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Abstract
Background/Objectives  The purpose of this study was to explore the postpartum experiences of publicly-insured women 
of color, and identify how postpartum care can be improved to reduce hospital emergency department usage after delivery.
Methods We conducted four focus groups with 18 publicly-insured women who primarily self-identified as Black and/or 
Latina and gave birth between June 1, 2019 and May 1, 2020. We used inductive qualitative analysis to identify prominent 
themes from focus group discussions.
Results We identified four domains: (1) lack of access to and communication with a medical team; (2) lack of preparation; 
(3) value of social support; and (4) participant-identified opportunities for improvement.
Conclusions for Practice This study describes the postpartum experiences of publicly-insured women of color with the 
objective of identifying areas for intervention to reduce postpartum emergency department usage. Our findings suggest that 
focused efforts on enhancing continuity of care to increase healthcare access, strengthening patient-provider communication 
by training providers to recognize unconscious bias, increasing postpartum preparation by adapting teaching materials to an 
online format, and engaging women’s caregivers throughout the pregnancy course to bolster social support, may be beneficial.
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Significance

Clinical domains other than obstetrics have recognized the 
importance of care management interventions to reduce hos-
pital emergency department visits. While recent literature 

has identified clinical predictors of postpartum ED visits, 
interventions to reduce unnecessary ED visits and improve 
postpartum health for high-risk women are limited. This 
study reveals opportunities for early intervention to reduce 
the widening gap of maternal morbidity and mortality for 
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low-income women of color and to improve their postpartum 
experience.

Introduction

Racial and ethnic disparities in maternal health are a pub-
lic health crisis in the United States. Black women are two 
to three times more likely to experience severe maternal 
morbidity and three to four times more likely to suffer 
pregnancy-related mortality compared to non-Hispanic 
white women (Callaghan, 2012). These elevated health 
risks exist across the pregnancy continuum and extend into 
the postpartum period. Black women are more likely to 
have an emergency department (ED) visit after delivery 
(Ehrenthal et al., 2017), and Black and Latina women have 
a two-fold increased risk of postpartum hospital readmis-
sion relative to white women (Aseltine et al., 2015). Post-
partum ED visits and hospital readmissions are markers of 
the excess morbidity Black and Latina women experience 
and studies indicate that some instances of emergency ser-
vice utilization following delivery are preventable (Brous-
seau et al., 2018).

The postpartum period presents a critical opportu-
nity to improve outcomes (Clapp et al., 2016), given that 
51% of maternal deaths occur within 1 day to 1 year after 
delivery (Petersen et al., 2019). Recent value-based pay-
ment models have focused on moving care upstream and 
centering intervention on providing incentives to increase 
adherence to the 6-week postpartum visit. However, these 
interventions may have missed the mark as many women 
experience health problems long before the 6-week time 
point, resulting in increased emergency department visits 
(Howell et al., 2017). In fact, studies indicate that 60% of 
all maternal ED visits occur prior to 6 weeks postpartum 
(Harris et al., 2015). Understanding trends in postpar-
tum ED utilization is central to addressing disparities as 
a marker of poor maternal health, future morbidity, and 
pregnancy’s long-term impact on the health and well-
being of new mothers and their families.

Clinical risk factors (e.g. comorbidities, delivery type, 
psychiatric illness) for postpartum complications and ED 
usage have been extensively described (Clark et al., 2010; 
Ehrenthal et al., 2017; Harris et al., 2015). Yet, the current 
body of literature lacks the patient perspective on what 
brings women to the ER, and whether opportunities for 
intervention existed along their journey.

Over the last decade, research has focused on under-
standing the role of social determinants of health 
(SDoH)—the conditions in which people are born, grow, 
live, work, and age—in relationship to health outcomes 
(Susser, 2004). However, increasing evidence argues that 
addressing SDoH alone does not completely improve 

outcomes for women of color because it fails to recog-
nize the larger systemic context that serves as the primary 
driver of social inequity (Martin & Montagne, 2017; New 
York City Department of Health and Mental Hygiene, 
2016). Newer approaches suggest investigating the struc-
tural determinants of health, defined as the cultural norms, 
policies, institutions, and practices that define the distri-
bution (or maldistribution) of SDoH, as the root cause of 
health disparities and a primary driver of SDoH (Brave-
man, 2014; Crear-Perry et al., 2021; Yearby, 2020). The 
historical allocation of greater resources to white com-
munities while disproportionately depriving communi-
ties of color is an important lens to consider in maternal 
morbidity and mortality outcomes because it allows us to 
understand how racism, classism, and sexism intersect to 
affect the lives of women of color.

