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CHAPTER I

INTRODUCTION

Statement of the Froblem

The value of prenatal care as a baslc preventive
service has become accepted as an lmportant phase of the
health care of pregnant women. Illost women in the United
States receive some prenatal care, but there is a wide
variation in the stage of pregnancy at which care is
initiated (1, L, 8, 10). Numerous studies (2, 9, 15, 23,
32) in maternal and child health evaluating the adequacy of
prenatal care by various indices and standards lndicate a
correlation between inadequate prenatal care and low socio-
economic status and low educational level. TUtilization
rates of medically indigent gravidae which make up the
principal teaching service of the Prenatal Clinic of the
OQutpatient Department of the University of Oresgon lledical
School seem to conform to this pattern. Data based on
gestation age at onset of prenatal care indicate that
these women tend to commence care late in the course of
their pregnancy. These findings correspond to the general
pattern found in other studies reporting a direct relation-

ship between socloeconomic facltors and utilizatlon of



health care (L., 7, 11, 16, 21). The available evidence
indicates that people of low socioeconomic status do not
accept scilentific medicine, and their beliefs and values

related to health were important factors which adversely

affected thelr receptivity to health care.

Purpose of the Study

The purpose of this study 1s to describe the
beliefs and expectations of married pregnant women concern-
ing prenatal care and to explore the relationship between
these and the stage of pregnancy in which care is initiated.
Beliefs are to be regarded as one area of behavior relating
to the individual's perceptual and cognitive processes.
Belief is to be used in the common sense of the term to
include ideas, opinions, faiths, knowledges, and views (12).
The following factors will be considered in
relation to the trimester of initiation of prenatal care,
and the social characteristics of the gravidas:

- .

1. Influence of other individuals
2. Peers
b. Panily
ce Professional personnel

2. The gravida's observations and concept of time
in pregnancy
a. Calendar
b. Symptoms in pregnancy

3. Process of initiating care



Hypothesis

For the purpose of this study it is hypothesized
that there is a significant difference between statements
which married gravida (as clinic patients) make about pre-
natal care and their behavioral practices in initiating
care .

In testing the hypothesis stated above, it will be
necessary to identify the beliefs and expectations of each
gravida toward prenatal care as a conceptual set or pattern
of concepts to determine if her verbal statements are
similar to or different from her behavior in seeking care.
The gravida's verbal statements are to be analyzed in
relation to the trimester of pregnancy in which care is
initiated. Two major types of conceptual sets will be

established and labeled by the terms medical and social.

Discussion of the Hypothesis

The increase in the general educational level of
the public, coupled with extensive health education cam=-
paigns ewphasizing the value of prenatal care, has had its

influence on the use of health services for maternity care.

>

iltheough dimensions of the concept of prenatal care have
expanded to include parent education and mental health,
prevention is the most important phase of prenatal care.

The rise in the utilizabtion of prenatal care may be con-

sidered an investment in preventive care, since it involves



the use of medical services not to treat an illness but to
ward off potential ill-health.

Lxpectant mothers in the lower socioeconomic group
are subject to various influences in thelr social situation
that 1imit their recognition of needs for preventive
practices and inhibit their seeking medical care. However,
it is likely that educational influences, both formal and
informal, have had some effect on this group of patients.
This education should allow them to verbalize to some
degree the rationale for prenatal care, although they might
not have reached the point of conforming to the generally

recommended standards of care in their behavior,

Definition of Ilajor Concepts

Preventive medical care is defined by George

Rosen (1l.), as "that service which is rendered to an

oy

apparently healthy individual to withstand the impact of
deleterious elements.® Basic to preventive care are the
periodic examination of the individual and health edu-
cation. Prenatal care may be defined sas,

the complete health supervision of the
pregnant women in order bto maintain, pro-
tect, and promote the health and well-
being of the motler, the fetus, and the
new born infant.

The objective of prenatal care 1s tTo

bring to all pregnant women a high quality
of care beginning in the first trimester
of pregnancy and continuinz throughout
pregnancy so that optimal health may be



reached, complications may be identified
in thelr incipient stage and well managed,
and guidance may be provided for all
expectant parents (29).

Limitations

The subjects who are interviewed on their initial
visit to the University of Oregon Medical School
Prenatal Clinic will be limited to approximately
thirty married primiparas without previous care.

The patient will be excluded from the sample if
she or the physicilan are in doubt about the diag-
nosis of pregnancy.

The study will focus on the cognitive aspects of
behavior toward prenatal care, rather than the
affective aspects.

The utilization of a non-probability sampling
design limits the extent to which the findings
may be generalized.

No attempt will be made to rate adequacy of

prenatal care or the gravida's knowledge of
pregnancy or childbirth,

Assumptions

An individual's ideas and behavior toward health
are soclially and culturally conditioned by a
complex of factors such as socioeconomic status,
educational level, and commonly shared behavioral
characteristics.

An understanding of any individualt!s beliefs and
behavior toward prenatal care must be based on
observation of the behavior of individuals,

The beliefs and behaviors of expectant mo thers
toward prenatal care may be identified, systema-
tized, and interpreted.

In general, expectant mothers attending a
publicly supported prenatal clinic may be
regarded as members of the lower sociloeconomie
ZTroup. ‘



Significance of the Problem

One of the perplexing problems to members of the
various health professions is the lack of responrse to
health education measures, and the relatively low utili-
zabtlon of preventive medical services in the lower socio-
economic groups. The high incildence of perinatal mortality
and inadequate prenatal care among these groups has been
consistently documented in various studies (2, 20, 22).

In writing about the reoccurring evidence of the gaps that

exist in the inadequacy of prenatal care in the lower

income groups, Rosenfeld states that (15),
The marked variations in adequacy of pre-
natal care among the various groups in the.
comrunity,....should be a source of concern
to hospitals, public health organizations,
and the medical profession. Rach group has
responsibilities for education of the
public concerning the importance of ade-
quate prenatal supervision. Studies should
be undertaken possibly on a cooperative
basis among various interested agencies to
further clarify reasons for inadequacy of
prenatal care.

“4illie (30), in a recent ecological study of infant
mortality points out that the reason why pregnant women in
lower-income families do not seek prenatal care, even when
1t may be available without charge, is a sociological
problem worthy of research and study. He indicates that
one possibility is that lower-income people are constricted

in their ability to reach out to community health and

welfare services for help. A second possibility is that
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many lower-income women do not know what services are avail-
able. A third possibility is that variations in the use of
medical services during pregnancy may be a "function of vari-
ation in cultural values of different populations of people."

A basic premise of this study is that the data made
available through a process of identifying the clinic gravida's
concepts and rationale for prenatal care would provide infor-
mation which could be used to help improve prenatal care.
Knowledge about the ekpectant motherts ideas concerning pre-
natal care, and how these are related to her use of medical
care facilities, has implications for curriculum changes and
for parent educatlon classes in the outpatient clinie.

Ozzie Simmons, in his review of suggested areas for
research on éocial class and public health asserts that (21),

The available evidence on the subcultures

of lower-status people, scanty though it is,
indicates that there may be sufficient
divergence between lower~class value patterns
and the middle-class values embodied in
public health precepts and practices so that
the latter may have little relevance to the
felt needs of the lower-status public.

Since lower-status groups are the major
target of public health effort, relevant
research in public health must systemati-
cally take into account the idea and action
patterns and values of these groups. In
order to help the patient learn, the health
worker must know the reference points from
which the patient starts. To encourage new
learning, the health worker must know about
the obstacles inherent in the patient's old
learning and how much these can compete with
public health teachings or make them mean-
ingless. '



It is hoped that as a result of this study, some
relationship will be shown between an expectant mother's
behavior and her views toward prenatal care. This infor-
mation possibly may lead to further insights for further

research.

Design for Research

In order to study certain aspects of maternal
bshavior felated to the initiation of prenatal care an
interview schedule consisting of open-ended questions,
reviewed in Chapter III, was used. The interview schedule
was constructed to elicit responses regarding the gravida'ls

soclial characteristics and her conceptilons toward prenatal

care. Interview replies were recorded verbatim.

Procedure
The procedure for the study was as follows:

1. The target population was selected for study from
among the patients in the Frenatal Cliniec of the
University of Oregon Medical School.

2. An open-ended interview schedule was constructed
to obtain the data.

3. The interview schedule was pretested in the pre-
natal clinic.

li. Standard categories for the purpose of coding and
recording the data for analysils were deteruined.

5. The qualitative data were categorized for general
content analysis and bto explore several aspscts
of maternal behavior towards prenatal care.

6., Conclusions were drawn and recommendations were
made .



Definitions

For the purpose of this study the following category
sets were established to code the gravidats concepts of pre-
natal care:

l. HMedical
a. Freventive: +those patients who view prenatal

care as a means of averting, or detecting a
pathological conditilion or ill health.

b. Therapeutic: those gravidae who visit the
physiclan for short term relief of syuptoms
or because they feel 111l.

¢c. Miscellaneous: those gravidae who seek prenatal
care for medical reasons other than those stated
above. {e.z. obbtaining a bed for delivery).

2. Social: those individuals who seek prenatal care
Tor non-medical reasons {(e.g. group pressures).

The criteria for defining the stage of pregnancy will

be on the basis of trimester months:

|

Flrst trimester: one to three months
Second trimesters: four to six months

Third trimester: seven to nine months

Overview of the Study

The remalnder of the thesis is organized and pre-
sented as follows:

Chapter II, contains a survey of the literature and
related studies.

