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Abstract  

 
 
 

AN ONLINE INVESTIGATION INTO FACTORS RELATED TO BLACK MATERNAL 

MORTALITY USING RETROSPECTIVE RECALL OF A PRIOR BIRTH 

HOSPITALIZATION WITH A RISK OF DEATH² 

PREDICTING MEDICAL MISTRUST  

 

Amina Abdelaziz  

 

The problem that this study addressed was the high rate of maternal mortality for Black 

women in the United States, which has been rising, including before the COVID-19 pandemic. 

The goal was to identify significant predictors of medical mistrust. The study recruited a 

convenience sample via an online social media campaign. The resultant sample was 100% 

Black and female (N=192) with a mean age of 33.23 (SD= 4.980, min=24, max=61), while 

94.8% were born in the United States (n=182). Using background stepwise regression, the 

following were found to be significant predictors of a higher level of medical mistrust: older 

age (B = .033, p = .001); higher levels of education (B = 0.205, p = .000); lower annual 

household income (B = -.055, p = .026); higher level of perceived racism, discrimination, and 

inequity in treatment from medical staff (B = 0.137, p = .046); lower levels of cultural 

sensitivity/ competence/ humility ratings for medical staff (B = -.155, p = .002); higher past 

year mental distress (i.e., Depression, Anxiety, Insomnia and Trauma) (B = .369, p = .000); and 

lower levels of social support post-partum (B = -0.162, p = .004)²with 46.5% of the variance 

predicted by the model (R2 = 0.698, Adjusted R2 = 0.465). 



The study findings highlight a crisis of Black maternal mortality in the United States, as 

well as a crisis in healthcare service delivery to Black women, as uncovered via this study. The 

data betrays a dimension of the crisis in healthcare service delivery to Black women who report 

experiencing discrimination for being Black at 75.5%, for their appearance (skin tone, hair, etc.) 

at 62.0%, and for being overweight or obese at 28.6%. Implications of the findings are discussed, 

while recommendations for future research are offered. In terms of those implications, perhaps 

most importantly, this data effectively identifies the year after a high-risk birth hospitalization as 

an essential time for ensuring Black women enter counseling with licensed and certified mental 

health professionals.
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Chapter I 

INTRODUCTION 

 

0DWHUQDO�GHDWK�KDV�EHHQ�GHILQHG�DV�WKH�³GHDWK�RI�D�ZRPDQ�ZKLOH�SUHJQDQW�RU�ZLWKLQ����

GD\V´�RI�SUHJQDQF\�termination, regardless of the duration or site of pregnancy including any 

cause related to pregnancy or management (Hoyert, 2022, p. 1). Alternatively, maternal death 

has been defined by the Centers of Disease Control and Prevention (CDC) as the death of a 

woman while pregnant or within one year of the end of the pregnancy (Lu et al., 2021). 

0DWHUQDO�PRUWDOLW\�UDWHV�DUH�FRQVLGHUHG�³SHU���������OLYH�ELUWKV�EDVHG�RQ�GDWD´�IURP�WKH�

National Vital Statistics System natality file (Hoyert, 2022, p. 1). While this topic has garnered 

extensive attention on both a national and international level, racial disparities have remained 

vast as mortality rates continue to soar. From 2019 to 2020, the overall maternal mortality rate in 

the United States increased from 20.1 to 23.8 per 100,000 live births. Among Black and African 

$PHULFDQ�ZRPHQ��WKH�PRUWDOLW\�UDWH�IURP������WR������³LQFUHDVHG�IURP������WR������SHU���������

OLYH�ELUWKV´��+R\HUW��������S����� 

As this data suggests, while the United States has led as one of the wealthiest countries in 

WKH�ZRUOG��³PDWHUQDO�PRUWDOLW\�LQ�WKH�8QLWHG�6WDWHV�LV�DW�DQ�DODUPLQJ´�UDWH�ZLWK�VWXQQLQJ�UDFLDO�

GLVSDULWLHV��/X�HW�DO���������S��������0DWHUQDO�PRUWDOLW\�KDV�EHHQ�DFNQRZOHGJHG�DV�D�³JHQHUDO�

LQGLFDWRU�RI�WKH�RYHUDOO´�KHDOWK�VWDWXV�RI a population; and of the status of women within the 

functioning of its health system (Douthard et al., 2021, p. 168). The maternal mortality rate in 

other high-LQFRPH�FRXQWULHV�KDV�EHHQ�³VLJQLILFDQWO\�ORZHU�WKDQ�LQ�WKH�8QLWHG�6WDWHV´��'RXWKDUG�

et al., 202, p. 169). 
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:KLOH�WKH�8QLWHG�6WDWHV�VSHQGV�D�VLJQLILFDQW�DPRXQW�RQ�KHDOWKFDUH��PRUH�WKDQ�³����

PRWKHUV�GLH�DQG�PRUH�WKDQ��������PRWKHUV´�H[SHULHQFH�D�OLIH-threatening complication classified 

as severe maternal morbidity (Lu et al., 2021, p. 280). The maternal mortality rate in the United 

States increased about 58% in the past two decades, while other countries have reported a 

significant decline in maternal deaths (Lu et al., 2021). 

Severe maternal morbidity UHIHUV�WR�³VHYHUDO�FRPSOLFDWLRQV�RI�K\SHUWHQVLYH�GLsorders of 

SUHJQDQF\´�WKDW�LQFOXGH�FDUGLRYDVFXODU�FRPSOLFDWLRQV²which has been rising in the United 

States (Minhas, et al., 2021, p. 480). These complications have included acute congestive heart 

failure, pulmonary edema, acute myocardial infarction, cardiac arrest, and acute renal failure. As 

D�UHVXOW��VHYHUH�PDWHUQDO�PRUELGLW\�³KDV�FRQWULEXWHG�WR�PDWHUQDO�PRUWDOLW\�ZLWK�FDUGLRYDVFXODU�

FRQGLWLRQV´�DPRQJ�WKH�OHDGLQJ�FDXVHV�RI�SUHJQDQF\�UHODWHG�GHDWKV�LQ�WKH�8QLWHG�6WDWHV��S��������

Chronic hypertension, preexisting diabetes, and obesity were more prevalent in Black women 

FRPSDUHG�ZLWK�RWKHU�JURXSV��2YHUDOO��%ODFN�ZRPHQ�ERUH�D�³JUHDWHU�WRWDO�EXUGHQ�RI�SUHHFODPSVLD�

DQG�PRUH�LQWHQVLYH´�SUHYHQWLYH�HIIRUWV�VKRXOG�EH�IRFXVHG�RQ�WKLV�JURXS��0LQKDV��HW�DO���������S��

487).  

 

Disparities and Inequities  

7KHUH�LV�D�FRQVWDQW�³UDFLDO��HWKQLF��VRFLRHFRQRPLF�DQG�JHRJUDSKLF´�UDQJH�RI�GLVSDULWLHV�

that persist within the United States healthcare system (p. 280). While maternity care and 

PHGLFDO�WHFKQRORJ\�KDYH�DGYDQFHG�DQG�HYROYHG��WKH�³FXUUHQW�XQGHUVWDQGLQJ�RI�Whe causes and 

SUHYHQWLRQ´�RI�PDWHUQDO�PRUWDOLW\�DQG�LWV�GLVSDULWLHV�UHPDLQV�LQFRPSOHWH��/X�HW�DO���������S�������� 

5DFLDO�DQG�HWKQLF�³LQHTXLWLHV�LQ�KHDOWK�DUH�D�QDWLRQDO�FULVLV´�WKDW�KDYH�UHTXLUHG�

engagement across the healthcare workforce (Kozhimannil et al., 2021, p. 170). Such racial 
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LQHTXLWLHV�KDYH�EHHQ�³DYRLGDEOH�KHDOWK�GLIIHUHQFHV�WKDW�KDYH�SXW�D�VRFLDOO\�GLVDGYDQWDJHG´�JURXS�

at further disadvantage as the nation became more diverse (p. 170). As a result, these inequities 

have eroded individual and population health that include the nursing workforce that include 

SHULSDUWXP��DGYDQFHG�SUDFWLFH��DQG�QXUVH�SUDFWLWLRQHUV��1XUVHV�KDYH�FRPSULVHG�WKH�³ODUJHVW�

VHJPHQW�RI�WKH�KHDOWKFDUH�SURIHVVLRQ´�DQG�DUH�DW�WKH�IURQWOLQH�RI�KHDOWKFDUH�GHOLYHU\�LQ�WKH�8QLWHG�

SWDWHV��(IIRUWV�WR�DFKLHYH�UDFLDO�HTXLW\�LQ�FKLOGELUWK�UHTXLUHV�DWWHQWLRQ�WR�WKH�³QXUVHV�ZKR�SURYLGH�

FDUH�EHIRUH�DQG�GXULQJ�SUHJQDQF\´�DW�FKLOGELUWK�DQG�SRVWSDUWXP��.R]KLPDQQLO�HW�DO���������S��

170).  

 The CDC has initiated a national pregnancy mortality surveillance system (PMSS) in the 

United States (CDC, 2020). The PMSS has defined a pregnancy related death as the death of a 

woman while pregnant or within one year of the end of pregnancy from any cause related to or 

aggravated by the pregnancy. With this system, medical epidemiologists reviewed and analyzed 

death records from all 50 states and calculated the pregnancy related mortality ratio. The 

pregnancy related mortality ratio is considered an estimate of the number of pregnancy related 

deaths for every 100,000 live births. The CDC (2020) found non-Hispanic Black mothers had the 

highest rate of pregnancy related mortality at a ratio of 41.7 deaths per 100,000 deaths. Non-

Hispanic white mothers had a rate of pregnancy-related mortality at a ratio of 13.4 deaths per 

100,000 deaths, while Hispanic or Latina mothers had a ratio of 11.6 deaths per 100,000 

deaths (CDC, 2020). 

 

Disparities for Black Women  

$IULFDQ�$PHULFDQ�DQG�%ODFN�ZRPHQ�KDYH�EHHQ�³FRQVLVWHQWO\�WKH�PRVW�LPSDFWHG�E\�

DGYHUVH�KHDOWK�RXWFRPHV�LQ�WKH�8QLWHG�6WDWHV´��*UHHQ�HW�DO���������S�������'HFDGHV�RI�PHGLFDO�DQG�
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SXEOLF�UHVHDUFK�KDYH�IDLOHG�WR�H[SODLQ�RU�UHGXFH�³UDFH-associated differences in maternal 

RXWFRPHV´²such as mortality, morbidity, and patient experiences (p. 1). In addition to increased 

trends in maternal mortality, overall, the persistent, large, and increased mortality gaps between 

Black women and other racial groups in the United States has continued to grow (Green et al., 

2021). 

+HDOWK�GLVSDULWLHV�IRU�³FKLOGEHDULQJ�%ODFN�ZRPHQ�KDYH�SHUVLVWHG�GHVSLWH�RYHUDOO�

LPSURYHPHQWV´�LQ�SUHJQDQF\�UHODWHG�RXWFRPHV��*DU\�HW�DO���������S�������5HJDUGOHVV�RI�

³SUHJQDQF\-related outcomes for women aQG�LQIDQWV�LPSURYLQJ�RYHUDOO�´�GXULQJ�WKH�SDVW�IHZ�

decades, Black women have significantly lagged compared to other racial groups (Gary et al., 

2020, p. 1).  

With the focus in mainstream media over racial disparities in maternal morbidity in the 

United StaWHV��&RQJUHVV�SDVVHG�³WKH�3UHYHQWLQJ�0DWHUQDO�'HDWKV�$FW�DW�WKH�HQG´�RI������

�%ULGJHV��������S���������7KH�ODZ�KDV�SURYLGHG�VWDWHV�ZLWK�³WZHOYH�PLOOLRQ�GROODUV�DQQXDOO\�IRU�

ILYH�\HDUV´�WR�IXQG�PDWHUQDO�PRUWDOLW\�UHYLHZ�FRPPLWWHHV��S���������6XFK�FRPPLWWHHV are 

comprised of a collection of experts that evaluate every maternal death in a jurisdiction, while 

seeking to understand why each death occurred and what could have been done to prevent said 

GHDWK��+RZHYHU��ZKLOH�WKHUH�LV�DQ�XQGHUVWDQGLQJ�WKDW�WKH�³PDWHrnal health tragedy in the United 

6WDWHV´�LV�D�UDFLDO�WUDJHG\��WKH�$FW�GRHV�QRW�PHQWLRQ�WKH�WHUP�³UDFH´�LQ�DQ\�SDUW�RI�LWV�VWDWXWH��S��

1235). While maternal mortality in the United States became salient for its racial nature, the Act 

advanced by Congress does not mention its racial nature at all. With the general discourse that 

³VXUURXQGV�UDFLDO�GLVSDULWLHV�LQ�PDWHUQDO�PRUWDOLW\´�KDV�EHHQ�YLHZHG�DV�LPSRYHULVKHG��JLYHQ�KRZ�

an analysis of racial disparities in maternal mortality is deemed necessary (Bridges, 2020, p. 

1235).  
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Black Maternal Mortality 

Chinn et al. (2021) discussed how Black women were estimated to be 3-��WLPHV�³PRUH�

OLNHO\�WR�GLH�ZLWKLQ�D�\HDU�SRVWSDUWXP�FRPSDUHG�WR�:KLWH�DQG�/DWLQD�ZRPHQ´��S��������5DFLDO�

disparities in Black maternal mortalit\�KDYH�³SHUVLVWHG�DW�HYHU\�HGXFDWLRQ�OHYHO�DQG�KDV�SHUVLVWHG�

RU�LQFUHDVHG�RYHU�WLPH´�VKRZLQJ�QR�VLJQLILFDQFH�LQ�D�FRQQHFWLRQ�WR�WKLV�LVVXH��&KLQ�HW�DO��������S��

215).  

7KH�ULVN�RI�PDWHUQDO�PRUWDOLW\�DPRQJ�%ODFN�ZRPHQ�KDV�³SHUVLVWHG�DIWHU�FRQWUROOLQJ�IRU�

soFLRHFRQRPLF�VWDWXV´�ZLWK�����RI�PDWHUQDO�GHDWKV�FRQVLGHUHG�SUHYHQWDEOH��.XPDU�HW�DO���������

p. 202).  

7KH�PDWHUQDO�PRUWDOLW\�UDWLR�DPRQJ�%ODFN�ZRPHQ�KDV�H[FHHGHG�³HSLGHPLF�SURSRUWLRQV´�

�$OODQ��������S������6XFK�GHDWK�UDWHV�IRU�DQ\�RWKHU�FRQGLWLRQ´�ZRXOG�OHad to mobilization of 

healthcare resources and national policy change (Allan, 2020, p.1).  

'HVSLWH�DGYDQFHV�LQ�SXEOLF�KHDOWK��³ODUJH�UDFLDO�DQG�HWKQLF�GLVSDULWLHV�LQ�86�PDWHUQDO�

PRUWDOLW\´�KDYH�UHPDLQHG�D�FULWLFDO�SUREOHP��0DF'RUPDQ�HW�DO���������S�������� Vital statistics 

SURYLGHG�WKH�RIILFLDO�86�PDWHUQDO�PRUWDOLW\�³HVWLPDWHV�DQG�LGHQWLI\�FDVHV�IRU�PRUH�GHWDLOHG�

UHYLHZ´�IRU�PDWHUQDO�PRUWDOLW\�GDWD�V\VWHPV�VXFK�DV�WKH�3UHJQDQF\�0RUWDOLW\�6XUYHLOODQFH�

Systems (p. 1673). There have been concerns about the accuracy of US vital statistics data that is 

used to measure maternal mortality with regards to underreporting maternal deaths. Many deaths 

have been recorded as ill-GHILQHG�FDXVHV��ZKLFK�PDNHV�LW�³LPSRVVLEOH�WR�DFFXUDWHO\�LGHQWLI\�WKH�

leading causes of materQDO´�GHDWK��RU�WKH�SHUFHQW�FRQWULEXWLRQ�RI�LQGLYLGXDO�FDXVHV�RI�GHDWK�WR�

maternal mortality disparities (MacDorman et al., 2021, p. 1673).  
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Potential Factors Operating in Black Maternal Morbidity 

There are limitations in the body of existing knowledge, given how prenatal care research 

KDV�³IRFXVHG�PRVWO\�RQ�LQIDQW�RXWFRPHV�DQG�KDV�QRW�DGHTXDWHO\´�DGGUHVVHG�PDWHUQDO�RXWFRPHV�

�'HYLGR�HW�DO���������S��������5HVHDUFK�RQ�LQIDQW�RXWFRPHV�GRHV�QRW�H[SODLQ�WKH�³WKH�

disproportionately high rates of maternal and infDQW�PRUELGLW\´�DQG�PRUWDOLW\�DIIHFWLQJ�$IULFDQ�

American and Black women in the United States (Devido et al., 2020, p. 555).  

:KLOH�FDXVHV�RI�PDWHUQDO�PRUWDOLW\�DUH�PXOWLIDFHWHG��³FDUGLRYDVFXODU�GLVHDVH�LV�WKH�

SULPDU\�FDXVH�RI�SUHJQDQF\´�UHODWHG�PRUWDOLW\��9DUDJLF�HW�DO���������S��������:RPHQ¶V�ORQJ�WHUP�

FDUGLRYDVFXODU�KHDOWK�KDV�EHHQ�³DIIHFWHG�E\�DGYHUVH�SUHJQDQF\�RXWFRPHV�VXFK�DV�SUHHFODPSVLD�´�

gestational hypertension, and diabetes, and preterm birth (p. 178). Overall, hypertension is the 

most common complication observed during pregnancy in the United States. Early intervention 

ZRXOG�KDYH�WKH�SRWHQWLDO�WR�UHGXFH�DGYHUVH�SUHJQDQF\�RXWFRPHV�IRU�ZRPHQ�ZKR�³EHFRPH�

SUHJQDQW�DJDLQ´²ZKLOH�DGGUHVVLQJ�³WKHLU�OLIHWLPH�ULVN´�RI�FDUGLRYDVFXODU�GLVHDVH��S��������$V�D�

UHVXOW��UHVHDUFKHUV�UHFRPPHQG�³FRPSUHKHQVLYH�FDUGLRYDVFXODU�HYDOXDWLRQV�EH\RQG�WKH�LPPHGLDWH�

SRVWSDUWXP�SHULRG´�EH�GRQH�WR�PLWLJDWH�XQGHUO\LQJ�ULVN�IDFWRUV�WKDW�FRXOG�SURYH�IDWDO��9DUDJLF�HW�

al., 2021, p. 178). 

Risk factors for Black women for pregnancy-related complications include those from 

FKURQLF�GLVHDVHV��VXFK�DV�³REHVLW\��FDUGLRYDVFXODU�GLVHDVH��GLDEHWHV��DQG�DVWKPD´�KDYH�KDG�

increased prevalence (Essien et al., 2019, p. 349). There has been an increased risk for neonatal 

death, low birthweight, and premature births in Black women (Essien et al., 2019).  

The search for biological markers in Black maternal mortality in the United States has 

FRQWLQXHG�WR�³SHUSHWXDWH�WKH�PLVFRQFHSWLRQ�WKDW�UDFH�LV�D�ULVN�IDFWRU´�IRU�DGYHUVH�PDWHUQDO�KHDOWK�

outcomes (Crear-Perry et al., 2021, p. 230). Such misguided approaches have failed to identify 
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and remediate the fundamental causes of maternal mortality and maternal health inequities 

DPRQJ�%ODFN�PRWKHUV��:KLOH�HIIRUWV�KDYH�EHHQ�PDGH�WR�XQGHUVWDQG�WKLV�LQHTXLW\�E\�³DQDlyzing 

LQGLYLGXDO�EHKDYLRUV�DQG�VRFLRHFRQRPLF�FRQGLWLRQV�´�WKLV�UHVXOWV�LQ�SODFLQJ�SHUVRQDO�

responsibility and blame on Black mothers (Crear-Perry et al., 2021, p. 230).  

African American and Black women have experienced higher levels of psychosocial 

stress during pregnancy compared to their white counterparts (Devido et al., 2020). This has 

³DFFRXQWHG�IRU�VRPH�RI�WKH�GLVSDULWLHV�WKDW�H[LVW´�UHODWHG�WR�PDWHUQDO�PRUWDOLW\��S��������:KLOH�

VRFLDO�VXSSRUW�KDV�KHOSHG�FRPEDW�WKLV�GLVSDULW\��³VRFLDO�FDSLWDO�PD\�EH D�EHWWHU�VROXWLRQ´��'HYLGR�

et al., 2020, p. 555). 

The CDC uses the national pregnancy mortality surveillance system (PMSS) to better 

understand risk factors for and causes of pregnancy-related deaths in the United States (CDC, 

2020). Variability in the risk of death by race/ethnicity was attributed to many factors that 

included access to care, quality of care, prevalence of chronic diseases, structural racism, and 

implicit biases. There have been declines in the contributions from hemorrhage, hypertensive 

disorders of pregnancy such as preeclampsia/eclampsia, and anesthesia complications to 

pregnancy-related deaths, and increases in contributions from cardiovascular, cerebrovascular 

accidents, and other medical conditions. Research found an increased number of pregnant 

women in the United States suffered from chronic health conditions such as hypertension, 

diabetes, and chronic heart disease. These conditions have put women at higher risk of 

complications pre- and post-partum (CDC, 2020).  

While most research on Black maternal mortality confirmed elevated rates of chronic 

conditions, it has not explained the increasing trends of Black maternal mortality over time 

within the United States (Chinn et al., 2021). Non-clinical factors that have included hospital 
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cDUH�TXDOLW\�³KHOS�WR�H[SODLQ�VRPH�RI�WKH�GLVSDULWLHV�LQ�PDWHUQDO�PRUWDOLW\´�DPRQJ�%ODFN�ZRPHQ�

(Chinn et al., 2021, p. 215).  

 

Potential Access Issues, Barriers, Staffing Factors 

)DFWRUV�VXFK�DV�³EDUULHUV�WR�KHDOWKFDUH�DFFHVV��DQG�OLIHVW\OH�FKRLFHV�DUH�FRPPonly 

LGHQWLILHG´�VWUHVVRUV�IRU�%ODFN�ZRPHQ��*DU\�HW�DO���������S������(YHQ�ZKHQ�FRQVLGHUHG�WRJHWKHU�

ZLWK�UDFLVP�DQG�SRYHUW\��VXFK�VWUHVVRUV�KDYH�EHHQ�LQVXIILFLHQW�WR�FDSWXUH�%ODFN�ZRPHQ¶V�

perspectives of their maternal care experiences (Gary et al., 2020). 

7KH�³VKRUWDJH�RI�SULPDU\�FDUH�SURYLGHUV�VXFK�DV�QXUVHV´�DQG�QXUVH�PLGZLYHV�KDV�SXW�

Black mothers at risk for a delay in care (Crear-Perry et al., 2021, p. 232). Many Black mothers 

have been unable to seek care at an early stage of their pregnancies and build trust in their 

SURYLGHUV��6XFK�D�ULVN�KDV�EHHQ�³DPSOLILHG�IRU�ZRPHQ�ZKR�KDYH�SUHH[LVWLQJ�FRQGLWLRQV´�RU�ZKR�

have developed comorbidities during their pregnancies (Crear-Perry et al., 2021, p. 232).  

Limited access to high quality prenatal and maternity FDUH�VHUYLFHV�KDV�³FRQWULEXWHG�WR�

PRUWDOLW\�ULVNV�LQ�UDFLDO�HWKQLF�JURXSV�´�ZKLFK�KDV�UHVXOWHG�LQ�DQ�LQFUHDVH�LQ�PRUWDOLW\�UDWHV�RYHU�

the past few decades (Snyder et al., 2020, p. S45). Sufficient access to obstetrician-gynecologists 

(OB-GYNs) has been crLWLFDO�IRU�³PDQDJLQJ�SUHJQDQF\�FRPSOLFDWLRQV�DQG�REVWHWULF�

HPHUJHQFLHV´�EHIRUH��GXULQJ��DQG�DIWHU�SUHJQDQF\��S��6�����2%-GYNs and primary care 

providers such as nurses provide core services to Black expecting mothers, and a lack of such 

service is another barrier for quality healthcare. Data showed the Southern states had the highest 

RYHUDOO�PDWHUQDO�PRUWDOLW\�UDWHV�ZLWK�³ORZHU�WKDQ�QDWLRQDO�OHYHOV�RI�SURYLGHU�DYDLODELOLW\´�DFURVV�

the region (p. S49). Therefore, lower than national levels of provider availability across this 

region seems to be associated with higher maternal mortality rates. Providers have played an 
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LPSRUWDQW�UROH�LQ�³GHOLYHULQJ�SULPDU\�FDUH�DQG�RWKHU�KHDOWK�VHUYLFHV´�WR�ZRPHQ�RI�UHSURGXFWLYH�

age, often mitigating health care access gaps in communities facing physician shortages (Snyder 

et al., 2020, S50).   

 

Impact of Births Occurring in a Maternity Care Desert 

2YHU�����RI�ELUWKV�LQ�WKH�8�6��RFFXU�LQ�D�PDWHUQLW\�FDUH�GHVHUW��GHILQHG�DV�³DUHDV�ZLWK�

OLPLWHG�RU�VFDUFH�DFFHVV�WR�PDWHUQLW\´�FDUH�VHUYLFHV��&DUYDOKR��HW��DO���������S������7KHVH�

maternity care deserts have had minimal availability of obstetricians and insurance coverage for 

maternity care, which disproportionately impact Black neighborhoods. Loss of resources in 

hospitals due to COVID-���OHDG�WR�³FORVXUH�RI�REVWHWULF�ZDUGV�DQG�LQFUHDVHG�WKH�GLVWDQFH´�

women must travel to obtain care (p. 3). The United StaWHV�KHDOWKFDUH�V\VWHP�KDV�EHHQ�³VWUDLQHG�

ZLWK�RYHUZRUNHG�SHUVRQQHO�DQG�SROLFLHV´�WR�UHVWULFW�VSUHDGLQJ�&29,'-19 (p. 1).  Prior to 

COVID-����%ODFN�SUHJQDQW�ZRPHQ�ZHUH�³GLVSURSRUWLRQDWHO\�DIIHFWHG�E\�SV\FKRVRFLDO�VWUHVVRUV´�

such as racial discrimination and KLJK�OHYHOV�RI�VWUHVV��S������7KH�SDQGHPLF�FRXOG�³FRPSRXQG�WKH�

FRQVHTXHQFHV�RI�VRFLDO�GHWHUPLQDQWV´�RI�KHDOWK�RQ�FRPPXQLWLHV�RI�FRORU��S������7KHUH�FRXOG�EH�

worsened perinatal outcomes for women who have never contracted COVID-19. Issues of access 

to qualiW\�PDWHUQDO�FDUH�WKDW�KDYH�³SHUPHDWHG�FRPPXQLWLHV�RI�FRORU�DUH�HVSHFLDOO\�FRQFHUQLQJ´�

for Black pregnant women (Carvalho, et al., 2021, p. 2).  

 

Other Potential Systemic and Structural Factors 

Drivers of the upward trend of maternal mortality in the United States and its continuing 

disparities have challenged public health stakeholders and practitioners (Douthard et al., 2021).   
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7KH�RYHUPHGLFDOL]DWLRQ�RI�PDWHUQDO�PRUWDOLW\�KDV�³LJQRUHG�XSVWUHDP�GULYHUV�RI�PDWHUQDO�

GHDWKV´��$OODQ��������S������,QVWHDG��WKH�focus has been primarily on micro-level causes of death 

(Allan, 2020, p. 2).  

According to Hardeman et al. (2018), health inequities have been systematic, socially 

SURGXFHG�DQG�³XQMXVW�GLIIHUHQFHV�LQ�KHDOWK�WKDW�FRXOG�EH�DYRLGHG�E\�UHDVRQDEOH�PHDQV�´�ZKLOH it 

is important to understand the role that institutionalized racism plays (p. 240). Institutionalized 

UDFLVP�LQFOXGHV�WKH�³PDFUROHYHO�V\VWHPV��VRFLDO�IRUFHV��LQVWLWXWLRQV�DQG�SURFHVVHV´�WKDW�SURPRWH�

the reinforcement of inequities among racial and ethnic groups (Hardeman et al., 2018, p. 241).  

 

Quality of Maternal Care Issues 

Clinical, social, and political attention to the causes and drivers of maternal deaths have 

revealed gaps in access to quality maternal healthcare. Such gaps in access to quality care have 

EHHQ�LGHQWLILHG�DW�WKH�³LQGLYLGXDO��FOLQLFLDQ��DQG�KHDOWK�IDFLOLW\�RU�V\VWHP´�OHYHOV��0RUWRQ�HW�DO���

2019, p. 253).  

Poor treatment during childbirth has been an issue that has received attention as 

³GLVUHVSHFWIXO�FDUH�KDV�RFFXUUHG�LQ�IDFLOLW\-baseG�FKLOGELUWK�VHWWLQJV´�LQ�WKH�8QLWHG�6WDWHV�

�0RUWRQ�HW�DO���������S��������:RPHQ�IURP�UDFLDO�HWKQLF�EDFNJURXQGV�KDYH�UHSRUWHG�³GHURJDWRU\�

FRPPHQWV�RU�MXGJPHQWDO�UHPDUNV�DERXW�WKHLU�UDFH´�RU�FXOWXUH�LQ�PDWHUQLW\�FDUH�VHWWLQJV��S��������

Racial/ethnic health disparities in maternal mortality have been long-standing, persistent 

outcomes in the United States; and, like disrespectful care in childbirth, have represented a 

KXPDQ�ULJKWV�FULVLV�LQ�WKLV�FRXQWU\��9HUEDO�DEXVH�GXULQJ�FDUH�KDV�LQFOXGHG�³WKUHDWHQLQJ� scolding, 

ULGLFXOLQJ��VKDPLQJ��FRHUFLQJ��\HOOLQJ��EHOLWWOLQJ��O\LQJ´�DV�ZHOO�DV�EHKDYLRUV�RI�PDQLSXODWLQJ��

PRFNLQJ��GLVPLVVLQJ��DQG�UHIXVLQJ�WR�DFNQRZOHGJH�ZKLFK�XQGHUPLQH�WKH�UHFLSLHQW¶V�VHOI-esteem 
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ZKLOH�HQKDQFLQJ�WKH�DEXVHU¶V�VHQVH�RI�SRZHU��S��������6uch verbal abuse has raised based on 

power imbalances within the clinician-patient relationship that have included race, class, and 

gender inequalities. It was reported that maternity clinicians in the labor and delivery setting that 

³LQFOXGH�QXUVHV��PLGZLYHV��DQG�SK\VLFLDQV�PD\�H[DJJHUDWH´�IHWDO�ULVNV�WR�FRHUFH�D�ZRPDQ�WR�

consent to clinical intervention (p. 264). Following this, many women have experienced traumas 

after childbirth interventions that were revealed as coercive and unnecessary (Morton et al., 

2018, p. 265).  

Research has confirmed the multifactorial nature of mistakes that have occurred with 

PRWKHUV�DW�³PXOWLSOH�SRLQWV�GXULQJ�SUHJQDQF\��FKLOGELUWK��DQG�WKH�SRVWSDUWXP´�FRXUVH��0RUWRQ�HW�

al., 2019,  p. 259).  Such medical mistakes have led to preventable maternal death (Morton et al., 

2019). 

$FFRUGLQJ�WR�7D\ORU���������%ODFN�ZRPHQ�ZHUH�PRVW�OLNHO\�WR�EH�JLYHQ�³FHVDUHDQ�

VHFWLRQV�DW�D�UDWH�RI�RYHU����´�FRPSDUHG�WR�WKHLU�ZKLWH�FRXQWHUSDUWV�DW������S��������%ODFN�

women were found to have the highest rate of death from pregnancy related causes compared to 

other races and ethnicities.  Furthermore, Black women were found to be two to three times more 

likely to die when compared to the rates for White maternal mortality. Regardless of a Black 

ZRPDQ¶V�VRFLDO�RU�HFRQRPLF�VWDWXV��³RSSUHVVLRQ�KDV�SHUSHWXDWHG�UDFLDO�LQHTXDOLWLHV�LQ�KHDOWKFDUH�

DQG�SRRU�PDWHUQDO�KHDOWK´�WKDW�LQFOXGH�KDUPIXO�LQVWLWXWLRQDO�SUDFWLFHV�E\�WKHLU�KHDOWKFDUH�

SURYLGHUV��S��������:LWKLQ�WKH�KHDOWKFDUH�V\VWHP�VXFK�KDUPIXO�³LQVWLWXWLRQDO�Sractices and 

QHJDWLYH�UHSUHVHQWDWLRQV�RI�%ODFN�ZRPHQ�LQWHUPLQJOH´�WKDW�OHDG�WR�D�GHYDOXDWLRQ�RI�SDLQ�DQG�

traumatic experiences (Taylor, 2020, p. 511).  
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Potential Negative Impacts Due to the COVID-19 Pandemic 

7KH�FRURQDYLUXV�SDQGHPLF�KDV�³UHVKDSHG�WKH�KHDOWKFDUH�ODQGVFDSH�ZKLOH�SODFLQJ�D�VWUDLQ´�

on all healthcare workers, including those who provide maternal health care services (Green et 

DO���������S������:LWK�DQ�HVWLPDWHG�³����PLOOLRQ�EDELHV�WR�EH�ERUQ�GXULQJ�DQG�LQ�WKH�DIWHUPDWK´�RI�

the pandemic, millions of women HAVE needed and will continue to need quality healthcare for 

preventative and management care (p. 2). The role of health care workers that included nurses 

and doctors in having provided healthcare to Black women has continued to be essential as the 

health system in the United States has been overwhelmed by the effects of the COVID-19 

SDQGHPLF��)HDUV�DERXW�WKH�³WUDQVPLVVLRQ�RI�FRURQDYLUXV��VRFLDO�GLVWDQFLQJ�UHTXLUHPHQWV�DQG�

GLYHUVLRQ´�RI�UHVRXUFHV�WR�&29,'-19 response have forced healthcare workers to increase 

reliance on telehealth and patient self-monitoring (p. 2). In terms of prenatal care, patients have 

EHHQ�³HQFRXUDJHG�WR�SHUIRUP�PRUH�DVSHFWV�RI�URXWLQH´�PRQLWRULQJ�WKDW�LQFOXGHG�EORRG�SUHVVXUH�

and counting kicks (p. 2). However, such initiatives required robust education to be given to 

pregnant patients (Green et al., 2020, p. 3). 

,Q�WKH�8QLWHG�6WDWHV��ZKHUH�URXWLQH�SUHQDWDO�FDUH�³FRQVLVWV�RI���±14 visits throughout a 

normal low-ULVN´�SUHJQDQF\��PDWHUQDO�FDUH�ZRUNHUV�KDYH�VKLIWHG�SURWRFROV�Dnd reduced visits to 

five in person visits (Green et al., 2020, p. 3). These visits include combined services such as 

³XOWUDVRXQG��ODE�WHVWLQJ��DQG�SK\VLFDO�H[DPLQDWLRQV´�LQWR�D�VLQJOH�YLVLW�ZLWK�D�UHOLDQFH�RQ�

telehealth appointments (p. 3). However, such a shift into telehealth has not been a universal fit, 

and has been problematic for high-risk patients, including those with comorbidities and in high-

ULVN�SRSXODWLRQV��7HOHKHDOWK�KDV�UHTXLUHG�WKDW�ERWK�SDWLHQWV�DQG�SURYLGHUV�KDYH�³WKH�LQIUDVWUXFWXUH�

and caSDFLW\�WR�SUDFWLFH�WHOHKHDOWK´�LQ�WKH�IRUP�RI�KDUGZDUH�DQG�KDYLQJ�,QWHUQHW�VHUYLFHV��S������
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Prenatal telehealth may only serve as a solution in certain parts of the United States, leaving rural 

and remote areas with a barrier to quality healthcare services. Overall, health workers that have 

SURYLGHG�³KHDOWK�FDUH�WR�ZRPHQ�GXULQJ�WKH�&29,'-���SDQGHPLF´�IDFHG�D�ZLGH�UDQJH�RI�

challenges that directly affected their pregnant patients (Green et al., 2020, p. 7).      

 With COVID-19 pandemic negative impacts on healthcare in the United States, there 

KDYH�EHHQ�³VWLPXODWLQJ�GHEDWHV�DERXW�WKH�HIILFDF\�RI�PDWHUQLW\�FDUH´�DQG�WKH�RYHUDOO�VDIHW\�RI�

hospital births for women of color (Davis-Floyd et al., 2020, p. 413). Within New York City, 

pre-COVID-19, pregnant Black woPHQ�ZHUH�VXIIHULQJ�IURP�³V\VWHPLF�UDFLDO�ELDV�WKDW�KDV�ORQJ�

SURGXFHG´�ZRUVH�PDWHUQLW\�DQG�KHDOWK�RXWFRPHV�RYHUDOO��S��������$V�D�UHVXOW��EHFDXVH�RI�WKH�

COVID-19 pandemic, there has been an increase in women seeking to give birth out of hospital 

with help from a certified nurse midwife (CNM)²or a doula, who is a trained companion that 

supports pregnant women during health-related experiences. Yet, women of color have 

experienced racial inequalities within the insurance process for requesting a midwife for an at 

KRPH�ELUWK�³ZLWKLQ�D�SUHGRPLQDQWO\�ZKLWH�ZRUOG�RI�LQVWLWXWLRQDO´�PDWHUQLW\�FDUH�LQ�WKH�86�

(Davis-Floyd et al., 2020, p. 420).  

'LVHDVH�RXWEUHDNV�KDYH�RIWHQ�³H[SRVHG�DQG�H[DFHUEDWHG�ORQJ�VWDQGLQJ�LQHTXLWLHV�ZKLFK�

FXW�DFURVV´�JHQGHU��UDFH��DQG�VRFLDO�FODss (Obinna, 2020, p. 68). This was the case with the 

current COVID-���SDQGHPLF��$IULFDQ�$PHULFDQ�ZRPHQ�ZHUH�³VLWXDWHG�ZLWKLQ�RYHUODSSLQJ�

V\VWHPV�RI�RSSUHVVLRQ�ZKLFK�IDFLOLWDWH´�ORVVHV�RI�OLIH�GXULQJ�WKH�SDQGHPLF��S�������$FFHVV�WR�

quality healthcare has been critical for African American women and mothers, since it has 

historically contributed to longer, healthier lives and battles against disparities. However, African 

$PHULFDQ�DQG�%ODFN�ZRPHQ�KDYH�EHHQ�³YXOQHUDEOH�WR�WKH�LQWHUVHFWLQJ�HIIHFWV�RI�UDFLVP�DQG�

VH[LVP�´�ZKLFK�UHIOHFW�LQWHUORFNLQJ�V\VWHPV�RI�RSSUHVVLRQ�DQG�SULYLOHJH²which may be 
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exacerbated during the pandemic as pertinent factors impacting these women (Obinna, 2020, p. 

68). 

  

Implicit Bias, Poorer Quality Care, and Racial Disparities  

Implicit biDV�KDV�GLIIHUHG�IURP�RYHUW�DQG�LQWHQWLRQDO�GLVFULPLQDWLRQ�E\�EHLQJ�³GHYHORSHG�

HDUO\�LQ�OLIH�IURP�H[SRVXUH�WR�UHSHDWHG�UHLQIRUFHPHQW´�RI�VWHUHRW\SHV�WKDW�KDYH�EHHQ�SHUSHWXDWHG�

by structural discrimination (Saluja et al., 2021, p. 270).  The existence of cultural stereotypes for 

³FHUWDLQ�VRFLDO�RU�UDFLDO�JURXSV�KDV�WKH�SRWHQWLDO�WR�LQIOXHQFH´�RQH¶V�EHKDYLRU�WRZDUGV�LQGLYLGXDOV�

from the stereotyped group (p. 271). Therefore, implicit bias has been defined as thoughts and 

feelings that have existed outside of conscious awareness and has affected human understanding, 

actions, and decision-making²XQNQRZLQJO\��,PSOLFLW�ELDV�KDV�EHHQ�³GLUHFWO\�FRUUHODWHG�ZLWK�

ORZHU�TXDOLW\�RI�FDUH�IRU�SDWLHQWV´�DQG�KDV�EHHQ�DFWLYDWHG�XQGHU�VWUHVVIXO�ZRUNLQJ�FRQGLWLRQV��S��

271). RaciDO�GLVSDULWLHV�H[LVWV�EHFDXVH�³LPSOLFLW�ELDV�KDV�DIIHFWHG�KHDOWK�FDUH�SURYLGHUV¶�

SHUFHSWLRQV´�DQG�GHFLVLRQV��FUHDWLQJ�LQHTXDOLWLHV�LQ�DFFHVV��SDWLHQW±provider interactions, 

treatment decisions, and health outcomes (p. 271). Furthermore, many healthcare providers have 

struggled to acknowledge the impact of personal implicit bias on their care for their patients. As 

D�UHVXOW��VRPH�KHDOWKFDUH�SURYLGHUV�KDYH�KHOG�³IDOVH�EHOLHIV�DERXW�ELRORJLFDO�GLIIHUHQFHV�EHWZHHQ�

%ODFN´�DQG�:KLWH�SDWLHQWV�WKDW�KDYH�LQFUHDVHG�Wheir implicit bias (Saluja et al., 2021, p. 271).  

Implicit bias against Black mothers in the medical field has extended to Neonatal 

,QWHQVLYH�8QLWV��1,&8V���DV�SHU�'DYLV�HW�DO���������,PSOLFLW�ELDV�KDV�³GLVUXSWHG�FRPPXQLFDWLRQ�

principles and led to an incUHDVH´�LQ�KHDOWK�GLVSDULWLHV��'DYLV�HW�DO���������S�������7KLV�KDV�

jeopardized the health and well-EHLQJ�RI�%ODFN�PRWKHUV��DV�LQWHUDFWLRQV�³FKDUDFWHUL]HG�E\�

LPSOLFLW�ELDV�LQ�1,&8V´�OHG�PRWKHUV�WR�IHHO�GLVUHJDUGHG�E\�PHGLFDO�VWDII�ZKHQ�WKH\�H[SUHVVHG�
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concerns about care (p. 2). Furthermore, implicit bias has led medical professionals to engage in 

verbal expressions perceived by Black mothers as being trivialized or ignored. As a result, the 

QHJDWLYH�LPSDFW�RI�LPSOLFLW�ELDV�RQ�³GLVUXSWHG�LQWHUSHUVRQDO�FRPPXQLcation and maternal 

GLVWUHVV´�KDV�GRQH�KDUP�WR�%ODFN�PRWKHUV��'DYLV�HW�DO���������S������ 

,Q�WKH�QXUVLQJ�ILHOG��D�IDLOXUH�WR�³SURYLGH�FXOWXUDOO\�FRPSHWHQW�FDUH�KDV�EHFRPH�D�SDWLHQW�

VDIHW\´�LVVXH�UHJDUGLQJ�KHDOWKFDUH��3DWHO��������S�������6RFLDO�SV\FKRORJLVts have determined that 

LPSOLFLW�UDFLDO�ELDVHV�KDYH�³LQIOXHQFHG�EHKDYLRUV�LQFOXGLQJ�QRQYHUEDO�DQG�SDUDYHUEDO´�UHVSRQVHV�

during interactions with Black patients (p. 22). Some of these behaviors have included 

maintaining eye contact while having conversation and nodding of the head. Nurses should make 

WKH�FRQVFLRXV�HIIRUW�WR�PLWLJDWH�LPSOLFLW�ELDVHV�³E\�UHVKDSLQJ�WKHLU�WKRXJKW�SURFHVVHV´�DQG�

learning through their experiences to decrease biases (Patel, 2021, p. 21). 

 

Medical Mistrust 

 Hall et al (2021) focused on the manner in which Black patients have experiences of racial 

discrimination within medical settings as a common occurrence. These experiences may be 

associated with medical mistrust²DV� PLVWUXVW� ³LQ� WKH� PHGLFDO� V\VWHP� EDVHG� RQ� perceived 

V\VWHPLF� UDFLDO� ELDV´²or mistrust in medical recommendations, as well as poorer clinical 

outcomes (Hall et al, 2021, p. 3). 