Identifying key factors that lead to increased rates of post-
partum ED visits can inform quality improvement efforts. 
However, a more thorough investigation into the patient 
lived experiences driving ED visits, especially for disadvan-
taged women of color, is needed. The objective of this study 
is to explore the postpartum experiences of publicly-insured 
women of color to (1) identify additional risk factors that 
may contribute to postpartum emergency room usage and 
(2) identify potential opportunities for intervention.

Methods

We used purposive sampling to recruit postpartum women 
into four focus groups in the summer and fall of 2020. All 
women were eligible to participate if they spoke Spanish or 
English, ≥ 18 years old, delivered an infant between June 
1, 2019 and May 1, 2020 at Mount Sinai Hospital, and had 
Medicaid coverage for their delivery. Eligible participants 
were identified using either an EPIC query or outreach to 
the Ambulatory Clinic by posting IRB approved recruitment 
fliers in the waiting room. All participants verbally gave their 
informed consent by phone with use of a witness prior to 
inclusion in the study and received a copy of the consent 
form via mail or email. Participants also completed a brief 
anonymous demographic survey via email and mail. Par-
ticipants were offered a $100 gift card and round-trip Met-
roCard for compensation of their time upon completion of 
the focus group. Race/ethnicity-concordant moderators (TH, 
LG, JP) led the focus groups. Three English focus groups 
(N = 12) were conducted in July and August 2020 and one 
Spanish focus group (N = 6) was conducted in October 2020. 
Due to COVID-19 health and safety concerns, the focus 
groups were held virtually using a HIPAA compliant plat-
form. Approval of this study was obtained by the Program 
for the Protection of Human Subjects at the Icahn School of 
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Medicine at Mount Sinai School. This study was conducted 
in accordance with the COREQ criteria for reporting qualita-
tive research (Tong et al., 2007).

A moderator guide containing open-ended questions 
(Table 1) was used by the moderators to ensure consist-
ency among focus groups and techniques such as reflec-
tion (e.g. “Let me repeat what you said”) were used to 
clarify statements. The moderator guide was developed 
by the research team based on prior research and pub-
lished literature. The same questions were asked in each 
focus group and were only slightly modified to follow the 
natural flow of the conversation. Each focus group lasted 
approximately an hour in length. The focus groups were 
both video and audio-recorded and transcribed in their 
entirety. The Spanish focus group transcript was profes-
sionally translated into English and bilingual members of 
the research team verified the accuracy of the translation. 
Following the focus groups, the research team debriefed 
about initial thoughts and impressions. The moderator 
then wrote detailed notes summarizing each focus group, 
including verbatim quotes from the transcripts. We used 
a combined inductive and deductive approach to analyze 
the data. First, we developed deductive codes based on the 
team’s impressions from the focus groups and the mod-
erator guide topics. Iterative review of the transcripts and 
coder triangulation were used to thematically analyze the 
data. Members of the research team individually reviewed 
the transcripts and then met to create an inclusive mas-
ter themes list. Two independent readers then coded the 
transcripts and a third reader reviewed the coded tran-
scripts for inter-rater agreement. Disagreements were then 

discussed and resolved. Dedoose software was also used to 
facilitate data management and retrieval (Dedoose Version 
8.0.35, 2018).

Results

Eighteen women participated in one of four focus groups 
(Table  2). Majority of participants self-identified as 
Black/African-American and were over the age of 30. Of 
eighteen participants, five women had an ER visit within 
30 days of delivery. Reasons for ER visits included pre-
eclampsia, postpartum cardiomyopathy, and infection.

Four major themes and 13 sub-themes were identified 
that described women’s postpartum experiences (Table 3). 
The four major themes included: (1) lack of access to and 
communication with a medical team, (2) lack of prepara-
tion, (3) importance of social support and (4) participant 
recommendations for improving quality of care. Each 
theme is discussed below. Tables 4, 5, 6, and 7 include 
the themes and representative quotes from participants.

