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ABSTRACT

    Aims: To  analyze the socio-demographic and reproductive risk profiles of pregnant women  with a history of hypertensive syndromes, as well as their clinical and  obstetric conditions and the characteristics of the care given during prenatal,  labor and post-labor care in maternity hospitals caring for women at high risk. 

    Method: transversal and  quantitative study using the medical records of 164 pregnant women. 

    Results: The predominance of adult  and black women, with low education levels, low income, multiple pregnancies  and multiple reproductive risk factors. Insufficient prenatal clinical and  nutritional care, the presence of hypertension at the moment of the labor and  little attention given to reproductive planning during post-labor period have  been were also observed. 

    Discussion: The care given at the  maternity hospital is insufficient to meet the health needs of the women, which  indicates fragmentation and discontinuity. Most of the women’s situations were  characterized by a combination of individual, social and programmatic vulnerability  factors. 

    Conclusion: Meeting the reproductive  health needs of these women demands comprehensiveness, coordination and  continuity of health care; professional capacity to handle the risks;  transformation of vulnerability situations.

    Descriptors: Comprehensive Health  Care; Hypertension; Pregnancy, High-Risk.





INTRODUCTION
During the last two decades, a number of  transformations occurred in our country has given a favorable impact on the  reproductive health indicators. However, the rates of maternal morbidity and  maternal and child mortality are still high, reflecting not only the problems  with access to and quality of care but also the persistence of social and  regional inequalities, situations that generate vulnerability and compromise  the exercise of reproductive rights(1). Maternal morbidity and  maternal and child mortality are sentinel events; visible manifestations of a  series of events and circumstances indicating risks to health determined not  only by biological or environmental factors, but also by socio-cultural and  institutional ones.


  Many pregnant women come to the health service with  problems that could be avoided, detected, treated or controlled before the  pregnancy or during its early stages(2). The health care and  reproductive planning of non-pregnant women with a history of morbidities such  as hypertension, diabetes, AIDS, alloimmunization, or records of fetal or  newborn death, are neglected. This lack of care exposes them to repeated  pregnancies in unfavorable conditions, recurrent risks and negative results in  many gestations(3). Many morbidities or risk conditions pre-existent  to the pregnancy could be controlled, providing better maternal and neonatal  results in future gestations(4). This is the case in pregnant women  with chronic hypertension history and/or a history of hypertensive disorders in  pregnancy (DHEG, in Portuguese). Hypertensive syndromes in pregnancy constitute  one of the main causes of maternal mortality and morbidity in our country(5).  They appear in different ways, such as part of a previous chronic hypertensive  episode or as hypertension developed during pregnancy with or without  pre-eclampsia or eclampsia. These two conditions can also arise without a  history of previous hypertension, but indicate risks for the next gestation(6).


  In our country, the prevalence of hypertension in  women of reproductive age is significant. Official data show that 9.7% of women  between 18-24; 15.4% between 25-34; and 21% between 35-44 have had a previous  clinical diagnosis of hypertension(7). These data present the  necessity of comprehensive attention and care of their reproductive health  during or after the gestation in women with chronic hypertension and/or a  history of hypertensive syndromes developed during previous gestations. The Ministry  of Health has developed policies and programmatic actions regarding approaches to  women with high-risk pregnancy diagnoses, and has also invested in the  installation of a specific service network(6). The implementation of  these actions is incomplete, however, lacking the development of lines of comprehensive  care for women of reproductive age, specifically, for those with a history of hypertensive  syndromes.


  In this article, the results  of a study are presented, based on the review of the clinical records of  pregnant women with a history of hypertensive syndrome, attended at maternity  hospitals caring for women at high risk. The aims of this study were to analyze  the social-demographic and reproductive risk profiles; the characteristics of  the care; and the clinical and obstetric conditions of pregnant women with a  history of hypertensive syndrome in a maternity hospital caring for women at  high risk during the prenatal, labor and post-labor periods. The results may be  relevant for the discussion of lines of reproductive health care for women with  a history of hypertensive syndromes in a comprehensive perspective.

