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An indicator of adverse pregnancy outcome in
France: not receiving maternity benefits

Beatrice Blondel, Marie-Josephe Saurel-Cubizolles

Abstract
Study objective-The aim was to compare

the social characteristics, the pregnancy
outcome, and the antenatal care of women
in France who did not receive maternity
benefits to women who did. These benefits
(860 FF, approx £86 per month) are given to
every pregnant woman, starting in the
second trimester. Payments are made on
the condition that at least three antenatal
visits are made, the first being before the
end of the first trimester.
Design-The study involved a random

sample of women who were interviewed
after delivery during their stay in hospital.
Data on pregnancy outcome were collected
from medical records.
Setting-The study was carried out in

four public maternity units in different
regions of France.
Participants-1692 women were included

in the analysis (86 8% of the selected
sample). Of 257 exclusions, 40 had multiple
pregnancies, 189 had missing data, and 28
did not answer the question concerning
maternity benefits.
Measurements and main results-4 3% of

the women did not receive any maternity
benefits. These women lived in poorer social
conditions than thewomen who received the
benefits. They had a higher preterm
delivery rate, after controlling for risk
factors in a logistic regression. Women
without maternity benefits were
characterised by a lower level of care, yet
the majority began their antenatal care
during the first trimester or had more than
six visits.
Conclusions-Not receiving maternity

benefits during pregnancy is an index of an
underprivileged situation and a risk factor
for pregnancy outcome.
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In France every pregnant woman receives a

monthly grant of860 francs (approximately £86),
which is paid from the start of the fourth month of
pregnancy and up until the child is three months
old. The amount of this grant is revalued twice a

year, as are all the other family benefits. The aim
of the maternity benefits is to provide parents
with resources at a time when there are many

additional costs, and to give women an incentive
to have at least a minimum amount of medical
care. The grant is paid on condition that women
make at least three antenatal visits: the first before
the end of the first trimester of pregnancy, the
second during the sixth month, and the third

during the first half of the eighth month. At each
of these visits, the care giver attests that the
woman attended, s(h)e completes a form, and the
pregnant woman sends it to the agency which
manages the maternity benefits. Payment of the
benefits is related to care; ifa woman misses one of
these three visits, payments can be cancelled for
several months.
The minimum care related to maternity

benefits is much lower than the standard
recommended by the French obstetricians, which
is around seven visits. 1 It is also low in comparison
to the care actually received by pregnant women:
in 1981 510% of the women received seven
antenatal visits or more.2
This policy relating a minimum amount of

antenatal care to substantial benefits may have an
impact, in underprivileged women in particular,
as inadequate care (very low number of visits or
late care) is more frequent in women of low social
class than in other women,34 and as women living
in poor social conditions have a higher risk for
having a preterm delivery or a low birthweight
baby.5 6
The impact of the maternity benefits on

antenatal care is not very well known. Ten years
ago, we found that in areas where the standards of
medical care were high the link between maternity
benefits and antenatal care had little influence on
the number of visits; however, this link still
represented a safety net in underprivileged areas
where women had a low number of visits.7 At
present, no national figures are available on the
proportion of women who do not receive their
maternity benefits and we do not know the
reasons and the consequences of such situations.

In the present study, we wanted to know if the
women who did not receive their maternity
benefits belonged to the group expected to benefit
most from this policy, ie, socially disadvantaged
women and high risk women. Furthermore, we
compared the pregnancy outcome ofwomen who
missed their benefits and women who received
them. Finally, we studied the antenatal care
received by the women in order to determine the
role of missing visits in the payment of the
maternity benefits. We used data from a sample of
1692 women interviewed after delivery, in local
maternity units.