Shelton et al (2010) engaged in research to validate a medical mistrust scale, given their 

11-item version of their tool: i.e., The Group Based Medical Mistrust Scale (GBMMS), which 

measures race-based medical mistrust.  The 11-item tool follows elimination of one item from 

their original 12 item tool, given the finding of three factors:  Suspicion Scale (Factor 1); 

Discrimination Scale (Factor 2); and, the Lack of Support Scale (Factor 3). Shelton et al 
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�������S�������KDG�D�VDPSOH�RI�XUEDQ�%ODFN�PHQ��UHSRUWLQJ�WKDW�LQWHUQDO�FRQVLVWHQF\�³ZDV�KLJK�IRU�

WKH�WRWDO�*%006��Į ������DQG�WKH�WKUHH�VXE-VFDOHV��6XVSLFLRQ��Į �������'LVFULPLQDWLRQ��Į �������

/DFN�RI�6XSSRUW��Į �����´��S��������7KH\�DOVR�³FDOFXODWHG�VSOLW-half reliability by examining the 

correlation between odd and even numbered items and found two halves to be highly correlated 

�U ������S��������´��6KHOWRQ�HW�DO��������S���52).  

Using a sample (N=143) of Black adults from addiction treatment facilities in Ohio, Hall 

et al (2021) found that a majority (79%, N=113) had experiences of prior racial discrimination 

during their receipt of healthcare (Hall et al, 2021). The study used the Group-Based Medical 

0LVWUXVW�6FDOH��*%006��WR�DVFHUWDLQ�PLVWUXVW�³LQ�WKH�PHGLFDO�V\VWHP�EDVHG�RQ�SHUFHLYHG�ELDV´�

(p. 3).  Experiences of racial discrimination in a medical setting were found to be associated with 

greater mistrust in the medical system and more negative expectations regarding racial 

discrimination in addiction treatment; negative expectations and concerns included expecting 

experiences of discrimination during treatment, which could cause a delay in seeking treatment 

when needed. RecRPPHQGHG�ZHUH�LQFUHDVLQJ�VWDII�GLYHUVLW\��DV�ZHOO�DV�³HGXFDWLRQDO�

interventions for healthcare workers to understand the importance and relevance of providing 

culturally-LQIRUPHG�FDUH´��S������7KHUH�VKRXOG�DOVR�EH�D�IRFXV�RQ�³UHVSHFW��FRXUWHV\��TXDOLW\�

serYLFH´�DQG�³DFWLYH�OLVWHQLQJ´�LQ�³WUDLQLQJ´�DQG�IRU�³TXDOLW\�LPSURYHPHQW´��+DOO�HW�DO��������S��

7).  

Logan et al (2021) engaged in online mixed methods research, including conducting 

interviews with African American women (N=22) aged 18 to 29 years regarding their family 

SODQQLQJ�FDUH��)3&���/RJDQ�HW�DO��������HPSKDVL]HG�WKH�ZRPHQ¶V�G\QDPLF�HQFRXQWHUV�ZLWK�

SURYLGHUV��ZKLOH�KLJKOLJKWLQJ�WKH�QHHG�IRU�D�IRFXV�RQ�GHYHORSLQJ�%ODFN�ZRPHQ¶V�UHODWLRQVKLSV�

with their providers. The goal would be to mitigate those persistent inequities which are serving 
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to perpetuate disadvantage and discrimination for Black women, as evidenced by the following 

HPHUJHQW�WKHPHV��RU�³HVVHQFHV�DQG�H[SHULHQFHV´��/RJDQ�HW�DO��������S������� 

   :RPHQ¶V�QDUUDWLYHV�XQFRYHUHG�WKH�IROORZLQJ�HVVHnces and experiences: (a) silence 
around sex impedes engagement in care, (b) patient±provider racial concordance as 
protection from harm, (c) providers as a source of discouragement and misinformation, 
(d) frustration as a normative experience during FPC [family planning care] visits, (e) 
decision making excludes discussion and deliberation, (f) medical mistrust is pervasive 
and part of Black consciousness, and (g) meaningful and empathic patient±provider 
encounters are elusive... (p. 172) 
 
 
Hence, the research of Logan et al (2021) normalizes as pervasive the experience of 

medical mistrust for Black patients. For example, VanNoy et al (2021) found with a sample of 

Black women (largely single, college educated, with insurance) seeking surgical treatment for 

uterine fibroids that some of the women expressed medical mistrust, as per findings using semi 

structured interviews. 

 

Racism 

Racism has long driven societal inequities (Williams & Cooper, 2019). Williams and 

Cooper (2019) view racism as an active societal system that gives the dominant group power to 

categorize and rank people into social groups called races (Williams & Cooper, 2019). Black 

SDWLHQWV�DUH�DPRQJ�WKH�VWLJPDWL]HG�UDFLDO�JURXSV�³GRFXPHQWHG�WR�KDYH�ZRUVH�KHDOWK�WKDQ�WKDW�RI�

ZKLWH�SDWLHQWV´�LQ�PHGical documentation (, p. 1). While there have been attempts to reduce 

racial inequities in healthcare over time, there is still a large gap that cannot be ignored. Racism 

DV�D�VWUXFWXUHG�V\VWHP�LQWHUDFWHG�DQG�UHVKDSHG�³SROLWLFDO��OHJDO��DQG�HFRQRPLF�LQVWLWutions that 

VKDSHG�WKH�YDOXHV��SROLFLHV�DQG�SUDFWLFHV´�RI�RYHUDOO�VRFLDO�LQVWLWXWLRQV��S������)XUWKHUPRUH��

UDFLVP�XVHG�LWV�SRZHU�WR�³GHYDOXH��GLVHPSRZHU��DQG�GLIIHUHQWLDOO\�DOORFDWH�VRFLHWDO�UHVRXUFHV�DQG�

RSSRUWXQLWLHV´�WR�LQIHULRU�JURXSV�GHILQHG�E\�UDFLVP itself (p. 2). Structural/institutional racism 
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XVHG�LQWHUFKDQJHDEO\�H[LVWV�ZLWKLQ�PXOWLSOH�VRFLHWDO�V\VWHPV�WKDW�LQFOXGH�³WKH�KRXVLQJ�PDUNHW��

WKH�HGXFDWLRQ�V\VWHP��WKH�ODERU�PDUNHW��WKH�FULPLQDO�MXVWLFH�V\VWHP´�WKH�HFRQRP\�DQG�WKH�KHDOWK�

care system (p. 2). Racism created unequal access to resources and opportunities, which led to 

the cause of racial inequities in health (Williams & Cooper, 2019, p. 2).  

0RUH�VSHFLILFDOO\��UDFLVP�KDV�EHHQ�D�PDMRU�FRQWULEXWRU�WR�³VH[XDO�DQG�UHSURGXFWLYH�KHDOWK�

disparities oI�$IULFDQ�$PHULFDQ�ZRPHQ´�LQ�WKH�8QLWHG�6WDWHV��3UDWKHU�HW�DO���������S��������7KH�

FRQWHPSRUDU\�DQG�KLVWRULFDO�³UDFLVP�UHODWHG�KHDOWKFDUH�H[SHULHQFHV�RI�$IULFDQ�$PHULFDQ�ZRPHQ�

WR�GDWH�KLJKOLJKW�WKH�QHHG´�IRU�WKH�GHYHORSPHQW�RI�QHZ�PRGHOV�IRU�KHDOWK�SURPRWLon (p. 255). 

Programs that have been designed to address individual, interpersonal, community, and system 

level factors could result in sustainable improvements in health among Black women. Equal 

DFFHVV�WR�HIIHFWLYH�³VH[XDO�DQG�UHSURGXFWLYH�KHDOWK�LQIRUPDWLRQ�DQG�TXDOLW\�KHDOWKFDUH�VHUYLFHV´�

requires the reduction of barriers to care (p. 256). Furthermore, there has been a strong need to 

³EURDGHQ�SDUWQHUVKLSV�DPRQJ�SXEOLF�KHDOWK�DJHQFLHV�WR�LQFOXGH�QRQ-WUDGLWLRQDO�SDUWQHUV´�ZKR�

influenced social determinants that affect the health status of Black women (p. 256). Public 

health researchers have needed to be familiar with the history and lived experiences of their 

Black patients, in order to design efforts that remove any ties to racism from their care. Policies 

WKDW�³SURPRWH�KHDOWK�HTXLW\�FRXOG�EH�SRZHUIXO�WRROV�IRU�VRFLDO�FKDQJH´�E\�WKH�HQIRUFHPHQW�RI�

UDFLDO�DQG�JHQGHU�HTXDOLW\��S��������3URSHUO\�IUDPHG�DQG�H[HFXWHG�UHVHDUFK�FDQ�³VXSSRUW�WKH�

GHYHORSPHQW�RI�DSSURDFKHV�WKDW�WDNH�LQWR�DFFRXQW�WKH�XQLTXH´�H[SHULHQces of Black women 

(Prather et al., 2018, p. 256). 

,Q�SDVW�GLVFXVVLRQV�RI�KHDOWK�HTXLW\�DPRQJ�%ODFN�ZRPHQ�³LPSDFWV�RI�LQVWLWXWLRQDO- and 

individual-OHYHO�IRUPV�RI�UDFLVP�DQG�GLVFULPLQDWLRQ´�LQ�D�KLVWRULFDO�FRQWH[W�KDYH�EHHQ�SRLQWHG�

out (Chinn et al., 2021, p. 212). There has been consistent research and documentation on how 
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Black women have experienced systematic oppression, unequal treatment, and bias. The 

LQWHUVHFWLRQDOLW\�RI�JHQGHU�DQG�UDFH�IRU�%ODFN�ZRPHQ�KDV�EHHQ�DQ�LPSRUWDQW�IRFXV�DV�³%ODFN�

women are VXEMHFWHG�WR�KLJK�OHYHOV�RI�UDFLVP��VH[LVP��DQG�GLVFULPLQDWLRQ´�FRPSDUHG�WR�%ODFN�

men (p. 213). Findings have shown White women in the United States have benefited from 

FRQVWDQW�SULYLOHJHV�OLYLQJ�LQ�³D�SROLWLFDOO\��FXOWXUDOO\��DQG�VRFLRHFRQRPLFDOO\�ZKLWH-dominated 

VRFLHW\´��S���������&RPSDUHG�WR�%ODFN�ZRPHQ��:KLWH�ZRPHQ�KDYH�UHDSHG�EHQHILWV�IURP�DQ�

accumulation of generational advantages not afforded to Black women.  Such conditions have 

OHG�KHDOWK�GLVSDULWLHV�WR�H[LVW�DQG�SHUVLVW��³OHDYLQJ�%ODFN�ZRPHQ�DW�Whe center of a public health 

HPHUJHQF\´��&KLQQ�HW�DO���������S�������� 

 

+DUUHOO¶V�0RGHO�RI�5DFLVP-Related Stress as Guiding Theory for Research 

+DUUHOO��������GHILQHG�UDFLVP��DV�D�³V\VWHP�RI�GRPLQDQFH��SRZHU��DQG�SULYLOHJH�EDVHG�RQ�

racial group designations rooted in the historical oppression of a group defined or perceived by 

dominant-JURXS�PHPEHUV�DV�LQIHULRU��GHYLDQW��RU�XQGHVLUDEOH´��S�������,Q�DGGLWLRQ��WKH�

FLUFXPVWDQFHV�LQ�ZKLFK�UDFLVP�RFFXUV�LQFOXGH�WKRVH�ZKHUH�PHPEHUV�RI�WKH�³GRPLQDQW�JURXS�

create or accept their societal privilege by maintaining structures, ideology, values, and behavior 

that have the intent or effect of leaving nondominant-group members relatively excluded from 

SRZHU��HVWHHP��VWDWXV��DQG�RU�HTXDO�DFFHVV�WR�VRFLHWDO�UHVRXUFHV´��S���3). 

5DFLVP�KDV�EHHQ�GHVFULEHG�DV�³URRWHG�LQ�D�KLVWRULFDO�FRQWLQXLW\�RI�LQMXVWLFH�DQG�GLVSDULW\�

that is linked to contemporary circumstances and systematically influences the conditions and 

H[SHULHQFHV�RI�ODUJH�JURXSV�RI�SHRSOH´��+DUUHOO��������S������)XUWKHU��UDFLVP�³SURYLGHV�D�FRQWH[W�

for the development and maintenance of²and endures, in part, due to²stereotypes, prejudice, 

and discrimination (p. 43). Harrell (2000) discussed how racism has the potential to affect well-
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being and health, while racism-related stress has been found to be associated with health-related 

and physiological outcomes, including hypertension and cardiovascular reactivity, for example.. 

Harrell (2000) followed the work of Lazarus and Folkman (1984) in focusing on 

psychological stress and defining racism-related stress. Harrell (2000) defined racism-related 

VWUHVV�DV�WKH�³UDFH-related transactions between individuals or groups and their environment that 

emerge from the dynamics of racism, and that are perceived to tax or exceed existing individual 

and collective resources or threaten well-being (p. 44). In addition, Harrell (2000) advances the 

concept of racism-related events²ZKLFK�DUH�³VWUHVVRUV´�WKDW�³LQFOXGH�VLJQLILFDQW�OLIH�

experiences that are relatively time-OLPLWHG�´�ZKLOH�WKH�HIIHFWV�³PD\�EH�ODVWLQJ´��S�������+DUUHOO�

(2000) also acknowledges daily racism microstressors, which were previously described as 

³PLFURDJJUHVVLRQV´�E\�3LHUFH��H�J���������)RU�+DUUHOO���������H[DPSOHV�RI�PLFURVWUHVVRUV�

LQFOXGH��³EHLQJ�LJQRUHG�RU�RYHUORRNHG�ZKLOH�ZDLWLQJ�LQ�OLQH��EHLQJ�PLVWDNHQ�IRU�VRPHRQH�ZKR�

serves others (e.g., maid, bellboy), aQG�EHLQJ�IROORZHG�RU�REVHUYHG�ZKLOH�LQ�SXEOLF´��S�������$OVR��

³WKH�DFFXPXODWLRQ�RI�WKHVH�H[SHULHQFHV�FRQWULEXWHV�WR�WKH�RYHUDOO�VWUHVV�ORDG�RI�WKH�LQGLYLGXDO´�

(Harrell, 2000, p. 46).  

+HQFH��+DUUHOO¶V��������WKHRU\�DQG�0RGHO�RI�5DFLVP-Related Stress provides an 

important theory within the framework guiding the present research study. 

 

3LHUFH¶V�7KHRU\�RI�5DFLVP�DV�D�*XLGLQJ�7KHRU\�IRU�5HVHDUFK 

Another important source of theory to guide the study arises from the work of Pierce 

(1995; Pierce et al, 1977). Pierce (e.g. Pierce et al, 1977) not only pioneered and contributed the 

concept of microaggressions, but also the Theory of Racism that included the concept of 

internalized racism. The Theory of Racism explains how socialization in the United States serves 
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to establish how Whites are superior and Blacks are inferior (Pierce et al, 1977). Racism is seen 

as a mental and public health illness wherein skin color determines if one is viewed as holding 

and functioning a superior (Whites) or inferior (Blacks) position in the United States (Pierce et 

al, 1977). Blacks socialized in the United States are at risk for the internalization of racism. Also, 

this socialization process results in both Whites and Blacks are proracist, while viewing Blacks 

as dependent and deferential to Whites in all interpersonal interactions (Pierce et al, 1977). 

3LHUFH�HW�DO��������H[SODLQHG�KRZ�WKH�³FKLHI�YHKLFOH�IRU�SURUDFLVW�EHKDYLRUV�DUH�

PLFURDJJUHVVLRQV´²DV�³VXEWOH��VWXQQLQJ��RIWHQ�DXWRPDWLF��DQG�QRQYHUEDO�H[FKDQJHV´�ZKLFK�DUH�

³SXW�GRZQV´�RI�%ODFNV�E\�WKRVH�HQJDJLQJ�LQ�VXFK�PLFURDJJUHVVLRQV´��S������� 

7KXV��3LHUFH¶V��L�H��3LHUFH�HW�DO��������7KHRU\�RI�5DFLVP��ZLWK�WKH�FRQFHSW�RI�

internalization of racism, provides an important additional theory within the framework guiding 

the present research study. 

 

Cultural Humility for Cultural Competence as Guiding Theory 

 Cultural sensitivity, as well as cultural competence are important to the care of Black 

women to improve pregnancy outcomes (e.g. Reddy et al., 2021). Tervalon and Murray-Garcia 

(1998) advanced the concept of cultural humility as a more appropriate goal in medical education 

than that of cultural competence²which implies an end-point is achieved via medical education 

and training. In contrast, cultural humility involves healthcare professionals continually engaging 

in self-reflection and self-critique as lifelong learners (i.e. there is no end-point). Professionals 

pursue this lifelong commitment to self-evaluation and self-critique to redress the power 

imbalances in the patient-physician dynamic and to develop mutually beneficial and 
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nonpaternalistic partnerships with individuals and communities (Tervalon & Murray-Garcia, 

1998).  

&XOWXUDO�KXPLOLW\�LV�DOVR�GHHPHG�D�³SURFHVV�WKDW�UHTXLUHV�KXPLOLW\�LQ�KRZ�SK\VLFLDQV�

bring into check the power imbalances that exist in the dynamics of physician-patient 

communication by using patient-IRFXVHG�LQWHUYLHZLQJ�DQG�FDUH´��7HUYDORQ�DQG�0XUUD\-Garcia 

�������S���������$OVR�LPSRUWDQW�LV�³KXPLOLW\�WR�GHYHORS�DQG�PDLQWDLQ�PXWXDOO\�UHVSHFWIXO�DQG�

dynamic partnerships with communities on behalf of individual patients and communities in the 

context of community-EDVHG�FOLQLFDO�DQG�DGYRFDF\�WUDLQLQJ�PRGHOV´��S��������(PSKDVL]HG�LV�WKH�

use of patient-IRFXVHG�LQWHUYLHZLQJ��ZKLFK�³XVHV�D�OHVV�FRQWUROOLQJ��OHVV�DXWKRULWDWLYH�VW\OH�WKDW�

signals to the patient that the practitioner values what the patient's agenda and perspectives are, 

ERWK�ELRPHGLFDO�DQG�QRQELRPHGLFDO´��S��������7KH�SDWLHQW�VKRXOG�DOVR�EH�VHHQ�DV�WKH�H[SHUW��VXFK�

DV�RQ�WKHLU�H[SHULHQFH�RI�OLYLQJ�DW�WKH�LQWHUVHFWLRQ�RI�³UDFH��HWKQLFLW\��FODVV�DQG�VR�RQ´��S��������

This is becDXVH�RQO\�WKH�³SDWLHQW�LV�XQLTXHO\�TXDOLILHG�WR�KHOS�WKH�SK\VLFLDQ�XQGHUVWDQG´�DQG�³WR�

FODULI\�WKH�UHOHYDQFH�DQG�LPSDFW�RI�WKLV�LQWHUVHFWLRQ�RQ�WKH�SUHVHQW�LOOQHVV�RU�ZHOOQHVV�H[SHULHQFH´�

(Tervalon & Murray-Garcia, 1998, p. 120). 

 As a result of the use of patient-IRFXVHG�LQWHUYLHZLQJ��UHOHYDQW�DQG�³HIIHFWLYH�SUHYHQWLRQ��

health promotion, and therapeutic strategies can then be developed that take into account the 

SDWLHQW
V�OLIH�SULRULWLHV��KHDOWK�EHOLHIV��DQG�OLIH�VWUHVVRUV´��7HUYDORQ�	�0XUUD\-Garcia, 1998, p. 

120). As a life-long process, acquiring cultural humility is vital, allowing the physician to 

UHOLQTXLVK�³WKH�UROH�RI�H[SHUW�WR�WKH�SDWLHQW��EHFRPLQJ�WKH�VWXGHQW�RI�WKH�SDWLHQW�ZLWK�D�FRQYLFWLRQ�

DQG�H[SOLFLW�H[SUHVVLRQ�RI�WKH�SDWLHQW¶V�SRWHQWLDO�WR�EH�a capable and full partner in the 

WKHUDSHXWLF�DOOLDQFH´��7HUYDORQ�	�0XUUD\-Garcia, 1998, p. 121). 
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 Murray-Garcia et al (2021) emphasized the four tenets of cultural humility from the early, 

pioneering work of Tervalon and Murray-Garcia (1998) who first introduced the concept. 

Specifically, as per Murray-Garcia et al (2021), the four tenets of cultural humility are: 1) 

nurturing, as a lifelong commitment to self-evaluation and self-critique: 2) redressing power 

imbalances in the patient-clinician, client-human service professional, educator-trainee, 

colleague-colleague, academic center-community dynamic); 3) developing mutually beneficial 

and non-paternalistic clinical and advocacy partnerships with communities; and, 4) stewarding 

an organizational-level developmental process that is ongoing, and that parallels the three tenets 

of cultural humility (p. 611).  

The concept of cultural humility has been combined with that of antiracism toward the 

goal of preparing and equipping nurse leaders to advance health equity (Murray-Garcia, et al, 

2021). An Anti-Racism and Cultural Humility (ARC) Nurse Leader training program was 

initiated at the University of California Davis Health²as a way to foster health equity and 

DGGUHVV�KRZ�³%ODFN�PRWKHUV�LQ�WKH�8QLWHG�6WDWHV�KDYH�mortality rates up to 4 times as high as 

:KLWH�PRWKHUV´��S��������$OVR�VHUYLQJ�DV�D�FRPSHOOLQJ�H[DPSOH�RI�WKH�XUJHQW�QHHG�WR�SXUVXH�

³UDFLDO�HTXLW\�LQ�KHDOWK�FDUH�GHOLYHU\´�LV�WKH�UHDOLW\�RI�³LQDGHTXDWH�SDLQ�PHGLFDWLRQ�LQ�%ODFN�

DGXOWV�DQG�FKLOGUHQ´�ZKHUHLQ�WKH\�DUH�³OHVV�OLNHO\�WKDQ�:KLWH�SDWLHQWV�WR�UHFHLYH�DGHTXDWH�SDLQ�

PHGLFDWLRQ�RU�WR�RWKHUZLVH�KDYH�WKHLU�SDLQ�LQDGHTXDWHO\�PDQDJHG�IRU�D�YDULHW\�RI�FRQGLWLRQV´��S��

������7KHVH�FRQGLWLRQV�LQFOXGH�³ORZ�EDFN�SDLQ��SRVWRSHUDWLYH�SDLQ��FDQFHU-related pain, chronic 

SDLQ��DQG�DFXWH�SDLQ�LQ�WKH�HPHUJHQF\�URRP´��S��������7KH�IRFXV�RQ�DQWLUDFLVP�LQ�WKH�WUDLQLQJ�

SHUPLWV�FRQVLGHULQJ�³ZKDW�DUH�\RX�DFWLYHO\�GRLQJ�LQ�DQ�RQJRLQJ�ZD\�ZLWK�\RXU�SRZHU�WR�

dismantle policies and check behaviors that may not have been intended to cause harm or 

H[FOXGH��EXW�QRQHWKHOHVV�GLG´��S��������0HDQZKLOH��WKH�FRQFHSW�RI�FXOWXUDO�KXPLOLW\�SURYLGHG�WKH�
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$5&�WUDLQLQJ�JRDO�RXWFRPH��7KH�FRQFHSW�RI�FXOWXUDO�KXPLOLW\�ZDV�³GHHPHG�WKH�PRVW�DSSURSULDWH�

training outcome as the learning was to be lifelong and characterized by courageous, ongoing 

self-reflection, self-evaluation, and self-FULWLTXH�ZLWKLQ�D�VSHFLILF�LQVWLWXWLRQDO�FRQWH[W´��S�������� 

In this manner, Tervalon and Murray-*DUFLD¶V��������0XUUD\-Garcia, et al, 2021) 

conceptualization of cultural humility provides an important additional theory within the 

framework guiding the present study. 

 

Social Support as a Guiding Theory for the Research 

 5HJDUGLQJ�WKH�SRWHQWLDO�UROH�RI�VRFLDO�VXSSRUW��³LW�KDV�JHQHUDOO\�EHHQ�DVVXPHG�WKDW�

satisfactory social support networks can buffer the impact of stress on health and mental health 

RXWFRPHV´��+DUUHOO��������S�������2I�QRWH��VRFLDO�VXSSRUW��DV�D�YLWDO�UHVRXUFH��LV�QRW�DOZD\V�

available. Examples of social support to deal with racism-related experiences include: intragroup 

VXSSRUW��IURP�LQGLYLGXDOV�DQG�RUJDQL]DWLRQV�IURP�RQH¶V�UDFLDO�HWKQLF�JURXS���LQWHUJURXS�VXSSRUW�

(from outgroup members who validate racism experiences and serve as allies, whether from the 

dominant group or other historically oppressed racial/ethnic groups); and, environmental and 

institutional support (via policies, systems, tangible resources such as a fair and open complaint 

SURFHVV�ZLWKLQ�DQ�RUJDQL]DWLRQ��WKDW�³KHOS�WR�GHDO�ZLWK�UDFLVP-UHODWHG�H[SHULHQFHV´��S�������)RU�

Harrell (2000), sociaO�VXSSRUW�³DYDLODELOLW\�DQG�XWLOL]DWLRQ�VKRXOG�EH�DVVHVVHG�LQ�PXOWLSOH�DUHDV�

�LQWUDJURXS��LQWHUJURXS��FRPPXQLW\��LQVWLWXWLRQDO�´��S������ 

Bedaso et al (2021) conducted a systematic review and meta-analysis (N=67 journal 

articles met inclusion criteria from 3760 retrieved electronically) of the relationship between 

social support and mental health problems during pregnancy, given pregnancy is a time of 

increased risk of mental health problems. Some 20 articles were identified that found a 
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significant relationship between social support and the risk of pregnant women developing 

mental health problems such as depression, anxiety and self-harm²as the common mental 

KHDOWK�SUREOHPV�ZRPHQ´�H[SHULHQFH�GXULQJ�SUHJQDQF\��7KH�UHYLHZ�IRXQG�WKDW�ZRPHQ�ZKR�KDG�

low social support in pregnancy were more likely to develop mental illness, in comparison to 

pregnant women who had good social support. Low social support may mean that pregnant 

women lack a confidant, and lack potential sources of information, advice, and help coping with 

distressing emotion, potentially contributing to depression and anxiety. Hence, maternal health 

professions need to focus on and ask pregnant women about their level and sources of social 

support, given the risk of low social support contributing to the development of depression, 

anxiety, and self-harm during pregnancy (Bedaso et al, 2021).  

 Thus, it is for good reason that social support (Harrell, 2000; Bedaso et al, 2021) provides 

an important additional theory within the framework guiding the present study. 

 

Toward Solutions to Black Maternal Mortality 

Policy proposals for addressing maternal mortality have been largely incommensurate 

with the problem (Allan, 2020). Policies that begin and end in healthcare have not acknowledged 

and addressed the trauma that people of color experience because of institutionalized racism, 

ERWK�ZLWKLQ�DQG�RXWVLGH�RI�PHGLFDO�LQVWLWXWLRQV��&OLQLFDO�VROXWLRQV�DORQH�DUH�³LQVXIILFLHQW�ZKHQ�

WKH�JRDO�LV�KHDOWK�HTXLW\´�DW�WKH�SRSXODWLRQ�OHYHO��HVSHFLDOO\�ZLWKLQ�PDWHUQDO�KHDlthcare (Allan, 

2020, p. 2).  

0DWHUQDO�PRUWDOLW\�FDQ�EH�SUHYHQWHG�DW�PDQ\�OHYHOV�E\�³GLYHUVH�LQGLYLGXDOV�DQG�

RUJDQL]DWLRQV�E\�DGGUHVVLQJ�WKH�FRQWULEXWLRQV´�RI�V\VWHPV�WKDW�KDYH�OHG�WR�SRRU�PDWHUQDO�

outcomes in African American and Black communities (Morton et al., 2019, p. 252). An 
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³DFWLRQDEOH�IUDPHZRUN�KDV�EHHQ�QHHGHG´�WR�UHVROYH�SHUVLVWHQW�PDWHUQDO�RXWFRPH�GLVSDULWLHV�

�*UHHQ�HW�DO���������S������7R�DYRLG�PHGLFDO�PLVWDNHV��WKHUH�LV�D�YLWDO�QHHG�IRU�³VWDQGDUGL]HG�

approaches to the care of women at very high ULVN´�IRU�PRUELGLW\�DQG�PRUWDOLW\�GXULQJ�SUHJQDQF\�

and postpartum (Morton et al., 2019, p. 259). Of note, clinicians have played a pivotal role in 

UHGXFLQJ�%ODFN�PDWHUQDO�PRUWDOLW\�UDWHV�ZKLOH�³LPSURYLQJ�WUDQVLWLRQV�IURP�REVWHWULFDO�WR�SULPDU\�

care for poVWSDUWXP�ZRPHQ´��(VVLHQ�HW�DO���������S�������� 

3XEOLF�KHDOWK�QXUVHV�KDYH�HQJDJHG�LQ�DGYRFDF\�IRU�³UHSURGXFWLYH�MXVWLFH�IRU�ZRPHQ�

WKURXJKRXW�SUHFRQFHSWLRQ�DQG�SUHJQDQF\´�DV�ZHOO�DV�FKLOGELUWK�DQG�SRVWSDUWXP��%XUJHU�HW�DO���

������S������7KH�³LQWUDQVLJHQFH�RI�VWUXFWXUDO�UDFLVP�DQG�HYLGHQFH�RI�KLVWRULFDO´�RSSUHVVLRQ�

directed at Black women and mothers has compelled nurses to confront the need for new 

conceptions of health (p.1). It is necessary for nurse education, practice, and research to address 

maternal mortality rates and the structural racism that contributes to high rates of maternal 

mortality among Black women in the United States. The concept of reproductive justice has been 

HPSOR\HG�LQ�VRFLDO�VFLHQFHV�IRU�D�IHZ�GHFDGHV��EXW�³QXUVLQJ�KDV�EHHQ�VORZ�WR�DGRSW�WKLV�FRQFHSW´�

in promoting maternal-FKLOG�KHDOWK��S������2YHUDOO��UHSURGXFWLYH�MXVWLFH�KDV�UHIUDPHG�³SXEOLF�

KHDOWK�QXUVLQJ�DFWLRQV�IRU�%ODFN�ZRPHQ´�E\�IRFXVLQJ�RQ�XQFRYHULQJ�V\VWHPV�RI�RSSUHVVLRQ�DQG�

advancing cultural safety in health promotion (Burger et al., 2021, p. 1).  

The response to the crisis of racial disparities in maternal mortality has led to many 

DFWLYLVWV�SXVKLQJ�IRU�³LQFUHDVHG�DFFHVV�WR�ELUWK�GRXODV�IRU�%ODFN�ZRPHQ´��&DQFHOPR��������S������

$�GRXOD¶V�UROH�KDV�EHHQ�WR�VXSSRUW�FKLOGEHDULQJ SHRSOH�LQ�³SUHJQDQF\��FKLOGELUWK��DQG�

SRVWSDUWXP´��S������$V�D�UHVXOW��GRXODV�KDYH�EHFRPH�D�PDMRU�SDUW�RI�FRQWHPSRUDU\�GLVFRXUVH�

about solutions for racist disparities in maternal mortality and morbidity. Doula assisted mothers 

KDYH�EHHQ�IRXQG�WR�EH�³WZR�WLPHV�OHVV�OLNHO\�WR�H[SHULHQFH�D�ELUWK�FRPSOLFDWLRQ´�WKDW�LQYROYHG�
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themselves or their babies (p. 2). Furthermore, evidence has shown that continuous one to one 

³HPRWLRQDO�VXSSRUW�SURYLGHG�E\�D�GRXOD�KDV�EHHQ�DVVRFLDWHG´�ZLWK�LPSURYHG�RXWFRPHV�IRU�

women in labor (Cancelmo, 2021, p. 2). 

%ODFN�PLGZLIHU\�FDUH�KDV�SURYLGHG�DQ�DOWHUQDWLYH�WR�³VWDQGDUGL]HG��PHGLFDOL]HG��DQG�

UDFLDOL]HG´�KRVSLWDO�ELUWKV��6XDUH]��������S������,QWHUQDWLRQDO�KHDOWK�RUJDQL]DWLRQV�KDYH�VXSSRUWHG�

DQ�³LQFUHDVHG�DFFHVV�WR�PLGZLIHU\�FDUH�WR�LPSURYH�LQIDQW�DQG�PDWHUQDO�RXWFRPHV´�DQG�WR�UHGXFH�

use of unnecessary interventions (p. 8). Therefore, Black midwifery has been seen as a solution 

to addressing health inequities for Black mothers. However, there have been several obstacles to 

the increDVH�RI�PLGZLIHU\�FDUH�WKDW�LQFOXGH�WKH�³FRQWLQXHG�PHGLFDOL]DWLRQ�RI�ELUWK�DQG�RSSRVLWLRQ�

IURP�PHGLFLQH�´�DV�ZHOO�DV�WKH�ORQJ�KLVWRU\�RI�GLVFULPLQDWLRQ�DJDLQVW�WKH�XVH�RI�D�PLGZLIH�

(Suarez, 2020, p. 8). 

Doulas and midwives have been considered as essential WR�D�PRWKHU¶V�KHDOWKFDUH�WHDP�

WKDW�LQFOXGHV�QXUVHV�DQG�GRFWRUV�DV�³FDUH�EHFRPHV�KLJKHU�TXDOLW\�DQG�WKH�QHHGV�RI�WKH�PRWKHU´�

are more likely to be met (Reddy et al., 2021, p. 142). While doulas and midwives have served 

³GLIIHUHQW�SXUSRVHV�ZLWK�GLIIHUHQW�HGXFDWLRQDO�EDFNJURXQGV´�ERWK�KDYH�DFWHG�DV�YLWDO�WRROV�WR�

either provide care beyond the hospital setting (p. 142). The practice of African American doulas 

has been a beneficial approach to address racism in healthcare as they have integrated cultural 

practices in birthing experiences. Such cultural practices included ceremonial singing and prayer, 

³ZKLFK�PDGH�WKHLU�FDUH�D�OLNHO\�VRXUFH´�RI�FXOWXUDO�VHQVLWLYLW\��S��������$V�D�UHVXOW��WKHVH�FXOWXUDO�

SUDFWLFHV�³KDYH�LPSURYHG´�PDWHUQDO�DQG�FKLOG�KHDOWK�RXWFRPHV�(Reddy et al., 2021, p. 142).  
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Theoretical Framework for the Research 

 

The theoretical framework that is guiding the current research includes the following: 

+DUUHOO¶V��������WKHRU\�DQG�0RGHO�RI�5DFLVP-Related Stress; 3LHUFH�HW�DO�¶V��������Theory of 

Racism; Tervalon and Murray-*DUFLD¶V��������0XUUD\-Garcia, et al, 2021) tenets of Cultural 

Humility provide an additional theory; and, Social Support (Harrell, 2000; Bedaso et al, 2021) 

provides another important theory within the framework. The significance of each theory was 

highlighted in an earlier section. 

 

 

Statement of the Problem 

 

The problem that this study addresses is the high rate of maternal mortality for African 

American and Black women in the United States, which has been rising, including before the 

COVID-19 pandemic. The COVID-19 pandemic has likely exacerbated long-standing risks for 

Black women for maternal mortality when they enter the hospital for a birth²and will continue 

to contribute additional risk. Yet, Black women in the United States may be able to engage in 

retrospective recall of their birth hospitalization experiences where they felt there was a risk of 

their dying²and recall the year following that high-risk birth hospitalization (HRBH) [i.e. birth 

hospitalizations during or before the year 2018}; this may permit avoiding the impacts from the 

COVID-19 pandemic on maternal care in hospitals and maternal mortality. 
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:KLOH�WKHUH�DUH�RQJRLQJ�HIIRUWV�WR�UHGXFH�WKH�PDMRU�VRFLHWDO�SUREOHP�RI�³PDWHUQDO�

mortality led by public aQG�SULYDWH�VHFWRUV�´�LW�LV�LPSRUWDQW�WR�DGGUHVV�WKH�ZLGH�YDULDWLRQ�LQ�

quality of maternal care across the United States (Douthard et al., 2021, p. 175). Stark disparities 

and inequities are contributing to Black maternal mortality, especially in comparison to White 

women, and to a lesser extent Latinas (Douthard et al., 2021). 

The present study may contribute to societal efforts to reduce Black maternal mortality 

by investigating factors related to Black maternal mortality, using retrospective recall of a prior 

birth hospitalization with a risk of death, while seeking to predict medical mistrust and perceived 

stress. 

 

Purpose of the Study 

  

The purpose of this study is three-fold, as follows:  

1-capture and describe the experiences of Black women who felt they were at risk of 

dying during a hospitalization to give birth, including exposure to any racism, discrimination and 

disparities in healthcare service delivery during their hospitalization. This also includes capturing 

DQG�GHVFULELQJ�WKH�ZRPHQ¶V�RZQ�FKDUDcteristics and the behavior characteristic of their providers 

(i.e. doctors and nurses) during service delivery. 

2-provide a snapshot of how the women are currently functioning (and, in comparison to 

the year following the hospitalization to give birth where they felt a risk of dying for at least a 

moment during the hospitalization). This will be done by examining past year mental distress 

(depression, anxiety, trauma), and past month perceived stress, as well as their current level of 

social support; 
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3-identify significant predictors of the study outcome variable of level of medical 

mistrust, as an indicator of current perceptions of the Black women in the sample, regarding 

how Black people are treated in the healthcare system. Their level of medical mistrust may be 

partly impacted by or rooted in their personal history of feeling they were at risk of dying during 

a birth hospitalization (i.e., high-risk birth hospitalization).  

Of note, the study focuses on Black women who experienced such a high-risk birth 

hospitalization between the years 2018 and 2012. The year 2018 criteria will permit 1-year pre-

COVID-19 pandemic and a 1-year post-partum retrospective recall period, while avoiding any 

COVID-19 pandemic impacts. The year 2012 criteria will permit a 10-year post-partum 

retrospective recall period for a high-risk birth hospitalization (HRBH) in year 2012, as the outer 

limit or cap set for inclusion in this research study conducted in early 2022. Since a HRBH may 

have included traumatic experiences that are unforgettable, this 10-year retrospective recall cap 

was deemed acceptable for study inclusion, and to capture the experiences of as many Black 

women as possible. 

 

Research Questions, Survey Parts, and Data Analysis Plan 

 

Given a sample of African American or Black women (N=250) who experienced a high-

risk birth hospitalization (HRBH) between the years 2012 and 2018 and responded to a social 

media campaign (i.e., Are you a Black woman who felt your life was at risk for even a moment 

while in the hospital to give birth between years 2012-2018? ,I�³<(6�´ click 

on https://tinyurl.com/BlackWomenLivesAtRisk & Take 12-15 Min Survey for 3 in 250 chance 

to win a $300, $200, or $100 Amazon Gift Card!), this study will answer the following research 

questions: 

https://tinyurl.com/BlackWomenLivesAtRisk
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1-What are their demographic characteristics [i.e. age, gender, heterosexual (yes/no), skin tone, 
U.S. born (yes/no), education, partner (yes/no), employed (yes/no), annual household income 
Part I: Basic Demographics (BD-10) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
2-To what extent were they at risk for providing socially desirable responses? 
Part II: Single Item Rating of Risk of Providing Socially Desirable Responses (SIR-
RPSDR-1) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
3-Having a history of a high-risk birth hospitalization (HRBH), regarding their retrospective 
recall of that particular hospitalization, what was the mean length of time in number of years 
since it occurred?  
Part III: History of a High-Risk Birth Hospitalization²Year of Event (HORBH -YOE-3) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
4-What was the nature of their treatment and care experiences during service delivery with 
doctors and nurses during their high-risk birth hospitalization (i.e. using all 20 items), including 
those where racism was not perceived as clearly occurring (i.e. Negative Experiences During 
Service Delivery with Medical Staff Sub-Scale²14 items), and those where race or racism was 
perceived as occurring (i.e. Racism Perceived as Potentially Operating Sub-Scale²6 items)? 
Part IV: Perceived Racism, Discrimination, and Inequities in Service Delivery by Medical 
Staff During a High-Risk Birth Hospitalization (PR-D-ISD-BMS-DRBH-20) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
5-What was the prevalence of their having risk factors, as prior diagnosed chronic conditions 
(i.e., cardiovascular disease or heart disease, hypertension or high blood pressure, obesity, 
diabetes, asthma), before their high-risk birth hospitalization? 
Part V: Risk Factors for Pregnancy-Related Complications²Chronic Health Conditions 
(RFF-PRC-CHC-5) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
6-What did they report as medical events (e.g. hemorrhage, blood clot, etc.) that occurred during 
their high-risk birth hospitalization? And, to what extent did they experience medical events (i.e. 
single medical event to multiple medical events)? 
Part VI: Occurrence of Medical Events During a High-Risk Birth Hospitalization (OME-
DRBH-14) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
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7-What was their current level of medical mistrust, including any suspicion and perceived 
discrimination? 
Part VII: Medical Mistrust Scale²Short Form (MMS-SF-4) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
8-While recalling their high-risk birth hospitalization, how did they rate their hospital healthcare 
providers' cultural sensitivity and cultural competence, overall, for treating them as someone 
who was Black, African American? 
Part VIII: Rating the Cultural Sensitivity, Competence and Humility of Hospital Providers 
(RCSCH-OHP-1) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
9-Regarding their intersectional (i.e. Black, female) and other personal characteristics (e.g. 
overweight or obese; appearance for skin tone, hair, etc.; disability), what did they identify as 
those characteristics to which providers seemed to be responding when they experienced any 
discrimination or unfair treatment during their high-risk birth hospitalization²whether they 
experienced no (0) discrimination or the highest level of discrimination (5) for multiple 
characteristics? 
Part IX: Perceived Discrimination by Hospital Providers in Response to Personal 
Demographics (PD-BHS-IRTPS-5) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
10-For the year after their high-risk birth hospitalization (months 1 to 12 post-partum), to what 
extent did they experience mental distress (i.e. Overall Mental Health Index)²and, specifically, 
to what extent did they experience depression, anxiety, and trauma, as well as access any 
counseling? And, for the past year, as an indicator of current status, to what extent did they 
experience mental distress²and, specifically, to what extent did they experience depression, 
anxiety, and trauma, as well as access any counseling? Is there any significant difference when 
comparing the year post the high-risk birth hospitalization and the past year? 
Part X: Retrospective Depression, Anxiety, Trauma and Receipt of Counseling Scale²Past 
Year (A) and Year Post-High-Risk Birth Hospitalization (B) (RDATS-PY-YPRBH²8)   

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages; and, inferential statistics using paired t-tests. 

 
11-For the past month, what is their level of perceived stress, as another indicator of current 
status? 
Part XI: Perceived Stress Scale (PSS-4) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
12- For the year after their high-risk birth hospitalization (months 1 to 12 post-partum), to what 
extent did they experience social support? And, for the past year, as an indicator of current 
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status, to what extent did they experience social support? Is there any significant difference when 
comparing the year post-high-risk birth hospitalization and the past year? 
Part XII: Perceived Social Support²Now and During a High-Risk Birth Hospitalization²
Scale (PSS-NADRBH-S-2) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages; and, inferential statistics using paired t-tests. 

 
13-What significant relationships were found between the study outcome variable of level of 
medical mistrust and selected demographic and other variables? 
 'DWD�$QDO\VLV�3ODQ��,QIHUHQWLDO�VWDWLVWLFV��LQFOXGLQJ�YLD�3HDUVRQ¶V�FRUUHODWLRQV� 
 and t-tests 
 
14-What were the significant predictors of the study outcome variable of level of medical 
mistrust when controlling for social desirability, given selected independent variables? 

Data Analysis Plan: Backward stepwise regression 
 

 
 

Treatment of the Data 

       

            The Qualtrics platform will host the survey for the study. Data will then be transferred 

from Qualtrics to the latest version of SPSS, in order to permit data analysis²following the data 

analysis plans indicated, above. 

 

 

Anticipated Findings 

 

First, using paired t-tests, it is anticipated that findings will show a significant difference 

between past year scores versus scores for the year following their high-risk birth 

hospitalization²which should be higher²for:  
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x depression, anxiety, trauma (i.e. Part X: Retrospective Depression, Anxiety, Trauma and 

Receipt of Counseling Scale²Past Year (A) and Year Post-High-Risk Birth 

Hospitalization (B) (RDATS-PY-YPRBH²8)   

 

And, using paired t-tests, it is anticipated that findings will show a significant difference 

between past year scores and scores for the year following their high-risk birth 

hospitalization²which should be higher²for:  

x social support (i.e. Part XII: Perceived Social Support²Now and During a High-

Risk Birth Hospitalization²Scale (PSS-NADHRBH-S-2) 

 

Second, when predicting via regression (while controlling for social desirability) the 

study outcome variable of level of medical mistrust, it is anticipated that findings with the 

following independent variables will show significant predictors. 

