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Abstract The study aimed to characterize women that attended prenatal care in Brazil according to ethnicity/skin color and sociodemographic
variables and to verify the association between
the indicators of the prenatal care process and the
women’s ethnicity/skin color. This was a population based, cross-sectional study carried out with
data from the National Health Survey of 2013. A
bivariate analysis was performed using the multilevel logistic regression model, estimating the
odds ratio and the respective 95% confidence intervals to test the association between the indicators of the adequate prenatal care process and the
women’s ethnicity/skin color. The findings showed
that black women have a lower chance of starting
prenatal care before 12 weeks of gestation, having
6 or more consultations, performing the HIV test,
performing the VDRL exam or receiving advice
related to care during gestation and childbirth.
Inequalities were identified in the healthcare of
Brazilian women during prenatal care, related to
ethnicity/skin color and other sociodemographic
characteristics. It was concluded that being of
black ethnicity and living in a socially disadvantaged area entails disadvantages for women regarding access to a prenatal care considered to be
adequate according to the criteria established by
the Brazilian Ministry of Health.
Key words Prenatal care, Women’s health, Health
of the black population, Racism
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Introduction
Prenatal care is globally recognized as an intervention that has a great impact on reducing
maternal and perinatal morbidity and mortality
rates, and its implementation is related to the
country’s health and social development indicators1.
Literature highlights the effects of prenatal
care on women’s lives and health, showing that
access to this type of care is closely related to
sociodemographic, cultural and economic development factors that mediate access to health
services2-6. These studies also highlight that in
societies characterized by inequalities, gender
and racism constitute structuring elements and
explain the differentiated and unequal access of
black women to health services considered relevant, when compared to white women.
The prenatal care coverage in Brazil has followed a growing trend over the years, reaching
approximately 100% when analyzed regardless of
maternal characteristics and the quality of care
provided7,8; however, when evaluated according
to the adequacy of care, the levels of coverage
drop sharply, showing that prenatal care coverage in terms of effectiveness is still far from the
desired situation9.
Aiming to achieve better results related to the
national health indicators, the Program for the
Humanization of Prenatal Care and Childbirth
(PHPN, Programa de Humanização no Pré-natal e Nascimento) was created in 2000 and established criteria related to improving access to,
coverage and quality of prenatal care, as well as
childbirth and postpartum care.
Many studies have shown, however, that
these minimum criteria are not being satisfactorily met for the vast majority of pregnant women,
showing an even more limited reach in relation
to women under vulnerable circumstances, and
may also vary according to the country region
and the place where care is being offered1,6,9-11.
In general, the literature indicates the persistence of low compliance with the set of proposed goals and their correlation with the social
determinants of health, among which ethnicity/skin color stands out9. Therefore, skin color
should be discussed together with the socioeconomic and cultural factors, as these are variables that act synergistically, amplifying negative
health outcomes and forming mechanisms that
explain racial inequalities in this context12-14.
Studies with an emphasis on racial inequalities in health have highlighted that black women

occupy a position of greater vulnerability, as they
experience, at least, the triple discrimination of
gender, ethnicity and social class, which directly
impacts the pattern of health care access and use
in the processes of illness and death12,15,16.
Racism operates in the institutions under a
dynamic that bestows both privileges and disadvantages based on ethnicity, establishing discriminatory parameters that seek to maintain
the hegemony of the racial group that holds the
power17. Specifically in the field of prenatal care,
the findings resulting from national and regional data confirm this statement, as they show that
women of black or brown skin color, with low
level of schooling and assisted in public services,
experience lower adequacy in care12,18-20. Therefore, they are the most affected by complications
resulting from the absence or inequities of care.
Understanding the importance of scientific research on access to qualified and effective
services by the population of women victims of
prejudice and discrimination, whether racial or
social, and considering the importance of national data for a broader assessment of the provided
assistance, this study aimed to characterize the
women who received prenatal care in Brazil according to sociodemographic variables and ethnicity/skin color and to verify the association between the indicators of the prenatal care process
and the women’s ethnicity/skin color.

