Women’s Perceptions of Access to Prenatal Care in the
United States: A Literature Review
Julia C. Phillippi, CNM, MSN
Women report many barriers to accessing prenatal care. This article reviews the literature from 1990 to the
present on women’s perceptions of access to prenatal care within the United States. Barriers can be classified
into societal, maternal, and structural dimensions. Women may not be motivated to seek care, especially for
unintended pregnancies. Societal and maternal reasons cited for poor motivation include a fear of medical
procedures or disclosing the pregnancy to others, depression, and a belief that prenatal care is unnecessary.
Structural barriers include long wait times, the location and hours of the clinic, language and attitude of the
clinic staff and provider, the cost of services, and a lack of child-friendly facilities. Knowledge of women’s
views of access can help in development of policies to decrease barriers. Structural barriers could be reduced
through changes in clinic policy and prenatal care format, and the creation of child-friendly waiting and
examination rooms. Maternal and societal barriers can be addressed through community education. A focus
in future research on facilitators of access can assist in creating open pathways to perinatal care for all
women. J Midwifery Womens Health 2009;54:219–225 Ó 2009 by the American College of NurseMidwives.
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INTRODUCTION

‘‘The aim of antenatal care is to assist women to
remain healthy, finding and correcting adverse
conditions when present, and thus aid the health
of the unborn. Antenatal care should also provide
guidance to the woman and her partner or family,
to help them in their transition to parenthood.’’1
Disparities in access to prenatal care and prenatal care
use contribute to the inequalities in health outcomes between ethnic, racial, and socioeconomic groups.2 For example, the Centers for Disease Control and Prevention
(CDC) analysis of death certificate data revealed that in
2005, African American women were 3.3 times more
likely to die as a result of pregnancy complications than
white women,3 and half of those deaths were preventable.2
The World Health Organization (WHO) and the CDC state
that all women should have access to and use prenatal care,
and they emphasize the value of early care.2,4
However, in 2005, up to 29.8% of pregnant women in
the United States did not begin prenatal care in the first
trimester of pregnancy.5 Poor access to and use of health
services may contribute to the health disparities between
racial, ethnic, and socioeconomic groups within the
United States and needs further exploration.2 Most women
who do not receive early and adequate prenatal care are in
a demographic category that is associated with increased
risk for poor pregnancy outcomes (Table 1).6–10
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Research on the use of prenatal care usually examines
the association between the number and timing of prenatal
visits and demographic factors, such as age,7,11 education,6,7 race,6,12,13 socioeconomic status,14 insurance status,15 or geographic location of the woman10 or
provider.16 While utilization data can examine when
women entered care and if they attended visits regularly
once they began care, these studies do not assess the quality
or the content of prenatal care,17 nor do they explain why
women fail to use the services available to them.18–21
The lack of entry into available services prevents use
from being synonymous with access.
Many studies report that risk factors for poor prenatal
care use are interrelated and act in concert. For example,
women with low educational levels may not be able to obtain well-paying jobs with time off for health care visits.
Women with low incomes may live in neighborhoods
far from health care providers or public transportation.10
It is difficult to determine which of these factors exert
the greatest effect on women or how they interrelate unless the women themselves are asked. Utilization data
cannot reveal the woman’s lived experience of accessing
care, such as personal barriers, long wait times for appointments, or other reasons they do not begin or maintain
care.
This literature review explores women’s perceptions of
access to prenatal care within the United States based on
studies published since 1990. An overview of the literature
on access to prenatal care is provided to enhance clinicians’ understanding of the access process, especially
women’s views of access to prenatal care. Surveys of
women explain the reasons for women’s utilization patterns and can allow practitioners and institutions to address
barriers to improve both access to care and maternal satisfaction with prenatal care.
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DEFINITION OF PRENATAL CARE
Prenatal care, also known as antenatal care, has many formats and many types of providers. In this article, the WHO
definition of prenatal care, as quoted above, will be used.
The WHO definition is consistent with CDC’s prenatal
care definition.22
The format and content of prenatal care are current
topics of debate, and contemporary practice is often not
evidence-based. All references to prenatal care within
this article refer to the traditional prenatal care regimen
of a few visits in early gestation and an increasing frequency of visits as pregnancy progresses. A reduced visit
schedule for low-risk women has been shown to be effective but has not been widely implemented.23 CenteringPregnancy, also known as group prenatal care, is another
alternative prenatal care format shown to have positive
maternal–infant outcomes.24 While the format of prenatal
care affects a woman’s access and ability to maintain care,
there is little, if any, current research on this topic. The
content of prenatal care ranges from medical-only assessment to assessment coupled with education and ancillary
services, such as dental care, smoking cessation, and nutritional counseling.23,25 Because the focus of this article is
on women’s experience of access to prenatal care, content
of care will be explored only as mentioned in the literature
on access.
Definition of Access to Prenatal Care
Prenatal care access is defined as the potential ability of
a woman to enter prenatal care services and maintain
care for herself and fetus during the perinatal period.
This definition was developed through a concept analysis
of prenatal care access involving current literature on access to health care, women’s access to health care, and prenatal care access.
EFFECTIVENESS OF PRENATAL CARE
There have been several approaches to examining the effectiveness of prenatal care. It is difficult to quantify the
value of prenatal care in improving maternal and neonatal
outcomes because of a large number of confounding influences. Many studies have examined the value of individual procedures or interventions on maternal and neonatal
outcomes. These studies have substantiated the benefit
of certain interventions, such as smoking cessation counseling,26 without validating the overall experience of prenatal care.
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Table 1. Factors Associated With Late or Inadequate Prenatal Care Use
Low education level6
Age <20 yrs7
Age >35 yrs7
Multiparity7
African American race6,8
Hispanic ethnicity6,8
Residence in an area with few prenatal care providers (inner city or rural)9,10

