
The Giving Voice to Mothers Study Report:

Communities defining quality and 
safety in pregnancy and childbirth care



2

Giving Voice to Mothers 

The Giving Voice to Mothers Study Report:
Communities defining quality and safety in pregnancy and childbirth care

Suggested Citation:

Stoll K, Vedam S, Khemet T, Tatum A, Niles P, Strauss N, Mildenberger C, Kandal R, and 
DeClercq E, on behalf of the GVtM Steering Council. The Giving Voice to Mothers Study 
Report: Communities defining quality and safety in pregnancy and childbirth care. Birth Place 
Lab, University of British Columbia, June 2022.

ISBN: 978-0-88865-484-7 (electronic book)
978-0-88865-483-0 (print book)

This work is licensed under the Creative Commons Attribution-NonCommercial-ShareAlike 
4.0 International License. To view a copy of this license, visit http://creativecommons.org/
licenses/by-nc-sa/4.0 or send a letter to Creative Commons, PO Box 1866, Mountain View, CA 
94042, USA.
 
Instruments used for analyses within this report carry their own copyright and licenses:

MIST Copyright: © The Author(s). 2019 Open Access. This instrument is distributed under the 
terms of the Creative Commons Attribution 4.0 International License.

MORI Copyright: © 2017 The Authors. This instrument is distributed under the Creative 
Commons Attribution License CC BY-NC-ND license.

MADM Copyright: © 2017 Vedam et al. This instrument is distributed under the terms of the 
Creative Commons Attribution License CC BY-NC-ND.

Layout and design: Denice Cox, BirthSwell 

http://creativecommons.org/licenses/by-nc-sa/4.0 
http://creativecommons.org/licenses/by-nc-sa/4.0 


3

Giving Voice to Mothers 

Table of Contents

Preface ................................................................................................................................  

Acknowledgments ............................................................................................................... 

Executive Summary ..................................................................................  

The Giving Voice to Mothers Study ......................................................... 

Who designed the study? ....................................................................................................

Survey development ............................................................................................................

How were participants recruited? ........................................................................................

Who responded to the survey? ...........................................................................................

Characteristics of participants ...............................................................................................

Self-identified race, ethnicity or cultural heritage .......................................................................

Reproductive history ...........................................................................................................

Pregnancy care ...................................................................................................................

Prenatal education ..............................................................................................................

Continuity of care ................................................................................................................

Health problems during pregnancy ..................................................................................... 

Childbirth .............................................................................................................................

How did labor start? ............................................................................................................

Labor progress ...................................................................................................................

Pain relief methods used during labor .....................................................................................

Length of labor ...................................................................................................................

Maternal positions at birth ....................................................................................................

Mode of birth .....................................................................................................................

Labor and birth companions .................................................................................................

10

12

25

20

20

20

21

21

23

25

29

29

30

30

30

33

35

35

37

37

38

14

20



4

Giving Voice to Mothers 

Choice of Birthplace ............................................................................................................ 

Public reactions to choice of birth place ...................................................................................

Why choose community birth? ..............................................................................................

Transfer from home to hospital ..............................................................................................

Preferences for Pregnancy Care ..............................................................

Preferences for place of birth ..............................................................................................

Who makes decisions about pregnancy, birth, and infant care ...........................................

Respect and Autonomy ............................................................................ 

Measuring respectful maternity care ...................................................................................

Autonomy in decision-making (MADM Scale) ...........................................................................

Experiences of respectful care ................................................................................................

Who was more likely to report disrespectful care? ..............................................................

Consent for tests and procedures .......................................................................................

Pressure to have or to avoid interventions ..........................................................................

Mistreatment during pregnancy and childbirth ....................................................................

Access to Preferred Care .........................................................................

Health and Safety ......................................................................................

Postpartum Experiences ..........................................................................

Health of newborn ...............................................................................................................

Breastfeeding ......................................................................................................................

Postpartum health ...............................................................................................................

40

50

49

47

43

41

40

50

46

77

77

56

79

50

52

65

64

56

77

71

70



5

Giving Voice to Mothers 

Conclusion .................................................................................................

Glossary .....................................................................................................

References .................................................................................................

Appendix A – Study Methods ...................................................................

Scales and items that measure respectful maternity care ..................................................

Key variables used in the analysis ...........................................................................................

Appendix B - Tables and Figures ............................................................

Appendix C ................................................................................................

Current and upcoming articles from GVTM Data ................................................................

82

84

85

88

92

107

89

89

107



6

Giving Voice to Mothers 

List of Tables

Table 1: Socio-demographic characteristics of sample (n=2700) 

Table 2: Self-identified maternal (n=2700) and paternal (n=2700) race

Table 3: Reproductive histories of participants

Table 4: Length of prenatal appointments, for full sample and stratified by prenatal care provider

Table 5: When I was choosing my prenatal care provider I considered what I learned from…, 
stratified by race (n=2138)

Table 6: Prenatal concerns, for full sample (n=2138) and stratified by planned birth place

Table 7: Techniques used by women to induce their own labors (n=779)

Table 8: Reasons midwife or doctor tried to induce labor (n=498)

Table 9: Method used by midwife or doctor to try and induce labor (n=498)

Table 10: Drug-free pain relief methods used to initiate or augment labor, for full sample (n=2138) 
and stratified by actual place of birth

Table 11: Medications used for pain in labor (n=2138)

Table 12: Support person present during labor/birth

Table 13: Support person present during labor/birth, stratified by race (n=2138)

Table 14: I felt judged or criticized about where I chose to give birth by___ , stratified by planned 
place of birth (n=2138)

Table 15: Factors that were important in decision-making for a planned home or birth-center birth

Table 16: Reasons for transfer during labor (n=94)

Table 17: Actions taken by midwife after agreement to transfer to hospital

Table 18: Intrapartum experiences of people who transferred to hospital

Table 19: Post-partum experiences of people who transferred to hospital

Table 20: Feedback opportunities offered to service users regarding experience of transfer to 
hospital (n=89)

Table 21: Family decision making for pregnancy, birth, and infant care. Full sample (n=2406) and 
stratified by race

Table 22: Proportion of service users who agreed or strongly agreed with MORi items 

22

24

25

27

28

31

31

32

34

36

37

38

39

41

42

43

45

49

53

44

45

44

...................................................................

..........................................................

.............................................................................................

.....................

...............................

....................................................

..................................................................................

.....................................................................................

............................................

..................

......................................................................................

......................................................

........................................................

.....................................................

.........................................................................................................................................

......................................................................................................................................

...................................

..............................................................................................................................

..........................................................................................................

.......................................................

.................................................................

........................................................................................................................



7

Giving Voice to Mothers 

Table 23: (MORi) Women who agreed or strongly agreed that they were treated poorly by their care 
provider because of

Table 24: (MORi) Women who agreed or strongly agreed that they held back questions because

Table 25: Proportion of women who were not asked for consent before the following tests                
or procedures 

Table 26: Proportion of people who were not asked for consent before the following tests or 
procedures, stratified by race

Table 27: Ratings of respect, dignity, and privacy, for full sample

Table 28: Types of procedures declined, for full sample and stratified by race (n=1128)

Table 29: Why women declined procedures, full sample (n=1128) and stratified by race

Table 30: Reaction of doctor or midwife when person declined care, for full sample and stratified by 
race (n=1128)

Table 31: Person that advocated for service users when they declined care, stratified by               
race (n=1128)

Table 32: Pressured to have, or pressured to avoid childbirth interventions

Table 33: Proportion of service users that experienced any, or specific types of                
mistreatment (n=2138)

Table 34: Proportion of service users that experienced any, or specific types of mistreatment, 
stratified by prenatal care provider

Table 35: Proportion of service users who disagreed with the statement: “It was easy to find a 
midwife to attend my birth at a home or birth center,” stratified by race

Table 36: Reasons women found it difficult to find a doctor or midwife to attend them in their desired 
birth setting (n=1420)

Table 37: Proportion of people who are very concerned about the following issues, stratified by race

Table 38: Factors that help people survive, succeed, and thrive (n=2138), rank-ordered

Table 39: Proportion of women that experienced the following challenges during pregnancy, or the 
year before their pregnancy (n=2138)

Table 40: Mean number of challenges experienced by women during pregnancy, or the year before 
pregnancy, stratified by race

Table 41: Where was your baby/babies in the hour after birth?

Table 42: Breastfeeding experience after birth (n=2138)

Table 43: Infant feeding one week postpartum, stratified by race

..................................................................................................................................

...........................................................................................................................................

.....................................................................................................................

...........................................................................................................................................

...........................................................................................................................................

..............................................................................................................................

..............................................................................................................

................................................................................................................................

.........................................................................................................

.......................................................................................................................

.....................

..................................

...................................

....................................................

...............

..................................

...........................................................

.......................................................................

...................................................................

...............................................................................

...................................................................

53

54

56

57

62

60

61

62

63

64

66

67

70

70

73

74

75

76

77

78

78



8

Giving Voice to Mothers 

List of Figures

Figure 1: Map of residence at time of pregnancy (n= 2700)

Figure 2: Self-identified maternal race (n=2700)

Figure 3: Length of prenatal appointments, stratified by race

Figure 4: Mode of birth, stratified by race 

Figure 5: Level of interest to give birth in a hospital, home, or birth center in a future pregnancy

Figure 6: Interest in birthing at home in a future pregnancy, stratified by race

Figure 7: Proportion of people who agreed or strongly agreed with MADM items, stratified by     
social risk

Figure 8: Proportion of women who agreed or strongly agreed with MADM items, stratified by 
maternity care provider

Figure 9: Variations in autonomy scores by provider type, mode of birth, and location

Figure 10: Proportion of people who agreed or strongly agreed that “I was treated poorly by my 
doctor of midwife because of …”, stratified by prenatal care provider

Figure 11: Proportion of service users who agreed or strongly agreed that they held back from 
asking questions or discussing their concerns with their care provider because of the following 
reasons, stratified by prenatal care provider

Figure 12: Proportion of women who did not consent to artificial membrane rupture, episiotomy, or 
continuous fetal monitoring, stratified by race

Figure 13: Proportion of service users who did not consent to tests or procedures, stratified by 
intrapartum care provider and actual place of birth

Figure 14: Proportion of women who reported ‘poor’ respect, dignity and privacy, stratified by actual 
place of birth

Figure 15: Proportion of women who reported ‘poor’ respect, dignity and privacy, stratified by race 

Figure 16: Care provider that advocated for service users when they declined care, stratified by race 
(n=1138) 

Figure 17: Proportion of women that felt pressured to have childbirth interventions, stratified by race

Figure 18: Proportion of service users who experienced any mistreatment, stratified by race

Figure 19: Proportion of service users with low (1-10th percentile) respect scores (MORi), stratified 
by race

..........................................................................

........................................................................

....................................................................................................

................................................................................................................................................

.....................

....................................

..................

...............

...........................

............................................................

..............................................................................................

............................................................................................................................................

..................................................................................................................................................

....................................................................................................................................................

.......................................................................................

................................................................................................

.................................................

.............................................................................................................................

..........................................................................................

23

24

27

38

48

48

51

51

52

55

55

58

59

60

61

63

65

66

69



9

Giving Voice to Mothers 

Figure 20: Proportion of service users with low (1-10th percentile) autonomy (MADM) scores, 
stratified by race

Figure 21: “Finding a midwife or doctor who shared my heritage, race, ethnic or cultural background 
was….,” stratified by race

Figure 22: Frequency that service users have worried that they might be treated or judged unfairly 
because of their race, heritage, or ethnic group, stratified by race

Figure 23: Frequency that women felt safe in their neighborhood during pregnancy, stratified by race

Figure 24: Proportion of service users who needed the following services or resources, and 
proportion who received help from their doctor or midwife to access them

Figure 25: Breastfeeding support after birth, stratified by race

Figure 26: Proportion of women who were screened for the following in the first 8 weeks postpartum, 
stratified by race

List of Abbreviations
CCinBC Changing Childbirth in BC

CHIP  Children’s Health Insurance Program 

CM  Certified Midwife

CNM  Certified Nurse-Midwife

CPM  Certified Professional Midwife

GVtM  Giving Voice to Mothers

HBS   Home Birth Summits

HCP  Health care provider

LM  Licensed Midwife

MADM Mothers Autonomy in Decision-Making

MIST  Mistreatment by Providers Index 

MORi  Mothers on Respect Index

PR Scale  Perceptions of Racism Scale

RMC  Respectful maternity care

US  United States

VBAC  Vaginal birth after caesarean

.......................................................................................................................................

..........................................................................................................................

.......................................................................................................................................

.................................................................

..............

.....................................................

.......................................................................

69

72

72

74

76

79

80



10

Giving Voice to Mothers 

Preface

The Giving Voice to Mothers project arose from conversations at a series of Home Birth Summits 
(HBS) where leaders from 9 stakeholder perspectives met to discuss the issues related to place 
of birth, quality, safety, and respectful care in the United States (US). At HBS III, in 2014, 
delegates noted that the only studies conducted to date on maternal experience in pregnancy 
and childbirth in the United States were the Listening to Mothers surveys which reported on 
the experiences of women who planned hospital births. Given the lack of information on the 
experiences of people who plan community births (home and birth center), and care experiences 
among communities of color in the US, the HBS Research and Community Engagement Task 
Forces decided to conduct research with these understudied populations. The delegates decided 
to use a community-based participatory research design to conduct the study. They adapted 
a survey instrument developed during the Changing Childbirth in British Columbia (CCinBC) 
study of pregnancy and childbirth experiences, led by the Birth Place Lab (BPL) at the University 
of British Columbia.

The Birth Place Lab convened a national, multi-stakeholder Steering Council that includes 
service users, clinicians, advocates, NGO leaders, and community-specific health workers. The 
Council selected topics and reviewed validated measures to build an inclusive and respectful 
tool that measures a wide array of issues related to experience of perinatal care (1). The voice 
and experience of service users from the priority communities (i.e., of color and planning a 
community birth) were a centralizing force throughout the tool development process. They 
guided the development of questions, rated each survey item for relevance, importance, and 
clarity, recruited respondents, identified key outcomes for analysis, and conducted, informed 
and/or interpreted the analyses. Participants from communities of color and those who planned 
a community birth were purposefully oversampled.

For decades, the experience of care was rarely noted as a measurable and worthy marker 
of quality. With growing urgency, the experience of care is now considered a fundamental 
component of healthcare transformation. The acceptance of the Triple Aim framework of the 
Institute of Health Improvement centered the care experience, which includes both quality and 
satisfaction, to be a key component that is essential to optimize health system performance(1). 
The World Health Organization (WHO) has also affirmed the value of persistent investment and 
attention on improving the experience of maternal healthcare as critical to addressing healthcare 
inequalities and disparities (2, 3). From 2014-2018 the Lancet published several series on quality 
of maternal health care and presented a framework for Quality Maternal Newborn Care that 
describes the quality of maternal and newborn care, comprised of both health services and the 
experience of care (4–8). The availability of services and respectful care have been linked to both 
optimal and adverse outcomes. 

The Giving Voice to Mothers Study (GVtM) examined preferences for care, access to and 
experience of care, including respect and autonomy, when making decisions during pregnancy 
and birth. The Steering Council also explicitly included items that assess racism and 
discrimination during healthcare encounters, and factors that support community and individual 
resilience. The results of the survey demonstrate the significant work that needs to be done to 
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improve the experiences of perinatal care in the United States, particularly for Black, Indigenous, 
Latinx and people of color. Findings also illustrate the expanded support needed by those 
who choose to give birth in a community setting, and lack of access for Black, Indigenous, and 
people of color to midwifery care, culturally concordant care, and community birth options. The 
results highlight significant disparities in mistreatment, and pervasive systemic racism within 
the healthcare system. Our hope is that everyone working with childbearing communities will 
utilize the results to reflect on their own work and incorporate the findings into concrete action 
to improve outcomes for all families. We also aim to work directly with communities to increase 
awareness of these results amongst childbearing people to galvanize a collective commitment to 
protecting the rights to safe, high quality perinatal services for all.
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We acknowledge that pregnancy and birth are not limited to those who self-identify as 
“women,” “mothers,” or “female.” In the Giving Voice to Mothers survey, participants 
did not have the opportunity to self-identify their gender identity. As we do not know 
how all of the participants identify, we aim to be inclusive in our language, using the 
terms “women,” “service users,” “participants”, “respondents”, and “people,” as well as 
“person-centered” care. 

The survey tool used in this study was developed from 2014 to 2016 with extensive 
and continuous community engagement and leadership by a multi-stakeholder 
Steering Council of service users, clinicians, and health services researchers. We 
recognized that not all birthing parents identify as mothers, and that experiences of 
care and mistreatment can be exacerbated for childbearing people with intersecting 
identities. The name of the study, Giving Voice to Mothers, was chosen to describe 
the participatory process to design a study that collected data on lived experience. 
During the extensive multi-stakeholder process to select indicators and survey items, 
it became apparent that we would not be able to use this survey to capture the unique 
circumstances and experiences of oppression among people with non-dominant gender 
and sexual identities. 

Most importantly, without doing a comprehensive consultation about valid items to 
include, we could not reliably analyze the impact of gender and/or sexual identity on 
experience of perinatal care. Hence, we decided to defer studying experiences that 
were specifically related to gender and sexual identities, until appropriate consultations 
were done, and service users and researchers with lived experience could lead the 
design of a more inclusive study. The Birth Place Lab is currently collaborating on two 
new studies that use intentionally inclusive language throughout and include items for 
people to self-identify their sexual and gender identities: the Canadian RESPCCT Study, 
and, led by Dr. Molly Altman, the Birth Includes Us Study. The Steering Council for the 
Birth Includes Us study has adapted Giving Voice and RESPCCT survey items to the 
contexts of a broad range of gender and sexual identities. 

We also recognize the limitations of and lack of clarity around terms like Latina and 
Hispanic, or Indigenous. We use Hispanic (a gender neutral term) to refer to people 
with a Spanish-language background or from a Spanish-speaking country. We use 
Indigenous rather than Native American to respect the stories of origin but recognize 
that all of these broad terms are imprecise, and do not reflect the many cultural identities 
of Sovereign Nations. While many Black and Native American people are also Hispanic/
Latina, in this study Hispanic/Latina is exclusive of those other categories.

A Note on Terminology
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Executive Summary

PREFERENCES FOR CARE

Participants reported on what is important to them 
during maternity and newborn care. The following 
factors were rated as important or very important by 
more than 90% of respondents: 

• Leading decisions about pregnancy, birth and 
baby care

• Having a trusting relationship with my care 
provider

• Having a doctor or midwife who is a good match 
for what we value and want for pregnancy and 
birth care

• Not being separated from my baby after birth

• Having enough time to ask questions and discuss 
options for care

• Having support people of their choice present for 
labor and birth

• Knowing the midwife/doctor who will care for us 
during birth

• Choice of birth place (home, birth center or 
hospital)

INEQUITABLE ACCESS TO HIGH 
QUALITY PERINATAL SERVICES

Unmet demand for preferred model of care

People of color were less likely to receive continuity 
of care, i.e., they were less likely to have a known 
doctor or midwife who provided the majority of 
prenatal care attend their birth. Most Black women 
reported that it was very important or important to 
have continuity of care, yet they were the least likely 
to report continuity of care.

Two in three participants reported that midwives 
were most directly involved in their prenatal care. 
Women of color were less likely to access midwifery 
care compared to White women. Black women were 
least likely to be able to access midwifery care. 

Following an extensive participatory process, we co-designed a study to assess the quality of 
perinatal services in the United States as experienced by two national cohorts of understudied 
health service users: childbearing communities of color and those who planned community births. 
We received responses from 2700 people from all 50 United States to a survey (2016-2017) on 
experience of childbearing care. Participants were recruited by community partners who provided 
clinical or community health services via snowball sampling, social networking, and referrals from 
parents and consumer advocacy groups in various states. Two thirds of responses came from New 
York State, and 8% from California. Just over half of participants were between the ages of 31 and 
39 years at the time of their most recent birth. Most (90%) were born in the US and spoke English at 
home. Within those respondents, 15% self-identified as Black, 10% as Hispanic, 2% as Indigenous, 
4% as Asian, 2% as multiracial, and 67% as White. The majority (80%) had completed post-
secondary education and obtained an associate or college degree. Half of respondents planned a 
community birth and half planned to give birth in a hospital. Half paid for maternity care via private 
insurance, and 14% used Medicaid/Children’s Health Insurance Program (CHIP).

Black women were the most likely to 
report that they want to lead decisions 
around their pregnancy, birth and 
baby care, yet they reported the lowest 
autonomy in decision-making scores 
and had the least access to models of 
care that support decision-making.
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Similarly, 95% of Black women said it was 
important or very important to them to have enough 
time to ask questions and discuss options for care, 
yet they were the most likely to have very short 
prenatal appointments (10-15 minutes), on average.

Disparities in mistreatment 

Most respondents rated their overall sense of 
privacy, dignity, and respect as very good or 
excellent; however, there were notable differences 
by race, place of birth, and type of provider. Care 
in community settings and by midwives was 
associated with greater respect, privacy, and dignity. 
All perinatal service users of color reported lower 
overall rates of respect, privacy and dignity, than 
White women. Indigenous women were most likely 
to report disrespect, and loss of dignity and privacy. 

Experiencing at least one form of 
mistreatment by healthcare providers was 
most common among Indigenous women 
(34%), followed by Latina (25%) and Black 
women (23%). Respondents who identified 
as White were least likely to report that they 
experienced being ignored or refused care when 
they requested help from providers. Differences 
in mistreatment by race were more pronounced 
for some indicators; particularly, verbal abuse 
and failing to meet professional standards of care. 
Verbal mistreatment, in the form of being shouted 
at or scolded by health care providers, was reported 
twice as often among Hispanic and Indigenous 
women compared to White women. Furthermore, 
Black, Latina, Asian, and Indigenous people were 
more likely to experience being ignored or refused 
requests for help by care providers. 

Autonomy in decision-making 

Autonomy is the opportunity and ability of an 
individual to make choices based on their own 
values and needs. Individual autonomy in health 
care decision-making is a key component of quality 
care and is noted as a priority for health systems 
improvement (10), as it could lead to better birth 
outcomes (11). In this survey, autonomy was captured 
using the Mothers Autonomy in Decision-
Making (MADM) scale, a validated tool comprised 
of seven items that assess the degree that maternity 
care providers respect and facilitate the ability of 
women to lead decisions about their care (12). 

Overall, one in six women reported that they 
experienced at least one form of mistreatment 
(17%) (9). Healthcare providers (HCPs) 
shouting at and scolding them, and HCPs 
threatening to withhold treatment or to force 
them to accept treatment they did not want, 
were the most common types of mistreatment 
reported by participants. Physical abuse and 
personal information being shared without 
consent were reported less often. 

Women of color (especially Black women), 
young women, less experienced mothers 
(i.e., those being pregnant for the first or 
second time) and those with low socio-
economic standing, pregnancy or social 
risks were more likely to report low 
autonomy in decision-making. 

Having a midwife as their prenatal care provider, 
having a home birth and a vaginal birth were all 
linked to higher autonomy. Autonomy was more 
likely to be constrained for service users who 
had obstetricians as their primary prenatal care 
providers, those who gave birth at the hospital, and 
women who experienced an emergency Caesarean 
or instrumental vaginal birth. Respondents whose 
labor was induced; those who were transferred from 
the community to the hospital; and/or who reported 
newborn health problems were also more likely to 
report low autonomy.

Access to culturally concordant care providers  

One in seven women (17%) agreed or strongly 
agreed with the statement ‘Finding a midwife or 
doctor who shared my heritage, race, ethnic or 
cultural background was important to me’, with 
large variations across racial groups: 46% of Black 
women, 9% of White women, 25% of Latina women, 
13% of Asian women and 25% of Indigenous women 
agreed with the statement. 
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Of the women who said it was important to them to 
find a health care provider who shared their heritage, 
race, ethnic or cultural background, 69% of Black 
women, 4% of White women, and 49% of Latina 
women had difficulty locating a doctor or midwife 
who shared their heritage, race, and/or cultural 
background. 

Pressure to have or to avoid interventions

Participants reported on experiences of pressure 
from healthcare providers to have or to avoid 
interventions, tests or procedures. The most 
common procedure that women felt pressured to 
accept was continuous fetal monitoring (24%), 
followed by medications to start or speed up labor 
(13%), a Caesarean (11%), and epidural anesthesia 
(7%). Women of color were more likely to 
report feeling pressured into all of the listed 
interventions and procedures, compared to 
White women. When Black, Indigenous, Latinx, or 
Asian persons declined procedures, they were twice 
as likely to report that providers kept asking them 
until they agreed. 

