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Abstract
Background: Economic incentives have been used in several countries to improve pregnancy follow-up, to
encourage families to bring their infants to see a doctor, and to promote school attendance. However,
these conditional cash transfer programs (CCTs) are often subject to criticism. The NAITRE study, which
is currently underway in France, assesses the use of CCT to promote prenatal care in women with low
socioeconomic backgrounds and has also been the focus of such criticism. The objective of the
qualitative study was to analyse how the CCT is perceived by the women and health professionals
involved in the project. These data are essential for in-depth understanding of the elements that could
encourage or deter a generalization of the process. Methods: A multicentre, cross-sectional, qualitative
study was conducted among 26 women included in the NAITRE trial and 8 health professionals
(physicians and midwives). All data were collected through semi-structured individual interviews and
transcribed in their entirety. A thematic content analysis was then used to generate the results. Results: In
the interviews, the women expressed surprise regarding the offer of a cash incentive. However, they did
not perceive the CCT negatively, but saw it rather as a signi�cant source of aid for women with limited
�nancial resources. Some even expressed feeling as though they were supported far beyond the �nancial
support. The health professionals were much less positive. Still, though they all stressed the ethical
considerations related to the premise of the trial, they recognized the need for such an evaluation.
Conclusions: In a country where access to health care is facilitated by a nationalized health insurance
system, the use of a CCT to improve medical follow-up during pregnancy raises ethical questions for the
health professionals involved. However, an analysis of the interviews conducted with the women who
received compensation showed that they did not feel stigmatized. While the women generally reported
that the CCT money allowed them to better prepare for the birth, none indicated that they changed their
behaviour relative to medical follow-up during the pregnancy.

Background
Various analyses have shown that women in precarious living situations attend fewer medical
appointments during pregnancy, either for �nancial reasons (1) or because they are faced with a
combination of economic and social di�culties that make it challenging to organize care (2,3). It has
been shown that suboptimal pregnancy follow-up, de�ned as less than 80% or less than 50% of
scheduled follow-up, is associated with a two-fold risk of severe maternal and neonatal morbidity (4,5).
Several countries, mostly of low or medium income, have introduced economic incentives, hoping
(among other things) to encourage women to consult during pregnancy (4,6) or to encourage families to
have their young children followed by a doctor or sent to school (7). For the most part, this type of cash
incentive program has been implemented in developing countries, particularly in Latin America with the
Bolsa Familia Program in Brazil (7), Solidario in Chile (7) or the PROGRESA-Oportunidades program in
Mexico (8.9). Though less common, studies of this nature have been conducted in Europe as well, usually
targeting speci�c illnesses such as mental illnesses (10) or behaviours such as smoking during
pregnancy (12,13).
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Evaluative studies have shown the bene�cial effects of these programs, though the results must be
placed in context (5,8-11,13). In reality, few of these studies were randomized controlled trials – the
majority analysed the effects of the programs before and after, which does not take into account changes
between the two periods. A systematic review published in 2015 concluded on a need for high-quality
randomized controlled trials (RCTs) to determine whether incentive programs increase prenatal care use
and improve maternal and neonatal outcomes (15).

In addition, conditional cash transfer (CCT) programs have been criticized on a number of points:
paternalism, clientelism, and administrative burdens to name a few (16). The NAITRE study, currently
conducted by our team, (17) (NCT02402855) has been subject to the same types of criticism from health
professionals and from members of our ethics committee. Two main issues were raised: i) the risk that
the women would be stigmatized and ii) the fear that the introduction of an economic incentive could
alter the relationship between the pregnant women and their health professionals, which is based on
mutual trust.

In France, the national health insurance system covers almost all pregnancy-related health costs
(consultations, biological and ultrasound examinations), so offering an economic incentive to women of
low socio-economic background has raised ethical questions. In order to address the concerns raised by
the NAITRE study, a qualitative study aimed at understanding how women perceive and experience the
proposed incentive was conducted at the beginning of the inclusions. It was decided that the preliminary
results of this qualitative analysis were to be reviewed by the data monitoring and safety committee
(DSMC) after the �rst year of recruitment, and that the inclusions would only continue beyond the �rst
year if it was established that the CCTs were not negatively perceived by the women. In addition to this
�rst phase, we analysed discussions with the health professionals who had agreed or refused to
participate in the project.

