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Abstract
Background
The rates of receipt of postnatal care vary widely between high and low-middle income countries. This study aimed to examine the association between indicators of socioeconomic status during pregnancy and gynecological appointment at any time after childbirth (GA).

Methods
a prospective cohort study with pregnant women recruited from 10 primary care clinics of the public sector in the city of São Paulo, Brazil. Socioeconomic characteristics and obstetric information were obtained through a questionnaire administered during pregnancy and in the postpartum period. Adjusted risk ratios (RR) with 95 % confidence intervals (CI) were calculated using Poisson regression.

Results
Eight hundred and thirty one pregnant women were included in the study during the antenatal period and 701 were re-assessed during the postnatal period. Among them, 283 (59.6) attended a gynecological consultation. After adjusting for covariates, higher socioeconomic status during pregnancy was associated with greater risk of having a GA (RR:1.23, CI 95 %:1.05:1.45 for family per capita monthly income; RR:1.19, CI 95 % 1.01:1.40 for asset score).

Conclusion
In this sample, the attendance for GA was above average and women with higher socio-economic status were more likely to have receipt of such care. Special efforts should be made to improve the attendance and frequency of gynecological consultations after childbirth among poorer women.
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Background
The postnatal period offers a unique opportunity to address the health care needs of women [1, 2]. The WHO guidelines recommend essential care for all mothers and their newborns beginning within 6 to 12 h after birth and follow-up visits from 3 to 6 days, at 6 weeks, and then at 6 months [3]. Postnatal care helps to identify complications, promote healthy behaviors, ensures the establishment of successful infant feeding, links the mother to family-planning services and the baby to child health care as well as fostering the development of good maternal-infant relationships [4]. However, the proportion of women who receive health care during this critical period varies widely between high and low income countries. Evidence indicates that health care coverage in the postpartum period is close to 90 % in developed countries [5], while rates are much lower in low- and middle-income countries. In general, the rate of attendance to postpartum visits is low varying from 34.6 %, in Congo [6] to 70 %, in Lebanon [7] and China [8]. Although studies have focused on the postpartum visit, usually limited at the first 3 or 4 months, a gynecological appointment at any time after childbirth (GA) is important for several reasons. Assessment of breastfeeding, safe contraception, urinary incontinence, and mental health monitoring/counseling are among the health care that can be offered for every woman after childbirth. The American College of Obstetricians and Gynecologists states that periodic assessments offer an excellent opportunity for obstetricians and gynecologists to provide preventive screening, evaluation, and counseling and recommends routine assessments in primary and preventive care for women based on age and risk factors [9].
Studies performed in several countries such as Brazil [10], Spain [11], Egypt [12], Russia [13] and England [14] have shown inequalities in maternal care either during pregnancy or after childbirth. Health seeking behavior for antenatal care is more frequent among educated, urban and higher socioeconomic status women [15] and women with higher socio economic status attend more postnatal appointments than women with lower socioeconomic status [16, 17]. In Brazil (a middle income country), data on postpartum maternal care visits is scarce. Two studies have shown quite large differences in coverage. In one study, from the State of Ceará, Northeast Brazil, only 2 % of women reported having received care up to 6 months after delivery [18], while in another study from the city of Pelotas, in Southern Brazil, 77 % of women received postpartum care before the third month after delivery [19] reflecting the continental differences present in health care in the country. Data on inequalities in gynecological assessment conducted months after childbirth are lacking.
Since 1989, The Brazilian Constitution guarantees to all citizens, a health care designed to be integral (offering care for all health problems), universal (covering anyone independent of contribution or employment status), and free (no user fees of any kind) through the Unified Health System (SUS). The public sector provides care for 74 % of the population [20]. Despite socio-economic progress made in recent decades, Brazil still has major contradictions. On one hand, according to 2008 data, over 90 % of the population receives the care requested [20] and in addition, several interventions implemented in primary health care are close to achieve universal coverage [21]. Healthcare coverage and utilization in Brazil appears to have become increasingly equitable over the past 10 years [22]. On the other hand, maternal mortality is still high [23]. Three-quarters of all maternal deaths occurred in the postpartum period [24]. Moreover, there are some concerns about the Brazilian health system’s ability to improve equity in healthcare access [25]. Racial and socioeconomic disparities are the main obstacles to equitable assistance in health.
This study aimed to examine the relationship between socioeconomic indicators during pregnancy and gynecological appointment at any time after childbirth, controlling for covariates. We hypothesized that women with lower socio-economic status are less likely to attend a GA.

