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Abstract

Using data from the World Health Survey carried
out in Brazil in 2003, this paper has the objective of
describing the sociodemographic profile of Brazil-
ian women (age 18-69 years of age) that have ade-
quate health care, not only with respect to health
service utilization but also to healthy lifestyles. So-
ciodemographic variables (age, marital status,
race, education level, number of household assets,
and occupation), health care variables (periodic
gynecologic exam with Papanicolaou, mammog-
raphy among women aged 40-69 years, body mass
index, smoking, alcohol, physical activity, dental
care, private health insurance), and self-rated
health were analyzed by municipality size strata.
Logistic regression models were used to identify
the characteristics of women that have adequate
health care. Coverage of periodic gynecologic exam
with Papanicolaou was 65.0% and mammogra-
phy coverage was 47.0%. Less than 20.0% of Brazil-
ian women have adequate care, and the most asso-
ciated factors were: being younger than 40 years
old, having higher educational level, having pri-
vate health insurance and being married. The re-
sults indicate the need to develop health promo-
tion policies focused on modifying the risk habits
and risk practices to health, and to stimulate pre-
ventive periodic health exams.

Life Style, Mammography; Vaginal Smears;
Women’s Health
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Introduction

A significant change has occurred in the role of
women in contemporary society. Nowadays, it is
observed an increasingly search for professional
positions and careers outside of the home in ad-
dition to the responsibility of raising children 1.

The combination of women’s prior functions
with new ones have brought gains to women
and society as a whole. However, exhaustion
caused by increase in tasks has been document-
ed frequently, resulting in elevated levels of
stress and exposure to risk behaviors in health 2.
The proportions of women who smoke, drink,
and even consume illicit drugs have grown re-
cently 3. Additional problems are increased obe-
sity, more prevalent in women, and decrease in
physical activity resulting from urban life facil-
ities 4.

In regards to health care for women, histori-
cally, as a means of protecting the human pop-
ulation reproduction, health systems are struc-
tured to serve women specially during preg-
nancy and puerperium 5. In its turn, women’s
relationship with health services have always
been friendlier than men’s, as it is a well-recog-
nized fact that women make use of health ser-
vices more frequently 6.

Gender disparities are also found in the
perception of one’s own health. It is known that
women self-rate a poorer health state even
though men show, comparatively for the same



age, higher mortality rates and smaller life ex-
pectancy 7.

Despite higher female use of health ser-
vices, inequality in health care access consti-
tutes an obstacle in disease prevention among
women. Access to health services in Brazil dif-
fers by socioeconomic status and residence lo-
cation 8, presenting greater difficulty for women
residing in rural areas and inland cities of small
population size 9.

Even though universal access to health ser-
vices is guaranteed by the Brazilian constitu-
tion, and has been allowing the betterment of
some aspects in health 10,11, other aspects, main-
ly those demanding a more sophisticated med-
ical technology for diagnosis, have shown pro-
nounced disparities in distribution and use of
available resources 12,13,

In what concerns access to health promo-
tion policies, another aspect that must be con-
sidered is the inequality of knowledge spread.
Associated to the population’s education level,
it particularly affects healthy habits and life-
styles 14.

Using data from the World Health Survey
(WHS) carried out in Brazil in 2003, this article
objective is to establish the characteristics of
Brazilian women who have access to preven-
tive exams for cervical and breast cancer, and
to describe the sociodemographic profile of
women who have adequate health care, not
only from the point of view of health service
use, but also in relation to healthy behaviors.

Methodology

The WHS in Brazil was carried out in 5,000
households, selected in the entire national ter-
ritory with probabilistic sampling. A total of
5,000 interviews were done among individuals
eighteen years or older.

The sampling was taken in three stages. In
the first, 250 census tracts were selected with a
probability proportional to size. The primary
selection units were stratified by urban/rural
situation and the municipality size (< 50,000;
50,000-399,999; 400,000+ inhabitants). The tract
socioeconomic status, established by the house-
hold head mean monthly income, was used for
implicit stratification.

Twenty households were selected in each
tract using an inverse sampling design. In each
domicile, one resident was identified to answer
questions regarding the households character-
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istics. Only one individual was selected (with
equiprobability to answer the individual ques-
tionnaire).