 

METHOD 


  It is a transversal,  quantitative study conducted at a maternity hospital which is a reference unit for  gestational risk in Rio de Janeiro  city. A data bank created for a previous study(8) was used, with  socio-demographic, reproductive, clinical and obstetric information relating to  3,440 pregnant women, registered to this maternity hospital, between January  2006 and December 2008. In  the present study, all the 164 pregnant women with records of hypertension  during the present or previous pregnancy, and/or chronic hypertension, were  included.


  The women`s medical records  were reviewed for the confirmation of hypertensive syndrome diagnosis,  definition of the type of hypertensive disease (previous history of hypertensive  disorders in pregnancy, pre-eclampsia and/or eclampsia; a present obstetric  history of hypertensive disorders in pregnancy, pre-eclampsia and/or eclampsia;  or chronic hypertension) and information on socio-demographic features,  reproductive risk, clinical and obstetric conditions and characteristics of the  care at the reference unity during prenatal, labor and post-labor periods.


  For the systematization and  treatment of this material, a data bank was created specifically with the EPI  INFO program, version 3.5.3. The variants of the study were described by  percentages. Regarding the description of the reproductive risk profile, the  clinical and obstetric information gathered was regrouped according to the  classification suggested by the Ministry of Health, as follows: a) individual  characteristics and unfavorable socio-demographic conditions; b) previous  reproductive history; c) previous clinical conditions and intercurrences; d)  obstetric disease in the present pregnancy(6).


  The study observed the  ethical rules of Resolution 466/12 of Ethics in Research National Commission  and was approved by the Ethics in Research Committee at the maternity hospital  caring for women at high risk on 02/09/2009 (under nr 0066/09). Confidentiality  was assured to conceal the identity of the women.

 

RESULTS  


  The age of the population  studied varied from 15 to 46 years. Most women (61.0%), were aged between 20  and 35; followed by women of advanced maternal age (32.3%); and adolescents (6.7%).  Black and mulatto women correspond to 62.8% of the population studied and 56.1%  lived with husbands or partners. Most of the women lived in Rio de Janeiro city (59.1%) and the rest  lived in other cities or states (Table 1).


  Half the women presented with  a low education level with at least the elementary school completed; 50.6%  declared their family income to be less than or equal to 3 minimum salaries,  including 8.5% whose families lived with less than one salary. On the whole,  the women were housewives (39.6%) or had elementary occupations such as maids,  nannies or general service assistants (25.6%) (Table 1).


  
    	Table 1 – Proportional distribution of the    socio-demographic characteristics of pregnant women with a history of hypertensive    syndromes attending maternity hospital caring for    women at high risk in Rio de Janeiro, 2006-2008

  

  
    	 

    	Total number of women =164

  

  
    	 

    	N

    	%

  

  
    	Age 

    	 

    	 

  

  
    	15-19 

    	11

    	6.7

  

  
    	20-35 

    	100

    	61

  

  
    	36-46 

    	53

    	32.3

  

  
    	Color

    	 

    	 

  

  
    	Caucasian

    	57

    	34.8

  

  
    	Black

    	48

    	29.3

  

  
    	Mulatto

    	55

    	33.5

  

  
    	Not informed

    	4

    	2.4

  

  
    	Marital status

    	 

    	 

  

  
    	Married

    	92

    	56.1

  

  
    	Not married

    	70

    	42.7

  

  
    	Not informed

    	2

    	1.2

  

  
    	Place of residence

    	 

    	 

  

  
    	Other city/state

    	67

    	40.9

  

  
    	Rio      de Janeiro 

    	97

    	59.1

  

  
    	Education level 

    	         

    	 

  

  
    	Elementary school complete or incomplete

    	82

    	50

  

  
    	High school complete or incomplete

    	61

    	37.2

  

