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cheduling the first prenatal visit: office-based delays
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BJECTIVE: The purpose of this study was to evaluate the office-based
omponent of delayed entry into prenatal care.

TUDY DESIGN: Phone numbers for all obstetrics offices in a single
tate were obtained from a commercial list. A research assistant who
osed as a newly pregnant, fully insured woman asked each clinic when
he should come in for her first prenatal visit.

ESULTS: Information was provided by 239 of the 279 (86%) offices.
he recommended appointment times ranged from immediately
ite this article as: Nettleman MD, Brewer J, Stafford M. Scheduling the first prenat
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offices in a single st

See Journal Club, page 288
wenty-five percent of clinics recommended a first appointment at �8
eeks. Scheduling calls were not a source of prenatal advice: �5% of
linics asked about smoking, alcohol, or medical condition; 88% of clin-
cs did not mention vitamins.

ONCLUSION: Office-based delays in scheduling the first prenatal visit
ccur in a substantial proportion of clinics, even for fully insured
omen. There is a need for a standard source of advice in early
regnancy.
4 weeks of gestation) to 10.6 weeks, which averaged 6.37 weeks. Key words: clinic, pregnancy, prenatal care
al visit: office-based delays. Am J Obstet Gynecol 2010;203:207.e1-3.
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elayed entry into prenatal care has
been associated with adverse out-

omes for both mother and baby.1 Of
omen who have delayed prenatal care
r no prenatal care, more than one-half
ould have preferred to begin their care

arlier. The top reasons for the delay in-
lude not recognizing the pregnancy, fi-
ancial reasons, and inability to get an
ppointment.1 With regard to the latter
eason, no study has examined appoint-
ent availability systematically.
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A woman’s first prenatal visit typically
ncludes a variety of health care mes-
ages. Advice includes use of folic acid,
bstinence from alcohol, and avoidance
f teratogenic medications. These mea-
ures have their maximal effectiveness if
dopted early in pregnancy when the spi-
al cord and organs are still forming. De-

ays in receiving prenatal care reduce the
otential effectiveness of these messages.
Some pregnant women may already

ave all pertinent health information be-
ore the first prenatal visit because of
iscussions with peers, advice during pre-
ious pregnancies, or information avail-
ble in the lay media. However, studies
ave shown that such knowledge is not
niversal among pregnant women.2-11 In-

ormation may also be provided over the
hone at the time the prenatal visit is
cheduled, but it is not known if this is
one commonly.
The goal of the current study was to

ssess the office-based component of de-
ay in obtaining prenatal care. A second-
ry goal was to assess the advice that is
iven to a pregnant woman when she
chedules the appointment, especially if
he appointment was delayed for office-
ased reasons.

ATERIALS AND METHODS
list of phone numbers for all obstetrics
ate was obtained m

SEPTEMBER 2010 Americ
hrough a commercial directory service
physiciandatabases.com). To maintain
nonymity, counties with only 1 listed
bstetrics office phone number were ex-
luded. There were 279 valid phone
umbers provided for obstetrics offices

hat delivered prenatal care. Of these, 21
ffices could not be reached after re-
eated attempts; 6 offices did not have
ppointment scheduling available; 2 of-
ces were not accepting new patients; 8
ffices were included under another
hone number (duplicates); 1 office did
ot accept self-referrals; 1 office did not
ccept the insurance product, and 1 of-
ce was closed permanently. Thus, 239
f the 279 obstetrics offices (86%) were

ncluded in the telephone survey.
A research assistant posed as a woman
hose regular period was 2 days late and
ho had a positive urine pregnancy test.
he asked when she should come to the
ffice for her first prenatal visit. She did
ot volunteer additional information
ut responded to questions if asked. If
sked, she stated that she had Blue Cross
nsurance and that she was married, 29
ears old, had never been pregnant, and
ad no health problems. The date of her

ast period was stated as exactly 4 weeks
efore the call. The research assistant did
ot actually make an appointment; she
ortrayed herself as seeking information
bout when an appointment should be
ade. Phone calls took approximately 1

inute each.

an Journal of Obstetrics & Gynecology 207.e1
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All data were recorded anonymously
ithout phone numbers or office names,

lthough the county in which the office
as located was recorded. Thus, it was
ot possible to relate the results back to
n individual office. The study was deter-
ined to be exempt by the institutional

eview board. Gestational age was calcu-
ated from the last menstrual period.
omparisons for continuous data were
one with the unpaired t test and linear
egression. The �2 test was used for cat-
goric data.

ESULTS
ppointment times that were recom-
ended by the clinics ranged from im-
ediately (4 weeks of gestation) to 10.6
eeks of gestation, with an average of
.37 weeks. Fifty-one percent of clinics
ecommended an appointment at �6
eeks of gestation; 66% of the clinics

ecommended an appointment at
7 weeks of gestation, and 75% of the

linics recommended an appointment at
8 weeks of gestation (Figure). For clin-

cs that recommended a visit time after 6
eeks (n � 118), the caller asked if she

ould be seen earlier. Only 1 of the clinics
ffered an earlier appointment.
There was no association between

ime of recommended appointment and
linics per population or infant mortality
ate in the county. On average, counties
ad 12.8 sampled obstetrics offices per
00,000 women of childbearing age
15-44 years). In counties with �13 clin-
cs per 100,000 women of childbearing