The questionnaire used was translated and
adapted from the original survey proposed by
the World Health Organization (WHO). The fol-
lowing aspects were questioned: socioeconom-
ic situation; description of health state; risk
factors (smoking, alcohol, physical activity, nu-
trition, environmental factors); certain health
problems (chronic situations — diagnosis, treat-
ment and use of medications; severe condi-
tions — assistance); health plan coverage such
as dental care, prenatal care and infant-mater-
nal care; user’s health service response evalua-
tion; health related family expenses, including
private health plans.

Only women between 18 and 69 years of
age were considered for analysis in this work.
In what refers to accessibility to mammogra-
phy exams, only the 40 to 69 age group was
considered.

The variables used in this analysis were: (i)
sociodemographic: “age group”, “educational
level” (incomplete primary schooling, complete
primary schooling, higher education), “race”
(white, not white), “marital status” (married or
with companion; single; separated or divorced;
widow), “number of household assets” (sum-
mation of household assets such as refrigera-
tor, television, stereo, washing machine, fixed
telephone, cellular telephone, computer, mi-
crowave, dishwasher, 1 automobile, 2+ automo-
biles), “occupation” (compensated work, house-
wife, unemployed, retired, or disabled), and
“residence municipality size” (< 50,000, 50,000-
399,999, 400,000+ inhabitants); (ii) access to
health services: “private health plan” (yes; no),
“gynecologic exam”, “mammography”, “loss of
all teeth”, and “dental assistance within the last
year”; (iii) health lifestyle: “body mass index”,
“smoking habit”, “alcoholic drinking”, and
“physical activity”; and (iv) health perception:
“self-rated health”.

The Body Mass Index (BMI) was measured
dividing weight by the squared height (kg/cm2)
and was categorized as follows: underweight
(up to 18.5); normal weight (greater than or
equal to 18.5 up to 25); pre-obesity (greater than
or equal to 25 up to 30); and obesity (greater
than or equal to 30).

Physical activity was measured by the week-
ly frequency and minutes taken in physical ac-
tivity. Three categories were considered in the
analysis: sedentary (no physical activity); in-
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sufficient physical activity (less than 150 min-
utes per week); sufficient physical activity (150
minutes or more per week).

Smoking habit was established by the fre-
quency of use (has never smoked, smokes but
not daily, smokes daily), while the drinking
habit was studied by the consumption of alco-
holic doses in the week preceding the survey.
According to the WHO’s criteria, excessive con-
sumption is established by five standard doses
or more in at least two days during the survey’s
preceding week (one standard dose corresponds
to a can of beer, or a glass of draught, or a glass
of wine, or a whiskey shot, or a cachaga shot, or
a caipirinha).

A “health care” index was constructed through
a score composed of some variables, as ex-
plained below:

* Normal weight (1 for those who have a body
mass index less than 25; 0 for the others);

* Does not smoke (1 for those who do not
smoke, 0 for those who smoke);

* Sufficient physical activity (1 for those who
had physical activity for at least 150 minutes
per week, 0 for the others);

e Does not drink excessively (1 for those who
did not drink too much alcohol according to
the WHO'’s criteria, 0 for those who did drink
excessively);

e Dental conservation (1 for those who did
not lose all their teeth, 0 for those who did);

* Adequate dental care in the last year (1 for
those who did not need care or needed and re-
ceived care, 0 for those who needed it and did
not receive it);

e Adequate gynecologic exam (1 for those who
had a gynecologic exam with Papanicolaou in a
period of up to three years before the survey, 0
for those who never had or had an exam over
three years before the survey).

e Adequate mammography (1 for those who had
amammography in a period of up to three years
before the survey, 0 for those who never had one
or had one over three years before the survey).

Women who answered positively to all the
above items were considered to have “adequate
health care”.

For the statistical analysis, the data were
weighted in accordance to the sampling de-
sign, using the SUDAAN software.

In the first part of the statistical analysis,
the sociodemographic variables, health service
access, and health promotion variables as well
as self-rated health were analysed by munici-
pality size. The chi-square test was used for
testing heterogeneity of proportions.

In the second part, with the objective of
identifying the characteristics of women who
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took periodic health exams for prevention of
cervical and breast cancer, the associations of
sociodemographic factors with “having a gyne-
cologic preventive exam less than three years
ago’, and with “having a mammography less
than three years ago” were analyzed.

Finally, a stepwise logistic regression model
was used to identify the most associated fac-
tors with “having adequate health care”.

