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Reproductive justice, in the context of this research study is about returning to women
their unequivocal human right to reproduce in a safe and healthy environment. The premise of
this research is based on the principles of reproductive justice. It is impossible to confront the
problem of maternal health racial disparities without first addressing historical assaults on Black
women’s reproductive rights. Throughout the nation’s history there have been various
governmental regulations on Black women’s procreativity and a systematic, institutionalized
denial of reproductive freedom that began from the time slave masters had an economic stake in
bonded women'’s fertility (Roberts, 2017). The advocacy for reproductive rights has omitted the
concerns of Black women, but reproductive justice is of particular importance to Black women
given that the reproduction of Black people has long served the interest of White supremacy
(Roberts, 2017).

Reproductive justice is based on three principles: the right not to have a child, the right to
have a child, and the right to parent children in safe and healthy environments (Ross & Solinger,
2017). The attainment of reproductive justice is necessary to end preventable maternal deaths
and ameliorate maternal health racial disparities. Assaults to the reproductive justice of Black
women began with slavery and have been supported by laws and policies that control the
reproduction of Black women, eliminate Black midwives, medicalize birth, and impede people
of color from accessing high quality healthcare and resources. The premise of reproductive
justice claims that all persons who become parents require a safe and dignified context for these
fundamental human experiences that require access to high-quality care, a healthy environment,
and a safety net for times when these resources fail (Ross & Solinger, 2017).

The MMR and its complicated racial inequality underscore the importance of upholding

reproductive justice for all women, especially for those whose race, class, or socioeconomic
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status often compel them to relinquish their right to reproductive justice (Davis, 1981). Black
people in the United States are different from other modern people because no other people have
been subject to constant physical violence and coercion for the primary purpose of controlling
their minds and exploiting their bodies for nearly four hundred years (West, 2001). White
supremacy has left its indelible mark on Black humanity through slave trade and slave labor and
all spheres of American life, including the maternal healthcare system (West, 2001).

The reproductive justice framework draws attention to the persistent history of White
supremacy and the ways in which it operates in a capitalist nation, penetrating healthcare
systems and targeting women of color in distinctive and brutal ways (Ross & Solinger, 2017).
Reproductive justice was born from women of color who claimed the right to decide to become
mothers and the right to the necessary resources to maintain a healthy pregnancy and childbirth
(Ross & Solinger, 2017). Access to high quality maternal healthcare that is personal, race-
concordant, and culturally informed is key to the attainment of reproductive justice. The fight to
end maternal mortality is accomplished by advocating for reproductive justice for all women.

The reproductive justice movement focuses on U.S. antiracism and human rights (Ross &
Solinger, 2017). Historically, reproductive justice movement activists organized against (a) laws
and policies that amounted to official reproductive abuse of people of color and their
communities such as coerced sterilization; (b) welfare and fostering policies that punished poor
women for “illegitimate” motherhood; and (c) the Hyde Amendment, which denied federal aid to
poor women seeking abortions (Ross & Solinger, 2017). The Supreme Court has elevated
reproductive liberty to the highest level of constitutional rights, but Black women’s reproductive

rights seem to fall outside of this protection (Roberts, 2017).
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In addition to the actions carried out by White male physicians, public health nurses,
nurse- midwives, medical organizations, academics, and legislators, the mainstream feminist
movement has also actively engaged in effective actions to deprive reproductive rights from
Black women. For example, in the early part of the century, the birth control movement led by
mostly White female activists, collaborated with eugenic movements, and adopted the population
control philosophy used to advocate for birth control as a tool of social control by the White elite
(Roberts, 2017).

History shows how White supremacy continuously motivated laws and policies,
terrorized women of color, and impinged on their reproductive rights. To better understand the
current problem of racial disparities in maternal health outcomes, an exploration of the nation’s
historic assaults on Black women’s reproductive rights is necessary. Ross and Solinger (2017)
recanted:

We see how, as enslaved people, parents were unable to protect their children from sale

or to assert their authority as parents. After White settlers and armies began moving

westward across the North American continent, many Native Americans lost their land
and also lost their pregnancies and children to genocidal wars and forced marches, and
then to the boarding school system that aimed to drain Native culture from the minds of
children who were being remade as “Americans.” All these brutalities and indignities and
other constitute a catalog of reproductive injustices: they name the reproductive dangers
that many persons experienced in the past and that many continue to experience in

nuanced forms today. (p. 13)
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The White supremacy control of Black women’s reproduction did not end with slavery.
After the end of slavery, there was a shift from the focus on expanding the enslaved Black
population to minimizing the free Black population and as Taylor (2021) stated,

Under the guise of the pseudoscience of eugenics-the pursuit of perfection of

the (white) human race through controlling the reproduction of people perceived

to be physically, intellectually, or morally “unfit,”” compulsory sterilization

began to be used as a form of reproductive control over women of color and

low-income women where Black and Native American women were the main

targets. (para. 8)

The dangers of a racist healthcare system remain persistent. The disproportionate death
rate of Black childbearing women in the United States and the differences in the quality of
maternal healthcare that women of color tend to receive compared to their White counterparts is
a direct reflection of the racial injustices perpetrated by the U.S. healthcare system. Historically,
the lack of appropriate reproductive healthcare has drastically shaped the lived experiences of
generations of women of color (Ross & Solinger, 2017). The lived experiences of women of
color who are faced with constant attacks from a racist healthcare system is adequately depicted
by Davis (1981):

When Black and Latino women resort to abortions in such large numbers, the stories they

tell are not so much about the desire to be free of their pregnancy, but rather about the

miserable social conditions which dissuade them from bringing new lives into the world.

(p. 204)

Behind the racially disproportionate MMR in the United States are countless stories of

Black women who have been mistreated, denied care, neglected, overlooked, and discriminated
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in the healthcare system. As Taylor (2021) stated, “Behind the statistics are personal stories of
people of color, across geography, socioeconomic status, and health profile, who have been
denied access to lifesaving care, even as their expressions of pain, discomfort, and illness have
been ignored” (para. 1). Far too often, this neglect, abandonment, and withholding of necessary
care to women of color lead to preventable deaths, as seen with the MMR.

When the male-dominated workforce of obstetricians and gynecologists professionalized,
they dethroned traditional women-centered home births. They outlawed midwives, which
resulted in enslaved women becoming subject to experimentation by burgeoning physicians. In
contrast, midwives were discredited, and their age-old traditions were degraded and lost (Ross &
Solinger, 2017). Consequently, public policies relegated childbearing women of color to
underfunded public health programs and required that some give birth in deteriorated public
institutions under dangerous and alienating conditions. These actions caused permanent health-
related damages to their communities for generations (Ross & Solinger, 2017). The permanent
health-related damage is reflected in the present-day maternal health crisis among Black women
and the worsening maternal mortality rate in the United States.

Reproductive justice underscores the exigency to protect against coercive laws, policies,
and inhuman treatment of women during pregnancy and childbirth. The reproductive
justice/human rights framework demands the healthcare system to block institutional
degradations of maternal health and protect women’s maternal health rights (Ross & Solinger,
2017). Ultimately, optimal maternal health and wellbeing is a basic human right, and its absence
has degraded, and damaged millions of women affected by preventable adverse maternal health
outcomes such as pregnancy-related death. Honoring women’s basic human rights is critical to

the achievement of reproductive justice and elimination of preventable pregnancy-related deaths.



56

Women’s desire to control their reproductive system is as old as human history (Davis,
1981). As early as the 1800s women have been fighting to reclaim their reproductive rights and
expressed their desire to control their reproductive systems. Reproductive rights are human rights
and in the United States, which was founded on the idea of freedom and equality; reproductive
justice must be upheld and guaranteed for all women.

Human Rights

Reproductive justice claims that access to material resources such as high-quality PNC is
justified on the grounds that safe and dignified pregnancy and birth are fundamental human
rights. The reproductive justice theoretical framework supports the need for adequate PNC, as a
basic human right. Human rights are what governments owe to the people they govern.
Reproductive justice uses a human rights framework to draw attention to and resist laws and
policies that deny people the right to control their bodies, interfere with their reproductive
decision making, and prevent many people from being able to experience a dignified, safe, and
healthy pregnancy (Ross & Solinger, 2017).

Black women have faced barriers to the safety, dignity, and human rights that all
reproducing persons are deserving of. The historical and present-day abuses of women’s
reproductive bodies have incentivized reproductive justice activists to define the topic of
reproductive dignity and safety in terms of human rights (Ross & Solinger, 2017). In other
words, reproductive justice is an extension of human rights. For that reason, it is important to
establish an understanding of human rights as it relates to reproductive justice.

According to the Universal Declaration of Human Rights (UDHR) adopted by the United
Nations, human rights contain four principles that pertain to maternal healthcare (Oparah et al.,

2017):
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Article 3: everyone has the right to life, liberty, and security of person.

Article 5: No one shall be subjected to torture or to cruel, inhuman or degrading treatment

or punishment.

Article 7: All are equal before the law and are entitled without any discrimination to

equal protection of the law. All are entitled to equal protection against any discrimination

in violation of this Declaration and against any incitement to such discrimination.

Article 25: (1) Everyone has the right to a standard of living adequate for the health and

wellbeing of himself and of his family, including food, clothing, housing, medical care,

and necessary social service [...] (2) Motherhood and childhood are entitled to special

care and assistance. (pp. 25-26)

Women have acquiesced to the governance of birth by White male physicians and since
then have suffered the repercussions of the decision. The medicalization of birth managed by
White male physicians within a standardized medical healthcare system enabled violations of
basic human rights for women, especially for Black women. Medicalized maternal healthcare in
the United States has cultivated a culture of violence against women.

This paper aims to deconstruct the traditional medical model of maternal care in the
United States and identify ways it has victimized Black women and contributed to the Black
maternal health crisis. Furthermore, this paper submits that the U.S. healthcare system needs to
be dismantled and redesigned for women to regain their reproductive rights and empowerment
with authoritative knowledge; and social and cultural capital around birth, like they once had
with midwives assisting with births at home.

The United States is the only developed country with a worsening maternal death rate, an

increasing shortage of maternity healthcare providers, more obstetrician-gynecologists than
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midwives, and 90% of total midwives being White. It is important to explore the role of Black
midwives, culturally informed maternal care, authoritative knowledge, and social and cultural
capital in birth to help combat maternal mortality and maternal health racial disparities. Race-
concordant care has shown to have the benefit to healthcare outcomes for people of color (Saha
& Shipman, 2007; Wren & Donnelly, 2016).

Black Midwives for Black Mothers: Race-Concordant Care

The maternal health crisis in the United States is a problem that disproportionately affects
Black women, who die at three to four times the rate of White women (CDC, 2019).

Black communities in the deep South where Black midwives were the only trusted healthcare
providers accessible to families in need, had the highest number of maternal deaths when Black
midwives were eradicated from birth work in 1978. Even present-day maternal health statistics
show states like Louisiana, Georgia, and Alabama with the highest maternal mortality rates in the
nation (World Population Review, 2022).

Since slavery, Black midwives have been fundamental to the reproductive health of
women and uniquely essential to the health of Black women. Midwifery has deep roots in the
Black community (Goode, 2014; Haynes, 2003; Robinson, 1984; Smith & Holmes, 1996;
Stoney, 1952). The lack of diversity in the midwifery workforce today is an explicit structural
barrier impeding people of color’s access to high-quality care from Black midwives (Goode,
2014; McLaughlin, 2013; Wren Serbin & Donnelly, 2016). As people of color themselves, Black
midwives are uniquely positioned to understand the economic, political, and social forces
affecting the lives and health of people of color and thus provide a substantial benefit to their
health (Ellerby-Brown et al., 2008; Goode, 2014; Saha & Shipman, 2007; Terreri, 2019; Wren

Serbin & Donnelly, 2016).
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A powerful excerpt from an essay addressing the murder of George Floyd and its effect
to the Black community, written by the Chair of the American College of Nurse-Midwives
(ACNM) Black Midwives Caucus for Reproductive Justice and Birth Equity, poignantly depicts
the virtue of deep care and understanding that Black midwives have for Black women. Dr Drew
(2020) wrote:

As Black health care providers serving Black communities, we feel the burning pain of

White supremacy directed at us, but also at the families we serve and the babies

welcomed into the world. We are fearful for the future of our young people as they grow

and come of age, when we know that today a young Black man has a better chance of
going to prison than graduating from college. We worry for the mothers we care for. We
look at all that impedes their ability to thrive, but in real time we reconcile how to help

them simply survive birthing their babies. (p. 451)

The current workforce of midwives in the United States is disproportionately White.
There is a clear need for the promotion of diversity, inclusion, and belonging in the midwifery
profession. Racial and ethnic diversity in midwifery is important in the fight to end maternal
mortality racial disparities. Black midwives are key players in the aim to provide high-quality,
culturally informed care to communities of color, but given that over 90% of midwives in the
United States are White, the feasibility for people of color to receive the benefits of race-
concordant care is constrained.

Race-concordant care is important because health professional from underrepresented
groups disproportionately care for underserved populations and minority patients tend to receive
better interpersonal care in race-concordant care (Saha & Shipman, 2007). An excellent example

of the health benefits that come from race concordant care is seen in the study of the Florida
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hospital that found that the infant mortality was improved among infants who received race
concordant care by Black doctors (Greenwood et al., 2020). In the state of Florida, 1.8 million
hospital births were examined between 1992 and 2015 to find that when Black newborns are
cared for by Black physicians as opposed to White physicians, their in-hospital death rate is a
third lower (Greenwood et al., 2020). This groundbreaking study about the positive health impact
of race-concordant care demonstrates that the survival rates of newborns improved when
newborns and the physicians caring for them were of the same race. This Florida hospital based
study is the first of its kind to show evidence of the effectiveness of race-concordant care to
ameliorate racial health disparity (Plain, 2020).

Greater diversity in the healthcare workforce will improve quality of care for patients of
color and is important in reducing racial disparities in health (Saha & Shipman, 2007). Black
Midwives demonstrate a deep commitment to caring for underserved communities, and thus
increasing the racial diversity of midwives is likely to improve healthcare outcomes for
communities of color (Wren Serban & Donnoly, 2016).

Providing culturally informed care for women requires an understanding of their beliefs,
needs, and desires, that can only be offered by having a wide range of diverse clinicians
(Kennedy et al., 2006). Black midwives are personally committed to the mission of ending racial
health inequality and believe that providing racially concordant care is fundamental to building
safe, meaningful relationships with clients (Almanza et al., 2019). Therefore, the promotion of
Black midwives is an essential intervention against the Black maternal health crisis. Black
midwives possess a universally high level of critical analysis and commitment to eliminating

racially based maternal health disparities (Almanza et al., 2019). For Black midwives, racial
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justice, combating racism, and improving health equity are fundamental to their work in which
they are personally invested (Almanza et al., 2019).
Racism

Racism structures opportunity and assigns value based on how a person looks, which
results in conditions that unfairly advantage some and unfairly disadvantage others, such as
preventing some people the opportunity to attain their highest level of health (American Public
Health Association [APHA], 2021). There is a dearth in the research that explains race-
associated differences in health, such as in maternal mortality racial disparities. Race is only a
rough proxy for socioeconomic status, culture, and genes, but it precisely captures the social
classification of people in a race-conscious society (Jones, 2000). According to Jones (2000),
“The variable ‘race’ is not a biological construct that reflects innate differences, but a social
construct that precisely captures the impacts of racism” (p. 1212).

Research has established that race-associated differences in health outcome are due to the
effects of racism (Jones, 2000). Jones (2000) postulated that there are three levels of racism: (a)
institutionalized racism, which is the differential access to goods, services and opportunities of
society by race, and often evident as inaction by an institution in the face of need; (b) personally
mediated racism, which is intentional or unintentional prejudice and discrimination and is
manifested as lack of respect (poor or no service, failure to communicate options), suspicion,
devaluation (surprised at competence, and stifling of aspiration), scapegoating and
dehumanization towards others according to their race; and (c) internalized racism, which is
members of the stigmatized races accepting negative messages about their own abilities and
intrinsic worth, and characterized by accepting limitations to one’s own full humanity,

embracing whiteness, self-devaluation, resignation, helplessness and hopelessness. In the current
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maternal health crisis, the evidence of all three forms of racism has an effective role in putting at
risk the maternal health outcomes of Black women.

A careful examination of historical factors related to racism is essential to effectively
address the current healthcare crisis of Black women (Pranther, et al., 2018). The damage of
slavery centuries ago still has an impact on the lives of Black women today (Wyatt, 1997). The
United States’ racist origins have permeated into present-day healthcare institutions and have a
major influence on maternal mortality racial disparities. The historical racist narrative about
Black inferiority has contributed to discriminatory healthcare practices and has negatively
impacted the quality of care and the type of healthcare services provided to Black Americans
(Pranther, et al., 2018). Racism was built into the fibers of academic hospitals where Black
patients are directed to be seen by doctors in training and White patients are seen by seasoned
attending physicians, a medical injustice that is product of a racist healthcare system (Vinekar,
2021).

The combination of significant historic race-based events, including slavery, Black
Codes/Jim Crow, Civil Rights, and post-Civil Rights, play a significant role in the current
reproductive health status of Black women (Pranther, et al., 2018). The increased rate of
maternal mortality among Black women and their propensity to receive poor PNC are suggestive
of a racist healthcare system. The negative impact of racism, which is deeply embedded into the
institutions of American society, are inevitably experienced by Black women and for that reason,
their risk of adverse reproductive health outcomes is increased (Pranther, et al., 2018). The
historical context of racism continues to shape the present-day maternal health outcomes of

Black women.
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Transgenerational poverty and limited education that originated in slavery, continue to
disproportionately affect Black Americans. Given the well-established link between racism,
poverty, and health, the socioeconomic conditions associated with institutionalized racism make
Black women more vulnerable to reproductive health problems (Pranther, et al., 2018).
Addressing the maternal health crisis through a historical lens and ensuring the implementation
of culturally informed care will likely improve public health equity and the health of Black
women (Pranther, et al., 2018).

Culturally Informed Maternal Healthcare

North American populations are increasingly becoming ethnically diverse, and midwifery
clients require health care that is culturally sensitive and inclusive (Tyson & Wilson-Mitchell,
2016). Addressing the shortage of Black health professionals is significant for improving the
provision of high-quality healthcare (Panther, et al., 2018). Having a diverse workforce of
maternal healthcare providers can help in the provision of culturally informed care and therefore
help ameliorate racial disparities in maternal health outcomes. Attempts to improve the
disparities in the current maternity care system must be grounded in cultural awareness (Luke,
2018).

Health is not merely the absence of disease. Health is a product of culture (Airhihenbuwa,
1995; Townes, 1998) and understanding this concept enables people to have a perspective that
considers the variety of ways in which health is defined and influenced. Airhihenbuwa (1995)
postulated that health is a process of adaptation to a socially constructed reality. Rather than
being purely instinctual beings, people are autonomous and create cultural responses to health

and disease (Townes, 1998).
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In an increasingly globalized society, it is essential for health care providers who serve a
multicultural patient population to understand the unique perspectives and beliefs of patients in
order to enhance the quality of care they provide (Airhihenbuwa & Liburd, 2006). The traditional
medical model of healthcare has historically shown a detrimental lack of cultural appropriateness
(Airhihenbuwa, 1995; Townes, 1998).

Developing programs that adapt preventative-health initiatives to fit the needs of the
community and its cultural contexts is an effective way to improve health care in a community
(Townes, 1998). The culturally informed health promotion has the most promise in attaining this
goal. Unfortunately, most culturally informed healthcare programs in Black communities tend to
be based on White experience. The principal weakness of these models is their failure to ground
the person in her or his sociopolitical context. This devalues and dismisses the dynamic nature of
who Black people are as individuals and the vital role communal cultural values play within any
health condition (Townes, 1998). The essence of culturally informed healthcare is that it
recognizes the daunting realities and idiosyncrasies of Black people in the United States in
relation to their health.

Collectivism

The traditional medical model of healthcare is centered on Western cultural values
characterized by individualism (Hofstede, 1991). However, most women who received
healthcare from midwives identify with cultures of collectivism. In the United States, non-
hospital based certified nurse-midwives serve a clientele that is 65% nonwhite and 44%
immigrant (Declercq et al., 2001). Black women and women of color are not satisfied with the

traditional medical model of PNC. The dissatisfaction and underutilization of PNC by Black
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women supports the need for a change in PNC to one that is more appropriate for the unique
needs of a multicultural patient population.

Individualism and collectivism are defined using a Western mental model in which
individualism represents a society where the ties between individuals are loose and collectivism
is present in societies where individuals are integrated into tight-knit and cohesive groups from
birth and throughout the lifespan (Hofstede, 1991). The United States is a nation in which
individualism is prevalent, but most women who receive PNC from midwives come from
countries and cultures where collectivism is dominant. In societies predominant of individualism,
everyone is expected to take care of themselves (Hofstede, 1991). On the contrary, with
collectivism, there is a stress on belonging and relationships rather than privacy and task
completion. In collectivist communities, maintaining harmony is more important than standing
out with an individual opinion, and people expect to be protected by loyal family members and
groups (Hofstede, 1991).

The cultural differences depicted in Hofstede’s (1991) concepts of individualism and
collectivism highlight the importance of culturally informed care. The traditional medical model
of PNC is based on individualism and has been culturally inept for the care of Black women who
identify with cultures of collectivism. To improve the quality of PNC for Black women, the
transition to a collectivist model of PNC in lieu of an individualist model of PNC may be a
suitable consideration.

Group Prenatal Care. Group prenatal care (GPNC) is different from the traditional
medical model of PNC. The essential purpose of GPNC is to develop a community among
pregnant women where women can learn from the medical provider and learn from each other in

a face-to-face group setting. GPNC aims to empower pregnant women to take control of their
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own health (Adams & Thomas, 2017; Navarro, 2018). GPNC is equal or superior to traditional
PNC regarding maternal health outcomes for Black women (Adams & Thomas, 2017). GPNC
also has better rates of healthcare utilization among high-risk women (Adams & Thomas, 2017).

Social support is an essential element of GPNC to reduce stress levels among pregnant
women and provide them with a more positive pregnancy experience (Adams & Thomas, 2017).
Given that Black women are more vulnerable to chronic stress and racism as a health risk factor,
social support from GPNC is an important buffer for the maternal health of Black women in the
United States. Black women are more likely than White women to participate in GPNC which
Adams and Thomas (2017) attribute to minoritized people’s history of reliance on their
community for various needs, including health-related needs.

