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Executive Summary 

Purpose vices in the United States, primarily for low birth-weight babies. Early 
and continuing prenatal care plays an important role in preventing low 
birth weight and infant mortality. Bab’ies born to women who received 
no prenatal care are three times more likely to be of low birth weight 
than those whose mothers received early care. Also, low birth-weight 
babies are about 40 times more likely to die during the first 4 weeks of 
life than normal birth-weight babies. 

Adequate prenatal care is especially important for low-income, minor- 
ity, and adolescent women who are regarded as medically high-risk 
groups. According to the National Academy of Sciences’ Institute of 
Medicine, for every dollar spent on prenatal care for high-risk women, 
over three dollars could be saved in the cost of care for low birth-weight 
infants. 

In response to a request from the Chairman of the Subcommittee on 
Human Resources and Intergovernmental Relations, House Committee 
on Government Operations, GAO interviewed 1,157 women in 32 commu- 
nities in 8 states (see table I. 1) to determine (1) the timing and number 
of their prenatal care visits and (2) the barriers they perceived as 
preventing them from obtaining care earlier or more often. 

The women interviewed either had no health insurance or were enrolled 
under the Medicaid program (a federally aided, state-run medical assis- 
tance program for low-income persons). 

Background every pregnant woman should begin a comprehensive program of prena- 
tal care as early in the pregnancy as possible. A woman with a typical 
40-week pregnancy should see a doctor or other health care provider 
about 13 times, women with medical complications more often. 

In 1984, 1’7 percent of women of reproductive age lacked insurance to 
pay for prenatal care and another 9 percent had only Medicaid cover- 
age, according to a study based on census data. In addition to Medicaid 
funds, federal financing for prenatal services is also available to states 
and communities through Maternal and Child Health block grants. 

As of 1985, the United States had made virtually no progress in meeting 
goals set in 1980 by the Surgeon General for (1) reducing the percentage 
of babies born with low birth weight to no more than 5 percent of live 
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births and (2) ensuring that 90 percent of all pregnant women obtain 
care within the first 3 months of pregnancy. 

Results in Brief Of the women interviewed, about 63 percent obtained prenatal care that 
GAO deemed insufficient because they did not begin care within the first 
3 months of their pregnancy or made eight or fewer visits for care. 
Insufficient prenatal care was a problem for women of all childbearing 
ages, of all races, and from all sizes of communities. Compared with a 
group of women with private health insurance, Medicaid recipients and ,,,,, ,,, ,, ,, ,,,,, 
uninsured women began care later and made fewer visits, While 6.8 per- 
cent of births nationwide are of low birth weight, 12.4 percent of the 
babies born to the women GAO interviewed were of low birth weight. 

Barriers to earlier or more frequent prenatal care varied according to 
such factors as age, race, and size of community, with about half of the 
women citing multiple barriers. Three barriers predominated in virtually 
every demographic group of women-lack of money to pay for care, 
lack of transportation to the provider of care, and unawareness of preg- 
nancy. The importance of these and other barriers differed, however, by 
community. 

A comprehensive effort is needed to identify the primary barriers in a 
community, develop programs to overcome those barriers, and evaluate 
their effectiveness in improving access to prenatal care. Although the 
solutions must be designed to meet the needs of individual communities, 
federal funds are available to assist states and communities in such 
efforts. Further, money spent to expand prenatal care services should 
be more than offset by decreased newborn intensive-care costs. 

Principal Findings 

Care Often Obtained Too 
Late or Too Infrequently 

The percentage of Medicaid recipients and uninsured women who had 
insufficient care ranged from 14 percent in Kingston, New York, to 82 
percent in Montgomery, Alabama. In 20 of the 32 communities GAO stud- 
ied, 50 percent or more of the interviewed women had insufficient care. 

Most likely to obtain insufficient prenatal care were women who were 
uninsured, poorly educated, black or Hispanic, teenagers, or from the 
largest urban areas. Most likely to obtain adequate care were women 
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who were in rural communities, well educated, white, in their early 30’s, 
or Medicaid recipients. (See pp. 19 to 27.) 

Privately Insured Women Comparing a group of privately insured women with GAO'S study group 
Obtain Care Earlier, More of Medicaid recipients and uninsured women (both groups without medi- 

Often cal complications and from the same 32 communities), GAO found that 
the privately insured women were much more likely to begin care early 
in the pregnancy and see a health care provider frequently. Overall, 81 
percent of the privately insured women began care in the first 3 months 
of their pregnancy and made nine or more visits for care compared with 
36 percent of the women with Medicaid coverage and 32 percent of 
women with no health insurance. Only 2 percent of privately insured 
women began care during the last 3 months of pregnancy or made four 
or fewer visits compared with 16 percent of the Medicaid recipients and 
24 percent of the uninsured women. (See pp. 27 to 31.) 

Lack of Money a Problem Lack of money was cited as the most important barrier to earlier or 
more frequent prenatal care by 17 percent of women who obtained 
insufficient care. The availability of free prenatal care appears to signif- 
icantly reduce the importance of this barrier. Women who can obtain 
free care under Medicaid were less likely to cite lack of money as a bar- 
rier (10 percent) than uninsured women where the availability of free 
care was more limited (23 percent). Also, in communities that provide 
free care to uninsured women, the importance of this barrier was 
reduced. (See pp. 38 to 39.) 

Few Proven Prenatal 
Programs 

The states and communities GAO visited had a wide range of initiatives 
for improving access to prenatal care (see app. XIV), but there was little 
information on their effectiveness. Although the Maternal and Child 
Health block grant program has funded demonstration projects designed 
to improve access to prenatal care, their results often were not widely 
disseminated. (See pp. 58 to 62.) 

Expanded Medicaid 
Eligibility 

As of June 1987, 19 states had expanded Medicaid eligibility to pregnant 
women with incomes of up to 100 percent of the federal poverty level, 
an option authorized by the Omnibus Budget Reconciliation Act of 1986. 
States doing so could significantly reduce lack of money as a barrier to 
prenatal care, particularly in the southeast, where many people with 
low incomes are not eligible for Medicaid. No states had implemented 
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presumptive eligibility-providing free care while a wman’s applica- 
tion for Medicaid is being processed-also allowed by the Act. 

If all states fully implemented the Act’s provisions for expanded Medi- . 
caid coverage of pregnant women, the fiscal year 1987 cost would be 
about $1910 million, the Congressional Budget Office estimated. But, the 
Committee on the Budget, House of Representatives, reported that such 
costs should be offset by savings from reduced intensive care and long- 
term institutional costs. Professional services associated with prenatal 
care cost an estimated $400 (excluding labor and delivery costs) com- 
pared with newborn intensive care costs averaging about $14,700 for 
each low birth-weight infant. (See pp. 47 to 61.) 

Increasing Medicaid 
Reimbursement 

Some health care organizations suggest that increasing Medicaid reim- 
bursement rates for maternity services would improve access to prena- 
tal care. Few of the women GAO interviewed, however, had problems 
finding a health care provider to see them. About 61 percent obtained 
care at a hospital or public health clinic. Although increased reimburse- 
ment might expand the choices of providers available to Medicaid-eligi- 
ble women-an important goal-it would not, in GAO'S opinion, improve 
access to care as much as using limited resources to expand Medicaid 
eligibility. (See pp. 51 to 56.) 

Limited Block Grant Funds All 19 states and territories surveyed by the Southern Regional Task 
Force on Infant Mortality said that funds from Maternal and Child 
Health block grants were insufficient for needed prenatal services. 
States can more effectively use limited funds by (1) shifting costs cur- 
rently covered by the block grants to the Medicaid program through 
expanded eligibility, (2) allocating a greater portion of Maternal and 
Child Health block grant funds to prenatal care services, or (3) transfer- 
ring funds from other block grant programs to the Maternal and Child 
Health program. (See pp, 66 to 58.) 

Recommendations GAO is making several recommendations to the Secretary of HHS to assist 
states in developing comprehensive programs to improve access to pre- 
natal care for Medicaid recipients and uninsured women. (See p. 66.) 

Agency Comments GAO did not obtain agency comments on a draft of this report. 
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Chapter 1 

Introduction 

The Chairman of the Subcommittee on Human Resources and Intergov- 
ernmental Relations, House Committee on Government Operations, 
asked us to 

. assess the adequacy of prenatal care obtained by Medicaid’ recipients 
and uninsured women (in terms of number of visits to a health profes- 
sional and timing of the first visit); 

. identify the barriers women perceive as preventing them from obtaining 
care earlier or more often; and 

. identify federal, state, and local programs to overcome such barriers. 

What Is Prenatal 
Care? vided between conception and delivery. According to the American 

Academy of Pediatrics and the American College of Obstetricians and 
Gynecologists (AUX), prenatal care involves 

. monitoring the health status of the woman, 
l providing patient information to foster optimal health, good dietary 

habits, and proper hygiene, and 
l providing appropriate psychological and social support. 

The health status of the woman is monitored through a series of prena- 
tal care visits to an obstetrician or other health care provider, such as a 
family practitioner or nurse midwife. These visits provide an opportu- 
nity to develop a medical history, perform physical examinations and 
laboratory tests, establish an expected delivery date, and assess any 
risks to the pregnancy (such as drug or alcohol abuse or diabetes). 

How Much Prenatal 
Care Is Necessary? 

In its prenatal care standards, ACOG recommends that every woman have 
a comprehensive program of prenatal care beginning as early in the first 
trimester (3 months) of the pregnancy as possible. According to the 
standards, a woman with an uncomplicated pregnancy generally should 
be seen every 4 weeks for the first 28 weeks of pregnancy, every 2 to 3 
weeks for the next 8 weeks, and weekly thereafter until delivery. For 
example, a woman should have approximately 12 prenatal visits for a 

‘Medicaid, authorized under title XIX of the $&al Security Act, is a federally aided, state-admink 
tered medical assistance program for low-bkome persons. Depending on a state’s per capita income, 
the federal government pays from 50 to 79 percent of Medicaid costs for health services. At the 
federal level, the program is administered by the Health Care Financing Administration (HCFA) 
within the Department of Health and Human Services (HHS). 



39-week pregnancy, 13 visits for a 40-week pregnancy, and 14 visits for 
a 41-week pregnancy. 

Women with medical or obstetric problems should be seen more fre- 
quently. Because the appropriate intervals for prenatal care visits for 
such women are b’ased on the nature and severity of the problems, ACOG 
standards do not specify the number of visits recommended for such 
complicated pregnancies. 

Why Is Adequate 
Prenatal Care 
Important? 

infants born in 1984 died before their first birthday, a rate of 10.8 
infant deaths per 1,000 live births. Many industrialized countries have 
lower infant mortality rates than the United States. For example, 
according to a 1987 Children’s Defense Fund study of infant mortality, 
the United States was tied for last place among 20 industrialized coun- 
tries. Specifically, infant mortality ranged from 6 infant deaths per 
1,000 live births in Finland, Iceland, and Japan to 11 infant deaths per 
1,000 live births in Belgium, the German Democratic Republic, the Fed- 
eral Republic of Germany, and the United States. While infant mortality 
rates declined in all 20 countries over the past 30 years, the relative 
ranking of the United States has dropped from sixth to last. 

Low birth weight (5.5 pounds or less) is a major determinant of infant 
mortality. The approximately 254,000 low birth-weight infants (about 
6.8 percent of all births) born in 1985 were almost 40 times more likely 
to die during the first 4 weeks of life than normal birth-weight infants, 
according to medical experience. Also, 67 percent of infant deaths dur- 
ing the first 4 weeks of life and 50 percent of deaths in the first year of 
life were attributed to low birth weight. Low birth weight, in addition to 
increasing the risk of mortality, puts the survivors at increased risk of 
serious illness or lifelong handicaps. 

Early and continuing prenatal care plays an important role in prevent- 
ing low birth weight and poor pregnancy outcomes. According to the 
HHS, about 80 percent of the women at high risk of having a low birth- 
weight baby can be identified in the first prenatal visit, and interven- 
tions can be made to reduce the risks. Babies born to women who receive 
no prenatal care are three times more likely to be of low birth weight 
than babies born to women who receive early care. For example, the 
National Center for Health Statistics reported that in 1985 the low birth 
weight rate was 18.9 percent among infants born to women with no pre- 
natal care compared with an overall incidence of low birth weight of 6.8 
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percent. Also, the March of Dimes Birth Defects Foundation has docu- 
mented na.tionally that a woman who has 13 to 14 prenatal visits has 
only a 2 percent chance of having a low birth-weight baby. Without any 
prenatal care, the risk is over 9 percent. In an Oregon prepaid health . 
care program, officials found that low birth weight, neonatal2 mortality, 
and infant mortality were 1.6 to 6 times greater with late, less frequent 
prenatal care than with early, more frequent care. 

Prenatal care is especially important for low-income, minority, and ado- 
lescent women, who are regarded as medically high-risk groups. For 
example, in 1984, teenagers, who accounted for 13 percent of all births, 
were 1.4 times as Iikely to give birth to a low birth-weight infant as 
women in general. Similarly, 12.4 percent of black births were low birth 
weight compared with 5.6 percent of white births, 

How Does Poor The vast majority of newborn intensive-care costs are incurred for low 

Prenatal Care Affect 
birth-weight infants. According to the American Academy of Pediatrics, 
such costs in 1985 totaled $2.4-$3.3 billion and averaged $14,698 for 

Health Care Costs? each infant. Recent data collected in four New York hospitals revealed 
that 745 Medicaid newborns spent an average of 28 days in neonatal 
intensive care costing an average of $14,287 per case. Also, the costs for 
lifetime treatment for physical and mental disabilities, which are associ- 
ated with low birth weight, are estimated to be in the hundreds of 
thousands of dollars for an individual. 

In contrast, the average cost for professional services associated with 
prenatal care (excluding labor and delivery charges) has been estimated 
to be about $400. Several studies have found the cost of providing com- 
prehensive prenatal care to be less than the cost of providing medical 
care associated with poor birth outcome, including neonatal intensive 
care. For example, the American Academy of Pediatrics reported in 
1984 that the cost-benefit estimates ranged from $2 to $10 saved for 
every dollar spent on prenatal care. 

’ 

Similarly, the Institute of Medicine estimated in 1985 that, for every $1 
spent on prenatal care, $3.38 could be saved in the costs of care for low 
birth-weight infants. The study focused on a target population of high- 
risk women who often do not begin prenatal care in the first trimester of 
pregnancy. It also assumed the low birth-weight rate of this target popu- 
lation, about 11.5 percent, would be reduced to 9 percent. 

2The neonatal period is the first 4 weeks after birth. 
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What Progress Has 
Been Made in 
Improving Prenatal 
Care? 

How Many Women The Alan Guttmacher Institute developed a profile of medical coverage 

Have Insurance to among women of reproductive age based on the U. S. Census Bureau’s 
1984 Current Population Survey. This study found that 1’7 percent of 

Cover Prenatal Care? women aged 15-44 had no health insurance and 9 percent had Medicaid 
coverage. Young women and black and Hispanic women were more often 
without insurance. For example, while 17 percent of all women had no 
insurance, 26 percent of women 18-24 years old had no insurance. Simi- 
larly, 23 percent of black women and 26 percent of Hispanic women had 
no insurance. Higher proportions of black and Hispanic women also 
tended to be Medicaid recipients. For example, while 6 percent of white 
women were Medicaid recipients, 25 percent of black women and 17 per- 
cent of Hispanic women were Medicaid recipients. A 1985 Alan 
Guttmacher Institute survey found that about I5 percent of all deliv- 
eries are Medicaid-subsidized. 

In 1980, the Surgeon General of the United States set out specific and 
quantifiable objectives to improve infant health and reduce infant mor- 
tality. Two of these objectives dealt with low birth weight and prenatal 
care. Specifically, by 1990, 

l no more than 5 percent of all live births should be of low birth weight 
(in no county or racial or ethnic subgroup of the population should more 
than 9 percent of all live births be of low birth weight) and 

l 90 percent of all pregnant women should obtain prenatal care within the 
first 3 months of pregnancy. 

However, as of 1985, the latest year for which data were available, vir- 
tually no progress in meeting these two objectives had been made. For 
example, in 1986 low bsirth-weight babies constituted 6.8 percent of all 
live births, and 12.4 percent of black babies were of low birth weight. 
These percentages are essentially unchanged from those in 1980. In 
addition, the percentage of women in the United States obtaining prena- 
tal care in the first trimester remained essentially the same from 1980 to 
1985 (76.3 versus 76.2 percent, respectively). 

Objectives, Scope, and Our primary objectives Were to 

Methodology . assess the adequacy of prenatal care (in terms of number of visits and 
trimester of the first visit) obtained by women who were enrolled in 
Medicaid or uninsured; 
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l 

identify the barriers women perceive as preventing them from obtaining 
care earlier or more often; and 
identify federal, state, and local programs to overcome such barriers. 

Our work involved 

interviewing 1,167 Medicaid recipients or uninsured women who deliv- 
ered over a 7-day period in 39 hospitals covering 32 communities in 8 
states (see table 1.1) using a standardized questionnaire to determine the 
numb’er and timing of prenatal care visits and the barriers to earlier or 
more frequent car@ ; 
validating questionnaire responses relating to number of visits and 
month of first visit by comparing them with the women’s prenatal care 
medical records; 
sending a questionnaire to a random sample of private-practice physi- 
cians or other prenatal care providers in the 32 communities studied to 
obtain data on the timing and number of prenatal care visits obtained by 
privately insured women; 
obtaining assistance from officials from AHK+, the Institute of Medicine, 
the Alan Guttmacher Institute, and the Children’s Defense Fund in 
developing our approach and methodology and interpreting the results; 
interviewing HHS and state and local officials to identify barriers to pre- 
natal care and programs to overcome those barriers; and 
reviewing literature to determine the importance of prenatal care and 
programs to overcome barriers to care. 

The 32 communities in 8 states were selected to provide a mix of rural, 
medium-sized urban, and large metropolitan areas in different parts of 
the country. The 39 hospitals were selected as the site of our interviews 
because they accounted for a large percentage of the deliveries of Medi- 
caid-enrolled and uninsured women in the communities. The hospitals, 
which voluntarily agreed to assist in our study, did not provide the pre- 
natal care to all of the women who delivered there, and the results of 
the interviews do not in any way reflect on the adequacy or quality of 
services provided by the 39 hospitals. Because of the way the hospitals 
and communities were selected, our findings cannot be projected beyond 
the women interviewed in each community. Additional details on the 
objectives, scope, and methodology of our review are contained in 
appendices I, II, and III. Appendix I details our work steps; appendix II 
presents the questionnaire including the total number of responses to 

31ntmviews were conducted between August 1986 and February 1987. 
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each question, and appendix III presents the form used to obtain each 
woman’s consent to participate in the study. 

We did our work between July 198’6 and June 1987 in accordance with 
generally accepted government auditing standards, except that we did 
not, at the request of the subcommittee, obtain agency comments on a 
draft of this report. 
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Chapter 2 I’ 
Most Medicaid Recipients and Uninsured 
Women Did Not Obtain Early and Frequent 
Benatal Care 

About 63 percent of the Medicaid recipients and uninsured women we 
interviewed in 32, communities in 19&6-87 did not begin their care early 
enough and/or did not return for care often enough. For women without 
medical complications, 81 percent of privately insured women in the 32 
communities received adequate prenatal care compared with 36 percent 
of Medicaid recipients and 32 percent of uninsured women. A key prob- 
lem was that Medicaid recipients and uninsured women generally bega;n 
care later in their pregnancy than privately insured women. Specifically, 
over 87 percent of Medicaid recipients and uninsured women who did 
not receive adequate care had their first prenatal care visit in the second 
or third trimester or received no prenatal care. 

Although this problem existed in all demographic groups analyzed and 
in all communities studied, it was more significant in some groups and 
communities. Specifically, women who were black, Hispanic, under 20 
years of age, uninsured, or from the largest urban areas or who had 8 or 
fewer years of education were most likely to begin care late and/or 
make too few visits. 

Criteria for Assessing The Institute of Medicine prenatal care index’ (developed by D. Kessner) 

the Adequacy of 
Prenatal Care 

classifies the adequacy of prenatal care by the number of prenatal visits 
in relation to the duration of the pregnancy2 and the timing of the first 
visit. Basically, according to this widely used index, a woman’s prenatal 
care is classified as 

l adequate if it begins in the first trimester and includes nine or more vis- 
its for a pregnancy of 36 or more weeks,3 - 

l intermediate if it begins in the second trimester or includes five to eight 
visits for a pregnancy of 36 or more weeks, and - 

. inadequate if it begins in the third trimester or includes four or fewer 
- visits for a pregnancy of 34 or more weeks. 

1 Institute of Medicine, Inf%nt Death: An Analysis by Maternal Risk and Health Care. Contras& in 
Health Status, Vol. 1, ed. by D. M. Kessner (Washington, DC.: Xational Academy of Sciences, 1973), 
pp. 58-69. 

?his adjustment for duration of pregnancy is important because women who deliver prematurely 
have fewer prenatal visits than those who deliver at fi.dl term, even if they follow the recommended 
visit schedule. 

3Pregnancies of 36 or more weeks account for about 93.5 percent of all births. 
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In this report, we describe as “insufficient” prenatal care obtained by 
women whose care would be classified as either “inadequate” or “inter- 
mediate” under the Institute of Medicine’s prenatal case index. In other 
words, any woman with eight or fewer visit&, or who began her care in 
the second or third trimester is categorized as obtaining insufficient pre- 
natal care. The prenatal care index is further explained in appendix I. 

IMost Medicaid 
‘Recipients and 
‘Uninsured Women 
Obtain Insufficient 

About 63 percent of the 1,167 Medicaid recipients and uninsured women 
we interviewed in 32 communities obtained insufficient prenatal care 
(see fig. 2.1). They started care too late (fig. 2.2) and/or did not make 

Prenatal Care 

the recommended number of visits (fig. 2.3). Of the 1,157 women, 230 
(20 percent) obtained inadequate care, 496 (43 percent) intermediate 
care, and 431(37 percent) adequate care as defined by the prenatal care 
index. 

Figure 2.1: Adequacy of Prenatal Care 
O’btalned by 1,157 Medicaid Recipisents 
and Uninsured Wbman (1986-87) Fwcant of GAO Sample 

Note: lncltrdes women with both complicated and uncomplicated pregnancies. 

4Women with pregnancies of fewer than 36 weeks could have had fewer than eight visits and still 
obtained an a&quate level of care as shown in appendix I. However, only 13 women with eight or 
fewer visits and a pregnancy of leas than 36 weeks obtained adequate care. 
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Figure 2.2: flmhg 01 Fi~rst Franatal Visit 
by 1,157 Women (19&6-87) 

SO Portent of GAO Sample 
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’ Figure 2.3: Numbers of Prenatal Care 
; Visits Wads (1986437) 

50 Perant of GAO Sampb 

Norm 1104 5 to 0 9to12 130r 
more 

Prenatal Care Visits 

Of the babies born to these women, 12.4 percent were of low birth 
weight. Nationwide, 6.8 percent of all births are of low birth weight. 
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Adequacy of Care, by 
Community 

The ltxrcentage of women we interviewed who had insufficient prenatal 
care ranged from 14 in Kingston, New York, to 82 in Montgomery, Ala- 
bama (see table 2.1). In 20 of the 32 eommumties, 50 percent or more of 
the interviewed women had insufficient care. In six communities (Mont- 
gomery and Selma, Alabama; Brunswick and Savannah, Georgia; New 
York City; and Los Angeles), 76 percent or more of the women had 
insufficient care. This table reflects the prenatal care for interviewed 
women and is not projectable to the universe of women giving birth in 
those communities. 
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Ta’blls 2.1: Proportion of Medicaid 
Reei~pi~snts and Uninsured Women Percent of women Total no. ol 
Having Insufficient Care, by Community having insufficient women 

Community care interviewed 
Montgomery, Alabama 82 22 . 
Brunswick, G’eorgia 79 24 
Savannah, Georgia 78 23 
New York, New York 76 84 
Selma, Alabama 76 45 
Los Angeles, California 75 212 
Huntsville, Alabama 74 19 
Chicago, IlInois 72 65 
Atlanta, Georgia 69 95 
B’akersfield, California 69 39 
Troy, Alabama 67 24 

I Charl’eston, West Virginia 66 38 
Columbus, Georgia 65 26 
Buftalo, New York 63 16 
Birmingham, Alabama 57 35 
Clarksburg, West Virginia 56 16 
El Centro. California 53 19 
Bluefield, West Virginia 51 39 
Ukiah, California 50 18 
Sacramento, California 50 26 
Boston. Massachusetts 49 51 
Americus, Georgia 48 23 
Carbondale, Illinois 47 38 
Mattoon, Illinois 47 17 
Rockford. Illinois 44 34 
Peoria, Illinois 42 19 
Bangor, Maine 40 10 
Auburn. New York 38 16 

Syracuse, New York 38 16 
Huntington, West Virginia 24 25 
Auausta. Maine 22 9 
Kinaston, New York 14 14 

Total 63 1,157 

Communities with higher percentages of women having insufficient care 
were generally in the Southeast, while those with the lowest percentages 
were generally in New York or Maine. 
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A comparison of the adequacy, thing, and number of prenatal visits 
made by Medicaid recipients and uninsured women interviewed at each 
of the 39 hospitals participating in our study appears in appendix IV. 

Adequacy of Care, by 
Selected Factors 

The percentage of women who had inadequate or intermediate prenatal 
care varied according to such factors as age, race, education, and insur- 
ance status (see app. V). Generally, those most likely to have inadequate 
or intermediate prenatal care were women who were uninsured, poorly 
educated, black or Hispanic, teenagers, or from the largest urban areas. 
Most likely to have adequate care were women in rural communities and 
women who were well-educated, white, in their early 30’s, or on 
Medicaid. 

Specifically, women were more likely to obtain an insufficient level of 
care if they 

. were uninsured (67 percent) rather than covered by Medicaid (69 
percent); 

. lived in the largest urban areas (71 percent) rather than in another 
urban community (68 percent) or rural area (54 percent); 

9 were teenagers (69 percent) or 35 years old or over (66 percent) rather 
than in another age group (53-64 percent); 

. were Hispanic (71 percent) or black (70 percent) rather than white (49 
percent); or 

9 had an 8th grade education or less (73 percent) rather than some high 
school (67 percent), a high school diploma (60 percent), or college 
experience (53 percent). 

Similar differences by demographic group occurred with respect to (1) 
the trimester care began (see app. VI) and (2) the number of prenatal 
visits made (see app. VII). The care obtained by women in selected dem- 
ographic groups is profiled according to the remaining demographics in 
appendix VIII. Finally, the 30 women who obtained no prenatal care 
were generally uninsured minority women from large urban areas (see 
app. IX). 

Medicaid Recipients and 
Uninsured Women Often 
Began Care Late 

Women who had insufficient prenatal care generally started their pre- 
natal care late. Specifically, 58 percent of the women surveyed with 
insufficient prenatal care began care in the fifth month or later or 
obtained no care. Another 29 percent began care in the fourth month. 
Officials told us that a major prenatal care concern was getting women 
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Chapter 2 

into the health care system early in their pregnancies. A majority of 
women also made eight or fewer visits for care. Specifieal~y, 438 or 60 
percent of those who had insufficient care made eight or fewer visits, 
Also, 174 or 24 percent of these women made four or fewer visits. The 
number of visits and month of first visit for the 726 women obtaining 
insufficient care is shown in table X. 1. Additional details on the number 
of visits made in relation to the timing of the first visit also are provided 
in appendix X. 

. 

Zare for Complicated and The 1,157 women interviewed included 784 with uncomplicated 
Uncomplicated pregnancies and 373 with self-reported medical complications. As 

Pregnancies Differs shown by figure 2.4, over 60 percent of the women both with and with- 
out medical complications obtained insufficient care. 
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Figure 2.4: Adequacy oif PrwuW @am 
Obtained, by Medical Cohnplkati~ons 
(1986-87) 50 Percent at GAO SampIe 

40 

30 

Women with medical complications (n = 373) 

Women without medical o3mplications (n = 7&4) 
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Although it would appear from figure 2.4 that women with medical com- 
plications were more likely to have adequate prenatal care, that was not 
necessarily the case. Women with medical complications need care more 
often than women without medical complications, Because there are no 
established criteria for the number of visits needed by women with med- 
ical complications however, we assessed the adequacy of their care 
against the criteria for a normal pregnancy. This tends to overstate the 
adequacy of care obtained by these women. 

Privately Insured 
Women With 
Uncomplicated 
Pregnancies Obtain 
Earlier, More Frequent 
Caxe 

For uncomplicated pregnancies,5 privately insured women in virtually 
every community we studied obtained earlier and more frequent prena- 
tal care than Medicaid recipients and uninsured women. About 16 per- 
cent of Medicaid recipients and 24 percent of uninsured women without 
medical complications interviewed in the 32 communities obtained inad- 
equate care (see fig. 2.5), as defined by the Institute of Medicine index, 
compared with only 2 percent of the privately insured women for whom 
similar data were obtained from physicians. Another 48 percent of 
Medicaid recipients and 44 percent of uninsured women interviewed in 
the 32 communities obtained intermediate care compared with 17 per- 
cent of privately insured women. 

In only two communities surveyed (El Centro, California, and Columbus, 
Georgia) did over 5 percent of privately insured women obtain inade- 
quate care. In only six communities (Sacramento and Ukiah, California; 
Bangor, Maine; Kingston and Auburn, New York; and Huntington, West 
Virginia) did 5 percent or less of Medicaid recipients and uninsured 
women obtain inadequate care. In only one community (Troy, Alabama) 
did less than 60 percent of privately insured women obtain adequate 
care (all four of the women obtained care classified as intermediate), 
while in only five communities (Augusta and Bangor, Maine; Auburn 
and Kingston, New York; and Huntington, West Virginia) did over 60 
percent of Medicaid recipients and uninsured women obtain adequate 
care. In all but two communities (Kingston, New York and Troy, Ala- 
bama), a higher percentage of privately insured women obtained ade- 
quate care. Appendix XI provides additional details. 

5We excluded women with complicated pregnancies from this comparison because the appropriate 
number of prenatal visits is a matter of medical judgment beyond the scope of our review. 
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Figure 25: Adequacy of Prmatal Care, 
by Type of Insurance (1986-87) 

100 Portent of GAO Sample 

Lovel of Pretwtal Care 

( / Uninsured 
m , ,,>;,.:::::$r:‘. Medicaid 

Private 

Note: Includes only women with uncomplicated pregnancies. 

Privately Insured Women Privately insured women generally began their prenatal care earlier 
Began Prenatal Care than Medicaid recipients and uninsured women in our study, as shown 

Earlier in figure 2.6. Specifically, 84 percent of privately insured women with- 
out medical complications began their prenatal care in the first trimester 
compared with 46 percent of Medicaid recipients and 41 percent of unin- 
sured women. On the other hand, 9 percent of Medicaid recipients and 
15 percent of uninsured women waited until the third trimester to begin 
care compared with only 2 percent of privately insured women. 



Chptm 2 
Most &%dhid aedpients and Unimmred 
Wamm Did Not Obtah Early and Freqvwnt 
ptTi?matal care 

Figwe 2.ti:Timhg at First Presnstal Visit, 
by Type of lnsuran~ce (1986-87) 

100 Percent of GAO Sample 

80 

80 

First trimestw Second 
trimester 

Trimestsr of Pregnancy 
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Private insurance 

Note: Includes only women with uncomplicated pregnancies. 

Viewed by community, privately insured women in virtually all of the 
32 communities obtained prenatal care earlier (see app. XI, table X1.2). 
Only in Troy, Alabama, did a higher percentage of Medicaid recipients 
and uninsured women we interviewed begin care in the first trimester. 
However, we were able to obtain data on only four privately insured 
women in that community, all of whom began care in the second trimes- 
ter. In only two communities- El Centro, California (6 percent), and 
Columbus, Georgia (7 percent)-did over 6 percent of the privately 
insured women begin care in the third trimester. By contrast, over 5 per- 
cent of the Medicaid recipients and uninsured women in 20 of the 32 
communities began care in the third trimester, including six communi- 
ties (Huntsville, Alabama; Savannah and Americus, Georgia; Rockford, 
Illinois; Augusta, Maine; and Buffalo, New York) where 25 percent or 
more of the women began care in the third trimester. 
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More Prenatal Visits Made Privately insured women without medical complications made more pre- 
by Privately Insured natal visits for care than did comparable Medicaid recipients and unin- 

Women sured women, as figure 2.7 shows. For example, the average number of 
visits for Medicaid recipients and uninsured women was 9.2, while pri- 
vately insured women made an average of 12.5 visits, or 36 percent 
more. While 12 percent of Medicaid recipients and 19 percent of unin- 
sured women made only one to four visits, 1 percent of privately 
insured women made four or fewer visits. Finally, 24 percent of Medi- 
caid and 22 percent of uninsured women made 13 or more prenatal vis- 
its, compared with 61 percent of privately insured women. 

Figure 2.7: Number of Pretwtal Care 
Visits Made, by Type of Insurance (1986- 
87) 60 Percanf of GAO Sampfe 
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Number of Pronatal Care Visits 

1 1 Uninsured 

Medicaid 

Private insurance 

Note: includes only women with uncomplicated pregnancies. 
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In 30 of the 32 communities we visited, the average number of prenatal 
care visits for privately insured women exceeded the average for Medi- 
caid recipients and uninsured women (see app. XI, table XE.3). Only in El 
Centro, California, and Kingston, New York, did Medicaid recipients and 
uninsured women make on average more prenatal care visits than pri- 
vately insured women. In addition, while 4 percent or less of the pri- 
vately insured women in each of the 32 communities made one to four 
visits, over 10 percent of Medicaid recipients and uninsured women in 
17 communities made one to four visits, including 3 communities (Mont- 
gomery, Alabama; Buffalo, New York; and Bakersfield, California) 
where over 30 percent in each community made one to four visits. 

Wide variations also existed in the percentage of women making 13 or 
more visits. For example, over 40 percent of privately insured women in 
all but six communities (Troy, Alabama; Mattoon, Illinois; Bangor, 
Maine; Kingston, New York; Charleston and Bluefield, West Virginia) 
made 13 or more visits. But over 40 percent of Medicaid recipients and 
uninsured women in only seven communities (Birmingham, Alabama; El 
Centro and Ukiah, California; Bangor, Maine; Auburn, New York; and 
Huntington and Clarksburg, West Virginia) made 13 or more visits. 

Centers for Disease As part of our review, we gathered data from health care provider 

Control Plans Further records ‘on the dates of all prenatal care visits made by about 850 Medi- 
caid recipients and uninsured women. Previously, such extensive infor- 

Study of GAO Data mation on the timing of prenatal visits was unavailable. The Centers for 
Disease Control of the Public Health Service (PHS) plans to use the data 
to conduct a major epidemiological study comparing the sequencing of 
the women’s visits with various demographic and birth outcome factors. 

Summary Privately insured women obtained significantly earlier and more fre- 
quent prenatal care than Medicaid recipients and uninsured women in 
the 32 communities studied. Overall, 81 percent of privately insured 
women obtained adequate care compared with 36 percent of Medicaid 
recipients and 32 percent of uninsured women. Most likely to begin care 
late and/or to make eight or fewer visits were women who were teenag- 
ers, black, Hispanic, from the largest urban areas, poorly educated, or 
uninsured. 
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Chapter 3 

Most Corrmmon Barriers to Prenatal Care 

About half of the women interviewed cited multiple barriers to earlier 
and more frequent prenatal care. The most important b’arriers noted 
were lack of money to pay for care, lack of transportation to get to the 
provider’s office, and not knowing they were pregnant. Although the 
relative importance of the barriers varied by demographic group, the 
same three barriers predominated across all groups. About 18 percent of 
the women who received insufficient care said they encountered no 
problems in obtaining earlier or more frequent care, suggesting that they 
did not fully understand the importance of early and frequent prenatal 
care. 

Women Cite Multiple Of the 1,167 women interviewed, about 29 percent cited no problems in 

Barriers obtaining prenatal care. The 817 women who experienced a problem, 
however, cited a total of 2,488 barriers, about 3 per woman. About a 
quarter of the women indicated that four or more barriers had pre- 
vented them from obtaining prenatal care earlier or more often (see fig. 
3.1). 

Not unexpectedly, those who obtained care classified as inadequate by 
the Institute of Medicine prenatal care index were most likely to cite 
multiple barriers (77 percent) and least likely to say they had no prob- 
lems in obtaining prenatal care (5 percent). Of those obtaining interme- 
diate care, about 53 percent encountered multiple problems, while about 
24 percent had no problems in obtaining care. Finally, 29 percent of 
women who obtained adequate care indicated that they encountered 
multiple barriers, but 49 percent had had no problems in obtaining care. 

Only two barriers- lack of money to pay for care and not knowing they 
were pregnant-were cited by 10 percent or more of the interviewed 
women who obtained adequate prenatal care (see table 3.1). By contrast, 
8 barriers were cited by 10 percent or more of the women who received 
intermediate care and 17 by 10 percent or more of women obtaining 
inadequate care. Barriers cited most frequently by women who obtained 
intermediate care were not being aware of the pregnancy (30 percent), 
not enough money to pay for care (23 percent), and lack of transporta- 
tion to get to the provider’s office (19 percent). Those who obtained 
inadequate care most frequently cited lack of money to pay for care (41 
percent), not being aware of the pregnancy (26 percent), lack of tram- 
portation to get to the provider’s office (23 percent), and knowing what 
to do (23 percent) as reasons for not obtaining earlier or more frequent 
care. 
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TablIe 3.1: Barri~ers to Prmatal Care, by 
Adequacy ol Care (1986-87) Fiaures are in bercents. 

Aldgquacy 01 prmatal mm ob~4airred 
Adaqwmte lntsrrnedllall~ had~equautm 

49 24 5 

78 30 26 
12 23 41 

9 19 23 

Barriers 
N’o problems getting checkups 

Not aware of pregnancy 
Not enough money 
No transDortation 
Could not get an appoirxfm’ent eartier 
Knew what to do 
Did not want to think about being 

pregnant 
Afraid to find out pregnant 
Afraid of medical tests 
Did not know where to ao 
No doctor would see her 5 7 15 
Not sure she wanted baby 4 6 15 
Not eligible for Medicaid 4 5 7 
No care for other children 4 IO 16 

8 12 17 
6 13 23 

6 11 18 
6 8 14 
5 9 13 
5 9 17 

Did not think it was important 4 7 12 
Wait in office was too long 4 11 13 
Could not miss work 3 7 7 
Had rxoblems with Medicaid 3 8 IO 
Had too other problems many 3 9 17 
Did not want to tell others 3 9 13 
Office hours were inconvenient 3 7 5 
Other 3 5 6 
Did not like doctor’s attitude 1 5 7 
Could not soeak Enalish well 1 1 4 
Afraid of problems with immigration 1 1 2 
No doctors in area 1 3 5 

The barriers to prenatal care identified by women we interviewed at 
each of the 39 hospitals appear in appendix XII. 