FIGURE
Recommendations for first prenata
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Wee
ettleman. Office-based delays in prenatal care. Am J Obstet
ge, the mean recommended appoint- a

07.e2 American Journal of Obstetrics & Gynecolo
ent time was 7.2 weeks of gestation,
ompared with 6.6 weeks of gestation in
ounties with �13 clinics per 100,000
omen (P � .26). For counties with an

nfant mortality rate lower than the state
verage, the mean recommended time
or appointment was 7.4 weeks of gesta-
ion, compared with 6.7 weeks for coun-
ies with a higher infant mortality rate
P � .21). Linear regression did not show
significant association between gesta-

ional age at appointment time and clinic
ensity (r2 � 0.05; P � .16).
Ninety-one percent of the clinics

sked the woman about insurance status;
5% of the clinics asked the caller’s age;
7% of the clinics asked for the date of
he last menstrual period; 14% of the
linics asked about the number of previ-
us pregnancies, and 8% of the clinics
sked for marital status. Twelve percent
sked about vitamin use. Fewer than 5%
f clinics asked about general well-being,
edication use, hypertension, diabetes
ellitus, history of pregnancy complica-

ions, or smoking. No clinic asked about
lcohol use. There was no difference in
ecommended time of appointment be-
ween clinics that asked about insurance
nd clinics that did not (average, 6.4 vs
.3 weeks of gestation; P � .74).
There were only minor differences in

he frequency of questions asked be-
ween clinics that made appointments
efore 8 weeks of gestation and those
ho made appointments �8 weeks of
estation. Specifically, clinics that made
ater appointments were more likely to

are (PNC ) visit

8 to <9 9 to <10 10+

 gestation
ecol 2010.
sk about the woman’s age (90% vs 70% a

gy SEPTEMBER 2010
f clinics making earlier appointments;
� .02), date of last menstrual period

100% vs 56%, respectively; P � .01),
nd use of vitamins (20% vs 9%, respec-
ively; P � .03).

OMMENT
arly pregnancy is a critical time in fetal
evelopment. Yet, 25% of clinics in this
tudy recommended a first prenatal ap-
ointment at �8 weeks of gestation, by
hich time all major organs in the fetus
ould have formed. The caller was un-

ble to negotiate an earlier appointment
n all but 1 case. Thus, office-based delays

ay occur in a substantial portion of
omen who seek prenatal care.
In view of the high infant mortality

ate in the United States,12 it would be
esirable for pregnant women to receive
asic information as early as possible in
regnancy. For example, folic acid is
ost effective in very early pregnancy,13

nd alcohol use is the major preventable
ause of birth defects in the United
tates.14 Our data show that obstetrics
ffices were unlikely to be the source of
his advice, even if office issues delayed
he visit until late in the first trimester.
here are several reasons that an obstet-

ics office scheduling system might not
e the appropriate venue for this advice.
here are limitations to the provision of
ounseling over the phone in a busy
ractice to a patient who has not yet been
xamined. Moreover, clinic schedulers
re unlikely to have the expertise to pro-
ide such advice, and the liability issues
re unclear.

Women can seek information on their
wn while awaiting a prenatal appoint-
ent. There are multiple online re-

ources. However, they may be difficult
o navigate, and many at-risk women

ay not have access to the internet. Sev-
ral organizations provide brochures
hat can be purchased or ordered. In ad-
ition, women can seek information

rom friends or relatives. However, stud-
es have shown that many pregnant
omen do not have all relevant informa-

ion that includes the importance of pre-
atal vitamins,4-6 the importance of
moking cessation7 and abstinence from
l c

<8

ks
Gyn
lcohol,3 diabetes mellitus control,8,9
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igns of impending miscarriage,10 or
hich of their medications should not be

aken in pregnancy.11 One solution
ight be a toll-free phone number that
ould be maintained by a national orga-
ization or the Centers for Disease Con-

rol and Prevention to provide auto-
ated advice in early pregnancy. Clinics

ould then suggest that pregnant women
all the toll-free number for information
hile awaiting their first prenatal

ppointment.
There are some limitations to this

tudy. The caller posed as a married
oman with good insurance. It is not

lear what would have happened if the
aller had been single or uninsured, al-
hough access probably would not have
mproved. The number of obstetrics of-
ces per population was not correlated
ith average time to prenatal visit. Of-
ces may contain single or multiple
roviders; thus, this may not be a very
efined measure. However, other re-
earchers have found that delayed onset
f prenatal care was not associated with
rovider density.15 In this analysis, the
nit of study was the office and not the

ndividual physician. We did not have
nformation on the visit volume in indi-
idual clinics or the number of physician
roviders or other factors that might af-

ect availability. It is possible that a spe-
ific referral to an individual physician
ight have procured an earlier appoint-
ent. The study was limited to a single
tate; however, 86% of listed offices in R
hat state were sampled. The purchased
ist included obstetrics offices but did not
nclude family medicine practices that
ncluded obstetrics. Finally, the com-

ercially obtained list of phone num-
ers may have missed some offices, espe-
ially newer offices that had not yet been
ndexed.

Office-based delays in scheduling a
renatal visit occur in a substantial pro-
ortion of cases. Obstetrics clinics are
ot a source of advice for pregnant
omen during these delays, and there

re reasons that the clinic might not be
n appropriate venue for advice. As a re-
ult, there is an unmet opportunity to
rovide basic information to women in
arly pregnancy. f
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