Black American culture is aligned with collectivist social norms. Therefore, PNC that is
culturally informed for Black women should adapt to a model of care centered in collectivism,
such as GPNC. Black women are more likely to use GPNC because of their historical reliance on
their groups, family, and community for health needs (Adams & Thomas, 2017). The change in
design of PNC model from one that is fundamentally individualistic, such as in the traditional
medical model, to one that is collectivist, such as GPNC, may help improve the quality of PNC
for Black women.

Quiality of Care

According to the World Health Organization (2022), quality of care is defined as the
degree to which healthcare professionals provide evidence-based healthcare services that
increases the likelihood of achieving desired health outcomes. Although the definition of quality
of care may vary, there is growing consensus that quality of care ought to be effective, safe,

people-centered, timely, equitable, integrated and efficient (WHO, 2022a). The provision of
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adequate quality maternal healthcare can result in a safe and positive childbirth experience with
respect and dignity for women (Iro, 2018). The WHO recommends that midwives lead the way
in providing PNC because it is the type of care preferred by women and it has proven to reduce
preterm birth by 24%, a key factor in improving infant health (Iro, 2018).

Improving the access to good quality healthcare is a global health goal that remains
significantly challenging to achieve (WHO, 2022a). The provision of quality care requires action
from the government, healthcare system, citizens, patients, and healthcare workers. A skilled and
competent health workforce that is supported and motivated is part of the requirement to improve
quality of care (WHO, 2022a). Quality of care is necessary to improve health and to obtain
positive health outcomes. On the contrary, poor quality care is responsible for more preventable
deaths around the world than the lack of access to healthcare (WHO, 2022a). In other words,
good quality of care is critical and necessary to end preventable deaths, which is particularly
important in ending the problem with maternal mortality.

Maternal healthcare is a critical area of concern for the need of quality of care (WHO,
2021). Quality care is a key element of universal health coverage and it requires vision, planning,
investment, compassion, meticulous execution, and rigorous monitoring from national level to
clinic level (WHO, 2021). Given the importance of quality healthcare to save lives, research on
the quality of care is therefore important to inform interventions necessary to end preventable
deaths. Standardized data on the health of women who are pregnant or who have recently given
birth is crucial to inform the design of interventions to help safeguard their lives and well-being
(WHO, 2022b). Healthcare systems that operate based on quality data help ensure that healthcare

delivered to women is of high quality, respectful, safe and dignified (WHO, 2022b).



72

Chapter 3: Methodology
This chapter provides a discussion of the research method utilized in the study. The
research questions, research purpose, description of the research design (constructionist
grounded theory methodology), sample, protocols to protect research participants, setting,
procedure/general steps, and the researcher’s resources and skills are also addressed.
Research Questions
The research questions for this study are:
e What are Black women’s perceptions of the quality of PNC via the traditional
medical model?
e What are Black women’s perceptions of the quality of PNC via the midwifery model
by Black midwives?
e How does the Black women’s perception of the quality of care in the traditional
model of PNC compare to the Black women’s perception of the quality of care in a
race-concordant midwifery model of PNC?
Research Purpose
The purpose of this study was to explore Black women’s lived experiences with maternal
healthcare, and to understand and describe the quality of maternal healthcare from their
perception. This understanding could inform interventions that may help to improve the quality
of PNC provided to Black women. This study also provides the foundation for future research
into the issues of Black maternal health, the quality of maternal healthcare, as well as racial
health disparities in maternal health.

Research Method
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A Black homebirth practicing Certified Nurse Midwife and a hospital-based obstetrician
was used to identify and interview 20 women patients, 10 from each medical provider, who had
delivered a live newborn within a 12-month period. A semistructured interview guide informed
by the Donabedian quality of care framework to elicit women’s experiences with PNC and
delivery, any prior delivery experiences, and recommendations to improve PNC, was used.
Inductive analysis was used to compare and contract PNC processes, experiences and
satisfaction between both modalities of PNC.

Research Overview

This study is a qualitative exploration of Black women’s lived experiences with
pregnancy and childbirth healthcare. The study intends to investigate Black women’s
experiences with PNC and juxtapose the perceived quality of PNC in traditional medical models
of care with the perceived quality of PNC in the midwifery model of care with race-concordant
Black midwives.

Research Purpose

The purpose of this qualitative research study is to understand how Black mothers
perceive and describe their experiences and satisfaction with the quality of care received at from
a traditional medical maternal health clinic and from a race-concordant midwifery care model.
The qualitative investigation aims to develop a new theoretical model to fill the gap in the
literature on the quality of PNC from the perspective of Black women and inform ways on how
to improve the quality of PNC for Black women.

The goal of this research is to underscore the importance of high-quality, culturally
informed, race-concordant midwifery care for Black women to ameliorate maternal health racial

disparities. The research focused on the experiences of Black women and compare their
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perceptions of the quality of care of traditional PNC and race-concordant midwife-led PNC. The
results of this research will help to crystalize the meaning of quality of maternal care from the
perspective of Black women and incentivize a paradigm shift in the American maternal
healthcare system to one that is more effective, safe, people-centered, equitable, integrative, and
efficient (WHO, 2022a). This research will be acutely important because of the rise in the MMR
and the current Black maternal health crisis in the United States.
Research Methodology

In this section, an overview of qualitative research and grounded theory methodology is
provided to lay the foundation for Kathy Charmaz’s constructivist grounded theory, the research
method used to guide this study. Constructivist grounded theory methodology was chosen to
understand the nature of the lived experiences of Black women with PNC in the traditional
medical model of care and with the race-concordant midwifery model of care. Constructivist
grounded theory guides the investigation into how Black women create meaning from their
experiences with PNC. Constructivist grounded theory is the most appropriate methodology to
gain an interpretive understanding of Black women’s lived experiences with maternal healthcare
(Charmaz, 2008). The constructivist approach of grounded theory is particularly fitting to this
study because it allows for the co-construction of meaning from the unique perspectives of Black
mothers and a Black midwife as the research participants and the researcher (Charmaz, 2008).
Racial disparity in maternal health is a complex issue requiring further investigation from those
who live the experience (Canty, 2020).

Glaser and Strauss (1999) discovered grounded theory methodology in 1967 from data
systematically obtained in sociology research. Grounded theory in sociology is a method for

handling data in research, providing modes of conceptualization for describing and explaining.
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There are four main types of grounded theory: Barney Glaser's classic grounded theory, Anselm
Strauss and Juliet Corbin's basics of qualitative research, Kathy Charmaz's constructivist
grounded theory, and Adele Clarke's postmodern situational analysis (Sharaini et al., 2011, para.
3). Generally, grounded theory focuses on social processes and asks open-ended questions about
what happened and how people interact to find meaning in what drives people’s actions.

When Glaser and Strauss (1967) originally conceptualized grounded theory, it assumed a
social constructivist approach. Due to grounded theory being fundamentally inductive, scholars
commonly viewed it as a social constructivist method (Charmaz, 2008). Fundamentally, all types
of grounded theory share the premise of an external reality, the discovery of provisional truths in
this reality, the role of the observer, and an unproblematic representation of the research
participants (Charmaz, 2008). Grounded theory became known for its realism and positivism
among the modernist qualitative methods. However, grounded theory became the center of much
criticism for many postmodernists as they challenged positivist assumptions in classic grounded
theory statements and questioned its relevance (Charmaz, 2008). Postmodernists valued research
participants’ full stories, rather than excerpts from their stories as used in grounded theory to
develop theoretical statements. Many critics rejected grounded theory for its emphasis on theory
building rather than storytelling. However, few grounded theory studies build theory, instead,
many provide an analytical handle on a specific experience (Charmaz, 2008).

Charmaz’s (2008) approach to social constructivist grounded theory makes the following
assumptions:

(1) Reality is multiple, processual, and constructed—>but constructed under particular

conditions; (2) the research process emerges from interaction; (3) it takes into account the

researcher’s positionality, as well as that of the research participants; (4) the researcher
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and researched co-construct the data—data are a product of the research process, not

simply observed objects of it. Researchers are part of the research situation, and their

positions, privileges, perspectives, and interactions affect it. (p. 402)

Social constructivists value the role that positionality plays in the co-construction of
meaning by the interaction between the researcher and research participants (Charmaz, 2008).
Social constructivists negate the idea of a completely unbiased researcher without
predispositions that influence data. Instead, social constructivists recognize and value the
researcher’s prior knowledge and theoretical preconceptions and its impact on the interpretation
of the data (Charmaz, 2008). Most importantly, with constructivist grounded theory is the
analysis process of the data, which is expected to be done with rigorous scrutiny (Sbharaini et al.,
2011).

Charmaz (2008) posits that social construction grounded theorists adhere to the following
positions:

« Treat the research process itself as a social construction

* Scrutinize research decisions and directions

* Improvise methodological and analytic strategies throughout the research process

* Collect sufficient data to discern and document how research participants construct their

lives and worlds. (p. 403)

In summary, grounded theory sees the research as an interactive process between the data
and the analysis of the data without rules on how to do it. This range of flexibility that the
researcher is offered with grounded theory comes with scholarly responsibility for the researcher,
who is expected to make independent decisions and detail the thought process of how and why

things are done the way they are done. The meticulous observation and documentation of the
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thinking process required using this methodology lead to the improvement of methods and
analytical strategies in the research. Finally, it is important for researchers who use grounded
theory to know the world from the research participants’ perspectives to understand how they
construct the meaning of their world (Charmaz, 2008).

The primary investigator of this research is a self-identified Black woman of Afro-
Caribbean descent, who gave birth to her first child within one year of this study and works as a
certified nurse midwife. The researcher has over 10 years of experience in maternal healthcare in
under-served communities nationally and globally. Her work experience includes spending 6
years in Los Angeles, California, where she was an active member of the California Association
of Nurse Midwives and the California Coalition of Reproductive Justice. During her time in
California, the researcher served as a mentor with a Black, Indigenous, People of Color (BIPOC)
midwifery mentorship program, where she developed relationships with a group of BIPOC
midwives and BIPOC aspiring midwives.

The researcher has worked within the traditional medical model and the midwifery model
of care. Most recently, the researcher relocated to the state of Florida, where she works with a
hospital-based obstetrician providing maternal care and overall women’s health. It is her work
with certified nurse midwives in California and the obstetrician in Florida that has guided her
investigation of Black women’s experience with midwifery care in California as well as Black
women’s experience with the medical care in Florida.

There are multiple commonalities that the research participants share with the researcher.
Both the research participants and the researcher are Black women who have given birth within
one year, and have experienced the maternal healthcare system in Orlando, Florida, for care of

their pregnancy and birth. Given these shared demographics, positionalities, and
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intersectionalities, the researcher is uniquely positioned to understand the world from the
research participants’ point of view, which is a fundamental principle of grounded theory
research methodology.

Qualitative research has become increasingly popular in health research, and grounded
theory methodology is one of the most cited qualitative methodologies in the healthcare field
(Sbaraini et. al., 2011). This study uses a qualitative method to investigate Black mothers’ lived
experiences with PNC and understand their perception of the quality of care of traditional
medical PNC and the midwifery model of PNC with race-concordant midwives. A qualitative
method was selected to study the human experiences of Black mothers, recipients of PNC in the
U.S healthcare system, to best capture the crucial elements of this sociological phenomenon
(Glaser & Strauss, 1999).

The value of using constructivist grounded theory for this research is that it places the
experiences of Black women at the center. Social constructivism is a research paradigm that
denies the existence of an objective reality, asserting instead that realities are social constructions
of the mind (Guba & Lincoln, 1989). Social constructivism buttresses the understanding that
reproductive justice exists when people have the power to create their own meaning of
reproductive freedom and quality of maternal healthcare. Constructivist grounded theory
acknowledges the constructed meaning to the perceived experiences of Black mothers as reality
extracted from the interactive process between Black women within their social, cultural, and
temporal context (Sharaini et al., 2011). The use of constructivist grounded theory is key to
better understand what Black mothers value regarding healthcare for their pregnancy and

childbirth experiences.
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Given the importance of the quality of PNC to the prevention of maternal mortality, the
researcher finds it important to explore Black mothers’ experiences with PNC to understand how
they construct meaning of the quality of care. Quality of care is a relative concept and has
different meanings that are contingent upon cultural, individual, and social variations (Grgndahl,
2012). Therefore, the methodology of grounded theory was utilized to construct a novel theory to
define and elucidate the quality of PNC from the perspectives of Black mothers interpreted by a
researcher, who is a Black midwife and new mother. The constructivist perspective underpins the
interpretation of Black mothers’ experiences, which was co-constructed with the researcher
(Lassig, 2012; Mills et al., 2006).

The purpose of grounded theory is to generate a theory inductively developed from
interplay with data collected through research on Black women’s experience with PNC (Glaser
& Strauss, 1967). Grounded theory methodology, based on a social constructivist research
paradigm, was used to develop a novel theory on the healthcare delivery approach of PNC that
caters to the holistic needs of Black women. Generating a theory from data means the concepts
will derive from data and systematically worked out in relation to the data during the course of
the investigation (Glaser & Strauss, 1999).

Epistemologically, constructivist grounded theory emphasizes the subjective
interrelationship between the researcher and participants and the co-construction of meaning,
where the researcher acknowledges their value as an inevitable part of the outcomes rather than
being an objective observer (Mills, et al., 2006). Given that medical research has not equitably
included members of racial/ethnic minority groups and females, such as Black women (Flores et
al., 2021), it is appropriate to use grounded theory methodology to expand the body of

knowledge about Black women’s experiences with pregnancy and childbirth care. Grounded
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theory methodology is appropriate when little is known about a phenomenon such as the Black
maternal health experience and Black mothers’ perception of the quality of care (Chun Tie et al.,
2019).

Using grounded theory methodology, this research aims to produce an explanatory theory
that uncovers contributing factors to the Black maternal health crisis as well as ways to improve
maternal healthcare for Black mothers. It is important to generate a new theory about the quality
of PNC for Black women grounded in data. An exploratory cross-sectional research design was
utilized to compare the experiences of Black women who use traditional PNC with the
experiences of Black women who receive care from Black midwives using the midwifery model
of care. The use of constant comparative method was applied as a key component of grounded
theory methodology to organize and analyze data (Chun Tie et al., 2019).

Research Design

A qualitative research design was used to collect, analyze, and interpret data on Black
women’s experiences with PNC to draw a conclusion that is credible, dependable, and replicable.
The study used an exploratory cross-sectional research design to investigate two groups of Black
women during the postpartum period, which is within one year after childbirth. One group of
Black mothers had experienced PNC and childbirth using the traditional medical model of PNC
with an obstetrician, and the second group of Black mothers had experienced PNC and childbirth
with a Black midwife using the midwifery model of care.

The research design is exploratory and useful in answering the study’s research questions
(Cuthill, 2002). Twenty Black women were interviewed using semistructured interview
guestions. The sample size was chosen for this qualitative research project to garner an in-depth

understanding of the lived experiences of Black women with contrasting maternal healthcare
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services (Dworkin, 2012). This sample of about 20 people was designed to provide maximum
variation in Black mothers’ perception of the quality of pregnancy care (Sbaraini et al., 2011).
Given how homogenous the target population being studied is, Black women who recently
experienced care for pregnancy and birth by either traditional maternal healthcare or race-
concordant midwifery care, the sample size is expected to generate data saturation. The
semistructured interview questions were designed to answer the research questions.

Research Setting

The research sample was drawn from two different locations in the United States, San
Francisco, California and Orlando, Florida. California is of particular interest to this study
because of its progress in improving maternal health outcomes and achieving an MMR that is
lower than the national average. California went from an average of 13 maternal deaths per
100,000 live births during 2005-2009, to an average of 7 maternal deaths per 100,000 live births
during 20112013 (Main et al., 2018). Since 2006, California’s MMR has decreased by 65%, but
despite the decline, Black women in California experience three to six times the rate of maternal
mortality (California Maternal Quality Care Collaborative, n.d.).

Florida’s MMR is 13.4 maternal deaths per 100,000 live births, but the MMR for Black
women in Florida is 37 maternal deaths per 100,000 live births (Florida Department of Health,
2018). The Black MMR is higher than the White MMR in the state of Florida and both MMRs
have increased from the year 2001 to 2014 (Bernet et al., 2020). From 2001 to 2014, the average
MMR in Florida was about 19 per 100,000 live births, with the MMR almost three-times higher
among Black mothers than among White mothers (about 40.6 and 15.7, respectively; Bernet et
al., 2020). The problem of racial inequality in maternal mortality is consistent in both California

and Florida, which makes both states appropriate settings to investigate Black women’s
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experience with the quality of maternal healthcare. This study was conducted using samples from
two regions of the United States, San Francisco, California and Orlando, Florida.

An obstetrician’s medical office in Orlando, Florida was used to purposefully select
patients who have received care from the hospital-based medical doctor for their pregnancy and
childbirth. The reason why this particular medical office was used for this study is because the
principal investigator has a working relationship with the medical practice and access to patients
at this facility. The medical doctor referred interested patients who meet the criteria of the study,
so the investigator can consider them as potential research participants.

The second location, San Francisco, California, is where the principal investigator has a
relationship with a Black Certified Nurse midwife who practices home births with a Black doula,
who is a mentee of the principal investigator. Since this study focuses on race-concordant care
and the promotion of Black midwifery care, it is significant that one of the settings for the
research sample to be taken from patients of a Black-owned midwifery homebirth practice.

The two settings allowed a contrasting view of patient perceptions of the quality of care
of traditional medical PNC service and the quality of care from a race-concordant midwifery
model. This exploration looks to highlight the importance of race-concordant care, and the
importance of a diverse midwifery workforce to help improve the quality of maternal care and
health outcomes for Black women. This exploratory cross-sectional research project took place
during the COVID-19 global pandemic. Of note, the number of women in the United States who
died during pregnancy or shortly after giving birth increased sharply during the first year of the
coronavirus pandemic (Rabin, 2022).

Participant Selection
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In consultation with local health professionals in Orlando, Florida and San Francisco,
California and colleagues at each site, the medical office and midwifery homebirth practice that
best reflect service quality and challenges of the medical model and midwifery model of care
were purposely identified and selected to achieve variation in birth experiences. These two
maternal care settings were used to purposely sample 10 Black mothers per facility. The
purposive sample frame was theoretically derived to maximize participant variation by parity,
age, ethnicity, marital status, occupation, education and type of maternal care received (race-
concordant midwifery care and traditional medical model of care), which are factors that may
influence a woman’s experience.

Participants were purposely selected from two distinctive health practices within 12
months of giving birth. Using purposeful sampling, 20 self identified Black women patient
participants were selected, including 10 recipients of care from a medical doctor in a traditional
medical office and 10 recipients of care from a certified nurse midwife in the homebirth practice.
The criteria for participation include those over the age of 18, not currently pregnant, not under
arrest, mentally sound and physically able to provide informed consent, and recent experience
with PNC and childbirth within 1 year. The two distinct maternal healthcare providers, medical
doctor and certified nurse midwife, referred interested and qualified patients from their
respective practice to the researcher for possible participation in the study. Women who agreed
to be interviewed signed an informed consent and return it to the study investigator. After
consent is received, participants were telephoned by the researcher to schedule an interview via
audio-visual communication.

Data Collection
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Grounded theory methodology informs the process of data collection via individual
semistructured interviews. Data were collected from responses to semistructured interviews with
20 Black women who experienced maternal care for their pregnancy and childbirth within 12
months via a traditional medical office and a midwifery homebirth practice. Sixty-minute, pilot-
tested, verbal semistructured interviews were administered via in-person or audio-visual
communication to 10 patient informants from a traditional maternal health office and 10 patient
informants from a midwifery practice. A total of 22 patient interviews were completed from
August to November 2022, which included two pilot interviews with a patient from each
location. Semistructured interviews allow the researcher to explore participants’ perceptions of
their experiences (Evans & Lewis, 2018). The interview process provided the opportunity for
individuals to tell stories about their lived experiences with contextual meaning that elicits
interpretation by the researcher (Denzin, 2001; Dillard, 1982).

Semistructured interview questions are designed to explore patients’ experience with
PNC and their perception of the quality of care they received. The interview questions originate
from a recent similar qualitative study on mothers’ experience with facility-based maternal
healthcare in Ethiopia (Hagaman et al., 2022; see Appendix B). Semistructured interview
questions aim to elicit information about mothers’ experiences of their most recent pregnancy
and delivery, focusing on various domains of healthcare satisfaction including staff interactions
(communication, skill, trust), services (type, quality, privacy), and facility (cleanliness,
equipment, distance; Hagaman et al., 2022). The Donabedian (1966) Framework on the patients’
perspective of the quality of care informs the research questions. To contextualize expectations
for healthcare services and subsequently, healthcare satisfaction, the interview questions are

designed to explore women’s past delivery experiences, their recommendations for service
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quality improvement, and influences in their social and community network that shaped their use
of their chosen maternal care modality (Hagaman et al., 2022). Perceived satisfaction with
quality of care was assessed by asking participants if they would use their maternal care facility
in the future and/or recommend maternal care services to women they knew.
Interview Protocol
The interview introductory protocol is adapted from a student toolkit from the National
Center for Postsecondary Improvement (NCPI, 2003):
To facilitate our note-taking, we would like to audio record our conversations today.
Please sign the release form. For your information, only researchers on the project will be
privy to the tapes, which will eventually be destroyed after they are transcribed. In
addition, you must sign a form devised to meet our human subject requirements.
Essentially, this document states that: (1) all information will be held confidential, (2)
your participation is voluntary and you may stop at any time if you feel uncomfortable,
and (3) we do not intend to inflict any harm. Thank you for agreeing to participate.

We have planned this interview to last no longer than one hour. During this time,
we have several questions that we would like to cover. If time begins to run short, it may
be necessary to interrupt you in order to push ahead and complete this line of questioning.

