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Abstract
Background: Compared with all other racial and ethnic groups, the rate of preterm birth (PTB) is 50% higher
among non-Hispanic Blacks (NHB). There are limited published data focused on the etiology of the racial disparity
in PTB from the perspective of Black birthing individuals who have had a lived experience with PTB.
Methods: To gain insights into the etiology of the race disparity in PTB from the NHB patient’s perspective, we
conducted a qualitative descriptive study with NHBs who have a history of PTB. We conducted both focus group
discussions (FGDs), in-depth interviews (IDIs), and used applied thematic analysis to analyze the data.
Results: Seven individuals participated in 3 FGDs and 15 individuals participated in an IDI. The majority of par-
ticipants named stress as a contributor to PTB among NHBs. Participants described that stress becomes an on-
going cycle with a cumulative effect on health. Three primary sources of stress were identified: (1) individual
including stress from lack of personal wellness, (2) relational stress from intimate partner and familial relation-
ships, and (3) community-level stress from occupations and societal expectations.
Conclusion: Uncovering NHB patient’s perspectives on the etiology of PTB is a critical step to develop interven-
tions that mitigate the disparity impacting the Black community. Our findings suggest that multilevel interven-
tions targeting individual-, relational-, and community-level stress may be necessary to reduce rates of PTB
among NHB individuals.
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Introduction
Preterm birth (PTB, delivery before 37 weeks of gesta-
tion) is a leading cause of neonatal death.1 Babies that
survive can face lifelong consequences ranging from re-
spiratory infections, visual impairment, and learning
delays.1 On average, each PTB costs $76,000 due to
medical care for the infant, lost wages for caregivers,
and special education needs during childhood.2 These
costs translate to a conservative estimate of $26 billion
per year in the United States due to PTB.3 The impact
of PTB is devastating, yet the burden of prematurity is
not distributed equally across the United States.

Compared with all other racial and ethnic groups,
the rate of PTB is 50% higher among non-Hispanic
Black (NHB) birthing individuals.4 In 2020, the U.S.
PTB rate was 10.1% overall. Among individuals who
identify as non-Hispanic White (NHW), the rate was
9.2%, whereas the rate was 14.0% among NHB birthing
individuals.5 NHB babies born preterm are nearly four
times more likely to die in the first 28 days of life com-
pared with NHW babies.4,6

Patients with prior PTB have a twofold increased
risk of PTB in a subsequent pregnancy.1 The risk of
recurrent PTB is fourfold higher for NHBs than for
NHWs.7 Scientists have explored numerous etiolo-
gies to explain the disproportionate rate of PTB in the
NHB community. Etiologies ranging from progester-
one receptor mutations,8 alterations in the cervical–
vaginal microbiome9 and maternal behavioral patterns10

have all been explored, yet none of these theories com-
pletely explains the persistent disparity.

Race is a social construct that has a profound impact
on lived experience at multiple levels. At the societal
level, residential segregation11 and exposures to envi-
ronmental toxins12 contribute to PTB. At the health
care institution level, access to high-quality care is im-
portant; yet even in the military where patients have
universal health care coverage, disparities persist.13

At the individual level, data suggest implicit biases
affect patient–provider communication and health out-
comes for Black patients14,15 even when access is equal.
Racial disparities in PTB persist even when controlled
for socioeconomic status and education.16 There is an
increased understanding that lived experience with
inequities on all levels of society, collectively termed
racism,11,17,18 are the root cause of racial health dispar-
ities, including PTB.

Despite the growing evidence linking NHB’s lived
experiences and negative health outcomes,11,19,20 there
are limited published data focused on important health

disparities, such as PTB, from NHB patient’s perspec-
tive. The Black Mommas Matter Alliance, a nationally
renowned organization leading efforts for maternal
health equity, advise listening to Black women as
their top recommendation toward setting the standard
of holistic care for Black birthing individuals.21 Inter-
ventions that redesign obstetric care centering Black
patient’s needs are imperative to mitigate the disparity
in PTB. Therefore, we conducted a qualitative research
study with NHB patients who have a history of PTB.

Methods
Study design
We conducted a qualitative descriptive study using
focus group discussions (FGDs) and in-depth inter-
views (IDIs). We asked self-described NHB individu-
als to describe reasons why Black patients are more
likely to deliver babies early compared with other
races. We asked this question as part of a larger
mixed methods study that was conducted to identify
patient-perceived interventions to improve uptake and
adherence to 17-hydroxyprogesterone caproate (17-P)
for PTB prevention. The methods and results of the
original study have previously been published.22 The
study was approved by the Duke Health Institutional
Review Board (Pro00084334).