Results

Table 1 shows the sociodemographic charac-
teristics of 2,265 women between 18 and 69
years old surveyed in the study, according to
the size municipality of residence. The distrib-
ution of women by age group and race is con-
firmed to be similar in all three municipality
strata. In relation to marital status, there is a
greater concentration of married women in
smaller municipalities, while separated or di-
vorced women dominate the average size and
large municipalities.

The analysis by socioeconomic level (Table
1) shows that educational level is, in general,
precarious, disclosing that over 50.0% of women
have not completed primary schooling. There
exists, however, a gradient in educational level,
which improves as municipality size grows.
The same gradient occurs through the catego-
rization according to household assets. The
proportion of women with private health plans
is also greater in larger municipalities.

However, concerning occupational status,
the differences by stratum were small (Table 1).
In the total surveyed women, less than half of
them are part of the work force, independent
of the residence’s municipality size. Among
those who do not work, only 10.0% declared
themselves unemployed; the others classified
themselves as housewives (34.6%), students
(4.1%), and retired (9.0%).

Table 2 presents results relating to lifestyles
and healthy habits. It is observed that over one
third of all women in all three municipality
groups are classified in the pre-obesity and obe-
sity groups. About 15.0% declared they smoke
daily, while there were no differences in smok-
ing habits among the strata. On the other hand,
the proportion of women who drink alcohol in
excess, according to the WHO’s criteria, was
small (1.5%) but with a large range varying from
0.6% in small municipalities, to 2.5% in the
large population municipalities. It is also found
that most women are categorized in the suffi-
cient physical activity group (150 minutes or
more), with no different patterns by stratum.



Table 1

HEALTHY LIFESTYLES AND ACCESS TO PERIODIC HEALTH EXAMS

Sociodemographic characteristics of women aged 18-69 years according to size of residence municipality.

Brazil, 2003.
Variables Categories Municipality population size Total
(1,000 inhabitants)
<50  50-399,999 400 +
% % % % N
Age group (years) 18-29 34.3 30.5 31.1 32.0 817
30-39 22.2 25.0 231 235 599
40-49 18.2 21.9 20.0 20.0 511
50+ 253 225 25.8 245 627
Educational level* Incomplete fundamental 67.1 52.7 41.3 53.8 1,374
Incomplete intermediate 11.4 17.9 17.4 15.5 396
Complete intermediate 21.6 29.4 41.3 30.7 785
or higher

Race* White 51.3 51.2 51.5 51.4 1,290
Black 12.4 8.6 11.6 10.9 273
Yellow 1.3 2.7 2.8 2.3 57
Brown 333 36.4 31.6 33.8 848
Indigenous 1.8 1.1 2.4 1.8 44
Marital status* Single 23.0 23.0 25.0 23.7 605
Married/Lives with a companion  64.5 60.5 56.5 60.5 1,547
Separated/Divorced 6.3 9.6 10.1 8.6 221
Widow 6.3 6.9 8.4 7.2 184
Number of household 0-3 45.3 26.1 14.8 28.8 728
goods* 4-7 51.0 65.5 67.7 61.4 1,550
8+ 3.8 8.3 17.4 9.8 248
Occupation* Government employee 8.3 6.9 4.8 6.7 171
Non-government employee 13.1 171 18.6 16.3 416
Autonomous/Employer 16.3 15.6 17.5 16.5 421
Unpaid work 62.3 60.4 59.0 60.6 1,548
Housewife 36.2 36.1 31.7 34.6 885
Unemployed 9.4 12.4 9.8 10.5 269
Student 3.5 2.5 6.2 4.1 104
Retired 9.8 7.1 9.8 9.0 229
Other 3.4 2.3 1.5 2.4 61

* p-value < 5.0% (x2 heterogeneity testing).

In regards to self-rated health, 49.0% of
women perceive themselves as being in good or
very good health, while 10.0% perceive a bad or
very bad health. This percentage reaches its low-
est value, of 7.0%, among women residing in cities
with over 400,000 inhabitants (Table 2).

Health conducts among women can also be
analyzed by the data displayed in Table 2. First-
ly, it is evidenced an important percentage of
women who have lost all their original teeth
(14.0%) which is even higher in smaller munic-
ipalities (18.0%). In regards to dental care re-

ceived during the year before the interview, on-
ly 10.0% of the participants informed having
had oral or dental problems without having re-
ceived odontological assistance, while 65.0%
declared not having looked for dental assis-
tance since they did not feel the need.

