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SUMMARY
Prenatal care is one of the most common preventive services in the United States; it is designed to improve the health
and well-being of pregnant and birthing individuals and their children through evidence-based services. Despite the
prevalence of prenatal care, formalized models of prenatal care delivery have changed little since they were first
published in 1930. The purpose of this Clinical Consensus document is to offer guidance on a transformative approach
to the provision of prenatal care in three key areas: 1) addressing unmet social needs, 2) frequency of prenatal visits
and monitoring, and 3) incorporation of telemedicine and alternative care modalities. Implementing a sustainable
paradigm shift in a century-old care-delivery approach will take time; however, this document will guide maternity care
professionals and their teams in the use of new prenatal care delivery models.

BACKGROUND
Purpose
The purpose of this Clinical Consensus document is to offer
guidance on a transformative approach to the provision of
prenatal (ie, antenatal) care. Prenatal care is one of the
most common preventive services in the United States (1). It
is designed to improve the health and well-being of preg-
nant and birthing individuals and their children through
evidence-based services (1), including screening, medical
care, anticipatory guidance, and support (Appendix 1, avail-
able online at http://links.lww.com/AOG/E48) (1). Despite

evidence-based changes in the antenatal services provided
over time, the format for delivery of these services has
remained largely unchanged. Prenatal care can improve
the detection and management of chronic conditions and
pregnancy complications, particularly for individuals with an
increased risk of adverse outcomes (1–5).

Given the critical importance of social and structural
factors associated with health and novel, evidence-based
assessments and interventions in pregnancy, a change in
the approach to and delivery of antenatal care is warranted.
Although acknowledging the significant paradigm shift in
approach to care, a change in the delivery of antenatal care
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is not warranted for all patients or all clinical situations.
Moreover, resources to support the successful implemen-
tation of this approach are required at multiple levels,
including the health care system, individual institutions,
clinicians, patients, and communities.

Formalized models of prenatal care delivery have
changed little since they were first published in 1930 (6,
7), with in-person visits every 4 weeks until the 7th month,
every 2 weeks until the 8th month, and weekly thereafter (1,
6). However, the coronavirus disease 2019 (COVID-19) pan-
demic catalyzed significant changes in prenatal care deliv-
ery, including the implementation of targeted visit
schedules, telemedicine, and home monitoring (8–10). In
response, the American College of Obstetricians and Gyne-
cologists (ACOG) and the University of Michigan convened
an independent panel of experts to provide recommenda-
tions for prenatal care delivery. The PATH (Plan for Appro-
priate Tailored Healthcare in Pregnancy) panel used the
RAND/UCLA Appropriateness Method to develop consen-
sus recommendations on prenatal care (11). Recommen-
dations included identifying medical and social risks and
provision of individualized prenatal care delivery in three key
areas: 1) addressing unmet social needs, 2) frequency of
prenatal visits and monitoring, and 3) incorporation of tele-
medicine and alternative care modalities (12). In light of
these recommendations and the current literature on pre-
natal care–delivery modalities (13–15), this document pro-
vides a guide for the provision of tailored prenatal care
delivery in practice. A sustainable paradigm shift in a
century-old care-delivery approach is no easy task, and
implementation will not be immediate. However, the authors
provide “Implementation Considerations” throughout this
document to guide maternity care professionals and their
teams in real-world use of new prenatal care delivery mod-
els. Additional implementation resources and information
can be found on ACOG’s Tailored Prenatal Care website
(https://www.acog.org/TailoredPrenatalCare).

Obstetrician–gynecologists and other maternity care
professionals should refer to existing ACOG documents
for guidance on recommended services to be delivered
in prenatal care.

Epidemiology
In the United States, more than 3.67 million individuals give
birth each year (16), and thousands experience pregnancy
loss and stillbirth (17, 18). Although more than 97.8% of these
individuals access prenatal care, 23% do not establish care
until after the first trimester of pregnancy (16) and almost
half do not receive all recommended services in a timely
manner (19). Social and structural drivers of health are
major contributors to maternal and neonatal outcomes,
both directly and indirectly, through limiting access to critical
evidence-based services (20, 21). Gaps in prenatal care
may be associated with adverse pregnancy outcomes;
however, understanding of this association has been limited

by confounders such as social and structural drivers of
health and prenatal care quality (22).

