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ABSTRACT

This study examinedjthe-perceptions'of existing
barriers_to-prénatal'care'for women in a California
community with a populatioﬁ.of'less than 200,000. Snowball
sampling was used‘to identify key respondents. There’were
seven individual interviews and one group iﬁterview
resulting in éight transcripts,fbr aﬁalysis. 'The group
consisted bf fdurteen éonsumers of the maternal health
system for a total of twenty-one participants. The
qualitative data were analyzed for récurrent themés
regarding access‘to prenatal care. The research uncovered
shared perceptions of barriers to prenatal care as wéll_as
the conditions that influence a woman’s choice to seek care.
- The study describes the role social workers play in

. : | ‘
fostering an increase in prenatal care utilization.
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-NATURE AND SCOPE OF PROBLEM

Intent of the Inquiryb

‘The intenﬁ bf this research project was to discover the
barriérs that exist in.this community when é‘woman attempts ;
to aécess prenatal‘ca;e, A concern»for the well being of
Ehe'children ih the‘cOﬁmunity and a belief in:the.importance/<
~of early interVeﬁtiQn fo enhaﬁce bﬁtcomes inspired the idea
foi this project. The hope was that aﬁénues for improving‘
birth outcomes would be‘discoyered; |

_'The boundaries of the reSearch Questiqn kept the focus
on the factors thatlmightbinfluehce a womén’s deéisioﬁ to
seeklprenatal care in'avspeéific sociai»context. ‘The
research'literaturevaddtessed the relationship betwéen
prénétal éare and birth Qutéomes. The research identifiéé
reaséns womén do.ﬁot $eek_Care, ﬁeéséns that exist in the
community and in thé'individual. The intent of this project
was ﬁo ideﬁtify‘the reasbnsbwomeﬁ’do>not seék prénatal care
vin’thischmmunity. | ’

| Haviﬁg expefieﬁce_with'clieﬁts that»had lost a child

and_kn@wing-that the Qommunity ﬂad a high infant mbrtality'
rate léd the researcher to a discovery procéss of_why
infént's_were dying in the éommunity and the pbssible

~measures that could lead to a reduction of poor birth



outcbmes in thé.commﬁnity." Pooi}birth outéomes and infaﬁt
death have éonseqﬁences.for thé familiesvand the community.
Backgroﬁnd o N
| Statistics on infanﬁvdéath in‘Sah}Bernardino,
California and Highlaﬁd} California from 1989>t§’l993 show
that'7.6% of wOmenbin San Bernardino réceivéd iate‘or no
’,prenatai'care;__The cumﬁlative infant mortality rate'(IMR)
'for those years was 12.2 (Saﬁ Bernardino Department of
- Public Health, 1995).. An infaﬁt mortality rate is
caiculated’bybthe‘number of deaths'per_l,OOO»live births.
Low birth weight infants Weighiﬁg“less than 2500 grams
accounted for about 8% of infants b§rn in these two
communities'betweéh‘1989'and 1993'(S§n Bernardino Departméﬁt
 of Public Héalth, 1995). The IMR for‘San'Bernardino C¢unty,
California and the United'Statés wefe 9.8, 7.9 and 9.2 |
respéctiveiy iﬁ 1990. '?San Bernérdind'cbunty has had
cbnsistently highef annual infant morﬁélity rates than both
the” staté-and the natibn frém 1987_to 1990 (San Bernardino
Public Health, 1993). | o
Nednatal mortéliﬁy and post—nebnatal mortality ratés
wefe also higher in thiS'éounty than the”state or the haﬁion’
frém 1987 through.1990.' Neonétal déaﬁhs'and fetal deaths -

are not includéd in the‘IMR.‘ Neonatal deaths occur when a



child is less than 28 days old and fetal deéths‘are méasured
after twenty weeks geétation. |

The research points to thé different factors that
influence a mean’s care seeking behavior. "The intent of
this study was to gaih a better understanding of the factors
that influence Care seeking behavior in this community. .The 
discovery prbcess waé guided by a_Constructivist research
paradigm. ‘In the context of that paradigm>a dialogue was
created, based on observations of the problem locally and
the research literature, wiﬁh people that are directly
involved With maternalvhealtﬁvcare services.

The object was to gain a better understanding of the
prdcesses'that limit any woman’s access to prenatal'care
services in a specific social context. The hope:was that
given that understanding; community specifid remedies could
be identifiedvand>¢onsidefed,' The research indicates that
‘there is a relationéhip.between pbor‘birth outcomes and a
women receiving late or no prenatal‘care.

What imﬁedes a womén’s»adcess to medical care forvherb
own Wéll being and for_the well being of her children?
Theré is a range of possibilities that‘keep-wbmen from
aCcesSing'timély:and'néCessary_mediéal.care. Barriers to

maternal health care can include a woman’s lifestyle



choices, livihg a long distance from health providers or
restrictions placed by managed care.policiés (Bedics, 1994).
Also, doctors or olinicé méy not be avéilable to treat
pregnaht women or mayvﬁot accepf Medi;Cal (Fossett, 1990).
Managed care plans may have reotricted access to local
clinics, that is, a pregnant woman’s insurance coverage, or
lack of, may not be accepted at a clinic that is accessibie
or'familiar to the patient (Perloff, Waldrop, McGuire,
>1996). Some women lack the understanding of the importance
of maternal health care. Women may not be geographically
situated near a clinic and transportation, pubiic or
private, may not be available. There are motivation issues
‘for women‘seeking prenatal care. Women may‘be limited by
the demands of work and family that impose time and
logistical constraints on thoir ébility to get to care.
Detefmining indiﬁidual traits that influence care
‘seeking'béﬁavior will help détermine the‘appropriate remedy
to improve the likelihood of seeking prenatal care. The
identification‘of‘the community specific factors in the
family, neighborhood and community that limit care seeking
behavior will hopefully lead to community specific remedies.
Comprehensive prenatal care addﬁesses the social,

economic and logistical issues that face pregnant women in



additioh to their medical'néeds.  Women that avoid'prenatal
care because they fear the clinicél envirénment, have
substance abuée‘problems or family and transpoitation
problems, can:benefit frém”services thatvaddresé:their
overall well being,‘not only their medical issues. Mahan
‘(i996f éuggéstS’that compfehensive care “may be the basic
éervices7 that aid in improved Eirth outcbmes. Social
workers,have‘a'role in providing outreach and case
management services to pregnant women to attempt to mediate
the social risk factors that can lead to adverse birth
outcomes.

Brdoks—Gunn; Mchrmick and Heagarty (1988) cbnsidered
behavioralvand‘environmentai facfors that impact IMR. They
offered findings that Suggested that for poor meen access
to médical care Qas é probiém. They attempﬁed td improve
inféﬁt outcome by’impleﬁeﬁting an ouffeéch program, a
tréhsportation allowance‘énd a maternal advdcate program. .
“Interventions must ‘go beyond medicél care” to address
behaviorai»and-environméntal factoré and a “comprehensive
'mix 5f services‘seems generaliy‘desiréble” (Brooks, Gunn,
'McCormick‘& Heagarty, 1988). The implementation of managed
'cére policies and practices‘in the community‘appeared to

infiuence care seeking behaviorsvofvpeople with whom the



client had“contaCt. Therefore, the level to which insurance
policies influenced care”seeking behavior or restricted‘
access to care became an 1nterest for the researcher
Values, Ethlcs and Assumptlons Surroundlng the Problem

The researcher held to the ethlcal con81deratlons of,
‘protectlng subjects from harm or unjustlflable deception.
Part1c1pants were fully apprlsed of the problem focus,
purpose,“the method of inquiry and their role in the
process. Their participation was voluntary. Each
participant was given’writteh‘informed consent and a
debriefing Statement giving them further opportuhities to
baddresS‘any issues they.maybhave had about the researchl
Respect was giVenFto,each‘ihdividual and to their
contributions to the research‘brobleml

| The belief that childrenarevimportant'aﬁd that they

are a vulnerable group are values that the researcher
brought to- the dlScOvery process. Childrenbare perceiveq as
» vulnerable'because of their dependenCe_on others for their
physical, psycholooical,and social needs. Children lack ther
power to_advocate.for themselves, particularly in the period
of'ihfancy. lt was'alSO believed that understandihg the

needs of children at all stages of development, including



the onset of life would increasefoufaptitude in attending
" to those needs. |
| ‘The SOCial work fésearcher assﬁmed that in the
, discovefy process viable remedies to the problem would be
identified. That in the“proCeSSIOf,exploriﬁg the barriers
~to prenaﬁél care with pfdfessiOnals and consumers of the
maternal'héalth‘care delivery system, the participants wouid
have knowiedge and conStructs for ways to increase women’s
participation invprenatal care services. |

