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Journal of Midwifery &Women’s Health www.jmwh.org
Editorial

Reflections on 40 Years as a Journal Editor

When I was a midwifery student in the late 1970s, my ed-
ucation program expanded by an additional semester to
accommodate new required core competencies. In the pro-
cess, students were afforded the luxury of one elective. While
most of my colleagues found courses to take in the nursing or
public health schools, my eye was caught by a flyer advertising
a course in the school of journalism on health and science
writing. I had some daydreams at the time about writing
a midwife’s column on women’s health for a newspaper or
magazine and thought this might set me on that track. And
so, I enrolled. Despite the professor’s visible consternation
at having a student midwife in the class, I did well and
enjoyed it.

Fast forward a few months to graduation, and my first
midwifery position was in the New York City corps of mid-
wives led byDorothea Lang. Those who knewDorothea know
well that she insisted her midwives take on opportunities to
serve the American College of Nurse-Midwives (ACNM). I
joined a committee or two, butmy real interest was in the Jour-
nal of Nurse-Midwifery (JNM). Eventually summoning up my
courage, I contacted Mary Ann Shah, then editor-in-chief of
the Journal, to express my interest in helping out. She asked
me what I would like to do, and thinking back to that writing
course, I suggested a short update column that covered news
and guidelines from other publications and professional soci-
eties. To my surprise and delight, I was in!

Initially appointed to an assistant editor position that the
Journal had at that time, I was soon re-appointed as an as-
sociate editor and became part of the group responsible for
each issue of the Journal. The College selected Elsevier North
Holland as a publisher in 1979, which brought the Journal its
blue cover, the well-known mother-child logo, and a strict
bimonthly publication schedule. Back in those days, the ed-
itorial board met in person every 2 months to create the
next issue. Everythingwas on paper; the editor-in-chief leased
a copying machine that resided in her home. She regularly
mailed out large envelopes containing stacks of new submis-
sions, each to be read before our meeting. We convened at
someone’s home around 6 pm, ordered in food, and often did
not leave until well after midnight, making accept or reject
decisions on each manuscript and then assigning the corre-
spondence and editing to one of the editorial board members.
Slowly but surely, and at times with a certain amount of angst,
each issue came together.

In those days, it was a laborious process, with late-night
marathon meetings, reams of paper, and trips to the post of-
fice. I remember the discussions about email as it expanded
its presence in work and personal lives, and the hesitation
to move to that platform until we thought people would be
comfortable with it (I imagine that image is hard to grasp
for younger generations of midwives!). Ultimately, we did
adopt email-based communication, which greatly simplified

our processes, streamlined the editorial work, and allowed the
editorial board members some geographic diversity. And af-
ter well over a decade, I did notmiss those late-nightmeetings
at all.

Scanning the tables of contents in issues back to 1979, I am
struck by how much the Journal has grown and how much it
is the same. In those days, an issue had perhaps 3 to 4 major
articles and a number of short columns, each curated by an
associate editor (mine was the Research Exchange, once my
Updates column phased out). We had far more letters from
readers than we do these days, but now we have more major
articles in each issue. The research we publish has matured
over the years, as have offerings of clinical and systematic re-
views, and our back issues chronicle the evolution and ex-
pansion ofmidwifery practice and education programs.Many
of the professional issues described in early articles have re-
solved, while others persist. Editorials in each issue, with edi-
torial boardmembers rotating responsibility for writing them,
also gave voice to issues in midwifery. In fact, these editorials
were amongmy first professional publications, exploring such
topics as prescriptive privileges,1 well woman gynecology,2
evidence-based practice,3,4 the risks of risk assessment,5 and
midwifery as philosophy over function.6,7 Re-reading the ar-
ticles that fill over 4 decades of the Journal provides a fasci-
nating overview of both the core of midwifery as well as its
growth.

The Journal grew in other ways beyond the articles we
published.We became a refereed journal when we established
a peer review panel in 1981. In 1986 the Journal was offi-
cially accepted into Index Medicus (the history of this ef-
fort was chronicled in a scathing editorial by Mary Ann Shah
in 19858).9 We started continuing education opportunities in
1989 with a 2-part home study on AIDS, and these continue
in both single article and entire issue options, providing an ef-
ficient and cost-effective way to obtain continuing education
relevant to midwives. Share With Women, patient education
handouts for clinicians to share, was launched in 2002 and re-
mains one of the Journal’s most downloaded offerings. Our
focus broadened beyond perinatal care as well. In 2000 we
changed the name of the Journal to the Journal of Midwifery
andWomen’s Health (JMWH) to reflect that the Journal was a
“forum for interdisciplinary exchange across a broad range of
women’s health issues, including midwifery, women’s health,
education, evidence-based practice, public health, policy, and
research.”10 Most recently, in 2019, the Journal cover was re-
designed to again reflect the broader range of care provided
by contemporary midwives.11

