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ABSTRACT: 
Objective: Describe the interactions that pregnant women have with their families and the prenatal care 
program to construct meanings about maternal health. 
Method: Qualitative study, the method used was grounded theory. In-depth interviews were conducted; 
the information was analyzed using the constant comparative method. The substantive codes were 
recorded in an Excel® workbook (open coding) and were then assembled in an explanatory manner by 
applying the paradigmatic model, thus establishing the relationships between categories and 
subcategories (axial coding). Finally, the categories and subcategories found were refined, integrating 
the data, and identifying the central category (selective coding). 
Results: A central category emerged: maternal health care characterized by hierarchical relationships 
between the mother, the family and health services and three interpretive categories contributing to the 
central category. 
Conclusions: Interactions with prenatal care and the construction of meanings by pregnant women and 
their families about maternal health in the context of the relationships arising from the provision of health 
services are defined by the role assumed by the pregnant woman as a receiver of information and a 
follower of orders issued by them. Pregnant women and their families in their interaction with health 
service providers (prenatal care) do not have the opportunity to express their opinions about health care 
during pregnancy. 
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RESUMEN: 
Objetivo: Describir las interacciones que tienen las mujeres gestantes con sus familias y el programa 
de control prenatal para la construcción de significados sobre salud materna. 
Método: Estudio cualitativo, el método utilizado fue la teoría fundamentada. Se realizaron entrevistas a 
profundidad; el análisis de la información se hizo por medio del método comparativo constante. Los 
códigos sustantivos fueron consignados en un libro de Excel® (codificación abierta), posteriormente 
fueron ensamblados de manera explicativa aplicando el modelo paradigmático, estableciendo así las 
relaciones entre categorías y subcategorías (codificación axial). Finalmente, se hizo el refinamiento de 
las categorías y subcategorías encontradas, integrando los datos e identificando la categoría central 
(codificación selectiva). 
Resultados: Emergió una categoría central: cuidado de la salud materna caracterizado por relaciones 
jerárquicas entre la madre, la familia y los servicios de salud y tres categorías interpretativas aportantes 
a la categoría central. 
Conclusiones: Las interacciones con la atención prenatal y la construcción de significados de las 
gestantes y sus familias sobre la salud materna en el contexto de las relaciones surgidas en la 
prestación de los servicios de salud están definidas por el rol asumido por la gestante como receptora 
de información y cumplidora de ordenes emanadas por estos. Las gestantes y sus familias en su 
interacción con los prestadores del servicio de salud (control prenatal) no tienen la oportunidad de 
expresar sus opiniones acerca del cuidado de la salud durante el embarazo. 
 
Palabras Clave: Salud Materna; Mujeres Embarazadas; Atención Prenatal; Relaciones Comunidad-
Institución. 
 

INTRODUCTION 
 
Motherhood throughout the history of humanity has been inherent to women and their 
femininity, it has been established as a mark to which women are inclined, being also 
what is socially expected of them. Throughout history motherhood went from being the 
primary axis for society to being in a position of subordination of women in relation to 
men, which was framed in the patriarchal society, and has been maintained, even 
today (1). 
 
Pregnancy, motherhood, and birth mean a major change in different aspects of a 
woman's life and that of her family. To ensure that these are healthy and pleasant, it is 
essential that women and their families acquire knowledge, skills and abilities that help 
them cope with the different physical, emotional and lifestyle changes. This process 
has been culturally carried out within the family; women have learned from the 
experience of their mothers and other pregnant women how to care for pregnancy (2,3). 
Each culture defines and classifies pregnancy care according to its vision of life, which 
are transmitted and perpetuated over time. 
 
Various studies have found cultural behaviors that reveal care practices during 
pregnancy, with which, for example, the future mother abstains from consuming foods 
prohibited by her culture, as well as avoids performing some household chores that 
could interfere with the proper development of pregnancy and childbirth. Based on 
these cultural care practices, the health system and professionals must develop 
intercultural skills and competencies that allow them to recognize, harmonize and 
negotiate the particularities of each social group (4). 
 
On the other hand, prenatal care is essential to ensure the progress of pregnancy, 
allowing for a healthy birth without negative impact on maternal health, and 
encompassing the approach to psychosocial aspects, as well as educational and 
preventive activities (3). The effectiveness of health care during pregnancy, childbirth 
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and postpartum is a global challenge, since there must be appropriate follow-up during 
this period to achieve comprehensive care for pregnant women (5). 
 
In this sense, proposals such as the humanized birth model seek to combat failures in 
prenatal care and improve the experience of motherhood, which includes the 
patriarchal and hierarchical relationships established by tradition between health 
professionals and pregnant women (6). For the World Health Organization (WHO), 
maternal care should be a positive experience where the physical and sociocultural 
normality of the woman is maintained, and which provides her with a healthy 
pregnancy for the benefit of the mother and the newborn (7).  
 
In this context, the Pan American Health Organization (PAHO) states that social, 
economic, demographic, and cultural contexts influence prenatal care, so that health 
care must articulate the care processes to advance towards a comprehensive 
understanding of prenatal care situated in the context of the pregnant woman (8). For 
its part, humanized care is understood as that which seeks to recognize the pregnant 
woman as the axis of prenatal care and protagonist of the process, maintaining a 
permanent dialogue and links between the pregnant woman, the family and the health 
system, which provide the possibility of incorporating cultural diversity in the 
construction of prenatal care, vindicating ancestral knowledge and facilitating the 
participation of women in the care and attention of their own health. 
 
In turn, prenatal care is conceived as a set of activities carried out by the pregnant 
woman. These involve a stipulated number of medical consultations and with other 
health professionals received by the pregnant woman in a health institution, with the 
purpose of monitoring the progress of the pregnancy, early detection of risks, 
preventing possible complications and preparing the woman for childbirth and raising 
her child (9). 
 
