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Abstract
Objectives—To identify, synthesize and critically analyze published research on women's
experiences of prenatal care.

Methods—A search of online databases and relevant citations for research published from 1996
−2007 was conducted. Thirty-six articles were reviewed. Qualitative analysis methods were used,
assisted by research software.

Results—Some women were treated respectfully and reported comprehensive, individualized care.
However, some women experienced long waits and rushed visits, and perceived prenatal care as
mechanistic or harsh. Women's preferences included reasonable waits, unhurried visits, continuity,
flexibility, comprehensive care, meeting with other pregnant women in groups, developing
meaningful relationships with professionals, and becoming more active participants in care. Some
low income and minority women experienced discrimination or stereotyping as well as external
barriers to care.

Conclusions—Further research is recommended to understand women's experiences and to
develop and implement evidence-based, women-centered approaches. Clinicians should inquire
regarding women's needs and modify care accordingly and also advocate for institutional changes
that reduce barriers to care. Implementing comprehensive, redesigned models of care may be one
effective way to simultaneously address a variety of women's needs and preferences. If prenatal care
becomes more attractive as well as more accessible, women's experience and pregnancy outcomes
may both improve.

Prenatal care is one of the most common health interventions in the United States.1, 2 With
approximately 50 million prenatal visits annually,2 it is often viewed as indispensable for
assuring healthy pregnancy outcomes.3-5 Nonetheless, prenatal care (PNC) has produced
disappointing results for the U.S.,1, 6 including an international ranking of 29th among
industrialized nations in infant mortality,7 and rising rates of low birth weight and preterm
birth.8 These critical health indicators are especially poor among certain minority and low
income groups.8, 9

As researchers seek for etiologies and interventions to improve these distressing outcomes,
recognition is growing that they may result from a cluster of interwoven problems. These
include psychosocial and behavioral factors, environmental exposures, pre-pregnancy medical
conditions, stress, racism and poverty. This awareness has led to recommendations for
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developing women-centered approaches to PNC that address women's health more broadly,
provide individualized care, and promote women's active participation in care.6, 10-14

If PNC is redesigned to meet women's needs, then it is critical to develop a clear understanding
of women's PNC experiences, how women define their own needs, and which aspects of PNC
meet their needs. Given well-documented racial and ethnic disparities in outcomes and
utilization of PNC in the U.S.,9, 13, 15 this may be particularly beneficial for women from low
income and minority groups, who may encounter many social, economic and environmental
challenges. Yet, there has been little attention to acquiring this knowledge, particularly when
contrasted with efforts to discover medical etiologies of poor neonatal outcomes and to increase
PNC utilization.

The intent of this article is to provide a critical synthesis of research on women's PNC
experiences that will illuminate gaps in knowledge and provide direction for further research.
It may also inform maternal-child health policy development, assist in meeting objectives for
reducing health disparities, and enable clinicians to modify care to more adequately meet
women's needs.

BACKGROUND
Prenatal care in the U.S. typically consists of approximately 12 individual visits.2 After an in-
depth history and physical examination, return visits include measurement of blood pressure
and weight, abdominal examination to assess fetal growth and position and document the fetal
heart rate, and referrals for laboratory testing and ultrasounds.2 Objectives of PNC include risk
assessment and reduction, health education, and psychological support,2, 9 but since typical
return appointments last only 10−15 minutes,16 clinicians may need to focus primarily on bio-
medical issues. Consequently, women are often referred to childbirth classes17 or separate
social, psychological or nutritional services. These services may not be available on-site or
covered by insurance, and therefore, women with financial or transportation difficulties may
not receive them.