You have been selected to speak with us today because you have been identified
as someone who has valuable information to share about your experience with maternal
healthcare. Our research project focuses on the improvement of the quality of maternal
healthcare, with particular interest in understanding what is important to women about

maternal healthcare. We are trying to learn more about the quality of maternal healthcare
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for Black women, and hopefully learn about healthcare practices that help improve the
quality of maternal healthcare for Black women. (p. 1)
Data Analysis

This qualitative grounded theory research data analysis was completed using thematic
analysis of data extracts from semistructured interviews. Thematic analysis is an appropriate
method of analysis for seeking to understand experiences (Kiger & Varpio, 2020). An inductive
approach was used to generate themes from the data to understand Black women’s perspective of
the quality of PNC. Themes were co-constructed meanings derived from the data to answer the
research questions about Black mothers’ perceptions of the quality of care (Kiger & Varpio,
2020). The benefit of using thematic analysis in this study was that it allowed the researcher,
from a constructionist perspective, to explore and co-construct meanings that Black women
create from their experience with PNC (Evans & Lewis, 2018). A combination of semantic and
latent coding was used in the thematic analysis through an iterative and recursive process.

The process of thematic analysis began with data collection and continue through the
transcription of voice recorded interviews, where codes, meanings, and themes were identified
and threaded through the reading and rereading of the transcription and interpretation of the data
(Evans & Lewis, 2018). The widely accepted six-step process for conducting thematic analysis
was utilized: to become familiar with data, generate initial codes, search for themes, review

themes, define and name themes, and produce a report (Kiger & Varpio, 2020).
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Chapter 4: Results

Chapter four includes a presentation and discussion of the study findings. The study aims
to explore Black women's experiences with maternal healthcare. More specifically, the study
highlights Black women’s experiences with two modalities of maternal healthcare, the traditional
medical model of care and the race-concordant midwifery care model. Amidst the increasing
maternal mortality rate in the United States that disproportionately affects Black women, there is
a continued need to better understand Black women’s experiences with maternal healthcare.
Therefore, this study aims to grapple with the contextual experiences and expectations that shape
Black women’s perception of the quality of care they receive from two different models of care.

A total of 22 Black mothers were interviewed for this study. Ten interviews came from
mothers who received maternal healthcare from a medical doctor and had a hospital birth. Ten
interviews came from mothers who received maternal healthcare care from a Black Certified
Nurse Midwife and had a home birth. One pilot interview from each group was included in the
total number of interviews. All the interviews were conducted via Zoom. Women shared stories
that provided insight into their experiences with two types of maternal healthcare practices and
their perception of the quality of care they received. Each participant shared 30- and 60-minute
narratives about their experiences with their pregnancy and childbirth care, occurring between 12
months to 6 years ago. Half of the women who experienced a hospital birth were first-time
mothers. Most women who had home births had one hospital birth before their home birth. The
average age of the women interviewed is 33. All women interviewed have college-level
education.

First, this chapter presents women’s descriptions of their maternal healthcare experiences.

It then describes the complex array of experiences that form women’s perception of the quality
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of maternal health they received. It was found that a woman’s overall satisfaction with care
received is mainly contingent on birth outcomes, interpersonal experiences with healthcare
providers, and women’s expectations of birth. For women who had hospital births, experiences
may have been perpetuated by tolerance for lower quality care, which seems to be a result of
women not adequately engaged with their healthcare providers. For women who had home
births, women’s experiences were overwhelmingly satisfactory, which matched their
expectations of birth and more sophisticated standards of care.

Semistructured interviews (see Appendix) were used to elicit mothers’ experiences with
their most recent pregnancy and birth, focusing on various domains of healthcare satisfaction,
including staff interactions (communications, skill, trust), services (type, quality, privacy), and
facility (cleanliness, equipment, distance) informed by the quality-of-care framework by
Donabedian (1966). Research findings generated themes that describe the in-depth experiences
of Black women during pregnancy, birth, and the type of maternal healthcare they received.

Constructivist grounded theory (Charmaz, 2008) is the methodology used to inform the
exploration of the data and understand Black women’s perception of quality of care from their
lived experiences with maternal healthcare. Given the interpretivist nature of constructivism and
its theoretical underpinnings of symbolic interactionism and constructivism (Gardner et al.,
2012), this approach provided an appropriate way to reflect, understand and extrapolate
knowledge about maternal healthcare from the experiences and perspective of Black women.

Research findings are presented in two groups, themes from the experiences of Black
mothers who had a hospital birth and themes from the experiences of Black mothers who had a
home birth with a race-concordant certified nurse midwife. Themes from each group were

organized into four sections that tie in with the interview question purposes to learn about:



89

1. Mother’s experience with pregnancy
2. What led the mother to utilize maternal healthcare at her facility (why, where, who)
3. How mother experienced maternal health services (access, space, staff, beliefs about
care)
4. Mother’s satisfaction with her maternal healthcare and future use
Themes for Mothers who had a Home Birth
1. Mother’s experience with pregnancy:
a. Pregnancy Challenges
b. Healthy Habits
c. Social Birth
d. Home birth Suspicions
e. Uneventful
2. What led the mother to utilize maternal healthcare at her facility (why, where, who)
a. Repeat the Experience
b. Social Media Influence
c. Accessibility
d. Personal Connection
e. Bad Experience with Hospital Birth
f. Mother’s Research
g. Freedom to have the Birth of Their Choice
3. How mother experienced maternal health services (access, space, staff, beliefs about
care)

a. Awvailability & Access



b. Mother Led Care
c. Normalization of Birth at Home
d. Consistent Care
e. Encouraging & Supportive Care
f. Good Quality Healthcare
g. Family Involvement
h. Preparation for Birth
i. Emotionally Fulfilling & Peaceful Birth
j. Personalized Care
k. Race-concordant Care
I. Positive Impact & Better Health Outcomes
4. Mother’s satisfaction with her maternal healthcare and future use
a. Exceedingly Satisfactory Midwifery Care
Themes for Mothers Who Had a Hospital Birth
1. Mother’s experience with pregnancy
a. Pregnancy as a Limitation
b. Excitement about Pregnancy and Baby
c. Fear, Worry, and Doubt
d. Doctor’s Directions
e. Husband and Mother’s Support
2. What led the mother to utilize maternal healthcare at her facility (why, where, who)

a. Insurance, Good Reviews, and Word of Mouth Recommendation
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3. How mother experienced maternal health services (access, space, staff, beliefs about
care)
a. Self-Advocacy and Resistance
b. Fast Appointments and Limited Knowledge
c. No Birth Plan
d. Complications with Medication
e. Great Doctors and Nurses
f. The hospital was Full
g. Nurse Hostility
h. Out-of-Control Labor
i. Negative Impacts of Care
j. “I cannot complain; we both came back alive.”
4. Mother’s satisfaction with her maternal healthcare and future use
a. Good overall care with areas that need improvement
Home Birth Mother’s Experience with Pregnancy
Pregnancy Challenges
Many women who had home births reported having a difficult pregnancy. Although all
women who had home births expressed overwhelmingly positive experiences with their care, it
did not necessarily mean that their pregnancy was absent from illness, stress, health challenges,
and pain. Mothers had a range of illnesses and stressors, including COVID-19, symphysis pubis
dysfunction, hyperemesis, gestational diabetes, signs of preterm labor, insomnia, childcare,

work, and relationship problems. This was an interesting observation because it speaks to the
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feasibility of women still having a desirable experience of maternal healthcare and birth, despite
having risk factors in pregnancy.

One mother described her pregnancy challenges: "Having COVID while pregnant was
isolating and emotionally challenging.” A second mother reported, “My pregnancy was difficult.
| had SPD (symphysis pubis dysfunction), and it was getting worse, but | continued to dance and
yoga throughout the pregnancy.” A third mother described her pregnancy experience: "l was
busy with three other children and working while pregnant.”

Healthy Habits

Findings show that mothers who received care from a midwife used pregnancy as a time
to start healthy practices and traditions. For example, one mother said, “I was diagnosed with
gestational diabetes, so | had to prick myself daily and exercise. | started swimming every week
at the YMCA.” Other women reported starting a healthy diet and doing regular exercises, like
dancing, walking, and yoga. They also reported engaging in mindfulness traditions during
pregnancy, like planting a tree and incorporating holistic measures to treat discomfort in
pregnancy rather than using medicine. Another healthy practice that women who used midwives
started during pregnancy was mental health therapy, which was encouraged by the midwife. One
mother said:

When | met with my midwife, we talked about more than just my pregnancy. Talking to

my midwife was like talking to family. We talked about my personal life, and whatever

was going on in my life at the moment. | was going through difficult times in my

personal life, and she told me to see a therapist, and | did.

Social Birth
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Women who used a midwife and had a home birth felt very strongly about the
importance of having family and friends involved with their pregnancy and birth experience.
Some women reported wanting a home birth because they wanted their family to be present for
the birth. All women with home birth reported that family members, friends, and significant
others accompanied them to their prenatal visits at least once. Most women involved their
husbands and children in their prenatal appointments and birth. Mothers expressed a deep
appreciation for family involvement in pregnancy and birth care. Many reported their desire to
experience birth as a collective celebration. Multiple mothers planned a birthday party in the
same house where they also planned to give birth while having family witness the birth. One
mother described her birth plan as an open invitation to all her friends and relatives. These
mothers reported being happy to have shared their birth experiences with their families.

Home birth mothers reported that they did not feel pressured by family and friends to use
the hospital for the birth. They reported that they felt their birth desires were respected by their
family and friends. Home-birthing mothers described their pregnancy experience as feeling
reassured, supported, and affirmed by their friends and family for their birth choices. One mother
said, “Birth was a meaningfully profound experience for the women in my family.” Another
mother detailed, “There were tears in everyone's eyes to see a birth happen so close.” A third
mother described, “Birth was a bonding experience for my family.”

Home Birth Suspicions

Mothers who received midwifery care reported having experienced some level of
curiosity from family and friends about their decision to have a home birth. Some mothers
reported that their family and friends felt apprehensive and questioned their choice to have a

home birth. One mother reported receiving a lot of negative feedback from the public on social
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media after posting a video of her home birth with hip-hop music. Another mother reported, “I
was happy to answer questions and inform others about home birth.” Notably, most home-birth
mothers reported feeling supported by their family and friends for planning a home birth.
Uneventful

Pregnancy was uneventful, healthy, and comfortable for several mothers who had a home
birth. One mother reported, “I was excited to be pregnant because I love giving birth.” Another
mother said, “I was working from home while pregnant, which was nice. It was comfortable to
be home.” Most mothers reported being healthy and able to continue their regular activities, such
as caring for other children, working, exercising, and taking care of the household while
pregnant. One mother reported, “I danced and did yoga throughout my pregnancy. I also had to
take care of three other children.”
What Led Mother to Utilize Maternal Healthcare at her Facility (why, where, who)
Repeat the Experience

Mothers who chose midwifery care and home birth reported doing so mainly because
they had used a midwife and had previously had a home birth. These mothers reported being
happy with the care they experienced and thus wanted to repeat the experience with the same
healthcare provider. Some mothers expressed their desire to continue to use midwifery services
for healthcare needs beyond pregnancy and birth. One mother stated, “I used the same midwife
for my previous birth.” Another mother said, “After having an unassisted birth at home, | never
wanted to go back to a hospital.” A third mother stated, “I was happy with the care I received
from the midwife.”

Social Media Influence
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When asked about what led mothers to choose midwifery care, several mothers stated
that their midwife influenced them on a social media platform. One mother reported:

| followed my midwife on Instagram before becoming pregnant. After becoming

pregnant, | found out that she was in my area, so | reached out to her about pregnancy

care. We had an interview first, and I loved her immediately.
Another mother reported having felt a connection to the midwife’s Instagram page as the impetus
to soliciting care from her.
Accessibility

Mothers who had a home birth reported that a reason for choosing midwifery care was
the accessibility of midwifery care and home birth. Mothers reported that they chose their
midwife because the midwife was close. In addition to being local, another aspect of accessibility
that played a role in why mothers had chosen their midwife was affordability. Several mothers
reported that having a home birth was more affordable than having a baby in a hospital. One
mother stated, “Having a baby at home was more affordable than having a baby in a hospital.”
Personal Connection

The more significant part of mothers who utilized midwifery care reported a personal
connection with their midwife. One mother expressed, “I felt that meeting my midwife was
divine placement.” Another mother stated, “When I met her, I loved her midwife immediately.”
All mothers reported that the care they received from their midwife was personal. Having a race-
concordant midwife added to the personal connection mothers reported with their midwife. One
mother stated, “I immediately felt drawn to a Black midwife.”

Bad Experience with Hospital Birth
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A history of poor hospital birth experience was why most mothers sought an alternative
option in maternal healthcare with midwifery care and home birth. Mothers reported that a
previous bad experience with medical care and hospital birth was the driving force in their desire
for a different birth experience. Mothers chose midwifery care and home birth to have a better
birth experience. The single most prominent reason mothers choose midwifery care, and home
birth was their bad experience with a hospital birth.

The disappointment with medical doctors and hospital birth stemmed from the mother’s
previous negative experiences. Some negative experiences include inconsistent care when under
the care of multiple doctors and hospital restrictions with family at birth. Mothers reported other
negative experiences as having a traumatic birth, not feeling heard by their doctor, having a long
wait time, and receiving impersonal care. Mothers also reported feeling rushed and pressured by
their medical doctors while in the hospital.

One mother who reported having had a traumatic hospitalized birth with her first child
described being overly medicated, feeling drunk, and not understanding what was happening
during her hospital birth. She stated that she felt driven to have a cesarean section and that she
could not hold her baby after her child's birth. This mother stated, “I felt rushed and pushed to
have a c-section because I couldn’t push fast enough with the epidural. I felt I could not do it, so
| had to have a c-section.” After having a traumatic birth experience, she knew that she wanted to
have a different birth experience, which is how she came to midwifery care and home birth.
Mother’s Research

Mothers who experienced midwifery care and home birth reported choosing this type of
healthcare due to doing their research while searching for different birth options. They reported

that after researching different ways to give birth, they realized they wanted a water birth. One
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mother reported that she was introduced to the idea of home birth by the doula she utilized for
the previous hospital birth. Another mother verbalized that after researching alternative birth
options, she found a midwife who led her to the home birth option. In general, most mothers
researched different options for maternal care and birth experience, and their research led them
to midwifery care and, subsequently, a home birth.
Freedom to Have the Birth of Their Choice

The final theme that stemmed from interview questions to understand what led Black
mothers to midwifery care and home birth was the freedom to have the type of birth experience
of their choice without restrictions. Mothers who had a home birth expressed that they knew
what they wanted their birth experience to be like and chose a midwife to fulfill their birth plans
without limitations. One example is a mother who stated, “I liked that the midwife had a hands-
off approach. With no disrespect to my midwife, actually, with all respect to my midwife, she
wasn’t a big part of my birth story, and that’s exactly what I wanted.” This statement highlights
this mother’s desire to have complete autonomy and control of her birth while having herself, her
baby, and her family at the center of her birth experience. Another mother stated that she wanted
her friends and family involved in her birth, and having a home birth allowed her to have anyone
she wanted present at birth. A third mother reported that she always wanted a home birth.

Mothers who chose midwifery care expressed intentionality about creating the birth
experience they wanted. These mothers had set expectations of what they wanted for their
pregnancy and birth experience. In other words, these mothers identified what they valued. They
desired their pregnancy and birth experience, such as having family involved, birthing at home,

having a water birth, and wanting a different experience from hospital birth. Within these
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established values was having a race-concordant midwife. One mother shared that having a
midwife of color was of great importance to her and her family.

How Mothers Experienced Maternal Health Services

Availability and Access

Mothers who utilized midwifery care reported having direct access to their midwife
through telephone calls and text messaging. They reported that their midwife was always
available and quickly responded to answer their questions, listen to them and offer help at any
time and day. When mothers needed a midwife because they saw signs of labor, the midwife’s
response time and arrival were quick and intuitive. One mother reported that her midwife had
already been parked outside her house waiting for the call. Some mothers reported that the
midwife responded quickly to their call and arrived just in time for the birth. One mother said her
midwife had been waiting for her call all night. Another mother reported that she did not need
much from her midwife but knew that her midwife was always available and easily accessible
within close distance when needed for labor and birth.

Examples of the ease of access to midwives were depicted in mothers' statements in this
study. One mother said, “The midwife arrived within an hour after starting active labor.”
Another mother stated, “Once I called to tell her that I was in labor, she was on her way.” A third
mother said, “Appointments with my midwife were like a regular doctor’s office without waiting
in the lobby. When | came in for my appointment, | had the whole office to myself, and the
midwife was waiting on me.” A fourth mother stated, “I can call or text anytime, and my
midwife will listen.”

Mother Led Care
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Findings show that midwifery care is mother-led and mother-focused. Midwives honor
the mother's birth choices without being subjected to the same restrictions they previously
experienced when birthing in the hospital. Mothers felt that with midwifery care, they did not
feel forced or pressured into anything. One mother reported that her midwife supported her
desire to be induced naturally. Another mother said she loved that her midwife allowed her to
have the birth of her choice. Most mothers reported that they felt encouraged by their midwife to
make their own choices in their care and birth plan. All mothers reported that their midwives
allowed them to labor wherever they wanted, like in the toilet, tub, shower, kitchen, and
bedroom.

Midwives also supported mothers’ choice to have family and friends present and
involved with pregnancy care and birth. One mother reported that she did not like much attention
and wanted to labor and birth primarily on her own. As a result, the midwife was mainly hands-
off and quiet, only doing the necessary checks. Many mothers stated that they felt autonomous
and able to direct their care and the level of interaction they wanted with their midwife. One
mother stated, “It was good to have control over my birthing experience.” Midwives asked
mothers to direct when they felt ready to push, and mothers felt they transitioned through the
processes of labor and birth when they felt ready. One mother stated, “Everything with the birth
was going with the flow.”

Normalization of Birth at Home

Testimonies from mothers who had a birth at home revealed that receiving maternal
healthcare at home normalizes pregnancy and birth experiences. Mothers described the space
they received to care for their pregnancy and birth at home as comfortable, familiar, safe, free

from hospital restrictions and rules and a place where they felt free to move around. They also
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reported that laboring at home allowed them to stay occupied and distracted with activities of
daily living like cooking and taking care of their children. Mothers expressed how much they
loved birthing in their tubs, being surrounded by family, and moving freely while in labor in the
safety of their homes.

Mothers detailed how they created their therapeutic milieu to prepare for birth at home.
One mother lit candles around her tub, and another posted words of affirmation in her shower.
Other mothers played the music of their choice to make birth fun or relax. One mother stated that
being at home during birth offered distraction with things to do during labor. Multiple mothers
reported receiving care at home surrounded by family normalized the experience. Mothers
expressed that when birthing at home, they had no fears or worries and felt safe and secure
because the people who joined them at their home birth were trusted and had their best interest in
mind.

In addition to a safe and comfortable place to give birth, part of the normalization of birth
during a home birth is that it provides an easy transition for mothers to return to regular life
activities after giving birth. Mothers reported that after giving birth, their midwife helped them
move from the place of birth, such as the tub, to their bedroom. Midwives also assisted with
feeding the family and ensuring the house was clean. Mothers reported that the comfort and
security they felt at home facilitated their body’s ability to release and do what it had to do
without pressure.

Mothers had the freedom to birth how they wanted to at home. Some mothers wanted an
intimate birth experience, while others wanted a birth celebration involving many friends and
family. While every birth experience was unique, most mothers reported that their midwife

played a role in making them feel supported, safe and comfortable. Mothers who sometimes had
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to visit the midwife’s office for pregnancy care reported feeling comfortable and inspired in her
office space. One mother reported that she looked forward to going to her midwife’s office
because it was amazing, filled with beautiful Black art, and felt like a getaway.
Consistent Care

With midwifery care, mothers appreciated the benefits of having a consistent maternal
healthcare provider. One mother stated, “I saw the same midwife and midwife-partner through
my pregnancy and birth.” All mothers shared this same sentiment and expressed that they had a
good rapport with their midwives. Mothers felt familiar with their midwife, and most reported
that their midwife was as close to them as family. The midwife provided the full range of care
for pregnancy and birth. All mothers reported receiving care from a personal care team that
consisted of their midwife, some had a birth assistant or a second midwife, and others had a
doula. Mothers who had a doula reported that doulas also provided consistent care throughout
the pregnancy and birth, enhancing the birth experience.
Encouraging and Supportive Care

A salient theme about the care from midwives has to do with how encouraging midwives
were for mothers. Mothers reported feeling encouraged by their midwives throughout their
pregnancy care, especially during labor. Several mothers reported a similar sentiment to a mother
who said, “She never told me how dilated I was, but I appreciated that because it kept me
encouraged.” Mothers consistently reported feeling that their midwife’s approach of not
informing them about how dilated they were during labor helped keep them encouraged.

Another mother stated, “She gave me all the information I needed but never decided for
me. When I asked her what to do, she always wanted me to make my own decisions.” Midwives

encouraged the mothers to take charge of decisions about their care. Midwives also encouraged
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mothers to form healthy habits and care for their mental health. Mothers felt continuously
encouraged and reassured by their midwife during pregnancy and birth. One mother said, “I felt |
could give birth alone even if the midwife did not arrive on time.”

One mother reported that her midwife helped prevent her from giving up during labor.
Another mother stated that although she was without a significant other, her midwife supported
her. A third mother shared, “I felt seen, heard, and supported by my midwife. After every visit, I
felt that my midwife helped me.” A fourth mother stated, “The care from my midwife was
different from a doctor where I felt judged and unsupported.”

Good Quality Healthcare

In general, mothers reported having received quality medical care from their midwives.
Mothers trusted their midwife’s knowledge, skill, and competence. Mothers stated that their
midwife had all the necessary tools and equipment for pregnancy care and birth. One mother
shared that her midwife was very resourceful and always had a remedy available to give her.
Mothers reported having been well taken care of by their midwives. One mother stated, “My
midwife would check on my baby and me frequently and did not leave the house until we were
both stable.”

A mother stated that with midwifery care, she self-directed her care, and the level of
interaction with her midwife made her feel well cared for. Another mother expressed that she did
not feel that midwifery care was subpar to doctor's care. She felt that her midwife had everything
needed for care at home, just like a doctor’s office. Mothers completely trusted that their
midwife would inform them if there were anything unsafe about the pregnancy or birth at home.
All midwifery care recipients felt they received overall good quality care from their midwife

during their pregnancy and home birth.
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Family Involvement

With their midwives' support, mothers had their families involved in their prenatal and
birth care. They were having families involved in the care provided mothers with added
encouragement and support. Mothers reported that families ensured that they received good care
from their midwives. For example, one mother reported, “My mother is top tier, and she made
sure | had everything I needed during my birth.” Another mother stated that it was nice not to be
alone. A third mother expressed gratitude for having her support system present: "'l was so
thankful to have my family at my birth because they did not let me give up.” Multiple mothers
reported being intentional about having their children witness and participate in their birth.
Prepared for Birth

Feeling prepared for birth was a theme connected to mothers who gave birth at home.
Mothers reported that their midwife prepared them for their home birth. When family members
were involved in maternal care, everyone was comfortable and prepared for the home birth.
Mothers reported that the home birth did not come as a surprise even for children because
everything had been explained to them with anticipatory guidance. Mothers reported they felt
reassured if they happened to give birth before the midwife’s arrival because midwives had
prepared them for such a scenario. One mother stated that having their family involved with
pregnancy care gave them a better understanding of what would happen during birth.