Another approach to studying the effectiveness of prenatal care pairs use of care with maternal–fetal outcomes,
determining if women with specific amounts of prenatal
care have better perinatal outcomes. Several indices of prenatal care ‘‘adequacy’’ have been developed, tested, and
revised based on this methodology. The four major indexes currently in use differ markedly in their categorization of the adequacy of care, but all are based on the
beginning, timing, and number of prenatal visits.27
No current index includes the content of the visits or accounts for a reduced visit schedule of care.27 The content
of visits may be more important than the overall number of
encounters and can greatly affect the effectiveness of
care.23,27,28 Alexander and Kotelchuck,17 prominent researchers on prenatal care adequacy, have called for
a more uniform and comprehensive approach to determining the adequacy of prenatal care, which includes the number and timing of visits, content, provider, setting, and
quality.17 Because this article focuses on women’s perspective of access, and because the concept of adequacy
is not clearly defined within the literature, adequacy will
only be discussed within the context of maternal report
or as a general measure of the use of prenatal services.
What constitutes positive perinatal outcomes is also
controversial. Much of the recent research has focused
on reducing the incidence of low birth weight infants
and preterm births. However, while prenatal care may
not decrease the rate of preterm birth, it may allow for
the preparation for a preterm birth including transfer to
an appropriate level facility and administration of corticosteroids to promote lung maturity, resulting in lower rates
of neonatal mortality.17 Early prenatal care may also reduce rates of infant death and long-term disability through
prenatal diagnosis of fetal anomalies.29 Kennedy30 has
questioned whether research should study the rate of negative outcomes or, instead, determine if perinatal care increases the rate of optimal, or ideal, outcomes.
Comprehensive prenatal care may impact health behaviors, such as exercise, healthy eating, and weight control,
whose effects might be difficult to assess in the shortterm.31 Kotelchuck32 has called for the greater inclusion
of mother’s voices in future research in order to reveal
links between maternal experiences or behaviors and
health outcomes. While there are many problems with
the current literature on the effectiveness of prenatal
care, all major health organizations, including the WHO
Volume 54, No. 3, May/June 2009

