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ABSTRACT 
Background 
The experience of the care a woman receives during pregnancy and childbirth 
has an immediate and long-lasting effect on her well being. The involvement of 
patients and clients in health care has increased over the last decades. The Dutch 
maternity care system offers an excellent opportunity to explore and involve 
women's suggestions for the improvement of midwifery care in the current 
maternity care model. 
Methods 
This qualitative study is part of the “DELIVER” study. Clients were recruited 
from 20 midwifery practices. Purposive sampling was used to select the 
practices. The clients received up to three questionnaires, in which they could 
respond to the question; “Do you have any suggestions on how your midwife 
could improve his/her provision of care?” The answers were analyzed with a 
qualitative thematic content analysis, using the software program MAXQDA. 
Results 
Altogether, 3,499 answers were provided. One overarching concept emerged: 
clients' desire for individualized care. Within this concept, suggestions could be 
clustered around 1) provider characteristics: interpersonal skills, 
communication, and competence, and 2) service characteristics: content and 
quantity of care, guidance and support, continuity of care provider, continuity of 
care, information, and coordination of care. 
Conclusions 
Informed by the suggestions of women, care to women and their families could 
be improved by the following: 1) more continuity of the care provider during the 
prenatal, natal, and postnatal periods, 2) more information and information 
specifically tailored for the person, 3) client-centered communication, and 4) a 
personal approach with 5) enough time spent per client. 
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INTRODUCTION 
The experience with the care received during pregnancy and childbirth has an 
immediate and long-lasting effect on a woman's well being and her relationship with 
her child [1]. 
There are various factors which can affect women's experience with maternity care, 
including women's characteristics (age, parity, socio-economic status, etc.), factors 
relating to the childbirth process (complications, length of birth, etc.), the model of 
maternity care, and aspects within the model of care, including continuity of care and 
caregiver, patient centeredness, the quality of relationship with the caregiver, type of 
caregiver, personal treatment (affection and communication aspects), being in 
control, fulfillment of expectations and preferences, quantity of prenatal visits, use of 
interventions, pain medication, and information provision [2-21]. Research on the 
experiences with care can be challenging [2, 4, 11, 12, 20]. In general, there is a lack 
of variation in results; typically at least 80 percent of respondents express satisfaction 
for any given question [21]. Furthermore, clients are often reluctant to criticize 
caregivers [21]. This reluctance has been explained by patients' gratitude, loyalty, 
and confidence in the health care system. Nevertheless, when either more specific 
questions or more open-ended questions are asked, dissatisfaction with care can be 
solicited [4, 21]. 
The basic assumption, in the Netherland's maternity care model, is that a healthy 
woman with an uncomplicated pregnancy has no need to see another care provider 
apart from her midwife. However, when complications occur, or threaten to occur, 
she will receive secondary care from an obstetrician [20]. This maternity care model 
is described as a shared care model of care, even though 27.4 percent of all women 
receive care from a midwife only, during the prenatal, natal, and postnatal period, so 
their care is entirely midwife led [22]. In addition, there are also women whose care 
is referred to the obstetrician in the hospital (secondary care) during childbirth, but 
whose midwife remains present throughout the birth and provides postpartum care. 
The perinatal mortality rates in the Netherlands were reported as relatively 
unfavorable compared with other European countries, contributing to a debate about 
the Dutch health care system [23-26]. In recent years, there has been a lot of 
discussion between professionals and in the general media about changing the system 
into a more integrated form of care, with fewer barriers for cooperation between 
primary and secondary care [23, 26]. In 2009, the Dutch Minister of Health 
instructed a steering group (Steering Group Pregnancy and Childbirth), to write a 
report with recommendations to improve the maternity care organization and reduce 
perinatal mortality in the Netherlands. In their recent report, one of the 
recommendations was to put the pregnant woman “in the center of care,” which was 
explained as: professionals should take into account the expectations, desires and 
fears of the pregnant woman, and her medical and social risks [26]. Therefore it is 
important to know what women's wishes and expectations are with regard to 
maternity care. 
The involvement of patients and clients in health care has increased over the past few 
decades, and can be seen by the growing amount of literature about informed and 
shared decision making and patient involvement (or activation, enablement, 
engagement, participation, and empowerment) [26-32]. The involvement of clients 
and patients in their care seems to result in more satisfaction with care and improved 
health care outcomes [31, 32]. Additionally, women's expectations and experiences 
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of maternity care can influence decisions about the organization and provision of 
services and therefore are increasingly important to health care professionals, 
administrators, and health policy makers [2-4]. 
Little is known about women's perspective on how midwifery care could be 
improved and we would like to add the voices of women to the discussion about the 
organization of midwifery care in the Netherlands. At this moment, while changes 
are not yet institutionalized, the Dutch maternity care system offers an excellent 
opportunity to explore women's ideas and suggestions about maternity care within 
the still partly midwife-led care model. For that reason, we used open-ended 
questions to explore women's suggestions for improving (primary) midwifery care in 
the Netherlands. 