Chapter III, provides a report of the procedure and
findings.

Chapter IV, is the summary, conclusions, and recom-

mendations for further study.



CHAPTER IT
REVIEW OF THE LITERATURE AND RELATED STUDIES
In approaching the review of the literature an

effort has been made to examine the significant social and
cultural Tactors which influence the acceptance and utili-
zation of health care., In attempting to specify the vari-
ous factors influencing behavior in utilization of health
care, focus shall be placed primarily on general studies
concerning people!'s ldeas and attitudes toward health, ill-
ness, and medical care. Variations in the utilization of

prenatal care will be considered in detall.

Cultural Aspects of Health

Saunders (17), in Culbural Differences in ledical

Care; and Paul (13), in Health, Culture, and Community
shovw how héalth behavior is influenced by soclocultural
factors and attitudes toward medical care. These authors
have sought to correlate categories of illness and forms of
medical care with specified cultural characteristics.

Paul {(13), presented a series of cultural case
studies of community responses to various types of health
projects in both literate and non-literate socletles. He
indicated that many non-medical cultural characteristics

are closely associated with health behavior. His

10—



observation was that before one asked a group of people to
assume hew health habits one had to ascertain the exlisting
habits, how bthese habits were linked to one another, what
functions they performed, and what they meant to those who
practiced them. He concluded that the "threads of health
and illness were woven into the sociocultural fabrice and
assume full significance only when perceived as part of the
total design.m

The problems of medical care among the Spanish-
speaking people of the Southwest, and the folk medicine of
these people are described in an extensive study by Lyle
Saunders (17). Health beliefs, end health practices of
this distinctlve culbural group are related to a discussilon
of how these beliefs and practices affect their utilization
of professional heallth care.

Although Dr. 3aunders has focused essentially on
one cultural group, the point of view presented has impli-
cations that extend beyond the needs and problems and
relationships of any particular group., The heart of the
problem 1s to provide better health services to a popu-
lation whose members differ culturally or subculturally
from those who have a professilonal responsibility to
provide the care.

Jaunders describes and points out how the culture

the Spanish-speaking people operates as a determining
s & &

5y

O

11



12.
‘influence on their behavior. There are important cultur—
ally derived differences between the professional health
~personnel and the Spanish-speaking people and their
families which operalte to limit the quality and quantity

s
i

of health and medical services they receive. As an 1llus-
tration, a cooperative health organization designed to
provide better nealth care for over seven thousand
Spanish~-americans in rural Colorado falled because of
ineffective organization. "The means provided by the
association were not those traditionally used by the
Spanish-Americans in the area to meet their health and
medical needs." Saunders points out that the implications
of this

in the fileld of health, as in other action

programs cubtting across cultural or sub-

cultural lines, must, if they are to be

accepted, conform to existing perceptions,

beliefs, attitudes, and practices of the

group they are To affect.

liargaret Clark (6), describes the social, economic,

religious, and folkloric characteristics which affect
problems of health and illness in the low-income llexican-
Anmerican community of Sol si Puedes, California. Among
the families of this community there are beliefs and
customs regarding pregnancy,and childbirth, which directly
influence maternal health practices. Although many women

would prefer to be delivered at home, there 1is general

acceptance of obstetrical service provided by the local
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county hospital., Dr. Clark points out that there are
"meny factors involved in whether or not a woman will go
'to a doctor for prenatal care." One major factor is that

the pattern of family authority may debermine when an

(g

individual i1s free to seek and receilve medical care.
Another report concerned with the medical practices

-

of rural Spanish-Americans is that of Sister lary Lucila
van der Zerden (27). Sister lary Lucia in describing the
maternity care in a Spanish-American village of Northern
New Ilexico observed that the pattern of maternal care
consisted of practlees, institutions, and atiitudes tra-
ditional among Spanish-Americans mixed with others derived
from modern medical science. The findings relevant to the
present study are concerned with the préenatal aspects of
maternity care. &ister Lucias uses the term prenatal to
designate the entire period of gestation up to the
beginning of labor. A young expectant mother in the
village of Ranchos de Taos is dependent on her mother or
grandmother for advice concerning her condition. The
concepbs of a woman in regard to maternity are greatly
shaped by those of other women one or more generations
older than herself. The whole process of giving birth to
a child is put in a category by itself: motherhood.

"There 1s 1little or no notion of the necessity of medilecal
supervision during the whole birth cycle including the

prenatal period." TFew of the pregnant women consulted a



L
physician during pregnancy, although several were avail-
able in the adjacent town of Tao.

The author found that the mothers were qulte
reliable in their practical estimate of the date on which

birth would take place. The methods of calculation were

as follows:

1. Observe the phase of the moon on a day of
the last menses., The same phase of the
moon nine months later will be the date
of delivery. {(This is approximately 265.5
{ 29.5 x 9)) days from the beginning of the
last menses.)

2. Count back eight days from the first day of
the last menses, and then nine moons forvard.
(This 1s approximately 257.5 ({29.5 x 9--8))
days from the first day of the last menses.)

3. Count back five days from the first dayof
the last menses, and then count forward nine
months. (This is approximately 269.5 (30.5
X 9 - 5)days from the first day of the last
menses. )
li. Count nine months forward from the first day
of the last menses. (This is approximately
27Lh.5 (( 30.5 x 9) days from the first day of
the last menses.)
In 1960, six American medical scientists visited
the Soviet Union to survey maternal and child health
care {(2li1). Although they found that the patterns of pro-
viding care in the two countries differ greatly, there
exists a cormon ground of basic knowledge that can be
shared. Vhile the entire report is interesting, only the

prenatal aspects are relevant to this study. Iedical care

of the pregnant woman in the Soviet Union is characterized



by a uniformity of approach and attitude. The medical
records are the same in all sections of the USSR. This
standardization of the records tends to promote a
standardization of observation of patient management.

Warly obstetrical registration is stressed and
because the pregnant woman receives a paid vacation of
112 days, there is an incentive for her to register early
in pregnancy in order for her to be certified for this
absence from work. The working mother continues to work
through the thirty-second week of pregnancy after which
the "obstetric leave of 112 days begins,

In peneral, prenatal visits are made at monthly

intervals for the first seven months, every two weeks dur-

]

ing

» the eighth month, and every week during the ninth

G

month. Should complications develop during the prenatal
course, there is a liberal use of consultation and hospi-
talization.

Prenatal classes are usually conducted by obste-
tricians but the normal delivery is usually carried out by
a midwife.

Because of the comparative shortage of
private automobiles, an extensive ambu-
lance service is maintained throughout
Russia. In the face of a complication
of late pregnancy or in the event of the
onset of labor, the patient dials the
number of the ambulance dispatcher (i.e.
loscow 0303). A midwife on the ambu-
lance is prepared to establish the
reality of the diagnosis of labor and to
accompany the patient to the hospital (24).
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Health Behavior Related to Soclal Class

The utllization of social class as a frame of
reference encompasses not only cultural attitudes and
values, but also econonic standing,.

Simuons (21), in reviewing the social factors in
public health states that, "The individual's perceptions
of and responges to health and illness.... are conditioned
by a complex of class-linked variables that delimit what
the individual is likely to define as deviances from health
that require some remedial or combative action." Sinmons
discusses the differencegs between public health precepts
which are formulated essentially by middle-class people,
end are then directed primarily at lower-class people. He
points out the conflicts between the values of the health
worker of higher status and those of the lower status
patients.

Simmons finds that there are six major differences
in value orientations between middle-class and lower-class
norms which have import with regard to public health
emphasis on preventing illness. The six major middle class
values are; 1) Bmphasis on cleanliness. 2) Ability to
defer gratifications in the interest of long-run goals.

3) Hizh relative place of health in the hierarchy of
values. li) Rationality in planning and allocation of

regsources in the most efficient way. 5) A strong sense of

individual responsibility. &) An acceptance of scientific
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medicine. Lower class norms may contrast with these in
different ways. That is, lower class people do not
emphasize dirtiness; on the other hand, they do not accept
scientific medicine.

Numerous studlies have indicated that illness and
disability are more frequently found among the socially
underpriviledged segments of the community and that the
receptivity to health care in these groups is relatively
low.,

Koos (11), in interviewing 550 families about their
health attitudes and behavior, accumulated much valuable
data on why people think and behave as they do about health
and illness,

Koos describes some of the beliefs and health
practices in an "average small community" in upstate
New York. He indicated that the purpose of his study was
not to improve the health facilities of the community as
such but rather to do a pure research study. He utilized
a threefold division to describe the familyt's membership
in the soelal class system in the community where the study
was carried out. Class I consisted of business and pro-
fessional men, Class IT of skilled and semi-skilled workers
and farmers, and (Class III of industrial and farm laborers
and unemployed. ' The hypotheses, which he adequately

supported were that,



18
The health attitudes and behavior of a
family are related to its position in the
gsocial class hierarchy of the community,and
are significantly affected by the pre-
scriptions and proscriptions regarding
health shared by those who are members of
the seme social class. Further, there 1s
a difference in the way and degree to
which people participate in health
activities in the community which 1is
sisnificantly associated with their
membershin in a social class.

