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Measuring the adequacy of antenatal health care: a national
cross-sectional study in Mexico

lleana Heredia-Pi,? Edson Servan-Mori,? Blair G Darney,? Hortensia Reyes-Morales® & Rafael Lozano?

Objective To propose an antenatal care classification for measuring the continuum of health care based on the concept of adequacy:
timeliness of entry into antenatal care, number of antenatal care visits and key processes of care.

Methods In a cross-sectional, retrospective study we used data from the Mexican National Health and Nutrition Survey (ENSANUT) in
2012. This contained self-reported information about antenatal care use by 6494 women during their last pregnancy ending in live birth.
Antenatal care was considered to be adequate if a woman attended her first visit during the first trimester of pregnancy, made a minimum
of four antenatal care visits and underwent at least seven of the eight recommended procedures during visits. We used multivariate ordinal
logistic regression to identify correlates of adequate antenatal care and predicted coverage.

Findings Based on a population-weighted sample of 9052 044, 98.4% of women received antenatal care during their last pregnancy, but
only 71.5% (95% confidence interval, Cl: 69.7 to 73.2) received maternal health care classified as adequate. Significant geographic differences
in coverage of care were identified among states. The probability of receiving adequate antenatal care was higher among women of higher
socioeconomic status, with more years of schooling and with health insurance.

Conclusion While basic antenatal care coverage is high in Mexico, adequate care remains low. Efforts by health systems, governments
and researchers to measure and improve antenatal care should adopt a more rigorous definition of care to include important elements of
quality such as continuity and processes of care.

Abstracts in G H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Optimizing maternal and infant health requires, but is not
limited to, the provision of available and accessible health care
delivered by skilled health personnel throughout the antenatal
period." Besides offering the interventions recommended
by the World Health Organization (WHO), it is essential to
guarantee universal coverage of services within a framework
of continued care throughout pregnancy.”*

Any assessment of maternal care needs to be performed
within the framework of human rights.” Strategies towards
ending preventable maternal mortality are aimed at the
achievement of millennium development goals (up to 2015)
and now sustainable development goals in the area of maternal
mortality. These goals seek to eliminate inequalities in access
to health care and to ensure women receive universal coverage
of sexual and reproductive health services that are responsive
to women’s needs."’

Improving maternal and neonatal health outcomes in-
volves the provision and uptake of antenatal services that are
timely (first visit during the first three months of pregnancy),
sufficient (at least four antenatal visits) and adequate (with ap-
propriate content). Rarely, however, have these conditions been
studied together in the context of low- and middle-income
countries.'' The majority of studies including these indicators
have measured coverage independently - thus reporting high
average levels — but have failed to reflect the individual dimen-
sion of services provided (women who received comprehensive
care and coverage in all indicators)."*™*

Efforts to develop indicators to measure the adequacy
of antenatal care and the continuum of care throughout the
lifecycle” have been continuing for over four decades. Among

these, an index to measure the timeliness of the initial antenatal
care intervention was proposed in 1973."° However, it over-
looked content, thereby ruling out the possibility of evaluating
antenatal care through process measures. Impractical for as-
sessing the clinical relevance of care, it has been classified as
an indicator of service use only."” Other authors have proposed
combining several antenatal health-care indicators,'** but
have as yet been unable to offer a fully comprehensive solution.
In omitting components of the content of care, such indices
measure the use of services and not the processes of care
that are a necessary condition for evaluating adequacy. Since
2006*' numerous studies have been published which include
the procedures implemented during antenatal visits. Complex
indicators, combining the content of visits with other variables
across the continuum of care,” have been developed.'*** Again,
however, none have as yet achieved a fully comprehensive ap-
proach to the measurement of antenatal care continuity and
adequacy. Some studies have even used local indicators, thus
limiting international comparisons, while others have over-
looked the usefulness of measuring conditional rather than
independent probabilities: that is, measuring the coverage of
an indicator conditional on the coverage of another one.'*'*"*