Health Equity
Birthing individuals in the United States marginalized by
racism, socioeconomic status, and geography are less
likely to access timely prenatal care (16) and more likely
to report discrimination and bias (23–25), mistreatment,
and a poor care experience (26–28). These upstream
drivers are associated with important inequities in preg-
nancy outcomes, including maternal morbidity and mor-
tality (21, 29). As the demographics of the United States
change, individuals from historically marginalized demo-
graphic groups make up an increasing proportion of the
birthing population (30). Improving access to and the
experience of prenatal care services is an important part
of addressing inequities (31). Prenatal care tailored to the
needs and preferences of each individual has the poten-
tial to improve maternal satisfaction and outcomes and
improve health system functioning, especially if imple-
mented with attention to equity (32–38).

METHODS
This Clinical Consensus document was developed using
an a priori protocol in conjunction with the authors listed
above. The a priori protocol was modeled after the
Clinical Consensus methodology; a full description of the
Clinical Consensus methodology is published separately
(39). The description below is specific to this Clinical
Consensus document.

Literature Search
The Agency for Healthcare Research and Quality’s
(AHRQ) “Schedule of Visits and Televisits for Routine
Antenatal Care” systematic review served as an evi-
dence base for this Clinical Consensus document (14,
15, 32). To update the literature from the AHRQ review,
the literature search conducted was limited to the end
date of the AHRQ search until April 14, 2023. ACOG
medical librarians searched Ovid MEDLINE and PubMed
for human-only studies written in English. The search
strategy from the AHRQ systematic review was used,
with a few key differences: text terms were limited to
those in the title or abstract, and question 3 was sub-
mitted as a separate search using the same general
search, combining those results with terms for patient
preference, barriers, appropriateness, and other key-
words. MeSH terms and keywords can be found in
Appendix 2 (available online at http://links.lww.com/
AOG/E49). Search terms for racial and ethnic disparities
in maternal and fetal outcomes for prenatal care were
incorporated into the literature review, and recommenda-
tions were drafted with the intent to promote health equity
and reduce these disparities. Bridge literature searches
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were completed in June 2024 and December 2024. Any
updated literature was incorporated into the text and rec-
ommendations, as appropriate. When referring to specific
studies found in the AHRQ systematic review, this docu-
ment may cite or refer to documents published outside of
the search date parameter for this literature search.

Study Selection
Qualifying studies passed both title and abstract screen
and full-text screen and met the following inclusion
criteria: conducted in countries ranked very high on the
United Nations Human Development Index (4), included
female participants, and included all study designs. Stud-
ies that passed full-text screen by the authors were
included in a summary evidence map (Appendix 3, avail-
able online at http://links.lww.com/AOG/E50).

Consensus Voting and
Recommendation Development
At a meeting of the Committee on Clinical Consensus—
Obstetrics, a quorum of two-thirds of eligible voting mem-
bers was met, and the committee held a formal vote for
each proposed recommendation. All recommendation
statements met or exceeded the 75% approval threshold
required for consensus.

CONSENSUS RECOMMENDATIONS AND
DISCUSSION
Determining Options for Care Tailoring
Obstetrician–gynecologists and other maternity
care professionals should conduct a compre-
hensive prenatal needs assessment, including
medical, social, and structural drivers of health,
ideally before 10 weeks of gestation or when a
pregnant individual first presents for care.

Many medical, social, and structural factors are
correlated with perinatal health. An early risk assessment
for all patients in pregnancy can facilitate opportunities to
mitigate the adverse effects of these risk factors and to
share important information and anticipatory guidance.
The timing of the visit may depend on when the individual
presents for care. Ideally, this assessment should be
done before fertilization; if not, it should be done within a
timeframe to support detection of ectopic pregnancy and
modification of maternal medications and exposures
during embryogenesis (12, 40–43). If the pregnancy does
not continue, this information can support the optimiza-
tion of general health or preparation for future
pregnancies.

