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Abstract

BACKGROUND—Early access to quality prenatal care is an essential component of improving 

maternal and neonatal outcomes as it allows for early intervention and risk stratification. Women 

who receive late or infrequent prenatal care are at high risk for complications including preterm 

birth, infant death, and stillbirth. We sought to better understand the barriers Spanish-speaking 

women face in accessing quality prenatal care and to identify facilitators in obtaining timely 

quality prenatal care.

METHODS—We recruited a homogeneous group of 11 women with Spanish as their primary 

language who were pregnant or had given birth within the last six months. We then conducted two 

focus groups in Spanish. The focus groups were recorded, translated, and transcribed, and then 

coded using grounded theory.

RESULTS—In our cohort of participants, the three major themes included desire for psychosocial 

support, health care system logistics, and barriers due to Latinx ethnicity.

LIMITATIONS—Our study has several limitations, including a small sample size and single site 

design.
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CONCLUSION—Latinx women experience unique barriers to care including language barriers, a 

lack of cultural competency on the part of health care personnel, and ethnic discrimination. 

Additional research is needed to develop patient-centered interventions to address these barriers.

Early access to quality prenatal care is an essential component of improving maternal and 

neonatal outcomes as it allows for early intervention and risk stratification [1]. Women who 

receive late or infrequent prenatal care are at high risk for complications including preterm 

birth, infant death, and stillbirth [2, 3]. The Healthy People 2020 campaign and American 

College of Obstetricians and Gynecologists have identified early and adequate prenatal care 

in the first trimester as an important quality metric in the United States [1, 4], with the goal 

of 83.2% for all women by 2020 [5]. In 2016 in North Carolina, 77.8% of women had 

adequate prenatal care while 16.0% had inadequate prenatal care [6]. For Latinx women, 

23.7% had inadequate prenatal care while only 11.6% of white women had inadequate care 

[6]. While no group has met the 2020 goal, a large health inequity is present for Latinx 

women in North Carolina.

In order to meet the goal as defined by Healthy People 2020, women must have first 

trimester access to prenatal care and return for the recommended number of prenatal visits 

during the pregnancy [5]. Multiple studies have found that common barriers to obtaining 

timely, adequate prenatal care for all women include lack of access to transportation and 

child care, unmet needs for work leave to attend appointments, lack of knowledge of 

pregnancy, inability to find a clinic or obtain a timely appointment, difficulty obtaining 

insurance, and the inability to pay for care [7, 8]. Not only can accessing prenatal care be 

challenging, finding culturally competent, quality prenatal care is challenging for women of 

color specifically. Several studies of Latinx women have been conducted in several states 

including Texas, Florida, California, Kentucky, and Tennessee which found barriers 

including long wait times, dislike of exams, transportation, language barriers, cultural 

sensitivity, and undocumented status [9–14]. One study was performed in North Carolina, 

but it was more than 10 years ago [15].

Several theoretical frameworks have been adapted to fit prenatal care. Phillippi adapted the 

prenatal care models of Aday and Anderson [16] to form the motivation-facilitation theory 

of prenatal care access [17]. Phillippi’s model states that maternal motivators + health care 

facilitators = access to prenatal care. This allows for a clinically applicable theory to explore 

access to prenatal care and novel innovations to increase access. Sword and colleagues 

adapted Donabedian’s quality of care model of care: structure, process, and outcomes to 

prenatal care with three categories, including structure of care (including access, physical 

setting), clinical care processes (screening, health promotion) and interpersonal care 

processes (emotional support, respectful attitude) [18].

Every state has a different health care system for prenatal care, and North Carolina is no 

different. As North Carolina does not participate in Medicaid expansion, non-pregnant, non-

parenting, low-income women do not have access to Medicaid prior to pregnancy and must 

apply for Medicaid with each pregnancy [19]. Moreover, North Carolina does not participate 

in the “Unborn Child” option which allows for coverage of prenatal care for undocumented 

women, so undocumented women are not eligible for the Children’s Health Insurance 
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Program (CHIP) or Medicaid funding for prenatal care [20, 21]. Additionally, North 

Carolina’s Medicaid system is unique in that it has created Pregnancy Medical Homes 

throughout the state to address quality of care in prenatal care [22]. This has occurred since 

the last study of prenatal care quality in North Carolina [15].

By conducting focus groups of Latinx women who were pregnant or recently pregnant, we 

investigated the barriers that Latinx women in North Carolina face in obtaining prenatal care 

and elicited patients’ desires and expectations for prenatal care. As each state’s prenatal care 

system is unique, and literature has noted that Latinx women face unique barriers to prenatal 

care, we aimed to explore the systemic barriers to accessing quality prenatal care for 

Spanish-speaking women in North Carolina.