Communication with the midwife helped mothers and their families learn, stay informed,
and ultimately prepare for birth. One mother expressed that communication with the midwife
was kind, honest, informative, and not pushy. Most mothers stated that their midwife gave them

all the information and answers to their questions. One mother stated, “I felt fully informed by
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my midwife about the risk of having a home birth. She did not sugarcoat anything. I know that
giving birth is dangerous.”
Emotionally Fulfilling and Peaceful Birth

One of the hallmarks of midwifery care and home birth is the overwhelming amount of
positive emotions that the experience cultivates. All mothers reported that the birth experience at
home was emotionally fulfilling and self-actualizing. Most mothers described their home birth as
peaceful and surrounded by love. One mother recalled that her maternal health care felt great,
and she had an amazing birth experience. Another mother described the atmosphere during her
birth as, “Had no fighting, no arguments, no bad energy.” Several mothers felt a sense of
accomplishment after having a home birth.
Personalized Care

The most salient theme about midwifery care and home birth is the mothers’ experiences
of personalized care. According to mothers who experienced a home birth, midwifery care is
personal. Mothers felt seen, heard, and understood by their midwives. Most mothers reported
that visits with the midwife were lengthy and the care was holistic, meaning that the midwife
cared for their mental, emotional and physical health. Mothers reported that they felt their
midwife knew them personally, making the mother and their families comfortable with the
midwife. Mothers reported that they felt helped by the midwife after consultations.

One mother reported that she felt seen by the midwife as an individual outside of
pregnancy. Consultations with the midwife involved conversations about other topics, needs, and
concerns beyond pregnancy. One mother stated that the midwife talked about things going on in

her life. A second mother reported that her midwife helped her on a personal level. Midwives
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encouraged therapy, and mothers felt their midwives imparted valuable information during their
appointments.

Mothers experienced personalized care from midwives and described having aligned
values with their midwives. Mothers believed that their midwife had their best interest in mind.
A mother stated that with midwifery care, “I never felt like a patient. Calling the midwife felt
like calling my own mother.” Mothers felt a personal connection to their midwives and felt their
care was personalized. One mother stated, “my appointments never felt scripted, like doctor’s
appointments. | never felt rushed. The appointments lasted about an hour, sometimes 30 minutes,
and sometimes longer and always ended organically.” Mothers felt free to discuss whatever they
wanted, including life stressors and emotional needs.

Race-concordant Care

All mothers reported having felt more comfortable because their midwife was race-
concordant. Mothers expressed their importance in receiving care from a midwife who shared
their same racial identity. One woman stated, “I felt she cared and meant no harm because she
was African American, and that was important for me.” Another mother reported that reading
stories about women of color still not being heard in hospital settings made it vital for her as a
woman of color to be heard and feel safe with her maternal healthcare. A third mother shared, “I
felt way more comfortable because my midwife was African American.”

Positive Impact and Better Outcomes

All mothers reported that midwifery care positively impacted their birth experience.

Mothers reported that having a home birth made their birth quick, easy, organic (going with the

flow), peaceful, and enjoyable. Most mothers felt encouraged and prepared for their birth.
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Midwifery care involves learning for everyone involved in the care. In summary, women
reported that midwifery care was excellent.

Some mothers reported that their home birth was their easiest and quickest labor. One
mother stated, “My birth was hilarious and memorable for all.” A second mother reported that
she enjoyed her birth with her family, celebrating a birthday while listening to the music of her
choice. A third mother stated, “My birth was a blast and fun for everyone involved.” All mothers
reported having had a pleasant experience with their home birth. While some described their
home birth as fun, others described it as peaceful, but all reported that giving birth at home met
their birth expectations.

Some positive impacts midwifery care had on mothers were giving birth to a baby with a
healthier birth weight and having no vaginal lacerations. One mother stated, “My midwife
recommended that | increase the protein in my diet because with my first birth in the hospital, |
had a vaginal laceration. And with my home birth, even though | had a heavier baby, I did not
tear.” Mothers reported feeling confident in their body’s natural ability to give birth due to
midwifery care. Midwifery care helped mothers feel empowered and inspired to help other
mothers have a better birth experience. Some mothers reported, “I even had a better
breastfeeding experience after having a home birth.” In all, midwives helped women fortify trust
in their bodies and improve their health outcomes and birth experience.

Mother’s Satisfaction With Her Maternal Healthcare and Future Use Exceedingly
Satisfactory Midwifery Care

All mothers who received midwifery care reported complete satisfaction with the care
they received and recommended midwifery care to others. One mother stated that she
recommends a midwife to anyone who wants a homebirth. A second mother stated that every

woman deserves her experience. All women in this study highly recommended midwifery care.
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No identified areas of improvement were reported by mothers who used midwifery care.
One mother stated that she would not change anything about the care she received. Many
mothers reported that there was no way their care could have been made better. Some mothers
reported that their midwife exceeded every expectation.

All mothers in this group reported that they would use their midwife again for future
births. Some mothers expressed their desire to continue to utilize midwifery care for healthcare
needs outside of pregnancy. Most mothers reported staying connected with their midwife even
after birth and postpartum care. Some women stated they still have access to their midwife for
health questions beyond pregnancy.

All mothers reported complete satisfaction with midwifery care. Mothers expressed how
much they loved the care they received. One mother stated that she never doubted her decision to
have a midwife. Many mothers reported that their midwife is the best and that because they
received the best care, they had the best experience with pregnancy and birth. One mother stated
that midwifery care was what she needed. A second mother wrote that she wanted a home birth
and her midwife helped her have it. Findings from this study show that midwifery care met the
needs and expectations of all mothers.

Most mothers verbalized their appreciation for having a race-concordant midwife. One
mother stated that she would appreciate it if the backup midwife was also a Black woman if her
midwife had not been present for her birth. This statement highlights how important it was for
this mother to have race-concordant care. Many other mothers shared this sentiment about their
value and appreciation for their race-concordant midwife.

Hospital Birth Mothers’ Experience with Pregnancy

Pregnancy as a Limitation
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Pregnancy was described as painful, uncomfortable, and a limitation for some mothers
who had a hospital birth. When asked about her pregnancy experience, one mother stated,
“Horrible! I cried all day; I had terrible nausea.” Multiple mothers described their pregnancy as a
hindrance to their normal body functioning. One mother reported that her pregnancy was a
limitation and wanted her body back. Another mother stated that she felt restricted because of her
religious beliefs about pregnancy. This mother stated that if it were not for religion, she would
have had an abortion. A third mother reported feeling restricted in her activities and diet due to
pregnancy. A fourth mother reported that she felt restricted in her ability to receive care due to
feeling rushed and not having her symptoms and questions adequately addressed.

Excitement about Pregnancy and Baby

Pregnancy was described as good, happy, and uneventful for most mothers who had a
hospital birth. Mothers reported feeling excited that everything was going well and that it was
absent from adverse health events. Many mothers also reported excitement about finding out the
baby’s gender and wondering about the baby’s appearance. One mother reported that doing a
general reveal was her way of incorporating tradition into her pregnancy. Another mother
described her pregnancy traditions involved taking pictures and belly painting.

Worry, Fear, and Doubt

Mothers reported having had doubts about their medical doctor’s diagnosis and fear
surrounding their pregnancy. One mother reported being worried about her elevated blood
pressure. Another mother reported doubt about her doctor’s diagnosis of her baby’s gender.
Multiple mothers reported anxiety about returning home following birth because they felt rushed.
One mother stated, “I was also nervous because it would be a totally different hospital. I had

never been to this hospital to give birth.”
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Fear was a salient theme from mothers who had hospital births. Mothers reported being
afraid and worried about the outcome of their pregnancy. One mother stated, “I spent a lot of
time during my pregnancy listening to OBGYN tv shows discussing rare conditions in labor and
delivery and rare disabilities that affect children at birth, so | feared those things might happen to
me and my child.” Mothers reported being afraid of going to the hospital and not knowing what
to expect. One mother vividly depicted her fear while in the hospital with the following
statements:

While | was there | remember my chest feeling heavy like | couldn't breathe, and | was

already so scared. But | was trying not to be scared. | was trying to relax in my mind, so |

didn't even want to say anything about the fact that | was feeling like I couldn't breathe.
Doctor’s Directions

When asked about traditions and practices adopted during pregnancy, most mothers who
had hospital births reported that they did whatever the doctor told them to do. When asked about
her practices or restrictions during pregnancy, one mother stated, “I felt good. The doctor didn’t
give me any restrictions so I didn’t give myself any restrictions.” Two mothers reported making
healthy diet changes because of pregnancy. One mother reported being a smoker and stopped
smoking once she found out she was pregnant. One mother reported that she started pregnancy
yoga.

Husband and Mother’s Support

Most mothers who had a hospital birth reported that most of their support came from
their husbands and mothers. Hospital birth mothers felt supported by their mothers, who took
care of the cooking and cleaning of the house after they gave birth. Most mothers reported

feeling supported during pregnancy and birth by their husbands, who accompanied them to their



110

prenatal care appointments and cared for other children after birth. One mother reported that
because of her husband and mother’s help, she was given the space needed to be the sole
caretaker of the newborn baby.

What Led Mother to Utilize Maternal Healthcare at her Facility

Insurance, Good Reviews, and Word of Mouth Recommendation. For almost all
mothers with hospital birth, insurance was the determining factor for choosing the maternal
healthcare facility they utilized. This quote from one mother depicts what many other women
also shared, “So being in a new city, I didn’t know like where to go or who was a good doctor, so
| basically just picked one who was compatible with my insurance and thankfully it ended up
being a good doctor as far as the weekly appointments that I would go to.” For most women,
there were no additional factors that went into selecting maternal healthcare besides being in
network with their health insurance. Insurance dictated what medical facility and hospital all
mothers utilized for pregnancy and birth care.

Some mothers chose their maternal healthcare provider solely because they had previous
children with the doctor. A few mothers wanted consistent medical providers for their
pregnancies and birth care. However, even for mothers who expressed they wanted consistency
with medical providers, their doctors were also covered by their health insurance. No mothers
with hospital birth chose a medical doctor or hospital not covered by their health insurance.

Besides being covered by insurance, many mothers also reported that having good
reviews supported their choice of doctor. When asked about what led them to choose the
maternal healthcare facility they utilized, almost half of the mothers reported that they saw their

doctor had good reviews. Having good reviews validated their choice of a healthcare facility.
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Two mothers reported that besides being covered by health insurance and having good reviews,
they knew someone who had used the doctor and received a word-of-mouth recommendation.
How Mothers Experienced Maternal Health Services

Self Advocacy and Resistance. An important theme from the experiences of mothers
who utilized medical doctors and had a hospital birth was the need to advocate for themselves. In
both the medical office facility and the hospital setting, most mothers expressed situations where
they had to speak up for themselves, defend themselves, repeat themselves and demand the care
they needed. The need for self-advocacy was a theme that threaded through most of the
experiences shared by mothers who had hospital births.

One mother reported that because her doctor was not engaging, she needed to take the
lead in her care and always ask questions during her appointment; otherwise, she would not be
informed. Another mother shared that her doctor appointments were so fast that she learned to
adapt by writing her questions down and asking them quickly. A third mother reported having
had to ask again and strongly requested an appointment to be seen by her doctor while pregnant.

Many mothers reported experiencing resistance and disbelief by hospital nurses, which
required mothers to further self-advocate. Mothers reported they had to continuously explain
themselves to nurses in the hospital, ask questions, and demand to be heard. One mother stated
that hospital nurses gave her medication without informing her, and thus she had to continuously
ask the nurses to explain what they were doing to her. Another mother said she demanded to be
listened to about her birth plan. A third mother reported requesting the nurse to call her doctor
for intense labor pain.

One mother illustrated an example of the resistance she experienced from hospital nurses

and how she responded to it emotionally with self-advocacy:
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And | asked her. I said, you know, instead of doing that, why don't you just bring me a
pump for me to pump the milk and show you that I'm producing the milk that she's
drinking? Why don't you do that? Eventually, after all the fighting, because | was so
angry, and | was trying to hold myself back. And you know | was crying because | was so
mad, so mad because | started even thinking about how many women they must have
done that to. They discourage them from breastfeeding, you know, like telling them, you

know you can't produce, like so quick to do that, right? And they never even brought in a

lactation specialist. But you're quick to tell me, give her a formula.

Fast Appointments and Limited Knowledge. Many mothers reported that their prenatal
appointments were quick. Mothers described her pregnancy care doctor appointments as fast, in
and out, mechanical, scripted, and the same thing at every visit, which did not feel personal. One
mother stated that she felt her doctors only addressed the concerns of the moment that she
brought and nothing further. Mothers who reported their appointments were fast did not see this
as a negative but instead learned to adapt to it. One mother stated, “His appointments are fast, but
I appreciate less wait time than in other doctors' offices.” On the contrary, another mother stated
that she wished her appointments were an hour duration and received more validation from her
doctors.

Perhaps as a result of speedy medical consultations, many mothers also reported not
feeling prepared for birth. One mother reported not feeling well informed, educated, or prepared
because, although it was her third pregnancy, it all felt new. Another mother stated that she was
prepared for a vaginal birth but did not feel prepared for a cesarean section. A third mother

stated, “I did not expect all the swelling I had; I was not educated about that.”
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No Birth Plan. Most mothers who had a hospital birth did not have a birth plan. The only
mother who did have a birth plan stated that it was fluid and open to whatever may come. For
almost all women who had a hospital birth, their experience was inconsistent with what they
expected for their birth. Although most mothers did not have a formally established birth plan,
most mothers had expectations of what they envisioned their birth to be. However, many
mothers' hospital experiences differed from what they expected, and some expressed
disappointment. This mother’s quote is an excellent example of what she envisioned for her birth
was not what she experienced:

I wasn’t planning to take any painkillers or medication for it, but because I was already

feeling discouraged and not able to move from the bed, and not let my body go into

natural labor. They induced me, so at that point, I just went with the epidural. Yup, | went
with the medicated route, so my plans just fell through because | guess my birth plan
wasn’t really considered.

Complications with Medication. Several mothers reported experiencing some type of
complication due to the medication they received during their hospital birth. One mother
reported that she suffered complications due to her intravenous line not being able to be started
or maintained correctly. Another mother shared that the medication she was given in the hospital
caused her baby's heart rate to drop. A third mother reported that she suffered complications
from a bad reaction to the epidural that caused her panic attack.

Great Doctors and Nurses. All mothers, except for one, reported that they had great
doctors. Most mothers reported confidence in their doctors and believed they were
knowledgeable. Mothers reported that they appreciated their doctors’ quick responses. They

appreciated being able to call their doctors with questions and receive answers. One mother
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stated that she preferred that her doctor used analogies to explain things in the simplest form.
Another mother stated that she liked that her doctor’s office was organized, appointments were
made in advance, and the doctor had multiple office locations.

Regarding the hospital experience, all mothers reported that most nurses and doctors
were great. One mother detailed her experience with the doctor on call for her birth stating, “The
doctor on call happened to be very calm, didn't say much, and went with the flow. She seemed at
peace with anything and everything, which worked to my advantage.”

One mother shared that she had one lovely hospital nurse who listened to her birth plan
and was engaging. Another mother stated that she had one outstanding nurse who made her feel
comfortable and at ease and reassured her. A third mother shared that it was good to have the
same nurse for 12 hours, for labor, delivery, and postpartum care. A fourth mother stated, “The
check-in process at the hospital was smooth and fast, faster than | thought. Everyone was so
nice.”

The Hospital was Full. A common theme from mothers who had a hospital birth was
that the hospital was full. Mothers said they were made to wait for a bed to become available
after birth. One mother stated that she was in the hospital but wanted to go home. Another
mother shared that she was not allowed to walk around. Several mothers reported that there were
no rooms in the hospital, space was unavailable for them to transition from labor and delivery to
postpartum, and thus had to wait an extended amount of time. One mother stated, “In the
hospital, they did everything they were supposed to do, but they couldn’t move me to go where I
was supposed to go in postpartum because there was no space.”

Nurse Hostility. About half of the mothers who had a hospital birth reported hostility

from nurses. Mothers reported hostility in the form of poor service, lack of service, inappropriate
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comments, and microaggressions. One mother stated that her husband felt he was treated
differently by a nurse. This same mother also reported receiving unwelcoming comments and
remarks about her body type, which may have been microaggression. Another mother stated that
she felt a hospital nurse lacked empathy and humanity and did not assist a first-time mother. A
third mother reported disappointment because a nurse could not remember her baby’s name.

A mother reported her experience with subpar care from a nurse in the hospital in her
statements below:

| felt like it was negative about breastfeeding, and | felt so, like, disappointed because |

felt like you should push more from breastfeeding, but they were so quick they wheeled

in a bottle of formula, and I'm like, where are you going with that?

Out-of-Control Labor. Several mothers described their labor experience in the hospital
as painful and out of control. One mother stated, “Aside from the screaming and squirming and
kind of the desperation I felt in the moment that it was time for the baby to be born, most of it
was, I guess, uneventful.” Another mother reported that she felt horrible contractions and was
out of control. The most poignant description of the intensity of labor pains and the helplessness
experienced by mothers who gave birth in the hospital was given by this mother. She stated, “I
just remember thinking in my head there is no way my body could go through this and survive it.
The pain was unbearable.”

Negative Impacts of Care. When asked how the care they received impacted them or
their baby, several mothers detailed adverse sequelae from medical care and hospital birth. One
mother reported that as a result of her overly medicated hospital birth her baby was born stressed

with meconium staining and decelerations in her heart rate. Another mother stated that she
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started to scream and cry after she was told that she had no choice but to have a cesarean section.
When asked about her experience with maternal care at the hospital, one mother stated:

| thought it would be a little bit different. I was a little in shock and disappointed because

| thought, even though | was in the hospital, I thought it was going to be more of a natural

labor, or at least being able to be more mobile and move around my room. But as soon as
| got there, they pretty much wired me up, put an IV on, | had to stay in the bed, and I had
the monitor on my belly. | was just in bed for over 24 hours until I gave birth.

“I Cannot Complain; We Both Came Back Alive.” A more salient theme about the
impact of care received by mothers who had a hospital birth was a sense of complacency. Most
mothers reported positive impacts of care such as surviving the hospital and surgical birth.
Having a live birth was the ultimate marker of satisfaction with healthcare outcomes for mothers
with a hospital birth. As long as the baby was alive and well, that is what most mothers valued.
One mother stated that she was comfortable with the cesarean section if that was what she
needed. Another mother said she was relieved to give birth because her pregnancy was causing
severe pain. Lastly, a mother said she could not complain about her experience because she and
her baby both came back alive.

Mother’s Satisfaction With Her Maternal Healthcare and Future Use

Good Overall Care With Areas That Need Improvement. Most mothers who received
medical care and had a hospital birth reported good overall care. All mothers, except for two,
stated that they would use the same doctor in the future. Two mothers reported dissatisfaction
with their doctor’s care and thus would not utilize their service in the future. One of those
mothers stated that she would not use the same doctor because the doctor functioned with an

anxious mindset, was reactive, and would have rushed her into a cesarean section. The other
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mother said she would choose a Black doctor for her subsequent pregnancy. All mothers
reported that they would recommend their doctors to others.

Although all mothers reported having received overall good care from their doctors,
several mothers described areas of needed improvement. When asked about her overall care, one
mother responded, “I liked them. They weren’t like over the top, like yay, I love this place, but it
was not like, oh my God, I hate going there.”

Some of the improvements described by the mothers include having less wait time,
allowing mothers to move around in labor, providing personalized care, more engaging doctor
appointments, and explaining what would happen at the hospital. Several mothers wished they
were more educated about their birth experience. A couple of mothers said they wished for more
diversity in their healthcare staff. One mother reported wishing her birth experience was more of
a bonding experience with her husband.

Increasing availability was an area of improvement passively suggested by a mother with
this statement, “It was scary not to be able to schedule an appointment soon, but it didn't feel
terrible or irresponsible.” Another area of improvement was to increase the availability of female
medical providers, which was passively suggested by a mother who made this statement, “I only
wanted a female doctor, but was willing to tolerate a male doctor.” Finally, a mother reported

wishing her prenatal appointments were longer and engaging with her doctor.
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Chapter 5: Discussion, Application, and Conclusions

Chapter 5 contains a discussion of the research findings on the perceptions of the quality
of maternal healthcare of Black mothers. Discussions of the findings are divided into three parts
that address each research question. The clinical practice implications of the study are examined.
Limitations of this study, suggestions for future research, and contributions are also discussed.
Black Mothers’ Experiences of Maternal Healthcare

The purpose of this study was to describe the experience of Black women who
experienced maternal care from the traditional model of PNC and the experience of Black
women who experienced maternal care from the midwifery model of PNC with a race-
concordant midwife. The women in this study experienced maternal care from two models of
care, traditional medicine, and midwifery care. All women in this study reported overall good
quality care. For women who had a hospital birth, despite describing negative experiences, they
were satisfied with the care mainly because of the survival of the mother and baby. Mothers who
had midwifery care reported excellent quality of care with no reported areas of improvement.
The findings from this study demonstrate the complexity of Black women’s experiences and
perceptions of the quality of care. Findings have significant implications for clinical practice and
future research.

Constructivist grounded theory, the methodology for this study, provided an approach to
understanding and exploring the meaning of quality of care through the perspective of Black
mothers. Grounded theory guided this investigation of the human experience of maternal
healthcare from the perspective of Black women. This study provides a deeper understanding of

what it was like to experience obstetrical and race-concordant midwifery care for Black mothers.
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Many themes emerged from the narratives about the lived experience of Black women with
maternal healthcare.

For Black mothers who experienced race-concordant midwifery care, themes were:
Availability and Access, Mother Led Care, Normalization of Birth at Home, Consistent Care,
Encouraging and Supportive Care, Good Quality Healthcare, Family Involvement, Preparation
for Birth, Emotionally Fulfilling and Peaceful Birth, Personalized Care, Race-concordant Care,
Positive Impact and Better Health Outcomes.