The objective of this article is therefore to analyse how the various participants viewed the CCT project.

Methods
Design of the study

The NAITRE study evaluates a CCT for adherence to scheduled prenatal follow-up, and the effect on the
occurrence of maternal or neonatal complications. NAITRE is a pragmatic multi-centre, open-label cluster-
randomized trial using a parallel arm design, in which women receive (intervention group) or not (control
group) a 30€ incentive for attending each scheduled prenatal consultation, with a maximum of one
compensated consultation per month.

Prenatal follow-up is left to the discretion of the appropriate health professionals in compliance with the
current French recommendations and the practices of each centre.
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We conducted a multi-centre, semi-managed, face-to-face, cross-sectional, qualitative study in order to
analyse the perceptions of the women and health professionals involved. The interviews were conducted
with i) the women included in the NAITRE trial, in both arms of the study: the control arm (i.e. standard
management of pregnancy follow-up) and the intervention arm (i.e. CCT for pregnancy follow-up) and ii)
health professionals (obstetricians and midwives) who either agreed to participate in the NAITRE trial or
refused the implementation of the NAITRE trial in their centre.

Participants and sample selection

Eligibility criteria for the NAITRE trial were as follows: (1) pregnant woman, (2) aged 18 or older, (3) who
attended their �rst pregnancy consultation in one of the participating centres before the end of the 26th
week of amenorrhea, and (4) with health insurance for low-income families (Universal Medical Coverage
or Couverture Médicale Universelle, CMU) or illegal immigrant status (State Medical Coverage or Aide
Médicale d’Etat, AME). The only two exclusion criteria were: (1) women not able to understand the study
and (2) women under judicial supervision.

For the qualitative study, women were selected 3-6 months after delivery depending on their medical
follow-up during pregnancy. Every woman included in the NAITRE study was eligible for the qualitative
study except in case of stillbirth, post-natal death or if the baby was diagnosed with a severe medical
condition. In these situations, it would have been delicate to collect accurate information about the
pregnancy or even to approach them for the study.

This qualitative study also focused initially on a geographical selection of women included in the NAITRE
to take into account different type of precariousness encountered (rural, urban, former industrial area, or
illegal immigration area). The inclusion sites were then expanded to allow the inclusion of patients with
speci�c characteristics (non-compliant or primiparous).

To ensure adequate maximal variation sampling, women were selected after delivery in both the
intervention and control groups to obtain different ages, primiparous and multiparous status, different
economic conditions and different adherence to prenatal care.

Semi-structured individual interviews aimed to understand the determinants of medical follow-up during
pregnancy. The principle was to get the respondents to describe situations that highlight their habits, their
social representations or their emotions. Women were asked to describe their health practices during
pregnancy, what was important for their medical follow-up and what led them to adhere or not to
scheduled prenatal care. Women who received the CCT were also asked how they felt about the incentive
and what it may or may not have brought them.

Participants were approached by phone (women) ou email (professionals). Women were interviewed at
the hospital where they had been followed-up during pregnancy or at their home, and some interviews
were conducted by telephone. The women who took part in the interviews received a 40€ compensation
for their time, irrespective of the group they belonged to during their pregnancy follow-up.
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For health professionals, the eligibility criteria for the qualitative study were as follows: (1) obstetrician or
midwives whose centre or unit had been contacted for the NAITRE study, irrespective of participation (17)
(2), and who agreed to participate in a personal qualitative interview. There were no exclusion criteria. The
study population was divided into three sub-populations: i) physicians/midwives who agreed to
participate in the study and who included patients, ii) physicians/midwives who agreed to participate in
the study but who included few or no patients, iii) physicians/midwives who declined to participate in the
study.

