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ABSTRACT

Objectives Women of low socioeconomic status have
been described as having suboptimal prenatal care,

which in turn has been associated with poor pregnancy
outcomes. Many types of conditional cash transfer (CCT)
programmes have been developed, including programmes
to improve prenatal care or smoking cessation during
pregnancy, and their effects demonstrated. However,
ethical critiques have included paternalism and lack of
informed choice. Our objective was to determine if women
and healthcare professionals (HPs) shared these concerns.
Design Prospective qualitative research.

Setting We included economically disadvantaged women,
as defined by health insurance data, who participated

in the French NAITRE randomised trial assessing a

CCT programme during prenatal follow-up to improve
pregnancy outcomes. The HP worked in some maternities
participating in this trial.

Participants 26 women, 14 who received CCT and 12
who did not, mostly unemployed (20/26), and - 7 HPs.
Interventions We conducted a multicentre cross-
sectional qualitative study among women and HPs who
participated in the NAITRE Study to assess their views on
CCT. The women were interviewed after childbirth.
Results Women did not perceive CCT negatively. They did
not mention feeling stigmatised. They described CCT as a
significant source of aid for women with limited financial
resources. HP described the CCT in less positive terms,
for example, expressing concern about discussing cash
transfer at their first medical consultation with women.
Though they emphasised ethical concerns about the basis
of the trial, they recognised the importance of evaluating
CCT.

Conclusions In France, a high-income country where
prenatal follow-up is free, HPs were concerned that the
CCT programme would change their relationship with
patients and wondered if it was the best use of funding.
However, women who received a cash incentive said they
did not feel stigmatised and indicated that these payments
helped them prepare for their baby’s birth.

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This is the first study to assess the perception of
conditional cash transfer (CCT) among women (of
different backgrounds and pregnancy follow-up)
and among healthcare professionals (HPs) who
participated in a prenatal CCT trial implemented in
France.

= This study shows for the first time that the use of
CCT is not perceived, by those for whom they are
intended, as a stigmatising or infantilising approach.

= Many women either did not respond to our request
or refused to answer our questions, which may limit
the representativeness of our data.

= Women who did not adhere to prenatal follow-up
are under-represented in our study and our findings
may not adequately describe their perspective.

= It was even more difficult to interview HPs, notably
those who refused to evaluate the CCT programme,
and although their opposition to the principle of CCT
was expressed, the strength of this opposition may
have been underestimated.

Trial registration number NCT02402855

INTRODUCTION

Follow-up for missed antenatal care visits is
inadequate for women who are homeless,
those in vulnerable housing, those without
funds or the means to attend healthcare
appointments,' * and those who have diffi-
culty arranging for childcare.”* In turn, poor
follow-up, often defined by the completion
of less than 80% or 50% of planned ante-
natal follow-up visits according to national
guidelines, doubles a woman’s risk of severe
maternal and neonatal morbidity.” © On
the contrary, adequate antenatal follow-up

BM)

Bardou M, et al. BMJ Open 2023;13:6067066. doi:10.1136/bmjopen-2022-067066 1

1ybuAdoo Aq parosioid 1sanb Aq Gz0oz ‘9 Arenuer uo ywod fwg uadolway/:dny wouy papeojumoq €202 Y2JBIA 62 U0 990/ 90-2202-uadolwg/oeTT 0T se paysiignd 1siy :uado rINg


http://bmjopen.bmj.com/
http://orcid.org/0000-0003-0028-1837
http://dx.doi.org/10.1136/bmjopen-2022-067066
http://dx.doi.org/10.1136/bmjopen-2022-067066
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2022-067066&domain=pdf&date_stamp=2023-03-29
NCT02402855
http://bmjopen.bmj.com/

reduces risk. This is why the WHO recommends at least
eight antenatal appointments,” and France recommends
seven.’ During these visits, healthcare professionals (HPs)
promote healthy behaviour like smoking cessation,® and
may diagnose pregnancy-related diseases like gestational
diabetes’ or hypertension'’ before they can cause serious
harm. Since limited access to socioeconomic resources
raises a2 woman’s risk for adverse maternal outcomes in
pregnancy,'’ improving follow-up in this population is
essential.