My editorial mentor, Mary Ann Shah, retired in 2000 and
was followed over subsequent years by editors-in-chief Lisa
Paine (2000), Tekoa King (2001), and Francie Likis (2008).
In 2003, the position of Deputy Editor was created, and I
became the first with that title. The current group of senior
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editors, Francie Likis, Tekoa King, and myself, has been at
the helm since 2007 (although I have the role of unofficial
keeper of JNM and JMWHhistory). The Journal changed pub-
lishers in 2011 and, with Wiley, initiated a number of digi-
tal improvements.12 Manuscript submissions, article down-
loads, citations, and impact have all continued to improve,
and the Journal remains a prominent and unique voice
of midwifery in the 21st century. I am proud to be part
of it.

During the 40-plus years of my career as a midwife, I
changed jobs several times, moving from full-time full-scope
clinical practice to part-time ambulatory care and then to clin-
ical and academic faculty appointments. I stayed home briefly
with small children, completed a doctoral degree, and worked
in research positions. I began to focus more on reproductive
health than perinatal care, moved cross country to accept an
endowed professorial chair, and ultimately retired from full-
time academia. But in all those years, I never left the Journal.
During the past 40 years, the evolution of midwifery through-
out my professional lifetime has been chronicled in the pages
of JNM and JMWH. For over 4 decades of working with au-
thors to produce quality articles, writing editorials aboutmid-
wifery issues, participating in discussions andmeetings about
the Journal’s role and ensuring it remains a voice of mid-
wifery, it has been a steady anchor for my own identity as a
midwife.

I never did produce the women’s health column I once
envisioned, but I like to think that writing course was put
to good use. As I step down from the editorial responsibil-
ities of the last 4 decades, I want to express my gratitude
to ACNM and my colleagues for affording me the opportu-
nity to contribute to what the Journal represents and to the
recording of the art and science of midwifery. I will miss the
sense of personal pride and accomplishment I feel as I read
each new issue of the Journal, but I look forward to following

the continued growth of both the Journal and my well-loved
profession.

Patricia Aikins Murphy, CNM, DrPH
Deputy Editor
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Being Known: A Grounded Theory Study of the Meaning of
Quality Maternity Care to People of Color in Boston
Sanam Roder-DeWan1, MD, DrPH , Nashira Baril1, MPH, Candice M. Belanoff2, ScD, MPH , Eugene R. Declercq2,
PhD , Ana Langer3, MD

Introduction: Experiences of people of color withmaternity care are understudied but understanding them is important to improving quality and
reducing racial disparities in birth outcomes in the United States. This qualitative study explored experiences with maternity care among people
of color to describe the meaning of quality maternity care to the cohort and, ultimately, to inform the design of a freestanding birth center in
Boston.

Methods: Using a grounded theory design and elements of community-based participatory research, community activists developing Boston’s
first freestanding birth center and academics collaborated on this study. Semistructured interviews and focus groups with purposefully sampled
people of color were conducted and analyzed using a constant comparativemethod. Interviewees described their maternity care experiences, ideas
about perfect maternity care, and how a freestanding birth center might meet their needs. Open coding, axial coding, and selective coding were
used to develop a local theory of what quality care means.

Results: A total of 23 people of color participated in semistructured interviews and focus groups. A core phenomenon arose from the narratives:
being known (ie, being seen or heard, or being treated as individuals) during maternity care was an important element of quality care. Contextual
factors, including interpersonal and structural racism, power differentials between perinatal care providers and patients, and the bureaucratic na-
ture of hospital-basedmaternity care, facilitated negative experiences. People of color did extra work to prevent andmitigate negative experiences,
which left them feeling traumatized, regretful, or sad about maternity care. This extra work came in many forms, including cognitive work such
as worrying about racism and behavioral changes such as dressing differently to get health care needs met.

Discussion: Being known characterizes quality maternity care among people of color in our sample. Maternity care settings can provide person-
alized care that helps clients feel known without requiring them to do extra work to achieve this experience.
J Midwifery Womens Health 2021;66:452–458 c© 2021 The Authors. Journal of Midwifery & Women’s Health published by Wiley Periodicals LLC
on behalf of American College of Nurse Midwives (ACNM).

