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ABSTRACT ARTICLE HISTORY
Background: Organizational health literacy responsiveness is the degree to which health care ~ Received 2 July 2023
organizations support their patients’ health literacy needs e.g., by making physical or digital ~ Revised 10 August 2023
navigation and access easier or by making written information easier to understand.  Accepted 5 September 2023
Organizational health literacy responsiveness has been sparsely explored in maternity care. KEYWORDS

Aim: To explore health professionals’ perspectives on organizational health literacy Health literacy; health services;
responsiveness in Danish maternity care, underpinned by the seven areas described in the obstetrics; health promotion;
Organizational Health Literacy Responsiveness framework. health inequities; pregnancy
Methods: A qualitative study using a deductive approach and thematic content analysis. We

conducted thirteen semi-structured interviews with health professionals working in maternity

care.

Results: Several factors were identified that strengthens responsiveness. These include

managers that adapt to local context and balance political influence, a holistic and

person-centred culture for care, effective program planning and successful internal

interdisciplinary collaboration, beneficial partnerships across sectors, and organizational

structures and strategies to support responsiveness related to communication, accessibility,

and navigation. However, stigmatization within the organizational culture presents a barrier

to delivering holistic and person-centred care, health professionals lack support and strategies

to respond to pregnant women with resistance towards services and non-attenders,

information overload by health professionals increases misunderstandings, and different

digital communication preferences between health professionals and pregnant women

affected by organizational structures were potential barriers to responsiveness. Also, external

interdisciplinary collaboration presented a challenge. The availability of time, resources, and

educational support for staff was different between care programs to increase equitable

solutions based on pregnant women'’s different needs, but health professionals struggle to

balance the differentiation.

Conclusion: This study highlights the complexity in the organization of maternity care,

including several factors that strengthen or limit organizational responsiveness. There is a

need to approach and accommodate the experienced barriers that prevent personalized and

equitable care by increasing the organizational support for responsiveness.

PLAIN LANGUAGE SUMMARY

Organizational health literacy is the degree to which health care organizations support, adapt,
and accommodate their patients’ health literacy needs. In this study, we explored health
professionals’ perspectives on organizational health literacy responsiveness in Danish maternity
care. We found that the organization of maternity care services greatly impacts a professional’s
ability to respond to pregnant women’s health literacy needs. Several factors strengthened
health literacy responsiveness in the organization of maternity care services, however barriers
for responsiveness were also experienced by health professionals. Exploring the barriers
identified in this study may help improve the organisation of maternity care services to
respond in an equitable way to individual needs of pregnant women and increase health
literacy responsiveness.
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Introduction

The International Union for Health Promotion and
Education (IUHPE) states health organizations have
a responsibility to respond to the different health
literacy needs of individuals in society (Broder et al.,
2018). This responsibility is embedded in the concept
of organizational health literacy, which is defined by
the TUHPE as the way in which services and organi-
zations make health information and resources avail-
able and accessible to people according to their health
literacy needs (Broder et al.,, 2018; Batterham et al,,
2017). The World Health Organization emphasizes
that health literate organizations lower the complexity
in the delivery of services to ease the burden on
individuals. Awareness of responsiveness in health
services and promoting ways and actions to strengthen
health literacy in policies, processes, and practices is
highlighted as an important factor (Kickbusch et al,,
2013; World Health Organization. Regional Office For
Europe, 2019). In addition, the World Health
Organization recommends organizing maternity care
to ensure a positive pregnancy experience (World
Health Organization, 2016). Studies have shown that
healthy behaviour and lifestyle during pregnancy is
negatively affected by unmet health literacy needs and
challenges (Dayyani et al., 2019; Pirdehghan et al.,
2020; Poorman et al., 2014). Health literacy is the
combination of personal competencies and situational
resources needed for individuals to access, understand,
appraise, and use information and services to make
decisions about health (Broder et al.,, 2018). Health
literacy among pregnant women varies due to different
socio-economic determinants and individual charac-
teristics, including education level, employment,
socio-economic class, family income (Charoghchian
Khorasani et al., 2018; Dadipoor et al., 2017; Duggan
et al., 2014; Naigaga et al., 2015; Vilella et al., 2016),
parity, and ethnicity (Brorsen et al., 2022; Villadsen
et al., 2020). However, the concept is dynamic and
associations must always be assessed within their con-
texts (Broder et al., 2018). Health literacy levels
strongly affect understanding of health and pregnancy
information (Cho et al., 2007; Guler et al. 2021; Vilella
et al., 2016; Wilson et al., 2012; You et al., 2012).
Health literacy has also been negatively linked to an
increased risk of morbidity (Berkman et al., 2011),
including development of complications in pregnancy
and birth such as preeclampsia or gestational diabetes
mellitus (Chari et al., 2014; Pirdehghan et al., 2020;
You et al., 2012). Conversely, when pregnant women
perceive their own health literacy to be good, active
technology engagement (eHealth Literacy) (Kim et al,,

2018; Shieh et al., 2009), interaction with health pro-
fessionals (Endres et al., 2004; Solhi et al.,, 2019;
Vamos et al., 2019) and informed decision-making
increases (Barnes et al., 2019; Murugesu et al., 2021).
Hence, health literacy development is an important
factor in pregnancy and is linked to the health of
mothers and babies.

