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Abstract
Despite the availability of services, accessing healthcare remains a problem even in the United States and other developed countries. Prenatal care has the potential to improve perinatal outcomes and decrease health disparities, yet many women struggle with access to care, even in systems with universal health insurance. Current theoretical frameworks addressing access to prenatal care focus on barriers to care, although such barriers are minimally malleable in point-of-care clinical practice. We propose a theoretical model that condenses the access process into two components:  motivation and ease. Maternal motivation is an internal driver, a major component of why women choose to begin prenatal care. Ease represents access components within the clinical domain that facilitate easy and open access into beneficial care for their population. This model redirects the focus to the interface of the clinic and the clients, thereby encouraging interventions at the practice level that may assist women in entering and maintaining prenatal care.  
Keywords
Health Services Accessibility, Prenatal Care, Motivation, Access, Theory-Oriented Practice, Theory Development
Motivation and Ease in Access to Prenatal Care: A Practice-Based Theoretical Approach 
The interaction of person, environment, and health are key components of the nursing profession.1 Nurses facilitate such interactions and have leadership roles in forming new models of care that promote an individual’s access to healthcare. Improving maternal and child health comprise two of the ten Millennium Goals, which have been endorsed by the World Health Organization (WHO) and 189 nations, including the United States (US).2 The provision of open channels of access into health services also is a priority in the draft version of the Healthy People 20203 and included in the Safe Motherhood Initiative of the Centers for Disease Control and Prevention (CDC).4
The Problem of Access

Prenatal and perinatal care in the US is an area where health disparities are clearly evident; marginalized racial groups have appreciably higher rates of pregnancy-related complications than their white counterparts. In 2003, the maternal death rate was 3.8 times higher for black women than for white, non-Hispanic women (racial categories are consistent with birth certificate data).4 The rate of preterm births for infants born to black mothers is 1.5 times greater than for infants born to white mothers, and the rate of very low birth weight (<1,500 gm or 3 lb 4 oz) for black infants is 3 times greater than for white, non-Hispanic infants.5 Rates of prenatal care utilization for these vulnerable women are also less.5 Women of black or Hispanic origin are twice as likely to have late or inadequate care than white, non-Hispanic women.5 While the impact of race and ethnicity on health outcomes has been heavily studied (in part related to the availability of these data from the infant’s birth certificate),  women marginalized by age, class, or sexual orientation continue to experience problems accessing beneficial care during pregnancy.
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 This problem is not limited to the US. Recent  European studies confirmed that marginality of culture, unplanned pregnancy, and low level of education are major factors in inadequate access to care even when health insurance is universal.11  
Open access to prenatal care is a particular priority as adequate and effective prenatal care can improve the health of both the woman and child.4 The goal of prenatal care is to provide a woman and fetus with health assessments and information to improve maternal and neonatal outcomes,12 but if access to prenatal care is not equally accessible to women with differing resources (including  internal resources) outcomes will continue to contribute to current and future health disparities.
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 For instance, early prenatal care can reduce maternal deaths related to ectopic pregnancy.15 Prenatal care can also decrease long-term infant morbidity and mortality through the mother’s use of folic acid supplements to prevent neural tube defects,16 and screening for fetal abnormalities.
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 Women from disadvantaged or marginalized socioeconomic, cultural, and racial groups often struggle to access prenatal care and may not be able to avail themselves of these services,5 resulting in higher rates of pregnancy-related complications.
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Many strategies, some theory-based, have been used to address disparities in access and outcomes; however, their success has been less than desired. Access is a local phenomenon, and barriers and facilitators may come in many forms, including geography or culture. Current models do not adequately provide a framework for action that is useful at the practice level. In this paper, we propose a new middle-range theory, derived retroductively from practice and the current literature,19 that is useful to real world clinicians to open pathways of access to prenatal care. 
Definitions

Prenatal Care

Prenatal care comes in many forms and formats. The content of care may vary from simple health measurement to intensive health teaching and ancillary services.20 We will use the WHO statement of prenatal, also known as antenatal care, that is inclusive of all these formats. The WHO states, “The aim of antenatal care is to assist women to remain healthy, to find and correct adverse conditions when present and thus to aid the health of the unborn.”12(p.7)
Access to Prenatal Care