In accordance with this, the Ministry of Health, and Social Protection of Colombia 
through the Comprehensive Health Care Route for the Maternal-Perinatal Population 
(RIAMP) seeks to contribute to the promotion of health and the improvement of 
maternal and perinatal health outcomes, through comprehensive care, including 
coordinated and effective action by the State, society, and the family on the social and 
environmental determinants of health inequities (10). This route is oriented to the 
development and strengthening of the potential and capabilities of pregnant women 
and women in the postpartum period, families, communities, organizations and 
networks for the promotion of individual and collective health, risk management and 
the positive transformation of different environments; in order to contribute to the 
development of individual and collective autonomy, the determination of lifestyles and 
the guarantee of the right to health and the development of capacities for health care 
in women, mothers and unborn children (10). 
 
In this context, the participation of women and their families in prenatal care activities 
creates a bond with health professionals, facilitating the exchange of experiences, the 
promotion of self-care, the exchange of information, the collective construction of 
knowledge and harmony between scientific and popular knowledge (11, 12). In this 
sense, it is important to know the type of interaction established between the pregnant 
woman and her family with the health services (prenatal control); since the success of 
prenatal care will depend largely on this. The established interaction can function as a 
fundamental instrument to create shared care, facilitating, through identification and 
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cooperation, progress in the gestation process and the improvement of the living 
conditions of pregnant women and their unborn child, extending prenatal care beyond 
the transmission of instructions and knowledge by health personnel towards the 
empowerment and autonomy of women in decision-making about maternal health. The 
present study sought to describe the interactions that pregnant women have with their 
families and the prenatal care program to construct meanings about maternal health. 
 

METHOD 
 

A qualitative study was conducted, the method used for the analysis of the information 
was that of grounded theory from the straussian perspective. The grounded theory is 
based on the constant comparative method for the analysis of the data, by which the 
researcher codes and analyzes the data simultaneously, progressively developing 
theoretical ideas that arise and are related to the data (13). 
 
The research was carried out in the city of Montería in 2022. To collect information, a 
strategy was used to conduct semi-structured interviews with pregnant women and 
some members of their families, emotional partners, and mothers, to describe the 
interactions that pregnant women and their families have with the prenatal control 
program for the construction of meanings about maternal health. Potential participants 
were contacted at the different offices of the State Social Enterprise (E.S.E) in the city 
of Montería, to whom an invitation was made to participate in the study. After 
acceptance, depending on the availability of time and the choice of the participants, 
the interview was scheduled at each of their homes. 
 
For the selection of participants, a snowball or avalanche sampling was initially used, 
moving on to a theoretical sampling. The criteria for participation were that they were 
pregnant women of legal age, at any gestational age, affiliated with the General Social 
Security System in Health, from all socioeconomic strata (high, medium, low), who 
attended the prenatal control program of an E.S.E in the city of Montería, as well as 
family members of these pregnant women, among whom could be the spouse, mother, 
father and/or caregiver or other people who were part of their family circle, who lived 
and interacted with them for their care. 
 
Semi-structured interviews were conducted after interaction with the participants at the 
different E.S.E. locations and later an appointment at their homes, with the purpose of 
carefully and step-by-step preparing the experience and construction of meanings 
about maternal health based on interactions with prenatal care. The interviewer was a 
nurse - professor with a master's degree in nursing and a doctoral student in Public 
Health. A total of 16 participants were interviewed, with whom information saturation 
was reached, which led to the presentation of the categories presented in this article (8 
pregnant women and their families). The interviews were recorded with prior 
authorization and were later faithfully transcribed to analyze the data, which were 
compared with the informants and with the researcher's field notes. The interviews 
lasted on average 60 minutes. 
Once the interviews were transcribed, the data analysis process began using the TF 
methodology from the straussian perspective. In the first stage of analysis, the 
interview transcripts were analyzed line by line, identifying the substantive or 
interpretive codes, which were recorded in an Excel® workbook (open coding). Open 
coding was not limited to establishing labels, but also an interpretive coding was 
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developed, in such a way that each fragment of the stories that emerged in the 
microanalysis was assigned an interpretive code that contributed to avoiding the loss 
of the meaning of what was expressed by the participant in said fragmentation, always 
maintaining the link between the code and the fragment that originated it. From this 
stage, 1,195 interpretive codes emerged. As a result of the analysis of the first coding, 
groupings of interpretations were identified, giving rise to the first categories called 
descriptive in this model (Figure 1). 
 
Subsequently, in the second stage, the codes were assembled in an explanatory 
manner in accordance with the objective of the research, applying the paradigmatic 
model, thus establishing the relationships between categories and subcategories (axial 
coding). In this coding, the description of the data was replaced by a conceptual 
organization of the same, reflecting the existing relationships between the content and 
the structure of each category. In the axial coding, the groups of relationships that 
contained the codes obtained in the interpretative process could be established. These 
grouped relationships gave rise to the analytical categories (Figure 1). 
 
The last step of the analysis was the refinement of the categories and subcategories 
found, integrating the data, and identifying the central category (selective coding). At 
this stage, the statements, dimensions, and properties of the categories that emerged 
were specified in the form of hypotheses that indicate the prior construction of reality, 
as well as during the interviews between the participants and the researcher, giving 
rise to the interpretive categories (Figure 1). These last categories have the capacity to 
explain and understand the reality of the interactions of pregnant women and their 
families with prenatal care. 
 

Figure 1: Data analysis. 

 
Source: Own elaboration. 

 
The interviews were conducted after the informed consent form was signed. The 
identity of the participants was protected by using codes to record the information. The 
transcription of the interviews did not contain personal or private data of the 
participants and was carried out by an expert transcriber and subsequently verified by 
the research team. The researchers and the participants did not have any type of 
relationship before the execution of the research, so there was no conflict of interest. 
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RESULTS 
 

The ages of the pregnant participants ranged from 18 to 43 years and that of their 
family members ranged from 30 to 63 years. The pregnant women, as well as the 
family caregivers, were mostly housewives (Table 1). 
 
