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Abstract

Purpose: The maternal mortality ratio for the United States (US) has consistently risen over recent decades. This
mortality is especially pronounced within minority populations who experience a maternal mortality and mor-
bidity rate that are much higher than their non-Hispanic white counterparts. Qualitative data are critical in gain-
ing true insight from minority pregnant and postpartum persons. Such data should serve as the basis for building
interventions and programs that seek to eradicate perinatal inequities. This review examines the qualitative lit-
erature on racial and ethnic minority pregnant patients with low income and their experiences during perinatal
care (PNC) to identify recurrent themes that can be addressed through targeted interventions.

Methods: PubMed, CINAHL, and Web of Science databases were searched for qualitative studies on racial and
ethnic minority pregnant patients with low income and their experiences during PNC. Twenty-two articles
were included for analysis. Thematic synthesis was performed to identify categories and recurring themes in
each article.

Results: Five major categories were identified as consistent experiences of pregnant patients with PNC clinicians:
support, education, connection, communication, and trust. Of these, clinician support was the most consistently
coded category. Eighteen of the 23 articles discussed tangible support patients had received from their clinicians,
such as care coordination and referrals to support services. The second most coded category was education,
which was represented in 16 articles. Education was mostly represented negatively as lack of adequate perinatal
care education given during the perinatal period. Finally, the categories of connection, communication, and trust
were represented by 18, 17, and 17 articles, respectively.

Conclusions: These qualitative studies provided specific examples of what racial and ethnic minority pregnant
patients with low income deemed positive and negative during the perinatal period and outline ways that these
experiences can be improved. Future studies can take the experiences reported in this review to help inform
interventions to improve patient experiences and health outcomes that minority persons face in the perinatal
period.
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Introduction

Over the past 20 years, worldwide efforts to improve
conditions for pregnant patients have reduced the global
maternal mortality ratio (MMR) by 38%." This reduc-
tion in mortality is unfortunately not reflected in the
United States (US). With an MMR of 19 deaths per
100,000 live births in 2017, the U.S. rate was twice as
high as high-income countries like Canada (MMR=10)
and the United Kingdom (MMR=7)."! In fact, the
MMR in the United States has increased since 1987,
when the rate was 7.2.>°

Racial breakdown of maternal mortality rates is
alarming. According to the Centers for Disease Con-
trol and Prevention, individuals categorized as non-
Hispanic black (NHB) are over 2.5 times more likely
to experience a pregnancy-related death than individ-
uals described as non-Hispanic white (NHW).? In ad-
dition, Hispanic women experience severe maternal
morbidity at a rate of more than two times their non-
Hispanic white counterparts.* Nonbiological factors
such as socioeconomic status, social factors, and racism
have been shown by the literature to impact a person’s
health.””® While the literature has shown certain biolog-
ical causes of maternal mortality,™ data highlighting the
social, economic, and structural factors that impact these
biological causes of maternal mortality and morbidity
are starting to emerge.'>""

The maternity care model, which depicts the socio-
cultural environment as impacting the outcomes of
the maternal-child dyad throughout pregnancy, birth,
and postpartum, is a conceptual framework that guides
this article.'? Structural inequities and biases, such as
sexism, racism, and classism, shape U.S. culture and in-
tersect with all levels of the model. These structural eq-
uities are born out in everyday problems that minority
pregnant patients must overcome, such as lack of access
to affordable and safe housing, transportation, safe and
well-paying job opportunities, quality and affordable
health care, and more.'? These inequities are also tied
to mistrust in the system from the decades of forced ex-
perimentation and abuse of minorities in medicine,'>"*
including obstetrician and gynecologist, Dr. Marion
Sims, who conducted extensive unanesthetized experi-
mentation on enslaved black women." Collective life
experiences and distrust from decades of maltreatment
from the medical system, especially in obstetrics and gy-
necologic care, foster hesitance to seek health care dur-
ing pregnancy and the postpartum period. In addition,
experiencing these inequities throughout a person’s life,
and especially during pregnancy, can contribute to the
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concept of “weathering,” which produces physiologic
detriments due to the racism and discrimination of ra-
cial and ethnic minorities who are also low-income.'®