Method
The present study shows data from the National Health Survey (PNS, Pesquisa Nacional de
Saúde), carried out in Brazil by the Brazilian Institute of Geography and Statistics (IBGE, Instituto Brasileiro de Geografia e Estatística). This is a
cross-sectional, population-based study of which
main objective is to produce and provide nationally representative data on the health situation
and lifestyles of the Brazilian population, as well
as on health care, regarding the access to and use
of health services, preventive actions, continuity
of care, and funding of health care21.
The PNS is a household survey carried out
through conglomerate sampling in three stages, namely: the census sectors or set of sectors,
which comprise the primary sampling units; the
households, which represent the second-stage
units; and the residents aged 18 or over, including women who went through childbirth from
10/28/2011 to 7/27/2013, considering the last
delivery.
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tion, frequencies and percentages. A tabular bivariate analysis was performed to verify the homogeneity of the distribution of sociodemographic
covariates between the white and black groups, related to the ethnicity/skin color variable, using the
chi-square test at a significance level of p < 0.05.
Subsequently, a bivariate analysis was performed
using a multilevel logistic regression model, where
the odds ratios (OR) were estimated to verify the
association between the indicators of adequate
prenatal care and the ethnicity/skin color variable,
with the respective 95% confidence intervals.
To avoid spurious associations, the multilevel logistic regression model was adopted in this
study, instead of the traditional logistic model,
thus treating the census sector as a random effect
in the analysis. For this purpose, the intraclass
correlation coefficient was estimated, which expresses the degree of homogeneity of the individuals’ behaviors and attitudes when they share the
same geographic area-census sector23.
The data used in this study were obtained
from a public domain source, and the study was
approved by the National Research Ethics Committee - Conep, of the National Health Council
– CNS, in June 2013, as a prerequisite for the distribution of data by PNS. Therefore, the present
study does not require the evaluation by the Ethics
Committee.

Results
The mean age of the study population is 27 years
(SD: 6.2), mostly of black ethnicity/skin color (65.9%). Women who had a steady partner
(78.1%), high school education (44.8%), were
employed by a public or private company (26.7%)
and had an income between one and three minimum wages (25.9%) predominated. A little over
one-third of the women had given birth only once
before the pregnancy that investigated the characteristics of prenatal care (37.5%) and 70.8% used
the Brazilian Unified Health System (SUS, Sistema
Único de Saúde) to carry out the follow-up.
Table 1 shows the description of the sociodemographic data of women who received prenatal
care in Brazil, stratified by ethnicity/skin color.
There was a statistically significant association
between age and ethnicity/skin color of women (p = 0.045), with a predominance of the age
group of 25 to 35 years old, both among black
and white women, 56.3% and 52.9% respectively.
There was a higher percentage of white
women with a steady partner, 80.6%, compared
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The study population consisted of 1,851
women who received prenatal care, distributed
throughout Brazil. There was a loss of 2.1% related to non-response to specific questions of the
research questionnaire, with the analysis being developed based on information from 1,812 women.
For peculiar variables such as income and occupation, the percentages computed as non-response,
related to the “not applicable” definition, were represented by 59.87% and 58.60%, respectively.
The analyzed ethnicity/skin color variable
consisted of two groups (black and white). The
definition of ethnicity/skin color used in the
present study follows the IBGE criteria, which
currently consists of the following skin colors/
race/ethnicity: white, black, brown, indigenous
and yellow, and for the purposes of this study, the
self-declared black and brown women were classified as “black”.
The sociodemographic characteristics of the
assessed women are considered independent variables and are related to age, marital status, occupation, income, level of schooling, parity and population care coverage. The adequate prenatal process
indicators were defined in the study as dependent
variables and follow the minimum recommendations proposed by the Brazilian Ministry of Health
through the Humanization of Prenatal Care and
Childbirth (PHPN, Programa de Humanização no
Pré-natal e Nascimento) and Technical Manual for
Low-Risk Prenatal Care.
The process indicators related to counseling
given during prenatal care were included, and
originated from the questions in the PNS questionnaire, which were added in order to provide
a broader and more realistic analysis of prenatal
care.
The prenatal care process indicators were determined taking into account the first consultation
up to the 12th week of gestation, a minimum of 6
consultations, laboratory tests (blood count, serology for syphilis – venereal disease research laboratory test – VDRL, anti-HIV test and urinalysis),
clinical-obstetric evaluation (blood pressure measurement, weight measurement, measurement of
uterine height, assessment of fetal heart rate and
clinical examination of the breasts), counseling
related to the use of tobacco, alcohol, hair dyes,
missing the appointments, healthy eating; and information regarding signs of labor, signs of obstetric risk, advice on breastfeeding and on the referral maternity hospital for childbirth care22.
The initial analysis was carried out using descriptive statistics, obtaining measures of central
tendency (means and medians), standard devia-
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to black women. As for the level of schooling,
it showed statistical significance regarding the
differences in the women’s ethnicity/skin color (p < 0.001); for this variable, the percentage
differences were observed mainly between the
illiterate and higher education groups, where in
the first group, black women represented 7.8%
while white women corresponded to 4.2%; and
conversely, there was a predominance of white
women at the highest level of education, which