Table 1: Demographic data of participants. 
Number Age Type of participant Occupation 

1 23 Pregnant woman Student 
2 43 Pregnant woman Housewife 
3 27 Pregnant woman Housewife 
4 18 Pregnant woman Student 
5 40 Pregnant woman Housewife 
6 36 Pregnant woman Housewife 
7 25 Pregnant woman Housewife 
8 28 Pregnant woman Housewife 
9 30 Family member (spouse) Employee 

10 46 Family member (spouse) Self-employed worker 
11 62 Family member (mother) Housewife 
12 42 Family (Sister-in-law) Housewife 
13 52 Family member (sister) Community mother 
14 63 Family member (mother) Housewife 
15 33 Family member (sister) Housewife 
16 38 Family member (sister-in-law) Housewife 

Source: interviews 
 

In the analysis process, a central category emerged called “maternal health care 
characterized by hierarchical relationships between the mother, the family and health 
services”; likewise, three categories contributing to the central category were 
identified: “determination of the health of the pregnant woman from the political, social 
and cultural dimensions”, “prenatal control as a means to obtain a healthy child in ”, 
“beliefs and practices of care, family and culture as the main generators of maternal 
health” (Figure 2). 
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Figure 2: Core category and interpretive categories. 

 
Source: data analysis. 

 
For the participating women and families, the prenatal control program is identified as 
a useful and important service for pregnant women from low socioeconomic strata who 
do not have the opportunity to access specialized health services in a private manner. 
In prenatal control, participants recognize the provision of health services for pregnant 
women such as medical consultations, laboratory tests, and receive necessary 
recommendations to maintain their health and that of their unborn child. 
 

“Well, honestly, it has been the best it could be, I think that comes from the 
government, right? What the government has stipulated for first-time mothers, 

for mothers from stratum 1-2” (EF1C80). 
 

“I come back and say the economic issue, there are people who do not have 
the resources to go and hire a private doctor who pays so much money” 

(EF1C87). 
 

“I am always aware of keeping appointments, because it is a process that not 
only, I need but the baby too” (EG1C81) 

 
“They have sent me for tests, ultrasounds, and… they also sent me for a dental 

appointment, a psychology appointment, a nutrition appointment, and a 
gynecologist appointment” (EG3C81) 

 
“Well, because they are very attentive, they call her and she also gave me my 

number and they call me to remind me of the appointment, I am attentive about 
that, in case she does not answer, there is mine and I immediately contact her” 

(GFF97) 
 

“I am always aware of keeping appointments, because it is a process that not 
only, I need but the baby too, all the tests they send me, the medications they 

send me to take too” (EG1C80). 
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Likewise, pregnant women and their families recognize that the greatest benefit 
received from the program is having a healthy child. In such a way, it is the 
responsibility of the pregnant woman to attend and comply with the instructions given 
in it. 

 
“Well, for me, I would say that this importance is perhaps not seen at this 

moment during pregnancy, but at the moment when the child is born, that it is a 
healthy child, that it is a child with all its little fingers, its little hands, that it is a 

completely healthy child” (EG1C53) 
 

“He is always very anxious, he always goes with great desire for the doctor to 
tell us how the baby is, his anxiety is regarding the baby, because as a father he 
always wants to be told that his child is doing well, that everything is going well” 

(EG1C76). 
 

“Because through the control, this, we know how our baby is doing, what is that 
called? From the, when they do… oh, to see how the baby is doing. The 

Doppler, we know how it is, what vitamins, what calcium, how the baby is 
developing, the tests they send us” (EG2C68) 

 
The results of the research reveal that maternal health care is intersected by 
hierarchical and distant relationships between the mother, the family, and the health 
services. In this relationship, the pregnant woman takes on the role of recipient of 
information and the commitment to obey and fully comply with the orders and 
recommendations made by the health services (prenatal care) and their families. In 
this sense, it is the responsibility of the pregnant woman to comply with all the 
instructions given by them. 
 

“Well, until now my check-ups have only been appointments” (EG3C76). 
 

“I have been to the check-up so many times, they ask me for the tests, they 
review them, they tell me everything went well, that if they see something 

altered, they send me things to fix it, but they don't tell me anything else and I 
do what they tell me” (EG8C74). 

 
“They have sent me for tests, ultrasounds, and… they also sent me to a dental 

appointment, a psychology appointment, a nutrition appointment, and a 
gynecologist appointment. I do everything they send me to do.” (EG3C80). 

 
“I am very attentive, and I do everything they tell me to do during check-ups. I 

am attentive to the warning signs as they tell me during check-ups, for example 
if I feel any pain that is not normal, if I have a fever or something, I am very 

attentive to that.” I do what they tell me. (EG1C42). 
 
The pregnant woman does not have adequate interaction with the personnel 
responsible for health care within the prenatal control program, consequently, she 
does not express her experiences and perceptions related to her gestation process. 
This distant relationship between the pregnant woman and the health services does 
not favor the dialogue of knowledge established by national public policy. 
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“Yes, even the doctor on duty scolded me last week, because I forgot, I forgot to 
tell the gynecologist about my sugar problem, because I thought he had seen 
the tests, as he asked me to, meaning that he did not review them and did not 

ask me anything during the consultation” (EG465). 
 

“The doctor attended me; the doctor gave me that little bit of things that I did not 
understand what it was, even the gestures, the names are different. She didn't 

explain anything to me, I was really confused” (EG5C21). 
 

“Well, what can I say? Without them asking me, I tell them how I feel myself. 
They never ask me how I feel. It's up to me to tell them without them asking me, 

but they don't tell me anything either.” (EG5C71) 
 

“The doctor says something that suddenly, it's like, sometimes with a doctor, 
instead of encouraging people, women, sometimes they come out with 

rudeness” (EF2C63). 
 

Similarly, the relationship established by the pregnant woman with her family regarding 
maternal health care is based mainly on her following the recommendations given by 
her family, which guarantees an adequate pregnancy and the birth of a healthy child. 
Likewise, the family is responsible for supervising that the pregnant woman attends 
and complies with the instructions given in each of the prenatal check-ups. 
 

“She should only go to medical appointments and be at home, and she should 
be in her room, resting, taking her respective pills, that is what we do, that is our 

care and that is what we recommend, and she does it” (EF1C14). 
 

“The pregnant woman should control her food, so far there has not been so 
much excess food for her, little fat, eh, low salt, eh, a little fruit and a little so that 

she does not gain weight and become obese” (EF2C14). 
 

“And my mother and my brothers have always told me “Be careful, make sure 
your feet don’t swell too much”, because it’s not normal for them to swell so 

early, I’m always aware of those little things and they give me those 
recommendations, I’m always aware and I do what they tell me” (EG1C43). 