Minority pregnant patients, especially those who are
low-income and publicly insured, need access to im-
proved, tailored approaches to perinatal care (PNC)
that mitigate these social and structural barriers,
which drive much of the underlying causes of maternal
mortality and morbidity. Setting a new standard of how
clinicians approach care is necessary to improve preg-
nancy outcomes. Current interventions that aim to im-
prove experiences for minority patients receiving PNC
are a good start to address the inequities, but must be
improved upon to reduce the disparity in mortality
and morbidity."” A review of minority pregnant pa-
tients” experiences during PNC is necessary to best in-
form an intervention that improves PNC for this
population. While previous reviews have focused on
the PNC experience of all pregnant patients, or on
the quantitative-based studies of NHB pregnant pa-
tients’ PNC, we aim to complete a review that high-
lights the qualitative, narrative-based literature to
capture a more in-depth perspective of racial and eth-
nic minority pregnant patients, with low-income expe-
riences, with their PNC clinicians.'®"

The objectives of this scoping review are twofold.
First, we aim to investigate qualitative literature describ-
ing the experiences of racial and ethnic minority preg-
nant patients with low income, with PNC clinicians in
the United States, focusing on NHB patients. Second,
we aim to use this qualitative literature to highlight cat-
egories of recurring themes to identify ways that the
PNC experience can be improved for racial and ethnic
minority pregnant patients with low income.

Methods

The methodology for this scoping review followed the
guidelines set by Askey and O’Malley.”® We designed
the research question, “What are the experiences of ra-
cial and ethnic minority pregnant patients with low in-
come with healthcare clinicians and staff during PNC?”
and subsequent search strategy using the SPIDER tool.
The SPIDER tool, or sample, phenomenon of interest,
design, evaluation, and research type, was used to cap-
ture qualitative and mixed methods articles.”!

The databases used for this review were PubMed,
CINAHL, and Web of Science. Search terms were se-
lected to generate an overview of minority patients’ ex-
periences with clinicians during PNC (Table 1). While
we recognize that minority experiences may be varied
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Table 1. Search String for Each Database for Racial
and Ethnic Minority Pregnant Patients with Low-Income
Experiences of Perinatal Care

Database Search string

PUBMED (((minority OR “african American” OR black OR latina OR
hispanic OR “person of color” OR “native American” OR
indigenous) (woman OR women OR female))) AND
(("Prenatal care standards”[MeSH] OR perinatal OR
prenatal OR postpartum OR maternal) AND
(pregnancy[MeSH]) AND ((view*[tiab] OR attitude*[tiab]
OR experience*[tiab] OR opinion*[tiab] OR
perspective*[tiab] OR perception*[tiab]) OR
(barrier*[tiab] OR facilitator*[tiab])) AND
(poverty[MeSH] OR “urban population”[MeSH] OR “low
income” OR “inner city” OR medicaid)

(minority OR “african American” OR latina OR hispanic OR
“person of color” OR “native american” OR indigenous)
AND (woman OR women OR female) AND (perinatal OR
prenatal OR postpartum OR maternal) AND (pregnant
OR pregnancy) AND ((view OR attitude OR experience
OR opinion OR perspective) OR (barrier OR facilitator))
AND (poverty OR “urban population” OR “low income”
OR “inner city” OR medicaid)

(minority OR “african American” OR latina OR hispanic OR
“person of color” OR “native american” OR indigenous)
AND (woman OR women OR female) AND (perinatal OR
prenatal OR postpartum OR maternal) AND (pregnant
OR pregnancy) AND ((view OR attitude OR experience
OR opinion OR perspective) OR (barrier OR facilitator))
AND (poverty OR “urban population” OR “low income”
OR “inner city” OR medicaid)

WEB OF
SCIENCE

CINAHL

Table of search string used for each database, PubMed, Web of Sci-
ence, and CINAHL, for low-income minority pregnant patients’ experi-
ences with perinatal care providers.

depending on each race or ethnicity, we aimed to cap-
ture all the articles that depicted qualitative experiences
of racial and ethnic minority patients who are low in-
come with the worst perinatal outcomes. Minority was
defined as black, Hispanic, Native American, or other
racial or ethnic persons who self-identified as being a
minority. As such, the search terms represented in
Table 1 aimed to reflect our goals. The databases were
searched on March 20, 2020, by three authors (D.W.,
C.C.A, and C.W.) and repeated again on August 19,
2020 to check for any additional article that matched
the search criteria. The search was cross-checked to en-
sure it could be repeated.