 
The higher the level of medical mistrust, then 
 
1. higher age 
2. darker skin tone 
3. lower level of education 
4. lower annual household income 
5. higher perceived racism, discrimination, and inequity during treatment with medical staff  
6. lower ratings of cultural sensitivity and competence of providers during HRBH 
7. higher number of personal characteristics in response to which providers may have 

engaged in discrimination/unfair treatment 
8. more severe mental distress (including more severe depression, anxiety and trauma) the 

year following their HRBH 
9. more severe mental distress (including more severe depression, anxiety and trauma) in 

past year²as an indicator of current functioning 
10. yes, received counseling in the year following HRBH 
11. yes, received counseling in the past year  
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Delimitations 

 

The study is delimited to women age 18 or above who identify as African American or 

Black and indicate having had a high-risk birth hospitalization (HRBH) between the years 2012-

2018 where there was a moment when they felt they could have died. The selected time period of 

2012-2018 serves to avoid any impacts from the COVID-19 pandemic (given women are asked 

about the year following their RBH); and, this time period caps retrospective recall at 10 years 

(i.e. 2012), with data for this study collected in early 2022.  

 

Limitations 

 There are a number of study limitations, including: being an online study; requiring 

women to have access to a smart phone or computer and Internet; requiring 12-15 minutes of 

SDUWLFLSDQWV¶�WLPH��DV�D�EXUGHQ�UHGXFHG�DV�PXFK�DV�possible by using shortened measured, but 

still significant; the use of retrospective recall of an event that occurred anywhere from 4 to 10 

years ago (2012-2018 window for having a high-risk birth hospitalization (HRBH). 

 

Conclusion 

   

Chapter I has introduced the dissertation research, doing so via presentation of relevant 

introductory literature, the theories guiding the present study, the problem the study addresses, as 

well as the study purpose. In addition, this introductory chapter provided the research questions, 
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survey parts, and data analysis plan. In addition, this chapter provided an overview of anticipated 

study findings, as well as study delimitations and limitations.  

Chapter II will provide a review of additional relevant literature. Chapter III will provide 

details of all procedures and methods followed in the study. Results of data analysis will appear 

in Chapter IV. Finally, Chapter V will provide a discussion of study findings with implications 

and recommendations. 
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Chapter II 

REVIEW OF LITERATURE 

 

This chapter will review literature that is relevant to the focus of the present research 

study, including on the following topics: 1-prevalence of maternal mortality; 2-%ODFN�ZRPHQ¶V�

maternal mortality; 3-severe maternal morbidity, comorbidities, and complications; 4-research 

on factors operating in Black maternal morbidity and mortality; 5-social support, doulas, 

midwives, and maternal outcomes; and, 6-medical mistrust and Black populations. 

 

I. Prevalence of Maternal Mortality 

 

$�FRXQWU\¶V�PDWHUQDO�PRUWDOLW\�UDWLR��005��³UHIOHFWV�VHQWLQHO�HYHQWV�DQG�VHUYHV�DV�DQ�

LPSRUWDQW´�PHDVXUH�RI�SRSXODWLRQ�KHDOWK�ZRUOGZLGH��0RUWRQ�HW�DO���������S��������7KH�005�LV�

FDOFXODWHG�E\�GLYLGLQJ�WKH�QXPEHU�RI�ZRPHQ�ZKR�GLHG�IURP�³pregnancy related causes while 

SUHJQDQW�RU�ZLWKLQ����GD\V´�DIWHU�ELUWK�E\�WKH�QXPEHU�RI�OLYH�ELUWKV�LQ�D�\HDU�DQG�WKHQ�

multiplying by 100,000 (Morton et al., 2019p. 252). The World Health Organization (WHO, 

2019) referred to the death of a woman while still pregnant, or within 42 days of the termination 

of the pregnancy, regardless of the duration or site of pregnancy, and from any cause related to 

pregnancy or its management. Most pointedly, what has emerged is how the United States has 

the highest MMR of all high-resource countries (Morton et al., 2019). 

Both pre-COVID-19 pandemic and pandemic-era statistics are informative. For example 

0XUSK\�DQG�/LX��������UHSRUWHG�RYHUDOO�PDWHUQDO�PRUWDOLW\�UDWHV�LQ������ZHUH�DW�³�����GHDWKV�
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SHU���������OLYH�ELUWKV´��S� 1). From 2019 to 2020, there was an increase in the overall maternal 

mortality rate in the United States from 20.1 to 23.8 per 100,000 live births (Hoyert, 2022, p. 1). 

In 2020, there were 861 overall maternal deaths in the United States, compared to 754 deaths in 

2019 and 658 deaths in 2018 (Hoyert, 2022, p. 1). Rates also increased with age, as those aged 

�����DQG�ROGHU�KDG�³������GHDWKV�SHU���������OLYH�ELUWKV´�FRPSDUHG�WR�13.8 deaths per 100,000 

live births for women under age 25 (Hoyert, 2022, p. 1).  Therefore, thH�UDWH�IRU�³ZRPHQ�DJHG����

DQG�RYHU�ZDV�����WLPHV�KLJKHU´�WKDQ�WKH�UDWH�IRU�ZRPHQ under age 25 (Hoyert, 2022, p. 1). 

Pre-pandemic statewide trends are also informative. For example, the California maternal 

mortality rate rose dramatically, from 8.0 deaths per 100,000 live births in 1999 to 16.9 deaths 

per 100,000 live births in 2006 (Morton et al. (2019), p. 253). In 2006, the California Department 

RI�3XEOLF�+HDOWK�ODXQFKHG�DQ�LQLWLDWLYH�WR�H[DPLQH�WKH�ULVH�LQ�³PDWHUQDO�GHDWKV�LQ�WKH�VWDWH�DQG�to 

GHYHORS�SUHYHQWLRQ�LQLWLDWLYHV´�WKURXJK�WKH�LGHQWLILFDWLRQ�RI�TXDOLW\�LPSURYHPHQW�RSSRUWXQLWLHV�

�4,2V��IRU�HYHU\�PDWHUQDO�GHDWK´��S��������7KH�PDMRU�JRDOV�RI�WKLV�LQLWLDWLYH�ZHUH�WR�³LGHQWLI\�

SUHJQDQF\�UHODWHG�GHDWKV��FDXVHV��DQG�DVVRFLDWHG�ULVNV´�DQG�Pake recommendations to improve 

the quality of maternity care (p. 253). They found within 333 pregnancy-related deaths from 

2002 to 2007 in California, about 41% were considered preventable. Furthermore, 

communication issues arose as key. For example, there ZDV�HYLGHQFH�RI�VLWXDWLRQV�ZKHQ�³QXUVHV�

GLG�QRW�DSSHDU�WR�UHFRJQL]H�GHWHULRUDWLRQ�RU�UHFRJQL]HG�WKH�VLWXDWLRQ�´�RU�ZHUH�XQDEOH�WR�

effectively communicate their concerns to ensure prompt bedside evaluation by physicians (p. 

258). Another finding included hRZ�WKHUH�ZDV�D�GHOD\�LQ�WUHDWPHQW�LQLWLDWLRQ��ZKLFK�ZDV�³FORVHO\�

UHODWHG�WR�WKH�SURYLVLRQ�RI�LQDGHTXDWH�RU�QR�WUHDWPHQW�ZKHQ�QHHGHG´��0RUWRQ�HW�DO���������S��

258).  
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,,��%ODFN�:RPHQ¶V�0DWHUQDO�0RUWDOLW\ 

 

6LJQLILFDQW�GLVSDULWLHV�LQ�PDWHUQDO�KHDOWKFDUH�³EHWween white and Black mothers have 

EHHQ�UHFRUGHG�´�VLQFH�QDWLRQDO�GDWD�KDV�EHHQ�DYDLODEOH��0DF'RUPDQ�HW�DO���������S���������)RU�

example, the rates of maternal mortality for non-Hispanic Black women were found pre-

SDQGHPLF�WR�EH�³��WR���WLPHV�JUHDWHU�WKDQ�Ior non-+LVSDQLF�:KLWH�ZRPHQ´��0RUWRQ�HW�DO���������

p. 252). Further, among Black and African American women, the maternal mortality rate from 

�����WR������³LQFUHDVHG�IURP������WR������SHU���������OLYH�ELUWKV´��+R\HUW��������S������7KLV�ZDV�

a rise from  201��ZKHQ�%ODFN�ZRPHQ�KDG�D�PDWHUQDO�PRUWDOLW\�UDWH�DW�³�����GHDWKV�SHU���������

OLYH�ELUWKV´��+R\HUW��������S������7KLV�ZDV�D�VLJQLILFDQW�GLIIHUHQFH�FRPSDUHG�WR�QRQ-Hispanic 

:KLWH�ZRPHQ��ZKR�KDG�QR�VLJQLILFDQW�LQFUHDVH�LQ�PDWHUQDO�GHDWKV�IURP�³����´�LQ������WR�³�����

SHU���������OLYH�ELUWKV´�LQ�������+R\HUW��������S������9DULDELOLW\�VXFK�UHSRUWHG�UDWHV�PD\�EH�GXH�

WR�VHYHUDO�IDFWRUV��LQFOXGLQJ�³DFFHVV�WR�FDUH��TXDOLW\�RI�FDUH��SUHYDOHQFH�RI�FKURQLF�GLVHDVHV´�

structural racism, and implicit biases (CDC, 2020). FuUWKHUPRUH��VXFK�GLIIHUHQFHV�LQ�³UDWHV�

DPRQJ�GLIIHUHQW�HWKQLFLWLHV�KDYH�LQGLFDWHG�D�VWDUN�GLVSDULW\´�ZLWKLQ�PDWHUQDO�KHDOWKFDUH�LQ�WKH�

United States (Murphy & Liu, 2022, p. 171).  

 

Historical Lack of Access to Care for Black Women 

The search for roots of stark racial and ethnic disparities has included an historical focus. 

)RU�H[DPSOH��&KLQQ�HW�DO����������QRWHG�KRZ�WKH�KLVWRU\�RI�%ODFN�ZRPHQ¶V�DFFHVV�WR�KHDOWK�FDUH�

DQG�WUHDWPHQW�E\�WKH�8�6��PHGLFDO�HVWDEOLVKPHQW��SDUWLFXODUO\�LQ�J\QHFRORJ\��³KDV�FRQWULEXWHG to 

the present-GD\�KHDOWK�GLVDGYDQWDJHV�RI�%ODFN�ZRPHQ´��S��������+HDOWK�LQHTXDOLW\�DPRQJ�%ODFN�

women has been rooted in slavery, as White slave holders viewed enslaved Black women as a 
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PHDQV�RI�HFRQRPLF�JDLQ��ZKLOH�WKHUH�ZDV�WKH�³DEXVH�RI�%ODFN�ZRPHQ¶V�Eodies and a disregard 

IRU�WKHLU�UHSURGXFWLYH�KHDOWK´��S��������%ODFN�ZRPHQ�ZHUH�IRUFHG�WR�SURFUHDWH�XQGHU�WKHLU�:KLWH�

slave holders, with little to no self-agency and limited to no access to medical care, while the 

development of gynecology as a medical spHFLDOW\�LQ�WKH�����V�³XVKHUHG�LQ�D�SDUWLFXODUO\�GDUN�

SHULRG�IRU�WKH�KHDOWK�RI�%ODFN�ZRPHQ�´�LQFOXGLQJ�VXEMHFWLQJ�WKHP�WR�XQHWKLFDO�PHGLFDO�

experimentation without their consent (and without pain medication) to advance medical 

knowledge (p. 213). As a result of this history and the accumulation of disadvantages across 

JHQHUDWLRQV��³%ODFN�ZRPHQ�KDYH�EHHQ�DW�WKH�FHQWHU�RI�D�SXEOLF�KHDOWK�HPHUJHQF\´��&KLQQ�HW�DO���

2021, p. 213). 

 

Historical Approach to Data Collection on Black Maternal Mortality 

In the prior century, the public health emergency involved Black maternal mortality. It 

was in 1933, for example, that all U.S. states reported maternal deaths for the first time and the 

³PRUWDOLW\�UDWH�IRU�%ODFN�PRWKHUV�������SHU����������ELUWKV��ZDV�����WLPHV�WKH�UDWH´ for White 

mothers (564 per 100,000) (p. 1673). These disparities for Black mothers have persisted, 

averaging being 4 times higher compared with White mothers as recently as 1990 to 1996 

(MacDorman et al., 2021).  

For example, consider findings from a large urban center. Black maternal mortality was 

LQYHVWLJDWHG�LQ�1HZ�<RUN�&LW\�ZKHUH�³an even greater variation of maternal mortality by 

UDFH�HWKQLFLW\�ZDV�QRWHG´�LQ�GDWD�IURP������WR�������)DQJ�DQG�$OGHUPDQ��������S���������1HZ�

York City maintained a significantly higher maternal mortality rate at 2.5 times compared to the 

rest of the country, with 192 total maternal deaths reported over 7 years. Within the total deaths, 

������������ZHUH�%ODFN�PRWKHUV�DW�WKH�KLJKHVW�UDWH��ZKLFK�ZDV�FRPSDUHG�WR�³���LQ�+LVSDQLFV 
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(22.4%), 20 in non-+LVSDQLF�ZKLWHV����������DQG����DOO�RWKHUV�������´��S��������7KH�LPSDFW�RI�

socioeconomic factors, like marital status, on mortality was large for White and Hispanic 

ZRPHQ��,W�ZDV�HPSKDVL]HG�WKDW�WKH�DVVRFLDWLRQ�³EHWZHHQ�PDULWDO�VWDWXV�Dnd income did not attain 

VWDWLVWLFDO�VLJQLILFDQFH´�IRU�WKH�UDWH�RI�%ODFN�PDWHUQDO�PRUWDOLW\��S��������$OVR��WKH�PRUDOLW\�UDWLR�

of unmarried black women showed no difference to the ratio of married black mothers. Findings 

showed Black mothers were dying natLRQZLGH�³DW�D�UDWH�DSSUR[LPDWHO\�WKUHH�WLPHV�WKDW�RI�ZKLWH�

ZRPHQ´�GXH�WR�LQDGHTXDWH�PDWHUQDO�KHDOWKFDUH�IRU�%ODFN�SUHJQDQW�ZRPHQ��)DQJ�	�$OGHUPDQ��

2000, p. 743).   

Furthermore, before 2003, there was a large focus on underreports of maternal deaths. As 

a result, the 2003 standard revision of birth and death certificates added a pregnancy checkbox 

³WR�DGGUHVV�WKLV�XQGHUUHSRUWLQJ�DQG�PRUH�PDWHUQDO�GHDWKV´�ZHUH�UHSRUWHG on death certificates, 

going forward, improving data collection (MacDorman et al., 2021, p. 1673).  

 

 

III. Severe Maternal Morbidity, Comorbidities, and Complications 

 

Considerable attention has been placed upon the contributions to rates of maternal 

morbidity from severe maternal morbidity, including complications and comorbidities. For 

H[DPSOH��UHVHDUFK�KDV�H[DPLQHG�³%ODFN�ZRPHQ�KDYLQJ�KDG�WKH�KLJKHVW�ULVN�RI�FDUGLRYDVFXODU�

FRPSOLFDWLRQV´��0LQKDV��HW�DO���S�������� 

Severe maternal morbidity has contributHG�WR�PDWHUQDO�PRUWDOLW\��DQG�³FDUGLRYDVFXODU�

FRQGLWLRQV�KDYH�EHHQ�DPRQJ�WKH�OHDGLQJ�FDXVHV´�RI�SUHJQDQF\-related deaths in the United States 

(Minhas, et al., p. 480). About 15.5% of pregnancy related deaths have been due to nonspecific 

cardiovascular condLWLRQV�DQG�������KDYH�EHHQ�GXH�WR�FDUGLRP\RSDWK\��$Q�DGGLWLRQDO�³�����RI�
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pregnancy-UHODWHG�GHDWKV�KDYH�EHHQ�GXH�WR�K\SHUWHQVLYH�GLVRUGHUV´�RI�SUHJQDQF\��S��������

Hypertensive disorders of pregnancy have included pregnancy-induced hypertension (PIH) 

disordeUV�OLNH�³JHVWDWLRQDO�K\SHUWHQVLRQ��SUHHFODPSVLD��DQG�LWV�PRVW�VHYHUH�IRUPV�WKDW�LQFOXGH´�

hemolysis, elevated liver enzyme, low platelets syndrome, and eclampsia (p. 480). These have 

been known as common adverse pregnancy outcomes and have occurred in 5% to 10% of all 

pregnancies, which increased long term cardiovascular risk. While hypertensive disorders of 

SUHJQDQF\�RFFXUUHG�PRUH�IUHTXHQWO\�LQ�%ODFN�ZRPHQ��³WKH�IDFWRUV�WKDW�XQGHUOLH�WKHVH�GLVSDULWLHV�

SDUWLFXODUO\�UHODWHG�WR´�SUHJQDQF\-induced hypertension �3,+��KDYH�UHPDLQHG�DV�³SRRUO\´�

understood (p. 481). Black race itself has been cited as a risk factor for PIH and maternal 

PRUELGLW\�DQG�PRUWDOLW\��+RZHYHU��WKLV�FODVVLILFDWLRQ�RI�UDFH�KDV�KDG�³LPSOLFDWLRQV�IRU�KHDOWK�

outcomes and additionally identified %ODFN�ZRPHQ�´�LQ�SDUWLFXODU��DV�KDYLQJ�H[SHULHQFHG�KHDOWK�

disparities (Minhas, et al., 2021. p. 481). 

 

Pregnancy-Induced Hypertension (PIH) 

Minhas, et al., (2021) conducted research using a nationally representative sample of 

United States delivery hospitalizations to evaluate the occurrence of various cardiovascular 

complications by the presence of pregnancy-induced hypertension (PIH) disorders. Researchers 

FDWHJRUL]HG�WKH�3,+�GLVRUGHUV�DV�³QRQH��JHVWDWLRQDO�K\SHUWHQVLRQ��DQG�SUHHFODPSVLD�HFODPSVLD´�

and assessed for their interaction with race/ethnicity (p. 481). They used data from the National 

Inpatient Sample (NIS) that was developed for the Healthcare Cost and Utilization Project 

(HCUP), created by the Agency for Healthcare Research and Quality. Hospital discharge records 

ZHUH�VDPSOHG��³ZLWK�DOO�GDWD�DV�DQRQ\PL]HG�DQG�KRVSLWDO�LGHQWLILHUV�QRW�LQFOXGHG´��S��������'DWD�

was included from 2016 to 2018, and only discharges with a diagnosis related to pregnancy (i.e., 
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specifically to labor, delivery, or postpartum causes) were included. The NIS data set included 

the following racial/ethnic group categories: White, Black, Hispanic, Asian/ Pacific Islander, 

Native American, and Other. There was a smaller number of women within the groups for 

1DWLYH�$PHULFDQ�DQG�RWKHU��VR�DV�D�UHVXOW�³WKHVH�GDWD�VHWV�ZHUH�QRW�LQFOXGHG�IRU�FRPSDULVRQ�LQ�

VWUDWLILHG�DQDO\VHV´�IRU�FDUGLRYDVFXODU�FRPSOLFDWLRQV��0LQKDV��HW�al., 2021, p. 482).  

 Comorbidities of interest that were assessed included chronic hypertension, preexisting 

diabetes, dyslipidemia, obesity, chronic kidney disease, heart failure, and coronary artery disease 

(Minhas, et al., 2021). The focus was on the presence versus absence of pregnancy-induced 

hypertension (PIH) at the time of delivery, with the primary outcome being cardiovascular 

complications during the delivery hospitalization. These complications included peripartum 

cardiomyopathy, congestive heart failure, pulmonary edema, arrhythmias, acute renal failure, as 

well as acute ischemic heart disease. Additional secondary outcomes included pulmonary 

embolism, ischemic stroke, cardiac arrest, and death. Results of this study found among 

11,304,996 delivHULHV�EHWZHHQ�WKH�\HDUV������WR�������WKHUH�ZDV�HYLGHQFH�³JHVWDWLRQDO�

K\SHUWHQVLRQ�ZDV�SUHVHQW�LQ����������������DQG�SUHHFODPSVLD�LQ���������������´��S��������

While Black women represented only 14% of overall deliveries, they constituted 20% of 

preeclampsia and 17% of gestational hypertension cases. For deliveries where there was 

pregnancy-LQGXFHG�K\SHUWHQVLRQ��3,+���SUHHFODPSVLD�ZDV�³DVVRFLDWHG�ZLWK�JUHDWHU�SUHYDOHQFH�RI�

XQGHUO\LQJ�FDUGLRYDVFXODU�FRPRUELGLWLHV´�±  including chronic hypertension, preexisting 

diabetes, and obesity; these findings stood out in comparison to  deliveries without PIH (p. 482). 

'HOLYHULHV�ZLWK�JHVWDWLRQDO�K\SHUWHQVLRQ�RU�SUHHFODPSVLD�KDG�³JUHDWHU�IUHTXHQF\�RI�&DHVDUHDQ�

VHFWLRQ�FRPSDUHG�ZLWK�GHOLYHULHV�ZLWKRXW�3,+´��0LQKDV��HW�DO�� p. 482).  
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Cardiovascular Comorbidities and Other Comorbidities 

 Minhas, et al.,  (2021) noted how several cardiovascular comorbidities were present in 

Black women with greater frequency, including hypertension. There was also the presence of 

³SUHH[LVWLQJ�GLDEHWHV��DQG�REHVLW\´�EHLQJ�PRUH�SUHYDOHQW�LQ�%ODFN�ZRPHQ�FRPSDUHG�ZLWK�RWKHU�

groups (p. 484). After adjustment for demographics, there were greater odds of chronic 

hypertension, obesity, coronary artery disease, and chronic kidney disease in Black women 

compared with other racial/ethnic groups. Overall, findings revealed pregnancy-induced 

K\SHUWHQVLRQ��3,+���GLVRUGHUV�ZHUH�DVVRFLDWHG�ZLWK�DQ�³LQFUHDVHG�SUHYDOHQFH�RI�EDVHOLQH�

FDUGLRYDVFXODU�FRPRUELGLWLHV´��S��������)XUWKHUPRUH��%ODFN�ZRPHQ�KDYH�WKH�JUHDWest prevalence 

of preeclampsia compared with all other racial/ethnic groups after adjusting for socioeconomic 

status and comorbidities. The absolute rates of acute cardiovascular complications with 

preeclampsia are the greatest for Black women (Minhas, et al., 2021). 

The Minhas, et al.,  (2021) study with a large, nationally representative sample stands out 

as providing findings of great significance with implications for serious health disparities that 

deserve national attention. In sum, Black women were fRXQG�WR�KDYH�WKH�³KLJKHVW�UDWHV�IRU�

VHYHUDO�DFXWH�FDUGLRYDVFXODU�FRPSOLFDWLRQV�DW�GHOLYHU\�´�ZKLFK�SRLQWHG�WR�VHYHUH�PDWHUQDO�

morbidity (p. 485). Black women were found to have a high overall prevalence of both 

pregnancy-induced hypertension (PIH) and cardiovascular complications. Of note, it was 

REVHUYHG�WKDW�UHVRXUFH�DOORFDWLRQ�DZD\�IURP�WKLV�YXOQHUDEOH�JURXS�ZRUVHQHG�³DOUHDG\�H[LVWLQJ�

GLVSDULWLHV�LQ�PDWHUQDO�PRUELGLW\�DQG�PRUWDOLW\�´�DV�ZHOO�DV�RYHUDOO�FDUGLRYDVFXODU�KHDOWK�

(Minhas, et al., p. 485).  
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Disproportionate Burden of Chronic Comorbidities  

Chronic comorbidities and chronic heart disease have been considered some of the 

³JUHDWHVW�FXOSULWV�WKDW�GLVSURSRUWLRQDWHO\�DIIHFW�ZRPHQ�RI�FRORU´��%RQG�HW�DO���������S��������

0RVW�RI�WKHVH�FRPRUELGLWLHV�³LQFOXGHG�DGYDQFHG�PDWHUQDO�DJH�DORQJ�ZLWK�SUHYHQWDEOH�FDXVHV´�

such as hypertension, obesity, diabetes, poor physical activity, unhealthy eating habits, and 

constant societal stress (Bond et al., 2021, p. 224).  

%ODFN�ZRPHQ�KDYH�EHHQ�³GLVSURSRUWLRQDWHO\�EXUGHQHG´�E\�FKURQLF�KHDOWK�FRQGLWLRQV�VXFK�

as anemia, cardiovascular disease (CVD), and obesity (Chinn et al., 2021p. 212). Furthermore, 

health outcomes for Black women have not occurred independent of the social conditions in 

which Black women have existed. The higher burden of these chronic conditions has reflected 

WKH�³VWUXFWXUDO�LQHTXLWLHV�ZLWKLQ�DQG�RXWVLGH�WKH�KHDOWK�V\VWHP´�WKDW�%ODFN�ZRPHQ�KDYH�

experienced throughout their life course (p. 212). This has contributed to the current crisis of 

maternal morbidity and mortality. The health inequities experienced by Black women were not 

PHUHO\�³D�FURVV�VHFWLRQ�RI�WLPH�RU�WKH�UHVXOW�RI�D�VLQJXODU�LQFLGHQW´��&KLQQ�HW�DO���������S�������  

Others found some time ago that Black women had higher rates of severe morbidity 

compared to White women, doing so while conducting a crude analysis for severe morbidity 

within a large US population-based cohort of single births that assessed risk factors like 

race/ethnicity and hospital volume (Lyndon et al., 2012, p. 2529).  Out of 1,572,909 live single 

ELUWKV�LQ�&DOLIRUQLD�ZLWK�OLQNHG�UHFRUGV�WKDW�ZHUH�DVVHVVHG��³UHVSHFWLYHO\�����RXW�RI������%ODFN�

ZRPHQ�ERUH�D�KLJK�EXUGHQ�RI�VHULRXV�PRUELGLWLHV´��S���������)XUWKHUPRUH��KLJKHU�ULVN�IRU�VHYHUH�

PRUELGLW\�LQ�%ODFN�ZRPHQ�³LV�FRQVLVWHnt with their much higher rates of maternal mortality in 

WKH�86�SRSXODWLRQ´��S���������6HYHUH�PRUELGLWLHV�ZLWKLQ�ZRPHQ�KRVSLWDOL]HG�IRU�FKLOGELUWK�
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presented as many issues including: ventilation, an unplanned return to the operating room, 

³WUDQVIHU�WR�LQWHQVLYH�FDUH��PDWHUQDO�GHDWK��UHVSLUDWRU\�IDLOXUH��XWHULQH�UXSWXUH´�DQG�PRUH��S��

�������+RZHYHU��LW�ZDV�IRXQG�WKDW�VHULRXV�PRUELGLWLHV�VXFK�DV�³SXOPRQDU\�HPEROXV��UHVSLUDWRU\�

IDLOXUH��VKRFN�DQG�GHDWK�ZHUH�PRUH�FRPPRQ´�LQ�%ODFN�PRWKHUV�WKDQ�LQ�RWKHU�UDFLDO�JUoups 

(Lyndon et al., 2012, p. 2534). 

 

IV. Research on Factors Operating in Black Maternal Morbidity and Mortality 

 

There is a need to focus on root causes of maternal health inequity, including the 

systemic forces behind them, and social determinants of health (Crear-Perry et al., 2021). This 

section provides such a focus, providing selected research on factors operating in Black maternal 

morbidity and mortality. 

 

Maternal Health Inequities, Systemic Factors, and Social Determinants 

Social determinants of Black maternal health that include income, education, housing, 

DFFHVV�WR�FDUH�DQG�VDIHW\�KDYH�EHHQ�³GLFWDWHG�E\�WKH�YHU\�VWUXFWXUH�RI�$PHULFDQ�VRFLHW\´�IURP�WKH�

time of slavery (Crear-Perry et al., 2021, p. 231). Structural racism, policies and practices have 

been historically based to create an overtly oppressive U.S. society. Such a society has continued 

to shape access to health-promoting resources and opportunities necessary for achieving optimal 

Black maternal health as well as positive infant health outcomes. Deeply rooted causes of 

PDWHUQDO�KHDOWK�LQHTXLWLHV�³UHTXLUH�PXOWLSOH�DQG�VXVWDLQHG�LQWHUYHQWLRQV�DW�HYHU\�OHYHO´��ZKLOH�

ensuring attention to the systemic and social levels (Crear-Perry et al., 2021, p. 231). 

5HVHDUFK�KDV�³FRQVLVWHQWO\�GRFXPHQWHG�WKH�FRQWLQXHG�LPSDFWV�RI�V\VWHPDWLF�RSSUHVVLRQ´�

bias, and unequal treatment of Black women (Chinn et al., 2021, p. 213). This includes evidence 
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of racial differences in socioeconomic status, housing, education and employment. These 

differeQFHV�DUH�³WKH�UHVXOW�RI�GLVFULPLQDWLRQ��VHJUHJDWLRQ��DQG�KLVWRULFDO�ODZV�FUHDWHG´�WR�

continually oppress Black people and women in the United States (p. 213). Black women have 

earned on average about $5,500 less per year and have experienced higher unemployment and 

SRYHUW\�UDWHV�WKDQ�WKH�8�6��DYHUDJH�IRU�ZRPHQ��%ODFN�ZRPHQ�DUH�³PRUH�OLNHO\�WR�EH�WKH�KHDG�RI�

KRXVHKROG�WKDQ�WKHLU�:KLWH�FRXQWHUSDUWV´��HIIHFWLYHO\�VXSSRUWLQJ�PRUH�GHSHQGHQWV�ZLWK�IHZHU�

resources (Chinn et al., 2021, p. 213). 

Regarding the key social determinant of housing, Black women have been found to live 

LQ�QHLJKERUKRRGV�WKDW�KDYH�EHHQ�³UDFLDOO\�VHJUHJDWHG�DQG�KDYH�KDG�ORZHU�SURSHUW\�YDOXHV´�WKDQ�

their White counterparts (Chinn et al., 2021, p. 213). Mortgage lending discrimination, called 

redlining, has been a legal practice in which lenders have denied mortgage loans to communities 

DQG�LQGLYLGXDOV�EDVHG�RQ�UDFH��UHVXOWLQJ�³LQ�FRPPXQLW\�GLVLQYHVWPHQW�UHVLGHQWLDO�VHJUHJDWLRQ´��S��

������5HVLGHQWLDO�VHJUHJDWLRQ�KDV�EHHQ�³D�IXQGDPHQWDO�FDXVH�RI�UDFLDO�GLVSDULWLHV�LQ�KHDOWK´�DQG�

has operated through many social institutions that included labor markets and education to affect 

health (Chinn et al., 2021, p. 213). 

As per Bond et al., (2021), race, ethnicity, and social determinants of health have been 

attributed to the increase of the risk of conditions such as gestational diabetes, peripartum 

cardiomyopathy, cesarean deliveries, preterm deliveries, and a low-birth-weight infant. Social 

determinants of health (SDOH) such as socioeconomic status, education, neighborhood and 

SK\VLFDO�HQYLURQPHQW��HPSOR\PHQW��VRFLDO�VXSSRUW�QHWZRUNV��DQG�DFFHVV�WR�KHDOWK�FDUH�³PDNH�XS�

60% of health outcome±FRQWULEXWLQJ�IDFWRUV´�ZKLFK�XOWLPDWHO\�LPSDFWHG�KHDOWK�FDUH�

organizations and the delivery of care (Bond et al., 2021, p. 224).  
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Experiences in the social context may reflect experiences of racism, sexism and 

discrimination (Chinn et al., 2021). The intersection of race, gender, physical and mental health, 

DQG�VRFLRHFRQRPLF�VWDWXV��DPRQJ�RWKHU�IDFWRUV��KDV�FUHDWHG�³FXPXODtive disadvantages that are 

DVVRFLDWHG�ZLWK�SRRUHU�RXWFRPHV´�IRU�%ODFN�PRWKHUV��3DUNHU��������S�������� 

7KH�LQWHUVHFWLRQDOLW\�RI�³JHQGHU�DQG�UDFH�DQG�LWV�LPSDFW�RQ�WKH�KHDOWK�RI�%ODFN�ZRPHQ´�LV�

important (Chinn et al., 2021, p. 213). Due to this intersectionality Black women have been 

subjected to high levels of racism, sexism, and discrimination at levels that are not experienced 

by Black men or White women. In contrast, White women in the United States have constantly 

³EHQHILWHG�IURP�OLYLQJ�LQ�D�SROLWLFDOO\��FXOWXUDOO\��DQG�VRFLRHFRQRPLFDOO\´�:KLWH-dominated 

society (p. 213). These benefits have accumulated across generations, creating a cycle of overt 

and covert privileges not afforded to Black women. However, these privileges do not mean that 

³DOO�:KLWH�ZRPHQ�DUH�VLPLODUO\�DGYDQWDJHG�QRU�DUH�DOO�%ODFN�ZRPHQ´�VLPLODUO\�GLVDGYDQWDJHG�

�S��������7KHVH�VRFLDO�FRQGLWLRQV�³KDYH�FUHDWHG�WKH�HQYLURQPHQW�IRU�KHDOWK�GLVSDULWLHV�WR�H[LVW�DQG�

SHUVLVW´�DV�VRFLDO�GHWHUPLQDQWV�RI�KHDOWK��&KLQQ�HW�DO��������S������� 

 

Negative Stigmatization and Stereotyping of Black Women 

The intersection of stigmatized and marginalized identities²as in being Black and a 

woman²KDYH�LQFUHDVHG�%ODFN�ZRPHQ¶V�ULVN�RI�SRRU�ELUWK�RXWFRPHV��DFFRUGLQJ�WR�0HKUD�HW�DO���

(2021). Negative stereotypic images of Black women in the United States extend throughout 

KLVWRU\�IRU�WKH�FRQWLQXHG�MXVWLILFDWLRQ�RI�³HFRQRPLF�H[SORLWDWLRQ�DQG�FRQWURO�RI�%ODFN�ZRPHQ¶V�

VH[XDOLW\�DQG�IHUWLOLW\´��S��������6WHUHRW\SLF�SHUFHSWLRQV�RI�%ODFN�ZRPHQ�KDYH�FRPELQHG�VH[LVW��

racist, and classist images, such as: mammies (faithful, domestically servile), matriarchs 

(aggressive, unfeminine), welfare mothers (low-income, unwed), and Jezebels (sexually 
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aggressive). These stereotypes have served to stigmatize Black motherhood in particular, casting 

in a negative light not only gender and racial identity, but also sexual identity. As a result of the 

negative impact of stereotyping and stigmatization, Black women have been subjected to a 

³XQLTXHO\�VWUHVVIXO�H[SHULHQFH�LQ�WKH�8QLWHG�6WDWHV´��0HKUD�HW�DO���������S�������� 

 

Role of Provider Implicit Bias, Racism and Discrimination 

Morton et al., (2019) stressed the importance of nurse leaders and frontline perinatal 

QXUVLQJ�VWDII�EHLQJ�³DZDUH�DERXW�SUHYHQWLQJ�PDWHUQDO�PRUWDOLW\�DQG�PRUELGLW\´��S��������1XUVH�

leadership is necessary to support and guide all efforts to improve care quality and outcomes for 

SUHJQDQW�ZRPHQ��1XUVHV�KDYH�EHHQ�FRQVLGHUHG�DV�SLYRWDO�LQ�UHFRJQL]LQJ�³ULVN�IDFWRUV�IRU�

FRPSOLFDWLRQV��FOLQLFDO�VLJQV��DQG�V\PSWRPV´�RI�ZRUVHQLQJ�FRQGLWLRQV�DQG�IRU�FRPPXQLFDWLQJ�

these issues to maternity care providers (p. 260). Also, nurses are considered vital in their 

UHVSRQVH�WR�³FKDQJHV�LQ�D�ZRPDQ¶V�FRQGLWLRQ�SURPSWO\´�DQG�IRU�LPSOHPHQWLQJ�D�VWUDWHJLF�SODQ�RI�

care (Morton et al., 2019, p. 260).  

Within the medical field, implicit bias has contributed to health disparities for 

³LQGLYLGXDOV�ZKR�DUH�%ODFN�DQG�HFRQRPLFDOO\�GLVDGYDQWDJHG´��'DYLV�HW�DO���������S������5HVHDUFK�

has shown that A Family Centered Care (FCC) approach to communication has fostered and 

VWUHQJWKHQHG�³PDWHUQDO�WUXVW�´�DOORZLQJ�PRWKHUV�WR�DOVR�VHUYH�DV�DGYRFDWHV�³IRU�WKHLU�LQIDQWV¶�

KHDOWK´��S������JLYHQ�ILQGLQJV�ZLWK�PRWKHUV�DQG�WKHLU�LQIDQWV�ZLWKLQ�1HRQDWDO�,QWHQVLYH�&DUH�8QLWV�

�1,&8V���,PSOLFLW�ELDV�FDQ�GLVUXSW�FRPPXQLFDWLRQ�SULQFLSOHV�ZLWKLQ�WKH�³SUHYDLOLQJ�PRGHO�RI�

Famil\�&HQWHUHG�&DUH��)&&�´�VR�DV�³WR�MHRSDUGL]H�WKH�KHDOWK´�DQG�ZHOO-being of mothers and 

their infants within NICUs (p. 1). Implicit bias has been defined as the unconscious holding of 

implicit assumptions and stereotypes about others who differ on personal characteristics that 
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results in biased judgements and perceptions of these individuals. The experience of implicit bias 

UHVXOWV�LQ�D�SHUFHLYHG�GLVUHJDUG�RI�D�PRWKHU¶V�YRLFH�E\�GRFWRUV�DQG�QXUVHV��'LVUHJDUG��EDVHG�RQ�

implicitly held negative assumptions, also occurs within experiences reflecting implicit bias 

(Davis et al., 2021).  

Implicit bias suggests that doctors and nurses are neglecting what has been considered 

foundational for the promotion of communication in the model of Family Centered Care (FCC) 

(Davis et al., 2021). FCC principles emphasize a two-way communication that includes a 

PRWKHU¶V�SHUFHLYHG�SRZHU�RI�YRLFH�DQG�SHUFHLYHG�HIILFDF\�RI�YRLFH��DV�GHILQHG�E\�WKH�PRWKHU¶V�

perception of the responsiveness, respect, and openness of doctors and nurses. On the other hand, 

interactions characterized by implicit bias in Neonatal Intensive Care Units (NICUs) can lead 

PRWKHUV�WR�SHUFHLYH�EHLQJ�³GLVUHJDUGHG�E\�PHGLFDO�VWDII�ZKHQ�H[SUHVVLQJ�FRQFHUQV�DQG�TXHVWLRQV�

RU�SURYLGLQJ´�LQIRUPDWLRQ�DERXW�WKHLU�LQIDQW¶V health (p. 2). As a result, implicit bias within 

LQWHUSHUVRQDO�FRPPXQLFDWLRQ�FDQ�EH�³VXEWOH�DQG�PDQLIHVW�YHUEDOO\�DQG�QRQ-YHUEDOO\�LQ�D�PDQQHU´�

XQUHFRJQL]HG�E\�PHGLFDO�SURIHVVLRQDOV��S������,PSOLFLW�ELDV�FRXOG�UHVXOW�LQ�D�³PHGLFDO�

SURIHVVLRQDO´�XVLQJ�³YHUEDO�H[SUHVVLRQV�SHUFHLYHG�DV�WULYLDOL]LQJ´�RU�LJQRULQJ�D�PRWKHU¶V�

FRQFHUQV��RU�UHVSRQGLQJ�WR�D�PRWKHU¶V�TXHVWLRQ�LQ�D�PDQQHU�WKDW�GRHV�QRW�DQVZHU�WKH�TXHVWLRQ��S��

2). This suggests a potentially crucial role for provider engagement in communication training 

(Davis et al., 2021). 

 

Nurse Staffing Levels as a Potential Factor 

A potential factor in Black maternal mortality may be hospital staffing levels, such as of 

nurses, in particular. According to Carthon et al., (2021) there are few research studies that have 

been able to specify reasons for differences across hospitals in survival rates. One possible 
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explanation for in-KRVSLWDO�VXUYLYDO�GLVSDULWLHV�PD\�EH�DWWULEXWHG�WR�³GLIIHUHQFHV�LQ�QXUVLQJ�WR�

SDWLHQW�UDWLRV´�IRU�WKH�SURYLVLRQ�RI�QXUVLQJ�FDUH�LQ�KRVSLWDOs where Black and White people 

receive care (p. 169). Nurses have represented a constant presence in the management of medical 

events such as in hospital cardiac arrests, either as members of the arrest team or as providers of 

post incident care. Overall, QXUVHV�DUH�FRQVLGHUHG�WKH�³SULPDU\�FOLQLFDO�VXUYHLOODQFH�V\VWHP�

ZLWKLQ�KRVSLWDO�VHWWLQJV�DQG�SOD\´�DQ�LQWHJUDO�UROH�LQ�WKH�GHWHFWLRQ�RI�FOLQLFDO�GHWHULRUDWLRQ��

identification of a medical issue, and initiation of emergency responses (p. 170). Research has 

revealed a significant relationship between nurse staffing levels and many patient outcomes, 

including readmissions and postsurgical mortality. Better nurse staffing has led to affording 

QXUVHV�PRUH�WLPH�WR�VSHQG�ZLWK�SDWLHQWV�WR�³PRQLWRU�FKDQJHV�LQ�SDWLHQt status and initiate 

DSSURSULDWH�LQWHUYHQWLRQV´�DV�ZDUUDQWHG��S��������+RZHYHU��ORZ�VWDIILQJ�FRPSURPLVHV�WKHVH�

activities. Findings have suggested that the likelihood of survival to discharge was lower for 

%ODFN�SDWLHQWV�WKDQ�IRU�:KLWH�SDWLHQWV�³LQ�ERWK�Soorly staffed and well-VWDIIHG�KRVSLWDOV´�

(Carthon et al., 2021, p. 174).  

The American Nurses Association (ANA) has defined appropriate nurse staffing as a 

match of registered nurse expertise with the needs of the recipient of nursing care services in the 

context of the practice setting and situation (Cooke et al., 2022). Researchers have frequently 

used hours per patient day (HPPD) as a measure of appropriate staffing and have found that 

KLJKHU�+33'�LV�³DVVRFLDWHG�ZLWK�IHZHU�LQIHFWLRQV��IDOOV�DQG�SUHVVXUH LQMXULHV´��&RRNH�HW�DO���

2022p. 2).  An alternate and related measure of appropriate nurse staffing is total nursing HPPD 

�71+33'���7KH�1DWLRQDO�'DWDEDVH�IRU�1XUVLQJ�4XDOLW\�,QGLFDWRU¶V��1'14,��GHILQLWLRQ�RI�

71+33'�LV�WKH�³RYHUDOO�WLPH�VSHQW�E\�QXUVHV�DQG QXUVLQJ�DVVLVWDQWV�RQ�WKH�XQLW�SHU�SDWLHQW�GD\´�

excluding vacation, sick time, orientation, education, leave or committee time. Several other 
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staffing variables have been found to contribute to the quality of patient outcomes, including 

³VWDIILQJ�UDWLRV��\HDUV�RI�H[SHULHQFH��VNLOO�PL[��RYHUWLPH�KRXUV´��QXUVLQJ�WXUQRYHU�DQG�QXUVLQJ�

position (Cooke et al., 2022, p. 2). 

Lake et al., (2018) have provided evidence regarding the importance of a hospital having 

adequate nurse staffing. Not surprisingly, nurse staffing levels have been found to differ across 

hospitals. For example, Neonatal Intensive Care Units (NICUs) in disproportionately Black 

KRVSLWDOV�KDYH�³ORZHU�QXUVH�VWDIILQJ�OHYHOV�DQG�SRRUHU�ZRUN�HQYLURQPHQWV´��S���������$V�D�UHVXOW��

these features of the NICU workplace have been demonstrated to be associated with poorer 

outcomes for low birthweight infants, including higher rates of mortality, infection, and 

discharge home on breastmilk. In this study, researchers found nurses from hospitals that served 

a KLJK�UDWH�RI�%ODFN�LQIDQWV�PLVVHG�³QHDUO\����SHUFHQW�PRUH�UHTXLUHG�QXUVLQJ�FDUH�DFWLYLWLHV´�WKDQ�

nurses in low-Black infant serving hospitals (p. 3020). Further, a significantly higher percentage 

of nurses in high-Black infant serving hospitals missed at least one required activity, about 52 

percent vs. 38 percent. The disparities in missed care were principally due to poorer nurse 

staffing in high-%ODFN�KRVSLWDOV�DV�WKH�³SDWLHQW-to-QXUVH�UDWLR�ZDV�VLJQLILFDQWO\�KLJKHU´�LQ�KLJK-

Black hospitals (Lake et al., 2018, p. 3020).  