Keywords: birth centers, racism, maternity care, targeted universalism, community-based participatory research, quality improvement,
qualitative research

INTRODUCTION

According to a 2020 National Academies of Sciences, Engi-
neering, and Medicine report, birth centers, if integrated into
wider maternity care systems, are part of the solution to im-
proving poor childbirth experiences and outcomes.1 However,
without an explicit understanding of the experiences of peo-
ple of color in pregnancy, labor, birth, and the postpartum pe-
riod and a commitment to integrating policies and practices
to address, redress, and heal, such centers risk maintaining
structural inequity and perpetuating disparities. In this study,

1Neighborhood Birth Center, Boston, Massachusetts
2Department of Community Health Sciences, Boston
University School of Public Health, Boston, Massachusetts
3Department of Global Health and Population, Harvard T.H.
Chan School of Public Health, Boston, Massachusetts
Correspondence
Sanam Roder-DeWan
Email: roderdewan@mail.harvard.edu
ORCID
Sanam Roder-DeWan https://orcid.org/0000-0003-0114-2505
Candice M. Belanoff https://orcid.org/0000-0002-2491-7548
Eugene R. Declercq https://orcid.org/0000-0001-5411-3033

a group of community organizers working to develop a free-
standing birth center—the Neighborhood Birth Center—in
Boston, one of themost racially segregated cities in theUnited
States, partnered with researchers to explore the experiences
of people of color with maternity care.

Freedom from discrimination in health care is intrinsi-
cally valuable as a human right and is associated with vari-
ous aspects of high-quality care, including better communica-
tion between perinatal care providers and patients, improved
adherence to clinical recommendations, and higher satisfac-
tion with care.2–5 Discrimination in health care services based
on patient characteristics such as race and ethnicity is also
included in the typology of mistreatment of women during
childbirth and has been described in studies from around the
globe.6 In US health care settings, a small but growing body
of evidence shows that discrimination, microaggressions (ie,
discrimination in everyday interactions often unknowingly
perpetrated and sometimes unknowingly received), and im-
plicit bias (ie, bias that is not conscious and thus difficult to
control), toward people of color is common.3,6–11 A nationally
representative sample from the Listening to Mothers III sur-
vey quantifies the phenomenon in maternity care with 24%
of people who have given birth reporting having experienced
some form of discrimination.6 In this same sample, 10% of
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✦ Maternal mortality among Black people in the United States is 2.5 times higher than white people, and infant mortality
among Black infants occurs at more than twice the rate of white infants. Addressing these disparities will require delivering
high-quality technical and interpersonal care, including freedom from discrimination, to all people who are giving birth.

✦ This study uses elements of community-based participatory research to inform the design of a freestanding birth center
in Boston with the voices and experiences of people of color who have given birth.

✦ The study shows that people of color value being knownduringmaternity care (ie, being seen, heard, and treated as individ-
uals). Extra work (ie, steps to prevent or mitigate negative experiences) is done to achieve positive maternity experiences.

✦ Structural and interpersonal racism contribute to not being known. The bureaucratic nature of health care institutions and
asymmetry of power and knowledge between perinatal care providers and patients create the context for these negative
experiences with maternity care.

✦ In order to provide high-quality care to all users, maternity care providers should help clients feel known without making
them do extra work to ensure a positive experience.

Black non-Hispanic respondents said that they were “always
or usually treated poorly in hospital due to race, ethnicity, cul-
tural background, or language”; this rate was 3% in white non-
Hispanic respondents.1,9(p.48)

The physiologic impact of the daily stress caused by
racism, termed allostatic load, contributes to stark racial dis-
parities in birth outcomes in the United States.12–14 Maternal
mortality among Black people in the Unites States is 2.5 times
higher than the mortality of white people, and infant mortal-
ity among Black infants occurs at more than twice the rate of
white infants.15,16 These differences persist when controlling
for socioeconomic differences and behavior, leading the Cen-
ters for Disease Control and Prevention to state that “Iden-
tifying and addressing implicit bias and structural racism
in health care and community settings … would likely im-
prove patient-provider interactions, health communication,
and health outcomes.”17(p 764)

This study explored the meaning of high-quality mater-
nity care for people of color in Boston using a grounded the-
ory research design18 The approach, which is well suited to a
research topic that is yet to be fully addressed in the literature,
builds local theory from qualitative data.18 Semistructured in-
terviews were conducted with people of color who had given
birth; during the interviews, respondents were prompted to
share experiences with maternity care, to imagine a “perfect
birth,” and to suggest ways that a new birth center could meet
their needs. The ultimate goal of this research was to inform
the design of Boston’s first freestanding birth center so that it
can advance equity by delivering high-quality technical and
interpersonal care to all.