Improving the health of pregnant women and their
newborns who have limited access to socioeconomic
resources (henceforth referred to as ‘underserved
women’) depends on removing financial barriers to
care. But even in systems where prenatal care is fully
covered, as it is the case in France, underserved women
have a lower adherence to prenatal care.” ® A recent
systematic review reported that all identified interven-
tions aimed at improving prenatal and postnatal care in
women with migrant and refugee backgrounds living in
high-income countries, mostly based on community care
with none considering conditional cash transfer (CCT),
were acceptable to women and improved access, but few
provided evidence of improved perinatal outcomes.'* An
intensive nurse home-visiting programme, assessed in a
Medicaid-eligible population, failed to reduce adverse
birth outcomes.”” Among the interventions designed
to improve access and attendance to health services or
healthy behaviours are financial incentives.'* '° Finan-
cial incentives have helped women to make more use
of appropriate prescription contraceptives,'® increase
their use of health facilities'” and to stop smoking.'® One
form of financial incentive is the CCT programme, which
rewards people for attending antenatal and/or postnatal
care.

For the most part, CCT programmes have been assessed,
or implemented, in low-income to middle-income coun-
tries (LMICs). CCT programmes have encouraged women
to attend prenatal and antenatal care'*?! and paediatric
follow-up, and to send their children to school.”* * In
LMICs, these programmes are associated with better
health outcomes,” ** * and may even reduce maternal
mortality.” A 2015 Cochrane review underlined the
public health need for properly conducted randomised
trials assessing incentives to collect sufficient data on
maternal and neonatal outcomes.”® In high-income
European countries, CCT programmes are rare, but
some initiatives have targeted specific illnesses, especially
mental illnesses,” and behaviours like smoking during
pregnancy,” ** suggesting that financial incentives can
increase medication compliance or smoking cessation.

The ethics of CCT programmes have been called
into question;* for example, opponents of economic
incentive schemes argue that they can undermine
freedom and dignity, discriminate against and disem-
power men and women, and create power imbalances
between programme providers and recipients.”” ** CCT
programmes have also been described as a poor use of

31 .
resources.”” However, even when healthcare is covered,

poverty may still hamper a family’s ability to care for their
children, and CCT could increase attendance because
it meets other material needs. We were aware of these
potential criticisms when we designed the NAITRE
Study, a French randomised clinical trial that adds CCT
to usual prenatal care for underserved pregnant women
identified according to their health insurance affiliation,
either universal medical coverage (Couverture Médicale
Universelle (Universal Medical Coverage), CMU) for
people with no income from work or income below a
certain threshold, or state medical welfare (Aide Médi-
cale d’Etat (State Medical Coverage), AME) which offers
a limited basket of care for undocumented migrants who
have been on French territory for more than 3 months
(NAITRE; at data analysis stage).”” In our case, the ethics
committee expressed concern that CCT would stigma-
tise women and disrupt the relationship of trust between
pregnant women and their HP by putting economic
interests before health interests. To address these legiti-
mate ethical concerns, we conducted a qualitative survey
during the first year of recruitment in the NAITRE
Study.™ Results were to be presented to the independent
Data and Safety Monitoring Committee, so that the study
could be stopped if the qualitative assessment showed
that women felt degraded or stigmatised.

Considering that the care relationship is a two-way
street, the negative perception of a CCT programme by
HPs could also have a paradoxical negative effect on the
quality of antenatal care. We thus also included HPs in
our qualitative survey.

Results of the interviews with women and HPs are
presented here.