Another assumption waé that those’thét would have the
best understanding»of the problem were in the community and
that‘relevant discussion and solutions wouid come from
Community‘membérs engaged in the maternal health care
delivery sysfem. Ah,assumption of‘the study was that the
identifiedfproblems‘and remedies would be unique to this
social context. | |
_Focus of Inquiry

The focus of ianiry is a proéeSs of discoﬁery,
.attempting to reveal the local, communitybspecific barriers
to prenatai care. This study iOOked at the perception of |
ekisting procésses‘in the COmmunity that limit women from
seeking prenatal care. A'dialogue;waS'initiated that

considered the possible barriers to'locai maternal health



care. The:dialogue teokkplaee in the community drawing on
the eXpertiee of individuals-directly involved in the well
being of pregnant women and their infants, care providers[
and consﬁmers of the maternal,health‘care deliﬁery system.
The consequences of inadequate care for the:community and
remedies to the research problem were also sought. |
Literature Review

| The research literature cites interventions found
effective for reduciﬁg low birth weight. It reveals various
reasons that impede women’s access to prenatal care .
services. Barriers to decreasing IMR included mothers'
behavior, lack ofvmediCal insurance, lack of practitioners,
or a lack of willing practitioners to accept poor clients
(Singh, 1990). The research literature fepreseﬁts a
stakehelder in the hermeneutic dialectic circle, providing
knowledge that contributes to the understanding of the
research preblem‘locally.

Cuitural iSSues thaf influence care seeking behavior
can include language barriers, patient attitudes towards the
health care end the public social serviees systems. There
are also cultural differences in ettituees towards the need
for prenatel care (Tiedje, Kiﬁgry & Stommel, 1992). Singh

(1990) cites a study done of infants born at Kaiser



'hospitél in Northern'califb:nia that eValuated.the cuifdfal
facfors of'African+American and Caucasién meen'seekihgv |
prenatal care. Thé women ﬁéd equal access to.céré‘énd V
‘serViéesvbut the Céucésiéh women weré more likely to seek
‘care suggesting that thé:African—Americah did not seek
prénatal caré:for Culturél.reaéons. If equal accéss té‘care"'
.isya giﬁen then faiiu:e to.'seek care “may be more.bf‘a
sociai thaﬁ a:medical problém” and aﬁprOpriate inﬁerventiéns
 w§uldstarget_cultural beliefs that keep women fiom prenatal
-care éef&iceszSiﬁéh, 1990).- Guendeiman‘and'Witt (1992)
'found'fhat léés_accultutéted Hispanic men did not want their
wives~examined byfmaie doctors._ They»also found that a lack
bf bilingual pqueséionals and uﬁaocuméﬁtedbstatus affected'
"Latina.caré seekihg behavior.“

A factor that‘inflﬁenéed'a woman’s ability to access or
“usé,prenafal care sérvices Qaé heéith insurance.coverage_and
'the‘timélihessuwith which they iéceivé:bénefits once they

had.applied.’_Wbmen_WQre more likely‘to séek Care’éariiér
 and be;eﬁfolied in MediCaidféarlier “after the
.implementation of presumptiVé eligibility” (Dohovan; 1996) .
Efesumptivé_eligibility allows a doctor to provide»care:tové
woﬁan eligibie er, but not enrolled in, the Medicaid

program er‘two'mOnthsl Another identified barrier to



prenéta¥ care ié an thillingneSs of some maternal health
proVidefs tojsérVébpoérbaqd’low~in¢oﬁé women. In one study
women didinbt:éc¢esé.médiéél'Cére becauseithey were
5discduraged'byjﬁractitioher'svrefusal'to écéépt Medicaid
:(McGuire, O;Biieh4Combs‘&'Harman, l99l). Reasons women fail
‘tékseék‘prenafél,carevincludé their rejectidn from medical
serViceé br the diécoufagémen£ ofant'finding a doctor‘
willing toipfovide_caré. Theée_women attempt to seek care
but do not find a fit in the preﬁatal'care’delivéry syétem
because oﬁ their income or health insuréﬁce status.

 “Waldrop:and hié‘colleégues (l994),‘found thatleffective
”intérVentions for;decfeasing infént mortality rates (IMR) |
iﬁclﬁdéd‘ihCreasing access to Medicaid andbthe number of
providers Qilling to éccept Médiéaid batients and by
increasing the number of prenatal visits. Infant mo;tality
réteé décreased aftek instituting’outfeach case management -
and improved clinicél procedures-for.low birth‘weightv
infants (Waldrop, Taylor, 1994).

Environméntal factors‘identified as barriers to
prenatal‘éare‘included family iésues,‘geographical locatibﬁ}
 availability of prbvidéfs_and_psyéhosocialvsupport networks.‘
Bedicsv(l994f intef&iewed'44“WOmen to determine why they did‘

not seek prenatal care. She analyzed verbal accounts of

10



seekers versus nonseekefé of prenétal Caie. She found that
streSé ih»the home ehvironmént and conflicts in the clinical
environment-influehCed women;s decisions to»avoid prenatai
care. Some Women,attémpted to receive care‘but were furned
. away or given poor ihformatioh by service providers. Women
that believed prenatai cafe'was:important, but'did-not go,
were preoccupied with stressful lifebevents,and demands of
family. The &alues or conditions of the home environment
cén influeﬁce a woman’s decision to seek prénatal care
(Guendelman, 1994). Women may have no one to care for
younger child?en so she can seek care or she may work ahd
clinics‘with evening hours may not be available.

Other environmental factors that can have an impact on
a'woman’s accéss to‘prenatal care include her geographical
locétion_or proximity to maternal health care providers.
Womén living in rural areas énd in inner,bities had a lack
of aﬁéilable.service.providers. Fossett, et al. (1990),
compared zip codes with statiétids on Welfare récipieﬁts and
found the‘ﬁumber_of'available sérVice providers in Chicégo |
“‘was ihverseiy rélafed‘to the number;of AFDC recipients.”
‘That is, in'areaS‘Wheie podr women were clustered there were
.fewer private‘providers,ofvp:enatal.care Services. Having 

aﬁ adequate supply of pfactitioners willing to provide care

11



is necessary for universal éccessibility to prenatal care
services. O'Campo (1997) found that adverse environmental
conditions Such as poor housihg, high crime‘and unemployment
rates médified'the relationship.between>individual risk
factors and low birth weight indicating an interactive
effect between environmental andbindividual factors.
Individual factors weré analyzéd against census tract
variables and it was found that individual risk factors were
influenced by thé’neighborhood in which a woman lived
indicating that social riskbfactors can modify the
protective effects of individuai care seeking behaviorsf

Behaviors of pregnant women also influence their
decision to seek prenatal care. Séme women fear pelvic
examinations, blood tests and the clinic environment
(Tiedje, Kingry & Stommel, 1992). Women’s beliefs or fears
can be a barrier to seeking prenatal care. Bedics, 1994,
found behavior characteristics of women not seeking prenatal
care inqluded lifestyle issues'such‘és} drug use or a lack
.df knowledge of the importancevofvprenatal‘care. Some
nonseekers of pfenatal care were women thét rejected the
pregnancy and did not want the baby. Women’s eating habits,
use of cigarettes; drugs and/or éléohol can affect'the

decision of when prenatal care is sought and those behaviors
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can affect the birth outcome of their ﬁnbdrn child. An
estimate at'WashingtCh, D}C.bGeneral Hospital'was that 60%
of infants boin had been exposed to drugs or alcohol,i

” althbugh‘ComprehensiVe prenatai care isiofferédviﬁ

} Wéshington,;b;c.) that city has “ﬁhevnation’s worst IMR”
(Singh, i990)' ’fiedje (1992)‘étates,‘"bartiers tQ prenatal-.
care exiSt\in'thé sysﬁem and in the self."

