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Abstract 

According to recent studies, disparities are prevalent in maternal and fetal outcomes 

between Black and White mothers in the United States. Researchers have established that 

using a midwife versus other healthcare practitioners can elicit positive maternal and fetal 

outcomes for Black mothers. However, no within-race research has been conducted 

exploring midwifery as an insulating factor against these disparities. The purpose of this 

quantitative retrospective cohort study was to explore the impact of midwifery on infant 

and maternal outcomes compared to outcomes associated with other prenatal care 

models/caregivers among Black mothers in California using secondary data. The 

ecological model was used as the theoretical framework. Although the findings were not 

statistically significant, a post-analysis of the secondary data set using additional data 

from 2013 yielded statistically significant findings regarding differences in birth weight 

between Black mothers who chose to use midwives versus other healthcare providers. 

The post hoc analysis consisted of the same methods applied in the original analysis 

when possible and adapted when necessary to include a Pearson-chi square and Mann-

Whitney U test. Namely, Black mothers who used a midwife had a statistically 

significantly lower frequency of having infants with a low birth weight than Black 

mothers who chose a different prenatal care provider. Implications of these findings for 

positive social change include that Black mothers may benefit from the results of this 

study through health practitioners’ implementation of practices to bolster monitoring of 

Black mothers’ prenatal care to mitigate factors that may contribute to this disparity. 
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Section 1: Foundation of the Study and Literature Review  

Introduction 

Although an extensive amount of research has been conducted on the disparities 

in birth outcomes between Black mothers and their White counterparts (Attanasio & 

Kozhimannil, 2015; Cox et al., 2011; Davis, 2019; Ely & Driscoll, 2019; Howell & 

Zeitlin, 2017; National Academies of Sciences Engineering and Medicine, 2020; Smith et 

al., 2018; Wallace et al., 2017), “more within-race research is necessary to isolate the 

factors that specifically improve outcomes for Black women” (Smith et al., 2018, p. 12). 

Further, it is suggested by the literature that Black women seek prenatal, intrapartum, and 

postpartum care from midwives and doulas to avoid obstetric racism experienced in 

hospital facilities to promote positive birth outcomes (Davis, 2019; National Academies 

of Sciences Engineering and Medicine, 2020; Sperlich et al., 2017).  

However, research has not been conducted exploring the birthing outcomes 

between Black women who have used doctors, physician assistants, or nurse practitioners 

versus midwives or doulas to identify whether the use of midwifery for this population 

could be an insulating mechanism against obstetric racism, thereby warranting further 

research (Davis, 2019; Yoder & Hardy, 2018). This doctoral study is original in its 

contribution to the literature by being the only known study to explore within-race 

birthing outcomes between Black mothers using midwives and doulas versus other 

healthcare practitioners (doctors, physician assistants, nurse practitioners). Further, 

research findings could lead to identifying an insulating mechanism or protective factor 

that specifically improves birthing outcomes for Black women. Therefore, research 
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findings could potentially inform hospital practices to reduce the overall racial-ethnic gap 

in negative birthing outcomes for this population. 

Problem Statement 

It was not known whether the use of midwife services by Black women in the 

United States positively impacts infant and maternal outcomes compared to other 

prenatal care models among Black mothers. A large body of literature clearly 

demonstrated that there are disparities tied to infant and maternal outcomes between 

mothers and children who are Black and White (Attanasio & Kozhimannil, 2015; Cox et 

al., 2011; Davis, 2019; Ely & Driscoll, 2019; Howell & Zeitlin, 2017; National 

Academies of Sciences Engineering and Medicine, 2020; Smith et al., 2018; Wallace et 

al., 2017).  

Although this body of literature was large and clearly established, there were 

notable gaps that needed exploration. Those gaps were related to within-race research 

designed to identify and explore the impact of factors that influence differences in infant 

and maternal outcomes between Black mothers (Smith et al., 2018). In fact, Smith et al. 

(2018) called specifically for research to identify and explore factors that influence 

differences in infant and maternal outcomes between Black mothers and their children.  

Another gap identified in the literature was related to the impact of midwifery on 

infant and maternal outcomes among Black mothers. The literature has consistently 

demonstrated positive impacts associated with the use of midwives for at-risk mothers, as 

well as the historical prevalence of midwifery within the Black culture, and suggested 

that midwifery could be a mediating mechanism between elements of systemic and 
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structural racism and individual risk factors in mothers (Allen et al., 2019; Alliman & 

Bauer, 2020; Altman et al., 2020; Davis, 2019; Kalata et al., 2020; Luke, 2018; Phillippi 

et al., 2016; Smith et al., 2018; Suarez, 2020; Yoder & Hardy, 2018). The study of the 

impact of midwifery on infant and maternal outcomes was necessary as it provided 

knowledge and was hoped to describe a practice that could lead to a positive impact 

within Black maternal healthcare outcomes. 

Purpose of the Study 

The purpose of this study was to quantitatively examine, using a retrospective 

cohort research approach, the impact of midwifery on infant and maternal outcomes 

compared to outcomes associated with other prenatal care models/caregivers among 

Black mothers. The literature clearly demonstrated that disparities relating to infant and 

maternal outcomes exist between mothers of color and White mothers (Attanasio & 

Kozhimannil, 2015; Cox et al., 2011; Davis, 2019; Ely & Driscoll, 2019; Howell & 

Zeitlin, 2017; National Academies of Sciences Engineering and Medicine, 2020; Smith et 

al., 2018; Wallace et al., 2017). However, there was little literature published that 

specifically explored the impact of factors that influence differences in infant and 

maternal outcomes among Black mothers (Smith et al., 2018). Therefore, it was crucial to 

identify and understand factors that could influence and improve infant and maternal 

outcomes among Black mothers.  

Additionally, the literature clearly indicated the historical prevalence of 

midwifery within the Black community and the positive outcomes associated with 

midwifery in prenatal care (Davis, 2019). However, there was little to no research that 
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demonstrated whether there are any differences between Black mothers who are 

primarily cared for by midwives and Black mothers who are primarily cared for by other 

types of prenatal treatment providers (National Academies of Sciences Engineering and 

Medicine, 2020). As a result, research that explores the value and impact of midwifery as 

a treatment model that could impact the disparities in outcomes associated with systemic 

and structural racism was warranted (Smith et al., 2018). The independent variables 

identified within this study were the primary modality of treatment received by Black      

mothers during their birth experience (e.g., midwife vs. other treatment modality). The 

dependent variables identified within this study were key infant and maternal outcomes 

identified as being predictive of mortality (e.g., preterm births and low birth weights), 

outcomes related to quality of care (e.g., involvement in the care process), and 

experiences relating to prejudice and racism while receiving care in the place of the 

child’s birth. 

Significance of the Study 

This was the first study to compare outcomes between Black mothers who 

primarily receive prenatal care from midwives compared to Black mothers who primarily 

receive prenatal care from other providers such as medical doctors, physician assistants, 

or nurse practitioners. As such, this study addressed several gaps within the literature. 

Those gaps were the lack of literature identifying and exploring factors impacting 

differences in infant and maternal outcomes between mothers who are Black, the gap 

related to differences in outcomes between mothers who received care from midwives 

and other types of treatment providers, and lastly the gap related to the consistent calls 
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within the literature for additional exploration of midwifery as a mechanism for reducing 

the impact of structural and systemic racism. This research had the potential to provide 

positive social change and evidence to (a) drive awareness of the best practitioner to use 

for Black  mothers to ensure optimal infant and maternal outcomes, (b) support the use of 

the identified practitioner to reduce disparities in infant and maternal outcomes, and (c) 

provide evidence to shape policies and procedures aimed at providing Black mothers the 

opportunity to choose care modalities better suited to reduce disparities relating to infant 

and maternal outcomes. 

Research Questions and Hypotheses 

RQ1: Are there differences in infant outcomes relating to preterm birth and low 

birth weight between Black mothers who use midwives as primary prenatal caregivers 

and Black mothers who use other types of primary prenatal caregivers (doctor (OB-GYN 

or general practitioner), physician assistant, or nurse practitioner)?  

H0: There are no significant differences in infant outcomes relating to preterm 

birth and low birth weight between Black mothers who use midwives as 

primary prenatal caregivers and Black mothers who use other types of primary 

prenatal caregivers. 

H1: There are significant differences in infant outcomes relating to preterm birth 

and low birth weight between Black mothers who use midwives as primary 

prenatal caregivers and Black mothers who use other types of primary 

prenatal caregivers. 
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RQ2: Are there differences in maternal outcomes relating to involvement in 

birthing choices, quality of care, and experiences with prejudice and racism while 

hospitalized between Black mothers who use midwives as primary prenatal caregivers 

and Black mothers who use other types of primary prenatal caregivers (doctor [OB-GYN 

or general practitioner], physician assistant, or nurse practitioner)?  

H0: There are no significant differences in maternal outcomes relating to 

involvement in birthing choices, quality of care, and experiences with 

prejudice and racism while hospitalized between Black mothers who use 

midwives as primary prenatal caregivers and Black mothers who use other 

types of primary prenatal caregivers. 

H1: There are significant differences in maternal outcomes relating to involvement 

in birthing choices, quality of care, and experiences with prejudice and racism 

while hospitalized between Black mothers who use midwives as primary 

prenatal caregivers and Black mothers who use other types of primary 

prenatal caregivers. 

Theoretical Framework 

This doctoral study was grounded in the theory of the ecological model 

(Bronfenbrenner, 1979). This model incorporates components such as individual 

(knowledge, attitudes, and skills), interpersonal (family, friends, social network), 

organizational, community, and public policy (Bronfenbrenner, 1979). This model, as 

adjusted by Alio et al. (2010), provided an explanation for the difference in infant 

mortality rate based on maternal race. The ecological study model further uncovers 
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factors that contribute to the increased Black infant mortality rate. Alio et al. identified 

several components that branch toward this racial-ethnic disparity in infant deaths:  

• infant characteristics: preterm births and low birth weights  

• parent and family characteristics: health of mother, usage of drugs, maternal 

age 

• community and society: access to and perceptions of quality care 

The ecological model was used to examine the impact of midwifery and other prenatal 

care modalities on infant and maternal outcomes among Black mothers and provided 

pertinent information on how to reduce disparities relating to infant and maternal 

outcomes. Using this type of model could further inform the development and 

implementation of prenatal care programs and models rooted in midwifery that are 

tailored to Black mothers. 