 
“Well, my father takes care of me in the sense that he tells me that I must eat a 

lot, he wants me to eat every moment, so that his grandson doesn’t get 
malnourished. I mean, when 12 or 12:30 comes around, I have the habit of 

always serving and staying last, he says to me, “Yeah, and yours, aren’t you 
going to eat?” They’re always watching to make sure I eat” (EG3C35) 

 
The pregnant woman's family is the main organizer and provider of care for the future 
mother and her child. It is within the family that maternal health is sustained; it 
supports and supervises the pregnant woman in the care practices that must be 
applied throughout the gestation process. The family assumes responsibility for 
feeding the mother, as well as providing her with the necessary affection and 
protection, and is also responsible for supervising attendance at prenatal care 
appointments. The care and support of family members guarantees good treatment, 
good interaction, and good relationships, as well as a healthy pregnancy. 
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“Well, I think that the support of the family, I think it is very important because 
during pregnancy sometimes we feel like… like we cannot do certain things, we 
restrict ourselves from doing certain things, but with that constant support from 

the family there” (EG1C51). 
 

“And no, as for my family helping me, yes, because even though I have already 
had other children, they are super happy with the baby my aunt takes care of 
me a lot, eh, my sisters, my husband, and the truth is that I have had a lot of 

support from them” (EG7C42). 
 

“At the family level I also have the support of my husband, I live with my 
husband and my daughter, my brothers live nearby, my rest of the family is in 
Venezuela, but my brothers are there who are a support, they do support me, 

they are there for me” (EG5C38). 
 

“My family does take care of me with the pregnancy, yes, they are aware of me, 
if I crave something they give it to me, that, if I want this, what do you want to 
eat and they are aware of my food that it is a good meal, my husband is very 

aware of always having my food” (EG4C47). 
 

“First of all, not to make her angry, not to fight with her, to treat her as best as 
possible so that she feels good during this pregnancy, and it is not a risky 

pregnancy. So that suddenly, as there are so many, nowadays sometimes the 
mistreatment of the pregnant woman suddenly shocks her, her blood pressure 

can go up, she suddenly becomes angry, and the baby can come out” 
(EF2C31) 

 
In this sense, families and pregnant women consider nutrition to be the most important 
care during pregnancy and as a determining factor for the health of the unborn child, 
without giving it the same importance as a generator of health for the mother. For the 
participants, the main benefit of nutrition during pregnancy is to have a healthy 
newborn with a good birth weight. For her part, the pregnant woman has the 
responsibility of consuming the necessary foods for this purpose. 

 
“Well, mainly I am taking great care of my diet. Because during pregnancy I 

have had to give up several foods that I used to eat a lot, such as sugars, soft 
drinks, sweets, I have had to give all of that up a bit, reduce it, fats… because I 

need to have a balanced diet for the sake of the girl” (EG1C7). 
 

“Well, for me, I would say that we are not seeing that importance during 
pregnancy, but at the moment the child is born, that it is a healthy child, that it is 
a child with all its little fingers, its little hands, that it is a completely healthy child” 

(EG1C53) 
 

“Because I say that, if I eat well, if I have a good diet, my baby receives 
amniotic fluid, receives good nutrition, if I eat poorly, the baby is not well 

nourished, it cannot be a child that is not healthy but sick” (EG2C63) 
 

“And she is doing this pregnancy even with hunger because all that causes it for 
the health of the baby, so that it is not born malnourished. That is why I always 
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tell her, Arcelys, do not stop eating, if something causes it, eat it, that is for the 
boy or the girl, he or she will receive it” (EF3C55) 

 
In turn, society and culture also play a very important role in maternal health care, 
establishing a large part of the care practices carried out by the pregnant woman and 
her family during pregnancy. Family beliefs and cultural care practices are recognized 
as vital to achieving an adequate pregnancy. For the participants, the application of 
these practices guarantees that the mother goes through a pregnancy without 
complications and that her child is born healthy and well nourished. Since the mother 
of the pregnant woman is the person with the most experience in the family in 
pregnancy care, it is on her that the responsibility of maternal health care falls. The 
results reveal that these dimensions (social and cultural) that surround the pregnant 
woman do not interact with the political context in charge of guaranteeing maternal 
health. 
 

“I tell her not to bathe too late, she can bathe even at 2 in the afternoon, from 
then on not, bathing hurts her because she catches a cold, bathing late is bad 

because of the cold” (EF3C13). 
 

“Because it takes longer to give birth, to have the baby, so for that cold she 
must take soda baths, or use coconut water and add soda, with a little spoon, 

so that the cold goes away more. She must take baths, pour warm water on 
herself from here down but she never gets that cold because many people don't 

pay attention to you, they say it's old people's things” (EF6C21). 
 

Yes, her mother, that is to say my mother-in-law because we live in her parents' 
house, is the one in charge of that issue, she automatically offered herself to me 

first because she knows what it's like, I tell you, she was a mother 3 times and 
she knows what it's like with the belly and what it needs” (EF1C36). 

 
“My mother prepares my meals and takes good care of me, she tells me what to 

do, my whole family has helped me to lead a healthy life during pregnancy” 
(EG1C31). 

 
“At the check-up they don't tell me anything that my family tells me, there they 

only tell me the pills and the tests that I have to take and the appointments that I 
have to make” (EG6C28). 

 
“The doctor who treats me has never asked me about that, she doesn't know 

how I take care of myself the way my mother and my mother-in-law take care of 
me” (EG8C25). 

 
DISCUSSION 

 
Regarding the objective of the study, the results reflect the interactions that pregnant 
women have with their families and with the prenatal control program. Regarding the 
central category, the participants' stories describe the establishment of a hierarchical 
relationship between health services and the pregnant woman; these results go 
against international and national recommendations on prenatal care. The WHO states 
that the experience of the pregnant woman with the provision of health services and 
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the type of relationship established with professionals can transform traditional 
prenatal care, actively involving the pregnant woman, the family, and the community 
(14). 
 
