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Abstract

Racial and ethnic disparities exist in both perinatal outcomes and health care quality. For example,
Black women are three to four times more likely to die from pregnancy-related causes and have
more than a twofold greater risk of severe maternal morbidity than White women. In an effort to
achieve health equity in maternal morbidity and mortality, a multidisciplinary workgroup of the
National Partnership for Maternal Safety, within the Council on Patient Safety in Women’s Health
Care, developed a concept article for the bundle on reduction of peripartum disparities. We aimed
to provide health care providers and health systems with insight into racial and ethnic disparities
in maternal outcomes, the etiologies that are modifiable within a health care system, and resources
that can be used to address these etiologies and achieve the desired end of safe and equitable
health care for all childbearing women.

The principle that health care quality cannot fully be realized without health care equity has
gained increasing acceptance over the past several decades, yet health care equity is a rate-
limiting factor in quality improvement. In 2003, shortly after publication of “Crossing the
Quality Chasm” (Institute of Medicine Committee on Quality of Health Care in America,
2001), the Institute of Medicine released “Unequal Treatment: Confronting Racial and
Ethnic Disparities in Health Care” (Institute of Medicine Committee on Understanding and
Eliminating Racial and Ethnic Disparities in Health Care, 2003), a report that documented
the disparate treatment by patient race and ethnicity that occurred despite access to the
health care system. The evidence of racial and ethnic disparities in health care was
remarkably consistent across a range of illnesses and health care services. For example,
Black and Hispanic individuals were less likely to receive appropriate cardiac medications,
to undergo coronary artery bypass surgery, and to receive peritoneal dialysis and kidney
transplantation even after accounting for variations in insurance status, income, age, and
comorbid conditions. Although more than a decade has passed since that report was
published, disparities in care and outcomes continue to exist across a range of illnesses

and services.

The field of maternity care is no exception. Racial and ethnic disparities exist in maternal
and perinatal outcomes and health care quality (American College of Obstetricians and
Gynecologists, 2015). These disparities are not simple differences, but rather inequities

that systematically and negatively affect less advantaged groups. Racial and ethnic

minority women experience more maternal deaths, comorbid illnesses, and adverse perinatal
outcomes than white women. In addition, perinatal care has been shown to differ by race and
ethnicity (Centers for Disease Control and Prevention, 2016; Creanga, Bateman, Kuklina,

& Callaghan, 2014; Grobman et al., 2015; Howell, Egorova, Balbierz, Zeitlin, & Hebert,
2016a, 2016b; New York City Department of Health and Mental Hygiene, 2015). Black
women are three to four times more likely to die from pregnancy-related causes and

have more than a twofold greater risk of severe maternal morbidity than White women
(Howell et al., 2016b). Elevated risks of maternal death and morbidity also have been
reported for Native American women and some Asian and Hispanic population subgroups
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of women (New York City Department of Health and Mental Hygiene, 2015). Black women
have been noted to have higher rates of postpartum hemorrhage, puerperal infection, and
venous thromboembolism (Centers for Disease Control and Prevention, 2016; Creanga et al.,
2014; Howell et al., 2016a; Grobman et al., 2015). Similarly, adverse perinatal outcomes,
including infant death, are more common among Black than White women. Disparities

are also evident in a variety of pregnancy care interventions (Grobman et al., 2015). In a
study including more than 100,000 women, racial and ethnic disparities were documented
in frequency of labor induction, episiotomy, and cesarean birth (Grobman et al., 2015).
Hispanic women repeatedly have been shown to be less likely to receive epidural analgesia,
and this disparity is exacerbated when English is not their primary language (Toledo,
Eosakul, Grobman, Feinglass, & Hasnain-Wynia, 2016; Toledo et al., 2012).

Purpose of the Concept Article

In an effort to achieve health equity in maternal morbidity and mortality, a

workgroup of the National Partnership for Maternal Safety, within the Council on

Patient Safety in Women’s Health Care, developed this concept article as background
material for the Reduction of Peripartum Racial and Ethnic Disparities Patient

Safety Bundle (http://safehealthcareforeverywoman.org/patient-safety-bundles/reduction-of-
peripartum-racialethnic-disparities/), the use of which is designed to reduce racial and
ethnic disparities in perinatal outcomes. This effort represents contributions by all the major
women’s health professional organizations and was developed by representatives from the
American College of Obstetricians and Gynecologists; the Association of Women’s Health,
Obstetric and Neonatal Nurses; the Society for Maternal-Fetal Medicine; the American
College of Nurse-Midwives; the Society for Obstetric Anesthesia and Perinatology; the
American Academy of Family Physicians; the Association of Maternal & Child Health
Programs; and the University of Michigan School of Public Health.

Our workgroup focused on developing a patient safety bundle that was evidence-based,
feasible, actionable, and had the potential to improve the quality of maternal health care
and reduce racial and ethnic disparities in maternal morbidity and mortality. Therefore, this
concept article addresses the full continuum of women’s health and maternity care from
preconception through the postpartum period, given that the morbidity incurred in pregnancy
may be related to events (e.g., family planning, optimization of chronic illness) that do not
occur during the pregnancy itself. We reviewed evidence from outside of pregnancy and
perinatal care and integrated the principles of just culture, safety culture, and best practices
regarding health care disparities in other areas of health care into the development of the
bundle. A key aspect of bundle development was a focus on factors that are modifiable by
clinicians and institutions so that recommendations included in the bundle are actionable. In
this concept article, we describe racial and ethnic disparities in maternal outcomes, review
key modifiable factors that contribute to racial and ethnic disparities in maternal outcomes,
and discuss the recommendations included in the bundle that aim to alter processes of care
and ultimately improve equity in maternal outcomes.

Five themes underlie the bundle’s recommendations for Readiness, Recognition and
Prevention, Response, and Reporting and Systems Learning. These five themes include:
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(a) the inability to assess disparities because they are not reliably measured, (b) lack

of recognition of disparities at both the personal and systems level, (c) the importance

of knowing the magnitude of racial and ethnic disparities that exist, (d) communication
barriers, and (e) differences in the structure of care. The relationship of these themes to the
four action domains of the bundle is presented in Table 1.

Framework for Addressing Disparities

Multiple determinants underlie inequities in health and health care and result in worse health
outcomes and lower quality of health care for marginalized populations. Population health
disparities are rooted in interconnected systems and interactions that occur on multiple
levels: from the individual level (e.g., socioeconomic status, race and ethnicity, gender,
behaviors, beliefs, biology, genetics) to more intermediate factors (e.g., neighborhoods,
communities, social networks), to more distal or structural factors (e.g., social and political
policies, health care institutions; Warnecke et al., 2008). This public health framework, with
a focus on social determinants of health, is essential for advancing the understanding of
these disparities and enabling their reduction. Equally important is a framework focused
specifically on the health care system because it is here that clinicians and policymakers
may have the greatest influence on factors that may allow for the reduction or elimination
of disparities in the quality of health care (Kilbourne, Switzer, Hyman, Crowley-Matoka,

& Fine, 2006). The key determinants of health disparities within the health system include
patient, health care provider, clinical encounter, and health care system factors (e.g., health
insurance coverage, distance from care, health care provider networks, reimbursement rates,
and payment factors). For the development of the patient safety bundle on Reduction of
Peripartum Racial and Ethnic Disparities, we combined the health care system framework
from Kilbourne et al. (2006) with many of the social determinants and community-level
factors that affect disparities in maternal health.

The Importance of Social Determinants

In seeking to structure approaches within a bundle to combat racial and ethnic disparities,
there must be recognition that some of these disparities evolve from greater historic and
economic vulnerability of women from racial and ethnic minority groups. Shaped by a
history that includes servitude, exclusion, and codified inequities in access to housing, jobs,
and education, women of minority racial and ethnic status in the United States have, on
average, lower educational attainment, higher unemployment, and lower household incomes
(Artiga, 2013). There is abundant evidence that lower economic and educational attainment
is associated with disparate health care and outcomes. Lower educational attainment

and health literacy were associated with less adequate understanding of pregnancy drug
warnings, signs and symptoms of pregnancy and perinatal complications, and optimal
management of diabetes in pregnancy (Yee, Niznik, & Simon, 2016; You et al., 2012).

In women with gestational diabetes, those with lower educational levels had worse outcomes
(Chung et al., 2006). Women who live in poorer environments also were at increased risk for
infant mortality and other adverse perinatal outcomes (El-Sayed, Paczkowski, Rutherford,
Keyes, & Galea, 2015).
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Accounting for education and economic stability does not eliminate racial and ethnic
disparities in maternal outcomes. Black women are at greater risk of preterm birth than
White women, even after adjustment for socioeconomic factors (Yee, Liu, Sakowicz,
Bolden, & Miller, 2016). Although Black women are at increased risk of preterm birth,
they are less likely to receive treatments such as progesterone that have been associated with
preterm birth reduction (Bryant, Worjoloh, Caughey, & Washington, 2010; Yee, Liu, et al.,
2016). In the case of Hispanic women, there is evidence that improved economic fortunes
may not protect against worse health outcomes: recent Hispanic immigrants had pregnancy
outcomes that were as good as non-Hispanic White women born in the United States, but
these outcomes deteriorated with longer residency in the United States (Chung, Boscardin,
Garite, Lagrew, & Porto, 2003).