Search results from the three databases yielded 1008
initial results. All citations were imported into the End-
note software to remove duplicates. Once duplicates
were removed, 752 articles remained. Articles were
then further sorted by title and abstract according
to the following eligibility criteria:

(1) Narratives of racial and ethnic minority pregnant
patients with low income experiences with PNC
clinicians
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(2) Studies took place in the United States and are in
English

(3) Published from 1990 to present

(4) Studies that utilized an open-ended qualitative
methodology (i.e., focus groups, interviews, etc.)

After sorting by title and abstract, 221 articles were
identified for full text review and were organized in
Microsoft Excel. Data abstracted from the full-text ar-
ticles included the following: journal, location, study
design, study objectives, conceptual framework, sam-
ple size, population demographics, study instrument
used, PNC uptake facilitators and barriers, study re-
sults, study recommendations, and study limitations.
Disagreements were resolved by discussion with the
study team. After a full text review, 37 articles satis-
fied all the inclusion. Articles were then further sorted
for quality and relevance by purposeful sampling.
The acronym CART (completeness, accuracy, rele-
vance, and timeliness) was used to evaluate the 40 ar-
ticles, and finally, 23 articles were included for analysis
(Table 2 and Fig. 1).%

Thematic synthesis was conducted through line-
by-line coding with ATLAS.ti research software. This
allowed for a systematic and critical analysis of the di-
verse sources, while minimizing inaccuracy and bias.*®
All codes were inductively developed during an initial
and secondary reading of the articles. Coding was then
reviewed by a second author to ensure agreement.
Next, codes were examined to develop groupings and un-
cover themes. Codes with three or more quotes linked
were included.

This review involved publicly available literature and
de-identified patient information. As such, Institu-
tional Review Board approval and informed consent
were not necessary.

Results

Of the 23 final articles, 22 studies were purely qualita-
tive, and one was mixed methods. All included the peri-
natal experiences of minority pregnant patients with
clinicians or health care staff. Findings from 23 studies
were synthesized into five analytical categories, which
represent an interpretative analysis of various expe-
riences in PNC. Five major categories emerged: support,
education, communication, connection, and trust (Fig. 2
and Table 3). These categories are discussed in terms
of what pregnant patients narrated during PNC, obser-
vations, reactions, and preferences relating to each
theme.
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Articles Articles Articles identified

identified identified through Web of
through PubMed through CINAHL Science

(n=390) (n=302) (n=316)

Y

Articles identified through
database searches
(n=1008)

Y

h 4

Articles screened by title
and abstract
(n=752)

Duplicates excluded
(n=256)

Articles excluded on basis

A

> of title and abstract
(n=531)

Full text articles assessed
for eligibility
(n=221)

Articles excluded

(n=184)

h,

> Articles that did

Articles included in review
(n=23)

not undergo full
analysis

FIG. 1. Flowchart of PRIMSA Diagram. PRIMSA 2009 flowchart showing search results through August 19, 2020,
and the sequential study selection process. CINAHL, Cumulative Index to Nursing and Allied Health Care.

(n=15)

Categories with Recurring Themes

Support

Eighteen of the 23 articles described pregnant patients’
perceptions of having supportive staff members while re-
ceiving care.”*™*! The category of supportive staff included
perceived adequacy of support from clinicians. Subthemes
of adequacy of supportive staft included the following:
empowering patients, reassuring patients, clinicians care
coordination, and suggested improvements. Furthermore,
support was the most coded category, suggesting the im-
portance of support in the PNC experience.

Adequate clinician support. Fifteen articles discussed
adequate support from clinicians and staff **>>346373%-41
Supportive staff generally provided both emotional
support and tangible perinatal resources. Nine articles
discussed clinicians being supportive by empowering
patients to engage in self-care and self-education dur-
ing pregnancy.***%2%2%323>-38 patients wanted to engage
actively and participate in their care and appreciated cli-
nicians who gave them ownership over their care. Many
articles described patients expressing that they felt they
would get the most benefit out of a patient-provider
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Support Education Communication Connection Trust
Provider Support Adequate Education Las\ening Care Personalization Conﬁden:raliw
* Patient empowerment *Educational medisms * Prowiders who latens simpersonal Care *Patient tnat
Advocating for patients = Educational impuct «Provider who doein't listen ePericrulived care = Patiant lack of tngt
= Care cocedination *Coercion # Cuhturally appropriate care
Lack of Support Lack of Adequate Education Provider Reponses Provider Relationships Provider Recommendations.
simprovements simprevesmeats *Heltul peipanie *Pusitive connecrisn o Paziens disrigarding ugpeitions
*Unhelpful responses. *Lack of connection *Patient lstening to
Reigeetll provider Taking thwir time recommendations
*Rushing *Patient rot seeking care
Empathy Type of Providers
* Emputhetic provider *Contisity of care
Caring Providers Discrimination ek s mremthy =Ehousing provioms
Uncaring Providers Language Barriers
FIG. 2. Thematic Synthesis Coding Tree for Low-Income, Minority Patients’ Experiences with Perinatal Care.
Thematic categories, themes, and subthemes of low-income, minority patients’ experiences with perinatal care.
The five main categories seen in the literature were that of education, support, communication, connection,
and trust.
\ J