Based on our previous research,'” and drawing on popu-
lation-based data from the most recent health and nutrition
survey in Mexico, we propose an antenatal care classification
that allows the continuum of services to be measured accord-
ing to four dimensions of the health care process: access to care
delivered by skilled health personnel that is timely, sufficient
and with appropriate content. In particular, this study aimed
to describe the adequacy of antenatal care for women in the
context of the population and geography of Mexico. Using our
conditional classification we also aimed to identify the indi-
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vidual factors associated with the type of
antenatal care received by women dur-
ing their most recent pregnancy, at both
the household and community levels.

Methods
Study design and data source

We report a retrospective analysis of data
from the Mexican National Health and
Nutrition Survey done in 2012 (Spanish
acronym: ENSANUT). This was a cross-
sectional, population-based household
survey, based on a national population
of 115170278, with sampling repre-
sentative at the state level (Mexico has
32 states) and by rural/urban stratum.
The survey was designed to estimate the
prevalence and proportions of health
and nutrition conditions, access to
services, health determinants, as well as
coverage of health-care services for spe-
cific and distinct groups of the Mexican
population.”” Survey data (available to
the general public**) were collected in
a single interview after obtaining the
informed consent of each participant and
the approval of the ethics, research and
biosecurity committees of the National
Institute of Public Health in Mexico.

We used data from the survey’s
reproductive health module, which had
been applied to a random subsample of
23056 women aged 12-49 years. From
these, we selected women who had de-
livered their last live birth from 2006 on-
wards and who had been asked a series
of questions about their use of antenatal
care and obstetric services. We excluded
those who had provided incomplete
information on the relevant variables.
A comparison of the sociodemographic
and health-related characteristics of
women who did and did not participate
in the analytical sample yielded no sta-
tistically significant differences.

The dependent variables, i.e. the
four dimensions of continuity and ad-
equacy of antenatal care, were: (i) skilled
health care (antenatal care provided by
a nurse or a physician); (ii) timely (ini-
tial antenatal care visit during the first
trimester of pregnancy); (iii) sufficient
(atleast four antenatal care visits during
the pregnancy); and (iv) appropriate in
content (an indicator summarizing the
procedures and processes of care pro-
vided during antenatal care).

For the indicator of appropriate
content we selected eight of the 12
procedure items used in the survey:
weight; height; blood pressure; general

urine analysis; blood analysis; tetanus
vaccination; prescription of folic acid;
and prescription of vitamins iron or
dietary supplements. We excluded
human immunodeficiency virus test-
ing (since the official guidelines are
that this test should be applied only to
high-risk women* and we were unable
to ascertain this information); ultra-
sound examination (because this is not
considered a required procedure by the
authorities in Mexico* and because of
the inconsistencies in scientific evidence
regarding its importance); and glucose
and syphilis testing (because these tests
were grouped together in the survey
item and we could not distinguish be-
tween them). The previous literature has
not been able to identify a single cut-off
to classify antenatal care content as ad-
equate or not; studies have considered
cut-offs from 60% to 80% of the total of
procedures measured.'*?"*>?-2 We clas-
sified women in the highest quintile of
received procedures as having received
an adequate content of care (appropri-
ate in content). This corresponded to
seven out of eight of the procedure items
received. In line with previous meth-
ods,'” all interventions or procedures
provided during antenatal care visits
were weighted equally.