Most Important 
Barriers 

In addition to asking women to identify all barriers to earlier or more 
frequent care, we asked them to identify the most important barrier. 
Lack of money to pay for care, lack of awareness of the pregnancy, or 
lack of transportation to the provider’s office were cited as the most 
important barrier to earlier or more frequent care by 276 or 38 percent 
of the women who obtained insufficient care. Another 18 percent of 



women who obtained insufficient care had no problems in obtaining 
care, they said, A broad range of 22 other barriers accounted for the 
remaining 322 women’s most important obstacle to care. Table 3.2 
shows the most important barrier by women who obtained intermediate 
or inadequate care. 

Table 3.2: Most Important Barrier Cited 
by Wolmen Who Obtained Insufficient 
Csre (1986-87) 

Figures are in percents. 

Most imoortent barriers 
Adequacy of prenatal care 

Intermediate Inadequate 
No problem getting checkups 24 5 

Not aware of pregnancy 17 10 
Not enouah monev 13 23 
No transportation 7 7 
No care for other children 4 5 
Could not aet an aboointment earlier 4 4 
Wait in off ice was too long 3 2 
Knew what to do 3 4 
Other 3 3 
Did not know where to ao 3 3 
Did not want to tell others 2 3 
Could not miss work 2 1 
Did not think it was important 2 3 
Had oroblems with Medicaid 2 2 
No doctor would see her 2 4 
Had too many other problems 1 3 
Not sure she wanted babv 1 5 
Afraid to find out pregnant 1 4 
Did not like doctor’s altitude 1 2 
Did not want to think about beina oreanant 1 3 
Afraid of medical tests 1 2 
No doctors in area 1 0 
Off ice hours were inconvenient 0 0 
Not eliaible for Medicaid 0 0 
Could not speak Enalish well 0 0 
Afraid of problems with immigration 0 0 

Women who obtained inadequate prenatal care were more likely to cite 
lack of money to pay for care as the most important barrier to earlier or 
more frequent prenatal care than those who obtained intermediate care 
(23 versus 13 percent). Women who obtained intermediate care were 
more likely than those obtaining inadequate care to indicate they did not 
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know they were pregnant (17 versus 10 percent). L,ack of transportation 
to the provider’s office was the third most frequently cited barrier for 
women receiving both inadequate and intermediate care (‘7 percent). 

Attitudinal barriers such as being afraid of being pregnant, not wanting 
to tell that they were pregnant, and not being sure that they want a 
baby were more frequently cited by women who obtained inadequate 

’ prenatal care. Although individually each such barrier generally 
accounted for 5 percent or less of the barriers cited, attitudinal barriers 
were cited by 39 percent of women who obtained inadequate care com- 
pared with 32 percent of those who obtained intermediate care. 

- 

Differences in Barriers For women who obtained insufficient prenatal care the most important 

by Selected Factors barriers they cited varied according to such factors as their age, race, 
insurance status, and education; the place (size of community and type 
of provider) care was obtained; and the number and timing of prenatal 
care visits. The percentage of women within each group who (1) indi- 
cated that they had no problems in obtaining care and (2) cited one of 
the three most common barriers (lack of money, transportation, or 
awareness of pregnancy) are shown in table 3.3. 

Table 3.3: Most Important Barrier for Woman Who Obtained Insufficient Care, by Demographics (1986-87) 
Barrier 

Not aware of 
No probl’em Not enou’gh money pregnancy N’o translportation 

Demographic factor No. Percent No. Percent No. Percent N’o. Percent 
Total 128 18 120 17 106 15 50 7 

Insurance status: 
Medicaid 
Uninsured 

73 20 36 IO 51 14 35 10 
55 15 84 23 55 15 15 4 

Largest urban 59 16 62 
Urban 37 18 26 13 39 19 17 8 
Rural 32 20 32 20 23 14 19 12 

(continued) 
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Demoar&&&ic factor 

Barrier 
Not ewsre of 

No probEem Not enough money pregnancy Nlo trans8portati~on 
No. Percent No. Percenl No. Percent No. Percent 

Maternal age: 
17 or under 
18-19 

14 16 8 9 17 20 6 7 
17 14 19 16 18 15 7 6 

20-24 48 18 48 18 40 15 19 7 
25-29 27 17 27 17 22 13 12 7 
XI-34 13 21 13 21 5 8 6 10 
35 or otder 9 27 5 15 4 12 

Race: 
White 
Black 
Hisoanic 
Other 1 9 1 9 3 27 

37 18 38 18 32 16 20 10 
57 21 28 IO 45 17 22 8 
33 14 53 22 26 11 8 3 

Ed’ucation: 
O-8 grades 11 9 35 29 15 13 8 7 
Some hiah school 45 16 30 11 34 12 23 8 
Graduated high school 
College 

Place of most care? 
Hospital clinic 
Local health dept. 
Doctor’s off ice 
Midwife service 
Combination/other 

48 23 33 16 30 14 14 7 
24 19 22 17 27 21 5 4 

41 23 18 10 32 18 7 4 
42 16 41 16 36 14 16 6 
41 20 42 21 27 13 22 11 

1 25 1 25 
3 6 10 19 8 15 5 IO 

Birth weight: 
Not low 
Very low or low 18 19 12 13 17 18 7 7 

110 17 108 17 89 14 43 7 

Trimestolr care began: 
First 
Secomnd 
Third 
No care 

No. of prenatal visits: 
0 
t-4 9 6 32 22 IO 7 13 9 

23 25 16 18 5 5 IO I1 
97 20 67 14 86 18 32 7 

8 6 28 22 13 IO 8 6 
9 30 2 7 

9 30 2 7 

5.8 45 17 44 17 35 13 22 8 
9-12 43 22 25 13 43 22 7 4 
13+ 31 33 IO 11 16 17 8 9 

Note: Only includes most important barriers reported by more than 5 percent of women receiving insuffi- 
cient care. 
aDoes not include women who received no prenatal care. 
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Insurance Status Compared with Medicaid recipients, who generally receive free prenatal 
care, uninsured women more frequently cited the lack of money to pay 
for prenatal care as the most important barrier to their obtaining care 
earlier or more often (23 versus 10 percent). Medicaid recipients, how- 
ever, were more likely to cite transportation as the most important bar- 
rier (10 versus 4 percent). In addition, Medicaid recipients were more 
likely than uninsured women to indicate they had no problems in 
obtaining prenatal care (20 versus 15 percent). About I5 percent of both 
Medicaid recipients and uninsured women said not knowing they were 
pregnant was the most important barrier. 

For uninsured women, the availability of free care may in part explain 
differences among communities with respect to lack of money as a bar- 
rier to prenatal care. For example, about 86 percent of the interviewees 
at Cooper Green Hospital in Birmingham, Alabama, where free prenatal 
care is available through the public health department, were uninsured 
mothers. Yet, none of these women who received insufficient care cited 
lack of money as their most important barrier. 

By contrast, about 27 percent of the women delivering at Los Angeles 
County-USC Medical Center who obtained insufficient care cited lack of 
money as the most important barrier. About 94 percent of the births at 
the hospital were to uninsured mothers. Los Angeles county clinics 
charge $20 per visit for the first seven prenatal care visits. 

Similar differences occurred within the state of Georgia. More than 68 
percent of the women we interviewed in both Columbus and Brunswick 
were uninsured. However, none of the women we interviewed in Colum- 
bus who had insufficient care (66 percent of the women interviewed) 
cited lack of money as the most important barrier. Free care was availa- 
ble from the local health department, whose clinics provided about 66 
percent of the prenatal care visits. By contrast, about 53 percent of the 
women we interviewed in Brunswick who obtained insufficient care (79 
percent of those interviewed) cited lack of money as the most important 
barrier. Unlike Columbus, in Brunswick the public health clinic provided 
some free prenatal care, but the clinic generally referred Medicaid recip- 
ients and uninsured women to private physicians where they were 
charged for their prenatal visits. 

Lack of money was generally not a significant barrier to prenatal care 
for women we interviewed in West Virginia. Under that state’s Mater- 
nity Services F’rogram, funded under a Maternal and Child Health block 
grant, prenatal care is provided to uninsured women whose income is 
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150 percent or less of the federal poverty level. Only about 5 percent of 
the uninsured women we interviewed at West Virginia hospitals who 
had obtained insufficient care cited lack of money as the most important 
b’arrier. 

Transportation was cited more frequently as the most important barrier 
by women in Alabama and West Virginia communities, where Medicaid 
coverage of transportation services is limited or not well publicized. 
According to state Medicaid officials, the Alabama Medicaid program 
will not pay for transportation to obtain nonemergency prenatal care 
services. Of the beneficiaries interviewed in the state, 16 percent cited 
transportation as the most important barrier. Similarly, transportation 
was cited as the most important barrier by 15 percent of the women 
interviewed in West Virginia, even though the state’s Medicaid program 
will pay for nonemergency transportation if prior approval is obtained. 
But, some of the recipients and local Medicaid officials interviewed were 
not aware that Medicaid would pay for transportation. The state lacks a 
brochure informing Medicaid recipients of covered services. 

Women we interviewed in Illinois, New York, and Georgia, states that 
pay for nonemergency transportation services under their Medicaid pro- 
grams, were less likely to cite transportation problems than those in Ala- 
bama and West Virginia. 

The inability to get an appointment earlier in their pregnancy also was 
cited more frequently by uninsured women than by Medicaid recipients 
(6 versus 2 percent). Gther than transportation, the barriers cited more 
frequently by Medicaid recipients were generally attitudinal (not want- 
ing to think about being pregnant, having too many other problems to 
worry about getting prenatal care, and not liking the doctor’s or nurse’s 
attitudes). Individually, each barrier accounted for about 2 to 3 percent 
of Medicaid recipients’ responses, but combined, attitudinal barriers 
other than lack of awareness of pregnancy accounted for 23 percent of 
Medicaid recipients’ responses, compared with 16 percent for uninsured 
women. 

Size of Community Women in rural (12 percent) and midsized urban areas (8 percent) more 
often cited transportation as the most important barrier to prenatal care 
than did women in large metropolitan areas (4 percent). Lack of public 
transportation in most rural and many midsized communities makes it 



chapter 3 
Most Commm Barriers to Prenatal Care 

difficult for women to get to the clinic or doctor’s office. This is particu- 
larly true in rural areas, where it may be necessary to travel long dis- 
tances to obtain prenatal care. For example, 26 percent of the women we 
interviewed who delivered at Bluefield, West Virginia, cited lack of 
transportation as the most impo~rtant barrier. According to local offi- 
cials, many women travel up to 2 hours to obtain prenatal care. Simi- 
larly, 38 percent of the women we interviewed at Troy, Alabama, cited 
lack of transportation as the most important barrier. Troy has no local 
transportation system other than a special program for senior citizens 
and selected teenagers 18 years old and under. 

Transportation was also a problem in some midsized cities where public 
transportation did not extend to the surrounding communities, For 
example, lack of transportation was cited as the most important barrier 
by 15 percent of the women interviewed in Birmingham, Alabama. 
According to an official from the Jefferson County (Birmingham) Health 
Department, bus transportation is not available in all parts of the 
county, and taxi transportation is too costly for these women. Similarly, 
nursing staff from the Charleston (West Virginia) Area Medical Center 
told us that the hospital’s clinic serves a patient population within an 
approximate 60-mile radius. Public transportation serving this area, 
however, is very limited. 

Although a significant barrier in all communities, not being aware of the 
pregnancy was cited most often (19 percent) in mid-sized cities and least 
often (12 percent) in the major metropolitan areas. But considerable 
variation existed between midsized communities in the importance of 
this barrier. For example, less than 10 percent of the women inter- 
viewed in 5 of the 14 midsized communities cited lack of awareness of 
their pregnancy as the most significant barrier. At the other extreme, 
over 26 percent of the women interviewed in five other midsized com- 
munities cited lack of awareness as the most important barrier. Less 
variation was noted in the large metropolitan areas, where from 10 to 19 
percent of the women interviewed cited lack of awareness as the pri- 
mary barrier. 

Women in rural areas (20 percent) and the largest cities (17 percent) 
were more likely to cite lack of money as the most important barrier to 
prenatal care than were women in midsized cities (13 percent). As dis- 
cussed on pages 38 to 39, the availability of free care in some communi- 
ties appears to contribute to wide variation in the percentage of women 
citing lack of money as the most important barrier. 
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The percentage of Medicaid recipients and uninsured women who 
obtained insufficient care but indicated that they experienced no partic- 
ular problems in obtaining prenatal care did not differ significantly by 
size of community, Differences did exist, however, on a geographic 
basis, with women in communities in Alabama, Georgia, Maine, New 
York, and West Virginia more often saying that they experienced no 
problem in obtaining needed care. 

Although not an important barrier in most communities, the inability to 
get an appointment earlier in their pregnancy was cited as the most 
important barrier by over 5 percent of the women in 10 communities. 
For example, 9 percent of women we interviewed at Los Angeles 
County-USC Medical Center who obtained insufficient care cited their 
inability to obtain an appointment earlier in their pregnancy as their 
primary barrier. Most local officials we talked to in Los Angeles County 
mentioned the overcrowded public health clinic system as a major bar- 
rier to access to prenatal care. They said that women had to wait an 
average of 3 to 4 weeks to get an appointment; waiting times ranged 
from 2 to 16 weeks. Other officials said that clinic hours were inconve- 
nient for working women and that Medicaid recipients could not get care 
because the clinics were saturated with undocumented aliens. 

Inability to obtain an earlier appointment was cited by 24 percent of the 
women in Charleston, West Virginia. According to the nurse coordinator 
at the Charleston prenatal care clinic, the clinic has had to close admis- 
sions once a year for the past 4 years because of high patient volume 
and limited staff, When we talked to clinic personnel in mid-November 
1986, they said that they would accept no new patients until mid-Janu- 
ary 1987. Clinic personnel could not provide information on the number 
of women who had been turned away or where they went for care. The 
clinic coordinator told us, however, that she was unaware of any physi- 
cian in the Charleston area who provided care to Medicaid and unin- 
sured women. 

Another community-specific barrier was identified among the large His- 
panic population in California. About half of the women who said they 
did not get care earlier or more often because they did not know where 
to go to obtain care delivered at Los Angeles County-USC Medical 
Center, and about 68 percent of all women citing this barrier as most 
important delivered at California hospitals. Of those citing this barrier, 
68 percent were Hispanic. 
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Age Although the lack of money was a major barrier for all age groups, it 
was cited as the most important barrier most frequently by those 3034 
years of age (21 percent) and least frequently by those in the under-18 
age group (9 percent). Conversely, not being aware of the pregnancy 
was cited most frequently by those under 18 (20 percent) and least fre- 
quently by those 30-34 years old (8 percent). The percentage of women 
citing lack of transportation as the most important barrier ranged from 
6 percent for those 18-19 years old to about 10 percent for those 36-34 
years old. Transportation was not cited as the most important barrier by 
any of the women over 36. 

Child care becomes an increasingly important barrier with age, increas- 
ing from about 2 percent for women 18-19 years old to over 6 percent 
for those 26 and older. The percentage of women saying they did not go 
earlier or more often for prenatal care because they knew what to do 
also increases with age from over 1 percent for those 19 and under to 
over 6 percent for those 30-34. 

Although they did not individually account for a large percentage of the 
barriers, awareness or attitudinal barriers were more prevalent among 
women 19 and under. For example, they were more likely to say that 
they (1) did not want to tell that they were pregnant, (2) had too many 
problems to worry about prenatal care, (3) were afraid of being preg- 
nant, or (4) were not sure that they wanted a baby. 

Race Hispanic women were more likely than blacks or whites to say that the 
most important reason they did not obtain prenatal care earlier or more 
often was that they did not have enough money to pay for their care (22 
percent compared with 10 percent of blacks and 18 percent of whites). 
Two other barriers cited more frequently by Hispanic women, not know- 
ing where to go to get care and not being able to get an appointment 
earlier in their pregnancy, are more a reflection of care in Los Angeles 
than differences in barriers faced by Hispanics nationally. 

Black and white women were more likely than Hispanics to say that 
they did not seek prenatal care earlier or more often because they did 
not know they were pregnant (17 percent of blacks and 16 percent of 
whites compared with 11 percent of Hispanics). Black women were most 
likely to say that they had no problems in obtaining care (21 percent 
compared with 18 percent for whites and 14 percent for Hispanics). 
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White and black women were most likely to say that they did not obtain 
prenatal care earlier or more often because they did not have transpor- 
tation to the provider’s office (10 percent of whites and 8 percent of 
blacks compared with 3 percent of Hispanics). The differences may be 
due at least in part to the concentration of Hispanic women in urban 
areas with public transportation systems. 

. 

~ Number of Visits 
I# 
I, 

Direct relationships exist between the number of prenatal care visits a 
woman made and the types of barriers to care she perceived as most 
important. Specifically, as the number of prenatal care visits increased 
from 0 to 13 or more, the percentage of women who said that they 

. had no problem in obtaining care increased from 0 percent to about 33 
percent, 

. had problems in arranging child care decreased from 10 to 1 percent, 

. had problems finding a doctor or other provider to see them decreased 
from about 13 to 0 percent, and 

l did not have enough money to pay for prenatal care decreased from 30 
to about 11 percent. 

Although the relationships were not as strong, women who made four or 
fewer visits were less likely than those who made five or more visits to 
say that the most important reason they did not get care earlier or more 
often was that they did not know that they were pregnant, About 7 per- 
cent of those who made 4 or fewer visits cited this reason, compared 
with 13 percent of those making 5-8 visits, 22 percent of those making 9- 
12 visits, and 17 percent of those making 13 or more visits. 

Transportation was cited as the most important barrier by 8-9 percent 
of women in all categories of visits except those making 9-12 visits. Only 
4 percent of women in that group cited transportation as their most 
important barrier. 

Although not as frequently cited as the most important barrier, women 
who obtained no prenatal care or made one to four visits were more 
likely than other women to be unsure whether they wanted a baby, to be 
afraid of tests or of being pregnant, to think that prenatal care was not 
important, or to say that they had too many other problems to worry 
about prenatal care. 
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Trimester of First Visit Strong relationships also exist between the trimester of a woman’s first 
visit for prenatal care and her perceptions of the most important barrier 
to her receiving earlier or more frequent care. Specifically, as the date of 
the first visit regresses from the first trimester to no care, the percent- 
age of women who said that they 

. had no problem in obtaining care decreased from 26 to 0 percent, 

. had no transportation to the office decreased from 11 to 0 percent; and 

. did not have enough money to pay for prenatal care increased from 18 
to 30 percent. 

Women who began care in the second trimester were most likely to cite 
not knowing they were pregnant as their most important barrier (18 
percent), followed by those who began care in the third trimester (10 
percent). Similarly, those who began care in the second trimester were 
most likely to cite the lack of child care (5 percent) and the inability to 
miss work (3 percent). 

Women who began care in the first trimester but did not make a suffi- 
cient number of prenatal care visits were more likely than other women 
to complain about waiting too long for an appointment, not being able to 
get an appointment earlier in their pregnancies, or having problems with 
Medicaid, although none of these barriers were among the most fre- 
quently cited as most important. 

Education Women with an eighth-grade education or less were most likely to cite 
lack of child care, inability to obtain an earlier appointment, being 
afraid of tests, or not having enough money to pay for prenatal care as 
their most important barrier to earlier or more frequent prenatal care. 

Those with some high school were the most likely to say that they had 
trouble obtaining transportation, had to wait too long in the doctor’s 
office, did not want to tell that they were pregnant, were not sure that 
they wanted a baby, or were afraid of being pregnant. 

Women who had graduated from high school were most likely to say 
that they had no problems in obtaining care and to view prenatal care as 
unimportant. Finally, women with some college experience were the 
most likely to say they did not know where to go or did not know they 
were pregnant, 



Place of Visit Women who obtained care at a hospital clinic were the most likely to 
say that they did not know that they were pregnant (18 percent com- 
pared with 13-14 percent of women obtaining care at the local health 
department or a doctor’s office) or that they had no problems in 
obtaining care (23 percent compared with 16 and 20 percent of those 
obtaining care from the local health department and at a doctor’s office, 
respectively). 

Women seen at the local health department were more likely to cite 
problems getting off work, arranging child care, or getting an earlier 
appointment. These problems did not appear to be major barriers for 
most women. 

Women cared for by a private physician were most likely to say that 
they did not go earlier or more often because they lacked money to pay 
for the care (21 percent compared with 16 percent of women obtaining 
care at the local health department and 10 percent at a hospital clinic) 
or to have problems in getting to the doctor’s office (11 percent com- 
pared with 6 percent of women obtaining care at local health depart- 
ments and 4 percent at a hospital clinic). 

Medicaid as a Barrier Medicaid pays for recipients’ prenatal care. Of the 458 women who tried 

~ to Prenatal Care to get on Medicaid rolls during their pregnancies, 82 or 18 percent said 
that in doing so they had problems that kept them from going earlier or 
more often for care. The two most frequently cited problems were 

l not meeting Medicaid eligibility requirements (31 women) and 
l the length of time it took to receive notification of Medicaid eligibility 

(26 women) (median of 8 weeks). 

Women we interviewed in Alabama and Georgia were more likely to 
state that Medicaid eligibility requirements kept them from going earlier 
or more often for care. For example, 19 of the 31 women who did not 
meet eligibility requirements were from Alabama or Georgia, while none 
were from New York. This could reflect the low Medicaid eligibility 
thresholds in Alabama and Georgia (see p. 50). In addition, 16 of the 26 
women who said it took a long time (median of 10.5 weeks) to receive 
their Medicaid cards were from California. 

Of the 640 women who were on Medicaid rolls at some time during their 
pregnancies, 72 or 11 percent said problems with Medicaid kept them 
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from going earlier or more often for care. The two most frequently cited 
problems were 

l being unable to get a doctor, nurse, or midwife to see them (38 women) 
and 

. lacking money to pay for their visits despite being enrolled in Medicaid 
(18 women). 

Women from Alabama, Georgia, or Illinois accounted for 24 of the 38 
recipients who said they could not get a doctor, nurse, or midwife to see 
them. 

Few Women Have - - - -. w. IA-0 blems l9xiing a 
Provider 

Of the 1,157 women interviewed, only 122 said that they could not 
obtain care earlier or more frequently because (1) there were no local 
doctors, nurses, or midwives to provide the care or (2) they could not 
get a doctor, nurse, or midwife to see them. Further, except for Mont- 
gomery, Alabama, there appeared to be no significant problem in finding 
a doctor in any area of the country or among any demographic group. 
The small number of women citing problems in finding a physician to 
treat them may be more of a reflection of the availability of care from 
health departments and hospital clinics than an indication that private 
physicians are willing to accept Medicaid recipients and uninsured 
women, Sixty-one percent of the women we interviewed obtained their 
prenatal care in public clinics. Still, only 6 percent of the women inter- 
viewed said that they would prefer to have obtained their care from a 
different provider, normally a private-practice physician. 

Sumrnary transportation to get to the provider’s office, and awareness of the preg- 
nancy-predominated in virtually every community studied. The rela- 
tive importance of the barriers varied according to such factors as size 
of community, insurance status, age, sex, and race. Further, the availa- 
bility of free care and public transportation appeared to decrease the 
importance of lack of money and transportation as barriers to prenatal 
care. 
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C&kions for Improving Access to F?renaM Care 

While individual communities need to tailor programs for improving 
access to prenatal care to their own unique demographics and condi- 
tions, the federal government can, through the Medicaid and Maternal 
and Child Health (MCH) block grant programs, help pay for prenatal care 
services, Recent legislation allows states to make it easier for women to 
qualify for Medicaid coverage of prenatal care services. States have sev- 
eral options for increasing MCH block grant funds for special programs 
that aim to increase services available to low-income women. 

. 

The states and communities we visited had a wide range of initiatives 
for improving access to prenatal care, but little information was availa- 
ble on their effectiveness. HHS should assume a stronger role in identify- 
ing and evaluating state and local initiatives and disseminating data on 
effective practices. 

Six of the eight states visited had raised Medicaid reimbursement rates 
to increase provider participation. Although many private-practice phy- 
sicians will not accept Medicaid recipients because of low reimburse- 
ment rates, interviewed women generally obtained care from public 
clinics and few preferred to get care elsewhere. While higher reimburse- 
ment rates might improve access to mainstream health care by increas- 
ing provider participation, expanding Medicaid eligibility to cover 
additional low-income women would more effectively improve access to 
prenatal care. 

Changes in Medicaid As we discuss on page 38, women with Medicaid coverage were less 

Allow States to 
Expand Coverage 

likely than uninsured women to cite a lack of money as the most impor- 
tant barrier to earlier or more frequent care (10 percent of Medicaid 
recipients compared with 23 percent of uninsured women). In 1984, 
1985, and again in 1986, the Congress enacted legislation that either 
required or allowed states to expand eligibility for Medicaid coverage of 
prenatal care services. This could reduce the number of uninsured 
women unable to obtain prenatal care because of a lack of money. A 
further option provided in 1986-presumptive eligibility-could, by 
establishing Medicaid coverage earlier in the pregnancy, reduce the 
number of Medicaid-eligible women who cite lack of money as a barrier 
to care. 

Expanded Eligibility The Deficit Reduction Act (DEFRA) of 1984 and the Consolidated Omni- 
bus Budget Reconciliation Act (COBRA) of 1985 required states to provide 
Medicaid coverage to certain categories of pregnant women and children 
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who meet Aid to Families with Dependent Children (AFJX) income and 
resource standards, DEFRA required states to provide Medicaid coverage 
for women who would qualify for AFLX and Medicaid when their chil- 
dren are b’orn and pregnant women in two-parent families where the pri- 
mary wage earner is unemployed. COBRA, by requiring states to provide 
Medicaid coverage to pregnant women in two-parent families even when 
the primary wage earner is employed, further expanded eligibility for 
women who meet AFDC income and resource standards. 

The Omnibus Budget Reconciliation Act of 1986 gives states the option 
(effective April 1987) to 

1. extend Medicaid coverage for pregnancy-related services to pregnant 
women with incomes higher than the state eligibility levels for AFDC or 
Supplemental Security Income (SSI), but not more than 100 percent of 
the federal poverty level, and 

2. make ambulatory care available to pregnant women during a pre- 
sumptive eligibility period, so they may receive free prenatal care while 
their Medicaid applications are being processed. 

The Congressional Budget Office (CBO) estimated that extending Medi- 
caid coverage in all states to women with incomes not more than 100 
percent of the poverty level would increase federal Medicaid payments 
by about $190 million during fiscal year 1987. This estimate was not 
reduced to account for savings that would arise from improved prenatal 
care. CBO estimated increased Medicaid payments resulting from pre- 
sumptive eligibility of about $6 million over a 3-year period. 

That savings in reduced intensive care and long-term institutional costs 
can be expected to result from a reduced incidence of low birth-weight 
babies was stated by the House Committee on the Budget in its report on 
the Omnibus Budget Reconciliation Act of 1986 (Ilouse Report 99-727). 
Citing the work of the Institute of Medicine (see p. 14), the committee 
report said that these savings have been conservatively estimated to be 
in the range of $3 for every $1 invested in prenatal care. In the commit- 
tee’s view, expanded eligibility may well initially result in net outlays, 
but these costs will in subsequent years be more than offset by savings 
of the magnitude estimated by the Institute of Medicine. 

If widely adopted, these two options could help overcome lack of money 
as a barrier to care. Extending Medicaid coverage to women whose 
incomes are up to the federal poverty level could enable states to 
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expand the number of women eligible for Medicaid coverage. Many 
residents of the eight states we visited who were living below the fed- 
eral poverty level did not qualify for Medicaid, as shown in table 4,l. In 
Alabama, for example, for every 100 residents living below the federal 
poverty level there were 24 Medicaid recipients in fiscal year 1982, and 
in California there were 83. 

Table 4.1: Number of Medicaid 
Recipients Per 100 Residents Below the State No. 
Federal Poverty Level (Fiscal Year 1982) Alabama 24 

California 83 
Georgia 31 
Mnois 58 
Maine 53 
Massachusetts 69 
New York 60 
West Virainia 37 

Source: Health Care Financing Administration (HCFA), Health Care Financing Program Statistics: Analy 
sis of State Medicai’d Program Characteristics, 1984 (Baltimore, Md., 19&l), pp. 154-55 

Medicaid eligibility requirements varied widely among the states we vis- 
ited, as shown in table 4.2. To qualify for Medicaid under AFDC eligibility 
rules, a family of three could have a maximum annual income ranging 
from $1,416 in Alabama to $7,404 in California (15.5 and 81.2 percent 
of the federal poverty level, respectively). Similarly, to qualify under 
medically needy’ criteria, a family of three could have a maximum 
annual income ranging from $3,480 in West Virginia to $9,900 in Califor- 
nia (38.2 and 108.6 percent of the federal poverty level, respectively). 
Alabama, the state with the lowest eligibility standard for the categori- 
cally needy, has no medically needy program. 

%itatea have the option of extending &dicaid eligibility to individuals whose incomes are slightly 
higher than the AFDC level or wh incur large medical expenses-generally referred to as the “medi- 
cally needy.” 
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Table 4.2: Miediceid Eligib~ilkty Standards 
for a Family oi Three Based on Annual AFDC Medically needy 
Income (as of January lQ87) Annual Percent of Anrwal Pemeflt of 

St8te in~come povertya imome povertye 
Alabama $1,416 15.5 $ l l 

California 7,404 81.2 9,900 108.6 
Georgia 3,072 33.7 4,104 45.0 
Illinois 4,104 45.0 5,496 , 60.3 
Maine 6,432 70.5 6,492 71.2 
Massachusetts 5,892 64.6 7,896 66.6 
New York 5,964 65.4 7,400 81 .l 
West Virginia 2,988 32.8 3,480 38.2 

National average $4,496 48.9 $5,497 59.8’ 

aFederal poverty level for states visited: $9,120 

bThis percentage represents the average medically needy threshhold as a percent of poverty Only for 
those states with a medically needy program 
Source: State Medicaid Information Center, National Governors’ Association, January 1987 

As of June 1987, according to the Children’s Defense Fund, 19 states, 
including Massachusetts and West Virginia, had implemented the 
expanded eligibility made possible by the Omnibus Budget Reconcilia- 
tion Act of 1986. Ten other states, including New York, have indicated 
that implementation is likely. 

Presumptive Eligibility Although 10 percent of the Medicaid recipients who had received insuf- 
ficient care cited lack of money as the most important barrier to care, 
their problems may be due to delays in establishing Medicaid eligibility. 
While our interview information did not enable us to determine exactly 
when the respondents established Medicaid eligibility, 41 or 86 percent 
of the 48 who cited a lack of money as their primary barrier to care 
established Medicaid eligibility during their pregnancy. Of these women, 
26 or 63 percent claimed that they had encountered problems in estab- 
lishing eligibility. The most frequently cited problems were the length of 
time it took to receive their Medicaid cards and not knowing that they 
qualified for Medicaid. 

Those who cited a lack of money as their primary barrier to care were 
not the only women to indicate that they had problems getting on Medi- 
caid rolls. Of the 458 women we interviewed who tried to qualify for 
Medicaid during their pregnancy, 301 or 66 percent claimed they had 
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encountered problems in establishing eligibility. Eighty-two or 27 per- 
cent of those who encountered problems claimed that these problems 
kept them from going for care earher or more often. Although not meet- 
ing Medicaid eligibility requirements was their most frequently cited 
problem, second most frequently cited was the length of time it took to 
be notified of eligibility. 

Presumptive eligibility-providing free care during the application pro- 
cess-might help address lack of money as a barrier for Medicaid recipi- 
ents as well as remedy problems caused by delays in receiving a 
Medicaid card. Relatively few states, however, plan to implement this 
option. When the National Governors’ Association surveyed state Medi- 
caid directors in late Jarmary 19$7 to determine the likelihood of states’ 
adopting it, they found the directors cautious. 

Because of administrative complexities, nearly half of the directors 
believed further study was needed before a choice on presumptive eligi- 
bility could be made, and only a small number believed that its potential 
benefits outweighed implementation problems. Many directors were con- 
cerned that the option might lead to worsened or more difficult provider 
relations. Some pointed out that providers might resist the added 
responsibility of determining eligibility or having to deny services to 
women determined ineligible by the Medicaid agency after the presump- 
tive period. The directors anticipated that providers might make incor- 
rect, unreliable, and problematic determinations in establishing 
eligibility based on preliminary financial information. Further, directors 
were concerned about possible repercussions from eligibility denials 
made subsequent to granted presumptive status and about administra- 
tive problems related to automated systems used in eligibility determi- 
nations, verification, and provider payments, 

As of June 1987, no states had implemented presumptive eligibility, 
according to the Children’s Defense Fund, and only three states planned 
to do so. 

Increasing Medicaid 
Reimbursement Rates 

because of low reimbursement rates and high medical malpractice insur- 
ance costs. But only 2 percent of the women who obtained insufficient 

May Not Be Best care cited difficulty in finding a doctor, midwife, or nurse to see them as 

Solution the most important barrier to earlier or more frequent care. Generally, 
the women we interviewed were able to obtain their prenatal care from 
a local hospital or public health clinic and did not prefer to go elsewhere 
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for care. States could better use their limited resources to expand Medi- 
caid eligibility for prenatal care services for women who do not cur- 
rently qualify for Medicaid rather than increasing Medicaid 
reimbursement rates to improve access to mainstream health care for 
women who meet current eligibility requirements. 

Low Medicaid 
Reimbursement Rates 

In 1986, the average Medicaid reimbursement rate for total obstetrical 
care including antepartum care, vaginal delivery, and postpartum care 
was about $473. Among the states we visited, reimbursement rates for 
total care varied from $265 in West Virginia to $1,027 in Massachusetts. 
The rates paid for total obstetrical care by each state we visited are 
shown in table 4.3. 

TabI’@ 4.3: Reim~burssment Rates for Total 
~~kxgrioal Cars in Eight Ststes Visited Reimbursement 

state rate 
Alabama $450.00 
California 721.68 
Georaia 800.00 
Illinois 446.00 
Maine 500.00 
Massachusetts 1,027.OO 
New York 550.00 
West Viroinia 255.00 

For the most part, Medicaid reimbursement rates are lower than fees 
charged by private physicians for obstetrical care. An ACOG survey of 10 
practicing physicians in each of 10 geographically diverse areas across 
the United States found the median physician charge in 1986 for total 
maternity care to be $1,000. The charges ranged from a mean of $840 in 
the rural Midwest to a mean of $3,422 in a large city in the East. Except 
for the Medicaid reimbursement rate in Massachusetts, these mean 
charges generally exceed Medicaid rates in the states we visited. 

Medicaid reimbursement was also less than that paid by Blue Shield 
plans in at least two states. For example, in New York, Blue Shield of 
Northeastern New York paid $1,500 for maternity care in contrast to a 
Medicaid payment of $650. Similarly, in California Blue Shield’s fiscal 
year 1986/86 average payment for total maternity care was $1,20~0 com- 
pared with the Medicaid reimbursement of about $620. 
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Health care providers often will not accept Medicaid recipients because 
of low reimbursement levels, according to the Southern Regional Task 
Force on Infant Mortality (sponsored by the Southern Governors’ Asso- 
ciation). The task force claimed that southern states in particular had 
low Medicaid participation rates due to low reimbursement, citing a 
November 1984 study2 showing varied Medicaid participation rates 
across the country (see table 4.4). 

Table 4.4: Regional Vhations in 
MedicaM Participstion Rates (November 
1964) 

Reaion 

Percent of OB/GYNa 
accepting Medicaid 

patients 
Northeast 66.2 
North Central 69.2 
South 60.4 
West 63.1 

When fewer providers treat Medicaid recipients, the task force pointed 
out, services are in short supply or unavailable to those patients. As a 
result, it recommended that states increase reimbursement rates to pri- 
mary care providers under Medicaid. 

Six of the eight states we visited had recently increased Medicaid reim- 
bursement rates, with increases ranging from 5 percent in Illinois to 100 
percent in New York and 103 percent in Massachusetts. In many cases, 
reimbursements were raised in an attempt to increase provider partici- 
pation, For example, in Massachusetts Medicaid reimbursement rates 
were increased to address physicians’ concerns. Maine also raised its 
reimbursement rates to increase provider participation. However, 
according to state officials, their rates were still much lower than pri- 
vate insurers and, although most physicians were enrolled in the Medi- 
caid program, many were still unwilling to accept Medicaid recipients 
because of low reimbursement. 

2Janet Mitchell and Rachel Schurman, “Access to Private OEGyn !%rvices Under Medicaid,” Medical 
e, No. 11, Vol. 22 (Nov. 1984), pp. 1026-1037. 

Page 53 GAO/‘EIRJH7-137 Prenatal Care 



Chapter 4 

Escalating Malpractice 
Insurance Costs Limit 
Participation 

In a September 1986 report,3 we noted that between 1982 and 1984 the 
average malpractice premium for self-employed physicians had 
increased 45 percent (from $5,800 to $8,400) but the increase for 
obstetrics/gynecology was 72 percent (from $10,900 to $18,800). These 
premiums represent a small but growing percentage of the average total 
expenses of self-employed physicians. In general, between 1982 and 
1984 the average insurance premiums increased from 7 to 9 percent of 
average total expenses, but for obstetrics/gynecology this increase’was 
from 10 to 16 percent. 

In May 1986, we surveyed a variety of professional organizations, 
including .AXG, on problems relating to malpractice insurance, including 
the impact of malpractice suits or the threat of suits. In responding, 
ACDG noted that medical malpractice suits or the threat of such suits had 
resulted in a decrease in patients’ access to medical care and an increase 
in the cost of care. Further, it indicated an increase in the numbers of 
physicians deciding to retire early or change specialties once established 
in practice. Because of the high percentage of Medicaid recipients and 
uninsured women who obtained their prenatal care from a public hospi- 
tal or health department clinic, rising malpractice rates may have a 
greater effect on privately insured women’s access to prenatal care to 
the extent that private-practice physicians retire or change specialties. 