With respect to cervical and breast preventive
exams, evaluated based on gynecologic exams
with Papanicolaou and mammography within
the last three years, the results indicate the larger
the municipality, the greater the access. In gener-
al, the coverage of gynecologic exam with Pa-
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Table 2

Health cares among women aged 18-69 years according to size of residence municipality. Brazil, 2003.

Variables Categories

Municipality population size Total
(1,000 inhabitants)
<50  50-399,999 400 +

% % % % N
Body mass index Underweight 6.6 6.8 6.7 6.7 148
Normal weight 57.3 54.8 57.4 56.5 1,246
Pre-obesity 25.8 28.0 24.7 26.1 576
Obesity 10.4 10.4 1.1 10.7 235
Smoking Daily 13.6 16.3 14.8 14.9 380
Not daily 4.1 4.5 3.4 4.0 102
Does not smoke 82.4 79.2 81.8 81.1 2,074
Alcoholic drinking* Excessively 0.6 1.3 2.5 1.5 37
Non excessively 57.9 69.7 76.3 67.9 1,728
Has never drunk 41.5 29.0 21.2 30.6 780
Physical activity Sedentary 9.1 6.7 9.8 8.6 217
(per week) Less than 150min 10.4 9.4 11.7 10.5 267
150min + 80.6 83.9 78.4 80.9 2,054
Self-rated health* Very good/good 44.4 46.0 55.5 48.6 1,241
Average 44.3 43.5 37.5 41.8 1,066
Poor/Very poor 11.4 10.6 6.9 9.6 246
Private health insurance*  Yes 13.7 26.5 37.7 25.9 662
Loss of all teeth* Yes 17.7 12.5 11.2 13.8 353
Dental care (per year) Did not need 65.0 64.5 63.9 64.5 542
Needed and received 24.8 24.3 27.3 25.5 204
Needed and did not receive 10.2 11.2 8.8 10.1 94
Gynecologic exam* =< 3 years with preventive 56.8 67.5 72.3 65.5 1,664
=< 3 years without preventive 10.7 12.3 12.5 11.8 300
Over 3 years 10.2 8.9 9.8 9.6 244
Never 22.4 11.4 5.5 13.1 333
Mammography*,** < 3 years 34.4 43.9 62.3 47.2 533
Over 3 years 6.8 7.3 6.7 6.9 78
Never 58.8 48.8 31.0 45.9 519
Has adequate health care Yes 14.9 19.8 19.9 18.3 399

* p-value < 5.0% (x2 heterogeneity testing).
** Only for women between 40 and 69 years old.

panicolaou was ample, covering over 65.0% of
women. Yet, mammography shows, in the total
women, coverage much lower, 47.0%, and pro-
nounced differences between the three strata,
with a range varying from 34.0% in small munici-
palities, to 62.0% in large municipalities (Table 2).

The data in Table 2 also reveal that less than
20.0% of women have adequate health care in
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every stratum, being that in the municipalities
smaller than 50,000 inhabitants, the percent-
age is lower than 15.0%.

Table 3 presents the sociodemographic dif-
ferences among women that have taken, with-
in a period of the last three years from being
surveyed, preventive exams for cervical and
breast cancer. In respect to the adequate gyne-



Table 3

HEALTHY LIFESTYLES AND ACCESS TO PERIODIC HEALTH EXAMS

Proportion (%) of women who took a cervical cancer preventive exam and mammography in less than 3 years

according to sociodemographic characteristics. Brazil, 2003.

Variables Categories Preventive exam Mammography*
for cervical cancer
% p value** % p value**

Municipality size < 50,000 56.8 0.000 34.2 0.000
50,000-399,999 67.5 441
400,000 + 72.3 62.3

Age group (years) 18-29 53.1 0.000 - -
30-39 771 -
40-49 75.6 455 NS
50-69 62.2 48.6

Had or had no children Already had children 64.5 0.000 - -

among women 18-29 years Did not have children 40.8 -

Educational level Incomplete Fundamental 60.7 0.000 36.6 0.000
Complete Fundamental+ 70.9 70.3

Race White 67.3 0.026 54.3 0.000
Other 63.5 395

Marital status Married/Lives with a companion 72.4 0.000 49.2 0.080
Does not live with a companion 54.9 43.9

