Vol.5, No.12, 1954-1964 (2013)
http://dx.doi.org/10.4236/health.2013.512265

Health

Healthcare access and the patterns of maternal
health care utilization among poor and non-poor
women living in urban areas in Portugal
Isabel Craveiro1, Paulo Ferrinho1, Bruno de Sousa2, Luzia Gonçalves3
1

Unidade de Saúde Pública Internacional e Bioestatística, Centro de Malária e Outras Doenças Tropicais, Instituto de Higiene e Medicina Tropical, Universidade Nova de Lisboa, Lisbon, Portugal; isabelc@ihmt.unl.pt
2
Faculdade de Psicologia e de Ciências da Educação, Universidade de Coimbra, Centro de Investigação do Núcleo de Estudos e Intervenção Cognitivo-Comportamental, Coimbra, Portugal
3
Unidade de Saúde Pública Internacional e Bioestatística, Instituto de Higiene e Medicina Tropical, Universidade Nova de Lisboa
and CEAUL, Lisbon, Portugal
Received 13 September 2013; revised 18 October 2013; accepted 1 November 2013
Copyright © 2013 Isabel Craveiro et al. This is an open access article distributed under the Creative Commons Attribution License,
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

ABSTRACT
Introduction: Studies on attitudes and practices
are increasingly used but not specifically related
to the motivations for the use of reproductive
health care among women of fertile age, living in
urban areas and in different social contexts.
Objectives: The aim of this study was to estimate the associations between the variables of
social status (degree of poverty in the studied
groups) and the variables of fecundity (representations, tensions, practices and control of
fertility) and, in addition, to compare access to
health care in the different studied groups, assessing the association between use of maternal health care and poverty in urban areas. Design: A case-control study was conducted in the
Municipality of Lisbon, Portugal, with a total
sample of 1513 women of fertile age: 499 cases
of women considered very poor were selected
from the database of beneficiaries of RSI (Social
Welfare Payment for Inclusion); 1014 controls
(two controls for each selected case), divided as
507 poor women selected from the other beneficiaries of Santa Casa da Misericórdia in Lisbon
and 507 non-poor women selected from four
Health Centers from the Municipality of Lisbon,
Portugal. A total of 1054 women answered the
questionnaire: 304 cases (response rate of 61%)
and 750 (response rate of 74%) controls. The
statistical analysis involved descriptive analysis
and multinomial logistic regression. Results: The
analysis confirms the association between poverty and patterns and representations of fecunCopyright © 2013 SciRes.

dity regarding pregnancy planning. The results
of this study thus show the existence of different distributions on several variables and the
gradients of poverty. Regarding access to health
care, the major impact of poverty on women is
limiting access to pharmaceuticals. The incapacity to afford the cost of health care appears as a
central aspect of access to health care. Conclusion: A number of factors seem to be associated
with poverty in women, such as ethnicity, single
motherhood, low household income, low household size, low educational level of women and
marital status. The association of poverty with
not planning the pregnancy of the last child on
one hand and large household size on the other
hand points to a vicious circle that sustains
poverty and leads to extreme poverty. Limited
financial access to health care seems to mediate
the association between women’s poverty and
low coverage with family planning as well as the
lack of access to safe termination of pregnancy.
Keywords: Women; Poverty; Access to
Reproductive Health Care

1. INTRODUCTION
The relationship between poverty and adverse health
outcomes is indisputable [1-6]. This relationship reflects
what Wagstaff [5] calls “causality in both directions” a
“vicious cycle” of poverty, which generates ill health that
keeps the poor in poverty and may lead to diseases, as
well as high fertility, that can have a major impact on
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disposable income in families and become factors that
can make the difference between being above or below
the poverty line.
In all European countries the most disadvantaged
groups have the poorest health outcomes and highest
mortality. This is reflected in large differences in life expectancy between groups located at both ends of the social scale [7].
In Portugal, poverty has become an important issue in
the political agenda and evidence shows its persistence in
our society [8-11]. According to the latest available data
[10], in Portugal poverty affects around 18% of the population. However, there is still too little research on the
relationship between poverty and health in Portugal.
Santana [12] refers to a strong relationship between high
rates of mortality and morbidity and low educational
levels, social class and income and states that the most
disadvantaged social groups have weaknesses resulting
from economic conditions, which also present additional
barriers to health care access, mostly when the care
needed is preventive or more specialized. That is the case
for prenatal health care which is particularly important in
the context of this research.