Nature of the Study 

This study was a retrospective cohort research design based on secondary data 

from the Listening to Mothers in California survey (Sakala, Declercq, et al., 2020). The 

data were already identified and available to the public for research use. A cursory review 

of the sample counts within the platform on which the data were hosted indicated that 

there is a sizeable sample of Black mothers within the data set. Furthermore, the cursory 

review also indicated that there are Black mothers within the data set whose primary 

caregivers were identified as being a midwife. Descriptive and frequency statistics were 

conducted to explore characteristics of the mothers within the survey. Additionally, 
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Mann-Whitney U tests were used to test specific hypotheses related to the research 

questions posed above. 

Secondary Data Types and Sources of Information 

The secondary data was obtained from the Listening to Mothers in California 

survey (see Appendix A;(Sakala, Braveman, et al., 2020; Sakala, Declercq, et al., 2020). 

This secondary dataset was open to the public and therefore publicly accessible (Sakala, 

Braveman, et al., 2020). In collaboration with several agencies, a stratified random 

sample of participants were pulled from eligible participants for the study by drawing a 

representative sample of births that occurred in California hospitals from September 1, 

2016, through December 15, 2016 (Sakala, Declercq, et al., 2020). Exclusion criteria 

consisted of women with birth certificates indicating that the infant died, “teens less than 

18, women with out-of-hospital births, women with multiple births and non-residents of 

California” (Sakala, Declercq, et al., 2020, p. 15). The survey was conducted from 

February 22 through August 15, 2017. Participants were invited to participate in the study 

through mailings, “and then emails, text messages and telephone calls, as possible,” 

which included information to direct them to an online survey where they could use a 

preferred device to fill it out, or they were given the option to complete the survey over 

the phone with an interviewer (Sakala, Declercq, et al., 2020, p. 15). A 54% response rate 

was calculated using methods of the American Association of Public Opinion Research 

(AAPOR) Response Rate 2 method (Sakala, Declercq, et al., 2020).  

The secondary dataset is located on the University of North Carolina (UNC) 

Dataverse website (Sakala, Braveman, et al., 2020). The survey was a self-reporting 
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questionnaire wherein California mothers within the study provided responses to several 

survey questions pertaining to (a) planning for pregnancy, (b) the pregnancy experience, 

(c) participants experiences giving birth, (d) experiences home with a new baby, (e) 

choice, control, knowledge, and decision-making regarding pregnancy and the birthing 

process, and (f) differences in modes of birth between demographics (Sakala, Declercq, 

et al., 2020). Data collection took place from September 1 through December 15, 2016 

and consisted of online surveying (National Partnership for Women and Families, 2020). 

Data related to infant outcomes, maternal outcomes, involvement in prenatal care, quality 

of care, and involvement in postpartum care were used for this endeavor and within the 

analysis. 

Literature Search Strategy 

Several databases were used to find peer-reviewed literature published within the 

last 5 years (2015-2020). Databases used included Academic Search Premier, PsycINFO, 

EBSCOhost, PubMed, and Google Scholar. Several key terms were used in the search 

and included the following: prenatal care disparities, low birth rate racial-ethnic 

disparities, pre-term birth racial-ethnic disparities, racial-ethnic disparities in birthing 

outcomes, structural racism and infant mortality, infant mortality rates, overcoming 

birthing outcome disparities, midwifery and birthing disparities, perinatal birthing 

outcome disparities, antenatal birthing outcome disparities, and overcome birthing 

disparities. In addition to using the key terms for the search, the references of articles of 

interest were also scanned for literature relevant to the research topic. Further, Google 
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Scholar was used to search for other articles that referenced articles of interest. Both 

quantitative and qualitative studies were reviewed. 

Literature Review Related to Key Variables and Concepts 

The following literature review focuses on relevant literature demonstrating the 

prevalence of disparities in infant birthing outcomes and disparities, factors affecting 

these inequities, and research exploring ways to address them. Prior research suggests 

that racial-ethnic disparities in birthing outcomes exist because of several factors, 

including structural racism, and that improving birthing outcomes for Black mothers 

requires a higher quality modality of care wherein these women can establish a more 

personal connection with their caregiver, obtain the emotional support necessary, and be 

actively involved in the decision-making process. However, within-race research 

exploring the outcome of different birthing modalities is limited, warranting further 

research (Smith et al., 2018). 

Infant Mortality Rates 

Infant mortality rates were reported to be 5.79 deaths per 1,000 live births in the 

United States in 2018 (Ely & Driscoll, 2019). These numbers are no different than the 

numbers reported in 2016. The results also indicated that the “infant mortality rate for 

infants of non-Hispanic Black women (10.97)” were nearly twice as high compared to the 

infant mortality rate of non-Hispanic White (4.67) women (Ely & Driscoll, 2019, p. 2). 

Weeks of gestation is indicated as being a strong predictor of infant mortality. Infants 

born very preterm, less than 28 weeks’ gestation, had a significantly higher mortality rate 

(384.39) as compared to infants born at term, 37–41 weeks gestation (2.10; (Ely & 
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Driscoll, 2019). There were differences related to race and causes of infant death. This 

research study supported the notion that there are still disparities in infant mortality rates 

based on ethnicity. The following section explores racial-ethnic disparities in birthing 

outcomes. 

Racial and Ethnic Disparities in Birthing Outcomes 

Prior research has assessed racial-ethnic disparities in key patient outcomes in 

maternity care between mothers of color and White mothers (Attanasio & Kozhimannil, 

2015; Reno & Hyder, 2018; Smith et al., 2018; Wallace et al., 2017). Specifically, 

Attanasio and Kozhimannil (2015) leveraged a publicly available data set referred to as 

the Listening to Mothers III survey (Declercq et al., 2013). The outcomes measured 

within the study relate to reluctance to ask questions, barriers to open discussion, and 

perceived discrimination during hospitalization. The result indicated, even after 

controlling for a multitude of covariates, that there were significant differences on these 

key outcome measures between racial-ethnic minorities and White mothers. Furthermore, 

the results indicated discrepancies between Black and White mothers. Although these 

results reaffirm previously cited research indicating disparities in maternal outcomes 

between Black and White mothers, the data set leveraged within the study provided 

promising avenues for future exploration of the quantitative impact of midwifery and 

other prenatal caregivers for Black mothers given that data set is publicly available for 

analysis.  

Another research study tackled common misconceptions related to racial-ethnic 

disparities, infant mortality rates, risky behaviors, and systemic barriers to positive 
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birthing outcomes (Smith et al., 2018). Specifically, they reported that risky behaviors are 

not strong determinants of infant mortality. Namely, when risky behaviors are controlled, 

disparities in outcomes persist between Black and White mothers. Smith and colleagues 

argued that structural racism is the factor that accounts for these differences. They also 

reported evidence suggesting that differences in perinatal and postpartum care between 

White and Black women influenced differences in perinatal and postpartum outcomes. 

Smith et al. also presented evidence to suggest that there are differences in low birth rates 

between Black and White mothers based on their primary perinatal care providers. 

Specifically, midwives are reported as being a mechanism through which disparities 

could be mitigated for Black mothers. However, despite the Affordable Care Act (ACA) 

making midwives more accessible, Black mothers are still less likely than White mothers 

to use these services. Most importantly, Smith et al. made a call for more research on 

within race factors that improve outcomes for Black women. 

Structural Racism 

Research has also been published exploring the intersection of structural racism 

and infant mortality in the United States (Bailey et al., 2017; Bishop-Royse et al., 2021; 

Pabayo et al., 2019; Wallace et al., 2017). Structural racism is characterized as inequities 

in ratios of races within the population, differences in education attainment, household 

income, employment, incarceration rates, and custody of juveniles. Increases in 

unemployment, across states, resulted in 5% increases in infant mortality (Bishop-Royse 

et al., 2021; Pabayo et al., 2019; Wallace et al., 2017). Additionally, research suggested 

that increases in education resulted in a significant decrease in infant mortality, 10% 
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reductions (Wallace et al., 2017). The results indicated that there were not any differences 

for White people relating to measures of structural racism and infant mortality (Wallace 

et al., 2017).  

Further, the National Academies of Sciences, Engineering, and Medicine (2020) 

provided an extensive review related to the systemic influences on outcomes in 

pregnancy and childbirth. They argued two points: first, that individual level risk factors 

shape outcomes in pregnancy and childbirth, and second, that system level risk factors 

exacerbate the impact of individual risk factors or even worse create new and unmitigated 

risk factors. As described by the author, system level factors include structural 

inequalities, biases, and social determinants of health.  

Other research has also pointed to structural racism as a cause for disparities in 

birthing outcomes. However, disparities in birthing outcomes for non-Hispanic Black 

women were reported to be “independent of educational attainment or socioeconomic 

status” (Kalata et al., 2020, p. 1). Kalata et al. (2020) qualitatively explored community 

perspectives on racial-ethnic disparity and perinatal outcomes in Black women residing 

in Denver, Colorado. The specific purpose of this research study was to discover 

conditions that led to disparities and explore ways to address them through a community 

perspective. One of the largest themes to emerge related to the relationship Black women 

had with their prenatal care providers, social support provided by the caregivers, and the 

sense of autonomy in decision making while receiving prenatal care. The results of this 

research study affirmed that any intervention that could positively impact the 

relationships Black women have with their prenatal care providers, the social support 
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they receive from caregivers, and the feeling of autonomy in making decision during 

prenatal care would be worthwhile. Further, it is important to note that participants of this 

study reported more positive views about their pregnancy when they had reported using a 

doula during their pregnancy (Kalata et al., 2020). Therefore, it is evident that the type of 

practitioner can affect birthing outcomes. However, as discussed in the next section, there 

are many factors to consider when aiming to improve birthing outcomes for Black 

mothers and quality-of-care. 