An alternative model of group PNC has been implemented in over 300 sites (Rising, SS, e-
mail communication, May 15, 2008). After the initial individual visit, women and their
significant others attend 8−10 sessions throughout pregnancy, lasting 90−120 minutes. Women
perform self-assessment of weight and blood pressure, and a clinician provides individual
physical examinations followed by facilitated group discussion on a variety of health topics.
14, 16

METHODS
This integrative review synthesized research published in English between 1997 and 2007 with
data collected after 1989 on the topic of women's experience of PNC. The term “experience”
denotes: 1) participation in or undergoing events or processes, and 2) the subjective perception
of these events.18

A search of Medline, CINAHL, PsychINFO, ISI Web of Knowledge, SCOPUS and Social
Science Full Text was conducted. Search terms were selected to generate an overview of
women's experience of PNC. The terms, used alone and in combination, were: prenatal care,
antenatal care, experience, perception, personal satisfaction, attitude to health, and patient
satisfaction.

After reviewing several hundred abstracts, inclusion/exclusion criteria were developed to
identify literature that: 1) was relevant to a significant proportion of the U.S. population, 2)
examined women's overall experience of PNC, and 3) was as diverse as possible while allowing
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sufficient comparability between articles to permit synthesis.19 The first criterion was
operationalized by including articles with samples from ethnic or racial minority groups that
represented over 10% of the U.S. population in 2008. Therefore, articles were included only
if data had been collected on Caucasian (66%), African-American (14%) or Hispanic (15%)
women or on racially and ethnically mixed samples.20 The second criterion was operationalized
by excluding articles that focused narrowly on specific aspects of care (e.g., women's
experience of receiving abnormal genetic test results). The third criterion was operationalized
by including studies only if they reported research that had been conducted research in the U.S
(N=22), England (N=7), Australia (N=3), Scotland (N=1), Canada (N=2), and New Zealand
(N=1). U.S. and foreign articles investigated similar topics, and findings did not differ radically.
Finally, methodologic quality, or rigor, was not an inclusion criterion. Rather, inclusion was
based on the relevance of questions asked and findings reported.19

Articles were organized chronologically by publication date, abstracted, indexed and displayed
in matrices.21 A descriptive qualitative analysis22 was conducted, assisted by ATLAS.ti
qualitative research software. The approach was developed to systematically and critically
analyze diverse sources while minimizing inaccuracy and bias.23

First, important quantitative results and/or qualitative findings of each article were summarized
in separate documents, including illustrative statistics or quotes. Summaries were re-read to
generate a provisional code list22 based on key findings of the studies as they related to women's
experience of care. Summaries then were entered into ATLAS.ti and coded as primary
documents, using both provisional and inductively-developed codes. Next, codes were
examined to develop groupings and uncover themes. Themes were developed from robust
findings on topics that illuminated women's experience of PNC. Identified themes had findings
reported in six or more articles.

FINDINGS
Six major themes, or Features of Care, emerged: 1) Incentives/Barriers, 2) PNC Setting, 3)
Time Spent, 4) Components of Care, 5) Relationships with Staff and Clinicians, and 6) Receipt
of Information (Table 1). These Features or themes will be discussed in terms of 1) what women
reported as being present and/or occurring during care, and 2) women's perceptions, reactions,
and preferences regarding these features.

Sixty-seven articles were retrieved. Thirty-six studies met the selection criteria specified above
and were reviewed (Table 2). Twenty-seven of the 36 studies used quantitative methods; 6 of
these were randomized controlled studies (RCTs). Nine studies employed exclusively
qualitative approaches and 8 studies used mixed methods. Twenty-three articles reported
samples consisting primarily of low income women. The majority of women in 16 studies were
African-American and/or Latina. Sample sizes in quantitative studies ranged from 40 to 1,933
and in qualitative studies from 10 to 106. Thirty-four studies researched individual care; two
researched both group and individual PNC.