We divided the study sample into
three outcome categories: received ade-
quate antenatal care (delivered by skilled
health personnel, timely, sufficient and
with appropriate content); received in-
adequate antenatal care (services which
did not fully comply with these criteria);
or received no antenatal care from a
health facility.
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Covariates

We included individual and household-
level covariates. At the individual
level we recorded data on the women’s
sociodemographic characteristics and
utilization of health-care services (an-
tenatal and obstetric care). These were:
woman’s age (12-19, 20-29 or 30-49
years at the time of her last live birth),
education (0, 1-6, 7-9, 10-12 or >13
years of schooling completed), previous
parity (0, 1 or =2 live births), history of
infant death (stillbirth or death within
the first year of life), history of miscar-
riage or induced abortion (we were un-
able to distinguish between spontaneous
and induced abortion), and year of the
index live birth (2006-2007, 2008-2009
or 2010-2012). Type of health insur-
ance was classified as: none, Social
Security, or Seguro Popular de Salud (an
employment-based health insurance for
people working in the informal sector
or without other access to insurance);
women with private health insurance
were excluded as they were a very small
percentage. In addition to our definition
of adequacy described above, we classi-
fied the type of health facility where the
majority of antenatal care was received
as: social security, ministry of health,
private or other (midwife or home). We
included six binary indicators (scored
yes/no) for diagnosis of a health problem
during pregnancy (high blood pressure,
vaginal bleeding, threat of miscarriage,
pre-eclampsia or eclampsia, gestational
diabetes or infections).

At the household level, we created
binary (yes/no) indicators for indig-

Table 1.

Independent and conditional analyses of the coverage of the dimensions of

antenatal care among pregnant women in a national retrospective study,

Mexico, 2012

Dimension of

% (95% Cl)

antenatal care®

Independent coverage Conditional coverage
Skilled 98.4 (98.1t0 98.8) 98.4 (98.1 t0 98.8)
Timely 83. 2( 81084.6) 83.2 (81.8t0 84.6)
Sufficient 4(90.3t092.5) 79.9 (784 t0 81.4)
Appropriate 84.7 (83.31086.2) 71.5(69.7t073.2)

Cl: confidence interval.

@ Skilled (antenatal care provided by a nurse or a physician); timely (initial antenatal care visit during first
trimester of pregnancy); sufficient (>4 antenatal care visits during pregnancy); appropriate (visits included
at least 7/8 of recommended basic care procedures: measurement of height, weight, and blood pressure,
urine analysis, blood examination, tetanus vaccine, and prescription of folic acid as well as vitamin/iron/

food supplements.

Note: Sample n=6494; sample weighted to population n=9052 044. Independent coverage was the
percentage of the population receiving an intervention, measuring the coverage of each indicator
separately. Conditional coverage refers to full compliance with antenatal care indicators, measuring the
coverage of each indicator conditional on the coverage of the previous one.
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enous status (a household in which the
head of the family, a spouse or an older
relative self-identifies as indigenous
or speaks an indigenous language®),
and whether the household was a ben-
eficiary from the Oportunidades social
programme (now called Prospera). We
included an asset and housing index as a
measure of socioeconomic status based
on assets and household infrastructure,
developed using polychoric correlation
matrices (range: —5.9 to 1.8),”"! and
collapsed into terciles (low, middle or
high), whereby higher values denoted
a greater number of assets and better
housing conditions. We also included an
indicator for the location of the house-
hold, based on community and state-
level indicators and population: rural
(<2500 residents), urban (2500-100 000
residents) or metropolitan (>100000
residents). Finally, we included the level
of marginalization (low or high), which
is a community-level index based on
lack of access to education, inadequate
housing and perceived insufficient
income.”

Analysis

The data were analysed using the Stata
package version 13.2 (StataCorp LP,
College Station, United States of Amer-
ica). First, we estimated the consecutive
independent and conditional prob-
abilities for each dimension of antenatal
care. Independent coverage was the per-
centage of the population receiving an
intervention, measuring the coverage of
each indicator separately. Conditional
coverage refers to full compliance with
antenatal care indicators, measuring the
coverage of each indicator conditioned
on the coverage of the previous one.
The socioeconomic, demographic and
health profiles of the women surveyed
were then characterized by type of
antenatal care received (adequate, in-
adequate or none). We then estimated
adequate antenatal care coverage in
the different states of Mexico. Finally,
we produced population estimates for
all results by the individual sampling
weights and accounting for the complex
survey design.