Improving Birthing Outcomes 

Prior research exploring birthing outcomes for racial-ethnic minorities suggested 

that antenatal, quality of, and delivery of care are important factors to explore when 

aiming to improve birthing outcomes (Altman et al., 2020; Howell, 2018; Howell & 

Zeitlin, 2017). In addition, researchers suggested that the only way to effectively research 

the birthing outcomes of Black mothers would be through the lens of racism (Davis, 

2019). Specifically, Altman et al. (2020) stated that there is a pressing need to find 

solutions to the quality-of-care women of color receive given the increasing rate of 

maternal mortality in the United States. The authors described and analyzed 

recommendations for improving the pregnancy and birth care outcomes for women of 

color in the United States.  

Altman et al. (2020) leveraged a qualitative method to collect data related to the 

shared experiences and recommendations for improving care throughout the perinatal 

process. Respondents indicated that spending quality time, building meaningful 

relationships, individualized care, and feeling like they were partnered in decision-
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making could improve care at the individual health provider level. Respondents also 

indicated that continuity of care, racial concordance with providers, supportive structures, 

and interventions designed to reduce discrimination were needed to improve care at the 

system level. The recommendations related to improving care at the individual healthcare 

provider level are not new. However, recommendations related to issues at the systems 

level such as care navigation and continuity of care lack exploration and support within 

the literature. Although this work provided insights and recommendations related to 

experiences with perinatal care for women of color, the authors did not indicate or 

explore any factors that might differentiate differences of experiences between women of 

color as they navigate their perinatal care. As such, there is a need to explore factors that 

differentiate experiences within perinatal care for women of color.  

In addition, another research study explored and reviewed drivers of and 

mechanisms for reducing racial-ethnic disparities in severe maternal and morbidity and 

mortality. One insight that emerged within this work related to onset and quality of 

antenatal care and maternal outcomes (Howell, 2018). Howell argued that the 

relationship between antenatal care and maternal outcomes was not clearly established 

within the literature and that there is a need to further explore this relationship as “access 

to high quality antenatal care … is likely an important part of the pathways explaining 

disparities” (p. 394). Postpartum care is also considered to be equally as important to both 

infant and maternal outcomes. Contrary to Kalata et al.’s (2020) findings that SES status 

had a role in birthing outcome disparities, Howell presented evidence that suggested 

disparities related to involvement in postpartum care were linked to ethnicity and 
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socioeconomic status (SES). According to Howell, given that ethnicity and SES were 

linked to postpartum outcomes, there is a need to better understand the pathways and 

mechanisms that either prohibit or facilitate involvement in postpartum care for Black 

mothers. One such mechanism, presented within the work, that could reduce disparities is 

shared decision-making. Therefore, there is a need to explore attitudinal differences 

between mothers who are Black based on where these mothers received their prenatal 

care since where care is received influences the mothers decision-making powers. 

Another mechanism presented within this study that could reduce disparities are mothers’ 

involvement in various models of prenatal care. As a result of the implications of this 

research study, there is a need to explore the degree to which involvement in various 

forms of prenatal care influences specific outcomes related to both infant and mother 

mortality and morbidity. 

Another research study exploring ways to reduce racial-ethnic disparities in 

birthing outcomes suggested a focus on the quality and delivery of care (Howell & 

Zeitlin, 2017). The authors reviewed literature relating to disparities in maternal and child 

outcomes between ethnic minority and White patients due to system level and quality of 

care issues. Howell and Zeitlin (2017) concluded that many of the disparities in maternal 

and child outcomes between ethnic minority and White patients could be explained by 

factors associated with the facilities where patients received care and the quality of care 

delivered within a specific facility. However, the studies reviewed within the systemic 

review focused solely on evaluating disparities between ethnic minorities and White 

patients as opposed to between Black patients. Therefore, there is a need to explore 
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differences in both infant and maternal outcomes within Black populations based upon 

factors relating to the facilities in which they received care and the quality of care 

received.  

Similarly, Davis (2019) wrote a book on her research on preterm birth and 

neonatal intensive care units within the United States. Davis argued that research on the 

birth experiences of Black women could not happen unless conducted and viewed 

through the lens of racism. She argued that many of the ideas regarding Black people 

conditioned into society during the slavery era still influence the treatment of Black 

people today, especially Black mothers during the birthing process. She argued that the 

use of midwifery is one solution that can directly and positively impact the disparities in 

infant and maternal outcomes for Black mothers and their children. 

Midwifery 

Midwifery has been suggested by the literature to have more favorable maternal 

and infant health outcomes for racial-ethnic minorities as compared to the outcomes 

reported when cared for by other providers (Allen et al., 2019; Alliman & Bauer, 2020; 

Phillippi et al., 2016). Using a qualitative research method, Phillippi et al. (2016) 

explored perinatal outcomes in a nurse-led clinic with excellent preterm birth rates as 

compared to the surrounding urban area. One of the key results found was that women in 

the clinic preferred the personal connections they developed with midwives. The 

participants believed that the connection with midwives resulted in better quality of care. 

The participants also valued feeling unrushed in their appointments as this artifact 

fostered an environment of information sharing. Although the data were qualitative, the 
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researchers argued that their results suggested that access to prenatal care models that 

provide midwives could help reduce adverse outcomes for Black mothers.  

Allen et al. (2019) explored the intersection of patient experience and health care 

quality by conducting a randomized control trial comparing midwifery and standard care 

among women. The researchers conducted the study in Australia with mothers in any risk 

category by sending a questionnaire to mothers 6 weeks postpartum. The results indicated 

that participants in the midwifery group reported significantly higher scores across all 

measures related to antenatal care compared to mothers from the standard care group. 

Additionally, mothers in the midwifery group who were higher risk reported significantly 

higher levels of emotional support, quality care, and feeling actively involved in decision 

making related to their care. These results further support the notion that midwifery 

provides a unique prenatal and postnatal care modality that impacts outcomes related to 

postnatal care, quality of care, feeling emotionally supported, and feeling actively 

involved in care decision making, more so amongst higher risk mothers.  

Similarly, Alliman and Bauer (2020) explored the impact of birth center and 

midwifery led perinatal care models on health outcomes for women who experience 

disparities related to birth outcomes. They evaluated the Strong Start for Mothers and 

Newborns Initiative, which is a Medicare and Medicaid innovation. The results of their 

study suggested that for outcomes related to preterm birth, low birth weight, and cesarean 

birth, the birth center prenatal care recipients fared better than participants from other 

models. The results also indicated that, although all mothers who participated in the 

midwifery-led perinatal care models saw reductions in the percentage of preterm birth, 
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Black mothers saw a greater reduction in low birth weights compared to White and 

Hispanic mothers. This research provides additional support suggesting that midwifery 

may be a care model to help mediate the impact of systemic and structurally racist 

policies and procedures on infant and maternal outcomes for Black mothers. One 

criticism of this research is that there were no intraracial comparisons between the care 

models. As such, there is a need for additional research comparing infant and maternal 

outcomes between perinatal care models amongst Black mothers.  

Several other studies have suggested the use of midwifery to reduce racial-ethnic 

disparities in birthing outcomes in the United States (Suarez, 2020; Yoder & Hardy, 

2018). Suarez (2020) presented a sociological analysis of Black midwifery in the United 

States. Specifically, Suarez pointed out that the birthing experiences of Black women are 

largely ignored in the United States. Suarez also noted that midwifery was once a 

standard of practice in the United States that was slowly eradicated due to the 

medicalization of hospital births, a practice deemed to have at the very least a 

marginalizing effect on the birthing experiences of Black women. Suarez concluded that, 

given the deep history of cultural connection to and outcomes associated with midwifery 

for Black mothers, there is a need for policy and regulatory interventions that allow more 

Black mothers to choose midwifery to alleviate disparities related to ethnicity and infant 

and maternal outcomes.  

Similarly, Yoder and Hardy (2018) specifically explored the lack of literature 

related to the impact of midwifery on disparities in Black mothers. Yoder and Hardy 

conducted a systematic review of the literature related to Black women’s experiences in 
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antenatal care. Their review identified care disparities and perceptions of antenatal care 

outcomes as two key themes that need further exploration within the literature. Most 

importantly, their review uncovered a consistent theme suggesting (a) that midwifery has 

a longstanding historical tradition within Black culture, (b) that midwifery has a positive 

impact on antenatal outcomes, (c) that there are gaps within the literature related to Black 

women’s perceptions of midwifery, and (d) that midwifery is available as a care option. 

The conclusion of this work was that additional research that demonstrates the positive 

impact of midwifery on infant and maternal outcomes was needed to support access to 

and use of midwifery among black mothers. 

Definitions 

A general practitioner is a physician (either M.D. or D.O.) also referred to as a 

primary care doctor that “treats common medical conditions and perform routine exams. 

They refer you to other medical services or doctors if you need urgent or specialized 

treatment” (Jenkins, 2021, p. 1). A general practitioner’s goal is to keep patients healthy 

and conduct preventative healthcare screening to keep clients out of the hospital.  

Gestation is defined as “the carrying of young in the uterus from conception to 

delivery” (Merriam-Webster, 2020, p. 1). 

Low birth weight (LBW) is characteristic of infants weighing 2,500 g (5.5 lb) or 

less in the United States (Martin et al., 2017). 

A midwife is a certified healthcare practitioner that is either a Certified Nurse 

Midwife or a Certified Midwife. The certification exam is the same for both. Midwives 

provide “a full range of primary health care services for women from adolescence beyond 
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menopause. These services include the independent provision of primary care, 

gynecologic and family planning services, preconception care, care during pregnancy, 

childbirth and the postpartum period, care of the normal newborn during the first 28 days 

of life, and treatment of male partners for sexually transmitted infections. Midwives 

provide initial and ongoing comprehensive assessment, diagnosis and treatment” 

(American College of Nursse-Midwives, 2011, p. 1).  

An obstetrician-gynecologist (OB-GYN) is a physician (M.D. or D.O.) who 

“specializes in women’s health. The female body experiences many different biological 

functions, including menstruation, childbirth, and menopause. OB-GYNs provide care for 

all of this and more” (Jackson, 2021, p. 1) 

A physician assistant (PA) is a mid-level medical practitioner that has obtained a 

Master’s level degree from an accredited Physician Assistant school and “works under 

the supervision of a licensed doctor (M.D. or D.O.)” providing care to patients in various 

fields and specialties (Stoppler, 2021, p. 1).  