Access to prenatal care is the self-reported ability of a woman to obtain care for herself and fetus during pregnancy. Access has societal, maternal, structural, and medical components, as consistent with a critical realist paradigm. Maternal motivation is a precursor to access and utilization is the consequence of motivation and access. The changing frequency and nature of  prenatal care encounters  across gestation may also affect a woman’s ability and willingness to obtain prenatal care.21 
Utilization of Prenatal Care
Utilization of prenatal care is defined as a woman receiving prenatal care. Khan and Bhardwaj  define utilization as “realized access.”22 Access represents a woman’s potential to enter care and utilization is the quantifiable “proof”23 of access. Utilization is frequently used as a marker for access in research studies, although a lack of utilization could signal lack of access or a lack of maternal motivation for care.
Critical Review of the Literature
 Several theoretical models have been used to conceptualize and frame health services research regarding access and particularly prenatal care access. In this brief critical review of pertinent literature on access to care, we focus on those conceptual models that have been tested in the study of prenatal care access, particularly their clinical usefulness. Most of these models did not arise from the discipline of nursing. Nevertheless, their concepts fall within the domain of nursing, including person, health, and environment, and have been used by nurse researchers.1 
The Health Belief Model (HBM) is the most frequently utilized theoretical framework in studies of prenatal care access.
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 This classic model has a strong emphasis on cognition, it is belief –based, and little attention is given to the socioemotional aspects of early pregnancy. Pregnancy is more than a biological state; it  involves role transition, relationship changes and, often, acceptance of the birth of a child.27 The HBM also includes concepts of “perceived susceptibility to the disease” and “perceived seriousness of the disease,”28 which may not be applicable to pregnant women, as pregnancy is not an illness and, in developed countries, is rarely associated with death or disability. These non- disease facets of pregnancy are not easily incorporated into the HBM framework but are important components of women’s entrance into care.
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 In addition, the HBM has a strong focus on the individual, which limits its applicability at the clinical level.  
Pender’s Health Promotion Model (HPM) also has been used as a theoretical framework in studies exploring access to prenatal care.
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 The HPM adapts previous theories of illness prevention, including the HBM, into a theory about behaviors surrounding health and wellness promotion.31 While this is more accurate in describing women’s paths to prenatal care by including barriers to care, it remains a predominately cognitive model focused on individual internal factors and does not provide concrete action steps for  those working to open pathways to care at the clinical level. 
Khan and Bhardwaj’s model of access22 has been successfully used in the study of prenatal care access.32 As a concrete, specific model of access, it is derived from  previous models of health care access, including the work of Andersen and Aday, Pechansky and Thomas, and Donabedian. Khan and Bhardwaj’s  model is comprehensive of almost all potential barriers to access, and it  gives equal weight to the characteristics of the healthcare system as well as  the user. This model is useful in detailing and operationalizing barriers to care, but it is cumbersome in its complexity. It crosses from macro to micro level components that contribute to access from a strong social health policy influence to detailed characteristics of the healthcare system and the user, but the comprehensive and mathematical nature of the model renders it difficult for providers to translate to formulate clinic-level interventions. Only one research team has used this model in prenatal care research.32  
There are other more abstract, grander frameworks for inquiry that  intersect the study of prenatal care access, taking into account the macro-to micro aspects of  health disparities and  difference of access. These frameworks incorporate societal influences on biology, including the cumulative effects such as allostatic load,33 life-course perspectives,34and ecosocial models.35 Despite the cross-cutting nature of these frameworks, and the importance such  multilevel frameworks , these models have little salience at the clinical, point-of-care level, and offer little guidance for perinatal care providers who wish to improve access.36 A focus on the clinical components of access is more applicable to practicing nurses.  Additionally a focus on ease and facility at the point of care mitigates the sometimes judgmental, or blame-based, approach to access,37 that  can increase negativity in both care providers and potential care recipients, leading to an even greater distancing effect.  
The interface of the practice/practitioners and the pregnant woman has been a neglected aspect of theory, despite its everyday reality. Theory must be comprehensible and resonate with real life to be useful at the practice level. Middle range theories, which by definition are less abstract and easily operationalized than grand theories, are useful at practice and interventional levels.38 
Motivation and Ease
To be motivated means to be moved to do something; to be energized or activated toward an end is considered motivated.39 Motivation is defined consistent with Leatherman, Blackburn, and Davidhizar’s definition, the “willingness (of a woman) to seek care.”23(p.257) Motivation to access care encompasses a woman’s cultural and personal beliefs regarding prenatal care, her acceptance of the pregnancy, and her own internal drives. Motivation for seeking care can be affected by her family, friends, and immediate social network and larger public health information,21 but it remains an internal process. Research on women’s perceptions of prenatal care access, which has been reviewed in a previous publication,21 supports that motivation for care can be strong and a predominant force for seeking care or an impediment. Women have varying levels of motivation concerning their need for prenatal care for personal and cultural reasons.21 Women are often motivated to obtain prenatal care by a desire to have a healthy baby.21 On the other hand, many women state that they were not motivated to seek care as they were considering abortion or did not believe prenatal care was necessary.21 
There are ways that a nation’s healthcare system can contribute to a woman’s motivation for care. For instance, media campaigns may shape opinions on the benefits of early care. These are macro level interventions that, while valuable, are not feasible at the practice level. It may be that neither macro nor micro interventions are sufficient to affect a woman’s intrinsic motivation for beginning care; this inherent drive is an internal process. However, actions at the clinical level, such as decreasing hassles and offering physical and psychosocial support,   may sometimes catalyze or potentiate a weak motivation into action. (And of course, once action has occurred and access was realized, internal motivation may be strengthened for return visits.)
The prevalent extant conceptual frameworks categorize barriers as maternal, structural, or societal. It is difficult to know if women conceptualize these items as barriers or if this is a product of researchers’ theoretical frameworks.40 In addition, to categorize certain barriers as maternal decreases clinic-level responsibility for problem-solving. Our proposed model shifts the emphasis from barriers to facilitators, particularly those within the control of the clinic staff. 
The concept of ease is chosen to convey the provision of positive supports as well as decreasing energy demands and daily hassles. To promote ease is to render a situation to be less painful or oppressive; to mitigate; to alleviate, facilitate comfort, accommodate. In the motivation-ease model, promoting ease encompasses and is pertinent in all aspects of access that are external to, but proximal or interfacing with, the client. Promoting ease is a priority for all involved in the provision of care. 
Little research has been published about facilitators of prenatal care, especially which aspects of the clinic and provider assist women to access and maintain prenatal care. This is a gap in the body of knowledge, and in the extant theoretical frameworks, which focus on user characteristics instead of clinical characteristics. Shifting the focus to facilitating, or easing, a woman’s access to care encourages healthcare providers and planners to view such considerations as a part of their domain, and be amenable to focusing on interventions over which they have control.
The Motivation-Ease (M-E) model was developed retroductively from extant research on women’s perceptions of access to prenatal care and clinical practice.41 The M-E model of access uses the fewest concepts possible42  to adequately represent prenatal care access as a priority at  the clinical  level. In this model all the characteristics of the woman are subsumed under the concept of motivation, which is the most cited reason that women fail to begin access into care.21 All other external aspects of the access process are compressed into the concept of ease, which represents an essential goal of the clinic, that is, to promote or optimize any woman’s ability to enter and maintain prenatal care. The goal of the clinic should be to make accommodations to compensate for low motivation to seek care.  
Motivation–Ease as a Middle-Range Theory