Theme 1: Incentives/Barriers
Sixteen of the 36 studies reported women's reasons for, perceived benefits of, or barriers to,
receiving PNC. Reasons or benefits included improving pregnancy outcomes,3, 24, 25 receiving
regular checkups,26 and hearing the baby's heartbeat.3, 24 Two studies reported that women
liked ultrasounds26 and believed they helped ensure healthy babies.24 Other benefits included
receiving information on the baby's health5, 27 or gender,5 learning good health habits, and
preparation for labor.27 PNC provided an opportunity to socialize, gave women a break from
children,4 and reduced stress28 and loneliness.29 However, some women feared tests and
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exams,27 disliked “constant checkups,”3 or thought PNC unnecessary.3 A belief in the value
of PNC was associated with higher satisfaction with care.30

Several factors deterred PNC attendance. While these problems were not universal,31 they
included transportation,3, 32, 33 substance abuse,3 receiving drug treatment,34 incarceration of
the baby's father,34 lack of child care,3 lack of insurance35 or simply having “too many other
problems.”3 Reported satisfaction was higher when women experienced fewer external
barriers30, 33 or if PNC included transportation and babysitting.36

Theme 2: Prenatal Care Setting
Nine studies reported experiences of physical setting or atmosphere of PNC. Low income
women in two studies liked their settings,24, 30 but women in a third did not.37 Participants in
two focus group studies wanted PNC in clean settings24, 25 with children's play areas.24 Women
disliked when privacy was lacking.38

Women desired relaxed,39 interactive,4 informal4, 25 environments, appointment scheduling
that allowed significant others to attend,40 and tolerance of staff toward children.24 Some
women disliked when partners were excluded from examinations.28

Theme 3: Time Spent
Twenty-two, or nearly two thirds of the articles reported on time spent obtaining PNC. Results
from one focus group study 25 and three surveys (combined N=2,116)30, 41, 42 collectively
suggest that women preferred waits under 30 minutes, and when this occurred, women were
more satisfied with care.

While women were not always distressed about wait times, several studies revealed that women
experienced long waits.3, 26, 32, 33, 36-38, 40, 43 One study reported that one third of participants
waited 60 minutes or more and found this unpleasant.32 Participants in another study felt they
spent too long in clinic, with some spending four hours.28 Mean wait time in one study of 364
women was 51.5 minutes and 49.5% of women waiting over 60 minutes were dissatisfied with
care compared with 10% of women waiting under 14 minutes.43

Women also desired unhurried visits.5 When clinicians spent time with women, it fostered
trust35 and increased overall care ratings.41 Yet, many women reported rushed visits,26, 35,
40, 44, 45 which were associated with decreased satisfaction with PNC in two studies.43, 46 In
a third study, however, women who spent over 15 minutes with practitioners were not more
satisfied than those who spent under 15 minutes.42

The ratios of times that women spent receiving care (ratio of travel time to visit time, ratio of
wait time to visit time, and ratio of travel plus wait time to visit time) also affected their
experience. For all these ratios, dissatisfaction with PNC increased as the ratio increased.43

Qualitative comments in two studies indicated that women were unhappy with long waits for
brief visits.24, 47

Finally, women wanted respect for their time when receiving PNC. More specifically, they
disliked first-come, first-served “block” appointments,24 arriving and learning that the
physician was delivering a baby and would not be in clinic, or being penalized when they
arrived a few minutes late.24 Women also wanted explanations about delays.25

Theme 4: Components of Care
Components of Care consisted of three sub-features: Continuity, Comprehensiveness and
Control. Twenty-seven studies reported findings on these components.
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Continuity—The term “continuity” is used in several different ways in the literature
reviewed. It can denote continuity of carer, which in turn may signify either a single designated,
primary clinician or a small group of clinicians. “Continuity” also can denote care that
prioritizes consistency of approach, regardless of number of clinicians. Finally, the term
“continuity” can refer to care within or between antepartum, intrapartum or postpartum periods.
Findings reported here refer to continuity of care or carer within PNC. Twelve articles reported
on continuity.