Strobino et al. (1995), studied fbur strategies and
their effectiveness for reducing-low birth Weight‘(LBW) and
infant‘mortality rates (IMR) in selected communities in the
Unitéd Statés{ An efiectivefintefvehtion for.reducing léw
birth weight'waS “chp£ehensivé'prenatal care” which
includéd‘psychbsociai cbunééiing; ﬁutritioﬁal and health
education iﬁ addition to medical cére., Other effective
‘ intefvenfioﬁs were-émbking Qessation‘programs and increased
use Qf the federal foodgprogram foi woﬁen,‘iﬁfénts and
;chil@ren,(WIC) (StrObiné;,o?campo,.Schoendo;, 1995) .
Zimmer;gembeCK.andbHeifand,.1996, detefminedb N

vPSYChosbciai'éervices‘to béaﬁ‘imbortaht éompoﬁént of

 §rena£él careQ’ Theif aéta showed a decréaééd risk for low
' vbirth ﬁeight,iﬁfants in “women who speﬁt aﬁ least 45 minutes

 in‘psychbso§ial_ServiceS” regardless of the‘conditions that

_made their_pregnancies high risk. The_prbvision,of medical

13


http:services.to

services fbr pregnant women, éompiemented by psYchosoéial
suppoft, réduced ﬁhe_inCidence of low.birth Weight infants
and IMR. |

The reéearch points to reasons prenatal care is avoided
aﬁdaddresses the-impact that‘this iack.of care hés on the
‘héalth‘Of.the'infants. The research also highiights social
interventions for_increasingkadequacy‘ofvprenatal care.tb
reduce IMR and reasons Qomen do not seek prenatal care. The
research identifies barriers that exist in certain
communities across the United States, however the findings
cannot_be generalized without exploring the available
services, gaps in service and patient neéds endemic to this
California community. The strengths in the maternal health
care delivery'system that fOSterIutilization will be

identified.
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RATTIONALE FOR THE STUDY
Community Practice
Access to maternal healih care 1is critical givenbthe

-knowledge:that failure to pfovide specific care can result
in infant deaths. Attempting to undefstand the,adequacy‘of
the local prenatal care delivery system is in the realm of
community practice. The purpose of the study was to
identify existing barriers for women seeking prenatal care
services in a specific California communityi ‘The goal was
to identify wviable remedies tQ the'problems'women face when
'Seeking mafernal health care in this communify. Increasing
participation in prenatalicare services, as well as
mitigating the effecté of social and environmental risks,
would hopefully lead to a reduced incidence of poor birth
outcomes and infaht deaths in the California community.

’»The’intent of the inquiry was-to define the community
specific factors thatvimpede women’s access to health care
during pregnency. ‘ASsessing the specific factors‘that
affeCf prenatalvcare seeking beheﬁiors could help define a
fccus'fcr community intervention. Women need to be apprised
of the importance of prenatal care and have doctors and
clinics available that are willing to provide care. Women

also need insurance plans that do not keep them from
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receiving timely and necessary medicél care. In addition,
meeting the medical, practical and psychosocial needs of all
pregnant women in'the‘community contributes tovthe héalth of
the entire community.

Research Paradigm

A ConstructiVist reséérch deéign waé used to
investigate the local barriers to prénatal care‘services.‘
The design provided for naturalistic'exploration, gathering
data from field excursions. The design was used to explore
~and identify the local barriers to cafe through community
members that had knoWledge of the problem.‘ There was no
presef hypothesis about the circumstances of the local
‘barriers to prenatal care. A theory about the proCessés
involved ih restricting access to prenatal care, was
expected to emerge from the ingquiry process.

The conétructivist paradigm fit this inquiry because
the researcher sought knowledge in the community from people
that héd experience interfacing with the local maternal
health care system. Kﬁowledge came‘fromvinteractiOHS with
community members Vestéd in maternal health care.

Each participant in the dialogue became a stakeholder
in the discovery process. Participaﬁts in the study included

service delivery providers, clients and community members

16



that‘COQId idehtifvbthe predomihantdbarriers-to prehatal
oare ln;this oOmmﬁhitv f o | |
N The research llterature, as a stakeholder, provided
;1hformatlon on whlch to ground 1hqu1ry ‘The literature_wasfhv
shared wlth‘other stakeholders and the relevahceiof“its
themes-to»this'commuhityfwaS'determlned ih thevinqhiry
prooessrok | |

' Thefgleaned khowledge was'a resdlt of the ihterviews'
and the results of any 1nterv1ew “are shaped by the
1nteractlon” (Erlandson, 1996) | Thls 1nqu1ry was the
pursuit]of,subjeotive“knowledge-rather'thah objective
knoWledge. The 1nqu1ry results depended upon theb
_1nformatlon subjects choose to share and the 1ssues they
preferred to hlghllght j The researcher pos1tlon was
subject1v1st.

The constructlvrst paradlgﬁ provlded a fraﬁework for
the 1dent1flcatlon of problems and solutlons w1th1n the
.ontext of the eX1st1ng care network’ P051t1v1st researoh

.'would have developed a theory about barriers to maternal
health care based on available research and thenedeveloped.
an instrumentdto test:the theory. The goalhln this study
‘was to'depict‘shared'constructed realities;about the dileﬁma'

‘of access to prenatal’care inotheFCOmmunity, not. to
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‘finvestigate‘a'epecifie duestiOn about access te prenatal
'care," |

_The'poSt—positivist peiadigm-would have begun with
-».observations in the research setting and then explored a

particular qUestion abontnwhat'was occurring in that |
eetting; Tnere,nas ne'presuﬁption ef reality in this study,
'reelity became_apparent'as the “multiple mental
cenStructions” of‘the reSandents (Guba, 1989). The shared
construetederealities that emerged Wete relevant te-the
eontext of the inquiry. ‘The study created a social
~._environment where tne barriers to maternal health were
explored. | |
The}etitieal‘theety paradigm would have framed a
research queétion within the context of a politicel system,
the differential treatment of a certain group. Differential
treatment may be identified by the respondents as a.barrier
to local prenatel'cere_serviCes but it is not an assumption
~of this study;'”‘ |
The constructivist paradigm provided a framework to

gain a better understanding of the issues that pertain to
- women in need df maternal health care in tnis California

community.
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METHoDé

Strﬁcture ahd Fidelity

The”methodsfcr collecting data,lncluded interviews;and
'observetions of respondentsli The inquir? addressed the leck
of access.to’medical servicee for pregnant womenL
~Consent1ng part1c1pants were 1nterv1ewed u31ng an 1nterv1ew
Vgulde w1th nine (9) questloﬁe pertlnent to the 1nqu1ry
 ~Data collected from earlier part1c1pants was Shared w1th
later participants to determlne areas of agreement and |
‘disagreement. Research questlons‘were de31gned to elicit
“multiple mehtal'constructioﬁs” (Guba,‘l989) frcm community
members that interface with the maternal_health_service
fdelivery‘system ln a California community with a‘populaticn
leSs than 200,000. The_Same,reSearch'questicns were used as
~an iﬁter&iew guiae fcr‘dataVCOllection (Appendix C). |

Information,related to the reeearch dilemmavlncluded
technical.and nontechnical research. The reseerchv
literature protides knoWledgevon’the problem of accese to 
cere that ie integréted with tﬁe knoWledgelof respoﬁdents
‘during'interviews and membertchecks. Nontechnical‘
’linfermation included local maps, bus routes, cllhic.sites,

‘hospitals and regional statistics on maternal health and
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infant mortality‘that provided knowledge on thé social
céhtext. o | |

A tape recorderrwas‘used to record interview daté»when
participéﬁts assentedbté ééﬁe;' Four individual inter&iewé
were taped énd thréekwere'hotw_ The one group interview was
taped.‘ Notes wéré*taken‘during each:intérview._ Taped
inteﬁviews,aﬁd nbtés were transcribed ihtO”fypéd:documenté
“for analysis'and member check purposes.
Sampiingbk |

- The method of snowball sampling was chosen by the

researéher and uéed in this study, Snowball sampling
determined which participants wefe.included in the study.
Snowbail sampling 1s a type of purposive sampiing consistent
with naturalistic inquiry. |

Since the site Was not one institution there was no
formai}gatekeepér,or one individual to allow access to key
respondents or pérticipants. Community members were
targeted, not one institution.f Respondents represented
hospitals,.local_departménfs of public health and social
‘services aﬁd consumers Qf the maternal‘héalth Caré delivery_
.system;' |

‘Sﬁowball sampiing‘wésbused to select participanﬁs after

the initial'interview.' The first voluntary respondent was a
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public.heélth nurse. - There‘ﬁere sevén indiViduél‘iﬁtérViews‘g
;and one}group.interviéw conducted. The individual
interviewees included-threé pubiic heélth nurseé; one
:medicaljdoctor; two éocial wgrkéfs ahd oﬁe’public social
"Seryiéé program speciéliét,t Thevpartiéiﬁants were
'  repfesentative of different iocal aééﬁcies. The group
inﬁer&iew included 14 consumérsvof the maternal health care
delivery system. There were a,tétal df 21 participants. 
Hermeneutic Dialecticlcirclé. |

" Each respondent wbuld assiét in identifying a person as
the néxt respohdeﬁt. A goal was to include diverse
perspectives aﬁd to get data from a variéty of sources. The
participantsvrépresented a variety'of pérspeCtives and
contributed unique information tb the‘presehting dilemma;
Participants agreéd that the information theyvgave Qould be
shared With other respondents. Infdfmation received in the
begiﬁning interViéws was shared in later interviews,vand all .
pafticipants were invited to'a group discussion on the
cénstruétions and themes that emerged from the data. In‘the
hermenéutic dialectic citCle each respondent coﬁftonted the
»constrﬁctions of the others. The hermeneutic aspect
bconsiSts‘oﬁ depictingvor.interpietingkconstructions as

accurately as possible. The dialectic aspect'consists of
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_Comparing and contrasting indiﬁidualiponstructions
(Erlandson? ot al. 1993). The hope was that a new awareness
of'thevloCal barriers'to prepafal care Would emerge from the
data.