corresponded to 27.9%, about 2.40-fold higher
than the group of black women for the same level.
Regarding occupation, there was a statistically
significant difference in the proportions between
the groups (p < 0.001), highlighting the percentages related to those employed in the public/private sector and domestic workers; in the latter,
black women were 2.03-fold more prevalent than
the white women, while in the first, the white
women stood out with 32.9%. With regard to in-

Table 1. Comparison between black and white women attended in prenatal care, according to sociodemographic
variables. Brazil, 2013.
Sociodemographic characteristics
Age group (1,812)
18 to 24 yrs.
25 to 35 yrs.
≥ 36 yrs.
Marital status (1,812)
With partner
No partner
Level of schooling (1,812)
Illiterate
Elementary school
High school
Higher education
Occupation (1,812)
No payment
Autonomous worker
Domestic worker
Public/private employee
Employer
Not applicable
Monthly incomea (1,812)
≤ 1 minimum wage
1 to 3 minimum wages
≥ 4 minimum wages
No payment/not applicable
Parity (1,812)
1 childbirth
2 childbirths
≥ 3 childbirths
Type of health care service used (1,786)
Exclusively public
Public and private
Exclusively private
a

monthly income of R$ 678.00 reais in 2013.

Source: National Health Survey, 2013.

Self-declared ethnicity/skin color (n = 1,812)
White (593)
Black (1,219)
p-value
n (32.4%)
n (65.9%)
176 (29.7)
334 (56.3)
83 (14.0)

430 (35.3)
646 (53.0)
143 (11.7)

478 (80.6)
115 (19.4)

938 (76.9)
281 (23.0)

25 (4.2)
142 (23.9)
260 (43.8)

95 (7.8)
430 (35.3)
552 (45.3)

166 (28.0)

142 (11.6)

7 (1.2)
59 (9.9)
16 (2.7)
195 (32.9)
9 (1.5)
307 (51.8)

14 (1.1)
90 (7.4)
67 (5.5)
288 (23.6)
5 (0.4)
755 (61.9)

39 (6.6)
182 (30.7)
58 (9.8)
314 (52.9)

131 (10.7)
288 (23.6)
29 (2.4)
771 (63.2)

260 (43.8)
193 (32.5)
140 (23.6)

420 (34.4)
397 (32.6)
402 (33.0)

319 (54.3)
27 (4.6)
241 (41.1)

959 (80.0)
49 (4.1)
191 (15.9)