Therefore, communication and the type of relationships built between health 
professionals and the pregnant woman must become a component of building shared 
value; with this and mutual recognition, progress can be made in prenatal care 
towards better living conditions for the pregnant woman, beyond the mere 
transmission of information and knowledge. Communication is part of the essential 
elements of health education to promote health promotion, as well as a characteristic 
component of social life that leads us to understand each other, resolve differences 
and work together for a common goal (15,16). 
 
Similarly, the results of the research reveal the deficiency of health services (prenatal 
care) in carrying out activities and guidance that generate empowerment, increased 
autonomy and decision-making capacity of pregnant women, seeking to help them 
exercise their personal freedom in their reproductive process. To this end, it is 
essential to make a continuous effort to educate throughout pregnancy, allowing each 
woman, together with the health professionals who assist her, to make informed and 
autonomous decisions among the options available in each situation (17). 
 
For its part, the global strategy for the health of women, children and adolescents 
seeks to transform health care, including maternity services, into a model that 
promotes female empowerment and favors positive results in childbirth, both physically 
and emotionally for women, babies and their families (18). To achieve this, the design 
and provision of quality prenatal care services must go beyond ensuring survival 
during pregnancy and childbirth, allowing women to actively participate in their own 
care, a key aspect of their empowerment (19). 
 
In this sense and based on these premises, the Colombian Public Health policy 
established the comprehensive maternal-perinatal health care route as a mandatory 
tool throughout the country, and establishes the necessary conditions to guarantee 
health promotion, disease prevention and the generation of a culture of care for 
maternal health. The route proposes the construction of an equal intercultural 
relationship and prenatal care based on a fluid dialogue of knowledge between the 
pregnant woman, her family, and the health professionals responsible for care, in such 
a way that the pregnant woman's capacities to achieve and maintain adequate 
maternal and perinatal health are strengthened and enhanced. Thus, with this policy, 
the conditions under which prenatal care must be provided to pregnant women 
throughout the country are determined without distinction of contexts and/or 
particularities surrounding each pregnant woman (11). 
 
However, in health services, prenatal care continues to be referred to as “prenatal 
control” with the connotation of “control, follow-up and monitoring of pregnant women.” 
In this sense, the research reveals a relationship between health service (prenatal 
control) and patient characterized by a pregnant woman who is not recognized as 
having autonomy in decision-making regarding the care of her pregnancy and her 
health, with a function limited to receiving and following orders issued by health 
professionals. These hierarchical relationships in prenatal care nullify the possibility of 
a dialogue of knowledge as recommended, since women are not given the opportunity 
to contribute their perceptions in the experience and in the construction of meanings. It 
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also restricts their freedom and autonomy in decision-making, as well as their ability to 
empower themselves in the care of their pregnancy and their health. 
 
Contrary to the findings, the dialogue of knowledge allows exploring sociocultural 
beliefs and practices in pregnancy, childbirth and postpartum at individual, collective 
and family levels, giving meaning to community-collective thinking (17). The dialogue of 
knowledge is used in the context of interculturality (in the provision of health services) 
and through this, achieve relationships between health services and pregnant women 
characterized by warm ties and humanized treatment. 
 
In agreement with the results, Yepes and collaborators affirm that in the General 
Social Security System in Health (SGSS) of Colombia, the fundamental right to health 
is reduced to membership in it with a series of benefits that depend on the market 
where competition between the different insurers and the state converges (18). In this, 
health care and user participation are established from the national level through 
norms, laws, and protocols, presented in a fragmented manner at the different levels 
of care, with a hierarchy and taxative bureaucracy that permeates the exercise of the 
right to health (19,20). 
 
Likewise, the SGSSS is made up of a series of institutions of different administrative 
order where the information is equally fragmented, impregnating the relationships 
between the different actors of the system, where the decisions of health care are not 
subject to the needs of the patients and/or users, on the contrary, they are governed 
by the personal, professional and institutional nuances of the actors of the system (19), 
which has led in a taxative manner to establish this type of hierarchical and power 
relationships that prevent an adequate interaction between the health service, the 
professionals and the users. 
 
With respect to the interpretive categories, the results reveal the meaning constructed 
by the participants with respect to prenatal care. In this sense, it is perceived only as a 
means for poor women to obtain medical appointments and examinations that allow 
them to bear a healthy child, but not as the context that allows them to strengthen their 
prenatal education and decision-making power as a woman, respecting their 
experiences and beliefs, reconciling cultural beliefs and scientific evidence on 
pregnancy and childbirth (6). 
 
The interaction between the pregnant woman and her family regarding health care 
during pregnancy and that of the unborn child is determined by their culture and 
beliefs. It is the family that decides which care activities the pregnant woman should 
perform and which risky activities she should avoid. This care is configured within the 
worldview, traditions and norms related to health care acquired by the family and 
converted into care practices (21). These cultural nuances make the experience of 
pregnancy unique, significant, and transcendent. The influence of mothers, 
grandmothers, mothers-in-law and in general of the women of the family has 
transmitted and preserved these practices during pregnancy, making the family the 
first support network for the pregnant woman (22). In this sense, Ulloa and Muñoz 
highlight the work of the women of the family, especially the mothers as caregivers, 
transmitters of knowledge, beliefs, practices, and advice, which the woman puts into 
practice during the gestation period (4). 
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For their part, Miranda and Castillo found that pregnant women are positively 
influenced by their mothers, partners, and families in general to attend prenatal check-
ups. This could be used by health professionals to reinforce pregnancy care practices 
from the family, especially from the women who surround the pregnant woman and 
who can represent a care network for her and for the unborn child (23). 
 
It is imperative to improve the interaction between health professionals and pregnant 
women during the provision of prenatal care services. While this qualitative study, 
focused on a specific sample, has limitations that prevent generalization of its findings 
to the entire population, the results offer valuable insights into similar dynamics in 
other prenatal care settings. Therefore, it is crucial to conduct future research in 
diverse geographical and cultural settings to gain a more complete understanding of 
the realities of prenatal care both nationally and in Latin America. 
 