Each‘respondeht was asked po’recommend a person or
group. of personé that could»address‘én aspect of bérriers‘to
~ prenatal care. The circle ihcluded seven individuals and
one subgroup. The'constructed realities of the subgroup
became part of fhevdéta'in thebstudy. One person
‘représeﬁted.thé Subgroup in the roundtable'discussion;

' Ope participant recommendéd thé researcher speak to
someone “ianedifCal” énd two other respondents named
‘particularpindividuals to participate. The group of
consumers Wasvchosen so the pérspective.of clients as well
.aéfproviders cOuld be represented. Potential new
stakeholders were contacted and asked about their
.Wiliingnesé’to pa?ticipape. Np new sfakeholderSjwere sought
Whén se&eral pefspectijes'had'been»inciuded in the circle
p’andgipformatiOH became redupdapt.~.The'reseércher‘attempted'
tdfpé awétevéffthe posSible mOtiVationé fpr.tﬁe stakeholderé
participatioﬁ‘inpthé’study.

>‘ Participahtsvwerépsélected to participate in . the

1hermeneutic dialect”circlé;to create dialpgue regarding
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women’ s access to care. 'Réspohdents weré presumed to be
able to‘gi&e information relevént-to this social context.
All interviews-wére’done”face to face except one. The
médical_docﬁor Wés interviewed over the telephone.

‘Each participant signed an informed consent and was
> giVen a’Copy of the same sample queétions. Sample questions

were~opén ended'and focused on issues that would illicit

information’on the perceived barriers or limits to‘prenatal,
care in the community (Appendix D).
Data Colleqtidn |
| ~Data wés gathered frdﬁ technical and nontechnical
sources: iﬁterviews, publicétions, research literature,
brochures and artifacts‘(Strauss & Corbin, p. 48).
Artifacts ‘included inférmation on local busvschedUles,
maternal health clinicsvand insufanée programs. Cohflicting
information was clarified and dissonant opinions were
included in the‘data. Responaents were given an opportunity
tovcémpare and contrast their cénstructs with those of
previous respondents.

The study usedibetween méthod triangulation using
information fromvinferviews, observations and literature for
data chlection._ The degree of convergence from multiple

sources of data is important for the evaluation of the study
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(Erlandson, 1993).' The reseércher also used reference
materials that helped to understand the context under study.
Tne data collectionjwas qdélitati#e, colleeting words
frOm inrerviews and observatiens regarding a specific topic.
Gathering detalfrom multiple.sources provided a check
‘against inadequate information. Often agency
 representatives will give an ideal‘representation of wnat
occurs rather than actual problems agencies or clients face
~in accessing services. Talking with other representatives
from the agency or clients would give another perspective on
~ the effectiveness of_the delivery of maternalbhealth
services.
Phases of inquiry
The overview‘and orienration‘phase of the project
.involved initial'Contact and interviews with reepondents.
Respondents were apprised of‘the researeh'problem and the
" purpose of the interview;‘ Every interview was conducted
with the samplevduestions as'an interview duide.
'Information.from beginning respondents was shared with later
respondents to refine areas of‘agreemenr,'disagreement and
divergent perspeCtives. " Interview skills were used‘to
- elicit, further and,clarify responses.from participants.

The researcher learned about the problem from respondents
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and élarified inférmétion'giﬁen by each reépondeht'to make‘
sure fhé informafionbthey"gave Was undérétood_and accUrately
vinterpréted;,' | |

 Quality cbntrol Was_met th;ough two criteﬁia of
prqldﬁgéd engageﬁent- RéSearéher presence in the community
was nét a novelty and the researéher had ésﬁablished rappért
with‘membérs df the mateﬁﬁal héalthfaﬁd'publi¢ stiélv
'1servicés'delivery~3ystéms; | I

- In;phése two; focusedvexploration; the knowledge
,acquireqﬁfrom.oriéntation and overyieszas taken and used‘in
a secénd intervieQ with\reépéndenﬁs and subgféués. ‘Focused |
eﬁplorétion waé executed in a roundtable‘discussion to which
allmparticipanté were in?ited. ‘Contegﬁuéi data,bresearch
énd verbal'dataffbmvinterviews-wéiebinterpreted and
synthesizéd tQ*shared’Cbnstructions of reality, thesé
findiﬁgs were‘reported at.thevroundtable:discuSSioh. Four .
partiCipantS'attendedvthe meeting; the rémaining‘four-iet‘_
the reseéichervkhow they could,hbf attend.  Ali partidipanﬁs,v
feceived results of the data findihgs>and,wefe invited to .
réspénd“to their Cbﬁténté,‘éiﬁhér‘é£ the roundtable
 discﬁséion or by phone or méil;-
vA.iepresehtétive of the consumer subgroup,va substance -

abuse counselor, attehded; two public health nurses, one
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ifrom‘the adoleéCent‘parenting‘program and one from infant
‘ mortality'rewiew:rand a'Medi—Cal program specialist:
_attended, Thebresearcher fa0111tated the meetlng and made
‘contributlons to-lts content. The meetlng, or roundtable
vdlscus31on,'was held to review and valldate the flndlngs
from the data tPartic1pants dlscussed areas of agreement[
| dlsagreement and areas where reﬁedles mlght be 1mplemented.
All elght part1c1pants responded to the 1nv1tatlon to
’the meeting. on whether or not: they could attend “ four
v’_attended and four dld not All respondents rece;ved.a copy
of the flnal flndlngs and a blbllography Notes and
”recordlngs from: the round table discussion were transcrlbed
>;Remed1es, recommendatlonsfandper81stent_barr1ers to
prenatal'care were identffied;
The focused exploratlon pursued shared constructlons

‘and the dlSCUSSlOH was more narrowly focused on the.research
dllemma than 1n‘or1entatlon and'overv;ew. There was a
.“COntinuing interactive.process”fthat'continued to the
’“point‘of'redundancy” in focused exploration (Erlandson,
1993)H: The second phase was more focused as respondents
‘spoke to establlshed data and 1nformatlon‘rather than to-
open- ended questlons Flnal coples of the findings were

_rev1ewed by “a panel of respondents” to check the final
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constructionsvagainst the information‘given to the
researcher (Erlandson, 1993).

In phase.B, the member check,bdata and interpretations
obtained were verified by reapondents. Respondents weret
~solicited for their reactions to the analyses of
reeonstructions’formed‘from the information they had given.
'aThat“is, did the;respondents belieVe the constructions were
plausible and couldvthey accept the new cognitive strnctures
vattributed to the given problem (Kincheloe & MnLaren, 1994) .
Data not verified»through mermbe r checks were not inciuded in
the study. |

Member.cheeks were‘done in two ways. Member checks
‘were done during interviews to clarify and verify the
‘acCuracy of the researcher’s interpretations of the
,informatien. tAfter‘the interviews, all participants were
given copies.ef the findings and asked to inform the
'researcher-ofimisrepresentations or inaccuracies in the
internretationsf .Member checks Were.also done by‘sending an
interview transcript:back to respondents with a thank you
letter for their participation and a request‘fOr feedback on
theiaccuracy’of theftranécript. The member checkb
establisned credibiiity becauae:respondents validated the

authenticity'and‘accnracy,of the data. Member checks were
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‘ dcne orally with respondents and‘in written form by having
partsfof the Written report checked by the study»
'participants (Erlandson, 1993).