We originally designed the study using FGDs only to
capitalize on the group dynamic and brainstorm solu-
tions to mitigate barriers. However, due to low enroll-
ment and scheduling challenges, we discontinued the
FGDs and switched to IDIs. At the beginning of the
FGD or IDI, the facilitator/interviewer informed par-
ticipants that Black birthing individuals experience
higher rates of PTB compared with individuals of other
racial and ethnic groups. The facilitator/interviewer
also informed participants that scientists are unsure
exactly why Black individuals have higher rates of
PTB compared with individuals of other races. Partic-
ipants were encouraged to share their perspectives on
why NHB birthing individuals are more likely to de-
liver preterm.

Eligibility criteria and recruitment
Participants were eligible to participate in the FGDs or
IDIs if they: (1) self-identified as NHB, (2) had a history
of prior spontaneous PTB of a singleton gestation be-
yond 20 weeks, and (3) were currently or recently
(within the past 2 years) pregnant with a singleton non-
anomalous fetus beyond 20 weeks of gestation.
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Participants were only eligible to participate in one data
collection activity (i.e., either a FGD or an IDI).

Participants meeting the eligibility criteria were
recruited during routine high-risk obstetrical clinic vis-
its. FGDs were offered at a morning, afternoon, and
evening time and a meal was provided. IDIs were of-
fered at any time that was convenient to the participant
when a trained interviewer was available. We were able
to offer ‘‘on-demand’’ interviewing on the date of con-
sent for participants who elected for immediate partic-
ipation. Participants in both the FGD and IDI were
compensated $20 for their time.

Data collection
A description of our data collection procedures has
previously been described.22 Briefly, demographic, ob-
stetric, and general medical history information were
collected from the patient’s medical record. The
FGDs were audiorecorded, facilitated by a trained
moderator, attended by a note taker, and transcribed
verbatim. The IDIs were also conducted by a trained
interviewer, audiorecorded, and transcribed verbatim.
In both the FGD and the IDIs, the facilitator described
the unclear etiology of the disparity in PTB rates, then
participants were asked for their thoughts on the etiol-
ogy of the disparity. Participants were probed to de-
scribe their perspectives in more detail as appropriate.

Analysis
Participant demographic characteristics were de-
scribed using descriptive statistics. We used applied
thematic analysis to analyze the qualitative data.23

As part of the larger study, we developed a codebook
of structural and emergent codes after reviewing tran-
scripts from the FGDs and IDIs. Structural codes were
first applied to the transcripts to organize participant
responses based on the FGD/IDI guide questions.
Steps to apply codes and ensure intercoder reliabil-
ity are described elsewhere.22,24

The current analysis focuses on data gathered within
a single structural code—perceptions of PTB etiology.
The structural code was then expanded to include ad-
ditional and emergent codes after reading the IDI tran-
scripts and applied these emergent codes to both the
IDIs and FGDs as appropriate.25 We present the
most salient themes that emerged during analysis.
We analyzed FGD and IDI data separately. We report
frequencies using the FGD as the unit of analysis
(rather than reporting individual participants within
the FGD) and IDIs are counted individually.

Results
Study population
The FGDs and IDIs were conducted between August
2017 and April 2018. Seven individuals meeting the in-
clusion criteria participated in the 3 FGDs (n = 3, 2, and
2, respectively) and 15 individuals participated in an
IDI. All of the participants self-identified as women.
The mean age of the participants was similar for the
FGDs (32.6 years, standard deviation [SD] 5.7) and
IDIs (31 years, SD 5.9).

The majority of participants were single, including
85% (n = 6) of the FGD participants and 67% (n = 10)
of the IDI participants; the remaining FGD and IDI
participants were married. All (n = 7) of the FGD par-
ticipants had Medicaid/Medicare insurance, whereas
53% (n = 8) of the IDI participants had Medicaid/Medi-
care insurance and 47% (n = 7) had private insurance.
Both the FGD and IDI participants had a median of
one prior PTB. Five out of the seven FGD participants
were pregnant at the time of their participation with a
mean gestational age of 22.7 weeks. Thirteen of the 15
IDI participants were pregnant at the time of their par-
ticipation with a mean gestational age of 28.3 weeks.