Employed and making money Yes 70.7 0.000 53.2 0.002
No 62.0 43.6

Number of household goods 0-3 53.4 0.000 21.6 0.000
4-7 67.1 49.2
8+ 81.1 75.2

Health plan Yes 82.1 0.000 72.3 0.000
No 59.6 36.7

* Only for women between 40 and 69 years old.
** p-value of the x2 heterogeneity testing.

cologic exam, the data show that women in the
30-49 age group, who have a paying job, live
with a partner, and reside in big cities, have the
most coverage. The results also evidence accen-
tuated inequalities by socioeconomic level, be
it measured by education level or household
assets. Equally, coverage is significantly larger
among women who possess a private health
plan. In regards to the mammography exam,
the sociodemographic characteristics are simi-
lar but the social gradient is even more accentu-
ated: coverage varies from 22.0% among women
with less than four household asssets, to 75.0%
among those who possess eight or more assets.

Table 4 analyzes the effects of periodic gy-
necologic exams over lifestyles and healthy
habits, adjusted by educational level and age

group. As to the habit of smoking, only the best
educational level shows a significant protector
effect. Regarding normal weight, the effects of
age and education level were significant. In the
case of excessive alcohol consumption, an in-
version occurs in the effect from education lev-
el, since consumption is higher among women
with a better social condition. When control-
ling by age and educational level, the effects of
the gynecologic exam are, invariably, not signif-
icant, be it for smoking habit, excessive drink-
ing, weight control, or physical activity. The on-
ly exception is for preventive cancer exams,
which was highly associated to the gynecologic
exam for every stratum.

Table 5 shows results of the logistic regression
model considering, “having adequate health
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Table 4

Effect of periodic gynecologic exam on healthy habits adjusted by educational level and age group. Brazil, 2003.

Independent variable Category OR p-value Adjusted OR  p-value
Dependent Variable: Does not smoke
Age group (years) 18-39 1.20 NS 1.00 NS
40-69 1.00 1.00
Fundamental schooling Incomplete 0.49 0.0000 0.49 0.0000
Complete 1.00 1.00
Gynecologic exam with Yes 1.24 NS 1.16 NS
Papanicolau in less than 3 years No 1.00 1.00
Dependent variable: Does not drink in excess
Age group (years) 18-39 0.69 NS 0.85 NS
40-69 1.00 1.00
Fundamental schooling Incomplete 2.22 0.0218 2.1 0.0393
Complete 1.00 1.00
Gynecologic exam with Yes 0.94 NS 1.01 NS
Papanicolau in less than 3 years No 1.00 1.00
Dependent variable: Normal weight
Age group (years) 18-39 2.04 0.0000 1.87 0.0000
40-69 1.00 1.00
Fundamental schooling Incomplete 0.64 0.0000 0.75 0.0054
Complete 1.00 1.00
Gynecologic exam with Yes 0.92 NS 0.93 NS
Papanicolau in less than 3 years No 1.00 1.00
Dependent variable: Regular physical activity
Age group (years) 18-39 1.19 NS 1.21 NS
40-69 1.00 1.00
Fundamental schooling Incomplete 0.98 NS 1.06 NS
Complete 1.00 1.00
Gynecologic exam with Yes 1.17 NS 1.19 NS
Papanicolau in less than 3 years No 1.00 1.00
Dependent variable: Had a mammography
in less than 3 years (women 40-69)
Fundamental schooling Incomplete 0.24 0.0000 0.31 0.0000
Complete 1.00 1.00
Gynecologic exam with Yes 7.1 0.0000 6.03 0.0000
Papanicolau in less than 3 years No 1.00 1.0
care” as the dependent variable. Using a step-  Discussion

wise variable selection process, the statistical
analysis indicates that being younger than 40
years, having a better education level, having a
private health plan, and being married or liv-
ing with a companion are the factors most as-
sociated to the response variable. The effects of
the variables for “number of household assets”,
“race”, “employment’, and “municipality stra-
tum” were not statistically significant.
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The sociodemographic profile for the female
population aged 18 to 69 years, pictured from
the WHS data, shows that Brazilian women still
have a small participation in the work force, and,
the majority, are married or live with a compan-
ion. In general, they present a precarious educa-
tional level and low purchase power, characteris-
tics that also improve with municipality size.