Non-consented procedures

One in two respondents declined care that was 
offered to them at some point during their labor/
birth. Most women (92%) reported that they declined 
because they “thought it was not necessary”. 

Women identified procedures that they were not 
informed about prior to these procedures taking 
place. The most common procedure that women 
were not asked permission for was having an 
injection to assist delivery of the placenta (after-
birth). Over a quarter were not asked before their 
bag of waters (amniotic sac) was broken, and one in 
three were not asked before an episiotomy (surgical 
cut of the vagina during childbirth) was performed. 
Black and Asian women were most likely not to 
be consulted before an episiotomy. Overall, Black, 
Indigenous and people of color were more likely to 
experience non-consented procedures compared to 
White participants. 

Experiences of respectful care

Respectful care during encounters with health 
care providers was measured by a community-
developed and validated scale called Mothers on 
Respect Index – MORi (13). Respondents rated 
their experiences of their interactions with care 
providers such as experiences of stigma and 
discrimination, and comfort asking questions. 
Although most respondents felt comfortable asking 
questions, more than 20% reported that they did 
not feel comfortable declining care or that their 
personal preferences were not respected. Black and 
Indigenous people were most likely to report overall 
disrespectful interactions with providers. 

Women who had unplanned Caesareans or 
instrumental vaginal births reported higher 
rates of disrespect and mistreatment. Other 
social or demographic characteristics that made it 
more likely to experience disrespectful care included 
being under 30, no previous experience with birth, 
low socioeconomic standing, and/or a history of 
incarceration, substance abuse and involvement of 
child or family services. 

Proportions of respondents across 
racial identities who declined care 
were similar (i.e., 52% of women of 
color versus 54% of White women) yet 
women of color were twice as likely 
to report that their care providers 
pressured them or performed the 
procedure anyways (i.e., against their 
will), whereas White women were more 
likely to report that their care provider 
accepted their decision to decline care. 

People more often reported respectful 
care if they were supported by a 
midwife, experienced a community 
birth and/or delivered vaginally. 
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Unmet demand for doula support 

A doula was defined as follows in the GVtM survey: 
“Some women have a ‘doula,’ or a labor support 
specialist. This person usually stays with a woman 
throughout labor and birth to provide emotional 
support, comfort measures, and information.” Of 
the women who did not have a doula during labor/
birth (n=1318), 546 (41%) would have liked to have 
had the care of a doula during their most recent 
birth. Preferences for doulas varied by race, with 
high demand among Black (58.7%), Latina (62%), 
and Indigenous women (55%) and lower demand 
among Asian (39%) and White women (34%). 

COMMUNITY BIRTH
The most common reasons reported for planning a 
community birth (i.e., at home or a freestanding birth 
center) were: 

• Control over my childbirth experiences 

• Comfortable, peaceful environment 

• Low intervention options for care

• To avoid disturbance of my labor

• To avoid having to fight for my desired birthing 
experience

• To avoid a Caesarean section

• Safety

• Confidence in my own body

• Better for baby

• To avoid separation from my baby

• To avoid hospital policies and procedures 

• To avoid time limits

Each of these reasons was cited by more than 90% 
of women who planned a community birth. 

Continuity of care was disrupted for many women 
who transferred to the hospital: one in three (31%) 
reported that their midwife was not able to stay with 
them after transfer, and 15% said that their midwife 
did not provide care after hospital discharge. 

Preferences for place of birth for a future 
pregnancy varied by race. Preferences for 
hospital birth were slightly higher for Asian women 
and demand for home birth was especially high for 
Indigenous women, with over 70% of respondents 
stating that they would definitely want an “at home 
birth.” Black women reported high interest and least 
access to community birth.

HEALTH AND SAFETY DURING 
PREGNANCY

The GVtM survey included several items 
that assessed health and safety concerns that 
childbearing women might experience. The four 
most commonly cited sources of worry were             
1) experiences of being pregnant and giving birth, 
2) peace of mind/stress/mental health, 3) children’s 
health and 4) access to women’s health services. 
Black and Indigenous respondents were most likely 
to voice concerns about their experiences of being 
pregnant and giving birth and were also more likely 
to worry about safety at home, violence against their 
family or community, stress, access to affordable 
housing and access to healthy food. Half of all 
Black and Indigenous women noted that they were 
worried about their mental health and stress levels, 
compared to one in three White and Asian women. 

Respondents reported on the care they felt 
they needed and who assisted them to access 
that care. They reported receiving assistance 
from providers with smoking cessation, but 
almost no help to access other important 
resources and referrals. Unmet needs include 
nutrition counseling, doula support, safe 
housing, food assistance, insurance coverage, 
and access to programs and counseling 
to support their mental health, or address 
intimate partner violence.

Most people who planned community births 
(82%) felt judged or criticized for their choice 
of birth place. Participants reported that they were 
judged or criticized by the public, friends, in-laws, 
healthcare providers, parents, and work colleagues.
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When asked how often participants felt safe in their 
neighborhood during pregnancy, White and Asian 
women were most likely to respond that they felt 
safe every day of the week. In contrast, 9% of Black 
women and 7% of Indigenous women felt unsafe 
some or all of the time during their last pregnancy. 

POSTPARTUM EXPERIENCES

Most women (86%) reported that they were able to 
have skin-to-skin contact immediately after birth 
– i.e., their baby’s naked body against their skin 
with no clothing, blanket, or diaper between mother 
and baby the first time they held their baby. The 
proportion of women who reported skin-to-skin 

1 We use perinatal to describe the continuum of health care experiences from 
preconception, through pregnancy, birth, postpartum, newborn, and early parenting.

CONCLUSIONS AND RECOMMENDATIONS

The experience of care is a key element of optimal perinatal1 care. This survey aimed to better understand 
disparities in accessing preferred care and racially driven disparities in experience of mistreatment and 
lack of autonomy in a sample of women from across the United States. Almost all respondents prioritized 
building a trusting relationship with their provider and finding providers that understand what they value 
the most, with continuity of care facilitated by having the same provider. Although midwifery care in 
community settings was linked to higher reports of respect, privacy and dignity overall, women of color, 
especially Black women, were least likely to have access to midwifery care. Black women reported higher 
incidents of mistreatment, lower autonomy in decision-making or freedom to ask questions, and higher 
reports of non-consented care. Many women of color, including Black and Indigenous women, talked about 
the importance of being able to choose a provider who shares their culture. Attendance at prenatal classes 
was also lowest among Black and Indigenous women. Feedback from communities about these findings 
echoed the need for increased access and use of innovative education tools and classes delivered by care 
providers of color with adequate representation in outreach and education materials. 

Study methods are described in the Full Report. 

contact varied by type of birth provider and place 
of birth: skin-to-skin contact was reported by most 
women who gave birth in the community with a 
midwife (97%), 87% of women who gave birth at a 
hospital with a midwife, and 69% of women who 
gave birth at the hospital, with a doctor. 

Almost 70% of women reported getting help with 
breastfeeding initiation from their maternity care 
provider, but there were differences in frequency 
of support by place of birth and provider: 89% of 
women who gave birth in the community with a 
midwife, 65% of women who gave birth at a hospital 
with a midwife, and 43% of women who gave birth 
at the hospital, with a doctor, reported support. 
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Preliminary findings of the GVtM survey were reported back to five communities across 
the country: East Point City, Georgia; Orlando City, Florida; Espanola, New Mexico; 
Minneapolis, Minnesota; and Pittsburgh, Pennsylvania. These towns and cities have 
a large population of people of color (25-86%), as well as people who live below the 
poverty line. Community engagement leads and local midwives who help underserved 
groups brought the results to local meetings, inviting new families and providing them 
with an opportunity to inform how the data speaks to their experiences and how it could 
best be used to inform their communities. 

Overall, many groups expressed the importance of having a care provider from 
within one’s own culture and community. It was important to the parents that their 
care provider understood their lived experience and concerns and was able to provide 
care that was realistic and relevant to their culture and values. Representation was 
also an important theme in the discussion groups. Many women wanted to see not only 
more midwives and doulas of color but sought more innovative ways to engage and 
inform young communities of color about pregnancy and birth using digital media such 
as live streams and social media. 

The findings from this survey regarding themes of respect and not being heard also 
strongly resonated with the communities. Participants in the group wanted increased 
training for health care providers around informed consent, bodily autonomy, 
and communication, but also more engaging and immersive resources around 
maternity and birth for their own knowledge. 

In New Mexico, where access to care in reservations and remote areas was discussed, 
participants noted that having one care provider for duration of pregnancy, labor 
and birth was important to building trust. The communities had also discussed the 
importance of creating a space for storytelling, and how they wanted their real-life 
experiences to accompany the data. 

Community building and peer support were central to many of the discussions, as the 
women wanted ways to dispel myths and share information among people having the 
same experiences, such as creating a safe space to talk about postpartum depression. 

Community Reflections on Results
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The Giving Voice to Mothers Study 

WHO DESIGNED THE STUDY?

In 2015, the Birth Place Lab convened a multi-
stakeholder team to co-design a study to examine 
experiences of childbearing care in communities 
of color and among those who planned to give 
birth at home in the United States. At the time 
the only other national study on experience of 
perinatal care in the US captured information 
only from those who planned hospital births, had 
limited data on differential experiences by race, 
and did not measure mistreatment (14). Through 
an intentional community-based participatory 
action research process (15), we formed a Steering 
Council comprised of service users, clinical 
providers from different disciplines, community 
health workers, NGO leaders, and researchers 
to conduct the Giving Voice to Mothers (GVtM) 
study. The Steering Council and multiple service 
users and scholars of color have been engaged 
continuously in the project. They participated in 
designing, content validating, and approving the 
study tools, naming, and branding of study and 
recruitment materials, ethics, confidentiality, 
interpretation of the data, presentation of the data, 
plans for knowledge translation, informing the 
team on feasibility, relevance and cultural respect 
considerations throughout. The Behavioural 
Research Ethics Board at University of British 
Columbia approved the study (H15-01524).

SURVEY DEVELOPMENT

Following consultations with the communities 
they serve, the GVtM Steering Council reviewed 
a cross-sectional survey instrument developed by 
service users in British Columbia, Canada for the 
Changing Childbirth in BC (CCinBC) Study (16) 
on quality of maternity care, and adapted it to the 
United States context. To explore domains that 
were not covered in the CCinBC instrument, the 
Steering Council identified or designed additional 
items that assess interactions with care providers 
around consent for procedures, inequities in access 
to care or information, structural determinants 
of health, community support systems, and 
racism. Some items that were designed to measure 

disrespect and mistreatment in low resource 
countries were adapted to the US context with 
attention to experiences of pregnant persons 
from 4 communities of color (Black, Indigenous, 
Latinx/Hispanic, and Asian). Items that assessed 
preferences for and access to care included 
questions about models of care, place of birth, and 
various types of providers. 

The draft instrument was reviewed by 57 
women including 31 community members with 
representation from four communities of color 
across the country, who rated each item on a 4-point 
ordinal scale for clarity, relevance, and importance 
to their communities, and provided narrative 
comments. Their feedback was incorporated, and 
the final survey tool was mounted on an online 
platform and beta tested. The team strongly 
endorsed the inclusion of the MADM scale (12) 
and the MOR index (13), and items adapted from 
the Perceptions of Racism (PR) scale (17). Most 
items were completed through pre-defined Likert 
response options, but some open-ended questions 
enabled participants to provide explanatory detail. 
The final GVtM survey instrument contained 225 
items (the full list of survey items is available 
upon request), with 60 items measuring respect, 
disrespect, and mistreatment. The survey was 
available in English and Spanish to participants 
who experienced a pregnancy in the US between 
2010-2016, including those who had experienced a 
pregnancy loss. 

HOW WERE PARTICIPANTS 
RECRUITED?

To ensure robust participation from childbearing 
people of color, and those who planned a birth 
at home or at a freestanding birthing center, we 
employed a variety of evidence-based strategies 
to recruit historically marginalized and excluded 
groups, including social networking by trusted 
community leaders, and venue-based sampling  
(18–20). For example, some community partners 
held survey café events providing computer access 
and/or peer research assistants, known as “data 
doulas” (21) to support participants with data entry. 
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Recruitment posters were distributed through email 
and live links to non-government organizations and 
listservs and social media channels. Organizational 
partners participated in finding ways to reach 
disadvantaged groups. The survey was also formally 
translated and available in Spanish, and we had 
community partners in Puerto Rico and the US with 
connections to Spanish speaking families.

In keeping with study goals, we deliberately revised 
the recruitment strategy to facilitate a sample 
that over-represented service users of color and 
those giving birth in the community. Hence, upon 
reviewing participation rates, halfway through 
the data collection period we closed the survey to 
women who identified as White-only and planned 
hospital births, noting that we had collected enough 
information from the dominant population, but kept 
the survey open to other participants. The GVtM 
survey was online from March 2016-March 2017.

In New York State, we collaborated with one of 
the NGO partners, Choices in Childbirth, who had 
an established and ongoing statewide maternity 
care evaluation project, to disseminate the survey. 
Because we recognized that this could cause 
oversampling from a single state, we initially 
considered launching the study as a New York State 
pilot study to demonstrate feasibility and need for 
a national study. However, community members 
and Steering Council members rapidly expressed 
the urgency of this study and the need to collect 
some data from participants from rural, urban, 
and suburban contexts across the United States. 
They proposed a data collection process via social 
media, to advertise the study broadly, and to collect 
relevant, comparative data across jurisdictions and 
contexts for care. Our participatory action research 
process meant deferring to community expertise. 

WHO RESPONDED TO THE SURVEY? 

Women were eligible if they experienced at least one 
pregnancy in the United States between 2010 and 
2016. Of the 2921 women who started the survey 
and met study eligibility criteria, 221 women opted 
not to participate in the survey after being directed 
to the consent form and survey instructions. 

A total of 2700 women partially or fully 
completed the survey (see Figure A.1).

Our goal was to collect data on experiences of 
two groups that had been underrepresented in 
national studies: people in communities of color 
and people who planned to give birth at home 
or at a birth center. Community members on the 
study team recommended that research that relies 
on US Census categories fails to capture the lived 
experience of people who self-identify across more 
than one race and ethnicity, and/or experience the 
effects of being racialized based on appearance. 
Accordingly, the team designed a complex but 
respectful and realistic approach to collecting and 
coding this set of items. Please refer to Appendix 
A for a detailed methods summary. Supplemental 
tables and figures are available in Appendix B. 

Characteristics of participants

The majority of respondents resided in urban areas 
of the country (91.9%) and 8.1% in rural areas (see 
Appendix A for rural definition and methods). 
As anticipated, over a quarter (28.8%) resided in 
New York State at the time of data collection. Most 
participants were between the ages of 25 and 39 
(88.2%). One in ten were born outside the US and 
English was the language spoken at home by 89.6% 
of women, followed by Spanish (8.9%). For those 
who were born outside the US, the average length 
of time respondents had lived in the US was 17.7 
years (range: less than a year to 44 years). Most 
women (80%) had completed college or university; 
30% reported a graduate degree as the highest level 
of education completed. Half of the respondents 
used private insurance to pay for maternity care 
services. Nearly one in three reported before tax 
household incomes of < $50,000, one third between 
$50,000 and $99,999 and a third equal to or 
exceeding $100,000. See Table 1 for socio-
demographic characteristics and Figure 1 
for a map that shows where respondents 
lived during the reported pregnancy.
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Table 1: Socio-demographic characteristics of sample (n=2700)

 n (%)

Age at time of birth

 17-24

 25-30

 31-39

 40 and older

132 (5.7)

736 (31.8)

1306 (56.4)

140 (6.1)

Residence at time of data collection

 New York

 California

 Washington 

 Texas 

 Other

778 (28.8)

206 (7.6)

121 (4.5)

115 (4.3)

1477 (54.8)

Languages spoken at home

 English 

 Spanish 

 Other/Missing

2420 (89.6)

240 (8.9)

40 (1.5)

Born in US 

 Yes

 No

2172 (89.6)

253 (10.4)

Highest level of education completed 

 High school

 Some college, but no degree

 College 

 Associate degree

 Some graduate school, but no degree

 Graduate degree (e.g., MSc or PhD)

 Professional degree (e.g., MD or JD)

 Other 

79 (3.3)

409 (16.9)

718 (29.7)

190 (7.8)

176 (7.3)

721 (29.8)

94 (3.9)

34 (1.4)

Main source of payment for maternity care
 Medicaid/CHIP

 Private insurance

 Out-of-pocket

 Other/Not sure

365 (13.5)

1371 (50.8)

514 (19.0)

450 (16.7)

Total household income before taxes

 $ 0-19,999 

 $ 20,000-49,999

 $ 50,000-99,999

 $ 100,000-159,999

 $ 160,000-over

122 (5.8)

485 (23.1)

734 (35.0)

467 (22.3)

289 (13.8)
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represented midwifery clients, those who had a community birth and 
childbearing people with advanced education.  

Figure 1: Map of residence at time of pregnancy (n= 2700)  
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Self-identified race, ethnicity or cultural heritage  

One in seven women self-identified as Black, 3.1% self-identified as 
Indigenous, 4.7% self-identified as Asian, one in ten as Hispanic or Latina 
and 1% self-identified as other persons of color (Figure 2Error! Reference source not found.). Two thirds 
of the respondents (66.3%) self-identified as White, and 210 participants did not provide this 
information. The distribution of paternal race was similar (See   

Figure 1: Map of residence at time of pregnancy (n= 2700) 

Participants from Puerto Rico (n=28) not shown

Compared to the population of childbearing people in the US, the GVtM sample 
over represented midwifery clients, those who had a community birth and 
childbearing people with advanced education.

Self-identified race, ethnicity or cultural heritage 

One in seven women self-identified as Black, 3.1% self-identified as Indigenous, 
4.7% self-identified as Asian, one in ten as Hispanic or Latina and 1% self-
identified as other persons of color (Figure 2). Two thirds of the respondents 
(66.3%) self-identified as White, and 210 participants did not provide this 
information. The distribution of paternal race was similar (See Table 2). 

Women who lived in rural areas of the country were, on average younger 
(30.6 years versus 32.2 years), more likely to report family incomes of 
$30,000 or less (20.2% versus 11.8%) and more likely to report that the 
primary source of payment for maternity care was Medicaid or CHIP 
(20.0% versus 13.6%), compared to their urban counterparts. 
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Figure 2: Self-identified 
maternal race (n=2700)

Table 2: Self-identified maternal (n=2700) and paternal (n=2700) race

Self-identified as: Maternal race 
n (%) 

Paternal race
n (%)

Black 
(Identified as Black or African in any of the race fields)

380 (15.4) 338 (13.7)

Native American/Native Hawaiian/Indigenous to Mexico or 
South America 
(Identified as Native American/Native Hawaiian/Indigenous in 
any of the race fields but not as Black or African - these women 
were allocated to group 1)

77 (3.1) 43 (1.7)

Asian 
(Identified as Asian in any of the race fields but not as Black/
African/Native American/Native Hawaiian/Indigenous - these 
women were allocated to groups 1 or 2)

117 (4.7) 93 (3.8)

Hispanic/Latina 
(Identified as Hispanic/Latina in any of the race fields, but 
not as Black/African/Native American/Native Hawaiian/
Indigenous/Asian – these women were allocated to groups 1,2 
or 3)

241 (9.8) 225 (9.1)

Other person of color 
(Not already allocated to groups 1-4)

24 (1.0) 52 (2.1)

White 

(Identified as White in any of the race fields, and were not 
already allocated to groups 1-5)

1651 (67.0) 1714 (69.5)

Missing cases 210 235

 
 

27 
 

Table 2).  

 

Figure 2: Self-identified maternal race (n=2700) 

 

 

  

15%
3%

5%

10%

1%

66%

Black

Indigenous

Asian

Latinx

Other PoC

White



25

Giving Voice to Mothers 

Reproductive history

Over 60% of women had given birth more than once 
at the time of data collection, 1.2% had never given 
birth and 37.7% had given birth once before; 128 
women reported that their most recent pregnancy 
resulted in a miscarriage, abortion, stillbirth or 
neonatal loss. See Table 3 for more details about the 
reproductive histories of survey participants. 

Table 3: Reproductive histories of 
participating women

n (%)

Parity
 One birth/no births

 Multiple births

1049 (38.9)

1648 (61.1)

Number of previous pregnancies
 1
 2

 3 

 4 or more

615 (22.8)

766 (28.4)

602 (22.3)

713 (26.5)

Number of previous births
 0
 1

 2

 3

 4 or more

33 (1.2)

1016 (37.7)

929 (34.4)

412 (15.3)

307 (11.4)

Pregnant at time of data collection
 Yes

 No

363 (13.5)

2333 (86.5)

Most recent pregnancy resulted in: 
 Miscarriage/abortion 

 Stillbirth or newborn loss 

114 (89.1)

14 (10.9)

History of Caesarean 
 Yes

 No

308 (12.3)

2187 (87.7)

PREGNANCY CARE

Women used different sources to help them 
choose a prenatal care provider (Table 5, Table 
B.1). Half of respondents reported that they 
considered their previous birth experiences 
(50.8%), and information from books on 
pregnancy (50.6%) and friends (48.6%) when 
selecting a provider. Online sources were also 
quite common (44.1%) and 27.7% considered 
input from their parents, but information 
from medical professionals or community 
health services appeared to be less influential. 
These findings did not vary much across racial 
groups, but Indigenous women listed their 
grandmothers and sisters as important 
sources of information more often than 
other groups. 

Women started prenatal care, on average, in their 
second month of pregnancy (range 1-9 months). 
Women had an average of 11 prenatal visits with 
their doctor or midwife (range 1-15 visits). A 
small proportion of women (n=176, 8.1%) had 
five or fewer prenatal visits. The mean numbers 
of prenatal appointments were similar for urban 
versus rural residents (11.1 versus 10.9). 

If you found out that a close friend 
or family member was pregnant, 
what would be the most important 
advice you could give them?

Self-identified as White, had hospital birth with 
a midwife in New York

Get to know how your care provider works; 
what are their policies during birth, what 
are the statistics of the hospital you will be 
birthing at, press your provider for details 
(how many of your patients’ births did you 
induce last year, how many successful 
VBACs did you attend last year), and change 
providers if you don’t like the answers. The 
birthing room is not the time to find out that 
you don’t agree with your provider. 

“
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What was the best thing about the 
care you received?

Self-identified as South East Asian, had 
homebirth with a midwife in California

I transferred into another midwifery 
practice at 35 weeks after my prior 
midwifery practice severed our contract 
due to their inability to “deal” with my 
anxiety and depression. I was sent a form 
letter and referred to practices that could 
not accommodate me at that stage in my 
pregnancy. I was happy to find someone 
at 35 weeks who was relatively new to 
practicing as a licensed midwife but still 
very kind and supportive of my needs. 

”

One in three women had physicians most directly 
involved in their prenatal care: 665 (26.5%) saw 
obstetricians/gynecologists and 39 (1.6%) family 
doctors. A small proportion of respondents 
saw nurse practitioners, nurses or physician 
assistants (n=26, 0.9%) for their prenatal care. 
Seven women were unsure of their provider type 
(0.3%) and 28 did not have any of the listed 
providers (1.1%). Black and Hispanic women 
were most likely to report an obstetrician as their 
primary prenatal care provider (41.5% and 36.3% 
compared to 21.3% of White women, 33.0% of 
Asian women and 20.8% of Indigenous women). 
White and Indigenous women were the most 
likely to report prenatal midwifery care (76.8% 
and 76.7% versus 54.5% of Black women, 60.1% 
of Latina women, and 65.5% of Asian women). 
Access to midwifery care was similar for urban 
versus rural participants (71.1% versus 74.3%). 

Two in three women reported that midwives were 
most directly involved in their prenatal care: 989 
(39.4%) saw CNMs, 358 (14.3%) CPMs, 131 (5.2%) 
LMs, 47 (1.9%) CMs and 212 (8.5%) had prenatal 
midwifery care but did not know the type of 
midwife. The large proportion of women receiving 
midwifery care reflects the intentional oversampling 
of women who sought to have a community birth.