METHODS

Design of the study

In France, health authority guidelines recommend seven
antenatal visits and three ultrasound exams as the highest
standard of care.” NAITRE is a pragmatic multicentre,
open-label cluster-randomised trial with a parallel arm
design. NAITRE was designed to determine if adding
CCT to usual antenatal care would raise attendance
to antenatal visits to meet the threshold for superiority
compared with usual antenatal care only (control arm):
a one-third drop in negative maternal-fetal outcomes
(going from 18% to 14% of deliveries before 37 weeks
of amenorrhoea or birth weight bellow 2500¢g at term).
The clusters were 2-month periods for each of the
centres where all women in the same participating centre
received the same intervention, either a CCT in addition
to usual antenatal care (intervention group) or just usual
antenatal care (control group). Each centre was there-
fore control or intervention, and the rotation of periods
(control or intervention) within the same centre was
determined by random sampling. NAITRE’s full protocol
is available elsewhere.*
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At their first prenatal consultation at participating ante-
natal centres, NAITRE invited women to take part in the
trial. If they attended more than one prenatal consulta-
tion, women in the intervention group were given a €30
(roughly at parity with US$, US$31) incentive for each
of up to six scheduled consultations (no more than one
consultation per month). At each participating centre,
women were randomly allotted to either the control
or the intervention group. Women in the intervention
group received a ‘debit card’ they could use at any store,
but which they could not use to withdraw cash from cash
dispensers or to do on-line payments. The card was issued
with a €0 balance, and €30 were transferred after each
qualifying antenatal visit. Women in the control group
received the standard of care (seven identical scheduled
visits without payment).

The randomised trial was designed to assess whether
the CCT programme was likely to improve pregnancy
outcomes.

Women who participated in the qualitative survey were
eligible for a €40 gift after completing the interview,
regardless of their inclusion group in the randomised
trial. These face-to-face or phone interviews were designed
to elicit the viewpoints of participants in antenatal care,
purposely selecting women with a range of antenatal care
and pregnancy outcomes. We selected women in both
the intervention and control groups. We also interviewed
HPs (obstetricians and midwives), including some who
had refused to participate in the NAITRE Study or who
worked at centres that had refused.

Participants and sample selection

Women were eligible for the NAITRE Trial if they were
(1) Pregnant, (2) 18 years or older, (3) Attended their
first pregnancy consultation in a participating centre
before the end of their 26th week of amenorrhea, and,
(4) Enrolled in health insurance for low-income families
(CMU) or were undocumented immigrants (AME). We
excluded women (1) Whose language skills were insuf-
ficient to understand the study or (2) Who were under
legal protection. To ensure our qualitative study’s sample
reflected a wide range of women’s experiences, we chose
women 3-6 months postdelivery based on their group
of intervention, their adherence or non-adherence to
planned antenatal care, their parity status (primiparous
and multiparous women), their age and the level and
kind of complications they did or did not have during
pregnancy or childbirth. We did not survey woman whose
babies died or had been diagnosed with a severe medical
condition at birth because we thought these women
might not be prepared to discuss or to accurately recall
their experiences during pregnancy.

In the first wave (figure 1), we recruited from three
including centres to broaden the representation of
underserved women included in the NAITRE Trial
(rural/urban, former industrial area, or area with high
proportion of immigrants). In the second wave of recruit-
ment (figure 2) we then asked our data manager to

2 wrong phone numbers I

‘ 44 selected women

12 never returned phone calls ‘

v 2 decline interview ‘

30 women called

6 did not attend the interview
or return the call

v

22 women interviewed

Figure 1 Flow diagram of women'’s inclusion during the first
wave in the three initial centres.

select women from any of the including centres who met
specific criteria (primiparous, non-adherent) to balance
our sample. We sought the perspectives of women with
diverse backgrounds that might influence their percep-
tion of medical follow-up. We contacted women by phone
to inform them about the qualitative study and to invite
them to participate. We did not set a target size for our
sample, and instead continued interviewing until we
reached saturation of data and concepts. Saturation is
defined as the point at which little or no new relevant
codes and/or categories are found in data, when ques-
tions (interviews) begin to be repeated with no further
understanding or contribution to the phenomenon
under study (here, women’s perceptions on CCT), its
dimensions, nuances, or Variability.34

We gathered data on determinants of medical follow-up
during pregnancy from semistructured individual inter-
views (SSII) held at the hospital where women had been
followed up during pregnancy, or at their home; a few
SSIs were conducted by telephone. The interviewer used
an interview guide designed to encourage women to

2 wrong phone numbers ‘

23 selected women

12 never returned phone calls ‘

v

9 women called

H 5 declined interview ‘

v

4 women interviewed

Figure 2 Flow diagram of women'’s inclusion during the
second wave when the catch-up area was extended to recruit
more women who were not fully compliant with antenatal
follow-up.
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describe situations that highlighted their habits, thoughts,
and feelings about pregnancy and their medical care.