Preterm birth is defined as “babies born alive before 37 weeks of pregnancy are 

completed” (World Health Organization, 2018, p. 1).  

Racial disparity is defined as “racial or ethnic differences in the quality of health 

care that are not due to access-related factors or clinical needs, preferences, and 

appropriateness of intervention” (Egede, 2006, p. 667).  

Structural racism is defined as “the totality of ways in which societies foster 

racial discrimination through mutually reinforcing systems of housing, education, 
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employment, earnings, benefits, credit, media, health care, and criminal justice” (Bailey 

et al., 2017, p. 1453). 

Assumptions 

Key assumptions made in this study include the following:  

• Participants answered the survey questions honestly and to the best of their 

abilities.  

• The secondary data used within this study was collected using best research 

practices.  

• Participants of the initial study were not coerced into participating.  

• Participants expressed themselves freely and did not withhold information 

because of attempting to respond in a way that was socially desirable (social 

desirability bias). 

• There is value in conducting this research study.  

Limitations, Challenges, and/or Barriers 

There are two limitations, challenges, and/or barriers that need to be considered 

within this study. The first limitation within this study was related to the use of secondary 

data. In an ideal setting, primary data collection would be the mechanism of choice for 

this research endeavor. Primary data collection would allow the researcher to design or 

select the measures included within the study. Instead, the measures chosen for inclusion 

in the secondary data had to suffice for the analyses within this endeavor. The second 

limitation was the size of the sample. Although the sample of Blacks mothers was large 

enough to conduct the analyses, in an ideal setting, there would be an even split between 
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mothers who do and do not use midwives in their birthing processes. However, recruiting 

such a sample would be very costly and time consuming and was not feasible for this 

study. 

Summary and Conclusion 

Racial disparities in birthing outcomes continue to persist in the current healthcare 

platform (Ely & Driscoll, 2019). The literature review revealed several studies exploring 

the factors contributing to these inequalities and provided suggestions on how to reduce 

them. However, none of the research studies explored birthing outcomes among Black 

mothers only. Namely, most of the research presented explored inequalities and 

mitigating practices between White and minority or Black mothers, not among Black 

mothers. Although it was evident from the literature presented that Black mothers 

requires a higher quality of care to enable a more personalized connection, emotional 

support, and involvement in decision-making, none of the research studies explored 

which birthing modality between Black mothers provided the best outcome. Therefore, 

within-race research was warranted on the effect of birthing modalities on birthing 

outcomes in a population of Black mothers (Smith et al., 2018). 
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Section 2: Research Design and Data Collection 

The purpose of this retrospective cohort study was to quantitatively examine the 

impact of midwifery on infant and maternal outcomes compared to outcomes associated 

with other prenatal care models/caregivers among Black mothers residing in California. 

The literature clearly demonstrated that disparities relating to infant and maternal 

outcomes exists between racial-ethnic minority mothers and White mothers (Attanasio & 

Kozhimannil, 2015; Cox et al., 2011; Davis, 2019; Ely & Driscoll, 2019; Howell & 

Zeitlin, 2017; National Academies of Sciences Engineering and Medicine, 2020; Smith et 

al., 2018; Wallace et al., 2017). However, there is little literature published that 

specifically explores the impact of factors that influence differences in infant and 

maternal outcomes among Black mothers (Smith et al., 2018). This was the first study to 

compare outcomes between Black mothers who primarily receive prenatal care from 

midwives and those who primarily receive prenatal care from other providers such as 

medical doctors, physician assistants, or nurse practitioners. In this section, I describe the 

research design and rationale, methodology, data analysis plan, threats to validity, and 

ethical considerations. 

Research Design and Rationale 

This study was a retrospective cohort research design based on secondary data 

from the Listening to Mothers in California survey (Sakala, Declercq, et al., 2020). The 

data were already identified and available to the public for research use. Therefore, 

obtaining and using the secondary data for this study was both time efficient and cost 

effective (Clow & James, 2014). Based on the research question and available data, a 
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retrospective cohort research design was chosen because it was best suited to answer the 

research questions in a time and cost-effective manner. 

Methodology 

Population 

The target population for the Listening to Mothers in California survey were 

pregnant women ages 18 to over 35 in California (Sakala, Declercq, et al., 2020). 

Participants came from nine different counties in California. Namely, Los Angeles, San 

Francisco Bay, San Diego, Orange, San Joaquin Valley, Sacramento, Southeastern 

California, Central Coast, and North/Mountain counties. 

Sampling and Sampling Procedure 

Listening to Mothers in California, a survey administered to mothers who gave 

birth in California in 2016, is unique in that the data collected during the project is a 

statewide population representation of mothers who gave birth in the state during that 

year (Sakala et al., 2020). Although the dataset is large (n = 2,539), the mothers surveyed 

in this dataset only represent those from California at a specific point in time. Given that 

this research is focused on the impact of midwifery on infant and maternal outcomes 

between various prenatal care models/caregivers among Black mothers, the sample used 

in this research project consisted of respondents in the survey who indicated their 

ethnicity to include Black. A preliminary examination of the data set revealed that 281 

participants indicated their ethnicity to include Black. The literature clearly demonstrated 

a need to compare Black mothers who use midwives as primary prenatal caregivers with 

Black mothers who use other types of primary prenatal caregivers. An examination of the 



26 

 

sample indicated that 6% (n = 17) of the Black mothers in the sample reported using a 

midwife as the type of maternity care provider that provided care most often during their 

pregnancy. The incidence of care providers among the remaining mothers who identified 

their ethnicity as Black is shown in Table 1. 

Table 1 

 

Incidence of Maternal Care Provider Among Black Mothers in 2016 

Provider type Frequency Percent 

OB-GYN 219 78% 

Family medicine 7 2% 

Doctor - unsure of type 10 4% 

Midwife 17 6% 

Nurse practitioner 24 9% 

Physician’s assistant 3 1% 

Missing  1 0.4% 

Total 281 100% 

 

I tested two hypotheses in this research project. The first was concerned with 

infant outcomes relating to preterm birth and low birth weights between Black mothers 

who use midwives as primary prenatal caregivers and Black mothers who use other types 

of primary prenatal caregivers. The second hypothesis was concerned with maternal 

outcomes relating to prenatal care involvement, quality of care, and experiences with 

prejudice and racism while hospitalized between Black mothers who use midwives as 

primary prenatal caregivers and Black mothers who use other types of primary prenatal 

caregivers. In both hypotheses, the dependent variables were interrelated. Regarding the 

first hypothesis, research indicated that preterm birth rates and low birth weights are 

many times synonymous (World Health Organization, 2004). Regarding the second 

hypothesis, research also indicated that Black mothers have quantitatively different 
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experiences, compared to their White counterparts, relating to prenatal care involvement, 

quality of care, and experiences with prejudice and racism while hospitalized after giving 

birth (Attanasio & Kozhimannil, 2015). To this point, both these hypotheses were tested 

using Mann-Whitney U tests with a Bonferroni correction given the interconnected and 

interrelated nature of both sets of dependent variables within the respective hypotheses. 

Given that this study used a retrospective cohort research design based on 

secondary data from the Listening to Mothers in California survey, a post hoc G*Power 

analysis was conducted to estimate the actual power obtained from the available sample 

(n = 280). Based on the sample size provided in the dataset, a two-tailed Mann-Whitney 

U test with a 95% confidence level (Type I error = 0.05) and a moderate effect size of 

0.5, I had a 49% chance of correctly rejecting the null hypothesis, or power. 

Instrumentation and Operationalization of Constructs 

The survey used in this study to garner information regarding the experiences and 

perspectives of childbearing women in California is only a small part of a larger national 

series of Listening to Mothers surveys that began in 2002 (Sakala, Declercq, et al., 2020). 

Surveying was carried out through the collaboration of various investigators from two 

universities and public health entities. Namely, the National Partnership for Women & 

Families, the Boston University School of Public Health, the University of California, 

San Francisco (UCSF) Center on Social Disparities in Health, and the Quantum Market 

Research, Inc. survey research firm. Investigators targeted potential participants by 

systematically drawing contact information from state birth certificates and contacting 

potential participants through email, text messaging, and telephone. Questionnaires were 
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made available in both Spanish and English and could be administered to participant via 

tablet, laptop, desktop, smartphone, or as a phone interview. Investigators also accessed 

participant data through the Medi-Cali (California Medicaid) claims database and the 

2016 California Birth Statistical Master File (Sakala, Declercq, et al., 2020). 

Operationalization 

The following operational definitions were used for this study: 

Labor induction: as described by the survey, when the “care provider used 

medication and/or procedures to try to start labor before it had started on its own” 

(Sakala, Declercq, et al., 2020, p. 106). 

Labor augmentation: was defined as “stimulation of established labor with 

synthetic oxytocin and/or artificial rupture of membranes [AROM] if preceded by labor 

induction rather than spontaneous onset of labor” (Sakala, Declercq, et al., 2020, p. 107). 

Electronic fetal monitoring (EFM): is defined as “a procedure in which 

instruments are used to continuously record the heartbeat of the fetus and the contractions 

of the woman’s uterus during labor” (American College of Obstetricians and 

Gynecologists, 2020, p. 1).  

Ultrasound: this procedure is used in pregnancy to “view the fetus inside the 

uterus” (American College of Obstetricians and Gynecologists, 2020, p. 1). 

Low birth weight: an infant born weighing less than 2,500 g or less than 5 lb 8 oz 

(Sakala, Declercq, et al., 2020, p. 34).  

Normal birth weight: an infant born weighing between 2,500 g to 3,999 g or 5 lb 8 

oz and 8 lb 12 oz (Sakala, Declercq, et al., 2020, p. 34). 
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High birth weight: an infant born weighing equal to or greater than 4,000 g or 

more than 8 lb 13 oz (Sakala, Declercq, et al., 2020, p. 34).  

Prenatal care: is defined as “the health care you get while you are pregnant” 

(Medline Plus, 2020, p. 1).  

Prenatal care provider: prenatal care providers within this study consisted of 

obstetricians, midwife, nurse practitioner, family physician, and physician assistant 

(Sakala, Declercq, et al., 2020).  

Reliability and Validity of Survey 

The survey used within the Listening to Mothers study was created specifically 

for the study and therefore did not use commercialized or previously validated surveys. 