METHODS 

The DELIVER Study 
This study is part of the “DELIVER” study, which was created to investigate the 
organization, accessibility, and quality of primary midwifery care in the Netherlands. 
Data from clients and practices were collected during the period from September 
2009 to April 2011 [33]. 

Recruitment 
Clients were recruited from 20 midwifery practices. Purposive sampling was used to 
select practices, using three stratification criteria, region, level of urbanization, and 
practice type (dual practice with two midwives or group practice, with > 2 
midwives). The 20 participating practices included 108 midwives and about 8,200 
clients per year. A more detailed description of the procedures followed in this study 
has been reported by Manniën et al [33]. 

Data Collection “DELIVER” Study 
The primary aim of the “DELIVER” client questionnaires was to develop a profile of 
a pregnant woman in the Netherlands, her background, her health, her lifestyle, her 
work, her use of health care in general and to assess her expectations and experiences 
about midwifery care. Clients received up to three questionnaires depending on their 
gestational age at inclusion: questionnaire one (Q1 = early prenatal) was completed 
before 35 weeks (on average around 20 weeks' gestation), questionnaire two (Q2 = 
late prenatal) between 35 weeks and birth, and questionnaire three (Q3 = postpartum) 
at about 6 weeks postpartum. Each of the three questionnaires consisted of 70–90 
questions. 

Evaluating Suggestions for Improvement 
At the end of each of the three DELIVER questionnaires, women were asked to 
respond to the open-ended question: “Do you have any suggestions on how your 
midwife could improve his/her provision of care?” Their answers to these questions 
are the focus of this study. 

Qualitative Analyses 
To investigate women's suggestions for improving midwifery care in the 
Netherlands, a qualitative thematic content analysis was performed using the 
software program MAXQDA (VERBI Software GmbH, Berlin, Germany). The 
open-ended questions resulted in short constructs of answers, which consisted of not 
more than 3 lines on average. To make it possible to distinguish the different periods 
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in pregnancy and after childbirth, questionnaires from each time period were 
analyzed separately. The data analysis was inductive. Two reviewers began the 
analyses by independently repeatedly reading the text segments. Thereafter, a 
systematic line-by-line analysis was performed to derive codes. One segment of text 
could contain several codes. One reviewer analyzed the codes and then categorized 
them according to similarities to form overarching themes. A second reviewer 
independently coded responses and then compared that categorization with the first 
reviewer and consensus was reached. The next phase involved reviewing and 
refining the themes (to create a thematic map). To evaluate whether the thematic map 
fits the data set, the second reviewer coded around 100 responses with the map. If 
there was uncertainty, this was discussed between the reviewers until a consensus 
was reached. In this way, the essence of the content of each theme was identified. 
Themes are presented along with quotations of comments made by women, followed 
by age, parity, and questionnaire (Q1-early prenatal, Q2-late prenatal or Q3-
postpartum) in parentheses. 
In keeping with the exploratory purpose of this study, we did not quantify our results. 
The emergent themes are presented using a qualitative, descriptive approach whereby 
central themes are illustrated using quotes as a means of developing our 
understanding of the range of their perspectives and experiences. This study does not 
evaluate how widespread the voices examined here are. 

RESULTS 

Participants 
Altogether we received 3,499 answers to the open-ended questions derived from 
three questionnaires. These suggestions provide an insight into how midwives could 
improve their professional care. Figure 1 shows that 22.0 percent of women 
completed Q1 (early pregnancy) and responded to the open-ended question. In Q2 
(late pregnancy) and Q3 (postpartum) the percentage was 33.0 and 24.4, respectively. 