Lack of Access to & Communication with Medical 
Team

Participants reported varying degrees of accessibility and 
communication with their medical team following deliv-
ery. Some women reported no problems with scheduling 
appointments. Other participants, particularly women 
who had postpartum complications, identified hardships 

Table 1  Moderator guide

Construct Question examples

Warm-up Think back to your first few days after delivering your baby
1. If you could paint a picture of yourself and how you were feeling, what sticks out the most?
2. Were there any major problems you encountered in the first weeks after your delivery?

Psychological well-being 1. How were you feeling emotionally after coming home from the hospital?
2. Did you feel prepared to deal with any difficulties you faced?

Social support 1. What kind of supports do you have at home?
2. In what ways are family/friends helpful? In what ways were they not helpful?

Healing after childbirth 1. Did you have any major health issues after you had your child? Please tell us about those issues
2. Did any of you go to the Emergency Room for care during this period for your own health? If yes, please let us 

know why
Barriers to care 1. If you had to visit your doctor prior to your scheduled postpartum visit, how easy was it to schedule an appoint-

ment able to see your ob/midwife?
2. Was there anything that prevented you from receiving care when you first had symptoms?

Patient education 1. What key things did your doctor or midwife do that helped you understand and take care of yourself physically and 
emotionally?

Wrap up 1. If you were going to make one recommendation to a new mom to help her during the first months postpartum what 
would that be?
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in accessing prompt care following delivery. Many women 
described feeling like a “bother” or “pain in the butt” to 
their doctor when calling to ask questions. As one woman 
explained:

It’s hard getting in contact with someone when 
you’re going through something. Sometimes you call 
and they tell you, “we are going to send the mes-
sage and the doctor’s going to call you back within 
X amount of days. But sometimes they don’t call you 
back and it’s like I have this thing going on, I’d rather 
be seen. [FG2, participant with ED visit]

Participants also spoke about their concern with not 
having a single team to watch over them prenatally, during 
delivery, and after birth. Due to being Medicaid-insured, 
most participants had rotating providers throughout their 
pregnancy course and postpartum. For one participant who 

experienced an adverse health event, inability to identify 
a single provider made the emergency room seem like the 
next-best option to receive the immediate care she needed. 
Women also described having rotating providers as a bar-
rier to building trusting relationships with their physician. 
Participants described being “a part of [a] huge system” that 
prevented development of emotional connections to their 
doctors, and instead relying on visiting nurses and midwives 
for support.

Additionally, some women reported racism and bias 
in their interactions with healthcare providers throughout 
prenatal care and during delivery, which dampened their 
communication and desire to reach out to them. Prompts 
about racism and bias sparked a robust conversation in the 
Spanish-speaking focus group, with one woman remarking:

She [a doctor] told me you should learn English… [or] 
you’re going to live in this world and you won’t under-
stand anything. [FG4]

When asked directly about racism and bias, some par-
ticipants described providers as “very kind” and the ser-
vices they received as “excellent.” Others emphasized the 
structural barriers they experienced due to being low-income 
and Medicaid-insured, such as lengthy clinic wait times and 
financial disadvantages, that made it difficult to access care. 
One participant compared her experience being Medicaid-
insured with being privately insured, stating:

The first time I gave birth, I had insurance through 
work…But I lost my insurance and this time I deliv-
ered with Medicaid…I never felt like I had a team 
of people watching. Even while I had the gestational 
diabetes, it was a total experience from the last time 
because I had a specific doctor that only looked at me. 
[FG2, participant with ED visit]

Lack of Preparation for Postpartum Period

A general response among all focus groups was feeling 
unprepared for what to expect following delivery. Some par-
ticipants specifically emphasized being ill-prepared for the 
emotional aspect, while others spoke about underestimating 
the lifestyle changes of bringing home a new child. One 
participant stated, “nothing can really prepare you for what 
is about to go down” [FG3, participant without ED visit]. 
Participants who had experienced a postpartum complica-
tion tended to recall the fear they felt during the postpartum 
period and beyond by using words such as “terrifying” and 
“scary” when recounting the post-delivery experiences with 
which they felt unequipped to deal.