The researchers of that study also did not report a Cronbach’s alpha score or any 

statistical analysis relating to the reliability or validity of the scales used. However, they 

did list some measures they took to increase the validity of survey results. 

In developing the questionnaire, the researchers took efforts to increase the 

validity of survey results by (a) avoiding technical topics requiring specialized 

knowledge and information that women might not have been apprised of in the first 

place; (b) developing clear, unambiguous language for survey items; (c) pilot testing and 

revising questionnaire items over several rounds, in English and then, following 

translation from English to Spanish, in Spanish; and (d) when asking questions about 

women’s experiences of procedures and other care practices, frequently providing both a 

description of what would have taken place in layperson’s terms and the medical term 

(Sakala, Declercq, et al., 2020).  
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Finally, a series of validation studies have been done to examine the accuracy of 

women’s recall and reporting about pregnancy and childbirth (Sakala, Declercq, et al., 

2020). Overall, these studies provide support for the validity of data from childbearing 

women themselves. The studies found that it is inappropriate to assume that medical 

records are consistently more accurate, that childbearing women may be more reliable 

sources for many data items, that maternal reporting can provide complete information 

than medical records, that sensitive topics may be more accurately reported with data 

collection that is not face to face, and that the accuracy of maternal recall can persist over 

many years (Sakala, Declercq, et al., 2020). 

Ecological Model Relationships with Measures 

As illustrated in Figure 1, based on the ecological model and a prior research 

study exploring social determinants of health as risk factors for infant mortality (Reno & 

Hyder, 2018), the measure collected within this study that represents the “individual” 

construct of the ecological model is participants’ race. Specifically, only Black women’s 

responses on the survey were analyzed.  

Experiences of prejudice and racism are at the interpersonal level. For this study, I 

used three survey questions pertaining to this topic to answer the research questions. The 

survey asked questions such as, “During your recent hospital stay when you had your 

baby, how often were you treated unfairly because of your race or ethnicity?” and 

“During your recent hospital stay when you had your baby, how often were you treated 

unfairly because of the language you spoke?” Responses for this scale were presented on 

a 4-point Likert scale from 1 (never) to 4 (always).  
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Prenatal care is suggested to occur at the organizational level. Therefore, 

participants’ involvement in birthing choices and quality of care scales constitute this 

level of the ecological model. Survey items involving birthing choices included, “the 

delivery room staff encouraged me to make decisions about how I wanted my birth to 

progress” and consisted of a 5-point Likert scale of 1 (agree strongly) to 5 (strongly 

disagree). Quality of care questions included, “Would you have preferred a different type 

of maternity care provider?” and consisted of a “yes” or “no” answer.  

Figure 1 

 

Ecological Model’s Relationships With Measures 

 

At the community level of the ecological model are disparities, which are what 

this study is exploring, and at the public-policy level are healthcare policies and 
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insurance. This study aims to make a difference as it relates to healthcare policy. Other 

measures collected in this study were preterm birth and low birth weight. 

Data Analysis Plan 

Upon obtaining Walden University Institutional Review Board (IRB) approval to 

conduct the study (IRB approval number 06-07-21-0671805), I executed the following 

data analysis plan. Using data collected in the survey, scores for each of the respective 

measures within this research project were calculated as described in Table 2. 

Participants with missing data on each scale item were excluded from the analysis. Once 

the scale scores were calculated, internal reliability was assessed using Cronbach’s alpha 

(α). Descriptive analyses regarding the mean scores for each measure and assessments of 

normality using the Shapiro-Wilk test were conducted. Additionally, frequency analyses 

for Likert-scale items were conducted, where appropriate. Both the descriptive and 

frequency analyses were used to determine if there are any outliers or abnormalities in the 

data that may negatively influence the analyses conducted for each of the hypotheses. 

The results of both analyses are reported and discussed within the results section.  

A Mann-Whitney U test for each of the respective hypotheses within this research 

project was performed with a Bonferroni correction applied to test the hypotheses. The 

first set of Mann-Whitney tests determined if there were significant differences in infant 

outcomes relating to preterm birth and low birth weight between Black mothers who used 

midwives as primary prenatal caregivers and Black mothers who used other types of 

primary prenatal caregivers. The second set of Mann-Whitney tests determined whether 

there were significant differences in maternal outcomes relating to prenatal care 
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involvement, quality of care, and experiences with prejudice and racism while 

hospitalized between Black mothers who used midwives as primary prenatal caregivers 

and Black mothers who used other types of primary prenatal caregivers. I elected to use 

the Mann-Whitney test as a nonparametric alternative to the two-sample t-test because of 

the failed assumption of normal data distribution. Even after standardizing the scale 

variables to z-scores, the data failed the Shapiro-Wilk test of normality. The Bonferroni 

correction was applied to reduce Type I errors that may result from conducting multiple 

individual tests for group differences on measures (e.g., infant and maternal outcomes) 

separately. Instead of using the traditional p value of significance of .05, the Bonferroni 

correction makes this adjustment by dividing the original p value of .05 by the number of 

tests performed. Therefore, tests related to Hypothesis 1 (infant outcomes) were 

considered significant at the p < .025 level, and tests related to Hypothesis 2 (maternal 

outcomes) were considered significant at the p < .017 level. 

Research Questions and Hypotheses 

RQ1: Are there differences in infant outcomes relating to preterm birth and low 

birth weight between Black mothers who use midwives as primary prenatal caregivers 

and Black mothers who use other types of primary prenatal caregivers (doctor [OB-GYN 

or general practitioner], physician assistant, or nurse practitioner)?  

H0: There are no significant differences in infant outcomes relating to preterm 

birth and low birth weight between Black mothers who use midwives as 

primary prenatal caregivers and Black mothers who use other types of 

primary prenatal caregivers. 
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H1: There are significant differences in infant outcomes relating to preterm birth 

and low birth weight between Black mothers who use midwives as primary 

prenatal caregivers and Black mothers who use other types of primary 

prenatal caregivers. 

RQ2: Are there differences in maternal outcomes relating to involvement in 

birthing choices, quality of care, and experiences with prejudice and racism while 

hospitalized between Black mothers who use midwives as primary prenatal caregivers 

and Black mothers who use other types of primary prenatal caregivers (doctor [OB-GYN 

or general practitioner], physician assistant, or nurse practitioner)?  

H0: There are no significant differences in maternal outcomes relating to 

involvement in birthing choices, quality of care, and experiences with 

prejudice and racism while hospitalized between Black mothers who use 

midwives as primary prenatal caregivers and Black mothers who use other 

types of primary prenatal caregivers. 

H1: There are significant differences in maternal outcomes relating to involvement 

in birthing choices, quality of care, and experiences with prejudice and 

racism while hospitalized between Black mothers who use midwives as 

primary prenatal caregivers and Black mothers who use other types of 

primary prenatal caregivers. 
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Table 2 

 

Independent and Dependent Variables 

Variable 
RQ 

addressed 
Question Description Responses 

Calculation of 

scale or value 

Independent 

variable 

     

Modality of 

treatment 

RQ1; 

RQ2 

Q805 Which type of maternity 

care provider most often 

provided your care 

during pregnancy? 

Midwife = 1 

All other providers 

= 0 

N/A 

Dependent 

variables 

     

Preterm birth  RQ1 calcguestage Gestational age in weeks 

based on self-reported 

due date and birth date 

Number of weeks 

(whole number) 

Births occurring 

at 37 weeks or 

less were 

considered 

preterm births.  

Low birth 

weight 

RQ1 babywtgm Baby weight in grams Grams Birth weights less 

than 2,500 g were 

considered low 

birth weight.  

Involvement 

in birthing 

choices 

 

RQ2 Q1325a The delivery room staff 

encouraged me to make 

decisions about how I 

wanted my birth to 

progress. 

Agree strongly = 1 

Agree somewhat = 

2 

Neither agree nor 

disagree = 3 

Disagree 

somewhat = 4 

Disagree strongly 

= 5 

The responses to 

these three items 

will be reverse 

coded and 

summed to create 

an overall 

involvement 

score wherein a 

higher score 

indicates a higher 

degree of 

involvement.  

Q1325b I felt well supported by 

staff during my labor and 

birth.  

Agree strongly = 1 

Agree somewhat = 

2 

Neither agree nor 

disagree = 3 

Disagree 

somewhat = 4 

Disagree strongly 

= 5 

Q1325c The staff communicated 

well with me during 

labor.  

Agree strongly = 1 

Agree somewhat = 

2 

Neither agree nor 

disagree = 3 

Disagree 

somewhat = 4 

Disagree strongly 

= 5 
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Variable 
RQ 

addressed 
Question Description Responses 

Calculation of 

scale or value 

Quality of 

care 

RQ2 Q811 Would you have 

preferred a different type 

of maternity care 

provider? 

Yes = 1 

No = 0 

The responses to 

these seven items 

will be reverse 

coded and 

summed to create 

an overall quality 

of care score, 

wherein a higher 

score indicates a 

higher quality of 

care. 

Q1310a Did you feel pressure 

from any health 

professional to induce 

labor? 

Yes = 1 

No = 0 

Q1310b Did you feel pressure 

from any health 

professional to use 

epidural for pain relief?  

Yes = 1 

No = 0 

Q1310c Did you feel pressure 

from any health 

professional to have a c-

section? 

Yes = 1 

No = 0 

Q1310d Did you feel pressure 

from any health 

professional to 

breastfeed? 

Yes = 1 

No = 0 

Q1320a During your recent 

hospital stay when you 

had your baby, did a 

nurse or maternity care 

provider ever use harsh, 

rude, or threatening 

language?  

Yes = 1 

No = 0 

Q1320b During your recent 

hospital stay when you 

had your baby, did a 

nurse or maternity care 

provider ever handle you 

roughly? 

Yes = 1 

No = 0 

Prejudice and 

racism 

RQ2 Q1315a During your recent 

hospital stay when you 

had your baby, how often 

were you treated unfairly 

because of your race or 

ethnicity? 

Never = 1 

Sometimes = 2 

Usually = 3 

Always = 4 

The responses to 

these three items 

will be reverse 

coded and 

summed to create 

an overall 

involvement 

score, wherein a 

higher score 

indicates a lower 

degree of 

prejudice or 

racism. 