These findings underscore that although economic vulnerability contributes to racial and
ethnic disparities in maternal and perinatal outcomes, it is not the sole reason that these
disparities exist. Accordingly, a bundle devoted to the reduction of maternal racial and ethnic
disparities must address factors in a health care system that disadvantage women with fewer
economic and educational resources. The bundle must also directly address factors that
disadvantage women based on race and ethnicity per se (Kindig, 2017). In the following
sections, we discuss factors that help to sustain racial and ethnic perinatal disparities within
the health care system and that may be modified by targeted approaches.

Sources of Obstetric Disparities and Approaches to Overcome Them Within

the Health Care System

Inability to Assess Disparities Because They Are not Reliably Measured

Measurement of maternity care safety and quality has dominated discussion of measurement
in the field of obstetrics and gynecology, and although the concepts of safety and quality are
crucially important, this emphasis has left other aspects of measurement less developed
(Bailit et al., 2016; Janakiraman & Ecker, 2010). Efforts to resolve racial and ethnic
disparities in maternal health are constrained by lack of (a) reliable data on patient identity
(including race, ethnicity, nativity, and language) and (b) patient and staff education on the
best practices for ascertaining information related to identity.

First, the limitations of available data on identity hamper our ability to understand and

to combat systemic disparities in care. In administrative data, including hospital discharge
records, billing data, and birth certificates, information on race may be assigned by the
person doing data entry or, even when self-reported, may be subject to constraints that do
not allow each individual to accurately self-identify. The result is a myriad of inaccuracies
and high levels of missing information on race and ethnicity in many of the data sources
used by researchers, clinicians, insurers, and health care delivery systems (Baumeister,
Marchi, Pearl, Williams, & Braveman, 2000; Lain et al., 2012; Reichman & Schwartz-
Soicher, 2007).

For this type of information to become a routine part of data collection in maternity care,
patients and staff need education on its importance and procedures for consistent, reliable,
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and respectful collection of these data. This process starts with women’s understanding of
the purpose of data collection, which is particularly important for people of color and other
populations that have experienced exploitation through research and unethical practices
(e.g., forced sterilization, experimentation without consent). Additionally, clinicians and
other staff must understand the purpose and context for data collection around identity. In
so doing, the staff should be aware of the historic context of the measurement of race,
ethnicity, language, and nativity as well as the imperative to collect these data carefully and
thoroughly to better understand differences between groups in access to and quality of care.
To this end, the development and dissemination of best practices for the routine collection
of self-reported data on race, ethnicity, language, and nativity could improve measurement
practices in service of the goal of enhancing equity.

Lack of Recognition of Disparities at Both the Personal and Systems Level

Implicit bias.—Byrne and Tanesini (2015) suggested that “there appears to be a
fundamental inconsistency between research which shows that some racial and ethnic
minority groups consistently receive lower quality healthcare and the literature indicating
that healthcare workers appear to hold equality as a core personal value.” One explanation
for this apparent paradox is that these disparities persist because of implicit or unconscious
bias that can affect a clinician’s perceptions and decisions, thereby creating disparities

in access, patient—provider interactions, treatment decisions, and health outcomes (Penner,
Blair, Albrecht, & Dovidio, 2014).

Implicit bias refers to the attitudes or stereotypes that affect our understanding, actions,

and decisions in an unconscious manner and cause us to have attitudes about other people
based on personal characteristics including but not limited to age, race and ethnicity, body
habitus, disability, gender, or sexual orientation. These biases are pervasive, subconscious,
and activated involuntarily (Blair, Steiner, & Havranek, 2011; Dasgupta, 2013; Rudman,
2004). These associations are reinforced by the media, news programming, and by passive
observation of those who occupy valued or devalued roles in the community (Dasgupta,
2013). Acting on implicit bias is not a conscious decision. Indeed, the pervasiveness of
implicit personal bias has prompted social scientist David R. Williams to emphatically state,
“Because [implicit bias is] an automatic and unconscious process, people who engage in this
unthinking discrimination are not aware of the fact that they do it” (Wilkerson, 2013).

There have been comprehensive reviews on measuring implicit bias in health care (Hall et
al., 2015). The most common tool used to assess implicit bias is the Implicit Association
Test, which is available online (https://implicit.harvard.edu/implicit). Hall et al. (2015), in a
systematic review of 15 studies that assessed implicit bias in health care, reported that the
majority of studies focused on differences in treatment or outcome for black compared with
white patients. The findings indicated that adverse outcomes were most frequently related to
patient—provider interactions, emphasizing the importance of communication and the need
for health care providers to be aware of their own implicit biases given their influence in
the setting of cross-cultural communications. There have been isolated studies focused on
other groups at risk for implicit bias, including but not limited to individuals who are Asian,
Native American, immigrants, religious minorities, women, and those with low English
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proficiency. These studies all supported the presence of bias toward “outgroup” patient
populations. The potential influence of implicit bias is especially relevant in the setting of
environments prone to cognitive overload or high stress such as emergency department or
labor and delivery settings, where reliance on automatic or unconscious processes, when
stereotypes and unconscious beliefs are more likely to be activated, are more frequently used
(Johnson et al., 2016).

It is important to recognize and emphasize that implicit associations against most people
arise outside of conscious awareness and many times may be counter to perspectives
explicitly and sincerely endorsed by an individual. It is also important to recognize that
implicit bias is different from overt and intentional discrimination. Recognition of its
existence is not meant to evoke guilt but spur awareness and the concomitant commitment
to overcome its effects; yet, given that implicit bias is unconscious, with consequences that
may thwart the explicit intentions of individuals devoted to equity, attempts to counter its
effects are challenging.

Nevertheless, investigators suggested that implicit biases are malleable (Dasgupta, 2013)
and are remediable traits that can be improved through increased personal awareness and
concerns about the effect of that bias. Indeed, participation in specific strategies such as
cognitive and behavioral interventions has been shown to be effective in reducing bias
(Carnes et al., 2012; Devine, Forscher, Austin, & Cox, 2012).

One intervention suggested to decrease individuals’ implicit bias is mindfulness.
Mindfulness requires not only personal recognition of the “normal but potentially harmful
unconscious cognitive processes” that lead to bias, but also the active commitment to
proceed with training to reduce the likelihood that implicit biases will be unconsciously
activated (Burgess, Beach, & Saha, 2017). The State of the Science Implicit Bias Review
from the Kirwan Institute provided an excellent summary of additional approaches that can
be used for decreasing implicit biases:

1 Intergroup contact: Research findings demonstrated that contact and interethnic
friendships can improve interethnic attitudes (Aberson, Shoemaker, & Tomolillo,
2004). Intergroup contact can be used as a debiasing mechanism, particularly
when involving individuals of a similar status engaging in a cooperative activity
(Pettigrew & Tropp, 2006).

2. Perspective tracking or taking the perspective of others: This is often done
through vignettes or storytelling (Yonas et al., 2006).

3. Mindfulness (see previous).

4, Individuation: This is defined as “intentionally focusing on individual patients’
information apart from their social group” (Chapman, Kaatz, & Carnes, 2013).
White and Stubblefield-Tave (2017) provided a list of 18 recommendations that
clinicians can use to decrease the likelihood of biased care and to communicate
with a patient in a way that connects the health care provider’s humanness with
the patient’s humanness.
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Institutional bias.—Bias may arise not only at the level of the individual, but also

at the level of structures or institutions. For example, although the laws that sustained
slavery and explicitly sanctioned racial segregation are no longer in place, remnants of
that social, cultural, and political structure continue today as evidenced by disparities in
housing, education, employment, wealth, and criminal justice (Jones, 2000; Nittle, 2018).
With regard to health care, “cultural values, frameworks, and meanings shape institutional
policies and ... [are] a critical mechanism through which racial inequities and social
determinants of health not only develop but persist” (Griffith, Johnson, Ellis, & Schulz,
2010). Institutional racism is sometimes also referred to as structural racism, systemic
racism, or institutionalized racism.

In an effort to counter the effects of institutional racism on health care and outcomes,
national health care advisory bodies have advocated that health care systems promote
cultural competency as an organizational strategy (Weech-Maldonado et al., 2016). National
standards for culturally and linguistically appropriate services have been developed and
endorsed by numerous stakeholders, advisory boards, and accrediting agencies, including
the U.S. Department of Health and Human Services, Institute of Medicine, National Quality
Forum, and The Joint Commission (Betancourt et al., 2008; Koh, Gracia, & Alvarez, 2014;
Weech-Maldonado et al., 2016). Although cultural competency is necessary to bring about
the sustained changes needed for health equity, it alone is not sufficient, and interventions
at the system level needed to mitigate against institutional racism are multifactorial. These
interventions include (a) educating students and staff about bias and the importance of
minimizing disparities; (b) making a diverse, multicultural staff an institutional priority; and
(c) using change management and quality improvement principles to change the institutional
culture to promote a culture of respect.