The'purpcsevof member checks is to.verify the accuracy
of the'data.cOliected and to clarify information given. The
member’checksﬁdetermined.whether the respondents agreed. to
the interpretations of the data. The member check allows
the researcher to assess which data have reievance or |
concurrencevin the group, to assess disagreement aboﬁt data
and to,determine which reccnstruCted realities have no
resonance with stakeholdersr
,Instrumentation

The interview process was thoroagh and comprehensive.
Respondents participated in-an interactive process with the
iresearcher. There was equal participation of respondents
, and_thetresearcher learned from the ‘information they shared.
The researcher prepared forvthe interview by appreciating
the perspective andlmotivations of the reepohdent, by
understanding'interview questiOns and practicing
interviewiﬁg”ékills. Interview skills utilized included
iactive_iistening,'empathizihg,,ciarifying and a
IHOnjudgﬁentaitattitude toward informaticn given by

respondents. The researcher was clear about the purpose of
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the interview. The time;1date and lééatiqnfof ea¢h"'
‘intérQiew Were:arranged with each ﬁarticipant and the
'feséarcher was prombt and prepared fof'the interview.v fhe
'researcher-underSthd thévcéhtextvof the,interView by
'aﬁtemptipg"to’understénd the partiéipants and their ability
vto speak to the pfobleﬁ;: Researcthuestions bégan with |
generélities and moved to specific, focﬁsed quéstioﬁs. The
feature of flexibility was a‘faétor in the study.‘_

| Thdrough preparation for the intetview proéess incldded
framing‘questions.fhat pro?ided a guide for the interviews.
jQueétions.were baSéd on%inférﬁatidn from the liferature
review;»bbservationS’from the field and information from the
respondénts during the study. The interviéw waé a dialogue
with a puprSe}}’The‘reéearéﬁervplanned to learn from the
‘participant respoﬁdents and“incorpOrate'their khowledge into

a more‘focused and grounded inquiry.
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| --SUBSTANTIVE CONSTDERATIONS
Audit Trail | | .

Notes and.taoe iecordingeeof each'interviewvwere‘
'traneoribed intooa'word:prooeeSQr dooument.'oanﬁfpreﬁscfipt
was assignedoa;Roﬁaﬂ‘humerél’Value, I—VIII,-béseofonvwhenmit‘
occurred iﬁ the seqﬁehoe of’ihterviews;:tﬁe value"“ib'was
giveh to the first intefﬁiew,ahd So on. Thevpages of-each
transcript were numberedfseqoentially,‘as were each .
individual line of fhe documents. Data retrieved from
‘transcripts were identified by the tfaﬁscript,vthe page
number then the line number; Fof exemple, datum from the
sixth page of the third interview, line eight would be
labeled as III.6.8. This numerical-identification'provided
an eudit trail so themes and constructions could be traced
to the raw data.

Content Analysis

Data was anelyzed systemetically throughout‘the
processes of data collection. The “constant‘comparative
method” was followed and provided a vehicle for ongoing
analysis, comparing units of data, the categories‘and?
properties around which they were.organized‘(StrauSs &
Corbin, p. 63). Each transcript»was analyzed liﬁe byvline,'

as soon as it was transcribed. Analysis consisted of
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compariﬁg iﬂcidenté and asking queétions about the'méaniﬁgs'
of thé déta,(Strauss‘& Corbin, p. 62). Words, phrases:and
pieces.of'infOrmatioﬁ»were looked-at.fOr their_similafifie3>-
anddifferencés. fheiinformétion'ﬁrom each tranéé?ipt w§S f
organized into'themes énd catego:ies.i Each categofy' |
encompassea a:groupbofnpropefties thét helped.défine thev
:category. ‘Properties were further‘explained by their
'dimensions. 'SubsequentJinterview transcripts were analyzed
ahd categorized, fhose categOries were then compared to‘the
categoriés of earlier;;nterviews.“ Incidéntsband
interpretationé WGre:éompared¢with Other propérties and"
dimensions fd'detefmine whére:théyvmost aptly‘fit among the
existing cateéories.: The procesé Qf»comparing categoriéé,
propérties and their diménéidné helped refine the inquiry by"
révealing~where redundancy_was occurrihg and where there
weﬁe gaps in information, leading to more focﬁséd guestions..
Axial deing |

Axial coding‘was used to further develop the éalient
phenomenon of caré éeéking«behéviér. Axiai codingvfﬁnCtibns 3
to make “connectiohs between dategories” (Straués & Corbin,
p. 96). The care seeking phénOmenOﬂ was compared in a
matrix. The relationships betweeh care seeking~béha§ior and

the‘conditionskthat arise under different contexts were
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explored. Axiel coding helped refine the,understanding of
the conditions undef which a woman may be more likely to
seek or avoid care. The conditions that‘influence a woman
either to'pursue care or avoid‘care were derived from the
matrix. | |
-Peef Debriefingb

'Peer debriefing was a component ef the study Whereby
the researcher solicited feedback from peers and research
‘advisors following field.excursions._ Peer debriefihg
reduced the reeearcher's iselatioﬁ and provided an objective
perspective on the fesearcher's ideas.and data analysis.
The researcher consulted with other researcheré using the
Constructivist paradigm and a research advisor for feedback

on content, process and adherence to paradigm structure.
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SALIENT PHENOMENA‘

Salient phenomenon emerged’from‘thebdata were the 
identification of the,variableS’that influenced e womeﬁ’s
decision to seek prenate;kcare. The strategies a womanvuees,
to deal with prenatal care either moves her in a direction
toWards care or in a direction to aWay from care. The
'conditions that influence the_direction a woman’takes
towardsvca;e are described for each category; Each:cafegcfy
proﬁides.a context for the conditions that influence care |
seeking behevior and are,derived direCtly'from the’date. |

There was consensus inﬂthe data that there are
consequences for the entire community When women do not seek
care. Microlevel consequences iﬁclude a fetai death cr”pcor
birth outcome. The loss of a chiid has a grievous impactfcn
the immediete‘aﬁd eXtended fémily. Theffiﬁanciai and’
emotional coste to‘a family Wiﬁh é.high fisk‘infant’cah ben
~ extreme. MacrcleVel_consequenceseincolye ehcrt’andvlong_
term costs to the ccmmunity; andvsociety at large, ih caring -
for sick children. Those costs”ere'intercretedvas_the loss
of healthy childreneas potehtial resoufces_to fhe community, ~
and the loss tﬁe children experience‘if they have 10hg term‘
deficitsvih physical, emotional ‘or inteliecfuel functioning('

The financial costs include the use of hospital intensive -
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care units, special educétion;éérvices aﬁd specializédv”‘
medical éare that become necéésarvahén chiidren have poér
birth oufcomes. | | | | k
Interestingiy[3a varian¢é thét;bé¢amé.appéfen£ W§$ the

coﬁcept of prenatal éare; how if has éxiSted'iﬁﬁthelﬁast;
‘what it is now:ahdfwhét fdrm‘it should téké'inwthé fﬁtﬁre.
Consumers and service pro&iders'aréfconcérned éb@ﬁt'the
quality of care, what needs to-occurbfor ingreaéed. |
participation in care, as Wéll as to.addfesszthe *u
comprehénsive and compiex needs of eéch‘woman whén she
arrives for care. Participants in the méternal‘health,care :
delivery system appear willing to consider the‘
appropriateness of different‘prenatal care tréatment.regimes‘
to enhance participation énd‘Compliance with Qare. ‘it*
questions the form that prenatal garé'takes, When_visits
should be scheduled, and what services should be ‘ra’vraiiéb‘le
to women that seek care. | |
Issues that Influence Care,Seéking Behavior.in_wémen

