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Background Socioeconomically deprived women are at greater risk
of adverse pregnancy outcomes. Research tends to focus on access of
services. Yet access may not equate with the equity of services for
women from different socioeconomic backgrounds.

Objectives To determine whether pregnant women’s perceptions of
antenatal provision differed in relation to their socioeconomic
deprivation ranking (determined by the Scottish Index of Multiple
Deprivation 2006).

Design A longitudinal, qualitative study with comparative antena-
tal case studies between January 2007 and April 2009.

Setting /Participants Cases were primigravida women from ‘least
deprived’ (n = 9) and ‘most deprived’ (n = 12) geographical areas
within one local authority in Scotland.

Analysis Data were analysed using case study replication analysis.

Results There was little difference in access to antenatal services
between the ‘least’ and ‘most’ deprived groups. Perception of care
differed in relation to the level of ‘engagement’ (defined using
constructs of: language and personalization of care; power and
relationships; and health literacy). Engagement was evidenced in most
of the ‘least deprived’ cases and almost none of the ‘most deprived’
cases. Specifically, socioeconomically deprived women described less
evidence of personal connection to their own care, effective commu-
nication and the opportunity for shared decision making.

Conclusion In women from socioeconomically deprived areas, access
may be a less useful indicator than engagement when assessing
antenatal service quality. As engagement levels may be one method by
which to predict and improve health outcomes, a more equitable
antenatal service may need to be developed through the early
identification of those women at risk of non-engagement.
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Introduction

Evidence demonstrates health inequalities
operating from the earliest point in utero and
continuing cumulatively throughout life." > The
result is a cycle of deprivation whereby some
women may start pregnancy with poorer
health, and babies in utero may start life on a
poorer health trajectory. The neonatal impact is
reflected in pregnancy outcomes for mothers
and babies: socioeconomically deprived women
have a higher maternal death rate than socio-
economically affluent women; and a woman
living in an area of high deprivation is three
times more likely to have a low birth weight
baby (<2500 g) than a woman living in an area
of low deprivation.*> A socioeconomic imbal-
ance has also been evidenced in antenatal care
uptake. For example, around 20% of all
maternal deaths are attributed to ‘marginalized
women’ (such as those from areas of depriva-
tion) who have not accessed ‘adequate antena-
tal care’.®®

In response, the approach has been to ‘tar-
get’ antenatal care to those most in need.*
Intuitively, targeting seems appropriate, but
systematic reviews conclude that there has
been little good quality evidence regarding how
best to incorporate socioeconomic deprivation
into the provision of antenatal care.”'® Policy
approaches continue to focus on clinical
obstetric risk factors and provide no clear
directive around incorporating socioeconomic
risk.""'* Without an evidence base to under-
pin socioeconomic targeting, effort has tended
to focus on ‘access’ to services.* However,
access may not relate to the relevancy or
equity of antenatal care for women from dif-
fering socioeconomic backgrounds. To address
this evidence gap, it was necessary to gather
baseline evidence that explored the abilities of
the current antenatal system to relate to
socioeconomic factors. Therefore, the aim of
our study was to determine whether pregnant
women’s perceptions of current antenatal pro-
vision differed according to their socioeco-
nomic deprivation background.

Methodological approach

approach contextualized the
1.14

A qualitative
socioeconomic background of each individua
A multiple ‘two-tailed’” case study explored the
socioeconomic impact at the level of the indi-
vidual pregnant woman, or case.'> By using
several cases residing in extremes of socioeco-
nomic deprivation, perceptions were compared
from each individual case and from two distinct
case groups or tails. University and NHS Ethical
approval was obtained.

Method

The research was set within one local authority
area in West Central Scotland, with a resi-
dential population of 172 876 (2001 census).
The area comprises several urban conurbations
and villages but has only one maternity unit.
Potential cases were identified using the Scot-
tish Index of Multiple Deprivation (SIMD).'®
The SIMD measures deprivation as a com-
posite of seven ‘domains’ that any individual
or household can experience. These domains
include income, health, crime and housing
statistics. The index is based on small area
statistical geography called datazones. Each
datazone represents a population of between
500 and 1000 household residents and is con-
sidered sufficiently localized to identify ‘pock-
ets” of deprivation that may have been missed
in previous forms of analyses.'® The datazones
in Scotland are ranked from one (most
deprived) to 6505 (least deprived) with the
bottom 20% of datazones being considered to
be living in relative deprivation.

