Health Care Units and
Clinics Hospital.
1Adequacy based on PPBH [12]; 2No information Case group 31 (6.1%); Control
group 16 (2.9%);
3No Information Case group 223 (43.6%); Control group 253 (47.0%).
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of the third criterion of ANC quality, the result was
changed from no association to significant association of
laboratory studies and examination with LBW.
The criterion used for evaluation of adequacy and con-

tent of ANC is crucial, and the more specific it is, the
better it reflects the local reality of the study and pro-
vides information for discussion on the care delivered
[34,41]. In this study, the modified Kessner index was
used because it is one of the main indices currently re-
ported in the literature to measure adequacy of ANC
[21-23]. Different definitions and limitations of the main
indices have been reported that are separate from the
method used to evaluate ANC [42].
We used the modified Kessner Index with the aim of

better evaluating ANC [12,23,33]. The adequacy of num-
ber of visits by gestational age was used incorporated into
the index in this study, since preterm gestation should not
be compared with term gestation for the number of visits.
0
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P
e
r
c
e
n
t
a
g
e

Figure 4 Distribution of primary and secondary health care level of A
women in Primary Health Care Units and Clinics Hospital. 1p value = 0.03; 2

secondary health care level – BHU and outpatient clinics in CH, respec
in this study.
Even so, no association was found between the modified
Kessner Index and LBW.
In other studies conducted in Brazil in which the same

indices were used, some authors reported ANC adequacy
of 10.7% for the LBW group [4], while others reported
values of 38.4% and 60% for this parameter [43,44]. The
last two studies used the same index as our study, al-
though with no specific differentiation for their relation-
ship with the birth weight.
In this study, the number of visits by gestational age was

associated with LBW. This association was found through
the multivariable statistical analysis, and it was the
contributing factor for the reduction in adequacy of ANC.
The early initiation of ANC and adequate number of visits
enables access to diagnostic and therapeutic methods for
several pathologies that have serious repercussions on
newborn and maternal health [45]. Our study showed that
late initiation of ANC was neither a contributing factor
for reducing ANC adequacy nor related to LBW.
We would like to point out that ANC protocols from

other countries recommend that ANC begin prior to
12 weeks gestation [46], which could contribute to the
ANC inadequacy observed in both of our study groups.
In Brazil, the interface between the public and private

healthcare sectors has evolved over time, and yet it re-
mains a constant source of conflict [47,48]. The mixture
of public and private investment in healthcare services
also leads to distortions in the use of procedures accord-
ing to how much the government will reimburse private
providers for a specific intervention [49].
In our study, one of the explanations for the low ANC

adequacy indices could be that many mothers begin
ANC using a private health care plan, and then complete
Primary Secondary

Control Case

ANC Laboratory 
studies and exams ²

Groupsare Center

NC and adequacy measures in groups. Source: Records of pregnant
p-value < 0.01. Analysis of ANC in the groups according to primary or
tively, and the first and third measures of quality of ANC proposed
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it in a BHU or CH, so that the childbirth is funded by the
Public Health System. A likely reason for this is that some
private health plans in Brazil cover only medical visits.
This process could lead to underreporting of antenatal
visits, as well as to the late initiation of ANC documented
in this study. There is a need for better evaluation to con-
firm that this scenario occurs.
ANC consists of many items, and there is a chain of

events related to a basic prerequisite, that is, the early initi-
ation of follow-up by the pregnant woman, which would
enable monitoring of the proposed actions. The proposed
actions will lead to high quality ANC, and as a result, preg-
nancies with good outcomes. Therefore, the great challenge
to be overcome by ANC providers is to make available the
set of activities proposed for all women in a timely fashion,
so that good outcomes are reached with a reduction in the
rate of LBW.
Higher adequacy of number of visits adjusted to gesta-