There is limited research on the optimal timing to
initiate prenatal care (13). It is reasonable to offer an initial
prenatal assessment before 10 weeks from the last men-
strual period or within a reasonable timeframe after dis-
covery of pregnancy (12). More rapid assessment and
evaluation by an obstetrician–gynecologist or maternity
care professional may be appropriate for individuals who
have medical or mental health conditions, poorly con-
trolled pregnancy symptoms, unmet social needs, or risk
factors for ectopic pregnancy (42) or who desire abortion
care (44).
Implementation Considerations
Initial assessments may be completed in person or
through telemedicine, depending on clinic processes
and patient preference (12). Assessments and screening
may be completed by any trained clinical staff (eg, med-
ical assistants, Community Health Workers, nurses) who
have received proper training in assessing medical, men-
tal health, and social needs under the supervision of a
maternity care professional (12). Physical examination
components should be completed as indicated based
on gestational age and individual risk factors (Appendix
1, http://links.lww.com/AOG/E48).

SUMMARY OF CONSENSUS RECOMMENDATIONS

Obstetrician–gynecologists and other maternity care professionals should conduct a comprehensive prenatal needs assessment, including
medical, social, and structural drivers of health, ideally before 10 weeks of gestation or when a pregnant individual first presents for care.

Obstetrician–gynecologists and other maternity care professionals should engage pregnant individuals in developing their care plans using
shared decision making.

Obstetrician–gynecologists and other maternity care professionals should refer or coordinate assistance through the health system and
community for individuals with unmet social needs.

Obstetrician–gynecologists and other maternity care professionals may adjust prenatal care delivery to be more accessible for pregnant
individuals, especially for those with unmet needs.

Obstetrician–gynecologists and other maternity care professionals may tailor the visit frequency and monitoring schedule as determined by
the medical and social needs of the pregnant individual.

Obstetrician–gynecologists and other maternity care professionals may offer telemedicine or other visit modalities as long as they support
the completion of guideline-based recommended services.

Obstetrician–gynecologists and other maternity care professionals may individualize monitoring options for most routine parameters during
pregnancy.
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The assessment should include a detailed medical
and reproductive history and a discussion of social
and structural factors that may affect an individual’s
well-being and reproductive outcomes directly and
through limiting access to care (1, 12, 45). See Table 1
for a list of potential factors to be assessed. A team-
based and system-wide approach is important for
overcoming social and structural issues (46). This
approach is addressed in subsequent sections. ACOG
Committee Statement Number 11, Addressing Social
and Structural Determinants of Health in the Delivery
of Reproductive Health Care, also discusses imple-
mentation (47). The Social Interventions Research
and Evaluation Network (SIREN) also has useful imple-
mentation information (48). This information can be
used in shared decision making to create a tailored
plan for an individual’s care (49) (see below). Maternity
care professionals should reassess risk regularly and
escalate care when needed (50). Sufficient time (eg,
longer prenatal visits) and staff support (eg, planned
contacts with nurses to complete additional risk
assessments) may be considered to facilitate these
extra tasks.

Additional implementation resources and information
can be found on ACOG’s Tailored Prenatal Care website
(https://www.acog.org/TailoredPrenatalCare).
Obstetrician–gynecologists and other maternity
care professionals should engage pregnant
individuals in developing their care plans using
shared decision making.

Pregnancy and birth are major life events. Individuals’
preferences for prenatal care delivery may be shaped by
their prior health care experiences, cultural norms, and
social drivers of health, such as employment, transporta-
tion, and caregiving responsibilities. Tailoring prenatal
care may optimize individuals’ access to services (51),
care experience (12), and, ultimately, health outcomes
(45) while improving operational efficiency for health sys-
tems (45).