  
    	University complete or incomplete

    	16

    	9.8

  

  
    	Not informed

    	5

    	3

  

  
    	Family income

    	 

    	 

  

  
    	Less than a minimum salary

    	14

    	8.5

  

  
    	1-3 minimum salaries

    	83

    	50.6

  

  
    	4 or more minimum salaries 

    	52

    	31.7

  

  
    	Not informed

    	15

    	9.1

  

  
    	Present occupation1 

    	 

    	 

  

  
    	Science and arts professionals

    	12

    	7.3

  

  
    	Administrative workers

    	12

    	7.3

  

  
    	Service, commerce workers

    	13

    	7,9

  

  
    	Elementary occupations

    	42

    	25.6

  

  
    	Housewife

    	65

    	39.6

  

  
    	Student

    	7

    	4.3

  

  
    	Others 2

    	7

    	4.3

  

  
    	Not informed

    	6

    	3.7

  

  
    	Source: authors, 2013

      1 Used the Brazilian Classification of    Domicile Occupation, provided by IBGE for those who perform labor activities.    Those without labor links were classified according to their nature. 

  

  
    	2 Technicians of medium    level, industry, army members, police force, fire department and merchants.

  



A total of 84.8% women were  multigestational (two or more pregnancies, including the present). Related to labor,  20.7% had never given birth, 58.5% had given birth one or more times and 20.7%  had had at least three deliveries (data not presented on a table). 


  In relation to the  reproductive risk profile, a history of miscarriage was relatively frequent  among this population. About 31.7% reported one miscarriage; 3.7% had had this  experience at least two or more times (habitual miscarriage); and miscarriages  in hazardous situations were registered in 10.4% of the cases. Previous fetal  and/or newborn death was verified in 23.2% of the cases. The presence of twins  in the current pregnancy occurred in 3.0 % of the cases and 3.7% in previous  pregnancies.


  Among the clinical and  obstetric conditions in the present pregnancy, gynecopathies existed in 5.5%, rhesus  isoimmunization in 6.1% and nuchal translucency altered in 3.0% of the pregnant  women. Other pathologies were registered in less than 2.0%. Fetal malformation in  the present or previous pregnancy was registered in 20% of the cases (Table 2).


  Besides the reproductive  risks described above, a history of hypertensive syndromes was present in all  the population studied. Previous hypertensive disorders in pregnancy,  pre-eclampsia or eclampsia were observed in 37.2% of the pregnant women; in the  present pregnancy, the same pathologies were found in 10.4% and chronic  hypertension in 61.0% (Table 2).


  
    	Table 2 – Reproductive risk profile for    pregnant women with hypertensive syndrome history at maternity    hospital caring for women at high risk in Rio de Janeiro,    2006-2008

  

  
    	 

    	Total number of women = 164 

  

  
    	 

    	N

    	%

  

  
    	Unfavorable individual and socio-demographic    characteristics

    	 

    	 

  

  
    	Over 35 years old

    	53

    	32.3

  

  
    	Previous reproductive history

    	 

    	 

  

  
    	Previous hypertensive    disorders in pregnancy, pre-eclampsia and/or eclampsia

    	61

    	37.2

  

  
    	Previous miscarriage 

    	52

    	31.7

  

  
    	Previous fetal or newborn death 

    	38

    	23.2

  

  
    	Miscarriage in hazardous situations 

    	17

    	10.4

  

  
    	Previous fetal malformation 

    	14

    	8.5

  

  
    	Habitual miscarriage

    	6

    	3.7

  

  
    	Previous twin pregnancy

    	6

    	3.7

  

  
    	Pre-existent clinical conditions and    clinical intercurrences 

    	 

    	 

  

  
    	Chronic hypertension

    	100

    	61

  

  
    	Gynecopathies

    	9

    	5.5

  

  
    	Other chronic disease

    	8

    	4.9

  