Q1315b During your recent 

hospital stay when you 

had your baby, how often 

were you treated unfairly 

because of the language 

you spoke? 

Never = 1 

Sometimes = 2 

Usually = 3 

Always = 4 

Q1315c During your recent 

hospital stay when you 

had your baby, how often 

were you treated unfairly 

because of the type of 

health insurance you had 

or because you didn’t 

have health insurance? 

Never = 1 

Sometimes = 2 

Usually = 3 

Always = 4 
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Threats to Validity 

The study’s limitations define several threats to validity within the current 

proposed research study. Namely, this study used secondary data collected through 

surveys for analysis. There are several limitations associated with surveys to include 

response bias, wherein participants may respond to survey questions in a way they 

perceived to be more socially desirable. Another response bias is that of careless or 

random responses, guessing, and those referred to as yea- or nay-sayers that respond 

more preferably to yes or no irrelevant of the question being asked. As a result, response 

bias can negatively affect research findings (Furr, 2013). Another threat to the study’s 

validity is associated with limitations associated with the research design of the original 

study collecting the data. Namely, women who could not speak either English or Spanish 

and women who did not have their infant living with them during the time of the survey 

were ineligible to participate. However, there was no way to ensure they were excluded 

from the sample since the surveys were self-reporting. In addition, not all the women 

contacted to participate in the study responded. Therefore, there may be characteristics 

associated with groups of women that chose to respond versus those that did not. 

Therefore, the research findings are not generalizable to the entire population of pregnant 

women and should be considered estimates (Sakala, Declercq, et al., 2020).  

Ethical Procedures 

The secondary data obtained for this study was available to the public and 

therefore had already been de-identified to protect the privacy and anonymity of 

participants of the study. To ensure that the data and research study are handled most 
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ethically, IRB approval was received before data analysis. All data and findings were 

stored on a password-protected zip drive which will be electronically erased a maximum 

of two years after completion of the study. 

Summary 

The research design and rationale were discussed in this section, along with the 

chosen methodology, data analysis plan, threats to validity, and ethical procedures. The 

methodology discussed the population, the sample, and sampling procedure, 

instrumentation, and operationalization. The data analysis plan presented the research 

questions and hypothesis with the plan for data analysis. The research findings and results 

will be presented in the following section. 
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Section 3: Presentation of the Results and Findings 

In Section 3, I present the research findings. Namely, I review the data collection, 

descriptive statistics, and a summary of the research findings. The purpose of this study 

was to examine, using a retrospective cohort research approach quantitatively, the impact 

of midwifery on infant and maternal outcomes compared to outcomes associated with 

other prenatal care models/caregivers among Black mothers. Prior research demonstrated 

that disparities relating to infant and maternal outcomes exist between racial-ethnic 

minority mothers and White mothers (Attanasio & Kozhimannil, 2015; Cox et al., 2011; 

Davis, 2019; Ely & Driscoll, 2019; Howell & Zeitlin, 2017; National Academies of 

Sciences Engineering and Medicine, 2020; Smith et al., 2018; Wallace et al., 2017). 

However, few studies were found that specifically explored the impact of factors that 

influence differences in infant and maternal outcomes among Black mothers (Smith et al., 

2018). Therefore, the research questions explored in this study and the hypotheses were 

as follows: 

RQ1: Are there differences in infant outcomes relating to preterm birth and low 

birth weight between Black mothers who use midwives as primary prenatal caregivers 

and Black mothers who use other types of primary prenatal caregivers (doctor [OB-GYN 

or general practitioner], physician assistant, or nurse practitioner)?  

H0: There are no significant differences in infant outcomes relating to preterm 

birth and low birth weight between Black mothers who use midwives as 

primary prenatal caregivers and Black mothers who use other types of 

primary prenatal caregivers. 
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H1: There are significant differences in infant outcomes relating to preterm birth 

and low birth weight between Black mothers who use midwives as primary 

prenatal caregivers and Black mothers who use other types of primary 

prenatal caregivers. 

RQ2: Are there differences in maternal outcomes relating to involvement in 

birthing choices, quality of care, and experiences with prejudice and racism while 

hospitalized between Black mothers who use midwives as primary prenatal caregivers 

and Black mothers who use other types of primary prenatal caregivers (doctor [OB-GYN 

or general practitioner], physician assistant, or nurse practitioner)?  

H0: There are no significant differences in maternal outcomes relating to 

involvement in birthing choices, quality of care, and experiences with 

prejudice and racism while hospitalized between Black mothers who use 

midwives as primary prenatal caregivers and Black mothers who use other 

types of primary prenatal caregivers. 

H1: There are significant differences in maternal outcomes relating to involvement 

in birthing choices, quality of care, and experiences with prejudice and 

racism while hospitalized between Black mothers who use midwives as 

primary prenatal caregivers and Black mothers who use other types of 

primary prenatal caregivers. 

Accessing the Data Set for Secondary Analysis 

The secondary data used within this study was publicly accessible and part of an 

ongoing survey of women in California (Sakala et al., 2020). Specifically, the Listening 
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to Mothers survey has been conducted from 2002 until the present (University of 

Northern Carolina, 2021). The secondary data was downloaded from Dataverse and 

consisted of mothers in California who had reported a live delivery within the 12 months 

of 2016. Those excluded from the sample were women who delivered more than one 

child, delivered a stillborn, were under 18 years old, or delivered outside of the hospital 

(Sakala et al., 2020). 

Results 

A total of 281 study participants identified themselves as Black. Of these, 17 

(6.0%) reported that a midwife most often provided care during their pregnancy, whereas 

263 (93.6%) reported that another type of health care provider (i.e., an OB-GYN, family 

medicine or other doctors, nurse practitioner, or physician assistant) most often provided 

care during pregnancy. One participant (0.3%) did not respond to this question and was 

excluded from further analysis, as treatment modality is the independent variable of 

interest in this study. The final sample size included 280 Black women who gave birth in 

California in 2016. 

RQ1: Infant Outcomes by Treatment Modality 

Table 3 shows responses by modality of treatment as well as for the overall 

sample. Slight differences in infant outcomes between Black women who utilized a 

midwife versus those who used another health care professional were found. However, 

none of the differences were statistically significant using a Fisher’s exact test (for 

categorical variables) or a Mann-Whitney U test (for continuous variables). Therefore, I 

failed to reject the null hypotheses that no significant differences in infant outcomes exist 
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between Black mothers who use midwives and Black mothers who use other primary 

prenatal caregivers. 

Table 3 

 

RQ1: Descriptive Statistics by Modality of Treatment for 2016 Data Set 

Condition Midwife  

(n = 17) 

Other healthcare 

provider (n = 263) 

Total  

(n = 280) 

p value 

Preterm birth (≤ 37 weeks)    .45 

Yes 1 (6.7%) 30 (12.1%) 31 (11.8%)  

No 14 (93.3%) 218 (87.9%) 232 (88.2%)  

Low birth weight (< 2,500 g)    .28 

Yes 0 (0.0%) 19 (7.5%) 19 (7.0%)  

No 17 (100.0%) 234 (92.5%) 251 (93.0%)  

 

RQ2: Maternal Outcomes by Treatment Modality 

Table 4 shows responses by the modality of treatment as well as for the overall 

sample. Internal reliability estimates showed that the scale measuring involvement in 

birthing choices (n = 229) and experiences with prejudice and racism while hospitalized 

(n = 273) had sufficient reliability (α = 0.81 and α = 0.70, respectively), while the scale 

measuring the quality of care (n = 271) was slightly lower than desired (α = 0.56). All 

scales were skewed left and failed the Shapiro-Wilk test of normality (involvement W = 

0.86; quality of care W = 0.90; racism W = 0.50; p = .000); therefore, nonparametric 

statistical tests were used for the remainder of the analysis. Overall scores for birthing 

choices, quality of care, and prejudice and racism are illustrated in Figures 2, 3, and 4. 
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Figure 2 

 

Overall Scores on Involvement in Birthing Choices 
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Figure 3 

 

Overall Scores on Quality of Care 
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Figure 4 

 

Overall Scores on Prejudice and Racism 
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Table 4 

 

RQ2 Descriptive Statistics by Modality of Treatment for 2016 Data Set 

Participants’ Possible Responses Midwife 

(n = 17) 

Other healthcare 

provider  

(n = 263) 

Total 

(n = 280) 

p value 

Involvement in birthing choices (mean and 

standard deviation of scale) 

12.62 (2.85) 13.15 (2.65) 13.11 (2.66) .36 

The delivery room staff encouraged me to 

make decisions about how I wanted my birth 

to progress. 

   .49 

Agree strongly 7 (43.7%) 115 (54.0%) 122 (53.3%)  

Agree somewhat 4 (25.0%) 37 (17.4%) 41 (17.9%)  

Neither agree nor disagree 2 (12.5%) 37 (17.4%) 39 (17.0%)  

Disagree somewhat 1 (6.2%) 13 (6.1%) 14 (6.1%)  

Disagree strongly 2 (12.5%) 11 (5.2%) 13 (5.7%)  

I felt well supported by staff during my labor 

and birth. 

   .22 

Agree strongly 12 (75.0%) 156 (73.2%) 168 (73.4%)  

Agree somewhat 1 (6.2%) 35 (16.4%) 36 (15.7%)  

Neither agree nor disagree 3 (18.7%) 9 (4.2%) 12 (5.2%)  

Disagree somewhat 0 (0.0%) 8 (3.8%) 8 (3.5%)  

Disagree strongly 0 (0.0%) 4 (1.9%) 4 (1.7%)  

The staff communicated well with me during 

labor.  

   .34 

Agree strongly 9 (56.2%) 156 (73.2%) 165 (72.0%)  

Agree somewhat 4 (25.0%) 30 (14.1%) 34 (14.8%)  

Neither agree nor disagree 1 (6.2%) 9 (4.2%) 10 (4.4%)  

Disagree somewhat 2 (12.5%) 11 (5.2%) 13 (5.7%)  

Disagree strongly 0 (0.0%) 6 (2.8%) 6 (2.6%)  

Quality of care (mean and standard deviation 

of scale) 

5.50 (1.37) 5.98 (1.26) 5.96 (1.27) .10 

Would you have preferred a different type of 

maternity care provider?  