CONCLUSIONS 
 

Interactions with prenatal care and the construction of meanings by pregnant women 
and their families about maternal health in the context of the relationships that arise in 
the provision of health services are defined by the role assumed by the pregnant 
woman as a receiver of information and a follower of orders issued by them. Pregnant 
women and their families in their interaction with health service providers (prenatal 
care) do not have the opportunity to express their opinions about health care during 
pregnancy. Thus, a hierarchical and distant relationship has been established for 
maternal health care, with health institutions at the top of this relationship and the 
pregnant woman and her family at the bottom; each of the actors carries out activities 
aimed at protecting the health of the pregnant woman on their own. 
 
Although Colombian public policy provides for prenatal care based on a dialogue of 
knowledge between health services, pregnant women and families, strengthening the 
autonomy and empowerment of women in decision-making for the benefit of their 
health, prenatal care continues to be provided in a traditional biomedical manner and 
not focused on women as the protagonists of the prenatal process and their needs; 
which reveals the lack of preparation of the personnel who provide health services in 
terms of holistic care of pregnant women as well as the failures in the implementation 
of the policy. The proposed Dialogue of Knowledge would allow for a harmony 
between the medical knowledge of health services and popular knowledge on 
maternal health care, which would provide a real approximation of the situation of 
pregnant women and their families, as well as the contextualization of the 
representations. 
 

REFERENCES 
 

1. Barrantes Valverde K, Cubero Cubero MF. La maternidad como un constructo 
social determinante en el rol de la feminidad. WL [Internet]. 28 de junio de 2014 
[citado 26 de febrero de 2024];9(1):29-42. Disponible en: 
https://revistas.ucr.ac.cr/index.php/wimblu/article/view/15248 

2. Solís Linares H, Morales Alvarado S. Impacto de la Psicoprofilaxis Obstétrica en la 
Reducción de la Morbilidad y Mortalidad Materna y Perinatal. Horiz Med [Internet]. 
25 de junio de 2012 [citado 12 de junio de 2023]; 12(2):49-52. Disponible en: 

https://url.avanan.click/v2/___https:/revistas.ucr.ac.cr/index.php/wimblu/article/view/15248___.YXAzOmNlczphOm86NWU5Njk0ZjVkNTdiOWJlYjRjNDcxMjM3NjI0NTg5MDc6NjoyMGIxOmIxY2M2NjQ1YTEwYzI4MGUyMWE2NmYwNzMyOWRlYjQ4ZWEzNGNlNzExOWQzNDY0ODI4MmExMWNkNDE0NWFmYTk6cDpU


 
 

Enfermería Global                      Nº 76 Mayo-Agosto 2025 Página 15 
 
 

https://www.horizontemedico.usmp.edu.pe/index.php/horizontemed/article/view/10
5. 

3. Fernández y Fernández-Arroyo Matilde. Análisis comparativo de las principales 
Escuelas de Educación Maternal. Index Enferm [Internet]. 2013 jun 
[citado 2023 Jun 12]; 22(1-2): 40-44. Disponible en: 
http://scielo.isciii.es/scielo.php?script=sci_arttext&pid=S1132-
12962013000100009&lng=es.  https://dx.doi.org/10.4321/S1132-
12962013000100009. 

4. Cruz-León A,, Luna-Victoria Morí F. M.  Cultura y cuidado en la gestación: Una 
aproximación a la atención intercultural prenatal. Salud en Tabasco [Internet]. 
2014;20(2):63-68. Recuperado de: 
https://www.redalyc.org/articulo.oa?id=48735406007 

5. Rodrigues G de O, Jardilino D da S, Maciel N de S, Ferreira D da S, Chaves AFL, 
da Costa CC. Conocimiento, actitud y práctica de gestantes antes y después de 
una intervención grupal. Enf Global [Internet]. 1 de abril de 2022 [citado 12 de 
junio de 2023];21(2):235-73. Disponible en: 
https://revistas.um.es/eglobal/article/view/478911. 

6. Jimeno Orozco JA, Prieto Rojas S, Lafaurie Villamil MM. Atención prenatal 
humanizada en américa latina: un estado del arte [Humanized prenatal care in 
Latin America: a stat of the art]. Rev Fac Cien Med Univ Nac Cordoba. 2022 Jun 
6;79(2):205-209. Spanish. doi: 10.31053/1853.0605.v79.n2.32720. PMID: 
35700468; PMCID: PMC9426328. 

7. Cáceres-Manrique F. D, El control prenatal: una reflexión urgente. Revista 
Colombiana de Obstetricia y Ginecología [Internet]. 2009;60(2):165-170. 
Recuperado de: https://www.redalyc.org/articulo.oa?id=195214328007 

8. Tumas Natalia, Godoy Ana Carolina, Peresini Virginia, Peisino María Eugenia, 
Boldrini Gisela, Vaggione Gaetano et al. El cuidado prenatal y los determinantes 
sociales: estudio ecológico en Argentina. PSM [Internet]. Junio de 2022 
[consultado el 28 de febrero de 2024]; 19(2): 224-244. Disponible en: 
http://www.scielo.sa.cr/scielo.php?script=sci_arttext&pid=S1659-
02012022000100224&lng=en. http://dx.doi.org/10.15517/psm.v0i19.47439. 

9. Nunes G de P, Negreira AS, Costa MG, Sena FG, Amorim CB, Kerber NP da C. 
Grupo de mujeres embarazadas como herramienta para la instrumentalización y 
mejora de la atención. Ciudad en acción. Rdo. ext. Culto. [Internet]. 14 de enero 
de 2021 [citado el 12 de junio de 2023];1(1):77-90. Disponible en: 
https://www.revistas.udesc.br/index.php/cidadaniaemacao/article/view/1092. 

10. Alcántara de Jesús O, Solano Solano G, Ramírez González TB, Ramírez 
González MJ, Latorre Cervantes S, Ruvalcaba Ledezma JC. Impacto de una 
intervención educativa en mujeres embarazadas con respecto a su autocuidado. 
JONNPR. 2018;3(11):875-886. DOI: 10.19230/jonnpr.2621. 

11. República de Colombia. Ministerio de Salud y Protección Social. Ruta Integral de 
Atención en Salud para la Población Materno Perinatal. Resolución 3280 de 2018. 
Disponible en: 
https://www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%20No.%2
03280%20de%2020183280.pdf. 