METHODS

This grounded theory study was conducted with the over-
arching aim of understanding what high-quality maternity
care means to people of color in Boston. Although a full
community-based participatory research approach was not
used, elements were incorporated into the research process to
ensure that the results were both accurate and useful.19 The
study was conceived and implemented by community mem-

bers who are also leaders in themovement to start a freestand-
ing birth center in Boston. A broader group of community
members was engaged during the analysis process, and par-
ticipants were invited to give feedback on the results during a
community dissemination event.

The research design, data collection, and analysis were
conducted by the first and second authors, both of whom
identify as people of color and have lived in the community
where the birth center is to be erected, have training in public
health, and received maternity care in the city. The first au-
thor is a family physician, health systems researcher, and pub-
lic health practitioner who studies quality of care and is on
the board of the Neighborhood Birth Center. The second au-
thor has a career focused on racial justice in public health and
is the program lead for the birth center project. All authors
were influenced by the literature on high-quality care and on
systemic racism in the United States, especially the theoretical
work of Camara Phyllis Jones on levels of racism and writings
of powell and Menendian on othering and belonging.5,20–22
The development of this birth center more broadly is guided
by the theory of targeted universalism (or progressive univer-
salism in the international literature), which says that design-
ing around the needs of structurally excluded groups leads to
service delivery that meets the needs of all and can contribute
to a more just society.23,24

A purposefully sampled population of people who self-
identified as people of color (ie, did not identify as white)
and who had given birth were identified for in-depth inter-
views and focus groups. Participants were excluded if they
were younger than 18 years. No formal reimbursement was of-
fered for participation. Flyers describing the study and solic-
iting participation were placed in busy community locations
that were frequented by parents, such as entrances to daycare
centers and bus stops. Emails to community mailing lists and
announcements on community social media groups were also
posted. Participants were also asked if they had any friends
or family members who might be interested in joining the
study (ie, snowball sampling). These interviews focused on
3 clusters of questions that were designed to prompt partic-
ipants to describe their experiences with prenatal, birth, and
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postpartumcare (ie,maternity care). The first cluster asked re-
spondents to describe their maternity care experiences: “Re-
flect on examples of things that the doctors/nurses/staff did
to show you that they respected you.” The second section
asked respondents to imagine and describe a perfect birth:
“What would have made your birth ‘perfect?’” The third sec-
tion asked respondents to share their thoughts on a freestand-
ing birth center: “Do you have any ideas of how a birth center
could best serve your needs?”

During the consent process, respondents were told that
their participation would help the researchers and organizers
develop a freestanding birth center in Boston. All interviews
were audio-recorded and transcribed. Interviewer identity, in-
cluding race, ethnicity, gender, occupation, and brief birth his-
tory, was shared at the beginning of each interview. This study
was approved by the Harvard University Institutional Review
Board andwas determined to be exempt from human subjects
research review.

Researchers used a constant comparative method to col-
lect data, document thoughts on what the data meant in the
form of memos, and develop meaning (or theory) to influ-
ence further data collection. Data were first organized us-
ing open codes. This initial categorization was reviewed by
an interprofessional team of researchers and community ac-
tivists. Asmore content became available, a core phenomenon
emerged and became the focus of the iterative analysis pro-
cess. Using discriminant sampling, interviews continued un-
til this core category was saturated. Axial coding was then
used to reorganize the data and build out ideas of what caused
the phenomenon and how respondents mitigated the impact
of the phenomenon (causal conditions, strategies, conditions
and context, and consequences).18,25 The final coding step was
to selectively code data to connect categories. The model that
emerged from this process was again discussed with a group
of researchers and community activists, leading to a grounded
theory of what high-quality maternity care means to people
of color in Boston. Dedoose was used for coding and analysis
(version 7.5.9; SocioCultural Research Consultants, LLC, Los
Angeles, CA).

RESULTS

Semistructured interviews and focus groups were con-
ducted with 23 individuals who identified as people of color
(Table 1), more than half of whom identified as Black or
African American. Other identifiers used by study partici-
pants were Caribbean-American, Puerto Rican, Dominican,
Haitian-American, Hispanic, and Native-American. Respon-
dents ranged in age from 25 to 57 years with a mean age of
35 years and described births that occurred at any point dur-
ing their lives. Respondents included people who gave birth
in hospitals or in their homes and people who gave birth vagi-
nally or by cesarean.