tional age and ANC laboratory studies and exams sum-
mary measure in prenatal care performed in the primary
health care units shows that a close bond between the
pregnant women and the BHUs has led to an early start-
ing of follow up, and as a consequence, a higher number
of visits and exams as suggested by the PPBH, whereas
prenatal care of high-risk pregnant women were referred
to the secondary level of health care. Therefore, the limi-
tations of this study could be the lack of differentiation
between these measures according to period of gestation
at the beginning of prenatal follow-up, and a more indi-
vidualized analysis of exams in the secondary level of
health care. The number of visits were not considered in
this analysis and exams previously performed in the pri-
mary level of health care. The closer bond between the
pregnant women and the BHU may have kept some
pregnant women in the ANC follow up at this level of
health care, even being referred to the secondary level of
health care. The significantly higher adequacy of both
measures for the Control group in primary health care
level, and significantly higher adequacy for the Case group
in secondary health care level are not unexpected findings
- since pregnancies in the case group have already been
identified as being at high risk, and should be receiving a
different care pathway in more specialized level of care.
A number of questions arise from the findings pre-

sented: Because primary health care is equipped with
well-defined technology for ANC, which is clearly estab-
lished in the SUS in Brazil, why do we still find low
ANC adequacy indices? Do health services have a suffi-
cient number of skilled professionals or is a lack of suffi-
cient human resources contributing to low ANC adequacy?
Despite the established protocols, are there barriers to
ANC access in primary care?
The PPBH has been used in Brazil since 2000, and an

effective monitoring of its actions has been held through
the SISPRENATAL. Thus, it is considered that a good
level of awareness of its practices exists among health
professionals who work in primary health care in the
SUS [50]. Another question which arises from the find-
ings of this study concerns the reason why health profes-
sionals of ANC do not follow the guidelines. Is there a
lack of knowledge regarding their importance? Should
there be better professional training in this guideline?
Striking improvement in access to services and in

coverage levels in Brazil has been reported for most
health interventions, but it has also been pointed out
that the quality of services provided by the SUS is some-
times below the expected level, for example, concerning
ANC [49]. Poor quality of care is related to institutional
issues, such as high turnover of health workers in pri-
mary health care, and difficulties in recruiting skilled
physicians for small cities that are removed from major
urban centers [51]. Likewise, Brazilian studies conducted
in some mid-sized and large cities have reported too
many medical interventions in obstetric care for vaginal
births. At the same time, the use of labor monitoring,
such as partograms, and measurement of maternal arter-
ial blood pressure and fetal heartbeats is low [52,53].
The failure to measure maternal blood pressure and aus-
cultate fetal heartbeats reveals a major technical failure
in the care process, contrary to the purpose of decreas-
ing maternal and neonatal mortality. Changes in these
parameters show the need to hasten the delivery or to
transfer the patient to a more complex level of care.
Also, heartbeat auscultation is essential for evaluation of
fetal vitality and subsequent conduct [52].
Cases of difficult access and fragmentation between pri-

mary (antenatal) care and hospital (birth) care have been
reported [53]. Even in cities like Botucatu, a reference cen-
ter because of the existing Public University Hospital – CH,
the turnover rate of health professionals is high in the
BHUs, which may jeopardize access to or quality of ANC.
Cesarean section rates in Brazil have increased steadily,

and today they account for more than half the deliveries,
although WHO recommendations based on medical cri-
teria are of 15% [54]. This finding may be explained by
non-medically indicated cesareans, which show non clin-
ical factors having greater importance than clinical factors
in cesarean indices in Brazil. One of the consequences of
non-medically indicated cesareans is the increase in pre-
maturity [30]. In 2009, for the first time, the number of
newborns born by this type of procedure was greater than
those born by vaginal births. Cesarean section is associ-
ated with several adverse effects on women and newborns
[27]. Recent evidence suggests that increased rates of
preterm births and LBW in Brazil are associated with
increased rates of cesarean sections and labor induction,
and they may be associated with an increase in severe
near-miss neonatal morbidity [27]. This discussion was
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previously inserted in the study on risk factors for LBW,
as the authors reported higher occurrence of cesarean sec-
tions in the LBW group than in the adequate weight
group. Cesarean sections were more often performed in
the CH, in which deliveries with a higher risk of maternal
or fetal complications at birth occurred [55]. The place of
delivery could be justified as a search for better perinatal
outcomes because university hospitals are able to provide
the intensive neonatal care usually required by these new-
borns [56].
According to the National Commission on Social De-

