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ABSTRACT
RELATIONSHIPS BETWEEN ADEQUACY OF PRENATAL CARE AND

EXPECTATIONS OF AND BATISFACTION WITH PRENATAL CARE
IN PREGNANT ADOLESCENTS

By

Elizabeth Frances Miller

Pregnant adolescents are associated with deficient prenatal care,
which is a major factor in poor obstetrical outcomes. Pregnant
adolescents who receive adequate prenatal care have improved pregnancy
outcomes. This descriptive study examined the variables and
relationships between pregnant adolescents' expectations of and
satisfaction with prenatal care and their adequacy of prenatal care
using descriptive statistics, chi-square analyses, and Pearson product-
moment correlation coefficient.

The sample consisted of 20 primigravida adolescents enrolled in one
of three prenatal clinic sites. A survey and chart review were utilized
to obtain data. The findings suggested: (a) The pregnant adolescents
had expectations of care, particularly not to have overall poor prenatal
care; (b) the pregnant adolescents were satisfied with their care,
particularly in areas of personal interaction with the staff, providers,
and clinic services; (c) certain dimensions of expectations and
satisfaction were related; and (d) adequacy of prenatal care may be

related to the pregnant adolescent's prenatal care satisfaction.
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Introduction

Pregnant adolescents are a group of people that need special
attention. This group has a higher risk of pregnancy complications,
such as premature labor, pre-eclampsia, eclampsia, and anemia than do
pregnant adults (Davis, 1989; Slager-Earnest, Hoffman, & Anderson,
1987). A pregnant teenager, cognitively struggling with her own
developing identity to additionally incorporate a sense of motherhood
into her sense of self, is also more likely to suffer from emotional and
psychological difficulties, to eat poorly, smoke, drink alcohol, take
illegal drugs, and engage in unsafe sexual practices which can expose
her to hazardous, sexually-transmitted diseases such as the Human
Immunodeficiency Virus (Elkind, 1984; Smith, 1990). These behaviors
increase the risk of her infant being born with serious health problems.
Multiple studies have shown the influence of adolescent pregnancy on
perinatal mortality and morbidity (Piechnik & Corbett, 1985; Smoke &
Grace, 1988; Wells, McDiarmid, & Bayatpour, 1990).

Adolescent pregnancy is associated with low infant birth weights
and premature births, which are main causes of infant death or
disability (Scholl, Miller, Salmon, Cofsky, & Shearer, 1987; York &
Brooten, 1992). The March of Dimes Birth Defects Foundation (1992)
estimated that nine percent of teenage girls have low birth weight
babies, compared to seven percent of all mothers nationally. These

babies were reported to be forty times more likely to die in their first



year of life than normal weight babies. Adolescent pregnancy is
additionally associated with deficient prenatal care, which has been
demonstrated to be a major factor of poor obstetrical outcomes (Savona-
Ventura & Grech, 1990; Scholl et al., 1987). Pregnant teenagers who
receive adequate prenatal care have much lower rates of low birth weight
infants as well as improved pregnancy outcomes than‘pregnant teens who
do not (McClanahan, 1992; Sable, Stockbauer, Schramm, & Land, 1990;
Scholl et al., 1987). Unfortunately, the pregnant adolescent tends to
delay the initiation of prenatal care and then utilizes this care
sporadically (Wells et al., 1990). The adolescent's struggling sense of
self with its vulnerability, extreme self-consciousness, and maturing
independence, all influence her reluctance to seek or make use of
prenatal care (Cartoof, Klerman, & Zazueta, 1991; Elkind, 1984).

This alarming information demonstrates the demanding need for
health care providers to find ways to encourage the pregnant teen to get
adequate prenatal care. Pregnant teenagers have unique psychosocial and
physical needs and concerns. These all influence their expectations and
perceptions of health care, which influence their utilization of health
care services (Kinsman & Slap, 1992). In order to stimulate an
adolescent's prenatal care participation, a clinical nurse specialist in
primary care has to be aware of the adolescent's special needs,
concerns, and expectations. If these are not met, the adolescent may
not be satisfied with the care she is getting, and it may be difficult
to maintain her in a prenatal program. If she is not satisfied with her
care, she may not obtain adequate prenatal care (Cartoof et al., 1991)

and thus may have a poor obstetrical outcome.



Statement of the Problem
The purpose of this study was to prospectively investigate and
examine relationships between the expectations of, satisfaction with,
and adequacy of prenatal care of high-school-age pregnant adolescents

enrolled in a prenatal care program. The research questions were:

(1) What are the pregnant adolescent's expectations for prenatal care?
(2) How satisfied is the pregnant adolescent with her prenatal care?
(3) What is the relationship between a pregnant adolescent's

expectations of prenatal care and her satisfaction with prenatal

care?

(4) What is the relationship between a pregnant adolescent's
expectations of and satisfaction with her prenatal care and her
adequacy of prenatal care?

This information is vital for clinical nurse specialists and other
health care providers who provide prenatal care. It will help them
obtain further knowledge in understanding the perceptions of pregnant
adolescents for the purpose of developing an effective prenatal care
management framework, which hopefully will reduce barriers to, and
increase the pregnant adolescents' participation in, prenatal care.

Conceptual Definition of Variables
Prenatal Care Expectations

There is scant literature which directly defines patient
expectations with prenatal care. Oberst (1984) generally defined
expectations of care as a set of expectancies about the care outcomes,
the provider's behaviors, and the system's performance which the client
has formulated from his or her past experiences, knowledge, personal

characteristics, perceived care needs, and interpretation of the



situation. These expectancies are the standard by which the client
judges his or her care as being satisfactory or not satisfactory.

A study of patient expectations of a radiology department (Smith,
Altmaier, Ross, Johnson, & Berberoglu, 1989) described expectations of
care in terms of a client's perceptions of his or her anticipated
treatment by the radiology staff and radiologist and on how the client
anticipated the facility environment to meet his or her perceived needs
and desires. These expectancies were also directly related to a
client's satisfaction with his or her care.

Omar and Schiffman (1992) specifically defined prenatal care
expectations as the perceptions a pregnant woman had about her prenatal
care and services she anticipated to receive throughout her pregnancy.
The perceptions involve different dimensions of expectations about the
prenatal clinic/office staff and provider care and about the prenatal
clinic/office services, which included having one provider, having other
services available, receiving information, having personalized care, and
having accessible quality care. These expectations are considered an
important component of a pregnant client's satisfaction with her
prenatal care.

In this proposal, prenatal care expectations were conceptually
defined, using Omar and Schiffman's (1992) definition, as the pregnant
adolescent's perceptions of the prenatal care and services she
anticipated receiving throughout her pregnancy. These expectations
involve dimensions of expectations about prenatal provider care and
clinic staff and about prenatal clinic services, which include having

one provider, having other services, receiving information, having



specialized (personalized) attention, and having accessible quality
care.
] satisf .

Most of the relevant literature described prenatal care
satisfaction indirectly. It was alluded to by reporting activities or
conditions which prevented or encouraged less attendance in a prenatal
care program, such as inadequate transportation, long waiting times for
appointments, fears, lack of social support, health beliefs, and
multiple life stressors (Poland, Ager, Olson, & Sokol, 1990; Sable et
al., 1990).

Other studies indirectly described satisfaction with prenatal care
as a feeling. A study by Wells and associates (1990) implied that
prenatal care satisfaction was a feeling of congruence between ;he
client and her provider. The Cartoof et al. study (1991) suggested that
prenatal care satisfaction was how a client felt about the comfort of
the clinic, the attractiveness and convenience of the clinic setting,
the psychosocial support, waiting times, on-site education, and the
provider meeting the pregnant woman's individual and cultural needs.

Omar and Schiffman (1992) defined prenatal care satisfaction as a
positive or negative attitude/feeling a pregnant woman had about the
prenatal care received. The more positive her attitude/feeling, the
more prenatal care satisfaction she had. The more negative her
attitude/feeling, the less prenatal care satisfaction she had. This
attitude/feeling included different dimensions of satisfaction with the
prenatal clinic/office providers, clinic/office staff, and clinic/office
services, which included the caring relationship, information provided,

time, facilities, scheduling ease, and consistency of one provider.



For the purpose of this proposal, prenatal care satisfaction was
defined, using Omar and Schiffman's (1992) definition, in terms of a
positive or negative attitude/feeling a pregnant adolescent had about
her prenatal care. The more positive her attitude/feeling, the more
prenatal care satisfaction she had. The more negative her attitude/
feeling, the less prenatal care satisfaction she had. This attitude/
feeling involved different dimensions of satisfaction with the prenatal
clinic staff, the prenatal clinic providers, and the prenatal clinic
services which included the caring relationship, information provided,
time, scheduling ease, facilities, and consistency of one provider.

Adequacy of Prenatal Care

Adequacy of prenatal care is used in the literature to mean a
certain amount and/or a particular content of prenatal care. The Public
Health Service Expert Panel on the Content of Prenatal Care (U.S.
Department of Human Health Services (USDHHS), 1990) reported the three
basic components of prenatal care as being early and ongoing risk
assessment, health promotion, and pertinent medical and psychosocial
intervention with follow-up. The timing and particular composition of
this care in relation to the specific needs of the pregnant client
determined its adequacy. Petitti, Hiatt, Chin, and Croughan-Minihane
(1991) characterized the adequacy of prenatal care in terms of the
quality of the content of the care given at a prenatal visit or
encounter. The more the prenatal care included the determined necessary
content, the more adequate the care.

Kessner and associates defined adequacy of prenatal care in terms
of the timing and frequency of prenatal care visits adjusted to a

client's gestational age at delivery (Kessner, Sinder, Kalk, &



Schlesinger, 1973). They determined a woman's prenatal care to be
either adequate, inadequate, or intermediate from the timing and
frequency of the visits. Prenatal care was adequate when it was
initiated in the first trimester and continued at least according to the
recommended schedule with the prenatal care provider. The care was
inadequate when it was initiated in the second or third trimester with
less than half the expected visits. Intermediate care was all the other
visit categories in between.