Perceived etiology of PTB
When we analyzed themes from participant’s perspec-
tives on why NHBs experience more PTB, the majority
of participants (n = 13 IDI, n = 3 FGD) named stress as
a contributor. No other factor was named by >13 par-
ticipants. One IDI participant commented, ‘‘I feel as a
Black female, not necessarily saying, you know, White
people don’t have stress while pregnant, but I believe
we probably have a little more stress.’’

We identified three primary sources of stress—at
the (1) individual, (2) relational, and (3) community
levels. We describe them below, in order of most to
least commonly cited:

Individual
The most frequently reported source of individual-level
stress was overall wellness, including nutrition (n = 10
IDI, n = 3 FGD) and exercise (n = 5 IDI, n = 2 FGD).
This was followed by stress surrounding lack of prepa-
ration for a family (n = 4 IDI, n = 2 FGD) and age-
related stress (n = 5 IDI, n = 1 FGD).

Wellness. Participants most often referred to their
personal health and wellness as a possible etiology for
increased PTB among Black birthing individuals. This
was discussed in the context of nutrition and exercise
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with some participants mentioning the increased inci-
dence of metabolic disease among NHB people. One
FGD participant stated, ‘‘I mean it probably is stress,
how we handle stress, how we eat, the way we exercise.
Just our daily lives are sometimes different than other
ethnicities.It could be the same reason why African
Americans are more prone to diabetes, high blood pres-
sure.it’s things that we eat; the lifestyle that we live.
the amount of exercise that we have.I would think that
would fall kind of in the same category.’’

Participants also noted lifestyle as an important com-
ponent of wellness. This encompassed not having appro-
priate stress management skills, such as knowing when to
remove oneself from a negative environment or avoiding
overexertion during pregnancy. It also included self-care
through regular health maintenance. An IDI participant
reflected on the importance of, ‘‘making sure we go to
those physicals every year and just taking care of our bod-
ies and ourselves. Some people tend to only go to the doctor
if something’s wrong, not for normal maintenance and
maybe that has something to do with it as well.’’ With re-
spect to health care, participants noted that establishing a
trusting relationship with a provider is a necessity and
that physicians can provide preventive counseling and re-
sources in addition to therapeutic treatment.

Preparation. Participants highlighted stress from lack
of preparation for pregnancy. Preparation included
being mentally prepared with realistic expectations
about physical changes during pregnancy. For example,
a FGD participant commented, ‘‘I know when I was
pregnant.I had pain and I was like I’m okay, this is
a part of pregnancy? It’s like you really don’t know.
A lot of people don’t know what to expect.’’ Participants
also indicated that preparation from experiences during
prior pregnancies left them better informed for future
pregnancy. An IDI participant commented, ‘‘You know
I still have a little stress, but I didn’t have the stress.
[that] I did in my first pregnancy because you know I
[was].more prepared and you know I have a roof
over my head, and I have a job,’’

Age. Participants (n = 5) made associations be-
tween youth and inexperience with managing stress
during pregnancy. One FGD participant commented,
‘‘.Black women might tend to have babies earlier
when they are not at a place where they can handle as
much stress, and that may play into a higher rate of pre-
term birth.’’ Participants also discussed that with in-
creasing age comes acquired wisdom from previous

experiences leading to an understanding of the harmful
effects of worrying and stress. Therefore, age was often
described as a protective factor against stress during
pregnancy. A FGD participant recounted, ‘‘There are
things that would set you off when you’re younger and
the things that you would just send your blood pressure
through the roof; they no longer matter.’’

Relational
The most frequently reported sources of relational
stress, or stress associated with interactions with
other individuals, were intimate partner relationships
(n = 11 IDI, n = 5 FGD) followed by stress from familial
relationships (n = 4 IDI, n = 3 FGD).

Intimate partner relationship. Participants referred to
this type of stress as a function of limited support from
their partner. Participants described that limited partner
support leads to increased responsibilities and stress for
pregnant Black people. An IDI participant claimed, ‘‘To
be honest with you, it’s nothing that could really help pre-
vent it until you get rid of the major stressors that’s there.
Until you know us as Black women train up our men or our
young boys to be men in the household and stop expecting
the woman to do it all you know, that’s where it would stop.’’

Participants also remarked on how the need for sup-
port can influence decisions about remaining in a nega-
tive relationship. Another IDI participant commented,
‘‘You see more single parent Black women than you see
any other race and it’s like I feel like that can kind of con-
tribute because.you don’t have enough support systems.
I [see] a lot of young Black moms who you know they go
through spouse abuse just to have somebody that say they
love them and you know just to have somebody to you
know help them out and stuff..’’