We asked women in the intervention group how they
felt about the CCT incentive and if, and how, it helped
them. We asked women in the control group: ‘What would
you think if women were offered economic compensation every
time they consulted during their pregnancy ?’ Participants were
encouraged to describe their health practices during
pregnancy, visits, specific events during pregnancy, and
any factors that encouraged or discouraged their adher-
ence to scheduled prenatal care visits.

To capture the ethical and pragmatic factors that influ-
enced HP decisions to participate in the NAITRE Trial,*
we invited HPs by email, asking them to participate in a
face-to-face qualitative SSII. HPs were divided into three
groups: (1) Those who worked in an including centre
and agreed to participate; (2) Those who worked in an
including centre but declined to participate; and (3)
Those who worked in a centre that declined to participate
in the NAITRE Trial. Interviewers used a second interview
guide to encourage HPs to describe factors that influ-
enced their decision to participate or not in the NAITRE
Trial. We asked them to describe potential facilitators or
barriers to implementing and scaling up CCT, if it were
proven to be effective, and to tell us if and how they
thought it could be integrated into standard practice.

Data collection

Two hospital-based health sociology researchers (AG-M,
a female PhD and NM-B, a male PhD) collected the
data and facilitated the interviews conducted between
May 2017 and July 2019. Both sociologists are clinical
researchers trained to conduct qualitative interviews.
They used either the face-to-face guide for interviewing
participating women or for interviewing HPS.

We took a grounded theory approach in writing our
interview guides. They were designed to help interviewers
lead subjects through a series of topics designed to elicit
data we would analyse to meet our study objectives. The
researchers selected the topics and the clinicians vali-
dated them. We tested the guides and tuned them in
preliminary interviews to ensure that interviewees under-
stood the open-ended questions and that they elicited
useful information. We then edited the two guides. The
guide for women in the intervention group, who received
CCT, focused on eliciting descriptions of their experience
of CCT. The guide for women in the control group elic-
ited their thoughts about a CTT programme. All women
were asked to describe their experience of and thoughts
about their follow-up. It is important to note that while
the perception of stigma was one of our questions, the
term ’stigma’ was deliberately not specifically used in our
discussion guide. Interview guides are provided as online
supplemental material.

We recorded and fully transcribed the audio of all inter-
views. We attached field notes to interview transcripts and
indicated if the woman’s husband, or partner, was present
during the interview, and whether the interviewer through

his presence affected the woman’s responses during the
interview. We collected data until interviews no longer
added new concepts (theoretical saturation) and we had
enough data to achieve our research objectives.

Data analysis

We initiated qualitative data analysis during data collec-
tion and immediately began analysing the raw data to
identify themes. Two sociologists independently coded
the interview transcripts. No software was used to analyse
the data. We took an inductive approach to identifying
patterns, highlighting topics that repeatedly emerged,
characterising them, and then organising them into
themes that we reviewed and discussed to reduce the like-
lihood of personal bias and to ensure analytical robust-
ness.”* We then checked the themes we compared and
identified against the available literature to ensure our
characterisations were complete and accurate. Finally, we
sorted themes into larger categories to identify patterns
in our findings.

Patient and public involvement
Patients were not involved in the design, the recruitment
to and conduct of the study.

Study participants were informed they could have
access to the general results of the study by contacting
the HP, obstetrician or midwife, who included them into
the study.

More widely, the general population will be informed
about our findings, both from the qualitative study and
the randomised clinical trial, by dedicated communica-
tion through the general press and social media.

RESULTS

Inclusion results

Between February and September 2017, we contacted
44women participants in NAITRE from one of three
including centres (Besancon University Hospital, Lille
University Hospital, and Robert Debré Hospital in Paris).
Of the 44 contacted, we included 22 (figure 1); only one
was non-observant. To reach CCT non-adherent women,
we extended our search to all the participating centres
of the NAITRE Study and selected 23 patients (18 who
were non-adherent); of these, we included 4 (figure 2).
In total, we selected 67 patients, of whom we included 26
(38.8%): 14 (53.8%) had received cash payments from
the programme (table 1).