Existing literature provides several guides and
frameworks for implementing and promoting organi-
zational health literacy. These vary in terms of the
number of responsiveness areas they include (Bremer
et al., 2021; Farmanova et al., 2018; Trezona et al.,,
2017). We used the organizational health literacy
responsiveness (Org. HLR) framework for this study
(Trezona et al., 2017). It was originally developed in
collaboration with health and social service profes-
sionals, and hence is closely linked to healthcare prac-
tice. It also includes a broad spectrum of organizational
health literacy responsiveness areas at different levels
of the health organization, from the external policy
level, to leadership, community, citizens, and the
health workforce level (Trezona et al., 2017). Despite
existing guidelines for implementing organizational
health literacy (Bremer et al., 2021; Farmanova et al,,
2018), only a few studies have explored (i) organiza-
tional health literacy responsiveness in maternity care
and (ii) how the organization of maternity care inhib-
its or promotes health professionals’ abilities to sup-
port the different health literacy needs of pregnant
women (Creedy et al., 2021; Hedelund Lausen et al,,
2018; Hughson et al., 2018). However, these studies
were performed in different settings and more knowl-
edge is needed about strengths and barriers for
responsiveness in the organization of maternity care
services.

This study aimed to explore health professionals’
perspectives on organizational health literacy respon-
siveness within maternity care, underpinned by the
seven areas described in the Org. HLR framework.

Methods
Qualitative approach and research paradigm

We used a qualitative study design, applying deductive
content analysis (Elo & Kyngids, 2008). This was
guided by previous knowledge, theory and a frame-
work to structure the thematic analysis (Elo & Kyngis,
2008). The deductive content analysis approach was
applied with the intention of exploring the topic of
inquiry starting from existing theory. We chose this
approach by assuming that core concepts of the orga-
nizational health literacy responsiveness phenomenon



were well defined and accessible in existing literature
(Farmanova et al., 2018). This hermeneutic construc-
tivist research paradigm helped us explore and illu-
minate health professionals’ understanding of
organizational health literacy responsiveness in a
maternity care setting (Peck & Mummery, 2018).

Context

Participants were recruited from maternity care sites
including midwifery clinics and hospitals in the
Central Denmark Region. The organization of Danish
maternity care is based on guidelines from the Danish
Health Authority, which covers all five Danish admin-
istrative regions (Sundhedsstyrelsen, 2013). Each
Danish Region has some leeway to adapt the organi-
zation of maternity care services to their local context,
but the basic organization of maternity care is largely
uniform across the country. In addition, each Region
has its own organizational birth plan. The first con-
sultation for pregnant women in Danish maternity
care is at the general practitioner, when the pregnancy
is confirmed. A holistic assessment of the pregnant
woman’s health status according to physiology, psy-
chology, medical, and social factors is reviewed in
collaboration with the general practitioner, the mid-
wife, and the pregnant woman and her partner. If
there are any specific social concerns, a social worker
is invited to participate in the pregnancy, birth, and
post-partum periods. The initial needs assessment in
maternity care builds on a four-level risk categoriza-
tion. Level 1 is categorized as low risk and level 4 as
high risk. The level division guides the planning of
care. Women categorized as ‘Level 1’ receive basic
care services. These services are provided in a shared
capacity between general practice, the midwifery
clinic, and the municipality. For Levels 2, 3, and 4,
pregnant women are referred to additional care ser-
vices depending on their individual needs. Higher risk
pregnancies involve more interdisciplinary collabora-
tion and communication between sectors and more
health professionals. In this study, we distinguish
between different care programs within maternity care.

Sampling strategy

We used purposeful sampling (Whitehead et al., 2020)
and invited health professionals working in basic or
additional maternity care services to participate in the
study. Participants were eligible for participation if:
(1) they were working in the midwifery clinic or at
the maternity ward in the hospital, (2) they had a
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Table 1. Participant characteristics.
Years in current

Profession position ID

Midwife 12 ID1

Midwife 1 ID2
Midwife 9 ID4
Midwife 12 ID8
Midwife 9 ID12
Team manager (midwife) 13 ID5
Team manager (midwife) 12 ID13
Social worker 1 ID6
Social worker 5 ID9
Nurse auxiliary 4 ID7
Obstetrician 10 ID3
Obstetrician 1 ID10
Obstetrician 6 ID11

professional background as a midwife, obstetrician,
social worker, manager, nurse, or health care worker.
See Table 1 for participant characteristics.

Potential participants were identified by one of the
authors and invited via email to participate. In total,
16 participants were invited. We scheduled a mutually
convenient time, date, and location for the interviews.
An informed consent form was sent by email, and
this was signed prior to commencement of the inter-
view. We planned to conduct between 12 to 15 inter-
views based on available time and resources for the
study and to be able to include a variety of health
professionals with different backgrounds.

Data collection

We conducted semi-structured interviews during June
to September 2022. Data analysis began in July 2022
and proceeded simultaneously with ongoing data col-
lection. Two authors conducted the face-to-face
interviews.

Interviews were conducted using a pre-developed
interview guide (see Supplementary Table 1). This was
based on recommendations from Kallio et al. (2016)
and was inspired by the seven domains within the
organizational health literacy responsiveness
(Org-HLR) framework (Trezona et al., 2017). As such,
we focused on retrieving and using previous knowl-
edge, formulating a preliminary interview guide, pilot
testing the guide and finalizing the complete guide.
Interviews were audio recorded using a dictaphone.
Audio files were uploaded to a two-way authenticator
protected and encrypted drive and deleted from the
dictaphone immediately after each interview.

Data management

All data processing was handled on a two-way authen-
ticator encrypted drive, to which only two members
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Figure 1. Deductive content analysis categorization matrix based on the seven domains underpinning the organizational health

literacy responsiveness framework (Org. HLR) (Trezona et al., 2017).

of the research team had access. Audio files were
transcribed into text and anonymized, with all names
and identifiers deleted. Participants were given a
unique ID number. Signed informed consent forms
were also stored on the encrypted drive. All data and
information will be deleted five years after collection
at the latest.

Data analysis

Each interview was analysed using deductive content
analysis in three steps described by Elo and Kyngis
(2008): (1) preparation, (2) organising and (3) report-
ing. In the first phase, we developed a deductive con-
tent analysis categorization matrix (see Figure 1) based
on the seven areas in the Org. HLR framework (Elo
& Kyngds, 2008; Trezona et al., 2017). See Figure 1.