12. Dias EG, Anjos GB, Alves L, Pereira SN, Campos LM. Ações do enfermeiro no 
prénatal e a importância atribuída pelas gestantes. Rev Sustinere [Internet]. 
2018;6(1):52–62. Disponível em: 
https://www.epublicacoes.uerj.br/index.php/sustinere/article/view/31722. 

13. Glaser BG, Strauss AL. The discovery of grounded theory: strategies for qualitative 
research. Hawthorne, NY: Aldine de Gruyter; 1967. 

https://url.avanan.click/v2/___https:/www.horizontemedico.usmp.edu.pe/index.php/horizontemed/article/view/105___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6Njo3NDExOjVlM2Q1MTY5ZWIwOGViMzdlNWViYWMwOTU5NGMwMGIwMzA3YjAzZjZkN2I2YTliZDE1ZDQ4ZWRjZmM0OTM5NTA6cDpU
https://url.avanan.click/v2/___https:/www.horizontemedico.usmp.edu.pe/index.php/horizontemed/article/view/105___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6Njo3NDExOjVlM2Q1MTY5ZWIwOGViMzdlNWViYWMwOTU5NGMwMGIwMzA3YjAzZjZkN2I2YTliZDE1ZDQ4ZWRjZmM0OTM5NTA6cDpU
https://url.avanan.click/v2/___https:/dx.doi.org/10.4321/S1132-12962013000100009___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6NjowMTc1OjU0OGNmZGExOTFlMzkwZDdiYmU2ZjQ2MTQ2NjRmZjFiNmRhNjEwYmE4MTBmMDgxNWE0ZjY4M2FkNTU3YWIwYjk6cDpU
https://url.avanan.click/v2/___https:/dx.doi.org/10.4321/S1132-12962013000100009___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6NjowMTc1OjU0OGNmZGExOTFlMzkwZDdiYmU2ZjQ2MTQ2NjRmZjFiNmRhNjEwYmE4MTBmMDgxNWE0ZjY4M2FkNTU3YWIwYjk6cDpU
https://www.redalyc.org/articulo.oa?id=48735406007
https://url.avanan.click/v2/___https:/revistas.um.es/eglobal/article/view/478911___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6Njo5Yzg2OjY3MGE5ODY2NzU1OTE0ZTQxOWJjMjZkZGVjN2UxZWNmZWE4YjViNDNiMmU0MTczNWFmODM2Y2YyYzgwMjc1MzE6cDpU
https://www.redalyc.org/articulo.oa?id=195214328007
http://dx.doi.org/10.15517/psm.v0i19.47439
https://url.avanan.click/v2/___https:/www.revistas.udesc.br/index.php/cidadaniaemacao/article/view/1092___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6Njo4ZmM3OmVjMWU3ZmVhMTk1YmRiMWM1ZDRiZjYzZDYzNzA4MjBhYzE1MDU4YmVmZjhlODNjZTZmZmFhNmJhZDViNzQ0ZjI6cDpU
https://url.avanan.click/v2/___https:/www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%20No.%203280%20de%2020183280.pdf___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6NjplNGI5Ojg5OTdjMzNmN2U0OWMwZjFkNzlmMzg5ODVhNTllMzQ0MWVmMDBhYjI2NWYxOTBiMjM1YzI3MzcwZTlmMTUxMzY6cDpU
https://url.avanan.click/v2/___https:/www.minsalud.gov.co/Normatividad_Nuevo/Resoluci%C3%B3n%20No.%203280%20de%2020183280.pdf___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6NjplNGI5Ojg5OTdjMzNmN2U0OWMwZjFkNzlmMzg5ODVhNTllMzQ0MWVmMDBhYjI2NWYxOTBiMjM1YzI3MzcwZTlmMTUxMzY6cDpU
https://url.avanan.click/v2/___https:/www.epublicacoes.uerj.br/index.php/sustinere/article/view/31722___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6NjpkNWY2OjQwYmEzZTJmZDhlY2QzZmU5MWIzZThmYzhmYmJhMWJjMTgyOWUxMzUzNjdmYWRiNGQ3ZGZjYTE2OWEyYTQxMTg6cDpU


 
 

Enfermería Global                      Nº 76 Mayo-Agosto 2025 Página 16 
 
 

14. Organización Mundial de la Salud. Recomendaciones de la OMS sobre atención 
prenatal para una experiencia positiva del embarazo. Washington, D.C.: 
Organización Panamericana de la Salud; 2018. Licencia: CC BY-NC-SA 3.0 IGO. 

15. Hernández-Rincón Erwin Hernando, Lamus-Lemus Francisco, Carratalá-Munuera 
Concepción, Orozco-Beltrán Domingo. Diálogo de saberes: propuesta para 
identificar, comprender y abordar temas críticos de la salud de la población. Salud, 
Barranquilla [Internet]. Agosto de 2017 [consultado el 29 de febrero de 
2024]; 33(2): 242-251. Disponible en: 
http://www.scielo.org.co/scielo.php?script=sci_arttext&pid=S0120-
55522017000200242&lng=en. 

16. Díaz HA. La Comunicación en la Educación para la Salud = Communication in 
Health Education. Rev Esp Comun Salud [Internet]. 9 de noviembre de 2016 
[citado 29 de febrero de 2024];00:8-13. Disponible en: https://e-
revistas.uc3m.es/index.php/RECS/article/view/3348. 

17. Martín-Bellido M Carmen. La construcción del Empoderamiento Femenino: 
visibilizando la violencia obstétrica. Temperamentvm [Internet]. 
2020 [citado 2025 Feb 28]; Epub 06-Jun-2022. 16: e13206. Disponible en: 
http://scielo.isciii.es/scielo.php?script=sci_arttext&pid=S1699-
60112020000100023&lng=es 

18. Consejo Ejecutivo, 140. Estrategia Mundial para la Salud de la Mujer, el Niño y el 
Adolescente (2016-2030): salud del adolescente: informe de la Secretaría. 
Organización Mundial de la Salud; 2017. Disponible en: 
https://iris.who.int/handle/10665/273363 

19. Nieuwenhuijze M, Leahy-Warren P. Women's empowerment in pregnancy and 
childbirth: A concept analysis. Midwifery. 2019; 78:1-7. doi: 
10.1016/j.midw.2019.07.015. Disponible en: 
https://www.sciencedirect.com/science/article/pii/S0266613819301925. 