The Motivation-Ease Middle-Range Theory states that maternal motivation interfaces with the ease of clinic access to affect access and utilization of prenatal care. The concepts of this middle-range theory are derived from Lewin’s grand theory of human behavior. His “field theory of human behavior” 43  arose in the 1930s as an antireductionist approach yet compatible with empirical study. Lewin stated that all behavior is a function of  the person and the environment as it exists for that person.44 In the M-E model of prenatal care, the middle range concept of motivation is the aspect of person, and ease represents an aspect of that person’s clinical environment. Access is a function of that interface. Utilization of care is the behavior that emerges from a successful interface. The parsimony of this theory and the simplicity of the terms provides a transferable, comprehensible and useful model at the real-life, operational level: the interface of pregnant women and the clinic. 
The strength of the interface between a woman and clinic is posited to vary with the person and setting in a reciprocal fashion. We use the term reciprocal as in the mathematical definition, that is, inverse relationships of the factors are complementary to result in the product or behavior. In other words, if internal drive or motivation is high enough, a woman might access care even when it may be quite difficult. If motivation is low, the degree of ease must be greater to achieve the desired behavior: the utilization of care. The choice of the word complementary is not intended to imply a magic sum of the two parts or a linear process, but rather a combination, which is sufficient to initiate a reaction for an individual. A particular clinic may need a variety of interventions to resonate with the needs of different women. One woman may struggle with transportation while another may need clinical accommodations  that are safe for her bring her to toddler.  
 The proposed M-E theory is consistent with the philosophy or metatheory of critical realism, which acknowledges multiple layers of reality and causality and has been successfully applied in nursing and other health promotion research.45 A “critical realist approach ….reflects the complex interplay between individual, programm-related, socio-cultural and organizational factors that influence health outcomes in open systems,”45(p. E8) Specifically “Complex critical realism presents  events as being a product of many factors coming together in certain combinations and given the right circumstances or context to causally generate new events.”45(p. E8) Figure 1 presents a substruction of the M-E theory, from metatheory to empirical indicators 
While clinical characteristics promoting ease can interact with a woman to affect her motivation for care, the clinic exerts minimal direct influence on internal motivation, particularly as a woman contemplates beginning the access process. Ease characterizes the aspects of the external environment that can be influenced by those in the practice setting. Ease is increased when the services and attitudes of clinical environments resonate with the needs of women, and when reduction of barriers to care are designed and embraced by clinic planners, staff, and clients. Ease encompasses convenience, such as transportation and distance, availability of appointments and services, and hours of operation. Ease includes cost and payment options, needs for care of existing children, staff attitudes, language, and wait time at the clinic. The clinic is responsible and can affect attendance and utilization of care by easing a woman’s access and complementing her drive to obtain prenatal care.
Exemplars: Theory Naïve or Theory Prescient? 
Point-of-contact clinicians are often on the leading edge of designing practical interventions, but direct care providers seldom write about their innovations, although nursing and other organizations often reward innovative practices. With minimal theoretical attribution,  practitioners located in small rural clinics to large medical centers have already begun to ease women into prenatal care with multiple open pathways to access. These attempts are congruent with the M-E middle range theory, whether or not they were even considered as theoretically based. We include two excellent exemplars of practical application on small and large scales. Outcome data from the following examples are included if it was available.   