Tailoring prenatal care requires the incorporation of
patient preferences and needs for services throughout
pregnancy using shared decision making. This
includes discussion about the risks and benefits of
preference-sensitive care options in light of the indi-
vidual’s values and priorities (49). This process sup-
ports patient knowledge and autonomy, improving

Table 1. Sample Components of Maternal Risk Assessment

Obstetric or
Gynecologic Medical Family History Social Drivers of Health*

Prior pregnancies and
outcomes
Menstrual history
Infertility, ART
Current pregnancy
symptoms
EDD confirmation
Gynecologic history,
including PAP testing
and results
Sexual history, including
past STIs and current
risk
Teratogen exposures
since pregnancy and
ongoing risk

Chronic conditions
History of mental health
diagnoses and
treatment, including
substance use and
substance use disorder
and eating disorders
Surgeries
Allergies
Immunizations
Medications and
supplements
Oral health
Infectious diseases—
past and ongoing risk

Genetic or congenital
defects or conditions in
the genetic family of
the fetus
Recurrent pregnancy
loss
Pregnancy
complications
Chronic conditions
Cancer

Demographic characteristics and
identities associated with health
outcomes and experience of
marginalization (eg, race, ethnicity,
gender identity, sexual orientation,
religion, nationality, geographic
location, primary language)
Social network and support (eg,
family structure, partner, father of
baby if applicable, individuals in
the home, history of trauma or
intimate partner violence)
Material needs (eg, housing,
access to nutritious foods,
transportation, financial resources
strain, health care affordability)
Education and employment (eg,
highest school completed, health
literacy, current work)

ART, assisted reproductive technology; EDD, estimated due date; STI, sexually transmitted infection.

Data from: American Academy of Pediatrics, American College of Obstetricians and Gynecologists. Guidelines for perinatal care. 8th
ed. American Academy of Pediatrics, American College of Obstetricians and Gynecologists; 2017.

*Obstetrician–gynecologists and other maternity care professionals can refer to standardized tools for assessing unmet social needs
(47).
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outcomes and satisfaction (49). See Appendix 1
(http://links.lww.com/AOG/E48) for potential consider-
ations for care tailoring.

Implementation Considerations
As pregnancy progresses, the plan of care can be
adjusted based on current medical needs and patient
preferences. Evidence is lacking for how best to
engage patients in shared decision making, including
the timing of care-planning conversations, the pre-
ferred clinician to lead conversations, and optimal
supporting tools. Maternity care professionals may
take into account the use of decision aids to support
care-planning decisions. Practices can extend new
and return prenatal visits to allow sufficient time to
support effective education and shared decision
making over the course of pregnancy.

Additional implementation resources and information
can be found on ACOG’s Tailored Prenatal Care website
(https://www.acog.org/TailoredPrenatalCare).

Tailored Care Options
a. Social Needs
Obstetrician–gynecologists and other maternity
care professionals should refer or coordinate
assistance through the health system and com-
munity for individuals with unmet social needs.

Social and structural drivers of health (eg, social
isolation and food, housing, and transportation insecu-
rity) greatly affect health outcomes, especially in the
perinatal period. More information on social and struc-
tural drivers of health can be found in ACOG Committee
Statement Number 11 (47). See Table 2 for examples of
some common unmet social needs. Assistance—provi-
sion of resources to alleviate an unmet social need—
can improve the individual’s access to care, reduce the

negative effects of the unmet social need on maternal
and neonatal outcomes, and support a more positive
prenatal care experience (12, 20). Assistance may take
many forms and often will be specific to the need iden-
tified. Referral to other professionals (eg, social workers),
where available, can provide a central point for care
coordination. When these care team members are not
available, regional partnerships, resource lists, and
national resources such as 2-1-1 or subscriptions to
social needs–prescribing programs may be used.

Though maternity care professionals may not manage
social needs directly, they should remain aware of the
status of unmet social needs (12). Supportive policy solu-
tions, including public infrastructure and payment for care
coordination, are needed (12).