Table 5

HEALTHY LIFESTYLES AND ACCESS TO PERIODIC HEALTH EXAMS

Results of the logistic regression considering “having adequate health care” as the response variable. Brazil, 2003.

Independent variable Category OR p-value Adjusted OR  p-value

Age group (years) 18-29 2.23 0.0000 2.12 0.0000
30-39 2.92 0.0000 2.54 0.0000
40 + 1.00 - 1.00 -

Educational level Incomplete fundamental  0.33 0.0000 0.37 0.0000
Incomplete intermediate  0.59 0.0015 0.58 0.0032
Complete intermediate  1.00 - 1.00 -
or higher

Married or lives with a companion Yes 1.61 0.0007 2.02 0.0000
No 1.00 - 1.00 -

Private health insurance Yes 1.38 0.0000 1.22 0.0105
No 1.00 - 1.00 -

Regarding healthy habits, results indicate
that the frequency in overweight and obesity
disorders associated to higher burden of chron-
ic diseases and disabilities, showed a stability
trend, with similar values to those reported by
the National Health and Nutrition Survey (PNSN
— Pesquisa Nacional de Satide e Nutrigdo) taken
in 1989 15, after two decades of growing 16.

In a global analysis, overweight, in Brazil,
does not constitute as serious a problem as in
countries like the United States, where obesity
percentages have reached levels over 30.0%
among women aged 20 and 74 years, during
the period 1999-2002 17. However, the over-
weight problem can no longer be attributed
only to groups of higher socioeconomic status,
as has been discussed by Monteiro et al. 16. The
Brazilian WHS data show that overweight oc-
curs uniformly throughout the country, inde-
pendent of municipality size.

Tobacco use, one of the main causes of pre-
mature mortality, of diseases and disabilities,
showed in the female Brazilian population a
slightly smaller proportion than that found
among North American women 18, and tending to
decrease if compared to results obtained in 1989
by means of the PNSN 19. The daily percentage for
smoking, 15.0%, obtained for the stratum of mu-
nicipalities larger than 400 thousand inhabitants,
is similar to the level found in most of the country
capitals in a recent survey done by the National
Cancer Institute (INCA - Instituto Nacional de
Cdncer) 20, with exception for the southern capi-
tals, which showed smoking proportions above
20.0% among women aged 15 years old and over.

Contrary to smoking, society and its means
of mass communication continue motivating
the use of alcohol in social events, starting at
adolescence 20. The WHS revealed that the
great majority of Brazilian women drink social-
ly but the excessive alcohol consumption did
not configure as an important matter, corre-
sponding to 1.5% of all women, in a much small-
er proportion than that found in France, where,
according to the WHO'’s data (http://www3.who.
int/whosis/alcohol, accessed on 18/Jan/2005),
the percentage of women that drink excessive-
ly surpasses 10.0%.

Regular physical exercise is considered a
protective factor for health 21. Results in the
present survey indicate high frequencies of
women who practice regular physical activities
when compared to those obtained from a re-
cent national survey taken in the Brazilian cap-
itals 20, maybe because in the WHS, the ques-
tions referred as much to physical exercise for
pleasure as to those practiced at work, includ-
ing domestic work.

As regards the analysis of the coverage of
cervical cancer prevention exam, it cannot be
left unregistered that a significant portion of
Brazilian women benefit from this service, with
an adequate time interval between exams.
Knowing that cervical cancer presents a high
potential of being cured, especially when diag-
nosed and treated at an early stage 22, this re-
sult is very positive.

However, besides inequality in access to pe-
riodic gynecologic exams according to munici-
pality size, two other aspects deserve specific
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attention. The first one relates to the lack of in-
fluence of the periodic gynecologic exam or
healthy behaviors, since the effects of regular
gynecologic exam (adjusted by educational
level and age group) were not significantly as-
sociated to smoking, excessive drinking, weight
control, or practicing physical activities. These
results possibly express failure in integral at-
tention towards the woman and the lost oppor-
tunities to promote healthy habits, limiting the
possibilities of reducing incidence of chronic
diseases 3. The second aspect concerns the life
phase that women begin gynecologic exams.
The WHS data show that coverage is signifi-
cantly higher among young women who have
already given birth. Given that sexual activity
begins at increasingly younger ages in Brazil,
women’s delayed entry into the health system
constitutes an obstacle for detection, treat-
ment, and prevention of sexually transmitted
diseases in the young female population 23.