terminants of Health, the effects of the educational level
are expressed in different ways, such as in the perception
of health problems; ability to understand health informa-
tion; adoption of healthy life styles; use of health services,
and compliance with therapeutic procedures. The per-
formance of preventive exams for breast and cervix cancer
as well as prenatal visits are good examples of inequalities
related to access and use of health services according to
the level of education [57]. Maternal education, available
in the data source of this study, was the only socioeco-
nomic indicator evaluated, and no statistically significant
difference was found concerning this parameter between
the groups. Thus, according to the socioeconomic status,
there was no interference in the access to exams consider-
ing the two groups . An important point in the access to
better resources in this study are the fundamentals of the
public health system in Brazil, the SUS, which makes the
access to health care services and exams available in its
entirety and for all, at different levels of health care re-
gardless of socioeconomic status.
We consider that for a more comprehensive discussion

on social causes of inequalities of Health in Brazil and
their relationship with LBW, a better characterization of
the socioeconomic status of the pregnant women popu-
lation would make contributions to further studies.
The authors of this study decided to make up the third

quality criterion of ANC including the ultrasound exam.
Despite controversies of using it as a routine exam, as
there is no evidence-based recommendation, this exam
was included as a routine procedure in the Basic Units in
the study city according to the Municipal Protocol [14].
Antenatal care of high-risk pregnant women was per-
formed in the CH, for whom the ultrasound is considered
a routine and complementary exam [13].
Our study has a number of strengths and some limita-

tions, such as the lack of medical records on prenatal
follow-ups, initiation of ANC, laboratory studies and
exams. We believe these limitations had no effect on the
results, as they were equally distributed between both
groups. Also, despite the fact that the SUS in Brazil pro-
vides free access and is available to all the population, a
segment of the Brazilian population receives ANC in a
private health care setting. The study of ANC in this
environment can contribute further insight into the rela-
tionship between ANC adequacy and LBW.
The adjusted multivariable analysis of LBW risk factors

including maternal smoking, among others, was conducted
and discussed by the authors elsewhere, and no association
between inadequate ANC and LBW was found [55].
We believe that other institutions in middle- and low-

income countries could use the methodology applied in
this study to gain insight into the relationship between
ANC and LBW. Such uptake would be a valuable contri-
bution to research into maternal-infant health, and assist
in the promotion of equity in health.

Conclusions
Our data support the association between an inadequate
number of prenatal visits and ANC laboratory studies
and exams with increased risk of LBW newborns. It also
includes low indices of coverage for basic actions already
well regulated in the SUS in Brazil.
Despite the association found in the study, we cannot

conclude that LBW would be prevented only by an ad-
equate ANC, as LBW is associated with factors of com-
plex and multifactorial etiology.
The results could be used to develop monitoring mea-

sures and evaluation programs of health care assistance
during pregnancy, at delivery and to newborns, focusing
on a reduction in LBW rates.
In Brazil, there is a need for integrated strategies to pro-

mote social demographic and cultural development of
women’s reproductive health, but not only during preg-
nancy. Accordingly, higher levels of awareness of ANC
and its improvement of maternal and infant health could
be reached. Further studies on the evaluation of quality of
ANC experienced by women associated with better evalu-
ation of barriers to ANC access could bring some im-
provement on this issue.
*Acronym is based on the Portuguese-language name.
Abbreviations
ANC: Antenatal care; LBW: Low birth weight; PPBH: Program for Prenatal and
Birth Care Humanization; SGA: Small for gestational age; SUS*: Unified Health
System; SINASC*: Information system of live births; LBC: Live birth certificate;
BHU: Basic Health Unit; CH: Clinics Hospital; SEADE*: State System
Foundation for Data Analysis; DATASUS: Informatic Department of SUS*;
SAS: Statistical Analysis System; REC: Research Ethics Committee;
SE: Socioeconomic Status; US: Ultrasound exam.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
All authors have made substantial contributions to the study and endorsed
data and conclusions. CRBF identified the research question, conducted the
analyses and wrote the first draft of the article. LRC contributed to the
analysis and assisted in the editing of the article. RFP, MWLS contributed to
identification of the research question, interpretation of findings and writing
of the article. All authors have read and approved the final manuscript.