   .74 

Yes 3 (17.6%) 41 (15.7%) 44 (15.8%)  

No 14 (82.3%) 220 (84.3%) 234 (84.2%)  

Did you feel pressure from any health 

professional to induce labor?  

   .73 

Yes 3 (17.6%) 40 (15.3%) 43 (15.5%)  

No 14 (82.3%) 221 (84.7%) 235 (84.5%)  

Did you feel pressure from any health 

professional to use epidural for pain relief?  

   1.00 

Yes 2 (11.8%) 35 (13.4%) 37 (13.3%)  

No 15 (88.2%) 226 (86.6%) 241 (86.7%)  
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Participants’ Possible Responses Midwife 

(n = 17) 

Other healthcare 

provider  

(n = 263) 

Total 

(n = 280) 

p value 

Did you feel pressure from any health 

professional to have a c-section?  

   .18 

Yes 5 (29.4%) 42 (16.1%) 47 (16.9%)  

No 12 (70.6%) 219 (83.9%) 231 (83.1%)  

Did you feel pressure from any health 

professional to breastfeed?  

   .40 

Yes 6 (37.5%) 73 (28.0%) 79 (28.5%)  

No 10 (62.5%) 188 (72.0%) 198 (71.5%)  

During your recent hospital stay when you had 

your baby, did a nurse or maternity care 

provider ever use harsh, rude, or threatening 

language?  

   .35 

Yes 2 (11.8%) 18 (6.9%) 20 (7.2%)  

No 15 (88.2%) 244 (93.1%) 259 (92.8%)  

During your recent hospital stay when you had 

your baby, did a nurse or maternity care 

provider ever handle you roughly?  

   .17 

Yes 3 (17.6%) 21 (8.0%) 24 (8.6%)  

No 14 (82.3%) 242 (92.0%) 256 (91.4%)  

Prejudice and racism (mean and standard 

deviation of scale) 

11.75 (0.77) 11.66 (1.15) 11.66 (1.13) .86 

During your recent hospital stay when you had 

your baby, how often were you treated unfairly 

because of your race or ethnicity?  

   .42 

Always 1 (5.9%) 5 (1.9%) 6 (2.2%)  

Usually 0 (0.0%) 1 (0.4%) 1 (0.4%)  

Sometimes 1 (5.9%) 17 (6.6%) 18 (6.5%)  

Never 15 (88.2%) 235 (91.1%) 250 (90.9%)  

During your recent hospital stay when you had 

your baby, how often were you treated unfairly 

because of the language you spoke?  

   1.00 

Always 0 (0.0%) 6 (2.3%) 6 (2.2%)  

Usually 0 (0.0%) 2 (0.8%) 2 (0.7%)  

Sometimes 0 (0.0%) 10 (3.8%) 10 (3.6%)  

Never 16 (100.0%) 242 (93.1%) 258 (93.5%)  

During your recent hospital stay when you had 

your baby, how often were you treated unfairly 

because of the type of health insurance you 

had or because you didn’t have health 

insurance?  

   .67 

Always 0 (0.0%) 3 (1.1%) 3 (1.1%)  

Usually 0 (0.0%) 3 (1.1%) 3 (1.1%)  

Sometimes 1 (6.2%) 11 (4.2%) 12 (4.3%)  

Never 15 (93.7%) 243 (93.5%) 258 (93.5%)  
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As illustrated in Table 4, slight differences in maternal outcomes between Black 

women who utilized a midwife versus those who used another health care professional 

were found. However, none of the differences were statistically significant using a 

Fisher’s exact test (for categorical variables) or a Mann-Whitney U Test (for continuous 

variables). Therefore, I failed to reject the null hypotheses that no significant differences 

maternal outcomes exist between Black mothers who use midwives and Black mothers 

who use other primary prenatal caregivers. 

Summary 

I aimed to explore the differences in infant and maternal outcomes between Black 

mothers who chose to use a midwife versus those that did not. Specifically, infant 

outcomes relating to preterm birth and low birth weight and maternal outcomes 

associated with birthing choice, quality of care, and experiences with prejudice and 

racism were explored. As a result of all scales failing the Shapiro-Wilk test of normality 

(involvement W = 0.86; quality of care W = 0.90; racism W = 0.50; p =.000), non-

parametric statistical testing to include Fisher’s exact test (for categorical variables) or a 

Mann-Whitney U test (for continuous variables) were conducted. None of the findings 

were statistically significant, thereby limiting the types of analysis to be performed. There 

are several potential reasons that data was not statistically significant, which are 

discussed in further detail in Section 4. 
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Section 4: Application to Professional Practice and Implication for Social Change 

The purpose of this study was to conduct a quantitative retrospective design study 

exploring infant and maternal outcomes associated with varied prenatal care models 

among Black mothers. Although disparities in infant and maternal outcomes between 

these two groups have been extensively explored, a gap in the literature existed regarding 

within-race research regarding this topic (Smith et al., 2018). Specifically, Smith et al. 

(2018) called for research to identify and explore factors that influence differences in 

infant and maternal outcomes between Black mothers and their children. Further, 

midwifery was suggested in the literature to mitigate some of these infant and maternal 

outcomes but had not been investigated as a potential mediating mechanism. Specifically, 

I explored infant outcomes relating to preterm birth and low birth weight and maternal 

outcomes associated with birthing choice, quality of care, and experiences with prejudice 

and racism. Research findings did not elicit statistically significant results. 

Interpretation of the Findings 

Although prior research consistently demonstrated that midwifery had a positive 

impact on the infant and maternal outcomes of at-risk mothers and suggested that 

midwifery could be a mediating mechanism between elements of systemic and structural 

racism and individual risk factors in mothers, no statistically significant associations were 

found in this study (Allen et al., 2019; Alliman & Bauer, 2020; Altman et al., 2020; 

Davis, 2019; Kalata et al., 2020; Luke, 2018; Phillippi et al., 2016; Smith et al., 2018; 

Suarez, 2020; Vedam et al., 2019; Yoder & Hardy, 2018). Therefore, my research 

findings do not support the findings of prior research studies. Therefore, I failed to reject 
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the null hypotheses that no significant differences in infant and maternal outcomes exist 

between Black mothers who use midwives and Black mothers who use other primary 

prenatal caregivers. I also did the same analysis comparing midwife to OB-GYN, 

excluding all other providers, since OB-GYNs are the standard and still found no 

statistically significant differences. 

Post-Analysis 

Because the primary analysis results were not statistically significant and the 

study itself had low power due to the small sample size, I performed a post hoc analysis 

using additional Listening to Mothers survey data to investigate whether increasing 

sample size, and thus power, would yield any statistically significant results. The same 

methods were applied to the post hoc analysis when possible and adapted when 

necessary. In 2013, the Listening to Mothers survey was performed nationwide. These 

data were merged with the 2018 Listening to Mothers in California data used for the 

primary analysis, yielding a total sample size of 654 Black participants. Of these, 43 

(6.6%) reported that a midwife most often provided care during their pregnancy, whereas 

611 (93.4%) reported that another type of health care provider (i.e., an OB-GYN, family 

medicine or other doctors, nurse practitioner, or physician assistant) most often provided 

care during pregnancy.  

RQ1: Infant Outcomes Based on Treatment Modality in Post-Analysis 

It is important to note that researchers changed the survey questionnaire between 

2013 and 2018, and modifications to the analysis were needed to adjust for these changes. 

First, the 2018 dataset provided variables for the infant outcomes of preterm birth and 
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low birth weight (calcguestage and babywtgm) that had been standardized across 

respondents (i.e., computing gestational age from self-reported due date and birth date 

and baby weight from pounds and ounces to grams). These variables were not present in 

the 2013 dataset and were directly computed for this study. As illustrated in Table 5, a 

statistically significant difference was found between infant outcomes and healthcare 

providers in the post-analysis converging the 2016 and 2013 data sets. Namely, although 

infant outcomes between women who utilized a midwife versus those who used another 

health care professional showed mixed results, significantly fewer babies were born with 

low birth weight among those who used a midwife (χ2 = 5.80, p = .02). However, no 

significant difference was observed in terms of preterm birth (χ2 = 2.42, p = .12). 

Therefore, I partially rejected the null hypothesis regarding fetal outcomes when 

incorporating the 2013 data. It is important to note that I used a Pearson’s chi-square for 

this analysis instead of a Fisher’s exact test because the sample size was large enough to 

do so with the 2013 data included. 

Table 5 

 Descriptive Statistics by Modality of Treatment for 2013 and 2016 Data Set 

Variable Midwife (n = 43) Other healthcare 

provider (n = 611) 

p value 

Preterm birth (≤ 37 weeks)   .12 

Yes 2 (4.9%) 79 (13.3%)  

No 39 (95.1%) 517 (86.7%)  

Low birth weight (< 2,500 g)   .02 

Yes 0 (0.0%) 72 (12.0%)  

No 43 (100.0%) 529 (88.0%)  
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RQ2: Maternal Outcomes Based on Treatment Modality in Post-Analysis 

No statistically significant difference was found between maternal outcomes and 

healthcare providers in the post-analysis converging the 2016 and 2013 data sets. It is 

also important to note that the surveys between the two data sets were not exact in every 

question, and therefore some survey questions had to be excluded from the analysis. For 

example, the birthing choice questions were not available with the combined dataset. The 

other differences included that quality of care had three variables in the 2013 survey scale 

instead of seven, as was found in the 2016 survey. Also, prejudice and racism consisted 

of two variables instead of three. Namely, all three were represented, but two were 

combined into one question in the 2013 study, so I averaged those in 2018 into one 

variable, then made a scale with that and the other one. Therefore, I was unable to 

compare all variables initially assessed in the 2016 data analysis. Descriptive statistics by 

the treatment modality and the overall sample are described in Table 6 for RQ2 regarding 

maternal outcomes.  

