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ACCESS TO HEALTH SERVICES

Perinatal care provides women with health screening and education that may 
improve the woman’s health, lessen the possibility of complications for mother 
and child, and increase the likelihood of infant survival. Prenatal care can assist 
women in managing chronic conditions, changing health behaviors, and increas-
ing use of community resources. In addition, prenatal care offers women the 
opportunity for fetal screening and testing, as well as early detection and man-
agement of new-onset or pregnancy-related complications.

Current genomic research supports the belief that the health of the mother 
in pregnancy affects the long-term health of her offspring. For instance, there 
is growing evidence that the risks for adult obesity and metabolic syndrome are 
influenced by maternal obesity, underscoring the value of preconception and 
prenatal care (Lau, Rogers, Desai, & Ross, 2011). However, if prenatal care is only 
accessible to affluent, mainstream, and socially organized women, then it can 
increase health disparities ( Jackson, Crider, Cragan, Rasmussen, & Olney, 2014; 
Kucik et al., 2014). Midwives have an ethical obligation to ensure that all women 
have access to beneficial services during pregnancy (American College of Nurse-
Midwives [ACNM], 2004).

Access to health services is defined by the Institute of Medicine (IOM) as 
the “timely use of personal health services to achieve the best health outcomes” 
(Millman, 1993, p. 4). Access has three steps: gaining entry to the health care 
system, gaining access to the site of services, and developing a relationship 
based on communication and trust with a provider who can meet health care 
needs (U.S. Department of Health and Human Services [USDHHS], Agency for 
Healthcare Research and Quality [AHRQ], 2014). Access to prenatal care spe-
cifically is defined as “the potential ability of a woman to enter prenatal care 
services and maintain care for herself and the fetus during the perinatal period” 
(Phillippi, 2009, p. 220).
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68 II Midwifery Care: The Evidence for Optimal Outcomes

Historically, midwives have increased access to health care for women and 
newborns. In response to increasing demand for primary care services, midwives 
certified by the American Midwifery Certification Board (AMCB) continue this 
work (Phillippi & Barger, 2015). Provision of care to vulnerable populations is an 
ACNM hallmark of midwifery (ACNM, 2012a). The ACNM philosophy states 
that all people deserve equitable, ethical, accessible quality health care to enable 
informed health decisions (ACNM, 2004).

Many factors affect access to health care, and particularly midwifery ser-
vices. Influences include societal, structural, maternal, and medical components 
(Phillippi & Roman, 2013). Although midwives generally focus on the direct pro-
vision of evidence-based care, midwives also work as clinical and research lead-
ers to sculpt clinical, hospital, and public policies (ACNM, 2012a; International 
Confederation of Midwives [ICM], 2013). In addition, “support of legislation and 
policy initiatives that promote quality care” is a professional responsibility of 
certified nurse-midwives (CNMs) and certified midwives (CMs; ACNM, 2012a, 
p. 2). Such advocacy is an advanced skill in the ICM essential competencies 
(ICM, 2013).

MEASURES OF ACCESS

There are several methods of assessing access to health care, including qualitative 
and quantitative measures. Clinicians and researchers can examine the  experience 
or perceptions of people needing care using interviews, focus groups, or surveys. 
This assessment can be done as a quality project designed to improve care or as 
part of research. Although collecting information from women about their experi-
ences provides exceedingly valuable information, it is less commonly used in 
studies of access, as qualitative data collection is time-consuming and pregnant 
women may be reluctant or unable to participate in research. As a result of these 
constraints, many studies of access use publicly available quantitative data.

One of the most common measures of health care access is the utilization of 
services. Information about the initiation and number of prenatal care visits is 
collected on the standard U.S. birth certificate and is available in aggregate from 
state and national databases. Similar reporting is also used in many interna-
tional studies (World Health Organization [WHO] & United Nations Children’s 
Fund [UNICEF], 2003). Another common public source of information is the 
Pregnancy Risk Assessment Monitoring System (PRAMS), a project of the Centers 
for Disease Control and Prevention (CDC; 2009). Data for PRAMS are obtained 
from a stratified sample of women in 40 states who have given birth within the 
past 4 months. Women in the sample complete an in-depth questionnaire and 
a telephone interview, providing both quantitative and qualitative data (CDC, 
2009). Utilization of postpartum services is not well studied, in part related to 
difficulties in obtaining data, but the PRAMS database includes information on 
women’s self-report of postpartum care utilization.