Methods
Study design and sample
This study was a prospective cohort study that was conducted between May 2005 and January 2006 with eight hundred and thirty one pregnant women recruited from 10 primary care clinics of the public sector in three administrative districts in the Western area of the city of São Paulo, Brazil. The study area comprised a heterogeneous population of approximately 250,000 inhabitants where people with high, medium and low income live near each other. Public primary care clinics offer free antenatal care for all women living in their catchment areas. Prenatal care is offered regularly to low risk pregnant women, usually once a month, and generally starts as soon as the woman goes to the clinic for a pregnancy test. High risk pregnant women receive prenatal care in regional hospitals. There were two public hospitals in the study area, accounting for approximately 2,000 deliveries per year. Women also attended the primary care clinics after childbirth. Pregnant women between 20 and 30 weeks of pregnancy, whose conception occurred naturally, who were 16 years of age or older, who had singleton pregnancies, and who were receiving prenatal care in primary care clinics in the study area were considered eligible for this study. Pregnant women with a history of psychosis were excluded from the study. More details of the study sample have been described elsewhere [26]. Pregnant women were interviewed at primary care clinics. Postpartum women were interviewed at home after childbirth (mean time of interview: 11.1 months, SD: 2.3 months). Almost three-quarters of the women were interviewed between 6 and 12 months after childbirth, and 27.6 % were evaluated up to 14 months after childbirth.

Main exposure variable
The two main exposure variables used for the assessment of pregnant women socio-economic indicators were “assets score” (in tertiles) and “monthly family income per capita” (0–59, 60–113 and 114–810 USD). Household assets measured included electricity, plumbing, computer, television, cable television, bathroom, telephone and refrigerator. An “asset-based score” (AS) was created using principal component analysis. The primary component was used to generate tertiles. Monthly family income per capita was defined as the monthly family income divided by the number of adults and child living in the house. Both were self-assessed through direct questions present in the questionnaire.

Main outcome variable
Gynecological appointment at any time after childbirth (GA) was evaluated through a direct question during home interviews (“Did you a have any gynecological appointment at any time after childbirth?”). Time of gynecological appointments was also assessed (“How long after childbirth (in months) have you had a gynecological appointment?”). In the Brazilian public primary care clinics, gynecological assessment is performed by physicians and includes activities such as screening of cervical cancer, contraception advice, treatment of gynecological diseases.

Questionnaire
Sociodemographic and socioeconomic characteristics as well as obstetric information were obtained through a structured detailed questionnaire which was applied during the antenatal assessment. The information obtained included age, years of schooling, marital status, and skin color. Previous and current obstetric data included planning of last pregnancy, number of previous abortions, number of previous pregnancies, gestational age, birth weight and Apgar score at 5 min of life. A dichotomous measure (“yes-no”) classification of obstetric complications was developed. “Yes” was defined by the presence of a gestational age less than 37 weeks at birth, a newborn weight under 2500 g, or a 5 min Apgar score less than 7. In the postpartum period, breastfeeding was evaluated and defined as feeding the baby with breast milk, regardless of supplementing with other food. Breastfeeding length was ascertained through a single question to the mother: “How long have you breastfed?”. A dichotomous measure (“yes-no”) for the occurrence of breastfeeding up to 4 months was created. The presence of antenatal and postnatal depression was assessed with the Self-Report Questionnaire (SRQ-20), which was developed for screening common mental disorders in patients treated in primary care settings [27]. The SRQ-20 was validated in primary care centers in Brazil, with 85 % sensitivity and 80 % specificity [28]. The SRQ-20 has good psychometric properties for diagnosing antenatal and postnatal depression, performing even better than others instruments specifically designed for this purpose [29]. The optimal cut-off point for the SRQ-20 was set at 7/8 for the present study. Four groups were defined according to the presence of common mental disorders (CMD) during pregnancy and/or postpartum: group 1: absence of both antenatal and postpartum CMD; group 2: presence of antenatal CMD only; group 3: presence of postpartum CMD only; group 4: presence of both antenatal and postpartum CMD.