Alexander and Cornely (1987) defined adequacy of prenatal care
also in terms of the timing and frequency of prenatal care visits from
the client's initiation of prenatal care through the client's weeks of
gestation at delivery. This timing and frequency of visits determined a
woman's prenatal care to be either intensive, adequate, intermediate,
inadequate, or no care. The additional two categories of intensive and
no care were included to more closely describe the prenatal care
utilization pattern. Prenatal care was intensive when it was initiated
in the first, second, or third trimester with a greater number of visits
than normally required, usually indicative of an increased need for
care. No prenatal care was when the client delivered without having
received any services during the pregnancy.

In this study, adequacy of prenatal care was conceptually defined
in terms like that of Alexander and Cornely (1987) as a quantitative
level of sufficiency of prenatal care utilization, defined from the
timing of initation of the adolescent's prenatal care, the frequency of

her prenatal visits, and the relationship of the initiation and



frequency of care to her gestational age at delivery. These levels

were:

(a) Intensive care: The initiation of care and frequency of visits in
relationship to gestational age were more than the determined
amount established for adequate care, regardless of the time of
entry into care;

(b) Adequate care: The initiation of prenatal care in the first
trimester with the frequency of visits meeting the determined
amount in relation to gestational age at delivery;

(c) Intermediate care: The initiation of prenatal care in the first
or second trimester where the frequency of visits were less than
half what was determined adequate, but more than what was
determined inadequate; and,

(d) Inadequate care: The initiation of prenatal care in the second or
third trimester where the frequency of visits were less than one-
third what was determined adequate.

This quantitative conceptual definition of prenatal care adequacy
does not address the content of the prenatal care. The basic
recommended content of prenatal care consists of the ongoing assessment,
evaluation, health promotion, and care of the pregnant female and her
fetus throughout gestation until the onset of active labor (Star,
Shannon, Sammons, Lommel, & Gutierrez, 1990; USDHHS, 1990). This
essential content cannot be supplied, however, unless the client has
sufficient contact with a prenatal care provider. The more closely the
client meets the recommended visits by the provider, the more

opportunity for the necessary content to be supplied.



Theoretical Model

The theoretical model used in this study was adapted from King's
(1981) conceptual framework which is derived from a systems framework
approach. A fundamental assumption of King's framework is that the
focus of nursing is on the health and care of human beings and groups as
open systems which interact with each other and their environment,
exchanging matter, energy, and information. King applies this systems
framework to those health concerns related to nursing, and arranges the
framework into three open dynamic interacting systems: The personal
system, the interpersonal system, and the social system. These three
systems consist of individuals or groups of individuals which all
influence, interchange, and interact with each other and their
surrounding world. Each of these systems have goals, needs, and values,
influencing this interactive process. In order for this process to
result in the goal of effective health care, such as adequate prenatal
care, the different systems must interact effectively (King, 1981).

In Figure 1, the three open interacting systems are demonstrated
in a schematic diagram. These systems are unique, yet are integral to
each other. The broken rectangular lines surrounding each system
indicates openness, in which each system is continually and dynamically
interacting with the other systems. The arrows show the integralness of
the systems with one another. No system is separate onto itself. Each
system proceeds into the other. The oval, indicating the goal of
adequate prenatal care, extends through all three interacting systems.
The circle demonstrates the focus on the relationships between personal
expectations and satisfaction with the interpersonal and social systems,

and their relationship with adequacy of prenatal care. The oval extends
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from the circle to indicate the possibility of other components involved
in adequate prenatal care. The broken lines of the oval and circle
indicate their dynamic interaction with the systems and each other. The
goal of adequate prenatal care can only be obtained through the
effective interaction of the systems.

The personal system focuses on individual human beings. These
individuals, as complex open living systems, react to other persons,
events, and objects in terms of their perceptions, expectations, and
needs. They react as total beings with past experiences, present
concerns, and future goals. As reacting beings with feelings and
thoughts, their interactions with their environment are highly
influenced by these perceptions and expectations of a situation. When
human beings enter a new or strange environment, these factors all
affect their actions and reactions to the environment. Their behavior
to the situation is thus an outcome of what they are perceiving and
expecting (King, 1981). When a pregnant adolescent enters an
environment to receive prenatal care, she perceives the providers,
staff, and services from her unique viewpoint. Her expectations may
color how she feels about the prenatal care, and her behavior in this
situation may be influenced by how she feels. Her expectations of the
prenatal clinic, its environment and services, and its providers and
support staff may affect how she feels about her care (see Figure 1).

The interpersonal system focuses on human beings who function in
interacting groups as dyads, triads, and small or large groups. These
groups continually communicate and interact in a dynamic manner with
both verbal and nonverbal behaviors to identify desired goals and the

means to achieve them. This group communication is a complex process.
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Each person's expectations and perceptions influence his or her behavior
in and from the group interaction. The quality of the interaction
determines whether or not the exchange results in satisfaction. When
two or more people come together in any situation, the outcome of the
exchange is dependent upon the relationship established. This
relationship is influenced by the expectations each individual brings to
the situation. 1In order for this relationship to be beneficially
purposeful, communication needs to be effective, perceptions need to be
accurate, and attitudes of caring and respect need to be present (King,
1981) .

Pregnant teens receiving prenatal care interact with providers and
support staff for information, explanations, medical/social/
psychological care, and other needs or concerns, such as being able to
be involved about decisions about one's care and being able to ask
questions without embarrassment. The result of this interchange can
determine the degree of satisfaction with the relationship the pregnant
teen feels she has with her provider(s) and/or support staff. This
satisfaction can be with different aspects of the interaction, such as
satisfaction with the care or the satisfaction with the information
received. If she is satisfied, she may be more likely to direct her
behaviors toward goals of health-promoting activities, such as adequate
prenatal care (see Figure 1).

The social system is an organized boundary system involving social
roles, behaviors, and practices which are developed to maintain its
values and regulations. This organizational system is composed of: (a)
human values, behaviors, needs, goals, and expectations; (b) technology

with material and human resources for achieving goals; and
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(c) interacting social units made up of individuals and groups who share
common goals. Examples of social systems include families, religious
groups, and health care services, such as a prenatal care clinic (King,
1981) .

Prenatal care ministration is a social system with services
directed toward promoting and ensuring the health of the pregnant woman
and her fetus (Star et al., 1990; USDHHS, 1990). These services include
clinic location, accessibility, availability, emergency access, client
facilities, waiting time, provider expertise and consistency, childbirth
classes, and others. When the pregnant client enters this social system
environment, her unique perceptions, expectations, and needs influence
how she feels about and reacts to the interaction with its services
(King,1981). If she is satisfied with the delivered system of care, her
behavior will be goal directed. Policy makers and prenatal care
management 's knowledge of this may be a deciding factor in how effective
the prenatal care services are in promoting the desired goal of adequate
prenatal care.

A pregnant teenager receiving prenatal care from a health care
system will have her own special set of perceptions, expectations, and
needs. These perceptions, expectations, and needs may influence her
degree of satisfaction with the services. Satisfaction can be with
different aspects of the prenatal care clinic services, i.e.,
satisfaction with the facilities, with scheduling ease, and with the
time spent at the clinic. A prenatal delivery system of care that
designs its services with this in consideration will more likely produce
effective interactions resulting in client satisfaction and increased

utilization of prenatal care services. The teen will be satisfied with
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her care and thus more likely to obtain adequate prenatal care (see
Figure 1).

Figure 1 demonstrates these important relationships between the
systems and the pregnant adolescent with expectations, satisfaction, and
adequate prenatal care. The pregnant teenager has her own unique
expectations when she interacts with the prenatal providers and staff,
and with the prenatal care delivery services. These expectations color
her perception of the interactions, possibly influencing her
satisfaction with her care. If she is satisfied, she may be more likely
to utilize the prenatal care. Thus, the goal of adequate prenatal care
can more readily be realized.

It is essential for a clinical nurse specialist prenatal care
provider to have perceptual accuracy and knowledge of the pregnant
adolesceﬁt's expectations and what she is or is not satisfied with in
her care. Effective interactions which result in satisfaction can only
take place if the professional health care provider, such as a clinical
nurse specialist, assumes this responsibility (King, 1981). All
prenatal care providers and support staff in the prenatal care delivery
system need to understand that a pregnant teen's expectations influence
her interactions and relationships and that her satisfaction with the
interactions and relationships may influence her prenatal care
utilization behavior. A pregnant adolescent who is not receiving what
she perceives as satisfactory care from any aspect of the prenatal care
delivery system may not return for any prenatal care at all. Since the
ultimate goal of a prenatal care delivery system and its providers/staff
is to promote and ensure the health of the pregnant woman and her fetus

(USDHHS, 1990; Star et al., 1990), optimal effective service must be
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provided. The best way for this to occur is for the client to get
adequate prenatal care.
Review of Literature

The literature documented many studies on prenatal care for teens.
Most of these studies researched the impact of adolescent pregnancy on
maternal and fetal outcomes (Brown, Fan, & Gonsoulin, 1991; Helton,
1990; Korenbrot, Showstack, Loomis, & Grindis, 1989; Leppert, Namerow, &
Baker, 1986; Piechnik & Corbett, 1985; Scholl, Hediger, Khoo, Healy, &
Rawson, 1991; Winter & Simmons, 1990). Many others dealt with how a
teen's adequacy of prenatal care affected obstetrical outcomes (Isberner
& Wright, 1987; Savona-Ventura & Grech, 1990; Scholl et al., 1987;
Stevens-Simon, Fullar, & McRnarney, 1992; and others). Very few studies
on adolescent pregnancy dealt with a teen's expectations of prenatal
care, satisfaction with prenatal care, or adequacy of prenatal care in
relationship to her expectations and satisfaction.

Expectations of Prepnatal Care

No studies were found that specifically addressed pregnant
adolescents' expectations of prenatal care. One study was found that
addressed pregnant women's expectations of prenatal care. Another
study discussing expectations of radiology services helped to shed light
on the importance of understanding client expectations in health care.

The study by Reis, Robinson, Anderson, and Thomas (1992)
indirectly addressed expectations of prenatal care. It suggested that
pregnant women and their male partners had prior expectations of a
pregnancy and its related care, such as what signs signified pregnancy
complications; when it was appropriate to begin prenatal care and how

many visits were needed; prenatal care involved education on diet, labor
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and delivery, and premature labor; and clinic hours would not be
convenient. These expectations were felt to mirror the community and
family beliefs. Additionally, male partners were shown to be the most
important sources of information for one-third of the 231 pregnant women
in pregnancy-related behaviors. What male partners expected in terms of
what prenatal care involved, what danger signs needed to be brought to a
provider's attention, and what they perceived to be barriers to prenatal
care were suggested to potentially impact the women's prenatal care
utilization. In order for a prenatal program to be more effective in
encouraging prenatal care utilization by the community's pregnant women,
prenatal care programs were encouraged to be knowledgeable of these
expectations and to be aware of this significant link.