interaction if the provider empowered them and gave
them autonomy by presenting a complete and holistic
picture of their current health status.”**®*> Eight ar-
ticles discussed clinicians showing support by reas-
suring patients, including notifying the patients
about the status of their baby’s health >®073%37:4!

Three articles discussed how patients sought encour-
agement from clinicians.***>*®  Supportive teams
helped patients overcome fears, while providing a sup-
portive environment for pregnant patients to feel at
ease and ask questions.’® One prevalent example of
support was actually represented by groups that are
considered non-clinicians, who helped patients during
their PNC. In the article by Gentry et al., doulas were
said to offer extensive support, often with patients rely-
ing on them to get through their pregnancies. Undocu-
mented immigrant patients in this study described
doulas offering help to them by finding resources, pro-
viding transportation for visits, and advocating for the
patients’ birth decisions.”’

Lack of clinical care team support. Seven articles dis-
cussed lack of clinician support.***®?%3+363741 Of the
seven articles, two cited that pregnant patients felt cli-
nicians rushed during their prenatal care visits.**>*

Another two articles discussed that patients often felt
they did not receive consistent support from clinicians
and felt lost throughout their pregnancies.”>*® Other
concerns were that clinicians did not adequately ad-
dress pregnancy complications®® and did not inform
patients of outside services.® Clinicians’ inflexibility
to help patients change their appointment times was
also cited.”” Two of the seven articles mentioned im-
provements for lack of support during PNC.’**
These noted that clinicians should refer patients to ad-
ditional community resources, especially for those pa-
tients experiencing homelessness”> and IPV during
pregnancies.

Education

The category of education was discussed in 16 of the 23
studies reviewed and had one of the most coded find-
ings 2472820-31,34.36-40.4243 The theme of education was
“adequacy.” Subthemes included the following: ade-
quate and lack of adequate education, different educa-
tional mediums, and improvements for education.

Receiving adequate education from clinicians. Eleven
articles reported the subtheme of adequate education
during their PNC2>*2>27:28:30:31,3436.37.39.40 g4y cation
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Table 3. lllustrative Quotes of Racial and Ethnic Minority Pregnant Patients with Low-Income Experiences of Perinatal Care

Themes

Support
Provider support

Lack of support
Caring providers

Uncaring providers

Education
Adequate education

Lack of adequate
education

Communication
Listening

Provider responses
Discrimination

Language barriers

Connection
Care personalization

Provider relationships

Empathy

Trust
Confidentiality

Provider
recommendations

Type of providers

“I think good prenatal care is like when | would miss they would call me,...ask me if | was ok and tell me how important
my visits are...they want to make sure the baby is ok.”>*

“Because then | come in looking and asking, and you [the provider] shoot me down and make me feel like | didn't get
nothing out of you"*’

After suffering infant loss: “The people in the hospital were all very generous and helpful. They were very sympathetic. They
expressed their condolences and everything. So that's another part that helped"®

“What's the3foint of going? She [provider] don't care...she don't have to care either, (laughing) but it'd be nice to
pretend”

“I had nurse-midwives...every single appointment she would just come and sit with me. Any question | had to ask her
she would just sit there and answer all of my questions.”*°

“I don't know what you all are saying. | mean, I'm like | don’t know what you all are talking about (patient with fibroid
tumors). | don’t know what you all are saying”’

When discussing nurses: “Their experience, the way they connected to us, they didn’t just hear us, they listened to us. They
took it upon themselves to take it a step further when we needed that extra...We were human”>?

“| asked the doctor about back pains, and he laughed and said, You're pregnant! | was offended.”?

“I don't really speak the language, so | just keep quiet, but it really bothers me because sometimes you go with an
emergency or a pain or something and they are really angry. They aren't nice in some clinics. It's awful because | feel
personally discriminated against because if someone goes in with an emergency with pain and they have an angry
face when they are with you...You know | understand a little, and they are laughing and talking, and | know because
they say, “Spanish” and | ask why are they like that?"?