0.045

0.077

< 0 .001

< 0.001

< 0.001

< 0.001

< 0.001
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black women showed a 49% reduction in the
chance of being tested for the virus during pregnancy, compared to white pregnant women (OR
= 0.51; 95%CI: 0.26-1.03. Rho=0.41). Regarding
the performance of the test for syphilis (VDRL),
being black was constituted an obstacle to perform the test (OR = 0.68; 95%CI: 0.49-0.94. Rho
= 0.32).
Regarding the performance of breast exams
in all consultations, there was a low prevalence of
accomplishment for both black and white women, representing a percentage of 34.4% and 41.3%
respectively. However, when comparing the
chance of undergoing this anamnesis according
to ethnicity/skin color, black women had a 28%
reduction in the chance of meeting this indicator
(OR = 0.72; 95%CI: 0.57-0.90, Rho = 0.13).
Regarding all indicators related to receiving
prenatal recommendations regarding pregnancy,
labor and delivery, there was a lower prevalence
for the group of black women when compared to
the white women. As for the advice related to the
characteristics and warnings of labor onset, black
women were 23% less likely to have access to this
information (OR = 0.77; 95%CI: 0.61-0.97. Rho
= 0.03). As for information on risk signs that indicate an obstetric emergency, black women recorded an even lower chance of receiving it, 22%
(OR = 0.78; 95%CI: 0.61-0.99. Rho = 0.01). As for
advice on breastfeeding, the results showed that
black pregnant women were 33% less likely to
be counseled on this subject (OR = 0.67; 95%CI:
0.50-0.91. Rho = 0.17).
Data related to the recommendations given
to the pregnant women about the referral maternity hospital indicate that there is an association
between ethnicity/skin color and this indicator of
prenatal adequacy, and in this study, the fact of
being black reduced the chance of obtaining this
type of recommendation by 55% (0.56; 95%CI:
0.43-0.73. Rho = 0.16).
The study results showed no statistically significant differences between the groups of white
and black women regarding the measurement
of the woman’s height at the first prenatal consultation, having a blood test performed during
the follow-up, request of an HIV test, request of
urinalysis for the pregnant woman, blood pressure measurement, weight and uterine height in
all consultations; advice on not missing appointments, maintaining a balanced and healthy diet,
not smoking, not drinking and not using hair
dyes.
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come, black women showed a higher percentage
among the women who had a monthly income
of less than or equal to 1 minimum wage, when
compared to white women; among those earning four minimum wages or more, white women
stood out, representing 9.8% instead of 2.8% of
the black group.
Parity showed a statistically significant difference between the proportions (p < 0.001),
highlighting the groups of women who had given
birth only once and those who had given birth
three or more times. Women who self-declared
white predominated among those with fewer
children; in contrast, among those who reported having given birth more than two times, there
was a predominance of black women, 32.9%.
There was no statistical significance between
marital status and ethnicity/skin color of women
who received prenatal care.
Regarding the type of service used, there was
a difference between the proportions with statistical significance between the groups. Black
women represented the majority of those who received care in the public sector (79.9%) and only
15.9% of prenatal care performed in the private
sector, while for the latter, white women represented 41.1% of care.
Table 2 shows the prevalence of the process
indicators in adequate prenatal care according to
the women’s ethnicity/skin color, and the odds
ratio (OR) with their respective confidence intervals of the multilevel analysis models. The intraclass correlation coefficient (Rho), or cluster effect, was used to assess the existence of portions
of variability between the areas where the women
live, not explained by the variables included in
the model, with a minimum value of 0.00 and a
maximum of 0.46.
Regarding the indicators of adequate prenatal care and the ethnicity/skin color of the women, there was a statistically significant negative
association between skin color and the start of
prenatal care at 12 weeks or less, the number of
consultations equal to or greater than six, HIV
test performance, VDRL exam, breast exam in all
consultations, information regarding labor, risk
signs indicating obstetric emergency and advice
on maternal breastfeeding, in addition to recommendations related to the referral maternity.
The results showed that black women had a
35% lower chance of starting prenatal care at 12
weeks or less, when compared to white ones (OR
= 0.65; 95%CI: 0.49-0.87. Rho = 0.08). Regarding
the HIV test performance during prenatal care,
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Table 2. Association and intraclass correlation between indicators of adequate prenatal care and ethnicity/skin
color of women who received prenatal care. Brazil, 2013.
Indicators of adequate prenatal care