Fonseca et al. BMC Pregnancy and Childbirth 2014, 14:255 Page 11 of 12
http://www.biomedcentral.com/1471-2393/14/255
Acknowledgments
We are grateful to all study participants. We thank Rosangela Maria Giarola,
Eliana Lovissuto Iessi, and Maria Luiza Neris Caldas for research assistance in
data collection. We thank Maria Inez Escobedo and Edanz Group Global for
assistance in English language editing.
This manuscript preparation was funded by the Dean’s Office for Research
Projects, (PROPE, the Portuguese language acronym), UNESP - Paulista State
University. We are grateful for this very important support.

Author details
1Department of Pediatrics, Botucatu Medical School, Paulista State University,
UNESP, Botucatu, São Paulo, Brazil. 2Department of Pediatrics, Federal
University of São Paulo, UNIFESP, São Paulo, São Paulo, Brazil. 3Department of
Biostatistics, Institute of Biosciences, Paulista State University, UNESP,
Botucatu, São Paulo, Brazil.

Received: 12 March 2013 Accepted: 22 July 2014
Published: 1 August 2014
References
1. World Health Organization: Pregnancy and Abortion in Adolescence. Geneva:

WHO; 1975.
2. D’Orsi E, Carvalho MS: Perfil de nascimentos no Município do Rio de

Janeiro: uma análise espacial. Cad Saúde Pública 1998, 14:367–379.
3. Nascimento LFC: Análise hierarquizada de fatores de risco para baixo

peso ao nascimento. Rev Paul Pediatr 2005, 23:76–82.
4. Blanc AK, Wardlaw T: Monitoring low birth weight: an evaluation of

international estimates and an updated estimation procedure. Bull World
Health Organ 2005, 83:178–185.

5. Goldani MZ, Barbieri MA, Silva AAM, Bettiol H: Trends in prenatal care use
and low birth weight in southeast Brazil. Am J Public Health 2004,
94:1366–1371.

6. Santos GHN, Martins MG, Sousa MS: Pregnancy during adolescence and
low birth weight related factors. Rev Bras Ginecol Obstet 2008, 30:224–231.

7. Muglia LJ, Katz M: The enigma of spontaneous preterm birth. N Engl J
Med 2010, 362:529–535.

8. Brasil. Ministério da Saúde. Centro Brasileiro de Análise e Planejamento:
Gestational, childbirth and puerperium assistance: regional differential
and socioeconomic inequalities. In National Research on Child and Woman
Demography and Health - PNDS 2006: Dimensions of the Reproductive Process
and Health of the Child. Brasília: Ministério da Saúde; 2009:151–170.

9. Escola Nacional de Saúde Pública: Brasil Diminui Desigualdade Social a Cada
Ano. Rio de Janeiro: Informe ENSP; 2010. ENSP [http://www.ensp.fiocruz.br/
portal-ensp/informe/materia/index.php]

10. Silva AAM, Silva LM, Barbieri MA, Bettiol H, Carvalho LM, Ribeiro VS, Goldani
MZ: The epidemiologic paradox of low birth weight in Brazil. Rev Saude
Publica 2010, 44:767–775.

11. Caçola P, Bobbio TG: Low birth weight and changes in motor
development: the reality today. Rev Paul Pediatr 2010, 28:70–76.

12. Brasil. Ministério da Saúde. Secretaria de Políticas de Saúde, Área Técnica de
Saúde da Mulher: Programa de Humanização no Cuidado Pré-Natal e
Nascimento. Brasília: Ministério da Saúde; 2000.

13. Brasil. Ministério da Saúde. Secretaria de Atenção à Saúde. Área Técnica de
Saúde da Mulher: Pré-Natal e Puerpério: Atenção Qualificada e Humanizada –
Manual Técnico. Brasília: Ministério da Saúde; 2006.