Koos reported consistent differences between social
classes 1in how they perceive the presence of illness and
their acceptance of health care. Factors which con-
tributed to these differences were variations in edu-
cational achievement, experience, an ability to purchase
medical care, in clicue-held belisfs and in actual
knowledge about health and disease.

The major reasons for not seeking treabtment were
that conditions were not considered important enoush for a
doctor's care, that the probable cost could not be afforded,
and that cultural values and group influences were against
securing treatment or utilizing medical care.

Ross (16), examines the relatilonship between social
class and utilization of medical care. Ross, utilizing
data from the 1957-1959 Hational Health Survey, reexamined
the relationship between social class and medical care. He
conecluded that, at a nationwide level, the traditional,
direct relationship between soclal class and use of phy-

gsicians 8till persists.
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In this study, interest was also directed toward
the type of service received from the physician. Here, it
was found that lower class people mainly go to the phy-
siclian, when they go at all, for felt complaint., They seek
some explanation of "what 1s wrong" and something to "fix
it up." TUpper class persons devote a greater share of their
visits to preventative care, of less urgency and without the
immediate goal of discomfort. Analysis of the data revealed
that prenatal care was actually an intermediate case, in

that some discomfort often drove the vatient to the phy-

s

o

sician's office, but yet the service rendered by the phy-
gician vas iIn the realm of preventive care.

Friedson (7), in Patients' Views of ledical Practice

"explored the attitudes and behavior of patients who have
had experilence with more than one way of organizing medical
practice, and thereby sought to suggest some of the ways in

n

|..u

which both lay and professional soclal structure figure
the utilization of medical care." The three types of medical
plans were; 1) The Family Health Malntenance Demonstration,
an experimental plan in which everyday health service was
provided by an inter-professional team working in a prepaild,
centrallzed medical group; 2) the llontefiore ledical Group,
in which service was provided by individual physicians who
worked within the framework of a prepald centrallized medi-
cal sroup; and 3) the traditional "solo" practice in which

‘everyday care wWas provided by private physiclans in a



fee-for service practice. The basic point of the book is
that medical treatment involves much more than applied
knowledge and critical expertness. The author views medi-
cal care as involving a system of relationships which
include not only the patient but the physician, how the
medical practice is organized, and the patients! comnunity
life. The data was provided by the patients through
questionnaires and interviews about the doctor and pro-
fessional practice as well as about themselves. The
practlice of the medical art, the author contends, depends
on conditilons which are sociological in character.

The patients felt that good health care required
both technically competent treatment and an interest in the
patient by the physiclan. Patients' attitudes sbout their
own illness do not exist in a vacuum but are, in reality
formed by events outside the doctor's office. An important
element contributing to the formation of lay opinions about
illness is the importance of lay inter-personal influence.
This may extend to the point where a physicilan's opinion is
rejected in favor of a lay dlagnosis. The "lay referral
system" consists of a network of consultants for potential
or actual illness. "Indeed, the whole process of seeking

help involves a network of potential consultants from the

20

intimate and informal confines of the nuclear family through

successively more select, distant, and authorative laymen,

until the 'professional!' is reached."
b
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Utilization of Prenatal Care

A major study of the New York State Department of

Health entitled, Socisl Class, laternal Health and Child

Sare, was conducted in 1958 (3). It consisted of precon-
structed interviews with mothers of three-to six month
old babies. This study was designed to explore the
relationship of social class to health.

The experience of mothers during pregnancy and
confinement and after the birth of the baby, as well as
some of the health supervision practices were solicited.
Findings were analyzed by four social class groupings,
using the Warner Social Class Scale. These findings ar
briefly summarized as follows:

Two thirds of the families did not plan for the
baby. liore families planned for the first child than they
did for other children. For the first child, it was the
lower class that had planned more than the others, while
the reverse was true for other pregnancies.

The lowest socilal class had the largest average
number of pregnancies, the highest average number of
children born dead, more born alive per mother, and the
greatest number o0f children living at the time of the
interview.

The vast ﬁajority of mothers vislted a physician

during the first trimester of pregnancy. "Seventy-five
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per cent of the women interviewed had sought care prior to

the fourth month." The month at which prenatal care was

t=h

first sought varied by socilal class, lower class mothers
tended o Séek care later during pregnancy. The higher
class mothers tended to seek care from obstebtric specialists
while the lower class rmothers were cared for by family phy-
slcigns or elinies.

A study in Aberdeen, Scotland by 3cobtt and assocl-
ates (18), was concerned with the relation of social class
and intelligence %o maternal behavior., "TIntelligence was
thought to be related to those aspects of maternal behavior
which show social differentiation, e.g. family planning and
use of social and medical services."

It was found that attendance at prenatal clinic

ok

alks was higher in the upper soclal classes. The reasons
given by patients for non-attendance varied--illness,
domestic responsibilities etc.-- but most women in the
lower class thought that 1t was better not to know much
about the process of childbirth. This same negativistic
attitude to knowledge was commonly encountered in other
fields, such as that of labor and family planning. The
lower class patients derived most of thelr information
about childbirth from relatives and friends. The only
common alternative bto gossip and folklore for most working
class wives were articles in women's magazines. This is

consistent with the findings of Koos.
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Illsely {10), in an independent study in 1956
based on more extensive data, found that the influence of
social class in determining the time of first attendance at
the prenatal clinic in England under the Nationalized Health
Program was negligible among Aberdeen primiparas. The
small social gradient which did exist was entirely attri-
buted to the fact that women who conceilved prenuptually
(more common in the lower social classes) postponed their
first atbtendance until shortly after marriage.

Late attendance, it was found, increased with parity,
particularly in the lower social classes. Women with previ-
ous abortions and stlllbirths sough prenatal care earlier
than other women of the same birth order.

The use of medical care varies among families accord-
ing to income and education, the Health Information Foun-
dation reports in a nationwide survey conducted in 1952-1953,
Families with annual Incomes of less than 13,000 did not
utilize medical skills fully and spent an average of 3112
per birth on medical services for maternity care, while
families with higher incomes of 3,000 or more spent 276,

"A general increase in educational levéls nationwide has had
its influence on the use of maternity services and on
narrowing the differences in expenditures among income
groups." The Nationwide Pamily Survey shows that promptness
in the use of maternity care is directly related to edu-

cational level. DBy the end of the first trimester of
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pregnancy, 90 per cent of college trained mothers had con-
sulted physicians, whereas only 110 per cent of the mothers
with eight years of education or less had done so. By the
end of the second trimester, the proportion had risen to
three fourths in the lowest educational group, and nearly
100 per cent in the upper two educational groups. One out
of seven mothers with an eight-grade education or less had
not seen a physician or midwife until delivery time (8)%

In a parallel survey conducted by the Health Infor-
mation Foundation in 1957-1958 (9),(five years after the
previously reported study), it was found that "women who
had a live birth at some time during a 12-month period in
1957-1958 sought medical care earlier in pregnancy and used
more physicians! services than had expectant mothers five
years earlier." In 1952-1953, 38 per cent of the women had
seen a physician during thelr first or second month of
pregnancy, while the proportion first seeing a physician by
the end of the third month was 65 per cent. In The latter
survey, the corresponding figures had risen to 51 and 77
per cent respectively. The proportion seeking prenatal
care by the end of the fourth month was 79 per cent in
1952-1953 and 8l per cent in 1957-1958., The comparable
figures at the end of the sixth month were 92 and 96.

"7hus in the early survey three per cent of the women who

saw a docbor for their delivery recelved no prenatal care



(seeing him only at delivery), while in 1957-58 the compa-
rable proportion was down to one per cent .M

In both surveys the proportions seeking prenatal
care early in pregnancy increased with family income. In

the early survey, the proportion initlating care in t©

GL

first trimester of pregnancy was li2 per cent in the
low-income group (less than 3,000 annually), 66 per cent
in the middle-income group (,3,000-4,999), and 89 per cent
in the high-income group (over 35,000). The comparable
figures five years later were 67, 77, and 86 per cent
respectively-~"a similar pattern, although the range of
variastion between low and high income groups were less
than formerly."

Similarly, in both surveys, "the proportions first
seeing a doctor early in pregmancy increased as the edu-~
cational attainment of the mother rose." In 1952-1953,
the proportion seeking prenatal care during the firs?t
trimester ol pregnancy was i2 per cent for “eight grade or
less,"” 58 for "some high school, " 72 for "completed high
school," and 90 per cent for "some college ! In 1957-1958
the comparable figures had risen for all educational
groups except the "some college" gravidas to 57, 75, and
79 and 88 per cent respectively.

A survey conducted by Brightmen et al. (L) in

Syracuse, New York in 1955 aimed to debermine the extent
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to which recipients of public assistance knew of, and
utilized, preventive medical and public health services
available to their community. The findings were compared
wilth similar data for other socioeconomic groups. It was
found that medical care facilities and services available
without financilal barriers may still not be fully utiiized.
While the public assistance women infrequently failed to
receive any prenatal care, they applied for such care much
later during pregnahoy-and,made fewer visits than the two
comparative groups.

The Los Angeles County Hospitals in a survey of
7,000 mothers delivered in 1958, found that their prenatal
care was inadequate (23). The general aim of this partiqular
study was to help define the problems of prenatal care and
to ldentify the socio-cultural groups where unmet needs were
_greatest. Prenatal care was classified as "adequate" if the
first visit to the clinic was made in the fourth month of
pregnanc&, or earlier, and if at least five visits were
made. Although there were no residence requirements for
prenatal care in health department clinics, transiency was
a factor In the adequacy of care received. Of those
patients living in ILos Angeles County less than one year,
21 per cent received adequate care compared with 31 per cent
of those living in the county more than one year.