Within the maternity unit under study, the
SIMD allowed identification of those cases
residing in the top and bottom 20% datazones.
From these datazones, the inclusion criteria was
restricted to English speaking primigravidas
receiving standard ‘low risk” antenatal care, aged
over sixteen with no known cognitive difficulties.
Potential cases were identified from postcode
data at each ‘booking’ clinic. Each postcode
allowed the provisional allocation into the ‘least
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deprived’ or ‘most deprived’ case study tail.
Following completion of the clinical appoint-
ment, potential cases were provided with study
information by the researcher and informed that
the researcher was independent of the maternity
unit under study with no involvement in the
provision of their care. With permission, contact
details were taken and the researcher contacted
women after 48 h to explore their willingness to
consent or not.

Sample

The planned sample size was based on the rep-
lication expectations of case study analysis —
literal replication (similarity between cases) and
theoretical  replication  (contrast  between
cases).'” This replication approach allowed for
each case to be compared with every other case
in the sample set to determine similarities and
differences. The aim was to recruit 15 cases from
each group and aim for five or six replications
from within each tail. Between January 2007 and
December 2008, forty women were approached
to participate (16 least deprived and 24 most
deprived). All agreed to be contacted after 48 h
but five subsequently declined to participate and
fourteen could not be contacted after 48 h. The
recruitment flow is illustrated in Fig. 1. Of the 40
women initially approached, the mean age of the
least deprived group indicated they were signif-
icantly older (29.5 years) than those in the most
deprived group (25.2 years; P = 0.0237). How-
ever, there was no significant difference in the
mean age of the two groups that actually par-
ticipated in our research. Thus, younger women
from the most deprived target group were less
likely to participate in the study. Nine ‘least
deprived’ and twelve ‘most deprived’ cases were
recruited. This was less than targeted but, over
the recruitment period, concurrent data analysis
was reflecting the required replication.

Data collection

To strengthen the quality of the research, case
data were collected from three sources'>: SIMD
information; researcher observation of geo-
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graphical locality; and two semi-structured
interviews (one in each of the first and third
trimesters). The interview schedule was piloted
on two antenatal women from a locality bor-
dering the most deprived area, and changes were
made to ensure the research questions could be
fully addressed. During the study, there was no
attrition from the least deprived group; four
‘most deprived’ cases did not participate in the
second interview. Demographic variables were
collected including gestation at booking, smo-
king status, marital status, housing tenure,
education and employment. These details were
used to compile a database and case record.
With consent, all interviews were audiotaped
and transcribed.

Data analysis

Data analysis was underpinned by a five-stage
strategy facilitated by NVivo7 software.'>!”-!8
Stage one ordered each case according to col-
lated demographic variables. Stage two ordered
qualitative data into a priori codes based on key
antenatal contacts, and stage three explored this
qualitative data within and between case tails.
The fourth, inductive, stage of analysis reviewed
the concepts emerging from the preliminary
stages and developed a theoretical proposition
on which to base the final substantive analysis.
This substantive fifth stage analysed the rela-
tionship between the demographic case variables
and the theoretical proposition of engagement.
This process is discussed more fully within the
results section below.

Results

Case demographics

The demographic characteristics for participants
in each tail are illustrated in Tables 1 and 2. The
women in the least deprived tail were aged from
17 to 40 years. The youngest case in the least
deprived tail was largely atypical in that she
lived with her parents, did not plan her preg-
nancy or own her own house. She was also a
smoker. The women in the most deprived tail
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researcher

[Potential participants approached by]

deprived deciles
n=16

[

Total number approached in least

Total number approached in most
deprived deciles
n=24

B |

within 48 h
n=16

[

Number agreeing to be contacted

1
Number agreeing to be contacted
within 48 h
n=24

2 declined when contacted
2 could not agree time
3 unable to contact

[ H

1 declined when contacted
11 unable to contact

]_

Completed first interview
n=9

Completed first interview
n=12

Attrition Nil

Attrition 4

n=9

A

Completed second interview

Completed second interview
n=8

Figure 1 Research recruitment flow.

were aged 17-39 years. There was some homo-
geneity in relation to employment type but none
in housing tenure, education level, smoking
status or planned pregnancy.