[FIGURE 1] 
The group of respondents who completed the open-ended questions was similar to 
the group who did not complete the open-ended questions on age, parity, and 
nationality, but not on education level, with more women having a higher education 
level in the group who responded to the open-ended questions (Table 1). 

[TABLE 1.] 
The derived themes and subthemes are given in Table 2. In general, the suggestions 
were clustered around 1) provider characteristics or 2) service characteristics. The 
overarching concept of “individualized care” describes the desire of women to have 
their care adjusted to the individual (and her partner), as opposed to the increasing 
protocolization of care. The concept of individualized care, which emerged within 
almost all themes, may include individualized numbers of consultations or home 
visits, individualized (quantity of) guidance and support, and individualized 
information provision. Respondents suggested that asking women and partners for 
their wishes and expectations would be a step toward accomplishing personalized 
care. Although in qualitative research it is not as much about quantity as about 
quality, it was interesting to observe that the majority of the comments concerned 
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interpersonal skills, a shortage of information, and a lack of continuity of the care 
provider. In the following text, the midwife will be referred to as “she” although we 
know that there are men working as midwives as well. 

[TABLE 2] 

Provider Characteristics 
Women made suggestions about the midwife as an individual and as a professional. 
When women made suggestions about the midwife as an individual, most 
suggestions were about the interaction between the midwife and the women/others, 
the midwife's communication skills, or about her personality and other 
characteristics. When women referred to the midwife as a professional, they 
frequently mentioned the midwife's competence and in particular their interpretation 
of the midwife's skills. 

Interpersonal Skills 

Interaction with Client and Others 
Women indicated that some midwives could be more friendly, respectful, and 
empathetic toward clients and partners. There was a clear demand to “be taken 
seriously” with a personal approach instead of a businesslike approach. Women also 
wanted their midwife to be engaged with them during physical examinations and not 
to have interactions feel routine. 
Keep every check-up “personal.” For them it is the next set of parents, but for the 
parents it is a very important moment that you look forward to, and you don't want to 
get the feeling that everything is done in a hurry. (30 years, nulli, Q1) 
Not so curt, and less businesslike. (40 years, mult, Q1) 
Take more time, and show genuine interest before and after childbirth. (31 years, 
nulli, Q3) 
Many women indicated that they wanted the midwife to be more interactive with 
their partner, children, or others present during care. In the postpartum questionnaire, 
women referred to the sometimes dismissive interaction between the midwife and the 
maternity care assistant (maternity care assistants provide care for 8–10 days 
postpartum (3–6 hours per day). In addition, the midwife visits the new family three 
to five times during this period [20]). 
Think about my husband more, if he is present. He is not being involved sometimes. 
(23 years, nulli, Q1) 
Take the opinion of the maternity care assistant more seriously, during the first week 
postpartum. She spends more time with the family after all, and she knows the 
possible problems. (30 years, nulli, Q3) 

Communication Skills 
Women indicated that midwives could improve client-centered communication and 
suggested a number of other things, and midwives could improve their listening 
skills. Clients also expressed a desire for midwives to show that they take their 
clients seriously. 
Listen more carefully and be interested, sometimes seems to work routinely. (29 
years nulli, Q2) 
Listen to what someone says; I said that I had complaints with my pubic bone, but 
she kept insisting it was my stitches. (37 years, mult, Q3) 
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Try not to use a childish “tone of voice.” In everyday life I am a mature professional 
and despite my upcoming motherhood I would like to be approached that way. (28 
years, nulli, Q1) 

Information Provision 
Women wanted clear information presented in an unbiased fashion. Information 
should not be self-conflicting or ambiguous. A number of women felt that their 
midwife was trying to impose her own opinion during discussions, for example, 
promoting home birth and breastfeeding. Most women who mentioned information 
leaflets indicated that they felt they received too many and that this was not always 
appreciated. 
In my opinion, don't promote home birth too much. (36 years, mult, Q2) 
Things could be less pushy on breastfeeding. If you have made an informed choice to 
bottle feed, it would be nice if you also get some more information about this, instead 
of just keeping receiving leaflets about breastfeeding. (32 years, nulli, Q1) 
Anticipate the person in front of you. For example; trying to give me brochures and 
booklets won't work. It is better not to be supply-oriented, but to ask if someone 
needs information about…… (31 years, mult, Q2) 
Finally, the timing of information provision was of interest. Women commented that, 
in their opinion, some information was provided too early or too late. 
Do not start about breastfeeding at 15 weeks. I understand that it is an important 
issue, but I can't do anything with it yet. (36 years, nulli, Q1) 

Clinical Competence 
Negative experiences during their care triggered respondents, at all three time points, 
to identify skills and competence as an area for improvement. Examples of the 
experiences include harsh or painful examinations, forgotten actions, and incorrect or 
delayed actions. Women expected complete and correct knowledge and some women 
expected an active discussion and further probing about their pregnancy-related 
physical or psychological complaints. Some women raised concerns about the 
midwives' clinical judgment around timing of referral to another care provider—with 
women experiencing the referral that they felt was too late or (a very few others) too 
early. 
Do the catheterization well at once instead of twice. (31 years, nulli, Q3) 
One should have recognized that my son would be so big and childbirth should have 
been initiated earlier. (40 years, nulli, Q3) 
Earlier referral to the obstetrician in the case of rising blood pressure. (28 years, 
nulli, Q3) 
Don't refer to the hospital too early, but rely more on the instinct and body of the 
woman in labor. (28 years, mult, Q1)) 

Service Characteristics 
The main theme “service characteristics” included comments concerning the content 
of care and the organization and coordination of care. 

Content and Quantity of Care 

Additional or Adjusted Care 
The theme “content and quantity of care” includes comments about what in women's 
opinion is part of the midwifery care or should be added or adjusted. This theme 
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could also contain comments about the (personal preference of the) quantity of 
checkups or visits. 
Personally, they don't have to visit me so often during the postpartum period. (24 
years, mult, Q3) 
Visit slightly more often during the postpartum period. (32 years, mult, Q3) 
For improvement of the prenatal care, most suggestions were about additional care, 
such as more ultrasounds, more (screening) tests, including blood and urine tests, and 
more weight monitoring. Furthermore, a few women appreciated a proactive offer of 
a consultation 6 weeks postpartum by the midwife. 
An ultrasound, every month, to have a better insight into the health of the baby. (38 
years, nulli, Q3) 
More blood and urine tests, more than 2 times…. (30 years, mult, Q3) 

Assistance and Support 
Most suggestions about the care during childbirth and postpartum were about 
assistance and support. Women expressed a need for more assistance and support at 
several stages of the process. During pregnancy, more attention should be given to 
their psychological well being and to the process of becoming a mother. Women 
wanted to talk about the upcoming birth more extensively. Also, the support in case 
of a miscarriage was regularly described as a possible area for improvement. During 
childbirth, an important aspect mentioned was the wish to be visited in the early 
onset of labor, after the women's first call. Women preferred the midwife not to leave 
her and her partner alone but to focus on her needs. In the postpartum period, women 
appreciate more support with breastfeeding. Many women expressed the need to see 
the care provider who had attended the birth soon after birth to talk about the 
childbirth and cope with the childbirth experience. 
Besides technical medical attention, attention to the process of integration of being 
pregnant, giving birth and becoming a mother. (37 years, mult, Q2) 
After a miscarriage, phone the client (back) to see how she is doing. (30 years, mult, 
Q1) 
After the membranes are ruptured, remain in the house until the birth is over. Turn 
off cell phone at times when laboring woman has a hard time and needs help. Switch 
the phone to a colleague. (29 years, nulli, Q3) 
After giving birth, in the first week postpartum, talk the childbirth experience over, 
this is what I have missed. And stay longer after childbirth. (28 years, mult, Q3) 

Information 
The comments in the questionnaires showed that there sometimes were shortcomings 
regarding individualized information provision. A rather large group of women 
would like to receive more information on a variety of topics, while others felt 
overwhelmed by all the information and suggested midwives should tailor the 
quantity of information to the women and their partners at each consultation. 
Explain the entire process, how many consults, attendance after birth. More 
explanation during the physical examination of my bump, blood pressure, and 
heartbeats of the baby. (33 years, nulli, Q2) 
Give better information about physical complaints during pregnancy! You're so 
inexperienced during your first pregnancy. (24 years, mult, Q1) 
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Only provide information if it is requested, ask if you can offer information. (36 
years, mult, Q1) 

Coordination of Care 

Time Spent with the Client 
On average, women wanted the midwife to spend more time with them. In the 
prenatal and postnatal periods, women mentioned a lack of time during the visits: 
they also felt they did not always have the opportunity to ask their questions. 
Women indicated that they preferred the midwife to remain present for a longer 
period of time. Furthermore, some women suggested the midwife could improve her 
profession by not attending to more births at the same time, being on time at the 
birth, and providing more care directly after the birth (on call shifts of Dutch 
midwives are described in detail by Baas et al [34]). 
Take more time for the check-ups, which are now so rushed that I only dare to ask 
the most necessary. Questions that have a lower priority, I search on the Internet. (36 
years, mult, Q1) 
I had the misfortune of 5 births during the weekend, so the midwife was a bit tired 
and in a hurry. That was unfortunate. (32 years, mult, Q3) 

Continuity of the Care Provider 
During the whole period of pregnancy, childbirth, and in the postpartum period, there 
was a strong demand for continuity of the care provider. A known midwife present 
during labor and birth is the most frequently mentioned aspect. For several women 
this means a preference for just one or two midwives. In the case of a larger number 
of midwives, they felt that they did not have the possibility to form a bond. However, 
some women suggested that perhaps they should meet all the midwives, to avoid 
having an unknown care provider during childbirth. 
Keep seeing the same one or two midwives. Not so many different faces every time! 
(31 years, mult, Q2) 
I have got the feeling that I have been sitting in front of too many different midwives, 
so you could not build a relationship with one of them, it feels like you are a number. 
(32 years, nulli, Q2) 

Continuity of Care 
At all three time points, women indicated that they did not appreciate discontinuity 
of care, for example, caregivers who did not know what was said at previous 
appointments so that women had to repeat their personal story. Better 
communication among the midwifery teams appears to be needed to make sure the 
different midwives use the same approach of care, and give information and advice 
in a consistent manner. 
With several midwives you get different opinions, in my case, they are not the same. 
Because of this, as a future mother you get insecure and this is not necessary if 
everyone is aware. (31 years, nulli, Q2) 
Women noted that interdisciplinary collaboration and referral could be improved. 
Some mentioned that information transfer could be better. After responsibility for the 
care was transferred to the obstetrician during pregnancy, women appreciated if their 
midwife stayed in touch. Others preferred the midwife to accompany her and her 
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partner to the hospital and assist them during a referral (stay to talk to the hospital 
staff) or in case of transfer during labor, and to stay until the child is born. 
Improve the communication with the hospital and agreeing on policies about the 
referral. (37 years, nulli, Q3) 
During admission to the hospital with a medical reason, call in more often, instead of 
a single phonecall and instead of only seeing each other again after the birth. (33 
years, mult, Q3) 

Accessibility and Waiting Time 
A topic that was mentioned very frequently was the long waiting times. Additionally, 
women suggested an increased accessibility of the practice by telephone. They would 
also appreciate more possibilities to visit the practice for prenatal consultations and 
ultrasounds. In general, accessibility of midwifery practices could be improved. 
Consultations are from 9:00 to 14:00, therefore I often had to take off from work. I 
would like extended times to make an appointment. (28 years, nulli, Q2) 
Not every day an ultrasound is possible, which is unfortunate if you think you have 
had a miscarriage and then you have to wait another day for the answer. (29 years, 
mult, Q2) 

Involvement of Students 
Women often pointed out that the way that students are educated in practice can be 
improved. Women suggested that student midwives should not be given too much 
responsibility and must always work under the supervision of the midwife. In 
addition, having too many different students in the practice was highlighted as a 
problem by some women. Women preferred the midwife herself to ask the women 
for permission to have a student present and the midwife should divide her attention 
properly between the woman and the student. 
In my opinion, they let a certain student loose to soon, when that wasn't appropriate 
yet. (22 years, mult, Q3) 
Do not leave everything to trainees. Redo all the check-ups themselves, after the 
student has performed them, such as blood pressure etc. (32 years, mult, Q1) 

Administration, Accommodation, and Being Informed 
There were a few comments about the accommodation, such as a preference for a 
more homelike environment, privacy in the building, and availability of parking 
spaces. Administrative problems with the planning of the consultation were also 
indicated. Some of the women mentioned that they liked to be updated about the 
current state of affairs in the midwifery practice, such as changes in the organization 
of the practice and if there are new locums. Additionally, women indicated that if 
they cannot be seen at the scheduled time, they would appreciate it if this would be 
communicated to the people in the waiting room. 
Sometimes they run over time enormously, maybe they could report this to their 
clients in the waiting room. (30 years, mult, Q3) 

DISCUSSION 
Our study explored women's experiences with their midwife and midwifery care and 
studied women's suggestions for improving midwifery care in the Netherlands. Our 
purpose was to involve women by adding their perspective to the discussion about 
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the maternity care system in the Netherlands. The women's suggestions could be 
clustered around provider characteristics, including interpersonal skills, 
communication, and competence, and around service characteristics including 
content and coordination of care. In almost all themes, a desire emerged for 
“individualized care.” Although in qualitative research, it is not as much about 
quantity as about quality, it was interesting that the majority of the comments were 
about interpersonal skills, information provision, and a lack of continuity of the care 
provider. Informed by the suggestions of the women, women and their families 
would be served by: a more personal, friendly approach with enough time spent per 
client, more information and information specifically tailored to the person, and more 
continuity of care provider during the prenatal, natal, and postnatal periods. 
Although the Dutch maternity care system may be unique in some regard, the themes 
identified as shortcomings or points for improvement by women are likely to apply 
similarly in other jurisdictions [3, 6, 8, 9, 35-38]. 
Interpersonal skills, the importance of kindness, being taken seriously, and being 
listened to have been reported by women in many other countries and in other 
systems [3, 8, 9, 35-37, 39]. The lack of information and the lack of individually 
tailored information were some aspects that were discussed and researched in 
Sweden, Australia, and England [8, 37, 40]. Internationally there is less consensus 
with respect to the importance of continuity of the caregiver. While some studies 
described continuity of the caregiver as important and highly valued by women [9, 
20, 41, 42, 44-46], others concluded that the focus on continuity of the caregiver 
through pregnancy, childbirth, and postpartum may be misguided [6, 15, 20, 38, 43]. 
Our study found that women would appreciate more continuity of the caregiver, a 
finding that is consistent with earlier research findings from the Netherlands [20, 42]. 
All themes derived in our study were direct or indirect elements within person-
centered care, or in the case of maternity care, women-centered care [47-49]. A more 
women-centered and individualized approach, which keeps clients informed and 
actively involved in their care, would likely increase women's satisfaction with the 
maternity care experience [36]. 
One model of maternity care, which has a focus on women-centered care is the 
midwifery-led continuity model. The philosophy behind the midwifery-led continuity 
model is normality, continuity of care, and being cared for by a known, trusted 
midwife during childbirth [18]. 
However, even in a context where some women receive midwife-led continuity care, 
there is still a desire for more individualized care. Ironically, the current 
developments in the Netherlands are not moving toward a more midwifery-led 
continuity of care model but toward an integrated/shared care model and more 
protocolized care [25]. More protocolized care potentially carries the risk of moving 
away from individualized care [50], which makes the case for it to be carefully 
assessed, the remodeling of the current system to assure that the voice of women is 
adequately heard and heeded. To make improvements in the existing maternity care 
system, some suggestions require greater adjustments to implement than others. For 
instance, really listening to pregnant women and their partners and treating them well 
does not necessarily require additional financial commitments. This could be an 
important way to start improving quality and satisfaction [36]. Perhaps more 
challenging is to spend more time with women who need it and provide women with 
individualized information. These aspects should be possible to arrange in the current 
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maternity care system, although this might have financial implications. More 
continuity of the care provider throughout the prenatal, intrapartum, and postnatal 
period will require more effort and probably will also require a decrease in the 
current caseload per midwife, which brings financial implications with it. 
The open-ended questions, answered by a large number of women who started their 
care in primary care, provided extensive information on the experiences, opinions, 
and suggestions of women about their midwives and the maternity care system in the 
Netherlands. One of the disadvantages of the survey method we used is a limited 
length of responses and lack of opportunity for further clarification that can be 
gained by personal interview approaches. The advantage of this method was that we 
could sample a large number of women. The sample favored those who were 
motivated to answer the questions. Despite the stated limitations, the study provides 
valuable insight into the perceptions and views of women about the maternity care 
(organization) they experienced. We recommend that midwives and midwifery 
organizations explore mechanisms to enhance individualization of care to address 
some of the issues raised by women. 
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