In the second phase (Elo & Kyngds, 2008) we
familiarized ourselves with the data by transcribing,
reading and re-reading transcripts. The material was
organized into initial codes using the deductive con-
tent analysis matrix (Figure 1). When the initial codes
were applied, we analysed each matrix for strengths
and barriers and sorted data by content into catego-
ries. We conducted several rounds of analysis in the
organizing phase. Finally, we presented results based
on the analysis from the reporting phase (Elo &
Kyngis, 2008).

Researcher characteristics and reflexivity

Researcher characteristics and the practice of reflexivity
ensure that researchers are aware and deliberately
reflect on any preconceptions and reactions they might
have about participants in the interview situation
(Berger, 2015). The two researchers who conducted the
interviews were positioned within the public health
arena and had clinical experience. This may have
affected their understanding of the setting, the partic-
ipants’ roles as health professionals, and the phenom-
enon of interest. Hence, reflexivity about studying the

familiar was emphasised (Berger, 2015) and the two
interviewers reflected on their preconceptions due to
their backgrounds in public health prior to conducting
the interviews. Both were trained and skilled in qual-
itative interview methodology and strategies.

Ethical issues pertaining to human participants

Our study was approved by the Danish Data Protection
Agency with Aarhus University (journal number
2016-051-000001 and serial number 2779). It followed
the principles of the Helsinki declaration (World
Medical Association, 2013). Participants were able to
withdraw at any time and at any stage of the study, at
which point we would delete all material relating to
the specific participant. None of the participants with-
drew their consent. All data was handled confidentially
and in accordance with General Data Protection
Regulation (GDPR) to ensure participant’s privacy.

Findings

Thirteen health professionals with different profes-
sional backgrounds working in Danish maternity care
participated in the study (see Table 1).

In 13 qualitative interviews lasting for approxi-
mately 60 minutes each (min. 49 minutes; max. 73 min-
utes), we identified three main thematic categories:
(1) Impact of strengths, (2) Barriers for responsive-
ness, and (3) Strength or barrier depending on avail-
ability (Table 2).

Synthesis and interpretation

Impact of strengths

As outlined above, several factors impact and
strengthen health literacy responsiveness within
Danish maternity care services.

Managers adapt, create leeway and balance political
influence. We identified a theme illustrating ‘room for
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Table 2. Categories and underlying themes identified from the content analysis.

Category

Underlying theme

Impact of strengths

Managers adapt, create leeway and balance political influence.

Holistic and person-centred culture for care.

Effective program planning increases successful internal interdisciplinary collaboration.

Beneficial partnerships with a range of stakeholders and wider social network.

Strategic meetings guide coordination and collaboration.

Use of different learning styles support communication and delivery of information.

Strategies to accommodate accessibility and navigation skills in a heterogeneous group of women.

Barriers for responsiveness

Stigmatization within the organizational culture as a barrier to delivering holistic and
person-centred care.

Resistance towards services and non-attenders decrease health professionals’ perceived
possibilities for responsiveness.

Health professionals provide information overload and the risk of misunderstandings increases.

Different digital communication needs and platform preferences between health professionals and

pregnant women.

External interdisciplinary collaboration presents a challenge.

Strength or barrier depending on availability

The balance of different funding and time availability between care programs present a challenge.

Ongoing development and educational support for staff.

flexibility, which related to specific situations where
decision-making was possible outside official
guidelines. Most participants agreed that their
managers trusted their professional judgement and
agreed to follow their assessment. Hence, participants
experienced that their managers adapted their
decision-making to local needs.

“Sometimes we circumvent the criteria. I have a cou-
ple (pregnant woman and partner) at the moment,
who, if I am being honest, do not belong in the care
program they are referred to. I brought up their case
during a team meeting and asked if we could make
changes to their care program and the answer was
yes. There is an acknowledgement of my professional-
ism” ID11

We also observed that some managers did not
uncritically adhere to higher-level recommendations,
but simply adapted to local contexts and made deci-
sions based on what would work in practice. Managers
participating in this study explained that there were
different strategies in place, and that some managers
chose to always adhere to regional recommendations,
while others were more reluctant to support recom-
mendations when they did not align with local
priorities.

“There are different strategies. Some have a strategy
saying, ‘we do whatever pleases the regional politi-
cians” ID13

There was also a general perception that managers
did their very best to create economic flexibility. One
participant explained that funding was insufficient.
The participant’s manager accommodated this by
searching for additional funding to help provide
resources for specific cases or services. This implied
a large commitment to create the best care conditions.

“We have just done a lot of things by ourselves (found
additional resources). My colleagues often laughed
and said, ‘you are self-financing’ I mean we did
finance some things ourselves” ID13

Holistic and person-centred culture for care. Participants
reported that they attempted to care for pregnant
women in a holistic and comprehensive way. The
benchmark for their care provision and consultation
was the pregnant woman’s specific situation, available
resources, and the women’s context. There was a
general understanding that pregnant women had
different needs for support.

“I plan based on the person in front of me. Anything
else would not make sense. Women are not identical”
1D8

Some of the participants also explained that preg-
nant women often had their own solutions to chal-
lenges in life and the participants tried not to act as
experts in those situations. Hence, they acknowledged
and encouraged the pregnant women’s view on things.

“You can't just think Tm the expert. We can learn a
lot from them. In many ways, they are resourceful in
terms of their challenges as they need to cope and
live with their vulnerabilities. Therefore, they some-
times have amazing solutions to their life situations”
ID11

Most participants reported that important informa-
tion ‘rose to the surface’ when a safe space was cre-
ated between the pregnant woman and the health
professional. Hence, trust and rapport were very
important factors. Some of the pregnant women’s
experiences affected their ability to trust the system
and the health professionals. For example, some of
the women had previously experienced being ‘lost’
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between services and sectors. The participants there-
fore expressed the need to overcome mistrust and
assure pregnant women that health professionals’ sup-
port was for their benefit and care. They also expressed
a profound wish to create equity in the healthcare
system and in the care of pregnant women despite
their challenges or their preconceptions of the system.
However, they were aware that engagement should be
kept to a professional level.