For Black mothers who experienced traditional medical care, themes were: Self
Advocacy and Resistance, Fast Appointments and Limited Knowledge, No Birth Plan,
Complications with Medication, Great Doctors and Nurses, Hospital was Full, Nurse Hostility,
Out-of-Control Labor, Negative Impacts of Care and “I cannot complain; we both came back
alive.”

This study elicited birth narratives and perceptions of quality of care from 20 Black
women who gave birth at home or in a hospital. Women who gave birth at home received
pregnancy and birth care from a Black Certified Nurse Midwife using the midwifery model of
care. Women who gave birth in the hospital received care from an obstetrician using the
traditional medical model of care. For women in this study who had a hospital birth, the survival
of the mother and baby was the most prominent factor in their evaluation of the quality of care.
For women in this study who had a home birth, having personalized care, autonomy, and family
involvement was vital for positive birth experiences and quality of care.

The women in this study did not experience difficulty in accessing prenatal care as they
all were covered by health insurance. For women who experienced the traditional medical model

of PNC, the selection of healthcare providers mainly dictated their health insurance. They
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believed that they received good care for their pregnancies and births even though they expressed
concerning experiences during their hospitalization and prenatal care. Some mothers experienced
distrust and disengagement with their health providers. They also experienced hostility and
disappointment in the hospital. Their PNC appointments were fast and many omitted the
education that women needed to be prepared for birth. The findings of this study suggest that
Black women within the traditional medical healthcare system are still at risk for poor quality
maternal healthcare experiences.

Women who experienced race-concordant midwifery care did not express any concerns
with their PNC and home birth. They expressed complete satisfaction with care that was holistic,
personal, family-centered, accessible, and efficient. Even with more sophisticated expectations of
PNC and birth experience, these mothers reported complete satisfaction with no areas of
improvement. The findings of this study suggest that race-concordant midwifery care can
improve the quality of care for Black mothers and thus may help improve health equity and
racial disparities in maternal healthcare.

Discussion of Findings for Research Question 1

The women from this study who received care via the traditional medical model
described the care as overall good. However, these women also experienced provider
disengagement, lack of information, decreased accessibility to their doctors, and poor quality
care (e.g., knowledge deficit, no space in the hospital, medical complications, and hostile
nurses). Although women express satisfaction with care, they highlight simultaneous negative
experiences (e.g., disappointment, anger, mistrust, fear, and microaggressions) and empowering

ones (confidence in doctors, having great doctors, good care, and family support).
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Women who obtained care from medical doctors described maternal and infant survival
as a priority over poor experiential care and mistreatment. Social support from family, access to
healthcare, communication with doctors, comfortable healthcare facilities, and friendly nurses
enhanced women’s experience and subsequent evaluation of the quality of care.

For women who experienced the medical model of care, findings about their perception
of the quality of care show that their appraisal benchmark is low. Their expectations of care
show that as long as there were no deaths, they perceived that the care they received was
acceptable. Findings show that these mothers were willing to adapt to undesirable aspects of
their medical care. For example, a mother complaining that her medical appointments were fast
said, “He works fast, but I appreciate less wait time than in other doctors' offices.” A mother who
stated that she only wanted care from a female doctor stated that she would conform with a male
doctor “if it were God's will for it to happen that way.” Lastly, a mother complaining that the
doctor omitted information during appointments stated that she adapted by taking the lead and
asking more questions during her appointments. This mother also reported that she had to
diagnose herself many times by looking up her symptoms on Google.

Findings show that most women who had hospital births show up for pregnancy and birth
care seemingly desultory and accepting of the care they receive with tolerance for the negative
experiences. Women's feelings about their hospital birth experience include unawareness, fear,
anger, overly medicated, discouragement, resistance, disappointment, and hopelessness.
However, mothers mainly reported having experienced overall good care, which is conflicting. It
is also conflicting that although most mothers who had a hospital birth reported that hospital

nurses were friendly and took great care of them, findings show they experienced hostility from
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nurses in the hospital. Half of the mothers experienced some extent of resistance, disbelief, poor
care, lack of empathy, discrimination, and micro-aggression from a hospital nurse.

This study found that for mothers with low standards for quality of care, such as the
mothers who had hospital births, the cultural capital given to medical doctors and hospitals strips
mothers of the agency to expect more than the bare minimum. The tolerance for poor quality
care seen in Black mothers' experiences in this study is consistent with findings from qualitative
research on Black women’s experience with maternal healthcare in Ethiopia (Hagaman et al.,
2022). Hagaman et al. (2022) found that although women experienced disrespect and neglect
from their maternal healthcare providers while receiving care in dilapidated facilities, they
reported having a positive birth experience mainly because of maternal and infant survival and
safety.

Literature on mothers’ perception of the quality of maternal healthcare reveals the
importance of maternal and infant survival in mothers’ reports of satisfaction with maternal care
(McClure et al., 2007). Mothers who survive obstetric emergencies tend to associate survival
with adequate care (Cham et al., 2009). Women with low expectations of maternal healthcare
experiences drive high-quality care appraisals (Roder-DeWan et al., 2019). Women tend to
dismiss, excuse, or ignore disrespectful or abusive care and report satisfaction with care when
birth results in a living mother and baby (Hagaman et al., 2022).

The women in this study received PNC through the entirety of their pregnancy, which
reveals that Black women in this study deemed it important to seek out and obtain PNC. This is
congruent with a study done by Canty (2020) that demonstrated that Black women understood
the importance of PNC. This finding also stands in contrast to studies that found Black women

are more likely to receive late, limited or lack PNC (Malik, 2000; Park et al., 2007). The women
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in this study who had a hospital birth had health insurance and did not experience barriers to
accessing healthcare, which is in line with findings by Canty (2020). This finding stands in
contrast to other studies that state Black women face barriers to PNC (Fyer et al., 2020; Johnson
et al., 2003; Oparah et al., 2017; Prather et al., 2018).
Clinical Practice Implications

In this study, Black mothers who experienced traditional medical care resulted with
findings that align with other research studies that have demonstrated that Black women tend to
receive poor-quality care for pregnancy and birth, and consequently are in need of improved
quality maternal care (Howell, 2018; Oparah et al., 2017; Pranther et al., 2018; Sakala et al.,
2018). Racial disparities in the quality of care can contribute to poor maternal health outcomes
(Howell, 2018). The overall improvement in the quality of PNC is likely to result in improved
maternal health outcomes for Black women (Howell, 2018). It is urgently vital to ensure high-
quality PNC as an effort to help eliminate maternal health racial disparities (Center for
Reproductive Rights, 2014).

Accounting for the perception of women is critical in the appraisal of quality
of care (Redshaw, et al., 2019). Similarly, this study highlights the importance of taking heed to
the perceptions of Black women to inform changes to improve the quality of care in maternal
healthcare for Black women. Findings from this study are in line with other studies that have
found that women want to feel respected by the healthcare staff, prefer a clean environment, and
expect their medical providers to be caring, competent and accessible (Michels, 2000). In line
with Hagaman et al. (2022), this study found that in order to empower Black mothers within the

traditional healthcare system, healthcare providers need to improve engagement with patients
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and increase the time for providing patient education and information sharing during healthcare
encounters.

Findings from this study show that Black women are terrorized in the hospital. The
hospital experience was described with hostility, neglect, resistance, and poor care from
healthcare staff by most Black mothers who experienced a hospital birth in this study. The
micro-aggressions, discrimination, neglect and poor care happening in the hospital need to be
acknowledged and addressed by the healthcare system. About 176 jurisdictions in the United
States (72 counties, 99 cities and townes, five states) have admitted to racism being the cause of
a public health crisis (Khazanchi et. al., 2021). Hospital systems, in particular, maternity units
within hospital systems in the United States ought to declare racism as a contributing factor to
the maternal health crisis and develop actionable steps towards anti-Black racism. Healthcare
staff need further training on quality care, identifying racial biases and exercising culturally
informed care.

During the COVID-19 pandemic, doctors nationwide were seen taking a knee in
solidarity with racial justice as they held up posters that read, “White coats for Black lives”
(WhiteCoats4BlackLives, 2022). However, since the pandemic, racial disparities maternal
mortality have worsened (Hart, 2022). Performative statements have proven invalid in making an
actual difference in maternal healthcare outcomes and experiences of Black women. Hospital
systems may need to be redesigned and restructured to produce better outcomes for all birthing
people in the United States, especially Black women. This study proposes that hospitals
dismantle the hierarchy that gives uncontested power to doctors, and build a healthcare system

that is diverse, patient centered, empathic, holistic and culturally informed. Medical providers
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within the traditional medical model of care may benefit from adopting principles of care from
the midwifery model of care.

Women in this study described fear related to the hospital, which further supports the
need to increase the education and empowerment of Black mothers to prepare for hospital births.
In the current healthcare system, Black mothers may not be encouraged to exhibit self-advocacy
in their care. The existing health system culture may reinforce disempowerment and
complacency with care by Black women (Hagaman et al., 2022).

There is something to be said about the choices that women make about their PNC and
birth. It is important to highlight the fact that women have a choice in their maternal healthcare
experience. In other words, it is important to empower women with their right to have a say in
their reproductive healthcare and the cultural capital to make decisions about their childbirth.
These are fundamental principles of reproductive justice (Ross, 2017). Findings from this study
support the need to advocate for the reproductive justice of Black women within the U.S
healthcare system. Women’s right to have control in their pregnancy care and birth experience is
core to reproductive justice (Ross, 2017). The mission to protect and enforce reproductive justice
in the United States as clinical practice implication is of particular importance today as the nation
grapples with the newly overturned Roe vs Wade legislation. Across the country women are
being revoked their rights to reproductive care. Therefore, it is of maximum importance, now
more than ever, to ensure reproductive justice for all women.

In addition to survival of hospital birth, mothers reported that interpersonal
communication with their doctors and nurses impacted their experience, though not necessarily
overall satisfaction with care. Mothers valued having their questions answered by doctors and the

access to call their doctors when they had questions. Mothers also reported having appreciated
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when nurses listened to their birth plans in the hospital. Friendliness and helpfulness from nurses
in the hospital also contributed to the reports of positive birth experiences. Mothers reported they
wanted more information and education from doctors and nurses about what was going to
happen in the hospital and their recovery process (i.e swelling after cesarean section). Mothers
wished that hospital nurses were more empathic and caring. Mothers also wanted more time
during their PNC appointments to engage with their doctors. Other interpersonal aspects of care,
such as decision-making and active participation in childbirth, were critical determinants of the
quality of care by Black mothers who had home births.

Structural elements also played a role in mothers’ assessment of the quality of care
received and their overall satisfaction. Mothers reported satisfaction with the medical office
space, including the cleanliness of exam rooms and bathrooms. They also expressed satisfaction
with being able to schedule appointments ahead of time, call the office to schedule appointments,
multiple medical office locations, and have the medical office close to home. These findings are
in line with other research that found that women prefer a clean environment, and expect their
medical providers to be caring, competent and accessible (Michels, 2000). The positive aspects
of care that Black mothers highlighted are essential contributions to the maternal care literature
given the current maternal health crisis that disproportionately affects Black mothers in the
United States.

All women who used the medical model of care reported satisfaction with the care and
most reported that they would use the service again in the future. This finding demonstrates how
women exercise their right to choose to use the medical model of care for their pregnancy and
birth. This choice deserves to be respected and supported. Although the decision to divest from

the traditional healthcare system and birth at home with midwives may result in improved quality
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of care, the midwife model of care may not be the personal choice of all Black women. It is
important to consider that some women may feel unsafe birthing at home and may believe that
birthing in a hospital is more safe and comfortable than at home. Some women may feel better
being taken care of by a medical doctor over a midwife. One mother reported frustration about
her doctor asking for her opinion when she would rather have the doctor give her
recommendations.
Discussion of Findings for Research Question 2

For mothers with home births, the most salient factors that contributed to why mothers
experienced excellent care was having a personal connection with their midwife, personalized
care, holistic care, autonomy in healthcare, and family involvement. Most mothers reported that
having a race-concordant midwife was critical in obtaining a personal connection and
personalized care from their midwife. Mothers who received care from midwives had concrete
expectations about their PNC and birth experiences. A contributing factor to mothers' elevated
expectations of care was the motivation to have a different experience from what they had in the
hospital. After having a negative experience with a hospital birth, mothers wanted the freedom to
have the birth experience of their design and desire. The study highlights that women who had
home births with a race-concordant midwife described their experiences contextually with prior
hospital births. This expectation benchmarking shapes their expectations for birth and
constructed standards for quality care.

Interpersonal communication with midwives was a crucial component in mothers’
maternal care experience and overall excellent quality of care. Mothers spoke favorably about
being able to communicate with their midwife directly at any given time and day. They described

communicating with their midwife as they would communicate with a family member. This
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highlights the personal connection Black mothers experienced with their race-concordant
midwives. Mothers trusted midwives and felt comfortable. Visits with midwives were lengthy,
addressing various needs, and ended organically. This level of engagement with midwives
highlights the importance of holistic care to the perception of quality of care for Black mothers.
Mothers reported feeling seen, heard, understood, and well cared for by their race-concordant
midwife. Consultations with midwives involved more than a focus on the care for pregnancy.
Mothers felt that midwifery care was personal and personalized, attending to their unique
spiritual, emotional, and physical needs.

In addition to interpersonal communication with midwives, mothers valued having an
active role and being the lead decision-maker in their care. Shared decision-making and taking
an active role in care were significant determinants of the quality of care for Black home-birthing
mothers. Mothers valued the freedom of making decisions and orchestrating their birth
experience without restrictions. Having family involved, feeling safe at home, and having the
freedom to move at will were essential to building the exceptional birth experience that mothers
from this study were able to have at home. Peace, love, celebration, bonding, emotional support,
and encouragement were attributes of home births that certainly contributed to positive birth
experiences.

Clinical Practice Implications

Findings show that Black mothers who had home births with a race-concordant midwife
experienced excellent quality of care. For Black home-birthing mothers in this study, maternal
care experiences encompassed family involvement, hands-off birth assistance by midwives,
autonomy in care, leading decision-makers in care and the freedom to move in labor in the

comfort and safety of home. Mothers who received midwifery care demonstrated clear
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expectations about maternal care and desired birth experience. They demonstrated commitment
to meeting their maternal care expectations by researching alternative maternal care options,
vetting their midwife through a review of their social media page and establishing a birth plan.
These finds show that Black mothers received higher quality care from alternative maternal
healthcare providers such as midwives and doulas.

Findings from this study highlight the importance of race-concordant midwifery care for

Black mothers to experience high quality care for pregnancy and birth. Black midwives in this
study demonstrated the provision of high quality midwifery care to Black mothers. These
findings may help inform clinical practice implications to improve maternal healthcare for Black
mothers. The care provided by Black midwives to Black mothers exemplifies the philosophy of
midwifery care as established by the International Confederation of Midwifery (2014):

e Midwifery care is holistic and continuous in nature, grounded in an understanding of
the social, emotional, cultural, spiritual, psychological and physical experiences of
women.

e Midwifery care is emancipatory as it protects and enhances the health and social
status of women, and builds women's self confidence in their ability to cope with
childbirth.

e Midwifery care partners with women, recognizing the right to self-determination and
is respectful, personalized, continuous, and non-authoritarian. (p.2)

In this study, Black mothers who received race-concordant midwifery care described

their experience with maternal healthcare as holistic and personal while being autonomous,
having shared decision-making with their midwife, and having family involvement. Based on the

narratives from Black mothers in this study, the care from Black Certified Nurse Midwives
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evidenced to be authentically aligned with the Standards of Practice as established by the
American College of Nurse-Midwives (2022):
STANDARD Il
Midwifery Care Supports Individual Rights and Self-Determination and Respects Human
Dignity, Individuality, and Diversity.
The midwife:
1. Upholds and facilitates the autonomy of all people to make informed health care
decisions.
2. Demonstrates cultural humility and understanding of cultural safety, affirming the
dignity of all persons.
3. Supports self-determination and shared-decision making within the context of the
family, the community, and the health care setting.
4. Practices in accord with the Philosophy of the American College of Nurse-
Midwives and Code of Ethics.
STANDARD IV
Midwifery Care Occurs Within the Context of the Family, Community, History, and a
System of Health Care.
The midwife:
1. Demonstrates knowledge that the individual resides within a context of health
care, legal, structural, historical, psychological, economic, cultural, and family
dynamics that affect health, perceptions of care, outcomes of care, and

dissatisfaction with care.
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2. Engages with the individual, community, and other health professionals to
promote and improve health outcomes.

3. Promotes the involvement of support persons as a critical element of health care.
(p. 2)

Key findings from this study can help influence necessary changes to improve the quality
of maternal healthcare. Patient perception is an essential indicator for evaluating the quality of
care (Michels, 2000). This study demonstrates that Black women’s perceptions of the quality of
care based on their experiences in the maternal healthcare system is valuable to inform change.
To improve the quality of maternal care for Black women, it is important to understand how
Black women interpret and conceptualize high quality care. Of critical importance to the
improvement of quality care for Black women is for Black women to define what high quality of
care means to them. The narratives of Black women who used midwifery care in this study can
be used to extrapolate essential information about what Black women consider as valuable and
necessary in high quality maternal healthcare.

The findings in this study highlight that Black mothers can experience high quality care
for pregnancy and birth. Black midwives demonstrated to be exemplars in their provision of care
that aligns with the ACNM standards of practice, while being uniquely positioned to provide
higher quality care for Black mothers. This study finding is congruent with findings from a
previous study that found that patients identified that midwives of color were uniquely
positioned to provide high quality care to communities of color (Wren Serbin & Donelly, 2016).
Black midwives have demonstrated to be excellent and uniquely positioned to provide the

personalized care that Black women love. Simply stated, the nation needs more Black midwives.
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Black midwives are needed to represent the diverse patient population they serve and to provide
the benefits of race-concordant care to Black mothers.

Midwifery care, particularly Black midwifery care, is essential to the high-quality care
experienced by Black mothers in this study. Race-concordance between midwife and mother
facilitated the personal connection mothers felt towards their midwife. Therefore, it can be
concluded that race-concordant care was critical to the experience of high-quality, personalized
care that Black mothers received. The findings of this study are consistent with other study
findings that highlight that race-concordant care improves Black women's experience with health
care and healthcare outcomes (Greenwood et al., 2020; Jetty et al., 2022; Takeshita et al., 2020).

In this study, the term Black was used to include women of African descent, such as
Afro-Latina, African American and women who identify with the Black race. Half of the
research participants were Afro-Latina from the Dominican Republic and Puerto Rico. It is
important to note that there may be some core cultural differences between African Americans
and Afro-Latinas. However, in this study, one mother who identified as Black, Afro-Latina from
the Dominican Republic received care from a midwife who is Black and from Hati. This mother
boasted about the importance of having a Black midwife in her experience with the excellent
care she received. This mother did not report any cultural differences in the care she received.

Although this study did not find any areas of improvement with race-concordant
midwifery care, a consideration for future research would be to explore findings in the quality of
care when midwife and patient share the same culture. It is also important to note that many
Dominican and Puerto Rican mothers do not identify with the Black race. For this study, the

principal investigator found it challenging to recruit Black mothers who used the medical model
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of care because many Dominican and Puerto Rican mothers declined to participate because they
did not identify as Black.

A final key finding from this study is that it is not merely enough to have written
standards of practice. The issue with interventions against racial inequality in maternal
healthcare is not about what is written on paper, but what is done after words are on paper.
Evidence of care delivered as prescribed in the ACNM standards of practice is urgently
necessary for all women. The literature has shown that Black women tend to receive poor quality
care. This study emphasizes the need for equality in the delivery of high quality care. In other
words, this study supports the need for all women to receive the type of high quality care that
midwives are expected to provide, per their standards of practice.

Discussion of Findings for Research Question 3

Findings show that women who used medical doctors and women who used midwives
shared some expectations about maternal healthcare. Both groups of women found it essential to
have quick access to their medical providers. Access to medical providers was needed for urgent
questions, concerns, and signs of labor. Women in both groups expressed appreciation for having
access to their healthcare providers. In both study groups, women expressed the importance of
feeling comfortable with the care they receive. Women in both groups reported feeling confident
in their medical providers. Women who used a medical doctor reported feeling their doctors
were knowledgeable and confident in their care. Women who used midwives reported the same
confidence and trust in their midwife’s care. Findings also show that women from both
healthcare models expressed that having a quick birth is desirable.

Several women who had hospital births reported disappointment with their hospitalized

birth experience, and some even detailing what they wanted in their birth plan, shows that both
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women who use midwives and the medical model of care have expectations about their birth, or
some extent of a birth plan. The difference noted is that women who have hospital births seem to
lack the agency or cultural capital to enforce their birth plan or make the necessary efforts to
actualize their expectations. The lack of effort to enforce a birth plan or to meet desired birth
expectations may be due to women relinquishing their autonomy or reproductive rights as they
endow their doctors with it.

Pregnancy is a challenging experience for many women, whether they receive traditional
medical care or midwifery care. Several mothers in both groups reported to have experienced
physical and emotional difficulties while pregnant. Regardless of the type of care received,
pregnancy for about half of all women in this study presented an added stress. Even for women
who reported a healthy pregnancy, they stated that pregnancy was a time of adjustment to a
growing family. They also reported that the physiological changes of pregnancy made activities
of daily living like working a job, taking Kkids to school, and contracting a viral illness more
challenging.

The main difference between women who used midwifery care and women who used the
medical model, is how they interpreted the challenges of pregnancy. For women who used
midwifery care, the difficulties of pregnancy were perceived as manageable. For example, one
mother who reported worsening symphysis pubis dysfunction stated that she continued to do
yoga and dance through her pregnancy. A mother who reported being diagnosed with diabetes,
having to take care of children and dealing with a recent separation from her child’s father, also
reported having started regular exercises, weekly swimming lessons and meeting with a mental

health therapist, as advised by her midwife.
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On the contrary, women who used the medical model of care expressed hopelessness
when reporting their pregnancy difficulties. One mother said that her pregnancy was horrible
because of the persistent nausea and vomiting. She only found relief once her baby was born.
Another mother reported that she was relieved when her baby was born because it was the end of
her pain. A third mother stated she was glad to give birth because she wanted to have her body
back. Many women who had hospital births reported happiness to end the suffering brought on
by pregnancy.