The semi-structured interviews were designed to get the health professionals to describe the factors that
led them to participate in the NAITRE study or not. An additional aim was to understand the potential
assets or obstacles for scaling up the CCT as standard practice if the NAITRE program showed a real
impact on reducing pregnancy complications in the target population, likely as a result of improved
prenatal care.

Ethics

Ethics approval from CPP EST-I was �rst gained on September 28th 2014. An independent data security
and monitoring committee has been established.

Data collection

Data were collected by two health sociology researchers working in a clinical center research
(INSERM/CHU) (1 female PhD – AGM- and 1 male Master-NMB) with expertise in conducting qualitative
interviews, over a 38-month period from May 2017 to July 2019. Two speci�c individual and semi-
structured interview guides (for the women and the health professionals) were developed jointly with
social science researchers and the clinicians leading the research. These guides were the subject of
preliminary test interviews in order to ensure that the topics were clearly understood and that they
matched to the issues established by the research team, and any necessary changes were made. The
�nal version of the guides is available in the appendix.

All interviews were recorded and transcribed in their entirety, as well as the notes taken in the �eld (in
particular the presence of the husband during the interview and the in�uence of their presence on the
interview).

Data analysis

Raw data were analysed according to a thematic analysis method. Two sociologists coded the interview
transcriptions to obtain data triangulation. Qualitative data was analysed during and after the data
collection.

Data collection continued until theoretical saturation was reached, meaning that no new data would have
added additional information to the concepts outlined in the research objectives.
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An inductive approach was used to identify patterns and themes, and thematic data analysis was
conducted. Transcripts were examined thoroughly by the authors, and the topics that repeatedly emerged
were highlighted and categorised as themes. These themes were reviewed and discussed between co-
authors to avoid personal bias and to ensure analytic robustness. This was followed by further
veri�cation and validation of the themes with the available literature for the purpose of triangulation. The
�nal themes were then summarized according to the pattern of �ndings.

Results
Inclusion results

Of the 3500 women included in the qualitative branch of the NAITRE study (February 2017-June 2019),
60 women were contacted: 6 refused outright, 9 did not attend the appointment and 19 women never
responded to our calls. Finally, 26 women were interviewed. The majority of interviews were conducted at
the counselling centre (N=16), and the rest were conducted at the woman’s home (N=6) or by telephone
(N=4). An interpreter was required for �ve interviews: a professional interpreter was present during 3
interviews and the husband translated for the remaining two. Overall, �ve husbands were present during
the interviews. The interviews lasted an average of 28 minutes.

The inclusions initially focused on women recruited at Besançon University Hospital, Lille University
Hospital and Bicêtre Hospital in the Paris suburbs. These centres were chosen because they represent
certain types of French cities and precarious situations: a city with a close rural population (Besançon),
an old industrial city (Lille), and a metropolis with a large migrant population (Robert Debré Hospital in
the Paris conurbation). However, because of the di�culties in including non-adherent patients, inclusions
were extended to all participating centres (Table 1).

Seventeen non-adherent women (who missed at least two appointments) were contacted, but only three
were included in the study. Two refused to participate in the study, and we were not able to contact the
others (phone numbers that were no longer in service, answering machines).

Characteristics of the included women are depicted in Table 2.

At the start of the qualitative study, 51 centres (university hospitals, local hospitals or care centres) were
contacted to join the NAITRE study; 35 �nally participated. We contacted 15 centres to request interviews
with health professionals, and a total of four physicians and four midwives agreed to participate in
qualitative one-on-one interviews. Only one interview was conducted with a health professional from a
centre that refused to participate in the study. For reasons of con�dentiality, we will not specify the
centres involved. The interviews lasted an average of 20 minutes.

Women's perception of the CCT initiative

Of the 26 women interviewed, 14 had received a cash incentive. These women described feeling surprised
when it was offered to them. The CCT approach was seen as uncommon, and as unusual for the French
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health system.

Patient: At �rst, I thought it was weird, because I thought to myself why are they giving me money
because I'm pregnant, I don't know..., I found it a little... I'd never seen it so I 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 I didn't understand, I thought why? But hey. (FB1)

Yet this astonishment was not experienced negatively, and, for these women with limited resources, the
CCT was seen as positively.