Methods
The survey was conducted between April 1987
and May 1988 in four public maternity units: two
units were located in the suburbs ofParis, one unit
was in the north, and one was in the east of France.
A random sample of 1949 deliveries was drawn in
the units.
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Data on social situations and antenatal care

were obtained by interviewing the mother two to

four days after delivery. Data on pregnancy

outcome were collected from medical records.
We excluded a total of 257 women from our

study: 40 women because of multiple pregnancy,

189 women for whom data were missing because
of early discharge after delivery, language
difficulties, refusal or maternal handicap, and 28
women who did not answer the question
concerning maternity benefits.
The social and demographic situation of each

woman was characterised by age, parity,
education, nationality, occupation, and
cohabitation with the child's father. Women were

classified as having a low level of education if they
never attended school or if they left school before
completing the fourth year of secondary
education; generally this level of education
corresponds to the end of compulsory schooling.
We considered housewives, students, or

unemployed women as women without
occupational activity. We also considered the
occupational activity of the child's father ifhe was
living with the woman.
Two neonatal characteristics of the newborn

were studied: birth weight and gestational age.

Gestational age was calculated from the date ofthe
last menstrual period. When this date was not

available, we used the gestational age estimated by
the hospital staff. A preterm delivery was defined
as birth occurring before 37 completed weeks of
gestation.
The following characteristics of antenatal care

were studied. The first was the total number of
antenatal visits, three visits being required to get
the maternity benefits, a minimum of four visits
being recommended by the Ministry of Health,
and about seven visits being recommended by the
medical profession. This variable did not take into
account the timing of the visits, so some women

may have had three visits but not the three specific

Table I Proportion of
women who did not
receive the maternity
benefits by demographic
and social characteristics.

No maternity benefits

n %

Age (years)
<20
20-24
25-29
30-34
>35

Parity
0

1
2
3

Educational level
low

high

Nationality
foreigner
French

Occupational activity
no
yes

Cohabitation with the
child's mother
no
yes

Occupational activity'
no

Woman

81
435
631
381
159

11-1
5-5
2-5 p<0 01
4-2
4-4

645 4-5
535 2-8
297 3-7
215 7 9

p <0-05

454 7.3 -Pf'001224 3 1 ) p

240124 9 p<0-001
1452 2-8

743 7 0
949 2-1

Child's father

167 14-4
1520 3 2

145 90
1AA') A. Iyes 14s, ,-

'Fathers who were not cohabiting were excluded

p<0-00l

p<0-00l

p<0-01

visits required for the maternity benefits. We also
considered the date of the first visit, knowing that
this visit had to be made before the 16th week of
gestation in order to receive the maternity
benefits. We also took into consideration whether
the women had seen a professional qualified in
obstetrics (obstetrician or midwife) at least once.

For the analysis we compared the women who
received at least one payment of the maternity
benefits and the women who did not receive any

benefits before delivery. Comparisons were made
for social and demographic characteristics of the
women, pregnancy outcome, and antenatal care

using Pearson's X2 test. We compared maternal
characteristics of the two groups adjusted for
nationality because French women and women

from abroad have very different lifestyles. For this
comparison we used the Mantel-Haenszel x2 test.

In order to take into account all of the maternal
characteristics related to receiving benefits we

carried out a logistic regression. This method was

also used to study the relationship between
maternity benefits and preterm delivery, after
considering the other relevant risk factors. The
statistical analysis was conducted with SAS
software. Data are presented as odds ratios (OR)
with 95% confidence intervals (CI).

Results
In the sample, 4 3% of the women said that they
did not receive any payment of the maternity
benefits before their delivery. The proportion of
women without maternity benefits varied
according to the demographic and social
characteristics ofthe women. This proportion was
higher in young women, grandmultiparae, foreign
women, and women who were not cohabiting with
the child's father (table I). A low level of
education and no occupational activity in women
or in the children's fathers were also associated
with not receiving maternity benefits.
The relationship between maternity benefits

and maternal characteristics controlled for
nationality is shown in table II. In both French

Table II Proportion of women who did not receive the
maternity benefits by maternal characteristics adjusted
for nationality.