Participants also reflected on the lack of intimate
partner involvement as a source of stigma leading to
stress. For example, one FGD participant said, ‘‘you
have so many women who have children on their own,
who go through an entire pregnancy on their own and
I mean and then to deal with society, we’re looked at
a certain way because you’re beneath people.’’

Familial. Participants noted that decreased partner
support may require increased support from family
and friends. As a result, one participant felt stress
from transactional relationships with family. The IDI
participant said, ‘‘Basically I had to fend for my-
self.you know asking family members and stuff and
then it becomes a headache because then.when my
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family members ask me to do something for them.I
don’t want to tell them no because.they pick my son
up from school.I tell them no then I’m going to have
to worry about how my son going to get out of school.’’

Additionally, participants (n = 9 IDI, n = 3 FGD) de-
scribed decreased stress with a positive home environ-
ment as well as healthy responsibility sharing with their
partner. One IDI participant said, ‘‘when you got some-
body to take half of that load it’s not that much stress on
you.’’ Participants also discussed that support need not
solely come from their partner, as healthy relationships
with family and friends can be just as beneficial. Another
IDI participant said, ‘‘It doesn’t have to be the daddy. Just
the slightest bit of support carries you a long way.’’

Familial stress was also identified as stress from NHB
female roles as caregivers within their family and unspo-
ken rules surrounding the matriarchal role in NHB fam-
ilies. An IDI participant explained, ‘‘a lot of African
American women typically are the matriarchs in their
family and so even if there is that support there, they’re
typically the head of the household and so most of the re-
sponsibility falls on them and even if you have a pending
pregnancy, that responsibility is not likely to waiver or de-
crease.’’ Participants described that a matriarchal family
structure places increased responsibility on NHB women
to be accountable for other family members and main-
tain stability for the family unit.

Furthermore, participants saw the pressure to lead
the household to be uniquely burdensome for Black
women. A FGD participant said, ‘‘That was my situa-
tion and also having to do everything in the household
you know, take care of everything and that’s stressful.
A lot of Black women, they don’t have some of the lux-
uries that other races have when it comes to being grown
up. You run everything so.’’

Participants’ narratives also described that responsi-
bility is regarded as a type of birthright and expecta-
tion. An IDI participant commented, ‘‘In the Black
community and the Black culture the main person
that keeps the family together is always a Black female
so that is a big stressor as far as finances, as far as getting
the house together, as far as you know anything else and
then you add any more to it like oh now I’m pregnant.
Who suffers? The baby suffers.’’

Community
The most commonly reported source of community
stress involved occupational stress (n = 8 IDI, n = 1
FGD) followed by societal expectations (n = 4 IDI,
n = 2 FGD).

Occupational. Participants recounted work-related
experiences that caused increased stress during their
pregnancy. This included, for example, supervi-
sors’ poor flexibility and lack of accommodations in
scheduling more breaks or decreasing time stand-
ing. Some participants (n = 3) also experienced diffi-
culties with getting time off to attend prenatal
appointments.

One IDI participant stated, ‘‘My decision was to give
up my job for the health of my child.because I felt like
any job that have to make you choose over your child,
the health of your child and you going to a doctor’s ap-
pointment that’ll probably be an hour or two out of the
day probably once a month is not really worth having.’’
In making the decision between work and the health of
both themselves and their child, participants also felt
an added financial stress.

One IDI participant recalled that her boss said, ‘‘you
know you might want to quit your job and everything
cause.in the beginning.I was so ill and sick.okay
I’m ready to quit because, but then.I know that I
can’t quit because I have children at home to take
care of you know I can’t just afford to miss that time.
I mean everything goes back to, I feel like everything
goes back to stress.’’ Thus, some women (n = 2) pushed
through their physical limitations and continued to
work due to financial strain. Another IDI participant
commented, ‘‘I can say it has something to do with,
you know, probably stress financially . It’s a lot, so I
think that contributes to the facts of some women, you
know, giving birth a little early.’’

Social expectations. Participants noted that NHB
women are critical members within their households
and the Black community and that the societal expec-
tations of those gender roles can cause stress. As
such, participants reflected on the expectation to be
strong and steadfast in the face of adversity and loss.
Subsequently, participants (n = 2) expressed that there
is little time to reflect or grieve about struggles when
others are relying on their strength and provisions.