Methods

In order to better understand the barriers and facilitators for Spanish-speaking Latinx women 

in accessing quality prenatal care, we conducted two focus groups. Institutional Review 

Board approval was obtained from the University of North Carolina prior to recruitment.

Recruitment

We recruited a purposeful sample of a homogeneous group of Spanish-speaking women in 

the Raleigh-Durham area of North Carolina, in the catchment area of the University of North 

Carolina Hospital, through the use of Spanish language flyers in multiple obstetric and 

prenatal clinics in the area, as well as in-person recruitment in the clinics. Participants were 

asked to contact the bilingual study coordinator via telephone if interested. Brief telephone 

interviews were conducted to collect basic demographic information and to screen for study 

eligibility. Incentive payments of $50 per session were provided to participants for 

participating in a single focus group. Additionally, on-site child care and meals were 

provided to participants and their children.

Eligibility

Participants were eligible for the study if they were currently pregnant or had an infant less 

than six months old, obtained prenatal care in the United States, primarily spoke and read 

Spanish as opposed to English, and were more than 18 years old.

Demographic Information

At the time of the telephone interview, we obtained basic demographic data including age, 

country of origin, and prenatal care clinic location and type. We also assessed acculturation 

via the Short Acculturation Scale for Hispanics (SASH) questionnaire [23, 24], which 

includes four questions: “In general, what language do you read and speak?”, “What 

language do you primarily speak in the home?”, “In what language do you usually think?”, 

and “What language do you usually speak with friends?” All participant data were captured 

onto a REDCap secure database [25], which was not linked to focus group transcripts to 

protect participants’ anonymity.
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Focus Groups

Both focus groups were conducted in Spanish at a community church, facilitated by the two 

bilingual authors (GL, KF). Focus groups lasted approximately 1.5 hours each. No 

participant was included in both focus groups. Participants provided written and oral consent 

prior to the study, and we utilized a focus group guide consisting of open-ended questions 

(Table 1).

Analysis

We performed univariate analysis on the demographic data collected at focus group 

enrollment with Stata 14.1 software (College Station, TX: StataCorp LP). After each focus 

group was completed, a third-party transcription and translation service performed a word 

for word transcription and translation into English of the focus group audio recording. The 

transcripts were then uploaded into MAXQDA (VERBI Software, 2017) for qualitative 

analysis. Two of the authors (KF, GL) coded each interview using grounded theory to 

identify emergent codes. Conflicts were adjudicated between the two coders through 

discussion and clarification of the codebook. We then sorted the transcript segments by 

codes and identified main themes. We built themes by identifying patterns in the emergent 

codes. Throughout the process of developing themes, we returned to the original transcripts 

to ensure that the themes reflected the totality of the focus groups. An audit trail was 

maintained with recordings, transcripts, codebook with memos, study protocol, and 

interview guides.

Results

Recruitment and Participation

We screened 17 potential participants and all 17 were deemed eligible. A total of 11 women 

participated in the two focus groups. Seven participants were in the first focus group and 

four in the second.

Demographics

In our cohort, the mean age was 31 (S.D. ± 7.1) and the median score on the SASH 

questionnaire was 1.4 (IQR 1.3, 2) signifying that they mostly speak, read and think in 

Spanish rather than English (Table 2). Most women (55%) obtained prenatal care from a 

public health department. The most common country of birth was Guatemala.

Coding and Themes

A total of 10 codes emerged from coding of the two focus groups, which were organized 

into three themes: desire for psychosocial support, health care system logistics, and barriers 

due to ethnicity (Table 3). The participant dynamic in both groups was one of rolling 

consensus-building, with women echoing similar experiences and building upon each other’s 

experiences. Many of these codes were both facilitators, when an element was present, and 

barriers, when a need was not met. For example, on the code of language, some women 

experienced difficulties with communication during clinic appointments, while others had 

providers who spoke their primary language, which was a facilitator to their care.
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Desire for psychosocial support.—Throughout the focus groups, an overarching 

theme arose that women wanted more psychosocial support during pregnancy from partners, 

mental health counselors, providers, or family. Many of the participants felt alone during the 

pregnancy and desired a strong provider-patient relationship. They strongly desired that 

providers be consistent throughout the prenatal period to help establish this relationship. 

They also wanted providers to know about their life at home. This was experienced as a 

facilitator for some participants with a strong relationship with their provider. Other 

participants described patientprovider relationships as a barrier when they perceived 

impersonal care or miscommunication about plans of care (Table 4).

I always changed doctors. I said no, because who knows who’s going to be in the 

hospital that day. We want to talk with all the doctors. And I always liked one that 

treated me very well, but to the rest, I was just a pregnant lady. I mean, that’s what 

it felt like. But the doctor I liked always asked me, “How are you? How’s it going? 