Smith et al. (1989) documented client expectations of radiology
services. These were obtained through open-ended interviewing of 107
radiology patients about the care they expected from the staff,
facility, and radiologist. Knowledge of these expectations was
considered an important tool in assisting the radiology department to
better meet their clients' needs. They asserted that this knowledge
could result in improved radiology services to their clients.

These two studies both determined it was important for a health
care provider to be aware of the expectations of their clients. This
knowledge was repeatedly suggested to be a necessary constituent to
improving health care services and service utilization.

satisf . ith P 1c

Little research was found specifically applying to a pregnant

adolescent's satisfaction with prenatal care. However, studies on

pregnant women's satisfaction with prenatal care and on clients'
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satisfaction with health care in general helped to give insight on the
importance of adolescent satisfaction with prenatal care.

Studies on satisfaction with prenatal care by adolescents was
indirectly addressed. Hardy, Ding, & Repke (1987) retrospectively
examined differences in outcomes of 1,780 pregnant adolescents who were
either enrolled in the Johns Hopkins Adolescent Pregnancy Program or who
received their prenatal care in other Hopkins-related programs. Reasons
considered to be factors in the improved outcomes in the Adolescent
Pregnancy Program implied that pregnant adolescents were more satisfied
with their care when they felt comfortable in their environment, were
valued as individuals, had their needs met, and felt cared about.

A descriptive, cross-sectional study by May (1992) included an
examination of help-seeking characteristics of 31 pregnant teenagers.
Pregnant teens sought help for finances, emotional needs, medical care,
information, and transportation. Results implied that teens who had
these needs met were satisfied with their prenatal care. However, the
small sample size and the use of a convenience sample diminished the
generizability of these results to all pregnant adolescents, making it
difficult to realize the importance of a pregnant teen's satisfaction in
prenatal care.

One study on satisfaction with prenatal care (Sullivan & Beeman,
1982) found widespread satisfaction with maternity care, particularly
among middle- to upper-socioeconomic group adult pregnant women, but
suggested this result may not have been obtained if the study had
included more teenagers or low socioeconomic groups. The satisfaction
with care was implied to be due to the interpersonal relationships

between the prenatal care providers and patients, and in allowing
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patients more control of their care, thus better meeting their
individual needs.

Graveley and Littlefield's study (1992), using low-income women,
showed a relationship between the pregnant patient's satisfaction with
her prenatal care and certain characteristics/dimensions of three
prenatal clinic sites. Pregnant clients cited a single, consistent
prenatal care provider and ease of access to, and availability of,
prenatal care as important components of their satisfaction with care
received. Even though this study had important information about
satisfaction with prenatal care, it did not give the reader enough
information about the different dimensions of the patient satisfaction
tool used. This made it difficult to understand what specifically
satisfied the pregnant clients.

A descriptive study by Oxford, Schinfeld, Elkins, and Ryan (1985)
found a pregnant female's prenatal care satisfaction was related to the
clinic conditions (e.g., waiting time) and her perception of the clinic
personnel's attitudes toward her. However, the survey was given to the
pregnant participants at their first prenatal visit in either the first
or third trimester. Hence, their responses about having to wait too
long or the clinic personnel's attitude toward the client were
contingent upon that one initial visit.

Wartman, Morlock, Malitz, and Palm (1983) examined the
relationship between patient satisfaction with his or her physician and
subsequent compliance of a prescribed drug regime. They found that
patients who were more satisfied with their visit did not necessarily
demonstrate improved drug compliance. They suggested this was due to

the patients' needs being met more by the nature and quality of the
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physician-patient interaction than by effective communication of the
medication regime. The sample used in this study tended to be educated,
upper-middle class, and from 30 to 49 years old. This group may have
had the ability to understand drug regimes more easily and expected more
from a provider than the young or elderly, uneducated, or poor. Thus,
the study's generalizability is limited.

In all these studies, meeting the patient's needs was seen as an
important contributor to a client's satisfaction with care. Most
studies determined that positive client interactions with different
components of the prenatal care services and personnel resulted in the
client feeling satisfied with the care received. Adolescents
additionally needed to feel valued, cared about, and comfortable in
their environment.

No studies reviewed addressed the relationship of expectations of
and satisfaction with prenatal care in pregnant adolescents. A few
studies and articles dealt with this relationship in regards to health
care, and one study addressed this relationship in prenatal care, but
not specifically with adolescents. This literature, though not
specifically using pregnant adolescents, still gave insight into the
importance of the relationship.

Omar and Schiffman (1994) reported a relationship between pregnant
women's expectations of prenatal care and satisfaction. Different
dimensions of expectations were found to be statistically related to
various dimensions of satisfaction. Expectations about having one
provider were related to satisfaction with the provider/staff.

Expectations about accessible quality care were related to satisfaction
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with the prenatal care system in terms of time, access, facilities, and
organization of the prenatal care system. Pregnant women receiving care
from private physicians had higher levels of expectations from their
provider and were less satisfied with the provider. This suggested a
relationship where the more expectations the pregnant woman had the less
satisfied she was with the provision of prenatal care services.

Greeneich (1993) reported an association between expectations of
care and satisfaction. Patient expectations were cited as the key
determinant to satisfaction with the nursing care received.

Confirmation of a patient's expectations was described as crucial to the
patient's satisfaction with this care.

Oberst (1984) reported that a client's expectations of health care
were the standard by which he or she judged the care received to be
satisfactory or unsatisfactory. The client's expectations of care were
correlated with how satisfied he or she was with the provider care
behaviors, the adequacy of information received, and the client's
perceived seriousness of illness.

Ross, Sinacore, Stiers, and Budiman-Mak (1990) reviewed several
studies on how arthritic patient care expectations related satisfaction
with medical care. Chronic arthritic patients having more experience
with the degenerative disease had lower expectations and more
satisfaction with their medical care than patients with newly-diagnosed
arthritis. This was attributed to the chronic arthritic patient
recognizing the limits of medical and technical therapies and thus
placing more importance upon the interpersonal/psychosocial aspects of
care. From these studies, it was determined that a client's

expectations of care were strongly linked to his or her satisfaction
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with care received, and that further explorations of this link were
needed for better understanding of patient satisfaction and future
planning of care.

A study by Guzman, Sliepcevich, Lacey, Vitello, Matten, Woehlke,
and Wright (1988) and the article by Inguanzo (1992) focused on hospital
patient care expectations in relation to the patient's ultimate
satisfaction with care in order to enhance the client's satisfaction
with the institution. If patients began with low or high expectations
and those were met, they would be satisfied with their care. 1If
patients began with high expectations which were not met, they would be
dissatisfied with their care. If patients entered care with low or high
expectations and those expectations were exceeded, the patient would be
satisfied with the care and have an enhanced perception of the hospital.

Even though research on the association between client
expectations and satisfaction with care is limited, the potential potent
relationship between a pregnant adolescent's expectations of prenatal
care and satisfaction with prenatal care is revealed.

Expectations and Adequacy of Prenatal Care

Studies dealing directly with a pregnant adolescent's expectations
of prenatal care and her adequacy of prenatal care were not found. Two
studies relating barriers to prenatal care with adequacy of prenatal
care gave information which could be applicable to expectations and
adequacy of prenatal care. Kinsman and Slap (1992) implied that
pregnant adolescents' expectations of their pregnancy and prenatal care
affected their utilization of prenatal care. Pregnant teens who had
inadequate prenatal care utilization had different expectations than

those teens who had better utilization of prenatal care. The particular
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expectations were not addressed but could only be extrapolated from the
perceived barriers to prenatal care utilization. For example, pregnant
teens received less adequate prenatal care if they expected to have a
negative experience with the health care providers, to have no needs in
the first trimester requiring early prenatal care intervention, to have
insurance difficulties, or to have difficulty sorting out the available
services. Even though the generalizability of this study may be limited
by its small sample size and the particular high-risk adolescent
population, the implications were purported to be clinically meaningful
for prenatal care programs targeting pregnant adolescents.

The study by Poland, Ager, and Olson, (1987) indirectly hinted at
certain expectations that influenced a pregnant woman's prenatal care
utilization through the barriers found. Pregnant women who expected
prenatal care to be boring, to be treated poorly by the prenatal care
providers, or prenatal care to offer anything of needed value received
inadequate or no prenatal care.

Burks (1992) concluded that pregnant women of low socioeconomic
status perceived prenatal care to be more of a treatment for acute
medical problems during pregnancy rather than for preventing problems
during pregnancy. This suggested that the pregnant woman's expectations
of what prenatal care was for affected her adequacy of prenatal care;
that is, how the pregnant woman utilized the prenatal care services.

These studies suggest a relationship between a pregnant client's
expectations of care and her utilization of that care. No specific data

were found in the literature to support the relationship.
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Pregnant adolescent satisfaction and adequacy of prenatal care was
addressed in a few studies. Wells et al. (1990) found that teens who
experience better patient-provider agreement had more satisfaction with
their care and an increased appointment adherence. Sixty-three, mostly
minority, pregnant teenagers completed five different questionnaires,
including a questionnaire on prenatal care patient satisfaction. The
prenatal care providers also answered one of the questionnaires on
perinatal health beliefs. The information was compared with the teen's
appointment keeping. Tﬁrough stepwise multiple regression analysis,
pregnant teen's appointment keeping was found not to be related to her
psychosocial risk, but to whether the pregnant teen was satisfied with
her health care provider. It was suggested that a prenatal clinic which
improved pregnant teens' satisfaction with their interpersonal provider
interactions would improve their adequacy of care. This study was
limited by its small sample and lack of randomization, which makes it
difficult to generalize the results to other pregnant teen populations.
Cartoof et al. (1991) indirectly supported the association between
satisfaction with prenatal care and adequacy of care in pregnant
adolescents. They reported that pregnant teens had better attendance
for their prenatal visits at clinics at which environment and staff were
more pleasing to them. A quantitative evaluation of the adequacy of
prenatal care of 466 multi-ethnic adolescents was compared to the
attractiveness/invitingness of the 4 prenatal clinic sites they had
attended for their prenatal care. The more attractive, comfortable, and
accessible the clinic site was, coupled with professional staff

sensitive to the teen's individual needs, the better attendance that
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site had from the pregnant adolescents. Limitations of this study
included the subjective nature in the researcher's determination of a
site's attractiveness and the large discrepancy in sample size of the
different clinic sites (only 8% of the sample used the site determined
most attractive). This brings up concerns for determining significant
relationships between site attractiveness and adequacy of care and in
generalizing the results to other pregnant teen populations.