Women liked, wanted, or were more satisfied with PNC provided by a designated primary
clinician.24, 25, 33, 36, 48, 49 In one survey (N=1,137), 88% of respondents indicated that this
was important.48 Women who had one provider reported in focus groups that they felt more
trusting and willing to follow clinician advice.35 In another study (N=1,219), women who saw
one clinician had a greater likelihood of being satisfied with overall care, clinician advice,
respect, and time with provider than women who had seen multiple clinicians.33 Women who
had a primary clinician rated the importance of continuity more highly than women who had
more than one clinician.48, 50

Yet some women did not see the same clinician more than once.40 If women understood in
advance that they would see multiple clinicians, they were more accepting, especially if
clinicians shared information.24 Focus group participants appreciated when PNC providers
knew and remembered them.25 Women in an RCT (N=200)51 were more satisfied with
explanations and midwife behaviors when continuity was prioritized by a small group of
clinicians, and women in a survey (N=1,616)41 were more likely to rate PNC highly when they
felt that providers knew them. Nurse case managers37 and lay health workers35 also helped to
provide continuity.

Comprehensiveness—Comprehensive care includes or facilitates access to non-medical
services such as psychological and social services, drug treatment, childbirth education, and
peer support.1 Half of the reviewed articles reported on this feature.

Women valued information about childbirth,24, 25, 31, 39, 52 psychosocial assessments53 and
counseling services,31 and the opportunity to chat informally about concerns.25, 32 When PNC
was comprehensive, women generally reacted more positively to care.28, 30, 34, 36, 39, 42, 54

However, women sometimes felt they needed more information regarding available services.
25, 28 Women whose care had included ancillary services plus nurse coordination of care were
more satisfied compared with women who received comparable services without coordination.
37 Lay health workers who coordinated services were also seen as helpful.35

Women requested the opportunity to talk with other pregnant women in groups.24 Two RCTs
examined peer group support. Subjects randomized to PNC augmented with peer group
sessions were more satisfied with care than women who had received routine care (N=617),
36 and women randomized to group PNC also reported greater satisfaction with PNC than
women who had individual care (N=1,047).54 Peer groups provided support,4, 31 helped
women feel that their problems were not “crazy”4 or unique,29 and enhanced self-esteem.4, 29

Control—Eight studies examined experiences related to control regarding decision-making
and processes of PNC. Women reported greater satisfaction with PNC when their views were
taken into account (N=333).50 RCT subjects (N=935) were more likely to rate care highly if
they had an active say in decisions.44 Three studies reported that women did not feel they had
enough control or choice over PNC processes4, 38, 55 and wanted more cooperative,39 less
authoritarian4 care and providers who listened to their perspectives.4, 55 Some women wanted
assistance in assuming a more active role, including receiving help in making decisions,
proactive offers of choices and having partners involved in discussions.25 Subjects in one study
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reported that when providers expressed concern about psychosocial issues, their involvement
in decision-making increased.53 For some women, control simply meant having the confidence
to ask questions.25

Theme 5: Relationships with Staff and Clinicians
Relationships with Staff and Clinicians is comprised of five sub-features: Language, Respect,
Individualizing Care, Caring and Putting at Ease, and Communicating Information. The topic
of relationships was discussed in 22 of the 36 studies reviewed, and had the largest number of
coded findings, suggesting its importance to women's experience of PNC.

Language—Four studies reported that women had problems understanding staff and
clinicians who did not speak their primary language.35, 45 Hispanic women had a greater
likelihood of facing these problems than non-Hispanic women;45 interpreters were not always
available during PNC45 and even when available, women sometimes relied on children for
translation.32 In addition, English-speaking women in both the U.S. and England reported
difficulties understanding non-native English-speaking providers.26, 35 Studies from four
countries reported that women disliked medical terminology or requested that providers use
common English.4, 25, 35, 40

Respect—Eight articles elicited women's perceptions regarding respectful treatment while
receiving care. When PNC was respectful, women were more pleased with, or participated
more actively in, care.4, 24, 32, 45 However, sometimes staff were seen as rude and abrupt,4
and physicians and nurses as disrespectful.45 One woman described feeling like a “fly on the
wall.”4