In West Virginia, the State Medical Association surveyed its members to 
ascertain the impact of professional liability problems on the actual 
practice of West Virginia physicians and the type and quality of health 
care they provided. Of the obstetricians/gynecologists who responded to 
the survey, 89 percent claimed that liability problems had affected their 
practice. Forty-one percent of those responding claimed that because of 
liability problems they declined to provide Medicaid services. Noting the 
results of this survey, a West Virginia task force report pointed out that 
malpractice rates for obstetricians/gynecologists in West Virginia had 
increased 64 percent between 1986 and 1986 and were expected to 
increase by 30 percent in 1987. This task force concluded that low Medi- 
caid reimbursement rates, coupled with the large increase in malpractice 
rates, had resulted in many providers limiting or declining services to 
low-income pregnant women. 

Similarly, a recent report by the Southern California Child Health Net- 
work stated that in 26 of California’s 58 counties women on Medicaid 

3MedicaJ Malpractice: Insurance Costs Increased but Varied Among Physicians and Hospitals (GAO/ 
6-112), Sept. 16, 1986. 

Page 54 GAO/HRIH7-137 Prenatal Cam 



had little or no access to maternity care. The major causes noted for this 
lack of provider participation were inadequate reimbursement rates and 
high malpractice insurance premiums. 

: Women Obtain Care at 
) Public Clinics 

Sixty-nine or about 11 percent of the Medicaid recipients interviewed 
said that they had encountered problems in finding a doctor who would 
see them. Of these women, 38 claimed this problem was a barrier to 
their receiving care earlier or more often, That the problem of finding a 
doctor willing to see them was limited appears to be due to the availabil- 
ity of care at public clinics. Fifty-two percent of the Medicaid recipients 
obtained their prenatal care from hospital clinics or local health depart- 
ment clinics, while 40 percent obtained care at a doctor’s office. The 
remaining 8 percent went to other providers. 

While increasing Medicaid reimbursement rates for maternity services 
may improve provider participation and access to mainstream health 
care, it may not be the most effective way to use limited resources. With 
increased reimbursement, women may shift from public health depart- 
ments and hospital clinics to private physicians, yet still may not obtain 
significantly earlier or more continuous care. For instance, 57 percent of 
women who obtained most of their care at a doctor’s office obtained 
insufficient care. In addition, of women obtaining an insufficient level of 
care, only 2 percent said their most important barrier was “could not get 
a doctor, midwife, or nurse to see me.” For the same group of women, 
this barrier ranked 13th out of 26 in terms of “most important” barriers 
and 15th of 26 in terms of all barriers to care. 

More Block Grant The federal government makes funds available for prenatal care ser- 

Funds Needed, States vices through block grants to states. Although the Congress appropri- 
ated $457 million for the Maternal and Child Health block grant 

Claim program in fiscal year 1986, all 19 states and territories surveyed by the 
Southern Regional Task Force on Infant Mortality reported that block 
grant funds were insufficient to meet their needs. 

States may be able to at least partially compensate for the limited funds 
available under the block grant program by expanding Medicaid eligibil- 
ity to cover prenatal care for women with incomes up to IO0 percent of 
the poverty level. This would shift to Medicaid some of the costs cur- 
rently covered by block grant funds, making more funds available for 
outreach and such special services as transportation. States could also 
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reallocate funds from other block grant programs to support increased 
prenatal care services. 

MCH Block Grant Program The MCH block grant program is authorized under title V of the Social 
Security Act as amended by the Omnibus Budget Reconcil iation Act of 
1981 and administered by the Public Health Service. It provides grants 
to states to (1) assure that mothers and children (particularly those with 
low income or lim ited availability of health services) have access to 
quality maternal and child health services and (2) reduce infant mortal- 
ity, among other things. To apply for a  grant, a  state must describe its 
intended use of funds; the population, areas, and localities needing 
maternal and child health services; its goals and objectives for meeting 
those needs; the types of services to be provided; the categories or char- 
acteristics of individuals to be served; and the data it will collect on 
activities conducted. In addition, the states must assure that, among 
other things, block grant funds will be equitably distributed and low- 
income women will not be charged for health services provided. 

States have great flexibility in determining what services can be pro- 
vided under the program. W ith the exception of inpatient services, 
states may offer whatever health and health-related services they 
choose, including free or subsidized prenatal care, health education, out- 
reach to pregnant women, and/or transportation services. The law 
restricts provision of inpatient services to “high-risk women,” whom it 
does not define. According to a  program official, most states consider 
this population to include all low-income women, defined in the law as 
those whose income is at or below 100 percent of the federal poverty 
level. 

Of the $467 m illion appropriated for the MCH block grant program in 
fiscal year 1986, about $388 m illion or 85 percent? was allocated to 57 
states and jurisdiction@ to provide maternal and child health services 
and to reduce infant mortality. The states we visited were allocated 
$102.8 m illion, as shown in table 4.5. 

4The re maining 16  percent was set aside for Special Projects of Regional and  National Signif icance 
(SPRANS) (see p. 58). 

‘MCH block grant funds were al located to the 50  states and  the following jurisdictions: the District of 
Columbia, Puerto Rico, the Virgin Islands, American Samoa, Guam, the Mariana Islands, and  the 
Trust Territories. 
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Table 4.5: 
Allocated 
1986) 

MCH &lock Grant Funds 
to Eight States Visited (FY 

State 
Alabama 

MCH block grant 
allocation 

$8.4 
California 22.4 
Georaia 11 4 
Illinois 15.4 
Maine 2.7 
Massachusetts 8.8 
New York 28.7 
West Virainia 5.0 
Total $102.8 

Information on the amount of MCH block grant funds used specifically to 
provide prenatal care was unavailable at the federal level. Although 
states report their use of MCH funds, the reports are not standardized, 
and states need not report expenditure data in this detail. 

In November 1985, the Southern Regional Task Force on Infant Mortal- 
ity reported that all 19 of the southern states and territories agreed that 
MCH block grant funds were insufficient to meet the needs of their cli- 
ents. The states desired more support for hospital costs, family plan- 
ning, prenatal services, outreach, and staffing. According to the study, 
expansion of MCH block grant funds would allow states to provide pre- 
ventive health care education and services to needy women and infants. 

The expanded eligibility made possible under the Medicaid program 
gives states the potential of shifting some of the population currently 
served under MCH block grants to the Medicaid program. By providing 
Medicaid services to women with incomes up to 100 percent of the pov- 
erty level (see p. 47), states could increase the use of block grant funds 
to provide 

l education and outreach services to help inform low-income women of 
the importance of prenatal care and where to obtain it; 

l transportation services to overcome one of the major barriers identified 
by the women we interviewed; and 

l prenatal care services, either free of charge or at subsidized rates, to 
uninsured women whose income, though above the federal poverty 
level, is still limited and who continue to face difficulties in paying for 
care. 
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In a May 1984 report? we pointed out that other federal funds were 
available to support MCH programs. Funds can be transferred into MCH 
from other block grants. For example, we reported that Mississippi had 
transferred $700,000 from the Low-Income Home Energy Assistance 
block grant to the M~H program in 1983 to fund several proj’ects, includ- 
ing two maternity programs in high-risk areas 

States determine how their MCH block grant funds will be used. This 
gives them the added flexibility to shift funding among the various pro- 
grams currently supported by MCH block grants in order to increase pre- 
natal care services. 

More Evaluation and Although each of the states and communities we visited had one or more 

Dissmemination of 
Information on 
Prenatal Care 
Initiatives Needed 

initiatives to improve access to prenatal care, little data were available 
on the success of these initiatives. Through the MCH block grant program 
and the adolescent family life program, PHS funds research and demon- 
stration projects to identify, evaluate, and disseminate innovative meth- 
ods to improve access to prenatal care. PHS should take a leading role in 
evaluating and disseminating information on prenatal care initiatives 
being carried out in states and communities, particularly those funded 
by MCH block grant funds. 

PHS Supports Research 
and Demonstration 
Projects 

Fifteen percent or $69 million of the fiscal year 1986 MCH block grant 
appropriation was set aside for Special Projects of Regional and National 
Significance to improve the health status outcomes for mothers and chil- 
dren. Among these were INCH projects that demonstrated and tested vari- 
ous approaches to improve the delivery of services to mothers and 
children, 

For example, in fiscal year 1986 PHS provided $218,000 in MCH block 
grant funds to the Improved Prenatal Care Utilization and Birth Cut- 
come Project conducted by the Massachusetts Department of Public 
Health. This project aims to 

1. identify behavioral, cultural/linguistic, and structural factors that 
influence prenatal care utilization; 

6Materna!&d Child Health Block Grant: Program changes Emerging Under State Administration, 
(~AO/HRDW36), May 7,19S4. 
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2. assess systematic gaps in prenatal care service delivery in four 
communities; 

3. plan and implement community-based interventions to reduce barri- 
ers to care, particularly for women at high risk for adverse birth out- 
comes; and 

4. evaluate these interventions for their impact on prenatal care 
utilization. 

Results of SFRANS projects are disseminated in various ways, according 
to an MCH program official. Results of some completed projects are pub- 
lished periodically in administrative publications and discussed at the 
annual meeting of state program directors. In addition, annually the 
Division of MCH publishes abstracts of active projects and sends them to 
state program directors, PHS regional offices, and SPRANS grantees. 

Another PHS program that funds research and demonstration projects is 
the adolescent family life program, which provides grants to public and 
private nonprofit agencies to address adolescent pregnancy. The demon- 
stration projects provide care and/or pregnancy prevention services to 
adolescents, In addition, grants and contracts are awarded to support 
research and dissemination activities concerning the causes and conse- 
quences of adolescent premarital sexual relations, contraceptive use, 
pregnancy, and child rearing. In fiscal year 1986, $14 million was appro- 
priated to fund 85 demonstration and 11 research projects. 

PEIS annually publishes a document providing general information on 
each of the ongoing demonstration projects and distributes it to all pro- 
ject directors and various interest groups. But, as state health depart- 
ments and directors of state MCH programs do not routinely receive 
copies of this document, they may be unaware of projects that could 
help them plan or improve prenatal care initiatives in their states. 

Little Information In the states and communit ies we visited, we identified a number of pro- 
Available on Effectiveness grams that attempted to overcome barriers to prenatal care. (App. XIV 

of State and Local describes several programs in the states and communit ies we visited.) 

Programs All states we visited had one or more programs that provided prenatal 
care to low-income women, often at no cost to the women. Eligibility for 
these programs varied. Some accepted only participants who were not 
eligible for Medicaid, while others would accept Medicaid patients, and 
still others targeted high-risk women or teenagers. 
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By providing prenatal care, these programs primarily addressed the 
financial barriers to care. However, through the services they provided, 
other barriers, particularly educational/attitudinal barriers, also were 
addressed. For example, several of the programs offered not only prena- 
tal care, but social and nutrition services, health education, outreach, 
counseling, and prenatal and/or parenting classes. 

In addition, many programs we identified were primarily aimed at edu- 
cation and outreach-often to increase awareness of services available 
for pregnant women. For example, directories to maternal and child 
health services were published or telephone referral services estab- 
lished. Other programs informed the public of the importance of prena- 
tal care or offered support services or education to pregnant women. For 
example, one program linked pregnant teenagers with adults they could 
trust to help them through pregnancy and into parenthood. 

Finally, transportation problems were addressed by a few local pro- 
grams in the states we visited. For example, one program not only pro- 
vided transportation to and from prenatal care visits, but also visited 
pregnant women in their homes to encourage them to go for prenatal 
care, Another provided a van equipped as a medical office to visit rural 
sites monthly with prenatal services. 

Little information was available, however, on the effectiveness of these 
programs. Programs that had been evaluated showed that the services 
offered had improved access to prenatal care. Perhaps the best example 
of the benefits derived by offering comprehensive care to low-income 
women was provided by California’s OB Access Pilot Project. It was 
jointly funded by Medicaid and title V  (Maternal and Child Health Ser- 
vices) of the Social Security Act from July 1979 through June 1982. The 
project aimed to (1) improve Medicaid-eligible women’s access to obstet- 
rical services in areas where a lack of providers or poor provider partic- 
ipation posed a problem; (2) offer these women quality, comprehensive 
prenatal care; and (3) reduce perinatal mortality and morbidity rates 
and the percentage of pregnancies with complications. In total, 6,422 
women completed care in the project. 

In addition to addressing gaps in prenatal health services, the project 
was designed to provide the evaluation data needed for planning future 
projects. The project evaluation demonstrated positive results as 
follows: 

GAO/TED-8%137PrenatalCare 
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. Access to care was increased by contracting with providers in areaS 
where lack of access to maternity services had been demonstrated. 

l Continuity of care was provided; 84 percent of the registrants completed 
care in spite of a variety of access problems. 

. OB Access mothers had fewer problems in pregnancy outcomes com- 
pared with a matched group of similar mothers from the same counties. 
The 03 Access mothers had a low birth-weight rate of 4.7 percent com- 
pared with the matched group’s rate of 7.0 percent. 

. The cost of providing this enhanced care was 5 percent higher than the 
average cost of care provided under the current Medicaid program. 

. The benefit-cost ratio of the program was found to be 1.7-2.6:1 for the 
short run and may be greater in the long run, when compared with the 
Medicaid program. 

Based on the results of the OB Access Pilot Project, California enacted 
legislation mandating that Medicaid services for prenatal care include 
the extra care components introduced in the OB Access Pilot Project and 
increasing the reimbursement rate for providers who delivered these 
comprehensive perinatal services. At the time we completed our field 
work, the California Department of Human Services was finalizing Medi- 
caid regulations to implement the legislation and will be obtaining Medi- 
caid provider applications to participate in the expanded program 
during 1987. 

The kind of evaluation done for the OB Access Pilot Project was the 
exception rather than the rule. In 1986, when we reviewed teenage preg- 
nancy programs, we found a similar lack of evaluation.’ Although we 
identified numerous state and local programs that seemed promising, 
the evidence of their effectiveness was frequently either lacking or 
ambiguous. 

The Southern Regional Task Force on Infant Mortality also pointed out 
the need for more information regarding effective prenatal care pro- 
grams. It recommended that (1) cost-benefit studies of maternal and 
infant care programs be conducted and (2) the federal government 
encourage research in preventive perinatal health care, including moti- 
vational and educational aspects of health and social service delivery. In 
addition, the task force believed states should establish a maternal and 
infant health clearinghouse to provide state officials, planners, and the 
public information on what services, programs, and data are available. 

7Teenage Pregnancy: 500,000 Births a Year but Few Tested Programs (GAO/PEMD86-LGBR), July 
21.1986. 
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We agree with the task force that more needs to be done to evaluate 
programs seeking to improve access to prenatal care. Evaluations simi- 
lar to that done for the OiB Acces’s Pilot Project could provide useful 
information to states and localities in both establishing and improving 
prenatal care programs. A mechanism exists to disseminate the results 
of any evaluations conducted by PEE. In 1983, PEES’ Division of Maternal 
and Child Health established the National Maternal and Child Health 
Clearinghouse as an information resource center.” The primary function 
of the clearinghouse is to provide information through the dissemination 
of publications. As such, it identifies selected resources on maternal and 
child health and human genetics issues and helps make them available 
to those who request them. But the clearinghouse distributes materials 
only on request and maintains no mailing list for specific publications. 
Information dissemination might be improved if publications were rou- 
tinely sent to individuals involved in planning and operating prenatal 
care initiatives. 

States and communities have shown an interest in improving access to 
prenatal care through the various programs currently in operation. 
Without evaluations, however, it is difficult to determine the extent to 
which these programs are meeting their objectives or whether the pro- 
grams might be improved. If PHS were to evaluate ongoing programs, 
particularly those funded by the MCH block grant, and disseminate infor- 
mation on “best practices, ” states and communities could use this infor- 
mation to establish or revise programs to achieve the best results. 

“Some of the functions of the clearinghouse originally began in 1978 when the Division of Maternal 
and Child Health established the National Clearinghouse for Human Genetic Diseases. In 1982, the 
clearinghouse’s mandate was broadened to include all maternal and child heakh areas, and the name 
was changed to the National Center for EZducation in Maternal and Child Health. The National Mater- 
nal and Child Health Clearinghouse was established as a separate entity in 1983 when the clearing- 
house function was separated from the education and research function. 
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the Surgeon General in 1980 for reducing the percentage of live births 
that are of low birth weight and getting women to obtain prenatal care 
within the first 3 months of pregnancy. In fact, the United States has 
made less progress in reducing infant mortality than most other indus- 
trialized nations, data from the Children’s Defense Fund shows. 

. 

If the Surgeon General’s goals are to be met, concerted efforts are 
needed by federal, state, and local governments to develop programs to 
ensure that women most at risk of poor pregnancy outcomes-low- 
income, minority, and adolescent women-begin care early in pregnancy 
and obtain care frequently. Despite existing federal, state, and local 
efforts to improve access to prenatal care, 63 percent of the Medicaid 
recipients and uninsured women we interviewed obtained insufficient 
care. 

This far exceeded the percentage for privately insured women in the 
same communities. The problems interviewed women had in obtaining 
sufficient prenatal care affected women of all childbearing ages, of all 
races, and from small, medium, and large communities. Further, they 
affected both women without health insurance and those covered by 
Medicaid. 

Although three barriers to earlier or more frequent care predominated 
in virtually every community-lack of money to pay for care, lack of 
transportation to get to the provider of care, and lack of awareness of 
the pregnancy-the importance of these and other barriers varied by 
community. Because most women faced multiple barriers, programs 
focused on overcoming one barrier may have limited effect overall on 
prenatal care in a community. A comprehensive effort is needed to iden- 
tify the primary barriers in the community by systematically gathering 
data in a manner such as the questionnaire used in our study, develop 
programs to overcome those barriers, and evaluate the effectiveness of 
the programs in improving access to care. Although the solutions must 
be designed to meet the needs of individual communities, federal funds 
are available through the Medicaid and MCH block grant programs to 
assist states and communities. 

The availability of free prenatal care appears to reduce significantly the 
percentage of women citing lack of money as a barrier to earlier or more 
frequent care. Women covered by Medicaid were less likely to cite lack 
of money as a problem than uninsured women (10 percent versus 23 
percent), and uninsured women in such communities as Birmingham 
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that offered free prenatal care had fewer women avoiding care for lack 
of money to pay for it. 

Recent federal legislation allows states to expand the availability of free 
care through changes in Medicaid eligibility. States can now offer Medi- 
caid coverage to women whose incomes are up to 100 percent of the 
federal poverty level. This option is particularly important in such 
states as Alabama, Georgia, and West Virginia where Medicaid eligibility 
criteria prevent pregnant women living well below the poverty level 
from qualifying for Medicaid coverage. 

While expanding Medicaid eligibility in all states would increase Medi- 
caid costs for prenatal care services- CBO estimated a fiscal year 198’7 
increase of $190 million-these costs should be offset by savings from 
reduced newborn intensive care and long-term institutional costs. 
According to the Institute of Medicine, for every dollar spent on prena- 
tal care for high-risk women-such as those we interviewed-over 
three dollars could be saved in the costs of care for low birth-weight 
infants. Professional services associated with prenatal care cost an esti- 
mated $400 (excluding labor and delivery costs) compared with new- 
born intensive care costs averaging about $14,700 for each low birth- 
weight infant. 

States also have the option of presumptive eligibility-providing free 
care to women while their Medicaid applications are being processed. 
This option is important because women may delay care until their eligi- 
bility is established. Of the Medicaid recipients who cited lack of money 
as a barrier to earlier or more frequent care, 85 percent established 
Medicaid eligibility during their pregnancy, and 63 percent said that 
they encountered problems in establishing eligibility. By providing free 
care during the eligibility process, states could help remove lack of 
money as a barrier to care for Medicaid recipients, particularly during 
the critical first 3 months of the pregnancy. 

States are reluctant to implement the presumptive eligibility provisions 
because of anticipated administrative problems. But the potential bene- 
fits in reduced newborn intensive care costs and infant mortality should 
more than offset the modest cost-estimated by CBO to be $6 million 
over a 3-year period-of paying for prenatal care during the presump- 
tive eligibility period. HHS should work with the states to overcome any 
administrative problems that might be encountered in implementing the 
presumptive eligibility provisions. 
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Raising Medicaid reimbursement rates has been suggested by some 
health care organizations as one way to increase access to prenatal care. 
They reason that higher reimbursement rates would result in more pri- 
vate-practice physicians accepting Medicaid patients, thereby increasing 
access. Our study showed, however, that few women had problems find- 
ing a physician or other health care provider to see them. Most obtained 
their care at hospital or public health department clinics, and the women 
generally did not express a preference for obtaining care elsewhere. 
While higher reimbursement rates may be justified, they will, in our 
opinion, do little to improve access to prenatal care for most women. 
Instead, they will expand the choices of providers available to women 
obtaining care at a hospital or public health clinic. States with limited 
resources to devote to the Medicaid program could achieve better suc- 
cess by (1) expanding eligibility to provide Medicaid coverage to preg- 
nant women with incomes up to 100 percent of the poverty level and (2) 
providing free care during the eligibility process, 

Although the Medicaid program will pay for transportation to obtain 
prenatal care, we found in three of the eight states visited that coverage 
of such services was either limited or not well publicized. Even where 
payment is available, transportation still may be a barrier if public 
transportation is unavailable or women must travel long distances to 
obtain care. 

The primary federal support for transportation and educational activi- 
ties and medical services for uninsured women comes from the MCH 
block grant program. Little information is gathered and disseminated by 
PH& however, on how much of the block grant funds are used for prena- 
tal care services and how effectively state and local programs improve 
access to prenatal care. 

All 19 southern states and territories surveyed by the Southern Regional 
Task Force on Infant Mortality reported that MCH block grant funds 
were not sufficient to meet their needs. States have several options 
available to make more effective use of MCH block grant funds to provide 
prenatal care services: 

1. Implement the expanded Medicaid eligibility provisions of the Omni- 
bus Budget Reconciliation Act of 1986. This would shift costs for medi- 
cal services currently paid for through block grants to the Medicaid 
program, making more funds available for other activities. 
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2, Allocate a greater portion of &KZ block grant funds to prenatal care 
services. 

3. Supplement the federal MCH ahocations by transferring funds from 
other block grant programs to the MCEI program. 

GAO is doing a study to determine whether the current method of allocat- 
ing MCH block grant funds targets the limited funds available to states 
and localities with the greatest need and the least capacity to meet their 
needs. 

Recommendations to 

. develop and provide to the states data on (1) the increased costs they 
would likely incur in expanding Medicaid eligibility to include pregnant 
women with incomes up to 100 percent of the federal poverty level and 
(2) the corresponding decrease in costs for newborn intensive care and 
long-term institutional care they could expect to result from improve- 
ments in prenatal care services and 

. work with states to overcome the administrative problems that prevent 
them from adopting the presumptive eligibility provisions of the Gmni- 
bus Budget Reconciliation Act of 1986. 

We also recommend that the Secretary direct the Surgeon General to 

. expand efforts to evaluate programs to improve access to prenatal care 
and disseminate the results of these evaluations through the National 
MCH Clearinghouse and 

l provide technical assistance to communities in developing comprehen- 
sive plans for identifying the most important barriers to care in the com- 
munity and designing programs to help overcome those barriers. 
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Appendix I 

Objectives, Scope, and Methodology 

In conducting this study of prenatal care, our objectives were to 

* assess the adequacy of prenatal care (in terms of number of visits and 
trimester of first visit) obtained by women who were on Medicaid rolls. 
or uninsured; 

. identify the barriers women perceive as preventing them from obtaining 
care earlier or more often; and 

. identify federal, state, and local programs aimed at overcoming such II 
barriers. 

To accomplish our first two objectives, we interviewed 1,167 Medicaid 
recipients and uninsured women at 39 hospitaIs* in 32 communities. We 
accomplished our third objective by interviewing state and local officials 
and collecting data on state and local programs that address difficulties 
of accessing prenatal care. We also evaluated recent changes in the 
Medicaid and Maternal and Child Health Programs. 

Selection of 
Communities 

A three-step process was followed in selecting communities and hospi- 
tals. First, we selected eight states* -Alabama, California, Georgia, Illi- 
nois, Maine, Massachusetts, New York, and West Virginia-to 

. include states with large Medicaid programs, 
l obtain a mix of Medicaid programs in terms of eligibility and benefits, 

and 
. cover most regions of the country. 

Next, within each state, we selected communities to obtain a mix of 

l large metropolitan areas, such as New York (Manhattan), Atlanta, and 
Los Angeles; 

. other urban areas, such as Syracuse, New York, Sacramento, California, 
and Peoria, Illinois; and 

. rural areas, such as Clarksburg, West Virginia, and Troy, Alabama. 

In selecting communities, we also attempted to obtain a mix of racial 
groups and geographic dispersion around the state. 

‘Our study initially included 40 hospitals, but we dropped Saint Vincent’s Hospital in Birmingham, 
Alabama from the study because only one relevant birth occurred during the 7-day period we cov- 
ered, and that woman did not consent to an interview. 

2Two of the 8 states, Maine and Massachusetts, accounted for a total of only 4 hospitals and 70 
interviews, or 6 percent of total cases, because we conducted only pilot tests at these locations. 
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Finally, within each community, we selected the hospital that had the 
largest number of Medicaid-reimbursed and uninsured births.3 In addi- 
tion, in seven communities we selected a second hospital to obtain a bet- 
ter mix of facilities by type of ownership Opublic versus not-for-profit) 
or to increase the number of interviews in selected communities. The 
characteristics of the 32 communities and 39 hospitals are shown in 
table I. 1, 

31n New York City (Manhattan), we selected the hospitals that had the second and third largest 
number of Medicaid and uninsured births in order to include a large black and Hispanic population. 
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Table 1.1: Chmmteristics of Communiti~es and HoepMa Incl~udad in CUWs Study (1966-87) 

prenatal 
Qpe of lmspital care 

kZcmmnity/hasrpital Type of cJzmm.ity amership clinic? 

Birmingham, Al&km% Urban 
C&per Green Public No 

N.lntsville, Al.abau;r! Urban 
Huntsville Public No 

Mcntmr Alabama Urban 
Baptist Medical center Not-forqrofit No 

se-, Alabama, Rural 
Vaughan Regional Medical Center Not-for-profht No 

hay, Al- Rural 
Edge Memrial FQblic No 

Lm Angeles, California Largeurban 
LLX Angeles County-USC 

Medical Center Public Yes 
Lcolg Beach Hmtxial 

Medical Center Nat-forf?rof it Yes 

kkwsfield, California Urban 
Kwn Medical Center Public Y6?S 

Sam, Califwn.ia U&an 
Sutter Memorial Wt-for-profit No 

El Centro, California Rural 
El Cantro ckmmnity PUbliC No 

t&&h, California Fural 
clciah General For-profit No 

Atlanta, Georgia Largeurban 
Grady t4mvrial public Yes 
Gmrgia Baptist Mdical Center Not-for-profit Yes 

cOlu@us, Gmrgia Urban 
Mmiical Center public Yes 

Bae, Georgia Urban 
Mmmrial Medical Center Rot-for-profit Yes 
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mmtunity/hoPipital 

Furiericus, Georgia 
Sumter Regional 

Ebmswick, Georgia 
G&m-Brunmick Mmorial 

Chicaq, Illi.mis 
cask mmty 

Ingalls t%mrial 

Peoria, Illimis 
Saint Frsncis Medical Center 
Methodist Medical Center 

Mckford, Illinois 
Rockford &mrial 

Cartondale, Illinois 
bsimrial tbspital 

Mattmn, Illinois 
Sara &sh Lincoln Health Center 

Bangor, Maine 
Eastern Maine Medical Center 

Augusta, i%dne 
ICennebec Valley Medical Center 

Boston, MassachuS&ts 
Brigham ad Wcmn's 
Eketm City 

New York, Ned York 
Harlem Hospital Center 
Cdur&ia-Presbyterian 
Medical Center 

Buffalo, New York 
chilc?ren's 

Syracuse, New York 
Grouse-Irving Memrial 
Saint Joseph's 

lCingstcpI, New York 
Benedictine 

Type of -ty 

RUZal 

Faxal 

Largeurban 

Urban 

Urban 

Rural 

Rural 

Urban 

Rural 

Large urban 

Large wkan 

Urban 

Urban 

Wal 

Public 

Public 

public 
Not-for-profit 

Wt-for-profit 
Rx-for-pmfit 

W-for-profit 

Not-for-profit 

Not-for-profit 

Not-for-profit 

bbt-for-profit 

&x-for-profit 
Public 

public 

Not-for-profit 

Not-for-pmf it 

Not-for-profit 
Not-for-profit 

Not-for-profit 

No 

No 

Yes 
No 

YeS 
No 

Yes 

NC 

No 

Yes 

No 

Yes 
Yes 

YW?i 

Yes 

Yes 

No 
YeS 

Yes 
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cQmlunity/hospital 

Auburn, New York 
Auburn Memrial 

Charleston,hbstVirginia 
Charlestcm Area Medical Center 

Huntington, West Virginia 
Cakellnuntingtccl 

Bluefield, West Virginia 
Bluefield cZumm.ity 

Clarksbrg, West Virginia 
United Hospital Center 

Totals (of 32 cmnunities and 
39 hospitals reviwed) 

Prenatal 
Tvpe of hmpital care 

T&a? of a3mmity c!mership cl.inic? 

Rural 
Not-for-profit No 

Urban 
%t-for-profit Yes 

Urhm 
public Yes 

Rural 

Rural 

5Largeurbm 

14 rhaan 

Not-for-profit No 

Not-for-profit No 

24 Not-frx-pifofit 19 E;o 

14 Public 20 Yes 

13 Rural 1 For-profit 
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Hospitals, which account for 99 percent of all U. S. births, were selected 
as the site of our interviews primarily to overcome the difficulties antic- 
ipated in locating and interviewing women once they had left the hospi- 
tal. Each of the hospitals agreed to assist in our study, having their staff 
identify Medicaid recipients and uninsured women for interviews and 
administer consent forms. Because the hospitals were not responsible 
for providing prenatal care to women who delivered there, the results of 
the interviews do not in any way reflect on the adequacy of services 
provided by the 39 hospitals, 

At each selected hospital, we attempted to interview Medicaid and unin- 
sured women to determine 

. when they started receiving prenatal care, 
l how many prenatal care visits they received, and 
. what barriers prevented them from getting prenatal care earlier or more 

often. 

The standardized questionnaire (see app. II) we used was reviewed by 
officials of the Institute of Medicine, the American College of Obstetri- 
cians and Gynecologists, the Alan Guttmacher Institute, and the Chil- 
dren’s Defense Fund; their comments were incorporated where 
appropriate. We also translated the questionnaire and consent form into 
Spanish in anticipation of a significant number of Hispanic women in 
our population. 

Selecting the Women We used two separate approaches in selecting women to be interviewed. 

to Be Interviewed First, at 23 urban hospitals, hospital staff would identify Medicaid 
recipients or uninsured women who delivered over a consecutive 7-day 
period. Usually on the day after delivery, the hospital staff asked Medi- 
caid recipients or uninsured women to sign a consent form (see app. III). 
This voluntary consent form provided the woman’s permission for GAO 
to 

. interview her about the prenatal care she obtained and 

. review any of her hospital, physician, public health clinic, or other medi- 
cal records related to her pregnancy. 

If a woman consented, GAO staff trained in structured interview tech- 
niques administered a %O-minute questionnaire before the woman left 
the hospital. A total of 758 interviews were conducted in these 23 
hospitals, 

Page 73 GAO,NltD37-137 Prenatal Care 



A second approach was used at 16 hospitals, 13 rural and 3 urban,j at 
which we generally expected only about one hospital interview a day. 
This approach involved three components to help assure a larger 
number of interviews: 

l At each hospital, for a consecutive 28day period, hospital staff identi- 
fied Medicaid recipients or uninsured women who delivered. Usually on 
the day after delivery, the hospital staff asked these women to sign the 
consent form. If a woman consented, she was asked to return to the hos- 
pital at a later date for a face-to-face interview. Upon her return,” she 
received $25 to complete the interview. A total of 243 women returned 
for interviews. 

. We also interviewed women who delivered about the time we were at 
these hospitals to conduct interviews with the returning women. For 
these inpatient interviews, we generally used the urban hospital 
approach discussed above. A total of 117 interviews were conducted 
with inpatients. 

. At four hospitals,6 at which relatively few interviews were obtained 
using the first two components, we also visited local health clinics to 
interview women returning for post-par-turn visits. At these locations, 
we identified women who had delivered in about the past 2 months and 
asked them to consent to an interview. This component accounted for 39 
interviews. 

Overall, of 1,670 women who received consent forms, 1,403 or 84 per- 
cent consented to be interviewed (see table 1.2). Consent rates ranged 
from 62 percent at Sara Bush Lincoln Health Center to 100 percent at 
Cooper Green Hospital, Baptist Medical Center, and Saint Francis Medi- 
cal Center. The 23 hospitals at which we used the urban methodology 
had a consent rate of 88 percent, while the 16 hospitals at which we 
used the rural (28day) methodology had a consent rate of 77 percent. 
One reason that the rural consent rate is not higher is that some women 
declined to participate because of the distance involved in returning to 
the hospital. 

4Rockford Memorial Hospital, Charleston Area Medical Center, and CabelI Huntington Hospital. 

6We did not use this payment methodology to obtain the interviews at Kennebec Valley Medical 
Center, Augusta, Maine. At this pilot-test hospital, we attempted to interview women in the hospital 
and women returning to local providers for postpartum visits. 

6Ukiah General Hospital, Glynn-Brunswick Memorial Hospital, Sara Bush Lincoln Health Center, and 
Kennebec Valley Medical Center. 
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Table 1.2: Women Interviewed and Records by Hospital (1986-87) 

Wcmfm consenting 

No. of Medlcald to I nterv lew Interviews Full valldatlons 

reclplents and No. Percent of Percent Percent 

uninsured wnen adminlstered wcewm administered of of 

who delfvered consent fcrm No. consent form NO. consents No. interviews - --- Stata/hospltal 

Ccxper Green 

Huntsvl Ile 

Baptist Medical Center 

Vaughan Regional Medical 

Center 

Edge Memortal 

35 35 35 100 35 100 31 

22 20 19 93 19 100 I8 

24 24 24 100 22 92 18 

89 

95 

82 

58 58 51 88 45 88 43 96 

28 28 25 89 24 96 23 % 

Csl lfornia 

Los Angeles County- 

(USC Medical Center) 

Memaisl Medical Center 

Kern Madlcal Center 

Sutter Memorial 

El Centro Ccemwnity 

Uklah General 

357 309 306 99 195 64 163a 84 

22 21 17 81 17 100 17 loo 

65 65 47 72 39 83 32 82 

42 39 28 72 26 93 26 100 

38 38 27 71 19 70 17 89 

46 23 19 a3 18 95 16 09 

Georg I s 

Grady Nemor ial 

Georgia Baptist MedIcal 

Center 

Msdlcal Center 

Memorial MedIcal Center 

Sumter Aeglanal 

Glvnn-bunswick Memorial 

92 92 85 92 a3 98 70 84 

17 17 13 76 12 92 9 75 

32 30 26 87 26 100 17 65 

31 26 24 92 23 96 20 87 

42 40 34 65 23 68 16 78 

49 34 30 88 24 80 19 79 

Illlnols 

lG2 102 78 76 61 78 30 62 

7 7 5 71 4 a0 4 100 

Cook County 

Ingalls Memcrlal 

Saint Francls 

Hedical Center 

Methcdlst Medlcal Center 

fbckfwd t4aswlal 

Memcrlal Hospital 

Sara Bush Lincoln Health 

Center 

16 16 16 100 14 88 11 79 

7 7 5 71 5 100 5 100 

55 53 36 68 34 94 25 74 

67 61 46 75 38 83 32 84 

33 33 17 52 17 loo 14 82 
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Uonen consenting 

No. of wlcald to Intarvlsr I nterv lews FIJI I vsl iaatian 

Recipients and No. Percent of hJront Percent 

uninsured wcmen administered ucvaen adMInistered Of Of 

rho delivered cwlsent form No. ccmseni form No. consents No. Inter4 Iew - --- - State/hospital 

Haina 

Eastern Maine Medical 

Center 
Kannebec Valley %liC?ll 

Center 

13 

9 

81 

90 

10 77 10 

9 tw 9 

190 

100 

16 16 

IO IO 

Yassachusetts 

Brigham and Yawn's SO 50 42 8.4 35 83 18' 51 

Boston City 25 22 I8 82 16 89 8 50 

New York 

52 52 44 85 4s 98 324 74 Harlem HJSpital Center 

Columoia+resbyterian 

Medical Center 

Children's 

Crouse-lrvlng Memsrial 

Saint Joseon's 

Banedictine 

Auourn MemOrial 

56 53 42 79 41 38 23 96 

21 21 16 16 16 100 i0 63 
II 11 0 73 e 100 7 38 

9 9 6 39 8 100 8 100 

25 2s 20 60 14 70 9 64 

24 24 17 71 16 94 1s 81 

West Virginia 

Cnarlestw Area !4adicel 

Center 

Cabell tiuntlngton 

Bluefitld Community 

United Hos>itai Center 

68 68 45 

41 41 37 

69 69 $5 

21 21 16 - 

Total 1,785 1,670b 1,423 
ma*** LY25ill **r=i 

66 

40 

80 

76 

38 84 37 

25 68 23 

39 71 37 

I5 100 16 - -- 

1,157 82 946 
ZSIIOP 111s 

91 

32 

95 

100 

a4 82 

"estimated numar beset on sample results. 

bA total of 115 women left the hospltal before the consent form could be acministered. 
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Of the 1,403 women who consented to be interviewed, we interviewed 
1,167 (82 percent). The interview rates ranged from 64 percent for 
women at Los Angeles County-USC Medical Center to IO0 percent for 
women at 11 other hospitals. For both the 2,3 hospitals at which we used 
the urban interview methodology and the 16 hospitals at which we used 
the rural methodology, the interview rate was 82 percent. (See table 1.2) 

We were unable to interview 246 women (18 percent) who consented to 
be interviewed because: 

146 women were discharged before the interview. For example, 
although we had five staff members conducting interviews at Los Ange- 
les County-USC Medical Center, this was not enough to interview the 
large numbers of consenting women before their discharge. In addition, 
at other hospitals we were unable to interview some women who deliv- 
ered on Friday or Saturday and were discharged by Sunday. 
79 in rural methodology hospitals did not return for face-to-face 
interviews. 
21 could not be interviewed for other reasons, including language barri- 
ers or the physical condition of the woman. 

Demographic data collected for interviewed women was obtained from 
hospital records. Information on educational level and medical prob- 
lems, however, was self-reported. Appendix XIII shows demographic 
breakouts for the 1,167 women interviewed by hospital. 

Characteristics of 
Women Who Did Not 
Consent to an 
Interview 

While we did not attempt to determine why some women declined to 
participate in our interview, we did collect certain data to elaborate on 
them. We asked hospital staff for demographic data from hospital 
records, including maternal age, race, insurance status, and birth out- 
come, on women who did not agree to sign the consent form. Most of this 
data was provided for 267 women. Our analysis of the data showed per- 
centages between women in each demographic group to be comparable 
for age and birth outcome, but not for race and insurance status (see 
table 1.3). 