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

Patient: Well, I thought it was good. Because I've never had a credit card before, that was good. I buy, I feel
like I have a card to buy what I want from time to time, it wasn't huge but it was good. (FB2)

Women decided how to spend the compensation. They described using it to pay for transportation to the
hospital when it was complicated, to supplement the family budget and most often to buy the baby's
essentials. The women spoke of this �nancial compensation as a contribution to the well-being of the
family. Considering their precarious situation, they were pleased to receive the money.

Patient: And I thought it was interesting and one day I came home and said to my husband, "Yes, frankly
that's a good system they set up because I realize that there are people, it's true that �nancially they can't
and it's really a plus", because when you're pregnant you really want to eat special things and I realize
that it helps to feel good during pregnancy and I honestly thought it was great. FP(13)

When I knew she was a girl, when I was sure [laughing], then I started buying things for her. Like the
things you need in the hospital, for example, the �rst pack of diapers, wipes, cotton, things like that. (FB1)

Three women indicated that they had saved up in order to buy more costly equipment for the baby (for
example change table or baby gate).

Women who did not receive �nancial compensation during the study were presented with a theoretical
situation: "What would you think if women were offered economic compensation every time they
consulted during their pregnancy?”. The women initially expressed surprise, and several indicated that
they would have refused such a proposal.

Patient: Uh, no, that's a bad idea.

Interviewer: Yes?

Patient: I 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.
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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. (FP4)

It should be noted, however, that only one woman refused �nancial compensation for the qualitative
interview, a refusal initiated by her husband.

Yet almost all of them pointed out that a cash incentive could be a signi�cant help for low-income
women in precarious living conditions, and in particular to help them prepare for their babies.

I told one of my friends about it "and you know that now they do programs and such for people who have
the RSA or CMU, they give 30 €, honestly it's so good and everything " because I know I have friends they
didn't eat during their pregnancy, it was tough sometimes. FP(13)

Whether in the control or intervention group, women had di�culty estimating the �nancial compensation
that would successfully encourage women to attend consultations. They indicated that the needs depend
on the family situation. They also pointed out that whatever amount is offered is bene�cial for the family
and is therefore positive. 

During the interviews, there were two straightforward objections to this compensation which came from
the husbands present at the interview and not from the women. The �rst one, (intervention group) refused
to let his wife use the money for fear that the medical staff could then claim rights over the unborn
children (FP8); the second (control group) refused the compensation offered at the end of the interview,
indicating that he had come to provide us with information but did not need the money (FP1).

Whether or not they received �nancial compensation during the study, the women claimed that a CCT
would not have changed their behaviour because they say they would have consulted anyway. Only one
woman indicated that she could have done without medical follow-up during her pregnancy (FT2). On the
whole, the women we met recognized the importance of medical follow-up either because they had
already had health concerns during previous pregnancies (8), or because they were aware of the
importance of follow-up for both mother and child.

Patients: With the examinations, the follow-up, they detected, they gave me the necessary check-up and I
had no problems apart from the diagnosis of pregnancy at 28 weeks it was very good again, because
back home, in A[Country], I didn't do a screening for gestational diabetes and I even think, maybe I had
gestational diabetes there that I didn't know, because the girl was born at 3.8 kg. Maybe I developed
gestational diabetes that I didn't even know I had. FP(22)

None of the women reported that receiving a cash incentive changed their habits regarding medical
consultations.

Health professionals’ perception of the CCT initiative
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Health professionals who agreed to participate in the study and those who did not perceived the
economic compensation differently. The CCT itself was the most frequent reason for declining to
participate in NAITRE. We identi�ed two arguments against compensation. First, the very notion of a CCT
program poses an ethical problem to opponents of this study. In a hospital system where health
professionals never talk about money with users, having to address a monetary aspect and then
validating the payment of compensation was a problem, even if the money was wired to the women’s
payment cards directly by the coordinating centre of the NAITRE study.