':A cbndition-that influenced‘a Woman to puréue prenatéi
care services was the'strength_and quality of hér support
system. Teens that had the support of the féthér of their3_
baby were more likely to seek!earlyvcéré‘than the teéﬁs that

lived with their mothers (Wiemann, Berensbn,‘Garciaédel'Pina.
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& McCombs, 1997). ”Teenstsvoid‘care if'they doﬁ’t ﬁantftheir}
parents to‘find‘out‘theyﬁare pregnant.* The partioipantst
‘suggested that teens need e group.and'a role model to
demonstratesthe impottence'of prenatal'care and to pursue 
‘prenatal oare‘services._.The'quality of the:support‘system
influences whether a woman will pursue4oare;‘ Fofséiémpie,’
does a woman with other childreh haﬁeka famiiy member or |
nelghbor that will sit w1th her chlldren while she seeks
 care? Another 1mportant factor is the avallablllty of
transportatlon, a way to get to the app01ntment "Women
“1nvolved in supportlve relatlonshlps would be more llkely to’5
~ have transportat;on avallablevto them,‘ ‘ |
Underétaﬁding‘the-importanCe of'este_and,beiog.sble;to
get to appointments are'issUes for'Woﬁen in neeo of pteﬁatal
care. Case:mansgemeot'services attempt_look at‘ways to,f
essist Qomen‘with child'oare and:transportationbthet need
‘prenatal care{ Deteloping supportvsetvioes in theecare’
.vnetwork}could ?rovide necessarybsopoort'to women when,their.;
naturalfsuppott systems do~not. | | |
Care is avoidedwhen_women.have'inadeQuate support::Al
structure and When women fear exposure or are mistiustful'ofv
the SyStem. Women us1ng drugs or alcohol durlng pregnancy

avoid care because they fear thelr use w1ll be exposed or
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because they are perceivedbﬁas scum”.i Women that use drugs
fear expoéure or they'may deny that they are pregnant. It~
was also discovered that a woﬁeh With a subsﬁance dependence
condition méy be Vtéo out of it” to pursue care. Women
living in this community without legal‘immigration'status‘
avoid care because theyffear exposure to the authorities of
their undocuménted_status. |

Women also avoid care bécéuse_of'negative feelings .
associated with the clinic environmént. Women that are not
comfortable with the English language‘may avoid care because
‘they do not understahd the medical staff. Efforts are made -
to employ bilinguél staff loCaily; Women said they did not
want to return for appointments when they did,not feel
respected or felt they were treated “too rough? by the
examiner. Women also spokefof'feeling intimidated by the
clinic enﬁirohmeﬁt and the'treatmént they'feceivéd there.
Some women spoke of the_discdmert of'being'seen by male
examiners. |

Other issues that drive WOmeh’s cére seéking behavior
‘include personal problems and fheir-perception of the wvalue
of care. Women may ﬁot seek care because their lives
contain multiple stresses, because of the ways they pefﬁeiﬁe

themselves, the experiences and level.ofvstigma they have
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internalized may influence’tneir”care.seekino behavior.

| What_alsovemerged‘from thetdata was thatnprenatal“cared
is a low priority, perhabs tnewneed for-prenatal care7is*not,
clearly understood Our medlcal system 1s bullt on a
disease or 1llness model why go to the doctor 1f you don’t
feel bad? Women don Tt understand the need for prenatal carew
if they feel flne 1nd1cat1ng a lack of knowledge about the
intent and purpose of prenatal care Women may_av01d care .
if they have had no problems.1n‘other‘pregnancies and*they’:
don’ understand‘the value of prenatalbcare.‘: | B
Issues in the PrQVider that“InfluenceaCare‘SeekingiBehavior.l

The iSsues in the prowiderithat,direct women towards

care seeklng behavior include contlnulty of care, | |
avallablllty of evenlng and weekend hours and.- prov1ders that”
take the tlme to answer questlons and»explaln th;ngs to
their clients. Continuity,ofvcareiinvolwes‘seeing the‘Same'i
practitioner at each visit.d Consumersvcomplained‘that in
some CllnlCS a dlfferent doctor prov1des care at each VlSlt
and subsequent doctors don'’t always take the time to read
what prev1ous doctors»have done 1n the way of patlent care.
‘Consumers said they were aiso put offfby providers’that gave
vthem.recommendations or referrals for tests but didn’t |

explain the'rationale for the tests or recommendations.
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Consumers.werevhappierruith~dOCtors'thatétooklthe tlﬁe7to
explain procedures and medlcal progress with them and that
'took the tlme to answer‘thelr questlons Thls p01nt of v1ew:
was countered w1th the perceptlon that dootors are'“busy”'*’
»leen both p01nts of v1ew, the 1dea of a nurse or soc1al‘
worker in the- prov1der 3 offlce to aSSlSt with explanatlons,f
referrals and otherzdetalls_wasisuggested. ‘Thevutlllzatlon
of psyohosooial'support'servioes for women seekineheare uastVv'
associated with poSitiVedoutComéS ln ﬁhe’reSearohﬂtf
literature. |

Other lssues that lie. 1n ‘the prov1der 1nclude thelr
ablllty to communlcate in Engllsh Some doctorseare‘
“forelgn born” and are dlfflcult to understand ‘Anothered
1ssue is gender, a woman s~comfort level can‘be effeoted7byv
whether the doctor is male or female ‘

Gettlng paid is an 1ssue for provrders“and there 1s
oompetltlon for dollars; Tralnlng 1s avallable‘tovdoctors-
on how" to blll Medi- Cal and there are.phone numbers for them'
to call if they have bllllng problems Presumptrve.k*
ellglblllty allows a doctor'to treat a'pregnant WOman'for»
btwo months whlle she pursues her Medl cal ellglblllty and ﬁ.
the prov1der is pald retroactlvely for serv1ce prov1ded

before thevwomen had her Medl—oal;ln:plaoe; -
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'Insurancé’Benefits”

Proéeésés thatfacilitate_aqcessto;insurance”and‘
prenatal care indluded‘lihkage;with competent eligibility‘
kworkersfthat were helpful with the Medi—cal:applicatioﬁ"
.process, Expanded insurance prbgramS‘areiiﬁclﬁsivéfaﬁd
'appeér’to provide uni&ersal care to pregnaht womenfin
vCalifornia,' Currently there aré‘various low‘dost;health
insuraﬁce programs in California for_pregnaﬁtvwomen,.so_if’a
.WOman“ié“nbt eligible for Medi-cal shé'may”beleligible for |
one of théiother insuréhcé\pt@grams.'ilnsurénqébéﬁrollmeht:ﬁ 
‘pfocessés’ﬁaVe beéh éfréémlinedvby éliﬁinatihg‘fﬁe'néedito
go to a welfare dffiée-to-apply and'giving proVidersf
financial incentivés.for helping~applicagts1fillyout the
papér work. If WOmen éfén'tleligible for,full_Médi?cél
vbenefité they may be‘eligiblé withbaFShéfe of cost, for
example 1f they are Working or have ailimitéd iﬁcome. Teeh
vpgrents aretypicéll?lcb?éred'undéf:their'pafent’s plan..

PresumptiVe,eligibilityvis.aimediatvgetting caie as
‘early as péssible.v All coﬁnty providers”and«some pfiVate
‘bprOViders caﬁ treét patientsbunderlfhe:presumptivé
eligibility ériteriaf” Immediatévneed,gﬁi&elihes"for Medif
cal can avoid delayS‘ih ehrollmenﬁ ahd theréfofefdeléyswin

recelving caré. ‘Outstation workers hired by the county or
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the hospital can take.Medi—oal'applicatiOns from women
avoiding the need to make a trip to the Welfere‘office.

There are restrictions‘on sanotioning e woman'’ s Medi;
cal»benefits while she ie pregnent_for a lack of»cooperation
with the district attorney_or pubiio social services
offices. | |

Processes that impede aocess_to insnrance andrprenatal
care include problems'gettino to the Medi—oal offioe. A
woman thatbworks may not be able toikeep an appointment
during work hours. Women meyvnot‘follow—throughvwith the
application process; Woﬁen with undocumented legal status
are not be eligible for Medi-cal payments because ofbtheir
immigration status. However, onoe.the baby is born, the
baby becomes eligible for»Medi¥cal and,the woﬁen‘becomes
eligible for post—partnmjcare;b An_immigrant women may avoid
prenatalrcare because of a iaokﬂof‘inSuranoe; but once she
begins the deliveryuproceSS,1shevcan presentvto'the hospital
emergency roomandvbecoﬁe elioibie f"o_r}vb’e_enefits.f
" Maternal Health CarevModalities |

Comprehensive prenaﬁal care eervices.include enhanced,
ancillary sefvices. ‘Thoee services are nutrition education,
health education, car seat classes. ‘Comprehensive'prenatal

care services require face-to-face interactions and
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physicians do the asseésments, those servicés are available
locaily throughvspecific providers. Providers ieceive
augmented funding,foivproviding’enhanced prehatal care
services. Comprehensive prenatél care services involves
different professional_diséipiines, doctors, nurses, sociai
workers, health educators and dietitians. The incideﬁce 6f.
low birth wéight wés reduced whén women received
.compréheﬁsiVe prenatal care services.