Parkland Health Systems in Dallas, Texas, has increased access to care through innovative clinic-level interventions and, with their high volume, have been able to research the impact of interventions on utilization of care. In the 1990s, Parkland began a program to actively increase access to prenatal care, decentralizing and distributing their prenatal clinics throughout their county and providing transportation to appointments for those women on Medicaid.
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 This improved access program significantly increased the utilization of prenatal care.
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 Corresponding to this increase in access and utilization, Parkland also experienced a decrease in preterm birth rates, even as national preterm rates were increasing.
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 These outcomes provide support of the principle that focusing on facilitation or ease can increase access and utilization of prenatal care that has the potential to correlate with improvement in perinatal outcomes. 
An East Tennessee birthing center is an exemplar of addressing ease on a smaller scale and in a rural area. This clinic has been easing clients into prenatal care for several years, by gradually adjusting clinic routines to overcome barriers.47 A bilingual receptionist greets patients in the two most common client languages. Three providers proficient in Spanish have been hired in response to an influx of Latina clients. Evening hours of operation decrease transportation and work-related problems. All waiting and examination rooms include child play areas to assist mothers who bring their young children to appointments. The characteristics of this clinic remove some of the hassles associated with utilizing care. While this small birth center addresses common barriers seen in the literature, the specific adaptations reflect the characteristics of a particular rural area that is no longer populated solely by persons of the Caucasian/Appalachian culture.  