Overall, the Mann-Whitney U test showed that there remained no significant 

differences in maternal outcomes of quality of care (p = .81) and prejudice and racism (p 

= .34) between women who use midwives as a primary prenatal caregiver versus those 

who used another type of health care professional. I failed to reject the null hypothesis for 

RQ2. 
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Table 6 

 

RQ2: Descriptive Statistics by Modality of Treatment for 2013 and 2016 Data Set 

Variable Midwife  

(n = 43) 

Other healthcare 

provider  

(n = 611) 

Total  

(n = 654) 

p value 

Preterm birth (≤37 weeks)    .12 

Yes 2 (4.9%) 79 (13.3%)   

No 39 (95.1%) 517 (86.7%)   

Low birth weight (<2,500 g)    .02 

Yes 0 (0.0%) 72 (12.0%)   

No 43 (100.0%) 529 (88.0%)   

Quality of care (mean and standard 

deviation of scale) 

2.49 (0.86) 2.51 (0.84) 2.51 (0.84) .81 

Did you feel pressure from any health 

professional to induce labor?  

   .61 

Yes 6 (13.9%) 103 (16.9%) 109 (16.7%)  

No 37 (86.0%) 506 (83.1%) 543 (83.3%)  

Did you feel pressure from any health 

professional to use epidural for pain 

relief?  

   .48 

Yes 5 (11.6%) 95 (15.6%) 100 (15.3%)  

No 38 (88.4%) 514 (84.4%) 552 (84.7%)  

Did you feel pressure from any health 

professional to have a c-section?  

   .09 

Yes 11 (25.6%) 96 (15.8%) 107 (16.4%)  

No 32 (74.4%) 513 (84.2%) 545 (83.6%)  

Prejudice and racism (mean and 

standard deviation of scale) 

7.75 (0.74) 7.50 (1.27) 7.51 (1.25) .34 

During your recent hospital stay when 

you had your baby, how often were 

you treated unfairly because of the type 

of health insurance you had or because 

you didn’t have health insurance?  

   .76 

Always 0 (0.0%) 20 (3.3%) 20 (3.1%)  

Usually 1 (2.4%) 22 (3.6%) 23 (3.5%)  

Sometimes 4 (9.5%) 44 (7.2%) 48 (7.4%)  

Never 37 (88.1%) 522 (85.9%) 559 (86.0%)  
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Interpretation of the Research Findings Considering Post-Analysis Findings 

These research findings suggest that the sample size was too small to detect an 

effect within the study using just the 2016 data. As reported by the G*Power analysis, 

there was a 50% “probability of detecting a ‘true’ effect” if one existed in the sample 

(University of California Los Angeles, 2020, p. 1), in other words, a 50% chance of 

rejecting the null hypotheses. The subsequent G*Power analysis revealed an 87% power 

with the new sample size incorporating the 2016 data. Therefore, conducting the 

subsequent analysis with the 2013 data afforded me a better understanding of the findings 

for the 2016 data set, allowing me to provide a more informed interpretation of the 

results.  

Prior research suggests a strong association between low birth weight in full-term 

babies and discrimination in populations of Black women in the United States (Alhusen 

et al., 2016). Therefore, it could be implied that the women in this study who had full-

term babies that were small for gestational age (low birth weight) are experiencing 

discrimination. However, this implication was not captured in this study. Specifically, the 

statistically significant finding that women using midwives had a lower number of babies 

born with a low birth weight could suggest that women using other healthcare providers 

are experiencing discrimination not captured with the line of questions found within this 

survey or that some cofounding variable links the Black women who choose a midwife as 

their care provider together. Therefore, additional research is warranted to explore these 

factors. 
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Theoretical Framework 

I chose the ecological model as the theoretical framework to guide the current 

research study exploring differences in maternal and fetal outcomes between Black 

mothers who chose midwives as prenatal care providers and those who used other 

healthcare providers. As illustrated in Section 2, each level of the ecological model can 

be matched to variables within this study. Specifically, at the individual level is the 

participants’ race. Namely, only Black mothers were included in this study. The next 

level is interpersonal, which consists of participants’ experience of discrimination. Next 

is the organizational level wherein prenatal care occurs, and participants’ involvement in 

birthing choice was measured. Finally, at the community level are the disparities explored 

in this study, namely, preterm birth and low birth weights of infants.  

Although the findings of this study were not statistically significant, post-analysis 

of a 2013 data set in conjunction with the original secondary data used within this study 

did yield significant findings. Therefore, disparities were identified, which are at the 

community level of the ecological model. The ecological model was well suited for this 

study and describes the nested association between individuals and their environment. 

Namely, Black mothers experience discrimination and prejudice at an individual and 

interpersonal level. Such discrimination is experienced at the organizational level and is 

expressed as disparities at the community level. Finally, public policies often enforce 

structural racism, which affects the individual (Brown et al., 2019). Therefore, the 

ecological model served as an effective theoretical framework for this study. 
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Limitations of the Study 

In addition to the limitations discussed under the threats to validity subsection in 

Section 2 of this paper, this study has a few additional limitations. For example, a 

significant limitation of this study was that the data set only included perceptions of 

Black mothers in California. As a result, the research findings are only generalized to the 

women of California. Further, the study consisted of a small sample size (n = 17) of 

Black women that used a midwife care provider. Therefore, the power was significantly 

affected, limiting the probability of rejecting the null hypotheses and finding a “true” 

effect (University of California Los Angeles, 2020). There are also limitations inherent 

with the secondary data used within this study. Namely, data were collected using self-

reporting surveys. Therefore, data are based on participants’ perceptions of a past event 

wherein recall bias may occur. Although the period between delivery and the survey was 

short, the pregnancy duration is nine and a half months. Therefore, respondents may have 

had issues recalling information accurately when reporting their perceptions. 

Recommendations 

Although the research findings were not statistically significant within this study, 

this research is still important and could suggest other potential variables affecting Black 

women in prenatal care resulting in maternal and fetal outcome disparities. Therefore, I 

posit four recommendations for future research regarding maternal-fetal outcomes in 

Black populations: 

1. Replication of the current study should be conducted with a larger sample size 

and the use of primary data as opposed to secondary. Historically, research 
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including Black populations has been limited due to this population’s inherent 

distrust of the medical community and researchers (Hostetter & Klein, 2021; 

Washington, 2008). Therefore, conducting research focused on this population 

regarding this topic is warranted. 

2. A research study exploring Black women’s perceptions of their prenatal and 

delivery care using a qualitative method is suggested due to the findings of 

this study. Specifically, seeking to identify any confounding variables that 

may link Black women who choose to use a midwife as their prenatal care 

provider compared to Black women choosing other providers is warranted.  

3. A research study should be conducted to explore socioeconomic determinants 

associated with Black women who have identified experiencing 

discrimination within the healthcare system and had poor maternal and fetal 

outcomes compared to Black women who did not. This type of research study 

may provide new insights into the variables associated with poor maternal and 

fetal outcomes.  

4. Additional research should be conducted exploring this research topic in 

different geographical areas. 

Implications for Professional Practice and Social Change 

I am currently pregnant and became aware of the maternal and fetal outcome 

disparities between Black and White women in the United States during this research 

process. As a result, my personal experiences during my pregnancy have afforded me a 

unique perspective on this research topic. Although the results from this study were not 
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statistically significant, the additional analysis done suggests a difference in infant 

outcomes between mothers who have chosen a midwife over other care providers. 

Therefore, results from this research study could inform medical practitioners related to 

maternal and infant care for Black women, thereby resulting in positive social change 

within the community of Black women in the United States and the public as a whole. 

Specifically, medical practitioners could implement practices to ensure the availability of 

midwives as a prenatal option for Black mothers. Further, ensuring Black mothers are 

informed of their options of caregivers and the potential benefits of using a midwife over 

other practitioners could potentially bolster the number of Black women who choose this 

type of healthcare provider. Finally, healthcare providers should implement frequent and 

consistent assessments of Black mothers’ perceptions of the level of care they receive 

during their prenatal visits to identify and mitigate any forms of discrimination perceived 

by Black mothers during their care.  

Based on the ecological model, implementing professional practices at an 

organizational level is warranted to mitigate maternal and infant outcome disparities. 

Specifically, implementing professional practices to identify and mitigate discriminatory 

practices in prenatal treatment could potentially reduce the frequency of preterm and low 

birth weights of children born to Black mothers (Alhusen et al., 2016; Attanasio & 

Kozhimannil, 2015; Cox et al., 2011). Improving the maternal and fetal outcomes for 

Black mothers could create positive social change across individual, familial, and societal 

levels. Based on the ecological model, these would be the individual, interpersonal, and 

community levels. Namely, improving maternal and fetal outcomes would suggest that 
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Black mothers were experiencing less discrimination and reduced stress levels, thereby 

positively affecting the individual. As a result of this positive effect, families could 

experience a more cohesive familial dynamic as the reduced stress levels of Black 

mothers translates over into their families. At a societal or community level, a reduction 

in maternal and fetal outcome disparities will reduce the financial burden on healthcare 

organizations, return mothers to work and contributing to society more quickly, and 

potentially reduce the mistrust Blacks’ currently have against medical practitioners 

(Hostetter & Klein, 2021; Washington, 2008). 

Conclusion 

This study used a quantitative retrospective cohort research design to explore the 

maternal and fetal outcomes for a sample of Black mothers residing in California. 

Research findings were not statistically significant for maternal or fetal outcomes 

between mothers who used a midwife versus those who chose a different healthcare 

provider. A post-analysis was run using data from a 2013 sample of mothers from across 

the United States in conjunction with the 2016 data set used in this study; a statistically 

significant difference was found concerning low birth weight for full-term babies. 

Therefore, although the study did not present statistically significant findings using the 

2016 data set, the additional analysis suggests that the research topic is viable and 

warrants further research.  

Maternal and infant outcome disparities exist within the United States and are 

prevalent (Alhusen et al., 2016; Attanasio & Kozhimannil, 2015). Black women are at an 

elevated risk of experiencing complications during delivery and deliver babies with a 
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higher prevalence for preterm birth, low birth weights, and mortality than their White 

counterparts (Alhusen et al., 2016; Smith et al., 2018). This disparity is unacceptable 

because everyone deserves a standard level of care regardless of their race, ethnicity, or 

background. Identifying practices that could mitigate these disparities is essential to 

improve Black mothers’ maternal and fetal outcomes, thereby bringing about positive 

social change at the individual, familial, and societal levels. 
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