The average length of prenatal appointments is 
listed in Table 4, for the full sample and broken 
down by prenatal care provider, and is stratified 
by race in Figure 3. Midwife clients reported 
longer appointments than physician 
clients. When restricting the analysis to women 
who planned a hospital birth, midwifery clients 
still reported longer prenatal appointments, 
e.g., 15.3% of midwifery clients versus 5.8% of 
physician patients reported that the average length 
of prenatal appointments was 31-60 minutes.

What was the best thing about the 
care you received?

Self-identified as Black, had hospital birth 
with a midwife in Virginia

I switched OBs at 27 weeks and again at 
36 weeks, finally going to a midwifery/OB 
practice where I had the vaginal birth with 
no pain meds that I wanted after all of the 
drama/stress of trying to find someone 
who would respect my needs as a sexual 
violence survivor. My doula helped! I loved 
the midwife who was working during my 
labor. I had one good, knowledgeable, 
compassionate, empathetic nurse who 
gently persuaded me to accept induction.

“
The majority of respondents (n=1730; 70.9%) did 
not change their care provider during pregnancy. 
Of those who changed care providers during 
pregnancy, 245 (25.3%) changed because of a 
preference for birth setting (home, birth center, 
hospital), 181 (18.7%) because of options for care 
that their first doctor or midwife did not offer, 140 
(14.4%) because of a preference for a different type 
of provider, 36 (3.7%) changed from a midwife to 
a doctor because of medical concerns, 27 (2.8%) 
changed to a specialist doctor due to medical 
concerns and 23 (2.4%) changed providers because 
of limited perinatal services in their community. 
When reporting on whether their partner/spouse 
met the doctor or midwife during their pregnancy, 
most respondents said yes (2297, 93.5%), 29 (1.2%) 
said ‘not applicable’ and 131 (5.3%) said no.
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Table 4: Length of prenatal appointments, stratified by 
prenatal care provider

Figure 3: Length of prenatal appointments, stratified by race

Full sample 
(n=2240)

Prenatal care provider: 
Midwife (n=1550)

Prenatal care provider: 
Doctor (n=627)

n (%) n (%) n (%)

< 10 minutes 98 (4.4) 27 (1.7) 66 (10.5)

10-15 minutes 464 (20.7) 167 (10.8) 274 (43.7)

16-30 minutes 579 (25.8) 332 (21.4) 233 (37.2)

31-60 minutes 761 (34.0) 700 (45.2) 48 (7.7)

> 60 minutes 338 (15.1) 324 (20.9) 6 (1.0)
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Table 5: When I was choosing my prenatal care provider I considered what I learned from… 
stratified by race (n=2138)2 

2 Table 5 shows a heat map, where the cells are shaded according to their value. Here, cells are dark shaded 
for larger values, whereas light shaded cells reflect smaller values. 

Because the denominator for this analysis is unknown, analysis is restricted to people who completed the survey. 
Multiple responses were possible.

Asian
(n=90)

Black
(n=320)

Indigenous
(n=60)

Latina
(n=188)

White
(n=1416)

My/my partner's previous birth 
experiences 50.0% 51.3% 50.0% 36.2% 53.2%

My parent(s) 24.4% 22.8% 29.7% 21.3% 29.9%

My grandmother(s) 5.6% 4.7% 14.1% 5.3% 5.9%

My sisters 6.7% 10.9% 20.3% 10.1% 12.6%

Friends 45.6% 36.9% 39.1% 36.7% 53.7%

Co-workers 12.2% 10.9% 4.7% 9.6% 12.3%

Online connections (websites, 
parenting forum members) 36.7% 44.7% 51.6% 43.6% 44.1%

Community Health Services 4.4% 2.2% 3.1% 1.6% 1.3%

My family doctor 6.7% 4.7% 6.3% 6.9% 6.4%

Books about pregnancy and birth 42.2% 45.6% 50.0% 44.7% 53.1%

My doula 17.8% 14.4% 18.8% 13.8% 16.0%

Other 21.0% 15.9% 18.7% 16.0% 15.8%
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If you found out that a close friend 
or family member was pregnant, 
what would be the most important 
advice you could give them?

What was the best thing about 
your care?

Self-identified as White, had homebirth with 
a midwife in New York

Self-identified as Black African, 
planned hospital birth

Find your own way. Research your 
options and do not be afraid to do 
something differently from your family 
or friends if it is what you are drawn to. 
Be sure to research the current rates 
of Caesarean sections while making 
your choice. Consider homebirth and 
midwifery care for the comfort they 
give and the autonomy that you can 
have. Hire a doula to help you remain 
focused and calm and to be your 
support. Your body is built to do this, 
and you can do it, so try not to fear.

I felt very informed every step of the 
way about options for care and pros 
and cons of various decisions we 
had to make. 

”

”

PRENATAL EDUCATION 

Of the 2185 women who answered the question 
about prenatal education classes, 961 (44.0%) said 
that they attended classes in their most recent 
pregnancy. Women who were pregnant for the 
first time or had given birth once before (i.e., 
nulliparas and primiparas) were much more likely 
to attend prenatal education classes compared to 
women who have given birth two or more times 
(multiparas) (81.4% versus 20.6%). 

Attendance at prenatal education classes 
was highest among Asian & Hispanic women 
(55.8% and 54.7%) and lowest among Black 
and Indigenous women (38.2% and 41.2%), 
with White women falling between those 
groups at 43.6%. A small proportion of women 
(n=159, 7.3%) participated in group prenatal care. 
Group care includes meeting with other women 
of similar gestational age for several sessions 
throughout pregnancy and the early postpartum to 
discuss their progress/concerns, while the doctor 
or midwife, within the group space, completed the 
standard physical health check.

If you found out that a close friend 
or family member was pregnant, 
what would be the most important 
advice you could give them?

Self-identified as White, had homebirth with 
a midwife in New York

[..] If you plan to deliver in a hospital, take a 
naturally focused childbirth education class 
and create a birth plan and make sure your 
provider will respect it before you deliver.“

CONTINUITY OF CARE 

Half of respondents (n=1088, 49.9%) said that they 
always or almost always saw the same person for 
their prenatal care, one in three (n=735, 33.7%) 
saw two or three different people during prenatal 
care and 359 (16.5%) said that four or more 
different people shared their prenatal care. Similar 
proportions of women under the care of doctors 
versus midwives reported continuity of care 
provider: 53.0% of women whose primary prenatal 
care provider was a doctor reported that they 
always or almost always saw the same provider, 
versus 48.9% of midwifery clients. Women from 
rural areas were more likely to report continuity 
of care during pregnancy, with 63.6% always or 
almost always seeing the same care provider, 
versus 48.8% of urban residents. 
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Most respondents (1548, 71.6%) had the same 
doctor or midwife who cared for them during 
pregnancy attend their birth, 250 (11.6%) were 
attended in birth by someone they met briefly 
during prenatal care, 338 (15.6%) were attended by 
someone they did not meet until the time of labor 
and/or birth and 27 (1.2%) were attended in birth 
by some other person. 

The majority of women reported that the doctor or 
midwife who was in charge of their birth care was 
female (n=1914, 87.4%); 99.9% of midwives and 
62.6% of doctors were women.

What was the best thing about your care? 

Self-identified as White, had hospital birth 
with a physician in Maryland 

Because I became so ill with preeclampsia, 
many decisions had to be made quickly 
and efficiently -- including my transport 
to a distant medical center with a NICU 
and induced to deliver my baby 8 weeks 
premature. Despite the scary situation, my 
care team was very compassionate and 
made us feel like we were a part of the 
decision-making . . . even though, rationally, 
I do not think we were. I understand why 
everything had to happen the way it did, 
though it was tough at the time.

”

HEALTH PROBLEMS DURING 
PREGNANCY

Two out of three women reported no health 
problems during the pregnancy. White, Latina 
and Asian women were more likely to report no 
pregnancy health problems (71.4%, 70.1% and 
72.6%) compared to Black and Indigenous women 
(64.7% and 61.0%). Women reported high blood 
pressure (7.2%) most commonly as the type of 
problem they experienced (Table 6).

Similar proportions of women from rural versus 
urban areas reported no health problems during 
pregnancy (73.0% versus 70.3%).

CHILDBIRTH
Of survey respondents 1432 (65.2%) reported that 
a midwife led their care during labor and birth, 
633 (28.8%) had an obstetrician/gynecologist 
primary care provider, and 77 (3.5%) had other 
care providers (i.e., family doctor, nurse or nurse 
practitioner). Thirty-six women (1.6%) did not 
have any care provider at their birth and 19 (0.9%) 
were unsure. 

How did labor start?

A little over a third of women (n=779, 35.7%) tried 
to start their own labor with a variety of methods. 
The most common techniques included sexual 
intercourse (n=532, 68.3%), nipple stimulation 
(n=411, 52.8%) and a mixture of physical 
therapeutic techniques (n=236, 30.3%) (Table 7).

If you found out that a close friend 
or family member was pregnant, 
what would be the most important 
advice you could give them?

Self-identified as White, had homebirth 
with a midwife in New York

Trust yourself and your body and if at 
all possible, see the same provider 
throughout your pregnancy. Continuity 
of care and a trusting relationship with 
your care provider is so important.“

Continuity of care provider varied by maternal 
race, with 74.4% of White women reporting that 
their lead prenatal care provider also attended their 
birth, compared to 64.2% of Black women, 65.8% 
of Latina women, 69.1% of Asian women and 70.6% 
of Indigenous women. Continuity of care also 
varied by prenatal care provider: 56.3% of women 
who had a physician as their primary prenatal 
maternity care provider had the same person who 
provided prenatal care attend their birth, compared 
to 78.7% of midwifery clients. In other words, while 
continuity of care was similar during pregnancy 
between physician versus midwifery clients, 
midwifery clients were more likely to be attended 
by their prenatal care provider during birth. 
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Table 6: Prenatal concerns, for full sample (n=2138) and stratified by planned birth place

Table 7: Techniques used by women to induce their own labors (n=779)

Full sample 
(n=2240)

Planned community 
birth (n=1196)

Planned hospital birth 
(n=942)

n (%) n (%) n (%)

No health problems 1503 (70.3) 948 (79.3) 555 (58.9)

High blood pressure 153 (7.2) 53 (4.4) 100 (10.6)

Problems with baby’s 
growth 45 (2.1) 6 (0.5) 39 (4.1)

Problems with baby’s 
health 33 (1.5) 9 (0.8) 24 (2.5)

Gestational diabetes 97 (4.5) 19 (1.6) 78 (8.3)

Premature labor and 
birth 86 (4.0) 23 (1.9) 63 (6.7)

Breech baby 94 (4.4) 49 (4.1) 45 (4.8)

Other medical problem 281 (13.1) 121 (10.1) 160 (17.0)

n %

Sexual Intercourse 532 68.3

Nipple Stimulation 411 52.8

Other* 236 30.3

Acupuncture 231 29.7

Herbs 227 29.1

Castor Oil 153 19.6

Homeopathics 141 18.1

Reflexology 128 16.4

*Such as walking, exercise, massage and chiropractic treatments. 
Multiple responses were possible. 

Multiple responses were possible. 
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One in five women (509, 23.4%) reported that their doctor or midwife tried to 
induce their labor by using drugs or some other techniques; one in three women 
(34.6%) who saw physicians during pregnancy versus one in five (19.0%) who saw 
midwives, were induced. Most women reported that the reason why their maternity care 
providers wanted to induce labor related to them being “overdue”, with little variation by provider 
type and place of birth. Worry about the size of the baby was a common reason for induction of 
women under physician care, but uncommon among midwifery clients (Table 8). Induction for 
maternal or newborn health problems was more common among physician patients. 

 Full sample 
(n=498)

Physician at 
hospital birth 
(n=228)

Midwife at 
hospital birth 
(n=118)

Midwife at 
community birth 
(n=129)

A doctor or midwife was 
concerned that I was “overdue” 25.7% 22.4% 28.0% 29.5%

My water had broken and there 
was fear of infection 13.2% 12.7% 14.4% 12.4%

It was close to my due date 12.8% 10.5% 13.6% 14.7%

A doctor or midwife was worried 
about the size of the baby 12.2% 19.7% 7.6% 3.1%

I had a health problem that 
required a quick delivery 11.8% 17.5% 10.2% 3.1%

A doctor or midwife was 
concerned that the amniotic 
fluid around the baby was low

10.4% 13.2% 11.0% 3.9%

I wanted to get the pregnancy 
over with 10.4% 5.7% 8.5% 22.5%

A doctor or midwife was 
concerned that baby was not 
doing well and needed to be 
born soon

6.7% 10.5% 5.1% 1.6%

I wanted to control the timing 
for work or other personal 
issues

3.1% 3.1% 3.4% 2.3%

I wanted to give birth with a 
specific doctor or midwife 2.9% 4.4% 2.5% 0.8%

Other 32.0% 28.9% 33.9% 38.0%

Table 8: Reasons midwife or doctor tried to induce labor (n=498)3

3 Table 8 shows a heat map, where the cells are shaded according to their value. Here, cells are dark shaded for larger values, whereas light shaded cells 
reflect smaller values. Multiple responses were possible. 
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Induction for maternal or newborn health 
problems was more common among physician 
patients. Table 9 is a list of techniques that care 
providers used to induce labor. 

The most common methods used (respondents 
could select more than one) were stripping of 
membranes (55.8%) and oxytocin induction 
(46.4%). Almost a third of women reported that 
providers broke their water to attempt to start labor. 
When asked whether the techniques to induce labor 
that their care providers used actually started labor, 
354 women (69.7%) said yes, 92 (18.1%) said no and 
62 (12.2%) were unsure. 

Midwives who attended women in their homes or 
at free-standing (i.e., not attached to a hospital 
or care center) birthing centers most often used 

What was the worst thing about 
the care you received?

Self-identified as White, had hospital birth 
with an OB in Illinois 

I felt pressured to be induced. I knew most 
first-time moms go to 42 weeks. Induction 
was discussed just prior to 40 weeks. At 
41 weeks a non-stress test was ordered 
with great results then 2 days later another. 
So many tests made me anxious that 
something could be going wrong, and I 
agreed to induction at 41 weeks 3 days.

” sweeping of the membranes and encouragement 
to walk and move to induce labor. Midwives who 
attended women at the hospital most often used 
sweeping of the membranes, and oxytocin (Pitocin) 
and encouragement to walk and move to induce 
labor. Two in three women who were attended 
by physicians at the hospital and had their labors 
induced reported receiving Pitocin. Other common 
techniques used by physicians to induce labor were 
sweeping of membranes, breaking the water and 
placing medication near the cervix. 

Labor progress 

Of women who experienced labor (i.e., excluding 
women who had a planned Caesarean birth) 419 
(20.1%) were given medication to make their labors 
progress faster: 391 (19.4%) received Pitocin (“pit”) 
or oxytocin by IV, 15 (0.7%) received Cytotec or 
misoprostol and 13 (0.6%) were augmented but 
were not sure what was used. Augmentation rates 
varied by type of healthcare provider: 45.0% of 
women who were attended by physicians during 
birth reported being augmented, compared to 
11.5% of midwifery clients.

What was the worst thing about the 
care you received?

Self-identified as White, had hospital birth 
with an OB in New York

The worst thing was having to see high risk 
doctor practice. The Maternal Fetal Medical 
Group in NYC is supposed to be the best. 
I was cycled through around 10 different 
doctors. It was extremely impersonal care. 
They would meet with me 10 minutes at most 
for each visit. They wanted to induce me for 
no reason, and I was scared into inducing 
my own labor with acupuncture, because 
they wanted to schedule an induction for no 
reason. Luckily, I started labor that evening, 
so I was not “late”.

“
With little variation by provider type and 
place of birth, most women reported 
that the reason why their maternity care 
providers wanted to induce labor was 
related to them being “overdue”. Worry 
about the size of the baby was a common 
reason for induction of women under 
physician care, but uncommon among 
midwifery clients. 
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Table 9: Method used by midwife or doctor to try and induce labor (n=498)

Did they… Full sample
(n=498)

Physician at 
hospital birth 
(n=228)

Midwife at 
hospital birth
(n=118)

Midwife at 
community birth
(n=129)

n (%) n (%) n (%) n (%)

Insert a finger into your 
cervix to “sweep” or 
“strip” the membranes 
loose

284 (55.8) 95 (41.7) 73 (61.9) 98 (76.0)

Give you Pitocin (“pit”) 
or oxytocin through an 
intravenous (“IV”) drip 
to start your labor

231 (46.4%) 157 (68.9) 58 (49.2) 1 (0.8)

Break your bag of water 
with a small tool similar 
to a crochet hook to 
start your labor

153 (30.7) 90 (39.5) 39 (33.1) 15 (11.6)

Direct you to walk or 
do other exercise/
movement

170 (33.4) 59 (25.9) 49 (41.5) 54 (41.9)

Place medication (gel, 
pouch, or tablet) near 
your cervix

105 (20.6) 64 (28.1) 30 (25.4) 3 (2.3)

Try to cause your labor 
to begin some other 
way (please specify)

61 (12.0) 17 (7.5) 13 (11.0) 27 (20.9)

Give you an oral 
medication 40 (7.9) 25 (11.0) 9 (7.6) 3 (2.3)

Nipple stimulation 36 (7.1) 9 (3.9) 12 (10.2) 15 (11.6)

Not sure how 1 (0.2) 0 0 1 (0.8)

Multiple responses were possible. 



35

Giving Voice to Mothers 

Pain relief methods used during labor 

Women selected from a list of drug-free pain 
relief methods that they used to make them more 
comfortable (Table 10). Regardless of setting, 
most women reported using position 
changes, showers or tubs, physical support 
like massage and birth balls. Less than a third 
(28.4%, n=607) reported the use of epidurals. Table 
10 lists these drug-free methods, for the full sample 
and by birth setting. Women who gave birth at 
home or a free-standing birthing center used the 
following drug-free techniques most often: position 
changes and movement, water immersion, breathing 
techniques, hands-on techniques (such as massage, 
stroking, reflexology, or acupressure) and mental 
strategies (such as relaxation, visualization, or 
hypnosis). Women who gave birth at the hospital or 
alongside birthing center used the following drug-
free techniques most often: Position changes and/or 
movement, breathing techniques, use of large “birth 
balls” for support and hands-on techniques (such as 
massage, stroking, reflexology, or acupressure).

What was the best thing about 
your care?

Hospital birth with an OB in New York

The head nurse that helped me through 
the end of my labor was awesome. She 
had experience with drug free labor, so 
she knew how to be supportive, used 
counter pressure. ”
The epidural method (n=607, 28.4%) was the 
most common pharmaceutical method for pain 
management during labor, followed by intravenous 
narcotics (e.g., Demerol) (n=115,5.4%) (Table 11). 
Less than 2% (n=25) stated they used nitrous oxide. 
Midwifery clients were more likely to report that 
they did not use any pain medication during labor 
compared to women who were under the care of a 
physician: 96.8% of women who had a community 
birth with a midwife did not use any pain medications 
during labor, compared to 53.6% of women who had 
a hospital birth with a midwife, compared to 32.7% 
who gave birth at the hospital with a physician. 

Length of Labor

Women reported, to the best of their memory, 
how many hours elapsed from the time when they 
first had regular contractions until they gave birth. 
The most commonly cited numbers of hours were: 
11-15 hours (reported by 303 or 15.3% of women), 
followed by 16-24 hours (n=238, 12.0%), and 25-36 
hours (n=168, 8.5%). Approximately one in five 
women (n=557, 21.9%) reported that the interval 
between onset of labor and birth was 16 hours or 
longer. A slightly higher proportion of Latina and 
Indigenous women (28.4% and 28.2%), compared 
to Black (21.8%), White (22.6%) and Asian women 
(22.6%), reported intervals of 16 or more hours.

What was the worst thing about 
your care?

What was the worst thing about 
your care?

Self-identified as White, had hospital birth 
with a midwife in New York

Self-identified as White, had hospital birth 
with an OB in California

Being forced to get Pitocin and epidural. 
I was told I would have to sign something 
that said I was going against all medical 
advice and the hospital would be liable for 
nothing if I didn’t get Pitocin.

During labor I was offered Pitocin when I 
was on active labor and progressing just 
fine. There was no need for it. I was also 
confined to the bed where I eventually (at 
8 cm dilated) requested an Epi because I 
was “not allowed” to get up and move for 
fear of my baby not being ok. They wanted 
to see him active on the stupid monitor. 
His heartbeat was perfect so there was no 
need. I originally wanted an all-natural birth 
but was pressured into an Epi after a nurse 
suggested I need to.

“

“
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Table 10: Drug-free pain relief methods used to initiate or augment labor, 
for full sample (n=2138) and stratified by actual place of birth 

Full 
sample
(n=2138)

Home/Freestanding Birth Center
(n=1051)

Hospital/Alongside Birth Center
(n=1068)

Position changes 
and/or movement 74.9%  87.1% 62.7%

Breathing techniques 61.1% 65.8% 56.4%

Hands-on techniques 
(e.g. massage, 
stroking, reflexology 
or acupressure) 

50.8% 61.5% 40.4%

Mental strategies 
(e.g. relaxation, 
visualization or 
hypnosis) 

45.9% 53.3% 38.9%

Immersion in a tub or 
pool 45.7% 69.3% 22.7%

Use of large “birth 
balls” for support 45.7% 50.7% 41.2%

Shower 30.2% 37.6% 23.1%

Application of hot/
cold objects to my 
body 

26.4% 32.0% 21.0%

Prayer 15.2% 18.9% 11.5%

Chanting or song 12.6% 15.9% 9.6%

None 11.2% 1.4% 21.0%

Homeopathy 7.9% 11.8% 4.1%

Some other method 7.1% 8.0% 6.3%

Herbs 6.8% 10.1% 3.7%

Nipple stimulation 6.3% 7.9% 4.9%

Acupuncture 2.7% 3.9% 1.5%

Multiple responses were possible. 
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Maternal positions at birth

Among women who gave birth vaginally, one 
in three gave birth lying on their backs (n=534, 
28.3%), 374 (19.8%) on their hands and knees, 353 
(18.7%) propped up/semi-sitting, 289 (15.3%) gave 
birth in the squatting position, 161 (8.5%) were 
lying on their side, 109 (5.8%) in another position 
and 68 (3.6%) gave birth in the standing position.

Table 11: Medications used for pain in labor (n=2138)

n %

I did not use any pain medication 1435 67.1

Epidural or spinal/intrathecal (medication delivered into 
spinal column) 607 28.4

Narcotics (such as Demerol or Stadol, medication by 
intravenous drip, spray in nose, or a shot) 115 5.4

Used pain medications, but not sure what 45 2.1

General anesthesia (no sensation, no consciousness) 26 1.2

Nitrous oxide (gas breathed through a mask or 
mouthpiece while remaining conscious) 25 1.2

Other 21 1

Pudendal block or other local blocks (injections into the 
vagina or cervix before the birth) 6 0.3

Mode of birth

Most women had a vaginal birth without forceps/vacuum 
(n=1854, 84.6%), 36 (1.6%) had an assisted vaginal 
birth and 302 (13.8%) had a Caesarean birth. One in 
three women with a Caesarean birth (n=89) planned the 
procedure before labor (i.e., had a planned Caesarean) 
(Figure 4). Vaginal birth rates were very high for women 
planning a community birth compared to women who 
planned to give birth at the hospital or an alongside birth 
center (95.1% versus 74.9%). In this study sample, 
like national population-based data, all women 
of color had higher rates of Caesarean birth than 
White women, and rates were highest for Black 
and Asian women and lowest for White women. 

If there is one thing you could 
change, what would it be?

I did the best I could. I wish I didn’t need the 
epidural, but I did need it. I wish it wasn’t so 
strong so I could have given birth in a different 
position from laying on my back. I also wish 
I would have had access to a bath. Maybe I 
wouldn’t have needed the epidural if I could 
have gotten some relief from the tub. But my 
hospital room didn’t have one even though I 
was told it would.

”
Self-identified as European and American 
Indian, gave birth in a birthing center inside 
hospital with midwife in Maryland

What was the best thing about your care?

I had the attentiveness and caring attitude in a 
midwife but in a birthing center at a hospital. I 
needed this as I was doing a VBAC and my first 
pregnancy was an emergency breech C-section.