 

Staff Diversity as a Potential Factor 

The level of staff diversity may also be a potential factor operating in Black maternal 

mortality. Increasing patient diversity within the healthcare system has created opportunities and 

challenges for health-care practitioners/providers, healthcare services and health policy to 

³GHYHORS�DQG�GHOLYHU�FXOWXUDOO\�FRPSHWHQW�FDUH�DQG�VHUYLFHV´�WKDW�KDYH�WKH�SRWHQWLDO�WR�UHGXFH�

inequalities in health (Henderson et al., 2018, p. 591).  In this regard, others have argued that 
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GLYHUVLI\LQJ�WKH�PHGLFDO�ZRUNIRUFH�LV�LPSHUDWLYH��DV�%ODFN�SHRSOH�FRPSULVH�MXVW�³DERXW����RI�

WKH�DFWLYH�SK\VLFLDQ�ZRUNIRUFH´��%RQG�HW�DO���������S��������%ODFN�IHPDOH�SK\VLFLDQV�FRPSULVH�

HYHQ�OHVV��³UHSUHVHQWLQJ�RQO\����RI�SK\VLFLDQV�RYHUDOO�LQ�WKH�8QLWHG�6WDWHV´²so that a Black 

woman patient seeking racial and/or sexual concordance in their physician would not easily find 

it (Bond et al., 2021, p. 229).  

In connection with the diversification of the medical workforce, modifying medical 

education is also greatly needed (Bond et al., 2021). Societal racism has impacted the United 

States education system, even as far back as grade school. To address implicit bias, the medical 

FXUULFXOXP�QHHGV�WR�³LQFRUSRUDWH�DGGLWLRQDO�HGXFDWLRQ�DV�D�JUDVVURRWV�DSSURDFK�WR�LQFLWH�FKDQJH´�

(Bond et al., 2021, p. 229).   

 

Cultural Humility and Cultural Competence Training 

0HGLFDO�VWDIIV¶�SRVVHVVLRQ�RI�FXOWXUDO�KXPLOLW\�DQG�FXOWXUDO�FRPSHWHQFH��RU�WKHLU�H[SRVXUH�

to training so as to possess these attributes, may also be a factor operating in Black maternal 

mortality. Addressing medical education training needs, Tervalon and Murray-Garcia (1998) 

were pioneering in advancing the goal of cultural humility, within an approach to cultural 

competence where medical staff continually engage in self-reflection and self-critique as lifelong 

OHDUQHUV��7KXV��PHGLFDO�SURYLGHUV¶�OHYHO�RI�FXOWXUDO�KXPLOLW\�DQG�FXOWXUDO�FRPSHWHQFH�PD\�EH�

IDFWRUV�LQ�%ODFN�ZRPHQ¶V�PDWHUQDO�KHDOWK�RXWFRPHV� 

Others have defined cultural competence as a set of congruent behaviors, attitudes and 

SROLFLHV�WKDW�FRPH�WRJHWKHU�LQ�D�³V\VWHP��DJHQF\��RU�DPRQJ�SURIHVVLRQDOV�WKDW�HQDEOH�WKDW�V\VWHP´�

to work effectively in cross-cultural situations ((Henderson et al., 2018, p. 591). Cultural 

competence has been considered as the capacity of the health system to improve the health of 
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consumers through the integration of culture into delivery of health services (Henderson et al., 

2018).  

 

Pre-Natal Care and Access Issues 

Pre-natal care access may improve maternal health outcomes, as an important factor to 

consider. According to Phillippi (2009), prenatal care access has been defined as the potential 

DELOLW\�RI�D�ZRPDQ�WR�HQWHU�SUHQDWDO�FDUH�VHUYLFHV�DQG�³PDLQWDLQ�FDUH�IRU�herself and fetus during 

WKH�SHULQDWDO�SHULRG´��S��������'LVSDULWLHV�LQ�DFFHVV�WR�SUHQDWDO�FDUH�KDV�FRQWULEXWHG�WR�WKH�

LQHTXDOLWLHV�LQ�³KHDOWK�RXWFRPHV�EHWZHHQ�HWKQLF��UDFLDO��DQG�VRFLRHFRQRPLF´�JURXSV��S�������

Research on the use of prenatal care has examLQHG�WKH�DVVRFLDWLRQ�EHWZHHQ�WKH�³QXPEHU�DQG�

WLPLQJ�RI�SUHQDWDO�YLVLWV�DQG�GHPRJUDSKLF�IDFWRUV´��S��������7KHVH�IDFWRUV�KDYH�LQFOXGHG�DJH��

education, race, socioeconomic status, insurance status, or geographic location of the mother or 

provider (Phillippi, 2009).  

The Adequacy of Prenatal Care Utilization Index (APCUI) is recognized as a 

comprehensive measure of prenatal care utilization (Thurston et al., 2021). There are two 

important key elements of this index that including the month of initiation of prenatal care, and 

³WKH�SHUFHQWDJH�RI�UHFRPPHQGHG�YLVLWV�UHFHLYHG´��S�������$GHTXDWH�SUHQDWDO�FDUH�EHJLQV�GXULQJ�

the first trimester²before the fourth month of pregnancy²and includes 80±109% of 

UHFRPPHQGHG�YLVLWV��ZKLOH�³DGHTXDWH�SOXV�FDUH�LQFOXGHV������RU�PRUH�RI�UHFRPPHQGHG�YLVLWV´�

(Thurston et al., 2021, p. 97).  

 According to Thurston et al., (2021), there have been efforts to address prenatal service 

DFFHVV�EDUULHUV�ZLWKLQ�6DFUDPHQWR�&RXQWU\��&DOLIRUQLD�E\�DWWHPSWLQJ�WR�UHGXFH�³SUHWHUP�ELUWK�

and low birth ZHLJKW�SDUWLFXODUO\�IRU�%ODFN�ZRPHQ´��S��������7KURXJK�WKH�FRXQW\¶V�
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Comprehensive Perinatal Services Program (CPSP), promotion of early and continuous prenatal 

care aimed to decrease incidences of low-birth-weight infants. Furthermore, CPSP aimed to 

improYH�SUHJQDQF\�RXWFRPHV�DQG�RIIHU�H[SDQGHG�³SUHQDWDO�FDUH�VHUYLFHV�LQFOXGLQJ�FDVH�

coordination, follow-XS�DQG�UHIHUUDO´��S�������$SSURYHG�ULVN�DVVHVVPHQW�WRROV�DUH�XVHG��DQG�

interventions that addressed nutrition, health behaviors, and psychosocial wellbeing are provided 

through pregnancy and the early postpartum period. Researchers of this study found that prenatal 

FDUH�LQLWLDWHG�LQ�WKH�ILUVW�WULPHVWHU��DQG�FRQWLQXHG�UHJXODUO\�WKURXJKRXW�SUHJQDQF\��³VLJQLILFDQWO\�

UHGXFHG�WKH�OLNHOLKRRG�RI�SUHWHUP�ELUWK´�LQ�Whe population studied (p. 101). Also, adequate 

prenatal care alone, while important, did not reduce the marked racial disparities in preterm birth 

ZLWKLQ�WKHLU�ILQGLQJV��$GGLWLRQDO�SUHYHQWLRQ�DQG�LQWHUYHQWLRQ�VWUDWHJLHV�DUH�³QHHGHG�WR�UHGXFH�

racial dispariWLHV�LQ�ELUWK�RXWFRPHV´��7KXUVWRQ�HW�DO���������S�������� 

 

Risk of Premature Birth 

  6XEVWDQWLDO�UDFLDO�GLVSDULWLHV�KDYH�H[LVWHG�ZLWKLQ�SUHWHUP�ELUWK�UDWHV��ZLWK�³%ODFN�ZRPHQ�

PRVW�OLNHO\�WR�JLYH�ELUWK�SUHPDWXUHO\´��7KXUVWRQ�HW�DO���������S�������(DUO\�DQG�regular prenatal 

FDUH�PD\�UHGXFH�WKH�ULVN�RI�SUHWHUP�ELUWK�DQG�KDV�EHHQ�FRQVLGHUHG�DV�D�NH\�IRFXV�RI�³QDWLRQDO��

VWDWH�DQG�ORFDO�OHYHO�LQWHUYHQWLRQV�WR�UHGXFH´�LQIDQW�PRUWDOLW\��7KXUVWRQ�HW�DO���������S������� 

Black infants have been disproportionately born ³SUHPDWXUHO\�DW�D�UDWH�WKDW�LV����SHUFHQW�

KLJKHU´�WKDQ�IRU�:KLWH�LQIDQWV��/DNH�HW�DO���������S���������7KH�KLJK�SUHYDOHQFH�RI�%ODFN�LQIDQWV�

being born prematurely has contributed to the comparatively higher rates of mortality among 

Black infants (Lake et al, 2018).  

It is possible that some of the same factors operating in premature birth, including on a 

systemic, structural, or social determinants level, are operating in Black maternal mortality.  
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V. Social Support, Doulas, Midwives, and Maternal Outcomes 

 

$�SRWHQWLDOO\�PRGLILDEOH�SV\FKRVRFLDO�IDFWRU�WKDW�KDV�EHHQ�³QHJDWLYHO\�DVVRFLDWHG�ZLWK�

DGYHUVH�SUHJQDQF\�RXWFRPHV´�LV�VRFLDO�VXSSRUW��=DFKDULDK��������S��������6RFLDO�VXSSRUW�KDV�

EHHQ�VKRZQ�WR�LPSURYH�SUHJQDQF\�RXWFRPHV�HLWKHU�E\�³FRXQWHULQJ�WKH�HIIHFWV of stress or by 

GLUHFWO\�LPSURYLQJ´�ZRPHQ¶V�PHQWDO�KHDOWK��S��������5HVHDUFK�IRXQG�KDYLQJ�VRFLDO�VXSSRUW�PD\�

decrease the intensity or number of life events seen as crises or aid in acquiring the means and 

skills needed to buffer the effects of stress. In addition to studies of psychological or emotional 

VWUHVV��WKH�³GLUHFW�HIIHFW�RI�VRFLDO�VXSSRUW�RQ�SHULQDWDO�RXWFRPHV�KDV�DOVR�EHHQ�FRQVLVWHQWO\´�

described (p. 394). Family social support, as measured by the Family APGAR (Appearance, 

Pulse, Grimace, ActiviW\��DQG�5HVSLUDWLRQ���ZDV�IRXQG�WR�³VLJQLILFDQWO\�FRUUHODWH�ZLWK�LQIDQW�

$3*$5�VFRUHV´�LQ�D�SURVSHFWLYH�VWXG\�RI�����SUHJQDQW�ZRPHQ�ZKHQ�RWKHU�YDULDEOHV�ZHUH�

controlled (p. 394). Overall, social support operationalized as family structure and family 

functioQLQJ�ZDV�IRXQG�³VLJQLILFDQWO\�DQG�LQGHSHQGHQWO\�WR�FRUUHODWH�ZLWK�ELUWK�ZHLJKW´�

(Zachariah, 2009, p. 394).  

Community-EDVHG�VRFLDO�VXSSRUW�KDV�SOD\HG�³DQ�LPSRUWDQW�UROH�LQ�PLWLJDWLQJ�WKH�KHDOWK�

GLVSDULWLHV´�H[SHULHQFHG�E\�SHRSOH�RI�FRORU��:HVW�HW�DO�������, p. 1). Social support has been 

GHILQHG�DV�³D�QHWZRUN�RI�IDPLO\��IULHQGV��QHLJKERUV�DQG�FRPPXQLW\�PHPEHUV´�WKDW�LV�DYDLODEOH�LQ�

times of need to give psychological, physical, and financial help (p. 2). This support has been 

categorized into instrumental support, informational support, and emotional support. Social 

VXSSRUW�KDV�SURYLGHG�LWVHOI�DV�D�EXIIHULQJ�PHFKDQLVP�EHWZHHQ�³PDWHUQDO�VWUHVV�DQG�RXWFRPHV�

VXFK�DV�SUHWHUP�ELUWK´��S������&RPPXQLW\-based organizations (CBOs) and allied organizations 

have had an important role in providing critical social support services to clients during 
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pregnancy and the transition to parenthood. They do this by tackling community and family-level 

factors such as racial and ethnic inequities. Enhanced racial and ethnic diversity among CBO 

HPSOR\HHV�LV�³QHHGHG�WR�GHVLJQ�DQG�SURYLGH�VHUYLFHV�WKDW�DUH�FXOWXUDOO\�DSSURSULDWH�DQG�

UHVSRQVLYH´�WR�FOLHQWV¶�QHHGV��:HVW�HW�DO���������S����� 

 The COVID-19 pandemic has forced healthcare systems to rapidly modify care delivery 

which decreasHG�³ELUWKLQJ�SHRSOH¶V�DJHQF\�DQG�DFFHVV�WR�KHDOWK�VHUYLFHV�DQG�VXSSRUW´��2MR�HW�DO���

2021, p. 1). Continuous labor support has promoted favorable maternal outcomes, such as 

³GHFUHDVHG�FHVDUHDQ�VHFWLRQV�DQG�GHFUHDVHG�QHJDWLYH�IHHOLQJV´�DERXW�WKH�FKLOG�ELUWKing 

experience (p. 2).  This essential component of care for vulnerable patients has the potential to 

narrow the racial gaps in maternal outcomes with consistent access. The devotion of adequate 

UHVRXUFHV�DQG�DWWHQWLRQ�WR�³PHQWDO�KHDOWK�DQG�VRFLDO�VXSSRUW�throughout the prenatal and 

SRVWSDUWXP´�SHULRG�KDV�EHHQ�GHHPHG�DV�FULWLFDO��S������2YHUDOO��ODFN�RI�VRFLDO�VXSSRUW�LQFUHDVHG�

WKH�³OLNHOLKRRG�RI�SRVWSDUWXP�GHSUHVVLYH�V\PSWRPV�SDUWLFXODUO\�IRU�ZRPHQ´�LQ�ORZ-income 

households (Ojo et al., 2021, p. 4).  

 

Social Support from Doulas  

0H\HU�HW�DO��������GHVFULEH�D�GRXOD�DV�³D�ZRPDQ�ZKR�LV�H[SHULHQFHG�DQG�SURIHVVLRQDOO\�

WUDLQHG�WR�SURYLGH�FRQWLQXRXV�VRFLDO�VXSSRUW�WR�WKH�ELUWKLQJ�IDPLO\´²while typically present 

³GXULQJ�ODERU�DQG�GHOLYHU\�´�DQG�RU�SURYLGLQJ�VXSSRUW IRU�WKH�³QHZ�PRWKHU�GXULQJ�WKH�ILUVW�GD\V�

RU�ZHHNV�DIWHU�WKH�ELUWK´��S�������7KLV�LV�FRQVLVWHQW�ZLWK�KLVWRULFDO�GHSLFWLRQV�RI�D�³ODERULQJ�

ZRPDQ�VXUURXQGHG�E\�ZRPHQ�RIIHULQJ�VRFLDO�VXSSRUW´��S�������0RVW�LPSRUWDQW�LV�WKH�DVVHUWLRQ�

WKDW�WKH�³basis of doula care is social support, which includes offering information, tangible 

SK\VLFDO�DVVLVWDQFH��DQG�HPRWLRQDO�VXSSRUW´��0H\HU�HW�DO��������S������ 
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According to Kathawa et al., (2021), GRXODV�DUH�WUDLQHG�SDUDSURIHVVLRQDOV�ZKR�³SURYLGH�

non-medical support to womeQ´�EHIRUH��GXULQJ��DQG�DIWHU�ELUWK��S�������'RXODV�KDYH�WKH�SRWHQWLDO�

WR�UHGXFH�UDFLDO�GLVSDULWLHV�IRU�ODERULQJ�LQGLYLGXDOV�DQG�LQIDQWV��³SULPDULO\�WKURXJK�D�UHGXFWLRQ�LQ�

FHVDUHDQ�ELUWKV´��S�������$V�D�UHVSRQVH�WR�DZDUHQHVV�UHJDUGLQJ�GLVSDULWLHV�LQ�ELUWK�Rutcomes, 

many doulas of color have chosen to enter the profession to support women from their own 

FRPPXQLWLHV��$V�D�UHVXOW��GRXODV�RI�FRORU�KDYH�EHHQ�³XQLTXHO\�SRVLWLRQHG�WR�VXSSRUW�ZRPHQ�RI�

FRORU´�ZKR�DUH�ELUWKLQJ�LQGLYLGXDOV��S�������7KH�DELOLW\�RI�GRXODV�WR�DFW�DV�³OLDLVRQV�EHWZHHQ�

KHDOWKFDUH�SURYLGHUV�DQG�SDWLHQWV´�KDV�FUHDWHG�DQ�HQYLURQPHQW�ZKHUH�%ODFN�ZRPHQ�IHHO�

supported and have increased self-efficacy (Kathawa et al., 2021, p. 37).  

The use of doulas who have provided physical, informational, and emotional support has 

EHHQ�VKRZQ�WR�KDYH�³SRVLWLYH�UHVXOWV�RQ�ELUWK-specific and postpartum-VSHFLILF�RXWFRPHV´��:LQW�

HW�DO���������S��������'RXODV�VHUYLFHV�DUH�DVVRFLDWHG�ZLWK�WKH�SURYLVLRQ�RI�DVVLVWDQFH�WR�³ELUWKLQJ�

individuals in navigating the health carH�V\VWHP´��S��������7KLV�LV�FRQVLGHUHG�HVSHFLDOO\�

important, given the complexities and discrimination many Black and African American women 

face when having interacted with this system. Black and African American mothers have 

continued to express interest in the receipt of doula support (Wint et al., 2019, p. 109). 

Community-based birth doula services can positively impact birth outcomes of Black 

ZRPHQ��DV�WKH\�DGGUHVV�WKH�³H[SHULHQFHV�DQG�HIIHFWV�RI�VWUXFWXUDO�UDFLVP�IRU�SUHJQDQW�

LQGLYLGXDOV´��9DQ�(LMN�HW al., 2022, p. 98). Underserved communities of color have reported 

³JUHDWHU�LQFLGHQFHV�RI�GHOD\HG�FDUH��JDSV�LQ�FRPPXQLFDWLRQ�´�DV�ZHOO�DV�EULHI�HQFRXQWHUV�ZLWK�

providers along with extended wait times for appointments²in comparison to White populations 

(p. 99). Having access to doulas who are culturally competent and have experienced the effects 

RI�V\VWHPLF�UDFLVP�FDQ�EH�YHU\�SRVLWLYH�IRU�D�%ODFN�PRWKHU¶V�ELUWK�RXWFRPH��%LUWK�GRXODV�KDYH�
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provided physical, emotional, and informational assistance during the perinatal period, which has 

EHHQ�UHSRUWHG�WR�³GHFUHDVH�PDWHUQDO�VWUHVV�DQG�LQFUHDVH�VDWLVIDFWLRQ´�ZLWK�WKH�ELUWK�H[SHULHQFH�

(Van Eijk et al., 2022, p. 98). 

The use of a doula is considered as invaluable and has provided nonclinical, physical, 

emotional, and informational support to Black mothers (Bond et al., 2021). As a result, doulas 

have been shown to lead to positive outcomes, and help birthing individuals navigate the 

FRPSOH[�KHDOWK�FDUH�V\VWHP��'RXODV�DOVR�KHOS�OHVVHQ�WKH�³H[SHULHQFH�RI�GLVFULPLQDWLRn many 

%ODFN�SHRSOH�IDFH´�E\�DGYRFDWLQJ�IRU�WKHLU�FOLHQWV��S��������7KXV��DQRWKHU�DSSURDFK�WR�LPSURYLQJ�

³%ODFN�PDWHUQDO�RXWFRPHV�LQFOXGHG�H[SDQGLQJ�WKH�FRYHUDJH�RI�GRXODV´��%RQG�HW�DO���������S��

229).  

 

Historical Support from Black Midwives 

Black mothers have also turned to Black midwives for vital social support during the 

birthing process²both historically and in contemporary times. Historically, Black midwives 

ZHUH�³NQRZQ�DV�WKH�JUDQQ\�PLGZLIH�DQG�LGHQWLILHG�DV�LQGLYLGXDOV´�ZKR�ZHUH�KLJKO\�YDOXHG��ILUVW 

by their slave owners and then by their community for assisting women giving birth (Bond et al., 

2021, p. 229). In the 1920s, the American Medical Association targeted these midwives, 

HYHQWXDOO\�OHDGLQJ�WR�WKH�³UHGXFWLRQ�RI�PLGZLIHU\�ELUWKV�DQG�WKH�LQFUHDse of hospital-based 

GHOLYHULHV´��S��������&XUUHQWO\��WKHUH�DUH���W\SHV�RI�FHUWLILHG�PLGZLYHV�LQ�WKH�8QLWHG�6WDWHV�WKDW�

include certified nurse-midwives, certified midwives, and certified professional midwives. 

Research has shown midwife care has improved maternal and newborn health, reduced rates of 

unnecessary interventions, and saved money. Having a midwife could also fill gaps in care 

through the connection of patients to social services (Bond et al., 2021, p. 229). 
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VI. Medical Mistrust  and Black Populations 

 

According to Griffith et al., (2021) efforts to build trust to increase healthcare utilization 

DQG�UHVHDUFK�SDUWLFLSDWLRQ�KDV�KDG�³OLWWOH�HIIHFW�RQ�DWWLWXGHV�RU�EHKDYLRUV�WKDW�DUH�URRWHG�LQ�

GLVWUXVW�RU�PLVWUXVW´��S������$IULFDQ�$PHULFDQV, Latinxs, and other marginalized groups have a 

long history of receiving an inferior quality of care regardless of insurance and access to care 

comparable to privileged groups. The governmental response to coronavirus disease 2019 

(COVID-19) and other events in the public health system, such as the lead poisoning from the 

ZDWHU�LQ�)OLQW��0LFKLJDQ��KDV�UHLQIRUFHG�³VNHSWLFLVP�DQG�GLVWUXVW�RI�KHDOWKFDUH�SURYLGHUV��HQWLWLHV�

DQG�XQGHUPLQHG´�WKHLU�WUXVWZRUWKLQHVV��S������0LVWUXVW�ZLWKLQ�WKH�$IULFDQ�$PHULFDQ�DQG�Black 

community against healthcare providers can stem from historical experiences linked to group 

identity and personal experiences (Griffith et al., 2021). 

 

Ongoing Black Medical Mistrust from The Tuskegee Study 

The Tuskegee Study of Untreated Syphilis in WKH�1HJUR�0DOH�LV�³DUJXDEO\�WKH�PRVW�

LQIDPRXV�H[DPSOH�RI�XQHWKLFDO�PHGLFDO�UHVHDUFK´��*ULIILWK�HW�DO���������S������5DFLDOO\�RU�

HWKQLFDOO\�WDUJHWHG�HYHQWV�PD\�KDYH�³DGYHUVH�KHDOWK�LPSOLFDWLRQV�IRU�PHPEHUV�RI�WKH�JURXS�QRW�

GLUHFWO\�WDUJHWHG´�ZKLFK�LV�NQRZQ as peripheral trauma (Alsan et al., 2019, p. 322).  

The peripheral trauma of these targeted actions in recent US social history has reflected 

WKH�³SRSXODWLRQ-OHYHO�HIIHFWV�RI�PHGLFDO�LQMXVWLFH�QHDUO\�ILYH�GHFDGHV�SULRU´��$OVDQ�HW�DO�������S��

323). The Tuskegee Study of Untreated Syphilis (TSUS) in the Negro Male was racially targeted 

DQG�DIIHFWHG�PRUH�WKDQ�WKH�VWXG\¶V�YLFWLPV��DV�LWV�HIIHFWV�WULFNOHG�GRZQ�%ODFN�JHQHUDWLRQV�WKDW�
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LGHQWLILHG�ZLWK�WKH�YLFWLPV��7KH�7XVNHJHH�6WXG\�EHJDQ�DV�DQ�³DWWHPSW�WR�XQGHUVWand the 

SDWKRORJ\�DQG�FRXUVH�RI�VH[XDOO\�WUDQVPLWWHG�LQIHFWLRQV´�ZKLFK�KDG�WDNHQ�WKHLU�WROO�RQ�WKH�

American capacity to fight in World War I (p. 323). On July 9, 1918, Congress passed the 

Chamberlain-Kahn Act that appropriated funds to states to combat the infection and required that 

states set up clinics, educate the public on STIs, control prostitution, and quarantine what they 

FDOOHG�µLPPRUDO�ZRPHQ¶��,Q�DGGLWLRQ��WKH�FRXQWU\¶V�3XEOLF�+HDOWK�6HUYLFH��3+6��ZRUNHG�

DORQJVLGH�VWDWH�ERDUGV�RI�KHDOWK�WR�³RUJDQLze clinics and educational activities across the 

FRXQWU\´��S��������3+6�VXUYH\HG�VHYHUDO�DUHDV�RI�WKH�6RXWK�IRU�V\SKLOLV�DQG�IRXQG�DODUPLQJ�UDWHV�

in Macon County and the agency initially planned to provide treatment for affected individuals. 

However, the stock market crash of 1929 led to a cut in funding, and as a result PHS pivoted 

IURP�DQ�LQWHUYHQWLRQDO�SURJUDP�³GHVLJQHG�WR�WUHDW�DIIOLFWHG�LQGLYLGXDOV�WR�DQ�REVHUYDWLRQDO�VWXG\�

RI�XQWUHDWHG�V\SKLOLV´��$OVDQ�HW�DO���������S�������� 

 According to Alsan et al., (2019) the Tuskegee Study began in 1932 with approximately 

³����SRRU�DQG�PRVWO\�LOOLWHUDWH�%ODFN�PHQ��WZR-WKLUGV�RI�ZKRP�KDG�V\SKLOLV´��S��������7KH�VWXG\�

lasted for four decades, during which time standard treatment for syphilis evolved from 

³UHODWLYHOy ineffective arsenic-FRQWDLQLQJ�FRPSRXQGV�WR�PRVWO\�HIIHFWLYH�SHQLFLOOLQ´��S��������,Q�

July 1972, Jean Heller of the Associated Press exposed the study in the national media, which 

finally brought the study to a halt. Congressional hearings further amplified news of the injustice. 

It is not known how many of the infected men died of syphilis-UHODWHG�FDXVHV��DQG�³GR]HQV�RI�

VSRXVHV�DQG�FKLOGUHQ�KDG�EHHQ�LQIHFWHG�ZLWK�WKH�GLVHDVH´�DV�ZHOO��S��������$����PLOOLRQ�

VHWWOHPHQW�ZDV�UHDFKHG�LQ������IRU�WKH�VWXG\¶V�YLFWLPV��DQG�WKH�8�6��JRYHUQPHQW�³EHODWHGO\�

LVVXHG�DQ�RIILFLDO�DSRORJ\�LQ�����´��$OVDQ�HW�DO���������S������� 
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Other Unethical Medical Practices 

 Knowledge of the Syphilis Study and other unethical research studies has not been 

³VROHO\�UHVSRQVLEOH�IRU�$IULFDQ�$PHULFDQ�SDWLHQWV¶�PLVWUXVW´��*ULIILWK�HW�DO���������S������3DUW�RI�

WKH�GHFHSWLRQ�XQFRYHUHG�E\�$IULFDQ�$PHULFDQ�FRPPXQLWLHV�LQFOXGHG�ILQGLQJ�SOHQW\�RI�³XQHWKLFDO�

PHGLFDO�UHVHDUFK�ZDV�GLVJXLVHG�DQG�SUHVHQWHG´�WR�SDWLHQWV�DV�VDIH�PHGLFDO�FDUH��S������$V a result, 

this made it difficult for patients to view medical care outside of the context of medical research. 

(Griffith et al., 2021, p. 2). 

([LVWLQJ�UHVHDUFK�RQ�PHGLFDO�PLVWUXVW�KDV�EHHQ�ODUJHO\�IRFXVHG�RQ�LWV�³KLVWRULFDO�FDXVHV�

DQG�LWV�FRQVHTXHQFHV´��-ohnson et al., 2021, p. 861). Cultural transmission has been cited as one 

RI�WKH�ZD\V�³PHGLFDO�PLVWUXVW�VSUHDGV�ZLWKLQ�FRPPXQLWLHV�DQG�DFURVV�JHQHUDWLRQV´��S��������

Research found that doctors are less likely to take a patient-centered approach, more likely to be 

verbally dominant when interacting with Black patients, and less likely to treat pain among 

Black patients. Furthermore, researchers described findings where age and the experience of 

discrimination were positively correlated with medical mistrust. The experience of 

GLVFULPLQDWLRQ�EHFDXVH�RI�RQH¶V�UDFH��DV�ZHOO�DV�WKH�DFFXPXODWLRQ�RI�WKHVH�H[SHULHQFHV�RYHU�D�

OLIHWLPH�KDYH�EHHQ�SUR[LPDWH�FDXVHV�RI�PHGLFDO�PLVWUXVW��7KH�FRPSRVLWLRQ�RI�RQH¶V�EURDGHU�

VRFLDO�QHWZRUNV��LQFOXGLQJ�³PHPEHUV¶�GHPRJUDSKLF�FKDUDFWHULVWLFV�DQG�WKH�UROHV�WKH\�RFFXS\�´�

has been associated with medical mistrust (Johnson et al., 2021, p. 867). 

 

Negative Impacts from Medical Mistrust 

0HGLFDO�PLVWUXVW�KDV�EHHQ�³D�PDMRU�EDUULHU�WR�D�VWURQJ�SDWLHQW-FOLQLFLDQ�UHODWLRQVKLS´�

(Bazargan et al., 2021, p. 4). Patient mistrust in health care clinicians and in the health care 
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V\VWHP�KDV�³QHJDWLYHO\�LQIOXHQFHG�SDWLHQW�EHKDYLRU�DQG�KHDOWK�RXWFRPHV´��S�������0HGLFDO�

mistrust has also been shown to reduce patient commitment to their treatment plan prescribed by 

WKHLU�FOLQLFLDQ��)RU�UDFLDO�DQG�HWKQLF�PLQRULWLHV��PHGLFDO�PLVWUXVW�PD\�EH�³URRWHG�LQ�SDWLHQWV¶�SDVW�

H[SHULHQFH�RI�GLVFULPLQDWLRQ´��S��������,QVXIILFLHQW�FRPSDUDWLYH�VWXGLHV�ZHUH�FRQGXFWHG�WR�

H[SODLQ�WKH�³LPSDFW�RI�YDULRXV�W\SHV�RI�GLVFULPLQDWLRQ�E\�WKH�KHDOWK�FDUH�V\VWHP´�RQ�SDWLHQW�

mistrust (Bazargan et al., 2021, p. 5).  

 According to Bazargan et al., (2021), a recent meta-analysis of 47 studies revealed 

medical mistrust is correlated with self-UHSRUWHG�³VXEMHFWLYH�RXWFRPHV�ZKLFK�DIIHFWHG�SDWLent 

VDWLVIDFWLRQ�DQG�WUHDWPHQW�RXWFRPHV´��S������0HGLFDO�PLVWUXVW�ZDV�OLQNHG�WR�ORZHU�DGKHUHQFH�WR�

UHFRPPHQGHG�KHDOWKLHU�OLIHVW\OHV��PRUH�DGYHUVH�V\PSWRPV��³OHVV�VDWLVIDFWLRQ�ZLWK�PHGLFDO�FDUH�

DQG�SRRUHU�TXDOLW\´�RI�OLIH��S������+DYLQJ�D�ODUJH�VDPSOH�RI�QRn-Hispanic Black, Hispanic, and 

non-Hispanic White adults, researchers focused on two distinct types of perceived discrimination 

in the health care system: discrimination based on race/ethnicity and language, and 

³GLVFULPLQDWLRQ�EDVHG�RQ�LQFRPH�DQG�W\SH�RI RU�ODFN�RI�LQVXUDQFH´��S������7KH�PXOWLYDULDWH�

analysis found that compared with non-Hispanic White participants, Black and Hispanic 

participants had 73% and 49% higher odds of reporting mistrust with health care professionals. 

More than 53% of non-HispanLF�:KLWH�SDUWLFLSDQWV�³WUXVWHG�WKHLU�FOLQLFLDQV�µD�ORW¶�FRPSDUHG�

ZLWK�RQO\�����DQG����´�RI�+LVSDQLF�DQG�QRQ-Hispanic Black counterparts, respectively (p. 9). 

There was a strong association between medical mistrust and perceived discrimination. 

Furthermore, WKHUH�ZDV�D�³VLJQLILFDQW�UHODWLRQVKLS�EHWZHHQ�QRW�KDYLQJ�D�SULPDU\�FDUH�SK\VLFLDQ´�

and higher level of mistrust with clinicians (Bazargan et al., 2021, p. 9).  
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Conclusion 

This chapter provided a review of the literature relevant to the present study on the 

following topics: 1-prevalence of maternal mortality; 2-%ODFN�ZRPHQ¶V�PDWHUQDO�PRUWDOLW\���-

severe maternal morbidity, comorbidities, and complications; 4-research on factors operating in 

Black maternal morbidity and mortality; 5-social support, doulas, midwives, and maternal 

outcomes; and, 6-medical mistrust and Black populations. 

The next Chapter, III, provides the methods and procedures followed in conducting the 

research study.  

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 
 

65 
 

 

Chapter III 

METHODS 

 

This chapter provides the methods and procedures followed in the present study. More 

specifically, this chapter will present the following: overview of the study design and procedures; 

description of the study participants; research instrumentation; and, the data analysis plan.  

 

Overview of the Study Design and Procedures 

 

This dissertation research used a cross-sectional design. Further, an online survey was 

used. The Qualtrics platform hosted the survey. Details follow with regard study procedures. 

 

IRB Approval 

,5%�DSSURYDO�IURP�7HDFKHUV�&ROOHJH��&ROXPELD�8QLYHUVLW\�XQGHU�DQ�³H[HPSW´�VWDWXV�ZDV�

obtained February 28, 2021. The IRB protocol number was 22-131, as per the IRB approval 

letter (See Appendix A). Data collection began upon receipt of this approval. Date collection 

ended March 19th, 2022. 

 

Recruitment of Study Participants 

Recruitment of study participants was done via a social media campaign conducted on 

several online platforms, including Twitter, Instagram, Facebook, and LinkedIn, as well as via 

email (See Study Email in Appendix B���$OVR��PHVVDJHV�EDVHG�RQ�WKH�VWXG\¶V�RIficial text or 
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tweet (See Study Tweet/Text in Appendix C) were placed were sent out. All recruitment efforts 

used a core message:   

Are you a Black woman who felt your life was at risk for even a moment while in the 
hospital to give birth between years 2012-2018? ,I�³<(6�´ click 
on https://tinyurl.com/BlackWomenLivesAtRisk & Take 12-15 Min Survey for 3 in 250 
chance to win a $300, $200, or $100 Amazon Gift Card! 
 
 
Those who followed the link to the study opportunity were asked to read the Informed 

&RQVHQW�DQG�3DUWLFLSDQWV¶�5LJKWV��6HH�Appendix D). Participants had to provide an electronic 

signature to proceed to the survey. 

Regarding pertinent details, Twitter was used extensively to recruit participants. Twitter 

DFFRXQWV�ZLWK�WKH�QRPHQFODWXUH�³%ODFN�RU�$IULFDQ�$PHULFDQ´��³PDWHUQDO�KHDOWK´��³KHDOWKFDUH´��

³UDFLDO�GLVSDULWLHV´��³GRXOD´��³PLGZLIHV´��DQG�³PRWKHUV´�ZHUH�WDUJHWHG��DQG�UHTXHVWV�PDGH�WR�

follow those various SDJHV��$IWHU�IROORZLQJ�WKH�DFFRXQWV��D�OLQH�RI�³SOHDVH�UHWZHHW�´�ZDV�VHQW�RXW��

asking anyone who saw the tweet to share the survey link. Many Tweets were sent out every day, 

about 2-3 times an hour with various hashtags within a 12-hour period, such as #maternalhealth, 

#research, and #healthequity. Also, the survey link was shared via responses to tweets to increase 

YLVLELOLW\�RI�WKH�VXUYH\�OLQN��,Q�DGGLWLRQ��VHYHUDO�WZHHWV�GDLO\�ZHUH�VHQW�GLUHFWO\�³#´�VSHFLILF�

Black influencers and People of Color (POC) celebrities to increase the visibility of the survey 

link. There was also an outreach to friends and family via Instagram and LinkedIn²wherein the 

survey link was shared, while snowballing followed, as those contacted sent the invitation to 

others. Emails were also sent out sharing the survey link, including the encouragement to share 

the invitation with others, further permitting snowballing to occur.  

 

 

https://tinyurl.com/BlackWomenLivesAtRisk
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Other Study Procedures  

Potential participants who were interested in taking part in the survey and clicked on the 

link (https://tinyurl.com/BlackWomenLivesAtRisk) were then directed to the Qualtrics platform 

where the survey was hosted. Next, participants were presented with the Informed Consent, 

ZKLFK�LQFOXGHG�WKH�3DUWLFLSDQW¶V�5LJKWV�IRUP² which had a box they had to click on to indicate 

their consent to participate in the study (see Informed Consent in Appendix D).  

 

Study Inclusion/Exclusion Criteria 

6WXG\�SDUWLFLSDQWV�KDG�WR�PHHW�LQFOXVLRQ�FULWHULD�E\�DQVZHULQJ�³<HV�´�WR�WKH�IROORZLQJ�

questions (see the Study Screening Survey in Appendix E). 

1-Are you age 18 or above? __No __Yes  

2-Do you identify as a Black or African American woman? __No __Yes  

3-Do you live in the United States? __No __Yes  

4-Did you ever have a hospitalization to deliver a baby in the United States where you 
felt for even a moment that your life was risk, or you could have died? __No __Yes  

5-Was that particular high-risk hospitalization between the years 2018 and 2012?  __No 
__Yes  

6-If you become upset while taking the survey, you can immediately stop and exit the 
survey. Do you feel able to answer questions in a short 12±15-minute survey about you 
and your experiences during that particular high-risk hospitalization without becoming so 
upset that it negatively impacts you²OR, do you feel able to stop and exit the survey if 
you become upset? __No __Yes  
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If participants answered yes to all the questions, then they were allowed to continue to 

complete the survey. If the participants answered no to any of the inclusion questions they were 

then thanked for their time and informed that they did not qualify to participate in the survey. 

The participants who did not meet the inclusion criterion were then invited to share the link to 

the survey opportunity with others who might meet the study inclusion criteria. 

Generating Prizes: The Study Incentive for Participation 

Participants who completed the entire study survey were directed to a webpage where 

they could enter their email address²thereby officially entering the lottery for a one in three 

chance to win either a $300, $200, or $100 Amazon.com gift card. Data collection for the study 

began on February 28th, 2022, and closed on March 19th, 2022, as the point at which the lottery 

drawing occurred. Upon closing the study, participants who entered the lottery and won were 

notified by email of winning and told how to redeem the Amzon gift card. The prize lottery 

webpage was created by the Research Group on Disparities in Health (RGDH) webmaster, Dr. 

Rupananda Misra. Dr. Misra functioned by creating and operating the program for selecting the 

$PD]RQ�JLIW�FDUG�ZLQQHUV��ZKLFK�NHSW�DOO�SDUWLFLSDQW¶V�HPDLO�GDta encrypted. This was important, 

DV�LW�DOORZHG�IRU�SDUWLFLSDQWV¶�SULYDF\�WR�EH�PDLQWDLQHG��$FFRUGLQJO\��WKH�SULQFLSDO�LQYHVWLJDWRU�

was not able to view any identifying participant data²specifically, their email addresses²nor 

able to associate them with the study results.  
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Description of the Study Participants 
 

 

In order to recruit participants, the study utilized convenience sampling techniques, 

resulting in an initial sample of N=437. However, the sample size was reduced after removing 

duplicate computer IP addresses, leaving 319 participants remaining. From this 319, 86 

responses were eliminated, as the individuals did not meet all the inclusion criteria (as per 

Appendix E). Finally, from the 233 responses left, 41 were subsequently ineligible for not 

completing the entire survey, lacking data for the primary outcome variable. As a result, the final 

number of completed surveys was N=192. 

A comparison was made of the convenience sample of Black women who were study 

completers (N=192) to the study non completers (N= 41). Findings showed that the only 

significant difference between study completers and study non-completers (t= 2.133, df= 224, p= 

0.034) was that those who completed the survey (N=192) were significantly older and had lighter 

skin than the non-completers. 

 See Table 1.  

 

Table 1. Comparing Survey Completers (N = 192) to Non-Completers (N = 41), Independent 
T-Tests  

         t-tests   

  Has Primary         
 Outcome Variable?      
  Yes=Completer      
  No=Non-Completer       

  
  
  
  

   
  
  
  

    
    
    
    

      N  M  SD  T  df  P  
         -3.167  68.377   0.006**  
Age  Yes   192  33.23  4.980       
 No  41  30.93  4.058          
         2.516  53.732    0.034* 
Skin Color  Yes  192  6.02  .938       
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 No  34  6.38  .739       
         -1.002  224       0.317  
Education  Yes  192  3.98  1.472        
        
 
 
Income 
 

 No  
 
 
 
Yes                              
No 
 

34 
  
 
 
191   
34 

3.71  
 
 
 
5.27 
5.74 

1.426  
 
          
 

2.371 
2.340 

  
 
 1.051          

   
 
 223       0.294 
 
 
    

______________________________________________________________________________ 
*p<.05, **p<.01, ***p<.001               
Note: All p values above .05 are considered non-significant, and those below .05 are considered 
statistically significant.  

 

Description of Research Instrumentation 

 

This study used a survey developed by the Principal Investigator, Amina Abdelaziz, in 

conjunction with her dissertation sponsor, Professor of Health Education, Dr. Barbara Wallace, 

Director of the Research Group on Disparities in Health (RGDH), Teachers College, Columbia 

University. Many of the survey parts are standard tools commonly by the RGDH, having been 

used in previous research studies conducted by the RGDH. Other survey parts are new, having 

been created by the Principal Investigator and the dissertation sponsor for first-time use in this 

study. This section will describe all the survey parts, or scales and sub-scales, while they appear 

within the full study survey in Appendix G.  

 

Part I: Basic Demographics (BD-10) 

The Basic Demographics (BD-10) scale was developed by Professor Barbara Wallace for 

use by the Research Group on Disparities in Health (RGDH), having been previously used in many 

prior studies (e.g. Williams-*XQSRW�� ������ 7LUKL�� ������� ZKLOH� DGDSWHG� IRU� WKLV� VWXG\¶V� %ODFN�
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female population. It contains 10 questions covering gender, age, race/ethnicity, skin color, 

country of birth, years living in the United States, highest educational level, marital status, 

employment status, and annual household income.   

 

Part II: Single Item Rating of Risk of Providing Socially Desirable Responses (SIR-
RPSDR-1) 
 

This single item Rating of Risk of Providing Socially Desirable Responses (SIR-RPSDR-

1) was created for first time use by Dr. Barbara Wallace. It has roots in studies conducted in 

2018 by the Research Group on Disparities in Health (RGDH), specifically, Laryea (2019). 