Access to health care can also be assessed by quantifying the number and 
location of health care facilities or providers in relation to the geographic 
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distribution of people needing health care. This is one approach utilized by the 
National Health Service Corps when determining health care provider shortage 
areas in relation to eligibility for student loan repayment (Office of the Federal 
Register, 2009). Data on population density can be obtained from the census 
or other public sources and compared with locations of health care providers 
(Madkour, Harville, & Xie, 2014). Complex models can overlay these factors with 
other data, such as rates of timely prenatal care initiation, to further study women’s 
access to maternity services (Shoff, Yang, & Matthews, 2012).

Although these approaches are useful in quantifying women’s access to care, 
they do not demonstrate the effects of midwifery care. The attending provider is 
listed on the U.S. birth certificate, but there are no mechanisms for identifying 
women who received midwifery care antepartum, intrapartum, or postpartum but 
gave birth with another provider type. The ACNM working groups are attempt-
ing to rectify this problem so that electronic health systems can be used to track 
the utilization of midwifery services across the perinatal period (M. Freytsis, 
personal communication, August 11, 2015).

Poor Utilization—A Personal or Systemic Problem?

Although access to care is commonly discussed in terms of utilization, these con-
cepts are not interchangeable. Availability of health care services must be consid-
ered alongside women’s perceptions of access to services, which are not always 
congruent. It is fairly easy to see poor utilization of prenatal care as a maternal 
problem. In the United States, services are available within nearly all geographic 
regions, and a safety-net system of free care can be found in many locations. 
However, women do not consistently access services available to them.

Placing the blame on women disregards the larger social forces affecting the 
women’s ability to receive prenatal care. Inadequate utilization of prenatal care 
is nearly always a reflection of a poor fit between the available resources and 
women’s needs (Phillippi & Roman, 2013). This discrepancy between services 
and needs contributes to the health disparities between mainstream and margin-
alized groups in the United States and around the world (Bromley, Nunes, & 
Phipps, 2012; Cox, Zhang, Zotti, & Graham, 2011; Walford, Trinh, Wiencrot, & Lu, 
2011). When a population of women has low rates of timely initiation of prenatal 
care or inadequate use of prenatal or postpartum services, midwives should work 
to decrease barriers and facilitate care.

Groups at Risk for Poor Utilization of Prenatal Care

Across all types of health care, including midwifery services, people who are 
marginalized in society struggle to access services. Women may be marginal-
ized because of their gender; race; ethnicity; sexuality; marital, socioeconomic, 
or health status; or any trait considered undesirable in their community. 
Marginalized societal status can make it difficult for women to obtain services for 
a variety of reasons, including lack of money or time, poor access to the physical 
location of care, or fear of judgment from health care personnel.
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In the United States, women who have a low socioeconomic status often 
struggle to obtain needed services. Although women who are U.S. citizens often 
qualify for free or reduced cost prenatal care, women who do not have prepreg-
nancy insurance initiate care later and struggle to obtain needed prenatal care 
services throughout their pregnancies (Rosenberg, Handler, Rankin, Zimbeck, & 
Adams, 2007). The Affordable Care Act has made it easier for many nonpregnant 
women to qualify for reduced cost health insurance. Overall, this change has 
improved access to primary care services, including preventative gynecologic 
care (USDHHS, AHRQ, 2015). However, states vary in their approach to funding 
prenatal care, and it may be difficult for working women to obtain prenatal care 
at a price they can afford. In addition, women with low socioeconomic status 
may live in areas with few providers, have irregular transportation, or work in 
jobs that do not allow time off for medical visits (Phillippi, 2009).

Women with competing personal demands often struggle to obtain early 
prenatal care and meet the recommended visit schedule. For instance, women 
with three or more children are less likely to receive early care and have regu-
lar visits (Partridge, Balayla, Holcroft, & Abenhaim, 2012). Qualitative studies 
identify a variety of factors, including feeling that care is not warranted and 
competes with the needs of existing children (Heaman et al., 2014). Women 
with preschool-age children report the most difficulty accessing care (Phillippi, 
2009).