French women Foreign women
No maternity No maternity
benefits % benefits % S

Age (years)
<25 (448) 49 (68) 162
>25 (999) 1-9 (172) 11-6

p<O.OOl NS p<001

Parity
0 (564) 28 (81) 16-1
1-2 (735) 2 3 (97) 9 3
>3 (153) 52 (62) 145

NS NS NS

Educational level
low (331) 39 (123) 16-3
high (1116) 2 4 (108) 10-2

NS NS p<0 05

Occupational activity
no (573) 4 5 (157) 15 3
yes (869) 1-5 (80) 8-8

p<O-001 NS p<0-001

Family status
not cohabiting (146) 13-0 (21) 23-3
cohabiting (1301) 1-7 (219) 11 9

pp<O-001 NS p<0-001
S1 = Relationship between matemity benefits and social
characteristics adjusted for nationality

212



Maternity benefits and pregnancy outcome

and foreign women, the proportion a
did not receive the maternity benefi
when the women were young, when t
educational level, when they had no
activity, or when they were not col
the child's father. Differences wer
significant in the subgroups but, oI
the overall tests, we found a
relationship between the receipt
benefits and maternal characteristic
parity, after controlling for natior
adjusting for each maternal chara
relationship between benefits and na
always significant (p < 0 001).
When all these maternal charact

parity, educational level, nationality
and cohabitation) were taken into aco
to receive maternity benefits was
related to foreign nationality (OF
CI = 3-2-9 5), no cohabitation (OF
CI=2 7-8-8), and no occupatio
(OR=2-1; 95%o CI=1-1-3-7), bul
longer related to age, parity, and educ
The proportion of deliveries befor

gestation was higher in women witho
benefits (18 3%) than in the other wc
(p < 0001). Birthweight was lower i
who did not receive maternity benefit
other group but the differences
significant: the mean birthweight w:
518) g in women who had not received
and 3284 (513) g in women who had re
(p > 0 05), and the proportion of babi
less than 2500 g was 977% and 5.6%
in these two groups (p > 0-05).
We found that women who did

maternity benefits had characteristic
known risk factors for preterm delivei
The relationship between the lack c
benefits and preterm delivery was mea
taking into account the other risk I
logistic regression (table III). Failur
maternity benefits was significantly
preterm delivery after controlling fc
factors: OR = 2 1, 95% CI = 1 1-42.
Table IV shows that antenatal ca

important in the group without materr

Table III Adjusted odds
ratios of preterm delivery
with 95% confidence
intervals (CI) (logistic
regression analysis).

Table IV Antenatal
care and receipt of
maternity benefits.

Odds ratio 95° (I
No maternity benefits 2-1 11-4-2
Low educational level 1 2 0 8-1-8
Foreigner 12 0-7-1 9
No occupational activity 1-7 1*1-2 5
No cohabitation with the

child's father 1 5 09-2-6
Number of women= 1660

Maternity benefits

No Yes
(Oo) (Oo)

Number of antenatal visits
0 8-6 00
1-2 43 03
3-4 20-0 6-0
5-6 10-0 155
>,7 57-1 78-2

(70) (1614)
First visit after 15 weeks

of pregnancy 35 7 7.3
(56) (1518)

No visit to obstetrician
or midwife 23-5 3-4

(68) (1607)

fwomen who
its was higher
they had a low
occupational
habiting with
'e not always
n the basis of

significant
of maternity
:s, except for
nality. When
icteristic, the
itionality was

teristics (age,
, occupation,
count, failure
significantly
Z=55; 95%
Z=4-8; 95%
onal activity
t it was no
ational level.
e 37 weeks of
ut maternity
cmen (6 8o%)
in the group
ts than in the

were not
as 3179 (SD
I the benefits

than in the other group. Women who had less than
three visits comprised 12 90' ofthe group without
maternity benefits and 0Q3O0 of the other group.
The proportion of women who started their
antenatal care after the deadline defined by the
regulation (the 16th week ofgestation or later) was
35-7% and 7.30j respectively in these two groups.
However, the date of the first antenatal visit was
not known for 22.2qo of the women without
maternity benefits and 6 30o of the women with
maternity benefits (p<0-001). The care givers
were different in the two groups: visits to an
obstetrician or a midwife were less frequent in the
group of women without maternity benefits than
in the other respondents.