Three of each ten county gravidas had not reached

high school, Patients with high school or college educatilon



27
were more llkely to have received adequate care.
If a patient made fewer than five visits, the
interviewing public health nurse evaluated the Important

factors which were thought to be obstacles to adequate

careé. The principle reasons for non-attendance were:;

PATIENTS ATTITUDES: PER CENT
Did not feel care was important 25
Fear of doctors and clinics 8
Did not desire pregnancy 8

LACK OF INFORMATION ABOUT NON-PAY
CLINICS 19

EXTERNAL OBSTACLES

Care of children 25
Working 10
Illness 7
MISCELLANZQUS REASONS 3l

Patient attitudes and external obstacles were almost
equal as reasons for inadeguate care. The external obsta-
cles may often have been rationalizations to Justify
"unacceptable behavior. |

This survey supported the conclusion that the
problem of providing adeguate prénatal care can be met by
broadened efforts to inform, educate, and motivate patlients
and facilitate their obtaining adequate care (23).

Yankauer and associates (32), in a study of
maternity patients who were recipients of welfare, evaluated

prenatal care and its relationship to social class
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and goclal disorganization. The patients were divided into
two groups; the control group, who had adequate prenatal
care; and the study group, who sought prenatal care late in
pregnancy. The characteristics of the women in the two
groups were carefully studied. Both groups possessed
characteristics known %o be associated with the economically
underpriviledged in our society. The results suggested that
there was a greater degree of soclal disorganization within
the study group as manifested by out of wedlock births,
greater fertility,welfare dependency, greater mobility of
the home, and lack of medical care which was available to
all. Among the patients in the study group with inadequate
care, one third saw no physician during their pregnancy
until they were in labor. The median interval between the
first prenatal visit and onset of labor in the remaining
two thirds was thirty days. The incidence of neonatal
deaths and prematurity was significantly higher in the study
group. The authors concluded that "Wfailure to seek prénatal
care, in the case of the socially and economically under-
privileged, is an outward manifestation of the rejection of
pregnancy and the loss of a sense of personal dignity.

These attitudes affeét the fetus adversely by way of
maternal nutrition and pattern of living.®

Wishik (31), in a study made in Pittsburgh, in 1952
on the reasons why women seek prenatal care, postulated that

women wWho had difficulty with a previous pregnency would
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seek care more conscientiously and earlier in subsequent
pregnancies., He found that this did not turn out to be
the case. There seemed to be no significant difference in
the extent to which prenatal care was sought by those who
had or had not had unfavorable experiences in previous
pregnancles. The one factor that did have a statistical
relationship was the amount of general education that the
women had had. Even when economic differences were con-
trolled, the number of years of attendance at school had a
strong correlation with bthe seeking of prenatal care,

Broker (5), 1in an attempt to determine why L35 out
of 3,948 San Jose, California women had no prenatal care
until the third trimester of pregnancy, interviewed seven
per cent of the group. He felt that lack of care was found
to result from a combination of finencial problems, no baby
sitters, and inadequate perception of prenatal care. He
concluded that professional workers should direct efforts

toward discoverin:s the perceptions of care held by mothers

¢

4

who did not receive adequatbe maternity care.

Daumgartner et. al. (1), relied on data from birth

©

certificates in Uew York City in 1951 fo descrlbe the
influence of socioeconomic status on prenatal care. A high
incidence of women with late or no prenatal care were found
To be from districts of low socioeconomic status.

Humerous studies have been conducted during the

past several decades on the associlation between prematurity,
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and neonatal mortality and prenatal care. Baumgartner and
Pakter (2),noted that in New York City in 1955 those
districts where the highest incidence of prematurity and
perinatal deaths prevailed were the ones that had the high-
est incidence of late or no prenatal care. These were
associated with births in municipal hospitals which care for
the lower socioeconomic groups. In FHew York Cibty, the per
cent of pregnant women with late or no‘prenatal care
inereased from 10.6 in 1951 to‘15.6 in 1955,

Baumgartner and Pakter (2),speculated that the
services offered by the ciby were so unattractive that
people did not use them and therefore did not receive the

protection that comes with early and continuing medical

®

supervision. The authors visited varlous hospitals and
gained the Iimpression that prenatal clinics were, in general,
overcrowded and understaffed, had too fev»physicians, and
often lacked adequate obstetric supervision. The authors
concluded that the 15 per cent of women who recelve late or
no prenatal care should be seen early enough in pregnancy to
benefit from that care. "This will involve better methods
of case~finding and betbter follow-up, and certainly the pre-
natal clinic must be brought 'out of the basement,! liter-
ally and fisuratively."

Shapiro, Veiner, and Densen (20), in 1955, investi-
gated the pregnancy experience of members of a New York pre-

pald health insurance plan and compared the findings with
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that of the general population of the city. The perinatal
mortality rate for New York City in 1955 was 38.1 per 1,000
live births., The corresponding figure for patients in the
prepaid health plan, after adjusting the sample for age and
ethnic differences was 23.9. The authors renported that 67
per cent of the women enrolled in the prepaid health plan
began their prenatal care in the first trimester of
pregnancy, whereas only L7 per cent of New York women gener-
ally initiated prenatal care this early.

In a similar study in the District éf Columbia (22),
Swartz and West utilized data derived from official birth
certificates to ildentify the population groups not receiving
prenatal care and to study the association between lack of
prenatal care and neonatal mortality. The authors found
that the per cent of women with no prenatal care rose from

six per cent in 1952 to 11 per cent in 1956.

k3

he findings indicated that lack of prenatal care
vias greater for non-white, medically indigent patients,
even though medical care was avallable to these people at
the municipal hospital.

The association between neonatal mortality and lack
of prenatal care was found to be 2% btimes as great for
mothers who had received no prenatal care as for those
receiving some prenatal care. The authors concluded that,

Clearly, the sociloeconomic status played
no role in the assceciatlion bebtween lack of
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rrenatal care and neonatal mortality.
Hven more significantly it played no
direct role whatsocever in neonatal
mortality.

Willie (30), in an ecological investigation studled
the neonatal mortality rates in four racial and population
groups in Syracuse, New York during the period 1950 through
1956. The author used census tracts as the basic units of
analysis. A socloeconomic status score was derived for
each census tract. It was based on occupation, education,
and housing characteristics of the population,

The study indicated that FNegro and Hative White
populations have similar neonatal mortality rates when
socioeconomic status is held constant. The findings indi-
cated that,

Heonatal mortality rales are inter-correlated
with family income in neighborhoods where at
least half of the households receive less
than 12,700 per year; and that no association
exists between the distribution of neonatal
mortality by neighborhood and family
financial status above the critical median
income of 2,700 per year.

Wlllie, speculates that 1t is qulte possible that
part of the increased incidence of neonatal mortality among
famllies below the critical income level of ;2,700 was due
to inadequate prenatal care experienced by pregnant women
in these families,

In conclusion, the principle points of the review

of the literature are as follows:
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The utilization of health services is
dependent on an individualts value orien-
tations and ideas relating to health and
illness, cost, and the lay referral system.
It 1s substantially documented that there
is a direct relationship between utili-
zation of medical care and the social class
status of the family.

Results of studies conducted in large urban
areas 1ndicate that pregnant women in the
lower Socioeconomic group tend to seek care
late in the course of pregnancy, which is
assocliated with higher than average peri-

natal mortallity rates.



CHAPTER 11T

PROCEZDURE AND FINDINGS

Procedure for Study

Description of the Setting

The study was conducted in the prenatal clinic of
the Outpatient Department of the University of Oregon Medi-
cal 3chool. The Qutpatient Clinic has two major functions;
it is a research and teaching facility for the medical
school and it provides free and low-cost care for people

N

unable to meet their own health care needs. These
functions have certain implications for this study. First,
it accounts Tor the socioeconomlic characteristics of the
pabtient population which are to be described later.
Second, since the patients make up the principal teaching
service of the Medical School, it leads to the presence in
the clinics of medical and nursing students, and of a
certain Inefficiency with reference to time from the
patient's point of view. Finally, research projects of
various types are carried on In the clinic,

Eligiblility for clinlec services is deftermined on an
individual basis prior to the patient's first clinic
appointment. To éstablish eligibility for medical care,

the patient must be a resident of Oregon, physically able

_Jq‘—
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to come to the clinic for treatment, and without sufficien
funds to pay for all or most of his medical care. Cliniec
cards issued to patients bear a code number indicating
their clinic status based on a [inancial classification

.

system used In the Outpatient Clinic Admitting Office.

This classificatlion is a crude index of income level:

CLINIC
STATUS

1 Patients who are unemployed, those with large
families, and who are receiving small or partial
insurance claims for a temporary period of time.
These patlents pay twenty-five cents per clinic
service,

2 Patients who are from self-gsupporting families
with a probable income of about $300-350 per
month. They are medically indigent and pay two
dollars for each clinic service.,

1H Patients who are in clinic status 1, but who
are unable to pay the twenty-five cent fee.

The féee 18 deferred.
3X Patients who are from families that are com-

pletely dependent on State Agencies. These
include public welfare patients.