  
    	Toxoplasmosis 

    	3

    	1.8

  

  
    	Previous diabetes

    	2

    	1.2

  

  
    	HIV

    	2

    	1.2

  

  
    	Morbid obesity

    	2

    	1.2

  

  
    	Cardiopathy 

    	1

    	0.6

  

  
    	Cytomegalovirus

    	1

    	0.6

  

  
    	Chlamydia

    	1

    	0.6

  

  
    	Rubeola/measles 

    	1

    	0.6

  

  
    	Vasculopathies

    	1

    	0.6

  

  
    	Obstetric disease in the present pregnancy

    	 

    	 

  

  
    	Fetal malformation

    	21

    	12.8

  

  
    	hypertensive    disorders in pregnancy,    pre-eclampsia and/or eclampsia 

    	17

    	10.4

  

  
    	Rh Isoimmunization

    	10

    	6.1

  

  
    	Gemmiparity

    	5

    	3

  

  
    	Altered nuchal translucency

    	5

    	3

  

  
    	Gestational diabetes

    	3

    	1.8

  

  
    	Isthmus-cervical incompetence

    	3

    	1.8

  

  
    	Rh incompatibility

    	3

    	1.8

  

  
    	Genetic syndrome

    	3

    	1.8

  

  
    	Deviation regarding uterine growth and    amniotic liquid volume

    	1

    	0.6

  



Source: authors, 2013

A total number of 31.3% of  women with previous history of hypertensive disorders in pregnancy,  pre-eclampsia and eclampsia was registered at the reference unity at less than  14 weeks gestation; 27.9% between 14 and 19 weeks; 37.7% between 20 and 30  weeks; and 3.3% initiating prenatal care at more than 30 weeks. Among the  pregnant women with a history of chronic hypertension (61% of the population),  39% were registered at less than 14 weeks gestation; 23% between 14 and 19  weeks; 25% between 20 and 30 weeks; and 13% initiating their prenatal care at  the maternity hospitals caring for women at high risk after 30 weeks.  These results show that the most of the women  with reproductive risks which could be identified in the first three months came  to the specialized service in the second or third trimester.


  At the moment of their  admission to prenatal care, almost 30% of the pregnant women presented with high  blood-pressure levels, and considering the total of the population studied,  6.1% presented accentuated forms of hypertension, with levels higher or equal  to 160x110 mmHg. The use of anti-hypertension medication at the moment of the  admission was informed by 37.2%, a percentage quite inferior to the percentage  of women who declared themselves to be chronically hypertensive (61%). Many  women (87.8%) referred to familiar antecedents of hypertension syndromes (Table  3).


  The use of alcohol during  pregnancy was informed by 10.4% of the women and smoking by 11.6%. In relation  to the nutritional situation, 58.5% of the women were overweight or obese. Two  thirds of the women declared the pregnancy was not planned (Table 3).


  During the prenatal care at  the maternity hospital caring for women at high risk, more than two thirds of  the women had had six or more obstetric appointments and had gone through educational  activities; in only 40.9% of the medical records there was notation of physician  appointment and 14% with a nutritionist. During the present pregnancy, 25.6%  needed admission because of hypertensive episodes.


  
    	 

        Table 3 – Characteristics of assistance    given and clinical and obstetric conditions of pregnant women with a history    of hypertensive syndromes during prenatal care, at maternity    hospital caring for women at high risk 2006-2008

  

  
    	 

    	Total number of women =164

  

  
    	 

    	N

    	%

  

  
    	Gestational time in weeks at the beginning of prenatal care

    	 

    	 

  

  
    	Less than 14 

    	56

    	34.1

  

  
    	14-19 

    	38

    	23.2

  

  
    	20-24 

    	23

    	14

  

  
    	25-30 

    	24

    	14.6

  

  
    	More than 30 

    	23

    	14

  

  
    	Blood-pressure at the admission of prenatal care1 

    	 

    	 

  