Case management allows for services tb»help women
problem solve; outreach serviceé ahd linkage with necessary
and relevant resources. Wémen'could ;eceiveFServiées from a
céseﬁmanagér while ﬁhey are Waiting tb see the doCtor,'waits
that‘sdmetimes laét up to two hOuis.b

Case management'and»comprehensivé prenatal caie_éte 3
provided in addition to the scheduled~mégiéal examinations
that monitor the health of thé:méthér ahd the heélth df‘the

fétus.
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DISCUSSioﬁ7 ;”

Universal healthbcare’for'pre@nant'Womén»invCaiiernia
appears:tb be_on the horizéh with various new_prégramsvéét
to go inﬁo éffect_én July 1;1i998,‘ Withihealth benefi#s 
cOVerage in’place‘ifxwill be important that‘ébnSﬁﬁé?sahd_
pro&iders are faﬁiliar’with‘thé prégfaﬁs}"Consumérs'will‘ _
also need to know héw to‘suécessfully négotiate‘the.
enrollment process so a:laékvof benefitS»does not bécqme én

unnecessary barrier to prenatal‘care'sérvicés. FH§pefﬁlly
| these programs wiil lead to increased’usé of prenétalvcaref
and eliminate the Medi—cél application process as a'barrieﬁ
tokcare. Donovaﬁ (1995) found that preﬁaﬁal'care
utilization increased after the policyvéndvpractice of
preSumptiVe eligibility was introdpced.’

Education abéut the impéftanbevof‘prenatal'care was
récommended at different levels.b The purpose:of educati§n
wQuld be to increase individual énd coﬁmunity knowledge
iabout pfenatal care and-the value in;it. It‘was‘recgmménded
that adult women be educated’oﬁ how to get the‘most’froml
~ their care: _what‘questions to ask, how to choose a chtor'
and the puprSes of the'teéts that éié performed. ih 6ther

words, 1t was considered important to educate consumers
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about.prenatal care'servioestSO they‘canvmakevinformedr.
deoisions about’their care.. | |

informing'the generalwpublic about the importance'of
prenatal care was also recommended by-the partioipantswofs
thiSvstudy Education for the support networks of the
‘ woman,.spouse, parents; partners, may 1mpress them with the
value of prenatal‘care.. Educatlon was also a recommendatlonv
retrieyed-by Guendeiman and Witt (1992) their.participants
B reoommendedbeducationbthat “stressed the importance of
prenatalnoare"hand.for improving'participationﬂin’prenatal

care 98).u | - P o |

Education-for chiidren‘Was‘alsovreoommended. .Children
could be educated about prenatal care durlng the latency
stage, before they are blologlcally ready to have chlldren
Chlldren should have an awareness of the consequences and
role of sexuality, pregnancy andvparenting in their lives.
EdUCating‘sixth'grade children’about'prenatal;care‘WOuld be
a component of this awareness. » |

For teens; peeraadvocates were recommended for
accesSing prenatal care since teens imitate;their peers and
1dent1fy w1th groups It was suggested that teens would be
more llkely to seek prenatal care if they could go with a

team of support people, go to the doctor’s office With a
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,gronp of female relativeé or‘friends.' Teens thatvmaintain
their relationship‘with the father of the baby were more
likely to enter prenatal care early, Suggesting the |
importance of emotional support and resources, such as
transportation (Wiemann, etal. 1997).

Changes 1n the clinic environment were also recommended
for improving the likelihood that a woman will seek care. |
Those changes inoluded having female doctors and creating.
obstetric clinics exclusively for teens.

Time was a recurring incident, giving the woman the
time she needs, answering questions; writing things*out,
explaining things,vThe time spent with thevclient WOuldn't
neceSserily have to be time with the doctor, but time with
someone who couid respond to their questions and concerns( a
nurse or a soeiai‘worker.n’Someone"to}help tne:doctorphelp
the Women. »Waiting periods could be filled witn health |
education classes‘abont parentingiand cnild care'(Guendelman
and Witt, 1992). The participants in this.study suggested -
that’the,time waiting could be nsed'tovoffer case menagement
services, providing referrals»to otner agenoies, bus.passee,
counseiing or other supportive servicee‘needed byvthe .

client.
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Providing:case mansgement services would help women -
With the envirbnmental-andvsocial barriers that keep them
from seeking care; ~Providing co-ops and vouchers for’ |
transportation and child care were recommended for
‘incréasing women’ s participation in prenatal.care. Child
care and transportation were identified ss the “th biggest
barriers.” Case management alsQ includss outreach services,
hiring people from the neighborhoods to go out and find
pregnant women and encourage-them to seek care. Providing'
comprehensive care services to pregnant women was associated
with reductions in the‘ihcidénce of low birth-weight babiesv
(Strobino,.et al., 1995).

Providers shQuld‘soliciﬁ fsedbsgk'from their}patientsf
on the lévél of service, was the wait.tooblong} did cliﬁic
péfsonnel behave professionally, did the’woman,gefher
questions answered. 'Participanfs believed that‘improvements“
vin the clinic environment wouid incfease cbnsumers
compliance‘withvcare; .Those imperements included reducing
the amountvofvtime‘pstients have to walt tbvbé sesn and
improving the interpersonal skilis of .clinic staff.

Women also pressnt to Cafe with other problems and
those problems need to be assessed. ‘Issues that‘are:not

medically related Could be assessed by a professional
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assisting the dbctgrkinvéddfésSing’thé‘ofhér‘heéds_éf
‘pregnant womeﬁF_’W§m¢n‘iﬁteresfgdgin smokingfdéséatich
‘programs or,dfug treatment ¢ould.be:idgﬁtifiédlahd’reféfred
'to approbriate'prééfaﬁs;‘;The iaékéflésuffi@ienf numbéf.of
drug treatmentvserViceS‘for_prégnanfWOan in«tbié comﬁunity
waé another’dilemmé;>1Women‘also'pféSéﬂtIWith.éﬁotional or
psYchological problems, pfoblems,thaﬁ may influencévtheir_'
choice to pursue‘o£vavoid'care. Other interentions_may bé”
required to help get pas£ those 'barriers, such aé OHe.tQ ohe‘
coﬁnseliﬁg. A mix’of»sefvices,'including socialvahd
educatidﬁél componenté, has'pro§en efféctive'fof‘impréving
birth oﬁtéomes for teen mothers (Brooks—Gunﬁ‘& McCormick, ’
1988). Brooks¥Gunn and‘McCormick (p. 98) indicate that a
“cdmprehensive mix.bf serviées’seems.tb be generally

desirable.”
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IMPLICATIONS
‘Social workers have a role t@ play in providing thé‘
intervenihé and supportive servicés necessary tb féstér’
prenatalicare utilization;' Social wdrk\practibe,is
consistént‘with the'need férvbase»ﬁanagement sef#icés to
overcomé prenatal care bafriers; Social workers aisQ ha&e ai
role in’assessing'the efficééy'the services_providedbtél
. women for‘improving péftigipainﬁ'in prenatal care and
‘_réduCianthe incidenceof‘poorvbirthvouﬁcomes. Sdcial>:f_v
‘workeréjhéve a"placé»ihlthe1ﬁealm of prlic healﬁh t§  
.eXplicate and}advoééte‘for the élient’éfperspéctivejéndi
vﬁeedé; Sociai~wbikersppla§’a rbié inbﬁeipinglclienfs-
ﬁhderstand the healthvéare delivéfyvSystem by”éducatiﬁgt
' clients'énd “advocating for policies that will improve .
éccess té care forbthe‘poor"‘(Pérlef, 1996). Social
workers can identify instances of‘ﬁnderéerviée and méke
éfforts to assure that Vulnerabie pqpﬁlatidns haVe relé?ant
bheélth-care;’ | R | |
¥ Thé implicatiqns er poliéyiare ?rogramsvto educatévthé

pﬁblic and-fo_provide cgmprehénéi§e $erviqéé for women
o seéking'prenatalcére..:Those serviées need td inélude~ 7“

"smoking’cessationpfograms"ahd“treatment}fbr‘subSténce

» dependénce. Labor policies should address giving women paid |

47



'timevoff“from'wcrkbﬁb seek‘prénatal care‘ahd the pfovision
of health care benefits that coVer‘comprehensive prénatalb
care. | |

Further résearéh is needed on the épecifibvfact¢rs of
the clinic én&ironment that alienate‘a woman»from-seeking
_care; Exit sétisfaction surveys were suggested tb idéhtify
the strengths and weakhésses of the clinic eﬁvirgnment baSed'
~on client pérceptions. Identificationvdf thé:factofs that
make Qomen comfbrtable in thé blinic:environment éoﬁld
influence the way care is prbvidéd.