There are multiple concrete steps health care institutions can take to accomplish these
objectives. The importance of education and self-awareness has already been discussed.
Health care systems can actively develop and implement diversity and inclusion strategies

at all levels. Clinician education should include diversity and culture as crosscutting
competencies throughout the training curriculum, and curricula should critically examine
issues related to race and ethnicity (Taboada, 2011). Professional development also may
include role playing and routine feedback for all levels of trainees and faculty in an effort

to decrease negative interactions (Boscardin, 2015). Such development includes teaching the
skill of explicitly discussing race and racism and its implications for clinical practice and
patient well-being (Betancourt et al., 2008).

One hospital system has reported on the challenge to develop a culture of respect, and

their experience serves as a useful example (Sokol-Hessner, Folcarelli, & Sands, 2016). The
hospital leadership developed respect and dignity workgroups to define the scope of the
problem and to build the case for urgency. They operationalized the definition of respect

as “the actions taken towards others that protect, preserve, and enhance their dignity” and
demanded that it should be provided not just to patients, but to visitors and staff as well.
Using the existing quality improvement infrastructure, they started tracking complaints and
grievances that described “disrespectful experience” and set boundaries for what events
required action. These events were tracked quarterly on a dashboard and shared publicly
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within the institution. Staff members involved were not disciplined for their actions, but
were coached on how to prevent future harms.

Principles of just and safe culture.—The approach to reporting discussed previously
emphasizes optimizing a culture of reporting and an institutional response that must be
perceived as fair. Just culture is defined as a strategic accountability system in which
leaders attempt to optimize the balance between individual and system accountability. In a
just culture, health care institutions are accountable for the systems they design, and staff,
patients, and visitors are accountable for the choices they make within those systems. A
just culture supports robust reporting systems, because well-intentioned employees can feel
confident that the contents of the report will remain confidential and will lead to reflective
system improvements instead of reflexive punishment (Khatri, Brown, & Hicks, 2009).

Currently, just culture is a common institutional strategy used to optimize patient safety, but
this approach could support institutional missions of health equity as well. In the context of
patient safety, just culture distinguishes between human error and malicious action. Human
error is defined as inadvertent action (doing anything other than what was intended) and
can be expected even among well-intentioned health care providers. The most appropriate
institutional response to human error is to focus on health system redesign to reduce or
eliminate the possibility of a similar error in the future and to enhance the capacity for
recovery.

Similarly, with the challenge of reducing racial and ethnic disparities, an understanding of
individual intention and awareness serves as the starting point for the institutional response.
Reports of inequity, miscommunication, and disrespect warrant careful review to identify
system-level opportunities to better meet the needs of racial and ethnic minority populations.
Some antecedent conditions that led to the episode (e.qg., insufficient staffing, inefficient care
processes) can be modified or addressed to improve clinicians’ ability to reliably provide
patient-centered care. Many situations may best be addressed by coaching and education to
increase awareness of best practices and to reflect on behavioral consequences.

Specific Knowledge of the Magnitude of Racial and Ethnic Disparities That Exist Within a
Health Care System

Two central principles are used in quality improvement: (a) knowing why you need to
improve and (b) having a way to get feedback to demonstrate that improvement is happening
(Langley et al., 2009). The magnitude of racial and ethnic perinatal disparities within
institutions, however, is often not assessed. For organizations seeking to establish a system
of quality improvement to ameliorate racial and ethnic disparities, one focus should be on
local measurement opportunities to identify specific strategies to improve outcomes.

Any such system should track not only differences in outcomes but differences in care as
well (Langley et al., 2009). Outcome data alone are not sufficient to create an understanding
of the variation that may exist in the care that is linked to a specific outcome (Draycott et al.,
2010). Assessment of the types of care received—often called process measurement—allows
one to study whether changes made have influenced the system to perform desired actions in
an improved manner. Data (process and outcomes) collected should be determined based on
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a plan that ensures that the data will allow relevant questions to be answered and concerns to
be addressed (Langley et al., 2009).

In the white paper released in 2016, the Institute for Healthcare Improvement provided
guidance on establishing a framework for organizations to achieve health care equity (Wyatt,
Botwinick, Mate, & Whittington, 2016). The first point in this framework stresses the
importance of the commitment of leadership to equity; part of that commitment can be

the development of structures and processes to support quality improvement measurement
specifically directed toward racial and ethnic disparities in maternity care and outcomes
(Wyatt et al., 2016). Such efforts can include a dashboard of measures that not only
illustrates a hospital’s or system’s overall results, but also stratifies these measures by

race and ethnicity in an effort to understand and quantify the disparities that exist locally.
Such dashboards are an important snapshot of system performance, and the data contained
therein can then be measured over time to monitor system performance and change toward
a goal. Once the racial and ethnic disparities that exist at a local level are better understood,
other tools from the “quality toolbox™ can be used to uncover and lessen the factors within
a system that contribute to any observed disparities. These tools include driver diagrams,
failure modes effects analysis, fishbone charts, and root cause analysis techniques. A full
description of these approaches is beyond the scope of this discussion, but many sources
may be used for reference (Institute for Healthcare Improvements, n.d.).

Communication Barriers

Another component of high-quality, patient-centered care, and one that contributes to
maternal racial and ethnic disparities, is patient—provider communication (Attanasio &
Kozhimannil, 2015; Cooper et al., 2003). Effective communication is a cornerstone of
quality care and patient safety (Bartlett, Blais, Tamblyn, Clermont, & MacGibbon, 2008).
More patient-centered communication has been associated with better patient recall of
information, greater satisfaction with care, and better health outcomes (Roter et al., 1997;
Stewart, 1995). Although patient—provider communication is complex, recommendations
in the bundle are focused primarily on two approaches: addressing language barriers for
women with limited English proficiency and using shared decision-making in all clinical
encounters.

Limited English proficiency is a characteristic that describes an individual who has a limited
ability to read, speak, write, or understand English when English is not her primary language
(LEP.gov, n.d.). Data from the 2015 American Community Survey indicated that 9% of

the U.S. population (i.e., more than 25 million people) had limited English proficiency
(Batalova & Zong, 2016). Language barriers result in ineffective communication with health
care providers and have been shown to result in an increased frequency of medical errors
and readmissions (Néapoles, Santoyo-Olsson, Karliner, Gregorich, & Pérez-Stable, 2015;
Ngai et al., 2016). Disparities in labor pain management have also been shown among
women of limited English proficiency (Toledo et al., 2016).

People prefer language-concordant health care (Wallace, Mendez-Luck, & Castafieda,
2009), and federal mandates are in place to assure linguistic support to patients with limited
English-proficiency. Title VI of the Civil Rights Act of 1964 states that no person shall be
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subjected to discrimination on the basis of race, color, or national origin under any program
or activity that receives federal financial assistance (National Archives, 2004). This includes
individuals of limited English proficiency because language can be a barrier to accessing
federal benefits and services. Reasonable steps should be taken to provide meaningful
opportunities for access. The National Culturally and Linguistically Appropriate Services
Standards in Health and Health Care state that an interpreter must be available to patients

at no cost and that print and multimedia materials should be available in the languages
commonly used in the location (U.S. Department of Health & Human Services, n.d.).

Interpreter services have reduced disparities through better understanding of health care
provider recommendations, increased use of preventive services, reduced emergency
department visits, and greater patient satisfaction (Baker, Hayes, & Fortier, 1998; Baker,
Parker, Williams, Coates, & Pitkin, 1996; Jacobs et al., 2001; Manson, 1988). Several
interpretation options exist in the health care setting, including in-person, telephonic,

or video interpreters, use of health care provider second language skills, and ad hoc
interpreters. However, the quality of interpretation has been shown to vary with differing
modes of interpretation. In a cross-sectional study published in 2015, Napoles et al. (2015)
compared the accuracy of in-person, video, and ad hoc interpretation during primary

care visits with individuals of limited English proficiency. Up to 30% of the interpreted
information was inaccurate. Ad hoc interpretation was associated with more errors (54%)
than in-person (25%) or video conference interpretation (23%). Despite known differences
in the quality of interpretation, clinicians often choose to forgo professional interpreters and
instead rely on patients’ friends or family members or their own second language skills.
The National Culturally and Linguistically Appropriate Services Standards in Health and
Health Care state that if second language skills are to be used, competence in the use of
the language should be evaluated and the use of untrained individuals (e.g., minors, family
members) should be avoided (U.S. Department of Health & Human Services, n.d.).

Shared decision-making is another communication strategy that may be used to reduce
perinatal racial and ethnic disparities. During the process of shared decision-making, the
clinician shares relevant risk and benefit information with the woman as well as any
treatment alternatives. Women also share relevant personal information that might make

one treatment more or less tolerable than others (Kaplan, 2004; King, Eckman, & Moulton,
2011). Best practices for shared decision-making, however, are often not used. Results of

a cross-sectional study of primary care office visits in 1999 demonstrated that only 9%

of all encounters met the definition of complete informed consent (Braddock, Edwards,
Hasenberg, Laidley, & Levinson, 1999). The DECISIONS study, published in 2010, was a
nationally representative survey to evaluate the medical decision-making process (Zikmund-
Fisher et al., 2010). Eighty-two percent of all survey respondents reported making at

least one medical decision in the preceding 2 years (Zikmund-Fisher et al., 2010). The
respondents often lacked key knowledge that would allow them to make informed decisions,
and many respondents understood much less than they thought they did when discussing
their medical conditions and decisions (Sepucha et al., 2010; Zikmund-Fisher et al., 2010).
As a result, respondents were not able to be full active participants in the health care
decision-making process.