Women stated that they did not receive enough health 
education about what to expect or look out for during 
the postpartum period, which contributed to feelings of 

Table 2  Demographic characteristics of the study participants 
(N = 18)

Based on 15 responses. Three missing information

Participant characteristics Par-
ticipants 
(n = 18)

Age
 Below 30 5
 30+ 10

Primary language
 English 8
 Spanish 4
 Other 3

Race
 Black or African American 10
 Asian 1
 White 1
 Declined to Answer 3

U.S. origin (Y) 8
Hispanic (Y) 7
Married/living with partner (Y) 6
Highest education level
 High school graduate or GED 4
 Some college or above 11

First pregnancy (Y) 7
Parity
 One 7
 More than one 8

Employed (Y) 8
Annual income
 Less than $45,000 6
 More than $45,000 2
 I don’t remember/don’t know 7

ER visits (Y) 5
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unpreparedness. Although participants recognized that they 
received some education from providers, they often felt like 
this information was insufficient. One participant noted that 
she was predominantly, “relying on [herself] and getting 
information online” while another participant referred to 
Google as being her “best friend.” As one woman shared:

I felt like I [was] in the dark, this is my first baby. 
[FG1, participant without ED visit]

Women, both who did and did not have an ED visit, 
expressed difficulties in retaining information immediately 
following delivery. Women repeatedly described it as a 
“blur” and therefore advised against verbal education dur-
ing clinic or hospital visits as the main educational tool. 

Table 3  List of focus group themes and subthemes

Themes and sub-themes

1. Lack of access to and communication with medical team
1.1 Rotating providers
1.2 Trouble building trusting relationships
1.3 Racism & bias
2. Lack of preparation for postpartum period
2.1 Fear
2.2 Health education
2.3 Difficulty retaining information
3. Importance of social support to postpartum success
3.1 Identifying a close support person
3.2 Role of partner
3.3 Unmet expectations
4. Participant recommendations for improving quality of care
4.1 Enhancing health education
4.2 Engaging caregivers
4.3 Support groups
4.4 Listen to women

Table 4  Lack of access to and communication with medical team

Sub-theme 1.1: Rotating providers

i. The truth is I was attended more or less by five or six midwives. It would have been nice to have just one doctor until the end for delivery
ii. Maybe if we had one doctor, it would be easier for us to contact that one doctor, communication would be better for us and treatment could 

be sooner because that doctor knows about our health conditions and what’s going on with us
iii. Everyone that I had met through the clinic…were really great and helpful and I liked them but I never felt like I had a team of people 

watching. I don’t know who I could’ve called in an emergency. I didn’t feel that I had a specific doctor to reach out to to ask questions. So my 
reaction was to just go to the emergency room instead of calling the clinic first

Subtheme 1.2: Barriers to building trusting relationships

i. I only saw her [the doctor] at the postpartum meeting where she told me she felt really bad for me that I went through this. But it felt really 
detached [because] she wasn’t really a part of what happened to me

ii. Because it’s so busy everyone is all over the place, it’s hard. As [a] woman you may not feel comfortable…how can I open up and tell you 
things? You’re all over the place

iii. It was always my midwife who attended me. Even when I was in the hospital…she went to see me [on] the floor where I stayed for a month. 
Every morning she would go to see me, to check everything [and] how I was

Subtheme 1.3: Racism & bias

i. [A doctor] looked at me, ‘do you speak English?’ That was very upsetting for me. I wasn’t sure if he meant it in a really racist way, but I was 
shocked. It was very awkward and I didn’t want to speak to that man after that

ii. I feel like a lot of women don’t get services because of financial reasons or don’t have the insurance that covers those types of things. Ser-
vices should be offered to women and let them decide if they would like to decline

iii. I contacted the doctors so much in the hospital that someone spoke to the social worker, and said I should see someone else, like a psychia-
trist or something
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Participants also spoke about competing demands at the 
time of delivery such as other children or wanting to return 
home from the hospital, that made it difficult to focus on 
the information that was being provided.

Importance of Social Support to Postpartum Success

The value of social support spanned all focus groups. 
Women either described feeling grateful for the support 
they received, or reported feeling overwhelmed because 
support was lacking. One participant spoke directly about 
the challenges of asking for help as a new mom, stating: 
“there is no longer a village” to help with your child [FG1, 
participant without ED visit].