How is your other daughter?” So, I would like to have just one doctor and not get 

switched around. That’s the only thing I would change.

- Focus Group #1, Speaker #3

Mental health and family social support also played major roles, with several participants 

experiencing depression during the pregnancy. Many also expressed the desire for their 

partners to be more involved in their care and pregnancy.

And aside from the expenses, also the situation in the community that – you’re 

alone. Your family isn’t here. Your friends aren’t here. You don’t have anyone who 

supports you, because during this time of the pregnancy, we feel very emotional. 

So, we need the support. In my case, especially, it’s because I was suffering from 

depression, so I was getting treatment and during that time, I got pregnant so it was 

more difficult. So, now I had that pressure about the fact that I have this illness, but 

I wanted to get well for my baby, for my other child, for my husband. But I 

couldn’t put all the load on my husband either, because he’s busy going to school 

and working. And I didn’t want to be another burden for him.

- Focus Group #2, Speaker #2

Health care system logistics.—The theme of health care system logistics included 

multiple barriers and facilitators including transportation, child care, clinic logistics, 

insurance, and awareness of pregnancy that affected timely access to and ability to continue 

to participate in prenatal care. Some participants experienced difficulties obtaining an initial 

appointment or knowing where to obtain prenatal care, while other participants found clinic 

resources that assisted them in obtaining prenatal care. Clinics created barriers due to 

inconvenient clinic hours.

I was worried and trying to get an appointment and looking for doctors and no one 

wanted to take me at first.

- Focus Group #2, Speaker #3

Then they told me, “Well, we can’t see you. Come back when you are three months 

pregnant.”
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- Focus group #1, Speaker #1

They told me, “Well, if you don’t remember how to breastfeed, here’s this person 

who can help you with this. If you don’t remember what the symptoms are, you can 

talk to this person.” And they – they told me there was help for everything there. If 

you want to speak in Spanish or if you want to speak in English. Yes, it was very 

easy.

- Focus Group #1, Speaker #6

Finances and issues obtaining insurance during pregnancy to pay for care were significant 

barriers to coming to care or obtaining all necessary tests for many participants.

So, for me it was very difficult because I am a single mother. I had a job that barely 

allowed me to live, so for me, it was really difficult to know that I had an 

ultrasound that cost over $1,000 because it was a vaginal ultrasound, not one over 

the belly. So, it was too much for me.

- Focus group #2, Speaker #1

Other barriers to continued quality care included transportation and child care. Participants 

voiced that they had no access to transportation or no one to care for their children during 

appointments.

I have had a very hard time getting to my appointments. I can’t drive and I don’t 

know the area around here too well. I had to ask as a favor for someone to come 

with me.

- Focus group # 1, Speaker #7

That is a challenge for me, because I have no one else to leave my daughter with 

and I have to take her with me. A lot of times, I know, right, I am aware that when 

you go, if possible, don’t take children. That’s what they’ve said.

- Focus group # 1, Speaker #4

Latinx ethnicity.—Two codes arose from the data that were unique to Latinx women: 

language barriers and experience of discrimination. Language barriers included the lack of 

bilingual health care professionals, clinics not providing sufficient interpreters, or providers 

using family members to interpret.

First of all, it’s the language because sometimes it’s a bit complicated to 

communicate or understand what the doctors are telling you. There are obviously 

translators, right? Sometimes if you ask for one, they’ll help you, but sometimes, 

you want to say something and you can’t.

- Focus Group #2, Speaker #2

Participants also experienced discrimination due to undocumented status as well as denial of 

care due to racism. Participants experienced longer wait times than English-speaking 

patients due to lack of timely interpreter services. Issue also arose getting insurance 

coverage (Medicaid) for prenatal care due to documentation status.
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For me, the hardest part was – I’m an illegal Hispanic, undocumented person, 
whatever you want to call it. So, we qualified for Medicaid for the ultrasound, but 

only for one.

- Focus Group #2, Speaker #1

One participant had an episode where a health care provider refused to provide her with a 

medication to prevent preterm birth due to her documentation status and inability to obtain 

Medicaid.

So, then the nurse came and she told me, “Do you have Medicaid?” And I told her 

no. And she tells me, “Do you have any insurance?” And I said, “No, I just applied 

to [a hospital coverage for undocumented patients].” And she told me, “Oh, well, I 

can’t give you the injection [17-hydroxyprogesterone] then.” And I said, “What do 

you mean you’re not going to give me the injection? I know that I can pay for it, at 

least make payments.” She says, “No, I can’t,” she said. “It’s my duty not to give it 

to you because you don’t have any of that [insurance].” And I – I left really sad. I 

said, “Mom, I may lose the baby again.”