The case tails differed in terms of employment
status. The least deprived tail and their partners
had higher status occupations and the potential
associated income appeared to be reflected in the
deprivation status of their areas of residence.
These areas of residence had recorded popula-
tion differentials in terms of health, environmen-
tal, social and economic indicators and
strengthened the likelihood that each tail refle-
cted their wider population SIMD ranking.'®
However, between tails, age and educational
qualification appeared less differentiated than
expected. The age similarity was largely because
of the atypically young age of one participant in
the least deprived tail and to the lack of younger
participation in the most deprived tail. This
resulted in a higher than expected age distribu-
tion in the most deprived tail and increased the
potential for perceptions of care to be more
similar between each tail.

All cases accessed antenatal care in a similar
manner in that they attended for -clinical
appointments as requested. However, subtle but
discernable differences in language emerged
between the case tails in the way that they
described their care and experience. To help
understand this, literature on discourse analysis
was reviewed prior to progressing the analysis.'?
The most notable difference was their perception
of care at the end of the first trimester. On one
level, cases in both tails spoke in positive terms:

So they’re obviously explaining that about it...
Hypnotherapy and things like that, you know the
things that were available to you, that’s really
interesting so I've put my name down for some of
that. [Least Deprived (LD) 1]

I think I thought there might have been more hap-
pening in the early weeks but I can see why they
don’t really. I'll continue to be impressed and quite
happy being treated. [Most Deprived (MD) §]

However, there seemed to be a fundamental
difference in the way that cases placed them-
selves ‘within’ the antenatal system. In the ‘least
deprived” quote above, certain words and
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Engagement as power and relationships

In this theme, it is considered that the perceived
relationship between the care provider and the
care receiver underpins engagement. To develop
and sustain engagement, health professionals
need to recognize prior knowledge and use strat-
egies such as a natural approach, empathy, social
conversation and physical touch.?® 2> Therefore,
for engagement to be present we sought evidence
of a perceived equality in terms of care, the case
perceiving a relationship building aspect to the
consultations; a feeling of friendly relaxation; or
of prior knowledge being recognized.

Engagement as health literacy

In this theme, health literacy is defined as ‘the
ability to make sound health decisions in the
context of everyday life’ and is considered fun-
damental to engagement.”> Health literacy
emphasizes an extension beyond basic aspects of
literacy to encompass a set of functional and
conceptual skills which include the ability to
‘seek out, understand, evaluate and use health
information to make informed choices’.**
Therefore, for engagement to be present we
sought evidence of a case perceiving good com-
munication with health professionals, perceiving
a value in the quality and relevance of educa-
tional information and evidence of shared deci-
sion making.

A degree of crosscutting was evident in each
theme but the themes were considered suffi-
ciently distinct for literal and theoretical repli-
cation analysis within and across case tails.

The findings: language and personalization

In the least deprived tail, six cases presented
evidence of engagement at the end of the first
trimester. For example,

The midwife had said to me if you’re ever, if there’s
anything you’re ever worried about they gave me
those two numbers and it was like they really
meant it. (LD3)

Of the six ‘engaged’ cases each was compara-
ble in terms of the variables of deprivation

status, planned pregnancy, age above 29 years,
housing tenure and non-smoking status. In the
least deprived tail, three cases showed no evi-
dence of engagement. Of these, one was under
20 years of age, smoked, did not own her own
house, was unmarried, had not planned her
pregnancy and had no post-secondary educa-
tion. The other two cases were married, non-
smokers, had university level education, planned
their pregnancy and owned their own house.
One was also aged over 29 years.

Therefore, based on the engaged and non-
engaged case demographics, the variables of
deprivation status, education level, housing
tenure, age above 29 years, planned pregnancy
and marital status did not provide evidence in
the least deprived tail that they were influ-
encing factors to support engagement. Three
variables — age 26 or under (in terms of LD2
and LD7), smoking status and housing tenure
(in terms of LD2) — may have suggested some
evidence that they were potentially negative
indicators of engagement. However, LD2 was
atypical of her case tail in a number of vari-
ables and in LD7 there was a further factor
that may have acted as a negative influence:
prior knowledge. LD7 was a medical profes-
sional who had worked within the antenatal
service. As such, she would likely have had a
higher than average knowledge of both the
antenatal system and the process of pregnancy
and her perceived needs at the outset were
primarily for reassurance. As such both LD2
and LD7 may have had a degree of predict-
ability about their lack of “fit’ in a standard-
ized antenatal service.