Procedures
During the study period, trained research assistants went to the primary care clinics and approached pregnant women who came for antenatal care. Eligible women were invited to participate. Those who agreed and signed an informed consent form for participation were then interviewed. The same group of research assistants administered the questionnaire and the SRQ-20 in the postnatal period through home interviews. There were no financial incentives for participation either during pregnancy or after childbirth. The participants answered these instruments up to 14 months after childbirth. The Ethics Committee of the University of São Paulo, School of Medicine approved the research project.

Statistical analysis
Descriptive frequencies were summarized, and all variables studied were categorized. Crude and adjusted risk ratios (RR), with 95 % confidence intervals (95 % CI) were calculated using Poisson regression with robust variance to examine the associations between each socioeconomic variable with GA. Adjusted analyses were used to examine the association between the two main exposure variables (assets score and monthly family income per capita during pregnancy) and GA controlling for potential confounding variables. We examined the effect of each exposure variable on postnatal gynecological assessment accounting for potential confounders by using four different models: [1] model 1: crude association; [2] model 2: model 1 plus adjusting for demographic variables (mother’s age, marriage status, years of education, skin color and time of assessment after childbirth); [3] model 3: model 2 plus adjusting for obstetrical characteristics (number of pregnancies, previous miscarriage, pregnancy planning, obstetrical complications, cesarean section, episiotomy, 4 months of breastfeeding, perinatal depression), and [4] model 4: model 3 plus adjusting for the other socio-economic variable (monthly familiar income or asset score). Covariates were identified a priori based on previous research on GA and socioeconomic factors. To be included as potential confounders variables had to be associated with socioeconomic factors and GA with a P level <0.2. Statistical associations were assessed with likelihood ratio tests. Statistical analyses were performed using STATA 11 software.


Results
Eight hundred and sixty-eight eligible pregnant women were identified, and 831 (95.7 %) of these women were included in the study during the antenatal care period. Of these women, 701 (84.4 %) were re-assessed during the postnatal period. The average age of these women was 25 years, and 147 women (21 %) were less than 20 years of age. Almost three-quarters (73.3 %) of the women were living with a partner. Just over half (53 %) of them were white, and a similar proportion had more than eight years of education. The average family monthly income was 440 U.S. dollars. One hundred and ninety-six participants (28.0 %) presented antenatal CMD as evaluated by SQR-20 (Table 2). Among the 701 postpartum women, 418 (59.6 %) had a GA. Thirty seven eligible pregnant women refused to participate for several reasons (lack of time, would not return for prenatal appointments). In comparison with postpartum women, pregnant women who did not return after delivery had similar family income, were less educated and had more common mental disorders.
In the bivariate analysis, family per capita monthly income, assets score, years of schooling, skin color and time of interview were associated with having a GA (Table 1). In contrast, none of the delivery and postpartum data was associated with GA (Table 2).Table 1Socio-demographic, socioeconomic, and other health-related characteristics of the sample, according to the presence of gynecological appointment any time after childbirth (GA)


	 	 	GA
	 
	 	N
	N (%)
	P level

	Family per capita monthly income (USD)
	 	 	0.004

	  0 – 59
	224
	115 (51.3)
	 
	  60 – 113
	232
	138 (59.5)
	 
	  114 -810
	238
	160 (67.2)
	 
	Asset score (tertiles)
	 	 	0.005

	  First
	219
	119 (54.3)
	 
	  Second
	227
	158 (57.0)
	 
	  Third
	205
	141 (68.8)
	 
	Skin colour
	 	 	0.009

	  White
	327
	212 (64.9)
	 
	  Black/mixed/other
	374
	206 (55.1)
	 
	Marriage Status
	 	 	0.54

	  Unmarried
	187
	115 (61.5)
	 
	  Married
	514
	303 (58.9)
	 
	Mother’s age
	 	 	0.86

	  16-19
	147
	89 (60.5)
	 
	  20-29
	388
	233 (60.0)
	 
	  30-44
	166
	96 (57.8)
	 
	Time of interview (in months after childbirth)
	 	 	0.048

	  6-9
	99
	61 (61.6)
	 
	  10-12
	408
	256 (62.7)
	 
	  13-16
	193
	101 (52.3)
	 
	Previous miscarriage
	 	 	0.07

	  No
	537
	330 (61.4)
	 
	  Yes
	164
	88 (53.6)
	 
	Number of pregnancies
	 	 	0.14

	  1
	246
	154 (62.6)
	 