Two studies involving pregnant women (Poland et al., 1990;
Stirrat, Paterson, & Golding, 1990) found a prenatal patient's attitude
about her prenatal care providers was an incentive or disincentive to
keeping prenatal appointments. Women who had positive attitudes toward
the health professionals had better clinic attendance. Poland et al.
(1990) reported that women of low socioeconomic status who obtained
quality prenatal care had more positive experiences with and thus better
attitudes toward the health care professionals. They found these
women's positive or negative attitudes toward the prenatal care
providers and supportive staff were major determinants of their quality
of prenatal care. Prenatal care quality involved two components:

(a) the amount of prenatal care, and (b) the source of the prenatal care
service. Nevertheless, the relationships obtained in this study may not
be as significant as proposed. Categorical data were given numerical
values to allow their correlational analysis with interval data.

A patient's satisfaction or dissatisfaction with his or her health
care, according to Linder-Petz and Struening (1985), was found to be an
important indicator of a patient's appointment adherence and care
compliance. A convenience sample of 155 ambulatory patients was given a

22 item survey addressing their satisfaction with the doctor's conduct,
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clinic access, and the visit in general. The doctor's conduct and
convenience of the clinic visit were highly correlated with patient
satisfaction. This study is limited, however, by the lack of control on
sample demographics and sample size, making it difficult to generalize
results to other ambulatory clients.

Satisfaction with prenatal care has been repeatedly suggested to
have a relationship with a pregnant client's utilization of this care.
Pregnant teens especially were indicated to require an atmosphere and
staff/provider contact which were pleasing to them and which met their
needs in order to obtain better utilization of prenatal clinic services.

Prenatal Care and Adequacy of Care

No literature was found directly addressing relationships between
expectations of, satisfaction with, and adequacy of prenatal care. The
Poland et al. study (1987) did indirectly recognize the role of
expectations with satisfaction and a pregnant woman's prenatal care
utilization, defined in terms of adequacy of care. Women in their study
who perceived prenatal care as being only for pregnant women with acute
problems, not expecting the prenatal care to meet their particular
needs, and who had negative attitudes towards physicians or nurses or
health care services, obtained little or no prenatal care.

Summary of the Literature

A pregnant adolescent's expectations of prenatal care, her
satisfaction with prenatal care, and their relationship to adequate
prenatal care were poorly covered in the literature. However, it did
strongly suggest that a patient's expectations and satisfaction with his

or her care were associated, and some of the literature supported the
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relationship between prenatal care satisfaction and the adequacy of a
pregnant client's prenatal care.

These proclaimed relationships regarding expectations and
satisfaction, and between satisfaction and prenatal care adequacy, make
it surprising that so few studies investigate what expectations a women
has for her prenatal care, what makes her satisfied with this care, and
what relationships exist between a pregnant women's expectations of and
satisfaction with her prenatal care and her adequacy of prenatal care.
Literature on pregnant adolescents is even more blatant in its neglect
of teens' expectations of and satisfaction with prenatal care and their
relationship to adequacy of prenatal care.

In the few studies that did deal indirectly with a pregnant teen's
expectations of and satisfaction with prenatal care, the researchers
frequently assumed they knew what an adolescent expected, wanted, and
needed in her care, and designed the research or special program with
their idea of what would produce satisfaction. Ironically, the
mentioned studies discuss the incongruence in perceptions of what the
provider thought and what the adolescent thought her needs were as being
a strong determinate of the pregnant teen's poor utilization of prenatal
care (Wells et al., 1990). It seems that finding out what influences an
adolescent's satisfaction with her care and what makes her satisfied
with her care would be primary concerns to bring about better prenatal
care utilization. Research in this unexplored area, as in this study,

is needed.
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Methods
Research Design

This study was a prospective descriptive correlational design. A
survey was administered to pregnant teen clients at a prenatal care
visit to assess their expectations of and satisfaction with prenatal
care. When the participants had reached a minimum of 36 weeks gestation
or had delivered, their prenatal care record was reviewed to determine
the adequacy of prenatal care utilization. Relationships among the
variables of prenatal care expectations, satisfaction, and adequacy were
described.

Sample

The target population was a convenience sample of primigravida
adolescents from the ages of 15 to 19, who were at least 32 weeks
pregnant, were able to read and write English, were enrolled in one of
the three prenatal care clinics of the Branch-Hillsdale-St. Joseph
District Health Department, and who had a minimum of four prenatal
vigits at that clinic site. A total of 20 pregnant primigravid teens
were recruited into the study from October 1993 through Februrary 1994.
To increase the likelihood of achieving a representative sample, the
recruiters approached all eligible adolescents to incorporate both
satisfied and dissatisfied adolescents into the study.

The three prenatal clinics where the pregnant adolescents were
enrolled into the study were alike in clinic design, services provided,
pattern of types of care provided, and usage of the same clinical
protocols. The staffs were trained to perform their duties in like

fashions so they could work efficiently in any of the three clinic
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settings. The main provider at two of the sites was the same. The same
dietitian and social worker provided services at all three clinics.
: . ] finiti f the Variabl

The principal variables of interest to this study were prenatal
care expectations, prenatal care satisfaction, and adequacy of prenatal
care. Other necessary concepts relating to adequacy of prenatal care
were prenatal care visit, the trimester prenatal care began, and
pregnancy gestation.

Prenatal care expectations: Prenatal care expectations (PNCE)
were defined as the total mean score of the expectation subscale on the
Patient Satisfaction with Prenatal Care (PSPC) instrument (Omar &
Schiffman, 1992) which assessed what the pregnant adolescent expected
from her prenatal care. In addition, the different dimensions of
prenatal care expectations were operationally defined. PNCE for one
provider was defined as the mean score of items 11 and 12 on the PSPC.
PNCE for other services was defined as the mean score of items 19
through 21 on the PSPC. PNCE for information was defined as the mean
score of items 9 and 10 on the PSPC. PNCE for specialized attention was
defined as the mean score of items 13, 14, and 18 on the PSPC. PNCE for
poor overall care was defined as the mean score of items 6, 8, and 16 on
the PSPC. The lower the mean score, the more the pregnant adolescent
expected. The higher the mean score, the less the pregnant adolescent
expected.

Prenatal care satisfaction: Prenatal care satisfaction (PNCS) was
defined as the total mean score of items 25 through 86 from the three
satisfaction subscales of satisfaction with provider, satisfaction with

staff, and satisfaction with prenatal care services on the Patient
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Satisfaction with Prenatal Care (PSPC) instrument (Omar & Schiffman,
1992). In addition, different dimensions from each of these three
subscales were operationally defined. PNCS with provider caring was
defined as the mean score of items 29, 30, 32, 33, 42, and 43 on the
PSPC. PNCS with provider information was defined as the mean score of
items 25, 26, 27, 39, and 40 on the PSPC. PNCS with the staff care was
defined as the mean score of items 50, 51, 52, 53, 54, and 60 on the
PSPC. PNCS with staff information was defined as the mean score of
items 48, 49, and 58 on the PSPC. PNCS with time spent at the prenatal
clinic was defined as the mean score of items 70 and 71 on the PSPC.
PNCS with scheduling ease was defined as the mean score of items 68 and
69 on the PSPC. PNCS with the facilities was defined as the mean score
of items 78, 79, and 80 on the PSPC. PNCS with the provider consistency
was defined as the mean score of items 72, 73, and 74 on the PSPC. The
lower the mean score, the more the pregnant adolescent was satisfied.
The higher the mean score, the less the pregnant adolescent was
satisfied.

Adequacy of prenatal care: Adequacy of prenatal care was
operationally defined as the score on the adapted GINDEX index (see
Appendix C). The number of prenatal care visits, the trimester prenatal
care began, and a minimum of 36 weeks pregnancy gestation or gestational
age at delivery if less than 36 weeks was used to determine the level of
adequacy of care. Even though 37 weeks is considered full term, the
index shows no distinction between 37 and 36 weeks as far as a level of
adequacy of care. If a subject was not in a clear adequacy of care

classification by 36 weeks, her adequacy was evaluated after she did
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clearly fit into a specific category, or until she delivered, whichever

came first.

These categories, or care levels, specifically outlined in

Appendix C, included:

(1)

(2)

(3)

(4)

Intensive care, where the prenatal care began either in the first,
second, or third trimester, the gestation was at least 36 weeks or
the gestational age at delivery, and the number of total visits
were from 16 to 49 beginning from the first trimester, 13 to 49
from the second trimester, or 11 to 49 from the third trimester,
depending upon the specific number of visits for the particular
gestational age or gestational age at delivery.

Adequate care, where the prenatal care began in the first
trimester, the teen's gestation was at least 36 weeks or the
gestational age at delivery, and the total number of prenatal care
vigsits were from 7 to 15 beginning in the first trimester,
depending upon the specific number of visits for the particular
gestational age or gestational age at delivery.

Intermediate care, where the teen's gestation was at least 36
weeks or the gestational age at delivery, and the prenatal care
began in the first trimester with the total number of visits from
4 to 8, or the second trimester with the total number of visits
from 4 to 13, depending upon the specific number of visits for the
particular gestational age or gestational age at delivery.
Inadequate care, where the teen's gestation was at least 36 weeks
or the gestational age at delivery, and the prenatal care began in
the first trimester with a total of 4 visits, the second trimester

with a total of 4 visits, or in the third trimester with a total
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of 4 to 12 visits, depending upon the specific number of visits

for the particular gestational age or gestational age at delivery.

Prenatal care visit: A prenatal care visit was operationally
defined as the recorded attendance in the prenatal chart of a pregnant
adolescent at a prenatal care clinic site for the purpose of pregnancy
related care.