Caregiver: I told myself that... not to mix up the medical follow-up, we'll say and then the �nancial aspect
of things. I don't know, there was something in that 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
�nancial side, frankly for me they mixed the genres and that's it. (PN1)

Second, health professionals are concerned that women in the control group may be informed that other
women are receiving money. This situation has already happened in certain departments:

What also happened is that we have patients who know each other, who come from the same
neighbourhood or the same area, and I have already had patients who said "but I don't understand, a
friend of mine received money, I 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, I kind of avoided the question and said "but the study is
ending", well, I don't know what I said anymore to try to...(PB2)

For the professionals who accepted the study, offering economic compensation also raises questions
from an ethical point of view, but this was not an obstacle to their participation. The principle is that the
study must make it possible to verify the impact of the CCT program, and the teams emphasized their
desire to participate in 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. (BM)

However, from a practical point of view, they do not see how this type of CCT could be generalized given
the increasing lack of hospital funding.

For everyone we interviewed, the CCT program is not the key to getting reluctant women to adhere to
pregnancy follow-up. Rather, they suggest the importance of early follow-up, regular calls and
comprehensive individualized care.

We have set up speci�c consultations, over a period longer than one hour, where we try to build trust and
work in a multidisciplinary way, i.e. in conjunction with social workers, the PMI [Protection Maternelle et
Infantile], charities if necessary, and so on. And generally, setting up these consultations �nally helps to
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build patients' trust and to see them more regularly and in a way..., well, they come. They come for the
consultation. (BSF)

Data limitations

The sample of women interviewed does not su�ciently represent non-adherent women. Understandably,
it was more complicated to contact them, either because they did not take our calls or because they did
not have a phone.

In addition, since the qualitative study was conducted primarily in university hospitals, many of the
women included had a medical history, which had an impact on their vision of medical follow-up during
pregnancy.

The study's inclusion criteria excluded women whose �rst consultation took place after 26 weeks of
amenorrhea. Thus, women who came to give birth without any follow-up during their pregnancy were not
interviewed for this study.

Included women had access to the CMU, which was a speci�c social security system dedicated to those
most in economic di�culty. To access the CMU, it is necessary to carry out administrative procedures
that are often long and laborious. Thus, women who were socially “off the grid” were not included in this
study.

The study of health professionals was developed two years after the beginning of inclusions. At this
point, many of the physicians who had refused the study had changed departments and were not
reachable.

Discussion
The results of this study show that while women expressed mostly very positive feeling about the CCT
program, health professionals are reluctant overall. Those who are clearly opposed to it believe that it
poses an ethical dilemma, while others consider that it is not the best way to get women to adhere to
medical follow-up during pregnancy.

A perception that depends on one's experience

The cross-referenced analysis of the interviews with the health professionals and women showed that
each individual had a very different perception of the CCT. Health professionals who were not opposed to
the CCT considered that, though it was worth testing, it did not seem to be a miracle solution. For the
women participating in the study, the cash incentive was seen differently depending on whether or not
they received it. The women who were part of the CCT program viewed it positively, mainly because the
money was useful for personal or child-related expenses. CCT programs have improved the well-being of
families in all countries where they have been implemented. Children and women are the �rst
bene�ciaries of theses cash transfers (6,18,19). According to the patients, the cash incentive did not go to
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the husbands, which corroborates anthropologists' data that show that the incomes of women in
precarious situations (whether in developing countries or not) are mainly used for daily child-related
expenses (20,21). In short, the money is seen as more as aid than an incentive. For those who were not
compensated by the CCT program, the idea of receiving money to attend their consultations seemed
surprising and even out of purpose, at least initially.

None of the women interviewed indicated that the cash incentive changed their behaviour, although from
what was said, it appears that this could change the outlook of someone who did not understand the
value of the consultations. While adherent women tend to see consulting as normal behaviour (22), non-
adherent women indicate that as long as they are feeling well, they do not see the bene�t of going to the
hospital. For women who have limited medical knowledge, their feelings and emotions result in non-
adherence (23).