	  2
	215
	133 (61.8)
	 
	  3 or more
	240
	131 (54.6)
	 
	Years of education
	 	 	0.018

	  0-8
	326
	179 (54.9)
	 
	  9 or more
	375
	239 (63.3)
	 



                        Table 2Delivery and postpartum data of the sample, according to the presence of gynecological appointment any time after childbirth (GA)


	 	 	GA
	 
	 	N
	N (%)
	P level

	Obstetric complication
	 	 	0.29

	  No
	568
	344 (60.5)
	 
	  Yes
	133
	74 (55.6)
	 
	Low birth weight
	 	 	0.64

	  No
	648
	388 (59.9)
	 
	  Yes
	53
	30 (56.6)
	 
	Preterm
	 	 	0.25

	  No
	571
	347 (60.8)
	 
	  Yes
	118
	65 (55.1)
	 
	Cesarean Delivery
	 	 	0.13

	  No
	483
	279 (57.7)
	 
	  Yes
	218
	139 (63.7)
	 
	Forceps
	 	 	0.28

	  No
	584
	343 (58.7)
	 
	  Yes
	117
	75 (64.1)
	 
	Episiotomy
	 	 	0.45

	  No
	408
	238 (58.3)
	 
	  Yes
	291
	178 (61.7)
	 
	Breastfeeding (4 months)
	 	 	0.64

	  No
	480
	129 (58.3)
	 
	  Yes
	221
	189 (60.2)
	 
	Perinatal Depression
	 	 	0.75

	  No
	395
	239 (60.5)
	 
	Antenatal only
	110
	68 (61.8)
	 
	Postnatal only
	87
	48 (55.1)
	 
	Antenatal and postnatal
	109
	63 (57.8)
	 



                     
In the multivariable analysis, after adjusting for covariates, higher socio-economic status women have approximately 20 % greater chance of having a GA in comparison with women with low socio-economic status (Table 3).Table 3Crude and adjusted associations of socioeconomic variables with the presence of gynecological appointment any time after delivery (GA)


	 	Model 1: unadjusted
	Model 2: Model 1 plus mother’s characteristics
	Model 3: Model 2 plus Obstetric Complications
	Model 4: Model 3 plus SE variable

	 	RR
	RR/CI 95 %
	RR/CI 95 %
	RR/CI 95 %

	Family per capita monthly income (USD)
	p = 0.004
	p = 0.005
	p = 0.007
	p = 0.008

	  0 – 59
	1.0
	1.0
	1.0
	1.0

	  60 – 113
	1.15 (0.98:1.37)
	1.15 (0.98:1.36)
	1.15 (0.97:1.35)
	1.12 (0.95:1.32)

	  114 -810
	1.31 (1.12:1.53)
	1.29 (1.10:1.51)
	1.29 (1.11:1.51)
	1.23 (1.05:1.45)

	Asset Score (tertiles)
	p = 0.003
	p = 0.005
	p = 0.007
	p = 0.009

	  First
	1.0
	1.0
	1.0
	1.0

	  Second
	1.05 (0.89:1.23)
	1.02 (0.87:1.19)
	1.03 (0.88:1.21)
	1.01 (0.86:1.19)

	  Third
	1.26 (1.08:1.47)
	1.20 (1.02: 1.40)
	1.25 (1.08:146)
	1.19 (1.01:1.40)


Family per capita monthly income
Model 1: crude association
Model 2: adjusted by model 1 plus demographic characteristics (skin color*, marriage status, mother’s age, years of education, time of interview after childbirth)
Model 3: adjusted by model 2 plus obstetric characteristics (cesarean delivery*, previous miscarriage*, perinatal depression, number of pregnancies, planning of pregnancy, obstetric complication, , episiotomy, breastfeeding up to 4 months)
Model 4: adjusted by model 3 plus asset score
Asset score
Model 1: crude association
Model 2: adjusted by model 1 plus marriage demographic characteristics (skin color*, years of education*, marriage status, mother’s age, time of interview after childbirth)
Model 3: adjusted by model 2 plus obstetric characteristics (obstetric complication*, cesarean delivery*, previous miscarriage*, perinatal depression, number of pregnancies, planning of pregnancy, episiotomy, breastfeeding up to 4 months)
Model 4: adjusted by model 3 plus family monthly percapita income
*:remained in the model



                     