Several studies reported discrimination or stereotyping related to race, ethnicity, income, or
substance abuse. The likelihood of feeling that one had been treated respectfully by
professionals and staff was lower for Hispanic than non-Hispanic women.45 African-American
women in one study felt they were treated differently due to race or lack of insurance.35 In
another study, African-American women observed that they were assumed to be Medicaid
recipients, and that Medicaid recipients received less attention than other women.28 Low
income women in two studies reported feeling stereotyped as single, welfare mothers,4 and
homeless, substance-abusing women reported being treated “like crap” or “a piece of
meat.”34 Such treatment sometimes deterred attendance.3, 4, 34, 45

Individualizing Care—Women valued when care was individualized in ways that addressed
their own needs.24, 38, 39 They appreciated when professionals listened to them,4 tailored care
to their needs4, 50 and addressed their own particular emotional and social concerns.26 Women
who felt their concerns had been taken seriously were more likely to rate care highly.46

However, in five studies women reported that PNC was impersonal. The process was described
as “mechanistic,” like an “assembly line,” with every visit “pretty much the same.”39 Women
felt they were treated as “number”47 or a “file”40 and disliked when clinicians focused on tasks
rather than on their emotional needs40 or on them as individuals.4 Women expressed
disappointment when their concerns were viewed as routine or when low risk pregnancies were
not accorded the attention devoted to high risk pregnancies.39, 47 Impersonal care led some
women to wish for prenatal visits to be “over as quickly as possible,” and deterred return visits.
45

Caring and Putting at Ease—Women wanted professionals to care about them and to put
them at ease. This included a desire for empathy,35 genuine concern,4 emotional support,40

and a sense that providers knew them47 and provided advice they could trust.
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In several studies, women indicated that their providers put them at ease,4 cared about them,
34, 39 or that staff was kind and understanding.26 When practitioners used humor4 or shared
experiential knowledge,35 this made women comfortable. Women also valued becoming close
to49—or “friends” with55—their midwives. In three surveys (combined N=1,683), women
reported higher satisfaction with PNC when women were also satisfied with processes of
communication with clinicians42, 53 or when they were satisfied with advice received.33 Lay
health workers showed caring and alleviated stress by helping with non-medical problems,
sharing experiences, and spending time with women.35

However, eight studies reported more negative interpersonal experiences. Women sometimes
felt providers were unfriendly 3, 45 and interested only in their medical health,4, 40 or that staff
members were harsh.45 Their comments were vivid: they “shrugged me off”4 and “it feels like
I make their lives miserable.”45 Women were intimidated by nurses’ workloads,40 “inhibited”
by staff,26 and feared staff would find out about their substance abuse.3 Professionals were
sometimes perceived as insensitive to the complex, challenging circumstances of women's
lives.4, 35, 45

Communicating Information—Eleven studies reported reactions to how professionals
communicated information. Women appreciated when clinicians offered information,25

explained procedures,39, 42, 46,30 asked and answered questions,4, 30 and enabled them to ask
questions.47 Credibility was enhanced when professionals shared experiential knowledge.4
Frustrations included feeling that professionals had not listened to them,35 had treated their
questions as unimportant,40 or had provided inadequate explanations and answers.26, 38, 39,
45 One study noted that women felt the “onus was on them to ask the ‘right’ questions,” creating
anxiety.38

Theme 6: Receipt of Information
Eighteen studies reported findings regarding informational content. Women sought
comprehensive, relevant information during PNC that would dispel myths, help them make
choices, or reassure them.4, 25, 39 They wanted information on specific topics, including: 1)
what to expect in pregnancy,24, 40 2) self-care,4 3) high-risk pregnancy,31 4) labor and birth,
4, 24, 25 5) infant care,5, 25, 31, 52 6) family planning,52 7) dealing with stress and conflict,52

and 8) partner's role.25

In three studies (combined N=1,741), satisfaction with PNC was related to the amount, range
and adequacy of information received.33, 53, 56 Women liked receiving information about
common pregnancy issues,3, 56 and being in groups enhanced their learning.29 However, five
studies reported that information was insufficient26, 35, 56 or did not meet women's needs as
they defined them.4, 52, 56 When information was inadequate, women felt frustrated and less
trusting.35 Women also sought health information and advice outside of PNC from family or
friends; 5, 31, 40sometimes this happened when they were unable to obtain information from
clinicians.5