A professional interpreter was used for three inter-
views and the husbands served as interpreters for two
interviews. Husbands were present at five of the SSIs.
Interviews lasted 28 min on average. The general charac-
teristics of the 26 women are presented in table 2.

The NAITRE team compiled a list of HPs at the 15
units that had been contacted for the study and recruited
from this list. We sent an email to department heads at 25
centres to solicit interviews (figure 3); of these centres,
6 agreed to participate. Ultimately, four physicians and
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Table 1 Distribution of respondent groups
Intervention Control Total

Besangon 3 3 6
Paris 4 6 10
Lille ) 1 6
Toulouse 2 - 2
Dreux - 2 2
Total 14 12 26

Paris, Lille and Toulouse are large cities with an urban population
and a strong immigrant presence. Besancon is a medium-

sized city and Dreux a small-sized city. Both have a more rural
population and a lower immigration population.

three midwives were interviewed. The physicians and
one midwife had included patients in the NAITRE Study.
Two midwives did not include patients: one worked at a
participating centre but had refused to include patients,
and one worked at a centre that refused to participate.
To protect confidentiality, we do not specify the centres
where the HPs worked. These interviews lasted 20 min on
average.

Women’s perceptions of the CCT initiative

From surprise...to use

The 14women who received CCT as part of the NAITRE
Trial said they were surprised to be offered it and found
it unusual for the French health system. Their aston-
ishment was not accompanied by negative perception;
these underserved women expressed positive feelings
about the CCT. They decided how to spend the CCT;
most women used it to buy essential items for the baby
(n=13), some also paid for transport to the hospital
when travel fees were a problem (n=3) or used it to

Table 2 Characteristics of the women

n=26

Average age, years 31
Median age, years 30
Primiparous 6
Multiparous with at least one child at home 20
Marital status

Lives alone 2

Lives with a spouse 24
Precarious housing

Yes 4

No 22
Professional situation

Craftsmen, salespersons, business owners 2

Students (including internship) 2

Employees 2

Unemployed (job seeker, housewife, ...) 20

25 chiefs of department
contacted

18 never returned mails
or phone calls

7 chiefs of department agreed

1 HP did not attend interview
and declined rescheduling

7 Healthcare professionals from 6
units interviewed

Figure 3 Flow diagram of healthcare professionals’ (HPs’)
inclusion.

add to the family budget (n=12). These underserved
women clearly indicated that CCT improved their fami-
ly’s well-being and they were glad to receive the money.
Three women said they had saved the incentives to buy
expensive equipment like a changing table or baby gate
(table 3).

Women in the non-intervention group, who had
no knowledge of the CCT while they were part of the
NAITRE intervention trial as per the study design, were
also surprised to hear about the CCT during prenatal
follow-up. Two of them indicated they would have
refused the offer. They stressed the importance of preg-
nancy follow-up, regardless of the existence of a financial
incentive: 7 think the priority should be the health of the baby,
so come to the consultations’ or ‘People come for the treatment,
not for the payment. The husband of one woman partic-
ipating in the qualitative survey had told her to refuse
the €40 payment for participation in the survey, but all
other women, including those who said they would have
refused the CCT, accepted payment for the interview. All
the women, even those who said they would have refused
CCT payments, agreed that a cash incentive could be
very helpful to ‘low-income women’, particularly to help
them prepare for their baby’s arrival. None of the women
found it easy to name an amount that would encourage
women to attend consultations, saying it depended on a
family’s situation. They also pointed out that payments of
any amount would help the family.

A more noticeable hesitancy among husbands

Two husbands clearly objected to the payments, but no
woman did. The first husband (intervention group),
refused to let his wife use the CCT money received during
pregnancy follow-up and declined the €40 compensation
for the qualitative survey. He explained that he feared
that it would give the medical staff the right to experi-
ment on his unborn children. He took the CCT card and
forbade his wife to use it. The second husband (control
group) refused the compensation we offered at the end
of the interview, saying he did not need the money and
had only come to provide us with information.
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Table 3 Relevant verbatim

Women'’s perception of the CCT initiative

Healthcare professionals’ perception of the CCT initiative

Surprise

Patient: At first, | thought it was weird, because | thought to
myself why are they giving me money because I'm pregnant,
| don't know..., | found it a little... I'd never seen it so | didn't
know how to take it actually. On the one hand, I'm happy
because it’s not... how do you say, it’s nice to have 30 € to
buy something, but on the other hand | didn't understand, |
thought why? But hey.