Trimester prenatal care began: The trimester prenatal care began
was operationally defined as the week of pregnancy gestation of the
pregnant adolescent's first day of recorded prenatal care: (a) 1-13
weeks = 1lst trimester; (b) 14-27 weeks = 2nd trimester; and (c) 28 weeks
to week of delivery = 3rd trimester.

Pregnancy gestational age: The pregnancy gestational age was
defined as the estimated period of pregnancy duration from the pregnant
adolescent's first day of last normal menses to the date at issue as
recorded in her prenatal chart. This pregnancy age was calculated using
an estimated date of confinement (EDC) calculator wheel using whole
completed weeks. If the first day of the last normal menses was absent,
the ultrasound dating from the adolescent's record of the estimated date
of confinement was used as 40 weeks. A pregnancy is considered full
term from 37 to 42 weeks (Star et al., 1990). Forty weeks was thus used
as the average full-term estimated date. The gestational age was then
calculated from 40 weeks using the EDC calculator wheel in whole
completed weeks.

Instrumentation

Patient Satisfaction with Prenatal Care Instrument (PSPC): This

is a 108-item, 5-subscale instrument designed to evaluate a patient's

expectations and satisfaction with her prenatal care and services
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received (Omar & Schiffman, 1992). The first subscale has 5 items which
relate to the motivation to seek prenatal care. The second subscale has
19 items which relate to a client's expectations with care. This
subscale has five dimensions dealing with providers, staff, and prenatal
care services. The third subscale has 23 items which relate to the
client's satisfaction with the primary prenatal care provider. This
subscale has two dimensions which embrace the provider's care and
education of the client. The forth subscale has 17 items which relate
to the client's satisfaction with the prenatal clinic/office staff.

This subcale has two dimensions which cover the staff's care and
education of the client. The fifth subscale has 20 items which relate
to the client's satisfaction with the prenatal care services. This
subscale has four dimensions covering the provider consistency,
facilities, waiting time, and ease of access.

Each of these five subscales uses a 6-point Likert scale with
responses ranging from strongly agree (1) to strongly disagree (6). The
lower the score, the higher the motivation or the higher the
expectations or the higher the satisfaction. The higher the score, the
lower the motivation or the lower the expectations or the lower the
satisfaction.

The additional 22 items include 20 questions about who is the
client's provider and characteristics of the clients themselves, and
two questions on how helpful the client perceives the professional staff
and an information source to be.

In this study, the second subcale and its dimensions concerning
expectations, and the third, fourth, and fifth subscales as a combined

overall satisfaction scale and their dimensions concerning satisfaction
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were utilized to answer the research questions. Additionally, items
about the clients' characteristics were used to obtain demographical
information about the sample population.

The PSPC was developed from responses of three focus groups of
pregnant women and from pertinent literature. Pilot testing with
pregnant women in the late third trimester was used to determine the
reliability and validity of the PSPC. The instrument has a reported
reliability of .54 for the motivation subscale, .72 for the expectation
subscale, .92 for the satisfaction with provider subscale, .93 for the
satisfaction with staff subscale, and .84 for the satisfaction with
services subscale. The items in the dimensions were a result of
psychometric analysis.

The content validity of the instrument was established by a panel
of experts with professional expertise in maternity nursing. Construct
validity was determined by the pilot testing and is still being refined
by ongoing studies.

Client prenatal record: The date and trimester of the client's
first prenatal visit, the gestational age at delivery or 36 weeks, and
the number of prenatal care visits were determined from the client's
prenatal record. This information was compared with the adapted
prenatal care utilization index (GINDEX). The client was placed into a
prenatal utilization category, designating her level of adequacy of care
as intensive, adequate, intermediate, or inadequate.

Procedures

Survey Administration: The investigator selected and trained data

collectors from each prenatal care site of the District Health

Department using a manual adapted from Omar and Schiffman (1992). The
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use of this manual assured consistency in survey administration in all
four prenatal program sites (see Appendix B).
The data collection procedure was:

(1) Potential subjects were identified and determined eligible by the
data collector using established criteria.

(2) The data collector solicited participation in the study using
established criteria.

(3) The data collector gave eligible subjects a cover letter, a
consent form for participation in the study and permission for
chart review by the researcher, a survey instrument, and an
envelope for the completed questionnaire.

(4) After obtaining consent, subjects filled out the instrument while
waiting for or immediately after their scheduled appointment.

(5) The data collector was available to answer questions about or
provide directions for completion of the instrument.

(6) The data collector gave an incentive to the subjects after they
turned in their completed instrument to the collector.

(7) The data collector returned all materials to the principal
investigator at her weekly visit, using a confidential coding
system
Chart Review: Each week the principal investigator visited the

prenatal care sites. Using the confidential coding system, the

investigator procured the eligible participants' charts. The charts
were reviewed in a private room at the site the same day to collect the
data from the charts regarding when prenatal care began and the number
of prenatal care visits at 36 weeks or at delivery. The charts were

then immediately returned to their designated place.
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Consent was obtained from the pregnant adolescent. Pregnant teens
are able to give their own consent for prenatal care and related
activities (Public Health Code, Act No. 153, 1984). Confidentiality was
maintained at all times in the administration of the Patient
Satisfaction with Prenatal Care instrument and in the gathering and
analysis of data by the use of a coding system for identification of the
prenatal care site and subject. The coding schema was kept separately
in locked files by the principal investigator.

Written approval from the Branch-Hillsdale-St. Joseph District
Health Department administration was obtained and placed on file with
the College of Nursing prior to the initiation of the study (see
Appendix D). A copy of the research results in aggregate form will be
given to the agency. Approval of this study was obtained from the
Michigan State University Committee for the Review of Human Subjects
prior to the initiation of the investigation (see Appendix E).

Data Analysis

Descriptive statistical analysis including frequencies,
percentages, means, median, ranges, and standard deviations, as
appropriate, were used to examine the demographic characteristics of the
subjects and the variables under study. The research questions under
discussion were investigated using several statistical analyses.
Research Questions 1 and 2 were analyzed utilizing descriptive
gstatistics. Research Question 3, relationship of expectations with
satisfaction with prenatal care, was analyzed using Pearson's Product
Moment Correlation Coefficient to test for any significance at an alpha

of .05. Research Question 4, relationships among adequacy of prenatal
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care and expectations/satisfaction with prenatal care, was investigated
using chi-square. Two 2x2 chi-square tables were used instead of a 4x4
chi-square table due to the small sample size and skewed results found.
One chi-square table had two table columns of low level of expectations
and high levels of expectations. The other chi-square table had two
table columns of high levels of satisfaction and low levels of
satisfaction. The two table rows in both tables were adequate care and
inadequate care. The chi-square statistic was computed to test for
significance of relationships at an alpha of .05.

Research Assumptions

It is assumed that prenatal care, prenatal services, and the
environment at the three clinic locations were alike and that the
content of the prenatal care provided at each site meets the standards
set by the Public Health Service Expert Panel on the Content of Prenatal
Care (USDHHS, 1990). It is assumed that the data collectors offered the
opportunity for participation in the study to all eligible clients
equally. It is assumed that the GINDEX index correctly identifies
levels of adequacy of prenatal care utilization. It is also assumed
that all the adolescents who answered the survey understood the
questions and answered them as honestly as possible.

The lack of random sampling and the nonexperimental design prevent
causality being inferred from the study findings and limits
generalizability. The inclusion criteria for this study's sample did
not address the expectations and satisfaction of multigravid
adolescents. Considerable variability may exist with respect to

variable characteristics and relationships between this group of
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pregnant adolescents and the study sample. Inclusion criteria also
provided for a minimum of four prenatal visits and for the pregnant
adolescent to be at least 32 weeks gestation. Considerable variability
in patient expectations of and satisfaction with prenatal care could
have occurred from those adolescents who had received prenatal care for
a longer or shorter period of time at the time of survey administration
or who had delivered before 32 weeks gestation. Adequacy of prenatal
care, as described quantitatively, does not necessarily equate with
levels of quality of prenatal care. Only pregnant teenagers at a clinic
were surveyed. The expectations and satisfaction of pregnant
adolescents who were homebound or who did not attend their clinic
appointments were not able to be obtained. Information from pregnant
adolescents who may have been very dissatisfied with their care was
therefore unavailable.
Results

D c s £ g ]

The sample consisted of 20 pregnant adolescents enrolled in three
sites of the Branch-Hillsdale-St. Joseph District Health Department
Prenatal Clinics. Site 1 and Site 2 each surveyed 8 pregnant
adolescents. Site 3 surveyed 4 pregnant adolescents. Table 1 shows the
frequencies of the sample's demographic variables. At least four-fifths
of the sample were Caucasian, were 17 years of age or older, were
unmarried, were either attending or had some high school, were in a
state-funded medical insurance program (Medicaid, Michcare), and began

their prenatal care in the first or second trimester of pregnancy.
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Table 1

F . £ sample L hic Variabl

Demographic variable n %
Age in Years 15-16 3 15
17-18 7 35
19 10 50
Race White (non-hispanic) 17 85
Black 3 15
Education Level Less than High School 2 10
Some High School 11 55
High School Grad 7 35
Marital Status Not Married 16 80
Married 4 20
Source Med Ins Medicaid 15 75
Michcare 4 20
Unknown 1 )
Trimester Began PNC 1st 11 55
2nd 8 40
3rd 1 5
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Answers to Regearch Questions
1. What are the pregnant adolescent's expectations for prenatal care?
Descriptive statistics were used to examine and synthesize the

data on the pregnant adolescent's expectations of prenatal care. Mean
scores were obtained from the overall expectation subscale and from each
of its dimensions. Table 2 shows the overall mean with standard
deviation for expectations of prenatal care and the means with standard
deviations for the different dimensions of expectations. These results
as a whole show that a pregnant adolescent does have some expectations

of her prenatal care. The minimum overall mean value for expectations

of prenatal care was 1.68 and the maximum overall mean value was 3.63.

Dimension n Mean SD

Overall expectations 20 2.71 .53
Expect one provider 20 3.05 1.23
Expect other services 20 2.57 1.02
Expect information 20 3.15 1.33
Expect specialized attention 20 2.85 .99
Expect poor overall care? 20 2.57 .83

aindicates that this item was reversed scored.
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The closer the mean was to 1, the more expectations the pregnant
adolescents had. The closer the mean was to 6, the fewer expectations
the pregnant adolescents had. Therefore, few pregnant adolescents had
low expectations. The different dimensions provide a closer view of
what areas the pregnant adolescent had expections. The lower the mean
in a dimension, the more the pregnant adolescent expected from that
area.