Also at risk are women who believe that they have to hide certain aspects of 
their lives. Because pregnancy is linked with sexuality, taboos around sex may 
impair young women’s ability or motivation to obtain care. In order to access care, 
young women have to know they are pregnant, and often they have to disclose 
this to their parents to get advice, transportation, or financial help (Teagle & 
Brindis, 1998). Likewise, women with psychiatric disorders may delay or avoid 
access to care because of anxiety and fear of stigma (Krans, Davis, & Palladino, 
2013; Krans, Davis, & Schwarz, 2013).

Women experiencing unplanned pregnancy may have difficulty accessing pre-
natal care. Approximately half of all pregnancies in the United States are unplanned 
and affect women of all childbearing ages (Kost, 2015). Not knowing about a 
pregnancy, the stresses of an unplanned pregnancy, wanting to hide the preg-
nancy, and consideration of abortion may contribute to poor access to prenatal 
care (Heaman et al., 2014).

Some women may be worried about legal ramifications of seeking prenatal 
care. Women who are actively using illicit drugs or who are physically abused may 
not obtain needed services in pregnancy as they worry that disclosure may trig-
ger legal action against them or their partners (Krans et al., 2013). Women who 
are not legal residents may fear legal consequences or deportation if they seek 
care (White, Yeager, Menachemi, & Scarinci, 2014). These women without legal 
status may also face challenges related to language and cultural barriers, or exclu-
sion from social programs and resources (Korinek & Smith, 2011).

Women who struggle to access services have higher rates of perinatal mor-
bidity and mortality (Partridge et al., 2012). However, if women from vulnerable 
groups obtain midwifery services during pregnancy and postpartum, perinatal 
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outcomes can be improved (Raisler & Kennedy, 2005; Sandall, Soltani, Gates, 
Shennan, & Devane, 2013).

BARRIERS AND FACILITATORS TO ACCESS

There is an extensive amount of literature on barriers to prenatal care access. 
Women’s comments on barriers are most often found in the qualitative literature. 
These barriers can be classified into societal, maternal, structural, and medical 
categories (Phillippi, 2009). Common societal barriers include transportation, 
payment structures/finances, and the needs/expectations of partners and family 
members.

Maternal barriers relate to the woman’s personal situation. Transportation 
is a frequent barrier for both rural and urban women. Rural women struggle to 
have reliable transportation and money for gas, and urban women have difficulty 
paying for public transportation or clinic parking. Women with children find 
transportation to be even more of a barrier than women without children who 
are at home during the day (Phillippi, 2009).

Motivation for prenatal care is another frequently cited barrier. Women may 
not be aware of pregnancy for many weeks (Haddrill, Jones, Mitchell, & Anumba, 
2014). Women with unplanned pregnancies may delay prenatal care entry if con-
sidering abortion or until they are emotionally prepared to accept the pregnancy 
(Heaman et al., 2014; Phillippi, 2009). For some women, especially teens who 
need advice or help in getting care, disclosure to friends or family can be a strong 
barrier (Phillippi, Holley, Payne, & Schorn, 2015; Teagle & Brindis, 1998).

Mental health problems may contribute to a lack of motivation. In studies, 
women state that depression thwarts their entry into prenatal care, even if they 
know they would benefit from services (Heaman et al., 2014). Some women have 
anxiety about medical procedures, whereas other women feel that the prenatal 
care is unnecessary because of cultural reasons or previous uncomplicated preg-
nancies (Heaman et al., 2014; Phillippi, 2009). Although there are a variety of 
common barriers, midwives should work to eliminate these barriers whenever 
possible (Phillippi & Roman, 2013). This work may involve changes at the point 
of care or advocating for state or national policy change.

The literature on facilitators of access to prenatal care is less robust than infor-
mation on barriers. Although it can be assumed that elimination of barriers will 
increase access to care, this needs further testing (Phillippi & Roman, 2013). The 
literature supports that women are willing to overcome barriers if, upon arrival to 
care, they are treated with respect and kindness and seen by a clinician who treats 
them as individuals and answers their questions (Phillippi, Myers, & Schorn, 2014).

EVIDENCE-BASED STRATEGIES FOR IMPROVING ACCESS

Across sociocultural and age groups, desire for a healthy baby is consistently 
reported as women’s greatest motivator for prenatal care (Heaman et al., 2014; 
Johnson et al., 2011; Phillippi, 2009). Midwives can capitalize on women’s desire 
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for a healthy baby and facilitate their access to needed services during pregnancy 
and the postpartum period. Best practices incorporate information from research, 
quality, and customer service.