Regardless of the PNC model used, all mothers value being treated kindly. Interpersonal
relationship with healthcare staff is an important element of quality of care for all mothers. This
is evident in the testimonies of women who reported how friendly and helpful the healthcare
personnel all were, including receptionists, medical assistants, nurses and doctors. Soft skills are
an important asset for PNC healthcare professionals in all levels and in both models of care.

Women who had home and hospital births had core differences in care expectations and
experiences. Women who had home births were intentional about having family involved with
pregnancy and birth care. On the other hand, women who had hospital births were content with
only having their husbands and mother at birth and during pregnancy care visits. Findings
showed that most women who had a hospital birth had a delivery date planned by the doctor.
They were told they had a specific time frame to go into labor spontaneously; otherwise, the
doctor would induce. Doctors instructed mothers when to go to the hospital to give birth, while
women who had home births instructed midwives when to arrive for their birth. Home birth
mothers decide when to inform the midwife and direct her to show up at their home for the birth.
In general, mothers who gave birth in hospitals did not show commitment to a dedicated birth

plan, while home-birth mothers elaborated on their plan and successfully executed it.
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Limitations

The limitations of this study are discussed in this section. Two major limitations were the
location of research participants who received care from a Black Certified Nurse Midwife and
the lack of home birth practicing Black Certified Nurse Midwives. Home birth participants gave
birth in three different states, California, Georgia, and New York. There were limitations in the
geographical location of the participants because there were not enough participants who gave
birth with assistance from the Black Certified Nurse Midwife in California, as initially planned.
Three home birth participants gave birth in California. The principal investigator recruited
additional participants using Instagram. On Instagram, three additional home birth research
participants were recruited who were located in Georgia. They were found on a Black Certified
Nurse Midwife’s Instagram page. Four home-birth research participants gave birth in New York.
The New York based participants were referred to the principal investigator by a Black Certified
Nurse Midwife who practiced homebirth in New York and is now retired. The retired midwife
from New York collaborated with the principal investigator through a communication forum
from the American College of Nurse-Midwives. She referred some of her previous clients to the
principal investigator as potential research participants.

It was challenging for the principal investigator, who is located in Florida, to find Black
women who had a home birth with a Black Certified Nurse Midwife. The challenge in finding
research participants stems from the fact that there are several states in the United States where
there are limited to no Black Certified Nurse Midwives who practice home birth. For example,
the principal investigator used Facebook to contact a Black Mothers Home Birth group and was
advised that no Black Certified Nurse Midwives were doing home births in Kentucky. The

principal investigator also contacted the Florida chapter of the American College of Nurse-
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Midwives. The chapter leader informed that investigator that she did not know any Black
Certified Nurse Midwives who did home births in Florida. These challenges in access to Black
Certified Nurse Midwives further support the need to promote diversity in the midwifery
profession workforce.

Midwives have good healthcare outcomes and patient satisfaction, but the problem is that
there is an insufficient number of midwives in the United States, and disproportionately less
Black midwives. Black Certified Nurse Midwives only make up seven percent of the midwifery
workforce (ACNM, 2022). Certified Nurse Midwives work primarily in hospitals, while certified
professional midwives mainly focus on home births. According to the CDC (2022), there were
more than 50,000 home births in the United States in 2021, an increase of 12% over the year
before and the highest level since at least 1990. Home births increased by 21% for Black women,
15% for Hispanic women, and 10% for White women in 2021. Home births remain rare despite
the rise, accounting for 1.26% of all births in the US (CDC, 2022).

Given that participants experienced home births in Georgia, California, and New York,
while their counterparts experienced a hospital birth in a different state, the study’s third research
question about comparing the quality of care experienced by Black women who received care
from a Black midwife with the quality of care experienced by Black women who received care
from a medical doctor, may not elicit results that are directly comparable. In other words, the
Black women in this study may not be homogeneous enough to make an equivalent comparison
between the two groups of women since the participants are geographically in different places.

In the United States, states are governed by laws, policies and norms that may influence
how maternal healthcare is practiced and therefore, maternal health outcomes. For instance,

Black women in southern states such as Georgia, Louisiana, and Texas have disproportionately
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higher rates of maternal deaths compared to White women (Moaddab et al., 2016). Women who
live in rural areas, hours away from obstetrical care, may present with more concerns about
adverse maternal health outcomes in labor (Canty, 2020; Platner et al., 2016). This geographical
factor may influence how women experience maternal healthcare, which may be different from
the experience of women who live within close proximity to maternal healthcare. Therefore,
since participants of this research study did not come from all 50 states, findings may not be
representative of the experiences of all Black women in the United States.

Given that research participants from Georgia were purposely selected from clients who
the midwife posted on her Instagram page, the participant selection may have been biased to
ones who were predisposed to report only favorable experiences about their midwife. Midwife
clients who did not have an Instagram account were omitted. The same bias applies to the
participants from New York. New York home birth mothers were referred to the principal
investigator by the midwife who provided their care and referred her previous clients. The New
York based midwife may have been biased in only referring clients who had positive
experiences. Nevertheless, these findings may provide transferable insights and ideas that could
inform research in other settings.

Although the principal investigator took the appropriate steps to build rapport, create
comfort, and ensure confidentiality, some mothers may have felt uncomfortable sharing negative
experiences or expressing dissatisfaction with their health services. This could be particularly
true for mothers who had hospital births because they were purposely selected from the health
facility where the principal investigator is employed as a healthcare provider.

It is prudent for the principal investigator to acknowledge the plausibility of participant

selection biases as a limitation in this study. Given that this study’s research design is a
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comparison between the quality of care by Black midwives and the quality of care by medical
doctors, it is probable that the principal investigator, who is a Black midwife, to have been
biased in her selection of research participants. It is reasonable to consider that the principal
investigator may have selected participants that were more likely to have experienced optimal
quality of care by a Black midwife, and perhaps omit the same type of prequalification in the
selection of participants who received care from a medical doctor. It is important to establish the
possibility of this type of selection bias occurring in this study and the impact it may have had on
the results.

Selection bias is a common occurrence in qualitative comparative studies and it can
produce erroneous study results. Selection bias is commonly understood as occurring when some
form of selection process in the research design results in inferences that suffer from systematic
error (Collier & Mahoney, 1996). Self-selection is a type of selection bias that may have also
occurred in this comparative research study. In exploring the quality of care that Black women
receive from Black midwives, the influence of self-selection bias arises given that the recipients
of care from a home birth Black midwife resulted from self-selection. Women in this study who
received midwifery care, self-selected into the category of Black women who received care from
a Black midwife. This group of women made the conscious decision to obtain care from a
selected home birth Black midwife. Selection bias can result from the self-selection of
individuals into the categories of an explanatory variable, which can systematically distort causal
inferences (Collier & Mahoney, 1996). In other words, the fact that the women who received
care from a Black midwife self-selected into this category presents as a limitation on the
dissemination of this study’s results and conclusions to a generalized context. It is important to

understand that results about the quality of care from home birth Black midwives may differ for
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Black women who are casual recipients of care for pregnancy and homebirth from a Black
Certified Nurse Midwife. Given how rare home births are in the United States, it is highly
unlikely that a woman would be a casual recipient of home birth care from a Black Certified
Nurse Midwife.

Suggestions for Future Research

The United States is a country with a stark racial imbalance in maternal health outcomes.
Therefore, further qualitative studies on the maternal healthcare experiences of Black women in
the United States are necessary to understand the reasons for maternal healthcare inequalities.
When addressing racial disparities in maternal mortality, it is critical to understand what factors
place Black women at higher risk for receiving poor quality maternal care and adverse maternal
outcomes. Studies are needed to investigate how Black women experience pregnancy, maternal
healthcare and birth. Knowledge development is necessary to understand how culture influences
their perception of the quality of care (Canty, 2020). Studies are needed to understand the
barriers Black women are faced with in the healthcare system to improve access and quality of
maternal healthcare.

Further exploration into the relationship between Black women and their healthcare
providers is necessary to understand how to improve these relationships and provide better
experiences for Black women. Understanding Black women's perception of the quality of care
can help provide insight into the development of culturally informed interventions (Canty, 2020).
Studies are needed to examine the role of implicit bias in encounters with health care
professionals during childbirth from the perspective of Black women and their healthcare

providers (Canty, 2020).
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Results from this study showed that Black women experience unacceptable treatment
from hospital staff, which proves that interpersonal relationships between healthcare providers
and Black women is an area of needed improvement. Interventions are needed to develop healthy
relationships between Black women and healthcare providers (Canty, 2020). Given that many of
the negative experiences reported by Black women with hospital births centered on emotional
distress as result of interpersonal interactions with healthcare providers, it is reasonable to
consider the value of empathy and emotional intelligence in maternal healthcare providers to
improve maternal healthcare. Further research on the development of leadership traits such as
empathy, emotional intelligence and culturally informed care among maternal healthcare
providers may be helpful in the aim to improve the quality of maternal healthcare.

Research on the awareness of maternal healthcare providers on the historical challenges
Black women experience in the healthcare system may help to improve quality care for Black
women. The acknowledgement that Black women are more vulnerable to medical violence and
more susceptible to poor maternal health outcomes needs to be demonstrated with actionable
changes in maternal healthcare. Interventions to improve maternal healthcare are urgently needed
in the face of the current maternal health crisis in the United States. Research into interventions
such as leadership development for maternal healthcare providers and strategies to promote
diversity in the midwifery workforce may be instrumental in the improvement of the quality of
maternal healthcare and the fight to end preventable maternal deaths.

Further investigation into race concordant patient-provider relationships is necessary. A
specific focus on maternal healthcare outcomes from race-concordant maternal care is needed.
To date, no studies have evidenced that there are improved maternal healthcare outcomes as a

result of race-concordant care. Midwifery care is a vital solution to the challenges of providing
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high-quality maternal care and good maternal health outcomes (Homer et al., 2014). It is
important to explore if their maternal health outcomes are further improved for Black mothers
with race-concordant midwifery care. This exploration into the impact of race-concordant
midwifery care can provide insight into the clinical aspects of care and how race may play a role
in ameliorating race disparities in maternal healthcare.

The presence of Black women in research needs to be increased. More Black women
need to be involved in maternal healthcare research as investigators and participants because
their perception of what places them at risk may offer valuable information that can be used to
improve the quality of maternal healthcare (Canty, 2020). The current power dynamics in the
healthcare system ought to be dismantled and restructured to place patients at the center. Social
and cultural capital in maternal healthcare must be returned to women, including Black women.
This process begins with a recognition that Black women are experts of their own bodies and
health, a pillar of reproductive justice. The application of these suggestions may serve as a
starting point in shifting the maternal healthcare paradigm to one that values and protects the
lives of Black mothers.

Conclusion

Black women are more likely to die as a result of pregnancy and birth compared to other
racial and ethnic groups. Black women also tend to receive inferior quality care. Research into
the quality of maternal healthcare experienced by Black mothers may provide insight into why
the disparities in maternal health outcomes. The maternal health crisis that disproportionately
affects Black women in the United States is still not well understood. There is a gap in the

literature on the experience of Black women with maternal healthcare. This study sought to
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identify and give perspective to the unique challenges that Black women experience in the
maternal healthcare system.

This study shows that Black women who received race-concordant midwifery care
experienced high quality care and even improved health outcomes. The voices of Black women
must be amplified to address disparities in quality of maternal healthcare. It is important to
understand what Black women need to experience a safe, supportive, empowering, and stress-
free childbirth experience. Advocating for Black women to receive high quality maternal care,
promoting midwifery care and diversity in the midwifery workforce are essential in the fight to
ameliorate racial disparities in maternal health. The clinical implications recommended by this
study suggest changes to the U.S maternal healthcare system. Policies that support these
recommended changes to the maternal healthcare system are needed. Policies that support further
research into maternal healthcare for Black women, promote midwifery care and diversity in the
midwifery workforce, like the Black Maternal Health Momnibus, are instrumental to improve

maternal health outcomes for all women.



144

REFERENCES

Abel, T. (2008). Cultural capital and social inequality in health. Journal of Epidemiology and
Community Health, 62(7), e13. https://doi.org/10.1136/jech.2007.066159

Abrams, A. (2022, March 2). Jennie Joseph on fixing the Black maternal mortality crisis.

Time. https://time.com/collection/women-of-the-year/6150545/jennie-joseph/

Adams, C., & Thomas, S. P. (2018). Alternative prenatal care interventions to alleviate Black-
White maternal/infant health disparities. Sociology Compass, 12(1), e12549.
https://doi.org/10.1111/s0c4.12549

Airhihenbuwa, C. O. (1995). Health and culture: Beyond the western paradigm. Sage.

Almanza, J., Karbeah, J., Kozhimannil, K. B., & Hardeman, R. (2019). The experience and
motivations of midwives of color in Minnesota: Nothing for us without us. Journal of
Midwifery & Women's Health, 64(5), 598-603. https://doi.org/10.1111/jmwh.13021

Altman, M. R., McLemore, M. R., Oseguera, T., Lyndon, A., & Franck, L. S. (2020). Listening
to women: Recommendations from women of color to improve experiences in pregnancy
and birth care. Journal of Midwifery & Women’s Health, 65(4), 466—473.
https://doi.org/10.1111/jmwh.13102

American College of Nurse Midwives. (2021). ACNM - about the midwifery profession.
https://www.midwife.org/About-the-Midwifery-Profession

American College of Nurse Midwives. (2022) Standards for the practice of midwifery.
https://www.midwife.org/acnm/files/acnmlibrarydata/uploadfilename/000000000051/202
2_standards-for-the-practice-of-midwifery.pdf

American Public Health Association. (2021). Racism and health.

https://www.apha.org/topics-and-issues/health-equity/racism-and-health


https://doi.org/10.1136/jech.2007.066159
https://time.com/collection/women-of-the-year/6150545/jennie-joseph/
https://doi.org/10.1111/soc4.12549
https://doi.org/10.1111/jmwh.13021
https://doi.org/10.1111/jmwh.13102
https://www.midwife.org/About-the-Midwifery-Profession
https://www.apha.org/topics%20%20-and-issues/health-equity/racism-and-health

145

Aspen Institute. (2016, July 11). 11 terms you should know to better understand structural
racism. https://www.aspeninstitute.org/blog-posts/structural-racism-definition/

Banks, A. C. (1999). Birth chairs, midwives, and medicine. Mississippi University Press.

Bernet, P., Gumus, G., & Vishwasrao, S. (2020). Maternal mortality and public health programs:
Evidence from Florida. The Milbank Quarterly, 98(1), 150-171.
https://doi.org/10.1111/1468-0009.12442

Bill and Melinda Gates Foundation. (2021). Maternal mortality.
https://www.gatesfoundation.org/goalkeepers/report/2021-report/progress-
indicators/maternal-mortality/

Black Maternal Health Caucus. (2020, March 7). Black maternal health Momnibus.
https://blackmaternalhealthcaucusunderwood.house.gov/Momnibus

Bonaparte, A. D. (2007). The persecution and prosecution of granny midwives in South
Carolina, 1900-1940. 281. https://core.ac.uk/download/pdf/216049364.pdf

Bourdieu, P. (1986). The forms of capital. In J. G. Richardson (Ed.), Handbook of theory and
research for the sociology of education (pp. 241-258). Greenwood Press.

Browner, C. H., & Press, N. (1996). The production of authoritative knowledge in American
prenatal care. Medical Anthropology Quarterly, New Series, 10(2,), 141-156.
http://www.jstor.org/stable/649325

Cahill, H. A. (2001). Male appropriation and medicalization of childbirth: An historical analysis.
Journal of Advanced Nursing, Article 33. https://doi.org/10.1046/j.1365-

2648.2001.01669.x


https://www.aspeninstitute.org/blog-posts/structural-racism-definition/
https://www.gatesfoundation.org/goalkeepers/report/2021-report/progress-indicators/maternal-mortality/
https://www.gatesfoundation.org/goalkeepers/report/2021-report/progress-indicators/maternal-mortality/
https://blackmaternalhealthcaucus-underwood.house.gov/Momnibus
http://www.jstor.org/stable/649325

146

California Department of Public Health. (2018, April). California releases pregnancy-associated
mortality review findings (2002-2007).
https://www.cdph.ca.gov/Programs/OPA/Pages/NR18-025.aspx

California Maternal Quality Care Collaborative. (n.d.). Birth equity.
https://www.cmqcc.org/content/birth-equity

Canty, L. (2020). /¢’s not always rainbows and unicorns: The lived experience of severe
maternal morbidity among Black women [Doctoral dissertation, University of
Connecticut]. Open Commons. https://opencommons.uconn.edu/dissertations/2426

Center for Reproductive Rights. (2014). Reproductive injustice. Racial and gender
discrimination in U.S health care.
https://www.reproductiverights.org/sites/crr.civicactions.net/files/documents/CERD_Sha
dow_US 6.30.14 Web.pdf

Centering Healthcare Institute. (2021). Centering pregnancy.
https://www.centeringhealthcare.org/what-we-do/centering-pregnancy

Centers for Disease Control and Prevention. (2019a, May 7). Vital signs pregnancy-related
deaths. Saving women’s lives before, during and after delivery.
https://www.cdc.gov/vitalsigns/maternal-deaths/index.html

Centers for Disease Control and Prevention (2019b, September 6). Racial and ethnic disparities
continue in pregnancy-related deaths. https://www.cdc.gov/media/releases/2019/p0905-
racial-ethnic-disparities-pregnancy-deaths.html

Centers for Disease Control and Prevention (2019¢c, November 20). Maternal mortality.

https://www.cdc.gov/nchs/maternal-mortality/index.htm


https://www.cdph.ca.gov/Programs/OPA/Pages/NR18-025.aspx
https://opencommons.uconn.edu/dissertations/2426

147

Centers for Disease Control and Prevention. (2020a, February 4). Racial/ethnic disparities in
pregnancy related deaths-United States 2007-2016.
https://www.cdc.gov/reproductivehealth/maternal-mortality/disparities-pregnancy-
related-deaths/infographic.html

Centers for Disease Control and Prevention. (2020b, October 13). Hear her: Addressing health
inequities among pregnant women. https://www.cdc.gov/hearher/resources/news-
media/addressing-health-inequities.html

Centers for Disease Control and Prevention. (2020c, November 25). Pregnancy mortality
surveillance system: Maternal and infant health.
https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-
surveillance-system.htm

Centers for Disease Control and Prevention. (2021, December 9). Changes in home births by
race and Hispanic origin and state of residence of mother: United States, 2018-2019 and
2019-2020. https://www.cdc.gov/nchs/data/nvsr/nvsr70/NVSR70-15.pdf

Centers for Disease Control and Prevent. (2022, November 14). Home Births in the U.S.
Increase to Highest Level in 30 Years.
https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2022/20221117.htm

Cham, M., Sundby, J., & Vangen, S. (2009). Availability and quality of emergency obstetric care
in Gambia's main referral hospital: Women-users' testimonies. Reproductive Health, 6,

Avrticle 5. https://doi.org/10.1186/1742-4755-6-5


https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm
https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm
https://www.cdc.gov/nchs/data/nvsr/nvsr70/NVSR70-15.pdf
https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2022/20221117.htm

148

Chang, J., Elam-Evans, L. D., Berg, C. J., Herndon, J., Flowers, L., Seed, K. A., & Syverson, C.
J. (2003). Pregnancy-related mortality surveillance—United States, 1991-1999.
Morbidity and Mortality Weekly Report, 52(2), 1-8.
https://www.cdc.gov/media/releases/2019/p0905-racial-ethnic-disparities-pregnancy-
deaths.html

Charmaz, K. (2008). Constructionism and the grounded theory. In J. A. Holstein & J. F.
Gubrium (Eds.), Handbook of constructionist research (pp. 397-412). The Guilford
Press.

Chidi, E., & Cahill, E. P. (2020, October 22). Protecting your birth: A guide for black mother:
How racism can impact your pre-and postnatal care-and advice for speaking to your Ob-
Gyn about it. The New York Times. https://www.nytimes.com/article/black-mothers-
birth.html

Chun Tie, Y., Birks, M., & Francis, K. (2019). Grounded theory research: A design framework
for novice researchers. SAGE Open Medicine, Article 7.

Collier, D., & Mahoney, J. (1996). Insights and pitfalls: Selection bias in qualitative research.
World Politics, 49(1), 56-91.

Cooper, D., & Pimentel, V. M. (2021, Feb 25). A live conversation with Drs. Veronica Maria
Pimentel and Deirdre Cooper Owens - in recognition of Betsey, Lucy and Anarcha
[Video]. Vimeo. https://vimeo.com/516718527

Cuthill, M. (2002). Exploratory research: Citizen participation, local government and sustainable
development in Australia. Sustainable Development, 10(2), 79-89.
https://doi.org/10.1002/sd.185

Davis, A. (1981). Women, race and class. Random House.


https://vimeo.com/516718527
https://doi.org/10.1002/sd.185

149

Davis, A. (2019). Women, race and class. Penguin Books.

Davis-Floyd, R., & Sargent, C. (1996). Introduction. Medical Anthropology Quarterly, 10(2),
111-120. https://www.jstor.org/stable/649323

Dawley, K., & Walsh, L. V. (2016). Creating a more diverse midwifery workforce in the United
States: A historical reflection. Journal of Midwifery & Women'’s Health, 61(5), 578-585.
https://doi.org/10.1111/jmwh.12489

Declercq, E. & Zephyrin, L. (2020, December 16). Maternal mortality in the United States: A
primer. Commonwealth Fund. https://www.commonwealthfund.org/publications/issue-
brief-report/2020/dec/maternal-mortality-united-states-primer

Declercq, E. R., Williams, D. R., Koontz, A. M., Paine, L. L., Streit, E. L., & McCloskey, L.
(2001). Serving women in need: nurse-midwifery practice in the United States. Journal of
midwifery & women's health, 46(1), 11-16. https://doi.org/10.1016/s1526-
9523(00)00091-X

Delbanco, S., Lehan, M., Montalvo, T., Levin-Scherz, J. (2019). The rising U.S. maternal
mortality rate demands action from employers. Harvard Business Review.
https://hbr.org/2019/06/the-rising-u-s-maternal-mortality-rate-demands-action-from-
employers

Denzin, N. K. (2001). The reflexive interview and a performative social science. Qualitative
Research, 1(1), 23-46. https://doi.org/10.1177/146879410100100102

Devitt, N. (1979). The statistical case for elimination of the midwife: Fact versus prejudice,
1890-1935 (Part I). Women & Health, 4, 81-96.