A research project veing carried out at the Uni-
versity of Oregon liedical School which had implications
for this present study is a nationwide perinatal research
study, the Collaborative Study on Cerebral Palsy and Other

s

Heurological and Sensory Disorders of Infancy and Childhood.
This study is supporbed by the National Institutes of
Health. It is referred to locally as the Child Development

1

Study and will be so referred to here. The Child
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Development Study provided certain specific descriptive
data about the clinic population. It, however, pre-empted
approximately one third of the clinic patients, thus
making fewer available for selection for this present
study. During the perilod June 1, to September 30, 1962
when this study was conducted a total of ;92 gravidae
initiated prenatal care in the obstetrical clinic.
Thirty-three per cent of the patients registering at the
clinic were selected for the Child Development Study.
Forty per cent of the gravidae available for selection in
the present study resided outside the Portland metropolitan
area.

During the period October through February, 1960;
75 gravidae initiated care in the Prenatal (¢linic(25).

Briefly, the characteristics of the total obstetrical

J

clinic population based on Child Development Study tabu-
lations were as follows:

1. Approximately 60 per cent resided in the City of
Portland, Oregon, with an additional 15 per cent
residing in the area adjacent to Portland.

2. Nearly 85 per cent of the gravidae were under
29 years of age. The median was 20-2l| years of
age .

3. Over 70 per cent of the clinic patients were
White, and 27 per cent were Negro.

L. Approximately 30 per cent of the gravidae were
reciplents of public welfare, clinic status, 3X;
2u per cent were in clinic status 1; 2l per cent
were in clinic status 1H; and 10 per cent were
in elinie status 2.
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- Sixty-nine per cent of the gravidae stated they
were married; 15 per cent were separated; 6 per
cent were divorced; and 10 per cent were single.

6. Twenty-five to twenty-nine weeks of gestatlon was
the medlan period of the gravidae initiating pre-
natal care. Roughly, this is the sixth to seventh
month of pregnancy. Translating obstetrical weeks
into trimester periods reveals the following
pattern of initiating prenatal care:

First trimester, (1-13 weeks): 11 per cent
Second trimester, (1L-27 weeks): L7 per cent
Third trimester, (2800 weeks): L2 per cent

The foregoing description describes the total cliniec

3

population initlating prenatal care during a five month
period. The Child Development patients are limited geo-
graphically to the metropolitan area of Portland, whereas the
total c¢linic population includes gravidae from rural areas

within the state. In a llonthly Statistical Report (26),

dated March, 1961 cumulative figures on 908 project patients
from the period llarch, 1959 to January, 1961 indicates that
prenatal care was sought in the following trimesters:

First trimester, 1l per cent

Second trimester, 39 per cent

Third trimester, LB per cent

Imnediate delivery, 2 per cent

The primary function of the obstetrical clinic is to

provide preventive, therapeutic, and diagnostic services to

pregnant women. The standard procedure im the prenatal

clinic for the initial visit is as follows: 1) complete



history; 2) complete physical examination; 3) pelvic
examination; /i) laboratory tests ineluding urinalysis,
hematology, serology, and chest x-ray; 5) instruections
about weight-gain, subsequent visits, and hygiene; and
6) medicatio such ag vitamins and iron.

The schedule of clinic appointments is one visit
every month until the thirty-second week of pregnancy,
semimonthly until the thirty-sixzxth week, and every week
untll delivery.

Patients registering for the first time in a given
pregnancy are segrezated from gravidae returning for check-
up. Two afternoons a week are devoted to patients coming
on thelir initlial visit; three mornings to gravidae already
under care, This facilitates identification and selection
of patients for research, as well as being clinically con-

venient.

Sampling
The original criteria specified for the selection of
pregnant women in the sampling design were married, native-~
born White primigravidae, who had not seen a physician dur-
ing the course of their pregnancy. The gravidae were bto be
stratified according to trimester of initiation of prenatal
care for the purpose of analyzing the data. These criteria

were modified to include gravidae IV because 1t was found

that the total number of primigravidae attending the clinic
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was small., The number of patien®ts avallable for the present

)

study was still further reduced because of exclusion of
Child Development Study pablents, non-"hite gravidae, and
gravidas with previous medical care for their present
pregnancy. The non-Jhiltes constituted appfoximately

one third of the botal elinic population.

The original study design was to interview 60
primigravidae prior to seeing a physician during the course
of thelr pregnancy, but this number was reduced to 30 due to
the problems stated above. Because of modification of the
sampling design the study population did not include a
sufficiently large number of gravidae to allow for sta-
tistical analysis to test the hypothesis.

For its own purposes, Child Deve lopment Study person-
nel administers a screening interview to all new patients
initiating prenatal care 1in the clinic. The data were
recorded on & National Institutes of Health form, Obstatri-
cal Administrative Recgrd AR-1 presented in Appendix C.

This includes basic data on the socioeconomic attributes of
the gravida, information concerning previous and present

ncies, and Information necessary for the administration

ke
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of the Child Development 3tudy sampling design. 3election
of patients for inclusion in the Child Development Study is
based on a systematic sampling technique in which birth
dates and residency in the metropolitan area (as defined by

C-D-3) of Portland are key factors,



The Administrative Record, All-1 was used by the
investigator to select her subjects. Patlents meeting the
criteria defined for study were interviewed as they were
listed in chronological order at the time of registration,
prior to seeing the physiclan in the prenatal clinic. As
many gravidae as possible from each clinic were interviewed

.

in the time available, The subjects selected were not
included in the Chiid Development Study and approximately
52 per cent were residents of areas outside the City of
Portland, Oregon.

The final study design consisted of 31 married,

PR
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native-born ‘hite gravidae with less than four pregnancies
reporting for their initial visit to the prenatal clinic.
One aspect of the research design was That the pregnant

women were interviewed prior to seeing a physiclan during

the course of thelr present pregnancy.

Collection of the Data

The study employs data obtained from 31 gravidae
selected from among the Prenatal Clinic of the Outpatient
Department of the University of Oregon Medlcal School
during the summer of 1962,

Tne data were collected by means of responses to a
standard interview schedule of open-ended questions. The
interview schedule was constructed to obtain information

concerning two major areas:
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l. The respondents' personal history data.

2. The respondents! beliefs and behavior toward
wrenatal care.

The purpose of the study was briefly explained to
each patient, and no subjects selected refused to partici-
pate. The gravidae were interviewed for approximately 1O
to 60 minutes in an office set aside for this purpose.
Lon-directive probes were uséd to gain more information.
Several gravidae were unable to provide adequate verbai
reports of their beliefs and motivations toward prenatal
care except in vague, general terms. Those patients who
verbalized freely were interviewed more intensively. The
subject's responses were recorded verbatim durinz the
interview. The interview schedule is presented in
Appendix B.

The patient's chart was utilized to obtaln the ges-
tation age at onset of care, expected date of delivery, and

to validate certain medical and social information.

Validation of the leasuring Tools

The interview schedule was constructed so the vocabu-
lary and syntax were appropriate to the educational level of
the gravidae. The interview schedule used in the study was
pretested in the prenatal clinic over a period of thres
months to debtermine if it offered maximum opportunity for
complete and accurate reporting of data. In addition, it

was submitted Lo members of the School of Hursing faculty



and Tto a socilal scientist on the Child Development Project
for criticism and suggestions. The schedule was revised
and then pretested on another group of gravidae in the
6 Llikde -

While it was not possible To categorize every aspect
of the interview responses, standard categories for the
purpose of coding the data for content analysls were pre-

de termined and tested with an independent observer.

#indinzs of the Study

The findings of this study are Dbased on responses
obtained by interviews with 31 native-born, white gravidae,

o)

who were or had been married. They had lesg than. four
pregnancies, and were réporting for thelir initial visit To
the prenatal clinic. The interview was obtained before the
patient had visited any physician for prenatal care.

The population studied 1s described in Tables 1 to
1., All of the tables are presented in Appendix A. One
aspect of the study was concerned with the question, "How
scon after the onset of pregnancy do women attending a
publicly supported clinic seek prenatal caref?" Table 1
presents the percentage distribution of patlents according
to parity by the trimester of pregnancy when prenatal care
was initiated. Sixteen per cent of the women Interviewed

sought care in the first trimester, or prior to the fourth

month of pregnancy. Over half the gravidae (52 per cent)



sought care in the second trimester, and 32 per cent
delayed prenatal care until the third trimester.

Table 2 shows cumulative percentages of the month
at which prenatal care was first sought in the Obstetrical
Clinic by parity. Fifty-two per cent of the study popu-
lation sought prenatal care at or before the f£ifth month
of pregnancy. A comparison of primiparas and multiparas
shows that the former tended to seek prenatal care earlier.
Because of the nature of the sample and the small number of
primigravidas in the study group, statistical tests of
Significance were inappropriate.

Data based on gestation age at onset of prenatal
care were analyzed In relation to the social characteristics
of the patients. The marital status of each gravida in the
study is shown in Table 3. DRighity-seven per cent of the

ratlents were married and living with their spouse; divorced

bv]

nd separated gravidas comprised 6.5 per cent in each cate-

n

SOTY »
Table l} indicates that 22 per cent of the gravida in
the study population were ewmployed at the time they became
pregnant. Table 5 shows that of the patients who were
employed during thelr pregnancy, 57 per cent had stopped
working by the fourth month. The remaining L3 per cent con-
tinued to work, and sought care later, in the second and

final trimesters. Gravidae leaving their occupations early
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in the pregnancy, tended to seek care earlier. The occu-
pation of the gravida's husband and his employment status
is gilven in Table 6. Agriculture workers comprise the
largest single occupational group. Almost 65 per cent of
the husbands were unemployed.