J Obstet Gynecol Neonatal Nurs. Author manuscript; available in PMC 2023 July 18.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Howell et al.

Page 12

Several strategies exist for improving shared decision-making. One strategy is the use of
the teach-back technique, in which a woman is asked to reiterate in her own words her
understanding of the information that had been shared (The Joint Commission, 2010). It

is important not to ask, “Do you understand?” because often people will say, “yes” even

if they do not. Best practices suggest that communication with patients should avoid the
use of jargon, and written materials should be written at or below the sixth grade reading
level (Centers for Medicare & Medicaid Services, n.d.; Office of Disease Prevention and
Health Promaotion, 2016). The National Patient Safety Foundation’s Ask Me 3 campaign
encourages people to ask three questions during the health care encounter: What is my main
problem? What do | need to do? Why is it important for me to do this? The use of the Ask
Me 3 questions alone will not lead to shared decision-making per se; however, it is a useful
tool to increase understanding and thereby increase individual engagement in decision-
making (National Patient Safety Foundation & Institute for Healthcare Improvement, n.d.).

Another commonly used strategy for improving shared decision-making is the use of
decision aids. Decision aids may be pamphlets, brochures, or videos that contain detailed
information about the diagnosis or treatment option being discussed. Women may learn
about the condition or treatment at home and may share the information with their

family members, who are commonly influential in decision-making (American College of
Obstetricians and Gynecologists, 2018; King et al., 2011). Authors of a 2009 Cochrane
Review found decision aids not only improve patients’ knowledge, but also improve their
comfort with the decision-making process (O’Connor et al., 2009). Models and training
programs, including those that emphasize the importance of autonomy and respect for
people of diverse racial and ethnic backgrounds, can assist clinicians with implementation
of shared decision-making in clinical practice (Agency for Healthcare Research and Quality,
2014).

Differences in the Structure of Care

Because of the overlap of race and ethnicity with economic disadvantage, approaches that
lessen the challenges faced by individuals with lower economic status in their interaction
with the health care system may improve care for all and may also potentially reduce racial
and ethnic disparities. For example, one factor implicated in adverse perinatal outcomes is
the fragmentation of preconceptional, prenatal, and interpregnancy care (Grande, Srinivas,
& Society for Maternal-Fetal Medicine Health Care Policy Committee, 2013). Maternity
care is especially vulnerable to fragmentation, because it is a time of intense utilization
when care is delivered across ambulatory practices, hospitals, and other facilities within
and across health care networks. Fragmentation of care is exacerbated for economically
disadvantaged women such as when they receive outpatient antepartum care from one
group of health care providers (e.g., at a federally qualified health center or local health
department) but intrapartum care from a different group of health care providers or health
system. Interpregnancy care is also more problematic because some women gain insurance
coverage during pregnancy only to lose it when they are no longer pregnant (Grande et al.,
2013).
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The maternity health care record is the primary mode of communication with other
clinicians involved in perinatal care and has been touted as one of the most, if not the most,
organized health care record system in the United States (Phelan, 2008). The implementation
of electronic perinatal health records has led to improved access to outcome data (Nielsen,
Thomson, Jackson, Kosman, & Kiley, 2000), communication among clinicians (Bernstein,
Farinelli, & Merkatz, 2005), and care coordination (Sherer, Meyerhoefer, Sheinberg, &
Levick, 2015). However, these benefits may not accrue to women as they transition among
health sites and systems that do not share a common record system.

Lagrew and Jenkins (2014) described a vision of the patient as the “owner” of her/his health
information. Researchers found that pregnant women were more likely to use web-based
personal health records if the education provided was tailored rather than general (Shaw et
al., 2008), that placing health records on a USB drive was an acceptable means to provide
access to records and improved satisfaction with prenatal care (Wackerle et al., 2010), and
that personal health records may improve access to health care among women during the
postpartum period. Results of a Cochrane Review suggested that women carrying their

own prenatal records may lead to an increased sense of control and availability of prenatal
records at the hospital (Brown, Smith, Mori, & Noma, 2015).

Efforts to ensure that women can access their health information from any place at any

time and provide it to their clinicians will likely enhance the provision and quality of care.
Accordingly, health care systems should seek to provide convenient access to health records
(paper or electronic) without delay, at minimal to no fee to the woman, in a clear and
simple format that summarizes information most pertinent to perinatal care and wellness
(Oza-Frank, Gilson, Keim, Lynch, & Klebanoff, 2014). Written, basic information about
clinical encounters is a fundamental and foundational step to ensure that women have
documentation of key information related to their care and health status.

Another tactic to reduce effects of fragmentation of care is to communicate consistently

to women the importance of maximizing their health before conception. Women’s health
care providers are well positioned to play a pivotal role in the achievement of health equity
by creating an atmosphere of expectancy of preconceptional and interpregnancy care for
women considering pregnancy or not actively preventing pregnancy. Women should be
counseled about the association of adequate nutrition, weight, and appropriately managed
health conditions (e.g., diabetes mellitus) with less frequent adverse pregnancy and perinatal
outcomes. Because women from racial and ethnic minority groups are disproportionately
affected by comorbidities and poor nutritional status, and are also less likely to receive
preconceptional and interpregnancy care, these women stand to benefit disproportionately
from such care enhancements. One further opportunity to coordinate and expand care
opportunities is through linkages to community-based public health, mental, and social
services.

Postpartum home visitation and care coordination have shown promise in lengthening
interpregnancy intervals and improving subsequent birth outcomes in women of color
(Biermann, Dunlop, Brady, Dubin, & Brann, 2006; Dunlop et al., 2008). Many of these
services are available through local public health and federally qualified health centers
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in many communities. One vital component of preconceptional and interpregnancy care

is the reproductive plan, which entails a conversation about the desire for and timing of
future pregnancy, along with a determination of the most appropriate contraceptive approach
based on those plans. Reproductive plans have been integrated into the Federal Title X
guidelines as a means of reducing unintended pregnancies and increasing interpregnancy
intervals. For women desiring a pregnancy in the next 3 to 5 years, long-acting reversible
contraceptives may seem to be the best option. However, it is imperative that women’s
health care providers maintain a nonjudgmental, noncoercive, and woman-centered approach
toward contraceptive counseling, especially when recommending long-acting reversible
contraceptives to lowincome racial and ethnic minority women who might fear an inability
to have it removed in the future as a result of loss of insurance or lack of finances.

It is important for women’s health care providers to be mindful that a history of past
contraceptive misuses and abuses of racial and ethnic minority women may hamper
communication and trust regarding contraception recommendations and use.

Discussion

It is well-established that marked racial and ethnic disparities exist in maternal outcomes.
These disparities have persisted for years and are related to a variety of factors, including
those within and beyond the day-to-day control of health care systems or the health care
providers who work within these systems. The unremitting nature and multifactorial origins
of these disparities may lead some to believe that their resolution is beyond the capacity

of the health care system to improve or eliminate, yet rather than inducing a feeling of
helplessness, it is this unremitting nature and the fact that a portion of the disparities arise
within and are potentially modifiable by the health system that should strengthen the resolve
of maternity care clinicians to work toward remediation.

Alternatively, some may believe that resolution of the disparities should be accomplished
through more general quality improvement efforts, including those directed toward
improvement of specific and well-defined pathologies such as postpartum haemorrhage or
hypertension. Although quality improvement initiatives directed toward these pathologies
have shown value, it is by no means guaranteed that overall quality improvement initiatives
will narrow or eliminate racial and ethnic disparities. Quality improvement efforts, for
example, may improve outcomes for all, but allow the differential outcomes related to race
and ethnicity to remain. Alternatively, quality efforts may be differentially adopted in more
resource-rich settings and actually exacerbate disparities (Sehgal, 2003).

Indeed, the goal of equity in care and outcomes can be accomplished only if it is treated

the same as the goal of other quality improvement initiatives, namely, as a desired end

in and of itself, embedded within a culture of safety that is specifically acknowledged,
discussed, measured, monitored, and the subject of continuous quality improvement efforts.
Admittedly, the concepts that underlie these disparities and the tools necessary to combat
them may be less familiar to many health care providers than those of other factors that
lead to perinatal morbidity. Implicit bias and its solutions may seem less familiar than
postpartum hemorrhage and a hemorrhage cart. However, unfamiliarity should not breed
contempt. Basic principles of safety and quality were relatively unknown in the health
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care community even a few years ago; in a short time, they have increasingly pervaded
maternity care and their adoption has been associated with improved outcomes (Howell &
Zeitlin, 2017). Although some disparity in outcomes may arise because racial and ethnic
minority women are more likely to receive care in different hospital settings (i.e., disparities
resulting from interhospital differences), this difference in site of care cannot explain the
extent of disparities that exist, and evidence exists for racial and ethnic disparities within
individual hospitals as well (i.e., intrahospital differences; Howell & Zeitlin, 2017). Whether
the disparities are rooted in within or between-hospital differences, many of the remedies are
the same.