Dillard, A. (1982). Living by fiction. Harper & Row

Donabedian, A. (1966). Evaluating the quality of medical care. The Millbank Memorial Fund


https://www.jstor.org/stable/649323
https://doi.org/10.1111/jmwh.12489
https://www.commonwealthfund.org/publications/issue-brief-report/2020/dec/maternal-mortality-united-states-primer
https://www.commonwealthfund.org/publications/issue-brief-report/2020/dec/maternal-mortality-united-states-primer
https://hbr.org/2019/06/the-rising-u-s-maternal-mortality-rate-demands-action-from-employers

150

Quarterly, 44(3), 166-206.

Dworkin, S. L. (2012). Sample size policy for qualitative studies using in-depth interviews.
Archives of Sexual Behavior, 41(6), 1319-1320.
https://doi.org/10.1007/s10508-012-0016-6

Edwards, M., & Waldorf, M. (1984). Reclaiming birth. The Crossing Press.

Ellerby-Brown, A., Sims, T., & Schorn, M. (2008). African American nurse midwives:
Continuing the legacy. https://nursing.vanderbilt.edu/msn/pdf/nmw_midwiferyforAA.pdf

Evans, C., & Lewis, J. (2018). Analysing semi-structured interviews using thematic analysis:
Exploring voluntary civic participation among adults. SAGE Publications.
https://doi.org/10.4135/9781526439284

Every Woman Every Child. (2015). Global strategy.
http://globalstrategy.everywomaneverychild.org/chapter2/

Feagin, J., & Bennefield, Z. (2014). Systemic racism and U.S. health care. Social Science &
Medicine, 103, 7-14. https://doi.org/10.1016/j.socscimed.2013.09.006

Finlay, J. E., Moucheraud, C., Goshev, S., Levira, F., Mrema, S., Canning, D., Masanja, H., &
Yamin, A. E. (2015). The effects of maternal mortality on infant and child survival in
rural Tanzania: A cohort study. Maternal and Child Health Journal, 19(11), 2393-2402.
https://doi.org/10.1007/S10995-015-1758-2

Flores, L. E., Frontera, W. R., Andrasik, M. P., del Rio, C., Mondriguez-Gonzalez, A., Price, S.
A., Krantz, E. M., Pergam, S. A., & Silver, J. K. (2021). Assessment of the inclusion of
racial/ethnic minority, female, and older individuals in vaccine clinical trials. JAMA

Network Open, 4(2), e2037640. https://doi.org/10.1001/jamanetworkopen.2020.37640


https://doi.org/10.1007/s10508-012-0016-6
https://nursing.vanderbilt.edu/msn/pdf/nmw_midwiferyforAA.pdf
http://globalstrategy.everywomaneverychild.org/chapter2/
https://doi.org/10.1016/j.socscimed.2013.09.006
https://doi.org/10.1001/jamanetworkopen.2020.37640

151

Florida Department of Health, Bureau of Vital Statistics. (n.d.). Maternal deaths - Florida health
charts.
https://www.flhealthcharts.gov/ChartsReports/rdPage.aspx?rdReport=InfantDeath.DataVi
ewer&cid=0392

Foucault, M. (1973). The birth of the clinic: An archaeology of medical perception. Routledge.
http://site.ebrary.com/id/10639215

Foucault, M. (1969). Archaeology of knowledge. Routledge.

Freudenberg, N. (2000). Health and culture: Beyond the western paradigm. Health Education
Research, 15, 508-510. https://doi.org/10.1093/her/15.4.508

Fryer, K., Munoz, M. C., Rahangdale, L., & Stuebe, A. M. (2021). Multiparous Black and Latinx
Women Face More Barriers to Prenatal Care than White Women. Journal of Racial and
Ethnic Health Disparities, 8(1), 80-87. https://doi.org/10.1007/s40615-020-00759-x

Galvin, G. (2020). The U.S. has a maternal mortality rate again. Here’s why that matters. U.S.
News & World Report. https://www.usnews.com/news/healthiest-
communities/articles/2020-01-30/why-the-new-us-maternal-mortality-rate-is-important

Gandara, P., & Mordechay, K. (2017). Demographic change and the new (and not so new)
challenges for Latino education. The Educational Forum, 81, 148-159.
https://doi.org/10.1080/00131725.2017.1280755

Gardner, A., Mccutcheon, H., Fedoruk, M. (2012). Discovering constructivist grounded theory's
fit and relevance to researching contemporary mental health nursing practice. Australian

Journal of Advanced Nursing, 30, 66—74.


https://www.flhealthcharts.gov/ChartsReports/rdPage.aspx?rdReport=InfantDeath.DataVi
https://www.flhealthcharts.gov/ChartsReports/rdPage.aspx?rdReport=InfantDeath.DataVi
http://site.ebrary.com/id/10639215
https://doi.org/10.1093/her/15.4.508
https://www.usnews.com/news/healthiest-communities/articles/2020-01-30/why-the-new-us-maternal-mortality-rate-is-important
https://www.usnews.com/news/healthiest-communities/articles/2020-01-30/why-the-new-us-maternal-mortality-rate-is-important

152

Gask, L., Rogers, A., Oliver, D., May, C., & Roland, M. (2003). Qualitative study of patients’
perceptions of the quality of care for depression in general practice. The British Journal
of General Practice: The Journal of the Royal College of General Practitioners, 53, 278—
283.

Glaser, B., & Strauss, A. (1967). The Discovery of Grounded Theory: Strategies for Qualitative
Research. Mill Valley, CA: Sociology Press.

Glaser, B. G., & Strauss, A. L. (1999). The discovery of grounded theory: Strategies for
qualitative research. Routledge. https://doi.org/10.4324/9780203793206

Goer, H. (2010). Cruelty in maternity wards: Fifty years later. The Journal of Perinatal
Education, 19(3), 33-42. https://doi.org/10.1624/105812410X514413

Goode, K. L. (2014). Birthing, Blackness, and the body: Black midwives and experiential
continuities of institutional racism. City University of New York.

Goodwin, M. (2020). The racist history of abortion and midwifery bans. American Civil
Liberties Union. https://www.aclu.org/news/racial-justice/the-racist-history-of-abortion-
and-midwifery-bans/

Greenfield, E. (2019) The women who caught the babies. Alazar Press.

Greenwood, B. N., Hardeman, R. R., Huang, L., & Sojourner, A. (2020). Physician—patient
racial concordance and disparities in birthing mortality for newborns. Proceedings of the
National Academy of Sciences, 117(35), 21194-21200.
https://doi.org/10.1073/pnas.1913405117

Grendahl, V. (2012). Patients’ perceptions of actual care conditions and patient satisfaction
with care quality in hospital [Doctoral dissertation, Karlstads universitet]. Retrieved from

http://urn.kb.se/resolve?urn=urn:nbn:se:kau:diva-9023


https://doi.org/10.1624/105812410X514413
https://www.aclu.org/news/racial-justice/the-racist-history-of-abortion-and-midwifery-bans/

153

Hagaman, A., Rodriguez, H. G., Barrington, C., Singh, K., Estifanos, A. S., Keraga, D. W.,
Alemayehu, A. K., Abate, M., Bitewulign, B., Barker, P., & Magge, H. (2022).
“Eventhough they insult us, the delivery they give us is the greatest thing”: A qualitative
study contextualizing women’s experiences with facility-based maternal health care in
Ethiopia. BMC Pregnancy and Childbirth, 22(1), 1-15. https://doi.org/10.1186/s12884-
022-04381-z

Hall v. Hilbun, 466 So. 2d 856 (Miss. 1985). https://casetext.com/case/hall-v-hilbun-1

Hallerman, T. (2021). Black midwives carry on traditions but fight for legitimacy in Georgia.
The Atlanta Journal-Constitution. https://www.ajc.com/life/black-midwives-carry-on-
traditions-but-fight-for-legitimacy-in-georgia/ FQLWESLD2JF470EBMZUKM4GOCA/

Harris, K. (2021, December 7). Remarks by Vice President Harris at the Maternal Day of Action
Summit. The White House. https://www.whitehouse.gov/briefing-room/statements-
releases/2021/12/07/remarks-by-vice-president-harris-at-the-maternal-day-of-action-
summit/

Hart, N. (1985). The sociology of health and medicine. Causeway Press.

Hart, R. (2022, June 29). Maternal death rates soared during pandemic-especially among Black
and Hispanic women, study finds. Forbes.
https://www.forbes.com/sites/roberthart/2022/06/28/maternal-death-rates-soared-during-
pandemic-especially-among-black-and-hispanic-women-study-finds/?sh=1edfd08724bf

Haynes, R. L. (Director). (2003). Bringin’ in da spirit [Film]. Lou's Production Association.
Third World Newsreel.

Hofstede, G. (1991). Cultures and organizations: Software of the mind. McGraw-Hill.


https://casetext.com/case/hall-v-hilbun-1

154

Homer, C. S. E., Friberg, I. K., Dias, M. A. B., Hoope-Bender, P. T., Sandall, J., Speciale, A. M.,
& Bartlett, L. A. (2014). The projected effect of scaling up midwifery. Lancet, 84(9948),
1146-1157. https://doi.org/10.1016/S0140-6736(14)60790-X

Howell E. A. (2018). Reducing disparities in severe maternal morbidity and mortality. Clinical
Obstetrics and Gynecology, 61(2), 387-399.
https://doi.org/10.1097/GRF.0000000000000349

Hoyert, D. L. (2020). Maternal mortality rates in the United States. NCHS Health E-Stats.
https://dx.doi.org/10.15620/cdc:113967

International Confederation of Midwives. (2014) Philosophy and model of midwifery care.
https://www.internationalmidwives.org/assets/files/definitions-files/2018/06/eng-
philosophy-and-model-of-midwifery-care.pdf

International Confederation of Midwives. (2017). ICM definitions.
https://www.internationalmidwives.org/our-work/policy-and-practice/icm-
definitions.html

Iro, E. (2018, May 4). Midwives are essential to the provision of quality of care, in all settings,
globally. https://www.who.int/news-room/commentaries/detail/midwives-are-essential-to-
the-provision-of-quality-of-care-in-all-settings-globally

Janevic, T., Zeitlin, J., Egorova, N., Hebert, P. L., Balbierz, A., & Howell, E. A. (2020).
Neighborhood racial and economic polarization, hospital of delivery, and severe maternal

morbidity. Health Affairs, 39(5), 768—776. https://doi.org/10.1377/hlthaff.2019.00735


https://doi.org/10.1097/GRF.0000000000000349
https://doi.org/10.1377/hlthaff.2019.00735

155

Jetty, A., Jabbarpour, Y., Pollack, J., Huerto, R., Woo, S., & Petterson, S. (2022). Patient-
physician racial concordance associated with improved healthcare use and lower
healthcare expenditures in minority populations. Journal of Racial and Ethnic Health
Disparities, 9(1), 68-81. https://doi.org/10.1007/s40615-020-00930-4

Johanson, R., Newburn, M., & Macfarlane, A. (2002). Has the medicalization of childbirth gone
too far? BMJ, 324(7342), 892—-895.

Johnson, A., EI-Khorazaty, N., Hatcher, M., Wingrove, K, Milligan, B., Harris, R., & Richards,
L. (2003). Determinants of late prenatal care initiation by African American women in
Washington, DC. Maternal and Child Health Journal, 7, 103-114.
https://doi.org/10.1023/A:1023816927045

Johnson, M., & Hellmann, J. (2021, February 8). Black maternal health omnibus package
introduced by Democratic lawmakers. The Hill.
https://thehill.com/homenews/house/537810-black-maternal-health-omnibus-package-
introduced-by-democratic-lawmakers

Jones C. P. (2000). Levels of racism: A theoretic framework and a gardener's tale. American
Journal of Public Health, 90(8), 1212-1215. https://doi.org/10.2105/ajph.90.8.1212

Jordan, B. (1992). Technology and social interaction: Notes on the achievement of authoritative
knowledge in complex settings. IRL Technical Report No. IRL92-0027. Institution for
Research on Learning.

Kaplan, L. (2012). Changes in childbirth in the United States: 1750-1950—Hektoen
International. (n.d.). https://hekint.org/2017/01/27/changes-in-childbirth-in-the-united-
states-1750-1950/

Katz Rothman, B. (1982). In labor: Women and power in the birthplace. Norton.


https://thehill.com/homenews/house/537810-black-maternal-health-omnibus-package-introduced-by-democratic-lawmakers
https://thehill.com/homenews/house/537810-black-maternal-health-omnibus-package-introduced-by-democratic-lawmakers
https://doi.org/10.2105/ajph.90.8.1212
https://hekint.org/2017/01/27/changes-in-childbirth-in-the-united-states-1750-1950/

156

Kennedy, H. P., Erickson-Owens, D., & Davis, J. A. (2006). Voices of diversity in midwifery: A
qualitative research study. Journal of Midwifery & Women's Health, 51(2), 85-90.
https://doi-org/10.1016/j.jmwh.2005.07.007

Khawaja, M., & Mowafi, M. (2006). Cultural capital and self-rated health in low income women:
Evidence from the urban health study, Beirut, Lebanon. Journal of Urban Health:
Bulletin of the New York Academy of Medicine, 83(3), 444-458.
https://doi.org/10.1007/s11524-006-9051-8

Khazanchi, R., Crittenden, F., Heffron, A. S., Manchanda, E. C. C., Sivashanker, K., &
Maybank, A. (2021, February 25). Beyond declarative advocacy: Moving organized
medicine and policy makers from position statements to anti-racist praxis. Health Affairs
Forefront. https://www.healthaffairs.org/do/10.1377/forefront.20210219.107221/

Kliff, S., Miller, C. C., & Buchanan, L. (2023, February 12). Childbirth is deadlier for Black
families even when they’re rich, expansive study finds. The New York Times.
https://www.nytimes.com/interactive/2023/02/12/upshot/child-maternal-mortality-rich-
poor.html

Kroening, L. (2021, May 13). Black mothers face dangerous health-care disparities. Can
midwives bridge the gap? The New Yorker. https://www.newyorker.com/culture/the-new-
yorker-documentary/black-mothers-face-dangerous-health-care-disparities-can-
midwives-bridge-the-gap

Kumbhar, K. (2020, February 17). How doctors became powerful — arguments from Paul Starr’s
“The Social Transformation of American Medicine” — Part 1.
https://kirankumbhar.com/2020/02/17/summary-review-paul-starr-social-transformation-

history-medicine-hospitals-profession-2/


https://doi.org/10.1007/s11524-006-9051-8
https://www.newyorker.com/culture/the-new-yorker-documentary/black-mothers-face-dangerous-health-care-disparities-can-midwives-bridge-the-gap
https://www.newyorker.com/culture/the-new-yorker-documentary/black-mothers-face-dangerous-health-care-disparities-can-midwives-bridge-the-gap
https://www.newyorker.com/culture/the-new-yorker-documentary/black-mothers-face-dangerous-health-care-disparities-can-midwives-bridge-the-gap
https://kirankumbhar.com/2020/02/17/summary-review-paul-starr-social-transformation-history-medicine-hospitals-profession-2/
https://kirankumbhar.com/2020/02/17/summary-review-paul-starr-social-transformation-history-medicine-hospitals-profession-2/

157

Lassig, C. J. (2012). Perceiving and pursuing novelty: A grounded theory of adolescent
creativity [Doctoral dissertation, Queensland University of Technology]. QUT ePrints.
https://eprints.qut.edu.au/50661/

LaVern, J. S. (2019). Going to Ms. Bea’s: The historic Georgia B. Williams nursing home.
Deeds Publishing

Leavitt, J. W. (2016). Brought to bed: Childbearing in America, 1750-1950. Oxford University
Press.

Logan, O. L., & Clark, K. (2014). Motherwit: An Alabama midwife’s story.
https://www.goodreads.com/book/show/174022.Motherwit

Luke, J. M. (2018). Delivered by midwives: African American midwifery in the twentieth-century
south. University Press of Mississippi.

Main, E. K., Markow, C., & Gould, J. (2018). Addressing maternal mortality and morbidity in
California through public-private partnerships. Health Affairs, 37(9), 1484-1493.
https://doi.org/10.1377/hlthaff.2018.0463

Malat, J. (2006). Expanding research on the racial disparity in medical treatment with ideas from
sociology. Health, 10(3), 303-321. https://doi.org/10.1177/1363459306064486

Maude Callen Clinic. (2017, November 16). SC picture project.
https://www.scpictureproject.org/berkeley-county/maude-callen-clinic.html

Maxwell, K. (2009). Birth behind the veil: African American midwives and mothers in the rural
south, 1921-1962 [Doctoral dissertation, Rutgers, The State University of New Jersey].
Rutgers University Community Repository. https://rucore.libraries.rutgers.edu/rutgers-

lib/26364/record/


https://www.goodreads.com/book/show/174022.Motherwit
https://www.scpictureproject.org/berkeley-county/maude-callen-clinic.html

158

McClure, E. M., Goldenberg, R. L., & Bann, C. M. (2007). Maternal mortality, stillbirth and
measures of obstetric care in developing and developed countries. International Journal
of Gynecology and Obstetrics, 96(2), 139-146. https://doi.org/10.1016/j.ijgo.2006.10.010

McCool, W. F., Guidera, M., & Janis, J. (2013). The best health care delivery system in the
world? Women’s health and maternity/newborn care trends in Philadelphia, PA, United
States—1997-2011: A case report. Midwifery, 29(10), 1158-1165.
https://doi.org/10.1016/j.midw.2013.06.016

McLaughlin, E. Y. (2013). Increasing the racial and ethnic diversity of direct-entry midwives:
Exploratory interviews with Black midwives and educators [PowerPoint slides].
Midwives Association of Washington State.

Michels T. M. (2000). "Patients like us": Pregnant and parenting teens view the health care
system. Public Health Reports, 115(6), 557-575. https://doi.org/10.1093/phr/115.6.557

Midwives Alliance North America. (2020). The midwives model of care.
https://mana.org/about-midwives/midwifery-model

Mills, J., Bonner, A., & Francis, K. (2006). The development of constructivist grounded theory.
International Journal of Qualitative Methods, 25-35.
https://doi.org/10.1177/160940690600500103

Misra, D. P., Slaughter-Acey, J. C., Giurgescu, C., Sealy-Jefferson, S., & Nowak, A. (2017).
Why do Black women experience higher rates of preterm birth? Current Epidemiology

Reports. https://doi.org/10.1007/s40471-017-0102-3


https://doi.org/10.1016/j.midw.2013.06.016
https://doi.org/10.1093/phr/115.6.557
https://doi.org/10.1177/160940690600500103

159

Moaddab, A., Dildy, G. A., Brown, H. L., Bateni, Z. H., Belfort, M. A., Sangi-Haghpeykar, H.,
& Clark, S. L. (2016). Health care disparity and state-specific pregnancy-related
mortality in the United States, 2005-2014. Obstetrics & Gynecology, 128(4), 869-875.
https://doi.org/10.1097/A0G.0000000000001628

Moffett, P., & Moore, G. (2011). The standard of care: Legal history and definitions: The bad
and good news. The Western Journal of Emergency Medicine, 12(1), 109-112.

Mordechay, K. (2021). More than just class: School mobility among Black children in the
great recession. Urban Education, 56(10), 1668-1694.
https://doi.org/10.1177/0042085918789740

Mordechay, K., Gandara, P., & Orfield, G. (2019). Embracing the effects of demographic
change. Educational Leadership, 76(7), 34-40.

Mordechay, K., & Orfield, G. (2017). Demographic transformation in a policy vacuum: The
changing face of U.S. metropolitan society and challenges for public schools. The
Educational Forum, 81(2), 193-203.

Morrison, S. M., & Fee, E. (2010). Nothing to work with but cleanliness: The training of African
American traditional midwives in the South. American Journal of Public Health, 100(2),
238-239. https://doi.org/10.2105/AJPH.2009.182873

Mortan, C. H. (2018). Foreword. In J. C. Oparah, H. Arega, D. Hudson, L. Jones, & T. Oseguera
(Eds.), Battling over birth: Black women and the maternal health care crisis (p. 5).
Praeclarus Press.

National Black Midwives Alliance. (n.d.). What is the legacy of black midwives in the US.
https://blackmidwivesalliance.org/legacy-1/f/what-is-the-legacy-of-black-midwives-in-

the-us-and-caribbean


https://doi.org/10.2105/AJPH.2009.182873
https://blackmidwivesalliance.org/legacy-1/f/what-is-the-legacy-of-black-midwives-in-the-us-and-caribbean
https://blackmidwivesalliance.org/legacy-1/f/what-is-the-legacy-of-black-midwives-in-the-us-and-caribbean

160

National Cancer Institute. (2011, February 2). Definition of standard of care - NCI dictionary of
cancer terms. https://www.cancer.gov/publications/dictionaries/cancer-terms/def/standard-
of-care

National Center for Postsecondary Improvement - Student Assessment Toolkit Home. (2023,
May 8).
https://web.stanford.edu/group/ncpi/unspecified/student_assess_toolkit/index.html

National Museum of African American History & Culture. (2022, January 31). The historical
significance of doulas and midwives. https://nmaahc.si.edu/explore/stories/historical-
significance-doulas-and-midwives

Navarro, K. (2018). Ameliorating maternal health disparities [Unpublished doctoral
dissertation]. Pepperdine University.

Niles, M., & Drew, M. (2020, October 22). Constructing the modern American midwife: White
supremacy and White feminism collide. Nursing Clio.
https://nursingclio.org/2020/10/22/constructing-the-modern-american-midwife-white-
supremacy-and-white-feminism-collide/

Novick, G., Sadler, L. S., Kennedy, H. P., Cohen, S. S., Groce, N. E., & Knafl, K. A. (2011).
Women’s experience of group prenatal care. Qualitative Health Research, 21(1), 97—
116. https://doi.org/10.1177/1049732310378655

Oparah, J. C., Arega, H., Hudson, D., Jones, L., & Oseguera, T. (2017). Battling over birth:

Black women and the maternal health care crisis. Praeclarus Press.


https://nmaahc.si.edu/explore/stories/historical-significance-doulas-and-midwives
https://nmaahc.si.edu/explore/stories/historical-significance-doulas-and-midwives
https://nursingclio.org/2020/10/22/constructing-the-modern-american-midwife-white-supremacy-and-white-feminism-collide/
https://nursingclio.org/2020/10/22/constructing-the-modern-american-midwife-white-supremacy-and-white-feminism-collide/
https://doi.org/10.1177/1049732310378655

161

Padilla, A. (2021, April 1). Padilla, Warnock introduce legislation to improve maternal health
outcomes, curb rising maternal mortality rate in U.S.
https://www.padilla.senate.gov/newsroom/press-releases/padilla-warnock-introduce-
legislation-to-improve-maternal-health-outcomes-curb-rising-maternal-mortality-rate-in-
u-s/

Park, J. H., Vincent, D., & Hastings-Tolsma, M. (2007) Disparity in prenatal care among women
of colour in the USA. Midwifery, 23, 28-37.