1.1. Fecundity
Over the last forty years fertility rates in Europe have
declined to values below the replacement level (i.e. to a
Total Fertility Rate below 2.1) with a great intraregional
homogeneity of practices and representations. There are
few couples who choose not to have children, with the
largest concentration at around two children and a decline of those with a third child [13].
Portugal, after a delay of a decade, is following the
European trend [14] with a total fertility rate aligned to
the EU average since 1992 [15,16], ranging between 1.4
and 1.5. Existing surveys confirm the value placed on an
ideal of family oriented to a “standard of 2 children” [14,
16]. The social context of families is central to understand the different patterns of fertility in Portugal [17,
18]. Poverty is a major element of such social context.

1.2. Access to and Utilization of
Reproductive Health Care
There is evidence that the poor need more health care
than the rich [19]. However, access to health care continues to follow an “inverse care law” [7,19,20]. Moreover, inequalities in access to essential health care are a
key determinant of social inequalities in health. According to Whitehead and Dahlgren [7], although not the
largest, this is a very important factor. The burden represented by the payment of health services is a growing
cause of poverty, especially among vulnerable groups,
and health sector has a special responsibility and opporCopyright © 2013 SciRes.
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tunity to solve it effectively [21].
While there is some controversy about the role and effectiveness of prenatal health care [22], several authors
[23-26] reinforce the importance of accessing appropriate
prenatal care for all pregnant women.
The percentage of women without any surveillance is
less than 0.5% in 10 European countries, but the percenttage of late access to prenatal care (e.g. after the first
trimester of pregnancy) has been higher. Portugal is one
of the countries in the study [26], with data pointing out
to late access of the order of 18% to 29% (together with
Greece, Hungary, Ireland and Scotland), and 40% of late
access to care amongst Portuguese teenagers.
In Portugal there is still a relatively high proportion
(always above 15%) of mothers with inadequate antenatal supervision—which is mainly a result of the large
number of pregnant women with late onset of surveillance. And this high inadequacy in prenatal care was
most frequent in women with higher obstetric risk (e.g.
extreme age or high parity), low educational level and
adolescents, which foreshadows the need for specific
interventions among these populations [27,28].
Using a case-control study the main objectives of this
study were to estimate the association between social
status variables (degrees of poverty in women—very
poor, poor and non-poor women) and variables of fecundity (number of children, representations, practices and
control of fertility) and to compare the access to health
care and utilization of reproductive health care in each
gradient of poverty studied (very poor, poor and nonpoor women).
The first hypothesis under study was that a higher fecundity increases the risk of poverty for women, and the
poverty of women increases the possibility of greater
fecundity. The second hypothesis was that there are differences in access to health care and reproductive health
care utilization patterns in each of the groups defined by
the gradient of poverty considered in the study.
Therefore, this research aims to contribute to the advancement of knowledge about the relationship between
poverty and variables related to fecundity, access and
health care use.

2. POPULATION AND METHODS
2.1. Population
The study population consisted of fertile age women
(15 - 49 years of age) living in the Municipality of Lisbon. An unmatched case-control study design was used,
with two controls selected for each case [29]. In particular, this study compares cases (fertile age women considered very poor), with controls (fertile age women
considered poor—controls 1; and fertile age women considered non-poor—controls 2), on the experience of
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1956