A grounded theory was developed explaining the mean-
ing of quality maternity care among people of color in this
sample (Figure 1). Following the tradition of Corbin and
Strauss, the grounded theory revolves around a core phe-
nomenon, or central conceptual category18 Categories of con-
ditions that describe the context, causes, and consequences of

Table 1. Demographic and Health Characteristics of  People
of Color Living in BostonWho Have Given Birth

Characteristic Value

Age, mean (SD), y 35 (9)
Highest level of education completed was high school,

n (%)a
7 (41)

Self-identified race or ethnicity, n (%)b

Black 7 (30)
Hispanic 2 (9)
Black Latina 1 (4)
German and Black 1 (4)
African American 8 (25)
Native American 1 (4)
Caribbean American 1 (4)
Haitian American 2 (9)
Haitian 1 (4)
Puerto Rican 3 (13)
Cuban 1 (4)
Dominican 1 (4)
Health characteristics

Number of births, mean (SD) 3 (2)
At least one home birth, n (%) 5 (22)
At least one birth by cesarean, n (%) 4 (17)

an = 17 because participants were not required to share demographic
characteristics.
bRespondents could identify as more than one race or ethnicity, making these
percentages total greater than 100%.

Figure 1. Being Known: A Grounded Theory of the Meaning of
Quality Maternity Care to People of Color in Boston
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the core phenomenon, as well as the response that respon-
dents take to the phenomenon, complete the theory. In short,
the findings were that being known is an important element
of quality maternity care to the participants of this study. Be-
ing known is threatened by racism (ie, a causal condition)
and by health care institutions that are bureaucratic and dis-
empower people by valuing expert technical knowledge over
the innate knowledge of people (ie, contextual conditions).
In response to these challenges, and as a consequence, peo-
ple of color did extra work to achieve positive maternity care
experiences.

The Core Phenomenon: Being Known

Respondent interpretations of maternity care quality fell on
two sides of a conceptual fulcrum that we call being known.
Negative maternity care experiences were characterized by
not being treated as individuals, not being seen, or not being
heard by perinatal care providers. Positive experiences were
described as being known by providers. The centrality and
importance of being known in these health care narratives
made this the core phenomenon. Respondents associated be-
ing knownwith getting what they needed frommaternity care
encounters and providers. Being invisible, or not being recog-
nized as an individual, meant that mismatches occurred be-
tween needs and the services provided.

Yeah, they didn’t listen to me. I don’t feel like they actually saw
me.When I say they didn’t seeme, I don’t think they sawme as a
woman, as a first-time mother, as someone who needed support
and needed help.

For the following respondent, not being heardwas linkedwith
physical abuse while being positioned for epidural anesthesia:

So, she pushed my head down into the pillow and it was real
deep, she was very strong or stiff. I felt like I couldn’t move and I
wasn’t trying to move because I’m like this woman, something is
up with her. Her vibe just didn’t feel good. And so my face is in
the pillow and I can’t breathe and then finally she’s still holding
mewhile I’m trying to turnmy head and she’s like, “don’t move.”
And I said, “I can’t breathe” and she’s like, “what, what did you
say? I can’t hear you.

Positive experiences, on the other hand, were associated
with being known as an individual. One respondent said,
“They complimented me a lot. Umm very playful, very joyful,
which you don’t see that a lot. It’s usually everyone is serious,
this is business. They made me feel very comfortable. It was
like they knew me.”

The idea of being known also emerged when respondents
discussed their thoughts on how a freestanding birth center
might meet their needs. Respondents said that a small space
that could provide individualized care, where they would be
heard, and where perinatal care providers listened would be
appealing.

Racism as a Causal Condition

Respondents often attributed not being known to racism
and racial differences between themselves and perinatal care
providers or health care staff. These interpersonal dynam-

ics were perceived to mirror dynamics in settings outside of
health care. During maternity care, many described interper-
sonal racism in the form of microaggressions and discrim-
ination that left them feeling disrespected, unseen, and un-
known. Respondents told of providers judging them or mak-
ing assumptions about their backgrounds instead of trying to
actually learn about them as individuals.

That’s what I felt was taken away from me, like see me for me.
I’m amomwho just gave birth to twins, who are premature and
I’m their mommy. Not like this Black lady who is in here who is
super pissed off and her hair is a wreck.

Respondents felt that they were treated as “second class citi-
zens” and did not receive the care they needed because they
were seen as stereotypes instead of as individuals:

I was already perceived as the stereotypical black woman be-
cause I didn’t have a husband or a male there, so I think there
was already the assumption about who I was as a mother or
what kind of mother I would be … and even when it came to
pain medication and things like that, it was so hard for me to
get anything.

Many described loneliness or alienation from perinatal care
providers and thematernity care system because of race. They
did not see doctors or nurses of color and frequently found
themselves with peer groups that did not share their life expe-
riences as people of color. Respondents expressed relief, com-
fort, and the ability to get needsmetwhen they interactedwith
other people of color in the system. In addition to these ex-
periences of interpersonal racism, respondents situated neg-
ative maternity care within a broader paradigm of structural
racism. One respondent said:

I just felt like there was a condescending tone with how they
were talking to me … but I always assume that there were a
number of things that they were relying on when they saw me
walk into a room. Their knowledge is based on their training
and that training is in the United States of America and that
training is not untainted.