An IDI participant explained, ‘‘A lot of stressors that
the Black community see is really not topic of conversa-
tion amongst us.It’s like you know it’s a stressor.It’s
like this is just what we go through as African American
women.I hate to say it but a lot of our older genera-
tions put a lot of pressure onto the younger female.to
be the head of the house instead of the man being the
head of the house.You know just like we were built
to be strong.’’ Participants communicated that stress
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is common and expected, but is not frequently dis-
cussed within their communities. This also applied to
processing pregnancy loss.

A FGD participant reflected, ‘‘I know when I lost my
son.my grandma.my great aunt.they came out
and they were like well you know I lost a baby. And I
never knew that. But you know, not knowing. Like I
really felt like I was like alone.it’s like a taboo to talk
about it and I don’t know why and I think that also
plays a factor you know as to why it keeps happening be-
cause they don’t want to talk, people aren’t talking about
it.’’ In this discussion on restricted communication
about stress and hardships, a FGD participant
remarked on the expectation to endure and move on
stating, ‘‘You supposed to you know, go through some-
thing and whatever don’t kill you make you stronger.’’

Finally, in addition to highlighting stress and the
specific sources of stress, participants also reported
that the stress becomes an ongoing cycle with a cumu-
lative effect. An IDI participant explained, ‘‘It tends to
like be a downward spiral of just I guess bad things
that go on.’’

Comment
We asked NHB patients who have lived experience with
PTB why they believe NHB patients experience more
PTB. Stress was the predominant response. Participants’
narratives on stress revealed that stress occurs at multi-
ple levels—at the individual, relational, and community
levels. Individual-level stressors, including wellness,
pregnancy preparation, and early age at conception; re-
lational included intimate partner relationships, and
lack of male involvement in pregnancy, childrearing,
and the household was an important underlying
theme of relational; and occupation and societal expec-
tations were community-level stressors described.

Stress as a potential etiology for the disproportionate
PTB rate in NHBs is biologically plausible.26 There are
biological changes in response to psychosocial stress,
including increased activation of the maternal hypo-
thalamic–pituitary–adrenal axis leading to a cascade
of hormonal changes and increased corticotropin-
releasing hormone (CRH).27 CRH increases prosta-
glandin production and prostaglandins initiate uterine
contractions.27,28 In addition to biological plausibility,
NHBs are disproportionately impacted by psychosocial
stress during pregnancy. In a large cohort study of over
33,000 pregnancies from 19 states, Black birthing indi-
viduals were more likely to report stress overall and
163% more likely to report partner-related stressors.29

Further literature suggests cumulative life stressors,
termed ‘‘weathering,’’ which are additive and resulting
in poorer health.30,31 Although stress is more prevalent
in NHBs, investigations examining the impact of psy-
chosocial stress on PTB are mixed and some investiga-
tors have concluded that the impact of stress on PTB is
modest.32 For example, the large cohort study that
documented increased stressors in NHBs only demon-
strated a modest link between the most severe trau-
matic stress, race, and PTB.29

The heterogeneity of findings linking race, stress,
and PTB may be due, in part, to the variety of measure-
ment instruments utilized when evaluating the rela-
tionship between psychosocial stress and PTB. In a
systematic review of 138 studies measuring psychoso-
cial stress and PTB, 85 different instruments were
used to measure psychosocial stress.32

Measurement tools included different domains of
stress ranging from anxious character traits, limited tan-
gible or emotional supports, and exposure to specific
stressful life events. Most studies evaluating stress and
PTB rely on a single measure with a narrow definition
of stress. Although our participants consistently pointed
to stress as an etiology of PTB, sources of stress varied
widely suggesting that studies evaluating one narrow as-
pect of stress may not have the sensitivity necessary to
demonstrate the link between stress and PTB.

In addition to limited studies demonstrating a link
between psychosocial stress and PTB, early attempts
to increase social support via professional (social worker,
nurse, midwife) or trained lay community workers did
not reduce PTB.33 Although earlier attempts to increase so-
cial support had limited success and shed doubt on the link
between stress and PTB, more recent interventions, includ-
ing doulas and group prenatal care (GPNC) are promising.
GPNC replaces traditional one-on-one provider visits with
a series of structured group meetings led by a medically
trained facilitator.34 The structured curriculum covers
medical topics often addressed in traditional care such as
weight gain, breastfeeding, and labor symptoms.