Self-identified as White, gave birth in a birthing 
center inside hospital with midwife in New Jersey

“
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Similar proportions of rural versus urban residents 
had vaginal births (83.4% versus 84.8%). Among 
the 266 participants with a previous Caesarean 
and who provided data about mode of birth in the 
current pregnancy, 155 (58.2%) had a vaginal birth. 
The vaginal birth after caesarean (VBAC) 
rate among participants who gave birth with 
doctors at hospitals was 26.6% compared to 
75.0% among midwifery clients who gave birth 
at the hospital. 

Among women who had a Caesarean birth (n=302), 
the most common reasons for having a Caesarean 
were as follows: the fetal monitor showed that the 
baby was having problems (n=91, 30.1%), Caesarean 
in previous pregnancy (n=57, 18.9%), labor was taking 
too long (n=51, 16.9%), baby was in breech position 
(n=41, 13.6%), and woman had a health condition that 
led to Caesarean (n=39, 12.9%). 

Labor and birth companions

The most common support person during labor/
birth was a partner (reported by 83.3%), followed 
by a midwife (40.0%), and a doula or trained labor 
assistant (38.5%) (Table 12, Table 13, Table B.2). 
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Figure 4: Mode of birth, stratified by race 
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Table 12: Support person present 
during labor/birth

Vaginal Birth

Caesarean Birth

Vaginal Birth 
with Forceps 
or Vacuum

n (%)

My partner/husband 1780 (83.3%)

A midwife 855 (40.0%)

A doula or trained labor assistant 823 (38.5%)

Another family member 433 (20.3%)

A nurse 314 (14.7%)

My friend 176 (8.2%)

A doctor 84 (3.9%)

I did not receive this type of support 84 (3.9%)

Other 99 (4.6%)

Multiple responses were possible. 
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Table 13: Support person present during labor/birth, stratified by race (n=2138)

Multiple responses were possible. 

Full 
sample Asian (n=90) Black (n=64) Indigenous 

(n=64) Latina (n=188) White (n=1416)

My partner or 
husband 83% 90% 77% 83% 82% 85%

A midwife 40% 43% 26% 50% 34% 43%

A doula or trained 
labor assistant 39% 40% 34% 34% 34% 40%

Another family 
member 20% 16% 32% 17% 23% 18%

A nurse 15% 14% 17% 16% 17% 14%

My friend 8% 8% 12% 8% 6% 8%

Other 5% 1% 5% 3% 4% 5%

A doctor 4% 3% 5% 5% 4% 4%

I did not receive 
this type of support 4% 1% 6% 3% 5% 4%

Most women named their partner as their main 
labor support person, but Black women more often 
reported having other family members than any 
other group (Table 13, Table B.2). Black, Latina, 
and Indigenous women were less likely to have the 
support of a doula than White or Asian women.

Women who did not specify having a doula 
were shown a definition of a doula (i.e., some 
women have a “doula,” or a labor support 
specialist and subsequently asked questions 
about their understanding on their role in 
birth care. The description specified that this 
person usually stays with a woman throughout 
labor and birth to provide emotional support, 
comfort measures, and information) and were 
then asked if they were aware of this type of 
caregiver. Most women (n=1105, 83.6%) said 
‘Yes, I had a clear understanding of this type of 
caregiver’, 162 (12.3%) said ‘Yes, I had heard 
about this type of caregiver, but didn’t have a 
clear understanding’ and 54 (4.1%) said ‘No, I 
had never heard about this type of caregiver’.

What was the best thing about 
your care?
The support I got from my husband and 
Doula during labor and after baby was 
born was the best. My Doula also did a 
postpartum visit to check on how I was 
doing and how baby was feeding, which 
was very supportive and helpful.

”
Self-identified as Black, had hospital birth 
with an OB in Arizona
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What was the best thing about 
your care?
That my midwife stayed with me the whole 
entire time that I was in active labor, and 
she tried to do everything on my birth plan 
that I requested even though I had to be 
induced due to preeclampsia. ”
Self-identified as White, gave birth in 
a birthing center inside hospital with a 
midwife in Illinois 

Knowledge of doulas varied by race, with 
7.8% of Black women and 7.1% of Indigenous 
women reporting no knowledge of doulas, 
compared to 3.5% of White women, 3.3% of 
Latina women and 1.9% of Asian women. Of 
the women who did not have a doula during 
labor/birth (n=1318), 546 (41.4%) would 
have liked to have had the care of a doula 
during their most recent birth. Preferences 
for doulas varied by race, with high demand 
among Black (58.7%), Latina (62.1%), and 
Indigenous women (54.5%) and lower 
demand among Asian (38.9%) and White 
women (33.6%).

CHOICE OF BIRTHPLACE 
Of the 2526 women who answered the question 
about where they planned to give birth, 1176 
(46.6%) planned a home birth, 244 (9.7%) planned 
to give birth at a freestanding birth center, 159 
(6.3) at a birthing center inside a hospital and 688 
(36.6%) at a hospital. Women who resided in rural 
areas were more likely to plan to give birth in a free-
standing birth center or at home (62.0%) versus 
55.8% of women from urban areas. Of the women 
who planned a hospital birth, 178 (16.4%) did not 
know about community birth options. Women 
of color were more likely to report that 
they did not know about community birth 
options (20.4%) compared to White women 
(13.5%). Of the women who planned a community 
birth, 637 (46.3%) made the decision before they 
became pregnant, 564 (41.0%) in the first trimester, 

128 (9.3%) in the second trimester, 46 (3.3%) in 
the third trimester and 2 (0.1%) during labor. 63 
women (4.6%) changed their planned place of birth 
because of pregnancy complications. 

Public reactions to choice of birth place

The majority of women who planned a community 
birth (82%) felt judged or criticized for their choice 
of birth place. They reported that they were judged 
or criticized by the public (37.5%), healthcare 
providers or hospital staff (32.5%), their friends 
(32.1%), their in-laws (31.5%), their parents (29.4%) 
or work colleagues (28.9%) (Table 14). 

What was the best thing about 
your care?

Self-identified as White, had homebirth with 
a midwife in Washington

My out-of-hospital midwife/homebirth was 
so respectful, compassionate, and caring, 
that it shined a light on how good my first 
three birth experiences could have been.“

What was the best thing about 
your care?

What was the worst thing about 
your care?

Self-identified as White, had homebirth with 
midwife in New York

Self-identified as White, gave birth in free-
standing birth center with an OB in New York

My homebirth midwives were the best. I 
felt loved and supported and respected 
throughout my pregnancy, birth, & 
postpartum. It is a feeling I wish for every 
mom in the world to experience. This is one of 
the top 5 reasons I chose homebirth.

The worst thing was that I had to fight my 
insurance company to pay for my out of 
hospital birth. Thankfully my husband is an 
attorney and forced the insurance company to 
cover our birth. Not everyone would have had 
the resources to fight them and that’s a shame.

“

“
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Because the denominator for this analysis is unknown, analysis is restricted to people who completed the survey. Multiple responses were possible. 

Home/Freestanding Birth Center 
(n=1051)

Hospital or Hospital-Linked Birth Center 
(n=1068)

My midwife 0.6% 0.6%

My partner or spouse 3.2% 2.1%

Community organizations 3.6% 1.3%

Other (please specify): 6.7% 3.7%

Members of my faith community 7.0% 1.6%

My aunties 10.9% 1.0%

My grandparents or elders 13.4% 2.1%

My sisters or brothers 15.9% 2.2%

Nobody 17.5% 77.4%

My doctor 20.1% 2.9%

Work colleagues 28.9% 4.4%

My parents 29.4% 5.4%

My in laws 31.5% 4.4%

Friends 32.1% 9.8%

Healthcare providers or hospital staff 32.5% 2.7%

The public 37.5% 3.0%

Table 14: I felt judged or criticized about where I chose to give birth by______, 
stratified by planned place of birth (n=2138)

Why choose community birth?

Table 15 shows an ordered list of factors rated 
as important or very important by participants 
who planned a community birth. Top 
reasons included: control over my childbirth 
experiences, comfortable, peaceful environment, 
low intervention options for care, to avoid 
disturbance of my labor, to avoid having to fight 
for my desired birthing experience, to avoid 
a caesarean section, safety, confidence in my 
own body, better for baby, to avoid separation 
from my baby, to avoid hospital policies and 
procedures and to avoid time limits. 

What was the best thing about 
your care?

Self-identified as White, gave birth in free-
standing birth center with an OB in New York

This was my third birth and first out of 
hospital. It was an amazing experience that 
I wouldn’t trade for anything. I was given 
respect and access to my child, something the 
hospital denied me of with my first two births.“
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Table 15: Factors that were important in decision-making for a planned home 
or birth-center birth. Proportions are rank-ordered.

Factor was important or very important n (%)

Control over my childbirth experiences 1284 (98.0)

Comfortable, peaceful environment 1294 (98.0)

Low intervention options for care 1266 (97.7)

Avoid disturbance of my labor 1270 (97.5)

Avoid having to fight for desired birthing experience 1269 (96.9)

Avoid caesarean section 1241 (96.7)

Safety 1279 (96.6)

Confidence in my own body 1270 (96.6)

Better for baby 1254 (95.9)

Avoid separation from my baby 1237 (95.8)

Avoid hospital policies and procedures 1215 (94.2)

Avoid time limits 1198 (93.7)

Privacy 1196 (92.1)

My previous home birth 449 (91.4)

My previous hospital birth experience 551 (86.4)

Experience with disrespectful care in the hospital 800 (84.6)

My previous birth in a birth center 203 (76.0)

Witness to someone else’s home birth 352 (77.9)

Witness to someone else’s hospital birth 476 (75.7)

Dislike hospitals and doctors 843 (70.5)

Avoid car ride 766 (67.0)

Witness to someone else's birth-center birth 191 (66.8)

Allowed me to have a VBAC 138 (64.2)

My family or community has home births 347 (54.7)

Cost 418 (39.6)

Ability to follow cultural traditions of my ancestors or people 242 (38.4)

Information from social media 308 (34.8)

Excluded from denominator are the ‘not applicable’ responses. In this section denominators were variable. 
Percentages are based on total valid responses. 
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Transfer from home to hospital

Among all those who who planned a community 
birth in this study (n=1420), 129 women (9%) 
were transferred to hospital. Ninety-four women 
answered questions about the timing of transfer: 
most (n=93, 98.9%) transferred during labor (i.e., 
before birth) and 1 (1.1%) transferred 6 hours after 
birth. Most were transferred by car (n=83, 89.4%), 
7 (7.4%) by ambulance, 2 (2.1%) by taxi and 1 
woman walked. 

What was the worst thing about 
your care?

Once I was told I was being transferred,   
my opinions, concerns, and really my  
whole self was ignored, and I did not matter. ”Self-Identified as Eastern African, had hospital 
birth after planning a midwife-attended birth in 
a free-standing birth center in Virginia

These service users provided a lot of detail on their 
experience of the process of transfer, upon arrival 
at the hospital, and ensuing care. These data 
illuminate the gaps between Best Practice 
(22) and current conditions for access to 
high quality care across birth settings. Two 
in three women were accompanied by their midwife 
when they transferred to the hospital, and most 
were also accompanied by their partner; one in five 
also had other family members with them (Table 
B.3). The most common reasons for transfer were 
slow labor, fatigue, water broken for too long, and a 
desire for pain medication (Table 16). 

Results in Table 17, Table 18, and Table 19 
highlight gaps in best care practices for women 
who transferred to hospital from the community. 
For example, 7.5% said that their midwife did 
not help them understand the reason for the 
transfer once they arrived at the hospital (Table 
17). Nine percent said that hospital staff would not 
communicate with their midwife at all. Continuity 
of care was disrupted for one in three women who 
transferred to the hospital (31%) and who reported 
that their midwife was not able to stay with them 
after transfer, as part of their care team. More than 
20% of respondents were not allowed to participate 
in decision-making around their care (Table 18). 
Following discharge, 15% said that their midwife did 
not provide care after hospital discharge (Table 19).

Women who transferred to hospital reported 
if they were treated poorly because of  
1) their decision to have a home birth, 
2) a difference in opinion with their 
caregivers about the right care for 
themselves or their baby, or 3) a difference 
in opinion between the midwife and hospital 
staff. The proportion who said that they were 
always, often, or usually treated poorly for 
these reasons was as follows: 40 (47.6%), 52 
(55.9%) and 28 (33.7%) respectively. 

What was the best thing about 
your care?

Self-identified as Cuban, had hospital birth 
with an OB in Arizona after planning a 
homebirth with a midwife

Even though I had to transfer care, 
my midwife never once made me feel 
abandoned.“

Table 16: Reasons for transfer during labor (n=94)

n (%)
Labor was too slow 41 (43.6)

I was too tired 27 (28.7)

Water broken for too long 26 (27.7)

I wanted pain medicines 21 (22.3)

Baby was in wrong position 17 (18.1)

Other 17 (18.1)

Meconium in the fluid 15 (16.0)

I wanted to go to the hospital 12 (12.8)

High blood pressure 7 (7.4)

I had a fever 3 (3.2)

Bleeding too much 1 (1.1)

My house did not have heat            
or water

0 (0)

Multiple responses were possible. 
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Table 17: Actions taken by midwife after agreement to transfer to hospital

Table 18: Intrapartum experiences of people who transferred to hospital

Yes No Not sure 

My midwife… n (%) n (%) n (%)

... helped me understand the reason for the 
transfer 

68 (85.0) 6 (7.5) 6 (7.5)

... notified the hospital of my incoming transfer 74 (87.1) 9 (10.6) 1 (1.2)

... told the hospital the reason for my incoming 
transfer 

74 (87.1) 5 (5.9) 6 (7.1)

... explained how we would get to the hospital, 
and what would happen after we arrived

66 (79.5) 12 (14.5) 5 (6.0)

... gave a verbal report to hospital staff after 
we arrived 

63 (79.7) 5 (6.3) 11 (13.9)

... gave the hospital staff a copy of my prenatal 
and labor record 

64 (78.0) 6 (7.3) 11 (13.4)

... stayed with me as part of the care team 55 (66.3) 26 (31.3) 2 (2.4)

... was allowed to provide support only 45 (58.4) 27 (35.1) 5 (6.5)

... was not allowed to stay with me 15 (20.3) 53 (71.6) 5 (6.8)

Yes No Not sure 

Hospital provider and staff…. n (%) n (%) n (%)

... were sensitive to the emotional impact of 
my change in birth place 

40 (46.5) 41 (47.7) 5 (5.8)

 ... asked me to provide information about my 
labor or birth 

56 (63.6) 26 (29.5) 6 (6.8)

... communicated directly with my midwife to 
obtain additional clinical information

60 (69.8) 13 (15.1) 13 (15.1)

... prioritized keeping my baby with me 61 (69.3) 23 (26.1) 4 (4.5)

... allowed me to participate in decision-
making 

61 (69.3) 20 (22.7) 7 (8.0)

... respected my values, my beliefs and 
preferences when discussing decisions

55 (63.2) 26 (29.9) 6 (6.9)

... coordinated with my midwife to make a 
postpartum care plan 

25 (29.4) 49 (57.6) 11 (12.9)

... would not communicate with my midwife at 
any point 

7 (8.8) 59 (73.8) 14 (17.5)
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Table 19: Post-partum experiences of 
people who transferred to hospital

Yes No Not sure 

n (%) n (%) n (%)
My midwife cared for 
me after discharge 
from the hospital 

70 
(82.4)

13 
(15.3) 2 (2.4)

My midwife received 
my records from the 
hospital 

37 
(43.5)

29 
(34.1) 19 (22.4)

My baby came home 
with me 

80 
(93.0) 6 (7.0) 0 (0.0)

If there is one thing you could 
change, what would it be?

What was the worst thing about 
your care?

What was the best thing about 
your care?

Have my daughter at home, as planned 
and hoped for. But I’m glad and grateful 
that we had access to, and a smooth 
transfer to, a terrific hospital.

After being transferred to the hospital, I felt 
I lost control over the birth. They say they 
support delayed cord clamping and skin-to-
skin, so I didn’t push hard for these things, 
assuming they practice what they preach, but 
these things didn’t happen. I’m 100% sure 
they would have happened with my midwives.

Midwife and her student midwives were 
respectful, compassionate, genuine, and 
very competent. During emergency transfer 
to hospital, paramedics were efficient 
and respectful. On call hospital staff was 
respectful and recovery staff was very nice 
and in touch with the pain I was feeling. 
The coordination of care felt very stable 
and professional between birth center to 
ambulance to hospital to recovery. I am now 
convinced that is the best way to improve 
birth safety in this country.

”

”

Self-identified as White, planned to give birth 
with a midwife at home in California, then 
transferred to hospital

Self-identified as White, had hospital birth in 
Oregon after planning a homebirth with a midwife 

Self-identified as White, planned to give birth 
with a midwife at a freestanding birth center in 
Texas, then transferred to hospital

Most women who transferred (90%) had an 
opportunity to debrief about their transfer 
experiences with hospital staff and 64% also 
had a chance to provide feedback about the 
experience during a postpartum visit with 
their midwife (Table 20).

Table 20: Feedback opportunities offered 
to service users regarding experience of 
transfer to hospital (n=89)

n (%)

With hospital staff prior to 
discharge from the hospital 80 (89.9)

During a postpartum visit with 
my midwife 57 (64.0)

An invitation to provide written 
feedback 16 (18.0)

With my midwife prior to 
discharge from the hospital 15 (16.9)

Through a meeting with hospital 
staff and/or midwife after 
discharge

3 (3.4)

Other (Please specify) 11 (12.4)

Multiple responses were possible. 

“
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Women reported on what is important to them 
during maternity and newborn care. Rank-ordered 
responses are displayed in Table B.4.

When rating their level of agreement with the 
statement “Giving birth is a process that 
should not be interfered with unless 
medically necessary,” 1765 (80.7%) 
completely or strongly agreed. When 
breaking down these findings by actual place of 
birth, we found that 68.8% of women who gave 
birth at the hospital/alongside birth center agreed 
with the statement versus 92.6% of women who 
gave birth in the community. 

The following factors were rated as 
important or very important by more than 
90% of women: 

• Leading decisions about pregnancy, 
birth and baby care.

• Having a trusting relationship with my 
care provider.

• Having a doctor or midwife who is a 
good match for what I value and want 
for pregnancy and birth care.

• Not being separated from baby after 
birth.

• Having enough time to ask questions 
and discuss options for care.

• Having support people of my choice 
present for labor and birth.

• Knowing the midwife/doctor who will 
care for me during birth.

• Choice of birth place (home, birth 
center or hospital). 

Having access to pain relief and having 
their doctor or midwife lead decisions 
around care were cited least frequently. 

Women who planned a community birth were 
more likely to say that it is important or very 
important to lead decisions (95.0%) compared 
to women planning to give birth in the hospital 
or an alongside birthing center (86.1%); 19.1% 
of women who said that it was important or 
very important for them to lead decisions also 
felt that it was important or very important that 
maternity care providers lead decisions.

What was the best thing about 
your care?

Self-identified as Black, had homebirth with 
midwife in California 

Comfort, trust, peace of mind. Every 
midwife appointment felt like going to 
visit a friend. I trusted that she always 
wanted what was best for me, the baby, 
and my family. I was at peace because 
I knew she was experienced and very 
educated in the work she does.

“
When stratifying these findings by race (Table 
B.5), continuity of care (i.e., “Having only one 
midwife or doctor care for me”) was rated 
important or very important for a greater 
proportion of Indigenous (80%) and Black 
women (71%) compared to all other ethnic 
groups (65-60%). Similarly, leading decisions 
about care and knowing the midwife or doctor 
who will attend their birth were rated more often 
as important by Black and Indigenous women. 
Indigenous women were most likely to place 
importance on having support people of their 
choice present at the birth and having a provider 
with expertise in natural pain relief methods. 
Choice of birth place was rated as important 
or very important by all women, and especially 
Indigenous women.

Preferences for Pregnancy Care
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What was the best thing about 
your care?

My most recent birth was my second 
planned homebirth with the same 
midwife I had with my first birth. My 
husband and I both knew her well, so 
we felt well prepared for my son’s birth. 
The best thing about the care I received 
was the trust and understanding that 
my midwife and I already had. She 
already knew my body and was able to 
anticipate the issues that I had during 
labor, transition and delivery. It went 
smoothly. There was no fear, no concern 
about her ability, skill or knowledge.

”
Self-identified as Asian, had homebirth with 
midwife in California 

PREFERENCES FOR PLACE OF BIRTH

Women reported on where they would like to give 
birth in the future (Figure 5). More than 50% of 
women in the GVtM sample would ‘definitely want’ 
a home birth, and more than 50% would ‘definitely 
not want’ a hospital birth. One in seven expressed 
a strong preference for a hospital birth and one in 
four for a birth in a free-standing birth center. 

Of women who planned to give birth at the hospital 
or alongside birthing center, two in three expressed 
a strong preference to give birth in the community 
in the future and one in three would want to give 
birth at the hospital again. Of women who had a 
community birth, the majority would opt for a home 
birth in the future (85.7%), one in five for a birth in 
a freestanding birthing center and 1% would give 
birth at the hospital.

Preferences for place of birth for a future 
pregnancy varied by race: preferences for 
hospital birth were slightly higher for Asian 
women and demand for home birth was 
especially high for Black and Indigenous 
women (Figure 6). Over 70% of Indigenous 
respondents stated that they would 
definitely want an “at home birth.”

If you found out that a close friend 
or family member was pregnant, 
what would be the most important 
advice you could give them?

What was the best thing about 
your care?

Self-identified as White, gave birth in a 
freestanding birth center in New Jersey 

Self-identified as White, had homebirth with 
midwife in North Carolina

Think about options beyond the hospital. 
Not everyone is comfortable with birth 
center or home birth options, but I think 
everyone should learn about these 
options and decide for herself.

Developing a close relationship with my 
midwife and feeling like she truly got to 
know me as a person was wonderful. 
Having a home birth was the most 
amazing experience I have had in my 
life and I am actually (weirdly?) looking 
forward to having another home birth in 
the near future.

“

“
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Figure 6: Interest in birthing at home in a future pregnancy, stratified by race
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WHO MAKES DECISIONS ABOUT PREGNANCY, BIRTH, AND INFANT CARE

When asked who usually makes decisions about pregnancy, birth and infant care, half of women 
said that they make the decisions and 45% said they make decisions together with their partner. 
Black women were the most likely to say that they are the sole decision-makers (Table 21).

Table 21: Family decision making for pregnancy, birth, and infant care. 
Full sample (n=2406) and stratified by race

Full 
Sample 

Black
(n= 358)

White
(n=1574)

Latina
(n=219)

Asian
(n=110)

Indigenous
(n=74)

Who usually makes 
decisions about pregnancy, 
birth, and infant care in your 
family…

n (%) n (%) n (%) n (%) n (%) n (%)

I do 1289 (53.6) 225 (62.8) 813 (51.7) 118 (53.9) 56 (50.9) 33 (44.6)

My partner and I make the 
decisions together with our 
elders

17 (0.7) 7 (2.0) 6 (0.4) 2 (0.9) 1 (0.9) 1 (1.4)

My partner and I make the 
decision together

1076 (44.7) 121 (33.8) 742 (47.1) 98 (44.7) 53 (48.2) 36 (48.6)

My partner takes the lead 3 (0.1) 2 (0.6) 1 (0.1) 0 0 0

Other 21 (0.9) 3 (0.8) 12 (0.8) 1 (0.4) 0 4 (5.4)

If you found out that a close friend 
or family member was pregnant, 
what would be the most important 
advice you could give them?

Self-identified as White, gave birth in a 
freestanding birth center with a midwife 
in Connecticut 

Educate yourself and don’t be afraid to ask 
questions. There are many options for care, 
and you should be the one to choose what 
is right for you. The important thing is that 
you feel supported in your decisions and 
trust your provider, regardless of how you 
choose to give birth.

“

What was the best thing about 
your care?

I was educated on my choices with 
childbirth and knew there were certain 
things I wanted to avoid such as induction. 
My OB offered induction with both of my 
pregnancies and I declined both times. 
She was supportive of my decision and 
simply scheduled surveillance (an NST) 
for my overdue pregnancy. I delivered the 
morning of my NST.

”
Self-identified as Black, had hospital birth 
with an OB in Missouri 
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MEASURING RESPECTFUL MATERNITY 
CARE 

Using community participatory action research 
processes, the Birth Place Lab facilitated the 
creation of two person-centered and validated 
scales measuring the levels of autonomy and respect 
that service users experience when interacting with 
their doctors and midwives (13, 23). Participants in 
the GVtM Study rated their experiences agreeing 
and disagreeing with a set of statements comprising 
the MADM and MORi scales. Higher scores for each 
scale mean greater autonomy and more respect.