The areas the pregnant teens had the most expectations from were
in obtaining other services (e.g., dietician, social worker, public
health nurse), in receiving specialized attention (e.g., personalized
care, mental and physical concerns/feelings attended to), and in not
having poor overall care (e.g., problems getting prenatal care, prenatal
visits taking along time, poor care).

2. How satisfied is the pregnant adolescent with her prenatal care?

Descriptive statistics were used to examine and synthesize the
data on the pregnant adolescent's satisfaction with her prenatal care.
A total mean score was obtained from the three satisfaction subscales
and a mean score was obtained from each of the dimensions. Table 3
shows the means and standard deviations of the pregnant teens' overall
satisfaction with prenatal care (total mean score) and with the
different dimensions of satisfaction with prenatal care.

These results show that the pregnant adolescents were mainly
satisfied with their overall prenatal care with a mean of 1.74. The
minimum overall satisfaction mean score was 1.0, and the maximum overall
satisfaction mean score was 2.87. The closer the mean was to 1, the
more satisfied the pregnant adolescents were with the prenatal care.

The closer the mean was to 6, the less satisfied the pregnant
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Table 3

Variable/Dimension poy Mean SD
Overall Satisfaction 20 1.74 .50
Satisfaction with provider:
Satisfaction with Provider Caring 20 1.53 .50
Satisfaction with Provider Information 20 2.03 .95
Satisfaction with staff:
Satisfaction with Staff Caring 20 1.48 .55
Satisfaction with Staff Information 20 1.90 .70
Satisfaction with system:
Satisfaction with Waiting Time 20 2.30 1.25
Satisfaction with Scheduling Ease 20 1.48 .57
Satisfaction with Facilities 20 1.90 .67
Satisfaction with Provider Consistency 20 1.98 .88
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adolescents were with the care. All mean values were close to 1. There

were no mean values (means greater than 3) demonstrating dissatisfaction

with the prenatal care. This indicates that the teens were all
satisfied with their overall prenatal care and with all dimensions of
their prenatal care. The different dimensions show the areas in
prenatal care with which the teens were the most satisfied. The lower
the mean in a dimension, the more satisfied the pregnant adolescent was
in that area. The areas the pregant teens were more satisfied with were
the areas of being satisfied with the provider's caring (i.e., the way
the provider treats the teen, the quality of care the teen receives from
the provider), being satisfied with the staff's caring (i.e., being
treated with respect), and satisfaction with prenatal clinic visit
scheduling ease (i.e., convenience of times, ease of rescheduling
vigits). The dimensions additionally show the areas where the teens
were less satisfied. These were the areas of satisfaction with provider
information (i.e., explanations about medical procedures, what to expect

about pregnancy and motherhood) and satisfaction with time spent (i.e.,

the amount of time waiting to see the provider, the total amount of time

spent at the clinic visit).

3. What is the relationship between a pregnant adolescent's
expectations of prenatal care and her satisfaction with prenatal
care?

A Pearson's correlation was used to investigate the extent of the
relationship between pregnant adolescents' expectations of prenatal care
and pregnant adolescents' satisfaction with prenatal care. The findings

indicated that no statistical relationship was present between the
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pregnant adolescents' overall expectations of prenatal care and the

overall satisfaction with prenatal care (r=.38, p>.05).

Table 4 shows the different dimensions of expectations of prenatal
care correlated with the different dimensions of satisfaction with
prenatal care. This more in-depth examination of the variables does
show a few statistically significant relationships. These relationships
all involve the 5th dimension of the expectations variable: To expect
not to have poor overall care. The pregnant teen's expectations not to
have poor overall care was highly correlated positively to satisfaction
with the provider's caring, the provider's teaching/information, the
staff's caring, the staff's information giving, scheduling ease, and
facilities. The more the pregnant adolescents expected with regard to
not receiving poor care, the more they were satisfied with the care
received involving interactions between the teen and staff, provider,
and clinic facilities. No other dimension of expectations demonstrated
any relationship with the pregnant adolescents' satisfaction with
prenatal care.

4. What is the relationship between a pregnant adolescent's
expectations of and satisfaction with her prenatal care and her
adequacy of prenatal care?

The pregnant adolescent's adequacy of care was determined by the
GINDEX index. Table 5 shows the descriptive associations between the
teens' prenatal care initiation, the number of visits they attended by
36 weeks gestation or at delivery (none of the pregnant teens delivered

prior to 36 weeks), and the subsequent GINDEX index care category.
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Dimensions of

Dimensions of Expectations (to expect)

One Other Specialized Overall
Satisfaction Information
Provider Services Attention Poor Care

(satisfied with)
Provider Caring -.24 .22 -.01 .33 55*
Provider Information -.16 -.06 .04 .19 .64""
staff Caring -.32 .19 -.04 .28 .60""
staff Information -.18 -.25 .05 .18 .75*"
Waiting Time -.28 -.09 -.07 -.16 .38
Scheduling Ease -.22 .04 .02 .25 .64""
Facilities -.37 -.02 .15 .27 .64""
Provider Consistency .03 .01 -.05 -.04 .42

R < .05; **p <. Ol.
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Two of the pregnant adolescents who began their p;enatal care in
the first trimester were categorized as obtaining only intermediate
care. One teen started care at 8 weeks gestation and had only 7 total
prenatal visits. Another began care at 9 weeks gestation with only 7
total prenatal visits. Each was from a different prenatal clinic site.
Their ages were 17 and 19; both were single and on medicaid. One was
African-American. This pregnant adolescent had reported less than high-
school education. The other reported some high-school education. These
two pregnant teens began their care in the desired first trimester, but
did not continue with the recommended amount of prenatal visits
throughout their pregnancy for adequate care. All the teens who began
their care in the second trimester maintained their intermediate care
status as they continued with the recommended amount of visits. Only
one pregnant teen received inadequate care due to her late initiation of
prenatal care. Another pregnant teen who began care in the first
trimester received intensive care due to her higher frequency of
prenatal visits.

As previously stated, no pregnant adolescents had satisfaction
means greater than or equal to 3. Also, no pregnant adolescents had
expectation means greater than or equal to 4. Due to these skewed
results, the variables Expectations of Prenatal Care and Satisfaction
with Prenatal Care were each collapsed into two categories. The two
categories for the variable Expectations became: (a) high level of
expectations (means less than or equal to 3.0) and (b) low level of
expectations (means greater than or equal to 3.01). The two categories
for the variable Satisfaction became: (a) high level of satisfaction

(means less than or equal to 2) and (b) low level of satisfaction (means
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Table 5

Intensive Adequate Intermediate Inadequate
Variables Care Care Care Care
n=1 n =28 o =10 n=1

Weeks gestation prenatal care began:

x 8 9.75 15.5 29
SD -- 1.75 4.88 --
Minimum 8 7 8 29
Maximum 8 12 25 29

Number of prenatal visits:

X 17 12.13 8.70 4
SD -- 2.10 2.21 --
Minimum 17 9 5 4

Maximum 17 15 13 4
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greater than or equal to 2.01). 1In addition, since the sample size was
small and only one pregnant teen was in the category of intensive care
and one in the category of inadequate care, the four care categories
were collapsed into two: (a) adequate prenatal care (meeting at least
the GINDEX index minimum requirement for adequate prenatal care) and
(b) inadequate prenatal care (not meeting at least the GINDEX index
minimum requirement for adequate prenatal care). The intensive care
pregnant adolescent was placed in the adequate care category.

A chi-square was used to analyze the relationships between the two
levels of expectations and the two levels of adequacy of care, and
between the two levels of satisfaction and the two levels of adequacy of
care. The results as shown in Table 6 confirmed no significant
relationships between the pregnant teen's expectations of care and her
adequacy of care. Statistically, these variables were independent,
meaning the frequencies obtained had little variance from the from the
frequencies expected by chance. Three-fourths of the teens had high
levels of expectations while one-fourth had low levels of expectations.
Close to nine-tenths of the pregnant teens who obtained adequate
prenatal care had higher expectations and more than three-fifths of the
pregnant teens who obtained inadequate care had higher expectations.
This demonstrates that the majority of the pregnant adolescents had high
levels of expectations regardless of which care category they were.

The results in Table 7 also indicated no significant relationships
between the pregnant adolescent's satisfaction with her prenatal care
and her adequacy of prenatal care. Statistically, as in Table 6, these
variables are independent of each other, as the frequencies vary little

frequencies expected by chance. Four-fifths of the pregnant adolescents
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Expectation

Adequacy of Prenatal Care

High Levels of Expectations

Low Levels of Expectations

Adequate Care Inadequate Care

% ol % n
88.9 8 63.3 7
11.1 1 36.4 4

Note. X2=(1, N=20) = 1.68,

p>.05

Satisfaction

Adequacy of Prenatal Care

Higher Satisfaction

Lower Satisfaction

Adequate Care Inadequate Care

% n % o
88.9 8 72.7 8
11.1 1 27.3 3

Note. X2=(1, N = 20) = .81,

p>.05
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had high levels of satisfaction, while the rest had low levels of
satisfaction. Again, close to nine-tenths of the pregnant adolescents
who received adequate prenatal care had high levels of satisfaction, and
almost three-fourths of the pregnant adolescents who had inadequate
prenatal care also had high levels of satisfaction. This revealed that
the majority of the pregnant adolescents had high levels of satisfaction
regardless of which care category they were.
Discussion
Interpretation of Results

Expectations of Prenatal Care

In this descriptive study, 20 pregnant adolescents who met the
criteria had their responses regarding their expectations of and
satisfaction with prenatal care compared with their prenatal care
utilization. The majority of the sample was 17 years of age or older,
single, Caucasian, had at least some high school, and had state-funded
medical insurance. This small sample did have some demographic
variance, though the demographic variables were not individually
analyzed for associations with the other variables in the study.
However, the sample's responses showed surprising consistencies. All of
the pregnant adolescents had certain expectations of their prenatal
care. Not one pregnant adolescent had no expectations for any area
questioned. Even though none of these young women had been pregnant
before, they still had an idea of what kind of prenatal care they should
receive. They particularly expected not to have poor overall quality of
prenatal care, and to have the involvement of other providers (i.e.,

dietician, social worker, public health nurse) in their care.
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The findings that the pregnant adolescents entered the prenatal
clinic with certain expectations is consistent with the literature.
Clients who enter a health care service have preconceived expectations
of that service, even if it is the first encounter with it (Reis et
al.,1992; Smith et al., 1989). By the time a person becomes an
adolescent, he or she has had many opportunities to hear or learn about
different aspects of a health care system, either through personal
experience, through peers and family members, and/or through the media
(Greeneich, 1993). An adolescent who becomes pregnant additionally
hears and learns about the health care system as it now relates to her
pregnancy. This acquired knowledge is conceptually formulated into
expectations of care. Possibly the pregnant adolescents in this study
expected not to have poor overall care and to have other providers
involved in their care because this was the anticipated care they had
acquired from their peers, family members, the media, and from personal
experiences with a previous or current health care system (i.e., the
nurse/adolescent interaction at the time of pregnancy testing at a
clinic site explaining what to expect in prenatal care).