GAO,‘HI&l%S7-137 Prenatal tkre 



Appendirr 1 
ob,jectlV~ scope, and mthodololpv 

Table 1.3: Interviewed and 
Nonconsenting Women Compared by 
Race and Insurance Status (1986-87) 

Demographic 
Race: 

Black 
White 
Hispanic 
Other 

Percent of women 
interviewed 

84 
77 
87 
53 

Percent of 
nonconsenting 

women 

16 
23 
13 
47 

insurance status: 
Medicaid 
Uninsured 

79 21 - 
86 14 

Thus, relatively more white women, women of other races, and Medicaid 
recipients did not consent to be interviewed. 

Interviews in Spanish ent in this language. Specifically, 261 or 23 percent of the 1,157 inter- 
views were conducted in Spanish. The hospitals at which these 
interviews occurred and the percentage of Spanish interviews at each 
hospital are shown in table 1.4. 

Table 1.4: Hospitals at Which Spanish 
Interviews Were Conducted (1986-87) 

Hospital 
Los Angeles County-USC 

Medical Center 
Kern Medical Center 
El Centro Community 
Memorial Medical Center 
Columbia-Presbyterian 
Harlem Hospital 
Cook County Hospital 
Sumter Regional 
Total 

City/state 
Los Angeles, California 

Bakersfield, California 
El Centro, California 
Long Beach, California 
New York, New York 
New York, New York 
Chicago, Illinois 
Americus, Georgia 

lnt;rv;;;; in 
P - 

No. Percent 

168 86 
14 36 

6 32 
1 6 

26 63 
21 49 
24 39 

1 4 
261 23 

Projection of 
Questionnaire Results women who delivered in each community, we believe the results gener- 

ally describe the prenatal care obtained by Medicaid recipients and unin- 
sured women in the 32 communities studied. In 27 of the 32 
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communities,7 the hospitals included in the study accounted for the 
majority of 1985 Medicaid and uninsured births in the county. For 
example, the selected hospitals in Atlanta and Boston accounted for 78 
and 70 percent, respectively, of 1985 Medicaid-reimbursed and unin- 
sured births in the counties in which they are located. In addition, local 
officials generally agreed that our results reflected the prenatal care in 
their communities. 

Because the communities were judgmentally selected, the results of our 
work cannot be used to compare the adequacy of prenatal care on a 
state-by-statr basis. 

Validation of Prenatal 
Care Received 

cal records to validate interviewed women’s recollection of their number 
of prenatal visits and month of first visit. We identified prenatal care 
providers by asking each woman, during the interview, where she 
obtained care and by reviewing hospital records. Generally, we reviewed 
prenatal records at the locations where a woman received her prenatal 
care or asked her prenatal care provider(s) to furnish such information.$ 

We defined a prenatal care visit as one in which the patient had any 
hands-on contact with a health care provider. For example, a prenatal 
visit could include, but not be limited to, any visit in which any one of 
the following occurred: blood pressure checks, urinalysis, pelvic exam, 
fetal heart beat reading, ultrasound, or RH sensitization injections. We 
did not count visits such as coming to an office solely to pick up vitamin 
pills or to pay a bill. Our definition of a prenatal visit can be considered 
fairly broad. Had we used a more restrictive definition, such as one 
excluding ultrasound tests, our results could have shown an increased 
number of women obtaining insufficient care. 

Overall, we validated 82 percent or 946 of our 1,157 cases. This included 
the 30 cases in which women received no prenatal care. The results of 
our validations at each hospital appear in table 1.2. Validation rates 
ranged from 50 percent for women at Boston City Hospital to 100 per- 
cent for women at 8 hospitals. The 26 hospitals in urban areas had an 

‘The five communities in which the selected hospital(s) did not account for a majority of the county’s 
1985 Medicaid and uninsured births were Los Angeles, Chicago, New York (Manhattan), Buffalo, and 
El Ckntro, California. 

sWe generally did not use hospital inpatient records because these often do not cover the woman’s 
full prenatal period. 
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Appendix I 
Objectives, Scope, and Methodology 

80-percent validation rate, while the 13 rural hospitals had an 88-per- 
cent validation rate. 

Our validation process found that women tended to (1) overstate their. 
number of visits and (2) say they started their prenatal care earlier than 
their prenatal records documented. Overall, women overstated their 
number of prenatal visits by one and stated that their prenatal care 
began 1 month earlier than documented. In addition, women overstated 
their number of visits at 31 of the 39 hospitals. Similarly, women stated 
that their prenatal care began earlier than documented for 38 of the 39 
hospitals. 

We could not fully validate 2 11 cases or 18 percent, for a variety of 
reasons. For example, women received care outside of the country or 
providers did not respond to us or had no record of providing the prena- 
tal care. For providers who told us they had no record of providing care, 
we generally did not count such cases as validated because of the possi- 
bility that the woman’s name had changed, we had contacted a mis- 
named or incorrect provider, files had been misplaced, or other such 
problems had occurred. Also, 40 percent of the women had more than 
one provider during their pregnancy. Unless we could obtain documen- 
tation from all of a woman’s providers, we did not count a case as 
validated. 

For the 211 cases that we could not fully validate, we adjusted the 
stated number of visits and month of first visit. We adjusted by the 
average of the difference between the other 916 cases’D fully validated 
data and those women’s recollections. This adjustment was made by 
individual hospital. For example, at Grady Memorial Hospital we vali- 
dated 68 of 83 cases.lO For these 68 cases, we compared each woman’s 
validated number of prenatal visits to the number she recalled during 
the interview. This comparison showed that these 68 women overstated 
their number of visits by a net average of 3.4 visits. As a result, for the 
13 nonvalidated cases, we subtracted 3 from the number of visits each 
woman recalled during the interview. We then used this adjusted 
number of visits for each of the 13 women as the number of prenatal 
visits for all subsequent analyses. 

‘These 916 cases do not include the 30 cases in which women received no prenatal care. 

loTwo of the re malning 16 cases received no prenatal care and were not used in these calculations. 
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Prenatal Care Visits To determine whether privately insured women in the 32 communities 

for Privately Insured we visited were more likely than Medicaid recipients or uninsured 
women to obtain an adequate level of prenatal care, we asked a sample 

Women of prenatal care providers to review charts of patients with private 
’ health insurance. This resulted in data on 4,047 women. We compared 

the adequacy of care, month of first visit, and number of prenatal visits 
for this group with the same data for Medicaid recipients or uninsured 
women in the 32 communities. 

To develop the data on privately insured women, we used different 
approaches to identify 872 providers in urban and rural areas. For the 
19 urban communities, we drew random samples for each community 
from the telephone book yellow pages for physicians under the specialty 
heading of Obstetrics and Gynecology. This resulted in an original urban 
sample of 716 physicians, as shown in table 1.5. For the 13 rural commu- 
nities, we asked the hospital to provide a list of all obstetricians and 
other prenatal care providers, such as family practitioners or midwives, 
who furnished prenatal care in the area. This resulted in an original 
rural universe of 157 providers. 

We sent a l-page questionnaire to each of the 872 providers. We asked 
that a chart review be conducted of their eight most recent privately 
insured patients who had (1) delivered after an uncomplicated preg- 
nancy and (2) obtained all of their prenatal care under the provider’s 
supervision. We requested each patient’s (1) total number of prenatal 
visits, (2) length of gestation (weeks) at the first prenatal visit, and (3) 
length of gestation (weeks) at delivery. For urban providers, we sent the 
original letter and three follow-up letters. For rural providers, we sent 
the original letter and (because of time constraints) two follow-up 
letters. 

As some of the selected providers who responded had not recently pro- 
vided prenatal care or otherwise did not fit the sample, we revised the 
numbers of selected providers. For example, 105 of the 715 urban prov- 
iders and 32 of the 157 rural providers responded that they had not 
provided prenatal care in the last 12 months or did not meet other crite- 
ria. As a result, we adjusted the urban sample size to 610 and the rural 
universe to 125, or a revised total of 735, as shown in table 1.5. 

Our overall response rate was 70 percent. This included 423 urban 
responses or 69 percent and 88 rural responses or 70 percent. Urban 
response rates ranged from 50 percent in Birmingham and Boston to 90 
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percent in Syracuse. Rural response rates ranged from 43 percent in 
Brunswick, Georgia to 90 percent in Ukiah, California (see table 1.6). 
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Table 1st Response Rates for Questionnaire on Prenatal Care Obtained by Privately Insured Women, by Community (1986-87) 

Initial 
comlunity sanplea 

Revised 
sample 

Birmingham 25 20 
Kvksville 15 15 
~%n--Y 15 15 
LM Angeles 150 122 
Bakersfield 20 18 
Sacramento 30 25 
Atlanta 100 89 
cOltiuS 14 11 
Savannah 15 15 
Chicago XXI 93 
Peoria 20 19 
FkJ&foxd 15 12 
Bansor 6 4 
Ecston 50 4.4 
New York 50 35 
Buffalo 35 29 
Syracuse 30 21 
Charleston 15 13 
I.iuntington LO 10 - - 

Urban 
subtotal 715 - 

Rural: 

610 423 - - 

Selma 6 
-JY 2 
El Centro 7 
Ukiah 10 
Americus 5 
Brunmick 7 
Carbondale 12 
Mattam 9 
ALlglX?.S 28 
Kings ton 21 

7 
Bluefield 9 
Clarksburg 34 

Rural 
subtotal 157 - 

6 3 
2 1 
7 4 

10 9 
4 3 
7 3 

10 5 
7 5 

24 21 
15 8 

7 6 
6 5 

20 E 

125 - 
Total 872 

- 
735 
- 

No. - 

10 
12 
12 
84 
13 
19 
59 

9 

6; 
13 
10 

3 
22 
24 
25 
19 

ii - 

88 - 
511 
- 

RJ%3p3nses 
Percentage 

50 .92 
80 .58 
80 .48 
69 .45 
72 .41 
76 .94 
66 .38 
82 .95 
60 -79 
68 .44 
68 -42 
83 .63 
75 1.17 
50 .54 
69 .88 
86 .4? 
90 .50 
69 .70 
80 .29 

69 .19 

50 
50 
57 
90 
75 
43 
50 
71 
88 
53 
86 

;: 

70 

70 

Saqling error 
No. of Month of 
visits first visit 

.19 
-23 
.24 
.13 
-15 
.24 
.14 
-53 
.10 
.14 
-18 
.12 
.17 
.13 
.18 
.13 
.15 
.36 
.lO 

aCue to the relatively mall number of providers in mst rural ccmunities, 
the sample size is the sane as the universe. 
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Determining 
Adequacy of Care 

To determine the adequacy of prenatal care, we employed the Institute 
of Medicine prenatal care index,” a widely used index based on the 
number of prenatal visits in relation to the duration of the pregnancy, 
the gestational age at the time of the first visit, and the type of hospital. 
delivery service (private or general). For example, the prenatal care 
obtained by a women with a 36-week or longer pregnancy, would basi- 
cally be classified as 

. adequate if it began in the first trimester, included nine or more visits, 
and the physician providing the prenatal care also delivered the baby; 

. intermediate if the care began in the second trimester or included five to 
eight visits; and 

. inadequate if it began in the third trimester or included four or fewer 
visits. 

The prenatal care index classification for women who gave birth at 
other gestational ages appears in table I.6. 

Table 1.6: Institute of Medicine Prenatal 
Care Index Trimester in which 

Wex of care prenatal care bagan 
~e~e~~pn 
W  No. of prenatel visits 

Adequate First 
(Within first 13 weeks) AND 18-21 and 3 or more 

22-25 and 4 or more 
26-29 and 5 or more 
30-31 and 6 or more 
32-33 and 7 or more 
34-35 
36 or more 

and 8 or more 
and 9 or more 

Inadequate Third 
(28 weeks or later) OR 14-21 and 0 

22-29 and 1 or more 

intermediate 

30-31 and 2 or more 
32-33 and 3 or more 
34 or more and 4 or more 
All combinations other than specified above 

For purposes of our review, we classified inadequate and intermediate 
categories as insufficient prenatal care, for two reasons: 

“Institute of Medicine, “Infant Death: An Analysis by Maternal Risk and Health Care,” Contrasts in 
Health Status, Vol. l., ed. by D. M. Kessner. (Washington, D.C.: National Academy of Sciences, 1973, 
p, 68-69.) 
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. Intermediate care involves beginning prenatal care in the second trimes- 
ter. ALQG recommendations and health professionals generally consider 
beginning care in the second trimester to be insufficient. 

l Intermediate care involves no more than 8 prenatal visits for 
pregnancies of 36 or more weeks gestation, kco~ recommendations and 
health professionals generally consider 8 or fewer visits for a pregnancy 
of 36 weeks or more to be insufficient. For example, JUXG recommends 
13 visits for a 40-week uncomplicated pregnancy. If a woman had only 8 
visits during a 40-week uncomplicated pregnancy, she would have 
received only 62 percent of recommended visits. 

In determining adequacy of care, we used only the factors relating to 
number of prenatal visits and gestational age at the time of the first 
visit. We did not use the third factor, type of hospital/physician delivery 
service, to further classify adequacy. Investigators who use this prena- 
tal care index also usually omit this third factor. 

Identifying Federal, 
State, and heal 
Programs to Improve l 

Access to Prenatal 
Care . 

. 

. 

To identify federal, state, and local programs to improve access to pre- 
natal care, we 

interviewed state health department, Medicaid, Maternal and Child 
Health, and other state officials to obtain their views on the adequacy of 
prenatal care in the state and to identify state and local prenatal care 
programs; 
interviewed local officials, such as local health department staff, hospi- 
tal staff, welfare officials, physicians, and other officials familiar with 
prenatal care in the 32 communities visited to obtain further informa- 
tion on state and local programs; 
collected background data on coverage of prenatal care under the eight 
states’ Medicaid programs; and 
obtained descriptive data on selected state or local programs that 
address difficulties of accessing prenatal care. 

We did not attempt to independently evaluate the state and local pro- 
grams to determine their impact on access to prenatal care, but obtained 
copies of any evaluations done by others. 

Also, we held discussions with knowledgeable officials to broaden the 
scope of information obtained. For example, we obtained the views of 
organizations familiar with prenatal care issues, such as the American 
College of Obstetricians and Gynecologists, the Institute of Medicine, the 
Alan Guttmacher Institute, and the Children’s Defense Fund. We also 
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spoke to federal officials in HHS, including HCFA and PEES’S Division of 
Maternal and Child HeaIth and Office of Adolescent Pregnancy Pro- 
grams to obtain information on federaI invoIvement in prenatal care 
issues. Additionally, we reviewed selected laws, regulations, and records 
at pertinent federal offices. 

We did our work between July 19846 and June 1987. Interviews were 
conducted between August 1986 and February 1987. Work was done in 
accordance with generally accepted government auditing standards, 
except that we did not, at the request of the subcommittee, obtain 
agency comments on a draft of this report. 
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Appendix II 

U.S. General Accounting Office Survey of 
Recipients of Prenatal Care 

PATIENT INECRMATICN /_/,/_/_/_-/J/1! 

Al. Delivery date of baby: 

A6. Birth weight (BABY 1): 

7cxFJzK ONE.) 

Month/Date/Year 

A2.Gmtational ageofkmby: 

weeks 

A3.bthe.r'~ age attimeof delivery: 

Y-s 

A4.Mother's race: (CHXK ONE.) 

1. C3B61 Black 

2. 14211 White (Nm-Hispanic) 

3. [3331 Hispanic 

4. I: 111 Aeian or Pacific Islander 

5. [ 63 Other (PLEASE SPECIFY.) 

A.5. Birthoutaxne (BABYl): (CXDZKONE.) 

1. Cl0241 Not lcw (Greater than 2500 
gram 1 

2. C 1OSl Lrw (1501 - 2500 grams) 

3. [ 253 Very law (1500 grm or less) 

A7. Number of prior births: 
(u-iEK!K ONEL.) 

1. [ 4941 No prior births 

2. [ 650) 1 or mxe prior births 

AB. Birth outccme (BABY 2):(QIEIXoNE.) 

1.. c 53 fill term (37 weeks or greater 

2. [ lo] Premature (36 weeks or less) 

3. c 0] Stillbxn 

A9. Birth weight (BABY 2): 

gr- 

(cx-JEcK ONE. ) 
1. [1013] Full term (37 weeks or greater) 

1. c 31 Not lcw (Greater than 2500 
2. [ 1311 Preimture (36 weeks or less) grams) 

3. c 61 Still.?xxn 2. c 71 ION (1501 - 2500 gmns) 

3. c 51 Very 1~ (1500 gram or less) 
-_---w-w- _-------- ____-_-----w-w 

Alo. Mother's Aare: 

All. Mother's insurance status at time of delivery: (am3 ONE.) 

1. [ 6051 Received Medicaid 

MedicaidNunizer: 

2. I: 5521 Uninsured 
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Appendix I1 
U.S. General Accounting Office Survey of 
Redpients of PrenataJ Care 

INIRQDUCI‘ICN 

I'm with 
the U.S. General Accountinq Office, an 
independent agency of the 6.S. Congress. We 
are interested in talking to wcnen like you 
amurdthe axntry to learn about your 
experience in getting rrsdical care during 
your pregnancy. The Ccngresswouldlike 
this information to help them make decisions 
about inproving prenatal care. 

Wewant to seeifyouhad anyproblems 
getting your pregnancy checkups during your 
recent pregnancy. By checkups wemeanany 
prenatal visits you made to any doctor, 
midwife, nurse, or other medical person to 
seehcwyouandyour babywere doing. 

Your identity and that of your baby will be 
kept private- GAO will not reveal your 
names tothepublic or any government agency- 

Do you have any questicns? 

1. 

2. 

A. 

First, I'm going to ask you a few 
questions about thepregnancycheckups 
thatyoureceived. 

Did you visit a doctor, nurse, or 
midwife for pregnancy checkups before 
your delivery? (CHECK ONE.) 

1. Cl1271 Yes (02 'TO UJESTION 2) 

2. [ 301 No (GOT0 cuEsrION12) 

Now,IwanttotalkabxthCkrrfany 
visits for pregnancy checkups you 
had before your recent delivery. 
(PROBE, mE I~Rl!CI'I~ BEXW) 

Did you use a calendar or appointment 
cards to help remind you ahout your 
pregnancycheckup appointments? 

Do you have the (calendar), (cards) with 
you? 

- (IFSHECOES) May1 seeit?Cou.ld 
you shrwmsonthe calendar/cardswhich 
dates you had your pregnancy checkups? 

- (IF SHE DOESN'T, CONTINJE) 

8. 

C. 

D. 

E. 

3. 

Date of Interview: 

Did the medical Person tell you about 
the pregnancy visit schedule you were 
going tohave? (PROBE FORATIMETABIE 
OR %HEDULE OF VISITS -- IXXCING FOR 
SYSTEMLIKEONCEAMONTH,lWICEAMXl'H, 
Fpc. 1 

Did you generally keep all your 
appointments? 

NEXT, SI-DVCALENQAR 

Let's walk through this. I'm going to 
shm you a calendar with all the nonths 
of the year on it. In which sonth did 
yw findout thatyouwerepregnant? 
Thinkabout thepregnanqcheckups that 
you nede. Can yw show me on the 
calendar when you made your pregnancy 
checkup visits? (GO BACK OVER EACH 
ICNTHANDASKABOUITHENU+lBEROF 
VISITS. ITMIMTBEEASIERTOBEGIN 
WITHTHEFIRSTVISITANDGOTHRCUGHTHE 
PERIaDOFTHE PREGIANCY. TRY'IQUSE 
MENIALCUESSUCHASHOLIDAYS, VISITIIG 
RELATIVES, WEATHERPATl'ERNj, SHOPPING 
VISITS, Ex.) 

ATACHCJUNDARToCUESCIONNAIRE 

IFTHECALENDARIXZSN'TWORK- 

When youwent foryowrpregnancy 
checkups, did you do other things at the 
same time thatrnighthelpyou remember 
about thetimesyouwent for pregnancy 
checkups? 

ENTEZRltYALNU.lBER -- 
OF VISITS 

Isthisthenunberoftimesthat 
you went forpregnancycheckups? 

Based on our discussion, you said t&t 
your first pregnancy chedq was in 

(READ BACK MOIWH.) In what 
month of your pregnancy was this? 

(2nd, 3rd, . . . 9th) 



4. Whenym got yourpregnancycheckups. 
did you go to the same place each time 
or did you go to different places? 
(RFm.) (cxIiFm ONE.) 

1. [ 6751Went to sme place 

2. [ 4523 Went to different places 

5. I amgoirq tomenticm suneplaceswlxre 
you wuldhave gene forpregtnncy 
checkup visits. Plaase tell me where 

uwektmstofthetime. F- WAD. 1 
cL%iFm ONE.) 

1. [ 2891 Wospital clinic 

2. [ 3%]Imal health depart. clinic 

3. [ 3583 Ibctor's office 

4. r 51Midwife service 

5. [ 213 CXxtbination (SPECIFY.) 

5. c 11 Ccmbinatian (SPEKXFY.) 

6. [ 173 Other (PLEASE SPECIFY.) 

8. What is (are) the namek.), address( 
and locatim of all the place(s) where 
you gotyourpregnancycheckups? Also, 
hc+JmPw ch&up visits did 
you mke to each place? 

PLA!ZE NUBELR OF 
VISrrs 

1. -m 

2. -- 

6. [ 593 Other (For. example, 
admission to a hcspital-- 

any uthers?) 3. -- 

6. Wcruld you have preferred tc have gcme to 
m place other than (ANSWER IN 4.5) 
for yourpregnancycheckups? FKYIRL CUIBER OF VISITS (MUSI 
(cl?EcK OFE.) EQAL NUMBER IN QJESTION 2E.) 

1. [ 1.563 Yes (Go To QUESTION 7) 9. Most of the time, who gave your 
(MUSTBEPLXENDT pregmncych&upswheny~~~were 
MIShTIoNED IN QJESTION 5.) pregnant? (LISTEN.) (CHECKONE.) 

2. c 9711 No (a0 TO QJ!ZSTION 8) 1. [ 847JDoctor 

7. which place muld you have preferred to 2. [ 621 Midwife 
have gcme rmxt of the time? (LISTID.) 
(lzHEEK ONE.) 3. c 1571 Nurse 

1. [ 203 Hospital clinic 4. [ 553 Ckmbinatim (PLEASE SPECIFY.) 

2. [ 11) Local health depart. clinic 

3. [ 1073 Lb&or's office 5. c l] Other (PLEASE SPECIFY.) 

4. c 11 Midwife service 6. [ 53 Don't krlw 
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10. Would you have preferred aawmeother 
then a(- IN Q.9) to have given you 
ym.rpnqnmcy checkups? (C-incXONE.) 

1. [75] Yes (Go m txrIs.wIoN 11) 
(MUSl'EEWPEOFPKJVI~ 
mMEwrImimIN 
QUESTION 9.1 

2. c10521 No (a0 l'0 LXJFSMON 12) 

11. Who wuld you have preferred to have 
given you your prqmtncy checkups? 
(LISTEN.) (CHEEK ALL THAT APPLY.) 

1. [ 611 Dxtor 

2. c 53 Midwife 

3. c 11 MJrse 

4. c l] ccmbinaticm (PLEPSE SPECIFY.) 

5. c B]Other (PLEASE SPE)cI~.) 

6. c 11 txxl't knoM 

12. I'm c&ng to read a list of mamns tiy 
same wmm da not 93 earlier or mre 
often for pregmncy checkups. Sane of 
these reascmsmayormynotapplyto 
you. WhenIreadareascmthatdoes 

You did not gc earlier or mxe often 
forapregnancycheckupbscause.. . 

1. C 1023 Youdidnothaveanycne 
totakecareofyourother 
children 

2. [ 641 You could not miss work or 
schcal 

3. [ 1873 You did not have a way 
to get to the clinic or 
doctor's office 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. [ 791 You did not think it was 
iqqrtanttoseeadoctor, 
nurse, or an&her medical 
persm earlier or mre often 

12. 

13. 

14. 

15. 

[ 313 There are 110 local doc*ors, 
midwives, or nurei8 

[ 911 You could not get a dgdor, 
midwife, or nurse to See yoU 

[ 1031 You did not knc%~ where to 90 
for care 

You did mt go earlier or more often 
foraprqnancycheckupbecause. . . 

[ 1001 You felt the wait in the 
doctor's office or clinic 
was too long 

[ 601 You felt the office hours 
wxe not cctwenient 

[ 1341 You could not get an 
appointment earlier in 
your wegnanq 

C 203 You can't speak English 
verywelland you could not 
ftiaqcne~spokeyour 
language 

[ 1241 You did not want to think 
abut being pregnant 

[ 961 You had too my other 
problemstoworry~ti 
getting care 

You did not gc earlier or mare often 
forapregnancycheckupbecause... 

[ 2851 You did mt knw that you 
werepregnant 

[ 821 You were not sure that you 
wanted to have the baby so 
ypu didn'tgotoa dcctor, 
midwife, or nurse 
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16.C 144]Youknewwhattodosince 1. [ 3351 Yes (mm wEsrIafJl8) 
you had been pregnant before 

2. [ 8211 No (Go lo QJEmIcN15) 
17. [ 97) You ore a little afraid of 

medical tests and examinations /JJJJJJJ/3/ 

18. [ 981 You were afraid to find out 15. Didyouever try toget anMedicaid 
you mm Prwt during thispregnancy? (CHICKONE.) 

You did hot go earlier or mere often 1. [ 4581 Yes (GO RI WESTION 16) 
for apregnancycheckupbecause . . . 

2. c 3E*QlNo (COmWEzmoN20) 
19. [ 891 You did not want to tell 

your baby's father, parents 16. I'm going to mention scme problems that 
or other family members sane ~*nrmen have had in getting on 

Medicaid. You might or might not have 
20. [ 441 You did not like the doctor's experienced any oftlxasepmblems. when 

doctor's or nurse's attitudes I read a problemthat~havehadwith 
getting on Medicaid, please tell me. 

21. [ 123 You thought you might have (RFAD.) (CHECKALLTKATAWLY.) 
problem with the Imigration 
people 1. [ 102) At first, you did not kn~ 

that you qualified for 
22. [ 2591 You did mt have emugh 

nmey to py for ycur visits 

** 

Medicaid 

2. [ 46]Youdidnotkn~wlmtosee 
about getting onMedicaid 

23. [ 571 You were not eligible for 
Medicaid 

3. [ 471 It tak a long time for you 
to cmplete your Medicaid 
form. [IF CHEFED, FWD (a)] 

24. [ 791 You had problems with ' 
Medicaid (a) HEW long did it take to 

mnplete ycnu: Medicaid 
25. [ 511 Other (PLU!SE SPECIFY.) fOITl-6? 

WedCS -- 
26. [ 3401 You had M problem in 

cgQ$l&~~a~~P 

Q!.EEIcrJ 14.) ' 

4. [ 1201 After you turned in your 
Medicaid form, it tcok a 
lmgtimato receive your 
Medicaid card [IF CHEKXSD, 

13. Of all the! reasmra that applied to you, 
(READE4CKRElMB~ SHEGAVE) whichme 
wastknrxtinportant inkeepingyou 
f-g@-ngp- checkups earlier 
ormmoften? (EhTTERBFRcM 
cglEsTIcw 12.) 

READ (aI1 

(a) Hckr long did it take to 
receive your Medicaid card? 

weeks -- 

-- 
14. Were you cm Medicaid at the time you 

weretold thatyouwerepregnant? 
(Lmlm.) 

5. c 3] Your Medicaid application 
was not approvedbecauseyou 
did not went toidentifythe 
father of your child 
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6. [ 106) You did not meet Medicaid 
eligibility rwquirefnents 

3. [ 69) A doctor, nurse, or midwife 
vzxrld not -Medicaid 

patients 
7. [ 171 The lccaticm of the Medicaid 

office was not convenient 

8. [ 621 You had other problems 
qualifying for Medicaid 
(PLEASE SPECIFY.) 

4. [ 431 You lost your Medicaid 
coverage while you were 
pregnant. [IF CHECKED, 
READ (a)l. 

(a) Whydidyou lose your 
Medicaid coverage? 

9. [ 1583 You had no problems with 
getting onMedicaid (IF NC 
PRCBU3-L Go 'I.0 CLtESTION 18.) 

17. Did any of these problems keep you from 
going earlier or more often for 
pragnancycheckups? (REJJD LISJ! IN 

5. [ 451 Other (PIEASE SPECIFY.) 

QJEZTION16AGAIN. CHFCKBJXESMHICH 
REPRESEWJ?ITl%SMTHWNtMBERIN 
(JJESTION 16.) 

6. [ 4571 You had no problans with 
Medicaid (IF No PROBUM, Go 
M CJJESTION 20.1 

1. [ 82) Ye6 (Crerrc ALL THAT APPLY.) 

Cl21 IX1 C71 C261 
12 3 4 

co1 c311 Cl1 Cl71 
5 6 7 a 

19. Did any of these probl- keep you from 
going earlier or trwre often for 
pregnancy checkups7 (READ LIST IN 
QUESTION 18 AGRIN. CHDCK BOXES WHICH 
REPRESENT Il 'EMSWl?l!HSAMENUMBERIN 
Q~ESIICN la.1 

2. [ 2181 No 1. [ 721 Yes (CHEM: ALL THAT APPLY.) 

(IF INJ.'EZVIEWEE IS A MEDICAID RECIPIENT, C61 Cl81 C3al Cl61 Cl11 
CXWl'INUE; IF WI, 03 lU WES'TION 20.) 12 3 4 5 

la. I'm going to mention scxne additional 2. c 1101 No 
problems that sane pegrle have had with 
Medicaid. You might or might not have 20. NW, I'm going to ask you some other 
experiencadanyoftheseproblems. When questions related to our study. 
I read aproblemthat~havehad 
with Medicaid, please tell me. (READ. 1 what is the closest hospital to your home 
(CHDXALLTHAT APPIY.) where you could have delivered your 

baby? (LISTEN.) (CHECK ONE.) 
1. [ 291Youdidnotkncwthat 

Medicaid would pay for 1. [ 6411 Same as hospital where she 
pregnancy checkups delivered 

2. [ 403 You did not have enough 
rrca~y to pay for visits even 
tiugh you were cn Medicaid 

2. [ 4671 Different hospital than 
where she delivered 

3. [ 491 Doesn't knew 
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21. Could you tell me why you delivered your 
baby at hospital? 

harm! of) 
(LISTElU.) (CHECK ALL THAT APPLY. ) 

1. [ 6321 You wanted to deliver your 
baby at this hospital 

2. [ 3173 Your doctor, midwife, or 
nurse told you to ameto 
this hospital 

3. [ 1073 Other hospitals required 
youtopay adepceitor 
a higher depceit before 
getting into the hospital 

4. [ 723 This was the only hospital 
that wuld take you 

5. [ 853 This was the only hospital 
in the area 

6. [ 1351 Other (PLEASE SPJXIFY.) 

22. Did you have any medical problems just 
beforeorduringyourpregMncythat 
causedyoutohavemorepntgMncy 
checkups? (CnmcO~ 

1. [ 3733 Yes (GO 'RI -IcW 23) 

2. [ 7841 No (CD ?u QJEZSTION 24) 

23. what mdical problem(s) did you have? 
(LISIW.) (CMEKXALLTEIAT APPLY.) 

1. [ 411 Diabetes 

2. [ 551 High blood pressure 

3. [ 341 Bleeding 

4. [ 493 Anemia 

5. II 83Toxemia 

6. [ 441 Bladder infection 

7. c 31 Heap% disease 

8. [ 131 Overweight 

9. c 81 Alcchol or drug related 
problem 

10. [ 2131 other (P?.J%SE SPEXXFY.) 

24. Did you participate in any special 
programsduringywrpregnancythat~re 
intended tc help you get p-q 
checkups earlier or more Often.? 
(LISTEN.) 

1. [ 109] Yes (PLEASE LIST.) 
(IFYES, CCWFIFM. PROI%+- 
‘Was this programirxtended to 

help you get prglnancy chedcups 
earlier or more often?') 

4. [ 9651 No 

25. In your opinion, hanr wrtant or 

Is it . . . 

1. [lo671 Very important 

2. [ 721 Considerably irrportant 

3. [ 121 Slightly iqortant 

4. L: 5lNotiqmtant 

26. What mcmth of pregnancy do you think is 
about the right tima for sunecme to 
start seeing a doctor, midwife, or nurse 
for pregnancy checkups? (LISTEN.1 
(PROBEFoRtK%'IW.) 

nonth (Zna, 3rd, . . -9th) 
(O=as soonas she finds out 
she is pregnant) 

c 1551 Don’t knew 
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27. what is the highest level of 
education that ym have had? 
e?EAD.) (CHEKX ONE.1 

1. [ 1553 1 - 8 grades 

2. C 4101 Sane high schcol 

3. [ 3451 Graduated fmhigh s&o01 or 
G.E.D. 

4. [ 2111 Saw allege or technical scbml 

5. [ 291 Graduated fm college 

6. c 71ksdnc&i.ng 

28. This cmpletes our intervim with you. 
D3youhaveanycomnents~utthe 
questions we are askiq or about the 
study in $pzneral? mites 
BELCWCRONBKXOFPAGE.SEE 
PRoTDcoL FOR cm%) 

NOTE: IF INTEWIEMEE ASKSEURAa3PYOF 
TETIEREPOKI',PLEMEASKFCBEIER 
NAMEANDADD~. mwIi.ALs~ 
HERACW'Y.(EHFEX?CODE.) 
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&pendix III 

Patient Consent to Participate in GAO Study 

Patient’s Name: 

The United States General Accounting Office (GAO) is an independent 
agency that helps the Congress understand how certain programs are 
working. People from GAO are doing a study to determine the amount of 
medical care received by pregnant women and to find out what expe- 
riences pregnant women have had in getting pregnancy checkups before 
giving birth. 

GAO representatives have asked 
(hospital name) to ask you if you will agree to participate in this study. 
There are two parts to the study: 

1. During the first part of this study, GAO representatives will be asking 
you questions about your experience in getting medical care before your 
baby was born. 

2. During the second part of this study, GAO representatives will review 
your hospital and other medical records. They will be interested in how 
many visits you had to a doctor or nurse before your baby was born, the 
date of your first visit and other factors that may have affected the 
amount of prenatal care you received. 

The representatives of GAO will tell you more about why they would like 
to have this information. They will also tell you their plans for keeping 
the information private. 

If you are willing to participate in this study, you are requested to sign 
this form. If you sign this form, you will be agreeing to two things: 

1. To talk to GAO representatives about this study and answer some 
questions for them. 

2. To have your (hospital 
name) and any doctor’s, County public health department’s, or other 
medical records reviewed by GAO to determine information such as the 
number of times you visited the doctor or nurse before your baby was 
born, the date of your first visit and other factors that may have 
affected the amount of prenatal care you received. 

Your participation in this study is voluntary. You are free to refuse to 
answer any questions. If, at any time, you decide you do not want to talk 
to the GAO representatives any more or you do not want them to see 



Patient Consent to Participate in GAO Study 

your medical records, they will stop upon your request. This will not 
affect your care and treatment in any way. 

Your identity and that of your baby will be kept private-GAO will not 
reveal your names to the public. 

You should feel free to ask questions of the hospital staff or of the rep- 
resentatives from GAO. 

I hereby agree to participate in the study to be conducted by GAO, 

I hereby authorize (hospital 
name) and my doctor, County health department or any other person 
providing pregnancy checkups to allow my medical records be reviewed 
by the General Accounting Office. 

This day of , 1986. 

Witness Patient 
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Append&IV 

Prenatal Care Obtained by Medicaid Recipients 
and Uninsured Women, by Hospital 

The following tables show the results of our interviews at each partici- 
pating hospital with respect to the adequacy, timing, and number of pre- 
natal visits obtained. 

Table IV.1: 

Adequacy of Prenatal Care Receive0 by Medicaid Recipients 

and Uninsured Woven, By Hospital (1986-87) 

State/hospital 

Prenatal care indexa 

Inadequate Intermediate Adequate 

Percent Percent Percent T&a I 

No- - - - of total NO. of totat No. no of total . 
- 

Tota I 230 19.88 4% 42.87 431 37.25 II57 

Alabana 

cooper Green 

liuntsvi I le 
Baptist kdical Center 
Vaughan Regional Madlcal Center 

Edge Mnorial 

California 

Los Angeles County-USC Medical Center 

Mmorlal k@dical Center 
Kern Medical Center 
sutter Cannullity 
El Centro Czmwnity 

ilkiah General 

4 11.43 I6 45.71 15 42.86 35 

0 42.11 6 31.58 5 26.32 19 

6 21.27 12 54.55 4 19.18 22 

4 8.89 JO 66.67 11 24.44 45 
3 12.50 I3 54.17 0 33.33 24 

50 29.74 90 46.15 47 24.10 195 

3 17.65 8 41.06 6 35.29 I7 

12 30.77 15 30.46 I2 30.77 39 

2 7.69 II 42.31 13 50.00 26 

4 21.05 6 31.50 9 47.37 19 

1 5.56 8 44.44 9 50.00 18 

Georgia 

Grady MEmorlal 24 28.92 37 44.58 22 26.51 83 
Georgia Baptist kdlcal Center 1 8.33 4 33.33 7 58.33 12 
HBdical Center (Columbus) 5 19.23 12 46.15 9 34.62 26 
knorial F(Bdlcal Center 6 26.09 I2 52.17 5 21.74 23 
Suntar Regional 6 26.09 5 21.74 12 52.17 23 
Glvnn-Brunswick Menorlal 5 20.83 14 58.33 5 20.83 24 

Cook County 13 21 .Jl 30 49.18 18 29.51 61 
lngal ts MBnoriaI 2 50.00 2 5o.oc . . 4 
St. Francis Mica1 Center 3 21.43 5 35.71 6 42.86 14 
MBthodlst Medical Center . . . 5 100.00 5 
Rockford Mmxial 6 17.65 9 26.47 13 55.88 34 
Mnorlal tbspital (Carbondale) 5 ‘3.16 13 34.21 20 52.63 38 
Sara Bush Lincoln Health Center 1 5.88 7 41.18 9 52.94 17 



Kennebec Va I Isy Medical Center 

Eastern Paine M+dical Canter 

Brighm and Wonan's 2 5.71 12 34.29 21 60.00 35 

eo5ton city 3 18.75 8 50.00 5 31.25 16 

tmlall Hospital Center 
CoIunbia-i 'reSbyterian HBdical Center 

Grouse-Irving Mnorial 

St. Josspn'S 
chi Idrso's 
Sened I ct I ne 

huburn Hsnorial 

West Virginia 

Char leston kea Hedical Center 
Catml I tluntington 

t3luefiald Cimmunity 
United k&pita1 Center 

Prenatal care index" 

lnadeqwate t +mnadl dte Adequate 

NO. - 

15 

5 

. 