I. Craveiro et al. / Health 5 (2013) 1954-1964

motherhood/fecundity (parity, expectations, representations and practices) and the relationship with health services (patterns of access and of reproductive health care
utilization).
Women were considered “very poor” (cases) if receiving RSI (Social Welfare Payment for Inclusion),
“poor” (controls 1) if benefiting from some kind of support (namely, housing, access to health care and/or support to buy medication) of SCML (Santa Casa da Misericórdia of Lisbon—a very large Non-Governmental Organization who provides social support in the Lisbon
Municipality, Portugal) but not receiving RSI at the time
of the data collection and not having benefited from the
RSI in the last two years; and “not poor” (controls 2) the
users of the Municipality of Lisbon Health Centres, who
were not receiving RSI and had not received any support
from SCML in the last three years.
The sample size of 1513 was estimated based on the
probability of exposure of cases and controls to previous
pregnancy: the exposure in cases was considered to be
25% and in controls equals to 15% with a level of confidence of 95% and a power of 80%.
The 499 “cases” were selected according to a proportional stratified random sample (of women considered
very poor) selected from the beneficiaries of RSI of
SCML. The 507 “controls 1” were also selected according to a proportional stratified random sample of the remaining members of SCML receiving some kind of
support. The 507 “controls 2” were submitted to a two
phases selection process, first held with a simple random
sampling of four health centres from the total of 48 in
Lisbon and then all the women coming to these health
centres, for the study period and who fulfilled the inclusion criteria were invited to participate.

2.2. Data Collection
Data were collected through a semi-structured questionnaire applied by trained interviewers. A total of 1054
women answered the questionnaire: 304 (60.9% response
rate) cases (very poor), and 750 (73.9% response rate)
controls [293 (57.8% response rate) belonging to the
group of controls 1 (poor) and 457 (90.1%) from the
group of controls 2 (non-poor)].
Interviews were conducted in two stages: first with
cases and controls 1 at their homes from June to December 2007, later with controls 2 at selected Health Centers
from March to April 2008.
In Figure 1 we present a schematic representation of
the case-control study with the distribution of responses,
according to the exposure factor: Motherhood/Fecundity
(women with and without children, according to the
study group).
Variables
1) Dependent Variable
The dependent variable of this study is the social
status according to a gradient of poverty: very poor women (“cases”), poor women (“controls 1”) and non-poor
women (“controls 2”).
2) Independent Variables
We adopted a set of eight independent variables related with fecundity [14: 1] parity ≥1; 2) total number of
children. Representations of fecundity: 3) number of
children that a woman thinks she would like to have; 4)
ideal number of children. Practices of fecundity: 5) planning pregnancy of the last child; 6) pregnancy control of
the last child (was she or her partner using a contraceptive when she became pregnant?); 7) current utilization

Exposure Factor: Motherhood / Fecundity

With children (n = 255)
Without children (n = 49)
With children (n = 227)
Without children (n = 66)
With children (n = 273)
Without children (n = 184)

Cases
(very poor women)
n = 304

Controls 1
(poorwomen)
n = 293

Fertile age
women
Lisbon
Municipality
N = 1054

Controls 2
(non-poor women)
n = 457

Figure 1. Schematic representation of the case-control study and distribution of responses.
Copyright © 2013 SciRes.
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of a contraceptive method; 8) abortions (pregnancy that
ended in an abortion, legally induced abortion and/or
dead fetus).
3) Potentially Confounding Variables
In order to control for possible confounders data were
collected on three potential types of confounding variables: socio-demographic variables: 1) age group, 2) ethnicity, 3) marital status, 4) educational level, 5) household income, 6) single motherhood; health care variables: utilization of reproductive health care, 7) preconception consultation of last child; 8) pregnancy surveillance—prenatal care for pregnancy of last child; 9) postpartum consultation after delivery of the last child; and
access and utilization of health care variables: 10) time
to get to hospital (in minutes), 11) time to get to health
center (in minutes), 12) private health insurance, 13)
financial incapacity to buy drugs for the woman and 14)
financial incapacity to buy drugs for other person in the
household.