Clinic Characteristics

Providing an appointment soon after the woman’s initial call is one of the first 
ways to facilitate care. When women are ready to begin care, they should be seen 
as soon as possible. Although difficult, especially in busy clinics, midwives can 
work with the administration to ensure minimal delay in initiation of care. Care 
can also be facilitated by offering a variety of appointment times, including eve-
nings and times when significant others or support persons can attend visits 
(Novick, 2009; Phillippi et al., 2014). Additionally, care may be facilitated by 
providing a variety of payment options and minimizing out-of-pocket costs to 
women (Phillippi, 2009; Phillippi & Roman, 2013).

Strategic placement of clinic location can facilitate access to prenatal care. 
Considerations for a location may include proximity to public transportation and 
minimization of travel time (Novick, 2009; Phillippi, 2009; Phillippi et al., 2014). 
Transportation assistance can also facilitate access to care. Acceptable transpor-
tation assistance includes vouchers to pay for transportation or parking, or free 
parking (Johnson et al., 2011).

Decreasing wait times at the clinic once women arrive is important as women 
often have constraints on their transportation or time. Women are more satis-
fied with care when waits are less than 30 minutes. If unavoidable, women value 
information about delays. However, an unrushed feel in the clinic environment 
is also important (Sword et al., 2012).

The clinic environment should be reflective of women’s needs: respectful, 
welcoming, and physically and emotionally safe. Motivation for accessing care is 
dynamic and every interaction with the clinic or clinic staff is an opportunity to 
inspire future access to care (Phillippi & Roman, 2013). Women value environ-
ments that are clean, comfortable, private, and welcoming to children (Novick, 
2009; Sword et al., 2012). Assistance with childcare facilitates prenatal care for 
women whose children must accompany them to the clinic. Women report that 
clinics that welcome their children and have child-safe play areas are easier to 
access, but women are also accepting of other kinds of assistance with child care 
(Phillippi et al., 2014). Clinic décor, permanent and seasonal, should be sensi-
tive to the social and cultural backgrounds of the women. Home-like décor may 
facilitate a relaxed and welcoming environment (Proctor, 1998). The qualitative 
literature specifies that clinic staff who are friendly, welcoming, easy to under-
stand, and receptive to the woman’s needs facilitate access (Heaman et al., 2014; 
Phillippi et al., 2014, 2015).

Creating a safe, welcoming environment is essential in helping women feel 
safe in disclosing personal information. For example, lesbian women are more 
likely to share their sexual orientation with health care providers whom they 
perceive as sensitive and accepting (McManus, Hunter, & Renn, 2006). Disclosing 
sexual orientation to health care providers increases satisfaction with care, and 
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women with positive perceptions of their providers are more likely to adhere to 
recommendations and present for follow-up care (Hutchinson, Thompson, & 
Cederbaum, 2006). Facilitating such an environment starts with careful atten-
tion to language on clinic forms, handouts, and in conversations with women 
(McManus et al., 2006). Midwives may further facilitate access to care by famil-
iarizing themselves with the health care needs of populations they serve, and 
acting as advocates for women from this population (Hutchinson et al., 2006). 
A welcoming environment incorporates partner involvement to the full extent 
desired by the woman, independent of age, sex, gender, or marital status.

The Supreme Court ruling on June 26, 2015, recognized same-sex marriage 
as a constitutional right (Obergefell et al. v. Hodges, 2015). Although not all 
same-sex couples desire marriage, this ruling may be a catalyst for legal change. 
Although states explore the ramifications of this ruling, lesbian, gay, bisexual, 
and transgender parents may still experience challenges (Biblarz & Savci, 2010). 
Midwives should be sensitive to women’s needs and assist as needed with legal 
resources.

Provider Characteristics

Populations experience the greatest positive change in health outcomes when 
they are cared for by providers with similar demographic characteristics 
(C. S. Jackson & Gracia, 2014). In order to improve access to services, the mid-
wifery workforce needs to be more diverse. Although the ACNM Diversity and 
Inclusion Task Force has been working on issues related to recruiting, retaining, 
and supporting midwives from diverse backgrounds, this responsibility belongs 
to all in the profession. Midwives should encourage people with a variety of attri-
butes and skills to enter midwifery, recognizing that our diversity may help us 
better serve multiple populations.