  
    	PA<140x90 mmHg

    	115

    	70.1

  

  
    	PA>or=140x90 mmHg to 150x100 mmHg

    	39

    	23.8

  

  
    	PA>or=160x110 mmHg

    	10

    	6.1

  

  
    	Alcohol use 

    	 

    	 

  

  
    	Yes 

    	17

    	10.4

  

  
    	No

    	147

    	89.6

  

  
    	Smoking

    	 

    	 

  

  
    	Yes

    	19

    	11.6

  

  
    	No

    	145

    	88.4

  

  
    	Nutritional situation

    	 

    	 

  

  
    	Undernourished

    	4

    	2. 4

  

  
    	Eutrophic

    	64

    	39

  

  
    	Overweight

    	35

    	21.3

  

  
    	Obesity

    	61

    	37.2

  

  
    	Pregnancy planning

    	 

    	 

  

  
    	yes

    	56

    	34.1

  

  
    	no

    	108

    	65.9

  

  
    	Family antecedent of hypertensive syndrome

    	 

    	 

  

  
    	Yes

    	144

    	87.8

  

  
    	No

    	20

    	12,2

  

  
    	Participated in educational  activity

    	 

    	 

  

  
    	Yes

    	112

    	68.3

  

  
    	No

    	52

    	31.7

  

  
    	Physician appointment

    	 

    	 

  

  
    	Yes

    	67

    	40.9

  

  
    	No

    	97

    	59.1

  

  
    	Nutritionist appointment  

    	 

    	 

  

  
    	Yes

    	23

    	14

  

  
    	No

    	141

    	86

  

  
    	Number of obstetric appointments during prenatal care at the maternity    hospital 

    	 

    	0

  

  
    	1

    	13

    	7.9

  

  
    	2/3

    	25

    	15.2

  

  
    	4/5

    	16

    	9.8

  

  
    	6 or more

    	110

    	67.1

  

  
    	Present pregnancy – admission because of hypertensive syndrome

    	 

    	 

  

  
    	No 

    	105

    	64

  

  
    	Pre-eclampsia and/or eclampsia

    	3

    	1.8

  

  
    	Other hypertensive syndromes

    	39

    	23.8

  

  
    	Not informed

    	17

    	10.4

  

  
    	Use of anti-hypertension medication at the moment of admission to prenatal    care 

    	 

    	 

  

  
    	Yes

    	61

    	37.2

  

  
    	No

    	103

    	62.8

  

  
    	Prenatal care interrupted

    	 

    	 

  

  
    	Yes

    	135

    	82.3

  

  
    	Disappeared

    	23

    	14

  

  
    	Sent to other unit

    	2

    	1.2

  

  
    	Prenatal care at other unit

    	4

    	2.4

  

  
    	Source: authors, 2013

      1 When the systolic or diastolic pressure exceeded    the limits of the range, the data were organized in the next range. 

  



It could be observed that 14%  of the women did not continue the prenatal care at the reference unit, and it  is not known if they were sent to or opted for prenatal care or labor in  another institution (Table 3). Among the population studied, 123 pregnant women  (75%) delivered their babies at the unit. At the moment of admission for the  delivery, 52% of those women were hypertensive and 13.8% presented with accentuated  hypertension, their blood pressure being equal to or higher than 160 x 110 mmHg  (Table 4). Most deliveries (58.5%) were conducted without occurrences; and  35.8% of occurrences were related to hypertension. C-sections were performed  for 71.5% of the women. The puerperium occurred without problems in 75.6% of  the cases and the occurrences registered were related, mainly, to hypertension  (Table 4).


  More than half the newborns  (51.2%) presented good general state; 13.8% were premature, associated or not with  low birth weight; 6.5% were malformed; 4.9% presented with low birth weight;  and 4.1% fetal suffering. After at least a four-day stay (underwent by 74.8% of  the cases), 60.2% of the women were discharged with their babies. The hospital discharge  records indicate that the patient was not sent to a physician in 78.9% of the  cases (Table 4). 