14. Secretaria Municipal de Saúde. Protocolo das Unidades de Saúde:
Sistematização da Assistência de Enfermagem. Botucatu 2003-2006. Botucatu:
Secretaria Municipal de Saúde; 2006.

15. Almeida CAL, Tanaka OU: Perspectiva das mulheres na avaliação do
Programa de Humanização do Pré-Natal e Nascimento. Rev Saúde Pública
2009, 43:98–104.

16. Silva JLP, Cecatti JG, Serruya SJ: A qualidade do pré-natal no Brasil. Rev Bras
Ginecol Obstet 2005, 27:103–105.

17. Okoroh EM, Coonrod DV, Chapple K, Drachman D: Are neonatal
morbidities associated with no prenatal care different from those
associated with inadequate prenatal care? Open J Obstet Gynecol
2012, 2:89–97.

18. Chen X-K, Wen SW, Yang Q, Walker MC: Adequacy of prenatal care and
neonatal mortality in infants born to mothers with and without antenatal
high-risk conditions. Aust N Z J Obstet Gynaecol 2007, 47:122–127.
19. Debiec KE, Paul KJ, Mitchell CM, Hitti JE: Inadequate prenatal care and risk
of preterm delivery among adolescents: a retrospective study over 10
years. Am J Obstet Gynecol 2010, 203:122.e1-6.

20. Vander Weele TJ, Lantos JD, Siddique J, Lauderdale DS: A comparison of
four prenatal care indices in birth outcome models: Comparable results
for predicting small-for-gestational-age outcome but different results for
preterm birth or infant mortality. J Clin Epidemiol 2009, 62:438–445.

21. Kessner D, Singer D, Kalk C, Schlesinger E: Infant Death: An Analysis by
Maternal Risk and Health Care. Washington, D.C: Institute of Medicine; 1973.

22. Alexander GR, Cornely DA: Prenatal care utilization: its measurement and
relationship to pregnancy outcome. Am J Prev Med 1987, 3:243–253.

23. Kotelchuck M: An evaluation of the Kessner adequacy of prenatal care
index and a propose adequacy of prenatal care utilization index. Am J
Public Health 1994, 84:1414–1420.

24. Heaman MI, Newburn-Cook CV, Green CG, Elliott LJ, Helewa ME: Inadequate
prenatal care and its association with adverse pregnancy outcomes: A
comparison of indices. BMC Pregnancy Childbirth 2008, 8:15 [http://www.
biomedcentral.com/1471-2393/8/15]

25. Datasus: Indicators and basic data. [http://tabnet.datasus.gov.br]
26. Victora CG, Aquino EML, Leal MC, Monteiro CA, Barros FC, Szwarcwald CL:

Maternal and child health in Brazil: progress and challenges. Lancet 2011,
377(9780):1863–1876.

27. Leal MC, Silva AA, Dias MA, Gama SG, Rattner D, Moreira ME, Filha MM,
Domingues RM, Pereira AP, Torres JA, Bittencourt SD, D’Orsi E, Cunha AJ,
Leite AJ, Cavalcante RS, Lansky S, Diniz CS, Szwarcwald CL: Birth in Brazil:
national survey into labour and birth. Reprod Health 2012, 9:15
[http://www.reproductive-health-journal.com/content/9/1/15]

28. Silveira MF, Santos IS, Barros AJD, Matijasevich A, Barros FC, Victora CG:
Aumento da prematuridade no Brasil: revisão de estudos de base
populacional. Rev Saúde Pública 2008, 42:957–964.

29. Zambonato AMK, Pinheiro RT, Horta BL, Tomasi E: Risk factors for small-
for-gestational age births among infants in Brazil Rev Saúde Pública 2004,
38:24–29.

30. Santos TT: Evidências de Indução de demanda por parto cesáreo no Brasil.
Dissertação. Universidade Federal de Minas Gerais: Centro de
Desenvolvimento e Planejamento Regional, Faculdade de Ciências
Econômicas; 2011.