Closed-loop processes (bidirectional communication
between social service practitioners and clinicians) may
achieve greater success in resolving unmet social needs
when compared with providing resource lists alone (52).
Maternity care professionals can consider aligning out-
patient efforts to address unmet social needs with inpa-
tient screening recommendations put forth by the Joint
Commission and the Centers for Medicare & Medicaid
Services (53, 54).
Obstetrician–gynecologists and other maternity
care professionals may adjust prenatal care
delivery to be more accessible for pregnant
individuals, especially for those with unmet
needs.

Care adjustments are modifications to care delivery to
improve accessibility (20). Adjustment may be used to
temporarily meet needs (eg, a patient with transportation
barriers awaiting ride vouchers), address ongoing social
needs (eg, an hourly employee cannot afford to forgo
wages), or provide adjustment in light of patient prefer-
ences for care delivery. Although there are few studies of

Table 2. Potential Examples of Unmet Social Needs Matched With Possible Assistance and
Adjustment*

Unmet Social
Need

Potential Assistance (Health System,
Community, and Local Resources
Provided to Alleviate the Unmet Social
Need)

Potential Care Adjustment (Modifications
to Care Delivery by Maternity Care
Professionals to Improve Accessibility)

Transportation
insecurity

Ride share vouchers
Coordinated transportation

Targeted visit schedule
Telemedicine
Local completion of laboratory tests and
vaccinations

Social isolation Peer-support programs
Doula services
Prenatal support groups

Group prenatal care
Doula or peer support at prenatal visits

Data from: National Academies of Sciences, Engineering, and Medicine. Integrating social care into the delivery of health care: moving
upstream to improve the nation’s health. National Academy of Sciences; 2019.

*Full table can be found in Appendix 4, available online at http://links.lww.com/AOG/E51.
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care adjustment, models of care that address unmet
social needs (eg, group prenatal care) have improved
both health and patient-reported outcomes (55, 56).
The National Academy of Medicine supports this
approach as part of an overall strategy to address unmet
social needs (20).

Maternity care professionals should recognize the social
and structural drivers of health that affect patients’ ability to
make or maintain prenatal appointments and be prepared
to offer care adjustments. Potential care adjustments
include 1) tailored visit schedules (vs traditional) streamlined
around needed education and services; 2) telemedicine (vs
in-person care) where possible to reduce travel burden,
need for childcare, or time away from work (32, 57, 58);
and 3) group prenatal care (vs individual care, ideally in
the individual’s native language) to address social isolation
and low health literacy (55). Adjustments should incorporate
the individual’s medical and social risk factors and ensure
the timely provision of evidence-based services (12).

Implementation Considerations
Although assistance often requires input from health
system and community resources, many adjustments
can be completed by the maternity care professional
even if additional resources are not available when
changes to routine practices are initially made. For
assistance, partnering with local and regional organiza-
tions, such as Perinatal Quality Collaboratives, local
ACOG Districts and Sections, and community-based
organizations to generate and maintain lists of available
resources, can help maternity care professionals map
social and structural drivers of health and available
resources in their health system and community. Adjust-
ments will depend on the local care context and
availability of alternative prenatal care–delivery models
(eg, telemedicine, group care).

For patients with unmet social needs, additional prenatal
visits with a maternity care professional are unlikely to
address underlying needs and may create additional
burden (12). Potential options for assistance and adjust-
ment are listed in Table 2 to demonstrate linkages and
approaches that may be available to alleviate unmet social
needs; however, these specific resources may not be avail-
able in all communities or health systems. Increased
demands on physicians and other health care profes-
sionals to address unmet social needs with insufficient
resources have been associated with burnout (59). Reim-
bursement, resources, and workforce development may be
able to support frontline workers in expanding social ser-
vices into medical care. Care adjustment may also help
reduce burnout by giving maternity care professionals an
immediate tool to address unmet social needs.

Additional implementation resources and information
can be found on ACOG’s Tailored Prenatal Care website
(https://www.acog.org/TailoredPrenatalCare).

b. Frequency
Obstetrician–gynecologists and other maternity
care professionals may tailor the visit frequency
and monitoring schedule as determined by the
medical and social needs of the pregnant
individual.