For health professionals, the CCT program was generally negatively perceived. Six of the eight
professionals interviewed here worked in hospitals. In France, physicians or midwifes practicing in a
public hospital have no �nancial relationship with patients. Low incomes are rarely to blame for a lack of
access to care in hospitals because of the French national health insurance system, but economically-
motivated limits are often cited by physicians in private practice (24). In the current context of cost
savings imposed on French public hospitals, the idea of offering patients a sum of money is seen as a
misallocation of resources that would be more useful if they were used to improve the care offer. In
addition, professionals felt that there was an ethical problem associated with the NAITRE randomised
clinical trial because it disregards the principle of equality (some participants had compensation, others
did not). This concern is of interest because it may re�ect the expression of a hidden fear, as it is the
basis of randomization in clinical trials to break the principle of equality. Some interviewees described
situations where patients complained that other patients were receiving money, causing tension in the
relationship between the caregiver and the patient. Given that comparing two populations with different
interventions is the principle of clinical research, this criticism seems more related to the use of
randomized control trials in economics (25). When it comes to medication, this type of trial is acceptable
because it is the most reliable way to analyse their effects. However, taking the same approach with
social and economic behaviour is harder to accept for some professionals. Their criticism is in line with
those of others who have studied economics on the subject (26,27) and is perhaps a result of the loss of
“equipoise”. The concept of equipoise, which is the central ethical principle of randomized control trials,
holds that a subject may be enrolled only if there is true uncertainty about which of the trial arms is most
likely to be bene�cial (28).

Our group of health professionals all said that they though the CCT program would stigmatize vulnerable
individuals, a reproach which has been expressed in previous literature (29). However, none of the woman
expressed feeling stigmatized by the program. This may be explained by the administrative aspect of
precariousness as de�ned by the study; these women have already taken administrative steps to
document their low �nancial status and to gain access to a dedicated health insurance (CMU or AME),
which implies that they are well aware of their �nancial issues. All of them expressed positive views
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regarding the fact that they could bene�t from what they see as �nancial assistance during pregnancy.
They all perceived this cash transfer to be helpful.

Finally, the health professionals insisted that they do not believe that the CCT program is the best way to
get these women to consult. This discourse concurs with the results of other studies showing that while
CCTs can encourage women to consult, it is essential to have the appropriate health facilities in which to
receive the patient (20,21). They indicated that dedicated units, taking into account the woman’s global
situation and with enough staff to call women who did not attend their appointments would be
preferable. However, patient navigation during pregnancy has mostly been found effective in low and
medium income countries (32). Additionally, our experience suggests that phone calls would not be
enough because many women, particularly those whose prenatal follow-up care was inadequate, were
really hard to reach for this study. Non-adherent women, very often combining social and economic
vulnerability, are not easily accessible. Fieldwork, potentially linked to economic incentives based on the
results of this study, would then be preferable to telephone reminders, but this would require even more
resources.

Conclusion
In a country where access to health care is facilitated by a national health insurance system that provides
free-of-charge prenatal follow-up, the implementation of a CCT to improve medical follow-up during
pregnancy may be seen as ethically questionable, particularly by health professionals. However, the
interviews conducted with women who received a cash incentive revealed that they did not feel
stigmatized by the CCT, and the women indicated that the money helped them to prepare for the birth of
their baby. At the same time, they unanimously maintained that their attitudes towards medical follow-up
during pregnancy were not affected by the cash incentive. These data will be veri�ed with the quantitative
results of the NAITRE study which is currently being conducted.
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 intervention control total
Besançon 3 3 6
Paris 4 6 10
Lille 5 1 6
Toulouse 2  2
Dreux  2 2
Total 14 12 26

 
 
Table 2 : Characteristics of the women 

 N
average age  31
median age 30
primiparous 6
multiparous with at least 1 child at home 11
Marital status  
lives alone 2
lives with a spouse 24
Precarious housing  
yes 4
no 22
Professional situation  
Craftsmen, sales persons, business owners 2
Students (including internship) 2
Employees 2
Unemployed (unemployment, housewife,...) 20
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