Contextual Conditions Related to Health Care Institutions

Two specific characteristics of the institution of health care
facilitated experiences of not being known. First, interviewees
describedneeding to suppress individual or unique desires be-
cause of the policies, agendas, and rules of the health care in-
stitution. If there was a conflict between the respondent and
the perinatal care provider, providers were perceived to use
these rules to coerce patients. Second, respondents frequently
described feeling powerless vis-à-vis providers and often re-
lated this powerlessness with having less knowledge or exper-
tise than the provider.

Once you go into the hospital you think everyone knows what
they are doing. The nurse knows, the doctor knows and you give
your power to them … you are just a patient that came in and
you just fall in line with everything instead of your birth being
unique to you.

Perinatal care providers were perceived to use their greater
technical knowledge and expert position to maintain power
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and to exclude, control, or coerce the respondent.When asked
how a birth center might deliver high-quality care, many re-
spondents highlighted the need for more flexibility, patient
education, and information sharing.

Responding to Not Being Known with Extra Work

Informants employed many different strategies to prevent or
mitigate not being known. These strategies were the extra
work that people of color did to increase the chances of hav-
ing a positive maternity care experience. Extra work came
in many forms, including arming themselves with knowledge
about maternity care. One respondent said:

The language that they were using with me was, oh, you’re
African American, so you fit in this category—meaning some
medication. And so, my answers were always like, I’ll research
that and get back to you. I would never just do it.

Respondents wrote birth plans, brought advocates with them
to health care encounters, shared educational credentials with
perinatal care providers, or chose to speak English to accom-
modate providers. Some left the formal system and gave birth
at home. Respondents described needing to do extra cognitive
work in the form of worrying that they were being seen as a
racial stereotype instead of as an individual or giving providers
the benefit of the doubt when they felt that they were being
discriminated against. Several informants discussed changing
their appearance or how they spoke to receive the treatment
that they desired.

Now that I’m thinking about it I started dressing up to go to
the NICU, almost business casual, so I looked more approach-
able, less intimidating … maybe if I clean myself up a little bit I
won’t get treated badly … I think she was intimidated because I
was Black. I wasn’t screaming or yelling, I was using, you know,
proper pronouns, proper verbs and proper grammar and still
didn’t get anywhere.

Consequences of Not Being Known and Extra Work

The negative maternity experiences described above and the
extra work required to respond to them and mitigate further
negative experiences left respondents feeling regret and sad-
ness about their maternity care experiences. Multiple respon-
dents wished they had known more about how to advocate
for themselves or how to maintain power in maternity care
encounters. The word “traumatic” was used repeatedly to de-
scribe birth experiences, andmany described a disconnect be-
tween what had been hoped for and what was experienced.
One interviewee said, “I just wish it was like the total opposite
of everything that I experienced.”

DISCUSSION

The results of this study show that, for people of color, qual-
ity maternity care includes being known by perinatal care
providers. Structural and interpersonal racism are closely
linked to not being known, and health care bureaucracy and
large power differentials between patients and providers cre-
ate the context for negative experiences. The negative ma-
ternity care experiences described by the participants of this

study include several elements of the typology of themistreat-
ment of women during childbirth, including stigma and dis-
crimination, physical abuse, and failure to meet professional
standards of care.5 People of color do extra work to increase
the chances of having a positive experience, but many respon-
dents describe their maternity experiences with sadness and
regret.

Being known by health care providers has been shown to
be important to patients in previous studies.26 In maternity
care, the phenomenon is expressed in a variety of forms, in-
cluding in studies that show the importance of relationship-
building between providers and patients and in continuity of
prenatal and childbirth care.27,28 Our findings are also consis-
tent with the literature on autonomy and decision-making in
childbirth.29 In the global literature on disrespect and abuse
in maternity care, asymmetries in power between people giv-
ing birth and providers during pregnancy and birth services
are thought to enable poor treatment.30 People in our sam-
ple recognized that power is controlled, at least partially, by
the control of knowledge; the system values provider technical
knowledge over the innate knowledge of people giving birth.
This finding is strongly supported by another recent qualita-
tive study of 22 women of color in the United States; providers
“packaged” information in a way thatmade it hard for respon-
dents to participate, engage, and have power duringmaternity
care experiences.31