The GPNC curriculum also covers topics outside of
the scope of traditional prenatal care, including many
of the stressors identified in the current study. For ex-
ample, the GPNC curriculum includes in-depth discus-
sions about self-care, intimate partner and family
relationships, and building support systems.35 The
unique elements of GPNC have proven efficacious. In
a randomized trial comparing traditional one-on-one
prenatal visits with GPNC, the participants random-
ized to GPNC had a 33% lower PTB rate.34

Wheeler, et al.; Women’s Health Reports 2022, 3.1
http://online.liebertpub.com/doi/10.1089/whr.2021.0116

520



Among the subset of African American participants,
the PTB rate was reduced by over 40%.34 Similarly,
doula support also targets many of the sources of stress
that we identified in our analysis. Doulas are trained
birth support workers who provide one-on-one sup-
port during pregnancy, labor, and postpartum.36

Doula training includes strategies to provide physical,
emotional, partner, and family supports.36 In a large
study, including over 65,000 births from administrative
data sets, PTB was reduced by 22% among publicly in-
sured patients with doula care.37

Our findings, in conjunction with the large body of
research on PTB among NHBs and the potential role
of stress in contributing to the higher rate, point to ur-
gently needed policy-level change. In the current anal-
ysis and our previous work,22,24 NHBs consistently
point to employment and structural barriers that con-
tribute to disparities in PTB. Participants described
choosing between their employment and their health
during pregnancy. While there are some limited federal
and varied state-level protections against pregnancy-
related employment discrimination, benefits, including
insurance and paid leave are variable. Our findings add
to a growing conversation about dramatic policy-level
changes that are needed to achieve equitable health
outcomes in the United States.38,39

While we present novel data that document rarely
reported perspectives from NHB birthing individuals
who have experience with PTB, our findings must be
considered in light of some important limitations.
Since we collected data, the COVID 19 pandemic and
the national conversation surrounding race and racism
sparked by George Floyd’s murder have had a pro-
found impact on public perceptions about race and rac-
ism. It is unclear if the evolving national discourse
would have influenced participant’s responses.

Our findings may be limited by the relatively small
sample size in the FGDs leading to an alternate approach
with IDIs. However, our analysis revealed similar
themes with the two different data collection ap-
proaches. Ultimately, we present rich descriptions of
the potential etiologies for the disproportionate rate of
PTB from the perspective of NHB patients personally
impacted by PTB, which is lacking in the literature.

Conclusion
Uncovering NHB birthing individual’s perspectives
surrounding the etiology of the racial disparity in
PTB is a critical step to go beyond describing the dis-
parity to developing targeted interventions to eliminate

the disparity. Our participants made a strong statement
about what they need for their health and the health of
their families—that is, support. Our findings suggest
that interventions designed to alleviate psychosocial
stress may be uniquely impactful to address the persis-
tent PTB disparity affecting the Black community. Fur-
ther studies focused on interventions incorporating
proven strategies, such as GPNC and doulas to address
the social support needs identified by Black birthing in-
dividuals, are urgently needed.

Acknowledgment
The authors wish to acknowledge their participants
who shared their stories during this work.

Disclaimer
The content is solely the responsibility of the authors
and does not necessarily represent the official views
of the National Institutes of Health.

Author Disclosure Statement
No competing financial interests exist.

Funding Information
Dr. Wheeler is supported by the National Center for
Advancing Translational Sciences of the National Insti-
tutes of Health under Award Number 1KL2TR002554.

References
1. Committee on Practice Bulletins-Obstetrics TACoO, Gynecologists. Prac-

tice bulletin no. 130: prediction and prevention of preterm birth. Obstet
Gynecol 2012;120:964–973.

2. Beam AL, Fried I, Palmer N, et al. Estimates of healthcare spending for
preterm and low-birthweight infants in a commercially insured popula-
tion: 2008–2016. J Perinatol 2020;40:1091–1099.

3. Behrman RE, Butler AS, eds. Preterm birth: Causes, consequences, and
prevention. Washington, DC: National Academies Press, 2007. PMID:
20669423.

4. 2020 March of Dimes Report Card. 2021. Available at: https://www
.marchofdimes.org/mission/reportcard.aspx Accessed March 23, 2021.

5. 2019 March of Dimes Preterm Birth Report Card. 2020. Available at:
https://www.marchofdimes.org/mission/reportcard.aspx?gclid=
CjwKCAiA8Jf-BRB-EiwAWDtEGqFGHlaBdehe09TIKKrqeO6hvvs91YnuPxZ-
5QDKYjZ6uM-jq9_PpxoCmAwQAvD_BwE# Accessed November 30, 2020.