To identify the key sociodemo-
graphic factors associated with the an-
tenatal care services used, we next used
an ordinal logistic regression model*
for the categorical outcome (none=0,
inadequate = 1, adequate =2). All co-
variates previously mentioned were
included in this model, except diag-
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nosis of a health condition during
pregnancy, because this is a time-
dependent confounder that can be an
effect of adequate antenatal care as well
as a cause of more frequent subsequent
antenatal care.

For ease of interpretation we
calculated marginal effect prob-
abilities and the corresponding 95%
confidence intervals (CI). Marginal
effects are multivariables predicted
for each category of the outcome,
holding all other covariates at their
median levels. Marginal effects mea-
sure discrete change for binary in-
dependent variables and measure
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the instantaneous rate of change for
continuous variables. These analyses
were implemented using the mfx com-
mand in Stata.

Results

We selected 7206 women and after
excluding 712 (9.8%) respondents with
incomplete data, the sample for analysis
was 6494 (90.1%) women (population-
weighted sample: 9052 044). Of these
women, 4630 received adequate antena-
tal care, 1718 inadequate antenatal care
and 146 reported having no antenatal
care. Based on population-weighted

Fig. 1. Percentage of women by state with adequate antenatal care in a national

retrospective study, Mexico, 2012
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Note: Data values are shown for the three highest and six lowest states (P <0.001). Adequate antenatal
care was skilled (provided by a nurse or a physician); timely (initial visit during first trimester of
pregnancy); sufficient (> 4 visits during pregnancy); and appropriate (visits included at least 7/8 of

recommended basic care procedures).
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with no education. The probability of
having adequate antenatal care was
15.7 percentage points (95% CI: 9.2 to
22.3) higher for women having health
insurance via social security and was 6.9
percentage points (95% CI: 1.3 to 12.5)
higher for those with Seguro Popular de
Salud compared with women without
health insurance. Adequate antenatal
care was 8.3 percentage points (95% CI:
-14.2 to -2.4) lower among indigenous
women than non-indigenous women,
and was 13.1 percentage points (95%
CL 6.5 to 19.7) higher among women
in the highest tertile of socioeconomic
status compared with those in the lowest
socioeconomic status tertile. The type of
facility where most antenatal care was
received was not a statistically signifi-
cant variable and was therefore deleted
from the models).

Discussion

We offer an approach to measuring the
adequacy of antenatal care services in
Mexico that was skilled, timely, sufficient
and appropriate. The study is based on
nationally representative data, and we
believe it contributes a more compre-
hensive classification of antenatal care
received than those proposed by previ-
ous studies.'" """ Only 71.5% of women
attended by skilled health personnel
in Mexico received adequate antenatal
care during their last pregnancy and the
probabilities of receiving adequate care
were higher among women with more
years of schooling, health insurance and
higher socioeconomic status.

Previous efforts to evaluate prenatal
care through indicators of antenatal
care have not considered the content
of care,'” but only the opportunity
and/or frequency of care. Additionally,
those studies were based on estimating
coverage of each indicator separately
or considering different thresholds for
each of the components (for example,
the number of antenatal care visits
recommended), which represents a bar-
rier for international comparisons. Our
approach is more comprehensive and
patient-centred and combines all the
indicators we used into a measure that
is internationally comparable and that
allows the identification of women who
receive timely, frequent, sufficient and
appropriate care. This approach focuses
on continuity, process and context of
care, instead of more narrowly on access
and frequency of care. By identifying