Among  the 123 pregnant women who had the baby at the unit, 28 (22.8%) did not return  after the labor (Table 4). Among the 95 who came back for the post-labor care,  33.7% were hypertensive, with blood pressure levels equal or higher than 140x90  mmHg to 150x110 mmHg’ 6.3% presented with blood pressures equal or higher than  160x110 mmHg. Two situations have drawn the attention: 14.7% of the women who  came back for the post-labor care did not have their blood pressure checked;  and in 61% of the cases there was no record of the patient being sent to the  physician (data not presented on the table). In the post-labor period, only  55.8% of the women who attended their appointment were sent to the family planning  clinic (data not presented on the table).


  
    	Table 4 – Characteristics of the assistance    given and obstetric and clinical conditions of the pregnant women with a    history of hypertensive syndromes , maternity hospitals    caring for women at high risk, during labor and post-labor, 2006-2008

  

  
    	 

    	Total number of women = 1232

  

  
    	 

    	N

    	%

  

  
    	Blood pressure (PA) at admission for the labor    1

    	 

    	 

  

  
    	PA<140x90 mmHg 

    	59

    	48

  

  
    	PA>or=140x90 mmHg to 150x100 mmHg

    	47

    	38,2

  

  
    	PA>or=160x110 mmHg

    	17

    	13,8

  

  
    	Type of labor

    	 

    	 

  

  
    	Normal 

    	34

    	27,6

  

  
    	C-section

    	88

    	71,5

  

  
    	Forceps

    	1

    	0,8

  

  
    	Type of maternal occurrences during    pre-labor and labor  

    	 

    	 

  

  
    	Related to hypertensive syndromes

    	44

    	35,8

  

  
    	Not related to hypertensive syndromes

    	7

    	5,7

  

  
    	No occurrences 

    	72

    	58,5

  

  
    	Type of puerperium occurrences

    	 

    	 

  

  
    	Related to hypertensive syndromes

    	21

    	17,1

  

  
    	Not Related to hypertensive syndromes 

    	9

    	7,3

  

  
    	No occurrences 

    	93

    	75,6

  

  
    	Days of admission before labor

    	 

    	 

  

  
    	2 or 3

    	31

    	25,2

  

  
    	4 or more 

    	92

    	74,8

  

  
    	Sent for a physician’s appointment at    discharge

    	 

    	 

  

  
    	Yes

    	26

    	21,1

  

  
    	No

    	97

    	78,9

  

  
    	Attended post-labor appointment

    	 

    	 

  

  
    	Yes

    	95

    	77,2

  

  
    	No

    	28

    	22,8

  

  
    	Blood pressure (PA) at the post-labor care 1

    	 

    	 

  

  
    	PA<140x90 mmHg 

    	49

    	39,8

  

  
    	PA>or=140x90 mmHg to 150x100 mmHg

    	26

    	21,1

  

  
    	PA>or=160x110 mmHg 

    	6

    	4,9

  

  
    	Not checked 

    	14

    	11,4

  

  
    	Not come back 

    	28

    	22,8

  

  
    	Sent for a physician’s appointment after    the post-labor care

    	 

    	 

  

  
    	Yes

    	37

    	30,1

  

  
    	No 

    	58

    	47,1

  

  
    	Did not attend for post-labor care

    	28

    	22,8

  

  
    	Sent for family planning after the    post-labor care

    	 

    	 

  

  
    	Yes

    	53

    	43,1

  

  
    	No 

    	42

    	34,1

  

  
    	Not come back to post-labor care

    	28

    	22,8

  

  
    	Source: authors, 2013

      1 When the systolic or    diastolic pressure exceeded the limits of the range, the data were organized    in the next range. 