Prenatal care traditionally has been delivered using a
visit schedule of 12–14 in-person visits, regardless of
individual risk factors (1). Three systematic reviews have
demonstrated equivalent maternal and neonatal out-
comes and an overall positive care experience with tar-
geted visit schedules using 6–10 visits for average-risk
individuals without medical or pregnancy complications
(13, 15, 60). Tailored visit schedules that adjust the num-
ber and frequency of prenatal visits based on risk and
parity have been supported by several organizations and
peer nations for more than two decades (61, 62).
Although modern assessments of tailored visit schedules
in diverse populations and nontrial settings are lacking,
existing data on maternal and neonatal outcomes and
patient experience are reassuring (13, 15, 60, 63).

Though routine measurement of key parameters,
including maternal blood pressure, weight, fundal height,
and fetal heart tones, are traditional in prenatal care (1),
little is known about the optimal frequency of these mea-
sures (3, 13, 64, 65). In the absence of evidence, it is
reasonable to continue routine measurement of these
parameters at the same frequency as routine prenatal
care visits for individuals not at increased risk of compli-
cations (66). No routine antenatal measurement of fetal
well-being (eg, measuring fetal heart rate, formal kick
counts) has demonstrated benefit for stillbirth prevention
(67, 68). Outside of select maternal or fetal conditions
(eg, metabolic disorders or cardiac conditions,) or spe-
cific indications for antenatal testing (eg, maternal
chronic hypertension, fetal growth restriction), there is
no additional utility in checking fetal heart rate if the
patient can confirm fetal movement (3, 13, 66, 69, 70).
There may be nonclinical benefits to checking fetal heart
tones, including reduction in maternal anxiety, improved
parental bonding with the neonate, and an improved
patient experience (63, 71). Individuals with chronic
hypertension or hypertensive disorders of pregnancy
may benefit from more-frequent blood pressure measure-
ments (66). See below for discussion of the modality of
monitoring, including self-monitoring.

Assessment of fetal growth is important for the
detection of fetal growth restriction, macrosomia, and
potential sequelae (1). Fundal height is the primary
screening tool for assessing fetal growth and should
be completed with routine in-person visits after 24 weeks
of gestation (72). If fundal height measurement is not
feasible or there are other indications for serial ultraso-
nographic assessment of growth, ultrasonograms may
replace routine fundal height measurement (72). There
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is limited evidence on the utility of other screening mea-
sures (eg, universal third-trimester growth ultrasonogram)
compared with fundal height assessment in individuals
without risk-factors for poor fetal growth (72).

Measurement of maternal weight gain can be used to
diagnose hyperemesis and assess risk for adverse perina-
tal outcomes, such as gestational diabetes, hypertensive
disorders, and risk of cesarean birth (73). Routine measure-
ment alone of maternal weight has not been associated
with reductions in gestational weight gain or development of
diabetes (13). However, behavioral interventions to prevent
excessive weight gain have been shown to have improve-
ments in maternal and birth outcomes. Maternity care pro-
fessionals can work actively to mitigate stigma against
individuals with overweight or obesity, particularly when dis-
cussing nutrition and weight gain with patients (74). It is
reasonable to continue routine measurement of these
parameters at the same frequency as routine prenatal care
visits for individuals not at risk of complications (66). Adjust-
ments in weight-gain assessment, such as not displaying
the numeric weight to the patient, can be made for patients
with a history of eating disorders (75).

Routine dipstick measurement of urine protein is no
longer recommended as part of standard prenatal care
assessments, given its low diagnostic accuracy (76, 77).