Autonomy in decision-making (MADM Scale) 

The Mothers Autonomy in Decision Making 
(MADM) scale has seven items (see Figure 8, 
Table B.7) that people agree or disagree with to 
indicate the degree of autonomy in decision-making 
that they experienced during interactions with their 
doctor or midwife.

Participants who answered the MADM items about 
interactions with their obstetrician (OB) reported 
lower MADM scores overall, with lower median 
scores. They were also less likely to agree with each 
statement (Figure 8, Table B.8). In some cases, 
differences were very large. For example, 40.7% 
of OB patients versus 82.7% of midwifery clients 
reported that their doctor or midwife told them that 
there are different options for their care. Similarly, 
43.5% of OB patients versus 80.8% of midwifery 
clients agreed that their doctor or midwife helped 
them understand the advantages and disadvantages 
of maternity care options. 

Women with social risk factors4 (see Appendix 
A – Study Methods) were less likely to report 
opportunities for autonomous decision-
making, except for care providers explaining 
the advantages/disadvantages of maternity care 
options (Figure 7). 

Respect and Autonomy

Women of color (especially Black women), 
young women, first time mothers and 
those with low SES, pregnancy or social 
risks were more likely to report low 
autonomy. Having a midwife as their prenatal 
care provider, having a home birth and a vaginal 
birth were all linked to higher autonomy. 
Autonomy was more likely to be compromised for 
women who had obstetricians as their primary 
prenatal care providers, those who gave birth 
at the hospital, and women who experienced an 
emergency Caesarean or instrumental vaginal 
birth. Women who were induced, those who were 
transferred from the community to the hospital, 
and women who reported newborn health 
problems were more likely to report reduced 
autonomy (Figure 9, Figure B.1, Figure B.7).

4 To distinguish those who may experience differential treatment 
because of social factors, we grouped together women who reported 
substance use/abuse (smoking or daily drinking during pregnancy, 
and/or drug dependence during pregnancy), women with a history 
of incarceration (herself or partner), involvement of child or family 
services, and/or reporting intimate partner violence. 

If you found out that a close friend 
or family member was pregnant, 
what would be the most important 
advice you could give them?

Self-identified as bi-racial, had homebirth 
with a midwife in California 

Make sure that you choose a provider 
that respects your preferences and 
decisions. You can’t expect someone 
who has been unsupportive your entire 
pregnancy to change his or her tune 
because you have a birth plan.“

What was the best thing about 
your care?

Self-identified as White, had homebirth 
with a midwife in Ohio 

Caring team of midwives who listened 
to my concerns and supported my 
decisions. An OB who supported my 
home birth and provided information 
with intent to educate and not force an 
opinion. Respectfully disagreeing with 
some of my care choices.

“
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Figure 7: Proportion of people who agreed or strongly agreed with MADM items, 
stratified by social risk 

Figure 8: Proportion of women who agreed or strongly agreed with MADM items, 
stratified by maternity care provider
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Figure 7: Proportion of people who agreed or strongly agreed with MADM items, 
stratified by social risk  
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Figure 8: Proportion of women who agreed or strongly agreed with MADM items, stratified by maternity care provider 
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Figure 9: Variations in autonomy scores by provider type, mode of birth, and location

Experiences of respectful care 

The GVtM survey included one scale (Mothers 
on Respect Index – MORi) and several items 
that measured whether women were treated 
with respect and dignity during encounters with 
their health care providers or whether they were 
disrespected and/or mistreated. The items that 
comprise MORi are displayed in Table 22, Table 
23, and Table 24. Variations in low respect scores 
by demographic items, provider type, birth place, 
and other information is displayed in Figure B.2 
and Figure B.3.

What was the worst thing about 
your care? 

Self-identified as Latinx, gave birth in a 
freestanding birth center with a midwife 
in Washington. Participant changed care 
providers at 39 weeks.

The midwives at the hospital did not 
respect my decisions on vaccinations 
for myself. I felt bullied & dumb 
whenever I left their offices. I had high 
anxiety about giving birth with them.“
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Figure 9: Variations in autonomy scores by provider type, mode of birth, and location 
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Table 22: Proportion of service users who 
agreed or strongly agreed with MORi items

Overall while making decisions 
about my pregnancy or birth care… n (%)

I felt comfortable asking questions 1979 (87.1)

My cultural preferences were 
respected 1900 (84.5)

I felt that I had enough time during 
prenatal visits 1899 (83.9)

I felt comfortable accepting the 
options for care that my doctor or 
midwife recommended 

1855 (81.7)

My personal preferences were 
respected 1824 (80.4)

I felt comfortable declining care that 
was offered 1755 (77.2)

I chose the care options that I 
received 1748 (77.3)

I felt pushed into accepting the 
options my doctor or midwife 
suggested 

220 (9.7)

Most respondents (87.1%) reported they felt 
comfortable asking questions, and their overall 
MORi scores suggested feeling respected. 

Among all responses, 23.8% of women 
disagreed or strongly disagreed that they 
were comfortable declining care, and nearly 
a quarter of women (23.7%) reported that 
they did not choose the care options they 
received, and one out of five women felt 
that their personal preferences were not 
respected. Nearly 10% (9.7%) reported 
feeling pushed into accepting options 
suggested by a care provider. Respondents 
who gave a reason for being treated poorly 
by their providers most often reported that 
the reason was a difference of opinion with 
their care givers (n = 115, 5.2%). 

During my pregnancy, I felt that I 
was treated poorly by my doctor or 
midwife BECAUSE of…

n (%)

A difference in opinion with my 
caregivers about the right care 
for myself or my baby 

115 (5.2)

My type of health insurance or 
lack of insurance 45 (2.0)

My race ethnicity/cultural 
background or language 28 (1.3)

My sexual orientation and or 
gender identity 8 (0.4)

Table 23: (MORi) Women who agreed or 
strongly agreed that they were treated 
poorly by their care provider because of… 

What was the worst thing about 
your care?

When I went to the ER after passing out 
when I first discovered I was pregnant I felt 
like the NP was trying to encourage me to 
have an abortion. She kept saying “You 
don’t have to keep it.” I was in my scrubs 
with my RN badge clearly visible. I said it 
was my first pregnancy. I don’t understand 
why she would respond this way. I was 
almost 30 and I was engaged to be married. 
It really bothered me. It seems like it was 
only because I was Black.

Self-identified as Black and Indigenous, had 
homebirth with a midwife in California 

What was the best thing about 
your care?

Self-identified as Southeast Asian, had 
homebirth with a midwife in Texas

There was mutual respect between my 
providers and myself. It made things 
flow more gracefully. I felt I had the 
best care I could ever ask for.“

“
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What was the worst thing about 
your care?

Self-identified as Latinx, had hospital birth 
with an OB in DC 

At my most recent birth I had a nurse 
tell me, when I said I wanted to go home 
and come back to try the induction the 
next day, that she had a patient do that 
and the baby was stillborn. She did this 
when I was alone in the room and my 
husband was returning with my parents.

Figure 10 and Table B.9 describe the proportion 
of women who agreed or strongly agreed with the 
statements below, broken down by prenatal care 
provider. 

Women reported if they felt treated poorly by their 
maternity care provider because of their race/
ethnicity and other reasons. 

Poor treatment was more commonly reported by 
women under the care of doctors. For example, 
one in ten women under the care of physicians 
reported being treated poorly because of a 
difference of opinion with their doctor about their 
care, compared to 3% of midwifery clients.

Holding back questions during prenatal visits was 
more common among women under the care of 
physicians (Figure 11). 

Physician patients most often 
hesitated to ask questions because 
they felt their doctor might think that 
they were being difficult, they wanted 
maternity care that differed from what 
their doctor recommended or because 
their doctor seemed rushed. Few 
midwifery clients reported that they 
held back questions. Midwifery clients 
also held back questions because they 
felt their midwife might think that they 
were being difficult.

Table 24: (MORi) Women who agreed 
or strongly agreed that they held back 
questions because… 

During my pregnancy, I held 
back from asking questions 
or discussing my concerns 
BECAUSE...

n (%)

My doctor or midwife seemed 
rushed 90 (4.0)

I wanted maternity care that 
differed from what my doctor or 
midwife recommended 

125 (5.6)

I thought my doctor or midwife 
might think I was being difficult 154 (6.9)

I felt discriminated against 31 (1.4)

I felt my doctor or midwife didn’t 
value my opinion 97 (4.4)

I felt my doctor or midwife did 
not use language that I could 
understand 

22 (1.0)

”
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Women reported if they felt treated poorly by their maternity care provider because of their 
race/ethnicity and other reasons.  

Figure 10 and Table B.9 describe the proportion of women who agreed or strongly 
agreed with the statements below, broken down by prenatal care provider.   

 

Figure 10: Proportion of people who agreed or strongly agreed that “I was treated poorly by my 
doctor of midwife because of …”, stratified by prenatal care provider 
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For example, one in ten women under the care of physicians reported 
being treated poorly because of a difference of opinion with their doctor 
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Figure 11: Proportion of service users who agreed or strongly agreed that they held back from 
asking questions or discussing their concerns with their care provider because of the following 
reasons. Stratified by prenatal care provider. 

  

 
Holding back questions during prenatal visits was more common among women 
under the care of physicians (Figure 11). Physician patients most often 
hesitated to ask questions because they felt their doctor might think that 
they were being difficult, they wanted maternity care that differed from 
what their doctor recommended or because their doctor seemed rushed. 
Few midwifery clients reported that they held back questions. Midwifery clients also 
held back questions because they felt their midwife might think that they were being 
difficult.  

Who was more likely to report disrespectful care? 
Women of color were at increased risk for reporting disrespect from care providers, 
with Black and Indigenous women being the most likely to report disrespectful 
behaviors (as measured by MORi). Women under 30, women who had never given 
birth before or had only given birth once before, and women with low SES, pregnancy 
risk factors or social risks, i.e., history of incarceration (herself or partner), substance 
use or involvement of child or family services, and/or intimate partner violence, were 
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Figure 10: Proportion of people who agreed or strongly agreed that “I was treated 
poorly by my doctor of midwife because of …”, stratified by prenatal care provider

Figure 11: Proportion of service users who agreed or strongly agreed that they held 
back from asking questions or discussing their concerns with their care provider 

because of the following reasons. Stratified by prenatal care provider.
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WHO WAS MORE LIKELY TO REPORT 
DISRESPECTFUL CARE?

Women of color were at increased risk for reporting 
disrespect from care providers, with Black and 
Indigenous women being the most likely to report 
disrespectful behaviors (as measured by MORi). 
Women under 30, women who had never given 
birth before or had only given birth once before, 
and women with low SES, pregnancy risk factors or 
social risks, i.e., history of incarceration (herself or 
partner), substance use or involvement of child or 
family services, and/or intimate partner violence, 
were at increased risk for experiencing disrespectful 
behavior5 (Figure B.2). The most vulnerable to 
disrespectful treatment by care providers 
were Indigenous women and women with 
social risks.

Similar to the findings above, midwifery care, 
community birth and vaginal birth were 
protective against disrespectful care. Women with 
unplanned Caesareans reported the highest rates of 
disrespectful care (Figure B.3).

5See Appendix A for a more detailed description of the 
composite variables that were used in this analysis.

Excludes unsure and NA responses.

If you found out that a close friend 
or family member was pregnant, 
what would be the most important 
advice you could give them?
Normalized medical abuse and 
interventions without consent are 
commonplace in labor and delivery. 
Make sure you choose a care provider 
who will respect you and your choices 
or get back up in the form of a doula.

Self-identified as Black, had homebirth 
with a midwife in Iowa

CONSENT FOR TESTS AND 
PROCEDURES

Women were presented with a list of labor and birth 
procedures/tests and asked to note whether their 
care provider asked them before these procedures/
tests were done (Table 25). 

What was the worst thing about 
your care?

The nursing staff at the hospital. Once I 
was moved to the maternity area and out 
of labor and delivery, the nursing staff was 
less careful. I was offered WIC repeatedly 
though I explained that I did not qualify. I 
believe it was because I am Latina and my 
partner black that we were repeatedly offered 
WIC. The nursing staff also seems short on 
patience and I felt like I was not heard.

”
Self-identified as Latinx, had hospital birth 
with an OB in Illinois

Table 25: Proportion of women who were 
not asked for consent before procedures

n (%)

Whether or not I had an injection before 
delivery of the placenta 663 (46.2)

Cutting my vaginal opening when the 
baby was coming out (episiotomy) 319 (31.7)

Timing of cord clamping 597 (29.1)

Putting erythromycin ointment into my 
baby’s eyes 541 (27.6)

Listening to the baby continuously 
(external or internal monitor) 462 (26.9)

Giving Vitamin K to my baby either by 
mouth or as an injection 509 (24.9)

Having doctor or midwife break my water 
bag before or during labor 312 (24.3)

Immediate skin-to-skin with my baby 344 (16.1)

Screening tests (genetic, bloodwork, 
ultrasounds) 219 (10.0)

“



57

Giving Voice to Mothers 

The most common procedure women were not consulted 
about was whether or not to have an injection (of oxytocin) 
before delivery of the placenta. Ten percent of women 
reported that they were not consulted before screening 
tests were done during pregnancy, and a quarter 
of respondents were not asked for permission for 
continuous monitoring or breaking their bag of waters 
(AROM). Almost half of women did not give permission before 
active management of the third stage, and a third (31.7%) were 
not asked before an episiotomy was performed. Over a quarter 
of women reported that they were not consulted before routine 
newborn procedures were performed. 

When stratified by race, Black 
women were more likely to report 
non-consented care compared to 
White women, for both maternal 
and newborn procedures (Table 
26, Figure 12).

Table 26: Proportion of people who were not asked for consent before the 
following tests or procedures, stratified by race6 

6Table 26 shows a heat map, where the cells are shaded according to their value. Here, cells are dark shaded for large 
values, whereas light shaded cells reflect smaller values. Denominators vary for each cell.

Non-consented care, 
stratified by race Black White Latina Asian Indigenous

n (%) n (%) n (%) n (%) n (%)

Whether or not I had an 
injection before delivery of the 
placenta 

149 (66.5%) 359 (39.0%) 78 (55.3%) 35 (56.5%) 19 (44.2%)

Cutting my vaginal opening 
when the baby was coming out 
(episiotomy)

72 (45.0%) 163 (26.2%) 45 (39.8%) 23 (50.0%) 4 (12.5%)

Timing of cord clamping 132 (44.7%) 327 (24.2%) 75 (39.3%) 33 (34.0%) 10 (16.4%)

Putting erythromycin ointment 
into my baby’s eyes 125 (44.3%) 293 (22.6%) 68 (37.4%) 25 (28.7%) 10 (16.9%)

Listening to the baby 
continuously (external or 
internal monitor)

92 (33.5%) 265 (24.5%) 51 (30.9%) 27 (31.8%) 11 (20%)

Giving Vitamin K to my baby 
either by mouth or as an 
injection 

114 (40.3%) 280 (20.6%) 62 (32.3%) 24 (25.8%) 12 (19.0%)

Having doctor or midwife break 
my water bag before or during 
labor

80 (38.1%) 159 (19.7%) 41 (30.8%) 15 (27.3%) 4 (10.5%)

Immediate skin to skin with my 
baby 78 (25.4%) 181 (12.9%) 43 (22.2%) 18 (18.6%) 9 (14.5%)

Screening tests (genetic, 
bloodwork, ultrasounds) 61 (19.0%) 107 (7.4%) 29 (14.4%) 11 (11.0%) 5 (7.7%)
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Type of provider was associated with non-consented care (Figure 13, Table B.10); physician care providers 
were 3-4 times as likely to proceed without permission in most cases. Since Black women more often were 
cared for by physicians, this may in part explain their higher rates of non-consented care.

What was the worst thing about 
your care?

The doctor on call who came after I birthed 
my baby started touching my pelvic area 
without my knowledge or consent. When 
I asked what she was doing, she said, 
“giving you anesthesia,” very nonchalantly 
without further explanation. I asked, “why” 
and she said, “because I have to stitch.” I 
didn’t understand. A second later she said, 
“because you tore.” I felt violated and not 
included in my own care of my own body. I 
did not like the fact that I was injected with 
things without my knowledge.

”
Self-identified as Mexican, had hospital 
birth in Nevada 

What was the worst thing about 
your care?

Post-birth I went to the postpartum floor 
for about 12 hours before heading to the 
NICU. Nurses were short staffed and 
rude. No one could take time to teach 
me how to breastfeed and then check in 
on me. Pediatrician on call fed my baby 
formula without my consent due to low 
blood sugar and said my baby would die 
if I didn’t allow formula right away. My 
husband wasn’t allowed to stay over so 
I was asking to delay 30 mins until he 
arrived. Pediatrician denied my request 
and sent my baby to NICU.

Self-identified as South Asian, had hospital 
birth with an OB in New York 

“

 
 

 
 
 

84 

Figure 12: Proportion of women who did not consent to artificial membrane rupture, episiotomy, 
or continuous fetal monitoring, stratified by race. 

 

Type of provider was associated with non-consented care (Figure 13, Table B.10); physician care 
providers were 3-4 times as likely to proceed without permission in most cases. Since Black 
women more often were cared for by physicians, this may in part explain their higher rates of 
non-consented care. 
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What was the worst thing about your care? 
 
“Post-birth I went to the postpartum floor for about 12 hours before 
heading to the NICU.  Nurses were short staffed and rude. No one 
could take time to teach me how to breastfeed and then check in on 
me. Pediatrician on call fed my baby formula without my consent due 
to low blood sugar and said my baby would die if I didn't allow 
formula right away. My husband wasn't allowed to stay over so I was 
asking to delay 30 mins until he arrived. Pediatrician denied my 
request and sent my baby to NICU.” 
 
Self-identified as South Asian, had hospital birth with an OB in New York  
 

Figure 12: Proportion of women who did not consent to artificial membrane 
rupture, episiotomy, or continuous fetal monitoring, stratified by race



59

Giving Voice to Mothers 

Figure 13: Proportion of service users who did not consent to tests or 
procedures, stratified by intrapartum care provider and actual place of birth
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Figure 13: Proportion of service users who did not consent to tests or procedures, stratified by 
intrapartum care provider and actual place of birth 
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Most respondents rated their overall sense 
of privacy, dignity, and respect as very 
good or excellent (Table 27). However, 
there were notable differences by race, 
place of birth, and type of provider. Care 
in community settings (i.e., home 
or freestanding community centers) 
and by midwives was associated 
with greater respect, privacy, and 
dignity (Figure 14). All groups of women 
of color reported lower overall rates of 
respect, privacy and dignity, compared to 
White women (Figure 15, Table B.11).

What was the worst thing about your care?

Self-identified as Black, had hospital birth with an OB 
in California

The doctor who refused to test me for an amniotic fluid 
leak and instead tested me for a STD I had already 
received during the pregnancy. I believe his assumption 
that I was leaking something due to an STD rather than 
a pregnancy complication was due to race and put my 
life and my newborns life at risk - I went a week leaking 
fluid after I had gone in to get it checked out. I worry that 
Doctor is still discriminating against other mothers and 
they are receiving negligent care as well.

“
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Table 27: Ratings of respect, dignity, and privacy, for full sample

How would you rate the 
RESPECT the doctor or 
midwife showed you during 
your pregnancy, labor and/
or birth?

How would you rate how 
well your doctor or midwife 
preserved your DIGNITY during 
your labor and/or birth? 

How would you rate how 
well your doctor or midwife 
preserved your PRIVACY 
during your labor and/or birth? 

n (%) n (%) n (%)

Excellent 1604 (69.9) 1607 (71.2) 1563 (69.8)

Very Good 352 (15.3) 316 (14.0) 344 (15.4)

Good 169 (7.4) 154 (6.8) 180 (8.0)

Fair 90 (3.9) 98 (4.3) 90 (4.0)

Poor 81 (3.5) 82 (3.6) 62 (2.8)

Figure 14: Proportion of women who reported ‘poor’ respect, dignity and privacy, 
stratified by actual place of birth
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Table 26: Ratings of respect, dignity, and privacy, for full sample 

  How would you 
rate the RESPECT 
the doctor or 
midwife showed 
you during your 
pregnancy, labor 
and/or birth? 

How would you 
rate how well 
your doctor or 
midwife 
preserved your 
DIGNITY during 
your labor and/or 
birth?  

How would you 
rate how well 
your doctor or 
midwife 
preserved your 
PRIVACY during 
your labor and/or 
birth?  

 n (%)   n (%)   n (%)   
Excellent 1604 (69.9) 1607 (71.2) 1563 (69.8) 
Very Good 352 (15.3) 316 (14.0) 344 (15.4) 
Good 169 (7.4) 154 (6.8) 180 (8.0) 
Fair 90 (3.9) 98 (4.3) 90 (4.0) 

Poor 81 (3.5) 82 (3.6) 62 (2.8) 
 

Figure 14: Proportion of women who reported ‘poor’ respect, dignity and privacy, stratified by 
actual place of birth 
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Figure 15: Proportion of women who reported ‘poor’ respect, dignity and privacy, stratified by 
race 
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What was the worst thing about your care? 
 
“The doctor who refused to test me for an amniotic fluid leak and 
instead tested me for a STD I had already received during the 
pregnancy.  I believe his assumption that I was leaking something due 
to an STD rather than a pregnancy complication was due to race and 
put my life and my newborns life at risk - I went a week leaking fluid 
after I had gone in to get it checked out. I worry that Doctor is still 
discriminating against other mothers and they are receiving 
negligent care as well.” 
 
Self-identified as Black, had hospital birth with an OB in California 
 

Figure 15: Proportion of women who reported ‘poor’ respect, dignity and privacy, 
stratified by race

Table 28: Types of procedures declined, for full sample and stratified by race (n=1128)

Over half of women (n=1128/2108, 53.5%) responded yes to the question: at any time 
during your recent labor or birth did you DECLINE care offered to you or your baby? (“care” 
includes any test, treatment, medicine, etc. offered or recommended by a doctor, nurse or midwife). The 
most common procedures declined included use of medications or prenatal testing (Table 28). Most 
women (92%) reported that they declined because they “thought it was not necessary” (Table 29). 

Full sample Women of color (n=356) White women (n=748)

n(%) n(%) n (%)

Medications 565 (50.1) 191 (53.7) 362 (48.4)

Prenatal testing 454 (40.2) 112 (31.5) 333 (44.5)

Other (please specify) 293 (26.0) 72 (20.2) 211 (28.2)

Induction 211 (18.7) 71 (19.9) 137 (18.3)

Ultrasound 210 (18.6) 68 (19.1) 137 (18.3)

Monitoring 210 (18.6) 58 (16.3) 148 (19.8)

Episiotomy 149 (13.2) 48 (13.5) 100 (13.4)

Caesarean 127 (11.3) 52 (14.6) 72 (9.6)

Forceps 97 (8.6) 34 (9.6) 62 (8.3)

Multiple responses were possible.
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Table 29: Why women declined procedures, full sample (n=1128) and stratified by race 

Full sample Women of color (n=356) White women (n=748)

n(%) n(%) n (%)

I thought that it was not necessary 1041 (92.3) 326 (91.6) 693 (92.6)

I was tired 21 (1.9) 9 (2.5) 12 (1.6)

They were rude when they asked 34 (3.0) 16 (4.5) 17 (2.3)

Other (please specify) 130 (11.5) 46 (12.9) 80 (10.7)

Multiple responses were possible.

Proportions of people of color and White 
respondents who declined care were similar (i.e., 
51.5% of women of color versus 54.4% of White 
women); yet women of color were more likely to 
report that their care providers performed the 
procedure anyways (i.e., against their will) White 
women were more likely to report that their care 
provider accepted their decision to decline care 
(Table 30). Women of color were also more likely to 
report that they experienced coercion and pressure 
to accept procedures from care providers.

They were twice as likely to report that care 
providers kept asking them until they agreed, or 
that their midwife, doctor, or a family member was 
asked to convince them. 

What was the worst thing about 
your care?
The first 28 weeks of my pregnancy I 
received care in an OBGYN’s office. I 
was disrespected for declining tests and 
hurried through questions I had. I was 
made to feel like there was something 
wrong with me, although I was perfectly 
healthy and went on to give birth at 
home with a home birth midwife.