“We need to create a space where women want to
open up and trust that they can tell me anything and
that I will provide care for them no matter what they
tell me” ID2

“I can’t take for granted that the women trust in me
to only want whats best for them. I need to show
them.” ID12

Also, some participants explained that if the trust
and relationship building failed, it could be very hard
to re-establish. This underlined the importance of
trust and rapport.

“If the pregnant woman feels genuinely misjudged or
if the chemistry is for some reason off between us, it
can be very hard to make right” ID4

However, even though trust establishment and
engagement were very important factors, some par-
ticipants felt that over-engagement could also present
a challenge and cause exhaustion.

“You can, for sure, also bring too much of yourself
into the care situation and get exhausted. [...]
Empathy should be switched off again so that you
don’t live’ in a lot of people and take their destinies
with you home. You won't last long in this profession
if you do” ID8

Effective program planning increases successful internal
interdisciplinary collaboration. Another theme that
underpinned excellent organizational health literacy
was effective systems and guidelines for program
planning within maternity care. Specifically, in terms
of visitation, referral, and needs assessment. Program
planning continued throughout the pregnancy and
was based on current needs assessment. Most
participants reported that their different responsibilities
were well established.

“The health visitors (responsible for referring women to
services) assess whether the pregnant woman needs a
clarifying consultation. It is primarily the general practi-
tioner who makes the assessment. I'm booked in if there
are specific challenges (mentally or socially)” ID6

“We have women referred who need more care than
we can provide. It can be due to mental problems,

physical diagnosis, something socially related, lack of

housing or social isolation or social stress related to

upbringing” ID11

In addition, most participants reported that medical
records were helpful and supported effective program
planning in terms of needs assessment, referral, and
visitation. They mentioned electronic patient records’,
social plans?, and the pregnancy travel charts® as sup-
portive tools.

“We write a broad journal focusing on both physical,
mental, and social medical records [...] and then we
assess whether they need care in one service program
or another” ID5

We also found that the need for different profes-
sionals, interdisciplinary collaboration, and partner-
ships increased when the complexity of a pregnancy
was higher. In general, most participants reported a
positive experience with internal interdisciplinary col-
laboration within services and teams. Positive factors
included sparring across different disciplines with
different professional views, the joy of pulling together,
and the ability to lean on others to coordinate care.

“Sometimes the health care worker reports back on
something from her point of view, and I think ‘wow
- that was a good observation. I had my suspicions,
but it helps to see it from her point of view’ The
collaboration can confirm or deny suspicions. Its like
the cog wheels fit together” 1D2

Beneficial partnerships with a range of stakeholders
and the social network. Most participants reported
that meaningful consultations and beneficial
partnerships took place with a range of health,
community, social service, and non-governmental
organizations in maternity care across the local
community. The general perception was that the social
workers were skilled in coordinating collaboration and
partnerships.

“We collaborate with a range of organizations including
the healthcare nurses, the Family Department in the
Social Administration, Municipal intensive care aids, the
Psychiatric Department, the Centre for Sexual Abuse and
the Clinic for Post-Traumatic Stress Disorder” ID13

“We refer our pregnant women to a lot of different
services. There are potential partners everywhere. One
example is if the father has a conviction. Then we
collaborate with the prison service. Or if the woman
has a disability or pain problem, then we collaborate
with the pain clinic. There are a lot of partners” ID12

Significant attention was given to the importance
of health and social networks surrounding the preg-
nant woman. Some pregnant women were well



supported by family and friends and the health pro-
fessionals put a lot of effort into involving the wom-
en’s own social network. The people in the woman’s
network could be a key resource according to study
participants.

“He (the father) is a major resource when the woman
is challenged” ID8

If the pregnant woman did not have a secure social
network, participants explained that they could refer
her to different network groups. In some cases, a
mentor or a support person was also assigned by the
municipality. This arrangement ensured that the preg-
nant woman had a key person to engage with and to
help her during the pregnancy.

“If they don’t have any network at all, then it’s good
that we have our social worker. [.] The social worker
knows how to apply for a support person and knows
about non-governmental organizations and voluntary
organizations” ID2

Strategic meetings guide coordination and
collaboration. Another theme demonstrated the
importance of regular weekly meetings in maternity
care. The purpose of the meetings was to exchange
knowledge, coordinate care, and communicate about
the pregnant women. Participants described the
importance of these meetings as they secured effective
interdisciplinary communication and helped ensure
collaborative solutions. Informal communication
between health professionals proceeded throughout
the workday, during lunch, in the morning, or while
passing each other in the hallways.

“We meet every Monday and have patient reviews,
where we list women and partners, we have concerns
about” ID5

“Our team meetings support collaboration. Every
Monday we meet and exchange thoughts about the
women. Every other Monday we have a one-hour
meeting where the pediatrician participates. We also
have the chance to discuss more acute topics during
the week in morning breaks. And daily during lunch”
1D8

Use of different learning styles support communication
and delivery of information. Most participants
explained how they used different communication
strategies to ensure that the information they provided
was understandable. They adapted their communication
to individual women’s needs and were aware of their
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language and how they addressed the women. They
also used techniques including teach-back method to
involve each woman in conversation.

“You need to adapt your communication to the per-
son in front of you. If a pregnant woman says, ‘then
I smoke 40 smokes, I call them smokes instead of
cigarettes” ID7

“I ask them to sum up during and at the end of our
conversation. Like ‘what do you think you have
learned today?’ It gives me an indication of whether
I've shared the right information with her” ID12

Also, the participants used and applied different
tools to support communication. For example, they
used visual tools and pregnant women’s travel charts
to ensure that pregnant women received and under-
stood all necessary information.