women who receive each type of an-
tenatal care, this measure can be used
to identify which specific components
of the antenatal process are not being
received, and to show gaps in coverage
among population groups. The approach
allows the adequacy of antenatal care to
be monitored globally, nationally and at
the health facility level. To achieve better
maternal and neonatal health outcomes,
decision-makers and policy developers
can use this relatively simple approach as
a proxy for the performance of antenatal
care programmes and identify gaps in
adequacy of antenatal care services.”
Our estimates of the likelihood of
receiving antenatal care from skilled
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providers and evaluations of the adequa-
cy of care show that inequities persist in
Mexico, with both indicators more likely
to be met for women of higher socioeco-
nomic status. Our results revealed that
1.6% of women (142 117 at the popula-
tion level) reported having no antenatal
care at all during their last pregnancy.
Most of these women had none or few
years of schooling, low socioeconomic
status and no health insurance. They
also belonged to indigenous households
and resided in highly marginalized rural
areas. It was not possible to evaluate
the continuity and adequacy of care
for these women; we were only able to
identify the gap that persists in antenatal

Table 3. Ordered logit model of access to and adequacy of antenatal care among
women in a national retrospective study, Mexico, 2012

Characteristic Marginal effects % (95% Cl)*
No antenatal Inadequate antenatal  Adequate antenatal
care care care®
Individual
No. of years in school
0 Ref Ref Ref
1-6 —27(-50t0-04) —13.0(-20.8t0-5.2) 156 (5910 254)
7-9 —27(-51t0-03) —129(-20.8t0-5.0) 15.6 (5.6 10 25.6)
10-12 —35(-60t0-1.00 —199(-285t0-11.2) 234 (12.7 10 34.0)
>13 —-39(-66t0-12) —242(-350t0-134)  282(153t041.0)
No. of children at
time of last delivery
0 Ref Ref Ref
1 -15(-29t0-0.2) —6.1 (-10.8t0-1.4) 76(191t0 13.3)
>2 -0.8(-221t00.7) —27(-791t024) 3.5(-3.0t0 10.0)
Health insurance
None Ref Ref Ref
Social security —2.7(-43t0-1.1) —13.0(-189t0-7.2) 15.7 (9210 22.3)
Seguro popular de -14(-27t0-01)  =55(-10.1t0-038) 69 (13t012.5)
salud
Household
Indigenous
No Ref Ref Ref
Yes 2.5(0.1t04.9) 58(1.4t010.2) —-83(-142t0-24)

Asset and housing
index (tercile)

Low Ref
Middle —1.1(-2.3t00.03)
High —23(-39t0-0.8)

Ref
—43(-871t00.1)
—10.7 (-16.5t0-4.9)

Ref
54(0.1t010.7)
13.1(6.5t0 19.7)

Cl: confidence interval; Ref: reference group.

2 Values are marginal effects expressed as percentage points. Estimates included the effect of the survey
design. Models were also adjusted by age at the time of last delivery (years), children dead at childbirth or
during the first year, at least one miscarriage or abortion, Oportunidades beneficiary, the year of obstetric
episode, and characteristics of place of residence (shown in Table 2). Covariates were not statistically

significant.

® Adequate: antenatal care that was skilled (provided by a nurse or a physician); timely (initial visit during
first trimester of pregnancy); sufficient (>4 visits during pregnancy); and appropriate (visits included at

least 7/8 of recommended basic care procedures).

Notes: Sample n=6494; weighted sample n=9052 044. Post-estimation test showed that the regression
model was correctly specified: _hat <0.001, _hatsq P=-0.63.
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care access among certain population
groups: those who are the most vulner-
able. Our findings are consistent with
those of other studies which indicated
coverage gaps among specific popula-
tions and demonstrated that pregnant
women younger than 25 years, who had
fewer years of schooling, resided in rural
areas and belonged to households and
communities with low socioeconomic
status, were at greater risk of receiving
inadequate antenatal care.'>'*** Simi-
larly, our results are congruent with a
study from Zambia showing gaps in the
continuity and adequacy of care received
by pregnant women, with a very low
percentage of these women receiving
adequate antenatal care.”®

There are several limitations to our
proposed comprehensive indicator of
quality of antenatal care. Clearly, the
prerequisites for providing women with
quality services are that antenatal care
is available and is accessible. However,
supplies and medical teams must also
be available at health facilities, together
with adequate information systems to
ensure a continuum of information on
the women’s past events, general back-
ground and relevant characteristics.™
The present study was unable to evaluate
structural elements of health care quality
proposed by the Donabedian conceptual
framework: structure, processes and
outcomes.”*