Implementation Considerations
Tailored visit schedules may provide advantages for
individual patients, such as reduced travel, time accessing
care, and associated costs while supporting the completion
of evidence-based services (63, 78). For health systems,
adjusting the number of appointments for average-risk indi-
viduals can improve availability for patients with more com-
plex needs (66). Still, tailored care does not mean less care;
patient assessments, including medical and social risk fac-
tors, as well as visit planning, require more time than with
prior prenatal care models. Further, health systems can
consider increasing visit length for patients receiving tai-
lored visit schedules to maintain the overall time patients
spend with their maternity care professional, even though
the overall number of visits may be decreased. Patients
should have access to a clinician to ask questions or triage
concerns between visits, particularly with longer intervals
between scheduled contacts. Future work is needed to
assess the effects of new care models on operational effi-
ciency and access to care.

Additional implementation resources and information
can be found on ACOG’s Tailored Prenatal Care website
(https://www.acog.org/TailoredPrenatalCare).
c. Modality
Obstetrician–gynecologists and other maternity
care professionals may offer telemedicine or
other visit modalities as long as they support the
completion of guideline-based recommended
services.

Many alternative approaches to prenatal care delivery
have emerged in recent decades, including telemedicine
(eg, video or audio-only) and group prenatal care. Tele-
medicine is effective for medical care when in-person
services (eg, physical examinations, laboratory tests,
imaging, vaccinations) are not needed or can be completed
through alternative means (66, 79). Sample schedules of in-
person and telemedicine visits for average-risk and greater-
than-average–risk patients based on routine recommended
services are provided in Appendix 1 (http://links.lww.com/
AOG/E48). These visit schedules should be tailored as part
of developing a patient-centered care plan. Greater-than-
average–risk individuals may require greater intensity of
follow-up and potential referral for subspecialist care, includ-
ing maternal–fetal medicine care, which isn’t covered by
this sample schedule.

Telemedicine can improve access to services, reduce
patient and health system costs (80–84), and improve
patient experience (31, 37, 84–86). If access to care is
increased through telemedicine visits, perinatal outcomes
are equivalent to or improved when compared with in-
person visits (84, 86–91). In observational studies, not all
patients preferred telemedicine care compared with in-
person visits (92–95). Satisfaction gains may be greatest
for those who live the farthest from their care location (96).
A 2023 systematic review including two randomized con-
trolled trials, four nonrandomized comparative studies, and
one survey reported equivalence of maternal and neonatal
outcomes and improved maternal experience of care with
telemedicine. However, the models of care were heteroge-
neous (one to six visits), the quality of evidence was low,
and studies were underpowered to detect rare outcomes
(14). The research on effects of telehealth on maternal
mental health is mixed and may be confounded by prior
maternal conditions, anxiety related to the COVID-19 pan-
demic, and heterogeneity in mental health interventions
(14, 15, 32, 97, 98). Observational studies demonstrate that
telehealth may be especially beneficial for interprofes-
sional care or consultations (32, 99, 100).

Another prenatal care modality, group prenatal care,
incorporates additional education and peer support
through group visits. Individual studies have demon-
strated improved clinical and patient-reported outcomes
of group care compared with individual care, including
preterm birth, neonatal intensive care unit admission,
patient satisfaction with care, knowledge of pregnancy
topics, and breastfeeding initiation and continuation (55).
A meta-analysis including 10 observational studies and
four randomized controlled trials did not demonstrate
improvements in maternal or neonatal outcomes overall,
though subgroup analysis did show a reduction in pre-
term birth for African American patients with low incomes
(relative risk 0.55; 95% CI, 0.34–0.88) (55, 101). Marginal-
ized individuals who experience care inequities, stigma,
and bias, including those from minoritized racial and
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ethnic groups, those living with human immunodeficiency
virus (HIV), and adolescents, may experience more ben-
efit from this model, especially if groups are organized
around a shared identity or condition (55).