Qualitative research indicates that women prefer accessing care with a single 
provider but are open to a variety of providers if their care is personalized, and if 
they are consistently treated with kindness and respect (Novick, 2009; Phillippi 
et al., 2015). Practices often balance continuity of care with appointment avail-
ability by employing several midwives. Midwifery-led continuity models of care 
provided by both a single midwife and a group of midwives have demonstrated 
benefits to women (Sandall et al., 2013). If a woman is not able to establish a 
relationship with one provider, clinics can increase a woman’s sense of connec-
tion by disseminating important social and personal aspects of the woman’s life 
among the practicing midwives.

Although women appreciate providers who can speak their language, they 
are accepting of interpreter services if the provider is genuinely interested in 
them and provides culturally appropriate care (Heaman et al., 2014; Phillippi 
et al., 2015; Sword et al., 2012). The literature on prenatal care access overlaps the 
literature on quality of prenatal care. Women report that high-quality care and 
competent providers increase their motivation and ability to access services 
(Phillippi et al., 2015; Sword et al., 2012). Additionally, women value providers who 
communicate effectively and answer questions (Phillippi et al., 2014).
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Prenatal Care

Prenatal care optimizes perinatal outcomes and is recommended by national 
and international health organizations, including the CDC (2015) and the WHO 
(2009). Although utilization is often a measure of prenatal care access, evidence 
suggests that the quality of care may be more important than the quantity of care. 
However, there is not a consensus on what constitutes quality prenatal care 
(Sword et al., 2012), and available measures of prenatal care access do not account 
for content or quality (Misra & Guyer, 1998). Efforts are being made to address 
this issue. Renfrew, McFadden, et al. (2014) propose a framework for quality mater-
nal and newborn care, outlining effective, evidence-based practices.

The ACNM philosophy provides a broad framework for quality prenatal care, 
stating that the best model of health care for women “promotes a continuous and 
compassionate partnership, acknowledges a person’s life experiences and knowl-
edge, includes individualized methods of care and healing guided by the best evi-
dence available, [and] involves therapeutic use of human presence and skillful 
communication” (ACNM, 2004, p. 1). In the United States, prenatal care guidelines 
are available from several sources, including the American Academy of Pediatrics 
(AAP) and the American College of Obstetricians and Gynecologists (ACOG; AAP 
Committee on Fetus and Newborn & ACOG Committee on Obstetric Practice, 
2012), and the Institute for Clinical Systems Improvement (Akkerman et al., 2012).

International guidelines are available from several sources, including the 
U.K.’s National Institute for Health and Care Excellence (NICE) and the WHO 
(2009). The literature supports that the provision of quality care goes beyond 
adherence to evidence-based guidelines. The qualitative literature demonstrates 
that both women and providers include additional components in their assess-
ment of quality, including structural components, such as the physical setting 
and convenience of the clinic, and interpersonal components such as a provider’s 
approachability, respectfulness, and emotional support (Sword et al., 2012). This 
highlights the importance of a woman-centered approach to care, a core value of 
ACNM (ACNM, 2012b).

As the attributes of quality prenatal care continue to be clarified, evidence 
supports that midwifery care increases access to quality perinatal care (Renfrew, 
Homer et al., 2014). A recent Cochrane Review found that midwifery-led conti-
nuity models of care had no adverse outcomes and demonstrated benefits com-
pared to other models of care (Sandall et al., 2013). The authors conclude that 
the majority of women need to be offered midwife-led continuity models of care 
(Sandall et al., 2013). The Lancet’s Series on Midwifery (2014) explored the role of 
midwifery in meeting the needs of childbearing women and their families and 
concluded that trained midwives are essential to improving perinatal care in 
low-, middle-, and high-resource countries, elaborating that universal access to 
midwifery services will require a significant increase in the midwifery work-
force (Renfrew, Homer et al., 2014).

Women’s needs for flexibility in prenatal visit structure, timing, and content 
were called to the attention of policy makers and health care providers with the 
publication of “Caring for Our Future: The Content of Prenatal Care” (U.S. Public 
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Health Service, 1989). Although ideally all prenatal care is based on evidence, 
historically this has not been true, because of the difficulties of research with 
pregnant women (IOM, 2010). Newer, emerging models of care, based on research, 
should be incorporated if they meet population and individual needs.