Evidence from Laryea (2019) suggested the new 1-item tool produced findings similar to the 13-

item tool typically used for measuring social desirability (i.e., Crowne & Marlowe, 1960), 

justifying reducing the burden of time on study participants by using the new 1-item measure²

especially, given the stress of the pandemic. The 1-item measure uses a 0-10 Likert rating scale, 

as follows: 

1- I sometimes say things that I think will please people, or what I think they want to 
hear²versus the honest truth, which might be difficult or painful for other people to 
KHDU�DQG�DFFHSW��RU�PLJKW�OHDG�WKHP�WR�MXGJH�PH�KDUVKO\«� 

 
I rate myself on a scale of 0 to 10, as follows:  

 
0    1       2       3       4       5       6       7       8       9       10  
0- I am not like         10- I am like this  

 this at all         all the time     
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Part III: History of a High-Risk Birth Hospitalization²Year of Event (HORBH -YOE-3) 

This is a new tool created by the Principal Investigator, Amina Abdelaziz, and the 

dissertation sponsor, Professor Barbara Wallace, Director of the Research Group on Disparities in 

Health (RGDH). This 3-question tool is specific to this study, essentially confirming that all study 

participants met the inclusion criteria for participation. This was done via the following 3 

questions²ZKHUH�DQ\�³1R´�UHVSRQVH�ZRXOG�KDYH�OHG�WR�WKHLU�EHLQJ�H[FOXGHG��H[LW��IURP�WKH�VWXG\� 

 
1-Did you ever enter a hospital for the purpose of giving birth to a baby (or babies/twins, 
etc.)? 
__Yes __No [If selects noÆexit from study] 
 
2-At any point during your time in the hospital to deliver your baby (or babies/twins, 
etc.), did you feel that your life was at risk for even a moment? Or, were you told by 
someone (e.g. by a husband, partner, family member, hospital staff member, etc.) that 
there was a moment when your life was at risk, or in danger, or you could have died (e.g. 
from a hemorrhage, or blood clot, etc.)? 
__Yes __No [If selects noÆexit from study] 
 
3-Please indicate the year that you had this particular hospitalization to deliver your 
baby (or babies/twins, etc.) 
__2021 __2020 __2019. [If selects 2019, 2020, 2021Æexit from study] 
__2018 __2017 __2016  
__2015 __2014 __2013  
__2012 __ 2011 or before   [If selects 2011 or beforeÆexit from study] 
 

Hence, via this tool, the researcher could have confidence about the study participants 

meeting study inclusion criteria²going above and beyond the screening questions which also 

should have served to determine this.  
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Part IV: Perceived Racism, Discrimination, and Inequities in Service Delivery by Medical 
Staff During a High-Risk Birth Hospitalization (PR-D-ISD-BMS-DRBH-20) 
 
 

The Perceived Racism, Discrimination, and Inequities in Service Delivery by Medical 

Staff During a High-Risk Birth Hospitalization (PR-D-ISD-BMS-DRBH-20) is another new 

scale created for first time use in the present study by the Principal Investigator, Amina 

Abdelaziz, and the dissertation sponsor, Professor Barbara Wallace, Director of the Research 

Group on Disparities in Health (RGDH); and, it is for intended future use by the RGHD. This 

new tool is based on the review of literature, while some items reflect incorporating and adapting 

items, as described within the work of Hall et al., (2021). Hall et al. (2021) used the 7-item 

Discrimination in Medical Settings (DMS) scale, which was adapted from the Everyday 

Discrimination Scale (EDS) [i.e., to assess perceived racial discrimination during healthcare 

service delivery, as per the work of Peek et al, (2011) who adapted the EDS to medical settings, 

using a sample of African Americans]. Other items are original and new, being created for this 

scale and study²and designated with ## in the Appendix G, Part IV (i.e., #s 1, 3, 18, 19, 20). 

These other new items arise from factors discussed in the literature.  

The new adapted, expanded tool used for this study has a sub-scale with 5 items 

(designated with an R in Appendix G, Part IV) or scale R = Racism Perceived as Potentially 

Operating Sub-Scale with the 6 items #s 1, 3, 5, 7,15,19. The remaining 14 items comprise the 

Experiences During Service Delivery with Medical Staff Sub-Scale (#s 2, 4, 6, 8, 9, 10, 11, 

12, 13, 14, 16, 17, 18, 20).   
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Instructions, sample items 1, 6, 7, 8, 12, 13, 14, 15²chosen here for illustrative purposes, 

and Likert scoring follow, while the complete scale appears in Appendix G, Part IV: 

Please keep in mind that particular hospitalization to deliver your baby (or babies) when 
there was a moment when your life was at risk, or in danger, or you could have died. 
Please indicate all that you experienced when interacting with hospital medical staff²
specifically, doctors and nurses, during that hospitalization, below: 

 
R ##1-I felt racially stereotyped, or treated like a racial stereotype by doctors and nurses 

0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
6-I overheard judgmental or negative comments about me  

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
R7-I overheard negative comments about my race 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
8-I was verbally abused 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
12-I was threatened, coerced, lied to, and manipulated  

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
13-I felt what I had to say was being dismissed, ignored, and not taken seriously  

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
**14-I felt like I was not being listened to by doctors and nurses 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
R15-I felt like I was not being listened to by doctors and nurses the way a White woman 
would have been 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
 

The internal consistency and mean of the scale, along with minimum and mean scores, 

will be determined by the study.  

 

Part V: Risk Factors for Pregnancy-Related Complications²Chronic Health Conditions 
(RFF-PRC-CHC-5) 
 

The Risk Factors for Pregnancy-Related Complications²Chronic Health Conditions 

(RFF-PRC-CHC-5) is a new scale created for first time use in the present study by the Principal 

Investigator, Amina Abdelaziz, and Dr. Barbara Wallace, Director of the Research Group on 

Disparities in Health (RGDH)²and for use by the RGDH. This new tool is based on the review 
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of literature, while asking participants about their additional health-related diagnoses before they 

went into the hospital to deliver their baby/babies. The instructions and options follow: 

 
BEFORE you went into the hospital to deliver your baby (or babies/twins, etc.), had you been 
diagnosed with any of the following: [check all that apply] 
 
1. Cardiovascular disease or heart disease __Yes __No  __Unsure 
2. Hypertension or high blood pressure __Yes __No  __Unsure 
3. Obesity __Yes __No  __Unsure 
4. Diabetes __Yes __No  __Unsure 
5. Asthma __Yes __No  __Unsure 

 

The scale may provide a mean number of risk factors for pregnancy-related 

complications or chronic health conditions, including standard deviation and minimum and 

maximum scores. 

 

Part VI: Occurrence of Medical Events During a High-Risk Birth Hospitalization (OME-
DRBH-14) 
 

The Occurrence of Medical Events During a High-Risk Birth Hospitalization (OME-

DRBH-14) is a new scale created for first time use in the current study by the Principal 

Investigator, Amina Abdelaziz, and Dr. Barbara Wallace, Director of the Research Group on 

Disparities in Health (RGDH). This new scale was developed based on a review of the literature. 

There is just 1item with many options, with instructions and scoring, as follows:  

 
Please indicate which of the following you experienced, or were diagnosed with, or told 
happened during your hospitalization to deliver your baby (or babies/twins, etc.): [check all 
that apply] 
 

1. Event related to cardiovascular condition __Yes __No  __Unsure 
2. Infection or sepsis __Yes __No  __Unsure 
3. Cardiomyopathy (disease of the heart muscle) __Yes __No  __Unsure 
4. Hemorrhage __Yes __No  __Unsure 
5. Blood clot (thrombotic pulmonary, or other embolism) __Yes __No  __Unsure 
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6. Cerebrovascular accident (CVA, or stroke) __Yes __No  __Unsure 
7. Hypertensive disorder of pregnancy/ Gestational hypertension __Yes __No  __Unsure 
8. Amniotic fluid embolism __Yes __No  __Unsure 
9. Anesthesia complications __Yes __No  __Unsure 
10. Preeclampsia __Yes __No  __Unsure 
11. Eclampsia __Yes __No  __Unsure 
12. Diabetes __Yes __No  __Unsure 
13. Preterm birth/ premature birth __Yes __No  __Unsure 
14. Low birthweight baby __Yes __No  __Unsure 

 
 

The scale may provide a mean number of medical events experienced, including standard 

deviation and minimum and maximum scores. 

 

Part VII: Medical Mistrust Scale²Short Form (MMS-SF-4) 
 

This study also used a tool previously identified and utilized in research, while adapting it 

IRU�WKH�SUHVHQW�VWXG\�E\�VKRUWHQLQJ�LW�WR�MXVW���LWHPV��7KLV�VWXG\¶V�UHVXOWDQW�Medical Mistrust 

Scale²Short Form (MMS-SF-4) follows the work of Shelton et al. (2010), given their 11-item 

scale, The Group Based Medical Mistrust Scale (GBMMS). Shelton et al. (2010) used their 11-

item GBMMS to measure race-based medical mistrust. Shelton et al. (2010) had eliminated one 

item from the original 12 item version, following their finding of three factors. Given this study 

conducting pandemic-era research, considerations of the burden of time were paramount, 

resulting in creation of a shorter 4-item version for this study, while also following the work of 

others during this era in using this same shortened tool (i.e. Williams-Gunpot, 2021).  

Of note, using the 11-item version, Shelton et al (2010) reported that internal consistency 

³ZDV�KLJK�IRU�WKH�WRWDO�*%006��Į �������ZKLOH�&URQEDFK�$OSKDV�IRU�WKH�LQWHUQDO�FRQVLVWHQF\�RI�

the three sub-VFDOHV� ZHUH�� 6XVSLFLRQ� �Į ������� 'LVFULPLQDWLRQ� �Į ������� /DFN� RI� 6XSSRUt 

�Į �����´��S�������� 
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Of the three factors or scales found by Shelton et al (2010), the decision was made to 

include selected items deemed most appropriate for the design of a short tool for use in the 

pandemic era, as follows: 1-with a Suspicion Scale (Factor 1, 2 of 5 original items included); 

2-with a Discrimination Scale (Factor 2, 2 of 3 original items included for reverse scoring); 

and, of note, this study did not use any items from the Lack of Support Scale (Factor 3).  

Again, following the work of Williams-Gunpot (2021), this study uses a final shortened 

scale with only the original items #s 4, 5, 8, 10. With a sample of African American adults 

volunteering for a study on their COVID-19 Knowledge, Williams-Gunpot (2021) found the new 

4-item shortened 0HGLFDO�0LVWUXVW�6FDOH�KDG�D�JRRG�LQWHUQDO�FRQVWDQF\��L�H���&URQEDFK¶V�$OSKD�

of .755), while the sample showed moderately high medical mistrust with a mean of 3.273 

(min=1.50, max=5.00, SD=.7615). 

Instructions to participants and the items used within the final shortened 4-item tool for 

measuring medical mistrust, along with Likert scoring options, follow: 

Please indicate your agreement or disagreement with the following statements: 
 
[Short Suspicion Scale (Factor 1)] 
1-Black people cannot trust doctors and health care workers (item 5 on original scale) 
   1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree  
2- Black people should be suspicious of information from doctors and health care 
workers (item 4 on original scale) 
   1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree 
[Short Discrimination Scale (Factor 2)²reverse score] 
3-Black people receive the same medical care from doctors and health care workers as 
people from other groups (item 8 on original scale) 
   1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree 
4-Black people are treated the same as people of other groups by doctors and health care 
workers (item 10 on original scale) 
   1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree  
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This study will determine internal consistence, total mean score (all 4 items), minimum, 

and maximum scores²along with standard deviation. 

 

Part VIII: Rating the Cultural Sensitivity, Competence and Humility of Hospital Providers 
(RCSCH-OHP-1) 
 
 

 The Rating the Cultural Sensitivity, Competence and Humility of Hospital Providers 

(RCSCH-OHP-1) scale was taken from Hall (2021) and modified for the present study. This is a 

simple 1-item tool, being ideal for pandemic-era research. This is shown below, along with 

Likert scoring: 

 

 
Thinking back and recalling that particular hospitalization to deliver you baby (or 
babies/twins, etc.), please rate your hospital healthcare providers' cultural sensitivity 
and cultural competence, overall, for treating you as someone who is Black, African 
American, etc. -- or for providing you with the same quality of care they provide to 
White women: 
 

1-Very Poor 2-Poor 3-Fair 4-Good 5-Very Good 6-Excellent 
 

 This short tool will permit determining a mean, minimum, and maximum score, along 

with standard deviation. 

 

Part IX: Perceived Discrimination by Hospital Providers in Response to Personal 
Demographics (PD-BHS-IRTPS-5) 
 
 
 The Perceived Discrimination by Hospital Providers in Response to Personal 

Demographics (PD-BHS-IRTPS-5) scale was taken from Hall (2021) and modified for the 

present study. This scale has 5 questions, along with instructions and Likert scoring, as follows: 
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Thinking back and recalling that hospitalization to deliver your baby (or babies/twins, 
etc.), do you think you H[SHULHQFHG�DQ\�GLVFULPLQDWLRQ��XQIDLU�WUHDWPHQW��IRU«�� 
(select all that apply, below):  
 
1-being a woman     ___Yes ___No 
2-being African American or Black ___Yes ___No 
3-being overweight or obese  
___Yes ___No __Not Applicable. I am not overweight or obese 
4-my appearance (e.g. skin tone, hair, etc.) ___Yes ___No 
5-being a person with a disability      
___Yes ___No __Not Applicable. I am not a person with a disability 

 

For scoring, question answers range from 0 to 5, where 0=no discrimination and 

5=highest level experience of discrimination for intersectionality (e.g. woman and Black) or for 

multiple personal characteristics (e.g. woman, Black, obese, skin tone). The study will report a 

mean, minimum, maximum score, and standard deviation. 

 
Part X: Retrospective Depression, Anxiety, Trauma and Receipt of Counseling Scale²Past 
Year (A) and Year Post-High-Risk Birth Hospitalization (B) (RDATS-PY-YPRBH²8)   

 

The Retrospective Depression, Anxiety, Trauma and Receipt of Counseling Scale²Past 

Year (A) and Year Post-High-Risk Birth Hospitalization (B) (RDATS-PY-YPRBH²8)  is a 

version of a scale that follows the work of Tirhi (2019) and others (e.g. Hall, 2021), as a 

common tool used by the Research Group on Disparities in Health (RGDH). It was selected for 

use in the present study²with some modifications. Of note, an innovation introduced by 

Professor Barbara Wallace in Spring 2022 studies of the RGDH involved modifying the scale 

via use of a continuous Likert Scale, versus use of the prior dichotomous (Yes, No) Likert 

format. In addition, given the focus, added for the first time in this study is an entire scale (B) 

with new questions about the period of time after their hospitalization for a high-risk birth 

hospitalization (months 1 to 12 post-partum). Hence, scale A provides past year depression, 
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anxiety and trauma; and, a new scale B provides depression, anxiety and trauma the year 

following their high-risk birth hospitalization.  Results should be reported for ODD ITEMS as 

Scale A²Past Year Depression, Anxiety and Trauma; and, for EVEN ITEMS as Scale B²

The Year Post-Birth Hospitalization  Depression, Anxiety and Trauma. The counseling 

question addresses any receipt of counseling for Scale A, and receipt of counseling for Scale B. 

In addition, scoring can permit creation of the Overall Mental Health Index that combines the 

ratings for depression, anxiety and trauma by creating a mean score that combines them; this can 

be done for Scale A and Scale B. 

Again, scoring is new, given use of a continuous Likert scale for both Scale A and Scale 

B, as shown in sample items for just depression, below: 

Scale A item: 
 
Depression is an overwhelming feeling of intense sadness. It can include feeling 
helpless, hopeless, and worthless. It can sometimes be expressed through angry outbursts, 
as well as bursting into tears. There can also be loss of appetite, or an increase in appetite. 
There can also be difficulty sleeping or oversleeping. In addition, there can be a loss of 
interest in your activities. Such a depression can last for days or weeks. This goes beyond 
typical feelings of sadness, such as following some disappointment.  
   
1-Do you think you experienced any depression in the past year or 12 months?  
0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 
 
Scale B item: 
 
2-Looking back on the PERIOD OF TIME AFTER YOU HAD A 
HOSPITALIZATION FOR A BIRTH (months 1 to 12 post-partum), do you think 
you experienced any depression? 
0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 
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In addition, each Scale, A and B, has a counseling item, as shown, below, for Scale A: 

 
Receipt of Counseling items: 
 
Scale A 
 
Receipt of Counseling  
7-In the past year, did you seek out any kind of counseling or advice for any depression, 
anxiety, or trauma²such as from a mental health professional or other helper?  
____Yes ____No     ___Not Applicable/ No experience of depression/anxiety/trauma  
 
Scale B 
 
8-Looking back on the PERIOD OF TIME AFTER YOU HAD A 
HOSPITALIZATION FOR A BIRTH (months 1 to 12 post-partum), did you seek 
out any kind of counseling or advice for any depression, anxiety, or trauma²such as 
from a mental health professional or other helper?  
____Yes ____No     ___Not Applicable/ No experience of depression/anxiety/trauma  
 

 
The study will report internal consistency, mean, minimum, maximum, and standard 

deviation for Scale A and Scale B. 

 
 
Part XI: Perceived Stress Scale (PSS-4) 

 

The Part IX: Perceived Stress Scale (PSS-4) is a shortened version of the long-standing 

PSS-10 created by Cohen et al. (1983; Cohen; 1994). The short 4-item version of this scale (PSS-

4) that was used in this present study was taken from the Ohio State University College of 

Nursing Million Hearts Survey (2015). Karam et al. (2012) conducted a study with pregnant 

women using the 4-item PSS, while examining stress, depression and quality of life, finding 

IDLUO\�JRRG�LQWHUQDO�FRQVLVWHQF\�ZLWK�D�&URQEDFK¶V�DOSKD�ௗ ௗ������2I�QRWH��366-4 scores are 

obtained by reverse coding the positive items, 0=4, 1=3, 2=2, and then summing across all 4 

items--while ttems 2 and 3 are the positively stated items. 
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The instructions, actual items, and Likert scale used for scoring, follow: 

Instructions: The questions in this scale ask you about your feelings and thoughts during 
the last month.  In each case, please indicate with a check how often you felt or thought a 
certain way. 
  
1.  In the last month, how often have you felt that you were unable to control the 
important things in your life? 

 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
2.  In the last month, how often have you felt confident about your ability to handle 
your personal problems? 

 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 

3.  In the last month, how often have you felt that things were going your way? 

 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
4.  In the last month, how often have you felt difficulties were piling up so high that 
you could not overcome them? 

___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 

 

The PSS-4 scores are obtained by reverse coding the positive items, e.g., 0=4, 1=3, 2=2, 

etc. and then summing across all 4 items. It should be noted items 2 and 3 are considered to be 

the positively stated items.  

Furthermore, this present study will determine the PSS-�¶V�PHDQ��VWDQGDUG�GHYLDWLRQ��

minimum and maximum scores²DV�ZHOO�DV�LQWHUQDO�FRQVLVWHQF\�XVLQJ�&URQEDFK¶V�$OSKD� 

 

Part XII: Perceived Social Support²Now and During a High-Risk Birth Hospitalization²
Scale (PSS-NADRBH-S-2) 
 

The Perceived Social Support Scale ²Now and During a High-Risk Birth 

Hospitalization²Scale (PSS-NADRBH-S-2) is based on a tool commonly used by the Research 

Group on Disparities in Health (RGDH), having been used by Lian (2017) for example in the 

form of. 5 item survey. However, as pandemic-era research with the imperative to reduce the 
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burden of time, a new one item version of the scale was created. This was done by combining the 

essence of 5 questions on social support into one item, following a description of what having 

VRFLDO�VXSSRUW�³PHDQV�´�7KLV�VKRUWHQHG�YHUVLRQ�IROORZV�WKH�PRUH�UHFHQW�ZRUN�RI�RWKHUV��H�J��+DOO��

2021; Williams, 2021). Participants indicate via this one item version the number of people they 

have in their life, using a 5-option Likert rating scale (see below). For the present study, a second 

question was added that permits responses on social support for the year after their high risk birth 

hospitalization, as shown below: 

Please read the description, below (for social support), and then answer the questions that 
follow. 
 
 

Having SOCIAL SUPPORT means having people in your life who provide the 
following kinds of support and assistance: you can ask them for advice or receive 
words of encouragement; get money or get food in an emergency; or have a place to 
temporarily wait for help, or stay or live in an emergency. 
 
1-Please indicate the extent to which you experience SOCIAL SUPPORT in your life 
at this time (i.e., right now): 

1. I have no one like this in my life right now 
2. I have at least 1 one person like this in my life right now 
3. I have at least 2 people like this in my life right now 
4. I have 3-5 people like this in my life right now 
5. I have 6 or more people like this in my life right now 
 

2- Please indicate the extent to which you experienced SOCIAL SUPPORT²for the 
YEAR AFTER YOU HAD THAT HIGH-RISK HOSPITALIZATION TO GIVE 
BIRTH? 

1. I had no one like this in my life during my birth hospitalization 
2. I had at least 1 one person like this during my birth hospitalization 
3. I have at least 2 people like this in my life right now 
4. I have 3-5 people like this in my life right now 
5. I have 6 or more people like this in my life right now 
 

 
The above two items inquiring about the extent of their social support each produce a 

mean, standard deviation, minimum and maximum score. The original 5-item version used by 

/LDQ��������KDG�DQ�H[FHOOHQW�LQWHUQDO�FRQVLVWHQF\�ZLWK�D�&URQEDFK¶V�$OSKD�RI�����.  



 

 
 

84 
 

 

 
The Data Analysis Plan  

 

Given a sample of adults (N=192) who responded to a social media campaign inviting 

Black or African American women to complete a survey (i.e., Are you a Black woman who felt 

your life was at risk for even a moment while in the hospital to give birth between years 2012-

2018? ,I�³<(6�´ click on https://tinyurl.com/BlackWomenLivesAtRisk & Take 12-15 Min 

Survey for 3 in 250 chance to win a $300, $200, or $100 Amazon Gift Card!), the study seeks to 

answer the following research questions²using the data analysis plans indicated: 

1-What are their demographic characteristics [i.e. age, gender, heterosexual (yes/no), skin tone, 
U.S. born (yes/no), education, partner (yes/no), employed (yes/no), annual household income 

Part I: Basic Demographics (BD-10) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
2-To what extent were they at risk for providing socially desirable responses? 

Part II: Single Item Rating of Risk of Providing Socially Desirable Responses (SIR-
RPSDR-1) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
3-Having a history of a high-risk birth hospitalization (HRBH), regarding their retrospective 
recall of that particular hospitalization, what was the mean length of time in number of years 
since it occurred?  

Part III: History of a High-Risk Birth Hospitalization²Year of Event (HORBH -YOE-3) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
4-What was the nature of their treatment and care experiences during service delivery with 
doctors and nurses during their high-risk birth hospitalization (i.e. using all 20 items), including 
those where racism was not perceived as clearly occurring (i.e. Negative Experiences During 
Service Delivery with Medical Staff Sub-Scale²14 items), and those where race or racism was 
perceived as occurring (i.e. Racism Perceived as Potentially Operating Sub-Scale²6 items)? 

Part IV: Perceived Racism, Discrimination, and Inequities in Service Delivery by Medical 
Staff During a High-Risk Birth Hospitalization (PR-D-ISD-BMS-DRBH-20) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

https://tinyurl.com/BlackWomenLivesAtRisk
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5-What was the prevalence of their having risk factors, as prior diagnosed chronic conditions 
(i.e., cardiovascular disease or heart disease, hypertension or high blood pressure, obesity, 
diabetes, asthma), before their high-risk birth hospitalization? 

Part V: Risk Factors for Pregnancy-Related Complications²Chronic Health Conditions 
(RFF-PRC-CHC-5) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
6-What did they report as medical events (e.g. hemorrhage, blood clot, etc.) that occurred during 
their high-risk birth hospitalization? And, to what extent did they experience medical events (i.e. 
single medical event to multiple medical events)? 

Part VI: Occurrence of Medical Events During a High-Risk Birth Hospitalization (OME-
DRBH-14) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
7-What was their current level of medical mistrust, including any suspicion and perceived 
discrimination? 

Part VII: Medical Mistrust Scale²Short Form (MMS-SF-4) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
8-While recalling their high-risk birth hospitalization, how did they rate their hospital healthcare 
providers' cultural sensitivity and cultural competence, overall, for treating them as someone 
who was Black, African American? 

Part VIII: Rating the Cultural Sensitivity, Competence and Humility of Hospital 
Providers (RCSCH-OHP-1) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
9-Regarding their intersectional (i.e. Black, female) and other personal characteristics (e.g. 
overweight or obese; appearance for skin tone, hair, etc.; disability), what did they identify as 
those characteristics to which providers seemed to be responding when they experienced any 
discrimination or unfair treatment during their high-risk birth hospitalization²whether they 
experienced no (0) discrimination or the highest level of discrimination (5) for multiple 
characteristics? 

Part IX: Perceived Discrimination by Hospital Providers in Response to Personal 
Demographics (PD-BHS-IRTPS-5) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
10-For the year after their high-risk birth hospitalization (months 1 to 12 post-partum), to what 
extent did they experience mental distress (i.e. Overall Mental Health Index)²and, specifically, 
to what extent did they experience depression, anxiety, and trauma, as well as access any 
counseling? And, for the past year, as an indicator of current status, to what extent did they 



 

 
 

86 
 

experience mental distress²and, specifically, to what extent did they experience depression, 
anxiety, and trauma, as well as access any counseling? Is there any significant difference when 
comparing the year post the high-risk birth hospitalization and the past year? 

Part X: Retrospective Depression, Anxiety, Trauma and Receipt of Counseling Scale²
Past Year (A) and Year Post-High-Risk Birth Hospitalization (B) (RDATS-PY-
YPRBH²8)   

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages; and, inferential statistics using paired t-tests. 

 
11-For the past month, what is their level of perceived stress, as another indicator of current 
status? 

Part XI: Perceived Stress Scale (PSS-4) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
12- For the year after their high-risk birth hospitalization (months 1 to 12 post-partum), to what 
extent did they experience social support? And, for the past year, as an indicator of current 
status, to what extent did they experience social support? Is there any significant difference when 
comparing the year post-high-risk birth hospitalization and the past year? 

Part XII: Perceived Social Support²Now and During a High-Risk Birth 
Hospitalization²Scale (PSS-NADRBH-S-2) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages; and, inferential statistics using paired t-tests. 

 
13-What significant relationships were found between the study outcome variable of level of 
medical mistrust and selected demographic and other variables? 
 'DWD�$QDO\VLV�3ODQ��,QIHUHQWLDO�VWDWLVWLFV��LQFOXGLQJ�YLD�3HDUVRQ¶V�FRUUHODWLRQV� 
 and t-tests 
 
14-What were the significant predictors of the study outcome variable of level of medical 
mistrust when controlling for social desirability, given selected independent variables? 

Data Analysis Plan: Backward stepwise regression 
 
 
Data Management  

Data were downloaded from www.Qualtrics.com. The data were transferred to SPSS and 

analyzed using SPSS 27.0. 
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Conclusion 

 

This chapter described in detail the methods used in the present study. This included an 

overview of the study design, study procedures, recruitment of participants, and description of 

research instrumentation. The chapter concluded with the data analysis plan, including how data 

was managed. The next Chapter IV will provide the results of data analysis, as per the data 

analysis plans indicated in this chapter. 
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Chapter IV 

 

RESULTS 

 

This chapter provides a detailed presentation of the study results. Findings are presented 

by research question, providing organization to the chapter. Additionally, findings are presented 

in table format. 

       
Data Analysis Results by Study Questions  

 
 
Results for Research Question #1 

What were their demographic characteristics [i.e., gender, age, skin color, U.S. Born 
(yes/no), partner (yes/no), number of children, level of education, household income, student 
(yes/no), retired (yes/no), etc.]? (BD-10) 

 

 Part I: Basic Demographics (BD-10). The study sample used for final data analysis 

was comprised of 192 Black or African American women over the age of 18 (N=192). The prior 

Chapter III described the manner in which this final sample emerged, including a comparison of 

survey completers (N=192) to the study non completers (N= 41).  

The sample was 100% female (N=192), ranging in age from 24-61 with a mean age of 

33.23 (SD= 4.980, min=24, max=61), as well as 100% Black/African American (N=192)²with 

³GDUN´�EHLQJ�WKHLU�PHDQ�VNLQ�FRORU�UDWLQJ��PHDQ ������6'� �������PLQ ���PD[� ����6RPH�������

(n=185) indicated they were heterosexual and 3.6% identified as LGBTQ+/Other (n=7). Also, 

94.8% reported that they were born in the United States (n=182).  

The mean household yearly income was 5.27, which is category 5 for $50,000 to $99,000 

(SD=2.371, min=1, max= 11). For educational level, the mean was 3.98, or category 3 for some 
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college credit/ no degree (SD= 1.472, min= 1, max= 7)²with 27.1% participants in this category 

�Q �����$OVR��VRPH�������RI�SDUWLFLSDQWV�ZHUH�LQ�WKH�EDFKHORU¶V�GHJUHH�FDWHJRU\��Q �72). 

See Table 2.  

 

Table 2. Basic Demographics (BD-10) (N = 192)  
 N % 
Gender (N = 192)   
Female  192   100 
Male  0       0 
   
Age (N = 192)   
22-25  5 2.6 
26-30  50  26.0 
31-35  91  47.5 
36-40  36 18.8 
41-45  6  3.1 
46-50  2  1.0 
51-55  0     0 
56-60  1  0.5 
61-65  
 

1 
 

 0.5 
Mean=33.23, SD=4.980, min=24, max=61 
 

  

Race / Ethnicity (N = 192)   
Black/African American  192 100.0 
    
Born in the US (N = 192)     
Yes  182 94.8 
No  10 5.2 
   
Marital Status (N = 192)   
Single 1 .5 
Married 80 41.7 
Living w/ significant other 2 1.0 
Missing 109 56.8 
   
Sexuality (N=192)   
Heterosexual 185 96.4 
LGBTQ+ 7 3.6 
   Skin Color (N=192)   
7- Very Dark 64 33.3 
6- Dark 82 42.7 
5-Medium to Dark  37 19.3 
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 N % 
4-Medium to Light  6 3.1 
3-Light  2 1.0 
2-Very Light  0 0 
1-White  1 0.5 
Mean skin color (6.02), SD (.938)   
min (1), max (7)   
   
Employment Status (N = 192)**   
Employed for wages 61 31.8 
Missing 131 68.2 
Self Employed 15 7.8 
Missing 177 92.2 
Unemployed 2 1.0 
Missing 190 99.0 
 
Household yearly income (N = 192)  

  

1-Less than $10,000 5 2.6 
2-$10,000 to $19,000 14 7.3 
3-$20,000 to $39,000 13 6.8 
4-$40,000 to $49,000 33 17.2 
5-$50,000 to $99,000 72 37.5 
6-$100,000 to $199,000 22 11.5 
7-$200,000 to $299,000 3 1.6 
8-$300,000 to $399,999 4 2.1 
9-$400,000 to $499,999 4 2.1 
10- $500,000 to $799,999 9 4.7 
11- $800,000 or more 12 6.3 
I do not know  1 0.5 
[Mean yearly income = category 5.27; SD = 2.371; Min = 1; Max = 11]     20 7.0 

Educational Level (N= 192)   
1-Some high school or less 10 5.2 
2-High school graduate or GED 22 11.5 
3-Some college credit, no degree 52 27.1 
4-Associate or technical degree  13 6.8 
5-%DFKHORU¶V�GHJUHH� 72 37.5 
6-0DVWHU¶V�GHJUHH� 19 9.9 
7-Doctoral or professional degree  4 2.1 
**Note: Due to a programming error, a great deal of data was missing.  
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Results for Research Question #2 
 
 

To what extent did they have a tendency to provide socially desirable responses? (SIR-

RPSDR-1) 

Part II: Single Item Rating of Risk of Providing Socially Desirable Responses (SIR-

RPSDR-1). 7KH�VDPSOH¶V�VRFLDO�GHVLUDELOLW\�PHDQ�ZDV�������6' �������PLQ ���PD[ �����

suggesting a moderate risk for providing socially desirable responses. Of note, the regression 

analysis will control for social desirability. 

See Table 3.  

 
Table 3. Single Item Rating of Risk of Providing Socially Desirable Responses  
(SIR-RPSDR-1) (N = 192) 
 
Risk Providing Socially Desirable Responses (N=192)       N                % 

0 = I am not like this at all   5 2.6 
1 2 1.0 
2 4  2.1 
3 11  5.7 
4 16  8.3 
5 14  7.3 
6 37 19.3 
7 34 17.7 
8 32 16.7 
10 = I am like this all the time  17   8.9 
Mean Risk for Socially Desirable Responses= 6.49; SD= 2.356; 
Min =0; max = 10   
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Results for Research Question #3 
 
  

Having a history of a high-risk birth hospitalization (HRBH), regarding their retrospective 
recall of that particular hospitalization, what was the mean length of time in number of years since 
it occurred? (HORBH -YOE-3) 

 

Part III: History of a High-Risk Birth Hospitalization²Year of Event (HOHRBH -

YOE-3). For this sample, 100% of participants (N=192) entered the hospital with the purpose of 

giving birth, reported their life was at risk at some point during their high-risk birth 

hospitalization (HRBH), and gave birth from 2012 to 2018. In sum, the sample met the crucial 

inclusion criteria for study participation, as confirmed via this brief scale.  

See Table 4.  

 
Table 4. History of a High-Risk Birth Hospitalization (N=192)  

                                                                                                                        N  %  
 
Did you ever enter the hospital with the purpose of giving birth to a 
baby (or babies/twins, etc.)? (N=192) 
 

  

Yes 192 100 
No 
 

    0 0 
At any point during your time in the hospital  
to deliver your baby (or babies/twins, etc.), did you feel that your life 
was at risk for even a moment? Or, were you told by someone (e.g., 
by a husband, partner, family member, hospital staff member, etc.) 
that there was a moment when your life was at risk,  
or in danger, or you could have died (e.g., from a hemorrhage, or 
blood clot, etc.)?  
 

  

Yes 192  100  
No     0     0  
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Of note, some 63% (n=121) of women were recalling an event that had occurred in the 

years 2012, 2013, and 2014²or as much as 10, 9, or 8 years ago.  

           See Table 5.  
 
 
 
 

 Table 5. Year of High-Risk Birth Hospitalization (HRBH) (N= 192) 
     
Birth Year (2012-2018 HRBH)          N       % 

2012 38 19.8 
2013 40 20.8 
2014 43 22.4 
2015 24 12.5 
2016 23 12.0 
2017 12 6.3 
2018 12 6.3 

 
 
 
Results for Research Question #4 
 
 
 What was the nature of their treatment and care experiences during service delivery with 
doctors and nurses during their high-risk birth hospitalization (i.e. using all 20 items), including 
those where racism was not perceived as clearly occurring (i.e. Negative Experiences During 
Service Delivery with Medical Staff Sub-Scale²14 items), and those where race or racism was 
perceived as occurring (i.e. Racism Perceived as Potentially Operating Sub-Scale²6 items)? 
(PR-D-ISD-BMS-DRBH-20) 
 

Part IV: Perceived Racism, Discrimination, and Inequities in Service Delivery by 

Medical Staff During a High-Risk Birth Hospitalization (PR-D-ISD-BMS-DRBH-20). The 

Perceived Racism, Discrimination, and Inequities in Service Delivery by Medical Staff During a 

High-Risk Birth Hospitalization (PR-D-ISD-BMS-DRBH-20) had an excellent internal 

FRQVLVWHQF\��&URQEDFK¶V�$OSKD ��������)LQGLQJV�VKRZHG�D�PHDQ�RI��������6' ������PLQ ������

PD[ �������IRU�FORVHVW�WR�H[SHULHQFLQJ�UDFLVP��GLVFULPLQDWLRQ��DQG�LQHTXLWLHV�D�³IHZ�WLPHV´��RU�WR�

D�PRGHUDWH�H[WHQW��)RU�H[DPSOH���������Q ����KDG�H[SHULHQFHG�D�³IHZ�WLPHV´² ³I felt like the 
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quality of treatment and care that I received was not equal to or the same as a White woman would 

UHFHLYH´�� �+RZHYHU��ZKHQ�WKH�IUHTXHQFLHV�ZHUH�FRmbined for a few times (scored 3) and many 

times (scored 4) ±findings showed approximately half the sample had experienced all episodes to 

a high extent (with one exception at 38.5%, as shown below): 

x 46.9% (n= 90) felt racially stereotyped or treated like a racial stereotype by doctors and 
nurses -- a few times (scored 3) to many times (scored 4) 

x 52.6% (n=101) received poor treatment or poorer treatment  
x 59.9% (n=115) felt like the quality of treatment and care that they received was not equal 

to or the same as a White woman would receive  
x 57.8% (n=111) felt disrespected and that they received disrespectful care  
x 62% (n=119) were treated with less respect than a White woman would have been  
x 51.6% (n=99) overheard judgmental or negative comments about them  
x 52.6% (n=101) overheard negative comments about their race  
x 45.8% (n=88) were verbally abused a few times to many times; 
x 47.4% (n=91) were yelled at a few times to many times.  
x 51.1% (n=98) were scolded, ridiculed, mocked, and shamed  
x 54.1% (n=104) felt belittled and put down  
x 42.7% (n=82) were threatened, coerced, lied to, and manipulated  
x 61.2% (n=118) felt what they had to say was dismissed, ignored, and not taken seriously  
x 62% (n=119) felt not listened to by doctors and nurses  
x 38.5% (n=96) were not being listened to by doctors and nurses the way a White woman 

would have been  
x 48% (n=92) felt like some doctors and nurses were acting like they were better than them  
x 58.8% (n=113) felt some doctors and nurses were acting like they were smarter than them  
x 48% (n=92) felt like their pain level was not managed appropriately with medication  
x 50.5% of respondents (n=97) reported they felt like their pain level was not managed 

with medication the way a White woman would have her pain managed  
x 57.8% (n=111) reported some interactions with doctors and nurses that were so stressful 

and overwhelming that they felt traumatized  
 
 
 See Table 6. 

 

 

 

 



 

 
 

95 
 

 

Table 6. Perceived Racism, Discrimination, and Inequities in Service Delivery by 
Medical Staff During a High-Risk Birth Hospitalization (PR-D-ISD-BMS-DRBH-20) 
(N= 192) 
     

 

                                                                                                                            N         %  
3HUFHLYHG�,QHTXLWLHV�&URQEDFK¶V�$OSKD�����LWHPV�� ������ 
Mean Inequities = 2.386; SD = .9489; min = .00; max =4.00 
 
1- I felt racially stereotyped or treated like a racial stereotype by 
doctors and nurses. (N = 192)    

   

0=Never 16 8.3 
1 = Once  36 18.8 
2 = Twice    50 26.0 
3 = Few Times    57 29.7 
4 = Many Times   
 

   33 17.2 
2- I received poor treatment, or poorer treatment (N = 192) 
0=Never 23 12.0 
1 = Once  35 18.2 
2 = Twice    33 17.2 
3 = Few Times   63 32.8 
4 = Many Times   
 

  38 19.8 

3- I felt like the quality of treatment and care that I received was 
not equal to or the same as a White woman would receive (N=192)  
0=Never 13 6.8 
1 = Once  33 17.2 
2 = Twice  31 16.1 
3 = Few Times      65 33.9 
4 = Many Times   50 26.0 

4-I felt disrespected, that I received disrespectful care.  (N = 192    

0=Never  17 8.9 
1 = Once   33 17.2 
2 = Twice   31 16.1 
3 = Few Times    58 30.2 
4 = Many Times   
 

 53 27.6 
5-I felt I was treated with less respect than a White woman would 
have been. (N = 192)  

   

0=Never  9 4.7 
1 = Once   31 16.1 
2 = Twice   33 17.2 
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3 = Few Times    57 29.7 
4 = Many Times   
 

 62 32.3 
6-I overheard judgmental or negative comments about me. (N = 
192)   

        

0=Never  22 11.5 
1 = Once   28 14.6 
2 = Twice   43 22.4 
3 = Few Times    62 32.3 
4 = Many Times  
  

 37 19.3 
7-I overheard negative comments about my race. (N = 192)         
0=Never  23 12.0 
1 = Once   28 14.6 
2 = Twice   40  20.8 
3 = Few Times    56  29.2 
4 = Many Times   
 

 45 23.4 
8-I was verbally abused. (N = 192)         
0=Never  45 23.4 
1 = Once   26 13.5 
2 = Twice   33 17.2 
3 = Few Times    59 30.7 
4 = Many Times  
  

 29 15.1 
9-I was yelled at.  (N = 192)         
0=Never  43 22.4 
1 = Once   24 12.5 
2 = Twice   34 17.7 
3 = Few Times    58 30.2 
4 = Many Times   
 

 33 17.2 

10-I was scolded, ridiculed, mocked, shamed.  (N = 192)         
0=Never  27 14.1 
1 = Once   32 16.7 
2 = Twice   35 18.2 
3 = Few Times    51 26.6 
4 = Many Times   
 

 47 24.5 

11-I felt belittled and put down (N = 192)  
0=Never  20 10.4 
1 = Once   35 18.2 
2 = Twice   33 17.2 
3 = Few Times    64 33.3 
4 = Many Times   
 

 40 20.8 

12-I was threatened, coerced, lied to, and manipulated.  (N = 192)        
0=Never  39 20.3 
1 = Once   31 16.1 
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2 = Twice   40 20.8 
3 = Few Times    52 27.1 
4 = Many Times   
 

 30 15.6 

13-I felt what I had to say was being dismissed, ignored, and not 
taken seriously (N = 192) 

       

0=Never  11 5.7 
1 = Once   26 13.5 
2 = Twice   37 19.3 
3 = Few Times    67 34.9 
4 = Many Times   
 

 51 26.6 
14-I felt like I was not being listened to by doctors and nurses.  
(N = 192)  
0=Never  15 7.8 
1 = Once   28 14.6 
2 = Twice   30 15.6 
3 = Few Times    73 38.0 
4 = Many Times   
 

 46 24.0 

15-I felt like I was not being listened to by doctors and nurses the 
way a White woman would have been.  (N = 192)  

 

0=Never  7 3.6 
1 = Once    48         19.3   
2 = Twice   105         42.2   
3 = Few Times    86         34.5   
4 = Many Times   
 

 10         4.0   

16-I felt like some doctors and nurses were acting like they 
were better than me (N = 192) 

       

0=Never  19 9.9 
1 = Once   28 14.6 
2 = Twice   53 27.6 
3 = Few Times    53 27.6 
4 = Many Times 
   

 39 20.3 

17-I felt like some doctors and nurses were acting like they 
were smarter than me.  (N = 192)  

       

0=Never  17 8.9 
1 = Once   24 12.5 
2 = Twice   38 19.8 
3 = Few Times    64 33.3 
4 = Many Times   
 

 49 25.5 
18-I felt like my pain level was not managed appropriately 
with medication (N = 192)  

       

0=Never  17 8.9 
1 = Once   31 16.1 
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2 = Twice   52 27.1 
3 = Few Times    56 29.2 
4 = Many Times 
 
Table 6 continued.  
   

 36 18.8 
19-I felt like my pain level was not managed with medication 
the way a White woman would have her pain managed.  (N 
= 192) 

       

0=Never  21 10.9 
1 = Once   36 18.8 
2 = Twice   38 19.8 
3 = Few Times    58 30.2 
4 = Many Times   
 

 39 20.3 
20-During my hospitalization, I had some interactions with 
doctors and nurses that were so stressful and overwhelming 
that I felt traumatized. (N = 192)  

       

0=Never  15 7.8 
1 = Once   28 14.6 
2 = Twice   38 19.8 
3 = Few Times    68 35.4 
4 = Many Times    43 22.4 

 
 
 
Results for Research Question #5 
 
 
 What was the prevalence of their having risk factors, as prior diagnosed chronic 
conditions (i.e., cardiovascular disease or heart disease, hypertension or high blood pressure, 
obesity, diabetes, asthma), before their high-risk birth hospitalization? (RFF-PRC-CHC-5) 
 

Part V: Risk Factors for Pregnancy-Related Complications²Chronic Health 

Conditions (RFF-PRC-CHC-5). Due to a programming issue, risk factors reported for 

pregnancy-related complications and chronic health conditions were not collected for most of the 

participants. There are descriptive statistics for those who have data, but due to the high degree 

of missing data, this variable was not included in bivariate or multivariate statistics. However, 

for the data that was collected (after the programming error was detected) it is suggestive, 

showing: before they went into the hospital to deliver, 18.2% (n=35) reported having 
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hypertension or high blood pressure, 14.1% (n=27) reported obesity, 11.5% (n=22) reported 

diabetes, 4.2% (n=8) reported cardiovascular or heart disease, and 5.7% (n=11) reported asthma. 

See Table 7. 

 

Table 7. Risk Factors for Pregnancy-Related Complications²Chronic Health Conditions  
(RFF-PRC-CHC-5) (N= 192)  
 
                                                                                                                        N  %  

1- Cardiovascular disease or heart disease (N=192)      
1--cardiovascular disease or heart disease  8 4.2 
Missing   
 

184 95.8 

2- Hypertension or high blood pressure (N= 192)   
1-Hypertension or high blood pressure 35 18.2 
Missing  
 

157 81.8 

3- Obesity (N= 192)   
1-Obesity 27 14.1 
Missing  
 

165 85.9 

4- Diabetes (N= 192)   
1-Diabetes   22 11.5 
Missing  
  

170 88.5 

5- Asthma (N= 192)   
1-Asthma   11 5.7 
Missing   
 

181 94.3 

6- Not applicable/None apply to me (N= 192)   
1-Not applicable to me/none apply to me   10 5.2 
Missing   
 

182 94.8 

7- Unsure (N= 192)   
Missing   192 100 
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Results for Research Question #6 
 
 What did they report as medical events (e.g. hemorrhage, blood clot, etc.) that occurred 
during their high-risk birth hospitalization? And, to what extent did they experience medical 
events (i.e. single medical event to multiple medical events)? (OME-DHRBH-14)  
 

Part VI: Occurrence of Medical Events During a High-Risk Birth Hospitalization 

(OME-DRBH-14). Again, due to a programming issue, data on the occurrence of medical events 

during a high-risk birth hospitalization were not collected for most of the participants. There are 

descriptive statistics for those who have data, but due to the high degree of missing data, 

this variable was not included in bivariate or multivariate statistics.  