The bureaucratic nature of health care created a context
for poor treatment. Institutions are rule-bound and struc-
tured to be efficient and effective in delivering services. How-
ever, by emphasizing effectiveness and efficiency they can
exclude nonexperts, fail to meet varying client needs, and
make arbitrary decisions that alienate individuals and cause
suffering.32 For people of color, the institutional power asym-
metry is compounded by race-based power differentials that
adds an additional layer of stress to their experiences with
health care.12,33,34 In order to mitigate or prevent these ex-
periences, respondents describe taking action that we call
extra work to prevent poor treatment. This extra work is
described in the literature on stereotype threat, that is, the
threat of fulfilling the characteristics of a stereotype or be-
ing judged based on a stereotype.35 Initially studied as it ap-
plies to academic achievement, stereotype threat is increas-
ingly being recognized as a variable that affects experiences
in health care.36 Finally, the consequences of negative birth
experiences in our study population included feeling sadness
and regret about the experience. Many informants described
their experiences with maternity care as “traumatic.” Psy-
chological trauma related to childbirth is well documented
in the literature on childbirth experiences in the United
States.37–39

These results provide an unsettling echo to previous stud-
ies describing poor maternity care experiences among peo-
ple of color in the United States.13,31,40 Vedam et al found
that 17% of a sample of women who gave birth between 2010
and 2016 in the United States (n = 2138) experienced mis-
treatment during childbirth with significant differences by
sociodemographic characteristics, including race. Of Black
women, 22.5% reported mistreatment, whereas 14.1% of white
women did; Black women had a 1.77 times higher odds (95%
CI, 1.31-2.40) of reporting mistreatment than white women.11
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Similarly, in an analysis from the Listening to Mother survey
of a nationally representative sample, Attanasio and Kozhi-
mannil found that Black non-Hispanic respondents had a 2.99
times higher odds (95% CI, 1.56-5.74) of reporting poor treat-
ment during a childbirth hospitalization due to race, language,
or culture than white women.6 Given that people of color who
seek maternity care in the United States have experienced a
lifetime of disadvantage across multiple social and economic
systems and then are likely to give birth in a health care facil-
ity that was not historically designed with or for them, these
results are not entirely surprising.10,41

Limitations

This study was limited by its lack of generalizability. A com-
mitment to creating a freestanding birth center may bias
researchers toward this particular intervention.42 The study
results are also potentially affected by recall bias; informants
were asked to remember details of their birth experiences
that may have happened many years prior to the interview.
Conversely, the semistructured interviews and focus groups
allowed for deep exploration of the experiences of an under-
studied population, and the grounded theory approach led
to a theory of what high-quality care means to this popu-
lation. Community-based participatory research helped the
team formulate relevant research questions and interpret, or
ground-truth, results from multiple perspectives.

Implications

Several important service delivery and research priorities
arise from this work. Providing opportunities for racial con-
cordance between perinatal care providers and clients may be
considered to facilitate relationship-building during clinical
encounters and allowpeople to feel known.43 Further provider
training may be needed, especially at the preservice level, on
the delivery of person-centered care that is free from discrim-
ination and values the preferences and innate knowledge of
people who are giving birth. More research is needed to un-
derstand care practices that help birthing people to be known
and to shift extra work from them to maternity care facilities
and systems. An understanding of how to quantitatively mea-
sure being known and extraworkwill facilitate the use of these
findings to monitor and improve quality of care in maternity
care settings.

CONCLUSION

The findings of this study show that being known during
maternity care is a critical element of high-quality care for
this study population. Although the study was conducted to
inform a specific type of maternity setting (a freestanding
birth center) and a particular facility (the Neighborhood
Birth Center), the results are supported by the literature on
women’s experiences in maternity care and may apply more
broadly. Maternity care providers in a wide variety of health
care settings can explore care practices that help people to
be known and monitor for extra work that people do to
safeguard positive experiences.
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Gestational Diabetes

What is diabetes?

People with diabetes have too much glucose (sugar) in their blood and not enough glucose in cells where it
is needed to help their body work. The hormone insulin moves glucose from your blood into the cells where
it is needed to help your body work. Type 1 diabetes happens when your body is not able to make enough of
the hormone insulin. Type 2 diabetes happens when the insulin that is made by your body doesn’t work well
enough.

What is gestational diabetes?

Gestational diabetes (GDM) is diabetes that is first diagnosed during pregnancy. During pregnancy, the placenta
makes hormones that make it harder for insulin to move glucose out of blood and into cells. This helps make
sure the baby gets enough glucose. In some women who have GDM, this causes them to have too much glucose
in their blood.

Why is GDM a problem for pregnant women and their babies?