The clinic status of the patients is shown in Table

avidae were

5

7. The data show that 29 per cent of the
recipients of welfare assistance. None of this group
sought care during the first trimester. Similarly, the

six per cent of patients in clinic status 2, did not initi-
ate care until the second or third trimester. Gravida of
clinic status 1 and 1H comprised 65 per cent of the study
population, and sought care in each trimester period of

'

pregnancy. Thus, the welfare and medically indigent
patients had a Tendency to seek care in the second and
final trimesters, while many patlents in clinic status 1

and 1H, those clagsified financially as unemployed, from

large families, or receiving some temporary form of

w0

insurance, sought care early in pregnancy.

The educatlional level of the members of the study
population may be seen in Tables 8 and 9. The gravidae
averaged 10.87 years of formal schooling. Approximately
7. per cent of the study group had not completed high

school. The level of educational attainment for the study

population was relatively homogenous. The average level
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of formal education completed for each trimester interwval
was 9.6, 10.31l, and 9.9 respectively. By the end of the
first trimester, 25 per cent of the mothers with nine to
eleven years of education had sought prenatal care, wherecas
only 1l per cent of the mothers with eight years of school-
ing or less had done so. It should be noted that no
patients in the upper two educational groups, "completed
high school," or "some college,” had sought care during the
first trimester. By the end of the fifth month of
pregnancy, L3 per cent of the patients with less than eight
grades of education initiated care in comparison to 56 per
cent who had received some high school education. None of
the gravidae in the upper two educational groups sought
care prior to the first trimester of pregnancy and 25 per
cent of this group delayed care until the ninth month of
pregnancy.

Table 10 presents a freguency distribution of the
gravida's reasons for not completing high school. The
patients who had not comvleted high school were asked, “"How
did it happen that you didn't zo on?" Forty-three per cent
specified marriage as a major reason; 0 per cent pregnancy;
1y per cent went to work; 30 per cent were "tired of school,"
and 21 per cent indicated other reasons for leaving school.
The latter category included such items as health of self

or family, poor relationships at home, and loss of school

credits due to mobility.
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Ag shown 'in Table 11, 25 per cent of the gravidas
had completed high school or more, whereas only 17 per cent
of their spouses had done so. Thirty-three per cent of the
husbands had less than eight grades of formal schooling
while in comparison 22 per cent of the gravida had this
amount of education. A comparison of the mean educational
attalnment of the gravida and her spouse reveals that the
vears of formal schooling were fairly similar, but the
gravidae tended to have a slightly higher level in each of
the trimester intervals (Table 12).

As shown in Table 13 the mean age of women initiat-
ing prenatal care in each ftrimester period of pregnancy was
computed. The comparable averages were 19.Ll, 20.75, and
22,80, in the first, second, and final trimester of
pregnancy respectively. It should be noted that there is
a linear trend between the gravida's age and the trimester
of initiating care. The older patlents tend to seek care
later during pregnancy. Table 1l presents a ssparate
analysis of birth rank by age of mother. The mean age of
mothers by birth order are 19.83, 20.38, 21.56, and 23.l

for gravida one through four respectively.

Concept of Time

A second aspect of the study was concerned with the
gravida's concept of time in relation to her pregnancy, and
how this factor of time was related to when she sought pre-

natal supervision.
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In response to the question, "Did you want to have
a baby at this time?" |2 per cent indicated that the
present pregnancy was planned. Also recorded were comments
voluntarily given by the gravida to explalin her views
regarding the timing of pregnancy. Of the group of women
who stated that the pregnancy was unplanned, 37 per cent
indicated that they would have preferred to walt a longer
period of time before becoming pregnant, and 16 per cent
indicated they would have preferred to wailt because of
present financial difficulties. There was a slizht
tendency for families to plan for their filirst baby, but %o
be lax in planning in advance for pregnancies other than
their first (Table 15). The proportion of unplanned
pregnancles were about the same 1in trimesters one and two,
60 per cent; and 69 per cent respectively, but were some-
what less in the third trimester, 1,0 per cent (Table 16).
In plamning for pregnancy by age groups, it was found that

the gravidae from 15 to 19 years of age had the hisghest

percentaze of unplanned pregnanciles, 75 per cent, and as

the age increased, the number of unplanned pregnancies

.

decreased proportionally (Table 17). In general, the

majority of expectant mothers with unplanned pregnancies
accepted thelr pregnancy. Two representative quotations

i1llustrate this viewpoint:

"Financially no, but otherwise it doesn't
bother me---we want a large family."
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"Not at this time. I wanted them further
apart but I'm pretty happy about it now."

The gestation age of pregnancy, calculated on the
basis of lunar months, was obtained from each patientts
chart, and this was compared with the gravida's own esti-
mate of how long she thought she had been pregnant. The
pregnant women indicated the age of their pregnancy in
calendar months, and this data was converted into lunar
months for the purpose of comparison. In response to the
question, "How far along do you think you are in your
pregnancy?" most of the gravidae estimated their age of
pregnancy several weeks sarlier than the clinic phy-
sician (Table 1R},

The majority of pregnant women were relatively
accurate in estimating their expected daste of confinement,
in comparison to the physician's estimate of the same date.
HNearly half the gravidae estimated their expected date of
confinement within one week of the physician's estimate.
Thirteen per cent indicated that they did not know or had
no idea of when they were expecting the baby (Table 19).

Data obtained on the gravida's method of estimating
her time of confinement, indicated that slightly less than
20 per cent utilized the "scientific™ method of counting
bacl three calendar months from the first day of the last
menstrual period and adding seven days. lost of the gravidae
in this category stated that they had obtained this infore-

matlon from a book. The highest provortion, 61 per cent



specified that they coﬁnted nine months from the time of the
first missed menustral period. There were minor modifi-
cations in the way some of the gravidae counted the nine
months.

Table 20, shows that 39 per cent of the patients
believed that the frequency of visits to the physician during
pregnancy should be once a month and every two weeks "towards
the end of the pregnancy." This is relatively consistent
with the minimum standards of prenatal care supported by
medical authority. Approximately 25 per cent felt that
visits during pregnancy were indicated once a month, and
about 19 per cent indicated that the visits should be regu-
lated according to the physiclan's judgement. In this group,
16 per cent of the patients were multigravidae.

A small number of multiparas believed that pregnancy
could be diagnosed by the physician at less than one month
duration. Sixteen per cent of the study group had no idea
of when the pregnancy could be diagnosed by a physician.
Slightly over 35 per cent of the gravidae thought that the
diagnosis of pregnancy could be made between the first and
second months, and 33 per cent thought that it could be
first made at three to four months. 3Sixty-two per cent of
the patients seeking care in the second trimester believed
that the pregnancy might be diagnosed by the physiclan
after the third month. Perhaps, the time when the gravida

initiates care 1s related to her concept of when the
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physician is able to diagnose the pregnancy. The percentage
distribution of the patients! concept of when a physician
was able to diagnose a pregnancy 1is presented in Table 21.

In response to the question, "Wihen in pregnancy do
you think women ought to go to the doctor for the first
time?" the majority of gravidae indicated that pregnant
women should consult g physician by the end of the third
monith of pregnancy. Considering those gravidae who believed
that prenatal care should be sought after the third month of
pregnancy, those with the lowest and highest levels of sdu-
cation were similar (1l per cent), whereas, those with
partial hisgh school education had twice the percentage
obtained in the other groups (Table 22).

As shown in Table 23, a separate analysis of the
same question by trimester intervals at which prenatal care
was first souzht in the clinic showed that the group seek-
ing care in the first Trimester believed that they should
.do so. BSeventy-three per cent of those in the second
trimester and 70 ver cent of those in the third trimester
believed that pregnant women should seek care by the end of
the third month of pregnancy.

The reasons given as Tto why pregnant women did nob
seek prenatal care according to theilr verbalized standards
were; negligence ("put off"), thouszht care was not neces-
sary, not aware of the ir prsegnancy, and fear of the doctor

or the examination,



Concept of Prenatal Care

A Third aspect of this study dealt with the
gravidae's beliefs and expectations toward prenatal care.

Data concerning what the gravidae considered to be
the rationale for prenatal care indicated that nearly 85
per cent recognized bthe preventive value of prenatal care
(Table 2l). The gravidae's concepts of prevention as
applied to prenatal care were lncomplete and for the most
part were assoclated with ascertaining that the pregnancy
was progressing satisfactorily and without‘complications.
They were not concerned with knowing how to avert cerbtain
complicatlons; they just wanted reassurance that they were
free of the complications. The following quotation is
representative of most gravidae's point of view: "They
should o to make sure that everything is coming along all
right and to make sure that there are no complications or
problems." A few gravida mentioned specific complications
to be avoid. For example: "To keep from getting
infection.”

A small number of gravidas 1n each trimester indi-
cated their rationale for prenatal care was viewed as diag-
nostic. Several patients viewed prenatal care as thera-
peutic, initiating the process of having a bsby, i.e., bto

obtain a bed for delivery, and for information and counsel-

e

ng. Several representative quotations i1llustrates the

gravida's concepts:
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"Po find out if the're pregnant--~-I guess.