However, for data that was collected, as the most frequent medical events, 8.3% (n=16) 

had an event related to a cardiovascular condition during their hospitalization to have their 

baby/babies; 14.6% (n=28) had a hemorrhage; 18.2% (n=35) had a hypertensive disorder of 

pregnancy/gestational hypertension; and, 8.9% (n=17) had an amniotic fluid embolism. 

 See Table 8. 
 
 
 
Table 8. Occurrence of Medical Events During a High-Risk Birth Hospitalization  
(OME-DRBH-14) (N= 192)  
 
                                                                                                                            N             % 

 
1- Event related to cardiovascular condition (N=192)      
1²Event related to cardiovascular condition  16 8.3 
Missing   
 

176 91.7 
2- Infection or sepsis (N= 192)   
1-Infection or sepsis 8 4.2 
Missing  
 

184 95.8 

3- Cardiomyopathy (disease of the heart muscle) (N= 192)   
1-Cardiomyopathy (disease of the heart muscle) 3 1.6 
Missing  
 

189 98.4 
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4- Hemorrhage (N= 192)   
1-Hemorrhage  28 14.6 
Missing   164 85.4 

5- Blood clot (thrombotic, pulmonary, or other embolism) (N= 192)   
1- Blood clot (thrombotic, pulmonary, or other embolism) 8 4.2 
Missing   
 

184 95.8 

6- Cerebrovascular accident (CVA, or stroke) (N= 192)   
1- Cerebrovascular accident (CVA, or stroke) 3 1.6 
Missing   
 

189 98.4 

7- Hypertensive disorder of pregnancy/Gestational hypertension (N= 
192) 

  
1- Hypertensive disorder of pregnancy/Gestational hypertension 35 18.2 
Missing   
 

157 81.8 

8- Amniotic fluid embolism (N= 192)   
1- Amniotic fluid embolism (CVA, or stroke) 17 8.9 
Missing   
 

175 91.1 

9- Anesthesia complications (N= 192)   
1- Anesthesia complications 3 1.6 
Missing   
 

189 98.4 

10- Preeclampsia (N= 192)   
1- Preeclampsia 5 2.6 
Missing   
 

187 97.4 

11- Eclampsia (N= 192)   
1- Eclampsia 1 0.5 
Missing   
 

191 99.5 

12- Diabetes (N= 192)   
1- Diabetes 9 4.7 
Missing   
 

183 95.3 

13- Preterm birth/Premature birth (N= 192)   
1-Preterm birth/premature birth 17 8.9 
Missing   
 

175 91.1 

14- Low birth weight baby (N= 192)   
1- Low birth weight baby  9 4.7 
Missing   
 

183 95.3 

15- Not applicable/None apply to me (N= 192)   
1- Not applicable/None apply to me 2 1.0 
Missing   
 

190 99.0 

16- Unsure (N= 192)   
1- Unsure  1 0.5 
Missing   
 

191 99.5 
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17- Other (please specify) (N= 192)   
1- Other  
 

3 1.6 
18- Other (please specify) - Text (N= 192)   
Other 189 98.4 
Placenta abruption  1 0.5 
Placenta accreta  1 0.5 
Severe drop in blood pressure due to having both epidural and spinal 1 0.5 

 
 
 
 
Results for Research Question #7 

What was their current level of medical mistrust, including any suspicion and perceived 
discrimination? (MMS-SF-4) 

 

Part VII: Medical Mistrust Scale²Short Form (MMS-SF-4). The Medical Mistrust 

(MMS-SF-���VFDOH�KDG�D�&URQEDFK¶V�$OSKD�RI������IRU�JRRG�LQWHUQDO�FRQVLVWHQF\��7KH�UHSRUWHG�

mean was 3.073 (SD=.9131, min=1.00, max=5.00) for a moderate level of medical mistrust. For 

H[DPSOH���������Q ����HQGRUVHG�³GLVDJUHH´�WR�WKH�LWHP�³Black people are treated the same as 

SHRSOH�RI�RWKHU�JURXSV�E\�GRFWRUV�DQG�KHDOWK�FDUH�ZRUNHUV´���Of note, the frequency of 

experiencing Medical Mistrust was examined by combining responses to better capture 

experiences of medical mistrust, as follows:  

 
x 29.7% (n= 57) agreed or strongly agreed that Black people cannot trust doctors and 

health care workers  
x 30.8% (n= 59) agreed or strongly agreed that Black people should be suspicious of 

information from doctors and health care workers 
x 52.1% (n= 109) disagreed or strong disagreed that Black people receive the same 

medical care from doctors and health care workers as people from other groups  
x 56.3% (n= 108) disagreed or strong disagreed that Black people are treated the same as 

people of other groups by doctors and health care workers  
 

 See Table 9.  
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Table 9. Medical Mistrust Scale²Short Form (MMS-SF-4) (N=192) 
      

                                                                                                                                       N             %      
0HGLFDO�0LVWUXVW�&URQEDFK¶V�$OSKD����LWHPV�� ������ 
[Mean Medical Mistrust = 3.073; SD = .9131; min = 1 .00; max = 5.00] 
 
1- Black people cannot trust doctors and health care workers. (N = 
192)    

   

1= Strongly Disagree 28 14.6 
2 = Disagree  53 27.6 
3 = Neither Agree or Disagree    54 28.1 
4 = Agree   44 22.9 
5 = Strongly Agree 
   

  13 6.8 

2- Black people should be suspicious of information from doctors 
and health care workers (N = 192)  

  

1= Strongly Disagree   29 15.1 
2 = Disagree    57 29.7 
3 = Neither Agree or Disagree      47 24.5 
4 = Agree     42 21.9 
5 = Strongly Agree 
   

    17 8.9 

3- Black people receive the same medical care from doctors and 
health care workers as people from other groups (N=192) 

  

1=Strongly Disagree 34 17.7 
2 = Disagree  66 34.4 
3 = Neither Agree or Disagree  40 20.8 
4 = Agree     38 19.8 
5 = Strongly Agree 14 7.3 

4-Black people are treated the same as people of other groups by 
doctors and health care workers.  (N = 192)  

         

1=Strongly Disagree  33 17.2 
2 = Disagree   75 39.1 
3 = Neither Agree or Disagree   32 16.7 
4 = Agree    29 15.1 
5 = Strongly Agree 
   

 23 12.0 
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Results for Research Question #8 
 

While recalling their high-risk birth hospitalization, how did they rate their hospital 
healthcare providers' cultural sensitivity and cultural competence, overall, for treating them as 
someone who was Black, African American?(RCSCH-OHP-1) 
 

Part VIII: Rating the Cultural Sensitivity, Competence and Humility of Hospital 

Providers (RCSCH-OHP-1). The Rating the Cultural Sensitivity, Competence and Humility of 

Hospital Providers had a mean of 2.58 (SD=1.159, min=1.00, max=6.00) for a moderate level of 

cultural sensitivity, competence and humility for their hospital providers. For example, in 

UHVSRQVH�WR�WKH�SURPSW��L�H��³7KLQNLQJ�EDFN�DQG�UHFDOOLQJ�WKDW�SDUWLFXODU�KRVSLWDOL]DWLRQ�WR�GHOLYHU 

your baby (or babies/twins, etc.), please rate your hospital healthcare providers' cultural 

sensitivity and cultural competence, overall, for treating you as someone who is Black, African 

American, etc. -- or for providing you with the same quality of care they provide to White 

ZRPHQ´���VRPH��������Q ����UDWHG�WKHLU�KRVSLWDO�SURYLGHUV�DV�³SRRU´�IRU�FXOWXUDO�VHQVLWLYLW\��

competence/ humility.  

 See Table 10.  

 

Table 10. Rating the Cultural Sensitivity, Competence and Humility of Hospital Providers 
(RCSCH-OHP-1) (N=192)  
                  N               % 
Prompt: Thinking back and recalling that particular 
hospitalization to deliver you baby (or babies/twins, 
etc.), please rate your hospital healthcare providers' 
cultural sensitivity and cultural competence, overall, for 
treating you as someone who is Black, African 
American, etc. -- or for providing you with the same 
quality of care they provide to White women (N=192) 

                       

1-Very poor    25 13.0 
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2- Poor     81 42.2 
3-Fair    56 29.2 
4-Good    17 8.9 
5-Very Good     5 2.6 
6-Excellent  
Mean Self Rated Cultural Sensitivity=2.58,  
 SD = 1.159,  min = 1, max =6  
 

   8 4.2 
  
 
 
 
Results for Research Question #9: 

 Regarding their intersectional (i.e. Black, female) and other personal characteristics 
(e.g. overweight or obese; appearance for skin tone, hair, etc.; disability), what did they identify 
as those characteristics to which providers seemed to be responding when they experienced any 
discrimination or unfair treatment during their high-risk birth hospitalization²whether they 
experienced no (0) discrimination or the highest level of discrimination (5) for multiple 
characteristics? (PD-BHS-IRTPS-5) 
 

Part IX: Perceived Discrimination by Hospital Providers in Response to Personal 

Demographics (PD-BHS-IRTPS-5). The Perceived Discrimination by Hospital Providers in 

Response to Personal Demographics scale produced a mean of 1.89 (SD=1.052, min=0, max=5) 

for closest to a low-moderate level of discrimination in response to their demographics. For 

example, during their high-risk birth hospitalization, 75.5% (n=145) reported experiencing 

discrimination for being Black, and  62.0% (n=119) reported experiencing discrimination due to 

their appearance (skin tone, hair, etc.), and 28.6% (n=55) for being overweight or obese. 

See Table 11.  
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Table 11. Perceived Discrimination by Hospital Providers in Response to Personal 
Demographics (PD-BHS-IRTPS-5) (N= 192) 
 
                                                                                                                      N          %  
[Mean Discrimination= 1.89; SD= 1.052; min=0; max= 5] 
1- Being a woman (N=192)      
1²Being a woman  37 19.3 
Missing   
 

155 80.7 
2- Being African American or Black (N= 192)   
1-Being African American or Black 145 75.5 
Missing  
 

47 24.5 

3- Being overweight or obese (N= 192)   
1-Being overweight or obese 55 28.6 
Missing  
 

137 71.4 

4- My appearance (skin tone, hair, etc.) (N= 192)   
1-My appearance (skin tone, hair, etc.) 119 62.0 
Missing   73 38.0 

5- Being a person with a disability (N= 192)   
1-Being a person with a disability  6 3.1 
Missing   
 

186 96.9 

6- Not applicable/None apply to me (N= 192)   
1-Not applicable to me/none apply to me   7 3.6 
Missing   
 

185 96.4 

7- Unsure (N= 192)   
1-Unsure 10 5.2 
Missing   
 

182 94.8 
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Results for Research Question #10: 

For the year after their high-risk birth hospitalization (months 1 to 12 post-partum), to 
what extent did they experience mental distress (i.e. Overall Mental Health Index)²and, 
specifically, to what extent did they experience depression, anxiety, and trauma, as well as 
access any counseling? And, for the past year, as an indicator of current status, to what extent 
did they experience mental distress²and, specifically, to what extent did they experience 
depression, anxiety, and trauma, as well as access any counseling? Is there any significant 
difference when comparing the year post the high-risk birth hospitalization and the past 
year?(RDATS-PY-YPRBH²8)  

 

Part X: Retrospective Depression, Anxiety, Trauma and Receipt of Counseling 

Scale²Past Year (A) and Year Post-High-Risk Birth Hospitalization (B) (RDATS-PY-

YPRBH²8).   

Scale A for Past Year Mental Distress. )LUVW��IRU�6FDOH�$��SDUWLFLSDQWV¶�past year 

experience of any depression, anxiety and trauma combined to create a score for Mental Distress 

ZLWK�D�&URQEDFK¶V�$OSKD�RI������IRU�JRRG�LQWHUQDO�FRQVLVWHQF\��6FDOH�$�SURGXFed a mean of 

1.375 (SD= .9523; min= .00; max= 4.00) for closest to a low level of mental distress in the past 

year. For example, 32.8% (n=63) indicated they had experienced a mild level of depression in 

the last 12 months. Also, 69.8% (n=134) sought counseling in the past year.  

Of note, the frequency of experiencing Retrospective Depression, Anxiety, Trauma and 

Receipt of Counseling Past Year was examined by combining the responses WR�FDSWXUH�³<HV´�

(i.e. combining 1-Yes, a very mild level, 2-Yes, a moderate level, 3-Yes, a severe level, and 4-

Yes, a very severe level), showing: 

x 75.5% (n= 145) had depression in the past year  
x 82.2% (n=159) had anxiety in the past year  
x 74.9% (n=144) had trauma or trauma symptoms in the past year  
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 See Table 12.  
 
 
 
Table 12. Retrospective Depression, Anxiety, Trauma and Receipt of Counseling  

Scale²Past Year (A) (N=192) 

                                                                                                                                           N                 %  

 
Do you think you experienced any depression in the past year or 12 
months?  (N=192)   

   

0-No  47 24.5 
1-Yes, a very mild level 63 32.8 
2-Yes, a moderate level 53 27.6 
3-Yes, a severe level 23 12.0 
4-Yes, a very severe level  
 

6 3.1 

Do you think you experienced any anxiety in the past year or 12 
months? (N= 192) 

  

0-No  33 17.2 
1-Yes, a very mild level 77 40.1 
2-Yes, a moderate level 45 23.4 
3-Yes, a severe level 32 16.7 
4-Yes, a very severe level  
 

5 2.6 

Do you think you experienced any trauma or trauma symptoms in the 
past year or 12 months?  (N=192)   

   

0-No  48 25.0 
1-Yes, a very mild level 74 38.5 
2-Yes, a moderate level 43 22.4 
3-Yes, a severe level 21 10.9 
4-Yes, a very severe level  
3DVW�\HDU�&URQEDFK¶V�$OSKD����LWHPV� ����� 
[Mean 1.375; SD= .9523; min= .00; max= 4.00] 
 

6 3.1 

In the past year, did you seek out any kind of counseling or advice for 
any depression, anxiety, or trauma²such as from a mental health 
professional or other helper? (N= 192) 

  

1-Yes 134 69.8 
2-No 48 25.0 
3-Not applicable/no experience of depression/anxiety/trauma 10 5.2 
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Scale B for Year Post-High-Risk Birth Hospitalization. Second, for Scale B, Year 

Post-High-Risk Birth Hospitalization, SDUWLFLSDQWV¶�GHSUHVVLRQ��DQ[LHW\��DQG�WUDXPD�FRPELQHG�WR�

FUHDWH�D�VFRUH�IRU�0HQWDO�'LVWUHVV�ZLWK�D�&URQEDFK¶V�$OSKD�RI������IRU�JRRG�LQWHUQDO�FRQVLVWHQF\��

Scale B produced a mean of 1.78 (SD=. 9376; min= .00; max= 4.00) for a low-moderate level of 

mental distress post-partum months 1 to 12. For example, 35.4% (n=68) experienced anxiety 

post-partum months 1 to 12. Also, 79.7% (n=153) sought counseling post-partum months 1 to 

12.  

Further, the frequency of experiencing any retrospective depression, anxiety or trauma 

the Year Post-High-Risk Birth Hospitalization was examined by combining the responses to 

FDSWXUH�³<HV´��L�H��FRPELQLQJ�1-Yes, a very mild level, 2-Yes, a moderate level, 3-Yes, a severe 

level, and 4-Yes, a very severe level), showing: 

x 91.6% (n= 176) experienced depression the year post-partum  
x 93.3% (n=179) experienced anxiety the year post-partum  
x 89% (n=171) experienced trauma or trauma symptoms the year post-partum 

 
 
See Table 13.  
 
 
 

Table 13. Retrospective Depression, Anxiety, Trauma and Receipt of Counseling  
Scale Year Post-High-Risk Birth Hospitalization (B) (N=192) 
 
                                                                                                                               N %  
 
Looking back on the PERIOD OF TIME AFTER YOU HAD A 
HOSPITALIZATION FOR A BIRTH (months 1 to 12 post-partum), 
do you think you experienced any depression?  (N=192)   

   

0-No  16 8.3 
1-Yes, a very mild level 82 42.7 
2-Yes, a moderate level 50 26.0 
3-Yes, a severe level 34 17.7 
4-Yes, a very severe level  
 

10 5.2 
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Any anxiety? (N= 192)   
0-No  13 6.8 
1-Yes, a very mild level 68 35.4 
2-Yes, a moderate level 56 29.2 
3-Yes, a severe level 42 21.9 
4-Yes, a very severe level  
 

13 6.8 

Any trauma or trauma symptoms? (N=192)      
0-No  21 10.9 
1-Yes, a very mild level 64 33.3 
2-Yes, a moderate level 59 30.7 
3-Yes, a severe level 31 16.1 
4-Yes, a very severe level  
3RVW�3DUWXP�&URQEDFK¶V�$OSKD����LWHPV� ����� 
[Mean 1.780; SD= .9376; min= .00; max= 4.00] 
 

17 8.9 

Did you seek out any kind of counseling or advice for any depression, 
anxiety, or trauma²such as from a mental health professional or 
other helper? (N= 192) 

  

1-Yes 153 79.7 
2-No 37 19.3 
3-Not applicable/no experience of depression/anxiety/trauma 2 1.0 

 
 
 
Paired T-Tests Comparing Past Year to Year Post-Partum 

The level of Mental Distress was compared for Scale A [Retrospective Depression, 

Anxiety, Trauma and Receipt of Counseling Scale²Past Year (A)] and Scale B [Retrospective 

Depression, Anxiety, Trauma and Receipt of Counseling Scale Year Post-High-Risk Birth 

Hospitalization (B)]. Findings showed statistically significant differences (t=10.885, df = 248, p 

= .000) in the paired sample t-tests comparing mental distress ratings in the past year (mean = 

1.375, SD = .952) versus mental distress post-partum or the year after the high risk birth 

hospitalization (mean = 1.795, SD = .938)²indicating a significantly higher level of mental 

distress for the year post-partum.   

 See Table 14.  
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Table 14. Comparison of Mental Distress Past Year Versus Post-Partum Year (N=192) 

 
Past year versus Post-
Partum Year 

t-tests  
      

Mental Distress Scale N  M  SD  T  df  p  
Mental Distress         7.745  191  .000***  
Post-Partum    192  1.795  0.938          
Past Year   192 

  
1.375 
  

0.952  
  

  
  

  
  

   
  

*p<.05, **p<.01, ***p<.001 
Note: All p values above .05 are considered non-significant, and only those below .05 are 
considered statistically significant. 
 
 

Results for Research Question #11 

For the past month, what is their level of perceived stress, as another indicator of current 
status? (PSS-4) 
 

Part XI: Perceived Stress Scale (PSS-4). The Perceived Stress Scale (PSS-4) had a 

&URQEDFK¶V�$OSKD�RI������IRU�YHU\�XQDFFHSWDEOH�LQWHUQDO�FRQVLVWHQF\��ZKLOH�WKH�PHDQ�VFRUH�ZDV�

1.995 (SD =.56162; min = .00; max = 3.50) for a moderate level of past-month stress. For 

H[DPSOH��UHJDUGLQJ�³In the last month, how often have you felt that you were unable to control 

WKH�LPSRUWDQW�WKLQJV�LQ�\RXU�OLIH"´���������Q ����HQGRUVHG�IHHOLQJ�³VRPHWLPHV´�DQG�������

�Q ����HQGRUVHG�IHHOLQJ�WKLV�ZD\�³IDLUO\�RIWHQ´. 

 
See Table 15.  
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Table 15. Past Month Perceived Stress (N = 192)  
 
                                                                                                                            N  %  
1- In the last month, how often have you felt that you were unable to 
control the important things in your life? (N = 192)    

   

0=Never 5 2.6 
1 = Almost Never 33 17.2 
2 = Sometimes   93 48.4 
3 = Fairly Often   41 21.4 
4 = Very Often   20 10.4 

2- In the last month, how often have you felt confident about your 
ability to handle your personal problems? (N = 192)  

  

0=Never 4 2.1 
1 = Almost Never 31 16.1 
2 = Sometimes 84 43.8 
3 = Fairly Often   53 27.6 
4 = Very Often   20 10.4 

3-In the last month, how often have you felt that things were going 
your way?  (N = 192)  

      

0=Never 2 1.0 
1 = Almost Never 41 21.4 
2 = Sometimes 89 46.4 
3 = Fairly Often   45 23.4 
4 = Very Often   15 7.8 

4- In the last month, how often have you felt difficulties were piling 
up so high that you could not overcome them? (N=192) 

  

0=Never 8 4.2 
1 = Almost Never 26 13.5 
2 = Sometimes 94 49.0 
3 = Fairly Often   44 22.9 
4 = Very Often   
 
3HUFHLYHG�6WUHVV�6FDOH�&URQEDFK¶V�$OSKD����LWHPV��=.429 
[Mean =1.995; SD =.56162; min = .00; max = 3.50]  

20 10.4 
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Results for Research Question # 12 
 
 

For the year after their high-risk birth hospitalization (months 1 to 12 post-partum), to 
what extent did they experience social support? And, for the past year, as an indicator of current 
status, to what extent did they experience social support? Is there any significant difference when 
comparing the year post-high-risk birth hospitalization and the past year? (PSS-NADRBH-S-2) 
 

Part XII: Perceived Social Support²Now and During a High-Risk Birth 

Hospitalization²Scale (PSS-NADRBH-S-2). The Perceived Social Support mean was 2.92 

(SD = 1.097; min = 1; max = 5) for closest to participants having 2 individuals to rely upon for 

social support, or a moderate level of social support. For example, 31.3% (n=60) reported having 

³DW�OHDVW���SHRSOH´�IRU�VRFLDO�VXSSRrt at the present time.  

For the Perceived Social Support for the year after participants had their high-risk birth 

hospitalization, there was a mean of 2.74; (SD = 1.085; min = 1; max = 5) for closest to 

participants having 2 individuals to rely upon for social support, or a moderate level of social 

VXSSRUW��)RU�H[DPSOH���������Q ����UHSRUWHG�KDYLQJ�³DW�OHDVW���SHRSOH´�LQ�WKHLU�OLIH�WKH�\HDU�DIWHU�

they had their high-risk birth hospitalization.  

 See Table 16.  

 

Table 16. Perceived Social Support Now and During High-Risk Birth 
Hospitalization (N = 192)    

  

 N    %  
Having SOCIAL SUPPORT means having people in your life 
who provide the following kinds of support and assistance: you 
can ask them for advice or receive words of encouragement; get 
money or get food in an emergency; or have a place to 
temporarily wait for help or stay or live in an emergency. (N = 
192) 

1. I have no one like this in my life right now 20 10.4 
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2. I have at least 1 one person like this in my life right now 50 26.0 
3. I have at least 2 people like this in my life right now 60 31.3 
4. I have 3-5 people like this in my life right now 49 25.5 
5. I have 6 or more people like this in my life right now 
[Mean social support = 2.92; SD = 1.097; min = 1; max = 5]     

13 6.8 

Social support for the year after birth? (N= 192)  

 

 

1. I have no one like this in my life right now 23 12.0 
2. I have at least 1 one person like this in my life right now 64 33.3 
3. I have at least 2 people like this in my life right now 56 29.2 
4. I have 3-5 people like this in my life right now 38 19.8 
5. I have 6 or more people like this in my life right now 
 
 
] 
[Mean social support = 2.74; SD = 1.085; min = 1; max = 5]     

11 5.7 
[Mean social support post-partum- 2.74, SD=1.085, mix=1, max= 
5] 

  

 
 

Paired T-Tests Comparing Past Year to Year Post-Partum 

Findings showed statistically significant differences (t=-2.250, df = 191, p = .026) in 

the paired sample t-tests when comparing level of social support post-partum (mean = 2.74, 

SD = 1.085) versus current level of social support (mean = 2.92, SD = 1.097), indicating a 

lower level of perceived social support for their post-partum year 

 

 See Table 17.  
 
 
Table 17. Comparison of Social Support Current Versus Post-Partum Year (N=192) 

 
Past year versus Post-
Partum Year 

   t-tests  
      

Social Support Scale N  M  SD  T  df  p  
Social Support         -2.250  191  .026* 
Post-Partum    192  2.74  1.085          
Present   192 

  
2.92 
  

1.097 
  

  
  

  
  

   
  

*p<.05, **p<.01, ***p<.001 
Note: All p values above .05 are considered non-significant, and only those below .05 are 
considered statistically significant.  
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Results for Research Question #13 

 What significant relationships were found between the study outcome variable of level of 
medical mistrust and selected demographic and other variables?  
 

Independent T-tests Comparing Groups on Level of Medical Mistrust (MMS-SF-4). 

Here, independent t-tests were conducted to compare dichotomous groups on the outcome 

variable of Medical Mistrust (MMS-SF-4). For this present study, 2 dichotomous groups were 

compared. The following group comparisons were significant:  

x Past Year: When comparing the level of medical mistrust for those who UHVSRQGHG�³\HV´�

did seek counseling in the past year (mean= 3.164, SD= 0.786) to those who responded 

³QR´��PHDQ �������6' �������WKHUH�ZDV�D�VLJQLILFDQW�GLIIHUHQFH��W -1.845, df=81.615, 

p=.001), showing those who did not seek counseling had significantly higher medical 

mistrust  

x Year Post-High-Risk Birth Hospitalization. When comparing the level of medical 

PLVWUXVW�IRU�WKRVH�ZKR�UHVSRQGHG�³\HV´�did seek counseling the year post-partum (mean= 

�������6' ��������WR�WKRVH�ZKR�UHVSRQGHG�³QR´��PHDQ �������6' ����4) there was a 

significant difference (t=-0.554, df=44.210, p=.000), showing those who did not seek 

counseling post-partum had significantly higher medical mistrust  

See Table 18.  
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Table 18.  Independent T-Tests Comparing Groups on the Medical Mistrust Outcome Variable   
  
  Medical Mistrust   t-tests  
   N  M  SD                t  df               P  
Sought counseling past year          -1.845  81.615 ª   .001*** 

No  58   2.862   1.135       
Yes 134   3.164   0.786       

Sought counseling post-
partum  

        0.554  44.210 ª  .000***  

No  39   3.173   1.364        
Yes  153   3.047   0.761       

*p<.05, **p<.01, ***p<.001 
Note: All p values above .05 are considered non-significant, and only those below .05 are 
considered statistically significant.  
Note: ª df scores are lower than expected due to missing data.  
 
 
 

3HDUVRQ¶V�&RUUHODWLRQV�([DPLQLQJ�$VVRFLDWLRQV�ZLWK�WKH�2XWFRme Variable of 

Higher Medical Mistrust: Correlations between 13 independent variables were examined with 

the study primary outcome variable of a higher level of medical mistrust [i.e. higher score 

on the Medical Mistrust Scale²Short Form (MMS-SF-4) scale]. With 13 comparisons, the 

Bonferroni Adjustment Significance (.05/13, p =.0038) level was p<.004. Significant 

correlations showed that the higher the level of medical mistrust, then the: 

x Higher the participant age (r=.219, p=.002) 
x Higher the education level (r=.252, p=.000) 
x Higher level of perceived racism, discrimination, and  

inequity in treatment from medical staff (r= .436, p=.000) 
x Lower level of cultural sensitivity/ competence/ humility rating 

for hospital providers (r= -.406, p=.000) 
x Higher level of discrimination in response to more personal demographic 

characteristics by hospital providers (r=.232, p=.001) 
x Higher mental distress (depression, anxiety, trauma) in the past year (r=.490, p=.000) 
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x Higher mental distress (depression, anxiety, trauma) in the year post-partum (r=.383,  
p=.000) 

 

See Table 19.  
 
 
 

Table 19. Correlations for Selected Independent Variables with Medical Mistrust  
 
                                 Higher Medical Mistrust 

                                                                                                           3HDUVRQ¶V�5�������������            P 

Selected Independent Variables 
 
 

  
Older/ Higher Age        .219   .002* 
Darker Skin Color        .018 .803 
Higher Education Level        .252       .000*** 
Lower Annual Household Income      -.012 .871 
Higher Perceived Racism, Disc., Inequity in Tx from Medical Staff 
     

.436       .000*** 
Lower Level of Cultural Sensitivity/Competence/Humility Rating 
Providers        

-.406       .000*** 
Higher Level of Discrimination in Response to More Demographics 
Characteristics 
 
Characteristics by Hospital Providers        

.232       .001*** 
Higher Mental Distress (depression, anxiety, trauma) in Past Year    .490       .000*** 
Higher Mental Distress (dep, anxiety, trauma) Year Post-Partum .383       .000*** 
Higher Past Month Perceived Stress   .156    .031* 
Higher Current Social Support .072  .319 
Lower Social Support Post-Partum -.154    .033* 
Lower Risk of Providing Socially Desirable Responses    -.102 .157 
 
*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/13, p = .0038) 
Note: All p values above .004 are considered non-significant; and only those below 
.004 are considered statistically significant.  
 

 

Results for Research Question 14 

 What were the significant predictors of the study outcome variable of level of medical 
mistrust when controlling for social desirability, given selected independent variables? 
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7KLV�VWXG\¶V�GDWD�DQDO\VLV�SODQ�VSHFLILHG�WKH�XVH�RI�EDFNZDUG�VWHSZLVH�regressions, while 

seeking significant predictors of the study outcome variable of a higher level of medical mistrust, 

while controlling for socially desirable responses. 

Independent variables: For the backwards stepwise regression model, the following 11 

independent variables were selected: 

1-age (continuous variable) 
2-skin color (continuous variable) 
3-education level (continuous variable) 
4-annual household income (continuous variable) 
5-level of perceived racism, discrimination, and inequity in treatment from medical staff  

during service delivery (continuous variable) 
6- level of cultural sensitivity/ competence/ humility of providers during high-risk  

 birth hospitalization (continuous variable) 
7- level of discrimination by hospital providers (continuous variable) 
8- mental distress past year (depression, anxiety, trauma) (continuous variable) 
9- mental distress year post-partum (depression, anxiety, trauma) (continuous variable) 
10-if counseling was sought in the past year (yes/no²dichotomous variable) 
11-if counseling was sought the year post-partum (yes/no²dichotomous variable) 
 

Backwards stepwise regression. The model began with the above list of 11 independent 

variables in the regression model. The backward elimination procedure simply drops the weakest 

predictors at each stage²once variables are dropped, they cannot reenter the equation. The 

backward stepwise program eliminates the variable having the weakest association with the 

outcome variable (i.e., medical mistrust), repeating this process of elimination until only those 

variables that were statistically significant (p < .05) remained in the model.   

As per Henderson and Denison (198), the backward elimination procedure simply drops 

the weakest predictors at each stage²once variables are dropped, they cannot reenter the 

equation. According to Henderson and Denison (1989), backward stepwise regression is defined 

DV�D�VHW�RI�³LWHUDWLYH�VHDUFK�DQG�PRGHO�FRPSDULVRQ�SURFHGXUHV�WKDW�LGHQWLI\�ZKLFK�LQGHSHQGHQW�

YDULDEOHV´�KDYH�WKH�VWURQJHVW�DVVRFLDWLRQ with the dependent variable (p. 252). This regression is 
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XVXDOO\�LQYRNHG�WR�FKRRVH�WKH�³EHVW�VHW�RI�SUHGLFWRU�YDULDEOHV�IURP�VRPH�EURDGHU�GRPDLQ�RI�

YDULDEOHV´��S��������%DFNZDUG�VWHSZLVH�UHJUHVVLRQ�LV�XVHG�LQ�PDQ\�LQVWDQFHV�ZKHQ�³VSHFLILFDWLRQ�

of a regresVLRQ�PRGHO�EHIRUHKDQG�LV�FRQVLGHUHG�GLIILFXOW´�RU�LPSRVVLEOH��S��������+RZHYHU��

VWHSZLVH�UHJUHVVLRQ�LV�FRPPRQO\�XVHG�ZLWKRXW�³SURSHU�FRQVLGHUDWLRQ�IRU�LWV�LQKHUHQW�WKHRUHWLFDO�

DQG�SUDFWLFDO´�OLPLWDWLRQV��+HQGHUVRQ�	�'HQLVRQ��������S�������� 

Backward stepwiVH�UHJUHVVLRQ�LV�FKDOOHQJLQJ�LI�WKHUH�LV�D�³ODUJH�QXPEHU�RI�FDQGLGDWH�

YDULDEOHV�DQG�LPSRVVLEOH´�LI�WKH�QXPEHU�RI�FDQGLGDWH�YDULDEOHV�LV�ODUJHU�WKDQ�WKH�QXPEHU�RI�

observations (Smith, 2018, p. 2). A problem to consider with backward stepwise regression is 

how this procedure might sometimes select explanatory variables that, although not directly 

DIIHFWLQJ�WKH�GHSHQGHQW�YDULDEOH��DUH�³V\VWHPDWLFDOO\�UHODWHG�WR�YDULDEOHV�WKDW�GR�DIIHFW�WKH�

GHSHQGHQW�YDULDEOH´��S������$V�D�UHVXOW��VHOHFWLRQ�RI�FHUWDLQ�YDULDEOHV by the procedure could give 

false confidence in the estimated model because of the high t values and the boost they provide 

to R ². Overall, backward stepwise regression is seen as an efficient way of choosing a 

³UHODWLYHO\�VPDOO�QXPEHU�RI�H[SODQDWRU\�YDULDEOHV�IURP�D�YDVW�DUUD\�RI�SRVVLELOLWLHV´��6PLWK��

2018, p. 10).   

Overfitting. Dalicandro et al., (2021) described overfitting as ³Whe problem of 

FDSLWDOL]LQJ�RQ�WKH�LGLRV\QFUDWLF�FKDUDFWHULVWLFV´�RI�WKH�VDPSOH�EHLQJ�VWXGLHG��S������$PRQJ�WKH�

data-analytic practices that increase the chance of overfitting, there is backward stepwise 

regression. Backward stepwise regression can lead to overfitting, as it is an automated 

DOJRULWKPLF�VHOHFWLRQ�RI�YDULDEOHV��2YHUDOO��WKH�EHVW�HYLGHQFH�WKDW�WKHVH�³SUDFWLFHV�SURduce 

RYHUILWWHG�PRGHOV�FRPH�IURP�VLPXODWLRQ�VWXGLHV´��Dalicandro et al., 2021, p. 2).  

Controlling for social desirability. In the present study, the exception to the backward 

stepwise regression process of elimination was the variable for risk for providing socially 
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desirable responses. Specifically, the risk for providing socially desirable responses was forced 

into the model as a control variable regardless of the significance level. Thus, this permit ed 

the regression to effectively control for social desirability within the present study.  

Backward stepwise regression results. The results of the backwards stepwise 

regression for this study yielded the following, while controlling for social desirability, finding 

a higher level of medical mistrust was significantly predicted by: 

� Older/ Higher age (B = .033, p = .001)  
� Higher level of education (B = 0.205, p = .000)  
� Lower annual household income (B = -.055, p = .026)  
� Higher level of perceived racism, discrimination, and inequity in treatment from  

medical staff (B = 0.137, p = .046)  
� Lower level of cultural sensitivity/ competence/ humility rating for  

hospital providers (B = -.155, p = .002)  
� Higher past year mental distress (i.e., depression, anxiety, trauma)  

(B = .369, p = .000)  
� Lower level of social support year post-partum (B = -0.162, p = .004).  

 

It was found that, according to this model, 46.5% of the variance was predicted (R2 = 

0.698, Adjusted R2 = 0.465; F = 21.656, p =.000) by the independent variable identified above. 

See Table 20. 

 

Table 20. Backwards Stepwise Regression Predicting Medical Mistrust 

Variables    B SE of B P 

Older Age    .033 .010 .001** 
Higher Level of Education     .205 .040 .000*** 
Lower Annual Household Income -.055 .024 .026* 
Higher Level of Perceived Racism, Discrimination and  
        Inequity in Treatment from Medical Staff   

.137 .068 .046* 

Lower Cultural Sensitivity/ Comp/ Hum Rating for 
        Hospital Providers -.155 .050 .002* 

Higher Past Year Mental Distress (i.e., Depression,  
          Anxiety, Trauma)   .369 .059 .000** 
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Lower Level of Social Support Year Post-Partum -.162 .055 .004* 

*p<.05, **p<.01, ***p<.001; R2 (0.465); Adjusted R2 (0.465) ± meaning 46.5% of  
variance was explained by this model     
F = 21.656, p =.000   

 

 

Conclusion  

This chapter has presented through text and tables the results of data analysis.  

Both quantitative and qualitative data analyses were presented.  

  Next, Chapter V will present a discussion of the results, along with a summary of the 

study²including discussions of demographic findings and conclusion.  
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Chapter V  
  

DISCUSSION, IMPLICATIONS,   

RECOMMENDATIONS, AND CONCLUSION  

 
  
  

As the final chapter of the dissertation, this chapter discuss the results of data analysis. In 

addition to a discussion of findings, this chapter will present the implications of the findings, 

and recommendations for future research. The limitations of this study and a final conclusion 

will also be provided.  

 

Discussion of Results  

 

Discussion of Demographic Findings 

The study findings may be compared to those found in the Williams-Gunpot (2021) 

investigation of COVID-19 knowledge, including factors such as medical mistrust, with a 

mixed-gender sample of Black adults (N=188), as another COVID-19 pandemic era 

investigation.  The present study used an online sample (n=192) that was also  100% Black 

(N=192), while only composed of women who were ages 24-61 with a mean age of 33.23 years 

(SD= 4.980, min=24, max=61). The Williams-*XQSRW¶V��������VDPSOH�ZDV�������IHPDOH�1 �

(157) with a mean age of 43.16 years (min=18, max=72, SD 12.567).  
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In the present study, the mean annual household income was category 5.27 for $50,000 to 

$99,000 (SD=2.371, min=1, max= 11). This corresponds to the national median family income 

for the United States, which was reported at $79,900 in the year 2021 (US Census Bureau, 2021) 

Similarly, Williams-Gunpot (2021) reported a mean income for between $50,000 and $99,999. 

In the present study, the education level was a mean of category 3.98 for some college 

credit, no degree (SD= 1.472, min= 1, max= 7). Williams-Gunpot (2021) reported a higher level 

of education with a mean of 5.10 (min=1, ma[ ���6' �������IRU�EDFKHORU¶V�GHJUHH�� 

 

Discussion of Findings on Social Desirability  

This study found the sample (n=192) had a moderate risk for providing socially responses 

(mean = 6.49, SD=2.356, min=0, max=10).  In contrast, Williams-Gunpot (2010) found a lower 

social desirability mean of 3.75 (min= 0, max= 10, SD=3.009), suggesting that sample had 

closest to a low to moderate risk for providing socially desirable responses.  

 

Discussion of Findings on Perceived Racism, Discrimination, and Inequities by Medical 

Staff  

As a new scale created for this study, the Perceived Racism, Discrimination, and 

Inequities in Service Delivery by Medical Staff During a High-Risk Birth Hospitalization (PR-D-

ISD-BMS-DRBH-20) scale KDG�DQ�H[FHOOHQW�LQWHUQDO�FRQVLVWHQF\��&URQEDFK¶V�$OSKD ���������

Findings with this new scale showed (mean = 2.386, SD = .9489; min = .00; max =4.00) the 

frequency with which women had experiences of racism, discrimination, and inequities during 

LQWHUDFWLRQV�ZLWK�PHGLFDO�VWDII�ZDV�FORVHVW�WR��³IHZ�WLPHV´�RU�DW�D�PRGHUDWH�IUHTXHQF\�� 
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5HFDOO�WKDW�WKLV�VWXG\¶V�new tool was based on the review of literature, while some items 

reflect incorporating and adapting items described within the work of Hall et al., (2021) for use 

in research on discrimination in medical settings and during healthcare service delivery (See 

Chapter 3 description of this tool). Hall et al., (2021) conducted research with a sample of  Black 

DGXOWV��Q �����ZKHUH���������Q ����HQGRUVHG�³DJUHH´�RU�³VWURQJO\�DJUHH´�WKDW�WKH\�³)HOW�OLNH�D�

GRFWRU�RU�QXUVH�ZDV�QRW�OLVWHQLQJ�WR�ZKDW�\RX�ZHUH�VD\LQJ�´�:LWKLQ�WKH�SUHVHQW�VWXG\��when the 

frequencies were combined for a few times (scored 3) and many times (scored 4), findings 

similarly showed 61.2% (n=118) felt what they had to say was dismissed, ignored, and not taken 

seriously, and 62% (n=119) felt not listened to by doctors and nurses.  

7KLV�VWXG\¶V�ILndings echo those of others on how racial bias, displayed verbally or non-

verbally��FDQ�LQGLFDWH�GLVUHJDUG�IRU�PRWKHUV��³VLOHQFLQJ�WKHLU�YRLFH�DQG�HOLFLWLQJ�QHJDWLYH�

UHVSRQVHV´��'DYLV�HW�DO���������S������,Q�WKH�SUHVHQW�VWXG\��UDFLDO�ELDV�ZDV�SHUFHLYHG�WKDt was both 

verbal and nonverbal. When combining a few times and many times, the women in this study 

reported a high frequency for experiencing verbal racial bias, given 45.8% (n=88) were verbally 

abused, 47.4% (n=91) were yelled, 51.1% (n=98) were scolded, ridiculed, mocked, and shamed, 

54.1% (n=104) felt belittled and put down, and 42.7% (n=82) were threatened, coerced, lied to, 

and manipulated. 

 As per Davis et al., (2021), racial bias may also be displayed non-verbally, while 

indicating disregard for a mother²ZKLFK�ZDV�DOVR�VKRZQ�LQ�WKH�SUHVHQW�VWXG\¶V�ILQGLQJV��

Specifically, when combining a few times and many times±findings in this study showed an array 

of non-verbal experiences were high frequency events, given how: 46.9% (n= 90) felt racially 

stereotyped or treated like a racial stereotype by doctors and nurses; 52.6% (n=101) received 

poor treatment or poorer treatment; 59.9% (n=115) felt like the quality of treatment and care that 
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they received was not equal to or the same as a White woman would receive; 57.8% (n=111) felt 

disrespected and that they received disrespectful care; and, 62% (n=119) were treated with less 

respect than a White woman. 

Pain treatment and management has also been a serious issue among Black patients 

Green et al., 2020). Support for this issue was also found in the present study where (combining 

the frequencies for a few times and many times) 48% (n=92) felt their pain level was not 

managed appropriately with medication, and 50.5% (n=97) felt their pain level was not managed 

with medication the way a White woman would have her pain managed. These findings are 

concerning, as other research found that medical residents who held an explicit stereotype that 

%ODFN�SHRSOH�ZHUH�ELRORJLFDOO\�GLIIHUHQW�³SURYLGHG�OHVV�DFFXUDWH�SDLQ�WUHDWPHQW�

UHFRPPHQGDWLRQV�IRU�%ODFN�SDWLHQWV´��*UHHQ�HW�DO���������S�����  Of note, in the present study, 

46.9% (n= 90) felt racially stereotyped or treated like a racial stereotype by doctors and nurse a 

few times to many times. 

 

Discussion of Findings on Risk Factors, Complications, Health Conditions 

 Data collected via the Risk Factors for Pregnancy-Related Complications²Chronic 

Health Conditions (RFF-PRC-CHC-5) tool suffered due to a programming error, resulting in a 

small sample with usable data, while the larger proportion was missing data (for details See 

Chapter 3 discussion and Chapter 4 results). Despite these limitations, suggestive findings 

showed 18.2% (n=35) reported having hypertension or high blood pressure before they went into 

the hospital to deliver. Within the Cederlof et al., (2021) large cohort (n=2,134,239) study, for 

registered pregnancies between the year 1973 to 2014, some 2.3% (n=9623) reported having 

hypertension one year before their delivery. The suggestive finding of 18.2% of the women in 
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WKLV�VWXG\¶V�DOO�%ODFN�VDPSOH�KDYLQJ�KDG�K\SHUWHQVLRQ�RU�KLJK�EORRG�SUHVVXUH�LV�PXFK�KLJKHU�WKDQ�

that 2.3% rate found by Cederlof et al., (2021). This may reflect health disparities among Black 

women and the fact that this study sought out volunteers for a convenience sample of women 

who specifically had a high-risk birth hospitalization²thereby increasing the chances they also 

had high-risk factors and chronic conditions, such as hypertension. By way of another 

comparison, Varagic et al., (2021) reported a rate of hypertension ranging from 8% to 10% 

DPRQJ�³DOO�SUHJQDQFLHV�LQ�WKH�8QLWHG�6WDWHV´��9DUDJLF�HW�DO���������S��������6R��HYHQ�LQ�

comparison to that 8-����UDWH��WKLV�VWXG\¶V�ILQGLQJ�UHPDLQV�FRPSDUDWLYHO\�KLJK�ZLWK�������

reporting having hypertension or high blood pressure before they went into the hospital to 

deliver. Again, this is likely reflective of those health disparities among Black women which, in 

this study, may be a function of recruiting exclusively Black women with a history of a high-risk 

birth hospitalization²likely contributing to a higher prevalence rate for hypertension. 