“I'm worried about the day | go into labor, will there be an interpreter there for me? Or should | look for someone who
will translate for me so | don’t have to fight for it, or how should | do it honestly that really makes me anxious"®

“She just came in and it's like she is so used to it and you are just another pregnancy, so she doesn’t see you for an
individual. She just does her think and leaves™’

“I can pretty much tell her any issue that I'm having or any questions that | have and | mean, she’s totally-l mean, it's like
I'm talking more to a friend who knows about it, than a doctor who tells you what you should feel and all this other
stuff, they explain everything to you when you're like, ‘Why is this doing this? I've never heard of that? They'll explain it
to you. It talks a lot of the stress away.”?®

“Just letting them know it's normal, it'’s natural and you're going to have some feelings of doubt or some feelings that
you may not be comfortable with. It takes a while for people to really accept the fact that they are actually pregnant
and for it to become real to them. And | think that them knowing that their feelings may not be abnormal.”*!

“Doctors always say its going to be kept confidential. Then they compare to other doctors and stuff like that. It gets on
my nerves sometimes when another doctor comes and asks about something that he shouldn’t even know about.
| guess you can trust them one time, but when they do you wrong you never trust again. | mean you gonna have to
take chances”'

On discontinuing medications recommended: “And | said, “Well why are you giving it to me?” And she [the provider] said,
“So you can go to sleep.” She said “If you're asleep, you ain’t depressed.” | Said, “I've got children, | can’t sleep all day how
can | take care of my children when I'm sleeping?” So | stopped taking the medication”

“Student doctors came in and out of the room all the time, disturbing me and waking me up. They practice on you like
you're a guinea pig"*®

Quotations of the different categories and subcategories represented in this review article on minority pregnant patients’ experiences with peri-

natal care.

was deemed adequate when patients felt that they re-
ceived enough information throughout their PNC to
feel comfortable or confident with their pregnancy, de-
livery, or postpartum self-care and infant care. Of the
11 articles, four discussed receiving adequate profes-
sional guidance on perinatal techniques and/or health
conditions.”**>*”?® Gentry et al. reported that younger
patients who felt frustrated about not knowing what to
do with their babies expressed that their doulas were
crucial in modeling how to have maternal-infant bond-
ing and productive ways of soothing comforting new-
borns.”’ Two of the 11 articles discussed other examples

of receiving adequate education in the context of postpar-
tum care, such as birth control counseling after birth.?”*

Varying media to deliver education were also iden-
tified.>*#*%*12%%% Written pamphlets, for example,
were deemed helpful as supplemental information dur-
ing a study by Issel.>° In addition, an article by Brown
et al., which was not included for thematic analysis, dis-
cussed the usage of cell phone and text messages to de-
liver pertinent health information.** Finally, education
was perceived as adequate when women were given
sufficient opportunity to ask questions and clinicians
gave detailed responses.”®>”*
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Lack of adequate education from clinicians. Eight ar-
ticles reported the subtheme of inadequate PNC educa-
tion,>#20283436374043 Edycation was “inadequate” when
patients felt they did not receive enough information
throughout the various stages of pregnancy, especially
postpartum. The lack of knowledge was often associated
with feeling unprepared and frustrated. Of the eight arti-
cles, five discussed how patients wish they received more
training to feel more comfortable with their pregnan-
cies. 2426283637 pop example, in the article by Cricco-
Lizza, many patients expressed lack of satisfaction in
breastfeeding education where patients left the hospital
feeling uncomfortable and unprepared.”* In addition,
study participants noted that they had never received
information about infant feeding from any of their pro-
viders at any point during pregnancy and postpartum.**
Three studies discussed difficulties with inadequate
education and clinicians lacking time to educate pa-
tients during perinatal visits.”****” Questions were
often not answered, and patients felt they left the
visit with little to no information.’” Time constraints
during medical visits sometimes led to clinicians giv-
ing medical explanations that were brief, and too dif-
ficult to understand. A study by Oza-Frank et al.
expressed the notion that pregnant patients with ges-
tational diabetes (GDM) would have changed their
care seeking habits, such as going to follow-up ap-
pointments, if they had received more education
about the risks of GDM.?® In addition, the study by
Fitzgerald et al. discussed how low-income Hispanic
patients sometimes felt they could not speak up dur-
ing visits due to not speaking English, which left
many feeling as though they did not receive adequate
care.”® Finally, two articles discussed lack of proper
education and some educational techniques as harm-
ful.?®*° For example, in the article by Wadsworth
et al., patients reported clinicians and staff should
be more cautious of how intimate partner violence
(IPV) is addressed, as pregnant patients may suffer
consequences from an abusive partner if a patient
brought home information such as pamphlets regard-
ing IPV.* Finally, five articles suggested methods for
improvements such as tailoring care plans and ap-
pointment times to reflect the needs of patients, and
using more technology resources to communicate
with patients through different mediums.**>®>%

