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Objectives: to evaluate the associated factors in the participation of educational activities and 
the indication of maternity reference of the birth given for the women during prenatal. Methods: A 
multicenter longitudinal study was conducted in three maternity hospitals. The interview was carried 
out soon after the childbirth and the outcomes evaluated were the participation of educational activities 
during the prenatal and the indication of birth maternity reference. The Poisson regression was used in 
the analysis of the proposed hierarchical model.

Results: Of the 3438 women, 23.2% participated in the educative activities and 61.2% had the 
childbirth linked to a reference maternity. The women with higher household income (PR= 1.36; 
CI95%= 1.04–1.77), increase in age by one year (PR= 1.02; CI95%= 1.01–1.04), first pregnancy 
(PR= 1.84; CI95%= 1.56–2.17), and who practiced physical activity (PR= 1.28; CI95%= 1.09–1.50) 
had higher prevalence in the participation on the educational activities. The indication of maternity 
reference was more frequent between the women with higher household income (PR= 1.15; CI95%= 
1.01–1.30), education (PR= 1.01; CI95%= 1.00–1.02), non-smoker (PR= 1.31; CI95%= 1.07–1.61), 
and drug user (PR= 1.44; CI95%= 1.17–1.77).

Conclusions: despite the wide coverage, the prenatal still has flaws in the actions of education and 
in the indication of the reference maternity hospital.
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Introduction

For decades, the development and enhancement of public 
programs and policies has played an important role in 
the organization of prenatal and child care in Brazil.1 
In 2000, the Ministry of Health created the Program of 
Humanization of Delivery and Birth (PHPN – Portuguese 
acronym) for the development of actions of promotion, 
prevention and assistance to the health of pregnant 
women and newborns.2 In 2004, it established the Agenda 
of Compromises for Integrative Health of Children 
and Reduction of Infant Mortality, which encourages 
actions of orientation to mothers about the importance 
of breastfeeding, heel prick test, umbilical cord care, 
immunization and first consultation.3 In 2011, the Stork 
Network was implemented, another policy that prioritizes 
the quality of prenatal care and assistance to delivery and 
birth, including the integrative follow-up of children up 
to 24 months of life.4

In this scenario, it is known that neonatal deaths 
are generally associated with flaws in the assistance 
provided to both mother and newborn during the prenatal 
and postpartum period and these deaths are considered 
avoidable by means of the provision of integrative 
healthcare, including educational activities.5 There is 
consistent evidence that educational approaches during 
pregnancy have a potential impact in the reduction of 
neonatal mortality.4 These processes include guidelines 
for breastfeeding, infant and maternal immunization, 
umbilical cord care, neonatal screening by means of the 
“heel prick test”, preventive measures and signs of alert for 
mother and baby and the first consultation of the newborn 
in the first week of life.7 A systematic review on the impact 
of educational activities developed in low risk prenatal 
care in obstetric outcomes observed that educational 
practices during prenatal contribute to favorable obstetric 
results, since they minimize doubts and the anxiety of 
women during pregnancy, preparing her for the delivery 
and postpartum.8

In addition to educational practices, the indication 
of the maternity hospital during pregnancy promotes the 
bond of pregnant women with the maternity, averting the 
pilgrimage of the mother during labor and risks for their 
health and that of newborns.4

In spite of the increase of prenatal care’s coverage in 
the country, a study of national basis demonstrated that 
only a fifth of women had adequate prenatal care and 
such result is related to regional and social inequalities.9 
The National Health Survey (PNS – Portuguese acronym) 
identified that 86.6% of women started prenatal before 
the 13th week of pregnancy, that 88.8% of women aged 
15 or more and with term or post-term births had six or 
more prenatal consultations and 70.1% had prenatal care 

in public health facilities, mostly Basic Health Units.10 
Impaired access, unfavorable socioeconomic conditions, 
low maternal schooling11 and prenatal pilgrimage12 were 
other factors associated with inadequate prenatal care.

The understanding of factors related to the non-
participation in educational activities and the non-
referral of the pregnant women to the maternity hospital 
of reference by the public managers may favor the 
development of effective health actions that, consequently, 
may contribute to the prevention of complications for 
both women and newborns. Given the above, the present 
study analyzed factors associated with the participation 
in educational activities and the indication of a maternity 
of reference for birth provided to women during prenatal.

Methods

We evaluated data from a multicenter cross-sectional 
study, entitled “Projeto Viver”, carried out with 3438 
puerperal women and newborns from three maternity 
hospitals of the state of Espírito Santo in the period 
between August 2019 and March 2020.

The maternity hospitals, located in two health regions 
of the state (Metropolitan and North), were chosen 
considering two aspects: (1) to concentrate the highest 
number of births in the region; (2) to possess variety of 
assistance, with coverage of 80 to 100% of the Unified 
Health System (SUS – Portuguese acronym) and 100% 
private or by supplementary health insurance.

Data collection of mothers and children that did not 
die after the period from delivery to hospital discharge 
included interviews of three moments: in person at the 
maternity hospital, right after birth; on the seventh and 
27th days of the child’s life, when completed the neonatal 
period, both by phone. In an attempt to reduce losses of 
follow-up, we performed the second follow-up between 
the seventh and tenth day after birth; and the third between 
the 27th and the 30th day.

In order to assure the quality of the research, data 
collection was performed by a properly trained team and 
using standardized forms. We elaborated an orientation 
manual about fulfillment of tools and made it available 
for each team member.

In order to analyze factors associated with the 
dependent variables (educational activity at prenatal and 
indication of maternity of reference at birth), we used a 
hierarchized model divided into three levels, containing 
demographic and socioeconomic information, as well as 
behavioral habits and prenatal assistance.

The first level comprises socioeconomic and 
demographic information of the mother, such as: schooling 
(complete regular education); family income (categorized 
into quintiles); marital status (with a partner; without a 
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Table 1

Association between participation in educational activity during prenatal and socioeconomic and demographic characteristics, Projeto VIVER, 
Espírito Santo,2019 to 2020.

Variables

Participation in education activity during prenatal

Yes No
p*

n % n %

Maternal age (years) <0.001

<20 79 18.8 342 81.2

20-34 527 22.3 1835 77.7

>35 175 29.7 415 70.3

Maternal schooling (years of schooling) <0.001

0-4 5 15.6 27 84.4

5-8 71 19.2 299 80.8

9-11 140 18 637 82

>12 502 27.9 1297 72.1

Family income (quintiles) <0.001

1º 109 18.2 489 81.8

2º 143 15.6 773 84.4

3º 124 22 440 78

4º 97 27.3 258 72.7

5º 237 38.8 374 61.2

Marital status 0.001

With a partner 82 17.7 381 82.3

Without a partner 667 24.6 2045 75.4

Paid employment <0.001

Yes 478 27.1 1285 72.9

No 301 18.9 1288 81.1

Inhabitants per room (ratio) 0.897

<2 680 23.6 2199 76.4

>2 11 24.4 34 75.6

*Chi-square test.

Table 2

Association of the participation of education activity during prenatal and reproductive characteristics of current pregnancy, Projeto VIVER, 
Espírito Santo,2019 to 2020.

Variables

Participation in educational activity during prenatal

Yes No
p*

n % n %

Healthcare service model <0.001

Public 355 17.6 1664 82.4

Private 422 31.8 905 68.2

Parity <0.001

0 336 29.5 802 70.5

>1 298 16.6 1494 83.4
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Onset of prenatal (trimester) <0.001

1º 558 25.9 1599 74.1

2º 142 21.3 523 78.7

3º 35 12.5 244 87.5

Prenatal consultations (number.) <0.001

<7 104 14.9 593 85.1

>7 663 25.9 1895 74.1

Gestational risk 0.849

Low 219 24.8 666 75.2

Average 27 28.1 69 71.9

High 83 25.9 237 74.1

Very high 1 12.5 7 87.5

Health problems in pregnancy 0.103

Yes 314 25 941 75

No 377 22.4 1303 77.6

Alcohol consumption during pregnancy 0.005

Yes 64 17.4 304 82.6

No 719 23.9 2289 76.1

Tobacco consumption during pregnancy 0.001

Yes 30 14.2 182 85.8

No 753 23.8 2411 76.2

Drug use during pregnancy 0.101

Yes 10 14.9 57 85.1

No 751 23.5 2448 76.5

Physical activity during pregnancy <0.001

Yes 233 35.1 430 64.9

No 550 20.3 2163 79.7

Victim of violence during pregnancy 0.824

Yes 21 24.1 66 75.9

No 760 23.1 2527 76.9

*Chi square test.

Table 3

Association between indication of maternity hospital of reference to childbirth and socioeconomic and demographic characteristics of participants, 
Projeto VIVER, Espírito Santo,2019 to 2020.

Variables

Indication of maternity hospital of reference to childbirth

Yes No
p*

n % n %

Maternal age (years) 0.001

<20 216 54.5 180 45.5

20-34 1382 61.2 878 38.8

>35 381 66.6 191 33.4
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Maternal schooling (years of schooling) <0.001

0-4 16 57.1 12 42.9

5-8 183 51.1 175 48.9

9-11 431 56.7 329 43.3

>12 1146 65.9 593 34.1

Family income (quintiles) <0.001

1º 311 53.3 272 46.7

2º 473 54.4 397 45.6

3º 326 60.9 209 39.1

4º 230 67.3 112 32.7

5º 439 73.9 155 26.1

Marital status 0.001

With a partner 244 54.6 203 45.4

Without a partner 1624 62.5 974 37.4

Paid employment <0.001

Yes 1097 64.9 592 35.1

No 864 56.8 658 43.2

Inhabitants per room (ratio) 0.807

<2 1688 61.0 1081 39.0

>2 27 62.8 16 37.2

*Chi-square test.

Table 4

Association between the maternity hospital of reference and reproductive characteristics and characteristics of the current pregnancy, Projeto 
VIVER, Espírito Santo, 2019 to 2020.

Variables

Indication of maternity hospital of reference to childbirth

Yes No
p*

n % n %

Model of healthcare service <0.001

Public 1051 54.5 879 45.5

Private 916 71.6 363 28.4

Parity 0.001

0 701 64.6 385 35.5

>1 1008 58.4 718 41.6

Onset of prenatal (trimester) <0.001

1º 1329 63.7 757 36.3

2º 377 59.4 258 40.6

3º 137 50.0 137 50.0

Prenatal consultations (number.) <0.001

<7 360 53.4 314 46.6

>7 1552 63.4 897 36.6
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Gestational risk 0.043

Low 488 59.9 327 40.1

Average 58 63.7 33 36.3

High 221 68.9 100 31.1

Very high 4 50.0 4 50.0

Health problems during pregnancy 0.044

Yes 778 63.4 450 36.6

No 953 59.6 645 40.4

Alcohol consumption during pregnancy <0.001

Yes 184 51.7 172 48.3

No 1795 62.4 1080 37.6

Tobacco consumption during pregnancy <0.001

Yes 94 46.5 108 53.5

No 1885 62.2 1144 37.8

Drug use during pregnancy 0.157

Yes 44 69.8 19 30.2

No 1870 61.1 1192 38.9

Physical activity during pregnancy <0.001

Yes 435 68.1 204 31.9

No 1544 59.6 1048 40.4

Victim of violence during pregnancy 0.815

Yes 48 60.0 32 40.0

No 1930 61.3 1219 38.7  

*Chi-square test.

Table 5

Poisson regression between outcome variables and independent variables, Projeto VIVER, Espírito Santo, 2019 to 2020.

Variables

Participation in educational activity during 
prenatal

Indication of maternity hospital of reference to 
childbirth

PR crude PR adjusted PR crude PR adjusted

PR CI95% PR CI95% PR CI95% PR CI95%

1º level –  socioeconomic variables

Maternal schooling (years) 1.09 1.08 – 1.11 1.01 0.98 – 1.04 1.03 1.03 – 1.04 1.01 1.00 – 1.02

Family income (quintiles)

1º 1.00 - 1.00 - 1.00 - 1.00 -

2º 0.86 0.68 – 1.07 0.85 0.66 – 1.10 1.02 0.92 – 1.12 0.98 0.88 – 1.09

3º 1.21 0.96 – 1.52 1.06 0.81 – 1.40 1.14 1.03 – 1.26 1.04 0.93 – 1.17

4º 1.50 1.18 – 1.91 1.13 0.85 – 1.51 1.26 1.13 – 1.40 1.09 0.96 – 1.24

5º 2.13 1.75 – 2.59 1.36 1.04 – 1.77 1.38 1.27 – 1.51 1.15 1.01 – 1.30

Marital status

With a partner 1.00 - - - 1.00 - - -

Without a partner 0.72 0.58 – 0.89 - - 0.87 0.80 – 0.95 - -
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Paid employment

No 1.00 - - - 1.00 - - -

Yes 1.43 1.26 – 1.63 - 1.14 1.08 – 1.21 - -

Inhabitants per room (ratio) 0.54 0.40 – 0.72 - - 0.81 0.73 – 0.89 - -

Maternal age (years) 1.03 1.02 – 1.04 1.02 1.01 – 1.04 1.01 1.01 – 1.01 - -

Parity -

0 1.77 1.55 – 2.04 1.84 1.56 – 2.17 1.00 - - -

>1 1.00 - 1.00 - 0.9 0.85 – 0.96 - -

Alcohol consumption during pregnancy

No 1.00 - - - 1.00 - 1.00 -

Yes 0.73 0.58 – 0.92 - - 0.83 0.75 – 0.92 0.89 0.78 – 1.01

Tobacco consumption during pregnancy

No 1.00 - - - 1.34 1.15 – 1.55 1.31 1.07 – 1.61

Yes 0.59 0.42 – 0.83 - - 1.00 - 1.00 -

Drug use during pregnancy

No 1.00 - - - 1.00 - 1.00 -

Yes 0.64 0.36 – 1.13 - - 1.14 0.97 – 1.35 1.44 1.17 – 1.77

Physical activity during pregnancy

No 1.00 - 1.00 - 1.00 - - -

Yes 1.73 1.53 – 1.97 1.28 1.09 – 1.50 1.14 1.07 – 1.22 - -

Healthcare service model

Public 1.00 - - - 1.00 - 1.00 -

Private 1.81 1.60 – 2.04 - - 1.31 1.25 – 1.39 1.13 1.05 – 1.24

Onset of prenatal (trimester) 0.95 0.94 – 0.97 - - 0.98 0.98 – 0.99 - -

Prenatal consultations

<7 1.00 - - - 1.00 - - -

>7 1.74 1.44 – 2.10 - - 1.19 1.10 – 1.28 - -

Gestational risk

Low - - - - 1.00 - - -

Average - - - - 1.06 0.90 – 1.25 -

High - - - - 1.15 1.05 – 1.26 -

Very high - - - - 0.83 0.42 – 1.67 -

Health problems during pregnancy 0.93 0.77 – 1.14 -

No 1.00 - - - 1.00 - - -

Yes 1.11 0.98 – 1.27 - - 1.06 1.00 – 1.13 - -

Absence of data means the the variable was removed in the adjusted analysis.

partner); if the woman had a paid employment (yes; no); 
amount of inhabitants per room, excluding bathrooms.

In the second level, we used demographic and 
reproductive information and behavioral habits of the 
mother during pregnancy: age (years); parity (0;>1); 
alcohol consumption (yes; no); tobacco consumption (yes; 

no); drug use (yes; no); physical activity (yes; no); victim 
of violence (yes; no). 

The third level included the gestational variables: 
model of the health service in which prenatal consultations 
were performed (public; private); gestational week of 
onset of prenatal; number of prenatal consultations 
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(<7; ≥7); classification of gestational risk by a health 
professional (low; average; high; very high); health 
problems occurred during pregnancy (yes; no).

For the analysis and statistical validation of 
associations, we used the Stata 16.0 software. In the 
descriptive analysis, we presented all absolute and relative 
values of all categorical variables, using Pearson’s chi 
square test for testing the dependent variables with the 
independent variables. In the hierarchized model, we 
used Poisson regression with robust variance adjustment 
to estimate the ratio of prevalence within women who 
participated in educational activities in prenatal and those 
who received orientations about the maternity of reference 
for delivery. For all analyses, the 5% significance level 
was used.

Init ial ly,  we performed the analysis of each 
independent variable, using the Akaike Information 
Criterion (AIC), the Bayesian information criterion (BIC) 
and adjusted R2 to verify  what format (categorical or 
continuous) would adjust better to the model. Posteriorly, 
we performed the univariate analysis to retrieve from the 
model those who presented values p>0.20. All variables 
proposed in the hierarchic model had p<0.07 values.

The multivariate analysis started with the inclusion 
of all variables of the first level, maintaining those that 
presented values p<0.05. Afterwards, variables of the 
second level were added and those with values p>0.05 
were excluded from the model. The variables of the first 
level were maintained, regardless of the p value, after the 
inclusion of variables of the second level. Subsequently, 
the variables of the third level were included and those that 
had p<0.05 value remained in the model, maintaining the 
variables of previous levels, regardless of their p value.

The research was approved by the Research Ethics 
Committee of the University Vila Velha (UVV), under 
opinion number 3044870, of Unimed, number 3269032 
and Santa Casa de Vitória, number 3356606.

Results

In the maternity hospital, 3438 parturient women were 
interviewed (82.7%) and there was a positive relationship 
between those who declared having participated in the  
educational activity during prenatal and age, schooling and 
family income (p<0.001). The prevalence of participation 
in educational activities was higher among women who 
had partners (24.6%) and those who had paid employment 
(27.1%) (Table1). However, the prevalence of these 
activities, in general, was low, since two out of ten women 
participated in educational activities during prenatal, on 
average.

Almost the double of women assisted in supplementary 
healthcare (31.8%) participated in educational activities 

compared to those who were followed in public healthcare 
(17.6%) The primiparous women (29.5%) with prenatal 
started in the first trimester (25.9%), with more than six 
consultations (25.9%) and who practiced physical activity 
(35.1%) presented higher participation in educational 
activities. However, lower participation was observed 
in women who consumed alcohol (17.4%) and tobacco 
(14.2%) in pregnancy (Table 2).

With regard to the indication of maternity hospital 
of reference to delivery (Table 3), 61.2% of women 
were informed during prenatal care. The prevalence of 
indication of the maternity of reference increased with 
age (p=0.001), maternal schooling (p<0.001) and family 
income (p<0.001). Women with partners (62.5%) and 
those who had paid employment (64.9%) were those who 
most received orientation about maternity hospitals of 
reference forchildbirth.

When observing reproductive and gestational 
characteristics of the participants (Table 4), there was 
higher indication of maternity hospital of reference for 
women followed-up in the private healthcare service 
(71.6%), nulliparous (64.6%), prenatal started in the 
first trimester (63.7%), with seven or more prenatal 
consultations (63.4%), of high gestational risk (68.9%), 
health problems in pregnancy (63.4%), those who did not 
use alcohol (62.4%) and tobacco (62.2%) and practiced 
physical activity (68.1%) in pregnancy.

For the participation in educational activities during 
prenatal, we used in the initial analysis only variables that 
presented a significance level under 20%, being: maternal 
schooling (p<0.001), family income (p<0.001), marital 
status (p=0.002), paid employment (p<0.001), ratio of 
inhabitants per room (p<0.001), maternal age (p<0.001), 
parity (p<0.001), alcohol consumption (p=0.007), tobacco 
consumption (p=0.002), drug use (p=0.123), physical 
activity (p<0.001), model of healthcare service (p<0.001), 
trimester of onset of prenatal (p=0.001), number of 
prenatal consultations (p<0.001) and health problems 
during pregnancy (p=0.103).

In the final model of participation in educational 
activities, these variables remained: maternal schooling, 
family income, maternal age, parity and physical activity 
in pregnancy (Table 5). The increase in one year of 
maternal age added 2% in participation in educational 
activity (PR= 1.02; CI95%=1.01–1.04).  The prevalence 
was 36% higher for women with higher family income 
than for those poorer (PR= 1.36; CI95%= 1.04–1.77), 84% 
higher for primiparous women than those with one or more 
children (PR= 1.84; CI95%= 1.56–2.17) and 28% higher 
for women who practiced physical activity in pregnancy 
(PR= 1.28; CI95%= 1.09-1.50).

In the indication of maternity of reference, the variables 
that presented statistical significance under 20% in the 



Educational activities for pregnant women during prenatal care

9Rev. Bras. Saúde Mater. Infant., Recife, 24: e20220312

univariate analysis were: maternal schooling (p<0.001), 
family income (p<0.001), marital status (p=0.003), paid 
employment (p<0.001), ratio of inhabitants per room 
(p<0.001), maternal age (p<0.001), parity (p<0.001), alcohol 
consumption (p<0.001), tobacco consumption (p<0.001), 
drug use (p=0.110), physical activity (p<0.001), model of 
healthcare service (p<0.001), trimester of prenatal onset 
(p<0.001), number of prenatal consultations (p<0.001), 
gestational risk (p=0.031) and health problems during 
pregnancy (p=0.043).

In the final model for the indication of maternity 
hospital of reference to delivery, the variables that 
remained were: maternal schooling, family income, 
alcohol, tobacco and drug consumption during pregnancy 
and model of healthcare service in which prenatal care was 
performed (Table 5). When increasing one year to maternal 
schooling, 1% is added in the indication of maternity 
hospital of reference (PR= 1.01; CI95%= 1.00-1.02). The 
indication of maternity hospital was 15% higher for richer 
women compared to poorer women (PR= 1.15; CI95%= 
1.01–1.30), 31% higher for those who did not smoke 
during pregnancy (PR= 1.31; CI95%= 1.07–1.61), 44% 
higher for those who used drugs during pregnancy (PR= 
1.44; CI95%= 1.17–1.77) and 13% higher for women 
who had prenatal at supplementary healthcare (PR= 1.13; 
CI95%= 1.05–1.24).

Discussion

It is noted that the participation in educational activities 
during prenatal was more frequent between women with 
higher income, older age, without children and who 
practiced physical activity. The indication of the maternity 
of reference for delivery was more frequent for women 
with higher schooling, higher family income, with prenatal 
care provided by supplementary healthcare, but who used 
drugs during pregnancy.

In spite of the high coverage of prenatal care in Brazil, 
the quality of this assistance for pregnant women is still 
low13 and such reality was reassured in this study, in 
which only 23% of women had participated in educational 
activities during prenatal, when 79% had seven or more 
consultations. Other surveys demonstrate similar results, 
in which a low proportion of women participate in any 
physical activity during prenatal,14,15 demonstrating 
flaws in the assistance due to absence of important 
actions that may affect the quality of prenatal. It was 
also observed social inequalities in the access of women 
to educational activities, since the prevalence was higher 
between participants with higher family income, older 
age and primiparous. The same relationship is observed 
in different regional16 and national9 samples. This possibly 
occurs because most women with lower socioeconomic 

conditions use the public healthcare system, in which 
some social and economic inequalities persist within the 
geographic regions of the country.17 With regard to the 
worse result of prenatal adequacy within multiparous 
women, it is probably related to the difficulty of attending 
to health services due to the lack of social support in the 
care with the other children.18 A retrospective cohort, with 
3235 Canadian medical records, observed that women with 
inadequate prenatal had lower schooling and higher level 
of unemployment.19

We highlight that the reality of health service is not 
always capable of meeting the demands and expectations 
of women during the pregnancy period, and for many 
times, this is a consequence of the absence of health 
professionals qualified for the execution of actions of 
health promotion by means of health education. The 
Family Health Strategy (ESF – Portuguese acronym) is a 
model of healthcare that has as one of its principles actions 
of health promotion and this was demonstrated in a study 
carried out with women in prenatal, in which the provision 
of education information was higher for women followed-
up at ESF, by group reunions and/or home visitations.13

Health education as an important role in maternal and 
newborn care, affects positively the maternal, neonatal 
and infant health, mainly when they are performed 
in populations with high mortality rates and limited 
resources for healthcare.20 It is known that social and 
regional inequalities influence the access of pregnant 
women to educational actions, which are supplementary 
to prenatal consultations, corroborating what the present 
study verified, that is, the prevalence of participation 
in educational activities was higher within women with 
higher socioeconomic level. Similarly, a survey conducted 
in Ceará verified that 15% of women had access to actions 
of promotion and prevention to healthcare in prenatal.21 
Another study, national based however, observed higher 
prevalence of these actions in the South region of the 
country, in municipalities with up to ten thousand or with 
more than 300 thousand inhabitants, and in those with 
higher HDI.22

A systematic review carried out in USA demonstrates 
that health education activities with onset in the prenatal 
and that continue in postpartum are more effective than 
methods concentrated only in education during pregnancy, 
presenting better results in the continuity of breastfeeding 
at six months, in adequate health behaviors and in the 
better knowledge of healthcare.6 However, efforts of 
the entire health system are necessary to increase the 
awareness of the importance of educational actions not 
only during prenatal, but also during postnatal.

Surveys carried out in distinct countries have been 
observing that inequalities in access to healthcare systems 
are related to age, schooling and family income. In Ghana, 
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the geographic location, family income and schooling are the 
main factors responsible for inequalities in mother-and-child 
healthcare.23 In the USA, there is a strong evidence related 
with race and ethnicity, health insurance and education in 
maternal mortality and severe morbidity.24 In Indonesia, the 
Demographic and Health Survey demonstrated that maternal 
age, schooling, number and order of birth of children, 
difference of age between mother and husband, occupation of 
husband, wealth index, access to health services and regional 
factors were significantly associated with the use of prenatal 
and postnatal care.26

With regard to the indication of maternity hospital 
of reference, a national hospital based study carried out 
with 16,220 women demonstrated that 43% did not know 
which maternity they should search for, being subject 
to the search for availability of hospital rooms for the 
execution of labor,26 which corroborates the result obtained 
in the present study, in which 39% of women were not 
referred to the maternity hospital. The pilgrimage of 
women during labor is a factor that puts the health of both 
mother and baby at risk and has direct relationship with 
the increase of neonatal mortality, as demonstrated by a 
cohort that assessed the profile of neonatal mortality and 
assistance to pregnant women and newborns and found 
strong association between neonatal death and pilgrimage 
for childbirth, since that in 40% of deaths, mothers had 
roamed by more than one maternity hospital in the moment 
of labor.27

Therefore, the orientation and indication of the 
maternity for childbirth should occur since the onset of 
prenatal care, facilitating the access of pregnant women 
in the moment of labor or in case of emergencies.28 In this 
sense, the high percentage of women who did not know 
what maternity hospital of reference for labor reflects the 
absence of planning for assistance to childbirth and flaws 
of adequacy of the process of prenatal care, according to 
criteria from the Program of Humanization of Prenatal 
and Birth and the WHO.2 Moreover, the access to this 
orientation was more frequent for women with higher 
schooling,  who had prenatal in supplementary healthcare, 
non-smokers and drug users.

Concerning drug users, the prenatal of this group can 
be performed by the Basic Health Unit or by the team of 
street office, according to the guideline of the Ministry 
of Health. Thus, it should be assured the linking with 
the maternity hospital of reference, the evaluation and 
classification of the risk of the pregnant women, and 
according to each case, refer to the specialized service 
of high-risk prenatal, articulating the case with services 
of psychosocial and family support.29 These actions may 
be an explanations for women that use drugs, in this 
study, being more aware of what maternity they should 
search for in the moment of labor than those who did not 
use drugs. Differently from our findings, a retrospective 

cohort carried out in Canada observed that low quality of 
prenatal care was more frequent for women with elevated 
consumption of tobacco and drugs.19

As a limitation, we consider the losses and refusals by 
the puerperal women at postpartum, since the interviews 
were performed in the maternity. In order to reduce such 
bias, women were contacted in, at least, two moments by 
another interviewer, before being considered a refusal. The 
dissatisfaction with pregnancy or even with the assistance 
provided in the maternity hospital may be a factor that 
contributed to the refusal in participating in the survey, and 
the result of this study may be underestimated, since there 
is a relationship of satisfaction of the user and the quality 
of service, as well as the profile of the user, observing that 
characteristics such as: being young, exclusive use of SUS, 
low schooling and bad self-perception of health generated 
more chances of dissatisfaction of users with the Brazilian 
health system.30 Besides, women in postpartum period may 
not respond adequately to the interview, for being tired 
or even in situation of postpartum depression, which may 
be the cause of bias. When observing such a situation, 
the interviewer would suspend the interview and return 
in another moment, which may have minimized this bias.

We conclude that, in spite of the high coverage of 
prenatal consultations, we observed a low scope of actions 
of health education and the knowledge of mothers in relation 
to the maternity hospital of reference for childbirth, mainly 
for women with lower socioeconomic conditions. It is 
important to encourage and qualify the health team for the 
development of educational actions with pregnant women, 
both in-group and individually. The implementation of health 
policies emphasized in the improvement of quality of prenatal 
care, including educational actions in the care provided to 
both pregnant women and newborns is a measure that may 
reduce postpartum complications, as well as those related to 
newborn care.
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