To take care of 'em, to give 'em medicine---

That'!'s what I come for~---to stop my throwing
i S

up -

In contrast to the above primiparats verballized

rationale for prenatal care, a multipara reported that,

P

'Y know I should go (to the doctor) when I

first find out I'm pregnant, but I haven't
gone with all my three until I was slx months
along,---and to me, as long as I Teel movement
I feel pretty safe. I know doctors prefer
that you come when you figure you're pregnant
and rather you come in for the nine months."

»
L

In comparing the primiparas with the multiparés, it
was found that 67 per cent of the primiparas indicated the
rationale for prenatal care was prseventive, 17 per cent for
therapy and 50 per cent for dlagnosis, whereas 88 per cent
of the multiparas indicated prenatal care was preventive,

li per cent therapeutic and 8 per cent for diagnostic. It
should be noted that not one of tThe primiparas indlcated
health education in her concepts and only two of the
multiparas in the study population indicated the concept
of information and counseling (Teble 25).

Table 26 shows the responses to the question, "Jhy
do women fail to have prenatal care?" It was apparent
that many gravidae were projecting theéir own reasons into
the responses. The response glven most often was "fear of
the doctor and of the examination." A comparison of
multigravidae and primizravidae, Teble 27, indicated that
twice as many primiparass feared the examination and the

physician. The same proportion of primiparas and
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miltiparas indicated economics as a factor to prevent seek-

5
3

fto

ng prenatal care. Thirty-two per cent of the multiparas
indicated indifference toward cars, while oanly 16 per cent
of the primiparas gave the same reasons, A multipara
stated that some women faill to go to the doctor when they
are vregnant because "They!ve scared, especilally if its
their first one and sometimes they think they can't afford
it---The doctbtor costs too much. They don't know what the
doctors going to do to them, and scared of what he'll say
if they gain too much weight.”

Two quotations from interviews show that many of
the gravidae were projecting thelr own reasons into the
responses.

"Fear of money---expense. The fear ol what
happens when you get up here---blood tests,
exam---1'm scared of needles and doctors.
I've never found a doctor I've had confidence
Py

"Fright. dervousness. Mamily. I went to
this one doctor and he didn't take no time
and ran right through it and didn't tell me
anything, and he scared me."

Table 28 indicates that slightly less than half
the patients had no conception of the nursss' role in the
prenatal clinic. Only one gravida indicated that she
sxpected the nurse to answer her questions regarding
pregnancy. The remainder of the group had expectations

centering around the nurse assisting the physician with

the examination. Typical responses from the patients
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were: "They help you check your weight and get undressed,
and helé you get ready for the doctor." Another gravids
indicated that, "About all they've ever done is put me in a
room and tell me to undress and wait for the doctor.!

In answer to the question, "What do you expect the
doctor to do for you?" all the gravidae, except one,
expected to be examined by the physician. The mejority
reported that they expected the physician to reassure them
that their pregnancy was progressing satisfactorily. Repre-
sentative quotations illustrating this pattern follows:

"I imagine if there's anything wrong he can

give me some medicine. Probably tell me when
the baby's coming---that's mostly what I want
to know--if I still got the infection and when

its due !

"Just to check up---to see if I'm 0K, and the
babyt's OK."

"I expect him to check me over and tell me
everythings fine, and tell you to take some
pills and not gain so much weight and come
back on a certain day."
A small number of gravidae had expectations center-
ing on therapy for specific symptoms. A 16 year old
primipara, seeking prenatal care in the first trimester

indicated that her expectation of the physician was to:

"Help me from getting sick (morning sick- ,
ness) and help me have the baby---I guess.!

A small minority of the gravidae, 13 per cent indi-
dated that they expected the physician to provide health
information (Table 29). A primipara reported that she

expected the physician to:



"Reassure me that everything is going
all right. Follow baby's growth, and
tell me how to care for myself. I
suppose you have some instinects on how
to care for yourself, but there are
some things they have to tell you."

In response to the question, "What do you think
would happen if you didn't see a doctor during pregnancy?"
Table 30 indicates that 70 per cent of the gravidae
reported they feared complications would result to them-
selves or to the fetus. Of the specific complications
reported, miscarriage was reported most often, and,
infection, prematurity, and "cord around the neck," were
reported in equal proportions. Approximately 20 per cent
of the gravidae expressed no fear of the consequences of
lack of care if she were in good health and there were no
abnormalities. The following quotations illustrate each
viewpoint.

"Well, there's no telling. I myself
think I'm all right and feel all right,
but I don't know about the baby. I'm
not sure about walting until the last
minute if you went in to have the baby
and something was wrong. I don't think
theret's much that could be done."

“Some thing could go wrong with me, or I
could have a thing seven months pregnant
and not realize it, It would be kind of
stupid to wait."

"I don't think anything in particular
would happen unless you're in bad health
to begin with, but of course you never
can tell if the cord is going to get

wrapped around the baby or you're going
to have a miscarriage."
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While the majority of gravidae expressed some con-

cern regarding the possibllity of complications developing,
one gravida reported she expected "nothing" to happen if
she did not see a physiclan during the course of her
pregnancy. The following is a quotation from the interview:

"Hothing much because women never went

to see doctors years ago. ZHZve got

pregnant and she didn't have a doctor
then."

Process of Initiating Prenatal Care

The final aspect of this sbtudy 1s concerned with
the process of seeking prenatal care. Table 31 shows that
ceasation of menstruation was The most common observation
used in self validation of pregnancy. In comparing
multiparas with primiparas, the former reported ceasation
of menstruation as the means of validating their own
pregnancy whereas, the latter reported observation of
ceasatlon of menustration and breast changes in similar
proportions as a means of self evaluation of pregnancy.
Twelve per cent of the multiparas reported quickening as
an observation to wvalidate their pregnancy.

All the primigravidae, with the exception of one,
who was divorced and had an iilegitimate pregnancy, sought
advice in validating their pregnancy. The majority of
primiparas sought advice from their mother.

Table 32 shows that 80 per cent of the gravidae

seeking care in the first trimester indicated there was no
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delay in their seeking care following their decision of need
for prenatal supervision. One patient revorted delaying for
one month. Twenty-five per cent of the gravidae initiating
care in the second trimester and .0 per cent of the gravidae
in the third trimester indicated a delay of less than two
weeks following thelr decision of need for seeking medical
supervision., Twelve per cent of the gravidae sought care in
the second trimester; and 30 per cent of those seeking care
in the third trimester, delayed their initial visit to the
doctor for four or more months.

The majority of gravidae in each trimester had dis-
cussed initiating care prior to their initial clinic appoint-
ment. The husbands and mother of the gravidae in the first
trimester were of equal importance in providing support for
seeking care. Patients reporting for care in the second
trimester indicated their husband was the one who supported
them. A variety of persons were involved in providing sup-
port for the gravidae seeking care in the final trimester.

The major reasons for delay following the decision
of need for seeking prenatal care for those in the second
and third trimesters were economic, aversion to the exami-
nation, and negligence. The following quotations Ffrom
interviews with gravidae seeking care in the second and
third trimesters illustrate these points:

"I decided as soon as I found out I was
pregnant (quickening), but I kept putting

it off--one of them was bill problems. My
husband kept insisting I make an appointment."
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"About two weeks ago--I wanbed to check
if it was due August first or Septenmber
first, or I wouldn't have come at all.
I'm scared of the needles and stuff.
ATter the first visit its all right--but
it throws me. My neighbors thought it
was best I go--they said if I didn't go,
they'd call.®

The major reasons the gravidae in the first
trimester sought care were the result of family pressures
and for therapy. In the second trimester, those gravidae
with symptoms were more likely to appeér for a "check up"
without expecting the symptoms to be alleviated. In the
third trimester, group pressure and to a lesser extent,
symptoms associated with pregnancy again come into play as
a Tactor in seeking prenatal care. The association
between the gravida's symptoms and the initiation of pre-
natal care illustrate these points for each trimester
interval of pregnancy respectively:

"Last week, because of throwing up. Ny
liom told me I'd better. She thought T
could get some pills so I could go back
to work,"

"About a month ago. I was feeling pretty
tired and I thought I should come to make
sure that everything was 0K. I had talked
with my husband about going to the clinie
or the family doctor. Since we thought I
was pregnant we talked about it. Ve

never got around to going to the doctor.m

"I decided a long time ago I should zo,
but as long as I'm feeling good and there
isn't anything in particular bothering me
I feel I don't have to go. If I were
feeling zood, I would wait until my pains
started, if I thought I could get by with
it, but I imow I need certain pills and
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a certain amount of medical care so
The baby will be born healthy. My
husband was after me to go ever since
I told him I was first pregnant.?

In response to the question, "How did you come to
make the decision about soing to the doctor?’ all gravidas
initiating prenatal care in the first trimester indicated
that family pressures were great in influencing them to
seek care. 1In addition, 80 per cent of this group reported
that they felt ill or had symptoms usually associated with -
pregnancy and that the desire to alleviate these symptoms
influenced their decision to seek care. The importance of
group pressures and the alléviation of the early symptoms
assocliated with pregnancy decreased in importance, as
factors in initiating care for gravidae in the second and
third trimesters of pregnancy(Table 33). In the third
trimester, the process of formalizing prenatal care for
delivery and a felt need for a medical check-up were the
primary factors for seeing a doctor.