31. Brasil. Ministério da Saúde. Organização Pan-Americana da Saúde, Fundação
Oswaldo Cruz: Sistemas de Informações de Saúde de Abrangência Nacional.
In A experiência brasileira em sistemas de informação em saúde. Brasília: Editora
do Ministério da Saúde; 2009:8–9.

32. Fundação Sistema Estadual de Análise de Dados: Estatísticas vitais. Data
and vital statistics. [http://www.seade.gov.br/]

33. Kogan MD, Martin JA, Alexander GR, Kotelchuck M, Ventura SJ, Frigoletto F:
The changing pattern of prenatal care utilization in the United
States, 1981–1995, using different prenatal care indices. JAMA 1998,
279:1623–1628.

34. Parada CMGL: An evaluation of the prenatal and puerperal care provided
in an upstate region of the State of São Paulo in 2005. Rev Bras Saude
Matern Infant 2008, 8:113–124.

35. Oliveira RLA, Fonseca CRB, Carvalhaes MABL, Parada CMG: Evaluation of
pre-natal care from the perspective of different models in primary care.
Rev Latino-Am. Enfermagem 2013, 21:546–553.

36. Fisher LD: Biostatistics: a methodology for the Health Sciences. New York:
Wiley-Interscience; 1993.

37. Barros FC, Bhutta ZA, Batra M, Hansen TN, Victora CG, Rubens CE, GAPPS
Review Group: Global report on preterm and stillbirth (3 of 7): evidence
for effectiveness of interventions. BMC Pregnancy Childbirth 2010,
10(Suppl 1):S3.

38. Wehby GL, Murray JC, Castilla EE, Lopez-Camelo JS, Ohsfeldt RL: Prenatal
care effectiveness and utilization in Brazil. Health Policy Plan 2009,
24:175–188.

39. Ribeiro ERO, Guimarães AMDN, Bettiol H, Lima DDF, Almeida MLD, Souza L,
Silva AAM, Gurgel RQ: Risk factors for inadequate prenatal care use in the
metropolitan area of Aracaju, Northeast Brazil. BMC Pregnancy and
Childbirth 2009, 9:31 [http://www.biomedcentral.com/1471-2393/9/31]

40. Silveira DS, Santos IS: Adequação do pré-natal e peso ao nascer: uma
revisão sistemática. Cad Saúde Pública 2004, 20:1160–1168.

41. Nascimento ER, Rodrigues QP, Almeida MS: Indicadores de qualidade
da assistência pré-natal em Salvador – Bahia. Acta Paul Enferm 2007,
20:311–315.

http://www.ensp.fiocruz.br/portal-ensp/informe/materia/index.php
http://www.ensp.fiocruz.br/portal-ensp/informe/materia/index.php
http://www.biomedcentral.com/1471-2393/8/15
http://www.biomedcentral.com/1471-2393/8/15
http://tabnet.datasus.gov.br
http://www.reproductive-health-journal.com/content/9/1/15
http://www.seade.gov.br/
http://www.biomedcentral.com/1471-2393/9/31


Fonseca et al. BMC Pregnancy and Childbirth 2014, 14:255 Page 12 of 12
http://www.biomedcentral.com/1471-2393/14/255
42. Raatikainen K, Heiskanen N, Heinonen S: Under-attending free antenatal
care is associated with adverse pregnancy outcomes. BMC Public Health
2007, 7:268.

43. Koffman MD, Bonadio IC: Avaliação da atenção pré-natal em uma
instituição filantrópica da cidade de São Paulo. Rev Bras Saúde Mater
Infant 2005, 5:523–532.

44. Gonçalves CV, Dias-da-Costa JS, Duarte G, Marcolin AC, Garlet G, Sakai AF,
Bianchi MS: Exame clínico das mamas em consultas de pré-natal: análise
da cobertura e de fatores associados em município do Rio Grande do
Sul, Brasil. Cad Saúde Pública 2008, 24:1783–1790.

45. Domingues RMSM, Hartz ZMA, Dias MAB, Leal MC: Avaliação da
adequação da assistência pré-natal na rede SUS do Município do Rio de
Janeiro, Brasil. Cad Saúde Pública 2012, 28:425–437.