  



 

DISCUSSION 


  The results present a  concerning reality in which multiple situations of health vulnerability(7)  overlap and potentiate each other, in a general way. Considering  individual situations, besides a history of previous hypertension in a previous  or present pregnancy, most women presented with other morbidities (overweight,  obesity, smoking, alcohol, gynecopathies and/or other chronic diseases), and with  other conditions also considered as gestational risk factors (history of miscarriage,  fetal or newborn death and/or malformation). Other studies demonstrated the  association of these risk factors with hypertensive disease in pregnancy(10). 


  Hypertensive syndromes are  considered one of the main primary determinants for serious maternal morbidity  and mortality and, besides that, the conjunction of hypertension with other  morbidities and risk conditions increases the chances of misfortune for the  women and/or their babies(11, 5). The multiple risk factors  accumulated by the women in this study compose a scenario of moderate maternal  morbidity, a kind of “vestibule” leading towards serious maternal morbidities  and many times fatal. Considering the health care policies, it is necessary a  specific approach to this population regarding the specialized, comprehensive  and qualified care needed, during, before and after the pregnancy, in order to  reduce these avoidable events, in their major part.


  Situations of social  vulnerability, indicated by low income and low education levels, are associated  with individual health conditions, potentiating the women’s reproductive risks.  Studies show the association between precarious social-economic conditions and  bad reproductive health indicators(12, 13); some have specifically  concluded that lower levels of maternal education are associated with serious  maternal morbidity and maternal mortality(13,14,15). Situations of  health vulnerability – individual, social and programmatic – caused by  ethnic-racial inequalities have already been clearly demonstrated in the  literature (16); what helps to understand the overrepresentation of  black women in the studied population.


  Despite the limitations of  the study, these results indicate the need to consider another dimension in the  context of vulnerabilities experienced by the women, and that come partially  over the social and individual conditions: the questions that are related to  the access and quality of health care – what has been called programmatic  vulnerability(9). Many women admitted to the reference unit were  from other cities or states; what leads to questions about the difficulties they  found in being admitted to the health care services nearest to their homes.  Amaral et al.,(11) in their study of serious maternal morbidity in Campinas, verified that  48% of the patients were sent to other cities, revealing the fragile  organization of the regional perinatal care.


  According to the Ministry of  Health’s criteria(6), the identification of any reproductive risk  factor during prenatal care at the basic health care service should result in sending  the patient immediately to the reference unity. However, problems with the  health care network with the reference and contra-reference systems and with  the professionals handling the risk conditions are obstacles to adequate  attention being paid to the high-risk pregnancy. More than one third of the  women studied started prenatal care in the second or third trimester.  Considering the prevalence of chronic hypertension, other diseases and previous  reproductive risks in the group of pregnant women studied, questions arise  about the reasons they did not come earlier to the maternity hospitals caring  for women at high risk: Did they delay their prenatal care? Did the basic  health care unit identify the risks? What problems could have arisen between the  visit to the basic health care unit and the prenatal care appointment? In Rio de Janeiro city,  despite the increase of prenatal care network, there are problems in relation  to the quality of the care given(17).


  Comprehensive and qualified prenatal  care, in all levels of complexity, is fundamental to minimize the occurrences  caused by hypertension to the mother and/or the fetus(18). In the  reference unity studied, care given to the pregnant women with hypertensive  syndromes histories were centered in the obstetric appointment, and was fragmented  and discontinuous. Many records showed there was no registration of a physician  appointment during prenatal care, or even being sent for physician assistance  at admission. During post-labor care, an impressive number of women were  hypertensive and even so they were not sent for a physician appointment.  Besides that, almost 15% of the women did not have their blood pressure checked  at the moment of the research. The importance of the quality of clinical care,  with adhesion to protocols, was emphasized in a study of serious maternal  morbidity, especially when there are hypertensive occurrences (11). 