Prenatal start with GA ≤ 12 weeks
≥ 6 prenatal consultations
Height measurement in the 1st consultation
Was submitted to blood tests
Request for HIV test
Performed HIV test
Request for urinalysis
Performed VDRL
BP measurement in all consultations
Weight measurement in all consultations
UH measurement in all consultations
Breast examination in all consultations
Advice on not missing appointments
Advice on eating a healthy diet
Advice not to smoke
Advice not to drink alcohol
Advice not to use hair dye
Recommendation on labor
Information on risk signs
Advice on maternal breastfeeding
Recommendation on referral maternity

White
n
%

512
528
447
582
540
526
578
426
539
545
489
245
534
574
535
541
481
444
467
514
475

n

86.3
89.0
75.4
98.1
93.9
97.4
97.5
81.6
90.9
91.9
82.5
41.3
90.1
96.8
90.2
91.2
81.1
74.9
78.7
86.7
80.1

Black
%

983
935
950
1,182
1,080
1,030
1,184
799
1,091
1,097
972
419
1,108
1,180
1,111
1,108
971
851
905
997
859

80.6
76.7
77.9
97.0
92.7
95.4
97.1
76.1
89.5
90.0
79.7
34.4
90.9
96.8
91.1
90.9
79.7
69.8
74.2
81.8
70.5

OR (95%CI)

p-value

Rho

0.65 (0.49-0.87)
0.41 (0.30-0.54)
1.16 (0.89-1.52)
0.60 (0.31-1.19)
0.83 (0.50-1.37)
0.51 (0.26-1.03)
0.88 (0.46-1.70)
0.68 (0.49-0.94)
0.83 (0.56-1.22)
0.79 (0.53-1.15)
0.83 (0.62-1.11)
0.72 (0.57-0.90)
1.10 (0.78-1.55)
1.00 (0.57-1.75)
1.12 (0.78-1.62)
0.96 (0.64-1.42)
0.90 (0.67-1.21)
0.77 (0.61-0.97)
0.78 (0.61-0.99)
0.67 (0.50-0.91)
0.56 (0.43-0.73)

0.003
< 0.001
0.279
0.146
0.469
0.059
0.713
0.020
0.349
0.211
0.206
0.004
0.595
0.996
0.540
0.823
0.473
0.027
0.037
0.011
< 0.001

0.08
0.00
0.23
0.00
0.46
0.41
0.32
0.32
0.32
0.28
0.24
0.13
0.11
0.00
0.23
0.32
0.27
0.03
0.01
0.17
0.16

Source: National Health Survey, 2013.

Discussion
This study shows that self-declared black Brazilian women had a lower chance of receiving
adequate prenatal care when the indicators of
care considered to be adequate according to the
PHPN and the Technical Manual for Low-Risk
Prenatal Care are checked. The literature shows
that both for specific populations by regions and
for the general population in Brazil, skin color
has been a marker of inequities regarding access
to health services14,18,19.
Findings related to the adequacy of prenatal
care show that women’s ethnicity/skin color and
sociodemographic factors influence the adequacy of care and discriminatory experiences, so that
social settings promote discrimination processes
regarding the access to, supply and quality of
health care15-17,21.
Similarly to the present study, a study on the
racial approach on morbidity and mortality and
peri- and neonatal care, carried out in the city of