The standard visit schedule for prenatal care begins in the first trimester 
and includes at least 12 visits with increasing frequency as pregnancy advances. 
Designed to prevent maternal deaths from pre-eclampsia, this schedule has not 
been changed since the inception of prenatal care in the 1940s (Alexander & 
Kotelchuck, 2001). However, this schedule does not reflect the need for testing 
and health promotion in early pregnancy and may not resonate with the perceived 
needs of women (Krans et al., 2013). Alternate forms of prenatal care, based on 
current evidence, include reduced frequency of visits as well as group prenatal 
care models, such as CenteringPregnancy®.

Prenatal care schedules with reduced frequency of visits strategically sched-
ule care to coincide with prenatal screening and health-promotion teaching. The 
safety of models using approximately eight visits during pregnancy has been estab-
lished for low-risk women in developed countries (Dowswell et al., 2010). Reduced 
visits decrease cost, but are also associated with reduced maternal satisfaction 
(Dowswell et al., 2010). Midwives can customize visit intervals based on maternal 
needs to ensure a woman’s needs are met, within third-party payer limitations.

The CenteringPregnancy model has been shown to have lower rates of pre-
term birth when compared with individual prenatal care (Ickovics et al., 2007; 
Picklesimer, Billings, Hale, Blackhurst, & Covington-Kolb, 2012). In addition, 
participants have greater knowledge of perinatal topics (Baldwin, 2006; Ickovics 
et al., 2007). Many women are very satisfied with this model of care, feeling 
it provides a sense of community (Kennedy et al., 2009; Novick et al., 2011). 
However, this form of care may not be accessible to all women (McDonald et al., 
2016), especially those who struggle with anxiety in groups, those with small 
children, and those who cannot accommodate a fixed group time (Phillippi & 
Myers, 2013). Midwives should encourage group prenatal care but provide alter-
natives for women who are unable to attend group visits.

Postpartum Care

Provision of evidence-based postpartum care is woefully inadequate in the 
United States. For example, only 8% of women who self-identified as having 
gestational diabetes reported clinical postpartum testing (Oza-Frank, 2014). 
Although historically women have returned to the clinic 4 to 6 weeks postpartum, 
this time frame is not based on evidence. In fact, at this point, it may be too late 
to promote breastfeeding, encourage use of long-acting contraceptives, or assess 
for postpartum depression (Fahey & Shenassa, 2013). Although in-person assess-
ment and assistance are preferable, telephone or online contact may be an alterna-
tive for women who otherwise would not receive postpartum services (Lavender, 
Richens, Milan, Smyth, & Dowswell, 2013).

Research suggests that provision of contraception can safely take place much 
earlier than 4 weeks postpartum (de Bocanegra, Chang, Howell, & Darney, 2014). 
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Women who desire permanent sterilization can receive a postpartum tubal liga-
tion the day after birth. If a woman has Medicaid and wants a tubal ligation, it is 
important to assist her in signing an official consent form between 17 and 36 weeks 
of pregnancy so she can qualify for a Medicaid-funded tubal ligation. Long-acting 
contraceptives, such as intrauterine devices, can be placed prior to hospital dis-
charge (de Bocanegra et al., 2014). Immediate provision of contraception may 
improve future perinatal outcomes as it delays subsequent pregnancy and prevents 
short interpregnancy intervals associated with risks of preterm birth and low 
birth weight (de Bocanegra et al., 2014). If a woman does not desire a long-acting 
contraceptive, the midwife can provide a prescription for her chosen method soon 
after birth to facilitate contraception prior to resumption of intercourse.

Midwifery support for breastfeeding and lactation services is also crucial in 
the postpartum period. In addition to providing direct breastfeeding support, 
midwives can facilitate hospital and clinical environments that implement best 
practices in encouraging breastfeeding. Women may be reluctant to ask for help 
or see new providers, but a trusted midwife’s recommendation can encourage her 
access to lactation assistance, as needed. Beyond professional care, women, espe-
cially those from low-income or marginalized groups, may benefit from sup-
port from a peer counselor from her cultural or socioeconomic group (Renfrew, 
McCormick, Wade, Quinn, & Doswell, 2012; Rozga, Kerver, & Olson, 2015).