Communication

Seventeen of the 23 articles discussed communication
. 24,26,28,29,32-40,42,43,45,4 .

in PN 2426:28:29,32-4042,43.4546 Th o yeg of communica-
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tion included clinicians listening and not listening to
patients, disregarding health concerns, coercion, help-
tul clinician’s responses, respecting patients, discrimi-
nation and racism, and language barriers.

Listening. Fourteen articles discussed the topic of
how well clinicians listened to their patients during
PNC 2#2829-32735,37-40.42.43.45 Of these, two described
the “ideal” listener as someone who did not judge,
was warm and empathetic, and had excellent listening
skills.>*** Pregnant patients also valued clinicians who
considered their opinions,29 took their time,**> and
made sure patients left the visits with good explana-
tions and confidence about their pregnancy.*’

In addition, seven of the 14 articles discussed pa-
tients feeling their clinicians did not listen to
them >*?33%37:384043 1y these articles, pregnant pa-
tients often felt uncared for and rushed,** repeated
themselves continuously as if no one was listening,””
and felt less than satisfied with clinician’s listening
skills.*® Other examples included patients’ dissatisfac-
tion with changing physicians due to multiphysician
practices, which in some cases lead to discontinuing
of service altogether.”**’

Seven of the 14 articles discussed clinicians disregard of
patient concerns.”****>?”* These included patients feel-
ing dismissed during encounters and discouraged from
asking clinicians questions.”®*”*>* The article by Abrams
et al. mentioned one patient who told her clinician about
severe postpartum depression and suicidal ideations was
dismissed and told to return in 6 weeks.*” Finally, in
the article by Yee and Simon, patients tried to be heard
by coercive and overbearing clinicians that they failed
to appreciate their reproductive health choices.*

Ten of the 17 arti-
24,28,29,

Clinician responses to patients.
cles discussed clinician’s responses to patients.
33:34.3740424345 O these, seven described clinician re-
sponses as unhelpful *#>****74%4343 These were often
associated with patient’s attempts to seek help and clini-
cians not fully answering questions or outrightly dis-
missing questions.”****>*** Three articles discussed
clinician responses as being helpful.*®>**** These in-
cluded clinicians giving practical advice and patients
feeling like they had necessary recommendations
made in their care.***>** Four articles discussed clini-
cians being respectful ******* Two of these four arti-
cles stressed that respectful and dignified treatment by
health care professionals seemed more critical than lo-
gistical factors.’>*
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Discrimination and racism. Seven of the 17 articles
touched on discrimination and/or racism,**>*3¢37-40:43:46
Perceived racism and discrimination practices included
tracking by ethnicity, lack of bilingual staff, cultural in-
competence, and getting talked down to or mistreated
because of age, socioeconomic status, or race. Most of
the articles that discussed discrimination were about dis-
crimination due to income level, and not necessarily race.
Socioeconomic status was often reflected in clinicians
being judgmental or patients perceiving they received
different treatment because of having Medicaid in-
surance.’”***® Only three articles directly discussed
women feeling like they were being treated differ-
ently, or worse, because of their race.”®*>*°

Language barriers. Two articles discussed language
barriers.”**’ These included worrying and fighting to
get an interpreter during care. Patients worried about
their medical care when they did not speak English,
and they worried about being judged or misunderstood
because they were foreigners. These patients empha-
sized the need for culturally appropriate services.”**’

Connection

Eighteen of the 23 articles discussed connection in
PNC‘24—26,28,29,31—34,36—41,43,45,47 Components Of con-
nection included care personalization, clinician rela-
tionship, and empathy.