LD8 was the one case that seemed unique in
the least deprived tail. She was similar to the six
cases who did engage with the service in terms of
age, accommodation, housing tenure and higher
educational qualifications. LD8 also presented
as talkative. As such there may have been an
expectation that this case would engage with the
service. However, the data suggested little evi-
dence of engagement and her language and
personalization were contradictory from the
outset. For example:
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Being up at the hospital they were really, really
busy you know so I don’t know yea it was good. |
mean [ didn’t come out any different from when I
went in I suppose. (LDS)

There were potential barriers in this case
(related to the woman’s perception of poor
communication between antenatal staff and
poor communication from antenatal staff to the
woman herself) that may have prevented
engagement in the later stages but these were not
present in the first trimester. As such, there was
no clear explanation for a lack of engagement in
the first trimester.

In the most deprived tail, only one case
(MD11) presented evidence for engagement and
active involvement at the first trimester: For
example, the use of the word ‘my’ is notable as is
a level of shared communication:

I got my booklet, my notes and we went through
any matters. (MD11)

MDI11 was not unique within her tail in the
majority of demographic variables. She was
not the youngest or eldest; she was university
educated as were three other cases; she owned
her own house as did seven other cases; she
was married as were six other cases; her
pregnancy was planned as it was in seven
other cases; and she was a non-smoker as were
ten other cases. The only compiled factor that
differentiated MD11 from the remainder of the
most deprived tail was the fact that she was a
health professional; though, she had never
worked within the antenatal system other than
for a brief period as a student. She was,
however, familiar with the hospital involved in
this study.

Eleven ‘most deprived’ cases presented no
evidence to suggest engagement. Their language
and personalization of care tended to suggest a
detached, uninvolved experience:

I didn’t really know what was happening about
antenatal classes and things like that, what to
actually do about that. I can remember them being
mentioned at some point but I'm not sure if it’s
something I should arrange. (MD13)

In these eleven cases, there was very little
homogeneity in the demographic variables. For

Table 2 Demographic characteristics of most deprived sample group

Booking
gestation
(weeks)

Housing
tenure

Smoking
status

Planned

Marital

Education
level

Deprivation

decile

pregnancy

status

Partner employment*

Employment*

Age

Case

Renting

Smoker

Yes

10-12

Not Recorded Co-habit

Process, Plant &

No

20

MD1

Machine Ops
Admin & Sec Occupations

Qualifications

Degree

Owner

Non
Non
Non
Non

Yes
Yes

>15
10-12

Married

Professional Occupations

36
30
20
30
17
39
30
18
25

MD3
MD4
MD5
MDé6
MD7
MD8
MD9

Owner

Co-habit
Single

Personal Service Occupations

Unemployed

Admin & Sec Occupations

Unemployed

HNC /HND
HNC /HND
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Renting
Owner

No

10-12

and A Watterson

Yes
No

10-12

Married
Single

Professional Occupations
Elementary Occupations

Professional Occupations
Professional Occupations

Unemployed

Professional Occupations
Elementary Occupations

Postgraduate
Standard
Standard

With Parents

Owner

Smoker
Non
Non
Non
Non
Non
Non

10-12

Yes
Yes

10-12

Married

Admin & Sec Occupations

Owner

10-12

Married
Single

Professional Occupations
Sales & Customer Services
Professional Occupations

Unemployed

HNC /HND
Standard
Degree

With Parents

Owner

No

10-12

MD10

10-12 Yes

Married

Professional Occupations

Student

MD11

Owner

Yes
No

10-12

Married

Standard

22

MD12

Owner

10-12

Sales & Customer Services Admin & Sec Occupations Married

Postgraduate

29

MD13

MD2 (allocated but not used).

*Based on Registrar General Standard Occupational Classification 2000.
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example, they had different ages, housing tenure,
marital status, education level and occupational
grouping. The only commonality noted in the
collated data was their shared deprivation status
based on area of residence.