Discussion
Our study assesses gynecological appointment after childbirth in a sample of pregnant women from a public healthcare sector in a middle-income country. The main results show that attendance for GA is above average (59.6 %) and lower socio-economic status women are less likely to have any gynecological assessment after childbirth. As far as we know this is the first study in Brazil about gynecological assessment up to 14 months after childbirth and it confirms that inequalities is an independent risk factor for GA.
Low rates of postnatal visits are quite common in low-income countries. In Brazil, there is a paucity of studies in this subject. The rate of maternal postnatal visits varies between 2 % [18], in Ceará state, located in the Northeast to 77 % of postpartum women [19], in Pelotas city, in the Southern of Brazil. The discrepancy may be attributable to economic difference between regions. Ceará is one of the nine states in the Northeastern of Brazil, the poorest region of the country. In contrast, the city of Pelotas is economically developed. In our study we have found a rate of almost 60 % of GA. In comparison with the Pelotas study, our lower rate of attendance during the months following childbirth may be attributable to the specific characteristics of our sample, comprised of many adolescents, black and single mothers, which might have contributed to our results, even considering that São Paulo is economically strong and offers good health coverage to the population. On the other hand, the sample of postpartum women in Ceará study was poorer with 56 % of them being illiterate. Moreover, 78 % of these postpartum women had a family income of less than 1 minimum salary per month (less than 300 dollars in current exchange rate; that is now 1 dollar = 3 reais).
Regarding to the studies performed in other countries, there is a large variation of rates of maternal postnatal visits. The followings rates have been mentioned: 35 %, for Congo [6], 68.6 %, for China [8], and 85 %, for Unites States of America [2]. Comparison of rates of attendance to maternal postnatal visits among countries is difficult because the timing (as well content) of maternal postnatal visits varies widely. The span of time for postpartum consultation used in several studies varies between 48 h [30, 31], 6 weeks [6] and 6 months [2] after childbirth. Nevertheless, studies agree that women living in disadvantaged socio-economic conditions [32] are at high risk of not receiving postnatal care. It is generally recognized that insufficient financial means may act as a barrier to the utilization of health care services [33]. Socially deprived postpartum women may have difficulties in seeking medical help after childbirth due to the costs of transportation to the health center. Moreover health facilities may be located far away from home and may not have available care on weekends for employed women. As we mentioned before there is a lack of studies addressing the frequency and determinants of gynecological evaluation long time after childbirth. But it seems that the same pattern observed during the antenatal and postnatal care persists, being lower socio-economic status women less likely to have gynecological assistance.
This explanation must be contextualized within the structure of Brazil’s public health care system. The Brazilian Unified Health System ensures free access to all types of health care for the entire population and no fee is charged at any point of the process for attending antenatal or postnatal governmental health services, as well as hospital facilities for delivery. Therefore, the lower frequency of GA among poorer women may be related not only to economic barriers, but also to cultural or educational factors. Postpartum women may consider the care after childbirth less important than prenatal care since their main goal could be the birth of a healthy baby and not self-care. They may even consider the quality and content of gynecological care inadequate or insufficient. As a matter of fact, there is evidence that the utilization of healthcare services during the postnatal period is influenced by a number of factors including socio-cultural beliefs of women and their families regarding the importance of postnatal care for the mother [34].
There are a few implications of our results. It could help health policy planners to decrease inequalities in women’s health indicators as well to promote equitable access to gynecological services [35]. Nevertheless, the best cost-effectiveness strategies to reach these goals need to be confirmed through randomized trials. There are already evidences in favor of such approach during pregnancy, childbirth and in the 28 days following birth in low and middle income countries [36]. For example, interventions such as “Familias Sanas” [37] have the potential to increase rates of postnatal attendance among low income mothers. In this randomized control trial, prenatal partners helped pregnant Latinas in the U.S. to navigate the health care system, advocate for themselves, and understand the importance of the postpartum visit. Women in the intervention group were about 2.5 times more likely to attend postpartum visits compared with those in the control group. Notably, since prenatal partners used in this study were social work students, there is the possibility that the intervention can be replicated by training the staff (e.g. nursing assistants) in existing public health clinics in the Brazilian health system.
Methodological considerations
The strengths of our study include a prospective evaluation of low-income pregnant women attending antenatal care in Primary Care Units in the city of São Paulo, a large urban center in a middle-income country up to 14 months after childbirth. Second, regarding our exposure variables, we have assessed not only familial income during pregnancy but also a wealth score, an index based on the ownership of household assets. Direct data on income are subject to reporting bias. Therefore we have used asset score as one indicator of women’s socio-economic status. Family income in Brazil is mainly defined by partners’ wage salary, and it is a more transient indicator of socioeconomic status, while wealth scores reflect a more stable pattern of consumption. Finally, data about perinatal CMD was included in the analysis. Perinatal CMD is probably a confounding considering that lower income pregnant women are at higher risk of being depressed [38] and depressed postpartum women are less likely to seek for health care [39].
Some limitations of this study deserve attention. First, recall or reporting bias may occur given the number of months between delivery and the date in which women responded to the postpartum questionnaire. Our main outcome (recall of having a gynecological appointment any time after childbirth) was based on a single question. It would very be difficult to collect reliable data from different facilities. Frequently this is impossible considering the fact that the health system does not record information after birth on patients in a database. Although women may felt more comfortable over-reporting about having a medical appointment after childbirth, the frequency of reported GA is still low. Second, our study did not capture information on other factors that might have influenced these women’s gynecological attendance, such as women's knowledge on the importance of gynecological assessment, perceptions about the quality of health care available, and perceived barriers to the utilization of health care services. Third, our study included only users of primary health care clinics that traditionally in Brazil cover the poorest stratum of the population, including for antenatal care. This aspect may have sub-estimated the actual association between socio-economic status and attendance to puerperal consultation in Sâo Paulo. Nevertheless, the socio-demographic characteristics of our sample (age, race, education and number of children) are very similar to the Brazilian women who gave birth in 2005 [40]. Finally, our results cannot be generalized to the rest of the country (i.e. Brazil) or other low-middle income countries taking into account particularities in postnatal care systems.