The research liﬁeratﬁré suggests that there are multi-
level risk factors that influéhce birth outcome. The
investigation of those factors in this-communityrﬁould'
identifyvrelevant.areas for interVention'to mediate those
risk factors.l'Pubiic healtﬁ reééérche§3'should'be concerned
with sdciélrfisk factors.as‘Weli as iﬁdividuél risk factors
(0’ Campb, 1997). Selection bias attempts to identify which
 women will choose to seek Care“when they become pregnant,»
Selection bilas mayzinfluence:the relatibnship between
prenatal cafe and birthjoutcomé (Laﬁtz’&vPenr§d, 1996).

vResearch also needs to be done to'éssess thé most :
effectivé ways to éducate pebple,éboﬁf the importance of

" 'prenatal care and Whéther;the value 5f prenatal care be
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taught and conveyed into improved participation in prenatal

care services.
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SUMMARY -

This study'attemptedfto uncover the relevant factors
that keep women from . utilizing prenatal care serVices in a
spec1f1c soc1al context Diverse perspectives on thenr
research dilemma were solic1ted from nurses, social workers,
doctors, and consumers that 1nterface With the local
maternal health care delivery system ‘ The self- selected ‘
: partiCipants were able to describe the community specrfic_
problems women have in seeking or partic1pat1ng in care.
Rather‘than identifying specific barriers to care the study
revealed the conditions that influence whether a woman
chooses to seek care or avoid care;‘ The salient features
were issues in the clinic environment, lifestyle choices of
the woman and a.lack inpthe’community perception of the
value of prenatal care. The salient’features are relevant
- to the specific context under study at a specific‘point.in
time, perceptions may change as opportunities and values in
the»community change.

Target areas for change included education on the
importance of prenatal care and in negotiating'the health
: care‘system. Other identified target areas for change

included improving the clinic environment and increasing the
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avallablllty of. necessary and supportlve serv1ces to‘women,
'transportatlon, Chlld care and drug treatment

8001a1 workers play a role in CODtlDUng the assessment',
of the aptness ofvserv1ces forrpregnant women and evaluatlng,
the efficaey‘ofﬂintervening services"for_reducing_fi
deleterioﬁe birth”outeomesbin.this cemmunity.b $deialdj'
bworkers'havenavrole-to'play in tne'health of theirnelients
and‘public health‘services, determining whether the'servicesi
are relevant and enhance an 1nd1v1dual’s ablllty to thrlve

1n thelr envrronment

- 51



‘APPENDIX A
TNFORMED CONSENT

I am a gréduéteféﬁudeht in the Department of Soéial
Work at California-State Univérsity, San Bernardino
conducfing é»study to idéntiﬁy'the barriers'that interferé
with a woman’s ability to access prenatal caré services in’
the community. ‘It is also hoped that remediés to £he
identified bérriers to‘care.één be explored, identified ahd
thét participants will fiﬁd égreement on ways tovovéréome‘v
'the'barfiérs tobprenatal éare in the(cémmﬁnify. This study
will gather infotmation‘from selecﬁed;reépondents:in fhé
community‘about fhe probléms,women.fabe when they seek |
prenatal care services. The reéear¢h data consists of the
verbal information gathe:édvﬁrom’individuals‘thatinterfacé
with the‘prenatal:care aéiivery'sys£em.in thé commﬁhity.
The'reSearch‘design and»meﬁhods‘arébapproved by the |
‘Institutional Réview Board ét}CSﬁéB and supérQiSed by a
profeséoﬁ from the Departméntbdf'Social'Wofk;

Each participant will-bé askéd to make a commitmentgto‘
honest, forthfight'ahd'open Communication'and.to the_prodess
of idehtifyiﬁg‘the issues thatvaffect any woman?s‘prenatal
caré'services seeking behavior(s). Participants agree to

refrain from tactics or behaviors that may undermine the
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completion or integrity'OEIthétstudy Participants should
not prov1de deceptlve or mlsleadlng 1nformatlon and a
commitment should be made to share the most acoutate
1nformatlon p0381b1e and to share power w1th the other
, part1c1pants..Part1c1patlon requlres an 1nd1v1dual 1nterv1ew“
and 1nvolvement in an 1nteract1ve dlalogue w1th other
participants about the'limitS\to prenatal'care’services,and
how qtilization of»those;services might be imprOVedL
Partioipants’will be expected>to'share theit.perspective as
well as to llsten to the perspectlves of others and to agreea
that the perspeotlves of each are con81dered equally
1mportant. As.a part1c1pant, you should be‘w1lllng to',be'
contaotedtby.phone:toagerifypor’clarify statements:you ha?e'
made. | | o | |

Your identity aﬁd‘information.wiil-beAShared with other
partioipants,roonfidentiality-is'not possible’in_thisJ
research framework as a comﬁoh underetanding of a problem
and its_remedies.are sought from various members of the
community and the sharing of ideas'ie essential to that
process. | |

I understaﬁdimy‘partioipation is voluntary and that‘Iv
may chooseyto withdraw from the study without penalty. I

understand that sharing knowledge with other participants
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can improve communitybunderétaﬁding éf’thé loéal'ba:riérs tO:
prenatal‘céie and it can begin'a diélogué about wéys té v.
improve>é womeh’s abilityvto aécgss ﬁrenatal care. .I agree'
to respohd'fﬁoughtfully to questidns fegarding ﬁhe reséaréh::
question and to participafe in:the proéess of'uanvefing the
barﬁiers to prénatél care serVices-in thié'commﬁnity-.

Any further questions or c0nce:né cah~be"addressed to:

Professor Lucy Cardona, Ph.D.
909-880-5559

I agree to participate as a respondent in this research
project and I agree to conform to the stipulations of this
consent. I understand that I can contact Dr. Cardona at the

Department of Social Work with any concerns.

Signature i - Date
I understand that I am entitled to é'copy of this consent

form.

Initial
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APPENDIX B

DEBRIEFING STATEMENT

Thank you for your 1nvolvement and part1c1patlon in
this stndy. The intent was to treat all respondents w1th
oonsideration; respect and falrness so,aocurateiand releyant
information about the_barriers:to prenatal care oonld be
identified.-.If you'have any'queetione'or concerns as'ae:
“result of your partlclpatlon 1n thlS study you may contact
Dr. Luoy Cardona at Callfornla State Unlver31ty, San
Bernardlno, Department of Soc1al Work at 880 5501 or the
Counsellng Center at CSUSB at 880 5035 o

The results;of~the,study will'betmade'aVailableoto you

upon request.
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APPENDIX C

INTERVIEW GUIDE

From your point of view as a (SW, Phn, Consumer, MD,

Eligibility Worker), what "are‘thé réasons wémen avoid or
have limited access to prenatal care?

What specifically can be done to increase women’ s
participation in available prenatalbcare.services?

The researCh,states that prenatal care serVices are not
utilized because of problems of the individual and of the
system. What are the barriers in the system that keep
»Women from seeking prenatal‘caieé fWhat'issues do women
.héve that keep them from seekingbprénatal caré?

What issues do the.women_that do;not'seekvprenatal care
have‘in.common? (for exaﬁplé;‘mediéal insuraﬁcé,vfamily
issues, physicél Chéllenges, éﬁbstande use prbblems,
lénguagé bariiérs,'age,;qr pléce of residenCy.) What
thihgs'are beiﬁg done or éould be dohevto deal with thoée
issues Sobwomen,can‘accéss preﬁatal éare}services?

What Changés nééd.to be made in the health éare delivery

system so that all @regnaht women . are included? Where
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are the gapé‘in serviée and could}those gaps be closed or
.nairowed?

If prenatal carevcoﬁt:ibutes to the health of each
newborn, what can be dOné to increase the numbef of womén-’
seeking prenatai care_iﬁ the Community?

What do you think the COnsequehces aré fbr.the’community

“and its children when women cannot access prenatal care?
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APPENDIX D

HERMENEUTIC DIALECTIC CIRCLE GRAPHIC

R Search Literaturg

Public Health Nurse - . Program Manager

‘Fetal Infant Mortallty = - - Maternal Health
- Review = ' e | Services .
‘Medical Doctor - o Subgroup Representative
Maternal Health Services, ~ Perinatal Substance
Director ' Abure‘Counselrr

- Fourteen consumers
of local maternal health

care seryvices.

Hospital Social Worket N o Soc1al Worker :
County Medical Center . Perinatal Adolescent Llfe
- : L : Sectlon,,
Program Spe01allst ' — Publlc Health Nurse »
Medi-Cal : : o Perlnatal Adolescent Llfe

Sectlon
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