  Other findings of the  research show the deficiencies in the care provided to the women. Despite the  high prevalence of overweight and obesity – conditions that predispose and  aggravate hypertension during pregnancy(10) - there was no indication  in the women’s records they were sent for a nutritionist appointment. One third  did not participate in educational activities during the prenatal period and  there is no mention of the approach taken in cases of smoking and alcohol use,  which are notoriously harmful to the fetus and mother’s health(19).  Educational actions and multiprofessional assistance are important aspects of  comprehensive care, as they favor the consideration of health and sickness,  comprehension of risks and discussion about life and nutritional habits,  physical activities and other factors.


  Comprehensive care involves professionals  and health care institutions taking responsibility for the patient. About 15%  of the pregnant women with hypertensive syndromes discontinued their treatment  at the reference maternity hospital without being sent to, or opting for,  another service unit. Nevertheless, in the medical records, there is no  registration of contact with the absent women.


  The material studied does not  permit a better evaluation of the access conditions and quality of care regarding  the reproductive health of the women before the present pregnancy. Nonetheless,  it calls attention to the fact that two thirds of the women said they had not  planned the pregnancy, which indicates contraception needs not met. More than a  decade after the regulation, the difficulty has been documented of implementing  reproductive planning assistance policies(20). At the reference  unity, the approach to reproductive planning has been deficient. Even though family  planning service is part of the care given to women after labor and an  important component of women’s social rights that has already been won(6), almost half of the women who came  back to the post-labor care were not sent for family planning advice. 


  The present study has  limitations due to the fact that the medical records – the main document about  the patient’s health conditions and the care given - were the only source of  information and contained many mistakes. We believe, however, that the results  contribute to a better knowledge of the reproductive health needs of women with  a history of hypertensive syndromes offering information that may lead to  better care given to this population.

 

CONCLUSION


  The results of this study show that the health care  given to pregnant women with a history of hypertensive syndromes at the  reference unity was insufficient to contemplate in a comprehensive way their  health needs. However, they also suggest that their unmet health needs are  previous to the admission to the high-complexity service (and may contribute to  this result) and, furthermore, the fragmentation and discontinuity of health  care can be perpetuated after their discharge from the reference service.


  The issue that puts together “reproduction” and  “hypertension” – because of the frequency of hypertension in women of  reproductive age or because of its role in the maternal morbidity/mortality  scenario – offers us clues to think about the construction of lines of  comprehensive care in reproductive health. It puts in evidence the need for  programmatic actions of health promotion, risk prevention and care for women throughout  their reproductive life (before, during and after pregnancy). This leads to the  question of continuity of care in a longitudinal sense and the coordination of health  care workers (professionals, programs, services) in a transversal sense.


  It points out the necessity of a greater integration  among the several levels of a complex health care system, in a way to precociously  receive the pregnant women, promptly identify the reproductive risks, and guide  and facilitate their access to reference services. In an opposite way, these  services must be responsible for the contra-reference and follow the return process  of these women to lower levels of complexity, to the continuity of health care.


  The questions raised by the results of this research  call the attention to the fact that, even in highly specialized environments and  with advanced technological resources available – such as the maternity  hospital caring for women at high risk – the perspective of comprehensiveness  cannot be in a secondary place. There must be attributes of the high-complexity  assistance such as: to develop a comprehensive assessment of the individual’s health  needs; the offering of education activities; and the promotion of  multiprofessional work and an interdisciplinary approach in which the processes  of reproductive health or sickness can be understood, not only in biological  terms, but also in their social, economic and cultural determinants. 


  At last, developing and implementing lines of  comprehensive care for women of reproductive age with a history of hypertensive  syndromes can have an important impact upon maternal and neonatal health  indicators. The organization of work processes between professionals and  services in a way to guarantee the comprehensiveness, coordination and  continuity of care; a higher technical capacity of professionals to enhance  their ability to recognize risks and appropriate handling of prenatal care and  the development of the abilities of professionals and institutions to provide  comprehensive approach to the health necessities are vital tasks, but still challenging,  for the construction of what can be called comprehensive care.
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