Conclusion
In this sample, the attendance for GA was 59.6 % and women with lower socio-economic status were less likely to have receipt of such care. Pregnant women with higher socioeconomic status presented an increased risk of approximately 20 % of having a GA in comparison with pregnant women with a lower socioeconomic status. The postpartum visit serves as a window of opportunity to provide further health care and education to women [2] as an opportunity for counseling about the importance of self-care in other periods of life than pregnancy. Although there is no clear consensus about the content of a scheduled contact with women after delivery, a late postnatal contact should be organized to link with ongoing care as currently provided for all women [41]. Despite the availability of near universal coverage for medical visits after childbirth in Brazil, as well in other countries, special efforts must be made to improve the attendance by poorer women to ensure access to essential services such as contraception, breast feeding education, and infant care. Moreover, there is a need for regular monitoring of gynecological assessment after childbirth and quality of care taking into account that there are inequities between different social groups. Possible barriers to medical care after birth (the cost of transportation, the distances from health facilities, the unavailabitility of care and women's beliefs and attitudes towards postpartum care) should be addressed. Specific measures such as increasing awareness and access to services through community-based programs especially for the rural, poor, and less educated mothers may increase postnatal attendance.

Acknowledgments
The study was funded by FAPESP. Paulo Rossi Menezes was partly funded by the CNPq-Brazil. Alexandre Faisal-Cury received postdoctoral fellowships from the CNPq-Brazil and FAPESP. Alicia Matijasevich is supported by the CNPq-Brazil.


                           Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Blenning CE, Paladine H. An approach to the postpartum office visit. Am Fam Physician. 2005;72(12):2491–6.PubMed

2.
Lu MC, Prentice J. The postpartum visit: risk factors for nonuse and association with breast-feeding. Am J Obstet Gynecol. 2002;187(5):1329–36.PubMedCentralPubMedCrossRef

3.
World Health Organization. Postpartum care of the mother and newborn: a practical guide. Geneva: World Health Organization; 1998.