We aimed to provide clinicians who care for pregnant women and health systems with
essential background materials that will promote insight into racial and ethnic disparities, the
etiologies that are modifiable within a health care system, and resources that can be used

to address these etiologies and achieve the desired end of safe and equitable health care.

The final recommendation by the workgroup is that patient safety bundles endorsed by the
National Partnership for Maternal Safety, within the Council on Patient Safety in Women’s
Healthcare, should be expanded to include a “5th R—Reduction of disparities.” Equity is

a crosscutting dimension of quality health care and therefore is an essential component of
quality improvement efforts in the care of all childbearing women.

REFERENCES

Aberson CL, Shoemaker C, & Tomolillo C.(2004). Implicit bias and contact: The role of interethnic
friendships. Journal of Social Psychology, 144(3), 335-347. 10.3200/socp.144.3.335-347 [PubMed:
15168433]

Agency for Healthcare Research and Quality. (2014). The SHARE Approach. Retrieved from http:/
www.ahrg.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html

American College of Obstetricians and Gynecologists. (2015). ACOG committee opinion no. 649:
Racial and ethnic disparities in obstetrics and gynecology. Obstetrics & Gynecology, 126(6), e130-
e134. 10.1097/a09.0000000000001213 [PubMed: 26595584]

American College of Obstetricians and Gynecologists. (2018). ACOG committee opinion no. 729:
Importance of social determinants of health and cultural awareness in the delivery of reproductive
health care. Obstetrics & Gynecology, 131(1), 198-199. 10.1097/A0G.0000000000002459
[PubMed: 29266073]

Artiga S.(March 2013). Health coverage by race and ethnicity: The potential impact of the Affordable
Care Act. Retrieved from http://www.kff.org/disparities-policy/issue-brief/health-coverage-by-race-
and-ethnicity-the-potential-impact-of-the-affordable-care-act

Attanasio L, & Kozhimannil KB (2015). Patient-reported communication quality and perceived
discrimination in maternity care. Medical Care, 53(10), 863-871. 10.1097/mlr.0000000000000411
[PubMed: 26340663]

Bailit JL, Gregory KD, Srinivas S, Westover T, Grobman WA, & Saade GR (2016). Society
for Maternal-Fetal Medicine (SMFM) special report: Current approaches to measuring quality
of care in obstetrics. American Journal of Obstetrics & Gynecology, 215(3), B8-B16. 10.1016/
j.2j0g.2016.06.048 [PubMed: 27418448]

Baker DW, Hayes R, & Fortier JP (1998). Interpreter use and satisfaction with interpersonal aspects of
care for Spanish-speaking patients. Medical Care, 36(10), 1461-1470. [PubMed: 9794340]

Baker DW, Parker RM, Williams MV, Coates WC, & Pitkin K.(1996). Use and effectiveness of
interpreters in an emergency department. Journal of the American Medical Association, 275(10),
783-788. [PubMed: 8598595]

J Obstet Gynecol Neonatal Nurs. Author manuscript; available in PMC 2023 July 18.


http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html
http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html
http://www.kff.org/disparities-policy/issue-brief/health-coverage-by-race-and-ethnicity-the-potential-impact-of-the-affordable-care-act
http://www.kff.org/disparities-policy/issue-brief/health-coverage-by-race-and-ethnicity-the-potential-impact-of-the-affordable-care-act

1duosnue Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Howell et al.

Page 16

Bartlett G, Blais R, Tamblyn R, Clermont RJ, & MacGibbon B.(2008). Impact of patient
communication problems on the risk of preventable adverse events in acute care settings. Canadian
Medical Association Journal, 178(12), 1555-1562. 10.1503/cmaj.070690 [PubMed: 18519903]

Batalova J, & Zong J.(2016, November 11). Language diversity and English proficiency in
the United States. Retrieved from http://www.migrationpolicy.org/article/language-diversity-and-
english-proficiency-united-states

Baumeister L, Marchi K, Pearl M, Williams R, & Braveman P.(2000). The validity of information
on “race” and “Hispanic ethnicity” in California birth certificate data. Health Services Research
Journal, 35(4), 869-883.

Bernstein PS, Farinelli C, & Merkatz IR (2005). Using an electronic medical record to improve
communication within a prenatal care network. Obstetrics & Gynecology, 105(3), 607-612.
10.1097/01.A0G.0000152344.96676.c8 [PubMed: 15738032]

Betancourt JR, Green AR, King RR, Tan-McGrory A, Cervantes M, & Renfrew M.(2008). Improving
quality and achieving equity: A guide for hospital leaders. Retrieved from http://www.rwjf.org/en/
library/research/2008/01/improving-quality-and-achieving-equity.html

Biermann J, Dunlop AL, Brady C, Dubin C, & Brann A Jr. (2006). Promising practices in
preconception care for women at risk for poor health and pregnancy outcomes. Maternal and
Child Health Journal, 10(5 Suppl.), S21-S28. 10.1007/s10995-006-0097-8 [PubMed: 16927159]

Blair 1V, Steiner JF, & Havranek EP (2011). Unconscious (implicit) bias and health disparities: Where
do we go from here? Permanente Journal, 15(2), 71-78.

Boscardin CK (2015). Reducing implicit bias through curricular interventions. Journal of General
Internal Medicine, 30(12), 1726-1728. 10.1007/s11606-015-3496-y [PubMed: 26311199]

Braddock CH I11, Edwards KA, Hasenberg NM, Laidley TL, & Levinson W.(1999). Informed decision
making in outpatient practice: Time to get back to basics. Journal of the American Medical
Association, 282(24), 2313-2320. [PubMed: 10612318]

Brown HC, Smith HJ, Mori R, & Noma H.(2015). Giving women their own case notes to
carry during pregnancy. Cochrane Database of Systematic Reviews, 2015(10), CD002856.
10.1002/14651858.CD002856.pub3

Bryant AS, Worjoloh A, Caughey AB, & Washington AE (2010). Racial/ethnic disparities in obstetric
outcomes and care: Prevalence and determinants. American Journal of Obstetrics & Gynecology,
202(4), 335-343. 10.1016/j.aj0g.2009.10.864 [PubMed: 20060513]

Burgess DJ, Beach MC, & Saha S.(2017). Mindfulness practice: A promising approach to reducing the
effects of clinician implicit bias on patients. Patient Education and Counseling, 100(2), 372-376.
10.1016/j.pec.2016.09.005 [PubMed: 27665499]

Byrne A, & Tanesini A.(2015). Instilling new habits: Addressing implicit bias in
healthcare professionals. Advances in Health Sciences Education, 20(5), 1255-1262. 10.1007/
$10459-015-9600-6 [PubMed: 25771742]

Carnes M, Devine PG, Isaac C, Manwell LB, Ford CE, ByarsWinston A, ... Sheridan JT (2012).
Promoting institutional change through bias literacy. Journal of Diversity in Higher Education,
5(2), 63-77. 10.1037/a0028128 [PubMed: 22822416]

Centers for Disease Control and Prevention. (2016). Pregnancy Mortality Surveillance System.
Retrieved from https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pmss.html

Centers for Medicare & Medicaid Services. (n.d.). Toolkit for making written material
clear and effective. Retrieved from https://www.cms.gov/Outreach-and-Education/Outreach/
WrittenMaterialsToolkit/index.html?redirect¥s/WrittenMaterialsToolKit.

Chapman EN, Kaatz A, & Carnes M.(2013). Physicians and implicit bias: How doctors may
unwittingly perpetuate health care disparities. Journal of General Internal Medicine, 28(11), 1504—
1510. 10.1007/s11606-013-2441-1 [PubMed: 23576243]

Chung JH, Boscardin WJ, Garite TJ, Lagrew DC, & Porto M.(2003). Ethnic differences in birth
weight by gestational age: At least a partial explanation for the Hispanic epidemiologic paradox?
American Journal of Obstetrics & Gynecology, 189(4), 1058-1062. [PubMed: 14586355]

Chung JH, Voss KJ, Caughey AB, Wing DA, Henderson EJ, & Major CA (2006). Role of patient
education level in predicting macrosomia among women with gestational diabetes mellitus.
Journal of Perinatology, 26(6), 328-332. 10.1038/sj.jp.7211512 [PubMed: 16642026]

J Obstet Gynecol Neonatal Nurs. Author manuscript; available in PMC 2023 July 18.


http://www.migrationpolicy.org/article/language-diversity-and-english-proficiency-united-states
http://www.migrationpolicy.org/article/language-diversity-and-english-proficiency-united-states
http://www.rwjf.org/en/library/research/2008/01/improving-quality-and-achieving-equity.html
http://www.rwjf.org/en/library/research/2008/01/improving-quality-and-achieving-equity.html
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pmss.html
https://www.cms.gov/Outreach-and-Education/Outreach/WrittenMaterialsToolkit/index.html?redirect¼/WrittenMaterialsToolkit
https://www.cms.gov/Outreach-and-Education/Outreach/WrittenMaterialsToolkit/index.html?redirect¼/WrittenMaterialsToolkit

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Howell et al.