Self-identified as White, had homebirth 
with a midwife in New York

“
Table 30: Reaction of doctor or midwife when person declined care, 

for full sample and stratified by race (n=1128)

Full sample Women of color (n=356) White women (n=748)

n(%) n(%) n (%)
They accepted my decision 941 (83.4) 277 (77.8) 646 (86.4)

They kept asking me till I agreed 75 (6.6) 33 (9.3) 41 (5.5)

They asked my midwife or doctor to 
convince me 56 (5.0) 32 (9.0) 24 (3.2)

They tried to get my family to convince me 56 (5.0) 26 (7.3) 30 (4.0)

They did the procedure against my will 33 (2.9) 17 (4.8) 14 (1.9)

They alerted child protective services 5 (0.4) 1 (0.3) 4 (0.5)

Other (please specify) 111 (9.8) 33 (9.3) 72 (9.6)

Multiple responses were possible.
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Half of women who declined care reported support from their spouses, one third said their 
midwives “stood up” for them, and 20% reported on advocacy by doulas (Table 31, Figure 16). 

Table 31: Person that advocated for service users when they declined care, 
stratified by race (n=1128)

Full sample Women of color White women

n(%) n(%) n (%)

My midwife stood up for me 380 (33.7) 100 (28.1) 274 (36.6)

My doctor stood up for me 72 (6.4) 32 (9.0) 39 (5.2)

My husband/spouse/partner stood up for me 560 (49.6) 177 (49.7) 371 (49.6)

My mother/sister/elder/other family member 
stood up for me 87 (7.7) 31 (8.7) 55 (7.4)

My doula stood up for me 210 (18.6) 68 (19.1) 137 (18.3)

My nurse stood up for me 60 (5.3) 24 (6.7) 35 (4.7)

My friend stood up for me 31 (2.7) 13 (3.7) 18 (2.4)

No one else stood up for me 79 (7.0) 34 (9.6) 42 (5.6)

None of the above 246 (21.8) 71 (19.9) 171 (22.9)

Multiple responses were possible.

Multiple responses were possible.

Figure 16: Care provider that advocated for service users when they declined care, 
stratified by race (n=1138)
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Table 30: Person that advocated for service users when they declined care, stratified by race 
(n=1128) 

 Full Sample Women of 
color  

White 
women 

 n (%) n (%) n (%) 
My midwife stood up for me 380 (33.7) 100 (28.1) 274 (36.6) 
My doctor stood up for me 72 (6.4) 32 (9.0) 39 (5.2) 
My husband/spouse/partner stood up for me 560 (49.6) 177 (49.7) 371 (49.6) 
My mother/sister/elder/other family member 
stood up for me 

87 (7.7) 31 (8.7) 55 (7.4) 

My doula stood up for me 210 (18.6) 68 (19.1) 137 (18.3) 
My nurse stood up for me 60 (5.3) 24 (6.7) 35 (4.7) 
My friend stood up for me 31 (2.7) 13 (3.7) 18 (2.4) 
No one else stood up for me 79 (7.0) 34 (9.6) 42 (5.6) 
None of the above 246 (21.8) 71 (19.9) 171 (22.9) 

Multiple responses were possible   

Figure 16: Care provider that advocated for service users when they declined care, stratified by 
race (n=1138) 
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PRESSURE TO HAVE OR TO AVOID 
INTERVENTIONS

Women were asked if they experienced pressure to 
have or to avoid interventions, tests or procedures 
from healthcare providers. The most common 
procedure that women felt pressured into 
was continuous fetal monitoring, followed 
by medications to start or speed up labor, a 
Caesarean and an epidural (Table 32). Pressure 
to avoid tests and interventions was much less 
common. The most common interventions that 
women felt pressured to avoid were Caesarean 
sections, followed by episiotomies and medications 
to start labor. 

Women of color were more likely to report feeling 
pressured into all of the listed interventions and 
procedures (Figure 17, Table B.13).

What was the worst thing about 
your care?
The worst thing was being pressured to 
consent to a procedure that I felt was 
unnecessary, and dangerous if it wasn’t 
medically indicated. From the moment I 
stepped in the office I was told that I needed 
to have a repeat c-section (RCS). I was 
told that I should have one as early as 38 
weeks. I was pressured every time I went 
for an appointment to schedule a planned 
c-section on the books, finally I said I’d 
agree to set a date because I was so tired 
of being badgered about the RCS.

Self-identified as White, had hospital birth 
with an OB in Delaware 

“

Table 32: Pressured to have, or pressured to avoid childbirth interventions

Pressure to have Pressure to avoid

n(%) n(%)

Continuous fetal monitoring (listen to baby's 
heart by wearing a belt or wire) 515 (24.1) 89 (4.2)

Medication to start labor 277 (13.0) 133 (6.3)

Medication to speed up labor 273 (12.8) 118 (5.7)

A Caesarean 227 (10.6) 172 (8.2)

An Epidural 156 (7.3) 121 (5.8)

Medicine for pain relief 128 (6.0) 92 (4.4)

Episiotomy (cut vaginal opening) 79 (3.7) 143 (6.8)
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Figure 17: Proportion of women that felt pressured to have childbirth interventions, 
stratified by race
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Figure 17: Proportion of women that felt pressured to have childbirth interventions, stratified by 
race 
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What was the worst thing about your care? 
 
“The worst thing was being pressured to consent to a procedure that I 
felt was unnecessary, and dangerous if it wasn't medically indicated. 
From the moment I stepped in the office I was told that I needed to 
have a repeat c-section (RCS). I was told that I should have one as 
early as 38 weeks. I was pressured every time I went for an 
appointment to schedule a planned c-section on the books, finally I 
said I'd agree to set a date because I was so tired of being badgered 
about the RCS.” 
 
Self-identified as White, had hospital birth with an OB in Delaware  
 

White women

A Caesarean

Episiotomy (cut vaginal opening)

Medication to speed up labor

An Epidural

Medicine for pain relief

Continuous fetal monitoring (listen to 
baby’s heart by wearing a belt or wire)

Medication to start labor

Women of Color

MISTREATMENT DURING PREGNANCY 
AND CHILDBIRTH

The WHO research group on respectful care (24) 
examined over sixty studies conducted globally, and 
identified seven key types of mistreatment during 
childbirth, including disrespect and abuse (sexual, 
physical and verbal), loss of autonomy, stigma and 
discrimination, failure to meet professional standards 
of care, poor rapport between women and providers, 
and health system conditions and constraints. Based 
on these domains, the GVtM survey asked participants 
if they recalled experiences of mistreatment, such as 
loss of privacy or events of verbal, emotional or physical 
abuse (9) (Table 33). 

One in six women reported one or more types of 
mistreatment (17.3%). The type of mistreatment 
that was most commonly reported by women in 
the US was healthcare providers (HCPs) shouting 
at and scolding them, and HCPs threatening to 
withhold treatment or to force them to accept 
treatment they did not want (7.8%). 

Physical abuse and personal information being 
shared without consent were reported by fewer 
women. 

Indigenous women were the most likely to report 
experiencing at least one form of mistreatment by 
healthcare providers (32.8%), followed by Latina 
(25.0%) and Black women (22.5%) (Figure 18, 
Table B.12). Women who identified as White were 
least likely to report that they experienced any of 
the mistreatment indicators (14.1%). Differences 
in mistreatment by race were pronounced for 
some indicators. For example, twice as many 
Hispanic and Indigenous women as 
compared to White women reported that 
health care providers shouted at or scolded 
them. Likewise, Black women, Latina women, 
Asian, and Indigenous women were twice as 
likely as White women to report that a health care 
provider ignored them, refused their request for 
help, or failed to respond to requests for help in a 
reasonable amount of time (Table B.12).
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Table 33: Proportion of service users that experienced any, or specific 
types of mistreatment (n=2138)

Figure 18: Proportion of service users who experienced any mistreatment, stratified by race

Did you experience any of the following issues or behaviors during your care? n (%) 

Any mistreatment (one or more of the above) 369 (17.3)

Health care providers (doctors, midwives, or nurses) shouted at or scolded you 182 (8.5)

Health care providers ignored you, refused your request for help, or failed to respond to 
requests for help in a reasonable amount of time 166 (7.8)

Your physical privacy was violated (i.e., being uncovered or having people in the delivery 
room without your consent) 117 (5.5)

Health care providers threatened to withhold treatment or to force you to accept treatment 
you did not want 97 (4.5)

Health care providers threatened you in any other way 44 (2.1)

You experienced physical abuse (including aggressive physical contact, inappropriate 
sexual conduct, refusal to provide anesthesia for an episiotomy, etc.) 27 (1.3)

Your private or personal information was shared without your consent 26 (1.2)

Multiple responses were possible. 
Source: Vedam, Stoll & Taiwo et al (9), licensed under CC by 4.0.
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Differences in mistreatment by race were pronounced for some indicators. For 
example, twice as many Hispanic and Indigenous women as compared to 
White women reported that health care providers shouted at or scolded 
them. Likewise, Black women, Latina women, Asian, and Indigenous women were 
twice as likely as White women to report that a health care provider ignored them, 
refused their request for help, or failed to respond to requests for help in a reasonable 
amount of time (Table B.12). 

Figure 18: Proportion of service users who experienced any mistreatment, stratified by race 

 

 

Table 33, below, displays mistreatment stratified by prenatal care provider. Women 
under the care of certified professional midwives were the least likely to report any 
mistreatment and women under the care of obstetricians were the most likely to 
report one or more types of mistreatment.  Women who saw obstetricians were three 
times more likely to experience any mistreatment, compared to women who saw 
CNMs, LMs or CPMs as their primary prenatal care provider. 
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Table 34, below, displays mistreatment stratified by prenatal care provider. Women under the 
care of certified professional midwives were the least likely to report any mistreatment and women 
under the care of obstetricians were the most likely to report one or more types of mistreatment. 
Women who saw obstetricians were three times more likely to experience any mistreatment, 
compared to women who saw CNMs, LMs or CPMs as their primary prenatal care provider.

CNM
(n=853)

CPM
(n=314)

LM
(n=110)

Midwife, but 
unsure which type
(n=162)

OB/GYN
(n=566)

n (%) n (%) n (%) n (%) n (%)

Your private or personal 
information was shared without 
your consent

7 (0.8) 5 (1.6) 0 (0) 2 (1.2) 9 (1.6)

Your physical privacy was 
violated (i.e., being uncovered 
or having people in the delivery 
room without your consent)

32 (3.8) 8 (2.5) 3 (2.7) 7 (4.3) 53 (9.4)

Health care providers (doctors, 
midwives, or nurses) shouted at  
or scolded you

49 (5.7) 11 (3.5) 6 (5.5) 16 (9.9) 86 (15.2)

Health care providers threatened 
to withhold treatment or to force 
you to accept treatment you did 
not want

30 (3.5) 8 (2.5) 0 (0) 6 (3.7) 44 (7.8)

Health care providers threatened 
you in any other way 15 (1.8) 6 (1.9) 1 (0.9) 3 (1.9) 16 (2.8)

Health care providers ignored 
you, refused your request for 
help, or failed to respond to 
requests for help in a reasonable 
amount of time

30 (3.5) 13 (4.1) 8 (7.3) 10 (6.2) 88 (15.5)

You experienced physical 
abuse (including aggressive 
physical contact, inappropriate 
sexual conduct, a refusal to 
provide anesthesia for an         
episiotomy, etc.)

7 (0.8) 1 (0.3) 0 (0) 1 (0.6) 16 (2.8)

Any mistreatment (one or more 
of the above) 100 (11.7) 28 (8.9) 12 (10.9) 29 (17.9) 170 (30.0)

Table 34: Proportion of service users that experienced any, or specific types 
of mistreatment, stratified by prenatal care provider

Multiple responses were possible.
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Women of color were at increased risk for 
reporting mistreatment from care providers, 
with Black, Latina and Indigenous women 
being the most likely to report one or more 
types of mistreatment. Women under 25, 
women who had never given birth before or 
had only given birth once before, and women 
with low SES, pregnancy risk factors or social 
risks, i.e., history of incarceration (herself 
or partner), substance use or involvement 
of child or family services, and/or intimate 
partner violence, were at increased risk for 
experiencing mistreatment.7 Midwifery care, 
community birth and vaginal birth were 
protective against mistreatment. Women with 
unplanned Caesareans and instrumental 
vaginal births were at high risk for 
mistreatment, as were women who transferred 
from the community to the hospital and those 
who had their labors induced (Figure B.4, 
Figure B.5, Figure B.6). 

7 See appendix A for a more detailed description of the 
composite variables that were used in this analysis.

See publication (9) for more quotes that illustrate 
how women were mistreated by a range of health 
care professionals during their birthing experiences. 
These women were primarily women of color and 
were faced with a multitude of abuses that included 
racial discrimination, disdain, and dismissal of basic 
needs. In many of these cases they were denied 
bodily autonomy, their right to informed consent, 
and care that was sensitive to their cultural needs. 
Three women also discussed stigmatization and 
negative assumptions linked to enrolment in social 
assistance programs.

Figure 19 and Figure 20 display the lowest (1-10th) 
percentile of MORi and MADM scores, stratified 
by race. Indigenous service users accounted for the 
greatest proportion of low respect scores (22%), 
followed by Black (17%) and Hispanic (16%) 
(Figure 19). Low autonomy scores (Figure 20) were 
highest among Black service users (20%), followed 
by Hispanic (17%). Service users who identified 
as White were least likely to report low scores of 
autonomy or respect. 

What was the worst thing about 
your care?
The worst part was the abuse of power 
I experienced from my Ob/gyn practice 
during the first part of my prenatal care. I 
feel sorry for people who have no choice 
or are unable to see other options. I was 
raised to respect doctors and my elders. It 
was incredibly hard to speak my mind and 
terminate care with them. It still weighs 
on me, but I know I did it in the most 
professional and respectful way I could. I 
also know that I made the right choice.

Self-identified as Latinx, gave birth at a 
freestanding birth center with a midwife 
in Texas 

”

What was the worst thing about 
your care?

I hated being shouted at and lied to by the 
midwife. I never dreamed that a woman 
would treat a laboring woman that way. 
She was abusive and downright mean. I 
was refused food and water for 26 hours. 
I wasn’t allowed to move out of bed to 
walk around. I felt like I lost my autonomy 
over my own body. I had given up and 
I remember weeping when my son was 
born. I was at least glad he was safe. I felt 
like a child and I felt so unlike my usual 
self. These professionals broke my spirit.

Self-identified as Puerto Rican, gave birth 
in a birthing center inside a hospital in 
North Carolina

“
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Figure 19: Proportion of service users with low (1-10th percentile) 
respect scores (MORi), stratified by race

Figure 20: Proportion of service users with low (1-10th percentile) 
autonomy (MADM) scores, stratified by race
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Figure 19: Proportion of service users with low (1-10th percentile) respect scores (MORi), 
stratified by race 
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Figure 20: Proportion of service users with low (1-10th percentile) autonomy (MADM) scores, 
stratified by race 

 
 

 

 

Access to Preferred Care  
Women reflected on seeking and receiving preferred care, and on their access to 
desired care providers. Of women who planned a community birth, 141 (10.1%) had 
difficulties finding a midwife to attend their birth at home or in a birthing center. 
Black and Latina women were the most likely to report difficulties (Table 34). 
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If you could change one thing about your care, what would it be? 
 
“I would have loved a Black midwife and doula that understood my 
culture.” 
 
Self-identified as Black, had homebirth with a midwife in California 
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Access to Preferred Care 

Women reflected on seeking and receiving 
preferred care, and on their access to desired care 
providers. Of women who planned a community 
birth, 141 (10.1%) had difficulties finding a 
midwife to attend their birth at home or in a 
birthing center. Black and Latina women were the 
most likely to report difficulties (Table 35).

If you could change one thing 
about your care, what would it be?

What was the worst thing about 
your care?

I would have loved a Black midwife 
and doula that understood my culture.

I had little to no options because of 
where we were located. No doula, no 
birthing centers, no midwives. There 
was one hospital and that was it.

Self-identified as Black, had homebirth 
with a midwife in California

Self-identified as biracial, had hospital 
birth with an OB in Texas 

”

”

Table 35: Proportion of service users who 
disagreed with the statement: “It was easy 
to find a midwife to attend my birth at a 
home or birth center,” stratified by race

Black 
(n=141)

White 
(n=987)

Latina
(n=121)

Asian 
(n=57)

Indigenous
(n=49)

n (%) n (%) n (%) n (%) n (%)

19 (13.5) 92 (9.3) 16 (13.2) 3 (5.3) 5 (10.2)

The most commonly cited reasons why women 
found it difficult to find a care provider to attend 
them in the community included that doctors 
attending births at home were not covered by 
insurance or having a home birth itself would 
not be covered by insurance (Table 36).

Table 36: Reasons women found it difficult 
to find a doctor or midwife to attend them 
in their desired birth setting (n=1420)

Full sample 

n (%)

No doctor who attends births          
at home 819 (57.7)

Birth at home not covered by        
my insurance 315 (22.2)

Too costly 96 (6.8)

Birth center outside the hospital  
not covered by my insurance 65 (4.6)

No midwife near my place               
of residence 61 (4.3)

Midwives not legal 59 (4.2)

No midwife who attends home   
birth near my residence 55 (3.9)

Midwives only available in          
birth centers 49 (3.5)

Midwives only available in             
the hospital 32 (2.3)

Did not know about the option 
before I gave birth 30 (2.1)

No obstetrician (pregnancy doctor) 
near my place of residence 26 (1.8)

No midwife accepting new patients 26 (1.8)

Note: Numbers too small to stratify by race or other variables. 
Multiple responses were possible. 
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Participants were asked if they agreed or 
disagreed with the statement ‘Finding a midwife 
or doctor who shared my heritage, race, ethnic 
or cultural background was important to me’. 
Among all respondents, 416 (16.8%) agreed 
or strongly agreed with the statement with 
large variations across racial groups: 46.0% of 
Black women, 8.7% of White women, 24.7% 
of Latina women, 12.6% of Asian women and 
25.0% of Indigenous women agreed with the 
statement. Figure 21 shows the proportion of 
childbearing people across racial groups who 
found it important to find a health care provider 
from their heritage, race, ethnic or cultural 
background and the proportion who found it 
difficult to find such a provider. 

1594 (64.5%) respondents said that the midwife 
or doctor who cared for them during their most 
recent pregnancy shared their race, culture, or 
heritage, with wide variations across racial/
ethnic groups: 25.8% of Black, 83.9% of White, 
31.0% of Latina, 16.2% of Asian and 40.8% of     
Indigenous participants. 

When asked about how often they worried 
about being treated unfairly because of 
race, heritage or ethnic group, almost 
all Black (96.4%) and Asian (95.7%) 
respondents said sometimes, often or 
always. This was also reported by 78.5% of 
Hispanic, 68.1% of Indigenous and 30.8% of 
White respondents (Figure 22, Table B.14).

Of the women who said it was important 
to them to find a health care provider 
from their heritage, race, ethnic or 
cultural background, 69.0% of Black 
women, 3.7% of White women, and 
49.1% of Latina women had difficulty 
locating a doctor or midwife from their 
heritage, race, or cultural background 
(the other racial subgroups were too 
small for analysis, i.e., < 30 cases). 

What was the worst thing 
about your care?

Racism, judgement, treatment 
because I was on Medicaid.

Self-identified as Black, had 
a pregnancy loss ”

What was the best thing about 
your care?

I began my pregnancy with a great male, 
white doctor in NJ. He was attentive, 
answered questions and made me feel 
at ease. He took me and my partner 
seriously. In week 35, we moved back 
to Chicago, IL and I had a hospital birth 
which was attended entirely by women of 
color. My OB/Gyn was a Black woman and 
the attending doctors during my birth were 
both women of color. I felt respected and 
heard throughout the process.

Self-identified as Latinx, had hospital birth 
with an OB in Illinois 

“
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Figure 21: “Finding a midwife or doctor who shared my heritage, 
race, ethnic or cultural background was….,” stratified by race
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Figure 22: Frequency that service users have worried that they might be treated or judged 
unfairly because of their race, heritage, or ethnic group, stratified by race.  
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Figure 21: “Finding a midwife or doctor who shared my heritage, race, ethnic or cultural 
background was….,” stratified by race.  

 
 
 
When asked about how often they worried about being treated unfairly 
because of race, heritage or ethnic group, almost all Black (96.4%) and 
Asian (95.7%) respondents said sometimes, often or always. This was also 
reported by 78.5% of Hispanic, 68.1% of Indigenous and 30.8% of White respondents 
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Figure 22, Table B.14). 

 
 

0

9

18

27

36

45

White Asian Latina Indigenous Black

Important

Difficult

 
What was the worst thing about your care? 
 
“Racism, judgement, treatment because I was on Medicaid.” 
 
Self-identified as Black, had a pregnancy loss  
 

Figure 22: Frequency that service users have worried that they might be treated or 
judged unfairly because of their race, heritage, or ethnic group, stratified by race
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Health and Safety 

The GVtM survey included several items that assessed health and safety concerns that childbearing women 
might experience. The four most commonly cited sources of worry were experiences of being pregnant and 
giving birth, peace of mind/stress/mental health, children’s health and access to women’s health services.

Black and Indigenous women were most likely to voice concerns about their experiences of being pregnant 
and giving birth and were also more likely to worry about safety at home, violence against their family or 
community, stress, access to affordable housing and access to healthy food. For example, one in two Black 
and Indigenous women noted that they were worried about their mental health and stress levels, compared 
to one in three White and Asian women (Table 37). 

Table 37: Proportion of women who are very concerned about the 
following issues, stratified by race

Black White Latina Asian Indigenous

n (%) n (%) n (%) n (%) n (%)

Our experiences of being 
pregnant, giving birth 163 (49.7) 458 (32.1) 83 (43.0) 28 (31.1) 33 (49.3)

Safety at home 55 (16.8) 60 (4.2) 26 (13.5) 5 (5.6) 10 (14.9)

Violence against my family or 
community members 107 (32.7) 55 (3.9) 30 (15.7) 8 (9.1) 17 (25.4)

Violence inside my family 16 (4.9) 8 (0.6) 10 (5.2) 4 (4.4) 4 (6.0)

Violence in my neighborhood 54 (16.4) 41 (2.9) 20 (10.4) 12 (13.5) 12 (17.9)

Access to women’s health 
services 139 (42.2) 322 (22.6) 80 (41.5) 24 (26.7) 31 (46.3)

Peace of mind/stress/mental 
health 166 (50.9) 406 (28.6) 83 (43.0) 30 (33.3) 33 (49.3)

My children’s health 147 (44.7) 333 (23.4) 68 (35.6) 30 (33.7) 21 (31.3)

Access to safe housing 99 (30.1) 123 (8.6) 38 (19.7) 14 (15.4) 14 (20.9)

Access to healthy food 141 (42.7) 216 (15.1) 57 (29.7) 17 (18.7) 22 (32.8)

Access to affordable housing 147 (45.1) 226 (15.9) 57 (29.5) 19 (20.9) 27 (40.3)
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When asked how often participants felt safe in their neighborhood during pregnancy, White and 
Asian women were most likely to respond that they felt safe every day of the week and Black and 
Indigenous women were most likely to report that they felt safe some days, not often or not at all: 
9% of Black women, and 7% of Indigenous and Latina women felt unsafe some or all of the time (  

Table B.15).   

Figure 23: Frequency that women felt safe in their neighborhood during pregnancy, 
stratified by race 
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When asked how often participants felt safe in 
their neighborhood during pregnancy, White 
and Asian women were most likely to respond 
that they felt safe every day of the week and 
Black and Indigenous women were most likely 
to report that they felt safe some days, not often 
or not at all: 9% of Black women, and 7% of 
Indigenous and Latina women felt unsafe some 
or all of the time (Figure 23). 

Immediate family and friends were most often 
listed as sources of support when problems 
arise, followed by extended family and the faith 
community; 12% of respondents said that their 
health care providers helped them thrive and 
survive (Table 38). 