4.
MacArthur C. What does postnatal care do for women’s health? Lancet. 1999;353(9150):343–4.PubMedCrossRef

5.
Bick DE, MacArthur C. Attendance, content and relevance of the six week postnatal examination. Midwifery. 1995;11(2):69–73.PubMedCrossRef

6.
Abel Ntambue ML, Françoise Malonga K, Dramaix-Wilmet M, Donnen P. Determinants of maternal health services utilization in urban settings of the Democratic Republic of Congo--a case study of Lubumbashi City. BMC Pregnancy Childbirth. 2012;12:66.PubMedCrossRef

7.
Kabakian-Khasholian T, Campbell OM. A simple way to increase service use: triggers of women’s uptake of postpartum services. BJOG. 2005;112(9):1315–21.PubMedCentralPubMedCrossRef

8.
You H, Chen J, Bogg L, Wu Y, Duan S, Ye C, et al. Study on the factors associated with postpartum visits in rural China. PLoS One. 2013;8(2), e55955.PubMedCentralPubMedCrossRef

9.
American College of Obstetricians and Gynecologists Committee on Gynecologic Practice. ACOG Committee Opinion No. 483: Primary and preventive care: periodic assessments. Obstet Gynecol. 2011;117(4):1008–15.CrossRef

10.
Coimbra LC, Silva AA, Mochel EG, Alves MT, Ribeiro VS, Aragão VM, et al. Factors associated with inadequacy of prenatal care utilization. Rev Saude Publica. 2003;37(4):456–62.PubMedCrossRef

11.
Larrañaga I, Santa-Marina L, Begiristain H, Machón M, Vrijheid M, Casas M, et al. Socio-economic inequalities in health, habits and self-care during pregnancy in Spain. Matern Child Health J. 2013;17(7):1315–24.PubMedCrossRef

12.
Khadr Z. Monitoring socioeconomic inequity in maternal health indicators in Egypt: 1995–2005. Int J Equity Health. 2009;8:38.PubMedCentralPubMedCrossRef

13.
Dubikaytis T, Larivaara M, Kuznetsova O, Hemminki E. Inequalities in health and health service utilisation among reproductive age women in St. Petersburg, Russia: a cross-sectional study. BMC Health Serv Res. 2010;10:307.PubMedCentralPubMedCrossRef

14.
Raleigh VS, Hussey D, Seccombe I, Hallt K. Ethnic and social inequalities in women’s experience of maternity care in England: results of a national survey. J R Soc Med. 2010;103(5):188–98.PubMedCentralPubMedCrossRef

15.
Gabrysch S, Campbell OM. Still too far to walk: literature review of the determinants of delivery service use. BMC Pregnancy Childbirth. 2009;9:34.PubMedCentralPubMedCrossRef

16.
D’Angelo D, Williams L, Morrow B, Cox S, Harris N, Harrison L, et al. Preconception and interconception health status of women who recently gave birth to a live-born infant--Pregnancy Risk Assessment Monitoring System (PRAMS), United States, 26 reporting areas, 2004. MMWR Surveill Summ. 2007;56(10):1–35.PubMed

17.
Bryant KD. Contraceptive use and attitudes among female college students. ABNF J. 2009;20(1):12–6.PubMed

18.
Lindsay AC, Dubowitz T, Andrade FM, Campos JS, Peterson KE. Maternal Health Care Services in the State of Ceará, Northeast Brazil. Women’s Health and Urban Life. 2007;6:68–70.

19.
Matijasevich A, Santos IS, Silveira MF, Domingues MR, Barros AJ, Marco PL, et al. Inequities in maternal postnatal visits among public and private patients: 2004 Pelotas cohort study. BMC Public Health. 2009;9:335.PubMedCentralPubMedCrossRef

20.
Paim J, Travassos C, Almeida C, Bahia L, Macinko J. The Brazilian health system: history, advances, and challenges. Lancet. 2011;377(9779):1778–97.PubMedCrossRef

21.
Victora CG, Aquino EM, do Carmo Leal M, Monteiro CA, Barros FC, Szwarcwald CL. Maternal and child health in Brazil: progress and challenges. Lancet. 2011;377(9780):1863–76.PubMedCrossRef

22.
Macinko J, Lima-Costa MF. Horizontal equity in health care utilization in Brazil, 1998–2008. Int J Equity Health. 2012;11:33.PubMedCentralPubMedCrossRef

23.
Lozano R, Wang H, Foreman KJ, Rajaratnam JK, Naghavi M, Marcus JR, et al. Progress towards Millennium Development Goals 4 and 5 on maternal and child mortality: an updated systematic analysis. Lancet. 2011;378(9797):1139–65.PubMedCrossRef