Page 17

Cooper LA, Roter DL, Johnson RL, Ford DE, Steinwachs DM, & Powe NR (2003). Patient-centered
communication, ratings of care, and concordance of patient and physician race. Annals of Internal
Medicine, 139(11), 907-915. [PubMed: 14644893]

Creanga AA, Bateman BT, Kuklina EV, & Callaghan WM (2014). Racial and ethnic disparities in
severe maternal morbidity: A multistate analysis, 2008-2010. American Journal of Obstetrics &
Gynecology, 210(5), 435.e431-435.e438. 10.1016/j.aj0g.2013.11.039

Dasgupta N.(2013). Implicit attitudes and beliefs adapt to situations: A decade of research on the
malleability of implicit prejudice, stereotypes, and the self-concept. Advances in Experimental
Social Psychology, 47, 233-279.

Devine PG, Forscher PS, Austin AJ, & Cox WT (2012). Long-term reduction in implicit race bias:

A prejudice habit-breaking intervention. Journal of Experimental Social Psychology, 48(6), 1267—
1278. 10.1016/j.jesp.2012.06.003 [PubMed: 23524616]

Draycott T, Sibanda T, Laxton C, Winter C, Mahmood T, & Fox R.(2010). Quality improvement
demands quality measurement. British Journal of Obstetrics and Gynecology, 117(13), 1571-1574.
10.1111/j.1471-0528.2010.02734.x

Dunlop AL, Dubin C, Raynor BD, Bugg GW Jr., Schmotzer B, & Brann AW Jr. (2008).
Interpregnancy primary care and social support for African-American women at risk for recurrent
very-low-birthweight delivery: A pilot evaluation. Maternal and Child Health Journal, 12(4), 461—
468. 10.1007/s10995-007-0279-z [PubMed: 17712612]

El-Sayed AM, Paczkowski M, Rutherford CG, Keyes KM, & Galea S.(2015). Social environments,
genetics, and Black-White disparities in infant mortality. Paediatric and Perinatal Epidemiology,
29(6), 546-551. 10.1111/ppe.12227 [PubMed: 26443986]

Grande D, Srinivas SK, & Society for Maternal-Fetal Medicine Health Care Policy Committee. (2013).
Leveraging the Affordable Care Act to improve the health of mothers and newborns. Obstetrics &
Gynecology, 121(6), 1300-1304. 10.1097/A0G.0b013e3182918d74 [PubMed: 23812465]

Griffith DM, Johnson J, Ellis KR, & Schulz AJ (2010). Cultural context and a critical approach to
eliminating health disparities. Ethnicity & Disease, 20(1), 71-76. [PubMed: 20178186]

Grobman WA, Bailit JL, Rice MM, Wapner RJ, Reddy UM, Varner MW, ... VanDorsten JP (2015).
Racial and ethnic disparities in maternal morbidity and obstetric care. Obstetrics & Gynecology,
125(6), 1460-1467. 10.1097/a0g.0000000000000735 [PubMed: 26000518]

Hall WJ, Chapman MV, Lee KM, Merino YM, Thomas TW, Payne BK, ... Coyne-Beasley T.(2015).
Implicit racial/ethnic bias among health care professionals and its influence on health care
outcomes: A systematic review. American Journal of Public Health, 105(12), e60-e76. 10.2105/
ajph.2015.302903

Howell EA, & Zeitlin J.(2017). Improving hospital quality to reduce disparities in severe maternal
morbidity and mortality. Seminars in Perinatology, 41(5), 266-272.50146—-0005(17)30043—
5.10.1053/j.semperi.2017.04.002 [PubMed: 28735811]

Howell EA, Egorova N, Balbierz A, Zeitlin J, & Hebert PL (2016a). Black-white differences in
severe maternal morbidity and site of care. American Journal of Obstetrics & Gynecology, 214(1),
122.e121-122.e127. 10.1016/j.ajog.2015.08.019

Howell EA, Egorova NN, Balbierz A, Zeitlin J, & Hebert PL (2016b). Site of delivery contribution to
black-white severe maternal morbidity disparity. American Journal of Obstetrics & Gynecology,
215(2), 143-152. 10.1016/j.2j0g.2016.05.007 [PubMed: 27179441]

Institute for Healthcare Improvements. (n.d.). Driver diagram. Retrieved from http://www.ihi.org/
resources/Pages/Tools/Driver-Diagram.aspx

Institute of Medicine Committee on Quality of Health Care in America. (2001). Crossing the Quality
Chasm: A New Health System for the 21st Century. Washington, DC: National Academies Press.

Institute of Medicine Committee on Understanding and Eliminating Racial and Ethnic Disparities in
Health Care. (2003). Unequal treatment: Confronting racial and ethnic disparities in health care.
Washington, DC: National Academies Press.

Jacobs EA, Lauderdale DS, Meltzer D, Shorey JM, Levinson W, & Thisted RA (2001). Impact of
interpreter services on delivery of health care to limited-English-proficient patients. Journal of
General Internal Medicine, 16(7), 468-474. [PubMed: 11520385]

J Obstet Gynecol Neonatal Nurs. Author manuscript; available in PMC 2023 July 18.


http://www.ihi.org/resources/Pages/Tools/Driver-Diagram.aspx
http://www.ihi.org/resources/Pages/Tools/Driver-Diagram.aspx

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Howell et al.

Page 18

Janakiraman V, & Ecker J.(2010). Quality in obstetric care: Measuring what matters. Obstetrics &
Gynecology, 116(3), 728-732. 10.1097/A0G.0b013e3181eadd4f

Johnson TJ, Hickey RW, Switzer GE, Miller E, Winger DG, Nguyen M, ... Hausmann LR (2016).
The impact of cognitive stressors in the emergency department on physician implicit racial bias.
Academic Emergency Medicine, 23(3), 297-305. 10.1111/acem.12901 [PubMed: 26763939]

Jones CP (2000). Levels of racism: A theoretic framework and a gardener’s tale. American Journal of
Public Health, 90(8), 1212-1215. [PubMed: 10936998]

Kaplan RM (2004). Shared medical decision making. A new tool for preventive medicine. American
Journal of Preventive Medicine, 26(1), 81-83. [PubMed: 14700716]

Khatri N, Brown GD,& Hicks LL (2009). From a blame culture toa just culture in health care.
Health Care Management Review, 34(4), 312-322. 10.1097/HMR.0b013e3181a3b709 [PubMed:
19858916]

Kilbourne AM, Switzer G, Hyman K, Crowley-Matoka M, & Fine MJ (2006). Advancing health
disparities research within the health care system: A conceptual framework. American Journal of
Public Health, 96(12), 2113-2121. 10.2105/ajph.2005.077628 [PubMed: 17077411]

Kindig D.(2017). Population health equity: Rate and burden, race and class. Journal of the American
Medical Association, 317(5), 467-468. 10.1001/jama.2016.19435 [PubMed: 28097326]

King JS, Eckman MH, & Moulton BW (2011). The potential of shared decision making to
reduce health disparities. Journal of Law, Medicine & Ethics, 39(Suppl. 1), 30-33. 10.1111/
J.1748-720X.2011.00561.x

Koh HK, Gracia JN, & Alvarez ME (2014). Culturally and linguistically appropriate services—
Advancing health with CLAS. New England Journal of Medicine, 371(3), 198-201. 10.1056/
NEJMp1404321 [PubMed: 25014685]

Lagrew DC Jr., & Jenkins TR (2014). The future of obstetrics/ gynecology in 2020: A clearer vision:
Finding true north and the forces of change. American Journal of Obstetrics & Gynecology,
211(6), 617-622.e611. 10.1016/j.ajog.2014.08.021

Lain SJ, Hadfield RM, Raynes-Greenow CH, Ford JB, Mealing NM, Algert CS, & Roberts CL (2012).
Quality of data in perinatal population health databases: A systematic review. Medical Care, 50(4),
e7—e20. 10.1097/MLR.0b013e31821d2b1d [PubMed: 21617569]

Langley GJ, Moen RD, Nolan KM, Nolan TW, Norman CL, & Provost LP (2009). The improvement
guide: A practical approach to enhancing organizational performance (2nd ed.). San Francisco,
CA: Jossey-Bass.

LEP.gov. (n.d.). Frequently asked questions. Retrieved from https://www.lep.gov/fags/fags.html

Manson A.(1988). Language concordance as a determinant of patient compliance and emergency room
use in patients with asthma. Medical Care, 26(12), 1119-1128. [PubMed: 3199910]

Néapoles AM, Santoyo-Olsson J, Karliner LS, Gregorich SE, & Pérez-Stable EJ (2015). Inaccurate
language interpretation and its clinical significance in the medical encounters of Spanish-speaking
Latinos. Medical Care, 53(11), 940-947. 10.1097/mlr.0000000000000422 [PubMed: 26465121]

National Archives. (2004, January 12). Equal employment opportunity program: Title VI, prohibition
against national origin discrimination affecting limited English proficient persons. Final Guidance,
Federal Register, 69(7), 1763-1768.