DISCUSSION
The findings of this review collectively suggest that women's experiences of PNC were mixed.
Several articles indicated that some women received psychosocial services, group support, and
coordinated care. However, continuity and adequate information were not always present, and
many studies reported long waits and/or rushed visits. The prevalence of findings about
relationships with staff and clinicians suggests this feature of care is critical. Many studies
reported that women felt they were treated respectfully, care was individualized, and they had
caring providers they trusted. Unfortunately, care was sometimes perceived as mechanistic,
routine, or harsh, with clinicians focusing on medical needs to the exclusion of providing advice
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or emotional support. Thus, while the studies reviewed indicate that for some women PNC
was a positive experience, for some women PNC was disappointing. The vivid language
employed in some in-depth comments suggests that at times PNC even can be experienced as
quite unpleasant or dehumanizing.

Women had preferences regarding PNC. These included flexible care that welcomed and
accommodated significant others, reasonable waits, and unhurried visits. Many studies
reported that women preferred a single provider or at least better coordination of care with
multiple providers. Some women also sought comprehensive care and peer groups. Finally,
some women wished for less formal, more intimate relationships with professionals who
demonstrated genuine concern for their circumstances and helped them become active
participants in care.

Low Income and Minority Women's Experience of Care
Many study participants had low incomes or were from racial or ethnic minority groups. While
many studies indicate positive experiences, studies also suggest that PNC can be particularly
frustrating for women from these populations. Low income and minority women were heavily
represented in studies reporting harsh, rude or impersonal treatment, long wait times for short
visits, and inadequate information. Experiences included discrimination or stereotyping related
to race, ethnicity, income, or lack of health insurance. Language barriers and medical jargon
may have particularly impeded communication for immigrants and women with lower literacy
levels.

The possibility that women from these vulnerable populations may have especially unpleasant
experiences within PNC merits further consideration – particularly when viewed against the
backdrop of external obstacles that women may face when obtaining health care. African-
American and Hispanic-American pregnant women are more likely than Whites to be poor,
teenaged and single.57 They often have limited support,58 and high levels of negative life
events57, 58 and depression.57 Low income women may move often, live in dangerous
neighborhoods57 and have difficulty obtaining transportation and child care. Furthermore,
while Medicaid covers PNC, 37% of Americans below the poverty level, including many
immigrants, are ineligible for Medicaid and are uninsured.59 Lack of insurance may contribute
to late initiation of PNC, with unaddressed health needs that may increase pregnancy risk.15,
60 Indeed, such challenging life circumstances were reported in some reviewed studies to deter
PNC attendance and follow-up with recommendations.3

But internal barriers such as long waits,40 the perception of poor treatment,34, 45 or fear of
examinations or procedures3, 27 also deterred attendance. Sword4 proposed that – given both
the external hurdles to accessing care and the poor experiences women have once they are
receiving care – some women may perform something similar to a cost-benefit analysis. As a
result, women may decide that the benefits of receiving PNC do not outweigh the expenditure
of time and resources required to obtain care. Thus, these women, who may sometimes be
viewed within the health care system as non-compliant, or passive non-users of care, may in
fact be making rational choices. However, if PNC were modified to reduce external deterrents
to receiving care and make processes of care more attractive to women,3 then low income and
minority women's experience of PNC, attendance, and pregnancy outcomes all might improve.

Lack of Recognition of Women's Frustrations with Prenatal Care
The studies included in this review provide compelling evidence that women often are
disappointed or frustrated with PNC. For some readers, particularly clinicians who may well
understand women's challenges and frustrations, these findings may not seem surprising. Yet,
it bears repeating that to-date there have been no reviews of this literature as a whole, and the
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relevant literature consisted of only 36 articles published over 11 years in 6 countries. Thus,
while this problem may seem familiar, it has in fact remained relatively unexplored.