- Focus Group #2, Speaker #4

Discussion

In order to better understand the barriers to prenatal care for Spanish-speaking women in 

North Carolina, we performed a qualitative analysis of two focus groups using grounded 

theory. For our cohort of participants, the main themes included desire for psychosocial 

support, health care system logistics, and barriers due to Latinx ethnicity.

Our results were similar to other studies of barriers and facilitators of care for Latinx women 

and added new insights. Similar to a review by Phillipi and a metanalysis by Downe of all 

women, we found barriers and facilitators including financial, mental health, social support, 

transportation and clinic logistics [7, 8]. Latinx women in our study also cited barriers such 

as lack of cultural competency on the part of providers and clinic staff, and language, similar 

to other studies [8, 9, 14]. Additionally, our study noted barriers not just with poor cultural 

competency on the part of clinic staff, but also with experiencing discrimination and denial 

of care at the clinic level. Other studies have also noted themes of racism in the prenatal 

clinic setting [26, 27]. As noted by Zaid and Conrad, we also found that lack of resources 

due to insurance status and provider perception of undocumented status create barriers to 

care [9, 28]. Our findings also align with the Donabedian’s quality of care model modified 

by Sword and colleagues, as we identified a theme of structure of care (our health care 

system logistics theme) and interpersonal care processes (our psychosocial support theme) 

[18].

Strengths

Although our sample size was small, we were able to capture many different barriers and 

facilitators to prenatal care in North Carolina that echoed the existing data on barriers to care 

for Latinx women. Our study was also able to capture unique barriers that Latinx women 

face due to their ethnicity and examples of how language barriers and discrimination 
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interplay with access to quality prenatal care and overlay on the health care system in North 

Carolina. We also have identified several different areas of potential interventions at the 

clinic and policy levels to mitigate these barriers to care. These potential interventions 

include adjusting clinic scheduling practices and adopting the “Unborn Child” option in 

North Carolina to allow for coverage of all low-income women irrespective of 

documentation status [29, 20].

Limitations

Our study has several limitations, including a small sample size and single site design. Due 

to difficulty with recruitment, we only were able to include a total of 11 participants, each 

attending one focus group. Enrollment decreased for the second focus group held in May 

2018, following local Immigration and Customs Enforcement raids in April 2018 [30] that 

resulted in participants not responding to any phone calls for several weeks. Our sample 

included mainly women of Guatemalan and Mexican origin, relevant primarily to the Latinx 

population in North Carolina, where 60% of the Latino population is of Mexican origin [31]. 

As the term Latinx can be applied to women of varied national origins, our study cannot be 

transferred to the experiences of other women of different national or territorial origins, such 

as women from Puerto Rico who are more represented in Latinx populations in areas of the 

United States outside of the Southeast. An additional limitation was the lack of funding to 

return our themes and conclusions to our participants for comment and correction. 

Additionally, postpartum women may have an issue with recall bias, with the circumstances 

around delivery coloring their recollection of prenatal care.

Conclusion

In order to provide access to quality prenatal care to all women in the United States, the 

experiences of Spanish-speaking Latinx mothers must be included in analyses of access to 

prenatal care. In the United States, Latinx women experience unique barriers to care, 

including not speaking the same language as most health care providers, low levels of 

intercultural competency amongst health care professionals, and ethnic discrimination. To 

achieve health equity, health care systems must adapt to meet the needs of Spanish-speaking 

women from the clinic level to the state health policy level. Additional research is needed to 

develop patient-centered interventions to address these barriers as well as to strengthen the 

facilitators of care for Latinx mothers.
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TABLE 1.

Focus Group Guide Questions

In your opinion, what is the biggest barrier or problem facing Latinx women seeking prenatal care?

What was difficult for you to obtain prenatal care?

What helps women obtain/get prenatal care?

What helped you obtain prenatal care?

In your experience, if you could change one thing about the prenatal care you received or are receiving what would it be?

What do you like about your prenatal care?

What do you not like about your prenatal care?

What do you wish your healthcare provider knew about your life when you are not at the clinic?”
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TABLE 2.

Participant Demographics

(N = 11)

Age, mean (SD) 31.1 (7.1)

SASH Questionnaire, median (IQR)
1.4 (1.3, 2)

a

Obstetric Clinic Type Public Health Department 6 (55%)

Academic OB 2 (18%)

Private OB 2 (18%)

Midwifery 1 (9%)

Country of Birth Guatemala 4 (36%)

USA 1 (9%)

Ecuador 1 (9%)

Mexico 1 (9%)

Unknown 4 (36%)

a
One participant excluded due to error in data collection
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