We took into account some fea-
tures related to the supply of antenatal
care services, although these were self-

reported by the women. Nevertheless,
our analysis did not allow us to evaluate
the additional quality dimensions of
services proposed by other theoretical
frameworks, such as technical quality,
interpersonal quality and amenities’ or
efficacy, effectiveness, acceptability, ef-
ficiency, environment and empathy.”*-*’
This highlights the need to follow-up
patients to incorporate some of these
features into future health surveys and
patient administrative registries and
to incorporate quality dimensions in
future studies.

Another limitation is that the data
analysis may have been affected by
recall bias regarding the processes of
care, because women may have been
unable to remember the functions or
names of all the processes received and
therefore underreported or reported
their experiences inadequately. There
may also be an effect due to inaccurate
weighting of the processes of care: with
no literature available on prioritizing
the care processes, we chose to weight
them all equally.

To validate the proposed metric,
future studies in Mexico can consider dif-
ferent approaches. These might include:
consulting maternal health-care experts
(for example, using Delphi methods*')
about proposed quality measures and
their assessment; a rigorous review
of hospital, clinic or other types of
administrative records; benchmarking
our results against those of countries
with a similar demographic, social and

lleana Heredia-Pi et al.

economic profile; and comparing our
estimates with population surveys that
are similar in timing and design.

Our analysis was an attempt to
define an effective antenatal care cover-
age indicator for Mexico by combining
effective access to the required health
services with other dimensions, spe-
cifically the timeliness, sufficiency and
appropriate content or procedures of
antenatal care. Future studies will need
to focus on generating more compre-
hensive indicators for measuring quality
of antenatal care, including patient and
provider-centred indicators,"” and align-
ing the information obtained from ad-
ministrative sources and clinical records
with population and patient surveys.
Our study has shown that important
challenges still prevent Mexican women
from receiving antenatal care services
that meet WHO recommendations for
equity in access and a continuum of
maternal care.” To confront these chal-
lenges, the Mexican health sector needs
to strengthen its response capacity by
not only guaranteeing women access
to antenatal care, but also ensuring suf-
ficient antenatal care interventions and
a high quality in all aspects of care. ll
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Résumé

Mesurer le caractére adéquat des soins prénataux: une étude transversale nationale au Mexique

Objectif Proposer une classification des soins prénataux afin de mesurer
la continuité des soins et leur caractere adéquat: date de début des
soins prénataux, nombre de consultations prénatales et principaux
processus de soins.

Méthodes Lors de notre étude rétrospective transversale, nous avons
utilisé les données de lenquéte nationale sur la santé et la nutrition
(ENSANUT) réalisée au Mexique en 2012. Celle-ci contenait des
informations sur le recours aux soins prénataux déclaré par 6494 femmes
lors de leur derniére grossesse ayant abouti a une naissance vivante.
Les soins prénataux ont été considérés adéquats lorsqu’une femme
avait eu sa premiére consultation au cours du premier trimestre de
grossesse, sétait rendue au minimum a quatre consultations prénatales
et avait bénéficié d'au moins sept des huit procédures recommandées
lors des consultations. Nous avons utilisé une régression logistique
ordinale multivariée pour identifier les corrélations entre soins prénataux
adéquats et prévisions de la couverture de soins.

Résultats Sur un échantillon pondéré en fonction de la population de
9052 044 femmes, 98,4% avaient recu des soins prénataux lors de leur
derniére grossesse, mais seulement 71,5% (intervalle de confiance de
95%: 69,7 a 73,2) avaient recu des soins jugés adéquats. Dimportantes
différences géographiques ont été observées entre les Etats au niveau
dela couverture de soins. La probabilité de bénéficier de soins prénataux
adéquats était plus forte pour les femmes au statut socioéconomique
plus élevé, celles ayant eu une scolarité plus longue et celles disposant
d'une assurance maladie.