Rio de Janeiro between 1999-2001, showed that
there is a persistent unfavorable situation among
black and brown women in relation to white
ones, evidenced by younger age, worse income,
low level of schooling, lower incidence of being
with a steady partner, and higher parity24.
Other more recent studies confirm these
findings by showing the relationship between
black ethnicity/skin color and low income, less
paid occupations and low level of schooling in
the context of access to and quality of health
care9,18, strengthening the discussion on the historical process of inequalities between social
groups in Brazil, which generates losses in access
to income and fundamental rights such as education, health, housing, information, social security, cultural goods and services.
The obstetric history of women and its association with the use of adequate prenatal care is a
widely discussed topic in the national and international literature, with a consensus among most
studies that parity is inversely proportional to the
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there is no difficulty in access, black women face
obstacles during the care process14. The calculated intraclass correlation is in accordance with the
literature, as it demonstrates that the request or
not of the exams has a heterogeneous characteristic for Brazilian women, varying according to
the region and the context in which the woman
lives, as well as the characteristics and location of
the health services.
Although most studies do not show a direct
association of examination performance with the
ethnicity/skin color of women, the assessed populations, in general, are mostly brown and black
and have a similar sociodemographic profile,
consisting mostly of SUS users.
Studies with these characteristics highlight
the difficulties faced by the women who suffer from inequalities and low quality of care, as
demonstrated by a study carried out with SUS users in the state of Acre, which showed that among
the necessary tests for the first prenatal consultation, only 13.6 % were considered adequate. For
the period between 28 and 30 weeks of gestation,
there were no cases of adequate laboratory tests27.
Similarly to the HIV serology test, the VDRL
test has different distributions according to ethnicity/skin color in this study. Research carried
out with data from the National Notifiable Diseases Information System (SINAN) and the National Information System on Live Births (SINASC) in Niteroi, state of Rio de Janeiro, highlights
a high and growing incidence of syphilis in the
municipality, although it occupies the seventh
position in the HDI ranking in Brazil and have
good primary care coverage. These authors reiterate the association between the occurrence of
syphilis and social, economic, infrastructure factors, as well as factors related to access and quality of care in health services, drawing attention to
the hazard of a low percentage of diagnosis and
timely treatment for pregnant women and their
partners28.
Regarding congenital syphilis, other studies have pointed out the vulnerability profile of
the affected women, highlighting the low level of schooling, black and brown ethnicity/skin
color, low income and single marital status29,30.
Our findings are in line with these studies, which
emphasize the importance of good quality prenatal care in preventing unfavorable outcomes by
pointing out that women diagnosed with syphilis, but without a congenital syphilis outcome,
had a higher proportion of serology for syphilis
performed during pregnancy (one or two tests),
and women with congenital syphilis had a low-
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chances of having a prenatal care that meets the
pre-established quality standards10,25.
The association of ethnicity/skin color with
the type of service used, identified in this study,
is also demonstrated in other investigations that
showed that black women are the ones who
mostly seeks public health services and also the
ones who suffer the most from inequities related
to the operationalization of services in the health
care network of the Brazilian Unified Health System (SUS) due to overlapping vulnerabilities. In
this regard, a national study stated that individuals without private health coverage and with a
lower socioeconomic level are less likely to use
health services and have a lower average number
of consultations, evidencing access barriers related to this profile26.
When specifically investigating the prenatal adequacy indicators, it was found that black
women are less likely to start prenatal care before
12 weeks of gestation and have a minimum of six
prenatal consultations, as recommended by the
PHPN and the Technical Manual for Low-Risk
Prenatal Care. Similarly, a national study carried
out with puerperal women highlighted that the
assessed black women showed a low proportion
of early start of prenatal care and a low number
of consultations18.
In another temporal trend study carried out
in the municipality of Niterói, state of Rio de Janeiro, it was found that the percentage of women
with seven or more consultations remained constant at 81% between the years 2000 and 2009, an
average close to the findings of the present study
(80.7%), showing percentage differences according to age, level of schooling and ethnicity/skin
color12.
Regarding the number of consultations performed during prenatal care, the intraclass correlation investigated in this study also pointed
out that the difference in the prevalence verified
between black and white women occurs homogeneously throughout Brazil, that is, it does not
maintain a direct relationship with the local
characteristics of the areas where the women live,
which is reiterated by studies that indicate the
unequal scenario of health care access throughout Brazil, highlighting ethnicity/skin color as an
important marker of discriminatory experiences
and inequities in health3,26.
We did not find any differences regarding the
request for HIV testing between white and black
women; however, they differed in terms of test
performance, with the disadvantage falling on
the black group, demonstrating that even when
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er record of positive serology for syphilis in the
prenatal card, reiterating the limitations of care
to which black women are submitted and the
consequences for their health, as well as for the
health of their families.
The performance of clinical-obstetric procedures during prenatal care is extremely important to ensure the quality of care. Regarding the
pregnant woman’s measurement of blood pressure, weight, uterine height and auscultation of
fetal heart beats in all prenatal consultations, the
study by Reis31 shows a high prevalence of performance of these measurements, showing approximately 100% of performance in all consultations.
Our findings agree with the published investigations; however, they show a slightly lower
prevalence, ranging from 82.5% to 91.9% among
the aforementioned procedures. It is worth mentioning that although in this study there were
no statistical differences between the black and
white groups for the performance of these procedures, the prevalence of white women who received care was higher than black women in all
clinical-obstetric evaluations.
One of the least performed clinical-obstetric
exams during prenatal care was the breast examination. Our findings corroborate these results,
as they point to the low prevalence of this procedure in both assessed groups, with black women
experiencing the lowest percentages regarding
this procedure. The literature highlights percentages of breast examination performance ranging
from 17% to 64%, demonstrating advantages for
women assisted in the private sector32-34.
When investigating the routine recommendations offered in the prenatal consultations,
studies reveal that adequacy is more often observed for women with white skin color, with a
higher level of schooling, from a higher socioeconomic class, with paid occupation, assisted
in private services, residing with a partner and
primiparous ones3, which corroborates our findings. Although they show a growing trend, the
recommendations are still very restricted and
fragmented, showing lower quality as the women’s level of schooling decreases18.
Information on signs of obstetric risk and
advice on breastfeeding were highlighted in the
study by Viellas et al.18, with data at the national
level as frequently addressed topics, albeit with