Figure 23: Frequency that women felt safe in their neighborhood 
during pregnancy, stratified by race

Table 38: Factors that help people survive, 
succeed, and thrive (n=2138). Rank-ordered

n (%)

Immediate Family 1903 (89.0)

Friends 1654 (77.4)

Extended Family 1054 (49.3)

Faith Community 675 (31.6)

Work colleagues 503 (23.5)

Health clinics/healthcare providers 253 (11.8)

Elders in my Community 134 (6.3)

Cultural group 119 (5.6)

Government agencies 100 (4.7)

Other 83 (2.9)

Sports club 43 (2.0)

Neighborhood association 42 (2.0)

Resettlement agency 0 (0)

Multiple responses were possible.
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Unmet needs for essential health services

Respondents reflected on various social, emotional, 
and situational stressors they may have faced over 
the course of the year before pregnancy (Table 
39). Over half of respondents reported on barriers 
to optimal health during pregnancy. Depression, 
inability to meet financial obligations, concerns 
about health insurance, and not enough support 
from family and friends were the most common 
problems noted. 

Most people were not getting the help to access the 
services they felt they needed, especially for mental 
health, economic, food and housing assistance. For 
example, 22% of people needed food stamps, vouchers, 
or money; yet, only 6% received help from their care 
provider to access food-related support (Figure 24). 
These gaps between need and access to mental health 
services, food assistance, and health insurance were 
double for Black and Indigenous service users.

Concerning the average number of challenges that 
service users encountered during pregnancy (or the 
year prior), Black and Indigenous women checked an 
average of 1.5 and 1.7 items (Table 40); White women 
checked 0.7 items on average. In other words, Black 
and Indigenous women identified more than twice as 
many challenges as White women. 

Service users reported, during their pregnancy, 
they felt they needed support in the form of social 
services, subsidies, or other assistance (see Figure 24 
for complete list of response options). Respondents 
reported on whether their provider helped them 
to access the health services they needed. They 
reported receiving assistance from providers with 
smoking cessation, but almost no help to access other 
important resources and referrals. Unmet needs 
include nutrition counseling, doula support, safe 
housing, food assistance, insurance coverage, and 
access to programs and counseling to support their 
mental health, or address intimate partner violence.

Table 39: Proportion of women that 
experienced the following challenges 
during pregnancy, or the year before 
their pregnancy (n=2138)

n (%)

None of the above 1057 (49.4)

Depression 465 (21.7)

Inability to meet financial 
obligations 377 (17.6)

Lack of health insurance 347 (16.2)

Not enough support from family or 
friends 291 (13.6)

Inability to buy enough food 163 (7.6)

Inability to find work 159 (7.4)

Housing instability 109 (5.1)

Smoking (tobacco) 89 (4.2)

Heat or electricity turned off 51 (2.4)

Intimate partner violence 48 (2.2)

Daily alcohol use 40 (1.9)

Police violence, yourself or 
someone in your family 21 (1.0)

Involvement of Child and Family 
Services 18 (0.8)

Imprisonment, yourself or partner 14 (0.7)

Problems with drug dependency 7 (0.3)

Multiple responses were possible.

What was the worst thing about your care?

Lo peor fue no poder costear los servicios de 
una doula y no tener los recursos economicos ni 
conocer parteras que realizaran partos en la casa. 
Creo que mi experiencia hubiese sido diferente.

The worst thing was not being able to afford the 
services of a doula and not having the financial 
resources or knowing midwives who would deliver 
at home. I think my experience would have been 
different. (translated)

Self-identified as Puerto Rican, had hospital 
birth with an OB in Florida 

“
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Table 40: Mean number of challenges experienced by women during 
pregnancy, or the year before pregnancy, stratified by race

Black (n=320) White (n=1416) Latina (n=188) Asian (n=90) Indigenous (n=64) 

Mean (range) 1.5 (0-8) 0.7 (0-8) 0.9 (0-9) 0.8 (0-7) 1.7 (0-9)

Sum of all items listed in Table above, except ‘Not enough support from family or friends’ and ‘None of the above’. 

Figure 24: Proportion of service users who needed the following services or resources, 
and proportion who received help from their doctor or midwife to access them8

8Khemet T, Goode K, Stoll K & Vedam S & GVtM Steering Council. Perinatal mental health and reproductive justice: examining unmet need 
for health services in a national cohort. Health Affairs. June 2022, under review.
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Figure 24: Proportion of service users who needed the following services or resources, and 
proportion who received help from their doctor or midwife to access them8 
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Postpartum Experiences
When asked about the whereabouts of the baby 
within the hour after birth, most women (n=1743, 
80.8%) reported that their baby was in their arms 
or on their chest, 108 (5.0%) said the baby was in 
their partner’s arms (Table 41).

Overall, participants (n=1855, 86.2%) reported 
having skin-to-skin contact immediately after 
birth – i.e., their baby’s naked body against their 
skin with no clothing, blanket or diaper between 
mother and baby the first time they held their 
baby. However, the proportion of women who 
reported skin-to-skin contact varied by type of 
intrapartum care provider and place of birth: 
skin-to-skin contact was reported by most women 
who gave birth in the community with a midwife 
(97.1%), 86.6% of women who gave birth at a 
hospital with a midwife, and 69.4% of women who 
gave birth at the hospital, with a doctor.

HEALTH OF NEWBORN 

Most respondents said that their baby was healthy 
and doing well (n=1999, 92.9%). Of the 152 women 
who said their baby was not doing well, the most 
common reasons were breathing problems (n=100), 
premature birth (n=49), and jaundice (n=49). The 
average number of weeks that the premature babies 
were born early was 8.7; 171 (7.9%) of singletons 
were admitted to the NICU; most were admitted for 
4 days or longer (n=105; 61.8%), 38 babies (22.4%) 
were admitted for 2-3 days and 27 (15.9%) for one 
day or less. 

Table 41: Where was your baby/babies 
in the hour after birth?

n (%)

In my arms or on my chest 1743 (80.8)

With the midwife or staff for routine 
newborn care 129 (6.0)

With the midwife or staff for special care 114 (5.3)

In my partner’s or husband's arms 108 (5.0)

Not sure 20 (0.9)

Other 42 (1.9)

What was the worst thing about 
your care? 
Que no me permitieron tener mi bebe skin-to-
skin, que me hicieron parir acostado y que no 
le permitieron a mi doula estar en el parto por el 
limite de 2 personas solamente.

That they did not allow me to have my baby skin-
to-skin, that they made me deliver lying down and 
that they did not allow my doula to be in labor 
because of the limit of 2 people only. (translated)

Respondent from Puerto Rico who gave birth 
at a hospital with an OB

”

BREASTFEEDING

Participants reported on how they had hoped to feed 
their baby as they came to the end of pregnancy. 
Almost all planned to breastfeed only (n=2072, 
96.1%), 69 (3.2%) planned to use a combination of 
breastfeeding and formula and 15 (0.7%) planned 
to use formula only. Participants reported how they 
were feeding their baby one week after birth. Most 
(n=1886, 88. 5% were breastfeeding exclusively, 199 
(9.3%) were using a combination of formula and 
breast milk and 46 (2.2%) used formula only. 

Among the 70% of respondents who reported 
getting help with breastfeeding initiation from their 
maternity care provider: 88.7% gave birth in the 
community with a midwife, 64.6% gave birth at a 
hospital with a midwife, and 43.0% gave birth at the 
hospital, with a doctor (Table 42). 

What was the worst thing about your care?

I wish I had been better prepared for 
breastfeeding problems. I wish there wasn’t 
so much emphasis on “breast is best.” When it 
didn’t work out for us, I was devastated & I think 
it contributed to my postpartum depression.

Self-identified as Puerto Rican, had hospital 
birth with an OB in Florida 

“
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At one week postpartum, exclusive breastfeeding 
varied by intrapartum HCP and place of 
birth: 96.3% of women who gave birth in the 
community with a midwife breastfed exclusively, 
compared to 88.3% of women who gave birth at 
a hospital with a midwife, and 74.2% of women 
who gave birth at the hospital, with a doctor. 
Exclusive breastfeeding also varied by race: 
89.3% of White women breastfed exclusively, 
compared to 86.1% of Black women, 83.3% 
Asian, 83.0% Latina, and 81.5% of Indigenous 
women. Indigenous service users were most likely 
to combine feeding (16.9%) compared to Asian, 
Latina, White, and Black service users (Table 43). 

White women were more likely to 
receive breastfeeding support from 
their doctor or midwife (Figure 25, 
Table B.16). For example, 72.8 % 
of White women reported that their 
doctor or midwife helped them 
get started with breastfeeding, 
compared to 53.4 % of Black women. 

Table 42: Breastfeeding experience 
after birth (n=2138)

Did your midwife or doctor…. n (%)

Help you get started on breastfeeding 1471 (68.8)

Refer you to a lactation specialist 781 (36.5)

Encourage to feed whenever your baby 
was interested (on demand) 1627 (76.1)

Provide formula or water to supplement 
your breast milk 150 (7.0)

Give you any free formula samples, 
coupons or other offers 278 (13.0)

Tell you about breastfeeding 1032 (48.3)

Give your baby a pacifier 175 (8.2)

None of these 171 (8.0)

Not applicable 36 (1.7)

Multiple responses were possible.

If there is one thing you could 
change, what would it be? 

The way I was treating during postpartum. 
If I was given adequate support with 
breastfeeding and actual education about it, 
I feel I would have been successful outright 
instead of struggling for months, and if I was 
not judged for being a younger mom, I would 
have felt safe and secure in my decisions 
about the care of my baby.

Self-identified as South Asian, had 
hospital birth with an OB in Nevada

Black White Latina Asian Indigenous

n (%) n (%) n (%) n (%) n (%)

Both breastmilk and formula 31 (9.8) 112 (7.8) 26 (13.8) 13 (14.4) 11 (16.9)

Breast milk only 273 (86.1) 1275 (89.3) 156 (83.0) 75 (83.3) 53 (81.5)

Formula only 8 (2.5) 29 (2.0) 6 (3.2) 2 (2.2) 0

Table 43: Infant feeding one week postpartum, stratified by race

“
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Figure 25: Breastfeeding support after birth, stratified by race

 
 

 
 
 

114 

 

Figure 25: Breastfeeding support after birth, stratified by race 

 
  

0%

20%

40%

60%

80%

Help you get started on
breastfeeding?

Refer you to a lactation
specialist?

Encourage to feed whenever
your baby was interested (on

demand)?

Tell you about
breastfeeding?

Black White Latina Asian Indigenous

POSTPARTUM HEALTH
One in seven women said that they were not healthy 
and feeling well after birth (n=431, 20.1%). Indigenous 
women were the most likely to feel unwell (n=24, 36. 
4%) followed by Asian women (n=24, 27.0%), followed 
by Latina women (n=50, 26.6%) followed by White 
women (n=244, 17.2%). One in ten women (n=203, 
9.5%) reported that postpartum pain interfered with 
daily activities extremely or quite a bit. Women who 
delivered by Caesarean were more likely to report that 
pain interfered with daily activities than women who 
gave birth vaginally (27.5% versus 6.2%). 

Women reported on whether their health care 
provider asked them about the following during the 
first 8 weeks postpartum: experiences of physical or 
verbal abuse during pregnancy or since giving birth, 
feelings of depression or symptoms of severe stress 
and or anxiety (Table B.17, Figure 26). 

Indigenous women were most likely 
to be screened for physical/verbal 
abuse, depression and stress/anxiety 
(Figure 26). Rates of screening for 
physical or verbal abuse were very 
similar for midwifery versus physician 
patients (33.7% and 35.4%), but 
midwifery clients were more likely to 
report depression screening (81.8% 
versus 71.3% of physician patients). 
Likewise, midwifery clients were more 
likely to report being screened for 
severe stress/anxiety (74.2% versus 
62.7% of physician patients).
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Figure 26: Proportion of women who were screened for the following 
in the first 8 weeks postpartum, stratified by race
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Figure 26: Proportion of women who were screened for the following in the first 8 weeks 
postpartum, stratified by race 

 

 

Indigenous women were most likely to be screened for physical/verbal abuse, 
depression and stress/anxiety (Figure 26). Rates of screening for physical or verbal 
abuse were very similar for midwifery versus physician patients (33.7% and 35.4%), 
but midwifery clients were more likely to report depression screening (81.8% versus 
71.3% of physician patients). Likewise, midwifery clients were more likely to report 
being screened for severe stress/anxiety (74.2% versus 62.7% of physician patients). 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

Physical or verbal abuse Depression Severe stress/anxiety

Full sample Black White Latina Asian Indigenous

Participants reported if they saw a health care 
or mental health professional (for example your 
doctor, midwife, social worker, psychologist, or 
psychiatrist) with concerns about their emotional 
or mental well-being since giving birth: 561 (26.4%) 
said Yes, with variations by race: 32.6% of Black 
women, 25.5% of White women, 18.3% of Latina 
women, 30.7% of Asian women and 32.8% of 
Indigenous women. 

What was the worst thing about 
your care? 
The postpartum care feels too little. After 
developing such a deep relationship with 
my midwives, it was really hard to not 
see them after the birth except for the 
brief 3 visits we had. I wish we had better 
postpartum follow up care in our country.

Self-identified as White, had homebirth 
with a midwife in New York

”

What was the worst thing about 
your care?

I wish my care provider knew the signs 
of postpartum depression more clearly. 
I definitely had it, but it wasn’t picked up 
on, even though looking back it seemed 
quite obvious. I was too embarrassed 
to ask outright for help, but I think if she 
was better trained in what to look for it 
would have been picked up on.

Self-identified as White, had homebirth 
with a family doctor in Vermont 

“
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SUMMARY MESSAGES FROM 
RESPONDENTS 

Preliminary Qualitative Findings

At the end of the survey, respondents had the 
opportunity to provide narrative data in response 
to 4 questions. These qualitative data are still being 
explored by scholars and community members, 
and we invite researchers to apply for access to 
these data points as well as associations that can be 
gleaned from quantitative data that has yet to be 
examined. Preliminary content analysis suggests 
that qualitative themes align with quantitative 
findings: 

What was the best thing about the care you 
or your baby received during your recent 
pregnancy, labor and/or birth? 

Of the 1940 people who provided comments, many 
spoke about feeling heard, respected and valued 
as the primary decision makers; being able to 
determine the course of their own labor and birth; 
having minimal disturbance in labor while still 
having the warm presence of vigilant care providers; 
being nurtured by midwives, doulas, and family 
members; and being given full information about 
their options for care. 

What was the worst thing about the care you 
received during your recent pregnancy and/or 
birth? 

In response, 1755 people spoke mostly about 
the loss of bodily autonomy and disrespect, 
including threats that if they did not comply with 
recommendations their babies were at risk. They 
reported on lack of truth telling by their providers, 
unexpected interventions, feeling rushed, of 
unconsented care, feeling abandoned and alone, 
and loss of dignity. They described in detail bodily 
and verbal harms, including many examples of 
discrimination and racism displayed by various 
health care providers and staff. Lack of insurance 
coverage for the type of care they wanted was a 
common theme. A large proportion also shared 
stories of lack of access to mental health and social 
services, especially in the postpartum period. 

If you could change one thing about your birth 
experience what would that be? 

Of the 1734 people who provided comments, most 
respondents suggested they would change their 
chosen provider or place of birth. Non-Hispanic 
Black women were the largest group in both the 
quantitative and qualitative data to express a 
desire for midwifery-led care and community 
birth for a future birth. Black, Indigenous, and 
Latinx respondents reported that they want 
culture-matched and/or language-matched care. 
Respondents also spoke about the trauma of 
unplanned interventions including induction 
and cesareans, and about pressure to accept 
interventions as well as to breastfeed. There 
was a strong trend of comments lamenting their 
previous inability to experience undisturbed 
labor, birth and postpartum transitions with their 
babies. Overall, the themes centered around a 
need for better communication, more access to 
midwifery care, a desire for self-agency, avoidance 
of unnecessary interventions, and increased 
postpartum and breastfeeding support. About 
550 respondents said they would change nothing. 
Many of these comments came from those who 
had midwifery providers.

If you found out that a close friend 
or family member was pregnant, 
what would be the most important 
advice you could give them?

To find someone, anyone, whether it be 
a doctor/midwife/doula/partner/friend/
family member, that believes in them 
and what they want for their pregnancy, 
labor, birth and baby. And then reach out 
to them throughout the pregnancy, labor/
birth and postpartum period for support, 
encouragement and advice.

Self-identified as Latinx, had homebirth 
with a midwife in Michigan 

“
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The Giving Voice to Mothers - US Study used a 
community-based participatory approach to study how 
race, ethnicity, and place of birth interact and shape 
experiences of receiving maternity care in the United 
States. The survey was co-created with women from 
communities of color to reflect their priorities and 
stories of pregnancy, birth, prenatal, and newborn care. 
Elevating the voices of service users who have been 
historically excluded has the potential to transform 
how care is delivered, and who delivers care to those 
most in need. 

Childbearing people have important preferences and 
expectations for care. However, there are clear and 
concerning inequities experienced by people of color 
and those with social, economic, or health challenges. 
These inequities concern access, mistreatment, 
disrespect, autonomy, pressure, and consent during 
pregnancy and birth. More than the majority (two in 
three) of people reported that midwives were directly 
involved in their care. We found that women of color, 
particularly Black women, were less likely to be able 
to access midwifery care compared to White women, 
and were less likely to report continuity of care despite 
the majority of Black service users ranking continuity 
as very important or important. Furthermore, Black 
women reported the lowest autonomy in decision-
making scores, and were the most likely to have short 
prenatal appointments. Low autonomy scores were 
also high among young people, those pregnant for the 
first or second time, and people experiencing social, 
economic, or health challenges. 

Race also shaped experiences of mistreatment and 
pressure to have interventions. All perinatal service 
users of color, particularly Indigenous women, reported 
lower overall rates of respect, privacy and dignity than 
White women, and were more likely to report feeling 
pressured to accept interventions from health care 
providers. Being White, having a vaginal birth, giving 
birth at home or in a birth center, having a midwife, 
and having a baby after 30 were protective against 
mistreatment. Finally, while there was a roughly even 
distribution of service users who declined care across 
racial identities, service users of color were more likely 
to experience non-consented care – in other words, 
their care provider performed the procedure anyways.

Birth setting and type of provider meaningfully 
impacted the delivery and quality of pregnancy, 
labor and birth care. We found that midwifery-
led care and care delivered in community 
settings appeared to have a protective effect, 
where service users receiving these models 
of care reported greater respect, privacy, and 
dignity. Having a midwife and having a home 
birth was also linked to higher autonomy 
and greater postpartum support, whereas 
hospital settings and obstetrician-led care 
negatively impacted autonomy and support 
with breastfeeding initiation. When asked 
about preferences for place of birth in a future 
pregnancy, Black and Indigenous women 
reported the greatest interest in a home birth.

The reported health and safety of service users 
during pregnancy varied by race. Childbearing 
people of color were more likely to report high 
stress levels, reduced access to and unmet needs 
for critical health and social services, relying more 
on their own community and family resources to 
support their resilience and well-being. 

Five communities (East Point City, Georgia; Orlando 
City, Florida; Espanola, New Mexico; Minneapolis, 
Minnesota; Pittsburgh, Pennsylvania) with large 
populations of people of color and people who 
live below the poverty line were invited to reflect 
on and make meaning of the findings. Many 
groups emphasized the importance of having a 
care provider from within one’s own culture and 
community, and urged that increased training 
was needed for health providers around informed 
consent, bodily autonomy, and communication. 
Service users wanted opportunity to meet in 
community to exchange experiences, gain peer 
support, learn about programs and services. They 
recognized that community meetings would be best 
facilitated by a care provider who could explain best 
practice and the science of birth and postpartum 
healing. Group reflections were also contextually 
informed – for communities living on reservations 
and remote areas, having continuity of care from a 
single care provider throughout pregnancy, labor, 
and birth was important for building trust. 

Conclusion
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This study highlights glaring and persistent inequities in a country that places high value 
on patient autonomy, gender and race equity, human rights, and resources for health 
professional education. High quality, equitable, and respectful maternity care remains a 
global priority; however, it is evident that service users of color and people experiencing 
social or economic marginalization are less likely to experience care aligned with this goal. 
Amplifying the voices of historically underrepresented service users is a critical step in re-
imagining and transforming health service delivery. 
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Glossary

Reproductive Justice: 

“The...right to maintain personal bodily autonomy, have children, not have children, and 
parent the children we have in safe and sustainable communities.” SisterSong (25) 

Intersectionality: 

“A lens, a prism, for seeing the way in which various forms of inequality often operate 
together and exacerbate each other. We tend to talk about race inequality as separate from 
inequality based on gender, class, sexuality or immigrant status. What’s often missing is how 
some people are subject to all of these, and the experience is not just the sum of its parts.” 
Kimberlé Crenshaw, 2020 (26)

Human Rights: 

“Human rights are rights inherent to all human beings, regardless of race, sex, nationality, 
ethnicity, language, religion, or any other status. […] Everyone is entitled to these rights, 
without discrimination.” United Nations (27)

Equity: 

“The absence of avoidable or remediable differences among groups of people, whether those 
groups are defined socially, economically, demographically, or geographically.” WHO (28) 

Perinatal Services:

Perinatal Services include the full continuum of health care services from preconception 
through pregnancy, childbirth, postpartum and early parenting.
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Appendix A – Study Methods 

Community engagement and survey development: 
In 2016, using a community-based participatory research process, we convened a multi-
stakeholder team to launch Giving Voice to Mothers-US, a mixed-methods study of maternity 
care experiences in communities of color. The GVtM Steering Council recruited NGO 
leaders and service providers to adapt a survey instrument (that was used by our team, to 
study maternity care experiences of women in British Columbia, Canada) to the United 
States context. In addition to MADM and MORi (two scales that assess respectful maternity 
care [RMC]), the community members added new items that assess non-consensual care, 
disparities in access, social determinants of experience, and institutional racism. The 
NGOs and other partners recruited 31 women from the target populations to formally 
content validate the adapted instrument, including 21 women of color (9 African American 
participants, 6 Hispanic/Latina participants, 5 Indigenous women and one Asian woman), 12 
consumer representatives, 9 maternity care providers (one obstetrician and 8 midwives), and 
several doulas, NGO leaders and policy makers. 

Eligibility criteria: 
Women who experienced at least one pregnancy in the United States between 2010-2016 were 
invited to participate. If they experienced more than one pregnancy, they were asked to report 
on their last pregnancy. 

Recruitment: 
The survey was widely distributed through email and live links to NGO membership and 
listservs; social media channels (Twitter, Facebook, and Google+); doulas, midwives; birth 
justice conferences; and survey cafes. All partners participated in evidence-based strategies 
for recruitment in disadvantaged groups including social networking, venue-based sampling, 
and peer data doulas.

Sample size: 
3266 women clicked on the survey link and answered the eligibility questions; 67 women did 
not experience the pregnancy in the United States; 2921 women started the survey and met 
study eligibility criteria; 221 women opted not to participate in the survey after being directed 
to the consent form and instructions, leaving 2700 women who partially or fully completed 
the survey (see Figure A.1). Most participants learned about the study through social media 
(n=1710, 63.5%), through their doctor or midwife (n=509, 18.9%), via an e-mail from Choices 
in Childbirth (n=158, 5.9%), a friend or family member (n=118, 4.4%) or other means (n=199, 
7.3%). Only a handful of questions were mandatory; most questions could be skipped. 2138 
women answered the last question in the survey before the open-ended responses (Q 219). 
This can be used as the denominator, especially for questions where respondents could check 
all that apply, and the denominator is unknown. Please note that women could skip items, 
so the denominator for items will be different, even if you restrict your analysis to the 2138 
women who made it to the end of the survey. 
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SCALES AND ITEMS THAT MEASURE RESPECTFUL MATERNITY CARE: 

Mistreatment: 
Content validation resulted in new patient-designed and patient-validated items to measure 
mistreatment in childbirth that align with the dimensions codified by Bohren (24). Specifically, 
the mistreatment items measure the following domains: physical abuse, sexual abuse, 
verbal abuse, neglect and abandonment, poor rapport between women and providers, loss 
of confidentiality, and lack of supportive care. Community members also elected to include 
the MADM (autonomy) and MOR (respect), and an adapted Perceptions of Racism scale that 
measure other domains in the Bohren typology: stigma and discrimination, failure to meet 
professional standards of care, lack of informed consent, and loss of autonomy. Twenty-two 
additional survey items related to the typology and assessed RMC, such as care provider 
behaviors in response to refusal of care, and the respondent’s overall sense of dignity, respect, 
and privacy during interactions with providers.