Satisf . ith P 1C

The pregnant adolescents in this sample were all satisfied with
the prenatal care received. None of the pregnant teens expressed any
dissatisfaction with any area of prenatal care. The areas with which
they were particularly satisfied were those of the staff's care of them,
the main provider's care of them, and their ease in scheduling visits.

The findings that the areas of increased satisfaction with
prenatal care involved the clients feeling cared about are shown in the

literature to be the areas that pregnant adolescents are most sensitive
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to as far as their satisfaction with the care received (Hardy et al.,
1987; Wells et al., 1990). It is possible that the Branch-Hillsdale-
St. Joseph Prenatal Clinics' staff, providers, and administration were
aware of these special sensitive areas for pregnant teens and had geared
their care/treatment accordingly.

The areas with which the pregnant adolescents were least
satisfied, though still satisfied, were those of provider information
and waiting time. The prenatal clinics involved in the study did not
have a special pregnancy program for pregnant adolescents. They saw all
ages of pregnant females. The pregnant adolescents in this study cited
video tapes and childbirth classes as only being somewhat helpful to not
at all helpful. This could reflect that the teaching strategies and
some educational materials were not particularly adapted for the
adolescent, resulting in less satisfaction. Also, understandably,
waiting for prolonged periods of time to be seen at a clinic can be very
frustrating. The average length of time the pregnant adolescents waited
in the clinic was between 31 and 60 minutes. Even though this may not
seem a long period of time, it may have been perceived as long for the
adolescent. Cartoof et al. (1991) sited minimal waiting time as being
an important concern of pregnant teens. Possibly the prenatal clinics
involved in the study felt this amount of waiting time was acceptable,
not being aware of the pregnant adolescent's concern of a minimal

waiting period.
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Prenatal Care

Although the results of the study showed no relationship between
the the pregnant adolescent's overall expectations of prenatal care and
her overall satisfaction with prenatal care, the findings did
demonstrate an unexpected relationship involving the expected overall
quality of prenatal care with certain dimensions of satisfaction with
care. The more the pregnant adolescent expected not to have poor
overall quality of prenatal care, the more satisfied she was with the
main provider's and staff's information to and caring of her, the
prenatal care clinic's facilities, and the ease to schedule
appointments. It is interesting to note that these areas all involve
personal interactions between the client and the staff, the provider,
and the prenatal care system. As stated earlier, these pregnant
adolescents already had certain expectations of prenatal care, and the
prenatal clinic staff, providers, and administration may have been "in
tune" to their special need areas. It is possible that the pregnant
adolescents had their expectations confirmed of not having poor overall
care, which required interactions with the staff/provider/system,
resulting in satisfaction with the areas that particulrly dealt with
these relationships.

In view of the literature, a few explanations for the unexpected
findings involving the relationship between expectations and
satisfaction are possible. Much of the literature suggests that the
more people expect from their care, the less satisfied they are with the
care received unless those expectations are met or exceeded (Greeneich,

1993; Oberst, 1984; Ross et al., 1990) The results of this study only
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showed a relationship between a certain area of expectations and
satisfaction where the more that was expected, the more the pregnant
adolescent was satisfied . This literature, however, involving the
complex relationship between expectations and satisfaction used adults--
men and women in their samples. Adolescents were studied in this
research in respect to expectations and satisfaction. The thought
process of an adolescent is different than that of the adult.
Adolescents may be unable to distinguish their own thought process from
the thought processes of others, and they may think that they are more
important than anyone else. This can result in the teens thinking that
others are just as concerned about the teens' thoughts, actions, and
unique importance as the teens are (Elkind, 1984; Harris & Liebert,
1987). In addition, this potent subculture of pregnant, low-income
teenagers most probably had poor overall self-esteem integrated with
changing self-concepts (Cobb, 1992). In order for these teens to be
consistent in their beliefs of themselves as uniquely important while
not futher lowering their self-esteem and confusing their self-concept,
they must expect that the "others" of the prenatal clinic would not give
them poor care, and they must be satisfied with their care that involved
personal interaction with them to avoid cognitive dissonance and
maintain their integrity (Weiten, 1983). Thus, the more the pregnant
teens expected not to have poor care, the more satisfied they must be
with the personal caring received.

Another possibility for the unexpected results with expectations
and satisfation in this study is discussed in an article by Inguanzo
(1992). If high expectations are met, one will be very satisfied with

the care. Greeneich (1993) further contributes to this idea. Patients
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are satisfied with their care if their expectations are confirmed,
particularly in the areas of complimentary patient-provider
relationships involving equity of treatment, competence, communication,
and information--areas of personal interaction. The teens with high
expectations not to have poor overall care had a picture in their minds
of the kind of care they were going to receive. Since these
expectations involved personal interaction with the staff, providers,
and the system, it is possible that the expectations were met by the
prenatal care staff and services. This resulted in more satisfaction
with care in the areas which particularly dealt with patient-provider
relationships.

A third possible explanation for these results again focuses on
the adolescent characteristics. A teenager enters a situation with
certain expectations of what will happen. If those expectations are
negative, whatever happens will be viewed with those "negative lenses,"
and the teen will feel negatively about what occurs. If those
expectations are positive, whatever happens will be viewed with
"positive lenses," and the teen will feel positive about what occurs
(Gold & Osgood, 1992; Kinsman & Slap, 1992). The more negative the
pregnant adolescent expected her overall care to be, the more negative
she would feel about her overall care. The more positive the pregnant
adolescent expected her overall care to be, the more positive she would
feel about her overall care. Again, since the overall care dealt with
personal interactions with the staff/provider/service, this would be the
area in which the pregnant adolescent would feel the most satisfaction.

A fourth explanation for this relationship may be related to the

time the pregnant adolescents answered the survey questions. Since all
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the respondents reported satisfaction with their care, it is possible
that the expectation not to have poor overall care was a product of what
they had already experienced. It may have been difficult for the
pregnant adolescent to separate her thoughts of what she had expected
prior to beginning prenatal care with her feelings of satisfaction at

the time of taking the survey.

The Relationships B ions of and Satisfaction witl
Prenatal Care and Adequacy of Care

The study results did not confirm any relationship between a
pregnant adolescent's level of expectations of prenatal care or level of
satisfaction with prenatal care with her adequacy of prenatal care.
However, all of the pregnant teens, except two, sufficiently continued
with their scheduled prenatal visits, thus maintaining their prenatal
care adequacy, no matter what trimester they began. Since all the
sample had expectations of prenatal care and were satisfied with their
prenatal care and the majority of the pregnant teens had higher levels
of expectations and higher levels of satisfaction regardless of their
care adequacy, it could be reasoned clinically that the pregnant teens'
expectations of and/or satisfaction with their care played a role in the
maintenance of their prenatal care adequacy.

The literature suggested that if a pregnant adolescent was
dissatisfied with her prenatal care, she would have a decrease in her
appointment adherence, and if she was satisfied with her care, she would
be consistent in keeping her scheduled appointments. It also suggested
that if the pregnant adolescent had negative expectations about her
prenatal care, she would have less adequate prenatal care (Cartoof et

al., 1991; Wells et al., 1990). Considering this, it is probable that
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the majority (90%) of the pregnant adolescents in this study continued
with their scheduled prenatal visits because they expected good overall
quality of prenatal care and were satisfied with their care.

The study results support the construct that a pregnant
adolescent, as a personal system, enters a prenatal clinic with
expectations. Some support was found for the relationship between
expectations in the personal system and feelings about interactions
(satisfaction) with the interpersonal and social systems as shown in the
adapted model from King. The significant correlations all involved the
pregnant adolescent's expectations of overall care and her personal
interactions with the prenatal clinic provider, staff, or system. Even
though the relationship found was unexpected (the more the pregnant
adolescent expected not to have poor care, the more satisfied she was
with the caring she received), it demonstrates the existence and
influence of an interaction between the personal system, the
interpersonal system, and the social system involving expectations and
satisfaction. The pregnant adolescent's (personal system) expectations
to not have poor overall care influence her satisfaction with the
staff's and provider's (interpersonal system) teaching and caring and
with the prenatal clinic's (social system) services regarding its
facilities and ease in rescheduling visits.

The results of the study did not statistically support the
relationship between the goal of adequacy of care and effective
interactions between the pregnant adolescent and the other dynamic

systems as seen in the adapted conceptual model. The findings failed to
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show any statistically significant relationships between overall
expectations, overall satisfaction, and subsequent adequacy of care.

However, a closer look at the study findings in conjunction with
the conceptual model suggests an alternate view. The pregnant
adolescents all were satisfied with the prenatal care received. Most of
the teens who began care in the first trimester got adequate prenatal
care. Only two did not continue with the appropriate amount of
scheduled visits. Also, all of the teens who began care in the second
trimester received intermediate prenatal care. None of them had
inadequate care. This indicates that the teens continued appropriately
with their scheduled prenatal visits. When the teens began their
prenatal care, their interactions with the other systems resulted in
satisfaction and in their continuing prenatal care. Since the pregnant
adolescent was satisfied with her care, her interactions with the other
sytems once she began her care continued to be satisfactory, resulting
in appropriate keeping of scheduled prenatal appointments. Thus, the
goal of adequate prenatal care was realized for the pregnant teens who
began their care in the first trimester and was as closely realized as
possible for those teens who began care later in their pregnancy. This
suggested support for the proposed relationships within the adapted
model.