 

Discussion of Findings on Medical Events     
 
 Here, too, due to a programming error, data was compromised after collection with 

another new tool created for this study: i.e. the Occurrence of Medical Events During a High-

Risk Birth Hospitalization (OME-DRBH-14) tool. Thus, findings with a small sample were just 

suggestive, showing that the top four most frequently cited medical events that occurred during a 

high-risk birth hospitalization (where the woman nearly died) included: 18.2% (n=35) for a 

hypertensive disorder of pregnancy/gestational hypertension, 14.6% (n=28) for a hemorrhage, 

8.9% (n=17) had an amniotic fluid embolism, and 8.3% (n=16) for an event related to a 

cardiovascular condition. These suggestive findings on the top four most frequently occurring 

medical events experienced by the women are important, given prior research that has 
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HVWDEOLVKHG�SUHJQDQF\�FRPSOLFDWLRQV�DV�³HVWDEOLVKHG�ULVN�IDFWRUV�IRU�IXWXUH�FDUGLRYDVFXODU�

GLVHDVH´��&HGHUORI�HW�DO���������S�����2I�QRWH��LQ�WKH�&HGHUORI�HW�DO����������PXFK�ODUJHU�FRKRUW�

(n=2,134,239) longitudinal study (i.e. 22.7 year follow-up), it was reported that, during the study 

period, 4,968 women died of cardiovascular disease, after having been diagnosed with a 

cardiovascular disease during delivery. Cederlof et al., (2021) emphasized how pregnancy 

complications, such as cardiovascular disease, increased the risk of maternal morbidity. 

Identifying such risks²as done in the present study with a small suggestive sample²is helpful 

IRU�ZRPHQ��LQ�RUGHU�IRU�WKHP�WR�³EHFRPH�LQIRUPHG�DQG�HQJDJHG�LQ�FDUGLRYDVFXODU�GLVHDVH 

SUHYHQWLRQ�DW�DQ�HDUO\�DJH´��S������� 

 

Discussions of Findings for Medical Mistrust  

In the present study, the Medical Mistrust Scale²Short Form (MMS-SF-4) showed a 

&URQEDFK¶V�$OSKD�RI������IRU�JRRG�LQWHUQDO�FRQVLVWHQF\��8VLQJ�WKH�VDPH�VKRUW�YHUVLRQ��:LOOiams-

*XQSRW��������IRXQG�WKH�PHGLFDO�PLVWUXVW�VFDOH�KDG�WKH�H[DFW�VDPH�&URQEDFK¶V�$OSKD�RI�������DV�

in the present study²again for good internal consistency.  

Also in this study, the mean score for medical mistrust was 3.073 (SD=.9131, min=1.00, 

max=5.00) for a moderate level of medical mistrust. Similarly, Williams-Gunpot (2021) found a 

medical mistrust mean of 3.273 (min=1.50, max=5.00, SD=.7615) for a moderate level of 

medical mistrust. 

In the present study with Black women, 52.1% (n= 109) disagreed or strongly disagreed 

WKDW�³%ODFN�SHRSOH�UHFHLYH�WKH�VDPH�PHGLFDO�FDUH�IURP�GRFWRUV�DQG�KHDOWK�FDUH�ZRUNHUV�DV�SHRSOH�

IURP�RWKHU�JURXSV�´�DQG���������Q ������disagreed or strongly disagreed WKDW�³%ODFN�SHRSOH�DUH�

treated the same as people of other groups by dRFWRUV�DQG�KHDOWK�FDUH�ZRUNHUV�´�In the Williams-
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Gunpot (2021) study with Black men and women, 71.8% s (n=135) disagreed or strongly 

disagreed WKDW�³%ODFN�SHRSOH�UHFHLYH�WKH�VDPH�PHGLFDO�FDUH�IURP�GRFWRUV�DQG�KHDOWK�FDUH�

workers as people from other JURXSV�´�DQG���������Q ���� disagreed or strongly disagreed that 

³%ODFN�SHRSOH�DUH�WUHDWHG�WKH�VDPH�DV�SHRSOH�RI�RWKHU�JURXSV�E\�GRFWRUV�DQG�KHDOWK�FDUH�ZRUNHUV� 

It is possible that the inclusion of Black men in the sample (16% male) contributed to Williams-

Gunpot (2021) finding an even higher level of medical mistrust. Also, a Black male and female 

sample reporting such medical mistrust during the early part of the year 2021 COVD-19 

pandemic may not be surprising, as found in the Williams-Gunpot (2021) study. 

In light of responses to just those two above items highlighting medical mistrust based on 

Black people being treated differently by doctors and health care providers, what emerges is a 

pattern of great concern across studies²i.e. this study and the Williams-Gunpot (2021) study. 

Jaiswal (2019) emphasized how research has supported the notion of mistrust not simply being 

WKH�DEVHQFH�RI�WUXVW��EXW�UDWKHU�³WKH�VXVSLFLRQ�WKDW�WKHUH�LV�DQ�HOHPHQW�RI�LOO�ZLOO�DW�SOD\´��S�������� 

The findings in the present study reinforce the work of Jaiswal (2019), in so far as the study 

sample of women who had a high-risk birth hospitalization [i.e., with a moment (at least) where 

they felt they might die] may be inferred as having such a suspicion of ill will operating. 

Similarly, suspicions of ill will operating were high during the early part of the year 2021 

COVID-19 pandemic in the U.S. when data on levels of medical mistrust (and COVID-19 

knowledge) was collected by Williams-Gunpot (2021) with Black male and female adults. 

7KH�SUHVHQW�VWXG\¶V�ILQGLQJ�RQ�PHGLFDO�PLVWUXVW�DUH�RI�LPSRUWDQFH��JLYHQ�KRZ�SULRU�

UHVHDUFK�KDV�VKRZQ�WKDW�PLVWUXVW�LV�DVVRFLDWHG�ZLWK�³ORZHU�KHDOWK�FDUH�XWLOL]DWLRQ and lower 

KHDOWK�FDUH�VDWLVIDFWLRQ´ that is thought to negatively impact a myriad of preventative health 

practices (Jaiswal, 2019, p. 191).  
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As the study outcome variable, an examination of medical mistrust will continue later in 

this chapter when discussing significant associations with it. 

 

 

 
Discussion of Findings on Cultural Sensitivity, Competence, Humility 

 

This study found the women rated their hospital providers as having had a moderate level 

of cultural sensitivity, competence and humility during their high-risk birth hospitalization [i.e. 

using the Rating the Cultural Sensitivity, Competence and Humility of Hospital Providers 

(RCSCH-OHP-1) scale, mean = 2.58, SD=1.159, min=1.00, max=6.00).  

7KH� VFDOH� XVHG� IRU� PHDVXULQJ� SURYLGHUV¶� OHYHO� RI� FXOWXUDO� VHQVLWLYLW\�� FRPSHWHQFH� DQG�

humility was taken from the work of Hall (2021) with a sample of older Black lesbians, as 

pandemic-era research. Hall (2021) found that the women in the sample rated their providers' 

sensitivity and cultural competence, as follows: first, for their sexual orientation, the rating was a 

mean of 4.70 (min=1, max=6, SD=1.182) for closest to very good level of cultural competence on 

the part of healthcare providers; and, secondly, for their race, the rating was a mean of 4.57 (min=1, 

max=6, SD=1.178) for between good to very good level of cultural competence on the part of 

healthcare providers. Thus, in comparison to older Black lesbian women presenting 

intersectionality with multiple attributes that are potentially stigmatizing²as in the Hall (2021) 

VWXG\�� WKH� SUHVHQW� VWXG\¶V� VDPSOH� RI�ZRPHQ� SURYLGHG� MXVW� D�PRGHUDWH� UDWLQJ� RI� WKHLU� KRVSLWDO�

providers. The fact that the Black women in the present study sample indicated having had a 

moment where they felt they could have died, or their life was at risk, could explain their lower 

UDWLQJ�RI�KRVSLWDO�VWDII¶V�FXOWXUDO�VHQVLWLYLW\��FRPSHWHQFH��KXPLOLW\� 



 

 
 

130 
 

7KLV�VWXG\¶V�ILQGLQJV�DUH�LPSRUWDQW��JLYHQ�prior research on culturally competent health 

FDUH�KLJKOLJKWLQJ�KRZ�LW�LV�RI�³SDUDPRXQW�LPSRUWDQFH�WR�LQFUHDVLQJ�SDWLHQW�VDWLVIDFWLRQ´��*RYHUH�

et al., 2016, p. 403).   

 
 
 
 
Discussion of Findings for Perceived Discrimination Based on Demographics  

Within the present study, findings for Perceived Discrimination by Hospital Providers in 

Response to Personal Demographics (PD-BHS-IRTPS-5) had a mean of 1.89 (SD=1.052, min=0, 

max=5) for closest to a low-moderate level of discrimination in response to their demographics. 

With this scale having been first used in Hall (2021), comparison to those findings with an older 

Black lesbian sample are appropriate. First, in the present study, for during their high-risk birth 

hospitalization, the Black women reported 75.5% (n=145) experienced discrimination for being 

Black, 62.0% (n=119) due to their appearance (skin tone, hair, etc.), and 28.6% (n=55) for being 

overweight or obese. In the Hall (2021) study, the older Black lesbians reported during service 

delivery with providers in the healthcare system that 64.4% experienced discrimination for being 

Black, 31.4% for being overweight/obese, and 29.7% for their appearance (skin tone, hair, etc.)²

as highly similar findings on the top three reasons for feeling discriminated against by providers. 

The emergent body of findings using a simple question within this study and the Hall 

(2021) study with Black adult women may be viewed in light of what Green et al., (2020) 

described as disparities in patient-doctor communication and treatment. Most importantly, with 

regard to the present study, findings on discrimination experienced with healthcare providers 

EDVHG�RQ�ZRPHQ¶V�SHUVRQDO�FKDUDFWHULVWLFV�PD\�SDUWLDOO\�H[SODLQ�ZK\�³%ODFN�ZRPHQ�KDYH�D�
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WZRIROG�KLJKHU�ULVN�RI�VHYHUH�PDWHUQDO�PRUELGLW\´�DQG�D�³WKUHHIROG�KLJKHU�ULVN�RI�SUHJnancy 

UHODWHG�GHDWK�FRPSDUHG´�WR�:KLWH�ZRPHQ��S������ 

 
 
Discussion of Findings on Mental Distress Past Year and Year Post-Partum 

In this present study using the Retrospective Depression, Anxiety, Trauma and Receipt of 

Counseling Scale²Past Year (A) and Year Post-High-Risk Birth Hospitalization (B) (RDATS-

PY-YPHRBH²���&URQEDFK¶V�$OSKD�RI������IRU�JRRG�LQWHUQDO�FRQVLVWHQF\�� SDUWLFLSDQWV¶�SDVW�

year experience of any depression, anxiety and trauma combined to create a score for Mental 

Distress with a. This reflected the benefits of the year 2022 conversion of this tool to having a 

continuous scale.  

In this study, findings showed a mean of 1.375 (SD= .9523; min= .00; max= 4.00) for 

closest to a low level of mental distress in the past year. Williams-Gunpot (2021) found with a 

sample of Black male and female adults a mean of 1.94 min=0, max=3, SD=1.066) for closest to 

a moderate level of mental distress in the past year. Again, this somewhat higher level of mental 

distress may reflect the Williams-Gunpot (2021) sample having both male and female Black 

participants, as well as potential impacts from the COVID-19 pandemic in early 2021 where 

there was less experience coping with the pandemic, in comparison to early 2022 (when current 

study was conducted).  

Specific percentages for depression, anxiety, and trauma in the past year may also be 

compared across studies. The present study found 75.5% (n= 145) had depression in the past year, 

82.2% (n=159) had anxiety in the past year, and 74.9% (n=144) had trauma or trauma symptoms 

in the past year²and, 69.8% (n=134) sought counseling in the past year. Williams-Gunpot (2021) 

found 70.7% (N=133) indicated depression in the past year, 78.2% (N=147) anxiety, and 45.2% 
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(n=85) trauma²and, 43% (N=81) sought counselling in the past year. Across the two pandemic-

era studies, the rates of depression were comparable. Also, Hall (2021), with a sample of older 

Black lesbians, found 59.5% reported depression in the past year, and 61.2% indicated anxiety, 

while 38.8% sought out counseling in the past year, as a pandemic year. 

For the year post-partum, following their high-risk birth hospitalization, the women in the 

present study reported a significantly higher level of mental distress for the year post-partum²as 

an anticipated finding.  This finding was not surprising, given 91.6% (n= 176) experienced 

depression the year post-partum, 93.3% (n=179) experienced anxiety the year post-partum, and 

89% (n=171) experienced trauma or trauma symptoms the year post-partum. The present study¶V�

findings can be considered in light of other findings with depressed mothers at 3 months 

SRVWSDUWXP��ZKR�ZHUH�³PRUH�OLNHO\�WR�H[KLELW�DQ�DQ[LHW\�GLVRUGHU´�WKDQ�QRQGHSUHVVHG�PRWKHUV�DW�

6 months postpartum (Slomian et al., 2019, p. 6).  

7KLV�VWXG\¶V�ILQGLngs point toward the importance of yet other research showing  

counseling interventions delivered post-partum are considered effective in preventing perinatal 

depression; and, women with a history of depression, or current depressive symptoms, or certain 

socioeconomic risk factors could be considered at higher risk and may benefit from counseling 

interventions (Jin, 2019, p. 620). Fortunately, in the present study 69.8% (n=134) sought 

counseling in the past year, and 79.7% (n=153) sought counseling post-partum months 1 to 12. 

These findings are encouraging and suggestive of self-care.  

These findings stand in contrast to other research reflecting how Black women and adults 

(in general) may engage in mental health counseling at comparatively lower rates relative to 

White women and adults (Shelton, 2022). For example, in 2015, 10.3% of Black women 

reported they engaged in mental health treatment, while overall 9% of Black adults reported 
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receiving mental health services  (p. 21). These rates are low compared to their White 

FRXQWHUSDUWV��ZKHUH�³DOPRVW�D�TXDUWHU�SHUFHQW�RI�:KLWH�ZRPHQ�UHSRUWHGO\�HQJDJHG´�LQ�PHQWDO�

health treatment in 2015 (Shelton, 2022, p. 21). Black women contend with additional barriers 

WKDW�KDYH�³LPSDFWHG�WKHLU�RYHUDOO�HQWU\�DQG�FRQWLQXDQFH´�Ln treatment (Shelton, 2022, p. 20). 

 

 

 

Discussion of Findings on Perceived Stress  
 

The study findings may be compared to the findings of Hall (2021) where the Perceived 

Stress Scale (PSS-4) was also used, having D�&URQEDFK¶V�$OSKD�RI������IRU�YHU\�unacceptable 

internal consistency. The present study produced a mean of 1.995 (SD =.56162; min = .00; max 

= 3.50) for a moderate level of past-month stress. In comparison, Hall (2021) obtained adequate 

LQWHUQDO�FRQVWDQF\��L�H��&URQEDFK¶V�$OSKD�RI��������IRr the PSS-4, while producing a mean of 

1.165 (min=.00, max=3, SD=0.699) for between low to moderately low stress level experienced 

in the past month. Another pandemic-era study conducted with nurses, while exploring 

predictors of burnout, allowed Harry (2021) to report a past month perceived stress mean score 

of 1.874 (SD = 0.596, min = 0.00, max = 3.75; &URQEDFK¶V�$OSKD� �������DFFHSWDEOH�LQWHUQDO�

consistency) for closest to a moderate level of stress²being similar to the present study finding. 

 

Discussion of Findings on Current and Post-Partum Social Support  

Rafaeli et al., (2008) VWDWHG�WKDW�³VRFLDO�VXSSRUW�KDV�ZHOO-GRFXPHQWHG�SRVLWLYH�HIIHFWV´�RQ�

physical and psychological health (p. 616).  Overall, findings for the Perceived Social Support²

Now and During a High-Risk Birth Hospitalization²Scale (PSS-NADHRBH-S-2) revealed the 
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sample of Black women enjoyed moderately good level of social support (mean= 2.92; SD = 1.097; 

min = 1; max = 5) having at least 2 people to rely upon for social support at the present time. Hall 

(2021) found with a sample of older Black lesbians that the perceived social support mean 

was very close to what was found in the present study (mean = 2.98, min=0, max=4, SD=1.034) 

for a moderately good level of social support with at least 2 people in their life providing it. Also 

comparable are the findings of Williams-Gunpot (2021) with a sample of male and female Black 

adults where there they had closest to a moderately good level of social support (mean = 2.71; 

min=0, max=4, SD=1.172), or closest to having at least 2 people providing social support.  

6KLVKHKJDU�HW�DO����������QRWHG�FRQVLGHUDEOH�HYLGHQFH�LQGLFDWLQJ�WKH�³SRVLWLYH�UROH�RI�VRFLDO�

VXSSRUW�LQ�SHRSOH¶V�KHDOWK�DQG�TXDOLW\�RI�OLIH´��S���������7KH�SUHVHQW�VWXG\��FRQGXFWHG�GXULQJ�WKe 

pandemic era, adds to this body of research. 

The present study also found that the women had significantly less social support for their 

post-partum year compared to present level of social support²being an anticipated finding. 

Negron et al., (2013) described KRZ�ZRPHQ�H[SHULHQFH�D�³UDQJH�RI�SV\FKRORJLFDO�VWUHVVRUV�LQ�WKH�

SRVWSDUWXP�SHULRG´��S��������$V�D�UHVXOW��VRFLDO�VXSSRUW�KDV�EHHQ�VKRZQ�WR�EH�HIIHFWLYH�LQ�KHOSLQJ�

post-partum women cope with these stressors; and, dissatisfaction with social support may 

LQFUHDVH�WKH�ULVN�IRU�³FOLQLFDO�DQG�VXEFOLQLFDO�GHSUHVVLRQ�GXULQJ�WKH�SRVWSDUWXP�SHULRG´��1HJURQ�

et al., 2013, p. 616).  

 

Discussion of Findings for Significant Relationships with Medical Mistrust  

First, to explore potential relationships with the study outcome variable of a higher level 

of medical mistrust, independent t-tests were conducted.  When comparing the level of medical 

mistrust for those did seek counseling in the past year to those who did not, those who did not 
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seek counseling had significantly higher medical mistrust. Also, when comparing the level of 

medical mistrust for those who did seek counseling the year post-partum to those who did not, 

those who did not seek counseling post-partum had significantly higher medical mistrust. 

Perhaps, just as those who did not seek counseling had significantly higher medical mistrust, it is 

likely they also had distrust in the mental health and counseling professions, as well²potentially 

explaining the lack of engagement in counseling. Consistent with this possible explanation, Imel 

HW�DO���������GHVFULEHG�KRZ�³Vome therapists may be relatively less effective´ with clients of 

color than they are with White clients (p. 291). 7KLV�VWXG\¶V�ILQGLQJV�DUH�LPSRUWDQW��JLYHQ�KRZ�

Williamson and Bigman (2018) findings described medical mistrust as a health barrier associated 

ZLWK�³ZRUVH�RXWFRPHV�DFURVV�PDQ\�SDUWV�RI�WKH�KHDOWK�FDUH�FRQWLQXXP´��S���������� 

Secondly, Pearson correlations showed that the higher the level of medical mistrust, then 

the higher the age (r=.219, p=.002), higher the education level (r=.252, p=.000), higher the level 

of perceived racism, discrimination, and inequity in treatment from medical staff (r= .436, 

p=.000), lower the level of cultural sensitivity/competence/humility rating for hospital providers 

(r= -.406, p=.000). higher the level of discrimination in response to more personal demographic 

characteristics by hospital providers (r=.232, p=.001), higher the mental distress in the past year 

(r=.490, p=.000), and higher the mental distress year post-partum (r=.383, p=.000). 

Third, on the other hand, when controlling for social desirability and using background 

stepwise regression, a higher level of medical mistrust was significantly predicted by older age 

(B = .033, p = .001), higher level of education (B = 0.205, p = .000), lower annual household 

income (B = -.055, p = .026), higher level of perceived racism, discrimination, and inequity in 

treatment from medical staff (B = 0.137, p = .046), lower level of cultural sensitivity/ 

competence/ humility rating for medical staff (B = -.155, p = .002), higher past year mental 
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distress (i.e., depression, anxiety, trauma) (B = .369, p = .000), and, lower level of social support 

year post-partum (B = -0.162, p = .004)²with 46.5% of the variance predicted (R2 = 0.698, 

Adjusted R2 = 0.465).  

Of note, Williams-Gunpot (2021) found that level of medical mistrust and level of COVID-

19 Knowledge were not significantly (negatively) correlated. Hall (2021) found that a higher 

provider rating for having cultural sensitivity/ competence in response to the client being Black  

ZDV�VLJQLILFDQW�FRUUHODWHG�ZLWK�ROGHU�%ODFN�OHVELDQ¶V�OHYHO�RI�VDWLVIDFWLRQ�ZLWK�OLIH���U ��������S  

.000. Regarding experiences of discrimination based on a lower number of personal characteristics 

to which providers were responding, Hall (2021) found this was not significantly (negatively) 

correlated with satisfaction with life.  

Brenick et al (2021) found with a sample of Black women who have sex with women that 

rates of medical mistrust were high. Further, higher rates of race-based medical mistrust 

independently predicted significantly lower rates of engagement in physical examinations with 

providers. The conclusions of Brenick et al (2021) regarding their own findings also provide a 

FRPSHOOLQJ�IUDPHZRUN�IRU�WKH�SUHVHQW�VWXG\¶V�ILQGLQJV��JLYHQ�WKH�³FULWLFDO�QHHG�IRU�QRYHO�

approaches to patient care in which care providers and institutions work to repair the well-

established and long-lasting damaged relationship between Black people and the healthcare 

V\VWHP´��S������7KH�%ODFN�ZRPHQ�ZKR�UHFDOOHG�WKHLU�KLJK-risk birth hospitalization for purposes 

of participating in the present study certainly provided evidence of having experienced such 

damage. 

 
 

Implications of the Findings for Practice and Future Research 
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The purpose of this study was to capture and describe the experiences of Black women 

who felt they were at risk of dying during a hospitalization to give birth, including exposure to 

any racism, discrimination, and disparities in healthcare service delivery during their 

hospitalization. The implications of the findings for practice and future research follow: 

x The research study contributes a new tool, with roots in the prior work of Hall et al. 

(2021): i.e. the Perceived Racism, Discrimination, and Inequities in Service Delivery by 

Medical Staff During a High-Risk Birth Hospitalization (PR-D-ISD-BMS-DRBH-20)²

with excellent internal consistency �&URQEDFK¶V�$OSKD ��������'DWD showed 

approximately half the sample had experienced all episodes to a high extent (with one 

exception, discussed in Chapter IV), while the highest ranked items showed 62% were 

treated with less respect than a White woman would have been, and 62% felt not listened 

to by doctors and nurses. Of interest is the finding that 57.8% reported some interactions 

with doctors and nurses that were so stressful and overwhelming that they felt 

traumatized. Hence, in many respects, there is a crisis in healthcare service delivery to 

Black women. Overall, findings showed approximately half the sample had experienced 

all episodes of racism, discrimination and inequity in service delivery to a high extent 

(with the exception of just 1 item)²being reflective of a crisis. Thus, implications of the 

study findings for practice include a future role for health educators and psychologists in 

designing, delivering and evaluating the kind of diversity, equity and inclusion training 

that effectively addresses medical staff tendencies to racially stereotype patients, as well 

as engage in verbal and nonverbal acts reflective of racism, discrimination and inequities 

in service delivery. Recommendation for future research include using the Perceived 

Racism, Discrimination, and Inequities in Service Delivery by Medical Staff During a 
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High-Risk Birth Hospitalization (PR-D-ISD-BMS-DRBH-20) in studies with Black 

populations, as well as with other Indigenous and People of Color populations. 

x This study contributes to the body of evidence supporting use of a short tool for 

investigating level of medical mistrust: i.e., the Medical Mistrust (MMS-SF-4) scale, 

ZKLFK�VKRZHG�D�&URQEDFK¶V�$OSKD�RI������IRU�JRRG�LQWHUQDO�FRQVLVWHQF\��%HLQJ�VKRUW�DQG�

focused on medical mistrust, it is ideal for pandemic-era research with Black, Indigenous, 

and People of Color (BIPOC) populations. In this study, the tool showed the Black 

women in the sample had a moderate level of medical mistrust²while over half the 

sample disagreed or strong disagreed that (1) Black people receive the same medical 

care from doctors and health care workers as people from other groups, and (2) Black 

people are treated the same as people of other groups by doctors and health care workers . 

This is again reflective of a crisis in healthcare service delivery for Black women, that 

likely extends to Black men.  Implications for practice are that efforts to date to counter 

the negative effects of the Tuskegee Study of Untreated Syphilis in the Negro Male have 

not been sufficient, while actual contemporary experiences in the healthcare system by 

Black women are telling²being sufficient to fuel medical mistrust. Health educators and 

psychologists need to prioritize not only efforts to design, deliver and evaluate diversity, 

inclusion and equity training for medical staff (i.e., that may reverse their bias and 

engagement in negative stereotyping of Black patients), but also interventions designed to 

address medical mistrust and any related trauma in patients. Such interventions for Black 

patients are of vital importance, so there is not avoidance of engagement with healthcare 

providers, or avoidance of seeking out screening tests, etc. This is important, as the 
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current study findings suggests there is a strong risk of Black patients engaging in such 

avoidant behavior, based on their level of medical mistrust. 

x The study also reinforces the value in using another short tool, being ideal for pandemic 

era research: i.e. The Rating the Cultural Sensitivity, Competence and Humility of 

Hospital Providers (RCSCH-OHP-1) scale, which was taken from Hall (2021) and 

modified for the present study²as a simple 1-item tool. This study found a moderate 

OHYHO�RI�FXOWXUDO�VHQVLWLYH��FRPSHWHQFH��KXPLOLW\�DV�WKH�PHDQ�UDWLQJ�IRU�WKH�ZRPHQ¶V�

providers in the hospital during their high-risk birth hospitalizations. However, some 

�������Q ����UDWHG�WKHLU�KRVSLWDO�SURYLGHUV�DV�³SRRU´�IRU�FXOWXUDO�VHQVLWLYLW\��

competence/ humility. This finding adds importance to the recommendation that health 

educators and psychologists need to prioritize not only efforts to design, deliver and 

evaluate diversity, inclusion and equity training for medical staff. Meanwhile, this simple 

rating tool could also be used to obtain self-ratings of cultural sensitivity/ competence/ 

humility for pre- and post-diversity training, as part of an evaluation of the training. 

Future research can also use this short tool for inclusion in order to ascertain the role of 

cultural sensitivity/ competence/ humility as a variable potentially impacting patient 

perceptions of the quality of healthcare service delivery. 

x Another short tool that is ideal for pandemic-era research, where the goal is to reduce the 

burden of time on study participants, is the Perceived Discrimination by Hospital 

Providers in Response to Personal Demographics (PD-BHS-IRTPS-5) scale. The 

Perceived Discrimination by Hospital Providers in Response to Personal Demographics 

scale found closest to a low-moderate level of discrimination in response to the study 

ZRPHQ¶V�PXOWLSOH demographics. However, the data betrays a dimension of the crisis in 
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healthcare being experienced by Black women who report experiencing discrimination 

for being Black at 75.5%, for their appearance (skin tone, hair, etc.) at 62.0%, and for 

being overweight or obese at 28.6%. The very essence of who the women are and how 

WKH\�³VKRZ�XS´�IRU�LQWHUDFWLRQV�ZLWK�PHGLFDO�VWDII��JLYHQ�WKHLU�SHUVRQDO�GHPRJUDSKLFV��LV�

the basis for their experiencing discrimination. Future research should use this tool, while 

it remains urgent that in practice health educators and psychologists are able to design the 

kinds of diversity, inclusion and equity trainings that might result in Black women no 

longer reporting such discrimination in response to their intersectionality and appearance.  

x While the current study sample of Black women engaged in counseling at relatively high 

rates (i.e. 69% in the past year, and 79.7% the year post-partum), evidence from this 

study suggests a role for using in future research the refined and expanded tool, 

Retrospective Depression, Anxiety, Trauma and Receipt of Counseling Scale²Past Year 

(A) and Year Post-High-Risk Birth Hospitalization (B) (RDATS-PY-YPRBH²8). It was 

refined by requesting ratings for depression, anxiety, and trauma for the past year (Scale 

A) on a continuous scale for the first time, and expanded for this study to include a Scale 

B for ratings the year post-partum. Producing a composite depression/anxiety/trauma 

score for Mental Distress, both Scales A and B  had good internal consistency. The 

significantly higher mental distress found for the year post-partum (a low-moderate level 

was found post-partum, as per the mean score) is reflected in percentages; specifically, 

data showed a high 91.6% with depression, 93.3% with anxiety, and 89% with 

trauma/trauma symptoms. This data effectively identifies the year after a high-risk birth 

hospitalization as an essential time for ensuring Black women enter counseling with 

licensed and certified mental health professionals. Findings suggest that having a high-
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risk birth hospitalization may need to be followed by a referral for counseling²as an 

important study implication.  

x Regarding future research in the pandemic era, two additional short tools are 

recommended for inclusion: Perceived Stress Scale (PSS-4) and Perceived Social 

Support²Now and During a High-Risk Birth Hospitalization²Scale (PSS-NADRBH-S-

2), which had an additional question specific to the post-partum year experience of social 

support.  Moderate levels of past month perceived stress and moderate levels of social 

support were found. Social support is one of the main ways for coping with stress. Of 

note, women had significantly lower levels of social support the year post-partum. Here, 

too, health educators and psychologists need to design, deliver, and evaluate workshops 

and other brief interventions designed to assist Black women in coping with stress, and 

for increasing their access to social support, especially for the year after a high-risk birth 

KRVSLWDOL]DWLRQ��7KH�SDQGHPLF�HUD¶V�XVH of Zoom and proliferation of easy to access 

webinars and YouTube videos suggests contemporary mechanisms for delivering the 

desired content on stress coping and seeking out social support²as one of the most 

effective means of coping with stress.  

x Due to a programming issue, two of the new scales created for this study [i.e., 

Occurrence of Medical Events During a High-Risk Birth Hospitalization (OME-

DHRBH-14), and Risk Factors for Pregnancy-Related Complications²Chronic Health 

Conditions (RFF-PRC-CHC-5] only provided suggestive findings with a reduced number 

of participants and much missing data. Future research should use these tools, in order to 

more fully capture the experiences of women. Indeed, it is possible that a greater 

percentage of variance in the regression model could have been accounted for if these 
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two tools had produced useful variables for inclusion in bivariate and multivariate 

statistics.   

x Given a higher level of medical mistrust was significantly predicted [i.e. by older age, 

higher education, lower annual household income, higher level of perceived racism, 

discrimination, and inequity in treatment from medical staff, lower level of cultural 

sensitivity/ competence/ humility by medical staff, higher past year mental distress (i.e., 

depression, anxiety, trauma), and lower level of social support year post-partum], while 

accounting for 46.5% of the variance in the regression model, future research should 

select a similar array of variables. This would follow from using the package of measures 

from this study in future research, which is strongly recommended.  

x Given how doula care is a social support intervention associated with lower levels of 

negative birth outcomes, future research should consider using a tool that asks 

participants questions about any use of doulas or midwives: 1-before delivery; 2-during 

delivery in hospital (and rate level of involvement in care); and 3- once the respondent 

went home. A doula is a trained professional who provides continuous physical, 

emotional, and informational support to a mother before, during and shortly after 

childbirth to help her achieve the healthiest, most satisfying experience possible. Doulas 

provide support to their clients including physical, socioemotional, and verbal support. 

Furthermore, they play an important role in birth satisfaction, and clients desire to utilize 

them in subsequent births. Community-based doulas focus on the mother and her 

ecological system, providing comprehensive, holistic support through the pregnancy, 

birth, and critically, during the postpartum period, for at least one year post birth. 
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Therefore, knowing their role in future research is important to assess additional social 

support during and after a high-risk birth hospitalization.   

x Indeed, in the ideal scenario, a future grant funded study with a large nationally 

representative sample of women who are Black, Indigenous and People of Color 

(BIPOC) as well as White should be conducted as a replication of this study, while 

permitting comparisons for groups of diverse women. The crisis of Black maternal 

mortality in the United States, as well as the crisis in healthcare service delivery to Black 

women²uncovered via this study, indicate the need for such a study.  

 
 
 

Limitations of the Study 

 
The design of the study was cross-sectional, which as a study design has its own 

limitations, while sample was a self-selected convenience sample, which renders it not 

representative of the population being studied, limiting the generalizability of the study findings.  

The survey length of 10 to 15 minutes may have been a limitation for respondents who had 

less time or experiencing the highest levels of past month stress, for example²creating a biased 

sample. Moreover, the study was also conducted online which requires access to a computer with 

Internet connection to complete the survey. Also, those who wanted to volunteer, or were 

motivated by the chance to win an Amazon gift care might have been overrepresented. The study 

had an incentive of a $300, $200, or $100 Amazon gift card, for those who entered their e-mail 

into lottery drawing. This may have produced bias, as those with lower incomes may have been 

motivated to complete the survey²biasing the sample. 
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Other study limitations involved the use of backward stepwise regression, while Chapter IV 

provides a discussion of the pros and cons, including overfitting. Furthermore, as a serious and 

totally unexpected limitation, due to a programming issue, missing data was an issue for two scales 

[i.e., Occurrence of Medical Events During a High-Risk Birth Hospitalization (OME-DHRBH-

14), and Risk Factors for Pregnancy-Related Complications²Chronic Health Conditions (RFF-

PRC-CHC-5]. 

 

 

Conclusion 

 
The problem that this study addressed was the high rate of maternal mortality for African 

American and Black women in the United States, which has been rising, including before the 

COVID-19 pandemic. The intent was to uncover the predictors of medical mistrust. This study 

aimed to capture and describe the experiences of Black women who felt they were at risk of 

dying during a hospitalization to give birth, including exposure to any racism, discrimination and 

disparities in healthcare service delivery during their hospitalization. This also included 

capturing and describing thH�ZRPHQ¶V�RZQ�FKDUDFWHULVWLFV�DQG�WKH�EHKDYLRU�FKDUDFWHULVWLF�RI�WKHLU�

providers (i.e. doctors and nurses) during service delivery. This study also aimed to provide a 

snapshot of how the women are currently functioning, in comparison to the year following their 

high-risk birth hospitalization. 

7KH�UHVHDUFK�ZDV�IUDPHG�E\�VHYHUDO�WKHRULHV��DV�IROORZV��+DUUHOO¶V��������WKHRU\�DQG�

Model of Racism-Related Stress; 3LHUFH�HW�DO�¶V��������Theory of Racism; Tervalon and 

Murray-*DUFLD¶V��������0XUUD\-Garcia, et al, 2021) tenets of Cultural Humility as Cultural 
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Competence; and, Social Support theory (Harrell, 2000; Bedaso et al, 2021). This framework 

emerged as having value, having directing the creation of the survey tool with multiple parts.  

The sample was 100% female (N=192), ranging in age from 24-61 with a mean age of 

33.23 (SD= 4.980, min=24, max=61), as well as 100% Black/African American (N=192)²with 

³GDUN´�EHLQJ�WKHLU�PHDQ�VNLQ�FRORU�UDWLQJ��PHDQ ������6'� �������PLQ ���PD[� ����6RPH�������

(n=185) indicated they were heterosexual and 3.6% identified as LGBTQ+/Other (n=7). Also, 

94.8% reported that they were born in the United States (n=182).  

The mean household yearly income was 5.27, which is category 5 for $50,000 to $99,000 

(SD=2.371, min=1, max= 11). For educational level, the mean was 3.98, or category 3 for some 

college credit/ no degree (SD= 1.472, min= 1, max= 7)²with 27.1% participants in this category 

�Q �����$OVR��VRPH�������RI�SDUWLFLSDQWV�ZHUH�LQ�WKH�EDFKHORU¶V�GHJUHH�FDWHJRU\��Q ����� 

7KH�VDPSOH¶V�social desirability mean was 6.49 (SD=2.356, min=0, max=10), suggesting 

a moderate risk for providing socially desirable responses. The Perceived Racism, 

Discrimination, and Inequities in Service Delivery by Medical Staff During a High-Risk Birth 

Hospitalization (PR-D-ISD-BMS-DRBH-����&URQEDFK¶V�$OSKD �������VKRZHG�D�PHDQ�RI�������

(SD=.949, min= .00, max= 4.00) for closest to experiencing racism, discrimination, and 

LQHTXLWLHV�D�³IHZ�WLPHV´��RU�WR�D�PRGHUDWH�H[WHQW��Yet, when the frequencies were combined for 

a few times (scored 3) and many times (scored 4), findings showed approximately half the 

sample had experienced all episodes to a high extent (with one exception out of 20 scenarios). 

For example, 62% (n=119) felt not listened to by doctors and nurses . 

The Medical Mistrust (MMS-SF-���VFDOH�KDG�D�&URQEDFK¶V�$OSKD�RI������IRU�JRRG�

internal consistency. The reported mean was 3.073 (SD=.9131, min=1.00, max=5.00) for a 

moderate level of medical mistrust. However, 56.3% (n= 108) disagreed or strongly disagreed 
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that Black people are treated the same as people of other groups by doctors and health care 

workers. The Rating the Cultural Sensitivity, Competence and Humility of Hospital Providers 

had a mean of 2.58 (SD=1.159, min=1.00, max=6.00) for a moderate level of cultural sensitivity, 

competence and humility for their hospital providers, while 42.2% (n=81) rated their hospital 

SURYLGHUV�DV�³SRRU´�RQ�WKLV�DWWULEXWH�7KH�3HUFHLYHG�'LVFULPLQDWLRQ�E\�+RVSLWDO�3URYLGHUV�LQ�

Response to Personal Demographics scale produced a mean of 1.89 (SD=1.052, min=0, max=5) 

for closest to a low-moderate level of discrimination in response to their demographics, while 

75.5% (n=145) reported experiencing discrimination for being Black, 62.0% (n=119) due to their 

appearance (skin tone, hair, etc.), and 28.6% (n=55) for being overweight or obese. 

 Using the Retrospective Depression, Anxiety, Trauma and Receipt of Counseling 

Scale²Past Year (A) and Year Post-High-Risk Birth Hospitalization (B) (RDATS-PY-

YPRBH²8) scale, any depression, anxiety and trauma combined to create a score for Mental 

'LVWUHVV��7KLV�WRRO�KDG�D�&URQEDFK¶V�$OSKD�RI������IRU�JRRG�LQWHUQDO�FRQVLVWHQF\�ZLWK�D�PHDQ�RI�

1.375 (SD= .95232; min= .00; max= 4.00) for moderate mental distress in the past year. Findings 

also showed a significantly higher level of mental distress for the year post-partum.   

The Perceived Stress Scale (PSS-���KDG�D�&URQEDFK¶V�$OSKD�RI������IRU�YHU\�

unacceptable internal consistency, while the mean score was 1.995 (SD =.56162; min = .00; 

max = 3.50) for a moderate level of past-month stress. Also, the Perceived Social Support 

mean was 2.92 (SD = 1.097; min = 1; max = 5) for closest to participants having 2 individuals 

to rely upon for social support, or a moderate level of social support²while there was a 

significantly lower level of perceived social support for their post-partum year 

Independent t-tests found that, compared to those who did seek counseling, those who did 

not seek counseling had significantly higher medical mistrust, (p < .000) and those who did not 

seek counseling post-partum had significantly higher medical mistrust  (p < .001). 3HDUVRQ¶V�
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correlations found that the higher level of medical mistrust, then the higher the participant age 

(r=.219, p=.002), higher the education level (r=.252, p=.000), higher the level of perceived 

racism, discrimination, and inequity in treatment from medical staff,  lower the level of cultural 

sensitivity rating for hospital providers, higher the level of discrimination in response to multiple 

demographics by hospital providers, higher the mental distress in the past year, and higher the 

mental distress post-partum. 

Using background stepwise regression, the following were found to be significant 

predictors of a higher level of medical mistrust: older age (B = .033, p = .001); higher levels of 

education (B = 0.205, p = .000); lower annual household income (B = -.055, p = .026); higher 

level of perceived racism, discrimination, and inequity in treatment from medical staff (B = 

0.137, p = .046); lower levels of cultural sensitivity/ competence/ humility ratings for medical 

staff (B = -.155, p = .002); higher past year mental distress (i.e., Depression, Anxiety, Insomnia 

and Trauma) (B = .369, p = .000); and lower levels of social support post-partum (B = -0.162, p 

= .004)²with 46.5% of the variance predicted by the model (R2 = 0.698, Adjusted R2 = 0.465). 

The study findings highlight a crisis of Black maternal mortality in the United States, as 

well as a crisis in healthcare service delivery to Black women, as uncovered via this study. 

Overall, findings showed over half the sample had experienced 19 of the 20 episodes of racism, 

discrimination and inequity in service delivery offered to them for rating²being reflective of a 

crisis in healthcare service delivery. In this study, Black women in the sample had a moderate 

level of medical mistrust²while over half the sample disagreed or strong disagreed that Black 

people are treated the same as people of other groups by doctors and health care workers. This is 

again reflective of a crisis in healthcare service delivery for Black women, that likely extends to 

Black men.  However, the data betrays an additional dimension of the crisis in healthcare service 



 

 
 

148 
 

delivery to Black women who report experiencing discrimination for being Black at 75.5%, for 

their appearance (skin tone, hair, etc.) at 62.0%, and for being overweight or obese at 28.6%. 

Implications of the findings are discussed, while recommendations for future research are 

offered, given the body of findings. Finally, in terms of those implications, perhaps most 

importantly, this data effectively identifies the year after a high-risk birth hospitalization as an 

essential time for ensuring Black women enter counseling with licensed and certified mental 

health professionals. 
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Appendix B 

The Study Email  

BLACK WOMEN INVITED TO VOLUNTEER 
12-15 MINUTES ANSWERING SURVEY QUESTIONS 

  

If You Gave Birth Between 2012-2018 & Felt For Even A Moment Your 
Life Was At Risk, Or You Could Have Died During Your Hospital Stay 

(i.e. You had a high-risk birth hospitalization) 
 

SHARE YOUR STORY! 
 

FOR A 3 IN 250 CHANCE TO WIN 1 OF 3 AMAZON GIFT CARDS ($300, $200, $100) 
 

IRB Protocol Number 22-131 

The Research Group on Disparities in Health (RGDH) within the Department of Health and 
Behavior Studies at Teachers College, Columbia University in New York, New York is conducting 
a study. This study seeks women age 18 or above who identify as African American or Black and 
indicate having had a high-risk birth hospitalization (HRBH) between the years 2012-2018 where 
there was a moment when they felt their life was at risk, or they could have died. Black women 
who volunteer to participate in the study will be asked to engage in retrospective recall of a high-
risk birth hospitalization (i.e., looking back and remembering what happened back then). The 
present study seeks to contribute to societal efforts to reduce Black maternal mortality (i.e., Black 
women dying during a hospitalization to give birth). We seek to identify potential factors (e.g. 
provider discrimination) playing a role in the high rates of Black maternal mortality in the United 
States. We invite women to share their story of what happened (via an open-ended question), 
including whether they felt what happened was related to their race or other characteristics (e.g. 
skin tone, hair, physical appearance, etc.). 
 

x Participation in this survey is limited to the first 250 volunteers  
x Completing the online survey takes about 12-15 minutes  
x Those who complete the survey will have a 3 in 250 chance of winning 1 of 3  

Amazon gift cards ($300, $200, $100) 
x Please click on the link in the message below to view the informed consent, learn about your 

rights as a participant and proceed to the survey.  
x We also invite you to forward this email to others who may be willing to volunteer, or send 

them a text message, or tweet using the message, below:  
 

Are you a Black woman who felt your life was at risk for even a moment while in the hospital to 
give birth between years 2012-2018? ,I�³<(6�´ click 
on https://tinyurl.com/BlackWomenLivesAtRisk & Take 12-15 Min Survey for 3 in 250 chance 
to win a $300, $200, or $100 Amazon Gift Card! 
 

THANK YOU FOR YOUR PARTICIPATION! 
 