6. Cook BL, McGuire TG, Zaslavsky AM. Measuring racial/ethnic disparities in
health care: methods and practical issues. Health Serv Res.2012;47(3 Pt 2):
1232–1254.

7. Kistka ZA, Palomar L, Lee KA, et al. Racial disparity in the frequency of re-
currence of preterm birth. Am J Obstet Gynecol 2007;196:131 e131–e136.

8. Manuck TA, Lai Y, Meis PJ, et al. Progesterone receptor polymorphisms
and clinical response to 17-alpha-hydroxyprogesterone caproate.
Am J Obstet Gynecol 2011;205:135 e131–e139.

9. Wheeler S, Pryor K, Antczak B, Truong T, Murtha A, Seed P. The relation-
ship of cervical microbiota diversity with race and disparities in preterm
birth. J Neonatal Perinatal Med 2018;11:305–310.

10. Hogue CJ, Menon R, Dunlop AL, Kramer MR. Racial disparities in preterm
birth rates and short inter-pregnancy interval: an overview. Acta Obstet
Gynecol Scand 2011;90:1317–1324.

11. Krieger N, Van Wye G, Huynh M, et al. Structural Racism, Historical Red-
lining, and Risk of Preterm Birth in New York City, 2013-2017. Am J Public
Health. 2020;110:1046–1053.

Wheeler, et al.; Women’s Health Reports 2022, 3.1
http://online.liebertpub.com/doi/10.1089/whr.2021.0116

521

https://www.marchofdimes.org/mission/reportcard.aspx
https://www.marchofdimes.org/mission/reportcard.aspx
https://www.marchofdimes.org/mission/reportcard.aspx?gclid=CjwKCAiA8Jf-BRB-EiwAWDtEGqFGHlaBdehe09TIKKrqeO6hvvs91YnuPxZ-5QDKYjZ6uM-jq9_PpxoCmAwQAvD_BwE#
https://www.marchofdimes.org/mission/reportcard.aspx?gclid=CjwKCAiA8Jf-BRB-EiwAWDtEGqFGHlaBdehe09TIKKrqeO6hvvs91YnuPxZ-5QDKYjZ6uM-jq9_PpxoCmAwQAvD_BwE#
https://www.marchofdimes.org/mission/reportcard.aspx?gclid=CjwKCAiA8Jf-BRB-EiwAWDtEGqFGHlaBdehe09TIKKrqeO6hvvs91YnuPxZ-5QDKYjZ6uM-jq9_PpxoCmAwQAvD_BwE#


12. Padula AM, Yang W, Lurmann FW, Balmes J, Hammond SK, Shaw GM.
Prenatal exposure to air pollution, maternal diabetes and preterm birth.
Environ Res. 2019;170:160–167.

13. Engelhardt KA, Hisle-Gorman E, Gorman GH, Dobson NR. Lower preterm
birth rates but persistent racial disparities in an open-access health care
system. Mil Med. 2018;183:e570–e575.

14. Van Ryn M. Avoiding unintended bias: Strategies for providing more
equitable health care. Minn Med 2016;99:40–43, 46.

15. Cooper LA, Roter DL, Carson KA, et al. The associations of clinicians’ im-
plicit attitudes about race with medical visit communication and patient
ratings of interpersonal care. Am J Public Health 2012;102:979–987.

16. Johnson JD, Green CA, Vladutiu CJ, Manuck TA. Racial disparities in pre-
maturity persist among women of high socioeconomic status.
Am J Obstet Gynecol MFM 2020;2:100104.

17. Racism and Health. American Public Health Association. 2021. Available
at: https://www.apha.org/topics-and-issues/health-equity/racism-and-
health#:~:text=%22Racism%20is%20a%20system%20of,of%20the%
20whole%20society%20through Accessed February 2, 2022.

18. Davis Dn-A. Reproductive injustice: racism, pregnancy, and premature
birth. New York: New York University Press, 2019.

19. Dominguez TP, Dunkel-Schetter C, Glynn LM, Hobel C, Sandman CA.
Racial differences in birth outcomes: the role of general, pregnancy, and
racism stress. Health Psychol 2008;27:194–203.

20. Phelan JC, Link BG. Is racism a fundamental cause of inequalities in
health? Annu Rev Sociol. 2015;41:311–330.

21. Aliance BMM. The Black Paper. 2018. Available at: https://blackmamasmatter
.org/wp-content/uploads/2018/04/BMMA_BlackPaper_April-2018.pdf
Accessed March 11, 2022.