Good thing—money for her and child

Interviewer: What did you think of this proposal when the
doctor told you about it?

Patient: Well, | thought it was good. Because I've never had
a credit card before, that was good. | buy, | feel like | have a
card to buy what | want from time to time, it wasn't huge but
it was good.

Patient: And | thought it was interesting and 1day | came
home and said to my husband, "Yes, frankly that’s a good
system they set up because | realise that there are people,
it’s true that financially they can't and it’s really a plus”,
because when you're pregnant you really want to eat

special things and I realise that it helps to feel good during
pregnancy and | honestly thought it was great.

When | knew she was a girl, when | was sure (laughing), then
| started buying things for her. Like the things you need in the
hospital, for example, the first pack of diapers, wipes, cotton,
things like that.

Financial aspect

Caregiver: | told myself that... not to mix up the medical follow-
up, we'll say and then the financial aspect of things. | don't know,
there was something in that that shocked me. For me, you have
to separate the two, and the fact that in the end the medical staff
validates the fact that, that there is behind a financial side, frankly
for me they mixed the genres and that’s it.

Non-equality between patients

What also happened is that we have patients who know each
other, who come from the same neighbourhood or the same
area, and | have already had patients who said “but | don't
understand, a friend of mine received money, | have nothing,
what’s going on?” So twice, it’s not that big a deal, but there
were two, so when this patient told me about it, | kind of avoided
the question and said “but the study is ending”, well, | don't
know what | said anymore to try to...

Research

At the time, we were just starting to set up studies in the
department, because we didn't have a lot of clinical research
until then, we had one or two studies in progress. And then, well,
as we had practitioners that were really dedicated to obstetrics
we were able to set up a little more, so we were motivated to do,
to help with clinical studies. It’s not that anymore.

Other ways to improve follow-up

We have set up specific consultations, over a period longer than
1 hour, where we try to build trust and work in a multidisciplinary
way, that is, in conjunction with social workers, the PMI

| told one of my friends about it "and you know that now they (Protection Maternelle et Infantile — Women and Child Protective

do programmes and such for people who have the RSA or
CMU, they give 30 €, honestly it's so good and everything

" because | know | have friends they didn't eat during their
pregnancy, it was tough sometimes.

Group control

Patient: Uh, no, that’s a bad idea.

Interviewer: Yes?

Patient: | don't think that’s such a good idea, actually.
Interviewer: What bothers you about it?

Patient: To pay a person to go for the consultation.
Interviewer: Yes?

Patient: But wait, it’s her baby, it’s her baby plus it’s herself,
it’s her health and the health of the baby you're carrying.
Importance of follow-up

Patients: With the examinations, the follow-up, they
detected, they gave me the necessary check-up and | had
no problems apart from the diagnosis of pregnancy at

28 weeks it was very good again, because back home, in
A(Country), | didn't do a screening for gestational diabetes
and | even think, maybe | had gestational diabetes there that
I didn't know, because the girl was born at 3.8kg. Maybe |
developed gestational diabetes that | didn't even know | had.

Services), charities if necessary, and so on. And generally, setting
up these consultations finally helps to build patients' trust and to
see them more regularly and in a way..., well, they come. They
come for the consultation.

CCT, conditional cash transfer; CMU, Couverture Médicale Universelle.

The importance of follow-up

Whether or not they were financially compensated during
the study, all women claimed that receiving a CCT would
not have changed their behaviour and that they would
have attended the consultations anyway. Only one woman
(non-adherent, in the intervention group) said she had

not needed medical follow-up during pregnancy. Thirteen
women recognised that medical follow-up was important
because they had experienced health issues during
previous pregnancies (8women) and/or because they
felt that follow-up would protect their infant and improve
their own health and that of their baby (13women).
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HPs’ perceptions of the CCT initiative

Of the HPs we interviewed, two had refused to include
patients into the NAITRE Trial: one HP was from a partic-
ipating centre and the other from a non-participating
centre. HPs who had agreed to participate (n=6) viewed
CCT differently than those who refused (n=2). Those
who chose not to participate in NAITRE said they were
mainly discouraged by the principle of CCT and made
two arguments against compensation.