Having arisen in the practice sector, the interventions implemented in these varied settings have been based in pragmatism, the philosophy of doers. Between their philosophy and  their interventions are unstated  beliefs that have been mode overt in M-E theory:  that clinicians and staff can assist a woman to access, providing an interface that   utilization of care as easy as possible.  
Future of Theory-Oriented Practice 
 Lewin was pragmatic, famously stating, “There is nothing so practical as a good theory.”48(p.169) The goal of theory is to inform practice and research. A useful theory must be understandable, with real-world salience, to be relevant in a practice profession. Nursing is currently in the process of shaping a new practice doctorate, that is, one that has as a main pillar the translation of research into practice. Middle-range theories in nursing would seem to be the level of abstraction ideally suited to the challenge of theory-oriented practice as they are testable and sufficiently concrete to translate to patient care settings.38 This nascent theory of access to prenatal care attempts to describe, explain, and influence women’s access and continuation in prenatal care by employing two inherently understandable concepts that reflect the person-environment interface. Each concept reflects a simplicity as well as an antireductionist quality congruent with Lewin’s field theory and a critical realist perspective. This middle-range theory must be tested to determine its validity and adequacy as well as its usefulness. 

We are aware that there are some potential weaknesses in our proposed theory. The proposed relationship of ease and motivation is hypothetical at this point and remains to be tested. Ease does not account for macro-structural factors, but this theory was designed to drive practice and clinical decision making and evaluation at that level. We offer some ideas for testing the theory. 
Testing the theory: Remaining congruent with a critical realist paradigm 
Realist theories are designed to facilitate empirical testing of potential explanations.41, 49 Women’s opinions regarding what components of the clinic facilitate, or ease, their access into prenatal care are foundational to explicating our theory. The extant literature on women’s perceptions of prenatal care access does not include clear information on what facilitates women in obtaining care. Future research needs to query women on what components of the clinic assist(ed) them in obtaining care. Conversely, those who do not interface prenatal care but first access care in an emergency room or already in labor also have valuable information on why prenatal care was not utilized. Survey responses as well as interview and focus groups data from women could be triangulated with extant data on barriers to inform providers on mechanisms of ease as perceived by users and non-users.
It would also be informative to triangulate such findings with practitioners’ perceptions of what makes for ease of access. Some ideas concerning the relationship of ease and motivation, the dynamics of the interface, and limits of the theory could emerge from the triangulation of views of clients and clinical personnel. Wilson and McCormick have suggested several practice development evaluation methods congruent with the critical realist paradigm.50 Critical ethnography is another method that would be congruent with the philosophy and the theory.

While women’s and practitioners’ opinions of what constitutes ease are critical in advancing the theory, they are not sufficient within a critical realism framework, which “includes a reality independent of human perceptions.”45(p. E7) In this regard, utilization data can substantiate which clinical characteristics are associated with greater rates of prenatal care access, consistent with the use of both qualitative and quantitative methods in critical realist research.41 Utilization of care data gathered from before and after “ease” interventions can be statistically compared to see if clinic changes increase a population’s rate of adequate prenatal care utilization and health outcomes. 
Usefulness in Other Practice Settings.
Once tested, revised, and validated in prenatal care access research and practice, a revised M-E theory could be investigated for use in other healthcare access settings, consistent with testing a theory to the limits of its validity.42 The M-E middle range theory may be applicable to care management strategies of chronic diseases, such as diabetes, or in situations where both access and follow-through, such as in various conditions requiring rehabilitation. The concept of ease also is congruent with the increasing use of electronic access, such as in telemedicine, social networks, and virtual communities. 
Conclusion
The glaring health disparities in perinatal health in the US must be alleviated.  While prenatal care has value in improving perinatal outcomes, it must be more accessible and acceptable to all pregnant women to affect changes in outcomes, especially for the most vulnerable women. Current theories of access to prenatal care are barrier-focused and offer little to clinicians and health planners that would shape a clear framework for action. The Motivation-Ease middle-range theory of access to prenatal care presents a theoretical orientation to the process of access emphasizing the role of the healthcare clinic and provider in facilitating the access process. The theory can be applied in practice and clinical research to frame interventions. There is no disciplinary specific jargon, and the concepts can be understood by all members of a team: providers, staff, and clients. Future research need to test this model for use in variety of populations of pregnant women.  
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