Implementation Considerations
Ambulatory practice preparation for the implementation
of telehealth, including attention to workflow, educational
content of visits, and adequate allotment of time for the
visit, may improve the experience of telehealth for
patients and clinicians (57, 102–104). It is important that
patients have access to necessary equipment with audio
or video if planning telemedicine care; infrastructure such
as broadband internet or reliable cell service with ade-
quate bandwidth is also needed for successful commu-
nication (58, 63, 66, 105). There is no evidence that video
visits are superior to audio-only encounters. Video visits
may support rapport-building, communication, and
insight into the patient’s home setting, or they may be
seen by patients as surveillance and an invasion of pri-
vacy (63, 95). Health care professionals interested in tele-
medicine or group prenatal care may reference ACOG
Committee Opinion Number 798, Implementing Tele-
health in Practice, and ACOG Committee Opinion Num-
ber 731, Group Prenatal Care (55, 79).

Additional implementation resources and information
can be found on ACOG’s Tailored Prenatal Care website
(https://www.acog.org/TailoredPrenatalCare).
Obstetrician–gynecologists and other maternity
care professionals may individualize monitoring
options for most routine parameters during
pregnancy.

Monitoring of routine parameters in pregnancy is
increasingly available outside of clinical settings, such as
at local pharmacies, through home-visiting programs, or
by remote self-monitoring. Evidence demonstrates the
feasibility, acceptability, and accuracy of self-monitoring of
blood pressure and weight (13). Fewer data are available
on self-monitoring of obstetric assessments, including fetal
heart tones and fundal height. The PATH panel concluded
that self-monitoring of blood pressure and weight could be
completed in any trimester, and self-monitoring of fetal
heart tones and fundal height could be completed in the
second and third trimesters if deemed appropriate by the
maternity care professional (12).

Implementation Considerations
Self-measurement of routine parameters is reasonable if
the patient: 1) desires self-monitoring; 2) has adequate
training to complete the measurement accurately; 3) can
access necessary, appropriate, reliable equipment; 4) is
aware of abnormal parameters; and 5) has means to
obtain help with abnormal results (31, 65). Cost of home
devices remains a barrier to self-monitoring for many
individuals, and future policies are needed to improve
equitable access (31, 63, 65, 66, 106).

Additional implementation resources and information
can be found on ACOG’s Tailored Prenatal Care website
(https://www.acog.org/TailoredPrenatalCare).

FUTURE RESEARCH
Research on prenatal care delivery, including visit
frequency and modality, has been limited by several
factors. Bundled and global billing for prenatal care
makes many visit numbers and modalities invisible in
claims data sets (107). In studies in which the effective-
ness of prenatal care is assessed, definitions of quality
and outcomes are heterogeneous, preventing meta-
analysis (32). In addition, social drivers of health are
not assessed routinely, and their confounding effects
cannot be disentangled (21). Future research should
clearly define prenatal care delivery as an intervention,
use standard outcomes as identified by the FORECAST
Core Outcome Set, and accurately account for the con-
textual factors that influence care utilization and out-
comes (108).

Guidelines are effective only if used. Further work is
needed to define the facilitators, barriers, and most
effective strategies for implementing person-centered,
tailored prenatal care. Implementation strategies should
carefully consider how new models affect the patient
experience of care. Although tailored prenatal care may
improve operational efficiency and access to care,
research should ensure it does not do so at the expense
of patients, particularly those historically marginalized by
the health system. A diverse group of participants from
multiple stakeholder groups, including patients, families,
community members, and health care workers, should
be included in future studies to ensure broad input to
address the needs of the populations being served.

Use of Language
ACOG recognizes and supports the gender diversity of
all patients who seek obstetric and gynecologic care. In
original portions of this document, the authors seek to
use gender-inclusive language or gender-neutral lan-
guage. When describing research findings, this docu-
ment uses gender terminology reported by the
investigators. ACOG’s policy on inclusive language can
be reviewed at https://www.acog.org/clinical-informa-
tion/policy-and-position-statements/statements-of-pol-
icy/2022/inclusive-language.
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APPENDICES

Supplemental Digital Content

1. Sample schedules for prenatal care services and visit
frequency: http://links.lww.com/AOG/E48

2. Literature search with keywords and PICO: http://links.
lww.com/AOG/E49
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4. Examples of unmet social needs with possible assis-
tance and adjustments: http://links.lww.com/AOG/E51
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