Table 3l shows that of those patients reporiing for
care in the first trimester, the gravida's mother was the
primary source of support (75 per cent) in the process of
initlating care. In the second trimester, the husband was
given most often as the individual who encouraged his
spouse to seek care; the mother ranked second in this
group. Approximately half the gravidas in the first and

second trimesters indicated various symptoms assoclated



with pregnancy. These ranged from nausea and vomiting to
dizziness and ankle edema. These symptoms were a factor
for another member of the family to encourage the gravida
to seek care. In the third trimester, peers exerted the
most influence in encouraging the individual to seek care.
Only three patients in the study group were referred to
the clinic by social workers or public health nurses. A4
gravida initiating care at 29 weeks gestation reported:

"They (husband, mother and mother-in-law)

thought I should come. They wanted me to

come earlier--when I was about five months.

I thought I didn't need to come then. I

thought I'd wait until I was seven months

and then come. I don't think a woman

should go to the doctor if theytlre all

right up to then. If I had trouble I

would come earlier. They thought I could

have some trouble that we might not lmow

about-~but I'm real healthy. I even

picked a few beans."

One 17 year old, gravida iii, para ii, stated that
"y husband doesn't like the idea of me seeing the doctbor.
He 1s sort of jealous--he doesn't like the examinations
they give. It embarasses me a little--it makes me feel
funny." DNone of the other gravidae had anyone object to
thelr seeing the obstetrician during pregnancy.
Table 35 shows that 55 per cent of the study popu-

lation reported that they delayed their visit to the phy -
sician. When the sample was broken into trimester inter-

vals when care was initiated, no one {zero per cent) in

the first trimester delayed her visit to the physician,
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69 per cent in the second trimester and 60 per cent in the
third trimester delayed their visit to the physician.

The major reasons for delaying care were "fear of
the doctor," (L1 per cent) and economics (29 per cent).

The remainder of gravidae indicated they delayed because
they thought prenatal care was unimportant or had inade-
quate information regarding the clinic (Table 36).

Table 37 shows that 81 per cent of the gravidase
expected that the University of Oregon Medical School Pre-
natal Clinic would be thelr source of prenatal care, where-
as, less than 20 per cent had hopes of going to a private
physiclan. This proportion was consistent for gravidae
initiating care in all trimester intervals. The majority
of gravidae seeking care in the second and third trimesters
had consldered making the clinic appointment prior to the
one obtained at the time of initial registration.

Table 38 shows that the major reason the gravidae
sought care In the flrst trimester was to alleviate
symptoms, whereas the majority of patients who reported to
the clinic in the second and final trimesters came for an
examination. Several gravidae in thils group expected to
have certain symptoms associated with pregnancy but did not
expect the doctor to be able to alleviate these discomforts.
It should be noted that [0 per cent of the gravidae report-
ing to the clinic during their third trimester of pregnancy

did so in order to obtain a bed for delivery. A quotation
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illustrates this point of view:
"I wanted to get situated around, I
mean to have the baby here--get my
record here to have the baby."

In comparing primigravidae with multigravidae,
Table 39 shows that 50 per cent of the former visited the
physicilan primarily for preventive care, 33 per cent for
therapy, and 33 per cent for diagnosis, whereas, 72 per
cent of the latter visited the physician for preventive
care, 13 per cent for therapy, and 13 per cent for diag-
nosis, and 2l per cent to initiate the process of having a
baby or formalizing the prenatal records.

About one third of the study population had
symptoms associated with their pregnancy. Three fourths of
those gravidae seeking care in the first trimester reported
they would not have come to the élinic as early as they did
if it were not for their symptoms.

Of the L0 per cent of the gravidae who stated that
they had received information and advice concerning
pregnancy and labor, half obtailned thelr information with a
previous pregnancy, Peers and mothers were the highest
digtributors of information. Although mothers provided
advice, the multiparas placed 1little value on their mother's
prescriptions. This is illustrated by the following quo-

tation from an Iinterview:
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"I received that (advice and information)
everywhere--from everybody, but I don't
listen to them. I do what I think is
right. lly MNother and Mother-in-Law give
advice opposite to the doctor. They
always think the opposite. Both say
don't let the doctor tell you when its
going to come--nature!ll tell it when.!
My Mother-in-Law is old fashion--she
thinks I should listen to her advice, but
it's something I don't do it."

Half the primigravidae in the sbtudy population
reported they had not received any information or advice

concerning pregnancy or labor.



CHAPTER IV
SUMUARY , CONCLUSIONS, AND RECOMMENDATIONS

FOR FURTHER STUDY

Summarl

This study presents a description of the beliefs
and expectations of 31 pregnant women concerning prenatal
care. The study was conducted in the Prenatal Clinic of
the Outpatient Department of the University of Oregon
Ledical School during the summer of 1962. The findings
are based on responses obtained by interviews with 31,
native-born White gravidae who were or had been married,
and were reporting for their initial visit to the Prenatal
Clinic. One aspect of the research design was that the
preznant women lnterviewed had not previously seen a phy-
sician during the course of their present pregnancy.

The interview schedule consisted of open-ended
questions relating to the gravida's socioeconomic attri-
butes, her process of initiating prenatal care, her
concept of this care, and her views of time in relation
to the pregnancy. The non-quantified data were utilized
in general content analysis to identify the beliefs and
expectations of each gravidae towards prenatal care as a

pattern of concepts to ascertain if her verbal statements

-6~
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were similar to, or different from her behavior in
initlating care. Indicators used to represent the
gravilida's pattern of concepts and rationale for prenatal
care were: preventive, therapeutic, and social. These
were evaluated in relation to the trimester of pregnancy
in which prenatal care was initiated, and by parity.

Several problems were encountered which necessi-
tated modifying the study design. First, the number of
gravidae in the study population were reduced from 60 to
31 because the Child Development Study pre-empted anproxi-
mately one third of the clinic patients. Second, the
parameters originally defined had to be enlarged from
primigravidae to ilinclude gravidae IV because of the small
number of primiparas attending the clinic without previous
care. Third, due to the small number of gravidae in the
study population, a statistical analysis to test the
hypothesils was inappropriate.

Information obtained on the social characteristics
of gravidae indicated that one third of the study popu-
lation were recipients of welfare assistance; 87 per cent
were married and living with their spouse. Of the four
gravidae who had broken marriages, three had illegitimate
pregnancies. The average age of the study population was
21 years. The average educational level was 10.87 years

of formal schooling. Nineteen per cent were primigravidae
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and 81 per cent were multigravidae. Their parity ranged
from one %o four. Sixteen per cent of the study population
sought care in the first trimester, over half the gravidae
gought care in the second trimester, and 32 per cent

delayed until the final trimester.

Conclusions

The following conclusions were derived from data
based on the social characteristics of gravidae and the
trimester of pregnancy at onset of prenatal care:

1. The welfare and medically indigent gravidae,
clinic status 3X and 2, sought care in the
second and final trimesters, while many patients
classified financially as unemployed, from large
families or recelving some temporary form of
insurance, clinic status 1, sought care in all
trimester periods.

2. Primiparas tended to seek care earlier than the
nultiparas.

3. Although the level of educational attainment of
the study population was relatively homogenous,
the gravidae who had not completed their high
school education initiated care earlier than
those who had completed high school. None of
the gravidae who had completed high school or

more sought care in the first trimester and
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25 per cent of this educational group delayed
until the ninth month of pregnancy to initiate
prenatal care,

The following conclusions concerning the gravidat's

concept of time in relation to her pregnancy and the initi-

atlon of prenatal care were derived from this study:

1.

P

The gravida's estimate of her expected date of con-
finement in comparison to the physiciant's estimate
was relatively accurate., The majority of the
gravidae estimated the gestation age of thelr
pregnancy on the basils of calendar months, which
was several weeks earlier than the physician's
calculation, which was based on lunar months.
Slightly over 30 per cent of the study population
thought that pregnancy could first be diagnosed

by the physician after the third month of gestation.
The majority of gravidae indicated that pregnant
women Should consult a physician by the end of the
third month of pregnency. Barriers which gravidse
indicated may prevent preghnant women from seeking
prenatal care in accordance with their verbalized
standards were:; fear of the physiclan and exami-
nation, doun't think care is necessary, unaware of
pregnancy and cost.

In a similar question concerned with why pregnant

women fall to have prenatal care, fear of the



physician and the examination were given most
often as factors to prevent sesking care. A4
comparison of primigravidae with multigravidae
indicated that twice as many of the former fearsd
the examination and the physician as did the
latter,

The following conclusions concerning the gravida's

beliefs and expectations toward prenatal care were derived

from this study:

1.

The preventive aspects of prenatal care were
viewed by the gravidae in a limited fashion. The
majority of gravidae viewed prenatal care
essentially as a health service where they could
be reassured that their pregnancy was progressing
without complications, but only a small minority
of patlents focused on the health educatinnal
aspects of prenatal care. A small number of
gravidae considered the rationale for prenatal
care as diagnostic and as a formality to insure
themselves a bed for delivery. In comparing
primiparas with multiparas, it was found that the
latter indicated the rationale for prenatal care
was essentially preventive, whereas the
primigravidae indicated that the rationale for
prenatal care was preventive, diagnostic, and

therapeutic. The gravidae's expectations
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