National Patient Safety Foundation & Institute for Healthcare Improvement. (n.d.). Ask me 3: good
questions for your health. Retrieved from http://www.npsf.org/page/askme3

New York City Department of Health and Mental Hygiene. (2015). Pregnancy-associated mortality,
New York City, 2006-2010. Retrieved from https://www1.nyc.gov/assets/doh/downloads/pdf/ms/
pregnancy-associated-mortality-report.pdf

Ngai KM, Grudzen CR, Lee R, Tong VY, Richardson LD, & Fernandez A.(2016). The association
between limited English proficiency and unplanned emergency department revisit within 72
Hours. Annals of Emergency Medicine, 68(2), 213-221. 10.1016/j.annemergmed.2016.02.042
[PubMed: 27033142]

Nielsen PE, Thomson BA, Jackson RB, Kosman K, & Kiley KC (2000). Standard obstetric record
charting system: Evaluation of a new electronic medical record. Obstetrics & Gynecology, 96(6),
1003-1008. [PubMed: 11084193]

J Obstet Gynecol Neonatal Nurs. Author manuscript; available in PMC 2023 July 18.


https://www.lep.gov/faqs/faqs.html
http://www.npsf.org/page/askme3
https://www1.nyc.gov/assets/doh/downloads/pdf/ms/pregnancy-associated-mortality-report.pdf
https://www1.nyc.gov/assets/doh/downloads/pdf/ms/pregnancy-associated-mortality-report.pdf

1duosnue Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Howell et al.

Page 19

Nittle NK (2018, January 26). The debate over reparations for slavery in the United States. Retrieved
from http://www.thoughtco.com/reparations-debate-4144738

O’Connor AM, Bennett CL, Stacey D, Barry M, Col NF, Eden KB, ... Rovner D.(2009). Decision
aids for people facing health treatment or screening decisions. Cochrane Database of Systematic
Reviews, 2009(3), CD001431. 10.1002/14651858.CD001431.pub2

Office of Disease Prevention and Health Promotion. (2016). Health literacy online: A guide for
simplifying user experience. Retrieved from http://www.health.gov/healthliteracyonline

Oza-Frank R, Gilson E, Keim SA, Lynch CD, & Klebanoff MA (2014). Trends and factors associated
with self-reported receipt of preconception care: PRAMS, 2004-2010. Birth, 41(4), 367-373.
10.1111/birt.12122 [PubMed: 24995805]

Penner LA, Blair IV, Albrecht TL, & Dovidio JF (2014). Reducing racial health care disparities:
A social psychological analysis. Policy Insights from the Behavioral and Brain Sciences, 1(1),
204-212. 10.1177/2372732214548430 [PubMed: 25705721]

Pettigrew TF, & Tropp LR (2006). A meta-analytic test of intergroup contact theory. Journal
of Personality and Social Psychology, 90(5), 751-783. 10.1037/0022-3514.90.5.751 [PubMed:
16737372]

Phelan ST (2008). The prenatal medical record: purpose, organization and the debate of print versus
electronic. Obstetrics & Gynecology Clinics of North America, 35(3), 355-368, vii. 10.1016/
j.09c.2008.06.001 [PubMed: 18760224]

Reichman NE, & Schwartz-Soicher O.(2007). Accuracy of birth certificate data by risk factors and
outcomes: Analysis of data from New Jersey. American Journal of Obstetrics & Gynecology,
197(1), 32.e31-32.e38. 10.1016/j.ajog.2007.02.026

Roter DL, Stewart M, Putnam SM, Lipkin M Jr., Stiles W, & Inui TS (1997). Communication patterns
of primary care physicians. Journal of the American Medical Association, 277(4), 350—-356.
[PubMed: 9002500]

Rudman LA (2004). Sources of implicit attitudes. Current Directions in Psychological Science, 13(2),
79-82. 10.1111/j.0963-7214.2004.00279.x

Sehgal AR (2003). Impact of quality improvement efforts on race and sex disparities in hemodialysis.
Journal of the American Medical Association, 289(8), 996-1000. [PubMed: 12597751]

Sepucha KR, Fagerlin A, Couper MP, Levin CA, Singer E, & Zikmund-Fisher BJ (2010). How does
feeling informed relate to being informed? The DECISIONS survey. Medical Decision Making,
30(5 Suppl.), 77s—84s. 10.1177/0272989x10379647 [PubMed: 20881156]

Shaw E, Howard M, Chan D, Waters H, Kaczorowski J, Price D, & Zazulak J.(2008). Access to
web-based personalized antenatal health records for pregnant women: A randomized controlled
trial. Journal of Obstetrics and Gynaecology Canada, 30(1), 38—43. [PubMed: 18198066]

Sherer SA, Meyerhoefer CD, Sheinberg M, & Levick D.(2015). Integrating commercial ambulatory
electronic health records with hospital systems: An evolutionary process. International Journal of
Medical Informatics, 84(9), 683-693. 10.1016/j.ijmedinf.2015.05.010 [PubMed: 26045022]

Sokol-Hessner L, Folcarelli P, & Sands K.(2016, June 23). The practice of respect [Blog post].
Retrieved from https://catalyst.nejm.org/the-practice-of-respect-improving-patient-experience

Stewart MA (1995). Effective physician-patient communication and health outcomes: A review.
Canadian Medical Association Journal, 152(9), 1423-1433. [PubMed: 7728691]

Taboada A.(2011). Privilege, power, and public health programs: A student perspective
on deconstructing institutional racism in community service learning. Journal of Public
Health Management and Practice, 17(4), 376-380. 10.1097/PHH.0b013e3182140c63 [PubMed:
21617417]

The Joint Commission. (2010). Advancing effective communication, cultural competence,
and patient- and family-centered care: A roadmap for hospitals. Retrieved from http://
www.jointcommission.org/assets/1/6/ARoadmapforHospitalsfinalversion727.pdf

Toledo P, Eosakul ST, Grobman WA, Feinglass J, & Hashain-Wynia R.(2016). Primary spoken
language and neuraxial labor analgesia use among Hispanic Medicaid recipients. Anesthesia &
Analgesia, 122(1), 204-209. 10.1213/ane.0000000000001079 [PubMed: 26646349]

J Obstet Gynecol Neonatal Nurs. Author manuscript; available in PMC 2023 July 18.


http://www.thoughtco.com/reparations-debate-4144738
http://www.health.gov/healthliteracyonline
https://catalyst.nejm.org/the-practice-of-respect-improving-patient-experience
http://www.jointcommission.org/assets/1/6/ARoadmapforHospitalsfinalversion727.pdf
http://www.jointcommission.org/assets/1/6/ARoadmapforHospitalsfinalversion727.pdf

1duosnue Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Howell et al.

Page 20

Toledo P, Sun J, Grobman WA, Wong CA, Feinglass J, & Hasnain-Wynia R.(2012). Racial and
ethnic disparities in neuraxial labor analgesia. Anesthesia & Analgesia, 114(1), 172-178. 10.1213/
ANE.0b013e318239dc7c [PubMed: 22075013]

U.S. Department of Health & Human Services. (n.d.). National standards for culturally
and linguistically appropriate (CLAS) services in health care. Retrieved from https://
www.thinkculturalhealth.hhs.gov/clas

Wackerle A, Blochlinger-Wegmann B, Burkhardt T, Krahenmann F, Kurmanavicius J, & Zimmermann
R.(2010). Notes on a stick: Use and acceptability of woman-held maternity notes. European
Journal of Obstetrics & Gynecology and Reproductive Biology, 153(2), 156-159. 10.1016/
j.ejogrb.2010.07.019 [PubMed: 20674133]

Wallace SP, Mendez-Luck C, & Castafieda X.(2009). Heading south: Why Mexican immigrants
in California seek health services in Mexico. Medical Care, 47(6), 662—-669. 10.1097/
MLR.0b013e318190cc95 [PubMed: 19434002]

Warnecke RB, Oh A, Breen N, Gehlert S, Paskett E, Tucker KL, ... Hiatt RA (2008). Approaching
health disparities from a population perspective: The National Institutes of Health Centers for
Population Health and Health Disparities. American Journal of Public Health, 98(9), 1608-1615.
10.2105/ajph.2006.102525 [PubMed: 18633099]

Weech-Maldonado R, Dreachslin JL, Epane JP, Gail J, Gupta S, & Wainio JA (2016). Hospital cultural
competency as a systematic organizational intervention: Key findings from the national center for
healthcare leadership diversity demonstration project. Health Care Management Review, 43(1),
30-41. 10.1097/hmr.0000000000000128

White AA 3rd, & Stubblefield-Tave B.(2017). Some advice for physicians and other clinicians treating
minorities, women, and other patients at risk of receiving health care disparities. Journal of Racial
and Ethnic Health Disparities, 4(3), 472-479. 10.1007/s40615-016-0248-6 [PubMed: 27287277]

Wilkerson 1.(2013). No, you’re not imagining it. Essence, 44(5), 132. Retrieved from https://
www.questia.com/magazine/1P3-3060466141/no-you-re-not-imagining-it

Wyatt RLM, Botwinick L, Mate K,& Whittington J(2016). Achieving health equity: A guide for health
care organizations. Retrieved from http://www.ihi.org/Topics/Health-Equity/Pages/default.aspx