Plain, C. (2020, August 18). Black newborns die less when cared for by Black doctors — School
of Public Health - University of Minnesota. School of Public Health.
https://www.sph.umn.edu/news/black-newborns-die-less-when-cared-for-by-black-
doctors/

Platner, M., Loucks, T. L., Lindsay, M. K., & Ellis, J. E. (2016). Pregnancy-associated deaths in
rural, nonrural, and metropolitan areas of Georgia. Obstetrics & Gynecology, 128(1),
113-120. https://doi.org/10.1097/A0G.0000000000001456

Prather, C., Fuller, T. R., Jeffries, W. L., IV, Marshall, K. J., Howell, A. V., Belyue-Umole, A.,
& King, W. (2018). Racism, African American women, and their sexual and reproductive
health: A review of historical and contemporary evidence and implications for health
equity. Health Equity, 2(1), 249-259. https://doi.org/10.1089/heq.2017.0045

Quickening. (2021, February). Black History Month: Honoring Black grand midwives and
supporting black midwives today. https://quickening.midwife.org/roundtable/black-

history-month-honoring-black-grand-midwives-and-supporting-black-midwives-today/


https://www.padilla.senate.gov/newsroom/press-releases/padilla-warnock-introduce-legislation-to-improve-maternal-health-outcomes-curb-rising-maternal-mortality-rate-in-u-s/
https://www.padilla.senate.gov/newsroom/press-releases/padilla-warnock-introduce-legislation-to-improve-maternal-health-outcomes-curb-rising-maternal-mortality-rate-in-u-s/
https://www.padilla.senate.gov/newsroom/press-releases/padilla-warnock-introduce-legislation-to-improve-maternal-health-outcomes-curb-rising-maternal-mortality-rate-in-u-s/
https://doi.org/10.1089/heq.2017.0045
https://quickening.midwife.org/roundtable/black-history-month-honoring-black-grand-midwives-and-supporting-black-midwives-today/
https://quickening.midwife.org/roundtable/black-history-month-honoring-black-grand-midwives-and-supporting-black-midwives-today/

162

Rabin, R. C. (2022, February 23). Maternal deaths rose during the first year of the pandemic. The
New York Times. https://www.nytimes.com/2022/02/23/health/maternal-deaths-
pandemic.html

Redshaw, M., Martin, C. R., Savage-McGlynn, E., & Harrison, S. (2019). Women’s experiences
of maternity care in England: Preliminary development of a standard measure. BMC
Pregnancy and Childbirth, 19(1), Article 167. https://doi.org/10.1186/s12884-019-2284-
9

Reed, R. (2021). Reclaiming childbirth as a rite of passage: Weaving ancient wisdom with
modern knowledge. Word Witch.

Reed, H. E., Koblinsky, M. A., & Mosley, W. H. (2000). Evidence on the consequences of
maternal mortality. National Academies Press.
https://www.ncbi.nlm.nih.gov/books/NBK225436/

Roberts, D. E. (2017). Killing the Black body: Race, reproduction, and the meaning of liberty.
Vintage.

Robinson, S. A. (1984). A historical development of midwifery in the Black community: 1600-
1940. Journal of Nurse-Midwifery, 29, 247-250.

Roder-DeWan, S., Gage, A. D., Hirschhorn, L. R., Twum-Danso, N. A. Y., Liljestrand, J.,
Asante-Shongwe, K., Rodriguez, V., Yahya, T., & Kruk, M. E. (2019). Expectations of
healthcare quality: A cross-sectional study of internet users in 12 low- and middle-
income countries. PLoS Medicine, 16(8), e1002879.
https://doi.org/10.1371/journal.pmed.1002879

Ross, L., Roberts, L., Derkas, E., Peoples, W., & Bridgewater, P. D. (2017). Radical

reproductive justice: Foundations, theory, practice, critique. The Feminist Press.


https://www.nytimes.com/2022/02/23/health/maternal-deaths-pandemic.html
https://www.nytimes.com/2022/02/23/health/maternal-deaths-pandemic.html
https://doi.org/10.1186/s12884-019-2284-9
https://doi.org/10.1186/s12884-019-2284-9
https://www.ncbi.nlm.nih.gov/books/NBK225436/

163

Ross, L., & Solinger, R. (2017). Reproductive justice: An introduction. University of California
Press.

Saha, S., & Shipman, S.A. (2007). The rationale for diversity in the health professions: A review
of the evidence. https://www.semanticscholar.org/paper/The-Rationale-for-Diversity-in-
the-Health-%3A-A-of-Saha-Shipman/6df3f71b73df07800b82250c2bf87ce594bbf667

Sajedinejad, S., Majdzadeh, R., Vedadhir, A., Tabatabaei, M. G., & Mohammad, K. (2015).
Maternal mortality: A cross-sectional study in global health. Globalization and Health,
11(1), Article 4. https://doi.org/10.1186/s12992-015-0087-y

Sakala, C., Declercq, E. R., Turon, J.M., & Corry, M. P. (2018). Listening to mothers in
California: A population-based survey of women’s childbearing experiences, full survey
report. National Partnership for Women & Families.

Sanders-Phillips, K., & Davis, S. (1998). Improving prenatal care services for low-income
African American women and infants. Journal of Health Care for the Poor and
Underserved, 9(1), 14-29. https://doi.org/10.1353/hpu.2010.0364

Sbaraini, A., Carter, S. M., Evans, R. W., & Blinkhorn, A. (2011). How to do a grounded theory
study: A worked example of a study of dental practices. BMC Medical Research
Methodology, 11(1), Article 128. https://doi.org/10.1186/1471-2288-11-128

Schultz, G. D. (1958, May). Cruelty in maternity wards. Ladies’ Home Journal, 152—155.

Scott, K. A., & Mclemore, M. R. (2021, May 16). Op-ed: How to change a health system that
harms Black mothers. LA Times. https://www:.latimes.com/opinion/story/2021-05-
09/black-mothers-mortality-racism-health-care

Smith, M. C., & Holmes, L. J. (1996). Listen to me good: The life story of an Alabama

midwife. Ohio State University Press.


https://doi.org/10.1186/s12992-015-0087-y
https://doi.org/10.1353/hpu.2010.0364
https://doi.org/10.1186/1471-2288-11-128
https://www.latimes.com/opinion/story/2021-05-09/black-mothers-mortality-racism-health-care
https://www.latimes.com/opinion/story/2021-05-09/black-mothers-mortality-racism-health-care

164

Starr, P. (1982). The social transformation of American medicine. Basic Books.
Stoney, G. C. (Writer/Director/Producer). (1952). All my babies: A midwife’s own story [Film].
Georgia Department of Public Health.

Sword, W., Brooks, S., Tough, S., Janssen, P.A., Young, D., Kingston, D., Helewa, M. E.,
Akhtar-Danesh, N., & Hutton, E. (2012). Women s and care providers’ views of quality
prenatal care. Medscape. http://www.medscape.com/viewarticle/768846

Takeshita, J., Wang, S., Loren, A. W., Mitra, N., Shults, J., Shin, D. B., & Sawinski, D. L.
(2020). Association of racial/ethnic and gender concordance between patients and
physicians with patient experience ratings. JAMA Network Open, 3(11), e2024583.
https://doi.org/10.1001/jamanetworkopen.2020.24583

Tandy, C. E. (1937). Infant and maternal mortality among Negros (Bureau Publication no.
243). U.S. Government Printing Office.

Taylor, J. K. (2020). Structural racism and maternal health among Black women. The Journal
of Law, Medicine & Ethics, 48(3), 506-517. https://doi.org/10.1177/1073110520958875

Teitler, J. O., Das, D., Kruse, L., & Reichman, N. E. (2012). Prenatal care and subsequent birth
intervals. Perspectives on Sexual and Reproductive Health, 44(1), 13-21.
http://doi.org/10.1363/4401312

Terreri, C. (2019). Black History Month: The importance of Black midwives, then, now and
tomorrow. Lamaze International. https://www.lamaze.org/Connecting-the-Dots/black-
history-month-the-importance-of-black-midwives-then-now-and-tomorrow-1

Thompson, D. (2016). Midwives and pregnant women of color: Why we need to understand
intersectional changes in midwifery to reclaim home birth. Columbia Journal of Race

and Law, 6(1), 27-46. https://doi.org/10.7916/cjrl.v6i1.2312


http://www.medscape.com/viewarticle/768846
https://doi.org/10.1177/1073110520958875
http://doi.org/10.1363/4401312
https://www.lamaze.org/Connecting-the-Dots/black-history-month-the-importance-of-black-midwives-then-now-and-tomorrow-1
https://www.lamaze.org/Connecting-the-Dots/black-history-month-the-importance-of-black-midwives-then-now-and-tomorrow-1

165

Tikkanen, R., Gunja, M. Z., FitzGerald, M., & Zephyrin, L. (2020, November 18). Maternal
mortality maternity care U.S. compared 10 other countries. Commonwealth Fund.
https://www.commonwealthfund.org/publications/issue-briefs/2020/nov/maternal-
mortality-maternity-care-us-compared-10-countries

Townes, E. M. (1998). Breaking the fine rain of death: African American health issues and a
womanist ethic of care. Continuum. http://archive.org/details/breakingfinerainOOtown

Toy, S. (2023, March 20). Why is the maternal mortality rate so high in the U.S.? The Wall
Street Journal. https://www.wsj.com/articles/women-maternal-mortality-death-rate-what-
to-know-1720cfd8

Tukur, J., Lavin, T., Adanikin, A., Abdussalam, M., Bankole, K., Ekott, M. I., Godwin, A.,
Ibrahim, H. A., Ikechukwu, O., Kadas, S. A., Nwokeji-Onwe, L., Nzeribe, E.,
Ogunkunle, T. O., Oyeneyin, L., Tunau, K. A., Bello, M., Aminu, I., Ezekwe, B.,
Aboyeji, P.,...Oladapo, O. T. (2022). Quality and outcomes of maternal and perinatal
care for 76,563 pregnancies reported in a nationwide network of Nigerian referral-level
hospitals. EClinicalMedicine, 47, Article 101411
https://doi.org/10.1016/j.eclinm.2022.101411

Tunc, T. E. (2010). The mistress, the midwife, and the medical doctor: Pregnancy and childbirth
on the plantations of the antebellum American South, 1800-1860. Women'’s History
Review, 19, 395-419. https://doi.org/10.1080/09612025.2010.489348

UNICEF. (2019). Maternal mortality. https://data.unicef.org/topic/maternal-health/maternal-

mortality/


https://www.commonwealthfund.org/publications/issue-briefs/2020/nov/maternal-mortality-maternity-care-us-compared-10-countries
https://www.commonwealthfund.org/publications/issue-briefs/2020/nov/maternal-mortality-maternity-care-us-compared-10-countries
http://archive.org/details/breakingfinerain00town
https://doi-org.lib.pepperdine.edu/10.1080/09612025.2010.489348
https://data.unicef.org/topic/maternal-health/maternal-mortality/
https://data.unicef.org/topic/maternal-health/maternal-mortality/

166

Vilda, D., Wallace, M., Dyer, L., Harville, E., & Theall, K. (2019). Income inequality and racial
disparities in pregnancy-related mortality in the US. SSM - Population Health, 9.
https://doi.org/10.1016/j.ssmph.2019.100477

Villareal, A. (2020, May 2). New York mother dies after raising alarm on hospital neglect. The
Guardian. https://www.theguardian.com/us-news/2020/may/02/amber-rose-isaac-new-
york-childbirth-death

Vinekar, K. (2021). Pathology of racism—a call to desegregate teaching hospitals. The New
England Journal of Medicine, e40.
https://www.nejm.org/doi/pdf/10.1056/NEJMpv2113508?articleTools=true

Wertz, R. W., & Wertz, D. C. (1989). Lying-in: A history of childbirth in America. Yale
University Press

West, C. (2001). Race matters. Vintage Books.

WhiteCoats4BlackLives. (2022). White coats for Black lives. https://whitecoats4blacklives.org/

Wilde, B., Starrin, B., Larsson, G., & Larsson, M. (1993). Quality of care from a patient
perspective: A grounded theory study. Scandinavian Journal of Caring Sciences, 7(2),
113-120.

World Health Organization. (n.d.). What is quality of care and why is it important?
http://www.who.int/maternal_child_adolescent/topics/quality-of-care/definition/en/

World Health Organization. (2000). The world health report 2000: Health systems: Improving
performance.

World Health Organization. (2019, September 19). Maternal mortality.

https://www.who.int/news-room/fact-sheets/detail/maternal-mortality


https://doi.org/10.1016/j.ssmph.2019.100477
https://www.theguardian.com/us-news/2020/may/02/amber-rose-isaac-new-york-childbirth-death
https://www.theguardian.com/us-news/2020/may/02/amber-rose-isaac-new-york-childbirth-death
http://www.who.int/maternal_child_adolescent/topics/quality-of-care/definition/en/

167

World Health Organization. (2020). Millennium development goals 4 and 5.
https://www.who.int/pmnch/about/about_mdgs/en/

World Health Organization. (2021, July 22). What is quality of care? [YouTube].
https://www.youtube.com/watch?v=erei6SZjcck

World Health Organization. (2022a). Quality of care. https://www.who.int/health-topics/quality-
of-care

World Health Organization. (2022b, May 6). Beyond numbers: Database brings to light quality
of care for women and their babies at a national scale.
https://www.who.int/news/item/06-05-2022-beyond-numbers--database-brings-to-light-
quality-of-care-for-women-and-their-babies-at-a-national-scale

World Population Review. (2022). Maternal mortality rate by state 2022.
https://worldpopulationreview.com/state-rankings/maternal-mortality-rate-by-state

Wren Serbin, J., & Donnelly, E. (2016). The impact of racism and midwifery's lack of racial
diversity: A literature review. Journal of Midwifery & Women's Health, 61(6), 694—706.
https://doi.org/10.1111/jmwh.12572

Wyatt, G. (1997). Stolen women: Reclaiming our sexuality, taking back our lives. Wiley.

Yankauer, A. (1983). The valley of the shadow of birth. American Journal of Public Health,
73(6), 635-638. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1650865/

Yoder, H., & Hardy, L. R. (2018). Midwifery and antenatal care for Black women: A narrative

review. SAGE Open. http://journals.sagepub.com/doi/10.1177/2158244017752220


https://www.who.int/pmnch/about/about_mdgs/en/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1650865/
http://journals.sagepub.com/doi/10.1177/2158244017752220

168

APPENDIX A

IRB Approval

Pepperdine University

24255 Pacific Coast Highway
Malibu, CA 90263

TEL: 310-506-4000

NOTICE OF APPROVAL FOR HUMAN RESEARCH
Date: July 11,2022
Protocol Investigator Name: Kimberly Navarro
Protocol #: 22-05-1857
Project Title: Black Midwives for Black Mothers: Ameliorating Racial Dispanties in Maternal Mortality
School: Graduate School of Education and Psychology
Dear Kimberly Navarro:

Thank you for submitting your application for exempt review to Pepperdine University's Institutional Review Board (IRB). We appreciate the work you have done on your
proposal. The IRB has reviewed your submitted IRB application and all ancillary 1als, Upon review, the IRB has determined that the above entitled project meets the

q for ption under the federal regulations 45 CFR 46.101 that govern the protections of human subjects.
Your h must be conducted ding to the proposal that was submitted to the IRB. If changes to the approved protocol occur, a revised protocol must be reviewed
and approved by the IRB before impl ion. For any proposed changes in your hp I, please submit an amendment to the IRB. Since your study falls

under exemption, there is no requirement for continuing IRB review of your project. Please be aware that changes to your protocol may prevent the research from
qualifying for exemption from 45 CFR 46.101 and require submission of a new IRB application or other materials to the IRB.

A goal of the IRB is to prevent negative occurrences during any research study. However, despite the best intent, unforeseen circumstances or events may arise during the
research. If an unexpected situation or adverse event happens during your investigation, please notify the IRB as soon as possible. We will ask for a complete written
explanation of the event and your written resp Other actions also may be required depending on the nature of the event. Details regarding the timeframe in which
adverse events must be reported to the IRB and documenting the adverse event can be found in the Pepperdine University Protection of Human Participants in
Research: Policies and Procedures Manual at community_pepperdine.edu/irb.

Please refer to the protocol number denoted above in all ication or correspondence related to your application and this approval. Should you have additional
questions or require clarification of the contents of this letter, please contact the IRB Office, On behalf of the IRB, I wish you success in this scholarly pursuit,

Sincerely,
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APPENDIX B
Interview Questions

Date:
Interviewer name:
Health facility:

Age

How many live births have you had?:
How many children do you have?:
How old were you when you gave birth to your first child?:

Marital Status: Ethnicity:

Occupation: Religion:

Number of people in household:

Education (highest grade completed):

How many times did you visit this clinic during your pregnancy, including delivery? :
Did you receive care at other health centers during your pregnancy? ___ Yes No

If yes, which health center?
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PURPOSE: ESTABLISH RAPPORT, ALLOW MOM TO BECOME COMFORTABLE TALKING ABOUT
HERSELF

1. To begin, | would like to know more about you as a person. Tell me about a typical day
in your life. From the time you wake up to the time you sleep, tell me about what you
do.

PURPOSE: UNDERSTANDING MOM'’S EXPERIENCE WITH PREGNANCY

2. | would now like to learn more about you and your experiences with your most recent
pregnancy. Can you Pick one day in your pregnancy and tell me about it?
e How did that change later in your pregnancy?
e What, if any, worries did you have?
e What made you feel excited?
e When appropriate, probe if she wanted the pregnancy at the time she got
pregnant and how she found out

3. Can you tell me about any traditions/practices that you follow during pregnancy?
® Are there any restrictions on what women can do when they are pregnant?
(probing for how this might affect accessing care)?
e How did these restrictions affect your ability to get care?

4. What was it like when you returned to your home following birth?
o What were some of the things your family/community did? Said? How did it
make you feel? .

PURPOSE: UNDERSTANDING WHAT LED MOM TO UTILIZE MATERNAL HEALTH CARE AT HER
FACILITY (WHY, WHERE, WHO)

5. 1 would now like to learn about your experiences getting healthcare during your last
pregnancy. Can you describe how you ended up getting healthcare for your pregnancy
at this clinic/facility?

e Tell me about why you accessed health services for delivery/during your
pregnancy?

e How did you select this clinic/facility?

e Who, if anyone, influenced you to get care at the facility (mother, husband,
women’s group, etc)

e What, if any, concerns did you have coming to this clinic/facility?

PURPOSE: LEARN HOW MOM EXPEREINCED MATERNAL HEALTH SERVICES (ACCESS, SPACE,
STAFF, BELIEFS ABOUT CARE)
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6. Think about your delivery experience (the day you delivered). Can you walk me
through your appointment from the moment you arrived at the clinic until you left.

How long did you wait to get care from the moment you arrived?
What or who were you waiting for?

How typical are wait times for you?

How did that ___ make you feel? (waiting a long time, etc).

7. ACCOMPANIMENT: Who if anyone accompanied you to appointments?

Probe first for the time of delivery/birth and ANC/PNC

If accompanied: what was it like having that person there?

If accompanied: How did this person help or support you? Do you wish they
could have helped in another way?

If accompanied: Who decided who would go with you?

Would you have liked to be accompanied by someone? Tell me more...
Who would you want to be there with you?

8. SPACE: | do not know much about the clinic you attended. Can you describe the space
where you received services to me?
e What does it look like? Feel like?
e How do you feel at this clinic/facility?

o (Probe: (dis)comfort, privacy, curtains, screens, others watching,
overcrowding, etc.)

o Tell me about other people that were in the room while you were delivering? Who
were these people?

® [f others were present: Were you asked permission for others to be there?

e How did your experience align with local practices or expectations?

9. STAFF: Please tell me about all of the different people from the clinic/facility that you
interacted with. Who were all the people who provided care to you at the clinic?

What did each person do?
What kinds of things did you like about the staff at the clinic?
How were you treated by people at the clinic? (Probe: shame, respect, neglect,
humiliation, physical abuse, etc.)
How often were you asked for your opinion or things you want at the clinic?
What did you not like about the staff at the clinic?

o Probe: What happened? How did you feel?
How confident did you feel in the knowledge and skills of clinic staff? Tell me
more...
Probe for non-clinicians (guards, secretaries, etc)

10. COMMUNICATION WITH PROVIDERS: Now | would like to talk to you about the way
the doctors and nurses explained things to you.
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e In general, how well did you understand what the doctor/nurse was doing during
your appointments? (probe if services were explained, if she was confused)

e Were you able to ask the doctor or nurse questions? Tell me more...

e How did the doctor or nurse get permission from you to perform services? How
did you feel about this?

e Tell me about how the nurses and doctors spoke to you (supportive,
encouraging, harsh/strict)? How did that make you feel?

11. How do you believe the services you received affected you?
e Did anything significant change?
e How do you believe the services you received affected your child?

PURPOSE: TO UNDERSTAND HOW MOM’S SATISFACTION WITH HER MATERNAL HEALTH CARE
AND FUTURE USE

12. Tell me about your overall impressions/thoughts with the care you received at
clinic/hospital.
e Tell me about your overall impressions with staff at the clinic/hospital.
e Based on your experiences, would you use these services again? Tell me more about
why or why not.
e Would you recommend these services to other pregnant women? Tell me more
about why or why not...

13. How can the staff at the health facility make the experiences of childbirth better?
e What can the clinic do to improve care for moms?
e What would make you feel more comfortable and want to come back to the
clinic?
o What can staff do to improve care for moms?

14. Thank you for taking the time to share your experiences with me, | really appreciate
your time and participation.
e |s there anything else you would like talk about more about before we end this
interview?
e Do you have any questions or comments for me?

(Hagaman et at., 2022, additional file 1)