2.3. Statistical Analysis
The statistical analysis was performed using SPSS version 17.0. Initially, a descriptive analysis using absolute
and relative frequencies for nominal and ordinal variables, secondly measures of location and dispersion for
quantitative variables.
The Chi-square test for homogeneity was used to compare the three populations of women with respect to
some criterion of classification, in terms of proportions.
In order to compare the three populations in terms of
quantitative variables using parametric tests, the Levene
test for homogeneity of variances and Kolmogorov-Smirnov and Shapiro-Wilk tests for normality were performed to check the corresponding assumptions. When
these assumptions underlying the ANOVA were not satisfied, the nonparametric alternative Kruskal-Wallis test
[30] was applied. Multiple comparisons were performed
when necessary. The odds ratio calculation of exposure
to the variable “parity ≥ 1” was made according to Mantel-Haenszel [29: 213-216] to take into account the two
controls per case.
We also used binary logistic regression models by
Forward: LR (Likelihood Ratio) method [31] to assess
the probability of being a case (very poor) rather than
one of the controls. The results from binary logistic regression were the basis for the selection of variables used
in the subsequent multinomial logistic regression [32].
The multinomial logistic regression models [31] were
used to understand the relationship between a dependent
variable with three categories [the three study groups:
cases (very poor), controls 1 (poor) and controls 2 (not
poor)] and a multitude of explanatory variables. In the
multinomial regression the odds ratio is always relative
to the reference class of the dependent variable, and in
Copyright © 2013 SciRes.
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this study the reference class is “cases”—very poor.
Specifically, the probability of belonging to controls 1
and 2 was estimated from:
1) Fecundity variables: total number of children; already have had abortions; planning pregnancy of last
child, control of pregnancy of last child.
2) Confounding socio-demographic variables: marital
status; ethnicity; educational level of women; household
income, and single motherhood.
3) Confounding access and health care utilization
variables: postpartum consultation of last child; pre-conception consultation of last child; time needed to reach
the Health Center; private health insurance; financial incapacity to buy drugs: woman and other person in the
household; prenatal surveillance for pregnancy of last
child.

3. RESULTS
Characteristics related with fecundity, socio-demographic and health care are summarized in Table 1.
Some results regarding variables linked to representations of fecundity are presented in Table 2.
With respect to marital status there are significant differences among the three groups (p < 0.001) and marriage seems to increase with the reduction of poverty.
Therefore, there are a greater number of single-mothers
in the poorest group.
The proportion of ethnic minorities decreases with the
reduction of poverty and the level of education increases
with the reduction of poverty.
As expected very poor and poor women have lower
income than non-poor women, with differences statistically significant (p < 0.001) between the groups. These
differences persist when analyzing the household income,
with very poor and poor women belonging to households
with lower income as opposed to non-poor women.
Regarding fecundity variables, there are significant
differences (p < 0.001), with the 73.7% of the very poor
women who did not plan the pregnancy of the last child
being higher than in the other two groups. The analysis
of pregnancy control data shows that the very poor and
poor groups presents similar results but non-poor women
shows a different pattern (p < 0.001). Additionally, the
distribution of pregnancies that ended in abortion and/or
dead fetuses are similar for very poor and poor women,
but differ from the non-poor group which have lower
percentages (p < 0.001).
There are no significant differences between the study
groups with regard to the current utilization of contraception.
For the health care variables, the very poor and poor
women show lower percentages of utilization of preconception and postpartum consultations of the last child
(p < 0.001).
OPEN ACCESS
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Table 1. Distribution of independent (fecundity) and confounding (socio-demographic and health care) variables.
Cases
Variable

Controls

Very poor N˚ (%)

Poor N˚ (%)

Non-poor N˚ (%)

15 - 18 years

27 (8.9)

31 (10.6)

35 (7.7)

19 - 25 years

40 (13.2)

44 (15.0)

91 (19.9)

26 - 35 years

92 (30.3)

84 (28.7)

180 (39.4)

36 - 49 years

145 (47.7)

134 (45.7)

151 (33.0)

Yes

143 (47.0)

121 (41.3)

87 (19.0)

No

161 (53.0)

172 (58.7)

370 (81.0)

Caucasian

194 (63.8)

223 (76.1)

419 (91.7)

Gipsy

76 (25.0)

19 (6.5)

2 (0.4)

Black. Indian. others

34 (11.2)

51 (17.4)

36 (7.9)

Never-married

108 (35.5)

106 (36.2)

162 (35.4)

Married

51 (16.8)

59 (20.1)

172 (37.6)

Lives in marriage (not married)

87 (28.6)

67 (22.9)

75 (16.4)

Widowed (living without partner)

9 (3.0)

5 (1.7)

5 (1.1)

Divorced

49 (16.1)

56 (19.1)

43 (9.4)

p-value

Socio-demographic variables
Age group

<0.001

Single mother
<0.001

Ethnicity

<0.001

Marital Status

<0.001

Educational level
None/primary—1st cycle

155 (51.0)