“I write on their travel charts ‘you must feel life every
day and reach out and contact me if you don’t” ID12

“T use visual tools a lot more now than earlier. [...]
We have two dolls, which are life size and have a
realistic weight. She gets one of them and I take the
other. We also have a crocheted breast we can look at.
We get very concrete. [...] Sometimes we draw. I have
a large board in my office. Its different what I use
depending on what makes sense for the woman” ID2

Different strategies to accommodate accessibility and
navigation skills in a heterogeneous group of
women. Pregnant women attending maternity care are
a group with great diversity and have different needs
related to the access and navigation of services. Some
women positively reached out to services, while others
did not. Similarly, some searched for information
themselves and others did not. Health professionals
in this study were aware of differences in accessibility
and navigation skills among the pregnant women. A
common strategy was to personalize communication
and support.

“Some Google a lot for information because they
think they need all kinds of expert knowledge. Others
don't search at all or are neither capable nor inter-
ested. They might be okay anyway because they don’t
worry as much. It is my job to provide every type
with knowledge” ID1

However, some participants worked with women
who had more challenges and tended to worry more
about internet search results. They resolved these
issues by calling the health professionals by phone.
One example was a woman who called the midwife
more than 30 times during a month. The health pro-
fessionals solved this specific case by providing a
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mentor. A mentor from the municipality can be
offered when navigation and accessibility was partic-
ularly difficult. A mentor could support the pregnant
woman in planning and structuring their pregnancy
and, for example, attend meetings and consultations
with the pregnant woman.

“Some of them have a mentor (from the municipal-
ity), who helps them weekly to structure their daily
life, attend and commit to appointments, and some-
times they come along to the midwife consultation as
well, if the pregnant woman finds it helpful. Then the
mentor can help to follow up on the things we
address in the midwifery consultation” ID4

Barriers for responsiveness

We identified a number of barriers for health literacy
responsiveness perceived by participants in this study.
Commonly for most of the barriers they were relate
to the interaction between health professionals and
pregnant women.

Stigmatization within the organizational culture as a
barrier to holistic and person-centered care. We
identified a theme indicating stigmatization related to
maternity care culture and organization. A major
barrier, which most participants mentioned, was the
name of one of the care programs and the wording
about the service on the official webpage. The service
was called ‘team vulnerable pregnant women’. The
participants felt that the name was stigmatizing. It
caused mistrust between caregivers and the pregnant
women, and this mistrust was experienced as a barrier
for the participants to be responsive to the women.

“We struggle with the name. One can easily feel ste-
reotyped. We often see families who have some vul-
nerabilities but manage quite well. It is a troubling
name and a stamp on the pregnant woman. “ID8

Similar problems were expressed in relation to
some of the wording on the hospital’s webpage, which
also affected the participants’ possibilities of being
responsive negatively. The participants explained that
they spent time convincing the pregnant women and
their partners that they did not view them as vul-
nerable, and that there were strengths in vulnerability
as well. However, sometimes the damage was
irreparable.

“T often think that there is a barrier to overcome, and
we put in the effort to convince the women that we
have their best interests at heart and that we don't
view them as incompetent parents when we call them
vulnerable” ID6

“Some pregnant women come to us and say, Tm not
an addict because I'm a pain patient” (Talking about
misunderstanding from webpage) ID9

The participants were highly aware of potential
stigmatization and put in effort and developed strat-
egies to prevent it. As one participant emphasized the
importance of not making notable and visual differ-
ences between women attending different services.
She used the same stickers on the pregnancy travel
chart belonging to pregnant women attending different
care programs. Hence, she attempted to be responsive
and circumvent stigmatization.

“I have tried to streamline our stickers on the wom-
en’s travel charts because the pregnant women should
not feel that they have a different travel chart, which
looks different because they are enrolled in another
service program (they are sitting in the same waiting
area for different services). You shouldn’t be able to
see from the travel chart which service you are
enrolled in” ID4

Also, some participants explained that most services
were strategically placed in the same physical location.
Hence, the women waited in the same waiting areas,
and it was not clear whether the women were waiting
for one service or another.

“It is good that we are physically located in the same
building. It counteracts stigmatization and marginal-
ization. “ID3

Resistance towards services and non-attenders decrease
health professionals’ perceived possibilities for
responsiveness. Some participants reported that high-
risk pregnant women were occasionally absent and
did not show up for appointments. This was
particularly pertinent if the women were resistant
towards enrollment in a specific care program.

“We still have a lot of women who dont show up.
Especially the more challenged ones. And those who
have resistance towards services” ID12

However, the resistance could also be present when
the women did show up for care.

“I experience a ‘don't get too close’ and TIl keep you
at arm’s length distance’ - a bit of suspicion” ID8

Non-attenders presented a challenge in relation to
access. Participants expressed a need for more flexi-
bility to accommodate this problem. The participants
experience the organizational structure reduce the
room for responsiveness, when pregnant women have
resistance towards services. They don’t feel that they



have enough possibilities to respond to challenges
with non-attenders.

“Due to the complexity, there could be a buffer and
more flexibility to, for example, do home visits once
in a while. We have some women who never show,
and their home and lives are messy” ID5

One participant mentioned that sometimes the
solution was to enroll challenged women in the ser-
vice program they wanted despite professional assess-
ment that another service program was more suitable.
The argument was that care programs were voluntary,
and if health professionals were not able to convince
a pregnant woman of the benefits of attending a ser-
vice program based on her needs, she could be
enrolled in the services she wanted instead.

“The service offer is voluntary, and the women might say
that they do not wish to attend. Then they are enrolled
in the service program they wish for instead” ID13

Health professionals provide information overload and
the risk of misunderstandings increases. The majority
of participants reported that it was difficult to balance
the delivery of sufficient information about care
without overloading the pregnant women. They
explained that an overload of information increased
the risk of misunderstanding. Participants wish to be
responsive to the womens needs when they provide
information, however they also feel the system imposes
them to provide a certain and prespecified amount
of information. Experiences by health professionals
also suggest that pregnant women miss important
information, for example about different roles of
health professionals, due to this overload.