Despite the low level of antenatal care among
the women who missed their maternity benefits,
more than halfofthese women made at least seven
antenatal visits. In the group of women without
maternity benefits we compared the number of
antenatal visits according to the maternal
demographic and social characteristics. The
number of visits was not related to age, parity,
occupational activity, or educational level.
Women who made less than seven visits cohabited
less frequently (50%/0) than women who made
seven visits or more (880o) (p<0 02) and they
were more often French (70O0 and 480o
respectively; p = 0 06).

oceived them Discussion
ies weighing This study shows that women who did not receive
respectively maternity benefits were socially disadvantaged

and they had a high preterm delivery rate. Women
not receive without maternity benefits also had a lower level

-s which are of antenatal care than the other women.
ry (table II). Nevertheless, the majority of them had made at
)f maternity least seven visits.
asured while The studied population was not representative
factors in a of the women who delivered in 1987 in France.
e to receive The maternity units were located in large towns,
7 related to their case mix was characterised by a high
)r the other proportion of semi-skilled or unskilled manual

workers,8 and the proportion ofwomen under 20
re was less years of age and foreigners was higher in our
iity benefits sample than in the overall population of women

who gave birth in France.8 9 This selection may
have overestimated the proportion ofwomen who

cG) s did not receive any maternity benefits, but
p <005 national figures are not available to confirm thisNs
NS hypothesis.
p < 005 Women who did not receive their maternity
NS benefits had a higher preterm delivery rate than

the other women; a shorter duration ofpregnancy
might give them less opportunity to get their
benefits before delivery. Nevertheless, when the

-first antenatal visit is made on time (ie, before the
16th week of gestation) pregnant women can
receive the first payment of their maternity
benefits during the fourth month of pregnancy.

p <0.001 Thus all the women who had a preterm delivery,
even if it was very preterm, should have received
the first payments of the maternity benefits.

Despite the fact that the policy related to
p<0.001 maternity benefits is aimed at reducing financial

difficulties and preventing adverse pregnancy
outcome, the lack of these benefits was more

p <0001 frequent among women who lived in poor social
conditions and who were at high risk for preterm
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delivery. The various reasons for not receiving
any payment of the maternity benefits during
pregnancy may be: no qualifications for these
benefits, no claim or late claim for the benefits, or
no antenatal visit or very late antenatal care.

Maternity benefits are provided for women
who live in France; thus women who immigrated
very recently or who are staying in France illegally
are not allowed to claim these benefits. Some
other women may not know of the maternity
benefits or of their relationship with antenatal
care. The name ofthe benefits and their payments
have been modified since their introduction in
1953, but the conditions relating payment to
antenatal care have not changed. Thus women
who do not know these regulations are most likely
to be socially isolated or recent immigrants, or
immigrants with language difficulties. The lack of
maternity benefits may be more frequent among
women who have difficulties in writing letters and
in understanding the process for obtaining the
benefits. In France, poor social conditions also
characterise people who are not reimbursed for
their medical expenditure by Social Security'0
because the administrative procedures which are
requested are often too complicated for those such
as the unemployed, homeless, or single." 12

Since maternity benefits depend on antenatal
care, social inequalities which are usually
observed in the number of antenatal visits and in
the delay of the first visit3 I may have
repercussions on receipt of the benefits. For
example, delay in confirming the pregnancy and
in having the first antenatal visit may be longer in
single women than in other women because of
denial of the pregnancy, anxiety about
confronting the medical doctor and the family, or
fear of being coerced into having an abortion.'3
Some other women may have missed their
maternity benefits because of financial difficulties
related to having antenatal care: in most places
where care is provided, women must pay for the
care at the time of the visit and they will be
reimbursed later at 70, 80, or 100%, depending on
the type of care and the period of pregnancy.
Thus the lack of maternity benefits is often the