116 (39.6)

42 (9.2)

nd

63 (20.7)

42 (14.3)

40 (8.8)

rd

Primary—3 cycle

57 (18.8)

67 (22.9)

119 (26.0)

High School

26 (8.6)

57 (19.5)

161 (35.2)

High/postgraduate education

3 (1.0)

11 (3.8)

95 (20.8)

Low (≤550 - 750 Euro)/month

239 (89.8)

187 (73.6)

81 (23.5)

High (>750 - 1000 Euro)/month

27 (10.2)

67 (26.4)

263 (76.5)

Low (≤250 - 400 Euro)/month

197 (67.9

186 (69.7)

86 (22.7)

High (>450 - 550 Euro)/month

93 (32.1)

81 (30.3)

293 (77.3)

Yes

255 (83.9)

227 (77.5)

273 (59.7)

No

49 (16.1)

66 (22.5)

184 (40.3)

Primary—2 cycle

<0.001

Household income
<0.001
Woman income
<0.001

Fecundity variables
Parity ≥ 1

Copyright © 2013 SciRes.
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1959

Continued
Control of pregnancy of last child
Yes

106 (41.6)

97 (42.7)

66 (24.3)

No

149 (58.4)

130 (57.3)

206 (75.7)

Yes

67 (26.3)

72 (31.7)

149 (55.0)

No

188 (73.7)

155 (68.3)

122 (45.0)

Yes

172 (59.9)

176 (63.3)

276 (36.8)

No

115 (40.1)

102 (36.7)

161 (63.2)

Yes

10 (20.8)

13 (20.0)

12 (6.6)

No

38 (79.2)

52 (80.0)

169 (93.4)

Yes

31 (12.4)

24 (10.9)

84 (31.7)

No

219 (87.6)

197 (89.1)

181 (68.3)

<15 weeks

186 (84.2)

152 (80.4)

196 (93.8)

15 weeks or more

35 (15.8)

37 (19.6)

13 (6.2)

Yes

126 (50.4)

145 (65.6)

232 (86.9)

No

124 (49.6)

76 (34.4)

35 (13.1)

Yes

6 (2.0)

16 (5.5)

99 (22.0)

No

296 (98.0)

274 (94.5)

352 (78.0)

Yes

169 (60.4)

144 (51.8)

57 (12.7)

No

111 (39.6)

134 (48.2)

393 (87.3)

Yes

86 (42.2)

137 (61.7)

27 (6.6)

No

118 (57.8)

85 (38.3)

384 (93.4)

<0.001

Planning pregnancy of last child
<0.001

Current utilization of contraception
Non-significant

Abortion. legal induced abortion and/or dead fetus
0.002

Health care variables
Pre-conception consultation of last child
<0.001

Pregnancy surveillance of last child
<0.001

Postpartum consultation of last child
<0.001

Private health insurance
<0.001

Financial incapacity to buy pharmaceuticals: woman
<0.001

Financial incapacity to buy pharmaceuticals: household
<0.001

Regarding the pregnancy surveillance of the last child,
the main differences occur between very poor and poor
women as opposed to the group of non-poor women, presenting higher percentages of planned surveillance pregnancies (p < 0.001).
Non-poor women have higher percentages of private
health insurance (p < 0.001). Very poor and poor women
Copyright © 2013 SciRes.

present similarities in the high percentages of financial
incapacity unlike the non-poor women (p < 0.001).
The ideals of filiations outweigh the number of children that women actually have, and above all the number
of children women think likely to have. Having children
seems to increase the odds of being very poor by about
17% (OR = 1.17, p < 0.001, CI: 95% 1.08 - 1.26) comOPEN ACCESS

1960

I. Craveiro et al. / Health 5 (2013) 1954-1964

Table 2. Representations of fecundity.
Controls
Very poor

Poor

Variable
Median P25

P75

Min Max

Median

P25

P75

Non-poor
Min Max. Median P25

p-value

P75 Min Max

Representations of fecundity
Total number of
children (n = 1054)

2.00

1.00

3.00

0

9

2.00

1.00

3.00

0

8

1.00

0.00 2.00

0

5

<0.001

Number of children they think
likely to have (n = 1015)