20. Astaiza Bravo NX, Rodríguez Guarín S, Guerrero Pepinosa NY, Portela Guarín H. 
Diálogo intercultural en salud: una estrategia para rescatar los saberes y prácticas 
médicas en torno a la salud materno infantil de las comunidades afrocaucanas. 
Rev. virtual univ. catol. norte [Internet]. 24 de octubre de 2012 [citado 29 de 
febrero de 2024];1(37):180-211. Disponible en: 
 https://revistavirtual.ucn.edu.co/index.php/RevistaUCN/article/view/393 

21.  Yepes CE., Giraldo AJ., Botero N., Guevara JC. En busca de la atención: 
necesidades en salud, itinerarios y experiencia. Hacia Promoc. Salud. 2018; 23 
(1): 88-105. DOI: 10.17151/hpsal.2018.23.1.7 

22. Miranda C, Castillo IY. Factores de necesidad asociados al uso adecuado del 
control prenatal. Rev Cuid. 2016; 7(2): 1345-51. 
http://dx.doi.org/10.15649/cuidarte.v7i2.340 

23. Abadía Barrero CE., Oviedo Manrique DG. Itinerarios burocráticos de la salud en 
Colombia: la burocracia neoliberal, su estado y la ciudadanía en salud. Rev 
Gerenc Polit Salud. 2010; 9 (18): 86- 102. 

24. Echeverry ME. Derecho a la salud, estado y globalización. Rev Fac Nal Salud 
Pública. 2006; 24 (número especial): 81-96. 

25. Ulloa Sabogal I. M, Muñoz de Rodríguez L.  Care from the Cultural Perspective in 
Women with Physiological Pregnancy: a Meta-Ethnography. Investigación y 
Educación en Enfermería [Internet]. 2019;37(1): Recuperado de: 
https://www.redalyc.org/articulo.oa?id=105260023003 

26. Miranda C, Castillo IY. Factores de necesidad asociados al uso adecuado del 
control prenatal. Rev Cuid. 2016; 7(2): 1345-51. 
http://dx.doi.org/10.15649/cuidarte.v7i2.340 

https://url.avanan.click/v2/___http:/www.scielo.org.co/scielo.php?script=sci_arttext&pid=S0120-55522017000200242&lng=en___.YXAzOmNlczphOm86NWU5Njk0ZjVkNTdiOWJlYjRjNDcxMjM3NjI0NTg5MDc6NjpmZGUzOjNkMWFkN2U3ZjQxMWU2ZmYzYWYxYTkyY2JjY2I3MDA5OTY5NmQ1MmIwMzdkNTUyZjY0ZWQ2NDQyNzc3NTQ5ZGE6cDpU
https://url.avanan.click/v2/___http:/www.scielo.org.co/scielo.php?script=sci_arttext&pid=S0120-55522017000200242&lng=en___.YXAzOmNlczphOm86NWU5Njk0ZjVkNTdiOWJlYjRjNDcxMjM3NjI0NTg5MDc6NjpmZGUzOjNkMWFkN2U3ZjQxMWU2ZmYzYWYxYTkyY2JjY2I3MDA5OTY5NmQ1MmIwMzdkNTUyZjY0ZWQ2NDQyNzc3NTQ5ZGE6cDpU
https://url.avanan.click/v2/___https:/e-revistas.uc3m.es/index.php/RECS/article/view/3348___.YXAzOmNlczphOm86NWU5Njk0ZjVkNTdiOWJlYjRjNDcxMjM3NjI0NTg5MDc6NjozOWY4OmNlNjA3NTBhMzMyM2Y5ZjI2NGZhM2FiODBhNjRlOWFjZTM4YjRlOTQ1MjBiYTMyM2I0ZmExYzMyNzQ0NTE3NDI6cDpU
https://url.avanan.click/v2/___https:/e-revistas.uc3m.es/index.php/RECS/article/view/3348___.YXAzOmNlczphOm86NWU5Njk0ZjVkNTdiOWJlYjRjNDcxMjM3NjI0NTg5MDc6NjozOWY4OmNlNjA3NTBhMzMyM2Y5ZjI2NGZhM2FiODBhNjRlOWFjZTM4YjRlOTQ1MjBiYTMyM2I0ZmExYzMyNzQ0NTE3NDI6cDpU
http://scielo.isciii.es/scielo.php?script=sci_arttext&pid=S1699-60112020000100023&lng=es
http://scielo.isciii.es/scielo.php?script=sci_arttext&pid=S1699-60112020000100023&lng=es
https://iris.who.int/handle/10665/273363
https://www.sciencedirect.com/science/article/pii/S0266613819301925
https://revistavirtual.ucn.edu.co/index.php/RevistaUCN/article/view/393
https://url.avanan.click/v2/___http:/dx.doi.org/10.15649/cuidarte.v7i2.340___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6NjphMWRmOjcwYWFiZDE0NGJjMjJkNzc0OTVkMDg4NTkxMWQwYTE2M2U5YTYyNTA4Y2U0MDk0Nzk1YzU3NzZkOTg3NjcyZDc6cDpU
https://url.avanan.click/v2/___https:/www.redalyc.org/articulo.oa?id=105260023003___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6NjozZTQzOjU0ZjczM2JlOWMwOTVjMGVhZmU2MTc1ZDVjNDI5NzEwN2Y2YTQ5NjU2ZjE0YTdmNDYxZDFlNzlhNWRmODk1ZmY6cDpU
https://url.avanan.click/v2/___http:/dx.doi.org/10.15649/cuidarte.v7i2.340___.YXAzOmNlczphOm86OTIzZjgyNDljZGQ3NjZhNjc2NmVjNTRlMDQwMjA2N2M6NjphMWRmOjcwYWFiZDE0NGJjMjJkNzc0OTVkMDg4NTkxMWQwYTE2M2U5YTYyNTA4Y2U0MDk0Nzk1YzU3NzZkOTg3NjcyZDc6cDpU

	RESUMEN:
	INTRODUCTION