result of inequalities both in the access to benefits
and in the use of medical care, and could be
considered as an index of very underprivileged
situations.
The women who did not receive their maternity

benefits had a preterm delivery rate twice that of
the other women. At present the effectiveness of a
large amount of antenatal care is unknown but it
seems that the lack of antenatal visits is related to
poor pregnancy outcome,14 15 and the preterm
delivery rate may be two or three times higher in
women without care. 16 In our population, only six
women had no care and, of these women, one had
a preterm delivery. Some other women without
maternity benefits had a very low level ofcare (late
care or few visits), which also may have had an
effect on the preterm delivery. Very poor social
conditions may be another reason for the higher
preterm delivery rate observed in women without
maternity benefits. For women on low income,
the benefits represent a substantial help in facing
the extra costs of pregnancy and childbirth. They
may help these women to have adequate diet, to
reduce tiring living conditions, and to decrease

the stress of trying to cope with too little money.
We do not know what are the effects of the
financial benefits on the health of either mother or
child; nevertheless several studies suggest that
poor psychosocial conditions represent risk
factors for preterm delivery.'7 18
We do not know whether this policy for

maternity benefits was effective in insuring a
minimum antenatal care for every woman. It may
have an effect on early care since French women
have their first visit very early: in 1981 96% had
medical care during the first trimester of
pregnancy (B Blondel, unpublished data). The
timing of the first visit is rarely known in other
countries,'9 but in1981 in the USA, 76% of the
pregnant women had care before the fourth
month of pregnancy and this figure has not
changed since that year.'9 Furthermore, 10 years
ago, in an area with a low standard ofmedical care,
we found that the women who had three or four
antenatal visits were familiar with the conditions
relating maternity benefits to antenatal visits.7
These results suggest that for women who do not
want to or cannot have a great number of visits,
the number of visits required for the maternity
benefits can be a safety net to ensure a minimum
level of care.

In France, the possibility of dissociating the
receipt of maternity benefits and antenatal care
has often been evoked. Two reasons for this are
given. First, almost all women seek out medical
care early on in their pregnancy, and secondly
certain very underprivileged women do not
receive these benefits. However, it is difficult to
dissociate maternity benefits from antenatal care
because every women has to send a medical
certificate, proving that she is pregnant, to the
organisation in charge of payments. Thus in
Great Britain pregnant women send a certificate
of expected confinement to apply for maternity
benefits. But in contrast to the British example,
the distribution of maternity benefits in France
begins relatively early on in pregnancy. Therefore
pregnant women should have a first medical
examination within the first few months of
pregnancy. This organisation seems very
important in so far as one way to prevent
inadequate antenatal care and a very low number
ofmedical visits is to promote early antenatal care.

Insofar as it is difficult to separate the
distribution of maternity benefits from antenatal
care, a question which needs to be considered is
how the number of women who do not receive
these benefits can be reduced. Some women begin
their antenatal care early or have numerous visits
without receiving maternity benefits. Such a
situation is difficult to avoid for recent immigrant
women or women who are staying in France
illegally, but for the others the lack of benefits
could be prevented if the care providers, or the
social workers in the antenatal clinics, checked
whether every woman was familiar with the
relationship between antenatal care and maternity
benefits and whether she had taken the necessary
administrative steps in order to ensure the receipt
of these benefits. It seems more difficult to
improve the condition ofwomen who missed their
benefits because of no care or late care. In these
cases, the questions which must be considered
have very little to do with the functioning of the
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benefits-antenatal care system. They are related
to the situations specific to the most
underprivileged women. Some ofthe issues which
need to be examined are free medical care,
appropriate behaviour of the medical staff of the
antenatal clinics, education about the importance
of preventive medical care, and prevention of
unwanted pregnancies.

CONCLUSION
The system of maternity benefits related to
antenatal care probably has the most beneficial
effect for underprivileged women because these
benefits substantially increase the family
resources, and the system promotes medical care
and thus counterbalances the social inequalities
usually observed in the use ofprimary health care.
Our results show that this objective is not
completely reached.
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