22. Wheeler SM, Massengale KEC, Blanchard KP, et al. Improving uptake and
adherence to 17-hydroxyprogesterone caproate in non-Hispanic Black
women: A mixed methods study of potential interventions from the pa-
tient perspective. Biores Open Access 2019;8:155–161.

23. Guest G, MacQueen KM, Namey EE. Applied thematic analysis. Los
Angeles: Sage Publications, 2012.

24. Wheeler SM, Massengale KEC, Adewumi K, et al. Pregnancy vs. paycheck: A
qualitative study of patient’s experience with employment during preg-
nancy at high risk for preterm birth. BMC Pregnancy Childbirth 2020;20:565.

25. Seale C. Qualitative research practice. London; Thousand Oaks, Calif.:
SAGE, 2004.

26. Majzoub JA, McGregor JA, Lockwood CJ, Smith R, Taggart MS, Schulkin
J. A central theory of preterm and term labor: putative role for corticotropin-
releasing hormone. Am J Obstet Gynecol. 1999;180(1 Pt 3):S232–S241.

27. Gibb W. The role of prostaglandins in human parturition. Ann Med 1998;
30:235–241.

28. Guendelman S, Kosa JL, Pearl M, Graham S, Kharrazi M. Exploring the re-
lationship of second-trimester corticotropin releasing hormone, chronic
stress and preterm delivery. J Matern Fetal Neonatal Med 2008;21:788–795.

29. Lu MC, Chen B. Racial and ethnic disparities in preterm birth: the role of
stressful life events. Am J Obstet Gynecol. 2004;191:691–699.

30. Geronimus AT. Black/white differences in the relationship of maternal age
to birthweight: a population-based test of the weathering hypothesis.
Soc Sci Med 1996;42:589–597.

31. Geronimus AT. The weathering hypothesis and the health of African-
American women and infants: evidence and speculations. Ethn Dis. 1992;
2:207–221.

32. Chen MJ, Grobman WA, Gollan JK, Borders AE. The use of psychosocial
stress scales in preterm birth research. Am J Obstet Gynecol 2011;205:
402–434.

33. Hodnett ED, Fredericks S. Support during pregnancy for women at in-
creased risk of low birthweight babies. Cochrane Database Syst Rev 2003:
CD000198.

34. Ickovics JR, Kershaw TS, Westdahl C, et al. Group prenatal care and peri-
natal outcomes: a randomized controlled trial. Obstet Gynecol 2007;
110(2 Pt 1):330–339.

35. Cunningham SD, Lewis JB, Thomas JL, Grilo SA, Ickovics JR. Expect With
Me: development and evaluation design for an innovative model of
group prenatal care to improve perinatal outcomes. BMC Pregnancy
Childbirth. 2017;17:147.

36. Bonham VL, Green ED, Perez-Stable EJ. Examining how race, ethnicity,
and ancestry data are used in biomedical research. JAMA. 2018;320:1533–
1534.

37. Kozhimannil KB, Hardeman RR, Alarid-Escudero F, Vogelsang CA, Blauer-
Peterson C, Howell EA. Modeling the cost-effectiveness of doula care
associated with reductions in preterm birth and cesarean delivery. Birth
2016;43:20–27.

38. Health systems: Equity. 2021. World Health Organization. Available at:
https://www.who.int/healthsystems/topics/equity/en Accessed February
3, 2022.

39. Wheeler SM, Bryant AS. Racial and ethnic disparities in health and health
care. Obstet Gynecol Clin North Am 2017;44:1–11.

Cite this article as: Wheeler SM, Ramey-Collier K, Massengale KEC,
Adewumi K, Fitzgerald TA, Swezey T, Swamy GK, and Corneli A (2022)
A qualitative study documenting Black birthing individuals’ perspec-
tives on the disproportionate rate of preterm birth in the Black
community, Women’s Health Report 3:1, 515–522, DOI: 10.1089/
whr.2021.0116.

Abbreviations Used
17-P ¼ 17-hydroxyprogesterone caproate
CRH ¼ corticotropin-releasing hormone

FGDs ¼ focus group discussions
GPNC ¼ group prenatal care

HPA ¼ hypothalamic–pituitary–adrenal
IDIs ¼ in-depth interviews

NHB ¼ non-Hispanic Blacks
NHW ¼ non-Hispanic White

PTB ¼ preterm birth
SD ¼ standard deviation
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