Some participants stressed the importance of identify-
ing a close support person during pregnancy to prepare for 

unexpected events in the postpartum period. Women dis-
cussed how their partners, mothers, mothers-in-law, sisters 
and older children helped them in the first few weeks or 
months after coming home from the hospital. Most partici-
pants spoke about the important role of partners in coping 
with new responsibilities during the postpartum period.

For women who needed to go to the ER, partners played 
an essential role as family caretakers. However, not everyone 
had a husband or a partner to help them. For example, one 
woman mentioned that she split from her partner right after 
the baby was born and another had a husband who lived in 
another country. Other women expressed disappointment of 
unmet expectations when family members were not supportive 
or able to help.

Table 5  Lack of preparation for postpartum period

Subtheme 2.1: Fear

i. This was the first time out of all of my pregnancies that I ever experienced preeclampsia or any other type of complication. I usually had a 
normal pregnancy, no complications at all. So this was a very scary experience for me

ii. When it happened it felt like a death sentence and it was quite confusing and scary because I had no idea that a pregnancy could lead to 
heart failure

Subtheme 2.2: Lack of education

i. It didn’t feel like a big deal the way that they explained how I had to keep track of my blood pressure. I don’t know, maybe they could have 
given me a little bit more information on issues that can come up from high blood pressure

ii. At my postpartum appointment she told me that 99% of women go through labor and come out healthy…and nothing happens, but that 1% 
was me. I really could have died. I felt very unprepared. I understood…the other high-risk issues that happen with older women having kids 
but a heart problem I never guessed. That should have been more discussed with me…it would have been easier for me to catch it

Subtheme 2.3: Difficulties in retaining information

i. I wasn’t really listening to what she [the midwife] was saying, I just wanted to go home for me to have time with my daughter. She was talk-
ing, but it wasn’t really sinking into my mind. I was like, ‘can I go now?’ so I wasn’t really paying attention

ii. Right after giving birth it’s all kind of a blur and you’re trying to focus all of your energy on your child, and you have more children at home

Table 6  Importance of social support to postpartum success

Subtheme 3.1: Identifying a close support person

i. you… think you know everything but you don’t know. So if you have someone that really wants to help you, talk to that person and see 
whatever help that they can give to you

ii. There’s really not a book [on] how to be a parent. I feel like the support system is very very important in order to raise a child, have a child, 
and take care of the child. Even if you went to classes, it is very difficult. So have a good support system

Subtheme 3.2: Role of partners

i. [W]hen we came home, my husband was here… we were doing it together, like we were a team, he was helping a lot with the baby
ii. My husband also took me to the Emergency Room. It was just him who was with me, and he was in charge of rushing home to see my eldest 

children, and rushing back to the hospital and to be with me, just him

Subtheme 3.3: Unmet expectations

i. I live with everyone at home, my mom, my dad, and my siblings. And at that time, when I gave birth, I’d have liked some of my family to 
help me the day my child went to sleep, maybe I could go to sleep too… but for some reasons, they had to work, each of them had to do their 
things, they… didn’t do it

ii. Certain expectations that I had when they didn’t happen, that was really disappoint[ing]
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Participant Recommendations for Improving 
Quality of Care

Women in each focus group were asked to provide direct 
feedback on how postpartum care could be improved. In this 
section, we provide a high-level summary of the identified 
opportunities for intervention that were consistent across 
focus groups.

Several of our participants mentioned that enhancing 
health education by providing adapted material formats for 
both themselves and to share with caregivers could be help-
ful, particularly in printed form to take home or an easily 
accessible electronic backup in case the printout gets lost. 
One participant expressed a desire for more health education 
about possible warning signs.

Women in our focus groups spoke about the need for 
health care providers to engage caregivers and family 
members from the start. Although partners and family 
members played an important support role for many of our 
participants, they were not always knowledgeable or help-
ful. According to one woman, “...maybe, even if it is a very 
severe case like the one I had, maybe if those things would 
have been listed, maybe my husband would have read it and 
kept it.” [FG2, participant with ED visit]

Aside from family members, one participant mentioned 
seeking support from peers who experienced a similar post-
partum complication. Another woman agreed that creating 
informal, peer support groups of women who are going 
through the same experience can be helpful and indicated 
that participating in a focus group gave her a different per-
spective. One participant described a positive experience 
with being part of a group of women treated in the same 
clinic who were expecting around the same time. However, 
the continuation of such connections into the postpartum 
period remains unclear.