Care personalization. Eight of the 18 articles discussed
impersonal care®*?%2%3236374043 Thege included pa-
tients distrusting the impersonal or insensitive care
from clinicians who treated them coldly or in an un-
friendly manner.** Patients also preferred attentiveness
and availability in PNC encounters and were dissatisfied
with physicians who were absent from clinic visits or
offered impersonal counseling.*>** Three of the eight
articles discussed personalized care that was culturally
appropriate, where clinicians used less medical jargon
and allowed for more comprehendible and reciprocal
dialog. 242836

Clinician relationship. Fourteen of the 18 articles dis-
cussed relationships with clinicians.>*2¢-282%21-3437-
4145 Of these, seven mentioned positive clinician con-
nections.?®?*?132383%4% o articles discussed a desire
to connect with clinicians through repeated clinical visits
with the same team. These positive and long-term rela-
tionships were often vital to success.’>*> Pregnant patients
also preferred clinicians who remembered their faces and
tried to form bonds with them as patients.*>">*
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Eight of the 18 articles discussed the lack of connec-
tion during PNC.?®2%31:33:38:40.4145 Thege included pa-
tients feeling as though the clinician was not trying to
get to know them, wanting more culturally appropriate
services, or not feeling that they could relate to clini-
cians.***"*>* Patients wanted to feel connected and
special, but were unable to because of the lack of con-
nection with their clinical care providers.”® The article
by Wilkinson and Gonzalez-Calvo also discussed pa-
tients’ feelings of being misunderstood and judged for
prior life decisions such as substance abuse.*!

Clinicians who take their time. Six of the 18 articles
discussed clinicians taking their time with pa-
tients.**?%2?23440 This included clinicians answering
questions thoroughly and spending enough time with
the patient.***® Three articles discussed clinicians
rushing during encounters.”>*>?” Pregnant patients
disliked having to wait and then be hurried through a
quick examination, and expressed overall dissatisfac-
tion with their care.””

Empathy. Eight of the 18 articles discussed empa-
thy, 2531323794347 Empathetic clinicians were those
who understood concerns, helped with fears and uncer-
tainty, and were helpful and generous.*****"** Two of
the eight articles discussed lack of empathy as not consid-
ering personal barriers, blaming patients for things they
had no control over, and making uncomfortable situa-
tions more difficult.’”** Finally, three articles discussed
the need for improving empathy in PNC.*>*>* This in-
cluded clinicians needing to be more understanding and
patient when patients disclose such personal issues as
abuse and IPV.*

Trust

Seventeen of the 23 articles discussed trust.
33,36-38,4042,434547 Tryst was further broken down into
the themes of concerns about confidentiality, trust in cli-
nicians’ recommendations, and types of clinicians who
impact level of trust.

24-26,28-31,

Confidentiality. The theme of confidentiality was dis-
cussed in six articles.”*?"**?%*7*7 Lack of trust in the
ability of clinicians to maintain confidentiality was
expressed in three of the six articles.’’”>*” This was
noted by Jesse et al., where patients suffering from de-
pression felt that clinicians breaking confidentiality
and sharing the patients’ personal information was a
major barrier in their willingness to seek the care.”'
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In addition, patients also expressed fear that disclosing
information and seeking help would result in clinicians
judging them as incompetent and unable to care for
their child.***” In the article by Roman et al., examples
were given of patients who did not enroll in social sup-
port programs to not come across as if they could not
care for their child.”’

Clinician recommendations.  Trust, or lack thereof, in
clinician recommendations was expressed in six arti-
cles. 2879374043 Three articles discussed patients
who did not want to listen to clinician’s recommenda-
tions because they felt that the information they received
was incorrect.”**”** Another reason cited for mistrust
was seen in the article by Yee and Simon where patients
described being hesitant to listen to clinicians’ recom-
mendations on birth control prescribed postpartum be-
cause they suspected the clinician may be benefiting
financially from the prescription.*’ Three of the six arti-
cles described patients who trusted their clinician’s
recommendations.***®** Reasons cited were either
the clinician taking their time to fully explain recom-
mendations and procedures or patients feeling that
they had complete access to their clinicians.

Finally, the type of clinician played a major role in
patients expressing trust. Caregiver preference was
expressed in 12 articles.>*?>?772%21,32:36-384042 (i
cians who patients trusted most were community health
workers, midwives, and doulas because they seemed re-
latable to patients.””””*" In addition, maintaining the
same clinicians and having continuity of care impacted

trust with many patients wanting to maintain the same
Clinician.25,28,29,31,32,38

Discussion

Understanding why deep racial inequities exist in the
U.S. maternal mortality rate is critical for developing
appropriate target interventions and programs. Organ-
izations such as the American College of Obstetricians
and Gynecologist (ACOG), Merck for Mothers, NIH
Improve Initiative, Maternal Health Hub, and various
state and local public health departments have started
important work on the impact of social determinants
of health and racism on maternal mortality.**>* Qual-
itative studies that capture patients’ PNC experiences
are critical to elevating minority patients’ voices to
ensure that interventions and programs to ameliorate
these egregious inequities are developed correctly.
This review highlights the experiences of racial and
ethnic minority pregnant patients with low income
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and presents the major categories encompassing the
need for support, education, connection, communi-
cation, and trust during PNC.