an unsatisfactory percentage. The recommendations on labor and beneficial practices during this
period were even more restricted and showed a
difference of 30% less when compared to the percentage values found

in our study.
The greatest percentage difference between
the groups regarding the recommendations was
related to the information about the referral maternity, and although it reached rates that were
higher than in other studies3,6, it corroborates the
findings that highlight the greater probability of
pilgrimage during childbirth among black women and those of low socioeconomic status18.

Final considerations
The results of the present study indicate that being
black and occupying an unfavorable social position entail disadvantages for women in terms of
access to prenatal care considered to be adequate.
Our findings highlight that there is a statistically significant negative association between skin
color and the start of prenatal care at 12 weeks
or less, the number of consultations equal to or
greater than six, HIV testing, VDRL exam, breast
examination in all consultations, recommendations regarding labor, signs of risk indicative of
obstetric emergency and maternal breastfeeding,
in addition to information related to the referral
maternity. Moreover, all indicators related to the
recommendations /advice given in prenatal care
show a lower prevalence for the group of black
women when compared to white ones.
The potential limitation of the study is related
to the use of secondary data to establish the process indicators pre-established by the PHPN and
by the Technical Manual for Low-Risk Prenatal
Care, which may lead to the lack of some information not collected during the application of
the National Health Survey questionnaire, from
which our database originates. We highlight the
need for new studies that explore information regarding the repetition of laboratory tests at the
30th week of pregnancy, puerperal consultation
and application of vaccines in pregnant women.
These analyses allow us to outline intervention strategies focused on reducing racial/skin
color inequities in prenatal care among the SUS
user population.
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