and the CDC, support open access to prenatal care as an
essential component in improving maternal and infant outcomes; therefore, it is important to hear the voices of
women and learn what barriers they face in accessing these
services.2,4
METHODS
Galvan’s33 method was used to frame the topic and perform the literature review. The CINHAL and PubMed databases were searched using the keywords ‘‘prenatal
care,’’ ‘‘antenatal care,’’ and ‘‘access.’’ Because of the differences in health care systems across countries, only research from the United States was included in the
review. Initially, sources published after the year 2000
were analyzed. Analysis included a review of methods
for transparency and adequacy as discussed by Pyrczak.34
Literature and studies surveying women about their experiences of access were sorted from studies that drew conclusions about access from prenatal care use data.
The initial review of sources published after 2000
included 19 articles, only six of which surveyed women
directly. Because prenatal care has not undergone substantive changes since 1990, the search was expanded to include references and articles published after 1990. A
total of 42 relevant articles were found. Nineteen studies
included direct surveys of women, through either qualitative or quantitative means.
The goal was to include all current literature directly
surveying women on their experiences of access to prenatal care. Articles were eliminated if they used data
collected before 1985. Three studies were eliminated because they drew conclusions about access through secondary analysis of data collected on other topics, resulting in
questionable validity.
All selected articles were entered into a literature table,
including methods, sample, and results, as specified by
Galvan.33 The identified studies used a variety of qualitative, quantitative, and mixed method techniques to survey
women, including focus groups, personal interviews, surveys with open-ended responses, and surveys with forcedchoice responses, such as a Likert-scale design. Focus
groups provided the richest and most novel information
for this review, and forced-choice questions served to
confirm previous research findings. While many studies
had limited samples—for instance, homeless women in
Florida35 or middle-class women in one Minnesota
county36—the women’s comments are often very similar,
suggesting a transferability of study findings.
The literature classified women’s comments predominately into categories of barriers and motivators. All barriers and motivators mentioned in more than one study
were included in the results to provide a comprehensive
list of women’s reports of prenatal care access. Results
found in only one study were eliminated because they
were assumed to be specific to the subpopulation surJournal of Midwifery & Women’s Health  www.jmwh.org

veyed. Barriers and motivators were not ranked by frequency, because studies with open-ended questions,
allowing for novel findings, had smaller samples than
studies with closed-ended questions. Because the findings
of the studies were consolidated, categories of barriers
emerged. Barriers can be further classified into societal,
maternal, structural, and medical subcategories. Motivators were less frequently mentioned by women and were
organized into the categories established for barriers.
RESULTS
Four studies used solely qualitative methodologies. Milligan et al.37 and Daniels et al.38 used focus groups to identify perceptions of access to prenatal care. The focus group
researchers asked open-ended questions, with prompts, to
identify motivators and barriers along with exploring
the value of prenatal care.37,38 Shaffer39 and Patterson
et al.40 used interviews featuring only open-ended questions. Shaffer39 queried women about persons or factors
that affected their attendance at prenatal care or were barriers to obtaining care. Patterson et al.40 used a grounded
theory methodology and did not have predetermined questions or prompts.
Five studies had a mixed method approach with a variety
of open- and closed-ended questions in structured interviews,20,21,41 paper surveys,36 or a combination of structured interviews and questionnaires.42 Teagle and
Brindis20 and Lia-Hoagberg et al.21 used open-ended
questions to interview women about their experience accessing health and prenatal care and their beliefs about
and motivation for prenatal care. These authors used
closed-ended questions to provide clarification. Mikhail42
performed prompted interviews asking about the woman’s
beliefs and experiences accessing care, followed by a questionnaire on barriers to care that included closed-ended
questions. The Roberts et al.36 survey had Likert-scale
questions about access, barriers to care, and beliefs about
the value of prenatal care interspersed with open-ended
questions asking if the woman would like to add any other
responses or comments.
Six studies were quantitative, using questionnaires with
Likert-scale questions,35,43,44 multiple-choice options on
surveys,19,45 or forced-choice questions in interviews.46
The questions in quantitative studies explored barriers
and motivators identified in previous literature. One study
did not clearly state the type of interview questions.18
Nine studies used convenience sampling to obtain participants,19,20,35,38,39,42–45 and seven studies used some
form of purposive sampling to ensure that a diversity of
women were represented.18,21,36,37,40,41,46 Sample sizes
ranged from 1440 to 307147 (median, 176). Two studies included participants who were beyond childbearing
age.20,37 Teagle and Brindis20 included providers of prenatal care, and Milligan et al.37 conducted focus groups of
community members and male partners and childbearing
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Table 2. Common Maternal Barriers to Prenatal Care Access
40,41,43

Transportation
Poor motivation to obtain care
Unaware of pregnancy18,19,21
Considering abortion40,45,46
Depression20,21,38
Hiding pregnancy18,20,45
Belief prenatal care is unnecessary18,19,39,40,42,45
Fear of medical procedures19,20,42,43
Finances/money20,39,40,44
Needs of existing children21,35,36,42

women.37 Only results from pregnant, postpartum, or
women of childbearing age were included in the review.
All literature included in the analysis surveyed women
only one time; researchers did not examine changes in perceived access across the perinatal period. Three studies recruited women at their first prenatal visit.19,36,43 Five
studies surveyed women at any point during pregnancy.20,39,40,44,46 Postpartum women were the target of
five studies,18,21,41,45 and two studies included women
who were either pregnant or postpartum.35,38 Most postpartum women were interviewed before being discharged
from the hospital18,41 or within a few weeks of giving
birth,21 but the definition of postpartum ranged from immediately after birth to 2 years postdelivery.38 One study
included women who were pregnant, postpartum, or of
childbearing age.37
Societal Barriers
Common societal pressures identified in these studies included culture,19,39 finances,20,39,40,44 transportation,40,41,43 existing children and childcare,21,35,36,42
familial needs and desires,18,45 partner characteristics,21,37
and significant others’ beliefs about pregnancy and healthcare.19–21,37

Table 3. Common Structural Barriers to Prenatal Care Reported by
Women
Clinic
Location35,39
Hours35,36,39
Delay for initial appointment20,36,40
Wait time while at the clinic20,35,44,53
Facility not child-friendly21,35,36
Cost of services37,38,41,44 and options for payment43
Language spoken by staff39
Staff attitudes37,38
Poor quality of care38,40
Provider
Poor communication skills, insensitive attitude35
Cultural sensitivity39
Language spoken39
Lack of a consistent provider35

cultural beliefs or previous uncomplicated pregnancies.19,39,40,45 Women in some studies believed that because they were feeling well they did not need prenatal
care.18,42 Many women reported that a fear of medical procedures, pelvic examinations, or blood draws caused them
to delay seeking care.19,20,42,43
Despite barriers and fears, most women were motivated
and able to obtain care at some point in pregnancy.7 The
most prevalent motivator for prenatal care was the health
of the baby.19–21,36,40,42 This was true for women of all
ages, races, and socioeconomic groups. Friends, family,
and the father of the baby were mentioned as motivators,
but with less frequency than the health of the baby.19–21,
37,46
One study listed the father of the baby as both
a motivator and a barrier to care.37
Even when women were motivated to obtain care, some
reported struggles with transportation,18,19,21,36,39,41,43,45
finances,19,20,39,40,44 and the needs of their existing children.21,35,36,42 Women reported that, in addition to medical fees, the cost of prenatal care includes transportation,
parking, and childcare.21,35–37

Maternal Component
The maternal dimension of care encompasses aspects of
the woman and her personal situation that affected her
ability to obtain care. Common maternal barriers identified
in this analysis are listed in Table 2. One barrier that appeared often was poor motivation to begin care.18–21,
35,37,38,40,41,45,46
Many women reported that they did not
begin prenatal care for an unintended pregnancy because
they were considering abortion,40,45,46 were unaware that
they were pregnant,18,19,21 or were too depressed to
act.20,21,38 Adolescent women reported that they delayed
care because they were afraid of disclosing their pregnancy to others.18,20,45 Women also reported that illicit
drug use delayed their entry into care for multifaceted reasons, including a fear of judgment and of losingcustody of
the baby at birth.37,41,42,48 Some women stated that they
did not believe prenatal care was worthwhile because of
222

Structural Dimension
The structural dimension of access encompasses the clinic,
the format of care, and, to some extent, the provider of
care. Common structural barriers are listed in Table 3.
Structural barriers included the location and hours of the
clinic and availability of appointments.36,39 The cost of
services37,38,41,44 and payment options43 are also cited as
key barriers, especially for women who do not qualify
for Medicaid. The language and cultural sensitivity of
the clinic staff also can create barriers for women who
are not part of the dominant culture of the area.39 Women
felt that staff attitudes37,38 and poor quality of care38,40
made getting prenatal care difficult. Women with children
noted that clinics are often not child-friendly, resulting in
a need for childcare.21,35,36 Wait times both for the first appointment20,36,40 and while at the clinic20,35,42,44 are
Volume 54, No. 3, May/June 2009

mentioned in many studies as a barrier to care. The one
study of middle-class women found a 6-week wait time
for the initial appointment,36 suggesting that access problems exist even for privately-insured women. Structural
facilitators of care included clinic staff who were bilingual
or could speak their language and were culturally sensitive,39 convenient clinic hours,46 and readily available
public transportation.46 One study that identified structural
motivators used only yes/no questions,46 which may have
prompted the women to state structural motivators.
The Medical Dimension
By the time the woman sees a provider, she has overcome
the majority of common barriers. Providers can act as
a barrier through inappropriate attitude,35 poor cultural
sensitivity, or language problems.39 Some women reported the lack of a consistent provider as a barrier.35 Researchers often do not report the provider type of the
women surveyed. No qualitative study was identified
that compared women’s perceptions of access across provider types. The positive health outcomes seen in several
studies of midwifery care of vulnerable populations49,50
may be related, in part, to better access for clients with
a midwife provider. Motivators in the medical dimension
include positive provider–client relationships40,42 and, to
some extent, the health of the baby19–21,36,40,42 and the
woman’s health.21
DISCUSSION
The literature on prenatal care access has many limitations,
including few studies published within the past 5 years,
a lack of exploration about the influence of provider type
on access to care, and no studies exploring how nontraditional prenatal care formats affect access to care. However,
the current literature does provide clinicians with information about the barriers women encounter in trying to obtain
care during pregnancy.
Another weakness in the access literature is the lack of
longitudinal studies on prenatal care access. The experience of prenatal care changes over the course of gestation.
To enter prenatal care, a woman must locate a provider
who accepts her insurance or form of payment and she
must obtain an appointment.40 She may have less financial
stress at subsequent visits. If a woman fears medical procedures,19,20,42,43 the blood work and pelvic examination
included in the first visit may decrease her motivation to
begin care but may not affect her ability to maintain
care. The increasing frequency of appointments at later
gestations also may affect access because of greater time
and transportation demands. However, in all studies reviewed, women are surveyed about their experience of access only once during their perinatal course. Therefore,
study results may be influenced by the timing of the interview. Future research should explore how a woman’s
Journal of Midwifery & Women’s Health  www.jmwh.org

experience of access changes over the course of her
pregnancy.
CLINICAL AND POLICY IMPLICATIONS
Many of the barriers women reported relate to the clinical
environment. Listening to the voices of women in describing their experience is important in opening pathways to
care. While many of the identified barriers found in this
analysis were personal, clinics and health care practices
can adjust to women’s needs through targeted interventions at the institution, staff, or provider level. Many
women stated that transportation is a barrier to care; therefore, ensuring the placement of clinics near public transportation or adjusting clinic hours can decrease
transportation problems for women.39 Including play areas
for children in waiting and examination rooms may decrease the need for childcare.
Multilingual receptionists, flexible payment plans, and
a high quality of care can also increase accessibility for
at-risk groups of women. A reduction in wait times for
the first appointment and decreasing on-site waits can improve the prenatal experience of all women, because many
barriers to care are also customer service problems.
Women who fear medical procedures19,20,42,43 may benefit from an orientation visit.
Heath care settings that offer prenatal care can use focus
groups to identify site-specific barriers.51 Many women
stated that they did not obtain care for an unintended pregnancy.20,38,40,45,52 Assisting women in conceiving only
desired pregnancies through the availability of contraception and preconception planning may decrease barriers to
perinatal care overall.
The current prenatal visit structure and format is not
research-based23 and may not resonate with the needs
of women. The newer group model, called CenteringPregnancy, combines prenatal care with a group format
and has shown excellent health and satisfaction
outcomes.24 The success of CenteringPregnancy might
encourage the development of more models of care to
assist and motivate women in obtaining and maintaining
prenatal care.24
A caring and culturally sensitive provider may encourage women to continue prenatal care.35,39 Provider type
may also affect perceptions of access, but this area needs
further research. Midwives have much to offer vulnerable
women on many levels by providing comprehensive, individualized, culturally sensitive care to women across the
lifespan. Certified nurse-midwives and certified midwives
can advocate for their practice sites to provide open
pathways to entry both for the first visit and throughout
pregnancy.
Finally, while the current research classifies women’s
responses into the categories of barriers and motivators,
they are not opposites. Motivators encourage and support
prenatal care21 and barriers are obstacles in that path.
223

Therefore, it may be better to examine facilitators of care,
or those people, policies, or institutions that enhance access. Facilitators could include late clinic hours, multilingual receptionists, continuity with one provider, or new
prenatal care models. Facilitators are not currently described in the access literature, but the literature on quality
of care overlaps this topic.
CONCLUSION
Quality prenatal care can potentially reduce the rates of infant and maternal mortality and morbidity2 and reduce
rates of long-term disability.29 Ensuring that all women
have timely access to services is important in decreasing
health disparities and improving maternal and infant outcomes within the United States.2 Women have identified
multiple barriers to obtaining early and adequate prenatal
care. Women’s reports of barriers show remarkable
similarity across geographic, racial, and socioeconomic
groups. While maternal motivation is often a barrier to
prenatal care and has been well explored in the literature,
clinical barriers and facilitators need further exploration.
Future research should target how the format and provider
of care affect a woman’s perception of access. Clinics can
address barriers identified in the literature to increase
access and client satisfaction.
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