24.
Diniz SG, Bick D, Bastos MH, Riesco ML. Empowering women in Brazil. Lancet. 2007;370(9599):1596–8.PubMedCrossRef

25.
Travassos C. Forum: equity in access to health care. Introduction Cad Saude Publica. 2008;24(5):1159–61.PubMedCrossRef

26.
Faisal-Cury A, Araya R, Zugaib M, Menezes PR. Common mental disorders during pregnancy and adverse obstetric outcomes. J Psychosom Obstet Gynecol. 2010;31(4):229–35.CrossRef

27.
Harding TW, de Arango MV, Baltazar J, Climent CE, Ibrahim HH, Ladrido-Ignacio L, et al. Mental disorders in primary health care: a study of their frequency and diagnosis in four developing countries. Psychol Med. 1980;10(2):231–41.PubMedCrossRef

28.
Mari JJ, Williams P. A validity study of a psychiatric screening questionnaire (SRQ-20) in primary care in the city of Sao Paulo. Br J Psychiatry. 1986;148:23–6.PubMedCrossRef

29.
Facundes VL, Ludermir AB. Common mental disorders among health care students. Rev Bras Psiquiatr. 2005;27(3):194–200.PubMedCrossRef

30.
Rahman MM, Haque SE, Zahan MS. Factors affecting the utilisation of postpartum care among young mothers in Bangladesh. Health Soc Care Community. 2011;19(2):138–47.PubMed

31.
Dhakal S, Chapman GN, Simkhada PP, van Teijlingen ER, Stephens J, Raja AE. Utilisation of postnatal care among rural women in Nepal. BMC Pregnancy Childbirth. 2007;7:19.PubMedCentralPubMedCrossRef

32.
Letamo G, Rakgoasi SD. Factors associated with non-use of maternal health services in Botswana. J Health Popul Nutr. 2003;21(1):40–7.PubMed

33.
Simkhada B, Teijlingen ER, Porter M, Simkhada P. Factors affecting the utilization of antenatal care in developing countries: systematic review of the literature. J Adv Nurs. 2008;61(3):244–60.PubMedCrossRef

34.
Prual A, De Bernis L, El Joud DO. [Potential role of prenatal care in reducing maternal and perinatal mortality in sub-Saharan Africa]. J Gynecol Obstet Biol Reprod (Paris). 2002;31(1):90–9.

35.
Langlois EV, Miszkurka M, Ziegler D, Karp I, Zunzunegui MV. Protocol for a systematic review on inequalities in postnatal care services utilization in low- and middle-income countries. Syst Rev. 2013;2:55.PubMedCentralPubMedCrossRef

36.
Singh A, Padmadas SS, Mishra US, Pallikadavath S, Johnson FA, Matthews Z. Socio-economic inequalities in the use of postnatal care in India. PLoS One. 2012;7(5), e37037.PubMedCentralPubMedCrossRef

37.
Marsiglia FF, Bermudez-Parsai M, Coonrod D. Familias Sanas: an intervention designed to increase rates of postpartum visits among Latinas. J Health Care Poor Underserved. 2010;21(3 Suppl):119–31.PubMedCentralPubMedCrossRef

38.
Fisher J, Cabral de Mello M, Patel V, Rahman A, Tran T, Holton S, et al. Prevalence and determinants of common perinatal mental disorders in women in low- and lower-middle-income countries: a systematic review. Bull World Health Organ. 2012;90(2):139G–49G.PubMedCrossRef

39.
Dennis CL, Chung-Lee L. Postpartum depression help-seeking barriers and maternal treatment preferences: a qualitative systematic review. Birth. 2006;33(4):323–31.PubMedCrossRef

40.
Ministery of Health. Brazil. SINASC. Information System of Live Births database. http://​datasus.​saude.​gov.​br/​sistemas-e-aplicativos/​eventos-v/​sinasc-sistema-de-informacoes-de-nascidos-vivos
                        

41.
World Health Organization. WHO Technical Consultation on Postpartum and Postnatal Care. Geneva: WHO Pres; 2010.



Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
Conception and Design: AFC; PRM; AM. Acquisition of Data: AFC; JQ; TM. Analysis and Interpretation of Data: AFC; JQ; TM; PRM, AM. Drafting the Article: AFC; JQ; TM; PRM, AM. Revising It for Intellectual Content: AFC; PRM; AM. Final Approval of the Completed Article: AFC; JQ; TM; PRM, AM.


OEBPS/sidebar.gif





OEBPS/contact.gif