46. National Institute for Health and Clinical Excellence: Antenatal care: routine
care for the healthy pregnant woman. Clinical Guideline [http://www.nice.
org.uk/guidance/cg62/resources/antenatal-care-nice-guideline2]

47. Almeida MCS, Barata RB, Almeida MF, Silva ZP: Perfil sociodemográfico e
padrão de utilização de serviços de saúde para usuários e não-usuários
do SUS - PNAD 2003. Ciênc Saúde Colet 2006, 11(4):1011–1022.

48. Carvalho EB, Cecílio LCO: Government regulation of the private health
care market in Brazil: a history of disputes. Cad Saúde Pública 2007,
23(9):2167–2177.

49. Victora CG, Barreto ML, Leal MC, Monteiro CA, Schmidt MI, Paim J, Bastos FI,
Almeida C, Bahia L, Travassos M, Reichenheim M, Barros FC: The Lancet Brazil
Series Working Group: Health conditions and health-policy innovations in
Brazil: the way forward. Lancet 2011, 377(9782):2042–2053.

50. Gonçalves CV, Kerber NPC, Alves CB, Backes AP, Wachholz VA, Oliveira FS:
Avaliação do conhecimento da rotina pré-natal entre os profissionais do
Programa deSaúde da Família. [http://www.convibra.com.br/artigo.asp?
ev=24&p=&lang=pt&id=5711]

51. Almeida-Filho N: Higher education and health care in Brazil. Lancet 2011,
377(9781):1898–1900.

52. Parada CMGL, Carvalhaes MABL: Childbirth care: contributing to the
debate on human development. Rev Latin-Am Enfermagem 2007,
15:792–798 [http://www.scielo.br/pdf/rlae/v15nspe/12.pdf].

53. Leal MC, Gama SGN, Campos MR, Cavalini LT, Garbayo LS, Brasil CLP,
Szwarcwald CL: Fatores associados à morbi-mortalidade perinatal em
uma amostra de maternidades públicas e privadas do Município do Rio
de Janeiro, 1999–2001. Cad Saúde Pública 2004, 20:S20–S33.

54. World Health Organization: Care in Normal Birth: A Pratical Guide. Geneva:
WHO; 1996.

55. Fonseca CRB, Strufaldi MWL, Carvalho LR, Puccini RF: Risk factors for low
birth weight in Botucatu city, SP state, Brazil: a study conducted in the
Public Health System from 2004 to 2008. BMC Research Notes 2012,
5:60 [http://www.biomedcentral.com/1756-0500/5/60/]

56. Tiago LF, Caldeira AP, Vieira MA: Risk factors for low birth weight in the
Public Maternity Hospital in the interior of Minas Gerais state, Brazil.
Pediatria (São Paulo) 2008, 30:8–14.

57. National Commission on Social Determinants of Health: As causas sociais
das iniquidades em saúde no Brasil: Relatório Final da Comissão Nacional
sobre Determinantes Sociais da Saúde (CNDSS). Rio de Janeiro: CNDSS; 2008
[http://bvsms.saude.gov.br/bvs/publicacoes/causas_sociais_iniquidades.pdf].

doi:10.1186/1471-2393-14-255
Cite this article as: Fonseca et al.: Adequacy of antenatal care and its
relationship with low birth weight in Botucatu, São Paulo, Brazil:
a case-control study. BMC Pregnancy and Childbirth 2014 14:255.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.nice.org.uk/guidance/cg62/resources/antenatal-care-nice-guideline2
http://www.nice.org.uk/guidance/cg62/resources/antenatal-care-nice-guideline2
http://www.convibra.com.br/artigo.asp?ev=24&p=&lang=pt&id=5711
http://www.convibra.com.br/artigo.asp?ev=24&p=&lang=pt&id=5711
http://www.scielo.br/pdf/rlae/v15nspe/12.pdf
http://www.biomedcentral.com/1756-0500/5/60/
http://bvsms.saude.gov.br/bvs/publicacoes/causas_sociais_iniquidades.pdf

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Statistical analysis

	Results
	Discussion 
	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