0.00

0.00

0.00

0

4

0.00

0.00

1.00

0

4

0.00

0.00 2.00

0

5

<0.001

Ideal number of
children (n = 987)

3.00

2.00

4.00

0

12

3.00

2.00

3.00

1

8

2.00

2.00 3.00

0

7

<0.001

Access
Time (in minutes) to go to
Health Centre (n = 1037)

15.00 10.00 30.00

2

75

15.00

10.00 30.00

2

90

10.00 5.00 20.00

2

90 <0.001

Time (in minutes) to go to
Hospital (n = 1023)

30.00 20.00 45.00

2

180

30.00

20.00 42.50

5

90

30.00 15.00 30.00

3

90 <0.001

pared with being poor and being non-poor.

Multinomial Regression
Several intermediate binary logistic regression models
were performed in order to identify which variables
would be included in the final multinomial regression
models.
Considering the category “very poor” as the reference,
we obtained a first final adjusted model that included
selected variables of fecundity and socio-demographic
variables. The second final adjusted model considered
the same selected fecundity and socio-demographic
variables of the first model, but added health care variables.
Both final adjusted models are statistically significant,
the first one (G2 (28) = 415.668, p < 0.001) and the second one (G2 (26) = 358.931; p < 0.001). The estimates of
odds ratios (and 95% CI) of the first final adjusted model
are presented in Table 3 and the estimates of odds ratios
(and 95% CI) of the second final adjusted model are
shown in Table 4.
Table 3 indicates that the number of persons from
household does not play a significant role in differentiating the “very poor” (reference class) from the “poor” (p
= 0.703) women. However, that variable seems to play
an important role in differentiating the “non-poor” from
“very poor” women (OR = 0.549; p < 0.001). In other
words, an extra person in a household decreases by 45%
the odds of women becoming non-poor.
Being a Roma woman reduces the odds of being poor,
compared to very poor (OR = 0.128; p < 0.001) and reduces even more the odds of being non-poor (OR =
0.033; p = 0.016) compared to be very poor. Being a
Caucasian woman reduces the odds of being poor, compared to very poor (OR = 0.520; p = 0.042), but does not
Copyright © 2013 SciRes.

have an explanatory value to differentiate between being
very poor and non-poor (p = 0.404).
As expected, there is a statistically significant relationship between income and the dependent variable (p <
0.001). Belonging to a household with low income, in
comparison to a higher one, reduces the odds of being
poor (OR = 0.343; p < 0.001) comparatively to being
very poor. A woman whose household income is low, in
comparison to a higher income one, reduces the odds of
being non-poor rather than being very poor (OR = 0.062;
p < 0.001).
Low level of education is not a differentiating factor
between the very poor and poor (p > 0.407 for all categories of educational level) but acts as a differentiator
between the very poor and non-poor women for both 4
years of schooling (OR = 0.073; p < 0.001) and 6 years
of schooling (OR = 0.151; p = 0.014) when compared
with postgraduate university education. That is, the low
educational level of women represents lower odds of
being non-poor than being very poor, compared with
having a higher education.
Marital status (p > 0.094 for all categories of marital
status) is not a differentiating factor of the odds of being
very poor or poor. However, in comparison to divorced
women, a never married woman as a reduced odds of
being non-poor (OR = 0.350; p = 0.017) and a married
woman has an increased odds of being non-poor (OR =
3.561; p = 0.002), in contrast to very poor ones.
Planning the pregnancy of the last child differentiates
the very poor and non-poor women (OR = 0.444; p =
0.005), but does not differentiate the very poor and poor
groups (p = 0.258). That is, the planning of pregnancies
is a characteristic more associated with non-poverty.
With regard to abortions, women who did not report
this kind of practices, in comparison to those who did,
OPEN ACCESS
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Table 3. First final adjusted model for the association between variables of fecundity and socio-demographic and women social
statusa).
Variable

OR

Controls 1 (poor) CI95%

p-value

OR

Controls 2 (non-poor)a) CI95%

p-value

Number of person in household

0.974

0.849 - 1.117

0.703

0.549

0.434 - 0.696

<0.001

0.520

0.276 - 0.976

0.042

0.691

0.290 - 1.646

0.404

0.128

0.051 - 0.319

<0.001

0.033

0.002 - 0.532

0.016

1.636 - 5.076

<0.001

0.253 - 0.781

0.005

Ethnicity
Caucasian
Gipsy
Black/others

b

1.00

1.00

Abortion
No

1.749

Yesb

1.00

1.161 - 2.634

0.007

2.882
1.00

Planning pregnancy of last child
No

0.773

Yesb

1.00.