In closing remarks, multiple participants added that pro-
viders should “just listen to women more.”

Discussion

Our study identified the following factors that influenced 
women’s postpartum experiences: access and communica-
tion with their medical team, perceived level of prepared-
ness for the postpartum period, and social support network 
following delivery. While some women had good commu-
nication with their providers, many women reported bar-
riers due to rotating providers and racism/bias. Generally, 

Table 7  Participant recommendations for improving quality of care

Subtheme 4.1: Enhancing health education

i. …maybe, even if it is a very severe case like the one I had, maybe if those things would have been listed, maybe my husband would have 
read it and kept it

ii. Pay attention to moms postpartum. Providing resources or information right before you give birth or while they are in the hospital, ‘this is 
what you need to be careful of.’ A list of things that you could use or that may use could be life changing. Critical for mom

iii. Come up with the right kind of resources, whether it's pamphlets, whether it is [an] online app

Subtheme 4.2: Engage caregivers

i. …in case you are ill, the family already knows what you have, and you feel that support because the doctor… already told them that she 
needed that support on this, this and this. Or for example, when you have an appointment, that your relative doesn’t stay outside but that they 
may enter with you and listen to your opinion

ii. it’s a good initiative to do at least a kind of talk, in order to involve the family member at the beginning and near the end of the pregnancy, 
so that they can understand that there is a new member coming into the family, that is, that everyone must collaborate, that everyone must 
be supportive. Because, sometimes, as a new mother, as it is my case, I didn’t know if I am doing well with the baby, or I am feeling very 
tired, or I need someone to tell me “I am going to stay with you tonight to watch your baby”. I do think that family members should be more 
involved directly from the center itself, so that family members feel more engaged than if

I tell them myself.”

Subtheme 4.3: Support groups

i. I felt like I had enough support at home but to be connected to other women who are actually going through it. Because to be honest it’s hard 
for me to find anyone in New York that has a group like that. And it would’ve been nice I guess to be connected. With someone who has 
experienced it or is going through it right now

ii. So I did… my doctor visits with a whole bunch of other girls who were expecting around the same time. So, I was supposed to give birth in 
June. So, my doctor was really really available when it came to emailing and answering questions. If I didn’t ask her, I’d ask my nurse. If it 
wasn’t the nurse then I would look for the mommy, the mommy, the little groups that were of women pregnant at the same time as well to ask 
them questions

Subtheme 4.4: Listen to women

i. A doctor in the room would not listen to me. I kept telling him, I don’t want forceps. He got frustrated
ii. One thing doctors can do is listen more. A lot of simple thing[s] but a lot of doctors are not doing it
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all women felt a level of unpreparedness for the postpar-
tum period due to ineffective education methods. This lack 
of knowledge often resulted in fear for women who expe-
rienced warning signs prompting ED use. Social support 
networks were essential to postpartum satisfaction, and 
greatly influenced women’s ability to juggle the changing 
responsibilities of bringing home a new baby.

Our results are consistent with previous studies that 
have found that primary care accessibility, health educa-
tion, and social support are critical factors to decreasing 
emergency service utilization and preventing adverse 
health outcomes among vulnerable populations (Hastings 
et al., 2008; O’Malley, 2013; Patel et al., 2018). However, 
our study adds that addressing these factors is particularly 
important in reducing postpartum morbidity and mortality 
among publicly-insured women of color due to the base-
line systemic inequities that exist as a consequence of rac-
ism, classism, and sexism. To our knowledge, this study 
is the first to draw directly on the narratives of Black and 
Latina women to identify non-clinical risk factors that may 
be important for postpartum ED utilization.