The findings: power and relationships

In the least deprived tail, only two cases (LD5
and LD6) suggested evidence of engagement in
terms of a perceived equality in terms of care
provision:

I'm quite a strong enough person to say no this
isn’t what I want to do if I didn’t want to do it so.
(LD5)

There was a mixed presentation in the data in
relation to describing a friendly, relaxed
approach. For example, only LD6 described a
relaxed approach to antenatal care that was not
contradicted by other data:

She was very normal, very down to earth, very
practical, she was actually pregnant herself and
that was like the first thing she said you know I'm
actually pregnant... She was very natural. (LD6)

In the remaining seven cases, there was little
evidence of equality in terms of the antenatal
process. For example, despite the presence of
patient held records, the content of the records
was not necessarily seen as a shared process and
looking at records was almost viewed as an illicit
or hurried act:

You can have a wee quick look through it if you're
wanting. You’re not thinking what are they writing
about me and I'm not seeing it. (LD1)

There was also a reported feeling of being
afraid to feel stupid in relation to their own care
across a number of least deprived cases:

I wish there was a helpline you could just phone,
you’re not bothering anybody with really stupid
questions. (LD8)

Although the midwives have said that, don’t hesi-
tate to phone even if you think it is a silly thing but
I don’t know whether I would. (LD9)

With LD7, the hesitation to contact the
midwives may have related more to a percep-

tion that the information from medical staff
would be more beneficial. This may also have
suggested a perceived imbalance in the rela-
tionship in terms of equality — only in this
example the case may have perceived the
greater power (especially in terms of knowl-
edge):
Perhaps anything medical the consultant needs to

you know take the time with me rather than [the
midwife]. (LD7)

LD8 was again an interesting case within the
least deprived tail. She described a positive per-
ception of the midwifery staff at times; however,
this did not appear to translate into a positive
antenatal experience:

The ladies have been really nice. Everyone I've
spoke to has been really nice. (LDS)

The woman that we spoke to, she was going on
about you know about protein in your urine or
whatever and all this stuff and I just didn’t have a
clue what you’re talking about. It is all very, I
know they must do it all the time. (LDS)

Recognition and acknowledgement of prior
knowledge was not evidenced in the data. In two
cases, both health professionals, their level of
professional knowledge was not considered and
this may have had a negative impact:

I know probably they do have certain things that
they’ve got to say to you...  mean I’d read about it
in the leaflets and things like that and I felt they
didn’t need to go on about it quite so much. (LD4)

Each time with the midwives before it kind of
works into it that we are health professionals. It’s
really incredibly basic. (LD7)

In the most deprived tail, there was only one
case that suggested evidence of engagement.
This was the same case (MD11) that had evi-
denced engagement in the previous theme. The
remaining eleven ‘most deprived’ cases either
evidenced non-engagement or there was insuffi-
cient data to reach a conclusion. In common
with the least deprived tail, there was also a
perception they might be considered ‘stupid’

I was not sure what was happening and did not
want to seem stupid. (MDSY)
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The findings: health literacy

In the least deprived tail, three cases did not
suggest evidence of engagement. These were the
same three cases (LD2, LD7 and LDS) that
failed to demonstrate engagement in the first
theme of language and personalization. How-
ever, the six cases that evidenced engagement
under language and personalization also
appeared to evidence engagement in terms of
health literacy. For example, communication
and its connection to decision making were
evident:

She told me just about basically the different
options of like how to have your baby about
whether you wanted consultant led or midwife led
and explained the difference between the two... so
I kind of made a choice that I was just going to go
with midwife led. (LD4)

In the most deprived tail, only MDI1, as in
the previous themes, suggested any evidence of
engagement. Again this was noted in the com-
munication and decision-making processes:

She just explained the whole process and she
offered me the options of the CMU [community
midwifery unit] or the Consultant led unit and
explained them in detail and just again we talked
through any of my anxieties. (MD11)

The remaining eleven cases of the most
deprived tail did not present any evidence to
suggest engagement at the end of the first
trimester. In some cases, there was an over-
estimation of knowledge and lack of communi-
cation:

Sometimes there is quite a lot of jargon and when |

go to my appointments you know when I'm being

measured and stuff like that and they’re checking
for the foetal position and stuff they’re not really

back to me, I've got to come back and check my
notes. (MD 9)

There may also have been a suggestion that
some decisions were led by midwifery staff:

The midwives said to me but you’re low risk, you
don’t need that and you can have a birthing pool
and all this. (MD6)

By the end of the first trimester, across all
three themes, engagement may have been more
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likely in the least deprived tail. Six of nine least
deprived cases suggested evidence of engage-
ment. In the most deprived tail, engagement
appeared unlikely. Eleven of twelve cases sug-
gested no evidence of engagement across any of
the three themes. The one engaged case, MDI11,
was a health professional familiar with the hos-
pital under study. The analysis of the remaining
eleven non-engaged cases suggested only one
collated commonality that was consistent across
all eleven cases: their socioeconomic deprivation
status based on area of residence.