When a woman has GDM, her baby has higher levels of glucose. The extra glucose in the baby’s body
turns into fat. This increases the baby’s chance of having obesity, high blood pressure, heart disease, and
type 2 diabetes later in life. A baby whose mother has GDM may have trouble being born because they are
too big. The baby can also need extra medical care right after birth to help get their blood glucose levels
normal.

Am I at risk for diabetes during my pregnancy?

Some women have a higher chance of getting GDM than others. Your chance of getting GDM is higher if
you:

• Are older than 25 years old
• Were overweight before you got pregnant
• Had GDM during a prior pregnancy
• Have had a stillborn baby or a baby with birth defects
• Have had a baby who weighed more than 9 pounds at birth
• Have had a baby whose shoulders were hard to get out at birth (shoulder dystocia)
• Have high blood pressure or heart disease
• Have a mother, father, sister, or brother with diabetes
• Had glucose in your urine at your first prenatal visit
• Have polycystic ovary syndrome (PCOS)
• Take the medication metformin (Glucophage)
• Are Hispanic, Latina, Black, Native American, Asian American, or from the Pacific Islands. Women in these

groups seem to have a higher chance of GDM than white women. This may be due to a difference in weight
before pregnancy.

Should I have a blood test to screen for diabetes during my pregnancy?

Most women have some risk factors for GDM. This is why health care providers usually offer a blood test
for GDM to all pregnant women. Your health care provider will offer you a screening test for GDM either
early in your pregnancy or when you are 24 to 28 weeks pregnant, depending on your chance of getting
GDM.
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There are 2 different ways to have tests to see if you have GDM:

• The 2-step: If your health care provider uses thisway to test forGDM, youwill be given a sugary drink that has
a known amount of sugar in it. One hour later, you will have your blood drawn and checked for the amount
of glucose in it. If your blood glucose is high, you will come back in the morning for a longer test. In the
morning, your blood glucose level will be checked when you have not eaten for several hours. Then you will
be given a sugary drink. After that, your blood glucose levels will be checked once an hour 3 times.

• The 1-step: If your health care provider uses this way to test for GDM, you will have your blood glucose level
checked at a time when you have not eaten for several hours. Then you will be given a sugary drink. Your
blood glucose level will be checked again 2 hours later.

How is GDM treated?

Most women with GDM are able to be treated by eating healthy foods and doing more physical activity. Eating
meals at regular times and avoiding sugary foods will keep your blood glucose levels normal. Exercise will also
lower your blood glucose levels. Some women who have GDM need to take a pill or insulin shot to control their
blood glucose levels.

How do I check my blood glucose levels?

If you have GDM, you will be asked to check your blood glucose levels at home. You will meet with a diabetes
educator or nurse who will teach you how to use a machine to check your blood glucose levels. You will also
learn when to check them before or after meals. You and your health care provider will use your blood glucose
levels to choose the best GDM treatment for you.

What happens after pregnancy if I have GDM?

Women who get GDM have a high chance of getting type 2 diabetes later in life. You need to have a blood test 4
to 12 weeks after giving birth to be sure you no longer have diabetes after your baby is born. Healthy eating and
regular exercise are important to help keep you from getting diabetes in the future. Breastfeeding may help you
lose weight and help your baby have a healthy weight.

For More Information

American College of Obstetricians and Gynecologists
https://www.acog.org/womens-health/faqs/gestational-diabetes

American Diabetes Association
https://www.diabetes.org/diabetes/gestational-diabetes

Centers for Disease Control and Prevention
https://www.cdc.gov/pregnancy/diabetes-gestational.html

March of Dimes
https://www.marchofdimes.org/complications/gestational-diabetes.aspx

UpToDate
https://www.uptodate.com/contents/gestational-diabetes-beyond-the-basics

Flesch-Kincaid Grade Level: 7.0
Approved July 2021. This handout replaces “Gestational Diabetes” published in Volume 51, Number 2,
March/April 2006.
This handout may be reproduced for noncommercial use by health care professionals to share with patients, but modi-
fications to the handout are not permitted. The information and recommendations in this handout are not a substitute
for health care. Consult your health care provider for information specific to you and your health.

558 Volume 66, No. 4, July/August 2021

 15422011, 2021, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jm

w
h.13279 by N

at Prov Indonesia, W
iley O

nline L
ibrary on [13/09/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://www.acog.org/womens-health/faqs/gestational-diabetes
https://www.diabetes.org/diabetes/gestational-diabetes
https://www.cdc.gov/pregnancy/diabetes-gestational.html
https://www.marchofdimes.org/complications/gestational-diabetes.aspx
https://www.uptodate.com/contents/gestational-diabetes-beyond-the-basics