Money and care are not compatible

First, they felt the CCT programme was ethically prob-
lematic since it required them to discuss money and vali-
date payments with patients. They felt it would change
their relationship with patients and were not comfortable
talking about money even though the NAITRE coor-
dinating centre was responsible for wiring the cash to
the woman’s payment card. They did not actually have
to discuss money with women during their antenatal
follow-up. They thought that talking about money with
underserved patients violated the principles of justice and
equality and felt that financial aspects should never inter-
fere with medical care, for example, by putting financial
interests before health considerations. HPs (n=b5) also
thought that patients might feel stigmatised if they were
offered CCT.

The practical difficulties of the study design: an ethical concern
Their second ethical concern was relative to the design
of the study, which used cluster randomisation. Since the
clusters were 2-month periods within each of the partic-
ipating centres, women from both groups, that is, those
being offered CCT and those followed up normally, would
be in the waiting room at the same time, where they could
potentially discuss CCT. HPs were concerned that women
from the control group would complain about the unfair-
ness of the situation. But HPs reported only one case
where a woman from the control group heard about the
CCT; she did not request money. Overall, HPs were more
concerned about the ethical, or more precisely moral,
issues raised by economic incentives than the conceptual
principles behind them.

Some participating HPs (n=3) were concerned that it
might not be ethical to offer women money for attending
consultations, but said these concerns were not serious
enough to make them refuse to participate in the assess-
ment of a CCT programme because they wanted to help
us find out if it could be effective. All HPs had practical
objections to the programme, for example, that the cost
may too high for the health system to enable large-scale
implementation. None of the HPs interviewed thought
that a CCT would convince reluctant women to adhere
to pregnancy follow-up. Instead of CCT, they suggested
other interventions that they thought would be more
likely to attract and retain women in care, including early
follow-up, regular calls and comprehensive individualised
care.

DISCUSSION

All women who received the CCT intervention considered
it positively and spent the money on their children and
families. Most (13/14, 93%) women in the intervention
group affirmed that they controlled the cash payments
and that the money did not go to their husbands. None
of the women who received the intervention said they felt
stigmatised by the payments. Women who did not receive
the intervention were surprised that CCT was an option,
but most felt it could help women in need. It is possible
to assume a selection bias, that is, that if only women who
perceived the NAITRE Trial as non-stigmatising agreed to
participate, then the trial may have included only women
who did not perceive the incentives as stigmatising.

However, this risk of bias seems very unlikely for two
reasons: (1) Only 130 women out of the 3917 approached
(3.3%) refused to participate in the NAITRE Study, which
would confirm our hypothesis that the incentives are not
perceived as stigmatising for almost all of the women
concerned, and (2) The women in the control group,
included in the NAITRE Trial and in the qualitative study,
were not aware of the economic incentives, so it is impos-
sible that the recruitment in this group was biased.

On the other hand, even HPs who thought it was worth
testing the CCT programme were concerned about
the ethics of payment. They felt it broke the principle
of equality and could stigmatise participating women.
From a practical point of view, all the HPs said that, in
the underfunded French health system, money would be
better spent on other interventions to attract and retain
women in prenatal care.

The women in the intervention group indicated that
CCT had improved their lives and the lives of their babies,
which is consistent with the results of studies from other
countries.”™ Our results are also in agreement with
those of other studies that have shown that underserved
women mainly use CCT income for everyday child-related
expenses. Although all the women in the control group
were surprised that women could be paid to attend their
consultations, and although some found it inappropriate,
they welcomed the principle of CCT during their inter-
view and said they would spend this money on their chil-
dren. This suggests that exposure to a CCT programme
has the potential to reverse initial negative views.