King's adapted conceptual model was found to be very useful in
understanding the variables and their relationships in the study. It
captured the concepts used in the study well and helped to bring to
light why adolescents had certain expectations, how satisfaction is
important with interactions, why those certain expectations may have

been related to particular areas of satisfaction with prenatal care, and
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what impact this relationship may have had on her adequacy of care.
This model encourages further study of relationships involved in the
pregnant adolescent's interactions with the different systems within
prenatal care services for the purpose of discovering more applicable
ways to encourage pregnant adolescents to obtain and sustain prenatal
care.

Initially, the study was designed for a larger sample of pregnant
adolescents. A few reasons produced the resultant small sample size:
(a) Many of the pregnant teenagers in the District Health Deparment
Prenatal Clinics had been pregnant previously, excluding them from
participation in this study; (b) time limits of study; and (c) the
volunteer data collectors may not have been as diligent as hoped in
encouraging eligible adolescents to participate in the study.

The small sample size in combination with the limited variability
of the responses restricted the types of possible meaningful statistical
analyses. For example, it was not possible to analyze the independence
of relationships between expectations, satisfaction, and the four
categories of prenatal care adequacy together. 1Instead, each variable
had to be examined separately, with only two simplified adequacy of care
categories. This may have compromised the potential findings. There
may have been more significant findings had the sample size been larger
and the responses more varied. In addition, the small sample size and
the small variability of the sample demographics limit the
generalizability of this study findings to other pregnant adolescent

populations.
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As previously stated, there were no dissatisfied respondents. It
is conceivable that the teenagers compromised their answers out of
concern that their answers could influence their subsequent treatment,
even though the teens were assured this was not so. It is also possible
that the teens who agreed to participate in the study were adolescents
who desired to help because they were satisfied with their care. Since
no adolescents were dissatisfied in the study, it is unknown if any of
the pregnant teens in the prenatal clinic were dissatisfied with the
care.

It is unknown the reasons why the two adolescents who began their
care in the first trimester did not maintain their adequacy of care
level. Again, the small sample size made it impossible to identify
patterns which may have impacted the prenatal care utilization (e.g.,
clinic site, age, provider, transportation, etc.).

Additionally, the inclusion criteria of the sample at 32 weeks
gestation and offering the survey only to those pregnant adolescents who
were at the clinic site limited the study only to those pregnant
adolescents in the latter portion of the third trimester of pregnancy
and to those who were at their prenatal visit. Responses may have been
very different for pregnant adolescents who had delivered prior to 32
weeks or who were not coming for their prenatal visits. This may also
have compromised the findings as far as significant relationships
between the variables and generalizability of results to other pregnant

adolescent populations.
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Imolicati for Ad i Nursing P ice in Pri

As suggested in this study and in the literature (Greeneich, 1993;
Guzman et al., 1988; Inguanzo, 1992; Oberst, 1984; Reis et al., 1992;
Ross et al.,1990; & Smith et al., 1989), patients enter a health care
system with certain expectations and these expectations can have a
relationship to their satisfaction in certain areas of care. Patient
satisfaction, an indicator of health care quality (Greeneich, 1993;
Wartman et al., 1983) and an important link to subsequent health care
utilization (Linder-Petz & Struening, 1985; MacKeigan & Larson, 1989;
Wells et al., 1990)), was held by all the pregnant teens in the study.
It can be implied from the study results that the pregnant teens'
satisfaction was related to their continued utilization of the prenatal
care clinic services once they entered the prenatal care system.

Considering this reseach results with the adapted conceptual
model, The Family Clinical Nurse Specialist (FCNS) in primary care has a
powerful role to play in assisting pregnant adolescents to get adequate
prenatal care. This can be achieved through two major areas. The first
is in earlier inititation of prenatal care, and the second is in
maintaining usage of that care once it has begun. Since this study
focused on the second area, the implications for the FCNS in primary
care was directed towards maintaining adolescent prenatal care
utilization once it has begun.

The FCNPS in primary care is in a unique position to impact an
adolescent very early in the health care system. Based on the study
findings, the pregnant adolescent already has certain expectations when
she enters the prenatal care system, and she particularly expects not to

have poor overall quality of care. A FCNS should take advantage of this
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knowledge and devise opportunities to educate children, teenagers, and
adults in the community about what prenatal care is and what it actually
involves so that a pregnant adolescent's expectations will be realistic
when she begins prenatal care. This can be accomplished through the use
of the community meetings, community seminars, schools, clubs such as
4-H or Girl Scouts or Boy Scouts, peer educators, churches, mass media
(both radio and television talk shows or advertizing), professional
contacts, and personal contacts with young patients and their families
as part of anticipatory guidance and family planning or when a family
member is found to be pregnant.

The FCNP could also work with the state legislators to incorporate
an awareness beginning in preschool of what kind of care can be expected
from the health care system when one is pregnant into the Michigan
Health Model. For example, a section could be on "What happens when
Mommy goes to the Nurse Practitioner before she has her new baby." With
an emphasis on health promotion, education with the Michigan Health
Model could help change the focus of prenatal care from "sick care" to
"wellness care." Pregnant adolescents may then view prenatal care as a
tactic to prevent problems rather than a bandaid for ailments. The FCNS
also could design a program that could be used in a variety of settings
and with a variety of ages to teach about prenatal care. This program
could be taken into the schools for any grade level so the "boys and
girls would have an idea of what happens to a Mom when she gets prenatal
care." A pregnant adolescent can only have realistic expectations of a
prenatal care system if she is appropriately informed. If she gets

inaccurate information from her parents, peers, or boyfriend, she can be
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set up for disappointment and possibly dissatisfaction with the care
received.

The FCNP needs to inform the prenatal clinic staff and
administration that the pregnant adolescent entering the prenatal care
clinic already expects many things--especially not to have problems
getting prenatal care, not to have the visits take a long time, and not
to have poor care--and how these expectations may particularly relate to
the pregnant adolescent's satisfaction with the staff's and providers'
caring, the staff's and providers' information, the scheduling ease, and
the facilities. This could be accomplished through formal and informal
ingervices and team meetings, which should also include the special
social and cognitive development of an adolescent to aid the attendants
to generate pertinent ideas, cite areas in the system that are
deficient, and formulate effective change modalities.

Additionally, the prenatal care staff/providers/administration
need to be educated about the possible relationship of the pregnant
adolescent's satisfaction with her care and her adequacy of prenatal
care and the uniqueness of adolescent cognitive processes on these
variables. Since adequate prenatal care is the goal for the pregnant
adolescent in the primary care setting, it is important for the FCNS and
other providers/support staff/administration as the prenatal care team
to encourage the teen's appointment utilization. 1In this study, the
areas in which the pregnant adolescents were particularly satisfied were
the areas of staff/provider care and ease with scheduling. The areas
with which they were least satisfied were the areas of provider
information and waiting time. With this knowledge, the prenatal care

team can maintain and improve these areas. The providers can be
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encouraged to gear their teaching and educational materials to their
adolescent population, and the support staff/providers can be encouraged
to produce and implement ideas which would reduce the time the pregnant
adolescent has to wait to be seen. For example, video tapes involving
pregnant teens talking about pregnancy problems or childbirth directed
to an audience of pregnant teens and their significant others can be
used. Another method might be to use a peer educator, a teen who has
previosly experienced pregnancy, can co-lead a group of pregnant
adolescents and their partners in childbirth classes or a group class on
how to have a low-hassle pregnancy. These classes or groups could be
running concurrently with the prenatal clinic times so the pregnant teen
is not just waiting around to be seen.

The concept that if the pregnant adolescent is satisfied with her
care, she may be more likely to continue with her care also invites the
FCNS to conduct an ongoing assessment of the pregnant adolescent's
perceptions of her care, particularly what she expects to get from her
care, if she is satisfied with her care, and what she is or is not
satisfied with about her care. This could be achieved by the FCNS
developing a brief questionnaire, such as an easy, fun checklist about
what they liked or did not like, that the pregnant teens could quickly
£ill out and drop in a box as they leave. The FCNS should also be
sensitive and responsive to the client's changing attitudes, needs, and
concerns. The FCNS, with the rest of the prenatal care team, could
review the questionnaires at the end of each day to help identify
problem areas and formulate strategies to resolve them. Also, a brief
and informal exit interview by one of the team members or even a peer

advocate could give valuable information on how the pregnant adolescent
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is feeling about her care. Again, problem areas should be resolved as
quickly as possible. The FCNS needs to structure the care of the
pregnant adolescent with these considerations in mind, again possibly
needing to effect overall change at the primary care site.

It is important for the FCNS to keep familiarized with and
involved in pertinent research about his or her adolescent population on
this subject of adequate prenatal care. He/she needs to be aware of
what else the research shows affecting adequate prenatal care, such as
social support, previous attitudes about health care providers, the type
of prenatal care delivery system, confusion about services, and
knowledge about economic resources for prenatal care (Cartoof et al.,
1991; Cartwright et al., 1993; Kinsman & Slap, 1992). Possibly further
research could be done at the prenatal care clinic site which addresses
further inquiry into variables that can affect adequate prenatal care
and into modalities that would enhance improved prenatal care
utilization.

The FCNS should also be evaluating whether the pregnant
adolescents are continually coming for care or if they are frequently
missing scheduled visits. This evaluation could be accomplished through
a formal quarterly chart review by the prenatal care clinic team for the
purpose of identifying problem areas and strategies to resolve them and
by an informal schedule review throughout the day for appointments not
kept. A client who misses her appointment should have immediate
followup contact to find out the reason and assistance in surmounting
any related, identified problems. Preferably, this should be done by
phone or, if she has no phone, by letter or contact at her place of work

or school. A peer advocate working collaboratively with the prenatal
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clinic service team could be used effectively in this role. 1If the

adolescent prenatal care utilization rates are dropping or not

continuous, it could be a clue that there is something at the clinc that
is causing dissatisfaction.

Understanding and solving the problems associated with adequate
prenatal care of pregnant adolescents is a complex endeavor and cannot
be done in isolation. It is a necessity for the FCNS to network with
other prenatal care providers/staff/administration, other educators, the
community, and the legislators to make the powerful impact needed to
effect change.

Recommendations for Further Researxch
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