0.495 - 1.207

0.258

0.444
1.00

Household income
0.343

0.194 - 0.606

<0.001

0.062

0.032 - 0.119

<0.001

0.686

0.158 - 2.973

0.614

0.073

0.017 - 0.317

<0.001

Primary—2 cycle

0.529

0.118 - 2.381

0.407

0.151

0.033 - 0.681

0.014

Primary—3rd cycle

0.788

0.179 - 3.467

0.753

0.332

0.078 - 1.403

0.134

0.918

0.194 - 4.345

0.914

0.580

0.129 - 2.612

0.478

Low (≤550 - 750 Euro)/month
b

High (>750 - 1000 Euro)/month

1.00

Educational level
None/primary—1st cycle
nd

High School
High/postgraduate education

b)

1.00

1.00

Marital status
Never-married

0.602

0.333 - 1.091

0.094

0.350

0.147 - 0.832

0.017

Married

0.924

0.496 - 1.721

0.803

3.561

1.617 - 7.841

0.002

Lives in marriage (not married)

0.868

0.472 - 1.598

0.650

1.099

0.459 - 2.631

0.832

Widowed (living without partner)

0.876

0.247 - 3.108

0.838

1.252

0.229 - 6.835

0.796

b)

Divorced
a)

1.00

1.00
b)

The reference class of dependent variable is “cases” (very poor). Reference category in the variable.

have higher odds of being poor rather than very poor
ones (OR = 1.749; p = 0.007). There are even greater
odds of belonging to the non-poor group than to the very
poor group (OR = 2.882; p < 0.001). This model shows
that as the condition of poverty decreases, the association
with unsafe abortions and/or occurrence of stillborn fetus
increases.
The second model presented in Table 4 confirms the
association between several socio-demographic variables
and women social status, already identified in the previous model: household size; household income; ethnicity;
educational level and marital status.
Copyright © 2013 SciRes.

We would like to emphasize that from all access and
utilization of health care variables, only “financial incapacity to buy pharmaceuticals for woman” remains in the
final adjusted model. However, these variable is not a
differentiating factor between the “very poor” and “poor”
(p = 0.230). The women that did not report financial incapacity to buy pharmaceuticals for themselves have
higher odds of being non-poor than being very poor (OR
= 5.053; p < 0.001).

4. DISCUSSION
This study does confirm the association between our
OPEN ACCESS
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Table 4. Second final adjusted model for the association between variables of fecundity, socio-demographic and health care assess
and utilization, and women social statusa).
Variable

OR

Controls 1 (poor) CI 95%

p-value

OR

Controls 2 (non-poor)a) CI 95%

p-value

Number of person in household

0.958

0.818 - 1.123

0.599

0.510

0.386 - 0.675

<0.001

Caucasian

0.618

0.294 - 1.296

0.203

0.804

0.296 - 2.188

0.670

Gipsy

0.221

0.078 - 0.626

0.005

0.063

0.004 - 1.071

0.056

Black/othersb

1.00

0.030 - 0.138

<0.001

Ethnicity

1.00

Household income
Low (≤550 - 750 Euro)/month

0.337

High (>750 - 1000 Euro)/monthb

1.00

0.179 - 0.637

0.001

0.064
1.00

Educational level
None/primary—1st cycle

0.565

0.121 - 2.636

0.468

0.063

0.012 - 0.326

<0.001

Primary—2nd cycle

0.316

0.063 - 1.581

0.161

0.093

0.017 - 0.498

0.006

0.879

0.186 - 4.145

0.870

0.291

0.060 - 1.409

0.125

1.245

0.239 - 6.500

0.795

0.672

0.127 - 3.545

0.639

rd

Primary—3 cycle
High School
High/postgraduate education

b)