The postpartum period involves social and role changes for the woman and 
her family. Pre-existing stressors are often magnified postpartum as women and 
their partners have little sleep, many demands, and finances may be tight as 
women are on leave from paid employment. Midwives should encourage women 
to mobilize social support from family, friends, or a faith community as these 
support systems may improve physical and emotional health (Fahey & Shenassa, 
2013). Midwives should assess maternal coping and screen for postpartum depres-
sion either in person or by phone. Women who struggle to access prenatal care 
services also struggle to obtain and afford mental health services (Bobo et al., 
2014). Referrals as needed should be made to locations that are compatible with 
the woman’s culture, language, and ability to pay.

For many women, free or subsidized health care ends a few weeks following 
birth. As several conditions in pregnancy are harbingers of increased risk later 
in life (Brown et al., 2013), midwives can help new mothers to receive as much 
evidence-based care as possible while they have health insurance. Positive care 
with a trusted provider increases women’s motivation for future care (Phillippi 
et al., 2015). The final postpartum visit should be a time to reflect on the woman’s 
growth and assist her in planning for her future primary and reproductive 
health care.

Midwives should provide the woman with clear guidance on where they 
can obtain affordable future health care. Women may not know that American 
Midwifery Certification Board (AMCB)-certified midwives can provide primary 
care services to women beyond pregnancy and postpartum (Phillippi & Barger, 
2015). Women should also be directed to appropriate community resources 
such as mothers’ groups, housing support, food pantries, and low-cost or free 
clinics (Fahey & Shenassa, 2013).
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CONCLUSION

Evidence-based midwifery care can benefit all women, especially those women at 
risk for poor perinatal outcomes (Renfrew, McFadden et al. 2014). Beyond provid-
ing excellent clinical care, midwives work to facilitate access to health services. 
Facilitation can occur at the individual, clinic, population, or policy level. Although 
midwives are most known for their care of women during the prenatal, intra-
partum, and postpartum periods, AMCB-certified midwives can increase access 
through providing gynecologic and primary care.

Midwives have a long history of providing high-quality care to vulnerable 
and marginalized populations around the globe (Ettinger, 2006; Raisler & 
Kennedy, 2005; United Nations Population Fund, International Confederation 
of Midwives, & World Health Organization, 2014). Although direct patient care 
can be rewarding, work with vulnerable groups, especially in resource-poor set-
tings, can contribute to burnout (Mollart, Skinner, Newing, & Foureur, 2013; 
Yoshida & Sandall, 2013). Strong collegial support is associated with improved 
midwifery job satisfaction ( Jarosova et al., 2016; Warmelink et al., 2015).

CASE STUDY 4.1 USING THE EVIDENCE FOR BEST PRACTICE: EXEMPLAR

Facilitating Access to Prenatal Care: The Impact of Midwifery

A small clinic located about 1.5 hours outside of a metropolitan area had an influx 
of women who were recent U.S. immigrants. Z., one of the clinic midwives, enjoyed 
caring for this population as the women valued physiologic birth and appreciated 
midwifery care. However, most women requested the last possible Friday appoint-
ment and often arrived late, upsetting the office staff.

Z. asked a woman why she preferred Friday appointments. The woman stated 
the men in the community work for a city construction company and are paid at 
3 p.m. on Fridays. Her husband had to cash his check while the bank was open and 
get gas before he could bring her to the clinic. Otherwise, they could not get grocer-
ies for the weekend. All other days of the week, her husband worked until 4 p.m., 
making it impossible for her arrive before the clinic closed at 5 p.m.

Once Z. understood the disconnect between the women’s needs and the clinic 
hours, she worked with the administration to develop a solution. Z. offered to come 
to the clinic at noon on Fridays and stay until 9 p.m. Clinic staff was not available 
at these times so Z. enlisted C. to work at the front desk during this time frame. 
C. was a woman from the community who had given birth twice with the midwives, 
breastfed her children, had an excellent command of English, and was well-respected 
within her community as a former teacher. C. was honored to be involved with the 
clinic’s work and had many ideas of how to improve her community’s health.

The Friday-evening clinic was a resounding success. Under C.’s guidance, the 
clinic waiting room became a festive community gathering each Friday. Women began 
bringing food to share and staying for the whole evening to visit with others. C. was 
able to use this moment to connect women with community resources and explain the 
value of health care. C. worked with Z. to develop health presentations on topics such 

(continued)
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