In summary, the GVtM – US survey included three scales: The 7-item MADM scale (Mother’s 
Autonomy in Decision Making Scale), the 14-item MOR index (Mothers on Respect index) and 
the 17-item adapted Perceptions of Racism scale. The development and psychometric testing 
of MADM and MORi are described in two open access publications (12,13). The Perceptions 
of Racism scale was originally developed by Nanny Green in 1995 (17) and was substantially 
adapted by our content validators, to include statements about different racial/ethnic groups 
and to add maternity care related items. We have not published a paper about the development 
and psychometric testing of this scale yet.

We assessed internal consistency reliability of the three scales (using Cronbach’s alpha). The 
alpha for the MADM scale for the GVtM sample is 0.96 (n=2285), the alpha for the MOR index 
is 0.94 (n=2105) and the alpha for the adapted Perceptions of Racism scale is 0.92 (n=1669).

Key variables used in the analysis:9 

Race and ethnicity: 
Respondents could self-identify and provide considerable detail about their racial and ethnic 
identity, selecting multiple descriptors under 13 pre-defined categories. For example, if a 
woman checked ‘Black’ she was directed to another section, with the following options: African 
American, Black Asian, Black Hispanic, Black Multi-Racial, Black Native-American, Black 
Caribbean, Black African, Black, Other (please specify). 

For analysis, we followed community advice on how best to recode into the top level larger 
categories, to reflect how others may have labeled them, keeping communities most at risk for 
poor outcomes and poor treatment at the center of the coding rubric. We recoded this variable 
into mutually exclusive categories (see Table S1). We used the same coding scheme for paternal 
race/ethnic identity (as identified by the woman), and also created four variables that describe 
combinations of maternal/paternal race, i.e., 1) women White, partner White, 2) women Black, 
partner Black, 3) women White, partner Black, 4) women Black, partner White. Throughout 
this paper Indigenous includes participants who self-identify as Native American, Native 
Hawaiian or other Pacific Islander, Alaska Native, or Indigenous to Mexico or South America.

9 Reprinted from Vedam, Stoll & Taiwo et al (9), licensed under CC by 4.0.
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Future research would benefit from bringing more nuance during data collection to these 
categories which are as diverse and varied as humans are.

Low SES: 
We created a comprehensive composite index that measures low SES, taking into account 
family income below 30,000 (based on before tax family income and household size). In 
the low SES category, we also counted respondents who reported that heat or electricity was 
turned off (during or in the year before pregnancy), inability to buy enough food, or meet 
financial obligations; and respondents who reported receiving a housing subsidy, assistance 
from Indian Health Services or a state health plan, Temporary Assistance for Needy Families 
(TANF), food stamps, WIC food vouchers or money to buy food. We coded respondents with 
one or more of the indicators of low SES as 1; and respondents that did not report any of the 
indicators as 0.

Elevated pregnancy risk status: 
Women were grouped as having pregnancy risk factors if they reported a pre-pregnancy BMI 
of 40 or higher, were carrying twins, or reported that they experienced high blood pressure, 
gestational diabetes or other health complications during pregnancy (including breech baby, 
problems with baby’s growth/health, preterm labor, but not preterm birth)

History of social risks: 
To distinguish those who may experience differential treatment because of social factors, 
we grouped together women who reported substance use/abuse (smoking or daily drinking 
during pregnancy, and/or drug dependence during pregnancy), women with a history of 
incarceration (herself or partner), involvement of child or family services, and/or reporting 
intimate partner violence. 

Newborn Health Problems: 
Women who answered no to the question in the postpartum section: Was your baby healthy 
and doing well?

Rural-urban status using maternal residence during pregnancy: 
Of the 2700 survey responses, 2439 zip codes were matched to rural-urban status using 
RUCA codes (29). 261 (9.7%) could not be matched to RUCA codes via zip codes; 218 of these 
were missing zip code data completely and the remaining 43 had zip codes which could not be 
matched. 

Of those unmatched records, we examined the state in which the woman resided during 
pregnancy. This revealed that 28 responses were from Puerto Rico, 179 were missing state 
data, and 54 were scattered across the rest of the states (14 in NY, 7 in CA, 5 in FL, rest <4/
state). In an attempt to determine a rural-urban indicator for unmatched zip codes (in 
particular to include the Puerto Rico codes), we acquired a crosswalk for zip-code to census-
tract codes from the HUD’s Office of Policy Development and Research (PD&R), here: 
https://www.huduser.gov/portal/datasets/usps_crosswalk.html. 

https://www.huduser.gov/portal/datasets/usps_crosswalk.html
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Then we obtained the census-tract to RUCA codes crosswalk from https://www.ers.usda.
gov/data-products/rural-urban-commuting-area-codes.aspx (Ruca codes 3.0).

We chose to use the crosswalk from the 1st quarter of 2016 as the survey responses refer 
to pregnancies between 2010-2016 so this should capture most of the possible zip codes 
and map them appropriately. This process resulted in 29 of the 43 missing zip code being 
matched to RUCA codes using census tracts (all in Puerto Rico) and then assigned urban-
rural indicators with the same methods used for all RUCA codes. These extra 29 rural-urban 
indicators were included so a total of 2468 valid rural-urban indicators are available for 
analysis. 

This process resulted in 2268 (84%) zip codes being designated as urban, 200 as rural 200 
(7.4%) and 232 as missing (8.6%). 

Figure A.1: Sample size flow chart 
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Table B.1: When I was 
choosing my prenatal care 
provider I considered what 
I learned from… (n=2138)

Table B.2: Labor/birth companions, stratified by race (n=2138)

Appendix B - Tables and Figures

n (%)

My/my partner's previous birth experiences 1087 (50.8)

Books about pregnancy 1081 (50.6)

Friends 1039 (48.6)

Online connections 943 (44.1)

My parents 593 (27.7)

Other 344 (16.1)

My doula 339 (15.9)

My sisters 260 (12.2)

Coworkers 247 (11.6)

My family doctor 134 (6.3)

My grandmother 125 (5.8)

Community Health Services 35 (1.6)

My aunties/elders 0

Asian
(n=90)

Black
(n=320)

Indigenous
(n=64)

Latina
(n=188)

White
(n=1416)

n (%) n (%) n (%) n (%) n (%)

My partner or husband 81 (90.0) 247 (77.2) 53 (82.8) 154 (81.9) 1202 (84.9)

Another family member 14 (15.6) 103 (32.2) 11 (17.2) 44 (23.4) 254 (17.9)

My friend 7 (7.8) 38 (11.9) 5 (7.8) 11 (5.9) 111 (7.8)

A midwife 39 (43.3) 83 (25.9) 32 (50.0) 64 (34.0) 615 (43.4)

A nurse 13 (14.4) 53 (16.6) 10 (15.6) 30 (16.60) 202 (14.3)

A doctor 3 (3.3) 17 (5.3) 3 (4.7) 8 (4.3) 51 (3.6)

A doula or trained labor assistant 36 (40.0) 108 (33.8) 22 (34.4) 63 (33.5) 569 (40.2)

I did not receive this type of support 1 (1.1) 19 (5.9) 2 (3.1) 9 (4.8) 50 (3.5)

Other 1 (1.1) 16 (5.0) 2 (3.1) 8 (4.3) 67 (4.7)
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Table B.3: Accompanying 
person during transfer from 
home to hospital (n=94)

n (%)

My spouse/partner 89 (94.7)

Midwife 70 (74.5)

My friend 5 (5.3)

My doula 41 (43.6)

Other family member 20 (21.3)

A student midwife 13 (13.8)

My doctor 0 (0)

Multiple responses were possible. 

Table B.4: For your maternity and newborn care, HOW IMPORTANT 
are the following options to you? Rank-ordered

Factor was important or very important n %

Having a trusting relationship with my care provider 2232 97.6

Having a doctor or midwife who is a good match for what I value and want for 
pregnancy and birth care 2226 97.6

Not being separated from my baby after birth 2221 96.8

Having enough time to ask questions and discuss my options for care 2198 95.4

Having support people of my choice present for labor and birth 2199 93.5

Knowing the midwife/doctor who will care for me during birth 2142 92.1

Choice of birth place (home, birth center or hospital) 2212 91.2

I LEAD the decisions about my pregnancy, birth and baby care 2173 91.2

Having a provider who has expertise with natural methods for pain relief 1931 82.6

Having a doctor or midwife who respects my culture 1674 78.1

Having no more than 3 different maternity providers care for me 1617 73.8

Having someone who will do newborn care/breastfeeding support at my home 1645 71.2

Having only one midwife or doctor care for me 1487 62.6

Having access to medicines for pain relief 638 28.5

Having my MIDWIFE or DOCTOR LEAD the decisions about my pregnancy, birth 
and baby care 458 20.4
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Table B.5: Proportion of service users who ranked the following options as 
‘Important’ or ‘Very Important’, stratified by race (>90% agreement bolded)

Black White Latina Asian Indigenous

n (%) n (%) n (%) n (%) n (%)

Choice of birth place (home, birth 
center or hospital) 331 (91.7) 1446 (91.1) 199 (88.4) 102 (92.7) 69 (94.5)

Having only one midwife or doctor care 
for me 249 (70.5) 921 (59.2) 144 (65.5) 71 (65.1) 57 (80.3)

Having no more than 3 different 
maternity providers care for me 254 (78.2) 1051 (72.9) 142 (70.6) 70 (70.0) 57 (89.1)

I LEAD the decisions about my 
pregnancy, birth and baby care 330 (94.6) 1422 (91.0) 198 (88.8) 92 (86.8) 70 (94.6)

Having my MIDWIFE or DOCTOR 
LEAD the decisions about my 
pregnancy, birth and baby care 

61 (18.8) 289 (19.4) 42 (20.9) 30 (29.4) 14 (21.5)

Having support people of my choice 
present for labor and birth 321 (93.0) 1449 (94.0) 203 (91.9) 96 (91.4) 71 (98.6)

Having a provider who has expertise 
with natural methods for pain relief 284 (83.0) 1280 (83.4) 170 (79.1) 79 (74.5) 62 (89.9)

Having access to medicines for pain 
relief 129 (39.9) 373 (25.2) 64 (31.5) 33 (31.7) 16 (25.4)

Knowing the midwife/doctor who will 
care for me during birth 315 (94.3) 1403 (91.8) 192 (87.7) 98 (93.3) 68 (97.1)

Not being separated from my baby 
after birth 323 (96.7) 1460 (96.9) 201 (94.8) 106 (100) 67 (97.1)

Having someone who will do newborn 
care/breastfeeding support at my home 228 (68.5) 1077 (70.7) 155 (72.8) 79 (72.5) 54 (81.8)

Having enough time to ask questions 
and discuss my options for care 312 (95.4) 1453 (95.8) 199 (92.6) 104 (98.1) 68 (97.1)

Having a trusting relationship with 
my care provider 316 (97.5) 1478 (97.9) 202 (95.3) 103 (100) 69 (98.6)

Having a doctor or midwife who 
respects my culture 293 (92.1) 1019 (73.6) 169 (82.0) 81 (77.9) 59 (86.8)

Having a doctor or midwife who is a 
good match for what I value and want 
for pregnancy and birth care

317 (98.4) 1467 (97.5) 201 (95.3) 104 (98.1) 69 (100)

Denominators for each analysis vary.
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Table B.6: For any future births, how open would you be to giving birth, stratified by race

Black White Latina Asian Indigenous

n (%) n (%) n (%) n (%) n (%)

Definitely 
would not 
want this

Definitely 
would 
want this

Would 
not Would Would 

not Would Would 
not Would Would 

not Would

In a birth center that is 
outside of a hospital 38 (13.1) 102 (35.3) 196 

(15.7)
268 
(21.4)

30 
(16.3)

55 
(29.9) 8 (10.4) 16 

(20.8) 11 (18.6) 13 
(22.0)

At home 52 (17.6) 156 (52.7) 270 
(21.0)

741 
(57.7)

45 
(23.7)

103 
(54.2)

22 
(27.5)

37 
(46.3) 6 (10.3) 42 

(72.4)

In a hospital 128 (44.4) 53 (18.4) 695 
(54.8)

193 
(15.2)

101 
(54.0)

33 
(17.6)

34 
(44.2)

15 
(19.5)

38 
(62.3) 7 (11.5)

Table B.7: Proportion of participants who agreed or strongly agreed with MADM items

Please describe your experiences with decision 
making during your pregnancy, labor, and/or birth n (%)

My doctor or midwife asked me how involved in 
decision making I wanted to be 1347 (58.2)

My doctor or midwife told me that there are different 
options for my maternity care 1616 (70.0)

My doctor or midwife explained the advantages/
disadvantages of the maternity care options 1590 (68.9)

My doctor or midwife helped me understand all the 
information 1767 (76.4)

I was given enough time to thoroughly consider the 
different care options 1761 (76.4)

I was able to choose what I considered to be the best 
care options 1852 (80.1)

My doctor or midwife respected my choices 1922 (83.1)

MADM Median (5,95th percentile) 36.0 (12.0; 42.0)
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Table B.8: Proportion of women who agreed or strongly agreed with MADM items, 
stratified by maternity care provider

Obstetrician Midwife

n (%) n (%)

My doctor or midwife asked me how involved in decision 
making I wanted to be 251 (37.6) 1072 (67.0)

My doctor or midwife told me that there are different 
options for my maternity care 270 (40.7) 1321 (82.7)

My doctor or midwife explained the advantages/
disadvantages of the maternity care options 282 (43.5) 1290 (80.8)

 My doctor or midwife helped me understand all the 
information 346 (52.2) 1388 (86.6)

I was given enough time to thoroughly consider the 
different care options 337 (50.9) 1393 (87.2)

I was able to choose what I considered to be the best 
care options 374 (56.3) 1446 (90.3)

My doctor or midwife respected my choices 428 (64.4) 1457 (91.0)

MADM Median (5,95th percentile) 30 (8,42) 38 (21,42)

During my pregnancy I felt that I was treated poorly by 
my doctor or midwife BECAUSE of …. Doctor Midwife

n (%) n (%)

My race, ethnicity, cultural background or language 14 (2.2) 8 (0.5)

My type of health insurance or lack of insurance 23 (3.7) 16 (1.0)

A difference of opinion with my caregivers about my care 63 (10.0) 47 (3.1)

My sexual orientation and/or gender identity 5 (0.8) 3 (0.2)

Table B.9: Proportion of respondents who agreed or strongly agreed with the 
statement, stratified by prenatal care provider
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Figure B.1: Variations in low autonomy (MADM) scores by demographic items

The figures below show which groups are at increased versus decreased risk of experiencing 
low autonomy in decision-making, low respect and mistreatment. For this analysis, the 
MADM and MORi scores were recoded into scores that fall at or below the 10th percentile. 
Hence, the proportion of women who fell into the low autonomy group was 10% for the full 
sample, with variations by subgroups. The degree of variation (i.e., above, at or below 10%) 
for women with selected maternal characteristics is graphically represented in the first figure. 
Groups with bars to the RIGHT of the VERTICAL LINE (dark blue bars) are more likely to 
experience low autonomy, low respect and mistreatment and groups to the LEFT of the axis 
(orange bars) are less likely to experience these outcomes.
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The figures below shows which groups are at increased versus decreased risk of 
experiencing low autonomy in decision-making, low respect and mistreatment. For 
this analysis, the MADM and MORi scores were recoded into scores that fall at or 
below the 10th percentile. Hence, the proportion of women who fell into the low 
autonomy group was 10% for the full sample, with variations by subgroups. The 
degree of variation (i.e., above, at or below 10%) for women with selected maternal 
characteristics is graphically represented in the first figure. Groups with bars to the 
RIGHT of the VERTICAL LINE (dark red bars) are more likely to experience low 
autonomy, low respect and mistreatment and groups to the LEFT of the axis (light 
red bars) are less likely to experience these outcomes. 

Figure B.1: Variations in low autonomy (MADM) scores by demographic items 
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Figure B.2: Variations in low respect (MORi) scores by demographic items 
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Figure B.2: Variations in low respect (MORi) scores by demographic items
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Figure B.3: Variations in low respect (MORi) scores by provider type, 
mode of birth, and location
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Figure B.3::  Variations in low respect (MORi) scores by provider type, mode of birth, and location  
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Table B.10: Proportion of service users who did not consent to tests or 
procedures, stratified by intrapartum care provider and actual place of birth

Physician at 
hospital birth 

Midwife at 
hospital birth

Midwife at 
community birth

 n (%) n (%) n (%)

Timing of cord clamping 356 (62.3) 115 (32.3) 56 (6.0)

Giving Vitamin K to my baby either by mouth or as 
an injection 304 (53.4) 132 (36.5) 14 (1.5)

Putting erythromycin ointment into my baby’s eyes 324 (56.0) 133 (37.3) 19 (2.2)

Whether or not I had an injection before delivery of 
the placenta 347 (75.1) 151 (55.5) 84 (14.8)

Listening to the baby continuously (external or 
internal monitor) 245 (42.8) 106 (31.3) 59 (9.1)

Having doctor or midwife break my water bag 
before or during labor 165 (38.6) 57 (22.1) 50 (10.4)

Cutting my vaginal opening when the baby was 
coming out (episiotomy) 177 (51.2) 64 (31.4) 39 (10.5)

Table B.11: Proportion of women who reported ‘poor’ respect, dignity and privacy by race 

Black White Latina Asian Indigenous

n (%) n (%) n (%) n (%) n (%)

How would you rate the RESPECT the 
doctor or midwife showed you during 
your pregnancy, labor and/or birth? 
('Poor')

16 (4.7) 40 (2.7) 13 (6.3) 5 (5.0) 7 (9.6)

How would you rate the DIGNITY the 
doctor or midwife showed you during 
your pregnancy, labor and/or birth? 
('Poor')

17 (5.1) 39 (2.6) 14 (6.9) 6 (6.0) 6 (8.6)

How would you rate the PRIVACY the 
doctor or midwife showed you during 
your pregnancy, labor and/or birth? 
('Poor')

13 (3.9) 30 (2.0) 8 (3.9) 5 (5.0) 5 (7.4)
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Table B.12: Proportion of service users that experienced any, or specific types of 
mistreatment, stratified by race (n=2138)

Black
n =320

White
n= 1416

Latina
n =188

Indigenous
n = 64

Asian
n=90

n (%) n (%) n (%) n (%) n (%)

Your private or personal information was 
shared without your consent 2 (0.6) 17 (1.2) 5 (2.7) 2 (3.1) 0 (0)

Your physical privacy was violated (i.e., being 
uncovered or having people in the delivery 
room without your consent)

27 (8.4) 62 (4.4) 12 (6.4) 6 (9.4) 7 (7.8)

Health care providers (doctors, midwives, or 
nurses) shouted at or scolded you 35 (10.9) 90 (6.4) 30 (16.0) 10 (15.6) 9 (10.0)

HCPs threatened to withhold treatment or to 
force you to accept treatment you did not want 21 (6.6) 51 (3.6) 11 (5.9) 7 (10.9) 6 (6.7)

Health care providers threatened you in any 
other way 6 (1.9) 26 (1.8) 8 (4.3) 3 (4.7) 1 (1.1)

Health care providers ignored you, refused 
your request for help, or failed to respond to 
requests for help in a reasonable amount of 
time

41 (12.8) 79 (5.6) 23 (12.2) 7 (10.9) 12 (13.3)

You experienced physical abuse (including 
aggressive physical contact, inappropriate 
sexual conduct, a refusal to provide 
anesthesia for an episiotomy, etc.)

6 (1.9) 16 (1.1) 4 (2.1) 0 (0) 1 (1.1)

Any mistreatment (one or more of the above) 72 (22.5) 199 (14.1) 47 (25.0) 21 (32.8) 19 (21.1)

Multiple responses were possible. 
Source: Vedam, Stoll & Taiwo et al (9), licensed under CC by 4.0.

Table B.13: Pressure to have childbirth interventions, by race

 Women of Color White women

n (%) n (%)

Medication to start labor 118 (17.2) 153 (10.8)

Continuous fetal monitoring (listen to baby's 
heart by wearing a belt or wire) 214 (31.3) 286 (20.3)

Medicine for pain relief 59 (8.7) 66 (4.7)

An Epidural 79 (11.5) 74 (5.3)

Medication to speed up labor 113 (16.6) 153 (10.9)

Episiotomy (cut vaginal opening) 37 (5.4) 39 (2.8)

A Caesarean 99 (14.4) 122 (8.7)
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Figure B.4: Variations in mistreatment rates by demographic items
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Figure B.4: Variations in mistreatment rates by demographic items 
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Figure B.5: Reported mistreatment, stratified by race 

 
 

  

-3

3.9
5.2

6.9

15

Blue arrow = less mistreatment Orange arrow = more mistreatment 

White           Asian     Black   Hispanic Indigenous 

Figure B.5: Reported mistreatment, stratified by race

Table B.14: Overall during your life until now, how often have you worried that you might 
be treated or judged unfairly because of your race, heritage, or ethnic group? 

Less mistreatment

More mistreatment
White

Asian Black Hispanic Indigenous

Sometimes Often Always Cumulative %, i.e., sometimes, 
often and always combined

n (%) n (%) n (%) %

Black (n=331) 115 (34.7) 145 (43.8) 59 (17.8) 96.4

White (n=1441) 431 (29.9) 9 (0.6) 4 (0.3) 30.8 

Latina (n=195) 97 (49.7) 37 (19.0) 19 (9.7) 78.5 

Asian (n=93) 55 (59.1) 25 (26.9) 9 (9.7) 95.7 

Indigenous (n=69) 24 (34.8) 15 (21.7) 8 (11.6) 68.1 



104

Giving Voice to Mothers  
 

 
 
 

147 

 

Figure B.6: Variations in mistreatment rates by provider type, mode of birth, and location 
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Figure B.6: Variations in mistreatment rates by provider type, mode of birth, and location
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Table B.15: Frequency that women felt safe in their neighborhood 
during pregnancy, stratified by race

Table B.16: Breastfeeding support after birth, stratified by race

Black 
(n=332)

White
(n=1466)

Latina
(n=196)

Asian
(n=92)

Indigenous
(n=69) 

n (%) n (%) n (%) n (%) n (%)

Every day of the week 219 (66.0) 1191 (81.2) 135 (68.9) 69 (75.0) 46 (66.7)

Most days 82 (24.7) 244 (16.6) 48 (24.5) 22 (23.9) 18 (26.1)

Some days, not often 
and not at all combined 31 (9.3) 31 (2.1) 13 (6.6) 1 (1.1) 5 (7.2)

Did your midwife or 
doctor…. Black White Latina Asian Indigenous

n (%) n (%) n (%) n (%) n (%)

Help you get started on 
breastfeeding 171 (53.4) 1031 (72.8) 131 (69.7) 56 (62.2) 43 (67.2)

Refer you to a lactation 
specialist 123 (38.4) 499 (35.2) 81 (43.1) 34 (37.8) 23 (35.9)

Encourage to feed 
whenever your baby 
was interested (on 
demand)

205 (64.1) 1129 (79.7) 143 (76.1) 60 (66.7) 45 (70.3)

Provide formula or 
water to supplement 
your breast milk

36 (11.3) 83 (5.9) 11 (5.9) 9 (10.0) 7 (10.9)

Give you any free 
formula samples, 
coupons or other offers

63 (19.7) 158 (11.2) 26 (13.8) 21 (23.3) 8 (12.5)

Tell you about 
breastfeeding 
resources in the 
community

124 (38.8) 707 (49.9) 100 (53.2) 40 (44.4) 34 (53.1)

Give your baby a 
pacifier 43 (13.4) 101 (7.1) 16 (8.5) 10 (11.1) 5 (7.8)

None of these 36 (11.3) 93 (6.6) 17 (9.0) 14 (15.6) 5 (7.8)

Not applicable 11 (3.4) 24 (1.7) 1 (0.5) 0 0

Multiple responses were possible. 
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Table B.17: Proportion of women who were screened for the 
following in the first 8 weeks postpartum, stratified by race

Figure B.7: Reported autonomy, stratified by place of birth

Full sample Black White Latina Asian Indigenous

n (%) n (%) n (%) n (%) n (%) n (%)

Physical or verbal abuse 713 (33.9) 108 (34.4) 467 (33.6) 68 (36.4) 17 (19.5) 31 (49.2)

Depression 1647 (78.2) 234 (74.5) 1119 (80.4) 133 (70.7) 63 (71.6) 54 (85.7)

Severe stress/anxiety 1474 (70.1) 210 (66.9) 997 (71.6) 126 (67.4) 53 (60.2) 47 (74.6)
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Figure B.7: Reported autonomy, stratified by place of birth 
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