“Its my task to deliver sufficient information without over-
loading them. That easily happens in this system” ID1

“Last week I saw a woman who had seen me once for
two hours and then she said, T haven't seen a midwife
yet. Alright I didn't do it right because I'm her midwife.
And then someone else called yesterday and said, ‘I
need to cancel my appointment with my social worker
and... And in the middle of the conversation, I realized
that she thought I was her social worker” ID4

The participants had developed different strategies
to prevent information overload and misunderstand-
ings. This included reducing expectations and nar-
rowing down information flow to the most necessary
information in the shortest form.

“I'm highly conscious that I dont want to overload
the women. Sometimes you need to deliver seven
messages, but you adapt and only deliver the two
most important ones” ID11
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“It’s very difficult because 'm very verbose. Often if
I'm in doubt I use more words. That’s not appropriate
with this group. I work a lot on this thinking ‘if I
need to reduce this information to only one sentence,
what will I say then?” ID10

Different digital communication needs and platform
preferences between health professionals and pregnant
women. Data protection strategies introduced different
preferences in digital communication. A common
experience was that health professionals used Emento*
to ensure secure communication and to gather all
digital communication in one place. However,
participants experienced that pregnant women would
much rather use other media from their everyday life,
such as messenger or text messaging. The women did
not pay attention to data protection and regulations.
Hence, participants experienced a barrier relating to
digital communication when it came to preferred
media and data protection. They wished to be
responsive to the women’s digital communication
preferences but experienced they were restricted by
data regulations.

“We send out messages in Emento and regularly
remind them. Especially if they text message us. “‘We
would like you to contact us through Emento. We
wish to protect you and store your personal infor-
mation safely. You can only call our mobile num-
bers, do not text them’ I think it’s confusing with all
the ways they can contact us. I understand why they
think ‘there is a mobile number. I'll just text that”
ID2

“When I say that we wish to protect them and not
store their information, they don't care. It’s not their
needs” ID1

Despite being instructed to use Emento, some par-
ticipants reported that they adapted to the problem
of different digital communication preferences and
used text messaging to communicate as well. They
also tried to communicate in a clear and easily under-
standable way.

“Sometimes I send a text message with information
about something I told them. I write it in a text mes-
sage so they can easily remember it. It is a way of
helping them, but it needs to be short and not too
long” ID9

External interdisciplinary collaboration presents a
challenge. Challenges in interdisciplinary collaboration
between different sectors was linked to a lack of
knowledge about different responsibilities and service
content between hospitals and the municipality.
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“Its easier for me as I know what they do in the
municipality. I feel that others, especially midwives,
have a lot of good will and wish to contribute and
refer to a lot of services, but you must remember that
the municipality is responsible for that. Someone is
already handling that. There is no reason for duplica-
tion of effort” ID6

It was also reported that some health professionals
working at the hospital did not know the extent of
the services that the municipality provided. This
increased the fear of nobody taking on responsibility
for the women. In these cases, some participants
stated that the women received several services offers
from both the municipality and the region, which
increased confusion and stress, instead of helping
the women.

“Regional health professionals say, ‘she is here all the
time — are they doing enough in the municipality?”
1D6

“In my experience, the pregnant women are a bit
stressed out because they have a lot of things to
attend to during pregnancy, especially if they have a
lot of challenges” ID8

Strength or barrier depending on availability

The difference in funding and time between care pro-
grams is an organizational structure to increase equity
by using differentiation between programs to match
different pregnant women’s needs. This following section
shows that the participants had several positive experi-
ences with differentiation but also struggle in other cases,
indicating challenges related to balancing the different
availability of funding and time between care programs,
and a need for organizational support in these cases.

The balance of different funding and time availability
between care programs present a challenge. Participants
in this study were affected by differences in the level
of program funding and available resources between
different care programs. Within one of the care
programs participants reported that the budget and
availability of resources was higher and that health
professionals could request more resources if needed.
For example, one participant working in this service
program explained that she could easily request and
receive aids, such as dolls and other learning tools,
to support communication with pregnant women.

“It is the same health care system but in this service
program we can say ‘we would like to have two dolls
that cost 1200 DKK’ ‘Alright here you go. That is just
unheard of in the other service program. “ID4

All participants working in this specific service
program also reported that they could attend more
seminars and that that the seminar budget was larger
for health professionals working in this service area.

“I have a feeling that the seminar budget is higher. If
I say ‘T believe that this seminar would be beneficial
then I would most likely be allowed to attend” ID11

The availability of time per pregnant woman was
also different between care programs. Some partici-
pants felt that there was acknowledgement from
‘higher up’ that it is harder to set a time limit for
high-risk pregnant women who have more complex
needs. This increases the need for time and flexibility
in care provision. All health professionals in this study
generally expressed positive experiences with the extra
time offered in some of the care programs.

“In general, I set aside an hour for the first consulta-
tion. I know that some will walk through my door,
and I will think T don’t need an hour with you. But
imagine if I did? It gives me possibilities. I don’t need
to end a conversation. If we are finished after half an
hour, they just leave after half an hour. I always have
a lot of administrative work to do” ID12

“There is acknowledgement that high-risk pregnant
women need more support and something else, and that
it is difficult to pre-specify the needed timeframe. “ID8

In contrast, the general experience of participants
was that the narrower timeframe in other care pro-
grams was challenging. Most felt that the flexibility
in some care programs should apply in all care pro-
grams. Balancing the differentiation of time and fund-
ing availability between care programs may also
present a barrier in particularly challenging cases.
Participants explained that there was a limit to their
ability to differentiate care between women due to
the total available time.

“I often say ‘it'’s not the service we provide, which is
challenged, it's the service provided in the rest of
maternity care. Everyone should have access to what
we provide in the care program I work in” ID4

“The hard part is that sometimes you need to differ-
entiate, and it can be difficult to make room for very
challenged women, who require much more time. I
don’t think that there is time for that” ID12

Ongoing development and educational support. This
theme illustrates that participants working in specific
care programs had possibilities to attend annual
seminars and lectures and to receive support for



ongoing development to update their skills and
knowledge. The need for ongoing support for
development was acknowledged.

“Once in a while we are at seminars and get updated
on communication strategies. We have had skilled
professionals helping us. We have also had supervi-
sion with a psychologist. We have good support in
my opinion” ID12

“We have professional supervision every third month.
And then we all have a course in mentalization®. And
then we were all on a two-day seminar as a basis
thing. There is acknowledgement that we need to be
‘refueled” ID2

However, these possibilities did not apply to the
same extent for those working in other care programs
due to reduced funding. Hence, there was a lack of
ongoing educational support for health professionals
working in some maternity care services.

“I have a feeling that the seminar budget is higher in
the other service program” ID11

“It is easier to attend courses in this service program.
The money is just not available to the same extent in
this service program.” ID1

Discussion
Main findings

We aimed to explore health professionals’ perspectives
on organizational health literacy responsiveness in
Danish maternity care and found that several orga-
nizational factors strengthen responsiveness in mater-
nity care. These were: effective program planning,
flexible managers who adapt to local context, success-
ful internal interdisciplinary collaboration, applying
different strategies to support pregnant women’s needs
in a holistic way, beneficial partnerships across sectors,
inclusion of social networks to support care, and
introducing strategies to support communication and
prevent misunderstandings. However, we also identi-
fied barriers to organizational health literacy respon-
siveness, including stigmatization within the
organizational culture as a barrier to provide holistic
and person-centred care, a decrease in health profes-
sionals’ perceived possibilities for responsiveness due
to resistance towards services and non-attenders,
information overload by health professionals that
increase misunderstandings, different preferences in
relation to digital communication platforms between
health professionals and pregnant women, and chal-
lenges related to external interdisciplinary collabora-
tion. Some care programs receive more time, economic
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resources, and educational support than others, which
increase equitable care based on women’s different
needs, but also introduces challenges for health pro-
fessionals related to balancing the different availability
in some cases.

Integration with prior work and implications

The interview guide developed for this study was
underpinned by the seven areas included in the
Organizational Health Literacy responsiveness frame-
work (Org. HLR) (Trezona et al., 2017). In a review
by Farmanova et al. from 2018 nine operational
frameworks for organizational responsiveness were
identified, with Org. HLR being one of them
(Farmanova et al., 2018). The nine frameworks focus
on different areas within organizations but have sev-
eral overlapping areas. All frameworks align in their
objective to help explore an organizations health lit-
eracy capacity. Farmanova et al. argue that a
system-level approach and effort is needed to address
health literacy, instead of exclusively focusing on indi-
vidual or interpersonal health literacy (Farmanova
et al., 2018). We chose the Org. HLR framework to
guide the development of our interview guide as it
was one of the first empirically developed frameworks
for organizational responsiveness and includes a broad
spectrum of areas highlighting the interconnection
between leadership, organizational culture, systems,
processes, policies, access, community engagement,
partnerships, communication practice and the
workforce.

We identified several factors that strengthened
organizational health literacy responsiveness in Danish
maternity care. This aligns with the Shanghai
Declaration on promoting health in the 2030 Agenda
for Sustainable Development, which stipulates that
increasing health literacy and people’s potential to
make healthy decisions for themselves and their fam-
ilies should be one of the core actions within and
across health literate organizations, emphasizing the
concept’s importance and implication for practice
(World Health Organization, 2016). We argue that the
identified strengths for responsiveness in this study
are of great importance for the future planning and
organization of maternity services and can inspire
similar organization of maternity care in other coun-
tries or settings. However, the context should always
be a key consideration when interpreting our findings.

We also identified barriers to organizational health
literacy responsiveness in maternity care. Some of
these barriers were similar to those identified in the
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review by Farmanova et al. Farmanova et al. identified
barriers such as limited or no buy-in from leadership,
lack of cultural change and innovation, not having
procedures, policies, and protocols supporting health
literacy practice, lack of time, lack of resources, and
lack of training in health literacy (Farmanova et al.,
2018). We found that some of the key barriers for
organizational responsiveness identified by Farmanova
et al. may contradictorily strengthen responsiveness
if prioritized within the organization. In our study,
we found that managers tried to adapt decision-making
to local context, that health professionals and man-
agers in maternity care strived for a holistic and sup-
portive culture and tried to develop different strategies
to support women, and that procedures, standards
and strategies were in place to support communica-
tion, internal collaboration, inclusion of social network
and partnerships with other organizations and com-
munities. However, we also identified barriers to
responsiveness related to procedures, policies, and
protocols including stigmatization within the organi-
zational culture, lacking strategies to accommodate
resistance towards services and non-attendance, and
difficulties related to digital communication prefer-
ences. These barriers impact health professionals per-
ceived possibilities to be responsive and respond to
individual needs of pregnant women, suggesting a
need for organizational strategies and procedures that
support personalized care. Our findings also suggest
that lack of time, funding and educational support
for staff can be barriers to organisational health lit-
eracy responsiveness. Differentiation increases equity
when resources are based on pregnant women’s spe-
cific needs, but also balanced. Health professionals
should have organizational support to deal with chal-
lenges related to specific cases where the differentia-
tion is a barrier for responsiveness.

Only a few studies have investigated and explored
organizational health literacy responsiveness within
maternity care (Creedy et al., 2021; Hedelund Lausen
et al., 2018; Hughson et al., 2018). These studies were
both qualitative studies conducted in Australia with
a similar design and scope as this study. We found
that time availability affects organizational responsive-
ness in maternity care. The two Australian studies
also found that barriers for enhancing health literacy
in maternity care included limited time availability in
consultations (Hedelund Lausen et al., 2018; Hughson
et al., 2018). One of the Australian studies also found
that organizational challenges included lack of health
literacy education for staff, problems accessing mater-
nity care, and a lack of systematic assessment of indi-
vidual health literacy levels (Hedelund Lausen et al,

2018). Aligned with the Australian study, we also
found educational support to be an important factor
for organizational health literacy responsiveness, as
well as ongoing education and development for staff.
We also identified barriers related to accessibility
including resistance towards services and problems
with non-attendance. Also, individual health literacy
levels were mainly assessed by health professionals in
Danish maternity care when they communicated with
the pregnant women, rather than being systematically
assessed or measured. Our findings do not support
the lack of systematic assessment of individual health
literacy levels as a barrier for organizational respon-
siveness. However, systematic assessment was not a
focus in our interview guide and similar problems
may be relevant in Danish maternity care. A system-
atic assessment of individual health literacy could
potentially increase the opportunity to accommodate
individual needs more systematically and screening
could be a promising initiative moving forward. The
other study from Australia (Hughson et al., 2018)
found that barriers to organizational health literacy
responsiveness included interpreter issues. We did not
identify problems related to interpreter issues, but this
may not necessarily indicate that such barriers do not
exist within the Danish context.

Our study highlights health professionals’ experi-
ences with organizational health literacy responsive-
ness in Danish maternity care. Although these findings
are important, organizational health literacy respon-
siveness within maternity care should be viewed in a
broader lens focusing on the different incentives that
affect actions and interaction (Clark & Wilson, 1961;
Merchant et al., 2003). The organization of maternity
care plays out at different levels and involves different
stakeholders with different incentives including polit-
ical, economic, professional, and patient perspectives.
Those factors that are experienced as strengths or
barriers by health professionals and managers may
not be experienced in the same way by pregnant
women or from a broader political perspective.

Strengths and limitations

The deductive approach may have introduced some
limitations to this study (Azungah, 2018; Hyde, 2000).
Using a deductive approach may solely include cate-
gories that are directly generated from the already
established theory or model - in this case, the Org.
HLR framework. The framework guided development
of the interview guide and the content analysis, and
hence, there is a risk that we missed additional and
relevant knowledge that was not embedded in the



framework and established theory. However, we argue
that the empirical nature and broad inclusion of
domains in the Org. HLR framework minimised this
risk and we did not have any left-over data. To the
best of our knowledge, this is the first study to use
this framework for exploring organizational health
literacy responsiveness in maternity care. It therefore
provides important information about strengths and
barriers to responsiveness, which can be adapted to
other contexts and settings.

We used a variety of strategies to enhance trustwor-
thiness of the findings in this study. We focused on the
credibility, transferability, dependability, and confirma-
bility. We used triangulation analysis meaning that two
researchers independently analyzed the data to illuminate
potential blind spots in the process and to increase the
credibility of our findings. We cannot assume that find-
ings in this study are applicable to other contexts, but
we provide a clear description of the context of this
study in an attempt to guide transferability of findings.
The chosen qualitative approach, research paradigm,
sampling strategy, data collection methods, data collec-
tion instruments and data analysis steps were described
in detail to ensure dependability, also attempting to
assure that the analysis could be repeated and result in
similar findings. All findings were supported by direct
quotes. Hence, we considered credibility, transferability,
dependability, and confirmability to enhance trustwor-
thiness of the findings in this study (Connelly, 2016).

Conclusion

We found that health professionals within maternity
care reported positive organizational health literacy
responsiveness in many areas that helped them provide
excellent care for pregnant women and their families.
Organizational health literacy responsiveness in Danish
maternity care may be strengthened by factors such as
effective program planning, successful internal inter-
disciplinary collaboration, beneficial partnerships, and
communication strategies. We also found that health
professionals experienced different barriers to organi-
zational responsiveness and their possibilities to respond
to individual needs of women including stigmatization
within the organizational culture as a barrier to provide
holistic and person-centred care, a risk of information
overload by health professionals because of the orga-
nizational recommendations, and problems related to
digital communication platforms due to differences
between the organizational way and womens prefer-
ences. Also, participants in this study perceived barriers
for responsiveness and lack of strategies related to sit-
uations were pregnant women had resistance towards
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services or did not show up for care. Finally, partici-
pants experienced challenges related to external inter-
disciplinary collaboration. We argue that by identifying
and addressing these barriers, it may be possible to
increase organizational health literacy responsiveness
in Danish maternity care. Organizational health literacy
responsiveness may be negatively affected within some
services in Danish maternity care, due to lack of fund-
ing, lack of time and reduced educational support for
staff, even though differentiation between care pro-
grams increases equitable solutions based on individual
needs. Findings indicate that health professionals strug-
gle to balance the differentiation between funding and
time availability in different care programs and a need
for organizational support to ensure responsiveness.
The findings in this study provide useful guidance
for planning and organizing maternity care services
and programs as they highlight strengths and barriers
experienced by health professionals working in mater-
nity care services. As always, findings should be inter-
preted in context and attention should also be given
to other organizational incentives and perspectives.

Notes

1. A digital record of the woman’s health data related to
the pregnancy.

2. A plan written by the social worker for the woman’s
pregnancy course if there are any specific social
challenges.

3. A chart with the woman’s health data related to the
pregnancy, which she brings to each appointment
during the pregnancy course.

4. A Danish app used at included study sites for digital
support, guidance and communication offered to
pregnant women in maternity care.

5. The ability to interpret or understand behavior (one's
own as well as that of others) that is psychologically
motivated in terms of underlying intentions and men-
tal states, such as thoughts, feelings, wishes, and
intentions.
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