The lack of articles directly addressing the experience
of racism in PNC was notable. Only two of the 23 articles
included directly expressed patients’ feelings of discrim-
ination directly tied to their race. Racism belies many of
the inequities that drive social, structural, economic, and
political factors that promulgate maternal health inequi-
ties. The absence of racism being addressed as a root
cause of such maternal health inequities is an important
finding in this scoping review and merits attention. If
interventions are to be designed to address minority
differences in severe maternal morbidity and maternal
mortality outcomes, racism should be addressed as a
root cause.

In addition, it should be noted that although the pre-
vailing themes in this review are discussed separately,
many of them intersected. The category of trust, for ex-
ample, intersected with adequate communication and
ability to receive education from clinicians. This review
and the literature have shown that trust is critical in re-
ducing health inequities among minority patients.”> >’
Distrust in the health care system has led to patients not
seeking or adhering to clinical care recommendations
and building a relationship with the clinician has been
shown to increase a patient’s willingness to follow the
clinician’s guidelines and recommendations.”® As inter-
ventions are developed for racial and ethnic minority
pregnant patients with low income in PNC, these pa-
tients’ experiences must be integrated to support in-
creased patient adherence to care recommendation.
Improved collaboration between patient and clinician
may lead to an overall improved experience of care.

Clinician support was a highly emphasized theme in
this review, with care coordination being a critical com-
ponent of support. Care coordination involves recom-
mendations and tailoring support services.”’ Studies
have shown that PNC coordination impacts care utiliza-
tion, and may also improve health outcomes.”®%° While
more studies are needed to elucidate what method of care
coordination works best in varying health care settings,
policymakers and leaders should examine ways to imple-
ment care coordination as a stable presence in PNC, es-
pecially in low-income communities.

Finally, in our review, communication played a
major role in patient’s feeling heard and satisfied with
the care they received. How clinicians chose to commu-
nicate also impacted the patient’s level of trust in their
clinicians. As in our study, a systematic review by
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Janssen and Lagro-Janssen found that patient satis-
faction and comfort in their obstetric care increased
when clinicians used patient-centered communication
styles.®" This can be defined as working to understand
the patients’ viewpoints and unique cultural context
from which the patients come, and working in collab-
oration with the patient to find solutions.®* Clinicians
should aim to tailor their communication style to the
patient during each visit, and training can give clini-
cians the tools to communicate more effectively with
patients, especially those from different races, ethnic-
ities, socioeconomic statuses, or backgrounds.

Several limitations exist within this study. First, the
search terms and search strategy may not be adequate
to encompass all the existing articles on the experiences
of racial and ethnic minority pregnant patients, with
low income, with PNC. In addition, while thematic syn-
thesis is a widely used method for creating themes in qual-
itative reviews, there are biases and personal assumptions
introduced during the development of these themes. We
attempted to mitigate this by reflexivity and evaluating
how our biases introduce subjectivity.®> Despite these lim-
itations, this review provides a strong foundation to ex-
plore experience of racial and ethnic minority pregnant
patients, with low income, within PNC and an overview
for those designing interventions in this area.

Conclusion

This review captured prevailing themes in the existing lit-
erature on racial and ethnic minority pregnant patients
with low income and their experiences with PNC and
their clinicians. These qualitative studies provided specific
examples of what low-income patients deemed positive
and negative during the perinatal period and outlines
ways that these experiences can be improved. Future stud-
ies can leverage the cited experiences from this review to
help inform intervention design to mitigate the negative
experiences and health outcomes that minority pregnant
patients have in the perinatal period. Finally, future stud-
ies should also address gaps in the literature by studying
minority pregnant patients’ experiences by race or ethnic-
ity, versus grouping them together as monolith of people.
By doing this, interventions can be designed to better ad-
dress some of the health disparities that each group faces
and will be an important step in alleviating some of the
health disparities in maternal care.
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