. 

Percent 
of total 

Pwcmt Psrcsnt 

NO. - of total NO. of total -- 

Total 

T 

11.11 I Il.11 7 77.78 

4 40.00 6 60.00 

9 

IO 

34.88 I9 44.19 9 20.93 43 

17.07 23 56.10 11 26.83 41 

. 2 25.00 6 75.00 8 

12.50 3 37.50 4 50.00 8 

31.25 5 31.25 6 37.50 16 

. 2 14.29 12 85.11 14 

. 4 37.50 10 62.70 I6 

21.05 

10.26 
12.50 

17 44.74 I3 34.21 38 

6 24.00 I9 76.00 25 

16 41.03 19 48.72 39 
7 43.75 7 43.75 16 

'Each category includes pregnancies with self-reported medical CanpliCatlmS. Speci f ica I IV, inadequate 

includes 50 such cases. intenediats includes 149 such cases, and adequate includes I74 such cases. 
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Appendix N 
Prenatal Care Obtained by MediM 
Redpienta sRd Uninsured Women, 
by Hospital 

State/hospital 

Tota I 

9labana 

Cooper Green 
tluntsv I I le 

Baptist lgdical Center 
Vaughan Regional Mdical 

center 

Edge Menor i a I 

California 

Los Angeles County- 

USC Mica1 Center 

Mmwial Medical Center 
Kern Msdlcal Canter 

suttw cumnunlty 
El Centro Cunsunity 
Uk I ah Genera I 

Gewgla 

Grady Manor i a I 

Georgia Baptist Fgdlcal 
center 

Medical Center (Columbus) 

Mnorlal bdical Center 
Swnter Regional 
Glynn-E-unswick MBnwlal 

I I Il l lOIS 

co&. county 
Ingalls Wnorial 

St. Francis Medical Center 

&thodlst Msdicai Center 
Rockford Menorial 

Morlat Hospital 
(Carbonda la) 

Sara Bush tlncoln Health 
c-enter- 

Trimester 

Table fV.2: 

Timing of Prenatal Care Cbtained by Medicaid Recipients 

and Uninsured Wanen, by Hospital (1986-87) 
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First Second Third No core Tota I 
No. Percent No. Percent No. Percent No. Percent No. -- - 

30 

. 
2 
I 

. 

1 

II 

2 

2 

. 

. 

2 
. 

1 

I 

. 

2 

. 

. 

. 

. 

. 

522 45.12 479 41.40 126 10.89 

16 45.71 16 45.71 
6 31.58 6 31.50 

5 22.73 15 68.18 
I8 40.00 24 53.33 

12 50.00 10 41.67 

3 0.57 
5 26.32 
1 4.55 
3 6.67 

I 4.17 

66 33.85 08 45.13 

6 35.29 9 52.94 
14 35.90 18 46.15 
14 53.85 10 30.46 

9 47.37 6 31.58 
10 55.56 7 38.89 

30 15.38 

. 

5 12.82 
2 7.69 
4 21.05 

I 5.56 

34 40.% 36 43.37 
0 66.67 3 25.00 

9 34.62 15 57.69 
0 34.70 9 39.13 

13 56.52 4 17.39 

6 25.00 I5 62.50 

11 13.25 

1 8.33 

1 3.85 
5 21.74 

6 26.09 

I 4.17 

23 37.70 29 47.54 

1 25.00 2 50.00 

9 64.29 3 21.43 

5 100.00 . . 

20 58.82 9 26.47 
22 57.89 I3 34.21 

11 64.71 5 29.41 

9 14.75 

I 25.00 

2 14.29 

. 
5 14.71 

3 7.09 

1 5.88 

2.59 1157 

. 

10.53 
4.55 

. 

35 
19 
22 

45 

4.17 24 

5.64 195 

11.76 17 

5.13 39 
. 26 
. 19 
. 18 

2.41 83 
. 12 

3.85 
4.35 

. 

8.33 

. 

. 

. 

. 

. 

. 

26 
23 

23 

24 

61 
4 

14 

5 

34 

30 

17 



. 

Prenatal Care Obtained by Medicaid 
Recipienta and Utdnmred Women, 
by Hospital 

State/hospital 

Maine 

Kennebec Valley Medical 

center 
Eastern Maine Medical 

canter 

Massachusetts 

Brighen and Wanan's 

Boston city 

New York 

Harlen Hospital Center 

CoIunbia-Presbytarian 

Medical Center 
Grouse-Irving MenorlaI 

St. Joseph's 
Children's 

Benedictine 
Auburn Mencrial 

West Virginia 

Charleston Area Madical 

center 
Cabell HuntIngton 
Bluefield Ccmnunity 
Unlted Hospital Center 

Trimester 
First Second Third No care Total 

No. Percent No. Percent No. Percent No. Per-cent No. -- -- -- --- 

7 77.70 I 11.11 1 11.11 

8 80.00 2 20.00 . . 

25 71.43 9 25.71 I 2.86 
6 37.50 a 50.00 2 12.50 

II 25.58 23 53.49 7 16.28 2 4.65 43 
15 36.59 22 53.66 2 4.88 2 4.88 41 

7 87.50 I 12.50 . . 
5 62.50 3 37.50 . . 
6 37.50 7 43.15 2 12.50 

12 85.71 2 14.29 . . 
II 68.75 5 31.25 . . 

I5 39.47 I8 47.37 5 13.16 

19 76.m 6 24.00 . . 
23 50.97 12 30.71 4 10.26 

1 43.75 fJ 50.00 I 6.25 

. . 9 

. . 10 

. . 35 
. 16 

. . 8 

. . El 

I 6.25 16 
, . 14 

. . 16 

. . 38 

. . 25 

. . 39 

. . 16 
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Table IV.3 

Prenatal Vlslts Mwds by Hedlcaid &cipfernts and 

Uninsured Wcmen, by Hospltal (1986-87) 

Wo. and psrrnnt of viSitSa 

0 l-4 5-8 9-l 2 13+ Tot.3 I 

State/hospital No. Percent Ho. Percent No. Percent No. Percent ND. Perced now Hem Meanb __-_ ------ -- -- 

Total 30 2.59 144 12.45 277 23.94 376 32.50 330 28.52 1157 9.86 0.07 

hlabma 

CcQper Green 

Huntsvl I le 
Baptist Hsdical 

Canter 
Vaughan Regiona I 

Medical Center 

Edge Mmwrlal 

Callfornla 

Los Angeles 

county-USC 
t4Alcal 

Ctmter 
Mwnorlal Wical 

Center 
Kern Hadical 

Center 
Sutter Canunity 
El Centro 

Caaraunlty 
Uklah General 

Gewgla 

Grady Manwlal 

Georgia 6aptist 
Medlcal C%nter 

Msdtcal titer 
(Colunbur) 

Msnorlal Fgdical 

Center 
smtw RegIona I 

Glynn-Ewunsulck 

Henwial 

. 
2 10.53 

1 4.55 

. . 

1 4.17 

11 5.64 

2 11.76 

2 5.13 
. . 

. 

. 

2 2.41 

. 

1 3.85 

1 4.35 
. . 

2 8.33 

2 5.71 6 11.14 

3 15.19 3 15.79 

6 27.27 40.91 

2 
I 

4.44 

4.17 
37.70 
41.67 

36 18.46 27.69 

2 

8 
1 

3 
1 

10 

. 

4 

3 
1 

3 

11.76 11.76 

20.51 
3.85 

17.95 

34.62 

l?J.79 
5.56 

5.26 

11.11 

21.69 30.12 

. 

9 

17 

IO 

54 

2 

7 

9 

1 

2 

25 

2 

2 

8 
7 

7 

16.67 

15.38 7.69 

13.04 

4.35 

12.50 

34.78 

30.43 

29.17 

9 25.71 I8 51.43 

7 36.84 4 21.05 

2 9.09 4 18.18 

17 37.78 9 20.00 

10 41.67 2 8.33 

56 28.72 

7 41.18 

7 17.95 

IO 38.46 

4 21.05 

2 Il.11 

30 19.49 

4 23.53 

I5 38.46 

6 23.08 

1 57.89 19 13.00 12.75 
I3 72.22 18 14.33 13.11 

24 28.92 

9 75.00 

11 42.31 

IO 45.48 

4 17.39 

7 29.17 

4 16.87 

I 8.33 

8 30.77 26 9.81 9.36 

I 4.35 

II 47.03 

5 20.83 24 8.63 8.94 

35 12.97 Il.55 

19 8.66 7.86 

22 7.18 6.94 

45 9.73 9.53 

24 8.56 7.20 

19s 8.09 7.63 

t7 9.06 9.00 

39 9.92 7.88 

26 9.96 10.19 

83 7.88 7.28 

I2 9.58 8.09 

23 7.74 6.73 

23 11.96 10.19 
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prenatal Care Obtained by Medicaid 
Recipients and Uninsnred Women, 
by Hospital 

No. and percent of visit?? 

0 l-4 5-8 9-l 2 13+ Tota I 

State/hospi tsl No. Percent N3. Percent No. Percent No. Percent No. Percent - -_------- = s Maeanb 

9 31.15 61 9.90 0.24 
. . 4 5.00 4.67 

3 21.43 14 El.50 7.60 

3 60.00 5 12.40 12.00 

3 38.24 34 11.91 11.26 

3 34.21 38 IO.84 9.00 

2 11.76 17 9.29 7.67 

Illinois 

Cook County . . 9 14.75 16 26.23 17 27.81 
lngal Is Manorial . . 2 50.00 2 50.00 . . 

St. Francis Medical 
Center . . 3 21.43 4 28.57 4 28.57 

Mvthodlst Wedical 
center . . . . 2 40.00 

Rockford Msnorial . . 3 8.82 7 20.59 11 32.35 

Manorlsl Hospital 
(Carbonds le) . . 3 7.09 8 21.05 14 36.84 

Sara Bush Lincoln 
Health Center 6 . 1 5.88 6 35.29 8 47.06 

Maine 

Kennebec Va I Icy 
Medical Center . - . . . * 5 55.56 4 44.44 9 13.22 12.00 

Eastern Msi ne 
Medical Center . . . . 4 40.00 2 20.00 4 40.00 10 10.80 11.17 

Massachusetts 

Brighen and 
wanen ’ s 

Boston city 
. I 2.86 a 22.86 18 51.43 8 22.86 35 10.77 10.57 
. 3 18.75 5 31.25 6 37.50 2 12.50 16 8.44 9.00 

New York 

liar Ian Hasp I ta I 
Center 2 4.65 II 25.58 14 32.56 12 27.91 4 9.30 43 6.95 5.75 

Colmbls 

Presbyterian 
MedIcal Center 2 4.88 3 7.32 5 12.20 24 58.54 7 17.07 41 9.93 9.79 

C+-owe-lrvlng 
Mmwrial . . . . 4 50.00 . . 4 50.00 8 12.63 8.00 

St. Joseph’s . . I 12.50 1 12.50 4 50.00 2 25.00 8 11.38 9.06 
Chl Idren’s 1 6.25 4 25.00 . . 5 31.25 6 37.50 16 IO.81 8.63 
Bsnedlctlne . . . . 1 7.14 4 28.57 9 64.29 14 14.43 If.00 
Auburn Manorlal . . . - 1 6.25 5 31.25 10 62.50 16 13.25 It.63 

west Virginia 

Char leston kea 
hbdical Canter . . 4 10.53 6 15.79 10 26.32 18 47.31 38 11.84 9.35 

Cabell l-!untingto” . . . . . . 9 36.00 16 64.00 25 14.08 12.50 

Bluef leld 
cuflmunlty . . I 2.56 11 28.21 15 38.46 12 30.77 39 10.92 10.37 

Unlted Hospital 
Center . . I 6.25 3 18.75 5 31.25 7 43.75 16 11.56 11.09 

‘Each range Includes pregnancies with self-reported medical complications. Specifically, l-4 includes 28 such 

cases, 5-8 includes 63 such cases, 9-12 includes 123 such cases, sod 13t Includes 157 such cases. 

bThls mean was calculated to exclude conpl lcated pregnancies because this Is how the privately insured wanen’s 
meen was develqxd, and Including such pregnancies *ould increase the mean. 
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Prenatal Cam Obtained by Medicaid 
Recipients and Uninanred Women, 
by Hospital 

Table IV.4: 

Prenatal Visits Made by Medicaid Recipients and Uninsured Wane” who Began Care 
in First Trimester, by Hospital (1986-87) 

State/hospital 

Tota Is 

No. and percent of visitsa 
l-4 5-8 9-12 13+ Total 

No. Percent No. Percent No. Percent No. Percent -------- no. Msan l+3anb 

23 4.41 81 15.52 181 34.67 237 45.40 522 12.19 11.08 

Alabena 

Cooper Green 

Huntsvi I le 
Baptist Madical Center 

Vaughan Regional 
Medical Canter 

Edge Msnwlal 

1 6.25 1 6.25 3 18.75 11 68.75 16 15.38 14.30 
. . 1 16.67 3 50.00 2 33.33 6 12.00 11.20 
I 20.00 . . 1 20.00 3 60.00 5 10.80 10.25 

. . 7 30.89 5 27.70 6 33.33 IS 10.56 10.36 

. . 4 33.33 7 56.33 1 a.33 12 9.83 7.40 

Caiifornia 

Los Angeles County- 
USC Medical Center 

Mnocial Mdlcal Center 
Kern Medical Center 

sutter cimmunity 
El centro cmlunlty 

Uki ah Genera I 

6 9.09 14 21.21 25 37.08 21 31.82 66 10.29 10.28 
. . . . 4 66.67 2 33.33 6 11.83 11.00 
1 7.14 I 7.14 I 7.14 11 70.57 14 14.79 13.11 
. . 3 21.43 6 42.06 5 35.71 14 11.79 12.22 
. . . . 1 11.11 a 88.89 9 17.33 15.33 
. . 1 10.00 . . 9 90.00 10 16.50 16.00 

Georgia 

Grady Mmorial 4 11.76 9 26.47 10 29.41 II 32.35 34 IO.09 9.65 
Georgia Baptist Msdical 

Center . 1 12.50 6 75.00 I 12.50 8 lO.cKl 9.17 
Fbdical Center (Columbus) . . . . 3 33.33 6 66.67 9 12.89 12.71 
Mmwlal &dical Center . . 4 50.00 3 37.50 1 12.50 8 9.00 9.80 
Sunter Paglonal . . 1 7.69 2 15.38 10 76.92 13 15.23 13.71 
Glynn-Brunswick Menorial . . 1 16.67 . 5 83.33 6 14.33 13.60 

Illinois 

GYok County 1 4.35 4 17.39 8 34.70 10 43.48 23 11.83 9.93 
lngal Is kkmorial . . 1 100.00 . . . . 1 7.00 7.00 
St. Francis Medical Center I 11.11 2 22.22 4 44.44 2 22.22 9 9.22 8.00 
Msthodfst Fbdical Center . . . . 2 40.00 3 60.00 5 12.40 12.00 
Rockford Memorial 1 5.00 3 15.00 6 30.00 10 50.00 20 13.30 13.25 
&nmriaI Ibspital 

(Carbondale) . . 3 13.64 I3 36.36 II 50.00 22 13.05 Il.00 
Sara Bush Lincoln Health 

Canter . . 2 10.18 7 63.64 2 18.18 II 10.91 9.60 
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No. and percent of visItsa 

l-4 5-8 9-l 2 13t Tbta I 

No. Percent No. Percent No. Percent No. Percent -------- E  e Meanb StatesJhospltaI 

Kennebec Va I lay Med Ica I 

Cmter 
Eastern Hslne Medlcal 

Center 

Massachusetts 

Brighen and &men’s 

Boston city 

New York 

Her len t!osp I ta I Center 
CcImbia-Presbyterian 

Medical Center 

Grouse-Irving Mesorial 

St. Joseph’s 

Bened I ct i ne 
Chl ldren’s 

Auburn Manor I a I 

West Virginia 

Char Iestm Area Wed ICaI 

Canter 

Cabel I fiuntlngto” 
Bluefield Connrunlty 
United Hospital Center 

. 

. 

. 

. 

1 

3 

. 
1 

. 

. 

. 

2 

. 

. 

. 

9.09 

20.00 

20.00 

. 

. 

. 

13.33 
. 
. 

. 

. 

2 

5 
1 

1 

1 

3 
. 

. 

. 

1 

. 

. 
4 

. 

. 

25.00 

3 42.86 4 51.14 

2 25.00 4 50.00 

7 14.00 

8 11.75 

3.00 

1.80 

20.00 14 56.00 6 24.00 25 11.36 11.12 

16.67 3 50.00 2 33.33 6 11.50 II.50 

9.C9 

. 

. 

9.09 

17.39 

5 45.45 4 36.36 II 10.55 

9 60.00 2 13.33 IS 9.80 

. 4 57.14 7 13.29 

3 60.00 I 20.00 5 Il.80 

2 33.33 4 66.67 6 15.67 

4 33.33 8 66.67 12 15.08 

2 10.18 e 12.73 11 13.55 

9.80 

6.67 

42.86 

9.46 

8.00 

9.25 

13.00 

12.50 
11.50 

3 20.00 IO 66.67 
5 26.32 I4 73.68 

IO 43.48 9 39.13 
1 14.29 6 85.71 

15 13.73 9.20 
19 14.74 13.09 

23 12.09 11.17 
7 14.43 14.20 

aEach range includes pregnancies with self-reported medical conpllcations~ Specifically, l-4 includes 6 such 

cases, 5-6 includes 18 such cases, 9-12 includes 50 such cases, and 13t includes 116 such cases. 

brnis mean wa$ calculated to exclude cmpllcated pregnancies because this is how the privately insured wanen’s 
mean *as developed, and including such pregnancies would increase the mean. 
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Appendix ,V 

Adequacy of Prenatal Care Obtained by 
Medictid Recipients and Uninsured Women, by 
Selected Demographics 

As shown in table V, 1, the adequacy of the prenatal care obtained by 
Medicaid recipients and uninsured women varied by such factors as age, 
race, and location, but serious problems of insufficient care existed in 
each group. Women were most likely to obtain insufficient prenatal care 
if they were uninsured, poorly educated, black or Hispanic, teen-agers, 
or from the largest urban areas. 



MequesyofPrenamCareObtainedby 
Medicaid Recipients and Uninsured Women, 
by Selected Demographica 

Table V.l: 

naesuaCy of Premtal Careobtained~Medicaid Recipients 
and uninsursd bkmen, by Selected Darngraphics (1986-87) 

230 20 4% 43 431 37 1157 

Insurance status 

Medicaid 93 15 264 44 248 41 605 
uninsuresi 137 25 232 42 183 33 552 

camunity type 

Largest urban 128 25 233 46 146 29 507 
other urtnn 66 19 135 39 147 42 348 
Rural 36 12 128 42 138 46 302 

Maternal age 

17ardunder 29 24 57 47 35 29 121 
H-19 37 21 84 47 59 33 la, 
20-24 79 18 182 42 171 40 432 
25-29 49 19 114 45 93 36 256 
30-34 24 20 38 32 56 47 118 
35andwer 12 24 21 42 17 34 50 

Rata - 

mite 
Black 
Hispanic 
other 

53 
88 
87 

2 

44 
95 

54 
37 

50 

13 153 36 215 51 421 
23 183 47 115 30 386 
26 151 45 95 29 333 
12 9 53 6 35 17 

Fducation 

o-8 gredes 
Sane high school 
Graduatedhigh 

schco1 
College 

27 75 46 43 27 162 
23 178 43 137 33 410 

16 153 44 138 40 345 
15 90 38 113 47 240 

Place of Im6tcare 

Hospital clinic 17 
17 
16 

3i 

129 
190 
146 

4 
27 

45 
48 
41 
80 
33 

43 
44 

110 38 289 
138 35 395 
153 43 357 

1 20 5 
29 36 81 

Institute of Medicine Meaaner) classificatiCna 
Iradequate Intenmdmte Aaequate Total 

No. Peroent No. Percent No. - ---- Percent rn. 

IccaLhedthdept.67 
Doctor's office 58 
Mi&ife service 
C!arbinetim/uther 2; 

Birth weight 
Notlw (ever 

7SCCJ pSIk3) 193 
very lavor lw 37 

19 438 
28 58 

393 38 1024 
38 29 133 

aEech category includes prqnancies with self-reportedmedical mrplicaticns. 
Sogificallv. inademmte includes 50 such cases, intermediate includes 149 sti 
&es, and ~&quate~includes 174 such cases. 
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Tuning of First Visit by Medicaid Recipients and 
Uninsured Women, by Selected Demographics 

As shown in table VI.l, the percentage of women who started their pre- 
natal care in their first, second, or third trimester, or who received no 
care, varied by such factors as age, race, and location, but problems 
existed in each group. Women were most likely to begin prenatal care 
late or receive no care if they lived in the largest urban areas, were 17 
years old or under or 35 years old or over, were black or Hispanic, had 
an eighth-grade or lower education, obtained their care at the local 
health department, or were uninsured. 
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Tat.3 1% 

Cannunity type 

Largest urban 

Other urban 

riura I 

Maternal sge 

17 and undbr 
18-19 

m-24 
25-29 

Xl-34 

5s an* over 

A.%4 - 

Education 

Place of most prenatal 

care - 

Sirth right 

Tabh VI.l: 

Thing of First visit by Hadicaid Raclpiantr 

and lhlin%rwd tmm, by Selected DanographlCJ ll~P86-87) 

Trimestac' 

First second Third No cad Total 

No---.---- Pwcsnt No. l%rmt No. Parcant No. Percamt No. -- 

45 479 41 126 I1 ?Q 

501 50 244 40 54 9 6 

221 40 23s 43 72 13 24 

195 38 229 45 64 13 19 

166 40 136 40 56 10 8 

151 53 112 37 26 9 I 

43 36 II6 48 16 13 4 

69 38 07 48 20 11 4 

212 49 168 39 41 9 I1 

115 45 107 42 xl I2 4 

63 57 39 JO 13 II 5 

1s 36 24 40 6 12 2 

230 57 143 34 34 8 
154 40 177 46 45 12 

121 36 152 46 46 14 

9 53 7 41 I 6 

6 
10 
14 

60 

169 

168 

125 

73 

176 
141 

89 

130 

163 

lee 
1 

40 

37 

41 

49 

52 

43 

41 

53 

20 
49 

127 

184 

156 
4 

28 

45 

43 

41 

37 

44 
47 

38 

80 
55 

25 
5, 

28 

22 

J2 

40 
33 

I3 

IS 

12 

e 

9 

I1 

12 

9 

16 

46 417 PI 115 1, 24 
4, 62 47 11 8 6 

3 

I 

4 

4 

2 

I 

3 

2 

3 

2 
4 

4 

1 

3 
4 

2 

3 

2 

2 

. 

. 

5 
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AppendixlVII 

Number of Prenatal Visits, by 
Selected Demographics 

As shown in tables VII.l-VII.5, the percentage of women who obtained 
differing numbers of prenatal visits or no care varied by such factors as 
age, race, length of the pregnancy, and location, and problems existed in 
each group. Women who were most likely to have four or fewer visits 
were uninsured, from the largest urban areas, teenagers, black or His- 
panic, or had an eighth grade or lower education. 



Appendix M 
Number af PrenaW Visits, by 
Sel~Demographica 

Largest urtan 
otkrl3rbm 
Iaual 

19 
8 
3 

c4Aternal age 

17andunJer 4 
1819 4 
20-24 I1 
25-29 4 
30-34 5 
35amIover 2 

6 
10 
14 

-ial 

&s grades 
Sanehi& echo31 
OxaduatA high 

sdxml 
college 

Place oflm3tcaI-e 

kepital clinic 
rocalhealthdept. 
Doctor'8 office 
MiSrife service 
clzadnatiM/oeher 

Birthwight 

Not lor (over 2500 
Se==) 

very lcwor lcw 

Table VII.l: 

prenatal Visits Kadebykdicaid Recipients 
ar.dwlirAsured~byselected~phiice m86-87) 

No.andpercentof-by rangeof~isits~ 
0 1-Q 5-8 9-12 13+ Total 

No. Percent No. Percent No. - Percent Nogo Percent ND. ----- -- !?? m; 

30 

6 
24 

4 
14 

8 
4 

24 
6 

3 

1 
4 

4 
2 
1 

3 
2 
3 
2 
4 
4 

1 
3 
4 

2 
3 

2 
2 

2 
5 

144 12 277 24 376 32 330 29 1157 

Mean _ 

10 

Meanb 
9 

62 10 153 25 197 33 187 31 605 10 9 
82 15 124 22 179 32 143 26 552 9 8 

85 17 133 26 173 34 97 19 507 9 8 
42 12 70 20 103 30 125 36 346 11 9 
17 6 74 25 100 33 108 36 302 11 10 

17 14 28 23 40 33 32 26 121 9 9 
27 15 41 23 59 33 49 27 180 10 9 
49 11 104 24 142 33 126 29 432 1G 9 
36 14 65 25 73 29 78 30 256 10 9 

9 8 30 25 45 38 29 25 118 10 9 
6 12 9 18 17 34 16 32 50 10 9 

25 6 73 17 154 37 163 39 421 11 10 
62 16 117 30 111 29 86 22 386 9 I! 
55 17 81 24 106 32 77 23 333 9 8 

2 12 6 35 5 29 4 24 17 9 9 

28 17 49 30 46 28 35 22 162 9 8 
59 14 99 24 126 31 112 27 410 10 6 

37 11 80 23 110 32 110 32 345 10 9 
20 8 49 20 94 39 73 30 240 11 9 

33 11 
47 12 
42 12 

22 2; 

63 22 100 35 93 32 289 11 
101 26 127 32 120 30 395 10 

96 27 123 34 96 27 357 10 
3 60 1 20 1 20 5 10 

14 17 25 31 20 25 61 9 

114 11 231 23 345 34 310 30 1024 1G 
30 23 46 35 31 23 20 15 133 8 

aEach xarge includes prqmancies with self-re&mrted medical caplications. Specifically, no visits includes 2 such 
cases, 14 includes 28 such cases, 5-8 includes 63 such cases, 9-12 includes 123 such cases, and 13+ includes 157 
such -s. 

his meapl was calculated to exclude complicated pregnancies because this is hew the privately insured -'s mean 
was develqmd, and excluding suchprqnmcies decreases the-. 
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Appendix M 
Number of Prenatal Visits, by 
Seld Demographic83 

Lkmqraphic factor 

Totals 

Insurance status 

Medicaid 11 4 50 17 99 33 141 47 301 12 
uninsured 12 5 31 14 82 37 96 43 221 12 

cmmmitytxle 

15 
8 

8 
5 

37 19 a4 43 59 30 195 11 
20 12 47 28 91 55 166 13 
24 15 50 31 87 54 161 13 

Maternal age 

17 an3 under 1 2 
18-19 3 4 
20-24 11 5 
25-29 5 4 
30-34 2 3 
35 and over 1 6 

9 21 
10 14 
34 16 
17 15 
11 17 

14 33 19 44 43 12 
26 38 30 43 69 12 
71 33 96 45 212 12 
34 30 59 51 115 13 
28 43 24 37 65 12 

8 44 9 50 18 13 

Race - 

White 7 3 23 10 83 35 125 53 238 13 
Black 8 5 36 23 47 31 63 41 154 11 
Hispanic 7 6 20 17 48 40 46 38 121 12 
Other 1 11 2 22 3 33 3 33 9 10 

FT.&cat ion 

C-8 grades 6 
Sane high school 8 
Graduated hiqh schcol 6 
college 3 

Place of imst care 

Hcspital clinic 
Lccal health dept. 
Doctor's office 
Midwife service 
Cmbinaticn/other 

Birth wiqht 

10 
5 
4 
2 

5 
2 
4 

17 

4 
11 

11 18 20 33 23 38 60 11 
28 17 56 33 77 46 169 12 
29 17 52 31 81 48 168 12 
13 10 53 42 56 45 125 13 

15 
25 
37 

4 

12 
15 
20 

10 

12 
43 

49 38 
50 31 
68 36 

14 3; 

60 46 130 13 
85 52 163 13 
76 40 188 12 

1 100 1 20 
15 38 40 11 

Table VII.2: 

Prenatal Visits &debyMedicaid Ikipkkt.e 
andW.neuredWanenWb8eqanCareintheFimt 

Trimester, bySelecte3 Dmuqraphics (1986-87) 

No. andpercent ofwmsmby angeofvisits~ 
14 5-8 vf12 

No. Per- No; Percent No& Rsroent No. -- -- ---L-w 

23 4 81 16 181 35 237 45 522 12 

twt lad (over 25ooqrans) 17 
very 1cwor lcw 6 

58 
23 

L67 36 226 48 468 13 
14 26 11 20 54 9 

11 

11 
11 

10 
12 
12 

11 
11 
11 
12 
12 
13 

12 
11 
11 
11 

10 
11 
11 
11 

11 
12 
11 

10 

11 
7 

aEach range includes pregnancies with self-reported medical applications. specifically, 14 includes 6 such 
cases, 5-8 includes 18 such cases, 9-12 includes 50 such cases, ad 13+ includes 116 such cases. 

bmis mean was calculated to exclude carplicated pregnancies because this ia hew the privately insured *mnen'S 
mean was developed, and including such pregnancies increases the mean. 



Appendix M 
Number of Prenatal Visits, by 
Selected Demographic8 

Table VII.3: 

Prenatal Visits MadebyMsdicaid Recipients and Uninsu?xdWanenWith 
Premancies of 36-38 Weeks (1986-87) 

No. aa3 percent of wmen by range of visitsa 
0 14 5-8 9-12 13f Total 

Derpgraphic factor No. Percent No. Percent No. Percent W. Percent M. Percent no. Mean Mea&' -P-P--------- 

Totals 5 1.94 40 15.50 71 27.52 82 31.78 60 23.26 258 9.14 7.80 

II-murance status 

Medicaid 
UllinsUred 

cumamity typs 

1 0.85 16 13.68 37 31.62 37 31.62 26 22.22 117 9.46 7.22 
4 2.84 24 17.02 34 24.11 45 31.91 34 24.11 142 8.87 8.17 

largest urban 
other urban 
mral 

Maternal age 

3 2.27 24 18.18 34 25.76 47 35.61 24 18.18 132 8.38 7.90 
2 2.90 8 11.59 20 28.99 19 27.54 20 28.99 69 9.94 7.33 

8 14.04 17 29.82 16 28.07 16 28.07 57 9.91 8.06 

17 am3 under 
m-19 
20-24 
25-29 
30-34 
35 and over 

Race 

4 13.33 9 30.00 9 30.00 8 26.67 30 9.37 8.72 
2 4.44 12 26.67 10 22.22 14 31.11 7 15.56 45 7.80 6.77 

; 
8 

3.7; 13 
9.09 27 30.68 29 32.95 24 27.27 88 9.93 7.61 

24.53 15 28.30 12 22.64 11 20.75 53 8.00 6.85 
1 3.23 2 6.45 8 25.81 16 51.61 4 12.90 31 9.10 9.55 

1 9.09 2 18.18 2 18.18 6 54.55 11 13.18 11.25 

White 1 1.19 6 7.14 17 20.24 28 33.33 32 38.10 84 11.12 9.00 
Black 

4 
. 16 20.25 31 39.24 20 25.32 12 15.19 79 8.11 6.63 

x 4.55 16 2 18.18 28.57 21 2 23.86 28.57 32 2 36.36 28.57 15 1 17.05 14.29 88 7 8.27 7.71 8.80 7.72 

Fducation 

O-8 grades 1 2.44 8 19.51 10 24.39 14 34.15 8 19.51 41 8.63 8.24 
8anshi~school 2 2.04 17 17.35 30 30.61 29 29.59 20 20.41 98 8.95 7.69 
Graduatedhigh 

schocl 2 2.70 11 14.86 19 25.68 23 31.08 19 25.68 74 9.05 7.29 
College 4 8.89 12 26.67 16 35.56 13 28.89 45 10.13 8.39 

Place of care 

Hospital clinic 
: 

7 
: 12 

12.28 16 28.07 16 28.07 18 31.58 57 10.09 8.16 
Locall-ealthdept. 11.76 30 29.41 35 34.31 25 24.51 102 9.47 8.52 
Rwtor's office . . 13 17.11 22 28.95 25 32.89 16 21.05 76 9.21 7.98 
Midwife service . 

. ;1 53.3; 
2 66.67 1 33.33 . 3 8.00 8.00 

QnM.naticm/other . 1 6.67 5 33.33 1 6.67 15 6.13 4.44 

Birth weight 

Kotlw (over 2500 
Srams) 5 2.35 32 15.02 53 24.88 73 34.27 50 23.47 213 9.25 7.99 

Verylcworlav . 8 17.78 18 40.00 9 20.00 10 22.22 45 8.58 6.90 

am izuqe includes pregnancies with self-reported medical applications. Specifically, 1-4 includes 9 such cases. 
5-8 includes 14 such cases, 9-12includes 34 such cases, and 13+ inclties 38 such cases. 

%bis man kas calculated to exclude anplicated preqnmcies because this is hew the privately insured m's man 
was developed, ard including stipregmnciesxmuld increase the mean. 
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Appendix VII 
Number of Prenatal Visits, by 
Selected Demographics 

Jkmqraphic factor 
0 l-4 

No. Percent No. Percent ---- 
5-8 

No. Percent -- 
9-12 

No. Percent -- 
13+ 

No. Percent -- 
Total 

M). Mean Meeup 
Totals 13 2.33 53 9.50 129 23.12 202 36.20 161 28.85 558 10.17 9.26 

Insurance status 

Medicaid 3 1.01 16 5.39 71 23.91 110 37.04 97 32.66 297 10.82 10.13 
UlLitWJred 10 3.83 37 14.18 58 22.22 92 35.25 64 24.52 261 9.42 a.43 

Qnlmmitytyps 

Largest urban 6 2.56 31 13.25 69 29.49 86 36.75 42 17.95 234 0.74 8.33 
Other urban 5 2.96 17 10.06 23 13.61 54 31.95 70 41.42 169 11.28 9.73 
Rural 2 1.29 5 3.23 37 23.87 62 40.00 49 31.61 155 11.10 10.36 

Maternal age 

17 and under 
18-19 
20-24 
25-29 
30-34 
35 and over 

5.77 

2.74 
1.49 
4.00 

6 

229 
11 

3 
2 

11.54 9 17.31 20 38.46 14 26.92 52 9.62 9.21 
10.71 18 21.43 32 38.10 25 29.76 84 10.62 9.50 
10.14 53 24.42 71 32.72 65 29.95 217 10.05 9.13 

8.21 37 27.61 47 35.07 37 27.61 134 10.17 9.14 
6.00 9 18.00 22 44.00 14 28.00 50 10.36 9.72 
9.52 3 14.29 10 47.62 6 28.57 21 10.52 9.58 

Race - 

Wnite 
Black 
Hispanic 
Other 

1.46 8 3.88 
2.92 19 11.11 
2.87 26 14.94 

34 16.50 87 42.23 74 35.92 206 11.33 10.16 
48 28.07 55 32.16 44 25.73 171 9.66 8.86 
44 25.29 58 33.33 41 23.56 174 9.31 8.73 

3 42.86 2 28.57 2 28.57 7 9.71 9.17 

Education 

O-8 grades 
8awhigh schcol 
Graduated high sdmol 2 
College 4 

Place of care 

3.80 
1.14 
3.28 

11 
20 
12 
10 

14 
20 
14 

i 

53 

14.47 23 30.26 27 35.53 15 19.74 76 8.89 a.49 
10.87 45 24.46 58 31.52 54 29.35 184 9.91 8.85 
6.82 40 22.73 62 35.23 60 34.09 176 10.86 9.90 
8.20 21 17.21 55 45.08 32 26.23 122 10.35 9.46 

Table VII.4: 

Prenatal Visits Made by Medicaid Recipients 
and UninsuredWawn With Pregnancies of 3940Weeks (1986-87) 

No. and percent ofwmenty range of visit& 

-ital. clinic . 
Lccalhealthdept. . 
Codor's office . 
Midwife service . 
Carbimtion/other . 

Birth weight 

Not lau (over 2500 
grams) 12 

Very lwor 10.~ 1 
2.21 
7.14 

9.79 30 20.98 57 39.86 42 
10.93 46 25.14 63 34.43 54 
7.87 41 23.03 67 37.64 56 

12.5; 12 3o.k 15 37.50 c: 

9.74 126 23.16 196 36.03 157 28.86 544 10.16 9.25 
3 21.43 6 42.86 4 28.57 14 10.43 9.60 

29.37 143 10.65 9.65 
29.51 183 10.13 9.20 
31.46 178 10.72 9.98 

100.00 1 20.00 
20.00 40 9.25 9.46 

aEach range includes pregnancies with self-reported medlical ccnplications. specifically, 1-4 includes 7 such cases, 
5-8 includes 26 such cases, 9-12 includes 60 such cases, and 13+ includes 67 such cases. 