Yee LM, Liu LY, Sakowicz A, Bolden JR, & Miller ES (2016). Racial and ethnic disparities in use
of 17-alpha hydroxyprogesterone caproate for prevention of preterm birth. American Journal of
Obstetrics & Gynecology, 214(3), 374.e371-374.e376. 10.1016/j.ajog.2015.12.054

Yee LM, Niznik CM, & Simon MA (2016). Examining the role of health literacy in optimizing the
care of pregnant women with diabetes. American Journal of Perinatology, 33(13), 1242-1249.
10.1055/s-0036-1584540 [PubMed: 27322666]

Yonas MA, Jones N, Eng E, Vines Al, Aronson R, Griffith DM, ... DuBose M.(2006). The art
and science of integrating Undoing Racism with CBPR: Challenges of pursuing NIH funding
to investigate cancer care and racial equity. Journal of Urban Health, 83(6), 1004-1012. 10.1007/
$11524-006-9114-x [PubMed: 17072760]

You WB, Wolf M, Bailey SC, Pandit AU, Waite KR, Sobel RM, & Grobman W.(2012). Factors
associated with patient understanding of preeclampsia. Hypertension in Pregnancy, 31(3), 341-
349. 10.3109/10641955.2010.507851 [PubMed: 20860492]

Zikmund-Fisher BJ, Couper MP, Singer E, Levin CA, Fowler FJ Jr., Ziniel S, ... Fagerlin A.(2010).
The DECISIONS study: A nationwide survey of United States adults regarding 9 common
medical decisions. Medical Decision Making, 30(5 Suppl.), 20s-34s. 10.1177/0272989x09353792
[PubMed: 20393104]

J Obstet Gynecol Neonatal Nurs. Author manuscript; available in PMC 2023 July 18.


https://www.thinkculturalhealth.hhs.gov/clas
https://www.thinkculturalhealth.hhs.gov/clas
https://www.questia.com/magazine/1P3-3060466141/no-you-re-not-imagining-it
https://www.questia.com/magazine/1P3-3060466141/no-you-re-not-imagining-it
http://www.ihi.org/Topics/Health-Equity/Pages/default.aspx

Page 21

Howell et al.

uoniubfodsy T
Bursjew-uolsioap paseys Joy seonoedd 1saq ul abebug .
asuodsay g

WaSAS a1ed yijeay
aU} UIYIIM a|qe|Iene sadiAles Jajaidiaiul uo (paseq-Alunwiwod ‘uairedino qusnedul ““68) yels |e a1eonpg

ys116u3 ueyy Jayio sabenbue) ul syusied
YlIM a1ealunwiwiod oym siapinoid 1oy (Aousiongold ysiueds “69) Aousioioid abenbue) ysijbug-uou ajenfeAn  «

ssaulpesy T

SoLIaW Jueyodwi Ajfeaiun|d Jayio pue ‘Alljeriow ‘ANpigiow

JeuJarew a1anas Jo sMalAal Aseul|diosipiinw BuiaNpuod Uaym [aAs] WBISAS pue [euosiadiaiul ay} Je wsioel Buipnjoul
‘Uaeay JOo SjuBUILLLIBEP [B190S J3Y10 pue ‘Adelall] ‘Alianod ‘abenbuel ‘A01uyle ‘0.l JO 8]0 8y} 1BPISU0D

SBWO02IN0
pue ‘quawieal] ‘ssadde aled yijeay ui seniedsip 1ab.e) rey syoafoid yuswanoidwi Afenb juswadwy o

diysiapes| pue JJels 01 erep souewIopad paIiIelIs 8yl JO UOHeUIWSSSIP Jejnfal yim
ANo1uyId pue ael AQ paijIeLls OIS BWOIIN0 pue $s820.d SI0}UOW Jey) pJeoqusep saniedsip e dojonsg  «

Burulea] swaisAs pue Bunoday 'z

swea) diysiapes| A1ayes pue Aujenb uo sdiysisuped
Aunwwiod juepodwi Juasaldal Ued oym Sa1eI0APE AlUNWIWOI pue ‘Ajiwey quaired asianlp abebug .

ssaulpeay T
10adsaJsip 10 Ajinbaul Jo 1odas yoea 01 asuodsal palojie] pue Ajawil e ainsugy
asuodsay g

193dsalsIp 0 UoKEeIIUNWIWODSIW
10 saposida pue aled ajgelinbaul 1odal 03 Jeis pue ‘saljiwe) ‘siuaired 1oy WSIUBYOBW € YsI|geIsT e

selq 1191jdwi Uo UOIJedINPa apIM-4Jels apINold o
uoniubodsy g

$3SNED 1001 418y} pue sanLiedsIp d1uyla pue [e1oel wnyediad UO UOILINPS SPIM-LJeIS 9PINOL] o
ssaulpeay T

aInyna Ayafes ul
suoya Burobuo oy Jejiwis Bulutes| pue ‘asuodsas ‘Buniodas Joy swiaisAs Buipnjoul ‘Aunba jo ainynoe pjing

Buiurea swalsAs pue Bunioday g
abenbue| Arewind pue ‘A1191UYI8 ‘a3l PalIIUBPI-}|3S JUBWNJOP AJ81eINdde 0] SWAISAS Usi|qeisy e

ssaulpeay T

2112 JO uoneIUBWGEI- 818D JO BINJONIIS BU) Ul SBdUBIBMI

SJ811IE] UOIEIIUNWIWOD)

Wa1SAS 84ed Y3[eay B UIym
181X8 1Ry} sailLiedsIp o118 pUE [e1oel Jo apmiubew sy} Jo abpajmouy| 91198ds

|aA8] swialsAs pue [euosiad sy} yioq 1e santiedsip J0 uonuboal Jo 3oeT

painseaw Ajgel]al Jou ale Asy) asnedaq sanLredsip ssasse 01 Aljiqeu]

a|pung ui urewoq

AJejuswiwo) uiswey |

abexuI Arejuswiwio) :ajpung saniedsig dluyig—eioey wnuedlad Jo uononpay

‘T algeL

Author Manuscript Author Manuscript

Author Manuscript Author Manuscript

available in PMC 2023 July 18.

J Obstet Gynecol Neonatal Nurs. Author manuscript



Page 22

Howell et al.

‘uoissiwlad yum pauriday ‘/santiedsip

-oluys|e1del-wnlediiad-Jo-uoonpai/ss|pung-Alayes-lusied/Bi0 uewiomAIansio eyl [eayajes//:dny woiy pansiiey "9T0g :SIs160]028uAD pue sueldL18Isqo o 8f8]j0 ueduswy (D@ ‘UolBUIYSEAN 81D
Yl|eaH S, USWOAA Ul A18)es Juslled Uo [19uno) "saitiedsip o1uyis/jeroel wnyuediiad Jo uonjonpal :ajpung A1ajes Juaited ‘sisifo]odsuAo pue sueldLleisqO 40 9631100 UrdLIBWY WOL) ale surewop ajpung sjon

J1ap1noad 81ed yyjeay 418y} 01 UINIaJ 0} AJessaoau SI 31 UaYm puelsiapun pue ased dn-mojjoy areridoidde
SABY UBLLOM TRy} 84nsua 0} YUIgP|1Yo 1s0d SwiaisAs UoneuIpI009 pue uonebiaeu abreydsip ysijgelsy  «

a}1] annonpoudal s, uewom e Inoybnoayy sfeAssiul Jejnbal e ng
‘Aoueubaid Jaye Ajdreipawwi Jo Buunp Ajuo jou suondo anndaoesiuod pue uejd aj1] aAdNpoIdal SSBIPPY o

asuodsey g
Ssau|jam

pue 8.e9 [ereursad 01 JuauJad ISOW UOITBWLIOJUI SBZIIBWILNS 1By} 1ewiio) 3jdwis pue Jea|d e ul ‘Juaied [eulsrew sy}
0] 99} OU 0} [ewWIUIW Je (21u0.108] J0 Jaded) Ae[ap INOYIIM SPIOJBI Y)[B3Y 0} SSIIL JUBIUBAUOD 3PIAOId  «

a|pung ui urewoq

AJejuawwo) uiawey |

Author Manuscript Author Manuscript

Author Manuscript

Author Manuscript

J Obstet Gynecol Neonatal Nurs. Author manuscript; available in PMC 2023 July 18.


http://safehealthcareforeverywoman.org/patient-safety-bundles/reduction-of-peripartum-racialethnic-disparities/
http://safehealthcareforeverywoman.org/patient-safety-bundles/reduction-of-peripartum-racialethnic-disparities/

	Abstract
	Purpose of the Concept Article
	Framework for Addressing Disparities
	The Importance of Social Determinants
	Sources of Obstetric Disparities and Approaches to Overcome Them Within the Health Care System
	Inability to Assess Disparities Because They Are not Reliably Measured
	Lack of Recognition of Disparities at Both the Personal and Systems Level
	Implicit bias.
	Institutional bias.
	Principles of just and safe culture.

	Specific Knowledge of the Magnitude of Racial and Ethnic Disparities That Exist Within a Health Care System
	Communication Barriers
	Differences in the Structure of Care

	Discussion
	References
	Table 1:

