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Abstract 

Objective: To analyze prenatal care in the primary care of the Brazilian Unified Health System. 
Material and Methods: This is a survey cross sectional research with inquiry-type quantitative-
qualitative approach. Data collection was performed in 28 cities of the São Paulo state, through 
on- site observations and interviews with health secretaries, coordinators of primary and oral 
health care. The following variables were analyzed: Primary health care services for pregnant 
woman as educational activities, presence of care and referral protocol and the organization of 
oral health care. Content analysis was performed for the answers of the open questions and the 
quantitative treatment of the discursive data was obtained through the categorial analysis. For 
the answers of the closed questions a descriptive analysis was performed. Results: The total 
number of participants interviewed was 84 managers. It was observed that 78.6 %% of cities 
carried out educational activities; 42.9% do not have an active care protocol and 57.1% do not 
have formal referral guidelines to high-risk pregnancies. The rapid tests for HIV, Syphilis, 
Hepatitis B and C were confirmed by 53.6% of managers and only 39.3% reported evaluating the 
vaccine situation. As to dental care, 71.4% of the municipalities do not have an established 
guideline; 46.4% reported that access occurs through spontaneous demand; 32.1% do not 
consider pregnant woman a priority care group and 67.9% have instituted prenatal dental care. 
Conclusion: Prenatal care has guaranteed educational activities, but it has deficiencies related to 
the work process and to the management of services, due, for the most part, to the inexistence of 
assistance and organizational protocols. 
 
Keywords: Delivery of Health Care; Primary Health Care; Patient Care; Prenatal Care.
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Introduction 

Prenatal care has the objective of ensuring the development of gestation, allowing the 

delivery of a healthy newborn, with no impact on maternal health, including addressing psychosocial 

aspects and the educational and preventive activities [1]. 

In 2000, the Brazilian Ministry of Health established the Prenatal and Birth Humanization 

Program (PHPN) [2] to promote the articulation of health services during childbirth and prenatal 

care, normalizing health actions [2,3]. In 2011, through the Administrative Rule 1459, the Rede 

Cegonha (Stork Network) was instituted with the aim of providing women with humanized care for 

pregnancy, childbirth and the puerperium through the guarantee of access to quality prenatal care, 

reception with evaluation and classification of risk and vulnerability, of the binding of pregnant 

woman to the reference unit, of the safe transport and the security in the attention to the     

childbirth [4]. 

Primary care is the main gateway for the monitoring of pregnant woman in the Brazilian 

Unified Health System (SUS). At this level of attention, health workers are responsible for absorbing 

all spontaneous and programmed demand, for which they must offer a wide variety of actions such 

as: active search in the territory, diagnosis, pregnancy risk classification, complementary tests, dental 

care, immunization, educational activities, nutritional status assessment and gestational weight gain, 

blood pressure control, attention to psycho-affective aspects and common complaints in pregnancy, 

access to high-risk prenatal care, as needed, as well as many others services. 

This high number of actions that integrate prenatal care has a direct influence on maternal 

and infant morbidity and mortality indicators. In this context, conducting research in services is 

fundamental for understanding situational reality and directing intervention strategies for the health 

care effectiveness. 

The contributions of the literature [5-9] regarding the pregnant women monitoring in 

primary care reinforce the need for evidence-based health planning. In a study carried out with 

pregnant women, it was observed that only 15% of respondents received adequate prenatal care, 

considering all recommended actions nationally [5]. 

Low prenatal care adequacy rates in Brazil from 2005 to 2015, varying from 4.5% to 66.1% in 

several regions of the country, were also observed in the literature review, for reasons ranging from 

the failure to carry out the ideal consultation number and the early start of dental care, mainly to the 

lack  of  promotion  of  the  quantitative  and qualitative content recommended for these 

consultations [6]. 

In a study carried out to compare the quality of prenatal care to the recommendations of the 

Humanization Program in Prenatal and Birth, it was observed that the care offered to SUS pregnant 

women proved to be inadequate with late start of pregnant women in the program, insufficient 

number of consultations, poor coverage of the standardized tests and few guidelines [7], including 

reference maternity for childbirth; pilgrimage in the antepartum; lack of prioritization of pregnant 
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women  at greater  risk and  problems in  articulation with  other  maternal  and  child health 

services [8]. 

From the point of view of the professionals working in the Family Health Strategy teams, it 

was identified the need to qualify the work processes in prenatal care in order to avoid fragmented 

practices that cause distancing between services/professional and pregnant women [9]. 

Considering the objectives of the Stork Network and the historical and scientific context of 

pregnant women health care, the purpose of this study was to analyze prenatal care in primary care 

of Brazilian Unified Health System. 

 

Material and Methods 

Study Area 

The research was carried out in 28 municipalities in the western region of the state of São 

Paulo, Brazil. 

 

Study Design and Population 

It is a cross-sectional research, with quantitative-qualitative approach, type inquiry. The 

population of this study was composed of local health secretaries, primary care coordinators and 

municipal oral health coordinators. If there was no primary care coordinator, the professionals 

responsible for the service were interviewed. As inclusion criterion, cities included in the Regional 

Interagency Commissions (CIR), Consortia and Central of the Regional Health Secretariat (DRS II) 

were considered. 

 

Pilot Study 

A pilot study was carried out in a non-integrating city according to the inclusion criterion of 

the research. The interview form was revised and adjusted, and one more variable was added to the 

study, identified during the interviewee's discursive report. The results of the pilot study were not 

considered for analysis in this work. 

 

Data Collection 

Data collection was performed through on-site interviews using a semi-structured form 

composed of open and closed questions. The following variables were investigated: existence of an 

educational program; conducting an active search and home visit; existence of care protocol and 

referral; conducting risk screening for social factors and lifestyle; 1st prenatal dental consultation; 

inclusion of pregnant woman in the priority group of care in oral health and existence of a dental 

care guideline to pregnant woman. For these variables the response options were considered: yes, no 

and I do not know. The time of performance in the function was verified and had the following 

options: Less than 6 months, 6 months to 2 years, 2 to 4 years and more than 4 years. The discursive 

issues included: health care organization for pregnant women; educational program effectiveness, 
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professional categories that carry out home visit to puerperal and pregnant woman; social and 

lifestyle factors considered during risk assessment, criteria adopted for high-risk prenatal referral 

and access to oral health care. 

 

Statistical Analysis 

Content analysis was performed for the answers of the open questions, through systematic 

procedures and objective description [10] of the messages. The qualitative responses were 

transcribed according to the interviewee's speech and then analyzed carefully for the identification of 

the contents. The elements were then classified into separate categories to which the common 

contents were grouped. 

The quantitative treatment of the discursive data was obtained through the categorical 

analysis, calculating frequencies of certain characteristics previously grouped in significant 

categories [11]. 

The managers' answers to the open question related to the health care organization of the 

pregnant woman revealed several dimensions, for which specific categories were verified and 

descriptive statistics were performed according to the number of municipalities for the categories 

observed. A descriptive analysis was performed for the answers of the closed questions. 

 

Ethical Aspects 

This research was approved by the Research Ethics Committee of the School of Dentistry of 

Araçatuba - (FOA - UNESP), according to the Opinion Constituted no. 1,914,629. 

 

Results 

In this research on the primary health care of pregnant women, 84 managers were 

interviewed: 28 local health secretaries, 28 primary care coordinators and 28 municipal oral health 

coordinators. Of the total number of municipal health secretaries participating, 57.1% worked for less 

than 6 months, 3.6% worked between 6 months and 2 years, and 39.3% for more than 4 years. 

Among the primary care coordinators, 21.4% performed the job less than 6 months ago, 7.1% 

between 6 months and 2 years, 3.6% between 2 and 4 years, and 67.8% worked for more than 4 years. 

Regarding oral health coordinators, 42.8% performed the function for less than 6 months, 14.3% 

between 2 and 4 years, and 42.8% were in the coordination for more than 4 years. 

According to the respondents, educational programs were observed in 78.6% (n = 22) of the 

municipalities. In other cases, there were occasional actions, such as discussion groups and lectures. 

The consolidation of the data declared by the local managers on the accomplishment of home 

visit, risk screening for social factors and lifestyle, existence of care protocol and referral and 

guarantee of sanitary transport are presented in Table 1. 

According to the informants, home visits to postpartum women and pregnant women are 

carried out in almost all municipalities (n = 27) and the nurse is the professional who most 
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frequently performs this activity. The community health agent (ACS), the auxiliary or nursing 

technician and doctors were mentioned, respectively by 85.2% (n=23), 66,7% (n=18) e 63,0% (n=17) 

of the managers.  

 

Table 1. Percentage of municipalities (n = 28), according to the performance of basic care actions 
informed by local health managers.  

Variables Yes No Total 
% % % 

Conducting a Home Visit 96.4 3.6 100.0 
Risk Screening for Social Factors and Lifestyle 96.4 3.6 100.0 
Service Protocol Implemented 57.1 42.9 100.0 
Routing Criteria for Medium and High Complexity 42.9 57.1 100.0 
Health Transport Guarantee 96.4 3.6 100.0 

 

Information obtained on the risk screening carried out in the cities is described in Table 2.  

 
Table 2. Absolute number and percentages of municipalities (n = 28), according to 
factors related to lifestyle and social risk, considered by managers for risk screening. 

Factor N % 
Alcohol 22 81.5 
Drugs 22 81.5 
Tobacco 06 22.2 
Low Income 26 96.3 
Violence 21 77.7 
De-structured families 01 3.7 

 

Based on the reports of the managers about the municipal organization of health care of the 

pregnant woman, three dimensions were identified: access, pregnancy test and activities performed 

during prenatal care. In the access dimension the categories were: free demand and active search. 

Regarding the pregnancy test modality, the following groups were observed: rapid test, beta HCG 

and rapid test and / or beta HCG. For the Activities carried out during the prenatal follow-up, the 

following categories were detected: vaccination status, risk classification, rapid tests for HIV, 

Syphilis and Hepatitis B and C, request for laboratory tests and ultrasound; periodicity of medical 

follow-up consultations, multiprofessional follow-up for pregnant women in situations of social 

vulnerability and referral. The categories identified were quantified and are shown in Table 3.  

 
Table 3. Absolute number and percentage of municipalities (n = 28), according to the dimensions and 
categories verified in the statements of the local managers. 

Dimensions Categories  N % 

Access 
Free Demand  28 100.0 
Active Search  24 85.7 

Pregnancy Tests 
Pregnancy Rapid Test  13 46.4 
Beta HCG  6 21.4 
Quick Test and / or Beta HCG  9 32.1 

 Vaccine Situation  11 39.3 
 Risk Rating  27 96.4 
 Quick Tests for HIV, Syphilis and Hepatitis B and C  15 53.6 
 Request for Laboratory Tests and Ultrasound Nurse 9 32.1 
 Doctor 19 67.9 
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Activities Performed 
During Prenatal Care 

 
Periodical Medical Consultations 

Monthly 16 57.1 
Monthly and then Biweekly 4 14.3 

Monthly, Biweekly and Weekly 8 28.6 

 
Multi-Professional Follow-Up for Pregnant Women in Situation of Social 
Vulnerability 

2 7.1 

 Referring Nutrition 1 3.6 
 Oral Health 19  67.9 

 

Below are transcribed portions of the managers' responses for each observed dimension. 

 
Access 

"[...] The woman arrives at the Basic Health Unit with suspected pregnancy ..." 
 
"[...] The municipality intensifies the active search and managed to fulfill almost 100% of 7 consultations or 
more prenatal ..." 
"[...] Community Health Agents conduct a home visit, when there is a report of menstrual delay, women are 
advised to seek the Basic Health Unit ..." 
"[...] The woman arrives with suspicion ..." 
 

Pregnancy Test 

"[...] The woman undergoes medical consultation, on suspicion she refers to a gynecologist requesting a 
laboratory examination and a rapid pregnancy test ..." 
"[...] With the suspicion is done the rapid test, if positive is performed nursing consultation ..." 
"[...] The woman arrives with suspicion and is asked Beta HCG, if positive, is started the prenatal ..." 
 

Activities Performed During Prenatal Care 

"[...] In the first consultation with the nurse is made rapid test for detection of HIV, Syphilis and Hepatitis B 
and C, evaluation of the vaccination card, request for laboratory exams and ultrasound and risk classification. 
When the exams are ready the first consultation with the doctor is carried out. The consultations are interspersed 
one with the doctor and another with the nurse. Monthly consultation up to 27 weeks, then biweekly consultations 
up to 36 weekly and from 37 up to 40 weeks, consultations are weekly (more than 40 weeks every 3 days) ..." 
 
"[...] The woman with delayed step in the doctor who requests the rapid test, if positive, is done scheduling with 
the gynecologist doctor and in the educational group. At the first medical appointment all laboratory exams, 
ultrasound, HIV rapid test, syphilis, hepatitis B and C are requested. The first nursing consultation is carried 
out, where the risk classification is made, referral to the appointment with the dentist and evaluation of the 
vaccinal situation. Monthly the pregnant woman has medical consultation, at the end of the pregnancy is 
biweekly and weekly. Among the medical appointments, the pregnant woman undergoes a nursing consultation." 
 
"[...] The woman with suspicion arrives at the Basic Health Unit of the competent area and a rapid urine test is 
performed by the nurse, if positive the first nursing consultation is carried out with request for blood tests, 
ultrasound, of risk, calculated body mass index, if elevated the pregnant woman is referred to nutritionist, carried 
out to dental area, rapid test for HIV detection, Syphilis and Hepatitis B, evaluation of the vaccination situation 
and scheduling of the first medical appointment. Up to 30 weeks is scheduled monthly, then is fortnightly and 
from the 34th is weekly." 
 
"[...] In the medical consultation are requested the rapid test for detection of HIV, Syphilis, Hepatitis B and C, 
laboratory tests and ultrasound. The pregnant woman passes monthly by the doctor and if necessary, other 
consultations are carried out. The municipality uses rabbit scale to classify family risk of vulnerability that will 
determine care in a general way. The municipality guarantees multiprofessional care for the pregnant woman 
and the family." 
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It was also observed that most (n = 16) cities did not have a referral protocol for high-risk 

pregnancy, adopting as a criterion the medical evaluation (n = 11), Protocols for Basic Care of 

Women's Health provided by the Health Ministry (n = 6) and guidelines to high risk prenatal 

reference service (n = 3).  

Of the total number of municipalities (n = 12) with established referral protocols, 75.0% (n = 

9) were established through joint ventures among a multi-professional team in the city, 66.7% (n = 8) 

with the Protocol of the Ministry of Health and one used the Line of Care for Pregnant Woman of 

the state of São Paulo as a theoretical basis .The protocols were registered and recognized by the 

health team in 58.3% (n = 7) of the cities. Only one municipality had the prenatal care protocol 

approved in the City Health Council. 

Specifically regarding the access of the pregnant woman to oral health care, 2 categories 

were identified in the responses of the local managers, being: referral by the health team (67.9%) and 

spontaneous demand (46.4%). The following are excerpts from the managers' reports according to 

the categories identified. 

 

Forwarding 

"[...] The gynecologist, the nurse and the Community Health Agents advise pregnant women to schedule a dental 
appointment ..." 
"[...] The pregnant woman at the first medical or nursing consultation is referred to dental care ..." 
 

Spontaneous Demand 

"[...] The access of the pregnant woman to the dental care is done by free demand. The active search for dental 
care is established in the nursing protocol, but it is not happening. The service is not being monitored, it is not 
standardized in the municipality ..." 
"[...] Assistance to the pregnant woman is guaranteed and is performed immediately through the search ..." 
 

Further information on dental prenatal care can be found in Table 4. 

 

Table 4. Absolute number and percentages of municipalities (n = 28), according to the 
performance of oral health actions to pregnant women reported by local managers. 

Variables N % 
First Prenatal Dental Appointment 21 75.0 
Inclusion of the Pregnant Woman in a Priority Care Group 19 67.9 
Protocol of Dental Care to Pregnant Women 8 28.6 

 

Discussion 

In this research on the organization of primary care in prenatal care, it was highlighted, as 

the main and relevant disability, the low standardization of care and organizational behaviors 

instituted in the municipalities. 

The Ministry of Health of Brazil (MS) and the State Department of Health of São Paulo 

(SES/SP) implemented programs and public policies aimed at pregnant women's health [1,2,4,12] 

the establishment of internal routines in the basic health units addressing actions of promotion, 
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prevention, cure and rehabilitation of diseases and diseases, based on knowledge of the living 

conditions and health of the population. The pregnant woman's municipal care line should be 

continually improved and have a schedule of activities based on local reality and indicators that 

demonstrate the performance of the service. 

It can be observed from the findings in this study that there is a great way to go to reach the 

national and state prerogatives, since the deficit in the standardization of conduits in a high number 

of municipalities. 

The lack of care protocols allows the adoption of different therapeutic options by 

professionals from the same team, as well as reducing the rigor in the execution of actions relevant to 

maternal and child health, situations that may compromise the effectiveness of prenatal care and the 

patient with the health team. 

The establishment of protocols allows the reorganization of the work process, favoring that 

it has as a central focus a multiprofessional team [13]. The interdisciplinarity allows the exchange of 

knowledge, enrichment of the professionals, allowing a broader view of the patient for whom it is 

possible to offer a more qualified and effective assistance [14]. 

The multiprofessional work in the monitoring of the pregnant woman includes norms about 

active search procedure; home visits; Health education; reception of the pregnant woman and her 

relatives, reception and registration; call for patients; dispensing of medicines; provision of reports 

and medical certificates; verification of physical data; routine of the consultations and the request of 

examinations, as well as the action in urgent cases, considering the preliminary assistance and the 

activation of the removal service [12]. 

Next, the managers' responses about the municipal organization for the health care of the 

pregnant woman suggest shortages and divergences of actions between the municipalities and the 

current regulations [1,2,4,12]. 

“[...] The woman with suspicion arrives at the Basic Health Unit of the competent area and a rapid 

urine test is performed by the nurse. If the result is positive, the first nursing consultation with blood tests, 

ultrasound, prescription of folic acid, educational guidance, completion of prenatal SIS, body mass index, 

forwarded to nutritionist. The nurse performs referral to the dental area, directing the appointment of a dental 

consultant, makes a rapid test for HIV, syphilis, hepatitis B, referral to the vaccine room, referral to the 

educational group and scheduling of the first medical visit…” 

“[...] The woman with the menstrual delay looks for the Basic Health Unit and passes with the 

gynecologist who requests the Beta HCG, if positive, returns with the doctor who starts prenatal care by 

requesting laboratory tests and ultrasound…” 

“[...] On suspicion, the woman undergoes consultation with the Family Health Strategy doctor who 

requests the Beta HCG, if positive, is scheduled to the gynecologist requesting the exams and ultrasound. In this 

first consultation with the gynecologist are requested the rapid tests of some Sexually Transmitted Diseases 

(DST) that are performed by the nurse…” 
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“[...] Prenatal care is centralized in a single Health Unit. The woman arrives with the suspicion of 

pregnancy in any of the Basic Health Units and is referred to the Municipal Health House that is the reference 

to make the diagnosis , if positive, at the same time the prenatal care is scheduled (first consultation with the 

doctor). Prenatal care is performed only by a medical professional and dentist. There are no Family Health 

Strategy team implanted and there are Community Health Agents. At the first consultation are requested by the 

doctor prenatal examinations. The examinations of some Sexually Transmitted Diseases are performed in the 

health center and the others are collected and analyzed in the SUS laboratory. The municipality does not 

perform any rapid tests, nor the one of pregnancy…” 

“[...] The woman arrives with the suspicion of another municipality or the Community Health Agent. 

Confirmed the gestation by rapid test or laboratory is initiated prenatal with doctor and nurse. It is made rapid 

test of HIV, Syphilis and Viral Hepatitis, registration in the SIS-prenatal, evaluation of the vaccination 

situation. In the course of gestation, the doctor prescribes the necessary vaccines. The educational group is open 

to all pregnant women, however those who participate are, in the great majority, low income…” 

The structural, social and economic differences in the Brazilian regions are reflected in the 

health services, but essential actions such as rapid tests, active search, multiprofessional care and 

usual prenatal care at the Health Units should be guaranteed. The establishment of a minimum 

program of actions ensures access, bonding and continuity of care, and should be permanently 

inserted in the agenda of the health unit. 

Health care must take into account the spontaneous demand for urgency and emergency, but 

the program agenda should be increasingly emphasized as a key resource for optimizing time, 

prioritizing and scheduling care based on health needs analysis [15]. 

Maternal mortality is unacceptably high. About 830 women die every day from 

complications related to pregnancy or childbirth worldwide and most of them could have been 

avoided [16]. In Brazil, 92% of maternal deaths are due to preventable causes and occur mainly due 

to hypertension, hemorrhage or infections [17]. 

Factors related to maternal mortality can be reduced through appropriate prenatal care, 

early identification of complications (secondary prevention), or avoidance of complications to severe 

life-threatening (tertiary-prevention) situations. It is necessary to strengthen the use of existing 

human and material resources to better address maternal mortality [12]. 

Group educational activities are potentially effective measures to improve care for pregnant 

women, as it is often in these spaces where doubts and experiences are shared that are not normally 

discussed in formal consultations, in doctors', nurses' or dentists' offices [1]. In this regard, the 

results of this research reveal advances in the national guidelines proven by the high percentage of 

municipalities that develop popular education. 

The realization of educational groups in primary health care is an important work tool 

foreseen in the National Policy of Basic Attention [18] and its consolidation translates the 

distancing of methodologies centered on the medical-assistance model. Strategies for continuing 
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education and improvement of the work process should be maintained and strengthened by health 

secretariats to overcome curative services [19]. 

In primary health care a set of individual, family and collective actions that involve 

promotion, prevention, protection, diagnosis, treatment, rehabilitation, harm reduction, palliative 

care and health surveillance [20] should be developed seeking to provide integral care, meanwhile, 

nothing that is discussed in the field of Brazilian health continues to be more current than the 

challenge facing present and future generations: to make concrete, in the everyday life of citizens, the 

principles that motivated the Sanitary Reform and the Single System of Health [21]. 

In this study, deficiencies in the execution of basic actions and essences such as gestational 

risk classification, evaluation of the vaccination situation, rapid pregnancy test, rapid tests for HIV 

detection, syphilis and viral hepatitis, and prenatal dentistry were identified, to the integral health 

care of the pregnant woman, corroborating previous study [21]. 

The assessment and classification of gestational risk is a strategy to establish the prenatal 

therapeutic action plan, including the regularity of returns and its level of complexity [12], based on 

potential risk conditions ranging from personal, demographic characteristics, obstetric antecedents 

to clinical complications concomitant to pregnancy and diagnosed pregnancy complications. 

The Ministry of Health recommends for the evaluation of the pregnant woman, the 

verification of the presence of symptoms and complaints; reproductive planning; family and social 

network; living conditions, working conditions and environmental exposures; physical activity; 

nutritional history; smoking and exposure to cigarette smoke; alcohol and other psychoactive 

substances (licit and illicit); clinical, gynecological and breastfeeding history; sexual health; 

immunization; oral health and family history [22]. 

In this study, the evaluation of social factors and lifestyle of pregnant women presented 

weaknesses, specifically smoking and the family and social network were little considered for the 

achievement of the risk classification. Other relevant aspects such as violence, alcohol and other 

drugs are not verified by all municipalities, in addition to other factors not mentioned by any 

municipality and should be considered during the gestational risk assessment. 

A study carried out in the Netherlands showed similarly that non-medical risk factors remain 

poorly evaluated in prenatal risk screening [23]. It is necessary to invest in policies of continuous 

and permanent education in order to qualify work routines through professional training. 

In this study, the small percentage of managers who affirmed that the vaccination situation 

was evaluated during the gestational period is a worrying occurrence since immunization during 

pregnancy protects not only the mother but also the baby. Corroborating the findings in this study, 

data from the Brazilian Ministry of Health indicate a drop in vaccine coverage for this public. 

Adherence to the dTpa (diphtheria, tetanus and pertussis) vaccine, for example, exclusively for 

pregnant women was 38.5% in 2017, while the goal was to reach 95% of the target population. Other 

vaccines for pregnant women with below-expected coverage are dT (diphtheria and tetanus), which 

immunized 59% of women of childbearing age from 2013 to 2017; Hepatitis B, with 56% of women 
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protected in 2017; and influenza, with 79%  of  pregnant women vaccinated in the campaign last year 

[24]. 

During pregnancy, the mother-child binomial is susceptible to diseases that can be prevented 

by adherence to vaccination. Infection of diseases such as tetanus, pertussis, hepatitis B, diphtheria 

and influenza during pregnancy can lead to serious health problems and even death. The immunized 

pregnant woman transfers the antibodies obtained with the vaccination to the baby through the 

placenta and breast milk. In the first months of the child's life the immune system is still developing, 

this being a fundamental protection for the baby. 

Another situation that deserves to be highlighted is the lack of use, by many municipalities, 

of the Rapid Pregnancy Test (TRG) to make the diagnosis. The TRG is one of the actions advocated 

by the Stork Network and aims to provide access to early detection of gestation, with reception of 

the primary care team and guidelines based on the unique needs of each user [25]. 

The immediate diagnosis makes it possible to initiate prenatal care at the time of the 

woman's search for the health service when there is suspicion, avoiding the loss of the pregnant 

woman and late follow-up. 

The Prenatal, Childbirth and Puerperium Technical Manual recommends the health units to 

create a flow of agile care, seeking not to delay the diagnosis and offering early care for prenatal care 

and guidance. For the diagnosis, rapid urine pregnancy testing is an excellent choice. Its positive 

result is confirmatory and is not recommended to confirm with laboratory examination (serum β-

HCG) [12]. In the sections below, it is possible to observe situations that may impair the early 

collection of the pregnant woman. 

"[...] On suspicion, the woman undergoes consultation with the Family Health Strategy doctor who 

requests the Beta HCG, if positive, a scheduling is done with the gynecologist ..." 

"[...] The municipality does not perform a rapid test, nor the pregnancy test ...." 

In addition to performing the rapid pregnancy test, it is the responsibility of the primary care 

teams to perform rapid tests for HIV diagnosis and syphilis detection, as well as rapid tests for other 

diseases, in the context of prenatal care for pregnant women and their partners sexual relations 

[26]. Despite the current regulations, the results of this study show little adherence of the 

municipalities to this service and still reveal practices among the municipalities that impede access 

and promote the pilgrimage of pregnant women in health units, as can be seen below. 

"[...] At the first medical appointment all laboratory exams, ultrasound, HIV rapid test, Sifilis, 

hepatitis B and C ..." 

The State Health Department of São Paulo advises that ideally the pregnant woman should 

have an initial care in the health unit when the first nursing visit will be performed, the prenatal 

routine exams will be requested, and will be scheduled after the first visit doctor. The rapid test for 

HIV diagnosis and syphilis detection should be done at the first appointment and it is the nurse's 

assignment [12]. At the first prenatal medical visit, the results of the exams will be ready. 

recommended conduits as soon as possible. 
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Another situation observed was the lack of articulation between oral health and gestational 

care, highlighted by the high percentage of access to dental care through spontaneous demand and 

by the considerable number of municipalities that do not include pregnant women in priority care 

groups. Public guidelines regulate the care provided to the pregnant woman as a priority, taking care 

of it whenever necessary, be it for nutritional guidance, dental care, blood pressure monitoring or the 

presence of symptoms of the disease for those with a higher risk of preeclampsia, evaluation by 

complaint [12]. Additionally, a study points out that periodontal disease is a possible risk factor for 

low birth weight [27], evidences that reinforce the importance of programmed and prioritized access 

to oral health. 

The problems related to dental care in pregnancy observed in this study confirm previous 

findings that point out faults in the access provided to families covered by the Family Health 

Strategy [28,29], noting that access does not occur as which is recommended in the doctrinal 

principles of the Brazilian Unified Health System. 

Recently, the Ministry of Health developed a Plan of Action to address maternal and child 

mortality due to mortality rates. Six working guidelines were established, namely: Strengthening the 

implementation of Health Care Networks; Strengthening of Primary Care; Attention to Childbirth 

and Birth; Sexual Health and Reproductive Health; Health Surveillance: Health Information Systems 

/ Communication and Continuing Education [30]. It should be emphasized that the situational 

diagnosis obtained in this study may lead to the adoption of intervention strategies to strengthen 

basic care and improve maternal and infant indicators. 

Regarding the limitations of this study, we considered those that were inherent to the cross-

sectional study and the time of performance in the position by the research participants. The 

managers of the services took part in the study, many of them new entrants in the function and with 

different times of work in the position, situation resulting from the exchange of personnel in the 

management positions every 04 years in the municipal policy. The difference in the time of action can 

interfere in the organization and quality of health care. 

Considering the situational diagnosis of prenatal care, it is necessary to adopt significant 

changes in the process of management and work of primary care in order to avoid damages to 

maternal and child health. As a proposal for intervention it is proposed to hold periodic workshops 

involving the multiprofessional team working in basic care, where care and organizational care 

protocols will be discussed and elaborated, based on national and state guidelines and locoregional 

reality. The joint elaboration allows adaptation according to the expanded view of the process, the 

need and installed capacity of the service. 

 

Conclusion 

Prenatal care in the primary care of the SUS has guaranteed educational activities for 

pregnant women, but presents deficiencies related to the work process and to the service 
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management, mostly due to the lack of assistance and organizational guidelines. It is necessary to 

increase the investment in continuous and permanent education programs directed to health 

professionals for the standardization of procedures and consequent service restructuring. 
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