@his -was calculated to exclude ccnplicatedpregnancies bscause this is titheprivately insured ylhmen's - 
was develcp&, ard including such pregnancies wuld increase the man. 
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AppendixM 
Number of Prenatal visits, by 
Se- Demographics 

- I 

Table VII.5: 

PrenatalVisits Madeby Hedicaid Recipients anduninsuredwnOen With 
Pregnancies of 4143 Weelu (1986-87) 

0 14 
No. Percent Ko. Percent ---- 

i-40. andpercentof-by rangeofvisits~ _ . E-0 
4-v 

a-1 7 13+ Total 
No. Percent No. Percent -- -- 

Totals 5 2.02 22 8.91 49 19.84 71 28.74 100 40.49 

no. Mean& - -- 
247 11.20 10.14 

DEmqraphic factor 

Insursrice status 

Medicaid 1 0.70 11 7.75 30 21.13 43 30.28 57 40.14 142 11.45 10.35 
UIlinSUred 4 3.81 11 10.48 19 18.10 28 26.67 43 40.95 105 10.86 9.88 

cclmunity type 

Largest urban 
other urtan 
Faral 

5 4.95 16 15.84 20 19.80 32 31.68 28 27.72 101 9.49 8.49 
4 5.63 14 19.72 21 29.58 32 45.07 71 12.28 11.48 
2 2.67 15 20.00 18 24.00 40 53.33 75 12.48 11.12 

Mateml age 

17 and under 
18-19 
20-24 
25-29 
30-34 
35 and over 

2.94 
3.13 

4.17 

2 8.00 6 24.00 7 28.00 10 40.00 25 11.20 10.06 
1 2.94 7 20.59 10 29.41 15 44.12 34 11.65 10.86 
8 8.33 16 16.67 33 34.38 36 37.50 96 10.99 9.59 
7 12.50 11 19.64 12 21.43 26 46.43 56 11.82 10.97 
3 12.50 6 25.00 5 20.83 9 37.50 24 10.33 8.71 
1 8.33 3 25.00 4 33.33 4 33.33 12 10.42 11.00 

Face - 

White 
Black 
EJiSp%LiC 
other 

9 9.00 28 28.00 56 56.00 loo 12.93 11.71 
26 28.57 31 34.07 24 26.37 91 9.90 9.21 
13 24.53 11 20.75 19 35.85 53 10.15 9.10 

1 33.33 1 33.33 1 33.33 3 11.33 12.00 

Education 

0-8grades 
%x-w high school 
Graduatedhigh 

School 
College 

1.00 6 6.00 
2.20 8 8.79 
3.77 8 15.09 

2.78 
3.45 

1.43 

6 16.67 14 38.89 3 8.33 12 33.33 36 9.31 8.08 
9 10.34 15 17.24 28 32.18 32 36.78 87 10.82 9.59 

6 8.57 11 15.71 22 31.43 30 42.86 70 11.57 11.04 
1 1.85 9 16.67 18 33.33 26 48.15 54 12.59 11.47 

Place of care 

Hospital clinic 
Local health depth 
Doctor's office 
Ca&ination/other 

4 6.06 
8 9.41 
7 9.33 
3 18.75 

10 15.15 
19 22.35 
20 26.67 

21 31.82 31 46.97 66 12.73 11.43 
22 25.88 36 42.35 85 11.01 10.43 
25 33.33 23 30.67 75 10.56 9.87 

3 18.75 10 62.50 16 12.38 10.00 

Birth weight 

Not lcu (over 2500 
gram;) 

very Iodor lclnr 
2.03 22 8.94 49 19.92 71 28.86 99 40.24 246 11.17 10.14 

1 100.00 1 19.00 

?Ewh range includes pregnancies with self-reported medical complications. Specificall/, l-4 includes 5 such csses, 
5-8 includes 10 such cases, 9-12 includes 18 such cases, and 13+ includes 45 such cases. 

%'his mean was calculated to exclude onplicated pregmncies because this is kw the privately insured bullen's - 
was developed, ZUXI including such pregnancies would increase the mean. 
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Appendix, VIII 

Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninswed Women, by 
Selected Demographics 

The following tables provide “double demographics” on the 1,157 
women interviewed. For example, table VIII. 1, profiles the care obtained 
by the 6’05 Medicaid recipients interviewed by community, maternal age, 
race, education, place of care, and birth weight. 

Table VIII. 1: 

Adequacy of Prenatal Care for Medicaid 
Recipients. by Demgraphics (1986-871 

Demographic 
factor 

Totals 

Community type 

Inadequa tea Interuediatea Adequatea Total 
No* Percent No. n& - - - Percent p No. - Percent - 

93 15.37 264 43.64 248 40.99 605 

Largest urban 
Other urban 
Rural 

Ma ternal age 

42 
30 
21 

21.32 
15.15 
10.00 

94 
81 
89 

47.72 
40.91 
42.38 

61 
87 

100 

30.96 
43.94 
47.62 

197 
198 
210 

17 and under 11 19.64 28 50.00 17 30.36 56 
18- 19 13 13.13 51 51.52 35 35.35 99 
20-24 35 14.83 95 40.25 106 44.92 236 
25-29 24 17.52 60 43.80 53 38.69 137 
30-34 6 10.17 21 35.59 32 54.24 59 
35 and over 4 22.22 9 50.00 5 27.78 18 

Rsce 

White 25 10.37 81 33.61 135 56.02 241 
Black 55 20.83 130 49.24 79 29.92 264 
Hispanic 11 12.22 46 51.11 33 36.67 90 
Other 2 20.00 7 70.00 1 10.00 10 

Education 

O-8 grades 
Sow high school 
Graduated high school 
College 

Place of care 

6 18.75 16 50.00 10 31.25 32 
50 20.49 110 45.08 84 34.43 244 
24 11.88 90 44.55 88 43.56 202 
13 10.24 48 37.80 66 51.97 127 

Hospital clinic 24 13.95 79 45.93 69 40.12 172 
Local health dept. 17 12.23 63 45.32 59 42.45 139 
Doctor’s office 28 11.81 106 44.73 103 43.46 237 
Midwife service . 1 50.00 1 50.00 2 
Combination/other 18 36.7; 15 30.61 16 32.65 49 

Birth weight 

Not low (over 2500 gram) 74 13.86 234 43.82 226 42.32 534 
Very low or low 19 26.76 30 42.25 22 30.99 71 

aEach category includes pregnancies with self-reported medical complicatious. 
Specifically, inadequate includes 29 such cases, intermediate includes 85 such cases, 
and adequate includes 116 such cases. 
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Table VIII-Z: 

Adequacy of Prenatal Care for Uninsured 
Women, by DemoRranhics (1986-871 

Demographic Inadequa tea Intermediatea Adequatea Tota 1 
factor No . Percent NO. Percent NO. Percent .- - -- -- E 

Totals 137 24.82 232 42.03 183 33.15 552 

Community type 

Largest urban 86 27.74 139 44.84 85 27.42 310 
Other urban 36 24.00 54 36.00 60 40.00 150 
Rural 15 16.30 39 42.39 38 41.30 92 

Ma temal age 

17 and under 18 27.69 29 44.62 18 27.69 65 
18-19 24 29.63 33 40.74 24 29.63 81 
20-24 44 22.45 87 44.39 65 33.16 196 
25-29 25 21.01 54 45.38 40 33.61 119 
30-34 18 30.51 17 28.81 24 40.68 59 
35 and over 8 25.00 12 37.50 12 37.50 32 

Race 

White 28 15.56 72 40.00 80 44.44 180 
Black 33 27.05 53 43.44 36 29.51 122 
HiEQ%liC 76 31.28 105 43.21 62 25.51 243 
Other . . 2 28.57 5 71.43 7 

Education 

O-g grades 38 29.23 59 45.38 33 25.38 130 
Some high school 45 27.11 68 40.96 53 31.93 166 
Graduated h Fgh school 30 20.98 63 44.06 50 34.97 143 
College 24 21.24 42 37.17 47 41.59 113 

Place of care 

Hospital clinic 26 22.22 50 42.74 41 35.04 117 
Local health dept. 50 19.53 127 49.61 79 30.86 256 
Doctor’s office 30 25.00 40 33.33 50 41.67 120 
Midwife service . . 3 100.00 . . 3 
Combination/other 7 21.88 12 37.50 13 40.63 32 

Birth weiRht 

Not low (over 2500 grams) 119 24.29 204 41.63 167 34.08 490 
Very low or low 18 29.03 28 45.16 16 25.81 62 

aEach category includes pregnancies with self-reported medical complications. 
Specifically, inadequate includes 21 such cases, intermediate includes 64 such cases, 
and adequate includes 58 such cases. 



Appendix VIII 
Adequacy of Prenatal Care Obtahed by 
Medicaid Recipients and Urdnswad Women, 
by Selected Demographica 

Table VIII.3: 

Adequacy of Prenatal Care for Medicaid Reciuients and 
Uaured Women fn the Laromt Urban Areas.a by Demnrmhics (1986-87) 

Demographic 
factor 

Totals 

Insurance status 

Inadequatea Intermediatea Adequatea Total 
NO. Percent A No -- Percent No. Percent ~2 

128 25.25 233 45.96 146 28.80 507 

Medicaid 
Uninsured 

Maternal age 

42 21.32 94 47.72 61 30.96 197 
86 27.74 139 44.84 85 27.42 310 

17 and under 13 26.00 25 50.00 12 24.00 50 
18-19 17 25.00 33 48.53 18 26.47 68 
20-24 42 24.14 86 49.43 46 26.44 174 
25-29 30 23.81 64 50.79 32 25.40 126 
30-34 18 28.13 17 26.56 29 45.31 64 
35 and over 8 32.00 8 32.00 9 36.00 25 

w 

White 
Black 
Hispanic 
Other 

Education 

11 20.00 23 41.82 21 38.18 55 
41 25.31 72 44.44 49 30.25 162 
76 26.76 135 47.54 73 25.70 284 

. 3 50.00 3 50.00 6 

O-8 grades 
Some high school 
Graduated high school 
College 

Place of care 

36 29.51 59 48.36 27 22.13 122 
46 28.22 74 45.40 43 26.38 163 
26 20.97 59 47.58 39 31.45 124 
20 20.41 41 41.84 37 37.76 98 

Hospital clinic 42 22.70 86 46.49 57 30.81 185 
Local health dept. 44 19.73 113 50.67 66 29.60 223 
Doctor's office 17 31.48 20 37.04 17 31.48 54 
Midwife service . . 4 80.00 1 20.00 5 
Combination/other 6 28.57 10 47.62 5 23.81 21 

Birth weight 

Not low (over 2500 gracs) 112 24.78 203 44.91 137 30.31 452 
Very low or low 16 29.09 30 54.55 9 16.36 55 

aEach category includes pregnancies with self-reported medical complications. 
Specifically, Inadequate includes 26 such cases, intermediate includes 71 such cases, 
and adequate includes 45 such cases. 
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Appendix VIII 
Adequacy of Prenati Care Obtained by 
Medicaid Redpienta and Uninmuwi Women, 
by Selected Demographics 

Table VIII.4: 

Adequacy of Prenatal Care for Medicaid Recipients and 
Uninsured Women in Other Urban Areas.a by Deamxresrhfcs (1986-87) 

Denmgraphic 
factor 

Inadequa tea Intermadiatea 
No. Percent Percent 

Adequa tea 
Percent 

Total 
n* 

Totals 66 18.97 

No. - 

135 38.79 

No. - 

147 42.24 348 

Insurance status 

Medicaid 30 15.15 81 40.91 87 43.94 198 
Uninsured 36 24.00 54 36.00 60 40.00 150 

Maternal age 

17 and under 11 31.43 16 45.71 8 22.86 35 
18- 19 12 21.05 29 50.88 16 28.07 57 
2C-24 27 18.75 48 33.33 69 47.92 144 
25-29 11 17.19 21 32.81 32 50.00 64 
30-34 4 11.11 15 41.67 17 47.22 36 
35 and over 1 8.33 6 50.00 5 41.67 12 

Race 

White 30 15.54 67 34.72 96 49.74 193 
Black 27 22.69 54 45.38 38 31.93 119 
Hispanic 8 28.57 9 32.14 11 39.29 28 
Other 1 12.50 5 62.50 2 25.00 8 

Education 

O-8 grades 6 23.08 8 30.77 12 46.15 26 
Some high school 31 25.00 50 40.32 43 34.68 124 
Graduated high school 15 13.04 51 44.35 49 42.61 115 
College 14 16.87 26 31.33 43 51.81 83 

Place of most care 

Hospital clinic 8 9.30 34 39.53 44 51.16 86 
Local health dept. 10 10.42 47 48.96 39 40.63 96 
Doctor’s off ice 28 21.21 49 37.12 55 41.67 132 
Combination/other 12 46.15 5 19.23 9 34.62 26 

Birth weipht 

Not low (over 2500 grams) 50 16.89 117 39.53 129 43.58 296 
Very low or low 16 30.77 18 34.62 18 34.62 52 

aEach category includes pregnancies with self-reported medical complications. 
Specifically, inadequate includes 14 such cases, intermediate includes 48 such cases, 
and adequate includes 63 such cases. 

GAO/JDtD-37-137 Prenatal Care 



Appendiai VIIl 
Adequacy of Prenatal Care Obzllined by 
Medkaid Recipients and Unfnsnred Women, 
by Selected Demographica 

Table VIII .5: 

Adequacy of Prenatal Care for Medicaid Recipients and Uninsured Women 
in Rural Areas, bv Dezmnraphics (1986-871 

Demographic 
factor 

Totals 

Inadequa tea Intersediatea Adequatea 
N& 

36 

Percent 

11.92 

No. - 
128 

Percent No. Percent 

42.38 138 45.70 

Total 
no. - 

302 

Insurance status 

Medicaid 21 10.00 89 42.38 100 47.62 210 
Uninsured 15 16.30 39 42.39 38 41.30 92 

Maternal age 

17 and under 5 13.89 16 44.44 15 41.67 36 
18- 19 8 14.55 22 40.00 25 45.45 55 
20-24 10 8.77 48 42.11 56 49.12 114 
25-29 8 12.12 29 43.94 29 43.94 66 
3*34 2 11.11 6 33.33 10 55.56 18 
35 and over 3 23.08 7 53.85 3 23.08 13 

White 12 6.94 63 36.42 98 56.65 173 
Black 20 19.05 57 54.29 28 26.67 105 
Hispanic 3 14.29 7 33.33 11 52.38 21 
Other 1 33.33 1 33.33 1 33.33 3 

Education 

O-8 grades 2 14.29 8 57.14 4 28.57 14 
Sor high school 18 14.63 54 43.90 51 41.46 123 
Graduated high school 13 12.26 43 40.57 50 47.17 106 
College 3 5.08 23 38.98 33 55.93 59 

Place of most care 

Rospital clinic . . 9 50.00 9 50.00 18 
Local health dept. 13 17.11 30 39.47 33 43.42 76 
Doctor’s office 13 7.60 77 45.03 81 47.37 171 
Combination/other 7 20.59 12 35.29 15 44.12 34 

Birth weight 

Not low (over 2500 grass) 31 11.23 118 42.75 127 46.01 276 
Very low or low 5 19.23 10 38.46 11 42.31 26 

aEach category includes pregnancies with self-reported medical complications. 
Specifically, inadequate includes 10 such cases, intermediate includes 30 such cases, 
and adequate IncIudes 66 such casea. 



Adequacy of prenatal Caxe Obtained by 
Medicaid Weipients and thhnwed Women, 
by Selected lkmographi~ 

Table VIII .6: 

Adequacy of Prenatal Care for White Medicaid 
Recipients and Uninsured Women, by Demographics (1986-87) 

Demographic 
factor 

Totals 

Insurance status 

Inadequatea Interusdiatea Adequatea Total 
No. Percent No. _ Percent No. Percent n& 

53 12.59 153 36.34 215 51.07 42 1 

Medicaid 
Uninsured 

Community type 

25 10.37 81 33.61 135 56.02 241 
28 15.56 72 40.00 80 44.44 180 

Largest urban 
Other urban 
Rural 

Ma ternal age 

11 20.00 23 41.82 21 38.18 55 
30 15.54 67 34.72 96 49.74 193 
12 6.94 63 36.42 98 56.65 173 

17 and under 
18- 19 
20-24 
25-29 
30-34 
35 and over 

Education 

6 13.95 19 44.19 18 41.86 43 
9 12.16 35 47.30 30 40.54 74 

21 12.14 58 33.53 94 54.34 173 
8 9.41 29 34.12 48 56.47 85 
5 17.24 7 24.14 17 58.62 29 
4 23.53 5 29.41 8 47.06 17 

O-8 grades 
Some high school 
Graduated high school 
College 

Place of niost care 

2 8.70 12 52.17 9 39.13 23 
26 16. 15 62 38.51 73 45.34 161 
15 10.87 53 38.41 70 50.72 138 
10 10.10 26 26.26 63 63.64 99 

Hospital clinic 
Local health dept. 
Doctor's office 
Midwife service 
Combination/other 

Birth weight 

9 9.18 39 39.80 50 51.02 98 
7 7.29 38 39.58 51 53.13 96 

21 11.54 63 34.62 98 53.85 182 
. . 1 100.00 . . I 

10 26.32 12 31.58 16 42.11 38 

Not low (over 2500 grams) 46 12.17 134 35.45 198 52.38 378 
Very low or low 7 16.28 19 44.19 17 39.53 43 

aEach category includes pregnancies with self-reported medical comp1ication.s~ 
Specifically, inadequate includes 14 such cases, intermediate includes 47 such cases, 
and adequate includes 100 such cases. 
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Appendix VJlI 
Adequacy of Prenatal Care Obtained by 
MM&d Recipients and Uninenred Women, 
by Selected Demographics 

Table VIII .7: 

Adequacy of Prenatal Care for Black Medicaid ReCiDientS 
and Uninsured Women. by Demographics (1986-871 

Demographic 
factor 

Totals 

Insurance status 

Inadequa tea Intermediatea Adequatea Total 
No. Percent Percent No. Percent -- No* - _ - - n* 

88 22.80 183 47.41 115 29.79 386 

Medicaid 
Uninsured 

Community type 

55 20.83 130 49.24 79 29.92 264 
33 27.05 53 43.44 36 29.51 122 

Largest urban 
Other urban 
Rural 

Maternal age 

41 25.31 72 44.44 49 30.25 162 
27 22.69 54 45.38 38 31.93 119 
20 19.05 57 54.29 28 26.67 105 

17 and under 
18-19 
20-24 
25-29 
30-34 
35 and over 

Education 

I6 30.19 26 49.06 11 20.75 53 
11 18.97 30 51.72 17 29.31 58 
32 21.92 67 45.89 47 32.19 146 
21 27.27 36 46.75 20 25.97 77 

6 15.38 15 38.46 18 46.15 39 
2 15.38 9 69.23 2 15.38 13 

O-8 grades 
Some high school 
Graduated high school 
College 

Place of most care 

. . 7 70.00 3 30.00 10 
45 31.91 65 46.10 31 21.99 141 
29 19.86 68 46.58 49 33.56 146 
14 15.73 43 48.31 32 35.96 89 

Hospital clinic 
Local health dept. 
Doctor’s office 
Midwife service 
Combination/other 

Birth weight 

23 21.70 46 43.40 37 34.91 106 
25 18.38 72 52.94 39 28.68 136 
20 17.86 57 50.89 35 31.25 112 

. . 2 66.67 1 33.33 3 
10 52.63 6 31.58 3 15.79 19 

Not low (over 2500 grant) 66 20.50 156 48.45 100 31.06 322 
Very low or low 22 34.38 27 42.19 15 23.44 64 

aEach category includes pregnancies with self-reported medical complications. 
Specifically, inadequate includes 18 such cases, intermediate includes 54 such cases, 
and adequate includes 46 such cases. 
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Table VIII -8: 

Adequacy of Prenatal Care for Hispanic Medicaid Reciuients 
and Uninsured Women, by Demographics (1986-$7). 

Demographic 
factor 

Inadequa tea 
NO. Percent -- 

Intermdiatea Adequatea 

Totals a7 26.13 

No. - 

15 1 

Percent 

45.35 

No. 

95 

Percent 

28.53 

Total 
no. - 

333 

Insurance status 

Medicaid 11 12.22 46 51.11 33 36.67 90 
Uninsured 76 31.28 105 43.21 62 25.51 243 

Community type 

Largest urban 76 26.76 135 47.54 73 25.70 284 
Other urban a 2a.57 9 32.14 11 39.29 28 
Rural 3 14.29 7 33.33 11 52.38 21 

Ma ternal age 

17 and under 7 28.00 12 48.00 6 24.00 25 
18- 19 17 36.17 19 40.43 11 23.40 47 
20-24 25 23.58 52 49.06 29 27.36 106 
25-29 19 21.59 46 52.27 23 26.14 88 
30-34 13 27.66 15 31.91 19 40.43 47 
35 and over 6 30.00 7 35.00 7 35.00 20 

Education 

O-8 grades 41 32.28 
Some high school 24 22.64 
Graduated high school 9 16.36 
College 13 28. a9 

Place of niost care 

Hospital clinic 18 21.95 
Local health dept. 35 21.74 
Doctor’s office 16 30.77 
Midwife s ervlce . . 
Combination/other 4 17.39 

Birth weight 

55 
49 
30 
17 

43 
79 
19 

1 
9 

139 
12 

43.31 31 24.41 127 
46.23 33 31.13 106 
54.55 16 29.09 55 
37.78 15 33.33 45 

52.44 
49.07 
36.54 

100.00 
39.13 

21 
47 
17 

. 
10 

91 
4 

25.61 82 
29.19 16 1 
32.69 52 

. 1 
43.48 23 

Mot 10~ (over 2500 gram) a0 
Very low or low 7 

25.81 
30.43 

44.84 
52.17 

29.35 310 
17.39 23 

aEach category includes pregnancies with self-reported medical conp,lications. 
Specifically, inadequate includes 17 such cases, intermediate includes 45 such cases, 
and adequate includes 28 such cases. 
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Appendix VDI 
Adequacy of Prenatal Care Obtained by 
Medidtl Recipients and Unhured Women, 
by Selected Demographics 

Table VIII.9: 

Adequacy of Prenatal Care for Medicaid Recipients and Uninsured 
Women Receivinn Most of Their Care 

at a Hospital Clinic, by Demnraohics (1986-87) 

Demographic 
factor 

Totals 

Insurance status 

Inadequa tea InterasdFatea Adequa tea Total 
No*- - Percent No* Percent No. Percent - - - - na 

50 17.30 129 44.64 110 38.06 289 

Medicaid 
Uninsured 

Community type 

24 13.95 79 45.93 69 40.12 172 
26 22.22 50 42.74 41 35.04 117 

Largest urban 
Other urban 
Rural 

Maternal a= 

42 22.70 86 46.49 57 30.81 185 
8 9.30 34 39.53 44 51.16 86 
. . 9 50.00 9 50.00 18 

17 and under 7 20.00 17 48.57 11 31.43 35 
18- 19 5 10.87 26 56.52 15 32.61 46 
20-24 19 17.92 48 45.28 39 36.79 106 
25-29 11 19.30 24 42.11 22 38.60 57 
30-34 3 12.00 7 28.00 15 60.00 25 
35 and over 5 25.00 7 35.00 8 40.00 20 

Rag& 

White 
Black 
Hispanic 
Other 

Education 

9 9.18 39 39.80 50 51.02 98 
23 21.70 46 43.40 37 34.91 106 
18 21.95 43 52.44 21 25.61 82 

. 1 33.33 2 66.67 3 

O-8 grades 
Some high school 
Graduated high school 
College 

Birth weight 

9 29.03 13 41.94 9 29.03 31 
23 20.72 55 49.55 33 29.73 111 
11 13.58 39 48.15 31 38.27 81 

7 10.61 22 33.33 37 56.06 66 

Not low (over 2500 grams) 44 16.73 115 43.73 104 39.54 263 
Very low or low 6 23.08 14 53.85 6 23.08 26 

aEach category includes pregnancies with self -reported medical colqr licatlons. 
Specifically, inadequate includes 16 such cases, intermediate Includes 47 such cases, 
and adequate includes 51 such cases. 
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Appendix VIII 
Adequacy of Prenatal Care Obtained by 
Medicaid Recipients and Uninsured Women, 
by Selected Demographics 

Table VIII. 10: 

Adequacy of Prenatal Care for Medicaid Recipients and Uninsured 
Women Receiving Most of Their Care at a Local 

Health Denartmnt Clinic, by Demonranhics (1986-87) 

Demgraphic 
factor 

Totals 

Insurance status 

Inadequa tea Internediatea Adequatea Total 
No. Percent No. Percent No. Percent -- -- nz 

67 16.92 190 47.98 139 35.10 396 

Medicaid 
Uninsured 

Community type 

17 12.23 63 45.32 59 42.45 139 
50 19.46 127 49.42 80 31.13 257 

Largest urban 
Other urban 
Rural 

Ma temal aRe 

44 19.73 113 50.67 66 29.60 223 
10 10.42 47 48.96 39 40.63 96 
13 16.88 30 38.96 34 44.16 77 

17 and under 
18- 19 
20-24 
25-29 
30-34 
35 and over 

Race 

White 
Black 
Hispanic 
Other 

Education 

8 19.05 23 54.76 11 26.19 42 
12 21.82 26 47.27 17 30.91 55 
20 14.18 64 45.39 57 40.43 141 
15 15.15 51 51.52 33 33.33 99 

9 20.45 18 40.91 17 38.64 44 
3 20.00 8 53.33 4 26.67 15 

7 7.22 38 39.18 52 53.61 97 
25 18.38 72 52.94 39 28.68 136 
35 21.74 79 49.07 47 29.19 161 

. . 1 50.00 1 50.00 2 

O-8 grades 16 19.28 46 55.42 21 25.30 83 
Some high school 25 18.12 59 42.75 54 39.13 138 
Graduated hi.& school 14 12.28 57 50.00 43 37.72 114 
College 12 19.67 28 45.90 21 34.43 61 

Birth weipfit 

Not low (over 2500 grams) 61 17.18 166 46.76 128 36.06 355 
Very low or low 6 14.63 24 58.54 11 26.83 41 

aEach category includes pregnancies with self -reported medical coup lications. 
Specifically, inadequate includes 10 such cases, Intermediate includes 49 such cases, 
and adequate includes 49 such cases. 
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Appendix VIII 
Adequacy oflPrenat.al Care Obfmhed by 
Medicaid Recipients and Uninsured Women, 
by Selected Demographics 

Table VIII. 11 

Adequacy of Prenatal Care for Medicaid Recipients and Uninsured 
Women Receiving Most of Their Care 

at a Doctor’s Office, by Demographics (1986-87). 

Demographic Inadequa tea Intermediatea Adequatea Total 
factor No.- -- -- - Percent No. Percent No. Percent no. - 

Totals 59 16.48 146 40.78 153 42.74 358 

Insurance status 

Medicaid 
Uninsured 

Comerunity type 

28 11.81 106 44.73 103 43.46 237 
31 25.62 40 33.06 50 41.32 121 

Largest urban 
Other urban 
Rural 

Ma temal age 

18 32.73 20 36.36 17 30.91 55 
28 21.21 49 37.12 55 41.67 132 
13 7.60 77 45.03 81 47.37 171 

17 and under 
18-19 
20-24 
25-29 
30-34 
35 and over 

m  

White 
Black 
Hispanic 
Other 

Education 

7 23.33 15 50.00 8 26.67 30 
9 16.07 24 42.86 23 41.07 56 

20 14.29 57 40.71 63 45.00 140 
14 17.07 34 41.46 34 41.46 82 

6 15.79 11 28.95 21 55.26 38 
3 25.00 5 41.67 4 33.33 12 

22 12.02 63 34.43 98 53.55 183 
20 17.86 57 50.89 35 31.25 112 
16 30.77 19 36.54 17 32.69 52 

1 9.09 7 63.64 3 27.27 11 

O-8 grades 
Sons high school 
Graduated high school 
College 

Birth weinht 

13 39.39 13 39.39 7 21.21 33 
19 16.96 51 45.54 42 37.50 112 
13 11.30 47 40.87 55 47.83 115 
14 14.29 35 35.71 49 50.00 98 

Not low (over 2500 grams) 48 15.34 130 41.53 135 43.13 313 
Very low or low 11 24.44 16 35.56 18 40.00 45 

aEach category includes pregnancies with self-reported medical conpllications. 
Specifically, inadequate includes 16 such cases, intermediate includes 41 such cases, 
and adequate includes 63 such cases. 
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Characteristics of Women Who Obmed No 
Prenatal Care 

Of the 1,167 women we interviewed, 30 or 3 percent obtained no prena- 
tal care. Generally, these women were uninsured, minorities, and from 
the largest urban areas. For example, 11 of the 30 women who obtained 
no prenatal care were interviewed at the Los Angeles County-USC Me& 
caI Center. Of these 11 women, 10 were Hispanic and all 11 were unin- 
sured. The remaining 19 women, who obtained no care, came from 12 
different hospitals with no hospital having more than 2 women who 
received no care. 

Six (20 percent) of the women we interviewed who had no prenatal care 
had low birth-weight babies. This is consistent with the National Center 
for Health Statistics study we discussed in chapter 1, which states that 
babies born to women who obtain no prenatal care are about 3 times 
more likely to be of low birth weight than babies born to women who 
obtain early care. In addition, of the 30 women who obtained no care: 

. 24 were uninsured, while 6 were Medicaid recipients; 
l 19 were from the largest urban areas, 8 were from other urban areas, 

and 3 were from rural areas; 
. 11 were between the ages of 20-24, while the other age groups each had 

5 or fewer women; 
. 14 were Hispanic, 10 were black, and 6 were white; and 
l 14 had some high school, 8 had graduated from high school, 4 had some 

college experience, and 4 had 8 years of education or less. 



Appendix, X 

Prenatal Visits Made by Medicaid Recipients 
and Uninsured Women, by Month of First Visit 

The number of prenatal visits made by the Medicaid recipients and unin- 
sured women interviewed are shown in tables X. 1 through X.4 according 
to the month of the first visit. Table X.1 includes only Medicaid recipi- 
ents and uninsured women who obtained insufficient prenatal care. 
Table X.2 includes all 1,157 women interviewed, while table X.3 
includes only the 784 women without medical complications. For com- 
parison with table X.3, table X.4 includes the 4,047 privately insured 
women. 



t 
Appendix X 
Prenatal Visits Made by Medicaid Recipients 
and Uninsured Women, by Month of 
First visit 

Table X.1: 

Prenatal Visits Made by Medicaid 
Recipients and Uninsured Women Obtaininq 

Insufficient Care, by86-87) 

No. of No. of women making first visit in Total 
prenatal No lst-3rd 4th 5th-6th 7th-9th no. of 

visits care month month month month womena -- 
0 30 0 0 0 0 30 

(4) 

l-4 0 23 19 36 66 144 
(20) 

5-8 0 68 51 101 44 264 
(36) 

9-12 0 0 83 97 15 195 
(27) 

13+ 0 0 60 32 1 
- - - - 

Totals 30 91 213 266 126 726 
== EC === === === === 

Percents 4 13 29 37 17 (100) 

aFigures in parentheses are percents. 
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Pm&al Visits Made by Medicaid Recipient.@ 
and Qimumd Women, by Month of 
First visit 

Table X.2: 

Prenatal Vlslts I&de by Medicaid Rxipients and Uninsured 

Wanen, by Honth of First Vlslt (1986-87) 

No. of Prenatal care began In 

prenatal All lst-3rd month 4th month 5th-6th month 7th~9th month No prenatal care 

vlslts births No. Percent No. Percent No. Percent No. Percent No. Percent -- - ---e-m-- 

Totals 1,157 522 45.12 213 18.41 266 22.99 126 10.89 30 2.59 

None 3c . . . . . . . 30 100.00 
1-2 69 10 14.49 5 7.25 17 24.64 37 53.62 . . 
3-4 75 13 17.33 14 18.67 19 25.33 29 38.67 . . 
5-6 120 24 20.00 24 20.00 46 38.33 26 21.67 . . 
7-8 157 57 36.31 27 17.20 55 35.03 18 11.46 . . 
9-10 195 85 43.59 41 21.03 59 30.26 10 5.)3 . . 

11-12 181 96 53.04 42 23.20 38 20.99 5 2.16 . . 
13-14 139 93 66.91 29 20.86 17 12.23 . . . . 
15-16 91 65 71.43 14 15.38 11 12.09 1 1.10 * . 
17-18 43 33 76.74 8 18.60 2 4.65 . . * . 
19amore 57 46 80.70 9 15.79 2 3.51 . . . . 



No. of 
prenatal hll 
visits births -- 

Totals 784 332 42.35 150 19.13 182 23.21 92 11.73 

NO+3 28 . . . . . . . 

l-2 56 9 16.07 4 7.14 15 26.79 28 50.00 
3-4 60 8 13.33 10 16.67 13 30.00 24 40.00 
5-6 9s 21 22.58 19 20.43 36 38.71 17 18.26 
l-8 121 42 34.71 23 19.01 41 33.88 15 12.40 
9-10 134 60 44.76 31 23.13 36 26.07 7 5.22 

11-12 119 71 59.66 26 21.85 22 la.49 . . 
13-14 92 63 68.48 22 23.91 7 1.61 . . 

15-16 so 35 70.00 a 16.00 6 12.00 1 2.00 

17-16 20 IS 75.00 4 20.00 1 5.00 . . 

19amae 11 8 72.73 3 21.27 . . . . 

Table X.3: 

Prcnmatal Visits Made by Hsdicald Recipients and Uninsured Mumen 

Mlth Unccmpticated Pregnancies. by Wonth of First Ylrlt (1986~87) 

Prenatal care began in 

lst-3rd mmth 4th emth 5th-6th month 7th~9th month No prenatal care 

Ho. Percent No. Pwcsnt No. Percent No. I Fwannt No. Pwcent - --pm -- -- 

28 3.57 

28 100.00 

. . 

. . 

. . 

. . 

. . 

. . 

. . 

. . 

. . 

. . 
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Premtal W&a Made by Medicaid Redpients 
and Uninsured Women, by Month of 
Fklt visit 

Table X.4; 

Prenatal Visits Made by Privately tnsured 

Wonen With Uncanpllcated Pregnancies, by Month of First Visit (1966-87) 

No. of Prenatal care began in 

prenatal All lst-3rd month 4th month 5th~6th month 7th~9th month 

visits births NO. Percent No. Percent No. Percent No. Percent -- - ------ 

Totals 4,047 3,387 83.69 332 8.20 244 6.03 64 2.08 

NOM 0 0 0.00 
l-2 7 0 0.00 
s-4 26 2 7.69 
5-6 71 19 26.76 
7-8 225 106 47.11 

9-10 626 458 73.16 
11-12 1,043 873 83.70 
13-14 1,116 1,030 92.29 
15-16 652 626 96.01 

17-18 185 181 97.84 

19ormae 96 92 95.83 

0 0.00 0 0.W 0 0.00 

I 14.29 1 14.29 5 71.42 

2 7.69 0 30.17 14 53.85 

7 9.86 24 33.80 21 29.50 
39 17.33 57 25.34 23 10.22 
74 II.82 79 12.62 15 2.40 

120 11.51 46 4.41 4 .3a 
61 5.47 23 2.06 2 .I8 

21 3.22 5 .77 0 0.00 

4 2.16 0 0.00 0 0.00 

3 3.13 I 1.04 0 0.00 
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Appendix XI 

Comparisons of Prenatal Care for privately 
Insured and Medicaid Recipients and Uninsured 
Women With Uncomplicated Pregnancies, 
by Communiiy 

Prenatal care obtained by privately insured women is compared with 
that for Medicaid recipients and uninsured women by community for 
adequacy, timing, and number of prenatal visits in tables XI. 1 through 
X1.3. 



Table X1.1: 

Adequacy of Prenatal Care, by Insurance Status and 

Camunity (1986-87) 

Adequacy of care (percent of camunity totals) 

Inadequate Intemediate Adequate 

Privately 

Total nos. of wanen” 

Wdlcaid/ Privately mdlcaid/ Privately Wdicald/ Privately Madlcaid/ State/ 
cammity 1 nsured uninsured Insured uninsured insured uninsured i nfured un 1 nsured ---- 

Tota Is 2 20 17 46 81 34 4.047 756 

Afabeaa 

Binninghan 0 9 11 45 a9 45 83 22 
l+mtsvi I Ia 5 33 13 33 83 33 103 12 

t4mtganery 3 29 18 53 79 I8 97 17 
Selma 0 11 25 67 75 22 24 36 
Troy 0 7 100 86 0 7 4 14 

California 

Los Angeles 3 24 I8 48 79 28 702 140 

Bskersfleld 2 JB 20 33 70 29 103 24 
Sacraaento 2 0 30 50 68 50 155 16 
El Centro 6 17 31 33 63 50 32 12 
Uklah 1 0 21 67 76 33 72 9 

Georgia 

Atlanta 

Columbus 
Savannsh 

AlMWlCUS 
@runswIck 

28 16 44 80 28 405 71 

14 24 52 68 33 76 21 
36 16 43 84 21 76 I4 
38 04 25 96 38 24 16 
12 04 65 96 24 24 17 

I I l inols 

Qllcago 

Peoria 

Rockford 

Carbonda le 
mttoon 

31 19 49 76 20 504 45 

21 6 29 94 50 109 14 
26 I8 32 82 42 84 19 
17 31 39 66 43 35 23 
11 23 56 17 33 35 9 

Augusta 

Bangor 

0 87 75 93 4 

33 96 67 25 6 

Massachusetts 

aoston 

4 

6 
0 

0 
0 

4 

1 

0 

3 
0 

2 

0 

I 

25 

0 

11 35 88 54 181 37 



state/ 
cmmunity 

Adequacy of care (percent of ccmunlty totals) 

lnadsquate Intemediats Adequate Total nos. of vanma 

Privately Mdlcaid/ Privately &dlccfd/ Privately Hadlcald/ Priva+eiy Hsdicald/ 

insured un 1 nsured I nswred un I nswed 1 nswsd un / nsursd I nswrsd uninsured 
-- --- -- 

Nar Vwk 0 21 14 55 85 25 205 53 

Syracuse I 8 8 42 92 50 153 12 

Buffalo 0 38 13 25 86 38 209 a 

KI ngston 3 0 24 20 73 80 67 5 

Auburn 0 0 15 38 a5 63 40 0 

West Vlrginla 

Char ieston 

Huntington 

Bluef leid 

Clarksburg 

4 29 14 53 81 18 70 17 

1 0 12 21 87 79 69 14 

0 7 22 47 70 47 32 30 
4 9 32 45 63 45 68 11 

Note: Percents may not total due to rounding. 

“includes only wanen with unccmpilcated prsgnancies. 