Why, then is this problem not more widely recognized? Possible explanations include
limitations of “satisfaction” as a measure, adaptive preferences, and the focus on neonatal
outcomes.

Many studies have examined women's experience of PNC by measuring “satisfaction,”26, 30,
33, 37, 42, 43, 46, 47, 50, 51, 53, 61-64 with high reported levels.5, 42, 48, 61, 65-67 However, this
approach has notable problems. First, the concept of ‘satisfaction’ is often ill-defined48, 68 and
there is little evidence that it captures subjective experiences of health care.25, 48, 68

Furthermore, high reported levels of satisfaction can occur even when care is judged
deficient69 or when unfavorable qualitative reports are elicited from the same participants.66,
68 Deference, or acquiescence, effects, in which participants provide answers that they believe
researchers seek, may in part explain some high satisfaction ratings.70 These sources of bias
may be particularly prevalent in research conducted on minority populations.70, 71

Additional problems pertain to measuring satisfaction with PNC. Pregnant women are
primarily healthy and receive specialized care for a limited time. Yet few instruments account
for these unique features.37, 65, 67, 69, 72 In addition, agreement is lacking regarding appropriate
timing for measuring satisfaction during pregnancy,37, 48, 67, 69, 72 and postpartum assessments
may encounter recall bias or confounding related to the birth experience.46, 63 Given these
limitations, high reported levels of satisfaction should not be construed as contradicting the
mixed picture presented here of women's experience of PNC.

The widespread acceptance of traditional PNC may also be deceptive—it may be a function
of limited exposure to alternatives. When deprived of options, people may develop “adaptive
preferences,”73 making it difficult to envision or articulate a desire for change. This may occur
in PNC,48, 66 particularly among low income women or minorities who may have limited
choices.71 This phenomenon is illustrated by the finding that women who had experienced
continuity rated the importance of this feature more highly than women who had not.48, 50

Finally, with the emphasis on improving outcomes and increasing PNC utilization, certain
biomedical procedures increasingly have been portrayed in recent decades as indispensable for
insuring healthy babies.74 Many women may therefore believe that they should subordinate
their personal preferences regarding care in order to do what they believe will insure a healthy
baby. Thus, a cluster of factors might contribute to women's silence and lack of public
awareness regarding the negative aspects of women's experiences of PNC.

Limitations
Because the literature on women's experience of PNC is limited in size, and this review was
intended to be a comprehensive overview, studies were included even if they were published
over five years ago. Furthermore, as noted earlier, methodologic rigor was not an inclusion
criterion. This approach is consistent with the objectives of a systematic review, which include
identifying and synthesizing findings from a heterogeneous body of literature.19 As a
consequence, this review included several studies that failed to report questionnaire
development or psychometrics, and some studies that did not adequately describe qualitative
analysis procedures. Finally, the studies reviewed did not necessarily examine women's
“experience” as defined here. Indeed, the reported results did not always distinguish between
actual experiences and what women desired but had not experienced.

The process of reviewing the studies also had limitations. Features of Care were not mutually
exclusive categories, and many findings could have been classified differently. It was
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sometimes difficult to isolate the impact of individual features of care, because some studies
evaluated the effect of multiple simultaneously implemented innovations. In addition, because
studies with differing objectives, methodologies and populations were included, it was not
always possible to synthesize data to discern trends. Cross-national variation in health care
financing and delivery might also account for variation in findings. However, given the
heterogeneity of such systems within the U.S. there may be as much variation among
experiences of women in U.S. studies as there is between women in U.S. and foreign studies.
Finally, characteristics of professionals were not included in this review. Including these data,
however, would have shifted the focus away from women's experiences of overall processes
of care.