Conclusion Au Mexique, si la couverture en matiere de soins prénataux
de base est élevée, les soins adéquats restent limités. Les systémes
de santé, les gouvernements et les chercheurs, dans leurs efforts
pour mesurer et améliorer les soins prénataux, devraient adopter
une définition plus rigoureuse de ce type de soins afin d'y inclure
dimportants aspects qualitatifs comme la continuité et les processus
de soins.

Pesiome

OueHKa aaeKBaTHOCTU JOPOAOBOI MeANLMHCKON NOMOLYN: HAaLMOHaNIbHOEe O4HOMOMEHTHOE nornepeyHoe

nccnepgoBaHme B Mekcnke

LUenb Mpeanoxutb knaccudukalmio Ao0pOA0BON MeAMLMHCKON
MOMOLLIM 1718 OLIEHKM NPOLEeCCa HeMpepbiBHOMO OKasaHwsA MOMOLLM, B
OCHOBY KOTOPOW 3a10%KeHa KOHLENLMA aAeKBAaTHOCTU. ABEKBATHOCTb
onpenenaeTca CBoeBPemMeHHOCTbIO Havana okasaHna AoPOaOBOW
MEAUUMHCKON MOMOLLM, KONMMYECTBOM MOCELWEeHUIA B pamKax
[OPOLOBOW MOMOLLM 1 OCHOBHbBIMY MPOLIe Y Pami, COCTABAAIOLLMMM
MELMLIMHCKYIO MOMOLLb.

MeTtopapbi B xoe 0AHOMOMEHTHOrO MONEPEYHOTO PETPOCMEKTVBHOIO
nccnenoBaHua Obinn MCNonb3oBaHbl AaHHble MeKCUKaHCKoro
HaLUMOHaNbHOro MCCeaoBaHMa B 00N1acTy 34PaBOOXPaHEHNA
n nutaHua (ENSANUT) 2012 rofa. OTv flaHHble Coaepxanu
CoobuieHVA 6494 XeHLLWH O IMYHOM OrbITe NOSYYEHA AOPOAOBO
MEAMLMHCKO MOMOLM B TeUYEHWe VX nocneaHel bepemeHHoCTH,
3aKOHUMBLLIENCA POXAEHNEM XMBOTO pebeHKa. [lopogosan
MeAMUMHCKaa MOMOLLb CYMTanacb afjleKBaTHOW, eCn XeHLWnHa

BMepBble MNoCeTUNa yupexaeHve JOPOLOBOV MOMOLLM B TeUeHme
nepBoro TpuMecTpa bepemMeHHOCTY, COBepWUIa Kak MUHUMYM
yeTbipe TakvX BMU3WTa U B XOfe 3TUX BM3UTOB Oblna NoaBeprHyTa
MO MeHbLUEe Mepe Cemu 13 BOCbMI PEKOMEHLOBaHHbBIX MpoLeayp.
B3anMOCBA3b Mexy afjeKBaTHOW AOPOAOBON MeAULMHCKOM
NMOMOLLbIO 1 MPOTrHO3MPYyeMbIM OXBaTOM Obina onpepeneHa
MOMOLLbBIO MYNIbTUHOMMWANbHOM NOPAAKOBOM NOMUCTUYECKON
perpeccum.