GAO,‘HTUM7-137 Prenatal Care 



statd 
Cam"" I ty 

Trimester of first visit (percent of conmunity totals) 

1 St 2nd 3rd Total nos. of wasena 

Rlvately l&dlcaid/ Privately &dlcald/ Privately Mxlicald/ Privately Madlcald/ 

Insured 

Tota Is 84 

un Insured Insured uninsured insured un Insured Insured un Insured ----- -- 

44 14 44 2 12 4,047 7% 

Alabena 

BInninghen 

Huntsvl I le 

Nmtgcmery 

selna 

Tt-OV 

90 45 10 45 

83 42 13 33 
80 24 16 71 
a3 39 17 53 

0 36 loo 64 

9 a3 22 

25 103 12 

6 97 17 

8 24 36 

0 4 I4 

CaIlfornia 

Los Angeles 82 39 16 44 
Bakersf leld 01 36 17 46 
socrenento 75 56 23 44 

El centro 66 50 28 33 
Uklah 81 33 18 67 

17 702 140 

17 103 24 

0 155 16 

17 32. 12 

0 72 9 

Georgia 

Atlanta 83 45 14 42 
Colmbus 72 33 21 67 
Savannah 89 36 11 29 
heel-rcus 96 44 4 19 
Brunswick 96 29 4 71 

13 485 71 

0 76 21 

36 76 I4 

38 24 16 

0 24 17 

I I tinols 

ChIcego 81 33 16 47 

hoi-la 94 71 6 14 

Rockford 00 42 I2 32 
Carbonda le 69 43 29 48 
Hsttoon 77 36 23 33 

3 

0 
3 

0 

20 

14 

26 
9 

I1 

504 45 

109 I4 

84 19 

35 23 

35 9 

Metne 

Augusta 

Bangor 

Massachusetts 

07 75 11 0 2 25 93 

100 I33 0 17 0 0 25 

Boston 92 62 8 32 1 5 181 37 

Table X1.2: 

Timing of First Prenatal Visit, by Insurance Status and 

Gzmunlty (1986-87) 
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Trimester of flrst visit (percent of conmunity totals) 

1st 2nd 3rd Total nos. of uanene 

state/ Rivotely MMicOld/ R-IvOtelY MicaId/ Privately MedIcaId/ Prlvotely Msdlcald/ 

camnun I ty Insured uninsured Insured un i nswed 1 nsured un insured insured un insured 
- -- --- - P  

New York 

Nsu York 89 34 10 57 0 9 205 53 
Syracuse 92 67 9 33 0 0 153 I2 
euffa10 91 38 9 38 0 25 209 8 
Klngston 84 00 15 20 1 0 67 5 
Auburn 85 75 I5 25 0 0 48 8 

West Virgin10 

Char leston 07 29 9 59 4 12 70 17 
Hunt I ngton 88 79 10 21 I 0 69 14 
Bluefleld 81 60 19 33 0 7 32 30 
Clarksburg 66 45 31 55 3 0 68 11 

Note : Percents may not total due to rounding. 

“Includes only men with unconpllceted pregan&cIes. 
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Appendix XI 
Camparisons of FYensW Care for Privately 
InsuredsndMedicaidBedpisntsand 
Uninmwed Women With Uncomplicat.ed 
Pregnancies, by Chnmunity 

Table X1.3: 

Prenatal Visits, by Insurance Status 
and Community (1986-87) 

No. of prenatal visits 
(percent of community totals) 

State/ l-4 5-8 9-12 13+ 
community PIa M/U~ PI n/u - - PI& __ - PI 

Totals 1 15 7 28 41 33 51 23 

Alabama 

Birmingham 0 0 1 23 41 36 58 41 
Huntsville 0 25 7 17 38 33 55 25 
Montgomery 1 35 6 35 45 12 47 18 
Selma 0 6 13 42 29 36 58 17 
Troy 0 7 25 64 50 21 25 7 

California 

13.2 11.6 
12.7 9.2 
12.2 7.4 
12.7 9.5 
10.3 7.7 

Los Angeles 1 19 7 31 33 31 59 19 
Bakersfield 0 33 5 17 45 13 50 38 
Sacramento 0 0 1138 43 44 46 19 
El Centro 0 17 22 0 22 17 56 67 
Ukiah 10 7 11 24 22 68 67 

Georgia 

13.1 8.5 
12.6 8.5 
12.5 10.2 
12.3 12.8 
13.4 13.1 

Atlanta 1 24 8 30 40 31 51 15 
Columbus 4 14 11 10 34 52 51 24 
Savannah 0 21 8 43 37 29 55 7 
Americus 0 6 4 44 8 13 88 38 
Brunswick 0 12 0 35 4 29 96 24 

Illinois 

12.5 7.7 
11.8 9.8 
12.8 7.2 
14.5 10.2 
16.3 9.5 

Chicago 2 24 12 33 42 27 44 16 11.8 8.0 
Peoria 0 21 2 21 40 29 58 29 13.0 8.9 
Rockford 0 11 7 21 50 32 43 37 12.1 11.3 
Carbondale 0 13 9 22 31 52 60 13 12.3 9.0 
Mattoon 0 11 6 56 66 33 29 0 11.3 7.7 

Average no. 
of visits 
PI - 
12.5 9.2 
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Cempaarkma of prenatal Care for Privately 
hanred and Medicaid Recipients and 
Uninsnred Women With Uncomplicated 
Pregnancies, by Cwnmnnity 

No. of prenatal visits 
(percent of community total) Average no. 

State/ l-4 5-8 9-12 13+ of visits 
community bIa& PIM/U _ PI> __ Pq _ PI - 

Maine 

Augusta 
Bangor 

0 0 1 0 43 75 56 25 13.0 12.0 
0 0 4 33 64 17 32 50 11.4 11.2 

Massachusetts 

Boston 0 8 6 19 49 57 46 16 12.4 10.0 

New York 

New York 0 17 6 26 46 43 48 13 12.6 
Syracuse 18 1 42 39 33 59 17 13.2 
Buffalo 0 38 6 0 52 50 43 13 12.1 
Kingston 10 15 20 58 40 25 40 10.9 
Auburn 0 0 4 13 52 38 44 50 12.4 

West Virginia 

Charleston 1 18 11 29 49 24 39 29 11.8 
Huntington 0 0 3 0 43 57 54 43 12.6 
Bluefield 0 3 13 33 69 33 19 30 11.0 
Clarksburg 3 9 7 27 47 18 43 45 12.1 

aP1 - Privately insured women 
M/U - Medicaid recipients or uninsured women 

Note: Includes only women with uncomplicated pregnancies. 

8.7 

iii:: 
11.0 
11.6 

9.4 
12.5 
10.4 
11.1 
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Appendix XII 

Barriers to Earlier or More Frequent Prenatal 
Care Cited by Me&aid Recipients and 
Uninsured Women at Participating Hospitals 

The following tables provide details on the barriers to earlier or more 
frequent care cited by the Medicaid recipients and uninsured women 
interviewed at the 32 hospitals participating in our study. Table XII. 1 
includes all barriers cited by the 1,157 women interviewed; table X11.2, 
all barriers cited by women who obtained insufficient care; and table 
X11.3, the barriers the women who obtained insufficient care cited as 
being most important. 

, 



Appendix XII 
l3amiera to Earlier or More Frequent Prenatal 
Care .Cited by Meslicaid Recipients and 
Uninsured Women at Participating Hospitals 

Table X11.1: 

~arrlers t0 Prenatal Care Cited By Medicaid Recipients and Uninsured Women, by Partlclp&i"g HOSpitalS (1986-87) 

state/ 
hospital 

Totals 1,157 8.82 5.53 16.16 2.68 7.87 8.90 a.64 5.19 11.58 1.73 1.04 

Cooper Green 
Huntsville 

Baptist Medical 
Center 

Vaughan RegIonal 
MedicoI Center 

Edge MeSKi-ial 

Midsize 35 8.57 5.71 20.00 . 2.66 . 8.57 8.57 2.86 . . 
Midsize 19 . . 15.79 10.53 21.05 . . . 10.53 . . 

Mldslre 22 le.18 4.55 36.36 9.09 45.45 . 9.09 9.09 le.18 . . 

Rural 45 11.11 6.67 28.89 11.11 2.22 . II.11 8.89 6.67 . . 
Rural 24 12.50 4.17 37.50 16.67 8.33 . 25.00 8.33 12.50 . . 

Callfornls 

Los Angeles County- 
USC MedIcal 
center Urban 195 10.26 7.69 13.85 2.56 8.21 17.95 9.74 8.72 17.44 3.59 3.08 

Memcrlal Medical 
center Urban I7 . 5.88 17.65 . . 5.88 5.88 . 5.88 5.88 . 

Kern MedIcal Center MidsIze 39 5.13 . 30.77 . 5.13 7.69 12.82 2.56 10.26 . . 
sutter calmlunity Midsize 26 7.69 . 23.08 . 3.85 7.69 . 3.85 7.69 . . 
El centro Corm!unlty Rural 19 5.26 21.05 15.79 . 5.26 21.05 5.26 10.53 5.26 . 10.53 
Uklah General Rural I8 . 5.56 27.70 . 16.67 5.56 11.11 . 5.56 . . 

Gecrgia 

Grady Memorial Urban 83 13.25 7.23 19.28 . 7.23 4.82 9.64 6.02 3.61 . . 
Gecrgla Baptlst Medical 

center Urban 12 8.33 . 8.33 . 16.67 8.33 8.33 8.33 16.67 . . 
Medical Center 

(Columbus1 Midsize 26 7.69 3.85 3.85 . 3.85 3.85 7.69 . 19.23 . . 
Memcrlal MedIcal 

center Midslre 23 8.70 . 17.39 . 13.04 * 4.35 . 17.39 . . 
Sumtw Regional Rural 23 8.70 4.35 4.35 . 4.35 . . 4.35 4.35 . . 
Glynn%runsuIck 

MBm3rial Rural 24 12.50 4.17 4.17 . 20.83 12.50 . . 8.33 . . 

I~llnols 

Cook County Urban 61 16.39 4.92 ii.48 4.92 1.64 II.48 13.11 8.20 18.03 13.11 1.64 
Ingalls MemwlSl Urban 4 . . . *. . 25.00 . 25.00 . . 
St. Francis Medical 

center Mldslze I4 . . . . . . . * 7.14 . * 

Methcdlst Medical 
center Midsize 5 . . . . . . . * . . * 

Rockford Memcrlal Midsize 34 . 5.88 It.76 2.94 11.76 8.82 5.68 2.94 5.88 . . 

MBmJrlal Hospital 
(Carbondale) Rural 38 5.26 5.26 18.42 7.89 18.42 21.05 . . 18.42 . . 

Sara Bush Llncol" 
Health Center Rural I7 5.80 5.88 17.65 . 11.76 5.88 11.76 . 5.88 . . 
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Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Eedpients and 
Unhmued Women at Partidpating Hospitals 

Barriers cited" (percent) 
Wanen's attitudes, beliefs, and experiences Flnanclng NO 

11 12 13 I4 15 I6 17 18 19 20 22 23 __-_-------- " Other prcblm -- 

6.83 10.72 8.30 24.63 7.09 12.45 8.38 8.47 7.69 3.80 22.39 4.93 6.83 4.41 29.39 

2.& 5.71 2.86 2S.71 2.86 8.57 2.86 2.86 II.43 2.86 6.57 . . . 45.71 
5.26 21.05 5.26 36.84 10.53 5.26 5.26 10.53 15.79 . 42.11 10.53 . 5.26 36.84 

4.55 . * 9.09 * 4.55 4.55 4.55 4.55 9.09 40.91 18.18 31.82 13.64 9.09 

. 4.44 4.44 26.67 6.67 4.44 6.67 11.11 13.33 6.67 17.78 8.89 4.44 f 37.78 

. . 4.17 20.83 . 4.17 4.17 4.17 12.50 4.17 20.83 . . 4.17 41.67 

11.79 8.21 7.18 26.15 6.15 14.87 11.79 7.69 4.10 3.59 36.41 2.56 5.13 7.18 20.51 

II.76 5.88 5.88 23.53 17.65 23.53 11.76 . . . 41.18 5.88 29.41 17.65 11.76 
15.313 12.82 15.38 23.08 5.13 28.21 7.69 7.69 5.13 5.13 35.90 5.13 17.95 15.38 17.95 

3.85 . . 30.77 . . 7.69 . . 3.85 7.69 . 7.69 . 34.62 
15.79 10.53 21.05 26.32 5.26 26.32 21.05 5.26 10.53 10.53 36.84 10.53 . 10.53 31.58 
II.11 16.67 5.56 16.67 5.56 16.67 . 22.22 II.11 11.11 33.33 . 22.22 II.11 33.33 

6.02 a.43 9.64 22.89 7.23 10.84 1.20 3.61 4.82 2.41 16.87 12.05 6.02 3.61 33.73 

8.33 . . . 16.67 . . . . 16.67 . . 16.67 41.67 . 

. 7.69 II.54 11.54 7.69 11.54 3.85 15.38 11.54 . 7.69 . . 7.69 38.46 

. 21.74 17.39 21.74 8.70 17.39 . 17.39 13.04 . 13.04 . 8.70 . 26.09 

. 34.78 13.04 34.78 13.04 13.04 4.35 30.43 21.74 . 17.39 . 8.70 4.35 x.43 

4.17 8.33 8.33 16.67 8.33 12.50 . 8.33 4.17 8.33 54.17 8.33 16.67 . 33.33 

9.84 16.39 16.39 45.90 8.20 21.31 19.67 13.11 8.20 1.64 31.15 4.92 6.56 3.28 9.84 
25.00 . 25.00 50.00 . . . . 25.00 . . . . 25.00 . 

. . 14.29 . . . . 7.14 14.29 . 14.29 . 7.14 7.14 57.14 

.2O.W . . . . . . . . . . . . 80.00 
. 14.71 8.82 29.41 8.82 8.82 8.82 14.71 11.76 . 14.71 11.76 2.94 2.94 29.41 

7.89 10.53 2.63 36.84 2.63 5.26 2.63 10.53 13.16 2.63 15.79 2.63 . . 23.68 

5.88 11.76 5.88 17.65 5.88 5.88 . 5.88 5.88 . 11.76 . . 5.88 29.41 
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Appendix XII 
Barriera to Earlier or Mom Frequent preastal 
Care cited by Medicaid Recipients und 
Uninsured Women at Participathg HaspiWs 

state/ 
hospital 

Maine 

Total Bnrlers cIteda (percent) 
community no. of Logistical/health services 

type wanen I 2 3 4 5 6 7 8 9 10 21 __~_---___---- 

Kennebec Valley 
Msdical Center Rural 

Eastern Mains Medical 
C.W&T Midsize 

Massachusetts 

Brigham and Women's Urban 
8astm city Urb%il 

New York 

Harlem Hospital 
center Urban 

Columbia-Presbytaian 
Msdical Center Urban 

crouse-I TV ing 
MFSlOrial Midsize 

St. Joseph's Midsize 
Children's Midsize 
Benedictine Rural 
Auburn Menorlal Rural 

west Virginia 

Charleston Area 
Msdical Center Midsize 

Cabell Huntington Midsize 
Bluefield Community Rural 
United Hospitai 

center Rural 

9 . . 11.11 . . 11.11 . . . . . 

IO . . . . . . 10.00 . . . . 

35 8.57 2.86 17.14 2.86 14.29 8.57 2.86 2.86 17.14 2.86 . 
16 12.50 12.50 6.25 . 6.25 . 37.50 31.25 12.50 . . 

43 4.65 16.28 9.30 2.33 2.33 16.28 9.30 . 13.95 6.98 4.65 

41 2.44 2.44 2.44 . . 4.88 14.63 7.32 . . 2.44 

8 25.00 . 12.50 . . . 37.50 25.00 12.50 . . 
8 12.50 . 12.50 . . . 12.50 . 25.00 . . 

16 12.50 6.25 25.00 . 12.50 6.25 12.50 18.75 6.25 . . 
14 . 7.t4 . . . 28.57 . . 14.29 . - 
16 6.25 12.50 18.75 6.25 . . 18.75 . 12.50 . . 

38 15.79 . 15.79 2.63 13.16 10.53 7.89 . 23.68 . . 
25 12.00 . 16.00 4.00 4.00 . . . 12.00 . . 
39 7.69 5.13 23.08 2.56 5.13 12.82 . 2.56 5.13 . . 

I6 12.50 12.50 31.25 . 6.25 12.50 6.25 . l2.5C . . 
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J3arrkm to Earlier or More Fmqment prenatal 
carecitedbyMedi~dBedphtaand 
Uninmred Women at Partidpathg Hospitals 

Barrlas cited& (percent) 
Woman's attitudes, beliefs end experiences Flnancjng NO 

11 12 I3 14 I5 I6 I7 18 I9 20 22 23 24 Other problem ____-------- --- 

11.11 . 22.22 . Il.11 . f . . 33.33 II.11 - . . 22.22 

l0.W . 30.00 . . 20.00 IO.00 IO.00 . 20.00 IO.00 20.00 . 40.00 . 

. 2.86 11.43 17.14 5.71 5.71 11.43 2.86 2.86 8.57 a.57 5.71 11.43 2.86 34.29 
6.25 6.25 . 6.25 12.50 37.50 12.50 . 6.25 12.50 6.25 6.25 12.50 . 18.75 

9.30 18.M 13.95 25.58 18.60 13.95 9.30 6.98 6.98 4.65 20.93 . 6.98 . 23.26 

4.88 24.39 17.07 12.20 19.51 17.07 17.07 14.63 4.88 7.32 9.76 7.32 7.32 4.08 46.34 

37.50 37.50 . 25.00 12.50 25.00 62.50 25.00 . . . . . 25.00 25.00 
12.50 12.50 . 12.50 . 25.00 12.50 12.50 12.50 . . . . . 50.00 
12.50 12.50 6.25 25.00 6.25 18.75 18.75 12.50 6.25 12.50 18.75 . 6.25 . 31.25 

7.14 7.14 . 14.29 7.14 7.14 , . . . . . . . 42.86 
12.50 25.W 6.25 43.75 12.50 25.00 12.50 25.00 18.75 6.25 31.25 12.50 12.50 . 18.75 

2.63 7.89 7.89 28.95 2.63 5.26 2.63 5.26 5.26 . 7.89 5.26 5.26 . 26.32 
8.00 4.00 8.00 12.00 4.00 4.00 . 4.00 8.00 . 12.00 4.00 4.00 . 44.00 
5.13 7.69 5.13 33.33 5.13 5.13 7.69 7.69 12.82 5.13 12.82 10.26 5.13 2.56 41.03 

12.50 12.50 12.50 18.75 6.25 12.50 18.75 . 18.75 6.25 37.50 . 6.25 . 25.00 
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Barriers t.0 Eartier or More Frequent Prenatal 
Care Cited by Medicaid Re&iem&s and 
Unfnsnred Women at PartMpathtg Hoqitals 

%ey to bat-r iers cited by women: 

1. Did not have anyone to take care of other 
chl Idt-en. 

2. Could not miss work or school. 

3. Did not have a way to get clinic or doctor’s 
office. 

4. No local doctors, midwives, or nurses. 

5. Could not get a doctor, midwife, cr nurse to 
see them. 

13. Had too many other problems to worry about 
getting care. 

14. Did not know that they were pregnant. 

15. Not sure that they wanted to have the baby so 
didn’t go to a doctor, midwife, or nurse- 

16. Knew what to do since they had been pregnant 
before. 

17. Were a little afrald of medlcal tests and 
exaninaticns. 

6. Did not know where to go for ewe. 
18. Were afraid to find out they were pregnant. 

7. Felt the wait In the doctor’s office or 
cl lnic was too long. 

8. Felt the office hours were not convenient. 

9. Could not get an appolntment earlier in 
pregnancy* 

10. Cannot speak Eng I ish very wel I and cou Id not 
flnd anyone who spoke their language. 

11. Did not think it was Important to see a 
doctor, nurse, or another medical person 
earlier o- more often. 

19. Did not want to tel I baby’s father, parents, 
or other family members. 

20. DTd not like the doctor’s or nurse’s 
att Itudes. 

21. Thought they might have problems with the 
lmnigratlon people. 

22. Dld not have enough money to pay for visits. 

23. Not eligible for Medicaid. 

24. Had problems w Ith Medicaid. 
12. Did not want to think about befng pregnant. 
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Appendix XII 
Barriers to Earlier or More Preqment Prenatal 
Cam Cited by Medicaid Recipients and 
ullinmmd women at Partkip&ingIiospita.ls 



Appendix XII 
Bamlem to Einrlier or More lhquent Rem&al 
care Cotad by MedLcaid Eedpientm and 
Uninmred Women nt Partidpathg Hae@tala 

Table X11.2: 

Garias to Prenatal Caa, Cited by Wanen Who Received InsufficIent Cae. 
by Pstlclpatlng Hospital (1986-87) 

Total Barlas cited' @eeent) 

state/ camnullity no. of Logltiical/health sarvtces 
Hcspltal IYe% wansn 1 2 3 -- - - 4 - 5 - LLEEEZ 

TOtSIS 126 11.71 6.75 20.25 3.86 9.50 11.16 11.57 6.34 13.50 2.20 1.24 

Cooper Green Midsize 20 1O.W IO.00 25.00 . . . 15.00 lO.OQ . . . 
lluntsvllls Midsize 14 l . 21.43 14.29 21.43 . . . 7.14 . . 

eaptist Medical 
center Midslze IS 22.22 5.56 38.89 II.11 44.44 . 11.11 11.11 22.22 . . 

Vaughan Regional 
MedIalI Center Rural 34 14.71 5.88 32.35 11.76 2.94 . 14.71 II.76 8.82 . . 

Edge Memo-lal Rural lb 18.75 6.25 56.25 18.75 . . 3t.25 6.25 12.50 . . 

Celifcrnla 

Lee AngelssCwnty- 
USC Mt3dlcsl Canter Urban 148 12.84 8.11 17.57 3.38 10.81 22.30 11.49 9.46 21.62 4.05 2.70 

Hsnrrlsl MedIcal Center Urban 11 . . . . . 9.09 9.09 . 9.09 9.09 . 
Kan Medical Center Mldslze 27 3.70 . 40.74 . 7.41 11.11 18.52 3.M 14.81 . . 
suttw Comunlty Mldslze I3 . . 23.08 . . 15.38 . 7.69 . . . 
El centro Cunnunlty RUI-01 10 10.00 30.00 10.00 . IO.00 40.00 IO.00 2o.cO . . 20.00 
Ukiah General Rural 9 . 11.11 44.44 . 22.22 II.11 22.22 . . . . 

Gredy Merrorlal Urban 61 18.03 9.84 24.59 . 9.64 4.92 9.04 6.56 I.64 . . 

Ggxgla Baptist Medical 
CWltW Urban 5 20.00 . 20.00 . 40.00 20.00 20.00 . 20.00 . . 

MedIcal Center 
(colul&us) Mldslze 17 II.76 5.00 5.08 . 5.88 5.88 11.76 . 17.65 . . 

Msmrlal MedIcsI 
CWlter Midsize 18 5.56 . 16.67 . Il.11 . 5.56 . 22.22 . . 

Sumter Regional RN&l 11 9.09 9.09 9.09 . 9.09 . . 9.09 9.09 . . 

Glynn-Grunnrtck 
Memsrlal Rural I9 15.79 5.26 5.26 . 26.32 15.79 . . 10.53 . . 

CookCounty Ul-bWl 43 23.26 4.65 16.28 6.98 2.33 11.63 13.95 9.30 18.60 13.95 2.33 
lngolls Henrrlal Urban 4 . . . . . . 25.00 . 25.00 . . 

St. Francls Wical 
center ~lds~re 8 . . . . . . . . 12.50 . . 

Rockford Memorial Mldslze 15 . 13.33 20.00 6.67 6.67 13.33 13.33 6.67 13.33 . . 

HsmJrlal Hcdpits1 
(Carbondale Rural I8 11.11 5.56 22.22 lb.67 27.70 22.22 . . 33.33 . . 

Saa Bush Lincoln Health 
Center Rural 0 . . 25.00 . 12.50 . 12.50 . . . . 
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Appendix W 
Ehrrlem to Earlier or More went Prenatal 
CareCitedbg Medicaidlkcipien~and 
Uninmmd Women at Partidpatbg Hospitab 

Barriers clted" (percent) 
Wanen's attitudes, beliefs, and experiences Flnanclng No 

II 12 13 14 15 16 17 18 19 20 22 23 ------------ 24 C-therprcblan 

8.68 13.61 11.29 28.37 8.82 16.25 10.19 10.19 10.33 5.51 28.37 5.37 8.82 5.23 17.63 

5.00 IO.00 5.00 40.00 5.00 15.00 5.00 5.00 20.00 5.00 5.00 . . . 25.00 
7.14 28.57 7.14 42.06 14.29 7.14 7.14 14.29 21.43 . 50.00 14.29 . 7.14 28.57 

5.56 . . II.11 . 5.56 5.56 5.56 5.56 11.11 38.89 22.22 27.78 16.67 5.56 

. 2.94 5.88 35.29 5.88 5.88 8.82 8.82 11.76 8.82 20.59 8.82 5.88 . 26.47 

. . 6.25 25.00 . 6.25 6.25 6.25 18.75 6.25 25.00 . . 6.25 31.25 

13.51 8.78 8.78 29.05 6.76 14.86 13.51 8.78 4.73 4.73 43.24 2.03 6.08 6.08 IO.61 
18.18 9.09 . 27.27 27.27 27.27 18.18 . . . 63.64 9.09 45.45 18.18 9.09 
22.22 18.52 22.22 25.93 7.41 40.74 II.11 Il.11 7.41 7.41 48.15 7.41 22.22 14.81 7.41 

7.69 . . 38.46 . . 15.38 . . . . . 7.69 . 15.38 
20.00 20.00 40.00 30.00 10.00 40.00 30.00 10.00 20.00 20.00 50.00 20.00 . 20.00 IO.00 
22.22 22.22 II.11 Il.11 11.11 II.11 . 22.22 22.22 22.22 44.44 . 33.33 22.22 II.11 

6.56 8.20 13.11 22.95 a.20 14.75 I.64 4.92 4.92 1.64 19.67 14.75 6.56 4.92 27.87 

. . . . . 20.00 . . . . 40.00 . . 20.00 20.00 

. II.76 11.76 17.65 5.88 II.76 . 17.65 17.65 . II.76 . . 11.76 35.29 

. 27.76 22.22 27.78 11.11 22.22 . 22.22 16.67 . 16.67 . 5.56 . 16.67 

. 54.55 18.18 54.55 18.18 27.27 9.09 45.45 45.45 . 18.18 . 18.18 9.09 . 

5.26 10.53 10.53 21.05 10.53 15.79 . 10.53 5.26 10.53 68.42 10.53 21.05 . 15.79 

Il.63 20.93 20.93 44.19 11.63 30.23 18.60 13.95 II.63 2.33 30.23 6.96 9.30 2.33 9.34 
. 25.00 . 25.00 50.00 . . . . 25.00 . . . . 25.00 

. . 25.00 . . . . 12.50 25.00 . 25.CC . 12.50 . 37.50 

. 26.67 20.00 46.67 20.00 13.33 13.33 26.67 26.67 . 20.00 13.33 . 6.67 6.67 

16.67 22.22 5.56 38.09 5.56 . 5.56 11.11 11.11 5.56 27.78 5.56 . . 5.56 

12.50 12.50 . 12.50 . 12.50 . 12.50 12.50 . 12.50 . . 12.50 37.50 
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Appendix XII 
Barriem to J&Her or More Fregaent Prenat& 
Care Cited by Medicaid EedpieMs and 
Uninsured Women at Particip&ing Hoepitads 

Kemeba Valley I*dlcal 
Carter Rural 

Easta-n Maine MedicoI 
center Hldslre 

Massachusetts 

BrIgham and wcmm's urban 
Boston City urban 

NW Yak 

Harlem Hcspltel Canter urbm 
Colu&la+mrbytalan 

Wical Center Ul-b4tl 
Cram-Irving Memwlsl Mldslre 
St. Jc§eph'S Rldslre 
Children's Mldslre 
BenedlCtlfle Rut-al 
Auburn Memo-let Rural 

west v1rginis 

Charleston hrea Mdical 
center Midsize 

CabOIl HuntIngtm Midslze 
Blwfleld Camunity Rural 
United Hospital Center Rural 

2 ........... 

4 ........... 

I4 7.14 . 21.43 . 14.29 * . . 21.43 . . 
11 18.18 18.18 9.09 . 9.09 . 45.45 36.36 . . . 

34 5.88 17.65 Il.76 2.94 2.94 17.65 II.76 . 14.71 8.82 2.94 

34J 3.33 3.33 3.33‘ . . 6.67 20.00 3.33 . . 3.33 
2 50.00 . . . . . 50.00 50.00 50.00 . . 
4 . . . . . . 25.00 . 25.00 (I . 

IO l0.M) * 30.00 . 20.00 IO.00 20.00 20.00 10.00 . . 
2 . . . . . 50.00 . . . . . 
6 16.67 16.67 50.00 16.67 . . 16.67 . . . . 

25 16.00 . 16.00 4.00 8.00 12.00 8.00 . 20.00 . . 
6 16.67 . . 16.67 16.67 . . . 33.33 . . 

20 15.00 5.00 35.00 5.00 5.00 20.00 . 5.00 10.00 . . 
9 22.22 22.22 33.33 . 11.11 II.11 11.11 . II.11 . . 
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Barrier8 to Jhrlier or More J?requent Prenati 
Care Cited by R%dkaid Recipients and 
Unineured Women at Partidpating Hospitals 

Barriers citeda (percent1 
Women’s attitudes, beliefs, and experiences Financing NO 

II I2 I3 14 15 I6 I7 I8 I9 20 22 23 24 Other _____ ------mm- problam 

.50.00 . . . . . . . . . . . . 50.00 

. 25.00 . 50.00 . . 25.00 25.00 25.00 . 25.00 . 25.00 . 25.00 

. . 14.29 28.57 . . 14.29 * . 14.29 14.29 7.14 21.43 7.14 14.29 
9.09 9.09 . 9.09 18.18 54.55 18.18 . 9.09 18.18 . . 9.09 . 9.09 

8.82 14.71 14.71 26.47 17.65 17.65 II.76 8.82 8.82 5.88 23.53 . 8.82 , 14.71 

6.67 33.33 20.00 13.33 23.33 20.00 16.67 16.67 6.67 l0.W 13.33 6.67 6.67 6.67 36.67 
lo0.W 100.00 . . 50.00 100.w 100.00 . . . . . . . . 

25.00 25.00 . . . 25.00 25.00 25.00 25.00 . . . . . 50.00 
10.00 20.00 10.00 40.00 . 30.00 20.00 20.00 . 20.00 3o.w . 10.00 . IO.00 
50.00 . . 50.00 . . . . . . . . . . . 
16.67 33.33 16.67 33.33 16.67 33.33 16.67 16.67 16.67 16.67 50.W 16.67 16.67 . . 

. 12.00 8.00 40.00 4.00 4.00 4.00 8.00 8.00 . 4.00 4.00 8.00 . 16.00 
. 16.67 . . 16.67 . . 16.67 . 33.33 . 16.67 . 33.33 

. 5.00 5.00 35.00 . 5.00 5.00 5.00 15.00 5.00 5.00 . 5.00 5.00 3o.w 
11.11 II.11 11.11 II.11 11.11 22.22 22.22 . 33.33 II.11 44.44 . II.11 . 22.22 
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Barriers to Earlier or More Frequent Prenata.l 
CareCitedbyMedicaidlbdphtii+and 
Uninmred Women at Participating Hoq~itals 

%q to barriers cited by women: 

1. Did not have anyone to take cue of other 
chl tdren. 

13. 

2. Could not miss work OT school. 

3. Did not have a way to get cllnlc or doctor’s 

offfce. 

14. 

15. 

4. No local doctcrs, midwives, cr nurses* 16. 

5. Could not gat a doctor, midwife, or nurse to 
588 them. 17. 

6. Old not know where to go for care. 

7. 

8. 

9. 

10. 

Il. 

12. 

Felt the walt In the doctor’s office or 
cl In Ic was too long. 

18. 

19. 

Felt the offlce hours were not convenient. 
20. 

Could not get an appointment earlier In 
pregnancy. 

21. 
Cannot speak English very well and could not 
find anyone who spoke their languaga- 

22. Did not have enough money to pay for visits. 
Old not think ft was lnportant to 588 a 
doctor, nurse, or another medlcal person 
ewl lef a- more often. 

23. Not eligible for Medicaid. 

24. Had problems with Medicaid. 
Did not want to thlnk about being pregnant. 

Had too many other problems to worry about 
gett lng care* 

Did not know that they were pregnant. 

Not sure that they wanted to have the baby so 

didn’t go to a doctor, midwlfe, or nurse. 

Knew what to do since they had been pregnant 

before. 

Were a llttle afraid of medical tests and 
examinations. 

Were afraid to flnc out they were pregnant. 

Did not want to tel I baby’s father, parents, 
cf other family members. 

Dld not like the doctor’s or nurse’s 
att itudes. 

Thought they might have problsms with the 
Innilgratlon people. 
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Barrkm to Earlier or More Prequent Prumatal 
cue cst%d py Medierid Rtxlpienta and 
Unlmmred Women et Parthim Hoqbitals 
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Appendix XU 
Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipients and 
Uninsured Women at Participa~ Ekmpitals 

Table X11.3: 

Most Inpwtant Bwrlers to Prenatal Cae for Wawn Who Obtained 
InsufficIent Care, by Patlclpatlng Hospital (1986-87) 

state/ 
hospital 

Tota I 

Total 
Canmunity no. Of 

2.E ucmlen 1 2 3 -- - - 1. L IL 

726 4.27 2.07 6.89 0.55 2.48 3.03 2.09 0.28 3.86 0.28 

I.2 

0.14 

AI abama 

Cacper Green Midsize 
Huntsvi I ie Midsize 
Baptist Medical 

center Midsize 
Vaughan Regional 

Medical Center Rural 
Edge Memwial Rural 

Cal ifwnia 

Los Angeles County- 
USC Medical 
center Urban 

Mema-ial Medical 
Cmter Urban 

Kern Medical 
Center Midsize 

suttsr comn ity Midsize 
El centro 

ccmunun 1ty Rural 
Uklah General Rural 

Ge>rg I a 

Grady Memxlal Urban 
G.xrgia Baptist 

Msdlcal center Urban 
Medical Center 

(Gal urnbus) Midslze 
M~,wzrial Medical 

center Midsize 
Sumter RegIonal Rut-a I 

Gly""-EWu"swick 
MmlDrlal Rura I 

I I I lnols 

Cook County Urban 
Ingalls Memorial Urban 
St. Francis 

Medical Center Midsize 
Rcckfa-d Mew-lal Mldslze 
HenarIsl Hospital 

(Carbonda I e) Rural 
Sa-a Bush Lincoln 

Health Center Rural 

20 
14 

. . * . 

. . . . 
. . . 
. . . 

IS . 33.33 . . 

34 
16 

10.00 10.00 15.00 
. 21.43 

5.56 5.56 5.56 

8.82 2.94 8.82 
. 37.50 

2.94 . . 11.76 
. . . . 

. 5.56 . 

. 2.94 . 

. . . 

148 4.73 1.35 4.73 0.68 3.38 6.76 1.35 

I1 . . . . . 9.09 . 

. 9.46 0.68 

. . . 

27 . . 3.70 . . . 7.41 
13 . . 23.08 . * 15.38 . 

10 
9 

. 10.00 . 

. . II.11 
. 10.00 20.00 . 
. . . 11.11 

* 3.M . 
. . . 

. . . 

. 9 . 

61 6.56 1.64 6.56 . 1.64 3.28 I.64 1.64 1.64 . 

5 

17 

18 
11 

19 

43 
4 

0 
15 

I8 

s 

. . . . 20.00 . . * . . 

11.16 5.88 . . . . 5.88 

5.56 . . . 5.56 . 5.56 
. . . . . . m 

. 5.88 . 

. 5.56 . 
* . . 

. . 5.26 , . . . . . . 

II.63 2.33 4.65 . . . 2.33 2.33 . 2.33 

. . . . . . . . . . 

. . . . * . . . 12.50 . 

. 6.67 13.33 , . . . . 6.bT . 

. . 5.56 

. 12.50 

5.56 11.11 . . 

. . * 12.50 

. . . 

. . . 

. 

. 

. 

. 

0.68 

. 
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Appendix XII 
Bamiem to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipienta, and 
Uninmred Women at Partidpating Hospitals 

Barlers cited" (percent) 
Women's attitudes, beliefs and experiences Flnanclng No 

11 I2 13 14 15 16 17 18 19 20 22 23 24 Other problem _ - ---- ------ --- 

2.3-4 1.65 1.79 14.60 2.62 3.44 I .24 2.20 2.75 1.38 16.53 0.28 1.93 2.69 17.63 

. 5.00 . 30.00 . 5.00 . . . . . . . . 25.00 

. . . 7.14 7.14 . . . . . 28.57 . . 7.14 20.57 

5.56 . . 5.56 . 5.56 a . 5.56 . 16.67 . . . 5.56 

. 2.94 . 14.71 . . . . . . 17.65 . . s 26.47 

. . . 6.25 . . . 6.25 . . 12.50 . . 6.25 31.25 

3.38 . . 10.81 . 2.03 2.70 2.03 1.35 . 27.03 

9.09 . . . . 18.18 9.09 . . . 27.27 

7.41 . 3.70 14.81 . 7.41 . . . 
. . . 38.46 . . 7.69 . . 

. . . . 10.00 . . 10.00 . 

. . . II.11 II.11 . . . . 

. 33.33 

. . 

. 20.00 

. 33.33 

1.64 1.64 3.28 14.75 I.64 I.64 . 1.64 1.64 

. . . . . 20.00 . . . 

. 5.88 . II.76 . . . . 5.88 

. 11.11 5.56 16.67 5.56 . . . II.11 

. 9.09 . 27.27 9.09 9.09 . 9.09 18.18 

. . . 15.79 5.26 . . . . 

. . 4.65 18.60 2.33 11.63 4.65 6.98 . 
* . . . 50.00 . . . . 

. 25.00 . . . . . 12.50 
. . 6.67 26.67 6.67 . . 6.67 . 

* 11.11 . 22.22 * . * 5.56 5.56 

. . . . . 12.50 . . 12.50 

. 13.11 

. 40.00 

. . 

. Il.11 
, 9.09 

. 52.63 

2.33 II.63 
25.00 . 

. 12.50 

. 13.33 

5.56 22.22 

. 12.50 

. 2.03 4.05 10.81 

. 9.09 9.09 9.09 

. 3.70 7.41 7.41 

. . . 15.38 

. 10.00 10.00 
. II.11 . Il.11 

1.64 . 4.92 27.87 

. . . 20.00 

. . 11.76 35.29 

. 

. 
. . 16.67 
. 9.09 . 

. 5.26 . 15.79 

. 2.33 . 9.30 

. . . 25.00 

. . . 37.50 

. . 6.67 6.67 

. . . 5.56 

. . . 37.50 

I 
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AppendixXII 
Barriers to Earlier or More Frequent Prenati 
CamCited by Medicaid l?e&dents and 
Ihdmmed Women at Partkdpating Hospitals 

state/ 
hospltal 

Tota I Barriers cited0 (percent) 
Comnunity no. of Loglstlcal/heelth services 

type wale” 1 2 3 4 5 6 7 0 9 __-_ - - - - - - - - - 10 - 21 

Kennebec Valley MedIcal 

center RWCJI 2 . . . . 
Eastern Melne Medical 

center Mldslze 4 . . . . 

. . . 

. . . 

. . . . 

. . . . 

Brigham and Wornen’s 
Boston city 

Urban 14 7.14 . . . 7.14 . . . 7.14 . . 
urban 11 18.18 . . . . . 18.18 . . . . 