Engagement in the final trimester

The analysis indicated that within the least
deprived tail, there may have been aspects in some
‘engaged’ cases that suggested a weakening of
engagement towards the end of pregnancy. This
may have related to a greater awareness of their
own needs in the later stages of pregnancy and a
realization that certain aspects of care were not as
personalized as they initially perceived:

I thought maybe they would talk to you more
about things like for example in my notes I've got
like a labour plan and stuff like that and I wonder
what stage they would start to talk about this.
(LD4)

This weakening of engagement may have also
reflected levels of health literacy in this tail such
as their prior knowledge and ability to seek out
additional information:

Yea well that’s why for some people it would have
been useful, but I know myself like what to do if
I’'ve got constipation or heartburn or stuff like that
so for me it probably wasn’t that useful. (LD 4)

However, across both tails, cases who failed to
engage by the end of the first trimester never
appeared to demonstrate engagement with the
antenatal service at any subsequent stage of
pregnancy.

In summary, whilst both case tails accessed
the antenatal service in almost identical fashion,
there was a difference in the way each tail per-
ceived this antenatal care. The difference in
perception related to engagement with the
results suggests the following:
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1. Women who reside within areas of low
socioeconomic deprivation may be more
likely to engage with the antenatal service.

2. Women who reside within areas of high
socioeconomic deprivation may be less likely
to engage with the antenatal service.

3. Women who do not engage by the first tri-
mester may not engage at all with the ante-
natal service.

Discussion

There were limitations in our study. The sample
number, although sufficient to attain replica-
tions within each tail, was small. This also meant
that the sample size of some categorical subsets
was particularly small. As such, the findings are
treated with some caution. There were a number
of recruitment factors. Direct researcher
recruitment may have increased the potential for
women to feel obliged to participate; though, the
delay between contact and consent should have
minimized this. The lack of researcher avail-
ability at each antenatal clinic lengthened the
recruitment period and may also have resulted in
eligible cases not having an opportunity to par-
ticipate. However, throughout the study period
the same antenatal protocols were in operation
and a similar pattern of care was reported irre-
spective of recruitment timing.

The SIMD is open to a degree of interpreta-
tion and criticism not least because of the
inclusion of ‘non-deprived’ individuals within
areas of deprivation rankings. To some extent,
this inclusion was evident in our study. How-
ever, the SIMD has been shown to be statisti-
cally valid and appropriate for targeting
resources; it is an improvement on previous
indices; and it is an effective measure for identi-
fying concentrated and multiple deprivation.*’
Each datazone is also likely to exhibit substan-
tially more homogeneity in respect of socioeco-
nomic characteristics than larger geography,
such as electoral wards.?® As such, the SIMD is
the most robust measure available for deter-
mining deprivation status based on readily
obtainable information.

A further limitation was that those who
declined to participate in the study may have
differed from those who participated. There was
some evidence of this in that the case tails were
more similar than might have been expected.
However, this limitation may, paradoxically,
strengthen the case tail comparison in that real
differences may be greater than presented here.
Lastly, attrition occurred between the first and
third trimester interviews in the most deprived
tail. In the four cases who did not complete the
second interview, three were aged twenty or
under and only five from the total sample were
in this age group. This had the effect of weak-
ening the strength of third trimester evidence
from younger participants. However, the find-
ings tentatively suggest that the first trimester
may be the important period in terms of initi-
ating and sustaining engagement, and therefore,
as the dataset was complete for the first trimes-
ter, the results are as robust as they could be for
the first trimester findings.