Pesynbratbl /13 9 052 044 yenosek, BKIIIOUYEHHbIX BO B3BELUEHHYIO
BbIOOPKY 113 reHepanbHOM COBOKYMHOCTM, 98,4% eHLnH Nonydyanm
JIOPOMOBYI0 MOMOLLb B TeUeHne nocnefHei 6epemeHHoCT, HO
ToNbkO Ana 71,5% (95%-1 gosepuTenbHbI MHTepBan: 69,7-73,2)
MaTtepeit 3Ta MeAnLIMHCKasA MOMOLLb MOrfia ObITb KnaccuduuUMpoBaHa
Kak aflekBaTHas. Mexay WwTaTamy Obinv BbIABNEHbI 3HAUMTENbHbIE
Pa3NNUMA B OKa3aHMM MeanKO-CaHUTapHOM NOMOLWM. ALeKBaTHYO
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OPOAOBYIO MeAVLMHCKYIO MOMOLLb C 6OMbLIe BEPOATHOCTbIO
NOAYYani KeHLMHbI Honee BbICOKOTO COLManbHO-3KOHOMMNYECKOTO
CTatyca, bonee 06pazoBaHHbIe 1 MEIOLLE MEANLIMHCKYIO CTPaXOBKY.
BbiBoA HecmoTpsa Ha BbICOKMI OoxBaT 6a30BOI [OPOAOBOMN
MEeANLMHCKOW MOMOLLbI0 B MeKcuKke, Aonsa agekBaTHOW MOMOLLN
no-npexHemy mana. lNpw peanvsaunmn mep, NpeanpPUHYMaEMbIX

lleana Heredia-Pi et al.

YUACTHMKAMM CUCTEM 3[PABOOXPaHeHNS, AOMKHOCTHBIMM NILAMI 1
1CCNenoBaTensaMm A1 OLEHKM 1 COBEPLLEHCTBOBAHWA [OPOAOBOV
MEeANUMHCKOW MOMOLM, CNeayeT Nob3oBaThCA 6onee ToUHbIM
onpepeneHeM NoMoLM, KOTOPOe BKOUAET TakMe BaKHble
SMEeMEHTbI KauecTBa, Kak HeMpPepbiBHOCTb OKa3aHUsa MOMOLLY U
NPOBOAMMBIE B €€ PamKax NpoLieaypbi.

Resumen

Medicion de laidoneidad de la atencion sanitaria prenatal: un estudio transversal nacional en México

Objetivo Proponer una clasificacion de atencién prenatal para medir
la continuidad de la atencién sanitaria seguin su idoneidad: momento
en que se empieza a recibir atencién prenatal, nimero de visitas de
atencion prenatal y procesos basicos de atencion.

Métodos En un estudio transversal y retrospectivo se utilizaron datos
de la Encuesta Nacional de Salud y Nutricién (ENSANUT) realizada en
México en 2012, que contenia informacion autodeclarada acerca del
uso de atencion prenatal de 6 494 mujeres durante su Ultimo embarazo
con nacidos vivos. Se considerd que la atencion prenatal era adecuada
si una mujer realizaba su primera visita durante el primer trimestre de
embarazo, hacia al menos cuatro visitas de atencién prenatal y recibia
al menos siete de los ocho procedimientos recomendados durante
las visitas. Se utilizd una regresién logistica ordinal multivariable para
identificar las correlaciones de la atencién prenatal adecuada y la
cobertura prevista.

Resultados Segln una muestra ponderada de la poblacion de
9052 044 personas, el 98 4% de las mujeres recibieron atencién prenatal
durante su Ultimo embarazo, pero Unicamente el 71,5% (intervalo de
confianza del 95%: 69,7 a 73,2) recibieron atencion sanitaria prenatal
clasificada como adecuada. Se identificaron importantes diferencias
geogréficas en la cobertura de la atencién sanitaria entre los estados.
La probabilidad de recibir una atencion prenatal adecuada era mayor
entre mujeres con una mejor situacion socioeconémica, mas afios de
escolarizacion y sequro médico.

Conclusion Aungue la cobertura basica de atencion prenatal es alta
en México, su idoneidad sigue siendo escasa. Los esfuerzos realizados
por sistemas sanitarios, gobiernos e investigadores para mediry mejorar
la atencion prenatal deberfan adoptar una definicién mas rigurosa
de la misma para incluir elementos importantes de calidad, como la
continuidad y los procesos de atencion.
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