Accordingly, conclusions must be drawn with caution. Nevertheless, the review synthesized
diverse studies to yield a number of recurring themes that appear to illuminate women's
experience of prenatal care.

IMPLICATIONS OF FINDINGS
The most critical finding of this review is that—despite decades of recommendations for
women-centered approaches to PNC—there is limited evidence regarding women's overall
experience. Therefore, the primary implications relate to the need for additional research on a
topic that, paradoxically, may be viewed as well-understood.

First, a broad understanding of women's overall experiences of and preferences regarding PNC
is needed. Exploratory studies should examine various aspects of PNC across a range of settings
and populations. Detailed, complex understandings of issues that are important to women can
be discovered by conducting focus groups, interviews, and participant-observation, with
systematic qualitative analysis. Surveys can also be conducted to detect wider trends and
patterns, but with an awareness of the profound limitations of measuring satisfaction. Any
instruments used to measure women's experience should be rigorously developed and tested,
and should be capable of accounting for the unique characteristics of PNC.

On the basis of exploratory studies, specific areas for further investigation can be identified.
Gaps in the literature reviewed here indicate that certain topics particularly warrant further
investigation, including 1) control and participation, 2) individualizing care, and 3) improving
interpersonal communication with PNC staff and clinicians.

Large scale, multi-site studies are also needed to compare women's experiences of different
models of PNC, including innovative approaches. This research should be conducted under
both experimental and natural conditions, and should seek to discover specific elements that
matter to women, so that modifications made in clinical practice can be evidence-based.

While clinical implications must be drawn with caution from the articles reviewed, some
suggestions can be gleaned. First, and quite simply, clinicians should ask women directly about
their own needs and preferences, and modify care accordingly. The literature reviewed strongly
suggests the critical importance of providing opportunities to ask questions and receive
explanations tailored to specific concerns during visits. The importance of spending enough
time with women is clear. Clinicians might also reflect on and modify their professional roles;
women appreciate when clinicians view health comprehensively, share experiential
knowledge, and allow less formal and more personal relationships. Incorporating these changes
may, in turn, enable women to make informed choices and participate more actively in care.

Clinicians who seek to improve women's experience need to advocate in their settings for
reducing external and internal barriers to PNC. This includes developing appointment
templates that allow for adequate visit time and short waits; increasing continuity to foster
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meaningful relationships; creating a welcoming, informal, culturally-sensitive environment
with toys and play spaces; offering educational opportunities during wait times; and providing
coordinated ancillary services and the opportunity to meet in groups.

While incremental change ideally should yield improvements in women's experiences, in some
settings, it may be more effective to implement a comprehensively redesigned model of PNC.
As noted earlier, group PNC significantly improved satisfaction with care compared with
routine care,54 and offers many features women want: shorter waits, increased clinician contact
time, active decision-making and participation in care, extensive education, and peer group
support.14 Furthermore, group participants also had greater PNC utilization, decreased
likelihood of preterm birth, greater prenatal knowledge, and higher rates of breastfeeding
initiation. These findings suggest that a comprehensive approach can affect both experience
and outcomes.54, 75

Finally, even if additional research identifies approaches that successfully meet women's needs,
two critical challenges to implementing change still remain: lack of public awareness regarding
the value of improving women's experience of care, and limited resources in many settings for
modifying health care delivery systems. Therefore, clinicians and researchers need to engage
in policy arenas both to raise consciousness about the importance of women-centered care and
to generate support and financing. So doing may improve both women's experiences of care
and pregnancy outcomes, which may be inextricably linked.
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Table 1
Thematic Findings

Themes Number of Articles

1. Incentives/barriers 16

2. Prenatal care setting 9

3. Time spent 22

4. Components of care 27

        a. Continuity 12

        b. Comprehensiveness 18

        c. Control 8

5. Relationships with staff and clinicians 22

        a. Language 7

        b. Respect 8

        c. Individualizing care 10

        d. Caring and putting at ease 14

        e. Communicating Information 11

6. Receipt of information 18
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