If you have any questions or would like to have additional information about the study, please contact:  
 

Amina Abdelaziz, MA, Doctoral Candidate, Department of Health and Behavior Studies, Teachers College, 
Columbia University, Box 114, 525 W. 120th Street, New York, NY 10027; aa3915@tc.columbia.edu 
 

https://tinyurl.com/BlackWomenLivesAtRisk
mailto:aa3915@tc.columbia.edu
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BARBARA C. WALLACE, Ph.D., Director, Research Group on Disparities in Health, Professor of Health Education, 
Clinical Psychologist, Department of Health and Behavior Studies, Teachers College, Columbia University, Box 114, 
525 W. 120th Street, New York, NY 10027; bcw3@tc.columbia.edu; Study Contact Number: 267-269-7411  
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The Study Text/Tweet 

Please share: Are you a Black woman who felt your life was at risk for even a moment while in 
the hospital to give birth between years 2012-2018? ,I�³<(6�´ click 
on https://tinyurl.com/BlackWomenLivesAtRisk & Take 12-15 Min Survey for 3 in 250 chance 
to win a $300, $200, or $100 Amazon Gift Card! 
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Appendix D 

Informed Consent 

Teachers College, Columbia University 
525 West 120th Street 
New York NY 10027 

212 678 3000 
 

INFORMED CONSENT 
 

IRB Protocol Number 22-131 

Protocol Title: 
An online investigation into factors related to Black maternal mortality using retrospective recall 

of a prior birth hospitalization with a risk of death²predicting medical mistrust 
 

Principal Researcher: Amina Abdelaziz, MA 
Teachers College, Columbia University  

917-684-0430; aa3915@tc.columbia.edu 
 
 

INTRODUCTION You are invited to participate in this research study called ³An online 
investigation into factors related to Black maternal mortality using retrospective recall of a prior 
birth hospitalization with a risk of death²predicting medical mistrust´. You may qualify to take 
part in this research study if you: 1) are age 18 or above; 2) identify as a Black or African 
American woman; 3) live in the United States; 4) feel able to answer questions about your 
experiences being hospitalized to deliver a baby in the United States where you felt for even a 
moment that your life was at risk, or you could have died; and 5) experienced that particular 
high-risk hospitalization between the years 2018 and 2012. Black women who volunteer to 
participate in the study will be asked to engage in retrospective recall of a high-risk birth 
hospitalization (i.e., looking back and remembering what happened back then). The present study 
seeks to contribute to societal efforts to reduce Black maternal mortality (i.e., Black women 
dying during a hospitalization to give birth). We seek to identify potential factors (e.g. provider 
discrimination) playing a role in the high rates of Black maternal mortality in the United States. 
Approximately 250 people will participate in this study, and it will take about 12-15 minutes of 
your time to complete.  
 
WHY IS THIS STUDY BEING DONE?  This study is being done to capture and describe the 
experiences and actual voices of Black women who felt they were at risk of dying during a 
hospitalization to give birth. This includes any possible exposure to racism and discrimination 
during hospitalization. This study is also being done to provide a snapshot of how the women are 
currently functioning, given the potential for some ongoing impact from their high-risk birth 
hospitalization (e.g. stress, depression, etc.). Finally, this study will also determine to what extent 
women have experienced medical mistrust, and factors related to women having the highest 
levels of medical mistrust following their high-risk birth hospitalization. 
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WHAT WILL I BE ASKED TO DO IF I AGREE TO TAKE PART IN THIS STUDY?  If 
you decide to participate in the study, you will answer a series of questions in an online survey. 
The questions will cover the following: your personal background, history of a high-risk birth 
hospitalization, nature of treatment and care experiences during service delivery with doctors and 
nurses, any experiences of perceived racism and discrimination during their hospitalization, as 
well as self-ratings for stress, anxiety, depression, trauma, and extent of social support. You will 
also rate hospital providers for their cultural sensitivity. Finally, you will have a chance to freely 
share (via an open-ended question) about your high-risk birth hospitalization, and whether you 
felt what happened to you during your high-risk birth hospitalization was related to your race or 
other characteristics (e.g. skin tone, hair, etc.). 
 
 
WHAT POSSIBLE RISKS OR DISCOMFORTS CAN I EXPECT FROM TAKING PART 
IN THIS STUDY?   The risks of study participation include the possibility that you may feel 
some discomfort from taking the survey due to some of the questions. However, your 
participation in this study is completely voluntary, and you can stop at any time.  
 
WHAT POSSIBLE BENEFITS CAN I EXPECT FROM TAKING PART IN THIS 
STUDY?  There is no direct benefit to you for participating in this study.  
 
WILL I BE PAID FOR BEING IN THIS STUDY?  You will not be paid to participate. 
However, when you complete the survey, you will be invited to enter your email address and to 
KLW�D�³VXEPLW´�EXWWRQ²so that you are officially entered into a drawing for a chance to receive a 
prize (i.e., 1of 3 bar coded Amazon gift certificates for $300, $200, or $100). You do not have to 
enter the lottery drawing to complete the survey. Once you submit your email address, then it 
will automatically be entered into a private and secure data base that even the principal 
investigator cannot access. Once 250 people have completed the entire survey, you will have a 3 
in 250 chance of winning 1 of 3 bar coded Amazon gift certificates for $300, $200, or $100. The 
www.Amazon.com gift certificates will be sent to three randomly chosen e-mail accounts using a 
secure online program. This occurs without in any way linking your identity to the survey 
results. The principal investigator is not able to view any of the e-mail addresses to which the gift 
certificates are sent. Only the 3 winners will be contacted.  
 
WHEN IS THE STUDY OVER? CAN I LEAVE THE STUDY BEFORE IT ENDS?  
The study is over when you have completed the online survey. However, you can leave the study 
at any time even if you have not finished.  
 
PROTECTION OF YOUR CONFIDENTIALITY The study does not involve collecting any 
of your personal identifying information, such as your name or address, allowing you to remain 
anonymous. (NOTE: Recall, as per what is above, you can elect to enter your e-mail address to 
enter the drawing for a chance to receive a prize. However, this occurs without in any way 
linking your identity to your survey answers, and the principal investigator cannot view any e-
mail addresses.)  Teachers College, Columbia University has determined that 
www.Qualtrics.com provides a secure platform for the online survey you will take. The survey 
GDWD�ILOHV�ZLOO�DOVR�EH�VDYHG�RQ�WKH�SULPDU\�UHVHDUFKHU¶V�SDVVZRUG�SURWHFWHG�FRPSXWHU��
Regulations require that research data be kept for at least three years. 

http://www.qualtrics.com/
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For quality assurance, the study team, and/or members of the Teachers College Institutional 
Review Board (IRB) may review the data collected from you as part of this study. Otherwise, all 
information obtained from your participation in this study will be held strictly confidential and 
will be disclosed only with your permission or as required by U.S. or State law.  
 
HOW WILL THE RESULTS BE USED?  The results of this study will be published in 
journals and presented at academic conferences. This study is being conducted as part of the 
doctoral dissertation of the principal investigator.  
 
WHO CAN ANSWER MY QUESTIONS ABOUT THIS STUDY? 
If you have any questions about taking part in this research study, you should contact the primary 
researcher, Amina Abdelaziz at 917-684-0430 or at aa3915@tc.columbia.edu. You can also 
contact the sponsor/supervisor of this research study, Dr. Barbara Wallace, at 
bcw3@tc.columbia.edu or 267-269-7411. 
 
If you have questions or concerns about your rights as a research subject, you should 
contact the Institutional Review Board (IRB) (the human research ethics committee) at 
212-678-4105 or email IRB@tc.edu. Or you can write to the IRB at Teachers College, 
Columbia University, 525 W. 120th Street, New York, NY 10027.  Box 151. The IRB is the 
committee that oversees human research protection for Teachers College, Columbia 
University.  
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Appendix E 

3DUWLFLSDQW¶V�5LJKWV 

3$57,&,3$17¶6�5,*+76 
x I have read the Informed Consent Form and have been offered the opportunity to 

discuss the form with the researcher.  
x I have had ample opportunity to ask questions about the purposes, procedures, risks 

and benefits regarding this research study.  
x I understand that my participation is voluntary. I may refuse to participate or 

withdraw participation at any time without penalty.  
x The researcher may withdraw me from the research at his or her professional 

discretion.  I understand that if I take the survey more than once I will be eliminated 
from the study.    

x If, during the course of the study, significant new information that has been 
developed becomes available which may relate to my willingness to continue my 
participation, the researcher will provide this information to me.  

x Any information derived from the research study that personally identifies me will 
not be voluntarily released or disclosed without my separate consent, except as 
specifically required by law.  

x I should receive a copy of the Informed Consent Form document. (I understand that I 
can download it). 

 

By signing electronically, you agree to be in the study and confirm that you are a woman 
over the age of 18 that identifies as Black or African American, live in the United States, 
gave birth between 2018-2012, and had a hospitalization to deliver a baby in the United 
States where you felt for even a moment that your life was at risk. 
 
 

Provide your electronic signature: 
 
______________________________________________    Date: ______________ 
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Appendix F 

Screening Survey 

Teachers College, Columbia University 
IRB Protocol Number 22-131 

We are seeking Black women who felt their life was at risk for even a moment during a 

hospitalization to deliver a baby (or babies/twins, etc.). To participate in our research study, 

please answer the following questions to see if you qualify: 

1-Are you age 18 or above?  __No __Yes 
 
2-Do you identify as a Black or African American woman? __No __Yes 
 
3-Do you live in the United States? __No __Yes 
 
4-Did you ever have a hospitalization to deliver a baby in the United States where you felt for 
even a moment that your life was risk, or you could have died? __No __Yes 
 
5-Was that particular high-risk hospitalization between the years 2018 and 2012? __No __Yes 
 
6-If you become upset while taking the survey, you can immediately stop and exit the survey. Do 
you feel able to answer questions in a short 12-15 minute survey about you and your experiences 
during that particular high-risk hospitalization without becoming so upset that it negatively 
impacts you²OR, do you feel able to stop and exit the survey if you become upset? __No __Yes  
 
NOTE: If they answer No to any question, then they EXIT survey and arrive at a 

disqualification page. If they answer YES to all question, then they proceed to the study 

survey. 
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Appendix G  
 

The Study Survey 
 

Black Women: Lives at Risk During Baby Delivery 
Hospitalization Survey 

 
Teachers College, Columbia University 

IRB Protocol Number 22-131 

 
INSTRUCTIONS: Please answer the following questions in this survey. 
---------------------------------------------------------------------------------------------------- 
Part I: Basic Demographics (BD-10) 
[A tool created for use by the Research Group on Disparities in Health (e.g. Tirhi, 2019), and adapted for the present study population. See: 
[.e.g. Tirhi, 2019; TIrhi, S. Y. (2019). The Living in America Muslim Life Stress, Coping and Life Satisfaction Study: An Online Mixed Methods 
Study of Islamophobic Discrimination, Microaggressions, and Predictors of Life Satisfaction (Doctoral dissertation, Teachers College, 
Columbia University)]..] 
 
1-My age is____[DROP DOWN MENU 18 ± 80] 
 
2-I consider myself to be  
  _Man   _Woman  _ Transgender __Other (Please indicate________) 
 
3-I consider myself to be 
__Heterosexual  (only have sex with partners of the opposite sex or gender) 
__LGBTQ+ (have sex with some same sex partners, or same gender partners) 
__Other (Please indicate______) 
 
4-My race/ethnicity is: (select all that apply) 
__Black / African American 
IF ANY OF THE BELOW ARE SELECTEDÆ EXCLUDE FROM STUDY 
__Latinx/Hispanic /Latino (including Puerto Rican, Mexican, Mexican American,  
          Chicano, Cuban, other Spanish) 
__White / Caucasian / European American 
__Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or other Asian)  
__Native American/American Indian / Alaska Native 
__Native Hawaiian / Pacific Islander 
__Arab American / Middle Eastern 
__Other group(s) (specify)  
 
5-My skin color is 
7-___Very Dark                 6- ___Dark            5- ____Medium to Dark 
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4- ___Medium to Light      3-___Light            2-____Very Light            1___ White 
[NOTE: create a continuous scale from light=1 to very dark=7 education] 
 
6-Were you born in the United States?  
___Yes    __No 
,I�³1R��³:KHUH�ZDV�\RXU�SODFH�RI�ELUWK�RU�FRXQWU\�RI�RULJLQ"�BBBBBBBBBBBBB 
[List of countries drop down menu] 
 
7- What is the highest degree or level of school that you completed? 
1__Some high school, or less 
2__High school graduate, or GED 
3__Some college credit, no degree 
4__Associate degree or technical degree/training (e.g.: AA, AS) 
5__%DFKHORU¶V�GHJUHH��H�J��%$��%6� 
6__0DVWHU¶V�GHJUHH��H�J��0$��06��MEd) 
7__Doctorate or Professional degree (e.g. PhD, EdD, DrPH, MD, DDS, DMD, PharmD) 
[NOTE: create a continuous scale from low=1 to high=7 education] 
 
8- What is your partner or marital status? 
__Single, never married 
__Married 
__Have a partner/Living together (not married) 
__Widowed 
__Divorced 
__Separated 
[NOTE: create a dichotomous variable, partner yes=1; no=0] 
 
9-Are you currently: 
__Employed for wages 
__Self-employed 
__Unemployed 
__A homemaker 
__A student 
__Military 
__Retired 
__Disabled/Unable to work 
[NOTE: create a dichotomous variable, employed yes=1; no=0] 
 
10-My annual household income is: 
1-Less than $10,000 
2-$10,000 to $19,000  
3-$20,000 to $39,000  
4-$40,000 to $49,000 
5-$50,000 to $99,999 
6-$100,000 to $199,999 
7-$200,000 to $299,000 
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8-$300,000 to $399,000 
9-$400,000 to $499,000 
10-$500,000 to $799,000 
11-$800,000 or More 
__I do not know  
[NOTE: create a continuous scale from low=1 category to high=11 category; create a mean 
category] 
 
-------------------------------------------------------------------------------------------------------------------- 
Part II: Single Item Rating of Risk of Providing Socially Desirable 
Responses (SIR-RPSDR-1) 
[Note: This is a single item scale created for first time use by Dr. Barbara Wallace in studies in 2018 conducted by the Research 
Group on Disparities in Health [RGDH], and for ongoing use by the RGDH. For example, this tool was used by Torez (2019) and 
Laryea (2019). See: Torez, M. (2019). An online investigation into Internet Gaming Disorder (IGD), comorbidity, and psychosocial 
issues: A comparison of American and Chinese gamers²and predictors of meeting criteria for a formal diagnosis of IGD. Doctoral 
dissertation. Teachers College, Columbia University. See: Laryea, E. (2019). An online mixed-PHWKRGV�VWXG\�DVVHVVLQJ�QXUVHV¶�
attitudes, knowledge, skill/ability, and perceived barriers with regard to adherence to the national pressure ulcer advisory SDQHO¶V�
clinical practice guidelines. Doctoral dissertation. Teachers College, Columbia University. Note: Laryea (2019) found that the new 
RQH� LWHP�PHDVXUH�RI� VRFLDO�GHVLUDELOLW\�ZDV�RQH�RI� WZR�VLJQLILFDQW�SUHGLFWRUV�RI�QXUVHV¶�higher personal skill/ability rating for 
PDQDJLQJ�SDWLHQWV¶�SUHVVXUH�XOFHUV��7KLV�ZDV�QRWHZRUWK\��DV�WKH�well-known 13-item measure of social desirability (i.e. Crowne, 
D., & Marlowe, D. (1960) A new scale of social desirability independent of psychopathology. Journal of Consulting Psychology, 
24(4), 349-354.] similarly was found to be the sole significant prHGLFWRU�RI�QXUVHV¶�UDWLQJV�IRU�D�KLJKHU�SHUVRQDO�VNLOO�DELOLW\�IRU�
PDQDJLQJ�SDWLHQWV¶�SUHVVXUH�XOFHUV��+HQFH��WKHUH�LV�YDOXH�LQ�UHGXFLQJ�WKH�EXUGHQ�RI�WLPH�RQ�VWXG\�SDUWLFLSDQWV�DQG�XVLQJ�LQ�Whis 
study the new one item measure of social desirability, especially, given the stress of the pandemic.] 

 
1-I sometimes say things that I think will please people, or what I think they want to hear²
versus the honest truth, which might be difficult or painful for other people to hear and accept, or 
might lead them to jXGJH�PH�KDUVKO\« 
 
I rate myself on a scale of 0 to 10, as follows: 
 
0 1 2 3 4 5 6 7 8 9 10 
0-I am not like          10-I am like 
this at all         this all the  

time 
-------------------------------------------------------------------------------------------------------------------- 
Part III: History of a High-Risk Birth Hospitalization³Year of Event 
(HOHRBH -YOE-3) 
This is a new tool created by the Principal Investigator, Amina Abdelaziz, and the dissertation sponsor, Professor Barbara Wallace, 
Director of the Research Group on Disparities in Health (RGDH). This 3-question tool is specific to this study, essentially 
confirming that all study participants met the inclusion criteria for participation. This was done via the following questions²where 
DQ\�³1R´�UHVSRQVH�ZRXOG�KDYH�OHG�WR�WKHLU�EHLQJ�H[FOXGHG��H[LW��IURP�WKH�VWXG\� 
 
1-Did you ever enter a hospital for the purpose of giving birth to a baby (or babies/twins, etc.)? 
__Yes __No [If selects noÆexit from study] 
 
2-At any point during your time in the hospital to deliver your baby (or babies/twins, etc.), did 
you feel that your life was at risk for even a moment? Or, were you told by someone (e.g. by a 
husband, partner, family member, hospital staff member, etc.) that there was a moment when 
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your life was at risk, or in danger, or you could have died (e.g. from a hemorrhage, or blood clot, 
etc.)? 
__Yes __No [If selects noÆexit from study] 
 
3-Please indicate the year that you had this particular hospitalization to deliver your baby 
(or babies/twins, etc.) 
__2021 __2020 __2019. [If selects 2019, 2020, 2021Æexit from study] 
__2018 __2017 __2016  
__2015 __2014 __2013  
__2012 __ 2011 or before   [If selects 2011 or beforeÆexit from study] 
 
-------------------------------------------------------------------------------------------------------------------- 
Part IV: Perceived Racism, Discrimination, and Inequities in Service 
Delivery by Medical Staff During a High-Risk Birth Hospitalization (PR-D-
ISD-BMS-DHRBH-20) 
 

[This is a new scale created for first time use in the present study by Amina Abdelaziz and Dr. Barbara Wallace, Director of the 
Research Group on Disparities in Health (RGDH)²and for use by the RGHD. This new tool is based on the review of literature. 
Some items reflect incorporating and adapting items, as described by Hall et al (2021) in a tool they used: i.e. the 7-item 
Discrimination in Medical Settings (DMS) scale, which was adapted from the Everyday Discrimination Scale (EDS) to assess 
perceived racial discrimination during healthcare service delivery, as per the work of Peek et al, (2011). Those adapted items 
modified for the present study appear with **. [NOTE: See Peek, M. E., Nunez-Smith, M., Drum, M., & Lewis, T. T. (2011). 
Adapting the everyday discrimination scale to medical settings: reliability and validity testing in a sample of African American 
patients. Ethnicity & disease, 21(4), 502; See Hall, O. T., Jordan, A., Teater, J., Dixon-Shambley, K., McKiever, M. E., Baek, 
M., ... & Fielin, D. A. (2021). Experiences of racial discrimination in the medical setting and associations with medical mistrust 
and expectations of care among black patients seeking addiction treatment. Journal of Substance Abuse Treatment, 108551.] 
Other items are original and new, being created for this scale and study²and designed with ##. The other items arise from 
factors discussed in the literature. There is a sub-scale with 5 items designated with an R; R = Racism Perceived as Potentially 
Operating Sub-Scale with the 6 items #s 1, 3, 5, 7,15,19. The remaining 14 items comprise the Experiences During Service 
Delivery with Medical Staff Sub-Scale (#s 2, 4, 6, 8, 9, 10, 11, 12, 13, 14, 16, 17, 18, 20).  In sum, there are 20 items scored 0-
Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times; this study will determine the internal consistency of the scale, as well 
as mean, SD. Scores will range from 0 (=no experiences of racism, discrimination, and inequities in healthcare service delivery 
during their birth hospitalization) to 72 (= highest frequency/many times of experiences of racism, discrimination, and inequities 
in healthcare service delivery during their birth hospitalization. ] 
 
Please keep in mind that particular hospitalization to deliver your baby (or babies) when there 
was a moment when your life was at risk, or in danger, or you could have died. Please indicate 
all that you experienced when interacting with hospital medical staff²specifically, doctors 
and nurses, during that hospitalization, below: 
 
R ##1-I felt racially stereotyped, or treated like a racial stereotype by doctors and nurses 

0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
**2-I received poor treatment, or poorer treatment 

0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
R ##3-I felt like the quality of treatment and care that I received was not equal to or the same as 
a White woman would receive 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
**4-I felt disrespected, that I received disrespectful care 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
R**5-I felt I was treated with less respect than a White woman would have been 
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_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
6-I overheard judgmental or negative comments about me  

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
R7-I overheard negative comments about my race 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
8-I was verbally abused 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
9-I was yelled at 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
10-I was scolded, ridiculed, mocked, shamed 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
11-I felt belittled and put down 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
12-I was threatened, coerced, lied to, and manipulated  

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
13-I felt what I had to say was being dismissed, ignored, and not taken seriously  

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
**14-I felt like I was not being listened to by doctors and nurses 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
R15-I felt like I was not being listened to by doctors and nurses the way a White woman would 
have been 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
**16-I felt like some doctors and nurses were acting like they were better than me 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
**17-I felt like some doctors and nurses were acting like they were smarter than me 
_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times14-I felt like some doctors and 
nurses were acting like they were better than me 
##18- I felt like my pain level was not managed appropriately with medication  

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
R##19-I felt like my pain level was not managed with medication the way a White woman 
would have her pain managed 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
##20-During my hospitalization, I had some interactions with doctors and nurses that were so 
stressful and overwhelming that I felt traumatized 

_0-Never _1-Once  _2-Twice  _3-Few Times  _4-Many Times 
-------------------------------------------------------------------------------------------------------------------- 
Part V: Risk Factors for Pregnancy-Related Complications³Chronic 
Health Conditions (RFF-PRC-CHC-5) 
[This is a new scale created for first time use in the present study by Amina Abdelaziz and Dr. Barbara Wallace, Director of the 
Research Group on Disparities in Health (RGDH)²and for use by the RGHD. This new tool is based on the review of literature. 
There is just 1item scored 0-No,O-Unsure. The scale is scored Yes = 1; scale ranges from 1=single risk factor to 5=multiple risk 
factors] 
 
BEFORE you went into the hospital to deliver your baby (or babies/twins, etc.), had you been 
diagnosed with any of the following: [check all that apply] 
 
6. Cardiovascular disease or heart disease __Yes __No  __Unsure 
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7. Hypertension or high blood pressure __Yes __No  __Unsure 
8. Obesity __Yes __No  __Unsure 
9. Diabetes __Yes __No  __Unsure 
10. Asthma __Yes __No  __Unsure 
 
[Score Yes = 1; scale ranges from 1=single risk factor to 5=multiple risk factors] 
 
-------------------------------------------------------------------------------------------------------------------- 
Part VI: Occurrence of Medical Events During a High-Risk Birth 
Hospitalization (OME-DHRBH-14) 
[This is a new scale created for first time use in the present study by Amina Abdelaziz and Dr. Barbara Wallace, Director of the 
Research Group on Disparities in Health (RGDH)²and for use by the RGHD. This new tool is based on the review of literature. 
There is just 1item with many options where a woman can check all that apply; It is scored 0=No, O=Unsure; and Yes = 1; scale 
ranges from 1=single medical event to 5=multiple medical events] 

 
Please indicate which of the following you experienced, or were diagnosed with, or told happened 
during your hospitalization to deliver your baby (or babies/twins, etc.): [check all that apply] 
 

15. Event related to cardiovascular condition __Yes __No  __Unsure 
16. Infection or sepsis __Yes __No  __Unsure 
17. Cardiomyopathy (disease of the heart muscle) __Yes __No  __Unsure 
18. Hemorrhage __Yes __No  __Unsure 
19. Blood clot (thrombotic pulmonary, or other embolism) __Yes __No  __Unsure 
20. Cerebrovascular accident (CVA, or stroke) __Yes __No  __Unsure 
21. Hypertensive disorder of pregnancy/ Gestational hypertension __Yes __No  __Unsure 
22. Amniotic fluid embolism __Yes __No  __Unsure 
23. Anesthesia complications __Yes __No  __Unsure 
24. Preeclampsia __Yes __No  __Unsure 
25. Eclampsia __Yes __No  __Unsure 
26. Diabetes __Yes __No  __Unsure 
27. Preterm birth/ premature birth __Yes __No  __Unsure 
28. Low birthweight baby __Yes __No  __Unsure 
 

[Score Yes = 1; scale ranges from 1=single medical event to 14=multiple medical events] 
 
-------------------------------------------------------------------------------------------------------------------- 
Part VII: Medical Mistrust Scale³Short Form (MMS-SF-4) 
[This study follows Shelton et al (2010), given their 11-item version of their tool: The Group Based Medical Mistrust Scale (GBMMS), which 
measures race-based medical mistrust. The title was shortened for this study to the Medical Mistrust Scale. See: Shelton, R. C., Winkel, G., 
Davis, S. N., Roberts, N., Valdimarsdottir, H., Hall, S. J., & Thompson, H. S. (2010). Validation of the group-based medical mistrust scale among 
urban black men. Journal of General Internal Medicine, 25(6), 549-555. The 11-item tool follows elimination of one item from their original 12 
item tool, given the finding of three factors. However, for this study a shorter tool was needed. Hence, of the three factors/scales, this study will  
include just some items: Suspicion Scale (Factor 1, 2 of 5 original items included); Discrimination Scale (Factor 2, 2 of 3 original items 
included for reverse scoring); and, not used in this study were any items from the Lack of Support Scale (Factor 3). The result is a scale 
for this study with 4 questions²as a short form. The numbering in this scale reflects the removal of items (i.e. 1, 2, 3, 6, 7, 9, 11) to shorten the 
VFDOH��RQO\�RULJLQDO�LWHPV�������������DUH�LQFOXGHG��6KHOWRQ�HW�DO��������S�������UHSRUWHG�WKDW�LQWHUQDO�FRQVLVWHQF\�³ZDV�KLJh for the total GBMMS 
�Į ������DQG�WKH�WKUHH�VXE-VFDOHV��6XVSLFLRQ��Į �������'LVFULPLQDWLRQ��Į �������/DFN�RI�6XSSRUW��Į �����´��S��������7KH\�DOVR�³FDOFXODWHG�VSOLW-
half reliability by examining the correlation between odd and even numbered items and found two halves to be highly correlateG��U ������S��������´�
(p. 552). NOTE: The present study will determine internal consistency for the 4-item short scale²eliminating separate consideration for Short 
Suspicion Scale and Short Discrimination Scale] 
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Please indicate your agreement or disagreement with the following statements: 
 

[Short Suspicion Scale (Factor 1)] 
1-Black people cannot trust doctors and health care workers (item 5 on original scale) 
   1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree  
2- Black people should be suspicious of information from doctors and health care 
workers (item 4 on original scale) 
   1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree 
[Short Discrimination Scale (Factor 2)³reverse score] 
3-Black people receive the same medical care from doctors and health care workers as 
people from other groups (item 8 on original scale) 
   1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree 
4-Black people are treated the same as people of other groups by doctors and health care 
workers (item 10 on original scale) 
   1-Strongly Disagree 2-Disagree 3-Neither Agree or Disagree 4-Agree 5-Strongly Agree  
-------------------------------------------------------------------------------------------------------------------- 
Part VIII: Rating the Cultural Sensitivity, Competence and Humility of 
Hospital Providers (RCSCH-OHP-1) 
[Scale taken from Hall (2021) and modified for the study (i.e. Thinking back and recalling that particular hospitalization to 
deliver you baby [or babies/twins, etc.]. Scale for Hall (2021) was intended for subsequent use by the Research Group on 
Disparities in Health, while designed for first time use in Hall (2021).] 
 
2 ± Thinking back and recalling that particular hospitalization to deliver you baby (or 
babies/twins, etc.), please rate your hospital healthcare providers' cultural sensitivity and 
cultural competence, overall, for treating you as someone who is Black, African American, 
etc. -- or for providing you with the same quality of care they provide to White women: 
 

1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 

6-Excellent 

 
-------------------------------------------------------------------------------------------------------------------- 
Part IX: Perceived Discrimination by Hospital Providers in Response to 
Personal Demographics (PD-BHS-IRTPS-5) 
[Scale taken from Hall (2021) and modified for the study (i.e. Thinking back and recalling that hospitalization to deliver your 
EDE\��RU�EDELHV�WZLQV��HWF����GR�\RX�WKLQN�\RX�H[SHULHQFHG�DQ\�GLVFULPLQDWLRQ�IRU««�6FDOH�IRU�+DOO��������ZDV�LQWHQGHG�IRU�
subsequent use by the Research Group on Disparities in Health, while designed for first time use in Hall (2021) with Dr. Barbara 
Wallace, Director of the RGDH. There are five questions. NOTE on Scoring: question answer range = 0 to 5, 0=no 
discrimination to 5=highest level experience of discrimination for multiple intersecting identities in healthcare system during the 
birth hospitalization.] 
 
Thinking back and recalling that hospitalization to deliver your baby (or babies/twins, etc.), do 
you think you experienFHG�DQ\�GLVFULPLQDWLRQ��XQIDLU�WUHDWPHQW��IRU«�� (select all that apply, 
below):  
 
1-being a woman     ___Yes ___No 
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2-being African American or Black ___Yes ___No 
3-being overweight or obese  
___Yes ___No __Not Applicable. I am not overweight or obese 
4-my appearance (e.g. skin tone, hair, etc.) ___Yes ___No 
5-being a person with a disability      
___Yes ___No __Not Applicable. I am not a person with a disability 
 
(NOTE on Scoring: question answer range = 0 to 5, 0=no discrimination to 5=highest level experience of discrimination for 
multiple personal characteristics) 

-------------------------------------------------------------------------------------------------------------------- 
Part X: Retrospective Depression, Anxiety, Trauma and Receipt of 
Counseling Scale³Past Year (A) and Year Post-High-Risk Birth 
Hospitalization (B) (RDATS-PY-YPHRBH³8)   

[This is shorter version of a scale that follows the work of Tirhi (2019) and others (e.g. Hall, 2021)²as a common tool used by 
the Research Group on Disparities in Health (RGDH). Added for the first time in this study is an entire scale (B) with new 
questions about the period of time after their hospitalization for a birth (months 1 to 12 post-partum). Hence, scale A provides 
past year depression, anxiety and trauma; and, a new scale B provides depression, anxiety and trauma the year following their 
birth hospitalization.  Results should be reported for ODD ITEMS as Scale A²Past Year Depression, Anxiety and Trauma; 
and, for EVEN ITEMS as Scale B²The Year Post-Birth Hospitalization  Depression, Anxiety and Trauma. The counseling 
question addresses any receipt of counseling for Scale A, and receipt of counseling for Scale B. NOTE: Scoring is new, being 
implemented in the present study for the first time. A new Likert rating scale is being used for both Scale A and Scale B:  0-
No__; 1-Yes, was a very mild level__; 2-Yes, was a moderate level___; 3-Yes, was a severe level___; 4-Yes, was a very severe 
level___. Hence, scoring for Scale A can range from 0 (no depression, anxiety or trauma) to 12 (most severe levels of depression, 
anxiety or trauma). In addition, scoring can permit creation of the Overall Mental Health Index that combines the ratings for 
depression, anxiety and trauma by creating a mean score that combines them; this can be done for Scale A and Scale B. 
] 

  
Depression is an overwhelming feeling of intense sadness. It can include feeling helpless, 
hopeless, and worthless. It can sometimes be expressed through angry outbursts, as well as 
bursting into tears. There can also be loss of appetite, or an increase in appetite. There can also 
be difficulty sleeping or oversleeping. In addition, there can be a loss of interest in your 
activities. Such a depression can last for days or weeks. This goes beyond typical feelings of 
sadness, such as following some disappointment.  
   
1-Do you think you experienced any depression in the past year or 12 months?  
0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 
 
2-Looking back on the PERIOD OF TIME AFTER YOU HAD A HOSPITALIZATION 
FOR A BIRTH (months 1 to 12 post-partum), do you think you experienced any depression? 
0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 
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Anxiety is an overwhelming and intense feeling of nervousness, fear, tension, powerlessness, 
DQG�DSSUHKHQVLRQ��,W�FDQ�UHDFK�D�SHDN�VR�WKHUH�DUH�PRPHQWV�RI�SDQLF�ZKHUH�RQH¶V�KHDUW�PD\�EH�
pounding/beating quickly, or there is rapid breathing/difficulty breathing. A person may also 
experience sweating and trembling. Sometimes it can be so intense that one has trouble 
concentrating/thinking, leaving the house, or trouble being around other people. The fear can be 
very intense, and one can feel like there is some impending danger. This goes beyond typical 
feelings of nervousness, such as when anticipating a new situation, or something unexpected, or 
unknown.  
 
 3-Do you think you experienced any anxiety in the past year or 12 months?  
0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 
 
4-Looking back on the PERIOD OF TIME AFTER YOU HAD A HOSPITALIZATION 
FOR A BIRTH (months 1 to 12 post-partum), do you think you experienced any anxiety? 
0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 
 
 
 Trauma is the most shocking and horrible thing to ever happen to a person (unless prior 
trauma)²such as: serious accident or fire; seeing someone seriously injured or die; war; 
HDUWKTXDNH�IORRG��SK\VLFDO�VH[XDO�DEXVH��RU��D�ORYHG�RQH¶V�KRPLFLGH��VXLFLGH��RU�RWKHU�WUDJHG\��
Trauma symptoms may include: anxiety; nightmares; feeling numb, unable to love, and detached 
with no interest in spending time with others; guilt about surviving if others did not; flashbacks 
IURP�WUDXPD�DV�LPDJHV�WKDW�XQH[SHFWHGO\�³SRS�XS´�LQ�WKH�PLQG��DYRLGLQJ�UHPLQGHUV�RI�WUDXPD��
and problems concentrating.  
 
5-Do you think you experienced any trauma or trauma symptoms in the past year or 12 
months?  
0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 
 
6-Looking back on the PERIOD OF TIME AFTER YOU HAD A HOSPITALIZATION 
FOR A BIRTH (months 1 to 12 post-partum), do you think you experienced any trauma or 
trauma symptoms? 



 

 
 

176 
 

0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 
 
 
Receipt of Counseling  
7-In the past year, did you seek out any kind of counseling or advice for any depression, anxiety, 
or trauma²such as from a mental health professional or other helper?  
____Yes ____No     ___Not Applicable/ No experience of depression/anxiety/trauma  
 
8-Looking back on the PERIOD OF TIME AFTER YOU HAD A HOSPITALIZATION 
FOR A BIRTH (months 1 to 12 post-partum), did you seek out any kind of counseling or 
advice for any depression, anxiety, or trauma²such as from a mental health professional or 
other helper?  
____Yes ____No     ___Not Applicable/ No experience of depression/anxiety/trauma  
 
-------------------------------------------------------------------------------------------------------------------- 
Part XI: Perceived Stress Scale (PSS-4) 
[NOTE: The PSS-4 is a short version of the PSS-10 created by: Cohen, S., Kamarck, T., Mermelstein, R. (1983). A global 
measure of perceived stress. Journal of Health and Social Behavior, 385-396. Also see Cohen, S (1994). For the source of the 
shorter PSS-4 utilized or this study, please see: Macarthur Research Network on SES and Health (2008). Perceived Stress Scale ±
4 Item, Retrieved from: https://macses.ucsf.edu/research/psychosocial/pss4.php. According to Karam et al (2012),  (See: Karam, 
F., Bérard, A., Sheehy, O., Huneau, M. C., Briggs, G., Chambers, C., ... & Martin, B. (2012). Reliability and validity of the �ဨ
item Perceived Stress Scale among pregnant women: Results from the OTIS antidepressants study. Research in Nursing & 
Health, 35(4), 363-375. Retrieved from: https://onlinelibrary.wiley.com/doi/abs/10.1002/nur.21482. In a study with pregnant 
women, while examining stress, depression and quality of life, they found acceptable internal consistency (Cronbach's alpha 
FRHIILFLHQWௗ ௗ������DOWHUQDWH�IRUPV�VWDELOLW\�UHOLDELOLW\�ZLWK�WKH���ဨLWHP�366��3HDUVRQ�FRUUHODWLRQ�FRHIILFLHQW rௗ ௗ���� pௗ�ௗ�������
concluding it was a valid and useful tool.] 
 
{Perceived Stress Scale Scoring: PSS-4 scores are obtained by reverse coding the positive items, e.g., 0=4, 1=3, 
2=2, etc. and then summing across all 4 items.  Items 2 and 3 are the positively stated items.] 

Instructions: The questions in this scale ask you about your feelings and thoughts during the last 
month.  In each case, please indicate with a check how often you felt or thought a certain way. 
  
1.  In the last month, how often have you felt that you were unable to control the important 
things in your life? 

 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
2.  In the last month, how often have you felt confident about your ability to handle your 
personal problems? 

 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
3.  In the last month, how often have you felt that things were going your way? 

 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 

https://macses.ucsf.edu/research/psychosocial/pss4.php
https://onlinelibrary.wiley.com/doi/abs/10.1002/nur.21482
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4.  In the last month, how often have you felt difficulties were piling up so high that you 
could not overcome them? 

 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
[PSS-4 scores are obtained by reverse coding the positive items, e.g., 0=4, 1=3, 2=2, etc. and 
then summing across all 4 items.  Items 2 and 3 are the positively stated items.] 

-------------------------------------------------------------------------------------------------------------------- 
Part XII: Perceived Social Support³Now and During a High-Risk Birth 
Hospitalization³Scale (PSS-NADHRBH-S-2) 
[This is a common tool used by the Research Group on Disparities in Health (RGDH), having been used by Lian (2017). See: 
Lian, Z. (2017). Predictors of depression/anxiety, mental health service utilization, and help-seeking for Chinese international 
students: Role of acculturation, microaggressions, social support, coping self-HIILFDF\��VWLJPD��DQG�FROOHJH�VWDII¶V�FXOWXUDO�
competence and cultural humility. Doctoral Dissertation, Teachers College, Columbia University. Note: For this study, to reduce 
the burden of time during the stress of the ongoing pandemic, a new one item version of the scale was created by combining the 
HVVHQFH�RI���TXHVWLRQV�LQWR�RQH�GHVFULSWLRQ�RI�ZKDW�KDYLQJ�VRFLDO�VXSSRUW�³PHDQV�´�This shortened version follows the work of 
others (e.g. Hall, 2021; Williams, 2021). Participants then indicate the number of people they have in their life, using the 5-option 
scale. For the present study, a second question was added that permits responses on social support for the period of time when 
they had their birth hospitalization²i.e. for a birth in 2018 or BEFORE 2018.  
 
Please read the description, below (for social support), and then answer the questions that 
follow. 
 
 

Having SOCIAL SUPPORT means having people in your life who provide the following 
kinds of support and assistance: you can ask them for advice or receive words of 
encouragement; get money or get food in an emergency; or have a place to temporarily 
wait for help, or stay or live in an emergency. 
 
1-Please indicate the extent to which you experience SOCIAL SUPPORT in your life at this 
time (i.e., right now): 

1. I have no one like this in my life right now 
2. I have at least 1 one person like this in my life right now 
3. I have at least 2 people like this in my life right now 
4. I have 3-5 people like this in my life right now 
5. I have 6 or more people like this in my life right now 
 

2- Please indicate the extent to which you experienced SOCIAL SUPPORT²for the YEAR 
AFTER YOU HAD THAT HIGH-RISK HOSPITALIZATION TO GIVE BIRTH? 

1. I had no one like this in my life during my birth hospitalization 
2. I had at least 1 one person like this during my birth hospitalization 
3. I have at least 2 people like this in my life right now 
4. I have 3-5 people like this in my life right now 
5. I have 6 or more people like this in my life right now 
 

 
 

-------------------------------------------------------------------------------------------------------------------- 
Part XIII: Share About Your High-Risk Birth Hospitalization (SAYHRBH-
3) 
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[This follows prior research conducted by the Research Group on Disparities in Health (RGDH) where all studies tend to be 
mixed-methods, including a final section that provides qualitative data via open-ended questions to be analyed for emergent 
themes. These questions were created by the Principal Investigator, Amina Abdelaziz, and Dr. Barbara Wallace, Director of the 
RGDH.] 
 
Lastly, please answer the following open-ended questions, allowing you to freely share. Note: One 
word or very brief answers are acceptable. 
 

1-If you feel comfortable, please briefly share what was happening at that moment of your birth 
hospitalization when you felt your life was at risk, endangered, or you could have died? Please 
include whether or not you think what happened to you had anything to do with your being an 
African American or Black woman, or some additional characteristic (e.g. skin tone, hair, etc.). 
[500 WORD TEXT BOX] 
 
2-If you think you had any experiences of racism and/or discrimination during your birth 
hospitalization, please briefly provide an example. (If you did not experience this, just state N/A 
for Not Applicable to you.) 
[500 WORD TEXT BOX] 
 
3-Finally, please share the impact of your experiences during that birth hospitalization on you (e.g. 
depression, anxiety, trauma, your level of trust etc..), and how you coped or dealt with what 
happened to you. 
[500 WORD TEXT BOX] 
 
 
 
----------------------END OF SURVEY---------------------- 
THANK YOU! 
 
SHARE WITH OTHERS THE LINK THAT LED YOU TO THIS STUDY! 
 
Are you a Black woman who felt your life was at risk for even a moment while in the hospital to 
give birth between years 2012-2018? ,I�³<(6�´ click 
on https://tinyurl.com/BlackWomenLivesAtRisk & Take 12-15 Min Survey for 3 in 250 chance 
to win a $300, $200, or $100 Amazon Gift Card! 
 
COUNSELING RESOURCES 
If you need immediate assistance, please refer to the following 
contact information.  
You can download this page with contact information for counseling resources, OR SKIP TO 
THE LINK, BELOW, FOR ENTERING YOUR EMAIL INTO THE LOTTERY DRAWING 
FOR A CHANCE TO RECEIVE A PRIZE (i.e., 1 of 3 bar coded Amazon gift certificates for 
$100). 

1-For Free Texting Crisis Help: 
x You text 741741 when in crisis as a service available 24 hours a day, 7 days 

a week. You will reach a live trained Crisis Counselor who will respond quickly. 

https://tinyurl.com/BlackWomenLivesAtRisk
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The Crisis Counselor helps to move you from a hot moment to a cool calm and 
safe state, using effective active listening and suggested referrals²all using the 
&ULVLV�7H[W�/LYH¶V�VHFXUH�SODWIRUP�� 

x If you have a phone plan with AT&T, T-Mobile, Sprint, or Verizon, texting to 
741741 is free of charge. 

2-Contact a Crisis Intervention Hotline for Immediate Help and 
Referrals: 
https://www.allaboutcounseling.com/crisis_hotlines.htm 

Examples of Crisis Intervention Hotlines: 
x If you are in immediate danger, call 911 
x National Suicide Hotline: 800-SUICIDE (800-784-2433) 
x National Suicide Prevention Lifeline: 800-273-TALK (800-273-8255) 
x Grief Recovery Helpline: 800-445-4808 

3-Seek Out Top Rated, Low-Cost Online Counseling Services:  
https://www.e-counseling.com/tlp/therapy-1/?imt=1 

x Please see a list of the top rated online counseling services²with the average 
weekly cost as low as $60. 

4-Seek Out Affordable Online Counseling: 
https://www.betterhelp.com/about/ 

x Access affordable and convenient online counseling with professionals. 
5-Seek Help from the Study Sponsor by E-Mail or Phone: 
bcw3@tc.columbia.edu or 267-269-7411 (i.e. the study contact 
number) 

x You may contact the study sponsor, Dr. Barbara Wallace, receiving help with 
referrals. Dr. Wallace is a licensed psychologist with experience working with the 
study population. 

 
Are you a Black woman who felt your life was at risk for even a moment while in the hospital to 
give birth between years 2012-2018? ,I�³<(6�´ click 
on https://tinyurl.com/BlackWomenLivesAtRisk & Take 12-15 Min Survey for 3 in 250 chance 
to win a $300, $200, or $100 Amazon Gift Card! 
 
 

 

 

 

https://www.allaboutcounseling.com/crisis_hotlines.htm
https://www.e-counseling.com/tlp/therapy-1/?imt=1
https://www.betterhelp.com/about/
mailto:bcw3@tc.columbia.edu
https://tinyurl.com/BlackWomenLivesAtRisk
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