Although we expected to find notable psychosocial 
differences between women who visited the emergency 
department and women who did not, each group had com-
parable experiences and shared similar concerns. Instead, 
our results indicated that the upstream structural factors 
of their experience due to being low-income, publicly 
insured women of color disproportionately affected the 
women who developed health complications during the 
postpartum period. Many of the concerns including inac-
cessibility of care, low levels of health literacy, and insuf-
ficient support reflect the historical, systemic, structural, 
and political forces that have limited the ability of com-
munities of color, and in this context specifically women 
of color, to lead healthy lives (Crear-Perry et al., 2021). 
As pointed out by Dr. Whitney Laster Pirtle in her paper 
on racial capitalism, the systems of racism and capitalism 
have disadvantaged racially minoritized and economically 
deprived groups for centuries and will continue to harm 
their lives even in the presence of interventions that focus 
on alleviating inequality at the individual and community 
level (Laster Pirtle, 2020). While our study highlighted 
possible opportunities for proximal intervention that will 
be discussed, we recognize that true eradication of the 
stark disparities in maternal health outcomes will require 
multiple additional interventions aimed at addressing the 
policies and practices that uphold structural racism and 
drive poorer outcomes for women of color.

Based on our findings, we provide the following rec-
ommendations for intervention to reduce morbidity and 
mortality for publicly-insured women of color during the 
postpartum period:

1. Improving continuity of care Extensive studies indi-
cate that a regular and usual source of care can improve 
health outcomes, particularly for vulnerable populations 
(Politzer et al., 2001). Postpartum care is both essen-
tial for obstetric outcomes and can serve as a vital link 
between pregnancy and well-woman care. Policies and 
strategies to improve continuity of care should focus on 
team-based approaches that encourage coordination of 
services for women.

2. Incorporating early postpartum visits Prior studies 
have shown that women at increased risk for postpar-
tum emergency department use may benefit from earlier 
scheduled postpartum visits (Batra et al., 2017). By pro-
viding earlier opportunities for care, our findings suggest 
that there may be an increased ability to catch serious 
complications early, before the patient needs to go to the 
ED.

3. Adapting teaching materials Due to high rates of ER 
use within 1-week of delivery, interventions focused 
on discharge planning and post-delivery education 
among obstetric patients may reduce ER visits. While 
recent studies have called for increasingly standardized 
discharge instructions to prevent unnecessary ED use 
(Brousseau et al., 2018), our findings suggests that edu-
cating women on warning signs/symptoms during the 
delivery hospital stay is not optimal. In addition to the 
standard provider-patient education, accessible short 
videos for postpartum women and their family mem-
bers about what to expect in the postpartum period and 
the warning signs that should prod them to contact their 
medical team are critical to accessible patient education.

4. Using evidence-based methodology to reduce provid-
ers’ implicit bias Addressing structural racism requires 
a multi-pronged approach from the systems-level down 
that is rooted in equity frameworks. However, some 
progress can be achieved with provider-level training 
on recognizing implicit biases and providing account-
ability structures that encourage providers to address 
racism. Examples of accountability structures include 
providing openly available standardized assessments 
that allow patients to document their treatment quality, 
which ultimately should be linked to models of care that 
are associated with payment.

This study had two main limitations. The first limitation 
is a small number of participants. Due to COVID-19, we 
altered our recruitment strategy and focus group setting 
from in-person to virtual. Consequently, we anticipated 
that we may experience difficulties meeting our recruit-
ment targets due to factors such as varying rates of tech-
nology access and fluctuating availability of participants. 
However, during thematic analysis we concluded sufficient 
themes were saturated and provided rich information on 
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which we were able to draw recommendations. Addition-
ally, our study was conducted at a single, academic institu-
tion in an urban setting and should be further investigated 
in other contexts such as non-teaching and community 
health settings.

In summary, this study offers evidence for understand-
ing postpartum ED visits as a metric that can be useful in 
assessing quality improvement. By identifying risk factors 
for postpartum ED visits and implementing early interven-
tion, the excess burden of morbidity and mortality experi-
enced by low-income, underserved women can be reduced. 
However, future interventions should focus on addressing 
the structural forces that shape the contextual experience 
and influence women of color’s ability to lead healthy lives.

Conclusion

Our study provides an important perspective into the post-
partum experiences of publicly-insured women of color that 
can be helpful in identifying areas for intervention to reduce 
the need for postpartum emergency department usage. Our 
focus groups elucidated that some risk factors are struc-
tural in nature and addressing the patient-level factors is 
not enough. Addressing some of these factors will require 
high-level policy interventions. However, some proximal 
interventions addressing structural elements of care delivery 
such as enhancing continuity of care to increase healthcare 
access, adapting teaching materials to improve prepared-
ness and engage caregivers, and training providers to reduce 
implicit bias, may also be beneficial.
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