1.00

1.00

Marital status
Never-married

0.622

0.319 - 1.215

0.165

0.528

0.189 - 1.477

0.224

Married

1.145

0.568 - 2.306

0.705

5.776

2.263 - 14.741

<0.001

Lives in marriage (not married)

1.173

0.601 - 2.289

0.640

1.805

0.665 - 4.899

0.247

Widowed (living without partner)

1.532

0.338 - 6.935

0.580

6.502

0.843 - 50.135

0.072

2.463 - 10.367

<0.001

b)

Divorced

1.00

1.00

Financial incapacity to buy
pharmaceuticals: woman
No
Yes
a)

b

1.336

0.832 - 2.146

0.230

1.00

5.053
1.00

b)

The reference class of dependent variable is “cases” (very poor). Reference category in the variable.

definition of poverty and variables of fecundity, clarifying a complex relationship between a social classification
of poverty and a number of “variables”.
Bivariate analysis seemed to support the hypothesis
under study. As for other studies poverty seemed to be
associated with:
 Mothers living alone and working women with low
income [11,33,34];
 Ethnicity, e.g. Roma women are poorer, according to
a well-described situation of that ethnic minority,
which is particularly exposed to higher rates of poverty [35];
 Marital status of women, with benefits showed for
married women. In fact, the decline in marriage is a
well-known and well-documented phenomenon with
Copyright © 2013 SciRes.








major consequences for poverty, inequality and the
use of welfare programs [36,37];
Educational level of women, which is inversely associated with poverty, i.e., the lower the educational
level, the greater the poverty condition [8-11,33,34];
Differences based on socioeconomic status for entry
in parenting, which is related with how the planning
of children and willingness of couples to have, or
have not, children occurs at the time that the pregnancy happens [14,38];
Most women did not think to become pregnant when
they had the last child, described in Portugal [14] and
internationally [38], where at least one child after the
first one was not planned;
Patterns of utilization of pre-conception and postparOPEN ACCESS
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tum consultations of the last child, with the very poor
and poor women presenting lower rates of utilization
[26-28];
 Economic access and especially the results related to
the incapacity to access certain health care and/or
payment of medication, especially for women, corroborates the results from studies that have shown
that the burden of payment for health services constitutes a cause of poverty [21].
According to the above associations extreme poverty,
of the type that allows access to special social inclusion
subsidies in Portugal, seems associated with: ethnicity
[35]; household characteristics, such as size, with each
extra person in a household increasing the chance of being poor [10] and income [10,33,34]; personal characteristics, namely the association between low levels of education and higher odds of being poor [10,33,39]; and
marital status, with marriage appearing as a protective
factor of poverty [36,37]. Our first multivariate model
also confirms the association between poverty and patterns and representations of fecundity in respect to pregnancy planning, unsafe abortion and marital status.
But it should also be noted that none of the fecundity
variables remained in the second final adjusted multinomial logistic regression model as an explanatory factor
for the women’s social status. That is, when we add financial access and utilization of health care variables,
fecundity variables lose explanatory power suggesting
that, despite their importance, their association with poverty is probably related to reduced access to care because
of diminished financial capacity. Thus, the incapacity to
afford the cost of health care appears as a central aspect
of access to health care in a deprivation context [7]. Our
study indicates the existence of significant differences
between social groups regarding capacity to afford the
cost of pharmaceuticals (a proxy for reduced financial
access to health care), first for themselves and others in
the household and lastly for their children [40,41].
The results of this case-control study thus confirm the
usefulness of comparative health system research strategies to highlight existing social inequalities [19,42,43].

5. CONCLUSIONS
The fact that women live in poverty is associated with
a number of factors, such as ethnicity, single motherhood,
low household income, low educational level of women
and marital status.
The association of poverty with not planning the pregnancy of the last child on one hand and large household
size on the other hand points to a vicious circle that sustains poverty and leads to extreme poverty.
Limited financial access to health care seems to mediate the association between women’s poverty and low
coverage of family planning as well as the lack of access
Copyright © 2013 SciRes.
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to safe termination of pregnancy, pointing to the need to
formulate health policies that ease the financial barriers
to care.
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