New York 

Hat-la Hospltal Center 
Cal unb la-fresbyter Ian 

MedIcal Ce”ter 
crolw-Irvlng Memcrlal 
St. Joseph ‘s 
Chl Idren’s 
Be”edlctine 
Auburn Hem I al 

Urban 34 2.94 11.76 2.94 . 

urban Jo . . . . 
Midsize 2 30.00 . . . 
Midsize 4 . . . . 
Mldslre IO . * 10.00 . 
Rut-al 2 . . . . 
Rural 6 16.67 . . . 

west v1rginia 

Charleston Area Medical 
center 

CabSll Huntl”gto” 
Blwfleld Camunity 
united Hospital center 

Midsize 25 . . 12.00 . 
Mldsize 6 . . . 16.67 
Rural 20 . . 25.00 . 
Rural 9 . . 11.11 . 

. 5.00 . 

. 3.33 10.00 

. . . 

. . . 

. . 10.00 

. . . 

. . . 

. 4.00 4.00 

. . . 

. 5.00 . 

. . . 

. 5.88 . . 

. . . . 

. . . . 

. . . . 

. . . . 

. . . . 

. . . . 

. 0.00 . . 

. 16.67 . . 

. . . . 

. . . . 
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Appendix XII 
Harriers to Earlier or More Frequent Prenatal 
Care Cited by Medicaid Recipienta and 
Unlnmred Women at Partidpatlmg Hospitals 

Barr let-S cl ted" (percent 1 
Women's attitudes, beliefs, and experiences Flnanclng NO 

11 12 13 14 15 16 17 18 19 20 22 z 24 other problem ___-------- 

.5o.w . . . . . . . . . . . . 50.00 

. . . 25.00 . . . . 25.00 . . . 25.00 . 25.03 

. . 7.14 14.29 . . 7.14 . . 14.29 . 7.14 7.14 7.14 14.29 
9.09 . . . 9.09 18.18 . . . 18.18 . . . . 9.09 

5.88 . 8.62 14.71 5.88 2.94 . 2.94 . 2.94 5.88 . 

. 6.67 . 13.33 13.33 3.33 . 3.33 . 3.33 6.67 . . . 36.67 

50.00 . . . . . . . * . . . . . . 
25.00 . . . . . . 25.00 . . . . . . 50.00 

10.00 . . 30.00 . . . 10.00 . . 20.00 . . . IO.00 

50.00 . . 50.00 . . . . . . . . . . - 
. . . . . 33.33 . w  16.67 . 33.33 . . . . 

. . . 36.00 4.00 4.00 . . a.00 . 4.00 . . - 16.00 
. . . 33.33 . . . . . . . . . . 33.33 

. . 25.00 . . . . 5.00 . . . 5.00 5.00 30.00 . 
. . . . . . . . . 33.33 11.11 11.11 * II.11 22.22 



Appendix XII 
Barriers to Earlier or More Frequent Prenatal 
Care Cited by Medirxdd Redpientu and 
uninenred Women at Partidpating HoWtale 

key to barriers cited by wOrnen: 

1. Did not have anyone to take care of other 

chi Idren. 

2. Could not miss work or school. 

3. Did not have a way to get clinic or doctor’s 
office. 

4. No local doctas, midwives, or nurses. 

5. Could not get a doctor, midwife, or nurse to 
see them. 

6. Did not know where to go for care. 

7. Felt the wait in the doctor’s office or 
clinic was too long- 

8. Felt the office hours were not convenient. 

9. Could not get an appointment earlier in 
pregnancy. 

10. Cannot speak English very well and could not 
find anyone who spoke their language. 

11. Did not think it was important to see a 
doctor, nurse, or another medical person 
earl ier cc more often. 

12. Did not want to think about being pregnant. 

13. Had too many other prob lens to worry about 

getting cme. 

14. Did not know that they were pregnant. 

15. Not sure that they wanted to have the baby so 
didn’t go to a doctor, midwife, or nurse- 

16. Knew what to do since they had been pregnant 
before. 

17. Were a little afraid of madlcal tests and 
examinations. 

18. Were afraid to find out they were pregnant. 

19. Did not want to tell baby’s father, parents, 
or other family members. 

20. Did not like the doctor’s or nurse’s 
attitudes. 

21. Thought they might have problems with the 
ltmslgration people. 

22. Did not have enough money to pay for visits- 

23. Not eligible for Medicaid. 

24. Had problems with Medicaid. 
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Appendix XIII 

’ Demographic Data on the Women Interviewed, 
by Hospital 

Data on the characteristics of women interviewed at each of the 39 hos- 
pitals participating in the study are presented in tables XIII.1 and X111.2. 
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Appendiv XIII 
Demographic Data on the Women 
interviewed, by Hospital 

Table X111.1: 

Intervtewed Wanen by lnsursnca Status, Educstlcm, and place 
of Most Care for Each Psrticipatlng Hospital (1986-87) 

Figures. except In last column, are percents. 

state/ 
hospital 

Inswance status Education 
Sane htgh Grsduated 

MedIcaid Uninsured O-8 yeas -- xhool high schoal Cotleg. 

Totals 52.29 47.71 14.00 35.44 29.82 20.74 

Cwper Green 
Huntsvll le 
Baptist MIcaI center 
Vaughan Regional Medical 

Center 
Edgs Mmortol 

14.29 85.71 14.29 22.86 42.86 20.00 
26.32 73.68 5.26 36.84 15.79 42.11 
50.00 50.00 4.55 40.91 31.82 22.73 

64.44 35.56 4.44 42.22 33.33 20.00 
54.17 45.83 . 37.50 41.67 20.83 

Cslifornla 

Los Angeles County- 
USC Hedtcsl Center 

MmwJd Medical Center 
Kern kdtcal Center 
sutter cumluntty 
El Centro CaMunIty 
Uklah General 

5.64 94.36 
70.59 29.41 
51.28 48.72 
96.15 3.85 
73.60 26.32 

100.00 . 

42.56 
. 

23.08 
3.85 

15.79 

24.62 17.95 14.87 
23.53 47.06 29.41 
30.46 25.64 12.82 
11.54 23.08 61.54 
36.S-4 26.32 21.05 
38.89 38.89 22.22 

Georgia 

Grady Manorlal 
Georgta Gaptlst MedIcal 

center 
Hedtcal Center (Colulnbus) 
Hern>rlal MedIcsI Center 
Sumter Regtonal 
Glynn-Brunswick Menarlal 

60.24 39.76 2.41 39.76 32.53 25.30 

16.67 83.33 . 16.67 33.33 50.00 
42.31 57.69 3.85 42.31 38.46 15.38 
78.26 21.74 8.70 56.52 30.43 4.35 
60.87 39.13 8.70 56.52 26.09 8.70 
41.67 58.33 4.17 41.67 37.50 16.67 

lll lnOlS 

Cook County 
Ingalls Memrlal 
St. Francis MedIcal Center 
Methodist Medtcal Center 
Rcckfard Mmorlal 
Memorial Hospital 

(Carbondale) 
Saa Bush Ltncoln Health 

center 

27.87 
100.00 

64.29 
80.00 
55.88 

72.13 

35.71 
20.00 
44.12 

37.70 
. 

7.14 
40.00 

37.70 
25.00 
42.86 
20.00 
47.06 

6.56 
25.00 
28.57 
40.00 
23.53 

89.47 

76.47 

10.53 

73.53 

2.63 42.11 

. 35.29 

18.03 
50.00 
21.43 

. 
29.41 

39.47 

35.29 

15.79 

29.41 
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Demographic Data on the Women 
Intervi+by Hospital 

PI&x of mst prenatal cae 
Hcspltal Local health Doctor's Hidwlfe CcmblnatIcm/ Total 
Cl lnlc depatmmt OffIce tervlce z other . 

24.90 34.14 30.06 0.43 7.00 1157 

2.86 80.57 5.71 . 2.86 35 
. . 09.47 . 19 
. 50.00 45.45 . 22 

. 42.22 55.56 . 2.22 45 

. 4.17 91.67 . . 24 

9.74 68.21 11.28 0.51 4.62 195 
5.88 . 76.47 5.00 . 17 

33.33 2.56 30.77 . 20.21 39 
3.65 . 92.31 . 3.65 26 

. 5.26 94.74 . . 19 
. 94.44 . 5.56 10 

56.63 31.33 6.02 . 3.61 83 

75.00 8.33 16.67 . . 12 
65.38 26.92 . 3.65 26 

17.39 21.74 56.52 . 23 
. 95.65 4.35 . 23 
. 29.17 62.50 * . 24 

44.26 36.07 6.56 1.64 11.46 61 
25.00 . 75.00 . . 4 
50.00 . 35.71 . 14.29 14 
60.00 . 40.00 . . 5 
35.29 8.82 50.00 . 5.08 3.4 

5.26 2.63 23.68 . 66.42 30 

. . 94.12 . 5.88 17 

Page 159 GAO/‘HRIM%137 Prenatal Care 



Appendix XIII 
Demographic Data on the Women 
Interviewed, by Hospital 

state/ 
hospItal 

Totals 

Kennebec Valley Medical 
center 

Eastern Maine Medical 
center 

Massachusetts 

Brigham and Women's 
Boston City 

New York 

Harlem Hospital Center 
Columbla-emsbyterian 

MedIcal center 
Crous.¶-lrvlrlg Memcrlal 
St. Joseph's 
Children's 
Bened ictlne 
Auburn Memorial 

west Vlrglnla 

Charleston Area Medical 
center 

Cabell Huntington 
Bluefield Camunity 
UnIted Hospital Center 

Education 
Sane high Graduated 

Medicaid Uninsured O-8 years --- school high school College 

90.00 10.00 . 20.00 70.00 lO.aO 

82.86 17.14 20.00 34.29 20.00 25.71 
62.50 37.50 6.25 43.75 31.25 18.75 

69.77 

78.05 
100.00 
100.00 

93.75 
64.29 
87.50 

30.23 

21.95 

6.25 
35.71 
12.50 

6.90 

7.32 
. 

12.50 
6.25 

. 
6.25 

46.51 30.23 

31.71 29.27 
50.00 37.50 
37.50 12.50 
25.00 43.75 
57.14 28.57 
43.75 43.75 

16.28 

31.71 
12.50 
37.50 
25.00 
14.29 

6.25 

52.63 47.37 . 36.84 47.37 15.79 
44.00 56.00 4.00 32.00 32.00 32.00 
66.67 33.33 7.69 35.90 41.03 15.38 
68.75 31.25 6.25 37.50 12.50 43.75 



Appendix XIII 
Demographic Data on the Women 
Interviewed, by Hospital 

Plate of most prenatal care 
,,q,,+a, Local health Doctor's Midwife Cmbinatlon/ TOtal 
clinic depFl-tint office service other . --- "0 

II.11 33.33 55.56 . 

IO.00 30.30 60.00 . 

57.14 40.00 2.86 . . 35 
50.30 37.50 . 12.50 . I6 

48.84 41.86 2.33 . 2.33 43 

78.05 7.32 1.32 2.44 41 
62.53 Ii.50 25.00 . 8 
75 .oo 12.50 . . 12.50 8 
25.00 25.00 25.00 . 18.75 I6 
35.71 21.43 35.71 . 7.14 14 

. 75.00 25.00 . . 16 

68.42 10.53 13.16 . 7.09 38 
12.00 60.00 24.00 . 4.00 25 
25.64 17.95 53.85 . 2.56 39 

. 81.25 . 18.75 16 

9 

10 
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Table X111.2: 

IntervIewed Uanen BV Maternal Age, Race, and Girth Weight for Esh 
Pstlclpatlng Hospital (1986-87) 

Flgunts, except for last column. are percents. 

state/ 
hospIte ‘ 16 18-19 20-24 25-29 30-34 35+ ------ 

Total 10.46 15.56 37.34 22.13 10.20 4.32 

hlabma 

Cooper Green 
Huntsville 
Baptist MedIcal Center 
Vaughan Regional MedIcal 

center 
Edge Memorial 

8.57 8.57 48.57 25.71 8.57 . 
10.53 26.32 47.37 10.53 5.26 . 

9.09 13.64 27.27 22.73 13.64 13.64 

15.56 22.22 31.11 17.78 6.67 6.67 
20.83 6.33 16.67 37.50 12.50 4.17 

Callfornls 

Los Angeles County- 
USC Hedice center 

HeKKlal MedIcal Center 
Kern Hedlcal center 
suttw Camurn I ty 
El Centro Ccnnmunlty 
Uklah General 

7.18 11.79 30.77 29.74 14.87 5.64 
. 17.65 35.29 23.53 23.53 . 

7.69 10.26 41.03 30.77 5.13 5.13 
11.54 3.65 46.15 26.92 11.54 . 
10.53 5.26 42.11 21.05 10.53 10.53 

5.56 16.67 44.44 27.70 . 5.56 

Georgia 

Grady Memxisl 
Georgia Baptist MedIcal 

Center 
MedIcal center (columbus) 
MmlKrlal Medical center 
Sumter Reglonal 
Glynn-Brunswick Mentrial 

15.66 9.64 40.96 20.48 8.43 4.62 

. 8.33 41.67 33.33 . 16.67 
23.08 7.69 46.15 7.69 11.54 3.85 
21.74 13.04 30.43 a.70 17.39 8.70 
17.39 26.09 34.78 17.39 4.35 . 

8.33 29.17 33.33 29.17 . . 

II IllloIs 

Cook Canty 
Ingalls Mlwrlal 
St. Francis Maltcal Center 
Mathcdlst MedIcal Center 
Rockford Memorial 
Menwlal bspltal 

(Carbondale) 
Sara Bush Llncoin Health 

center 

29.51 lb.39 27.07 16.39 8.20 I.64 
. 25.00 25.00 50.00 
. 42.86 26.57 7.14 14.29 7.14 
. 20.00 20.00 40.00 20.00 . 

8.62 26.47 41.18 14.71 8.82 . 

13.16 23.68 44.74 10.53 5.26 2.63 

5.88 29.41 41.18 17.65 5.88 . 

Maternal age 
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RX-3 Birth weight 
Not very low 

Hhlte Black Hispanic Other IOU w low Total ------ - 

36.39 33.36 28.78 1.47 88.50 II.50 II57 

40.00 57.14 . 2.86 80.00 20.00 35 
47.37 47.37 . 5.26 89.47 10.53 I9 
18.18 81.82 . . 81.82 18.18 22 

13.33 86.67 . . 93.33 6.67 45 
37.50 62.50 . 100.00 24 

2.05 5.13 90.77 2.05 90.77 9.23 195 
52.94 17.65 29.41 . 70.59 29.41 17 
23.08 12.82 61.54 2.56 92.31 7.69 39 
69.23 7.69 3.85 19.23 80.77 19.23 26 

. 5.26 94.74 . 100.00 . 19 
77.78 . 5.56 16.67 88.09 11.11 I8 

21.69 77.11 . 1.20 87.95 12.05 03 

66.67 33.33 . . 100.00 . 12 
46.15 53.85 . . 92.31 7.69 26 
17.39 78.26 4.35 . 78.26 21.74 23 
13.04 82.61 4.35 . 91.30 8.70 23 
50.33 41.67 . . 91.67 8.33 24 

t.64 47.54 50.82 . 95.08 4.92 61 
. 100.00 . lOO.cm - 4 

78.57 21.43 . . 78.57 21.43 I4 
80.00 20.00 . . 100.00 . 5 
64.71 32.35 2.94 . 76.47 23.53 34 

71.05 28.95 . . 84.21 15.79 38 

88.24 11.76 . . 82.35 17.65 I7 



Demographic D&t on the Women 
Interviewed, by Hospital 

state/ 
hospital 

Kennebac Valley Madlcal 
canter 

Eastern Maims MedIcal 
center 

BrIghan and Wcwm's . 17.14 42.66 14.29 22.06 2.86 
Boston City 12.50 12.50 37.50 37.50 . . 

New York 

Harlan Hospital Center 
ColumbIs+msbytalan 

MedIcal center 
Grouse-lrvlng Memcrlal 
St. Joseph's 
Children's 
Benedlctlne 
Auburn Nemorlsl 

4.65 13.95 30.23 32.56 9.30 9.30 

2.44 19.51 41.46 14.63 17.07 4.88 
12.50 12.50 25.00 25.00 25.00 . 

. 12.50 62.50 12.50 . 12.50 
12.50 18.75 18.75 31.25 18.75 . 

7.14 21.43 28.57 21.43 14.29 7.14 
12.50 12.50 37.50 31.25 6.25 . 

kst Vlrgin1a 

Charleston Area Medical 
Center 

&bell HuntIngton 
Bluefield Comnunlty 
Unlted Hospital Center 

5.26 26.95 39.47 15.79 7.89 2.63 
8.00 12.00 64.00 8.00 4.00 4.00 

12.82 7.69 56.41 15.38 5.13 2.56 
6.25 25.00 31.25 31.25 6.25 . 

s 16 18-19 20-24 25-29 JO-34 35+ ----- - 

. . 33.33 33.33 . 33.33 

10.00 10.00 50.00 10.00 20.00 . 
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- 

Race Birth weight 
Not Very loll 

White Blkk Hispanic Other low CT low Total -___---- - 

100.00 . . . 80.89 11.11 9 

100.00 . 80.00 20.00 IO 

28.57 22.86 45.71 2.86 91.43 a.57 35 
12.50 68.75 18.75 . 68.75 31.25 16 

2.33 46.51 51.16 . 86.05 13.95 43 

4.88 21.95 73.17 . 87.80 12.20 41 
75.00 25.00 . . 62.50 37.50 0 

100.00 . 100.00 . 0 
25.00 68.75 6.25 . 87.50 12.50 16 
65.71 7.14 7.14 . 92.86 7.14 14 

100.00 . . 93.75 6.25 I6 

89.47 10.53 . 89.47 10.53 38 
96.00 4.00 . 92.00 0.00 25 
04.62 15.36 . 92.31 7.69 39 
93.75 6.25 . . 87.50 12.50 16 
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Appendix XIV 

State and Locall Programs to Improve Access 
to Caxe 

Through various programs, states and localities we visited are attempt- 
ing to address some of the barriers women face in obtaining prenatal 
care. The barriers most often cited by the women we interviewed 
included financial obstacles, particularly a lack of money to pay for pre: 
natal care; educational and/or attitudinal barriers, particularly not 
knowing that they were pregnant; and logistical problems, particularly 
lack of transportation. Some programs being carried out to address 
these barriers in the states we visited are discussed below. These pro- 
grams represent only examples of programs in these states; they do not 
represent all such programs being carried out. Further, we did not 
attempt to evaluate any of the programs; therefore, we make no judg- 
ments as to whether any particular program is more effective than any 
other. 

Programs Providing 
Comprehensive 
Services That Address 
Lack of Money 

Illinois Prenatal Care 
Projects 

The Illinois Department of Public Health provides subsidized prenatal 
care through a variety of programs, including prenatal care projects, 
funded by state funds as well as the MCH block grant. The projects serve 
the medically indigent who are not eligible for Medicaid and provide 
comprehensive prenatal care services including social and nutrition, 
health education, outreach, and follow-up services. Providers are reim- 
bursed at the same rate as Medicaid providers, but according to a 
Department of Public Health official, the paperwork is less and the turn- 
around time for reimbursement quicker, diminishing the reluctance of 
providers to treat low-income women. During the 6-year life of this pro- 
gram, statistics have shown the projects to be providing care to women 
in need of subsidized prenatal care. The incidence of low birth weight 
has decreased to 8 percent, which is low for this high-risk population; 
missed prenatal appointments have steadily decreased from 15 percent 
the first year to 11 percent the sixth year; and the percentage of women 
beginning care in the first trimester has increased from 29 to 49. 
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Illinois Families With a 
Future 

In Illinois, the objective of Families with a Future is to reduce perinatal 
risk by providing comprehensive and coordinated services in 31 areas 
with high infant mortality throughout the state. The program includes 
case management, outreach, education, and support services as well as 
medical care. 

Illinois Problem Pregnancy Illinois authorizes problem pregnancy grants to provide and coordinate 
Grants medical, educational, and social services to women at risk of initial or 

repeat problem pregnancies. All women with problem pregnancies are 
eligible for services, with those ineligible for Medicaid given priority. 
Services include prenatal care, nutrition and social services, employment 
and vocational counseling, special services to enable pregnant teens to 
continue their education, residential care for pregnant teens, outreach, 
and follow-up. 

Illinois Parents Too Soon Parents Too Soon, a coordinated statewide program in Illinois, is 
designed to reduce teenage pregnancy and mitigate the health risks for 
pregnant teens. Through 125 community-based projects, this program 
addresses the medical and social needs of teenagers, including prenatal 
care and awareness education. According to state evaluations, to date 
the success of the program has been measured by a decrease in low birth 
weight for its clients, a reduction in the incidence of infant mortality 
among program participants, and a lower percentage of repeat teen 
pregnancies. 

Massachusetts Healthy 
Start Program 

Massachusetts operates a state-funded program that provides compre- 
hensive prenatal care to low-income women who (1) have no health 
insurance, (2) are not eligible for Medicaid, and (3) have incomes no 
greater than 185 percent of the federal poverty level. Healthy Start 
pays for up to 14 prenatal visits, delivery, hospitalization for the mother 
and the newborn, and one postpartum visit. In addition, it provides sup- 
port services, including nutrition services, prenatal and parenting 
classes, counseling, family planning, laboratory and pharmacy services 
related to pregnancy, and interpreter services. 

New York Prenatal Care 
and Nutrition Program 

New York operates a state-funded program that provides comprehen- 
sive prenatal care to low-income women who (1) have no health insur- 
ance, (2) are not eligible for Medicaid, and (3) have incomes no greater 
than 185 percent of the federal poverty level. The Prenatal Care and 
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Nutrition Program pays for prenatal visits, laboratory work, diagnostic 
testing, social services, nutritional and genetic counseling, and a post- 
partum visit. In addition, providers are required to establish linkages 
with local hospitals to ensure that a patient has a prearranged site for . 
delivery. 

New York Maternal and 
Infant Care Projects 

The Maternal and Infant Care Projects, operated only in New York %ity 
and Erie County by the respective departments of health and funded by 
the state through the MCH block grant, provide comprehensive pre- and 
postnatal service to low-income women where low birth weight and 
infant mortality rates are excessive. To be eligible for these projects, 
women must have incomes no greater than 185 percent of the poverty 
level and be either uninsured or on Medicaid. 

Georgia Certified Nurse- 
Midwifery Program 

Through the Certified Nurse-Midwifery Program, Georgia provides pre- 
natal and obstetrical services for low-risk maternity patients in 7 of its 
19 health districts. To qualify for the nurse-midwifery program, the 
patient must be ineligible for Medicaid, be low risk, and have an income 
of no more than 200 percent of the federal poverty level. Care is pro- 
vided by about 20 nurse-midwives through local public health depart- 
ments or through subcontract with local hospitals. The program, begun 
in 1973, is funded entirely by the state. 

Georgia Maternal High 
Risk Pregnancy Program 

In Georgia, the Maternal High Risk Pregnancy Program is a statewide, 
state-funded program that offers care for medically indigent, high-risk 
pregnant women who are not eligible for Medicaid. It offers a financial 
assistance package for use by health districts in providing high-risk pre- 
natal care, hospital delivery, and newborn care to women and their 
infants who are at significant medical risk. 

West Virginia Maternity 
Services Program 

West Virginia’s Maternity Services Program serves low-income women, 
including some who are Medicaid-eligible. Through the use of MCH block 
grant funds and state monies, 48 community-based providers offer pre- 
natal care to uninsured women whose income is at or below 150 percent 
of the federal poverty level. Where patient volume permits, this pro- 
gram also serves Medicaid recipients in areas of the state where the 
Medicaid card is not accepted for prenatal care. Prenatal care offered 
through this program includes pregnancy testing and/or confirmation; 
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clinical services such as the initial workup, laboratory testing and coun- 
seling; prenatal education classes; delivery and hospitalization; and fol- 
low-up services, including a postpartum/family planning visit and 
referral of the child for pediatric health services. The prenatal care is 
based on a program protocol that adheres to ACOG minimal standards of 
obstetrical care. 

California Community- 
Based Comprehensive 
Perinatal Services 
Program 

California’s statewide Community-Based Comprehensive Perinatal Ser- 
vices Program, supported by the MCH block grant, is a community-based 
system of comprehensive perinatal care providing care and services to 
under-served, low-income pregnant women and their infants. The pro- 
gram is a result of a state-sponsored initiative-the OB Access Pilot Pro- 
ject (see p. 60). The perinatal services funded under the program include 
medical examinations, nutritional counseling, health education, 
psychosocial services for pregnant women, and some follow-up care for 
the mother and infant. In addition, support is provided to contractors 
for community education and outreach, consultation, evaluation, in-ser- 
vice training for perinatal care staff, and the development of local direc- 
tories of available services for pregnant women. 

The program was operating in all five California counties that we visited 
during our review. Two of the program contractors-the Maternal and 
Child Outreach Program and the American River Hospital Teen Clinic- 
placed emphasis on a specific population, and one in El Centro offered 
extensive outreach services. 

The Maternal and Child Outreach Program in Kern County, California, 
which places primary emphasis on the identification and follow-up of 
high-risk pregnancies and infants, uses a case manager approach for 
monitoring individual care plans for all obstetric patients and provides 
nutritional assessment and monitoring, as well as psychosocial assess- 
ment and counseling. Daytime prenatal and parenting classes, an inte- 
gral part of the Maternal and Child Outreach Program, are coordinated 
with the patient’s prenatal visits to facilitate class attendance, and 
classes are held in both English and Spanish. From the inception of the 
program in 1978 to 1984, the average infant birth weight for Maternal 
and Child Outreach Program patients rose from 6.9 to 7.8 pounds; the 
average number of prenatal visits increased from 4 to 8.9; and the aver- 
age week of first visit dropped from 22 to 16.5 gestation weeks. 

The American River Hospital Teen Clinic in Sacramento County, Califor- 
nia, operates an Adolescent Maternity Project under a Community- 
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Based Comprehensive Perinatal Services Program grant and provides a 
complete program to teens seeking contraceptive services, as well as 
prenatal and postpartum care. The clinic provides van transportation to 
appointments from the local schools and has an on-site Special Supple- 
mental Food Program for Women, Infants, and Children, To encourage 
adolescents to seek early prenatal care, it maintains an outreach and 
networking program in the community, which includes presentations at 
local schools and community agencies, attendance at local school health 
fairs, and sponsorship of an annual teen health fair to promote teen 
wellness and make teens and their families more aware of available 
health and social services. 

The Economic Opportunities Commission, the Community-Based Com- 
prehensive Perinatal Services Program contractor in El Centro, not only 
provides women in Imperial County with comprehensive perinatal ser- 
vices, including medical, nutritional, psychosocial, and educational ser- 
vices, but also operates the only prenatal outreach program in the 
county. Outreach activities include (1) making presentations to commu- 
nity groups regarding the services offered to pregnant women and the 
importance of prenatal care and (2) participating in various local fairs, 
at which bilingual literature and brochures describing the program’s ser- 
vices are distributed. 

Many of the Economic Opportunity Commission’s outreach activities 
have been directed at the teenage population. For example, when partic- 
ipating in high school health fairs during fiscal years 1984 and 1985, the 
program presented skits dramatizing teenage pregnancy problems and 
solutions and distributed a bilingual brochure containing information 
about physical and medical conditions pertinent to teenagers, including 
pregnancy, and listing phone numbers teens can call to get more infor- 
mation. Before fiscal year 1984, statistics indicated that pregnant teen- 
agers who went to Imperial County’s Economic Opportunity Commission 
sought prenatal care for the first time at 23 weeks gestation. After the 
fairs were completed, pregnant teenagers came for their first prenatal 
visit at an average of 13 weeks gestation. 

California Adolescent 
Family Life Program 

California’s Adolescent Family Life Program is a 3-year demonstration 
of a case management/networking method for providing comprehensive 
coordinated services to pregnant adolescents and teen parents. Funded 
in part through the MCH block grant program, the goals of the program 
are to (1) reduce the rate or incidence of poor pregnancy outcomes in 
women aged 17 and under, (2) improve the health, education, and 
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employability of pregnant adolescents and school-age parents, and (3) 
assure adequate health care for their babies. The service system, which 
involves participation of school districts and public and private health 
and social service providers, includes case management services and 
outreach to pregnant adolescents, young fathers and fathers-to-be, and 
their families, Services provided by the program include pregnancy test- 
ing; education on parenthood; primary and preventive medical services; 
pediatric health care for infants and children of adolescent participants;~ 
nutrition assessment and counseling; health education; psychosocial ser- 
vices; infant and child care placement; and vocational, academic, and 
educational counseling. 

Charles Henderson Child 
Health Center, Troy, 
Alabama 

The Charles Henderson Child Health Center in Troy, Alabama, operates 
two teenage pregnancy programs. To reduce the number of teen 
pregnancies in Pike County and ensure the best possible outcome for 
mother and child when pregnancies occur, the Adolescent Family Life 
program provides 

9 prenatal and child medical care, including familiarization with labor and 
delivery, birth control, venereal disease, nutrition, and child care, as 
well as regularly scheduled examinations at a weekly teenage pregnancy 
clinic; 

. educational and vocational services, with two school systems in Pike 
County participating in a program to help mothers obtain at least a high 
school education; and 

l counseling to help the teen in her relationships with parents and peers 
and in preparation for delivery. 

Care and counseling continue after delivery with medical check-ups for 
mother and child and in weekly teen/tot clinics that combine pediatric 
care with continued education in child development for the mother. The 
program is funded through the federal adolescent family life demonstra- 
tion projects and patient fees, which are based on a sliding scale. No one 
is denied service because of inability to pay. 

Under the Rural Health Initiative Consortium, the Troy child health 
center manages adolescent clinics located in four Alabama counties, The 
program provides prenatal care through family practitioners at family 
care centers and program physicians at public health maternity clinics. 
Further, high-risk patients from sites within the consortium are referred 
to an obstetrician. Fees for this program also are based upon a sliding 
scale, with no one denied services because of inability to pay. 
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Programs That 
Provide Outreach, 
Information, and 
Support to Address 
Educational and 
Attitudinal Barriers to 
Care 

Illinois Service Directories The Illinois Public Health Association published eight regional directo- 
ries designed as guides to maternal and child health services. Distrib- 
uted through the local health departments, the guides include such 
information as the service provided, charges, areas served, and any 
restrictions to the service. 

Alabama Storkline Alabama operates the Storkline program, a toll-free telephone service to 
Program advise pregnant women in Alabama of available services in their locale. 

New York City Pregnancy In February 1985, the New York City Department of Health initiated the 
Healthline Pregnancy Healthline, a city-wide telephone service that provides infor- 

mation and referrals to callers on a wide range of reproductive health 
issues, including prenatal care. Its staff make direct appointments for 
prenatal care at over 70 health care facilities in New York City. Staff 
follow up on callers who do not keep appointments to assist them in 
overcoming barriers to obtaining prenatal care. 

Perinatal Center at State 
University of New York 

The Perinatal Center at State University of New York Health Science 
Center at Syracuse offers various prenatal services, including several 
that provide education and referral to pregnant women. The Center 
developed and published a directory of 88 services for pregnant women 
in Onondaga County. Also, in association with the Onondaga County 
Health Department, it operates the Pregnancy Confirmation Assessment 
Referral Education Program (Pregnancy CARE Program). The purpose 
of this program, established in 1984, is to reduce the incidence of low 
birth-weight. infants by (1) promoting early prenatal care and (2) inten- 
sifying care for women found to be at risk of having a low birth-weight 
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infant. The Pregnancy CARE Program has three satellite clinics in Syra- 
cuse that (1) provide pregnancy testing and physical examinations; (2) 
provide prenatal education; (3) make appointments for continuing preg- 
nancy care; (4) transfer records from the satellite clinic to continuing 
care sites; and (5) make referrals to public health nurses, the Special 
Supplemental Food Program for Women, Infants, and Children, Medi- 
caid, or other sources of funding. 

California March of Dimes The March of Dimes launched a media campaign called Mommy Don’t 
nationwide and in Los Angeles in November 1986. Its goal is to raise 
public awareness on the importance of health during pregnancy. 
Through media coverage and the distribution of brochures, the cam- 
paign emphasizes the dangers of smoking or taking drugs and alcohol 
while pregnant and the importance of prenatal care. In addition, in Los 
Angeles the Healthy Mothers, Healthy Babies Coalition, an informal 
association of more than 30 professional, voluntary, and governmental 
organizations convened by the March of Dimes, was established to foster 
education efforts through collaborative activities and sharing of infor- 
mation and resources. An example of a collaborative effort is the Parent 
Education Program in the Hispanic Community to Improve Maternal/ 
Infant Health, which is jointly sponsored by the Healthy Mothers, 
Healthy Babies Coalition, the Mexican-American Opportunity Founda- 
tion, and the March of Dimes. The program’s purpose is to inform the 
Hispanic community of the need for and the role of prenatal care in 
preventing birth defects, It consists of staff and parent education at the 
Mexican-American Opportunity Foundation Child Care Centers in Los 
Angeles. Speakers are brought into the centers during scheduled parent 
education sessions to provide information on prenatal care, nutrition, 
alcohol and drugs during pregnancy, genetics, sexually transmitted dis- 
eases, and newborn health. The project has reached 450 parents in the 
last year. 

Massachusetts Outreach 
and Education Program 

In Massachusetts, the fiscal year 1986 budget provided $100,000 to 
inform women about factors that produce healthy babies, particularly 
the importance of early, continuous comprehensive prenatal care. One of 
the campaign’s primary objectives is to encourage pregnant women to 
enroll in the Healthy Start Program (see p. 167). According to a state 
official, all materials and strategies are being designed to ensure that 
their message reaches high-risk groups, including minorities and 
adolescents. 
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The Godparent Project The Godparent project, sponsored by the Alabama Cooperative Exten- 
sion Service in Auburn, is designed to link pregnant teenagers with 
adults they can trust to help the teenagers through their pregnancy and 
into parenthood. The Godparent is responsible for helping the teenager. 
find and get to medical care during pregnancy, encouraging her to stay 
in school and not have additional children, and acting as a supportive 
friend and advisor during this crisis period. 

The Rural Alabama Infant The Rural Alabama Infant Health Project, funded through a Ford Foun- 
Health Project dation grant in cooperation with the University of Alabama and West 

Alabama Health Services, Inc., is an outreach program offered to all 
indigent expectant mothers living in Greene, Hale, and Sumter counties. 
It provides complete health care for expectant mothers and infants, 
assistance for expecting mothers in developing parenting and child 
development skills, and a network of support using West Alabama Ser- 
vices’ medical staff, other agencies, and home visitors. The prenatal care 
program includes: 

l First-time mother entitlement to services of a home visitor and partici- 
pation in a mothers’ support group. The home visitation component con- 
sists of community women who help the pregnant women get into the 
health care system and counsel them. Home visits are made every 2 
weeks during pregnancy. 

l A tracking system and educational class series that are combined with 
the patients’ regularly scheduled prenatal visits with the physician. This 
program is devised so that clinical services such as nutrition, education, 
family planning, social work, mental health, and dentistry are available 
to the patient at one visit. 

l A system for referring women to the State Department of Health’s Spe- 
cial Supplemental Food Program for Women, Infants, and Children by 
using prearranged referral procedures. 

The Maternal and Infant 
Health Outreach Worker 
Program 

The Maternal and Infant Health Outreach Worker Program, a commu- 
nity-based, health intervention program administered by the Center for 
Health Services at Vanderbilt University, Nashville, Tennessee, is being 
carried out in five rural, economically disadvantaged communities, two 
of them located in West Virginia. The project is designed to serve women 
who are at risk for problem pregnancies because of low income, few 
community resources, and high degrees of personal stress. Typical ser- 
vice recipients are young women with low incomes, most of whom have 
less than high school educations and many of whom live in dilapidated 
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housing. Through the efforts of lay outreach workers, participants are 
encouraged to obtain prenatal care and receive basic instruction about 
health care during pregnancy. Participants are visited monthly in their 
homes by these workers; through the visits, participants are provided 
with information, emotional support and links to services. Preliminary 
evaluation data collected in 1984, 2 years after the program began, indi- 
cate that participants are more likely than a comparison group to 
receive prenatal care, attend childbirth preparation classes, and use pre- 
natal vitamins. Specifically, 100 percent of the participants received 
prenatal care compared with 92 percent of the comparison group. Simi- 
larly, 98 percent of the participants used prenatal vitamins as opposed 
to 90 percent of the comparison group. Further, while only slightly over 
one fifth of the comparison group attended childbirth classes, over one 
third of the program participants did so. While the sample size was not 
large enough to develop statistically significant data on birth outcomes, 
preliminary data showed slightly fewer stillbirths and low birth-weight 
infants among the program participants in contrast to the comparison 
group. 

Programs That 
Address 
Transportation 
Barriers 

Sacramento County Public In 1978/79, the Sacramento County (California) Public Health Depart- 
Health Department ment centralized its Asian refugee medical services at one clinic to main- 

tain continuity of care for the refugee population. The clinic staff, 
realizing that the primary health need of the Asian population it served 
was prenatal care, established a referral service for pregnant Asian 
women in the county. Working with a local obstetrician, the clinic 
agreed to provide a translator and transportation for its pregnant 
patients and referral to this local physician for prenatal care. The clinic 
offered this service until March 1987, at which time it discontinued the 
program because the need had decreased; other local obstetricians had 
begun seeing these Asian patients and had hired their own translators. 
However, the clinic still provides transportation for refugees who are 
new to the area on an as-needed basis. 
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ConSolidated Tribal Health Another California program that addresses transportation barriers is 
Project administered by the Consolidated Tribal Health Project, the largest 

health care provider for Native Americans in Mendocino County. The 
project receives funding from HHS’ Indian Health Services to cover med- 
ical care for Native Americans who are not Medicaid beneficiaries. The 
project does not provide prenatal care, but refers all its pregnant 
patients to the Ukiah OB-GYN Medical Group for prenatal care. The pro- 
ject provides transportation to and from prenatal visits, and its support 
staff visit pregnant women at home to check on their health and 
encourage them to go to their prenatal care check-ups. In addition, the 
project’s nutritionist visits pregnant women at their homes and dis- 
penses prenatal vitamins. 

Rural Pediatric Program A local initiative in the Bangor, Maine, area also addresses transporta- 
tion barriers. The Rural Pediatric Program at Eastern Maine Medical 
Center covers prenatal care and medical expenses for children in rural 
areas within a 95-mile radius. Two vans, equipped as medical offices, 
visit each site once a month. According to the center’s medical director, 
this program allows patients to receive care in a community setting, 
regardless of their ability to pay. The program has established no eligi- 
bility requirements and no one is denied care. 
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