The Brazilian WHS results revealed that cov-
erage for mammography exams are low, reach-
ing less than half of Brazilian women between
the age 40 and 69 years. Even though the rec-
ommended age group in Brazil to start routine
exams is 50 to 59 years, over 40.0% of women
in this age group have never undergone one of
these exams. Important gradients were found
by municipality size, possibly resulting from
the concentration of medical diagnosis ser-
vices in the capitals and large scale municipali-
ties. According to information from the Med-
ical-Sanitary Assistance Survey (Pesquisa As-
sisténcia Médico-Sanitdria) (http://tabnet.data
sus.gov.br/cgi/ams/amsopcao.htm, accessed on
27/Jan/2005), done in 2002, the capitals with-
hold 43.0% of the mammographies but only
26.0% of the female population between 40
and 69 years old.

Still related to mammography, a pronounced
coverage differential is observed according to
form of payment for this kind of service. Cover-
age reaches 72.0% in the group of women that
have private health insurance, at the same uti-
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lization level of North American women 24, but
the double of that found in the group of women
who use public services. It is only recently that
the Ministry of Health began recommending
the mammography as the exam for the breast
cancer diagnosis, which may be one of the ex-
planatory factors for the low coverage in the
public health system.

Inequalities in access to cervical and breast
cancer diagnoses, have been well-documented
in international literature. In general, they are
associated with low education levels 25, to the
geographic imbalance in service distribution 26,
and accentuated by the user’s purchase power,
be it by means of the private health insurance
or service direct payment 27.

Although having a universal character, SUS
lacks, to this day, mechanisms that are, in fact,
efficient, in a way as to make certain services,
available in larger municipalities, also accessi-
ble to the resident population of small munici-
palities and of lower socioeconomic status. As
concerns dental health, the difficulty in access
perceived by PNAD 1998 data still persist. Fur-
ther more, data from the WHS show that only
18.0% of Brazilian women have adequate health
care, and that this proportion is at the 10.0%
level among women who live in small munici-
palities and have incomplete schooling.

Among the explanatory mechanisms of the
low coverage for the set of adequate health con-
ducts in the Brazilian female population, are
those related to unequal access to the offered
services and the lost opportunities to promote
healthy behaviors at the moment of service uti-
lization, together with a persistently precarious
educational level in most women.

Results for the present analysis indicate a
need to develop health promotion policies di-
rected to the female population so as to modify
health risk habits and practices, motivate peri-
odic preventive exams, and reduce inequalities
in accessibility by means of the decentraliza-
tion, in strategies, specifically, directed towards
overcoming social exclusion.



Resumo

Utilizando os dados da Pesquisa Mundial de Saide
(PMS), realizada no Brasil em 2003, objetiva-se descre-
ver o perfil sécio-demogrdfico das mulheres brasileiras
entre 18 e 69 anos que tém cuidados adequados com a
sua satide, nao so quanto a utilizacdo de servigos, mas
também aos comportamentos sauddveis. As varidveis
socio-demogrdficas (idade, situagdo conjugal, grau de
instrugdo, bens no domicilio e cor da pele), de cuida-
dos com a satide (exame ginecolégico com Papanico-
lau, mamografia em mulheres de 40 a 69 anos, indice
de massa corpdrea, fumo, dlcool, atividade fisica,
satide oral, plano privado) e auto-avaliagdo da satide
foram analisadas segundo estrato de tamanho do mu-
nicipio. Utilizando modelos de regressao logistica fo-
ram identificadas as caracteristicas das mulheres que
tém cuidados adequados com a sua satide. A cobertu-
ra do exame ginecoldgico periodico com Papanicolaou
foi de 65,0% enquanto a da mamografia foi de 47,0%.
Menos do que 20,0% das mulheres tém cuidados ade-
quados com a satide, sendo que os fatores mais asso-
ciados foram: ter menos de quarenta anos, melhor
grau de instrugao, plano de satide e ser casada. Os re-
sultados indicam a necessidade do desenvolvimento
de politicas direcionadas a modificar os hdbitos e
prdticas de risco a satide e incentivar os exames pre-
ventivos periodicos.

Estilo de Vida; Mamografia; Esfregaco Vaginal; Satide
da Mulher
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