HPs recognise randomised trials as the norm for eval-
uating drug efficacy, but have more difficulty accepting
them for evaluating economic or social interventions,g5 36
which may explain why HPs were very concerned about
the breach of equality by paying only participants in the
intervention group. HPs expressed concerns that the
CCT programme would stigmatise unserved women,”
whereas the women themselves felt differently. They all
reported benefiting, both themselves and their children,
from the payments during pregnancy. Thus, this discrep-
ancy between the views of women and HPs highlights that
HPs project the fear of stigmatising underserved women
without a sound rationale.
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HPs may need to be persuaded that beneficiaries of CCT
view it as a simple redistribution of wealth to those in need
and that they do not feel stigmatised by it. Without the
adherence of HPs, it is difficult to evaluate new economic
and social approaches to help patients during pregnancy
and early motherhood, especially underserved women.
We may need to work proactively to change managerial
paradigms,” develop new health organisations, and work
with HPs and patients to co-construct and adapt follow-up
procedures.*" !

None of the HPs interviewed thought that the CCT
programme was the best way to ensure that patients
attended antenatal care as recommended. Even before the
COVID-19 pandemic, HPs claimed that offering patients
CCT was a poor allocation of resources which could be
used more effectively, for example, by funding dedicated
units and hiring more doctors and midwives to follow-up
with women who missed appointments. Their views are
consistent with published research showing that the most
effective interventions are those that make it easier for
patients to navigate the healthcare system during preg-
nancy.”* However, a study by Salam et al*® found that
in some situations CCT programmes are more likely to
change women’s behaviour than other interventions.

Women who received CCT in the NAITRE Trial, for
which the data are currently being analysed, were unan-
imous in stating that the payments did not change their
attitudes towards, or their participation in, antenatal
care. We cannot ascertain the accuracy of this claim
before the NAITRE Study provides empirical evidence
on the effectiveness of the programme. If attendance
is the same in the intervention and control groups, we
will know payments in these amounts do not encourage
women to attend antenatal care visits. If a higher propor-
tion of women in the CCT programme had antenatal care
as recommended, this could indicate that the women
surveyed felt social pressure to deny, or were unaware of,
the effect CCT had on their behaviour.

Our study has some limitations

The main limitation of our study is the under-
representation of women who did not adhere to ante-
natal care, limiting our ability to accurately describe their
perspective. A selection bias is also possible. Indeed,
because we mainly conducted this qualitative study in
university hospitals, women who experienced complica-
tions in previous pregnancies, and who may thus have a
better perception of the usefulness of antenatal care, may
be over-represented. We were unable to interview women
who gave birth without any follow-up during pregnancy
because they were not included in the NAITRE Trial.
Our finding that financial incentives do not create stigma
cannot be generalised to the most marginalised women
(those without any social security coverage, the homeless)
as they were not included in the NAITRE Trial, in which
all women had documented low socioeconomic status
and had access to dedicated health insurance (CMU
or AME). Our sample may be biased by only including

women who are willing to publicly acknowledge their
economic difficulties. Finally, we started interviewing HPs
only 2years after we started including women, so many of
the physicians who had refused to participate in NAITRE
had moved away and we were unable to reach them. It
is therefore possible that we underestimated the extent
to which HPs opposed the principle of CCT, even if it is
already unambiguously illustrated here.

The difficulties we encountered in reaching women,
particularly those who did not adhere to follow-up recom-
mendations, may reflect that social and economic vulner-
ability that make these marginalised women even less
likely to interact with the healthcare system than their
more resourceful peers. Interventions that send HPs
into the field to interact with these women in their daily
lives and offer them incentives like CCT may help them
overcome economic barriers to medical care. To provide
high-quality antenatal and postnatal care, we need to
reach women who do not attend appointments, but the
use of mobile or connected health tools may not extend
to women who are the most disconnected from the health
system.

CONCLUSION

Although our results are promising, larger studies will be
needed to determine the benefits of CCT for women of
low socioeconomic status and to determine if CCT is cost-
effective. The results of the NAITRE clinical trial, and the
subsequent medico-economic evaluation, should answer
these questions.

In France, where prenatal follow-up is fully covered,
physicians and midwives questioned the ethics of using
a CCT programme to improve medical follow-up during
pregnancy. At the same time, the women who received a
cash incentive as part of the NAITRE Study said they did
not feel stigmatised and used these payments to prepare
for their baby’s birth.

Even if clinical benefit and efficiency were to be
demonstrated by the NAITRE Trial, the practical aspects
of implementing economic incentives and their benefit
over the long term remain unresolved.
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