Our study suggests that engagement may be a
factor in influencing women’s perceptions of
antenatal care. Those who did not engage were
more likely to live in socioeconomically deprived
areas and, considering access was similar across
groups, it appeared that a woman’s level of
engagement was unrelated to their access of
antenatal care. It is already known that preg-
nancy outcomes are poorer in those from
deprived backgrounds.*> What our research
adds is that antenatal care, even for those who
fully access the service, is perceived poorly by
women from socioeconomically deprived areas.
The impact of this poorly perceived care on
pregnancy outcomes has yet to be researched.
However, exploring the aspects underpinning
engagement may well be a potentially important
strategy for creating more equitable care.
Importantly, the findings presented here relate
to those women from socioeconomically
deprived areas who attended for antenatal care.
These women may not have represented the
most vulnerable or socially excluded women
who are known to make less use of antenatal
care.
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Specifically, our findings suggested that
women residing in socioeconomically deprived
areas displayed a greater detachment from
antenatal care and had less understanding of
the systemic processes. They also perceived
that care was not personalized to their indi-
vidual needs and reported a poor perception of
the midwifery approach to care delivery.
Overall, patient—professional  relationship
quality and a confidence imbalance were fac-
tors that may help explain non-engagement. In
other antenatal studies, midwives made little
effort to explore or accommodate individual
needs and women rarely sought clarification
on aspects of their care as ‘powerful non-ver-
bal cues’ from the midwives suggested they
had little time. The result was the dissemina-
tion of irrelevant information.”’”?* Further-
more, midwives are reported to attain a
position of power over women through factors
such as language use and controlling access to
choices and that they may use words to legit-
imize their knowledge and understanding as a
means of exercising power.’*>® It has also
been suggested that a disciplinarian approach
is more likely when there is a perceived social
or cultural difference between patient and
professional. >33

Importantly, in these earlier studies and our
own, women with a lower level of education
were more likely to report being emotionally
dissatisfied. Education, or at least its influence
on health literacy, may be a key component in
dissatisfaction as there is a suggested rela-
tionship between low health literacy and
socioeconomic deprivation and between health
literacy and engagement.*®* In our study, the
health literacy analysis (with one exception),
suggested that it was unlikely for participants
in the most deprived tail to present any evi-
dence that their communication and interac-
tion with the antenatal service could support
engagement particularly in terms of shared
decision making. The data suggested there was
no attempt made to assess prior knowledge in
either case tail and some of the most deprived
cases reported their existing knowledge to be
overestimated. The relationship between com-
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ponents of health literacy such as prior
knowledge and decision making has been
noted empirically. Specifically it has been
suggested that antenatal decisions may be
‘directed’ to ensure that they comply with local
preferred policies or midwife preference and
thus knowledge adequate for decision making
is not being achieved.’>3® The data in our
study support this.

Furthermore, health literacy is now being
linked to health outcomes with evidence sug-
gesting that adapting approaches to suit those
with low literacy improves health outcomes in
chronic disease.*™*! As yet, the importance of
health literacy and engagement in antenatal
terms (particularly outcomes) has not been
researched. However, our study suggests that
the current professional antenatal approach,
particularly in relation to components of
health literacy such as communication, assess-
ment of prior knowledge and decision making,
is not adaptive to individual need. Those who
may be more affected by this inadaptability are
women from lower socioeconomic back-
grounds.

We suggest several areas for further research.
Attention may need to be directed to potential
mechanisms for personalizing care and for
approaches that can actively involve women,
particularly from lower socioeconomic back-
grounds, in their antenatal care. This will
include a focus on the potential impact of the
clinical relationship and its role in enhancing or
limiting engagement in women. Importantly,
this should incorporate observing the process of
engagement from both midwife and client per-
spective with a view to determining aspects of
care that seem to be impeding engagement at
present. There is also an argument for reviewing
whether early assessment of health literacy levels
can improve subsequent engagement in antena-
tal care; reviewing whether early and accurate
identification of deprivation status increases
professional awareness of socioeconomic risk in
pregnancy and improves engagement; and
establishing whether improvement in antenatal
engagement leads to improvement in pregnancy
outcomes.
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Conclusion

Women residing in the opposite extremes of
socioeconomic deprivation accessed the antena-
tal service in a similar manner but appeared to
differ in how they perceived and interacted with
the service. Women from higher socioeconomic
backgrounds may have been more likely to
engage with the antenatal service than women
from lower socioeconomic backgrounds. As
engagement levels may be one method by which
to predict and improve pregnancy outcomes, a
more equitable antenatal service may need to be
developed through the early identification of
those women at risk of non-engagement. This
early identification, in conjunction with an
adaptation of care, towards the modifiable
aspects of engagement such as the professional
approach and the recognition of health literacy
levels are key areas for future research.
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